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Abstract

Disparities in cancer treatment, including access to medications, continue to exist. Rising drug prices and cancer drug shortages are 2 causes
of inequitable access to treatment. This article introduces pilot outcomes for a solution to improve access to medications while also decreasing
medication waste. Cancer drug repositories are an innovative patient-centered model where donations of unused cancer medications from
patients are repurposed and provided to patients who are most vulnerable and disproportionately harmed by financial toxicity. This model
demonstrates efficiency and sustainability that complements integrated care and provides an approach to increase medication access and

decrease medication waste.
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Implications for Practice

harmful waste.

Cancer drug shortages and high-cost cancer medications can limit the ability of patients with cancer to receive the medications they need.
Yet, astonishing cancer medication waste is occurring, with millions of dollars of cancer medications discarded each year. To address
this, we describe an innovative model of cancer drug repositories where patients can donate their unused cancer medications to people
who are most vulnerable and impacted by financial toxicity that prevents them from receiving the life-saving medications they need.
This patient-centered model reaches across the State of Michigan and is structured to facilitate other patient access issues, including
those that arise during cancer drug shortages. In practice, this model increases equitable patient access to medications while decreasing

Introduction

The complexity and implications of cancer drug shortages
have been well described in this issue and other recent pub-
lications.! Drug shortages lead to multiple consequences,
including delays, changes, or cancelations of treatments;
increased health care resource needs; drug safety concerns;
and increased costs to the health care system."? In the cancer
patient population, the most severe consequence of national
shortages is patients not receiving the medications they need
to treat their cancer, leading to a plethora of negative out-
comes. Data demonstrate that the risk of shortage is particu-
larly high for generic drugs, where the production processes
remain complex and costly while the margins are much lower
than branded medications.>® On the other hand, patients are
regularly at risk of not receiving the brand drugs they need
due to the high cost and resulting financial toxicity.** In the
midst of both these scenarios, astonishing waste is occurring,

with millions of dollars of cancer medications being discarded
annually.®

People with cancer are at particularly high risk for expe-
riencing financial toxicity, with nearly half (49%) of adults
with cancer reporting material or psychologic financial bur-
dens.” A major contributor is oncology drug therapy, where
the median annual cost for one oncology drug course is
$196 000 (IQR, $170 000-$277 000).* Spending on cancer
medications is expected to increase to a projected amount of
$375 billion globally by 2027, up from $196 billion in 2022
(almost double in 5 years).” Financial burden continues to
increase due to changes in treatment coverage, often requir-
ing greater cost sharing by the patient.!®!? This is especially
challenging for patients receiving treatment with oral anti-
cancer agents (OAAs), as they are typically covered under
the prescription drug benefit rather than the medical benefit
of most insurance plans.'>'* For Medicare Part D specifically,
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Figure 1. YesRx statewide CDR network process.

patients receiving OAA treatment quickly reach their cov-
erage gap (donut hole) and catastrophic coverage based on
out-of-pocket spending, which in 2023 is at $7400.% This
is just over half the 2023 national poverty level of $14 580
per individual.'® This is of particular importance given the
average age of the cancer population, many of whom fall
within Medicare coverage. That first initial coverage of the
plan has the patient pay only copays for their medications
but once they reach the designated limit of medication cov-
erage, they enter what has been coined as the “donut hole”
where they pay a percentage of the drug cost until they are
eligible to begin receiving the catastrophic coverage. Given
the cost of OAAs, it is common for patients to experience this
gap in coverage. Of Medicare beneficiaries receiving OAA
therapy and not eligible for low-income subsidies in 2016,
60% reached the catastrophic phase of coverage with most
patients reaching it the same month they initiate their OAA
therapy.!”

Not surprisingly, financial toxicity further perpetuates can-
cer inequities.'® Individuals from rural communities experi-
ence disparities in cancer incidence and outcomes, including
survival and also experience a higher degree of financial
toxicity than their urban counterparts.’” In a recent study
of patients taking OAAs specifically, those living in rural or
suburban areas (rather than urban) experienced worse finan-
cial toxicity and also experienced increased symptom burden,
including fatigue, emotional distress, insomnia, and lack of
appetite.?

