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DON’T BE OUT OF 
THE LOOP ON
OUT-OF-POCKET COST

To see additional information 
about cost and coverage go to

CoverageSHINGRIX.com

Individual access may vary by geography and plan benefit design.

Indication
SHINGRIX is a vaccine indicated for prevention 
of herpes zoster (shingles) in adults aged 
50 years and older.

SHINGRIX is not indicated for prevention of 
primary varicella infection (chickenpox).

Important Safety Information
•  SHINGRIX is contraindicated in anyone with 

a history of a severe allergic reaction (eg, 
anaphylaxis) to any component of the vaccine 
or after a previous dose of SHINGRIX

•  Review immunization history for possible 
vaccine sensitivity and previous vaccination-
related adverse reactions. Appropriate medical 
treatment and supervision must be available 
to manage possible anaphylactic reactions 
following administration of SHINGRIX

•  In a postmarketing observational study, an 
increased risk of Guillain-Barré syndrome 
was observed during the 42 days following 
vaccination with SHINGRIX

•  Solicited local adverse reactions in subjects 
aged 50 years and older were pain (78.0%), 
redness (38.1%), and swelling (25.9%)

•  Solicited general adverse reactions in subjects 
aged 50 years and older were myalgia (44.7%), 
fatigue (44.5%), headache (37.7%), shivering 
(26.8%), fever (20.5%), and gastrointestinal 
symptoms (17.3%) 

•  SHINGRIX was not studied in pregnant or 
lactating women, and it is unknown if it is 
excreted in human milk. Therefore, it cannot 
be established whether there is vaccine-
associated risk with SHINGRIX in pregnant 
women or if there are effects on breastfed 
infants or milk production/excretion 

Important Safety Information (cont’d)
•  Vaccination with SHINGRIX may not result 

in protection of all vaccine recipients

References: 1. Data on file, GSK. 2. Managed Markets Insight & 
Technology, LLC, Database as of June 2021. 3. Patient Protection 
and Affordable Care Act, 42 USC §2713 (2010). Updated June 9, 2010. 
Accessed February 2, 2021. https://www.hhs.gov/sites/default/files/
ppacacon.pdf

You are encouraged to report vaccine adverse 
events to the US  Department of Health and 
Human Services. Visit www.vaers.hhs.gov to 
file a report, or call 1-800-822-7967.

Please see Brief Summary of Prescribing 
Information for SHINGRIX on the 
following pages.

When it comes to healthcare, coverage and cost are often big concerns for patients. 
But as you’ll see, cost doesn’t need to be an obstacle to receiving quality care. In fact,
for most commercial plans, the out-of-pocket cost to patients is usually minimal.

Nationally, payers covering 96% 
of commercial medical benefit 
enrollees cover SHINGRIX2,†

90% of privately insured patients 
pay no or limited out-of-pocket 
cost with the average cost being 
less than $5 per dose1

The Affordable Care Act 
(ACA) requires all Health 
Insurance Marketplace plans 
and most other private health 
insurance plans to cover 
all Advisory Committee on 
Immunization Practices 
(ACIP)-recommended 
vaccines, including 
SHINGRIX, with no cost 
sharing (deductibles, 
copayments or coinsurance) 
if administered in-network.3
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 What you need to know:
Coverage, coding, cost to patient, reimbursement amount for product, and administration fee 
will vary by payer, plan, patient, professional setting, or services rendered and are subject to 
change without notice. Cost to patients may vary. Coverage and reimbursement decisions are 
made by individual payers following receipt of claims from providers. Providers must follow payer 
documentation and billing requirements.

    †SOURCE: Managed Markets Insight & Technology, LLC, Database as of June 2021. “Coverage” 
is formulary access without restrictions, which means reimbursement from a health plan with no 
accompanying step edits or prior authorizations. Veterans Affairs (VA) and Indian Health Service 
(IHS) lives have been omitted when calculating the percentage of lives for this geography.
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DON’T BE OUT OF 
THE LOOP ON
OUT-OF-POCKET COST

To see additional information 
about cost and coverage go to

CoverageSHINGRIX.com

Individual access may vary by geography and plan benefit design.

Indication
SHINGRIX is a vaccine indicated for prevention 
of herpes zoster (shingles) in adults aged 
50 years and older.

SHINGRIX is not indicated for prevention of 
primary varicella infection (chickenpox).

Important Safety Information
•  SHINGRIX is contraindicated in anyone with 

a history of a severe allergic reaction (eg, 
anaphylaxis) to any component of the vaccine 
or after a previous dose of SHINGRIX

•  Review immunization history for possible 
vaccine sensitivity and previous vaccination-
related adverse reactions. Appropriate medical 
treatment and supervision must be available 
to manage possible anaphylactic reactions 
following administration of SHINGRIX

•  In a postmarketing observational study, an 
increased risk of Guillain-Barré syndrome 
was observed during the 42 days following 
vaccination with SHINGRIX

•  Solicited local adverse reactions in subjects 
aged 50 years and older were pain (78.0%), 
redness (38.1%), and swelling (25.9%)

•  Solicited general adverse reactions in subjects 
aged 50 years and older were myalgia (44.7%), 
fatigue (44.5%), headache (37.7%), shivering 
(26.8%), fever (20.5%), and gastrointestinal 
symptoms (17.3%) 

•  SHINGRIX was not studied in pregnant or 
lactating women, and it is unknown if it is 
excreted in human milk. Therefore, it cannot 
be established whether there is vaccine-
associated risk with SHINGRIX in pregnant 
women or if there are effects on breastfed 
infants or milk production/excretion 

Important Safety Information (cont’d)
•  Vaccination with SHINGRIX may not result 

in protection of all vaccine recipients

References: 1. Data on file, GSK. 2. Managed Markets Insight & 
Technology, LLC, Database as of June 2021. 3. Patient Protection 
and Affordable Care Act, 42 USC §2713 (2010). Updated June 9, 2010. 
Accessed February 2, 2021. https://www.hhs.gov/sites/default/files/
ppacacon.pdf

You are encouraged to report vaccine adverse 
events to the US  Department of Health and 
Human Services. Visit www.vaers.hhs.gov to 
file a report, or call 1-800-822-7967.

Please see Brief Summary of Prescribing 
Information for SHINGRIX on the 
following pages.

When it comes to healthcare, coverage and cost are often big concerns for patients. 
But as you’ll see, cost doesn’t need to be an obstacle to receiving quality care. In fact,
for most commercial plans, the out-of-pocket cost to patients is usually minimal.

Nationally, payers covering 96% 
of commercial medical benefit 
enrollees cover SHINGRIX2,†

90% of privately insured patients 
pay no or limited out-of-pocket 
cost with the average cost being 
less than $5 per dose1

The Affordable Care Act 
(ACA) requires all Health 
Insurance Marketplace plans 
and most other private health 
insurance plans to cover 
all Advisory Committee on 
Immunization Practices 
(ACIP)-recommended 
vaccines, including 
SHINGRIX, with no cost 
sharing (deductibles, 
copayments or coinsurance) 
if administered in-network.3
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3.5%, respectively) compared with Dose 1 (1.4%, 1.4%, 2.3%, 
and 2.4%, respectively).

Unsolicited Adverse Events

Unsolicited adverse events that occurred within 30 days following 
each vaccination (Day 0 to 29) were recorded on a diary card by all 
subjects. In the 2 studies, unsolicited adverse events occurring 
within 30 days of vaccination were reported in 50.5% and 32.0% 
of subjects who received SHINGRIX (n = 14,645) and placebo
(n = 14,660), respectively (Total Vaccinated Cohort). Unsolicited 
adverse events that occurred in ≥1% of recipients of SHINGRIX and 
at a rate at least 1.5-fold higher than placebo included chills (3.5% 
versus 0.2%), injection site pruritus (2.2% versus 0.2%), malaise 
(1.7% versus 0.3%), arthralgia (1.7% versus 1.2%), nausea (1.4% 
versus 0.5%), and dizziness (1.2% versus 0.8%).

Gout (including gouty arthritis) was reported by 0.18% (n = 27) versus 
0.05% (n = 8) of subjects who received SHINGRIX and placebo, 
respectively, within 30 days of vaccination; available information is 
insuf� cient to determine a causal relationship with SHINGRIX.

Serious Adverse Events (SAEs)

In the 2 studies, SAEs were reported at similar rates in subjects who 
received SHINGRIX (2.3%) and placebo (2.2%) from the � rst 
administered dose up to 30 days post last vaccination. SAEs were 
reported for 10.1% of subjects who received SHINGRIX and for 
10.4% of subjects who received placebo from the � rst administered 
dose up to 1 year post last vaccination. One subject (<0.01%) 
reported lymphadenitis and 1 subject (<0.01%) reported fever greater 
than 39°C; there was a basis for a causal relationship with SHINGRIX.

Optic ischemic neuropathy was reported in 3 subjects (0.02%) who 
received SHINGRIX (all within 50 days after vaccination) and 0 
subjects who received placebo; available information is insuf� cient
to determine a causal relationship with SHINGRIX.

Deaths

From the � rst administered dose up to 30 days post last vaccination, 
deaths were reported for 0.04% of subjects who received SHINGRIX 
and 0.05% of subjects who received placebo in the 2 studies. From 
the � rst administered dose up to 1 year post last vaccination, deaths 
were reported for 0.8% of subjects who received SHINGRIX and for 
0.9% of subjects who received placebo. Causes of death among 
subjects were consistent with those generally reported in adult and 
elderly populations.

Potential Immune-Mediated Diseases

In the 2 studies, new onset potential immune-mediated diseases (pIMDs) 
or exacerbation of existing pIMDs were reported for 0.6% of subjects 
who received SHINGRIX and 0.7% of subjects who received placebo 
from the � rst administered dose up to 1 year post last vaccination. The 
most frequently reported pIMDs occurred with comparable frequencies 
in the group receiving SHINGRIX and the placebo group.

Dosing Schedule

In an open-label clinical study, 238 subjects 50 years and older 
received SHINGRIX as a 0- and 2-month or 0- and 6-month 
schedule. The safety pro� le of SHINGRIX was similar when 
administered according to a 0- and 2-month or 0- and 6-month 
schedule and was consistent with that observed in Studies 1 and 2.

6.2 Postmarketing Experience

The following adverse reactions have been identi� ed during 
postapproval use of SHINGRIX. Because these reactions are 
reported voluntarily from a population of uncertain size, it is not 
always possible to reliably estimate their frequency or establish a 
causal relationship to the vaccine.

General Disorders and Administration Site Conditions

Decreased mobility of the injected arm which may persist for 1 or 
more weeks.

Immune System Disorders

Hypersensitivity reactions, including angioedema, rash, and urticaria.

Nervous System Disorders

Guillain-Barré syndrome.

Postmarketing Observational Study of the Risk of Guillain-Barré
Syndrome following Vaccination with SHINGRIX

The association between vaccination with SHINGRIX and GBS was 
evaluated among Medicare bene� ciaries aged 65 years or older. 
Using Medicare claims data, from October 2017 through February 
2020, vaccinations with SHINGRIX among bene� ciaries were 
identi� ed through National Drug Codes, and potential cases of 
hospitalized GBS among recipients of SHINGRIX were identi� ed 
through International Classi� cation of Diseases codes.

The risk of GBS following vaccination with SHINGRIX was assessed in 
self-controlled case series analyses using a risk window of 1 to 42 

days post-vaccination and a control window of 43 to 183 days 
post-vaccination. The primary analysis (claims-based, all doses) found 
an increased risk of GBS during the 42 days following vaccination with 
SHINGRIX, with an estimated 3 excess cases of GBS per million 
doses administered to adults aged 65 years or older. In secondary 
analyses, an increased risk of GBS was observed during the 42 days 
following the � rst dose of SHINGRIX, with an estimated 6 excess 
cases of GBS per million doses administered to adults aged 65 years 
or older, and no increased risk of GBS was observed following the 
second dose of SHINGRIX. These analyses of GBS diagnoses in 
claims data were supported by analyses of GBS cases con� rmed by 
medical record review. While the results of this observational study 
suggest a causal association of GBS with SHINGRIX, available 
evidence is insuf� cient to establish a causal relationship.

7 DRUG INTERACTIONS 

7.1 Concomitant Vaccine Administration

For concomitant administration of SHINGRIX with inactivated in� uenza 
vaccine [see Clinical Studies (14.5) of full prescribing information].

7.2 Immunosuppressive Therapies

Immunosuppressive therapies may reduce the effectiveness
of SHINGRIX.

8 USE IN SPECIFIC POPULATIONS

8.1 Pregnancy

There are no available human data to establish whether there is 
vaccine-associated risk with SHINGRIX in pregnant women [see 
Use in Specifi c Populations (8.1) of full prescribing information].

8.2 Lactation

It is not known whether SHINGRIX is excreted in human milk. 
Data are not available to assess the effects of SHINGRIX on the 
breastfed infant or on milk production/excretion [see Use in 
Specifi c Populations (8.2) of full prescribing information].

8.5 Geriatric Use

Of the total number of subjects who received at least 1 dose of 
SHINGRIX in the 2 ef� cacy trials (n = 14,645), 2,243 (15.3%) were 
aged 60 to 69 years, 6,837 (46.7%) were aged 70 to 79 years, 
and 1,921 (13.1%) were 80 years and older. There were no 
clinically meaningful differences in ef� cacy across the age groups 
or between these subjects and younger subjects [see Clinical Studies 
(14.1, 14.2, 14.3) of full prescribing information].

The frequencies of solicited local and general adverse events in 
subjects aged 70 years and older were lower than in younger adults 
(aged 50 through 69 years) [see Adverse Reactions (6.1)].

17 PATIENT COUNSELING INFORMATION

•  Inform patients of the potential bene� ts and risks of immunization 
with SHINGRIX and of the importance of completing the 2-dose 
immunization series according to the schedule.

•  Inform patients about the potential for adverse reactions that have 
been temporally associated with administration of SHINGRIX.

•  Provide the Vaccine Information Statements, which are available free 
of charge at the Centers for Disease Control and Prevention (CDC) 
website (www.cdc.gov/vaccines).

Storage:
Store vials of Lyophilized gE Antigen and Adjuvant Suspension 
Components refrigerated between 2° and 8°C (36° and 46°F). 
Protect vials from light. Do not freeze. Discard if the vials have
been frozen.

Trademarks are owned by or licensed to the GSK group 
of companies.

Manufactured by GlaxoSmithKline Biologicals
Rixensart, Belgium, U.S. License 1617, and
Distributed by GlaxoSmithKline
Research Triangle Park, NC 27709

©2021 GSK group of companies or its licensor.
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©2021 GSK or licensor.
SGXJRNAXXXXXX Month 2021
Produced in USA.
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BRIEF SUMMARY

SHINGRIX (Zoster Vaccine Recombinant, Adjuvanted)

The following is a brief summary only; see full prescribing 
information for complete product information.

1 INDICATIONS AND USAGE

SHINGRIX is a vaccine indicated for prevention of herpes zoster 
(shingles) in adults aged 50 years and older.

Limitations of Use:

•  SHINGRIX is not indicated for prevention of primary varicella 
infection (chickenpox).

2 DOSAGE AND ADMINISTRATION

2.2 Administration Instructions

For intramuscular injection only.

After reconstitution, administer SHINGRIX immediately or store 
refrigerated between 2° and 8°C (36° and 46°F) and use within 
6 hours. Discard reconstituted vaccine if not used within 6 hours.

2.3 Dose and Schedule

Two doses (0.5 mL each) administered intramuscularly according 
to the following schedule: A � rst dose at Month 0 followed by a 
second dose administered anytime between 2 and 6 months later.

4 CONTRAINDICATIONS

Do not administer SHINGRIX to anyone with a history of a severe 
allergic reaction (e.g., anaphylaxis) to any component of the vaccine 
or after a previous dose of SHINGRIX [see Description (11) of full 
prescribing information].

5 WARNINGS AND PRECAUTIONS

5.1 Preventing and Managing Allergic Vaccine Reactions

Prior to administration, the healthcare provider should review the 
immunization history for possible vaccine sensitivity and previous 
vaccination-related adverse reactions. Appropriate medical treatment 
and supervision must be available to manage possible anaphylactic 
reactions following administration of SHINGRIX.

5.2 Guillain-Barré Syndrome (GBS)

In a postmarketing observational study, an increased risk of GBS 
was observed during the 42 days following vaccination with 
SHINGRIX [see Adverse Reactions (6.2)].

6 ADVERSE REACTIONS

6.1 Clinical Trials Experience

Because clinical trials are conducted under widely varying conditions, 
adverse reaction rates observed in the clinical trials of a vaccine 
cannot be directly compared with rates in the clinical trials of another 
vaccine and may not re� ect the rates observed in practice. There is 
the possibility that broad use of SHINGRIX could reveal adverse 
reactions not observed in clinical trials.

Overall, 17,041 adults aged 50 years and older received at least
1 dose of SHINGRIX in 17 clinical studies.

The safety of SHINGRIX was evaluated by pooling data from 2 
placebo-controlled clinical studies (Studies 1 and 2) involving 
29,305 subjects aged 50 years and older who received at least
1 dose of SHINGRIX (n = 14,645) or saline placebo (n = 14,660) 
administered according to a 0- and 2-month schedule. At the time 
of vaccination, the mean age of the population was 69 years; 7,286 
(24.9%) subjects were aged 50 to 59 years, 4,488 (15.3%) subjects 
were aged 60 to 69 years, and 17,531 (59.8%) subjects were aged 
70 years and older. Both studies were conducted in North America, 
Latin America, Europe, Asia, and Australia. In the overall population, 
the majority of subjects were white (74.3%), followed by Asian 
(18.3%), black (1.4%), and other racial/ethnic groups (6.0%); 58% 
were female.

Solicited Adverse Events

In Studies 1 and 2, data on solicited local and general adverse events 
were collected using standardized diary cards for 7 days following 
each vaccine dose or placebo (i.e., day of vaccination and the next
6 days) in a subset of subjects (n = 4,886 receiving SHINGRIX, 
n = 4,881 receiving placebo with at least 1 documented dose). 
Across both studies, the percentages of subjects aged 50 years 
and older reporting each solicited local adverse reaction and each 
solicited general adverse event following administration of SHINGRIX 
(both doses combined) were pain (78.0%), redness (38.1%), and 
swelling (25.9%); and myalgia (44.7%), fatigue (44.5%), headache 
(37.7%), shivering (26.8%), fever (20.5%), and gastrointestinal 
symptoms (17.3%), respectively.

The reported frequencies of speci� c solicited local adverse reactions 

and general adverse events (overall per subject), by age group, from 
the 2 studies are presented in Table 1.

Table 1. Percentage of Subjects with Solicited Local Adverse 
Reactions and General Adverse Events within 7 Daysa of 
Vaccination in Adults Aged 50 to 59 Years, 60 to 69 Years, and 70 
Years and Olderb (Total Vaccinated Cohort with 7-Day Diary Card)

Aged 50-59 
Years

Aged 60-69 
Years

Aged ≥70 
Years

SHINGRIX
%

Placeboc

%
SHINGRIX

%
Placeboc

%
SHINGRIX

%
Placeboc

%
Local 
Adverse
Reactions

n = 1,315 n = 1,312 n = 1,311 n = 1,305 n = 2,258 n = 2,263

Pain 88.4 14.4 82.8 11.1 69.2 8.8
Pain, 
Grade 3d 10.3 0.5 6.9 0.5 4.0 0.2

Redness 38.7 1.2 38.4 1.6 37.7 1.2
Redness, 
>100 mm 2.8 0.0 2.6 0.0 3.1 0.0

Swelling 30.5 0.8 26.5 1.0 23.0 1.1
Swelling, 
>100 mm 1.1 0.0 0.5 0.0 1.3 0.0

General 
Adverse 
Events

n = 1,315 n = 1,312 n = 1,309 n = 1,305 n = 2,252 n = 2,264

Myalgia 56.9 15.2 49.0 11.2 35.1 9.9
Myalgia, 
Grade 3e 8.9 0.9 5.3 0.8 2.8 0.4

Fatigue 57.0 19.8 45.7 16.8 36.6 14.4

Fatigue, 
Grade 3e 8.5 1.8 5.0 0.8 3.5 0.8

Headache 50.6 21.6 39.6 15.6 29.0 11.8
Headache, 
Grade 3e 6.0 1.7 3.7 0.2 1.5 0.4

Shivering 35.8 7.4 30.3 5.7 19.5 4.9
Shivering, 
Grade 3e 6.8 0.2 4.5 0.3 2.2 0.3

Fever 27.8 3.0 23.9 3.4 14.3 2.7
Fever, 
Grade 3f 0.4 0.2 0.5 0.2 0.1 0.1

GIg 24.3 10.7 16.7 8.7 13.5 7.6
GI, 
Grade 3e 2.1 0.7 0.9 0.6 1.2 0.4

Total vaccinated cohort for safety included all subjects with at 
least 1 documented dose (n).
a 7 days included day of vaccination and the subsequent 6 days.
b  Data for subjects aged 50 to 59 years and 60 to 69 years are based 

on Study 1. Data for subjects 70 years and older are based on pooled 
data from Study 1: NCT01165177 and Study 2: NCT01165229.

c Placebo was a saline solution.
d  Grade 3 pain: De� ned as signi� cant pain at rest; prevents 

normal everyday activities.
e  Grade 3 myalgia, fatigue, headache, shivering, GI: De� ned as 

preventing normal activity.
f   Fever de� ned as ≥37.5°C/99.5°F for oral, axillary, or tympanic 

route, or ≥38°C/100.4°F for rectal route; Grade 3 fever de� ned 
as >39.0°C/102.2°F.

g  GI = Gastrointestinal symptoms including nausea, vomiting, 
diarrhea, and/or abdominal pain.

The incidence of solicited local and general symptoms was lower in 
subjects aged 70 years and older compared with those aged 50 to 
69 years.

The majority of solicited local adverse reactions and general adverse 
events seen with SHINGRIX had a median duration of 2 to 3 days.

There were no differences in the proportions of subjects reporting 
any or Grade 3 solicited local reactions between Dose 1 and Dose 2. 
Headache and shivering were reported more frequently by subjects 
after Dose 2 (28.2% and 21.4%, respectively) compared with Dose 1 
(24.4% and 13.8%, respectively). Grade 3 solicited general adverse 
events (headache, shivering, myalgia, and fatigue) were reported 
more frequently by subjects after Dose 2 (2.3%, 3.1%, 3.6%, and

(continued on next page)
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3.5%, respectively) compared with Dose 1 (1.4%, 1.4%, 2.3%, 
and 2.4%, respectively).

Unsolicited Adverse Events

Unsolicited adverse events that occurred within 30 days following 
each vaccination (Day 0 to 29) were recorded on a diary card by all 
subjects. In the 2 studies, unsolicited adverse events occurring 
within 30 days of vaccination were reported in 50.5% and 32.0% 
of subjects who received SHINGRIX (n = 14,645) and placebo
(n = 14,660), respectively (Total Vaccinated Cohort). Unsolicited 
adverse events that occurred in ≥1% of recipients of SHINGRIX and 
at a rate at least 1.5-fold higher than placebo included chills (3.5% 
versus 0.2%), injection site pruritus (2.2% versus 0.2%), malaise 
(1.7% versus 0.3%), arthralgia (1.7% versus 1.2%), nausea (1.4% 
versus 0.5%), and dizziness (1.2% versus 0.8%).

Gout (including gouty arthritis) was reported by 0.18% (n = 27) versus 
0.05% (n = 8) of subjects who received SHINGRIX and placebo, 
respectively, within 30 days of vaccination; available information is 
insuf� cient to determine a causal relationship with SHINGRIX.

Serious Adverse Events (SAEs)

In the 2 studies, SAEs were reported at similar rates in subjects who 
received SHINGRIX (2.3%) and placebo (2.2%) from the � rst 
administered dose up to 30 days post last vaccination. SAEs were 
reported for 10.1% of subjects who received SHINGRIX and for 
10.4% of subjects who received placebo from the � rst administered 
dose up to 1 year post last vaccination. One subject (<0.01%) 
reported lymphadenitis and 1 subject (<0.01%) reported fever greater 
than 39°C; there was a basis for a causal relationship with SHINGRIX.

Optic ischemic neuropathy was reported in 3 subjects (0.02%) who 
received SHINGRIX (all within 50 days after vaccination) and 0 
subjects who received placebo; available information is insuf� cient
to determine a causal relationship with SHINGRIX.

Deaths

From the � rst administered dose up to 30 days post last vaccination, 
deaths were reported for 0.04% of subjects who received SHINGRIX 
and 0.05% of subjects who received placebo in the 2 studies. From 
the � rst administered dose up to 1 year post last vaccination, deaths 
were reported for 0.8% of subjects who received SHINGRIX and for 
0.9% of subjects who received placebo. Causes of death among 
subjects were consistent with those generally reported in adult and 
elderly populations.

Potential Immune-Mediated Diseases

In the 2 studies, new onset potential immune-mediated diseases (pIMDs) 
or exacerbation of existing pIMDs were reported for 0.6% of subjects 
who received SHINGRIX and 0.7% of subjects who received placebo 
from the � rst administered dose up to 1 year post last vaccination. The 
most frequently reported pIMDs occurred with comparable frequencies 
in the group receiving SHINGRIX and the placebo group.

Dosing Schedule

In an open-label clinical study, 238 subjects 50 years and older 
received SHINGRIX as a 0- and 2-month or 0- and 6-month 
schedule. The safety pro� le of SHINGRIX was similar when 
administered according to a 0- and 2-month or 0- and 6-month 
schedule and was consistent with that observed in Studies 1 and 2.

6.2 Postmarketing Experience

The following adverse reactions have been identi� ed during 
postapproval use of SHINGRIX. Because these reactions are 
reported voluntarily from a population of uncertain size, it is not 
always possible to reliably estimate their frequency or establish a 
causal relationship to the vaccine.

General Disorders and Administration Site Conditions

Decreased mobility of the injected arm which may persist for 1 or 
more weeks.

Immune System Disorders

Hypersensitivity reactions, including angioedema, rash, and urticaria.

Nervous System Disorders

Guillain-Barré syndrome.

Postmarketing Observational Study of the Risk of Guillain-Barré
Syndrome following Vaccination with SHINGRIX

The association between vaccination with SHINGRIX and GBS was 
evaluated among Medicare bene� ciaries aged 65 years or older. 
Using Medicare claims data, from October 2017 through February 
2020, vaccinations with SHINGRIX among bene� ciaries were 
identi� ed through National Drug Codes, and potential cases of 
hospitalized GBS among recipients of SHINGRIX were identi� ed 
through International Classi� cation of Diseases codes.

The risk of GBS following vaccination with SHINGRIX was assessed in 
self-controlled case series analyses using a risk window of 1 to 42 

days post-vaccination and a control window of 43 to 183 days 
post-vaccination. The primary analysis (claims-based, all doses) found 
an increased risk of GBS during the 42 days following vaccination with 
SHINGRIX, with an estimated 3 excess cases of GBS per million 
doses administered to adults aged 65 years or older. In secondary 
analyses, an increased risk of GBS was observed during the 42 days 
following the � rst dose of SHINGRIX, with an estimated 6 excess 
cases of GBS per million doses administered to adults aged 65 years 
or older, and no increased risk of GBS was observed following the 
second dose of SHINGRIX. These analyses of GBS diagnoses in 
claims data were supported by analyses of GBS cases con� rmed by 
medical record review. While the results of this observational study 
suggest a causal association of GBS with SHINGRIX, available 
evidence is insuf� cient to establish a causal relationship.

7 DRUG INTERACTIONS 

7.1 Concomitant Vaccine Administration

For concomitant administration of SHINGRIX with inactivated in� uenza 
vaccine [see Clinical Studies (14.5) of full prescribing information].

7.2 Immunosuppressive Therapies

Immunosuppressive therapies may reduce the effectiveness
of SHINGRIX.

8 USE IN SPECIFIC POPULATIONS

8.1 Pregnancy

There are no available human data to establish whether there is 
vaccine-associated risk with SHINGRIX in pregnant women [see 
Use in Specifi c Populations (8.1) of full prescribing information].

8.2 Lactation

It is not known whether SHINGRIX is excreted in human milk. 
Data are not available to assess the effects of SHINGRIX on the 
breastfed infant or on milk production/excretion [see Use in 
Specifi c Populations (8.2) of full prescribing information].

8.5 Geriatric Use

Of the total number of subjects who received at least 1 dose of 
SHINGRIX in the 2 ef� cacy trials (n = 14,645), 2,243 (15.3%) were 
aged 60 to 69 years, 6,837 (46.7%) were aged 70 to 79 years, 
and 1,921 (13.1%) were 80 years and older. There were no 
clinically meaningful differences in ef� cacy across the age groups 
or between these subjects and younger subjects [see Clinical Studies 
(14.1, 14.2, 14.3) of full prescribing information].

The frequencies of solicited local and general adverse events in 
subjects aged 70 years and older were lower than in younger adults 
(aged 50 through 69 years) [see Adverse Reactions (6.1)].

17 PATIENT COUNSELING INFORMATION

•  Inform patients of the potential bene� ts and risks of immunization 
with SHINGRIX and of the importance of completing the 2-dose 
immunization series according to the schedule.

•  Inform patients about the potential for adverse reactions that have 
been temporally associated with administration of SHINGRIX.

•  Provide the Vaccine Information Statements, which are available free 
of charge at the Centers for Disease Control and Prevention (CDC) 
website (www.cdc.gov/vaccines).

Storage:
Store vials of Lyophilized gE Antigen and Adjuvant Suspension 
Components refrigerated between 2° and 8°C (36° and 46°F). 
Protect vials from light. Do not freeze. Discard if the vials have
been frozen.

Trademarks are owned by or licensed to the GSK group 
of companies.

Manufactured by GlaxoSmithKline Biologicals
Rixensart, Belgium, U.S. License 1617, and
Distributed by GlaxoSmithKline
Research Triangle Park, NC 27709

©2021 GSK group of companies or its licensor.
March 2021  SHX:5BRS

©2021 GSK or licensor.
SGXJRNAXXXXXX Month 2021
Produced in USA.

©2021 GSK or licensor.
SGXJRNA210005 April 2021
Produced in USA.

BRIEF SUMMARY

SHINGRIX (Zoster Vaccine Recombinant, Adjuvanted)

The following is a brief summary only; see full prescribing 
information for complete product information.

1 INDICATIONS AND USAGE

SHINGRIX is a vaccine indicated for prevention of herpes zoster 
(shingles) in adults aged 50 years and older.

Limitations of Use:

•  SHINGRIX is not indicated for prevention of primary varicella 
infection (chickenpox).

2 DOSAGE AND ADMINISTRATION

2.2 Administration Instructions

For intramuscular injection only.

After reconstitution, administer SHINGRIX immediately or store 
refrigerated between 2° and 8°C (36° and 46°F) and use within 
6 hours. Discard reconstituted vaccine if not used within 6 hours.

2.3 Dose and Schedule

Two doses (0.5 mL each) administered intramuscularly according 
to the following schedule: A � rst dose at Month 0 followed by a 
second dose administered anytime between 2 and 6 months later.

4 CONTRAINDICATIONS

Do not administer SHINGRIX to anyone with a history of a severe 
allergic reaction (e.g., anaphylaxis) to any component of the vaccine 
or after a previous dose of SHINGRIX [see Description (11) of full 
prescribing information].

