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inter is upon us, and what a winter it has been! La Nina –
or El Nino (I never can keep those straight), has served
up one winter storm after another across the entire country. The result has paralyzed airline traffic, accumulated record rainfall, and produced unforeseen weather conditions that have tested
the theory that we are in a state of “global warming.”
In this edition of California Pharmacist, guest editor Patrick
Robinson, RPh, MBA introduces us to another concept that
tests traditional theories, but instead of weather, we look at
innovative methods for pharmacists to participate in the delivery
of comprehensive health care services. The “medical home” is a
growing trend in patient care delivery and seeks to create a teambased approach for professionals to work in partnership to provide
comprehensive and coordinated care on a long-term basis. The
notion of the medical home is explored in greater detail by Geoffrey
Leung, MD, who provides a baseline for the medical home concept
in the continuing education insert for this edition.
Additionally, Dan Castillo, MSI Administrator, Himmet Dajee,
MD and Craig Stern, PharmD, MBA, share their perspective on the
medical home through the lens of clinical pharmacy services. This
manuscript provides a detailed insight into the application of the
medical home model in clinical operations.
An important component of the medical home concept is the
collaboration with physicians and other providers in the health care
delivery system. Nkeonye Emuh, PharmD and Davalyn Tidwell,
PharmD, BCPS, take a broad look at the history of collaborative
practice agreements as well as provide a look into the legal basis that
has supported the development of these arrangements for nearly
thirty years.
Next, Sam Ho, PharmD and Fang-Tzu Lin, PharmD walk us
through a step-by-step guide for integrating the medical home into
your pharmacy operations. This detailed manuscript will identify
methods for working with physicians in collaborative agreement,
identify the resources you will need to get started, and lastly, provide
a proposed model with financial implications for your pharmacy as
you implement the medical home.
Finally, because we are in the middle cold and flu season, we’ve
asked Chairat Supsin, PharmD and Karl Hess, PharmD to provide
an influenza update as well as discuss vaccines available for helping
patients prevent the flu.
As we hunker down for the trailing months of winter, I hope you
wrap up in a blanket by the fire and enjoy this edition of California
Pharmacist as we explore the medical home and how it can help
pharmacists become integrated into a patient-centered care team.
Best Regards,

Jon R. Roth, CAE
Executive Editor
www.cpha.com
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california pharmacists legislative day
your one chance to be heard as a profession at the capitol

Wednesday, April 6, 2011 n Sacramento Convention Center
In these turbulent times, you can’t afford to miss
this opportunity to address issues vital to pharmacy.
Join us for a legislative briefing in the morning with
a special guest legislator, followed by lunch and
legislative appointments in the afternoon. Reception
immediately following the legislative appointments.

ag e n d a
8:30
10:00
11:45
12:00

Registration
General Session
Lunch
Keynote Address

1:00
1:30
3:30

Group Photo on Steps of Capitol
Legislative Appointments Begin
Reception

y o u r d ay. y o u r v o i c e . y o u r f u t u r e .
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FROM THE CEO

At the Helm

Listening and Learning from Members
From the CEO

A

s your new Chief
Executive Officer,
it is my privilege to
bring you this Winter edition of California Pharmacist.
Having worked for nearly
20 years in health care operations and health
policy development, I am thrilled to join
CPhA at a time when the role of the pharmacist is becoming widely acknowledged as
an integral player in the shift toward patientcentered health care services. Whether in a
community setting, hospital, or long term
care facility, policy makers in California and
nationally are not only including pharmacists in decision-making about patient care,

but are also supporting efforts for pharmacists to provide additional services and to be
compensated accordingly.
The health care landscape is shifting in
magnitude and at a pace never before seen in
this country. Not since the introduction of
Medicare nearly 45 years ago has there been
as significant a change in the health care
system as we are seeing today. There are many
uncertainties in what will ultimately shake out
of reform efforts, but I am honored to join a
profession that has the expertise and access to
patients to make a difference today.
In my first two months, I have spent many
hours and traveled many miles to reach out
and talk with members, volunteer leaders,
past presidents and pharmacy school deans
about the state of the profession and where
pharmacy should be leading into the future.

These conversations have been wonderful
listening opportunities for thought-leaders
in the profession to educate me about their
ideas, concerns, and aspirations moving
forward. Several themes have emerged from
my discussions, all of which will be helpful
in supporting my work with the CPhA
Board of Trustees in shaping a vision for the
organization and the profession.
I believe in the power of listening to
members to understand what is important
to the profession and valuable to the
Association. I would like to hear from each
of you as well, and encourage you to contact
me with your ideas for making pharmacists
and the California Pharmacists Association
influential and irreplaceable in the evolution
of American health care. I can be reached via
email at: jroth@cpha.com.

Contribute to the Pharmacy Defense Fund of California
Impact on Community Pharmacy:

Fight the
Budget
Cuts

Since 2008, CPhA has been engaged in legal battles to protect MediCal reimbursement for all pharmacies. Those efforts currently involve
multiple actions in federal court, including a pending appeal before
the U.S. Supreme Court, which we are preparing for today. These
legal actions will affect the interests of pharmacists and pharmacy
owners today and in the future and will influence legislation to deal
with the ongoing budget problems being considered by the California
Legislature. Your continued support is needed.

Contribute today to the PDFC to support
your Profession and Community Pharmacy!

The Pharmacy Defense Fund of California was established by CPhA in order to fight the 10% budget cuts in 2008. The fight continues today. Your contributions are vital.
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CPhA 2010 Year in Review:

Positioning Ourselves
for the Future
by Eric Gupta, PharmD, 2010 CPhA President

W

hat a difference a year makes! Two major events happened in the first quarter of my term that will have a significant impact on CPhA going forward. The first event

was the passage of the Affordable Care Act, otherwise known as health
care reform (HCR), in March, and the second event was when former
CEO, Lynn Rolston, announced her retirement.

www.cpha.com

First off, I would like to thank Lynn for all
of her hard work and tireless efforts on behalf
of CPhA over the years. It was definitely a surprise when she informed a small group, including myself and some Past Presidents, of her
decision to retire. At this point, Past President
Brian Komoto looked at me and said, “It’s OK
Eric. Everyone’s presidency gets derailed by
something major that happens unexpectedly.”
Needless to say, finding a new CEO to manage
the Association’s operations and lead CPhA
through HCR was my top priority.
The Board of Trustees (BoT) quickly
sprang into action to revise and update the
CPhA Strategic Plan with the help of Bob Harris, CAE. Over a two-day window, the BoT
revised the strategic plan and put in place a
wish list of the qualities they would like to see
in the next CEO. We also contracted with an
executive search firm, Wilcox, Miller, and Nelson, to assist the Screening Committee with
our search. The BoT, search firm, and Screening Committee did a fantastic job throughout
this whole process and I would like to thank
them for their due diligence and hard work in
this critically important task. I believe that our
new CEO, Jon Roth, CAE, is the right person
to improve CPhA operations and lead CPhA
through these turbulent times with HCR. I
am looking forward to seeing the Association
grow under his care.
Speaking of HCR, we are definitely in one
of those rare moments of time where a policy
window has opened up, and what we do between now and 2014 may have severe consequences on the practice of pharmacy moving
forward. Now is our time to demonstrate what
pharmacists can do from a service-oriented,
instead of a product-oriented, perspective, and
how we can improve health care quality while
reducing overall health care costs. It is time for
California pharmacists to roll up their sleeves
and get involved in their communities through
legislative advocacy and demonstration projects in order to realize the future that we envision for ourselves and our profession. To this
end, the BoT created or reinstated a couple of
Winter 2011
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Positioning Ourselves for the Future (cont.)

ad hoc committees last year. The Pharmacist
Services and Compensation Committee was
reinstated to focus on creating a plan and a
means to secure compensation for pharmacists cognitive services. In addition, the Public Relations committee was created to both
respond to negative media about pharmacists
as well as create positive media about our
profession to advance our agenda. Lastly, the
Information Technology and Communications Committee was created in order to better utilize electronic and social media to further CPhA’s initiatives. All of these committees got off to slow starts since our attention
was focused on finding a new CEO, but I am
confident that these committees will produce
significant results in the coming years.
Additionally, in terms of HCR, CPhA
has been involved with the Right Care Initiative (RCI), which is an initiative of the
California Department of Managed Health
Care (DMHC). DMHC oversees the Health
Maintenance Organizations (HMOs) in
California. They recently conducted an audit
of quality through HEDIS scores and found
that HMOs in the state were not performing
at a level DMHC would like to see. Therefore,
they conducted a best practices search and
found three modalities that can increase quality and reduce cost: patient self-management
programs, fixed medication regimens (like
Kaiser Permanente’s ALL/PHASE program),
and clinical pharmacists on the care team.
The RCI aims to implement these modalities
in a pilot project in San Diego. CPhA has
been very involved in coordinating the clini-
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cal pharmacist on the care team component in
both an institutional and community setting.
This is a promising avenue to demonstrate the
value of pharmacist services to governmental
agencies and other health professions and we are
waiting to see if this program continues with the
new administration.
With the passage of HCR comes a new concept of accountable care organizations (ACOs)
which are focused on quality outcomes as a
means of increasing reimbursements. This has
opened up dialogue with our physician colleagues in partnering together to better care for
patients. In October representatives from CPhA,
the Pharmacy Foundation of California (PFC),
the California Medical Association (CMA), and
the California Medical Association Foundation
(CMAF) met to discuss moving the pharmacistphysician partnership forward. We are still in
preliminary conversations but the goal is to partner together to increase the health outcomes and
quality of care for our patients. This is a great
opportunity for California pharmacy! I applaud
our physician colleagues for opening up this dialogue, and I am counting on our pharmacy community to take advantage of this opportunity to
collaborate with them.
With that being said, we need each of our Local Associations to form a Public Health Committee that will then work in conjunction with
the CMA Local Association Public Health Committees to meet and strategize on how to move
this partnership forward from the local level.
This means that all our Local Associations need
to meet and form these committees so we can
have points of contact to give to our physician

colleagues. Some locals may be able to do this
rather quickly, whereas other locals may need
some support. Please let CPhA know what you
need to move forward, and we will do our best
to support you. I have always maintained that
we need healthy Local Associations in order to
have a healthy State Association.
This past year I am proud to say we raised
the Ventura County Pharmacists Association
(VCPhA) from the ashes with the help of
newly-installed VCPhA President, John Sandstrom, and Region 3 Trustee, Paul Drogichen.
Also, the Southeast Los Angeles Pharmacists
Association (SELA) elected new officers and
are busy setting up activities in their region
under the guidance of SELA President, Kal
Dorji. I am excited to see these locals grow
and want to find more opportunities to invigorate and grow our network of Local Associations. I know that Region 8 Trustee and
Past President, Steve Gray, is working on revitalizing the Palm Springs local as well as considering a new local to be formed in the Chino
Hills, Diamond Bar, and Rancho Cucamonga
area. I also plan on working with the Long
Beach and South Bay Pharmacists Association
in the upcoming year to support them and
find ways to get more pharmacists engaged
in those locals. At the past Outlook, the local
Presidents asked CPhA to create a Local Association template to create a structural guide for
better connectivity from the local level to the
state level. I am continuing to work on that
project and hope to present it to the BoT in
February. Also I need to give kudos to Region

www.cpha.com

Positioning Ourselves for the Future (cont.)

4 Trustee, Bill Young, and the UC Berkeley
PILLS organization for hosting a “Celebrate
Pharmacy!” event in May which consisted of a
weekend of CE and networking that was wellattended and appreciated by everyone who
participated. I have had a lot of fun visiting
many Local Associations during my presidency and I am sorry that I was not able to get
to all the locals to meet our wonderful CPhA
members all across the state.
Our Academies have been working just as
hard as our locals in the past year. At Synergy
2009, the Academies decided to implement
a Best Practice Awards Program (BPAP)
in order to highlight best practices that our
members are performing throughout the
state. This initiative was led by AHP Trustee,
Helen Park, and she created the program infrastructure which we plan to roll out this year
at CPhA Outlook. We encourage all of our
members to submit their practices so we can
see the great work that is going on across the
state which can be implemented by your peers!
In addition, the APO, AMC, and ALTC
got together to form an ad hoc committee to
address the pharmacy audits issue. This committee has been very active and I am looking
forward to seeing the results and action plan
that are put forth to address this serious issue.
The ACP and ALTC had a very successful
Compounders and Long Term Care weekend
in October and we hope to build on that success in the future. In fact other Academies
are looking at hosting their own weekends in
order to increase their value to members. The

www.cpha.com

AEP has also been busy in creating an employee
resource program for CPhA. This initiative
began with former AEP Trustee, Mark Raus,
and has been carried forward by current AEP
Trustee and Past President, Chris Woo. The
details of this program are still being developed,
but I hope to have something finalized shortly
to present to the CPhA members. The APE is
our newest academy, and they have been busy
getting their mission and objectives set so they
can move forward in their activities. The APT is
considering new ways of packaging membership
to technicians as well as working on technician standards. Both of these initiatives will be
deliberated at the BoT in the upcoming year.
The ASP representatives from all the colleges
of pharmacy have a strong interest in creating
a mentorship program between students and
pharmacist mentors. They are currently working
on creating this program and will try to implement it in the next year. The ASP chapters are
really hybrid academies and locals, and I have
enjoyed visiting most of the campuses in this
last year to talk about CPhA and the importance
of being involved in your profession. I hope that
these strong student leaders continue to stay
involved in CPhA and lead their profession in
the coming years.
We have also had a great year with our
partners at the Indian Pharmacists Association
(IPA), and we have continued our discussions
with the California Korean American Pharmacists Association (CKAPhA) in order to form
a partnership. I am hoping that we can finalize

that partnership soon as both organizations
have been strong supporters of many of
our initiatives, including the Medi-Cal cuts
lawsuits. I want to thank IPA and CKAPhA
for their friendship with CPhA, and their
support of CPhA activities in order to protect
our profession.
This year I also led the effort to revamp
Synergy from an issues-based conference to a
leadership training weekend. I felt that CPhA
leadership had been inadequately trained up
front, which led to sluggish starts as far as
achieving goals on an annual basis. My hope
is that this leadership training will speed up
the learning curve so all of our entities (BoT,
Academies, Locals, Student Chapters, Committees, etc.) can hit the ground running in
accomplishing their goals. It was a successful
meeting and I am looking forward to what
incoming President, Kenny Scott, will accomplish during his term.
This last year has been a very challenging one for CPhA, but I have been blessed
with an amazing BoT and staff to work with.
Their tireless work ethic kept me motivated
to pursue my goals. Without their efforts we
would not have been able to accomplish a
fraction of what we did. It truly has been an
honor and a privilege to serve you all as your
President this past year. I thank you for the
opportunity to lead our Association, and I
look forward to celebrating with you all at
Outlook in Palm Springs!
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MEDICARE NEWS

2011 Medicare Part D Update

by Timothy Cutler, PharmD, Jane D. Kreager, PharmD,
and Marilyn Stebbins, PharmD

E

ach year there are changes in the Part D landscape, with plans
entering and exiting the market, new formularies, premiums,
deductibles, and changes in the coverage gap. The Affordable

Care Act of 2010 introduced the first structural changes to Part D since
its inception. Changes related to the Act were implemented at the start
of 2011 and will continue through 2020. These changes will be briefly
discussed below.
• The basic benefit will remain intact with
minimal changes to the maximum deductible, initial coverage level and catastrophic coverage for 2011. The biggest
change to the Part D benefit will be the
gradual phase out of the coverage gap.
As of January 1, 2011, patients who hit
the coverage gap will get a 50% subsidy
on brand name drugs and a 7% subsidy
on generic drugs. By the year 2020, both
brand and generic drugs will be covered

10 California Pharmacist
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up to 75% in the coverage gap.1
• This year, Californians with Medicare have
33 stand alone Prescription Drug Plans
(PDPs) from which to choose, down from
48 in 2010.2 The average monthly premium
for CA PDPs is $41.18; the majority will
charge a deductible and will not offer coverage in the gap. Plan gap coverage is usually
limited to generics with only a few plans
offering more brand name coverage than is
described in the Law.

