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Janet Balbutin, Pharm. D.
Owner

Drug Therapy Systems, Inc.
Chico Pharmacy

Chico Medical Supply
Paradise Drug

Chico, CA
DMEPOS

With two pharmacies and a full-service medical 
supply company to run, achieving Exemplary 
Provider™ (EP) accredited status seemed out of 

the realm of possibilities when Janet Balbutin first looked 
into DMEPOS accreditation.
 All that changed once this enterprising pharmacist 
turned small business owner and industry consultant 
realized that The Compliance Team’s measured continu-
ous improvement programs represent the best value 
among the CMS “deemed” accreditation organizations. 
 “The Compliance Team really worked with my staff.  
They provided mentoring and support instead of ‘marks’ 

  HEALTHCARE
 ACCREDITATION
ORGANIZATION

I’m an EP!
on a piece of paper. It became readily apparent that they 
cared about our small business, and wanted us to succeed.”
 That’s all true. Whether it’s our Exemplary Provider™ 
accreditation for Infusion, Specialty, LTC or DMEPOS 
pharmacy, The Compliance Team offers product-line and 
service-specific 3-year programs that feature expert advisor 
mentoring, customizable manuals, self-assessment 
checklists, corporate compliance/anti-fraud plans, and access 
to electronic outcomes benchmarking to help you succeed. 
 Please visit us at www.TheComplianceTeam.org or 
call us at 215.654.9110 to learn more about our industry- 
leading Medicare approved programs.
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Caring For Patients – It’s What You Do!

There is no secret that pharmacists are on the forefront of care in communities, 
providing an array of healthcare services to patients across the continuum of 
chronic diseases and acute episodes. Whether it’s helping a patient select 

the best OTC product for their ailment, providing a wide range of immunizations, 
or ensuring that a patient with HIV is stable and receiving optimal therapeutic care, 
pharmacists continue to be viewed as one of the most trusted health care profes-
sionals in consumer opinion polls. 

One thing that is truer now more than ever before is that health care, and the 
pharmacy profession specifically, is at a nexus. Now that the Presidential election 
is behind us, we know that the Affordable Care Act is full-steam-ahead, and we are 
seeing a flurry of activity in Congress and in our California Legislature to prepare for 
its implementation. In just a short 16 months the switch on implementing ACA will 
be flipped and 5-7 million more Californians will have insurance and begin demand-
ing services. 

The one area of concern that is not garnering enough attention is the fact that 
those 5-7 million folks that will now have insurance coverage have no guarantee 
of actually receiving care. One of the most fundamental health care policies that 
has proven out over time is that coverage does not equal care. The problem in the 
current context of additional lives being covered is that we know that patients try-
ing to seek care are going to encounter significant difficulties. There already exists 
a present-day shortage of primary care providers for the current population. That 
problem is going to be exacerbated once these new beneficiaries enroll into the 
system. 

But, this delivery care problem is pharmacist’s opportunity. We know that phar-
macists are trained to do more than ever before. We’ve been ready for the practice 
of pharmacy to expand, but the external environment was not ripe for affecting that 
change. So as pharmacists, you patiently waited for the right opportunity. I would 
contend that as we now broach the era of health care reform implementation, the 
policy door for positioning pharmacists as primary care providers, where you can 
offer and be compensated for an array of clinical services to patients, is open, and 
shame on us if we fail to walk through it. 

So now is the time where we must challenge one another to move the profes-
sion.  The challenge to ourselves and the external world going forward is that we 
must push past the current paradigm where pharmacists, in large part, are still tied 
to the drug product and move into an era where you are operating at the top of your 
education, training and scope of practice.  

CPhA is doing its part to help make these opportunities a reality. It began with 
the passage and signing of two important CPhA-sponsored legislative bills in 
2012: SB1481 and SB1195. SB1481 provides you with greater ability to assist your 
patients with A1C, glucose and cholesterol testing in order to monitor and assist 
them with achieving optimal therapeutic outcomes. SB1195 ensures that when 
you do provide services to your patients (prescriptions and otherwise), that PBMs 
are held accountable and can no longer recoup funds from you for technical, non-
substantive errors during a pharmacy claims audit. During the legislative process 
CPhA worked hard to drive home the importance of pharmacist services. These 
conversations have resulted in the ground being tilled for expanding into other 
opportunities to work with the legislature on important, progressive legislation for 
pharmacists to become recognized as providers of health care services, not limited 
to dispensers of medication.  

As pharmacists, you have the benefit of evidence on your side to make a strong 
case for how you can provide these greater levels of care at lower costs, more 
comprehensively, and in settings broader than any other type of health care pro-
vider. Advancing these sorts of solutions are steps toward broader recognition and 
compensation, with the ultimate goal of ensuring that any pharmacist can develop 
a practice and be compensated for cognitive, diagnostic, and clinical roles in the 
future.

Best,

Jon R. Roth, CAE
Chief Executive Officer
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From The President

The Pharmacist As A Provider – 
Rhetoric and Reality

valuable role that pharmacists play 
in the provision of healthcare today.      
With this effort we must recognize 
the eight hundred pound gorilla in the 
room — and that is, we have to take a 
critical look at who can do what in this 
newly defined role or roles.  While for 
years we have stated that all pharma-
cists must be able to do MTM and be 
recognized as providers — it is not an 
approach that has been achievable to 
date.  Pharmacists have already been 
practicing in some of these specialty 
areas providing patient care such as 
Nuclear Pharmacy, oncology (both 
pediatric and adult), anticoagulation, 
diabetes and dyslipidemia manage-
ment — all of which have one com-
mon theme: the need for specialized 
training.  Many of these roles also 
have certifications or other advanced 
practice criteria associated with 
them to differentiate the pharmacists 
performing these duties from other 
colleagues who may be employed  by  
the same medical system or employer.  
In essence, while we ideally want or 
wish to say a pharmacist is a phar-
macist and that  everyone can do 
everything, in reality, we have moved 
beyond that concept by recognizing 
specialized training and certifications 
in today’s current practice   In those 
states or areas, where pharmacists  

have been recognized as providers,  
it has been based on the recognition 
of these types of specialized skills 
and training which are not beyond 
the reach of any pharmacist today.  
Pharmacists are receiving specialized 
training and certifications every day 
and many organizations require some 
level of certification as a minimum 
job requirement.  Provider status as 
we know it today is about providing a 
patient care service — it is not about 
just the provision of a drug or supply 
and counseling.  

I would encourage all of you to 
look at states such as North Caro-
lina, New Mexico, and Wisconsin 
who have recognized pharmacists as 
providers — how achieving this status 
was approached and why they were 
successful.  We currently have the 
opportunity and the training programs 
to move forward as a profession to 
create a new model for pharmacists 
as providers of direct patient care 
services and the opportunity to be 
compensated for the provision of those 
services. There has never been a bet-
ter time to move forward or a better 
opportunity to advance the recognition 
of Pharmacists as Health Care profes-
sionals. It may not be the whole loaf 
that many want but it is the opportu-
nity to take the first significant step.    

There is significant interest today 
from outside the profession of 
pharmacy regarding the topic 

of recognition of the pharmacist as 
a Health Care provider.  All of us as 
pharmacists will need to think about 
the profession in a different manner 
for many of us this will challenge our 
comfort zone.  In recognition of this 
interest, I am pleased to relay to all 
of you that both CPhA and CSHP are 
engaged in a consolidated and coor-
dinated effort to address this issue 
and that we are moving forward with 
creating a set of policy recommenda-
tions.   

With the implementation of 
Accountable Care Organizations and 
Patient Centered Medical Homes, we 
are seeking to define the role of the 
pharmacist as a member of the care 
team.  One thing is sure, that role 
is not just the dispensing of a drug 
product, it is in patient care and many 
of the roles will not be directly related 
to the direct provision or dispensing 
of a drug.  These roles will require a 
somewhat different skill set then the 
traditional dispensing role and will 
likely force us to look at ourselves 
differently. So the question is, how 
do we as a profession approach this  
changing landscape and what can we 
do to enhance the recognition of the 

There has never been a better time 
to move forward or a better 

opportunity to advance the recognition 
of Parmacists as Health Care 

professionals.By Douglas Hillblom, PharmD
CPhA President
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Kathleen Johnson, vice dean of 
clinical affairs and outcomes 
sciences and chair of the Titus 

Family Department at the USC School 
of Pharmacy, died on July 24 in Bor-
deaux, France, resulting from injuries 
sustained in a fall.

Dr. Johnson was a distinguished 
leader in the pharmacy profession 
whose career was marked by innova-
tive projects that have been integral 
in the current national movement to 
expand the role of the pharmacist as 
the medication expert on the health 
care team. Her work to improve medi-
cation use and safety generally and 
for vulnerable, uninsured populations 
specifically distinguished her 
with several national awards.

In the late 1990s, Dr. John-
son was instrumental in the 
establishment of  the California 
Pharmacists Association’s Cali-
fornia Center for Pharmaceuti-
cal Care where she and other 
key leaders traveled around 
the state presenting a series 
of modules aimed at reinge-
neering community pharmacy 
practices. 

In June, Dr. Johnson was one of 
only twelve professionals elected to 
the National Academies of Practice in 
recognition of achievements and con-
tributions to health care practice. Also 
in June, Dr. Johnson, as a co-investi-
gator, was awarded a CMS Innovation 
grant for $12 million, the largest ever 
received by the USC School of Phar-
macy, which aims to use pharmacists 
to improve health outcomes and save 
money among patients in safety-net 
clinics.

“Dr. Johnson was truly one of a 
kind - a wonderful person, a superb 
faculty member and administrator, and 
such an important and integral part of 

our School - that we will never stop 
missing her,” said School of Pharmacy 
Dean R. Pete Vanderveen. “We can 
only be grateful that we were privi-
leged with the opportunity to know 
her and to work with her.”

Joining the faculty in 1984 as 
an assistant professor, Johnson 
assumed the chair of the Titus Family 
Department of Clinical Pharmacy and 
Pharmaceutical Economics & Policy 
in 2006. In 2007, she was named 
the William A. and Josephine A. 
Heeres Endowed Chair in Community 
Pharmacy. Her leadership extended 
beyond USC, and included serving on 

the task force of the Univer-
sity of California Office of the 
President- California Health 
Benefits Review Program, 
editorial board of the Annals 
of Pharmacotherapy, and the 
medication therapy review 
advisory panel of the Ameri-
can Pharmacists Association.

A dedicated professor, Dr. 
Johnson taught students pur-
suing the doctor of pharmacy 
degree as well as masters 
and doctoral students in 

Kathleen Johnson
December 3, 1953 - July 24, 2012

A Tribute to 

Dr. Johnson was truly one of 
a kind - a wonderful person, 

a superb faculty member and 
administrator, and such an 
important and integral part 
of our School - that we will 

never stop missing her.
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public health and epidemiology and in 
pharmaceutical economics and policy. 
Her outreach work to the underserved 
communities in Southern California 
has been supported by grants from 
the Health Resources and Services 
Administration (Health and Human 
Services), UniHealth Foundation, 
QueensCare Foundation, Wellpoint 
Foundation, among others.

Dr. Johnson is the author of over 
50 papers and book chapters which 
have been published by leading phar-
macy and managed care journals. Her 
clinical work has been featured in USA 
Today, Reuters and the LA Times. Her 
expertise established her as a sought 
after speaker among pharmacy profes-
sionals worldwide.

Dr. Johnson earned her PharmD 
from the USC School of Pharmacy 
in 1978. She received her MPH in 
1983 and her PhD in health services 
research in 1991, both from the 
University of California-Los Angeles. 
Her career has been recognized with 
numerous awards, including the Amer-
ican Pharmacists Association Pinnacle 
Award (group recognition in 2007), 
American Society of Health-System 
Pharmacists Best Practices Award 
(group recognition in 2008), and the 
American Association of Colleges of 
Pharmacy Transformative Community 
Service Awards (group recognition, 
2009).

With a keen eye to unmet needs, 
Dr. Johnson was a leader in estab-
lishing clinical pharmacy practices in 

safety net clinics throughout Southern 
California. She also spearheaded an 
effort to prevent accidental poisonings 
among children through educational 
programming for children and par-
ents in schools with largely Spanish-
speaking populations. Her innovative 
approach paired service learning 
activities for pharmacy students with 
unmet community needs, providing 
students experience in serving diverse 
populations.

Dr. Johnson also actively pursued 
research focusing on the hemophilia 
and the barriers to care that exist 
among those with this disease. She 
has co-authored papers on this topic, 
with a special interest in care improve-
ment and cost of care for hemophilia 
patients. During her trip to France, Dr. 
Johnson was a featured speaker at the 
World Federation Hemophilia Confer-
ence.

A renowned international speaker 
and advisor on pharmacy issues, Dr. 
Johnson lectured extensively through-
out Europe, Asia and South America 
throughout her career. In 2004, she 
was a visiting scientist for Japan’s 
Department of Health and Labor. Last 
May, she was an external examiner 
for The School of Pharmacy of the 
Chinese University of Hong Kong.

Dr. Johnson was a member of the 
American and California Pharmacists 
Associations, American Society of 
Health-System Pharmacists, Acad-
emy of Managed Care Pharmacy, the 
American Association of Colleges of 

A Tribute to 

Friends may honor Dr. Johnson’s memory by donating to the  

Dr. Kathleen Johnson Endowed Legacy Fund at the USC School of 

Pharmacy which has been established to continue her transformational 

work at the School and support her vision for the future of the 

pharmacy profession. Donations may be sent to USC School of 

Pharmacy, Attention: Jennifer Watson, 1985 Zonal Avenue, Suite #712, 

Los Angeles, CA 90089-9121. Please make checks payable to the USC 

School of Pharmacy, noting “Dr. Kathleen Johnson Endowed Legacy 

Fund” in the memo of the check.

Pharmacy, and the American College 
of Clinical Pharmacy. Prior to joining 
USC, she served as a pharmacist at 
California State University-Dominguez 
Hills Student Health and at Torrance 
Memorial Hospital. Early in her career, 
she worked as an intern for the World 
Health Organization, Pharmaceuticals 
Division, in Geneva, Switzerland.

Surviving Dr. Johnson is her 
husband, Wynnsan Moore, their two 
children, Kimberly and Alex, and her 
parents, Keet and Dorothy Johnson. 
Kimberly will enter the USC School of 
Pharmacy as a PharmD student next 
month.
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This issue of the California 
Pharmacist Journal focuses on 
pharmacists as primary care 

providers in HIV.  We were motivated 
to develop this issue by Steve Gray, 
a CPhA member and Past President, 
who informed us of the Kaiser Per-
manente HIV Challenge.  The primary 
agenda for this challenge was defined 
by Kaiser Permanente in their press 
release: 

“The crux of the HIV Challenge 
(kp.org/hivchallenge) is to challenge 
other private health care providers 
and public and community health 
clinics to increase the number of 
HIV-positive people getting effective 
treatment by sharing Kaiser Perman-
ente’s toolkit of clinical best prac-
tices, provider and patient education 
materials, mentoring, training and 
health IT expertise.”

The challenge focuses attention on 
the provision and availability of essen-
tial information for clinicians to use 
to develop or expand their expertise 
in HIV.  As a result of these efforts 
by Kaiser and other organizations, 
pharmacists in all areas of practice 
have the tools to develop their own 
programs.  In a parallel course, this 

issue searches across disciplines to 
describe current practice models for 
pharmacist involvement in HIV.  

An additional motivation was the 
essential and central position that 
many pharmacists play in both ambu-
latory and acute care of HIV patients 
as well as HIV patients with cancer.  
These pharmacists act as primary care 
providers and as members of health-
care teams by choosing, monitoring, 
ordering laboratory testing, collabo-
rating with their peers, etc.  While 
pharmacy specialists in HIV/AIDS is 
not the only discipline where pharma-
cists take a central role (cf. oncology 
and transplant medicine), HIV does 
provide a model for pharmacists to 
act at many levels of the healthcare 
continuum and collaborate across 
disciplines.  

In conformance with the cen-
tral role of pharmacists in HIV we 
have brought together articles from 
multiple areas of care.  Dr. Paulin 
Heng and colleagues have described 
the role of pharmacists on medical 
teams within a medical home model.  
Dr. Sally Shin describes the role of 
pharmacists in a contracted ambula-
tory care model.  Dr. Colleen Higgins 

describes the role of pharmacists in 
managed care through prospective 
and retrospective drug utilization 
review performed by a PBM special-
izing in HIV.  In addition there are 
two business models -- Dr. Lucas 
Hill describes a business model for 
pharmacists in an ambulatory clinic 
incorporated into a University Health-
care system; and Dr. Craig Stern and 
colleagues describe the collaboration 
of pharmacists in organized health 
care systems.

This issue demonstrates that the 
models for pharmacist involvement 
across multiple practice sites exist.  
The information for entry and expan-
sion of current models is readily avail-
able.  While pharmacists may focus 
on their own practice sites, the future 
of pharmacy rests on the expansion 
of the pharmacist role in all medical 
specialties and drug therapy related 
subspecialties.  The development of 
new, and the expansion of existing 
roles, only requires that we open our 
professional “bandwidth” beyond 
current practice to see the opportu-
nities.  The roles are defined.  The 
pharmacists showcased in this issue 
took the leap.   

