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Health Mart® is designed for today’s 
independent pharmacy owner. 
Our member pharmacies are locally owned and focused on great service, 
but they’re also gaining a competitive edge and national recognition in 
ways that community pharmacies never have before. That’s what happens 
when thousands of independently owned pharmacies come together, using 
our comprehensive portfolio of marketing, clinical and business solutions 
to help care for the health of your patients. 

GAIN ACCESS TO PREFERRED NETWORKS 
•  Managed-care contracting and support provided by AccessHealth®

•  Tools to help track and improve patient adherence and clinical outcomes
•  Programs to implement medication synchronization

BRING PATIENTS TO YOUR STORE
•  Local marketing tools and support with matching funds
•  National brand with co-branding flexibility
•  Physician prescribing data and marketing materials
•  Social, mobile and digital marketing tools
•  Customizable signage and décor with retail design services

EXPAND YOUR SERVICES FOR ADDED REVENUE
•  Manufacturer-sponsored clinical services
•  Vaccines and immunizations
•  Specialty solutions 
•  MTM and medication synchronization

We’re Leveling the 
Playing Field So You  
Can Grow Your Business

READY TO LEARN MORE?
Call 866.329.0113 
Visit www.betterpharmacyhealth.com

© 2015 Health Mart. All rights reserved. HM-09539-05-15

Health Mart is proud to be a member of the McKesson family, sharing in the collective industry 
knowledge and experience residing within all of the McKesson corporate affiliates. Since 1833, 
McKesson has been committed to the success of independent pharmacies through the delivery 
of innovative programs and reliable distribution services. Learn more at www.mckesson.com.

Visit RxOwnership.com  
for more information.

As advocates for independent 
pharmacy, RxOwnership® is fully 
dedicated to helping you achieve 
your goals at every step along  
the way. 

We partner with current and 
prospective pharmacy owners, 
pharmacy associations, buying 
groups and pharmacy schools to 
help independent pharmacy thrive. 
Let us guide you to your pharmacy 
ownership goals.

•  No-fee planning advice, industry 
experience and resources

•  Confidentiality, trust and respect
•  Financing options
•  Individualized matching of 

qualified buyers and sellers
•  Career, internship and junior 

equity opportunities
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Purposely designed to help pharmacies of all sizes achieve 
healthcare delivery excellence through process 
simplifi cation, The Compliance Team’s Exemplary Provider® 

Accreditation program for Pharmacy is Medicare-approved for 
DMEPOS*, and can be customized to include tracks for 
Community, Infusion, Compounding, Specialty Drugs and Long 
Term Care accreditation.  
  Each program features a series of expert-led implementation 
webinars; measures for improving your “star ratings”; and 
access to our national Patient Quality Measurement™ 
satisfaction reporting service. Add great customer service, and 
you get the best pharmacy accreditation value available today.  
 For more details, call us at 215.654.9110 or visit our web site: 
www.TheComplianceTeam.org/pharmacy_services.aspx.

Exemplary Provider® Accreditation

*The Compliance Team’s Exemplary Provider® accreditation is nationally recognized and “deemed” by Medicare to accredit Part A-Rural Health Clinics and Part B-DMEPOS providers. 

Proud to be a
CPhA Associate 
Member 

“”

®

I’m an EP!

PHARMACY+DMEPOS
EXEMPLARY PROVIDER

ACCREDITATION.

+

John Richards, Pharm.D
Professional Village Pharmacy
Sacramento, CA
Community Pharmacy
Compounding + DMEPOS
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One of the aspects of CPhA’s landmark sponsored legislation, Senate Bill 493, 
which has garnered significant media attention is the authority for pharmacists 

to directly furnish self-administered prescription hormonal contraceptives to patients. 
These contraceptives include oral, transdermal, vaginal, and depot injections. Allow-
ing pharmacists to directly furnish these medications helps provide women with 
timely access to contraception healthcare, and through pharmacist counseling, 
ensures that the patient receives important information to successfully comply with 
the therapy. Pharmacists need only agree to comply with the Board of Pharmacy 
statewide protocol in order to begin furnishing contraceptives to their patients. 
Pharmacists can access the protocol at the California Board of Pharmacy website at 
www.pharmacy.ca.gov and typing ‘hormonal contraception’ into the search field. 

Expanding access to health care is what pharmacists do best, and allowing 
women to access hormonal contraception directly from their pharmacist is just one 
more wonderful example of the benefits of recognizing pharmacists as the health 
care providers they are. But more than this, it places pharmacists on the front line of 
an important public health measure. 

According to a 2011 study by the National Health Statistics Report (2012; 55) in 
2006, 49 percent of all pregnancies were unintended, and among women aged 19 
years and younger, more than 4 out of 5 pregnancies were unintended. Addition-
ally, the proportion of pregnancies that were unintended was highest among teens 
younger than age 15 years, at a staggering 98 percent. California pharmacists can 
provide hormonal (and other) contraceptives to women of any age. Under a previous 
California law (Cal. Family Code § 6925), minors may receive birth control without 
parental consent. And while contraception is a very private and personal issue, I think 
everyone can agree that common sense policies that help reduce unintended preg-
nancies is good for the patient and the health care delivery system. 

Every year pharmacists are ranked among the top three professions in the Gallup 
“U.S. Views on Honesty and Ethical Standards in Professions,” demonstrating the 
public’s acceptance of pharmacists as a trusted health care partner. Using this high 
level of trust will be an advantage as patients, perhaps timidly, seek out a trusted 
resource of information, products, and professional services related to their contra-
ceptive needs. 

Pharmacists will need to work with their patients and the patient’s health insur-
ance plan to determine eligibility and coverage for these services at the pharmacy. As 
with any medical service, our perspective is that the professional services provided 
by the pharmacist are covered under the patient’s health plan, while the product itself 
is covered under the pharmacy benefit. Pharmacists and patients should consult with 
their health plan before the services and products are provided to ensure coverage for 
the beneficiary and payment terms for the pharmacist.

We are excited to see pharmacists on the front line of women’s preventive health 
as the health care delivery system continues to evolve. This is just one more example 
of why pharmacists are an important part of the health care team. 

Sincerely,

Jon R. Roth, CAE 
Chief Executive Officer

Pharmacists on the Front Line: 
Hormonal Contraception
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From the President

Sarah McBane, PharmD 
2015-16 CPhA President

2015 has seen a lot of move-
ment in the profession, and 
a savvy pharmacist could 

attribute much of the progress to 
the excitement and momentum 
generated from California’s pro-
vider status law. This legislation, 
commonly referred to as SB 493, 
included many practice expansions 
for pharmacists. Pharmacists can 
order tests to monitor the safety 
and efficacy of medication therapy, 
furnish travel medications, provide 
any recommended vaccine, and 
furnish self-administered hormonal 
contraception and nicotine replace-
ment therapy under statewide pro-
tocols. The law created Advanced 
Practice Pharmacists, who will have 
expanded responsibilities and inde-
pendence in providing patient care. 
Of course, the part of our law that 
garnered the most attention was the 
acknowledgement of pharmacists as 
health care providers. California has 
the privilege of being the first state 
to specifically grant such recognition 
to pharmacists. 

Soon after SB 493 passed and 
the news spread across the US, 
we began to hear of other states 
passing similar laws. In early 2014, 
Wisconsin passed a law permitting 
a pharmacist to provide any patient 
care service delegated by a physi-
cian. Tennessee and Kansas fol-
lowed with significant expansions to 
pharmacists’ collaborative practice 
capability, and Arizona formally 
recognized pharmacists as medical 
providers. In 2015, the Oregon state 

legislature passed a law allowing 
pharmacists to prescribe and dis-
pense oral hormonal contraceptives 
and contraceptive patches. Wash-
ington received widespread acclaim 
when the state legislature passed 
legislation including pharmacists as 
network providers in state health 
plan and included language requiring 
payment for pharmacists’ services. 

Although each state’s progress 
is inspiring, provider status on a 
national level seems the like answer 
for all of us pharmacists seeking to 
do more for our patients. HR 592/S 
314 are companion bills that grant 
Medicare recognition to pharma-
cists, and even specify reimburse-
ment at an amount consistent with 
what physician extenders like nurse 
practitioners and physician assis-
tants receive for services. Medicare 
often sets the precedent for other 
payers – where Medicare goes, oth-
ers often follow. HR 592/S 314 have 
substantial congressional support, 
with 262 co-sponsors in the House 
and 39 co-sponsors in the Senate. 
It’s still an uphill battle, however, 
because any new expenditures 
from Medicare are usually met with 
resistance. Pharmacists have sought 
federal recognition in the past, but I 
believe that our chances are better 
now due to the changing practice 
environments at the state level. 

Many pharmacists in California 
have asked when they’ll be able 
to practice using the scope expan-
sions passed in 2013. My answer 
is: “soon”. The legislation called out 

specific duties for the Board of Phar-
macy in regulating these practices, 
and the protocols necessary for 
self-administered hormonal contra-
ception and nicotine replacement 
therapy had to be approved by both 
the Board of Pharmacy and Medical 
Board. This regulatory and rule mak-
ing process has required some time, 
but at the time of writing I believe 
the process is nearly complete. I’ve 
heard some frustration that phar-
macists in other states, with laws 
passed after SB 493, will be practic-
ing at an advanced level before we 
will. I’m eternally optimistic, though, 
and I know that California pharma-
cists have spent the past two years 
getting ready for their new prac-
tices. Once the regulatory process 
is complete, we will be ready to 
go. The time spent in planning and 
preparation will allow California phar-
macists implement their new ser-
vices and business models in record 
time, once again demonstrating that 
pharmacy practice in California leads 
the nation. 

Pharmacy Practice in 
California Leads the Nation



EVZIO:  
Easy to dispense, 

easy to use

INDICATION
EVZIO is an opioid antagonist indicated for the emergency treatment of 
known or suspected opioid overdose, as manifested by respiratory and/
or central nervous system depression. EVZIO is intended for immediate 
administration as emergency therapy in settings where opioids may be 
present. EVZIO is not a substitute for emergency medical care.

IMPORTANT SAFETY INFORMATION
EVZIO is contraindicated in patients known to be hypersensitive to 
naloxone hydrochloride or to any of the ingredients in EVZIO.

The following warnings and precautions should be taken when 
administering EVZIO:

 � Due to the duration of action, keep the patient under continued 
surveillance and repeated doses of naloxone should be 
administered, as necessary, while awaiting emergency medical 
assistance.

 � Additional supportive and/or resuscitative measures may be helpful 
while awaiting emergency medical assistance.

 � Reversal of respiratory depression by partial agonists or mixed 
agonists/antagonists, such as buprenorphine and pentazocine, may 
be incomplete.

 � Use in patients who are opioid dependent may precipitate acute 
abstinence syndrome.

 � Patients with pre-existing cardiac disease or patients who have 
received medications with potential adverse cardiovascular effects 
should be monitored in an appropriate healthcare setting.

 � In neonates, opioid withdrawal may be life-threatening if not 
recognized and properly treated.

The following adverse reactions have been identified during use of 
naloxone hydrochloride in the postoperative setting: hypotension, 
hypertension, ventricular tachycardia and fibrillation, dyspnea, 
pulmonary edema, and cardiac arrest. Death, coma, and encephalopathy 
have been reported as sequelae of these events. Excessive doses 
of naloxone hydrochloride in postoperative patients have resulted in 
significant reversal of analgesia and have caused agitation.

Abrupt reversal of opioid effects in persons who were physically 
dependent on opioids has precipitated signs and symptoms of opioid 
withdrawal including: body aches, fever, sweating, runny nose, 
sneezing, piloerection, yawning, weakness, shivering or trembling, 
nervousness, restlessness or irritability, diarrhea, nausea or vomiting, 
abdominal cramps, increased blood pressure, and tachycardia. In 
the neonate, opioid withdrawal signs and symptoms also included: 
convulsions, excessive crying, and hyperactive reflexes.

You are encouraged to report negative side effects of prescription drugs 
to the FDA. Visit www.fda.gov/medwatch or call 1-800-FDA-1088.

