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INTRODUCTION 
Health care is a top concern for many American families—and for good reason. Health 
care spending in the United States accounts for 17.9 percent of the nation’s GDP, and 
medical bills are the number one reason for American bankruptcies. Prescription drug 
prices are a huge factor in those costs—in recent years, pharmaceutical companies and 
pharmacy benefi managers (PBMs) have rapidly increased prices. Additionally, new 
drugs have reached the market with price tags that easily exceed most Americans’ 
annual income. Americans spent approximately $323 billion on prescription medicines in 
2016, with some estimates of spending reaching over $400 billion by 2021. 

 
Fortunately, there are many policy options for states to address prescription drug prices. 
Recognizing that health care is too expensive, and Americans are struggling to afford 
even life-saving medication, this policy brief outlines messaging best practices and  
policy steps that state legislatures have taken to rein in the growth of drug spending 
among consumers and ensure affordable access to medication. NCSL’s Prescription Drug  
State Database included over 600 bills related to prescription drug costs in 46 states as 
of April 2018, and about 50 of these bills had been enacted or were awaiting action by 
the governor. The National Academy for State Health Policy has a more targeted list of   
around 200 bills that it is tracking related to reining in the cost of prescription drugs. 

 
MESSAGING 

 
Topline Message 

 
No family should have to choose between life-saving medicine and paying their rent,  
yet health care is too expensive for too many Americans. Pharmaceutical companies are 
increasing the prices of medication behind closed doors, pushing affordable health care 
further out of reach of American families. It’s time to put an end to drug corporations’ 
profiteering and [insert the policy angle you are pursuing: lower prescription drug prices/ 
ensure drug pricing is transparent/allow patients to make informed choices, etc]. As 
elected officials, we must stand up to drug corporations and rewrite the rules so that our 
families come first. 

 
Talking Points 

 
• A major way to make health care more affordable is to make our medicine more 

affordable. Prescription drugs are the single largest expense in Americans’ out of 
pocket spending. 

• No family should have to choose between life-saving medicine and paying their rent. 
• For many families in our state, prescription medicines are the difference between health 

and illness, or even life and death. 
• Seven in ten Americans take at least one prescription drug, and more than one in four 

of those Americans reports difficulty affording them. 
• Nine out of 10 large pharmaceutical companies spend more on marketing than they do 

on research and development. 
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• Transparency is critical to making markets work, and increased transparency will 
allow us to hold corporations accountable and know where we can reduce waste in 
prescription drug spending. 

• Hidden prices drive up costs throughout the health care system. There are a variety of 
ways our state can increase transparency, which is key to lowering health care costs. 

• Prices for prescription brand-name drugs are higher than patients pay in other   
developed countries. 

 
Key Facts and Data 

 
• Net spending on pharmaceuticals alone is expected to reach $400 billion by 2021, up 

from $323 billion in 2016. 
• Drug companies spent more than $3 billion a year marketing to consumers in the U.S. in 

2012, and an estimated $24 billion marketing directly to health care professionals. 
• Over the next 8 years, national health spending is projected to outpace GDP and reach  

$5.7 trillion in 2026. 
• Democrats and Republicans alike hold the pharmaceutical industry responsible for 

rising costs more than any other health care sector1. 
• Prescription drug spending is one of the fastest growing health care costs, with a  

projected 6.4 percent rate of growth per year (growing faster than overall national 
health spending). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1   POLITICO-Harvard   poll 
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POLLING 
 

National 
 

• Four out of five Americans say prescription drug costs are unreasonable, according to a  
March 2018 Kaiser poll.  

• An April 2017 Kaiser poll found that 78 percent of Americans support limiting the 
amount drug companies can charge for high-cost drugs for illnesses like hepatitis or 
cancer, and most of the public favors actions to address prices (see in chart below): 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• 76 percent of older Americans, including 74 percent of Trump voters, believe that 
prescription drug prices are the result of big drug company monopolies or the deals 
their lobbyists make, according to a December 2017 Politico-Harvard poll (AARP 2017   
Poll) 

• According to a 2016 POLITICO-Harvard poll, 43 percent of Americans are “very or 
somewhat” worried about medical costs in the coming year, and the top concern (31 
percent) is their out-of-pocket costs. 

