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Measure
what matters.
When it comes to evaluating a pharmacy’s 

healthcare delivery qualities, The 
Compliance Team has a “keep it simple” 

philosophy. It’s elemental to all of our Exemplary 
Provider® accreditation programs*.
 Starting in 1998, 
we set out to prove 
that an accredita-
tion program that 
focused on process 
simplifi cation was 
the best way for 
providers to simultaneously achieve healthcare 
delivery excellence, and an improved bottom line. 
 Today, there are thousands of our Exemplary 
Provider®-accredited pharmacies throughout the 
USA. Each is taking advantage of our value-packed 
program in their own unique way because we 
adapt our program to fi t each pharmacy’s unique 
business model; not the other way around. That 

applies to independent pharmacies as well as 
drug store chains.
 Plain language quality standards, expert-led 
webinars, documentation templates, access to our 
Patient Quality Measurement™ satisfaction 

reporting database 
and great customer 
service, all combine 
to help pharmacies 
focus on meeting 
their patient’s 
needs instead of 

being distracted by counterproductive 
accreditation-related demands. 
    To us it comes down to Safety-Honesty-Caring®.  
For pharmacists who would like to receive a free 
copy of our industry leading plain language quality 
standards go to: www.thecomplianceteam.org/
pharmacy_services.aspx or call us at 215-654-
9110.

Exemplary Provider  Accreditation®

*In addition to holding Medicare “deeming authority” to accredit Part A-Rural Health Clinics and Part B-DMEPOS providers, The Compliance Team, Inc. o� ers a complete suite of 
Exemplary Provider® accreditation programs for Pharmacy Services including: Community plus DMEPOS, Infusion, Compounding (Sterile and Non-sterile), Long Term Care, In-store 
Clinics, and Specialty Drugs.  

“”
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We are pleased that the regulations related to pharmacist-delivered services as a result of SB 
493 have been approved by the California Board of Pharmacy and are now in effect. So now 

CPhA has turned its attention to focusing on ways that pharmacists and pharmacies can build sus-
tainable financial models to ensure these services come to fruition. CPhA is pleased to announce 
that it is sponsoring a new legislative bill, Assembly Bill 2084 (AB 2084, Wood) to create a pay-
ment pathway for pharmacists.

Fifteen state Medicaid programs pay for some form of medication management services 
provided by pharmacists and six of these states have enacted legislation to establish a more 
comprehensive medication management benefit. Yet California’s Medi-Cal program does not cover 
medication management services for patients with chronic disease.

As California looks to manage the cost, quality of care, and access challenges posed by the over 
12 million Medi-Cal beneficiaries, the state needs to utilize pharmacists to better manage high-
risk patients with chronic disease. Improving the effectiveness of medication treatment presents 
a major opportunity to improve care for patients and reduce costs to the state. A significant and 
growing body of research demonstrates the benefits of pharmacist-provided Comprehensive Medi-
cation Management (CMM) services specifically designed to identify and resolve drug therapy 
problems that are preventing patients from reaching therapeutic goals.

CMM is a patient-centered, coordinated approach to drug therapy management that has been 
shown to optimize clinical and patient goals of therapy in a safe and effective manner, improving 
clinical outcomes and quality while reducing overall healthcare costs. Unlike traditional Medicare 
Medication Therapy Management (MTM) programs, CMM involves ongoing follow-up care with 
patients to continuously monitor patient progress, making the necessary ongoing adjustments to 
the medication treatment plan accordingly. CMM takes full advantage of pharmacists’ skills, knowl-
edge, and the advanced duties authorized under SB 493.

CPhA’s newly sponsored legislation, AB 2084 (Wood), allows pharmacists to be reimbursed for 
CMM services within their scope of practice when provided to Medi-Cal beneficiaries. To achieve 
this goal, AB 2084 establishes a CMM benefit for Medi-Cal beneficiaries who need ongoing medi-
cation management by a pharmacist.

Patients with chronic disease utilize a disproportionate share of healthcare resources, with 
chronic disease accounting for 76% of all physician visits, 81% of all hospital visits, and 91% of 
all prescriptions filled. The California Department of Health Care Services reports that as many as 
48.3% of Medi-Cal’s nonelderly adult population has one or more chronic diseases.

Many patients—especially those with multiple chronic diseases—do not reach clinical goals of 
therapy due to suboptimal medication regimens. Insufficient coordination among multiple provid-
ers treating patients has resulted in an overwhelming need for ongoing management of patients’ 
medications. However, there is no specific Medi-Cal benefit for these services resulting in few 
Medi-Cal patients receiving them. This has serious consequences for the Medi-Cal program includ-
ing worsening patient health status, overutilization of healthcare services, and increased overall 
expenditures.

Comprehensive Medication Management services are designed to ensure each patient’s medi-
cations (prescription, over-the-counter, and nutritional supplements) are assessed to determine 
appropriateness for the patient, effectiveness for the medical condition, safety given comorbidi-
ties and other medications, and ability for the patient to take as prescribed. CMM programs have a 
proven track record of improving patient outcomes and reducing healthcare expenditures in Medicaid 
programs. By optimizing medication therapy using a CMM approach, patients with chronic health 
conditions require fewer medical services, avoid costly hospital visits, and experience fewer hospital 
readmissions. CMM services improve clinical outcomes for patients with numerous chronic condi-
tions, including hypertension, high cholesterol, diabetes, COPD, and mental health conditions.

The U.S. Public Health Service has used pharmacists working in collaboration with other pro-
viders to provide medication management services in federal health programs for over 40 years. 
Through their experiences, and a compilation of nearly 60 peer-reviewed studies of medication 
management programs, CMM has shown consistent improvement in health outcomes and an 
average return on investment of at least $4 saved for every $1 spent.

California now needs to establish a CMM benefit in Medi-Cal to improve health outcomes and 
reduce the cost burden of chronic disease. Contact your legislator today and encourage their sup-
port for AB 2084.

Sincerely,

Jon R. Roth, CAE 
Chief Executive Officer

Sustaining Expanded Pharmacists Authorities 
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SUCCESS
PERSONALLY

As the compounding industry leader,  
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From the President

Sarah McBane, PharmD 
2015-16 CPhA President

Pharmacy Has     
  a Marketing  
    Problem

I am writing this editorial not long 
after coming back from the APhA 
Annual Meeting in Baltimore. The 

theme for the meeting was “Expand-
ing Opportunities through Patient 
Care” and sessions covered a variety 
of topics — but all led back to theme 
of pharmacists expanding role in 
healthcare. The keynote speaker 
was Dr. Rajiv Shah, a nephrologist 
known for his TEDx talk: “The New 
Disrupters in Healthcare - Pharma-
cists and Patients.” Dr. Shah’s talk, 
titled “Pharmacists Improve Care 
through Team Collaboration” dis-
cussed how pharmacists are the key 
members of health care team with 
unparalleled medication knowledge. 
No other health care professional 
has the training we do, and is not 
prepared to manage medications the 
way pharmacists can. Readers who 
missed the APhA Annual Meeting 
will have an opportunity to hear Dr. 
Shah speak at CPhA’s West Coast 

Pharmacy Exchange in San Fran-
cisco in April 2016. I also attended 
a breakout session with Dr. Shah 
and representatives from schools 
and colleges of pharmacy where we 
discussed interprofessional education 
and how that builds the foundation 
for team-based practice. Dr. Shah is 
an outspoken proponent of pharma-
cists and our role on the health care 
team — but one key message arose 
from both the keynote and breakout 
sessions: pharmacy has a marketing 
problem. Pharmacists have so much 
to offer patients. To put it bluntly, we 
know how great we are, but not that 
many other health care practitioners 
or patients know it. 

I have a few ideas on how we 
can start to address our marketing 
problem. We could start with our 
patients. Our patients are the ultimate 
consumer of our care, so we could 
invest energy in getting our patients 
to demand pharmacists’ care. We all 

I encourage each 
one of you to 

reach out to one 
individual who is 
not a pharmacist 

and start the 
conversation.
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have patients on whom we’ve made 
an impact, let’s capture and leverage 
their stories. Pharmacists can ask 
our patients to talk about us to their 
friends, their families, and their other 
health care providers. Our patients 
can share their personal stories about 
how we reduced cost of their medica-
tions, made the medication regimen 
simpler, or identified a drug interac-
tion that may have caused significant 
harm or death. I might compare 
word-of-mouth advertising to grass-
roots advocacy. Recently, I saw an 84 
year-old woman for comprehensive 
medication management. She had 
a very complex regimen arrived at 
over years of careful adjustment by 
multiple specialists. She recently 
had bupropion added to her SSRI to 
better manage her depression, but 
often missed her second daily dose 
because it was out of sync with her 
other medications. I made the very 
simple, but impactful, suggestion to 
adjust the timing to align her bupro-
pion dosing with her current routine, 
and this made it much easier for her 
to remember. In another example, I 
helped a patient with diabetes better 
adhere to her insulin by teaching her 
how to set her cell phone alarm and 
use this to remember her insulin 
dose. She now takes her insulin as 
prescribed and her A1c dropped by 
almost two points. Simple changes 
like these can mean a lot for patients. 

We can also emphasize to patients 
that we are the specialists that eve-
ryone needs. The current thinking in 
the U.S. healthcare climate is that a 
patient needs a specialist for every-
thing — a cardiologist for the heart, 
an endocrinologist for the thyroid, a 
dermatologist for the skin. Pharma-
cists are medication specialists, so 
why wouldn’t everyone who takes 
medications see a pharmacist? No 
one knows more about medications 
than the pharmacist. 

We also need to market ourselves 
to other health care providers, but 

this is a more challenging audience. 
Sometimes other health care pro-
viders feel threatened by pharma-
cists’ increasing involvement in our 
patients’ care. We need to emphasize 
that we’re not there to take patients 
away from anyone, but to help 
improve patient care and outcomes. 
Pharmacists should be part of the 
healthcare team because we can help 
individual providers and health care 
systems meet quality metrics. By 
having pharmacists focus on medica-
tions and medication related issues, 
we refocus valuable healthcare 
resources so that other healthcare 
professionals can focus on what they 
do best. A pharmacist managing 
medications alongside a physician 
in an office-based practice would 
allow the physician to devote more 
appointment time to procedures, 
which might enhance the revenue 
for that office. I’ve also personally 
found that it is essential to convince 
my physician colleagues that I care as 
much about their patients as they do, 
that I worry about the patients and 
want them to improve their health. 
In many cases this means going the 

extra mile for a patient, which might 
mean spending some time on the 
phone with third party payers for prior 
authorizations, or digging through 
primary literature to find a treatment 
option for something that falls outside 
our usual clinical guidelines. I recently 
received a comment from one of my 
physician colleagues that I think sums 
up success in the process: “Bringing 
you on board here was one of the 
best things we’ve done.” 

Pharmacists are excellent at 
promoting our benefit to ourselves, 
but we need to expand our message. 
This can seem a bit intimidating, 
but I believe it is necessary for the 
continued progress of the profession. 
Legislative changes such as federal 
provider status and a Comprehensive 
Medication Management benefit 
in Medi-Cal will make it easier for 
pharmacists to practice at the top of 
their license, but we need to promote 
ourselves and demand payment for 
our services. I encourage each one 
of you to reach out to one individual 
who is not a pharmacist and start the 
conversation. 

Pharmacists are excellent at promoting our benefit to ourselves, 
but we need to expand our message... we need to promote 

ourselves and demand for our services. 



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

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.

Manufactured for: kaleo, Inc., Richmond, VA 23219
* For California Only: This product uses batteries containing Perchlorate Material – special handling may apply.
See www.dtsc.ca.gov/hazardouswaste/perchlorate

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.  
To report adverse events, a product complaint, or for additional information about EVZIO, call: 1-301-692-1747.

  ©2016 kaleo, Inc. All rights reserved. PP-EVZ-US-0947  February 2016
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A CROSS-SECTIONAL ANALY-
SIS OF CHANGES IN THE CURES 
SYSTEM AS PERCEIVED BY SAN 
FRANCISCO BAY AREA COMMU-
NITY PHARMACISTS

Reeti Bandyopadhyay, Truc Dinh, Nola He, 
Jeffery Morimune, Brent Nguyen, Miah 
Pollak, Hindu Rao, David Szeto, Marcus 
Ferrone. 

OBJECTIVE: Evaluate the baseline 
understanding of CURES 2.0 and the 
effectiveness of an educational primer on 
increasing understanding of CURES 2.0 
among community pharmacists in the San 
Francisco Bay Area. 

BACKGROUND: Prescription drug abuse 
has continued to increase across the 
US, developing into a significant health 
concern. Many states have implemented 
prescription drug monitoring programs 
(PDMPs) in order to help curb this abuse. 
California’s PDMP, called Controlled Sub-
stance Utilization Review and Evaluation 
System (CURES) seeks to improve inter-
ventions within prescribing controlled 
medications and protect patients at risk 
of abusing them.

METHODOLOGY: Pre- and post-surveys, 
along with an educational primer, were 
designed in collaboration with the Cali-
fornia Department of Justice and sent to 
community pharmacies within the Bay 
Area through the listserv of corporations 
(CVS, Safeway, Walgreens, Walmart), 
with the aim to survey 100+ pharmacists 
(n=100).

RESULTS: Among surveyed pharmacists, 
22 completed the pre-survey and 16 
completed the post-survey. 68% (n = 
15) actually use CURES, with 59% (n = 
13) indicating confidence in their ability 
and 62% (n = 14) indicating CURES to be 
useful in curbing substance abuse. After 
viewing the educational primer on CURES 
2.0, 94% (n = 15) believed that they 
learned something they were previously 
unaware of. 88% (n = 14) believe CURES 
2.0 will be useful to help decrease sub-
stance abuse and 25% (n = 4) anticipate 
that they will use CURES for a majority 
of Schedule II prescriptions. 69% (n = 11) 
agreed that after reading the primer, they 
are more likely to utilize CURES 2.0. 

CONCLUSION: Community pharmacists 
are not taking advantage of CURES due 
to obstacles including inaccessibility, 
unawareness, and inconvenience. These 
barriers may impede pharmacists’ abil-
ity to curb substance abuse. Our study 
highlights the unmet potential of educa-
tional materials on influencing CURES 
utilization among community pharmacists, 
and therefore an untapped opportunity to 
reduce substance abuse. 

SUCCESSFUL IMPLEMENTATION 
OF INTERCOLLABORATIVE PRAC-
TICE EXPERIENCE TO PREPARE 
PHARMACY STUDENTS FOR THE 
ADVANCED PRACTICE PHARMA-
CISTS SKILLS UNDER SB 493

Kc Taylor, Yuqin Hu, Allen Keshishian, 
Henna Mahal, Faith Olivares, Adam Shah, 

Hayley M. Shuman, Stanley S. Snowden, 
PharmD, MSCR, Robert Clegg PhD, MPH, 
MCHES, and Patty Havard PharmD. Cali-
fornia Health Sciences University College 
of Pharmacy, Clovis, CA

OBJECTIVE: To develop and implement 
patient-centered, population-based, and 
interprofessional collaborative practice 
(ICP) experiences to enhance students’ 
leadership skills for the advanced prac-
tice pharmacist (APP) role.

BACKGROUND: The legislative approval 
of Senate Bill (SB) 493 declares pharma-
cists in the State of California as health 
care providers and grants pharmacists 
certain authorities in all practice set-
tings. Furthermore, the bill establishes 
an advanced practice recognition. 
One of the central tenets of SB 493 is 
collaboration between the health care 
teams. 

METHODS/DESCRIPTION: The competen-
cies of ICP underpin SB 493 and the 
APP scope of practice. The professions’ 
accreditation standards provided the 
foundation of California Health Sciences 
University (CHSU)’s co-curriculum 
experience. By partnering with our 
community stakeholders, health care 
institutions, Central Valley agencies, 
and payers, CHSU pharmacy students 
took on leadership roles in the logistical 
planning and delivery of several innova-
tive community-based ICP experiences. 
Student learning and practice outcomes, 
as well as student, faculty and commu-
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nity partner evaluation and feedback were 
used to evaluate program effectiveness.

RESULTS: Memorandum of understanding 
agreements were established between 
2/2015 and 9/2015 with many commu-
nity partners. CHSU pharmacy students 
participated in several community-based 
ICP experiential practice events, includ-
ing the bi-semester Senior Assessment 
and Fall Education (SAFE) in collaboration 
with Fresno State nursing students and 
the annual Free Community Health Fair 
(FCHF) to benefit the underserved. 

Results from the SAFE screening revealed 
the necessity of collaboration and team-
work in the development of professional 
skills. During the FCHF, a total of 88 P1 
and P2 CHSU students volunteered at 
the event and many health services were 
provided, including flu shots, medication 
reconciliation, and screening for chronic 
diseases. 

CONCLUSIONS: Successful development 
and implementation of the SAFE screen-
ings and FCHF provided students the 
opportunity to enhance leadership skills 
and core competencies in ICP. 

ASSESSING THE COST FACTORS 
IN HEPATITIS C TREATMENT WITH 
LEDIPASVIR AND SOFOSBUVIR 
(HARVONI)

Ricardo Arechiga, Ariana Ayon Verduzco, 
Ashna Ramanlal, Kim Nguyen, Susan 
Lee, Wendy Su, Rajan Vaidya and Junel 
Tagayuna, Keck Graduate Institue School 
of Pharmacy

OBJECTIVE: An assessment of cost factors 
was made comparing Harvoni (sofosbuvir 
+ ledipasvir) and the standard treatment 
options ribavirin (RBV), pegylated inter-
feron (PEG-IFN), first generation protease 
inhibitors (FGPI), and combinations when 
treating HCV genotype 1 patients. 

BACKGROUND: Use of Harvoni for the 
treatment of hepatitis C virus (HCV) offers 
improved cure rates for patients in all 
stages of the disease. 

METHODS: PubMed and Web of Science 
were utilized to identify literature using 

the following inclusion criteria: Rand-
omized phase II and III clinical trials of 
HCV genotype 1 patients, discrete-event 
simulations, disease progression models, 
QALYs, worker productivity, patient 
reported outcomes (PROs), and liver 
disease prognosis by stages. 

RESULTS: Higher sustained virologic 
response (SVR) rates were reported 
with Harvoni. In clinical trials ranging 
12-24 weeks, SVR rates of 90-99% are 
reported. In difficult-to-treat patients with 
compensated liver cirrhosis, decom-
pensated liver cirrhosis, and patients 
undergoing liver transplant, SVR rates 
were 92-100%, 87-89%, and 70-91% 
respectively. 

Estimated QALYs range from 18 for 
patients treated in fibrosis stage F0 to 7.5 
for those in untreated fibrosis stage F4. 
For 40 year old patients, projected HCV 
associated costs are minimized with suc-
cessful treatment in F0/F1 (~$465) and 
increase up to $76,000 for untreated late 
stage fibrosis (F4). With standard care, the 
average quality-adjusted life expectancy 
was 11.28 QALYs, which incurred average 
lifetime costs of $100,926. Treatment with 
Harvoni increased to 12.40 QALYs and was 
more costly, with average lifetime costs of 
$115,358. The incremental cost-effective-
ness ratio of Harvoni versus standard care 
was $14,432 per QALY gained. Moreover, 
patients undergoing standard treatment 
incurred added costs for treatment of side 
effects. 

CONCLUSION: Harvoni is associated with 
higher SVR rates, fewer side-effects and 
health complications, enhanced patient 
quality of life, and decreased total treat-
ment costs, which points to its use as 
the primary treatment for HCV.

ANALYSIS OF SYSTEM GAPS IN 
THE MEDICATION RECONCILI-
ATION PROCESS DURING THE 
TRANSITION FROM HOSPITAL 
TO SKILLED NURSING FACILI-
TIES

Michelle A. Park, PharmD, Patricia Gray, 
PharmD, Bill Templeman, PharmD, Dale 
Timothy, MBA, RPh, Kal Khoury, PharmD, 
Kaiser Permanente 

OBJECTIVE: Describe pharmacy-led 
performance improvement analysis of the 
medication reconciliation process during 
the transition from hospital to skilled nurs-
ing facilities (SNF), identifying system gaps 
and potential performance improvement 
strategies.

BACKGROUND: Information continuity in 
electronic health record systems is key to 
medication reconciliation. System gaps 
arise from lack of interface between sys-
tems at hospitals and SNF, contributing to 
medication reconciliation discrepancies. 
Current workflows may also be a factor. 
As healthcare seeks to integrate different 
electronic systems, system gaps must be 
identified to reduce discrepancies before 
they reach outpatient and community 
pharmacies. This study will increase 
knowledge of system gaps in the medica-
tion reconciliation process of patients 
discharged from the hospital to SNF.

METHODS: A retrospective data-only 
study of the medication reconcilia-
tion process for hospitalized patients 
discharged to SNF will conclude in March 
2016. It will be conducted at a 226-bed 
hospital within a multi-hospital health 
system utilizing an integrated electronic 
medical record and outpatient pharmacy 
profile system. Retrospective data analy-
sis will be conducted on baseline data 
on medication reconciliation discrepan-
cies previously collected during a SNF 
pharmacist pilot program conducted 
from November 1, 2014 to December 31, 
2014, identifying discrepancies in SNF 
patients within three days of hospital 
discharge. Nursing informatics reports 
will be analyzed for patients discharged 
from the hospital from January 1, 2015 
to June 30, 2015 as well as the patients 
of the 2014 pilot program. Performance 
improvement analysis with process map-
ping will be conducted to identify system 
gaps and using data analysis to evaluate 
potential system gaps.

