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Physicians are experts on patient care, disease
management, and clinical effects and out-
comes. One could even say physicians are
the foundation of America’s healthcare 
system. But the full healthcare system is 

vast and extends well beyond the clinic. Just ask
patients, or look at the extensive media coverage of
the recent Presidential campaigns. In a recent ABC
News/Washington Post poll, 78 percent of respondents
favored a major overhaul in America’s healthcare sys-
tem on the grounds of risings costs and concerns
regarding affordability. Although the “health” and
“care” ends of healthcare are mutually dependent,
Americans tend to place more emphasis on care and
the means by which it is achieved.

In a very real way, healthcare today involves an
intersection—perhaps collision—of pure medical deci-
sion making with fiscal budgeting. At this crossroads,
pharmacists stand squarely between physicians and
patients, in many ways serving as the proverbial gate-
keepers to both presciption therapies and third-party
reimbursement for them. For many patients, pharma-
cists simply deliver a product, dispensing a drug
ordered by a physician. But as physicians and pharma-
cists will attest, the relationship is growing more com-
plex, as pharmacists are ordered to weigh the some-
times conflicting mandates of physicians, patients, pay-
ers, and state legislation. As a result, pharmacists
increasingly question physicians’ orders and sometimes,
as allowed by state law, modify them. Though these
actions often raise dermatologists’ ire, one pharmacist
urges understanding and new emphasis on cooperation
to ensure that the needs of patients are met.



Legal Discrepancies
Generic substitution and Dispense As Written (DAW) policies
have contributed to a sometimes-rocky relationship between
physicians and pharmacists. One source of frustration is the sig-
nificant variance in state laws, according to Jesse C. Vivian,
RPH, Professor of Pharmacy Practice at Wayne State University
in Detroit. There are different laws for generic substitutions and
bioequivalence in all 50 states. “These differences range in
details, but there is a widely accepted principle that if a less
expensive generic drug meets the criteria for therapeutic bioe-
quivalence, then a substitution can be made,” Dr. Vivian says.
The question then becomes: What’s the standard for determin-
ing bioequivalence?

According to Dr. Vivian, some state regulators and pharma-
cists typically refer to a book entitled “Approved Drug Products
with Therapeutic Equivalence Evaluations,” or the “Orange
Book” for short. “The Orange Book is an FDA publication
(now in its 28th edition) that lists many drug products and indi-
cates whether generic versions are considered equivalent to
drugs manufactured by the innovator company,” says Dr.
Vivian. The Orange Book is not the end-all standard, however,
as some states don’t refer to it directly; within the context of
state regulations, standards for “equivalence” may differ from
the FDA standards of bioequivalence needed for approval of a
generic formulation. For example, Dr. Vivian points out that in
Michigan generic drugs need only chemically replicate the inno-
vator drug in order to meet the standard of substituting. So
while the Orange Book serves as an overall guideline for gener-
ic substitutions, it is not a legally binding regulation. In the end,
state governments make those decisions.

While there are nuances to each state’s regulations and for-
mularies, Dr. Vivian explains that there are four general norma-
tive standards of how a pharmacy determines what is acceptable
to substitute and what is not:

• Chemical equivalence: Identical active chemical ingredi-
ent as the name brand, may be different dosage form, such as a
tablet or a capsule or a liquid, and may be different inactive
ingredients.

• Pharmaceutical equivalence: Identical active ingredient
packaged in the same dosage form as the brand name drug but
may have different inactive ingredients.

• Therapeutic equivalence: May be different chemical enti-
ties such as an isomer or a salt (erythromycin base compared to
erythromycin ethylsuccinate).

• Same therapeutic class: Such as ampicyllin and amoxi-
cillin, different active ingredients that have the same or similar
clinical outcomes.  

In short, where some states deem certain drugs allowable for
substitution, others may not. This absence of structure on a
national level makes it difficult to universalize standards of ther-

apeutic bioequivalence for certain drugs. The problem, Dr.
Vivian notes, is that drugs have different biochemical makeups,
and where a generic drug may contain all or many of the same
ingredients as its innovator counterpart, the vehicle or dosage
form may differ. “While a given drug may meet some standards
of therapeutic bioequivalence, it may be formulated differently,
which may alter the delivery of the medicine,” he says.

For this reason, some dermatologists would rather prescribe
brand name drugs to ensure their patients receive the exact for-
mulation that has been tested in clinical trials and has demon-
strated efficacy and safety. Dr. Vivian observes this to be the rea-
son why DAW was created—to allow physicians to ensure that
their patients receive the medicine prescribed to them. But
DAW laws have incited a fair amount of controversy and
debate, especially when considered in relation to economic poli-
cies of healthcare. “There are consequences varying from state
to state when doctors write prescriptions with the instruction to
dispense as written,” Dr. Vivian explains. “For example, in some
states, third party payers will force patients to pay the difference
of costs between the generic drug and the innovator drug if
DAW prevents pharmacists from substituting.” While these sce-
narios don’t occur in all states, they reveal the major implica-
tions involved with DAW laws. Most importantly, says Dr.
Vivian, it places patients in an awkward situation of question-
ing either their pharmacist or their physician. “When there is
such great disparity in cost, the patient begins to wonder why
the physician or pharmacist wants to make sure she or he
receives a specific version of the drug,” he says.