• According to a February 2018 POLITICO/Harvard School of Public Health poll: 
• 81 percent of Americans favor requiring pharmaceutical companies to provide 

advance notice of price increases of more than 15 percent, 
• More than seven in ten favor requiring health insurance plans to disclose which 

drugs they spend the most money on (74 percent). 
• 71 percent favor allowing a state’s attorney general to sue generic drug 

manufacturers if they try to significantly raise prices for older drugs. 
• The poll found no significant differences in support between Republicans and 

Democrats for any of the proposed policies. 
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State 
 

Note: The information below was publicly available at the time of writing. If your state is 
not listed and you would like help accessing polling data in your state, please reach out to  
info@sixaction.org. 

 
2018 Public Policy Polling surveys in Arizona, Nevada, Pennsylvania, Tennessee, and 
Wisconsin found that health care is a top priority issue for voters when deciding whom to 
vote for in the next election: 
• Arizona: Health care is ranked as a top issue for 68 percent of voters (21 percent saying 

it is the most important issue and another 47 percent saying it is very important). Only 
9 percent say it is not that important or not important at all. 

• Nevada: Health care is ranked as a top issue for 65 percent of voters (27 percent saying 
it is the most important issue and another 38 percent saying it is very important). Only 
14 percent say it is not that important or not important at all. 

• Pennsylvania: Health care is ranked as a top issue for 71 percent of voters (25  
percent saying it is the most important issue and another 46 percent saying it is very 
important). Only 6 percent say it is not that important or not important at all. 

• Tennessee: Health care is ranked as a top issue for 71 percent of voters (31 percent 
saying it is the most important issue and another 40 percent saying it is very 
important). Only 6 percent say it is not that important or not important at all. 

• Wisconsin: Health care is ranked as a top issue for 72 percent of voters (25 percent 
saying it is the most important issue and another 47 percent saying it is very 
important). Only 9 percent say it is not that important or not important at all. 

 
In 2018 polling coordinated by SiX Action in Arizona, Colorado, Florida, North Carolina, 
and Washington state, addressing health care issues received high support: 
• Arizona: 71 percent of respondents identified making health care accessible and 

affordable as a top priority for the Arizona legislature (with 90 percent saying it should 
be either the top or a secondary priority), the most of any issue tested. 

• Colorado: When asked an open-ended question about the most important issues for 
the legislature to address, health care scored highest (20 percent). 

• Florida: In an open-ended question, health care concerns and cost were by far the 
biggest concern, with the special interest health care and pharmaceutical companies 
the focus of blame. Further, a majority of Floridians (55 percent) supported the more 
progressive frame of: “Easing your financial burden by getting costs of things like 
health care, college and child care under control” versus “Growing the economy to 
create better jobs and more opportunities” (39 percent). 

• North Carolina: Health care was the third priority for voters, just behind education and 
jobs. 

• Washington: 90 percent of respondents think that we should regulate pharmaceutical 
companies in order to avoid prescription drug price gouging (74 percent strongly). 
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Additional state polls: 
 

• A Connecticut Poll found 89 percent of Connecticut residents support the state setting 
prescription drug prices. 

