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Working with the CPhA to
Secure the Future of
Independent Pharmacy.
To help you maintain and grow your business,
Health Mart delivers a complete solution driven by
three principles of successful retailing:
1. Attract New Customers
with national and regional advertising, public
relations campaigns, distinctive consumer-preferred
branding and décor, and local marketing tools.
2. Maximize the Value of Existing Customers
with innovative in-store and clinical programs to
help you generate new revenue streams and provide
better care for your patients.
3. Enhance Business Efﬁciency
with solutions to ensure you receive your
reimbursement dollars and competitive pricing on
generics plus an integrated technology portfolio
to help increase back-end efﬁciency.

Health Mart ranked “Highest in
Customer Satisfaction Among Chain
Drug Store Pharmacies in a Tie” in the J.D.
Power and Associates 2011 National
Pharmacy StudySM

Health Mart pharmacies received the highest numerical score in a tie among chain drug store pharmacies in the proprietary J.D. Power and Associates
2011 National Pharmacy Study.SM Study based on 12,360 total responses, and measures 7 chain drug store pharmacies. Proprietary study results are
based on experiences and perceptions of consumers surveyed June–July 2011. Your experiences may vary. Visit jdpower.com.

© 2011 Health Mart Systems, Inc. All rights reserved
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Independent Business Solutions

Your passion for Independent
Pharmacy, our passion for you…

A perfect partnership
Independent pharmacy practice and ownership is a tremendously
rewarding experience, both personally and professionally. To be successful,
you need an industry-leading partner you can count on — one who
understands your business, your brand and the challenges you face.
Cardinal Health can be that partner! Our goal is to help you become
more successful and be the brand you want to be.
For more information, contact:
Northern California Distribution Center
Dave Ellis
Pacific North Region, Director of Sales
3238 Dwight Road
Elk Grove, CA 95758
Office: 916.394.3136
Cell: 916.216.4660
Fax: 916.394.3093

Southern California Distribution Center
Andy Grant
Pacific South Region, Director of Sales
27680 Avenue Mentry
Valencia, CA 91355
Office: 661.295.6115
Cell: 916.224.0097
Fax: 661.294.8292

© 2011 Cardinal Health. All rights reserved. CARDINAL HEALTH, the Cardinal Health LOGO, and Essential to care are trademarks or
registered trademarks of Cardinal Health. All other marks are the property of their respective owners. Lit. No. 1RI8109 (11/2011)

cardinalhealth.com

Byron Yoshino
President/CEO
Pharmacare Hawaii
Infusion/Specialty
and LTC Pharmacy
DMEPOS

I’m an EP!
I

f your pharmacy’s business operations are as
complex as Byron Yoshino’s — requiring Infusion,
Specialty, LTC as well as Medicare “deemed”
DMEPOS accreditation, The Compliance Team’s
Exemplary Provider™ (EP) programs can be customized
to ﬁt your speciﬁc needs.
In fact, The Compliance Team is the nation’s only
CMS “deemed” healthcare accreditation organization
for pharmacy DMEPOS to offer customizable, productline and service-speciﬁc, 3-year programs that feature
the industry’s ﬁrst plain-language quality standards in
addition to including expert mentoring, manuals, self-

assessment checklists, corporate compliance/anti-fraud
plans, and electronic patient outcomes benchmarking.
The same holds true for our Exemplary Provider™
accreditation programs for Infusion/Specialty and LongTerm-Care pharmacy operations. Our emphasis on process
simpliﬁcation is the key. It will allow you and your staff to
focus on what really matters most to your patients —
Safety-Honesty-Caring™.
For detailed information about our industry-leading
Exemplary Provider accreditation programs for pharmacy,
please call us at 215.654.9110 or visit us at our web site,
TheComplianceTeam.org.

HEALTHCARE
ACCREDITATION
ORGANIZATION

VOLUME LIX NO. 2 SPRING 2012

2012
California
Pharmacist Journal

SPRING

California Pharmacist (SSN 07390 4 8 3) i s p u b li s h e d q u a r t e r l y
on or about February 1, May 1,
August 1 and November 1 by the
California Pharmacists Association,
4030 Lennane Drive, Sacramento,
CA 95834. California Pharmacist is
distributed as a regular membership
service, paid for through allocation of
membership dues. Subscription rate is
$80 per year domestic; single copies
are $20. The international rate is $100
per year; $30 per copy. Periodicals
postage paid at Sacramento, California
and at additional mailing offices.
Postmaster: send address changes to
California Pharmacist, 4030 Lennane
Drive, Sacramento, CA 95834.
Publisher assumes no responsibility
for unsolicited material. Manuscripts,
artwork, and photographs must
be accompanied by stamped, selfaddressed envelopes, if return is
desired. Letters to the editor are
encouraged; publisher reserves the
right to edit and publish, in whole
or in part, all letters received. Byline
articles express the opinions of the
authors and do not necessarily reflect
the view or policies of the California
Pharmacists Association. Nothing in
this publication may be reproduced in
any manner, either in whole or in part,
without specific written permission of
the publisher.
California Pharmacist, the official
p u blic at io n o f t h e C ali fo r nia
Phar macis t s A ss o ciat ion, is a
professional journal devoted to
informing pharmacists and enabling
them to better serve the health and
welfare of their patients.

2012
California Pharmacists Association
4030 Lennane Drive
Sacramento, CA 95834
Phone (916) 779-1400
Fax (916) 779-1401
http://www.cpha.com
ISSN# 0739-0483

12

CLINICAL KNOWLEDGE,
RESEARCH & THERAPEUTICS
Clinical knowledge and expertise
pharmacists need to provide the
services and outcomes that their
customers desire.
11 Introduction to Patient Care
Across the Continuum
By Sarah McBane, PharmD, CDE, BCPS
12 Providing Positive Impacts in
Varied Settings
By Nathan A. Painter, PharmD, CDE
16 Pharmacy and Quality –
New Era, New Opportunities
By Jennifer Cupo Abbott, PharmD, FASHP,
FCSHP
19 Where Does Pharmacy Fit?
By Annet Arakelian, PharmD, FCSHP
22 The Emerging Role of the Pharmacist
in Medication Therapy Management and
Challenges Facing Expansion
By Parth D. Shah, PharmD Candidate 2012;
Jeffery A. Goad, PharmD, MPH;
Edith Mirzaian, PharmD, BCACP; and Melissa
J. Durham, PharmD

DEPARTMENTS
6
9
41
46

From the Editor
From the President
University News
Index to Advertisers

BUSINESS MODELS
31 Diabetes Face-to-Face Population
Health Management
By Brenda Wood, PharmD, BPharm; Barry A.
Bunting, PharmD, DSNAP; and
Christine Lee, PharmD, BCPS, CLS
33 County Safety-Net Behavioral
Health Service
By Craig Stern, PharmD, MBA
36 Pharmacist in the Medical Home:
VA San Diego Experience
By Anthony Morreale, PharmD, MBA,
BCPS, FASHP

EVIDENCE-BASED
MEDICINE REVIEW
38 COGENT Study
By Brian Chou, 2014 PharmD Candidate;
Michael E. Stuart, MD; and Sheri A. Strite

26

26 The Electronic Medical Record
and Transitions of Care
By Dean Pham, PharmD and Carrie Coates,
PharmD

CLINICAL CAPSULE
28 Pain in Older Adults
By Dhwani Shah, PharmD Candidate 2012 and
Janice Hoffman, PharmD, CGP

www.cpha.com | SPRING 2012 | CALIFORNIA PHARMACIST

5

From The Editor

P

harmacists and the continuum of care is an ideal theme for this edition of California Pharmacist, as the California Pharmacists Association
(CPhA) advocacy program is in full swing working on important health
policy issues that seek to position pharmacists front and center in the delivery of expanded clinical services.
One of the top priorities of the CPhA Board of Trustees is to expand the
ability of pharmacists to play a larger role as providers of health care services
in our state. Beginning last year the Board articulated a vision where pharmacist clinical services, beyond safely dispensing medications, would emerge
as a key health care player alongside traditional medical colleagues in unique
and emerging settings such as medical homes and accountable care organizations. Countless demonstration projects and studies have served up
evidence that is clear and compelling – when pharmacists are integrated into
medical systems, patients achieve better outcomes and overall health care
costs decrease.
The passage of the Patient Protection and Affordable Care Act (the
“ACA”) has accelerated our thinking about where and how the health care
system should provide patient care, with the nexus of focus being on measureable clinical improvements for minimal cost. This charge from the federal
government begs for the health care system to think in a continuum where
the patient becomes the focal point rather than the individual providers.
Herein lies the opportunity for pharmacists moving forward. One deﬁnition of the continuum of care is that it is a concept “involving an integrated
system of care that guides and tracks a patient over time through a comprehensive array of health services spanning all levels of intensity of care.”1 That
deﬁnition is precisely how the ACA positions the health care system to think
and operate, and where pharmacists can move from behind the counter and
instead stand in line with colleagues from a multitude of disciplines, operating at the top of the scope of practice, to contribute their knowledge and
skills for improving clinical outcomes at maximal efﬁciency.
Having worked in health care for more than 20 years, I am not naïve
enough to think that this will be an easy or painless process. Left to its own
design, or worse, in the hands of others, there is little question that health
care payers, providers and plans will all be elbowing under the basket to
ensure their perspectives are heard and understood as these systems begin
to take root. That is why CPhA is working tirelessly advocating the role of
the pharmacist, operating at the top of their scope, in its government affairs
program.
One example where this is playing out is in a CPhA-sponsored legislative bill, SB1481. This legislative bill would eliminate the requirement that
pharmacists have oversight from a laboratory director when providing
services for their patients in the administration of CLIA-waived tests, such
as over-the-counter glucose and A1C tests. By removing the expensive and
unnecessary barrier of having a lab director, pharmacists would be encouraged to provide clinical counseling to patients on the correct use and reading
of these test results and be able to assist patients with a monitoring and
adherence program. This type of service would serve as an early-warning
system if the patient’s values are out of the normal range and provide an opportunity for pharmacists to intervene with a medication review and/or make
a referral to the patient’s primary care provider. While this bill is a common
sense approach for helping patients monitor important diagnostics, it also
would provide the platform for the pharmacist to participate in the continuum
of care between his/her patients and the pharmacist’s physician colleagues.

There are many more examples where CPhA is positioning pharmacists to play an important role in the continuum of care, and we
look forward to proving that pharmacists are the most highly trained,
but most underutilized provider in the health care delivery system.
Best,

Jon R. Roth, CAE
Chief Executive Ofﬁcer
1
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NOT ONLY COULD A DISABILITY SLOW YOUR PACE…

IT MIGHT ALSO STOP

YOUR INCOME.
Studies show that 43% of
people age 40 will suffer a
long-term disability before
they are 65 1 and one in seven
workers are disabled
for ﬁve years.2

If you suffer a disabling injury or illness and can’t continue
working, do you have a reliable ﬁnancial source to help replace
your income?
California Pharmacists Association members can turn to the
CPhA-sponsored Group Long Term Disability Insurance Plan.
This plan is designed to provide a monthly beneﬁt of up to
$10,000 if you are under age 50 and become Totally Disabled
due to an injury or sickness. Members age 50–59 are eligible
to apply for up to $6,000 per month. The amount you choose
can not exceed 60% of your basic monthly pay.

LEARN MORE ABOUT THIS VALUABLE PLAN TODAY!

Call 888-926-CPhA for free information. Or, download information
and an application at: www.MarshAfﬁnity.com/download/58340.pdf.
Sponsored by:

Underwritten by:

The United States Life Insurance Company
in the City of New York
www.americangeneral.com/ratings

1

Statistic attributed to Insurance Information Institute, for Loeb, Marshall. “Excessive or Necessity: Is Disability Insurance Worth the Price?” MarketWatch, Viewed 4/9/11.
NationalAssociation of Insurance Commissioners (NAIC). Article found at http://articles.moneycentral.msn.com/Insurance/InsuranceYourHealth/DisabilityInsuranceCanSaveYourLife.aspx.
“Disability Insurance Can Save Your Life” Viewed 4/19/11
2
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From The President

Market Research
to Sharpen CPhA Focus

F

irst, let me start by saying thank you for allowing
me to serve as CPhA president this year. Last year,
under the leadership of President Kenny Scott, CPhA
met several key objectives, including a significant marketbased research effort which included members and nonBy Doug Hillblom, PharmD members of our association to determine their impressions
CPhA President
of CPhA and what they would consider valuable services
and functions of our association moving forward.
The results of this research will
help us move forward to enhance and
strengthen CPhA. A second item that
President Scott committed to was for
CPhA leadership to being more engaged with past presidents and speakers by seeking their input, perspective
and guidance on issues. To that end, I
asked the board of trustees to authorize the formation of a task force to
perform a top-to-bottom review of the
CPhA governance structure. I have appointed Past President Charles Green
as chair and appointed the following
past presidents to serve as members
of that task force: Clark Gustafson,
Michael Pastrick, Wilma Wong, Eric
Gupta and Ralph Saroyan.
Immediate Past President Kenny
Scott will serve as board of trustees
liaison and President-Elect Pat Person
and I will serve as ex-ofﬁcio members
of the task force. I have charged them
with providing recommendations on
our governance structure, including
the board of trustees, academies and
committee structures.
I am pleased to say the task force
has started the review process and is
scheduled to make an initial report to
the board of trustees in May.
An item of concern identiﬁed in
our market research was an impression that CPhA appears to be solely

interested in Medi-Cal reimbursement
issues. While Medi-Cal reimbursement
is a key issue that eventually impacts
the majority of our membership, it is
one of several issues that we must focus on going forward. We are dedicating signiﬁcant legislative resources to
address key issues impacting both the
practice and business issues of pharmacists both today and in the future.
I encourage each of you to read
the weekly member-only CPhA CEO
Message, which keeps you informed
of our very busy and productive
agenda at CPhA. By this time you
should have noticed that we have
started to move forward with several
key objectives for 2012. The ﬁrst major
accomplishment of 2012 was the ﬁrst
joint legislative affairs day with CSHP.
Member feedback indicates that it was
extremely successful. On behalf of the
CPhA leadership team, I want to thank
all of the CSHP leadership and staff for
the wonderful cooperation and their
high level of involvement in this successful event. I look forward to CPhA
and CSHP continuing to work together
on key legislative issues throughout
the year. Legislation is an important
vehicle which allows for long-term solutions to those many problems which
impact the ability to provide pharmacist services to our patients. While

supporting this legislative agenda, we
also continue to support appropriate
and necessary litigation. While we
encourage your support of litigation
when necessary, it is your contributions in CPh-PAC and active support
of the legislative goals which will bring
the long term resolution we need.
The 2012 CPhA Annual Conference
demonstrated we are looking forward
and recognize that CPhA’s focus must
be far broader than a single issue.
The 2012 annual meeting was host to
our ﬁrst Federal Pharmacist Forum,
where much of the emphasis was on
the many clinical opportunities and
programs provided by pharmacists in
these settings. The pharmacist’s role
in the delivery of health care is rapidly
evolving with an increasing emphasis on the pharmacist as a member
of the health care delivery team, not
just a dispenser of medication. While
this role is evolving, CPhA members
and leadership must be engaged in
identifying clinical practice issues and
barriers to the provision of pharmacist
and pharmacy services, including
barriers to compensation and practice
site speciﬁc issues. With your help and
support we will be able to demonstrate that we are part of the solution
to improving healthcare and not just a
commodity expense.

www.cpha.com | SPRING 2012 | CALIFORNIA PHARMACIST

9

One Source for Labels, Forms, Bags, Packaging Supplies and Medication Cards

F

or over 130 years, Drug Package,
Inc., has provided one stop
shopping, quality products,
excellent service and budget friendly pricing
to pharmacies nationwide. As a leader and
innovator in new products for the pharmacy,
Drug Package stands alone, keeping pace
with changing technology and anticipating
new product demands. If you are generating
prescription labels electronically, a variety of
Laser, Thermal and Pinfed Forms are available
to accommodate every pharmacy software.

• Thermal Labels

Drug Package offers a wide variety of
pharmacy supplies ranging from labels and
forms to small printers, prescription vials,
medication cards and carts, prescription
blanks, mortars and pestles and cushioned
ﬂoor mats. Pharmacies from California to
Maine depend on the quality products and
excellent service that Drug Package supplies.
Our locally based sales representatives and a
knowledgeable, home based, customer service
force ensure responsive customer service and
on-time delivery of every order.

For more information contact:

• Laser Labels

Drug Package, Inc.

