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Welcome to the winter issue of California Pharmacist. The 
feedback from the re-design of the publication has been 
nothing but high praises. Thank you all for your com-

ments, and for sending in your readership surveys. We will soon 
share the results and hope to accommodate the great number of 
requests for CE within the pages of the publication in 2007. 

At Synergy this past fall, collaboration was a central topic 
of discussion. It was deemed imperative to form collaborative 
alliances with organizations that would help to strengthen the 
profession of pharmacy and meet the strategic objectives of the 
association. It is appropriate then that the journal provide read-
ers with in-depth clinical articles, case studies, and profi les of 
what this important topic looks like. 

Due to a wealth of material available on collaborative prac-
tice, we continue our series of articles devoted to this topic in a 
collaborative practice- part two series of articles. While it is still 
in the early phases of development, collaborative practice is said 
by many to be the bridge connecting the medical community 
more directly with pharmacists and their medication expertise. 

After answering the question of “what is collaborative prac-
tice and why should I care?” in the fall issue of California Phar-
macist, Steven Gray, Pharm. D., J.D., takes another look into the 
regulatory aspects of collaborative practice. Here, he provides 
more insight into the benefi ts of instituting collaborative prac-
tice arrangements to serve both pharmacists and their patients 
better.

Providing realistic examples of collaborative practice at work, 
the clinical articles include a diabetes management program by 
Helen Achio, the management of headache pain by Joanne Lee, 
chemotherapy emesis by Peggy Lee, and chronic pain manage-
ment by Shelly Naksone.

The Business Models are another fi ne example of collabo-
ration at work and showcase pharmacists abilities to provide 
improved patient care through their individual practice settings 
including a pain management clinic, an anticoagulation prac-
tice, and a Coumadin clinic.

Student pharmacists were busy in the community over the 
last few months and their campus reports include highlights of 
their community service projects, as well as their activities dur-
ing American Pharmacists Month. 

In the spirit of collaboration, we include a report from the 
Pharmacy Foundation of California. The report presents an 
overview of a year-long study on Human Pappilloma Virus 
(HPV). 

Thank you for your continued loyalty to the publication. 
We hope you fi nd the content interesting and helpful in your 
practice. Should you feel inclined to send letters to the editor 
in reference to any of the material, feel free. We welcome your 
feedback.

All the best,

Cathi Lord
Managing Editor
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Legislative Day
Monday, April 16, 2007- NEW DATE 

Registration Open at 8:30 am 
Program 10:00 am – 6:00 pm

Guest Speakers: 
Assembly Member Edward P. Hernandez 

John Tilley, former CPhA President and current 2007 President of NCPA 

2007 is the “Year of Healthcare Reform” and we want to speak out for the 

profession of pharmacy. Join us on Monday, April 16th in Sacramento for this 

important legislative event! Together, we have the POWER to make a signifi cant 

difference in the way legislators view the profession.  

Fee information: 
Student Pharmacists $10   CPhA Members $25   Non Members $50

Registration information: Online registration is easy! 
Visit www.iplanevents.com/legislativeday2007 to get started.

Registration deadline for legislative appointments is March 2, 2007 

It is critical to register in advance so we can set appointments with your personal legislator.

Your Day, Your Voice, Your Future
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Dear CPhA Member,
The Governor recently presented his 

healthcare reform package and in it he 
called 2007 “the year of healthcare reform 
in California.” The California Pharmacists 
Association is ready to meet the challenge 
that his agenda will pose for pharmacy. We 
will work to make the value and capabilities 
of pharmacists well known. It will take an 
incredible amount of teamwork on the part 
of all California pharmacy organizations 
to keep pharmacy whole, and CPhA is 
poised to coordinate this effort. Surely, the 
manner in which pharmacists stepped up to 
care for their patients through the Medicare 
Part D program should be recognized as 
valuable and position the Association to be 
heard on issues related to improved quality 
of patient care in the state through pharma-
cists’ efforts.

Election Results
CPhA would like to welcome new mem-

bers to the Board of Trustees for 2007. 
Jerry Mazzucca takes the reins as your Pres-
ident for 2007, while Brian Komoto steps 
into his role as Past-President and Paul 
Lofholm takes his position as President-
Elect. Thank you to George Pennebaker 
for his three years of service as he steps 
down from his Presidential role. Board of 
Trustees members who won your vote in 
the October CPhA elections are:

Region 1 Trustee, Merilyn Ross
Region 3 Trustee, Dana Nelson
Region 5 Trustee, Mark Gilbert
Region 7 Trustee, Kathy Besinque
APS Trustee, Nancy DeGuire
AMC Trustee, Patrick Robinson
APT Trustee, Dan Wills
APS Director, Jera Banwarth
APS Director, Ruth Smarinsky
AMC Director, Corbin Bennett
AMC Director, Steve Gray
APT Director, Erin King-Michael
APT Director, Robin Koon
APT Director, Dan Wills
APO Director, Lisa Johnson

APO Director, Andrew Stout
APO New Practitioner, Ryan Gates
AHP Director, Sian Carr-Lopez
AHP Director, Doug Obrien
ALTC Director, Elizabeth Gross
AEP Director, Norman Fong
Congratulations to one and all. It is sure to 

be a year of inspirational work with all of you 
on board (for a complete listing of the 2007 
board, see page 3 of this issue or visit our web-
site at www.cpha.com).

Outlook 2007
With a new year, comes a series of vital 

CPhA events that I would like to bring to 
your attention. In February, CPhA and the 
Pharmacy Foundation of California present 
our Outlook Annual Meeting and Education 
Faire. There are over 23 hours of CE courses 
planned, and some exciting social events such 
as: the President’s Reception, the Amerisource 
Bergen Good Neighbor Pharmacy ‘70s themed 
disco party, Young Professionals Night, A 
Silent Auction and Wine Tasting, the APO 
Dinner and Expo, and the CVS/ Pharmacy 
Student Reception. In addition, the House of 
Delegates sessions always prove to be an excit-
ing part of the meeting, plus the keynote speak-
ers are sure to leave you inspired. I hope you 
plan to attend.

California Pharmacists Legislative Day
In April, we have two very important events. 

The California Pharmacists Legislative Day 
is on Monday, April 16th. Legislative Day is a 
chance for pharmacy to present issues critical 
to your business and practice to Sacramento’s 
decision makers. It is your opportunity to per-
suade legislators to hear our concerns and vote 
to support and protect pharmacy when we need 
them. Your participation at the event sends a 
clear message that pharmacists care about their 
patients and that they are willing to come out 
in force to support and protect their place on 
the healthcare team. It is critical that members 
register in advance for Legislative Day in order 
to allow us to set appointments with your indi-
vidual legislator. Please register online today at 

www.iplanevents.com/LegislativeDay2007
Your future depends on it!

Student Pharmacist and New 
Practitioner Summit

For members who are student pharma-
cists and new practitioners, we welcome you 
to attend the 2nd Annual Student Pharmacist 
and New Practitioner Summit in San Diego 
on April 28-29. Student pharmacists from 
all seven schools of pharmacy will be in at-
tendance. With only one year under its belt, 
the event already has a reputation for being 
valuable, informative, great for network-
ing and fun! In addition, it is packed with 
sessions that will assist you with life after 
pharmacy school and covers topics such as 
managing debt (aka student loans), devel-
oping CV and resumé, cultural sensitivity 
and awareness, leadership development, 
and NAPLEX Certifi cation overview and 
coaching. Organizers are also planning a 
career roundtable, and the popular wine 
tasting course will make a return. CPhA is 
pleased to have this annual event as a mem-
ber benefi t, and we sincerely hope that stu-
dents and new pratitioners will attend, and 
that members will consider sponsoring a 
student. For more information and registra-
tion details, e-mail Annette Todaro-Smith at 
ants@cpha.com.

Lynn Rolston can be reached at 
lrolston@cpha.com

With Lynn Rolston
CPhA Chief Executive Offi cer

FROM THE CEO

At the Helm

CPhA	is	looking	for	inspiring	
ideas	to	share	with	the	readers	of	
California Pharmacist.	Who	are	
your	heroes,	your	mentors,	and	
people	in	the	profession	of	phar-
macy	who	you	want	to	mimic?	
Share	a	brief	paragraph	of	who	
the	person	is	and	what	they	do	
in	their	day	to	day	practice,	or	
in	the	lifestyle	they	lead	that	has	
captivated	your	attention.	We’ll	
print	a	few	each	quarter.
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I would like to thank Brian Komoto, 
our 2006 President, for his leadership and 
vision in creating an agenda of collabora-
tion and helping to move the profession of 
pharmacy forward. That vision will con-
tinue to be a major part of 2007 and will 
provide the basis for expanding programs 
for the Association.

As noted in the Mission Statement of 
CPhA, our purpose is to “…advocate the 
role of Pharmacy as essential in the health-
care marketplace by effecting solutions that 
are relevant to our constituencies.” Thus, 
this Mission Statement clearly defi nes the 
direction the association must take in order 
to benefi t members. An example of CPhA 
advocacy is our role in the legislative and 
regulatory arena. Both of these bodies can 
infl uence the practice of pharmacy in either 
a benefi cial or detrimental way and CPhA 

is constantly working to make sure the out-
comes are positive.

This year will bring an expanded vision of 
how CPhA communicates with consumers, 
healthcare providers, payers and legislators, 
through an aggressive approach to media 
involvement including: timely press releases, 
responses to editorials and support for public 
health initiatives. The healthcare consumer 
as well as other healthcare providers must be 
convinced that medication therapy manage-
ment services are an integral part of overall 
healthcare in order to move this service to a 
reimbursement level. The misconception that 
pharmacy is a profession more concerned about 
dispensing products than patient clinical inter-
action must be reversed if the profession is to 
move forward in obtaining reimbursement for 
clinical services and thrive in the future.

As we move to strengthen the association 

and its leadership, CPhA will continue to 
work with the California Society of Health 
System Pharmacists (CSHP) to truly bring 
“One Profession, One Voice” to California 
Pharmacy.  CPhA and CSHP have begun 
collaboration on several issues of mutual 
interest, such as legislative and regulatory 
activities and coordination of events such as 
National Pharmacists Month.  This dialogue 
will continue and will encompass additional 
areas of mutual cooperation.

The Association is poised for a year of 
positive change and I look forward to work-
ing with CPhA members to provide stronger 
member benefi ts that will help us all. Phar-
macy continues to be at a crossroads, but 
with a unifi ed front, we can effect change 
for the best.

Jerry Mazzucca can be reached at 
jmazzucca@cpha.com

FROM THE PRESIDENT

By Gerald Mazzucca
2007 CPhA President

Leading the Charge
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gathered feedback from the audience 
on success stories and possible solu-
tions to challenges. A number of solid 
and innovative ideas were shared that 
had members talking long after the 
presentation was over.

In the afternoon breakout sessions, 
members and attendees rolled up 
their sleeves and began the work of 
strategic planning. The task at hand 
was to study the California Pharmacy 
strategic plan and determine whether 
the profession and the Association is 
on course and where it could be re-
aligned in terms of: Legislative and 
Regulatory Advocacy, Unifi ed Profes-
sion, Meetings and Volunteer Partici-
pation, Public Education and Aware-
ness/Communications, Professional 
Growth and Pharmacist Compensa-
tion/ Research, and Business Develop-
ment. Each workshop was guided by 
specifi c objectives that are part of the 
broader strategic plan. The ideas were 
ranked based on those objectives and 
later presented to all attendees at the 
fi nal session of the weekend.

The day was topped off with the 
Hall of Fame Banquet at which Paul 
Lofholm, Carlo Michelotti, and 
Eugene Tunick were inducted. The 
reception featured incredible jazz 
guitar by Austin Cupp. Guests were 
enthusiastic about the opportunity to 

CPhA’s annual Synergy Confer-
ence held in November in Sac-
ramento at the Hyatt Regency 

Hotel was a tremendous success. Thank 
you to everyone who attended and ded-
icated their weekend to strategic plan-
ning and strengthening the profession.

CPhA CEO, Lynn Rolston and 2006 
President, Brian Komoto, opened the 
Synergy Conference which featured 
reports from CPhA and each of its affi l-
iated organizations including: the Phar-
macy Foundation of California (PFC), 
Premier Pharmacists network (PPN), 
and the CPh-Political Action Commit-
tee (CPh-PAC). Also included in the 
opening session was a highly interesting 
CPhA/CSHP Task Force update. 

Outgoing members of the CPhA, 
PPN, and PFC Board of Directors were 
honored for their contributions during 
the Recognition Luncheon. In addition, 
the newly-elected Board Members were 
recognized and sworn in by President 
Komoto. 

The keynote session featured an in-
teractive presentation by Dean Oppen-
heimer of the Thomas J. Long School 
of Pharmacy and Health Sciences at 
University of the Pacifi c, and Dean 
Robinson of the Western University of 
Health Sciences College of Pharmacy. 
They identifi ed important issues facing 
the profession of pharmacy today and 

by Cathi Lord

2006 Synergy Conference

Energizing the 
Profession
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Left hand page top: View from Inside 
the Hyatt Regency looking at the 
Capitol Dome. This page top left to right: 
Carlo Michelotti’s acceptance speech; 
Brian Komoto presents the Hall of Fame 
Award to Paul Lofholm; Carlo Britto 
delivers a tribute to Paul Lofholm; Greg 
Smith, Gary Thomas, KayDee Walburn 
at Hall of Fame Dinner; John Cicotte and 
Alex Teodoro from LPL with Speaker-
Elect, Phil Banks; Student Pharmacists 
report en masse at wrap-up session; 
Steve Gray, Dan Wills, Jerra Banwarth 
at Hall of Fame Dinner; Paul Lofholm’s 
acceptance speech.
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celebrate with their peers. The meeting 
hall was transformed, and in full-bloom 
with fl owers and fall colors. The awards 
presentation began with all fi ve of Paul 
Lofholm’s children taking a turn at the 
podium to honor their father. It was clear 
from their tributes that not only is he an ac-
complished and dedicated practitioner, but 
that he is also dedicated to his family. Paul 
accepted his award to a standing ovation 
from the audience. Next, Elizabeth Johnson 
presented Carlo Michelotti with his award 
after delivering a speech that made clear 
the long list of contributions that Carlo 
has made to the profession of pharmacy 
over the years. Carlo accepted his award 
with few words and tremendous grace to 
a standing ovation. Although Eugene 

Tunick could not make it to the banquet, 
he was appreciated for his years of service 
and accomplishment.

The fi nal session of the conference included 

presentations by workshop participants who 
summarized the most signifi cant recom-
mendations by their groups. The task at 
hand going forward will be for the CPhA 
staff to distill them into a prioritized set of 
goals for 2007. 

Synergy is an aptly titled conference for 
the profession of pharmacy. It requires the 
coming together of many people with the 
intention of generating ideas that are greater 
than the sum of their parts. In order to have 
a strong profession that speaks clearly with 
one voice, pharmacists, technicians, and 
other healthcare professionals must continue 
to work together. Synergy was inspirational, 
innovative, and well worth the investment of 
time. CPhA looks forward to another suc-
cessful conference next year.

Left to right: Hall of Fame Dinner guests; 
Lynn Rolston and Brian Komoto smiling 
at the success of Synergy 2006; George 
Pennebaker talking with Charles Brown at 
Hall of Fame Dinner; Student Pharmacists 
report at wrap-up session; Vi Le, and 
Charlene Chiu at Student Pharmacist 
Networking Breakfast; Carlo Michelotti 
accepts the Hall of Fame Award from Brian 
Komoto; Student Pharmacist Networking 
breakfast.
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D uring Outlook in February of 2006, CPhA Political Action Committee President, Bob Graul, issued a challenge to the CPhA assembly to raise 
$150,000 and “prove Kellison wrong.” The challenge came after a discussion between Graul and long-time CPhA lobbyist, Peter Kellison, when 
Kellison said he didn’t think CPhA members would come forward to raise the $150,000 in PAC donations that CPhA would need to assert its infl u-

ence effectively and keep the profession of pharmacy strong in Sacramento this year. But, thanks to a steady stream of donations throughout the year, we 
came very close. The fundraising total for 2006 is $123,480. That’s a signifi cant increase over last year and a demonstration of the impact that can be achieved 
when we all pull our resources together.

The California Pharmacists Association Political Action Committee would like to thank everyone who contributed to the PAC in 2006. Every contribu-
tion is important and deserving of recognition.

POLITICAL ACTION COMMITTEE

January - December 2006 CPh-PAC Contributors

Ronald W. Belville
Bob Berardi
Bruce N. Bettencourt
Bob Betti
Robert L. Blomquist
Steven J. Bollinger
Stephanie Bray
Carl G. Britto
Kelly J. Brooks
Charles D. Brown
Thomas E. Buford
My T. Bui
Dana B. Caldwell
David S. Carroll

Colleen R. Carter
Gabriel J. Cassar
Charles D. Center
Marvin Richard Center
Craig M. Chally
Ruth Fung Chan
John Pinghon Chan
Ronald D. Chan
Ross H. Chang
Isras Chatkeonopadol
Yiu-Hang Cheung
Herbert H. Cho
Soo Myung Choo
Bernard Christopher

Richard R. Abood
Geraldina M. Afkari
Gerry Afwari
Raylene Terry Altmiller-Rubio
John H. Anderson
Howard E. Appell
Ahmed S. Atallah
Bruce J. Balog
Veronica Tovar Bandy
Randy G. Barsamian
Robert C. Barsamian
Gurpartap S. Basrai
Tony G. Bastian
Thomas D. Battaile, Jr.

Edward H. Clark
Stanley D. Clark
Will Clay
Jeana Colabianchi
Jerry D. Cole
William Gary Collins
Ruth M. Conroy
Marie Belshe Cottman
Benita P. Council
Kay Cowling
Rebecca Cupp
Minakshi Dahya
Gerald C. Davalos
Frank P. Davison

Century Circle - $100 per year

Silver Circle - $250 per year

Shirley Fender
Alis Filipioglu-Fago
Royce L. Friesen
Dana J. Gordon
Douglas & Kathy Hillblom
William E. Kearney

June Ling
Clarence L. Lloyd
Peter K. Lo
Paul & Rebecca Lofholm
Alan J. Martin
George H. Pennebaker

Doug Bennett
David Bernal
David A. Demartini
Drew Donovan
Robert H. Duey
Zhanna Elkins

Stephen J. Rosati
Kenneth Ross
Alan L. Wong
Wilma K. Wong
Chester D. Yee
Alameda County Pharmaceutical  

            Association

Gold Circle - $500 per year

Dirk O. Jergensen
Richard & Wendy Kane
Richard I. Katz
Jason S. Kim
Victor Law
Marie McNutt
Sylvia A. Moore
Tom M. Nichols
Paul Rohrer

Larry & Lynn Rolston
Jack L. Stafford
Charles C. Stuart
Frank H. Sumi
John E. Tilley
Dennis G. Vermilllion
David A. Wilcox
Marin County Pharmacists 
     Association

Michael A. Celayeta
Dorothy Cummins
Pierre S. Del Prato
Ralph J. Duff, Sr.
Ira N. Freeman
Stephen L. Giroux
Bob Griffi th
Loyal D. Hutchison
Jeff M. Jellin

Long Beach Pharmacists 
             Association

Hollywood Wilshire Pharmacists 
             Association

San Mateo County Pharmacists 
             Association

San Gabriel Valley Pharmacists 
             Association 

Platinum Circle - $1,000 per year

John Lee
James M. Leftwich
Jerry G. Shapiro
John K. Skovmand
Andrew C. Stout

Wayne V. Woods
Professional Pharmacy Alliance
Indian Pharmacist Association
San Diego County Pharmacists 

             Association

Walter G. Cathey
John A. Cronin
David J. Fong
Manoj Gandhy
Deborah S. Johnson

South Bay Pharmacists 
             Association

Sacramento Valley Pharmacists 
              Association

 Diamond Circle - $2,500 per year

Robert P. Nickell
Shirow D. Sasaki
Fresno-Madera  Pharmacists 

             Association 

Pharmacist’s Society Of 
     San Francisco 
Ventura County Pharmacists 
      Association

David Breslow
Robert E. Graul
Brian K. Komoto

Orange County Pharmacists 
              Association
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Fiorella Green
Philip S. Ho
Kathleen A. Johnson
Lisa O. Johnson
Charles W. Johnson, Jr.
Patty Jones
Jerry Josephson
Rupert H. Jung
Tedd H. Kimelman
Gary Landi
Jacqueline E. Letourneau-Wagner
Barbara A. Lim-Fung
Lawrence Louie
Kim S. McLean
Edward Meinardus
Lee Meyer

Alfred Lee Meyer, Jr.
Bruce Edward Moradian
James Morikawa
Susan L. Namba
Victor Y. Ng
Shruty Parti
Michael A. Pavlovich
Ann House Pearson
John Francis Pilgrim
Russell N. Reitz
Lawrence Renzi
Jennifer Russell
Deanna L. Salse
Rodney D. Sanders
Stephen L. Saylor
Robert C. Scheidtmann

Duaine R. Arvidson
Mike Augustine
Judith R. Babcock
Trinidad M. Bagoyo
Taylor I. Boring
Steven M. Calvert
Frances M. Camagna
Thomas Davies
Tina T. Diep
Debbie Fernandez
Quynh-Mai N. Foord
James Gaines
Paul F. Garfi eld
George P. Glatzel
Janice E. Goertzen
Allen Gordon

Harjeet Singh
Robert M. Small
Gary R. Solomon
Robert M. Thompson
Reginald Walker
Harold Washington, Jr.
Rhonda Marie Williams
Gordon Wong
Wesley R. Wong
Chris Allen Woo
Scott K. Workman
Kozean Wright
Kathleen Leilana Wynters
Frank Yep
Pam Yosekawa

Member Circle - $25 per year

Rose Hong T. Huynh
Musumi Iwanaga
Joseph C. Jacob
Alice T. Jones
Lunny Ronnie Jung
Charles Kakos
Wayne Kan
Nausher A. Kanji
Sorin Kazangian
Janice M. Knight-Cooper
Douglas Y. Kosobayashi
Paul Kruper
Gregory L. Kurtz
Patricia S. Kwok-Rudolph
Yu-Fun Thomas Lai
Esther Lainer
James LaJune
Richard A. Lambert
Dave Lastra
Alfred W. Lau
Jay L. Lederman
Diana Lee
Min J. Lee
Nancy L. Lee
Charles Wolfe Leiter
Robert A. LeWinter
Ronald L. Louie
Qui Ly
Russell Alan Mapes
Joselito P. Marco
Bruce A. Massa
Calvin Matsumoto
David S. Carroll Matsuo
Gregory P. Matzen
Fred Mayer
Gerald Anthony Mazzucca
Jerry McCamman
Leo McStroul
Jerry Meyers
Bret D. Miller
Akira Miyade
Alice F. Miyade
Michio Miyamoto
Randall James Moore
Richard W. Motske
Jerry Raymond Muller
Dee Marie B. Munoz
Claudia H. Myles

Gordon Nagata Nagata
Joel A. Needelman
Jim R. Negrete
Dean G. Ng
Huy Nguyen
Lieu-Chi Nguyen
David Norris
Martin J. Nussbaum
Jerry D. Oswald
Donna W. Ouchida
Diane Ozasa Bell
Daniel C. Pagano
Bill H. Paige
Oscar Pallares
George E. Papageorge
Gregory L. Parker
Michael A. Pastrick
Ritesh Jayantilal Patel
Umeshbhai P. Patel
William Arnold Pearson
Anita Pemstein-Roth
Dung Xuan Pham
Mark S. Phillips
Thomas R. Pierce
Dale Leland Pritchard, Jr.
Harold K. Reich
Christopher Lee Richmond
Thomas J. Roberson
William J. Rogers
Joseph I. Rotenberg
Phillip W. Rushing
Diane E. Saleh
David J. Schapiro
Eric D. Schlotthauer
Donald E. Schneider
Kenneth B. Scott
Mark Charles Shabashov
Samuel Sheldon
Lisa K. Shelley
Edward S. Sherman
Robert Shmaeff
John Silberstein
Melvin Simrin
Irwin Sitkoff
Tihana Skaricic
Anthony J. Skelly
David M. Smith
Robert Asa Smith

James A. Davison
Steve Dean
Nancy L. DeGuire
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Pharmacy Laws 2006–California 
Edition
Item	#B-046
Members	$17.00	
Non-Members	$19.00
The most current issue available 
of the California State Board of 
Pharmacy’s laws with rules and 
regulations, including pertinent
sections of the Business and Pro-

fessions Code and of Title 16 of the California Code of Regu-
lations that govern pharmacy practice in our state.**

Pharmacy Certifi ed Technician 
Training Manual
Item	#B-060
Members	$28.00	
Non-Members	$40.00
This manual, developed by the 
Michigan Pharmacists Asso-
ciation, provides comprehensive 
training for technicians in both 
the inpatient and outpatient 

settings. Completion of this course will help prepare your 
technician to sit for the PTCB’s voluntary certifi cation exam 
which is offered three times each year. 