• Alabama: In a December 2017 survey of 468 voters, health care was ranked as the 
second highest priority (coming behind only K-12 education), with 65 percent of 
respondents very concerned about health care, with addressing cost the main policy 
priority (51 percent) and prescription drug costs coming in at 12 percent. 
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POLICY OPTIONS 

The following policy options include examples, for the most part, of bills that have 
been enacted. But this is in no way meant to be a comprehensive list of ideas related 
to reducing prescription drug costs. In fact, there were a number of laudable policy 
proposals from the 2018 legislative session that are worth investigating even though 
they did not pass. For example, a few states in 2018 introduced legislation to establish 
prescription drug cost review commissions, which act to protect consumers and other 
stakeholders from excessive drug costs. These bills were introduced in at least Maryland 
(2018 MD Senate Bill 1023 and House Bill 1194) and Minnesota (2018 MN Senate File 2801). 
Additionally, a number of states have introduced legislation to allow for prescription drug 
importation from Canada, including Colorado (2018 CO Senate Bill 80), Louisiana (2018   
LA House Bill 384), Minnesota (2018 MN Senate File 3023), Oklahoma (2018 OK Senate   
Bill 1381), Utah (2018 UT House Bill 163), Vermont (2018 VT Senate Bill 175), West Virginia 
(2018 WV House Bill 4294), and Wyoming (2018 WY Senate File 88). 

 
Increase Transparency and Accountability in Drug Pricing 

 
The current system of drug pricing is done behind closed doors with little public 
information on the factors that affect a drug’s cost and without justification for price 
increases. Price transparency is one tool to help state regulators, policymakers, and even 
the justice system to address high drug costs. The drug industry has, not surprisingly, 
reacted by challenging drug price reform laws in court, and a National Academy for State  
Health Policy brief discusses some these legal challenges. 

 
Vermont was the first state in the nation to enact a bill requiring transparency in pricing 
from drug manufacturers. Under the new law (2016 VT Senate Bill 216), insurers are 
required to provide Vermonters with information about how much prescription drugs will 
cost out of pocket. The law also requires state health care regulators to develop a yearly 
list of the top fifteen drugs that have yielded the highest price increases. Manufacturers of 
those medications would then be required to justify the increase in a confidential report 
to the Attorney General’s office. If such justification is not provided, the Attorney General 
may bring an action in the Civil Division of the Superior Court for injunctive relief, costs, 
and attorney’s fees and a civil penalty of no more than $10,000 per violation, though each 
“unlawful failure to provide information shall constitute a separate violation.” 

 
Maryland law (2017 MD House Bill 631) carries similar provisions as the Vermont bill. 
It directs Medicaid to notify the attorney general when off-patent or generic drugs 
experience an “excessive price increase” and sets financial penalties if the drug maker 
can’t justify the hike. A judge could also order the company to reverse its price increase. 
This bill does not address branded prescription drugs. While this law was recently struck 
down in a federal appeals court decision, policymakers can consider drafting similar 
legislation that takes into account this court decision. 

 
California (2017 CA Senate Bill 17) requires advance notice be given to public purchasers 
like Medi-Cal and CalPERS, as well as private purchasers including health plans and 
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insurers, for any prescription drug price hike above 16 percent over two years. Additionally, 
the signed bill requires health plans and insurers to annually report specified information 
related to the proportion of the premium dollar spent on prescription drugs, the year- 
over-year increase in net costs and member costs, the 25 most frequently prescribed 
medications, most costly drugs by total plan spending, and drugs with the highest 
year-over-year increase in net cost. This report is to be publicly available to California 
consumers. The bill faced heavy lobbying by the pharmaceutical industry, which spent 
$16.8 million and recruited over 45 lobbying firms to oppose the measure. 

 
New York law (2017 NY Senate Bill 2007B, Part D) implemented an inflation adjusted 
Medicaid drug price cap with cost growth targets. This new law also requires drug 
manufacturers, in certain instances, to report to the drug utilization board on the actual 
cost of developing, manufacturing, producing, and distributing the drug; research and 
development costs of the drug; administrative, marketing, and advertising costs for 
the drug; the extent of utilization of the drug; prices for the drug that are charged to 
purchasers outside the United states; prices charged to typical purchasers in the state; the 
average rebates and discounts provided; and the average profit margin of each drug over 
the prior five-year period and the projected profit margin anticipated going forward. 