To better understand the implications of drug cost on the
ability of patients with cancer to take OAAs as prescribed,
prescription abandonment rates have been studied. First-fill
abandonment rates are determined by examining cases where
the OAA is initially prescribed, submitted to the pharmacy,
and then has had the insurance claim reversed after adjudi-
cation with no patient follow-up or receipt of the prescribed
medication.?! OAA abandonment rates have been reported at
a frequency of 10%-20%.2"">* Higher percentages of patient
cost sharing have been shown to increase medication aban-
donment rates while decreasing initiation and persistence of
therapies.?* Financial toxicity is a critical barrier to a patient’s
ability to receive the best care available for their cancer—at

every spectrum of their journey—upfront initiation, subse-
quent therapies, and palliative care.

Patients and clinicians face difficulty in receiving the can-
cer medications they need due to drug shortages or financial
toxicity, at the same time, medication waste is on the rise.
A report by ProPublica in 2017 details how extensive med-
ication waste is likely to be. For example, they report that
Colorado long-term-care facilities throw away over 17 tons
of potentially reusable drugs each year (worth approximately
$10 million) and that the Environmental Protection Agency
estimated 740 tons of drug waste by nursing homes in 2015.%
This does not take into consideration waste from patient
homes or other health care facilities. Although data are sparse
for cancer treatments specifically, we know a significant
amount of drug waste exists due to OAA regimen changes
required in response to cancer response and/or treatment side
effects. A recent study by Lam et al*® estimated an average of
$4290 (SD, $5720) of drug waste per patient taking an OAA.
The American Society of Clinical Oncology (ASCO) estimates
over $3 billion of cancer medication waste annually.®

The scenario described above provides the opportunity
to improve patient access to care while decreasing waste.
Both objectives align with the United Nations Sustainable
Development Goals, in which there is a focus on improved
health (goal 3), reduced inequalities (goal 10), and responsible
consumption and production (goal 12).?” This juxtaposition
of medication need and simultaneous waste creates an oppor-
tunity to soften both implications and decrease inequities in
medication access via cancer drug repositories (CDRs; Fig. 1).

Innovation: CDRs

The overall financial burden of cancer and its distressing
consequences are now generally acknowledged as a priority
concern faced by patients and oncology providers. Yet, an
effective response to this problem remains lacking.” Cancer
drug repositories are one innovative solution to explore.
CDRs have gained interest as a means to alleviate some of
the challenges associated with drug affordability, access,
and waste.® They are born out of the growing pervasive-
ness of financial toxicity. CDRs are specialized facilities
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that collect, store, and redistribute unused cancer medica-
tions and other supportive/cancer-related medications that
qualify for repurposing. These facilities play a vital role in
addressing the issue of drug waste in cancer by allowing for
the repurposing of qualifying OAAs. Through structured
and stringent quality control measures, CDRs monitor and
control the safe and ethical transfer of cancer drugs from
patients who no longer need the medication to another who
is in need. By doing so, CDRs reduce oncology drug waste,
relieve financial distress, and enable medication access
for patients while promoting sustainability within health
Care.6’28’29

Several states have established CDR program legislation,
each with its own set of regulations and limitations (Table 1).3°
Each state differs in its approach and restrictions imposed.
For example, all states mention that an eligible patient must
be indigent; however, states like Michigan will also allow
for dispensing to any resident with a cancer diagnosis if the
drug cannot be dispensed to those uninsured or underin-
sured before the drug expires.’' Although legislation is deter-
mined at the state level, program implementation varies from
site-specific to statewide. An example of a site-specific pro-
gram is the recently implemented oral oncology drug reposi-
tory program at the James Cancer Hospital at The Ohio State
University Wexner Medical Center (OSUWMC) where a pilot
was launched in 2020. OSUWMC’s program evaluated mul-
tiple donations and redispensing scenarios during their pilot
with the plan to expand with additional resources.?’ Finally,
some states may not have separate CDR programs but actively
collect and redistribute cancer medications as part of their
general drug repository program. Notably, lowa’s statewide
program, SafeNetRx, established in 2007, and Minnesota’s
statewide program, RoundTableRx, established in 2017, are
longstanding drug repositories that include oncology medica-
tions among other chronic care and specialty medications.??%
Since SafeNetRx’s founding, they have provided prescriptions
to 134 000 patients in need, at no cost.>