By Craig S. Stern, PharmD, MBA

HIV
Pharmacists’
Management in  

Pharmacists’ Management in HIV
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ABSTRACT
Purpose: The outcomes of a pharmacist’s interventions made in a HIV patient centered 

medical home were evaluated.
Methods: A retrospective study was conducted on patients age ≥18 years, diagnosed 

with HIV/AIDS, and followed by the pharmacist at the HIV patient centered medical home 
between February 1, 2010 and August 31, 2010. Primary outcomes included number of 
HIV-related interventions, antiretroviral medication adherence rate, HIV viral load, CD4+ 
count, HIV-related hospital admissions, frequency of CD4+ testing, and frequency of HIV 
physician office visits. Secondary outcomes looked at number of non-HIV interventions,  
all-cause hospital admissions, hemoglobin A1c, blood pressure, and LDL.

Results: A total of 808 interventions for 148 patients were documented, of which 282 (35%) were HIV-related and 
379 (47%) were management of non-HIV chronic conditions. Of the 148 patients studied, 133 individuals were on 
antiretroviral medications, of which 93 (67.7%) had good adherence. Patients with controlled viral load made up 74.3% 
(110/148) of the study population. An high number of patients also achieved goals for CD4+ count (88.5%) and fre-
quency of CD4+ labs and physician visits (95.3%). A total of 77 hospital admissions for 42 patients were documented 
during the study period, but only five were cause by HIV-related problems and another five were due to cardiovascu-
lar reasons. In patients with diagnosed diabetes, hypertension and/or dyslipidemia, at least 80%met goals set by the 
National Committee for Quality Assurance. 

Conclusion: The HIV medical home model allows for patients to receive comprehensive care in one place. Integra-
tion of a clinical pharmacist into the medical home contributed to positive HIV and non-HIV patient outcomes.

Introduction
The patient centered medical home 

(PCMH) model has been proposed as 
an alternative to the traditional primary 
care model. Under the Patient Protec-
tion and Affordable Care Act, health-
care organizations were encouraged to 
establish PCMHs in exchange for fed-
eral grants or contracts.1 PCMH (also 
called medical home) aims to provide 
comprehensive, coordinated primary 
care that facilitates partnerships 
between patients and their personal 
providers.2 In a medical home, each 
patient has a personal physician to pro-
vide continuous and comprehensive 
care and works with a multidisciplinary 
team of healthcare providers that 
collectively take responsibility for the 

patient’s health. Care is coordinated 
and focuses on the patient as a whole, 
in which all the patient’s healthcare 
needs are addressed by the medical 
home team. 

The PCMH principles call for 
physicians to work with other quali-
fied professionals to meet the needs 
of patients. Pharmacists are qualified 
to help manage patients’ medications 
by optimizing therapeutic outcomes, 
improving medication adherence, and 
promoting safe, cost-effective medica-
tion use for patients.3,4 A meta-analysis 
conducted from randomized controlled 
trials studying the outcomes of phar-
macists’ direct patient care interven-
tions showed that pharmacist care 

improved patients’ hemoglobin A1c, 
blood pressure and low density lipo-
protein (LDL) cholesterol compared 
to care by non-pharmacists.5 Several 
descriptive observational studies dem-
onstrated that PCMH creates a unique 
niche for pharmacists to use their 
skills, and their services were well 
received by physicians and other clini-
cal staff.6, 7 In addition to medication 
management, pharmacists in medical 
homes served as resources for the 
office staff on medication-related 
questions, ensured that patients had 
access to community medication 
assistance programs, and reduced the 
amount of time physicians spent on 
medication related issues.7, 8
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Despite numerous emerging stud-
ies exploring the role of pharmacists 
within a medical home, none to our 
knowledge have analyzed the pharma-
cist’s role in a medical home designed 
to specifically serve human immuno-
deficiency virus (HIV) patients. High 
level of care coordination is essential 
for the HIV population considering the 
challenges related to HIV manage-
ment, such as complex drug regi-
mens, predisposition to other medical 
conditions, and socioeconomic prob-
lems.9, 10 Past studies found that dia-
betes can be two to four times higher 
in HIV patients and up to 74% of HIV 
patients on antiretroviral (ARV) medi-
cations have hypertension. Together, 
these increase the risk for cardiovas-
cular events.11, 12 Unfortunately, many 
of the HIV patients’ needs are unmet 
if not followed closely by healthcare 
providers.13

Evidence from prior studies sug-
gests that HIV pharmacists have 
positive impact on patient outcomes 
in traditional pharmacist-managed 
HIV clinics. An observational study 
conducted at a county-based 
pharmacist-managed HIV drug 
optimization clinic demonstrated that 
pharmacists’ interventions helped 
patients improve CD4+ lymphocyte 
counts by average of 54 cells/mm3 

from baseline, reduce HIV viral loads 
by a mean reduction of 1.02 log10 
copies/ml, and minimize drug-related 
toxicities.14 Clinical HIV pharmacists 
have also reduced pill burden for 
patients, helped improve adherence 
to ARVs, and assisted in manage-
ment of adverse effects.15-18 How-
ever, not all studies suggest that 
HIV pharmacists do not significantly 
improve outcomes.19

The purpose of this study was to 
evaluate the outcomes of a clinical 
pharmacist’s interventions made 
in a HIV patient centered medical 
home. 

Methods
Study setting and design

The study was conducted at Kaiser 
Permanente Los Angeles Medical 
Center (KPLA), which is a part of 
Kaiser Permanente Southern Califor-
nia, a nonprofit, integrated health care 
system. KPLA cares for over 276,000 
members within its service area, of 
which over 1700 were enrolled in the 
HIV medical home. The HIV medical 
home at KPLA is structured in a way 
that physicians, pharmacist, social 
worker, care coordinator, and nurses 
work together in the same medical 
office to provide comprehensive care 
for patients. The HIV physicians also 
serve as the patients’ primary care 
providers (PCP).

A descriptive, retrospective study 
was conducted on patients age ≥18 
years, diagnosed with HIV/AIDS (iden-
tified using ICD-9 codes 042 and V08), 
and seen by the pharmacist between 
February 1, 2010 and August 31, 2010. 
Patients were excluded from the study 
if they were followed by non-HIV care 
managers for management of chronic 
conditions, pregnant, or enrolled in 
a HIV investigational drug trial. The 
study was approved by Kaiser Perma-
nente Institutional Review Board. 

Individual chart reviews were 
conducted on patients that met the 
enrollment criteria. Primary outcomes 
included number of HIV-related phar-
macist interventions, ARV adherence 
rate, HIV RNA viral load, CD4+ count, 
number of HIV-related hospital admis-
sions, frequency of CD4+ testing, and 
frequency of HIV physician office visit. 
Viral load was divided into three cate-
gories: less than 50 cells/ml, between 
50-200 cells/ml, and greater than 200 
cells/ml. Secondary outcomes looked 
at non-HIV pharmacist interventions, 
all-cause hospital admissions, hemo-
globin A1c, blood pressure, and LDL. 
The data from secondary outcomes 
were then compared to data collected 

from the medical center’s general 
population.

Determination of 
adherence

Adherence rate for each of the 
ARVs was calculated using the medi-
cation possession ratio (MPR). MPR is 
calculated using time between refills, 
and is the ratio of the total number of 
days supplied to the number of days 
between the first and last refill. The 
MPR method was chosen because it 
was commonly used in previous HIV 
medication adherence studies.20,21 

Standard ARV regimen consists of 
multiple medications — within each 
patient’s regimen, the medication with 
the lowest adherence rate was used 
to represent the patient’s overall ARV 
adherence.22 

Prior studies have suggested 
that adherence ≥95% is needed for 
adequate virologic and immunologic 
control. However, the majority of the 
patients in these studies were taking 
older, unboosted protease inhibitor 
(PI) based regimens which are no 
longer first line therapy. Newer stud-
ies demonstrated that the adherence 
rate could be lower, especially for 
non-nucleoside reverse transcriptase 
inhibitor (NNRTI)-based regimens. In 
our study, an adherence rate of ≥85% 
was considered good adherence. This 
number was selected based on various 
HIV studies that have shown that medi-
cation adherence of 85% or greater is 
needed to suppress the HIV virus in 
80% of the study population.20, 21

Determination of 
hospitalizations

Admission rates, defined as 
hospital admissions and emergency 
department visits, were tabulated and 

Table 1. Patient demographics

Characteristics # of patients
Total Patients 148
Male 139 (94%)
Mean age (range) 49 (22-79)
Dyslipidemia 59 (39.8%)
Hypertension 40 (27%)
Diabetes 25 (16.9%)

The HIV medical 
home model 

allows for patients 
to receive 

comprehensive 
care in one place.
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included in the data if patients had an 
admission event any time after his or 
her first visit with the pharmacist dur-
ing the study period. Hospitalizations 
were separated into three categories 
based on the cause of the hospitaliza-
tion: HIV, cardiovascular disease, and 
other causes. 

Results
Baseline demographics are sum-

marized in Table 1. Of the 148 patients 
that met the study criteria, a sig-
nificant majority (94%) of them were 
males between the ages of 22 to 79 
years. Of the three most common 
non-HIV chronic diseases amongst the 
study population (diabetes mellitus, 
dyslipidemia, hypertension), diagno-
sis of dyslipidemia was the highest 
(39.8%).

HIV-related management made 
up 282 of the total 808 interventions 
(35%), which involved assistance in 
appropriate ARV regimen selection, 
medication counseling, evaluation and 
management of ARV side effects, 
management of drug interactions, 
assessment of ARV adherence, order-
ing and interpretation of lab results, 
and management of opportunistic 
infections, as shown in Figure 1. 
Additionally, 379 of 808 interventions 
(47%) were associated with manage-
ment of metabolic diseases (diabetes, 
hypertension, and dyslipidemia) and 
other non-HIV chronic conditions (Fig-
ure 2). Here, the pharmacist initiated 
or adjusted drug regimens per protocol 
or physician’s request, assessed for 
medication adherence, counseled on 
lifestyle modifications, screened for 
drug interactions, and monitored labs 
and medication side effects. Other 
interventions involved solving medi-
cation access problems and making 
referrals to other providers (18%).

HIV clinical outcomes are listed in 
Table 2. Of 148 patients in the study, 
90 (67.7%) had good adherence. 
Patients with controlled viral load (viral 
load <200 cells/ml) made up 74.3% of 
the study population. High percentage 
of patients achieved goals for CD4+ 
count, frequency of CD4+ labs, and 
frequency of physician visits at 88.5%, 

95.3% and 95.3%, respectively. Of 
the 77 hospitalizations, only five were 
due to HIV-related causes, such as 
Pneumocystis jiroveci pneumonia and 
adverse drug reactions to ARVs.

Secondary outcomes are listed in 
Table 3. There were a total of 72 non-
HIV related causes for hospitalizations, 
of which five were related to cardio-
vascular events. Other hospitalization 
causes were non-preventable events 
that were not actively managed by 
the pharmacist, such as kidney stones 
and accidental injuries. The percent-
age of patients achieving diabetes, 

hypertension and dyslipidemia goals 
set by the National Committee for 
Quality Assurance (NCQA)19 were all 
at least 80%. Most notably, a higher 
percentage of HIV patients achieved 
the NCQA performance criteria for 
diabetes and hypertension compared 
to other patients at the medical center. 
Out of 25 patients who had a diagnosis 
of diabetes, 88% had a hemoglobin 
A1c less than 9%, compared to 81.1% 
of other patients at the medical center 
(referred to as the general population). 
Thirty-four out of 40 patients (85%) 
with hypertension achieved controlled 

Figure 1. HIV-related pharmacist interventions

Figure 2. Non-HIV-related pharmacist interventions

Note: Non-HIV disease management includes but not limited to: diabetes mellitus, dyslipidemia, 
hypertension, osteoporosis, GERD, and non-HIV infections, and over-the-counter medication 
consultations.
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blood pressure of <140/90 mmHg, 
compared to 77.8% in the general 
population. Of the 59 study patients 
diagnosed with dyslipidemia, 47 (80%) 
had controlled LDL based on goals 
determined by their Framingham risk 
scores. LDL control rates from the HIV 
medical home could not be compared 
to the general population because dif-
ferent methods were used to deter-
mine LDL goals for each group. 

Discussion
This study is the first to report 

clinical outcomes from a HIV medical 
home that is staffed with a clinical 
pharmacist. As HIV patients survive 
longer and the nature of the disease 
becomes more like a chronic disease, 
the healthcare needs of these patients 
require more than HIV management 
alone.23 The different types of exper-
tise needed to manage HIV patients 
make it difficult for one provider to 
meet all the demands of each patient 
in a reasonable amount of time. How-
ever, the patient centered medical 
home creates a structure to effectively 
manage these patients. The results 
suggest that incorporating a phar-
macist into the medical home offers 
additional services to patients, such as 
medication side effects management, 
comprehensive metabolic diseases 
management, resolution to medica-
tion access problems, and medication 
review and education. 

A unique feature of the HIV medical 
home pharmacist is the large amount 

of time spent on non-HIV disease 
management, which made up over 
half of the total interventions. This is 
different from traditional pharmacist-
managed HIV management programs 
in which pharmacists only manage 
problems related to HIV and refer 
other medical conditions to their 
respective specialties.15 One of the 
benefits of having the HIV pharma-
cist manage multiple diseases is that 
patients achieved clinical goals in 
many areas that the pharmacist was 
involved in managing. For example, 
HIV patients achieved diabetes and 
hypertension performance criteria 
and had superior control compared to 
those from the general medical center 
population. Cardiovascular disease has 
become an important area of manage-
ment in HIV patients given that the 
incidence of diabetes, dyslipidemia, 
and hypertension are significantly 
higher in HIV patients,11,12,25 and the 
proportion of deaths in HIV patients 

attributable to non-HIV diseases 
increased from 13.1% in 1996 to 
42.5% in 2004.23 Pharmacists may 
play key roles in reducing cardiovas-
cular events amongst HIV patients 
through management of metabolic 
diseases.

In a county-based pharmacist 
managed HIV drug optimization clinic, 
135 out of 253 (53%) of pharmacist 
interventions were associated with 
HIV therapy whereas 118 out of 253 
(47%) were associated with primary-
care related issues.14 This distribution 
of interventions differs from the HIV 
medical home in which only 35% of 
pharmacist interventions were associ-
ated with HIV-related management.

The outcomes evaluated in this 
study set it apart from other HIV 
pharmacist studies. A systematic 
review of thirty-two studies evaluat-
ing the impact of HIV pharmacists 
did not identify any studies with 
cardiovascular outcome as a primary 
nor secondary outcome.18 This study 
demonstrates that the pharmacist in 
a medical home can be involved in a 
wide range of clinical roles, both HIV 
and non-HIV related. In the PCMH 
model, a majority of medication-
related issues are triaged to the 
pharmacist first; whereas in the 
traditional primary care model, the 
physician is responsible for approving 
refill requests, adjusting medications 
for chronic diseases, and monitoring 
for medication side effects. Alleviat-
ing the physician from medication 
management will allow for more time 
spent on diagnosing and treating 
patients with higher acuity.

HIV-related Outcome  # of patients

Adherence rate ≥ 85% 90 (67.7%) 
  < 85% 43 (32.3%)

Viral Load (copies/ml) < 50 93 (62.8%) 
  50-200 17 (11.5%) 
  >200 38 (25.7%)

CD4+ count (cells/mm3) ≥ 200 131 (88.5%) 
  < 200 17 (11.5%)

Frequency of CD4+ testing ≤ every 6 months 141 (95.3%) 
  > every 6 months 7 (4.7%)

Hospitalizations & ED visits related to HIV  5 (6.5%) 
complications (All-cause total = 77 visits)

Table 2. HIV-related clinical outcomes

This study shows that the HIV 

medical home model allows for the 

pharmacist to play a versatile and 

integral role in patient care.
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In our population, 67.7% of patients 
had adherence of ≥85%. In a meta-
analysis of thirty-one North American 
studies, a pooled estimate of 55% 
of the studied population achieved 
adequate levels of adherence, 
although adequate levels of adherence 
varied from >80% to 100%.26In an 
adherence study by Grossberg et al, 
52% of patients achieved an adher-
ence of ≥85%.17 The adherence rate 
seen in our institution suggests that 
the medical home model is effec-
tive in maintaining higher medication 
adherence.

Although no published studies 
have evaluated the outcomes of a 
HIV-focused medical home, the U.S. 
Department of Veterans Affairs (VA) 
has conducted a retrospective, obser-
vational study on over 20,000 patients 
followed at the VA for traditional HIV 
care to determine performance rates 
for various National Quality Forum 
measures for HIV/AIDS care.27 In 
the VA study, 83% of patients had 
at least one HIV physician visit every 
six months and 93% of patients had 
at least one CD4+ count every six 
months. Despite these high percent-
ages at the VA, the medical home at 
the study institution performed better 
in these two areas (95.3% for both 
measures).

On the other hand, the percentage 
of the patients with controlled HIV 
RNA viral load in KPLA medical home 
is similar to the VA patients (74.3% 
vs. 73%). We predicted that patients 
followed in the medical home would 
have better viral load control. It is 
difficult to explain why both groups 

have similar viral load control. Similar 
medication adherence and resistance 
patterns may be key reasons; how-
ever, this cannot be confirmed since 
the VA study did not report these data. 
Additionally, elevated viral load may be 
caused by factors that are beyond the 
control of providers, such as discontin-
uation of medication due to intolerable 
side effects or severe antiretroviral 
resistance that limit the effectiveness 
of medications. 

Some of the limitations to this 
study include using electronic medical 
record reports to analyze the pharma-
cist’s interventions, which relies on 
the pharmacist to accurately docu-
ment all interventions. There is a pos-
sibility that some interventions might 
not have been documented, leading 
to underreporting. Furthermore, 
longevity of patient follow-up was not 
assessed. This makes it difficult to 
fully evaluate how well patients’ medi-
cal conditions were controlled since 
the likelihood of meeting clinical goals 
depends on how long the patient 
has been followed by a healthcare 
provider. Finally, only cross-sectional 
data was collected, which only gives 
information on a specific point in time.

