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H
ave you ever been asked to write an 

elevator speech?  In other words, what 

you would say if you had 30 seconds 

(about the time it takes for a ride in an 

elevator) to describe your business or 

to sell a project to a perfect stranger? 

I’ve written an elevator speech a cou-

ple times as a brainstorming exercise 

when I’ve participated in strategic planning processes 

with organizations that I’ve been involved with. 

More recently, I did it as part of a marketing seminar 

that was meant to be specifi cally for my pharmacy. 

It’s not easy to describe an organization’s mission or 

purpose, or in the more recent case, what makes my 

pharmacy unique, in about three or four sentences. 

I live in a somewhat rural part of Wisconsin, so the 

idea of riding in an elevator with a stranger is some-

what foreign, due to the fact that (a) there is only 

one elevator in my town, and (b) everyone knows 

everyone, so the idea of somehow ending up in an 

elevator with a stranger just isn’t very likely.  

I like to think that instead of an elevator speech, 

I’m writing a “get to know the other parents at the 

ballgame a little better conversation.” At this point 

in my life, my kids’ ballgames are where most of my 

interactions with others are taking place. I use the 

word “conversation,” because it’s not likely anyone 

wants to listen to a prerehearsed 30-second speech 

anyway. 

At the ballgame, when another parent inevita-

bly asks me, “So, what do you do for a living?” I’ve 

found it helpful to be prepared with more than, “I’m 

a pharmacist.” 

I’ve noticed that very few people have a good idea of 

what a pharmacist actually does. Maybe it’s because 

pharmacists do so many different things, or maybe 

it’s because every time there’s a pharmacy-related 

story on the news, the one and only video shot is of 

the counting tray and someone (by assumption, it 

must be the pharmacist) counting pills by fi ves and 

pushing them to the side. 

“I’m proud 
of the many 

things we, as 
pharmacists, 
do every day. 
And it’s so 
important 

for people to 
know what we 
do and how 
it applies to 

their everyday 
life.”

The Ballgame Conversation 
About Pharmacy

Marvin R. Moore, PharmD

FROM OUR BOARD

So as part of the conversation 

(again not a speech), I like to point 

out the services we offer and say 

things like, “I spend time with 

patients who take a lot of medica-

tions and look for ways to simplify 

their regimen to make it easier for 

them” or, “Have you ever picked 

up an antibiotic for your child and 

wanted to know for sure it was the 

right dose? Well I make sure it is.”  

I’m proud of the many things we, 

as pharmacists, do every day. And 

it’s so important for people to know 

what we do and how it applies to 

their everyday life. 

The cover story in this issue (see 

page 27) revolves around even more 

activities that pharmacists are doing 

these days, specifi cally as part of the 

primary healthcare team in primary 

care settings like medical clinics 

and physician’s offi ces. How great 

is that! Our profession is continu-

ally evolving and we need to keep 

fi nding ways to use our knowledge 

and skill set to improve patient care. 

I’d encourage you to think about 

how you spend your day and how 

you describe our profession to oth-

ers. We need to make sure people 

outside our profession know how 

we spend our days so that, some-

day, the video of the pill-counting 

pharmacist looks as odd as someone 

using a pay phone or typewriter. 

And just like someday, when we 

all have jet packs attached to the 

back of our white coats, the idea 

of using an elevator will be very 

odd too.   

MARVIN MOORE, PHARMD, 
is the owner of The Medicine 

Shoppe in Two Rivers, WI, and 

a member of the Drug Topics 

Editorial Advisory Board.

It’s time to tell people what we do for a living.
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USP VERIFIED.
A simple phrase with profound meaning.

It means your supplements went through

rigorous testing and meet high quality 

standards for identity, potency and purity.

It means, USP (U.S. Pharmacopeia), an

independent third-party is making sure that

what it says on the label is what’s in the

bottle. Nothing more. Or less. Look for the

USP verifi ed mark when you’re buying

supplements and have confi dence in quality.

www.USPverifi ed.org

USP has tested and verifi ed select dietary supplements for their ingredients, potency and manufacturing process.

USP does not verify effi cacy claims. See www.USPverifi ed.org.

USP Verifi ed. Trust in Quality.
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Two U.S. universities are 

offering novel pharmacy 

degree programs.

The University of 

Rhode Island (URI) in 

Kingston, RI, and Johnson & Wales Uni-

versity in Providence, RI, are now offering 

a dual degree in pharmacy and physician 

assistant studies. This is the fi rst collab-

oration of its type between public and pri-

vate universities in the country.

In addition, the University at Buffalo 

School of Pharmacy and Pharmaceutical 

Sciences in Buffalo, NY, has launched a 

new Masters in Pharmacometrics and Per-

sonalized Pharmacotherapy program, one 

of the few classroom-based programs 

offering this content.

URI PharmD students can apply to 

Johnson & Wales’ Master of Science in 

Physician Assistant Studies program after 

completing their fourth year of URI’s six-

year pharmacy program.

“We worked with Johnson & Wales Uni-

versity to design a program in which our 

students would complete both degrees in 

a seven-year span. We are one of the only 

public institutions with the 0-6 PharmD 

degree,” Celia P MacDonnell PharmD, clin-

ical professor of pharmacy at URI’s Col-

lege of Pharmacy, tells Drug Topics. “The 

idea was to complete both degrees in the 

Pharmacy Schools Start 

Unique Degree Programs

Kapoor Hall at the University at Buffalo School of Pharmacy and Pharmaceutical Sciences

 The idea was 
to complete both 
degrees in the same 
timeframe as 
completing 
a PGY1 
Residency 
training.” CELIA P MACDONNELL,

PHARM D
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Civica Rx, the new not-for-profi t generic drug 

company formed by a consortium of health 

systems, could help alleviate shortages of 

certain critical drugs in hospitals.

The company will initially manufacture 

14 hospital-administered generic drugs 

that have suffered from supply shortages, 

and then will expand production to other 

medications. The organization is not naming 

the drugs it will manufacture for competitive 

reasons, according to a statement.

Civica Rx says it expects to save the U.S. 

healthcare system hundreds of millions of 

dollars annually. “Research into the actual 

costs of manufacturing and distributing 

generic drugs suggests that, in many 

instances, prices for generic drugs used in 

hospitals can be reduced to a fraction of their 

current costs,” the organization says.

The seven initial governing members of 

Civica Rx—which represent about 500 U.S. 

hospitals—are: Catholic Health Initiatives, 

HCA Healthcare, Intermountain Healthcare, 

Mayo Clinic, Providence St. Joseph Health, 

SSM Health, and Trinity Health. More than 

120 other health organizations could also 

become involved. 

“The fact that a third of the country’s 

hospitals have either expressed interest 

or committed to participate with Civica Rx 

shows a great need for this initiative. This will 

improve the situation for patients by bringing 

much needed competition to the generic 

drug market,” says Martin VanTrieste, Civica 

Rx’s CEO and former chief quality offi cer for 

Amgen, in a statement.

VanTrieste agreed to lead the new 

organization without compensation.

Civica Rx will be an FDA-approved 

manufacturer that will manufacture 

some drugs itself and will subcontract 

manufacturing for others. It says it expects to 

have some medications available as early as 

next year.  

Consumers rank Sam’s Club, Good Neigh-

bor Pharmacy, Wegmans, and Humana Phar-

macy best within their individual categories in 

terms of customer satisfaction, according to 

a new survey.

In the J.D. Power 2018 U.S. Pharmacy 

Study, Good Neighbor Pharmacy ranks high-

est overall among chain drug stores, followed 

by Health Mart and Rite Aid Pharmacy.

Sam’s Club ranks highest overall among 

mass merchandiser pharmacies, followed by 

Costco and the CVS/pharmacies inside Tar-

get stores.

Among supermarket pharmacies, Weg-

mans has the highest ranking, followed by 

H-E-B and Publix.

Among mail order pharmacies, Humana 

Pharmacy ranks highest overall in mail order, 

with Kaiser Permanente Pharmacy as second 

and Express Scripts as third.

“The retail pharmacy business has been in 

the spotlight ever since Amazon announced 

in June 2018 that it’s getting into the space,” 

says Greg Truex, senior director and health-

care practice leader at J.D. Power, in a state-

ment. “Amazon, or any other organization 

looking to disrupt the $100 billion U.S. mail 

order pharmacy market, will have their work 

cut out for them. Legacy pharmacy players 

have invested heavily in delivering superior 

service, while brick-and-mortar pharmacies 

are starting to reap signifi cant customer sat-

isfaction gains from retail-style clinics offering 

health and wellness services.”

Among community pharmacies, health 

and wellness services are most import-

ant to customers, according to J.D. Powers. 

“Such services are currently present in 86% 

of chain drug stores, 83% of supermarket 

pharmacies, and 75% of mass merchandiser 

pharmacies,” the research fi rm said.

For mail order pharmacies, delivering pre-

scriptions on time is associated with a signif-

icant increase in overall customer satisfac-

tion, according to the survey. Consumers also 

place high value on receiving prescriptions 

within fi ve days of completing an order.  

Highest-Rated Retail and Mail Order Pharmacies

How Civica Rx Will Impact Drug Shortagessame timeframe as completing a 

PGY1 Residency training.”

Christine Berard-Collins, RPh, 

director of pharmacy for Lifespan, 

a Rhode Island-based nonprofi t 

health system, says the partner-

ship refl ects the everyday healthcare 

environment. “Medications are an 

important, but complex, component 

of care to help many of our patients 

get healthy and stay healthy,” she 

said in a URI statement. “In our hos-

pitals and ambulatory practices, 

pharmacists and physician assis-

tants work together to give our 

patients the expertise of both.”

The University at Buffalo’s Mas-

ters in Pharmacometrics and Person-

alized Pharmacotherapy program pro-

vides advanced training in pharmaco-

kinetics and pharmacodynamics.

“Pharmacometricians play a crit-

ical role in drug discovery and devel-

opment in research institutes, phar-

maceutical industry, regulatory agen-

cies, and academia,” says Donald 

Mager, PharmD, PhD, professor and 

vice chair of the Department of Phar-

maceutical Sciences, in a statement. 

“Students in this program will mas-

ter the skills to optimize drug ther-

apy, allowing for the provision of preci-

sion medicine and individualized ther-

apies.”