In Michigan, the legislation related to CDRs has been in
effect since 2006.3!' In November 2021, the first CDR site was
established in the State within a community oncology practice
by an oncology clinical pharmacist who was embedded within
the practice as part of the program, POEM (Pharmacists

Table 1. States with specific cancer drug repository program in addition
to general repository program legislation.?”

US States

California
Michigan
Nebraska
Pennsylvania
Wisconsin
Florida
Minnesota
Nevada
Utah
Kentucky
Montana
Ohio
Washington

Optimizing Oncology Excellence in Michigan).3*** Soon
after, 2 additional community oncology sites, also in the
POEM program, established their own CDRs within their
pharmacy departments. The interprofessional integration
of clinical pharmacists via POEM at community-based sites
across the State allows pharmacists to join the clinical care
team, providing direct patient care and improving outcomes
for oncology patients including those receiving treatment
with OAAs and patients from rural communities.’>” In
fact, the majority (90%) of the pharmacists engaged in the
POEM program chose their primary clinical focus to be the
education and collaborative management of patients receiv-
ing OAAs. POEM was launched in 2020, via the partner-
ship between the Michigan Oncology Quality Consortium
(MOQC) and the Michigan Institute for Care Management
and Transformation (MICMT), quality improvement pro-
grams engaged with oncology practices and physician orga-
nizations respectfully across the State.’®¥ The development
and pilot testing of CDRs was a fortuitous outcome of hav-
ing embedded clinical oncology pharmacists in the practices,
resulting in improved access to medications for underinsured
and noninsured patients. Collectively the CDRs received over
150 medication donations valued at $3 million in a 18-month
period. During that time, the CDRs provided medications
at no cost to 30 patients in need. These unprecedented pilot
successes revealed clear needs for sustainability that could
not be met without significant support. Increased resources
in personnel and space were needed at each site to maintain
the CDR programs. Additionally, all sites expressed growing
concern related to the possibility of drugs expiring out while
in the repository inventory. The implementation barriers just
mentioned may have also been contributors to the delayed
development of CDRs in the State, resulting in the long gap
from legislation to the establishment of the first CDR sites. In
addition, our group hypothesizes that the nature of the POEM
program providing critical clinical pharmacy resources at
community sites allowed for the identification of patient need,
understanding of pharmacy operational function, and clinical
and operational expertise to implement the CDR program-
ming. YesRx, a 501(c)3, charitable medication access service
organization formed in June 2023, provides essential support
to streamline CDR program operations, connects cancer cli-
nicians across a statewide network of CDR programs, and
develops a perpetual shared CDR inventory of medications
available for clinicians to access for patients—at no cost.
(Fig. 1)* The result is the YesRx Network, a consortium of
CDR sites in Michigan expanding patient access to OAAs and
supportive medications through collaboration. YesRx seeks
to remove barriers to medication access for vulnerable and
underserved people and communities by optimizing CDR use
and minimizing drug waste. To our knowledge, this is the first
statewide repository program for cancer drugs, and specifi-
cally focused on building partnerships with oncology clinics
and practices across the state to ensure that practices with the
least resources can receive support that enables them to access
this program for their patients.

Progress in the first 6 months of YesRx operations have
highlighted the needs a statewide CDR program meets.
Several milestones were achieved in this time including
critical sponsorship. Support for the first year of opera-
tions was provided in funds from private individuals and
Blue Cross Blue Shield of Michigan through the Value
Partnerships program and a pharmacy location for central
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Figure 2. Aspects of a CDR network as an ecosystem approach for equitable medication access and a conceptual model for drug shortage mitigation.