PCT Calculation Workbook
Item	#B-056
Members	$19.50	
Non-Members	$25.00
This workbook has been designed 
for use in conjunction with the 
Technician Training Manual and 
other calculations workbooks. 
This manual provides the phar-
macy technician with a tool that 

is both useful and practical. 

California Law Supplement to 
the PCT Training Manual
Item	#B-053
Members	$10.00	
Non-Members	$20.00
This supplement to the Michigan 
PCT Training Manual was pre-
pared for technicians wishing to 
become certifi ed in the state of 
California. This publication sup-
plements the material on federal 

law contained in Chapter 30 of the PCT Training Manual 
and deals specifi cally with the California Pharmacy Law.

Pharmacy Technician Training 
Program CD
Item	#B-071
Members	$175.00	
Non-Members	$190.00
This CD ROM based training 
program was developed specifi -
cally to assist users in passing 
the Pharmacy Technician Certifi ca-
tion Exam. The presentation 
is structured with 6 major topics, 

42 subsections, and guided by 7 ½ hours of studio record-
ed audio. Over 2500 pictures and graphics illustrate the 
technical aspects of a Pharmacy Technician. A 27,000 
word searchable “help fi le” gives the student more than 
ample reference material and is printable. The training 
system includes a testing system that automatically 
generates tests from a test database of 1000 plus (12 part) 
questions. In addition, this product is backed by Pass-
Assured’s exclusive “Blue Ribbon” Guar-antee. Simply 
stated, “.....if an eligible, registered user of PassAssured 
Training Program fails their PTCB exam, PassAssured will 
pay the registration fee ($120.00) for the second exam.”

fessions Code and of Title 16 of the California Code of Regu-

is both useful and practical. 

settings. Completion of this course will help prepare your 

PUBLICATIONS & PRODUCTS

Order. Indicate the items you want on this form, making sure the correct item number is included, and send it to: California Pharmacists Association, Attn: Bookstore, 
4030 Lennane Drive, Sacramento, CA 95834. You can also fax your order form to (916) 779-1401, order by phone at (916) 779-1400 ext. 340, or email your order 
to orders@cpha.com. Fax, email and phone orders must be paid by credit card.

Payment. All orders must be prepaid. Only purchase orders from institutions will be honored. All non-USA orders must be prepaid by checks drawn on a U.S. bank. 
Charges (MasterCard, Visa or American Express) require a $25 minimum purchase. Please be sure to include the expiration date of your credit card and the exact 
name on the card along with your signature.

Refund Policy. Any product ordered from CPhA, if unsatisfactory, must be returned within two weeks of shipping in order to receive a refund. CPhA will not be 
responsible for shipping costs of returned items.

Shipment. Please allow approximately 1-2 weeks for delivery within the continental United States and 2-4 weeks for shipments outside the USA. Shipping charges 
are above. Your order can only be shipped if proper payment has been received.
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Term Life Insurance – Take the 
Two-Step Test

Step	1: $50,000 gets you started! Up-
date your life insurance protection by add-
ing $50,000 of term life insurance at group 
rates. Members under age 60 actively work-
ing 30 hours per week for at least 90 days 
prior to the effective date of coverage are 
eligible for $50,000 of term life insurance 
on a guaranteed acceptance basis.

Step	2: Then decide on the total pro-
tection you need! Determine how much 
additional protection above $50,000 your 
family needs to continue the lifestyle 
you’ve been able to provide for them. Addi-
tional amounts of coverage require the com-
pletion of a supplemental application that 
will be medically underwritten by Hartford 
Life and Accident Insurance Company 
(AGL-1762).

Action Plan: 
•  Call or e-mail Marsh for a brochure and 

application*
•  Complete and return the $50,000 

application
• Review your overall life insurance plan
•  Consider applying for additional 

amounts to further update your 
coverage

• Consider insuring your spouse
•  Consider providing coverage for your 

employees

Long Term Disability – Protect your 
most important asset!

As your income changes, reassess your 
disability income needs. Make sure you 
are adequately protecting one of your most 
important assets: your ability to earn an 
income. Members are protected with a 
program underwritten by United States 
Life Insurance Company in the City of 
New York that provides important own

occupation defi nition of Total Disability! You 
may apply for up to $10,000/month. 

Action Plan: 
•  Call or e-mail Marsh for a brochure and 

application*
• Review plan details
•  Review your questions and strategy with 

Marsh
• Complete and return your application

Health Savings Accounts – 2007 Update
The maximum limits for 2007 contribu-

tions for the full calendar year are the lesser 
of your high deductible up to a maximum of 
$2,850 for individuals and $5,650 for family 
coverage. Catch-up contributions for ages 
55-64 are now $800. You have until April 15, 
2007, to make your 2006 contributions if you 
qualify. You may withdraw funds for qualifi ed 
medical, dental or vision expenses on a feder-
ally tax-free basis. Unused amounts roll over 
year after year.

Long Term Care
Two companies provide members with a 

5% discount – MetLife and John Hancock. 
Members may choose between benefi ts on 
an indemnity or expense-reimbursement 
basis. Groups may decide to purchase the 
benefi t on a carve-out basis for all pharma-
cists in a group. Premiums are age-rated so 
there’s an advantage to purchasing coverage 
at younger ages. FYI – Funds in your Health 
Savings Account can be used to pay for 
long term care premiums to the maximum 
amounts permitted by the IRS.**

Action Plan: 
• Request a proposal from Marsh
•  Compare proposed LTC plan design 

and pricing 
•  Review your questions and strategy 

with Marsh 
• Make your decision

Marsh Affi nity Group Services serves 
as CPhA ‘s sponsored insurance broker and 
program administrator. Buying insurance 
can be a time intensive experience. It takes 
time that could otherwise be devoted to 
your patients, building your business or en-
joying your family. 

That’s why CPhA in partnership with 
Marsh, offers members a Sponsored Insur-
ance Program consisting of insurance plans 
and services to assist members with their 
efforts to fi nd insurance plans to meet their 
personal and professional needs. We work 
for you and the association, not the insur-
ance company. Call us at 888-926-CPhA.

When	you	need	insurance,	think	
Marsh	fi	rst.

* Includes costs, exclusions, limitations and 
terms of coverage.

**Marsh and CPhA do not provide tax advice. 
Please consult with your personal advisors on these 
issues.

INSURANCE

Insurance Strategies for 
CPhA Members 

for January 1 – March 31, 2007
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is more focused expertise and effi ciency.
CDTM may require some “rethinking” 

of terms like “Primary Care.” The “Kaiser 
Permanente Primary Care Model” article by 
David Chen, Pharm. D., from the fall issue of 
California Pharmacist described a CDTM phar-
macist working with 15 to 20 other providers, 
e.g. Physicians, Nurse Practitioners, etc. Those 
“prescribers” diagnosed the underlying “con-
dition.” Only then may there be a referral to a 
CDTM pharmacist to help manage the drug 
therapy related to the “condition.” Since the 
pharmacist does NOT provide the diagnosis, 
the pharmacist’s role is “secondary.” 

This “secondary” role label has bothered 
some pharmacists who think themselves as 
“Primary” care providers – especially in 
retail pharmacy because often a patient con-
sults them fi rst. But there the patients have 
usually “self-diagnosed” a symptom (“I have 
a bad cough. What do you recommend?”) 
or have been referred for OTC medication 
and the pharmacist may recommend an 
OTC product. 

The statute does not require a literal or 
personal “physician” referral. The term “pre-
scriber” was deliberately chosen to recognize 
a multi-disciplinary group practice where 
CDTM had already demonstrated its appro-
priateness. It is consistent with the require-
ment that “The policies, procedures, … be 
developed by health care professionals, includ-
ing physicians, pharmacists, and registered 
nurses,” and “Require that the pharmacist 
function as part of a multidisciplinary group 
that includes physicians and direct care registered 
nurses*.” It was foreseen that the group would 
not necessarily be physically located together. 
This allows CDTM pharmacists to function 
in a community pharmacy, etc. There was 
recognition that easy access to pharmacists 
can bring timeliness, quality and effi ciency of 
healthcare.

Assistants are supervised by physicians and, 
therefore, their authority and responsibility 
fl ow from and back to a physician. This is not 
true of other “prescribers”, e.g. dentists, podia-
trists and optometrists. This is important be-
cause a CDTM pharmacist may only help man-
age the drug therapy for “a condition for which 
the patient has fi rst been seen by a physician.” 

Being “seen” is not meant to be literal. 
Physicians can prescribe treatment without 
literally seeing the patient. It can mean being 
diagnosed by a practitioner who is offi cially 
supervised by a physician and working un-
der approved “standardized procedures and 
protocols” as those terms are used in those 
relationships. Also the physician who has seen 
the patient for the “condition” is not neces-
sarily the “treating prescriber” who referred 
the patient to the CDTM Pharmacist. For 
example, when an emergency care physician 
sees a patient for wound treatment he or she 
may refer the patient to a CDTM pharmacist 
to adjust the medication therapy for previously 
physician-diagnosed hypertension. The result 

This second edition of the series on 
California pharmacist CDTM (col-
laborative drug therapy management) 

practice describes how some pharmacists are 
maximizing the application of their educa-
tion and training.

In the fall issue of California Pharmacist, 
the introductory CDTM lead article focused 
on the question of “why” CDTM practice 
is particularly important. Since virtually no 
court or Board interpretations are yet pub-
lished to guide implementation of CDTM in 
all practice opportunities, the “why” is our 
fundamental guide. Central to the discus-
sion of CDTM is the fact that collaboration 
can bring quality and effi ciency through fo-
cused expertise to the team effort. You will 
see just a few of the examples of how legal 
authority translates into practice how the 
rules are more complicated or prescriptive 
in different practice settings and contexts. 

As mentioned, pharmacist CDTM prac-
tice has more history in California hospitals 
where care is much more regulated. Conse-
quently, the rules leave a lot to the hospital’s 
governing body. Therefore, I will concen-
trate on some recommendations and clarify-
ing our intent as the statutes evolved for the 
“Ambulatory Care” setting. I need to clearly 
indicate that the opinions are my own. I have 
been deeply involved with CDTM legislation 
and practice for more than two decades. As 
the facts often change the best way to pro-
ceed, seeking your own individual legal and 
professional counsel is recommended. 

Understanding what CDTM means un-
der the rules, requires understanding some 
basics of the training, scope of practice and 
supervision differences between the profes-
sions. Unfortunately these are not in the 
“Pharmacy Law” book published by the 
Board of Pharmacy. For example, Nurse 
Practitioners (NPs) and Physicians 

by Steven Gray, Guest Editor, Pharm. D., JD., Past President, California Pharmacist Association

How Is Collaborative Drug 
Therapy Management 
Working in California?

Understanding what CDTM 
means under the rules, 
requires understanding 
some basics of the train-
ing, scope of practice and 
supervision differences 
between the professions. 
Unfortunately these are 
not in the “Pharmacy 
Law” Book published by 
the Board of Pharmacy.



* All California NPs are also “Registered 
Nurses”, but not vise versa.

Because a pharmacist cannot diagnose, 
there should be clear documentation regard-
ing referral from the individual patient’s 
treating prescriber.” The referral does not 
have to be a “written order,” though, at 
least, a fax may be better. A pharmacist may 
take an oral “authorization” but the pharma-
cist should promptly document the essential 
parts in the pharmacist’s clinical records. 
Begin with the date and time of the refer-
ral and from which “treating” prescriber, 
and, if not a physician, who the supervising 
physician was. Include the full name of the 
person who communicated the referral if 
not the prescriber. If there are different pro-
tocols for the same “condition,” depending 
on the prescriber or patient type, the docu-
mentation should make clear which protocol 
was intended. Document any medical infor-
mation received with the referral.

The CDTM pharmacist must have the 
patient’s medical record(s) “available.” The 
CDTM pharmacist does not have to review 
the medical record before acting. The word 
“available” means the policies, procedures 
and agreements make clear the pharmacist 
has access per his/her professional judgment 
and practice standards. Either direct access 
or through another trusted means such as 
the referring prescriber’s staff. It was fore-
seen that eventually the patient may carry or 
provide direct access via the internet to his/
her medical records. Last year, a proposal 
in the Board’s AB2408 would have required 
the CDTM pharmacist to keep at least a log 
of the medical records, lab reports, etc., that 
were referred to before adjusting or initiat-
ing therapy – or deciding not to do so. I 
expect the Board to again clarify such evolv-
ing regulatory expectations. Certainly such 
records should be kept for care continuity or 
defensive reasons.

There is also a subtle difference in the 
approval authority and format for the pro-
tocol. Health facilities, licensed clinics and 
contracts between health care service plans 

changes therapy. In many care settings this 
is easily accomplished because the phar-
macist records the changes in or via shared 
electronic records. In other settings it may 
require letters or phone calls. This has a 
subtle difference depending on the CDTM 
practice, setting. It was envisioned that in in-
stitutional or integrated care settings minor 
“adjustments” required no special prescriber 
notifi cation. For example, oral instructions 
to the patient to alter a dose temporarily and 
it could actually mask more important com-
munication. However, for more independent 
practice-settings some felt all adjustments, 
not just the “initiation” of new drug therapy, 
should be communicated promptly. Commu-
nity pharmacists in CDTM practice agree-
ments with individual physicians should be 
aware of this difference.

This journal and future journals will 
highlight a wide variety of pharmacist 
CDTM practices. Staying up-to-date on 
CDTM developments is not only profes-

sionally important, 
it is essential to all 
pharmacists who 
embark on this type 

of exciting practice.

have written policies, procedures and proto-
cols for virtually every aspect of operations 
because many different practitioners care for 
their patients. It is a necessity for continu-
ity and quality of care. It is not necessary or 
practical for the protocol to be “approved 
by every treating or supervising physician. 
However, in the “independent” practice Am-
bulatory Care environment such individual 
approval of written protocols is required. 
“patient-specifi c” means the pharmacists 
record should show that a specifi c patient 
was referred for care under a written protocol 
approved by that physician. Of course, many 
physicians can approve the same protocol and 
CDTM pharmacists should try to standard-
ize their protocols to help assure quality and 
consistency.

There is a legal require-
ment to notify certain 
practitioners caring 
for the patient when 
a CDTM pharmacist 
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Abstract: Clinical 
evidence supports 
maintaining patients 

with coronary artery disease 
(CAD) on a regimen 
of “BALL” medications 
comprised of a Beta-blocker, 
Aspirin, ACE inhibitor 
(Lisinopril), and statin (Lov-
astatin) to reduce subsequent 
coronary events. Patients with 
cardiovascular risk equiva-
lents (diabetes, peripheral 
vascular disease, abdominal 
aortic aneurysm) should be 
on a similar regimen (“ALL” 
medications) with the excep-
tion of a beta-blocker. The 
Kaiser Permanente Orange 
County CAD program traditionally out-
reaches members by using a direct care 
model via clinic appointments during which 
a pharmacist reviews patient profi les for 
missing ALL/BALL medications and initi-
ates therapy when appropriate. In an effort 
to infl uence a large patient population, the 
CAD program piloted a different mecha-
nism of outreach, the ALL/BALL letter. 
This letter was sent to patients, who were 
missing one or more of these crucial medi-
cations, and the regimen was initiated 
using pre-printed prescriptions. Thus, the 
letter served as a mechanism to impact 
patient care without face-to-face engage-
ment with the pharmacist. The purpose of 
this study is to evaluate these two methods 
for treating CAD patients: indirect (ALL/
BALL letter) versus direct (clinic appoint-
ments). Barriers to long term compliance 
will be addressed in both groups. Results 
will be discussed.

Background
Evidence-based medicine and several 

landmark clinical trials1-4 have shown effi cacy 
and as much as 80% risk reduction in subse-
quent coronary events when special patient 
populations are maintained on a specifi c 
regimen comprised of a beta-blocker, aspirin, 
ACE inhibitor, and a statin. These special 
patient populations include patients with 
coronary artery disease (CAD) or CAD 
risk equivalents such as: diabetes mellitus, 
peripheral vascular disease, or abdominal aor-
tic aneurysm. 

At Kaiser Permanente (KP), this specifi c 
regimen is known as the “ALL/BALL” regi-
men. Patients with CAD should be maintained 
on a regimen consisting of: a Beta-blocker, 
Aspirin, Lisinopril (ACE inhibitor), and Lovas-
tatin (statin). Those with CAD risk equivalents 
should be on a similar regimen, with the excep-
tion of a beta-blocker: Aspirin, Lisinopril (ACE 
inhibitor), and Lovastatin (statin). For the 
purpose of this study, the terms “ALL/BALL 

regimen” and “cardioprotec-
tive medications” will be used 
interchangeably. 

Setting
The Orange County patient 

population includes approxi-
mately 10,000 patients with 
CAD and approximatel 20,000 
patients with diabetes. In an 
effort to infl uence a larger 
CAD and diabetes population, 
the CAD program decided to 
try two different mechanisms 
of patient outreach: 1) tradi-
tional program based appoint-
ments and 2) ALL/BALL 
outreach letter.
The CAD program practices 

a model of direct-patient care and is both 
a pharmacist-run and physician referral-
based program. Here, the CAD pharmacist 
reviews patient profi les for missing cardio-
protective medications and conducts group/ 
one-to-one/phone appointments during 
which he/she will initiate medications for 
cardioprotection. The pharmacist will titrate 
these medications for lipid and blood pres-
sure control. In addition, the pharmacist 
will monitor for follow-up labs, (e.g. SCr, K+, 
Na+, lipid panel, LFTs), vital signs (e.g. blood 
pressure, pulse) and adverse drug events, as 
well as provide medication and healthcare 
information to the patient.

The ALL/BALL outreach letter was 
a pilot program conducted within the 
CAD program. This was a one-time out-
reach effort to contact patients missing car-
dioprotective medications. Here, the CAD 
pharmacist screened for eligible patients, 
known as “easy starts,” who met the 

Medication Compliance Rate as a Measure of Effectiveness for

Direct vs. Indirect Outreach Methods 
in CAD and/or Diabetes Patients

CLINICAL KNOWLEDGE, RESEARCH, THERAPEUTICS

by Helen Achio, Pharm. D.
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following criteria: documented diagnosis 
of CAD/diabetes, age ≥ 55, appointment 
with primary care provider within the 
previous 12 months, baseline SCr < 2.0 
gm/dL, baseline ALT within normal limits, 
baseline LDL < 100 gm/dL, and English-
speaking. Those patients who met all of the 
above criteria but had a baseline LDL > 
100gm/dL was contacted for a program 

appointment instead. 
The pharmacist then 
sent out letters with pre-
printed prescriptions 
signed by physicians to 
these patients. The in-
tent of the letter was to 
serve as a tool to impact 
patient care and provide 
education to the patient 
without face-to-face 
engagement with a phar-
macist. The pharmacist 
did, confi rm that pre-
scriptions were picked 
up and that follow-up 
labs were completed. 

Study Objectives
Primary objectives include comparing the 

medication compliance rate between the two 
outreach methods and re-initiating missing 
ALL/BALL medications, if appropriate. If 
both outreach methods are found to be equal-
ly effective, ideas to expand the letter tool can 
be further developed.

Secondary objectives include addressing 

barriers to long term compliance and high-
lighting potential solutions.

Inclusion
For the purpose of this study, there were 

two patient groups identifi ed for comparison. 
The fi rst group consisted of those patients 
who received the ALL/BALL letter dur-
ing June – August 2004. The second group 
consisted of patients who were stabilized on 
the ALL/BALL medications and graduated 
from the CAD program during the same 
time frame. Note: the defi nition of long term 
non-compliance for the purpose of this study 
is defi ned as > 12 months. Thus, there were 
no refi lls of the prescription cardioprotective 
medications noted in the patient profi les 
during July – September 2005. 

Methods
The methodology for this study was 

divided into two parts, see Figure 1. The 
fi rst part is the preliminary steps that were 
needed to be taken prior to data collection. 
These included obtaining project approval 
and assessing available resources (e.g. elec-
tronic health record, CAD program proto-
col, and information database). The infor-
mation databases are used to run queries 
to generate patient lists. From these patient 
lists, my patient groups were identifi ed. A 
retrospective chart review was conducted to 
further identify the non-compliant patients. 
Primary care provides (PCPs) were also con-
tacted for authorization to restart missing 
cardioprotective medications, if appropriate 
per protocol. Once all these steps were laid 
out, contact was made to the non-compliant 
patients for data collection. The second part 
of the methodology was my actual project 
intervention which proceeded in one of two 
ways, see Figure 2. Patients who refused 
pharmacy intervention were referred back to 
their PCP for further follow-up. For patients 
who agreed to pharmacy intervention, the 
steps were as follows: addressing barriers to 
compliance, providing education to address 
concerns and clarify questions, restarting 

Figure 1.