Please see brief summary of full Prescribing 
Information on next page.

References
1. EVZIO Prescribing Information. kaléo. 2014
2. Data on file. kaléo. 2014

Your patients may be at risk for experiencing an  
opioid emergency, such as an accidental opioid overdose.

EVZIO is the only naloxone 
product that:

 � Is designed, approved, and labeled for family and caregiver use1

 � Talks to you—little to no training needed2

 � Requires no assembly for use1

 � Comes with a reusable talking Trainer for practice1

  © kaleo, Inc. All rights reserved. PP-EVZ-US-0522 June 2015



BRIEF SUMMARY OF PRESCRIBING INFORMATION (see full Prescribing Information for complete 
product information)

EVZIO® (naloxone hydrochloride injection) Auto-Injector for intramuscular or subcutaneous use
Initial U.S. Approval: 1971

INDICATIONS AND USAGE
EVZIO is an opioid antagonist indicated for the emergency treatment of known or suspected opioid overdose, as 
manifested by respiratory and/or central nervous system depression. EVZIO is intended for immediate administration as 
emergency therapy in settings where opioids may be present. EVZIO is not a substitute for emergency medical care.

Important Administration Instructions
• EVZIO is for intramuscular and subcutaneous use only.
• Because treatment of suspected opioid overdose must be performed by someone other than the patient, instruct the 

prescription recipient to inform those around them about the presence of EVZIO and the Instructions for Use.
• Seek emergency medical care immediately after use. Since the duration of action of most opioids exceeds that of 

naloxone hydrochloride, and the suspected opioid overdose may occur outside of supervised medical settings, seek 
immediate emergency medical assistance, keep the patient under continued surveillance, and administer repeated 
doses of EVZIO as necessary. Always seek emergency medical assistance in the event of a suspected, potentially 
life-threatening opioid emergency after administration of the first dose of EVZIO.

• Additional doses of EVZIO may be required until emergency medical assistance becomes available.
• Do not attempt to reuse EVZIO. Each EVZIO contains a single dose of naloxone.
• Visually inspect EVZIO through the viewing window for particulate matter and discoloration prior to administration. 

Do not administer unless the solution is clear and the glass container is undamaged.
The Instructions for Use should be read by the patient or caregiver at the time they receive a prescription for EVZIO. 
Provide the following instructions to the patient or caregiver:
• EVZIO must be administered according to the printed instructions on the device label or the electronic voice 

instructions (EVZIO contains a speaker that provides voice instructions to guide the user through each step of the 
injection). If the EVZIO electronic voice instruction system does not operate properly, EVZIO will still 
deliver the intended dose of naloxone hydrochloride when used according to the printed instructions 
on its label.

• Once the red safety guard is removed, EVZIO must be used immediately or disposed of properly. Do not attempt to 
replace the red safety guard once it is removed.

Upon actuation, EVZIO automatically inserts the needle intramuscularly or subcutaneously, delivers 0.4 mg naloxone 
hydrochloride injection, and retracts the needle fully into its housing. Post-injection, the black base locks in place, a red 
indicator appears in the viewing window, and electronic visual and audible instructions signal that EVZIO has delivered 
the intended dose of naloxone hydrochloride and instructs the user to seek emergency medical attention.

Dosing Information
Administer the initial dose of EVZIO to adult or pediatric patients intramuscularly or subcutaneously into the anterolateral aspect 
of the thigh, through clothing if necessary, and seek emergency medical assistance. Administer EVZIO as quickly as possible 
because prolonged respiratory depression may result in damage to the central nervous system or death. The requirement for 
repeat doses of EVZIO depends upon the amount, type, and route of administration of the opioid being antagonized.
If the desired response is not obtained after 2 or 3 minutes, another dose of EVZIO may be administered. If there is still no 
response and additional doses are available, additional doses of EVZIO may be administered every 2 to 3 minutes until 
emergency medical assistance arrives. Additional supportive and/or resuscitative measures may be helpful while awaiting 
emergency medical assistance.
Reversal of respiratory depression by partial agonists or mixed agonist/antagonists, such as buprenorphine and 
pentazocine, may be incomplete or require higher doses of naloxone.
Dosing in Adults and Pediatric Patients over Age One
Instruct patients or their caregivers to administer EVZIO according to the Instructions for Use, intramuscularly or 
subcutaneously.
Dosing in Pediatric Patients under Age One
In pediatric patients under the age of one, the caregiver should pinch the thigh muscle while administering EVZIO.

CONTRAINDICATIONS
EVZIO is contraindicated in patients known to be hypersensitive to naloxone hydrochloride or to any of the other 
ingredients.

WARNINGS AND PRECAUTIONS
Duration of Effect
The duration of action of most opioids is likely to exceed that of EVZIO resulting in a return of respiratory and/or central 
nervous system depression after an initial improvement in symptoms. Therefore, it is necessary to seek immediate 
emergency medical assistance after delivering the first dose of EVZIO, keep the patient under continued surveillance, and 
repeat doses of EVZIO as necessary. Additional supportive and/or resuscitative measures may be helpful while awaiting 
emergency medical assistance.
Limited Efficacy with Partial Agonists or Mixed Agonist/Antagonists
Reversal of respiratory depression by partial agonists or mixed agonist/antagonists, such as buprenorphine and 
pentazocine, may be incomplete. Large doses of naloxone hydrochloride are required to antagonize buprenorphine 
because the latter has a long duration of action due to its slow rate of binding and subsequent slow dissociation from the 
opioid receptor. Buprenorphine antagonism is characterized by a gradual onset of the reversal effects and a decreased 
duration of action of the normally prolonged respiratory depression.
Precipitation of Severe Opioid Withdrawal
The use of EVZIO in patients who are opioid dependent may precipitate an acute abstinence syndrome characterized by 
the following signs and symptoms: body aches, diarrhea, tachycardia, fever, runny nose, sneezing, piloerection, sweating, 
yawning, nausea or vomiting, nervousness, restlessness or irritability, shivering or trembling, abdominal cramps, weakness, 
and increased blood pressure. In neonates, opioid withdrawal may be life-threatening if not recognized and properly treated 
and may include the following signs and symptoms: convulsions, excessive crying, and hyperactive reflexes.
Abrupt postoperative reversal of opioid depression after using naloxone hydrochloride may result in nausea, vomiting, 
sweating, tremulousness, tachycardia, hypotension, hypertension, seizures, ventricular tachycardia and fibrillation, 
pulmonary edema, and cardiac arrest. Death, coma, and encephalopathy have been reported as sequelae of these events. 
These events have occurred in patients most of whom had pre-existing cardiovascular disorders or received other drugs 
which may have similar adverse cardiovascular effects. Although a direct cause and effect relationship has not been 
established, after use of naloxone hydrochloride, patients with pre-existing cardiac disease or patients who have received 
medications with potential adverse cardiovascular effects should be monitored for hypotension, ventricular tachycardia 
or fibrillation, and pulmonary edema in an appropriate healthcare setting. It has been suggested that the pathogenesis 
of pulmonary edema associated with the use of naloxone hydrochloride is similar to neurogenic pulmonary edema, ie, 
a centrally mediated massive catecholamine response leading to a dramatic shift of blood volume into the pulmonary 
vascular bed resulting in increased hydrostatic pressures.

ADVERSE REACTIONS
The following serious adverse reactions are discussed elsewhere in the labeling:
• Duration of Effect
• Precipitation of Severe Opioid Withdrawal
The following adverse reactions have been identified during postapproval use of naloxone hydrochloride in the 
postoperative setting. Because these reactions are reported voluntarily from a population of uncertain size, it is not 
always possible to reliably estimate their frequency or establish a causal relationship to drug exposure: hypotension, 
hypertension, ventricular tachycardia and fibrillation, dyspnea, pulmonary edema, and cardiac arrest. Death, coma, 
and encephalopathy have been reported as sequelae of these events. Excessive doses of naloxone hydrochloride in 
postoperative patients have resulted in significant reversal of analgesia and have caused agitation.
Abrupt reversal of opioid effects in persons who were physically dependent on opioids has precipitated an acute 
withdrawal syndrome. Signs and symptoms have included: body aches, fever, sweating, runny nose, sneezing, 
piloerection, yawning, weakness, shivering or trembling, nervousness, restlessness or irritability, diarrhea, nausea or 
vomiting, abdominal cramps, increased blood pressure, and tachycardia. In the neonate, opioid withdrawal signs and 
symptoms also included: convulsions, excessive crying, and hyperactive reflexes.

USE IN SPECIFIC POPULATIONS
Pregnancy
Pregnancy Category B
Risk Summary
There are no adequate and well-controlled studies with EVZIO in pregnant women. Animal studies were conducted with 
naloxone hydrochloride given during organogenesis in mice and rats at doses 4-times and 8-times, respectively, the dose 
of a 50 kg human given 10 mg/day. These studies demonstrated no embryotoxic or teratogenic effects due to naloxone 
hydrochloride. Because animal reproduction studies are not always predictive of human response, EVZIO should be used 
during pregnancy only if clearly needed.
Clinical Considerations
Naloxone hydrochloride crosses the placenta, and may precipitate withdrawal in the fetus as well as in the opioid-
dependent mother. The fetus should be evaluated for signs of distress after EVZIO is used. Careful monitoring is needed 
until the fetus and mother are stabilized.

Data
Animal Data
Naloxone hydrochloride was administered during organogenesis to mice and rats at doses 4-times and 8-times, 
respectively, the dose of 10 mg/day given to a 50 kg human (when based on body surface area or mg/m2). These 
studies demonstrated no embryotoxic or teratogenic effects due to naloxone hydrochloride.
Nursing Mothers
It is not known whether naloxone hydrochloride is present in human milk. Because many drugs are present in human 
milk, exercise caution when EVZIO is administered to a nursing woman.
Pediatric Use
The safety and effectiveness of EVZIO (for intramuscular and subcutaneous use) have been established in pediatric 
patients for known or suspected opioid overdose, as manifested by respiratory and/or central nervous system depression. 
Use of naloxone hydrochloride in pediatric patients is supported by evidence from adequate and well-controlled studies 
of naloxone hydrochloride in adults with additional data from 15 clinical studies (controlled and uncontrolled) in which 
neonates and pediatric patients received parenteral naloxone in doses ranging from 0.005 mg/kg to 0.01 mg/kg. Safety 
and effectiveness are also supported by use of other naloxone hydrochloride products in the postmarketing setting as well 
as data available in the medical literature and clinical practice guidelines.
Absorption of naloxone hydrochloride following subcutaneous or intramuscular administration in pediatric patients may 
be erratic or delayed. Even when the opiate-intoxicated pediatric patient responds dramatically to naloxone hydrochloride 
injection, he/she must be carefully monitored for at least 24 hours as a relapse may occur as naloxone is metabolized. 
In opioid-dependent pediatric patients, (including neonates), administration of naloxone may result in an abrupt and 
complete reversal of opioid effects, precipitating an acute opioid withdrawal syndrome. Neonatal opioid withdrawal 
syndrome, unlike opioid withdrawal syndrome in adults, may be life-threatening and should be treated according to 
protocols developed by neonatology experts.
In neonates and pediatric patients less than 1 year of age, careful observation of the administration site for evidence of 
residual needle parts and/or signs of infection is warranted.
Geriatric Use
Geriatric patients have a greater frequency of decreased hepatic, renal, or cardiac function and of concomitant disease 
or other drug therapy. Therefore, the systemic exposure of naloxone can be higher in these patients. Clinical studies 
of naloxone hydrochloride did not include sufficient numbers of subjects aged 65 and over to determine whether they 
respond differently from younger subjects. Other reported clinical experience has not identified differences in responses 
between the elderly and younger patients.