 
Oregon recently passed legislation (2018 OR House Bill 4005) that requires prescription 
drug manufacturers to report on the prices of prescription drugs and costs associated 
with developing and marketing prescription drugs, including: the net increase in the price 
of the drug over the prior year and over the last 5 years; how long the prescription drug 
has been on the market; factors that contributed to the price increase; generic versions 
available on the market; research and development costs using public funds; direct costs, 
revenue, and profits over the last year; and the 10 highest prices paid for the prescription 
drug during the last year in any country other than the United States. This report must  
be sent annually to the Oregon Department of Consumer and Business Services, which 
is able to impose civil penalties on manufacturers for failing to comply with reporting 
requirements, and in order to increase transparency, the department is required to 
conduct an annual public hearing on prescription drug prices and relevant information 
reported by manufacturers. Another provision of the bill establishes the Task Force on the 
Fair Pricing of Prescription Drugs to develop a strategy to create transparency for drug 
prices across the entire supply chain of pharmaceutical products. 

 
Prohibit Gifts from Pharmaceutical Companies to Medical Providers 

 
Doctors who receive industry gifts such as meals, travel, speaking fees or royalties are 
more likely to prescribe costly name-brand drugs than equivalent generic drugs that were 
lower priced, according to findings by the University of California, San Francisco, Harvard   
Medical School, and ProPublica. California’s proposed bill (2017 CA Senate Bill 790) 
seeks to restrict pharmaceutical companies from providing flights, travel, speaking fees, 
entertainment, consulting payments, or other financial benefits to health care providers. 
This bill stalled in the Assembly but is expected to be brought up in future legislative 
sessions. 
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Better Inform Doctors by Establishing Academic Detailing Programs 
 

Detailing is a marketing strategy used by pharmaceutical companies where sales 
representatives make calls to physicians to tell them about the company’s products.  
Academic detailing is educational outreach to prescribers by medical experts who have 
thorough knowledge of the medication and can discuss the best prescribing practices. 
Academic detailing provides the same one-on-one approach of industry detailers without 
the commercial influence. These meetings provide information that can help inform 
prescribers about the comparative effectiveness, safety, and costs of a treatment. These 
programs can help counter the commercial influence of pharmaceutical companies and 
reduce the over-prescription of expensive, brand name drugs. Such programs exist via 
legislative action in states such as Maine (2007 ME House Paper 638), Massachusetts 
(2008 MA Chapter 305, Section 5) and New York (NY Public Health Law, Section 276). 
While studies on the impact of these laws are limited, national advocates have cited 
evidence of both quality improvement and savings. 

 
Prohibit Use of Drug Coupons 

 
Pharmaceutical companies often offer copay coupons to consumers to encourage the 
use of brand name drugs instead of less expensive alternatives. This tactic increases sales 
of the pricier brand-name drugs, which leaves insurers with a higher bill—contributing to 
higher premiums for everyone. A 2013 New England Journal of Medicine study found that 
more than half of coupons were for brand name medications that had a less expensive 
alternative medicine available. The coupons also disrupt insurers’ attempts to encourage 
consumers to factor price into their health-care decisions. In addition, drugs for which a 
copay coupon is available have seen greater price increases than for those for which no 
coupon is available. 

 
Federal policy currently prohibits the use of coupons by patients in publicly subsidized 
drug-insurance programs such as Medicare and Medicaid. In California, 2017 CA Assembly   
Bill 265 banned manufacturers from providing discount coupons to patients for brand 
name drugs if there is a generic equivalent. 