Conclusion
This study shows that the HIV 

medical home model allows for the 
pharmacist to play a versatile and 
integral role in patient care. Integration 
of a pharmacist into the medical home 
contributed to positive HIV and non-
HIV patient outcomes, which include 
high CD4+ control and adherence rate, 

low HIV-related hospitalizations, and 
good control of diabetes, hypertension 
and dyslipidemia. 
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Non-HIV Outcome Population # of patients meeting # of pharmacist 
   goal/# of patients with diagnosis interventions

Hgb A1c <9% HIV clinic 22/25 (88%) 88 
  Medical center 17,322/21,355 (81.1%) --

Blood pressure HIV clinic 34/40 (85%) 38 
< 140/90 mmHg Medical center 41,195/52,932 (77.8%) --

Controlled LDL HIC clinic 47/59 (80%) 63

  Reason for Visit # of patients

Hospitalizations & ED visits  CVD 5 (6.5%) 
(All-cause total = 77 visits) Other 67 (87%)

Table 3. Non-HIV related outcomes (CVD = cardiovascular diseases)

Table 4. Hospitalizations and ED visists 
(CVD = cardiovascular diseases)

Reason for visit # of visits (N=77)

HIV 5 (6.5%)

CVD 6 (6.5%)

Other  67 (87%)
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5. Based on the results of this study, 
appears that the traditional medical 
care model is more effective at 
maintaining a higher medication 
adherence rate than the medical home 
model. 

 a. True 
 b. False  

6. Pharmacist in this study:

 a.  Contributed to positive HIV Outcomes
 b. Demonstrated low HIV-related 

hospitalizations
 c. No impact on non-HIV Outcomes
 d. (a)  and (c)
 e. (a)  and (b)

7. A higher percentage of HIV patients 
achieved the NCQA performance criteria 
for diabetes and hypertension compared 
to other patients at the medical center.  
a. True 

 b. False

8. This study demonstrated that a clinical 
pharmacist is an important team 
member in an HIV medical home model 
for all the reasons listed below except:

 a. HIV patients survive longer
 b. HIV has become more like a chronic 

disease
 c. The medication adherence rate is very 

low
 d. Healthcare needs involve more than just 

HIV management alone

9. The proportion of deaths in HIV 
patients attributable to non-HIV 
diseases increased from 13.1% in 1996 
to 42.5% in 2004.

 a. True 
 b. False

10. Conclusion of study was:

 a. HIV medical home model allows for 
the pharmacist to play a versatile and 
integral role in patient care

 b. Integration of a pharmacist into the 
medical home contributed to positive HIV 
and non-HIV patient outcomes

 c. Both (a) and (b)
 d. Neither (a) or (b)

1. Medication Possession Ratio (MPR) :

 a. Measure of  medication compliance
 b. Adherence calculation based on time 

between refills
 c. New measure used for the first time in 

this study.

2. Most common non-HIV chronic disease 
states in study population were all of 
the following except:

 a. diabetes mellitus
 b. asthma
 c. dyslipidemia
 d. hypertension

3. More interventions involve non-
HIV conditions than HIV related 
management.

 a. True 
 b. False

4. Difference between the PCMH and the 
traditional medical care models are:

 a. Traditional model physician is 
responsible for refills

 b. PCMH pharmacist triages medication 
related issues first

 c. PCMH allows more time for physician to 
diagnose and treat patients

 d. All of the above
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antiretroviral therapy are required to 
have high rates of treatment adherence 
to achieve the best clinical outcomes. 

The Ryan White HIV/AIDS 
Treatment Extension Act 
of 2009 
Funding Prescription Benefits and 
other services for Eligible PLWH

The pharmacists’ experience 
described here is focused on ser-
vices provided to PLWH who receive 
prescription services through publicly 
funded benefits provided by the AIDS 
Drug Assistance Program (ADAP). 
ADAP provides benefits to low-
income individuals with limited or no 
access to prescription drug cover-
age and is the payer of last resort. 
In fiscal year 2010, there were more 
than 226,000 ADAP enrollees which 
accounted for approximately one third 
of the people with HIV estimated to 
be receiving care nationally.1

Complete details and descriptions 
of the Parts of the Ryan White HIV/

AIDS Treatment Act used to fund 
ADAP are available on the Health 
Resources Services Agency (HRSA) 
website at: http://hab.hrsa.gov/
abouthab/aboutprogram.html.

Overview of the PBM 
Practice Model for Clinical 
Pharmacists Serving HIV/
AIDS Patients 

Clinical pharmacists in the PBM 
setting apply the following utilization 
and quality management tools, clinical 
services, and reporting capabilities, to 
deliver quality care to HIV/AIDS patients 
enrolled in ADAP programs. These 
pharmacists serve as clinical resources 
for ADAP program administrators.   

Formulary Committee 
Support 

ADAP programs are required to 
incorporate the use of a Medical 
Advisory Committees or Formulary 
Committees to determine included 

By Colleen Carraway Higgs, PharmD

Pharmacists’ Management in HIV

The PBM Pharmacist’s Role in 
Delivery of Prescription Benefits 
to Persons Living with HIV Enrolled in 
AIDS Drug Assistance Programs

Introduction

Pharmacists who choose careers 
in Pharmacy Benefit Manage-
ment companies are respon-

sible for using their clinical knowledge 
to apply utilization management tools 
to ensure that patients receive safe, 
appropriate, clinically effective and 
cost-effective prescription benefits. 
This article describes a practice 
model for clinical pharmacists in PBM 
settings focused on treatment of HIV/
AIDS. Persons living with HIV (PLWH) 
represent a category of program 
member with complex treatment 
regimens, high utilization and costs, 
a potential for multiple drug interac-
tions, safety concerns, and a high risk 
of adverse effects. The May 2012, 
Henry J. Kaiser Family Foundation 
HIV/AIDS Policy fact sheet states 
that the average prescription cost 
per ADAP member in 2011 was $3031 
which is significantly higher than the 
average U&C drug price of $129.10 
reported by the Government Account-
ability Office.2  In addition, PLWH on 
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formulary agents within the guidance 
and mandates of the Ryan White HIV/
AIDS Treatment Act. Although the for-
mularies may vary across the country, 
effective July 1, 2007, a minimum for-
mulary was established for all ADAPs 
that includes at least one drug from 
each antiretroviral drug class on the 
formulary. Clinical pharmacists working 
within a PBM that serves ADAP pro-
grams must work closely with these 
formulary committees in an advisory 
role to provide formulary management 
services, and to work collaboratively 
with State administrators on formu-
lary issues. PBM clinical pharmacists 
serve as clinical liaisons providing nec-
essary education regarding treatment 
updates and new drug availability.

The PBM’s team of clinical pharma-
cists assists in establishing appropri-
ate prior authorization criteria, clinical 
guidelines and dispensing policies for 
formulary medications. 

Data Management and 
Reporting Tools

ADAP programs have stringent 
data reporting requirements. They 
rely on access to timely and accu-
rate data to effectively develop cost 
projections and create budgets for the 
coming year. Reports are used to track 
program utilization trends; to moni-
tor program demographics; and to 
adhere to the extensive data reporting 
requirements mandated by the Health 
Resources Services Agency (HRSA). 
In addition to standard utilization 
reports, clinical pharmacists deliver 
reports that have been developed to 
provide additional scrutiny of con-
trolled substance usage; screening 
reports to assess adherence to the 
Department of Health and Human 
Services (DHHS) HIV treatment 
guidelines; trending of lab data to 
monitor patient outcomes; and reports 
on treatment adherence measured by 
medication possession ratio. 

Utilization Management 
Tools 

There are a number of utilization 
management tools in use to ensure 

safety, efficacy, clinical appropriate-
ness, and cost-effectiveness of treat-
ment regimens. With application of 
these tools, maintenance of appropri-
ate HIV drug regimens is a priority 
and is also crucial to achieve the best 
outcomes for these patients. Some of 
these tools are described below.

Drug Utilization Evaluation 
(DUE)

Point of sale monitoring of dis-
pensed medications is accomplished 
using both NCPDP (National Coun-
cil for Prescription Drug Programs) 
standard DUE edits and customized 
edits identified by the pharmacist 
that target the HIV patient needs. 
DUE edits assist to manage prescrip-
tion drug costs, enforce compliance 
with plan rules and promote clinically 
appropriate therapies thus enhancing 
patient safety. 

DUE edits are performed on all 
claims submitted for adjudication and 
address potentially serious clinical 
contraindications, plan dispensing 
violations, formulary discrepancies 
and potential pharmacy/provider 
errors before they occur. Specifically, 
pharmacists address such areas as 
drug-drug interactions, duplicate 
therapies, drug-disease interactions, 
refill scheduling (adherence), clinical 
dose range and duration of therapy as 
part of the DUE process. The clinical 
pharmacists work proactively with 
program administrators to activate the 
most appropriate rules and filters to 
best meet the patient needs. Follow-
ing are some examples of standard 
concurrent DUE checks: 

•	 Refill too late
•	 Too soon clinical
•	 Drug to pregnancy
•	 Drug to allergy
•	 Drug to known disease
•	 Duplicate therapy
•	 Drug to drug
•	 Drug to inferred disease
•	 Min max dose
•	 Controlled substance
•	 Refill too late
•	 Duplicate therapy
•	 Duplicate ingredient

Clinical pharmacists at Ramsell Cor-
poration actively monitor changing HIV 
treatment guidelines and monitor the 
primary literature for new therapeutic 
trends and studies.  The information is 
used to create additional customized 
DUE edits and to inform other clinical 
monitoring.

Prior Authorizations
Prior authorizations are used 

to determine the appropriateness 
of covering medications with high 
costs or potentially dangerous side 
effects. Prior authorizations promote 
appropriate drug use and prevents 
misuse. Drugs may be approved 
through application of step therapy; 
or specific criteria may be estab-
lished for direct access to targeted 
medications. 

Quanity Limits
Establishment of dispensing guide-

lines which restrict quantity limits or 
establish maximum allowed refills 
is another useful tool for utilization 
management. Many ADAP programs 
restrict dispensing to 30-day supplies 
and may also have targeted quantity 
limits for dispensing of narcotic medi-
cations. 

Dose Optimization
One of the key quality assurance 

measures required by HRSA of ADAP 
programs is assurance of adherence 
to the “DHHS Guidelines for the 
Use of Antiretroviral Agents in HIV-1 
infected Adults and Adolescents.”4 
To achieve these quality measures, 
application of tools to optimize anti-
retroviral dosing as well as methods 
to ensure that appropriate treatment 
combinations are prescribed are in 
use. This is accomplished by tailored 
DUE edits, pharmacists engaging in 
retrospective DUR, and options for 
Medication Therapy Management. 
Implementation of dose optimization 
for antiretrovirals has resulted in an 
increase in appropriate use as well as 
cost savings.
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Resource Requirements
One key to managing a prescription 

benefits for PLWH who often have 
complex treatment regimens is incor-
poration of a team of knowledgeable 
and experienced clinical pharmacists 
and pharmacy technicians experi-
enced in HIV care and treatment. 
Pharmacists are able to supervise 
technicians who may serve as the 
frontline service providers for prior 
authorization processing.  

In addition, pharmacists must be 
armed with proper tools and require 
access to a number of different 
resources to effectively provide services 
to both HIV focused patient populations 
and general population. Examples of 
these tools are provided below: 

• Access to drug descriptive 
and pricing data from a com-
pendium such as FirstDataBank, 
Medispan, Gold Standard, or 
others. This is used to categorize 
drugs using hierarchal codes for 
formulary development; and to 
develop reports.

• Access to HIV treatment 
guidelines and subscriptions 
to list serves for notifications of 
changes to guidelines for HIV 
and other applicable comorbid 
conditions.

• Subscription to FDA lists 
serves for drug information 
updates and alerts.

• Identification of key quality 
measures of importance to 
program administrators. 

Description of Successes 
Clinical pharmacists within the PBM 

collaborated to develop a web-based 
tool to facilitate the delivery of Medica-
tion Therapy Management services 
to ADAP members via the telephone. 
The tool was developed to be highly 
configurable and allows for inclusion 
criteria to be tailored based on the 
patient population. As a result, MTM 
participants could be targeted based 
on adherence measures (targeted MPR 
level), existence of specific comorbid 
conditions such as Hepatitis C, or his-
tory of mental health diagnosis. 

A poster presented at the recent 
Interscience Conference on Antimicro-
bial Agents and Chemotherapy (ICAAC) 
held in San Francisco, September 
9-12,  2012, presented adherence 
outcomes identified as a result of MTM 
service encounters.5 The findings 
demonstrated an improvement in treat-
ment adherence. At entry, adherence 
measured using an MPR calculation 
was 74.4% (+ 4.36 95% confidence 
intervals). As of 4/15/12, the average 
adherence for enrolled patients was 
79.39% (+ 2.97).  The mean differ-
ence between time points is +4.98% 
(p=0.0004). The improved outcomes 
were statistically significant and dem-
onstrated an initial level of success. 
Further validation of adherence inter-
vention is required at later time points.

 
Limitations or restrictions 
of the Model

Anytime services are provided to 
government programs such as ADAP, 
there is the potential for impacts due 
to changes in government policy and 
shifts in funding. As a result, clinical 
pharmacists working within this model 
must remain flexible and prepared 
to work collaboratively to implement 
changes or identify cost-containment 
measures where needed. These 
changes may range from significant for-
mulary changes, to the addition of new 
data elements for tracking as a result of 
changing HRSA reporting mandates. 

Change can happen very rapidly. 
The latest change in process for the 
California ADAP program is the transi-
tion of eligible members to the County 
based Low Income Health Programs 
(LIHP) which is part of the Bridge to 
Healthcare Reform. When fully imple-
mented, these programs will offer 
members access to a broader comple-
ment of medical care and treatment. 

 

Legal or Regulatory Issues
There are a number of regulatory 

issues that impact the practice of 
clinical pharmacists in PBM settings. 
They must work within the current 
NCPDP Electronic Claim Transmis-
sion Standards (D.0) in application of 
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customized DUE edits and appropriate 
messaging to dispensing pharmacists. 
They are also required to adhere to the 
mandates HIPAA & the Health Infor-
mation Technology for Economic and 
Clinical Health (HITECH) Act. These 
acts address privacy and security of 
protected health information, and the 
promotion and adoption of meaningful 
use of health information technology. 
In addition, because ADAP’s are 340B 
covered entities, clinical pharmacists 
in these settings must have a thor-
ough understanding of 340B guide-
lines which govern the distribution of 
drugs to ADAP program members. 

Future Plans and Direction
In reflecting on the possibilities for 

the future in this practice model, there 
are clear indications that pharmacists 
in these settings will play a greater 
role in implementation of MTM 
services for HIV patients. These are 
services that may be delivered tele-
phonically or through trained commu-
nity providers under the oversight of 
pharmacists working in a PBM setting. 
The latest DHHS treatment guide-
lines highlight the fact that effective 
antiretroviral therapy has led to greater 
longevity in HIV-infected individuals. 
This has resulted in a shift to increas-
ing numbers of older individuals living 
with HIV infection. These patients 
may have more comorbidities when 
compared with younger HIV-infected 
patients, which can complicate the 
treatment of HIV and other diseases. 
These patients will benefit from not 
only the customized DUE options, but 
from MTM services. Expanded access 
to Medication Therapy Management 
services is a logical step that has 
already proven to be beneficial in 
Medicare Part D populations.  

About the Author
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Division President, Clinical and Pharmacy 
Services with Ramsell Corporation.

High Volume/Heavy Foot Traffic
In the Crenshaw Medical Arts Center (77,790 sf)

3756 Santa Rosalia DR., Los Angeles, 90008
After more than 30 years in this location,

the Garfield Prescription Pharmacy is leaving

Pharmacy Location
(Available June 2013)

For brochure and more information call:
Irwin Feigenbaum 805-795-8157 l Email: ifeigenbaum@naicapital.com



www.cpha.com  |  FALL 2012  |  CALIFORNIA PHARMACIST      25

532732_Buy.indd   1 7/14/11   12:02:10 PM



26      CALIFORNIA PHARMACIST  |  FALL 2012  |  www.cpha.com

By Sally Shin, PharmD

A multidisciplinary team approach 
to patient care is becom-
ing commonplace for many 

disease states, but is especially vital in 
HIV.  With the trend towards Account-
able Care Organizations (ACOs), 
especially from Medicaid and Medi-
cal programs, pharmacy can play a 
large role in keeping healthcare costs 
down, while being part of the health-
care team to provide responsible 
care.  Good medication adherence is 
crucially important in HIV patients and 
pharmacists can play a critical role in 
improving and maintaining adherence.  
As part of a healthcare team that 
involves physicians, treatment educa-
tors, case managers, social workers, 
and nursing staff, pharmacists can 
play an important role in a patient’s 
care.