CDR storage and operations provided by Trinity Health
System in Ypsilanti, Michigan. The YesRx Network grew
from the initial 3 practices (9 sites in total) to 18 total par-
ticipating sites, expanding the reach across the State. YesRx
received over 125 patient medication donations (valued
at $2.4 million AWP), and dispensed medications to 106
patients at no cost (valued at $1.3 million AWP) during the
6-month period.

Finally, this CDR model (Fig. 2) unites health care clini-
cians who share a vision of increasing medication access to
patients with cancer. The network of CDRs developed an
infrastructure where clinicians communicate patient needs
and are able to collaborate in a shared vision of providing
donated medications to vulnerable patients. This same infra-
structure can be leveraged for alerting needs during drug
shortages. Thus, the collective inventory, expertise, pro-
cesses, and communication tools created by the CDR net-
work can be used to further decrease inequities in cancer
care.

Conclusion

Challenges to equitable access to cancer treatment continue
with the increasing incidence of drug shortages and rising
medication costs. Solutions to both problems will require
multifaceted approaches, including legislative and large

system changes. In the meantime, reducing the rising waste
of cancer medications via redispensing those medications
to offset the financial toxicity experienced by patients is
a novel intervention that has already returned promising
outcomes.

We recognize limitations of this innovative model,
including the variability of program feasibility due to dif-
fering state laws. Preferably, a central, regional, or national
consistent model would be ideal to reduce resource
requirements. However, most legislation allows collection
and redispensing to occur at the state level, and states have
different guidance for patient and site eligibility. Another
limitation of the collection is related to how oral cancer
medications are originally dispensed to patients. Ideally,
medications would be packaged in unit dose systems to
allow for the safest, most inclusive collection of unused
medications. For example, in Michigan, the law does
not allow for the redistribution of medications that have
already been opened due to the inability to ensure product
safety. How medication waste could be mitigated by man-
ufacturers needs to be further explored related to pack-
aging and product availability.*! Strategies to minimize
waste with intravenous chemotherapy have already been
discussed related to provision of medications in multidose
rather than single-dose vials and additional availability
addressing most common doses administered.** Similarly,
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analysis should occur of how best to provide oral antican-
cer medications to patients where dose titrations, standard
dosing, and potential for repurposing are all considered in
packaging.

Limitations also exist related to the equitable distribution
of redispensed medications. Many factors can impact this. In
some scenarios, the practices that have the resources (person-
nel, space, and finances) to support a CDR may also have
other resources that are of great benefit to patients needing
access to care including cancer financial navigators, social
workers, and pharmacy services. Thus, patients in the great-
est need may be receiving care at sites with less extensive
resources. This was one of the first barriers we targeted to
remove by developing the statewide network—the ability to
support practices to enable access to CDR medications for
their patients even if they are not as resourced as some of
their larger counterparts. Practice variation in the identifica-
tion of patients who would be eligible for CDR medication
is another possible limitation. Our Network holds biweekly
meetings and follows agreed-upon practices to minimize ineq-
uities that could arise with variations in patient identification.
An example of this is our Network approach to fill 1 month
or less of medication at a time to allow for gaps in cover-
age to be met via a first come, first serve basis. This inten-
tional approach ensures that the financial support needed for
long-term OAA treatment is occurring within the oncology
practice, as the Network inventory does not currently have
enough donations to cover patients for a full course of ther-
apy. Finally, our model is in its infancy. Although, we hypoth-
esize that the benefits of the Network infrastructure will allow
for greater engagement and patient access across the State,
ongoing outcome evaluation and sustainable funding sources
will be needed to continue and improve upon the model and
the support it provides.