 
Limit Copays and Out-of-Pocket Costs for Specialty Drugs 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

150 

Specialty drugs are complex medicines used to treat serious, often debilitating diseases 
such as hepatitis C, hemophilia, HIV/AIDS, and certain types of cancer. On average, a year’s 
course of treatment for a specialty drug can be over $53,000; a sum that exceeds the U.S. 
median household income. Specialty drugs currently make up 37 percent of drug costs  
but account for less than two percent of all prescriptions. To lower their costs, insurers 
often place specialty drugs in a separate tier of reimbursement that carries higher rates of 
copayments and coinsurance as compared to generic and other brand name drugs. And 
some insurers have used cost sharing tiers to dissuade higher cost patients from enrolling 
in the first place, through a practice called adverse tiering. Fortunately, states have made 
efforts to protect consumers from high out-of-pocket payments by limiting copays and 
coinsurance on specialty drugs. A 2015 report that analyzed the effect of prescription  
drug cost sharing caps in California found that members of the state’s health insurance 
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exchange who spend a significant amount on specialty drugs would see a “significant 
reduction in annual healthcare spending upon implementation of any of the potential 
benefit design changes. The expected reduction ranges from approximately $80 - $2,300.” 

 
Delaware (2013 DE Senate Bill 35 - SS1), Maryland (MD Insurance Statute §15–847) , 
and Louisiana (2014 LA Senate Bill 165) cap the amount that insurers can charge in 
coinsurance fees for the specialty drug tier at $150 per month for a 30-day supply 
(Maryland’s cap is adjusted for inflation). 

 
California (2015 CA Assembly Bill 339) caps the out-of-pocket costs for a 30-day supply 
of prescription drugs at $250. The bill also contains provisions that ensure health plans 
do not place most or all drugs used to treat a certain condition on the highest cost tier 
in their drug formularies. While this law sunsets on January 1, 2020, bills such as 2018 CA   
Senate Bill 1021 have been introduced to extend these caps. 

 
Maine (2012 ME House Paper 1243) sets an annual out-of-pocket spending limit of $3,500 
for prescription drugs, and Vermont (2012 VT House Bill 559, Sec. 32) limits annual out-of- 
pocket spending to that of the minimum annual deductible to qualify as a high deductible 
health plan under federal law. 

 
New York (2010 NY Senate Bill 68004) outlaws specialty drug tiers altogether, blocking 
insurers from listing the expensive drugs in a separate category that allows them to charge 
higher out-of-pocket payments. 

 
Recent bills passed in Florida (2018 FL House Bill 351), Kansas (2018 KS Senate Bill 351), 
Kentucky (2018 KY House Bill 463), Utah (2018 UT Senate Bill 208), and Virginia (2018   
VA House Bill 1177 and 2018 VA Senate Bill 933) prohibit a health carrier from charging 
prescription drug copayments beyond the charge individuals would incur if they did not 
use health insurance benefits to purchase their medication, effectively prohibiting a health 
insurer from imposing surcharges on specific drugs. 

 
Biologic Drug Substitution 

 
A biologic medicine is a large molecule structurally more complex than traditional 
medicines and typically made from living cells. Common biologics in use today include 
vaccines, injectable treatments for arthritis, and medicines for cancer, diabetes, 
Crohn’s disease, and psoriasis. Because of their complexity, biologics are significantly 
more expensive than traditional drugs and are a growing portion of the overall U.S. 
pharmaceutical market. 

 
However, products known as biosimilars have the potential to lower costs for Americans.  
Biosimilars are a type of biological product that are licensed by the FDA because they are 
highly similar to an already FDA-approved biologic, known as the biological reference 
product, and have been shown to have no clinically meaningful differences from the 
reference product. A biosimilar is expected to produce the same clinical result as the 
reference product in any given patient. 
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The adoption of biosimilars over biologics can save consumers money, much like the 
use of generics over brand name drugs. More affordable biosimilars can also improve 
adherence to medication and provide health care savings in the long term. State 
legislatures have taken efforts to allow pharmacists to substitute a biosimilar drug for a 
prescribed biologic. Over 28 states have passed this type of legislation. 

