A peer-reviewed publication of the California Pharmacists Association
www.cpha.com

California
Pharmacist

VOL. LXI, NO.2
SPRING 2014

Compounding

Pha rmacist s

Introducing:
Kathy Besinque, PharmD
2014-15 CPhA President

No matter what
your priorities,
we have solutions
that can help.

In the pursuit of better pharmacy health, McKesson offers a wide variety of
solutions designed to address your unique goals.
Better Business

Better Results

Better Future

Better Together

To help you sustain your
business without large-scale
changes, we can help you
increase customer satisfaction
while improving your margins
and efficiency.

As you look for ways to grow
your business and new ways
to care for your patients, we
can help you with affordable
solutions to drive better results
for your patients and your
business.

Looking to the future of your
business and your profession,
we offer forward-thinking
solutions and innovative
technology to help you manage
growth, maximize efficiencies
and stay ahead of the curve.

For owners who want to
join a group of like-minded
entrepreneurs, Health Mart®
can help you compete
and thrive with the most
comprehensive portfolio of
solutions and a common brand.

To learn how we can help you achieve Better Pharmacy Health,
visit BetterPharmacyHealth.com or call 855.MCK.RETL (855.625.7385)
©2013 McKesson Corporation. All rights reserved. RTL-07740-08-13

Janet Balbutin, Pharm. D.
Owner
Drug Therapy Systems, Inc.
Chico Pharmacy
Chico Medical Supply
Paradise Drug
Chico, CA
DMEPOS

I’m an EP!

T

he Compliance Team’s Medicare
approved Exemplary Provider™ “EP”
accreditation programs for DMEPOS/
Pharmacy/Infusion-Specialty-LTC eliminates
unnecessary distractions and non-essential
expenses while guiding providers to healthcare
delivery excellence.
Industry leading, Safety–Honesty–Caring®,
quality standards focus on what matters most
to patients and providers alike.

In addition, every customizable EP program
includes one-on-one expert mentoring, P&P
manuals, self-assessment checklists, and
corporate anti-fraud plans. We then tie it together
with a secure web-based national data bank for
patient satisfaction reporting and benchmarking. It
all adds up to exemplary care the EP way.
For more details, please call us at 215.654.9110
or visit our web site, TheComplianceTeam.org.

CMS approved
for DMEPOS
Exemplary Provider™ Accreditation

VOLUME LXI NO. 2 SPRING 2014

California
Pharmacist Journal
SPRING

California Pharmacist (SSN 07390483) is published quarterly on or
about February 1, May 1, August 1
and November 1 by the California
Pharmacists Association, 4030
Lennane Drive, Sacramento, CA
95834. California Pharmacist is
distributed as a regular membership
service, paid for through allocation of
membership dues. Subscription rate is
$80 per year domestic; single copies
are $20. The international rate is $100
per year; $30 per copy. Periodicals
postage paid at Sacramento, California
and at additional mailing offices.
Postmaster: send address changes to
California Pharmacist, 4030 Lennane
Drive, Sacramento, CA 95834.
Publisher assumes no responsibility
for unsolicited material. Manuscripts,
artwork, and photographs must be
accompanied by stamped, selfaddressed envelopes, if return is
desired. Letters to the editor are
encouraged; publisher reserves the
right to edit and publish, in whole
or in part, all letters received. Byline
articles express the opinions of the
authors and do not necessarily reflect
the view or policies of the California
Pharmacists Association. Nothing in
this publication may be reproduced in
any manner, either in whole or in part,
without specific written permission of
the publisher.
California Pharmacist, the official
publication of the California
Pharmacists Association, is a
professional journal devoted to
informing pharmacists and enabling
them to better serve the health and
welfare of their patients.

2014
California Pharmacists Association
4030 Lennane Drive
Sacramento, CA 95834
Phone (916) 779-1400
Fax (916) 779-1401
http://www.cpha.com
ISSN# 0739-0483

2014

DEPARTMENTS
6
8
34
36
42
42

CLINICAL KNOWLEDGE,
RESEARCH & THERAPEUTICS
Clinical knowledge and expertise
pharmacists need to provide the
services and outcomes that their
customers desire
10 Introduction to Compounding
By Jerra Banwarth, RPh, FIACP
12 Issues Affecting Compounding
Pharmacies
By William (Bill) Zolner, PhD
17 Compounding: The Standard is Quality
By Jerra Banwarth, RPh, FIACP

BUSINESS MODELS
Models of pharmacy practice in which
pharmacists provide the benefits and
limitations in delivering the service
being presented

From the Editor
From the President
Pharmacy Lighter Side
University Reports
Member Benefit - Insurance
Index to Advertisers

CONTINUING EDUCATION
12 Issues Affecting Compounding
Pharmacies
By William (Bill) Zolner, PhD

CLINICAL PRACTICE CAPSULE
Updated clinical information on
medications and treatment guidelines
relevant to pharmacy practice
28 Improving Medication Adherence:
From Definition to Performance
By Bik-Wai Bilvick Tai, PharmD, FAHM;
Jonathan Watanabe, PharmD, MS, PhD;
Anandi V. Law, BPharm, MS, PhD, FAPhA

LAW UPDATE
21 Marketing & Promotional Activities:
Unlawful Referrals & Kickbacks
By Tony Park, PharmD, JD

25 Veterinary Compounding:
A Business Model
By Aida Oganesyan, PharmD

Eratta: Please note that the article published in the Spring 2010 issue of
California Pharmacist on pages 38-41, entitled, Clinical Assessment of
Substance Abuse, was written by Gollapudi Shankar, MS, PharmD, BCPP,
CGP, PhC and Kabirullah Lutfy, PhD, M.Sci., B.Pharm.

www.cpha.com | SPRING 2014 | CALIFORNIA PHARMACIST

5

From The Executive Editor
CPhA EXECUTIVE EDITOR

Pharmacist Provider Status –
Now What?

U

nless you have just recently moved to California or you were not plugged into
CPhA last year, then you undoubtedly know what Senate Bill 493 (SB 493) is and
what it does to advance pharmacist practice. But just in case you weren’t aware, SB
493 was a landmark legislative bill sponsored by CPhA and signed into law by Governor Jerry Brown on October 1, 2013. The law declares pharmacists as healthcare providers ensuring that health plans and other systems of care can include pharmacists
as members of the health care team. As odd as it may seem, pharmacists were not
previously statutorily defined as a health care providers in state (or federal) law.
SB 493 also granted pharmacists additional practice authorities, including furnishing
prescriptions for travel medicines, hormonal contraception, and nicotine replacement
drugs and devices. It expanded pharmacist-provided immunizations and created a new
category of certified Advanced Practice Pharmacists (APP). APP’s are authorized to
perform patient assessments, order and interpret laboratory tests, refer patients to
other practitioners, and to initiate, adjust, and discontinue therapy.
Now that SB 493 is the law of the land, a lot of pharmacists are asking, “What’s
next?” CPhA has continued to press forward with a broad strategy aimed at implementing SB 493 using five working groups to tackle various aspects of the legislative
authorities in order for pharmacists to begin deploying these services to patients.
These workgroups include:
Non-APP Expanded Duties: This CPhA workgroup is focused on developing and
submitting recommendations to the California Board of Pharmacy (BOP) and California
Medical Board (CMB) for the statewide protocols that must be developed prior to pharmacists furnishing smoking cessation and hormonal contraception therapies. The workgroup also identified the appropriate continuing education elements that pharmacists
could take for gaining updated skills in travel medications, smoking cessation, hormonal
contraception, and ordering laboratory tests.
APP Certificate Training Program Workgroup: The APP Certificate Training Program
workgroup is focused on developing a CPhA certificate training program for pharmacists
to qualify for the APP credential from the BOP. This certificate training program pathway
will be geared for pharmacists who self-identify as needing additional training in the
authorities granted under SB 493 and will include an assessment such as those familiar
to pharmacists who have completed the immunization or diabetes certificate programs.
APP Certification Exam - OSCE Workgroup: This workgroup is focused on an exam
pathway for pharmacists to earn the APP credential. This pathway would allow pharmacists who self-assess their skills as being competent in the duties of SB 493 to take a
credentialing exam similar to the Board of Pharmacy Specialties and other certification
exams except the exam will use the Objective Structured Clinical Examination (OSCE)
approach to assessing competency instead of a written test.
Payment for Services Workgroup: A critical element to the successful implementation of SB493 will be to ensure that health plans, insurers, and other programs recognize that payment for pharmacist services is integral to building a sustainable model
in delivering these services. This workgroup is convening payers to gain support for
payment of pharmacist-delivered care.
Research & Evaluation: This workgroup is looking to establish a method for tracking
the implementation of SB 493 through outcomes such as adoption, patient access to
services, and other characteristics.
Be sure to stay informed on how CPhA is implementing SB 493 and how you will
be able to expand your practice to provide these new services for your patients. It
continues to be an exciting time in pharmacy practice and together we can ensure that
the milestone accomplishment of SB 493 is fully integrated into practice to the benefit
of the health care delivery system and the patients you serve every day.
Sincerely,
Jon R. Roth, CAE
Chief Executive Officer
6
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From the President

Be the Change!
W

hat a big year for pharmacy! After years of
advocacy, persistence
and collaboration (with a little help
from our friends), legislation (SB 493)
recognizing our status as health care
providers and expanding our scope of
practice has been enacted. Effective
January 1 of this year, things changed
for the profession—did they change
for you? Now is the time to BE the
change. Changes to the practice act
enable the growth of our profession,
but only we (pharmacists) can change
practice. So I ask—are you ready
to be that change? A wise person
taught me, the door to change can
only be opened from the inside. So I
have to ask, what are you doing today
as a result of the changes made to our
practice act to be that change?
Changes to our practice act effective in January, allow pharmacists
with the training to do so to immunize patients age three and older.
No longer is a collaborative drug
therapy protocol required removing
the barrier for many communitybased pharmacists in the past. We
can more fully participate in the
monitoring of the drug therapy our
patients receive because we can

order needed laboratory tests. Are
you embracing their changes? Has
your practice changed? If not, how
can CPhA help?
More changes are coming. The
processes for pharmacists to engage
in providing travel medicine, smoking
cessation, and hormonal contraception are expected to be clarified by
the Board of Pharmacy before the
end of the year. The applications for
the Advanced Practice Pharmacist
are being developed, will you apply?
In some states where advanced
practice is recognized, too few
pharmacists take the opportunity.
Don’t let that happen in California! I
encourage all eligible pharmacists to
apply—be the change! If we wait for
change to happen, things will stay
the same. Are you be ready to make
changes to your practice? If not,
how can CPhA help?
Now is the time to prepare yourself and your practice for change. The
flu season is coming, immunization
training is underway, be a part of the
change. Engage with your patients,
embrace change. I hear some say,
“we need to get paid!” I agree. Until
payers include pharmacists, we may
need to follow the example other

By Kathy Besin
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esident

health care providers use, let our
patient know we are not in the provider network, have the patients pay
for our services and provide them
with documentation to submit to
their insurance company for reimbursement.
I urge you to “open the door from
inside!” Be the change you want
to see in the profession. Step up,
change your practice and embrace
the changes in our scope of practice.
Create the changes you want for the
profession. As your President, I ask
you, how can CPhA help?

A wise person taught me,
the door to change can only be
opened from the inside.
8
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By Jerra Banwarth RPh, FIACP

M

iss Freda had come to the
pharmacy to pick up her
refill of a compounded
magic mouthwash medication. Today,
however, she was markedly limping
and I inquired. Miss Freda began to
describe a severe diabetic foot ulcer
that she and her physician had been
treating for more than four months
without progress. The wound was
painful but her main concern was that
she was unable to assist Meals on
Wheels because she couldn’t drive.
I assured her that we could help and
promptly called her physician’s office
with a recommendation of a compounded therapy. In four weeks, not
four months, Miss Freda was once
again driving and enjoying her efforts
with Meals on Wheels.
Compounding pharmacists across
the nation have countless cases similar to Miss Freda.
Whether it is helping workmans’
compensation patients with their pain
that enables them to re-enter the
workforce or compounding Tamiflu for
a small child when the manufactured
medication is on backorder during flu
season, compounding is a vital part
10

of patients’ and prescribers’ lives that
provide positive therapeutic outcomes. With the passing of the recent
federal law in regards to compounding, the access to vital therapies, like
the afore mentioned, (compounded
medications) may become dramatically restricted.
The practice of compounding was
the foundation of pharmacy. The pharmacist is the expert in this field. As
the art and science of compounding
has grown with technology, pharmacists have used their expertise and
knowledge to incorporate systems to
elevate the standard of the practice.
While the state has authority to regulate pharmacy, including compounding, through its State Boards, there
is a wide variance among the states
on how effectively they regulate the
profession. When there is a close
collaboration between compounding
pharmacists, industry, and a proactive
State Board of Pharmacy, patient care
and access is enhanced. The situation
with the Massachusetts compounding
incident is one example of when these
collaborative efforts are not utilized.
The federal government has now
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entered into the arena in regulating
pharmacy which has imposed a myriad
of regulations in which compounders
must find a viable way to incorporate
into their practice and still provide the
opportunity for patient access to crucial compounded medications.
The articles that follow provide
valuable information for the reader.
Each article has a different focus. One
has a national perspective of the new
federal legislation. Another article
delineates state considerations in the
practice of compounding, while the
third article focuses on what this all
means for patients and prescribers.
One thing is certain, this is just the
beginning. As the clarification and
implementation of the federal law
comes to fruition, many regulations
will change at the state level which
will eventually impact the practice of
compounding. Therefore, stay tuned.