NONCLINICAL TOXICOLOGY
Carcinogenesis, Mutagenesis, Impairment of Fertility
Carcinogenesis
Long-term animal studies to evaluate the carcinogenic potential of naloxone have not been completed.
Mutagenesis
Naloxone was weakly positive in the Ames mutagenicity and in the in vitro human lymphocyte chromosome aberration 
test, but was negative in the in vitro Chinese hamster V79 cell HGPRT mutagenicity assay and in the in vivo rat bone 
marrow chromosome aberration study.
Impairment of Fertility
Reproduction studies conducted in mice and rats at doses 4-times and 8-times, respectively, the dose of a 50 kg human 
given 10 mg/day (when based on surface area or mg/m2), demonstrated no adverse effect of naloxone hydrochloride 
on fertility.

PATIENT COUNSELING INFORMATION
Advise the patient and family members or caregivers to read the FDA-approved patient labeling (Instructions for Use). 
Instruct patients and their family members or caregivers to:
• Become familiar with the following information contained in the carton as soon as they receive EVZIO:

 — EVZIO Instructions for Use
 — Trainer for EVZIO Instructions for Use
 — Trainer for EVZIO

• Practice using the Trainer before EVZIO is needed.
 — Each EVZIO (which is purple and yellow) can only be used one time; however, the Trainer (which is black and 
white) can be re-used for training purposes and its red safety guard can be removed and replaced.
 — Both EVZIO and the Trainer for EVZIO incorporate the electronic voice instruction system.

• Make sure EVZIO is present whenever persons may be intentionally or accidentally exposed to an opioid to treat 
serious opioid overdose (ie, opioid emergencies).

Instruct patients and their family members or caregivers how to recognize the signs and symptoms of an opioid 
overdose requiring the use of EVZIO such as the following:
• Extreme sleepiness – inability to awaken a patient verbally or upon a firm sternal rub.
• Breathing problems – this can range from slow or shallow breathing to no breathing in a patient who cannot be 

awakened.
• Other signs and symptoms that may accompany sleepiness and breathing problems include the following:

 — Extremely small pupils (the black circle in the center of the colored part of the eye) sometimes called 
“pinpoint pupils.”
 — Slow heartbeat and/or low blood pressure.

Instruct them that when in doubt, if a patient is unresponsive, and an opioid overdose is suspected, administer EVZIO as 
quickly as possible because prolonged respiratory depression may result in damage to the central nervous system or 
death. Instruct them to seek emergency medical assistance after administering the first dose of EVZIO.
Duration of Effect
Instruct patients and their family members or caregivers that since the duration of action of most opioids may exceed that 
of naloxone, seek immediate emergency medical assistance, keep the patient under continued surveillance, and administer 
repeated doses of EVZIO as necessary.
Limited Efficacy for/with Partial Agonists or Mixed Agonist/Antagonists
Instruct patients and their family members or caregivers that the reversal of respiratory depression by partial agonists or 
mixed agonist/antagonists, such as buprenorphine and pentazocine, may be incomplete.
Precipitation of Severe Opioid Withdrawal
Instruct patients and their family members or caregivers that the use of EVZIO in patients who are opioid dependent may 
precipitate an acute abstinence syndrome characterized by the following signs and symptoms: body aches, diarrhea, 
tachycardia, fever, runny nose, sneezing, piloerection, sweating, yawning, nausea or vomiting, nervousness, restlessness 
or irritability, shivering or trembling, abdominal cramps, weakness, and increased blood pressure. In neonates, opioid 
withdrawal may be life-threatening if not recognized and properly treated, and may include the following signs and 
symptoms: convulsions, excessive crying, and hyperactive reflexes.
Administration Instructions
Instruct patients and their family members or caregivers about the following important information:
• EVZIO is user actuated and may be administered through clothing (eg, pants, jeans) if necessary.
• Inject EVZIO while pressing into the anterolateral aspect of the thigh. In pediatric patients less than 1 year of age, 

pinch the thigh muscle while administering EVZIO.
• Upon actuation, EVZIO automatically inserts the needle intramuscularly or subcutaneously, delivers the naloxone, 

and retracts the needle fully into its housing. The needle is not visible before, during, or after injection.
• Each EVZIO can only be used one time.
• If the electronic voice instruction system of EVZIO does not work properly, EVZIO will still deliver the intended dose 

of naloxone hydrochloride when used according to the printed instructions on its label.
• The electronic voice instructions are independent of activating EVZIO and are not required to wait for the voice 

instructions to be completed prior to moving to the next step in the injection process.
• Post-injection, the black base locks in place, a red indicator appears in the viewing window and electronic visual and 

audible instructions signal that EVZIO has delivered the intended dose of naloxone hydrochloride.
• EVZIO’s red safety guard should not be replaced under any circumstances. However, the Trainer is designed for 

re-use and its red safety guard can be removed and replaced.
• It is recommended that patients and caregivers become familiar with the training device provided and read the 

Instructions for Use; however, untrained caregivers or family members should still attempt to use EVZIO during a 
suspected opioid overdose while awaiting definitive emergency medical care.

• Periodically visually inspect the naloxone solution through the viewing window. If the solution is discolored, cloudy, 
or contains solid particles, replace it with a new EVZIO.

• Replace EVZIO before its expiration date.
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The landscape of pharmacy 
has been evolving over many 
decades, and 2014 saw a 

milestone for pharmacists in Califor-
nia that allowed them to shift their 
focus from medication distribution to 
collaborative patient care. Pharma-
cists in California, and in a few other 
states, were designated as “health 
care providers” under the bill SB 493, 
which also created a new category 
of pharmacists called Advanced 
Practice Pharmacists (APP). These 
pharmacists have unique authority in 
practicing pharmacy, which includes 
performing patient assessments, 
referring patients to other health care 
providers, and acting as collaborative 
medication-therapy management 
pharmacists in community practice 
settings.1 Including pharmacists as 
part of the interdisciplinary care team 
resulted in significant improvement 
in patient outcomes, especially in 
chronic disease state management, 
such as diabetes, chronic obstructive 
pulmonary disease (COPD), heart 
failure, and hypertension.2-5

Pharmacists must expand their 
clinical roles in the community phar-
macy setting to meet the demands 

of a primary care shortage.6 To 
participate in interdisciplinary care 
for patients, pharmacists have been 
challenged to develop new skills and 
adopt an expanded scope of practice. 
Accurate physical assessment is a 
critical component of providing com-
prehensive patient care services. The 
Accreditation Council for Pharmacy 
Education, Center for the Advance-
ment of Pharmaceutical Education, 
and American Association of Colleges 
of Pharmacy list physical assessment 
skills that is crucial for obtaining the 
doctor of pharmacy degree.12,13 

However, at present, the majority of 
both practicing pharmacists and cur-
rent pharmacy students have minimal 
to no training on physical assessment 
skills.7-10

According to one survey of US 
pharmacy colleges and schools, only 
45 percent have a stand-alone physi-
cal assessment course offered in 
their pharmacy curricula.9 

Physical assessment skills are 
vital for providing comprehensive 
patient assessment for the follow-
ing reasons: to conduct an accurate 
patient interview; to obtain patient 
health history and medication history; 

to assess patients’ response to drug 
therapy; to identify adverse events in 
drug therapy; to identify patients who 
need referral; to enhance patient and 
provider acceptance; to enhance pro-
fessional training; and to advance the 
profession. Conducting patient inter-
views along with conducting physical 
assessment will help pharmacists to 
provide a comprehensive drug treat-
ment plan. For example, the pharma-
cist may be able to perform a detailed 
interview for a patient presenting 
with congestive heart failure, but in 
order to assess the response to drug 
therapy, the pharmacist can include 
specific physical assessments, such 
as checking for peripheral edema, 
jugular venous pressure (JVP), etc., 
that will help the pharmacist to 
provide comprehensive care for that 
patient.

In a community pharmacy practice 
setting, pharmacists are involved in 
providing medication therapy man-
agement (MTM), obtaining patient 
health history, and obtaining medica-
tion history. For example, when the 
pharmacist is providing MTM for an 
asthma patient, in addition to observ-
ing the patient’s inhaler technique, lis-

Role of Physical Assessment  
in Pharmacy Practice:
Implications  
of SB 493

By Hyma Gogineni, MSc, PharmD, TTS, BCACP

Clinical Assessment
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Table 1. Physical Assessment Skills17

Conduct Patient Interview
  Proper introduction of self to the patient
  Provide a setting that is comfortable to the patient, provide patient privacy, and promote communication
  Show respect to the patient and maintain confidentiality
  Utilize open-ended questions to gather information from patients and/or patient caregivers
  Display active-listening skills and demonstrate empathy
  Clarify and confirm information using closed-ended questions
  Utilize appropriate tone, body language, and mannerisms
  Establish rapport to discuss sensitive topics such as sexual activity, domestic violence, psychiatric illness, and drug abuse
  Assist patients with special needs, such as those from diverse cultures (e.g., geriatrics, pediatrics, AIDS patients, etc.)

Obtain Medication or Health History
  Gather information related to chief compliant, history of present illness, and past medical history
  Conduct a health history and communicate the findings to other healthcare team members
  Obtain patient medication history that includes current medications (prescription, OTC, or herbal products) and compliance; monitor 

therapeutic response and adverse effects
  Create a plan to address non -compliance, adverse events, and need for initiation; determine the appropriate dose and identify duplication of 

therapy as needed

Obtain Vital Signs
  Educate patients on the rationale for obtaining vitals prior to initiation and during medication therapy management services
  Provide a comfortable environment for patients prior to obtaining vital signs
  Obtain vital signs on a routine basis during initiation and medication therapy management
  Interpret normal versus abnormal findings
  Document all findings and share these findings with patients and providers to improve patient outcomes

Examination of the Cardiovascular System
  Identify the point of maximal impulse by inspection and palpation
  Auscultate locations for the four heart valves
  Listen to the heart and recognize the normal heart sounds
  Measure the jugular venous pressure and discuss the significance of elevated pressure and therapeutic response
  Palpate various pulses, such as carotid, radial, ulnar, brachial, dorsalis pedis, posterior tibial, popliteal, and femoral, and record the findings
  Examine the lower extremities for edema
  Perform blood pressure measurements using a sphygmomanometer and stethoscope
  Interview patients to obtain signs and symptoms related to the patient’s disease (e.g., signs and symptoms of

CHF exacerbation, asthma, medication-induced peripheral edema) and medication usage and adherence
  Record and communicate the findings to assess disease severity, and monitor drug efficacy and adverse effects

Examination of the Musculoskeletal Systems and Abdomen
  Assess joints for range of motion, crepitus, inflammation, and deformities
  Examine the grade and strength of the muscle 
  Record and communicate musculoskeletal system examination findings to the patient and the provider
  Check the abdomen in all four quadrants
  Auscultate the abdomen for bowel sounds and bruits (aorta, renal, iliac, and femoral)
  Perform light and deep palpation of the abdomen to examine for tenderness
  Percuss to determine the liver size
  Percuss the spleen and look for tenderness
  Carefully evaluate patient presentation and refer patients immediately for the signs and symptoms of appendicitis and/or acute cholecystitis
  Record and communicate abdominal assessments with the patient and the provider

Document Findings
  Record and communicate objective and subjective findings in response to medication therapy efficacy and adverse events
  Interpret laboratory data to correlate the efficacy of the findings (e.g., HbA1C, cholesterol, etc.) and determine drug toxicity
  Create assessments and plans to improve efficacy, decrease adverse events, and increase adherence in a clear and precise manner
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tening to the patient’s breath sounds 
through a stethoscope would help the 
pharmacist provide a comprehensive 
MTM.  These assessments can help 
obtain the subjective and objective 
data necessary for comprehensive 
patient care.