We hypothesize these limitations also offer strength to pro-
pel our work forward and drive solutions that will improve
medication access to patients while also decreasing waste.
The success of our model will facilitate fluid communication
and shared goals for positive patient outcomes. The benefits
are clear from the pilot outcomes demonstrated above by the
sites that launched the first CDRs in Michigan and from our
first 6 months as an organized statewide network. The collab-
oration of these sites and the interprofessional leadership they
have displayed has been the impetus for us to expand across
the State. We believe this statewide CDR network model can
be used in other times of needs to help efficient and effective
resources reach our patients across the State—namely during
cancer drug shortages.

Acknowledgments

MOQC and MICMT are supported by Blue Cross Blue
Shield of Michigan (BCBSM) as part of the BCBSM Value
Partnerships Program. Although BCBSM and MOQC and
MICMT work collaboratively, the opinions, beliefs, and view-
points by the authors do not necessarily reflect the opinions,
beliefs, and viewpoints of BCBSM or any of its employees.

Conflict of Interest

The authors are co-founders and directors at a nonprofit
statewide cancer drug repository, YesRx.

Author Contributions

All authors contributed to the conception/design, provision
of study material or patients, collection and/or assembly of
data, data analysis and interpretation, manuscript writing,
and final approval of manuscript.

Data Availability

The data underlying this article will be shared on reasonable
request to the corresponding author.

References

1. Tucker EL, Cao Y, Fox ER, Sweet BV. The drug shortage era: a
scoping review of the literature 2001-2019. Clin Pharmacol Ther.
2020;108(6):1150-1155. https://doi.org/10.1002/cpt. 1934

2. American Society of Health System Pharmacists. ASHP Drug
Shortages Statistics. 2023. Accessed October 17, 2023. https://
www-ashp-org.proxy.lib.umich.edu/drug-shortages/shortage-re-
sources/drug-shortages-statistics

3. Woodcock ], Wosinska M. Economic and technological drivers
of generic sterile injectable drug shortages. Clin Pharmacol Ther.
2013;93(2):170-176. https://doi.org/10.1038/clpt.2012.220

4. Gilligan AM, Alberts DS, Roe D], Skrepnek GH. Death or debt?
National estimates of financial toxicity in persons with newly-
diagnosed cancer. Am | Med. 2018;131(10):1187-1199.€S. https://
doi.org/10.1016/j.amjmed.2018.05.020

5. Collado L, Brownell I. The crippling financial toxicity of cancer
in the United States. Cancer Biol Ther. 2019;20(10):1301-1303.
https://doi.org/10.1080/15384047.2019.1632132

6. American Society of Clinical Oncology. Position statement on drug
repository programs. Revised October 21, 2022. Accessed October
17, 2023. https://old-prod.asco.org/sites/new-www.asco.org/files/
content-files/advocacy-and-policy/documents/2022-Drug-Reposi-
tory-Statement.pdf

7. Smith GL, Lopez-Olivo MA, Advani PG, et al. Financial burdens of
cancer treatment: a systematic review of risk factors and outcomes.
J Natl Compr Canc Netw. 2019;17(10):1184-1192. https://doi.
org/10.6004/jnccn.2019.7305

8. Miljkovi¢ MD, Tuia JE, Olivier T, Haslam A, Prasad V. Association
between US drug price and measures of efficacy for oncology drugs
approved by the US Food and Drug Administration From 2015
to 2020. JAMA Intern Med. 2022;182(12):1319-1320. https://doi.
org/10.1001/jamainternmed.2022.4924

9. IQVIA Institute Report. Global oncology trends 2023. 2023.
Accessed October 18, 2023. https://www.iqvia.com/insights/
the-iqvia-institute/reports-and-publications/reports/global-oncolo-
gy-trends-2023

10. Gordon N, Stemmer SM, Greenberg D, Goldstein DA. Trajec-
tories of injectable cancer drug costs after launch in the United
States. | Clin Oncol. 2018;36(4):319-325. https://doi.org/10.1200/
JCO.2016.72.2124

11. Shih YT, Xu Y, Liu L, Smieliauskas F. Rising prices of targeted oral
anticancer medications and associated financial burden on medi-
care beneficiaries. | Clin Oncol. 2017;35(22):2482-2489. https://
doi.org/10.1200/JC0O.2017.72.3742