Interest in combined degrees is 

growing, William Jusko, PhD, direc-

tor of the new graduate program and 

distinguished professor with the Uni-

versity at Buffalo School of Phar-

macy and Pharmaceutical Sciences, 

tells Drug Topics. “We have particu-

larly seen an increase in numbers of 

PharmD students who are interested 

in a joint PharmD/MS degree. Many 

of our MS students either choose to 

continue for the PhD degree or elect 

to join the pharmaceutical industry,” 

he says. “The program also offers a 

unique opportunity for scientists who 

already have a PhD degree in another 

fi eld to effi ciently gain the credentials 

for employment in a higher demand 

area.”  
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An immunosuppressant used to treat infl am-

matory bowel disease, rheumatoid arthritis, 

and other diseases may be a contributor in 

developing skin cancer, according to a new 

study.

The research, published in a recent issue 

of Nature Communications, identifi ed a 

“strong case” for an association between 

azathioprine (Azasan) and the mutational sig-

nature found in cases of cutaneous squa-

mous cell carcinoma (cSCC), a common form 

of skin cancer.

It was already known that azathioprine 

causes increased sensitivity to UVA light, 

and probably contributes to development of 

skin cancers, researchers from the University 

of Dundee in Dundee, UK; Queen Mary Uni-

versity of London; and the Wellcome Sanger 

Institute in Cambridgeshire, UK, write.

Using mutational signature analysis of 

cSCC tumors from 37 patients, many of 

whom had been on azathioprine, they found 

a new signature, Signature 32. Its incidence 

correlates with chronic exposure to azathio-

prine. 

“We recommend all physicians give appro-

priate advice on UVA avoidance—including 

year-round sun protection for their patients on 

azathioprine,” says Charlotte Proby, profes-

sor of dermatology in the School of Medicine 

at the University of Dundee, in a statement.

However, Proby and her colleagues are not 

necessarily advocating withdrawal of azathio-

prine. “As with all medications, the risks must 

be balanced against the benefi ts, particularly 

with the need to treat potentially life-threat-

ening diseases with an effective drug,” Proby 

says.

Around 700,000 cases of cSCC are diag-

nosed in the United States annually, and 

more than 40,000 new cases diagnosed 

annually in the United Kingdom.

The study was funded by a grant from Can-

cer Research UK.  

Christine Blank is a contributing editor.

Immunosuppressant Drug Linked to Skin Cancer

The rate of Americans with high blood pres-

sure is actually double its current reported 

rate, according to new data.

That’s according to the medical tech-

nology company higi, which will present its 

fi ndings at the American Heart Association 

Hypertension 2018 Scientifi c Sessions. The 

company found a  nearly 30% increase in the 

number of Americans who are now classifi ed 

into the high blood pressure category, which 

doubles the national rate of high blood pres-

sure from 33.6% to 62.4%. 

This is due to new guidelines from the 

American Heart Association and American 

College of Cardiology (AHA/ACC) that have 

lowered the defi nition of high blood pressure 

from 140/90 mmHg to 130/80 mmHg.

In an analysis of nearly 40 million blood 

pressure tests across higi’s network of 

more than 11,000 health stations in retail 

pharmacies, higi examined the national 

impact of the new blood pressure guide-

lines.

Surprisingly, higi’s analysis also found 

a greater increase in high blood pressure 

in more populous, higher income, and 

more “healthy” communities, while less 

populous, lower income, and less “healthy” 

communities maintained overall greater 

rates of high blood pressure.  

Florida is most impacted by the new AHA/

ACC blood pressure guidelines, with a large 

number of older, Medicare-covered patients 

now falling into the high blood pressure 

category, according to higi.

Miami, Tampa, FL, and Washington, DC, 

had the greatest increases in rates of high 

blood pressure, while Atlanta, Baltimore, 

and Philadelphia had the highest total rates 

of high blood pressure, according to higi.  

High Blood Pressure Twice as Common as Believed
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Medication Therapy 
Problems Linked 
to Prescribing
About three in four problems with 

medication therapy are caused 

by prescribing issues, not other 

reasons, such as patient inability 

to pay for medications or poor 

adherence, a chain of nonprofi t 

community clinics has found.

Share Our Selves, a nonprofi t 

federally qualifi ed health center 

serving Orange County, CA, learned 

about the prescribing problem by 

participating in the A3 Collaborative: 

A joint project involving ASHP, the 

Alliance for Integrated Medication 

Management, and Apexus. The 

collaborative helps participants learn 

how to implement, sustain, and 

share stories about ambulatory care 

medication therapy management 

(MTM) projects undertaken by 

interprofessional teams.

The A3 Collaborative found 

that 76% of medication therapy 

problems (MTPs) at Share 

Our Selves’ six locations were 

prescription-related. Most of those 

MTPs were dosages that were too 

low, particularly for patients who 

were prescribed insulin, according 

to ASHP.

When Share Our Selves 

started with A3, it set out to 

improve identifi cation, tracking, 

and resolution of MTPs among 

the clinic’s patients-—primarily 

Medicaid benefi ciaries and 

underinsured people.

Part of the project involved the 

expansion of comprehensive MTM 

services provided to patients at 

high risk for hospitalization or poor 

outcomes, according to ASHP. 

The MTM effort led to a decrease 

in MTPs from an average of 1.08 

per patient before MTM expansion 

to 0.53 per patient after the 

intervention. 
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Work hours can be long for 

pharmacists working in a 

retail or hospital setting. As an 

employee, a pharmacist may feel that he 

or she is stuck with whatever hours or 

shifts that management gives them. But 

it doesn’t need to be that way. 

Pharmacists need to realize that they 

hold the power when negotiating for better 

hours, says Alex Barker, PharmD, founder 

of The Happy PharmD, which provides 

motivational career counseling to phar-

macists in all practice settings. “The more 

indispensable you are, the more likely 

you are to have a major bargaining chip 

when negotiating,” says Barker. 

Whether a pharmacist is looking to 

reduce long days and overtime, or to rea-

lign their current hours to meet personal 

needs, they must justify their request by 

providing  information that will demon-

strate how the requested revision will 

benefi t the organization, he says.  “Sim-

ply going to a manager or director and 

asking for a change in hours is a poor 

approach.” 

Take for example, a pharmacist who 

works fi ve days a week, and on three 

of those days he spends an extra two 

hours earning overtime, says Barker. 

That pharmacist can ask to offi cially be 

assigned those extra working hours on 

those three days, and in return, elimi-

nate one day from his workweek. 

One argument should be: The phar-

macist would be saving the retail store—

or hospital—a signifi cant amount of 

money  by absorbing those extra hours 

at the overtime rate into their regular 

pay scale. 

Another argument that can be made: 

“In some cases, the extra hours could 

be a justifi cation for letting a store or a 

clinic remain open later in the evening,” 

says Barker. 

Barker describes a pharmacy client 

who wanted to work more days, but 

fewer hours each day. “She positioned 

the negotiation in such a way that if she 

worked more days, she could provide 

coverage during the busy hours of the 

store.” In the end, she didn’t get the exact 

arrangement she wanted, but it was close 

enough to satisfy both parties, he says. 

Beyond the benefi ts of reduced over-

time pay or better hours, pharmacists 

should look for a correlation between 

patient safety and the requested work 

schedule, as that is always an issue that 

weighs on managers’ minds, Barker says.

For example, the pharmacist in the 

previous scenario could have argued that 

having more pharmacists on hand dur-

ing busy hours would reduce the likeli-

hood of dispensing errors. 

Anna Legreid Dopp, PharmD, direc-

tor of clinical guidelines and quality 

improvement at ASHP, agrees that point-

ing to patient safety and patient care is 

important when discussing work hours. 

She suggests providing data that vali-

dates the positive effects on patient care 

and patient safety that such a change 

would provide. 

But, where pharmacy hours are con-

cerned, she noted that some pharmacists 

thrive on the extra hours and aren’t nec-

essarily looking for a reduction. 

Look Outside Your Pharmacy 

Barker notes that unions representing 

pharmacists can be a resource for phar-

macists in negotiating hours. In dealing 

through a union, pharmacists should 

remember that unions generally want 

things to be fair, so if you’re part of a large 

organization, look around and see what 

other pharmacists may have that you 

don’t. “For example, how are other hos-

pitals handling pharmacists’ schedules?” 

he offers. 

But it’s important to consider that 

“every union rep is going to be differ-

ent and some may fight harder than 

others,” Barker added.

Safety is an issue among the 700 phar-

What works and what doesn’t. 

Negotiating for Better Hours

Kathleen Gannon Longo

CAREER

A UNION STARTED IN PHARMACIES
1199SEIU United Healthcare Workers East was founded to organize pharmacists 
and pharmacy employees by Leon Davis in 1932. The organization was a pioneer in 
helping obtain living wages and fi ghting racial segregation because it helped organize 
the largely Black workers at the pharmacy soda fountains. The union was originally 
founded as a local of the Drug, Hospital, and Health Care Employees Union. Later, 
for a time it was part of the Retail, Wholesale, and Department Store Union. Over the 
years, its membership has grown to include workers in hospitals, nursing homes, and 
in homecare settings. In 1998, it merged with the Service Employees International 
Union. 1199SEIU currently has 400,000 members, making it the largest healthcare 
union in the United States. Professional members include pharmacists, social 
workers, and nurses. SIEU has 2 million members nationwide and is the largest union 
in North America.

l
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macy staff members represented by Illi-

nois-based Teamsters Local 727. The 

membership includes retail pharmacists, 

chain pharmacists, students, interns, 

and graduate students. 

“A chain pharmacist may be forced 

to work at least one 12-hour shift a 

week, and pharmacists find it diffi-

cult, if not impossible, with their cur-

rent work fl ow to take a 

break,” says a spokesper-

son for the union, noting 

that this raises safety con-

cerns.“

In any bargaining sit-

uation, having members 

stand strong and demand a 

change is important,” says 

the spokesperson. Beyond 

that, “Legislative interven-

tion would even the play-

ing fi eld by requiring all 

retailers to do the same 

thing and impose penal-

ties [for noncompliance].” 

Find Power 

in Numbers 

At 1199SEIU United 

Healthcare Workers East, 

which represents health-

care workers in Florida, 

New Jersey, New York, 

Massachusetts, and Wash-

ington, DC, representative 

Lauren Vallone is involved in collective 

bargaining negotiations with the more 

than 2,000 hospital and retail phar-

macists represented in the union. Val-

lone agrees with Barker in that negotiat-

ing may often involve reducing a work-

week or, in some cases, adding days to 

a workweek. 