• Many subsidies and incentives to Medicare Advantage Prescription Drug Plans
(MA-PDs or Medicare Health Plans)
have been reduced which has changed
the MA-PD market. Most beneficiaries will find fewer MA-PD options to
choose from as a result of these changes.
Traditionally, a high percentage of California beneficiaries enroll in MA-PDs.
Some popular plans such as Cigna and
Aetna are no longer offering MA-PD
options. This may shift enrollment into
other MA-PD plans, affecting prior authorizations and other edits.
• This year there are five “benchmark”
plans (which provide only the basic
benefit with premiums at or below an
established minimum) offered in California. They are Bravo Rx, Health Net
Orange Option 1, Advantage Star Plan
by RxAmerica, WellCare Classic, and
Humana Walmart - Preferred Rx Plan.
Low income subsidy (LIS) recipients and
those with full dual Medicare and MediCal coverage, are particularly impacted
by changes in Part D “benchmark” plans
www.cpha.com

The biggest change to the Part D benefit will be the
gradual phase out of the coverage gap.
as enrollment in these plans ensures these
beneficiaries pay $0 premiums and deductibles.
It is important to note that three plans that
were benchmark in 2010 (Fox Value Plan,
First Health Part D – Premier, and Blue Cross
MedicareRx Standard) will not be in 2011. If
a full subsidy recipient or full dual beneficiary
is enrolled in a non-benchmark plan, they will
be charged a premium (the difference between
the established minimum premium and the
plan’s 2011 premium). It is estimated that nationally, 2.1 million beneficiaries will need to
change plans to avoid premiums in 2011 and
that 600,000 will be automatically reassigned.
Furthermore, many benchmark plans changed
their formularies or may have added new
restrictions (requiring more prior authorizations, quantity limits, and step therapy edits
early in the year). Fortunately, LIS recipients

can change plans monthly if needed.
• Starting in 2011 open enrollment for both
PDPs and MA-PDs will be moved up to
October 15th through December 7th.
Regardless of the changes that health care
reform may bring to Part D in 2011, there are
some general tips to consider when assisting
Part D beneficiaries:
• Recommend the most cost-effective treatment options (avoiding the gap is the best
way to reduce costs)
• Not all generics and brands are the same,
but where a therapeutic substitution is appropriate, recommend low cost generics or
lower cost brands
• If patients have a low income subsidy, recommend a 90-day supply to reduce copayment burden
• Help LIS patients enroll in a benchmark
plan to avoid paying premiums

• Consider generic discount programs
when appropriate (i.e., $4 generics)
• Assist patients in applying for co-payment and patient assistance programs
if unable to afford medications or in
the gap
• Be prepared for additional prior authorization requests

References
1. Henry J Kaiser Family Foundation. Explaining Health Care Reform:
Key Changes to the Medicare Part D
Drug Benefit Coverage Gap. March
2010. Available online at: http://kff.org/
healthreform/upload/8059.pdf
2. Henry J Kaiser Family Foundation. Part D Plan Availability in 2011 and
Key Changes since 2006. October 2010.
Available online at: http://kff.org/medicare/upload/8107.pdf

Because Supplemental Staff Represent You

Hiring Mistakes Make A Difference

Every Rx relief professional has been qualified through our
rigorous “Standards of Excellence” pre-employment
screening initiative – a tailored process designed to assure
each supplemental pharmacy staff placement fits the needs
and exceeds the standards of your pharmacy.
Rx relief’s Standards of Excellence screening
Continuous assessment and client communication
• Handling all types of staffing situations and emergencies
• Over 60 years of pharmacy management experience
•
•

Rx relief ® Your Trusted Pharmacy Staffing Partner
www.cpha.com

Winter 2011

California Pharmacist

11

insur a nce news

Just in Time
for Flu Season

E

ach flu season presents pharmacists with an opportunity to
generate additional revenues for their business. Pharmacists
who have taken the requisite training and have a physician

willing to sign their immunization protocol, are able to provide this
service to their patients.
However, some physicians may be reluctant to sign the protocol unless the pharmacist can assure the physician that coverage
will be provided to the physician for any potential error or omission associated with the
injection performed by the pharmacist. Physician professional liability policies generally
do not provide this coverage for physicians.
Good news. CPhA members who participate in the sponsored Business Owners
Package program can now provide assurance
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to signing physicians that they will be covered
for the vicarious liability that may be attributed to them. Specifically, physicians with whom
the pharmacist has a written contract in place
to serve as his or her medical director, will be
added to the policy as an Additional Insured,
solely for their vicarious liability for the actual
or alleged negligent acts, errors or omission.
For more details on this new coverage
enhancement for members, please call Marsh
at 888-926-CPhA.

Marsh Representatives
Thanks to our partners at Marsh for their
continued support.
Roy Lyons, Executive Director
Sam Baxter
Kimberly Brame
Liz Fogle
Lisa McGinty
Roger Viernes

CPhA Insurance Committee
Gary Thomas, Chair
Gary Basrai
Frank Cable
Kathy Hillblom
Rich Kane
Ken Ross
Veronica Van Orman
Wayne Woods
www.cpha.com

As a pharmacist, you
know coverage for your
professional liability is one
of the most important
protections to have.
WIth its recognition of pharmacy practice today, CPhA’s
program allows you to practice your profession without
having to worry about where your insurer stands.
For example, each flu season presents pharmacists with an opportunity to generate
additional revenues for their business. Pharmacists who have taken the requisite
training and have a physician willing to sign their immunization protocol, are able
to provide this service to their patients.
Some physicians are reluctant to sign the protocol unless the pharmacist can assure
the physician that coverage will be provided to the physician for potential errors or
omissions associated with the injection performed by the pharmacist. Physician
professional liability policies generally do not provide this coverage for physicians.

SPONSORED BY:

UNDERWRITTEN BY:

ADMINISTERED BY:

Good news! CPhA members can now provide assurance to signing physicians that
they are covered for the vicarious liability that may be attributed to them.
Fireman’s Fund®, the CPhA sponsored program insurer, enhanced its policy for
members a long time ago by defining Pharmacy Services as the art, practice, or
profession of preparing, preserving, compounding, dispensing, administering, and
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Patient-Centered
Medical Homes

T

By Patrick Robinson, RPh, MBA

he Patient Centered Medical Home (PCMH) is considered
by many to be a promising approach to delivering safe, high
quality, cost effective primary care to all, from healthy people

maintaining their health to those with chronic diseases.

The PCMH is a model for care led by
a physician/practitioner to create a strong
patient relationship by providing comprehensive and coordinated care on a longterm basis. It is a setting that facilitates the
patient-provider partnership. The care is
made possible by registries, health information technology and exchange to assure
a complete electronic health record. The
health information allows for clinical decision support tools to guide evidenced-based,
peer-reviewed treatment at the point of care.
The coordination of care and the personalized education of each member are keys
to good health outcomes. All health care
professionals responsible for patient care
must be on the same page as the disease
progresses or retreats and therapies change.
The patient must understand the value
(benefit and risk) of their medications and
treatments. This education process evolves
as the patient understands more and moves
though different stages of his/her disease.
Pharmacists have unique knowledge and
patient communication skills in medication
therapy management and are an essential
14 California Pharmacist
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element for patients with chronic diseases. The
pharmacist coach can add great value to the care
of patients with complex diseases like diabetes
and cancer, including their co-morbid conditions
such as depression. Pharmacists must be part
of the team of clinicians in the patient-centered
medical home to assure the best possible therapy.
The major stakeholder issues confronting the
patient-centric approach are open and complete
communication, cooperation and maximizing
the use of electronic records with reporting capabilities. The health care team must coordinate
their efforts, share information and knowledge
to keep the patient safe and healthy. And the
patient must have easy, convenient access to
providers. Each patient is the primary focus.
Payment is a difficult issue. Payment must reward healthy outcomes, not just actions. Pharmacists employed in Managed Care Organizations
like Kaiser do not need to establish payment,
unlike pharmacists outside these organizations.
Today’s payment schemes involve reimbursement for an action, not the result of that action.
The pharmacist-patient interaction must show
improved health to be reimbursed for medication
management. The payer and payee should base

reimbursement on outcomes. However, this is
a paradigm shift and will not be easy to implement outside of managed care organizations.
The patient centered medical home is
replacing episodic care based on illness and
patient complaints with coordinated care and
a long term healing relationship. The pharmacists must engage the member’s medical
home physician/practitioner to be a part of
the health care team. This approach promises to deliver affordable primary care and
improve quality by keeping the patient out of
the hospital and emergency departments. A
PCMH includes reporting software that periodically culls through patients’ records looking for gaps in care, trends and cost information to identify opportunities to improve
patient health and/or the program.

About the Author
Patrick Robinson is a Senior Pharmaceutical
Consultant with California Public Employees’
Retirement System (CalPERS) - Health Benefits
Branch. CalPERS provides health benefits to more
than 1.3 million public employees, retirees, and their
families. His previous work experience includes
the pharmaceutical policy branch of the California
Department of Health Care Services, the Director
of Plan Administration at a Pharmacy Benefits
Management (PBM) company, Pharmacist Consultant with EDS, the Medi-Cal Fiscal Intermediary,
Pharmacist and Manager with Payless Drug Stores
and Project Manager in R&D with McNeil Pharmaceutical (A Johnson & Johnson Company).
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Medical Home 101
By Geoffrey Leung, MD
Learning Objectives:
After reading the following article, the pharmacist will be able to:
1. Define the Patient-Centered Medical Home as a concept
2. Explain how the Patient-Centered Medical Home is different from the status quo
3. Give at least one example of how the application of the Patient-Centered Medical Home
model in the real world setting has resulted in improved outcomes

Introduction

A

lthough foreign as a concept to most people, the Patient-Centered Medical Home represents a fundamental building block
in health care reform, and is poised to completely transform

the way in which we deliver and pay for health care.

Few would disagree that the current
health care system is in need of repair. In
fact, health care in the United States is often
fragmented, episodic, reactive, and inconvenient. Many patients do not have a primary
care physician, and those that do typically
have trouble reaching their physicians, making appointments, getting refills, and obtaining laboratory and diagnostic test results in a
timely fashion. Face-to-face visits with physicians are often brief and rushed. Patients
may be told that they can only discuss one
or two items with the physician during each
visit, and patients may be asked to return
another day for blood work, cancer screenings, or immunizations. When patients are
referred to a specialist, there is usually a lack
of communication between the primary care
physician and specialist. As a result, patients
may receive inappropriate combinations of
medications and may repeat unnecessary
tests. At best, the current health care system
is inconvenient and inefficient; and at worst,
dangerous and unconscionable.
The “Patient-Centered Medical Home”
or “PCMH” is a vision for a different type
of health care – namely, health care that is
integrated, coordinated, comprehensive, preventive, accessible, patient-centered, qualitydriven, and efficient. In the PCMH model,
every patient has a personal physician and a
personal health care team. Patients are able to
schedule appointments at their convenience,
www.cpha.com

obtain refills or results easily, and communicate
directly with their personal health care
team and physicians by telephone or
email. Appointments are comprehensive and address both a
patient’s present and
future needs. And

care is coordinated across different settings
and different providers so that the Emergency Room physician has access to information
from a patient’s last primary care visit and the
primary care physician has access to information from a patient’s last visit to the specialist.
In the PCMH model, health care is proactive,
patient friendly, well-orchestrated, and safe.
For patients, the PCMH model promises
to preserve the personal relationship a patient has with his or her clinic and provider,
while delivering the same level of service
and convenience that our society has become accustomed to with online purchasing and banking. For health care workers
and providers, however, the PCMH model
represents a complete paradigm shift. In the
old model, health care was driven by
individual face-to-face visits. A physician’s work was based upon the
patients that came
into clinic that
day, and revenue
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depended upon the number of patients seen
and the types of interventions provided.
However, in the PCMH model, reimbursement is based upon quality and health
outcomes. Instead of aiming to maximize
the number of clinic visits per day, practices
have an incentive to help patients avoid unnecessary trips to the emergency room, the
hospital, and even the clinic.
In the PCMH model, practices must constantly think about what they can do to keep
all of their patients healthy, even when those
patients are not physically present in the
clinic. Practices are proactive and encourage prevention through the use of cancer
screening reminders, immunization outreach, and aggressive follow up of patients
who may have missed an appointment or
who may be due for a routine check-up. In
this new model, many items can be handled
without a clinic visit, including prescription
refills, review of test results, adjustment of
chronic disease medications, and answering
of simple health-related questions.
In the PCMH model, practices are encouraged to fully utilize each health care
team member’s scope of practice in order to
provide the best care for the greatest number of patients. This means that each health
care team member can expect to do more
– clinic assistants may function as health
coaches, nurses may serve as case managers, and pharmacists may assist with chronic
disease management and medication adjustment. In short, the PCMH model relies on a
high-functioning multidisciplinary team to
take collective responsibility for the health
of all patients in a practice.

History
The idea of the “medical home” was
first developed by the American Academy
of Pediatrics in 1967 in order to describe an
ideal model of care for children with special
needs.1 Later, in 1992, the American Academy of Pediatrics expanded the scope of
the “medical home” to include all pediatric
patients and described it as care that is “accessible, continuous, comprehensive, family
centered, coordinated, and compassionate.”2
In 2001, the Institute of Medicine’s Crossing
the Quality Chasm report outlined 10 principles to inform the redesign of an antiquated
and poorly functioning health care delivery
system:3
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1) Care is based on continuous healing
relationships
2) Care is customized according to patient
needs and values
3) The patient is the source of control
4) Knowledge is shared and information
flows freely
5) Decision-making is evidence-based
6) Safety is a system property
7) Transparency is necessary
8) Needs are anticipated
9) Waste is continuously decreased
10) Cooperation among clinicians is a
priority.
In 2004, the Future of Family Medicine project suggested that every American should have
a “personal medical home.”4 Building upon
the Institute of Medicine’s 10 principles for
redesigning health care, the Future of Family
Medicine project called for a “New Model of
practice” characterized by: 1) a patient-centered team approach, 2) elimination of barriers
to access, 3) advanced information systems
(including an electronic health record system),
4) redesigned, more functional offices, 5) a focus on quality and outcomes, and 6) enhanced
finance practices.5 The Future of Family Medicine’s “New Model of Practice,” the Institute
of Medicine’s 10 principles, and the “medical
home” definition by the American Academy
of Pediatrics were all critical predecessors for
what would later become the “Patient-Centered
Medical Home.”
Interestingly, without a major push from the
corporate world, the Patient-Centered Medical
Home may have never come to full fruition. In
2005, IBM (International Business Machines),
one of the largest Fortune 500 companies, began to question the type of health care that it
purchased for its own employees and employee
families. With nearly half a million employees, employee dependents, and retirees in the
United States, IBM was paying approximately
$1 billion in health care costs each year. However, IBM was disappointed with the value of
the health care that it purchased, realizing that
“compared to other industrialized countries,
U.S. health care fails to deliver comprehensive
primary care because of the way that primary
care is financed.”6
In order to advocate for a more effective,
efficient, and patient friendly system of health
care, IBM allied with other large corporations
and health professional associations in 2006
to form the Patient-Centered Primary Care

Collaborative (PCPCC). This collaborative,
which has now grown to over 700 members
(including companies, health care organizations, consumer groups, unions, academic
centers, and health professional associations),
tasked itself with developing a framework
for the Patient-Centered Medical Home and
advocating for the inclusion of the PCMH
model in health care reform and policy.

PCMH Defined
In 2007, with the help of the Patient-Centered Primary Care Collaborative, four major
physician groups (including the American
Academy of Family Physicians, American
Academy of Pediatrics, American College
of Physicians, and American Osteopathic
Association) laid down a foundation for the
Patient-Centered Medical Home (PCMH) by
publishing the seven Joint Principles:7
1) Personal physician – each patient has
an ongoing relationship with a personal
physician trained to provide first contact,
continuous, comprehensive care
2) Physician-directed medical practice –
the personal physician leads a multidisciplinary team of individuals at a practice
level who collectively take responsibility
for the ongoing care of patients
3) Whole person orientation – the health
care team is responsible for providing
and arranging for all of the patient’s
health care needs, as well as care during
all stages of life, acute care, chronic care,
preventive services, and end-of-life care
4) Care is coordinated and integrated –
care is coordinated across all elements of
the complex health care system and the
patient’s community, and care is facilitated by health registries and information
technology to assure that patients get care
when and where they need it in a culturally and linguistically appropriate manner
5) Quality and safety – practices aim for
optimal patient-centered outcomes and
are accountable for continuous quality improvement founded upon evidence-based
medicine
6) Enhanced access to care – access is improved with open hours, extended hours,
and new options for communication between patients, their personal physician,
and practice staff
7) Appropriate payment – payment reflects
the patient-centered management work and
www.cpha.com
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In the PCHM model, practices are
encouraged to fully utilize each health care
team member's scope of practice in order
to provide the best care for the greatest
number of patients.
care coordination work that health care
teams provide outside of the face-to-face
visit; and payment supports the adoption
of health information technology and enhanced communication access (e.g., secure
email and telephone consultation)
Since the release of the above Joint Principles, numerous organizations and states
(including California) have sought to publish their own criteria for the Patient-Centered Medical Home. Although the criteria
vary, all highlight the same core principles
of high-quality, accessible, continuous, coordinated, and comprehensive care.
Presently, practices functioning as
Patient-Centered Medical Homes can apply
for recognition through the National Committee for Quality Assurance (NCQA). And
starting in July 2011, the Joint Commission will also begin to offer a Primary Care
Home option as part of its Ambulatory Care
Accreditation Program.11 The assumption
has been that PCMH recognition would
eventually be tied to increased reimburse-

ments. While this has not yet occurred on
a wide scale, in the state of Pennsylvania,
primary care practices with NCQA medical
home recognition are now eligible to receive
additional payments based upon level of recognition.12

PCMH in Practice
Although the Patient-Centered Medical Home is a relatively new concept, many
PCMH pilot programs and projects have already demonstrated its value.

