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It is with great excitement that we present the winter issue of  
California Pharmacist, which is focused on the practice of  sports 
pharmacy. The timing couldn’t be better with the Winter Olym-

pics taking place this February in Vancouver, Canada. Our Guest 
Editor, Mike Pavlovich, has considerable experience in the field of  
sports pharmacy and has also had the good fortune to work for the 
United States Olympic Committee at the Beijing Olympic Games 
in 2008.

Mike assembled a team of  authors from around the globe to 
share their expertise about working with both the elite athlete and 
the weekend warrior. Our thanks go out to Mike for extending the 
invitation to his colleagues and providing readers with insightful 
articles including David Mottram, PhD and Mark Stuart, BS; Laura 
Anderson, MS, RD, CSSD, and Peter Ambrose, PharmD, FAASHP. 
These authors bring a unique set of  credentials to the table, which 
can be viewed at the end of  each article in the “About the Author” 
section. The articles themselves discuss the growing practice of  
sports pharmacy, the importance of  proper sports nutrition, the 
always-controversial topic of  drug doping. In addition, we provide 
clinical notes on sports-related skin infections and sports tape, 
authored by Donald Hsu, PharmD and Megan Nguyen, PharmD 
from Western University of  Health Sciences, plus Carina Escudero 
PT, DPT, OCS and Lissa Treviso, PT, MPT, ATC., whose practical 
experiences with athletes are impressive.

Elsewhere in this issue, you will find vital updates from CPhA 
and the Colleges of  Pharmacy. In addition, we provide interesting 
feature content intended to give you a reprieve from the more 
serious clinical articles. In particular, you will be able to read about a 
very dedicated member of  the Association, Victor Boissereé , who 
recently passed away. His story is one of  inspiration, dedication 
and good old fashioned perseverance. I believe he has been well-
honored in this article, which shares his wisdoms about getting 
things done in the pharmacy profession.

Finally, I’d like to mention the research articles that are 
presented. Anandi Law, BPharm, PhD and her colleague, Amir 
H. Zargarzadeh, PharmD, provide a very important update on 
prescription labels in California. In addition, the Evidence Based 
Review article provides a comprehensive review of  the Bari2D 
Clinical Trial. It was put together by a team of  experts and students 
in a mentoring environment, which encourages practitioners to 
question the validity of  medication reviews in a pragmatic fashion.

With so much in the issue to inform, educate and motivate, I 
hope you enjoy the read,

Cathi Lord
Managing Editor 
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from the CEO

2010 is off to a much 
better start than 2009. 
While the State of 

California has a budget 
still very deeply in the red, 

the national economy and many parts of 
California are finally starting to recover a 
bit. Still, there have been great changes in 
the job market for pharmacists. The acute 
shortage we felt just a few years ago is now 
at the beginnings of a surplus. CPhA along 
with national organizations is continuing 
to work towards expansions of the role of 
pharmacists and the development of new 
practice types and settings. This year, we are 
sponsoring AB 977, a bill which will allow 
all pharmacists in the state who are appro-
priately trained, to give flu shots to adults 
over age 18 without a signed physician’s 
protocol. This along with our many other 
efforts towards MTM and broader pharma-
cist services should pave the way for a bright 
future for pharmacists in California.

President's Report: 
Goals for 2010

H ello my fellow CPhA 
members! I hope 
everyone had a great 

time at CPhA Outlook. 
Thanks to all of  you for 

making it a huge success. My first 100 days 
are not yet done, but I’m proud to say that 
we are making progress toward our goals. If  
you recal,l the goals of  my presidency are to 
1) build the infrastructure, 2) better integrate 
our systems, and 3) increase the value of  
CPhA to our members.

We have been hard at work building the 
infrastructure of  CPhA. Last year we passed 
a group membership policy that will allow us 
to develop alliances with other professional 

positions that translate to CPhA committees 
and other functions. This will not only build 
our infrastructure but it will integrate our 
systems as well.

Speaking of  better integration of  our 
systems, I had the pleasure of  meeting with 
the Editorial Review Committee (ERC) in 
early March. The ERC is headed by Craig 
Stern and they are responsible for the content 
of  the California Pharmacist journal. I was 
able to share my vision of  the journal not just 
educating and updating pharmacists on clinical 
issues, but also being a forum whereby CPhA 
can distribute talking points to our members 
on legislative issues, put out position papers 
on issues facing pharmacy, and perhaps give 
some space to Locals and Academies so they 
can showcase what they are doing. It was a 
very fruitful discussion, and I will be following 
up with them to see what they have planned 
for the next two years. 

Another initiative is to make better 
use of  the graduation gift in which new 
pharmacy school graduates receive one year 
of  CPhA membership for free. For the newer 
generations of  graduates, they will not likely 
engage with the Association out of  a sense 
of  duty or obligation, rather, they are more 
relational than anything else. However, if  you 
just invite them to a board meeting, then they 
will most likely not show up. We need to have 
social events to bring them out to Local or 
Academy meetings so that once they develop 
those bonds and friendships, it will be easier 
to get them plugged in and more involved at 
the board level. Thus, my goal is to have every 
Local host a “Welcome to the Profession” 
barbeque for all of  the new graduates that 
are in their area. This is a low-stakes way to 
engage them in a social environment geared 
specifically towards them which will be more 
likely to draw them to the event. Additionally, 
I have been in discussions with some financial 
planning companies that are looking to partner 
with us for these events and educate new 
graduates on financial management strategies.

We are still in the process of  increasing 
value to our members. I believe if  we can 
achieve the goals already stated above, that will 

entities and employer groups such as the 
Indian Pharmacists Association and Raleys 
Supermarkets. Staff  is working to codify this 
into our policy manual so we can begin to 
reach out to our fellow pharmacists to one 
day realize our vision of  “One Profession, 
One Voice”. 

Secondly, the Board of  Trustees (BoT) 
developed role documents for the Trustees to 
better define their positions and give them a 
sense of  purpose and accountability. Hopefully 
this leads to greater functionality at the Trustee 
level that will better support our Locals and 
Academies to serve the needs of  our members, 
as well as the needs of  CPhA. 

Lastly, I am currently working on a Local 
Association structure template that will be 
applicable to all Locals. The idea was borne 
out of  the Local Association President’s 
meeting held at Outlook. The Presidents in 
attendance agreed that the Local Associations 
need more support and structure from CPhA 
(in terms of  what?), and that a template would 
facilitate communications and functionality 
between the Locals and CPhA. The template 
would have certain necessary functions built 
in (such as ?), but will also be flexible so that 
the Locals can tailor things to meet their own 
needs. My goal is to have the first draft of  this 
template finished by the June BoT meeting, 
and have it finalized by the September BoT 
meeting. Part of  my intent with this template is 
to create some standardized Local board-levels 

Ceo aNd PresideNt

At the Helm
What’s Ahead for 2010

“can we put a pull 
quote from Mr. Gupta 
into this section...
maybe about 6-7 lines 
long set in this font and 
placed in this area.”

E. Gupta
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reinforce value through a better functioning 
Association and better functioning Locals 
and Academies. 

For the Academies, we are developing 
guidelines for an Academy “Best Practices” 
Poster competition, where the winning 
posters from each Academy will be displayed 
at the next CPhA Outlook meeting. This will 
push our profession forward and stimulate 
our members to improve their practices. 

Also the Public Relations Committee 
is starting to strategize how to best spread 
the message of  the value of  pharmacists to 
the community at large to increase public 
awareness and understanding of  our role in 
health care. We may also create a Website 
Committee to constantly improve the 
content and delivery of  information on our 
website in order to make it more meaningful 
for our members and patients at large. 

The Patient Services and Compensation 
Committee is also hard at work strategizing 

on how to overcome barriers to compensation 
for pharmacists’ outpatient clinical services. We 
need to develop new revenue streams in this 
area to maintain and increase the viability of  
our profession. Also, we have been supporting 
the Department of  Managed Health Care 
with the Right Care Initiative (RCI). Our 
contribution to the RCI is trying to develop a 
model where HMO patients in certain health 
plans can get hypertension and dyslipidemia 
management from community pharmacies. The 
outcome is to prove that clinical pharmacists 
in the community can manage patients with 
these disease states and increase their rates of  
goal attainment. This is still in the development 
phase, and we will keep everyone informed 
when it is time to roll out this program. Right 
now we are focusing on the San Diego area, 
and if  anyone in that area wants to participate 
in the management of  these patients, then 
please contact me. 

Last but not least, we are supporting AB977 

(Skinner) Pharmacists: Immunization 
Administration, that we have cosponsored 
with the California Board of  Pharmacy. This 
bill will set up a statewide immunization 
protocol that will allow pharmacists to 
immunize without the need for a physician 
signed protocol. The bill, if  passed, will sunset 
in four years so I am counting on all of  us to 
prove that we can increase immunization rates, 
and do so in a safe manner. 

It has been a busy start to my first 100 days 
as your CPhA President, but if  these efforts 
come together to improve our Association 
and improve the standing of  pharmacists 
in California, then I hope these days will 
never end. No one can do it alone, and I am 
counting on our collective efforts to make 
all our dreams a reality. These things will not 
happen by themselves, but if  all of  us are 
willing to contribute some of  our time, energy, 
and ingenuity to make this happen, then there 
is no limit to what we can achieve. 
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Outlook 2010 took place this year in Long Beach over the weekend 
of  February 4-7, 2010.  Outlook 2010 was a great success. Comments 
such as “Best Outlook in many years,” “Best programming in a long 
time,” were representative of  so many that we’ve received. Contributing 
to these comments was the fact that so many aspects of  the conference 
outperformed members’ expectations. Not only was the House of  
Delegates a lively forum of  debate, but the keynote speakers provided 
outstanding presentations. The awards ceremonies were top-notch, 
complete with inspirational acceptance speeches, while the social events 
were possibly more enjoyable than ever. One of  the greatest draws 
for members is the CE programs, which were again very well attended 
and programmed to meet members’ needs. No conference would be 
complete without a busy Exhibit Hall, and this year was no exception. 
Pharmacy vendors traveled from around the country to meet members 
and discuss their needs. This year brought together an outstanding 
group who were well-versed on the issues CPhA members face in all 
practice settings.

Kick Off Event
The opening session of  the House of  Delegates and the CPhA 

Annual Meeting were held Thursday afternoon. The keynote speaker 
was Dan Garrett, former Senior Director of  Medication Adherence 
Programs for the APhA Foundation, who gave a great presentation 
called the “Business Case for Healthcare vs. Sick Care.” His 
presentation was very well-received and timely, given the House of  
Delegates policy-making opportunities that lay ahead. The keynote was 
followed by an outstanding celebration at the McKesson Presidents’ 
Reception, which included wine tasting and a silent auction fundraiser 
for the Don and June Salvatori Pharmacy Museum as well as for the 
California Pharmacy Student Leadership (CAPSLEAD). A good time 
was had by all and it was a very successful fundraiser. 

Annual Awards Presentations
The CPhA and Pharmacy Foundation awards kicked off  the 

activities for the second day of  the conference on Friday.  The 
Pharmacy Foundation of  California held its ceremony at a breakfast 
meeting and then CPhA held its award ceremony immediately after. (see 
a full list of  winners on the next page).

Following the ceremony, the keynote address was given by Professor 
Jeffery Goad, CPhA’s 2009 president, who gave an outstanding talk 
called “Roll Up Your Sleeves! Pharmacists and the Vaccine Generation.”  
This excellent presentation covered the history of  vaccines, the 
eradication of  a number of  diseases and the rise of  pharmacists as 
the most logical immunizers going forward. He also covered recent 
news about the lack of  a connection between vaccines and autism and 
the retraction of  a critical research paper that was published in 1998 
in The Lancet, a British journal. His presentation was followed by the 
opening of  the Exhibit Hall where student pharmacists gave H1N1 
immunizations free to attendees. This service was sponsored by Ralphs.

Outlook 2010  
Successful Once Again

outlooK 2010

house of Delegates Activities
We had a very lively and productive student caucus 

session leading up to the reference committee hearings 
and the closing session of  the House of  Delegates. CPhA 
Parliamentarian, Mike Pastrick and others, addressed 
the students to help them understand what to expect 
at the House of  Delegates and a provided additional 
background about the issues. Many Local Associations 
also gathered for caucus sessions prior to the close of  the House. 

The closing Exhibit Hall on Saturday was particularly fun and 
informative, as exhibitors and attendees had another opportunity to 
meet and discuss pertinent issues. In addition, more H1N1 vaccinations 
were given along with a great number of  raffle prizes. 

board of Trustees and final Events
The CPhA Board met on Saturday to conduct 

the important business of  the Association while 
others attended CE courses, a film festival 
and then finished the evening with the, once 
again, outstanding AmerisourceBergen/Good 
Neighbor Pharmacy party. 

On Sunday, we had the annual PPSI Bill 
Bacon Annual Breakfast that focused on 
important public health issues and then the 
closing session of  the House of  Delegates 
where important new policies were 
made. We finished the weekend with 
the installation of  the 2010 CPhA 
Board of  Directors, which is now 
led by President Eric Gupta. All in 
all, it was a great conference. We’re 
happy to report that attendance 
numbers were up over 2008, which 
indicates that 
Outlook continues 
to provide members 
with value on a 
consistent basis. 
Please join us 
for Outlook 
2011 in Palm 
Springs, 
February  
11-13. 

by Lynn Rolston, CPhA CEO
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Pharmacy foundation of 
California Award Recipients:
Jane Boggess Advancement of  Pharmacy 

Practice Award - Co-recipients: Helene Levens 

Lipton, PhD and Marilyn R. Stebbins, PharmD., 

Co-Investigators of  the Partners in D Program

Michelotti Public Health Prize Award - 
Elizabeth Helms, Chair of  the California Chronic 
Care Coalition and President/CEO of  the TMJ 
Society of  California 

California Statewide Patient Counseling 
Competition Winner: 
Krystal Pong ~ University of  California, San 
Francisco

Robert C. Johnson Scholarship Recipients 
Jonathan Jazayeri ~ University of  Southern 
California 
Jamie Ky ~ Western Univesity of  Health Sciences 
Kimberly Tsai ~ University of  California, San 
Diego 

CPhA Award Recipients:
Technician of  the Year - Toni Villanueva

Student Pharmacist of  the Year - Bonnie Hui-
Callahan

Distinguished New Practitioner - Veronica 
Bandy

Innovative Pharmacist - Marilyn Stebbins 

Bowl of  Hygeia - Horace Williams 

Pharmacist of  the Year - CPhA’s most highly 
coveted award - Ralph Saroyan

2010 Chapters of  Excellence went to the 
following Local Associations:
Fresno-Madera County Pharmaceutical 
Association 
Orange County Pharmacists Association 
Pharmacists’ Professional Society of  the San 
Fernando Valley 
Sacramento Valley Pharmacists Association 
San Diego County Pharmacists Association 
San Joaquin Pharmacists Association 
San Mateo County Pharmacists Association

2010 #1 Club Members - Jody Stewart and 
Christopher Woo

2010 Lifetime Membership - John Clayton, 
Clarence Hiura and Kent Stacey

outlooK 2010 aWard reCiPieNts
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M ary Ann Koda- Kimble, PharmD joined the ranks of  several 

other California pharmacists before her in receiving the 

Remington Honor Medal this year at the APhA Annual 

meeting in Washington DC. The award is the profession’s “highest  

honor” given by the American Pharmacists Associ9ation (APhA).

In praising Dr. Koda-Kimble, CPhA 
member and fellow award recipient, Dr. 
Robert D. Gibson, wrote “It is not only 
the sheer quality and quantity of  her 
accomplishments, but also her leadership, 
her steadfast dedication, and her sustained 
commitment to education, the public good 
and the advancement of  the profession that 
make her a more-than-deserving nominee.

The Remington Medal Honor is named 
after eminent community pharmacist, 
manufacturer, and educator, Joseph P. 

Koda-Kimble Receives Top 
Honors at APhA Annual Meeting

Remington Medal Honor tops the list of California Awards 

Remington. The award was established in 
1918 to recognize distinguished service and/
or outstanding achievement on behalf  o 
American pharmacy during the preceding year, 
culminating in the past year, or for a sustained 
period of  time. In addition to Koda-Kimble, 
other California Remington Honor Medal 
Award recipients include: Dr. Robert Gibson 
(2006), Richard Penna (2002), Robert C. 
Johnson (1993), Jere Goyan (1992), and George 
Griffenhagen (1991).

Dr. Koda-Kimble is currently the Dean of  

the School o Pharmacy at the University of  
California, San Francisco (UCSF). Dr. Koda-
Kimble, more affectionately known as “Mary 
Ann” by student, began her career nearly 
40 years ago. She was one of  a small group 
of  pioneering practitioners nationwide who 
blazed the train for what would become known 
as clinical pharmacy. She and her colleagues 
realized student pharmacists and practitioners 
needed a textbook uniquely designed for 
their emerging clinical roles. That led to the 
1975 publication of  Applied Therapeutics for 
Clinical Pharmacists, the first textbook of  its 
kind. The book, which is recognized at the 
standard at pharmacy schools here and abroad, 
has had eight additional editions and a change 
of  title, Applied Therapeutics: the Clinical Use 
of  Drugs. 

Dr. Koda-Kimble is a recognized expert 
in diabetes and has shared her vision and 
expertise with others by publishing 36 article, 
16 books and contributing a total of  31 
book chapter. In addition, she has delivered 
more than 209 lectures to lay, professional, 
or scientist audiences around the world, 
including ten prestigious lectures and eight 
commencement addresses.

In recognition of  her accomplishments, 
Dr. Koda-Kimble has received two honorary 
doctor of  science degrees, the APhA Daniel 
b. Smith Practice Excellent Award, and 
the Parker Medal of  the American College 
of  Clinical Pharmacy, which is the highest 
honor given to an individual for outstanding 
contributions to the field of  clinical pharmacy 
in the U.S. In 2008, the APhA Academy of  
Students of  Pharmacy presented her with the 
Outstanding Dean Award.

In 2000, she was elected to the Institute 
of  Medicine, the night pharmacist ever 
so elected. She has served on boards of  
a number of  professional organizations 
including the United States Pharmacopeia 
(USP), The American Association of  Colleges 
of  Pharmacy (XP) where she was also 
president and the American Foundation of  
Pharmaceutical Education (AFPE). 

“Dr. Koda-Kimble has been a major force 
in shaping, advocating and expanding clinical 
pharmacy practice in the U.S. and around the 
world,” a colleague wrote in a nomination 

www.cpha.com
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letter. “Her influence, passion and advocacy 
for clinical pharmacy have never ceased in 
her 38 years at UCSF. Few names in clinical 
pharmacy are as recognizable as Koda-Kimble.

student Pharmacists honor California 
with their Achievements

In addition to the Remington Honor 
Medal Award, several other Californians took 
home high honors. UCSF student pharmacist, 

Krystal Pong won the APhA/ASP National 
Patient Counseling Competition, while Jamie Ky 
from Western University received the Robert 
D. Gibson Scholarship award. The Thomas J. 
Long School of  Pharmacy and Health Sciences 
at University of  the Pacific was also a big 
winner taking home several awards including: 
Innovative Chapter of  the Year Award, 
Operation Heartburn Patient Care Award and 
the membership Achievement Award. The 
USC School of  Pharmacy rounded out the 
awards by winning the following: National 
Operation Diabetes Award (second year in a 
row), Operation Immunization – Region 8, 
Rho chi – Project of  the Year and USC Share 
was a national grant winner. Congratulations 
to the all of  the students for their outstanding 
accomplishments! 