12. PDQ® Adult Treatment Editorial Board. PDQ financial toxicity
and cancer treatment. National Cancer Institute. Updated Septem-
ber 20, 2022. Accessed September 25, 2023. https://www.cancer.
gov/about-cancer/managing-care/track-care-costs/financial-toxici-
ty-hp-pdq

13. Carrera PM, Kantarjian HM, Blinder VS. The financial burden
and distress of patients with cancer: understanding and stepping-
up action on the financial toxicity of cancer treatment. CA
Cancer | Clin. 2018;68(2):153-165. https://doi.org/10.3322/
caac.21443

$20Z yote 91 uo 1senb Aq 801 629./07098A0/0j00U0/EE01 "0 | /I0P/3]011IB-90UBAPE/0|0oUO/W 0D dNO™oIWspeoR//:sdNy WOl papeojumod


https://doi.org/10.1002/cpt.1934
https://www-ashp-org.proxy.lib.umich.edu/drug-shortages/shortage-resources/drug-shortages-statistics
https://www-ashp-org.proxy.lib.umich.edu/drug-shortages/shortage-resources/drug-shortages-statistics
https://www-ashp-org.proxy.lib.umich.edu/drug-shortages/shortage-resources/drug-shortages-statistics
https://doi.org/10.1038/clpt.2012.220
https://doi.org/10.1016/j.amjmed.2018.05.020
https://doi.org/10.1016/j.amjmed.2018.05.020
https://doi.org/10.1080/15384047.2019.1632132
https://old-prod.asco.org/sites/new-www.asco.org/files/content-files/advocacy-and-policy/documents/2022-Drug-Repository-Statement.pdf
https://old-prod.asco.org/sites/new-www.asco.org/files/content-files/advocacy-and-policy/documents/2022-Drug-Repository-Statement.pdf
https://old-prod.asco.org/sites/new-www.asco.org/files/content-files/advocacy-and-policy/documents/2022-Drug-Repository-Statement.pdf
https://doi.org/10.6004/jnccn.2019.7305
https://doi.org/10.6004/jnccn.2019.7305
https://doi.org/10.1001/jamainternmed.2022.4924
https://doi.org/10.1001/jamainternmed.2022.4924
https://www.iqvia.com/insights/the-iqvia-institute/reports-and-publications/reports/global-oncology-trends-2023
https://www.iqvia.com/insights/the-iqvia-institute/reports-and-publications/reports/global-oncology-trends-2023
https://www.iqvia.com/insights/the-iqvia-institute/reports-and-publications/reports/global-oncology-trends-2023
https://doi.org/10.1200/JCO.2016.72.2124
https://doi.org/10.1200/JCO.2016.72.2124
https://doi.org/10.1200/JCO.2017.72.3742
https://doi.org/10.1200/JCO.2017.72.3742
https://www.cancer.gov/about-cancer/managing-care/track-care-costs/financial-toxicity-hp-pdq
https://www.cancer.gov/about-cancer/managing-care/track-care-costs/financial-toxicity-hp-pdq
https://www.cancer.gov/about-cancer/managing-care/track-care-costs/financial-toxicity-hp-pdq
https://doi.org/10.3322/caac.21443
https://doi.org/10.3322/caac.21443

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Printz C. Drug parity legislation: states, organizations seek to make
oral cancer drugs more affordable. Cancer. 2014;120(3):313-314.
https://doi.org/10.1002/cncr.28556

Medicare. Medicare drug coverage (Part D) — costs for medicare
drug coverage — copayment/coinsurance in drug plans. Accessed
October 18,  2023.  https://www.medicare.gov/drug-cover-
age-part-d/costs-for-medicare-drug-coverage/copaymentcoinsur-
ance-in-drug-plans

ASPE. Office of the Assistant Secretary for Planning and Evalu-
ation. HHS Poverty Guidelines for 2023. In effect as of January
19, 2023. Accessed October 18, 2023. https://aspe.hhs.gov/topics/
poverty-economic-mobility/poverty-guidelines