 
Colorado (2015 CO Senate Bill 71) allows a pharmacist to substitute a biosimilar product 
if the FDA has determined that it is interchangeable with the prescribed biologic product 
and if the practitioner has not indicated that the prescription must be dispensed as 
written. The pharmacist must notify the prescriber of the drug’s name and manufacturer 
within a reasonable amount of time after dispensing the biologic via an interoperable 
electronic medical records system (with exceptions). The pharmacy must keep a written or 
electronic record of the dispensed biologic for at least two years after the substitution. 

 
In Washington (2015 WA Senate Bill 5935), a pharmacist must dispense an 
interchangeable biosimilar if it is in stock; has a lower wholesale price than the prescribed 
biologic; the prescriber did not specify that substitution is prohibited; and the patient 
did not specifically ask for the prescribed biologic. Every pharmacy must post a sign that 
is visible to patients regarding potential substitution of a less expensive biosimilar. The 
pharmacist must notify the prescriber of the product’s name and manufacturer or National 
Drug Code number within five business days of dispensing the biologic via an electronic 
medical record and by another means if the prescriber cannot access the record. An entry 
in an electronic system is presumed to provide notice to the prescriber. 

 
Legislation to allow for the dispensing of biologic similar drugs has received significant 
bipartisan support, as evidenced in the recent passage of bills in South Dakota (2018 SD   
Senate Bill 75) and West Virginia (2018 WV House Bill 4524). 

 
Regulate Pharmacy Benefit Managers and Ban Gag Clauses 

 
Pharmacy benefit managers (PBMs) are companies that act as facilitators between 
pharmaceutical companies, health insurers, and consumers. They account for over 80 
percent of prescription drug spending in the U.S., yet operate behind closed doors with 
little accountability. PBMs determine which pharmacies will be in an insurance plan’s 
network, develop the formulary (list of covered medications), and negotiate price rebates 
with drug manufacturers. Manufacturers provide these rebates in exchange for having 
specific medications listed on the formulary. This process is not transparent, with both 
parties (insurance plans and pharmacies), unaware of how much the other paid. This 
allows PBMs to do what is called “spread pricing,” in which the PBM charges the plan 
sponsor (the company or employer that sets up the health plan for employers) a higher 
cost than what is paid to the pharmacy. Similarly, PBMs have been alleged to favor higher- 
cost brand name drugs on their list of covered medicine based on their higher rebate to 
the company, a process called “rebate pumping.” 

 
Nevada (2017 NV Senate Bill 539) requires PBMs to disclose what rebates they negotiate 
with diabetes pharmaceutical companies along with what rebates they keep. It also 
bans the PBMs’ use of a gag clause, a policy that forbids pharmacists from discussing 
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lower-cost options with patients. Patient advocacy groups are also required to report 
certain payments from pharmaceutical manufacturers, PBMs, and other third parties. 
Pharmaceutical manufacturers, PBMs, or nonprofit organizations that fail to provide the 
required reports described above may be subject to administrative penalties of not more 
than $5,000 per day unless such failure to timely comply with the requirements is due to 
“excusable neglect, technical problems, or other extenuating circumstances.” 

 
Rhode Island (2016 RI Senate Bill 2467) regulates business relationships among pharmacy 
services providers, group health insurers, and health service organizations by giving 
oversight to the Department of Health. PBMs are required to disclose prices with respect 
to multi-source generic pricing and provide updates on prices to pharmacies every 10 
days. 

 
A number of recent bills have passed to prohibit PBMs from including a gag clause with 
participating pharmacies that would prevent them from discussing lower cost alternative 
drugs with insured individuals. This includes states like Alaska (2017 AK House Bill 240), 
Arizona (2018 AZ House Bill 2107), Florida (2018 FL House Bill 351), Mississippi (2018 MS   
House Bill 709), South Dakota (2018 SD Senate Bill 141), Utah (2018 UT Senate Bill 208), 
Virginia (2018 VA House Bill 1177 and 2018 VA Senate Bill 933), and West Virginia (2018   
WV Senate Bill 46). 