About the Author
Jerra Banwarth RPh, FIACP is
Education and Training Manager for
Professional Compounding Centers of
America.

We arm our customers With
competitive advantages.
We’re committed to your future and we’ll be here to serve
you with quality distribution, advantageous programs and
great service.
hdsmith.com
866.232.1222

Helping You Care For Your Community.
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Compounding

Issues Affecting
Compounding
Pharmacies
Dr. William (Bill) Zolner, PhD

Objectives
1. Review national and state laws impacting compounding pharmacies
2. Describe regulations which compounding pharmacies should use as a guide
3. Discuss certification available for pharmacist interested in compounding

National

Laws

ationally, this is a time of significant change for compounding pharmacies. The recent
passage of “The Drug Quality and
Security Act” (DQSA) by the US government has clarified some important
areas of compounding, while adding
complexity and questions to others.
But before exploring this important
legislation, we should understand the
national framework and rules of how
compounding pharmacies operate.
There are three broad areas that
all compounding pharmacies must
take into account in their operations:
(1) Laws, both National and State; (2)
Regulations; and (3) Certifications. A
comprehensive review of all of these
areas is beyond the scope of this
paper, so only a brief overview will be
presented. Further information can be
obtained by consulting the references
at the end of this paper.

Until last year, compounding
pharmacies were almost exclusively
governed by state laws and individual
state boards of pharmacy. Federal
laws were unclear, and in some areas
of the country they had been challenged as to their validity in the courts.
However, in November 2013, President Obama signed the Drug Quality
and Security Act, which was aimed at
regulating compounding pharmacies
on a national level.
The DQSA contained two sections
that modified the Federal Food Drug
and Cosmetics Act (FD&C). Section
503A covered what has been defined
as “traditional pharmacy compounding,” and Section 503B defined and
established a new class of compounding called “outsourcing facilities.”
Section 503A assumes that the primary responsibility for oversight and
regulation of traditional compound-

N
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ing pharmacies will continue to be
the responsibility of the State boards
of pharmacy and governed by State
laws. Most importantly, it exempts
compounded preparations from the
requirements of obtaining FDA new
drug approvals for the compounded
preparations. However, it does establish several important provisions that
must be followed. The more important
of these are:
•
Each compounded drug must
be for an identified individual
patient based on a valid prescription.
•
The compounded drug must
be prepared by a licensed
pharmacist, physician or
practitioner in a State licensed
pharmacy.
•
There must be an established
relationship between the
pharmacist, the physician or
practitioner and/or the patient.

•

•

•

•

•

•

The drug must be compounded in compliance with
the United States Pharmacopoeia (USP) or National Formulary (NF) standards.
All bulk drug substances used
must be manufactured in a
registered establishment.
No drug appearing on the FDA
withdrawn lists may be compounded.
No products that are essentially copies of commercially
available drugs can be compounded.
No preparations that present demonstrable difficulties
in compounding or have an
adverse effect, are unsafe
or ineffective can be compounded.
The State must enter into a
memorandum of understanding with the FDA before any
State licensed pharmacy can
distribute more than 5% of
its total prescription orders
outside the State.

•

The FDA has stated that if an
individual or firm compounds
a drug product that does not
meet the conditions of section
503A, it will be subject to a
warning letter, seizure of product, injunction and/or criminal
prosecution for violation of the
FD&C Act.

Notwithstanding the above, one
must remember that the traditional
compounding pharmacies covered
under section 503A are primarily governed and regulated by laws
established by the State in which they
operate. Many States have wellestablished laws and regulations with
active boards of pharmacy that have
diligently worked to craft a framework
of oversight to allow compounding
pharmacies to provide their essential
services while still protecting the
public.
The DQSA under section 503B
has set up a new class of providers
of drug products, called “outsourcing
facilities” (OF). An OF is defined as

a facility at one geographic location
or address that: (a) is engaged in the
compounding of sterile drugs; (b) has
elected to register with the FDA as an
outsourcing facility; and (c) complies
with all the requirements of Section
503B of the FD&C Act. An OF is not
required to be a licensed pharmacy or
to obtain prescriptions for identified
individual patents. A “sterile drug”
is one that is intended for parenteral
administration, an ophthalmic or oral
inhalation drug in aqueous form, or
a drug that is required to be sterile
under Federal or State law.
If the OF uses bulk drug substances to compound, they must:
•
appear on a list established by
the FDA,
•
be on a drug shortage list at
the time of compounding,
distribution and dispensing,
•
comply with monographs in
the USP, NF or other FDA recognized compendia, and
•
be manufactured in a FDA registered facility, and have a valid
certificate of analysis.
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In addition, the OF must:
•
use ingredients that comply
with USP, NF or other FDA
recognized compendia monographs,
•
not compound drugs that are
on the FDA unsafe or ineffective list,
•
not compound drugs that
are essentially copies of FDA
approved drugs (unless they
are on the drug shortage list),
•
not compound drugs that are
difficult to compound,
•
be in compliance with the FDA
if preparing any drugs that are
the subject of a risk evaluation
and mitigation strategy,
•
not sell or transfer drugs to a
second entity OF,
•
pay all applicable fees,
•
use proper labeling,
•
register with the FDA each
year, and provide reports of
the drugs compounded twice
a year,
•
comply with Good Manufacturing Practices,
•
be subject to FDA inspections,
and
•
submit adverse event reports.
In summary, Section 503B allows
OF to compound selected drugs
without individual prescriptions, for
nationwide distribution, if they comply
with Good Manufacturing Practices
and are subject to FDA inspections.
Since this is a Federal program, the
State laws, regulations and boards of
pharmacy have no jurisdiction over the
OF or their activities. At the present
time, the FDA is writing regulations
specifically addressing the OF opera-

tions, so many questions remain as to
the specific requirements that will be
placed on these facilities.

Regulations
The United States Pharmacopeial
Convention’s (USP) mission is to
improve global health through public
standards and related programs that
help ensure the quality, safety and
benefit of medicines and foods. The
USP publishes Guidelines, Monographs and Standards relating to drug
products, manufacturing procedures,
compounding practices, equipment
utilization and a host of other subjects.
These are used by the FDA, State
and other agencies, and for legal
justification in the regulation of drug
manufacturing and compounding.
While there are a host of Chapters that
relate to and should be followed in
both manufacturing and compounding
pharmacies, the Chapters specific to
compounding pharmacies are:
USP<795> Pharmaceutical
Compounding – Nonsterile
Preparations.
This chapter provides compounders
with guidance on applying good compounding practices for the preparation
of nonsterile compounded formulations for dispensing and/or administration to humans or animals. This
chapter and applicable monographs on
formulation help define good compounding practices, as well as provide
general information to enhance the
compounder’s ability to extemporaneously compound preparations that are
of acceptable strength, quality and
purity.
1.

USP<797> Pharmaceutical
Compounding – Sterile
Preparations.
The objective of this chapter is
to describe conditions and practices
to prevent harm, including death, to
patients that could result from (1)
microbial contamination (nonsterility),
(2) excessive bacterial endotoxins, (3)
variability in the intended strength of
correct ingredients that exceeds monograph limits or 10%, (4) unintended
chemical and physical contaminants
and (5) ingredients of inappropriate
quality in compounded sterile preparations.
2.

USP<1160> Pharmaceutical
Calculations in Prescription
Compounding.
This chapter provides general information to guide and assist pharmacists
in performing the necessary calculations when preparing or compounding
any pharmaceutical article or when
simply dispensing prescription.
3.

USP<1163> Quality
Assurance in
Pharmaceutical
Compounding.
This chapter outlines general
recommendations and information
for the development of quality control
standards in a compounding pharmacy.
It covers nine separate but integrated
components: (1) training; (2) standard
operating procedures; (3) documentation; (4) verification; (5) testing; (6)
cleaning, disinfecting and safety; (7)
containers, packaging, repackaging,
labeling and storage; (8) outsourcing;
and (9) responsible personnel.
Additionally, the USP is in the
process of formulating two additional compounding specific chapters
addressing important compounding
issues:
4.

1.
2.

USP<1168> Compounding for
Investigational Studies
USP<800> Hazardous Drugs
– Handling in Patient Care
Settings

An important thing to know is that
USP Chapters with numbers less
14
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than 1,000 are legally enforceable by
regulators and can be used as best
practice standards in any US legal
proceeding. Chapters with number
designations above 1,000 are recommendations for good practice. Many
State laws governing traditional compounding pharmacies have adopted
language that refers to compliance
with specific USP regulations in
addition to other State mandates.
It is no small task for compounding
pharmacists to keep current on these
regulations as well as changes that are
always taking place.

Certification
In 2007, eight of the nation’s leading pharmacy organizations joined
together to create the Pharmacy Compounding Accreditation Board (PCAB).
PCAB is a voluntary quality accreditation designation for compounding
pharmacies. The Organizations that
founded PCAB are:
•
American College of Apothecaries
•
National Community Pharmacists Association
•
American Pharmacists Association
•
National Alliance of State Pharmacy Associations
•
International Academy of Compounding Pharmacists
•
National Association of Boards
of Pharmacy
•
National Home Infusion Association
•
United States Pharmacopeia
PCAB publishes the criteria for
certification that are available to those
who may wish to complete the process or for those who want to become
knowledgeable in the steps that are
necessary to be designated as a
PCAB Certified Pharmacy. In order to
demonstrate compliance with PCAB
standards and earn PCAB accreditation, pharmacies voluntarily participate
in an evaluation process that includes:
•

Verification by PCAB that the
pharmacy is not on probation
for issues related to com-

pounding quality, public safety
their specific criteria for the certificaor controlled substances.
tion of both non-sterile and sterile
•
Verification that the pharmacy
compounding pharmacies. The organiis properly licensed in each
zation has a well-developed certificastate it does business in.
tion process and the organizational
•
An extensive on-site evaluaresources that will enable compoundtion by a PCAB surveyor, all
ing pharmacies another avenue to
of whom are compounding
demonstrate their excellence through
pharmacists trained in evaluatan independent third party organization.
ing compliance with PCAB’s
quality standards. This evaluation includes:
Summary
•
Assessment of the pharmacy’s
Compounding pharmacies in the
system for assuring and mainUnited States have a formidable task
taining staff competency.
when complying with the Laws,
•
Review of facilities and equipRegulations and Certifications as summent.
marized above. However, in addition
•
Review of records and proceto the above, one must remember
dures required to prepare qualthat the main oversight and regulation
ity compounded medications.
of traditional compounding pharma•
Verification that the pharmacy
cies rests with each individual State
uses ingredients from FDA regand the State Board of Pharmacy.
istered and/or licensed sources.
As complex as the above discussion
•
Review of the pharmacy’s prois, when the State requirements are
gram for testing compounded
added you can see that this is truly a
preparations.
highly regulated practice. With that in
Only when a pharmacy has met
mind, it should be remembered that
PCAB’s rigorous standards is accrediregulations and laws are important
tation issued.
to protect those who are served;
PCAB accreditation means the
however, the true objective of a
pharmacy has independent, outside
compounding pharmacy is to provide a
validation that it meets nationally
critical and needed service to patients,
accepted quality assurance, quality
who without the services provided by
control and quality improvement stancompounding pharmacists would have
dards. When choosing a compounding
a significantly poorer quality of life.
pharmacy, PCAB suggests looking
for the designation “PCAB Accredited Compounding Pharmacy” or the
About the Author
PCAB Seal.
William Zolner, PhD is the Chief
In late 2013, the Accreditation
Scientific Officer of Eagle Analytical
Commission for Health Care (ACHC)
Services, Inc. in Houston Texas.
decided that they would also offer
accreditation certification to traditional compounding
pharmacies. ACHC,
founded in 1986,
has been involved
in certification
of various health
care organizations
ranging from home
Distributing low priced generics
health care providfrom the Northwest
ers to retail pharmacies to durable
1-877-630-9198
medical equipment
www.hygenpharma.com
suppliers. ACHC is
currently developing
www.cpha.com
549683_HyGen.indd
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CONTINUING EDUCATION QUIZ

Issues Affecting Compounding Pharmacies
1. The Drug Quality and Security
Act (DQSA) is:
a. California Law passed in 2013 which
governs compounding pharmacies
b. Federal law which is unclear if state
or federal government regulates
compounding pharmacies
c. Federal law regulating compounding
pharmacies on a national level
d. Being challenged as to its validity in
the courts