Li M, Liao K, Pan [, Shish Y. Growing financial burden from high-
cost targeted oral anticancer medicines among medicare beneficia-
ries with cancer. JCO Oncol Pract. 2022;18(11):e1739-e1749.
Shah K, Zafar SY, Chino E. Role of financial toxicity in perpetuat-
ing health disparities. Trends Cancer. 2022;8(4):266-268. https://
doi.org/10.1016/j.trecan.2021.12.007

Bhatia S, Landier W, Paskett ED, et al. Rural-urban disparities in
cancer outcomes: opportunities for future research. | Natl Cancer
Inst. 2022;114(7):940-952. https://doi.org/10.1093/jnci/djac030
Chen Y, Chen Z, Jin H, et al. Associations of financial toxic-
ity with symptoms and unplanned healthcare utilization among
cancer patients taking oral chemotherapy at home: a prospective
observational study. BMC Cancer. 2023;23(1):140. https://doi.
org/10.1186/s12885-023-10580-4

Streeter SB, Schwartzberg L, Husain N, Johnsrud M. Patient and
plan characteristics affecting abandonment of oral oncolytic pre-
scriptions. | Oncol Pract. 2011;7(3 Suppl):46s-51s. https://doi.
org/10.1200/JOP.2011.000316

Doshi SD, Lichtenstein MRL, Beauchemin MP, et al. Factors associ-
ated with patients not receiving oral anticancer drugs. JAMA Netw
Open. 2022;5(10):€2236380.  https://doi.org/10.1001/jamanet-
workopen.2022.36380

Doshi JA, Li P, Huo H, Pettit AR, Armstrong KA. Association
of patient out-of-pocket costs with prescription abandonment
and delay in fills of novel oral anticancer agents. | Clin Oncol.
2018;36(5):476-482. https://doi.org/10.1200/JCO.2017.74.5091
Ismail WW, Witry MJ, Urmie JM. The association between cost
sharing, prior authorization, and specialty drug utilization: a sys-
temic review. | Manag Care Spec Pharm. 2023;29(5):449-463.
https://doi.org/10.18553/jmcp.2023.29.5.449

Allen M. America’s other drug problem. ProPublica. 2017.
Accessed October 11, 2023. https://www.propublica.org/article/
americas-other-drug-problem

Lam M, Olivier T, Haslam A, Tuia J, Prasad V. Cost of drug wast-
age from dose modification and discontinuation of oral anti-
cancer drugs. JAMA Omncol. 2023;9(9):1238-1244. https://doi.
org/10.1001/jamaoncol.2023.2306

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

The Oncologist, 2024, Vol. XX, No. XX

United Nations. 2030 agenda for sustainable development.
Accessed October 17, 2023. https://sdgs.un.org/goals

Monestime S, Magallon T, Jenkins L, Page R. Guidance on
implementing an oral chemotherapy drug repository program
in a medically integrated pharmacy setting. JCO Oncol Pract.
2021;17(7):e448-e453. https://doi.org/10.1200/0p.20.00959

Stanz L, Ulrich T, Yucebay F, Kennerly-Shah J. Development and
implementation of an oral oncology drug repository program. JCO
Omncol Pract. 2021;17(3):e426-e432.

National Conference of State Legislatures. State drug repository
programs. Last updated December 13, 2022. Accessed October 11,
2023. https://www.ncsl.org/health/state-prescription-drug-reposi-
tory-programs

Michigan Licensing and Regulatory Affairs (LARA). Michigan
Cancer Drug Repository Program. Accessed October 11, 2023.
https://www.michigan.gov/lara/bureau-list/bpl/resources/spe-
cial-programs/cancer-drug-repository-program

SafeNetRx. SafeNetRx Drug Repository Program. Accessed Octo-
ber 11, 2023. www.safenetrx.org

RoundtableRx. Minnesota’s medication repository program.
Accessed January 25, 2024. www.roundtablerx.org