AltaMed Pharmacy 3 provides 
pharmaceutical care to AltaMed East 
Los Angeles Commerce (ELA), an 
ambulatory and urgent care clinic 
with a largely Hispanic population.   
AltaMed Health Services is the lead-
ing provider of primary healthcare 
services in Los Angeles and Orange 
Counties, with women’s health, senior 
services, and dental services, to name 
a few specialty programs.  AltaMed 
is the first center in the country 
to receive the Joint Commission’s 
designation as a Primary Care Medical 
Home (PCMH).   The AltaMed clin-
ics serve as safety net providers to 
many patients, providing health care 
to those who otherwise would not 
have access to primary care services.  
AltaMed does not turn any away any 
patients based on insurance coverage 
or ability pay, eliminating the need for 
more costly emergency room visits.  
Most AltaMed HIV patients are low-

income and/or undocumented, with-
out traditional means of insurance.  
Their primary source of medical and 
drug coverage is provided by the AIDS 
Drug Assistance Program (ADAP) and 
Healthy Way LA (HWLA), a county 
funded public -private partnership 
(PPP).  ADAP is a federal program, but 
eligibility and budget are determined 
on the state level.  Patients who are 
HIV positive, do not have any other 
form of insurance, are not eligible for 
Medi-Cal  or Medicare, and can show 
less than $43,560 in yearly income 
are eligible in California.  Proof of legal 
residency is not required.  Unlike other 
forms of insurance, ADAP must be 
renewed at least yearly.  ADAP covers 
not only medications for HIV, but for 
other common comorbid conditions as 
well, such as diabetes, hypertension, 
and hyperlipidemia.   Some medica-
tions that are not on the ADAP formu-
lary, such as multivitamins and OTC 
products, are covered by AltaMed.  
About 90% of the clinic’s HIV positive 
patients are covered under ADAP, with 
the remaining having private insurance 
or Medi-Cal.  The clinic has a wide vari-
ety of other supportive resources avail-
able, including many support groups, 
mental health services, and yoga. 

PharMedQuest Pharmacy Ser-
vices (PMQ) is a contract pharmacy 
services provider that provides com-
prehensive pharmaceutical care and 
services to the AltaMed health care 
system.  PMQ works with AltaMed 
to place pharmacies within AltaMed 
clinics that have sufficient space and 
prescription volume with the intent 
to help AltaMed manage its 340B 
discount drug program, save money, 
generate revenue, and expand access 
to affordable medications.  PMQ 

pharmacies are “contract pharmacies” 
to the 340B covered entity, AltaMed.  
The PMQ pharmacies that are located 
inside of AltaMed clinics function as 
staff model pharmacies, even though 
they are contracted providers.  One of 
our pharmacies (AltaMed Pharmacy 
3) is located inside the AltaMed ELA 
Commerce Clinic.  Through an affili-
ation agreement, the pharmacy staff 
has access to patient electronic health 
records (EHR).  The accessibility to 
EHR allows pharmacy staff to access 
things such as; patient demographics, 
medical history, medication and aller-
gies, immunization status, laboratory 
test results, radiology images, vital 
signs, age and weight, language speci-
fication, billing information, etc.  EHR 
access provides integration between 
pharmacy services and medical 
services streamlines the information 
required for prior authorizations, and 
improves communication between 
pharmacy and clinic personnel.  During 
the patient’s visit with a physician, 
prescriptions are electronically sent 
to the pharmacy and are ready as the 
patient is ready to leave the clinic.  We 
employ 5 technicians (all of whom are 
fully bilingual) and 3 pharmacists.  Pre-
scriptions can be refilled automatically 
on a monthly basis, with a reminder 
call made to the patient.  Patients can 
pick up their medications in person, 
receive a delivery either at home or 
at their work, or delivery through the 
mail.   If a particular AltaMed clinic 
providing HIV services does not 
have a pharmacy onsite, the PMQ 
pharmacy can fill all medications, 
and deliver them to the clinic or the 
patient’s home.  

The responsibilities of the clinical 
pharmacist include alerting physi-

Staff-model Pharmacy for an  
HIV Ambulatory Care Clinic

Pharmacists’ Management in HIV
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cians to drug interactions, espe-
cially between HIV regimens and 
other medications, reconciliation of 
medications prescribed by different 
physicians who are not aware of the 
patient’s HIV regimen, and individual-
ized counseling sessions with patients 
on all their medications.  Because the 
pharmacy is a contract pharmacy, it is 
PMQ that funds and supports the clini-
cal pharmacist position, not AltaMed.  
The clinical pharmacist operating 
under a clinical protocol can refill main-
tenance mediations as appropriate 
without having to contact the patient’s 
physician.  The clinical pharmacist has 
access to all medical records, and can 
use lab results, appointment sched-
ules, and progress notes to authorize 
refills.  If a patient is overdue for labs 
or a physician appointment, the clini-
cal pharmacist can alert the patient 
before refills run out that s/he needs 
to return to the clinic.  Refill requests 
can also be sent electronically through 
the pharmacy system directly to the 
patient’s EHR, which allows for faster 
physician response and thorough 
documentation.  Because the phar-
macy, lab, physician offices, and exam 
rooms are all in the same building, 
communication is greatly facilitated.  
If an especially difficult case arises, 
the physician, pharmacist, and social 
worker can all discuss the case in 
a timely manner, and counsel the 
patient in the exam room if necessary.  
Drug interactions and dosing modifica-
tions can be made on the spot.  Many 
patients visit the pharmacy more 
frequently than the physician, and the 
clinical pharmacist frequently reviews 
charts and labs to determine appro-
priateness of opportunistic infection 
prophylaxis or alerts the physician of 
narcotic overuse.  

Adherence is another way patient 
care is improved by close involvement 
of the pharmacist.  While good medi-
cation adherence is important for all 
disease states, it is especially impor-
tant in HIV because of the likelihood 
of resistance.  Should a patient have 
poor medication adherence, there is a 
reasonable likelihood that the virus will 
become resistant to those medica-
tions, resulting in not only the loss of 

that drug for future use, but also to 
an increase in the viral load. Patients 
may report to the physician that they 
are taking medications as directed, 
but may give clues to the pharmacy 
that hint toward poor adherence.  The 
patient may ask the pharmacist not 
to send one or more drugs of their 
regimen, is consistently picking up 
medications at >30day intervals, or is 
requesting frequent early refills due 
to lost/stolen medications.  Trends 
like these that point towards poor 
adherence will be seen by the pharma-
cist but may not be reported to the 
physician by the patient.  The clinical 
pharmacist will alert the physician to 
these occurrences and the patient can 
be scheduled for additional labs or 
counseling sessions to try and correct 
problems.   Whereas in a traditional 
pharmacy the patient may elect to pick 
up an incomplete HIV regimen, the 
clinical pharmacist is able to ensure 
that the entire regimen is refilled on 
the same day every month and does 
not allow patients to pick and choose 
which medications they will take that 
month.    

In a typical pharmacy setting, 
paperwork for medications that 
require prior authorizations can easily 
be lost between the pharmacy and 
physician’s office.  The pharmacy 
would alert the physician’s office 
that prior authorization needs to be 
done and even when the physician 
has completed the paperwork, the 
pharmacy may not be alerted that the 
prior authorization has been approved 
or denied.  That problem is negated 
at our pharmacy, because the clinical 
pharmacist can handle all requests on 
the physician’s behalf.  All the informa-
tion required for a prior authorization 
is available to the clinical pharmacist 
in the patient chart (EHR), greatly 
shortening the turnaround time.  Most 
of the time, the physician does not 
need to be involved in any additional 
paperwork for the prior authorizations. 

AltaMed is a Federally Quali-
fied Health Center (FQHC) that is a 
covered entity under the 340B drug 
purchase program.  340B program is 
a drug discount program that allows 
covered entities to purchase drugs 

at federal Public Health Services 
(PHS) prices.  The 340B program was 
enacted from Section 340B of the 
Public Health Service Act of 1992, 
the Veterans Health Care Act. It is 
managed by the Health Resources 
and Services Administration (HRSA) 
Office of Pharmacy Affairs (OPA). 
The purpose of the 340B Program is 
to enable qualified entities (covered 
entities) to optimize scarce federal 
healthcare resources with heavily 
government-based drug discounts. 
The goal of 340B is to expand cost-
effective pharmaceutical care to all 
eligible patients, particularly the un-
served or underserved population. The 
greatest cost in any pharmacy is the 
cost of the medications.  HIV medica-
tions are very expensive, and most 
pharmacies will carry just one or two 
bottles or the most common medica-
tions, if any.  One benefit to the 340B 
drug program is the purchasing power 
afforded to AltaMed.  FQHC organiza-
tions are able to purchase medications 
at a greatly discounted rate compared 
to the average wholesale price (AWP).  
Previously, the AltaMed did not have 
a pharmacy and patients would go to 
any pharmacy they chose.  Now, with 
a staff-model pharmacy, AltaMed is 
able to service these patients, gener-
ate pharmacy revenue, and expand 
pharmacies services to patients that 
either do not have coverage or have 
limited coverage.     

Although AltaMed and PharMed-
Quest are separate organizations, the 
relationship is very symbiotic with the 
common goal to improve patient care.  
The Hispanic HIV positive population 
is growing but patients experience 
barriers to care for many reasons.  As 
a clinical pharmacist in this unique 
setting, I am able to work closely with 
physicians, mental health clinicians, 
and social workers to ensure the best 
care for our patients.    

About the Author
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This business model was sup-
posed to focus on collaboration 
between pharmacists in differ-

ent settings in treating and monitoring 
HIV/AIDS patients with cancer.  The 
goal was to identify situations where 
pharmacists acting as primary care 
providers, and actively involved as 
partners in health care teams, would 
collaborate as do physicians and 
nurses in similar settings.  It was ini-
tially assumed that HIV/AIDS patients 
with various cancers had sufficient 
complications such that collabora-
tion between ambulatory, inpatient 
care and infectious disease would be 
necessary.  However, the progress 
of care for HIV/AIDS has limited the 
number of patients requiring multi-
specialist involvement, and when 
collaboration did occur it was limited 
to situations where pharmacists 
worked within an integrated health 
care system.  Why is this?  Is collabo-
ration between pharmacists unnec-
essary other than for dispensing?  
What happens as health care moves 
to Accountable Care Organizations 
and Medical Homes that inherently 
require collaboration?

Due to the nature of this limited 
survey this business model is different 
from other models in prior journals.  
This is a survey of various settings 
referencing various collaborative situa-
tions rather than a model for a specific 
site.  As with all business models this 
is not meant to be exhaustive, but only 

suggestive of the practice of some 
select practitioners.  

Two of the authors interviewed 
multiple pharmacists for this business 
model.  When the interviews were 
done it was apparent that pharma-
cists within organized health care 
groups (OHCG), e.g., Kaiser and the 
Veterans Administration, did collabo-
rate.  However, pharmacists outside 
of the organized groups did not.  This 
is curious as physicians and nurses 
collaborate with their peers in various 
settings in order to obtain information 
about patients’ conditions, history, 
medications, procedures, support 
mechanisms, etc.  The collaboration of 
pharmacists within the organized set-
tings reflects similar needs for medica-
tion regimens, compliance, allergies, 
adverse effects, preferences, etc.  Yet, 
outside of the organized settings this 
information is either not considered 
important or not part of the dispensing 
function.  As a result, this business 
model reviews what pharmacists in 
organized settings achieve with col-
laboration and why collaboration is 
important. 

To identify the collaborative 
practice of pharmacists in organized 
settings we interviewed Dr. Lucy 
Ung of Kaiser Permanente Coachella 
Valley, and Drs. Macy Ho and Dr. 
Mary-Joy Arcellana of the Veterans 
Administration Long Beach.  We also 
interviewed pharmacists from several 
community pharmacies in Orange 

County, California serving HIV/AIDS 
patients through the ADAP program, 
i.e., AIDS Drug Assistance Programs 
that offer free or reduced cost medi-
cations for low income individuals 
with HIV/AIDS. Of the many calls to 
Southern California practitioners a few 
ambulatory pharmacists were able to 
offer information; namely,  Dr. Hong 
at Procare Pharmacy, Dr. Darshanna 
Patel at Walgreens, and a pharmacy 
resident at UCI Family Health Center 
Pharmacy.  These pharmacists offered 
their personal experience without 
reference to corporate policies.  

Description of the Practice 
Model 
Pharmacists in Organized Health 
Care Groups

This practice model describes 
collaboration between primary care 
pharmacists in ambulatory and inpa-
tient care, as well as with specialty 
pharmacist in infectious disease.  
Pharmacists may collaborate based on 
patients across multiple settings (e.g., 
inpatient, outpatient, specialty clinic), 
or on admission, discharge or transfer 
between facilities.  In one OHCG, 
inpatient primary care pharmacists 
work with multiple teams includ-
ing an HIV/AIDS ambulatory team.  
Patient load varies with an approxi-
mate load of 30 patients and about 
one HIV patient per month.  Patients 
are usually admitted with pneumo-

Inter-Pharmacist  
Collaboration  
for HIV Patients

Business Model

By Craig S. Stern, PharmD, MBA;  Chrissie Chew, 2013 PharmD Candidate;  and  
Brian Chou, 2014 PharmD Candidate
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cystis pneumonia and 
bacterial pneumonia.

The pharmacists in all 
of the surveyed OHCG 
work in an interdisciplin-
ary setting - alongside 
care coordinators, 
nurses, and internal 
medicine physicians with 
specialties in HIV/AIDS. The teams 
provide primary care and long-term 
HIV/AIDS care. Since, in most cases, 
patients with HIV/AIDS also have 
many comorbid conditions; pharma-
cists provide comprehensive care for 
each patient and their disease state.  
Furthermore, pharmacists have the 
ability, under protocol, to prescribe the 
necessary medications, ranging from 
chronic maintenance meds to HIV 
antiretroviral drugs.

In a small number of cases patients 
have both HIV/AIDS and cancer – 
most commonly Kaposi’s sarcoma. 
When patients are suspected to have 
cancer they are sent to oncology 
for diagnosis. Once diagnosed with 
cancer, the primary care pharmacists 
work closely with the oncology phar-
macist to design the optimal drug regi-
men that most effectively suppresses 
the cancer and viral loads, while mini-
mizing drug-induced adverse effects.  
In addition, the pharmacists work very 
closely to avoid overlaps in therapy, 
to renew or discontinue medica-
tions, to order labs, and to coordinate 
therapeutic monitoring. For example, 
if an HIV/AIDS patient has low T-cell 
counts, chemotherapy would further 
compromise the patient’s immune 
system, leaving the body more prone 
to opportunistic infections. Therefore, 
the primary care pharmacists and the 
oncology pharmacist need to weigh 
the risks of when to start chemo-
therapy. Ultimately, the coordination 
of care between pharmacists provides 
sound treatment options and saves 
time for the patients.

If patients are first seen (e.g., new 
member of a team, or on admission to 
an acute care facility) without informa-
tion about their medical history and 
medication profile, physicians and 
pharmacists conduct thorough histo-
ries.  To complete medication profiles 

pharmacists may also call their ambu-
latory pharmacy (usually an HIV spe-
cialty pharmacy within the OHCG) for 
past medication history, prior HIV phy-
sician or their caregiver.  If the history 
is incomplete despite these efforts, 
an HIV genotyping is performed on 
all new patients to determine resis-
tance to certain medications. In many 
instances pharmacists may also order 
laboratory tests, e.g., CBC with dif-
ferentials, STDs, hepatitis screenings, 
viral loads, etc.  They may also order 
anoscopies, and HIV genotyping. An 
electronic medical record (EMR) that 
stores all information (i.e., medica-
tions, progress notes, imaging, etc) in 
a central location is certainly helpful in 
an OHCG.  The EMR can be accessed 
by every member of the healthcare 
team so that they are aware of the 
entire care of the patient.  The EMR is 
obviously not available to pharmacists 
who are not in OHCG, but that does 
not mean that collaboration cannot 
provide information by way of the 
traditional method.

In one of the OHCG, if a primary 
care pharmacists has any questions 
regarding HIV medications (e.g., cut/
crush tablets for a stroke patient), they 
may contact the Infection Diseases 
(ID) pharmacist. The ID pharmacists 
usually know the HIV patients’ medi-
cations very well, since they perform 
clinical reviews every 2 weeks with 
the patients.  Patients may also be 
referred to other specialists for non-
HIV conditions, e.g., cardiology.  The 
primary care pharmacists may then 
communicate with the specialists over 
drug-drug interactions, side effects, 
or adverse drug reactions due to HIV 
medications.  

Pharmacists in OHCG also par-
ticipate in the Medication Therapy 
Management (MTM) services for their 
Medicare and VA populations. The 

primary care pharma-
cists work closely with 
the MTM pharmacist to 
coordinate drug regimens 
and to make sure all the 
diseases are managed. 
For example, if the MTM 
pharmacist decides 
to add a lipid-lowering 

agent, they contact the primary care 
pharmacist either via phone or in per-
son to see if the medication is appro-
priate and not contraindicated with the 
HIV/AIDs drug regimen. This collabo-
ration reduces duplication of work and 
provides comprehensive care.

Primary care pharmacists in OHCG 
also collaborate with the outpatient 
pharmacy. For example, if a patient is 
non-adherent on their HIV/AIDS drug 
regimen, the outpatient pharmacists 
will notify the primary care pharmacist 
if refills are not picked up on time. 
The pharmacists at both ends would 
educate and promote any necessary 
lifestyle redesign to promote patient 
adherence to their medications. The 
primary care pharmacists also help 
enroll patients into financial assis-
tance programs including the Medical 
Financial Assistance Program (MFAP) 
and AIDS Drug Assistance Program 
(ADAP). The primary care pharma-
cists provide the diagnoses and any 
other patient information needed to 
qualify the patient for the assistance 
programs.

In one of the OHCG quarterly meet-
ings by conference call take place 
amongst all HIV/AIDs pharmacists and 
other medical professionals in South-
ern California. Topics of discussion 
include new therapies, guidelines, and 
protocols, etc.

