
Editorial

I remember the time when physicians, pharmacists, other 
health professionals, and healthcare institutions such as hos-
pitals had both the authority and responsibility for the deci-

sions regarding the healthcare services, medications, and other 
products provided for patients, including costs. This “system” 
had significant shortcomings but it usually facilitated commu-
nication and positive relationships among patients and health 
professionals. HOWEVER, the pendulum has swung to the 
other extreme and become stuck there as drastic changes have 
occurred in the provision of health care. Health professionals 
still have extensive responsibility (and liability), but most now 
have severely limited authority for the decisions they are in the 
best position to make on behalf of their patients.

Most decisions pertaining to the provision of healthcare ser-
vices and products and their costs are now made by corpora-
tion executives, economists, health insurance companies, and 
government agencies. One consequence is the sharp decline in 
the number of independent pharmacies, the number of indi-
vidual and group medical practices owned by physicians, and 
the number of community hospitals that are not part of region-
al or national networks in which the authority of both local 
management and health professionals is substantially reduced. 
Another consequence is that many patients are denied the op-
portunity to personally select the physicians, pharmacists, and 
other health professionals they would prefer to use. But, most 
importantly, even with important advances in the knowledge, 
technology, and skills in the treatment and prevention of dis-
ease, the communication of health professionals with individu-
al patients is less complete and less effective in assuring patient 

understanding of healthcare services, medications, and relevant 
devices/products. This situation results in the quality of health 
care falling far short of the potential that can be attained, and 
many dangerous, and even fatal, errors.

Prescription medications

The experiences and problems with respect to the use of pre-
scription medications are typical of the challenges for the entire 
health care system. There can be no question that the physi-
cians, pharmacists, and other healthcare professionals who are 
directly involved in the care of patients are in the best position 
to assess a patient’s needs, and select, dispense, and monitor the 
use of her/his medications. However, most prescription “bene-
fit” programs have restrictive formularies and time-wasting prior 
authorization policies that greatly limit a prescriber’s authority. 
Pharmacies are required to accept the compensation and com-
ply with the terms of prescription plans that have been devel-
oped unilaterally by pharmacy benefit managers (PBMs). Even 
when they are willing to do that, pharmacies may be excluded 
from PBM networks or placed at a severe competitive disadvan-
tage when PBMs mandate and/or provide financial incentives 
for patients to use mail-order or other pharmacies they own.

Executives of chain pharmacies determine staffing levels that 
are often inadequate, and impose metrics with respect to the 
number and timing of prescriptions dispensed, immunizations 
provided, and anything else they can measure. The stressful 
work environment that results is a prescription for errors, which 
occur in such numbers and consequences that they are the most 
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closely guarded secret of chain pharmacy management that 
consider them just a cost of doing business. If the public and our 
legislators knew the actual number and consequences of medi-
cation errors, they would be outraged! Large chain pharmacies 
such as Rite Aid, Walgreens, and Walmart pretend to have an 
interest in health care while at the same time they sell and pro-
mote tobacco products. This hypocrisy should be denounced 
and rejected, and consumers/patients should be urged to use 
pharmacies that do not sell these toxins.

Some chain pharmacies have had an important role in estab-
lishing and supporting many of the new schools of pharmacy. 
This situation is a major reason for which there are now more 
pharmacists than positions available in many parts of the coun-
try. Chain pharmacies now have even less incentive to provide 
acceptable working conditions for their pharmacists and tech-
nicians, and some have reduced the hours and/or salaries of 
their pharmacists because it is unlikely they will be able to find 
employment elsewhere. The stress, frustration, and criticism of 
their employers among chain pharmacists are at a level I have 
not previously heard, with the following serving as examples:

•	 “It is management by intimidation.” 

•	 “Techs are doing things they have no business doing, and 
I don’t have time to check everything.” 

•	 “If I don’t get out of here, I will wind up hating people.” 

•	 From a long-time pharmacist manager who is very 
concerned about losing his job because of not meeting 
metrics: “Metrics rule all! My supervisor thinks I spend 
too much time talking with patients. It is ok to share my 
information. I desperately need someone to speak with.”  

•	 From a pharmacist with a placement company: “Even 
some chain pharmacies that use our services do not wish 
to hire pharmacists who are leaving another chain in 
their area because they are so negative they have to ‘re-
program’ them.” 