“It can be an issue of age,” Vallone 

says. Longer 12-hour days 

may be more diffi cult for 

the older worker, whereas 

a younger member of the 

pharmacy workforce may 

fi nd such a schedule to be 

good. 

Vallone has found that 

in most of the collective 

bargaining sessions in 

which she has partici-

pated, “the members get 

what they need.” In addi-

tion to negotiating hours, 

the union has negotiated 

issues such as how many 

flu shots a pharmacist 

can administer and still 

be expected to safely fi ll 

the required number of 

prescriptions. 

Nationwide Initiative 

Is Promising 

ASHP has recently made a 

commitment to support-

ing the well-being of the pharmacy work-

force and reducing burnout, which can 

stem from working long hours. 

The organization is leading the phar-

macy effort associated with the National 

Academy of Medicine’s Action Collab-

orative on Clinician Well-Being and 

Resilience, which addresses the seri-

ous consequences of burnout among 

healthcare providers. 

“We feel it can benefi t both pharma-

cists and patients and can help phar-

macists to feel their best and do their 

best,” says Aretha Hankinson, director 

of advocacy communications at ASHP.

For hospital pharmacists, stress and 

burnout on the job can be caused by inter-

nal and external factors, says Christina 

Martin, PharmD, MS, director of mem-

bership forums at ASHP. External fac-

tors can include personal elements such 

as family issues or personal fi nancial 

situations. Internal factors can include 

long hours leading to stress, onerous 

rules and regulations, increased over-

sight, inspections, audits, high employee 

turnover, and drug shortages. 

 “The goal of the initiative is to raise 

awareness of these issues, provide the 

education, and get the discussion going 

on the organizational level,” says Dopp. 

Overall, pharmacists should never be 

afraid to ask for different work hours, 

says Barker. “The worst thing that could 

happen is a manager will say “No’. There 

is little or no consequence that comes 

from asking, and if you’re rejected, it 

doesn’t mean you’ll be rejected the next 

time.”   

Kathleen Gannon Longo is a contributing 

editor.

 The worst thing that could happen is a manager will say ‘No.’ 
There is little or no consequence that comes from asking, and if 
you’re rejected, it doesn’t mean you’ll be rejected the next time.”

ALEX BARKER, 
PHARMD

TWO RULES: 

u   Don’t be afraid to ask for what you want. 
v   Justify your request by showing management why giving you the hours 

you want will benefi t them.

30.63%

of pharmacists say they 
work less than 30 hours 

per week.

62.4%

say they work between 40 
and 49 hours per week.

6.9%

say they work more than 
50 hours per week.

Source: Drug Topics 2017 Salary Survey, which 

included responses from 1048 pharmacists.
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Of the estimated 1.7 

million new cases 

of cancer that will 

be diagnosed in the 

United States this 

year, the most fortu-

nate patients will have a board certi-

fi ed oncology pharmacist (BCOP) on 

their care team to help them. In addi-

tion to being cancer medication experts, 

BCOPs deliver a broad range of exper-

tise and unique levels of practice, skills, 

and responsibilities to their patients.

The pharmacist’s critical role in the 

care of oncology patients was under-

scored in a recent retrospective review 

of transitional care management (TCM) 

conducted at Boston Medical Center. 

The study concluded that pharma-

cist intervention reduced the average 

30-day unplanned readmission rate 

among patients who had an inpatient 

oncology service. The readmission rate 

was 18.7% among patients who com-

pleted the TCM process; it was 37% 

for patients who did not. Pharmacists 

in the study were credited with identi-

fying errors in more than half the dis-

charge medication reconciliations com-

pleted by physicians. The authors con-

cluded that pharmacists’ subsequent 

intervention with patients helped to 

reduce harm and optimize patient care. 

“The oncology pharmacist is often 

one of the few team members who fully 

understands the safety, effi cacy, phar-

macologic, and fi nancial components 

of patient care,” says Michael Bouri-

saw, executive director of the Hematol-

ogy/Oncology Pharmacy Association. 

“The changing landscape of healthcare 

and evolving approach to cancer care—

including oral therapies, targeted ther-

apies, and personalized medicine—

emphasizes the need for the oncology 

healthcare team to include an oncol-

ogy pharmacist.”

Resource for Staff and Patients

The Cancer Care Center at Baptist 

Health Lexington in Kentucky sees 

about 100 patients each day. On-staff 

clinical oncology pharmacy special-

ists Megan May and Jeannie Patrick—

who are both PharmD and BCOP—

consider education to be one of their 

primary roles there. 

They provide in-services and up-to-

date information to their fellow inter-

disciplinary team members in addition 

to counseling every new oral chemo-

therapy patient. They also facilitate 

drug acquisition and patient manage-

ment, working off treatment plans 

to help streamline the way products 

are ordered and treatment plans are 

entered. 

May and Patrick are the only two 

clinical specialists in the Baptist Health 

Lexington Cancer Care Center; two to 

three other pharmacists compound IV 

chemotherapies, and two pharmacists 

are responsible for oral chemotherapy 

dispensing.

May says her work begins before a 

new patient starts chemotherapy. Once 

the oncologist has made a diagnosis and 

recommended treatment with her assis-

tance, she sits down with the patient 

Beth Longware Duff
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Oncology pharmacists share their insights.

Cancer 
Patient Care
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to do a medication reconciliation. She 

reviews their list of at-home medica-

tions and double checks it for accuracy 

with their local pharmacy to ensure 

there will be no interactions with the 

patient’s chemotherapy.

“Then we go over with the patient 

what we’re prescribing, what it’s for, 

how to take it, how long they’re going 

to take it, any side effects they might 

have from that, and we also touch on 

adherence,” she explains. This step 

includes drawing up a meticulously 

detailed schedule that shows precisely 

when the patient should take the vari-

ous medications.

Insurance Navigator 

Almost all of the oral chemotherapy 

medications prescribed at the can-

cer center are considered specialty 

drugs, and most are available from 

the in-house pharmacy. When med-

ications are in limited distribution, or 

when drug manufacturers require the 

use of a specifi c specialty pharmacy, 

they are ordered from outside.

May and Patrick help the cancer cen-

ter’s fi nancial navigator fi nd ways to 

reduce high out-of-pocket costs for the 

specialty medications. One recent case 

involved a 71-year-old with prostate 

cancer whose oncologist wanted to start 

on abiraterone (Zytiga). The insurance 

company approved the prescription, but 

the copay was $2,196 per month. “Obvi-

ously, there was some sticker shock,” 

recalls Patrick. 

The financial navigator started a 

search, and two days later found a 

SPECIAL REPORT

Beth Longware Duff

Four Tips for Counseling Cancer Patients      
Community pharmacists pride themselves on the high level of professional 

counsel they provide to all their patients. Here’s how to go above and beyond 

for cancer patients: 

 I was not only working to the 
top of my ability, but I knew the 
appreciation that the patient felt 
for me and my role.”

KRISTEN RYCHALSKY,
PHARMD

 We go over with 
the patient what we’re 
prescribing, what it’s for, 
how to take it, how long 
they’re going to take it, 
any side effects they 
might have from that, 
and we also touch on 
adherence.” MEGAN MAY, PHARMD, BCOP

Talk to patients about their 

medication schedule. 

Many oral chemotherapy 

medications are taken on a three-

weeks-on, one-week-off schedule, 

which is counterintuitive for many 

patients, says Rychalsky. “They think 

they have to take it every day,” she 

explains, adding that this is probably 

the number one mistake that 

patients make. To avoid potentially 

serious consequences, Rychalsky 

advises pharmacists to review each 

medication with patients to make 

sure they understand how and when 

to take them. 

Research the drugs to understand 

when patients should call their 

clinic for help. 

“When I’m counseling patients on 

IV chemotherapy, I try to make sure 

that they know what is an expected 

side effect, and what is something 

that is expected but rare that they 

should call us about right away,” 

says Darren Luon. Since patients 

can retain only so much information 

every time they’re counseled about 

their medications, Luon says added 

reinforcement from their local 

pharmacist can be very helpful.  

Stay current on the literature. 

This can be challenging with all 

new oncology medications in 

the pipeline and new studies in 

the works, says May. “One thing I 

always tell students and residents 

that we’re training is to make sure 

they know the references that are 

available, and to stay up to date on 

when they’re approved. This will 

help all pharmacists.”

Reinforce that most medications 

will come from specialty 

pharmacies.

Pharmacists need to be aware of 

the process required for specialty 

medications, so they can direct and 

reassure their patients accordingly, 

says Patrick. Patients may also 

need to be told that they’ll have high 

out-of-pocket costs for the initial fi ll 

until they get fi nancial assistance 

through a grant or copay card. 
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$6,500 grant that the patient was quali-

fi ed for and received. After the patient’s 

fi rst copay, Patrick estimates that his 

monthly cost dropped to about $500. 

“We keep a running log, and as that 

grant money starts to trickle down 

and run out we start the same pro-

cess all over, looking at grants to see if 

anything has opened up that we can 

apply for. If not, we’ll reach out to the 

manufacturer for assistance,” Patrick 

explains.

Patient Counselor    

At Smilow Cancer Hospital at Yale 

New Haven in Connecticut, Darren 

Luon, PharmD, BCOP, clinical phar-

macy specialist in medical oncology, 

still recalls a case he handled as a P4 

student that led to his decision to spe-

cialize in oncology. It involved a young 

patient who only spoke Cambodian, 

which Luon had learned as a child. 

“She and her family had no idea 

what was going on because there was 

such a language and cultural barrier,” 

he says. “The team let me sit down with 

[the patient’s family] and talk about 

everything to see how they were doing. 

It really affected me greatly, and after 

that I wanted to go into oncology 

100%.”

Today, counseling patients is a major 

part of Luon’s role at Smilow. While 

the oncologist talks to patients about 

their cancer diagnosis, prognosis, and 

the treatments that are available, his 

role is to explain the drugs. “We have 

the most experience in being able to 

guide our patients in terms of how to 

manage side effects and supportive 

care in general,” he says.

Luon’s colleague, Kristen Rychal-

sky, PharmD, BCOP, BCPS, oncology 

clinical pharmacist II, also relishes the 

role of counselor, which she fi rst expe-

rienced while working at a VA hospi-

tal. She recalls one patient who was 

suffering from a medication-related 

rash on his hands and feet. His phy-

sician hadn’t talked to him yet about 

side effects, so Rychalsky addressed 

the issue by holding the medication 

until the rash resolved and reducing 

the dose. 