2. Section 503A is:
a. One of the two sections in DQSA
which modified the FD&C
b. Assumes the primary responsibility for
oversight will be at the national level
c. Defines “Outsourcing facilities”
d. All of the Above

3. Section 503A establishes several
important provisions including all
of the following except:
a. Compound drugs can only be
prepared by a pharmacist, physician
or practitioner in a State licensed
pharmacy
b. Each compound must be for a specific
patient on a valid prescription
c. Drugs on the FDA withdraw list may
be compounded
d. Preparations that are unsafe or
ineffective cannot be compounded

4. Outsourcing Facilities (OF) are:
a. Complies with all the requirements of
503B of the FD&C
b. A new class of providers of drug products
c. Facility that is engaged in the
compounding of sterile drugs
d. All of the above

5. Outsourcing Facilities:
a. May sell or transfer drugs to a second
entity
b. Use ingredients that comply with USP,
NF or other FDA recognized compendia
monographs
c. May be copies of FDA approved drugs
which are readily available
d. Are subject to DEA inspections

6. Outsourcing Facilities are allowed to compound selected
drugs without individual Prescriptions.
a. True
b. False

7. United States Pharmacopeial
Convention’s (USP) mission is to:
a. Improve global health thru public
standards
b. Help ensure the quality, safety and
benefit of medicines and foods
c. Regulate the safe manufacture of
compound drugs
d. a and b
e. b and c

8. Many State laws governing traditional compounding pharmacies
have adopted language that refers to compliance with specific
USP regulations.
a. True
b. False

9. Pharmacy Compounding Accreditation Board (PCAB):
a. Was created by 8 of the nation’s
leading pharmacy organizations
b. Is a voluntary accreditation designation
for compounding pharmacies
c. PCAB accreditation means the
pharmacy has independent,
outside validation
d. All of the above

10. PCAB evaluation includes all of
the following except:
a. Verification that the pharmacy is
properly licensed only in the state
where the facility is located
b. Verification that the pharmacy is not
on probation for issues related to
compound quality, public safety or
controlled substances
c. Assessment of pharmacy’s system
for assuring and maintaining staff
competency
d. Review of pharmacy’s program for
testing compounded preparations
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Compounding

Compounding:
The Standard is Quality

By Jerra Banwarth RPh, FIACP

T

here has been a plethora of
information about the practice
of pharmacy compounding in
the media recently as it relates to
quality control. The majority of the
attention has focused on quality
standards in sterile compounding. It
is important to understand that the
practice of compounding includes
sterile and non-sterile products, and
quality control is equally important
for both preparations. For patient
and prescriber, it can be confusing and difficult to determine what
impact these factors may have on
health outcomes. However, some
of these questions can be answered
by reflecting on the history of
compounding, its current impact in
patient outcomes, the regulatory
bodies governing compounding
pharmacies, and their quality control
measures.

Historical Background
Compounding is not a new practice
setting in pharmacy. At its inception,
compounding lay at the heart of the
pharmaceutical profession. The best
known and most important pharmaceutical record is the “Papyrus Ebers”
(1500 B.C.), discovered in Egypt. This
ancient document is comprised of 110
pages of medical information and a
collection of 800 prescriptions, mentioning 700 drugs.1,2
“Pharmacy in ancient Egypt was
conducted by two or more echelons:
gatherers and preparers of drugs,
and “chiefs of fabrication,” or head
pharmacists. They are thought to have
worked in the “House of Life.” In a
setting such as this, the “Papyrus
Ebers” might have been dictated to
a scribe by a head pharmacist as he
directed compounding activities in the
drug room.”2

The 19th century saw the golden
age of compounding, when, it is
thought, almost 80% of all prescriptions
were compounded. It wasn’t until the
1950s that drug manufacturers and
the mass production of drug products
began to dominate the mainstream
market, thus initiating the decline of the
practice of compounding.3

Renewed Practice
Out of the need for individualized
therapies and advances in medical
technology, compounding has seen
resurgence in the last 30 years. Pharmacy compounding involves the act of
combining, mixing, or altering ingredients to prepare a customized medication for an individual patient upon
receipt of a valid prescription. There
are several practice areas that incorporate compounding into their daily
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activities; adult and pediatric inpatient
pharmacy, home infusion pharmacy,
nuclear pharmacy, and outpatient
pharmacy are a few examples.
Individualized therapies can include
a variety of preparations, such as
a concentrated IV pain therapy in a
hospital, an altered dosage form for a
neonate in a pediatric hospital, or a total
parenteral nutrition therapy for home
infusion. A comprehensive discussion of all of these areas is beyond the
scope of this paper; the focus of this
piece will primarily be compounding in
the outpatient pharmacy practice.

Current Perceptions
Someone outside the healthcare
field may not realize that compounding is performed in the many different
outpatient pharmacy practice areas.
The general perception is that traditional compounding occurs in the retail
pharmacy setting because this is the
place most of the general public is
exposed to it. However, of the population that receives prescriptions, only
1% of the total amount prescribed is
compounded. Thus, the vast majority
of the population is unfamiliar with
compounding.4 Compounding pharmacists are medication problem solvers.
They use individual pharmaceutical
ingredients that are mixed together in
the exact strength and dosage form
required by the patient. The pharmacist works within the triad relationship,
along with the patient and prescriber,
to devise a customized medication regimen for the patient through the art and
science of compounding to produce a
more positive therapeutic outcome.

on back order from the manufacturer.
Through the triad relationship, the
patient has not only an expert in diagnosing but a medication expert working together to improve the patient’s
health and quality of life.
The effects of compounding,
however, extend far beyond the few
examples mentioned above. Compounders can make a dramatically
positive change in the therapeutic
outcomes when mainstream therapies
have been unsuccessful. For example,
a physician noted that his or her
chronic pain patient was responding
well to hydrocodone and acetaminophen, which is generally available as a
set dosage combination formulation.
Because of the combination formula,
this also obligatorily exposed the
patient to higher doses of acetaminophen, resulting in the risk for liver toxicity. Pill burden was also high in this
situation, as the patient had to take
six tablets five times a day to obtain
relief. The compounding pharmacist
eliminated both problems with a single
solution, formulating a therapy that
removed the acetaminophen and that
was formulated in a slow-release capsule administered only three times a
day. Within a few months, the patient
reported that the pain was well managed and family members observed
that the patient had become more
emotionally stable.

A more complex example involved
a 17-year-old who had been diagnosed with cluster headaches and,
among other medications, was using
2400 micrograms of fentanyl buccally
four times a day chronically. His new
neurologist assessed that fentanyl
was a poor therapy option and wanted
to augment his therapy to incorporate a more integrative approach and
eliminate the fentanyl. In the patient’s
initial assessment, it was also discovered that through the 17-year-old’s
chronic use of narcotics for pain relief,
his testosterone level was that of a
60-year-old man. The neurologist and
compounding pharmacist worked with
the patient to devise a functional integrative health path. The compounding
pharmacist formulated a dosage form
and a blind taper regimen of the fentanyl (at the request of the patient) and
recommended a complete hormone
evaluation and restoration plan. Within
six weeks, the patient had reduced
his fentanyl usage to 100 micrograms three times daily, and within
four months had discontinued using
fentanyl entirely. This effort saved the
patient’s insurance plan, at the time,
well over $10,000 a month just on the
effective elimination of the fentanyl
dose. With the continued integrative
therapy plan, the 17-year-old became
a healthy, productive individual within
30 months.

Quality.
Lives depend on it.

Modern Practice
Through modern technology, innovative techniques, and research, compounding pharmacists have helped
physicians expand their prescribing
toolbox. Compounding can overcome
therapeutic obstacles such as allergies
to inactive ingredients, tailoring a dose
for a patient that is not available by the
manufacturer, providing combination
therapies to improve patient compliance, or supplying a medication that is
18
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As demonstrated by the examples
above, the art and science of compounding can affect patients, prescribers, healthcare costs, and society in
a considerably positive fashion. With
patients becoming more involved in
their healthcare, they are a driving force
for the need of individualized therapy
options. Compounding pharmacists
are capable of meeting this need. The
media has recently focused on quality
assurance in the practice of compounding. Media often uses broad brushstrokes to convey a perspective that
may not be entirely complete or concise. Quality assurance in the practice
of compounding is a continual process
as technology and science improve. As
professionals, compounding pharmacists are diligent to maintain industry
standards, comply with state and
federal laws, and incorporate a quality
control program to ensure the highest
quality compounded prescriptions.

Educational Practice
Pharmacists are extensively educated in pharmaceutical sciences and
have a significant breadth of knowledge in pharmacology, therapeutics,
physiology, pharmaceutics, toxicology,
pharmacokinetics, chemistry, and
beyond. Previously, compounding
was a required subject in a pharmacist’s education. Today, however,
compounding is considered an elective program at the collegiate level.
Pharmacists have the opportunity to
increase their proficiency and deepen
their knowledge base through education programs that are provided by
industry. This allows the compounder
to keep abreast of innovative therapies, science, and technology, as well
as emerging information on maintaining and improving quality control
measures within their practice. Organizations such as the United States
Pharmacopeia also provide guidelines
for compounding pharmacists to utilize
in maintaining a good, quality practice.

Regulatory Action
Recently, federal legislation has
been passed in regards to the practice

of compounding, and the implementation of these regulations is in the
process of being defined. At the state
level, the entire practice of pharmacy
is extensively regulated through the
State Boards of Pharmacy. Each has
its own set of regulations, and these
can vary widely from state to state.
Some states have implemented
regulations in compounding that
elevate the standard of practice. It is
then the responsibility of the board to
enforce these regulations by regular
inspections of pharmacies by using
inspectors who have a professional
and complete understanding of the
practice of pharmacy and compounding. Inspections can provide a positive
critical evaluation for the pharmacist
to utilize to maintain a viable quality
practice. As state boards continue to
evaluate compounding regulations,
these need to be implemented with
great thought and care to ensure
that compounding is not strangled in
meeting the needs of the patient and
prescriber.

Industry Standards
There are several avenues that
pharmacists utilize to provide effective quality control in their practice.
Policies and procedures (P&Ps) on
every aspect of the practice is an
effective tool that enables staff to
maintain a standard of excellence and
continuity. This manual addresses
the requirements of operation within
a specific practice. It can incorporate
standard operating procedures (SOPs)
on equipment use and maintenance,
procedures in compounding different dosage forms, educational and
training requirements of staff, and
proper environmental monitoring as
well as many other subjects. The P&P
manual is a living document that the
pharmacist continually reviews to
determine if standards are being met
and if any new standards need to be
implemented.
The pharmacist can also scrutinize
State Board of Pharmacy laws. Having an intimate knowledge of state
requirements allows the pharmacist to
determine if they are operating within

the minimum requirements of the law.
Evaluating state regulations also provides an opportunity for the pharmacist
to determine if additional P&Ps are
required within their practice to maintain or improve their commitment to a
standard of excellence and quality.
Advances in compounding technology have allowed the practice to
compound formulations with consistency. In the days of old, compounding technology consisted of a mortar
and pestle, a torsion balance, and an
ointment slab. Modern compounding can utilize an analytical balance
that weighs ingredients with extreme
accuracy. The use of an electric mortar and pestle effectively incorporate
ingredients into a uniform preparation.
Compounders can expertly make pharmaceutically elegant transdermal and
topical formulations with the aid of
an ointment mill. Particle size can be
dramatically reduced in suspensions
and emulsions when the compounder
utilizes a homogenizer. The use of
the various types of equipment is an
avenue that can provide reproducible
consistency of formulations, which is
an integral part of an effective quality
control program.
Compounders also use computer
software to ensure quality. Compounding computer programs can
be very robust in their application.
Primarily, a software program allows
the pharmacist to fill a compounded
prescription and retain all significant data about the formulation and
its preparation. All the ingredients,
amounts weighed, lot numbers,
expiration dates, wholesaler information, and the proper equipment and
procedure to produce the compound
is recorded for each individual prescription. This information can be
cross-referenced and utilized if an
irregularity arises. A pharmacist can
also use the program to record and
monitor environmental parameters
and ascertain any significant variances
that need to be addressed. Laboratory
tests such as potency and uniformity
and/or sterility and endotoxin results
for sterile preparations can also be
recorded and monitored for a quality
control measure.
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A compounding pharmacy can
choose to become accredited by an
accrediting body. PCAB (Pharmacy
Compounding Accreditation Board)
and ACHC (Accreditation Commission
for Health Care) are two organizations
that provide compounding practices
with an accreditation program that
helps organizations improve business operations, standards development, and quality of patient care and
services. These organizations provide
a system of standards by which each
compounding pharmacy can test
its quality processes. Accreditation
provides yet another layer of quality
control through the perspective of an
outside source.