Michigan Oncology Quality Consortium (MOQC). Pharmacists
Optimizing Oncology Excellence in Michigan (POEM). Accessed
October 17, 2023. www.moqc.org/poem

Johengen E, Davidson A, Beekman KW, Hecht K, Mackler ER.
Improvement in time to oral anticancer follow-up. 2021 ASCO
Quality Care Symposium. | Clin Oncol. 2021;39(28_suppl):235-
235. https://doi.org/10.1200/jc0.2020.39.28_suppl.235

Sias K, Reyes-Gastelum D, Young K, et al. Outcomes of clinical
pharmacist integration in a community oncology practice. 2023
ASCO Quality Care Symposium. JCO Oncol Pract. 2023;19(suppl
11; abstr 61).

Mackler E, Reyes-Gastelum D, Young K, et al. Risk factors predict-
ing clinical oncology pharmacists’ medication modifications. 2023
ASCO Quality Care Symposium. JCO Oncol Pract. 2023;19(suppl
11; abstr 54).

Michigan Oncology Quality Consortium (MOQC). Accessed
October 18,2023. www.moqc.org

Michigan Institute for Care Management and Transforma-
tion (MICMT). Accessed October 18, 2023. https://mic-
mt-cares.org/

YesRx. Pharmacists in Michigan improving health equity through
medication access. Accessed October 17, 2023. www.yesrx.org
Karim-Nejad L, Pangilinan K. How should responsibility for
proper medication disposal be shared? AMA ] Ethics.2022;24(10):
E971-E979. https://doi.org/10.1001/amajethics.2022.971

Bash PB, Conti RM, Muller R], et al. Overspending driven by over-
sized single dose vials of cancer drugs. BM]. 2016;352(8047):1788.
https://doi.org/10.1136/bm;j.i788

$20Z yote 91 uo 1senb Aq 801 629./07098A0/0j00U0/EE01 "0 | /I0P/3]011IB-90UBAPE/0|0oUO/W 0D dNO™oIWspeoR//:sdNy WOl papeojumod


https://doi.org/10.1002/cncr.28556
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/copaymentcoinsurance-in-drug-plans
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/copaymentcoinsurance-in-drug-plans
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/copaymentcoinsurance-in-drug-plans
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines
https://doi.org/10.1016/j.trecan.2021.12.007
https://doi.org/10.1016/j.trecan.2021.12.007
https://doi.org/10.1093/jnci/djac030
https://doi.org/10.1186/s12885-023-10580-4
https://doi.org/10.1186/s12885-023-10580-4
https://doi.org/10.1200/JOP.2011.000316
https://doi.org/10.1200/JOP.2011.000316
https://doi.org/10.1001/jamanetworkopen.2022.36380
https://doi.org/10.1001/jamanetworkopen.2022.36380
https://doi.org/10.1200/JCO.2017.74.5091
https://doi.org/10.18553/jmcp.2023.29.5.449
https://www.propublica.org/article/americas-other-drug-problem
https://www.propublica.org/article/americas-other-drug-problem
https://doi.org/10.1001/jamaoncol.2023.2306
https://doi.org/10.1001/jamaoncol.2023.2306
https://sdgs.un.org/goals
https://doi.org/10.1200/op.20.00959
https://www.ncsl.org/health/state-prescription-drug-repository-programs
https://www.ncsl.org/health/state-prescription-drug-repository-programs
https://www.michigan.gov/lara/bureau-list/bpl/resources/special-programs/cancer-drug-repository-program-and-utilization-of-unused-prescription-drugs-program
https://www.michigan.gov/lara/bureau-list/bpl/resources/special-programs/cancer-drug-repository-program-and-utilization-of-unused-prescription-drugs-program
http://www.safenetrx.org
http://www.roundtablerx.org
http://www.moqc.org/poem
https://doi.org/10.1200/jco.2020.39.28_suppl.235
http://www.moqc.org
https://micmt-cares.org/
https://micmt-cares.org/
http://www.yesrx.org
https://doi.org/10.1001/amajethics.2022.971
https://doi.org/10.1136/bmj.i788