“The next time I was able to talk to 

him, the patient simply expressed his 

gratitude in such a touching way,” she 

recalls. “I was not only working to the 

top of my ability, but I knew the appre-

ciation that the patient felt for me and 

my role. It was an amazing experience 

to have as any type of healthcare pro-

fessional.”

Luon admits that a cancer clinic 

is not the easiest or happiest place to 

work. With many patients moving 

towards the end of life, conversations 

often center on diffi cult topics. Still, 

he appreciates all the hard work and 

experience that got him to this point. 

That, and a large dose of compassion, 

keeps him going day to day.

“We’re basically fi ghting an uphill 

battle a lot of times. We want to make 

patients get better, but there’s only 

so much you can do sometimes,” he 

says. “In order to keep doing this, you 

need to have that drive and love this 

fi eld.”  

Beth Longware Duff is a contributing editor.

CASE STUDY: COVERING THE 
COST OF CANCER MEDS
Oncology patients face many challenges, not 
the least of which is getting the treatment they 
need in a timely manner. So what happens 
when the prescribed medication is denied by 
the insurance carrier? 

That was the case early last February at 
Baptist Health Lexington with one of Patrick’s 
patients—a 59-year-old male with Stage 4 
lung cancer who tested positive for the EGFR 
mutation. A new trial reported in the New 

England Journal of Medicine had concluded 
that osimertinib (Tagrisso) could be an effec-
tive treatment. His provider prescribed it for 
him on February 6. 

However, the FDA had not yet been 
updated package labeling, and wouldn’t until 
mid-April. The insurance company denied the 
request on February 7. Patrick fi led an appeal 
the same day.

“In this particular instance, we reached out 
after we received the denial letter, composed 
an appeal, attached the New England Journal 

of Medicine article, and submitted that to the 
insurance company in order to get approval for 
that patient,” Patrick recalls. “Usually there’d 
be a delay if you were waiting on that type of 
thing, but as pharmacists we can step into 
that role and help ensure that our patients are 
receiving the most cutting-edge treatment.”

The appeal was successful, and the insurer 
approved the prescription on February 12. The 
patient ended up with no copay.  

Patrick says taking this sort of action to 
support a patient is an important part of her 
job. “Anybody with this type of diagnosis is 
emotionally dealing with other things as well. 
You throw insurance into the realm of things 
and it just totally convolutes all that a patient 
knows,” she says. “Taking that off of them and 
owning it really helps our patients in the long 
run from an emotional standpoint, as well as 
from a treatment standpoint.”

 We have the most experience in 
being able to guide our patients in 
terms of how to manage side effects 
and supportive care in general."

DARREN LUON,
PHARMD, BCOP
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for the treatment of Clostridium diffi cile–

associated diarrhea (CDAD)1

IMPORTANT SAFETY INFORMATION AND INDICATIONS

Indications 

FIRVANQ™ (vancomycin hydrochloride) is a glycopeptide antibacterial indicated in adults and pediatric patients less than 18 years of age for 

the treatment of:

• Clostridium diffi cile-associated diarrhea 

• Enterocolitis caused by Staphylococcus aureus (including methicillin-resistant strains) 

Contraindications

• FIRVANQ™ is contraindicated in patients with known hypersensitivity to vancomycin.

Important Limitations of Use

• Parenteral administration of vancomycin is not effective for the above infections; therefore, vancomycin must be given orally for these infections.

•  Orally administered vancomycin hydrochloride is not effective for treatment of other types  of infections. To reduce the development of 

drug-resistant bacteria and maintain the effectiveness of FIRVANQ™ and other antibacterial drugs, FIRVANQ™ should be used only to treat 

or prevent infections that are proven or strongly suspected to be caused by susceptible bacteria.

Warnings and Precautions

•  FIRVANQ™ must be given orally for treatment of C. diffi cile-associated diarrhea and staphylococcal enterocolitis. Orally administered 

vancomycin hydrochloride is not effective for treatment of other types of infections.

•  Signifi cant systemic absorption has been reported in some patients (e.g., patients with renal insuffi ciency and/or colitis) who have taken 

multiple oral doses of vancomycin hydrochloride for C. diffi cile-associated diarrhea. Some patients with infl ammatory disorders of the 

intestinal mucosa also may have signifi cant systemic absorption of vancomycin. Monitoring of serum concentrations of vancomycin may 

be appropriate in some instances, e.g., in patients with renal insuffi ciency and/or colitis or in those receiving concomitant therapy with 

an aminoglycoside antibacterial drug.

•  Nephrotoxicity has occurred following oral vancomycin hydrochloride therapy and can occur either during or after completion of therapy. The 

risk is increased in geriatric patients. In patients over 65 years of age, including those with normal renal function prior to treatment, renal 

THERE’S AN EASY-TO-RECONSTITUTE 

ORAL VANCOMYCIN SOLUTION FOR



function should be monitored during and following treatment with FIRVANQ™ to detect potential vancomycin induced nephrotoxicity.

•  Ototoxicity has occurred in patients receiving vancomycin. It may be transient or permanent. It has been reported mostly in patients who 

have been given high intravenous doses, who have an underlying hearing loss, or who are receiving concomitant therapy with another 

ototoxic agent, such as an aminoglycoside. Serial tests of auditory function may be helpful in order to minimize the risk of ototoxicity.

•  Use of FIRVANQ™ may result in the overgrowth of non-susceptible bacteria. If superinfection occurs during therapy, appropriate measures 

should be taken.

•  Prescribing FIRVANQ™ in the absence of a proven or strongly suspected bacterial infection is unlikely to provide benefi t to the patient 

and increases the risk of the development of drug resistant bacteria.

Adverse Reactions

• The most common adverse reactions (≥ 10%) were nausea (17%), abdominal pain (15%) and hypokalemia (13%).

To report SUSPECTED ADVERSE REACTIONS, contact CutisPharma, Inc. at 1-800-461-7449, EXT 103; or FDA at 1-800-FDA-1088 or 

www.fda.gov/medwatch.

This Important Safety Information does not include all the information needed to 

use FIRVANQ™ safely and effectively. See Brief Summary of Full Prescribing Information 

for FIRVANQ™ on the next page.

Reference: 1. FIRVANQ™ Prescribing Information. Wilmington, MA: CutisPharma, Inc; 2018. 
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Brief Summary

FIRVANQ™ (vancomycin hydrochloride) is a glycopeptide antibacterial indicated in adults and pediatric patients less than 18 years of age for the treatment of: 
• Clostridium difficile-associated diarrhea 
• Enterocolitis caused by Staphylococcus aureus (including methicillin-resistant strains) 

Important Limitations of Use:
• Orally administered vancomycin hydrochloride is not effective for treatment of other types of infections. 

To reduce the development of drug-resistant bacteria and maintain the effectiveness of FIRVANQ™ and other antibacterial drugs, FIRVANQ™ should be used only to 
treat or prevent infections that are proven or strongly suspected to be caused by susceptible bacteria.

Table 1: Common (≥5%) Adverse Reactions* for Vancomycin Hydrochloride Reported in Clinical in Clinical 

Trials for Treatment of C. difficile-Associated Diarrhea

Hypersensitivity to vancomycin

The most common adverse reactions (≥ 10%) were nausea (17%), abdominal pain (15%) and hypokalemia (13%). 

In addition to the information presented above from clinical trials, 
the following adverse reactions have been identified during post-
approval use of vancomycin hydrochloride:

Ototoxicity: Hearing loss, vertigo, dizziness, and tinnitus have 
been reported.

Hematopoietic: Reversible neutropenia, usually starting 1 week 
or more after onset of intravenous therapy with vancomycin 
or after a total dose of more than 25 g, has been reported. 
Neutropenia appears to be promptly reversible when vancomycin 
is discontinued. Thrombocytopenia has been reported.

Miscellaneous: Anaphylaxis, drug fever, chills, nausea, 
eosinophilia, rashes (including exfoliative dermatitis), Stevens-
Johnson syndrome, toxic epidermal necrolysis, and vasculitis have 
been reported with the administration of vancomycin.

A condition has been reported with oral vancomycin that is 
similar to the IV–induced syndrome with symptoms consistent 
with anaphylactoid reactions, including hypotension, wheezing, 
dyspnea, urticaria, pruritus, flushing of the upper body (“Red 
Man Syndrome”), pain and muscle spasm of the chest and back. 
These reactions usually resolve within 20 minutes but may persist 
for several hours.

* Adverse reaction rates were derived from the incidence of treatment-emergent adverse events.

• FIRVANQ™ must be given orally for treatment of C. difficile-associated diarrhea and staphylococcal enterocolitis. Orally administered vancomycin hydrochloride is 
not effective for treatment of other types of infections. Parenteral administration of vancomycin is not effective for treatment of C. difficile-associated diarrhea and 
staphylococcal enterocolitis. If parenteral vancomycin therapy is desired, use an intravenous preparation of vancomycin and consult the package insert accompanying 
that preparation. 

• Clinically significant serum concentrations have been reported in some patients who have taken multiple oral doses of vancomycin hydrochloride for C. difficile-
associated diarrhea. Some patients with inflammatory disorders of the intestinal mucosa also may have significant systemic absorption of vancomycin. These patients 
may be at risk for the development of adverse reactions associated with higher doses of FIRVANQ™; therefore, monitoring of serum concentrations of vancomycin 
may be appropriate in some instances, e.g., in patients with renal insufficiency and/or colitis or in those receiving concomitant therapy with an aminoglycoside 
antibacterial drug. 

• Nephrotoxicity has occurred following oral vancomycin hydrochloride therapy and can occur either during or after completion of therapy. The risk is increased in 
geriatric patients. Monitor renal function. 

• Ototoxicity has occurred in patients receiving vancomycin hydrochloride. It may be transient or permanent. Assessment of auditory function may be appropriate in 
some instances.