Third party reimbursement plays a major role in healthcare.
Nearly half of all pharmacist transactions are influenced by
insurance policies, Dr. Vivian observes, and the simple fact is
that insurance companies regularly push for substitution to
generic drugs. From the patient perspective, costs play a sub-
stantial role in whether they wish to receive generic or innova-
tor drugs. “In the end, the decision is the patient’s, and the phar-
macist must decide whether to inform the patient about differ-
ences in costs.” These are the basis of what Dr. Vivian calls “trust
disputes,” in which patients are faced with choosing between a
more expensive drug their physicians want them to receive and
less expensive generic drugs. Moreover, patients may not read
the fine print on pharmacy programs that clearly state generics
drugs will be dispensed where available. “While DAW laws
seem to make drug dispensing more transparent, they actually
raise a number of questions and economic concerns for patients,
and it can challenge the relationship between physicians and
pharmacists,” says Dr. Vivian.

Taking Action
Apart from the issue of how DAW affects the physician-patient-
pharmacist relationship, another point to consider is the
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amount of trial and error involved in the practice of dermatol-
ogy, Dr. Vivian says. “Decisions regarding drug and vehicle
selection are not always purely scientific,” he explains.
“Sometimes there is a lot of back-and-forth; what works for
some patients with a specific condition may have a very differ-
ent outcome in a patient with a similar condition.” Therefore,
when you consider the amount of agents patients routinely
receive, it is no wonder that many patients cannot afford some
drugs at the rate they receive them.

Returning to the broader picture of healthcare, Dr. Vivian
points out that it’s not just patients and insurance companies
that want to keep prices down, i.e. encourage the use of gener-
ics, but there is also a stake for the Federal government.
“Medicare part D and Medicaid are paying for many drugs,
which means that the government also has in interest in hold-
ing down the cost of drugs and healthcare as a whole.” Dr.
Vivian observes that with the number of interests invested in
keeping the cost of drugs as low as possible, there is often a ten-
sion between pharmacists and physicians who frequently write
prescriptions to be dispensed as written. “The question then
becomes: Should physicians disclose financial details about the
drugs they are prescribing, namely the costs associated with
generic drugs, versus their brand name counterparts?” Right
now, that responsibility falls on pharmacists, who must respond
to economic concerns rather than just clinical considerations.
Pharmacists are, in a sense, mediators between the economic
and the clinical. They are obliged to inform patients about how
they can reduce the burden of high priced prescription drugs.

Physicians may not prefer to discuss the financial implica-
tions of their treatment decsions with patients, but Dr. Vivian
asks to what extent that mentality can hold up when patients are
finding it increasingly difficult to afford the number of medica-
tions they have been prescribed. As it is, the strong divide
between clinical (physicians) and economic (pharmacists) con-
cerns positions the patient to decide if there is a “bad guy” and,
if so, who that is. 

Mending Fences 
The financial and clinical challenges that the current healthcare
system poses will not easily be met. Due to the complex nature
of drug configurations and delivery, dermatologists often write
DAW on prescriptions with good reason. But according to Dr.
Vivian, it is incumbent upon dermatologists and all physicians
to have sympathy for the idea of cost-controlled healthcare. “My
wish is that physicians were more sensitive to the economic side
of healthcare when they write prescriptions,” he notes. While
Dr. Vivian acknowledges that prescribing innovator drugs is in
some cases warranted and even necessary, he urges physicians to
consider the broader implications of their decisions to write pre-
scriptions to dispense as written so frequently.

Dr. Vivian partly attributes the tendency of physicians to
make decisions almost solely based on clinical considerations
to shifting sensibilities of medical education. “Medical
school students and physicians rarely learn about the basic
finances of healthcare. Somehow, the everyday costs for the
patient are overlooked in favor of learning to be the best clin-
ical managers possible.” If physicians don’t have sensitivity to
and acknowledge of these issues, Dr. Vivian warns that they
will fail to understand the repercussions of prescribing only
brand name drugs. He also stresses that a basic education
about the economic elements of healthcare will also help
physicians to better understand the interests and tasks of
pharmacists. “It is important that physicians recognize that
pharmacists are not trying to usurp the authority of physi-
cians, but instead wish to impart to physicians and patients
an awareness of costs and other associated financial concerns
about prescription drugs,” he observes. Physicians are the
most qualified to make clinical judgments about what each
patient requires, he says, and since pharmacists are experts
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As Electronic Health Records (EHR) continue to play an