Conclusion
At the inception of the profession
of pharmacy, compounding was the
foundation of the practice. Compounding is a vital therapy option for
many patients and quality control is
an important role in compounding of
which all parties involved must be

20

aware. A successful quality control
program for the entire practice of
compounding incorporates a variety
of tools. Effective use of technology
and implementation of procedures are
the backbone of any quality assurance
program. To produce desired results,
an informed proactive compounding
pharmacist is essential at the helm of
the quality control program. However,
quality practices use many different
avenues such as continuing education, accrediting bodies, and constant
assessment to provide a robust
program. Quality control standards
currently exist within the industry. It
is the continual reevaluation of these
standards by compounding pharmacists along with effective state board
of pharmacy regulations and enforcement that can continue to elevate the
standard of practice without restricting
patient access. Most importantly, the
pharmacist’s primary concern is the
health, welfare, and safety of each
patient. This is the first and foremost
thought while the pharmacist is working with the patient and prescriber to
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solve a medication therapy problem.
This acuity to patient safety only
enhances all of the quality control
measures that the profession, industry, and regulators have set in place.
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Law Update

Marketing & Promotional Activities

Unlawful Referrals
& Kickbacks
By Tony Park, PharmD, JD

T

here is an emerging new trend
wherein marketing companies
from across the country contact
(usually unsolicited) compounding
pharmacies to sell their marketing
services. These companies demand,
and many compounding pharmacies
agree to pay, predetermined marketing
fees derived from the volume of compounded medications sold to patients
from whom prescriptions were
obtained by prescribers marketed by
these companies.
Four fundamental questions must be
considered by compounding pharmacists before embarking on a contractual
relationship utilizing an independent
third-party marketing company.
What types of health claims and other
promotional messaging will the marketer
be transmitting on your behalf?
Where does the money trail lead
from your pharmacy?
Will your pharmacy seek reimbursement from any third-party payor
that is at least partially funded by the
government?
What level of risk are you willing
to take that your marketing campaign
may incur regulatory enforcement?

every year by the FDA’s Office of
Prescription Drug Promotion1 to determine that the FDA has a keen interest in ensuring that all marketing and
promotions of prescription drugs do
not contain claims of efficacy or safety
without specific FDA approval to make
those claims. Likewise, to ensure
compliance (or rather, avoidance of
adverse regulatory action), pharmacists should ensure that anyone who
has authority to speak on behalf of
their compounding pharmacy, or
merely has the appearance of this
authority, is promoting the compounding pharmacy devoid of such claims.
Specifically, the pharmacist-incharge should personally review and
authorize all promotional and marketing materials that will be presented on
behalf of the compounding pharmacy.
Further, the pharmacist-in-charge
should personally vet the “sales pitch”
that will be used to educate and encourage prescribers to consider prescribing
compounded drugs. These are imperative since the pharmacist-in-charge
must ensure compliance with all state
and federal laws and regulations pertaining to the practice of pharmacy.2

Health Claims

Money Trail

One need not look further than the
voluminous warning letters issued

Societal values dictate that pharmacies should not pay cash or give

anything of value to prescribers in
exchange for prescribing compounded
drugs or somehow steering patients to
their pharmacy. The underlying rationale is that patients should be able to
choose their pharmacy and source of
prescription drugs, free from undue
influence created by a prescriberpatient relationship. Prescribers should
not exploit their influence over their
patients for personal gain, but rather
make decisions based upon what is
best for their patients, and aspire to
rise above baser desires and temptations for personal material gain. 3
A commonly posed question
against the backdrop of this value
system is this: what if the marketing
firm is merely promoting the virtues
of a compounding pharmacy’s general
expertise and great customer service,
and the pharmacy does not know
about, nor control the activities related
to, any cash payments or other informal compensation being made by the
marketing company to prescribers? In
a healthcare fraud investigation, the
government may examine all marketing practices. Pharmacies must ensure
that their marketing company knows
what is appropriate in the healthcare
field. For example, coffee shop gift
cards are commonly used as tokens of
appreciation by marketing companies
of many service and sales industries.
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But giving one to a prescriber could
violate federal and state laws related
to healthcare. To the extent a pharmacy knew or should have known
about payments or other informal
compensation being made to prescribers by its hired marketing company,
the pharmacy could be implicated.
Further, because many marketing
agreements demand for the majority of
profits (some as high as 80% of gross
revenue), pharmacists should not be
surprised when their compounding
pharmacy in such an agreement is criticized for not reasonably investigating
the use of all that money.

Government Payors
Three federal fraud and abuse laws
apply to prescribers and compounding pharmacies: (1) the False Claims
Act (FCA), (2) the Anti-Kickback
Statute (AKS), and (3) the Physician
Self-Referral Law (Stark law). Many
governmental agencies are tasked
with enforcement: the Department
of Justice (DOJ), the Department
of Health & Human Services Office
of Inspector General (OIG), and the
Centers for Medicare and Medicaid
Services (CMS). Violations can lead to
criminal penalties, civil fines, exclusion
from Federal healthcare programs, and
loss of licensure.

22

Anti-Kickback Statute [42 U.S.C. §
1320a-7b(b)]
The AKS is a criminal law that prohibits knowingly and willfully paying “remuneration” to induce or reward patient
referrals or the generation of business
involving any item or service paid for,
in whole or in part, by Federal health
care programs (e.g., compounded drugs
for Medicare patients). Remuneration
includes anything of value and can
take many forms besides cash, such
as free rent, expensive hotel stays and
meals, and excessive compensation for
medical directorships or consultancies.
In some industries, it is acceptable to
reward those who refer business to a
pharmacy. However, according to the
OIG, paying for referrals in the Federal
health care programs is a crime – even
if the prescriber would have referred the
patient to a pharmacy without having
received the remuneration.
For example, Medicare Part D programs require patients to pay copays
for services. Advertising that the pharmacy forgives copayments is a blatant
violation, but secretly agreeing to
waive copays on a routine basis could
also implicate the AKS. The pharmacy
is only allowed to waive a copayment
if it first makes an individual determination that the patient cannot afford to
pay, or if the pharmacy’s reasonable
collection efforts fail.
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Physician Self-Referral Law [42
U.S.C. § 1395nn]
The Physician Self-Referral Law,
aka the Stark law, forbids physicians
from referring patients to receive
“designated health services” (which
include outpatient prescription drugs)
payable by Medicare or Medicaid from
entities with which the physician or an
immediate family member has a financial relationship. Financial relationships
include both ownership/investment
interests and compensation arrangements.
For example, XYZ Pharmacy hires
ABC Marketer. ABC Marketer has
entered into an informal compensation
arrangement with Dr. Jones such that
Dr. Jones receives $1,000 from ABC
Marketer for every month in which
30 or more compounded prescriptions written by Dr. Jones get filled at
XYZ Pharmacy. Last month, 31 of her
compounded prescriptions were filled
at XYZ pharmacy, and one prescription
was partially paid for by a Medicare
Part D plan. ABC Marketer pays Dr.
Jones the agreed amount. Even if
there is no evidence that Dr. Jones
ever directed or influenced any of her
patients to use XYZ Pharmacy, she
may still have violated this law. Further, the pharmacy will be implicated
because of its contractual relationship
with ABC Marketer, and the financial

benefit gained from dispensing Dr.
Jones’s prescriptions.
False Claims Act [31 U.S.C. § §
3729-3733]
This law is intended to protect the
government from being sold goods
or services that were involved in any
unlawful activity. If a claim for reimbursement for compounded drugs is
made by a pharmacy to the government, and the pharmacy originally
procured the service or products as a
result of a kickback or violation of the
Stark law, then the pharmacy could
also be liable under the FCA. The
government needs to prove that the
pharmacy either knowingly, in deliberate ignorance, or in reckless disregard
of the truth, procured that service or
product in violation of the law.
In the above example, even if
XYZ Pharmacy were to claim that
ABC Marketer acted outside the
parameters of its written marketing
agreement, it could still be implicated
because the pharmacy either allegedly knew about the informal $1,000
arrangement or the pharmacy intentionally looked the other way regarding
the $1,000 arrangement, or it should
have known about some unlawful
compensation arrangement between
the marketer and prescriber because
of the sudden increase in prescription
volume from Dr. Jones.
To reiterate, these laws not only
apply to those obvious situations
involving cash payments for prescriptions, but also to other incentives and
enticements that create a potential
conflict of interest to the prescriber.
One emerging example within the
compounding pharmacy industry is
“research” or “educational grants”
that are used as creative vehicles
to allow prescribers to gain financial
rewards for prescribing compounded
drugs. At first, a compounding pharmacist asked to participate in such
a program may feel honored to be
included as part of a study or research
project. But the pharmacist should dig
deeper into the nature of the research
and perform due diligence on the
participants and prescribers. The U.S.
National Institutes of Health, Clini-

calTrials.gov may be a good place to
start.4 If there is anything to suggest
that the project or study is merely a
front for an unlawful referral scheme
or other unlawful purpose, the pharmacist should immediately cease any
involvement.

Level of Risk for
Regulatory Enforcement
Along the spectrum of risk mitigation, the conservative approach
dictates that the marketer be an
employee of the pharmacy who acts
and speaks under the clear direction
of the compounding pharmacist. At
the other end of the spectrum of
risk mitigation exists an independent
contractor relationship wherein a compounding pharmacy pays its marketer
a sliding scale dollar amount based
upon number of prescriptions. This
is a business decision, and the level
of risk tolerance will vary amongst
compounding pharmacists. However,
in determining the type and nature of
marketing and promotional campaign
for their compounding pharmacy,
pharmacists should not believe that
ignorance of the marketer’s specific
activities somehow shields them from
regulatory enforcement. Rather, pharmacists should personally vet all activi-

ties and statements that a marketer
will use on behalf of their pharmacy.
To avoid becoming the target of
regulatory enforcement, compounding
pharmacists must ensure that anyone
promoting or speaking on behalf of
their compounding pharmacy does not
make health claims, nor act or say anything that could give the mere appearance of compensating a prescriber in
exchange for referring prescriptions to
the pharmacy.
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Business Model

Veterinary
Compounding:
A Business Model
By Aida Oganesyan, PharmD

E

very individual is unique. At
times, customized pharmaceutical products are necessary to
assist with patient-specific specialized needs. When veterinary care
is a focus, the differences between
species means there are challenges
to provide the right dose and dosage
form of a specific medication. Irving
Reitzenstein, PharmD, is the co-owner
of Valley Drug and Compounding, an
independent community pharmacy
located in Encino, CA. He offers a
variety of non-sterile compounding
services, including veterinary compounding. Dr. Reitzenstein has been
specializing in veterinary compounding
for more than 15 years.
Description of the practice model
(include the practice setting; e.g.,
ambulatory, community pharmacy
attached to a multispecialty clinic)
Valley Drug and Compounding is a
free-standing community pharmacy.
Throughout the years, the pharmacy
business has evolved from 85 percent
of prescriptions having reimbursement
via third parties to not accepting any
third party payers. In the middle of the
1990s, due to the erosion of profits,
the pharmacy started researching and

investing in compounding services.
The company started by compounding progesterone products with the
involvement of Women International.
In 1997, the company joined Professional Compounding Centers of
America (PCCA) and began making
their own progesterone products.
They recouped their investment in
compounding equipment within a year
just on bioidentical hormone replacement therapy (BHRT) products.
Their compounding services
evolved into work with hospice care,
which was one of the most fulfilling
jobs to the pharmacists. Soon after,
the pharmacists started to be invited
to attend and speak at local veterinary
associations on compounding for
veterinary medicine. This allowed the
pharmacist to get involved in veterinary compounds for multiple zoos, as
well as Ringling Brothers Circus and
The Wildlife Rescue. Now the pharmacy compounds mostly veterinary
medicine for domestic animals.

Resource requirements
The role of the pharmacist in compounding requires extensive training

and lifelong learning. It is essential to
have the pharmacist trained in veterinary medicine due to the diversity
of the mg/kg dosing for the varying
species of animals. For example, the
mg/kg dosing of levothyroxine in a dog
may be approximately 10 times the
mg/kg dose in a human being. The
pharmacist and pharmacy personnel in veterinary compounding utilize
medications and varying doses not
usually seen in human species. Due to
the specialty, the veterinary compounding pharmacist should attend
approximately 6 hours of continuing
education per month—first, to ensure
they are obtaining the knowledge, and
second, to network with veterinarians.
Veterinary compounding is very
labor intensive in order to provide a
high-quality, pharmaceutically precise
product for the consumers. The major
contributor to the labor intensity of
veterinary compounding is the limitation of beyond-use dates of 30 days
due to the nature of the compounds
and flavor options used. For a compounded product to be 100 percent
reproducible, an important aspect of
compounding is to invest in equipment
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and specialized compounding software. Beyond making each compound
exactly reproducible, there are some
compounds that cannot be made
properly without certain equipment.
Equipment such as ointment mills,
unguators and electronic balances
allow for the staff to be efficient,
precise and confident that the product
they are providing is the exact product
that was prescribed.