• Use of FIRVANQ™ may result in the overgrowth of non-susceptible bacteria. If superinfection occurs during therapy, appropriate measures should be taken.  
• Prescribing FIRVANQ™ in the absence of a proven or strongly suspected bacterial infection is unlikely to provide benefit to the patient and increases the risk of the 

development of drug resistant bacteria.
• Hemorrhagic occlusive retinal vasculitis (HORV), including permanent loss of vision, occurred in patients receiving intracameral or intravitreal administration of 

vancomycin during or after cataract surgery. The safety and efficacy of vancomycin administered by the intracameral or intravitreal route have not been established 
by adequate and well-controlled studies. Vancomycin is not indicated for prophylaxis of endophthalmitis. 

Geriatrics: In patients over 65 years of age, including those with normal renal function prior to treatment, renal function should be monitored during and following 
treatment with vancomycin hydrochloride to detect potential vancomycin induced nephrotoxicity. Patients over 65 years of age may take longer to respond to therapy 
compared to patients 65 years of age and younger.

Pregnant women: There are no available data on FIRVANQ™ use in pregnant women to inform a drug associated risk of major birth defects or miscarriage.

Nursing mothers: There are insufficient data to inform the levels of vancomycin in human milk.  

Antibacterial Resistance:
Patients should be counseled that antibacterial drugs including FIRVANQ™ should only be used to treat bacterial infections. They do not treat viral infections (e.g., 
the common cold). When FIRVANQ™ is prescribed to treat a bacterial infection, patients should be told that although it is common to feel better early in the course 
of therapy, the medication should be taken exactly as directed. Skipping doses or not completing the full course of therapy may (1) decrease the effectiveness of the 
immediate treatment and (2) increase the likelihood that bacteria will develop resistance and will not be treatable by FIRVANQ™ or other antibacterial drugs in the future.

Important Administration Instructions:
Instruct the patient or caregiver to:
• Shake the reconstituted solutions of FIRVANQ™ well before each use and to use an oral dosing device that measures the appropriate volume of the oral solution in 

milliliters.
• Store the reconstituted solutions of FIRVANQ™ in the refrigerator when not in use.
• Discard reconstituted solutions of FIRVANQ™ after 14 days, or if it appears hazy or contains particulates.

This is a brief summary of information from the prescribing information and does not include all of the information from the full PI. See the complete PI at  
www.FIRVANQ.com.

To report SUSPECTED ADVERSE REACTIONS, contact CutisPharma, Inc. at 1-800-461-7449, EXT 103; or FDA at 1-800-FDA-1088 or www.fda.gov/medwatch. 

Initial U.S. Approval: 1964  Manufactured for Cutis Pharma  
841 Woburn St. Wilmington, MA 01887 USA

Rev. 2/2018 

Supportive care is advised, with maintenance of glomerular filtration. Vancomycin is poorly removed by dialysis. Hemofiltration and hemoperfusion with polysulfone resin 
have been reported to result in increased vancomycin clearance.

INDICATIONS AND USAGE

ADVERSE REACTIONS

CONTRAINDICATIONS

WARNINGS AND PRECAUTIONS

USE IN SPECIFIC POPULATIONS

PATIENT COUNSELING INFORMATION

OVERDOSAGE

System/Organ Class Adverse Reaction Vancomycin Hydrochloride (%) (N=260)

Gastrointestinal disorders Nausea 17

Abdominal pain 15

Vomiting 9

Diarrhea 9

Flatulence 8

General disorders and 
administration site conditions

Pyrexia 9

Edema peripheral 6

Fatigue 5

Infections and infestations Urinary tract infection 8

Metabolism and nutrition disorders Hypokalemia 13

Musculoskeletal and connective 
tissue disorders

Back pain 6

Nervous system disorders Headache 7
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T
he FDA approved lofexidine (Lucemyra, Catal-

ent Pharma Solutions) in May for treatment of 

opioid withdrawal symptoms in adults. Lofex-

idine is a selective alpha-2 adrenergic agonist 

that reduces the release of norepinephrine,  

which decreases sympathetic tone.1 Reduc-

tion in norepinephrine is believed to be key in 

mitigating symptoms of opioid withdrawal. 

Effi cacy

The effi cacy of lofexidine was evaluated in two phase 

3 randomized double-blind placebo-controlled trials 

of patients meeting DSM-IV criteria for opioid depen-

dence.2,3 In the fi rst phase 3 trial, 602 patients received 

either lofexidine 2.88 mg total daily dose, 2.16 mg total 

daily dose, or matching placebo. The coprimary effi cacy 

endpoints were the mean Short Opiate Withdrawal 

Scale of Gossop (SOWS-Gossop) on days 1 through 7 

on treatment and the proportion of patients who com-

pleted seven days of therapy. Mean difference in scores 

between both lofexidine groups and placebo was found 

to be statistically in favor of lofexidine, indicating less-

ened withdrawal symptoms. Patients on lofexidine 

were also more likely to complete seven days of ther-

apy than those on placebo. Those discontinuing treat-

ment cited lack of effi cacy. 

In the second trial, 264 patients received either lofex-

idine 2.88 mg total daily dose or matching placebo. The 

coprimary effi cacy endpoints were the mean SOWS-Gos-

sop score on days 1 through 5 on treatment and the pro-

portion of patients who completed fi ve days of ther-

apy. As with the fi rst study, patients on lofexidine were 

found to have statistical reductions in SOWS-Gossop 

on days 1 through 5 and a statistically higher propor-

tion of patients retained on therapy at day 5. 

A study comparing lofexidine/methadone versus 

buprenorphine/naloxone in detoxifi cation demon-

strated noninferiority of buprenorphine compared to 

lofexidine.4 

Safety

The safety of lofexidine was assessed across three ran-

domized double-blind placebo-controlled trials. The tri-

als enrolled 935 patients on short-acting opioids expe-

riencing withdrawal. The combined dataset presented 

“The effi cacy 

of lofexidine 

was evaluated 

in two phase 

3 randomized 

double-blind 

placebo-

controlled 

trials.”

FDA Approves Lofexidine 
for Opioid Withdrawal Symptoms

Shyam Patel, PharmD, and Kevin W. Chamberlin, PharmD

NEW DRUG REVIEW

a similar safety profi le and the drug 

was well tolerated. Adverse reac-

tions that were reported in more 

than 10% of patients on lofexidine 

included orthostatic hypotension, 

bradycardia, dizziness, somnolence, 

sedation, and dry mouth.1

Geriatric use of lofexidine has not 

been determined; caution is advised. 

Safety in pregnant and/or lactating 

women has not been established. 

Dosing

Lofexidine is dosed 0.54 mg orally 

four times daily with 6 hours between 

each dose. Subsequent dosing should 

be guided by symptom presentation 

and tolerability of side effects. The 

maximum total daily dosage is 2.88 

mg. Lofexidine is administered for 

the fi rst 5 to 7 days after last use of 

opioids, and can be continued for 

up to 14 days. 

Dose adjustments are recom-

mended in renal insufficiency. 

Patients with an eGFR between 

30 ml/min/1.73m2 to 89.9 ml/

min/1.73m2 should receive 0.54 

mg four times daily, a maximum 

total daily dose of 2.16 mg. Patients 

with an eGFR <30 ml/min/1.73m2, 

ESRD, or on dialysis should receive 

0.18 mg four times daily, a maxi-

mum total daily dose of 0.72 mg. 

Dose adjustments are recom-

mended in hepatic insufficiency 

and are dependent on the Child-

Pugh score: Mild (score 5 to 6), give 

a maximum total daily dose of 2.16 

mg; Moderate (score 7 to 9), give a 

maximum total daily dose of 1.44 

mg; Severe (score >9), give a maxi-

mum total daily dose of 0.72 mg.  

References are available at http://

bit.ly/Lofexidine . 

Shyam Patel,
PHARMD,

is a PGY-1 pharmacy 

resident at UConn Health 

in Farmington, CT

Kevin W. Chamberlin, 
PHARMD, 

is an associate clinical 

professor and assistant 

department head of 

pharmacy practice at 

UConn School of Pharmacy, 

Storrs, CT



It’s never a fun 

topic to talk about, 

but mistakes in 

the pharmacy do 

happen. Whether 

it is a mistake made by a new 

pharmacist overwhelmed with 

the scope of the job or a mistake 

made by a veteran at the end of a 

long shift, no pharmacist can be 

perfect all the time.

The good news is that often, 

making mistakes makes for 

better pharmacists, allowing 

them to set up better systems. 

The bad news is that mistakes 

are hard to admit. As one 

pharmacist told us, “Until we 

create a culture that encourages 

improvement of the system 

that fosters the errors that are 

committed, we cannot expect 

candor and transparency in 

error reporting.”

In an effort to provide 

more transparency, and help 

you learn from the mistakes 

of others, we asked Drug 

Topics readers to share their 

experiences in this diffi cult area. 

Here are excerpts from some of 

their replies.  

These pharmacists made serious errors, but more importantly, 

they took the time to prevent them from happening again. 

Pharmacy Mistakes

Nicholas Hamm

CLINICAL PRACTICE

Knowing When to Say No
“When I was two years out of pharmacy school, I allowed myself to be con-

vinced by a local MD to dispense an adult dose of Compazine (prochlorpera-

zine) suppository for a 13-year old-girl. I questioned the dose, but acceded to his 

argument that she was ‘adult sized.’ 

I prepared the prescription, but cautioned the parent not to exceed the dose 

and, perhaps try a half of a suppository. They exceeded the dose based on ver-

bal instructions from the MD and came back for a refi ll on a Sunday morning. 

I phoned the doctor and, once more, he instructed me to fi ll that prescription. 

The child suffered a seizure which is a characteristic adverse reaction to that 

drug, was hospitalized but fully recovered. The parents sued the doctor and me. 

After a week in court, I was found not liable. The doctor was liable, as were 

the parents. I learned that it’s OK to refuse to fi ll a prescription when you know 

that the dose is excessive, despite the protests of the doctor and the patient.

Checking the Refi ll Request 
“A patient left a message and asked us to refi ll the last HIV medication they 

had on fi le. We refi lled it the next day and sent it to the patient, not knowing 

that the last refi lled medication was discontinued, and a new medication 

was called in. 

By the time I tried to contact the patient, she had already taken the 

medication and was having adverse reactions to it. I fi nally got in contact 

with her, letting her know 

she had to discontinue 

the medication that was 

sent and start on the new 

medication. 

In order to fi x the 

mistake, I needed to call 

her doctor and inform him 

that she had taken the 

discontinued medication. 

I had to notify the Board 

of Pharmacy of the error. 