Group Health Cooperative
Group Health Cooperative, an integrated
delivery health system based in the Northwest,
has had one of the most widely recognized
PCMH redesign programs. In 2007, Group
Heath launched a PCMH pilot program at one
of its Seattle clinic sites. As part of the pilot,
Group Health hired additional physicians and
staff, reduced physician panel sizes from an
average of 2,327 patients to 1,800 patients,
carved out dedicated “desktop medicine” time
for indirect work (e.g., coordination of care,

management of test results, etc.), extended
appointment slots from 20 to 30 minutes,
and emphasized virtual visits using telephone and email.13
After one year, there was a significant
improvement in staff morale, a 29% reduction in emergency room visits, and an 11%
reduction in hospital admissions.14 At 21
months, the estimated return on investment for the PCMH pilot program was 1.5
to 1, meaning that for every dollar invested
to implement the PCMH model, Group
Health received $1.50 in return.15 The pilot program was so successful that Group
Health decided to implement the PCMH
concept at all 26 of its clinics. Group
Health’s president and chief executive officer Scott Armstrong estimates that the
initial investment of $10 million to roll out
the PCMH model at all of its clinics will
generate a cost savings of $40 million per
year starting in 2011.16

Geisinger Health System
Geisinger Health System, an integrated
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delivery system in Pennsylvania, has had
similar success with the PCMH model. In
2007, Geisinger encouraged participation in
the medical home innovation program by
offering its physicians an extra $1,800 per
month, stipends of $5,000 per 1,000 Medicare patients to finance additional staff, and
bonus payments for achieving quality indicators. At two years, PCMH redesign sites
showed a statistically significant improvement in quality (i.e., preventive care, coronary artery disease care, and diabetes care),
a 14% reduction in hospital admissions relative to control sites, and a trend towards a
9% decrease in total medical costs.17, 18

Community Care of North Carolina
Community Care of North Carolina, a
public-private partnership, is unique in that
it has shown how the PCMH model can be
implemented successfully for a Medicaid
population on a large scale. Started in 1998,
Community Care is comprised of 14 nonprofit regional care networks that provide
care for low-income adults and children.
By linking each patient to a primary care
medical home, increasing Medicaid rates
for primary care visits, providing case
management for high risk patients, offering
monthly coordination of care payments in
exchange for clinical data reporting, and
providing technical assistance for quality
improvement, Community Care of North
Carolina was able to improve outcomes
while saving money.19 From 2003 to 2006,
the program decreased asthma hospitalizations by 40%. And from 2003 to 2007, the
program saved at least $574 million, with
most of the savings coming from reductions
in outpatient care, emergency room visits,
and pharmacy.20

Moving Forward
There is currently a great divergence with
regard to practices’ understanding and implementation of the Patient-Centered Medical Home model. Some practices, including
Geisinger, Group Health, and Community
Care of North Carolina, have already made
the PCMH transformation by fundamentally redesigning the way in which they deliver health care. In so doing, such practices
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have experienced improved health outcomes
and significant cost savings. Meanwhile, for
other practices, the PCMH concept may be
foreign and confusing, especially because of
the accompanying array of complicated criteria.
And yet, one of the strengths of the PCMH
model is that it does capture so many of the
well thought out ideas and strategies for an
improved primary care and health care delivery
system. Perhaps the best way to understand the
spirit of the Patient-Centered Medical Home is
to envision what we would consider to be ideal
care for patients in a clinic setting – and even
what we would want for ourselves as patients
in a clinic setting. Only by maintaining such a
perspective can we expect to make the leap to a
better health care delivery system.

About the Author
Geoffrey Leung, MD is a family physician who
serves as the Chair for the Committee on Continuing
Professional Development for the California Academy
of Family Physicians. He is currently the Program
Director for the Family Medicine Residency Program
at Riverside County Regional Medical Center.
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Continuing Education Quiz
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How Pharmacogenetics May Help Guide Warfarin Dosing (cont.)

California Pharmacist Journal Continuing Education is a free benefit provided to CPhA members only. Read the article on the preceding pages and take the
test below to receive 1.0 hour of California Accreditation for Pharmacy Education (CAPE) credit. Next, return the entire test page to CPhA at the address below.
Be sure to fill in all the contact information at the bottom of the page, including your current email address, so that your CE certificate can be emailed directly
to you. Please note: a passing score is 70%. If necessary, one retest will be administered.
6. Implementation of the PCMH model by Community Care of North Carolina 		
1. The Patient-Centered Medical Home (PCMH) may be defined as a vision for
resulted in all of the following except:
health care that is integrated, coordinated, comprehensive, preventive,
a. Decreased asthma hospitalizations d. Decreased emergency room visits
accessible, patient-centered, quality-driven, and efficient.
b. Increased outpatient care visits
e. Decreased pharmacy costs
a. True
		
b. False
c. Overall program savings
2. All of the following are characteristics of a PCMH model except:
7. The idea of the “medical home” was first developed by the American Academy
a. Every patient has a personal physician and personal health care team
of Pediatrics in order to describe an ideal model of care for children with
b. Patients are able to schedule appointment at their convenience
special needs.
c. Revenue is driven by quantity of patient visits rather than quality of care
a. True
		
b. False
d. Care is coordinated across different settings and among different providers
8. Which of the following are listed as part of the seven Joint Principles developed
e. Practices are proactive and encourage prevention through aggressive 		
by the American College of Physicians, American Academy of Family Physicians,
patient outreach and follow-up
American Academy of Pediatrics, and American Osteopathic Association?
3. Which of the following are principles from the 2001 Institute of Medicine’s
Crossing the Quality Chasm report?
a. Whole person orientation		
d. Appropriate payment
a. Care is based on continuous healing relationships
b. Care is coordinated and integrated e. All of the above
b. Care is customized according to patient needs and values
c. Enhanced access to care
c. Safety is a system property
9. Although practices can apply for recognition as a Patient-Centered Medical
d. Waste is continuously decreased
Home through the National Committee for Quality Assurance (NCQA), there are
e. All of the above
currently no states in which NCQA medical home recognition is tied to
4. In the PCMH model, prescription refills, review of test results, adjustment of
additional payment or reimbursement.
chronic disease medications, and answering of simple health-related questions
a. True
		
b. False
always require an in-person face-to-face visit between the patient and the
10. The PCMH model has garnered broad support for all of the following
physician.
reasons except:
a. True
		
b. False
a. It incorporates many of the health care delivery system redesign
5. All of the following are true regarding the Group Health Cooperative PCMH pilot
principles recommended by the Institute of Medicine
program except:
b.
It promises to limit employee health care costs for companies and
a. Additional physicians and staff were hired
employer groups
b. Patient appointment slots were extended from 20 to 30 minutes
c. It is a potential solution for covering the uninsured
c. Virtual visits using telephone and email communication were emphasized
d. It can improve overall patient care and patient outcomes
d. Return on investment was negative (the pilot was a money-losing program)
e. Rates of emergency room visits and hospital admissions were reduced
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Clinical
Pharmacist
Services
to the Medical
Home Model

T

By Dan Castillo, MSI Administrator, Himmet Dajee, MD and Craig Stern, PharmD, MBA

his paper describes a model for clinical pharmacy services for
a medical home model. The medical home model is incorporated within the services paid for by the Medical Services

for Indigent (MSI) program in Orange County, California. Clinical
pharmacy support is provided by Craig Stern, PharmD, MBA and Pro
Pharma Pharmaceutical Consultants, Inc. for formulary, prior authorization, clinical screening and provider communication, as well as financial oversight and management of the drug spend.
What is this model and how does it
relate to the medical home concept?
The Medical Services Indigent program (MSI) in Orange County California
is a safety-net system that assigns uninsured and low-income (less than 200% of
Federal Poverty Level, FPL) residents to
patient-centered medical homes. A safetynet based system of care is a program for
providing care when no other medical
insurance is available, e.g., Medi-Caid,
Medicare, third-party insurance, etc. Medical services are paid by a County agency,
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MSI, which also pays for acute, subacute and
ambulatory care services. The County provides
case management, a team-based approach for
treating disease, and increased access to primary and specialty care for the medical home
patients. The County pays providers enhanced
fee and pay-for-performance incentives to
ensure delivery of comprehensive treatment;
however, some of the providers are paid capitation rates to decrease costs so more patients
can access services. Physicians have access to
medical encounters, pharmacy claims, laboratory values and enrollment data through

ClinicConnect™, a web-based warehouse
of patient data. Emergency room physicians
have access to similar data sets through ERConnect™ to allow them to observe a complete profile for patients when they arrive at
the emergency department.
Medical therapy for the medical home
model is supported by a managed care
pharmacy model that identifies medication
therapy issues, addresses them on a patientspecific basis with the primary physician, and
follows up to ensure that applicable interventions were effectuated. The pharmacy model
was conceived of, designed, implemented and
monitored by a coordinated team composed
of a Medical Director, Clinical Pharmacist
consultant, and with strong support from the
program administrator. The pharmacy model
is anchored in a restricted formulary that contains formulary rules (e.g., substitution bias,
prior authorization criteria, clinical guidelines, etc.), quantity limits, step therapy, and
maximum dollar limits for every drug on the
formulary. Patients are also directed to applicable pharmaceutical assistance programs
(PAP) for necessary branded medications that
cannot be substituted, although some manufacturers refuse coverage when the County
pays for the first few doses to bridge to the
PAP program.

www.cpha.com

On a monthly basis integrated data sets
of medical encounter, pharmacy claims,
enrollment, laboratory values, and other
relevant data sets are screened for (but not
limited to) compelling clinical issues, utilization outliers, and quality variance from
national standards. The results of these
patient-specific and issue-specific screens
are communicated to physicians monthly. In
summary, these screens include:
• Clinical screens which include patientspecific compliance and adherence (overall, by doctor, by therapeutic category, and
by patient), risk management for liver and
kidney toxic drug dosing, quantities greater than prescribed, high severity drug
interactions and adverse drug effects, and
other issues that are widely divergent or
occurring in high severity patients
• Utilization outliers include coordination
of care issues, polypharmacy and duplicate therapy
• Quality variance issues include variance
from national standards of care for testing,
prevention, monitoring and treatments
In addition to the above, alerts for manufacturing, FDA, and quality issues are sent
immediately in order to allow for therapy
changes commensurate with the concern.
All screens include notification counters
and are tracked monthly by issue, patient,
and doctor. Any doctors who have notifications of greater than three are contacted by
mail or telephone by the Medical Director
and the Pharmacy Consultant for an explanation of need or of physician awareness
including current interventions already taken and not indicated in the encounter data,
or a discussion of applicable interventions
or alternative options. The screens are designed to cover all issues and usually include
thousands of patient issues. The data is also
mined for high value patients and issues that
are reported as “call-outs”. These call outs
are smaller in number, usually thirty or less,
and allow for the opportunity to focus priorities on fewer direct interventions by the
Pharmacy Consultant and Medical Director.
In addition, all physicians treating high
volumes of County MSI patients, those
serving the medical homes, and intransigent
physicians are called every few months to
discuss patient-specific problems and oversight issues. As a result, all screens are evaluated for effectiveness, currency, and the
www.cpha.com

need for implementing new screens.
On a weekly basis the Clinical Pharmacy
Consultant and the Medical Director discuss
clinical issues, provider concerns, prior authorization problems, formulary management issues,
and other issues of immediate concern. These
calls provide benefits beyond problem solving
in that they also allow for open and candid discussions unfettered by personalities or professional egotism. In this environment all options
can be aired and discussed with the objective of
fairness and parity in clinical judgment.

What are the resource requirements?
The pharmacy model requires a clinical
pharmacist, programmers, data analysts and
support staff to analyze, interpret, distribute
reports, arrange outreach calls to applicable
physicians, etc. The Clinical Pharmacist manages the formulary, high severity or outlier issues addressed in prior authorization requests,
physician telephone communications, oversight
of screening and reporting, and communications with the Medical Review Committee.

What are the successes of the model,
both anecdotal and measurable?
The pharmacy program has provided clinical, financial and educational successes. Every
intervention is tracked on a patient, issue and
physician basis. All results are reported by an
aggregated sum, and on a cost per-memberper-month (PMPM) and cost per-patientper-month (PPPM) basis. While the financial
savings are proprietary, the pharmacy program
has saved several million dollars in drug spend,
provided a negative year-over-year trend on a
PMPM and on a PPPM basis, negative utilization trend, as well as increasing generic utilization to the mid-eightieth percentile.
The pharmacy program has produced benefits that are consistent with the medical home
concept; namely,
• Quality improvement on a patient-specific
and population basis through physician use
of the information to make changes in coordination of care, continuous improvement in
compliance and adherence, decreases in high
severity adverse drug reactions, decreases in
liver and kidney toxic dosing issues, etc.
• Information technology and communication
access are used liberally based on the results
of patient-specific screens and trending of
physician-specific performance
• The primary care physician that directs the

medical home is the focus of clinical,
utilization and quality communications
and monitoring allowing for directed
communications to be disseminated to
the rest of the multidisciplinary team
• The whole person concept is fostered
through formulary and clinical guideline
consistency through ambulatory, subacute and acute care hospital/discharge
coordination

What are the limitations of the
model or restrictions that limit it
transportability?
The model requires sufficient hardware and software support for screening
pharmacy claims, medical encounter data,
laboratory value data, enrollment files, and
supporting files. Standard pharmacy-related
software is insufficient for population-based
screening such that programmatic coding is
a necessity. Specialized programs were designed and coded to produce individual queries as well as artificial intelligence datasets
to screen across integrated datasets.
Another limitation to all medication
profiles is that they are limited to known
information. Lack of coding for herbals and
over-the-counter (OTC) medications is a
limitation with unknown impact. Further,
lack of information on PAP drugs, cash payment for so-called $4 generics, and medications purchased outside of the USA can
compromise analyses, although their impact
is hard to define and quantify.
Separate from the software issues, the
availability, currency and access to necessary
datasets is crucial. For the medical home,
it is necessary to obtain bridge files, and
updates, for patient-to-home and physicianto-home. Current data is critical to ensure
that physicians have information that is actionable — this includes current laboratory
values, referrals, and changes in physicians
providing care to the medical home.

What is the business case for this
model?
The managed care pharmacy model includes clinical, financial oversight, analyses,
reporting, and quality oversight. Clinical benefits are measured by patient, physician and
issue. As a result, the business case must be
anchored in a cost trend PMPM and PPPM.
Results over several years indicate a decrease
in adverse issues per-patient year over year
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for several years. Utilization has decreased
approximately 30% and PMPM cost has decreased almost 40% for current year-to-date.
The managed care pharmacy model is
based on a consulting fee for services rendered. The fee is fixed and has not varied for
several years. Any project work is additional
and based on a project fee or time-andmaterials basis.

Are there any legal, or regulatory
issues, or restrictions on the model?
The only applicable legal issue is HIPAA.
The analyses and communications included
in this model are covered under the administration component of HIPAA. All communications including patient-specific information must be protected and communicated
only to administrative or treating providers.
All summary reports must be sterilized for
any patient-specific information.

What are the future plans and
direction for this program?
In the short-term, the pharmacy program
is directed to improving oversight and man-

agement of oncology monitoring and therapy.
Physician communications will be expanded to
a larger pool of high utilization physicians, particularly those responsible for all of the medical
homes. We will also expand drug-laboratory
interventions, especially for therapeutic drug
levels for prior authorizations for seizure medications, and drug related hospital readmissions.
In the long-term the pharmacy program is
challenged by specialty biopharmaceuticals, especially to treat various cancers. The program
will have to target the appropriate use of the
specialty agents from both cost and utilization
vantage points as well as compliance with national guidelines. Also, drug dependency and
addictive behavior is a primary problem for a
subpopulation, such that consideration is being
given to expanding the program to behavioral
health patients and applicable therapies.
Further, care coordination remains a problem
when one provider does not know what another
provider is prescribing. This unfortunately also
happens in the medical home in spite of efforts
to improve communication. This is an emphasis
for future requirements that patients cannot go
outside of the medical home for services, including prescriptions.
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Collaborative Agreements:
Shaping Pharmacy Practice

By Nkeonye Emuh, PharmD and Davalyn Tidwell, PharmD, BCPS

What are Collaborative Agreements?

C

ollaborative agreements having been shaping pharmacy
practice for greater than thirty years, with evidence in the
literature dating to the early 1980’s.1 Early documented prac-

tices include aminoglycoside monitoring and dosing. Therapeutic drug
monitoring and dosing protocols by pharmacists are now common
practice in institutional settings.
drug therapy-related laboratory tests, administering drugs; and selecting, initiating, monitoring, continuing, and adjusting drug regimens.”
Protocol then is defined by ACCP as “a
written plan that delegates legal prescriptive
authority to pharmacist under designated circumstances. It serves to guide their conduct,
direct course of action, and delineate the
functions, procedures, and decision criteria
to be followed.”

The Permissive Language of the Law
The Business & Professions Code of the
California Pharmacy Law detail and dictate the
pharmacist’s scope of practice. Permitted pharmacist procedures are described under sections
4052.1 and 4052.2.2 While the articles do not
explicitly use the words collaborative practice
agreement, the pharmacist may “perform
procedures and functions in accordance with
the policies, procedures, or protocols.” Under
oversight usually by a physician, practice sites
include but are not limited to: licensed health
care facilities, free-standing clinics, health care
plans, and home health agencies.