increasingly important role in clinical management,

their influence stretches to most sects of healthcare,

especially pharmacies. “As many pharmacists will

attest, reading physicians’ handwriting is often incred-

ibly difficult,” says Dr. Vivian. In many cases, pharma-

cists need to call the physician’s practice to decipher

the drug, dosage, or other relevant information. But

with e-prescribing, much of this frustration is alleviat-

ed, and all relevant information is clear. “The main

thrust of e-prescribing is that it minimizes errors of

handwriting, omission, and other oversights that may

be made on a prescription pad. Economically and

practically, this makes sense and will likely result in

overall savings of time and money,” he observes. “It’s

hard to say what the impact of e-prescribing may be on

an individual patient basis, but when looking at larger

populations it will undoubtedly streamline the process

and enable a smoother, more thorough prescription

transaction.” Although some physicians express nega-

tivity about the cumbersome nature of some EHR pro-

grams, many of these concerns may be eased once

these programs become more normalized in practice,

Dr. Vivian suspects. 

E-prescribing and the pharmacy



on drug makeup and formulations, physicians and pharma-
cists should facilitate a more collaborative relationship in
which all parties benefit.

To mend this relationship, Dr. Vivian notes that pharmacists
are largely willing to extend their expertise at the request of
physicians. “I have offered my services to dermatologic groups,
and I’m sure other pharmacists would do the same,” he says.
These services include either visiting a physician’s practice or
speaking with the physician over the phone about that status of
various drugs in the specialty. According to Dr. Vivian, it is also
important that pharmacists share economic analysis with physi-
cians. The extent of the specificity of these discussions will vary
based on each physician’s interests. “I recommend physicians to
contact their local pharmacists to schedule short visits or phone
conversations. A willingness to talk and communicate will
relieve a number of tensions that build between pharmacists and
physicians,” he observes. 

Economic Mediators
There may not be even ground on which clinical and econom-
ic considerations can come together for each patient, but phar-
macists and physicians can work together toward establishing
such a plane whenever possible. According to Dr. Vivian, this
begins with communication and sensitivity. “Surely, there are

going to be patients that require special consideration, and
physicians will find that pharmacists are receptive to that. But it
is important for physicians to remember that generic formula-
tions are clinically and economically sensible under many cir-
cumstances,” he explains. 

Moreover, the most important point Dr. Vivian stresses is
the pharmacist’s willingness to assist physicians in understand-
ing the interconnectedness of economic and clinical aspects of
healthcare. In many ways, pharmacists can be viewed as eco-
nomic mediators for both patients and physicians. And
although there may not always be agreement among all parties,
Dr. Vivian argues that cooperation and assistance will yield
greater understandings of the complexities of healthcare for all
parties, most importantly for patients.

“In our current national economic state, patients are
struggling to make ends meet and often have to make diffi-
cult decisions with regards to healthcare,” Dr. Vivian says.
“When there is an inability or unwillingness to communicate
on the part of physicians and pharmacists, patients are put at
a greater disadvantage simply because they don’t know what’s
best for them,” he notes. Therefore, it is essential that physi-
cians and pharmacists work together to better understand
and reconcile the clinical and economic components of
healthcare. n
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Whether diagnosed by a high degree of clini-
cal suspicion or confirmed by culture, tinea

capitis lesions always require systemic therapy.
Topical antifungals are not efficacious because
they don’t penetrate the hair shaft where the
fungus is present. Traditionally, griseofulvin has been the standard of
therapy. p. 24

DAW laws have incited a fair amount of controversy and debate,
especially when considered in relation to economic policies of

healthcare. “There are consequences varying from state to state when
doctors write prescriptions with the instruction to dispense as written,”
Jesse C. Vivian, RPH explains. “For example, in some states, third
party payers will force patients to pay the difference of costs between
the generic drug and the innovator drug if DAW prevents pharmacists
from substituting.” p. 46

Alipoma, which is fatty tissue, is beneath the skin and considered a
soft tissue tumor, therefore, the excision of soft tissue tumor codes

are used. They are found in the musculoskeletal section of CPT. p. 22

TNF-ALPHA inhibitors should be used cautiously in patients with
chronic hepatitis B viral infection. If deemed necessary, the clini-

cian should take into account the shorter half-life and increased
clearance of etanercept in comparison to infliximab. To date, 13
patients have been reported in the literature with chronic hepatitis B
infection treated with TNF-ALPHA  inhibitors: 11 with infliximab and
two with etanercept. p. 36

Many potential employers make the common mistake of not recog-
nizing the need to prepare for every interview. Start your prepa-

ration by reviewing the applicant’s resume and devising a few probing
questions specific to that candidate. Part of being properly prepared is
ensuring the atmosphere surrounding the interview is appropriate. Be
on time, have your calls held, be knowledgeable about the candidate,
be attentive, and do not permit interruptions. p. 16

Aclinical approach that over-focuses on skin
wrinkling as an indicator of physiological age is

not relevant to skin of color. At any given age, skin
of color often appears less wrinkled than white skin
because it tends to retain better skin elasticity. Aging is characterized
more by volume loss, resulting in skin folds such as those present
before treatment in the nasolabial regions of the patients described
above (and also by facial hyperpigmentation). p. 51
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