• Prescription Bags
• Pharmacy Supplies
• Cold Seal Medication Cards
• Heat Seal Medication Cards

901 Drug Package Lane
O’Fallon, MO 63366
Call Toll Free: 800-325-6137
Fax Toll Free: 800-600-6137

s a l e s @ d r u g p a c k a g e . c o m t w w w. d r u g p a c k a g e . c o m

536741_Drug.indd 1

10532732_Buy.indd
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Patient Care Across the Continuum

Pharmacists and the
Continuum of Patient Care
By Sarah McBane, PharmD, CDE, BCPS
The continuum of patient care
seems, at ﬁrst consideration, a nebulous concept. A pharmacist might ask
“What is the continuum of patient
care?” and “How does it affect me?”
A more important question might be
“How do I affect the continuum of
patient care?”
Merriam-Webster deﬁnes continuum as “a coherent whole characterized as a collection, sequence,
or progression of values or elements
varying by minute degree.” Patient
care at its most essential level is by
deﬁnition a continuum – patient care
occurs in many different settings
and at all points across the lifespan.
Although it may seem episodic,
patient care is continuous and involves
maintaining wellness as well as treatment of illness. This issue of California
Pharmacist highlights a few perspectives on pharmacy and the patient
care continuum.
Medication use is becoming increasingly common in all populations,
whether someone takes an occasional herbal preparation or depends
on a complex chemotherapy regimen.
As pharmacists, our expertise is
invaluable in both settings to improve

safety and efﬁcacy. A pregnant
woman may need information on
fetal effects of her medications. A
busy parent can turn to a pharmacist
and get medication administration
tips for an unruly toddler. The young
adult may need advice on contraceptive options. The list could continue,
but it is not difﬁcult to come up with
examples of pharmacists providing care at any point in the lifespan.
Pharmacists are integral to all points
of care in a patient’s life – from birth
to end of life, helping preserve and
restore health.
Pharmacists have several tools at
their disposal as they impact patient
care. There are the traditional drug
information resources pharmacists use
to look up facts, but electronic medical
records and national guidelines for care
are also tools that pharmacists use.
Electronic medical records are currently
most useful within a health system and
are often cited as a means to streamline transitions of care to different
points in that system. An optimistic
future includes expansion, integration
and interconnection of electronic medical records, allowing pharmacists in
any setting to see the whole entity of

a patient’s health. National guidelines
are standards from various sources
that usually include medication-use
parameters, providing a natural niche
for pharmacists. As guidelines are met
or exceeded, care is improved.
Health care reform is an everpresent topic in current discussions of
patient care. It seems likely that health
care reform will bring about signiﬁcant
changes in the provision of patient
care at all levels. This setting of evolution provides an excellent opportunity
for pharmacists to demonstrate and
expand awareness of what they have
already been doing to improve care.
The different discussions of pharmacists and the continuum of patient
care included in this issue of California
Pharmacist can serve as a framework
for readers to consider how he or she
might answer the question above:
“How do I affect the continuum of
patient care?”
About the Author
Sarah McBane, PharmD, CDE,
BCPS is an assistant professor of clinical pharmacy at University of California,
San Diego Skaggs School of Pharmacy
and Pharmaceutical Sciences.

PHARMACY LAWYER
40 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

Distributing low priced generics
from the Northwest

Ronald S. Marks

1-877-630-9198
www.hygenpharma.com

A Professional Law Corporation
21900 Burbank Blvd., Third Floor, Woodland Hills, CA 91367

ronmarks@prodigy.net • (818) 347-8112 • www.ronmarks-law.com
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Patient Care Across the Continuum

Providing Positive Impacts
in Varied Settings
By Nathan A. Painter, PharmD, CDE

Many characteristics deﬁ ne pharmacists: ﬂ exibility, patience, communication skills, attention to detail, organization. The oath of a pharmacist calls for a lifelong obligation to work with patients and other healthcare providers
to improve patient care. A primary goal of pharmacists is
to work with patients to determine needs and the care
that should be provided to best meet those needs. Pharmaceutical care is about identifying, resolving and preventing medication-related problems. This can range from
providing drug information regarding adverse reactions to
dosing oncology drugs. Medication-related problems can
also range from ensuring the patient receives the correct
prescription to managing a chronic disease through a collaborative practice agreement.
Almost everyone is affected by the care a pharmacist
provides. Pharmacists are repeatedly ranked as one of
12

CALIFORNIA PHARMACIST | SPRING 2012 | www.cpha.com

the most trusted professionals in the country and are
often the most accessible healthcare professionals to
patients.1,2 Pharmacy is practiced in community pharmacies, hospitals, long-term care facilities, the pharmaceutical industry, managed-care and government settings.
A survey identified 112,000 pharmacists in community
pharmacies, 40,000 in hospitals and 21,000 in other settings. 3 While not intended to be an exhaustive review,
the following are examples of programs and research
activities pharmacists are involved in throughout the
continuum of patient care.

Pregnancy and Lactation
Pharmacists frequently give advice about medication
use during pregnancy and lactation and often use Gerald
Briggs’s textbook “Drugs in Pregnancy and Lactation” as

a reputable resource for information during this vulnerable period. 4 In the U.S., about 50 percent of all pregnancies are unplanned and 50 percent of women who
become pregnant report taking prescription medications,
creating a great need for knowledgeable advice. 5,6 Pharmacists have the background and knowledge to evaluate
the many references on this topic, making pharmacists
the perfect professionals to whom patients can turn.7 It
is important that pharmacists maintain competency in
this area, promote themselves as experts and ﬁ nd ways
to increase access by physicians and patients to obtain
information on medication use during pregnancy and
breastfeeding. 8

Children

already getting the inﬂ uenza vaccine. 20 Pharmacist-run
travel clinics also improve vaccination rates by increasing
patient compliance to international vaccine recommendations and in ensuring healthcare provider compliance in
ordering vaccines according to the guidelines. 21

Underserved
The Health Resources and Services Administration
(HRSA) recognizes the value of pharmacists in safety-net
clinics and sponsors the Patient Safety and Clinical Pharmacy Services Collaborative to help clinics incorporate
pharmacists into clinics. 22 HRSA is an excellent resource
for pharmacists and administrators interested in this
area. Other programs that demonstrate positive clinical
outcomes are at USC and UCSF. USC showed improved
outcomes for patients seen by a pharmacist for diabetes
management compared to patients not seen by a pharmacist in a safety net clinic in Los Angeles. 23 At the PRICE
clinic in Northern California, pharmacists successfully
implemented interventions that reduced cost and improved access to medications prescribed by a physician. 24

Other important practice sites for clinical pharmacists
are children’s hospitals and pediatric wards. Children are
at an increased risk of adverse drug events, thus are an
important group to utilize clinical pharmacy services. 9
Pharmacists in these settings are able to improve patient
safety by dosing medications, appropriately documenting
in the medical record, impacting medication adherence
and monitoring nutritional status.10 -14
Despite adolescents being a vulnerable population,
pharmacists feel they are inadequately trained to address
many of the issues adolescents face, especially in the
community setting.15 Self-care topics and appropriate
medication counseling as they apply to adolescents are
areas in which pharmacists may be able to decrease barriers to care for adolescents.
An increasingly troublesome problem amongst U.S.
adolescents and teens is prescription and non-prescription drug abuse. Abuse and misuse is increasing at an
alarming rate.16 The number of total deaths (all ages) due
to prescription drug misuse now surpasses the number
of deaths from automobile accidents.17 Some of the
most common prescription drugs of abuse are Oxycontin ®, hydrocodone and benzodiazepines.18 Pharmacists
are uniquely positioned in the community to educate
parents, guardians and grandparents about the potential
dangers of prescription drug misuse and abuse. Pharmacists should also ensure the inclusion of information on
the proper storage and disposal of unused prescription
medications.

Pharmacists have been in emergency departments
(ED) for decades and provide many services that are
shown to improve outcomes and reduce costs. 25 Speciﬁ cally, when a pharmacist is present, medication-related
errors and adverse drug events are signiﬁ cantly reduced
and medication reconciliation is more complete and
accurate. 26 -28 Pharmacists are increasingly becoming an
integral part of the ED with more residents and students
obtaining experience in this setting.

Vaccinations

Acute Care

Most states now recognize pharmacists as immunizers, and pharmacists have been delivering vaccinations,
especially inﬂ uenza, for many years. The inﬂ uenza vaccine is routinely given by pharmacists in the community
setting. Recently, pharmacists are targeting efforts
to improve inﬂ uenza vaccination rates in health care
workers.19 Pharmacists have also been involved in the
increased administration of the pneumococcal vaccine,
as seen in a program described by Taitel, et.al.: A large
chain pharmacy educated high-risk patients and increased
administration of the pneumococcal vaccine to patients

Inpatient pharmacists were some of the ﬁ rst pharmacists to demonstrate cost savings and cost avoidance by
implementing clinical services in the hospital. Pharmacists have made dosing adjustments based on renal function, laboratory parameters and patient weight for many
years, but have also found that grounding as a consultant
demonstrates positive outcomes by reducing medication
errors for hospitalized patients. 29,30 Speciﬁ cally, a pharmacist-managed warfarin protocol is effective at reducing
over-anticoagulation, minimizing ADRs during hospitalization and reducing the need for close physician oversight. 31

Pharmacists are repeatedly
ranked as one of the most
trusted professionals in the
country and are often the
most accessible healthcare
professionals to patients.
Emergency Departments
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Medication Therapy
Management (MTM) and
Medicare Part D
With the institution of the Medicare Modernization Act (MMA 2003),
medication therapy management
(MTM) and chronic disease management programs have increased signiﬁcantly. Pharmacists are pursuing innovative methods of reaching patients
and receiving payment for services.
In one case, pharmacists provide services to employees of a self-insured
employer group and have demonstrated cost savings to the health plan
and improved patient outcomes. 32,33
Pharmacists also have developed programs with insurers to provide similar
MTM services via telephone. 34 In
addition to offering MTM services as
part of MMA 2003, pharmacists have
reduced costs by helping Medicare
patients select Medicare prescription
drug plans and educating faculty and
students about the basics of Medicare Part D and how to navigate this
complex system. 35-37

Patient Centered Medical
Home (PCMH)
The patient-centered medical
home (PCMH) has garnered much
attention with the passing of health
care reform in 2010. With the push
for organizations to participate as
accountable care organizations or
PCMHs, pharmacists have a unique
opportunity to establish themselves
as vital components in this period
of transition. Whether creating a
PCMH in a family-practice residency
clinic or a safety-net clinic, pharmacists can expand the practice
of pharmacists through the PCMH
model and include MTM services
with collaborative practice agreements. 38 In this role, pharmacists
perform medication assessments,
develop care plans and follow up
with patients. 39

ambulatory care and hospice settings. Pharmacists have shown that
their services are highly regarded and
that interventions not only prevent
drug related problems, but also help
patients achieve clinical goals.40,41

Barriers
As more clinical outcomes show
the beneﬁts of pharmacist involvement in clinical care, barriers still
exist that prevent pharmacists from
further expanding their duties. In
a summary report from the ASHP
Continuity of Care Task Force,
gaps were outlined speciﬁcally for
the transition from the inpatient to
outpatient setting. However, many
of these challenges apply to any individual pharmacy practice setting. The
summary report discusses clinical,
patient, communication, organizational, coordination, professional and
policy gaps.42 Many of these barriers
prevent best practices from being
adopted across the U.S. Pharmacists
should continue to share their program successes and challenges with
others to promote the advancement
of the profession.

impact on patient care as a member
of the healthcare team. As pharmacists are medication experts, more
and more health care professionals
are relying on pharmacists to help
make medication management decisions to prevent errors and optimize
patient outcomes. Whether making
a recommendation for medication
during pregnancy, dosing for child or
oncology patients or delivering immunizations, pharmacists must continue to expand their services and
become recognized for the many
interventions made and resources
utilized. Residency programs and
schools of pharmacy must also
address the gaps in education and
training to cover the spectrum of
diseases and patients. In doing so,
we can assure medication safety
across the continuum of care.
About the Author
Nathan A. Painter, PharmD, CDE
is assistant professor at UCSD
Skaggs School of Pharmacy and
Pharmaceutical Sciences.

Summary
A literature search clearly shows
a pharmacist can have a positive

Hospice/Palliative Care
Palliative care and pain management have improved, but balancing
pain control and drug-related problems can still be difﬁcult. Innovative
models are being developed in both
533410_Health.indd 1
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Patient Care Across the Continuum

Pharmacy and Quality –
New Era, New Opportunities
By Jennifer Cupo Abbott, PharmD, FASHP, FCSHP
Learning Objectives
1. Identify key agencies mandating quality reforms.
2. List updated quality measures for acute myocardial infarction, congestive heart failure and pneumonia.
3. Describe opportunities within quality field for pharmacists to expand scope of practice.

The Institute of Medicine (IOM)
1999 report – To Err is Human: Building
a Safer Health System – brought forth
a new era in healthcare, emphasizing
patient safety issues and the need for
improved quality of care. This report
received national attention as it detailed
the estimated 98,000 deaths annually attributed to medication errors.1 A
follow-up report entitled Crossing the
Quality Chasm proposed that changes
to the healthcare system should focus
on six main areas including safety,
timeliness, effectiveness, efﬁciency,
equity and patient-centeredness
(STEEP).2 The need for transparency
while meeting the STEEP objectives,
led to the link between adherence to
quality indicators and reimbursement
known as pay for performance. Thus,
both private and public organizations
began to deﬁne the performance criteria necessary to ensure the delivery
of quality care and established public
reporting mechanisms to document
compliance with the outcome measures.3 Included among the essential
organizations transforming the healthcare delivery system during the past
decade are The Joint Commission
(TJC), Centers for Medicare and Medicaid Services (CMS), and the National
Quality Forum (NQF) (See Table 1).
Since the quality indicators frequently
involve medication management and
require a multidisciplinary effort, unique
opportunities for pharmacists have
emerged. A few of these opportunities
will be highlighted.
16

The Surgical Care Improvement
Project (SCIP) ﬁrst published in 2004,
outlined the goal of reducing surgical site infections by 25 percent and
delineated key outcome parameters essential for the prevention of surgical site
infections. These parameters include
antimicrobial administration within one
hour of surgical incision, appropriate
antimicrobial selection and timely antimicrobial discontinuation.4 Expansion of
pharmacy clinical services to include
the peri-operative area ensures compliance with the aforementioned publicly reported outcome measures. This
position is also responsible for ongoing
education which is essential as new
quality parameters are added. Currently,
SCIP is considered part of TJC National
Hospital Inpatient Quality Measures
with expanded quality indicators, which
include but are not limited to, VTE
prophylaxis, timely discontinuation of
urinary catheters and post-operative
normothermia.5 Since the addition of an
Operating Room Satellite Pharmacy, our
compliance with the above parameters
remains at or above the 95% threshold.
Another opportunity to ensure the
delivery of quality patient care is the
area of diagnosis-related core measures. In July 2002, CMS and TJC
designated acute myocardial infarction
(aMI), congestive heart failure (CHF),
and community-acquired pneumonia
(CAP) among the initial diagnoses to
be optimized per evidenced-based
guidelines. Pharmacists, as drug therapy
experts, are uniquely poised to ensure
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compliance with these measures given
the importance of medication use in
the quality parameters measured. To
this end, some institutions have placed
pharmacists in the pivotal role of ensuring guideline compliance by creating a
“quality” pharmacist position. Our own
experience with a 0.5 FTE pharmacist
dedicated to these initiatives has yielded
positive results. The quality pharmacist
identiﬁes potential CHF and aMI patients from the daily admission list. The
pharmacists have an initial consultation
within the ﬁrst 24 to 48 hours to review
the medications ordered, make referrals
for dietary education, and screen for necessity of smoking cessation education.
Along with these activities, the pharmacists have developed standardized
order sets for CHF, aMI and CAP and
pharmacy driven protocols to ensure
all performance criteria are met. For
example, to alleviate the failure to order
timely lipid panels to ensure patient’s
LDL is < 100 mg/dl or is addressed with
pharmacotherapy, a protocol allowing pharmacists to order lipid panels
was developed. Patients are followed
throughout their hospitalization to
ensure the appropriate medications per
the diagnosis are received or a medical contraindication exists to preclude
their usage. These pharmacists also
participate in a “discharge time out” to
provide discharge medication reconciliation to facilitate guideline compliance
across the continuum of care. The quality pharmacist has been a key member of the Evidence-Based Practice

TABLE 1
Organization

Quality Initiative

Website

Center for Medicare and Medicaid Services (CMS)

Public Reporting/Pay for Performance

www.cms.hhs.gov

The Joint Commission (TJC)

Core Measures/ National Patient Safety Goals

www.jointcommission.org

National Quality Forum (NQF)

National Voluntary Consensus/Standards for Hospital Care/Safe Practices
for Healthcare/Serious Reportable Adverse Events (“Never Events”)

www.qualityforum.org

Committee since 2006 which allows for
key issues to be communicated to the
medical services so that deviations from
the core measure criteria can be addressed and improved upon to enhance
outcomes for future patients. As the
quality indicators are updated biannually, pharmacists should keep abreast of
current measures by visiting The Joint
Commission website.5 The most recent
updates for aMI, CHF and pneumonia
are included in Table 2.
Another quality improvement area
with high impact for pharmacist participation is the area of vaccine preventable
illness. Healthy people 2010 and 2020
emphasize the importance of meeting
targeted vaccine compliance thresholds
among their targeted areas for preventative health maintenance.6,7 Though data
collection is now closed for Healthy
People 2010, the targets have been
absorbed in the new document and
there is still improvement needed. For
example, the 2010 goal for pneumococcal vaccine compliance in age greater
than 65 years was 70%. As of 2008,
compliance with this measure was at
60% and the target 2020 goal continues
at 90%. Among the high risk adult 1864 year old patients, pneumococcal vaccine compliance was 17% in 2008 with
a target of 60% by 2020. Signiﬁcant
improvements are also needed for seasonal inﬂuenza vaccine compliance. As
of 2008, compliance for healthy adults
aged 18 – 64 years was 25% and the
revised goal is 80%. Among high risk
adults aged 18 – 64 years, compliance

in 2008 was 39% with a target of 90%
now absorbed in the 2020 goal. For the
age greater than 65 years, the 2008
compliance was 67% with the retained
target as stated above.6,7 Pharmacists
can ensure guideline compliance with
immunizations across the continuum
of care. In all ﬁfty states, pharmacists
are now immunization providers8 and
in the institutional setting, protocols
enable pharmacists to screen and order
inﬂuenza and pneumococcal vaccines to
meet compliance with guidelines. Our
vaccine policy requires an initial screening on admission for all patients with the
nursing assessment. Patient history is
taken and unvaccinated but interested
patients are referred to pharmacy as
a vaccine consult. Pharmacists then
consent patients and order the vaccine for administration at discharge as
appropriate. This all-inclusive process
began in 2007 to ensure compliance
with pneumococcal and inﬂuenza vaccination for CAP patients. It was applied
to all patients to ensure evidence-based
practice was not limited to CAP since
many of our patients are high risk as
a result of multiple comorbidities. As
of 2012, pneumococcal and seasonal
inﬂuenza vaccinations have been retired
from pneumonia core measures criteria
and they are now part of the moreencompassing global initiative.5 Thus,
routine screening on admission for all
patients will be the new practice standard and pharmacist involvement, as is
well-documented in the literature,9-10 will
be integral to meeting this requirement.