•	 From a pharmacist who left her position in a chain 
pharmacy to accept a position in another practice setting 
for a salary that was much less than in her chain position: 
“I love my current job. And anytime I am having a bad 
day, I remind myself that I could still be at xxxxx.”

Chain pharmacy executives mandate “more prescriptions 
faster metrics” that are highly stressful and error-prone, and 
a dangerous disservice for their customers. If they gave the 

same priority and effort to challenging and rejecting the unfair 
and inequitable policies and compensation of health insurance 
companies and PBMs, their interests, as well as those of their 
customers and employees, would be much better served. But 
corporate executives will not do that! PBMs are not needed! 
The profession of pharmacy has the abilities and opportunity 
to develop safer and more effective and efficient prescription 
benefit programs.

We are letting it happen

Pharmacists and other health professionals win occasional bat-
tles but we are losing the war, and an even greater corporate de-
struction of health care can result. But why is this situation con-
tinuing on a downward spiral? We have the knowledge, skills, 
and the opportunities for positive and personal relationships 
with our patients, communities, and legislators. Can it be that 
“We have met the enemy and he is us”? (first used on a poster to 
promote Earth Day and subsequently by Walt Kelly in a Pogo 
cartoon strip). Notwithstanding the admirable and extensive 
efforts of some of our colleagues, most health professionals and 
our associations have been too complacent and content with the 
status quo.

I started writing this editorial on Saturday evening and finished 
writing it on Sunday evening. On Sunday morning the follow-
ing words on a piece of paper captured my attention:

“We are more apathetic than active, isolated than involved, 
callous than compassionate, obstinate than obedient, 
legalistic than loving.”

I was not only reading these words but I was saying them out 
loud with others from a statement with the title “Confession of 
Sin – (Corporate)” used in the church service I was attending. 
Notwithstanding the different context in which the word “Cor-
porate” was used, I can’t ignore the timing in which I was using 
it in the title of this editorial.

I would like to think that I am promoting positive changes in 
pharmacy and health care through my advocacy and editorials. 
However, I must accept my share of the responsibility for the 
insufficient resistance to the evolving destruction of health care. 
I have not done enough! 

We have not addressed the role of pharmaceutical and insurance 
companies, and the impact of high drug prices, and these will 
be discussed next month in Part 2 of this series.

Daniel A. Hussar
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(Continued on Page 4)

New Therapeutic Agents Marketed in the United States in 2017
						      New Drug

Generic name	 Trade name (Manufacturer)	 Therapeutic classification
	 Route of	 FDA	 Comparison	

				    administration	 classificationa
	 Ratingb

Abaloparatide	 Tymlos (Radius)	 Agent for osteoporosis	 Subcutaneous	 1-S	 3

Abemaciclib	 Verzenio (Lilly)	 Antineoplastic agent	 Oral	 1-P	 4

Acalabrutinib 	 Calquence (AstraZeneca)	 Antineoplastic agent	 Oral	 1-P	 4

Avelumab	 Bavencio (EMD Serono)	 Antineoplastic agent	 Intravenous	 Pc	 4

Axicabtagene 	 Yescarta (Kite; Gilead)	 Antineoplastic agent	 Intravenous	 d	 5
ciloleucel

Benznidazole	 (Exeltis)	 Antiparasitic agent	 Oral	 1-P	 5

Betrixaban	 Bevyxxa (Portola)	 Anticoagulant	 Oral	 1-P	 4

Bezlotoxumab	 Zinplava (Merck)	 Agent for Clostridium	 Intravenous	 Pc	 4
		  difficile infection

Brigatinib	 Alunbrig (Ariad)	 Antineoplastic agent	 Oral	 1-P	 3

Brodalumab	 Siliq (Valeant)	 Agent for psoriasis	 Subcutaneous	 Sc	 1

Cerliponase alfa	 Brineura (BioMarin)	 Enzyme replacement therapy	 Intraventricular	 Pc	 5

Copanlisib	 Aliqopa (Bayer)	 Antineoplastic agent	 Intravenous 	 1-P	 4
dihydrochloride

Crisaborole	 Eucrisa (Pfizer)	 Agent for atopic dermatitis	 Topical	 1-S	 3

Deflazacort	 Emflaza (PTC)	 Agent for muscular 	 Oral	 1-P	 4
		  dystrophy

Delafloxacin	 Baxdela (Melinta)	 Antibacterial agent	 Oral; intravenous	 1-P	 4
meglumine