Figure 2.
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medication(s) if appropriate, and, ultimately, 
arriving to a treatment plan that both the 
patient and I agreed upon.

Results
Table	1. Total sample size for this study 

was 96 patients. Fifty patients were ran-
domly selected from the CAD program to 
be included into the study. Forty-six patients 
were listed as receiving the ALL/BALL 
letter. Patients were then excluded based 
upon the following criteria: medications 
were fi lled outside KP, patient moved out-
side of the KP Orange County service area, 
or patient passed away. This left 47 patients 
in the CAD program vs. 41 patients in the 
ALL/BALL letter group. Completion of 
the retrospective chart review identifi ed 15 
patients from the CAD program group as 
non-compliant vs. 23 patients in the ALL/
BALL letter group. 

Figure	3. This fi gure shows the medica-
tion non-compliance rate for the two out-
reach methods. There was a 56% incidence 
of non-compliance in the ALL/BALL letter 
group vs. 32% incidence found in the CAD 
program group. Comparing the two values, 
those patients who received the ALL/BALL 
letter were 1.8 times more likely to result in 
medication long term non-compliance. 

Table	2. Taking the identifi ed pool of 
non-compliant patients, further exclusion 
criteria were applied: PCP authorization was 
not available, patient was unavailable for 
initial evaluation, or patient become compli-
ant since chart review (PCPs restarted medi-
cations for patients during next offi ce visit). 
This left 8 patients in the CAD program 
group vs. 11 patients in the ALL/BALL let-
ter group eligible for project interventions.

Table	3. This table shows some de-
mographic information of the interven-
tion groups. Although no analysis were 
performed, the two groups appeared to be 
similar at baseline. 

Figure	4. This fi gure illustrates the 
most common barriers to compliance. Most 
patients from both groups self-discontinued 

their medications since they felt that their 
health was at optimal condition with blood 
pressure and lipid under control and at goal, 
respectively. There were an equal number of 
patients from both groups that misunderstood 
the information conveyed from either outreach 
method and did not understand that these 
cardioprotective medications were for chronic 
disease management. Lastly, there were two 
patients from the ALL/BALL letter group 
that were intolerant to the medication. Other 
reasons considered but were not found to be 
an issue included: discontinuation per physi-
cian, pill burden, drug cost, or true allergy.

Figure	5. This fi gure shows the actual 
project interventions that were made. Most 
patients from both groups were very ame-
nable to restarting the medication with proper 
education and answers to their questions/con-
cerns. For one patient in the ALL/BALL let-
ter group, lisinopril was switched to captopril 
to decrease the occurrence of cough. One 
patient from the ALL/BALL letter group was 
referred back to the PCP due to other under-
lying health conditions and, therefore, was 
not restarted on lisinopril (e.g. uncontrolled 
asthma with unresolved cough/wheezing 
symptoms). Lastly, there were a handful of 
patients from both groups who refused phar-
macy interventions.

Conclusion
In comparing the non-compliance rates, 

32% in the CAD program group vs. 56% in 
the ALL/BALL letter group, the two out-
reach methods do not seem to be equivalent. 
This result also shows that direct pharmacist-
based care is absolutely invaluable to main-
taining medication compliance. 

Discussion
Based on the results, the KP Orange 

County CAD program would need to re-
evaluate the available resources to improve 
the effectiveness of the letter tool. Because 
of membership continuous growth at KP 
Orange County, other methods to impact 
patient care effi cienty do indeed need to be 

Study Groups – Methodology Part I

Total
Exclusion 
(Part I)

Final
Non-

Compliant

CAD 
Program 

50 3 47 15

ALL/
BALL

45 5 41 23

 

Table 1.

Study Groups – Methodology Part II

Non-
compliant

Exclusion 
(Part II)

Project
Interventions

CAD 
Program 

15 7 8

ALL/
BALL

23 12 11

Figure 3.

Table 2.

Demographics of Intervention Groups

Age
Range

CAD DM CAD/DM

CAD 
Program 

58-78 3 5 0

ALL/
BALL
Letter

45-79 4 6 1

Table 3.

Medication Non-Compliance Rate
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Research conducted while a Pharmacy Practice 
Resident 2005-06, Kaiser Permanente Medical Care 
Program, Orange County Service Area

developed. Methods for improvement in-
clude: recruiting additional staff/support to 
help with paperwork/charting, conducting 
follow-up phone calls early after initiation of 
medications to prevent self-discontinuation, 
sending additional reinforcement material for 
patients to reference, or a combination of the 
two outreach methods. 

Although challenges were quite minimal 
during the course of this project, there were 
some that should be noted. Since the ALL/
BALL letter was a one-time pilot study, the 
patient sample size was small. Since statisti-
cal analyses were not performed, this made 
it diffi cult to assess the impact and to have 
adequate power for detection of clinical 
signifi cance regarding the results found. 
Patient contact was also an issue since some 
patients were unavailable to be contacted for 
data collection. Provider authorization was 
the rate-limiting step because without such 
approval, medications could not be restarted 
per pharmacist protocol. Lastly, patient re-
fusal of pharmacy intervention and non-KP 
pharmacy usage prevented these patients 
from being included in this study. 

Learnings
This project highlighted the value of phar-

macist-based care in maintaining medication 
compliance, clearly illustrating that regardless 
of the mode of communication, albeit via 
phone or face-to-face, this type of personal 
interaction with a pharmacist has a tremen-
dous impact on patient care in terms of main-
taining long term medication compliance. 

About the Author: Helen Achio, Pharm.D. is an 
Ambulatory Care Pharmacist Specialist at Kaiser 
Permanente Medical Care Program at Baldwin Park, 
CA and works specifi cally in areas of  Proactive Panel 
Management clinic programs.  
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at Kaiser Permanente Medical Care Program at 
Anaheim, CA.
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ABSTRACT
Context:	The daily use of preven-

tative medications can decrease the 
frequency and/or intensity of headaches 
and decrease the utilization of acute pain 
medications. A headache service was 
established by Kaiser Permanente in San 
Jose, CA, in October 2001, with clinical 
pharmacists initiating and adjusting pre-
ventative medications.

Objective:	To assess the clinical and 
economic outcomes of the pharmacist-
managed headache service.

Design:	This was a retrospective 
data collection study on all participants 
enrolled in the headache service between 
October 1, 2001 and October 31, 2002. 
This data was used to compare outcomes 
during the three months prior to enroll-
ment and the fi rst three months in 
the service.

Primary	outcome	measures:	
Headache frequency and patients’ func-
tional quality of life, as measured using 
the MIDAS questionnaire. 

Secondary	outcome	measures:	
Emergency department (ED) and doctor’s 
offi ce visits due to headaches, acute head-
ache pain, preventive medication utilization, 
and associated costs.

Results:	All three parts of the MIDAS 
score decreased signifi cantly during the 
study period. Utilization of certain acute 
pain medications that are more likely to 
cause rebound headaches (NSAIDS, nar-
cotic analgesics, and non-narcotic analgesics) 
decreased signifi cantly (P<0.01, P<0.0002, 
P<0.01, respectively). Doctor’s offi ce visits also 
decreased signifi cantly during this same time 
period (P<0.0001).

Conclusions:	A	pharmacist-managed 
headache service enhances patient care 
and facilitates the appropriate use of health 
care resources.

Approximately twenty-eight million 

people in the United States suffer from head-
aches each year1. This has a signifi cant impact 
on the US economy. One report states that US 
employers lose $5-$17 billion each year due to 
missed workdays from headaches2. Patients suf-
fer from decreased quality of life and may not 
be able to spend time with family and friends. 
Often, patients suffer from rebound headaches, 
which can be caused by the overuse of certain 
acute pain medications. Headache is also a 
chronic disease for many patients. A recent sur-
vey by the World Health Organization (WHO) 
rated severe migraine as one of the most dis-
abling chronic disorders3. This is where the role 
of preventive medications is important. Daily 
use of preventive medications can decrease the 
frequency and intensity of headaches.

A headache service was established at Kai-
ser Permanente’s Santa Teresa Medical Center 
in October 2001, with clinical pharmacists ini-
tiating and adjusting preventive medications. 

The main goals of the headache service 
are to enhance patient care and to help 
facilitate appropriate utilization of health 
care resources. Two pharmacists manage 
the headache service through offi ce visits 
and phone appointments with patients. 
Their main function is to initiate and 
adjust medication under protocol. 

Patients are referred to the service by 
their primary care physician or a neurolo-
gist. Patients must have a diagnosis of 
chronic headache syndrome or migraine 
headache. Patients with only occasional 
headaches are excluded from the service. 
Pregnant women and patients with other 
complex disease states (e.g. renal or he-
patic disease, seizure disorder, cancer, 
and head trauma) are not referred to 
the service.

Patients are educated about the patho-
physiology of headaches and are taught 
to recognize and avoid common triggers 
that cause them. Patients are also advised 
to decrease the use of certain acute pain 

medications in order to reduce the risk of 
rebound headaches. Preventive medications 
are initiated and adjusted as necessary. These 
methods help assure the appropriate utiliza-
tion of health care resources by reducing 
emergency department (ED) and doctor’s 
offi ce visits.

Functionality of the patient and quality 
of life are represented by the Migraine Dis-
ability Assessment Scale (MIDAS) question-
naire (Appendix A). The questionnaire is a 
quantitative measure of disability that has 
been shown to be valid and reliable.4,5,6 It is 
completed by patients during the introduc-
tory headache class upon enrollment into the 
service. The questionnaire consists of three 
components: the total number of lost work, 
household, or social days due to headache in 
the past three months (part 1); the total num-
ber of days with a headache in the past three 
months (part two); and the average intensity 

ABSTRACT The main goals of the headache service 
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of headaches over the past three months 
(part 3). The last part regarding headache 
intensity is rated on a scale of 0 to 10, with 0 
representing no pain at all and 10 represent-
ing the worst pain possible. The MIDAS 
questionnaire is repeated by patients every 
three months while in the service.

This retrospective study was conducted 
to assess the clinical and economic outcomes 
of the pharmacist-managed headache ser-
vice. The hypothesis for the study was that 
pharmacist management can: 1) decrease the 
frequency of headaches, 2) increase patients’ 
quality of life, 3) decrease utilization of acute 
pain medications, and 4) decrease the utiliza-
tion of ED and doctor’s offi ce visits.

METHODS
Design	and	Setting: This study was 

approved by the Kaiser Permanente North-
ern California institutional review board 
and was conducted at a medical center in 
San Jose, CA.

This is a retrospective data collection 
study. Patients enrolled in the service be-
tween October 1, 2001 through October 31, 
2002 were qualifi ed to be included in the 
study. Data was gathered from computer re-
cords and patient charts to determine acute 
pain and preventive medications for head-
aches used by patients. Data gathered for 
each patient totaled at least six months: the 
three months prior to enrollment and the 
fi rst three months in the service. Outcomes 
from these two time periods were compared 
to each other.

Ninety-four patients met the entry crite-
ria. Eighteen of the patients were excluded 
from one part of the study due to being 
discharged from the service early, leaving 
seventy-six patients for our analysis. 

Measures
The primary endpoint is the MIDAS 

score. This score was collected at baseline 
and at the 3-month follow-up visit. If avail-
able, data from the 6-month and 9-month 
follow-up visits were also collected.  A 50% 

reduction or more in the MIDAS score is con-
sidered clinically signifi cant7. 

Secondary endpoints include ED and 
doctor’s offi ce visits due to headaches, acute 
pain and preventive medication utilization, and 
associated costs.

For a list of included medications, see 
Appendix B.

Statistical Analysis
All data were analyzed using the non-

parametric Wilcoxon Signed-Ranks Test .

Results
Baseline characteristics. 93% female, 7% 

male. Average age 41 years old (range: 19-70 
years old).

MIDAS score. Over a 3-month period, 
there was a signifi cant decrease in all three 
parts of the MIDAS score. (Figure 1) Sev-
enty-six patients, who had complete baseline 
and 3-month MIDAS scores, were included in 
this part of the analysis. Part 1 of the MIDAS 
score decreased signifi cantly from 37.4 lost 
days of productivity to 10 days (P<0.0001). 

Appendix A MIDAS 
Questionnaire
Part	1

1. On how many days in the last 3 months 
did you miss work or school because of your 
headaches?

2. How many days in the last 3 months 
was your productivity at work or school re-
duced by half or more because of your head-
aches? (Do not include days you counted in 
question 1 where you missed work or school)

3. On how many days in the last 3 months 
did you not do household work because of 
your headaches?

4. How many days in the last 3 months 
was your productivity in household work re-
duced by half or more because of your head-
aches? (Do not include days you counted in 
question 3 where you missed work or school)

5. On how many days in the last 3 months 
did you miss family, social or leisure activities 
because of your headaches?

Part	2
On how many days in the last 3 months 

did you have a headache? (If headache lasted 
more than 1 day, count each day)

Part	3
On a scale of 0-10, on average how painful 

were these headaches? (Where 0 = no pain at 
all, and 10 = pain as bad as it can be)

Grading system for MIDAS 
Questionnaire:

Score 0-5  Grade 1 – little or no                       
   no disability 

Score 6-10  Grade 2 – mild 
   disability

Score 11-20 Moderate disability
Score ≥ 21 Severe disability

Appendix B Acute headache pain 
medications

NSAIDS = etodolac, ibuprofen, in-
domethacin, nabumetone, naproxen, 
tramadol

Narcotic analgesics = acetaminophen/
codeine, butalbital compound/codeine, 
hydrocone/acetaminophen, propoxy-
phene/acetaminophen

Non-narcotic analgesics = butalbital 
compound, butalbital/acetaminophen/caf-
feine, isometheptene/dichloralphenazone/
acetaminophen

Triptans = Amerge, Imitrex, 
Maxalt, Zomig

Ergots = cafergot, DHE45, 
Migranal NS

Lidocaine topical

Preventive headache medications
Amitriptyline, atenolol, Depakote, 

doxepin, naproxen, Neurontin, nortrip-
tyline, propranolol, Topamax, trazodone, 
verapamil
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Part 2 decreased significantly from 38 days 
with headache to 15 days (P<0.0001). Part 
3, which measures the average intensity 
of headaches, decreased from 7.9 to 5.6 
(P<0.0001). The changes in Parts 1 and 2 
of the MIDAS score are considered clini-
cally significant decreases. MIDAS results 
from 6-month and 9-month follow-ups are 
included in Figure 1, although there were 
not enough patients (n=35 and n=4, respec-
tively) included to achieve statistical signifi-
cance. Nevertheless, these data show a con-
tinuous downward trend in all three parts of 
the MIDAS score over 9 months.

Utilization of medications. All ninety-four 
patients were included. The average num-
ber of doses of acute pain medications 
decreased from 60 to 41 doses per patient 
over 3 months (P<0.01). The use of preven-
tive medications increased from 65 to 200 
doses per patient over 3 months (P<0.0001). 
(Figure 2) 

Utilization of acute pain medications. The 
acute pain medications were further sepa-
rated into six different classes because some 
acute pain medications are more likely to 
cause rebound headaches.8,9,10 The medica-
tions that cause rebound headaches include 
the non-steroidal anti-inflammatory drugs 
(NSAIDS), narcotic analgesics, and non-
narcotic analgesics. The utilization of 
these medications decreased significantly. 
The average number of doses of NSAIDS 
decreased from 12 to 3 doses per patient 
(P=0.01). The average number of doses 
of narcotic analgesics decreased from 13.3 
to 6.3 doses per patient (P=0.0002). The 
average number of doses of non-narcotic 
analgesics decreased from 12.9 to 5.7 doses 
per patient (P=0.01). The ergot derivatives, 
“triptans”, and lidocaine are less likely to 
cause rebound headache, and the usage of 
these did not change significantly. (Figure 3)

Visit utilization. All ninety-four patients 
were included. ED visits decreased from 
4 visits to 1 visit (P=NS). Doctor’s office 
visits decreased from 241 visits to 43 visits 
(P<0.0001). There were 368 pharmacist 

visits (including office and telephone visits) 
during the 3-month period.

Cost analysis. Costs and savings were esti-
mated in order to analyze the economic out-
comes of this study. The following are estima-
tions* of savings and additional costs: savings 
in acute pain medication: $250; additional 
cost of preventive medications: $6,600, sav-
ings in ED and doctor’s office visits: $26,000, 
and additional cost of pharmacist visits: 
$6,840. As a result, the net estimated overall 
savings is $12,800. 

*Note that these are rough estimates of costs/sav-
ings only. Actual savings and cost information is for 
internal Kaiser Permanente use only.

Discussion
This study had certain limitations. This 

was a self-controlled study, so patients were 
compared to themselves; thus there was no 
placebo group. Also, the study period was 
short, usually only six months for each pa-
tient. This may be important because many 
preventive medications may need to be tried 
before finding the optimal one for each indi-
vidual patient. Also, some preventive medica-
tions can take several weeks to reach their 
maximum effect.

Lastly, there were 18 patients who did  
not have a complete 3 month MIDAS score 
for various reasons. They were included in  
all parts of the study except the MIDAS  
score analysis. However, 12 of these 18 pa-
tients did have complete 6 month MIDAS 
scores, which do reflect a downward trend. 
This just leaves 6 missing scores, which is 
statistically insignificant.

Conclusion
In conclusion, this type of pharmacist-

managed headache service enhances patient 
care and facilitates the appropriate use of 
health care resources. Patients reported in-
creased relief from therapy. There was a net 
savings in health care expenditures. It poten-
tially allows physicians to spend more time 
taking care of other patients. Also, it can be 
presumed from the literature that improved 

therapy of these patients can also generally 
benefit society, with a significant increase 
in the number of productive workdays. And 
most importantly, the patients’ quality-of-life 
is improved; patients have more time to spend 
with family and friends.
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Background

For many patients undergoing chemo-
therapy, nausea and vomiting can be 
a source of fear and anxiety.1,2 Severe 

chemotherapy-induced nausea and vomiting 
(CINV) may result in hospitalizations for 
dehydration and malnutrition, delays in sub-
sequent treatment, and adverse effects on 
quality of life. All of these effects can lead 
to an increase in health care costs. 

Risk factors for CINV include patient-
specifi c and treatment-specifi c factors.2

Patients under the age of 50 or who are 
female tend to have a higher risk for CINV. 
The primary treatment-specifi c factor is 
the emetogenicity of the chemotherapeutic 
agent. Emetogenicity is defi ned as the ex-
pected frequency of emesis that would occur 
if the patient did not receive effective anti-
emetic prophylaxis.3 Emetogenicity ranges 
from level 1 (less than a 10% frequency) to 
level 5 (greater than a 90% frequency).

There are three phases of CINV defi ned 
according to the timing of the vomiting epi-
sode relative to chemotherapy administra-
tion.1,2,3 Anticipatory CINV is a conditioned 
response that occurs prior to chemotherapy, 
acute CINV occurs within the fi rst 24 hours 
after chemotherapy, and delayed CINV oc-
curs 24 hours after and up to day 5 of che-
motherapy. Breakthrough CINV is vomiting 
that occurs despite treatment with preventa-
tive antiemetics. 

According to an article by Navari, 15-
40% of patients experience acute CINV 
while taking a combination of dexametha-
sone and a serotonin receptor antagonist.1 
For delayed CINV, 40-50% of patients ex-
perience vomiting while taking dexametha-
sone alone or in combination with either a 
serotonin receptor antagonist or metoclo-
pramide. These patients were on moderate 
to highly emetogenic chemotherapy. 

An oncology service was initiated by 
oncology pharmacists in the Fall of 2003 at 

Kaiser Santa Clara Medical Center to man-
age patients’ CINV. One full time equivalent 
pharmacist managed, under protocol, pa-
tients’ antiemetics, fi lgrastim, epoetin alfa, 
and/or oral capecitabine. Management for 
each of the different types of medications 
required a separate referral from the patient’s 
oncologist. For the management of the pa-
tients’ antiemetics, the oncology pharmacist 
was responsible for counseling the patient on 
the use of the antiemetics. The counseling 
would take place either over the telephone or 
when the patient came into the hospital for 
their chemotherapy. The pharmacist would 
also call the patient over the next several days 
after chemotherapy and make adjustments to 
the antiemetics as needed. These adjustments 
were made according to guidelines and a pro-
tocol approved by the Pharmacy and Thera-
peutics Committee.4

Study design
The study was a retrospective evaluation.

 Methods
The study was approved by the Kaiser 

Permanente Northern California Institu-
tional Review Board (IRB) and was con-
ducted at Kaiser Permanente Santa Clara 
Medical Center.

Patients included in the study were those 
who received chemotherapy in the year 2004 
and received antiemetics who were managed 
by the oncology pharmacist at Kaiser Santa 
Clara Medical Center.

The measurable objectives were the num-
ber of vomiting episodes and the number 
of intravenous fl uid hydration appointments.

Data was collected from the patients’ 
medical charts and Kaiser Permanente com-
puter databases. 

Statistical analysis
Data was analyzed with either the Fischer 

Exact test or the Chi-Square test.

Results
Baseline characteristics. A total of 128 

patients met the inclusion criteria for the 
study. The majority of patients were female 
(87%). The average age of the group was 58 
years with a range from 35 to 85 years old. 
Twenty-seven percent of patients were under 
the age of 50 and of the female gender. 

All of the patients were initially enrolled 
on either a level 4 (84%) or level 5 (16%) 
chemotherapy. Sixteen percent of the pa- 
tients on a level 4 chemotherapy eventually 
moved onto a level 2 chemotherapy as part 
of their treatment course.

Eighty-three percent of the patients (106 
out of 128) were contacted by the oncology 
pharmacist by the fi rst day of cycle number 
one. Seventeen percent of the patients (22 
out of 128) were referred into the service 
after the fi rst day of cycle number one, and, 
therefore those patients were contacted 
later. Six of the patients the latter group of 
patients had already experienced CINV. 

Quality Assurance Program Evaluating a Pharmacist Managed Program for

Controlling Chemotherapy Induced Emesis

The pharmacist would 
also call the patient over 
the next several days 
after chemotherapy and 
make adjustments to the 
antiemetics as needed. 
These adjustments 
were made according to 
guidelines and a protocol 
approved by the Phar-
macy and Therapeutics 
Committee.
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The patients were followed by the oncol-
ogy pharmacist for an average of 3.8 + 2.0 
chemotherapy cycles. The range was from 
one cycle up to nine cycles per patient, 
which resulted in a total of 482 chemothera-
py cycles followed by the oncology pharma-
cist in the year 2004.