Description of successes
both anecdotal and
measurable
The success of the compounding pharmacy depends on multiple
reasons. The most important aspect
of the success is making every compound exactly reproducible. In the
pharmacist’s opinion, a key aspect
to the success of this pharmacy is
perseverance. The goal is to be able
to deliver to healthcare providers
the answers to the most difficult
compounding product questions.
Once prescribers have confidence
and knowledge that the pharmacist
can provide those answers, providers develop the confidence to refer
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business to the pharmacy with “the
answers.” It is the time taken to
provide the meaningful answer to a
prescriber that builds trust. Networking has been another key to the success for the compounding pharmacist.
An example of how networking can
benefit is as follows: Initially, the pharmacist was invited to attend a local
veterinary medicine association meeting that led to becoming a resource to
the veterinarians. The pharmacist is
now a part of four local associations
within a 25-mile radius, not including
state and national veterinary medicine
associations. This allows for networking as well as to obtain and maintain
knowledge in a specialized area of
compounding. The compounding pharmacist supports veterinary medicine
associations by sponsoring multiple
dinners throughout the year.

Limitations of the model
or restrictions that limit its
portability
The greatest limitation to this
model of pharmaceutical care is appropriate staffing. Compounding is very
labor intensive and requires multiple

CALIFORNIA PHARMACIST | SPRING 2014 | www.cpha.com

specialized pharmacy personnel. Since
veterinary compounding is even more
specialized, it is difficult to find personnel, and even more difficult to find
personnel who have experience.

Business case
All services provided by the pharmacy are cash payment. This allows
for the pharmacist to invest all of their
time to the questions they are asked
to research and to provide individualized services to the consumers and
prescribers. It allows for the pharmacist to dedicate the time and effort
to help each person who encounters
the pharmacy or pharmacy personnel
get the individualized care that they
deserve.

Any legal or regulatory
issues, or restrictions on
the model
With the negative media reports
about compounding pharmacies,
the FDA is going through multiple
changes in regulations. It is just a matter of time until the FDA gets to the
compliance guidelines in non-sterile

compounding with regards to veterinary medicine. HR 3204 is the law
that has impact on non-sterile and
sterile compounding. The law does
not specifically mention anything
about compounding for animals. The
pharmacy concern is that the FDA is
going to take a stance, and what the
stance is going to be is unknown at
this time. FDA concerns are typically
expressed as compliance guidelines.
This is an explanation as to how the
FDA interprets rules and regulations
and gives guidelines to how they
might act. Another concern regarding
the regulations for veterinary compounding pharmacies is that there is
not enough differentiation between
domestic and food animals.
Furthermore, there is an increase
in generic drug cost, and only one
source of the drugs may be available.
The importance of this would be the
FDA stance of not using active pharmaceutical ingredients (API) but rather
insisting on the use of a commercially
available product as a starting point
rather than using the pure chemical.
There are multiple veterinary medications that cannot be compounded with
tablets or capsules due to the excipients. With surging generic prices, this
could drive prices to a place where clients will make a decision to euthanize
their pet/animal. In human medicine,
when presented with a prescription
for a compounded item, patients or
caregivers do not think in terms of
euthanasia as a reasonable alternative
to the high cost of the prescription.
With regards to veterinary medications, this is a real possibility. The high
costs are also the driver to the black
market of pharmacy.
In addition, there is the added competition of more pharmacists becoming specialized. A significant number
of pharmacists attempt to specialize in
compounding practice, unfortunately
without making necessary investment
in personnel and equipment. In California, the laws prevent compounding
pharmacies from having a central fill
system for oral medications. Out-ofstate compounding pharmacies do
not have to follow the same rules and
regulations of California law and may

have less-stringent laws, in particular
pharmacist to technician rations.
Therefore, there is an increase need
for the California Board of Pharmacy
to consider taking the same step
with non-resident sterile compounding to ensure that out-of-state
pharmacies follow California rules
and regulations. This would decrease
the number of pharmacies cutting
corners and increase the use of
proper equipment and appropriate
pharmacy personnel.

Future plans and direction
The pharmacists at this pharmacy
have been researching pharmacy
expansion to the neighboring building
in order to expand the compounding
laboratory. The key of expansion is to
be cost-effective and ensure that the
pharmacy abides by all regulatory entities. The initial investment for a new
lab is estimated to be $100,000 just

for appropriate equipment. The minimum marketing budget, not including
salary for marketing representatives,
is $70,000 per year. With the uncertainty of the future of the veterinary
compounding laws, the pharmacy has
come across multiple obstacles, but
expansion has been in the business
plan for years. The laboratory has to
be appropriately equipped now and for
a projected 5-10 years with the estimated prescription growth of 2-3%
per year. It requires a lot of commitment both financially and physically to
accommodate the appropriate equipment and qualified staff.
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Clinical Practice Capsule

Improving Medication
Adherence:
From Definition to
Performance
By Bik-Wai Bilvick Tai, PharmD, AE-C; Jonathan H. Watanabe, PharmD,
MS, PhD; Anandi V. Law, B.Pharm, MS, PhD, FAPhA

Background
“Drugs don’t work in patients who
don’t take them.”~C. Everett Koop,
MD, Surgeon General (1982-1989).
Dr. Koop’s succinct comment highlighted the importance of medication
adherence as an indispensable mediator between medical practice and
patient outcomes. However, medication non-adherence still remains a fundamental health care challenge in the
United States.1 Recently, a national
report indicated that Americans
earned an overall unsatisfactory grade
of C+ for their medication adherence,
with more than 30% of the surveyed
sample being somewhat or largely
non-adherent.2 This poor performance
on medication adherence indicates the
wide prevalence of the problem, which
has caused substantial worsening of
health and increased health costs in
the United States (Table 1).

What is medication
adherence?
Medication adherence
can be defined as ‘the extent
28

to which a patient acts in accordance
with the prescribed interval, and
dose of a dosing regimen’.13 It can be
measured using subjective, objective,
and biochemical methods. Subjective methods include self-report by
patients (or by caregivers/ providers)
about their medication use. Objective
methods include examining pharmacy claims records (refer to Table
2), pharmacy refill records, directly
observed therapy, counting pills, or
using electronic medication event
monitoring systems. Biochemical
methods involve measuring the level
of drug, metabolite, or biologic marker
in blood or urine.14,15 Among all these
methods, objective (directly observed
therapy) and biochemical methods
are considered the most accurate
methods, but they are expensive or

impractical for routine clinical use. In
contrast, patient self-reporting is the
easiest method that can be adopted
by pharmacists across many practice
settings, although it relies on memory
and is not always accurate.12
Medication non-adherence, on the
other hand, exists at different levels
and can be commonly classified as primary and secondary non-adherence.
Primary non-adherence occurs when
patients do not fill their prescriptions
at pharmacies, whereas secondary
non-adherence results when patients
filled the prescriptions but do not take
the dispensed drugs as prescribed
(e.g. missed dose, or wrong administration time).16 The Pharmacy Quality
Alliance (PQA) has formally endorsed
a performance measure for primary
non-adherence in which the percentage of prescriptions that are not filled
in the 30 days following
electronic prescribing is calculated. This
performance measure
is limited to pharmacies
and pharmacy networks
Koop, MD,
as administrative claims

“Drugs don’t work in patients
who don’t take them.”

~C. Everett
Surgeon General (1982-1989)
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databases would have no record.17
However, primary non-adherence has
been shown to occur in about one out
of four newly prescribed medications
and has not been extensively studied.18
Secondary non-adherence, which
will be the focus of this article, is more
prevalent and has been the focus of a
whole body of literature. It is primarily
assessed using metrics of medication
possession ratio (MPR) and proportion of days covered (PDC). PQA has
endorsed the use of PDC for measuring adherence of medications treating
hypertension, dyslipidemia, diabetes,
and viral infection, as well as nonwarfarin oral anticoagulants.17 To date,
however, there is no consensus on
what constitutes adequate adherence.
Patients are generally considered
adherent to their medication if their
MPR or PDC is greater than 80%.19
However, recent work has suggested
that 90% MPR may be a more clinically appropriate threshold.20 Patients
with human immunodeficiency
virus (HIV) infection are expected
to reach an even higher adherence
rate of at least 95% for best clinical outcomes.15,21 Regardless, 100%
adherence remains the goal using any
measure and should be advocated.

What are the reasons for
nonadherence?
Many factors contribute to poor
medication adherence. From the
patient or end-user perspective
missing doses may be intentional or
unintentional. Intentional nonadherence involves making a reasoned
decision not to take a medication
as instructed based on perceptions,
feeling, or beliefs (e.g. concerns about
side effects or food-drug interactions),
whereas unintentional nonadherence
involves intending to take a medication as instructed but failing to do so
for some reasons (e.g. forgetfulness,
carelessness, running out of medication, being away from home). 2,24
Certain patient-related characteristics
can also influence medication-taking
behaviors. In the elderly, adherence
can be hindered by cognitive or
physical decline (e.g. poor eyesight/
hearing, physical weakness and
ambulatory difficulties), economic
limitations, polypharmacy, adverse
drug reactions, drug–drug interactions,
and confusion with complex medication regimens.25–27 On the other hand,
youth may be non-adherent due to
an inherent denial of their illness and
the importance of taking medications
owing to limited life experiences and

Table 1: Key Facts and Impacts of Medication Non-Adherence 3-12
Impacts

Facts
•

20% to 30% of medication
prescriptions were never filled

•

An economic burden of $100 to
$289 billion annually

•

1 out of 2 medications for chronic
disease were not taken as
prescribed

•

$2,000 per patient in physician
visit costs annually

•

50% to 88% of children and
adolescents with a chronic
illness were nonadherent to their
prescribed medications

•

5.4 times increased risk of
hospitalization, rehospitalization,
or premature death for patients
with hypertension

•

2.5 times increased risk of
hospitalization for patients with
diabetes

•

About 30% to 50% of all
treatment failures

•

About 33% to 69% of
all medication-related
hospitalizations

•

As much as 40% of all nursing
home admissions

•

About 125,000 deaths annually

•

About half of patients prematurely
discontinued antidepressant
therapy within six months of
initiation

•

About half of patients stopped
taking their prescribed
antihypertensive medications
within one year of initiation

•

More than 20% of prescriptions
in a pediatric primary care setting
were never filled

developmental issues. 28 Functional
health literacy, defined as the ability
a patient can read, understand, and
act on health information, has been
demonstrated to be crucial for robust
long term adherence.25,29
Besides patient-specific characteristics, provider communication
with patients also plays a role in poor
adherence. In daily practice, time and
system-related constraints often limit
health providers’ ability to assess and
provide assistance with adherence
issues.25,30 Further providers may also
compound nonadherence by prescribing complex regimens, failing to
adequately explain the benefits and
side effects of a medication, failing
to consider the patient’s lifestyle or
the cost of the medications.12 Health
care systems can also unintentionally create barriers to adherence by
limiting access to certain drugs using
a restricted formulary, or by increasing
drug cost sharing. 31,32
In addition, characteristics of the
disease conditions can influence
the likelihood of patients adhering to
therapy, as asymptomatic disease
conditions such as HIV infection and
hypertension are often associated
with lower adherence. For instance,
medication regimens for HIV patients
often include multiple, expensive
medications that have complex dosing schedules, and may lead to food
interactions and side effects that result
in poor tolerability. Antihypertensive
therapy, on the other hand, may evoke
unwanted side effects but only little or
no symptomatic relief.12

What can pharmacists do
to improve adherence?
An individually tailored approach is
often necessary to boost adherence.
In general, traditional interventions
such as patient education and stimuli
to take medications have the greatest potential for improving adherence. Calendars, medication cards,
pill boxes should be recommended
for patients with multiple therapies.1
With the advance of new technology,
use of smartphones has been increasing in the United States. Smartphone
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Table 2: Pharmacy Administrative Records Measurements: Medication Possession Ratio (MPR) and Proportion of Days
Covered (PDC)22,23
Metrics

MPR

What does it mean?

The number of doses dispensed in relation to a dispensing period

How to calculate?