Thomas J. long school of Pharmacy and health sciences at University of 
the Pacific
Innovative Chapter of  the Year Award: 
Brigette Lofholm, Henry Chang, Laura Imanaka, Daniel Perez, Andrea Pangilan, and 
William Mello
Operation Heartburn Patient Care Award – Region 8:  
Johnny Chau, Norena Fonanilla, Tammie Minh Nguyen, and Simon Wong
Membership Achievement Award – 90% or greater of  PharmD enrollment at 
University of  the Pacific
William Mello

University of California, san francisco school of Pharmacy
Patient Counseling Competition Winner 
Krystal Pong

UsC school of Pharmacy
National Operation Diabetes 
Camille Pacis and Aubrey Moreau (Directors) and Dr. William Gong, Advisor (second 
year in a row)
Operation Immunization – Region 8
Michael Harvey and Justin Yee (Directors) and Dr. Jeffery Goad, Advisor
USC Share
Jennifer Fu (Director), National Grant Winner
Rho Chi – Project of  the Year
Michael Pazirandeh, Director of  Mental Health, Dr. Wincor, Rho Chi Chapter Advisor 
of  the Year

western University of health sciences, College of Pharmacy
Robert D. Gibson Scholarship Award
Jamie Ky

Photos provided courtesy of  Dr. Sam Shimomura

California 
Remington Medal 
Honor Recipients

Bob Gibson 2006: A faculty member 
at UCSF for many years, he also 
held a high administrative position 
at UCSF as well. He was APhA 
President around 2001, He is retired 
and resides in Petaluma CA.

Richard Penna 2002: A UCSF 
graduate, I believe he also had a 
faculty appoint at UCSF in the 1960s, 
he left UCSF to take a position on 
the staff  at APhA. He was Ex Dir. 
CEO of  the American Association 
Colleges of  Pharmacy AACP, He is 
now retired and lives in Maryland

Robert C. Johnson 1993: Former 
CEO of  CPhA 1969-1990, Past 
President of  APhA 1974-75, now 
resides in Scottsdale AZ

Jere Goyan 1992: Dean of  UCSF 
for many years, prior to being Dean 
he was on the faculty of  UCSF and 
Univ. of  Michigan, He was a UCSF 
Graduate.  Former Commissioner 
of  FDA 1976-1980. He passed away 
about 2 years ago.

George Griffenhagen 1991: A 
graduate of  USC, a long time 
member of  the APhA staff  1950s to 
2000+ He has resided for many years 
in Vienna Virginia.
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A 
year ago, no one saw the H1N1 flu crisis coming, nor for 

that matter, the natural disasters that plagued various regions 

of  California. As the H1N1 virus grew to pandemic levels, 

patients rushed their local pharmacies and doctor’s offices demand-

ing prescriptions of  Tamiflu®, while public health officials responded 

with a well-rehearsed, but challenging action plan. Meanwhile, fires, 

earthquakes, floods and mudslides occurred throughout the state. 

Many patients and providers were left unprepared. 
The primary goal of  the Synergy 

Leadership Conference is to discuss the 
current issues as they relate to the California 
Strategic Plan for pharmacy and the role 
of  CPhA. The choice of  topics then was 
obvious: discussing the pharmacist’s role in 
emergency response efforts. Not only had the 
H1N1 crisis provided pharmacy a platform to 
prove its value as an immunizing resource, but 
the need for pharmacists involved in public 
health efforts at the local level has grown 
dramatically in recent years. Yet, there are a 
number of  challenges still to overcome in 
mobilizing pharmacists as central figures in 
both the immunizing and emergency response 
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Emergency Planning  
Takes Center Stage
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arenas. As CPhA approached the Synergy 
Conference, it was critical to bring these items 
to the table for open discussion and problem 
solving opportunities. 

CPhA and the Pharmacy Foundation of  
California delivered comprehensive updates 
for each organization, thereby bringing all 
leaders up to speed on the issues, successes and 
challenges over the past year. Afterward, a panel 
of  speakers provided in-depth presentations 
related to emergency preparedness, as well as 
H1N1 planning efforts.

In the first presentation of  the conference, 
Dr. Emmanuelle Schwartzmann of  Western 
University of  Health Sciences presented a 

detailed approach to building emergency 
supply kits both for the home and for 
pharmacy patients. Dr. Schwartzmann, in 
conjunction with her students at WesternU, 
have developed comprehensive “shopping 
lists” to support special patient populations 
such as those undergoing kidney dialysis, 
patients with congestive heart failure, diabetes 
and those with respiratory ailments such as 
asthma or COPD. All of  these emergency kits 
lists can be found on the CPhA website under 
the Emergency Preparedness page.

With personal preparedness thoroughly 
discussed, Louis A. Lallo, PharmD, MBA, Chief  
of  the Emergency Pharmaceutical Services 
Unit (EPSU) for the California Department 
of  Public Health outlined the State’s action 
plan in responding to the H1N1 outbreak, but 
also provided response plans in the event of  
chemical accidents, and acts of  terrorism. From 
his presentation, it was evident that the State is 
well prepared to respond to a variety of  public 
health scenarios and is capable of  distributing 
federal Strategic National Stockpile (SNS) assets 
in a quick and efficient manner. He emphasized 
how valuable it is to have pharmacist’s involved 
with their local county health departments to  
assist with pharmaceutical care issues as they  
arise. He further emphasized that the State is 
well-positioned to provide emergency pharmaceu- 
ticals; however, they do not have the adequate 
personnel to dispense them at the local level. 
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Carl Britto, Chair of the CPhA Emergency 
Preparedness Committee moderates during a 
general session at Synergy.

In the event of  a pharmaceutical emergency, 
the State would:
•	 Coordinate with the Center for disease 

Control and Prevention (CDC) for the 
arrival of  the SNS “Push Package” 
(pharmaceuticals, equipment and supplies) 
in 12 hours or less

•	 Provide support for as long as it is needed
•	 Assist the State in planning for and using 

the SNS materials
•	 Coordinate with the Federal government to 

expand its response resources 
Dr. Lallo finished his presentation by 

saying that the State and Federal governments 
are well prepared to provide what is needed, 
but stressed the importance of  pharmacists 
participation at the local level.”

Next up was Anne Bybee, also with 
the EPSU. She was directly involved with 
emergency response efforts in the aftermath 
of  the September 11, 2001 attack on New 
York, Hurricane Katrina, and many more 
high-profile disasters. Anne has considerable 
volunteer experience under her belt and as 
a former nurse and paramedic, was able to 
translate her experience into an important call 
to action. She stressed the importance that 
volunteer health care providers make in life- 
threatening situations and provided dramatic 
photos of  her experiences to prove her point. 
Anne finished her presentation by pointing out 
the variety of  ways in which pharmacists can 
volunteer at the local level, as she recognized 
that finding the right kind of  fit to suit one’s 
lifestyle is very important. Regardless of  the 
volunteer option chosen, an important first 

step for all pharmacists in California is to 
register with the State’s Disaster Healthcare 
Volunteer database online by visiting www.
healthcarevolunteers.ca.gov. 

 Dr. Jeff  Goad took the afternoon to 
discuss the disease and epidemiology of  the 
current H1N1 influenza pandemic as well 
as strategies to mitigate its spread in patient 
populations. His presentation showed how 
quickly and dramatically the H1N1 virus spread 
throughout the world and provided practical 
measures that all pharmacists could take 
and share with their patients throughout the 
remainder of  the flu season. As the virus had 
reached pandemic proportion in the Northern 
hemisphere long before the typical peak of  
the flu season, it was evident that vaccinations 
were the key to minimizing the severity of  
the illness going forward. His presentation 
reviewed the public and private response to 
the H1N1 pandemic with regard to vaccine 
and antiviral distribution as well as the current 
laws that govern vaccine and medication use by 
pharmacists in California. Dr. Goad stressed 
the importance of  capitalizing on the positive 
role that pharmacist’s have played in the H1N1 
crisis thus far in helping to move immunization 
legislation forward.

Attendees took full advantage of  the 
opportunity to discuss these topics in great 
detail during the workshop sessions which 
followed the keynote presentations. The work 
groups were broken out to discuss the issues 
as follows: 
•	 Basic preparedness efforts for home and 

business: resources for patients and providers 
•	 CPhA as an emergency response resource 
•	 Expanding preparedness efforts in the 

community 

•	 What direction should CPhA take to 
enhance the role of  the pharmacist in 
immunization activities?

•	 What direction should CPhA take to 
enhance the role of  the pharmacist in 
the provision of  anti-influenza drugs?

•	 How can CPhA position itself  to be a 
central figure in the future of  public-
private partnerships for pandemic 
influenza response?
The results of  these work groups were 

presented at a final session on Sunday 
morning of  the conference and provided 
some inspired ideas for CPhA to consider. 
A complete copy of  the Synergy workshop 
notes is available for all members to read 
on the CPhA website on the Emergency 
Preparedness page.

Synergy 2009 was successful in bringing 
decision makers together in a “think-tank” 
fashion to address critical issues facing 
the profession today, and to apply the 
learnings to the California Strategic Plan 
for Pharmacy, and subsequently, CPhA’s 
action plan. Members will see those ideas 
and learnings in action over the course of  
many years and policy-making decisions 
in the future. To share your ideas and 
concerns about the profession, contact 
your Local Association President or your 
Region Trustee. They are your voice on the 
CPhA Board of  Directors and can provide 
valuable insight into how to get your ideas 
addressed. 

Emergency Response Volunteer 
Opportunities
Federal (National Disaster Medical System)
•	 Disaster Medical Assistant Team (DMAT)
•	 Veterinary Medical Assistance Team 

(VMAT)
•	 Incident Response Coordination Team 

(IRCT)
•	 National Pharmacy Response Team 

(NPRT)

State - Emergency Medical Services 
Authority (EMSA)
•	 Register as a Disaster Healthcare 

Volunteer (online)
•	 CalMAT 
•	 Mission Support Team (MST)

Local- Coordinate with County Officials:
•	 Medical Reserve Corps (MRC)
•	 Community Emergency Response Team 

(CERT)

CPhA President Jeff Goad leads the group in 
discussion.

www.cpha.com
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The term “sports medicine” has been de-
fined by several as “the branch of  medicine 
concerned with the treatment of  injuries or 
illness resulting from athletic activities.” It 
stands to reason then that “sports pharma-
cy” would be the “the branch of  pharmacy 
concerned with the treatment of  injuries or 
illness resulting from athletic activities.”

Perhaps the high level of  attention 
given to athletes in the media has inspired 
pharmacists to pursue a career in “sports 
pharmacy.” Until recently there has been 
no such formal educational equivalent to 
my knowledge in the world of  pharmacy, 
although several universities are in the process 
of  developing programs and residencies to 
train pharmacists in this exciting niche.

It is gratifying to serve as this issue’s 
guest editor of  California Pharmacist with the 
focus on sports pharmacy. Far more than 
being an avid or passionate fan, I have had 
the good fortune to experience the world 
of  sports from a privileged position. In 
September 2000, I began a position that 
would eventually lead to an appointment as 
the “official” Team USA pharmacist for the 
XXIX Olympiad in Beijing, China. It was an 
unforgettable experience. One of  the side 
benefits to my work experience has been 
the creation of  a network of  professionals, 

CliNiCal KNoWledGe, researCh, theraPeutiCs

By Mike Pavlovich, PharmD, Guest Editor

The Emergence of 

Sports
Pharmacy

including physicians, athletic trainers, athletes, 
chiropractors, physical therapists, nutritionists, 
performance physiologists, sports psychologists, 
league executives, and others over the 
years. Each gives added perspective to what 
constitutes total care for the athlete.

My goal for the limited space in this issue 
was to give some insight to the sports pharmacy 
world and help others understand some of  the 
considerations that must be made in the delivery 
of  care to athletes, ranging from the “weekend 
warrior” to the elite or professional athlete. 
Input was sought from experts in several 
different fields to bring a wide perspective to 
the reader. Mark Stuart and David Mottram 
bring an international flavour to the roster of  
authors and have provided care to athletes 
during several Olympiads along with several 
other international competitions. Although 
he’s Australian, Mark is coordinating pharmacy 
services during the 2012 Games in London. 
David is the author of  Drugs in Sport. Peter 
Ambrose has long been regarded as an expert 
in the field, having served as a Doping Control 
Officer during several Games and routinely 
provides his expertise to the NCAA by way of  
Drug Free Sport, a nationally-known provider 
of  drug testing services, drug screening 
policies, and drug testing education programs 
in sport. Laura Anderson brings a nutritionist’s 
perspective to the issue and currently serves 

elite athletes through her appointment 
as Sport Dietitian with the US Olympic 
Committee in Colorado Springs. Carina 
Escudero and Lissa Trevino are physical 
therapists with sports medicine practices who 
bring a non-pharmacological approach to 
managing certain sports-related injuries.

One important area pharmacists should 
pay attention to is the recognition of  
infectious diseases and the transmission of  
such between athletes in competition. MRSA, 
influenza and herpes are several of  the more 
common conditions that fit these criteria. 
Their treatment is well-documented and due 
to the community pharmacist’s high level of  
accessibility, it is critical to recognize the signs 
and symptoms of  these conditions for early 
detection. Moreover, it is common to suspect 
the overuse and/or misuse of  antibiotics 
to inappropriately treat viral illnesses due to 
the perception that the athlete (professionals 
especially) must have a pill to take when they 
are not in tip-top condition. Of  course, this not 
unlike what happens in everyday practice, but 
is not considered optimal medication use either.

What great timing for an issue with this 
theme. Hats off  to the Editorial Review 
Committee for their foresight. The Winter 
Olympic Games in Vancouver are nearly a local 
event and are sure to capture the attention of  
sports enthusiasts around the world. 

Pictured above: Mike with another Olympic 
pharmacist in the Beijing polyclinic

About the Author
Mike Pavlovich, Pharm.D. led operations at 
SportPharm in Torrance, California for more than 
eight years and provided services and consultation to 
more than 250 professional, collegiate and Olympic 
sports organizations.

Robert Kerlan MD and Frank Jobe MD are widely regarded as 

pioneers in the field of  sports medicine, dating back to 1958 

with the arrival of  the Dodgers in Los Angeles. Dr. Kerlan 

was named their team physician and Dr. Jobe joined him in 1965, thus 

forging a path for many to follow. 
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iNsuraNCe NeWs

Too often members get caught up in making sure they have the 

right insurance protection for their businesses—the right pro-

fessional liability policy that protects them in their scope of  

practice, the right workers’ compensation policy and a comprehensive 

employment practices policy to help protect them against discrimination 

and third-party liability exposures. 

But when you ask members if  they help 
protect their most important asset—their 
ability to earn an income—the answer is 
usually no. 

If  a disabling injury or sickness were 
to strike, how would you replace your 
income? Give some thought to your income 
needs as well as your eligible benefits from 
your employer, the government, or other 
programs. Consider your additional savings 
or family resources, including a spouse’s 
salary, short-term emergency savings, 
investments, or help from your family. If  
the total is not enough to pay your living 
expenses on a long-term basis, or if  a 
disability would eat away at your retirement 
savings or children’s college fund, a long-
term disability income insurance policy may 

Don’t Forget to Protect Your 
Most Important Asset:

Your Ability to Earn an Income

Marsh Representatives
Thanks to our partners at Marsh for their 
continued support.

Roy Lyons, Executive Director
Sam Baxter
Kimberly Brame
Liz Fogle
George King
Roger Viernes 
 

CPhA Insurance Committee
Gary Thomas, Chair
Gary Basrai
Frank Cable
Kathy Hillblom
Rich Kane
Ken Ross
Wayne Woods

be just what you need.
The California Pharmacists Association 

sponsors a Group Long-Term Disability 
Insurance program underwritten by United 
States Life. If  you are under age 50 on the 
effective date of  coverage, you may apply for 
benefit amounts up to $10,000 per month 
(if  you are age 50, but under age 55 on the 
effective date of  coverage, you may apply for 
up to $6,000 per month). The amount you 
choose can not exceed 60% of  your basic 
monthly pay. 

You may select a benefit period for 
disabilities resulting from an injury or sickness. 
You can choose either: the Two Year Plan, 
which provides benefits for total disability due 
to an injury or sickness for up to 2 years or the 
Long Term Plan, which provides benefits for 

total disability due to an injury or sickness up 
to age 65 (12 months if  total disability begins 
on or after age 64 but prior to age 70). 

For more information about this plan, 
including costs, exclusions, limitations and 
terms of  coverage, or to request a quote, call 
a Marsh Client Service Representative at 888-
926-CPhA. 
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by Mark Chew, CPhA Emergency Preparedness Committee

The Silent Killer…
Being Caught Unprepared for Disasters

plans which can be quickly and conveniently 
downloaded. Visit www.redcrossready.org or 
ready.gov to learn more.

 If  you prefer a quick solution to getting 
your emergency supplies in order, CPhA 
has partnered with a supplier that provides 
member discounts and which can be found 
on the home page of  the CPhA website. 

There’s a recent statistic that has been 
shared by Past President, Jeff  Goad recently, 
that pharmacists are 10 times more likely 
than any other healthcare provider to be 
needed in the event of  an emergency due to 
their accessibility in communities throughout 
America. That’s a daunting reality and a major 
call to action! But first things first. You can’t 
help anyone else until you have provided for 
yourself  and family. Getting a kit, making a 
plan and getting informed are three of  the 
most critical steps pharmacists can take.

Now is the time to prepare, don’t be 
caught saying “I wish I would have…” 

It happens when you least expect it. Many times without warning.  

It may strike day or night with devastating results. It is a world-

wide problem which plagues many high risk people in high risk 

countries. Sound like a heart attack? Would you believe an earthquake? 

Fortunately we can mitigate some of  the 
effects of  this event by preparing today for 
the unforeseen emergencies of  tomorrow. 

As we have seen and heard about the 
devastating earthquakes in Haiti and Chile, 
as well as minor earthquakes in our own 
areas, it should remind us all to review our 
personal emergency preparedness plans and 
supplies. 

Whether earthquakes, floods, fires, or 
severe weather, being prepared gives us a 
sense of  stability when the world around 
us becomes chaotic. Have you started 

a personal preparedness plan and gathered 
supplies together? If  not, there’s no time like 
the present.

Remember to include business preparedness 
in your efforts as well. Update your records, 
backup your electronic data, and make DVD 
records of  your business. Don’t forget to 
include a picture of  a newspaper showing the 
date to serve as a record.

The American Red Cross and the U.S. 
Department of  Homeland Security provide 
comprehensive lists of  recommended supplies 
as well as personal emergency preparedness 
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To professionals the inappropriate use 
of  medications is a topic of  concern and 
requires vigilance to root out offenders and 
create an environment where detoxification 
and behavior modification can change from 
inappropriate to appropriate use.

This issue of  the journal focuses on 
substance abuse from several vantage 
points. Our vision is always to focus on 
the needs of  pharmacy’s various clients 
(i.e., patients, physicians, other health care 
professionals, purchasers, payers, etc.) and 

to determine what information pharmacists 
need to satisfy those needs. In line with this 
vision, the overriding goal for this issue is to 
address substance abuse as a medical problem 
and identify the role that pharmacists play as 
caregivers and patient advocates. Our hope is 
that pharmacy’s clients will see the intimate role 
that pharmacists play in addressing the problem 
of  substance abuse, and that pharmacists will 
“step up to the plate” to assume and expand 
their role in the care team.

To address the pharmacist’s role in substance 

by Craig Stern, PharmD, MBA, FASHP, FACPhA

An Introduction
to the Role of Pharmacists 

in Substance Abuse

Appropriate medication use is a primary goal for clinical phar-

macy. However, appropriate medication use can easily cross 

the line to abuse of  medications and illegal substances. To the 

general public the distinctions between appropriate drug use, potential 

toxicity from medications used appropriately, and the inappropriate use 

of  medications can be confusing. 

abuse we first present a summary of  the 
medical conditions in the Medical Aspects 
of  Addiction. Bill Young, a pharmacist 
and attorney, then provides a focus on the 
pharmacist’s role specifically and the legal 
environment in which they operate (The Role 
of  Pharmacists in Substance Abuse). 

Patient-specific management is introduced 
by an article on the Implementation of  
Opioid Contracts and Management, and 
then expanded upon by a Clinical Practice 
Capsule on Substance Abuse Disorders, and a 
business model on the VA Methadone Clinic 
and the types of  services that are provided to 
manage pain using opiates. We then focus on a 
particular patient type; namely, the pharmacist 
that abuses medications. Virginia Herold of  
the California Board of  Pharmacy details the 
Pharmacist Recovery Program. 

Substance abuse provides a particular 
problem on the general topic of  risk 
management. This issue provides the context 
and the tools. We call on all pharmacists to 
publicize our role in the treatment and oversight 
of  this medical problem.  
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Although it is understood that opioids are 
truly an essential part of  pain management, 
when presented with a patient in the 
outpatient setting with frequent use of  
opioids for pain management, and without 
the benefits of  chart information, the 
community pharmacist is charged 
with the task of  first doing no harm. 
Patient safety is of  the utmost 
importance. The pharmacist tries 
to balance the perception of  
appropriate pain management 
with the potential for abuse. 
Agreements for opioid/
narcotic pain management 
have been used between 
prescribers and 
patients, but have 
rarely involved a 
pharmacist.

The Pharmacist and the Prescriber – 
two sides of the same coin

Without tools for management, and lack 
of  communication with the prescriber, the 
pharmacist may often feel that they do not have 

the ability to best help the patient. The 
challenge is “to fill or not fill,”; tactics are 

employed by pharmacists in an attempt 
to convince patients to take their 

prescriptions elsewhere, or to avoid filling 
controlled substances altogether stating that 
a medication is, “out of  stock, needs to be 
ordered...takes about 2 weeks, we do not carry 
this medication…”. In some cases, even the 
prescribers are singled out as contributing to 
the problems of  fraud and abuse. What has 
been created is an air of  mistrust surrounding 
the utilization of  opioid narcotics, and the 
patients, many of  whom legitimately need 
them for chronic non-malignant pain. 

Providers may also be left feeling that 
they lack the information to make the best 
recommendations for management of  
chronic pain. Typical resources, lab results, 
and imaging may not be available, and pain 
scales by their very nature, are subjective. 
Patients may come to primary care providers 
on pain regimens that were started by other 
providers or specialists. This may cause some 
providers to avoid discussions of  pain and its 

management with 
their patients.

The intent 
of  this article 
is to describe 
methods 
by which 
Pharmacists 
and Prescribers 
can improve 
communication 
and patient 
care by 
collaboration. 
Fishman and 
colleagues 
{Fishman, 2002 
#6} described 
a trilateral 
contract, 
which opened 
communication 
between the 

Implementation of Opioid Contracts 
and Management
by Gary Thompson, DO and Davalyn Tidwell, Pharm.D., BCPS

CliNiCal KNoWledGe, researCh, theraPeutiCs

background and stigma of Opioid/Narcotic Contracts

Pharmacist, Greg Holmquist, BCOP, a Pain/Palliative Care Specialist 

said it best when he said, “It is a war out there…pain is the enemy, NOT 

the patient,” (ref  ASCP mtg 2006) in regards to pain management. It 

may also be prudent to add that prescribers and pharmacists are not the 

enemies either, but are part of  the same team as advocates for patient care. 



 

  figure 2 – Goals of the Contract
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pain clinic, the primary care provider, and 
the patient. In order for the patient to receive 
care, they had to enter into a signed written 
agreement between all three parties. The 
authors found that sixty-five percent of  the 
patients (N=81) signed and participated in 
the agreement. The agreements that were 
not signed were due to lack of  follow-up 
on behalf  of  the patient. The study was not 
designed to evaluate regimens or outcomes 
of  therapy. The valuable lesson learned 
from this study was that collaboration 
amongst providers enhanced willingness 
to work with pain management patients, 
and may help avoid some of  the problems 
associated with opioid prescribing including 
“doctor shopping”. The notion of  the 
trilateral contract can be extrapolated to 
different collaborative settings including 
those that involve prescribers, pharmacists, 
and pharmacy. See Figure 1. The inter-
relationship between the prescribers and the 
pharmacist will be described from both the 
community and ambulatory practice settings.

Developing a Model: Trilateral 
Contracts

Riverside County Regional Med Center 
(RCRMC), located in Moreno Valley, is a 
439 bed hospital, houses more than sixty 
ambulatory clinics including spine, surgical, 
internal medicine, and family medicine. The 
ambulatory clinics average just over 10,000 

patient visits per month.
At Riverside County Regional Medical 

Center (RCRMC), through the out-patient 
Ambulatory Clinics, Pharmacists work closely 
with Prescribers in the clinic 
to assist in the therapeutic 
management of  patients. 
Some of  the Pharmacist’s 
activities include: performing 
chart reviews, assisting in 
medication management, 
providing consultations to 
providers, seeing patients on 
referral, and patient-specific 
formulary recommendations. 
In the Ambulatory Clinics, 
they have implemented a 
multi-disciplinary approach 
to narcotic prescribing 
management. The goal 
of  the Opioid contract is 
to improve patient safety, 
communication, and prevent 
misunderstandings regarding 
the utilization of  opioid 
medications.

The purpose is 
to ultimately create 
responsibility on behalf  of  
the patient to their care plan. 
The contract outlines criteria 
for patient participation, 
goals of  therapy, and 

expectations. The contract attempts to 
improve communication amongst providers, 
a challenge when multiple providers are 
involved, and patient care by opening dialogue. 
The clinic pharmacist is able to interview and 
counsel patients, and act as liaison to pharmacy 
at both the out-patient pharmacy at RCRMC 
as well as community pharmacies. See Figure 2.

When patients present, or requests for 
narcotics are made, the Prescribers are able 
to consult directly with the clinic Pharmacist 
regarding all areas of  medication management. 
Through chart review, and working with 
pharmacies, the pharmacist is able to report on 
current and previous narcotic use, and make 
recommendations to the prescribers including 
adjunctive and alternative therapies. 

The prescribers …

PDMP – PAR – and bNE
Attempts to make sense of  the acronyms 

that govern controlled substance law and phar-

  figure 1 – Trilateral Relationship

Uptat. Dui blaor inibh er si.
Num quisl iliqui te dignibh euissi eraestissis autpat. 
Duisi.Pat pratumm odolort iniamet velit ad tie eros.

Implementation of Opioid Contracts and Management (cont.)
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macy practice can be confusing, yet within 
these systems are tools to assist healthcare 
providers, including the prescribers, and the 
pharmacists within the ambulatory and com-
munity settings. 

The California Department of  Justice 
Prescription Drug Monitoring Program 
(PDMP) website offers tips to combat fraud 
and drug abuse: https://pmp.doj.ca.gov/
pdmp/Guidelines for Combating rx abuse.
pdf. (insert reference) A few of  the tips from 
this list have been included into the narcotic 
contract at RCRMC including: creating a 
pain agreement, devising a system to monitor 
outcomes and evaluate pain relief/response, 
and obtaining patient activity reports (PAR) 
from CURES. The PDMP and CURES 
now offers to Prescribers and Pharmacists 
the ability to access Patient Activity Reports 
(PAR) online. The process of  requesting 
a PAR in the past may have taken up to 
three weeks, now, up to date information 
may be obtained regarding patients within 
minutes. A stated intent of  the program from 
their website, is, “CURES, is committed to 
assisting in the reduction of  pharmaceutical 
drug diversion without affecting legitimate 
medical practice and patient care.” (ref  
website 2) Well informed providers are 
better able to make decisions in the care of  
their patients, and to do so while decreasing 
some of  the negative stigma associated with 
narcotic prescribing. 

Quality Assurance
For any process, it is imperative to have a 

means by which to measure program efficacy 
and outcomes. The danger or fear of  many 
is that an opioid contract becomes a reward 
system for those patients who simply follow 
the rules and do not violate any stipulations 
within the agreement. To avoid “going 
through the motions”, the Pharmacist 
is intimately involved with medication 
management: dispensing, administration, 
safety, efficacy/outcomes, legal concerns, 

as part of  the quality assurance process. The 
Pharmacist will perform initial and quarterly 
chart reviews that address the areas of  
medication management, and assist in the 
reporting of  data markers to the ambulatory 
clinic staff. The pharmacist and the prescribers 
will review opioid usage annually and as 
needed. Criteria for immediate chart review 
have been established including: development 
of  opioid-related side effects, and failure to 
attend regular follow up appointements. See 
Table 1.

The Evolving Role of the Pharmacist
Pharmacists are readily accessible to 

patients, providers, and practice in multiple 
care settings. The pharmacist is the medication 
expert, and is an ideal collaborator with 
prescribers in any practice setting. Their 
relationship with prescribers is evolving, 
and more often pharmacists are included in 
the multidisciplinary treatment team. The 
pharmacist-patient relationship continues to 
grow: the pharmacist provides the patient’s 
medication counseling, can suggest therapeutic 
lifestyle interventions, and review expectations 
and goals of  pharmacologic therapies. 
Pharmacists in all practice settings, especially 

in the community practice environment have 
the opportunity to interact regularly with 
patients who have chronic pain. 

Involvement of  out-patient or 
community pharmacists with contracts, 
and a requirement to utilize only one 
pharmacy may improve continuity of  care 
for the patient. Establishing rapport with 
community pharmacy and involvement in 
the quality assurance process will ease the 
“tug of  war” that can be created when it 
comes to filling controlled substances and 
provide a sense of  relief  for pharmacists that 
enhances their ability to be better medication 
management experts, without feeling like 
they are jeopardizing patient safety or 
their license. Rarely mentioned, though 
undeniably important is understanding and 
compliance with controlled substance laws 
and requirements. Involving the pharmacist 
in the management plan can ease some of  
the frustration in understanding the law; the 
pharmacist has to be intimately aware of  the 
law and have the ability to communicate with 
prescribers and patients.

Narcotic contracts are not the final 
solution to the concerns and stigma that 
surround opioid prescribing. When used 
appropriately, contracts may help in the 
chronic management of  pain for all parties: 
patients, prescribers, and pharmacists.  
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Table 1. Possible Triggers for Chart Review

Positive drug toxicology for illicit drugs

Suspicion of abuse, forgery

Utilization of multiple providers/pharmacies

Failure to show up to appointments

Development of opioid-related side effects

Failure to adhere to guidelines of the contract

Implementation of Opioid Contracts and Management (cont.)
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The law requires the board to contract 
with one or more employee assistance 
programs to administer the PRP. Currently 
the board contracts with Maximus to 
provide the program. The parameters for 
the program are provided for in California 
Business and Professions Code sections 
4360-4373.

Today, the program is open to interns and 
pharmacists, but not open to other board 
licensees such as pharmacy technicians and 
designated representatives. 

As required by California law, the 

program fulfills two distinct functions. The PRP 
serves as a monitoring program to which the 
board may refer pharmacists and interns, and 
under which they can participate in recovery 
while being monitored to ensure public safety. 
Additionally, the PRP is also a confidential 
source of  treatment for pharmacists and interns 
who enter the program on a voluntary basis and 
without the knowledge of  the board. 

Regardless of  the type of  referral into the 
program, all participants are afforded the same 
treatment opportunities in the PRP. 

Once the board learns that a pharmacist or 

intern may be a candidate for the program – 
typically at the early stages of  an investigation 
– board policy is to encourage the licensee’s 
entry into the PRP rather than wait until 
the completion of  the investigation. This is 
most often done by a board inspector who 
will refer the pharmacist or intern informally 
into the PRP at the time an investigation 
for self  use is initiated. While the choice to 
contact the program is a voluntary one for 
the pharmacist or intern under investigation, 
this early intervention assists the licensee 
in recovery, but more importantly protects 
the public. Early intervention and referral 
results in the pharmacist or intern initiating 
treatment and being monitored while the case 
is being investigated. Meanwhile, the board 
will continue to complete the investigation, 
which may result in formal discipline 
mandating participation in the PRP, or in 
some cases license revocation.

All participants entering the PRP are 
evaluated by a licensed clinician. The initial 
evaluation identifies the nature and severity 
of  the problem. Initial recommendations 
are made regarding the treatment and an 
initial treatment contract between Maximus 
and the participant is created based on the 

In 1985, legislation became effective creating the Pharmacists  

Recovery Program (PRP). This legislation requires the board to 

seek ways to identify and rehabilitate pharmacists and interns 

whose competency may be impaired due to the abuse of  alcohol or 

other drugs, or due to mental illness, so that pharmacists and interns so 

afflicted may be treated and returned to the practice of  pharmacy in a 

manner which will not endanger the public health and safety.

The Pharmacists Recovery Program
of the California State Board of Pharmacy

by the Staff of the California State Board of Pharmacy

CliNiCal KNoWledGe, researCh, theraPeutiCs



  

 Spring 2010 California PharmaCist 27www.cpha.com

 

recommendations. Failure to follow the 
signed treatment contract can result in the 
participant being reported to the board as a 
public risk. At this point, the board initiates 
or accelerates the investigation.

The treatment contract for a chemically 
dependent participant typically includes 
total abstinence from alcohol or other mood 
altering chemicals, inpatient or outpatient 
treatment, documented attendance each 
week at 3-5 self-help groups such as 
Alcoholics Anonymous and/or Narcotics 
Anonymous and at least 1-2 additional 
support groups. The support groups are 
conducted under the guidance of  a licensed 
clinician and are comprised of  health care 
professionals in recovery. These support 
groups serve as a forum for a health care 
professional to discuss recovery and may 
be used to confront a participant who may 
be acting inappropriately or who is not 
embracing recovery. 

Random body fluid testing is established 
at frequent intervals to ensure sobriety. 
Failure to maintain sobriety results in 
an immediate cease to practice even for 
voluntary participants under terms of  the 
Maximus contract (to protect the public). 
Many times such relapse results in referral to 
a 30 - 90 day residential treatment program. 
Upon completion of  this residential 
treatment, outpatient treatment is typically 
required in addition to support group 
attendance and attendance at Alcoholics 
Anonymous and/or Narcotics Anonymous 
meetings.

The Pharmacy Review Committee (PRC), 
a committee comprised of  senior board 
staff, the contract manager, and a supervising 
inspector, evaluate all board mandated 
participants’ progress in the program 
every quarter. Through these meetings and 
reports, and from board inspections and 
reports, the PRC recommends when it is 
appropriate for the participant to return to 
work; but the board’s executive officer must 
sign off  on every change. The participant’s 
contract will typically contain pharmacy 
practice restrictions (e.g., the participant 
must work with another pharmacist at all 
times, cannot supervise interns, serve as a 

pharmacist-in-charge). Prior to returning to 
work the participant must designate a work 
site monitor - - typically a pharmacist, who 
is in a supervisory capacity or at least one 
management step above the participant. The 
work site monitor must be aware of  the PRP 
contract and provide regular assessment of  the 
participant’s work performance to the PRC 
members. Monitoring and abstinence are 
important components of  the program.

As a participant continues to gain 
strength in recovery over time, the PRC, 
with approval of  the executive officer, 
will gradually remove the restrictions 
placed on the pharmacist’s practice 
and reduce the treatment contract 
requirements by reviewing compliance with 
the treatment contract, relapse history, and 
seeking input from the support group leader.

Participation in the PRP is usually a three to 
five year commitment. 

A transition phase, which may begin after 
at least 24 consecutive months of  recovery 
and a consistent history of  negative random 
body fluid tests, allows the participant the 
opportunity to be responsible for his or her 
own recovery while still being 
monitored by the PRP. A 
participant who meets all 
the criteria set by the PRC 
for completion and who 
has demonstrated that he 
or she is rehabilitated will 
be successfully completed 
from the PRP after 
completing this transition 
phase.

The board is 
responsible for public 
protection first and 
foremost. While ensuring 
licensees afflicted 
with mental illness or 
chemical dependency are 
treated and rehabilitated 
so they can return to the 
practice of  pharmacy 
safely, this cannot be 
done at the expense of  
the board’s mandate to 
protect the public. 

The first steps to entering the program 
require the pharmacist or intern to contact 
Maximus – to do this, a pharmacist or intern 
must call 1-800-522-9198. Calls to Maximus 
are confidential. There are costs a participant 
must pay for being in the PRP. 
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O
ne autumn day in the not too distant past, Carmen Pack and 

her kids, Troy, 10, and Alana, 7, stepped out of  their Danville, 

California, home to go out for ice cream and a stroll. A car 

being driven by a drunk driver who was also under the influence of  pre-

scription drugs came out of  nowhere and slammed onto the sidewalk. 

The Pharmacists Role in Addressing 
Prescription Drug Abuse

by Bill Young, RPh JD CHC 

Carmen, accompanied by Troy on his 
scooter and Alana on her bicycle, recalls the 
accident: “I saw a car veering toward us and 
then there was a terrible noise.” Troy and 
Alana were struck head on. Alana was killed 
instantly. Within hours, Troy died as well. 
Their father Bob Pack, an internet executive, 
had given up a lucrative job earlier that year 
to spend more time with his family. Those 
plans were destroyed when this tragedy 
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Disclaimer
The views expressed do not necessarily 
reflect the view of  Kaiser Permanente or 
CPhA. This article does not constitute 
legal advice. Author cannot guarantee 
the validity and accuracy of  the state-
ments and information indicated within. 
The information within this article does 
not constitute professional advice. If  you 
need specific advice for a given situation, 
seek a licensed professional for further 
evaluation. The reader is on notice that 
the author cannot be held in criminal 
or civil liability for use of  the informa-
tion in this article to any situation 
whatsoever.
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    understanding of  prescription 

    drug abuse

2. Provide tools and guidance for 

    pharmacist intervention

3. Provide enforcement and reporting 
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occurred. The investigation revealed the 
driver was under the influence of  prescription 
drugs obtained from multiple doctors. 

In this article, we shall discuss the 
subject of  prescription drug abuse including 
its definition, health implications, data, 
symptoms, and sources. We will review 
the work of  California’s Department of  
Justice in order to understand the recent 
enhancements to their CURES system, 
including how to sign up as well as 
address issues of  privacy. We will explore 
the role of  the pharmacist and suggest 
actions that one may take in identifying, 
addressing and reporting Rx drug abuse, 
so that the Pack family’s tragedy can be 
prevented. We’ll review the subjects of  
legal, ethical and professional responsibility 
of  the pharmacist, including benefits of  
taking action, as well as caution towards 
incurring liability. We’ll end with a look at 
the consequences that may arise from an 
enforcement perspective and provide an 
outlook from a rehabilitation perspective. 
The end game is to improve the 
pharmacist’s ability to become a solution to 
prescription drug abuse by patients.

I. Prescription Drug Abuse – An 
Overview

According to the Office of  National 
Drug Control Policy, past year abuse 
of  prescription pain killers now ranks 
second—only behind marijuana—as 
the Nation’s most prevalent illegal drug 
problem. This non-medical use or abuse of  
prescription drugs is a serious public health 
concern. 

According to the National Institute 
on Drug Abuse’s (NIDA) research 
report Prescription Drugs: Abuse and Addiction, 
there are three classes of  prescription drugs 
that are most commonly abused: (1)

The most commonly abused prescription 
drugs are:

•	 Opioid painkillers, such as oxycodone 
(OxyContin) and those containing 
hydrocodone (Vicodin)

•	 Sedatives and tranquilizers, such as 
diazepam (Valium) and lorazepam 
(Ativan)

•	 Stimulants, such as methylphenidate 

(Ritalin) — commonly used to treat 
attention-deficit/hyperactivity disorder 
(ADHD)

Certainly, many Americans benefit from 
the appropriate use of  controlled prescription 
medication, but when abused, we as 
pharmacists know, they can be as addictive 
and dangerous as illegal drugs. It is also of  no 
surprise to surmise that addicted drug abuse 
situations often lead to additional illegal activity 
with possible threats to public safety. 

Therefore, prescription drugs should only 
be taken exactly as directed by a medical 
professional. It is within this context that 
prescription drug abuse poses a unique 
challenge because of  the need to balance 
prevention and enforcement, with the need for 
legitimate access to controlled drugs. 

Definitions
Substance abuse is defined as the misuse of  

legal or illegal substances with the intent to 
alter some aspect of  the user’s experience. It 
may include medications, illicit drugs, legal 
substances with potential mood-altering 
effects (such as alcohol or tobacco), or even 
substances whose primary use may not be for 
human consumption (such as inhaling vapors 
of  chemical products).(2) 

Drug abuse is defined as the use of  a drug 
for a non-medical or non-therapeutic effect. 
Drug abuse may lead to side effects, addiction, 
and disturbing patterns of  behavior. Illegal 
use of  drugs often incur criminal penalty 
in addition to the high potential for social, 
physical, and psychological harm. (3)

Therefore, a person who may have a legal 
prescription may be abusing their privilege to 
consume the drug by misusing it, not for its 
therapeutic purpose, but rather for alternate 
physiological effect as primary motive to one’s 
own social, physical and legal detriment.

Health Implications
As pharmacists we’re very familiar with the 

benefits of  each prescription drug, as well as 
the health risks associated with prescription 
drug abuse, depending on the drug. For 
example, abuse of  opioids, narcotics and pain 
relievers can slow or stop breathing. The abuse 
of  depressants, including benzodiazepines 
and other tranquilizers, barbiturates and 

other sedatives, can result in seizure, 
respiratory depression and decreased heart 
rate. Stimulant abuse can lead to high 
body temperature, irregular heart rate, 
cardiovascular system failure and seizure.
(4) As pharmacists, we have a responsibility 
to educate our patients and heighten the 
awareness of  health risks associated with 
inappropriate medication use.

Prescription Abuse Statistics
According to the 2008 National Survey 

on Drug Use and Health (NSDUH), 
approximately 52 million Americans aged 
12 or older reported non-medical use of  
any psychotherapeutic at some point in 
their lifetimes, representing 20.8% of  the 
population aged 12 or older. Approximately 
6.2 million Americans aged 12 or older 
reported current (past month) use of  
psychotherapeutic drugs for non-medical 
purposes, representing 2.5% of  the 
population.(5) The NSDUH also estimates 
20 percent to 30 percent of  California’s drug 
abusers primarily use prescription drugs.(6)

According to the National Institute on 
Drug Abuse, common prescription drug-
related crimes, include: (7)

•	 Forging prescriptions
•	 Unlawful sale of  prescription 

medications
•	 Attempted Drug Possession without a 

lawful prescription
•	 Prescription fraud by physicians or 

pharmacists
•	 Illegal transportation/distribution/

trafficking of  prescription drugs
•	 Internet marketing of  prescription drugs
In 2008, the state attorney general’s 

office targeted California’s top 50 “doctor-
shoppers,” who visited multiple doctors to 
collect prescriptions for large quantities of  
drugs. As a result, dozens of  arrests were 
made, including a 53-year-old man who 
visited 183 doctors and 47 pharmacies to get 
a variety of  painkillers. (8)

Sourcing- How Abusers Obtain  
Medications

Individuals illegally obtain prescription 
drugs through a variety of  means, such as:
o “Doctor shopping”
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o Prescription fraud
o Illegal online pharmacies
o Theft and burglary (from residences, 

pharmacies, etc.)
o Obtaining from friends or family
o Purchasing off  the street (black market)
o Over-prescribing by provider 

(negligently or deliberately)
A research study was conducted in 

2007 on behalf  of  the National Center on 
Addiction and Substance Abuse (CASA) at 
Columbia University. A total of  210 hours 
was devoted to documenting the number of  
Internet sites dispensing selected prescription 
drugs. Using Internet search engines and 
e-mail advertisements, researchers discovered 
that of  the 187 Internet sites found to be 
selling controlled prescription drugs during 
this period, 157 (84%) did not require any 
prescription. Of  these sites, 52 (33%) clearly 
stated that no prescription was needed, 83 
(53%) offered an “online consultation” and 22 
(14%) made no mention of  a prescription. (9)

Only 30 of  the 187 Internet sites found 
during the 2007 study required a prescription. 
Of  these, 17 (57%) merely required patients 
to fax a prescription, 4 (13%) required that 
a patient mail the prescription and 9 (30%) 
indicated that a doctor would be contacted 
prior to dispensing the drug. (10)

II. Tracking and Prevention – CUREs
History of  CURES

Since 1940, the California Department 
of  Justice has maintained a state 
database of  dispensed prescription 
drugs with a high potential for misuse. 
Today, this prescription information is 

stored in the state’s Controlled Substance 
Utilization Review and Evaluation System, 
commonly known as CURES, which 
contains 100,000,000 schedules II, III and 
IV prescriptions dispensed in California. 
Examples of  drugs that are tracked in the 
state’s database include Morphine, Vicodin, 
Oxycodone, Codeine, amphetamines, and 
analogs of  methadone and opium. 

The Attorney General’s office currently 
receives more than 60,000 requests annually 
from authorized doctors and pharmacies for 
patient prescription history information. Such 
requests were previously processed within 
several days by fax or telephone, which made 
it difficult for doctors and pharmacists to 
review a patient’s prescription history before 
dispensing another controlled drug. 

As a result of  the rising issue of  
prescription drug abuse, the California 
Attorney General, Jerry Brown, worked 
with the Troy and Alana Pack Foundation 
- founded by Bob Pack in memory of  his 
children- to enhance California’s prescription 
database by providing “real-time” internet 
access for law enforcement and medical 
personnel to California’s CURES system. This 
advancement makes it possible for authorized 
individuals to quickly review prescription 
information and identify, and even deter, drug 
abuse and diversion. This is accomplished 
through accurate and rapid tracking, where 
patterns are visible and documented, and 
effective in preventing drug abusers from 
obtaining prescription medications by visiting 
multiple doctors.

It took several organizations, working 
together to develop this new online tool. The 

Troy and Alana Pack Foundation worked 
with Kaiser Permanente, The California 
State Board of  Pharmacy and the California 
Attorney General’s Office to “As a pioneer 
in the development of  online medical 
information, Kaiser Permanente is proud 
to have contributed to the development 
of  the new online database,” said Kaiser 
Permanente Pharmacy Operations 
Professional Affairs Leader, Steven W. Gray. 
“With the aid of  this database, physicians 
and pharmacists will have valuable patient 
history information readily available to 
make the best and safest patient care 
decisions including the ability to identify 
and prevent inappropriate use of  narcotics.”  

In its statement on September 15, 2009 
the California Attorney General’s office 
announced the live launch of  CURES 
from a mail-and-fax format to an online 
database. California Attorney General, Jerry 
Brown cited, the increase in illicitly acquired 
prescription medications and the high-
profile drug-related deaths of  Anna Nicole 
Smith and Michael Jackson, as evidence 
that “have made clear to the whole world 
just how dangerous prescription drug abuse 
can be.” 

The CURES profile contains the patient’s 
name, date of  birth, drug name, drug form, 
strength, quantity, pharmacy name, pharmacy 
number, date of  controlled drug dispensing 
and the prescribing physician information. As 
a result, pharmacists have a tool that is readily 
available to support their judgment prior to 
dispensing controlled drugs. It is a tool that 
enhances medication safety, patient safety and 
public safety. 

How to Register
In order to obtain access to the 

Prescription Drug Monitoring Program 
(PDMP), system Prescribers and Pharmacists 
must first register with CURES by submitting 
an application form electronically at https://
pmp.doj.ca.gov/pmpreg/Signup_input.
action?at=11. More information is available 
at https://pmp.doj.ca.gov/pmpreg/
RegistrationType_input.action.

Privacy 
As outlined in 11165(c) of  the Health & 

Safety Code “Data obtained from CURES 
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shall only be provided to appropriate 
state, local and federal persons or public 
agencies for disciplinary, civil, or criminal 
purposes and to other agencies or entities as 
determined by the Department of  Justice, 
for educational, peer review, statistical, or 
research purposes, provided that patient 
information, including any medical 
prescribers, pharmacists, law enforcement 
personnel for investigative purposes and state 
boards which assist the medical community.”

Hence, only the following individuals 
are permitted access to the real-time data 
regarding patients’ past possession and use 
of  controlled substances:
o Licensed healthcare prescribers eligible 

to prescribe controlled substances
o Law enforcement officials 
o Members of  regulatory boards

o Pharmacists authorized to dispense 
controlled substances

III. The Role of the Pharmacist
Pharmacists can play a key role in 

preventing prescription drug misuse and abuse 
by providing clear information and advice 
about how to take a medication appropriately, 
about the effects the medication may have, 
and about risks of  tolerance and addiction 
when appropriate. Pharmacists are in a 
unique position not only to dispense needed 
medications appropriately, but also to identify 
prescription drug abuse when it exists and help 
the patient recognize the problem in order to 
seek appropriate treatment. Screening for any 
type of  substance abuse can be incorporated 
into routine history taking with questions 
about what prescriptions and over-the-counter 

medicines the patient is taking and why. 
Screening also can be performed if  a patient 
presents with specific symptoms associated 
with drug abuse.

Identifying Symptoms
The vast majority of  pain medications, 

sedatives and stimulants are prescribed 
and dispensed to treat a legitimate medical 
condition. But it can be difficult for a doctor 
or pharmacist to distinguish between a 
person who needs a larger dose to control 
his or her pain, and a person who’s abusing 
prescription drugs.

In general, the following behaviors are 
warning signs of  prescription drug abuse:
	Frequently “losing” prescriptions or 

other similar excuse for replacement
	Patient profile of  prescriptions from 
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more than one doctor i.e. dentist, 
physician, or surgeon.

	Taking higher doses despite warnings
	Forging or altering prescriptions
	Using prescription drugs belonging to 

another person i.e. family member
	Obtaining prescription drug under 

family member name i.e. new or refill 
of  same drug under several family 
member names upon pick up.

Over time, pharmacists should 
note the increases in the amount of  a 
medication needed - which may indicate 
the development of  tolerance - or frequent 
requests for refills before the quantity 
prescribed should have been used. 
Pharmacists will be able to observe in the 
CURES tool, those addicted to prescription 
medications may not only move from 
provider to provider but also use multiple 
pharmacies in an effort to get multiple 
prescriptions for the drug they abuse. 

Courageous Conversations 
Patients may feel embarrassed to talk 

about prescription drug abuse. Pharmacists 
may even feel uncomfortable and unsure 
how to discuss the subject. While we are not 
professional drug rehabilitation counselors, 
we are Pharmacists, and we are in a unique 
position to help our patients with a drug-
related health problem. Having yourself  
and your patient understand the follow five 
points will help. First, it is important to 
recognize the subject of  drug abuse is not 
an uncommon problem. Second, no one 
starts off  intending to become a drug addict. 
Circumstances often lead to unintentional 
results. Third, it’s easier to treat the problem 
before addiction gets worse. Fourth, there 
is an urgency to address the problem before 
dire consequences ensue. Finally, the patient’s 
physician will make the evaluation and refer 
the patient to an addiction specialist or to 
a facility that specializes in helping people 
withdraw from drugs. This way the patient is 
on their way to better health.

As a pharmacist, if  in your judgment 
you have a concern regarding a patient’s 
prescription drug use, here is a 12 step 
guideline* for your consideration:
1. Make a list of  all the medications the 

patient is taking, including the amount of  
medicine in each dose, how often each dose 
is taken and for how long the patient has 
been taking it. Utilize the CURES tool to 
capture data for any drug use not dispensed 
from your pharmacy.

2. Ask the patient to join you in a private 
consultation area for review of  medication 
use history. 

3. Ask the patient what symptoms they take 
each drug for. Ask how severe the symptoms 
are and how long they have had the medical 
condition. 

4. Ask for status of  their medical condition, 
given the amount of  medication use. 
Correlate to escalating drug use in frequency 
and dose to overall health status.

5. Educate the patient on each individual drug’s 
potential for side effects, tolerance and 
addiction. 

6. Ask the patient how they manage 
functionally through the day, at work, at 
home, and when they commute, all under the 
influence of  the prescription drug. Remind 
the patient of  the side effects of  drowsiness 
or dizziness, and the danger of  operating 
dangerous machinery, emphasizing that 
public safety and their own safety may be at 
risk with certain activities. 

7. When your judgment calls for it, express 
your sincere concern for the patient’s well 
being and overall health. Be honest and brave 
to express your concern over excessive use 
leading to possible addiction and prescription 
drug abuse. (See definition above.)

8. Ask the patient of  any family history of  
drug abuse or addiction. Ask the patient 
of  any personal history of  drug abuse or 
addiction. Ask the patient if  they have had 
any concerns in this area.

9. Assure the patient of  your understanding, 
expertise, and availability. Acknowledge the 
difficulty and challenge to stop abusing 
prescription drugs, because if  it was 
easy, no one would become addicted 
to them. Be generous in encouraging 
the patient to seek help if  there is 
acknowledgement of  addiction or 
abuse.

10. Indicate to the patient that you will 
refer the matter to their physician.

11. Call to consult with the patient’s physician. 

Discuss the patient’s medication use, 
history, and express the concerns you have. 
Strive to reach consensus on the matter.

12. After consulting with the physician, 
make your decision on dispensing. Either 
dispense and continue drug use monitoring 
as agreed, or deny dispensing and ask the 
patient to schedule an appointment to see 
their physician. If  consensus could not 
be reached with physician on the matter, 
educate the patient of  your professional 
responsibility, return the prescription to 
the patient and reiterate your concerns 
directly to the patient. The pharmacist 
should keep a documented confidential 
record of  the reasons why, in his or 
her judgment, the decision to deny the 
prescription was made. This may protect 
the pharmacist and the pharmacy in the 
event of  any downstream litigation as a 
result of  the denied dispensing episode.

*Please see disclaimer and section on liability warning.

Appropriate Actions
There are many actions pharmacists should 

take to prevent prescription drug abuse:
	California Pharmacists should register 

and use the online CURES 
prescription 
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 sPeCial Pull-out seCtioN

he 2010 CPhA House of Delegates (HOD) met for its annual  

policy deliberations at Outlook 2010 in Long Beach, California.
The HOD had quite a number of  policies to review in accordance with Standing Rule IV, which requires updates on 
all policies five years or older. In addition, the HOD deliberated on a number of  policies that were submitted as New 
Business and one item that was referred from the 2009 House of  Delegates. 

The HOD also held important elections. Pat Person from Kern County was elected as Speaker-Elect, which is a 
two-year position. Pat will serve the House in 2010 and 2011. Delegates were also elected to represent California 
at both the American Pharmacists Association (APhA) and National Community Pharmacy Association (NCPA) 
conventions. The selected delegates are listed at right:

This year’s meeting of  the HOD was extremely successful as current CPhA policies were streamlined and new policies 
were developed in important and contentious areas such as adequate and reasonable payment for state and federal 
programs, medication management services for the “patient centered medical 
home,” and tobacco sales and government sponsored insurance programs.

Thank you to all the delegates for your time and effort in providing input into 
the policy deliberation and adoption process. The following pages contain 
the policies that were amended and adopted, retained and renumbered and 
repealed. All referred policies will be submitted to the 2010 Policy Committees.
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Retained &  
Renumbered Policies
2010-01 State Sponsored Pharmacist Financial  
 Assistance Programs
2010-02 Any Willing Provider
2010-03 Pharmaceutical Services – General Standards –  
 Purposes and Application
2010-04 Pharmacy Technicians – Ongoing Training
2010-05 Pharmacy Technicians – Training Class

Adopted Policies
2010-06  Association Direction and focus 
The California Pharmacists Association supports the fol-
lowing policies regarding the direction and focus of the 
profession: 
1. The Board of Trustee shall be guided by the healthcare 

environment in determining the direction and priorities 
of the California Pharmacists Association’s activities. 
The activities of pharmacists and ancillary pharmacy 
personnel shall be commensurate with their level of 
education, training, skill and experience. Pharmacists 
and pharmacy services shall be recognized and com-
pensated to reflect their value.

2. The California Pharmacists Association supports the 
development of programs and networks that will distin-
guish pharmacists and pharmacy services in the market-
place. These programs and networks shall be developed 
with the goals of improving patient care and attaining a 
professional and financial advantage for the participants.

2010-07  Drug Importation 
CPhA supports federal laws allowing the importation 
of United States Food and Drug Administration (FDA) 
approved medications by licensed entities following dem-
onstration of their ability to assure safety and reliability 
of imported medications. In the interest of patient safety, 
CPhA opposes importation of FDA approved medica-
tions by patients and/or their agents.

However, CPhA supports federal policy that allows pa-
tients under the care of a physician to import moderate 
amounts of non-FDA approved drugs into the United 
States for their own personal use in the treatment of 
severe, disabling or debilitating conditions. CPhA also 
recognizes the authority and responsibility of the FDA to 
exclude those drug products that present unnecessary risk 
to the patient or might otherwise lead to fraudulent use 
from such importation.

2010-08  Therapeutic Changes
The California Pharmacists Association supports evidence-
based programs that allow pharmacists to make therapeu-
tic changes for the purpose of improving patients’ clinical 
and/or economic outcomes, as well as overall health-
related quality of life. CPhA opposes policies that compel 
providers to alter patients’ medication therapy, when such 
alteration is not in the best interest of the patient.

2010-09  Automated Dispensing systems
The California Pharmacists Association supports the use 

2010  
Delegates
Academy of 
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Pharmacists (2)

Academy of Employee 
Pharmacists (6)

Academy of hospital 
Pharmacists (4)

Academy of long  
Term Care (2)

Academy of  
Managed Care (3)

Academy of Pharmacy 
Educators (2)

Academy of Pharmacy 
Owners (6)

Academy of Pharmacy 
Technicians (2)

Alameda County (4)

Central Coast  
Counties (2)

Central los Angeles (2)

Contra Costa (4)

fresno-Madera  
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hollywood-wilshire (5)

humboldt-Del Norte (2)

Imperial County (2)

Inland Empire (5)
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Redwood Empire (2)

sacramento Valley (9)
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of automated drug delivery systems, remote dispensing 
systems and/ or evolving dispensing technologies to assist 
the pharmacist in the provision of pharmaceutical care.

2010-10  home Testing Kits
The California Pharmacists Association supports pharma-
cists taking an active role in the education and training of 
patients, and/or their caregivers, who use home diagnostic 
or medical testing kits and devices, and other medical ap-
paratus.

Further, the Association advocates the sale and distribu-
tion of such items through health care professionals or 
centers that provide patient training and counseling on 
the appropriate use and interpretation of the product, test, 
apparatus or device.

2010-11  Competency Assessment
The California Pharmacists Association supports the use 
of individual self-assessment processes, the development 
of competency-based assessment tools and the utilization 
of results to guide the pharmacist in continuing profes-
sional development. CPhA opposes the utilization of 
competency examinations as a requirement for renewal of 
a pharmacist’s license.

2010-12  Pharmacist Counseling
The California Pharmacists Association supports  
pharmacists providing appropriate counseling for all  
medications and medical devices, whether prescription  
or non-prescription.

In addition, CPhA supports the provision of supplemental 
information and/or materials to meet the needs of a  
specific patient.

Items of New Business
2010-13 Adequate and Reasonable Payment for  
   State and Federally Mandated Services
2010-14 Medication Management Services –  
   “Patient Centered Medical Home”
2010-15 Tobacco Sales & Government- 
   Sponsored Insurance Programs
2010-16 Pharmacist On-Line Cures

Repealed Policies
Patient Consultation and Supplemental Written 
Information (2006-13)

Referred Items
Manufacturing Pricing Policies
Policing the Rx Forms
Cures, Controlled Substances

Rejected Item
Pharmacy Home (New Business)

The Life Cycle of the

Policy Committee Report
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(continued)

The Life Cycle of the

Policy Committee Report
sTAff

Staff and Speaker review current & sun setting 
policies to determine if they fall appropriately 
under House of Delegates Policies or need review.

Staff and Speaker review all sun setting policies 
from 2005 and all current policies for similarities 
and submit Preliminary Policy Review Report to 
Policy Coordination Team.

Distribute Preliminary Policy Review Report to 
Policy Coordination Team.

#1 - Preliminary Policy Review Report

POlICY COORDINATION TEAM
The Policy Coordination Team divides the policies  
in the Preliminary Policy Review Report among the 
members of the Policy Coordination. Team to 
develop formal background information and  
submit to staff writer for formatting. 

The staff writer compiles & formats the Draft Policy 
Review Report from the Policy Coordination Team’s 
recommendations and background information.

#2 - Draft Policy Review Reports

d

C

b

b

sTAff
The Draft Policy Review Report is distributed to 
the Policy Coordination Team  

b POlICY COORDINATION TEAM
Review and recommend, via email, edits to the 
Draft Policy Review Report

d

sTAff wRITER
Apply Policy Coordination Team’s edits to the 
Draft Policy Review Reports and submit Policy  
Review Reports, via email, to the appropriate 
Policy Committees.

b
#3 - Policy Review Reports C

POlICY COMMITTEEs
Committees have 2 weeks to review the Policy 
Review Report and discuss recommendations 
and one meeting for each committee to solidify 
policy status and language recommendations 
which will go to the House of Delegates at the 
Annual Meeting - Outlook.

b

REPORT wRITER
Recommendations are submitted to the Report 
Writer to compile & format the Draft Final Policy 
Committee Reports from Policy Committees  
recommendations.

d

#4 - Draft final Policy Committee Reports C

POlICY COMMITTEEs
Policy Committees review Draft Final Policy 
Committee Reports and submit changes to  
Report Writer for final edit.

Report Writer to incorporate final edits recom-
mended by Policy Committees thus creating the 
Policy Committee Report.

b #5 - final Policy Committee Reportd
b
sTAff

Distribute Final Policy Committee Reports to 
Policy Committees 

Post Policy Committee Reports on the Website 
and in California Pharmacist Journal.

#6 Policy Committee Reports C
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You Can Affect Change
Call for Policy Committee Members

Even though it seems that we just closed the House of 
Delegates for 2008, it is that time of year again to start look-
ing at CPhA policies that are 5 years old and update them, 
along with referred business from the House and any new 
business proposals.  CPhA needs members who are interested 
in ensuring that our policies reflect what is happening in the 
profession of pharmacy today.  CPhA policies are important 
as they guide the Association in developing positions on both 
state and federal legislation as well as how to respond to me-
dia inquiries.  If you are interested in serving on one of our 
policy committees, contact Theresa Andrews at tandrews@
cpha.com or (916) 337-8877.  Theresa will provide you with 
information on time commitments and procedures.

Call for New Business Proposals
Has something happened in your practice setting or pro-

fession as a whole, that CPhA does not have a policy to ad-
dress? Do you want CPhA to voice your concern on an issue 
that is not being addressed legislatively? Well, now is the time 
to start crafting your new business proposals for consider-
ation by the 2008 Policy Committees. To submit your policy 
proposal go to www.cpha.com/policyproposals. 
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drug use surveillance system to assess 
patient utilization history and look for 
the use of  multiple prescribers and 
pharmacies for any disturbing patterns

	Pharmacists can help prevent 
prescription fraud or diversion by 
looking for false or altered prescription 
forms

	Call the prescribing physician whenever 
there is suspicion or concern over 
appropriate strength, quantity and 
duration of  therapy

	Improve the process of  screening new 
patients and reviewing their profiles 

	Support use of  electronic prescribing 
	Create a database or process of  

monitoring use by high risk patients
	Develop “hotlines” to alert other 

pharmacies in the region when fraud is 
detected in the area

	Use Good faith reporting protocols of  

highly suspicious or unprofessional activity 
to the Department of  Consumer Affairs
o Board of  Pharmacy for concerns 

against a pharmacist or technician 
https://app.dca.ca.gov/pharmacy/
complaint.htm or (916) 574-7900

o Medical Board of  California if  the 
concern is regarding a prescriber 
http://www.medbd.ca.gov/forms/07I-
61.pdf  or (916) 263-2424 

	Report illegal criminal activity to your 
local police department

Since prescription drugs are regulated under 
federal law, you may use the following hotlines 
and forms to provide information about the 
diversion of  prescription drugs into the illegal 
market by individuals and suspicious internet 
pharmacies as well as reporting the illegal sale 
and abuse of  pharmaceutical drugs,.
	Federal Enforcement: Drug Enforcement 

Agency (DEA), Diversion Control Program 

o 1-877-RxAbuse
o To report suspected unlawful sales of  

pharmaceutical drugs on the internet: 
https://www.deadiversion.usdoj.gov/
webforms/jsp/umpire/umpireForm.
jsp

	Federal Regulatory Agency: Food and 
Drug Administration (FDA), 
o To Report a Serious Problem 1-800-

332-1088
o To report unlawful sales of  medical 

or drug products over the internet: 
http://www.fda.gov/Safety/
ReportaProblem/ucm059315.htm 

In addition, the FDA’s successful 
Medwatch program is also used to report 
serious adverse events for human medical 
products, including potential and actual 
product use errors and product quality 
problems associated with the use of  FDA-
regulated drugs. The website address is: 
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https://www.accessdata.fda.gov/scripts/
medwatch/medwatch-online.htm

Preventing or stopping prescription 
drug abuse is an important part of  patient 
care. However, pharmacists should not 
avoid dispensing strong CNS depressants, 
stimulants and painkillers, if  they are needed. 

Legal Responsibility vs. Ethical 
Responsibility

Currently, there is no legislation that 
makes it mandatory, by law, for a pharmacist 
to report drug abuse or diversion. Therefore, 
there may be pharmacy companies who 
do not encourage pharmacist-employees 
to report. There are several reasons for 

this. First, there is a fear the employee may 
unintentionally incur civil liability by acts of  
defamation, false light, contractual interference 
or other tort liability where the employer is 
held responsible. This fear of  downstream 
litigation or liability of  becoming involved may 
also occur where criminal retaliation upon the 
reporting pharmacist incurs liability for the 
employer. There may also be time-consuming 
court appearances that may be required, which 
can be cumbersome for a company to support 
from a replacement staffing or non-productive 
payroll standpoint to send the pharmacist to 
appear. 

However, from an ethical standpoint, one 
may argue that pharmacists have an obligation 
to intervene and contribute to the process of  
deterrence and enforcement. After all, drug 
abuse, by definition, is harm to the patient 
since it is misuse and not for legitimate medical 
purpose. Furthermore, our standards of  
practice cannot be driven by pessimism and fear 
of  the unknown in terms of  legal liability. As 
professionals entrusted with the society’s role 
of  trustee for drug inventory, one may argue 
pharmacists possess an even higher ethical 
responsibility to act especially in light of  their 
higher education in drug knowledge and its 
impact on society. 

The following is the oath of  a pharmacist 
as recited at U.S. colleges of  pharmacy; the 
underlined portions are relevant in considering 
the ethical role of  pharmacists in deterring and 
reporting prescription drug abuse. 

Oath of  a Pharmacist
At this time, I vow to devote my professional life 

to the service of  all humankind through the profession 
of  pharmacy. I will consider the welfare of  humanity 

and relief  of  human suffering my primary concerns. 
I will apply my knowledge, experience, and skills 
to the best of  my ability to assure optimal drug 
therapy outcomes for the patients I serve. I will keep 
abreast of  developments and maintain professional 
competency in my profession of  pharmacy. I will 
maintain the highest principles of  moral, ethical and 
legal conduct. I will embrace and advocate change in 
the profession of  pharmacy that improves patient 
care. I take these vows voluntarily with the full 
realization of  the responsibility with which I am 
entrusted by the public.

Professional Responsibility and 
Professional Liability

Pharmacists are responsible to exercise 
the appropriate standard of  care to provide 
optimal care to their patients. Currently there 
is no legal mandate requiring pharmacists 
to use the CURES system to assess patient 
utilization prior to dispensing. However, 
preventing or stopping prescription drug 
abuse is an important part of  patient care. 
The pharmacist who negligently or recklessly 
dispenses controlled substances to a patient 
where the pharmacist knows, or should have 
known, there is a drug abuse problem, may 
incur possible civil as well as possible criminal 
liability if  the consequences result in public 
harm that could have been prevented had 
the pharmacist exercised a reasonable and 
appropriate level of  care prior to dispensing. 

Modern tools that are low cost, accessible 
and valuable towards achieving quality care 
often quickly become part of  the standard of  
care that is expected of  a reasonably prudent 
pharmacist acting in the best interest of  his or 
her patient. As a reminder of  general tort law, 
pharmacists have a professional responsibility 
to ensure that the overall dispensing process 
of  prescriptions to their patients meets the 
standard of  care that is accepted and expected 
for professionally- licensed pharmacists by 
the California State Board of  Pharmacy to 
provide optimal pharmaceutical care. The tort 
of  negligence or malpractice today would be 
conduct that falls below the standard of  care 
which would be reasonably expected of  a 
pharmacist today. What a pharmacist may be 
liable for tomorrow or in the future, would 
depend upon what the accepted standard of  
care would be of  pharmacists at that time 
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and setting. Pharmacists who fail to meet 
the standard and duty of  care may incur civil 
liability for professional malpractice.

Liability Warning!
Please be advised one should be extremely 

cautious in making assertions and statements 
of  fact. Prescription drug abuse and addiction 
is an extremely sensitive subject with serious 
connotations. One must not make accusations 
or statements or insinuations of  wrong doing 
without clear and convincing evidence. One 
must also be vigilant against shedding a false 
light on a patient or making any statements 
of  fact that are false and can be interpreted as 
defamatory. Please consult an attorney for legal 
advice regarding any specific situation involving 
risk prior to engaging in any interactions which 
may jeopardize pharmacist liability.

Social & Economic Benefits of   
Pharmacist Intervention

•	 Reduction in drug trafficking and 
the abuse of  dangerous prescription 
medications, both of  which often result 
in injury or death.

•	 Decrease in the direct financial losses 
to healthcare providers, hospitals and 
pharmacies that waste time and lose 
productivity when patients “doctors 
shop” to feed their drug addiction or 
engage in other types of  criminal activity.

•	 Limits lost productivity to employers, lost 
wages of  the abusing-employee and drug 
rehabilitation expenses that result from 
prescription drug abuse and addiction.

•	 Lowers the number of  hospital 
emergency room visits that are attributed 
to the misuse, abuse and overdose of  
prescription medications.

•	 Helps begin the process of  recovery for 
the drug abuser

IV. Consequences
Enforcement

In California courts, numerous Health 
& Safety and Business & Professions Code 
Section make it a crime to possess prescription 
drugs in an illegal manner. The following 
statutes are used to prosecute individuals 
engaging in the following common illegal 
activities:

As pharmacists, we all have a generous 
measure of  kindness in our hearts and may 
feel uneasy of  reporting a patient we know for 
illegal conduct, especially because we are aware 
that the consequences for the conviction of  
drug crimes are very serious. Possession or sales 
of  prescription-drug offenses, in violation of  
the California Health and Safety Code, carry 
the possibility of  jail or prison depending on 
whether they are charged as a misdemeanor 
or felony. At sentencing however, offenders 
may seek drug treatment programs in lieu 
of  incarceration if  the judge deems they are 
eligible, i.e. Proposition 36.

California Proposition 36
The Substance Abuse and Crime 

Prevention Act of  2000, also known 
as Prop 36, was an initiative statute that 
permanently changed state law to allow 
qualifying defendants convicted of  non-
violent drug possession offenses to receive a 
probationary sentence in lieu of  incarceration. 
As a condition of  probation defendants are 
required to participate in, and complete, a 
licensed and/or certified community drug 
treatment program. If  the defendant fails to 
complete this program or violates any other 
term or condition of  their probation, then 
probation can be revoked and the defendant 

may be required to serve an additional 
sentence which may include incarceration. 
The act is codified in sections 1210 and 
3063.1 of  the California Penal Code and 
Division 10.8 of  the California Health and 
Safety Code. http://www.prop36.org/index.
php. Knowing there is a viable rehabilitation 
option available to non-violent drug 
offenders may encourage pharmacists to 
report non-cooperative, known drug-abusing 
patients, to the criminal justice system. 

Prognosis
Most pharmacists would agree that 

community drug treatment programs are 
an appropriate and necessary intervention 
for drug abusers, including those who are 
involved with the criminal justice system. 
However, the effectiveness of  drug 
treatment is acknowledged to depend on 
both the individual and the program, and 
on whether interventions and treatment 
services are available and appropriate for 
the individual’s needs. To amend drug 
use attitudes, beliefs, and behaviors, the 
drug abuser must genuinely engage in the 
therapeutic change process where motivation 
is key. (11) This is where the support of  family 
members and assurance of  healthcare 
providers can help. 

Business and Professions Code Illegal activity

BP section 4060 Possession of a controlled substance without a prescription

BP section 4324 Committing forgery to obtain prescription or possession of a 
prescription obtained through a forged prescription.

Health and Safety Code Illegal activity

HS section 11106(j) Selling a controlled substance without permit

HS section 11153 Issuing or dispensing a controlled substance prescription that is 
not for a legitimate medical purpose

HS section 11154 Unlawful prescription if not for treatment, and solicitation of 
unlawful prescription

HS section 11157 Issuing a false or fictitious prescription

HS section 11162.6 Possession of counterfeit controlled substance prescription 
form, or obtaining or attempting to obtain under false pretenses.
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The Pharmacists Role in Addressing Prescription Drug Abuse (cont.)

Conclusion
Harmful prescription drug abuse remains 

prevalent in our society today. The increases 
in non-medical use in recent years have been 
accompanied by increased emergency room 
visits, accidental poisonings, and treatment 
admissions for addiction.(12) Neither a teenager 
nor an adult intends to become a prescription 
drug addict or to begin an intentional journey 
of  drug abuse upon their first encounter 
intending with prescription medications. 
Rather, they can fall victim to the innocent 
seduction of  a positive physiological or 
psychoactive benefit. The situation may have 
even originated from a legitimate medical 
treatment. But humans beings are human 
after all, and too much of  a mood altering 
prescription … can lead to addiction. 

Addicts, when chemically dependent, 
can act in reckless disregard for their own 
welfare and that of  others. They fail to make 
sound decisions and may “do whatever it 
takes” to satisfy their addiction and continue 
their reckless lifestyle. Therefore, prevention 
is critical. Pharmacists need to provide 
education to high risk patients regarding the 
nature of  drug use, and drug abuse, including 
the possibility of  addiction and the physical 

and legal consequences of  
illegal drug use. 

Pharmacists also play a valuable role in the 
screening for appropriate drug use, intervening 
appropriately, and reporting prescription 
drug abuse to the proper authorities when it 
is ethically the right thing to do. The use of  
the online CURES system is also a measure 
of  prevention through which pharmacists 
will have access to information and to make 
informed dispensing decisions that are in the 
best interest of  the patient and the public 
- effectively carrying out their ethical and 
professional responsibilities, and cutting down 
on prescription drug abuse in California.  As 
a result, we as pharmacists will contribute our 
portion to prevent future tragedies similar to 
that experienced by the Pack family, where 
prescription drug abuse results in unbearable 
consequences. For more information about 
CURES contact: CURES 1102 Q St. 6th Fl. 
Sacramento, CA 95811 Phone: (916) 319-9062 
or visit: http://ag.ca.gov/bne/cures.php 
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1. According to the National Institute on Drug Abuse’s (NIDA) research report  
    Prescription Drugs: Abuse and Addiction, the following is a class of prescription 
    drugs that are most commonly abused;
 a. Schedule V Antidiarrheals, such as diphenoxylate and atropine (Lomotil) 
 b. Antibiotics, such as zithromycin (Zithromax – Z Pak) commonly used to 
     treat upper respiratory infection
 c. Stimulants, such as methylphenidate (Ritalin) — commonly used to treat 
     attention-deficit/hyperactivity disorder (ADHD)
 d. Antidepressants, such as citalopram (Celexa) – commonly used to treat 
     depression
2. Drug abuse is defined as;
 a. the use of a drug for a prolonged period of time
 b. the use of a drug in a high quantity
 c. the use of a drug in a high dose
 d. the use of a drug for a non-medical or non-therapeutic effect
3. According to the 2008 National Survey on Drug Use and Health (NSDUH);
 a. approximately 2 million Americans aged 12 or older reported non- 
     medical use of any psychotherapeutic at some point in their lifetimes
 b. approximately 5 million Americans aged 12 or older reported non-medical 
     use of any psychotherapeutic at some point in their lifetimes
 c. approximately 25 million Americans aged 12 or older reported non-
     medical use of any psychotherapeutic at some point in their lifetimes
 d. approximately 52 million Americans aged 12 or older reported non-
     medical use of any psychotherapeutic at some point in their lifetimes
4. The attorney general’s office currently receives the following number of requests 
    annually from authorized doctors and pharmacies for patient prescription history 
    information stored in their CURES database.
 a. 10,000 b. 20,000  c. 40,000  d. 60,000
5. In general, the following behaviors are warning signs of prescription drug abuse:
 a. Frequently “losing” prescriptions or other similar excuse for replacement
 b. Patient profile of prescriptions from more than one doctor e.g. dentist, 
     physician, surgeon.
 c. Patient alters or adds additional refills to prescription form
 d. All of the above 

6. When a Pharmacist has a suspicion of patient prescription drug abuse;
 a. Pharmacist should “tell it like it is” and accuse patient of drug abuse and 
     offer help
 b. Pharmacist should dispense the prescription one more time to avoid conflict, 
     but tell the patient not to come back to your pharmacy again because you 
     don’t want to get in trouble. 
 c. Assume the prescribing physician knows what they’re doing so just dispense it 
     in support of the health care team
 d. none of the above
7. Which of the following statements is true regarding benefits resulting from 
    pharmacist intervention of known prescription drug abuse;
 a. Reducing drug trafficking and the abuse of dangerous prescription 
     medications, both of which may result in injury or death.
 b. Lowering the number of hospital emergency room visits that are attributed to 
     the misuse, abuse and overdose of prescription medications.
 c. Help begin the process of recovery for the drug abuser
 d. All of the above
8. Which of the following statements is true?
 a. A controlled substance prescription may only be dispensed for legitimate 
     medical purpose
 b. A pharmacist may incur possible civil and criminal liability if he/she 
     knowingly dispenses controlled substance prescriptions to a drug addict 
     where the drug abuser subsequently injures someone while operating 
     dangerous machinery under the influence
 c. A pharmacist may be held liable for defamation for recklessly making a 
     statement to his/her technician asserting a patient is a drug abuser when not 
     absolutely certain it is true. 
 d. All of the above
9. According to California Health & Safety Code 11153, it is a pharmacists legal  
    responsibility to dispense any and all controlled substance prescriptions that a 
    prescribing physician has ordered
 a. True b. False
10. The Substance Abuse and Crime Prevention Act of 2000, also known as Prop 36, 
    was an initiative statute that permanently changed state law to allow all drug 
    possession offenses to receive a probationary sentence in lieu of incarceration
 a. True b. False
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D
rug abuse is recognized as a chronic relapsing brain disease 

that places a major burden on society. The mesolimbic dop-

aminergic neurons, originating in the ventral tegmental area 

(VTA) and projecting to the nucleus accumbens (NAc), have been im-

plicated in the reinforcing actions of  addictive drugs. 

Indeed, almost all addictive drugs in 
humans increase the level of  dopamine in 
the NAc (Di Chiara and Imperato, 1988). 
The rise in dopamine in the NAc is thought 
to play an essential role in the initiation of  
addictive behaviors. The transition from 

Clinical Assessment  
of Substance Abuse

by Gollapudi Shankar, PharmD MS, BCPP, CGP, PhC

CliNiCal PraCtiCe CaPsule

occasional drug use to compulsive drug intake 
or abuse involves instrumental and classical 
conditioning. Alcohol, cocaine, opiates and other 
drugs of  abuse bring about neuronal adaptive 
alterations along the mesolimbic dopaminergic, 
corticolimbic glutamatergic neurons and stress 

circuit, and these changes are thought to 
play a critical role in the development and 
maintenance of  drug dependency (for 
reviews, see Hyman et al., 2006; Keely, 2004; 
Koob and Kreek, 2007; Thomas et al., 2008).

factor Affecting Addictive behaviors
Genetic and environmental factors are 

known to play an important role in making 
the subjects predisposed to developing 
addiction. Stress in particular has been 
demonstrated to increase craving and 
relapse of  extinguished addictive behaviors 
in former addicts. Pharmacodynamics and 
pharmacokinetics of  drugs as well as its route 
of  administration have been shown to play 
an important role in the acute euphoric as 
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well as in the development and maintenance of  
addictive behaviors. For example, oral intake 
of  cocaine is not as addictive as its intravenous 
administration.

substance Abuse
Substance abuse refers to the harmful or 

hazardous use of  psychoactive substances, 
including alcohol and illicit drugs. Psychoactive 
substance use can lead to dependence syndrome 
- a cluster of  behavioral, cognitive, and 
physiological phenomena that develop after 
repeated substance use and that typically include 
a strong desire to take the drug, difficulties in 
controlling its use, persisting in its use despite 
harmful consequences. If  a person has never 
met the criteria for dependence on a drug 
but still experiences repeated interpersonal, 
occupational, or legal problems related to drug 
use, or if  a person repeatedly exposes himself  
or herself  to potential serious dangers while 
under the influence of  the drug (e.g., driving 
while intoxicated), a diagnosis of  abuse can be 
made. The problems must be clinically relevant 
(i.e., not just trivial) and must have occurred 

repeatedly, and the diagnosis is to be made only 
in the absence of  evidence of  dependence for 
that substance, a higher priority given to drug 
use than to other activities and obligations, 
increased tolerance, and sometimes a physical 
withdrawal state.

Clinical Assessment for substance  
Use/Abuse:

Chronic drug use induces neuronal 
adaptive changes along the reward, stress 
as well as learning and memory circuits, 
leading to aberrant behaviors characterized by 
compulsive drug seeking and taking behaviors 
despite negative consequences. Clinicians 
begin assessment of  substance abuse with 
focusing on patient life style and pattern while 
questioning to identify whether substance use 
may have contributed in life adversity. The 
input to diagnosis is to document a pattern 
of  substance-related problems, as depicted 
in the DSM-IVTR criteria. It is best to start 
with global questions about problems in 
relationships (e.g., inquiring whether family 
members or other people involved in the 

patient’s life may have complaints about 
the patient), impaired performance at 
school or work (e.g., looking for tardiness 
and absences that might reflect substance 
use), repeated accidents (especially late 
in the evenings or on weekends), and 
legal problems (including driving-related 
difficulties). The clinician should evaluate 
the medical and psychiatric signs and 
symptoms, with close attention to patterns 
of  pathology that appear to change over 
time and keeping in mind the classical 
symptoms of  withdrawal for depressants, 
opioids, and stimulants.

Several scales can help in assessing 
substance-related disorders, because they 
focus on the patterns of  problems that 
characterize substance-related disorders. 
The Drug Abuse Screening Test (DAST), 
which is based on the Michigan Alcohol 
Screening Test (MAST), has one of  the 
best ratios of  ease of  use to sensitivity and 
specificity. This simple set of  20 yes-or-no 
questions regarding drug-related problems 
takes only 5 minutes to administer. 
The health professional may need 
to gather information from 
the patient and, from 
someone close to the 
patient, such as a 
spouse or parent 
(Gavin DR, 1989).

Laboratory 
tests for illicit 
substances 

Table 1: Assessment for Substance Use/Abuse

1. Clinicians might begin assessment of substance abuse with focusing on patient life style and 
identify whether substance use may have contributed in life adversity.

2. It is best to start with global questions to assess (a) problems in relationships, (b) impaired 
performance at school or work, (c) repeated accidents, (d) legal problems.

3. Clinicians should evaluate (a) medical, (b) psychiatric and (c) substance use related  
symptoms.

4. Several scales can help in assessing substance-related disorders, because they focus on the  
patterns of problems that characterize substance-related disorders, like DAST.

5. Laboratory testing is usually a two-stage procedure and necessary for the diagnosis of substance 
abuse related disorders.
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Duisi.Pat pratumm odolort iniamet velit ad tie eros.



44 Cal- i- www.cpha.com

have a limited role in assessment. Most drug 
screens use urine samples, because of  the 
ease of  access and the relatively high drug 
concentrations found in urine, but for a 
result to be positive, the patient would have 
to have taken the substance fairly recently. 
Thus, a person who has severe, recurrent 
substance-related problems but has been 
abstinent for the past several days might 
have a negative result on a urine toxicological 
screening. In addition, a urine test indicates 
only the presence or absence of  a substance 
or its metabolites but it is not qualitative of  
pattern of  drug use.

Laboratory testing is usually a two-stage 
procedure in which a more sensitive but 
less specific test (e.g., radioimmunoassay) 
is performed first; positive results are then 
confirmed by a much more costly, specific 
method (e.g., high-performance liquid 
chromatography or mass spectrometry). 
Several foods and medications (both over-
the-counter and prescription) can yield false 
positive results on the preliminary test. Drug 
tests using saliva, blood, and hair tend to be 
more costly and have their own drawbacks 
and are not used as often as urine tests.

Treating Drug Addiction
Engaging in treatment 

may require to 

integrate several approaches, including 
detoxification, counseling, and the use of  
pharmacotherapies. Several options of  
treatment may be desired for the patient’s 
full recovery. The two main types of  drug 
addiction treatment are behavioral therapy 
and pharmacotherapy. Behavioral therapies 
support patients to stop drug use and teach 
them how to carry out their daily life without 
using drugs, while coping with cravings, 
staying away from drug and conditions that 
could lead to the utilization of  drug, thereby 
leading to prevention of  relapse. Behavioral 
treatments, such as individual counseling, 
group or family counseling, and cognitive 
behavioral therapies also may help patients 
advance their personal relationships and their 
skills at work and to function effectively in 
the community. Several forms of  addictive 
behaviors may be treated effectively with 
medications. These pharmacotherapies 
offset the effects of  the drug on the brain 
and behavior, and can be used to mitigate 
withdrawal symptoms, treat toxicities, and 
cope with drug cravings. Even though, 
behavioral therapy or pharmacotherapy 
approach in many cases may be effective for 

treating drug addiction, there 
are studies showing that 

the combination of  
the two approaches 

is most effective 
to nearly all 
addictions (NIDA 
Web).

The 
American 
Society of  
Health-System 
Pharmacists 
published 

its statement on the pharmacist’s role in 
substance abuse prevention, education, and 
assistance. The scope of  substance abuse 
responsibilities of  pharmacists varies with the 
health care organization’s mission, policies 
and procedures, patient population, and 
community. 
•	 Pharmacists should be involved in sub-

stance abuse prevention, education, and 
assistance.

•	  Pharmacists also can participate in public 
substance abuse education and prevention 
programs schools, colleges, churches, and 
civic organizations 

•	 Community pharmacists should refrain in 
the sale of  alcohol and tobacco products 
(ASHP Statement, 2003). 

•	 Pharmacists also can work with local, 
state, and federal authorities in controlling 
substance abuse 

•	 They also can work with medical labo-
ratories to identify substances of  abuse 
, establish proper specimen collection 
procedures 

•	 Pharmacists can select proper laboratory 
tests to detect the suspected substances 
of  abuse and to detect tampering with 
samples.
Pharmacists are well placed to join in 

the response to this substance use crisis. 
However, despite extensive knowledge, 
pharmacists limit their involvement and 
face many barriers in becoming involved 
in substance use crises. It is time for 
pharmacists to adopt professional role related 
to substance abuse prevention and treatment 
and move from the community pharmacy 
into the community.

One possible cause for this lack of  
involvement is that pharmacy students and 
pharmacists are inadequately trained to 

assess and care for these patients. 
Schools of  pharmacy can play a 
major role in offering the courses 
in theory and practicum to prepare 
students and practitioners to care 
for these patients. In addition to 
strengthening the undergraduate 
experience, we must develop 
residency programs that produce 
experts in the field. If  we fail to 
pursue these issues, pharmacists 
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may be left behind further as providers of  
cognitive services. 
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As a child growing up I read plenty of  comic books, mainly action hero type comics, such 

as Superman, Batman, Spider-man and Iron Man. The other day as I was speaking with 

my Technician and Patient Care Specialist, it occurred to me that as a Pharmacist, we 

have much in common with these Super Heroes. You may find that hard to believe, but when 

you really think the characteristics of  a comic book superhero, it’s not such a stretch. 

 Now let’s take a look into the character of  the Superhero. First of  all, 
only the reader of  the comic book knows that he is a Super Hero. The 
superhero does his good deeds or prevents huge mistakes and events 
from damaging the citizens in the story. Unlike the normal every-day 
hero, the good citizens are unaware of  all that the superhero has done 
to allow them to continue their daily existence with all the interventions 
that he had done. Why, you might ask? This is because in the comic book 
reality, the good citizens never knew that the dangerous threat existed, 
nor did they know that our “superhero” intervened to save the day. Now, 

oN the liGhter side

First of  all, let us analyze the difference between a hero and a 
superhero. A hero is acknowledged as the person who goes above and 
beyond the call of  duty. He is a man of  distinguished courage or ability. 
Society views a hero and praises him for his good deeds, which are 
why he is deemed a hero. If  that same individual fails in some capacity, 
society is very forgiving of  him, since he is human and can make errors 
just like the rest of  us. Many are quick to identify with the hero and 
“cut him some slack”. They will also continue to praise the hero for his 
valiant efforts despite the outcome. 
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does this story line sound very familiar?
As a Pharmacist, you are responsible for improving the quality of  your 

patient’s health care every day. You intervene on your patient’s behalf, 
and possibly stop a life-threatening event from ever occurring to your 
“good citizens” in your “comic” book story. You prevent drug-drug 
interactions, therapeutic duplications; advise your physicians on proper 
dosages of  a medication, newer indications, current trends, and the latest 
studies to improve patient outcomes and quality of  life for your patients. 
In the hero/ superhero context, these are significant contributions. 
Yet, the average patient is unaware of  all of  these things that may have 
occurred. More importantly, they are unaware that you “Prescription Man” 
intervened to save the day.

The average hospital patient is unaware that a pharmacist was ever 
involved as part of  their road to recovery. And when that same patient 
arrives at an outpatient pharmacy, the biggest question that they have to 
ask the pharmacist is “What is taking so long? Can’t you guys hurry up?”

In the comic book world superheroes all live by a “creed.” The creed 
describes the commitment each Superhero is bound to live by. For 
example, every reader knows that Spider man lives by this creed: “with 
great power, comes great responsibility”. By compare, every pharmacist 
knows that with the privilege to practice the art of  pharmacy, there 
“comes” great responsibilities. Every day we are entrusted with the lives 
of  countless patients. We are one of  the very few people authorized to 
handle dangerous medications. We have the ability to write for and handle 
scheduled II-V medications. We have the authority and are expected to 
intervene on the patient’s behalf  to avoid potential poor outcomes, and 
improve the quality of  life for each person for whom we provide our 
services.

A Pharmacist, or shall I say “Prescription Man,” has his share of  
adversarial opponents.

Pharmacists have been battling against poly-pharmacy for years while 
the average patient, as well as other healthcare providers, still does not 
know of  this growing problem. Many providers are guilty of  aiding poly 
pharmacy due to the prescriber’s cascade effect. Time and education will 
hopefully change this pattern, but for now pharmacists must continue to 
intervene. 

A bigger adversary that we face is the villain, “Mr. PBM”. “Mr. PBM” 

has worked very closely with another entity “Corporate-Giant.” The 
two have collaborated together to make it very difficult to interact and 
provide quality patient care. “Corporate-Giant” has worked against 
the professional component of  the pharmacist for years. “Corporate- 
Giant” has catered to the fact that patients want convenience, i.e. 
they want their prescriptions “ready” in a timely manner. They have 
allowed “fast” service to become the standard of  quality. They have 
bought into the mentality that we push a product rather than provide 
a professional service. They have de-valued our professional role, 
and found our “kryptonite” in the form of  contracts. They also have 
teamed up with the “Mr. PBM” who started to control our patients 
in a stealth mode, and eventually lead them to mandatory mail order 
pharmacies and mandatory specialty pharmacies. 

Is this the end for “Prescription Man”? I guess you will have to 
continue to read the comics, or shall I say continue to live the comic 
book life to know the full story. Until then, I urge you to continue to 
be the Superhero that you are, put on your white coat, armed with 
your clinical knowledge, and continue to make a difference in the lives 
of  the patients that you touch. I can honestly say that one day, your 
patients, and fellow healthcare providers will know your true identity. 

by Jeffrey K. Shinoda, PharmD

Comic Book

Your Life  
is Like a  
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The methadone clinics primarily service 
patients who are fighting heroin addiction. 
Heroin binds the µ-opioid receptors in 
the brain to produce its euphoric effects. 
Methadone is aµ-opioid agonist and has been 
highly researched and supported in its ability to 
treat opioid addiction. Methadone treats heroin 
withdrawal symptoms but also makes the street 
drug have less of  an effect so that the use of  

illicit drugs altogether can be reduced. Replacing 
heroin with methadone is a safer way to control 
and monitor opioid dependency. 

The clinics have two components: treatment 
and maintenance. Treatment deals with acute 
situations where patients are admitted, dosed, 
and then gradually weaned off  the methadone. 
Maintenance is more long-term because patients 
continue to come in regularly. Most are Vietnam 

War veterans. The patient population also 
includes the homeless, for which social workers 
play an integral part. To a lesser degree, there 
are some inpatients. The clinics open early in 
the morning to cater to some patients who are 
able to hold normal jobs since methadone does 
not impair cognitive functions. 

Approximate numbers indicate that the 
LAACC facility services 160 while the West 
LA Clinic services 80 maintenance patients. 
Sepulveda does not have the treatment program 
but only has the maintenance program, which 
at the time has 80 patients. Treatment numbers 
for LAACC and West LA were not included 
because these fluctuate greatly on a regular 
basis. The treatment program is open all 
seven days of  the week while the maintenance 
program closes on Sundays. 

A typical routine for a patient who is in the 
maintenance program starts with a regularly 
scheduled meeting with their counselor, 
physician, or psychiatrist. Patients can also be 
subject to random drug urine tests. The drug 
test can only be positive for methadone and 
prescription medications; anything else risks 
their stay in the program. Next, patients are 

Methodone Clinic

by Sara Han, 2012 PharmD Candidate, USC School of  Pharmacy

Description of the practice model (include the practice setting, e.g., ambulatory, 
community pharmacy attached to a multispecialty clinic)   

The Veterans Affairs (VA) is an important part of  the greater 

Los Angeles health care system.The VA has 33 programs, one 

of  which is the methadone outpatient clinic. It is unique for 

one program to have multiple sites of  operation, but the VA’s three 

methadone clinic sites are West Los Angeles, Sepulveda, and the Los 

Angeles Ambulatory Care Center (LAACC) located downtown. Fifteen 

more contracted methadone clinics service the population.

busiNess model
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identified with a photo ID at the pharmacy, 
although most pharmacists have a close 
relationship and recognize their patients. A 
new prescription needs to be written by the 
physician every 90 days and this has to be 
reviewed every 30 days. 

Some patients earn the reward of  extended 
take-home doses. They qualify for this by 
having clean drug tests, negative for “no-
shows”, and exhibit overall behavior that shows 
a genuine effort to reduce their illicit drug 
addiction. The extended reward period allows 
patients to take home anywhere from three 
days to two weeks worth of  medication. Most 
rewards are one week extended take-homes. 

Resource requirements (staffing, 
equipment, capital)   

The methadone clinic has several 
essential components. First, there are a total 
of  six dispensing pharmacists in the VA’s 
methadone program. There is always at 
least one pharmacist staffed per clinic. The 
pharmacists play an integral role in patient 
care. There are regular team meetings when 
different healthcare professionals come 
together to talk about the patients and the 
program, especially the no-show patients. All 
research takes place at the affiliated psychiatry 
sites; pharmacists are not involved with 
research at the methadone clinics. 

A unique component to the clinics is the 
automated machines and AMF computers. 
Each clinic has an automated machine that is in 
turn connected with the other two sites so that 
all three locations communicate centrally at all 
times. All three systems have the same data so 
that the methadone can be dispensed properly 
from any site without discrepancy. This 
innately allows emergency dosing situations 
in the case that one site needs to shut down. 
The computerized information allows easy 
compilations of  methadone bottle or “no 
show” patient summaries. The machines 
require maintenance and contract costs. 

In terms of  dollars, each concentrated 
methadone bottle (1mg/1mL) costs $11. 
Manually measuring exact amounts of  
methadone, a Schedule II controlled 
substance, can be a tedious process. However, 
with the automated machines, the process 
has become much more convenient. The 
machine efficiently dispenses the entered 
amount of  methadone, to which by law, at 
least one ounce of  water is added as a diluting 
agent. Doses at the LAACC maintenance 
clinic range from 2mg to 110mg, with 70mg/
day being the most common dose. Treatment 
doses are titrated so it varies significantly. 

Patients have to ingest the medication and speak 
with the pharmacist on the spot to ensure that 
they have ingested the medication at the clinic. 

Suboxone (buprenorphineHCl) is a Schedule 
II drug tablet that is also dispensed, though at 
a significantly lower frequency. It can only be 
dispensed if  a psychiatrist who works directly with 
the methadone clinic writes the prescription. 

Description of successes both anecdotal 
and measurable   

The maintenance programs measure success 
on a harm reduction model. All patients in 
the program are considered successes because 
the clinics keep them away from abusive drug 
environments; using the monitored methadone 
means they are staying away from illicit opioids. 
Some patients are discharged from the program 
because they are noncompliant or difficult. 
Common examples include dirty urine tests, 
having too many no-shows, or getting into fights 
at the clinic. Other than this qualitative measure, 
success rates are variable because it depends on 
how long the patient has been addicted to heroin 
and how much heroin the patient used to use. 
Ideally, the patients reduce their dose to where 
they no longer need the methadone. 

With treatment patients, success is more 
definitive because the time of  illicit drug use is 
usually shorter. For new patients, the dose of  the 
methadone is titrated until they are weaned off  the 
medication. A key component to success is having 
the patients make environmental changes as 
well. Their lifestyle needs to be adjusted through 
psychological and behavioral counseling. 

limitations of the model or restrictions 
that limit it portability   

The Joint Commission on the Accreditation 
of  Healthcare Organizations (JCAHO) requires 
the methadone clinics to be accredited separately 
from the hospital because JCAHO has a section 
explicitly for methadone. Regulations include 
a maximum number of  patients at each site 
compared to the ratio of  physicians, counselors, 
and psychiatrists available per patient. 

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

The United States Department of  Veterans 
Affairs provides service-connected services to 
veterans at no cost. Service connected eligibility 
entails any disability or disease that was incurred 
while the patient was on duty. In these situations, 
the federal government takes care of  the bill and 
the patient pays nothing. Depending on their 
coverage, some patients have a co-pay; usually a 
30-day supply of  methadone costs $8. There is 

very little payment for services that actually 
occurs at the clinic because most patients 
receive the bill in the mail and pay for a 
month’s worth of  medication each time. 

Any legal, or regulatory issues, or 
restrictions on the model

There are several legal regulations on 
the methadone clinics. Routine inspections 
from JCAHO and the Drug Enforcement 
Administration (DEA) happen at least once 
every 3-5 years. Additionally, the Drug 
Commission also sends a person from the 
Office of  the Inspector General to review 
the program occasionally. Since methadone 
is a Schedule II drug, all the strict regulations 
regarding purchasing and dispensing records 
must be kept current and immaculate.

Federal rules are generally more 
restrictive than state laws; therefore, nearly 
all of  the policies and procedures at the 
clinics follow federal guidelines. Pharmacists 
have a lot of  required paperwork and 
regulatory tracking of  the inventory. Routine 
dose reviews ensure that physicians are not 
just renewing old doses and there is follow-
up for each patient. 

future plans and direction 
The future plan for the methadone 

clinics involves compliance with JCAHO’s 
recommendation for all sites to be open 
7days/week. However, the additional cost 
is something that the program currently 
cannot supply. A possible solution to this 
situation is for the patients to be sent to the 
West LA clinic, which is already open 7days/
week. However, if  patients do not have 
transportation, the VA has to provide this 
transportation. Alternatively, some patients 
may be contracted to outside pharmacies, 
but cost would be a major concern. 

Methadone clinics are standalone 
clinics because they address a very specific 
condition. Methadone can be used as an 
analgesic (as many schedule II drugs are), 
but in the clinics, methadone is used for the 
sole purpose of  treating heroin addiction. 
If  the clinics were incorporated into other 
programs like the pain management clinics 
to cut costs, the patients would not be able 
to receive the additional support specific to 
their addiction. 

About the Author
Sara Han is a 2012 PharmD Candidate at 

the USC School of  Pharmacy. In addition, she 
is the Alpha Iota Pi Pledge Coordinator and the 
Co-Director of  Professional Affairs for KAPSA. 
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The maintenance doses were comparable 
according to early dose confirmation studies 
of  ticagrelor. However, it is not clear if  
the loading doses were compared in these 
studies. Patients were excluded if  they had 
contraindications to clopidogrel, increased risk 
of  bleeding or bradycardia and were taking 
concomitant strong CYP450 3A inhibitors or 
inducers. The primary outcome of  the trial 

was the time to first occurrence of  composite 
death from cardiovascular causes, myocardial 
infarction (MI), or stroke. Occurrences of  
bleeding was also measured and compared. 

Results:
A total of  18624 patients were randomized 

to ticagrelor (n=9333) or clopidogrel (n=9291). 
The primary endpoint occurred significantly 

less often in the ticagrelor arm compared 
with the clopidogrel arm at 12 months 
(9.8 vs. 11.7%, respectively; HR=0.84, 
95%CI 0.77 to 0.92, p<0.001). The rates 
of  major bleeding between ticagrelor and 
clopidogrel did not differ significantly (11.6 
vs. 11.2%, respectively; HR= 1.04, 95%CI 
0.95 to 1.13%, p=0.43 from Supplementary 
Appendix). Dyspnea and asymptomatic 
ventricular pauses during the first week of  
treatment as well as discontinuation due 
to adverse effects were more common 
in the ticagrelor arm. The authors of  the 
study concluded that in patients with ACS, 
ticagrelor significantly decreased the rates of  
vascular death, MI or stroke without the risk 
of  increased overall major bleeding events 
compared with clopidogrel. 

Reviewer’s Analysis:
 There were several important limitations 

to the PLATO trial that threatens the validity 
of  the study including---
•	No details regarding blinding were 

provided. It was only by personal 
communication with lead author Dr. 

PLATO Trial

by Tina Liu, PharmD and Craig Stern, PharmD, MBA FASHP, FCPhA.  
Special Guest Editors: Michael E. Stuart, MD and Sheri A. Strite from Delfini Group, LLC.

Introduction

The Platelet Inhibition and Patient Outcomes (PLATO) trial 

was conducted to determine if  ticagrelor is superior compared 

with clopidogrel for the prevention of  vascular events and 

death in patients with acute coronary syndrome (ACS). Patients were 

included if  they were hospitalized and met specific pre-defined criteria 

for ST-elevated or non-ST elevated ACS then randomized to receive 

either ticagrelor (loading dose 180mg once then 90mg twice daily) or 

clopidogrel (loading dose 300mg once then 75mg daily). 

eVideNCe based mediCiNe reVieW
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Lars Wallentin, clarification was made that 
patients, outcome assessors, investigators, 
data collector and clinicians of  the trial 
were all blinded. This information should 
have been included for better clarity. 

•	No details regarding randomization 
sequence or concealment of  allocation 
were provided.

•	Contamination between the groups 

occurred after randomization. 
•	Possibility of  differences in loading doses may 

affect acute efficacy and safety outcomes.
•	There was greater than 20% discontinuation in 

both groups.
•	Unequal duration of  follow-up may lead to 

potential events not captured.
•	No details regarding how missing data was 

imputed for ITT analysis were provided

•	No details of  censoring in Kaplan-Meier 
analysis were provided. 
Data from this study may be used in 

clinical decision-making; however, more 
studies are necessary to confirm these results 
as several threats to the validity of  the study 
were identified. 

Ticagrelor may offer some advantages 
in certain groups of  patients. Ticagrelor is 

Element Criteria Comments

Study Design 
Assessment

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

-Yes. PLATO was a multicenter, randomized, double-dummy, double-blind trial, 
which represents the gold standard trial design to address questions of therapy.  
Standard clinical outcomes were studied.

Internal 
Validity 
Assessment

Can bias, confounding or chance explain 
the study results? 

-The research question, population, outcome measures, analysis methods, 
population size and level of significance were appropriate.  However, there are 
some threats to the validity in the study methods which are described below.

Selection Bias Groups are 	 appropriate for study

Methods for generating the group 	
assignment sequence are truly random

Concealment of allocation	  strategies 
are employed 

-Threat: no details of concealment of allocation were provided.

-Eligible subjects were randomized to the study arms in a 1:1 ratio from a 
schedule blocked by site but it is not clear if this list was computer generated 
to provide true randomization.  However, baseline characteristics were similar 
in the two groups, suggesting that randomization was successful.

Performance 
Bias

Double-blinding	  employed 

Reasonable 	 intervention and 
comparator used 

No bias or difference, except for 	
what is under study, between groups 
during course of study 

- Threat: the authors stated that the study was double-dummy, double blinded 
and placebo-controlled.  However, no details were given to ensure that all 
investigators, clinicians, outcome assessors and data collectors were blinded, 
thereby potential bias can exist.

-Threat: patients in the two arms may have received different LDs.  Patients 
in the clopidogrel arm who received open-labeled clopidogrel LD did not 
received LD doses of clopidogrel again.  However, patients in the ticagrelor arm 
who received open-labeled clopidogrel may have also received LD of ticagrelor.  
This difference can potentially affect the acute efficacy and safety outcomes in 
the initial phase of the trial.

-Threat: patients were allowed to leave the study at their 6 or 9 month visit if 
the targeted number of primary endpoints were reached.  A uniform duration 
of follow-up to the planned 12 months can ensure that all endpoints that 
occurred up to 12 months were captured.

-Threat: Some of the patients in the ticagrelor arm received clopidogrel within 
24 hours after randomization and this represents contamination.  A sensitivity 
analysis would have been helpful to see if this could have influenced the results.

-The authors did not mention specific co-interventions but the baseline 
characteristics, medications used at admission and discharge, adherence and 
exposure rates to the study drug, as well as rates of PCI with either DES or BMS 
and CABG rates were similar between the two groups throughout the study. 

Attrition Bias Zero or minimal 	 missing data points 
or loss from randomization unless good 
Intention-to-Treat (ITT) Analysis 

-Threat: only 5 patients’ vital status (5/18552= 0.03%) were unavailable 
but the discontinuation rate for both study arms was >20%.  Kaplan-Meier 
estimates were used but the study did not clearly define who was censored.

Assessment 
Bias

Assessors are 	 blinded

Low likelihood of findings due to 	 chance, 
false positive and false negative 
outcomes  

Non-significant findings	  are reported, 
but the confidence intervals include 
clinically meaningful differences

ITT	  performed 

Use of 	 modeling only with use of 
reasonable assumptions

-Threat: it is not specified whether the assessors were blinded, therefore 
potential bias may exist.

-Threat: ITT analysis was performed but the authors did not give details of data 
imputation methods.

- The confidence interval for the primary endpoint was narrow, which provides 
greater precision of the likely possible difference in size of results.  

Chart continued on page 48
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 PLATO Trial (cont.)

Element Criteria Comments

Usefulness 
Assessment 

Clinically significant area + sufficient 	
benefit size = meaningful clinical 
benefit 

-The primary outcome was a clinical endpoint, which provides more meaning 
compared with surrogate outcomes.

-Based on the data provided, the NNT= 53 (ticagrelor prevents 1 adverse 
primary outcomes for every 53 patients treated) and the NNH for major bleeding 
based on the study criteria is 142 (for every 142 patients treated with ticagrelor, 
1 patient will have a major bleed).  If1000 patients were treated, 19 patients 
would receive benefit while 7 patients would be harmed. Ticagrelor reduced 
the primary outcome but increased risk of bleeding compared to clopidogrel.  
However, since the NNT is small (good) and the NNH is larger in comparison 
(good), the net benefit appears to favor ticagrelor.

-Major bleeding between the two groups did not show statistical significance.  
However, further studies may be required to confirm this result since the 
confidence interval shows there can be up to 13% more major bleeding with 
ticagrelor, which can be clinically significant.

External 
Validity 

How likely are research results to be 
realized in the real world?

The trial was conducted in a controlled setting, which may provide different 
results from what could be achieved in the real world setting if a slightly 
different population uses ticagrelor such as in patients who require 
anticoagulation (not included in study).  

Patient 
Perspective 

Advantages and disadvantages of 	
ticagrelor in the patient perspective

Advantage:
-Greater efficacy for the primary outcome.

Disadvantages:
-More expensive.

-Possibility of more non-CABG and intracranial bleeding.

-Possibility of more dyspnea.

-Twice daily dosing compared with once daily.

Provider 
Perspective

Advantages and disadvantages of 	
ticagrelor in the provider perspective

Advantages:
-Useful if a patient’s coronary anatomy is unknown or CABG/ other operations 
is required since ticagrelor has a shorter half life and have less risk of bleeding 
during procedures compared with clopidogrel.

-Clopidogrel may show resistance in some patients and possible drug-
interaction with PPI.

Disadvantages:
-Possibility of more dyspnea and asymptomatic ventricular pauses, may not be 
good in patients with breathing problems or bradycardia/heart blocks without 
functioning pacemaker.

-No data beyond one year (median duration of exposure to study drug was only 
277 days).

BMS=mare-metal stent; CABG=coronary artery bypass graft; DES=drug-eluting stent; LD=loading dose; MD=maintenance dose; NNH=number needed to harm; NNT=number 
needed to treat; PCI=percutaneous coronary intervention; PPI=proton-pump inhibitor

likely safer in the setting of  CABG or other 
operations since it has a shorter half-life 
and is associated with less CAGB-bleeding 
compared with clopidogrel (although at a 
cost of  twice-daily dosing for the patients). 
In addition, ticagrelor is not a thienopyridine 
and is an alternative to clopdigrel when 
clopidogrel resistance occurs or is suspected. 

Overall Grade: B-U (possibly valid and 
useful evidence. However, because of  the 
threats to validity, some uncertainty remains 
for the accuracy of  the results, but threats 
to validity are not sufficient to result in a 
grade of  U, i.e.,uncertain validity and/or 
usefulness). 

About the Author:
Tina Liu graduated from Loma Linda 

University School of  Pharmacy in 2007.  She 
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“It is important to note that symptoms  
of angina are subjective from the patient’s perspective 

and this has the potential of skewing  
the results even more.”
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CPhA 
Member Profile:  
Victor Boissereé

A Man of 
Conviction  
and Many 

Talents
Introduction by George Pennebaker, 

interview by Cathi Lord

Iregret to say that this article about Vic Boissereé has to be preceded by telling you that Vic  

recently passed away. All of  us who worked with him and knew him are deeply saddened. His 

accomplishments are many, and so many of  those were done behind the scenes. I remember 

driving to work with him for several years. It was in my sports car with the top down – me wearing 

my floppy hat and Vic wearing his WWII pilot’s cap. We were the first pharmacists to work on the 

Medi-Cal program. It involved a lot of  presentations before groups of  pharmacists that were not 

always happy folks. Some readers may remember those days.

Vic’s wife Jackie is doing very well. She asks that those who wish to honor Vic do so by 

contributing to the charity of  their choice. If  you want to send a note to Jackie, send it to her  

care of  CPhA at the CPhA office – 4030 Lennane Drive, Sacramento, CA 95834. 

Thank you Vic, for all you did for your fellow pharmacists.                                         George Pennebaker
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Over the last several years, it has been my 
genuine pleasure to work with Vic Boissereé 
as the principal proof  reader of  the clinical 
articles for California Pharmacist. He has been 
our gatekeeper, and I am very grateful for the 
chance to have worked with him. 

Vic was a man who cared deeply about 
things including his profession, his hobbies 
and his family. He had many interests and, in 
his retirement, poured his considerable talents 
into genealogy. His work made for many 
fascinating findings, some of  which are shared 
in this interview. When it came to professional 
pharmacy issues, his passion for participating in 
the policy making process of  CPhA remained 
vibrant until the end, as he participated in the 
2009 CPhA Policy Committee meetings which 
took place at CPhA Headquarters in September 
of  2009. He was a staunch advocate of  health 
care and the needs of  patients. He devoted his 
career to improving quality of  care and shaping 
policy to get the job done. He told many stories 
of  his escapades with his good friend, George 
Pennebaker, and other key CPhA leaders over 
the years including Bob Johnson and Carlo 
Michelotti. He was an impressive character who 
has left a permanent imprint on the profession 
and in the hearts and minds of  those who knew 
him. His passion will long be remembered. 

As you read through the interview that 
follows, it is my hope that you will catch a 
glimpse of  the impact that this man’s career 
has made on the profession of  pharmacy and 
that you will also be inspired to take the bull by the horns, as he did 
throughout his career, in order to make a difference for years to come. 

Q  
What influenced your decision to become a pharmacist?

A I did my undergraduate work at UC Berkeley, originally major-
ing in Chemistry, until I was told I wasn’t going to “make it.” 

Instead I focused on five different fields of geology and graduated in 
1947. My wife’s grandfather owned the largest and oldest pharmacy in 
Hayward called Hayward Drug. Jackie’s father suggested I go to phar-
macy school so I could run the pharmacy along with her family mem-
bers. I graduated from UCSF in 1952. In addition to me, there were 
five pharmacists in the family including her grandfather, her father 
and his two brothers, plus one of Jackie’s grandfather’s brothers too. 

Q  
What compelled you to join CPhA?

A As a brand new pharmacist, I felt it was important to stay on 
top of the issues that would affect my profession and knew that 

belonging to an umbrella organization that represented all facets of 
pharmacy was important. I was interested in seeing CPhA become the 
predominant Association in California since at the time there were 
also two separate pharmacy factions that operated independently of 
one another in the state: one representing Northern California and 
another representing Southern California. 

CPhA 
Member Profile:  
Victor Boissereé

A Man of 
Conviction  
and Many 

Talents

Q As a retired pharmacist, how would 
you complete the following sen-

tence? “My career in pharmacy was well-
spent because…”

A When patients needed us, we were 
there to help. When I was working at 

Hayward Drug, we were always “on call” and 
were often called in the middle of the night 
to fill prescriptions. One time, we even had 
the California Highway Patrol rush a vaccine 
from an Oakland hospital to the pharmacy 
for a patient in need. Hayward Drug was 
“the” pharmacy in town and as a result, we 
were able to take care of a lot of people in 
the surrounding community.

Later in my career, I left community 
pharmacy and went into the Government 
side of  practice, working for the California 
Department of  Health Services. At this level, 
I was able to have an impact on the profession 
in a meaningful way and helped to shape much 
of  the policy related to Federal programs. I 
was part of  the Federal Advisory Committee 
for the Federal Medicaid Drug Formulary and 
was also asked to visit Alaska to counsel the 
native population, which I replied “no” to 
regarding their participation in the program. I 
was able to serve on the Governor’s task force 
for Medi-Cal and worked my way up within the 
Department to become a Deputy Director. I 
worked under three separate Governors and 

was involved in a lot of  policy decisions; which is why I have remained 
so close to the CPhA policy-making process. Decisions that are made 
within our organization have a big impact on State legislation and it’s 
important for members to realize this.

Another career highlight that I’m proud of  was a “Peer-Review” 
system that I helped to develop, which was designed to help 
pharmacists whose licenses were in jeopardy due to allegations of  
unprofessional conduct from the Board of  Pharmacy. The Peer-
Review group would work with pharmacists who were in trouble and 
help them recover in order to maintain their licensure and to get back 
on the “straight and narrow.” The program only existed for a few 
years, but we helped a lot of  pharmacists and were proud to do so.

In addition, I spent my original years working for CPhA under 

Where are you from?  
San Francisco 
Married 61 years to Jacqueline

What is your current membership status?  
Lifetime Member and Honorary Member

How long have you been a member  
of  CPhA?  
Since 1952 – 57 years!

Where did you attend pharmacy school? 
USCF School of  Pharmacy

CPhA Service Record
• Board of  Trustee Representative
• President, Alameda County Pharmacists 

Association
• Treasurer of  CPhA
• Member of  Sacramento Valley 

Pharmacists Association
• CPhA Committees – have served on just 

about ALL of  them
• President, Northern California Chapter 

of  APhA

                      What other professional organizations 
were you a member of ?

• Northern California Chapter of  APhA – 
circa 1960’s

• American Society of  Consulting Pharmacists

Vic sharing a rare book find to support his geneaology research.
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A I think that pharmacist workload is a serious issue that still 
hasn’t been resolved. Pharmacists are working too hard to 

fill quotas and don’t have enough time to adequately provide other 
services. I’m also concerned about the use of mail-order pharmacy 
and the lack of state laws regarding such prescriptions. Perhaps most 
important is the need for all pharmacy groups in California to band 
together to speak with one voice through CPhA. The more organiza-
tions we have, the less representation we get as a unified whole. 

Q Have you had any turning points in your career that have 
impacted the direction that you career has gone in?

A Well yes. The first once came when my wife’s father suggested I 
go into pharmacy school in the first place. There was also a big 

change in my career when I left retail pharmacy and went to work for 
the Government at the Department of Health, and then Health Ser-
vices. That shifted my perspective on how policies were made and the 
importance of getting involved in the policy-making process. 

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

that has helped you to be successful in life?

A I am a very pragmatic individual. I came from an environment 
of a single working parent, generally not around, and am more 

of an opportunist as a result. The transition from “chemist” to “phar-
macist” was an opportunity, as was the transition from “community 
pharmacist” to a pharmacist participating in the development of gov-
ernment-sponsored healthcare delivery systems. These are good ex-
amples of such pragmatism. In addition, the latter transition provided 
numerous opportunities for developing and implementing precedent-
setting policies and procedures. My experience with the Medi-Cal 
program, for example, led to opportunities to travel to Alaska to 
counsel the native Indian populations on their potential participation 
in the Federal Medicaid program and also provide my experience to 
the states of New York and Arizona, as well as an appearance before 
a Congressional Committee. 

CPhA Member Profile: Vic Boissereé (cont.)

the outstanding leadership of  Bob Johnson. For many years, I was the 
Vice President of  Professional Affairs and have remained willing to 
contribute to the Association in any way I could.

Q That’s quite a broad range of experience in your career. 
Now that you’re retired, what type of activities do you stay 

engaged with?

A I’m deep into genealogy, so deep that I like to say “It’s a disease, 
but you can’t die from it.” I have been researching my wife’s fam-

ily and mine for years and have been able to account for 36,000 descen-
dants. As a family of pharmacists, Jackie’s roots can be traced back to 
the first known pharmacist in North America circa 1617: Louis Hébert, 
from France - her 12th great grandfather. The oldest relative I’ve traced 
in her family dates back to an Egyptian Pharaoh. She also descends 
from Henry II of England as well as Russian, Irish, Italian and Span-
ish Royalty. Genealogy is a passion that can be all-consuming and the 
paperwork is never-ending! However, I also keep busy proof-reading 
journals, including California Pharmacist, for several organizations and 
gardening. So, there’s plenty to keep me busy.

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

A I’ve always been able to keep on top of the issues related to phar-
macy by virtue of my membership. But it’s my interest in the po-

litical issues affecting the profession and CPhA’s political advocacy that 
I value most. It’s important to be able to voice my concerns about the 
issues and through CPhA’s House of Delegates, I am able to do just that.

Q What do you feel are the important issues facing  
pharmacy and how does being a member in professional 

organizations make a difference?

Vic with his wife of more than 60 years, Jackie.

Vic proudly shows off photos of his 
Grandparents from their time spent in China.

The oldest relative
I’ve traced in her family dates 
back to an Egyptian Pharaoh.
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UsC school of Pharmacy
By Joyce Choi, ASP Board of  Trustees 
Representative

The University of Southern California 
is situated in a unique location – right 
in the middle of where cultures merge 

and clash, and where the wealthy reside 
alongside the indigent. The demographics 
of Los Angeles provide an interesting chal-
lenge for pharmacy outreach programs, but 
rather than seeing that as a significant bar-
rier, we have embraced this opportunity to 
educate ourselves on cultural competence 
and how to deliver health messages to local 
neighborhoods.

YMCA Outreach 
During the first two months of  the Spring 
semester, USC students took advantage of  
local resources and ethnic holidays to reach 
out to our community. In January, over 30 
students volunteered at the YMCA of  West 
San Gabriel Valley along with local hospitals, 
clinics, and chiropractors to provide 
screenings and educational services to over 
300 participants. While we were delighted to 
be featured in local Chinese papers, we were 
even more impressed with 
our classmates’ abilities 
to communicate 
in Mandarin, 

Cantonese, and Spanish. 
We were excited to hear our 
classmates translate again 
for another health fair with 
the Chinese community in 
April.

Tet Health Fair Outreach
In lieu of  the Lunar 

New Year in February, 
the Vietnamese Pharmacy 
Student Association sent 
65 student pharmacists 
to the Tet Health Fair 
which was held jointly 
with the Tet Festival by 
the Union of  Vietnamese 
Student Associations 
of  Southern California. 
The two-day health fair 
allowed over 400 community residents to 
be screened for diabetes, hypertension, and 
hypercholesterolemia, which are prevalent 
disease states among the Vietnamese 
community. To facilitate participants’ 
understanding of  their health, “health 
passports” detailing various diseases in 
Vietnamese and English were distributed

Mental Health Outreach
During the Fall Semester, the Mental 

Health and Geriatric Care committees 
took on new initiatives including a series 
of  presentations at a local clinic that serves 
homeless and low-income communities 
on Skid Row. On a monthly 

basis, students visit the Weingart Center to 
have an open dialog with curious patients 
receiving mental health care from the clinic. 
So far, presentations on anxiety disorders and 
depressive disorders have been given. 

Geriatric Care Committee 
The Geriatric Care Committee has been 

focusing on a Fall Prevention program, in 
which students learn to identify medication-
related risk factors for falling and present 
such information to the public at health fairs. 
The committee also helped senior citizens 
choose Medicare Part D programs based on 
their medication usage. In November, ASCP 
presented the Geriatric Care Committee 
with a plaque that recognized their efforts 
in promoting senior care pharmacy. This 
semester, the committee plans to work with 
Skull and Mortar Honorary Service Fraternity 
on Senior Prom, a combined prom and health 
fair event at a local senior center. 

Smoking Cessation Program
The Smoking Cessation Program 

completed its first 10-week session of  the 
academic year at the Weingart Center in 
December. In this weekly project, students 
work one-on-one with patients to create 
individual therapeutic regimens, counsel them 
on proper Nicotrol Inhaler use, and motivate 
them to quit smoking. At the completion of  
their first session, the committee helped one 
patient attain this challenging feat and helped 
many more drastically reduce the number of  
cigarettes they smoked per day. The committee 

uNiVersity NeWs

CAMPUS REPORTS

VAPSA Screening: USC student Yekaterina Butylkova preparing to 
measure a participant’s blood pressure at the Tet Health Fair.

USC Students at the Geriatric Outreach event



 

YMCA: Students at the end of January’s YMCA Health Fair
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is back at the Weingart Center again beginning 
their next session with more volunteers to 
help even more patients.

Outlook Honors
While USC continues to promote health 

education and healthful behaviors among 
ethnic, elderly, and indigent communities, 
we also promote the pharmacy profession in 
different ways. At the Pharmacy Foundation 
of  California Pharmacy Film Festival, Tony 
Dao’s and Diana Tran’s film, “Consultation 
Lockdown,” was awarded Best Picture and 
Best Parody, while Matt Keushguerian’s 
“The Pharmacist Network” won the Most 
Educational award. Furthermore, Bonnie Hui 
and Jonathan Jazayeri were awarded CPhA 
Student Pharmacist of  the Year and the 
Robert C. Johnson Scholarship, respectively.

In addition to the aforementioned Senior 
Prom and Chinese Pharmacy Student 
Association health fairs, USC will be 
participating in other health fairs, including 
the Black Barbershop Health Fair and the 
Telemundo Health Fair at the Los Angeles 
Convention Center, as well as the Orange 
County Headstart Health Fair in Santa Ana.

Medical Center and Clinics. In addition, 
an Academy of  Pharmacy Owner’s Wine 
Tasting was held in March. Local CPhA 
and NCPA chapters attended and discussed 
current issues with students while enjoying an 
abbreviated wine tasting lesson.  

Connecting with Pharmacy Professionals
Our chapter recently held “Meet the 

Directors,” an event in which students 
interested in inpatient pharmacy met with a 
panel of  directors from Cedar Sinai, Harbor/
UCLA, Norris, Olympia, and Riverside County 

www.cpha.com
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UCsf school of Pharmacy
By Caroline Lindsay, ASP Board of   
Trustee Representative

Students at the UCSF APhA-ASP 
chapter have been keeping busy with 
professional development events;  

attending CPhA Outlook , the APhA Annual 
Meeting, and reaching out to the community 
through health fairs. But most importantly, 
students learned firsthand the value of  
advocating for their profession through a 
variety of chapter events geared towards 
Legislative Day.

The UCSF chapters of  APhA-ASP and 
CSHP sponsored a “UCSF Legislative Day” 
event on April 5, 2010, to prepare students 
for their visits to the capitol the following 
week. CPhA CEO Lynn Rolston, along 
with Director of  Events, Erin Moeller, and 
President Eric Gupta came to the UCSF 
campus to speak about the importance of  
advocacy in the profession of  pharmacy, and 
to give us a preview of  the issues we would 
be discussing at CPhA Legislative Day.

Following their presentations, Sara Rogers, 
Senator Mark Leno’s Health Consultant, 
spoke about California Senate Bill 810, The 
Universal Health Care Act. Ms. Rogers has 
been working on this issue for several years, 
and presented some strong evidence in favor 
of  SB 810. The money currently spent on 
health care administration costs could instead 
be used to ensure that all Californians have 
access to comprehensive health benefits, 
at no greater cost to the state. UCSF 
Legislative Day was open to the entire UCSF 
community, and we had students, faculty, and 
staff  from many departments in attendance. 
It was the perfect opportunity for student 

pharmacists to demonstrate their interest in 
the policy-making process to students in the 
schools of  medicine, nursing, dentistry and 
physical therapy.

To continue their advocacy, students 
attended CPhA Legislative Day at the Capitol, 
and used their knowledge to educate legislators 
on AB 977 and SB 1029. Many students realized 
how valuable their participation was, as they 
had personal stories which helped explain 
to legislators why they should support these 
bills. Students were surprised to realize how 
much they knew, and how much information 
they could convey to their legislators. After 
their return from Sacramento, Samuel Pitak, 
a second-year student pharmacist, reflected 
on his experience. “I greatly appreciate the 
opportunity to advocate alongside many 
other pharmacists and students. This was my 
second Legislative Day, and it made me realize 
the importance of  continued advocacy.  For 
example, AB 977 was discussed last year, yet still 
most of  the legislators were unclear about the 
bill.  Our representatives need to be reminded 
of  the issues we care about, and it is extremely 
important for us to be diligent in our advocacy.”

For the first time this year, students could 
earn one elective credit for attending UCSF 
Legislative Day, CPhA Legislative Day, and 
our End-of-Session Celebration Banquet in 
May. Students will complete either a written 
assignment such as sending a follow-up email 
to the legislators who they met, or give a short 
presentation analyzing a policy issues relevant to 
pharmacists at the Banquet. We hoped that by 
providing elective credit, we could increase the 
number of  students participating in Legisla-
tive Day, and demonstrate to the faculty our 
commitment to policy and advocacy for our 
profession. We are very excited to continue this 
tradition next year, and increase our impact at 
the Capitol! 

University of California, 
san Diego
By Ohannes Kandilian, ASP Board of   
Trustee Representative

Whether we admit or not, the school 
year is coming to an end. It is spring-
time and June gloom is about to 

dominate La Jolla and keep the students hos-
tage in the library, giving them the final oppor-
tunity to graduate on time. However, make no 
mistake, the year we just had at UCSD was far 
from gloomy. The students understood early 
on that being a member of CPhA is all about 
leading your fellow students towards collective 
objectives and goals, educating the community 
about current and fundamental topics in public 
health, and getting your feet wet by getting 
exposed to real-time pharmacy issues. 

A Year of  Challenge
2009-2010 turned out to be a very 

difficult year financially for many people, 
including small business owners and non-
profit organizations. The financial meltdown 
also affected student pharmacists and local 
organizations. After all, many of  our health 
screenings and local free clinics rely on 
donations from pharmacies and generous 
individuals. Although at times our chapter 
came close, I am glad to report that we were 
able to take on this challenge and organize 
more events than we have done in the past.  

Tet Festival
The largest health screening that UCSD 

student participate in is held during the annual 
Tet (Vietnamese) festival at the beautiful 
Balboa Park. It is a very popular attraction 
amongst San Diegans during the month of  
February. For our members, it serves as a 
bridge between our studies in the library and 
reality. For our patients, aside from discovering 

Caption: UCSF students rally on the Capitol steps at Legislative Day 2010 in Sacramento

Michelle Hughes at Kobey’s Swap Meet at the 
Sports Arena, San Diego
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the value of  their systolic blood pressure or 
the total cholesterol level and what they mean; 
it also reminds them that when it comes to 
their health-care, their pharmacist could be 
the first person to address their concerns to 
or guide them towards the right health-care 
professional who specializes in a specific field. 
Therefore, we encourage many local CPhA 
chapters to collaborate with the students and 
organize more large-scale health screenings to 
be visible in the community.  

Reaching Out to Pre-Pharmacy Students
The chapter also invited undergraduate 

students from the UCSD Pre-Pharmacy 
Society and paired them up with our members 
to guide and mentor them. In addition, our 
chapter members conducted mock interviews 
and round table discussions to give them a feel 
of  the pharmacy school application process. 

Future Plans
Looking ahead, with the hard work of  

one of  our devoted members, David Ha, our 
chapter is in the process of  establishing a 
permanent diabetes screening station at the 
UCSD-affiliated free clinics. 

Finally, although difficult to understand at 
times, political activism and advocacy are the 
essential tools to keeping up with the ongoing 
changes in Sacramento and Washington. Learning 
from the other schools that have taken on the 
task over the years of  encouraging their members 
to get involved in the political process, we are 
pleased to announce that our chapter is working 

House of Delegate participants from UCSD at Outlook pictured from left to right: David Ha, Tim Bassell, 
Christina Sejersen, Rachel Sperling, Christine Luu, Ohannes Kandilian, Alex Engelmann, and Stephen Rettig

on having an annual legislative day in hopes of  
creating a student pharmacist lead advocacy 
powerhouse in La Jolla. Although we are the 
school which is farthest from Sacramento, we 
have the same interests and enthusiasm as one 
that might be the closest to the capital.

It is an exciting time to be a student 
pharmacist… Believe me.	

1/2 pgae ad here??????•	
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Pharmacy Law 
Specialists 

Law Offices of Brown & Brown
Donald B. Brown
Adam B. Brown

FREE
CONSULTATION
(310) 792-1315

58 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.brownlawoffices.net

PhARMACIEs

Selling your pharmacy?

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

Pharmacy Broker Specialist

Our marketing is second to none
Hundreds of qualified buyers
Numerous satisfied clients

Free valuations and consultation
No fee unless we sell your

Pharmacy at a price you agree with

www.SunbeltCA.com

 
Pharmacy lawyer
37 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

Professionals, 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
RONMARKS@PRODIGY.NET

(818) 347-8112
www.ronmarks-law.com

 

lEGAl sERVICEs

Pharmacy Priced to Sell 
Owner ready to retire. Profitable

Beautiful Rural Northern California
Gerald Bendix, Broker DRE 01472068

(530) 917-6600

INDEX Of ADVERTIsERs
 2 Health Mart
 4 CPhA Legislative Day
 7 CPh-PAC
 9 Pharmacy Defense Fund of CA
13 Marsh
 15 Cardinal Health
 23 Analytical Research Laboratories
 27 American Red Cross
 31 QS1
 35 Ready.gov
 36 Pharmacy Quality Commitment
 43 Rx Relief
 53 CPhA Career Center
 54 Analytical Research Laboratories
 54 Asereth Medical Services, Inc.
 55 Buy Sell Pharmacy
 57 Asereth Medical Services
 59 Cerner Etreby
 60 Good Neighbor Pharmacy

Pharmacy license 
Attorney

Former Deputy Attorney General 
defends health-care professionals 

facing discipline due to misconduct, 
substance abuse, ethics violations or 

civil or criminal charges. 

Experience representing state agencies 
and licensees in Administrative and 

Disciplinary Proceedings. 

Experience serving on Licensing Board 
as member California Committee of 

Bar Examiners (2000 – 2004). 

Member: California Academy 
of Attorneys for Health Care 

Professionals; California Association 
of Disciplinary Defense Counsel. 

Call now for free half-hour consultation

law Offices of  
Zachary D. wechsler

Pharmacy Board License Attorney
6060 Center Drive, Ste. 825

Los Angeles, CA 90045

310.642.4600
or www.zdwlaw.com

Advertise Here 

(916) 779-4517
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