Number of vomiting episodes. Any vomiting 
episode that occurred between the day of 
chemotherapy and day five of chemotherapy 
was included in the analysis. The majority of 
patients (73%) did not experience any vom-
iting episodes. For the 34 patients (27%) 
that experienced vomiting, 9 patients only 
vomited once and most of the patients  
(20 out of 34) vomited no more than 5 
times (Table 1). Some patients were unable 
to report the number of times they vomited 
and so they have been categorized as “un-
known.” Possible reasons for why those 34 
patients may have vomited were: antiemetics 
were stopped due to adverse effects (12%), 
vomiting was a result of other causes such as 
migraines (12%), lack of breakthrough an-
tiemetic usage, and various other reasons of 
which most were non-adherence to the med-
ication plan (17%). The remaining patients 
(44%) took the medications as directed and 
reasons for why they failed the antiemetic 
therapy could not be determined. 

Table 1. Number of Vomiting Episodes 
and Number of Patients

Number of Patients %) [N=34 Patients]

 1 Episode 9, (26.5%)

 2 Episode 4, (11.8%)

 3-5 Episodes 7, (20.6%)

 8-11 Episodes 3, (8.8%)

 16-17 Episodes 3, (8.8%)

 Unknown 8, (23.5%)

  *None of the patients reported vomiting between 
12-15 episodes or more than 17 episodes.

Out of the 482 chemotherapy cycles 
managed by the oncology pharmacist,  
patients experienced vomiting in 15% of 

the cycles. Only two patients (1.6%) had an-
ticipatory CINV. During the first two days of 
chemotherapy, vomiting occurred in 11% of 
the cycles and was experienced by 20% of the 
patients. Vomiting during day number three 
to five of chemotherapy occurred in 4% of 
the cycles and was experienced by 13% of the 
patients (Table 2).

Number of intravenous fluid hydration appoint-
ments. Fifteen percent of the patients received 
intravenous fluid hydration appointments, 
which resulted in 59 hydrations. Only 7% of 
the patients, however, received hydrations due 
to vomiting. Only 20 of the hydrations were 
for patients that vomited. Some patients re-
ceived hydrations due to diarrhea, and others 
had pre-scheduled hydration appointments 
whether or not they experienced vomiting. 

Comparison of patient characteristics. There 

were slightly more females and younger pa-
tients in the group of patients that vomited 
compared against the group of patients that 
did not vomit, however the difference was not 
significant (p=0.235 and p=0.323, respective-
ly). There was also no difference (p=0.855) 
between the groups whether or not they were 
contacted by the oncology pharmacist by 
the first day of the first cycle (Table 3). The 
emetogenicity of the chemotherapy did not 
result in a significant difference between the 
two groups (p=0.831) (Table 4).

Continuing quality assurance. To continue 
quality assurance, the oncology pharmacist 
may track the number of vomiting episodes 
for each cycle and document whether the 
episode was anticipatory, acute, or delayed 
CINV. The number of hydration appoint-
ments may also be tracked and differentiated 

Number of Cycles,  
(%) [N=482 Cycles]

Number of Patients,  
(%) [N=128 Patients]

Pre-chemotherapy Vomiting 2, (0.4%) 2, (1.6%)

Day 1 to 2 Vomiting 51, (10.6%) 26, (20.3%)

Day 3 to 5 Vomiting 19, (3.9%) 17, (13.3%)

Table 2. Time of Vomiting Episodes and Number of Patients and Cycles

Patients with Vomiting 
(N=34)

Patients Without  
Vomiting (N=94)

P-value

Female 94% 84% 0.235 (Fisher Exact test)

< 50 Yrs Old 35% 24% 0.323 (Chi-square test)

Contacted by 1st Day of 
Cycle 1

82% 83% 0.855 (Chi-square test)

Table 3. Comparison of Patient Characteristics

Patients with Vomiting 
(N=34)

Patients Without  
Vomiting (N=94)

Level 2 21% 15%

Level 4 85% 84%

Level 5 18% 16%

Table 4. Comparison Based on the Emetogenicity
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between hydrations required due to vomit-
ing or other reasons. The information may 
be reviewed on a quarterly basis.

Discussion
The large percentage of females in the 

study may be explained by the fact that most 
of the patients enrolled were being treated 
for breast cancer. Since all of the patients 
were initially enrolled on either a level 4 or 
level 5 chemotherapy, they were all at high 
risk for experiencing CINV. 

Four of the patients who vomited re-
ported that they had stopped some of their 

antiemetics because of side effects. This 
reinforced the need for close and frequent 
follow-up so that the antiemetics may be 
adjusted as needed. Five patients’ failure to 
use breakthrough antiemetics even though 
they experienced vomiting suggests that some 
patients might need more encouragement or 
counseling to use the breakthrough antiemet-
ics appropriately. 

Although the vomiting episodes noted in 
the medical records were not clearly identi-
fi ed as acute or delayed CINV, vomiting 
on day one to two of chemotherapy likely 
corresponded to the acute phase and vomit-
ing on day three to fi ve of chemotherapy 
likely corresponded to the delayed phase 
of CINV. 

Most of the hydration the patients re-
ceived was for reasons other than vomit-

ing. Only a small percentage of patients 
required hydrations due to vomiting.

The characteristics of the patients 
who did experience CINV and of 
those patients who did not experi-

ence CINV were similar. This 
suggested that there was not 
a particular group of patients 
more likely to experience CINV 
while under the care of the on-
cology pharmacist. 

There were some limitations 
in the study. The retrospective 

nature of this evaluation 
made it diffi cult to clearly 
distinguish between 

acute and delayed 
CINV, because 
patients did not rou-
tinely report what 
time they vomited. 
This made it dif-
fi cult to determine 
exactly when the 24 
hour cut-off point 
was based on the 
chart documenta-
tion. The number of 
vomiting episodes 

for some patients could not be assessed since 
the information was not available. Since the 
study did not have 
a comparison group, it is diffi cult to con-
clude the impact of an oncology pharmacist 
managed program. However, the percentage 
of patients who experienced vomiting in 
the study was similar to the percentages re-
ported by Navari for patients on moderate 
to highly emetogenic chemotherapy and on 
certain antiemetics.

Conclusion 
Under the care of the oncology phar-

macist, patients experienced a minimal 
number of vomiting episodes and required a 
minimal number of hydration appointments. 
There were no specifi c factors or trends 
identifi ed amongst the group of patients that 
experienced CINV. Routine quality assur-
ance will be needed to identify areas that 
need improvement. Further research into 
comparing CINV managed with and with-
out a pharmacist may be warranted.

Acknowledgements
Uyen Nhi Nguyen, Pharm.D., Lawrence 

Troxell, Pharm.D., James Chan, Pharm.D., 
Ph.D.

References
1. Navari RM. Pathogenesis-based treat-

ment of chemotherapy-induced nausea and 
vomiting—two new agents. J Support Oncol. 
2003. Jul-Aug;1(2):89-103.

2. ASHP therapeutic guidelines on the 
pharmacologic management of nausea and 
vomiting in adult and pediatric patients 
receiving chemotherapy or radiation therapy 
or undergoing surgery. Am J Health-Syst 
Pharm. 1999; 56:729-64.

3. Hesketh PJ. Prevention and treatment 
of chemotherapy-induced nausea and vomit-
ing. www.uptodate.com (accessed Septem-
ber 30, 2004).

4. Kaiser Permanente Care Management 
Institute March 2003 Cancer Initiatives 
Guidelines. 



PHARMACISTS - Join the Best in the Business:
• Create a flexible schedule: full-time, part-time, and direct hire opportunities
• Travel across town or across the nation
• Find the position that fits you; choose from multiple practice settings 

and environments
• Enjoy the best job opportunities, top pay, and cutting-edge benefits

800-553-RELY (7359) • www.rphonthego.com

...we’re the first pharmacy-dedicated staffing agency to achieve the 
Gold Seal of ApprovalTM for health care staffing services from the 
Joint Commission on Accreditation of Healthcare Organizations (JCAHO).

What sets us apart?
Flex ib i l i ty,  bene f i ts ,  rewards

and NOW...

"RPh on the Go is built on a foundation of total quality. The JCAHO Certification recognizes the company's 
dedication to extraordinary customer service for our pharmacist employees and our clients."

- Sheila Liberman, R.Ph., Owner and CEO

“Gold Seal”Join our “Gold Seal” team
and build your pharmacy career, 

your way!

eoe

SEE US AT:
CSHP Conference
in Sacramento
in October!



32	 California PharmaCist Winter 2007

Preface: This article was 
written by a pharmacist resident 
to describe the implementation 
of a new pharmacist role in the 
pain management setting. The 
development of this pilot program 
is described in detail including 
a review of the protocol, the role 
of the pharmacist, as well as the 
achievements and challenges of the 
program. Preliminary outcome 
data in pain score, physician 
offi ce visits, team satisfaction, 
and quality assurance measures 
is also provided.

Pain is the most 
common symptom 
prompting patients 

to seek health care services 
and it is estimated that 9 
of 10 Americans regularly 
suffer from pain.1 None-
theless, the treatment of 
primary pain does not 
provide adequate relief in at 
least 40% of patients.2 This 
undertreatment of pain is 
widely recognized as a seri-
ous healthcare issue. The 
American Pain Society has 
even developed the innova-
tive concept, “Pain: The 
Fifth Vital Sign,”TM in a 
nationwide campaign to 
promote the routine treat-
ment of pain. This need 
presents an excellent op-
portunity for pharmacists, 
the experts in medication 
management, to offer 
important contributions in 
the treatment of pain.

In 2005, the Kaiser 
Permanente Bellfl ower 
physician group recog-
nized the need to inte-
grate a pharmacist into 
the existing pain manage-
ment team of physicians, 
psychiatrists, clinical 
psychologists, registered 
nurse practitioners, 
physical therapists, and 
acupuncturists. Thus, in 
October 2005, a pioneer 
ambulatory care pharma-
cist was appointed and 
integrated into the pain 
management team.

At fi rst, it was not easy 
to defi ne the pharmacist’s 
 role in the existing pro-
gram. Much discussion 
and negotiation was 
necessary to combine the 
visions of the physician 
group, the pain manage-
ment team, and phar-
macy management. All 
groups agreed that the 
most valuable role for 
the pharmacist in the 
pain management team 
would be to optimize 
pain medications to im-
prove pain control. 
The groups felt a phar-
macist could provide 
effective medication 
management that would 
ultimately contribute 
to improved patient-
reported pain scores.

One of the fi rst steps 
was the development of a 

No Pain, More Gain!
A Pharmacist’s Involvement in a Pain Management Program

CLINICAL KNOWLEDGE, RESEARCH, THERAPEUTICS

by Shelley K. Nakasone, Pharm.D., Kaiser Permanente Medical Care Program – Bellfl ower Medical Center

Figure 1

Table 1
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pain management pharmacy protocol. The 
first section of the protocol describes the 
policy and procedures of the pharmacist 
role, and the second section includes a com-
prehensive table of medications utilized by 
the pharmacist. This protocol was reviewed 
by the pain management physicians as well 
as physicians from psychiatry, addiction 
medicine, and neurology prior to its submis-
sion to and approval by the Pharmacy and 
Therapeutics (P&T) Committee.

During the several months after pro- 
tocol approval, the pharmacist was able  
to establish an effective and appropriate  
role (see Figure 1). Presently, the pain 
management team works together com-
municating through a weekly case confer-
ence meeting. At these meetings, the pain 
management physicians refer patients to the 
team pharmacist for medication initiation, 
titration, tapering, or monitoring. The phar-
macist accepts referrals for patients with 
various diagnoses of chronic pain. Chronic 
back pain, fibromyalgia, and myofascial pain 
syndrome are common examples. Exclusion 
criteria for patient referrals include patients 
being treated with Addiction Medicine, 
patients with terminal illness, patients who 
reside at an acute care or long-term care 
facility, and patients who are pregnant or 
breastfeeding. For the patients who do  
not meet the criteria, referrals are accepted 
per the discretion of the pharmacist in con-
sultation with the integrated pain manage-
ment team.

The team pharmacist is tasked with  
optimizing medication therapies for multi-
ple complex disease states including various 
types of chronic pain, depression, anxiety, 
and insomnia per pharmacy protocol.  
The pharmacist completes multiple encoun-
ters with the patients via telephone or  
clinic visits in order to optimize the pa-
tients’ medications prior to referring them 
back to the pain management team for  
continued monitoring and treatment.  

The pharmacist manages a broad range  
of medications including the opioid and 
non-opioid analgesics, adjuvant pain agents, 
neuropsychiatric medications, and various 
gastrointestinal agents for adverse drug reac-
tion management.

Another component of the team phar-
macist’s role is education. Patient education 
is essential to the management of chronic 
pain as this patient population commonly 
requires education about pain perception as 
well as pain medications. Additionally, fear 
of addiction commonly contributes to poor 
medication adherence. Hence, the pharmacist 
educates her patients on the use and proper 
administration of their medications, and also 

manages adverse drug reactions and drug  
interactions to ensure medication adher-
ence. Our team pharmacist reports, “I enjoy  
educating my patients because I can see  
the difference it makes on medication  
adherence. With proper education, medi-
cation failure and early medication refill 
requests occur less frequently. Most impor-
tantly, the pain management team providers 
and I have noticed improvements in patient 
satisfaction as the patients report improved 
pain control and increased daily functional-
ity with the additional patient education that 
I provide.”

Lastly, the team pharmacist is respon-
sible for monitoring the medication refill 

Graph 1

Graph 2
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patterns for a subgroup of chronic pain 
patients identified as having a high risk of 
pain exacerbation due to psychosocial co-
morbidities. The pharmacist is also respon-
sible for authorizing medication refills for 
all schedule II controlled substances taken 
by these high risk patients to ensure they are 
not overusing or abusing their medications.  
This ability is made possible by recent 
California legislation that has expanded the 
pharmacist’s scope of practice. Qualified 

California pharmacists can now obtain  
personal DEA registration for schedule II 
thru V controlled substance medication 
therapy management. Altogether, regular 
monitoring of this high risk patient popula-
tion by the pharmacist, as well as the clinical 
psychologists, possibly helps to prevent  
pain exacerbation episodes and subsequent 
emergency room or urgent care visits.

There were four categories of quality  
assurance data that were collected during the 

program’s pilot period which included pain 
score, physician office visits, team satisfac-
tion, and the pharmacist interventions.

For the pain score outcome criteria, the 
numerical rating scale (NRS) was utilized to 
evaluate the clinical progress of the pharma-
cist’s patients. The team pharmacist asked 
her patients to rate the intensity of their pain 
on a scale of 0 to 10 at each encounter. The 
baseline pain score taken upon referral to 
the pharmacist was then compared with the 
pain score taken upon discharge from the 
pharmacist’s care. First quarter data showed 
that 74% of the pharmacist’s patients expe-
rienced a mean decrease of 2.3 points (range 
1 to 6 points) in their baseline pain score 
upon discharge from the pharmacist’s care 
back to the integrated pain management 
team for continued monitoring and treat-
ment (see Table 1).

Due to the short evaluation period it 
was too early to detect if the pharmacist’s 
integration into the pain management team 
affected the average number of physician  
office visits per patient. However, upon 
examining the data, a slight increase in the 
number of patient-initiated physician ap-
pointment cancellations and a decrease in 
physician appointment patient “no shows” 
were noted (see Graphs 1-2). It is hypoth-
esized but not tested that these outcomes 
were related to the workload shift of medi-
cation management issues from the physi-
cians to the pharmacist. Given these early 
findings, future evaluations should spe-
cifically measure physician access changes 
before and after implementation of the 
pharmacist role to determine the impact of 
this finding.

In February 2006, all members of the 
pain management team were surveyed 
regarding their satisfaction with the team 
pharmacist. The physician and non- 
physician providers were asked to rank  
the pharmacist as “excellent”, “good”, 
“fair”, “poor”, or “very poor” given a  

Table 2

Table 3
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variety of survey questions. This confiden-
tial survey showed considerable satisfaction 
with the team pharmacist with rankings  
of “excellent” or “good” for all survey 
criteria as applicable (see Tables 2-3). This 
survey clearly demonstrates the pain man-
agement team’s perceived value of their 
new pharmacist.

Finally, the total number of interven-
tions made by the pharmacist as part of 
the pain management team was collected. 
It was found that the pharmacist provided 
722 total clinical interventions to 180 
patients, or an average of four clinical in-
terventions per patient during the January 
1, 2006 thru March 31, 2006 pilot period. 
These interventions included medication 
management (i.e. medication initiation, 
titration, tapering, or discontinuation),  
adverse drug reaction management,  
patient education and adherence consulta-
tion, and other clinical interventions (see 
Graph 3).

Altogether, we successfully established a 
new role for our pharmacist in the existing 
pain management program at the Bellflow-
er Medical Center. We created an original 
protocol for the pharmacist role, which is 
one of the first pharmacy pain management 
protocols approved by P&T in the Kaiser 
Permanente Southern California region. 
We also successfully utilized various means 
of data collection (i.e. via electronic data-
bases and surveys) to evaluate the impact 
of the pilot pharmacy program.

These accomplishments were not com-
pleted without effort. Our pharmacist 
worked diligently to build a rapport with 
the physicians and providers of the team. 
Nevertheless, she was able to maintain a 
reasonable balance to prevent the pharma-
cist role from becoming overspread and 
diluted. Challenges that were unique to the 
pain management setting included delays in 
receiving the pharmacist’s DEA licensure 
and security prescription forms. Moreover, 

working with the chronic pain population 
was a limitation in itself as the pharmacist’s 
patient consultations were often involved and 
complex due to the nature of the disease and 
the common psychosocial co-morbidities.

In summary, we established a new pharma-
cist role in the integrated pain management 
team. During the pilot evaluation period  
the pharmacist made an average of four clini-
cal interventions per patient. Consequently, 
the pharmacist was able to decrease her 
patients’ self-reported pain scores by an addi-
tional 2.3 points on average to improvements 
already achieved by the pain management 
team. Additionally, the pharmacist’s pain 
management colleagues rated the value of  
the pharmacist as “excellent” or “good” for 
all survey criteria.

The physician mentor and the multidis-
ciplinary pain management team have been 
pleased with the addition of the pharmacist 
role. Thus, it was determined that the phar-
macist position will remain a part of the team 
during the 2007 year. The pharmacy manage-
ment team supports this advanced pharmacy 
role and encourages new areas of practice for 
pharmacists when opportunities exist. Our 
ambulatory care pharmacist has attained both 
professional and personal satisfaction in her 
new role on the pain management team due 
to her significant impact on this complex 
patient population. As a resident, I learned 
that the establishment of a pain management 
pharmacist role is a worthwhile experience. 
There are many challenges to overcome 

during the process; however, the initial 
outcomes prove the effort to be extremely 
valuable in the end.

There are numerous opportunities for 
pharmacists to make a positive impact in 
pain management, and the integration of a 
pharmacist into almost any pain manage-
ment team would be beneficial. Given this 
experience, I encourage all pharmacists to 
explore their full potential by managing new 
and challenging disease states such as pain, 
our “Fifth Vital Sign.”TM

This was a residency project presented at the Western 
States Conference for Pharmacy Residents, Fellows 
and Preceptors 2006. There were no potential 
conflicts of  interest or association with any entity  
that would bias the judgment of  the researchers. 
Special thanks to Beatrice Tsui, Pharm.D., 
Integrated Pain Management Program, John Sie, 
Pharm.D. , Ambulatory Care Clinical Pharmacy 
Service Supervisor, and Kris Kang, Pharm.D., 
Clinical Operations Manager.
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As the Treasurer of CPhA, Kenny Scott is 
charged with achieving fi nancial balance, 
and empowering the Association to meet 

its strategic objectives by utilizing the resources 
it has at its disposal. His years of service to 
CPhA have garnered positive results through 
focused attention on the bottom line. His years 
of service to the profession of pharmacy have 
only begun. It is with deep personal conviction 
that he volunteers his services in order to affect 
change in the profession that improve the way 
pharmacists practice and the results they obtain 
for their patients. A healthcare system that fully 
recognizes and utilizes the capabilities of phar-
macists as an integrated part of the healthcare 
team is his vision. With that brand of leadership, 
CPhA members are good hands.

Q What compelled you to join CPhA?

A I was very intrigued by the “one profession, one voice” slogan I 
kept hearing. In working with Steve Gray (also with Kaiser), and 

listening to him speak about the many things CPhA was doing, I want-
ed to get more involved in the profession. I didn’t realize how actively 
involved CPhA was in the legislative process and how much infl uence 

the organization has in policy making decisions at the Capitol. 
I was also impressed with CPhA’s efforts to work in collabo-
ration with other organizations to affect positive change in 
the profession. I began to recognize CPhA as one of the few 
organizations to help pharmacists receive compensation for 
cognitive services and to develop policies at the forefront of 
the healthcare arena, to help pharmacists be recognized for 
their capabilities. Pharmacists have a lot to contribute in terms 
of providing healthcare to the public and having a very posi-
tive role in improving the outcome of patient care. I think it’s 
important to get that message out there.

Q How has CPhA proven to be a good alliance for you?

A Right now, I think pharmacy is fragmented, and I think CPhA is 
really trying to unify the profession. For example, they’re look-

ing to form alliances with CSHP and other pharmacy organizations. 
I can see the bridges that are being built to forge that unifi ed, one 
profession vision. I see the work that goes into making that vision a 
reality. It is really important that we are being proactive and infl uenc-
ing lawmakers who ensure that we’re all satisfi ed with the direction the 
profession is going. Sometimes we, as practicing professionals, become 
complacent and let things happen to us. CPhA provides us all with a 
means to control the outcome more directly.

Q What factors infl uenced your decision to go into the profession 
of pharmacy?

A When I was in high school, I was very interested in the health-
care fi eld. I enjoyed science and pharmacology. As I looked into 

all the different occupations within the healthcare fi eld, I felt that I 
was best suited to be a pharmacist. 

Q What do you hope to accomplish as a practicing pharmacist?

A In my position with Kaiser, I work to expand the role of pharma-
cists in the delivery of healthcare as part of an integrated health-

care model. I also want to be proactive in ensuring that pharmacists 
are instrumental in reducing medication errors and improving patient 
safety. I look to create an environment where pharmacists are working 
collaboratively with physicians to improve medical outcomes for our 
patients and ensure they are receiving affordable healthcare. My goal is 
to have pharmacists make an impact on patient care. Further, I’d like to 
see them satisfi ed in their jobs using their skills and their education.

by Cathi Lordby Cathi Lord

Striving for Balance
CPhA Member Profi le: Kenny Scott
 

Above: Kenny Scott speaking at 2006 Regional Pharmacy Managers 
Service Program – Leading from the H.E.A.R.T.
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Q What are your duties as the CPhA Treasurer?