(c)iStockphoto.com/skynesher

As defined by the American College of
Clinical Pharmacy (ACCP) collaborative
drug therapy management is a “collaborative practice agreement between one or
more physicians and pharmacists wherein
qualified pharmacists working within the
context of a defined protocol are permitted
to assume professional responsibility for
performing patient assessments; ordering

In order for the collaborative agreement to
be successful, ACCP has mentioned that the
following is necessary: collaborative practice
environment; access to patients and medical
records; education, training, knowledge, skills,
and ability; documentation of activities, and
quality assurance; and payment for services.
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It is important to note that pharmacists
participating in such activities have completed specialized training, or demonstrate clinical experience in direct patient care delivery.
Documentation of competency is becoming
more important to meet standards of practice
by certifying and accrediting bodies whether
it is the state board of pharmacy, California
Department of Health, or the Joint Commission. Appropriate record keeping and
regularly reviewed policies and protocols are
essential to maintain licensure, and to secure
and keep funding from payor sources.

Benefits of Collaborative Practice
The role of the pharmacist continues to
evolve from solely that of a dispensing role,
to one of medication manager. With the arrival of technological advancements in practice, automated dispensing and storage, robotics, barcoding, CPOE, electronic medical
records, and the mandates and incentives to
implement such practices; the pharmacist
will be further stepping into non-traditional
roles that will be defined by collaborative
practice agreements.
Collaborative agreements can be created
to target specific gaps or areas of needed
improvement in healthcare for example, a
model designed to reduce drug-related morbidity and mortality by identifying and preventing adverse drug reactions. Plans can be
designed to target at-risk populations such as
the growing aging population. (See Table 1.)
Other examples include hospitals utilizing
pharmacists to set best practice standards as
recognized by California Department Public
Health or the Joint Commission. A hospital

in Southern California utilizes a pharmacist
as part of an interdisciplinary team to improve outcomes of patients with heart failure, and reduce 30-day readmission rates.

Past, present, future
The history of collaborative practice
agreements in California includes legislation
as early as the 1970s that allowed pharmacists
to adjust drug dosage, order laboratory tests,
perform physical assessments, and administer drugs in the acute and intermediate care
settings. California, along with Washington
and Florida are responsible for shaping and
developing the early concept of collaborative
practice agreements which has led to over 40
states that have now expanded the role of the
pharmacist via collaborative practice agreements. Collaborative agreements have helped
characterize the expanded activities of the
pharmacist, but also redefined relationships
with other practitioners including physicians,
nurses, and nurse practitioners.
Today, collaborative practices have expanded to reach virtually all areas of pharmacy from the acute care practice setting to
the retail/community practice setting varying in degree of responsibility, but proving to
provide pharmaceutical care interventions,
implement quality therapeutic interventions,
as well as reap pharmacoeconomic benefits.
With the success pharmacists have collectively made in the profession utilizing collaborative practice, what does the future hold?
How are pharmacists to expand the current
practice to better improve patient out comes?
Answer: vertical integration health care.
With the mandates of health care reform

Table 1. Examples of Collaborative Practices in Various Settings
Community/Retail

Inpatient

Ambulatory

Specialty

Immunizations

4

4

4

4

Disease state Management

4

4

4

4

Emergency Contraception

4

Chemotherapy ADR
management

4

4

Medication Refill service

4

4

Methotrexate management

4

4
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it becomes increasingly important to think
about vertical integration where the pharmacist acts as a key contributor to the interdisciplinary team. Collaborative practices have
provided the framework and the structure for
the future roles of pharmacy. The pharmacist
having a defined role to play in patient care
goes beyond that of ensuring safe use of medications. The pharmacist is the medication
manager, and is involved in all steps from procurement, storage, dispensing, administration,
and outcomes. The goals in this advancing
practice are to improve patient safety, increase
patient satisfaction, improve patient outcomes,
and to effectively control or reduce expenditures. Renewed commitments to achieve
quality goals in healthcare and collaborative
practices will further define and expand the
role of the pharmacist for the future.
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care setting significantly improves patient
outcomes and reduces overall health care
costs.5 This article is intended to serve as a
fundamental guide to the implementation
of a pharmacy model of a PCMH.

(c)iStockphoto.com/pixdeluxe

The Role of the Pharmacist in a
PCMH

Step-by-Step Guide to

Implementing a
Medical Home Model
in Your Pharmacy
by Sam Ho, PharmD and Fang-Tzu Lin, PharmD

T

he concept of a Patient-Centered Medical Home (PCMH) has
been emphasized during the recent health care reform to improve the quality and safety of health care for patients.

The PCMH is an interdisciplinary model
of care that provides patient-centered, timely,
high-quality, and cost-effective health care.1, 2
A significant component of managing diseases and achieving positive clinical outcomes is
the appropriate use of medications. In 2007,
seventy-three percent of physician office vis-
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its involved medications.3 Of those visits, seventy-two percent had multiple drugs prescribed
to the patient. An estimated two and a half
percent of emergency visits in the United States
during 2004 to 2005 were attributed to adverse
drug events.4 Studies have shown that pharmacist-provided clinical services in the primary

As the medication expert within the
interdisciplinary team, a pharmacist is
able to improve the quality and safety of
medication management in a PCMH by
concentrating on the following core elements: 5, 6
1. Perform comprehensive medication
reviews and reconciliation of prescribed
and over-the-counter medications
2. Systematically identify, assess, resolve, monitor and minimize medicationrelated problems, including but not limited
to appropriate indication, efficacy, safety,
cost-effectiveness, and adherence patterns
3. Develop an individualized medication therapy plan with self-management
goals and comprehensive medication
education
4. Enhance patient access to medications and pharmacy services
5. Document and communicate the
therapeutic plan to the individual patient,
physicians, other healthcare professionals,
and when appropriate, the patient’s family
or advocate

Required Resources
The National Committee for Quality
Assurance (NCQA) developed nine standard core elements for a medical home
(Table 1).2 Electronic medical records
(EMRs) are essential in the PCMH model
in order to efficiently communicate and
track patient health information. Electronic health information systems allow
pharmacists, with patients’ consent, to
review current diagnosis, pertinent lab
results, treatment plans, progress notes,
hospital discharge summaries, referral
records, and medication refill histories.
Furthermore, with information technology support, EMRs and an e-prescribing
system can be integrated together for
pharmacists to efficiently communicate
with physicians and assess medication
outcomes.
www.cpha.com

Studies have shown that pharmacist-provided clinical
services in this primary care setting significantly improves
patient outcomes and reduces overall healthcare costs.
Table 1. Standard core elements
for a medical home by NCQA2
1. Access and Communication
2. Patient Tracking and Registry Functions
3. Care Management
4. Patient Self-Management Support
5. Electronic Prescribing
6. Test Tracking
7. Referral Tracking
8. Performance Reporting and
Improvement
9. Advanced Electronic Communication.
Collaborative protocols and agreements
are strongly recommended in order to
maximize the pharmacists’ role in a PCMH.
In the typical primary care setting, a physician delegates the authority to a pharmacist
under designated criteria to initiate, continue, modify, or discontinue medication
therapies. The pharmacist has the authority
to make appropriate referrals, order pertinent laboratory tests, and perform other
necessary functions to manage medication
therapy. Furthermore, several facilities have
pharmacist-driven disease state management (DSM) clinics to manage chronic diseases under such collaborative agreements.
Staffing and workflow are important
elements to consider before the implementation of a PCMH. For example, establishing a pharmacy model of a PCMH in the
Family Care Clinic, an outpatient clinic of
Riverside County Regional Medical Center
(RCRMC) with an average of 2500 patient
visits per month, will require at least one
full-time-equivalent (FTE) pharmacist and
one FTE clinical pharmacy technician separated from the outpatient pharmacy workflow. The pharmacy technician will assist
the pharmacist with any necessary tasks or
processes for medication management.
A doctor of pharmacy (PharmD) degree
and postgraduate residency training emphasizing ambulatory care services or comwww.cpha.com

munity practice are preferred for pharmacists
working in a PCMH model. Furthermore,
several specialty pharmacy training programs
exist for certain areas, such as anticoagulation
therapy, medication therapy management, immunization and pain management, to expand
clinical pharmacists’ competency.
Pharmacist-provided medication management services can be conducted in various
settings such as primary care offices, outpatient clinics, home visits, and community
pharmacy settings. The proposed model discussed in this document may be modified in
order to fit the particular practice setting.

Proposed Model
Figure 1 illustrates the proposed workflow
for a pharmacy model in a medical home. The
workflow starts with gathering patient information through the EMR prior to the actual
appointment. Once the patient arrives at the
clinic, medication reconciliation is performed
by the pharmacist for optimization of therapy. After the patient is seen by the physician,
prescriptions are electronically sent to the
pharmacy while the patient receives appropriate education and consultation by the pharmacist. Additionally, the patient is referred to
specific DSM clinics such as anticoagulation,
dyslipidemia, diabetes, and heart failure, as
needed. Pharmacists’ involvement in these
clinics have demonstrated tremendous cost
savings as well as positive patient outcomes.7,8
The patient is closely monitored and followed
for medication adherence, potential adverse
reactions, refills, and pertinent labs. Monthly
reports will be generated and analyzed to assess performance indicators, quality outcomes
and overall impact on patients.

Financial Impact
The value of clinical pharmacists’ services
has repeatedly demonstrated enhanced patient outcomes with concomitant reduction of
health care expenditures.7, 8 For example; the
pharmacist-driven heart-failure program at

RCRMC was able to reduce the 30-day patient readmission rate by approximately seven percent, translating to a projected cost
avoidance of greater than $1.5 million. The
integration of pharmacists into a PCMH
is expected to generate similar financial
impact by the provision of comprehensive
medication reviews and reconciliation, the
development of individualized medication
therapy plans, and the systematic identification, assessment, resolution, monitoring and
minimization of medication-related problems. These services translate to avoiding
unnecessary emergency department visits,
hospitalizations, specialist visits, and other
medical visits. Although the exact financial
impact may vary from facility to facility,
the return on investment through utilizing
pharmacists in medication therapy management is expected to be approximately from
4:1 to 12:1 as determined from landmark
pharmacist utilization projects.7, 8

Quality Assurance and Performance
Improvement
Improving quality of care is the key element in a PCMH model. Therefore, developing measurable indicators for quality of
care and performance is also a crucial step
in implementing the pharmacy model of a
PCMH. Some suggested measurable indicators of quality of care include the number
of medication safety issues identified and
resolved by the pharmacist, medication adherence improvement after the pharmacist’s
intervention, and the number of suboptimal
medication regimens identified and resolved
by the pharmacist. Also, clinical outcomes
of disease specific goals can be indicators
for performance; for example, the percentage of patients reaching hemoglobin A1C
goal after the pharmacist’s intervention
compared to the percentage of patients
reaching goal in a regular primary care setting without a clinical pharmacist involvement.
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Ongoing Needs and Concerns
The ongoing challenge to implementing
the pharmacy model of a PCMH is the reimbursement of pharmacy services. Whether pharmacy services should be billed under
physician’s services or separately still needs
to be determined and is not clearly outlined
in healthcare reform. The other concern of
pharmacy services in a PCMH model is the
liability of patient care. Under the collaborative agreement, the pharmacist is able to
practice as defined by the agreement. However, it is unclear who is liable in the event
of unexpected medical errors. Lastly, the
recognition of pharmacists’ clinical services
needs continuous advocates to enhance the
pharmacists’ role in the PCMH.

Conclusion
As the transformation of health care
delivery continues, pharmacists can play a
major role in innovative models. Medication management services and drug therapy
optimization, coinciding with the use of
electronic health records, allow pharmacists
to enhance the safe use of medications while
improving positive outcomes and reducing
overall health care costs. PCMH provides
a golden opportunity for pharmacists to
participate in a true interdisciplinary model
where care coordination and quality improvement are the keys to success.

Figure 1. Proposed workflow for a pharmacy model in a PCMH
Gather patient medication
history from EMR before the
appointment

Patient registers at clinic

Medication reconciliation

Patient seen by provider

Electronic prescribing to
pharmacy

Appropriate referrals

Comprehensive patient
education and consultation

Follow up & Monitoring:
1. EMR/chart review
2. Potential ADRs, toxicity, and efficacy
3. Medication adherence
4. Appropriate medication refills
5. Order pertinent labs

Pharmacist – driven disease state
management clinics:
1. Anticoagulation
2. Dyslipidemia
3. Diabetes
4. Heart Failure
5. MTM
6. Smoking cessation

Monthly reports:
1. Performance indicator
2. Statistics

Data analysis:
1. Outcomes
2. Impact to patients
3. Statistics
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CLINICAL PRACTICE CAPSULE

Influenza Update 2010-2011
by Chairat Supsin, PharmD and Karl Hess, PharmD

Seasonal Influenza1,2,3,4
• The flu season typically
starts as early as September or October and can
last until May or June.
Historically from 19761977 through 2008 2009 seasons, the peak
time of the year for
50% seasonal influenza
cases is February. By
this time, most people, if
not contraindicated to the
vaccine, should receive the
influenza vaccine. Children one
to three years of age are the most
common age-group to contract influenza; however, 90% of the an-
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nual mortality rate is attributed to those
65 years and older. The annual mortality
range in the United States is estimated to
be between 3,000 to 49,000 over the past
31 years.
• Influenza viruses can be spread by direct
and indirect modes. The direct mode
is through person-to-person, which is
spread by droplets from coughing, sneezing, or even talking. With indirect mode,
the flu can be contracted through touching contaminated inanimate objects and
then using that same hand to touch the
mouth, face, or eyes.

Seasonal Influenza Viruses 1,5.6,7,8
• Types of influenza viruses that can cause
seasonal influenza.
o Influenza A virus
		 n Most common at causing serious
			 epidemics.
n
Subtypes are based on the virus’
			 protein surface, hemagglutinin (H)
			 and neuraminidase (N).
n
There are 16 different hemagglutinin
			 subtypes and 9 neuraminidase 		
			 subtypes.
n
H1N1 and H3N2 are the most
			 common influenza A strains found
			 in humans.
n
Undergoes antigenic drift and
			 antigenic shift
			 • Antigenic drift is a small and
			 gradual change in the virus over
			 time that results in a new virus
			 strain.
		 • Antigenic shift is major and
			 sudden changes in the virus’
			 protein surface, hemagglutinin
			 or both hemagglutinin and 		
			 neuraminidase, that result in a
		 new influenza type A virus.

www.cpha.com

o Influenza B virus
n
Goes through only antigenic drift.
n
Mutates at a rate 2 to 3 times
			 slower than type A influenza and
			 consequently is less genetically 		
			 diverse, with only one influenza B
			 serotype and produces less severe
			 disease than type A influenza A.

H1N1-2009 Pandemic 1,8,9,10,11,12
Influenza A (H1N1)-2009, a novel
influenza viral strain, emerged globally
in the spring of 2009 where the first case
was discovered in a 10 year old patient in
California. On June 11, 2009, the World
Health Organization (WHO) declared an
H1N1 influenza pandemic and by June
19, cases were reported in all fifty states,
Puerto Rico, and the U.S. Virgin Islands.
H1N1-2009 caused widespread respiratory
infections among those that contracted the
virus. The Centers for Disease Control and
Prevention estimated that about 61 million people were infected with H1N1-2009
and about 12,470 deaths occurred between
April 2009 and April 2010. Recent clinical
data suggested that children and younger
adults were at greater risk for influenza
complications based on their lower antibody titers to this H1N1 virus. Individuals over 65 years of age were at lower risk
from complications due to pre-existing
immunity to past H1N1 viruses. However,
when individuals become infected with
H1N1-2009, regardless of their age, they
are more vulnerable to serious complications and deaths (see complications section
below).

Complications from Influenza 1
• Pneumonia (Streptococcus pneumoniae,
Haemophilus influenzae, Staphylococcus aureus)
• Exacerbations of chronic diseases
• Reye’s Syndrome
o Risk factors: < 18 years of age on
		 Aspirin
o Chronic NSAIDS users
o Viral infection

Advisory Committee on Immunization
Practices (ACIP): 2010-2011
Recommendations 1
According to the Advisory Committee on
Immunization Practices (ACIP), everyone six
months of age and older should receive an
influenza vaccine unless contraindicated to it.
The reason for this dramatic change is to help
remove any barriers individuals may have to
receiving the influenza vaccine as well as to

protect as many people possible from getting the flu.