An Additional practice area for
pharmacists to assist with guideline
compliance includes the Emergency
Department (ED). Evidenced-based
practice measures pertaining to stroke
are now part of core measures5 and ED
pharmacists can participate in stroke
protocols to facilitate timely administration of thrombolytics. The role of ED
pharmacists in maintaining compliance
with national guidelines is described in
the American Society of Health-System
Pharmacist’s position statement on
pharmacy services in the ED.11
At the intersection of evidencebased practice guidelines and patient
care, lie non-traditional opportunities
for pharmacy. Pharmacists are uniquely qualiﬁed to lead this charge given
their knowledge of drug therapy, their
problem-solving ability and their experiences with multidisciplinary collaboration. This opportunity for pharmacy
is endorsed by the American Society
of Health-System Pharmacist’s position statement on the pharmacist’s
role in national quality initiative adherence. 12 With the challenges put forth
by pay for performance and public
reporting requirements, pharmacy is
poised to take on an expanding role
to ensure that quality patient care is
delivered.
About the Author
Jennifer Cupo Abbott, PharmD,
FASHP, FCSHP is assistant professor
of clinical pharmacy at USC School of
Pharmacy, Keck Medical Center of USC.

TABLE 2
The Joint Commission Core Measures
Acute Myocardial Infarction (AMI)

National Hospital Inpatient Quality Measures‡
Aspirin at arrival and discharge, ACEI/ARB for LVSD, B-blocker at discharge, Statin at discharge, Median time to
Fibrinolysis, Fibrinolytic within 30 minutes of arrival, Median time to PCI and Primary PCI within 90 minutes

Congestive Heart Failure (CHF)

Discharge Instructions, Evaluation of LVS Function, ACEI/ARB for LVSD

Pneumonia (PN)

Blood cultures before antimicrobials received, antimicrobial selection

Global List

ED Timing (arrival and departure), Immunizations (Inﬂuenza, pneumococcal), Tobacco cessation counseling, Substance
abuse (alcohol screening)

‡selected diagnoses for National Hospital Quality Measures for discharges 1/1/12 to 6/30/12. Other assessments include SCIP, childhood asthma
complications, stroke and venous thromboembolism prophylaxis.
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CONTINUING EDUCATION QUIZ

Questions for “Pharmacy and Quality – New Era, New Opportunities”
1.

2.

3.
4.

5.

Which of the following were key events leading to the
transformation of healthcare seen over the last decade?
a. Institute of Medicine (IOM) publication of “Crossing the Quality Chasm”
b. Institute of Medicine (IOM) publication of “To Err is Human: Building a
Safer Health System”
c. Public and private mandate for public reporting of quality measure
adherence
d. All of the above
“Crossing the Quality Chasm” proposed that changes to the health
care system should focus on all of the following except:
a. Safety
b. Timeliness
c. Equality
d. Patient-centeredness
True or False: Pay for performance is the link between adherence to
quality indicators and reimbursement.
Compliance with SCIP and other core measures is publicly reported
and available on which of the following websites?
a. www.cms.hhs.gov
b. www.jointcommission.org
c. www.iom.edu
d. www.ismp.org
e. www.hospitalcompare.hhs.gov
True or False: Pharmacists, as drug therapy experts, are uniquely
poised to ensure compliance with evidence-based guidelines given the
importance of medication use in the quality parameters measured.

6.

7.
8.

9.

Healthy people 2010 and 2020 emphasize the importance of meeting
targeted _________________ compliance thresholds among their
targeted areas for preventative health maintenance.
a. Smoking cessation
b. Vaccine
c. Aspirin administration
d. ED timing
True or False: All the targeted goals were met in Healthy people 2010.
Which of the following are non-traditional roles for pharmacists
that enhance patient care and ensure that evidence-based medicine
is practiced?
a. Emergency Department (ED) Pharmacists
b. Operating Room Satellite Pharmacists
c. Critical Care Pharmacists
d. A and B
e. B and C
Which of the following CMS quality indicators are now included in
the global list starting in January 2012?
a. Aspirin on arrival and discharge and statin at discharge
b. Immunizations (pneumococcal and influenza) and tobacco cessation
counseling
c. ACEI/ARB for left ventricular systolic dysfunction and aspirin on arrival
d. Antimicrobial selection and blood cultures on admission

The California Pharmacists Association is accredited by the California Accreditation for Pharmacy Education (CAPE) as a
provider of continuing education – CAPE # 197. A statement of continuing education credit indicating 1.0 hours (.10 CEUs)
will be issued by email within three weeks of receipt, to pharmacist members who receive a passing grade of 70% and
complete this course prior to May 15, 2014. Journal CE is a FREE benefit of membership for CPhA members only. CE credit
will not be awarded to non-members.
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Patient Care Across the Continuum

Health Care Reform and the Continuum of Care

Where Does Pharmacy Fit?
By Annet Arakelian, PharmD, FCSHP
Background for
Health Care Reform
Over the past century, there has
been great discussion around how to
provide access for all citizens to high
quality and affordable health care.
This debate around paying for health
care costs and expanding or limiting
access to medical services has been
the focus for nearly all Presidential
elections in this past 100 years. The
need has rarely been questioned but
more on the “how.”
The latest U.S. national ﬁgures
suggest that there are up to 44.9
million Americans (approximately
14 percent of the U.S. population)
uninsured or under-insured. Noteworthy, 17.6 percent of the gross
domestic product (GDP) is spent on
medical services by the U.S. Government. Both of these ﬁgures are on
an upward trend. Intense discussions
on assuring access to quality healthcare for all and in tandem controlling
expenditures for health care was propelled with the introduction
of the most recent

pivotal legislature since Medicare in
the 1960’s.
On the topic of health care on its
website, the current White House
administration states “Health Reform
makes health care more affordable,
holds insurers more accountable,
expands coverage to all Americans
and makes our health system sustainable.” It’s referring to the milestone
Patient Protection and Affordable
Care Act (PPACA), also known as the
Affordable Care Act that was signed
into law in March, 2010 by President
Barack Obama.
The Affordable Care Act contains
92 provisions with a slow implementation schedule for completion by 2018.
By the year end of 2011, approximately half of the provisions had been put
into effect. By 2014, we expect 98
percent of the provisions in
the Affordable Care
Act to be in

full effect. The goal of the Affordable
Care Act is to address three major
areas: 1) increase access to health
care; 2) reform payment of health care
costs and minimize fraud; and 3) drive
improvements in the quality and delivery of care. The U.S. Supreme Court
is expected to rule in June 2012 on
the constitutionality of the President’s
healthcare law in particular on the
requirement that all Americans have
health insurance. The impact on those
provisions that have been implemented and others pending is thought to be
minimal. In addition, it’s estimated that
over 10 years, the bill will cost $938
billion dollars and also reduce the federal deﬁcit by $138
billion.
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The Affordable Care Act also introduced new nomenclature such as Accountable Care Organizations (ACOs)
and Patient Centered Medical Home
(PCMH). The Agency for Healthcare
Research and Quality (AHRQ) describes these two programs best as
they work in tandem to improve health
outcomes. “PCMH is direct coordination of care services led by the physician and supported by pharmacists,
nurse practitioners, social workers,
etc. And, ACO fosters the infrastructure that supports the PCMH model.
This includes IT support, accountabilities, and incentives for outcomes.”

Pharmacy in the
Current Legislation
Of interest to pharmacists,
Medication Therapy Management
(MTM) and the clinical pharmacist
role is mentioned in several sections
of the Affordable Care Act. It adds
additional provisions to the Medicare
Modernization Act (MMA) of 2003,
which set the stage for MTM types
of services for a high risk population
and established the Part D drug beneﬁ t for Medicare beneﬁ ciaries. The
natural progression from the positive
and beneﬁ cial results that we’ve
seen with Medicare Part D beneﬁ ciaries is that a similar MTM-type
service would be offered to other
high risk groups and further, that
any limitations of MMA, such as the
“donut hole,” was addressed in the
Affordable Care Act. This ﬁ nancial
burden to Medicare beneﬁ ciaries will
be lifted in 2020.
The Affordable Care Act appears to be more primary care and
outpatient-centric versus addressing inpatient services. However, it
addresses many transitions of care
initiatives across the care continuum.
This will surely impact pharmacists
and pharmacy support staff working
in all patient touch points, including
but not limited to, outpatient, ambulatory care, hospital, home infusion,
and long term care pharmacists. For
example medication reconciliation,
familiar to hospital pharmacists as a
The Joint Commission (TJC) safety
goal, is now a key measure with
20

ACOs in the outpatient and inpatient
continuum of care.
Important to mention is that the
current legislation does not address
pharmacist provider status recognition as medication therapy experts
as we would have hoped. The
Affordable Care Act does include
pharmacists as part of the multi-disciplinary teams that provide quality
medication therapy management
programs. It bundles payment of
these pharmacist cognitive service
to integrated multi-disciplinary teams
and does not recognize direct payment for pharmacist clinical services
or establish incentives for “provision” of cognitive pharmacy services. The opportunity for the community pharmacist might be to partner
with the other team members for
reimbursement and “payment for
pharmacist clinical services.” The Affordable Care Act does establish an
incentive payment for stipulated primary care services by physicians and
nurse practitioners, and by including
pharmacists; it would have established incentive payments for MTM
outcomes versus solely generating
revenue for a pharmacy based on a
“dispensing fee” from dispensing of
drugs. By paying for MTM services,
this could have then led to holding
the pharmacist accountable for the
outcomes. Currently, payment for
clinical outcomes with medication
use is limited to physicians or the
insurer and not pharmacists directly.
There have been many “call
for action” articles to pharmacists
post introduction of the health care
reform legislation. Rightfully so, the
Affordable Care Act opens the gates
for increased access to pharmacist
services via MTM-type programs
and transitions of care initiatives and
it includes pharmacists in the quality
delivery of care services whereby
demonstrating value. We have opportunities in several sections of the
Affordable Care Act. This includes:
1) testing the best way to deliver
MTM; 2) improving current MTM in
Medicare Part D; and 3) including
pharmacists and pharmacist-related
services in Integrated Care models
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for community, at-home teams, and
in Transitions of Care models for reducing preventable hospital readmissions and emergency room visits.
These activities may be done as part
of the PCMH and ACO frameworks.
Of note, we are invariably affected by the various provisions on
payment of services, drugs, and
supplies. This Act sets limits on payment rates, drug rebates, and access
to certain drugs (such as generic biological drugs). In addition, it establishes institutions and commissions
to study innovation and healthcare
workforce needs.

Future Opportunities
Medication non-adherence is
currently at epidemic rates and estimated to cost $290Billion. The role
of pharmacists is vital in the complex
medication management of patients
with chronic conditions who are
most vulnerable and at risk for negative outcomes with medication nonadherence. This medication nonadherence epidemic coupled with
increasing rates of chronic conditions
(i.e., cardiovascular disease, diabetes, hypertension, dyslipidemia), requires a comprehensive intervention
by a clinical pharmacist for favorable
quality outcomes. Today, one third of
adults and 17 percent of children and
adolescents in the U.S. are obese
according to the CDC (Centers for
Disease Control and Prevention).
This is an alarming number as we
know obesity is associated with
chronic conditions, diabetes and
its complications as well as certain
cancers, such as breast cancer.
Pharmacists can address medication
non-adherence across the continuum
of care in particular with high-risk
patient populations.
In the outpatient setting, reﬁ ll
patterns can be reviewed and those
patients with prescription reﬁ lls overdue can be contacted to assess and
address the source of non-compliance and thus, improve adherence to
the medication regimen. Many chain
and managed care pharmacies have
a similar program in place. A novel
example is The Wisconsin Pharmacy

The current legislation does not address
pharmacist provider status recognition
as medication therapy experts as we
would have hoped. The Affordable Care
Act does include pharmacists as part of
the multi-disciplinary teams that provide
quality medication therapy management
programs.
Quality Collaborative (WPQC). It is a
quality-based network of outpatient
pharmacies and payers with a common goal of improving medication
use and safety, reducing health care
costs for payers and patients, and
increasing professional recognition
and compensation for pharmacistprovided services. It was started in
2006 and continues to grow adding
more pharmacies, and payers to its
collaborative. This model can be
replicated in other States to compensate pharmacists for quality-driven
efforts and medication therapy management services.
In the inpatient setting, pharmacists have an opportunity to address
medication non-adherence during
medication reconciliation activities.
This brings us to another imperative role for pharmacists and that is
improving safe transitions of care to
reduce hospital readmissions and/
or emergency room or urgent care
visits. It’s estimated that 3-5 percent
of hospital readmissions is due to
medications and of which approximately 50 percent are preventable.
Pharmacist-led program and services to screen for drug interactions,
adverse drug reactions, medication
therapeutic duplications, or other
discrepancies can be employed to
improve patient outcomes. Accountable Care Organizations and hospital
administrators are incentivized to
reduce “preventable” readmissions.
There is a role for the pharmacist,
to develop systems and process for
medication reconciliations, medication management and education

across the continuum to prevent
medication related readmissions and
improve quality of care for patients.
In addition, pharmacists can create
medication safety programs (i.e.,
identifying screening for and prevention programs for important drug
interactions or adverse drug reactions that may lead to urgent care
or hospital admissions). Most all
hallmark transitions care programs
(such as, BOOST* and RED*), have
a key intervention that incorporates
medication reconciliation and medication review by a pharmacist to
reduce hospital readmissions. These
interventions may include medication reconciliation/review at bedside
or via a call to the patient/caregiver
24-72 hours post discharge.
Integrated care delivery organizations, such as Kaiser Permanente
and Veteran’s Administration, offer
as examples of having proactive prevention population management programs across the continuum of care.
The Veterans Health Administration
recently published a Commonwealth
Fund Report describing its implementation of PCMH. Pharmacist
team members are assigned to multiple panels of patients. An example
of intervention and beneﬁ t reported
in the role expansion and assignment
of the pharmacist includes the clinical pharmacist who once focused
solely on managing anticoagulation
medications now prescribes medicines for diabetes, hypertension, and
hyperlipidemia and monitors blood
levels according to the VA guidelines. This intervention has been

attributed to reducing wait times for
patients seeking an appointment and
increasing the number of same-day
appointments.