RESULTS: Preliminary investigation for the 
study indicates that information continu-
ity and current workflow processes are 
areas of potential system gaps. System 
gaps and potential performance improve-
ment strategies will be identified and 
presented.
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EYE INFECTIONS CAUSED BY 
PSEUDOMONAS AERUGINOSA 
AMONG CONTACT LENS USERS 

Dina Attalla, Sung Yeun Park, and Moham-
med A Islam, PhD, RPh

OBJECTIVE: To identify and assess the risk 
of eye infections caused by Pseudomonas 
aeruginosa in extended wearing contact 
lens users. 

BACKGROUND: More than 30 million people 
in the United States wear contact lenses. 
About 40-90% of contact lens users do 
not follow the contact lens hygiene instruc-
tions. One out of every 500 contact lens 
users has an episode of eye infection per 
year. 

METHODS: The electronic databases 
Medline/PubMed was searched for articles 
(clinical trials, case reports) published in 
English language. The combinations of 
search terms used included Pseudomonas 
aeruginosa, infection, keratitis, and contact 
lenses. A total of 176 titles and abstracts 
were reviewed and assessed against the 
inclusion criteria. However, 7 clinical trial 
articles and 4 case reports fully met the 
inclusion criteria and were included in the 
study. Pertinent articles were retrieved 
and analyzed using a systematic content 
analysis method. 

RESULTS: The reviewed studies show that 
there is a higher risk of Pseudomonas 
aeruginosa adherence to the contact lens 
as the hydrophobicity of the lens surface 
increase the adhesion of bacterial cells. 
Studies also show that prolong wearing 
and not following a proper cleaning of con-
tact lens has been linked to eye infections. 
The studies used silicon hydrogel lenses, 
filter soft contact lenses, and filter glasses. 
The clinical trials had study limitations of 
small sample size (N=10 -29), poor study 
design, and study duration.

CONCLUSION: Studies showed that prolong 
wearing of contact lens has been linked to 
eye infections caused by Pseudomonas 
aeruginosa. Further studies should be 
conducted with a larger population to 
identify the relationship between improper 
cleaning, extended wearing of contact lens 
and the risk of Pseudomonas aeruginosa 
infections. Pharmacists can play significant 

roles in educating contact lens users about 
prevention of eye infection. 

A REVIEW OF THE RECENT EVI-
DENCE: HIGH RISK MEDICATIONS 
IN THE OLDER ADULT POPULA-
TION IN THE UNITED STATES

Sammi Hiu Yi Tam, Diane Chau, M.D., 
Jonathan H. Watanabe, Pharm.D./PhD, 
University of California,  San Diego Skaggs 
School of Pharmacy & Pharmaceutical 
Sciences 

OBJECTIVE: Our goal was to review the 
new 2015 Beers Criteria and other recent 
literature regarding use of medications and 
adverse outcomes in the elderly population 
to determine the most important changes 
regarding potentially inappropriate medica-
tions (PIMs).

BACKGROUND: Adverse drug events (ADEs) 
cause roughly 700,000 emergency depart-
ment (ED) visits and 120,000 hospitaliza-
tions in the US each year. Although Beers 
Criteria is a highly consulted resource for 
safe medication prescribing, recent find-
ings suggest that other non-Beers Criteria 
medications are major contributors to 
emergent ADEs.

METHODS: We reviewed publications on 
PubMed/MEDLINE in the last 3 years 
filtered by search terms Beers Criteria, 
Medication, and Adverse events, in English 
and age >= 65 years old. 

RESULTS: Our most relevant findings 
regarding medication safety in older adults 
included the following (meeting poster 
will have complete list in tabular form): 
removed recommendation to avoid nitro-
furantoin in individual with CrCl <60mL/
min due to relative safety and efficacy if 
CrCl ≥ 30mL/min (2015 Beers List); use 
of non benzodiazepine should be avoided 
with any duration because of association 
with harms versus minimal efficacy in 
treating insomnia (2015 Beers List); avoid 
use of PPI beyond 8 weeks without jus-
tification due to association between PPI 
exposure and C. diff infection, bone loss, 
fractures (2015 Beers List); digoxin should 
be favored over amiodarone as antiarrhyth-
mics because amiodarone is associated 
with higher risk of hospitalization (Price 

SD); and monitoring of warfarin, insulin, 
and digoxin is more effective than reducing 
PIMs prescription because the 3 catego-
ries accounted for 33% of ADE-related ED 
visits (Budnitz). 

CONCLUSION: Increased attention should 
be focused on management of anticoagu-
lants, digoxin and antidiabetic drugs to 
reduce ADE-related hospitalizations. Stand-
ard medication regimens seen in seniors 
must also be scrutinized by pharmacists as 
the safety profile of common, older drugs 
has been modified. 

INTEGRATION OF A LATENT 
TUBERCULOSIS INFECTION (LTBI) 
DIRECTLY OBSERVED TREATMENT 
(DOT) PROGRAM INTO A PRIMARY 
CARE PHARMACIST CLINIC TO 
ASSURE TREATMENT COMPLE-
TION

Tania Gregorian, Chapman University 
School of Pharmacy & Cedars Sinai Medi-
cal Care Foundation

BACKGROUND: In December of 2011 
the CDC recommended use of 12-dose 
isoniazid and rifapentin regimen with 
directly observed therapy for LTBI treat-
ment. Although the regimen achieved an 
82% completion rate in the CDC study, 
challenges of DOT were cited to be that it 
is time consuming for patient and provider, 
labor intensive, and insulting to some 
patients leading to failure to complete the 
regimen. 

OBJECTIVES: To determine for the LTBI 
program (1) initiation rate of DOT; (2) 
appropriateness of treatment initiation; 
(3) treatment completion rate (4) reasons 
for not initiating treatment and treatment 
discontinuation.

METHODS: To overcome the challenges of 
DOT, a pharmacist team within a primary 
care physician group developed a phar-
macist and nurse run LTBI DOT program. 
After referral from a physician, patients 
were scheduled for an initial pharmacist 
visit to screen for contraindications to 
treatment and education regarding LTBI 
DOT, side effects and monitoring. If 
agreeable, patients were scheduled for 
12-weekly nurse visits for medication 
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administration and monthly pharmacist 
visits for education and monitoring. Infor-
mation was collected via a retrospective 
chart review for all patients in the DOT 
program from March 2013 to September 
2015.

RESULTS: Of 37 patients scheduled for an 
initial pharmacist visit two patients were 
deemed inappropriate for DOT treatment 
due to pregnancy and G6PD deficiency, 5 
patients deferred treatment, and 1 chose 
an alternate regimen. Of the 35 patients 
appropriate for treatment 82% (29/35 
patients) initiated treatment. Treatment 
was completed by 26 of the 29, an 89% 
completion rate. Reasons for treatment 
discontinuations were loss of insurance, 
allergic reaction to medications, and side 
effects from medication. 

CONCLUSIONS: The main challenge to 
the program was initiating treatment. 
Pharmacists were able to correctly screen 
patients for appropriateness of DOT 
and the program achieved a treatment 
completion rate above that of the CDC 
landmark study. 

THE PHARMACIST’S ROLE IN 
MEDICAL MARIJUANA COUN-
SELING: PATIENT AND PHARMA-
CIST PERSPECTIVE

Nicole Kim, Yasmine Anouty, Tiffany 
Cheng, Jenny Dong, Wilson Liang, John 
Nguyen, Aneri Parikh, Amelia Weidling, Dr. 
Sarah McBane, Dr. James Colbert, UCSD 
Skaggs School of Pharmacy and Pharma-
ceutical Sciences

OBJECTIVE: Firstly, the study purpose is to 
evaluate whether medical marijuana users 
believe the pharmacist has a role in the 
education of its usage. Secondly, it is to 
gauge pharmacists’ perspectives towards 
the use of medical marijuana and their abil-
ity to educate about its use.

BACKGROUND: Current evidence regard-
ing the use of medical marijuana from the 
patients’ perspective is lacking. Despite 
the controversy around therapeutic ben-
efits, pharmacists as drug experts might 
be able to counsel users who feel inad-
equately informed on medical marijuana 
and increase safe usage of the medication. 

METHODS: Two online surveys were dis-
tributed and completed. Subjects for the 
patient perspective survey were recruited 
from local medical marijuana advocacy 
group chapters Americans for Safe 
Access and National Organization for the 
Reform of Marijuana Laws. Subjects for 
the pharmacist perspective survey were 
recruited from school volunteer faculty. For 
the patient survey, a total of 53 responses 
were recorded and evaluated by chi-square 
tests. For the pharmacist survey, a total of 
37 responses were recorded and evaluated 
by Fisher’s exact test and a case-control 
odds ratio test. 

PRELIMINARY RESULTS: There was no cor-
relation between patient’s experience of 
medical marijuana side effects and interest 
in pharmacist intervention.

There is a significant difference in a 
pharmacist’s confidence to counsel on 
medical marijuana between pharmacists 
who have received some type of educa-
tion on medical marijuana and those who 
received none. Those who were confident 
to counsel were 6.1 times more likely to 
have received education. 

CONCLUSION: No trends have been deter-
mined in patient specific factors and inter-
est in pharmacist intervention for medical 
marijuana use.

Education about medical marijuana is asso-
ciated with a pharmacist’s comfort level in 
counseling on the medication. 

PHYSICAL ASSESSMENT CUR-
RICULA IN CALIFORNIA DOCTOR 
OF PHARMACY PROGRAMS

Irene Chen, Amanda Vu, Emily Chang, Lisa 
Walker, Tara Alire, John Sedaghat, Thomas 
Mac, USC School of Pharmacy

BACKGROUND: Recognition as a healthcare 
provider under SB 493 gives pharmacists 
the authority to furnish hormonal contra-
ceptives, nicotine replacement, and travel 
medications. Moreover, the designation 
“Advanced Practice Pharmacist” (APP) 
will enable pharmacists to perform patient 
assessments, order and interpret drug 
therapy related tests, evaluate diseases in 
collaboration with other health care provid-

ers, and initiate, adjust, or discontinue 
drug therapy. As the scope of pharmacy 
practice expands to serve a growing unmet 
need in primary care, pharmacists may 
need to utilize more physical assessment 
skills in their practice.

OBJECTIVE: To assess the status of and 
attitudes toward, current physical assess-
ment curricula and anticipated reform 
of such curricula in California pharmacy 
schools in preparation of future pharmacy 
graduates for healthcare provider status as 
described in SB 493. 

METHODS/DESCRIPTION: A prospective 
survey study was completed to assess 
physical assessment training in California 
pharmacy schools. Surveys were distrib-
uted to all pre-accredited and accredited 
professional programs and consisted 
of multiple choice, select all that apply, 
5-point Likert scale, and open-ended for-
mat questions assessing current curricu-
lum design, anticipated curricular reform, 
and perceived limitations and attitudes 
toward curricular changes.

RESULTS: The surveyed schools plan to 
integrate physical assessment training 
more longitudinally throughout all years 
of the curriculum. However, the profes-
sion needs to reach a consensus regard-
ing the extent to which pharmacists 
should perform physical assessment. 
The most agreed upon barrier to revising 
physical assessment curriculum was time 
limitations. Physical assessment skills are 
viewed as most valuable in ambulatory 
care and home health care settings. 

CONCLUSION: California pharmacy schools 
agree that changes should and will be made 
to their curriculum in light of pharmacist’s 
ability to practice as an APP. However, the 
consensus is not clear as to how the scope 
changes under SB 493 will influence future 
physical assessment training.

THE IMPACT OF MED-TO-BED 
TRANSITION OF CARE PHARMACY 
SERVICES ON HOSPITAL READ-
MISSIONS

Tamar K. Lawful, PharmD, Alice H. Rob-
bins, PharmD, BCPS, and Sylvia Almaraz, 
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CPhT, Community Regional Medical 
Center- Fresno, CA

OBJECTIVE:  Examine the impact imple-
mentation of a pharmacy-driven, discharge 
medication bedside delivery program had 
on 30-day hospital readmission rates. 

BACKGROUND: Hospital readmissions 
within 30 days of discharge occur in 20% 
of elderly patients. In 2013, nearly 18% of 
Medicare patients were readmitted within 
30 days. Pharmacy-driven interventions in 
care transitions have reduced 30-day read-
missions by 14-65%. The implementation 
of a discharge med-to-bed program to a 
newly established Transition of Care (TOC) 
Pharmacy may contribute to the reduction 
in 30-day hospital readmissions. 

METHODS: This study was approved by the 
Institutional Review Board. An obser-
vational retrospective study of patients 
admitted to the Cardiac Progressive Care 
Unit and identified as high risk for hospital 
readmission from November 2014 through 
January 2015 will be conducted. Patients 
followed by the TOC Clinical Pharmacist 
will be reviewed. There will be three study 
groups: 1) Transition of Care, 2) Med-to-
bed, and 3) Control. The TOC patient group 
will consist of patients identified as high 
risk for hospital readmission and received 
interventions from the TOC Pharmacist. 
Med-to-bed patients will be the subset 
of the TOC Pharmacy patient popula-
tion; receiving medications at discharge, 
discharge counseling by the TOC pharma-
cist, and a post-discharge follow-up call 
from the TOC pharmacist or technician. 
The Control group will consist of patients 
who did not receive any intervention from 
the TOC Clinical Pharmacist. Data will be 
analyzed to track the readmission history 
of all TOC patients. 

RESULTS: Preliminary results reflect a 
trend towards a decrease (19%) in 30-day 
readmission rates in patients participating 
in the TOC Pharmacy Med-to-Bed pro-
gram. There is a trend towards an increase 
(12%) in readmission rates for patients not 
receiving any intervention from the TOC 
Pharmacist. 

CONCLUSIONS: The establishment of a 
discharge medication bedside delivery pro-

gram contributes to a reduction in 30-day 
readmission rate of high risk patients. 

INCREASING PUBLIC AWARENESS 
OF THE APPROPRIATE DISPOSAL 
OF UNUSED MEDICATIONS

Vanessa Tran, Anna Arocho, James Calma, 
Natalie Dickerhoff, David Downham, Ryan 
Faulconer, Vivi Tran, Adrian Wasylyshen, 
Loma Linda University, School of Pharmacy

Two out of every three medications 
prescribed in the US go unused. These 
unused medications pose both a public 
health risk and an environmental hazard. 
Very few options exist for the safe and 
accessible disposal of unused medications. 
There is an essential need to develop and 
implement a drug take-back program and 
public awareness campaign that results in 
safe drug disposal.

Patients are generally unaware of the 
proper way to dispose of their prescrip-
tion medications, and of the hazards 
associated with improper disposal. The 
majority of pharmacies do not take back 
medications after they are dispensed and 
patients often stockpile unused medica-
tions. Current FDA guidelines advise to 
dispose of them by mixing them with 
coffee grounds or kitty litter and throwing 
them in the garbage, but this is not the 
optimal approach for medication disposal. 
This approach endangers the public and 
the environment. A small number of drug 
take-back programs exist, but patients may 
not have the means to utilize them due to 
inconvenience and lack of accessibility. 
The issue is that no one wants to fund the 
cost of their proper disposal: incineration. 
The DEA plans to reintroduce a national 
drug take-back day on September 26, 2015 
after a period of inactivity.6 While the DEA 
has historically taken drugs back, the costs 
involved are a large factor that interfere 
with the success of these take-back 
events. The question is, who should be 
held accountable for these costs? 

Even with the FDA recommendations on 
medication disposal, there still remain 
many environmental ramifications from 
active pharmaceutical ingredients (APIs). 
Flushing medications down the toilet 
sends APIs directly into wastewater treat-

ment systems, which are not designed to 
remove pharmaceuticals. These APIs are 
then discharged into environmental bodies 
of water, causing harm to aquatic spe-
cies. In a 2007 finding, the introduction of 
estrogenic substances to wild fish popula-
tions has caused their complete collapse 
through the feminization of male species. 
With so many medications readily avail-
able in the home setting, it is vital that we 
minimize the risk of medications getting 
into the wrong hands. Households with 
excess unused medications put members 
at risk, those especially susceptible being 
children, experimenting teenagers, and the 
elderly. Approximately 100,000 Americans 
are admitted to the emergency room each 
year because of accidental intake of medi-
cations, the majority of those being chil-
dren under the age of five. It has also been 
shown that 90% of poisoning in children 
occurs while at home.1 Drug take-back 
programs are few and far between, espe-
cially for controlled medications. In order to 
lower the barriers preventing safe disposal 
of medication, a collection method needs 
to be in place that is affordable and easily 
accessible.

DIFFERING APPROACHES IN PRO-
VIDING CE TRAINING FOR PHAR-
MACISTS IN MMR ADVOCACY

Elizabeth Akhparyan, Jennifer Briggs, Yang 
Qiu, Marvin Ortiz, Hyeree Jang, Kimberly 
Lim, Lena Hadaya, Hien Cao, Janice Hoff-
man, PharmD, Patrick Chan, PharmD

PURPOSE: Childhood vaccination rates have 
declined recently in California, coinciding 
with an increase in the incidence of mea-
sles. This study explored whether a con-
tinuing education (CE) with an emphasis 
on Measles, Mumps and Rubella (MMR) 
education or one with an emphasis on 
communication skills would better prepare 
pharmacists and students in educating 
patients. 

METHODS: Two different CE events 
were provided to two separate groups 
of pharmacists and students. Group A 
(n=23) received 45 minutes of motiva-
tional communication and 15 minutes of 
MMR education. Group B (n=17) received 
45 minutes of MMR education and 15 
minutes of motivational communication. 
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Optional pre- and post-CE surveys with 
multiple choice and Likert-type ques-
tions were administered to participants. 
The questions identified the knowledge, 
belief, and confidence of participants of 
both programs. Data from the surveys 
was collected and analyzed using the 
Chi-square and Mann Whitney tests in 
GraphPad Prism. Two-tailed p-values 
were considered statistically significant at 
p<0.05. 

RESULTS: Both groups showed statistically 
significant (p<0.0001) improvements in 
knowledge scores post-CE. Ratings for 
confidence in engaging, and providing 
recommendations to patients were not 
significantly different between the groups 
at baseline (p=0.402). A non-significant 
improvement in confidence scores post-
CE was observed (8.0% improvement in 
Group A, p=0.828; 9.9% improvement 
in Group B, p=0.569). Group B (p=0.570) 
was more willing to recommend the 
vaccine post-CE compared to Group A 
(p=0.828). Participants in both groups 
indicated that the most common barriers 
to educating or administering the MMR 
vaccine is a lack of time, lack of opportu-
nity, or lack of expertise. 

CONCLUSIONS: Both CEs improved knowl-
edge in participants. A 2-hour CE consist-
ing of both facts about the MMR facts and 
communication strategies may be more 
effective in preparing pharmacists and 
students about MMR vaccinations. Both 
groups indicated that lack of time is the 
number one barrier to administering and 
educating patients.

CALIFORNIA PHARMACY 
SCHOOLS: MINORITY ENROLL-
MENT TRENDS AND BARRIERS

Nicholas Alonzo, Amrit Bains, Xia Li Chen, 
Diana De Vore, Khin Htwe, Michelle 
Nguyen, Ga Rhee, Jamie Russell, Shadi 
Doroudgar, PharmD, BCPS, CGP, BCPP, 
Vanishree Rajagopalan, M. PharmD, PhD, 
Margaret Schulte, PharmD, CGP, Touro 
University California College of Pharmacy

BACKGROUND: This study aims to explore 
the enrollment trends of minorities in 
California pharmacy schools in the last ten 
years and identify barriers that URM phar-

macy students faced during the application 
process.

The American Association of Colleges of 
Pharmacy (AACP) defines underrepre-
sented minorities (URM) as Black or Afri-
can American, Hispanic or Latino, Native 
Hawaiian or Other Pacific Islander, and 
American Indian or Alaska Natives. 

METHODOLOGY: This study consisted of a 
two-part cross-sectional study design that 
evaluated AACP data regarding California 
pharmacy school enrollment over the past 
ten years and a survey administered at 
Touro University California to the College 
of Pharmacy Classes (TUCOP) of 2017 
and 2018. AACP data was analyzed to 
determine the demographics of Califor-
nia pharmacy schools over the past ten 
years. The survey was implemented via 
Qualtrics (Provo, Utah) and assessed the 
common barriers of current pharmacy 
students.

RESULTS: Analysis of AACP data revealed 
that the national average enrollment 
for URM students in 2014 was 12.4% 
compared to 12.3% in 2005. The aver-
age enrollment of minority students into 
California pharmacy schools in 2014 was 
approximately 8.5% compared to 9.4% 
in 2005. Total survey response rate from 
both TUCOP classes was 94%. The top 
three barriers reported by students were 
increased cost of tuition (43.4%), pre-
requisite requirements (36.9%), and letters 
of recommendation (32.3%).

CONCLUSION: Since minority enrollment 
patterns are similar across California phar-
macy schools, we can extrapolate that the 
barriers we surveyed for Touro students 
are similar for all other URM students in 
California pharmacy schools. In addition 
to identifying barriers for URM, pharmacy 
schools need to focus more on alleviating 
barriers for URM and diversifying class-
rooms. 

LIMITED ACCESS OF NONPRE-
SCRIPTION SYRINGES A MISSED 
PUBLIC HEALTH OPPORTUNITY

Melissa Kimura, Joseph Prioriello, Jamiee 
Ubhoff, Anna Linh-Tran, Sarkis Tatarian, 
Huy Tran, GuiWei Deng, Danny Nguyen

BACKGROUND: Blood borne pathogenic 
diseases such as the Human Immunode-
ficiency Virus (HIV) and Hepatitis C Virus 
(HCV) are transferred among individuals 
through contact with an infected per-
son’s bodily fluids. Among drug users 
this contact is often associated with the 
sharing of syringes used to inject drugs. 
1 In the United States a large number of 
new HIV cases are reported with injection 
drug use. 2 Within the state of California, 
Fresno and Kern counties report high 
rates of new HIV cases among injection 
drug users and the restriction of syringe 
sales. To evaluate if the restriction of 
syringe sales within these two counties 
led to a missed public health opportunity, 
we analyzed database articles regarding 
(1) restriction of syringe sales contribut-
ing to the increased spread of disease, 
(2) public health benefits, (3) cost of 
programs versus cost of lifelong treat-
ment, and (4) public concerns. Our find-
ings suggest that syringe sales are a long 
term cost effective strategy for reducing 
the risk of HIV and other blood borne 
pathogen disease transmissions among 
intravenous drug users. While access to 
sterile syringes continues to be a public 
health concern statewide, this study 
focuses on the need for syringe sales and 
education to the general public in Fresno 
and Kern counties.