2010-2011 Influenza Vaccine
Composition 1
•
•
•
•

A/California/7/2009 (H1N1)–like virus
A/Perth/16/2009 (H3N2)–like virus
B/Brisbane/60/2008-like virus
Each viral strain contributes 15ug to the
dose, total influenza dose is 45ug

Indications, Contraindications, and Dosing of Influenza Vaccines
Trivalent Influenza Vaccine (TIV)1
Indications

Contraindications

Dosing

6 months and
above

Severe allergy to chicken eggs
or any other component of the
vaccine*

6 to 35 months: 1 or 2 doses (0.25mL) IM*
3 to 8 years old: 1 or 2 doses (0.5mL) IM*
9 years and older: 1 dose (0.5mL) IM

Live Attenuated Influenza Vaccine (LAIV)13, 14
Indications

Contraindications

Dosing

2-49 years old,
healthy, and
non-pregnant

< 2 years old

2-8 years old:
1 or 2 doses*

≥ 50 years old
Pregnancy

9-49 years old:
1 dose

Concomitant aspirin therapy in
children and adolescents

Dosage:
0.2 mL/dose (0.1 mL per nostril)

Any chronic illness, including
immune suppression

Administration
1. Remove the rubber tip protector from the
syringe

Severe allergy to chicken eggs
or any other component of the
vaccine

2. Seat patient in an upright position, then
place the tip slightly inside the nostril
3. Depress plunger until the clip stops you
from going further
4. Repeat step 3 for other nostril

*Patients who are receiving an influenza vaccine for the first time or received only one dose of influenza vaccine during the 20092010 season, two doses of 2010-2011 influenza vaccine should be administered. The second doses should be administered at least
28 days from the first.1
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Influenza Update 2010-2011 (cont.)

TIV Products for the 2010-11 influenza season 1,15,16,17,18,19,20
Name

Manufacturer

Fluzone®

Sanofi Pasteur

> 6 months

Fluzone High-Dose®

Sanofi Pasteur

> 65 years old

Fluvirin®

Novartis

> 4 years old

of Pharmacy Practice and Administration and the
Director of the Community Pharmacy Residency
Training Program at Western University of Health
Sciences, College of Pharmacy. Dr. Hess is also the
section editor for the Clinical Practice Capsule for
the California Pharmacist Journal.

Fluarix®

GlaxoSmithKline

> 3 years old

References

Afluria®

CSL Biotherapies

> 9 years

Agriflu®

Novartis

> 18 years old

Route of Administration

Intramuscular (IM)

Indication

LAIV Products for the 2010-11 influenza season13,14
Product

Manufacturer

Route of Administration

Indication

Flumist

Medimmune

Intranasal

2 to 49 years old

®

Fluzone® High-Dose 1,15,20,21
Fluzone High Dose® (HD) is a new TIV
that contains 4 times the amount of antigen
(60 ug of antigen per virus strain (A/H1N1,
A/H3N2, and B) for a total of 180 mcg) versus standard-dose (SD) vaccine. HD is indicated for people 65 years of age and above unless contraindicated. Studies have shown that
individuals older than 65 years of age experience a lower immune response to standard flu
vaccines. A clinical study compared SD flu
vaccine with HD flu vaccine in individuals
between 65 to 97 years of age and showed a
higher immune response with HD vaccine.
The hemagglutination inhibition (HAI) geometric mean titer (GMT) ratios at 28 days was
1.7 (95% CI, 1.6–1.8) for A/H1N1, 1.8 (95%
CI, 1.7–2.0) for A/H3N2, and 1.3 (95% CI,
1.2–1.4). Despite the better HAI GMT with
the HD, the clinical effectiveness of the vaccine is currently unknown. Presently, there is
an ongoing study evaluating the effectiveness
of the HD flu vaccine, which should be completed in 2012. Until this time, the Centers for
Disease Control and Prevention will not indicate a preference for either SD or HD vaccine
in those ≥ 65 years of age,

New Information on Vaccinating
Patients with Egg Allergies 22,23 24
According to the American Academy of
Allergy, Asthma & Immunology (AAAAI),
individuals with egg allergies may be able to
receive an influenza vaccine.. New clinical
studies have shown that most individuals with
mild egg allergies have mild reactions and
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do not experience any serious adverse reactions
to influenza vaccine. Skin testing is also not
necessary per the AAAAI unless an individual
previously experienced a serious reaction to past
influenza vaccination. Those with severe egg
allergy should consult an allergist before getting
the flu vaccine.

Additional measures to prevent
influenza1,25
• Wash your hands often, preferably with
soap and water. Wash hands thoroughly
for at least 20 seconds especially between
fingers. If soap and water are not available,
use the hand sanitizer gel with at least 60%
alcohol content.
• Avoid touching eyes, nose, and mouth after
you have touched unanimated objects such
as a door knob or table.
• Cough and sneeze into your elbow in order
to contain the droplets from your mouth or
nose that may contain germs.
• If you have flu-like symptoms, avoid any
type of close contact with people.
• If you think you have the flu, stay home for 7
days after your symptoms began or until you
are fever-free for 24 hours (without the use
of fever reducing agent), which ever is longer.
• Get plenty of rest, keep hydrated, and manage your stress
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BUS INES S MODEL

A University Pharmacy’s
New Approach
to Community Healthcare
by Alexander Lee, DMD, Lance McNaughton, OD, PhD,
Rudolf Mireles, PharmD, Trena L. Rich, MSN, APRN, CIC, and Chairat Supsin, PharmD
Description of the Practice Model

W

estern University of Health Sciences mission is to train
future healthcare professionals on how to provide

With the University’s mission in mind,
licensed healthcare providers along with
students working on their doctoral degrees
in the fields of Pharmacy, Dentistry, Optometry, Podiatry, and Medicine, provide
this unique form of patient care.

comprehensive, compassionate, and caring service while

utilizing sound science in their daily practice. The new Patient Care
Center (PCC) was specifically constructed to deliver patient focused
integrative healthcare through a collaborative interprofessional
teaching approach.
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Resource requirements (staffing,
equipment, capital)
Because the PCC was a newly constructed building, the entire pharmacy needed to
be stocked. This included all the medications and over-the-counter (OTC) items
too. In order to ensure the pharmacy would
be able to meet the needs of the community,
www.cpha.com

the Pharmacist-In-Charge (PIC) met with
the individual healthcare providers and
attendant staff within the PCC. Together
their pharmaceutical needs were discussed,
including the various payer sources with
whom they would all be dealing. Information from these meetings was used to determine how to stock the pharmacy.
Initially, only one pharmacy technician
was needed and the PIC developed a rotation calendar for the faculty pharmacists.
When classes began this past fall, thirdand fourth-year pharmacy students were
assigned to the PCC Pharmacy as part of
their clinical training.

Description of successes both
anecdotal and measurable
The following vignettes show how an
interprofessional approach has led to successful outcomes for the patients coming
into the university’s pharmacy.
A young man recently diagnosed with
diabetes came in and stated he could not
afford the insulin and required supplies.
He had no health insurance and was barely
able to make ends meet. The pharmacist
on duty contacted the patient’s healthcare
provider located in the PCC to discuss
some supply options offered by some drug
companies. Together, they were able to
locate a program for which the patient was
qualified. Within thirty minutes, all the required forms were completed, signed, and
submitted to the drug company. Shortly
afterward, the company notified the pharmacy that the patient had been granted
a year’s worth of insulin and supplies, at
no charge. Pharmacy staff were able to
provide one-on-one education and training to this patient to ensure he understood
how to monitor his blood sugars, how to
draw up and administer his insulin and
how to record his blood sugar readings.
He was also taught signs and symptoms
that may indicate a potential problem and
when to contact his healthcare provider.
The patient was also encouraged to contact
the pharmacy if there were any questions
related to the monitoring and control of his
diabetes. This patient was recently seen in
our Family Medicine Center and was able
www.cpha.com

to show how he has been able to control his
blood sugars.
The Dental Center, has already been taking
advantage of the pharmacy to provide seamless care to patients. For example, a patient
diagnosed with moderate periodontal disease
received a detailed cleaning to remove several
years of heavy buildup. but a follow-up appointment was needed to perform an accurate
evaluation. Our hygienist used this opportunity to stress the importance of proper oral
hygiene and that, for him, twice daily brushing was not sufficient to combat the threat to
his teeth. The hygienist included instructions
on improving his oral hygiene by using a special toothbrush (to clean hard to reach places),
chlorohexidine mouth rinse(to reduce bacterial load), and high fluoride products (to reduce
sensitivity on exposed root surfaces). He was
informed that he could fill his prescriptions
and purchase the OTC products in the pharmacy. At his follow-up, he reported that his
teeth and gums felt much better.
In the future, as the inaugural dental
student class begins their clinical training at
the Dental Center , we plan to integrate the
pharmacy into our pre-surgical consultations.
Using the pharmacy as a resource for educating patients and students, shows that a team
approach can mitigate most complications.
The licensed optometrists and students
at the Eye Center provide a wide variety of
services, from pediatric through adult vision care to low vision and neuro optometric
rehabilitation. Because of their wide range of
services, the PIC met with the Optometrists
to establish the type and variety of prescription medications and OTC products that
would be available to those seen and treated
at the Eye Center. One day, an optometrist
was providing care to a patient with a history
of dry eye. She stated she had tried a few of
the OTC products with minimal, to no relief.
Due to the pre-planning that took place before the pharmacy opened, the Optometrist
was aware of what the pharmacy had available and walked next door to confer with the
pharmacist on the various OTC eye drops
available. Because of the variety of options,
the Pharmacist and Optometrist were able to
revise the patient’s treatment plan. The patient
was given a sample of an OTC product that

was available in the Eye Center and could
be purchased in the pharmacy. The patient
was advised to try the drops for a few days
to see if her symptoms were alleviated. At
her follow-up appointment, she told the Optometrist that her dry eye problem was well
controlled with this OTC product and that
her vision was much better.

Limitations of the model or
restrictions that limit its portability
At the time of the original planning and
design of the pharmacy, it was thought that
the size would be more than sufficient. Yet
what we have found is that as the Pharmacy
and other Center’s patient base continue to
grow, adding more pharmaceutical services
may not be feasible because of the significant restriction to space allocation within
the pharmacy itself. Where appropriate, the
PIC and his staff have done what they can
to accommodate many of these requests. .
Additionally, certain service expansions may
have a number of regulatory compliance
issues that would need to be investigated
before any form of expansion could even be
considered.

Business case if available (i.e.,
payment for services, who paid,
coding for services, ROI, etc.)
One of the goals for the PCC was, and is
to provide a “one-stop” healthcare experience for any patient seen within the facility;
therefore, the PIC submitted applications
to most of the third party payers utilized
within the PCC. In addition, the Pharmacy
Team is a key component in the business of
delivering comprehensive patient care. Their
active participation on PCC administrative
committees such as Pharmacy and Therapeutics and Quality/Performance Improvement, facilitate dynamic interactions among
the various healthcare disciplines. The outcomes of these committees have led to more
customized therapeutic treatment options
being offered to our patients.

Any legal or regulatory issues or
restrictions on the model
Currently, the only regulatory issue we
have encountered deals with the moratorium
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A University Pharmacy's New Approach to Community Healthcare (cont.)

on opening new pharmacies within Los Angeles County. Because of this, the pharmacy
is unable to assist patients whose only payer
source is Medi-Cal.

Future Plans
The Pharmacy at the PCC has already
become an integral part of the university
and the surrounding community. It is also a
shining example of how our students, staff,
and faculty are able to fulfill the university’s
Interprofessional Healthcare mission while
actively demonstrating the core values of
humanism, science, and caring with every
type of patient encounter. Interprofessional
collaboration is life changing for many of
our patients, but it is also key to the successful healthcare delivery by our students who
are training to be the healthcare providers
of tomorrow.
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BUS IN ES S MODEL

Riverside County
Community/
School-Based
Clinic
by Alex Wu, PharmD and
Edward Yen, 2011 PharmD Candidate

Description of the practice model

T

he Community/School Based Clinic (CBC) is a mobile clinic
designed to make healthcare more accessible to the medically
indigent population of Riverside County, CA. The county has

an estimated 240,000 people that are living without health insurance.
By the time some of these people finally seek medical attention, it is
usually at the emergency department (ED) of a public hospital.

medical team involved with CBC to different locations throughout the county on different days of the week to provide primary
care, preventative care and comprehensive
medication consultations free of charge to
the patient. This service is made possible
by utilizing the knowledge and skill set of a
clinical pharmacist. The pharmacist is able
to collaborate with the nurse practitioners
to determine appropriate treatment options
in terms of efficacy as well as cost effectiveness.

Resource requirements
The effort to reach out to patients in the
community is intended to introduce the services that are available to these patients with
the hopes that they will continue their care
in the clinics at Riverside County Regional
Medical Center (RCRMC) in the future. The
mobile clinic acts as the first step towards
developing an important patient-provider
relationship that could help the residents
www.cpha.com

of the county improve their health and the
hospital reduce ED visits and hospital admissions. With universal healthcare in the
horizon, public hospitals must take measures
to hold onto the patient population. Patients
may choose to receive care elsewhere if they
are not used to receiving satisfactory care
and service at the county facility. RCRMC
improves patient satisfaction by sending the

A room where a temporary clinic can be
set up is provided by community centers or
schools. An office assistant and two health
service assistants gather necessary information from the patient. In the Riverside
vicinity, these assistants are preferred to be
Spanish speakers to better serve the largest
group of patients that seek clinic services.
A licensed vocational nurse or registered
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Riverside County Community/School-Based Clinic (cont.)

nurse takes patient vitals and administer
any necessary immunizations. Depending
on the needs of the site, up to three nurse
practitioners are available to assess the patients behind a screen for confidentiality.
The nurse practitioners work in conjunction
with the clinical pharmacist, who provides
medication management services, to decide
on a therapy that is both efficacious and
cost-efficient. For example, after the nurse
practitioner is done interviewing the patient, they will present the patient briefly to
the pharmacist to initiate a discussion about
treatment options and arrive at a consensus
for what is the best option for the patient
which can include increasing a dose, changing or discontinuing a medication or trying
an alternative treatment.
To each site the pharmacist brings a cart
of the most commonly used medications
along with vials and labels to instantly dispense medications to the patients after reviewing the chart for appropriate indication,
contraindications, and allergies. The patient
receives a discharge consultation for every
medication given to ensure that the patient
understands the use, side effects and how
to manage their regimen. If an unavailable
medication is deemed necessary, the patient
is given a prescription that is reviewed by
the pharmacist to ensure appropriateness.
The pharmacist is the source of drug information to the medical team as well as the
patients. An example of the type of education that the pharmacist provides is the
proper use of inhalers and peak flow meters
to asthmatic patients.

Description of successes - both
anecdotal and measurable
The pharmacist documents the performance indicators to show the productivity
of this clinic. Each intervention is recorded
into a database to keep track of the amount
of patients that are seen by CBC and whether
each patient was dispensed a medication or
given a written prescription. Follow-up phone
calls to patients are made by the CBC clinical
pharmacist to help identify whether the drug
therapy has been improving their condition
and encourages a follow up visit in the clinic
if there are any unresolved issues. Patients
are educated on how to apply for patient assistance programs provided by the county
and, if necessary, given an appointment to
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be seen back at the hospital clinic for follow up.
Through this process, patient’s gain a source of
primary care that they did not previously know
how to seek. Currently, the clinical pharmacist
records the percentage of patients that make a
follow-up appointment at the Family Care Clinic
at RCRMC and actually show up. Approximately
30% of those appointments are kept.
Below is a snap shot of some of the data
that has been collected. Clearly, as the public
becomes more aware of our services, the numbers will continue to increase and the financial
impact may be extrapolated.

Summary of Clinic Data

April

May

June

July

Aug

Sept

Total

Patient Encounters

102

112

131

153

179

210

890

Medications Dispensed

58

17

44

45

68

132

364

Prescriptions Written

47

39

24

32

30

68

240

Immunizations Given

19

37

51

89

123

115

434

Limitations of the model or restrictions
that limit its portability
This model would be limited to a location
where the medically indigent population is
large and public hospitals are serving as safety
net facilities. The efforts of the mobile clinic
bring patients in to apply for medical assistance
programs as well as receive care for chronic
disease states before the patients require acute
care. Another limitation to such a model is the
lack of accessibility to lab results. Patients typically do not have the desire to spend money on
getting lab work done so decisions for medication therapy must be made accordingly. For
example, a patient with uncontrolled diabetes
may not receive the typical first line therapy
of metformin if even the slightest suspicion
of renal dysfunction is present. Another barrier to greater success of the program is based
on the patient population that typically takes
advantage of the mobile clinic. A low rate of
patient’s keeping their follow-up appointments
may be due to external barriers including lack
of transportation, inability to take time out of
their schedule to go to the hospital, or it could
be a delay in the application process for medical assistance in county programs and the fear
that they will receive a bill. An understanding
of these issues can help us build programs to
address those needs in the future.

Business case if available
Currently, the CBC is in the infant stages
of the overall mission. The transition to a
full length RV is under development to become a fully functional “mobile clinic” in every sense and the reliance on an actual physical site will be eliminated. Once universal
health care is active, the mobile clinic would
have the ability to bill for its medical services
and the medications provided to patients
who have health insurance. At this stage,
the clinic is creating awareness and building
relationships with the residents of Riverside
County to capture their loyalty and trust in
the county health care system. The value of
good will created will not be realized on a
balance sheet at this particular stage.

Any legal, or regulatory issues, or
restrictions on the model
A legal obstacle that was encountered
during the initial stages of the CBC was
obtaining contracts with clinic sites to allow
for use of their facilities. Specific language
had to be drawn up to describe what the
clinical staff was there to accomplish, what
the clinic promises to provide, and what the
clinic does not promise to provide. Another
legal concern was to clarify all the proper
licensures necessary for the clinic to operate.
Since the services are not billed, the initial
www.cpha.com

Riverside County Community/School-Based Clinic (cont.)