PDC

(Rx days supplied) ÷
(Number of days patient should be taking Rx)

(Number of days correct Rx or regimen was
available to patient) ÷
(Number of days patient should be taking Rx or
regimen)

Main difference

MPR accounts for oversupplies and can have
a value >1.0

The maximum value of PDC is 1.0, which
indicates full adherence

Major advantage

Relatively easy to calculate compared to the
PDC method

Preferred measure in patients with switches
between drugs and/or dual therapy for a single
health condition (e.g. multi-drug heart failure
regimens, highly active antiretroviral therapy)

Major limitations

Neither measure actual, physical consumption of the medication
Neither relate well with the timing of the doses
Consumption of partial medication regimens are considered non-adherent via PDC although
partial consumption may provide clinical benefit

functions have received additional
attention in recent years as promising methods to improve adherence.
Phone alarms can be customized to
deliver an audible, visual, or vibrational
signal for a simple medication-taking
reminder. Text messaging allows for
ongoing, patient-engaging, two-way
conversations in which users can be
conveniently reminded to take their
medications by health providers. In
addition, adherence-specific applications (apps), which can be obtained
at minimal cost, have an advantage
of being multifunctional. These apps
also provide integration and storage of
user’s medication regimen and health
conditions, and basic information of
the medications that the user is tak-
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ing. Given the relative new appearance
and potential impact of these apps in
the technology arena, their effectiveness in improving adherence should
be further examined in different population and settings.1,33 For the health
system, improved health information
technology, including use of electronic
prescribing, can provide better access
to patient information and real-time
medication monitoring, which can
potentially improve medication use
behaviors.34 Table 3 lists the common
barriers and strategies for addressing
medication adherence.
Different adherence-enhancing
techniques were studied in populations with different demographics. 3,12,44–48 For example, incentives/
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rewards for taking medications
successfully, use of a more palatable
medication, and the involvement of
family members, schools, and other
social support should be considered
for pediatric patients. For disease
states such as HIV, strategies that
show promise include pharmacistled counseling, or cue-dose training
(matching dosing time to activities of
daily living e.g. shower time, exercise time, for remembering particular
dose times) with cash incentives. For
asymptomatic conditions like hypertension, the drug product selection —
of an agent with the longest half-life
in the appropriate drug class — could
be considered. New antidepressant
drugs and antipsychotic agents generally have fewer side effects than their
older counterparts, and consequently
their use can result in reduced rates of
discontinuation.
Pharmacists, especially those in the
community and clinic, are in an ideal
situation among health care providers to directly impact adherence to
drugs. We often have frequent contact
with our patients, know many of our
patients well, and are considered
a trusted source for providing drug
information.49 Pharmacists providing
medication therapy management are in
an optimal position to improve adherence via a comprehensive medication
review. Pharmacists who are working
in mail-order pharmacy can ensure that
patients actually receive their mail order

Table 3: Barriers and Strategies for Addressing Medication Adherence
Barriers

Strategies

Sources

Limited functional health literacy

•

Use of simple language to explain the
expected benefits, dosing regimen, and
potential adverse effects
Use of verbal instructions, pictures or
diagrams, and written educational materials
to communicate information

29,35

•

Cognitive challenges

•

Use of telephone, televideo, text messaging
reminders at each medication dosing
interval

26,33

Physical decline (poor eyesight)

•

Use of larger print on labels and instruction
sheets, accompanied with verbal
reinforcement

35,36

Complex dosing schedules or taking
multiple medications

•

15,25

Hectic lifestyle or forgetfulness

•

Use of calendars, medication cards, pill
boxes, unit-of-use packaging, and electronic
reminders system
Use of a once-daily dosing, intermittent
dosing (dosing less frequently than once a
day), or extended-release formulation
Medication reconciliation and review

•
Lack of communication or interaction
between healthcare providers and
patients

•

Financial limitations

•

•

•
•
•

Establish a relationship with the patient that 37,38
promotes trust, honesty, and free discussion
Receive training that focuses on
communication skills, cultural competence,
and patient-centered interviewing
Discuss with patients the overall financial
merits of adhering to therapy
Substitution of brand-name drugs with
lower-cost generic drugs
Use of free or subsidized medication
programs, or discount drug cards
Refer patients to counselors and social
workers for further financial assistance

39-42

Physical weakness or ambulatory
difficulties

•
•

Recommend automatic dispenser
Use of community shuttle services to and
from medical appointments

25

Drug-related problems

•

Recommend switch to medication with
fewer side effects
Pick medications with longer half-lives
Use of depot (extended-release) or
transdermal medications if appropriate
Select drugs with fewer drug or food
interactions

12,43

•
•
•
medications and address any medication-related enquires via follow-up telephone calls, text messages, or emails.
Pharmacists can also help financially
disadvantaged patients ease the outof-pocket or copayment expenses
through substitution to lower-cost
generic alternatives. Alongside, pharmacists must counsel patients that
these generics may appear different
but will have the same clinical effect.50
Improving adherence seems
complicated and challenging, however,
healthcare professionals can make it
happen in a SIMPLE way:51
•Simplify the regimen

Adjust timing, frequency, amount,
and dosage of the medications, and
match regimen to patients’ activities
of daily living.
•Impart knowledge to patients
Focus on patient-provider shared
decision making by having discussions with patients, and provide clear
instructions for all treatments.
•Modify patient beliefs and human
behavior
Ensure patients understand the
risk and consequence of not taking their medication. Have patients
restate the positive benefits of taking
their medication, and address their

fears and concerns of taking the
medication.
•Provide communication and trust
Improve active listening and interviewing skills. Provide emotional support, and clear, direct, and thorough
information to patients. Elicit patient’s
input in treatment decisions and allow
adequate time for patients to ask
questions.
•Leave the bias
Understand how health literacy and
disparities can affect patient outcomes. Examine self-efficacy regarding care of ethnically and socially
diverse patient populations.
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•Evaluating adherence from time
to time
Look for any adherence barriers
and lack of receptivity to medical
information. Ask about adherence
behavior and review patient’s medication containers periodically, e.g. during
each visit.

Message to California
pharmacists
Many professional organizations,
including World Health Organization, International Pharmaceutical
Federation, and American Society
of Health-System Pharmacists, have
been advocating that pharmacists
should be one of the key health
professionals that promote medication adherence to our patients. 52– 54
As the recognized medication
use experts, pharmacists should
embrace the critical role they play
in improving healthcare by promoting greater emphasis on appropriate
medication use and bolstering medication adherence, within all practice
settings. Pharmacy management
should make medication adherence
a priority when developing a staff
training plan. Student pharmacists
and pharmacist trainees should be
taught the ‘state-of-the-art techniques’ in measuring adherence,
improving adherence, identifying
patients who may need help achieving adherence goals, and communicating with patients. Continuing
education related to adherence
should also be emphasized by pharmacy organizations.
Together with national healthcare
reform and the recent success of
the provider status bill (SB 493) in
California, it is now an opportune
moment for pharmacists to collaborate with other health providers
in promoting population health and
better health outcomes, including
prevention of disease progression
and complications. Medication
adherence presents itself as an area
of opportunity for the profession
to excel, take leadership, and make
a significant contribution to public
welfare.
32
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Pharmacy Lighter Side

Laughs

With or Without Pills
By Barry Pascal, PharmD
Humorist, Satirist, and All-Around Nice Guy
What is humor and how
does it affect the practice
of pharmacy?
Humor- according to Wikipedia,
humor is the tendency of some cognitive experience to provoke laughter
and provide amusement. It is derived
from the ancient Greek term humours
(bodily fluids) or the Latin term humor
(body fluid) or the common term overindulge (too much of certain fluids).
(I’d pick the Latin if I was you, but the
common one is the most fun.)
Sense of Humor- the ability to
recognize, experience, or even be
able to find humor. Laughing at the
”wrong time” is not really considered
a characteristic of a sense of humor,
as any husband will tell you. Laughing
at the misfortunes of others is called
schadenfreude (harm-joy) and is usually
followed by an instantaneous feeling
of relief and the brief mental thought ...
“thank goodness that was not me.”
Comedy- satire and comedy are
usually prepared, well thought-out presentations, writings, or remunerated
offerings. Working in a retail pharmacy
is NOT considered comedy whether
or not you get paid for it.
Comedian- a person or group that
delivers comedy. Pharmacists are usually not comedians except during the
34

confusion and shock that occurs when
requesting funds from a patient for a
high-priced prescription. Most pharmacists hear that affectionate compliment paid to comedians — “Are you
kidding me?”
Humor may have many positive
health benefits as well as a few negative peculiarities. Humor is infectious,
and laughter is as contagious as any
cough, sniffle, or sneeze. It binds
people together and increases happiness as well as intimacy. Many
scientists have said that humor and
laughter can strengthen the immune
system, boost energy, diminish pain,
and counter stress. Many believe it is
the active ingredient in most herbal
medicines. In a retail pharmacy, humor
can certainly be good for business.
The negative type of humor,
schadenfreude, mentioned earlier, is
the peculiar condition popularized on
a Seinfeld TV show — deriving joy or
pleasure or laughter from the misfortunes of others. If you find yourself
laughing every time you dispense a
prescription for crotch itch, then you
definitely are infected with schadenfreude (unless, of course, the patient
is your former wife’s new boyfriend
where the laughter is called justifiable
revenge).
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How can we use humor and laughter to cheer up our patients, improve
their health, or get them to like us?
Here are a few hints and tips you
might find useful.

What to Tell a Patient or
Customer
I am sorry these pills are so expensive... if any fall on the floor I will save
them and sell them to you at a discount.
That’s the wrong medicine? .... I am
so sorry, they all look alike when we
are all drinking.
Please remove the foil from the
suppositories before you insert them.
Even if a patient tells you he is
going on a cruise but he buys condoms and Dramamine, you should still
ask, “If it makes you that sick — why
do you do it?”
Did you want to use the expired
credit card you have on file — or
would you prefer to just grab the prescription and run?

How to make a fellow
employee smile
You look really snappy today - I never
thought those colors would go together.
I thought I saw you in Joe’s Bar last
night after work but I knew it was a

mistake right away -- that guy was still
standing.
You sure have given a lot of abuse
to the patients today -- and rightly so.
I defended you today -- Dr. Smith
said you weren’t fit to eat with pigs,
and I said you were.

What not to say to the
boss
Someone said you served in the
Armed Services -- were you a hostage?
I wasn’t on a break -- I was having a
necessary cellular rejuvenation treatment.
I don’t know why you keep yelling
at me .... you know we’re not married,
right?
Thank you for scheduling me to be
here for every holiday -- if I am going
to drink why should I be alone at
home?
When you die are you going to
leave your brain to science fiction?

When talking to a nurse or
physician on the phone
I don’t mind holding on the line -I’m calling you from your waiting room.
He wants to take a quarter of a
Viagra every night ... so he won’t roll
out of bed.
She claims her Prozac is not working -- but her husband slips me an
extra $5 to keep refilling it.
According to his wife, his mood
elevator has stopped at the wrong floor.
He has even bitten his dog three times.
Even though humor has many
positive health benefits, it can be very
difficult to administer. Funny is not
funny all the time or to everyone. Each
stroke of hilarity must be delivered
deftly, accurately, and appropriately.
In the wrong hands or incorrectly
dispensed a cleverly crafted masterpiece can instantly turn to hurt, pain,
or embarrassment.
Humor has the potential to relieve
stress, anxiety, or discomfort for the
practitioner as well as the patient. It
can bring them closer together and
improve communication. But most
important of all, it is very hard for
someone to complain about the price
of a prescription or yell at you while he
or she is laughing.

Disclaimer – This article originally
contained factual data, scientific
principles, and valuable information;
however, that may no longer be the
case. Of course, the CPhA, and/or any
of the sponsors or advertisers will not
endorse any of the views, opinions, or
representations presented here unless
they can add you to their promotional
email list. Once again, this article,
although very interesting, humorous, and clever, is nothing but fiction
and fantasy and no medical, legal or
financial decisions should be made
using the information presented. Past
performance will not guarantee future
returns, and future returns will not
create past returns. In fact, the CPhA
does not accept any returns or even
outdates for that matter. Black Box
Warning - In a retail practice setting
-- Use Humor With Caution-- it may be
hazardous to your business.

Reader Comments
“Barry, how do I catch a prescription that runs out?” comedian, actor,
writer, and director Mel Brooks.
“Dr. Pascal - do you think ‘being
green’ is a Yellow Fever side effect?”
Sesame Street’s Kermit the Frog.
“Dr. P - cancel my Lipitor – I drive
way to fast to worry about cholesterol,” comedian, actor, writer, and TV
host Jay Leno.
“Pascal - I cut out bourbon while
taking Vicodin... but now scotch tastes

577921_Hayslip.indd 1

funny with Norco,” weightlifter and
former California Governor Arnold
Schwarzenegger.
“Hey Doc, do I have to take
Premarin when I dress up as Maude
Frickert?” comedian, actor, and painter
Jonathan Winters.
”Dr. Pascal- because of Prozac
...during the accident, somebody else’s
life passed before my eyes. Can you
charge him for my next refill?” comedian, writer, and actor Steven Wright.
“Take my wife please .. send her back
if she picks up a script for Viagra,” comedian and violinist Henny Youngman.