 
Another way in which PBMs operate in the dark is through the manipulation of maximum   
allowable cost (MAC) pricing lists. A MAC list is a PBM-generated list of products that 
includes the maximum price to pay a pharmacy for generic drugs and brand name drugs 
that have generic versions available. PBMs have discretion over what drugs to include, 
what prices to set, and can changes the prices whenever they want. They can also create 
different lists for different clients, which allows for “spread pricing,” greater profits for 
PBMs, and leads to higher prices for consumers. 

 
Maine (2016 ME House Paper 788) established requirements for MAC pricing lists used by 
PBMs. It also requires PBMs to make disclosures regarding the pricing and the methods 
used to establish that pricing to plan sponsors. It also established an appeals process for 
pharmacies to dispute prices. Finally, it created financial penalties for violations of pricing 
requirements. 

 
Florida (2018 FL House Bill 351) requires PBMs to register with the Florida Office of 
Insurance Regulation of the Financial Services Commission and requires PBMs to update 
the maximum allowable cost (MAC) pricing information at least every 7 days, as well as 
implementing a process to eliminate drugs from the MAC list. 

 
Alaska (2017 AK House Bill 240) requires PBMs to register with the State Director of 
Insurance and disclose to each pharmacy the methodology and sources used to determine 
their drug pricing list, as well as updating the list prices every 7 business days and within 
one business day after a significant price change. This bill also requires PBMs to establish 
an appeals process around multi-source generic drug reimbursement. 
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Step Therapy Protection/Reform 
 

Step therapy occurs when insurers force patients to “try cheaper treatments before they 
graduate to more expensive ones,” even against a doctor’s advice. This policy is criticized 
as “forcing patients to try older, less expensive therapies for months” before they are 
allowed to pursue pricier options. As a result, patients’ symptoms may worsen and require 
greater medical care, increasing total medical spending. 

 
Illinois (2016 IL House Bill 3549) established a process for patients in non-Medicaid plans 
to be exempt from step therapy on the conditions that the suggested prescription drug is 
contraindicated (indicated that the drug would cause harm or should not be used), if the 
patient has tried and failed on the drug previously, or is stable on their current prescription 
medication either from a previous or current health plan. It allows physicians to appeal 
step-therapy protocols and requires a carrier to approve or deny a request within 72 hours 
of receipt, and in expedited cases, within 24 hours. Carriers must provide a reason for the 
denial, an alternative covered medication, if applicable, and information regarding how to 
appeal the denial. Medical exception requests shall be granted for 12 months or until the 
renewal of the plan. 

 
While not as robust as the aforementioned Illinois law, Vermont passed legislation (2013   
VT House Bill 107, Sec. 3) that prohibits a health insurer from requiring that a medication 
fail more than once in order to move on to another medication under a step-therapy 
protocol. 
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ADDITIONAL  RESOURCES 
Community Catalyst 

Resources to Find Affordable, High Value Medications 
Conflict of Interest Policy Guide for Medical Schools and Academic Medical Centers 

 
Global Health Justice Partnership 

Curbing Unfair Drug Prices: A Primer for States 
 

PBM Watch 
Pharmacy Benefit Manager Legislation 

 
National Academy of Sciences 

Making Medicines Affordable: A National Imperative 
 

National Academy for State Health Policy  
Center for State Rx Drug Pricing 
States and the Rising Cost of Pharmaceuticals: A Call to Action 
States and Prescription Drugs: An Overview of State Programs to Rein in Costs 

 
National Conference of State Legislatures 

Database of State Legislation on Prescription Drugs 
 

Knowledge Ecology International 
2015-2016 Pharmaceutical Transparency Legislation Briefing 

 
Mintz Levin Cohn Ferris Glovsky and Popeo PC (Law Firm)  

State Legislation on Biosimilars (March 2017 version)  
 

The Source on Healthcare Price & Competition 
A Look at 2017 State Legislative Efforts to Reduce Prescription Drug Prices 
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