This service is made possible by utilizing the knowledge
and skill set of a clinical pharmacist.
CBC model did not have to specifically comply with any CMS/Medi-Cal regulations but
once universal healthcare arrives then it will
bring up potential topics of concern involving defining liabilities of a mobile clinic.

Future plans and direction
A Mobile Health Clinic RV has been
approved and it will be fully licensed as a
primary care site allowing for services to be
billed. The floor plan of the RV will include
two patient exam rooms, a pharmacy area,
and a registration area with a waiting room
and bathroom. The RV will be equipped
with state of the art technology to allow
for the mobile clinic to emulate an on-site
clinic. This RV will permit the mobile clinic
to provide primary care anywhere without
having contract issues regarding use of facilities. The availability of this RV will allow

www.cpha.com

for the team to serve rural areas further away
from RCRMC that may have patients in even
more need than those that can make it to the
current facilities. The development of the
CBC provides a means for the expansion and
recognition of the role of the pharmacist into
primary care that was not previously prevalent
and shows that the pharmacist role expands
beyond that of dispensing. Clearly, the pharmacist can play a significant role in helping to
determine the most appropriate treatment for
the patient and play a greater role in patient
outcomes. This collaborative environment
that relies heavily on the pharmacist’s medication expertise is a model that demonstrates
many aspects of a pharmacist’s clinical value
and versatility. As the need for primary care
continues to grow, and the focus shifts to the
medical home concept, pharmacists are in a
prime position to fill a value proposition that

patients are constantly looking for when
seeking quality health care.
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on the lighter side

Pharmacist’s Manual–Chapter III

Relationships…
Doctors and Other Strangers
by Barry Pascal, PharmD
Humorist, Satirist, and All-Around Nice Guy

P

harmacists will encounter many different types of relationships
during their professional careers. In the Ethics Introduction of
this manual, the two basic categories — appropriate and inap-

propriate — are addressed.

The three basic pharmacy relationship groups — good, bad and annoying — are discussed in the
General Business and Profession section. Chapter III goes into greater detail and will outline the relationships pharmacists will encounter in their professional careers. All relationships will be discussed in
the context of four major intensity groups – simple (or expected), casual, close, and friend.
Rules - Before we discuss specific relationships, we must first discuss some basic rules of pharmacy
practice, etiquette and encounters.
1. Smile — you can always “hear a smile” on the phone. Also, when your supervisor or patients see you
on the phone smiling they think you are doing something good.
2. Neglect (on hold) — “I’ll be right with you,” is overused and is immediately perceived as annoying
to the recipient. Say something like, “I am sorry that I have to put you on hold but I am swamped
and there are 25 calls ahead of you. Can I call you back or can you solve it yourself?” Another
technique you might try is, “I can’t talk and count at the same time. Will you please call back
when I am not so busy? Thanks.”
3. Ignore — different from Neglect (put on hold over the phone or in person). Ignore is
when one doesn’t even answer the phone or when one walks by a patient
at the counter and does not acknowledge them. A caller won’t feel ignored
if when the phone rings you pick it up and lay it on the counter and don’t
say anything.
4. Project — infuse your style and public persona with care, concern,
and competence. Then, after your pharmacy career is over you can go
into politics.
5. Nobody cares about you — keep your personal stuff to yourself. When a patient tells you his problems don’t counter with, “If you think that’s bad, wait until you hear what’s
wrong with me.”
Relationships - In this chapter we will discuss and review the relationships encountered by the
everyday practicing professional, regardless of practice setting. As outlined above there are two basic
subdivisions:
1. Inappropriate Relationships — see the Ethics section for an in-depth discussion. See the “How to Get
Out of Jail” subsection for some added thoughts.
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2. Appropriate Relationships — In this subdivision we discuss the development and consequences of the practicing pharmacist’s relationships. There are basically three: professionals, associates and patients.
A) Professional Relationships — in the course of professional activity (has nothing to do with the world’s
oldest profession), there are three basic types – doctors, nurses, others.
A1) Professional Relationships — Doctors: generally, this is the third
most important relationship a pharmacist can have or develop –
spouse, supervisor, doctor. The order is disputed however. If you
ask a physician you will get an entirely different sequence of impotence, excuse me, I mean importance. [Since my wife will edit this
section of the manual I will go with this sequence.]
Discussion of Doctor Relationships - There are four major intensity groups of practicing pharmacy relationships — simple (or expected),
casual, close, and friend. You might think of this as a discussion of dating without the sex.
In the simple relationship a pharmacist acts like a pharmacist
whether in person or on the telephone. Simply put, the pharmacist
acts and behaves as expected by others, especially physicians. Without
physicians there would be no pharmacy. Pharmacy needs prescribers to
prescribe so that pharmacists can dispense. Therefore, it behooves the
pharmacist to be as professional and as accurate as humanly possible.
When a pharmacist cannot be accurate he or she should just make up
an answer or guess. But if a pharmacist guesses he or she should make
sure that they tell the other party or physician it is just a guess. The more
guesses you get right, the more confidence you will instill and a more
intense relationship will develop. Some responses might be, “I am 50%
sure that the dose you prescribed won’t kill the patient.”
Simple relationships in practice are basically behaving professionally
and acting as expected. “Hello doctor. 10mg is the correct dose but it is
completely out of stock… everywhere.”
The casual relationship is a simple relationship (see above) that
develops over time. The pharmacist, who is usually still professional,
acts as expected but both the pharmacist and the physician have spoken
before and usually know each other’s name. It is not a complex relationship, but it is more than a stranger talking to a stranger. Most pharmacists like to keep their professional relationships on this level. It is
simple, easy, professional, and does not involve gift giving.
The close relationship is the most complex, mainly because it is
a transitional relationship — more than simple and not quite friend.
This is the relationship that causes the most problems and many times
both parties get into the most trouble with this union. Physicians will
think they can come into the pharmacy department and walk behind
the counter and take pills off the shelf and put them into their pocket if
they want to. Pharmacists tell new patients that all they have to do is call
up the doctor in question and he will phone in a prescription without a
visit. You get the idea — overstepping boundaries.
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Assuming it is handled correctly, a close relationship is usually
successful for both parties. Physicians know what to expect when
they call in or send a patient into the pharmacy. The pharmacist usually gets special phone treatment from office nurses as well as doctors. And the discussions are usually in greater depth and without
fear. Both pharmacist and physician can ask and talk about more
complex professional and/or personal issues, such as drugs, patients,
smock colors, etc.
In the close relationship, the parties are usually on first-name basis or almost on first-name basis, and both parties almost always have
and share common interests. “Hello, Jane, I am going to give you a
script over the phone for my mother’s next door neighbor’s visiting
niece’s middle daughter who has the clap. She is a USC cheerleader
and you know we have to take care of USC.”
In the friend relationship the parties have become friends. They
do more than share common interests — they may even go places
together sometimes with their families. And most importantly, they
trust each other. They can discuss personal issues as well as professional issues. They can even argue with each other. For business, this
relationship is the best because both the physician and the pharmacist want the other to succeed and do well, so they try to promote
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Relationships… Doctors and Other Strangers (cont.)

each other. In this relationship, both parties enjoy being with, talking
to, and talking about the other party. This is sometimes called the
“Professional Love Relationship.”
Little telephone time is taken up “with business” and a lot of time
is taken up with other stuff. “Hey Bob, did that foxy patient I told
you about come into the pharmacy? I told her to ask for you. Did she
say she liked me or would go on the Pfizer VV trip (Vegas & Viagra)
in May? I almost forgot, give little Johnny Wilcox a course of athlete’s
foot cream — you pick it out and dose it.”
In summary, a pharmacist must always be professional and must
always do the right thing. But it doesn’t hurt to have fun and be
friendly at the same time.
Historical Note: The term “Pharmacist” was coined by apothecary I.M.Init-Forthedough in New Amsterdam in 1796. It was a
contraction of “pharmacy assists the doctor.” In the early period of
our country’s history physicians were spending a lot of time learning
how to bill patients. They did not have enough time to learn or know
anything about medicine and they didn’t care about the drugs since
they couldn’t figure out how to make a profit from them. In addition
they were afraid apothecaries would take over the prescribing end
of medicine since they already knew how to bill patients for goods
and services. So they formed an exclusive group, later known as the
American Medical Association, to go to a shy and introverted Dutch
apothecary, Init-Forthedough, and asked him to sell their drugs for
them. They figured they would make more money telling patients
what to take than actually giving it to them. Also they could see more
patients if they didn’t have to do any physical work like counting out
pills. In addition, they also asked the shy apothecary to write out a
“script” of what they should say when the patient asked, “How or
where do I get this stuff?”
A2) Professional Relationships — Nurses (including physicians
assistants) — are usually more important than the physician.
They handle the traffic flow and all the patient questions. They
also like to talk to pharmacists on the phone because they can
sit down and rest their feet. Pharmacists should try to establish
as many close and friend relationships as possible with nurses.
Pharmacists will save a lot of time waiting for new prescriptions and refill callbacks.
A3) Professional Relationships — Others — many practice settings deal with other than nurses and physicians. See discussion
under professional relationships.
B) Associate Relationships — defined as everyone else associated
with your everyday pharmacy practice that are not licensed
prescribers or patients. These include associates, employees,
pharmacist colleagues, pharmacist co-workers, etc. As a rule,
the more of this group that you work with like you, the easier
your job will be. If you are a jerk and can’t get along with anyone, then just do the best you can. Remember, if you are a jerk
you are still a pharmacist — always say thank you and be polite
when stabbing someone in the back. In addition, it would be
nice if you would also say something like, “Hey, I may be a twit
but it’s not pharmacy’s fault.” Feel free to use your own words.
C) Patient (or customer) Relationships— the ultimate result of
the pharmacist’s activity is for the benefit of patients. Develop
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a positive and nurturing persona. Many patients do not feel
well when talking to pharmacists. However, there is one patient class that should be cultivated — hypochondriacs (HCs).
They love pharmacists, are very polite and are never insulting,
arrogant or belligerent. Try to find your HC population and
promote it. Offer “Take it if you don’t need it” coupons. Run
“Bring another one in like you” promotions. And always give
discounts for add-on conditions. “Mrs. Smith, this medicine is
for your diabetes, but I will give you a discount if you also get
migraines next month.”
Conclusion — Relationships are important in our everyday
practice activities. This chapter was designed to help you improve
your involvement with those who interact with you. Please see chapter IV, Drugs You Can Take To Improve Your Dull Personality, for
additional ideas on how to generate positive interactions.
Disclaimer – Although this article contains considerable intellectual
material and looks factual, extensive exaggeration and liberties have been
taken with people, historical events, conversations, and concepts. This article
was inspired by the current discourse in Congress and uses many of the same
misstatement and misquotation techniques used by both political parties. It is
obvious why the CPhA will not endorse any of the views presented or vouch
for the validity of anything in the article. In addition, this article involved no
research, fact checking, or peer review and doesn’t even accurately represent
the opinions of the author. Once again, this article, although very interesting
and appearing to be accurate, is anything but and any similarity to the truth
is purely accidental.

Reader Comments
“Barry, I have quite a different description of the friend relationship,” dancer and other things, Gypsy Rose Lee
“Barry, there are other types of relationships you might want to
consider,“ former intern, Monica Lewinsky
“Pascal, drugs are made to be sold, who cares how,” pharmacist
and drugstore owner Charles Walgreen
“Dr. Pascal, if you have lots of money you don’t have to worry
about relationships, “ Microsoft founder, Bill Gates.
“Barry, it looks like you might need me, please call,” assistedsuicide advocate, Dr. Jack Kevorkian

About the Author
Respected and loved pharmacist Barry Pascal owned Northridge
Pharmacy for 32 years and is now retired. He was the Honorary Mayor
of Northridge from 2003 to 2005 and the Honorary Sheriff from 2005
to 2008. As with any politician he still has his hand out. He asked that
all contributions to the “Make Pascal Happier” campaign be sent to the
CPhA in care of the Pascal HC Fund. Pascal has written seven comedy
books, and, in addition to this journal series, writes a humorous monthly
newspaper column. His wife, Shirley, still finds him humorous but usually
at the wrong times.
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Initiating Dialysis
Early And Late Study
by Uzoamaka Enwerem, 2011 PharmD Candidate
Introduction:

G

uidelines from national and international expert panels
recommend initiating dialysis when glomerular filtration rates
(GFR) fall between the 10 to 15 milliliters per minute range.

These GFR rates are relatively high compared to clinical practice before
these guidelines were established. However these recommendations are
not based on Randomized Controlled Trials (RCT) as there have been
none prior to the Initiating Dialysis Early And Late (IDEAL) study.

The IDEAL study is a prospective multicenter controlled trial using minimization
as an allocation method, with the primary
objective of determining whether early initiation of dialysis reduces mortality from
any cause in patients with stage V Chronic
Kidney Disease (CKD). The secondary objectives were to determine if early initiation
of dialysis is associated with a reduction in
cardiovascular and infectious events and also
in complications of dialysis.
824 patients from different centers in
Australia and New Zealand were assigned
into 2 study groups using minimization to
evenly distribute patients with diabetes; early
start group (404 patients) where dialysis was
initiated when estimated GFR was between
10 to 14 milliliters/min and the late start
group (424 patients) where patients continued to receive medical care until the estimated GFR was between 5 to 7 milliliters per
minute at which point dialysis was initiated.

Element

Criteria

Comments

Study Design
Assessment

Is the design appropriate to the research question? Is the
research question useful?

Threat: A double blinded experiment is the ideal, however
it was not possible in this study due to the nature of the
intervention; both patients and treating physicians were unblinded.



Internal Validity
Assessment

For efficacy, use of experimental study design (meaning
study subjects and others were not allowed choice in determining
interventions)



Clinically significant area for study (morbidity, mortality,
symptom relief, functioning and health-related quality of life)
and reasonable definitions for clinical outcome such as
response, treatment success or failure



If composite endpoints used, reasonable combination used ―
and used for safety if used for efficacy

Can bias, confounding or chance explain the study results?


Ensure prespecified and appropriate 1) research questions,
2) populations to analyze, 3) outcomes, 4) group assignment
methods, 5) study conduct methods, 6) analysis methods, and 7)
level for statistical significance

Threat: Time to initiate dialysis was pre-specified for both
study groups. However treating physicians could choose
when to initiate dialysis based on their clinical judgment
regardless of study group assignment.

Comment: Some of the pre-specified secondary outcomes
were not reported including nutritional status and
echocardiographic findings, thus making it impossible
to determine if study results could be attributed to these
unreported outcomes. Also authors did not give detailed
results of the trial-based economic evaluation.
Threat: Medical care received by patients in both study groups
was not standardized. Although recommendations were made,
management of anemia, diet hyperphosphatemia and HTN was
up to treating physician’s judgment and patient compliance.
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Initiating Dialysis Early And Late Study (cont.)

Selection Bias

Performance
Bias



Groups are appropriate for study, of appropriate size,
concurrent and similar in prognostic variables



Methods for generating the group assignment sequence are truly
random, sequencing avoids potential for anyone affecting
assignment to a study arm and randomization remains intact



Concealment of allocation strategies are employed to prevent
anyone affecting assignment to a study arm



Double-blinding methods employed (i.e., subject and all
working with the subject or subject’s data) and achieved



Reasonable intervention and reasonable comparator used
(e.g., placebo)



No bias or difference, except for what is under study,
between groups during course of study (e.g., intervention design
and execution, co-interventions, concomitant medication use,
adherence, inappropriate exposure or migration, cross-over
threats, protocol deviations, measurement methods, study
duration, etc.)

Comment: Minimization was used to evenly distribute
participants with diabetes into both study groups. Although
minimization is not true randomization it is considered to be
an effective allocation method.
Threat: Concealment of allocation strategies were not made
known.

Threat: Co-interventions varied between study groups. For
instance the method of dialysis and regimen prescribed
were ultimately based on the choice of treating physician
and patients. Also frequency of visits in both groups is not
mentioned by authors. This may suggest a difference in the
care experience.
Threat: Study was not double-blinded.
Threat: Protocol deviations led to a high cross-over rate
between study groups. 18.6% of participants in the early
start group started dialysis with an estimated GFR of less than
10ml/min while 75.9% in the late start group had dialysis
initiated when the estimated GFR was more than 7ml/min.
Threat: Authors report no difference in medication use between
both study groups. However this is based on medication class
and not on specific medications within each class. In addition,
authors do not comment on differences in dosing regimens and
medication compliance between both study groups.

Attrition Bias



Zero or minimal missing data points or loss from
randomization (e.g., approximately 5% with differential loss, or
approximately 10% without differential loss) unless good ITT
analysis (see ITT below)

Comment: The results do not account for patients lost to
follow up.
Threat: Over 10% missing data points with 5% differential loss



Assessors are blinded

Comment: Assessors were blinded



Low likelihood of findings due to chance, false positive
and false negative outcomes (judgment call on statistical
significance, including confidence intervals)



Non-significant findings are reported, but the confidence
intervals include clinically meaningful differences

Threat: Although the hazard ratio for the risk of death
between early and late start groups was statistically
insignificant the lower boundary of the confidence interval
shows (17% less mortality) that there maybe a clinically
meaningful difference between both groups



Intention-to-Treat Analysis (ITT) performed (all people
are analyzed as randomized + reasonable method for imputing
missing values which puts the intervention through a challenging
trial or reasonable sensitivity analysis)



Use of modeling only with use of reasonable assumptions

Usefulness
Assessment



Clinically significant area + sufficient benefit size =
meaningful clinical benefit (consider efficacy vs effectiveness)

As a result of the high cross-over rate and lack of standardized
medical care in both study groups, it is impossible to ascertain
if results of this study have any clinical benefit.