A I have a fi duciary* responsibility to the fi nancial success of 
CPhA. My role is to provide oversight of the fi nancials and to 

work strategically with the staff to maintain a balanced budget while 
ensuring that CPhA is well-positioned to meet future business goals 
and objectives. I see myself as a liaison between the CPhA members, 
the Board of Trustees, and the staff in planning for the short term as 
well as long-term success of the organization.

Q Do you have specifi c goals you are trying to accomplish?

A Given some of the challenges that we have faced with limited 
revenue streams versus our strategic desires- to invest in and 

grow different functions of the organization- we have to be smart 
about how we do that. I want to make sure that we’re looking at other 
opportunities beyond what we’re currently committed to and to see 
what we’re truly capable of accomplishing with what we have. It’s also 
important that CPhA leverage the resources we have with outside 
organizations to make sure we get as much as we can with the funds 
that we have. There’s a balance between the revenue that we gener-
ate and the money that we spend. We have a mission, a vision, and a 
strategy that we’d like to put into action, but we have to balance that 
out with what the reality of the fi nancial situation is. It’s more diffi cult 
today, given that our membership has only grown slightly (even though 
the trend has been reversed); plus we lost some critical sponsorship 
funds. Along with membership dues, that leaves the interest from our 
investments, and the royalties from insurance products as our primary 
streams of revenue. We either grow our membership or we expand our 
revenue with new programs while we continue to leverage key alliances 
and combine resources for greater outcomes.

In 2006, CPhA has had a number of successes. We’ve concentrated 
on revitalizing the local chapters, enhancing member benefi ts and lived 
through structural and leadership changes with both Premier Phar-
macists Network (PPN) and the Foundation. In addition, we’ve cut 
many of the vital funds we were spending on outside services and have 
internalized the work, saving CPhA a signifi cant amount of money. To 
summarize where we are, we’ve identifi ed some cash fl ow issues to make 
sure we are always able to balance revenue with expenses, which has 
been an aged-old problem. Our investment has been managed well by 
LPL Financial Services and we’ve hit our target- even exceeded it a bit. 
Overall, we’re in good shape for managed growth.

Q Have you been involved in other professional organizations in 
the past? 

A I am currently a member of California Society of Hospital Prac-
titioners (CSHP), have served as a House of Delegates member, 

and also as past president for the Inland Society of Hospital Pharma-
cists (ISHP) Chapter. I maintain my membership in the American 
Pharmacists Association (APhA), the American Society of Hospital 
Pharmacists (ASHP), and was a past member of the Academy of 

Striving for Balance
CPhA Member Profi le: Kenny Scott
 

Top to bottom: Receiving the Insurance Dividend Check from Marsh Affi nity 
Group Services, left to right: Lynn Rolston, Kenny Scott, Brian Komoto, Roy 
Lyons; Kenny and his wife Marie Kang-Scott near their home in Southern 
California.; Kenny with his son and daughter – Vincent and Kenna,
tailgating before the San Diego Chargers game.; Kenny with his wife Marie 
and his best friend and High School buddy Jimmie Warmington – Pharmacy 
Services Manager for Kaiser in Fontana.; Kenny and his family enjoying vacation 
in Nice, France – Jae Bok Kang, wife Marie, Jessica Hoey, and Lauren Hoey.
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that impact the pharmacy profession and sup-
porting CPhA or APhA.

Q Have you had any experiences in your life 
that have made a big enough of an impact 

that it altered the course you were traveling, or 
changed your perspective completely?

A Not any life-changing experience, but a 
mentor who had a big infl uence on me. 

There was a manager that I worked for that ac-
tually got me involved in CSHP and also taught 
me the importance of volunteerism- that we 
have an obligation as professionals to contribute 
our time to help shape our profession, and to 
train and extend the horizon of what pharma-
cists can do. He was a real pioneer. Through my 

own volunteer activities, I’m extending the power of giving and the 
return that we receive when we give to others.

Q Can you share something about your culture, or the environment 
in which you were raised with our readers?

A I grew up in a large family. We didn’t have much, but you would 
never know it. The person who was really important for me 

was my mother. She taught me how to persevere; that as long as I did my 
best and tried hard, I would always succeed. She emphasized the power 
of positive thinking and the idea that if you believe it, you can achieve it.

A For all his efforts to keep CPhA in good fi nancial health, Kenny 
Scott has made great in-roads in his two years of service to the 

Association. The foundation has been set for CPhA to fl ourish and 
2007 is bound to post gains both big and small under his leadership. 

* Fiduciary: A fi duciary duty is the highest standard of care imposed 
at either equity or law. A fi duciary is expected to be extremely loyal to 
the person to whom they owe the duty (the “principal). The fi duciary 
relationship is highlighted by good faith, loyalty and trust. The most 
common circumstance where a fi duciary duty will arise is between a 
trustee and a benefi ciary. Source: http://www.wikipedia.org.

Managed Care Pharmacists (AMCP) and the Na-
tional Council for Prescription Drug Programs 
(NCPDP). 

Q What drives you to be part of professional 
organizations?

A I enjoy learning from what others are 
doing, being on the cutting edge and net-

working. In order to provide the best service, 
programs and products, you have to be involved 
with others; to share best practices, processes, 
products and to learn from one another. I also 
feel that I have an obligation and a responsibility 
to contribute to the profession. I believe that you 
have to participate in the processes and organi-
zations that shape your profession to infl uence decisions that may af-
fect you. Otherwise, some else will make those decision for you. I want 
to have a hand in building the foundation for future pharmacists and 
the future of the profession.

Q What do you think are the critical issues shaping the profession 
of pharmacy today?

A The rising costs of pharmaceuticals for one. Secondly, the avail-
ability of pharmacists to meet the current and future staffi ng 

needs of pharmacies throughout the state. The pharmacist shortage is a 
problem in a time when the demand for their services is rising. Bridg-
ing these gaps will require the right alliances and the right strategies in 
order to make progress towards the greater goals of improved patient 
services and safety. Also there’s a great need for a more accessible and 
viable national healthcare plan where there are not such great disparities 
in coverage between those who can afford care and those who can not. 

Q Where do you envision yourself professionally in the next 5-10 
years?

A I’ll probably be in the same position with Kaiser, as I’m happy 
with my current role. But I hope to be more engaged, statewide 

and on the national level; getting more involved with critical initiatives 

Left to Right: Kenny Scott and Susan Lasell, Inpatient Pharmacy Director- South San Francisco participating at 2005 Northern California Kaiser Permanente 
Regional Pharmacy Offsite Meeting.; Alligator Hunter Kenny Scott enjoying vacation in Miami.

Where	are	you	from?
Dublin, CA

Place	of	employment?
Kaiser Regional Offi ces in Oakland
 Northern California Regional Pharmacy 
Director

How	long	have	you	been	a	member	
of	CPhA?

On again, off again for over 20 years
CPhA	Current	Position?

Treasurer, 2005-2007
Where	did	you	attend	pharmacy	
school?

University of Pacifi c School of Pharmacy
Graduated in 1978
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BOARD MEMBER PROFILES 

Leaders Who Believe in a 
Unified Profession

It is my hope that phar-
macists continue to part-
ner with patients fi rst. It 
is only when we engage 
ourselves in a relation-
ship with the patient that 
we can follow by provid-
ing patient care services 
in collaboration with 
other providers.

Dennis 
Witherwax, 
Pharm. D.
Medical Arts 
Rexall Pharmacy
Anaheim, CA
BOT Position: 
Academy of  
Pharmacy Owners 
Trustee

What does collaboration mean 
to you?

In my eyes, collaborative practice is the 
future of pharmacy. Physician Assistants 
and Nurse Practitioners have been work-
ing under these agreements for some time 
assisting physicians in the diagnosis and 
treatment of patients. Pharmacists see 
their patients more often and are more ac-
cessible than any of the other practitioners, 
have a better knowledge of medications 
and treatments and can be a valuable asset 
in the treatment of many patients and dis-
ease states. It makes a great deal of sense 
to include pharmacists in collaborative 
practice agreements to manage patient’s 
medications. Pharmacists are already doing 
this in many hospital settings with antico-
agulant clinics. 

What kind of collaborative activities 
would you like to see the individual 
pharmacist engage in on a regular basis? 

I believe that it would be a very cost 
effective move to promote collaborative 
practice agreements in the treatment of 
asthma, diabetes and hypertension. The 
pharmacist certainly has the knowledge 
and skills to manage these patients when 
provided with the necessary patient charts 
and lab reports.

How have you seen it in action 
during your term of service?

The main area I have seen collaborative 

practice at work in the retail fi eld has been in 
emergency contraception. That is now being 
reduced by the re-categorization of Plan B as 
an OTC for women 18 years of age and over. 
I have also had several patients under the care 
of pharmacists who run anticoagulation clin-
ics for local hospitals. 

What have been some of the highlights 
of your term?

I am proud to be serving on the BOT 
during the time the Association is transition-
ing to be more member sensitive and adding 
more tangible values to membership.  The 
increase in membership numbers for the fi rst 
time in several years is an indicator we are 
being successful in our efforts. I look forward 
to continuing with this kind of success and 
fi ne tuning the efforts of the Association to 
show value to pharmacists in all arenas of 
pharmacy practice.

What comes next for you?
I am in the process of mentoring a 4th 

year intern pharmacist from USC. The pro-
posed plan is for him to come aboard after 
graduation and passing the board, to eventu-

ally purchase my store. In the meantime, 
we are working together to continue to 
explore new avenues for the pharmacy 
including the expansion into collaborative 
practice agreements with several physicians 
in our area. 

If you could see one thing change 
in the profession of pharmacy, what 
would it be? 

I think the most important change 
would be the unifi cation of the different 
pharmacy associations into a single voice 
for the profession of pharmacy as a whole. 
We are so divided now that our many 
voices are not able to make the impact 
necessary to promote the interests of phar-
macy in our state or national legislative 
arenas. A single, well supported organiza-
tion could make tremendous impact 
on how our interests are treated by our 
legislators.

Nominate a member! California 
Pharmacist is looking for stories 
of CPhA members, who are suc-
cessful and inspire others. For 
more information, contact Cathi 
Lord at: clord@cpha.com and 
provide a brief description of 
the characteristics that you fi nd 
inspiring, and what leadership 
role your colleague plays in the 
profession.

Pharmacists…
The Other 

White coat!
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Pharmacists are one of the most acces-
sible health-care professionals, espe-
cially pharmacists working in a com-

munity setting. The following is an overview 
of an independent community pharmacy 
offering a specialized consulting service, in 
addition to conventional pharmacy services. 
K. Scott Guess, Pharm. D. RPh, is the owner 
of an independent pharmacy located in a 
shopping center, who offers pain manage-
ment consultation for patients with diagno-
ses of pain from a variety of etiologies, with 
an emphasis on intractable pain. Dr. Guess 
started the consultation service with a goal 
of improving functioning and quality of life 
for patients suffering from pain.

Description of the practice model:
The model is of an independent pharma-

cy located in a community setting. Amidst 
offering traditional pharmacy services, the 
pharmacy also offers pain management 
consultation for patients with a diagnosis of 
pain. Not surprisingly, most patients seeking 
the pain management services are suffering 
from chronic, severe pain. Patients are seen 

on an open-door policy and come regularly 
every month for refi lls and a consultation by 
the pharmacist on the progress of their pain 
management. Patients fi ll out a customized 
monthly progress sheet to assess the differ-
ent aspects of pain management including 
pain-scale ratings, adverse effects, emotional 
status, and toxicity. Almost all clients heard 
about the service from other patients, physi-
cians or pharmacies.

Resource requirements:
The model has no special additional 

resource requirements apart from the tradi-
tional needs of an independent pharmacy. 

However, due to the nature of pain manage-
ment, the necessity of large quantities and 
high-doses of opiates, a separate room to 
hold regulated substances may be benefi cial 
and provide extra safety for the pharmacy. 
The pharmacy also keeps paper charts on 
all patients seen for consultation for records 
and to track progress. Though there are no 
specifi c additional requirements necessary 
as a pharmacist in order to provide such 
a service, it would be highly advantageous 
for a pharmacist to have a strong know-
ledge of pain medications and a clinical 
understanding of how pain is managed. 
Dr. Guess’s extra training included addi-
tional hours of continuing education spe-
cifi cally in pain management, and he is cur-
rently accredited by the American Academy 
of Pain Management. 

Description of successes both 
anecdotal and measurable:

The pain management pharmacy’s most 
signifi cant success is in the improved quali-
ty of life and improved functioning of many 
customers. Though Dr. Guess currently 

By Sandy H. Yoo, 2007 Candidate Pharm. D., USC and Craig Stern, PharmD, MBA

 The pain management 
pharmacy’s most signifi -
cant success is in the im-
proved quality of life and 
improved functioning of 
many customers.
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Management 
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provides his consultation services for free, 
the strong clientele base that the pharmacy 
has garnered has created a strong fi nancial 
return for the pharmacy and is evidence of 
how much patients appreciate and benefi t 
from the consultation services. 

Limitations of the model or 
restrictions that limit its portabilility:

A signifi cant opportunity to expand 
the pain management consultation service 
would be to have a collaborative practice 
agreement in place with a physician(s) or 
pain management specialist, allowing the 
pharmacist more infl uence over patient 
management issues. However, many 
prescribers are reluctant to create such 
agreements due to liability issues. 

Legal or regulatory issues:
Because high-doses and large quantities of 

opiates are frequently involved in pain manage-
ment, the pharmacy is often more conspicuous 
to regulatory bodies such as the Drug Enforce-
ment Agency (DEA), California Pharmacy 
Board, the California Department of Justice 
(DOJ), Medi-Cal and various other insurance 
agencies. As a result, pain patients will have rou-
tine CURES (Controlled Substance Utilization 
Review and Evaluation System) profi les run, 
diagnosis of pain are confi rmed with prescrib-
ers. Additionally, informed consent, medical 
and pharmaceutical histories, and single doctor/
pharmacy agreements are also documented.

Future plans and direction:
An opportunity to expand the scope of 

service for the model would be to set up a col-
laborative practice agreement with a physician, 
which would also allow for the consultation 
services to be recognized by third-party payers, 
and allow for the pharmacist to receive pay-
ment for clinical services. On a personal level, 
Dr. Guess would like to expand his pharmacy 
and possibly franchise the model, as a signifi -
cant number of patients come to the pharmacy 
from as far as 50 miles. 

Sandy Yoo, is a 2007 Pharm. D. Candidate at the 
USC School of  Pharmacy

Craig Stern, Pharm. D., MBA is President of  
ProPharma Pharmaceutical Consultants, Inc. in 
Northridge and currently serves as the Chairperson of  
the CPhA Editorial Review Committee. 

 Pain 
Management 
  Pharmacy Model
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Description of the practice model 
(include the practice setting, 
e.g., ambulatory, community 

pharmacy attached to a multispecialty 
clinic):

Sharp HealthCare is the largest In-
tegrated Delivery Network (IDN) in 
San Diego. The purpose for the original 
initiation of the Outpatient Orthopedic 
Coumadin Clinic was to maintain the 
consistently excellent clinical outcomes 
achieved by the current model; Sharp 
Memorial Hospital (SMH), Pharmacy 
Orthopedic Surgery Anticoagulation 
Service, while improving the cost-ef-
fectiveness of its operation. It was origi-
nally intended as a temporary program 
until medical group outpatient clinics 
were established and able to manage 
their own anticoagulation, however, 
physician medical groups were inter-
ested in our service more permanently 
since the pharmacy departments had 
been managing Inpatient Coumadin 
successfully for eight years; they trusted 
the pharmacists, had personal working rela-
tionships with them on the inpatient side, and 
they had little desire or time to follow their 
patient’s Coumadin. 

Two models existed in our IDN: One full 
time Pharmacist, and a half time Technician 
(approximate annual cost=$158,735.20); 
and a half-time Pharmacist and a full  
time Technician (approximate annual 
cost=$115,550.40). 

Background and Outcomes History: 
SMH Inpatient Pharmacy’s Orthopedic 

Surgery Anticoagulation Clinic (AC) service 
utilizes Pharmacist to manage over 500 SMH 
in/outpatients. Additionally, we service ap-
proximately 275 Grossmont Hospital (GH) 
outpatients and 45 Coronado Hospital 
outpatients. Inpatient management was 
followed by a total 28 treatment day outpa-
tient telemanagement course. Patients have 
blood work done either at home, an indepen-
dent lab, or at a skilled nursing home; deter-
mined by their acuity, health insurance, and 

physician’s overall assessment of their needs. 
Pharmacists received the blood work from 
these various entities and call the patients 
with dosing instructions. During the clinic’s 
eight years of existence, there have been no 
hematoma-related readmissions, no joints lost 
to bleeds, and no intracranial hemorrhages. 
There have been 10 venous thromboembolic 
events (VTE); a rate of approximately 0.16%. 

After lengthy discussion and data collec-
tion, the cost effective model utilizing the ½ 
Full-Time Employee (FTE) Pharmacist and 
one FTE Technician was implemented on 
March 14, 2006. In addition to the SMH, GH, 
and Coronado patients, the clinic also services 
patients at another Sharp facility, Sharp Chula 
Vista Medical Center, a total of 128 patients, 
and consolidated our services into an out-
patient telemanagment clinic. The practice 
setting is an outpatient TJR (total joint replace-
ment) VTE prophylaxis warfarin telemanage-
ment clinic. This centralized outpatient clinic 
complements decentralized inpatient Pharmacy 
TJR warfarin management services. Because 

we are an integrated system, we are able 
to send Excel patient profi les via our 
integrated computer systems from the 
inpatient side to the outpatient side via 
our email system.

The Pharmacist’s main role function 
is to manage and dose warfarin therapy 
for up to 28 days post-op per protocol. 
All clerical functions are done by the 
technician. Patients include those who 
have just had total joint replacement (hip 
and knee patients only). The physician 
practices include two medical groups 
with privileges at the largest IDN in San 
Diego. Patients are discharged usually on 
post-op day (POD) #3 to an outpatient 
setting; either Skilled Nursing Facilities, 
or to home. Clinic patient profi les are 
transferred electronically immediately 
from the inpatient warfarin management 
service to the outpatient clinic.

Resource requirements (staffi ng, 
equipment, capital):

The clinic is staffed with a full 
time employee (1 FTE) technician and a 
half time (½ FTE) pharmacist (total annual 
cost=$111,550.40). The Pharmacist and the 
Technician are physically based in the phar-
macy in one of the IDN’s SNF settings; this 
was based primarily on the space require-
ments, and facilitated by system-wide policies 
and procedures and pharmacist training prac-
tices. Resources include two ergonomically 
correct computer terminals with a printer, 
folders for all patients’ data, and a sophisticat-
ed fi ling system. Patient profi les include Excel 
Algorithm to aid with dosing. Phone lists 
are updated often to include all the lab per-
sonnel, contracted Skilled Nursing Facilities, 
and physicians. Patient data can easily be ac-
cessed from the inpatient side because of our 
shared Information Technology (IT) resourc-
es. Quality Assurance (QA) data is reviewed 
every quarter.

Description of successes both 
anecdotal and measurable:

Measurable success can be described when 

by Therese Clark, Pharm.D., BCPSby Therese Clark, Pharm.D., BCPS

Post-Surgical Anticoagulation Clinic 
Business Model

 BUSINESS CASE MODELS
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you look at the original two models previ-
ously used at two of our  four institutions. 
SMH used a pharmacist for most of the cleri-
cal and clinical responsibilities. They staffed 
both a FTE tech and a FTE pharmacist. The 
GH model used a FTE tech and a part-time 
pharmacist. The model developed at our 
clinic utilizes a FTE tech and a ½ time FTE 
pharmacist (all numbers are for a standard 40 
hour work week). A technician is responsible 
for most of the clerical responsibilities. The 
technician receives the patient profi les and 
maintains the patient profi les; both hard copy 
and computerized. Most information is hand-
written by the pharmacist and transcribed into 
the computer by the technician. The pharma-
cist handles all the clinical functions including 
dosing, telephone calls, and problems. In the 
fi rst quarter of QA, patient’s targeted Interna-
tional Normalizing Ratio (INR) data was simi-
lar to the percentages obtained by the original 
inpatient clinic. No statistical analysis of this 
data has been done but all institutions are 
falling within a range of 70-85% target INR, 
including the outpatient clinic.

Limitations of the model or 
restrictions that limit its portability:

The clinic’s portability is limited by the 
patient population that we service; we can 
only service patients who have had surgeries 
at our four acute care hospitals. However, 
a positive aspect is that our close personal 
working relationships with the inpatient 
pharmacists and our email system allow us 
to function as a closed healthcare system. 
We are limited by the patient population 
that we service; post-operative Total Joint 
Replacement (TJR) patients, and interest-
ingly, some of the orthopedic physicians 
do not like the innate risks of warfarin and 
choose Lovenox to treat their patients with 
instead of warfarin.

Business case if available (i.e., 
payment for services, who paid, 
coding for services, etc.)

We do not offi cially charge the patients 
for the service. It is provided as a best prac-
tice to improve patient outcomes after their 
inpatient orthopedic surgery. Two thirds of 

the cost of the clinic is covered by the two 
medical groups (the managed care groups), 
and the other portion is funding from 
Medicare, and is covered by the hospitals. 
At some point we do plan to investigate the 
option of direct billing for our services. 

Any legal, or regulatory issues, or restric-
tions on the model: None known.

Future plans and direction:
Expand the clinic to include services for 

long term anticoagulation patients with (i.e. 
patients on Coumadin long term for VTE 
prophylaxis, long term for atrial fi brillation, 
and other cardiovascular problems). 

Therese Clark Pharm. D., BCPS currently 
serves as the Pharmacist in Charge, at the Sharp 
Outpatient Orthopedic Coumadin Clinic in San 
Diego, CA, the Pharmacy Student Coordinator at 
SHARP, and also Assistant Clinical Professor 
at Western University, College Of  Pharmacy in 
Pamona, California. Albert Rizos, PharmD, 
Sharp Healthcare System Senior Clinical Pharmacy 
Specialist contributed to the article.
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T he anticoagulation clinic at the Cedar 
Sinai Medical Center (CSMC) is a suc-
cessful and clearly defi nable collabora-

tive practice model that leverages the clinical 
pharmacist as a full resource in the multi-
disciplinary health care setting. 

Description of the pharmacy model:
The anticoagulation clinic serves to 

provide optimal therapeutic management 
to CSMC patients who are scheduled to 
receive or are currently on anticoagula-
tion therapy. 