About the Author
Pharmacist Barry Pascal owned
and operated Northridge Pharmacy
for 32 years and is now semi-retired.
If he can get out of his bathrobe he
can be found a few days a week at Pro
Pharma Pharmaceutical Consultants
in Northridge. He was also either the
Honorary Mayor or the Honorary Sheriff of Northridge from 2003 until 2008.
His new book, Outdates For Fun And
Profit, will be given away free to any
pharmacist who becomes a Platinum
Double Points member of the CPhA.
There will only be a one-time shipping,
handling, stuffing, recycling, mailing,
and delivery fee. All fees will be buried
in your next wholesaler’s invoice or
charged to the credit card we have on
file and refuse to stop charging.
© Barry Pascal Jan 2014
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University
Reports
Business Model
University of California, San Francisco
By Valdy Tjong, CPhA Board of Directors Representative

A

s the academic year comes to a
close, it is time to reflect on the
many exciting events our chapter held
this past spring. Chief among them
was our Legislative Dinner event that
celebrated the passing of SB 493. This
event was a collaboration among the
many pharmacy organizations on campus where prominent speakers from
CPhA and CSHP were invited to speak
on the bill and its effects. Additionally,
students from other pharmacy schools
also attended and the event served
as a way for students to learn more
about pharmacy practice and legislation. More importantly, it showcased
opportunities for them to advocate for
the profession. I am proud to say the
event was a resounding success, and
we look forward to holding it again in
future years!
Along with the Legislative Dinner,
other events we held where students
could interact with other pharmacy
professionals was our 2nd annual
Faculty/Student Basketball Tournament and a Meet and Greet with
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members from two of our CPhA local
associations: San Francisco and San
Mateo County. Both events were an
opportunity for students to get to
know faculty and local CPhA chapter
members in a more casual setting.
Many students found it rewarding
to learn from pharmacists with such
diverse backgrounds, many of whom
have been practicing pharmacy for
years. Needless to say, both were
popular events and enjoyed by those
all around.
Towards the latter part of our academic year, our chapter also hosted
events that focused on the professional development and education of
our student body. One such event was
our CV workshop, which provided an
introduction to creating that perfect
curriculum vitae. Many students come
into pharmacy school never having
had to create a CV, so it was a perfect
way for students to learn directly
from career development professionals. In addition to the workshop, our
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chapter also held a joint event with our
CSHP student chapter that focused on
Student Perspective in Residencies.
Several of our fourth-year students
who recently got accepted into a residency program graciously took time
out of their busy day to share with us
their personal experiences and tips
when it comes to the residency application process. We had an amazing
group of panelists that spoke candidly
about their experiences, which I’m
sure many students benefited from
hearing.
Assuredly our chapter had many
successes this year and held great
events which many of our students
thoroughly enjoyed. As we install
a new group of officers to lead our
chapter for the upcoming year, we are
excited to maintain and improve that
level of success. Already, we are discussing efforts with other chapters to
advocate for pharmacy practice at the
federal level for the year ahead. We
also want to focus on holding more
networking events with our CPhA
local associations, while continuing to
grow that relationship. No doubt, we
are eager to get started and build upon
our previous year’s achievements!

ment

Loma Linda University
By Jerry Chen, CPhA Board of Directors Representative

I

t has been a busy, but fun year
here at Loma Linda University!
CPhA at LLU has spent quite a lot
of time together as an organization,
whether it is fundraising events,
36

outreaching events, or networking
with pharmacists! Here is a glimpse
of what we have done since our last
update:
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Are You My Type?
CPhA was proud to host the second annual blood drive at Loma Linda.
With our success last year, donating the most blood university wide,

we were excited for this year. We
partnered with LifeStream and were
able to get 67 people to donate blood.
Donors were not limited to the school
of pharmacy. People from the community as well as people from other
schools showed up to donate as well.
We now know the exact number that
we have to beat for the next year!

Coast Exchange. The new board has
a great model to follow and we are all
excited to continue the momentum.
It’ll be tough, but fun! Exchange was a
huge success for Loma Linda as well.
Since the conference was held on our
turf, we were able to send over 30
students even in the midst of midterms the upcoming week.

Dawn of a New Era

Earthquake?!

We chose our new board for the
upcoming year in our Spring Quarter
and had the joy of training at West

Loma Linda welcomed Dr. Glen Tao
on May 21, 2014 to discuss disaster preparedness. Dr. Tao is a pharmacist for
the County of Los Angeles Department
of Public Health and taught us what we
can do in emergency situations. We
were able to sign up as volunteers in
our local communities in case a disaster
did occur. Dr. Tao showed us what we
can do as future pharmacists and even
as students to help the community. It
was also during his lecture where we
learned that the Loma Linda campus
is actually on one of the more promi-
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nent earthquake faults. Good thing we
are now prepared after his lecture!

Saying Goodbye with a Bang
In collaboration with the Academy
of Managed Care Pharmacy (AMCP),
our chapter at Loma Linda hosted a
round table networking event. We
were able to invite a few students
from Western and USC and were also
able to speak to pharmacists who
work in Industry. This was the perfect
way to end the year, with good company and of course with good food.

University of California, San Diego
By Victor Ramos, CPhA Board of Directors Representative

I

n a bid to end the school year on
a strong note, the UCSD Skaggs
School of Pharmacy and Pharmaceutical Sciences’s (SSPPS) CPhA student
chapter continued its tradition of great
patient oriented programming. In
line with CPhA’s mission of advancing the practice of pharmacy for the
promotion of health, the SSPPS CPhA
student chapter held events through
its Safemed, Operation Hypertension,
IPSF, Operation Self Care, Operation
Diabetes, and Generation RX positions. Highlights included presentations to high school students about
the profession of pharmacy and the
dangers of prescription drug abuse.
We also held many outreaches for the
senior population of San Diego, including events that had students perform
medication reconciliation for seniors
to ensure they had optimal health
outcomes. While our chapter continued its patient oriented programming,
it also held events to highlight changes

in the pharmacy profession and events
to fundraise for the following year.
Mr. Pharmacy was an event that
highlighted the extraordinary talent
of our CPhA student chapter’s male
members. Six contestants faced off in
a pageant where they commented on
the future of pharmacy, displayed their
immaculate fashion, and presented
their greatest talent. Mr. Kevin Gan
was ultimately crowned Mr. Pharmacy
by our panel of three judges. The
event, while extremely entertaining
and uplifting, was also a great fundraiser to support the chapter’s future
endeavors, including health fairs and
outreaches to the community.
This year was also a momentous
year in California for pharmacy, in
which Governor Jerry Brown signed
SB 493 into law. To gain some insight
into the process, we had current CPhA
President-Elect Dr. Sarah McBane
give a talk titled, “Behind the Scenes
with CPhA, or, How SB 493 Really

Got Passed.” The talk gave a brief
history of the development of SB 493
and its implication for the future of the
profession of pharmacy in California.
SSPPS closed out the year with its
Spring Elections and its End of the Year
Luncheon, which served to highlight
the great efforts of all its members
throughout the academic year. We
welcome the end of the year and look
forward to next year as we continue to
grow our CPhA student chapter.
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Western University of Health Sciences
By Diana Jeon, CPhA Board of Directors Representative

T

his spring the Western University
chapter of APhA-ASP/CPhA continued to give students the opportunity to be involved and to learn about
pharmacy in different countries. In
April, APhA-ASP/CPhA hosted the
International Pharmacy Day where we
shared the similarities and differences
between pharmacies in different
countries. The students learned about
the different aspects of pharmacy and
enjoyed tasting different cultural foods
at the event.

compete, play, and win prizes. The
game was based on the information
about medications and pharmacy,
which are relevant to what we learn.

At the beginning of April, we held
the Blue Selfie Campaign which was
designed to promote the awareness
of autism. All the student pharmacists
could participate in this campaign by
taking their own picture wearing blue
with a sentence that states how they
can bring awareness to autism. It was
a fun and meaningful event.
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The fundraiser this spring included
Minute to Win It. It was an awesome
event where the student pharmacists

Students were able to become
more involved with APhA-ASP/CPhA
at events such as health fairs and the
Blue Selfie Campaign. Some health
fair activities included Generation Rx
where we helped Kaiser take back
drugs and also members took the initiative to educate high school students
on drug overdose. We also provided
healthy smoothies at the health fair
to promote the importance of healthy
eating habits.
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The APhA-ASP/CPhA Board members are excited to continue the hard
work in providing a variety of opportunities and events to student pharmacists in the future.

University Southern California
By Akemi Meguro, CPhA Board of Directors Representative

U

SC students wrapped up the last
semester of 2013-2014 with continuous dedication to serving our community. American Pharmacy Student
Alliance (APSA) had 17 patient care
projects involved with 10 health fairs in
the last month of school.1 By providing
screenings and spreading awareness
about disease prevention and management, USC students provide access to
quality health care services at no cost
to medically underserved communities. In addition to health fairs, stu38

dents continue to provide services at
safety net clinics in Los Angeles. The
Weingart Center is a safety-net clinic
where the Smoking Cessation project
held sessions on a weekly basis to
the homeless population. The SHARE
(Students Helping and Receiving Education) project continued to provide
student pharmacists with opportunities to provide medication reconciliation and shadow in an ambulatory
care setting at four safety net clinic
sites. Students shadow or are directly
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involved in helping to make positive
health interventions, such as poor
adherence, drug-drug interactions,
inadequate dosage, duplicate therapy
etc. Biweekly presentations are also
given at the QueensCare Eastside
Clinic, where the focus is on disease
state management and prevention.
New projects were also implemented, demonstrating how USC students continue to innovate and respond
to the changing needs of those we
serve. The focus of Operation Diabetes

this year was on “long-term care,” and
in addition to screenings at health fairs,
they have been involved with providing
workshops with the United American
Indian Involvement, which is a very
close knit Native American church
group. Students monitored the sugar
levels of participants each month, as
well as, referred new participants to
doctors. The Mental Health committee held a new seminar on depression
at the Allied Physicians of California
(APC) Senior Wellness Center, which
offers comprehensive services to
senior citizens to help members live a
vigorous life physically and mentally.
This outreach aimed to dispel myths
and misconceptions about depression and antidepressants and targeted
a Chinese immigrant audience with
traditional views toward mental health.
Mental Health committee members
created a brand new presentation on
depression and aging that was translated into Chinese, and the seminar
had 45 senior citizens in attendance.
These are some highlights and do not

encompass all activities carried out by
care projects under APSA.
Both USC students and projects
were recognized at the American
Pharmacists Association Annual
Meeting in Orlando. Daniel Kudryashov received the Good Government
Student Pharmacist of the Year Award.
Kudryashov coordinated student and
pharmacist advocacy efforts throughout Southern California at every step
of the legislative life cycle of Senate
Bill 493 to ensure that pharmacists are
recognized as healthcare providers in
California. His involvements include
serving as director of Legislative
Affairs for the National Community
Pharmacy Association student chapter,
representing APSA at the Board of
Trustees to the California Pharmacists
Association (CPhA), and starting the
CPhA Grassroots Advocacy Liaison
Program. Amanda Wong was one of
13 students nationally to be awarded
the Robert D. Gibson Scholarship. Her
novel project, “BrailleRx,” bridges a
gap for pharmacy education for the

blind and visually impaired community,
and provides invaluable training experiences for USC student pharmacists.
In addition to other leadership achievements, she was an active member of
APSA, and participated in last year’s
pilot program for the Inter-Professional
Geriatrics Curriculum.
Other notable awards include
National Operation Diabetes Award,
Second Runner Up to Operation Heart
and Region 8 Operation Self Care
Award.
As the school year came to a
close, APSA elections were held to
determine who would build upon the
foundation set forth by the preceding student projects at USC. At the
annual APSA banquet, directors were
recognized for their efforts, and new
directors took an oath to declare their
commitment to serve the school and
community.
The new board is excited to discuss and implement new collaborative
ideas for the upcoming year.

1. Projects include Diabetes, Cholesterol, Hypertension, Immunizations, Body Fat Analysis, Power to End Stroke, Healthy Youth Initiatives, Poison Prevention, OTC
Education, Heartburn Awareness, Asthma Awareness, Cancer Awareness, Chronic Kidney Disease Awareness, Mental Health, Women’s Health (Osteoporosis) and
Legislative Awareness

University of the Pacific
By Tinh An (April) Nguyen, CPhA Board of Directors Representative

T

he University of the Pacific student
pharmacists displayed their orange
polos with tiger pride as we celebrated our school’s accomplishments
with a roar! Students were excited to
attend the 2014 APhA Annual Meeting and CPhA’s West Coast Pharmacy
Exchange (WCPE), channeling this
momentum with a series of exciting
health fairs and speaker events.

A Legacy of Leadership
At APhA Annual, we recognized
many of our mentors for their guidance, applauding our Outstanding
Dean of the Year Dr. Phillip R. Oppenheimer, and faculty Dr. Ralph L. Saroyan for receiving the Gloria Niemeyer
Francke Leadership Mentor Award.

At WCPE, we cheered for the Pacific
alumni who were acknowledged
as Distinguished New Practitioner,
Student Pharmacist of the Year, Pharmacist of the Year, and Hall of Fame
Inductees. Students returned to the
main campus in Stockton to congratulate Dr. Donald Floriddia on receiving
the Podesto Award for Excellence in
Student Life, Mentoring, and Counseling. Dedicating his life to enriching the
academic and leadership experience
of students, our APhA-ASP advisor
and Associate Dean for Student and
Professional Affairs has been instrumental in shaping our students to
become exceptional leaders. Our mentors have inspired and guided us to the
achievement of receiving the APhA-

Congratulatio
ns to D r. Flor
University of
id
the Paci fic’s dia for receiving the
Po desto Aw
ard!