How Can We Step Ahead?
With the limited supply of primary
care physicians, nurses and pharmacists, the health care delivery culture
and infrastructure will need to be
team-based. We must assure that
all team members are functioning
within our fullest scope of practice
and improving our efﬁ ciencies, by
using technology and workforce
innovations to meet the demands
for healthy Americans. Pharmacists
working in all settings have demonstrated value that will need to be
incorporated in these team-based
models of health care delivery and
access. The Affordable Care Act supports various demonstration initiatives and projects that can further
provide recognition of the pharmacists’ role as part of these teams and
establish measures for accountability
of medication-related outcomes by
pharmacists. However, it is up to us
to become part of the process and
change paradigms by participating in
these demonstration initiatives that
look to expand access, payment,
and delivery of medication therapy
management in all settings.
Legislators and the medical community as well as payers for medical
and pharmacy services will continue
to explore ways to expand access,
improve delivery, and contain payment for the “needed” services. We
can take learnings from integrated
delivery care organization and collaborative groups like the WPQC and
partner with leaders in our communities to inﬂ uence paradigm shifts.
NOTE: BOOST = Better Outcomes for Older Adults through Safe
Transitions ®;
RED = ReEngineered Discharge
About the Author
Annet Arakelian, PharmD, FCSHP
is pharmacy clinical operations
manager for Kaiser Permanente
Panorama City Medical Center Area,
Panorama City, CA.
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Business
Patient
Care
Model
Across the Continuum

The Emerging Role of the Pharmacist in
Medication Therapy Management and
Challenges Facing Expansion
By Parth D. Shah, PharmD Candidate 2012; Jeffery A. Goad, PharmD, MPH;
Edith Mirzaian, PharmD, BCACP; and Melissa J. Durham, PharmD

The pharmacist’s role on the
healthcare team has received much
attention lately as the new Affordable
Care Act (ACA) healthcare legislation
creates opportunities for pharmacists. Interprofessional collaboration
will transform the way pharmacists
deliver health services to patients
with respect to their medications. In
the community, pharmacist-provided
services have been moving away from
the traditional role of dispensing to
cognitive services that maximize the
patient’s safe and effective use of
medications. The current movement in
medical care within the United States
is to adopt a model that is patientcentric. The Patient-Centered Primary
Care Collaborative (PCPCC) recognizes that “patient-centric” systems
are evolving, in which the patient’s
well-being and responsibility for his
or her own good health are defining
treatment and operational policies.1
This patient-centered medical
home (PCMH) model is intended to
provide better continuity of care to
patients in the primary care setting.
The key to a successful PCMH is
seamless coordination of care, which
has the potential to improve access to
specialty services, promote individual
22

empowerment in care, improve patient satisfaction and health outcomes,
and subsequently decrease overall
health care expenditures. Successful implementation of the PCMH will
also require a healthcare system to
adopt an interdisciplinary approach.
Led by physicians, the team could
include specialized clinicians such as
nurses, nutritionists, and pharmacists,
who can provide medication therapy
management (MTM). MTM is the optimization of therapeutic outcomes for
individual patients. This approach also
includes a broad range of health and
wellness services, such as disease
screening and immunizations.
Recent attention to medication
mismanagement events has placed
more focus on the importance of
MTM services. It is estimated that 1.5
million preventable medication-related
adverse events occur each year costing nearly 177 billion dollars annually in
injury and death.2 Since the Medicare
Modernization Act of 2003, Medicare Part D prescription drug plans
(PDP) were required by the Centers
for Medicare and Medicaid Services
(CMS) to provide MTM services to
their patients, specifically those who
have multiple chronic disease states
and subsequently take several medications. The intention of compensating
pharmacists within this model was to
improve quality and cost outcomes. 3
The mandate took effect in 2006, but
PDPs have been slow to implement
pharmacist compensation for MTM
services in addition to the customary
reimbursements for the distribution
of medications. As a result, MTM services have not expanded as rapidly as
intended, but CMS Quality Improvement Organization (QIO) reporting,
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patient demand, and enhanced access
to health information technology (HIT)
may stimulate expansion.

Medication Therapy
Management Services:
The Core Elements
CMS defines MTM as a mechanism to ensure “optimum therapeutic
outcomes for targeted beneficiaries
through improved medication use…
(and) reduce the risk of adverse
events.”4 Over the years, community
pharmacists have been providing
MTM services in the form of “brown
bag,” reviews, which typically involves
the pharmacist explaining the use of
each medication, identifying therapeutic duplications, drug interactions,
outdated medications, and counseling
the participant on how to best adhere
to their medications. This process
does not rely on HIT and is limited
in its measurable outcomes. As the
Asheville Project and subsequent
similarly-modeled programs demonstrated, comprehensive MTM services that go beyond the “brown bag”
model have repeatedly shown to be
cost-effective and improve quality of
care.5 Pharmacist-provided MTM has
also been validated in other specialty
settings such as anti-coagulation
and palliative care.6,7 As patients and
health plans demand more specialized
care, pharmacists in the community
setting must adapt a practice model
that can accommodate more time
spent providing such clinical services.
The American Pharmacists Association (APhA) and the National Association of Chain Drug Stores (NACDS)
describe the framework of the MTM
service model to include five core
elements that can be implemented

in various pharmacy settings. They
are: 1) medication therapy review or
comprehensive medication review
(MTR/CMR); 2) personal medication
record (PMR); 3) medication-related
action plan (MAP); 4) intervention and/
or referral; and 5) documentation and
follow up.6 All core elements are essential for MTM, but can be modiﬁed
or rearranged for a speciﬁc patient’s
needs. MTR is deﬁned as a systematic
process of collecting patient-speciﬁc
information, assessing medication
therapies, developing a prioritized list
of medication-related problems, and
creating a plan to resolve them.8 The
MTR can be comprehensive to include
all of the patient’s medication-related
issues, self-management strategies and general health issues such
as compliance with immunizations,
primary care provider and/or specialist
physician visits, lifestyle habits, and
stress management. Ideally, people
taking multiple medications would
have an annual MTR visit with their
pharmacist with additional targeted
MTRs conducted more frequently to
address the speciﬁc issues arising
throughout the course of care. Several
studies have shown that MTRs can
reduce the number of physician visits,
emergency room visits, hospitalization
days, and can increase patient satisfaction and quality of care.5, 9-11
However, there are limitations to
this process that can be solved with
improved access to HIT. Without the
medical record, medication indications
can only be inferred. This process is
limited in that many drugs have multiple indications, thus while the probability to infer all possible diagnoses is
high, but the ability to infer which of
the possible diagnoses is the right one
may be low. In addition, the source
of the medication list is important.
If it originates from the pharmacy,
prescriptions ﬁlled at other pharmacies
may be missed, and if it originates
from the PBM, prescriptions not paid
for by insurance may be missed (e.g.
$4 generic deals). Lastly, if the patient
is using samples, neither the PBM nor

the pharmacy records will be accurate.
This is a prime example in which HIT
can play a major role in closing the
information gap between patients,
providers and health systems.
At the completion of an MTR a
pharmacist should provide the patient
with a Personal Medication Record
(PMR), which is a compressive medication list that includes all prescription
and non-prescription medications
used by the patient. The PMR includes
basic patient information and itemizes
each medication with its appropriate
dose, indication, instructions for use,
duration of use, and corresponding
prescriber. This form of documentation helps the patient manage his
or her medications and provides a
comprehensive medical list for other
healthcare providers.
The second form of documentation
to assist patients in medication selfmanagement is a medication action
plan (MAP). Much like the “Plan”
portion of a providers SOAP note, a
MAP is a patient-centric medicationrelated plan to help the patient direct
his or her own care independently.
The MAP contains actionable steps
the patient and pharmacist must
take to address medication related
problems, and it needs to be updated
at follow up visits. Sometimes, the
identiﬁed problems are beyond what
the pharmacist or patient can change
and the primary care provider must be
consulted. Finally, in order to ensure
proper continuity of care, all MTM
services must be documented by the
pharmacist, and follow up visits or
calls should be scheduled in an appropriate time frame. Documentation
should, at a minimum, reside at the
pharmacy, but in the future, should be
documented directly in the electronic
medical record.
Taking these ﬁve core elements
together, MTM can be an incredibly
powerful tool in ensuring the best
care possible for patients, especially
in the outpatient setting. Studies
have demonstrated that the inclusion of pharmacists within the PCMH

improves the quality of patient care,
provides valuable resources for all
providers and staff, and empowers
patients.12, 13 As the demand for MTM
services increases with an aging patient population, pharmacists will play
a central role within the health care
team providing medication expertise.

Health Information
and Other Barriers to
Implementing Medication
Therapy Management
Services
Success of an MTM program is
likely to be multi-factorial and not
solely dependent upon the practice
setting. Availability of HIT at the
interface of the pharmacy, time for
the pharmacist to provide patient
care, appropriate pharmacy layout to
enable private consultation, and an
adequate compensation system are
some of the components essential to
a successful MTM. A setting in which
the pharmacist has access to comprehensive health information delivered
by an electronic health/medical record
(EHR/EMR) is ideal for a pharmacist to
provide a sophisticated and comprehensive MTR. Currently, pharmacists
are more likely to ﬁnd this situation in
an integrated managed care organization, a hospital or a medical clinic, but
not a community pharmacy.
Access to health information is
essential to furnishing MTM of higher
levels of complexity (see Figure 1).
As MTM progresses from simple,
episodic encounters, such as “brown
bag” and targeted MTM services to
more complex CMRs and Disease
State Management programs (DSMs),
more patient information is needed
to accurately and safely perform
these clinical functions. Although a
patient’s pharmacist is considered a
covered entity under HIPAA, obtaining
patient’s medical records is currently
cumbersome and logistically impractical for a pharmacist in a traditional
community pharmacy setting. Even
when EHRs are employed by medical providers, issues of privacy and

www.cpha.com | SPRING 2012 | CALIFORNIA PHARMACIST

23

Figure 1. Range of services in relation to availability of HIT
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HIT = Health Information Technology allows for the collection, storage, retrieval and transfer of information electronically.
The following rely on HIT to various degrees:

EMR/EHR = Electronic Medical Record/Electronic Health Record
PHR = Personal Health Record
HIE = Health Information Exchange
DSM = Disease State Management
MTM = Medication Therapy Management, which include MTR/CMR
Med Recon = Medication Reconciliation
interoperability with the pharmacy systems limit a community pharmacist’s
participation. New requirements by
The Joint Commission (TJC) mandate
hospitals and health-systems to maintain accurate medication lists during
transitions of care, such as from the
hospital to the outpatient environment, a process known as Medication
Reconciliation (Med Rec). Interoperability within systems could improve
Med Rec. Registries, such as the immunization registries used throughout
the country, could also be developed
to electronically maintain a PMR.
These types of registries are generally
government maintained and can grant
24

access to any provider deemed in
need of this information. In the ACA,
states are encouraged to develop
Health Information Exchanges (HIE)
to facilitate interoperable electronic
transfer of health information between
HIPAA (health insurance portability
and accountability act) -covered entities, including insurers and healthcare
systems. These HIEs are not EMR/
EHRs, but are simply designed to
work in the background to make sure a
patient’s health information moves to
the environment where the patient is
receiving care.
With the advent of HIEs and guidance from government and phar-
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macy professional organizations, the
physical location of a pharmacist may
no longer be a barrier to providing
high-level patient care. The Pharmacy
e-Health Information Technology
Collaborative has developed a set of
initiatives called The Roadmap for
Pharmacy Health Information Technology Integration in U.S. Health Care.
The Roadmap is designed to provide
guidance to integrate pharmacy HIT
into the national HIT infrastructure,
which among its many goals will
ensure that the HIT infrastructure
supports the HIT needs for the provision of MTM services.14 Additionally,
the PCPCC indicates that moving to

patient-centric care models will be
driven by market forces, the goal to
improve health and reduce costs, and
advances in technology.1
As a result of federal funding to
encourage implementation, more
healthcare systems are transitioning
to include HIT. In 2006, The Agency
for Healthcare Research and Quality
(AHRQ) assessed the cost-beneﬁt
of HIT and estimated that by 2015
nearly $82 billion can be saved annually through improved efﬁciency
and safety.15 HIT has many beneﬁts
as it becomes integrated into our
health care system. In a broad sense
it should improve patient care by
increasing the efﬁciency of health care
delivery, decreasing health care costs
and preventing many medical errors.
Although interoperability and
standardization of HIT are key
rate-limiting factors towards implementing MTM in community sites,
there are other significant barriers
to community-based MTM services.
Business models within local community pharmacies must change
in order to allow pharmacists the
time to perform MTM services.
Some pharmacies do targeted
MTM encounters such as resolving
issues with non-formulary drugs
and therapeutic duplications, while
dispensing prescriptions. This is
sometimes known as “in-line”
MTM. More complex MTMs, which
require consultation with the PCP
and the patient, need to be scheduled. To meet demands in either
scenario, the pharmacy needs to be
staffed appropriately, and pharmacy
software systems must evolve to integrate the documentation demands
of MTM and interoperability with
EHRs. Additionally, pharmacy as a
profession needs to invest time and
resources to market the benefits
of MTM so that when the offer to
perform MTM is made, consumers
are more likely to accept. Additionally, as the Affordable Care Act is
slowly implemented, demand for
pharmacists with specialty training
to provide comprehensive MTM
will increase.16 Therefore, insurers
and government agencies need to

Successful implementation of the
PCMH will also require a healthcare
system to adopt an interdisciplinary
approach. Led by physicians, the
team could include specialized
clinicians such as nurses, nutritionists,
and pharmacists, who can provide
medication therapy management
(MTM).
recognize pharmacists as providers
to allow compensation for cognitive
services. The latter will allow pharmacies to expand their workforce
and decrease economic barriers for
patients to access MTM services.
While doctoral pharmacy education
will continue to enhance MTM training
and exposure to HIT, post-doctoral
residency training must also evolve to
expand the depth, breadth and complexity of MTM services in a fully electronic-enabled environment. However,
the number of students demanding
this type of training far exceeds the
number of programs available. Expansion of current residency programs is
hindered by multiple factors, including
funding and site development. Johnson and Teeters describe the “tipping
point” for pharmacy residencies as
the intersection of opportunity and
demand, both of which are on a rapid
collision course.17 With these challenges in mind, and the demonstrated
contribution pharmacists have already
made in collaborative practice models,
a concerted effort must be made in
designing strategic action plans in
education and in the implementation
of effective practice models in which
pharmacists provide MTM.

Conclusion
The inevitable movement towards
the PCMH creates an opportunity for
pharmacists to take a larger role in
primary care as medication management experts. Consumers need to

understand the beneﬁts of MTM,
pharmacists in the community setting
need to re-engineer their practice to
allow more time to be spent in cognitive services, and insurers need to
recognize the value of MTM provided
by pharmacists and compensate them
accordingly. Lastly, a highly functional
PCMH requires fully accessible and
interoperative HIT for all healthcare
providers and patients. To achieve
all of this, concerted efforts must be
made now to unify the various pharmacy organizations, create partnerships with other health professions
and consumer groups and encourage the government to abolish laws
that restrict pharmacy practice and
compensation. As stated in the recent
report to the Surgeon General by the
Ofﬁce of the Chief Pharmacist, “One
of the most logical, evidence-based
decisions that can be made to improve
care is to maximize the expertise and
scope of pharmacists, and minimize
expansion barriers of an already
existing and successful health care
delivery model.”18
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Patient Care Across the Continuum

The Electronic Medical Record
and Transitions of Care
By Dean Pham, PharmD and Carrie Coates, PharmD
Introduction
Recognizing that the conversion
from paper to electronic medical
records (EMR) has the potential to
prevent errors and improve efﬁciency1
the federal government enacted the
Health Information Technology for
Economic and Clinical Health Act
(HITECH) in February 2009. HITECH
links federal ﬁnancial incentives
to organizations that adopt EMRs
which meet standards deﬁned by the
Centers for Medicare and Medicaid
Services (CMS). Several of these
“meaningful use” standards address medication management and
are intended to improve prescribing
and medication reconciliation across
healthcare settings.
The transition between the outpatient and inpatient settings is a
complicated process involving communication between inpatient and
outpatient providers as well as patients
and their caregivers. The challenges of
adhering to the standards of The Joint
Commission’s National Patient Safety
26

Goal (NPSG) 03.06.01 “maintain and
communicate accurate patient medication information” have been well
recognized. Electronic medication reconciliation facilitates a more seamless
care transition, particularly within the
context of an integrated EMR spanning
ambulatory, infusion center and inpatient settings across a health system.
At UCSD Medical Center, the
EMR is used across all care settings.
Medication reconciliation is performed
electronically at every clinic visit as
well as upon admission, transfer
and discharge from the hospital. The
following discussion illustrates some
advantages as well as limitations of
this process in our setting, based
upon the observations of an Informatics Pharmacist.

Outpatient to Inpatient
When a patient is admitted to the
hospital, one of the ﬁrst challenges a
provider faces is obtaining an accurate
medication history on the patient. In the
event that the patient is an unreliable
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historian or cannot communicate, providers and inpatient pharmacists have
traditionally collected additional information from various sources to conﬁrm
that the list of prior-to-admission (PTA)
medications is correct. These resources
include outpatient charting systems (if
available electronically), the patient’s
retail pharmacy, documentation in physicians’ notes or a separate pharmacy
database where information about
medications ordered during previous
hospitalizations can be accessed.
In the EMR, self-reported medications as well as those prescribed in
outpatient settings and electronically
transmitted to retail pharmacies are
ﬁled to a dedicated section in the
electronic chart. This information is
readily accessible to all members of
the healthcare team. Ordering prescriptions through the EMR ensures
that the dose, route and frequency of
a medication are documented along
with its start date and the prescriber.
In some cases, information about the
patient’s prescription reﬁll history can

be electronically relayed back to the
EMR from a retail pharmacy or the
pharmacy beneﬁts manager (PBM).
This can assist in evaluating a patient’s
adherence to drug therapy. More importantly, an accurate picture of pre-admission drug therapy can be critical in
assessing whether a patient’s clinical
status is related to adverse medication
reactions or drug interactions.
During the admission medication
reconciliation process, the admitting
provider works directly from the outpatient medication list. Each medication
is reviewed and a choice is made to
continue, hold or discontinue the drug
therapy. When a provider chooses to
continue a medication for the inpatient
stay, the system automatically populates the dose, route and frequency
from the outpatient order. Details of
the order are easily modiﬁed when
necessary, and the pharmacist is able
to see information about the original
order during veriﬁcation. Another useful feature of the system at this step in
the reconciliation process is the ability
to automatically direct providers to
hospital formulary alternatives when
certain non-formulary medications are
ordered from the outpatient medication
list. Implementation of this functionality
at UCSD Medical Center, for example,
resulted in a 75 percent decrease in
non-formulary proton pump inhibitor
use in the inpatient setting.
The goal of admission medication reconciliation is continuation of a
patient’s outpatient drug therapy when
appropriate, potentially modiﬁed with
consideration to the inpatient formulary. The most signiﬁcant barrier to
achieving this outcome is the reliability
of the PTA medication list, which may
be incomplete, inaccurate, or outdated.
Even if a patient receives all of their
care within the health system, there
are often multiple providers managing
a patient’s drug therapy. A provider
may not always feel comfortable removing a medication from the patient’s
proﬁle that they did not prescribe –
even if the patient reports no longer
taking the medication. Furthermore,
medications intended for short-term
use may persist on the proﬁle if they
are ordered without a stop date.