Pharmacists in Retail 
Ambulatory Settings

Compare the OHCG practice above 
with the ambulatory experience of HIV 
specialty pharmacies.  These pharma-
cists stated that they do not communi-
cate with outside pharmacists. If they 
have a problem with insurance, they 
talk to the insurance companies. If 
they have a problem with patient infor-
mation, they talk to the physicians. 

Physicians, nurses and other 
providers collaborate across 
medical settings. It is time  

that pharmacists join the party. 
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One pharmacist mentioned that to talk 
to other pharmacists about patients’ 
medical records would be against 
HIPAA – curious and incorrect.

Another ambulatory pharmacist 
stated that collaboration was mainly 
with patient physicians on topics 
including: drug regimen changes, 
compliance and adherence, and refer-
rals for special support groups for 
patients.  A third pharmacist stated 
that they do not communicate with 
outside pharmacists unless they are 
transferring prescriptions or regarding 
duplicate therapies.  All other collabo-
rations are directly with the patients’ 
physicians.

Resource Requirements
Interdisciplinary teams usually 

include care coordinators, nurses, phy-
sicians, and pharmacists, as well as 
potentially an MTM pharmacist, and/
or an outpatient pharmacist.  There 
is frequently an electronic medical 
record that collects information from 

all sources.  Retail, ambulatory care 
pharmacies, including HIV Specialty 
Pharmacies, usually do not have 
access to the EMR.  However, they 
usually do have access to the treat-
ing physician and primary care HIV 
pharmacist.

Description of Successes / 
Limitations / Restrictions 
of the Model

The OHCG pharmacists cite mul-
tiple clinical successes.  They cite viral 
suppression rates of over 70% to over 
90% versus less than 20% nationally 
in 2011.  For example, more than 90% 
of patients on anti-retroviral therapy 
have undetectable viral loads.  These 
higher than average viral suppression 
rates may translate into medication 
adherence.  

While collaboration between phar-
macists, physicians and other health 
care team members in OHCGs is very 
collegial, there are gaps in access to 
care.  For example, in some OHCG 

there is no social 
work services 
provided to the 
patients.  Also, 
some OHCG 
pharmacists indi-
cate that better 
access to other 
specialty clinics 
(i.e., ophthalmic, 
dermatology) is 
necessary as it 
can take weeks 
to months to get 
an appointment.  

Restrictions 
on the model 
are typically 
OHCG specific.  
For example, 
Kaiser is in 
the process 
of establish-
ing mandatory 
regulations 
for TRUVADA 
usage with 
regards to Risk 
Evaluation and 
Mitigation Strat-

White Glove Service
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egies (REMS) by the FDA. Until then, 
TRUVADA is not prescribed at Kaiser.

Future Plans and Direction
OHCG primary care pharmacists 

would like to see more community 
engagement and education to raise 
the awareness of HIV/AIDS so that 
patients at risk can be tested and 
prophylactically treated in the com-
munity.  

Conclusion and Comments
The central issue here is that phar-

macists with access to colleagues 
in organized health care settings 
collaborate, while those outside 
of such settings do not.  There are 
several reasons to limit collaboration 
between pharmacists in multiple set-
tings, including centralized informa-
tion in EMRs or the patients’ primary 
physicians, the various practice needs 
of each group, specialty vs. general 
care, etc.  Yet, communication oppor-
tunities have increased with phone, 
pagers, fax, email, webpages, blogs, 
tweets, or less commonly through 
the EMR.  As the health care system 
moves patients to retail and com-
moditizes general care through free-
standing and pharmacy-based walk-in 
clinics, as well as specialty clinics, 
the need for collaborating becomes 
even more critical.  Accountable Care 
Organization and Medical Home mod-
els are based on collaboration.  The 
need for collaboration and the types 
of necessary information are well 
established.  Physicians, nurses and 
other providers collaborate across 
medical settings.  It is time that phar-
macists join the party. 

About the Authors
Craig S. Stern, PharmD, MBA  is 

President of Pro Pharma Pharmaceuti-
cal Consultants, Inc. 

Chrissie Chew is a 2013 PharmD 
Candidate at the University of South-
ern California School of Pharmacy.

Brian Chou is a 2014 PharmD 
Candidate  at University of Southern 
California. School of Pharmacy.



www.cpha.com  |  FALL 2012  |  CALIFORNIA PHARMACIST      31

Description of the Practice 
Model 

The University of California, San 
Diego Owen Clinic was established 
in 1982 as a site to address the 
health needs of the gay population 
in San Diego.1 With the evolution of 
the AIDS epidemic it has become 
a primary site in San Diego for the 
treatment of all patients with Human 
Immunodeficiency Virus (HIV), and 
the UCSD Owen clinic now serves 
over 3000 patients with HIV infection 
and manages over 27% of all HIV/
AIDS cases in San Diego County.  
The Owen Clinic is a multidisciplinary 
team based clinic, and the patient is 
assigned to a primary care clinician 
(physician, nurse practitioner or physi-
cian assistant) that coordinates the 
care and referrals to other members of 
the team. A patient may have encoun-
ters with a team of clinicians includ-
ing specialty physicians, antiretroviral 
pharmacist, dietitian, social worker, 
health care coordinator, adherence 
counselor, psychiatrist and other refer-
ral clinics as needed.  This team based 
approach in the ambulatory care clin-
ics has increased the comprehensive-
ness of services, and improved patient 
outcomes and satisfaction.  Since the 

formation of the Owen clinic there has 
been a pharmacist presence in the 
clinic.  The pharmacist’s responsibili-
ties started as managing a zidovudine 
(AZT) clinic and have evolved as the 
treatment of HIV has changed drasti-
cally since the start of the epidemic.

Currently the Owen clinic has two 
full time pharmacists that maintain an 
office in the clinic five days per week 
and conduct their own clinic, titled 
Retro Clinic.  The pharmacists work 
under a collaborative practice protocol 
with the physicians which provides the 
ability to order medications and labora-
tory tests associated with the care of 
the patients being followed.  Patients 
are referred to the Retro Clinic by their 
primary care physicians to address 
any medication related issues that 
include initiating antiretroviral therapy, 
simplification of antiretroviral regi-
mens, management of drug related 
side effects, medication adherence 
problems, suspected drug resistance, 
difficulties with insurance or acquiring 
medications, or other general medica-
tion related issues.  Progress notes 
are written by the pharmacists for 
all encounters in the Retro Clinic and 
documented in the patient’s electronic 
medical record.  The pharmacists 

maintain their own clinic schedule and 
organize the follow up of patients until 
the issue being addressed is resolved, 
at which time the patient is discharged 
from Retro Clinic and will continue to 
be followed by their primary care phy-
sician.  Another role the pharmacists 
play is being present in the clinic as an 
available resource at any time for clinic 
staff regarding any questions regard-
ing drug therapy.  The pharmacists are 
also responsible for management of 
the resistance database for all patients 
that require resistance testing in the 
setting of drug resistant HIV infec-
tion.  This includes providing recom-
mendations on the appropriateness 
of acquiring resistance testing, and 
also evaluating results of all resistance 
tests to determine the optimal anti-
retroviral regimen to achieve virologic 
suppression.  The pharmacists also 
play an integral role in the precepting 
of pharmacy students and residents 
who continually rotate through the 
clinic and gain experience in providing 
care for this difficult patient popula-
tion. 

Since 2008 the Owen clinic has 
also held a HIV/Hepatitis C (HCV) co-
infection clinic one half day per week.  
This is also a multidisciplinary team 
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based approach to the management of 
HIV/HCV co-infection and pharmacists 
have been an integral part of this team 
since its inception.  The pharmacists 
maintain their own clinic schedule for 
the co-infection clinic, working with 
the physicians to continually monitor 
patients on HCV therapy and manage 
the complex medication regimens.  
The roles the pharmacists play in this 
clinic include education regarding 
initiation of HCV therapy, manage-
ment of complex drug interactions, 
management of treatment related 
side effects, monitoring response to 
HCV treatment, and assisting in drug 
acquisition.

The primary goals of the phar-
maceutical care provided by the 
Retro Clinic for the management of 
patients HIV as well HCV include 
the optimization of drug therapy to 
maximally suppress plasma HIV viral 
load according to national guidelines, 
reduce HIV-associated morbidity 
and prolong survival, improve quality 
of life, restore and preserve immu-
nologic function, and prevent HIV 
transmission.  The pharmacists also 
act to optimize therapy for other co-
morbidities including hypertension, 
diabetes, hyperlipidemia, anemia, 
electrolyte abnormalities, hematologic 
complications, hyperuricemia and 
gout, and bone disease.  The Retro 
Clinic works to ensure appropriate 
dosing and duration of opportunistic 
infection prophylaxis therapy in the 
HIV-infected population and improve 
patient education and access to 
medications.  

Resource Requirements
The only resources required for 

the Retro Clinic is office space and 
computer access for the two full time 
pharmacists and pharmacy students 
and residents that participate in the 
clinic.  A strength of this clinic is 
providing the pharmacists their own 
office space directly in the clinic which 
makes them an available resource for 
clinic staff at any time.  The pharma-
cists are provided one examination 
room dedicated to Retro Clinic at 
all times and utilize the nursing and 

administrative support given to all 
providers that practice in the clinic.

Description of Successes –
Anecdotal and Measurable

Pharmacists have been an integral 
part of the Owen clinic since its origin 
and therefore have been an important 
contribution to the multidisciplinary 
approach that is taken to the man-
agement of these patients’ care.  By 
providing a resource to the clinic staff 
regarding drug therapy the pharma-
cists’ presence has been invaluable 
as the treatment of HIV is constantly 
evolving with more and more treat-
ment options available.  In 2011, Retro 
clinic had 1,248 clinic visits, and the 
success of the Retro clinic can be 
inferred from the willingness of the 
physicians to continually refer patients 
with complicated medication related 
issues.  Retro clinic continues to be 
the primary resource for the Owen 
clinic for complicated medication 
therapy management.

The measure of successful anti-
retroviral therapy is the achievement 
of an undetectable HIV viral load and 
Retro clinic works to optimize patient’s 
drug therapy to fully suppress their 
HIV virus.  The 2009 national aver-
age for percentage of patients who 
are on antiretroviral therapy with an 
undetectable viral load is 75.2%, using 
HIVQUAL performance data2.  In 2010 
87.1%, and in 2011 90.1% of patients 
at Owen clinic who were on antiret-
roviral therapy maintained an unde-
tectable viral load using this same 
criteria as HIVQUAL.  This data 
represents an obvious success 
for Owen clinic, and Retro clinic 
plays a large role in this success 
as they are heavily involved in 
deciding the optimal regimen 
to start for treatment naïve 
patients, the appropriate man-
agement strategies for patients 
who do not achieve virologic 
suppression, and constructing 
the optimal drug regimen for 
patients with complicated drug 
resistance. 

Another obvious success of 
the Retro clinic is providing cen-

tralized management of the resistance 
database for the clinic.  It is essential 
to have a well-organized system for 
information regarding drug resistance 
as this aspect of HIV care must be 
considered in almost all adjustments 
in patients’ antiretroviral therapies.  
This system also provides a consis-
tent procedure for the evaluation of 
resistance tests as the pharmacist is 
responsible for making recommenda-
tions for changes of therapy, or in 
complicated cases will be a part of a 
team of practitioners that determine 
optimal changes in patients’ drug 
regimens.

The success of pharmacist involve-
ment and a multidisciplinary team 
based approach to the management 
of HIV/HCV co-infection at the Owen 
clinic is currently being evaluated.  
It is becoming apparent that this 
approach results in a greater number 
of patients being initiated on therapy 
for hepatitis C as compared to other 
clinic models.  It is expected that by 
providing increased opportunities for 
patients to initiate treatment for their 
hepatitis C, despite having difficult 
barriers to care, will increase their 
chance of clearing their hepatitis C 
virus. Treating patients with HIV/
HCV co-infection requires very close 
monitoring, follow-up, and support, 
which is provided through visits with 
Retro clinic.  Hepatitis C has become a 
rapidly advancing field in drug develop-
ment and the pharmacists’ role in this 
clinic will continue to expand.
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ment and is an important consider-
ation for any clinic model attempting 
to obtain pharmacy reimbursement.

 
Legal, Regulatory Issues or 
Restrictions

The primary regulatory issue is 
the development of a collaborative 
practice protocol that allows for the 
ability of the pharmacists to order 
medications and laboratory tests as 
they see necessary for the care of 
their patients.  Initiating and maintain-
ing this collaborative practice protocol 
requires an initial assessment of com-
petence for all pharmacists involved in 
the protocol and annual evaluations by 
the supervising physician.  As men-
tioned earlier, the success of this clinic 
model depends on the support from 
the physicians and other clinical staff.  
Without this support and the develop-
ment of this collaborative practice pro-
tocol it would be very difficult for the 
pharmacists to make such a significant 
impact on the success of the clinic. 

 
Future Plans and Direction

The treatment of HIV is an ever 
evolving field that requires practitio-
ners to constantly stay updated on the 
changing landscape of antiretroviral 
therapy.  Pharmacists should be the 
primary drug resource for all clinicians 
involved in the care of these patients 
and it will be their responsibility to 
maintain a knowledge base that 
includes new therapies that become 
available.  With expanding options in 
the drug therapy available to these 
patients the pharmacists’ role will 
become increasingly important.  As 
patients live longer with HIV they will 
be on drug therapy for longer periods 
of time than ever seen before which 
presents new challenges for pharma-
cists in the management of long term 
side effects of these medications and 
changing resistance patterns.  The 
resistance database at the Owen clinic 
is continuing to grow with the evolving 
challenges in the management of long 
term antiretroviral therapy.  As patients 
will be on therapy for longer periods 
of time the importance of adher-

ence counseling becomes ever more 
significant and is continuing role that 
pharmacists can play.  A significant 
challenge in our health-care system 
today is the acquisition of reimburse-
ment for prescription medications 
from third party payers and the phar-
macists at the Owen clinic are who 
providers will turn to for assistance 
with this difficult issue.

One area that will see increased 
demand of pharmacy presence is the 
management of HIV/HCV co-infection.  
The Retro clinic is already heavily 
involved in the care of this patient 
population and with the changing 
landscape of HCV therapy the role 
pharmacists play will become even 
more important.  With the develop-
ment of new direct acting agents for 
the treatment of hepatitis C comes 
increasingly complex drug interac-
tions with antiretroviral therapies, and 
the pharmacists at Retro clinic will be 
crucial in managing patients antiretro-
viral regimens in preparation for new 
hepatitis C therapies.
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Limitations of the Model
One of the primary limitations of 

this type of clinic is acquiring funding 
for the pharmacist positions.  Owen 
clinic is a Ryan White federally funded 
clinic and therefore the current phar-
macist positions are funded by grants 
to the clinic.  However, securing fund-
ing for pharmacist positions in ambula-
tory care clinics is a constant limitation 
to the expansion of pharmacy ser-
vices.  It is also crucial to have a very 
strong working relationship with the 
physicians and other clinical staff, 
and Owen clinic is fortunate to have 
established this relationship at the 
initiation of the clinic.  To initiate ser-
vices in a similar setting in an already 
established clinic would require the 
full support of the clinic staff to have a 
pharmacist’s presence.  Space is also 
frequently an issue in many ambula-
tory care clinics.  The success of Retro 
clinic depends on the pharmacist’s 
presence in the clinic as an available 
resource to the clinicians, and this 
requires a dedicated office space for 
the pharmacist.  Also required is exam 
room space making it possible for the 
pharmacist to conduct their own inde-
pendent clinic, and this can often be a 
limitation as well in many ambulatory 
care clinics.

Business Case 
The Owen clinic is in somewhat 

of a unique position as compared to 
most ambulatory care clinics as it is a 
Ryan White federally funded clinic and 
the pharmacist positions are funded 
by grants.  Currently the pharmacists 
do not bill for any of their services or 
office visits as the pharmacy services 
provided are considered part of the 
overall cost of care to the patient.  
There has been advancement in the 
ability for pharmacists to bill for the 
services provided in an ambulatory 
care setting, and this type of clinic 
model would likely be a setting in 
which reimbursement for pharmacy 
services could be obtained.  The Retro 
clinic already has established a very 
thorough documentation system of 
the services provided which is an 
essential part of obtaining reimburse-



34      CALIFORNIA PHARMACIST  |  FALL 2012  |  www.cpha.com

This past April, The Wall Street 
Journal, USA Today and other 
news sources reported on the 

DEA’s pain-pill crackdown that snared 
two of the largest chain stores and 
a major drug distributor.1, 6 The Feds 
have been ratcheting up their focus 
on wholesalers and pharmacies in 
recent months in an attempt to battle 
what the CDC calls an “epidemic” of 
prescription drug abuse.  Deaths from 
opioid painkillers now exceed those of 
heroin and cocaine combined.

Fortunately we are on the 
other side of the country from 
the“OcyContin Express” (the high-
way of “pill mills” that runs through 
Florida and up to New York State.) 
Yet, no matter where you practice 
hydrocodone-acetaminophen is the #1 
drug and many other controlled drugs, 
including opioids and benzodiazepines, 
are in the top 200. If we refuse to fill 

questionable prescriptions, we often 
face angry patients or prescribers. 
Robberies are an increasing danger. 
The New York Times (February, 2011) 
reported on the dangers faced by 
pharmacy personnel: “More than 
1,800 pharmacy robberies have taken 
place nationally over the last three 
years, typically conducted by young 
men seeking opioid painkillers and 
other drugs to sell or feed their own 
addictions.”4  This article reported on a 
theft in a store in North Highlands, CA 
that resulted in the death of a phar-
macy staff member.