External Validity

How likely are research results to be realized in the real world
considering population and circumstances for care?

Threat: Whilst study participants may be a true
representation of the CKD population in Australasia, this may
not be the case in other regions of the world. For instance in
the USA African Americans and Hispanics are 4 and 2 times
more likely respectively than Caucasians to have CKD, but are
not included in this study. Also excluding patients recently
diagnosed with cancer and those scheduled to receive kidney
transplants reduces the external validity since these groups
of patients also make up part of the CKD population.

Assessment Bias



Review n, inclusions, exclusions, baseline characteristics and
intervention methods. This is a judgment call.
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Threat: True ITT analysis was not performed. Sensitivity
analysis was conducted for patients whose data were
censored as a result of undergoing kidney transplantation.
However sensitivity analysis did not include patients who
were lost to follow up.
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Initiating Dialysis Early And Late Study (cont.)

Patient
Perspective



Consider benefits, harms, risks, costs, uncertainties, alternatives,
applicability to which patients, adherence issues, potential for
abuse, dependency issues and patient satisfaction

Dialysis may help to prolong the lives of patients with ESRD;
however both methods of dialysis come at some costs
to patients. For example hemodialysis requires dietary
restrictions and peritoneal dialysis is associated with weight
gain. Both methods are associated with a high pill burden
and require some time commitment . Late start dialysis,
relative to early start, gives patients the opportunity to delay
these inconveniences.

Provider
Perspective



Satisfaction, acceptability, likely appropriate application and
actionability (e.g., FDA approval, affordability, external relevance,
circumstances of care, able to apply, tools available)

All treatments used are FDA approved. The American Society
of Nephrology recommends initiating dialysis based on not
just estimated GFR but also on other clinical markers like
uremia and fluid overload. These markers in combination
with GFR paint a better picture of kidney function than the
GFR alone. As a result of this physicians may be reluctant to
initiate dialysis based on just the estimated GFR.

*Chart taken from the Delfini Group,LLC. Short Critical Appraisal Checklist: Updated 02/19/08
Use of this tool implies agreement to the legal terms and conditions at www.delfini.org. © Delfini Group, LLC, 2006-2008. All Rights Reserved World Wide.

Results:
The median time from randomization to
initiation of dialysis was 1.80 months (95%
CI, 1.60 to 2.23) in the early start group and
7.40 months (95% CI 6.23 to 8.27) in the
late start group. The mean estimated GFR
at start of dialysis was 12ml/min in the early
start group compared to 9.8ml/min in the
late start group. 18.6% of patients in the
early start started dialysis when GFR was
less than 10ml/min while 75.9% of patients
in the late start group started dialysis when
GFR was more than 7ml/min.
During a median follow up period of
3.59 years, 152 of 404 patients in the early
start group (37.6%) and 155 of 424 patients
in the late start group died (36.6%). There
was no significant difference in survival
between patients in the early start group
and patients in the late start group Hazard
ratio with early initiation was 1.04; 95%
CI 0.83 to 1.30; p=0.75. The authors also
found that cardiovascular and infectious
events and treatment associated complications were not affected by the timing of
dialysis. Hazard ratio with early start for
composite cardiovascular events and composite infectious events respectively are
1.23 (95% CI 0.97 to 1.56 p=0.09) and 0.87
(95% CI 0.70 to 1.08 p=0.20). In addition,
no significant difference was observed
between the two groups in quality of life
as measured by the Assessment Quality of
Life Instrument.
The authors conclude that their results
show that “…..with careful clinical management dialysis can be delayed until either
the GFR drops below 7ml/min or more
www.cpha.com

traditional clinical indications for the initiation of dialysis are present.”

Reviewers Conclusion:
Several factors contribute to make the
results and conclusions of the IDEAL study
questionable. A major flaw was that treating
physicians were not only allowed to choose
what method of dialysis to use, they were also
allowed to choose when dialysis was initiated
for participants regardless of group assignment, thus reducing the IDEAL study from
an experimental to an observational study.
These protocol deviations led to a high rate of
cross-over with as much as 75% of patients in
the late start group starting dialysis when estimated GFR was above 7 milliliters per minute.
Equally troubling is the lack of uniform medical treatment in both study groups. Treating
physicians were advised to instruct participants
on proper diet and to manage complications
of CKD based on contemporary guidelines.
However, the final treatment choice was left to
the clinical judgment of the provider.
These flaws make the conclusions of the
IDEAL study invalid since there are other
variables apart from start time of dialysis that
could have affected both primary and secondary outcomes.
Overall Grade: U

About the Author & Guest Editor
Uzoamaka Enwerem is a 2011 PharmD
candidate at the USC School of pharmacy. She is
a member of the Student National Pharmaceutical
Association and the Skull and Mortar service
organization
Dr. Michael E. Stuart and Sheri A. Strite of

Delfini Group are experts at systematic literature
reviews. The chart template is adapted from “Delfini
Group, LLC. Short Critical Appraisal Checklist: U
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Another Remington Honor Medal for California!

Paul Lofholm
Receives Pharmacy’s Highest
Honor from APhA
by Cathi Lord

P

aul W. Lofholm, PharmD, President
of Ross Valley Pharmacy in Larkspur,
California has been named as the

recipient of the 2011 Remington Honor
Medal, the highest honor bestowed by the
American Pharmacists Association (APhA).
He was selected in recognition of his
life-long work in continuing education,
advancement of pharmacy practice
and support of student pharmacist
programs.

Dr. Lofholm is the sign of a growing
trend of excellence here in California as his
Remington Honor Medal makes him the
fourth pharmacist from California to receive
this prestigious award in the last ten years.
Dr. Mary Anne Koda-Kimble, Dean of the
UCSF School of Pharmacy received the
honor in 2010, Dr. Robert Gibson in 2006,
and Dr. Richard Penna in 2002.
CPhA contacted Dr. Lofholm immediately following the announcement of the
award to get his reaction, and also to learn
more about what has driven his professional
involvement at such an elite level.
46 California Pharmacist
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Q

What was your first reaction when you learned
that you had been given the
Remington Honor Medal
Award for 2011?
“I was very honored by
the APhA Committee
Left to right: Nicole Lofholm-Clausen, Erik Clausen, Paul Lofholm, Rebecca Lofholm and Brigette Lofholm
and past presidents’ selection
me of what every pharmacist should be, but few are able to become.
to join such an elite group of America’s pharmacists. I had sat on the
He is the kind of dedicated and creative practitioner that every stuSelection Committee in the past [representing ACA] and I knew the
dent should emulate.” He specifically addresses his devotion to the
process, the caliber of the applicants, and how complete the selection
profession and to the care of patients throughout every step of his
process was. Those who have come before me have been agents of
career. In addition, he notes that Dr. Lofholm has been precepting
change and game changers.”
students for four decades, and is the most “senior and cherished
member of UCSF’s volunteer clinical faculty members.”
What is it like to be inducted into the company of so many
Lofholm is such a firm believer in the pharmacy profession, that
great pharmacists before you?
he has encouraged the career choice within his own family. Four of
“I have been in APhA for 45 years now. I had the privilege to
his immediate family members are practicing pharmacists, includknow many of these award recipients personally and I had read
ing his wife Rebecca Lofholm who owns and operates Golden Gate
about those who came before. Each one of these men and women
Pharmacy in San Rafael, his daughter Nicole Lofholm-Clausen and
her husband Erik Clausen, both of whom work for the two pharmahave made very significant contributions to the profession and some,
cies owned by the Lofholm family, plus youngest daughter Brigette
including myself, have been in the right spot at the right time to forge
Lofholm, who is a new practitioner and works at Ross Valley pharchange within the profession. For me, it was being a part of the transmacy in Larkspur with her family. Another 10 or more extended
formation of the profession from a chemical emphasis to a clinical
family members also practice pharmacy.
emphasis that drove my commitment to stay involved.”
Lofholm’s accomplishments are great in number. Most
recently, he was awarded the 2007 CPhA Pharmacist of the Year
What are you inspired to take on next as a result of receivAward and in 2006, was inducted into the California Pharmacy
ing this honor?
Hall of Fame. On the national level, Dr. Lofholm has received nu“I am working on the implementation of medication therapy
merous other awards including: APhA’s Daniel B. Smith Practice
management (MTM) by pharmacists, tearing down the barriers,
Excellence Award, ACA’s Albert E. Rosica, Jr., and J. Leon Lascoff
making patients aware, influencing the political process and establishMemorial Awards.
Of all of his admirable qualities, perhaps it is his commitment to
ing pharmacists as health care providers. Pharmacists who want to
leadership that stands out the most. Dr. Lofholm has served on the
must have an opportunity to go beyond dispensing and help patients
Board of Trustees of CPhA for several years, culminating in his term
and doctors understand how to use medications for the best possible
as President in 2008. In addition, he served as the Vice President
outcomes.”
of the Pharmacy Foundation of California and sat on its Board for
several years. His passion for leadership stems from a determinaThe Remington Honor Medal, named for eminent community
tion to help advance the practice of pharmacy and to be an “agent
pharmacist, manufacturer and educator Joseph P. Remington, was
of change.” That requires involvement at the local state and national
established in 1918 to recognize distinguished service on behalf of
levels, wherever patient care issues may be found in politics, public
American pharmacy during the preceding years, culminating in the
health and education.
past year or during a long period of outstanding activity or fruitful
CPhA is fortunate to have Dr. Lofholm and all the other Caliachievement. In his nomination letter, Dr. Robert Gibson wrote, “I
fornia recipients of the Remington Honor Medal as members of the
know of only a few pharmacists who can match the magnitude of Dr.
Association. All members benefit from the cumulative experiences
Lofholm’s dedication to the profession of pharmacy, his selfless devoand wisdom which leaders of this caliber bring to table through their
tion to the care of patients and the education of future pharmacists,
ongoing involvement. Congratulations to Dr. Lofholm and the
and the longevity, consistency and quality of his many creative contrientire Lofholm family on this spectacular accomplishment.
butions to the advancement of the profession.”

A

Q
A

Q
A

A second letter of support, written by Dr. Robert Day, talks of
Dr. Lofholm as a “hero” of pharmacy. He describes him as the “epito-
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U nive r s it y Ne ws

CAMPUS REPORTS
University of California,
San Diego
By Joanna Cole, APhA-UCSD VP of
Community Affairs

S

kaggs School of Pharmacy and Pharmaceutical Sciences at UC San Diego
held its first ever Legislative Day on
Saturday, October 16, in conjunction with
the California Pharmacists Association. The
student-organized event was a great opportunity for pharmacy students, faculty, local
professionals and representatives involved
in legislation and governmental affairs to
gather together and share information,
ideas, and concerns.
Inspired by their very positive experience
at CPhA Legislative Day in Sacramento last
spring, third year SSPPS students David
Ha, Ohannes Kandilian, and Stephen Rettig
decided to bring some of the political dialogue down to San Diego. Their goal was to
expose their fellow student pharmacists to
the legislative side of pharmacy, and inspire
them to get involved early in their careers.
The nine-member planning committee,
composed of SSPPS pharmacy students
from second, third and fourth year classes,
spent over six months organizing the muchanticipated event. The committee received
a great deal of support from the San Diego
County Pharmacists Association in the
planning process and precepting the event.
UCSD Legislative Day was the first event
of its kind ever to be held at Skaggs, and
was robustly attended by students, faculty,
local pharmacists, pharmacy residents, and

The organizing committee with Assemblyman Nathan Fletcher. Left to right: Sherry Kim, Paul Ko,
Joanna Cole, Stephen Rettig, Ohannes Kandilian, Assemblyman Nathan Fletcher, Kam Soleymani,
David Ha, Julia Pchelnikova, and Thien Vu

student pharmacist guests from the University
of Southern California. With over fifty attendees, the event did appear to make a prominent
impact on SSPPS students and other attendees.
The day started with a warm welcome from
Dean Palmer Taylor, who appropriately set the
tone with his emphasis on involvement and
improving the profession of pharmacy. He
was followed by CPhA President-Elect Kenny
Scott, who described the duty of student pharmacists and professionals to be active in creating positive change in the field. His engaging
speech gave examples of progress thanks to the
actions of committed people and their passion
to expand pharmacy to better serve patients. It
was an appropriate history lesson for students
in the audience, demonstrating the capacity
for progress in our dynamic profession. Aaron
Byzak, Director of Government and Community Affairs for UC San Diego Health Sciences,
provided an entertaining ‘how-to’ presenta-

The Organizing committee. Front Left to right: Joanna Cole, Kam Soleymani. Back left to right: Paul Ko,
Thien Vu, Stephen Rettig, David Ha, Ohannes Kandilian, Julia Pchelnikova, and Sherry Kim
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tion about approaching legislative officials and
developing relationships that can really impact
current health policy. The talk was practical
and very useful for anyone seeking to engage
in one-on-one dialogue with policy-makers as
a representative of pharmacy. This topic was
an appropriate introduction for the key-note
speaker, Nathan Fletcher, California State Assemblyman for the 75th District. Assemblyman
Fletcher was specifically invited to speak because of his active role in much of the current
health care-related legislation. Furthermore, he
represents the district in which UC San Diego
resides. Assemblyman Fletcher gave insight
into the process of writing and passing health
policy, highlighting the need for a stronger
pharmacy voice. As he shared stories and suggestions for both pharmacists and pharmacy
associations, such as CPhA, it stirred discussion
from the audience about how to ensure that
pharmacy is well-represented in the current climate of health care changes. A panel discussion
with all four speakers followed Assemblyman
Fletcher’s address. This allowed the audience
to voice personal questions and concerns about
the topics presented and engage the speakers in
active discourse.
The Legislative Day committee was very
pleased with the pertinent conversation on
contemporary topics in the field, and the diverse perspectives provided by the four speakers. The attendees were provided a unique
opportunity to learn and share in a more
intimate setting, thanks to the brainstorming
of students who want to raise the volume of
pharmacy’s voice in California. This event is
only the beginning of the health policy discussion at Skaggs, and will hopefully be only the
first of many opportunities that spur future
www.cpha.com

activity in our community, pharmacy associations, and the legislative arena.

Thomas J. Long
School of Pharmacy at
University of the Pacific

By Elizabeth Chang, Pacific ASP Board
of Trustee Representative
“Pacific, Come on Down!”

T

The Thomas J. Long School of Pharmacy and Health Sciences campus has
been exceptionally busy these past few
months for American Pharmacists Month.
The University of the Pacific kicked off
American Pharmacists Month by appearing
on The Price is Right show, which aired during the beginning of October. Of the 50 Pacific students that traveled down to Southern
California, two 1st year Pharmacy students,
Mazin Boushakra and Rashda Riaz, were
asked to “Come on Down” and represent
Pacific on the big screen. Both students were
successful and Rashda Riaz won a Wii console and games estimated at $1200. Most of
all, the Pacific students were able to promote
October as American Pharmacists Month
and advocate for the pharmacy profession.
In addition, The Price is Right host, Drew
Carey, announced “October is American
Pharmacists Month” two times during the
show. It was a great way to have fun
and inform

Pacific pharmacy students advocate for the pharmacy profession with shirts that say “Know your Medicine,
Know your Pharmacist” and “October is American Pharmacists Month”.

millions of viewers nationwide about the
pharmacy profession.
Not only did Pacific appear on national television, but Pacific pharmacy students were also
able to appear live on a local television show.
On October 14th, 20 Pacific students drove
up to Sacramento and made an appearance
on the Good Day Sacramento show. Second
year pharmacy students Oska Lawrence and
Katie Highsmith invited Sacramento viewers
to speak with their pharmacists and utilize
the services pharmacists can provide for their
patients. Sacramento viewers were also invited
to attend Pacific’s AARP Health Fair
where they could receive free health
screenings and health information.
It was a great way to raise awareness
of the different services pharmacists
can offer to patients as well as promote the pharmacy profession.
If you were in the Bay Area
during the month of October and
took the BART (Bay Area Rapid
Transit), you may have seen an
advertisement with a picture of
Pacific pharmacy students and
facts about pharmacy. During
the entire month of October,
Pacific had 120 advertisements
placed in the BART trains
outlining the services that
pharmacists offer for their
patients. On the advertisement was a link that connected viewers to ASP Pacific’s web site if they wanted
Advertisement that appeared
more information. The ad
on the BART trains during the month of
was estimated to reach at
October. Left to Right: Michael Markham, Michael Conner, Katie
least 4.5 million viewers
Highsmith, Oska Lawrence, Elizabeth Chang, and Taya Malone

www.cpha.com

over the whole month of October. The ad
also appeared on the Sacramento airport
screen monitors and was projected to reach
at least 4 million people.
Lastly, on the morning of November 6th,
the Pacific campus was a flurry of excitement
as the University of the Pacific hosted the
AARP “Meet the Pharmacist” health fair.
This health fair was one of Pacific’s largest
health fairs and attracted more than 200
people. Patients received free health screenings, such as cholesterol, blood pressure,
blood glucose, and breast cancer screenings,
as well as free flu immunizations. Patients
also learned about important health information such as smoking cessation and brown
bagging, a service where patients bring in
and are counseled on their medications.
Overall, the event was a huge success and
Pacific’s Dean Phil Oppenheimer even said
that he was “very impressed with the professionalism and competence of our students.”
Congratulations, Tigers, on a job well done!
During the month of December and the
beginning of January, Pacific students will
enjoy a much needed winter break. Some
pharmacy students are planning to travel
internationally this holiday season since
Pacific will be spearheading a Cultural Exchange program in China. Over the span of
10 days in December, Pacific students will
be partnering up with the China Pharmaceutical University (CPU) pharmacy students to
discuss how Pharmacy is practiced in China.
The Pacific Pharmacy students will also be
travelling throughout China, touring the
pharmacy facilities, and enjoying a much
needed vacation.
Winter 2011
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California
Pharmacist
Are you a faculty member
looking to get published?
Are you a pharmacist with
valuable experience to share?
Are you an expert in any one
given disease state?
If so, we want you!