Successful medication reconciliation upon admission to the hospital
requires critical evaluation of the
PTA medication list and the inpatient
orders generated from the outpatient proﬁle. Despite the fact that an
electronic system makes re-ordering
an outpatient medication as simple as
clicking a “continue” button, careful
thought must go into every selection if
the patient is to end up on an appropriate drug therapy regimen during their
hospitalization. The value of involving
pharmacists in the admission medication reconciliation process has been
clearly demonstrated2 and can be considered no less important when the
process is carried out electronically.

medications that they were taking prior
to their hospitalization are based, in part,
on the PTA medication list; inaccuracies
on that list may lead to confusion. For
example, if a medication was mistakenly
listed twice on the PTA medication list,
the instructions may state to continue
taking the medication and to stop taking
the medication. Providers, as well as
outpatient pharmacists in the health system with access to the EMR, should be
trained to recognize and correct these
errors whenever possible. In all cases,
the discharge medication list should be
carefully reviewed with the patient and
updates made to the EMR when necessary to avoid propagating errors.

Conclusions
Inpatient to Outpatient
The EMR facilitates a smooth transition from inpatient to outpatient in a
number of ways starting with discharge
medication reconciliation. At this step,
providers reconcile what the patient
was taking prior to being admitted to
the hospital and determine whether the
medication should be continued, modiﬁed or stopped upon discharge. Medications initiated during the inpatient
stay are also considered and may be
prescribed to the patient at discharge.
As with the admission process, details
of the inpatient order (dose, route, and
frequency) are automatically applied to
the outpatient prescription.
Once reconciliation is complete,
the system generates a medication list
with instructions for the patient to stop,
change or start taking certain medications. Using a printed copy of this information, members of the healthcare
team can educate the patient or caregiver about changes to their medication
regimen. Upon discharge, the patient’s
chart contains an up-to-date list of their
active medications, lab results, imaging
studies and progress notes that were
ﬁled during the hospitalization. Standardized discharge summary templates
bring this information together as a
means of hand-off to the patient’s
primary care provider.
As with admission medication
reconciliation, discharge reconciliation
can also be error-prone. Directions the
patient receives on what to do with the

The availability of accurate medication information during transitions of
care decreases the risk of omission
errors, drug interactions and duplicate
therapies. While electronic processes
can help ensure that this information is
consistent and accessible across the
continuum of care, particular diligence
must go into the ﬁrst step of the process – that is, the human conﬁrmation
of the current medication list at each
healthcare visit. Due to the inherent
challenge of obtaining and maintaining
an accurate medication list on each
patient, the role of the pharmacist in
reviewing the outcome of medication
reconciliation at each transition of care
remains imperative.
About the Authors
Dean Pham, PharmD, MBA is an
informatics pharmacist at the University
of California, San Diego Medical Center. Carrie Coates, PharmD is an informatics pharmacist at the University of
California, San Diego Medical Center.
References
1. Moore P, Armitage G, Wright J et al.
Medication Reconciliation Using a
Shared Electronic Health Care Record.
Journal of Patient Safety. 7(3):148-154,
September 2011.
2. Beckett RD, Crank CW, Wehmeyer
A. Effectiveness and Feasibility of
Pharmacist-Led Admission Medication
Reconciliation for Geriatric Patients.
J Pharm Pract. 2011 Nov 2.

www.cpha.com | SPRING 2012 | CALIFORNIA PHARMACIST

27

Clinical Capsule

Pain in Older Adults
By Dhwani Shah, PharmD Candidate 2012 and Janice Hoffman, PharmD, CGP
Pain is a sensory, physical and
emotional symptom that is different for
each individual. Pain is one of the most
prevalent symptoms among the elderly.8 In the United States, chronic pain
is estimated to affect approximately 68
million people each year, 17.5 million
(25 percent) are considered elderly.1
This review summarizes chronic pain
and considerations for using current
treatment therapies in the elderly.
The choice of an appropriate initial
therapeutic strategy is dependent upon
the type of pain whether neuropathic
or nociceptive pain. Neuropathic pain
results from damage to or pathology
within the nervous system. Causes
of neuropathic pain are multiple, and
include diabetes mellitus, post herpetic neuralgia, and stroke. Nociceptive
pain, in contrast, is caused by stimuli
that threaten or provoke actual tissue
damage. Nociceptive pain is often due
to musculoskeletal conditions, inﬂammation, or mechanical/compressive
problems.

Prevalence
In the U.S. a 116 million Americans
are suffering from chronic pain.3 Pain
is widely prevalent regardless of the
clinical setting. One study suggests that
at least one-ﬁfth of the million patients
who die in hospitals each year experienced pain during the ﬁnal admission.5
Similarly, a survey of hospice patients
in nursing homes found that about 50
percent had daily pain, which was rated
as moderate or worse in about 85 percent.6 In another survey of Americans
with terminal illness living at home, 50
percent had moderate to severe pain.7
Pain is what the patient says it is.
Rating Scales help deﬁne, quantify and
generates data that can be statistically
analyzed for audit purposes. The universal pain scale incorporates the WongBaker facial scale which uses 6 facial
28

grimaces to interpret the expressed
pain. This is an advantage when a
patient cannot verbalize his/her pain
intensity using the other scales.
Figure 1
Managing persistent pain is challenging in older adults because they
often have co-morbidities and physiological changes that affect dosing. The
preferred route for pain management
medications is ORAL. Swallowing
whole tablets may be a complicating
factor.
In aging, there is a gradual decline in
organ function that affects the pharmacology of analgesic therapy. For
example, increased bioavailability in
elderly patients of medications with a
high ﬁrst-pass metabolism like fentanyl
and methadone due to decreasing liver
function; thus leading to increased
risks of adverse reactions due to the
accumulation of drug and/or toxic
metabolites.
As part of their aging process,
some elderly patients may suffer from
cognitive impairment/memory loss,
confusion as well as sight and hearing deﬁciencies. These deﬁcits can
lead to medication compliance issues
and accurate pain reporting. Under or
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over treatment can result; which may
contribute to patients suffering from
increased adverse effects or developing
tolerance to analgesic therapies.
There are some age related differences in the perception and response
to pain. Elderly may be more sensitive
to pain and have decreased tolerance
to severe pain. Under-prescribing of
opioids in elderly can happen because
of perceived risks of: 1) addiction; 2)
respiratory depression hastening death;
and 3) cognitive impairment contribute
to dilemmas in prescribing.

Treatment
The use of both medications and
non-pharmacologic therapies is encouraged. Incorporating non-pharmacologic
therapies in the pain management can
help achieve overall effectiveness of
treatment and also allow for reduction
of drug dosages and minimize adverse
effects. Most of what is practiced in
the use of opioids to manage chronic
pain comes from experience with
cancer pain. The WHO three-step “ladder” approach to cancer pain management, which was originally published
in the mid-1980s, outlines an approach
to pain control that is based upon the
severity of pain. (Figure 2)19

Figure 2
Adapted from the WHO recommendations on pain

The key considerations for safe drug
therapy for chronic pain in the elderly
are best summarized by the recent ﬁnal
recommendations of the American
Geriatric Society which are summarized in the Analgesic table below.10,11
The drug of choice for chronic pain is
acetaminophen. The acetaminophen
dose limits the use of combination ﬁxed
dose opioid. Patients with frequent or
continuous daily pain not responsive
to acetaminophen should be treated
with around the clock opioid dosing.
Once a stable dose is determined,
long acting opioids help achieve an improved steady-state throughout the day
of opioid therapy and improved compliance. Indomethacin, ketorolac, pentazocine, meperidine, NSAIDSused for

more than several days to two weeks
are considered contraindicated for the
elderly and should be avoided.
Breakthrough pain needs to be
anticipated for and assessed regularly.
Often times patients experience breakthrough pain due to the end of dose
interval, where the steady-state blood
levels falls, or spontaneous pain triggers
as commonly occurs with neuropathic
pain. Breakthrough pain can be managed by using short-acting immediate
release opioid medications. Once a
therapeutic trial of opioids has been initiated, ongoing monitoring for the safety
and efﬁcacy of the therapy is strongly
recommended in both the AGS and the
American Pain Society/American Academy of Pain Medicine (APS/AAPM)
guidelines11,18 Opioid equivalence is used
to convert doses between the different
opioids and the ACGS recommendations are included in the table.
Clinicians must consider the adverse
effects of opioids prior to use and
educate the patient and caregivers.
Tolerance can develop to some of the
adverse effects of opioids except constipation. Since elderly patients already
have slower peristalsis, the initiation
of a preventive bowel regimen for
constipation (e.g. stool softeners, laxatives) is imperative when using opioids

for chronic pain. When opioid therapy
is initiated, sedation and delirium are
common side effects until tolerance
develops. Falls, dizziness and gait disturbances are frequent, thus clinicians
should assess for fall risk and address
modiﬁable risk factors.

Adjuvant analgesics
Patients with neuropathic pain,
especially those who have ﬁbromyalgia are candidates for treatment with
adjuvant analgesics. When selecting
an adjuvant agent for pain, clinicians
should consider the medication with
the lowest side effect proﬁle for older
adults. The beneﬁts of using the adjuvants are enhanced when combined
with other analgesic or non-pharmaceutical options.
Three antiepileptic drugs (gabapentin, pregabalin, and carbamazepine)
are approved by the U.S. Food and
Drug Administration (FDA) for the
treatment of neuropathic pain. Pregabalin may provide analgesia more
quickly than gabapentin because of a
lower initial dosage (150 mg/day) and
a shorter time required to titrate to a
full dosage.15
Adjunctive pain management with
tricyclic antidepressants (TCA) such as
amitriptyline and nortriptyline are used

Table 1
Analagesic Comparative Table
Equianalgesic Dose
Drug

Oral

IV/SQ/IM

Usual dosing
interval

moderate to severe pain, pain-related functional impairment, or diminished quality of
life resulting from pain
start dose titration low and continue slowly to not miss the therapeutic window

Opioids in general
Morphine
Hydromorphone
Fentanyl
Meperidine
Methadone
Hydrocodone
Oxycodone
Oxymorphone
Codeine
Tramadol

30 mg
7.5 mg
NA
300 mg
Acute: 20 mg
30 mg
20 mg
10 mg
200 mg
50 mg

10 mg
1.5 mg
100 mcg
100 mg
Acute: 10 mg
NA
NA
1 mg
NA
NA

Q3-4h
Q2-3h
Q2-3days
Q2-3h
Q6-8h
Q3-5h
Q3-5h
Q3-6h
Q3-7h
Q3-7h

Acetaminophen

MAX 3000mg/day

NA

Q4-8h

NSAID
Celexoib
Ibuprofen

American Geriatric Society Recommendations10,11

MAX 200mg/d

Drug of Choice for chronic pain; especially musculoskeletal; Limits use of opioid
combination products; maximal safe doses of acetaminophen
Rare use in decreased CrCl, Cardiovascular disease or heart failure; serious GI side
effects (Celecoxib lower incident);
Prolonged use should be avoided; maximal safe doses of a NSAID

Adapted from NCCN Adult Cancer Pain Guidelines, 2010
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Table 2
Behavioral Medicine
Approaches
Cognitive behavioral therapy
Biofeedback
Relaxation therapy
Psychotherapy and individual or group
counseling

Electrical Neuromodulation
Transcutaneous electrical nerve
stimulation (TENS)
Spinal cord stimulation

to treat neuropathic pain. Amitriptyline
has signiﬁcant anticholinergic side effects (including dry mouth, orthostatic
hypotension, constipation and urinary
retention) that can be a problem for
older patients and can be reduced by
starting with low dosages administered
at bedtime and with an upward slow
dosage titration. The Serotonin Norepinephrine Reuptake Inhibitor (SNRI)
duloxetine has been shown to be effective for the treatment of patients with
neuropathic pain and seems to be well
tolerated in the elderly.16
Chronic pain often is comprised
of physical and psychological components. Thus, successful management
of pain requires addressing all of these

Interventional Approaches
Ablative techniques
Botulinum toxin injections
Nerve blocks
Trigger point injections
Epidural steroid injections

aspects. There is evidence that combination therapies are more effective
than any single approach for maintaining long-term gains.14

Conclusion
Acetaminophen remains the
ﬁrst-line recommendation by the
AGS. Overall, the long term use of
NSAIDs should be avoided in older
adults; although, if needed NSAID
can be co-prescribed along with an
agent for gastrointestinal protection. Opioids are acceptable for
older adults. Regular reassessments
should be conducted to ensure
ongoing pain control and alternative therapies should be combined

Other Physical Interventions
Physical and occupational therapy
Acupuncture
Chiropractics and osteopathic
manipulation

with pharmacotherapies in order to
optimize functional gains in older
patients with persistent pain. 20
About the Authors
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Business Model

American Health Care’s
Diabetes Health Management
By Brenda Wood, PharmD, BPharm; Barry A. Bunting, PharmD, DSNAP; and
Christine Lee, PharmD, BCPS, CLS
Description of the
Practice Model
American Health Care provides
pharmacist-based population health
management programs in 38 states.
The purpose of this practice model
is to show a return on investment by
decreasing overall medical costs for
participants in a face-to-face diabetes program that utilizes pharmacists
in community settings. This model
expects to demonstrate improvements in A1c, blood pressure, and
lipid panels in the aggregate participating population. Participants are
the eligible employees of a selfinsured employer and their covered
family members who have a diagnosis of pre-diabetes or diabetes (Type
1 or 2) and have voluntarily enrolled
in the program. The primary face-toface interaction is done by a pharmacist initially, if not exclusively. Other
professionals on the team include
Registered Dieticians and other
non-pharmacist Certiﬁ ed Diabetes
Educators (CDEs). These diabetes
care managers meet with the participants in retail pharmacies, physician
ofﬁ ces, or other ofﬁ ce locations in
Fresno, Tulare County, and Bakersﬁ eld California. An integral part of
the model involves the diabetes case
managers partnering with the physicians in the community.
The majority of the population for
this model reside in Tulare County, an
area where there is a lack of access
to physician care. Tulare County ranks
44th out of 58 counties in California
for access to physicians. To put this
in perspective, there is one physician for every 925 people in Tulare
County. Therefore, there are 484
physicians serving 447,814 residents

The purpose of this practice model
is to show a return on investment by
decreasing overall medical costs for
participants in a face-to-face diabetes
program that utilizes pharmacists in
community settings.
as compared to Napa County, where
there is one physician for every 299
residents, or approximately the same
number of physicians (n=464) serving
138,917 residents.1 The incidence of
diabetes in Tulare County in 2005, as
deﬁned by an interview survey, was
9.4 percent for adults 18 years and
older. 2 Another reference states that
the incidence of diabetes in Tulare
County had risen to 11.3 percent by
2007. 3,4 “Unfortunately diabetes, as
with most chronic health ailments, is
not a reportable condition and therefore its incidence is not automatically
tracked. We must rely on what survey data exists.”5 It is likely that the
incident of diabetes is under reported
due to the fact that many people with
diabetes haven’t been diagnosed.
The incidence of diabetes over the
entire state of California in 2007 was
reported to be 7.6 percent. 2

Resource Requirements
(Staffing, Equipment,
Capital)
The primary care diabetes manager for the program is the Lead
Pharmacist, who oversees the entire
program and coordinates care with
physicians and the contract diabetes
care managers. The diabetic care
managers include a number of local

community contract pharmacists as
well as a handful of Registered Dieticians and non-pharmacist CDEs. All
diabetes care managers are trained
on proper documentation of clinical
metrics which are being tracked. In
addition, the diabetes care managers
shadow the Lead Pharmacist during
diabetes care visits and are directed
to additional training as needed.
There are approximately 10 sites in
which participants can receive oneon-one diabetes management training. Participants are seen at least
once every three months but can be
seen as frequently as once-a-month.
Partnering with several pharmacies
to administer the program allows
a number of location options for
patients. The program offers additional service-oriented revenue for
the participating pharmacy as well as
increased store trafﬁ c and customer
loyalty. In addition, the pharmacies
have found collaborating and engaging physicians in the community is
an effective avenue to facilitate the
program. These partnerships result
in interventions being completed in a
timely fashion. Physicians generally
realize an increase in ofﬁ ce visits for
their participating membership, as a
result of pharmacist referrals back to
the physician.
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A computer with internet access
is desirable in order to document
each visit. Visits can be documented
on paper and transferred to the
web-based proprietary documentation system; however, this is neither
timely nor efﬁ cient. Some sites may
require tables, chairs, scales, room
dividers for privacy, and basic supplies needed for biometric screening and blood pressure monitoring.
Some ofﬁ ce settings may require
rent or utilities be paid.