ASP Division A Chapter Achievement
Award, and we hope to continue this
legacy of leadership!

Reaching out to the local
community
The Children’s Awareness Committee invited elementary students from
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macist, Dr. Michelle
Sherman, where
140 guests learned
about the critical
role of pharmacists
in patient education
and care for those
who live with the
disease. Continuing
to educate students
on the importance
ia Reception during the
forn
Cali
4
201
the
at
y
The Tiger Arm
of reaching out to the community,
APh A Annual Meeting!
SALUD and IPSF provided students the
opportunity to learn pharmacy terms in
local school districts to their annual
Spanish from Dr. Ed Rogan. Co-Chair
Children’s Awareness Carnival. From
Emily Kung reiterated how “[this was] an
dissecting sheep hearts to breakdancexcellent opportunity to raise awareness
ing, 27 committees and organizations
of cultural and language barriers within
from the pharmacy, dental hygiene, and
the community, and to help us become
speech-language pathology programs
better health care professionals”.
united to provide an entertaining and
educational field trip for over 200 youth.
The VN CARES committee hosted their
Annual Legislative Dinner
annual Pacific Family Health Fair, attractPharmacy students celebrated the
ing over 300 community members,
third annual Legislative Dinner, hosted
30 local vendors, and 25 Pacific health
by the Student Pharmacist Advocacy
organizations to provide free and necesCoalition, on March 14, 2014, with
sary health care information. Working
over 130 students, pharmacists and
with children to stay active and eat
policymakers. Focusing on SB 493,
healthier, they promoted health among
they welcomed compelling guest
children from K – 12 and provided
speakers from multiple fields of
services that targeted the under-served
pharmacy as they asked attendees to
population in Stockton.
reflect on how legislative affairs were
instrumental in affecting change. As
the first speaker, California PharMulticultural Awareness
macists Association CEO Jon Roth
IPSF and the Flowers Heritage
emphasized the necessity of unifyFoundation presented an HIV/AIDS
ing pharmacy to promote progress
speaker event with author and phar-

in the profession. California Society
of Health-Systems Pharmacists Dr.
Jason Bandy highlighted how pharmacy was filling the provider shortage
and improving patient care as Dr. Clifford Young from the American Society
of Consultant Pharmacists described
how the role of pharmacists was
enhanced. Final guest speaker Greg
Koyama motivated action amongst
students and guests by relating the
importance of legislative advocacy to
the power of each individual. At the
end, guests were asked to describe the
value of pharmacy in six words. Pharmacy: looking beyond the Rx label.
Highlighting the importance of
legislative advocacy, we are continuing this momentum to coordinate local
legislative days as we further outreach
with the community. We look forward
to future collaborative events!

SPAC ’s Rx
in Six Projec
t: Se
pharmacists
share their st cond -year student
ories of the
value of ph

armac y!

Touro University
By Ravi Shah, CPhA Board of Directors Representative

T

ouro University of California hosted
their first Legislative Banquet on
May 1, 2014 in collaboration with
American Pharmacists Association
(APhA), California Pharmacists Association (CPhA), California Society of
Health-System Pharmacists (CSHP),
and Student National Pharmaceutical
Association (SNPhA). The banquet
consisted of a dinner followed by a
roundtable event designed to foster
discussion about including pharmacists as part of an interdisciplinary
40

healthcare team. Students from the
University of the Pacific (UOP) and
University of California, San Francisco,
held similar events this year, and they
provided strategies for hosting a successful banquet.
Touro University Senior Provost
and CEO, Shelley Berkley commenced
the event through an introduction, followed by a keynote address presented
by Assistant Dean of Administration,
Dr. Keith Yoshizuka. The program was
comprised of presentations from Nor-
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lyn Asprec, a representative from the
office of Assembly Member Susan
Bonilla and Evan Minton, representing
Assembly Member Phil Ting’s office.
The featured roundtable speakers included people such as Virginia
Herold (Executive Officer of the California Board of Pharmacy), Jon Roth
(CPhA CEO), Brian Warren (CPhA Vice
President of the Center of Advocacy),
Megan Maddox (CPhA Policy & Advocacy Manager), Steve Gray (CSHP
Outgoing President), Jillian Hacker

for refills to increase medication
adherence; HR 4190 a proposed
amendment to Title XVIII of the
Social Security Act to recognize
pharmacists as providers under
Medicare Part B and in the
Accountable Care Organizations (ACO); the process of bill
implementation through the
California Board of Pharmacy
and California Medical Board;
Roundt able dis
cussion on SB
and the importance of grass10 39 and curre
with Steve Gray
nt legislation
, Pharm D, JD
(C enter)
roots lobbying.
The Legislative Banquet
avenue to unify different colleges of
concluded with a closing keynote
pharmacy from Touro University and
from the chapter advisor of CPhA/
UOP, as well as, to exemplify inter-proAPhA and SNPhA, Dr. Kajua Lor. The
fessionalism with the various students
legislative dinner served as a great
from Touro University’s numerous
programs. Touro University would like
to acknowledge special thanks to all
the Legislative Aides in attendance:
Daniel Garcia, representing Congressman Mike Thompson’s office; Danny
Bernardini, representing Senator Lois
Wolk’s Office; and Ron Turner, representing Assembly Member Susan
Bonilla’s office. In addition, we would
like to thank the Diablo Society of
et
Health System Pharmacists (DSHP)
nqu
Ba
tive
isla
the Leg
guest speakers at
islative Team and
for their generous contribution.
Leg
ro
Tou
the
of
mbers

(CSHP Government Affairs Manager),
and Dawn Benton (CSHP CEO and
Executive Vice President). There
were also Touro Faculty speakers; Dr.
Lucinda Chan, Dr. Patricia Shane, and
Dr. Adrian Palisoc, as well as Dylan
Mezzio, a representative from Phi
Lambda Sigma›s Leadership Society.
After a wonderful dinner, roundtable speakers discussed various
topics such as the implementation
of SB 493, the impacts of SB 493 on
hospital and managed care pharmacy,
pharmacists and provider status; AB
1535 allowing pharmacists to furnish
naloxone; SB 1039 the efficient use
of pharmacy personnel; AB 2418
eliminating the mail order requirement

Me

California Northstate University
By Alice Kwok, CPhA Board of Directors Representative

E

ach Spring, our CNU-CPhA Chapter organizes and recruits students
to attend events such as Legislative
Day, West Coast Pharmacy Exchange
and our Graduating Class Luncheon.
Our chapter encourages students to
get involved with the Sacramento
community, educate students about
the legislative bills, and promote membership growth.

CNU at West Coast
Pharmacy Exchange Palm
Springs, CA
After competing in the 2014 Quiz
Bowl, our students proudly brought
home the 2014 Quiz Bowl Trophy. In
addition, Rachael Olsufka represented
CNU in the Pain Management Clinical

Skills Competition and won a $500
cash prize.

5th Annual Sacramento
Residency Symposium
This year, the CPhA and CSHP local
associations collaborated to host the
5th Annual Sacramento Residency
Symposium held on our campus. Students were given the opportunity to
meet with 11 pharmacist residents to
gain insight about different residency
programs available in the Sacramento
area.
Our CNU-CPhA chapter continues
to encourage student involvement
with the community and the profession. The chapter is currently working
on hosting Local Legislative Visits with

other CPhA chapters where students
are given opportunities to speak with
a Congressman representative about
HR 4190.

From Left to
Ri
Adricula, Jim ght: Sasha G ould , John
my Lin, and
Yo onah Park

www.cpha.com | SPRING 2014 | CALIFORNIA PHARMACIST

41

Member Benefit

Don’t forget to help protect
your most important asset:
Your ability to earn
an income!
Too often members get caught
up in making sure they have the
right insurance protection for their
businesses—the right professional
liability policy that protects them
in their scope of practice, the right
workers’ compensation policy and a
comprehensive employment practices
policy to help protect them against
discrimination and third-party liability
exposures. But when you ask members if they help protect their most
important asset—their ability to earn
an income—the answer is usually no.
If a disabling injury or sickness
were to strike, how would you replace
your income? Give some thought to
your income needs as well as your
eligible benefits from your employer,
the government, or other programs.
Consider your additional savings or
family resources, including a spouse’s
salary, short-term emergency savings,
investments, or help from your family.
If the total is not enough to pay your
living expenses on a long-term basis,
or if a disability would eat away at
your retirement savings or children’s
college fund, a long-term disability
income insurance policy may be just
what you need.
The California Pharmacists Association sponsors a Group Long-Term

Disability Insurance program underwritten by United States Life Insurance Company in the City of New York
and administered by Mercer Health &
Benefits Insurance Services LLC. If
you are under age 50 on the effective
date of coverage, you may apply for
benefit amounts up to $10,000 per
month (if you are between the ages
of 50 and 59 on the effective date
of coverage, you may apply for up to
$6,000 per month). The amount you
choose can not exceed 60% of your
basic monthly pay.
You may select a benefit period
for disabilities resulting from an injury
or sickness. You can choose either:
the Two Year Plan, which provides
benefits for total disability due to an
injury or sickness for up to 2 years or
the Long Term Plan, which provides
benefits for total disability due to an
injury or sickness up to your normal
retirement age (12 months if total
disability begins on or after age 64 but
prior to age 70).
For more information about this
plan, including costs, exclusions,
limitations and terms of coverage, or
to request a quote, call a Mercer Client
Advisor at 888-926-CPhA.

Mercer Health & Benefits Insurance Services LLC • CA Ins. Lic. #0G39709  
65442 (1/14) Copyright 2014 Mercer LLC. All rights reserved.
This plan is underwritten by The United States Life Insurance Company in
the City of New York. The underwriting risks, financial and contractual obligations and support functions associated with products issued by The United
States Life Insurance Company in the City of New York (United States Life) are
its responsibility. Coverage may vary or may not be available in all states.
AG-10540
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REGISTER TODAY for MEDISCA NETWORK Training Activities
MEDISCA NETWORK is proud to announce new training site at the
.

TRAINING ACTIVITY

DATE

LOCATION

NOV 28 – 30

VANCOUVER, BC

SEP 26 – 28

LOS ANGELES, CA

*ESSENTIAL ELEMENTS OF COMPOUNDED
STERILE PREPARATIONS

NOV 14 – 16

VANCOUVER, BC

ESSENTIAL ELEMENTS OF PRESCRIPTION
HORMONE COMPOUNDING

OCT 25 – 26

LAS VEGAS, NV

ESSENTIAL ELEMENTS OF PRESCRIPTION
ANALGESIC COMPOUNDING

OCT 11 – 12

VANCOUVER, BC

ADVANCED NON-STERILE COMPOUNDING

NOV 22 – 23

LOS ANGELES, CA

*THE SCIENCE OF PHARMACEUTICAL COMPOUNDING® :
NON-STERILE TRAINING

NOTE : Dates are subject to change.
* Training activities denoted with an asterisk are jointly accredited by The University of Florida College of Pharmacy and The University of Southern California School of Pharmacy.
Participants attending training activities offered at The University of Southern California School of Pharmacy will be issued their certificate of completion by The University of
Southern California School of Pharmacy and their statement of credit by The University of Florida College of Pharmacy. Participants attending training activities at all other sites will
be issued their statement of credit and certificate of completion by The University of Florida College of Pharmacy.

®

®

The University of Florida College of Pharmacy is accredited by the Accreditation
Council for Pharmacy Education as a provider of continuing pharmacy education.

The University of Southern California School of Pharmacy is accredited by the Accreditation
Council for Pharmacy Education as a provider of continuing pharmacy education.

For more information or to register for an activity
1.866.333.7811 | WWW.MEDISCA.NET | NETWORKSALES@MEDISCA.COM
Program materials used during these activities are Copyright © MEDISCA NETWORK Inc.

Delivering Pharmaceutical Products
and Solutions that Reduce Costs, Increase
Efficiency and Improve Patient Care
AmerisourceBergen Drug Corporation offers distribution, technology and other services to various pharmacy markets.
As a retail pharmacy, leverage best practice solutions to maximize your profitability and grow your customer base.
Independent pharmacies can receive benefits like business coaching, merchandising,
marketing assistance and more by becoming one of more than 3,400 Good Neighbor
Pharmacy stores.
Take advantage of the support for long-term care, mail order specialty, home infusion, clinic and other providers to
control costs and improve profit margins while enhancing patient care as an alternate care pharmacy site.
Or help your hospital pharmacy transition from a cost center to a revenue generator by optimizing the medication
management process all while improving your brand in the community.

Keeping you current and prepared to improve
the health of your patients and your bottom line.