Although physical assessment 
skills can help enhance the care that 
pharmacists provide for patients, 
training programs for pharmacists are 
currently limited. Pharmacy schools/
colleges in California are beginning 
to take action to include teaching 
physical assessment skills as part 
of patient assessment. Student 
pharmacists can effectively acquire 
physical assessment skills through 
pharmacist-led instruction and simula-
tion.10,11 At present, however, physi-
cal assessment training programs for 
practicing pharmacists are limited in 
number, with most programs offering 
their training only once a year., This 
can present a major barrier for phar-
macists to acquire this much-needed 
skill. The physical assessment 
training programs that are currently 
available for practicing pharmacists 
include programs at Novo Southeast-
ern University (Physical Assessment 
Institute), the University of New Mex-
ico (Physical Assessment for Phar-
macists Clinician), and the American 
Society of Consultant Pharmacists 
(Geriatric Assessment for the Senior 
Care Pharmacist Workshop).14,15, 16 

It is essential to create more physi-
cal assessment training programs for 
practicing pharmacists in California as 
continuing education (CE) programs. 
State and national organizations and 
pharmacy colleges/schools should 
collaborate in creating more continu-
ing education programs in various 
locations to train pharmacists in this 
area. All Pharmacy colleges/schools 
should modify their curricula to 
implement physical assessment skills 
training as part of patient assessment 
in a doctor of pharmacy program 
(PharmD). It is critical to address 
these educational gaps in order to 
prepare pharmacists to assume roles 
as Advanced Practice Pharmacists. 

This paper outlines the steps 
necessary to perform a basic physical 

assessment in a community practice 
setting. Table 1 provides a sum-
mary of the most common physical 
assessment skills that pharmacists 
can utilize in providing comprehensive 
patient care.

Some examples of physical 
assessment skills are listed in Table 1. 

In addition to training pharmacists 
on physical assessment skills, there 
should be follow-up, which is neces-
sary to address the pharmacist’s 
confidence level in integrating these 
skills in her or her practice. Physi-
cal assessment skills are important 
building blocks in providing compre-
hensive medication therapy man-
agement and disease management 
and prevention. Pharmacists having 
these skills will be confident in their 
patient care and gain heightened trust 
from the multidisciplinary team. All 
California pharmacy colleges/schools 
should incorporate patient assess-
ment skills in both didactic and expe-
riential curricula so students can get 
exposure and hands-on training. In 
addition, pharmacy colleges/schools 
should apply these skills through a 
patient assessment checklist and an 
objective structured 
clinical examination 
(OSCE).

Change is vital 
and inevitable for all 
healthcare profes-
sions; for California 
pharmacists, it just 
happened with the 
bill SB 493. Phar-
macists will need 
to invest some time 
and resources to 
be equipped with 
the new skills that 

are necessary to perform at the APP 
level. Pharmacists who embrace 
these changes and train themselves 
with the necessary tools will be the 
pioneers of the profession and role 
models for future pharmacists, while 
improving patient care.
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Research

Patient Case:

The patient is a 5’11”, 42-year-
old unemployed male, stated 
weight 200 lbs. His medical 

history includes: HTN, GERD, DM2, 
CKD, dialysis therapy, peripheral neu-
ropathy, peripheral edema, hyperlipi-

Abstract
Medication therapy management (MTM) has been an area of focus in pharmacy for the past decade, yet there is 

still no universal method to provide MTM services in practice. At Western University of Health Sciences, pharmacy 
students, under the guidance of pharmacists, have the opportunity to practice MTM in an outpatient setting. Here, 
we report Western University’s approach towards MTM through a patient case, the outcomes of our intervention, 
limitations, and the implications for future practice.

The Medication Therapy Management (MTM) program, established at Western University of Health Sciences, 
is a collaborative effort between the University and the Inland Empire Health Plan (IEHP) with the goal to optimize 
the patient’s therapeutic outcomes, enhance the patient’s care, and reduce unnecessary health expenditures. MTM 
services are delivered primarily through the phone and, occasionally, through face-to-face interviews, which is the 
preferred method. Effective communication by the pharmacist is necessary to obtain accurate information about the 
patient’s health and home medication use. Reviewing prescription fill date patterns through insurance records is 
also used to assess patient compliance to medications. If refill dates are consistent with the quantity of medica-
tion dispensed, it is evident that patients are taking their medications as directed. However, if patients did not fill 
their medications on time, they are asked if they have any issues with the prescription. Common reasons for non-
adherence include high drug costs, patient apathy towards their health, drug side effects, and inconvenient dosing 
regimen. Such issues were encountered in a MTM session at Western University pharmacy, where additional 
medications were prescribed to treat a side effect from another drug the patient was on. Through our MTM service, 
we were able to work as an interdisciplinary team and recommend alternative therapies to eliminate the drug and 
ultimately the side effect it caused, thus demonstrating the potential benefit of this program.

An Approach Towards 
Medication Therapy 
Management (MTM): 
A Patient Case

By Connie Chang, 2015 PharmD Candidate; Christina Ho, 2015 PharmD Candidate, PharmD; 
Mandy Chan, 2017 MSPH Candidate; and Roger Klotz, RPh, FASCP, FACA, FCPhA

demia, depression, gout, anxiety and 
hospitalization twice in the past four 
months due to uncontrolled diabetes. 
The patient’s initial medication list is 
provided on Table 1.

The patient’s primary complaint 
was vomiting in the morning and occa-

sionally throughout the day; making it 
difficult to retain meals and possibly 
medication. He also complained of 
insomnia, leg pain, including swelling, 
and continuous toe cramping. He rated 
his pain level 6 to 7 out of 10. The pain 
and swelling of his legs contributed to 
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Table 1: Medication Regimen

Indication Initial Medication Regimen Pharmacist Recommended Medication
Hypertension clonidine 0.1 mg po QID amlodipine 10 

mg po daily hydralazine 100 mg po BID
Switched to:
lisinopril 40 mg po daily chlorthalidone 50 mg 
po daily

Peripheral Edema furosemide 40 mg po QAM No change

Neuropathic Pain gabapentin 300 mg po TID Switched to:
duloxetine 60 mg po daily

Depression trazodone 50 mg po daily

Anxiety lorazepam 1 mg po prn

Diabetes Mellitus type II insulin glargine 50 units QAM No change

Hyperlipidemia simvastatin 20 mg po QHS Switched to:
atorvastatin 40 mg po QHS

GERD pantoprazole 40 mg po QAM No change

Nausea, Diabetic
Gastroparesis

metoclopramide 10 mg po BID No change

Gout/ Hyperuricemia allopurinol 100 mg po daily Increased:
allopurinol 100 mg po BID
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his sedentary lifestyle and depression. 
When asked about his average blood 
pressure and blood glucose readings, 
he did not know his levels. He did 
not own a blood pressure or glucose 
monitor to perform self-monitoring at 
home. He stated he was compliant 
with his medication, but his simvas-
tatin was not filled over the last three 
months. The patient’s most recent 
labs from May 2014 showed a hgbA1C 
of 15.5%, fasting plasma glucose 145 
mg/dL, total cholesterol 335 mg/dL, 
triglycerides 200 mg/dL, LDL-c 255 
mg/dL, urate 9.5 mg/dL and serum 
creatinine 2.74 mg/dL.

After the MTM session, the 
patient’s medication therapy and prob-
lem list were assessed. The recom-
mendations and rationale for changes 
are provided on Table 2. A SOAP note 
was faxed to his physician, which 
included the recommended revised 
medication regimen in Table 1.

Physician Response
The recommendations were even-

tually accepted after multiple follow-
up attempts by the pharmacy. The 
physician faxed the pharmacy back 
two weeks after the initial request, 
accepting all the medication changes. 
However, the actual prescriptions 
were not called into the patient’s phar-
macy until a month later. This was due 
to a misunderstanding by the physi-
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cian’s office that the pharmacy’s MTM 
service can make medication changes 
on its own. After clarifying that the 
physician had to call in the changes, 
the patient’s new medications were 
available.

Follow-up
The patient was contacted two 

months after the medication changes. 
The patient’s insomnia improved and 
his pain was less frequent, allowing 
him to increase his physical activ-
ity. The patient’s peripheral edema 
resolved and his furosemide was 
discontinued. There was no change in 
his nausea and vomiting, but this could 
be attributed to his dialysis. When 
asked about his blood sugar and blood 
pressure, the patient was still uncertain 
of his readings. He still did not own 
a blood pressure machine or test his 
blood sugar regularly. The physician’s 

the full effect of the MTM service. 
Electronic health records help alleviate 
misunderstandings in hospitals and 
closed health network systems such 
as the VA and Kaiser, but this is still a 
significant barrier for many community 
pharmacies. The passing of SB 493 will 
help reduce health miscommunications 
since pharmacists can have prescrip-
tive authority and directly implement 
their recommendations. However, the 
most significant obstacle to providing a 
successful MTM service is the patient. 
Though providers can make many rec-
ommendations, patients must also take 
an active role in their own health care.

Conclusion
Medication therapy management 

is an opportunity for pharmacists to 
provide a direct patient care service, 
which utilizes their extensive knowl-
edge about medication, including: 
adverse drug event management, 

Table 2: Problem List & Recommendations

Problem List Recommendations & Rationale
Peripheral Edema & HTN 
management

•	 Discontinue clonidine, hydralazine, and amlodipine since peripheral edema is a well-known 
adverse effect.1 If edema improves, discontinue furosemide.

•	 Start ACE-I and thiazide diuretic per JNC VIII for HTN management.2

•	 Sodium restriction to 2.3 g/day and increase fruit/vegetable consumption per DASH diet.3

•	 Obtain blood pressure monitor to enhance patient awareness of BP control.

DM2 •	 Test blood sugar six times a day over several days to assess glucose patterns and adjust 
insulin therapy as needed.

•	 Reinforced insulin injection technique with patient.
•	 Recommended yearly foot and eye exam and the following vaccinations: influenza, HBV, 

and pneumococcal vaccine.
•	 Recheck A1C in four months, goal A1C < 7% per ADA3.

Hyperlipidemia •	 Switch patient to a high intensity statin since patient’s LDL > 190 mg/dL and age < 75 
years old per ACC/AHA 2013 lipid guideline.6

•	 Atorvastatin was recommended because it is less lipophilic than simvastatin and may 
be less likely to cause CNS effects, such as cognitive dysfunction.4 Atorvastatin is also 
cheaper compared to the other high intensity statin, rosuvastatin.

•	 Lipid panel and LFTs in three months to monitor for efficacy and adverse effects.
•	 Reinforced importance of non-weight bearing exercise for at least 30 minutes daily, as 

tolerated by patient.

Pain Management •	 Start duloxetine since it is indicated for peripheral neuropathy, depression and anxiety. 
Discontinue trazodone, lorazepam and gabapentin.

•	 Starting duloxetine will reduce the number of medications the patient is taking, potentially 
leading to improved medication adherence.7

Gout •	 Recommended low purine diet to help further reduce patient’s serum uric acid level.
•	 Increase allopurinol dose in weekly increments to a recommended dose of 200-300 mg 

daily1.

Nausea •	 Instructed the patient to take pantoprazole 30 minutes before breakfast and take all his 
other medications after food.

•	 Advised patient to eat smaller meals, preferably bland foods.

office was contacted for updated labs, 
but none were available. Labs were 
ordered over a month ago; however, 
the patient did not complete them. 
After further follow-up with the patient, 
he stated he was forgetful and would 
obtain the labs when he had time.

Limitations
This patient case illustrates the 

impact that pharmacists can have 
on reducing medication burden and 
the benefits of collaboration among 
healthcare providers. However, many 
challenges continue to exist for MTM 
services, especially in an outpatient 
setting. The time to implement the 
medication recommendations required 
extensive follow-up by the pharmacy 
to ensure the physician received the 
recommendations and the prescrip-
tions were actually written for the 
patient. Moreover, it was very dif-
ficult to obtain updated labs to assess 
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pharmacokinetics, and pharmacol-
ogy. Despite the evident challenges 
this case presents, there are many 
opportunities that have the potential 
to foster a more efficient pharmacy 
service. Further research is needed 
to promote greater patient adherence 
and collaborative communication 
amongst healthcare providers.
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Introduction

Nearly 30 million Americans 
are living with diabetes today, 
contributing to significant 

health care costs, morbidity and 
mortality. The vast majority, about 
95%, is diagnosed with type 2 dia-
betes mellitus (T2DM).1 The number 
of individuals living with diabetes is 
expected to grow, and yet adequate 
glycemic control remains difficult 
and is often not achieved with 
traditional pharmaceutical agents. 
Hypoglycemia and weight gain are 
particularly problematic in the use 
of commonly prescribed intensive 
antidiabetic regimens. The glucagon-
like peptide-1 (GLP-1) agonists, a 
relatively new pharmacologic class 
emerging in 2005, have gained 
popularity due to their ability to 
contribute to glycemic control with 
a low risk for hypoglycemia and 
additional favorable non-glycemic 
effects.2-4 In 2014, there were two 
new GLP-1 agonists added to the 
market with additional agents in 
development. Five GLP-1 agonists 
currently have FDA approval for the 
treatment of T2DM in the United 
States: exenatide (Byetta®, Astra-
Zeneca), liraglutide (Victoza®, Novo 

Nordisk), exenatide extended release 
(Bydureon®, AstraZeneca), albiglutide 
(Tanzeum®, GSK) and most recently, 
dulaglutide (Trulicity®, Eli Lilly). 

Pharmacology
GLP-1 agonists mimic GLP-1, an 

endogenous human peptide that 
stimulates the release of insulin from 
pancreatic beta cells and suppresses 
glucagon secretion from pancreatic 
alpha cells in a glucose-dependent 
fashion.2-5 GLP-1 levels naturally rise 
during meals and are very low during 
the fasting state.4 Additionally, GLP-1 
agonists act via the autonomic nerv-
ous system to reduce gastric motility 
and delay gastric emptying, resulting 
in prolonged satiety. Appetite sup-
pression is also centrally activated by 
GLP-1 agonists’ action on the hypo-
thalamus. Endogenous GLP-1 levels 
are reduced in individuals with T2DM 
and the insulinotropic response to 
the peptide is less effective.2-5 Thus, 
exogenous GLP-1 supplementation 
is an intuitive and targeted therapy in 
the treatment of T2DM. 

The GLP-1 agonists as a class 
can be expected to reduce glycated 
hemoglobin (A1C) by one to one and 

one-half percent on average through 
these mechanisms, though the 
longer-acting agents have shown to 
contribute to a greater reduction.2-5

Besides their A1C-lowering 
effects, GLP-1 agonists have the 
benefit of eliciting modest weight 
loss, as opposed to most other 
antidiabetic therapies, which are 
either weight neutral or contribute to 
weight gain.2-5 While this beneficial 
effect occurs gradually, emerging 
data suggests that the reduction is 
progressive and continues through-
out long-term therapy.2 In light of 
this effect, the GLP-1 agonist liraglu-
tide recently gained an FDA indica-
tion for chronic weight management 
in individuals without diabetes. 

Furthermore, GLP-1 agonists 
reduce blood pressure and a mild 
increase in heart rate has been 
observed.2 The clinical significance of 
these occurrences is still unknown. 
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Pharmacokinetics 
The GLP-1 agonists are all formu-

lated as self-injections and can be 
categorized as short acting (exena-
tide, liraglutide) dosed once or twice 
daily and long acting (albiglutide, dula-
glutide, exenatide extended release) 
dosed once weekly. The elimination 
half-lives of the agents vary, reflect-
ing the dosing interval, and range 
from 2.4 hours for exenatide immedi-
ate release to two weeks for exena-
tide extended release. Administration 
by subcutaneous injection avoids pro-
teolytic degradation of the peptide.

The short-acting agents have short 
half-lives, resulting in fluctuating 
GLP-1 levels that more closely mimic 
the endogenous GLP-1 response. 
These short-acting GLP-1 agonists 
contribute most to a reduction in 
postprandial glucose levels, whereas 
the long-acting GLP-1 agonists act 
primarily on the reduction of fasting 
plasma glucose due to more consist-
ent supraphysiologic activation of the 
GLP-1 receptor.4 

Albiglutide and dulaglutide are 
formulated as conjugate proteins 
to extend their duration of action 
enabling once-weekly dosing. Their 
large size precludes entry to the 
central nervous system across the 
blood-brain barrier. As a result, these 
agents have less of an impact on sati-

pared to other medication classes in 
addition to the short-acting agents.7-23 

The DURATION trials examined 
the efficacy of once-weekly exena-
tide compared to other antidiabetic 
agents, including oral agents and 
injectables. Exenatide once weekly 
demonstrated larger reductions in 
A1C compared to exenatide twice 
daily, and favorable efficacy in 
regards to glycemic control, weight 
loss and decreased systolic blood 
pressure compared with metformin, 
pioglitazone, sitagliptin and insulin 
glargine. The A1C reductions were 
greater for liraglutide than exena-
tide.7-13

The HARMONY trials evalu-
ated the efficacy of albiglutide, and 
demonstrated a dose-dependent A1C 
reduction, with greater reductions in 
the albiglutide groups compared to 
placebo, sitagliptin, glimepiride and 
insulin lispro. The reductions were 
lower in the albiglutide groups com-
pared to pioglitazone and liraglutide. 
Albiglutide demonstrated the advan-
tage of less nausea compared to 
liraglutide.14-20

Finally, in the AWARD trials, 
dulaglutide was the first once-weekly 
GLP-1 agonist to show efficacy 
similar to liraglutide; however, the 
liraglutide arms of the study exhibited 
greater weight loss.21-23 

Place in Therapy
According to the American Dia-

betes Association (ADA) Guidelines, 
metformin remains the mainstay 
for the initial treatment of T2DM in 
combination with therapeutic lifestyle 
changes. If monotherapy at the maxi-
mum tolerated dose does not achieve 
or maintain the A1C target over three 
months, the next recommendation 
is the addition of one of four oral 
agents, a GLP-1 agonist or basal insu-

Medication Class HbA1c Reduction Adverse Effects Cost 
Biguanide 1-1.5% GI upset $
GLP-1 agonist 1-1.5% Nausea $$$
Insulin (basal) 1.5-3.5% Hypoglycemia, weight gain $-$$
Sulfonylurea 1-1.5% Hypoglycemia, weight gain $

ety promotion and weight loss. The 
other once-weekly agent, exenatide 
extended release, is formulated for 
slow release via microsphere technol-
ogy.2,6 

Adverse Effect Profile 
The incidence of hypoglycemia 

is rare for GLP-1 agonists when 
used alone, as the mechanisms for 
insulin stimulation and glucagon 
inhibition are glucose-dependent. 
Gastrointestinal (GI) symptoms, 
including nausea and vomiting, are 
the most common adverse effects 
of the GLP-1 agonists as a class.2-6 
It is most likely that these adverse 
effects are in relation to the class 
effect of delayed gastric emptying. 
Symptoms diminished over time in 
clinical trials, and can be ameliorated 
with dose titration during therapy 
initiation with some agents. The inci-
dence rates of adverse effects vary 
across the GLP-1 agonists, though 
GI side effects are more pronounced 
with the short-acting agents, particu-
larly liraglutide.2,3

Pancreatitis and certain endocrine 
cancers, such as thyroid tumors, have 
been reported with the use of GLP-1 
agonists; however, there are insuffi-
cient data to confer a causal relation-
ship.2-6 In recognition of caution, 
individuals with a personal or family 
history of these cancers should not 
use GLP-1 agonists and the medica-
tion should be discontinued if signs of 
pancreatitis are present. 

Efficacy/Clinical Trials
The GLP-1 agonists have demon-

strated efficacy compared to other 
antidiabetic agents in several large, 
phase three trials.2,4,5. More recent tri-
als have evaluated the efficacy of the 
promising once-weekly agents com-
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lin. The patient should be central in 
therapy decision-making, taking into 
consideration individual preference, 
cost, A1C lowering capabilities and 
adverse effect profiles.24  The cost of 
GLP-1 agonists remains high, though 
the advantages of minimal hypoglyce-
mia and weight reduction compared 
to basal insulin and oral agents are 
important considerations in treatment 
decision-making. The use of GLP-1 
agonists may prove to be most ben-
eficial in individuals with concomitant 
T2DM and obesity.

When deciding amongst GLP-1 
agonists, pharmacy benefit formulary 
coverage will play an important role 
in deciding an agent due to their high 
costs. Frequency of dosing, ease of 
administration (such as the availability 
of a pen injector) and needle size may 
also be important factors for patient 
preference. 

Summary 
The GLP-1 agonists are an excit-

ing development in the treatment of 

T2DM with their potential for gly-
cemic control without major hypo-
glycemia and the added benefit of 
weight loss. The once-weekly agents 
have further promise with the hope 
of increased patient compliance and 
better glycemic control. The poten-
tial of these agents has spurred the 
development of new agents within 
the class in the pipeline, in addition to 
research expanding the scope of their 
use in weight management, type 
1 diabetes and in combination with 
basal insulin.

Generic 
Name

Trade 
Name

Dosage and 
Frequency Dosage Form HbA1c 

Reduction Needle Gauge Cost (AWP)

Unique Aspect  
(ADR/

Indication/ 
Drug 

Interaction)
Albiglutide Tanzeum 30mg SubQ 

weekly

May increase 
to 50mg (max) 
if inadequate 
glycemic 
response

30mg (1) pen 
injector

50mg (1) pen 
injector

1% 29 30mg (1): $97.79

50mg (1): $97.79

Dulaglutide Trulicity 0.75mg SubQ 
weekly

May increase 
to 1.5mg (max) 
if inadequate 
glycemic 
response

0.75mg/0.5mL 
(0.5mL) pen 
injector

1.5mg/0.5mL 
(0.5mL) pen 
injector

1.5% 29 0.75mg/0.5mL 
(0.5mL): $146.50

1.5mg/0.5mL 
(0.5mL): $146.50

First weekly 
agent to show 
similar efficacy 
to liraglutide

Exenatide Byetta 5mcg SubQ BID 
within 60 minutes 
prior to a meal

May increase to 
10mcg BID after 
1 month based on 
response

5mcg/0.02mL 
(1.2mL) pen 
injector

10mcg/0.04mL 
(2.4mL) pen 
injector

1% Needles not 
included with 
pen 

Compatible 
with 29-, 30- 
or 31-gauge 
disposable pen 
needles

5mcg/0.02mL 
(1.2mL): $574.01

10mcg/0.04mL 
(2.4mL): $574.01

May increase 
INR

Bydureon 2mg SubQ weekly 2mg (1) pen 
injector

2mg (1) 
suspension, 
reconstituted 

1.5% 23 2mg pen-injector 
(1): $142.58

2mg suspension, 
reconstituted (1): 
$142.58

May increase 
INR

Kit requires 
reconstitution 
by patient

Liraglutide Victoza 0.6mg SubQ daily 
x1week, then 
1.2mg SubQ daily

May increase 
to 1.8mg if 
optimal glycemic 
response not 
achieved 

18mg/3mL 
(3mL) pen 
injector

1.5% Needles not 
included with 
pen

Recommended 
to use 
32-gauge  
disposable pen 
needles

18mg/3mL 
(3mL): $235.44

FDA indication 
for chronic 
weight 
management

Highest 
frequency of 
nausea 
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1. GLP-1 is:
a. An endogenous human peptide
b. Stimulates the release of insulin 

from the pancreatic alpha cells
c. Suppresses glucagon secretion 

from the pancreatic beta cells
d. All of the above

2. As a class the GLP-1 Agonist are 
expected to do all of the following 
except:
a. Reduce blood pressure
b. Reduce A1C
c. Cause Modest Weigh gain
d. May be used in individuals 

without diabetes

3. GLP-1 agonist are all formulated as 
self-injections.
a. True
b. False

4. The agents have been formulated as 
conjugate proteins in order to extend 
their duration of action allowing for 
once a day dosing.
a. True
b. False

5. Side effects of GLP-1 are:
a. Hypoglycemia which is common 

in GLP-1 agonist when used 
alone

b. GI symptoms are the most 
common adverse effects seen 
with the GLP-1

c. Do not appear to diminish over 
time.

d. GI effects the same regardless if 
short or long acting agent

6. Individuals with a personal or family 
history of thyroid tumors should not 
use GLP-1 agonist.
a. True
b. False

7. According to the ADA Guidelines:
a. Metformin remains the mainstay 

for initial treatment of Type 2 DM
b. GLP-1 could be added as a 

secondary agent to Metformin if 
target A1C is not achieved after 
3 months

c. Patient should be involved in the 
secondary agent decision.

d. All of the above.

8. Which of the following are factors to 
discuss with the patient when decid-
ing which GLP-1 agonist to use?
a. Pharmacy benefit formulary 

coverage
b. Frequency of dosing
c. Ease of administration
d. All of the above

9. Considerations the clinician needs 
to take into consideration when 
prescribiing GLP-1 agonists are:
a. Poor glycemic control
b. Potential weight gain
c. Improved patient compliance
d. All of   the above
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Savings
Pharmacists save with Preferred. Preferred’s rates are set for long term consistency and competitiveness,
and are managed by focusing on safety and injury prevention, fraud preventions and the control of
medical costs for your pharmacy by getting employees back to work as soon as practical. All pharmacies
should request a premium indication from Preferred to see what they could be saving.

Service
Mercer’s team of insurance advisors is knowledgeable about the needs of pharmacists and is available
to walk you through the application process, either by phone, or in person. Preferred’s claims examiners
are friendly, accessible and are experts in helping members with an employee injury or illness claim.
Plus Preferred’s payroll management and flexible payment plans help you manage your premiums in
the way that works best for you and your pharmacy’s cash-flow needs.

Safety
In addition to mandatory CalOSHA information and videos on workplace safety, Preferred’s team of
Risk Advisors are available for consultations when you need them. They also have a strong fraud
prevention policy and as a California-based carrier, they know exactly what it takes to do business
successfully in this State. All things that help keep your employees and your business safe.

Stability
Preferred Insurance prides itself on its stability, which includes maintaining some of the best and most
consistent pricing available for CPhA members. And because of its Medical Provider Network of 
credentialed medical professionals, claim costs can be closely monitored and managed while providing
quality care to injured employees. Preferred’s unique approach helps keep your costs of doing business
predictable and stable.

Don’t forget to get a premium indication before your policy renews!
Call 888-926-CPhA, email CPhA.Insurance.service@mercer.com or visit 
www.CPhAMemberInsurance.com.

See how CPhA’s Workers’ Compensation team can help you save!
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Introduction

Prior to the implementation of 
the Affordable Care Act (ACA) 
in 2010, 20% of Medicare 

patients discharged from a hospital 
were readmitted within 30 days,1 
costing Medicare over $26 billion 
annually.2 Consequently, one of the 
aims of the ACA was to prevent high 
readmission rates by launching pro-
grams such as the Hospital Readmis-
sion Reduction Program. The goal 
of these programs was to reduce 
payments to hospitals with excess 
Medicare readmissions for heart 
failure, myocardial infarction, and 
pneumonia.2 Aside from poor quality 
of care, medication error has been 
associated with high readmission 
rates, with nearly one in five patients 

experiencing an adverse event within 
three weeks of being discharged.3 
Hospitals are implementing transi-
tional care strategies to improve the 
coordination and continuity of care 
for patients as they transfer from 
hospital to home. This initiative has 
sparked conversation about which 
health care providers are in the best 
position to provide these services.

Pharmacists are under-utilized 
during care transitions,4 even though 
evidence suggests the benefit 
of their inclusion.5 In a study by 
Kirkham et al., a pharmacist-led 
transitional care program, which 
promoted medication adherence 
through bedside delivery of post-
discharge medications and follow-
up telephone calls after discharge, 

decreased the likelihood of read-
mission twofold compared to non- 
pharmacist led transitional care. As 
medication experts, hospital phar-
macists can provide higher levels of 
transitional care services through 
medication reconciliation, patient 
education, physician consults, and 
post-discharge communication to 
providers in other settings.6 Com-
munity pharmacists can also play a 
crucial role in transitional care, by 
performing comprehensive medica-
tion reviews to prevent post- dis-
charge adverse events.4

The objective of this study was to 
investigate the attitudes of phar-
macists toward potential expansion 
of their roles and responsibilities 
in regard to transitional care from 

Pharmacists and the Affordable Care Act: 

Attitudes  
Toward the 
Pharmacist’s Role 

in Transitional Care 
from Hospital to Home
By Tiffany (Tonhu) Nguyen; Anna Gruzman; Lucille Sun; Mariko Yokokura; Shawn Sun; Chiara 
Bui; Sunny Lu; Neerali Patel, PharmD; and Glenn Yokoyama, PharmD

Research: CAPSLEAD
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hospital to home. We also aimed 
to identify the primary barriers in 
providing transitional care services 
in hopes that solutions may be 
addressed in future research.

Methods
We conducted a cross-sectional 

survey of licensed pharmacists in 
California between June 2014 and 
September 2014. We used Qual-
trics and SurveyMonkey as our 
online survey platforms. The survey 
consisted of eight demographic 
questions related to work setting, 
gender, age group, and ethnicity, 
followed by three multiple-choice 
questions regarding implementation 
of and barriers to transitional care. 
Fifteen 5-point Likert scale ranking 
questions assessed pharmacists’ 
attitudes on transitional care and 
the responsibilities of pharmacists 
involved in transitioning a patient 
from the hospital to a community 
setting. The 5-point scale was rated 
as strongly disagree, disagree, neu-
tral, agree, and strongly agree.

Survey participants were recruited 
by email through CPhA and CSHP 
listservs. Additional participants 
who were not members of CPhA or 
CSHP were also contacted through 
email. These included pharmacists 
from various hospital, independent, 
and chain retail pharmacies. Survey 
responses were analyzed using the 
Wilcoxon-Mann Whitney statistical 
test with 95% confidence.

Results
Of 528 participants who started 

the survey, 328 met inclusion criteria 
of “practicing pharmacist” in Cali-
fornia who completed the question-
naire. Two hundred participants did 
not complete the survey and were 
excluded from data analysis, and 
an additional 20 participants were 
excluded for either indicating a 
primary profession other than phar-
macy, or identifying as “student” or 
“pre-pharmacy.” Participant demo-
graphics are shown in Table 1.

Respondents to the survey were 
stratified by work setting and years 

of experience. Work setting was 
simplified to two categories: “outpa-
tient” or “inpatient”. The following 
were considered outpatient work 
settings: ambulatory, independ-
ent, compounding, retail chain, and 
hospital outpatient. Only hospital 

inpatient pharmacists were catego-
rized as “inpatient.” Respondents 
who indicated working in both types 
of work settings, or none of the cat-
egories listed, were excluded from 
the inpatient and outpatient compari-
son groups. Pharmacists were also 

Table 1: Participant Demographics

Characteristics Subjects (n=328)

Gender
Male 165 (50.3 %)

Female 162 (49.4 %)

Age Group
25 and under 16 (4.9 %)

26-35 98 (29.9 %)

36-45 52 (15.9 %)

46-55 56 (17.1 %)

56-65 55 (16.8 %)

Over 65 51 (15.5 %)

Ethnic/Racial Background
African American/Black 5 (1.5 %)

Asian or Pacific Islander 140 (42.7 %)

Caucasian 148 (45.1 %)

Hispanic/Latino 12 (3.7 %)

Native American 1 (0.3 %)

Other 6 (1.8 %)

Choose to not disclose 16 (4.9 %)

Additional Training
Residency 88 (26.8 %)

Fellowship 10 (3.0 %)

Neither 224 (68.3 %)

Both 6 (1.8 %)

Work Environment
Academia 16 (5.7 %)

Ambulatory care 22 (7.9 %)

Compounding pharmacy 9 (3.2 %)

Independent pharmacy 47 (16.8 %)

Inpatient hospital 65 (23.3 %)

Outpatient hospital 7 (2.5 %)

Retail chain pharmacy 78 (28.0 %)

Other 35 (12.5 %)

Years of Experience
0-5 years 104 (31.7 %)

6-10 years 33 (10.1 %)

11-20 years 43 (13.1 %)

Over 20 years 148 (45.1 %)



30      CALIFORNIA PHARMACIST  |  FALL 2015  |  www.cpha.com

stratified by years of experience: 
“greater than five years” or “five 
or fewer years” of pharmacy work 
experience.

Overall, respondents identified 
a lack of time (49.9%) and a lack of 
communication between hospital 
and community pharmacists (41.8%) 
as the two greatest barriers to 
providing transitional care services 
[Figure 1]. However, when com-
paring outpatient versus inpatient 
responses, outpatient pharmacists 
viewed lack of communication 
between hospital and community 
pharmacists as the greatest barrier 
(49.7%), followed by difficulty billing 
for services (41.3%). Of inpatient 
respondents, 77.1% indicated lack 
of time as the greatest barrier, fol-
lowed by difficulty billing for services 
(30%). Therefore, the magnitude of 
responses to each barrier differed 
between outpatient and inpatient 
pharmacists.

Six Likert scale questions showed 
a significant difference between 
outpatient and inpatient pharmacists’ 
attitudes toward communication 
between outpatient and inpatient 
settings, knowledge and skills of 
community pharmacists in provid-
ing transitional care services, and 
the scope of practice of community 
pharmacists [Figure 2]. In addition, 
compared with pharmacists who 
have more than five years of experi-
ence, the less experienced pharma-
cists agreed more strongly (p<0.05) 
with statements that supported the 
expansion of pharmacist roles, as 
well as with statements that sup-
ported the ability of pharmacists to 

0% 20% 40% 60% 80%

Lack of communication between hospital and community

Lack of access to patient medical records

Difficulty billing for these services

Lack of interest from pharmacists

Lack of management support

Lack of benefit to patients

Inadequate training

Lack of time

Other

Outpatient Pharmacy
Inpatient Pharmacy

% of pharmacists who chose above statement as the greatest barriers

Figure 1. Greatest Perceived Barriers in Providing Transitional Care Services

provide transitional care services 
[Figure 3].

Discussion
In our survey, the inpatient cohort 

cited lack of time as the primary bar-
rier, while the outpatient cohort cited 
lack of communication. Inpatient 
pharmacists were also less agree-
able than outpatient pharmacists in 
statements supporting community 
pharmacists’ knowledge and skills in 
providing transitional care services. 
We also identified that pharmacists 
with five or fewer years of practice 
experience were more supportive 
of pharmacists’ skills and of their 
potential expansion of roles under 
the ACA compared to more experi-
enced pharmacists.

The greatest barrier as perceived 
by outpatient pharmacists may 
result from the lack of easily acces-
sible medical records like Electronic 
Health Records (EHR).7Access to 

pertinent patient information such 
as laboratory values, lists of medical 
conditions, and immunization history 
may greatly help outpatient pharma-
cists provide more comprehensive 
and effective transitional care ser-
vices. There are increasing efforts to 
integrate community pharmacy into 
the transitional care process, such 
as Walgreens’ collaboration with the 
UCSF Medical Center to allow com-
munity pharmacists to access UCSF 
patient records.8 The widespread 
implementation and utilization of 
EHRs in community pharmacies may 
help resolve the challenge of lack of 
communication in transitional care. 
Inpatient pharmacists’ struggle with 
lack of time may reflect understaff-
ing, as seen in ASHP’s national inpa-
tient pharmacy survey.9 Pharmacists, 
who replied that their systems did 
not work well in regard to medica-
tion reconciliation during transitional 
care, cited lack of staff resources as 
the most common barrier (37.4%). 

As the profession continues to expand,  
particularly with the passage of SB 493 in  

California, it is critical for pharmacists in different  
settings to efficiently and effectively communicate  

to provide improved patient care.
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Understaffing in hospitals may help 
explain why inpatient pharmacists do 
not have the time to provide transi-
tional care services or to communi-
cate patient information to outpatient 
pharmacists.

Our survey highlights a difference 
in perspective between inpatient 
and outpatient pharmacists on the 
skills and knowledge of community 
pharmacists in providing transitional 
care. Community pharmacists often 
agree with the public opinion in 
viewing their primary role as medica-
tion dispensers rather than providers 
of patient-centered care.10  Thus, 
pharmacists’ self-perception may be 
an important barrier to overcome in 
implementing practice change initia-
tives.10  The changing landscape of 
patient needs and the implementa-
tion of SB 493 (a recent California bill 
that provides the foundation for the 
expansion of pharmacist roles) may 
allow community pharmacists to 
be more visible health care profes-
sionals who are active in improving 
patient care.

We also found that pharmacists 
with five or fewer years of experi-
ence were more supportive of 
transitional care efforts. This result 
was unsurprising since less expe-
rienced pharmacists may be more 
open to new systems and changes in 
infrastructure. With implementation 
of the ACA and the passage of SB 
493, the legal infrastructure stage in 
California is set to provide pharma-
cists with the opportunity to expand 
their clinical role.

Limitations
Our study has several limitations. 

First, since we had more contacts 
in Northern California than the rest 
of the state, convenience sampling 
may result in lower generalizability 
to areas outside of Northern Cali-
fornia. Second, since we used the 
CPhA and CSHP listservs as the 
primary survey distribution vectors, 
there was a risk of pharmacists with 
dual membership taking the survey 
twice, which may have affected the 
statistical significance of our find-

Over 3,200 California pharmacies have already signed up to 
electronically track and block precursors.

Help track and block
illegal meth in California

Join the fight today at no cost to you 
Find out more at appriss.com/nplex-cpha
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ings. Another potential problem with 
targeting organizational listservs 
is that these pharmacists may be 
disproportionately more involved and 
proactive in the field, and thus, their 
opinions may not be reflective of 
pharmacists as a whole. Additionally, 
a portion of the surveys was dis-
tributed to pharmacists by personal 
emails; therefore, an accurate survey 
response rate could not be calcu-
lated.

Although our study evaluated 
pharmacists’ attitudes toward poten-
tial roles within transitional care, this 
may not translate into actual prac-
tice. Even if opportunities for phar-
macists expand, their involvement 
in transitional care is dependent on 
building an infrastructure supportive 
of role changes.

Conclusion
Despite limitations, our results 

offered insight into pharmacists’ 
views on transitional care and identi-
fied areas of deficiency in current 
practice. As the profession contin-
ues to expand, particularly with the 
passage of SB 493 in California, it is 
critical for pharmacists in different 
settings to efficiently and effectively 
communicate to provide improved 
patient care.
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Figure 2. Likert Scale Responses Stratified by Inpatitent and Outpatient 
Pharmacists. 
The p-values for 2a, 2b, and 2c are 0.0002, 0.0008, and 0.0001, respectively.
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To kick off the new school year, San 
Joaquin Pharmacists Association 

(SJPhA) held a Welcome Back BBQ 
on September 3rd for the first and sec-
ond year students. Over 200 attend-
ees got to enjoy hot dogs and burgers 
grilled by SJPhA President, Dr. Alex 
Kang, and SJPhA Board Member and 
faculty, Dr. Ed Rogan. Students were 
able to network with pharmacists 
from the local area who introduced 
them to all that SJPhA does, such 
as supporting student activities and 
providing mentorships. Students also 
were able to hear about what they can 
do to gain valuable experience outside 
of the curriculum by working with the 
association.

On September 8th, a group of 
passionate students took a trip to the 
Capitol with our Student Pharmacists 
Advocacy Coalition (SPAC). Students 
attended a senate session where 
they were able to see the legislative 
process in action. Afterwards, they 
received a tour from Brian Lian, a third 
year pharmacy student on rotations, 
who works with Senator Jeff Stone, a 
fellow pharmacist. Students were also 
able to formally meet numerous sena-
tors and chat about current legislation. 
It was an eye-opening experience for 

those who were just learning about 
the inner workings of our legislative 
process.

University of the Pacific (UOP) 
formally welcomed the Class of 2018 
on September 12th at their White 
Coat Ceremony. Families and friends 
watched their loved ones cross the 
stage and formally bear their white 
coats for the first time. Keynote 
speaker Doug Hillbom, UOP alumnus 
and Vice President of Professional 
Practice and Pharmacy Policy at 
OptumRx, gave a very motivational 
speech to each of the students and 
attendees about what joining the pro-
fession of pharmacy would mean. As 
our very own Alumni of the Year, his 
advice felt very personal and mean-
ingful for the Pacific Family. It was a 
momentous celebration for the school, 
families, friends, and especially our 
new first year student pharmacists 
who left the ceremony inspired to 
learn as much as possible for their 
future patients. 

On September 13th, California 
Pharmacists Association – Academy 
of Student Pharmacists (CPhA-ASP) 
held its inaugural Land Park Intercol-
legiate Health Fair at a local farmer’s 
market in Sacramento. This health fair 

included student pharmacists from 
UOP, Touro University, and California 
Northstate University. This event 
included free flu shots, blood pressure 
screenings, blood glucose and choles-
terol screenings, and many different 
forms of health education. Regular 
market attendees stopped by to learn 
a quick fact or get their flu shots while 
picking up flowers, fruits, and snacks 
from the rest of the farmer’s market. 
We reached a wide audience and 
overall, it was a successful intercol-
legiate effort thanks to all the schools 
who participated.

In celebration of American Phar-
macists Month, CPhA-ASP had many 
events lined up for the month of 
October. On the 14th, CPhA - ASP held 
“Onesie Wednesday” in which stu-
dents wore pajamas to school to pro-
mote the importance of getting a good 
night’s sleep. On the 15th, CPhA-ASP 
held “Jersey Thursday” to promote 
the importance of leading healthy lives 
through regular exercise. The month 
was filled with many more events 
to promote American Pharmacists 
Month through legislative events like 
Policy on Tap, and contests through 
social media to spread awareness of 
what pharmacists can do for patients. 

University of the Pacific
By Connie Lin, CPhA Board of Directors Representative

University of the Pacific (UOP) formally welcomed  

the Class of 2018 on September 12th at their  

White Coat Ceremony. Families and friends watched  

their loved ones cross the stage and formally  

bear their white coats for the first time.
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University of California San Francisco
By Kari Ehm, CPhA Board of Directors Representative

UCSF’s CPhA Chapter welcomed 
the new P1s this September 

with electric energy! As they learn 
more and more about our amaz-
ing profession, we love to be 
there along the way to help them 
get involved and advocate for the 
profession. Before classes even 
started, members attended the 
Speed Networking Event held by 
SMCPhA, which was an incred-
ible experience for our students. 
They spoke with many different 
pharmacists from areas including 
community, hospital, industry and 
more and also were able to partake 
in drug representative presenta-

tions to learn about new drugs 
our patients may be using 
in the future. Students who 
went were impressed with the 
organization of the event and 
with the substantial knowledge 
and experience they gained in 
that one event. Thank you so 
much SMCPhA!

Once school started, we 
spoke with first year students 
at the school wide Welcome 
Fair and at our info session 
about the benefits of join-
ing our organization and the ways 
in which they can contribute and 
participate. We also participated 
in the Talk With A Pharmacist 

Day event put on by SMCPhA. 
Our goal this year is to work on 
promoting pharmacists and what 
we do in a community setting, so 
it was great opportunity to speak 
with members of the community 
about the roles of pharmacists 
and how they can better utilize 
them.

Later this quarter, we will be 
hosting a Resume Clinic with 
Phi Lambda Sigma and the 
Office of Career and Profes-
sional Development where stu-
dents submit current resumes 
and an experienced pharmacy 
student or pharmacist reviews 

Our SMCPhA Liaison, Raymond Lee, discusses with Dr. 

Chet Yee the important organizational points of checking in 

participants at the SMCPhA Speed Networking Event. Photo 

Credit: Dr. George Pon

Our current UCSF President, Leanne Thai showed pictures of numerous events we held last year at our Informational Session. Photo Credit: Kari Ehm

it and meets with the student to 
give feedback. We will also be 
hosting the newest of our activities 
called Policy on Tap to encourage 
students to keep updated with cur-
rent legislation being implemented. 
Our amazing and multitalented law 
professor Dr. Marcus Ferrone will 
be set us straight about current 
policies and update the group to 
make sure we are ready to enter 
the field. We also plan to hold our 
annual Wine and Cheese night 
where students are able to network 
with pharmacists around the com-
munity over a glass of wine and 
some delicious cheese. Thank you 
to everyone who has already and 
will contribute to our successful 
quarter!

As [the new P1s] learn more and more about our  
amazing profession, we love to be there along the  

way to help them get involved and  
advocate for the profession.
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Touro University
Supannee Sandra Lertpaichaiyon, CPhA Board of Directors Representative

#RxBootcamp

Profit is NOT a dirty word!” Those 
were the words spoken by key-

note speaker, Dr. Robert Nickell. Dr. 
Nickell eloquently spoke about how 
to harness and improve your skills as 
a pharmacist, which led to an excit-
ing innovation competition revolving 
around SB493. Although this was the 
first event of its kind, it was a great 
success! Many students attended 
and enjoyed a full day of interactive 
education and networking. Our stu-
dents were very impressed with the 
program and felt very inspired by the 
speakers. Touro is looking forward to 
participating next year!

Pizza and Policy
While indulging in delicious kosher 

cheese pizza and pasta, students 
gathered to create new APhA policy 
proposals in order to help better the 
pharmacy profession. It was very 
successful, as its ultimate goal was 

to increase the students’ awareness 
about the importance of legislative 
advocacy for the pharmacy profession. 
Students had the opportunity to learn 
about the proposal process and how 
it can become a resolution. We all col-
laborated to recognize problems and 
concerns in the pharmacy field and 
discussed possible solutions. 

Happy American 
Pharmacists Month!

Do you know what October 
means? Other than Halloween, it’s 
American Pharmacists Month! This 
month, we celebrate and recognize 
the crucial role pharmacists play in the 
world of patient care. 

Touro University began the celebra-
tion with a unique event! On October 
7, Solano County Board of Supervisor 
Linda Seifert, District 2, presented a 
proclamation at the university declar-
ing October as American Pharmacists 
Month in Solano County. Touro was 

even featured on the Vallejo Times-
Herald! This month will continue to 
be filled with community events, like 
immunization clinics, highlighting phar-
macists’ important role in healthcare. 

Take advantage of this month to not 
only celebrate pharmacists, but also 
fundraise for your chapter! Touro’s 
APhA-CPhA chapter has catered to 
our student pharmacists by selling 
American Pharmacists Month t-shirts 
as well as white coats.

Again, happy American Pharma-
cists Month! A BIG thanks to all past, 
present, and future pharmacists!!!

What’s Next?
Touro University will be having an 

Open House on October 23, providing 
attendees with informational sessions 
about the COP program and shared 
experiences from current students. 
Learn about the professional tips for 
admissions, applications, and our 
unique 2+2 program!

Touro’s student pharmacists recently partnered with Walgreens to 
successfully immunize local patients! Touro students inspired by keynote speaker, Dr. Robert Nickell 

(left to right: Hannah Chuang, Andy Pham, Dr. Robert Nickell, 

Katherine Tran, Sandra Lertpaichaiyon, Mylien Hoang)

“

Students and staff gather to celebrate American Pharmacists Month on the steps of the university.



38      CALIFORNIA PHARMACIST  |  FALL 2015  |  www.cpha.com

Professional Events

On October 1st, APSA hosted our 
annual CPhA/CSHP Joint Lunch-

eon to kick off American Pharmacists 
Month. The goal of the event is to 
offer student pharmacists an oppor-
tunity to learn more about CPhA and 
CSHP and the benefits of member-
ship, inspire them to join these organi-
zations, and gain more insight into the 
profession. APSA’s Joint Luncheon 
provides a networking opportunity 
for student pharmacists by engaging 
them in small-group discussions with 
distinguished professionals involved in 
CPhA and CSHP. 

This year, we had 10 notable 
pharmacists (Dr. Kathy Besinque, Dr. 
Michael Conner, Dr. Melissa Durham, 
Mr. Victor Law, Dr. Vinson Lee, Dr. 
Sarah McBane, Mr. Jon Roth, Mr. 
Ralph Saroyan, and Dr. Kethen So) and 
46 eager and enthusiastic first year 
students at our very successful event. 
We received great feedback from all 
our guests and are looking forward to 
growing the event in upcoming years.

On October 9th-10th, USC student 
pharmacists attended CSHP Seminar 

University of Southern California
By Irene Chen, CPhA Board of Directors Representative

in San Diego, CA. APSA provided 
scholarships to 43 students. USC 
students attended several student 
programming workshops including 
CV workshops, round table sessions 
with specialty pharmacists, and how 
to make the best out of their IPPE and 
APPE experiences. One of the main 
attractions each year is the Residency 
Showcase, where students learn more 
about specific residency programs 
within California. USC had 5 student 
delegates alongside extremely distin-
guished pharmacists, who discussed 
the 61 proposals being presented to 
the CSHP House of Delegates. Finally, 
USC won 2nd place at the student 
quiz bowl! The main goal of Seminar 
was to “Educate, Innovate, and Ele-
vate.” USC APSA believes that after 
this weekend, their members learned 
more about our field, and walked away 
inspired to innovate and elevate the 
profession of pharmacy.

On October 3, 2015, student 
pharmacists from twelve California 
pharmacy schools gathered together 
in Irvine, CA for CPhA’s first annual 
Rx Boot Camp. This year’s theme 

focused on team communication, 
innovation and entrepreneurship. 
Student pharmacists engaged in a 
team building workshop that allowed 
them to receive the Team STEPPS 
certification.  After hearing from 
entrepreneur and pharmacist Robert 
Nickell and learning about business 
models, student pharmacists delved 
into an innovation competition that 
highlighted the new scope of practice 
for pharmacists with the passage 
of SB493.  The “Nickell Innovation 
Award” was awarded to Team #FlyRx 
who will use the $1500 prize to imple-
ment their idea. 

For American pharmacist month, 
student pharmacists at USC are initiat-
ing a new pharmacy policy campaign 
in support of the national provider 
status legislation (H.R. 592/S. 314). 
This is our opportunity to cultivate 
our future in pharmacy and raise 
awareness by showing our campus 
and community the importance of 
talking to pharmacists and knowing 
their medications. American Pharma-
cists Month is our time to educate! 
Throughout the month of October, 
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student pharmacists will educate 
other student pharmacists about the 
bills and how to take action! Student 
pharmacists will send emails to our 
legislators, fill out action cards, and 
participate in this year’s social media 
caption competition.

Community Outreach:
USC strives to promote public 

health in local communities in the Los 
Angeles Area. USC student pharma-
cists held its first health fair of the 

school year on September 26th at the 
Jackie Robinson Community Center. 
Student pharmacists reached over 55 
members in the community by provid-
ing free screenings for blood sugar, 
blood pressure, and cholesterol.

The following weekend, the SAM/
APSA “Bridge to Health” Health Fair 
was held on Saturday October 3rd, 
2015 at Mariachi Plaza, an outdoor 
venue adjacent to White Memorial 
Medical Center.. The health fair was 
part of a larger community health 

resource fair that ran concurrent with 
a 5K Run/Walk. USC student pharma-
cists offered free immunizations, body 
fat analysis, cholesterol and diabetes 
screenings to the public. Overall, the 
77 pharmacy student pharmacists and 
15 pharmacy preceptors screened 
255 participants, and 136 participants 
received flu shots. Since the demo-
graphic was mostly Hispanic, our 8 
translators (non-USC SOP affiliated) 
proved vital in relaying our health mes-
sages.
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On October 3rd some of our 
students attended the Rx 

Boot Camp in Irvine, California. 
This was very exciting for all of 
us because this was the first 
event that was designed for and 
by student pharmacists. The 
event star ted at 7am through 
7pm. It was exciting to meet 
and network with other phar-
macy students from dif ferent 
schools. The main focus for the 
event was team communication, 
innovation and entrepreneurship. 
TeamSTEPPS was introduced 
to the student pharmacists. 
TeamSTEPPS is an evidence -

based teamwork system which 
focus on improving teamwork 
and communication skil ls among 
health care providers with a goal 
of optimizing patient care and 
safety. At the end we were given 
a TeamSTEPPS cer tif ication. We 
were split into groups and given 
the chance to compete for the 
“Nickell Innorvation Award.” 
One of our classmates, Jade 
Willa, was par t of the winning 
team and got the chance to win 
a $1500 prize with the chance 
of implementing her and her 
group’s idea.

West Coast University
By Narine Arakelyan, CPhA Board of Directors Representative

The California Pharmacists Association’s exclusive new best-in-class 
Workers’ Compensation program can help you and your pharmacy save money!

For more information, contact Mercer
888-926-CPhA

CPhA.Insurance.service@mercer.com
www.CPhAMemberInsurance.com

The partnership of CPhA, Preferred Employers and Mercer are proud to provide these benefits to members:

Mercer Health & Benefits Insurance Services LLC • CA Ins. Lic. #0G39709
Copyright 2015 Mercer LLC. All rights reserved. 777 South Figueroa Street, Los Angeles, CA 90017

888-926-CPhA • www.CPhAMemberInsurance.com • CPhA.Insurance.service@mercer.com • 76788 (5/15)

Safety
Not only in the usual ways,

with mandatory information and safety
videos, but with experts that are available
for consultations, a strong fraud prevention
policy and a California-based carrier that
knows what it takes to do business in
this State. All things that help keep your
employees and your business safe.

Stability
Preferred prides itself on its

stability, which includes maintaining some
of the best pricing available to members.
And with its Medical Provider Network of
vetted professionals, claim costs can be
monitored, while providing quality care
in the event of an injury. Helping to keep
your costs of doing business stable.

Service
Mercer’s team of advisors

are knowledgeable about the pharmacy 
industry and are available to walk you
through the application process, either by
phone, or in person. Preferred’s claims
examiners are friendly, accessible and are
experts in helping members with a claim.
Plus Preferred’s payroll management and
flexible payment plans help you manage
your premiums in the best way for you.Sponsored by: Underwritten by:

M
E
R
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Full Size: 7” x 4.8”    Bleed: N/A
Folds to: N/A   Perf: N/A
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California’s workers’ compensa-
tion industry can be a treacher-
ous place for many employers. 

First, the state ranks highest for 
workers’ compensation insurance 
costs according to a recent ranking 
summary of U.S states from Oregon’s 
Department of Consumer and Busi-
ness Services*. Second, many Cali-
fornia employers are pushed towards 
third-party adjusters (TPAs) by their 
insurance companies for the handling 
of claims since a number of insurance 
companies do not manage their own 
workers’ compensation insurance 
claims in California. Moreover, many 
carriers use independent Medical 
Provider Networks (MPNs) with no 
control of member physicians so the 
quality of medical treatment is not 
always acceptable.

The CPhA-sponsored workers’ 
compensation program, underwritten 
by the Preferred Insurance Group, a 
W.R. Berkley Company, (Preferred) 
and administered by Mercer, is one 
of the best workers’ compensation 
programs available in California. Here’s 
why:

Special Rates 
With Preferred, you can rest 

assured that you are paying only what 
you need to for your workers’ compen-
sation insurance. The company is one 
of the most efficient insurance carriers 
in California by all public financial 
measures and prides itself in helping 

CPhA’s Exclusive Workers’ 
Compensation Program Can Help 
Your Pharmacy Save Money!

its customers manage their insur-
ance costs. As a strong and stable 
insurance company, you are always 
assured that you will receive the best 
combination of price and coverage 
services from Preferred.

Risk Advisory Services
Workplace safety is a priority 

for Preferred and the pharmacies it 
insures. In addition to offering the 
basic CalOSHA information and safety 
videos, Risk Advisors are available 
when you need them for consultation 
of safety practices in the workplace. 

Medical Provider Network 
(MPN)

Preferred directly-credentials all 
medical providers and only the most 
qualified are recruited into its MPN to 
serve customers. Equally important, 
Preferred handles and manages its 
own claims. There is no “farming out” 
of claims to third-party adjusters as 
is commonly practiced in the Califor-
nia workers’ compensation industry. 
This means more efficient and expert 
claim handling for pharmacies. With 
Preferred, injured employees tend to 
return to work faster than the industry 
average and effective management 
of medical fraud means lower overall 
insurance costs for CPhA members.

Personal Service
Mercer’s team of insurance advi-

sors, Matt Shumard and Al Malasig, 

are knowledgeable about the needs 
of pharmacists and can assist you 
with the application process, either by 
phone, or in person. 

With personalized and consistent 
delivery, regardless of the insurance 
market cycle, Preferred is here to 
serve you with flexible premium pay-
ment plans; a 3-ring answer rule when 
you call in to Preferred’s Customer 
Service number, 888-472-9001, (Yes, 
no voicemail!); and emails that are 
answered within 24 hours or less. 
Plus, with expert claim examiners 
who know the ins and outs of the 
California medical market, your injured 
employees can rest assured that they 
will be cared for by the best medical 
providers in the state.

Preferred is delighted to be CPhA’s 
sponsored workers’ compensation 
carrier! Together, CPhA, Preferred and 
Mercer strive to be your long term 
choice for quality workers’ compensa-
tion insurance. 

Thank you for letting us serve 
you.

For more information or a premium 
indication, contact Matt Shumard in 
Southern California at 213-280-3595, 
Al Malasig in Northern California at 
415-203-2870, or call a Mercer Client 
Advisor at 888-926-CPhA. Or visit 
www.CPhAMemberInsurance.com for 
additional information or to download 
an application.

*Source: http://www.cbs.state.or.us/external/dir/wc_cost/map.html
69941	(12/15)	Mercer	Health	&	Benefits	Insurance	Services	LLC	•	Copyright	2015	Mercer	LLC.	All	rights	reserved.
777	South	Figueroa	Street,	Los	Angeles,	CA	90017	•	888-926-CPhA	•	CPhA.Insurance.service@mercer.com	•	www.CPhAMemberInsurance.com

Member Benefit
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A GLOBAL LEADER IN CONTINUING HEALTHCARE EDUCATION

Improve your technical knowledge and advance your career with any of the following courses:

•  The Science of Pharmaceutical Compounding®: Non-Sterile Training

•  The Science of Pharmaceutical Compounding®: Technician Training

•  Essential Elements of Compounding Sterile Preparations

•  Essential Elements of Prescription Analgesic Compounding

•  Essential Elements of Prescription Hormone Compounding

•  Business Ready: Marketing & Sales for the Successful Compounding Pharmacist 

•  Advanced Non-Sterile Compounding: A Futuristic Vision

•  Preparing for a State Board of Pharmacy Compounding Practice Inspection

•  Essential Elements of Hazardous Drug Compounding

Call now or visit our website to learn more
WWW.LP3NETWORK.COM  • 1.844.408.9453 • SALES@LP3NETWORK.COM

Receive a 25% discount on the course of your choice!*
  * Limited time offer. Valid until December 31st, 2015

Our mission is to provide a platform of educational programs that will have a positive impact on your 
professional development within the healthcare industry. 

A GLOBAL LEADER IN CONTINUING HEALTHCARE EDUCATION

Improve your technical knowledge and advance your career with any of the following training 
programs:

•  The Science of Pharmaceutical Compounding®: Non-Sterile Training

•  Essential Elements of Compounding Sterile Preparations
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•  Preparing for a State Board of Pharmacy Compounding Practice Inspection

•  Business Ready: Marketing & Sales for the Successful Compounding Pharmacist 

•  Advanced Non-Sterile Compounding: A Futuristic Vision

•  The Science of Pharmaceutical Compounding®: Technician Training

Call now for more information on our  
2016 offerings and current promotions

WWW.LP3NETWORK.COM  • 1.844.408.9453 • SALES@LP3NETWORK.COM

Our mission is to provide a platform of educational programs that will have a positive impact on 
your professional development within the healthcare industry. 

The University of Florida College 
of Pharmacy is accredited by the 
Accreditation Council for Pharmacy 
Education as a provider of continuing 
pharmacy education.®
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You value your patients, your community and your independence when it comes to deciding 

what’s best for your business. And so does AmerisourceBergen. For more than 30 years, 

AmerisourceBergen and Good Neighbor Pharmacy have been committed to the future of 

independent community pharmacy by offering solutions that help you attract new patients, 

retain existing ones and operate more efficiently — all while staying true to you.

For more information, contact your sales associate or email

solutions@amerisourcebergen.com.

The Value of  You. 
The Strength of a Network.


