
Triple Blockade
Made Easier

The only once-a-day 
β-blocker approved across 

the cardiovascular 
disease continuum

I F  YOUR PATIENTS
ARE CURRENTLY TAKING

COREG CRCOREG

SWITCH THEM TO

3.125 mg BID

6.25 mg BID

12.5 mg BID

25 mg BID

10 mg QD

20 mg QD

40 mg QD

80 mg QD

Easy to Switch COREG CR provides convenient QD dosing,
which may lead to better patient
compliance1

COREG CR is approved for the same 
indications as twice-a-day Coreg® (carvedilol)2

Hypertension

Post-MI with left ventricular dysfunction

Heart failure
Please see full indications, dosing, and brief 
summary of full Prescribing Information on 
the following pages.

COREG CR should be taken as a whole capsule in
the morning with food. It should not be crushed,
chewed, or taken in divided doses, or taken within
two hours of alcohol (including prescription and
over-the-counter medications that contain alcohol
or ethanol).
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Part D Cancer Patients Need Help to Pick Plans
B Y  C H R I S T I N E  K I L G O R E

Contributing Writer

WA S H I N G T O N —  Physicians treating
older cancer patients must actively help
them choose Medicare Part D prescription
drug plans with formularies that best cov-
er current medications as well as future
needs, said health care consultant Mary
Kruczynski at a conference sponsored by
Elsevier Oncology.

“Get online and check their formulary,
and if [your patients] haven’t chosen a plan,
think outside the box and list all the drugs
they’ll possibly need in the future,” said Ms.
Kruczynski, a policy analyst and board
member of the Community Oncology Al-
liance, a Washington-based lobbying group.

Although most physicians do not have
time for such legwork, “the current reali-

ty is that you
can’t afford not
to. . . . If we
don’t, our pa-
tients can’t get
treated,” said
Ms. Kruczynski,
who is based in
Langhorne, Pa.

When cancer
drugs appear
on multiple for-
mularies, pric-
ing variations
can be signifi-
c a n t — a n d

physicians and staff might even want to
help patients navigate such variations, es-
pecially as more oral drugs for cancer be-
come available.

A recent cost study of seven oral cancer
drugs in three markets documented sig-
nificant variations, she noted. The cost of
Arimidex (anastrozole), for instance, was
72% higher in Portland than in Virginia
Beach (Commun. Oncol. 2006;3:753–5). 

Formularies under Medicare Part D also
are increasingly restrictive. Many insurers
have added coverage of generic drugs and
reduced coverage of brand-name drugs;
some also are adopting new techniques to
control the use of certain drugs. “They’re
asking for data, blood counts, medical
records ... and checking doses. Some car-
riers now require you to get every pre-
scription authorized,” Ms. Kruczynski said.

Physicians who care for patients with
cancer have meantime “been bending over
backwards to try to get every drug our pa-
tients need for them, even if they have to
switch them from Part D to Part B ...even
if they get them to their doughnut hole,”
or coverage gap, “ and bring them into the
office for an infusible under Part B.”

The Medicare Payment Advisory Com-
mission (MedPAC) recognized such ac-
tions in its January 2007 report, she said. 

The report, which focuses on Medicare
payments for Part B drugs and includes
some commentary on Part D drugs, notes
the word of physicians who work with pa-
tients to determine whether it is better to
prescribe the drugs under Part D or Part B. 

One option might be preferable to the
other, Ms. Kruczynski said, depending on
the patient’s Part D plan and coverage, and
on the patient’s spending relative to the

doughnut hole and catastrophic coverage
The MedPAC report also relates physician
accounts of patients who reach the dough-
nut hole and either neglect their treatment
or try to stretch out their drug regimens
until coverage starts again.

Concerns about patients “brown bag-
ging” physician-administered drugs so that
they can be covered under Part D—as well
as observations that some physicians have
established in-house pharmacies to reme-
dy the problem—also are mentioned in the

MedPAC report, Ms. Kruczynski said. 
Insurance companies also are “changing

their formularies midstream,” she said.
That is, although Medicare drug plans are
permitted to keep the same name while
changing costs and benefits each year, the
plans sometimes fail to send out required
change notices. The UnitedHealth Group,
which serves the largest segment of the
Medicare Part D market, has done this. 

The issue of formulary changes has been
included in at least some of the 42 House

and 31 Senate bills addressing problems
with Medicare Part D. MedPAC also is ex-
pected to weigh in this year with a report
on the program. For now, Ms. Kruczynski
said, “it’s coming down to us again.” By
helping patients navigate Part D, “we’re es-
sentially administering the plans of private
insurance carriers for free.” But that’s es-
sential for the health of patients.

Elsevier Oncology and this news orga-
nization are wholly owned subsidiaries of
Elsevier. ■

‘Check their
formulary, and if
[your patients]
haven’t chosen a
plan, think
outside the box
and list all the
drugs they’ll
possibly need in
the future.’