PURPOSE: To research and identify:

•	 Syringe sales in Fresno and Kern 
county

•	 Regulations on Syringe Sales

•	 Public health opportunities with 
syringe sales in Fresno and Kern 
County

•	 Barriers in providing syringe access 
Solutions to the barriers to improve 
public health  

METHOD: This review was conducted 
using database articles regarding syringe 
exchange programs and nonprescrip-
tion syringe sales focusing on the public 
health benefits of such programs and 
potential cost to Fresno and Kern coun-
ties.

•	 Determine the reasons for selling 
syringes and not selling syringes in 
local pharmacies

•	 Determine the barriers for Fresno and 
Kern County syringe sales
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RESULTS: Nonprescription syringe sales 
offer an alternative to syringe exchange 
programs that have been shown to offer 
benefits, such as health education, disease 
prevention, on-site medical services, and 
referrals to substance abuse programs. 

COST: Economic studies have predicted 
that SEPs could prevent HIV infections 
among clients, their sex partners, and 
offspring at a cost of about $13,000 per 
infection averted. This is significantly less 
than the lifetime cost of treating an HIV 
infected person, which is estimated to be 
$385,200. 

Economic studies estimate a lifetime medi-
cal cost savings of $229,800 by avoiding 
one HIV infection. 

EDUCATION: There is a misconception 
that increased syringe availability leads 
to improper disposal of used syringes in 
public areas, increased drug activity and 
neighborhood crime, thus endangering 
the public. However, studies have found 
no evidence that increased accessibility 
to syringes led to an increase in injec-
tion drug activity or crime. There is an 
increased need to educate pharmacist on 
the benefits of nonprescription syringes. 
Pharmacists are more willing to sell non-
prescription syringes if they considered it a 
public health opportunity to reduce the risk 
of HIV transmission. 

DISEASE PREVENTION: Injection drug use 
is one of the major contributors to the HIV 
burden in the U.S., and various preven-
tion strategies, such as syringe exchange 
programs and increased syringe accessibil-
ity in pharmacies, aims to reduce further 
spread of the disease. 

A correlation has been observed between 
the inability to acquire syringes in a phar-
macy and the reuse and loaning of previ-
ously used needles. Therefore, increased 
accessibility of syringes in pharmacies 
could lower risk behavior. 

STUDIES: A comprehensive review of 
studies involving syringe access programs, 
including both syringe exchange and non-
prescription pharmacy sale concluded, 
“There is compelling evidence that 
increasing the availability, accessibility, and 

awareness are imperative to avoid HIV and 
utilization of sterile injecting equipment by 
IDUs reduces HIV infection substantially.”

A study compared HIV infection rates 
among IDUs for cities that had SEPs to 
those that did not. In the 29 cities with 
SEPs, HIV infection rates decreased by 
an average of 5.8 percent per year. By 
contrast, in the 52 cities without SEPs, HIV 
infection rates increased by 5.9 percent 
per year.

CONCLUSION: By educating stakehold-
ers on HIV and the proper use of syringes, 
Fresno and Kern counties could increase 
sterile syringe accessibility; therefore, 
reducing risk behaviors by intravenous 
drug users and the spread of blood borne 
pathogens. Although this study focuses on 
Fresno and Kern counties, these strategies 
could be tailored to address such public 
health concerns in other areas of California.

LIMITATIONS: Many of the studies 
reviewed were observational and not rand-
omized, thus may contain biases. Addition-
ally, there is a lack of scientific studies 
refuting the benefits of non-prescription 
syringe sales.

QUALITY AND EFFECTIVENESS OF 
VITAMIN AND MINERAL SUPPLE-
MENTS: A LITERATURE EVALUA-
TION STUDY

Rose Bagheri and Mohammed A. Islam, 
PhD, RPh

OBJECTIVE: The objective of this descrip-
tive study is to assess vitamins and mineral 
supplements for their effectiveness, purity, 
and quality through a comprehensive litera-
ture evaluation.

INTRODUCTION: Exaggerated claims that 
chronic diseases can be prevented or 
treated by dietary supplements have led 
to unprecedented growth in supplement 
use in the United States, with $28 billion in 
sales annually. A substantial portion of this 
amount is spent on vitamins and minerals. 
With no or minimal oversight by the Food 
and Drug Administration (FDA), it is not 
unusual to find substandard supplements 
being sold in the United States, possibly 
raising public safety concerns.

METHOD: Electronic databases PubMed 
and Google Scholar were searched using 
combination of search terms: vitamins, 
minerals, multivitamins, effectiveness, 
safety, chronic disease, prevention. 
Additionally, FDA and Consumerlab.com 
websites were also searched for pertinent 
information. A systematic content analysis 
method was employed to collect and 
analyze the data.

RESULTS: Seventy articles were reviewed 
and evaluated against the inclusion 
criteria. However, 12 articles including 
nine well-known clinical trials fully met 
the inclusion criteria. None of the studies 
showed evidence that vitamins and miner-
als can reduce or prevent chronic diseases 
such as cardiovascular events, prostate 
cancer, lung cancer, or total cancer. Over 
last 5 years, 70% of the manufacturers 
visited by FDA were warned for manu-
facturing violations, misbranding, or drug 
claims. There were recalls of vitamins 
and mineral supplements for the risk of 
toxicity due to high doses of vitamin A or 
D, iodine or anabolic steroids, etc. Sup-
plements were identified not having the 
declared amount of the specific ingredi-
ents.

CONCLUSION: There is no definitive 
evidence that vitamins and minerals can 
reduce the risk or prevent major chronic 
diseases. Moreover, there are adulter-
ated and substandard supplements being 
sold in the market. Pharmacists can play 
a significant role in patient counseling on 
vitamins and minerals.

MOBILE APPLICATIONS TO ASSIST 
HEALTHCARE PROVIDERS WITH 
MEDICATION MANAGEMENT

Truc Dinh, Christopher Shaheen, PharmD, 
Kirby Lee, PharmD, MA, MAS, Department 
of Clinical Pharmacy, School of Pharmacy, 
University of California, San Francisco

OBJECTIVE: To evaluate features, function-
ality and usability of medication manage-
ment applications directed at healthcare 
providers. 

BACKGROUND: Hundreds of mobile 
applications are available to assist 
healthcare providers with medication 
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management, yet formal evaluation of 
their functionality and usability is rare.

METHODS: We searched iTunes and 
Google Play stores for medication man-
agement mobile applications. Descrip-
tions, screenshots and developer’s 
website were reviewed to assess features 
including cost, ratings, medication content 
and security. Popular drug reference and 
top rated applications were downloaded 
and rigorously evaluated for functionality 
and usability using a simulated patient 
profile with a standard medication regi-
men.

RESULTS: Among 3407 applications, 340 
met inclusion criteria and were evaluated. 
Most were free (39%) or <$4.99 (34%), 
provided drug information (75%), formu-
lary/cost information (58%), medication 
instructions (55%), or dosage calculators 
(52%). Few assessed drug interactions 
(28%), incorporated evidence based 
guidelines (15%), identified pills (6%), 
integrated with electronic health records 
(4%), or had security features (3%), 
e-prescribing capabilities (2%), or direct 
communication with patients through 
the application (1%). Among 74 popular 
applications downloaded and tested, 
functionality scores were low (median 
11 points of 46 max points). These 
applications lacked information on drug 
interactions, costs, dosing calculators, 
drug identification, security features, 
direct management of patient’s medica-
tions, synchronize, export, or print data, 
integrate with electronic health records, 
or communicate with patients directly 
through the application. Most required 
fees (91%) from $0.99-$99.99. Usability 
scores indicate these applications are 
easy to use (75%), but are not well inte-
grated (54%) and confidence in their use 
is low (47%). 

CONCLUSIONS: Medication management 
applications for healthcare providers are 
easy to use but have limited features and 
functionality, primarily drug information. 
Only a handful of applications are robust 
and worth recommending. Integration 
with electronic health records and improv-
ing provider-patient communication may 
lead to better medication management 
and health outcomes.  

STUDENTS’ PERCEPTION ON A 
VIRTUAL DISPENSING SOFT-
WARE FOR PREPARATION OF 
COMMUNITY INTRODUCTORY 
PHARMACY PRACTICE EXPERI-
ENCE 

Diem Thai, PharmD, Hoai-An Truong, 
PharmD, MPH, Mohammed A. Islam, 
PhD, RPh, West Coast University School 
of Pharmacy

OBJECTIVE: To evaluate students’ percep-
tion of using a virtual dispensing software 
for preparedness towards Introductory 
Pharmacy Practice Experience (IPPE) in 
community practice settings. 

BACKGROUND: Many pharmacy schools 
in the United States do not have dispens-
ing laboratories and have turned to using 
virtual dispensing softwares. We have 
adopted the MyDispense software devel-
oped by Monash University, Australia to 
train Doctor of Pharmacy (PharmD) first-
year students for their IPPE Community 
Practice. 

METHOD: Students used MyDispense 
software for six weeks of training in 
the areas of interpreting prescriptions, 
entering prescription data, utilizing 
drug informa tion databases and coun-
seling patients. A 22-item four-point 
Likert-scale survey instrument on stu-
dents’ perception was developed and 
administered before and after six-week 
training session using MyDispense. 
Descriptive statistics were used to 
analyze the data 

RESULTS: Thirty five students completed 
both pre- and -post surveys, yielding 
a response rate of 66%. Responses 
showed improved students’ perception 
of pre paredness for community IPPE in 
three of the four surveyed areas. Stu-
dents’ perception of their confidence to 
interpret prescriptions was not changed 
by the use of software. The median [inter-
quartile range (IQR), 25%-75%] response 
rates of pre-and-post software use were 
3 (IQR, 3-3) and 3 (IQR, 3-3), respectively, 
with p= 0.092. Students’ perception of 
their confidence to enter prescription data 
[pre: 3 (IQR, 2-3) versus post: 4 (IQR, 
3-4), p=0.019], use drug information 
databases [pre: 3 (IQR, 3-4) versus post: 

4 (IQR 3-4), p=0.004], counsel patient 
[pre: 3 (IQR, 2-3) versus post: 3(IQR, 
3-4), p=0.003] all improved after using 
the software. Overall, 94% of surveyed 
students strongly agreed/agreed that this 
training was necessary for their success 
on community IPPE

CONCLUSIONS: Overall, students’ 
perceptions of MyDispense software 
showed improved confidence towards 
preparation for community IPPE.

PHARMACY MATCHMAKING: 
COMPARING THE PREPARATION 
OF RESIDENCY APPLICANTS 
WITH THE EXPECTATIONS OF 
RESIDENCY DIRECTORS

Katie Choi, Man-Ting Chou, Eugene 
Kwong, Lily Liu, AnnMarie Magnasco, 
Alyssa Patel, Marc Peralta, Curtis Wu, 
Donald Floriddia PhD, Denis Meerdink, 
Veronica Bandy PharmD Linda Norton

INTRODUCTION: In 2015, the American 
Society of Health-System Pharma-
cists reported 2811 applicant matches 
out of 4358 match participants, with 
an unmatched rate of 35%. Although 
there is a projected growth in residency 
programs, it may be unable to accom-
modate the number of pharmacists 
seeking residency positions. As resi-
dency programs become increasingly 
competitive, pharmacy students are 
required to enhance their applications. 
Our study aims to survey California 
pharmacy students who applied for a 
postgraduate year 1 (PGY1) residency in 
their last year of pharmacy school and to 
determine the most common qualities of 
successful applicants. Research findings 
will be used to explore the qualities of 
successful applicants in order to provide 
knowledge pertaining to PGY1 residency 
applications. 

METHODS: This cross sectional survey 
targeted pharmacy graduates of 2015 
from eight accredited California schools 
of pharmacy who applied to PGY1 
residencies in their last year of school. 
Faculty members from the schools were 
asked to distribute a 24 question survey 
to their respective students via e-mail. 
Those who did not apply for a pharmacy 
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residency or did not graduate from an 
accredited school of pharmacy in Califor-
nia during the 2014-2015 academic year 
were excluded.

RESULTS: Amongst a total of 80 gradu-
ates who completed the survey, 65 
candidates applied to only accredited 
residencies, 1 applied to only non-
accredited residencies, and 14 applied 
to both types of residencies. Gradu-
ates applied on average to 9.6+4.06 
residencies and received an average of 
5.4+3.27 interview offers. Of these 80 
candidates, 60 candidates successfully 
matched, and 6 candidates successfully 
scrambled. 

The average GPA of all respondents is 
3.49+0.34 (n=80). The average GPA of 
successful applicants is 3.51+0.30 (n=68). 
The average GPA of 56 applicants receiv-
ing residencies in California is 3.49+0.32; 
the average GPA of 12 applicants receiv-
ing residencies outside of California is 
3.59+0.19. 

Of those applicants who successfully 
matched, the bulk of applicants (n=68, 
91.2%) held strong membership posi-
tions in professional pharmacy organiza-
tions. Furthermore, 65% (n=68) held 
leadership positions in organizations 
that offered patient health services, 
including screening, education, vaccina-
tions, or MTM. A majority of applicants 
supplemented their application with 
research experience (n=80, 62.5%), 
with most presenting a poster at a con-
ference (48.75%) followed by directly 
contributing to a poster or presentation 
(46.75%). In addition, many successful 
applicants held paid intern pharmacist 
positions in community pharmacies 
(n=68, 57.4%) and hospital pharmacies 
(54.4%). Lastly, many received letters of 
recommendation from either pharmacy 
preceptors (n=68, 94.1%) or clinical 
faculty (76.5%). 

CONCLUSIONS: Descriptive analysis 
of data from 80 pharmacy residency 
applicants indicate common qualities of 
successful applicants, including strong 
membership positions in professional 
pharmacy organizations, leadership 
positions in organizations that offer 

patient health services, participation in 
research, employment in community 
or hospital pharmacies, and letters of 
recommendation from pharmacy precep-
tors or clinical faculty. Further study 
is needed to include a greater pool of 
respondents for more robust compari-
sons between successful and unsuc-
cessful applicants.

IMPACTING UNPLANNED PREG-
NANCY: SPREADING AWARE-
NESS OF INCREASED ACCESS 
TO CONTRACEPTION BY EDU-
CATING ADOLESCENT POPULA-
TIONS”

Michael Phan, Matt Horton, Keira Truong, 
Jade Wilia, Pammie Wong

OBJECTIVE: To increase public aware-
ness of available pharmacy services for 
women’s health, especially in susceptible 
populations to high teen pregnancy and 
abortion rates.

BACKGROUND: With the passing of SB 
493, pharmacists have the opportunity to 
engage in impacting women’s health by 
initiating hormonal contraceptive therapy.

METHODS: Pharmacy student volunteers 
will be traveling to different local high 
schools in order to educate young adults 
on available hormonal contraceptives and 
their uses.

ABSTRACT: As future pharmacists, it is 
our obligation to improve public health 
and education. For the young population, 
access to contraceptive therapy is a topic 
that is not openly discussed, leading to 
a lack of teen pregnancy prevention. If 
pharmacy students can bridge that gap 
by providing hormonal contraceptive edu-
cation to minors, young adults can make 
wiser decisions when choosing to take 
part in intercourse.

FLY RX

Crystal Lestari, George Do, Sean Chow, 
Nancy Quan, Ashish Brahmbhatt, and 
Cris Sulio , University of the Pacific 
Thomas J. Long School of Pharmacy and 
Health Sciences

OBJECTIVE: To increase awareness about 
travel health and help travelers maintain 
their well-being throughout their trip.

BACKGROUND: Pharmacists have been 
an essential part of the healthcare 
team in maintaining and improving 
patient health and well -being as medi-
cation experts. However, it was not 
until recently that the passing of SB 
493 allowed pharmacists to be recog-
nized as providers in California. This 
achievement marks a new beginning 
as pharmacists’ role are expanded, 
now including additional provisions 
to allow pharmacists to furnish travel 
medications recommended by the 
CDC without requiring physician 
diagnosis.

METHODS: FlyRx is an application 
database intended to be embedded on 
airline and travel websites (e.g. Expe-
dia®, Priceline®, Travelocity®, etc). 
After booking a flight or cruise, travelers 
will be directed by the application to a 
nearby pharmacy within the database, 
enabling specific pharmacists to dis-
pense and administer travel medications 
specific to the travel destination(s). This 
not only educates travelers about global 
health, but also enables practitioners 
to directly communicate with potential 
patients to create a healthier commu-
nity.

ABSTRACT: Every year, the number of 
Americans traveling abroad internation-
ally continually increases, whether it be 
for vacation, business, missions, or lei-
sure. However, issues arise when most 
travelers are unaware of the impor-
tance and existence of certain travel 
medications, such as vaccines, required 
to visit specific locations. This occur-
rence inevitably leads to unwanted 
travel changes and disrupts travel 
experiences, when patients contract 
often preventable diseases. To worsen 
the situation, many international travel-
ers  are unaware of the availability of 
pharmacists as travel health provid-
ers. With these issues at hand, FlyRx 
will bridge the gap between traveling 
and healthcare, promoting effective 
communication between patients and 
practitioners.



Certificate Programs Offered in 2016
Pharmacist & Patient-Centered Diabetes Care

APhA’s Pharmacist and Patient-Centered Diabetes Care Certificate Training Program is a newly revised, intensive, educational experience designed to equip pharmacists with the 
knowledge, skills, and confidence needed to provide effective, evidence-based diabetes care. Participants will gain experience evaluating and adjusting drug therapy regimens for 
patients with type 1 and type 2 diabetes, counseling patients about lifestyle interventions, analyzing and interpreting self-monitoring of blood glucose results, and assessing the 
overall health status of patients to identify needed monitoring and interventions.   

June 11, 2016 - La Jolla, CA │UC San Diego - Skaggs School of Pharmacy August 20, 2016 - Sacramento, CA │CPhA Headquarters

October 22, 2016 - Pomona, CA │Western University of Health Sciences

Delivering Medication Therapy Management Services
APhA’s Delivering Medication Therapy Management Services is an innovative and interactive certificate training program that explores the pharmacist’s role in providing MTM 
services to patients. Pharmacists have a tremendous opportunity to receive reimbursement for monitoring and improving education use in patients with complex medication 
regimens. This practice-based activity teaches pharmacists the essential skills necessary to become a successful MTM practitioner. The certificate training program will enhance 
pharmacists’ clinical expertise in evaluating complicated medication regimens, identifying medication-related problems, and making recommendations to patients, caregivers, and 
health care professionals.                                                                                    

May 21, 2016 - Los Angeles, CA │USC School of Pharmacy July 23, 2016 – Stockton, CA │University of Pacific School of Pharmacy

October 8, 2016 - La Jolla, CA │UC San Diego - Skaggs School of Pharmacy

Lipids Management for Pharmacists 
This certificate training program was specifically designed to help pharmacists manage lipid disorders.  The program will review the pathophysiology of atherosclerotic 
cardiovascular disease using the American College of Cardiology/American Heart Association and the National Lipid Association guidelines.  Participants will learn 
how to develop both pharmacological and non-pharmacological management for patients with lipid disorders. The program will also review various classes of 
agents used to treat lipid disorders and point-of-care laboratory assessment options for the management of lipid disorders.  

May 14, 2016 - Southern CA │TBD - Check cpha.com for more information September 17, 2016 - Sacramento, CA │CPhA Headquarters

   Pharmacy-Based Travel Health Services
APhA’s Pharmacy-Based Travel Health Services is an innovative and interactive advanced competency training (ACT) program that explores the pharmacist’s role in providing travel 
health services to patients. This application-based activity is the first step for pharmacists interested in learning the essential skills necessary to successfully provide travel health 
services. Pre-requisite: Pharmacists who have completed the APhA Pharmacy-Based Immunization Delivery certificate training program and received a Certificate of Achievement or 
have previously completed an immunization training program and are authorized to provide immunizations in the state in which they practice.

April 27, 2016 - San Francisco, CA │Marriott Marquis Hotel July 16, 2016 - Fullerton, CA │Marshall B. Ketchum University

   Community Pharmacy-Based Point-of-Care Testing
NACDS’s Community Pharmacy-Based Point-of-Care Testing certificate program provides community pharmacists and members of academia, industry, and 
government with the skills necessary to develop and implement a collaborative testing program for influenza, Group A streptococcus, HIV and  hepatitis C. There is 
a recognized need for community pharmacists to collaboratively improve patient access to care through the use of point-of-care tests.                     

June 4, 2016– Sacramento, CA │CPhA Headquarters October 29, 2016 – Fullerton, CA │Marshall B. Ketchum University

   Anticoagulation Certificate Program
AZPA’s Anticoagulation certificate program provides pharmacists with the basic knowledge and skills necessary to care for patients taking anticoagulation 
therapies. With expanded use of anticoagulant agents, the number of patients receiving these drugs has increased dramatically. Safe and effective anticoagulation 
must include a number of key components to avoid complications. These include careful patient assessment, an understanding of the clotting cascade and 
mechanisms of action of anticoagulant therapies, a detailed focus on factors which influence therapy and knowledge of current guidelines.   