Deutetrabenazine	 Austedo (Teva)	 Agent for chorea of	 Oral	 1-S	 4
		  Huntington’s disease

Dupilumab	 Dupixent (Regeneron;	 Agent for atopic dermatitis	 Subcutaneous	 Pc	 4
	 Sanofi)

Durvalumab	 Imfinzi (AstraZeneca)	 Antineoplastic agent	 Intravenous	 Pc	 4

Edaravone	 Radicava (Mitsubishi	 Agent for amyotrophic	 Intravenous	 1-S	 4
	 Tanabe)	 lateral sclerosis

Emicizumab-kxwh	 Hemlibra (Genentech)	 Agent for hemophilia	 Subcutaneous	 Pc	 4

Enasidenib	 Idhifa (Celgene)	 Antineoplastic agent	 Oral	 1-P	 4
mesylate

Etecalcetide	 Parsabiv (Amgen)	 Agent for 	 Intravenous	 1-S	 3
hydrochloride		  hyperparathyroidism

Glecaprevir/	 Mavyret (AbbVie)	 Antiviral agents	 Oral	 1,4-P	 4
pibrentasvir

Guselkumab	 Tremfya (Janssen)	 Agent for psoriasis	 Subcutaneous	 Sc	 4

Inotuzumab	 Besponsa (Pfizer)	 Antineoplastic agent	 Intravenous	 Pc	 4
ozogamicin
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(cont.) New Therapeutic Agents Marketed in the United States in 2017
						      New Drug

Generic name	 Trade name (Manufacturer)	 Therapeutic classification
	 Route of	 FDA	 Comparison	

				    administration	 classificationa
	 Ratingb

aFDA classification of new drugs: 1 = new molecular entity; 4 = combination product; S = standard review; P = priority review.
bNew Drug Comparison Rating: 5 = important advance; 4 = significant advantage(s); 3 = no or minor advantage(s)/disadvantage(s); 2 = significant disadvantage(s); 1 = important disadvantage(s).
cA biological approved through an FDA procedure that does not assign a numerical classification.
dA gene therapy considered in a separate category by the FDA.

Latanoprostene	 Vyzulta (Valeant)	 Agent for glaucoma	 Ophthalmic	 1-S	 3
bunod

Letermovir 	 Prevymis (Merck)	 Antiviral agent	 Oral; intravenous	 1-P	 4

Meropenem	 Vabomere (The Medicines	 Antibacterial agent	 Intravenous	 1,4-P	 3
trihydrate/              	 Company)
vaborbactam

Midostaurin 	 Rydapt (Novartis)	 Antineoplastic agent	 Oral	 1-P	 4

Naldemedine	 Symproic (Purdue; Shionogi)	 Agent for constipation	 Oral	 1-S	 3
tosylate

Neratinib maleate	 Nerlynx (Puma)	 Antineoplastic agent	 Oral	 1-S	 3

Niraparib tosylate	 Zejula (Tesaro)	 Antineoplastic agent	 Oral	 1-P	 4
monohydrate

Ocrelizumab	 Ocrevus (Genentech)	 Agent for multiple sclerosis	 Intravenous	 Pc	 5

Plecanatide	 Trulance (Synergy)	 Agent for constipation	 Oral	 1-S	 3

Ribociclib 	 Kisqali (Novartis)	 Antineoplastic agent	 Oral	 1-P	 4
succinate

Safinamide	 Xadago (Newron)	 Antiparkinson agent	 Oral	 1-S	 2
mesylate

Sarilumab	 Kevzara (Sanofi)	 Antiarthritic agent	 Subcutaneous	 Sc	 3

Secnidazole	 Solosec (Symbiomix)	 Antibacterial agent	 Oral	 1-P	 4

Telotristat ethyl	 Xermelo (Lexicon)	 Antineoplastic agent	 Oral	 1-P	 4

Tisagenlecleucel	 Kymriah (Novartis)	 Antineoplastic agent	 Intravenous	 d	 5

Valbenazine	 Ingrezza (Neuroscience)	 Agent for tardive dyskinesia	 Oral	 1-P	 5
tosylate

Vestronidase	 Mepsevii (Ultragenyx)	 Enzyme replacement therapy	 Intravenous	 Pc	 5
alfa-vjbk

Voxilaprevir/	 Vosevi (Gilead)	 Antiviral agents	 Oral	 1,4-P	 4
sofosbuvir/
velpatasvir