I also used this as a teaching tool for the technicians when they retrieve a 

voice mail request to verify with the patient to see exactly what they need 

refi lled.”

b

 By the time I tried to 
contact the patient, she had 
already taken the medication 
and was having adverse 
reactions to it.”
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CLINICAL PRACTICE

Nicholas Hamm

Standing Up to a Bullying Doctor
“When I worked in a surgery pharmacy, I let the anesthe-

siologist convince me not to question a patient’s allergy to 

Demerol, and to dispense fentanyl. According to him, he 

never had a patient be cross-sensitive. 

The patient made it through surgery, but on the way 

to recovery broke out in hives, starting on the patient’s 

back, where the initial injection of fentanyl was given. The 

patient recovered after being given Benadryl. 

Since then, I always check hive reactions when dispens-

ing any med in a similar or possible cross-reactive cate-

gory. 

My most important lesson was to not be bullied by any 

physician when any important ‘fl ag’ occurs while verify-

ing orders. 

When I call, I fi nd it easiest to explain that I am calling 

because I always check hive reactions, and most of the 

physicians I speak with are more receptive to being ques-

tioned about possibly overlooking the computer ‘fl ag.’”  

 My most important lesson was 
to not be bullied by any physician 
when any important ‘fl ag’ occurs 
while verifying orders.”

Nicholas Hamm is associate editor of Drug Topics.

“The gravest mistake I made as a pharmacist, 

I think, was when I had prior knowledge that a 

patient/coworker had undergone chemotherapy not 

long before she came to pick up an as-needed pre-

scription for a Z-Pak, and I wasn’t as fi rm enough as 

I could have been about checking with her physician 

despite her description of ongoing upper respiratory 

symptoms. 

Her sister was with her, and I think that I didn’t 

want to alarm her, despite my private concerns about how 

long the patient, my coworker—a nurse—might have left. 

For many years, I felt that I contributed to her demise. 

Now, after the deaths of my own parents, and other 

friends and acquaintances, I realize that a simple sentence 

such as ‘I care about you, and you need to check with 

your doctor about picking up this prescription for a Z-pak’ 

would’ve alleviated my feeling of guilt of inadequacy. 

Since, then, I have tried to be more honest about patient 

questions of their therapies. 

Another coworker patient had a new prescription for lith-

ium, and despite a lack of knowledge about what it meant 

(ie, possible bipolar disorder, mania, schizophrenia, etc.), 

I tried to emphasize that she keep contact with the physi-

cian because there were many monitoring considerations 

with this medication to result in favorable response.”

 I wasn’t as fi rm enough as I could 
have been about checking with her 
physician despite description of ongoing 
upper respiratory symptoms.”

Being Firm with the Patient
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Medication nonadherence is 

a recurring challenge in the 

healthcare industry, and the con-

sequences are alarming: Approximately 

50% of all patients who have chronic ill-

nesses do not take their medications as 

instructed, according to the World Health 

Organization. Nonadherence costs the 

U.S. healthcare system between $100 bil-

lion and $300 billion annually.

Many pharmacists and pharmacies 

routinely engage in adherence-improv-

ing practices such as medication syn-

chronization, processing early refi lls, 

changing prescriptions to 90-day sup-

plies, activating refi ll reminders, and 

deprescribing when appropriate. 

While these tactics often prove help-

ful, they do not guarantee success. Nor-

man Tomaka, BSPharm, MS, FAPhA, 

spokesperson for the APhA and clinical 

consultant pharmacist in ambulatory 

care, says getting a patient to success-

fully adhere to a medication program 

is not the result of any single tried-and-

true strategy but rather a combination 

of “multifaceted solutions that fi t the 

patient’s lifestyle as most productive.”

Here are some strategies to consider.

Practical, Adherent-Friendly 

Regimens

Pharmacists who focus on patient engage-

ment are able to collect pertinent infor-

mation that might positively alter the 

patient’s experience and medication reg-

imen. Communication increases patient 

understanding, and improves the clini-

cian’s ability to customize treatment in 

a way the patient fi nds more reasonable 

and therefore doable. 

For Donney John, PharmD, execu-

tive director of NOVA ScriptsCentral in 

West Falls, VA, engagement starts with 

empathy.

“With medication adherence, people 

are overburdened with the number of 

medications they are taking, so don’t ask 

your patient to do anything you wouldn’t 

do. If I as an educated pharmacist can-

not do it, how can I expect my severely 

ill patient to take multiple medications 

every day?” he says. 

Tomaka is a huge proponent of face-to-

face communication whenever possible. 

More personal interactions have been 

proven to optimize adherence, he says. 

Cultural and Regional 

Considerations 

Cultural habits and practices also enhance 

An individualized approach is key to helping patients.

Adherence Improvements

Frieda Wiley, PharmD, BCGP

CLINICAL PRACTICE

 If I as an educated pharmacist 
cannot do it, how can I expect my 
severely ill patient to take multiple 
medications every day?”

DO:

}  View your relationship with the patient as a partnership.

}  Stress the importance of taking the medication. 

}  Consider cultural and regional nuances that may affect communication and adherence.

}  Consider how the patient’s social history and work environment may affect adherence.

}  Assess whether a patient might fi nd technology useful.

}  Interview the patient to determine which medication delivery systems and technologies 

might be the best choices.

DON’T:

}  Assume the patient is compliant or adherent.

}  Give confl icting information.

}  Over-educate the patient. 

}  Force technology on patients who aren’t likely to use it.

}  Prescribe another medication to a patient who already takes several and then expect 

them to be adherent to all of them.

DONNEY JOHN
PHARMD
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Two transformational multibil-

lion-dollar deals in the health-

care and pharmacy industries 

have been in the works for months—

the $69 billion CVS-Aetna merger and 

the $52 billion Cigna-Express Scripts 

merger—despite concerns that more con-

solidation will mean higher costs and 

fewer choices for patients. Pharmacists, 

particularly independents, could also be 

affected, experts say.  

The Cigna-Express Scripts merger has 

gotten a go-ahead from the Department 

of Justice, but DOJ has not ruled on the 

CVS-Aetna merger at press time. How-

ever, Reg Blackburn, managing direc-

tor of The Braff Group, a leading merg-

ers and acquisitions fi rm specializing in 

healthcare services, expects the CVS-Ae-

tna merger to go through.  

“There used to be really large, medium, 

and small players with a lot of gray in 

between. What has evolved throughout 

healthcare is this gap where there are 

really larger players getting larger and 

very few players in the middle, and if 

they are in the middle, they are getting 

acquired or struggling,” says Blackburn.

Effects on Pharmacists

Frederick S. Mayer, RPh, MPH, FACA, 

and CEO of Pharmacists Planning Ser-

vices Inc., fears that mergers could result 

in loss of pharmacy jobs due to closures 

of independent pharmacies that can no 

longer compete. Chain pharmacists could 

also have less job security as locations 

may close. Consolidation could lead to 

higher prices, lower quality, and less 

choice for consumers, he says. 

“[Pharmacists] are the experts regard-

ing medication choice and side effects. 

They trained eight years for their PharmD, 

and now they are counting, pouring, and 

typing due to mergers,” says Mayer, add-

ing that pharmacists in larger settings 

don’t have time for patient counseling.  

“Over the past 10 years, mergers have 

resulted in poorer choices of medication 

for consumers and patients.”

“[Independent] pharmacies are getting 

less and less, and going out of business,” 

says Mayer. There used to be 59 inde-

pendent pharmacies in Marin County, 

CA, where he ran his pharmacy before 

retiring. “Today there are three inde-

pendent pharmacies. The chains are 

buying up all the pharmacies.”

Stephen Schondelmeyer, PharmD, 

PhD, a professor of pharmaceutical eco-

nomics and head of the Department of 

Pharmaceutical Care and Health Sys-

tems, University of Minnesota College 

of Pharmacy, agrees. “Chains that are 

in one of these vertically integrated sys-

tems have guaranteed volume with-

out competition on price,” he says. “The 

independents in those systems may have 

seen an even faster loss of volume out 

there. They could be shut out.”

Marketplace Shifts

Perry Cohen, CEO of The Pharmacy 

Group, says the mergers are examples of 

a growing trend: Companies respond-

ing to the need for new care models for 

healthcare services. “The marketplace 

needs new care models and wants to 

embrace these companies that get ahead 

of the curve,” says Cohen.

How industry consolidation will affect pharmacists.

Merger Mania

Gail Kalinoski

PHARMACY PRACTICE

Over the past 10 years mergers have 
resulted in poorer choices of medication for 
consumers and patients.” FREDERICK S. MAYER, RPH, MPH, FACA FREDERICK S. MAYER,

RPH, MPH, FACA
C ON T INUE D ON PAGE 24 >

PHARMACY COMMUNITY REACTS TO CIGNA/EXPRESS SCRIPTS DEAL
B. Douglas Hoey, MBA, CEO of NCPA tells Drug Topics that one thing is 

clear about mergers: “Consolidation among healthcare giants leads to 

fewer choices for patients and plan sponsors.”

Hoey says merging healthcare companies tend to claim their moves 

will result in cost savings to patients and health plan sponsors, but the 

available evidence from previous consolidations suggests otherwise. The 

merger of UnitedHealth and Catamaran a few years ago, says Hoey, didn’t 

change the upward trajectory in healthcare spending.

“We’re seeing the growing balkanization of the healthcare industry—a 

world in which patients may be forced into a healthcare kingdom: the CVS-

Aetna kingdom, the Cigna-Express Scripts kingdom, the UnitedHealth-

OptumRx kingdom, et cetera—where the borders aren’t porous, and 

patients are stuck with what they get,” says Hoey.
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Cohen says current care models are “healthcare profes-

sional driven, expensive, and ineffi cient,” adding they are 

“not a sustainable model going forward.” That’s why some 

of the biggest players are changing their strategies, and he 

gave the added examples of  United Healthcare buying DaVita 

Medical Group and Amazon acquiring PillPack.  

New care models will leverage technology to allow most 

care to happen in the patient’s home with the aid of tele-

health, mail, Amazon deliveries of dose packages, or small 

in-home dispensing kiosks that combine the medication with 

patient engagement through a WiFi connection to the phar-

macy, Cohen predicts. 

More Mergers Coming 

Blackburn expects to see more vertical mergers and acquisi-

tions, like the CVS-Aetna and Cigna-Express Scripts deals, and 

horizontal mergers and acquisitions, like the failed attempt 

by supermarket chain Albertsons to buy Rite Aid and its 

EnvisionRX PBM business. That proposed $24 billion deal 

collapsed in August.

“The horizontal is being driven a lot by the reimbursement 

pressure,” Blackburn said. “The vertical is much more stra-

tegic around the control of the overall person’s healthcare.”

While the Rite Aid and Albertsons deal may have fallen 

apart, Blackburn expects that what is left of Rite Aid may 

eventually be absorbed by another chain. After attempts to 

sell its stores to Walgreens were stopped in June 2017 by fed-

eral antitrust issues, Rite Aid later transferred 1,932 stores 

and three distribution centers to Walgreens in March for 

about $4.4 billion.

Other companies are making deals as well, like Fred’s Inc., 

which operates about 600 general merchandise and pharma-

cies, including 13 franchised locations. The company scram-

bled after its plan to buy 865 Rite-Aid stores, as part of the orig-

inal Walgreens-Rite Aid deal, was scrapped. 

Since then, Fred’s has been selling off pieces of the com-

pany. In June, it closed on a $40 million deal to sell assets from 

its specialty pharmacy unit to Advanced Care Scripts Inc. an 

affi liate of CVS Health. On September 10, Fred’s agreed to 

sell patient prescription fi les and pharmacy inventory of 185 

stores in 10 Southeastern states to Walgreens for $165 mil-

lion plus an amount equal to the value of the related phar-

macy inventory. 

Fred’s will continue to operate 162 pharmacies, but the 

company announced 80 layoffs and it’s unclear how many 

pharmacy jobs Walgreens will pick up.

Mayer, Cohen, and Schondelmeyer are members of the 

Drug Topics Editorial Advisory Board.   

Gail Kalinoski is a contributing editor.

PHARMACY PRACTICE

Gail Kalinoski

STATEMENT OF OWNERSHIP, 
MANAGEMENT, AND CIRCULATION

(Requester Publications Only) (Required by 39 USC 3685)

A. Total Number of Copies 122,451 122,309
B. Legitimate Paid and/or Requested Distribution 
 1. Outside County Paid/Requested Mail Subscriptions   60,341   44,245
       Stated on PS Form 3541

    2. In-County Paid/Requested Mail Subscriptions Stated                          0           0
       on PS Form 3541  
    3. Sales Through Dealers and Carriers, Street Vendors,          22         20
       Counter Sales, and Other Paid or Requested Distribution 
       Outside USPS  
    4. Requested Copies Distributed by Other Mail Classes                           0           0
        Through the USPS   
C. Total Paid and/or Requested Circulation    60,364   44,265
    [Sum of 15b (1), (2), (3), and (4)] 
D. Non-requested Distribution   
    1. Outside County Non-requested Copies Stated on    61,663   77,740
        PS Form 3541

    2. In-County Non-requested Copies Stated on PS Form 3541                   0            0
    3. Non-requested Copies Distributed Through the USPS by                       0           0
        Other Classes of Mail  
    4. Non-requested Copies Distributed Outside the Mail       391       271
E. Total Non-requested Distribution [Sum of 15d (1), (2), (3) and (4)]         62,054   78,011
F. Total Distribution (Sum of 15c and e) 122,418 122,276
G. Copies not Distributed          33         33
H. Total (Sum of 15f and g) 122,451 122,309
I. Percent Paid and/or Requested Circulation  49.31%  36.20%
Electronic Copy Circulation 
*If you are not claiming electronic  copies, skip to line 17
16. Electronic Copy Circulation

*If you are not claiming electronic  copies, skip to line 17
a. Requested and Paid Electronic Copies 35,896  56,889
b. Total Requested and Paid Print Copies (Line 15C) 
 + Requested/Paid Electronic Copies 96,260 101,154
c. Total Requested Copy Distribution (Line 15F) 

+ Requested/Paid Electronic Copies 158,314 179.165
d. Percent Paid and/or Requested Circulation      61%      56%

(Both Print & Electronic Copies)

 £ I certify that 50% of all my distributed copies (electronic and print) are legitimate requests or 

paid copies.

17. Publication of Statement of Ownership for a Requester Publication is required and will be printed in 

the October issue of this publication.

Name and Title of Editor, Publisher, Business Manager, or Owner:

 Christine Shappell,  Audience Development Research Director 

  Signature:                                                              Date: 9/30/18

I certify that the statements made by me above are correct and complete.

Average

No. Copies

Each Issue

During

Preceding

12 Months

No. Copies of

Single Issue

Published

Nearest to

Filing Date

1. Publication Title:  Drug Topics
2. Publication Number:  0012-6616
3. Filing Date:  9/30/18
4. Issue Frequency:  Monthly
5. Number of Issues Published Annually:  12
6. Annual Subscription Price (if any):  $61.00
7. Complete Mailing Address of Known Offi ce of Publication: 131 West First Street, Duluth, 

St. Louis County, Minnesota 55802-2065. 
 Contact Person: Jessica Stariha. Telephone: 218 740 6870
8. Complete Mailing Address of Headquarters or General Business Offi ce of Publisher: 

2 Penn Plaza, 15th Floor, New York, NY 10121
9. Full Names and Complete Mailing Addresses of 
 VP Group Publisher: William Mulderry, 535 Connecticut Ave., Norwalk, CT 06854

Group Editorial Director: Aubrey Westgate, 535 Connecticut Ave., Norwalk, CT 06854
Associate Editor: Nicholas Hamm, 25115 Country Club Blvd., North Olmsted, OH 44070

10. This publication is owned by:  Advanstar Communications Inc., 2 Penn Plaza, 15th Floor, 
New York, NY 10121.  The sole shareholder of Advanstar Communications Inc. is: Rocket 
Holdings, Inc., 1983 Marcus Ave., Suite 205, Lake Success, NY 11042.

11. Known Bondholders, Mortgages, and Other Security Holders Owning or Holding 

1 Percent or More of Total Amounts of Bonds, Mortgages, or 

 Other Securities. If none, check box.                 R None

12. Does Not Apply

13. Publication Title:  Drug Topics
14. Issue Date for Circulation Data Below:  August 2018
15. Extent and Nature of Circulation

24  DrugTopics  |  OCTOBER 2018  |  DRUGTOPICS.COM



the patient experience. These may reach 

beyond race and ethnicity to include geo-

graphic trends or even the patient’s work 

environment. 

Teresa Burks, PharmD, BCACP, phar-

macist-in-charge at St. George Medical 

Center Pharmacy, part of Family Health 

Centers in St. George, SC, encourages 

pharmacists to familiarize themselves 

with their patient populations.  

“Every area may be different and have 

their own uniqueness that you may want 

to emphasize as it relates to the patient 

experience and [action plan],” she says. 

“In St. George, the patients are very per-

sonable, so in addition to healthcare, 

they want to talk about things going 

on in their lives—almost like a family 

environment.”

Some diseases present differently 

among races and cultures, but clini-

cians should also consider how percep-

tions of those illnesses vary among differ-

ent groups. “In most African American 

and Latino cultures, getting an insulin 

prescription equals death because they 

don’t connect the dots between when 

the medication is started and the pro-

gression of the disease,” John points out.

John also feels gathering information 

about the patient’s employment and 

work schedule provides critical clues that 

help tailor the patient’s medication reg-

imen. “Knowing what the person does 

for a living gives you an idea of how the 

medication fi ts into the patient’s life. If a 

person is a postman or a mail carrier, it 

would be easier for him to use an insu-

lin pen than an insulin vial because it’s 

portable and the insulin can be deliv-

ered discretely.”

Technology’s Role

Alarm reminders help keep regimens 

front-of-mind, but experts caution that 

technologies such as software and apps 

are only appropriate for patients who are 

most likely to use them. John cautions 

against using most health apps, stating 

that the majority carry a three-month 

shelf life and are not designed with the 

end-user in mind. 

Appropriate selection of adherence 

apps requires communicating with 

the patient to extract information that 

helps determine what will work best 

for them—whether that be medication 

synchronization or a text reminder, 

says Tomaka. 

While technology improves adher-

ence in patients who are already avid 

users, he says it is a poor substitution for 

the nuances of human communication. 

“If you don’t communicate with your 

patient, the basic robotic functions will 

be replaced by technology, but I don’t 

know of a single robotic function that 

can connect with a patient and give them 

information that makes sense for their 

lifestyle,” says Tomaka. 

Education: A Delicate 

Balancing Act

Offering clear, concise, and actionable 

communication regardless of additional 

strategies enacted is the most important 

element to help patients better manage 

their medication regimen. “Communi-

cation is a two-way street—a dialogue,” 

Burks says.

Despite emphasizing the signifi cance 

communication carries in improving the 

patient experience, there is a delicate 

balance between suffi cient communi-

cation and over-communication, John 

says. “When we over-educate, we make 

the medication regimen more complex, 

so we need to break it down to a basic 

level,” John cautions.  

Frieda Wiley, PharmD, BCGP, is a writer in the Cin-

cinnati, OH, area.
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CLINICAL PRACTICE

 I don’t know of a single robotic 
function that can connect with a patient 
and give them information that makes 
sense for their lifestyle.” 

NORMAN TOMAKA,
BSPHARM, MS

 Communi-
cation is a two-
way street—
a dialogue.”

TERESA BURKS,
PHARMD, BCACP

BEDS-TO-MEDS ADHERENCE PROGRAM
Community pharmacists are experiencing a growing role as hospitals look to them as a 

resource to improve adherence and reduce readmissions, a key metric in many value-

based payment arrangements. 

One example is the “Meds to Beds” program at the University of California at San 

Francisco. Pharmacists from two retail pharmacies on the hospital campus meet 

with patients before they leave the hospital. The pharmacists explain their discharge 

medications and then follow up with patients to ensure they are compliant.
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Pharmacists play an important 

role during fl u season through 

vaccine administration and 

education about vaccines. Available 

vaccines include standard dose, high-

dose for those aged 65 and older, adju-

vant for those aged 65 and older, cell-

based, recombinant, and live-attenu-

ated (nasal spray). 

The last fl u season was a bad one and 

this one may be bad as well. However, 

for this season, the vaccines are pre-

dicted to be a better match to the cir-

culating strains. 

While many pharmacists worry 

about the time constraints caused by 

vaccinations—yet another thing to 

do1—there are many ways to simplify 

vaccine administration and still make 

a positive impact for your patients this 

fl u season. 