Call for Authors

In order to achieve content and editorial
excellence, the CPhA Editorial Review
Committee is looking for content experts
who may be interested in authoring
articles and/or peer reviewing future
articles of California Pharmacist.

For more information, contact Cathi Lord at (916) 779-1400, ext. 317, or clord@cpha.com

www.cpha.com

Leave IT
to us

“We often call in substitutes to relieve
our pharmacist. The substitute
pharmacists have all said that Etreby is
the easiest program to learn and use.”
Freddy Fournet
General Manager, Fournet’s Pharmacy &
Professional Home Medical, Franklin, La.

Since 1982, Etreby has been committed to building safe, cost-efficient, user-friendly retail pharmacy
technology. Now, this commitment is backed by the entrepreneurial ability and strength of Cerner,
one of the world’s largest healthcare information technology (IT) companies. At Cerner Etreby, we
can quickly customize our pharmacy management system software to meet your specific business
needs. Leave your pharmacy management system to the experts.
Leave IT to us.
Call us today at 800.292.5590 for more information
and an obligation-free live demonstration or visit us at
www.cerner.com/etreby.

Etreby
Cerner Etreby

7861 Garden Grove Blvd., Garden Grove, CA 92841

800.292.5590

www.cerner.com/etreby

CPhA Mission
Advancing the practice of pharmacy
for the promotion of health.
www.cpha.com

From the President

2010 brought two significant changes that will impact CPhA.
First off was the passage of Health Care Reform. It opens up a
true policy window that we need to take advantage of to move
pharmacy forward from a product-oriented profession to a serviceoriented profession. To that end, CPhA has been involved with the
Department of Managed Health Care on the Right Care Initiative,
which is a pilot program to demonstrate the value of clinical
pharmacists on the care team in both an institutional and a community setting. The RCI
has not progressed as quickly as envisioned, and we hope that newly installed Governor
Jerry Brown will continue this initiative. Also our physician colleagues at the CMA and the
CMA Foundation have been meeting with CPhA and the Pharmacy Foundation of California
to discuss how to move the pharmacist-physician partnership forward in regards to
collaborative diabetes management and potentially other collaborative care opportunities.
The second major change was the hiring of Jon Roth, CAE as the new CEO for CPhA to lead
us forward through these times.
In addition to these activities, CPhA brought the APO, AMC, and ALTC together
to discuss the pharmacy audits and to work towards creating standardized audit bill
language to streamline this process. We also have continued to monitor the Medi-Cal
lawsuits as they make their way through the courts. Many of these initiatives require a
strong legislative presence and I am proud of the approximately 400 CPhA members
who represented their profession at Legislative Day in April. On a local level, CPhA was
successful in revitalizing the Ventura County Pharmacists Association and the Southeast
Los Angeles Pharmacists Association. Our Academies and Locals have both been
working diligently to provide more value to our members and I look forward to their
continued growth.
We have many more exciting initiatives in the pipeline that we hope to unveil in 2011.
Thank you all for your support of CPhA and our profession… One Profession, One Voice!

From the CEO

CPhA had an exciting 2010, filled with changes and
advancements all aimed at increasing the value of what it means to
be a member. One of the most significant changes was the retiring
of one CEO and the hiring of another. I am honored to become a part
of CPhA and to contribute to the advancement of pharmacists.
When looking at the opportunity to become the next CEO, it
became clear that the volunteer leaders all believed in the core
mission of the association. The question became, “how do we build and convey that
same sense of pride from leadership to every member?”
In 2010, CPhA achieved significant milestones in the advancement of that member
value proposition through a number of objectives. Besides effectively navigating a CEO
transition, the board and volunteers also accomplished success in:
• Expanding the role and scope of pharmacists through legislative action
• Strategically moving the Medi-Cal provider cut lawsuits through the courts
• Providing critical CE, networking, and House of Delegates policy-setting opportunities
through the highly-valued Outlook Annual Meeting
• Expanding the reach of CPhA Academies to inform the Association on key policy issues.
All of these accomplishments are important for ensuring that pharmacists are
recognized and valued in the delivery of health care services in California. Now, more than
ever, it is critical for every pharmacist to understand the importance of being a member
of CPhA in order to achieve that result. With the rapid pace of change in health care
occurring today, there is little room for the pharmacy profession to be a silent observer
and allow only a few to represent the majority. There is an old Latin proverb, scientia ac
labore, which is interpreted to mean that one can only advance “through knowledge and
hard work.” Without every pharmacist in California stepping forward and working hard
to help us make their voice heard through the unified efforts of CPhA, we run the risk of
being denied the opportunity to define our future for the profession.
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2O1O Insurance
member benefits
Workers’ Compensation Program
• A 10% dividend was declared on the
sponsored Workers’ Compensation
Program. CPhA members have
received over $3,300,000 in returned
premiums over the past five years.
• Due to favorable program loss
experience , workers’ compensation
rates on the program were reduced in
December 2010.
Business Owner’s Package Program
• Special practice of pharmacy wording
protects members who compound or
provide flu shots
• Participants in the workers’
compensation program can get
additional discounts
Medical Insurance
• HR guidance free from Mercer Select
• High deductible health plans reduce
premium expense
Homeowners, Renters and Auto
• Discounts are available to all CPhA
members
• Underwritten by Liberty Mutual
Long Term Care Program
• Member premium discounts are
available on long term care policies
for members and spouses
Pharmacist Professional Liability
Insurance
• Professional liability protection for
employed pharmacists
CPhA and Marsh continue to provide
quality insurance programs through “A-”
or better rated carriers with excellent
customer service, great savings, royalty
income to CPhA. These programs also
encourage non-members to join.

Outlook 2O1O

Outlook 2010 took place in Long Beach February 4-7, 2010 and was a great
success. Comments such as “Best Outlook in many years,” “Best programming
in a long time,” were representative of so many that were received. Contributing
to these comments was the fact that so many aspects of the conference
outperformed members’ expectations. Not only was the House of Delegates
a lively forum of debate, but the keynote speakers provided outstanding
presentations. The awards ceremonies were top-notch, while the social
events were possibly more enjoyable than ever. One of the greatest draws for
members was the CE programs, which were programmed to meet members’
needs. No conference would be complete without a busy Exhibit Hall, and
2010 was no exception. Pharmacy vendors traveled from around the country
to meet members and discuss their needs. Outlook 2010 brought together an
outstanding group who were well-versed on the issues that CPhA members face
in all practice settings.
Save the Date for Outlook 2012: February 2-5, 2012
Sacramento, CA

California Pharmacists Legislative Day 2O1O
In April, more than 400 pharmacists, pharmacy interns and student
pharmacists attended the annual Legislative Day event, held at the Sacramento
Convention Center. There were a series of outstanding speakers on hand to brief
attendees on the issues, including the Speaker of the Assembly, John Pérez. He
awed the crowd as he discussed the state-of-the-state and demonstrated a deep
and favorable understanding of pharmacy-related issues.
Following the morning briefing, attendees went over to the Capitol to meet with
their Legislators. CPhA arranged for 110 legislative appointments which flooded
the Capitol with white coats. The event ended with a de-brief and reception.

Synergy Leadership Conference 2O1O

Each year, CPhA and the Pharmacy Foundation host the Synergy meeting for
pharmacy leaders and stakeholders. This year, there were more than 125 CPhA
leaders in attendance from the Board of Trustees, Academies, Local Associations
and CPhA Committees. Over the weekend, they learned about CPhA operations,
governance and the strategic plan.
President, Eric Gupta, Past-President, Jeff Goad, CPhA Attorney John Cronin
and Treasurer Ed Sherman, presented critical information about how CPhA
is structured and governed, as well as the legal and financial responsibilities
leaders are required to follow. In addition, new CEO, Jon Roth, made his debut
at this meeting. Another important aspect of the Synergy meeting is the break
out workshop sessions that provide attendees with the opportunity to focus on
issues pertinent to the CPhA and to develop goals related to the strategic plan.
The outcome of the meeting was a series of great ideas to improve the CPhA
membership experience overall and move the profession forward.

A message from CPhA Treasurer, ed sherman, pharmd

The year 2010 began with a promise of hope as we anxiously awaited the return of depressed financial markets and a
lingering economic recession. The economy failed to deliver on that promise as the overall economic climate throughout the
country remained challenging. As a result, revenue sources from outside entities that fund CPhA’s major projects proved less
rewarding than in prior years. The positive news was that the CPhA investment funds did recover modestly and posted gains
over the prior year, which allowed some reserves to be used in offsetting operating expenses. While no one has
a crystal ball, we are hopeful that this trend will continue for 2011 as our Investment Committee and financial
advisors continue to strategically invest in CPhA’s future.
Last year also brought another significant change with the retirement of one chief executive officer and
the hiring of a new leader. With this executive transition, the Board of Trustees engaged in a thorough and
deliberative process and allocated funding to retain the assistance of a professional search firm. Funds to pay
for the search process were drawn down from the CPhA investment fund. With fresh new leadership at the
helm of CPhA for 2011, we look forward to a prosperous 2011 and beyond.

California Pharmacists Association
Statement of financial position–November 3O, 2O1O
ASSETS

Current Assets:
Cash and cash equivalents
Accounts receivable
Due from related parties
Prepaid expenses and other assets
Total current assets

$ 175,907
152,495
43,880
120,210

2O1O Operating
expense
by Program

492,492

Non-current assets:		
Investments
4,617,380
Property and equipment, net
1,513,678
Total non-current assets
Total Assets

6,131,058
$6,623,550

LIABILITIES & NET ASSETS

Current Liabilities:
Accounts payable
Dues to related parties
Accrued expenses
Deferred revenues

$65,549
19,635
63,572
315,994

Total current liabilities

464,750

Long-term liabilities:
Capital leases
Deferred compensation

43,141
21,696

Total long-term liabilities

64,837

Total liabilities
Net assets - Unrestricted

529,587
6,093,963

Total liabilities and net assets
Unaudited, for presentation purposes only.

Government &
Public Affairs
15%

$6,623,550

Communications
8%

Administrative–
Business Operations
28%

LTCMC
3% Insurance
3%
Membership
24%

Events/
Conferences
19%

Legislative Recap

As has been the case in recent years, the dominant force in
the Legislative Session in 2010 was the dire financial situation
for California’s State Government. Throughout the 20092010 legislative session, both houses of the State Legislature
spent considerable time, energy and words trying to deal with
a projected budget deficit of $19 billion. The state budget
“debate” was marked by a lack of compromise as both the
Democratic majority and the Republican minority dug in on
their respective positions with no apparent way of reaching
agreement. As a result, California once again entered the new
fiscal year on July 1 without a State Budget. While a budget
compromise was finally reached in October, the State’s fiscal
problems and the fast-approaching general election meant that
this year’s legislative session was relatively quiet for pharmacy
and pharmacists. There were several bills introduced that
could have had an impact on the profession, but in nearly
every significant case, the bills failed to make their way
thrrough the legislative process.
Legal Actions
Several legal actions filed between 2008 and 2010 to
challenge cuts in Medi-Cal reimbursement continue to make
their way through the federal court system. The earliest

CPh-Political
Action Committee
The political climate in 2010 was complicated by
a slow economic recovery and desperate budget cuts
throughout the state. In spite of these challenges, the
work of the CPh-PAC continued, with a strong emphasis
on supporting the Legislative efforts that were in
support of pharmacists and their patients.
With carry-over funds from 2009, the PAC had
a beginning balance of $71,738. Combined with the
total funds raised in 2010 of $47,337 in 2010, the PAC
was able to manage a total of $119,075. Expenses and
contributions amounted to $76,832, leaving a balance
of $42,243 which will be carried over into 2011.
With healthcare reform taking place in the Legislature
now, your contributions are needed more than ever.

cases, involving legislative actions in 2008 to impose a
fixed percentage cut in payments to pharmacies and other
providers, made their way to the United States Supreme
Court, where the State of California has been joined by 22
other states in asking the Court to hear their appeal. As
of the end of 2010, that decision was still pending, but in
response to the Court’s request for input, the U.S. Solicitor
General’s Office had recommended that the State’s petition
be denied. In addition, the Center for Medicare and Medicaid
Services (CMS) had denied approval of the Medicaid State
Plan Amendment, which includes the payment cuts. CPhA,
along with nearly every other health care provider group in
California, expects a decision from the Supreme Court in early
January 2011.
Additional budget cuts subsequently passed by the
Legislature were also challenged – and blocked – by later
lawsuits in which CPhA played a prominent role. Appeals of
those legal decisions are pending before the Ninth Circuit
Court of Appeals. Those appeals have been stalled pending
a decision from the Supreme Court in the early court cases.
Once the Supreme Court renders its decision, the future
course of all these actions will become more clear.

Pharmacy Defense Fund
of California
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In 2010, CPhA again led the effort to defend
Medi-Cal pharmacy reimbursements in
federal court. These efforts were funded by
contributions to the Pharmacy Defense Fund
of California. Funded by pharmacy owners
and working with several other pharmacy
organizations, CPhA joined in two lawsuits
to stop the latest rounds of Medi-Cal cuts
that threatened community pharmacies. Our
efforts to block a rollback of AWP were denied,
but a lawsuit filed by Lynn Carman to block
changes to MAIC for generic drugs and to
block a change in the definition of “usual and
customary charge” were successful. There
are multiple appeals that remain pending and
the need for additional funding is expected to
continue well into 2011.

Pharmacy Foundation of California 2O1O Report
The roots of the Pharmacy
Foundation of California (PFC) lie
in providing pharmacists with
quality continuing education,
and while CE continues to be a
significant part of what we do (PFC
provided California pharmacists
with thousands of CE units last year), 2010 also saw
PFC make significant strides in serving its public
benefit mandate.
During Outlook 2010, we announced a new
partnership with MediGuard which allows PFC
to provide consumers with free access to www.
SafeMedService.org where they can obtain a
free personalized “medication safety report” and
sign-up to receive free
medication safety alerts
and recall notices via
email. I personally saw
how valuable this tool
can be when a relative of
mine, who had spent two
years suffering through
bouts of kidney failure
from an unknown cause,
finally found out from
a “specialist” that her
problem was the quinine
she had been prescribed
for leg cramps.
Out of curiosity, I
went to SafeMedService.
org to see what kind of
information she would have received from our
service and, found that a safety alert had actually
been sent out to people on quinine last July
encouraging them to discuss the use of quinine for
leg cramps with their providers as several reports
had associated it with kidney failure and even two
deaths. While this experience showed me the life-

The
establishment
of several new
patient safety
initiatives
and important
collaborations
with significant
stakeholders…
has set the
stage for an
incredible 2011.

saving nature of the tool, it also illustrated how many
of the people most likely to benefit from it are also
those least likely to go online to use it.
For this reason, PFC began the development of
a new project where we will provide students at
the eight California schools of pharmacy with the
equipment and training they need make our lifesaving tool more accessible to at-risk individuals in
their communities. PFC is currently raising funds for
this new outreach project which is scheduled to be
launched during Outlook 2011.
Our other major patient safety initiative in 2010
was the launch of a first-of-its-kind Safe Medication
Use Alliance which brings together a diverse group
of stakeholders from consumer, medical, pharmacy,
purchaser, payer, safety/quality and liability insurance
organizations who are focused on reducing
preventable medication harm specifically in the
outpatient setting. PFC held the kick-off summit for
this Alliance on June 25, and spent the second half
of 2010 working to identify specific best practices
in pharmacies and medical offices which have been
shown to reduce preventable medication harm. Once
identified, PFC will use its new Alliance to promote
and support the broad adoption and consistent
performance of these best practices.
In closing, 2010 was a groundbreaking year
for PFC. The establishment of several new patient
safety initiatives and important collaborations with
significant stakeholders, both in and outside of
pharmacy, has set the stage for an incredible 2011.
Sincerely,

Michael J. Negrete, PharmD, CEO