Description of Successes –
Anecdotal and Measurable
The face-to-face diabetes program is an ongoing population health
management program for the covered membership of a self-insured
employer. Though the program is still
accepting enrollment, 63 members
were participating in the program
between April 1, 2011 and October 1,
2011. Clinical data for the program is
analyzed every six months with the
63 members who enrolled in April
2011 approaching the point where
their data can be analyzed. Typical
improvements at six months into the
program are a 0.2-0.3 percent decrease in A1c, 3 to 5 point decrease
in average systolic and diastolic blood
pressures, 3 to 5 point decrease in
average LDL, and 20-30 percent in-
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crease in the number of patients who
are self-testing their blood sugar and
regularly examining their feet. In our
experience, these numbers continue
to improve over time with some
groups achieving guideline recommended A1c and LDL goals as early
as 12 months.

Limitations of the Model
Employers need to understand
the costs associated with the longterm consequences of uncontrolled
diabetes in order to embrace paying
for costs associated with this program. The costs include not only the
administration fees, but also incentives for participants of the program.
Incentives are used to encourage
voluntary participation, and, the
better the incentive, the better the
participation. Examples of incentives
that could be used are co-pay waivers or premium reductions.

Business Case if Available
This model is covered by the
employer’s health plan. Return-oninvestment will be calculated using
ﬁnancial data on the covered population. The data will include a comparison of key data elements for the
enrolled population compared to the
control group i.e. the non-enrolled
population.
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Legal, Regulatory Issues
or Restrictions
All services are provided ensuring
HIPPA compliance.

Future Plans and
Direction
This face-to-face diabetes program began enrolling members on
April 1, 2011 and an analysis of the
return on investment is expected
to be done around October 2012.
We expect to see similar return on
investment results as have been
demonstrated with other programs
throughout the country that have
demonstrated positive clinical
outcomes.
About the Author
Brenda Wood, PharmD, BPharm
is the National Manager for Care
Manager Network.
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Business Model

County Safety-Net
Behavioral Health Service
By Craig Stern, PharmD, MBA
This paper describes a model
for clinical pharmacy services for
a County Behavioral Health Services (BHS) model. The model is a
county safety-net program. Clinical
pharmacy support is provided by
Craig Stern, PharmD, MBA and Pro
Pharma Pharmaceutical Consultants,
Inc. for formulary, clinical and utilization screening, as well as financial
oversight and management of the
drug spend.

How Model Relates to
Safety-Net Concept
The County behavioral health
program is a safety-net system
that is the payer of last resort for
uninsured and low-income residents
suffering from mental illness. A
safety-net based system of care is a
program for providing care when no
other medical insurance is available,
e.g., Medi-Cal, Medicare, thirdparty insurance, etc. Medications
are covered if they are for urgent or
emergent mental conditions or for
selected ongoing chronic mental
conditions. The program has a formulary that is restrictive in that only
those medications on the formulary
are covered. Further, payments are
restricted to generic formulations of
medication when they are available.
Generics, whether they are available
from one or more manufacturers,
are covered on the restrictive list.
Exclusions from the formulary
include medication not listed in
the formulary, over-the- counter
medications and specific therapeutic
classifications relating to conditions
outside the scope of the program.
The program in rare cases may
cover a non-formulary drug where
one of the following conditions is
present:

a) All formulary options have been
ineffective, or
b) Another non-formulary drug is
less expensive, or
c) There is an overwhelming case
speciﬁed need, and the diagnosis
is within the scope of the BHS
program and is consistent with
the prescription.
Medications paid for by the program are limited to those prescribed
by the program physicians and filled
in county pharmacies.
The program is the payer of last
resort; however, when it is determined that the client being served
does not qualify for the many other
programs sponsored by the state
and federal agencies (i.e., Medi-Cal,
Healthy Families, etc.), services
provided by the program do not
exclude persons with other coverage and the program does bill these
funding sources for the services
it provides. As a result, program
psychiatrists prescribe medications
for these persons as well as those
for whom the prescription costs are
covered. In addition, for Medicare
Part D patients the program desires
to ensure that its clients with this
coverage are not financially deterred
from obtaining their medications and
decompensating as a result of not
maintaining their medication regimens. Therefore, the program covers copays only for clients receiving
Medicare benefits as well as deductibles for certain groups.
Medication therapy for the
behavioral health model is supported
by a managed care pharmacy
model that identifies medication
therapy issues, addresses them
on a patient-specific basis with the
medical director who follows up to
ensure that applicable interventions

The pharmacy
model was
conceived
of, designed,
implemented and
monitored by a
coordinated team
composed of a
plan administrator,
two Medical
Directors,
and a Clinical
Pharmacist
consultant.
were effectuated. The pharmacy
model was conceived of, designed,
implemented and monitored by a
coordinated team composed of a
plan administrator, two Medical
Directors, and a Clinical Pharmacist
consultant. The pharmacy model is
anchored in a restricted formulary
that contains formulary rules (e.g.,
substitution bias, prior authorization
criteria, etc.), quantity limits, dosing
limits, and maximum dollar limits (in
some cases) for every drug on the
formulary.
On a bi-monthly basis, pharmacy claims, enrollment, and other
relevant data sets are screened for
(but not limited to) utilization, benefit
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compliance, and cost considerations. Physicians, pharmacies, and
patients are profiled monthly. Physicians are contacted with utilization
or quality care issues and opportunities for alternative cost-effective
treatments. Further, the results of
these patient-specific and issue-specific screens are communicated to
applicable psychiatrists bi-monthly
by the associate medical director. In
summary, these screens include:
• Clinical screens which include
patient-speciﬁc compliance and
adherence (overall, by doctor,
by therapeutic category, and
by patient), doses or quantities
greater than prescribed, high
severity drug interactions and
adverse drug effects, and other
issues that are widely divergent
or occurring in high severity
patients. The following are
speciﬁc analyses run bimonthly:
• Dosing outside of established
clinical range
• Drug overlap of 60 days or
more
• High prescription count of
psychotropic drugs
• Therapeutic compliance
• Utilization outliers include
coordination of care issues,
polypharmacy and duplicate
therapy
• The Medical Director also
receives spreadsheets that can
be ﬁltered for all claims for
particular patients or psychiatrists,
or the results of any of the above
edits.
All screens include notification
counters and are tracked monthly
by issue, patient, and doctor. The
Medical Directors choose which
issues to address with applicable
psychiatrists. Any doctors who have
notifications of greater than three
may be contacted by the Medical
Director for an explanation of need
or of physician awareness including
current interventions already taken
and not indicated in the encounter
data, or a discussion of applicable
interventions or alternative options. The screens are designed to
cover all issues and usually include
34

thousands of patient issues. The
data is also mined for high value
patients and issues that are reported
as “call-outs.” These call outs are
smaller in number, usually thirty or
less, and allow for the opportunity to
focus priorities on fewer direct interventions by the Medical Director.
On a regular basis all screens are
evaluated for effectiveness, currency, and the need for implementing
new screens. This process has lead
to reports that the Medical Directors
can filter and review according to
their own criteria.
On a monthly basis the Clinical
Pharmacy Consultant and the Medical Directors discuss clinical issues,
provider concerns, prior authorization problems, formulary management issues, and other issues of
immediate concern. These calls
provide benefits beyond problem
solving in that they also allow for
open and candid discussions. In this
environment all options can be aired
and discussed with the objective of
fairness and parity in clinical judgment.

Resource Requirements
The pharmacy model requires a
clinical pharmacist, programmers,
data analysts and support staff to
analyze, interpret, distribute reports,
and arrange calls with the Medical
Directors. The Clinical Pharmacist
manages the formulary, high severity or outlier issues addressed in
utilization screening, support for the
Medical Directors, and oversight of
screening and reporting.

Successes: Anecdotal
and Measurable
The pharmacy program has
provided clinical, financial and educational successes. Every intervention is tracked on a patient, issue
and physician basis. All results are
reported by an aggregated sum, and
on a cost per-member-per-month
(PMPM) and cost per-patient-permonth (PPPM) basis. Savings in
drug spend have accrued through
pre-payment screening of invoices,
judicious selection of medications
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for the formulary, and limits on
quantities and dosing applied in
claim adjudication.

Limitations, Restrictions
The model requires sufficient
hardware and software support for
screening pharmacy claims, enrollment files, and supporting files.
Standard pharmacy-related software
is insufficient for population-based
screening such that programmatic
coding is a necessity. Specialized
programs were designed and coded
to produce individual queries as well
as artificial intelligence datasets to
screen across multiple datasets.

What is the
Business Case?
The managed care pharmacy
model includes clinical, financial
oversight, analyses, reporting, and
quality oversight.
Separate from the clinical involvement discussed above, the pharmacy claims are screened against the
Pharmacy Benefit Manager (PBM)
invoice on a monthly basis. These
financial reviews include:
• Financials trended month-tomonth, and year-to-year
• Invoices screened for
conformance with the supporting
claims
• Claims screened for eligibility,
validity, beneﬁt compliance,
contract pricing, AWP and MAC
integrity, etc.
• Claims screened for compliance
with State and Federal
requirements
• Analyses of pricing discounts,
payments by network, drug
type, etc.
The screening of invoices and
financial trending is an enhancement
of the Accounts Payable process
that allows for recognition of payment variance at the time of prepayment of each invoice. Further,
financial trending allows for identification of cost and utilization drivers
such that actions can be formulated
and implemented to control and
manage the drug spend. While the
savings from these processes are

not available for general discussion,
the benefit of oversight at prepayment of an invoice is of notable
benefit.
The managed care pharmacy
model is based on a consulting fee
for services rendered. The fee is
fixed and has not varied for several
years. Any project work is additional
and based on a project fee or timeand-materials basis.

are several concerns about armslength relationships between the
psychiatric and medical providers, it
is recognized that there is a need for
some level of cooperation between
the providers for coordination of
care, and treatment for drug-induced
disease. These discussions continue.
The model discussed above
indicates that there are opportunities for pharmaceutical care that
bridges the gap between medical

and pharmacy practitioners. The use
of more population-based models
allows for cost-effective involvement to the extent that is clinically
relevant to high severity populations.
The financial benefits accrue from
oversight of drug spend. As psychiatric therapy continues to increase
in cost, models such as this provide
some opportunities for collegial
interactions between pharmacists
and physicians.

Legal, Regulatory Issues
or Restrictions
The only applicable legal issue
is HIPAA. The analyses and communications included in this model
are covered under the administration
component of HIPAA. All communications including patient-specific
information must be protected and
communicated only to administrative
or treating providers. All summary
reports must be sterilized for any
patient-specific information.

Future program plans
There are several opportunities
for cost savings and enhancement of
medical oversight. All of these issues
are currently being discussed, anticipated, or placed in long-term planning.
First, the collection and publication
internally for medical encounter data
for physician ofﬁce visits would allow
for identiﬁcation of diagnosis, patient
severity, and testing performed. This
information can only add to the pharmacy claims detail in deﬁning areas
for further oversight or variance from
standard guidelines of practice.
Second, the establishment of preexisting County Psychiatric Clinics
as Federally Qualiﬁ ed Health Plans
(FQHC), or FQHC-like clinics would
allow for patients to receive drugs
through Pharmaceutical Assistance
Programs (PAP). The PAP programs
allow for indigent patients to receive
branded medications, particularly
atypical antipsychotics in this case,
for free from the manufacturers.
Third, the interaction between the
therapy of psychiatric patients and
the medical treatment of the same
patients in the County medical clinics has been discussed. While there
533993_International.indd 1
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Business Model

Pharmacist in the Medical Home:
VA San Diego Experience
By Tung N. Le, PharmD, BCPS, BCACP; Anne C. Shin, PharmD, BCPS; and
Anthony Morreale, PharmD, MBA, BCPS, FASHP
Background
In 1994, the Veterans Health
administration (VHA) implemented
a team-based primary care model
which emphasized provision of care
that is accessible, timely, coordinated,
continuous, comprehensive, and
compassionate. This model initiative
transformed VHA from a health care
delivery system that revolved around
hospital care to one that emphasized
ambulatory care. Over the past 17
years, VHA made advancements in
patient outcomes, patient satisfaction and access to care. However,
opportunities for improvement were
still desirable. In 2009, a VHA chartered Universal Health Care Service
Task Force recommended the formal
adoption of a team-based model of
care which emphasized patient-centered care, coordination of care, and
access to care. To accomplish these
principles, the VA adapted the Patient
Centered Medical Home model in
early 2010 and later re-branded the
program as the Patient Aligned Care
Team (PACT).1
Some key principles of PACT
include the following:
• Each team member works at their
highest training level
• Team member roles are clearly
defined with team optimization
• All care needs are provided by the
team when possible
• Convenient same day access to
providers
As part of this initiative VA National
Pharmacy Benefits Management
(PBM) sought to assure the utilization
of clinical pharmacy specialist (CPS)
as a mid-level provider with expertise
in identifying and fixing drug related
problems, manage complex disease
and adjust chronic medications to assure patients achieve targeted therapy
36

goals. Complex diseases were defined
as those diseases with multiple drug
therapy options to achieve therapeutic
goals. The CPS is regarded as the
medication expert and can play a
vital role in formulary management,
medication recalls, medication safety,
dual-care management, therapeutic
interchange, drug information, and
medication reconciliation. The CPS
therefore represents a strong and
necessary resource for teams whose
primary function is to improve provider
access by assisting with chronic disease medication management.

or patient. The clinical dashboard (a
database which identifies patients
not meeting treatment goals) is an
additional tool to aid in the identification of complex or high risk patients
with chronic diseases who may
benefit from CPS intervention. The
PCP provides relevant medical history,
diagnosis, and reason for referral to the
CPS. Collaborative patient care activities are overseen by the PCP so that
continuity of care is achieved and so
that the primary care physician (PCP)
is aware of all CPS interventions which
are documented in the electronic medical record.

Description of the
Practice Model

Resource Requirements

The model places the relationship
with the provider and the team at the
center of a patient’s care in an ambulatory care setting. The typical work
week for a CPS includes 80 percent
direct patient care and 20 percent
indirect patient care (i.e. administration, lab monitoring, and attendance at
huddles or interdisciplinary meetings).
Patient care are delivered through
face-to-face or telephone appointments, group visits, shared medical
appointments, secure messaging or
through tele-health services such as
clinical video teleconference (CVT).
The CPS at the VA San Diego practice under a locally defined standard of
practice (SOP) to assist with chronic
disease medication management. All
CPS at our facility were required to
go through orientation and a threemonth training period under “certified” trainers in the specialty diabetes
and lipid clinics. This allows them to
initiate, discontinue, titrate, adjust and
continue medications without provider
co-signature. Referrals to the CPS for
disease management are initiated by
the provider, CPS, any team member

In order to proceed with the rollout
of the model, it was clear there was
a need for practice change, systems
redesign and innovation in pharmacy
practice within primary care. Therefore, some key staffing principles
necessary to establish prior to implementation of the model included:
• One assigned CPS for every
3 provider panels (patient
ratio of 1:3600) not including
anticoagulation patients.
• One Anticoagulation CPS per 5
provider panels (patient ratio of
1:6000).
• CPS should be aligned under the
Pharmacy Service to manage their
duties, competency, and cross
coverage while avoiding conflicts
of interest with regard to formulary
management and quality assurance.
• To use the CPS at the top of their
license the following resources are
needed:
• Clerical and nursing (LVN/health
tech) support (ie. appointment
and check in support, intake
vitals, exit interviews, calling
patients to remind of labs, etc).
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• Central Pharmacy Service needs
to handle routine outpatient
medication activities so that
the CPS can focus on chronic
disease management.
• Space such as an ofﬁce or
exam room to see patients.
In calculating the resources needed
based on the primary care patient
uniques (currently 49,588 patients),
the model requires 13.7 CPS for
primary care and 8.26 anticoagulation
pharmacists. Pharmacy service was
granted 4.0 full-time CPS positions
to augment staff pharmacists who
were already assigned to the primary
care clinics.