Here are fi ve tips for making fl u sea-

son easier in the pharmacy:

1. Have Talking Points Ready

The CDC recommends that everyone 

get vaccinated early, before fl u season 

begins—preferably by the end of Octo-

ber. Remind patients that it takes about 

two weeks after vaccination to develop 

protective antibodies. 

I tell vaccine-hesitant parents that  

there were 180 pediatric deaths last sea-

son, according to the CDC’s summary 

of the 2017−2018 fl u season. Of those 

deaths, about 80% occurred in children 

who had not received a fl u shot. 

And don’t just rely on yourself to give 

out this info—pharmacy interns can 

provide patient education and answer 

drug information questions, which can 

enhance their clinical skills and ease 

your work fl ow.

2. Know What’s New This Season

The CDC is recommending the nasal 

spray as an option for nonpregnant 

healthy individuals 2 through 49 years 

of age. However, the American Acad-

emy of Pediatrics recommends the 

inactivated fl u vaccine due to effi cacy 

concerns with the nasal spray. 

Pharmacists practicing in states 

where they can vaccinate children 

should fi rst offer the inactivated vac-

cine and only provide the nasal spray 

to those whose parents would other-

wise refuse the fl u shot. 

3. Establish Work Flow 

Strategies with Your Staff

When the pharmacy is busy, techni-

cians and pharmacy interns can be a 

lifesaver. If patients stop by to let you 

know they want to come in the next 

day for a fl u vaccine, then give them 

the forms to complete at home so that 

their wait time is shortened.

Technicians can do all of the insur-

ance processing so that you can focus on 

giving the fl u vaccine. Pharmacy interns 

can administer vaccines in many states, 

so you can supervise them during the 

process and provide patient counseling 

on the most common adverse effects, 

which include pain or swelling at the 

injection site and low-grade fever. Phar-

macy technicians in Idaho can now 

administer vaccines, which can ease 

work fl ow and enable pharmacists to 

focus on patient counseling. 

4. Be Honest with Patients 

and Prioritize

Encourage patients to come during a 

pharmacist overlap if you have one. 

Some pharmacies with lower prescrip-

tion volumes have one pharmacist per 

day and limited technician hours. 

A long line of patients can be over-

whelming, but it is important to focus 

on the task you are completing fi rst, to 

prevent an error. If a patient is waiting 

for an antibiotic, then prioritize and get 

that ready fi rst before administering a 

fl u vaccine. 

Be honest and let your patients know 

the time frame that works best for you 

and have them complete the paperwork 

and do any shopping while they wait. 

5. Establish a Connection 

with Your Patients

Giving fl u vaccines is a great way to get 

to know your patients. They can also 

see fi rsthand how pharmacists play an 

important role in direct patient care. 

This will make the season more enjoy-

able to both patients and pharmacists. 

Good luck this fl u season, and know 

you are making a difference.  

Jennifer Gershman, PharmD, CPh is a phar-

macist and freelance writer from South Florida.

Vaccinations can make your shift even busier, but there are ways to help 

smooth the process.

Flu Vaccines: Ease the Frustration 

Jennifer Gershman, PharmD, CPh 

PHARMACY PRACTICE
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J
ust as hospital pharmacists moved 

out of the basement and into 

direct patient care in the 1980s 

and 1990s, outpatient pharmacists are 

moving out from behind the counter 

and into medical practices.

“There is a demand for pharmacists 

from the physician side in ambulatory 

care,” says Elizabeth Cuevas, MD, direc-

tor of the Primary Care Transforma-

tion for Residency Clinics at Allegheny 

Health Network, a nonprofi t eight-hos-

pital academic medical system with 

facilities in Western Pennsylvania and 

Western New York. Allegheny is put-

ting pharmacists into about 250 differ-

ent practices that are part of its account-

able care organization (ACO), a pay-

ment model in which the health sys-

tem receives higher reimbursement if 

it improves quality and reduces costs.

“We’ve used our pharmacists for 

improved medication management, 

medication reconciliation, patient edu-

cation and outreach, symptom manage-

ment, disease management, and making 

sure patients are actually taking their 

meds,” says Cuevas. “Pharmacists have 

a natural role in practices.”

Allegheny isn’t alone in placing phar-

macists in physician practices and ambu-

latory care clinics. Integrated health sys-

tems and larger group practices nation-

wide are moving in the same direction. 

In the ideal arrangement, pharma-

cists are embedded in practices with 5 

to 10 physician and nonphysician prac-

titioners, explains John Kennedy, MD, 

chief medical offi cer of AMGA, formerly 

the American Medical Group Associa-

tion. “For smaller practices or areas that 

may be more remote, you can use tele-

medicine or share remote [pharmacist] 

support as long as you have a shared 

electronic health record.”

Allegheny is using embedded phar-

macists and shared services, depend-

ing on the size and location of the prac-

tices. Practices with one or two providers 

usually can’t support a full-time phar-

macist, but they can benefi t by sharing 

the services of a pharmacist, according 

to the health system. 

A group of small practices that are rel-

atively close to each other might share 

a pharmacist who rotates through the 

different offi ces, for example. More dis-

tant locations might do better with video 

and data links to a central pharmacist.

Either way, pharmacists are part of the 

C ON T IN UE D ON PAG E 28 >

Move Into Practices 
More medical groups see value. 
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care team and their salaries are covered 

by the practice. Regardless of the spe-

cifi c arrangement, the goal is the same—

to incorporate pharmacists into team-

based patient care.

Starting in the Hospital

Allegheny’s decision to put pharma-

cists on patient care teams can be traced 

back 30 years, to when inpatient physi-

cians began working with clinical phar-

macists. Then, Michael Korczynski, 

PharmD, BCAP, came on board as man-

ager for Clinical Services, Pharmacy – 

Ambulatory Care.

“I had come from Kaiser Permanente 

and the VA, so I was familiar with an 

autonomous role for pharmacists,” 

Korczynski says. “But it was a foreign 

concept here.”

Even so, in the years before Korczynski 

started at Allegheny, its physicians and 

pharmacists had built up a strong rela-

tionship working together on the inpa-

tient side, he says. “I started an anticoag-

ulation service and working with a pri-

mary care practice. Physicians quickly 

latched onto the new-to-them services.”

Changes in physician education also 

helped foster physician acceptance of 

pharmacists on care teams, says Ken-

nedy. Most younger physicians train 

with pharmacists on inpatient care 

teams. Once they join a practice, they 

expect the same access to a medication 

specialist, he says. Practices and health 

systems that can offer a pharmacist in 

the offi ce have a hiring advantage as the 

physician shortage grows.

What Pharmacists Offer 

Putting a pharmacist in the offi ce brings 

quality and fi nancial advantages, which 

is critical in value-based reimbursement 

models, such as Allegheny Health’s ACO. 

“Like all things in healthcare, it is 

about the dollar,” says Paul Lebovitz, 

MD, vice chair of the Allegheny Health 

Network Medicine Institute. “The pres-

ent model, which is physician-centric, 

is not getting us to that quadruple aim 

of better outcomes, lower costs, better 

patient satisfaction, and improving the 

work life of our healthcare providers. We 

are moving to a patient-focused model 

using team-based care. Pharmacists are 

an important part of the team and the 

model.”

Eric Maroyka, PharmD, BCPS, direc-

tor of the Center on Pharmacy Practice 

Advancement at ASHP, says placing 

pharmacists in the primary-care set-

ting ensures care is provided in the most 

cost-effective location. “We are seeing 

care moving toward a more preventa-

tive model and not just episodic acute 

care,” he says. “The sickest of the sick 

will be in hospitals. Anything that can 

be done on an ambulatory care basis will 

be done that way and that is where the 

maximum payment will be.”

A single physician cannot provide 

the same quality of care as a team that 

incorporates a pharmacist, says Lebo-

vitz. “I have made a signifi cant impact 

with patients, but I recognize that there 

is so much more I could have done with 

help,” he says. “That’s what this trans-

formation of care is all about.” Patients 

have better outcomes in team models, 

he says, because there are more eyes on 

the patient from the entire team. 

Pharmacists also can lower costs of 

administering services, improve physi-

cian effi ciency, and curb physician burn-

out, says Lebovitz. Anything pharma-

cists and other team members can take 

off the physician’s plate saves money and 

gives physicians more time to spend with 

patients. 

“It doesn’t take physicians long to rec-
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 I have made a signifi cant impact with 
patients, but I recognize that there is so 
much more I could have done with help.
That’s what this transformation of care is all 
about.” 

PAUL LEBOVITZ,
MD

Source: Managed Healthcare Executive’s Managed Care Pharmacy Survey 2018. The survey received more than 100 responses from executives 

at medical practices, hospitals, large healthcare systems, benefit management organizations, health plans, long-term care organizations, group 

purchasing organizations, consulting firms, and more. 

Most Healthcare Leaders Support Pharmacist Reimbursement 

FIGURE

Should pharmacists 
be compensated under 
Medicare Part B for 
prescribing medications 
and helping assess 
patient conditions?

YES
76%

NO

24%



DRUGTOPICS.COM  |  OCTOBER 2018  |  DrugTopics  29

Coverstory

ognize that team-based care makes their 

lives easier,” Lebovitz says. “They real-

ize they are no longer responsible for 

everything, there are other team mem-

bers who can and should be doing spe-

cialized activities. It allows our physi-

cians to work at the highest level of their 

training. That makes their life better.”

Helping physicians work at the top of 

their training also benefi ts pharmacists. 

They are information resources, not dis-

pensing resources, Maroyka says. Phar-

macists managing patient medications 

or developing opioid stewardship for the 

practice are working at the top of their 

training, which boosts job satisfaction. 

Make Your Case

Pharmacists working with clinics or 

practices is new territory for both phar-

macists and physicians. Arrangements 

could be as formal as a full-time medica-

tion specialist in the practice or as fl exi-

ble as a few hours of telephone consul-

tation as needed. Either way, working 

more closely with clinics and practices 

begins with physician awareness. 

Physician practice and clinic leaders 

may not know what pharmacists can do 

for them. For example, they may know 

that up to half of new scripts for chronic 

care meds are never fi lled; they may not 

know that pharmacists can help patients 

start to use their meds. 

The key is talking with physicians 

about practice problems, then show-

ing how pharmacists can address them. 

The whole discussion is about improving 

outcomes, reducing costs, and boosting 

satisfaction, