September 21, 2022
Federal and State Policymakers: Beware of Drug Companies’ Disinformation Campaign
A spate of recent articles attacking the 340B program, some under the guise of research studies and
some funded by drug manufacturers and their allies, were published in recent weeks and sent to Capitol
Hill and state legislators. One article erroneously concludes that physicians participating in the 340B
program prescribe certain medications for patients living with HIV/AIDS solely to increase “profits” from
the 340B program. Other articles distort the intent and value of the 340B program. Still others falsely
assert that the 340B program is harmful to communities of color.
“RWC-340B will not stand idle while the pharmaceutical industry attacks safety net providers in the
340B program,” said Shannon Stephenson, president of RWC-340B and CEO of Cempa Community
Cares. She noted, “[w]e are calling them on their disinformation and educating the public and
policymakers to be aware of drug manufacturers’ true goal – to cripple the 340B program in an effort to
increase their profits at the expense of patients and communities.”
Congress established the 340B program in 1992 to lower the cost of prescription drugs for federal
grantees and other tax-supported safety net providers to enable them “to stretch scarce federal
resources to reach more eligible patients and provide more comprehensive services.”1 Program
eligibility was carefully crafted by Congress to target the clinics and hospitals that serve as the backbone
of this nation’s health care safety net for uninsured, underinsured and other vulnerable populations.
Because these safety net providers generally treat anyone regardless of their ability to pay, they often
receive no or inadequate compensation for their services. Among the “covered entities” eligible to
participate are: Ryan White Program HIV/AIDS clinics (RWCs) and other specialty clinics that offer
services typically unavailable in traditional settings, community health centers operating in underserved
areas, and hospitals serving a disproportionate share of uninsured or underinsured patients.2
Unfounded Attack: Physicians Prescribing for Profit
One recent article in the New England Journal of Medicine focuses on PrEP medications and falsely
asserts that 340B providers promote the use of brand drugs over generics to increase 340B “profits.”3
This claim not only ignores physicians’ legal and ethical responsibility to “place patients’ welfare above
the physician’s own self-interest or obligations to others,”4 it essentially accuses PrEP prescribers of
malpractice by suggesting that they care more about drug profits than their patients – an accusation
that is as insulting as it is fallacious. Prescribing the right PrEP medication is a clinical matter left to the
physician and patient to decide, taking into consideration the patient’s needs and unique medical risk
factors. Contrary to critics’ assertions, PrEP drugs are not interchangeable and have differing short and
long-term effects. For example, Truvada has been shown to have negative long-term effects on kidney
function and bone density.5 In accordance with their ethical obligations, physicians’ decisions on a
patient’s medical treatment are guided by clinical indications, not 340B discounts. It is ironic that
allegations about financial motivations are being made against safety net providers when manufacturers
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have enjoyed record profits in recent years.6 Notably, some of the authors of the NEJM article have
received grant funding from drug manufacturers and insurers, calling into question their objectivity.
Unfounded Attack: Work of 340B Safety Net Providers Not Aligned with Program’s Intent
Several recent articles inaccurately state that the work of 340B safety net providers does not align with
the original intent of the program.7 These articles also mischaracterize and vilify the relationships that
covered entities have with contract pharmacies.8 They do so by misrepresenting the intent of the 340B
program. They falsely claim that Congress enacted the 340B statute to pass prescription drug savings to
patients. If Congress had really intended to make 340B a patient entitlement program, why would the
statute have directed manufacturers to give discounts to a group of carefully defined safety net
providers rather than to patients themselves? Congress realized that the best way to support
underserved and medically vulnerable patients was to provide more resources to the clinics and
hospitals that care for them. The articles attempt to ascribe a new purpose to the 340B program that
Congress never intended, a purpose that deliberately ignores the vital role 340B entities play in their
communities.
In many communities – particularly low-income rural and urban areas – safety net providers and the
contract pharmacies they rely on for dispensing medications offer the only pathway to affordable health
care for individuals within those communities. Most covered entities do, in fact, provide medications to
needy patients at little or no cost, often below the covered entity‘s 340B acquisition cost. But using the
program for the sole purpose of lowering patient drug costs would do a grave injustice to patients. The
high cost of drugs is just one of a myriad of obstacles that vulnerable patients face in accessing clinically
appropriate health care in the U.S. The strength of the 340B program is that it allows a covered entity to
use drug savings to address and mitigate the barriers to care that are unique to patients within that
entity’s service area. Safety net providers use 340B savings for direct health care services, drug
adherence and management programs, and education and prevention programs, among many others,
to benefit their patients and the communities they serve.9
Congress deliberately permitted safety net providers to determine the most effective use of their 340B
program savings so that local safety net providers can address each community’s unique needs rather
than establishing a federally determined, one size fits all, federal discount to patients. Stephenson said,
“[e]ven if the law directed the discounts to be given directly to patients, the cost of many drugs, even
with a large discount, would be unaffordable to most of Ryan White patients.”
Unfounded Attack: The 340B Program Does Not Help Underserved Communities
Some recent articles falsely claim that 340B entities, including RWCs and community health centers, do
not use their savings to help patients in underserved areas.10 There are at least two good reasons why
these claims should not be taken seriously. First, RWCs and community health centers are subject to
strict grant requirements mandating the delivery of care to medically underserved populations. Second,
patient outcomes data demonstrate that they are clearly meeting these requirements.
The federal grants that enable RWCs to participate in the 340B program require RWCs to use their
income, including the resources available to them through the 340B program, to support “core medical
and support services, clinical quality management, and administrative expenses.”11 RWCs are required
to serve only low-income patients without health care insurance.12 Community health centers are
subject to similar standards. They are required to develop fee schedules based on a sliding scale
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approach that gives patients discounts on care according to their ability to pay. Those under 100 percent
of the federal poverty level receive services free of charge.13 Community health centers are also
required by statute “to invest every penny of 340B savings into activities that expand access for their
patients.”14
Critics of the 340B program use a common tactic to discredit the program. Namely, they focus on
narrow and statistically insignificant data to support broad generalizations that, while appearing
empirically based, are actually unsubstantiated and misleading.15 For example, by using data from only
certain 340B entities but applying it to all 340B entities, detractors of the 340B program conclude that
the program is flawed and in need of reform. A case in point is a recent article by the American Action
Forum. The article cites a 2014 Office of the Inspector General study that was based on a small sample
of covered entity types. The study itself warned that it was “not generalizable to other covered
entities.”16 Despite this admonition, the American Action Forum article, and similar anti-340B studies, do
exactly what the OIG warned against – overgeneralize narrow information to criticize the program.17
Several of these authors argue that 340B grantees are not the intended target of 340B reform, but their
publications say otherwise.18 Under the guise of “reforming” the program to address so-called “bad
actors,” these articles belie the authors’ true intent which is to attack the program and to chip away at
the entire health care safety net. 19
There is much more reliable data to assess the true value of the 340B program. Widely accepted patient
outcomes data show that the 340B program is working exactly as Congress intended. The 340B program
allows RWCs to leverage their 340B savings to support the full HIV/AIDS care continuum, from diagnosis,
to linkage to care, to medication adherence and viral suppression. RWCs achieve viral suppression rates
far above the average national viral suppression rate. This success in viral suppression rates results in
fewer transmissions of the HIV/AIDS virus and is instrumental in helping to achieve the national goal to
end the HIV/AIDS epidemic by 2030.20 Eighty-nine percent of community health centers report that the
340B program has improved medication adherence, and 86 percent report that the program has
improved clinical outcomes.21 Almost half of community health centers have reported a decrease in
emergency department utilization because of the program.22
Unfounded Attack: The 340B Program Harms Communities of Color
Perhaps the most egregious misinformation currently being propagated by industry-supported critics is
that the 340B program harms communities of color.23 The facts show that the opposite is true. The vast
majority of patients served by RWCs and community health centers are racial and ethnic minority
groups, low-income populations, or the uninsured.24 Of RWC clients, 73.7 percent are from racial/ethnic
minority groups.25 RWCs work to decrease disparities in health care outcomes between demographic
groups, showing a reduction in disparities in viral suppression rates.26 Empirical evidence also indicates
that any reduction of resources in the 340B program could have negative long-term consequences for
these minority populations, including disruptions in care and treatment, adverse health outcomes, or
increased health care expenses.27
One author, using suspiciously similar language to drug industry rhetoric, asserts that: “[t]he 340B
program is not improving access to health care for communities of color because participating
pharmacies are often not located where these communities live.”28 This is a baffling assertion given that
a growing number of drug companies – eighteen as of today – are attempting to limit patient access to
the 340B drugs by restricting the use of contract pharmacies. These restrictions are directly undermining
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the ability of 340B safety net providers to care for their patients, most of whom are vulnerable and from
communities of color. Ironically, the same author contends, “[w]hen programs – such as the 340B
program – that are designed to help vulnerable communities and communities of color fail, it is those
same communities who bear the burden.”29
Another author, also borrowing common anti-340B messaging and supported financially by drug
manufacturers, lauds Massachusetts lawmakers for fighting to end discrimination and tells them to
“look no further” than the 340B program. He said, “[o]utdated, unregulated, and growing exponentially,
the 340B Drug Pricing Program has steered off its original path to help vulnerable patients access their
care in Massachusetts and around the country.” Statements like this are reckless and without merit.
Stephenson said, “[t]he drug industry is working in earnest to make the 340B program fail by
disseminating half-truths and false narratives about the program and its impact on communities of
color.”

A large number of opinion pieces and so-called “studies” criticizing the federal 340B drug
pricing program have been published in 2022. Almost all of the authors of these anti-340B
publications have financial ties to the pharmaceutical industry, calling into question the
objectivity and integrity of their work. Listed below are a few examples:
➢ One of the authors of a New England Journal of Medicine article entitled “Perverse
Incentives: HIV Prevention and the 340B Drug Pricing Program,” accepted research grant
funds from Gilead, the largest manufacturer of HIV prevention drugs, to write the article.
➢ The authors of Temple University’s “Patient Affordability and Debt Collection at 340B
Hospitals” credit PhRMA with funding their work. PhRMA is the trade association for
brand name drug manufacturers. One of PhRMA’s top advocacy goals is to scale back the
340B program.
➢ Both authors of “340B Drug Discounts: An Increasingly Dysfunctional Federal Program,”
previously worked for Pfizer and are consultants for drug companies.
A complete list of financial interest information on select publications/authors that are funded
either directly or indirectly by the drug industry is available at https://rwc340b.org/wpcontent/uploads/2022/09/Verified-Author-Bias-Claims-for-Rebuttal-Article.pdf

PhRMA’s Thinly Veiled Motive: Increase Profits at the Expense of Marginalized Communities
By targeting the 340B program and RWCs, the pharmaceutical industry is trying to divert public
attention away from the real problem afflicting vulnerable populations – the high cost of prescription
drugs. From 2019 to 2020, manufacturers increased the price of 23 of the 25 most expensive drugs
covered by Medicare Part D at rates higher than the rate of inflation.30 Indeed, almost one-third of 340B
discounts can be attributed to the higher discounts that drug manufacturers must pay, called the
inflationary penalty, when they increase the price of their drugs greater than the inflation rate.31
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Since its inception, the 340B program has acted as a check on PhRMA’s profit-focused pricing decisions
that way too often make drugs unaffordable for low-income and underserved communities. In the early
1990s, to offset the prescription drug discounts that drug manufacturers were required to give the
Medicaid program as part of the Medicaid drug rebate program, manufacturers increased prices for
other purchasers, including the health care safety net. Drug manufacturers “promptly cancelled discount
contracts, terminated special-price contracts, and raised the prices they charged public hospitals.”32 As a
consequence, the cost of drugs for safety net hospitals increased an average of 32 percent.33 Congress
created the 340B program as a necessary measure to constrain pharmaceutical pricing behavior,
explaining “the Federal government simply cannot continue to allow [covered entities] and their
patients to remain unprotected against manufacturer price increases.”34
The 340B program has been helping safety net providers tackle the high cost of rising drug prices for
three decades.35 Stephenson said:
The 340B program helps RWCs and other safety net providers that work with
underserved populations keep their doors open despite these rising drug costs. The
340B program is imperative to sustain these organizations’ safety net care initiatives.
For Ryan White clinics, this means fighting to stop the HIV/AIDS epidemic.
Stephenson contends that concerns with the program are motivated by drug companies’ inherent
interest in protecting drug profits, not by their often-stated contention that the program does not
support vulnerable patients.
Industry’s 340B Reform Proposals Would Harm Patients, State and Local Government, and Public Health
Safety net participants in the 340B program often furnish very different services and treat very different
populations, but they all suffer from the same problem of providing care that is uncompensated or
under-compensated. The high rate of uncompensated care in the U.S. is a serious national problem that
falls disproportionately on the shoulders of 340B clinics and hospitals. The diverse range of charity care
and other community benefits that safety net providers provide – such as care coordination or enabling
services, drug adherence and management programs, and education and prevention programs – are
desperately needed by low-income and other vulnerable patients but too often are unaffordable in
absence of the 340B program because the services are not reimbursed by private insurers or public
funding mechanisms.36
If essential 340B discounts were eliminated or scaled back as some drug companies are recommending,
RWCs anticipate having to cut “case management and dietician services, clinic infrastructure and quality
improvement . . . [and] administering vaccines and services for substance use disorders,” examples of
common activities supported by 340B program discounts.37 RWCs provide drugs at little or no cost to
patients who cannot afford them, but also use the 340B program more broadly to provide the
comprehensive care that is so important to controlling new HIV/AIDS infections. For many individuals
living with HIV/AIDS, access to non-pharmacy services made possible by 340B discounts – i.e., primary
and specialty care, case management, housing, transportation, nutrition, and other support services – is
equally as important to achieving desired health outcomes as access to low-cost drugs.38
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340B discounts allow RWCs, like other 340B safety net providers, to furnish and augment the health care
and related services needed by their patients, without cost to taxpayers.39 Any diminution in 340B
savings will be borne by state and local governments, and the taxpayers that support them, because the
care needed by low-income populations would continue to be uncompensated. Manufacturers’ selfinterested assault on the 340B program will cripple the ability of RWCs and other safety net providers to
care for vulnerable patients, undermining their use of the 340B program to protect public health.40
If drug manufacturers’ relentless crusade against the 340B program succeeds, it will come at the
expense of patients and communities in need. Most insidiously, these attacks disguise themselves as
genuine concern for vulnerable patients when the reality is that such “reform” would come at the
expense of these patients.
While Congress works to preserve and support the 340B program, manufacturer-backed groups
undermine its efforts by spreading misinformation and inaccurate generalizations.41 PhRMA recently
published an article titled, “Study after study after study: Contract pharmacy expansion is not aligned in
communities 340B is meant to serve.”42 What it fails to mention is that these “studies” criticizing the
340B program can all be traced back to the same source: drug manufacturers. Their sponsorship of
numerous articles framed as objective research are nothing more than an effort to trick Congressional
members and the public into believing that the 340B program is harmful to divert resources away from
RWCs and other safety net providers to line their own pockets.43
Stephenson said, “RWC-340B strongly urges the public and policymakers to ‘consider the source’ and
think twice before believing attacks on the 340B program.” She added, “[i]t is imperative that the 340B
program remains strong and protected from disinformation, misinformation, and lies distorting the true
value of the program to our communities.”
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