As bad as the situation is, we 
need to consider the other side of the 
problem: the pain patient. An Institute 
of Medicine Report in 2011 stated that 
116 million Americans (about 1/3 of 
the population) experiences chronic 
pain.5 Pharmacists are in the middle—
safeguarding the closed system of 

prescription drug distribution and at 
the same time safeguarding the right 
of legitimate patients to obtain pain-
relieving drugs. Even if the patient is in 
legitimate pain, they may be overus-
ing the medication, or may be using 
unsafe combinations.  In addition to 
using controlled drugs for recreational 
reasons, such as getting high, many 
patients self-medicate for mood, 
sleep, pain, or take pills to alleviate 
withdrawal symptoms due to chronic 
use. It is not hard to understand the 
widespread use of mind-numbing 
agents among people you would not 
think of as addicts. Think about the 
degree of wealth lost by the middle 
class in recent years, job or family 
related stressors, or the numbers 
of elderly people approaching retire-
ment with little savings. Many of 
these drugs, as well as alcohol, lessen 
pain—not by treating anything, but 
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Preventive Medicine     
     for the Pill-Mill       
            Syndrome

rather by inducing a “zombie” effect 
or mild euphoria. This use comes 
along with many unintended conse-
quences, such as the need to live 
“dose to dose” due to physiological 
dependence, altered consciousness 
and increased risk of accidents and 
injury.

Both federal regulations and state 
law and regulations provide boundar-
ies for handling controlled substance 
prescriptions.  The Code of Federal 
Regulations state that pharmacists 
have a corresponding responsibil-
ity with physicians to make sure a 
controlled substance prescription is 
being issued for a legitimate medi-
cal purpose.3  The California Code of 
Regulations states that if a pharmacist 
receives a prescription for which they 
cannot determine from the prescriber 
if it is for a legitimate medical purpose, 
they must not dispense the medica-
tion.2

While it is clear regarding what 
a pharmacist must and must not 
do regarding controlled substance 
prescriptions to remain within the law, 
there is ample room for professional 
judgment when the script is in your 
hand and the patient is waiting for 
their medication.

Patient factors that Should 
Indicate Suspicion

Patients in pain may experience 
some of these traits. These behaviors 
should, however, raise questions:

•	 Unusual behavior while waiting.
•	 Assertive personality, often 

demanding immediate action.
•	 Unusual appearance - extremes 

of either slovenliness or being 
over-dressed.

•	 Unusual knowledge of con-
trolled substances and/or 
providing medical history with 
textbook symptoms, or evasive 
or vague answers regarding 
medical history.

 
Requesting a Specific 
Controlled Drug

Cutaneous signs of drug abuse - 
skin tracks and related scars on the 

neck, axilla, forearm, wrist, foot and 
ankle. Such marks are usually mul-
tiple, hyper-pigmented and linear. 
New lesions may be inflamed. Signs 
of “pop” scars from subcutaneous 
injections. 

Patient comes to the pharmacy on 
weekends or later in the day when the 
prescriber is out. 

The patient may present with 
other warning signs more evident to 
the prescriber, such as not keeping 
regular appointments, expressing little 
interest in a diagnosis, and concurrent 
mood disturbances, suicidal thoughts, 
lack of impulse control or thought 
disorders.

Doctor Shopping and 
Forgeries

“Doctor shopping” refers to 
patients who go to several doctors, 
complaining of a wide range of symp-
toms, and get many prescriptions 
from different prescribers. Patients 
get the word out on which doctors 
easily write these scripts—and which 
pharmacies will fill them. Eventually 
the DEA finds these prescribers—and 
the pharmacies (and pharmacists) that 
fill them. Forgeries are either due to 
stolen scripts, or altered scripts. The 
changes in the California security form 
makes forgeries more difficult, such 
as indicating the number of drugs 
prescribed, and the repetitive void. 
Pharmacists should be calling on any 
prescription that looks suspicious in 
anyway. The CURES system is very 
helpful.

Use CURES to Investigate 
Suspicious Scripts

The current issue of The Script 
says that there are 60,000 requests 
to CURES annually. The online system 
makes it easy for  prescribers and 
pharmacists to review controlled 
substances information via the 
automated patient activity report 
(PAR). The report will cover the 
patient’s C II, III and IV scripts. This 
is “real time” access to the patient’s 
controlled substance prescription 
history. You can find out where the 

patient normally gets their prescrip-
tions filled, if they have prescriptions 
from several prescribers for similar 
drugs, and if they pay cash.

Pharmacists can sign up for CURES 
at https://pmp.doj.ca.gov/pdmp/index.
do.  The  Department of Justice (DOJ) 
sends back an email with instruc-
tions. The registration process takes 
1-2 weeks and proof of DEA & State 
licensure is required. 

Establish Rapport with the 
Prescribers

If you feel the script is illegitimate 
and are rushed, fax a copy of the 
script back to the prescriber. If you 
indicate “paid cash” on the script it 
would raise eyebrows. Time is money, 
but if you can, fax a copy of all of 
their medications to the doctor to 
help them out—this will increase your 
credibility with the prescriber as well. 
Jot a note on the script you are faxing 
if you notice anything is wrong, such 
as poor cognition (do they express 
themselves well?) This will force the 
prescriber to take a closer look at 
it.  Ask for indications for use on the 
script. A competent prescriber will not 
mind this request; indications for use 
will become the norm in the future to 
help with safer prescribing. 

Does the prescriber keep pain 
agreements (contracts)? Prescrib-
ers managing pain should do so if 
the patient has a history of abuse. In 
some settings, such as the VAs, pain 
agreements are standard for anyone 
receiving opioids chronically.

A routine check of the National 
Provider Identification number may 
reveal the prescriber’s area of prac-
tice.  You can search for “NPPES” or 
go to https://nppes.cms.hhs.gov to 
perform a search.  Be aware that an 
“organizational” or clinic NPI num-
ber is different from the prescriber’s 
personal number.  This is useful 
because a physician whose area of 
training is ophthalmology would raise 
questions if oxycodone formulations 
were prescribed, whereas it may not 
be unusual if the doctor specializes in 
orthopedics.
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The Medical Board website at 
http://www.medbd.ca.gov will give 
information such as consumer com-
plaint, board actions and probations, 
and the validity of the license indicated 
on the script. However, there are 
prescribers who are questionable who 
will not appear with any complaints 
whatsoever.

Prescriber Factors to 
Consider

•	 Does the prescription fit with 
the prescriber’s specialty?

•	 Does the prescriber list the 
diagnosis? Does the drug 
match the diagnosis?

•	 Does the drug therapy seem 
individualized to the patient or 
are the drugs/quantities all the 
same for various patients?

•	 Has the prescriber written for 
antagonistic drugs?

•	 Do they use pain agreements?
•	 Do they welcome your fax-

backs and questions?
•	 Is the CA Medical board 

watching this prescriber?

Make sure you have the informa-
tion to make a good decision, or, if 
needed, do a partial fill until you can 
get the information. Use CURES. Keep 
up good contact with the prescrib-
ers. Do not risk your license or that of 
your store if a prescription seems to 
be invalid.  A pharmacist was quoted 
in the Wall Street Journal as saying 
something to the effect of: I filled 
what the doctor wrote.  Try telling that 
to a judge or the state board.
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Response from CPhA:

Dear Drs. Shapiro & Johnson and  
Mr. Pinder, 

Thank you for writing California 
Pharmacist and raising this important 
issue. Most people may only think 
about the toll that medication-seeking 
behavior has on an individual with a 
substance abuse problem. However, 
few people may realize the far-
reaching implications to the pharmacy, 
medical, and law enforcement com-
munities, as well as legitimate pain 
management patients, as you wrote in 
your letter. 

We thank you for accurately 
identifying the patient factors that 
should indicate suspicion to health 
care practitioners as well as tools, 
like the California CURES program, 

to investigate and thwart illegitimate 
medication-seeking patients. CURES 
is a vital resource for prescribers and 
pharmacists to identify a patient’s con-
trolled substance history, and to deny 
medications to individuals who are 
forging prescriptions, doctor shopping, 
and using other fraudulent activities to 
obtain controlled substances.

Unfortunately, California Governor 
Jerry Brown defunded division in the 
Department of Justice (DOJ) that 
runs the CURES program as part of 
2011 state budget cuts. For the past 
year and a half, the CURES program 
has been administered by a couple 
of employees relying on an outdated, 
legacy software system in need of 
replacement. Unless further action is 
taken soon, the CURES program will 

cease operations in June 2013. The 
California Pharmacists Association 
(CPhA) actively worked with DOJ in 
early 2012 to try and identify funding 
sources for rehabilitating the CURES 
program. CPhA collaborated with DOJ 
and other health care providers who 
access the system to identify creative 
financing mechanisms that would 
staff the system appropriately as well 
as replace the outdated IT system.  
Unfortunately, time ran out and the 
legislature adjourned their session 
before a final solution could be agreed 
upon. However, CPhA and the other 
health care providers are committed 
to continuing this work in the 2013 
legislative session.
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Schedule at a Glance
Saturday, March 16 Sunday, March 17 Monday, March 18

6:30am - 8:00am  
•	Bill	Bacon	Breakfast	

7:45am - 9:15am  
•	House	of	Delegates	Opening	

Session		
(Breakfast Provided)

8:00am - 9:00am 
•	Tackling	Cancer	with	Oral		

Chemotherapy

9:15am - 11:15am 
•	New	Drugs	of	2012
•	Pharmacy	Audits	and	the	New	

Law

9:15am - 10:45am 
•	Good	to	Great:	Transforming	Your	

Rotation	and	Students	for	Success

9:30am - 10:30am 
•	Reference	Committee	A

10:30am - 11:30am  
•	Reference	Committee	B

11:30am - 12:30pm  
•	Opening	Keynote	–	A	Click	Ahead	

of	the	Competition:	Making	
Mobile	and	Digital	Marketing	
Work	for	You

1:00pm - 4:00pm 
•	Exhibit	Hall	Grand	Opening
•	Product	Theaters
•	Poster	Presentations	

(Lunch Provided)

1:45pm - 3:00pm (Student Program)

•	Maximize	Your	Experience	at		
Exchange:	Student	Orientation

3:15pm - 4:45pm
•	Student	Program

4:00pm - 5:00pm 
•	Managing	Risk	&	Liability	in	Your	

Pharmacy
•	Reference	Committee	C

4:00pm - 5:30pm 
•	Exhibit	and	Sponsor	Reception

4:00pm - 5:30pm 
•	Updates	in	Reproductive	Health	

Care	of	Patients	Living	with	HIV
•	Transforming	VA	Clinical	Pharmacy	

Practice:	Demonstration	of	
Outcomes

5:00pm - 6:00pm (Student Program)

•	How	to	Start	Your	Own	Pharmacy

5:45pm - 6:45pm 
•	Updates	in	HIV	Prevention
•	Medicare	Prescription	Drug		

Benefit	Overview	&	Update

7:30pm - 11:00pm 
•	Monterey	Beach	Club	Party
•	Hall	of	Fame	Dinner	

7:00am - 8:30am
•	Pharmacy	School	and	Alumni		

Breakfasts

7:30am - 8:30am  
•	Prescription	Drug	Misuse	and	

Abuse	in	Older	Adults

8:45am - 10:15am  
•	Post-House	of	Delegates	Student	

Caucus

8:45am - 10:15am 
•	Getting	Old	is	Not	for	Wimps!		

Case-Based	Learning	Psychoactive	
Agents	in	Geriatrics

•	Procurement	Strategies	for	Coping	
with	Drug	Shortages

•	California	Health	Information		
Exchange	and	e-Prescribing

10:30am - 11:30am  
•	General	Session	–	Healthcare	

Workforce	Reform	in	California

11:30am - 2:30pm  
•	Exhibit	Hall	Grand	Opening
•	Product	Theaters
•	Poster	Presentations	

(Lunch Provided)

11:45am - 2:30pm 

•	Student	Program

2:45pm - 3:45pm  
•	Key	Clinical	Publications	Affecting	

Management	of	Diabetes

3:45pm - 6:15pm 
•	Student	Quiz	Bowl	
•	Student	Film	Festival

4:00pm - 5:00pm 
•	Nutritional	Planning	by	the	

Pharmacist	for	Diabetic	Patients	

5:30pm - 6:30pm 
•	Pain	Management	Compounding	

Opportunities
•	The	Practical	Side	of	Medication	

Safety	MERP	Planning

6:30pm – 8:00pm  
•	Academy	of	Pharmacy	Owners		

Reception
•	Academy	of	Compounding		

Pharmacists	Reception

8:00pm – 11:00pm  
•	Sponsored	Reception

8:00am – 9:45am 
•	House	of	Delegates		

Closing	Session	1
•	California	State	Board	of		

Pharmacy	Update

9:45am – 10:45am  
•	Closing	Keynote	–	Transform	

Health	Care	in	2013!	A	Call	to	
Action

10:45am – 12:00pm 
•	House	of	Delegates	Closing		

Session	2

11:00am – 12:30pm 
•	2013	California	Pharmacy	Law		

Update
•	Antidepressants:	Are	They	All		

Created	Equal?	

1:00pm – 3:00pm 
•	New	Drugs	of	2012

Friday, March 15

To register online,  

visit www.cpha.com  

or scan the QR code 

below with your  

SMART phone.

8:00am - 5:00pm 
•	The	Pharmacist	&	Patient-Centered	

Diabetes	Care	Certificate	Training	
Program

10:30am - 12:00pm 
•	Pharmacy	Safety	and	Security	/Rx	

Patrol:	Preventing	Theft	and	Drug	
Diversion

•	Improving	Transitions	of	Care	for	
the	Medically	Underserved	via	HIT

1:15pm - 3:15pm 
•	Pharmacy	Transition	and	Invest-

ment	Strategies
•	PPACA,	ACO,	PCMH,	MTM...	

Where	Do	Pharmacists	Fit	in	This	
Alphabet	Soup?	

3:00pm - 6:00pm 
•	Student	Patient	Counseling		

Competition

3:30pm - 5:00pm 
•	2013	California	Pharmacy	Law	

Update
•	Immunization	Update

4:00pm - 5:00pm 
•	New	Delegates	Meeting	

5:15pm - 6:15pm 
•	Pre-House	of	Delegates	Student	

Caucus

6:00pm - 9:30pm 
•	President-Elect’s	Reception
•	Wine	Tasting	&	Silent	Auction
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Exchange Host Hotels
•	 Monterey Marriott 

(877) 901-6632 
350	Calle	Principal	
Monterey,	CA	93940

The	Host	Conference	hotel	is	the	Monterey	Mar-
riott.	Room	rates	of	$199	are	available	for	Tuesday,	
March	12	through	Sunday,	March	18,	2013.	
When	booking	your	room,	please	indicate	you	are	
attending	the	CPhA	2013	West	Coast	Pharmacy	
Exchange.	The	deadline	to	receive	the	conference	
special	rate	is	Friday, February 22, 2013.	(Rates	
and	space	upon	availability.)	

•	 Portola Hotel & Spa 
(888) 222-5851 
Two	Portola	Plaza	
Monterey,	CA	92940

A	block	of	sleeping	rooms	is	available	at	the	Por-
tola	Hotel	&	Spa.	Room	rates	of	$189	are	available	
for	Thursday,	March	14	through	Sunday,	March	18,	
2013.	When	booking	your	room,	please	indicate	
you	are	attending	the	CPhA	2013	West	Coast	
Pharmacy	Exchange.	The	deadline	to	receive	the	
conference	special	rate	is	Friday, February 22, 
2013.	(Rates	and	space	upon	availability.)

Hotel	reservations	are	now	open.	You	may	also	
reserve	your	room	online.	The	link	is	available	on	
the	CPhA	website	at	www.cpha.com.

Monterey Conference Center
One	Portola	Plaza	
Monterey,	CA	93940

Most	of	the	conference	activities	will	be	held	at	the	
Monterey	Conference	Center	and	Monterey	Mar-
riott.	The	Monterey	Conference	Center	is	conve-
niently	located	in	the	heart	of	downtown	Monterey,	
with	parking,	business	services	and	eateries	–	all	
within	easy	walking	distance	of	the	city’s	best	
shops,	sights,	hotels	and	restaurants.

Conference Details

Transportation
Airports
•	 Monterey Airport (MRY) (5	miles	to	

Hotels) 
831-372-4186	|	www.montereyairport.com

For	the	Monterey	Region	and	the	California	Central	
Coast,	flights	are	available	to/from	San	Francisco,	
San	Diego,	Los	Angeles,	Phoenix,	Denver	and	Las	
Vegas.	There	are	five	carriers	that	provide	service	
to/from	Monterey:	Alaska	Airlines,	American	Eagle,	
Allegiant	Travel	Company,	United	Airlines,	and	US	
Airways.

•	 San Jose International Airport (SJC)		
(70	miles	to	Monterey)	
408-392-3600	|	www.flysanjose.com/fl/

•	 San Francisco International Airport (SFO)		
(100	miles	to	Monterey)	
650-821-8211	|	www.flysfo.com

Other Transportation
•	 Bus Station 	

Greyhound	(3	miles	to	Hotels)	
800-661-8747	|	www.greyhound.ca

•	 Train Station	
Amtrak	Station-SNS	(20	miles	to	Monterey)		
800-872-7245	|www.amtrak.com

•	 Public Transportation 
Monterey	Salinas	Transit	
831-899-2555	|	www.mst.org

Shuttle Service
•	 Monterey Shuttle Airbus 

831-373-7777	|	www.montereyairbus.com
•	 Supershuttle	

800-258-3826	|	www.supershuttle.com

Taxi Service
•	 Yellow Cab   

831-649-1234

Note: CPhA does not validate for parking.  
All prices are subject to change.

Parking
Monterey Marriot Parking Garage

•	 Valet	Parking:		 $20
•	 Self	Parking:		 $7

An	adjacent	parking	structure	is	available	for	park-
ing	as	well;	pricing	is	$7	per	day.	

Portola Hotel & Spa 
•	 Valet	Parking:	 $20
•	 Self	Parking:		 $17

City of Monterey Parking Structure
Located	one	block	from	the	Conference	Center.	

East	Garage:		 $7	All	Day	Pay	on	Entry
West	Garage:		 First	Hour	Free	$.50	per		
	 	 	 20	min.,	max.	$10	per	day.

Exchange 2013 Meeting Objectives: 

•	Identify	approaches	that	pharmacy	professionals	can	use	to	improve	the	safety	and	effectiveness	of	
medication	use	in	several	clinical	conditions	and	throughout	a	variety	of	practice	settings.

•	Identify	different	strategies	for	engaging	patients,	pharmacy	professionals	and	other	health	care	
practitioners	to	improve	how	medication	information	is	shared.

•	Describe	the	affect	of	state	and	national	regulatory	bodies	on	the	practice	of	pharmacy	and	identify	
ways	that	pharmacy	professionals	can	participate	in	dialogue	with	these	organizations.

*Individual	CE	program	objectives	are	available	at	www.cpha.com.		

The	California	Pharmacists	Association	(#0113)	is	approved	by	the	Accreditation	Council	for	Pharmacy	Education	(ACPE)	as	a	provider	of	continuing	pharmacy	education.	See	individual	program	
descriptions	for	the	Universal	Activity	Numbers	(UAN)	and	number	of	CEUs.	A	Statement	of	Continuing	Pharmacy	Education	Credit	will	be	provided	within	six	weeks	after	the	event	to	paid	registrants	
who	actively	participate	in	the	entire	program	and	complete	an	evaluation	form	by	May	17,	2013.	All	courses	valid	for	CE	credit	up	to	3	years	from	date	of	initial	presentation.

Who Should Attend
CPhA	educational	activities	are	planned	to	meet	

the	needs	of	pharmacists,	technicians,	students	

and	physicians	in	a	variety	of	practice	settings:	

academia,	managed	care,	long	term	care,	

community	pharmacy,	compounding	pharmacy,	

Federal	pharmacy	and	health-systems.

Hotel & Transporation Information
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Excellent	seminar,	the	

conference	was	very	

informative	and	the	presenters	

were	very	interesting.	

Organization	was	great.

The	overall	education	was	

very	informative.	The	speakers	

were	very	knowledgable	and	

I	hope	to	attend	in	the	near	

future. The	speakers	were	passionate,	and	even	

if	this	is	their	job,	it	didn’t	seem	that	way.	

Thanks	so	much,	and	even	if	there	were	no	

CE	involved,	I	would	attend	again	but	that’s	

just	the	icing	on	the	cake.	

...and Play  
          in Monterey!

This	was	an	exceptional	and	educational	presentation	that	I	can	safely	assume	that	all	pharmacists	in	attendance	walked	away	feeling	armed	with	useful	information	for	everyday	practice.	

Come Learn...
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2013 Exchange Registration Form  Attn  
Non-Members:

Meeting Registration  
Includes 1 Year  

CPhA Membership

(e-Profile IDs are required to receive ACPE 
credit for CE programs. To register for your 
number, visit www.mycpemonitor.net)

To register online, visit 
www.cpha.com. or scan 
the QR code with your 

SMART phone.

Personal Information

Last Name       First Name (Given Name)

Nick Name (To appear on name badge)     Email Address

Pharmacy, Company, or School Name        Pharmacist License Number

q Home   or    q Business            Mailing Address      City    State/Zip

Work Phone     Cell Phone     Fax

Emergency Contact      Emergency Phone Number   NABP e-Profile ID # 

Registration Fees
  Full Registration Two-Day Pass 

 CPhA Members:   Early Bird  Regular Onsite Early Bird  Regular Onsite   
   by 2/1/13 by 3/8/13 Reg by 2/1/13 by 3/8/13 Reg 

  q Pharmacist/Federal Pharmacist  $350 $495 $595 $250 $395 $495 q Friday/Saturday or  q Sunday/Monday 

  q Technician/Federal Technician  $175 $320 $420 $135 $280 $380 q Friday/Saturday or  q Sunday/Monday

  q Student Pharmacist   $150 $295  $395 $99 $245 $345 q Friday/Saturday or  q Sunday/Monday

 CPhA Non-Members~Includes 1 Year CPhA Membership:

  q Pharmacist/Federal Pharmacist  $645 $790 $890 $545 $740 $840 q Friday/Saturday or  q Sunday/Monday 

  q Technician/Federal Technician  $300 $445 $545  $235 $380 $480 q Friday/Saturday or  q Sunday/Monday 

  q Student  Pharmacist   $200 $345 $445  $135 $330 $430  q Friday/Saturday or  q Sunday/Monday 

 Other:

  q Physician   $350 $495 $595 $250 $395 $495 q Friday/Saturday or  q Sunday/Monday 

  q Spouse/Guest Registration  $150 $150 $150  N/A N/A N/A     

       Spouse/Guest Name: _____________________________________        $___________

Special Programs & Ticketed Events (All programs/events listed below require pre-registration and an additional fee.)

q School Breakfast:   

 q CNU      q Pacific     q Touro     q UCSF     q USC     q WesternU  No. Attending ______x $40 = ____________

q APO Reception  No. Attending ______x $45 = ____________

q Hall of Fame Banquet No. Attending ______x $75 = ____________ 

q Sponsor a CPhA Student Pharmacist Member No. Students Sponsored ______x $100 = ____________

   School or Student Name: ________________________________________________

q Diabetes Care Certificate Program q $249 (with Full Conference Registration) 
   q $329 (Certificate Program Only)
       

Payment (Make checks payable to: California Pharmacists Association) Total Due:  $___________
q Master Card q Visa q AmEx

Card Number:  ________________________________________________   Exp:  _________  Security Code:  _________

Billing Address:  ___________________________________________________________________________________

Signature:  _________________________________________________________________________Date:  _________

Enclosed is Check #: ________________ in the amount of: $ _________________ Please write registrant’s name on check.
 

Syllabus
All syllabi are available for download to your laptop or iPad. Each pharmacist attendee will receive syllabi on a USB drive. If you wish to have  
printed copies for the meeting, please visit CPhA’s website at www.cpha.com and print them prior to attending.

Mail to:  CPhA  
4030 Lennane Drive 
Sacramento, CA  95834
Fax to:  (916) 779-1401
Online:  www.cpha.com

Scan the QR code above  
with your SMART phone.

Enter Registration  
Amount from Chart

+

=

Refund Policy: All requests for refunds must be made in writing to the California Pharmacists Association and postmarked before February 1, 2013. NO REFUNDS WILL BE PROVIDED AFTER  
February 1, 2013. Refunds will be provided in theamount of the registration fee less a $50 administrative fee. 
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 Attn  
Non-Members:

Meeting Registration  
Includes 1 Year  

CPhA Membership

Element Criteria Comments

Study 
Design 
Assessment

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

No threat. The study design is appropriate for the research question 
proposed. 

Internal 
Validity 
Assessment

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

Minor threat. Although the participants were randomly assigned study 
arms	based	on	an	interactive	voice-	response	telephone	system,	the	
study lacks information in concealing the control versus study group. 
Also,	according	to	Table	1,	there	is	an	increase	chance	that	the	Placebo	
participants	were	more	likely	to	have	microalbuminuria,	peripheral	
arterial	stenosis,	and	have	a	higher	GFR	prior	to	receiving	treatment,	
which may have an effect on outcomes. 

Selection 
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

Baseline	characteristics	differ	in	terms	number	of	patients	with	diabetes,	
current	smoking,	prior	MI,	prior	PCI,	and	prior	history	of	statin	use.	
During	the	preliminary	randomization,	when	patients	were	started	at	a	
lower	dose	of	the	respective	statin,	the	concealment	of	allocation	was	
achieved	via	an	interactive	voice	system.	However,	the	generation	of	the	
randomization sequence was not mentioned. During the second phase of 
the	trial,	when	patients	were	instructed	to	take	the	maximum	dose	of	the	
respective	statin,	the	details	regarding	the	concealment	of	allocation	of	
the randomization sequence was not mentioned.

Performance	
Bias

•	 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.)

Threat.	The	study	was	reported	to	be	a	double	blinded,	randomized	
clinical	trial	that	evaluates	patients	in	a	2	x	2	factorial	design.There	
was	no	information	detailing	the	methods	of	initially	blinding	the	staff,	
nor	how	blinding	methods	were	concealed	throughout	the	study.	Both	
of	these	examples	may	lead	to	a	bias	in	how	treatment	was	executed	
differently	in	both	groups.	Moreover,	there	lacks	information	regarding	
the	subjects	adherence	to	the	medication,	cross-	over	threats,	and	
protocol deviations.

Introduction:
The NAVIGATOR study is a 

multinational, randomized, prospec-
tive, double-blinded, placebo con-
trolled, 2 x 2 factorial trial.This study 
investigated whether treatment with 
Nateglinide or Valsatan would reduce 
progression to diabetes and new 
cardiovascular events in subjects with 
impaired glucose tolerance whom 
have established cardiovascular 
disease (CVD) or are at high risk for 
developing cardiovascular disease. 

The 9,518 patients in this trial were 
randomly assigned to receive either: 
Natglinide with Valsartan,Nateglinide 
with Valsartan –placebo, Nateglinide- 
placebo with Valsartan or Valsartan- 

placebo with Nateglinide- placebo, 
as well as receive telephone- based 
lifestyle interventions aimed at reduc-
ing weight and dietary fat intake and 
increasing physical exercise. 

The primary objectives of the 
NAVIGATOR study were to assess the 
effect of Nateglinide, and to evaluate 
the occurrence of three co- primary 
outcomes of the development of 
diabetes, a cardiovascular outcome 
(nonfatal MI, nonfatal stroke), or an 
extended cardiovascular outcome that 
was a composite of the core cardio-
vascular outcome (unstable angina). 

Among persons with impaired 
glucose tolerance and either carvascu-
lar disease or risk factors for cardio-

vascular disease, Nateglinide did not 
reduce the incidence of diabetes or 
co primary composite cardiovascular 
outcomes.  

Overall Grade: BU

About the Author
Ashlee Klevens is a Level 4 Student 

at the USC School of Pharmacy. 
Michael E. Stuart, MD 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.”

NAVIGATOR Study
By Ashlee Klevens, 2013 PharmD Candidate; Michael E. Stuart, MD; and Sheri A. Strite

Evidence Based Medicine
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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)

Threat. According toFigure 1, the study enrolled 43,502 participants in the 
study prior to randomization. 9306 were included in the randomization. In 
total, 7476 completed the trial. Therefore, there is attrition in the study 
design. There was greater than twenty percent dropout rate in the final 
analysis which may lead to a bias in final outcomes.

Assessment 
Bias

Assessors are blinded Threat. The study consists of an Intention-to-treat analysis. Assessors 
were presumed to be blinded, but the study does not outline how blinding 
was maintained throughout the study.

 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

 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)

Threat. P-values for all outcomes were statistically insignificant.

External 
Validity 

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

Minor threat.  According to the American Heart Association, heart 
disease and stroke are the number one causes of death and disability 
among people with type 2 diabetes. In fact, at least 65 percent of people 
with diabetes die from some form of heart disease or stroke. With this 
said,studies such as the NAVIGATOR trial are extremely essential in 
determining and formulating new guidelines for disease management.
However, the exclusion criteria amongst the participants in the 
NAVIGATOR trial withdrew a significant portion of the typical elderly 
patient using Nateglinide and/or Valsartan. For example, patients taking 
an ACE inhibitor prior to the study were excluded from the trial. For this 
reason, this article’s external validity poses minor threat.

 Review n, inclusions, exclusions, baseline characteristics and intervention 
methods ? this is a judgment call.

Patient 
Perspective 

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

Minor threat. This study aimed to identify if patients at risk of 
cardiovascular events were affected or reduced while using Nateglinide 
and Valsartan. Although the outcomes of this trial will affect the benefits 
and risks of patients using this medication, it is important that patients 
take into consideration the qualifications to participate in this study. For 
example, exclusion criteria (see Study Participants), the study medication, 
and the lifestyle modifications that took place during this trial. 

Provider 
Perspective

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

No threat. Rather then assessing the benefits and risks of diabetes 
medications, NAVIGATOR study analyzed high- risk cardiovascular 
patients using Nateglinide (and Valsartan), and sought to measure the 
potential reduction of incidence or delay progression of cardiovascular 
outcomes. 

Delfini Evidence Grading Scale
Grade A Evidence: Useful

The evidence appears strong and sufficient to use in making health care decisions - no significant threats to valid-
ity were ascertained.

Grade B Evidence: Possibly Useful
The evidence appears potentially strong and is probably sufficient to use in making health care decisions - some 

threats to validity were identified

Grade B-U Evidence: Possible to uncertain usefulness
The evidence might be sufficient to use in making health care decisions; however, there remains sufficient uncertainty that 

the evidence cannot fully reach a Grade B and the uncertainty is not great enough to fully warrant a Grade U. Health care 
decision-makers should be fully informed of the evidence quality.

Grade U Evidence: Uncertain
There is sufficient uncertainty that caution is urged regarding its use in making health care decisions. Delfini does not 

use such information to inform clinical decisions regarding efficacy
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Business ModelUniversity Reports

Touro Students Continue 
Participation at AIDS Walk

Touro University students partici-
pated at the recent AIDS walk in San 
Francisco and screened patients for 
HIV. Pharmacy students teamed with 
fellow Osteopathic Medicine, Public 
Health, and Physician Assistant stu-
dents to educate the public by handing 
out pamphlets and booklets concern-
ing the transmission and prevention 
of the disease. Over 1,000 condoms 
were also distributed. This marked the 
6th year Touro University pharmacy 
students participated in this event. 

Pharmacy student Kathy Nguyen 
and Public Health student Carol 
Quach, played a major role in coordi-
nating the event for Touro University 
and helped raise over $3,000 through 
Pharmacy Planning Services and Touro 
donors for AIDS education and preven-

Touro University
By Steven Bruggman

tion through the Marin AIDS project. 
They recruited 75 volunteers who 
proudly participated in the walk and 
waived the Touro University school 
banner.  Others manned the booths 
and enthusiastically advocated HIV/
AIDS prevention by advising proper 
safe sex practices and promoting HIV 
testing.

Fourth year pharmacy students 
Steven Bruggman and Rosemary Ha 
assisted Andy Fyne from the Marin 
AIDS Project by screening patients for 
HIV Testing under the supervision of 
Aglaia Panos, Pharm. D., from Phar-
macy Planning Services. The students 
also answered questions related to 
HIV testing that were posed by the 
public. Patients received HIV test 
results quickly and obtained immedi-
ate counseling for positive results. 
One patient who tested positive for 

HIV was very grateful for the free 
testing, stating that if the service had 
not been provided, “I wouldn’t have 
known that I was [HIV] positive.” 

By the end of the day, a total of 
18 patients were screened and many 
others received educational informa-
tion about HIV. Touro students are 
looking forward to next year’s event 
and encourage students from other 
schools to join them.

2012 Mentor’s Mixer and 
Welcome Back BBQ
Sponsored by Rite Aid and Albert-

son’s SUPERVALU

After much anticipation, the time 
finally came for the 1st year pharmacy 
students to arrive to the Thomas J 
Long School of Pharmacy! To cel-
ebrate their arrival, the APhA-ASP 
Pacific chapter had a Welcome Week 
with events like the Mentor’s Mixer 
and Welcome Back BBQ.  

Rite Aid was very generous to 
sponsor our annual Mentor’s Mixer 
for the 1st year pharmacy students 
on Monday, August 27th. We had the 
pleasure of having the Director of 

College Relations and Profes-
sional Recruitment, Dr. Conrad 
Bio, to speak on behalf of Rite 
Aid about the pharmacy profes-
sion, internships within Rite Aid 
Pharmacy, and general tips on how 
to survive pharmacy school. ASP had 
volunteers from the 2nd year class to 
help mentor the 1st year pharmacy 
students so they can provide insight 
on the school, campus life, and how to 
get involved in pharmacy.  An APhA-
ASP event would not be great unless 
there were prize giveaways! ASP 
sunglasses, t-shirts, ipod alarm clocks, 
and ipod nanos were just some of 
the goodies given away at the end of 
the event.  First year student Megan 

Shimada quotes, “The mentor’s mixer 
was helpful in facilitating communica-
tion between first year and second 
year students.  I received a lot of hon-
est advice and tips from my mentor!”

University of the Pacific
By Shawlien Lie & Scott Harada, CPhA Board of  
Trustees Representative
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Event:  Guest Speaker Dr. Richard Smith spoke on Tuesday, August 14th, 2012 at WesternU. 
From Left to Right: Una Lee, Brian Lee, Vince Duong, Stephanie Shieh, Kate Miyamoto, Sarah Hernan-
dez, Samuel Bonilla, Dr. Richard Smith, Thomas Schuetz, Jeff Dai, Maureen Ngo, Alana Zapata, Suluck 
Chaturabul, Jeff Fajardo, Linda Danh, and John Flores. 

Event: John Flores, our Chapter President, speaking 
to the Class of 2016 during the APhA Sponsored 
Orientation lunch on Thursday, August 8, 2012 at 
WesternU.

This summer, the students of the 
APhA-ASP/CPhA WesternU chapter 
took advantage of a well-deserved 
summer vacation by visiting fam-
ily members, catching up on intern 
hours, and emptying their brains in 
preparation for the school year to 
come! But as the summer days came 
to a close, our students put their 
freshly recharged batteries to good 
work by putting all their efforts back 
into our WesternU chapter. 

We started the year off with a 
bang by getting the new P1 students 
excited about APhA-ASP/CPhA 
during their orientation week. The 
executive board members spoke to 
the P1 class about the importance of 
being involved in pharmacy organiza-
tions and the benefits that a member-
ship with APhA-ASP/CPhA can give 
them. We emphasize the importance 
of taking the future of the profession 
into your own hands so that when 
we become pharmacists in a few 
short years, the profession is exactly 
what we want it to be and what will 
meet our patients’ needs. Continuous 
growth and development is impor-
tant to the survival of Pharmacy as a 

Western University
By Sarah Hernandez, CPhA Board of Trustees Representative

the Assembly and we hope that our 
actions will help it pass. 

This fall, our WesternU chapter 
is anticipating some very exciting 
events! In October, we will be par-
ticipating in an AIDS Walk LA event. 
All of the fund raised will go towards 
supporting the fight against HIV/
AIDS. Towards the end of August, 
we will also be holding our “Social 
Networking Night”, which will 
allow our students to meet several 
pharmacists from several various 
areas of pharmacy. This event will be 
particularly exciting for the first years 
as they learn more about pharmacy 
and develop their own sense of direc-
tion and calling within the profession. 
We will also be hosting a mock “The 
Price is Right” game show fund-
raiser. All of the funds raised during 
this show will go towards sending 
our chapter members to professional 
conferences throughout the nation. 

Finally, in September, we hosted 
our annual “Wine and Cheese Net-
working Social”, which is specifically 
designed to allow our students to get 
to know the local association pharma-
cists and determine which local asso-
ciation seems like a right fit for them. 
We are so excited about the events 
we have coming up and we cannot 
wait to see what exciting develop-
ments and leadership opportunities 
come out of this year’s efforts.

For more information about our 
upcoming events, please visit us on 
our website at www.aphaaspwe-
sternu.com.

whole and is also important for each 
individual future pharmacist. 

Guest speaker Dr. Richard 
Smith, the Manager of Scientific 
Affairs at GlaxoSmithKline, came to 
speak to our students about indus-
try pharmacy. He spoke to our 
students about the importance of 
Pharmaceutical companies to the 
profession as a whole and encour-
aged them to seek internship and 
volunteer opportunities within the 
industry area of pharmacy. 

Our chapter has also been involved 
in the Grassroots Advocacy for 
the CPhA sponsored SB 1195. Our 
WesternU chapter recognizes the 
importance of legislative advocacy 
for the advancement of the profes-
sion. In order to do our part, several 
WesternU students have supported a 
Letter Writing Campaign put together 
by CPhA. Our students have writ-
ten letters to their State Assembly 
members urging them to pass this 
important bill that would allow for the 
establishment of fair audit standards 
and practices by Pharmacy Benefit 
Managers. As of this writing, the 
bill still has yet to be voted on in 
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Fall semester started on August 
27 marking a new beginning for the 
entering class and a continuation 
of the program for upperclassmen. 
The semester has started on a sad 
note however, as the USC School 
of Pharmacy was mourning the loss 
of its beloved and esteemed Kathy 
Johnson, who served as the Vice 
Dean of Clinical Affairs and Outcomes 
Sciences and Chair of the Titus Family 
Department at the USC School of 
Pharmacy. Dr. Johnson died on July 
24 in Bordeaux, France, resulting from 
injuries sustained in a fall. Dr. John-
son was a distinguished leader in the 
pharmacy profession whose career 
was marked by innovative projects 
that have been integral in the current 
national movement to expand the role 
of the pharmacist as the medication 
expert on the health care team. She 
has been a mentor for many of the 
faculty and students at USC for almost 
two decades, and her passing is a 
great loss for the entire USC family. 

Fall semester also marked the 
beginning of membership drives for 
the student organizations and the 
planning and execution of numerous 
patient care projects. The USC student 
chapter of CPhA, which is part of the 
large student umbrella organization 
called American Pharmacy Student 
Alliance (APSA) hosted a joint CPhA/
CSHP Day on September 18th. CPhA 
CEO Jon Roth, President Elect Pat 
Person, and Director of Membership 
Matt Overton attended this event 
to promote CPhA and encourage 

students to be active with their state 
pharmacy organizations. The students 
of the USC School of Pharmacy have 
also worked hard to organize several 
health fairs to serve the community. 
We have hosted 3 health fairs so far, 
and have 4 more in the making to be 
held throughout fall, in addition to a 
health clinic trip to Mexico in Novem-
ber. The upcoming APhA Midyear 
Regional Meeting (MRM) in Anaheim 
on November 3-4, is also getting stu-
dents excited for a weekend filled with 
networking, education, and policy-
making. MRM is being coordinated 
by Lucie Vu, a second year pharmacy 
student at USC. 

A highlight of the semester so 
far was the Annual USC Legislative 
Day 2012, for which CPhA was a 
Gold Sponsor. The USC Legislative 
Day is an annual event organized 
by the students of the USC School 
of Pharmacy that uniquely brings 
together pharmacy students, academ-
ics, and elected officials. This event 
was a collaborative effort of student 
members of APSA, NCPA, SNPhA, 
and AMCP. The theme of the current 
Legislative Day was healthcare reform 
and its impact on patient care and the 
practice of pharmacy, which attracted 
a diverse group of health professional 
students and practitioners numbering 
close to 200. After a brief introduction 
by Fred Weissman, Associate Dean 
of the USC School of Pharmacy, Dr. 
Geoffrey Joyce, who is the Director of 
Health Policy at the Schaeffer Center 
for Health Policy and Economics at 

University of Southern California
By Daniel Kudryashov, CPhA Board of Trustees Representative

CPhA/CSHP Day hosted by APSA.

USC, gave the 
opening address 
highlighting the 
forthcoming 
changes under 
the so called 
“Obama Care.” 
He also delin-
eated the alternative healthcare plans 
of the Republican Presidential Candi-
date Mitt Romney. Subsequently, the 
keynote speech was given by the Cali-
fornia Insurance Commissioner Dave 
Jones who spoke about his duties and 
what he has done to implement the 
provisions of the Affordable Care Act 
in the state of California. Additional 
honorary speakers included Senator 
Ed Hernandez, O.D., and Senator Ted 
Lieu, who encouraged the students 
to be involved with state pharmacy 
organizations and voice their concerns 
to the elected officials. Brian Warren, 
Director of Government Affairs for 
CPhA, and Jonathan Nelson, Legisla-
tive and Regulatory Analyst for CSHP, 
were also present and spoke about 
their roles with the pharmacy organi-
zations and answered questions from 
the audience.

In part due to sponsorship from 
CPhA, the program of the Annual 
USC Legislative Day was a great 
educational message to the pharmacy 
students in attendance from USC, 
Western University, and Loma Linda 
University, and other graduate health 
professional students. In addition, the 
event served an advocacy purpose as 
well, as the student organizers of the 
Legislative Day, Daniel Kudryashov 
and Derek Kuwahara, spent a great 
deal of time to communicate with the 
staff employees of the above elected 
officials and educated them about 
the capabilities and training of phar-
macists. A goal for the near future is 
to expand our grassroots advocacy 
activities by collaborating with CPhA 
and other pharmacy schools to voice 
student concerns collectively. 

Dr. Kathleen Johnson,  
PharmD, PhD, MPH
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The APhA-ASP student chap-
ter at UCSD started the 2012-2013 
school year with a variety of events 
to welcome the student body and 
recruit members. A week after their 
orientation, the P1’s had a lunch time 
meet and greet with current board 
members. A few days after, students 
from all classes gathered together 
for the “A is for APhA” party, where 
attendees dressed up as anything that 
started with the letter “A”. Student 
pharmacists seized the opportunity to 
display their creativity with whimsi-
cal costumes such as air salesman, 
angstrom, and alleles. 

In addition, the student chapter 
held its yearly membership drive at the 
beginning of October. This year, we 
were fortunate to host Jon Roth (CEO 
of CPhA), Doug Hillblom (President of 
CPhA), and Matt Overton (Director or 
Membership for CPhA). They all gave 

incredible speeches about why mem-
bership matters, the benefits of being 
a CPhA member as well as gave away 
two free registrations for West Coast 
Pharmacy Exhange. Students then 
took the opportunity to have some 
one-on-one conversations with CPhA 
leadership. 

University of California, San Diego 
By Natalie Elder, CPhA Board of Trustees Representative

Last, we welcomed six P1’s and 
two P2’swho got elected as patient 
care project chairs to the board. We 
plant to keep the momentum by hav-
ing a variety of health fairs, fundrais-
ers, and mentoring events for our 
members. 
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There is nothing funny about 
AIDS.  For that matter, HIV is 
no laughing matter either.  I 

had to look up the difference to make 
sure I got it right.  HIV is the virus, 
Human Immunodeficiency Virus, and 
AIDS, Acquired Immune Deficiency 
Syndrome, describes the condition or 
group of symptoms.  

Why did they have to create this 
exact acronym and ruin the previously 
pleasant and innocuous word, “aids?”  
There is certainly nothing assisting or 
helpful about that term now!  What 
was wrong with using, “HIV and 
Symptoms?”  Or even HIV for the 
virus, and HIVS for the symptoms?  
Why did they need a completely differ-
ent acronym to describe the condi-
tion?  It is obvious that the group of 
scientists who penned the term was 
under the influence of either ether or 
acetone when devising the term AIDS.  
Could it be even simpler than that – that 
they were all doing crossword puzzles 
and 21 Across was, “give me a pleasant 
oxymoron for a horrible disease?”  

An oxymoron (from the Greek 
ξύμωρον, or for those of you who do 
not read Greek, “sharp dull”) is a 
figure of speech that combines con-
tradictory terms such as inadvertent 
errors or ground pilot. Literary oxymo-
rons are concepts or phases like the 
Socratic paradox, “I know that I know 
nothing at all.”  No matter what kind 
of oxymoron it is, AIDS has to be the 
dumbest oxymoron of all.

We have others in pharmacy 
also: Managed Care (Managed Cost 
is certainly more descriptive and 
accurate), Original Copy (the prescrip-
tion document that must be kept in 
the pharmacy records), and Jumbo 
Shrimp -- 2 FREE WITH 10.  Whoever 
thought up these terms must have 
been trying to create public relations 
campaigns or sell something.  That 
must certainly be true for Managed 

Care.  (OK, so Jumbo Shrimp doesn’t 
belong in pharmacy; it is the classic 
oxymoron example and I just couldn’t 
resist using it.)

Oxymorons appear everywhere: 
The Living Dead is a TV documentary, 
many late night talk shows have Guest 
Hosts, there is usually an Organized 
Mess on the pharmacy counter, and 
Simon and Garfunkel’s response to 
President Kennedy’s assassination was 
their 1964 hit, The Sound of Silence. 

We use paradoxical oxymorons in 
our everyday conversations as well 
as reading them in newspapers and 
books: a Deafening Silence, an Irregu-
lar Pattern, such Sweet Sorrow, and, 
of course, Accidentally on Purpose.

Using AIDS as a term for a ter-
rible disease is a pretty ugly way to 
describe something.  We could have 
used “The Crummy Virus Syndrome” 
(CVS) and everyone would have known 
what we were talking about.  Some of 
you will say it was just a serious joke 
and other will say, same difference, 
who cares.  But it is a bittersweet 
commentary on medicine if we treat 
these naming decisions so casually.

Many terms sound like oxymorons 
but are really not.  They are more 
descriptive or use implied rhetoric 
and usually are humorous.  Examples 
would be: Military Intelligence, 
Government Worker, Happily Mar-
ried, and, of course, Business Ethics.  
We could also squeeze into this list: 
Honest Broker, Educational Television, 
and Microsoft Works.  What we don’t 
have is a sickness or disease in any of 
these lists – except AIDS.

In the 1970s and early 1980s, The 
Campana Company enjoyed strong 
sales of their appetite suppressant and 
diet candy, Ayds.  It came in choco-
late, chocolate mint, butterscotch or 
caramel flavors, and later in peanut 
butter.  (The flavors are not really that 
important but I can almost taste them 

as I say them out loud.)  The original 
active ingredient was benzocaine, 
but was later changed to phenylpro-
panolamine.  Can you guess what 
happened to sales in the mid-1980s 
with the increase in public awareness 
of AIDS?  Sales dropped as much as 
50% by 1988, and Ayds was eventu-
ally withdrawn from the market.

As I said before, there is nothing 
funny about AIDS, but they sure could 
have chosen a more serious and appro-
priate name or acronym instead of using 
a cheap marketing and PR gimmick. 

Reader Comments 
“Barry, thanks for not mentioning 

artificial grass,” pro golfer, Tiger Woods
“Dr. Pascal, my tax returns are an 

open secret,” Presidential candidate, 
former Massachusetts Governor Mitt 
Romney

“Barry, your plastic glasses are in 
the mail,” optician, Dr. Lens Crafter

“Pascal, invisible ink was my first 
clue,” renowned British detective, 
Sherlock Holmes

About the Author   
Pharmacist Barry Pascal owned North-

ridge Pharmacy for 32 years and is now 
semi-retired. If he can get out of his bath-
robe he can be found a few days a week at 
Pro Pharma Pharmaceutical Consultants.  
He was also either the Honorary Mayor or 
Honorary Sheriff of Northridge from 2003 
to 2008.  He always turns up the sound 
when watching silent movies. 

On the Lighter Side

What’s In A Name?
By Barry Pascal, PharmD, Humorist, Satirist, and All-Around Nice Guy

Disclaimer – This article does not contain any 
factual data or information; however, neither 
does Congress. This article serves as a test for 
the CPhA to see if anyone is reading the Journal. 
Of course, CPhA, and/or any of the advertisers 
will not endorse any of the views, opinions, or 
representations presented here unless it can be 
shown to increase their bank accounts. Once again, 
this article, although very interesting and extremely 
entertaining, is nothing but fiction and fantasy and 
no financial decisions should be made using the data 
presented. Past performance will not guarantee 
future returns.
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You’ve probably heard by now 
that workers’ compensation 
insurance companies are losing 

money in California and rates are on 
the rise again. According to the most 
recent report by the Workers’ Com-
pensation Insurance Rating Bureau 
(WCIRB), the combined loss and 
expense ratio for workers’ compensa-
tion insurers totaled 122% in calendar 
year 2011. For every dollar in premium 
collected, $1.22 was paid out in 
claims, expenses or held as reserves 
for future claims payout. This was an 
increase over the combined loss and 
expense ratio of 117% for calendar 
year 2010.    

At times like these, it is important 

to be protected by the strength of your 
association.  The last time workers’ 
compensation insurance became a 
problem for California pharmacists 
CPhA was able to provide a stable, 
long term solution to this day for CPhA 
members. In fact, CPhA negotiated a 
dividend feature on its workers’ com-
pensation program that has to date 
returned almost $3.7 million in surplus 
premiums to members thanks to favor-
able program experience.  

CPhA’s Insurance Committee, 
comprised of member pharmacists, 
provides program oversight by regu-

larly reviewing many aspects of the 
program. This helps provide member 
protection during times of increasing 
workers’ compensation rates by:

•	 Providing stability year in and 
year out as rate changes (both 
up or down) are reviewed and 
a long term strategy is man-
aged by CPhA’s Insurance 
Committee 

•	 Representing individual phar-
macists interests in any nonre-
newal action due to claims   

•	 Representing individual 
pharmacists interests in any 
proposed single pharmacy 
policyholder rate increases

Among the other benefits of 
participating in the CPhA sponsored 
program are:

•	 Merit Rating Plan - Based on 
your claims history for the past 
three years, Fireman’s Fund 
may provide qualifying pharma-
cies a rate discount.   

•	 Premium Discounts - Based on 
the size of your annual pre-
mium, you may qualify for an 
additional premium discount.

•	 Fireman’s Fund Risk Advi-
sor® - Access to the Fireman’s 
Fund’s exclusive online claims 
reporting system and loss 
prevention tools to help reduce 
your risk of employee injury. 

If you have any questions, please 
call a Marsh Client Advisor at 888-
926-CPhA or your agent.    

These descriptions of coverage 
are abbreviated and are subject to 
the terms, conditions, and exclusions 
of the actual policy, which forms the 
contract between the insured and the 
insurance company. Available cover-
ages, credits, and options may vary by 
state.

Workers’ Compensation 
Find Strength with CPhA

At times like these, 
it is important to 

be protected by the 
strength of your 

association. 



Even in the age of digital health, you still want one-on-one time with 
your patients. Cerner Etreby Pharmacy Management System software 
streamlines your pharmacy functions and increases your productivity, 
freeing you to attend to your patients. 

Whether you have a community pharmacy, chain or health system retail 
operation, Cerner Etreby solutions configure to your business needs.

Make the move to the proven and progressive technology company 
that’s been perfecting pharmacy software since 1982. For information 
call 800.292.5590 or email info.etreby@cerner.com.

Visit cerner.com

Get More Face Time with Your Patients

Cerner Etreby increases your efficiency so you can focus on patients 

www.cerner.com/etreby
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Today, thousands of independent Good Neighbor Pharmacy members 
enjoy the power of volume purchasing, scaled services and best 
practice solutions from AmerisourceBergen®  Drug Corporation.

We provide pharmaceuticals, business support and consulting 
services to help our participating pharmacists focus on their  

most valuable strength — caring for their patients.

Please call us at 877.892.1254 or visit 
www.AmerisourceBergenDrug.com today to learn more.
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