Patients are initially referred to 
the clinic for anticoagulation man-
agement. The clinical pharmacists 
perform point of care testing for 
the monitoring of anticoagulation. 
The clinic seeks to develop patient 
understanding of their condition 
and to provide education on the 
anticoagulation therapy prescribed. 
Due to warfarin’s narrow therapeutic 
index, the patient is provided with a 
booklet summarizing the effects of warfa-
rin, the signs and symptoms of bleeding and 
thromboembolism, foods high in vitamin 
k, and a pictorial of Coumadin tablets ad-
dressing the importance of consistent intake 
of Coumadin or warfarin. Patient is also 
informed of the signifi cant medication and 
herbal supplement interactions that may oc-
cur with warfarin therapy and are instructed 
to communicate with their pharmacist or 
health care provider regarding any medica-
tion changes.

The clinic functions under the author-
ity of a clinical protocol approved by the 
Medical Director of the Ambulatory Care 
Center ACC. The protocol defi nes the 
practices that clinical pharmacists are ap-
propriated to perform with respect to antico-
agulation. Patients who arrive for an antico-
agulation clinic visit and have been seen by 
a physician or had laboratory levels obtained 

since their most recent anticoagulation visit, 
are provided with overall medication manage-
ment in the Therapeutic Management Service 
(TMS) Clinic. 

During the TMS clinic, pharmacists con-
duct reconciliation of medications, evaluate a 
patients response to medication therapy, deter-
mine if the patient is experiencing side effects 
to treatment, assess if appropriate laboratory 
levels are being ordered to monitor side effects 
of therapy, interview patient to assess for ad-
verse events to therapy, and assess compliance 
with physician orders. The pharmacists also 
evaluate a physician’s compliance with JCAHO 
core measures (i.e., pneumococcal vaccination 
ordered for patients > 65 years of age, aspirin 
and beta blocker therapy for patients post 

acute myocardial infarc-tion without contra-
indications to aspirin or beta blocker, ACE-
inhibitor for patients with EF<40% without 
contraindications to ACE-inhibitor therapy). 
Patients laboratory parameters and vitals are 
monitored to determine if lipid panels are at 
goal per the National Cholesterol Education 
Program (NCEP), blood pressure is at goal 
per the Joint National Committee 7 standards 
(JNC 7), and diabetes management adequate 
for American Diabetes Association (ADA) 

guidelines. 
Since CSMC is a teaching institution, 

only anticoagulation management is 
performed under protocol. All other 
medication changes are to be dis-
cussed with the triage or primary 
care physician to promote a collab-
orative practice. New or untreated 
medication problems reported during 
the TMS clinic visit are discussed with 

the triage clinic physician who deter-
mines if the patient requires immediate 

medical attention or if the patient may 
follow-up with their primary care physician. 

If a non-urgent follow-up visit is required, 
the patient is scheduled with a visit with their 
primary care physician. 

The TMS clinic strives to achieve overall 
medication management in order to suc-
cessfully manage the patient as a whole and 
thereby decrease morbidity and mortality in 
the patient population being served.

Resource requirements:
The clinic is staffed by ACC clinical phar-

macists. The minimal resource requirements 
are the patients referred by the Cedars-Sinai 
Medical Center attending physicians and affi l-
iated private physicians. Thereafter, resourc-
ing becomes dependent on subsequent patient 
visits that further depend on patient compli-
ance with their scheduled appointments and 
the therapies prescribed to them. An intake 
nurse is required to obtain vitals for every 

by Richard Young, 2007 Pharm. D., Masters in Regulatory Science Candidate, USC

Coumadin Clinic
Collaborative Practice Model
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patient prior to their clinic visit. New or 
untreated medical problems observed during 
the TMS clinic visit can easily escalate the 
therapy management beyond the scope of the 
clinical pharmacist. Support from a triage 
physician or the patient’s primary care physi-
cian is required for the collaborative practice 
model to function. 

A comprehensive written protocol ap-
proved by the Medical Director or CSMC 
affiliated private physicians are necessary for 
the TMS clinic to function. The protocol 
must clearly define the functions of the  
pharmacist including how to interpret, evalu-
ate and order laboratory tests and prescrip-
tion drugs. 

Description of successes (both 
anecdotal and measurable):

Interventions made during the TMS 
clinic visit often involve drug interactions 
that may have life threatening implications. 
A few examples of the interventions made 
are listed below.

• A patient was given a regimen of chemo-
therapy agent capecitabine to be taken  
2 weeks “on” and 1 week “off”. The patient 
misunderstood the instruction given to him 
and was taking the medication continuously 
for one month when he was seen in antico-
agulation clinic (INR=9.2) and it was discov-
ered by the pharmacist that patient had taken 
capecitabine incorrectly. The pharmacist 
contacted the oncologist, the chemotherapy 
was discontinued, and the elevated INR  
was managed. 

• Patient on capecitabine with hand-foot 
syndrome. Patient’s oncologist was notified  
and patient’s therapy subsequently was 
changed to gemcitabine.

• Patient has discontinued lasix and con-
tinues to take potassium. Pharmacist recom-
mended potassium level which came  
back elevated. The physician prescribed 

kayexalate and potassium level decreased to 
within normal limits. 

• Diabetes patient with SMBG readings 
ranging 350-400 mg/dL during his primary 
care physician visit was asked to schedule fol-
low-up in 4-6 weeks. Patient was seen by the 
pharmacist every two weeks between physician 
visits when patient’s insulin was adjusted. At 
the end of the 6-week period, pts SMBG read-
ings ranged 150-200mg/dL.

The number of TMS patients meeting spe-
cific JCAHO core measures were evaluated and 
the results are listed. 

Limitations of the model or restrictions 
that limit its portability:

Optimal patient care within the TMS clinic 
is dependent on the accessibility of the refer-
ring physician to provide continuous care for 
the patient when medically necessary. Since the 
clinic pharmacists practice under a protocol 
signed by the ACC Medical Director, it follows 
that any physician who is also part of the ACC 
(staff ) is able to provide care to TMS clinic 
patients needing consultation or evaluation. 
For patients of private physicians who have  
individual protocols with the pharmacists, the 
triage physician may evaluate the patient and 
determine therapy only when the patient’s pri-
vate physician is consulted. This provision is 
vital to the viability of the pharmacist’s patient 
care objectives. 

The model is also dependent on the avail-
ability of the patient’s medical record. CSMC 
utilizes an electronic medical record (EMR) 
system that facilitates seamless information 
sharing with any health care provider under  
its employ. EMR allows for open instant  
access to critical information (i.e., emergency 
department visits, hospitalization records,  
clinic visit progress notes, lab reports, orders, 
and medications) that physicians need to  
effectively evaluate and/or treat the patient.  
The collaborative practice is dependant on  

the open access to information that permits 
verbal consultation between the health  
care providers. 

Business case (i.e., payment for 
services, who pays, coding for 
services, etc):

Payors for the services rendered consist 
of public/ private insurance and govern-
ment medical/ medicare plans. The antico-
agulation clinic falls under the ACC busi-
ness unit and claims are billed under the 
facility services umbrella. 

Future plans and direction:
The TMS clinic mirrors the Medication 

Therapy Management MTM framework 
mandated by the Centers for Medicare and 
Medicaid Services (CMS). As outcomes of 
these services are reported and published in 
the upcoming years, the goal is to increase 
public acknowledgement and awareness of 
the pharmacist’s critical role in medication 
management and to seek health care in in-
stitutions in which this service is available. 
The intent is to educate patients on their 
medication therapy to make them better 
able to manage their own medications and 
improve their overall health. In addition 
to improving the safe and effective use of 
medications, an objective will be to im-
prove reimbursement for these services. 

Vermont	pharmacy	practice	regula-
tions:	http://www.go2ec.org/Profile 
Vermont.htm

JCAHO	Core	Measures:	http://www.
stanfordhospital.com/QIPS/QIPSDept/
jcahoCoreMeasures

MTM:	http://www.aphanet.org/AM/ 
Template.cfm?Section=Search&section= 
General_Patient_Resources&template=/
CM/ContentDisplay cfm&Content 
FileID=730

About the Author: Richard Young is a 2007 
Pharm.D./ Masters in Regulatory Science 
Candidate at the USC School of  Pharmacy. In 
addition, he is the President of  the Class of  2007, 
the Director of  Marketing & Public Relations for 
the Student Industry Association, and  Secretary  
for the Phi Lambda Sigma (Pharmacy Leadership 
Society).

Percent of patients with a history of AMI w/ no CI to beta-blocker tx on beta-blocker 100%

Percent of patients with a history of AMI (not on coumadin) on ASA 100%

Percent of patient s with a history of Hx of AMI (w/ no history of myopathy)on statin 100%

Percent of patients with a history of CHF and EF<40% with no CIs to ACE-I/ ARB on 
ACE-I/ ARB

100%
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Retirement can be the best of times or the 
worst of times. You decide. 

It is best to fi gure all this out before you retire, so that you can 
make plans and get your life in order. It is important to decide what 
you like and what you don’t like to do, as well as to determine all your 
fi nancial needs during your retirement years. In my case, I did not ex-
actly know what I wanted to do with the rest of my life, but I did know 
that I needed to take a break from the daily grind.

As a pharmacist and storeowner, I worried about everything and 
took everything personally. There wasn’t a situation that didn’t bother 
me – when our patients got sick, when my employees didn’t show up, 
when insurance companies reduced payments, and, especially, when 
the government did something stupid. It all bothered me, and I had 
no way to escape — especially since our government is always doing 
something stupid. 

Now don’t get me wrong. I loved being a pharmacist. It was the 
profession of pharmacy and the store that was causing me all the trou-
ble. Pharmacy was constantly changing (not necessarily for the better), 
and so was my store. Patients were switching to lower co-payment 
mail order plans, our associations were on different pages, and my 
landlord was basing the rent on the street price of drugs instead of my 
third party reimbursement or even AWP. My employees loved me since 
they knew I was afraid of them, because they knew that I knew that 
they could sue me for something – anything, especially if I ever said 
anything to them. And to add more pressure to my escalating blood 
pressure, they all asked for raises every two weeks when they saw our 
wholesaler’s statement.

As I mentioned, I loved being a pharmacist — counting pills, input-
ting data, counseling patients, and washing my hands after I helped 
anyone with a skin infection. I don’t know what the fi nal straw was, 
but it all got to me. I think it had something to do with my new lease 
negotiations, but since all that is a blur now that I’ve retired, I don’t 
really remember. 

Yep…that is all history now. And as luck would have it, I have 
found my dream. It took me all this time to discover what makes me 
the happiest and what I really wanted to do with my life. Forty-fi ve 
years of working, and I have found out what I love doing most in the 
world. Nothing!

That’s right, nothing. I love doing nothing – nada, zilch, bupkis, 
zero; in other words, just plain zip! Besides, doing nothing costs much 
less than doing something. 

To me, “nothing” is another word for freedom — freedom from 
schedules, from responsibility and, most importantly, from reading 
new third party contracts. So I now spend a lot of my time fi guring 
out the best ways to do … nothing.

My days are extremely interesting and chock-full of exciting noth-
ing. First of all, I get my wife off to work. Shirley manages a few 
hospital gift shops in our area. I get up and try to have breakfast with 
her and talk to her while she gets ready. It is important that I listen to 
all the problems she has with her work and her schedule. If she stays 
focused on her problems, she will not get upset with me and not think 
about the fact that I am not doing anything. If she fi nds out about my 
non-schedule, she will want to fi ll it up. The key to starting my day is to 
make sure that Shirley thinks I am busy and forgets that I am free and 
unencumbered.

After I see her drive off, I get undressed. I locate and put on my 
previously hidden favorite underwear – the ones that Shirley keeps 
trying to throw out and I keep rescuing from the trash. Then I put on 
my favorite bathrobe – the ugly one that is sometimes mistaken for a 
cleaning rag — and my worn-out old slippers. I proceed to go outside 
to get the newspapers and some sun in order not to have that blanched 
and peaked indoor look.

The coffee is still hot from breakfast, so I take a fresh, hot cup and 
head to the bathroom with the dailies. I usually sit on the … throne … 
drinking coffee and reading the paper until both of my legs go numb. 
Getting up is a bit tricky and wobbly, but I work out the kinks on the 
walk into the kitchen for a new cup of coffee. Now, I am ready for the 
busy time of the day – my phone calls. 

First, I call my 90-year old Mom to check in with her and see how 
she is doing. I also like to call my working pharmacist friends, Ira, 
Gary, Rich, Diana, Irv, Chuck, and so on. These conversations are 
short because I usually only get to say hello and they have to put me 
on hold. Next, I call my retired pharmacy buddies, Steve and Michael. 
We always talk about the same thing every day – did we make the right 
decision to retire and what new aches and pains have come up since 
yesterday.

I then talk to my friend, Robert, in New York. We are working on 
a new book that is due to be published soon, so this phone call really 
can be classifi ed as work. In between all the phone calls, I read and 
send the daily buildup of emails. Newspapers, phone calls, emails – I 
am now exhausted. Oops, it’s time for lunch.

Afternoons can be very tricky. More work on the book, work on my 
articles, read journals and fi nd the right music to listen to – the new 

By Barry Pascal, Pharm.D.
Humorist, Satirist, and All-Around Nice Guy

A Tale of Two Loves
A Humorous Look at Pharmacy 

ON THE LIGHTER SIDE 
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Tony Bennett album, the 
new Diana Krall songbook, 
or a little Ella Fitzgerald? 
Making these decisions  
can be stressful! Time for  
a break.

There are some great old 
movies on TV each after-
noon. Flipping the channels 
is another exciting part of 
my day. Those old movies are really comforting, uncomplicated and 
restful. However, I miss about half of these classics, since I become so 
relaxed (from the strenuous morning activities) that I fall asleep.

Our mail is usually delivered to our home late in the afternoon. 
I wake up from my restful TV movie experience and go outside for 
some more sun and the mail. Now that I am retired, I have the time 
to read everything, including the ones addressed to “Occupant.” You 
would be surprised at how many official-looking documents are re-
ally some form of advertisement or inducement. My pharmacy mail 
– journals, ads, notices, contracts, bills, invoices, statements, flyers, 
brochures, etc – has been reduced substantially. It takes only one post-
man now to complete the daily delivery. You know, those professional 
magazines have some pretty pictures in them…not quite as interesting 
as some of those periodicals geared toward men, but interesting just 
the same.

I have a hunch that I may miss pharmacy a little, though. I can only 
talk on the phone standing up, and Shirley gives me 100 green peas for 
dinner every night. I usually recount them with my knife, eat only 90, 
and return the remaining ten back to the package. Whenever I leave  
the house, I call the alarm company to let them know that I am clos-
ing up. In addition, it seems that I have put labels on everything in the 
refrigerator. I have also noticed that I can only go to the bathroom 
during the day on a set schedule – I ask my neighbor to watch the 
kitchen counter at noon and the postman to watch it at four, after he 
delivers the mail. 

When Shirley calls during the day to find out how everything is  
going, I always tell her that I am very busy so she won’t think much 
about what I am doing. This is an important phone call because if  
I don’t complain about my day, then she will find things to keep me 
busy – paint the house, mow the lawn, or get a job. She usually calls 
again on her way home, most days around 6:30 or 7:00, to tell me  
what a rough day she has had and that she is on her way home.  
Dur-ing this call I complain about my day again. This is another  
very important phone call because it alerts me that I have to get up  

and get dressed back into  
my clothes.

This goes on day after day.  
As you can see, retirement 
can be tough unless you really 
know how to handle it. Will  
I ever get back behind the 
counter again? I don’t know 
just yet. Right now I am fol-
lowing my dream. 

At any rate, I have discovered the secret of retirement. Retirees re-
ally have two lives – the one we really live (alone, during the day), and 
the one we complain to our wives about. 

Disclaimer- The CPhA, because they are afraid of lawsuits,  
refuses to have anything to do with this article. In other words,  
this article does not represent (maybe privately, but certainly not pub-
licly) the opinions or views of the CPhA’s officers, executives, by-laws, 
mission, lobbyists, vendors, employees or members-at-large. There  
will be no CE because the Association felt that everyone should have  
a dream – just not follow it while paying association dues. 

Reader Comments 
Actress and Author Suzanne Summers –  

Barry, your idea of using bio-identical Ex-Lax has really helped.
CPhA Academy on Patient Counseling and  

Conversation – On behalf of Ira, Gary, Rich, Diana, Chuck, Irv, and 
the rest of our members, pharmacists are not that busy that we can’t 
talk on the phone or finish a …

Former Presidential Candidate Al Gore – Barry, the trouble with 
doing nothing is that you never know when you are done.

North Korean President, Kim Jong Il’s older brother Kim Mentally 
Il – Dr. Barry, please explain to America that we did not test a nuclear 
bomb — we just got the HMO radiology contract and we are just test-
ing the camera.

About the Author
Barry Pascal owned Northridge Pharmacy for 32 years and is 

now retired. He has written seven comedy books, and in addition to 
this journal series, writes a supposedly humorous monthly newspaper 
column. Pascal also claims that he will be receiving the prestigious 
CPhA 2006 “You’re Full of Crap Award” given annually for excessive 
exaggeration and continual pomposity. 
© Barry Pascal 2006
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though it’s not important that everyone know 
all the details of your fi nancial situation, it is 
imperative to make at least one family member 
aware of the location of important records.

Some of the specifi c issues you may wish to 
discuss in this regard:

• Have you granted someone a durable 
power of attorney and a power of attorney for 
health care? Where are the documents located? 

• Do you have a safe deposit box? Where is 
it located, and where are the key and the list of 
contents? 

• Does your retirement program have a 
death benefi t for survivors? 

• Have you established any trusts, and for 
what purposes?

• How have you arranged to handle any 
applicable estate taxes?

• Have you shared the names and contact 
information of your fi nancial, tax and legal 
advisors with your children?

Talking to your adult children about wealth 
is also about values. “It is important to pro-
vide a very practical fi nancial education on 

demanding events, such as holiday celebrations.
Many people assume that family meetings 

are important only for the very wealthy. But 
regardless of your net worth, experts say that 
an annual family meeting can help you create a 
comfortable forum for discussing your values, 
priorities and goals regarding money-manage-
ment — as well as important details about your 
wishes for the disposition of your estate.

Family meetings also enable parents to 
clarify any possible misunderstandings that 
might arise if they intend to divide an estate 
disproportionately. This is especially important 
when remarriages and second families are in-
volved, or when parents want to name charities 
or unknown entities as benefi ciaries. “If there 
are no surprises, you may avert a legal battle 
later,” says Steve Hartnett, Associate Director 
of Education at the American Academy of Es-
tate Planning Attorneys in San Diego.

Begin your family meeting with a discussion 
of the basics. You should identify your executor 
and outline where you keep your will, account 
statements and other important documents. Al-

As parents grow older, they must even-
tually face the challenge of talking 
to their adult children about wealth, 

inheritance and the fi nancial implications 
of their mortality. Unfortunately, “many 
parents postpone this conversation because 
they think they have time,” says Dr. Eileen 
Gallo, a Los Angeles psychotherapist who 
counsels families about the emotional as-
pects of wealth.

That can be a mistake. Communicating 
openly with your kids won’t solve every 
problem, but it can minimize family confl ict 
and, should it become necessary, empower 
your children to act on your behalf. Open 
communication can also help prepare your 
loved ones to become responsible inheritors. 

For many parents, the key concern is how 
and when to begin that conversation. A re-
laxing shared activity, such as walking, golf-
ing or baking, may relieve some of the ten-
sion when the conversation turns to wealth 
and responsibility. Try to avoid talking about 
your fi nances during busy or emotionally 

Talking to Your Adult Children about 

Important Financial Issues

FINANCIAL FORUM

by Ronald H. Kaku, CFPTM

First Vice President – Investments, Wachovia Securities
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advisor. However, we as Financial Advisors 
will be glad to work with your accountant, 
tax advisor and/or attorney to help you meet 
your goals.

Securities and Insurance Products:
• Not FDIC-Insured
• May Lose Value
• Not Bank-Guaranteed

Ronald H. Kaku, CFPTM, is a First Vice President 
- Investments at Wachovia Securities, LLC, in their 
Woodland Hills offi ce. He also holds the designation 
of  Retirement Planning Advisor. He earned a 
Bachelor of  Science in Pharmacy at the University of  
the Pacifi c and a Master of  Business Administration 
at UCLA. Ron has been an investment professional 
since 1986, specializing in retirement planning and 
investing, and is an Associate Member of  CPhA. 
Wachovia Securities, LLC, member New York Stock 
Exchange and SIPC, is a separate non-bank affi liate 
of  Wachovia Corporation. 

One option for parents seeking infl uence 
is an incentive trust, which enables parents to 
establish terms governing the distribution of 
funds. An incentive trust can provide fi nancial 
motivation for adult children to excel and to 
meet certain goals. Still, Gallo cautions that 
there can be “a fi ne line between adding too 
many constraints and providing positive in-
centives for the benefi ciary to be a productive 
member of society.”

Regardless of how you plan to transfer 
your wealth, raising children who can identify 
their own passions and interests in life is the 
best way to ensure responsible money habits. 
“Trusts and inheritance decisions should pro-
vide enough money to encourage productivity, 
but not so much money that your adult children 
do nothing,” says Hartnett.

For more information on your options for 
transferring wealth, talk with your fi nancial 
advisor.

Wachovia Securities is not a legal or tax 

managing your assets,” advises estate plan-
ning attorney Jon Gallo, who with Dr. Eileen 
Gallo, his wife, co-authored The Financially 
Intelligent Parent (2005). One approach is to 
introduce your children to a trusted advisor 
who can help them understand their fi nancial 
options and encourage them to make choices 
that support their long-term interests, such 
as retirement planning or education planning 
for their own children.

Many parents use trusts to transfer assets 
to their children or grandchildren. A trust 
may be used temporarily to hold and manage 
assets until a young adult matures. Other 
parents choose to set up a trust for life to 
protect their children’s assets from creditors, 
divorce settlements and estate taxes. Regard-
less of the objective, it’s important to talk 
about the trust with one’s benefi ciaries and 
explain its purpose. “You don’t give a kid a 
car without also giving him lessons on how 
to use the car,” says Gallo.
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Thomas J. Long 
School of Pharmacy 
and Health Sciences 
at University of Pacifi c
By Michael Hua, 
Board of  Trustees Representative

A t University of the Pacifi c, American 
Pharmacists Month served as a plat-
form for student pharmacists to show 

the community the true value our profession. 
It started off with a bang as Stockton Mayor 
Edward Chavez recognized the importance 
of pharmacists by offi cially proclaiming Oc-
tober as American Pharmacist Month. Pacifi c 
students worked diligently in projects geared 
towards changing the public’s image of phar-
macists, promoted legislative initiatives, and 
organized community outreach programs.

One of our major goals was to educate the 
public that pharmacists are drug specialists. 
Pacifi c embarked on a publicity campaign 
in an attempt to further increase awareness 
about the pharmacy profession. On October 
16th, Annie Mayfi eld (ASP VP of Professional 
Affairs) and Mike Negrete (CPhA) made an 
appearance on the morning show “Sac and 
Co.” to illustrate that pharmacists play an 
integral role in the health care system. Among 
the variety of topics that were covered by An-
nie and Mike, a strong emphasis was placed 
on how pharmacists can increase drug safety 
utilization, improve drug compliance, and 
positively improve the patient’s quality of life. 
In addition, we placed billboard advertise-
ments about “American Pharmacists Month” 
on ten city buses in Stockton. The buses 
began circulating the Stockton area during 
the fi rst week of October and will continue to 
publicize our profession until the end of No-
vember. By placing a heavy emphasis on this 
endeavor, we speculate that it will have a posi-
tive impact on the public’s knowledge of the 
pharmacy profession and change the percep-
tion of pharmacists being only “pill counters.”

With elections approaching, October 
served as a crucial time for Pacifi c to promote 
various legislative initiatives. Student lead-
ers organized a week-long voter registration 

drive and encouraged student pharmacists to be 
more proactive in electing legislators that will 
represent their professional interests. In an ef-
fort to inform the pharmacy students about the 
importance getting involved with legislation, 
Pacifi c National Community Pharmacist Asso-
ciation NCPA hosted a Legislative Night where 
Dr. Jerry Mazzucca, CPhA President-Elect, 
and Kathy Lynch, CPhA VP of Legislative Af-
fairs, spoke about pertinent legislative topics 
concerning the pharmacy profession and the 
value of a grassroots campaign. Shortly after 
this event, students from Pacifi c actively sought 
out and got involved in campaigning for the 
newly-elected State Assemblywoman, Cathleen 
Galgiani, a known supporter of pharmacy. By 
forming valuable relationships with lawmakers 
at the State Capitol, we can greatly infl uence 
future pharmacy-related issues. 

A Legislative Open Forum was also held 
to discuss pharmacy-related topics. Dr. Susan 

Ravnan, a member of the 
California Board of Pharmacy, 
discussed the intricacies and 
differences between regula-
tions and laws, the Patient 
Medication Safety Regula-
tion (check-tech-check), and 
addressed student concerns 
about “alternate intern hours.”

As part of our community 
outreach project, Pacifi c held a 
health fair at the Weberstown 

Mall in Stockton, CA. The event, titled 
“A Family Affair,” offered health- related 
services targeted to a diverse demographic 
population including teenagers, the elderly, 
pregnant women, and even entire families. 
Student pharmacists performed numerous 
blood pressure, diabetes, and heartburn 
screenings. Operation Heartburn volunteers 
did an excellent job in educating the public 
about heartburn – namely its symptoms, 
common triggers, ways to prevent and treat 
it. An activity booth that was geared towards 
educating kids on drug awareness was a great 
hit among the little kids. Pacifi c students 
creatively demonstrated to the kids the dan-
gers of smoking in fun and interesting ways. 
“Mr. Grossmouth” was a particularly effec-
tive prop in illustrating the negative effects 
of smoking. 

American Pharmacist Month concluded 
with the fi rst annual Meet the Pharmacist 
Day. Pacifi c worked with AARP to put on a 
myriad of events aimed at promoting elderly 
health and encouraging people to get to know 
their pharmacists. The event was heavily 
publicized. Over 10,000 fl yers and post cards 
were sent to AARP members in San Joaquin 
County.  There were 15 Exhibition Tables 
that discussed various topics ranging from 
aging to health insurance information. In 
addition, three professional committees were 
present to perform diabetes, cholesterol and 
heartburn screenings. Faculty and students 
from Pacifi c’s Department of Speech Lan-
guage Pathology were also present to perform 
hearing screenings. However, the cornerstone 
of the event was to perform medication 
review (aka Brown Bag) of individual drug 
therapies. To alleviate the confusion that 

Leg Day photo, left to right: Kathy Lynch, Ederlyn 

Dia, Dean Phil Oppenheimer, Samson Kitahara, 

David Kieu, Jerry Mazzucca, Associate Dean 

Donald Floriddia, Judy Sou, Dr. Edward Sherman, 

Mattea Watkins, Tu Tran.; Stockton Mayor, 

Edward Chavez, getting his fl u shot from student 

pharmacist, Jitesh Zala.

UNIVERSITY NEWS
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Medicare Part D caused in the previous year, 
Pacifi c worked in joint collaboration with the 
faculty and students from UCSF to provide 
a Medicare review for patients. At the end 
of the event, the most recurring question 
patients asked was, “will I get to meet my 
pharmacist next year?” 

With the New Year, Pacifi c will continue 
to strive to increase public awareness about 
the “other white coat.”

University of 
Southern California
By Garrett Ow, 
Board of  Trustees Representative

A s the 2006 fall semester draws to a 
close, our chapter can look back on an 
eventful and very successful term. Our 

Director of Membership, Caterina Equinozio, 
spearheaded our month long membership 
drive in September. With the help of our 
board, Caterina encouraged over 300 stu-
dents to join the American Pharmacy Student 
Alliance (APSA) that serves as our umbrella 
organization encompassing CPhA and other 
professional associations. In September, our 
board elected two fi rst year representatives, 
Bonnie Hui and Nik Ferrarella, to represent 
the new class of 2010. Our newly elected of-
fi cers will start a Cancer Awareness project 
along with members of their new class. 

As October rolled around, we geared up 
for American Pharmacists Month by kick-
ing it off with the SAM/APSA Health fair at 
the East LA Occupational Center. Student 
pharmacists screened this underserved com-
munity for disease states such as diabetes, 
osteoporosis, and hypertension just to name 
a few. Our chapter was also able to continue 
working with the USC School of Physical 
Therapy to run our FIT clinics, where our 
student pharmacists were able to screen 
physical therapy patients for diabetes. Our 
board members also participated in the Walk 
for Diabetes event to raise money to send 
children to a diabetes camp, as well as the 
AIDS Walk.

Our celebration of American Pharmacist’s 
month culminated in our annual USC School 

of Pharmacy Legislative 
Day Breakfast and Health 
Fair. This year’s event was 
held at the USC Town and 
Gown and was coordi-
nated by our Director of 
Legislative Affairs, Kristin 
Khalaf. The event began 
with a breakfast forum 
discussing the importance 
of pharmacists’ involve-
ment in legislative and 
grassroots efforts. Our 
speakers included USC 
Faculty members such as 
Dr. Jeffery Goad and Dr. 
Fred Weissman, Dr. Vic-
tor Law from the United 
Pharmacists Network, 
Inc., Ms. Kathy Lynch 
of CPhA, Mr. Bryce Do-
cherty representing CSHP, 
and Dr. Steve Gray, the 
current AMCP President 
and CPhA Past President. 
Also joining us were 
our keynote speakers, 
California Assembly can-
didates Mr. Mike Eng 
(D – 49TH District) and Mr. Anthony Portan-
tino (D – 44TH District). We are proud to report 
that both our keynote speakers were recently 
elected to the California State Assembly and we 
look forward to working with them in the fu-
ture. Our Legislative Day was concluded with a 
health fair demonstrating to our legislators the 
capabilities of a pharmacist. Our chapter would 
like to thank the United Pharmacists Network, 
Inc. for their support in making Legislative 
Day possible. 

October was also a month of conferences in 
California and around the nation. Our AMCP 
Student Chapter sent numerous students to the 
AMCP Educational Conference in Chicago. 
Our NCPA Chapter had a strong presence in 
Las Vegas at the Annual NCPA Conference, 
and we are proud to announce that our student 
chapter has won the NCPA Chapter of the 
Year Award for the second year in a row! Great 
job NCPA! We also had members attend the 
APhA Mid-Year Regional Meeting in Anaheim, 

the CSHP Seminar in Sacramento, as well as 
the Long Term Care Weekend in Irvine. 

After a very busy October, the hard work 
continued on through November. We have 
concluded our Patient Counseling Competi-
tion to compete at both the CPhA Outlook 
Annual Meeting and the APhA Annual 
Conference. In November, we were also very 
fortunate to invite not just one, but two CPhA 
local associations to campus to conduct a joint 
meeting. Organized by our CPhA Director 
of Local Associations, Sheena Patel in con-
junction with NCPA, both the Hollywood-
Wilshire Pharmacists Association (HWPhA) 

Above: Kevin White, a fi rst year student pharmacist 

checks the blood pressure of newly elected 

Assemblymember Anthony Portantino with Dr. William 

Gong overseeing. Below: Our Director of Heartburn 

Awareness, Candace Tan at one of our many Health 

Fairs during America’s Pharmacists Month.
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and the Pharmacists Professional Society of 
the San Fernando Valley (PPSSFV) attended 
the USC School of Pharmacy campus for 
their November board meetings. It was a 
great event with nearly 50 students and 14 
pharmacists in attendance to discuss impor-
tant issues such as the new pedigree law and 
the importance of students continuing to be 
involved with the locals after graduation.  

Finally, our chapter was able to send 
fi ve representatives to the CPhA Synergy 
Conference. USC, along with the other six 
student chapters, worked with practitioners 
to exchange ideas for the future of the as-
sociation. On behalf of the USC student 
chapter, I would like to thank CPhA for 
inviting us to participate in a productive and 
motivational weekend. It was a great oppor-
tunity for the students to get together and 
discuss issues that are relevant to us. As a 
truly united front, student pharmacists enjoy 
working together to better the profession as 
well as the association. 

Our USC CPhA- ASP Chapter has many 
events we are looking forward to in the up-
coming semester. Besides conferences such 
as the CPhA Outlook Annual Meeting, the 
Student Pharmacist and New Practitioner 
Summit, and the APhA Annual Conference, 
our students will be participating in numer-
ous projects and events. As for projects for 
next semester, we will be holding public 
speaking workshops, a veterinary outreach 
project as well as continuing our “Beneath 
the White Coat” speaker series. Our chapter 
is looking forward to a fun, exciting, and 
educational winter! 

Loma Linda University 
School of Pharmacy
By Nkeonye Emuh, 
Board of  Trustees Representative & 
ASP-CPhA President 2006-2007

Our student chapter had a CPhA kick-
off in September welcoming members 
to a new school year by having a Mini 

Meeting Luncheon. During the luncheon, 
members were given a sneak peek of what 

could be expected this year as well as in-
forming them about the newest and hottest 
student membership addition, the Lexicomp 
discount. One member, Remmington Junior, 
a third year student had the following to say: 
“I am so glad that CPhA made this avail-
able to its student members! Knowing how 
much this program would cost normally, 
how much other organizations are charging 
students, and what CPhA offered cannot even 
be compared. Since purchasing the program, 
I have been able to supplement my learning 
both in school and in practice with accuracy 
and effi ciency.” The sentiments shared by 
Remmington could be found among several 
other students that took advantage of such an 
amazing offer. 

In October, pharmacy celebration month, 
Loma Linda University had a week long cele-
bration from the 23rd to the 27th that included 
a successful Project Hypertension Health Fair 
organized by Loma Linda University School 
of Pharmacy (LLUSP) CPhA Student Chapter 
and the Pharmacy Week Committee on Oc-
tober 24th. It could not have been a more fi t-
ting occasion to hold a Project Hypertension 
Health Fair. More than fi fty student phar-
macists checked blood pressure and advised 
approximately 213 people! The health fair was 
done in the lobby of the Loma Linda Uni-
versity Medical Center and had two stations.
One station was the Blood Screening Station. 
It was at this station where participants had 
their blood pressures taken and recorded 
on a card for them to take home 
and keep. The other station was 
a Brown Bag type station where 
student pharmacists went over 
the medications brought in by the 
patients. It was quite a rewarding 
feeling for the community to see 
just how valuable pharmacists can 
be as part of their healthcare team. 
The health fair was such a success 
that there has been discussion to 
continue doing one for each quar-
ter to allow CPhA’s “fi ght” against 
hypertension carry on. 

It can be agreed that the fall quarter was a 
great start to what looks as though it will be a 
promising year full of events for the LLUSP 

ASP-CPhA Chapter. On the horizon as we 
all look forward to Outlook, there are other 
events that we await in anticipation such as 
LLU, CPhA and CSHP student chapter joint 
activities, Student Pharmacist & Pharmacist 
Mixers, putting on a job fair at this year’s Stu-
dent Summit, Legislative Day and much more.

University of California, 
San Francisco 
By Matthew Browne, 
Board of  Trustees Representative 

A s many of you know, fall quarter is 
generally the busiest and most jam-
packed quarter of the school year. Fall 

2006 has proven to uphold this stereotype, 
and was possibly one of the most productive 
quarters the UCSF Pharmacy School has seen 
in a long time. This quarter we have been 
striving to communicate and work better 
with our neighboring schools. In order to do 
this, a group of UCSF Pharmacy students, 
representing APhA-ASP, CPhA, CSHP, and 
AMCP, visited UOP early this quarter and 
attended their NCPA legislative day. Both of 
the speakers- Dr. Gerald Mazzucca, the 2006-
07 CPhA President-Elect, and Kathy Lynch, 
the new CPhA Vice President of Government 
Affairs- gave very informative talks, which I 
believe everyone at the event benefi ted from. 
There was even more intra-pharmacy school 

USCF student pharmacists out in the community. 

Left to right: Blake Bartlett (ASP-SPIN 

coordinator) and Matthew Browne, CPhA Student 

BoT Representative.
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collaboration at the three conferences 
this quarter: MRM, Synergy, and CSHP 
midyear. UCSF students have been 
showing tremendous involvement at 
these conferences. At MRM this year, 
we had a policy on standardization of 
insurance cards pass and at Synergy, 
we met with other student leaders to 
discuss the idea of a California intern-
ship accreditation program. We have 
had several fi rst year students who have 
shown an unbelievable amount of mo-
tivation and enthusiasm for the legisla-
tive process, and are looking forward 
to see what they do over this upcoming 
winter quarter.

In the city of San Francisco, it seems as if 
there has been a health outreach event every 
weekend. Our fi rst event was the weekend 

before school even started. At this 
health fair, the KHAPSA health fair, 
our school’s newest CSHP project- 
Antibiotic Resistance and Awareness 
Project (AWARE)- presented the 
public with information and handouts 
on what everyone can do to help fi ght 
antibiotics resistance. UCSF health 
outreach projects have also par-
ticipated in the SNPhA health fair, 
UCSF health fair, San Mateo health 
fair, and fi ve China Town health fairs. 
At each of these health fairs, proj-
ects were able to provide the general 
public with information about cur-

rent health issues and what they could do to 
improve their health in many different ways. 
UCSF’s new CPhA sponsored Hypertension 
Project participated at the majority of these 

Cynthia Li, 3rd year UCSF Pharmacy student and 

former Cholesterol and Hypertension Project 

Coordinator, at Tenderloin District Community 

Center Health Fair last spring.
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health fairs and was able to conduct blood 
pressure screenings and provide information 
on blood pressure management to over 500 
patients. Our ASP chapter also developed 
a new poster for public outreach events 
entitled, “Today’s Pharmacists, Not Just 
Counting Pills Anymore.” This new poster 
is designed to educate the public on several 
of the different tasks that pharmacists today 
can do on a day-to-day basis. It also discusses 
different roles pharmacists play in commu-
nity pharmacy, hospital, industry, and other 
settings where pharmacists practice today. 
This poster also provides current issues per-
taining to the field of pharmacy in order to 
keep the public and pharmacists up to date 
on important issues. 

As mentioned before, this quarter was a 
busy one. One of the reasons was because 
of the large amount of student interest in 
Medicare Part D. Over the last few months, 
there was a Medicare Part D elective, led 
by Drs. Marilyn Stebbins and Tim Cutler, 
where students were taught all about Plan 
D. Students taking the elective were even 
required to go out to the public at different 
sites, such as San Francisco and Stockton, 
and help the elderly populations choose the 
right Medicare Part D plan for each patient. 
Aside from the elective, there were several 
lectures teaching the UCSF community 
about Medicare Part D and its changes for 
2007. The lectures were again given by Drs. 
Tim Cutler and Marilyn Stebbins, as well as 
five of our 3rd year pharmacy student Medi-
care Part D experts. All of the lectures were 
extremely successful and had rave reviews.

As you may have noticed, our student 
body has been really busy trying to help 
as many people as possible and to learn as 
much as possible at different conferences. 
We have several plans for this upcoming 
quarter, such as developing a new UCSF 
Pharmacy School Mock House of Delegates 
that will allow students to practice for con-
ferences such as Outlook and APhA annu-
als, expanding our health fairs to serve the 
underprivileged residents of the tenderloin 
district as well as the San Francisco general 
public at a city hall health fair, and writ-
ing up policies for this upcoming Outlook 

conference. It will be an exciting year and I 
can not wait to see what else UCSF students 
accomplish over the next few months. 

 
Western University of 
Health Sciences
By Arzo Razaq,  
Board of  Trustees Representative

W ith the help of our Sub-Committee, 
we’ve held numerous health fairs to 
promote CPhA’s pilot patient care 

project, Project Hypertension. In order to imple-
ment this project efficiently, the Sub-Com-
mittee collectively formulated ways to actively 
engage and educate the community about the 
dangers and complications associated with 
high blood pressure. One of the ideas that the 
group came up with was a “Wanted” poster 
with descriptions and statistics about hyper-
tension in order for it to appear as if hyper-
tension was an individual, who we gave as an 
alias, “the silent killer.” In addition to our 
hypertension awareness campaign, we have 
been privileged to work with CVS Pharmacies 
during the flu session at their Flu Clinics.  
In order to prepare patients for the upcoming 
flu session set to begin in December, West-
ernU student pharmacists have been working 
at various CVS Pharmacy locations in and 
around the Los Angeles and Inland Empire 
areas during the months of October and  
November; immunizing and educating pa-
tients on the importance and need for yearly 
flu vaccinations.

In an effort to get as many members of the 
University registered in time to vote in the 
General Election on 11/07, our APhA-ASP 
Chapter planned to hold a voter registration drive 
week. We had set-up a small booth where 
registration forms were given out to fellow 
students, faculty and staff members. What 
attributes made this event a success you ask? 
They included volunteers, a mass advertising 
campaign, word of mouth, and enthusiasm  
of the volunteers! I was also happy to see a  
big crowd of students attend the informa-
tional session that gave us an overview of the 
pros and cons of each individual proposition. 

We appreciated the efforts put together by 
presenters from CPhA/APhA-ASP’s SPIN 
Coordinator Daniel Liou (P3), CSHP’s 
Legislative Chair Noel Cipparone (P2), 
and NCPA’s Director of Legislative Affairs 
Wendy Morimoto (P2). Our goal for next 
year is to get more press coverage with the 
local Pomona newspaper. Furthermore, we 
will try to get the County of Los Angeles 
Registrar to come out and do a site survey 
for a potential of making WesternU a polling 
place in the future. 

What lies ahead for the newly elected 
cabinet is to focus on strengthening our 
already developed programs and keep pro-
ducing creative new ideas to further increase 
membership, raise awareness, raise funds, 
hold educational sessions, and much, much, 
more. Andrew Khosho is our incoming new 
BOT Representative whom I’d like to wish 
luck to and hopefully he can enjoy this posi-
tion and take away only good things from it 
as much as I have. 

UCSD Skaggs School  
of Pharmacy
By Shannon Bradley,  
Board of  Trustees Representative

A fter graduating our first class of  
pharmacists from the UCSD Skaggs 
School of Pharmacy this past May, 

things are in full swing at UCSD. Come  
September, the campus jumped to life as 
returning students began classes and sixty 
excited first-years joined the Skaggs family  
of student pharmacists.

APhA activities began right away to 
familiarize students with APhA-ASP or-
ganization and to inform the new students 
of the important benefits of becoming a 
member. Before classes even began, we held 
an event for all first years called “Day at the 
Ballpark” sponsored by SDCPhA and SD-
SHP where students were invited to attend a 
Padres baseball game free of charge and get 
to meet current APhA members and learn 
more about the association.

In order to expose students to the full 
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scope of APhA, we invited APhA-
ASP president Dan Zlott from UCSF 
to come and give a presentation on 
all the wonderful opportunities of-
fered to student members of the As-
sociation. His speech highlighted the 
importance of getting involved in 
the Association and how attending 
conferences is a great way to infl u-
ence the future of the pharmacy pro-
fession as well as meet other student 
pharmacists.

To show the students that APhA wasn’t 
all work and no play, we threw an APhA 
party for all current and prospective mem-
bers. This gave the new student a chance 
to socialize and network with other student 
members and get a better feel for what 
APhA is all about. 

It appears that all our recruitment efforts 

have paid off because we’ve been successful 
in joining a large percentage of new students 
to the UCSD chapter of APhA.

Our fi rst educational outreach event of 

the year was a poster session 
which took place on the main 
walkway of campus. Our goal 
was to educate students on some 
common health issues. Posters 
included in this event were: 
Common Cold, Sunscreen, Nutri-
tion, Heartburn, Caffeine, Water 
and Flu Shots. Students and 
faculty were quite receptive to 
this event and many stopped to 
ask questions.

So far we’ve had a great start to the 
school year. Looking to winter quarter, we 
have many events in store including hear-
burn/hypertension/diabetes information 
sessions and screenings as well as fl u vacci-
nations and immunization events. It proves 
to be an exciting quarter at UCSD Skaggs 
School of Pharmacy.

USCD Student Pharmacists show a fellow student 

the importance of hyper-tension screening at the 

“Library Walk” event.
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Founded in 1905 and rec-
ognized as one of the 
most respected and inno-

vative schools of pharmacy in 
the nation, the University 
of Southern California School 
of Pharmacy has served as a 
model for other progressive 
pharmacy schools throughout 
the country. The university 
has long been known for its 
elite network of alumni, clas-
sifying them as one of the 
strongest of any pharmacy 
school. One might wonder, 
besides the exceptional faculty, 
the remarkable programs, and 
one hundred years experience, 
is there another key ingredient 
to such successful network of 
professionals. The answer is 
“yes, the students.” While the 
alumni unconditionally give to 
the school and its students, the 
students thrive to become lead-
ers and to follow the footsteps 
of their mentors by creating 
innovative programs and lead-
ing professional organizations at 
a state and national level. 

On October 8th 2006, 
the University of Southern 
California’s National Commu-
nity Pharmacists Association 
student chapter (USC- NCPA) 
was awarded the number one 
student chapter in the country 
at NCPA’s 108th Annual Convention in 
Las Vegas. 

With the aim of educating today’s phar-
macy students about the future direction of 
independent community pharmacy, 

over the past few years USC NCPA has 
developed and participated in countless 
innovative projects and outreach programs 
including the “Improving Lives Campaign”, 
the “Recipe to Owning and Developing 
Your Own Pharmacy” Module Series, and 

NCPA’s “Get into politics or 
get out of pharmacy” Legisla-
tive Campaign and Involve-
ment, to name a few. 

The 2005-2006 USC NCPA 
Co-Presidents, Jacob Hanaie 
and Aret Purut, would like to 
take this opportunity to thank 
all 19 of their board members 
who brought all ideas into real-
ity. Furthermore, this award 
would not have been possible 
without the guidance and un-
conditional support of two very 
special individuals, Dr. Eddie 
Bubar (Key Member) and Dr. 
Jeffrey Goad (Faculty Advisor).

Finally, there are a core 
group of individuals and orga-
nizations that have continuously 
supported and believed in the 
signifi cance of this organiza-
tion. They include Amerisource-
Bergen, CPhA, ICP, UPNI, 
United Drugs, PPSSFV, Dr. 
Robert Nickel, Dr. Jerry Shap-
iro, Dr. David Fong, Dr. Walter 
Cathy, Dr. David Breslow, Dr. 
Richard Kane, Dr. John Tilly, 
Lynn Rolston, Mike Quick, Lin-
da Baker, Dean Vanderveen, 
Dr. Melvin Baron, Dr. Fred 
Weissman, and the entire 
USC Faculty.

“We wanted to continue the 
Trojan tradition of excellence”, 
said the co-presidents. “We kept 

ourselves focused and never lost sight of a 
quote by Ralph W. Emerson that was cho-
sen by our board at the beginning of the 
year. “Do not follow where the path may lead. Go 
instead where there is no path and leave a trail.” 

2nd Annual
CPhA Student Pharmacist and 

New Practitioner’s Summit

Future, Fun, and Friends!

USC-NCPA student members honored at NCPA’s 108th Annual Convention in 
Las Vegas, Nevada; Jacob Hanaie (center) and Aret Purut (right) accept the 
chapter of the year award on behalf of USC-NCPA from the President of NCPA 
Jim Rankin (left).

USC School of Pharmacy Student NCPA Chapter

“Named Top in the Country”



April 27 - 29, 2007
Wyndham Hotel at Emerald Plaza, San Diego, CA

 
Summit Schedule:

Friday,  April 27th: Optional Evening Reception
Saturday,  April 28th:  Workshops and Programs from 10am - 6pm

Sunday,  April 29th: Breakfast, and Workshop Programs from 9am - 12:00pm

CPhA recognizes Student Pharmacists and New Practitioners as the leaders of tomorrow. Helping you 
prepare for a successful future is our goal. You will have fun and will network with colleagues from 
all the schools of pharmacy in California. You will develop important leadership skills, polish your 
resume, learn about investments, discover how to survive your residency, learn how to prepare for the 
NAPLEX, explore career options in pharmacy, learn about cultural sensitivities, taste great wines, and 
make many new friends.
Regististration is easy! Log on to www.iplanevents.com/summit07 for this “can’t miss” event. 

Pharmacists and Friends of Pharmacy: Sponsors, and exhibitors are invited to join CPhA in supporting 
California ‘s student pharmacists and new practitioners by participating as exhibitors, sponors or volunteers. 
For more information, contact Annette Todaro-Smith at ants@cpha.com

Who’s Going?: All student pharmacists and fi rst 5-year new practitioners licensed in California and other 
interested pharmacy professionals are invited to attend.

Cost: $50
Lodging: Wyndham Hotel (619) 239-4500
Rooms are affordable when you share with a friend. (Help us make our room block)
Register Online at: www.iplanevents.com/studentsummit07
 
Workshops include:
   • Financial Planning • Developing CV and Resume
   • Leadership Development • NAPLEX & CPJE Review 
   • Cultural Sensitivity and Awareness • Surviving Residency
   • Career Roundtable • Wine Tasting

2nd Annual
CPhA Student Pharmacist and 

New Practitioner’s Summit

Future, Fun, and Friends!
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L ast summer the FDA licensed Gardasil®, a vaccine that protects 
against four types of human papillomavirus (HPV). The vaccine 
is the fi rst HPV vaccine to reach the market and is considered a 

medical breakthrough in women’s health that may reduce the incidence 
of cervical cancer. Gardasil® is a quadravalent vaccine that protects 
against four types of HPV (6,11,16,18) which are responsible for 70% 
of cervical cancers and 90% of genital warts1. An advisory committee 
to the CDC, Advisory Committee on Immunizations Practices (ACIP), 
met in June 2006 to develop policy and recommendations for the vac-
cine. The recommendations of the ACIP were to include Gardasil® on 
their list of recommended vaccinations.

The licensing of Gardasil® represents a medical breakthrough be-
cause for the fi rst time, there is a vaccine to prevent/reduce a common 
sexually transmitted infection (STI) which also signifi cantly protects 
women from cervical cancer. Infection with HPV is one of the most 
common STI in the United States2. An estimated 20 million people in 
the US are infected, with an additional 6.2 million new cases each year. 

Although HPV infection is mild or asymptomatic in most infected 
persons, about 10% of infected women develop persistent infection. 
Persistent infection with certain types of HPV (HPV 16 and HPV 18) 
has been linked to cervical cancer. Genital infection with other types 
of HPV (HPV 6 and HPV 11) has been linked to genital warts, ano-
genital cancers and respiratory warts in children. Another HPV vac-
cine in development, Cerarix® which targets only HPV 16 and HPV 18 
is expected to be approved in the next year. 

Who should receive the vaccine?
Gardasil® is approved for girls and women ages 9-26 years. The vac-

cine is currently recommended for routine administration to girls age 
11-12. Because the vaccine has the greatest potential benefi t when given 
to women who have not been exposed to HPV, it is most effective when 
administered before the onset of sexual activity. The vaccine is safe and 
highly effective and has been studied in girls as young as 9 years. The 
vaccine protects against four types of HPV and since it is not possible to 

 HPV Vaccine Update
by Kathleen Besinque, Pharm. D. 

A Report by the Pharmacy Foundation of California
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determine clinically at this time which women have been infected with 
these HPV subtypes, there may be some protection from the vaccine 
provided to older women and those who are sexually active. The vaccine 
is not currently approved for use in men or women of other ages because 
the clinical trials have not been completed to demonstrate safety and 
efficacy in these populations. As new information becomes available, the 
recommendations for older women and men may change.

How is the vaccine administered?
Gardasil® is given as a series of three intramuscular injections over 

a 6 month period of time. The second injection should be given 2 
months after the first and the final injection at 6 months. The vaccine 
may be given concurrently with Tdap,Td,MCV4, and hepatitis B vac-
cines3. The vaccine is contraindicated in those with a history of imme-
diate hypersensitivity to yeast or to any vaccine component. The vac-
cine may be given to immunocompromised women, lactating women 
and during acute mild illness (diarrhea or mild upper respiratory infec-
tion with or without fever). The vaccine, although not recommended 
for use during pregnancy, has not been associated with adverse out-
comes to the pregnancy or to the fetus2. 

How effective is the vaccine?
Gardasil® is very effective in preventing infection from the four 

types of HPV included in the vaccine. In clinical trials of women ages 
16-26 years who were not previously exposed to HPV, there was 100% 
efficacy in preventing cervical pre-cancers caused by the four HPV types 
included in the vaccine and more than 99% of women became seroposi-
tive for the four types of HPV one month after completing the 3 dose 
series. There is some evidence from clinical trials that titers are higher 
for young girls than for older females, possibly suggesting early vaccina-
tion may be more effective. Follow-up studies show the protection from 
the vaccine out to 5 years. Further follow-up studies will provide more 
information about the duration of protection from the vaccine.

What are the adverse effects of the vaccine?
The vaccine has been tested in thousands of women worldwide with 

no serious side effects or adverse events. Pain, mild, from the injection 
was the most common adverse event reported. 

What to tell patients about Gardasil®?
The vaccine is currently approved for women only. Women who are 

considering receiving Gardasil® should be advised that the vaccine re-
quires 3 doses over a 6 month period of time. The best protection from 
the vaccine is achieved when given to girls before the onset of sexual 
activity however protection is provided to women not yet exposed to the 
four types of HPV included in the vaccine. The vaccine is highly effective 
and safe. Women may want consider their ability to complete the series in 
scheduling the first injection. Women whether vaccinated or not should 
continue to receive routine cervical cancer screening and practice protec-
tive sexual practices to reduce their  
risk for STI. Although the vaccine offers protection from four types  
of HPV and may reduce the risk for cervical cancer, women who  
have received the vaccine should continue to receive regular cervical  
cancer screening because the vaccine does not protect against all  

types of HPV that cause cancer, the vaccine will not protect a women if 
she was exposed to the HPV prior to receiving the vaccine and  
the duration of protection from the vaccine is not yet known. In addi-
tion, Gardasil® does not protect women from all types of HPV infection 
or other STI. Women should check with their insurance carrier about 
coverage for Gardasil®. The cost of the vaccine is estimated to be ap-
proximately $360.00 for the three doses. Future studies will provide more 
information about the benefits of vaccinating older women and men.

Summary
Gardasil®, the first vaccine protecting women from the four most 

common types of HPV. The vaccine is a significant advance in public 
health and safety for women. The vaccine is both safe and effective 
in preventing HPV infection (HPV 6,11,16,18) and subsequent conse-
quences, including cervical caner and genital warts. Educating the pub-
lic, especially parents of girls, about the potential benefits of receiving 
the vaccine and offering the vaccine as appropriate are important pub-
lic health strategies for pharmacists4. Pharmacists should also be aware 
that other HPV vaccines in development are likely to be approved 
soon that provide protection against one or more strains of HPV. The 
HPV vaccines will not be interchangeable and pharmacists should be 
aware of the differences between these vaccines as they become re-
leased. Pharmacists should continue to check for new information and 
recommendations for vaccination of older women and men as well as 
for information about the duration of vaccine protection.

Note from the Pharmacy Foundation of California, Chief Executive Officer, 
Michael Negrete: During 2006, the Pharmacy Foundation of California began 
a year-long project funded by Merck and Company to help pharmacists educate 
the public about Human Papiloma Virus (HPV). This brief informational 
article is just one of the many efforts related to this project that you will see from 
the Foundation over the next several months. We hope this article provides you 
with the information you need to help educate your patients about HPV.

1 FDA documentation of  Gardasil® approval: accessed at http://www/
fda.gov/cber/products/hpvmer060806.htm.
2 Weinstock, H, Berman, S, Cates, W., Sexually transmitted diseases 
among American youth, incidence and prevalence estimates, 2000. 
Perspect Sex Reprod Health, 2004, 36(1): 6-10.
3 Anon, HPV and HPV Vaccine: information for Healthcare Providers, 
CDC August 2006.
4 Myer,E; HPV vaccines: now that they’re here, how do we maximize 
their benefit?; Contraception 74 : pages 277-279; 2006.

A Report by the Pharmacy Foundation of California
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Member Benefits

“Being active in your professional 
association is a very important step in 
maintaining our position in the health-
care community. CPhA not only defends 
our position but constantly works to 
expand our roles.” 
– Bob Graul

“I’ve had the opportunity to interact with 
the “best of the best” of our professional 
society. It’s not an obligation, but a 
privilege to be an active member of CPhA!” 
– Gary Thomas

The California Pharmacists Association (CPhA) believes the role 
of the pharmacist is essential to quality healthcare. We are the 
only state association serving the entire Community of Pharmacy 

across all practice settings and your dedicated advocate in the govern-
ment, business, and public arenas. CPhA evaluates current trends in 
healthcare and provides vital information and education essential to 
the future of pharmacy. When you align yourself with the powerful 
voice and prestige of CPhA, your profession gets more recognition, 
your issues get the attention they deserve, and your patients ultimately 
benefi t as well.

Your membership provides you with many benefi ts including:
• Aggressive	legislative	lobbying for pharmacy issues
•  Instant	Access	to	industry	resources, employment 

advertising, legislative updates, and student services at www.cpha.
com

•  Leadership	opportunities at the local, state and regional 
levels

•  Industry	news	online, weekly CEO message and legislative 
updates, plus our quarterly journal, California Pharmacist

•  Reduced rates on Insurance	Services for all pharmacy 
professionals

•   Free	professional	liability	insurance for student 
pharmacists

•  The only pharmacist-specifi c insurance policies in the state 
approved by the California Board of Pharmacy

•  Discounted	fees for conferences and other professional 
programs including:

• Outlook Annual Meeting - February,

• New Practitioner and Student Pharmacist Summit - April
• California Pharmacist Legislative Day - April
• Synergy Conference – November

ACPE	Accredited	CE	programs that keep you on top of your 
profession. 

• Online at www.cpha.com and www.pharmacyfoundation.org.
•  Live programs at local association meetings and CPhA’s Annual 

Meeting and Education Faire
• Outlook
• Savings for purchases through the CPhA	Bookstore
• Access to professional pharmacy legal	assistance and advice
•  Social and networking events and activities
•  Discounted	Pharmacy	Technician	Training through 

PassAssured – a comprehensive training CD for Pharmacy 
Technicians taking the PTCB Exam. If an eligible registered 
user of PassAssured Training Program does not pass their fi rst 
PTCB exam, PassAssured will pay the registration fee for the 
second exam.

• Free	subscription to Pharmacist e-Link
•  Free	e-mail	forwarding service for life through 

mypharmacist.com.

Get	the	resources	and	support	you	need	to	succeed	
in	the	dynamic	healthcare	market.	Membership	is	an	
investment	in	your	profession.

To begin your membership today, call Anna Hindman at 
(916) 779-1400 Ext. 340 or log on to: www.cpha.com/AM/Template.
cfm?Section=Membership to fi ll out a membership application 
online.
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Member Recognition

New Members
CPhA welcomes those new members who joined CPhA 

from March 1 through June 1, 2006
• Robert Calandri, Sutter Creek, CA 
• Edgar Gonzalez, Harbor City, CA 
• Lillian Husbands, Granite Bay, CA 
• Matthew Iraci, San Diego, CA 
• Maurisa Khan, Sacramento, CA 
• Ron Lanton, Springfi eld, IL 
• Joyce Lee, Elk Grove, CA 
• Faith Levine, Long Beach, CA 
• John Mangiante, Millbrae, CA 
• Scott Nguyen, Sacramento, CA 
• Man Nguyen, Westminster, CA 
• Nancy Nkansah, Fresno, CA 
• Nouri Nourani, Los Angeles, CA 
• Farid Pourmorady, Los Angeles, CA 
• John Richards, Sacramento, CA 
• Beverly Rosselli, Clayton, CA 
• Jeffrey Thoongsuwan, San Dimas, CA 
• Trisha Ung, Fremont, CA 
• Sui Vang, Sacramento, CA 
• Sonya Wells, Roseville, CA 
• Kristina Wills, Rancho Cordova, CA 
• Ashraf Zaky, Burbank, CA

CPhA #1 Club
CPhA would like to acknowledge and thank the #1 Club 

Members as of August 2006 for their outstanding recruit-
ment efforts: Jody Stewart, Kenny Scott, Steve Gray, Mark 
Gilbert, and Chris Woo.

CPhA would also like to clarify the current criteria 
for receiving recruitment credits and becoming a #1 
Club Member.

Recruitment Credit
The recruiter of each new Pharmacist Member will receive 

a $50 credit to be used towards the recruiter’s dues or Out-
look registration. 

Recruitment Recognition
Members who recruit 10 or more new Pharmacist Mem-

bers in the calendar year ( January 1 through December 31) 
will be honored during the CPhA Awards Presentation 
at Outlook. 

Corporate Members
• Abbot Laboratories
• Amerisource Bergen
• Astra Zeneca Pharmaceuticals
• Johnson & Johnson
• Marsh Affi nity Group Services
• McKesson
• Nor Cal Medical Temps Staffi ng Solutions
• Orange Pharmacy Equitable Network (O.P.E.N.)
• Pacifi c Pharmacy Computers, Inc.
• Pharmacy Placement Professionals
• Ralphs
• Staffi ng Solutions
• United Pharmacists Network Inc.
• Valley Wholesale Drug Co. 

CPhA Fellows
CPhA recognizes the following individuals who have earned 

the prestigious designation of CPhA Fellow, by achieving a 
balance of successful leadership and responsibilities within 
their profession as well as within their community:

• Deepak Anand
• Melvin Baron
• Robert Allen Brown
• Colleen Carter
• Jack Chen
• James Chin
• Shirley Fender
• Jeff Goad
• Kathleen Johnson
• Adam Kaye
• Roger Klotz
• Jose Marco
• Leo McStroul
• Robert Nickell
• Helen Park
• Shruty Parti
• Poonam Patel
• Mark Reynolds
• Jody Stewart
• Harold Washington 

To learn more about the CPhA Fellowship program, con-
tact Anne Hindman in Member Services at 1-800-444-3851 
Ext. 340 for more details.

Member Recognition
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CALENDAR

FEBRUARY 2007
 15-18 OUTLOOK 2007 CPhA’s Annual Meeting & Pharmacy Foundation’s Ed Faire - Palm Springs, CA

MARCH 2007
 3-4 20th Annual USC Las Vegas Seminar- Caesar’s Palace,  Las Vegas

 16-19 APhA Annual Meeting- Atlanta, GA

APRIL 2007
 11-14 Academy of Managed Care Pharmacy 19th Annual Meeting & Showcase, San Diego, CA

 13-15 NCPA Pharmacy Ownership Workshop, Atlanta, GA

 16 CPhA Legislative Day- Sacramento Convention Center, Sacramento, CA

 18  State Board of Pharmacy Meeting, Sacramento, CA

 21-25 NACDS Annual Meeting, Scottsdale, Arizona

 28-29 2nd Annual CPhA Student Pharmacist and New Practitioner Summit

MAY 2007
 7-10 National Council for Prescription Drug Programs Annual Conference, Scottsdale, AZ

 14-16 NCPA- National Legislation and Government Affairs Conference, Washington, DC

JULY 2007
 14-18 American Association of Colleges of Pharmacy Annual Meeting, Orlando, FL 

 20-24 NPhA Annual Meeting- Las Vegas, NV

 24-27 American Society of Health-System Pharmacists Summer  Meeting, San Francisco, CA

 25-26 State Board of Pharmacy Meeting, Los Angeles, CA

AUGUST 2007
 11-15 NACDS  Pharmacy & Technology Conference, Boston, MA

SEPTEMBER 2007
  CPhA Elections Open

OCTOBER 2007- NATIONAL PHARMACISTS MONTH
 13-17 NCPA 109th Annual Convention and Trade Exposition, Anaheim, CA

 18-21 CSHP Seminar 2007, Palm Springs, CA

 24-25 State Board of Pharmacy Meeting- San Francisco, CA

 24-27 AMCP 2007 Educational Conference, Boston, MA

  CPhA Elections Close

NOVEMBER 2007
 10-11 Synergy Conference, Sacramento, CA

 14-17 American Society of Consultant Pharmacists Annual Meeting, Philadelphia, PA

DECEMBER 2007
 2-6 American Society of Health-System Pharmacists Midyear Clinical Meeting, Las Vegas, NV



 CPHA’S MARKETPLACE

Consultant Pharmacist for 
all pharmacy settings

Your one-stop solution for 
pharmacy related 

Questions in California.

• Do you have questions for setting up a new pharmacy?
•  Do you need a consultant to assess your setting for 

adherence to pharmacy rules and regulations?
•  Do you need periodic evaluation of your practice setting?
•  Are you mandated by any agency (such as the Board of 

Pharmacy) to retain a consultant pharmacist?
•  Are you a party to an investigation and have questions 

or need guidance?

Dr. Nahal Bahram
16 years of experience in healthcare

(818) 458-1681
www.consultantpharmd4u.com

Pharmacy Law 
Specialists 

Law Offi ces of Brown & Brown
Donald B. Brown Adam B. Brown

FREE CONSULTATION
(310) 792-1315

55 years of successful practice

Judge. Pro Tem, L.A. Muni Court 
Arbitrator, L.A. Superior Court

Pharmacy Board,Criminal 
Defense, Medi-Cal, DEA, etc. 

Statewide Practice

Federal Criminal Medi-Cal Fraud 
Defense

3848 Carson Street, Suite 206
Torrance, CA 90503

Phone: (310) 792-1315
Fax: (310) 792-0691

www.brownlawoffi ces.net

Stephen B. Mashney
Registered Pharmacist & 

Attorney at Law

MASNEY LAW OFFICES
501 N. Brookhurst, Ste. 306

Anaheim, CA 92801

TEL: (714) 535-5090
 Fax (714) 535-7263
Sami@mashneylaw.com

http://www.MashneyLaw.com
Pharmacy Board, Criminal Defense,

Medi-Cal, DEA, Malpractice

Law Offi ces of
McGuire Woods LLP

Herb Weinberg, Pharm. D., JD
Statewide Pharmacy Law Practice

FDA/ Board of Pharmacy/ DEA
Medi-Cal and Third Party Audits

Federal Criminal Defense (Medi-Cal Fraud)

1800 Century Park East 8th Floor
Los Angeles, CA 90067

(310) 315-8200

PHARMACIES

Selling your pharmacy?

Call (818) 342-5222 ext. 315
Massoud Javadizadeh

Pharmacy Broker Specialist

Our marketing is second to none
Hundreds of qualifi ed buyers
Numerous satisfi ed clients

Free valuations and consultation
No fee unless we sell your

Pharmacy at a price you agree with

www.SunbeltCA.com

CONSULTING

Pharmacy Lawyer
35 years experience in pharmacy law

Former Deputy Attorney General 
Representing Pharmacy Board

Statewide representation of pharmacists 
In Pharmacy Board Matters, DEA,
Medi-Cal Audits, Civil Litigation.
Charter member of the California

Academy of Attorneys for Healthcare
Professional, Former Law Professor 

and Administrative Law Judge.

Reasonable Fees

Ronald S. Marks
A Professional Law Corporation
21900 Burbank Blvd., Third Floor

Woodland Hills, CA 91367

(818) 347-8112

Great opportunities await 
Both buyers and sellers.

ACT NOW
Call or Write:

Don Luthringer, Agent
P.O. Box 231037

Sacramento, CA 95823
Or

(916) 971-8150 (24 hours)
don@luthringerpharmacyservices.com

www.luthringerservices.com
37 years of experience!

LEGAL SERVICES

PHARMACY RELIEF

Advertise in the next issue of

(916) 779-1400, ext. 317

Advertise in the next issue of

(916) 779-1400, ext. 317

California 
PharmaCist

Pharmacy Space for Lease
in Medical Center in South Gate Ca,
e-mail: jbarkodar@yahoo.com
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