5 WARNINGS AND PRECAUTIONS

5.1 Preventing and Managing Allergic Vaccine Reactions

Prior to administration, the healthcare provider should review the 
immunization history for possible vaccine sensitivity and previous 
vaccination-related adverse reactions. Appropriate medical treatment 
and supervision must be available to manage possible anaphylactic 
reactions following administration of SHINGRIX.

5.2 Guillain-Barré Syndrome (GBS)

In a postmarketing observational study, an increased risk of GBS 
was observed during the 42 days following vaccination with 
SHINGRIX [see Adverse Reactions (6.2)].

6 ADVERSE REACTIONS

6.1 Clinical Trials Experience

Because clinical trials are conducted under widely varying conditions, 
adverse reaction rates observed in the clinical trials of a vaccine 
cannot be directly compared with rates in the clinical trials of another 
vaccine and may not re� ect the rates observed in practice. There is 
the possibility that broad use of SHINGRIX could reveal adverse 
reactions not observed in clinical trials.

Overall, 17,041 adults aged 50 years and older received at least
1 dose of SHINGRIX in 17 clinical studies.

The safety of SHINGRIX was evaluated by pooling data from 2 
placebo-controlled clinical studies (Studies 1 and 2) involving 
29,305 subjects aged 50 years and older who received at least
1 dose of SHINGRIX (n = 14,645) or saline placebo (n = 14,660) 
administered according to a 0- and 2-month schedule. At the time 
of vaccination, the mean age of the population was 69 years; 7,286 
(24.9%) subjects were aged 50 to 59 years, 4,488 (15.3%) subjects 
were aged 60 to 69 years, and 17,531 (59.8%) subjects were aged 
70 years and older. Both studies were conducted in North America, 
Latin America, Europe, Asia, and Australia. In the overall population, 
the majority of subjects were white (74.3%), followed by Asian 
(18.3%), black (1.4%), and other racial/ethnic groups (6.0%); 58% 
were female.

Solicited Adverse Events

In Studies 1 and 2, data on solicited local and general adverse events 
were collected using standardized diary cards for 7 days following 
each vaccine dose or placebo (i.e., day of vaccination and the next
6 days) in a subset of subjects (n = 4,886 receiving SHINGRIX, 
n = 4,881 receiving placebo with at least 1 documented dose). 
Across both studies, the percentages of subjects aged 50 years 
and older reporting each solicited local adverse reaction and each 
solicited general adverse event following administration of SHINGRIX 
(both doses combined) were pain (78.0%), redness (38.1%), and 
swelling (25.9%); and myalgia (44.7%), fatigue (44.5%), headache 
(37.7%), shivering (26.8%), fever (20.5%), and gastrointestinal 
symptoms (17.3%), respectively.

The reported frequencies of speci� c solicited local adverse reactions 

and general adverse events (overall per subject), by age group, from 
the 2 studies are presented in Table 1.

Table 1. Percentage of Subjects with Solicited Local Adverse 
Reactions and General Adverse Events within 7 Daysa of 
Vaccination in Adults Aged 50 to 59 Years, 60 to 69 Years, and 70 
Years and Olderb (Total Vaccinated Cohort with 7-Day Diary Card)

Aged 50-59 
Years

Aged 60-69 
Years

Aged ≥70 
Years

SHINGRIX
%

Placeboc

%
SHINGRIX

%
Placeboc

%
SHINGRIX

%
Placeboc

%
Local 
Adverse
Reactions

n = 1,315 n = 1,312 n = 1,311 n = 1,305 n = 2,258 n = 2,263

Pain 88.4 14.4 82.8 11.1 69.2 8.8
Pain, 
Grade 3d 10.3 0.5 6.9 0.5 4.0 0.2

Redness 38.7 1.2 38.4 1.6 37.7 1.2
Redness, 
>100 mm 2.8 0.0 2.6 0.0 3.1 0.0

Swelling 30.5 0.8 26.5 1.0 23.0 1.1
Swelling, 
>100 mm 1.1 0.0 0.5 0.0 1.3 0.0

General 
Adverse 
Events

n = 1,315 n = 1,312 n = 1,309 n = 1,305 n = 2,252 n = 2,264

Myalgia 56.9 15.2 49.0 11.2 35.1 9.9
Myalgia, 
Grade 3e 8.9 0.9 5.3 0.8 2.8 0.4

Fatigue 57.0 19.8 45.7 16.8 36.6 14.4

Fatigue, 
Grade 3e 8.5 1.8 5.0 0.8 3.5 0.8

Headache 50.6 21.6 39.6 15.6 29.0 11.8
Headache, 
Grade 3e 6.0 1.7 3.7 0.2 1.5 0.4

Shivering 35.8 7.4 30.3 5.7 19.5 4.9
Shivering, 
Grade 3e 6.8 0.2 4.5 0.3 2.2 0.3

Fever 27.8 3.0 23.9 3.4 14.3 2.7
Fever, 
Grade 3f 0.4 0.2 0.5 0.2 0.1 0.1

GIg 24.3 10.7 16.7 8.7 13.5 7.6
GI, 
Grade 3e 2.1 0.7 0.9 0.6 1.2 0.4

Total vaccinated cohort for safety included all subjects with at 
least 1 documented dose (n).
a 7 days included day of vaccination and the subsequent 6 days.
b  Data for subjects aged 50 to 59 years and 60 to 69 years are based 

on Study 1. Data for subjects 70 years and older are based on pooled 
data from Study 1: NCT01165177 and Study 2: NCT01165229.

c Placebo was a saline solution.
d  Grade 3 pain: De� ned as signi� cant pain at rest; prevents 

normal everyday activities.
e  Grade 3 myalgia, fatigue, headache, shivering, GI: De� ned as 

preventing normal activity.
f   Fever de� ned as ≥37.5°C/99.5°F for oral, axillary, or tympanic 

route, or ≥38°C/100.4°F for rectal route; Grade 3 fever de� ned 
as >39.0°C/102.2°F.

g  GI = Gastrointestinal symptoms including nausea, vomiting, 
diarrhea, and/or abdominal pain.

The incidence of solicited local and general symptoms was lower in 
subjects aged 70 years and older compared with those aged 50 to 
69 years.

The majority of solicited local adverse reactions and general adverse 
events seen with SHINGRIX had a median duration of 2 to 3 days.

There were no differences in the proportions of subjects reporting 
any or Grade 3 solicited local reactions between Dose 1 and Dose 2. 
Headache and shivering were reported more frequently by subjects 
after Dose 2 (28.2% and 21.4%, respectively) compared with Dose 1 
(24.4% and 13.8%, respectively). Grade 3 solicited general adverse 
events (headache, shivering, myalgia, and fatigue) were reported 
more frequently by subjects after Dose 2 (2.3%, 3.1%, 3.6%, and

(continued on next page)
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Upcoming In� uenza Season 
Is a “Big Question Mark”Is a “Big Question Mark”

W
e’re coming up on another infl uenza season. Although there’s 
reason to believe this year will be di� erent than 2020, experts 
don’t know what to expect. 

Last year, pharmacists were gearing up for in� uenza season 
as COVID-19 surges sparked concerns about a dual epidemic. 

However, there were minimal cases compared with previous years, which was 
likely due partly to the preventive measures taken amid the pandemic. � e 
CDC reported just 2038 in� uenza cases in the United States between Sep-
tember 2020 and April 2021. To put that in perspective, approximately 35.5 
million individuals were sick with in� uenza during the 2019-2020 season.1,2 

Now, after several months of administering COVID-19 vaccines, pharma-
cists are preparing for in� uenza season by stocking inventory and getting 
ready to ramp up vaccinations. However, because there were so few incidents 
of in� uenza last year, the upcoming season is “a big question mark,” Ann Phil-
brick, PharmD, FCCP, BCACP, BCPS, associate professor in the Department 
of Pharmaceutical Care & Health Systems at the University of Minnesota 
Medical School, said in this month’s cover story. Still, as many individuals 
return to their normal activities, with or without masks, and many schools 
reopen for in-person instruction, getting the public vaccinated against in-
� uenza is critical. 

Pharmacists can help quell myths and misinformation surrounding all 
vaccines, in general, to ensure all of their patients receive their necessary 
immunizations––whether it’s for in� uenza, COVID-19, or other vaccine-pre-
ventable diseases. Beyond promoting and administering vaccinations, 
pharmacists also can leverage opportunities in point-of-care (POC) testing 
services. Our cover story on page 16 dives into how pharmacists are getting 
ready for an unpredictable in� uenza season, including preparing for an in-
� ux of vaccinations and best practices for POC testing. 

And for independent pharmacists looking to expand their clinical service 
o� erings, our Total Pharmacy® section o� ers the � nal installment of our med-
ication management services (MMS) toolkit. On page 22, you’ll � nd more 
information on delivering e� ective MMS to patients. Read all 3 parts of this 
article series at totalpharmacy.com.

You’ll also � nd in this issue great insights into innovative health system 
telepharmacy models, best practices for educating patients on naloxone, 
and tips for psoriasis management. In the month ahead, keep an eye out for 
our coverage of the National Association of Chain Drug Stores Total Store 
Expo, being held virtually August 23-25, on drugtopics.com. 

� ank you for reading.

Mike Hennessy Sr
Chairman and Founder 
of MJH Life SciencesTM

REFERENCES
1.. Weekly U.S. infl uenza surveillance report. CDC. Updated July 17, 2021. Accessed July 20, 2021. https://www.cdc.gov/
fl u/weekly/index.htm
2. Estimated infl uenza illness, medical visits, hospitalizations, and deaths in the United States – 2018-2019 infl uenza 
season. CDC. Updated January 8, 2020. Accessed July 7, 2021. https://www.cdc.gov/fl u/about/burden/2018-2019.
html?web=1&wdLOR=cF98EFA13-0EB8-8545-9B74-C2ACD5C8C438

DRTP0821_004_Masthead_CL.indd   4 8/2/21   10:15 AM



EDITORIAL ADVISORY BOARD

Drug Topics®August 2021 5DrugTopics.com

  EDITORIAL MISSION:     Drug Topics® is the top-ranked pharmacy resource for community and health-system professionals. Since 

1857, readers have turned to Drug Topics® for coverage of issues and trends important to the practice of pharmacy, and for a forum in 

which they can share viewpoints and practical ideas for better pharmacy management and patient care.

LISA M. HOLLE 
PHARMD, BCOP, FHOPA
Associate Clinical Professor
UConn School of Pharmacy
Storrs, CT

DAVID J. FONG
PHARMD
Vice President, Pharmacy
Nurx Inc, a Telehealth Company
Danville, CA

PERRY COHEN

PHARMD, FAMCP
Chief Executive Offi  cer 
The Pharmacy Group LLC 
Carmel, IN

MARY E. INGUANTI 

MPH, RPH, FASCP
Vice President, 
Strategic Customer Group
Becton Dickinson
South Windsor, CT

GENE MEMOLI JR

RPH, FASCP
Director
Customer Development 
Omnicare 
Cheshire, CT

JAMES JORGENSON

RPH, MS
CEO & Board Chairman
Visante, Inc. & Visante Ltd.
St  Paul, MN

DEBBIE MACK 
BS PHARM, RPH
Director
Pharmacy Regulatory Aff airs
Walmart Health and Wellness 
Bentonville, AR

MOHAMED A. JALLOH
PHARMD
Assistant Professor, Clinical Sciences
Touro University California 
College of Pharmacy
Vallejo, CA

DAVID D. POPE 
PHARMD, CDE
Chief Innovation
Offi  cer, OmniSYS
Augusta, GA

STEPHEN W. 
SCHONDELMEYER
PHARMD, PHD
Director 
PRIME Institute College of Pharmacy 
University of Minnesota 
Minneapolis, MN

BRIAN ROMIG

RPH, MBA
Vice President
Corporate Pharmacy Director
Supply Chain
Adventist Health System 
Altamonte Springs, FL

KEN THAI

PHARMD 
Chief Executive Offi  cer, 986 Degrees
Corporation, CPhA President 
San Marino, CA

MARVIN R. MOORE

PHARMD
Pharmacy Manager & Co-Owner
The Medicine Shoppe
Two Rivers, WI

PAUL LOFHOLM 

PHARMD, FACA
Owner
Golden Gate Pharmacy Services
San Rafael, CA

MARK NEUENSCHWANDER 

President
The Neuenschwander Company
Bellevue, WA

LAKESHA M. BUTLER

PHARMD
Clinical Professor, Pharmacy Practice
Director of Diversity, Equity and Inclusion
Southern Illinois University Edwardsville 
Edwardsville, IL

JEFF LOMBARDO

PHARMD, BCOP
Research Assistant Professor

UB School of Pharmacy and 
Pharmaceutical Sciences   
Buff alo, NY

DRTP0821_005_EAB.indd   5 8/2/21   10:16 AM



Drug Topics® August 20216 DrugTopics.com

Drug Topics® (ISSN# 0012-6616) is published monthly and Drug Topics Digital 
Edition (ISSN# 1937-8157) is issued every week by MultiMedia Healthcare LLC, 2 
Clarke Drive, Suite 100 Cranbury, NJ 08512. One-year subscription rates: $61 in the 
United States & Possessions; $109 in Canada and Mexico; all other countries, $109. 
Single copies (prepaid only) $10 in the United States; $10 in Canada and Mexico; all 
other countries, $15. Include $6 per copy for U.S. postage and handling.  Periodicals 
postage paid at Trenton, NJ 08650 and additional mailing offi  ces. POSTMASTER: 
Please send address changes to Drug Topics®, PO Box 457, Cranbury ,NJ 08512-
0457. Canadian G.S.T. number: R-124213133RT001. Publications Mail Agreement 
Number 40612608. Return undeliverable Canadian addresses to: IMEX Global 
Solutions PO Box 25542 London, ON N6C 6B2 CANADA. Printed in the U.S.A. 
© 2021 MultiMedia Medical LLC All rights reserved. No part of this publication may 
be reproduced or transmitted in any form or by any means, electronic or mechanical 
including by photocopy, recording, or information storage and retrieval without 
permission in writing from the publisher. Authorization to photocopy items for 

internal/educational or personal use, or the internal/educational or personal use 
of specifi c clients is granted by MJH Life Sciences™ for libraries and other users 
registered with the Copyright Clearance Center, 222 Rosewood Dr. Danvers, MA 
01923, 978-750-8400 fax 978-646-8700 or visit http://www.copyright.com online. 
For uses beyond those listed above, please direct your written request to Permission 
Dept. email: etemple-morris@mmhgroup.com. Unsolicited manuscripts, 
photographs, art, and other material will not be returned. Publisher assumes no 
responsibility for unsolicited manuscripts, photographs, art, and other material.  
MJH Life Sciences™ provides certain customer contact data (such as customers’ 
names, addresses, phone numbers, and e-mail addresses) to third parties who 
wish to promote relevant products, services, and other opportunities that may 
be of interest to you. If you do not want MJH Life Sciences™ to make your contact 
information available to third parties for marketing purposes, simply email 
mmhinfo@mmhgroup.com and a customer service representative will assist you in 
removing your name from MJH Life Sciences™ lists. 

Drug Topics® does not verify any claims or other information appearing in any of the 
advertisements contained in the publication, and cannot take responsibility for any 
losses or other damages incurred by readers in reliance on such content.  
Drug Topics® welcomes unsolicited articles, manuscripts, photographs and other 
materials but cannot be held responsible for their safekeeping or return. 
Library Access Libraries off er online access to current and back issues of Drug 
Topics® through the EBSCO host databases.
To subscribe, email mmhinfo@mmhgroup.com.

C O V E R  S T O R Y

PAGE 16

PAIN

How to Tactfully Handle
Naloxone Counseling
PAGE 10

AUTOIMMUNE 

OTC and Prescription 
Products Can Relieve 
Psoriasis
PAGE 12

COLUMNS

In My View
PAGE 27

Health Systems
PAGE 28

New Drug Review
PAGE 31

August 2021  Volume 165 Number 8

Synchronization, Communication, Staff  Participation 
Boost Sales and Help Patients 
PAGE 22

S P E C I A L  S E C T I O N

+EXPERT INTERVIEW
Updates in Medicare 
Part B Provider Status 
Legislation

Flu Season ahead
OPPORTUNITIES ABOUND 

FOR TESTING AND VACCINATIONS

Medical World News®

PAGE 8

What Pharmacist eCare 
Plan Really Can Do for You 
PAGE 24

CO
VE

R:
 Z

FF
OT

O
@

ST
O

CK
.A

DO
BE

.C
O

M
 (B

AC
KG

RO
UN

D)
, F

EY
DZ

HE
T 

SH
AB

AN
OV

@
ST

O
CK

.
AD

O
BE

.C
O

M
 (V

IR
US

), 
AL

IA
KS

AN
DR

 M
AR

KO
@

ST
O

CK
.A

DO
BE

.C
O

M
 (H

O
RI

ZO
N)

SP
EC

IA
L 

SE
CT

IO
N:

 J
-M

EL
/S

TO
CK

.A
DO

BE
.C

O
M

 

DRTP0821_006_TOC.indd   6 8/2/21   10:16 AM



CBD CBG+
TINCTURE DROPS

UNDERAGE SALE PROHIBITED *All data sourced from Brightfield Group.

GET AHEAD OF CONSUMER DEMANDS.
EalternativeSolutions.com/Forth

©
20

21
 E

AS
.

DRTP0821_007_E-Alternative.indd   7 7/21/21   8:24 AM



24-hour online news network for healthcare professionals, including the readers of 

Finerenone Is Approved for Chronic Kidney Disease 
Associated With Type 2 Diabetes By Marissa Fox

O n July 9, 2021, the FDA approved fi nerenone (Kerendia; Bayer) tablets to reduce com-
plications in adults with chronic kidney disease (CKD) and type 2 diabetes.

Finerenone is the fi rst and only nonsteroidal mineralocorticoid receptor antag-
onist approved for adults with CKD associated with type 2 diabetes. It can slow CKD pro-
gression and reduce the risk of kidney failure, heart attack, heart failure hospitalization, 
and cardiovascular death.

The e� ectiveness of fi nerenone in preventing kidney and heart complications was 
studied in the randomized, multicenter, double-blind, placebo-controlled phase 3 FI-
DELIO-DKD (NCT02540993) trial. Included in the study were 5674 adult patients 
with CKD associated with type 2 diabetes. Patients were randomly assigned to re-
ceive either fi nerenone or a placebo. The investigators studied the 2 groups for the 
number of patients whose disease progressed to a combined end point: at least 
40% reduction in kidney function, progression to kidney failure, or kidney death. 
The results of this study showed that 504 of the 2833 patients taking fi nerenone 
experienced 1 of the events in the combined end point. This was compared with 
600 of the 2841 patients who received a placebo.

The investigators further examined the number of patients who experi-
enced cardiovascular death, a nonfatal heart attack, nonfatal stroke, or hospi-
talization for heart failure. The results showed that 367 of the 2833 patients 
taking fi nerenone had at least 1 of the events in the combined end point com-
pared with 420 of the 2841 patients who received a placebo. 

For references, visit drugtopics.com  
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The FDA granted priority review to AstraZeneca’s biologi-
cal license application (BLA) for tezepelumab for the treat-
ment of severe, uncontrolled asthma.

Tezepelumab is the fi rst biologic to show a reduction in 
asthma symptoms, according to phase 3 study results. Teze-
pelumab is a potential fi rst-in-class human monoclonal 
antibody that inhibits the action of thymic stromal lympho-
poietin (TSLP), a key epithelial cytokine that sits at the top of 
multiple infl ammatory cascades. TSLP is critical in the initia-
tion and persistence of the types of airway infl ammation as-
sociated with severe asthma.

The BLA was based on the results of the PATHFINDER 
clinical trial program, including the phase 3 NAVIGATOR 

(NCT03347279). In clinical trials, tezepelumab demon-
strated superiority across every primary and key secondary 
end point when compared with placebo in a broad popu-
lation of patients with uncontrolled asthma. Participants 
received tezepelumab in addition to standard-of-care treat-
ment with medium- or high-dose inhaled corticosteroids 
plus at least 1 additional controller medicine with or with-
out oral corticosteroids.

Tezepelumab was granted priority review by the FDA due 
to its advantages over current options in the areas of safety 
improvement, preventing serious conditions, and enhancing 
patient compliance. The agency has set a regulatory decision 
date during the fi rst quarter of 2022.

FDA Grants Priority Review to Tezepelumab  By Marissa Fox

A meta-analysis in JAMA Pediatrics looks at whether vaccines can pre-
vent rotavirus gastroenteritis.

Investigators searched the databases Embase, PubMed, the Co-
chrane Library, and Web of Science using terms such as “rotavirus” 
and “vaccin*.” Cohort and case-control studies as well as random-
ized clinical trials that enrolled more than 100 children younger 
than 5 years were included in the meta-analysis if they reported in-
formation on e� ectiveness, safety, or immunogenicity. The primary 
outcomes included rotavirus gastroenteritis, severe rotavirus gas-
troenteritis, and rotavirus gastroenteritis hospitalization. Outcomes 
for safety included serious adverse events, mortality, and intussus-
ception.

A total of 58 studies met the criteria—20 randomized clinical 
trials and 38 case-control studies. The studies showed that rotavi-
rus vaccine, live, oral suspension (Rotarix; GlaxoSmithKline) led to a 
signifi cant reduction in rotavirus gastroenteritis and rotavirus gas-
troenteritis hospitalization risk in children who were fully vacci-
nated. The rotavirus vaccine, live, oral, pentavalent (RotaTeq; Merck) 
showed similar outcomes in fully vaccinated children. The vaccines 
also showed high protection against severe rotavirus gastroenteritis. 

The investigators concluded that the high e¥  cacy and safety 
profi les of rotavirus vaccines highlighted the importance of provid-
ing the vaccine to children everywhere. The similar profi les of both 
vaccines can make selection easier for public health authorities.

For reference, visit contemporarypediatrics.com. 

Exploring the E�  cacy, 
Safety of Rotavirus 
Vaccines 
From our sister publication Contemporary Pediatrics®
By Miranda Hester

Drug Topics® interviewed Ken Perez, MBA, vice 
president of health care policy and government 

aff airs at Omnicell, about key 
legislation that would grant Medi-
care provider status recognition 
for pharmacists. Specifi cally, 
Perez discussed the Pharmacy 
and Medically Underserved Areas 

Enhancement Act, S 1362/HR 2759. 
“The idea is that, for medically underserved 

populations [as of January 1, 2022], pharmacists 
would get reimbursed up to 85% of the physician 
fee schedule rate for certain primary care ser-
vices,” he explained. 

More than 44 million Americans live in medi-
cally underserved areas without much access to 
primary care physicians, according to Perez, and 
so pharmacists would help fi ll that void. The leg-
islation’s passage also would address the wors-
ening primary care shortage and the positions 
that pharmacists would have in an expanded role 
with the Medicare population, Perez said. 

Updates in Medicare Part B 
Provider Status Legislation

To watch this interview, visit 
drugtopics.com/expert-
interviews or scan the QR code

Perez

Drug Topics®August 2021 9DrugTopics.com
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P
harmacists can save lives 
by counseling patients on 
naloxone use, although it 
may be a di	  cult topic to 
address. If you are not expe-
rienced in naloxone coun-

seling, where do you begin?
Drug Topics® interviewed experts 

on how to best approach patients 
about naloxone, an opioid antagonist 
medication that is used to reverse an 
opioid overdose.

Put Patients At Ease
Ellen R. Cohn, PhD, CCC-SLP, AAS-
HA-F, who is an adjunct professor of 

communications at 
the University of Pitts-
burgh in Pennsylvania 
and an adjunct profes-
sor at the University of 
Maryland Global Cam-
pus, reminds pharma-

cists to maintain eye contact, convey 
caring, and be direct and calm. 

She suggests telling the patient: 
“The medication you are taking could 
put you at risk. It would be good to 
have an antidote on hand.” If the 
pharmacist is anxious about discuss-
ing this sensitive topic, the patient 
can pick up on their anxiety, she said. 
Cohn acknowledges that the topic 
may be di	  cult, but it will become 
second nature over time. “The more 
one delivers the message, the easier it 

will be,” she said.
Amanda McQuillan, PharmD, BCPS, 

BCPP, is a pharmacist in Pittsburgh. 
“You have to approach the subject like 
any other,” she said. “For example, does 
it make you feel awkward counseling 
a [patient with diabetes] on healthy 
food options or edu-
cating someone on 
an EpiPen? If you feel 
uncomfortable, they 
obviously will, too. 
Your anxiety about the 
topic will come across 
as being judgmental, 
and that never goes 
well when counseling a 
patient,” she said. 

In a situation where 
she thinks the patient 
may feel o� ended, 
McQuillan reviews all 
the possible ways the 
patient can acciden-
tally overdose, such as 
when starting a new 
medication or when 
they have an acute res-
piratory illness. She 
also asks if the patient 
has any children in 
their home who could 
come across the medication. “It’s 
really a public safety measure for 
everyone,” she said.

Rebecca Bouse, PharmD, phar-
macy manager at Walmart Pharmacy 
in Newcastle, Oklahoma, approaches 
counseling with an “open mind and 
one of care to the patient and their 
family, [including] children and pets,” 

who may accidentally ingest the 
patient’s medication.

After introducing herself, Bouse 
lets the patient know that she would 
like to discuss safe medication use and 
risk. “I also ask permission to speak 
openly and candidly. Empathy is key, 

and I place myself in 
their shoes and think 
about how di	  cult it 
must be to have to take 
opiate medication for 
their health condition,” 
she said.

Bouse suggests lis-
tening with an open 
mind and letting the 
patient talk freely. 
“There is already a 
stigma attached to opi-
ates, and often patients 
feel judged [about 
their] treatment with 
opiate medications 
even before the conver-
sation starts,” she said.

Bouse then o� ers 
to check the price of 
naloxone HCl nasal 
spray (Narcan; Emer-
gent BioSolutions) 
with insurance or a 

discount card. Bouse and her col-
leagues document conversations in 
the patient profi le. “We never force a 
patient to obtain Narcan. It’s always a 
choice. And more times than not, they 
opt out. It’s not a failure. It just may 
take several times or talking to vari-
ous family members for the justifi ca-
tion to make sense,” she said. 

How to Tactfully Handle 
Naloxone Counseling
Naloxone education often requires difficult but necessary conversations 
with patients. By Karen Berger, PharmD

 “There is 
already a stigma 

attached to 
opiates, and 
often patients 
feel judged 
[about their] 
treatment 
with opiate 
medications 

even before the 
conversation 
starts.” 

Rebecca Bouse, PharmD

Drug Topics® August 202110 DrugTopics.com
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Elizabeth VanSlyke, PharmD, BCPS, 
begins naloxone counseling by say-
ing, “We have an initiative to provide 
naloxone to any patient on opioids— 
no matter the dose—and this is a 
standard of care.” 

By starting this way, “I think this 
helps, so people don’t feel singled 
out,” she said.

VanSlyke encourages the patient 
to bring their spouse or another close 
friend or family member for training. 

She fi nds that using the 
word “poisoning” is bet-
ter accepted by patients 
than “overdose.” 

VanSlyke empha-
sizes that the risk of 
overdose or poisoning 

is present and possible. “I normally tell 
patients that typically the naloxone 
never gets used, [it] expires, and they 
dispose of it and get a new one, but 
it is a protective factor that we would 
much rather have in place and avail-
able on the small chance it is needed, 
versus needing it and not having it,” 
she said. 

Tailor Counseling Points 
to the Patient
Crystal D. Choi, PharmD, MS, MEd, 
is a pharmacist at CVS in Las Vegas, 
Nevada. She reminds pharmacists 
that many patients who take opioids 
are older adults, so there could be 
polypharmacy and drug interactions. 
“Mix-ups are a distinct possibility. If 
the patient, or someone else, takes 
the opiate medication by accident, or 

maybe they double a dose because 
they forgot they already took it, hav-
ing the naloxone gives them a layer of 
protection,” she explained.

Choi also considers younger 
patients who have children in the 

home. “For those 
patients, I point out 
that if a child takes 
their medication, nalox-
one could prevent an 
accidental overdose. 
This line of reasoning 

is e� ective for parents picking up pre-
scriptions for teen and young adult 
children, as well,” she said. “I also bring 
up the potential for drug interactions...
and remind them that having it in the 
home is just a precaution. I let them 
know that naloxone is like an EpiPen. 
They can use it to save another person 
who needs it if the situation arises.”

Communicate the Need
McQuillan compares naloxone to a fi re 
extinguisher. “Nobody anticipates set-
ting a fi re, but if there is one, you defi -
nitely want a fi re extinguisher, you 
want to know where it is located and 
how to use it, and, naturally, you are 
also going to call for help by calling 
911,” she explained.

Bouse uses an open-ended style of 
questioning. She asks patients ques-
tions such as, “What risks do you think 
there are with taking opiate medica-
tions?” and “What are the risks associ-
ated with adding other medications 
that can have additive depressant 
e� ects or adding medications that 

have a stimulant e� ect?” 
She acknowledges to the patient 

that all the various medications 
have a valid place in therapy. How-
ever, there are also risks associated 
with each treatment that can cause 
unexplained respiratory depression, 
up to and including sudden death in 
extreme cases. Bouse tries to avoid the 
word “overdose,” as most patients will 
automatically assume that it would 
never happen to them. She also com-
pares taking opiates to driving a car—
each has inherent risks. “Those risks 
go up with speeding, taking benzodi-
azepines, and so on,” she said. 

Ensure Proper Use
When a patient gets naloxone, Choi 
takes it out of the box and shows the 
patient how to use it and where the 
directions are. She suggests that the 
patient teach other adults in the home. 
“It’s just like CPR [cardiopulmonary 
resuscitation] or the EpiPen—a life-
saving measure—and they should be 
familiar with it before actually facing 
a situation where they have to use it,” 
Choi said.

VanSlyke reminds patients to 
always carry naloxone, “just like an 
EpiPen, because if the naloxone is 
at home and the patient is not and 
something happens, it isn’t going to 
[do] any good.” 

VanSlyke also tells patients that 
more than 1 dose of naloxone may 
be needed. And if the patient regains 
consciousness, caregivers should stay 
with the patient until help arrives—
do not cancel the ambulance.  

Karen Berger, PharmD, graduated from the 
University of Pittsburgh School of Pharmacy, 
and her experience includes chain and 
independent pharmacy as well as medical 
writing and reviewing. 

Drug Topics®August 2021 11DrugTopics.com
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AMANDA MCQUILLAN, PHARMD, BCPS, BCPP, 
SUGGESTS THAT PHARMACISTS DISCUSS THE 
FOLLOWING NALOXONE USAGE TIPS WITH 
THEIR PATIENTS:

      The patient should identify individuals who are most often around them and 

make sure they know how to administer naloxone.

      The patient should keep naloxone close at all times.

      The patient should understand the dose and when it should be used.

      If help is needed, always call 911. 

VanSlyke

Choi
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M
ore than 7.5 million 
individuals in the 
United States have pso-
riasis, according to the 
National Psoriasis Foun-
dation (NPF).1 Psoria-

sis is a chronic, inflammatory autoim-
mune disease characterized by raised, 
red, scaly patches. The majority of 
patients with mild to moderate psoria-
sis can control symptoms with topical 
medications. However, individuals with 
moderate to severe psoriasis likely will 
require systemic medications and bio-
logics. Pharmacists can educate patients 
on treatments and lifestyle modifica-
tions, address expected drug-related 
adverse e�ects (AEs), and improve med-
ication adherence. 

Nonprescription Treatment 
Options
OTC Products
The NPF and the American Acad-
emy of Dermatology have issued joint 
guidelines for managing psoriasis.2 
OTC products are e�ective for mild 
psoriasis, and ingredients such as coal 
tar and hydrocortisone are commonly 
included.2-4 Pharmacists can recom-
mend products that have the NPF 
Seal of Recognition, which means they 
have proven to be nonirritating and 
safe.4 Coal tar is available in shampoos, 
creams, ointments, and bath solutions. 
It works by decreasing itching and flak-
ing; reducing redness, swelling, and 
scaling; and slowing rapidly growing 

skin cells.3,4 Hydrocortisone creams and 
ointments reduce itching and inflam-
mation. If patients have cracked or 
bleeding skin, hydrocortisone oint-
ments may feel better than creams 
and cause less irritation.3

 Moisturizer helps seal water in the 
skin to relieve dryness. When selecting 
a moisturizer, look for a fragrance-free 
heavy cream, ointment, or oil.3 Patients 
should apply moisturizer within 3 
minutes of bathing and after washing 
their hands.3 Scale softeners or scale 
lifters containing salicylic acid remove 
and soften scales and reduce swelling; 
they are commonly used to manage 
scalp psoriasis.4 Ingredients commonly 
found in scale lifters include lactic 
acid, urea, and phenol.4

Lifestyle Modifications
Lifestyle modifications can reduce 
psoriasis flares, reduce the number of 
medications, and enhance the e�cacy 
of treatments.5,6 Taking daily luke-
warm baths with colloidal oatmeal 
and Epsom salts can help remove 
scales.5 Pharmacists should educate 
smokers on the importance of quit-
ting for health benefits and to prevent 
psoriasis flares.6 Patients should also 
limit alcohol consumption because 
alcohol can decrease the e�cacy of 
treatments.5,6 Maintaining a healthy 
diet and exercising can reduce the 
risk of developing diseases linked to 
psoriasis such as diabetes.6

Prescription Treatment 
Options
Topical Therapies
Topical medications are the most com-
mon treatments for mild to moderate 

psoriasis and are typically used as 
adjunctive therapies for patients tak-
ing systemic or biologic agents. Topi-
cal corticosteroids are classified into 
7 classes that range in strength from 
ultrahigh (class 1: clobetasol propion-
ate 0.05%) to low (class 6 and 7: triam-
cinolone acetonide 0.025%, methyl-
prednisolone acetate 0.25%).2 Topical 
calcineurin inhibitors such as tacroli-
mus and pimecrolimus can be used 
as an o�-label treatment for psoriasis, 
and they are especially useful on thin-
ner skin areas (eg, around the eyes) as 
steroid-sparing agents for prolonged 
use (> 4 weeks).2 Calcipotriene and cal-
citriol are vitamin D analogs that slow 
skin cell growth. They can also be used 
in combination with topical corticos-
teroids.2 Tazarotene is a topical reti-
noid that is more e�ective when used 
in combination with mid- or high-po-
tency topical steroids for 8 to16 weeks 
for mild to moderate psoriasis.2

Systemic Nonbiologic  
Treatments
Systemic medications are used to treat 
moderate to severe psoriasis. Meth-
otrexate (Trexall; AstraZeneca) is 
taken weekly by oral administration.7 

Apremilast (Otezla; Amgen) is an oral 
medication that does not require labo-
ratory monitoring.7 Cyclosporine is an 
immunosuppressant taken orally for 
severe psoriasis, but it is generally not 
used long term due to the risk of seri-
ous AEs.7 Acitretin (Soriatane; Stiefel) 
is an oral retinoid that typically takes 
3 to 6 months to see the full benefits, 
and it is less e�ective than other sys-
temic therapies.7

Drug Topics® August 202112 DrugTopics.com

OTC and Prescription Products 
Can Relieve Psoriasis
By Jennifer Gershman, PharmD, CPh
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Biologic Therapies
There are 11 FDA-approved biologics 
for the treatment of psoriasis:

TNF-α inhibitors
•     Etanercept (Enbrel; Amgen)
•     Infliximab (Remicade; Janssen 

Biotech)
•     Adalimumab (Humira; AbbVie)
•     Certolizumab pegol (Cimzia; UCB)

IL-12/IL-23 inhibitor
•     Ustekinumab (Stelara; Janssen 

Biotech)

IL-17 inhibitors
•     Secukinumab (Cosentyx; 

Novartis)
•     Ixekizumab (Taltz; Eli Lilly and 

Company)
•     Brodalumab (Siliq; Valeant 

Pharmaceuticals)

IL-23 inhibitors
•     Guselkumab (Tremfya; Janssen 

Biotech)
•     Tildrakizumab (Ilumya; Sun 

Pharma)
•     Risankizumab (Skyrizi; AbbVie)

Biologic agents are administered 
by injection or intravenous infusion 
and can be used as monotherapy or 
combined with topical or nonbiologic 
systemic medications for the treat-
ment of moderate to severe psoria-
sis.8 Response to treatment (positive or 
negative) with TNF-α inhibitors gen-
erally occurs after 12 to 16 weeks of 
continuous therapy, except for inflixi-
mab, which should be assessed after 8 
to 10 weeks.8 Patients should be evalu-
ated after 12 weeks of treatment with 
ustekinumab, IL-17 inhibitors, or IL-23 
inhibitors.8 Individuals who have par-
tially responded to biologic therapies 

may have their doses increased, and 
other drugs, such as topical corticoster-
oids, can be added to their regimen.8

There are also novel treatments on 
the horizon for psoriasis that have com-
pleted phase 3 trials (see Table9,10).

Counseling Pearls
Pharmacists play an important role 
in increasing adherence and monitor-
ing for AE in patients taking psoria-
sis therapies. It is critical to account 
for patient preferences and daily rou-
tines to promote adherence. Patients 
who would like to avoid injections can 
receive oral therapies. The NPF is work-
ing to help pass legislature for step 
therapy reform and to reduce out-of-
pocket costs for patients, which can 
improve medication adherence and 
access to care.11 Patients should be 
empowered to be educated consum-
ers and question their pharmacist and 
physician about psoriasis treatments.

Pharmacists can take the following 
steps to ensure optimal use of these 
medications: 

•     Counsel patients to give their 
treatments time, as biologics 
take approximately 12 weeks to 
see the full benefits.

•     Provide patients with clear writ-
ten and verbal directions on how 
to use the medications. Discuss 
the expected AEs and how to 
manage them. 

•     Conduct follow-up phone calls 
and visits (in person or through 
telehealth) to assess for adherence 
and address patients’ concerns. 

•     Encourage patients to set medi-
cation reminders, which also can 
improve adherence.

Because coal tar can irritate the 
skin, it is important to test the product 

on a small area before applying it 
to regions a�ected with psoriasis.3 
Patients should use salicylic acid prod-
ucts according to the instructions, as 
too much can worsen psoriasis.3 Using 
moisturizers along with anti-itch prod-
ucts can help prevent skin irritation.3

Lower-potency corticosteroids should 
be used on the face, intertriginous 
areas, and regions that are susceptible 
to thinning of the skin (eg, forearms). 
Tazarotene should not be used during 
pregnancy, and women of childbearing 
age should have a negative pregnancy 
test 2 weeks before starting the med-
ication.2 Folic acid or folinic acid sup-
plementation is recommended in com-
bination with methotrexate to reduce 
gastrointestinal and hepatic AEs.7 

Patients taking cyclosporine should 
have their renal function checked 
and monitor their blood pressure at 
home.7 Acitretin is contraindicated in 
pregnancy because it can cause fetal 
harm.7 Biologics can increase the risk 
of infection, and tuberculosis screening 
is required before initiating therapy.8

The IL-17 inhibitor brodalumab carries 
a boxed warning regarding rare cases 
of suicide that have occurred during 
treatment; patients with a history of 
suicidal behavior should not receive 
this medication.8 Brodalumab is only 
available through restricted access 
known as the Siliq Risk Evaluation and 
Mitigation Strategy program.8 
For references, visit drugtopics.com.

Jennifer Gershman, PharmD, CPh, is a drug 
information pharmacist and medical writer 
who resides in South Florida.

Drug Topics®August 2021 13DrugTopics.com

MEDICATION MANUFACTURER MECHANISM OF ACTION STATUS

Bimekizumab UCB First-in-class biologic that is a 
monoclonal antibody and IL-17A 

and IL-17F inhibitor

BLA has been submitted to FDA for review for the treatment 
of moderate to severe psoriasis. Two phase 3 studies (BE 
VIVID [NCT03370133] and BE READY  [NCT03410992]) have 
demonstrated positive efficacy and safety data.

Deucravacitinib Bristol Myers Squibb First-in-class oral selective tyrosine 
kinase 2 inhibitor that inhibits IL-12, 
IL-23, and type 1 IFN pathways

Two phase 3 studies demonstrated deucravacitinib was 
superior to placebo and apremilast for moderate to severe 
psoriasis with a positive safety profile.

TABLE. PIPELINE DRUGS FOR PSORIASIS9,10

BLA, Biologics License Application; IFN, interferon.
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FLU SEASON

Although COVID-19 safety measures helped 
squash the number of infl uenza cases last season, 
pharmacists are revving up vaccination programs 
and testing. By Aine Cryts

IS APPROACHING,
BUT EXPERTS DON’T KNOW 

WHAT TO EXPECT
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ccording to Ann Phil-
brick, PharmD, FCCP, BCPS, 
BCACP, an associate pro-
fessor in the Department 
of Pharmaceutical Care & 
Health Systems at the Uni-
versity of Minnesota in 
Minneapolis, the upcom-

ing season may be “a big question mark.” Because 
there were so few incidents of the fl u last year, it’s 
“really hard to make recommendations….It’s even 
possible that the fl u vaccines won’t match the fl u 
[strains] very well.”

The CDC reported 2038 fl u cases in the United 
States between September 2020 and April 2021.1

In contrast, approximately 35.5 million individ-
uals were sick with the fl u during the 2019-2020 
season, which the federal agency describes as 
“moderate severity.”2

Flu Vaccine Options 
for the 2021-2022 Season

According to the CDC, health care providers can 
choose any licensed, age-appropriate vaccine 
with no preference for any vaccine over another. 
For the 2021-2022 fl u season, the vaccine options 
include as follows3: 

      standard-dose fl u shots;
      high-dose shots for individuals aged 65 and older;
     shots made with adjuvant for individuals aged 65 and 
older;
     shots made with virus grown in cell culture—eggs are 
not involved in the vaccine’s production;

      shots made using vaccine production technology—
specifi cally, a recombinant vaccine that doesn’t require 
having a candidate vaccine virus sample to produce; 
and

      live attenuated fl u vaccine, which is made with 
attenuated (or weakened) live virus and administered 
by nasal spray.

Manufacturers estimate that between 
194,000,000 and 198,000,000 doses of fl u vac-
cine will be available for the upcoming fl u sea-
son, according to the CDC. This is more than the 

175,000,000 dose record set during the 2019-2020 
fl u season, the CDC noted.3

Administering Vaccines for 
COVID-19 and Flu

Jason Mallada, PharmD, BCPS, BCIDP, a clinical 
pharmacy specialist in infectious diseases and 
internal medicine at Newton-Wellesley Hospital 
in Boston, Massachusetts, agreed that it’s almost 
impossible to predict the rate of fl u infections dur-
ing the upcoming season.

That said, communities are opening up and 
COVID-19 restrictions are starting to go away, 
which could mean Americans are at greater risk 
for both COVID-19 and fl u if they’re not vacci-
nated, Mallada said. As a result, pharmacists and 
other health care providers have to be prepared 
with vaccination programs, in addition to testing, 

for both fl u and COVID-19, he said.
The CDC’s Advisory Committee 

on Immunization Practices also 
recently announced that COVID-19 
vaccines can be given to patients 
at the same time as other vac-
cines. Health care providers should 
be mindful of the possibility of 

increased adverse reactions.4

In May, Reuters reported that COVID-19 vaccine 
manufacturers are developing and testing booster 
shots for new variants of the virus; it’s at the dis-
cretion of governments around the world as to 
whether the booster shots are purchased and 
o� ered to residents in those countries.5

The news service also reported that the CDC 
is creating a risk assessment framework to deter-
mine the required evidence to recommend a 
modifi ed vaccine. Both the CDC and other US 
health agencies are studying ways to assess vac-
cine e¢  ciency. Top of mind are the e� ectiveness 
of the vaccine among older populations and chil-
dren and the impact of new variants.5

The CDC hasn’t o¢  cially decided yet 
whether the US population will need a booster 
to the COVID-19 vaccine. But Mallada thinks a 
booster is likely, which means pharmacists need 

A

Despite early concerns of a dual epidemic of infl uenza and COVID-19, last year’s fl u season 

produced a dramatically minimal amount of cases compared with previous years, which 

was likely the result of precautionary measures taken amid COVID-19 surges. Now, as most 

pandemic restrictions have been lifted, pharmacists are preparing for fl u season by stocking 

inventory and getting ready to ramp up vaccinations. 

Mallada
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to be prepared to counsel and provide 
educational materials on COVID-19 
and fl u vaccines throughout the 2021-
2022 fl u season. 

In addition, Mallada anticipates 
increased demand for fl u vaccines. 
To prepare, pharmacies have a su�  -
cient inventory of personal protec-
tive equipment and swabs, in addi-
tion to vaccines for fl u and COVID-19, 
he said.

Ordering Vaccines 
and Planning Ahead

Cleveland Clinic has ordered 2 di� er-
ent fl u vaccines for its patients, accord-
ing to Allison Ri�  e, PharmD, associ-
ate chief pharmacy o�  cer. One vaccine 
is for patients aged 6 months to 64 
years, whereas the second vaccine is for 
patients 65 years and older. “Standard-
izing in this way was a safety decision. 
It minimizes errors in helping ensure 
providers, pharmacists, and caregivers 
select the appropriate vaccine.”

Ri�  e added that Cleveland Clinic 
uses a multidose vial presentation in 
ambulatory settings, which o� ers sig-
nifi cant cost savings compared with a 
prefi lled syringe. 

Theresa Tolle, BPharm, FAPhA, 
owner of Bay State Pharmacy in Sebas-
tian, Florida, plans to start outreach 

to local employers to 
educate them about 
her pharmacy’s test-
ing and vaccination 
capabilities for fl u, just 
as she did for COVID-
19 testing and vaccina-

tions. During the upcoming fl u season, 
Tolle expects to recruit retired nurses 
who can help vaccinate patients and 
other community members for patient 
intake, if needed.

Otherwise, she will prepare for the 
upcoming fl u season the same way she 
has in the past. That includes promot-
ing the fl u vaccine through partner-
ships with senior centers and churches.

Tolle started prebooking vaccine 
orders in January with 5 di� erent 
suppliers. She plans to have a high-
dose fl u shot for patients aged 65 and 
older and a standard-dose shot for 
her younger customers. 

Best Practices for 
Point-of-Care Testing

Philbrick has 2 best practices for phar-
macies that want to provide point-of-
care testing for fl u:

1. Ensure that there’s a private area for 
testing in the pharmacy.

2. Assume that the patients who enter 
the pharmacy for testing are infected; that 
means patients and pharmacy employees 
should wear masks and use hand sanitizer.

In addition, pharmacies can partic-
ipate in collaborative practice agree-
ments, which requires planning, Phil-
brick said. These agreements are 
benefi cial for patients who test posi-
tive for fl u because antivirals, such as 
oseltamivir (Tamifl u; Roche), which 
require a prescription, must be taken 
within 48 hours of the onset of symp-
toms to be e� ective.

Alternatively, pharmacies can set 
up referrals for video-based consults 
with physicians who can prescribe 
oseltamivir, according to Philbrick.

Although it’s more work for her 
employees, Tolle plans to do fl u test-
ing on patients in their cars. It takes 
approximately 20 minutes to get a 
result, she said. The patient calls the 
pharmacy from the parking lot, an 
employee goes out to do the test, and 
the patient receives the test result. 

Florida is a “test-and-treat” state, 
which means pharmacists can treat 
patients who test positive for fl u with 
oseltamivir. Pharmacists participat-
ing in “test-and-treat” in Florida must 
complete a 20-hour course approved 
by the board of pharmacy and carry 
liability insurance coverage of at least 
$250,000.6

The Future for Pharmacists 
and Public Health

Tolle points to the role of commu-
nity pharmacies in West Virginia 
in bolstering COVID-19 vaccination 
rates as proof that pharmacists can 
have a meaningful impact on public 
health. By January 2021, almost 90% 
of the state’s vaccine inventory had 
been used, NPR reported in March. At 
the same time, some states had only 
used 30% to 50% of their doses. West 
Virginia continued to outpace other 
states that month.7

West Virginia had delivered its vac-
cine supply to 250 pharmacies; most of 
the pharmacies were small, independ-
ent stores; chain stores such as CVS and 
Walgreens aren’t common in the state, 
according to NPR.7

West Virginia was successful 
because many of its long-term care 
sites already were partnered with 
local pharmacies for vaccines and 
other medicines, in addition to regu-
lar COVID-19 testing for residents and 
sta� . The state leveraged those exist-
ing partnerships, which helped West 
Virginia get “an early jump on most 
other states,” said Krista Capehart, 
PharmD, BCACP, director of profes-
sional and regulatory a� airs for the 
state’s board of pharmacy and chief 
architect of its COVID-19 vaccina-
tion distribution plan, in an interview 
with NPR.8

“The big picture is that this experi-
ence [with COVID-19 vaccines] elevated 
the importance of pharmacy leaders 
in primary care in our communities,” 
Tolle said. “A leader in a state allowed 
the independent pharmacists to step 
up….This is a great case model for how 
to do [vaccines] well.” 
For references, visit drugtopics.com.
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“[It’s] really hard to make 
recommendations…It’s even 
possible that the flu vaccines 
won’t match the flu [strains] 

very well.” ANN PHILBRICK, PHARMD, FCCP

Riffle
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ADVERTORIAL

2021 Good Neighbor 
Pharmacy of the Year 
Finalist Spotlight
This article was written in partnership with 
AmerisourceBergen and Good Neighbor Pharmacy.

Each year, Pharmacy of the 
Year is awarded to 1 Good 
Neighbor Pharmacy member 
community pharmacy that 

has displayed excellence in patient 
care, community outreach, and inno-
vative pharmacy practices.  

The 2021 top contenders were 
Magnolia Pharmacy of Magno-
lia, Texas; Rogers Drug Store of 
Modesto, California; and Mahaska 
Drug of Oskaloosa, Iowa. Drug Top-
ics® interviewed the owners of the 
3 fi nalists to learn more about what 
separates them from the pack, the 
challenges and opportunities experi-
enced amid the COVID-19 pandemic, 
and their inspirational outlooks on 
the future of pharmacy.

 Magnolia Pharmacy 
 of Magnolia, Texas 
Since Magnolia Pharmacy opened 
its doors in 2002, pharmacist and 
owner Steve Hoffart, PharmD, has 
been growing his store and prioritiz-
ing the needs of his community in 
eastern Texas. What began as a small 
store supported by a staff of 3—him-
self, a technician, and a customer ser-
vice representative— has grown to 
more than 30 employees and a bus-
tling business.

Magnolia Pharmacy is unique from 

its competitors in that it provides a ho-
listic look at a patient’s health.

 “We don’t just fi ll prescriptions,” 
Hoffart said. “We look at other as-
pects that can improve the health and 

wellness of our pa-
tients.” Clinical ser-
vices include diabetes 
and hypertension man-
agement. They also an-
alyze factors such as 
hormone levels and gut 

health. Customizing care has been key 
for Magnolia Pharmacy for the past 
19 years.

Hoffart believes the COVID-19 
pandemic has placed pharmacies in 
the spotlight as an essential mainstay 
of their communities.

“When you look back at the past 
year and a half and see the full scope 
of the role pharmacies played across 
communities large and small, it’s re-
freshing to see independent pharmacy 
get the recognition we deserve. We 
hope to step into an even larger role in 
the health and wellness ecosystem in 
order to better serve our patients.”

As a member of the Community 
Pharmacy Enhanced Services Net-
work (CPESN), Hoffart gained early 
insight into managing a scheduling 
system to handle the surge of vac-
cinations. “It was the craziest thing. 

We booked 500 appointments in 
less than 10 minutes,” he said. His 
pharmacists administered their fi rst 
batch of COVID-19 shots through 
New Year’s weekend, and patients 
were eager to express their grati-
tude. Hoffart recalled an interaction 
with one woman in particular. “She 
said, ‘I just want to tell you that you 
changed my life. I am so looking 
forward to getting to see my grand-
kids.’ And we just melt. I have never 
felt so appreciated in my life.”

Magnolia Pharmacy also part-
nered with a local charity organization 
and pharmacy technician school to 
set up a COVID-19 clinic for seniors 
and low-income communities that 
lack reliable internet access. Staff and 
volunteers were available to help indi-
viduals book their appointments.

Looking ahead, Hoffart hopes 
that the pharmacy industry capital-
izes on these pandemic efforts to 
enhance the profession, including leg-
islative changes. “I’ve been very in-
volved with the National Community 
Pharmacists Association. We know 
the value a pharmacist can bring. We 
want to work collaboratively with all 
of health care to provide access to pa-
tients and communities. That’s what 
a community pharmacy is all about,” 
Hoffart said.

Ho� art
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 Rogers Drug Store 
 of Modesto, California 
Ben Prasad, PharmD, owner and phar-
macist at Rogers Drug Store, has been 
in the business for 30 years. But Rog-
ers Drug Store has been up and run-
ning since 1922. “It’s been in this 
community for a very long time and 
has a long history,” Prasad said.

Modesto can be characterized as 
an underresourced health care com-

munity. The pharmacy 
reaches out to and pre-
dominantly serves 
Black, Hispanic, and 
Asian populations. “It’s 
a diverse community 
and one that’s been hit 

hard by COVID-19,” he said.
Rogers Drug Store supports the 

needs of its community through 
partnerships with local leaders and 
nonprofi t organizations. Prasad vol-
unteers on a medical team of a local 
outreach program to offer free health 
care services to underserved patients. 
Furthermore, across the street from 
Rogers Drug Store is a parent re-
source center that supports young and 
single mothers. “We help them with 
fundraising and anything they need 
to help the mothers they support; we 
also support the organization with 
pharmacy and other health care ser-
vices,” Prasad explained.

Even before the SARS-CoV-2 
virus hit the United States, Rogers 
Drug Store was preparing for a pos-
sible crisis. Prasad was able to gain 
early insight into the pandemic from 
the county’s public health department 
through their past collaboration with 
health fairs. “And we kept our doors 
open. The business slowed down, ob-
viously, but we kept moving and we 
never went back,” Prasad said.

When Rogers Drug Store began 
vaccinating in February, many pa-
tients coming into the pharmacy were 
unsure of the safety of the vaccine. 
Vaccine hesitancy has been a signifi -
cant obstacle to the vaccination effort, 
and Prasad made sure to educate his 
patients about the effectiveness and 

safety of COVID-19 vaccines and ad-
dress all questions. 

For Prasad, this nomination is 
heartening evidence that pharma-
cists do make a difference in their pa-
tients’ lives. “You know, we’re here 
just doing our work, this is what we 
do. The whole community recognizing 
what we’re doing, to me, was the big-
gest thing. And that was very satisfy-
ing,” he said.

 Mahaska Drug 
 of Oskaloosa, Iowa 
Owner and pharmacist Jane Nichol-
son, RPh, has been working at Ma-
haska Drug since 1981. She began as 
a staff pharmacist and moved up to 
pharmacy manager, holding that posi-
tion for 12 years.

In 1993, the store nearly went out 
of business after its chain ownership 
at the time decided to close the lo-
cation. “In a 2-week period, I had to 

decide if I was going 
to try to purchase the 
store or let it close—
the people working 
with me would be out 
of work,” Nicholson 
said. With resilience 

and passion, Nicholson identifi ed 
angel investors and was able to pur-
chase the pharmacy to continue to 
serve her patients and keep her 
team employed.

Oskaloosa is a rural farming town 
of approximately 12,000 residents in 
South Central Iowa. “I’d say Oska-
loosa’s a small town, but it has a big 
heart,” Nicholson said. “The people 
in the community are extremely sup-
portive of the school system and local 
businesses. It really is a strong and 
caring community to call home.”

That sense of community is pal-
pable at Mahaska Drug. “We work 
hard to know our customers. We 
know them by their fi rst names, we 
know their families, and we support 
them through everything,” Nichol-
son explained. The community phar-
macy also works in conjunction with 
CPESN to provide customers 

a holistic wellness experience. Nich-
olson’s pharmacists provide medi-
cation therapy management services 
for patients with chronic conditions 
such as chronic obstructive pulmo-
nary disease and asthma to improve 
outcomes.

Nicholson and her team also sup-
port their community by hosting 
many exciting and successful events. 
In 2020, the pharmacy was awarded 
the Outstanding Retail Experience for 
the state of Iowa by the Iowa Tourism 
Bureau. “It was quite an honor. And 
it was a shock to me because I had 
no idea I was even up for the award,” 
she said.

Mahaska Drug is an exemplar of 
terrifi c customer experience and com-
munity support. Each season, the staff 
decorates the entire front end of the 
store. The pharmacy also frequently 
hosts bake sales, where profi ts go to-
ward a local community program, a 
family in need, a women’s support 
program, or anywhere the commu-
nity requires help. Twice a year, Ma-
haska Drug hosts a barbecue that takes 
place in the parking lot, complete with 
games, a face painter, balloon artists, 
and great food.

When lockdowns began as a re-
sult of COVID-19, Nicholson’s fi rst 
concern was her employees. She or-
ganized paid leaves of absence for 
high-risk associates, her husband 
helped her build partitions for the 
counter, and an employee’s mother 
sewed masks for staff. Mahaska 
began vaccinating for COVID-19 
in February.

Nicholson agrees that the future 
of pharmacy, especially community 
pharmacy, is bright.

“Pharmacies showed that they’re 
a vital part of their community,” she 
said. “The independents, they always 
seem to go above and beyond to try 
to take care of everybody. They are so 
accessible in their communities, more 
so sometimes than doctors or hospi-
tals. The pharmacists are just doing 
what they do every day and loving 
their patients.” 

ADVERTORIAL

Prasad

Nicholson
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D elivering clinical services 
doesn’t start with the 
patient walking into the 
pharmacy or talking with 
the pharmacist. Clinical 

care begins long before. Existing pro-
grams such as medication synchroniza-
tion and Medicare Part D’s Medication 
Therapy Management (MTM) can help. 

Medication synchronization serves 
2 purposes. Enrolling 30% to 50% 
of chronic patients in an appoint-
ment-based refi ll program frees up a 
signifi cant amount of pharmacist time 
compared with walk-in refi lls, accord-
ing to Cody Clifton, PharmD, director of 
clinical services at Duvall Family Drugs 
in Duvall, Washington, and director of 
practice transformation and clinical 
programs for Community Pharmacy 
Enhanced Services Network (CPESN). 
Regular, scheduled follow-ups then pave 
the way for other clinical services. 

“Reaching out to patients 7 to 10 
days in advance of every refi ll lets 
you take services to the next level by 
asking straightforward questions about 
medication changes, changes in health, 

vaccinations, testing, and all the other 
ways we can help,” Clifton said. 

Many independent pharmacies use 
OutcomesMTM’s standalone Part D MTM 
program. The program boosts nondis-
pensing cash fl ow and can help identify 
patients who need more than a compre-
hensive medication review (CMR).

“We sometimes use that CMR to 
identify patients [who] could benefi t 
from other services,” said Tripp Logan, 
PharmD, vice president of SEMO Rx Phar-
macies, which has pharmacies across 3 
counties in southeast Missouri. “From a 
value standpoint, we don’t see a ton of 

clinical value in 1 visit 
because these patients 
are complex enough 
that they need more 
than 1 intervention a 
year. That CMR is an 
index intervention 

that we can leverage to help move them 
to where they really need to be.”

Pharmacies that are part of a net-
work with existing payer contracts such 
as CPESN or PrescribeWellness, part 
of Tabula Rasa HealthCare, can easily 

identify clinical needs. The payer or 
network can forward patient contacts or 
selection criteria directly. 

“Our program identifi es patients 
who are part of a certain health plan, 
have disease states within certain 
date ranges, or [have] other criteria,” 
explained Farah Madhat, PharmD, exec-
utive vice president at PrescribeWell-
ness. “We try to empower community 
pharmacies to run their own clinical 
programs. And once you’ve identifi ed 
that population through software, you 
can send out singular communications 
to only those select patients.” 

Make the Contact
Other pharmacies use social media to 
drive demand. Traditional media can 
also be e� ective, depending on cost. 

“We do a lot of social media and 
radio advertisements for the pharmacy,” 
said Martika Martin, PharmD, MBA, 
director of clinical services at Danhauer 
Drugs in Owensboro, Kentucky. “We 
mostly use Facebook, which is hugely 
successful in our area. Our pharmacy 
has been here since 1904, so people are 

Drug Topics® August 202122

Synchronization, Communication, 
Staff Participation Boost Sales and 
Help Patients
The final installment of this 3-part series on medication management services 
delves into the process of providing clinical care in the pharmacy. by Fred Gebhart

A content source designed specifi cally for pharmacy industry professionals practicing in (or interested in 
moving to) an independent pharmacy. Total Pharmacy®Total Pharmacy®Total Pharmacy  provides trusted resources and actionable business 
solutions to effectively maximize profi tability, minimize costs and improve patient experience.

 j-
m

el
/S

to
ck

.A
do

be
.c

om

Logan

Redefi ning value. Transforming health care delivery.

DRTP0821_022-024_026_TotalPharmacy.indd   22 8/2/21   10:41 AM



Drug Topics®August 2021 23

used to coming to the pharmacist with 
questions. And when they’re asking 
questions, they are asking you to help 
make their lives better.”

How to follow up on those initial 
contacts depends as much on the 
pharmacist as it does on patients. Some 
pharmacists would rather spend time 
calling patients directly rather than 
using robocalls, as some patients dislike 
prerecorded calls.

However, Madhat said Prescribe-
Wellness metrics suggest that phone 
messages recorded by the local phar-
macist with follow-up by text mes-

saging can be highly 
e� ective in bringing 
potential patients 
into the pharmacy 
and reminding them 
of existing appoint-
ments. Email is gener-

ally less e� ective.
“We already have the phone number 

from the health plan, and a voice mes-
sage really reinforces that connection 
and drives them to come in,” she said. 
“We’ve started using texting for intake 
components, texting them a link to 
provide some of the information before 
they ever come in. And in the pharmacy, 
they can scan a QR code and do some 
of the preappointment work. It saves 
everyone time.”

Involve Staff
Support sta�  also play key roles in 
clinical work by identifying patients 
due for refi lls, consults, vaccinations, 
or other services; making phone calls; 
retrieving patient fi les; and watching 
for opportunities.

“If you have good communication 
with your sta�  and they have a clear 
understanding of your clinical vision, 
they can help,” said Tammy Bullock, 
PharmD, BCACP, clinical pharmacy 
coordinator for Osterhaus Pharmacy 
in Maquoketa, Iowa. “They can spot a 
MedWise patient or an OutcomesMTM 

opportunity and alert the pharmacist.
A growing number of states allow cer-

tain technicians to administer vaccines, a 
move that accelerated during COVID-19. 

“When you get vaccinated in a physi-
cian’s o�  ce, who provides that vaccine?” 

asked Josh Howland, 
PharmD, MBA, vice 
president of clinical 
strategy at PioneerRx. 
“It’s the medical assis-
tant, maybe the nurse. 
It’s crazy to pay your 

most expensive resource to provide a 
vaccine. So if your state allows, make sure 
your techs are certifi ed to administer 
immunizations and let them do it. Every-
one in the pharmacy—you, the techs, 
other support sta� —should be practic-
ing at the very top of their license.”

Involve Patients
Providing clinical services takes time, 
which is why appointment-based sched-
uling matters. A scheduled visit gives the 
pharmacist time to review the patient 
fi le, gather any educational materials, 
and prepare for the encounter. But con-
vincing patients to make and then keep 
appointments can be challenging.

“[COVID-19] has made that easier. 
People were asking, ‘Exactly what time 
do you want me in the pharmacy?’ That 
experience helped change attitudes 
about making pharmacy appointments,” 
Martin said.

Osterhaus Pharmacy tries to arrange 
appointments but also builds time into 
pharmacists’ schedules just in case.

“We ask if they have a few minutes 
to talk, and most of the time, they do,” 
Bullock said. “If not, we ask about a more 
convenient time or o� er to call them 
at home at a specifi c time. Having that 
fl exibility to sit down for 15 minutes 
is a priority in our workfl ow and our 
sta�  ng plans. That’s why MedSync is so 
important to clinical workfl ows. If I know 
this patient is coming in tomorrow, I can 
prepare my action plan ahead of time.”

COVID-19 Pandemic Takeaways
COVID-19 has been a stress test for 
health care, and pharmacy is showing 
solid results.

“We vaccinated the fi rst health care 
professionals in our country along with 
the hospital,” Bullock said. “We talk with 
physicians on the phone all the time, 
but they almost never step into the 
pharmacy. Being on the receiving end of 
services helped them see why we are so 
di� erent.”

Kentucky is one of the states requir-
ing pay parity with other providers. 

“[COVID-19] was a catalyst for passing 
provider status in Kentucky,” Martin said. 
“Commercial insurers are now required 
to pay the pharmacy the same for 
services that they would pay any other 
provider. That’s a real boost for patient 
care.”

The critical takeaway from COVID-19 
is that pharmacists have the fl exibility 
and training to provide direct patient 
care, track their interventions, and 
deliver solid clinical outcomes. All 
they need are regulatory approval and 
assured reimbursement.

“[COVID-19] blew the door open on 
clinical services in pharmacy,” Howland 
said. “Pharmacists showed they are the 
one provider in the country willing 
and able to mobilize quickly to provide 
services at scale. It’s up to pharmacists 
to walk through that door now before 
it shuts.”

T O T A L P H A R M A C Y . C O M

“[COVID-
19] blew the 
door open 
on clinical 
services in 

pharmacy.” Josh Howland, 

PharmD, MBA

Madhat

Bullock
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Pharmacist eCare Plan (PeCP) is one 
of the hottest buzzwords in pharmacy. 
Proponents call the PeCP the greatest 
innovation in pharmacy technology 
since electronic prescribing.

However, “there is a lot of confusion 
around the Pharmacist eCare Plan,” 
said Shelly Spiro, RPh, FASCP, executive 
director of the Pharmacy Health Infor-

mation Technology 
Collaborative. “It’s not 
a clinical care system 
or a billing document. 
It’s a standard for 
the way data [are] 
sent from 1 health 

care provider or system to another. 
It’s a way to leverage technology that 
can help every pharmacist be more 
productive.”

How much more productive? Spiro 
recalled switching from payer-specifi c 
dispensing claim forms to the Univer-
sal Claim Form and seeing dispensing 
productivity shoot up by approxi-
mately 300%. Dispensing productivity 
received another boost from electronic 
prescribing. Both were based on newly 
developed data export standards that 
vendors, payers, and pharmacists 
turned into new productivity tools to 
standardize and streamline the dis-
pensing workfl ow. 

PeCP is on the same track to stand-
ardize and streamline the clinical 
workfl ow. A few early adopters are bill-
ing through the PeCP, with more users 
focusing on clinical care documenta-
tion and quality measures.

An Unintended Platform
“If my patient has an outcome of inter-

est, say blood pressure or A
1c

 [glycated 
hemoglobin], I can use my pharmacy 
management software to collect and 
manage that data,” said Benjamin Jolley, 
PharmD, owner of Jolley’s Compound-
ing Pharmacy in Salt Lake City, Utah.

“All my interventions are coded 
using SNOMED terminology, just like a 
physician or any other provider. All that 
information—baseline patient status, 
interventions, outcomes—[is] all in a 
structured, standard format. You can 
use it if you’re audited, you can use it 
to demonstrate quality of care, you can 
even use it to generate payment if you 
have a contract,” he said. 

Jolley said clinical documentation col-
lected by his PeCP-compliant pharmacy 
management system vendor is valuable 
for patient counseling and reinforcing 
medical-legal protections when dispens-
ing controlled substances. But payer 
contracts remain scarce.

Spiro likened the adoption of PeCP 
to that of electronic prescribing. The 
National Council for Prescription Drug 
Programs adopted the fi rst version of 
SCRIPT, the data standard for e-pre-
scribing, in 2008. But vendors were 
slow to turn the new standard into 
viable electronic prescribing systems 
that streamlined pharmacy workfl ows. 
Early e-prescribing was more of a pain 
than a benefi t.

“Pharmacists spent years print-
ing out electronic scripts so someone 
could enter them manually because 
the interfaces weren’t there,” Spiro 
explained. “That’s where we are with 
eCare Plan. We have the standard to 
export clinical data, but we don’t yet 
have the systems or the connections to 

make it part of the regular workfl ow.”
The PeCP became a billing platform 

by default, not by design.
“It’s not intended to be a billing plat-

form,” said Matthew Webber, PharmD, 
director of value-based contracting for 
the Community Pharmacy Enhanced 

Services Network 
(CPESN). “But there are 
clinical care data in 
the eCare Plan that we 
can extract and create 
a billing document as 
needed. There is still 

no easy way for pharmacists to bill for 
clinical services.”

More Barriers
One problem is that payers don’t know 
how to process claims from pharma-
cists, said Josh Howland, PharmD, MBA, 
vice president of clinical strategy for 
PioneerRx. PioneerRx was an early 
pharmacy system vendor to support 
the PeCP. 

Pharmacy claims typically involve 
product dispensing. Specifi c pharmacy 
locations are credentialed by payers; 
individual pharmacists are not. Claims 
are usually routed through a pharmacy 
benefi t manager using the Universal 
Claim Form and paid through phar-
macy benefi ts.

Clinical services are typically paid 
through medical benefi ts. Claims are 
usually routed through medical inter-
mediaries using the X12N 837P form 
and procedural terminology (CPT) 
codes. Pharmacy systems focused on 
dispensing do not include medical 
claim forms, CPT codes, or interfaces 
to medical intermediaries or directly 
to payers. 

And although pharmacies are 
credentialed by pharmacy payers, 
individual providers are credentialed 
by medical payers using the providers’ 
National Provider Identifi er (NPI) num-
bers. Howland said relatively few phar-
macists have NPI numbers, although 
the number has increased as more 
pharmacists and pharmacy techni-
cians began providing immunizations 

What Pharmacist eCare Plan 
Really Can Do for You
The Pharmacist eCare Plan greatly increases dispensing 
productivity and metrics reporting, but it’s just not built 
for billing. by Fred Gebhart

WHAT PHARMACIST ECARE PLAN REALLY CAN DO FOR YOU

Spiro

Webber

CONTINUED ON PAGE 26>
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during the COVID-19 pandemic.
“There is a whole world of provid-

ers, say Blue Cross or UnitedHealth-
care, [with] no idea how to credential 
pharmacists,” Howland said. “They’ve 
just never done it. In order for medical 
billing to be real, we have 200,000 
pharmacists who need to credential 
themselves with every payer. The 
industry is going to have to fi gure that 
out, whether individually or some kind 
of mass credentialing.”

As payer and pharmacy groups work 
on pharmacist credentials, other organi-
zations are tackling billing barriers.

Early Adopters
In 2014, Community Care of North Car-
olina created CPESN, initially funded by 
a grant from the Centers for Medicare & 
Medicaid Services Innovation Center. The 
network adopted an earlier version of 

PeCP and helped develop the standard. 
“We started down the eCare Plan 

path because we wanted to docu-
ment the care and the value we were 
providing,” Webber explained. “And 
not just prove our interventions and 
outcomes to payers, but [we wanted] 
to prove to our fellow pharmacists. 
When you join a network, you are 
basically linking arms with a bunch 
of pharmacists you may not know. 
Every pharmacy in the network wants 
[to] feel confi dent that all the other 
pharmacies are meeting the stand-
ards, and, frankly, [they want] to kick 
out the nonperformers.”

CPESN became the intermediary 
between network pharmacies and med-
ical benefi t payers. For lack of an alter-
native, PeCP became the de facto billing 

tool for participating pharmacies. 
CPESN is the only clinically inte-

grated network of community pharma-
cists in the United States. The network 
contracts with payers, which typically 
are multistate or national insurers. 

Typical services documented in 
the eCare Plan include as follows: 

 blood pressure or A
1c

 moni-
toring; 

 vaccine administration;

 disease and medication man-
agement for asthma, heart 
failure, hypertension, hyperlipi-
demia, and other conditions; 
and 

 medication review and man-
agement services for specifi c 

populations. 

Local CPESN phar-
macies provide the 
services and docu-
ment their interven-
tions and outcomes 
using PeCP. CPESN 
translates clinical 
services documented 
in the PeCP into an 

X12 or other billing document and 
sends it to the payer. 

“Two years ago, pharmacies 
didn’t have this capability,” said Kim 
Roberts, PharmD, lead for pharmacy 
informatics partnerships and innova-
tions at CPESN. “This helps phar-
macists rely more on their clinical 
skills because, from the community 
perspective, the fi nancials are just 
not there to rely on dispensing med-
ications.”

The PeCP also can report quality 
metrics. 

“Because lab values, vitals, medica-
tions, therapy problems, and inter-
ventions can all be embedded in each 
eCare Plan, that solves a growing need 
for quality reporting,” said Sam Ande-
regg, PharmD, MS. Anderegg is CEO of 

clinical management system DocSta-
tion, another early PeCP supporter. 
“Information about what’s going on 
with the patient and my role in achiev-
ing those outcomes is a huge value for 
me or any provider,” he said.

Anderegg sees a long-term benefi t 
in clinical documentation and quality 
reporting via PeCP. He’s less confi dent 
about PeCP as a billing vehicle.

“We are...in a situation where 
pharmacies bring their own way of 
doing things that deviate from the 
industry standard,” Anderegg cau-
tioned. “That might create problems 
in the long term.”

DocStation and CPESN see the 
PeCP as a temporary solution until 

system vendors roll 
out modules to give 
pharmacies direct 
access to medical 
billing resources. The 
ideal is a pharmacy 
system that docu-

ments both dispensing and clinical 
workfl ows, automatically generates the 
appropriate Universal Claim Form for 
pharmacy benefi ts or X12 for medical 
benefi ts, updates other providers on 
patient status, and accepts updates 
from other providers.

That system doesn’t exist—yet—but 
it’s coming. Spiro reported that the 
latest version of PeCP based on Fast 
Healthcare Interoperability Resources 
standard successfully transmitted clin-
ical information to an Epic electronic 
medical record. 

“We have dispensing systems [and] 
and medical systems that are evolving 
their technologies,” said Hannah Fish, 
PharmD, director of strategic initiatives 
for the National Community Pharma-
cists Association. “It’s all about how 
they work together. We have to collec-
tively ask vendors for those services 
and systems and insist that they be 
interoperable.”

Fred Gebhart is a long-time pharmacy 
reporter and industry observer. 

“We have dispensing systems 
[and] medical systems that are 
evolving their technologies.” 
Hannah Fish, PharmD

Anderegg

< CONTINUED FROM PAGE 24
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DISPENSED AS WRITTEN / IN MY VIEW

M
y 5-year-old-grandson 
has the same aspira-
tions as many children 
his age. He wants to be 
a fi reman or bulldozer 
operator. When observ-

ing excavators working at a job site, 
a lot of adults may wish they were in 
that cab. The urge to feel the power 
of moving mountains makes us want 
to run heavy equipment. However, it’s 
not all it’s cracked up to be when you 
actually do it.

In 1979, I ran heavy equipment 
while working at a paper mill. I worked 
most of the summer running a log car-
rier and a front-end loader. After an 
8-hour shift of moving logs around the 
wood yard or hauling chips to the bin, I 
felt more motivated than ever to study 
when I went back to school in the fall. 
After performing poorly on a pharma-
cognosy test, I questioned, “Is this worth 
all of the e� ort?” A couple of days later, 
I received a letter from my father. It 
was a thick envelope stu� ed with wood 
chips and a handwritten note that read, 
“Do you want to make these the rest of 
your life?”  

I think many students enter our 
profession with the same feeling I had 
when I saw heavy equipment running 
at the paper mill. They are drawn to 
the power of the machines, the abil-
ity to use their strengths to get the job 
done, and—best of all—a good pay-
check. However, as it does when run-
ning a front-end loader, the glitz of the 

profession wears o�  quickly. The only 
way that anyone gets a real taste of 
this profession is to be fully immersed, 
which takes more than 5 weeks.

I believe schools of pharmacy 
should rethink the 5-week advanced 
pharmacy practice experience rota-
tions. The fi rst week you’re too busy 
learning the employee’s names and 
where the bathroom is, and by the 
fi fth week you’re already wrapping 
up. Most students really only get 
about 3 out of 5 weeks of concentra-
tion in that rotation. 

Most schools of pharmacy o� er 8 
of these 5-week rotations. In the phy-

sician assistant (PA) curriculum, they 
spend their last year on rotations, sim-
ilar to pharmacy students. However, 
their family practice rotation con-
sists of 12 weeks. Many PA students 
end up in primary care, so it is pru-
dent to spend a large block in that dis-
cipline. Pharmacy students often end 
up in community practices, so a 10- 
to 12-week assignment in 1 commu-
nity pharmacy site would make more 
sense. If the purpose of these rotations 
is to expose the student pharmacists to 
“real life,” 5 weeks seems insu�  cient.

Many students seem to be deluded 
as to the realities of the profession. As 

the glut of pharmacists and the job 
shortages continue, the chains and 
hospitals know that they can pay less, 
understa�  pharmacies, and make exces-
sive demands on pharmacists, know-
ing they probably will leave.  The chains 
know there will be another pharmacist 
looking for a job to take their place.

I know several young pharmacists 
who have left the profession because 
they “have had enough.”  Schools of 
pharmacy need to better prepare 
these students by showing them the 
real world through longer rotations.

My 5-year-old grandson just had 
a change of heart. He wants to be a 

policeman because he had a tour of 
a West Virginia police barracks and a 
police car. He wants to blow the siren, 
turn on the lights in the police car, 
chase down the bad guys. The brief 
encounter my grandson had with a 
police career seems similar to the 
amount of exposure many student 
pharmacists get to our profession. 

Peter A. Kreckel, RPh, practices pharmacy in 
Lemont Furnace, Pennsylvania. 

Pharmacy Students Need 
More Real-world Experience

By Peter A. Kreckel, RPh

Drug Topics®August 2021 27DrugTopics.com

Five-week rotations don’t give students enough exposure to 
workforce realities.

Subscribe to our newsletters 
for practical tips and valuable 
resources

The only way that anyone gets a real taste 
of this profession is to be fully immersed.
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HEALTH SYSTEMS

D
uring the COVID-19 pan-
demic, many hospitals and 
health care services teams 
turned to telepharmacy to 
reduce delays in provid-
ing medications to patients 

while social distancing practices were 
in place. 

Hospitals quickly found that tel-
epharmacy benefi ted pharmacy ser-
vices by providing patients with more 
e�  cient access to medical care and 
reducing costs. Thus, hospitals were 
able to focus more on patient care and 
less on logistics, which led to higher 
turnaround times and increased 
patient satisfaction. 

Benjamin Kornitzer, MD, chief medi-
cal and quality o�  cer of agilon health, 
noted that telepharmacy and meet-
ing patients where they are can lead to 
higher-quality health care.

“During the pandemic, we saw how 
challenging it was for a face-to-face 
encounter, and telepharmacy was a tre-
mendous opportunity to continue o� er-
ing these vital services to our patients, 
greatly increasing access to medications 
and medication adherence,” he said.

Expanding Hours, Locations
Randy Gerwitz, RPh, is pharmacy 
executive director at Vizient, a health 
care services company based in 
Irving, Texas. He notes that telephar-
macy has expanded access to phar-
macy services for patients, which 
is why hospital pharmacy teams 

benefi t from implementing telephar-
macy models into their workfl ows.

“There is a well-established his-
tory of operational benefi ts from these 
technologies remotely supporting com-
mon tasks such as prescriber order 
verifi cation and the monitoring and 
verifi cation of IV [intravenous] room 
production activities,” he said. 

More recent e� orts have focused on 
direct-to-patient and clinical services, 
including patient education, monitor-
ing, and adherence support, as well as 
antimicrobial and opioid stewardship 
programs. 

“These types of enhanced clini-
cal o� erings improve 
patient safety and allow 
[pharmacists] to reach 
patients that they may 
not have otherwise 
been able to care for,” 
Gerwitz said.

Ann Phan, PharmD, BCGP, man-
ager of clinical programs for L.A. Care 
Health Plan in Los Angeles, California, 
said that telepharmacy in the inpa-
tient setting allows a hospital’s phar-
macy services to extend coverage, 
both temporally and geographically. 

“In this sense, rural and small-vol-
ume hospitals with limited resources 
could especially benefi t from tel-
epharmacy,” she said. “The benefi ts 
of telepharmacy can lead to expan-
sion of service hours if [a location is] 
not already providing around-the-
clock coverage, more available clinical 

pharmacy services, and improved 
safety and overall patient care.”

According to Seun Bammeke, man-
aging director of PharmaServe in Win-

nipeg, Manitoba, tel-
epharmacy can increase 
patients’ medication 
adherence. Addition-
ally, these services allow 
an external licensed 
pharmacist to review 

and double-check the prescription to 
ensure it is correct, which can ease the 
workload of busy hospital pharmacists. 
He added that telepharmacy needs 
to be thought about from a return on 
investment (ROI) perspective as well, 
with plenty of savings available. 

“Hospital pharmacies would require 
[fewer] pharmacists and technicians as 
a lot of the duties will be outsourced to 
the telepharmacy,” Bammeke said. “Plus, 
by using a JIT [Just In Time] system, 
the hospital can maintain less stock 
of medications [that] are not used on 
a daily basis, knowing they will arrive 
the next day. This prevents medications 
from expiring [or] being stolen, and 
[means] less work in process inventory, 
which frees up their fi nances to be used 
on things that are more needed.”

Pros and Cons
Eric Maroyka, PharmD, senior direc-
tor of the Center on Pharmacy Prac-
tice Advancement at the American 
Society of Health System Pharmacists 
(ASHP), said telepharmacy has grown 

Expanding Access Takes 
Telepharmacy to the Next Level 

Drug Topics® August 202128 DrugTopics.com

Increases in service hours, programs, and locations lead to 
higher patient satisfaction, lower costs  By Keith Loria

Gerwitz

Phan
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HEALTH SYSTEMS / EXPANDING ACCESS TAKES TELEPHARMACY TO THE NEXT LEVEL 

exponentially over the past year.
“We see it as an opportunity to 

improve patient outcomes, expand 
access to health care—whether it’s an 

acute or ambulatory 
care setting—and fi nd 
that it’s also a way to 
enhance patient safety. 
It could in many ways 
achieve more e� ec-
tive delivery of care as 

well,” he said. 
According to Maroyka, hospital 

pharmacy teams can benefi t from 
implementing telepharmacy models 
into their workfl ows for medication 
selection order review. Dispensing the 
IV admixture verifi cation can be done 
remotely. For instance, if you have 
a technician in a clean room, there 
could be a pharmacist who is working 
remotely to help with that verifi ca-
tion process.

Then there are patient monitor-
ing and counseling benefi ts. Maroyka 
explained that health systems that 
employ clinical pharmacy specialist can 
have them reach out to smaller facil-
ities to provide patient counseling or 
consultations and real-time monitoring 
through telehealth services.

“It’s a solution for order review 
and verifi cation in tertiary medical 
centers when sta�  ng—particularly in 
specialty areas [such as] oncology or 
pediatrics––is limited and provides a 
mechanism for health systems to pro-
vide enterprise-level pharmacy ser-
vices throughout the system, even 
when those pharmacies may not oper-
ate 24-7,” he said.

It also provides a tool for vir-
tual monitoring, assessment, detec-
tion, and decision-making for adverse 
drug reaction prevention and man-
agement. One major advantage, 
Phan noted, is the positive ROI pro-
duced by telepharmacy in decreasing 

pharmacy operating costs and repur-
posing pharmacists to other clinical 
services to improve patient outcomes, 
such as discharge medication coun-
seling or antimicrobial stewardship. 

Another advantage is increased 
accessibility. For instance, Gerwitz 
explained that telepharmacy allows 
the pharmacist to provide services in 
locations that are ine�  cient, imprac-
tical, or unfeasible. 

“This is particularly 
true for services pro-
vided to at-risk popu-
lations and in rural or 
remote areas where dis-
tance and population 
density would make 
it impossible to pro-
vide care in a way that 
is convenient for the 
patient and fi nancially 
sustainable for the 
health care organiza-
tion,” he said.

A disadvantage is 
patients’ dependence on 
technology and broad-
band access.

As many learned and 
experienced during the 
pandemic, technologies 
and the internet ser-
vices that support them 
are not always perfect. 
Gerwitz said glitchy con-
nections, lag, and band-
width challenges can at 
times cause frustration.

During the pandemic, the industry 
saw more widespread adoption of reg-
ulations that allow and even encour-
age the use of telemedicine and tel-
epharmacy, but challenges still exist. 

“The lack of a standardized regu-
latory environment and limitations 
on what pharmacy technicians can 
do under remote supervision in many 

states will continue to act as an obsta-
cle to optimization of these technolo-
gies,” Gerwitz said.

Innovative Technology 
There are plenty of new technologies 
available to help with a smoother 
transition and workfl ow.

Video conferencing has become 
a standard tool for telepharmacy to 
provide discharge medication coun-

seling and medication 
therapy management. 

Thankfully, sys-
tems have dramatically 
improved in recent 
years. Further matu-
ration of technology 
and expanded access to 
broadband will continue 
to push the boundaries 
for telepharmacy, par-
ticularly in rural areas 
that struggle with access 
to health care.

 “Certainly, video con-
ferencing has existed 
for some time, but not 
always in a secure and 
compliant environment 
that was appropriate 
for the health care envi-
ronment.,” Gerwitz said. 
“[Video communica-
tion] is especially bene-
fi cial when supporting 
patients on highly spe-
cialized therapies such 

as those seen in posttransplant care and 
oncology but can be very helpful as well 
in the setting of postdischarge medica-
tion reconciliation and home care.”  

A graduate of the University of Miami, Keith 
Loria is a D.C.-based, award-winning journalist 
who has been writing for major publications for 
close to 20 years.
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Bammeke

We see it as an 
opportunity to 

improve patient 
outcomes, expand 
access to health 
care—whether 
it’s an acute or 

ambulatory care 
setting—and find 

that it’s also a 
way to enhance 
patient safety.

Eric Maroyka, PharmD
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NEW DRUG REVIEW

New Prodrug for ADHD in School-aged Children

A 4-week randomized, double-blind, placebo-
controlled, parallel-group, classroom study 
(NCT03292952) evaluated the efficacy of 
ser/dex versus placebo for the treatment of 
ADHD in 150 patients aged 6 to 12 years. 
Study results showed a statistically significant 
lowering of the primary efficacy end point, 
which was the mean change from baseline 
of the Swanson, Kotkin, Agler, M-Flynn, 
and Pelham-Combined (SKAMP-C) scores 

averaged across the test day. Patients 
underwent a 5-day washout period, then a 
3-week open-label dose-optimization period 
followed by a 1-week randomized, double-blind 
treatment phase. Assessments were conducted 
at 0.5, 1, 2, 4, 8, 10, 12, and 13 hours post 
dose. The overall mean change in SKAMP-C 
score from baseline in the ser/dex arm was 
–4.87 and 0.54 for the placebo arm, which was 
statistically significant.2 

By Andre S. Wang, PharmD; and Kevin W. Chamberlin, PharmD, FASCP

Andre S. Wang, PharmD, is a PGY-1 
pharmacy resident at UConn John Dempsey 
Hospital in Farmington, Connecticut.

Kevin W. Chamberlin, PharmD, FASCP, 
is the university director of pharmacy 
residency programs at UConn Health in 
Farmington, Connecticut.

A
ttention-deficit/hyperac-
tivity disorder (ADHD) 
a�ects 11% of school-
aged children, and more 

than 75% of these cases will 
continue into adulthood.1 With-
out proper diagnosis and treat-
ment, ADHD can lead to serious 
consequences, including school 
failure, social diculties, de-
pression, substance abuse, or 
job failure. Extensive clinical 
research has led to well-devel-
oped diagnostic criteria and 
multiple treatment options 
for ADHD. Serdexmethylpheni-
date and dexmethylphenidate 
(Azstarys; Corium), also called 
ser/dex, is a dexmethylpheni-
date-based prodrug for ADHD 
in patients 6 years and older.

Serdexmethylphenidate
Although the mechanism of 
action for serdexmethylphe-
nidate is not well understood, 
investigators believe it is 
mostly converted to dexmeth-
ylphenidate in the lower gas-
trointestinal tract. The combi-
nation of immediate-release 
dexmethylphenidate and 
slow-absorbed serdexmeth-
ylphenidate allows a quick 
onset and all-day e�ect. 

For references, visit drugtopics.com

EFFICACY

SAFETY

DOSING
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The most commonly reported adverse effects 
(AEs) were headache (5.41%), upper abdominal 
pain (4.05%), pharyngitis (2.7%), and 
insomnia (2.7%). There were no serious AEs, 
nor all-cause mortality reported. Ser/dex is a 
controlled substance, central nervous system 
(CNS) stimulant, methylphenidate-containing 
product, and amphetamine, so there is a boxed 
warning for a high potential for abuse and 
dependence. As with many CNS stimulants, 
there is potential for serious cardiovascular 
reactions, increased blood pressure and heart 
rate, psychiatric AEs, peripheral vasculopathy, 
and long-term growth suppression. 

Ser/dex has not been studied in pregnant 

women; animal embryo-fetal development 
studies conducted in rats and rabbits showed 
no malformations. No data are available on 
the presence of serdexmethylphenidate in 
human breast milk, effects on the breastfed 
infant, or effects on milk production. 
There is limited published literature on 
dexmethylphenidate present in human breast 
milk, which resulted in infant doses of 0.16% 
to 0.7% of the maternal weight-adjusted 
dosage and a milk/plasma ratio ranging 
between 1.1 and 2.7. There are no reports of 
AEs on the breastfed infant and no effects on 
milk production. Ser/dex has not been studied 
in individuals 65 years and older.3 

The recommended dose for patients 6 to 12 
years old is a starting dosage of 39.2 mg/7.8 
mg orally once daily in the morning. The 
dosage may be increased to the maximum 
dose of 52.3 mg/10.4 mg daily or decreased 
to 26.1 mg/5.2 mg daily after 1 week. For 
adults and patients 13 to 17 years old, 
the recommended starting dosage is 39.2 
mg/7.8 mg orally once daily in the morning. 

The dosage can be increased after 1 week 
to 52.3 mg/10.4 mg once daily. Ser/dex can 
be administered without regard to food, 
and patients can swallow capsules whole 
or open and sprinkle onto applesauce or 
add to water. To avoid substitution errors 
and overdosage, do not substitute for other 
methylphenidate products on a milligram-
per-milligram basis.3
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MARKETPLACE  /  PRODUCTS & SERVICES

PRS Pharmacy Services will give  
you a FREE Consultation, FREE  
Pharmacy Selling Guide and a FREE  
Basic Pharmacy Value Estimate

Whether you are just 
getting started or not 
sure where to begin, 
our team of Pharmacy 
brokerage and valuation 
experts at PRS can  
discuss your options 
with you and help you 
create a plan!

Visit our website at PRSRx.com or contact 
John Watkins, MBA, Director of Sales, to 
learn more!

800-338-3688 ext 134  |   john.watkins@prsrx.com

Thinking  
About Selling 
Your Pharmacy?

First, we are Independent Pharmacy experts 

who offer a full suite of brokerage services. 

Second, we represent you through the entire 

selling process from valuation through  

transition and closing, and our consultations 

are always confidential. You can feel 

comfortable knowing that we will never share 

your inquiry or intentions with anyone and 

there’s never any pressure to sell.

PRS is not your typical broker...

FOR
SALE

PRS is the only brokerage company recommended by NCPA & the Federation of Pharmacy Networks.

Drug Topics® August 202132 DrugTopics.com
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  BROKERS

MARKETPLACE CAN WORK FOR YOU!

PRODUCTS & SERVICES  /  MARKETPLACE
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Powered by

Apply for the
right job.

Hire the
right talent.

Finding your next 
employer or applicant 
has never been easier.

Visit 
go.inpharmacyjobs.com/drugtopics
to browse available positions or list 

your company’s job openings!
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At Good Neighbor Pharmacy, 
we celebrate what makes your 
pharmacy one of a kind because 
we know that’s inspired by the 
people you care for.

Come see how our team of business coaches, advertising managers, 
merchandising specialists, and managed care experts can help 
you further tailor your pharmacy to better meet the unique needs of 
your patients.

Visit www.wearegnp.com/community

Everything you do is for your patients. And we’re here to help you 
optimize your business so you can enhance and expand all the great 
things you do for your community.

In-Store Experience

Marketing

Managed Care

Business Performance

No one serves 
your community 
quite like you can
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We have helped hundreds of independent pharmacy owners to get confidential answers
and maximize the value of their businesses. With over 50 years experience,

we specialize exclusively in buying and selling pharmacies.
Our only job is to represent you throughout the whole process.

“Pharmacies sellin
g to

large corporations leave as 

much as $500,000

on the table.”
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“Your knowledge of the business climate allowed me to get top dollar for my 
pharmacy.”      

“My experience with Tony Hayslip and Ernie Zost was very positive. I 
appreciate their honesty, fairness, integrity and professionalism.”  
           
“Hayslip & Zost’s knowledgeable staff and expertise allowed us to get a great 
price for our pharmacy. I strongly recommend their company to represent you 
throughout the selling process.  

“Tony and Ernie did an outstanding job representing our pharmacy. I 
received top dollar thanks to them!”  

“Tony and Ernie’s ability to find qualified buyers and help independent 
owners sell their pharmacies to other independent owners has had a 
positive impact in our industry.”

Endorsed by State 
Pharmacy Associations

Endorsed by EE State SS
PhaPP rmacy Associations

y

PHARMACY BROKERS, LLC

Looking for an
independent buyer?

Contact Hayslip & Zost
for All Your Answers
RxBrokerage.com
1.800.530.5650
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