June 25, 2016 - Sacramento, CA │CPhA Headquarters September 3, 2016 - Pomona, CA │Western University of Health Sciences

Pharmacy-Based Immunization Delivery
APhA’s Pharmacy-Based Immunization Delivery is an innovative and interactive practice-based educational program that provides pharmacists with the skills necessary to become 
primary sources for vaccine advocacy, education, and administration. The program reviews the basics of immunology, identifies legal and regulatory issues pharmacists must 
consider before starting an immunization program, and focuses on practice implementation.                        

April 27, 2016 – San Francisco, CA │Marriott Marquis Hotel July 16, 2016 - Fullerton, CA │Marshall B. Ketchum University

November 19, 2016 - Sacramento, CA │CPhA Headquarters

new!

new!

new!

Dates and locations subject to change. See cpha.com/certificateprograms for more information.

For more information and to register, please visit cpha.com!
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Prescription  
Opioid  
Abuse 

The addiction and abuse potential 
of opioids is well-known, with 
tight regulations governing the 

prescribing and dispensing of these 
agents at the state and federal levels. 
In the late 1990s, however, greater 
focus began to be placed on the 
regular assessment and treatment 
of pain, with state medical boards 
loosening restrictions on the prescrib-
ing of opioids for chronic, noncancer 
pain. In 2001, the Joint Commission 
on the Accreditation of Health Care 
Organizations introduced new pain 
management standards, with recom-
mendations to regularly assess and 
treat patients for pain by making “pain 

the fifth vital sign.”1 Coincidentally, 
around 2000, reports began to surface 
regarding adverse cardiovascular 
effects associated with selective 
cyclooxygenase-2 inhibitors (COX-2 
inhibitors), which had been developed 
as safer alternatives to nonselective, 
nonsteroidal anti-inflammatory drugs 
(NSAIDs). In 2005, after reports of 
adverse cardiovascular effects associ-
ated with nonselective NSAIDs as 
well, the U.S. Food and Drug Adminis-
tration (FDA) requested that warnings 
about adverse gastrointestinal and 
cardiovascular effects be added to all 
prescription NSAIDs. NSAIDs, along 
with acetaminophen and opioids, had 

Research: Continuing Education

ABSTRACT 
The past decade has witnessed an alarming increase in the number of deaths due to prescription opioids that has paralleled the 
rise in the number of opioid prescriptions dispensed. Prescription drug monitoring programs, abuse-deterrent formulations and 
proper disposal of opioids have been promoted to help combat the opioid epidemic. We discuss changes that dentists, the third 
most frequent prescribers of opioids, can implement to help reduce the risk of prescription opioid abuse in their communities. 

Combating an Epidemic of

Objectives:
At the completion of this article you 

should be able to do the following: 

•	 Describe the characteristics and 
impact of prescription opioid abuse 
in the U.S.

•	 Discuss the evidence for the use 
of opioids in the management of 
chronic noncancer pain.

•	 Define terms related to the medi-
cal and nonmedical use of opioids, 
including abuse, misuse, addiction, 
tolerance, physical dependence, and 
aberrant drug-related behavior.

•	 Discuss strategies for combating 
prescription opioid abuse.

By Doreen Pon, PharmD, BCOP, BCPS;  
Kwaku Awuah; Danielle Curi;  
Ernest Okyere, PharmD; & Craig S. Stern, PharmD, MBA
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been one of the most frequently uti-
lized classes of drugs for the treatment 
of pain. Over the past decade, with 
fewer pharmacologic options per-
ceived to be safe and effective for pain 
management, the use of opioids in the 
U.S. has significantly increased, with a 
similar increase in opioid-related over-
doses and overdose-related deaths.2

Easier access to prescription opi-
oids, caused by increased prescribing, 
has undoubtedly contributed to the 
prescription opioid epidemic in the U.S. 
This article reviews the scope of and 
contributors to the current prescription 
opioid epidemic, and discusses various 
strategies that dentists can adopt to 
help combat the epidemic.

The Opioid Epidemic
Hydrocodone-containing products 

are the most frequently prescribed 
medication in the U.S., with 136.7 
million prescriptions dispensed in 
2011, bypassing chronic disease state 
medications, such as levothyroxine and 
simvastatin.3 In fact, with just 4.6 per-
cent of the world’s population, the U.S. 
consumes 80 percent of the world’s 
opioid supply and 99 percent of the 
world’s hydrocodone supply.4 Current 
data on annual opioid medication sales 
in the U.S. are estimated to equate to 
a quantity sufficient to supply every 
adult American with a 45-day sup-

ply of hydrocodone.3 Between 1999 
and 2013, the amount of prescription 
opioids dispensed in the U.S. and the 
number of deaths due to prescription 
opioids have both quadrupled, with 
more than 16,000 deaths attributed to 
opioids in 2013 (FIGURE 1).5 Although 
the rate of opioid prescribing appears 
to be gradually leveling off, a sig-
nificant decline in the rate of opioid 
prescribing has yet to be observed.

Dentists and the Opioid 
Epidemic

In a 2009 nationwide study of opi-
oid prescribing patterns, dentists pre-
scribed 8 percent of all prescriptions 
for opioids, just behind primary care 
physicians (28.8 percent) and internists 
(14.6 percent), and were the main pre-
scribers of opioids for patients aged 10 
to 19 (30.8 percent).6 Dentists are also 
estimated to be frequent prescribers of 
immediate-release opioids, which tend 
to be more frequently abused than 
extended-release opioids.7 It must 
therefore be considered that some 
of the opioids prescribed by dentists 
will end up being used for nonmedical 
purposes. 

Dentists are uniquely positioned 
health care professionals in the com-
munity as they frequently come in 
contact with adolescents and young 
adults. The rates of current use of illicit 
drugs is highest among young adults 

aged 18 to 25 (19.6 percent) than any 
other age group.4 Because adolescents 
and young adults may infrequently 
need to seek the care of other health 
care professionals, dentists may be the 
only health care professionals who will 
have the opportunity to screen many 
of the patients in this age group for 
potential substance abuse problems 
and help refer patients to available 
resources.

Acute Pain Versus Chronic 
Pain

Pain is often misleadingly classified 
as being either “acute” or “chronic” 
based on the duration of symptoms. 
While acute pain is usually thought 
of as a symptom of underlying tissue 
damage and activation of nocicep-
tors caused by trauma or surgery that 
typically resolves as the injury heals, 
chronic pain may signal some sort of 
underlying disease pathology, as in the 
case of fibromyalgia or multiple sclero-
sis, or result from abnormal continued 
activation of nociceptors long after an 
injury has healed.8

As such, pharmacologic interven-
tions that may be useful for acute pain 
may have no effect in a patient with 
chronic pain and the management of 
a patient with chronic pain will usually 
require multiple modalities, with phar-
macologic therapy playing a moderate 
adjunctive role.8

While there is evidence for the 
short-term use of opioids for the man-
agement of acute pain, the evidence 
for the long-term use of opioids for 
the management of chronic pain has 
come under scrutiny. A recent system-
atic review of the scientific literature 
found a lack of data regarding the 
effectiveness of long-term opioid use 
for chronic pain.9 Despite widespread 
use of opioids for chronic pain, no 
controlled studies have evaluated the 
use of long-term opioids greater than 
one year for outcomes related to pain, 
function or quality of life.9 On the other 
hand, evidence from observational 
studies appears to suggest that opioid 
therapy for chronic pain is associated 
with increased risk for overdose, abuse 
and dependence.9 An observational 
study of patients receiving opioids for 

Figure 1. Roles of Prescription Opioid Sales and Deaths, 1999 to 2013.5

Adapted from injury prevention and control: prescription drug overdose. Centers for Disease Control and 
Prevention website, www.cdc.gov/drugoverdose/data/index.html. Accessed May 2, 2015.
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chronic noncancer pain found that, 
compared to patients taking no more 
than 20 mg of oral morphine equiva-
lents per day, patients taking 50 mg to 
99 mg per day had a 3.7-fold increase 
in overdose risk, and patients taking 
100 mg or more per day had an 8.9-
fold increase in overdose risk.10 Various 
guidelines, therefore, recommend 
exercising extreme caution when 
prescribing greater than 90 mg to 200 
mg of oral morphine equivalents per 
day for a patient, or consulting a pain 
management specialist for referral.11,12

Definitions Related to the 
Medical and Nonmedical 
Use of Opioids

Confusion is common among 
clinicians and patients regarding the 
terminology used to describe different 
patterns of nonmedical use of opioids 
(TABLE 1). For example, symptoms 
of physical dependence or tolerance 
to opioids are frequently mistaken 
for signs of opioid addiction. Many 
patients taking opioids on a chronic 
basis, whether for medical or non-
medical use, may exhibit symptoms 
of physical dependence, such as 
withdrawal symptoms upon abrupt 
discontinuation, or tolerance, such as 
requiring higher doses to achieve the 
same effects. However, these symp-
toms alone are not suffi cient evidence 
of opioid addiction.

A consensus definition developed 
by the American Pain Society, Ameri-
can Academy of Pain Medicine and 
the American Society of Addiction 
Medicine identifies four additional 
criteria for addiction: impaired control 
over drug use, compulsive use, con-
tinued use despite harm, or craving.13 
While opioid addiction implies ongo-
ing nonmedical use of opioids, opioid 
abuse can include ongoing nonmedical 
use of opioids, as well as a one-time 
nonmedical use of an opioid. Opioid 
misuse, in contrast to opioid abuse, is 
defined as taking a prescription opioid 
for pain relief, but in a way not origi-
nally prescribed. For example, taking 
a higher dose or taking a dose more 
frequently than prescribed would be 
considered misuse. Taking an opioid 

Figure 2. Source of Prescription Opioid Used for Nonmedical Purpose.14

Table 1. Definitions to Describe Prescription Drug  
Misuse, Abuse, and Related Events.13,28,29

Misuse  Any intentional therapeutic use of a drug product in an 
inappropriate way.

Abuse  Any intentional, nontherapeutic use of drug product or 
substance, even once, for the purpose of achieving a 
desirable psychological or physiological effect.

Addiction  Addiction is a primary, chronic, neurobiologic disease, 
with genetic, psychosocial and environmental factors 
influencing its development and manifestations. It is 
characterized by behaviors that include one or more 
of the following: impaired control over drug use, 
compulsive use, continued use despite harm and 
craving.

Aberrant Drug-Related A behavior outside the boundaries of the agreed-on  
Behavior treatment plan which is established as early as possible  
 in the doctorpatient relationship.

Physical Dependence  A state of adaptation manifested by a drug class-specific 
withdrawal syndrome that can be produced by abrupt 
cessation, rapid dose reduction, decreasing blood level 
of the drug and/or administration of an antagonist.

Tolerance  A state of adaptation in which exposure to a drug 
induces changes that result in a diminution of one or 
more drug’s effects over time

Adapted from Savage SR, Joranson DE, Covington EC, Schnoll SH, Heit HA, Gilson AM. Definitions 
related to the medical use of opioids: Evolution towards universal agreement. J Pain Symptom Manage 
2003;26(1):655-67. Smith SM, Dart RC, Katz NP, Paillard F, Adams EH, Comer SD, et al. Classifi cation and 
defi nition of misuse, abuse, and related events in clinical trials: ACTTION systematic review and recom-
mendations. Pain 2013;154(11):2287-96. Gourlay DL, Heit HA. Pain and addiction: managing risk through 
comprehensive care. J Addict Dis 2008;27(3):23-30.

Adapted from Jones CM, Paulozzi LJ, Mack KA. Sources of prescription opioid pain relievers by frequency of 
past-year nonmedical use: United States, 2008-2011. JAMA Intern Med 2014;174(5):802-3.
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that had been prescribed for dental 
pain when one has back pain would 
also be considered misuse.

Sources of Prescription 
Opioids Used for 
Nonmedical Purposes and 
the Role of Health Care 
Providers

Where do nonmedical users of 
prescription opioids obtain their opi-
oids? Based on data from the National 
Survey on Drug Use and Health, an 
estimated 70 percent of nonmedical 
users obtained the opioids from friends 
or family members and only 20 percent 
reported obtaining the opioid through 
a legitimate doctor’s prescription (FIG-
URE 2).14 However, compared to those 
who reported the lowest frequency 
of opioid use (on to 29 days), those 
who reported the highest frequency of 
opioid use (200-365 days) were more 
likely to obtain opioids via prescription 
from a physician (17.9 percent versus 
27.3 percent).14 The sobering real-
ity is that most prescription opioids 
that are being used for nonmedical 
purposes originated from legitimate 
prescriptions. Thus, efforts to combat 
the prescription opioid epidemic must 
target the diversion and sharing of 
legitimate prescriptions for opioids, as 
well as increased vigilance and screen-
ing for patterns of inappropriate opioid 
use before prescribing. Although most 
health care providers are well aware of 
the potential dangers of prescription 
opioids, providers may not be as aware 
of the factors contributing the opioid 
abuse problem in the U.S. and recent 
policy changes to try to address the 
problem.

Prescription Opioid 
Hoarding

Given that the vast majority of non-
medical users of prescription opioids 
are obtaining them from friends or fam-
ily members, there is a concern that 
most leftover opioid prescriptions end 
up in the medicine cabinet rather than 
being discarded. But why do patients 
have leftover prescription opioids in 
the first place? Several studies have 

focused on trying to determine how 
many tablets of opioid medications 
patients actually use following pain-
ful procedures, compared to how 
many tablets they were prescribed. A 
2006 survey of oral and maxillofacial 
surgeons in the U.S. revealed that 85 
percent of the respondents almost 
always prescribed an opioid after third 
molar extractions and the average 
number of opioid tablets prescribed 
was 20 (range eight to 40).15 However, 
the number of tablets patients actually 
consumed was not determined. To 
better characterize prescription opioid 
consumption following third molar 
extractions, Weiland et al. conducted 
a phone survey with 48 patients at 24 
hours and seven days following sur-
gery.16 The median number of opioid 
tablets prescribed was 20 (range 10 
to 40), and patients reported consum-
ing a median of three tablets (range 
0 to 10) at 24 hours, and a median of 
eight tablets (range 0 to 34) by day 
seven. None of the patients reported 
discarding their unused opioid tablets 
(median 12 tablets), and most reported 
storing the unused tablets in medicine 
cabinets.

A survey of adults in Utah confi 
rmed that hoarding of leftover pre-

scription opioids was common, with 
72 percent of patients who had been 
prescribed an opioid reporting that 
they had leftover medication, and 71 
percent of those patients reporting 
that they had kept the medication.17

Utilizing nonopioid analgesics and 
limiting the quantity of opioid medica-
tions prescribed after painful proce-
dures may help to reduce the abuse 
and diversion of leftover prescription 
opioids. Additionally, all health care 
providers should educate patients on 
the hazards of hoarding and shar-
ing leftover prescription opioids and 
counsel on recommended methods for 
disposal. 

Disposing Leftover 
Prescription Opioids

The FDA recommends disposing of 
most medications by mixing with an 
unpalatable substance, such as used 
coffee grounds or kitty litter, placing 
in a sealed plastic bag and throwing 
in the household trash.18 However, for 
certain controlled substances, such as 
the prescription opioids hydrocodone, 
oxycodone, hydromorphone, morphine 
and others, the FDA recommends that 
these controlled Schedule II medica-

Figure 3. The prescription drug abuse plan.30

Adapted from Executive Office of the President of the United States. Epidemic: Responding to America’s 
prescription drug abuse crisis, 2011. www.whitehouse.gov/sites/default/fi les/ondcp/policy-and-research/
rx_abuse_plan.pdf.
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tions be flushed down the toilet or sink 
to reduce the risk for overdose due to 
accidental ingestion.18

Alternatively, patients may turn in 
leftover prescription opioids to par-
ticipating law enforcement agencies 
and pharmacies that are registered 
with the Drug Enforcement Agency 
to take back controlled substances.19 
In many communities, police stations 
have locked boxes for the collection 
of unneeded controlled substances. A 
few specially registered pharmacies 
may be able to accept leftover con-
trolled substances for disposal. How-
ever, these registered and participating 
sites may be uncommon or diffi cult 
to find in the community. The different 
recommended methods for dispos-
ing of different types of medications 
can cause confusion among patients 
and health care providers. Recently, 
AB 623, aimed at reducing prescrip-
tion opioid-related deaths by reduc-
ing opportunities for inappropriate 
access, was introduced in the Califor-
nia Legislature by Assemblymember 
Jim Wood, DDS (D-Healdsburg). One 
component of the bill proposed by Dr. 
Wood, a practicing dentist, would man-
date that pharmacists counsel patients 
on the proper storage and disposal of 
opioids, thus helping to ensure that the 
majority of patients receiving prescrip-
tion opioids are educated on how to 
safeguard the supply of prescription 
opioids in the community.

Abuse-Deterrent 
Formulations of Opioids

Abuse-deterrent formulations 
(ADFs) of opioids have been developed 
to prevent manipulation of the opioid 
formulations for the purpose of abuse. 
Some ADFs, such as hydrocodone 
extended-release (ER) and oxycodone 
ER, are formulated to resist physical 
alteration through chewing, crushing or 
dissolving, while other ADFs, such as 
morphine plus naltrexone and oxyco-
done plus naloxone, contain opioid 
antagonists that will block the euphoric 
effects of the opioid component when 
the formulation is manipulated through 
chewing, crushing or dissolving.20

Although ADFs may help to reduce 
abuse of the particular opioid for-
mulation, they do not appear to be 
associated with decreased rates of 
opioid abuse and opioid-related deaths 
overall.21,22 Unfortunately, as we have 
started to regain control over access 
to prescription opioids, more and more 
opioid abusers have begun turning to 
heroin as a cheap and readily accessi-
ble alternative. In one survey, although 
abuse of an ER formulation of oxyco-
done declined after it was changed 
to an ADF in 2010, reported use of 
heroin increased and 25-30 percent of 
respondents reported continued abuse 
of the oxycodone ADF.23 Prescribers 
should therefore continue to exercise 
caution by limiting prescribing of ADFs 
of opioids.

Prescription Drug 
Monitoring Programs

Most states now have prescription 
drug monitoring programs (PDMPs), 
although the components of the pro-
grams are not all the same. It is hoped 
that accurately maintained PDMPs 
will help prescribers, pharmacists, law 
enforcement offi cials and regulatory 
boards to more effectively monitor 
and investigate patterns related to the 
prescribing, dispensing and use of 
controlled substances. California’s

PDMP is known as the Controlled 
Substance Utilization Review and 
Evaluation System (CURES) and is 
overseen by the California Department 
of Justice. Under CURES, informa-
tion regarding prescriptions dispensed 
for Schedule II, III and IV substances 
must be electronically transmitted to 
CURES within seven days of dispens-
ing.24 While reporting of prescriptions 
to CURES is mandatory, checking the 
CURES database before prescribing 
or dispensing is currently not manda-
tory. However, health care providers 
involved in the prescribing or  dis-
pensing of controlled substances are 
encouraged to access the CURES 
Patient Activity Reports for patients 
under their direct care to assess for 
warning signs of inappropriate use 
of controlled substances, or “doctor 
shopping,” a practice in which patients 

visit many different prescribers to 
obtain prescriptions. CURES appears 
to be an underutilized resource, with 
only an estimated 9.8 percent of the 
total number of licensed prescrib-
ers and pharmacists in California 
registered in 2014.25 New legislation 
mandates that all California pharma-
cists and prescribers of controlled sub-
stances be registered with CURES by 
July 1, 2016, to facilitate ready access 
to records and help CURES realize 
its full potential.24 PDMPs have been 
implemented with the hope of helping 
to reduce the abuse and misuse of 
controlled substances, but without 
substantial evidence to demonstrate 
potential or actual benefits. Results 
have begun to trickle in from differ-
ent states to suggest possible benefi 
cial effects on the prescribing and 
dispensing of controlled substances 
after implementation of PDMPs. 
Florida’s PDMP, implemented in 2011, 
was associated with a significant, 25 
percent, decline in oxycodone caused 
mortality, which was inversely related 
to the number of PDMP queries.26 The 
investigators hypothesize that health 
care providers may have changed 
their prescribing habits for individual 
patients after querying the PDMP. 
Indeed, health care provider access to 
PDMP information has been shown 
to influence the prescribing habits of 
physicians treating patients present-
ing to the emergency department 
with painful conditions unrelated to 
acute injuries, with fewer or no opioids 
prescribed after reviewing PDMP 
data, compared to what was originally 
planned.27

Conclusions
The prescription opioid abuse prob-

lem has reached epidemic proportions 
in the U.S. A liberalized attitude toward 
prescribing of opioids that began 
over a decade ago has undoubtedly 
contributed to the problems we are 
experiencing now. Dentists, who are 
estimated to be responsible for 8 per-
cent of all the prescriptions for opioids 
in the U.S. and the major prescribers 
of opioids among the 10-to-19-year-
old age group, can play a major role 
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Make plans to attend West Coast Pharmacy Exchange on April 28 - May 1, 2016 in San Francisco, CA at the Marriott Marquis Hotel!  
This annual meeting has an exciting array of educational sessions and activities for pharmacists in all practice settings, student pharmacists, 
exhibitors, sponsors, and guests.  Check out our keynote lineup:

The New Circle of Care
Rajiv R. Shah, MD • Sunday, May 1 
Don’t miss Dr. Rajiv Shah deliver the closing keynote presentation on The New Circle of Care! Pharmacists have an 
opportunity to impact patient care like never before. Dr. Shah, a physician, is gaining world-wide recognition for his 
innovative TEDx talk on pharmacists being the new “disruptors” in healthcare. 
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REGISTRATION IS OPEN -
Visit cpha.com/exchange to register now!

Public Opinion and the Face of Neighborhood Healthcare 
Christopher P. Krese • Saturday, April 30
NACDS conducts annual opinion research - called Victory Vision - that shapes strategies to advance a pro-patient and pro-pharmacy policy 
agenda. The research tracks perceptions of pharmacy’s issues and image over time, and illuminates current thinking on emerging issues. Victory 
Vision helps pharmacy advocates fine-tune their messaging, understand the importance of grassroots engagement, and understand the nuances 
of issues from scope-of-practice to prescription drug abuse and access.
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Statewide Implementation Work Group
Ashley Butler, PharmD; Steven Chen, PharmD; Patricia Shane, PharmD; Jessica Nunez de Ybarra, MD, MPH, FACPM • Friday, April 29
The Comprehensive Medication Management Statewide Implementation Work Group 2015-2016 includes both public and private partners that 
have been brought together by the California Department of Public Health. The Work Group works under the following recommendation: whether 
through direct staffing structures, consultation arrangements, virtual or shared providers, or other types of community linkages, CMM should be 
recognized, incorporated and appropriately compensated within health systems for high-risk adult patients.
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in helping to combat the prescription 
opioid epidemic. Regaining control 
over access to prescription opioids 
will most likely require a multifaceted 
approach, including education, moni-
toring, proper disposal and enforce-
ment, as no one intervention is likely to 
be successful on its own (FIGURE 3). 
Strategies that health care profession-
als should adopt to help reduce the 
risk for prescription drug abuse include 
screening patients for substance abuse 
prior to prescribing opioids, prescrib-
ing the minimum quantity of opioid to 
manage acute pain, educating patients 
to dispose of and never share leftover 
prescription opioids, and using PDMPs 
to verify drug-use histories and 
prevent “doctor shopping” (TABLE 
2). However, as more programs are 
successfully implemented to control 
access to prescription opioids, health 
care professionals must also remain 
vocal advocates for their patients with 
legitimate needs for opioids, to ensure 
that the pendulum does not swing too 
far in the opposite direction, resulting 
in needless patient suffering. 
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1. Between 1999 and 2013, the number 
of prescription opioid-related deaths 
in the U.S. has increased by approxi-
mately:
a. 50%
b. 2-fold
c. 3-fold
d. 4-fold

2. Most nonmedical users of prescrip-
tion opioids obtain the prescription 
opioids from:
a. Drug dealers
b. Friends and family
c. Doctors
d. Pharmacies

3. Which statement is most accurate 
regarding the evidence for the long-
term use of opioids for chronic pain? 
Long-term use of opioids is:
a. Associated with a negligible risk of 

overdose because most patients are 
tolerant

b. The most effective pharmacologic 
therapy for the management of 
chronic pain

c. Associated with an increased risk for 
abuse, dependence and overdose

d. Associated with fewer long-term 
adverse health effects compared to 
other pain medications

4. “A state of adaptation in which 
exposure to a drug induces changes 
that result in a diminution of one or 
more drug’s effects over time” best 
describes:
a. Addiction
b. Physical dependence
c. Tolerance
d. Aberrant behavior

5. People who exhibit symptoms of 
withdrawal upon abrupt discontinua-
tion of opioids are most likely:
a. Physically dependent
b. Addicted
c. Abusing
d. Hoarding

6. An 18-year old M received a 
prescription for hydrocodone/aceta-
minophen after having 3 wisdom 
teeth extracted. One month later, he 
suffered a football-related injury and 
took 2 tablets from his leftover sup-
ply of hydrocodone/acetaminophen. 
This would best be described as an 
example of:
e. Addiction
a. Misuse
b. Abuse
c. Appropriate use

7. According to the FDA, what would 
be most appropriate to recommend 
to a patient regarding disposal of a 
leftover prescription of oxycodone 
tablets?
a. Return prescription container to any 

local pharmacy for disposal
b. Obliterate the prescription label and 

dispose of prescription container in 
the trash

c. Mix tablets with coffee grounds and 
dispose of in the trash

d. Flush tablets down the toilet

8. Which is an example of an abuse-
deterrent formulation of an opioid?
a. Immediate-release oxycodone that 

has an enteric coating to prevent 
“dose-dumping”

b. Fentanyl transdermal patches 
that are individually packaged in 
tamper-resistant pouches

c. Long-acting oxycodone that when 
dissolved turns into a gel that is 
difficult to inject intravenously

d. Tablets containing a combination 
of an opioid and acetaminophen 
to ensure that patients do not take 
more than 10 tablets per day

9. Which California pharmacists are 
required to be registered with the 
Controlled Substance Utilization Re-
view and Evaluation System (CURES) 
by July 1, 2016?
a. Pharmacists working in government 

facilities
b. Pharmacists who prescribe 

controlled substances
c. Pharmacists who dispense 

controlled substances
d. All pharmacists

10. Which are potential strategies to 
reduce prescription opioid abuse?
a. Check the prescription drug 

monitoring program database prior 
to prescribing opioids to patients

b. Educate patients about proper 
disposal of opioids

c. Prescribe the minimum quantity of 
opioid to manage acute pain

d. I and II
e. I and III
f. II and III
g. I, II and III
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Introduction

CMS initially introduced Part D 
performance ratings in 2006 
and has consistently reported 

quality metrics using a scale rating 
system since 2008.1,2 Each plan’s 
service is rated on a scale of one to 
five stars, with five stars demonstrat-
ing excellent performance and highest 
quality and one star representing poor 
performance. The star ratings system 
is utilized to reimburse high-quality 
health care and guide consumers dur-

ing enrollment periods. For Medicare 
Prescription Drug Plans (PDP), the 
overall quality score is based on four 
parts: 1) drug plan customer service; 
2) members’ complaints and changes 
in the drug plan’s performance; 3) 
members’ experiences with the drug 
plan’s services; and 4) drug safety and 
drug pricing accuracy.3 

Within the drug safety and drug 
pricing accuracy section, there are five 
PDP star measures that are specifi-
cally relevant to pharmacists: 1) use of 

high-risk medications in the elderly; 2) 
use of angiotensin-converting enzyme 
inhibitors (ACEI) or angiotensin recep-
tor blockers (ARBs) in patients with 
diabetes; 3) adherence to oral diabetes 
medications therapy; 4) adherence to 
ACEI/ARBs for hypertension therapy; 
and 5) adherence to cholesterol ther-
apy.1,2 Each one of these measures 
weighs three times more than other 
PDP measures in health plans’ overall 
ratings. Thus, pharmacists’ services 
and interventions play a central role in 

Star Ratings Quality Metrics: 

Abstract
Background: The Centers for Medicare and Medicaid Services (CMS) Star ratings system identify improvements in health 
care quality. Medication adherence and safety outcomes measures show that pharmacists play a significant role in the 
advancement of Medicare quality, thus leading to an increase in Star ratings for many Prescription Drug Plans (PDP).

Objectives: The primary goal was to analyze the performance of California PDP derived from the CMS Star ratings quality 
metrics. 

Methods: There were five CMS Star quality indicators of interest. The plan identification numbers, available on www.
Medicare.gov and www.Q1medicare.com, were matched accordingly with the ones on the CMS website.

Results: The analysis confirmed that California PDP outperformed the national average in three indicators (patients with 
high-risk medications, diabetic patients with ACEI/ARBs, and adherence to oral diabetes therapy) and underperformed in 
two other indicators (adherence to hypertension and cholesterol therapies).

Conclusions: California PDP showed overall improvement with more high performers achieving five Star ratings from 2012 
to 2014. Since CMS can modify the rating thresholds for the measure indicators each year, even top performers still have 
room for improvement. 
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health care quality enhancement and 
have significant impact on the star rat-
ings for health plans.3 The main goal 
of this report is to analyze the perfor-
mance of California PDP, concentrat-
ing on Medicare Part D based on the 
CMS star ratings quality metrics.

Methods
From 2012 to 2014, star ratings 

reports for California PDP were 
extracted from the CMS Part C and 
Part D performance data website.4 
Information on both the percentages of 
each measured performance indicator 
and the star ratings within the drug 
safety section were analyzed. Since 
the data from CMS only report health 
plans’ contract numbers, usage of 
multiple websites was necessary to 
identify and select data specifically 
for contracting health plans in Califor-
nia.4 The plan identification numbers, 
available on www.Medicare.gov and 
www.Q1medicare.com, were matched 
accordingly with the ones on the CMS 
Part C and Part D performance data 
website. Descriptive statistics for each 
one of the five performance meas-
ures were calculated. Additionally, the 
proportion of PDP with three or fewer 
stars (average and low performers) and 
with five stars (high performers) for the 
performance indicators of interest were 
computed using the total number of 

PDP in California for each year as the 
denominator. 

Results
The number of PDP in California 

included in the analysis varied annu-
ally, ranging from 25 to 28. Table 1 
exhibits the average percentage of 
patients that received medications 
related to the five indicators of CMS 
star ratings for PDP in California. For 
all except one indicator, a high per-
centage represents better quality. For 
the high-risk medications in the elderly 
indicator, a low percentage repre-
sents better quality. PDP in California 
performed above average (3.9 stars) 
in the use of ACEI/ARBs in diabetic 
patients indicator. Similarly, perfor-
mance ratings on three indicators 
were lower than the national average 
for 2014: 1) medication adherence to 
hypertension; 2) oral diabetes; and 3) 
cholesterol therapy (Table 1). 

Figure 1 displays the percentage of 
PDP in California with three stars or 
fewer. About 50.0% of PDP in 2012 
and 44.0% in 2013 were average 
or low performers in the adherence 
to hypertension medications indica-
tor. However, for 2014, the highest 
percentage of PDP in California with 
three stars or fewer was observed 
in the adherence to oral diabetes 
medications (40.7%). A descending 

trend in the proportion of average- and 
low-performing PDP was observed 
only for the adherence to hypertension 
medications indicator: 50.0% in 2012, 
44.0% in 2013, and 33.3% in 2014 
(Figure 1). Oppositely, the proportion 
of plans classified as average and low 
performers increased from 2012 to 
2014 in the use of high-risk medica-
tions in the elderly measure.

Discussion
In Table 1, the average percentage 

from 2012 to 2013 in the CMS star rat-
ings indicator for high-risk medications 
in the elderly drastically decreased 
from 20.2% to 8.1%, depending on 
how the indicator was defined.4 In 
2013, the criteria for high-risk medica-
tions changed from a one- to two- fills 
rating threshold during the one-year 
period. For example, the four-star 
cutoff point went from ≤ 19.3% in 2012 
to ≤ 8.1% in 2013.6 When this change 
occurred, the number of PDP with 
one, two, or three stars in this quality 
measure increased gradually from 2012 
to 2014. Subsequently, during 2014, 
the threshold for the four-star cutoff 
became even more stringent and 
was decreased to ≤ 5%.16 Similarly, a 
stricter grading criteria implemented 
in 2014 CMS guidelines may have 
contributed to a slight decrease in the 
number of plans with five-star ratings. 

CMS Star Ratings 
Indicator

Year (Number of Plans)
2014 Star 
Ratings 
National 
Average5

2012  (n = 28) 2013 (n = 25) 2014 (n= 27)

Avg. Percentage 
% (min-max)

Mean 
Stars (SD)

Avg. Percentage 
% (min-max)

Mean 
Stars 
(SD)

Avg. Percentage 
% (min-max)

Mean 
Stars (SD)

Patients with High-
Risk Medications* 20.2 (8.8-31.5) 3.0 (1.0) 8.1 (3.2-13.7) 3.2 (1.3) 6.9 (1.0-13.0) 3.0 (1.3) 2.8

Diabetic Patients 
with ACEI/ARBs 84.4 (80.6-92.5) 3.3 (1.3) 84.8 (80.5- 91.8) 3.6 (1.0) 85.0 (80.0-92.0) 3.9 (1.2) 3.2

Adherence Oral 
Diabetes Therapy 74.5 (60.6-86.7) 2.9 (1.4) 75.5 (64.4-86.3) 3.0 (1.2) 75.8 (66.0-85.0) 3.0 (1.4) 3.1

Adherence 
Hypertension 
Therapy

73.7 (62.0- 84.3) 2.8 (1.4) 75.6 (62.8- 85.5) 2.8 (1.3) 76.7 (65.0-86.0) 3.3 (1.4) 3.6

Adherence 
Cholesterol Therapy 70.5 (55.2- 81.7) 3.3 (1.1) 71.6 (57.0-83.0) 3.0 (1.4) 72.9 (60.0- 84.0) 3.5 (1.5) 3.6

Table 1. CMS Annual Data Analysis 2012-2014 for all Prescription Drug Plans in California

*For the percentage of beneficiaries receiving high-risk medications, a lower percentage represents better quality. Avg=average, n= number of prescription drug plans in 
California for the indicated year, ACEI/ARBs= Angiotensin converting enzyme inhibitors/ Angiotensin receptor blockers, SD= Standard deviation
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In 2012, the percentage of beneficiar-
ies receiving ACEI/ARBs while taking 
either an oral diabetes medication or 
insulin was used to determine the 
star ratings for this indicator. In 2013, 
the metric also included a direct renin 
inhibitor, which explained the decrease 
in the number of low-performing plans 
since the recent practice guidelines 
dictate the usage of thiazide diuretic 
or calcium channel blocker as initial 
antihypertensive treatment.7,8  

To achieve five-star status, exist-
ing pay-for-performance (P4P) models 
reinforce larger monetary gain for 
higher-quality measure ratings. Moreo-
ver, top performers are formally recog-
nized for the provision of outstanding 
patient care and thus can leverage this 
competitive edge as a marketing tool 
to broaden the preferred pharmacy 
networks.3 Another benefit for health 
plans with five-star ratings is the Spe-
cial Enrollment Period (SEP), which 
permits members to join a health plan 
outside of the normal enrollment time 
frame.9 SEP also helps health plans to 
further expand their clientele.10 

The value of quality is often placed 
on patient outcomes, which greatly 
influences reimbursement rates and 
bonus payments. For example, con-
sistently low-performing health plans 
might consider pharmacy network con-

of pharmacy. Pharmacy Quality Alli-
ance (PQA) has a free continuing edu-
cation (CE) online program, Educating 
Pharmacists in Quality (EPIQ), that 
can help pharmacists and pharmacy 
students fill this gap in training.13 

Conclusions
The percentage of PDP with fewer 

than three stars continued to decrease 
from 2012 to 2014, while the percent-
age of five-star PDPs progressively rose 
over the same time frame. In the near 
future, the percentage of low perform-
ers should shrink due to the incentivized 
reimbursement system that interlinks 
past performance and future bonus pay-
ments. Health plans with steadily low 
performance would drastically suffer 
financially in the long run. In terms of 
best practices, those health plans with 
a five-star rating served as outstanding 
examples available for benchmark-
ing. Top performers still have room for 
improvement, and pharmacists play a 
vital role in this aspect.

About the Authors
Tram Nguyen, MBA is a PharmD 

Candidate 2016 at California North-
state University College of Pharmacy 
with various backgrounds in business, 
industry, and research. 

Figure 1. Percentage of California Medicare Prescription Drug Plans (PDP) with 1, 2, or 3 Stars by Quality Indicator
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tract termination. Alternatively, pharma-
cies contributing to the improvement 
of star ratings may be placed on a 
preferred pharmacy network status. 
Inland Empire Health Plan (IEHP) offers 
a P4P program as a financial incentive.11 
Performance evaluations determine 
the pharmacy’s payment schedule. 
High-ranking pharmacies are catego-
rized as “IEHP Pharmacy Providers 
of the Year.”11 This program not only 
promotes quality improvement in 
health care but also in patient-centered 
services, such as medication therapy 
management (MTM). 

Traditionally, quality performance 
data were readily available mainly for 
prescription drugs and health plans. 
However, community and ambulatory 
care pharmacists now have access 
to commercial dashboards and to 
star ratings data, such as the Elec-
tronic Quality Improvement Platform 
for Plans and Pharmacies (EQuIPP). 
EQuIPP partners with pharmacy 
benefits managers (PBMs) to display 
performance data for over 55,000 
retail pharmacies.12 Population health 
management dashboards, such as 
EQuIPP, strategize and implement 
quality improvement activities directed 
at raising the star ratings. Finally, edu-
cation in quality performance meas-
urement is not compulsory in colleges 
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Aggrastat® (tirofiban HCl) HDB,

Available to Order.

Aggrastat® (tirofiban HCl)

Drug 
description

Aggrastat Injection Premixed is a clear,  
non-preserved, sterile solution premixed in a vehicle 
made iso-osmotic with sodium chloride. Provided in 
single-dose Intravia® ready-to-use bags (PL 2408).

Stability  
and storage

Manufacturer stability is 36 months. Provided in foil 
overpouch to protect from light during storage. Do not 
freeze. Store Aggrastat at 25°C (77°F) with excursions 

permitted between 15-30°C (59-86°F).

How  
supplied

250 mL Bag 100 mL Bag

12.5 mg in 250 mL  
(50 mcg/mL)  

premixed bag

5 mg in 100 mL  
(50 mcg/mL)  

premixed bag

NDC 
numbers

NDC # 25208-002-02 NDC # 25208-002-01

Dimensions 
(box size)

12.8” H x 6.3” W x 1.7” D 
(contains 1 ready-to-use bag)

11.8” H x 5.8” W x 1.1” D 
(contains 1 ready-to-use bag)

Weight 0.9 lbs 0.2 lbs

Aggrastat is contracted with all national GPOs. Please contact one of our product specialists for contract pricing  
(1-800-509-0544: option 5, or aggrastat@medicure.com).

Aggrastat is available through normal distribution at your wholesaler. For immediate supply, Aggrastat is available 
as a drop shipment via Express Overnight Delivery. 

Provide your wholesaler with updated demand forecasts for Aggrastat. If you require any assistance working with your 
wholesaler, or need supply immediately, please contact our ordering department (1-800-509-0544: option 1, or 
ordering@medicure.com).

PA-P-OP-01

Intravia® is a registered trademark of Baxter International Inc.
Please visit aggrastathdb.com for Prescribing Information.

Aggrastat is a registered trademark of Medicure Pharma.
© 2016 Medicure Pharma. All rights reserved. 
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Owning a pharmacy has risks 

attached. Many of them 

are small, but some risks carry the 

potential to cause the loss of your 

business or your license to practice. 

Finding the right insurance coverage 

to protect yourself is imperative. But 

where do you start? You need cover-

age for your building, your inventory 

and accidents. You need professional 

liability. Why not find out how CPhA 

can help?

The California Pharmacists Asso-

ciation sponsors a comprehensive 

Business Owners Insurance prod-

uct through Mercer. The product 

provides excellent coverage for 

your practice as well as professional 

liability protection that defines Phar-

macy Services as the art, practice 

or profession of preparing, preserv-

ing, compounding, dispensing, 

administering and consulting upon 

medicines, medical drugs, supplies, 

equipment or devices used in the 

treatment of medical disorders and 

maladies rendered by the insured 

in the capacity of a pharmacy or 

pharmacist. 

Among many features, this 

high-quality insurance policy can 

provide financial protection for lost 

Protect Your Pharmacy.
Protect Your Peace of Mind.

Call a Mercer Client Advisor at 888-926-CPhA,  
email CPhA.Insurance.service@mercer.com, or visit  

www.CPhAMemberInsurance.com.
 

74485	(1/16)	Mercer	Health	&	Benefits	Insurance	Services	LLC	•	CA	Ins.	Lic.	#0G39709

Copyright 2016 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: Insurance

income if your pharmacy is unable 

to operate after a covered loss. It 

can cover damages, medical bills 

and attorneys’ fees if someone is 

injured while visiting your pharmacy. 

Options include coverage for drug 

inventory, computer equipment, data 

compromise and identity recovery, 

employee dishonesty, hired and non-

owned autos and more.

Why not see how your current 

policies compare and provide your-

self the peace of mind to be able 

to focus on your patients instead of 

your risk? Rates are competitive, so 

request more information today! 
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Pharmacy Law

Sternberg v. California 
State Board of Pharmacy1

The California Second Appel-
late District recently held that 
the California State Board of 

Pharmacy properly interpreted state 
law as holding a supervising pharma-
cist strictly liable for an employee’s 
repeated thefts of a controlled sub-
stance, even though the pharmacist 
was unaware of the thefts when they 
occurred.2 During a two-year period 
while Andrew M. Sternberg (“Stern-
berg”) was the pharmacist-in-charge 
for a Target pharmacy, pharmacy 
technician Imelda Hurtado (“Hur-
tado”) stole from the pharmacy more 
than 200,000 tablets of Norco,3 a 
dangerous and controlled substance, 

with a street value of more than $1 
million.4

Hurtado accomplished her thefts by 
placing orders for up to 3,000 tablets 
(six bottles with 500 tablets per bottle) 
to be delivered to the pharmacy on a 
day she was scheduled to work. She did 
this approximately 85 times, as often 
as three times a week. When orders 
arrived, she would take the delivery to 
a workstation farthest away from the 
pharmacist’s station. She would then 
remove the six bottles, hide them in 
the storeroom, and destroy the pack-
ing invoice. When the pharmacist on 
duty took a lunch break, she would go 
to the storeroom, put three bottles in 
her purse, and take them out to her car. 
Later in the day, when the pharmacist 

was on a break, she would take the 
other three bottles to her car in the 
same manner. Her theft was discovered 
when Sternberg found a bottle of Norco 
in the storeroom. The Target pharmacy 
normally did not sell Norco, a Class III 
controlled substance, so Sternberg 
notified Target management, and Target 
initiated a loss prevention investigation. 
Hurtado was eventually caught on sur-
veillance and arrested with six bottles, 
500 tablets per bottle, of Norco tablets.5

The California Board of Pharmacy 
revoked Hurtado’s pharmacy technician 
license and brought disciplinary pro-
ceedings against Target and Sternberg.6 
Based on the above, the California Board 
of Pharmacy filed an accusation against 
Sternberg alleging six causes for disci-

California Appellate  
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Pharmacist-in-Charge 
Responsibility 
for Pharmacy Technician  
$1 Million Drug Theft

By Michael A. Dowell, RPh, JD*
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pline: (1) failing to maintain a complete 
and accurate record for all controlled 
substances/dangerous drugs received, 
sold, or otherwise disposed of;7 (2) 
failing to maintain records of acquisi-
tion and disposition for three years;8 (3) 
allowing Hurtado, a non-pharmacist, to 
order and sign for three deliveries of the 
Norco;9 (4) failing to properly supervise 
Hurtado and allowing her to steal the 
Norco;10 (5) failing to secure and main-
tain the facilities, space, fixtures, and 
equipment from theft;11 and (6) failing 
to provide effective controls to prevent 
the theft of the Norco and maintain 
records for the drug.12 After a hearing, 
an administrative law judge issued a 
proposed decision finding Sternberg 
liable on all but the fifth ground and 
proposed to publicly reprove him. The 
Board of Pharmacy rejected that deci-
sion and instead found Sternberg liable 
on all six grounds, revoking his pharma-
cist’s license but staying the revocation 
and placing his license on probation for 
three years with specific conditions.13

Sternberg then petitioned for a 
writ of administrative mandamus in 
the trial court pursuant to California 
Code of Civil Procedure section 
1094.5. He contended the Board 
erred in three ways: (1) It improperly 
found he had a duty to randomly 
audit invoices and keep scheduled 
drugs locked in a secured area, 
given Hurtado destroyed invoices 
and hid the Norco so no one else 
knew it was in the pharmacy; (2) it 
improperly found the pharmacist-in-
charge’s duties included performing 
random audits of drug deliveries, 
checking staff work, and participat-
ing in checking inventory delivered to 
the pharmacy because neither side’s 
expert testified that the pharmacist-
in-charge had those duties; and (3) 
the Board incorrectly interpreted 
Business and Professions Code sec-
tion 4081 to apply to him when he 
did not know Hurtado was stealing 
the Norco.14 Exercising its independ-
ent judgment, the trial court denied 
the petition, finding the Board cor-
rectly interpreted section 4081, the 
evidence supported the Board’s find-
ings, those findings supported the 
Board’s decision, and the Board did 

not abuse its discretion in imposing 
discipline. Sternberg then appealed 
the trial court decision.15

The California appellate court ana-
lyzed California Business and Profes-
sions Code Section 4081 and ruled 
that as the pharmacist-in-charge, 
Sternberg was “responsible for a 
pharmacy’s compliance with all state 
and federal laws and regulations 
pertaining to the practice of phar-
macy.” (§4113, sub. (c); see §4036.5 
[defining pharmacist-in-charge as 
“the supervisor or manager respon-
sible for ensuring the pharmacy’s 
compliance with all state and federal 
laws and regulations pertaining to 
the practice of pharmacy.”])16 That 
includes section 4081, which states: 
“(a) All records of manufacture and 
of sale, acquisition, receipt, ship-
ment, or disposition of dangerous 
drugs or dangerous devices shall be 
at all times during business hours 
open to inspection by authorized 
officers of the law, and shall be 
preserved for at least three years 
from the date of making. A current 
inventory shall be kept by every 
manufacturer, wholesaler, third-
party logistics provider, pharmacy, 
veterinary food-animal drug retailer, 
physician, dentist, podiatrist, veteri-
narian, laboratory, clinic, hospital, 
institution, or establishment hold-
ing a currently valid and unrevoked 
certificate, license, permit, registra-
tion, or exemption under Division 2 
(commencing with Section 1200) of 
the Health and Safety Code or under 
Part 4 (commencing with Section 
16000) of Division 9 of the Welfare 
and Institutions Code who maintains 
a stock of dangerous 
drugs or danger-
ous devices. (b) The 
owner, officer, and 
partner of a phar-
macy, wholesaler, 
third-party logistics 
provider, or vet-
erinary food-animal 
drug retailer shall be 
jointly responsible, 
with the pharmacist-
in-charge, respon-
sible manager, or 

designated representative-in-charge, 
for maintaining the records and 
inventory described in this sec-
tion. (c) The pharmacist-in-charge, 
responsible manager, or designated 
representative-in-charge shall not be 
criminally responsible for acts of the 
owner, officer, partner, or employee 
that violate this section and of 
which the pharmacist-in-charge, 
responsible manager, or designated 
representative-in-charge had no 
knowledge, or in which he or she did 
not knowingly participate.”17

The Appellate Court concluded 
that the Board properly interpreted 
section 4081 not to require knowl-
edge in order to impose licensing dis-
cipline. The language of subdivisions 
(a) and (b) of section 4081 contains 
no express knowledge requirement, 
and language may not be inserted 
into a statute that the Legislature has 
omitted. This is particularly true in 
light of section 4081, subdivision (c), 
which provides that a pharmacist-in-
charge may not be criminally liable 
for an employee’s violation of section 
4081 if he or she did not know the 
violation occurred. (See Telish v. 
California State Personnel Bd. (2015) 
234 Cal. App. 4th 1479, 1490. The 
Board’s interpretation also supports 
the purpose of protecting the public 
by encouraging pharmacists-in-
charge to take necessary precautions 
to adequately supervise and maintain 
the inventory of dangerous drugs. 
(§ 4001.1 [“Protection of the public 
shall be the highest priority for the 
California State Board of Pharmacy 
in exercising its licensing, regulatory, 
and disciplinary functions. Whenever 
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the protection of the public is incon-
sistent with other interests sought to 
be promoted, the protection of the 
public shall be paramount.”]). Hurtado 
took advantage of Sternberg’s inad-
equate inventory procedures to steal 
a massive quantity of Norco over 
an 18-month period. Section 4081 
requires the pharmacist-in-charge to 
maintain an inventory of dangerous 
drugs, so if he or she were unable to 
account for what was stolen, it would 
not be unreasonable to subject him or 
her to licensing discipline.18 

Sternberg argued that the issue 
was not whether section 4081 
contains a knowledge require-
ment, but whether he could have 
violated section 4081 at all if he 
had no way to know his inventory 
was inaccurate. The appellate court 
concluded that there were several 
problems with this argument. First, 
there was substantial evidence that 
Sternberg’s policy and procedural 
failures allowed Hurtado to steal the 
Norco, so it is not accurate to say 
he had no way to know her theft 
was possible and his inventory was 
inaccurate. Secondly, his interpreta-
tion of what constitutes a violation 
of section 4081, subdivision (a), is 
incorrect. The term “current inven-
tory” in section 4081 is defined to 
“include complete accountability 
for all dangerous drugs handled 
by every licensee enumerated in 
Sections 4081 and 4332.” (Cal. 
Code Regs., tit. 16, §1718). The 
phrase “handled by every licensee” 
could certainly encompass Hurtado 
secretly ordering and receiving 
the Norco at the pharmacy under 
Sternberg’s supervision, even if she 
concealed her actions. Thus, the 

Board properly interpreted section 
4081 to hold Sternberg strictly liable 
for violations leading to licensing 
discipline.19 

The appellate court noted that the 
Board properly concluded that Stern-
berg violated section 4081 because 
he “was responsible for ensuring 
that the pharmacy maintained and 
secured its drugs from diversion and 
theft,” and the evidence showed he 
“failed to secure the drugs that were 
being delivered to the pharmacy. 
There was no evidence that the 
pharmacy’s facility, space, fixtures, 
or equipment were maintained in 
any way to prevent the thefts in this 
case, such as the use of locked cabi-
nets or drawers for Schedule II or 
III drugs.” Hurtado’s extensive and 
prolonged theft was evidence that 
Sternberg failed to properly oversee 
the operations of the pharmacy. 
Sternberg did not meet his duties as 
the pharmacist-in-charge because he 
failed to implement controls to pre-
vent theft based on the lax oversight 
of the phone ordering system, failed 
to implement an appropriate process 
in accepting deliveries and handling 
invoices, failed to provide supervi-
sion of the pharmacy when the 
pharmacist-in-charge was on break, 
and failed to conduct random checks 
of deliveries and invoices. The 
imposition of strict liability “supports 
the purpose of protecting the public 
by encouraging the pharmacist-in-
charge to take necessary precau-
tions to adequately supervise and 
maintain the inventory of dangerous 
drugs.”20

Lessons Learned: 
Pharmacist-in-Charge Best Prac-

tices for Pharmacy Technician Super-
vision and Controlled Substances 
Inventory Management

Pharmacy Technician 
Supervision

Pharmacy Technician Supervision 
Best Practices. The pharmacist-
in-charge is responsible for the 
pharmacy’s compliance with state 
and federal laws and regulations 
pertaining to the practice of phar-

macy.21 The legal requirements for 
pharmacist supervision of pharmacy 
technicians is antiquated and reflects 
the way pharmacy was practiced 
many years ago when daily prescrip-
tion volume was much less than it 
is today. In a busy pharmacy, it is 
impractical for a pharmacist to look 
over the shoulder of a pharmacy 
technician every minute of every 
workday. A person other than a 
licensed pharmacist may not engage 
in the practice of the profession of 
pharmacy, except that a licensed 
pharmacist may delegate to phar-
macy technicians those duties, 
tasks, and functions that do not fall 
within the purview of the practice 
of the profession of pharmacy. 
All such delegated acts must be 
performed under the direct supervi-
sion of a licensed pharmacist who 
shall be responsible for all such acts 
performed by persons under his or 
her supervision.22 The pharmacy 
technician must be under the direct 
supervision and control23 of a phar-
macist “on duty,”24 with the pharma-
cist “fully aware” of the technician’s 
activities involved in the preparation 
and dispensing of medications, 
including the maintenance of appro-
priate records.25 Direct supervision 
is required of all delegated tasks 
performed by pharmacy technicians. 
Direct supervision means supervi-
sion by a pharmacist who is on the 
premises at all times the delegated 
tasks are being performed; who 
is aware of delegated tasks being 
performed; and who is readily avail-
able to provide personal assistance, 
direction, and approval throughout 
the time the delegated tasks are 
being performed. It also requires 
that pharmacists perform a final 
check of all work done by a techni-
cian. Any function performed by a 
pharmacy technician in connection 
with the dispensing of a prescription, 
including repackaging from bulk and 
storage of pharmaceuticals, must be 
verified and documented in writing 
by a pharmacist.26 

Sternberg Court Analysis. In 
Sternberg, the Board of Pharmacy 
and court expressed concern that 
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the level of pharmacist supervision 
of the pharmacy technician was 
inadequate, as she was assigned the 
task of ordering drugs and unpack-
ing with little or no accountability 
to or review by the pharmacist-in-
charge. In the Board’s purview, it 
is expected that in delegating such 
responsibilities, the pharmacist-
in-charge would perform some 
random audits of drug deliveries 
that he signed for, conduct checks 
of his staff’s work, and actively 
participate in checking inventory as 
well as the drugs delivered to the 
pharmacy. While the direct supervi-
sion requirement does not mean that 
the pharmacist must stand by the 
technician’s side and review all work 
while it is being done, it does require 
physical presence in the place where 
the technician is working and the 
ability to answer questions that the 
technician may have. It also requires 
that the pharmacist perform a review 
or check of all work done by the 
pharmacy technician.27

Maintenance of Records 
for the Acquisition and 
Disposition of Controlled 
Substances 

A pharmacy is always responsible 
for an accurate accounting for the 
drugs that it has on hand.28 In order 
to maintain such an accounting, 
the pharmacy must keep accurate 
records of acquisition and disposition 
of dangerous drugs. A DEA regis-
trant must maintain a complete and 
accurate record of each substance 
received, sold, delivered, or other-
wise disposed of by the registrant.29 
Pharmacies should establish writ-
ten procedures for the ordering and 
receipt of controlled substances. 
These procedures should indicate the 
individuals who have the designated 
authority to order, receive, post, and 
verify controlled substances orders. 

A. Ordering Controlled Substances
In Sternberg, the Board of Phar-

macy concluded that the pharmacy 
had failed to maintain a complete and 

accurate record for all controlled sub-
stances / dangerous drugs received, 
sold, or otherwise disposed of, based 
on the fact that the pharmacist-
in-charge’s failure to adequately 
supervise the pharmacy techni-
cian contributed to the pharmacy’s 
resulting failure to maintain accurate 
records of the controlled substances 
the pharmacy technician ordered, 
even if those drugs were stolen 
out of his presence and without his 
knowledge or approval. 

Controlled substances must 
be ordered separately from non-
controlled substances and must be 
ordered in compliance with 21 C.F.R 
§ 1305. Schedule II drugs must be 
ordered using DEA form 222. Only 
a person registered on behalf of 
the pharmacy or holding a power of 
attorney from a person so registered 
may order Schedule I and Schedule II 
controlled substances. The pharmacy 
should limit who has power of attor-
ney to sign DEA 222 order forms. 
DEA 222 forms should be secured 

1-(877)-360-0095
www.buy-sellapharmacy.com

A 15-year track record of successfully completing  
more than 400 independent pharmacy sales. Completely Confidential!

Your Local Specialist
Steve Wagner
stevew@buy-sellapharmacy.com
Tel: 1-(818)-309-6229

The road from the contemplation of a sale to the closing of a deal  
is filled with obstacles, road blocks and speed bumps.  

Let us help you navigate them successfully. 

 
 
This is what we do every day, all day. It’s a full time job. Don’t  
attempt it on your own. Let us help you get to the end of the road  
successfully. Visit our website to view a list of references that you can contact.

4. Negotiating price & terms 5. Letter of Intent 6.  Purchase agreement
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and accessible only to the DEA reg-
istrant and authorized individuals. A 
pharmacy should never pre-sign DEA 
222 order forms. 

Ideally, only one person should 
have authority to order controlled 
substances, and there should be one 
password. If more than one per-
son is allowed to order, do not use 
the same password. Minimize the 
number of orders placed per day so 
that non-scheduled orders are easily 
identified, and minimize the number 
of locations (e.g., off-site) that can 
be used for ordering. The delivery 
address on all orders for controlled 
substances must be a DEA-licensed 
pharmacy.30

B. Controlled Substance Order 
Deliveries and Check-In

In Sternberg, the pharmacy was 
charged with allowing a non-phar-
macist, the pharmacy technician, to 
order and sign for the controlled sub-
stances in violation of Business and 
Professions Code Section 4095.5(a). 
The controlled substance ordering 
function should be separated by the 
receiving function. Deliveries of con-
trolled substances to a pharmacy may 
only be received and signed for by a 
pharmacist. Any method of receiving 
drugs must be secure to prevent theft 
and other loss. Let the driver come all 
the way to the pharmacy, and do not 
allow staff to meet the driver away 
from the pharmacy. The pharmacist 
should sign for the delivery and open 
the packaging in order to count the 
drugs and verify the condition and 
accuracy of the drugs received. 

Prescription drug orders should be 
checked in promptly to shorten the 
time between delivery and check-
in to a secure area. The opening of 
the cartons and the acknowledg-
ment of receipt of the order should 
be performed in the pharmacy by a 
staff member that is not the person 
who placed the order and should be 
witnessed by another pharmacy staff 
member. Both employees should 
initial the receipt on the appropriate 
forms. Any discrepancy between the 
receipt and actual contents must be 
reported to the delivering wholesaler 

or manufacturer by the next busi-
ness day after delivery.31 If there is 
a discrepancy, the entire shipment, 
along with the wholesaler’s shipping 
container, should be segregated and 
placed in a secure storage area of the 
pharmacy to await investigation and 
resolution of the discrepancies. The 
delivery receipt and record of dis-
crepancy must be maintained by the 
wholesaler or manufacturer for three 
years. 

The person checking in the drugs 
should be a licensed pharmacist or tech-
nician familiar with dispensing trends 
who is able to spot unusual orders and 
should be different from the person 
who ordered the drugs. If controlled 
substances are delivered to the phar-
macy when the pharmacy is closed 
and the pharmacist is unavailable, then 
the drugs must be placed in a secure 
storage area in the same building of the 
pharmacy where only the pharmacist 
in charge or his or her designee has 
access.32 The storage area must have 
a means of indicating whether it has 
been entered after the controlled sub-
stances are delivered.33 The pharmacy 
must maintain written policies for the 
delivery of drugs to the secure storage 
facility, and the agent delivering the 
drugs must leave documents indicat-
ing the name and amount of each drug 
delivered to the secure storage facility.34

A record of every dangerous drug 
or device order must be maintained 
by both supplier and recipient to allow 
a current, accurate, and complete 
inventory. The pharmacy should con-
firm that orders received are accurate 
and maintain careful records of drug 
acquisition to fulfill its obligation to 
maintain an accurate drug inven-
tory. The recipient is responsible for 
notifying the supplier immediately 
about any shipping errors and for 
making a record of the error in order 
to maintain an accurate inventory. All 
invoices should be stored and main-
tained according to state and federal 
laws. When controlled substance 
drugs are received, each item should 
be recorded in a controlled substance 
inventory log. The wholesaler’s 
invoice number should be noted on 
the completed DEA 222 form upon 
receipt of the order. The controlled 
substance drug balance should be 
verified against the inventory sheet; 
the purchaser copy of the completed 
DEA form should be attached to 
the copy of the wholesaler’s invoice 
and filed in a controlled substances 
invoice folder.

C. Dispensing Records
A valid prescription order from an 

authorized prescriber must exist for 
each controlled substance dispensed. 
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Dispensing records, including prescrip-
tions, of Schedule I and II controlled 
substances must be kept separately 
from all other records.35 The DEA has 
authorized three options for the filing 
of controlled substances prescrip-
tions. A pharmacy may maintain three 
separate files: one for schedules I-II, 
one for schedules III-V, and one for all 
other drugs. Or it may maintain two 
separate files: one for schedules I-II 
and one for all other drugs, in which 
the Schedule III-V drugs are made 
readily retrievable by the use of a red 
“C” stamp not less than an inch high, a 
requirement that is waived if the phar-
macy has an electronic record-keeping 
system that permits identification by 
prescription number and retrieval of 
original documents by prescriber’s 
name, patient’s name, drug dispensed, 
and date filled. The third option, also 
requiring two separate files, is to have 
one file for all controlled substances 
(requiring the red “C” on the Schedule 
III-V drugs, or the electronic record-
keeping alternative, and another file 
for all other drugs.36

D. Pharmacist-in-Charge Review of 
Purchase Invoices and Dispensing 
History

In Sternberg, the pharmacist-in-
charge’s failure to do random checks 
of the invoices or orders coming in 
allowed the pharmacy technician 
the opportunity to destroy any paper 
evidence that might have alerted the 
pharmacist-in-charge and/or phar-
macy to her thefts. The pharmacist-
in-charge must review controlled 
substance acquisition and disposi-
tion records carefully, frequently, and 
regularly, with random and periodic 
audits of the pharmacy’s invoices 
and inventory; reconcile monthly 
billing statements with invoices 
to make sure that all invoices are 
accounted for; compare the drug 
wholesaler’s billing reports to the 
pharmacy’s invoice records to ensure 
that no pharmacy invoices are miss-
ing; and watch for ordering trends, 
drugs not used by the pharmacy, or 
large amounts of drugs in general. 
The pharmacy should question the 
validity of any invoice for drugs that 

it did not order or for which pay-
ments were not being recouped 
by sales reflected in the pharmacy 
inventory reports. Invoices should be 
reviewed comprehensively for those 
days that the pharmacist-in-charge 
did not work. 

E. Inventory Records
In Sternberg, the Board of 

Pharmacy concluded that the 
pharmacist-in-charge’s failure to 
adequately supervise the phar-
macy technician contributed to 
the pharmacy’s resulting failure to 
maintain accurate records of current 
inventory as required of the con-
trolled substances the pharmacy 
technician ordered, even if those 
drugs were stolen out of his pres-
ence and without his knowledge or 
approval. The pharmacist-in-charge 
is responsible for the establish-
ment and maintenance of a sys-
tem for monitoring the inventory 
of drugs and medications used in 
the pharmacy. All pharmacies that 
maintain a stock of dangerous drugs 
and devices must keep a current 
inventory of them. “Current inven-
tory” includes complete account-
ability for all dangerous drugs and 
devices handled by the licensee.37 
The pharmacy law does not state 
how often a formal inventory should 
be done; however, since federal 
law requires each registrant to take 
an initial and biennial inventory of 
controlled substances, pharmacies 
should, at a minimum, conduct a 
biennial inventory. In addition, a 
new inventory should be done at 
the time the pharmacy closes down 
or is transferred to a new owner and 
when a new pharmacist-in-charge 
is selected. A full inventory should 
also be done when there has been 
any significant theft, diversion, or 
other loss of a drug. Inventories 
should include the date; the time of 
day; the drug name, strength, and 
form; the number of units or volume 
of each drug; and the total quan-
tity. All invoices that document the 
receipt of prescription medications 
by the pharmacy should be kept on 
file for five years. The records and 

stock of the drugs or devices must 
be open to inspection by authorized 
officers of the law at all times dur-
ing business hours.38

An inventory for all controlled 
substances must be conducted 
every two years.39 An actual physi-
cal count is required when taking 
inventory of Schedule II drugs; an 
estimated count may be made for 
Schedule III, IV, and V drugs. The 
pharmacy may ensure the integrity 
of its C-II controlled substances 
inventory by monitoring products 
through the use of a perpetual 
inventory system or inventory 
reconciliation. Inventory reconcili-
ation takes the present inventory, 
adds the purchases, and subtracts 
the drugs dispensed. The result 
should equal the current inventory. 
A significant variance in the actual 
inventory and the reconciled inven-
tory must be reported on DEA form 
106.40 A perpetual inventory system 
will facilitate inventory verification 
each time controlled substances 
are stocked, removed, or returned. 
If the pharmacy has not purchased 
software for a perpetual inventory, 
then the pharmacy should maintain 
a binder of C-II inventory that can 
be used for inventory reconciliation. 
The binder should be kept in the 
pharmacy for easy access. Only one 
drug should be documented on each 
form. With each C-II prescription 
dispensed, it is the pharmacist’s 
responsibility to completely record 
all of the required information and 
to verify that the balance on hand 
is correct. The same policy should 
apply to purchases. The same form 
should be completed to add to the 
balance on hand. The pharmacist-in-
charge should do a monthly physi-
cal count of each and every C-II 
narcotic to verify that the quantities 
are correct.

Securing and Maintaining 
Facilities, Space, Fixtures, 
and Equipment From Theft

A. Security Requirements
DEA registrants are required to 

provide effective controls and pro-
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cedures to guard against theft and 
diversion of controlled substances 
and to substantially comply with spe-
cific security standards for storage of 
controlled substances.41

Building Security. Routine phar-
macy security features should include 
alarmed doors/windows with central 
station monitoring, physical barri-
ers (steel window / door curtains), 
sensors, sufficient lighting levels 
inside and outside the pharmacy, and 
markers at exit doors. The pharmacy 
should maintain a monitored security 
system that transmits an audible, 
visual, or electronic signal warning 
of intrusion. The security system 
should be equipped with a backup 
mechanism to ensure notification 
or continued operation if the secu-
rity system is tampered with or 
disabled, or in the event of a power 
failure.42

Pharmacy Department Secu-
rity. Each pharmacist on duty is 
responsible for the security of 
the pharmacy department, includ-
ing provisions for effective con-
trol against theft or diversion of 
dangerous drugs and devices and 
for records for such drugs and 
devices.43 The pharmacy’s space, 
fixtures, and equipment must be 
properly maintained to ensure that 
the drugs are safely and properly 
prepared, maintained, secured, 
and distributed. The pharmacy area 
must have in place a reasonable 
barrier sufficient to prevent access 
by the public. Camera surveillance 
should be located in the pharmacy 
department and controlled sub-
stances storage area.

Only the pharmacist may have 
possession of a key to the phar-
macy area where dangerous drugs 
and controlled substances are 
stored, except that the pharmacy 
owner, the building owner or store 
manager, or a family member of 
a pharmacist owner (but only one 
of them), and no one else, may 
possess a key to the pharmacy. 
This extra key must be in a tamper-
evident container, and the signa-
ture of the pharmacist-in-charge 
must be on the container so that a 

pharmacist to whom it is provided 
can readily determine if the key has 
been previously removed. The key 
is only to be used for delivery to 
a pharmacist or to provide access 
when necessary in an emergency.44

Pharmacist Lunch Hour and Break 
Period. A pharmacist may leave 
the pharmacy area without clos-
ing the pharmacy in order to take a 
break or meal period as authorized 
under the labor law in California. In 
order to remain open during these 
periods, the pharmacy must have 
in place a written policy and proce-
dure for maintaining the security of 
the pharmacy while the pharmacist 
is temporarily absent. During the 
pharmacist’s absence, non-licensed 
personnel may remain in the phar-
macy but may only perform non-
discretionary tasks and may not 
dispense any medication that has 
not been checked by the pharmacist 
or that requires patient consultation. 
The pharmacy’s policy and proce-
dure must allow the pharmacist to 
close the pharmacy if he or she feels 
it is required for any reason.45

B. Storage of 
Controlled 
Substances

Prescriptions 
drugs must be 
stored in a secured 
area under condi-
tions that prevent 
contamination and/
or deterioration. 
Appropriate con-
ditions of light, 
humidity, ventila-
tion, temperature, 
and security should 
be ensured. Phar-
macies have the 
option of stor-
ing controlled 
substances in a 
securely locked 
cabinet of substan-
tial construction or 
concealing them by 
dispersal through-
out their stock 
of non-controlled 

substances. In Sternberg , the 
Board of Pharmacy alleged that 
the pharmacist- in-charge failed 
to maintain the pharmacy facility, 
space, fixtures, and equipment 
so that drugs were “safely and 
properly prepared, maintained and 
secured,” as required by California 
Code of Regulations, Title 16, Sec-
tion 1714(b). The Board indicated 
that there was no evidence that 
the pharmacy’s facility, space, 
fixtures, or equipment was main-
tained in any way to prevent the 
thefts in Sternberg , such as the 
use of locked cabinets or drawers 
for Schedule II or III drugs. Even 
though the federal regulations do 
not specifically define locked-cab-
inet construction, the intent of the 
law is that controlled substances 
must be adequately safeguarded. 
The safest place for drugs to be 
stored is in their proper place on 
the shelves; however, drugs that 
are at high risk for being stolen 
should be placed in a locked area 
with only licensed pharmacist 
access. Expired drugs awaiting a 
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reverse distributor could also be 
stored in the locked area. There-
fore, depending on other security 
measures, dispersal of controlled 
substances among other medica-
tions may or may not be consid-
ered adequate. In an area with a 
high crime rate, a strong metal 
cabinet or safe may be required. 
Some of the factors considered 
when evaluating a pharmacy’s 
controlled substances security 
include the number of employees, 
customers, and/or patients who 
have access to the controlled 
substances; the location of the 
registrant (high or low crime area); 
use of an effective alarm system; 
quantity of controlled substances 
to be kept on hand; and prior his-
tory of theft or diversion.46

C. Adoption and Implementation of 
Loss Prevention Measures

The Sternberg court noted that 
there was no evidence that loss 
prevention practices were in place 
for the pharmacy, such as secured 

equipment for the storage of con-
trolled substances and inferred that 
the losses would have been discov-
ered much sooner if such practices 
were in place. Retail pharmacies 
are unique in that they face the 
normal loss-prevention challenges 
faced by all retailers but also face 
loss prevention related to state and 
federal regulatory requirements, 
which require a high degree of 
diligence in the management of 
controlled substances. Pharma-
cies must ensure that their daily 
operations are in compliance with 
the law and must self-monitor and 
self-audit those activities to ensure 
avoidance of fines or license sus-
pension. 

Loss prevention measures are 
strategies instituted by companies 
to prevent losses. A comprehensive 
loss prevention program will assist 
a pharmacy in identifying losses 
and the reasons they are occurring 
and will help the pharmacy to cor-
rect or eliminate them. First, one 
must adopt and implement loss 

prevention policies 
and procedures. 
Written loss pre-
vention policies 
and procedures 
ensure staff train-
ing and guidelines 
to avoid thefts and 
losses. Second, 
the pharmacy 
needs to protect 
its assets through 
comprehensive 
loss prevention 
measures that 
include activi-
ties such as loss 
prevention audits, 
loss prevention 
hotlines that 
allow employees 
to anonymously 
report incidents, 
video recording 
reviews, mirrors 
that allow the 
entire pharmacy 
to be viewed from 
the cash regis-

ter, electronic alarm systems, and 
mystery and integrity shopping 
programs to review how customers 
are treated by the pharmacy. 

Pharmacy regulatory compliance 
audits and compliance monitoring, 
and pharmacy staff training and 
awareness programs, should occur 
on a regular basis. Retail pharmacies 
should have a physical security evalu-
ation every few years. Pharmacies 
should install an alarm system and 
test it often as well as install security 
cameras behind the cash register 
and in other areas. Pharmacy locks, 
alarm codes, and safe combinations 
should be changed any time there is 
a change in the pharmacist-in-charge. 
It is crucial that retail pharmacies 
adopt and implement loss prevention 
strategies to reduce the risk of loss 
or theft.

Implementation of 
Effective Controls to 
Prevent Controlled 
Substance Diversion

Pharmacies should implement 
administrative measures to prevent 
theft or diversion of controlled 
substances. The pharmacy and the 
pharmacist-in-charge must watch 
for evidence of loss or theft and 
take security measures to guard 
against theft and diversion of con-
trolled substances. In Sternberg, 
the California Board of Pharmacy 
approved the pharmacy’s corrective 
action plan to establish effective 
controls to prevent future controlled 
substance diversion. The corrective 
action plan included retraining phar-
macy employees regarding policies 
for ordering controlled substances, 
requiring that a written record of 
all Schedule II and III drug orders 
be maintained, and making sure all 
Schedule II drugs and hydrocodone 
drug orders be opened and checked 
by a pharmacist, or under the direct 
line of sight of the pharmacist, and 
that such drugs be kept in a locked 
cabinet or drawer. Pharmacies may 
also wish to consider closing the 
pharmacy if another pharmacist is 
not present when the pharmacist-in-
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charge is at lunch or on breaks and 
implementing additional controls to 
prevent controlled substance diver-
sion, which is summarized below.

Employee Screening
Investigate employees before 

hire, and monitor and observe 
employees after hire. Background 
investigations should be conducted 
for all pharmacy personnel, including 
but not limited to pharmacists and 
pharmacy technicians, to ensure that 
the pharmacy is employing individu-
als with the highest integrity and 
ethics.

Conduct a Comprehensive 
Risk Assessment

Pharmacies should conduct 
risk assessments to analyze risks 
of drug diversion during any step 
in the process of drug movement 
into and through the pharmacy. 
Losses may occur during each of 
the following processes: ordering 
drugs; prescription drugs in transit; 
receipt of prescription drugs by the 
pharmacy; pharmacy check-in of 
prescription drug delivery; review 
of purchase invoices by the phar-
macist-in-charge; storage of drugs 
in the pharmacy; theft of drugs 
by employees while stored in the 
pharmacy; and robberies while the 
pharmacy is open or break-ins when 
the pharmacy is closed. Best prac-
tices require pharmacies to develop 
policies and procedures to address 
each process step to prevent or 
detect drug diversion from the phar-
macy. For example, all unexecuted 
(blank) DEA 222 forms should be 
kept in a secure, locked location. 
DEA 222 forms should be logged 
upon receipt, and a record should 
be kept for the execution of each. 
DEA procedures should be followed 
for ordering new 222 forms.47 

Written Policies and 
Procedures

The pharmacist-in-charge should 
ensure the development and 

implementation of written poli-
cies and procedures pertaining to 
refills of controlled substances, 
facsimile prescriptions for controlled 
substances, partial dispensing of 
controlled substances, electronic 
submission of controlled substances 
orders, emergency dispensing of 
Schedule II controlled substances, 
multiple prescriptions for Schedule 
II controlled substances, telephone 
authorization for Schedule III-V 
controlled substances, and transfer 
of Schedule III-V controlled sub-
stances. The pharmacist-in-charge 
should regularly review and revise 
policies and procedures addressing 
all aspects of the controlled sub-
stances process to ensure compli-
ance with state laws.

D. Monitoring Inventory and 
Identifying Potential Losses

Each pharmacy should have 
a process in place to review and 
analyze controlled substances data 
on a regular basis. A computerized 
perpetual controlled substance 
inventory log is highly recom-
mended. If not perpetual, as soon 
as a loss is suspected, conduct an 
inventory count. Retrieve the last 
DEA biennial inventory, and deter-
mine the count for the drugs in 
question on that inventory. Deter-
mine total acquisitions/purchases 
of drugs in question for the time 
period between the DEA inventory 
count and the current count. Deter-
mine the total dispositions/dispens-
ing of drugs in question for the 
period. Subtract dispensing for the 
time period, return credits, and pre-
viously reported DEA 106 losses. 
The result of this calculation should 
equal the current count. 

Access to controlled substances 
storage areas should be limited to 
authorized staff. Determine whether 
and when a loss is occurring by 
counting stock supply frequently 
until you identify when and how 
much is being stolen. Reconcile the 
inventory starting point, subsequent 
additional purchases, dispensation 
log, and hard count with any dis-
crepancy accounted for.48 Determine 

who is responsible for the loss by 
determining who is working when 
losses occur. Check schedules, 
monitor staff, and review video 
camera tapes.

Conclusion
Pharmacist oversight of pro-

curement, pricing, drug selec-
tion, dispensing, and preparation 
processes is critical to pharmacy 
operations. In the event that the 
pharmacist- in-charge delegates 
responsibilities to pharmacy staff, 
the staff should not be allowed 
to perform such tasks without 
accountability or review by the 
pharmacist- in-charge. The pharma-
cist- in-charge must implement rea-
sonable precautions to adequately 
supervise and maintain pharmacy 
operations and the pharmacy 
inventory of controlled substances. 
Reasonable precautions should 
include random checks of drug 
delivery containers, reviews of 
drug delivery invoices, and partici -
pation in the drug inventory and 
reconciliation process. 

Business and Professions Code 
Section 4115(h) makes the “phar-
macist on duty directly responsible 
for the conduct of a pharmacy 
technician supervised by that 
pharmacist.” A pharmacist- in-
charge is responsible for viola-
tions of Business and Professions 
Code Section 4081 regardless 
of whether he or she had actual 
knowledge of the violations. Based 
on the pharmacist- in-charge’s 
responsibilities, it is expected that 
the pharmacist- in-charge will per-
form some random audits of drug 
deliveries, conduct checks of his 
or her staff’s work, and actively 
participate in checking inventory 
as well as the drugs delivered to 
the pharmacy.

California Code of Regulations, 
Title 16, Section 1714, states, in 
pertinent part: “Each pharmacist 
while on duty shall be responsible 
for the security of the prescrip-
tion department, including provi-
sions for effective control against 
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theft or diversion of dangerous 
drugs and devices. When supervis-
ing, delegating, or acting as the 
pharmacist-in-charge, pharmacists 
must maintain reasonable over-
sight of the pharmacy staff being 
supervised.” The imposition of 
strict liability for the pharmacist-
in-charge “supports the public by 
encouraging the pharmacist-in-
charge to take necessary precau-
tions to adequately supervise and 
maintain the inventory of danger-
ous drugs.”49 Failure to adequately 
oversee pharmacy staff and 
operations may result in a Board 
of Pharmacy administrative action, 
even if the pharmacist is not aware 
of the actions of the others. The 
Sternberg case should serve as an 
educational tool for pharmacists 
and pharmacies with regard to their 
duties to protect the public through 
oversight and supervision of phar-
macy staff.50
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Business ModelUniversity Reports

#PharmacistsCare

CPhA-ASP Board of Directors 
planned a weeklong series of 

events, called CPhA’s Outreach Week. 
During this week, all CPhA student 
chapters united by creating 13 local 
events focusing on preventative health 
education, while simultaneously pro-
viding “Tip of the Day” segments to 
our communities. Touro’s local events 
varied from hosting health fairs to edu-
cating Touro students about preventa-
tive health. Our chapter was proud to 
present our second annual Generation 
Rx- Preventing the Misuse and Abuse 
of Prescription Medication presenta-
tion, featuring guests speakers like a 
representative from California BOP 
and Dr. Kenneth Saffier, a pain special-
ist and Clinical professor with UCSF. 
The aim of this presentation was to 
educate future health care profession-
als about the current prescription drug 

epidemic in the United States, with an 
emphasis on opioid medication. Each 
and every event was highly success-
ful! This was a great opportunity to 
better promote to the communities, 
both locally and statewide, on the 
present efforts of our student pharma-
cists, our future pharmacists.

To top off the success of Outreach 
Week, Senator Jeff Stone introduced 
Senate Concurrent Resolution (SCR) 
109 in the legislature formally declaring 
February 12-21, 2016 as “California Phar-
macists Outreach Week”. This was a great 
accomplishment for CPhA-ASP! We plan 
to continue with this event as an annual 
tradition! So look out for it next year!

Script Your Trip, Script 
Your Future!

Touro University California proudly 
participated in the Script Your Future 
campaign to promote medication 

adherence in patients. Non-adherence 
is a serious health concern, as about 
30-50% of treatment failures and 
125,000 deaths per year are a directly 
result from it. Our students spread 
awareness by passing out medication 
wallet cards and having patients sign 
a pledge to take their medications. 
Students spoke at health fairs and 
clinics on adherence and other topics, 
such as smoking cessation. They cre-
ated the Script Your Trip theme and 
designed Script Your Trip postcards to 
remind people to take their medica-
tions while on vacation. The Touro 
chapter has reached more than 700 
people!

Touro University
Supannee Sandra Lertpaichaiyon, CPhA Board of Directors Representative

Dr. Kenneth Saffier discussed universal 
precautions to consider when beginning or 
assessing pain therapy at the Generation Rx 
presentation

Touro celebrated Medication Adherence Day with 400 total pledges to 
“take their meds and script your future”

Students educating locals on the importance of medication adherence

Touro “Goes Red” in support of National Heart Awareness Month.
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University of California San Francisco
By Kari Ehm, CPhA Board of Directors Representative

This quarter, the UCSF chapter 
has focused on professional 

development and progression 
through advocacy.  Along with our 
UCSF CSHP chapter, we hosted 
a hospital internship panel with 
breakout rooms where first year 
students can learn about the 
different internships available at 
nearby hospitals.  It was highly 
attended, and the first years got 
to meet many of the directors of 
the intern programs to get an idea 
of what they are looking for and 
when to apply.  

Another aspect of our profes-
sional development focus was 
the Cover Letter workshop we 
held with the UCSF PLS chap-
ter and our office of career and 
professional development depart-
ment on campus.  A presentation 
informed students about the pro -
cess of constructing a cover letter 
with important tips and things 
to avoid.  Then, students were 
matched with a PLS member who 
could review their cover letter and 
help them edit.  

We also held an Ambulatory 
Panel where students could learn 
about the different types of amb 
care careers, what they entail, 
and how they are different from 
community or hospital positions.  
UCSF students were able to see 
the benefit to patients in the 
convenience of a phone conversa-
tion as well as the challenges the 
pharmacists face being on the 
other side of a phone instead of 
in-person.  Our amazing experts 
in Ambulatory care spoke about 
the deep relationships they are 
able to form with their patients 
because of the continuous 
engagement with each individual 
to help support them in working 
through chronic diseases that 
require huge lifestyle changes.  

To keep our students engaged 
in promoting and advocating for 
our profession, we collaborated 
with UCSF’s SNPhA, AMCP, 
NCPA and CSHP chapters bring-
ing incredible pharmacists and 
pharmacy advocates to speak 
with us at the Legislative Round-
table and Banquet. Touro students 

came to share in our learning and 
enhance our discussions as we 
worked to determine how to stay 
engaged and effectively promote 
our profession through legislation.  
CPhA’s own CEO Jon Roth and 
our CPhA Director of Leadership 
Development and Student Rela-
tions, Dr. Michael Conner came 
to help encourage students and 
direct them towards important 
legislation that will affect our 
profession.  

Mid-quarter, we took a moment 
to battle it out on the court with 
our professors at our annual 
Students vs. Faculty Basketball 
Tournament.  We appreciate our 
professors’ athleticism and will -
ingness to take time out of their 
busy test writing, research ridden, 
patient treating days to spend 
time running circles around us on 
the courts.  Thank you for all you 
do for us.

We can’t wait for next quarter 
when we will be electing a new 
board and celebrating the year’s 
accomplishments.  Also, please 
come visit us at the CPhA West 
Coast Exchange at the end of 
April, as we can’t wait to be your 
host in this amazing city of San 
Francisco!  

UCSF students and faculty enjoy a little time on the court playing 
basketball and cheering for each other.

Our team of student organizers from six different boards takes a break from the Legislative Roundtable and 
Banquet to thank our amazing group of speakers for their time and expertise.

Left to right: Dr. Michael Conner, Emmeline Academia, Brent Nguyen, Trung Ky, Devin Erbay, Dr. Richard 
Barnes, Steven Samuels, Dr. Niven Shah, Brian Ma, Dr. Keith Yoshizuka, Dr. Marcus Ferrone, Dr. Monique 
Villanueva, Jon Roth, Dr. Jeff Wong, Dr. Kethen So, Kari Ehm, Sonya Kedzior, Felice Wu
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University of the Pacific
By Brandi Tacdol, CPhA Board of Directors Representative

American Pharmacists 
Month and Legislative Week 

To promote and celebrate the rest 
of American Pharmacists Month, 

the California Pharmacists Associa-
tion – Academy of Student Pharmacists 
(CPhA-ASP) participated in University 
of the Pacific’s Homecoming Parade 
to spread awareness about the impor-
tant role pharmacists play in patients’ 
lives and to represent student pharma-
cists on October 17th. The following 
week, University of the Pacific (UOP) 
participated in the First Annual CPhA 
Legislative Week, a school-wide event 
dedicated towards policy created by 
our very own CPhA-ASP Board of 
Director Chair, April (Tinh An) Nguyen. 
Legislative Week aimed to promote and 
educate students about important poli-
cies and pieces of legislation that could 
impact how the pharmacy profession in 
the future. 

For our first event called Policy on Tap, 
Dr. Ed Rogan discussed the importance of 
SB493 and how its implementation could 
can affect the pharmacy practice with 
students while enjoying beers. Next, CPhA-
ASP collaborated with the Student Phar-
macy Advocacy Coalition (SPAC) to spread 
awareness to students about important 
bills such as HR592 and S312 as well as 
getting provider status nationwide over a 
scoop of ice cream. This event allowed stu-
dents to discover the significance of taking 
part in pharmacy related legislation. 

On October 28th, CPhA-ASP and 
other UOP student pharmacists had the 
opportunity to appear on “Good Morning 
Sacramento” live news station to talk about 
American Pharmacists Month and advo-
cated for the profession by encouraging 
Americans to get to know their pharma-
cists better and by discussing the many 
services pharmacists provide for the com-
munity. Later on November 19th, UOP’s 
Operation Immunization continued its 
tradition of going to City Hall and hosted 
a flu clinic in Mayor Anthony Silva’s office, 
where he and many people who work 
for the city of Stockton were immunized. 
During this event, Mayor Silva delivered 

a proclamation recognizing pharmacists 
during the month of October. 

Annual Pacific Snow Trip
To start off the Spring Semester, 

CPhA-ASP held its annual Snow Trip 
for the students of UOP the weekend 
of January 8th to January 10th. About 
50 students attended this trip to the 
beautiful city of Lake Tahoe where they 
enjoyed a weekend spent snowboard-
ing or skiing at the local resorts or 
exploring what else the city had to offer. 

Etiquette Dinner and 
SJPhA Crab Feed 
On January 22nd, CPhA-ASP hosted 
our annual Pharmacy Etiquette Dinner, 
which provided a unique opportunity 
for students to network with Pacific 
Pharmacy Alumni while enjoying a full 
course dinner and learning about social 
etiquette/proper dining. For this event 
Pacific Alumni, Cathy Sterk, was our 
key note speaker, who currently is an 
Associate Director of Medical Affairs and 
Medical Science Liaisons at Genentech. 
She discussed proper dinner etiquette 
and provided helpful job interview-
ing tips for the aspiring students. The 
following day, CPhA-ASP attended the 
San Joaquin Pharmacists Association 
(SJPhA) Crab Feed, where they indulged 
in delicious unlimited crab and pasta with 
alumni, pharmacists and supporters from 
all over the state. With over 600 people 
in attendance, it was a memorable event 
that helped support SJPhA by having the 
proceeds used for scholarships, support, 
mentoring and professional development 
opportunities for UOP students and 
other Pharmacists.

Operation Heart: American 
Heart Month
For the month of February, UOP’s 
Operation Heart Committee dedicated 
4 weeks towards spreading awareness 
about American Heart Month by holding 
several contests via social media, provid-
ing student’s midterm goodie bags with 
snacks and by having raffle drawings 

for students who actively participated in 
spreading awareness. In addition, many 
students participated on National Wear 
Red Day on the 5th, to show their sup-
port for American Heart Month.

Highlights & Achievements
We would like to congratulate April 

(Tinh An) Nguyen who was named the 
CPhA Student Pharmacist of the Year. 
Besides serving as the 2014-2015 Vice 
President of Legislative Affairs for UOP, 
she has also served as a state liaison 
representing the pharmacy student 
body and local pharmacist associa-
tions. She demonstrates leadership 
and innovation by organizing eight 
events for the first Legislative Week at 
UOP, which aimed to spread aware-
ness about legislation and how student 
pharmacists can make an impact on 
legislation. Furthermore, she is respon-
sible for the City of Stockton procla-
mation that officially named October 
as American Pharmacist month for 
organizing the annual “Immunize the 
Mayor” event. In addition, she has also 
collaborated with state and national 
associations to ensure that pharmacy 
students and professionals have a 
voice in the United States Congress. 
Overall, her continuous efforts towards 
promoting advocacy for the profession 
through legislation and collaboration 
truly exemplify leadership.

Also, we would like to congratulate the 
following student pharmacists for their 
accomplishments: George Do and Sean 
Chow, winners of the Nickell Innovation 
Award at the first CPhA Rx Bootcamp and 
James Wall and Hasna Manghi, winners 
of the 2015 Clinical Skills Competition win-
ners. Manghi has also earned the award 
for Top Four Outstanding Poster winners 
of the National ASCP Conference with 
Jenny Balabanian.

Our CPhA-ASP Board advocating for American Pharmacists 
Month at the Homecoming Parade
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University of Southern California
By Irene Chen, CPhA Board of Directors Representative

Professional Events

The student pharmacists of USC 
School of Pharmacy had the 

opportunity to attend the APhA 
2015 Midyear-Regional Meeting in 
Las Vegas, Nevada in October. At the 
conference, USC student pharmacists 
were inspired to utilize their passion 
in pharmacy to help push the profes-
sion forward. The leadership work-
shops, professionalism classes, and 
networking events with pharmacy stu-
dents from other schools of pharmacy 
were also invaluable experiences that 
USC students were able to take home 
and share with their fellow class-
mates. The USC APhA-ASP Chapter 
was recognized for their outstanding 
achievements, winning 1st place in 
Operation Immunization, Operation 
Diabetes, and Operation Heart.

USC student pharmacists hosted a 
slate of distinguished speakers at the 
School of Pharmacy Annual Legisla-
tive Day on November 13 at the USC 
Health Sciences Campus Aresty 
Conference Center. Interim Dean 
Glen Stimmel encouraged students 
“to become passionate members of 
our profession” and to keep in mind 
that the topics covered at the event 
are important as legislative actions 
will shape their careers. Echoing that 
sentiment was Brian Warren, Cali-
fornia Pharmacists Association, who 
said, “When pharmacists are involved, 
health outcomes improve.” State 

Senator Jeff Stone advocated for 
pharmacist involvement, as “there’s 
a shortage of physicians, [and] more 
patients [are] in need of care and SB 
493 has made us providers.” Over 
200 student pharmacists and other 
healthcare professionals attended 
this event to learn about the role that 
pharmacists can play with the advent 
of SB493. Other notable speakers 
included Kethen So, president of 
CSHP, Michael Hochman, medical 
director for AltaMed Health Services, 
Pete Vanderveen, former dean, and 
Assemblyman Anthony Rendon.

Community Outreach
USC student pharmacists held a 

host of community outreach activities 
this quarter, including poison preven-
tion trainings at local elementary 
schools and several health fairs in 
collaboration with the Chinese Ameri-
can Pharmacy Student Association 
(ChAPSA), Korean American Phar-
macy Student Association (KAPSA), 
Vietnamese American Pharmacy Stu-
dent Association (VAPSA), and Alpha 
Iota Pi (AIP). 

To highlight, the APSA/VAPSA 
Tet Festival Health Fair was held on 
February 13-14, 2016 at the UVSA Tet 
Festival located at the Orange County 
Fairgrounds in Costa Mesa, Califor-
nia. The Tet Festival Health Fair is one 
of the biggest annual events aimed 
at educating and promoting health 

within the Vietnamese-American 
community in Southern California. 
Student pharmacists provided free flu 
vaccinations and screenings for cho-
lesterol, hypertension, and diabetes 
to eligible participants. In addition, 
education boards covering the topics 
of Hepatitis B and Hepatitis C, STDs, 
Immunization and Asthma Awareness 
were also presented. With the help of 
30 preceptors, 100 student pharma-
cists, and 30 pre-pharmacy students, 
APSA/VAPSA screened a total of 358 
participants.

On February 28, the Alpha Iota 
Pi 7th annual health fair was held at 
St. Anthony Church in San Gabriel.  
Various free health screenings were 
provided to service the public such 
as cholesterol, diabetes, hyperten-
sion, immunization, body fat analysis, 
and osteoporosis screenings. There 
were also health education projects 
presented by project directors in 
topics such as mental health, emer-
gency preparedness, chronic kidney 
disease, power to end stroke, sleep 
hygiene, and asthma awareness.  A 
collaboration of 73 student pharma-
cists and 21 pharmacy preceptors 
were able to screen a total of 138 
health fair participants. In addition, 
13 recruited translators from non-
USC School of Pharmacy affiliations 
were recruited to interpret in Spanish 
for the health fair’s mostly Hispanic 
demographic.
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Spanish workshop
Realizing the importance of diverse 

patient population that pharmacists 
serve, CNU APhA/CPhA student chap-
ter started their new initiative called 
“Know Spanish”.  This initiative was 
developed to encourage student phar-
macists to know various languages, 
especially Spanish to serve their 
diverse patient population better. The 
first Spanish workshop of the series 
was held on February 03, 2016 during 
lunchtime at CNU campus. It was lead 
by SBC representative, where a quick 
rundown of “Spanish phrases used 
everyday in pharmacy” was provided 
along with real time practice session. 
The event attracted interest of the stu-
dents and student chapter look forward 
to organizing next workshop very soon. 

Lunar Flower Festival
APhA/CPhA student chapter at 

CNU expanded their horizon of com-

munity outreach by becoming part of 
Lunar Flower festival for the first time 
this year. The festival is the biggest 
and most popular celebration of the 
year for Vietnamese community and 
was held on February 06, 2016 in 
Sacramento CA. The student chapter 
volunteered to have a booth at the 
festival, where student pharmacists 
provided various healthcare services 
like vaccinations, and B.P. screening to 
the community. 

Casino Night
CPhA academy of student pharma-

cists celebrated “Outreach Week” for 
the first time in February this year. As 
a part of this initiative, APhA/CPhA stu-
dent chapter at CNU organized Casino 
Night on campus on February 18, 2016, 
where pharmacy and medical students, 
staff, faculty and local pharmacists 
from SVPhA participated to play poker. 
This was a fun night, which provided 

student pharmacists the chance to 
network, and explore their talent.

SVPhA Crab Feed
There comes the annual fundrais-

ers of the local CPhA association-
SVPhA- “Crab Feed”, which brought 
in the popular Hawaiian theme for 
another year. APhA/CPhA student 
chapter took great role in volunteer-
ing and organizing this great fund-
raiser at different levels with SVPhA. 
This was a great chance for student 
pharmacists to network with local 
pharmacists as well as provide it 
back to the local association that 
has supported the student chapter 
through out the years.

APhA/CPhA student chapter volunteering at Lunar 
Flower Festival

CNU students celebrating outreach week at 
Casino Night

CNU APhA/CPhA Board 2015-2016

California Northstate University
Navreet Goswami, CPhA Board of Directors Representative

CUC Health Fair

The KGI CPhA-ASP Chapter 
hosted the School of Phar-

macy’s first health fair with the 
Claremont University Consortium 
on Friday, February 12, 2016. 
The health fair was a joint effort 
that spanned across the seven 
Claremont Colleges and brought 
together members from the KGI 
APhA-ASP Chapter and KGI SSHP 

Keck Graduate Institute
By Rajan Vaidya, CPhA Board of Directors Representative

Chapter, as they worked to provide 
health screenings and informa-
tional material to college students. 
Booths at the health fair The event 
was a great opportunity to collabo-
rate with CUC Student Health Ser-
vices (SHS) to provide vaccinations, 
free rapid HIV testing, and mental 
health screenings. In addition, the 
health fair celebrated the kick-off of 
CPhA-ASP’s state wide initiative, 

“California Pharmacists Outreach 
Week.” 

Regional Legislative Day
KGI hosted the CPhA Regional 

Legislative Day for the San Gabriel 
Valley Pharmacists Association on 
Saturday, March 12, 2016. The event 
brought together local pharmacists, 
student pharmacists, business own-
ers, and legislators to discuss the 
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BLEAD by Example

As part of CPhA-ASP’s 1st Statewide 
Outreach Week, an initiative cre-

ated by student pharmacists to focus 
on community outreach for a week 
during which all chapters united to 
hold 13 local events focusing on health 
care education, our chapter held our 4th 
Annual Blood drive to increase aware-
ness of the need and the necessity of 
our community to give back. This event 
had overwhelming multidisciplinary 
support, with donors and volunteers 
including students, faculty, and staff 
from various professions on campus. 
The drive was also a local community-
wide effort, with community members 
and employees of Loma Linda Medical 
Center showing their commitment to 
saving lives by donating blood. 

Going Once, Twice, Sold!
The CPhA chapter at LLU has been 

gearing up all year to support LLU 
CPhA members on student-conscious 
budgets to attend West Coast Phar-

Liat Klopfer, P2 student, measuring the blood pressure of a student at the CUC Health Fair. 

Student pharmacists, faculty, and administration 
from the KGI School of Pharmacy celebrate their 
first health fair. 

Rajan Vaidya (P2 student), Danielle Tessier (P1 student), Carolyn 
Woodside (P2 student), and Dr. Samit Shah (Assistant Dean 
and Chair Biopharmaceutical Sciences) accept a certificate of 
recognition on behalf of the KGI Chapter from Assemblymember 
Freddie Rodriguez (center).

upcoming legislative bills that would 
affect the field of pharmacy. Local 
Assemblymembers Roger Hernan-
dez (D-West Covina) and Freddie 
Rodriguez (D-Pomona) were both 
present and discussed the impor-
tance of grassroots advocacy efforts. 
At the event, Assemblymember Rod-
riguez presented the KGI CPhA-ASP 
Chapter with a certificate recognizing 
our outstanding grassroots advocacy 
efforts, commitment to promoting 
the health of all Californians and 
advancing the pharmacy profession.

Upcoming Events
The chapter looks forward to 

hosting its annual spring elections, 
where a new executive board shall be 
elected. The chapter will be celebrat-
ing their first year of being an official 
chapter of the CPhA-ASP this spring 
and will use the time to reflect on 
the future goals and growth of the 
chapter. As West Coast Pharmacy 
Exchange draws near, the KGI chapter 
is excitedly preparing for their partici-
pation in both the Quiz Bowl and Pain 
Management competitions.

Loma Linda University
By Grace Shinn, CPhA Board of Directors Representative

macy Exchange 2016 in San Fran-
cisco. In line with our vision to help 
build our student members’ network, 
we recently held our annual Silent 
Auction, a networking and fundraising 
social, in conjunction with the LLU 
CSHP chapter. At this event, we had 
various pharmacists from hospice 
care, ambulatory care, and inpatient 
settings, come and provide insight on 
their current practice settings and the 

Student CPhA members Sabrina Co, Rena Sackett, Sharon Jung, Lyn Luu, and Jessica 
Kim smile for the camera (left to right)

David Downham, a 2nd 
year pharmacy student 
& the current President-
Elect of CPhA-LLU, arrives 
to volunteer at the Blood 
Drive.

path they took after pharmacy school. 
Students and pharmacists were also 
able to bid on a variety of items, 
including tickets to Knott’s Berry 
Farm, the San Diego Zoo, electronics, 
and even registration for West Coast 
Exchange 2016. 



www.cpha.com   |  WINTER 2016  |  CALIFORNIA PHARMACIST      61

BJ’s Fundraiser
CPhA members and our local 

chapter (CVPhA) have dinner at BJ’s, 
where 15% of take-out & dining 
proceeds went to CPhA with the 
presented flyer. 

CVPhA “Pharmsgiving” 
Appreciation Dinner

The CHSU-CPhA board hosted 
a dinner to thank the CVPhA board 
members for all of their support.

Christmas Tree Lane Walk 
Students took a break from study-

ing and walked over 2 miles round trip 
to Christmas Tree Lane in Fresno. 

CVPhA Drug Rep 
Information Night (Rexulti) 

Students who RSVP’d were able to 
attend a drug rep information dinner at 
the Palm’s restaurant, as promoted by 
CVPhA by Rexulti. 

Holiday Toy Drive
CHSU-CPhA held a campus-wide 

toy drive in which faculty, staff, and 
students participated. 

Speed Networking 
A panel of pharmacists, student 

pharmacists on rotations, recent grad-
uates, a pharmaceuticals representa-
tive, and CPhA leaders participated in 
a speed networking event. 

Coat Drive
CHSU-CPhA held a Winter Coat 

Drive throughout campus. CHSU-
CPhA’s VP of Professional Affairs 
dropped off the donated coats to local 
homeless shelters.

CVPhA Volunteer at the 
Fresno Food Bank

CVPhA recruited students to vol-
unteer at the local Fresno Food Bank. 
Volunteers woke up early to remove 
Cheerios from the boxes to be pack-
aged to homeless families. 

CPhA Legislative Day
CHSU hosted one of several CPhA 

Legislative events around California. 
Pharmacists earned CE credit at this 
event to learn about new CPhA spon-
sored bills along with listen to Assem-
blyman Devon Mathis present. 

Stroke Prevention
CPhA board members and general 

members passed out Stroke Preven-
tion cards and magnets at after local 
Spanish & English church masses. 
The church coordinator is excited to 
have future events, such as a blood 
pressure screening that several church 
go-ers requested. 

CPhA Legislative Coffee 
Roundtable Day

Following CPhA’s legislative 
event, CHSU-CPhA’s VP of Advocacy 
brought the bills that were discussed 
to CHSU students. Good debates and 
discussion were generated from the 
proposed bills, particularly because 
they will affect the students’ future by 
the time graduation occur. Starbucks 
coffee and cookies were provided by 
CHSU-CPhA.

CPhA Blossom Trail
Students take a break from 

studying and get outside to look at the 
seasonal cherry blossoms and almond 
blossoms in Fresno.

CVPhA Crab Feed 
Students form their own tables to 

pay for CVPhA’s Annual Crab Feed 
fundraiser. The school raffled off 
one table for students. At the event, 
which served salad, pasta, and crabs, 
students also bought raffle tickets and 
won many prizes. Student volunteers 
from CHSU and UOP were on hand to 
help set up and breakdown the event 
along with sell raffle and beverage 
tickets throughout the event. The Crab 
Feed is not only a great event with 
good food, but an informal networking 
event with local pharmacists, including 
CPhA CEO Jon Roth.

California Health Sciences University
Irene Chen, CPhA Board of Directors Representative
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•  Advanced Non-Sterile Compounding: A Futuristic Vision

•  Preparing for a State Board of Pharmacy Compounding Practice Inspection

•  Essential Elements of Hazardous Drug Compounding
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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. 

Education on Vaccination 
Outreach 

As the spring semester began at 
the West Coast University School of 
Pharmacy, the CPhA Board of Direc-
tors partnered with the WCU SGC 
President, to organize an outreach 
event at Thai Farmer’s Market in 
Hollywood. At the event, student 
pharmacists educated patients on 
various adult vaccinations.  The WCU 
table organized with patient educa-
tion materials, printed immunization 
schedules, and other informative 
patient resources greeted the com-
munity.  The students’ enthusiasm 
for educating the public was evident 
as attendees one by one stopped the 
booth and were educated about the 
importance of vaccinations, and the 
spectacle drew more patients from 
the nearby crowd. 

Cardiovascular Health and 
Blood Pressure Screening 
Outreach

WCU CPhA ASP Board of Directors 
came up with a great idea for an out-
reach event commemorating National 
Heart Month and to highlight one of 
many chapter’s values – serving our 

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

Left to right: Damiete Whyte (PY2 student); 
Keri Hurley, PharmD (WCU faculty); Jade 
Wilia (WCU SGC President); Sung Yeun Park 
(PY2 student); Anna Babakhanyan (CPhA 
ASP-WCU President); Dina Attalla (PY2 
student); Khin San (WCU SGC Treasurer). 
February 4, 2016.

Left to right: Aida Oganesyan, 
PharmD (WCU faculty); Parisa 
Zarshenas (PY1 student); Jade 
Wilia (WCU SGC President; 
Parmis Ashooftehtehrani 
(CPhA ASP-WCU Secretary); 
Sung Yeun Park (PY2 student); 
Dina Attalla (PY2 student). 
February 18th, 2016.

community. The PY2 class is currently 
taking Cardiology IPC block, where 
they learn clinical aspects of heart-
related health problems, prepared 
to address the basic blood pressure 
questions that people asked.  Thurs-
day, February 18th was very busy at 
the Los Angeles Thai Farmer’s Market 
where the event was held. Student-
pharmacists performed blood pres-
sure screenings, educated patients 
on how to maintain adequate blood 
pressure levels, and how to keep 
up with healthy lifestyles. Although 
community participants came from 
varied backgrounds and spoke many 
languages, since WCU students from 
similarly diverse backgrounds, they 
were able to address any identified 
needs. Students shared their experi-
ences with colleagues back on cam-
pus, and this outreach activity is now 
in very high demand!

Future Events
Several future exciting events are 

currently in planning stages, includ-
ing: a Pizza/Bake Sale Fundraiser and 
another outreach event offering medi-
cation reconciliation, blood pressure 
screening, and glucose testing. 

Left to right: Aikoui 
Ohanyan (CPhA ASP-
WCU Treasurer), 
Anna Babakhanyan 
(CPhA ASP WCU-
President), Narine 
Arakelyan (CPhA ASP-
WCU Local Liaison), 
Marc Salvatus (PY2 
student), Jade Wilia 
(WCU SGC President). 
February 18, 2016.
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2016 COMPOUNDING TRAINING  
WEST COAST SCHEDULE

ACTIVITY NAME LOCATION DATE*

THE SCIENCE OF PHARMACEUTICAL COMPOUNDING:  
NON-STERILE TRAINING

LOS ANGELES, CA APR 29 – MAY 1

ESSENTIAL ELEMENTS OF COMPOUNDED 
STERILE PREPARATIONS

LOS ANGELES, CA MAY 13 – 15

ESSENTIAL ELEMENTS OF PRESCRIPTION 
HORMONE COMPOUNDING

SANTA MONICA, CA JUN 11 – 12

LAS VEGAS, NV NOV 12 – 13

ESSENTIAL ELEMENTS OF PRESCRIPTION 
ANALGESIC COMPOUNDING

LAS VEGAS, NV AUG 6 – 7

ESSENTIAL ELEMENTS OF 
HAZARDOUS DRUG COMPOUNDING   

LAS VEGAS, NV JUL 23 – 24

PREPARING FOR A STATE BOARD OF PHARMACY 
COMPOUNDING PRACTICE INSPECTION

LAS VEGAS, NV AUG 13

BUSINESS READY: MARKETING & SALES  
FOR THE SUCCESSFUL COMPOUNDING PHARMACIST

LAS VEGAS, NV APR 16 – 17

* NOTE : Dates are subject to change.
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Our Mission: Consistently Provide Client Experiences Focused on What They Value Most

What Makes Us Different?
• We Provide What the Generic Companies Can’t: VALUE - You Get Your Money’s Worth

•  Our Pharmacists are Clinicians: We Service all Aspects of Pharmacy - Hospital, Home Infusion, 
Long Term Care, Managed Care, Mail Order, and Community

• We are the Experts: Pharmacy Staffing is ALL WE DO

• We are Experienced: Rx relief has Over 70 Years of Pharmacists Experience on Our Management Team

• We are Proven: Rx relief has Provided Pharmacists and Pharmacy Technicians for Over 35 Years

• Your Success is Our Success

Serving the U.S. since 1978

Dependable.
Professional.
Experienced.

The Best Always Stands Apart.

For more on our supplemental staffing 
services or to inquire about career 
opportunities, contact us at

1.800.Rx relief
info@rxrelief.com

Rxrelief.com