Description of Successes Anecdotal and Measurable
The most signiﬁcant impact to
date has been improving provider access. Prior to model implementation,
the average wait time to see a provider ranged from 30 up to 90 days.
However, access has signiﬁcantly improved to same day access for most
providers. The CPS has contributed
to this success by seeing complex
patients who require frequent followups. Thus, allowing the provider to
extend the return to visit interval.
Based on the demand of patient
consults and the availability of patient
appointments, and the time it takes
to get a patient to designated goals
it was estimated that a full-time CPS
can manage approximately 150-200
patients at a time. New patients are
consulted as old patients achieve goal
and are referred back to their provider. The patients who are referred
to the CPS are often high risk or complex requiring multiple medications
and visits with a CPS in between
provider visits. The CPS have been
successful in helping patients attain
HgA1C, LDL and BP goals before the
patient is seen for follow-up by the
PCP. This has contributed not only to
same day access for providers but
also improvement in the performance
measures.

Limitations of the Model
Since implementation of the model in January 2011, there have been a

number of challenges encountered.
The assumptions of the model are
that all stafﬁ ng support is available
and provided at the ideal ratio. However, there have been delays in hiring
all necessary team members. This
has prevented the CPS to function at
the highest level of training. The CPS
has needed to adopt the administrative, clerical and LVN functions.
However, creation of a fully staffed
clinic was never anticipated to be
an instant process. VHA has always
anticipated that building a comprehensive medical home infrastructure
would be a 2-3 year process. Limited
spaces for exam rooms and ofﬁ ces
have also been another challenge.
This has prevented the CPS from
seeing patients at the maximum
panel size. Furthermore, it became
prudent to establish a manageable
panel size for the CPS since currently there is only one CPS assigned to
each of the four sites.

Business Case, If
Available
Patient care data are captured
according to guidelines established
by a VHA Directive 2009-002 for
outpatient and inpatient encounters.
These patient care encounters for
professional services are transmitted to the National Patient Care
Database in Austin, TX to capture
workload by the CPS since the
patients are not charged a fee for
services provided by the CPS. Although patients cannot be billed for
services provided by the CPS, a copay for the outpatient visit with the
CPS can be charged as deﬁ ned by
Directive 2009-012. Patients seen in
the pharmacy clinics with a primary
stop code are charged a basic copay;
however, telephone clinics are not
charged a copay. Furthermore, if
patients have another visit the same
day or dual appointments then they
are charged only one copay. As such,
one of the goals is to increase count
workload to show that the CPS can
be a source of payment for services.
For primary care, captured workload
primarily originates from outpatient
encounters at the clinics.

Legal, Regulatory Issues
or Restrictions
All CPS at our facility are required to
go through orientation and training under “certiﬁed” trainers in the specialty
clinics. The Directive 2009-014 identiﬁes CPS as mid-level practitioner. Unlike the private sector, SOP instead of
collaborative practice agreements are
granted for the CPS. Medication prescribing and monitoring privileges are
based on locally deﬁned SOP which is
approved by the Clinical/Medical Executive Committee, Chief of Staff and
Chief of Pharmacy. After training, each
CPS is deemed “competent” prior to
submitting SOP for MTM services and
chronic disease management.

Future Plans and Direction
The overall future direction is to
provide health access to every patient
in a comprehensive and timely manner.
Through the model, pharmacists’ role
as medication experts will bridge the
gaps between primary care and specialty care. For future research, we are
looking at the clinical impact provided
by the PACT CPS on patient care. We
will measure reductions in surrogate
endpoints such as HgbA1C, LDL, and
BP. Patient characteristics of those who
are ideal candidates versus those failing
to reach treatment goal will also be
identiﬁed. We also plan to implement
telehealth services to our surrounding clinics and service areas as well as
specialty services such as hepatitis C
and osteoporosis treatment in hopes
of expanding these clinical pharmacy
services to the outlying areas.
About the Authors
Tung N. Le, PharmD, BCPS, BCACP is a Clinical Pharmacy Specialist in Ambulatory Care, PACT Pharmacy
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the patient-centered medical home. 2007.www.medicalhomeinfo.org/Joint%20Statement.pdf
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Business Model Medicine Review
Evidence-Based

COGENT Study
By Brian Chou, 2014 PharmD Candidate; Michael E. Stuart, MD; and Sheri A. Strite
Introduction
The COGENT (Clopidogrel and
the Optimization of Gastrointestinal
Events Trial) study was an international multi-centered, randomized,
double-blind, double-dummy, placebocontrolled, parallel-group, phase three
trial. The trial ended prematurely due
to insufﬁcient ﬁnancial sponsorship.
The study was designed to determine
the efﬁcacy and safety of concomitant
administration of dual anti-platelet
Element

therapy (clopidogrel plus aspirin)
and PPIs (proton-pump inhibitors) in
patients with coronary artery disease.
There were both a primary efﬁcacy
endpoint for GI bleeding and a primary
safety endpoint for CV events.
Many patients indicated for dual
anti-platelet therapy experience
symptoms of GI bleeding, pain and
other complications. In spite of this, it
is suspected that concomitant administration of clopidogrel and omepra-

zole, could decrease GI complications
without becoming a drug-drug interaction that could affect CV safety.

Author’s Results and
Conclusion
Study population consisted of patients with elevated risk for death from
cardiovascular causes. The number of
events for the primary gastrointestinal
end point was lower in the omeprazole
group compared to the placebo group

Criteria

Comments

Study Design
Assessment

Is the design appropriate to the research question? Is
the research question useful?
• For efficacy, use of experimental study design
(meaning study subjects and others were not allowed
choice in determining interventions)
• Clinically significant area for study (morbidity, mortality,
symptom relief, functioning and health-related quality of
life) and reasonable definitions for clinical outcome
such as response, treatment success or failure
• If composite endpoints used, reasonable combination
used – and used for safety if used for efficacy

A double-blinded, double-dummy, placebo controlled, randomized controlled
trial that assessed the GI efficacy and CV safety of concomitant dual antiplatelet therapy (clopidogrel plus aspirin) and PPIs.

Internal Validity
Assessment

Can bias, confounding or chance explain the study
results?
• Ensure prespecified and appropriate 1) research
questions, 2) populations to analyze, 3) outcomes, 4)
group assignment methods, 5) study conduct methods, 6)
analysis methods, and 7) level for statistical significance

The research question, population, outcomes, group assignment methods,
analysis methods were appropriate.

• Groups are appropriate for study, of appropriate size,
concurrent and similar in prognostic variables
• Methods for generating the group assignment sequence
are truly random, sequencing avoids potential for
anyone affecting assignment to a study arm and
randomization remains intact
• Concealment of allocation strategies are employed to
prevent anyone affecting assignment to a study arm

Baseline characteristics were evenly balanced between the omeprazole
and placebo arms. Concealment and randomization of allocation was
performed via a central voice-response system, and blinded study kits were
distributed.

• Double-blinding methods employed (i.e., subject and all
working with the subject or subject’s data) and achieved
• Reasonable intervention and reasonable comparator
used (e.g., placebo)
• No bias or difference, except for what is under
study, between groups during course of study (e.g.,
intervention design and execution, co-interventions,
concomitant medication use, adherence, inappropriate
exposure or migration, cross-over threats, protocol
deviations, measurement methods, study duration, etc.)

Threat: It was never stated how the investigators and data collectors were
blinded, therefore potential bias may exist.

Selection Bias

Performance
Bias

Threat: However, the trial ended prematurely, which leads to questionable
levels of statistical significance discussed below. Other threats to internal
validity are also discussed.

Threat: No information on the generation of sequence.

Threat: Dual-antiplatelet administration of ASA varied between 75mg to
325mg doses. Varying ASA doses may produce variability in efficacy and
safety outcomes.
Threat: Loading doses for clopidogrel were not specified. Clopidogrel arm
patients are clopidogrel-naïve due to exclusion criteria. Patients may or may
not have been given loading dose and could potentially affect acute efficacy
and safety outcomes.
Threat: A single-pill formulation with release kinetics different from generic
omeprazole was used. Different pharmacokinetics may affect outcomes.
Co-interventions were not mentioned, but the baseline characteristics,
adherence and exposure rates were relatively similar in both groups.
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Element
Attrition Bias

Criteria

Comments
Threat: There were no data pertaining to the duration the patients stayed
in the trial, nor were the discontinuation rates of the trial specified. Overall,
the experiment was limited by fewer events due to premature termination.

• Zero or minimal missing data points or loss from
randomization (e.g., approximately 5 percent with
differential loss, or approximately 10 percent without
differential loss) unless good ITT analysis (see ITT
below)

Threat: 112 patients removed after the initial randomization and 4 GI
events excluded from the data analysis were not accounted for. The
exclusion of these patients may lead to a loss in randomization.
Threat: Kaplan-Meier analysis was used, and a significant portion of the
study population was censored, however details and data of who was
censored were not specified.

Assessment
Bias

Usefulness
Assessment

• Assessors are blinded
• Low likelihood of findings due to chance, false positive
and false negative outcomes (judgment call on
statistical significance, including confidence intervals)
• Non-significant findings are reported, but the
confidence intervals include clinically meaningful
differences
• Intention-to-Treat Analysis (ITT) performed (all
people are analyzed as randomized + reasonable method
for imputing missing values which puts the intervention
through a challenging trial or reasonable sensitivity
analysis)
• Use of modeling only with use of reasonable
assumptions

Threat: The blinding of assessors was not specified, which may potentially
lead to bias.

• Clinically significant area + sufficient benefit size
= meaningful clinical benefit (consider efficacy vs.
effectiveness)

Threat: The NNT=55, meaning that for every 55 patients treated,
omeprazole prevents 1 primary efficacy outcome. According to the data,
omeprazole reduced the primary GI outcome relative to placebo with
statistical significance (P<0.001), however, threats to internal validity may
invalidate results.

Threat: No reference as to how frequent independent adjudicating
committees were utilized. Authors stated that “there was also a
significant reduction in the number of patients with investigator-defined
gastrointestinal events.” The investigator-defined parameters were not
specified, nor did the author state which set of parameters were used in
the data analysis. This missing information may result in bias of the results.
Threat: The experiment was designed to end at 143 GI events, however,
due to the premature termination, the experiment ended at 55 GI events.
Kaplan-Meier analysis was not pre-specified to take place at that point
(180 days). Therefore, the early assessment of data may pose a high risk
that chance caused the difference in efficacy outcomes.

Threat: There was also not enough power to determine definitive safety
outcomes. A wide confidence interval and high p-value (P=0.96) is not
statistically significant, therefore more conclusive evidence and further
testing is needed to establish the risk of CV events in concomitant therapy.
External Validity

How likely are research results to be realized in the
real world considering population and circumstances
for care?
• Review n, inclusions, exclusions, baseline characteristics
and intervention methods – this is a judgment call.

Threat: The study population did not include patients indicated for
clopidogrel due to non-CV causes, or those who have been taking
clopidogrel and other thienopyridines for more than 21 days prior to
randomization. Therefore, the study population is not representative of the
real world usage of clopidogrel.
Threat: Duration of clopidogrel therapy ranges from 9-12 months. Trial
and analysis of data ended at 180 days. Data may not be representative of
complete, long-term clopidogrel therapy.
Overall, a controlled trial setting excludes extraneous variables that may
provide different results than that of the real world setting.

Patient
Perspective

• Consider benefits, harms, risks, costs, uncertainties,
alternatives, applicability to which patients, adherence
issues, potential for abuse, dependency issues and
patient satisfaction

-Concomitant therapy with omeprazole may decrease GI events.
-Absence of CV events with concomitant therapy was inconclusive.
-No data on long term usage.

Provider
Perspective

• Satisfaction, acceptability, likely appropriate application
and actionability (e.g., FDA approval, affordability,
external relevance, circumstances of care, able to apply,
tools available)

-PPIs inhibit CYP2C19 metabolism of clopidogrel into its active metabolite,
however, there was no statistically significant evidence suggesting that
such a drug interaction affects CV events. Further studies are needed.
-Other medications that are CYP2C19 inhibitors or inducers must be used
with caution with this concomitant therapy.
-No data beyond 180 days

*Chart taken from the Delﬁni Group,LLC. Short Critical Appraisal Checklist: Updated 02/19/08
© Delﬁni Group, LLC, 2006-2008. All Rights Reserved World Wide.
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Delfini Evidence Grading Scale
Grade A Evidence: Useful
The evidence appears strong and sufﬁcient to use in making health care
decisions - no signiﬁcant threats to validity were ascertained.

Grade B Evidence: Possibly Useful
The evidence appears potentially strong and is probably sufﬁcient to use
in making health care decisions - some threats to validity were identiﬁed

Grade B-U Evidence: Possible to uncertain usefulness
The evidence might be sufﬁcient to use in making health care decisions;
however, there remains sufﬁcient uncertainty that the evidence cannot fully
reach a Grade B and the uncertainty is not great enough to fully warrant a Grade
U. Health care decision-makers should be fully informed of the evidence quality.

Grade U Evidence: Uncertain
There is sufﬁcient uncertainty that caution is urged regarding its use in
making health care decisions. Delﬁni does not use such information to inform
clinical decisions regarding efﬁcacy.
(1.1 percent vs. 2.9 percent, respectively; HR=0.34; 95 percent CI 0.18 to 0.63;
P<0.001) at 180 days after randomization. The number of events for the primary cardiovascular end point between
the omeprazole and placebo groups
showed no difference between arms
but was not statistically signiﬁcant (4.9
percent vs. 5.7 percent, respectively;
HR=0.99; 95 percent CI, 0.68 to 1.44;
P=0.96). Stratiﬁcation of study groups
did not result in statistically signiﬁcant
data for interactions.
Authors of the study concluded that
patients on concomitant dual-antiplatelet therapy with omeprazole showed
signiﬁcantly decreased rates of adverse
gastrointestinal events compared to the
placebo group. In addition, there was no
clinically signiﬁcant cardiovascular interaction between PPIs and clopidogrel.

Reviewer’s Conclusion
Overall, the study design, clinical
relevance, and endpoints were appropriate and useful; however, the
results of the trial are inconclusive.
The major limitation of this study was
due to its premature termination. The
data analysis ended with a maximum
duration of 341 days with no details
regarding the number of patients who
remained in the trial for 341 days or the
number of patients who discontinued
the trial before the 341 days. The Kaplan
Meier analysis censored a signiﬁcant
portion of the study population at 180
days after randomization; therefore, the
statistically signiﬁcant difference in primary outcomes may be due to chance.
40

Safety CV outcomes were inconclusive
because of a wide CI and high P-value.
Furthermore, clopidogrel therapy ranges
from 9-12 months for most CV indications. Data analysis of up to 6 months
does not provide adequate long-term
data. Results of long-term concomitant
treatment are therefore unknown.
It was never stated how or whether
or not the parties working on the data
- including the academic steering committee, the academic principal investigator, or data collectors were blinded. If
these parties were not blinded, then
bias may result.
The dosing of aspirin was not
controlled. Patients taking a lower dose
of ASA could result in lower rates of
bleeding compared to patients taking a
higher dosed aspirin. The trial excluded
patients who were taking clopidogrel
and other thienopyridines for more than
21 days. This exclusion criterion is not
representative of patients who take antiplatelet drug therapy on a regular basis.
External validity may be limited.
The study showed that there
is a clinically signiﬁcant reduction
in gastrointestinal bleeding with
omeprazole compared to placebo.
However, because of the diminished
power, censoring, missing data, and
threats to validity stated above, the
reduction of gastrointestinal events may
not be true. Moreover, the presence
or absence of a CYP2C19 interaction
between PPI’s and clopidogrel was
never deﬁnitively established. Further
studies are necessary to establish
both the effects of long-term therapy
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and a deﬁnitive cardiovascular effect
from the interaction between PPI’s and
clopidogrel.

Overall Grade:
U – No conclusive evidence
for clinical practice
Reference
1. Deepak B, Cryer B, Contant C, et al. “Clopidogrel with or without Omeprazole in Coronary
Artery Disease.” N Eng J Med 363.20
(2011): 1909-1917

Delfini Comment
In one review of studies stopped
early for beneﬁt, most studies were of
low quality and did not follow CONSORT guidelines.1 Furthermore, in many
trials stopped early, treatment effects
appear to be inﬂated. Bassler et al2 have
pointed out the following problems in
many studies stopped early for beneﬁt:2
• A trial stopped early for beneﬁt
should usually be conﬁrmed by
subsequent studies because it may
overestimate treatment effects. The
reason for this is that, with early
termination of trials, the reported
difference in outcomes between
groups is frequently due to chance.
• Even if the outcome difference is
not due to chance and a stopping
rule and independent monitoring
group were utilized, the reported
difference is likely to be exaggerated.
About the Author
Brian Chou is a 2014 PharmD Candidate at the University of Southern California School of Pharmacy. Guest Editors
Michael E. Stuart, MD and Sheri A. Strite
of Delﬁni Group are experts at systematic literature reviews. The chart template
is adapted from “Delﬁni Group, LLC.
Short Critical Appraisal Checklist: U.”
References
1. Montori VM et al. Randomized trials stopped
early for beneﬁt: a systematic review.
JAMA. 2005 Nov 2;294(17):2203-9. Review.
PubMed PMID: 16264162.
2. Bassler D et al. Stopping randomized
trials early for beneﬁt and estimation of
treatment effects: systematic review and
meta-regression analysis. JAMA. 2010 Mar
24;303(12):1180-7. PMID: 20332404

Business Model
University
Reports
UCSF
By Kanizeh Visram, CPhA Board of Trustees UCSF Representative

Back row, left to right: Sunny Chen,
Duyen-Anh Pham, Stephanie Hsia, Shari
Stockwell, William Do, Brittany McGalliard,
John Horner, Kimberly Krisman,
Laurie Wright, Paul Mello. Middle row, left
to right: Soniya Tambe, Renu Gaur,
Liliana Sherman, Tiffany Chang,
Deanna Reyes, Shikha Sanjiv, Tanvi Shah
Front row, left to right: Ani Childress,
Efrain Covarrubias, Amanda Sugay.

With the end of another successful CPhA Outlook conference, I have
transitioned into my role as CPhA
Board of Trustees student representative from UCSF. I look forward to
an amazing year working with our
board to move the profession of
pharmacy forward.
We had a successful turnout by
UCSF APhA-ASP students at Outlook last month and students had the

chance to network with pharmacists
in different practice settings, participate in student policy sessions,
voice their opinions on policies, meet
students from pharmacy schools all
across California, and, most importantly for the ﬁ rst-years, to enjoy one
of the best pharmacy conferences.
David Yu, a ﬁrst-year pharmacy
student and the 2012 CPhA UCSF
student delegate at Outlook said,
“CPhA Outlook was an informative
conference that provided me with
an insight on the current state of
pharmacy, both on the policies and
emerging ﬁ elds and was a perfect
place to network with other students
that will be my future colleagues.”
The UCSF CPhA team has also
been working hard to further develop
the CPhA Mentor Program, under
the guidance of Clara Mikhaeil. At
Outlook, UCSF students helped
recruit pharmacists from different
geographic locations and practice
settings to serve as mentors in the
expanding program. In addition, we
have also successfully established
the Safe Med Service Project at
UCSF. Working in collaboration with

UCSF’s Geriatric Awareness Project,
we are reaching out to the senior
population to provide drug interaction screenings and medication
safety education at various APhAASP health fairs.
The UCSF students are very
excited to learn that this year’s
California Pharmacist Legislative Day
will be the ﬁ rst ever CPhA/CSHP
combined Legislative Day. Unfortunately due to the conﬂ ict with ﬁ nal
exams, most UCSF students will be
unable to attend. To offer students
the experience they will miss, we
will be organizing a Legislative Day
event on campus in the spring.
There is a lot of excitement and
interest in policy and advocacy from
the ﬁrst- and second-year student
pharmacists. We look forward to helping our students expand their skills
and knowledge through the organization of our own Legislative Day event.
As student pharmacists and future
pharmacy leaders, we aim to have
our voices heard and to collaborate to
move our profession to a higher level.
Our ultimate goal is to provide the
best outcomes for our patients.

University of the Pacific
By Mika Bhakta, CPhA Board of Trustees Pacific Representative
Starting the new year of 2012, the
ambitious Paciﬁ c Tigers have been
actively participating in conferences,
health fairs and professional networking with pharmacy leadership.
The orange army recently showed
a mighty presence at CPhA’s Outlook conference. Congratulations to
third-year Paciﬁ c student Julie Na
for winning the patient counseling
competition between all California
schools of pharmacy. She will be
the candidate representing UOP
and California this year at the APhA
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annual event in New Orleans. Paciﬁ c
also placed a close second at the
all-school quiz bowl, next to Western. Hats off to Elizabeth Chang,
Han Duong, Melissa Kuo, Michelle
Najibi and Jerline Hsin for a job well
done in representing Paciﬁ c with
their clinical knowledge. Lastly,
visionary students Keira Domer and
Han Duong authored a new policy
to move our profession in a forward
and expansive direction.
Their policy has been referred to
review by CPhA’s Policy committee next year. This new business
item reads as follows: “The California Pharmacists Association supports: The development of limited
prescriptive rights for community
pharmacists to treat minor ailments
by drawing from a standardized
formulary approved jointly by the
CA State Board of Pharmacy and
the Board of Medicine in efforts to
decrease the burden on medical and
emergency medical systems and to
fully recognize and utilize community
pharmacists as providers of front-line
healthcare.”
Paciﬁ c encourages and appreciates your support on this policy at
the next Outlook in 2013.
Aside from the recent conference, Pacific students continue to
generously offer various services to
their local community. For example,

on Feb. 1, 24 students hosted a
health fair at a local elementary and
middle school, West Valley Christian
Academy. All the presentations were
informative, engaging and interactive on health topics. To educate
the children on blood vessels, UOP
students instructed the kids to line
up in two rows to represent the
blood vessel. In addition, two other
kids represented one red blood cell
each and were asked to choose an
activity. If the kids chose exercise,
the rows would widen and it would
be easy for the “red blood cells”
kids to run through them. If the kids
chose video games, the rows would
narrow, making it difficult to run
through. It was creativity like this
in all the presentations that made
this a memorable and impacting
experience.

UOP students educate children at a health
fair at West Valley Christian Academy.

After working hard, Paciﬁ c
students also like to enjoy themselves with the great company of
colleagues and mentors. ASP-Paciﬁ c
hosted its second annual pharmacy
leadership dinner on March 2 at the
UC Ballroom on Paciﬁ c’s main campus. This evening provided students
a wonderful opportunity to network
with distinguished Paciﬁ c alumni of
various pharmacy backgrounds, such
as community, clinical and managed
care, who shared their experiences.
All attendees enjoyed a ﬁ ve-course
meal while learning tips on dining
etiquette, professional conversations
and networking that will help make
positive impressions in interviews
and professional dining situations.
If you were not able to attend this
year, you won’t want to miss out
next year!
Alumni! Do you ever reminisce
about the good times back when
you were in pharmacy school at
UOP? Do you ever wish that you had
bought that yearbook? If so, we have
good news for you. We have brand
new yearbooks from many past
years that are available for purchase.
For any further inquiries, please
contact Dr. Donald Floriddia’s ofﬁ ce
at (209) 946-2420.
Hope you enjoyed the reading in
this edition. Until next time, Paciﬁc
wishes you all the best.

University of Southern California
By Chris Munoz, CPhA Board of Trustees USC Representative

Our Trojan student pharmacists
returned from winter break ready to
42

work. Our busy 2011 fall semester
yielded a seamless transition into an
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equally active spring. Starting as early
as January, members of our Student
National Pharmaceutical Association
traveled alongside other health care
professionals to aid severely underserved areas in Tijuana, Mexico and
Hattieville, Belize, through Healing
Hearts Across Borders. USC encourages its students to “think global
and act local.” This project realized
its mission to develop a global-active
pharmacy voice while volunteering,
learning about Belize’s health infrastructure, teaching and providing

health screenings to local communities in Belize.
As a new addition to our proactive curriculum, student pharmacists
recently began to interface with students at the Keck School of Medicine
in a more formal environment. These
newly integrated sessions, which focus on case reviews, are also designed
to address facts about education,
experiential training and scope of practice. In turn, learning exactly how each
profession delivers health care begets
a synergistic and dynamic interdisciplinary relationship that will ultimately
lead to improved patient care through
future collaborative practices.

Our student-led health clinic,
PharmSC, brings this lecture hall dialog
into practice at the community level by
hosting interdisciplinary health screening events. Offering hope and free
clinic services to the Los Angeles area,
PharmSC teamed up with the Keck
School of Medicine, Ostrow School
of Dentistry and other programs to
provide locals with no health insurance
a comprehensive look at their health.
Opportunities like these are the driving
force behind our motivated students
and also are a true demonstration of
how pharmacists beneﬁt our health
care system – a tangible example to
advocate at our state Capitol.

In preparation for this year’s joint
Legislative Day in Sacramento, our
NCPA chapter has been busy gearing
up on lobbying, legislation and PAC
awareness efforts. Students in both
our APhA-ASP and NCPA chapter
have attended speaker modules
hosted by legislative advocates from
a variety of backgrounds. Likewise,
after visiting with assembly members Richard Pan and Bob Wieckowski and Sen. Ed Hernandez’s ofﬁce
at CPhA Outlook 2012, our students
are prepared to head to the Capitol in March to lobby for California
pharmacists and drive our profession
forward.

Western University of Health Sciences
By Sarah Hernandez, CPhA Board of Trustees Western University Representative
Western University of Health Sciences hit the ground running after the relaxing winter holidays with a series of ﬁve
guest speakers. Dr. Carol Yuan and Drs.
Glen Tao and Mark Chew spoke to the
students about their career paths: director of hospital pharmacy and emergency
response pharmacist, respectively.
Dr. Rachel Sperling, Policy Committee
member and South East Los Angeles
Pharmacists Association member; and
Dr. Karl Hess, CPhA 2012 speaker of the
house and WesternU faculty, spoke to
the students on two occasions about
the policy-making process and how important it is for students to get involved
and help develop policies that will lay the
groundwork for legislative advocacy. Following Dr. Hess’s presentation, students
were given the opportunity to act out
“Mock House of Delegates” scenarios
in order to become more familiar with
Robert’s Rules of Order.

WesternU Legislative Day,
January 13
WesternU played host to Dr.
Victor Law, Dr. IR Patel, Dr. Tony
Park, Manuel Saucedo and Dr. Steve
Gray who spoke at the ﬁfth annual

CPhA Outlook Quiz Bowl
in Sacramento on Feb. 4
At CPhA Outlook 2012 in Sacramento, students were given the
opportunity to seek career information, leadership development and
networking opportunities, as well
Left to Right: Dr. Dan Robinson, Manuel
Saucedo, Maya Yanover, Dr. Victor Law,
Dr. Steve Gray, Dr. Tony Park, Quan Ngo,
Talia Taboraki.

WesternU Legislative Day to more than
200 WesternU students about how important it is for students to get involved
with legislation advocacy and voice
their opinions to shape the future of the
profession. They also spoke about the
potential cuts to Medicare and the efforts being made on behalf of many organizations working together to prevent
those cuts from being implemented.
WesternU students participated
in ﬁve health fairs this quarter and
served the city residents of Pomona,
Anaheim Hills and Long Beach by
offering services such as ﬂu immunizations, screenings for blood glucose,
blood pressure and BMI, screening
consultation and heartburn education.

Left to Right: John Flores, Richard Garcia,
Jacob Arslanian, Roland Frederick,
Paideia Le

debate policies at the All-Student
Caucus. WesternU came away from
Outlook as the 2012 Quiz Bowl
Champions! The team consisted of
P1 John Flores, P3 Richard Garcia,
P3 Jacob Arslanian, P3 Roland Frederick and P2 Paideia Le.
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Valentine’s Day Auction
at WesternU

Left to Right, Top Row: Jeff Fajardo,
Michelle Ha, Linda Tran, Rena Dong,
Una Lee, Linda Danh, John Flores,
Alana Zapata, Erica Yoo, Thomas
Schuetz, Stephanie Shieh. Bottom Row:
Suluck Chaturabul, Sarah Hernandez,
Minh Ho, Jaclyn Maya, Maureen Ngo,
Vincent Duong, Brian Lee.

WesternU ended the winter
quarter with a celebration of love by
selling Valentine’s Day grams and
auctioning lunch dates with WesternU faculty to eager students. Students also celebrated World Cancer
day by raising and donating $120 to
the American Cancer Society.
In the spring, we look forward to
inviting many accomplished pharmacists to our March Career Round-Table, where students will get a chance
to talk to pharmacists about their
career paths in small groups. We are

also anxiously awaiting APhA’s 2012
Annual Meeting in New Orleans.
With the opportunity to network with
fellow pharmacy professionals, vote
on important policies and ﬁnd out the
results of WesternU’s Pharmﬂix submission – “The Question” (viewable
on youtube.com) – we are certainly
looking forward to this huge event!
Additionally, we are particularly
excited to send 12 students to attend
the ﬁrst CPhA/CSHP Joint Legislative
Day in Sacramento. We hope that
this collaborative effort will set an
example for the future and help unite
the profession.

University of California, San Diego (UCSD) Skaggs School
of Pharmacy and Pharmaceutical Sciences
By Natalie Elder, CPhA Board of Trustees USCD Representative

UCSD SSPPS ﬁrst Mr. Pharmacy
Competition. Left to right: Mr. Pharmacy
2012 winner Echezona Okoli, UCSD
SSPPS APhA-ASP student chapter
president Jennifer Gin and Mr. Pharmacy
2012 First runner-up Bill Madden
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The APhA-ASP student chapter
at UCSD started off the year of 2012
with a display of our male cohorts’
talents. The ﬁ rst UCSD “Mr. Pharmacy” competition was held in
January and included six wonderful
men from the P1, P2 and P3 classes
who all displayed a variety of talents
such as exercising ability and playing musical instruments. The night
included dancing, a Q&A session,
refreshments and rafﬂ e prizes. This
year’s winner is Echezona Okoli, a
member of the P3 class who had a
heart-warming story about his ﬁ rst
date in America as well as a wonderful dance. The student chapter succeeded in raising more than $700,
half of which went to supporting the
winner’s charity of choice while the
other half goes to funding patient
care projects.
While Mr. Pharmacy was a
showcase of the best of the men
at Skaggs School of Pharmacy and
Pharmaceutical Sciences (SSPPS),
we also have the privilege of cheering for David Ha, the ﬁ rst student
pharmacist in SSPPS history to
receive the Student Pharmacist of
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the Year award from CPhA. David if
a fourth-year student pharmacist and
has contributed above and beyond to
student life and projects at SSPPS.
He was one of the founders of the
ﬁrst UCSD SSPPS Legislative Day
as well as the UCSD Student-Run
Free Clinic Diabetes Clinic where
student pharmacists give diabetic
patients foot exams and follow up
on therapy interventions. In addition,
he has served as VP of membership
for the APhA-ASP student chapter
and webmaster for both SDCPhA
and SDSHP chapters. He is adored
by the student body as well as the
faculty for his positive attitude and
initiative. As he gave his acceptance
speech, David said, “All of the students I have had the opportunity to
interact with are the inspiration for
what I do.”
Looking into spring quarter, the
chapter is excited about participating
in numerous health fairs and reaching a variety of audiences around
San Diego County. This year, the
chapter is participating for the ﬁ rst
time at the San Diego Science Fair,
which draws audiences of many

UCSD SSPPS and community members congratulating David Ha (center, holding award) for receiving the Student Pharmacist of the Year
Award from CPhA at Outlook

UCSD SSPPS student pharmacists participating in patient care project screenings at the San Diego Heart Walk.

ages to learn about chemistry,
physics and biology. All our patient
care projects will be present to offer immunizations and heart burn
education as well as diabetes, blood
pressure and cholesterol screenings.
Furthermore, the chapter will be

providing education and screenings
at the annual San Diego Kidney Walk
as well as at the Asian Paciﬁ c Health
Federation’s bi-annual health fair.
Overall, the year of 2012 has
started with abundant chapter activity with regards to fundraising and

awards. We plan to keep the momentum going by participating in the
joint CPhA and CSHP California Legislative Day in Sacramento as well as
continue participating in a variety of
health fairs. Finally, we look forward
to electing our 2012-2013 board!
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Get More Face Time with Your Patients
Cerner Etreby increases your efficiency so you can focus on patients
Even in the age of digital health, you still want one-on-one time with
your patients. Cerner Etreby Pharmacy Management System software
streamlines your pharmacy functions and increases your productivity,
freeing you to attend to your patients.
Whether you have a community pharmacy, chain or health system retail
operation, Cerner Etreby solutions configure to your business needs.
Make the move to the proven and progressive technology company
that’s been perfecting pharmacy software since 1982. For information
call 800.292.5590 or email info.etreby@cerner.com.

Visit cerner.com

© Cerner Corporation. All rights reserved. This document contains confidential and/or proprietary information belonging to Cerner Corporation
and/or its related affiliates which may not be reproduced or transmitted in any form or by any means without the express written consent of Cerner
51LIT020654 Revision 001 Effective 3/1/2012.

www.cerner.com/etreby

More independent pharmacies.
More independence for you.
Join the Good Neighbor Pharmacy® Network.
Being a pharmacist in the Good Neighbor Pharmacy network means great service, great opportunities
and great rewards. You become part of the community, a knowledgeable and caring resource committed
to your patients and helping those who live and work in your neighborhood. You’ll have the opportunity to
develop lasting one-on-one customer relations, practice your own brand of patient care and be a part of
the nation’s largest network of independently owned and operated pharmacies.
With more than 3,700 locations nationwide, a career as a pharmacist with Good Neighbor Pharmacy can
take you anywhere you want to go. Contact us today at GoodNeighborPharmacy.com for more details.

Good Neighbor Pharmacy ranks “Highest in
Customer Satisfaction with Chain Drug Store
Pharmacies, Two Years in a Row, Tied in 2011.”
- J.D. Power and Associates

Good Neighbor Pharmacy received the highest numerical score among chain drug store pharmacies in
the proprietary J.D. Power and Associates 2010-2011 National Pharmacy StudiesSM, tied in 2011. 2011 study
based on 12,360 total responses, and measures 7 chain drug pharmacies. Proprietary study results are
based on experiences and perceptions of consumers surveyed June-July 2011. Your experiences may vary.
Visit jdpower.com

GoodNeighborPharmacy.com

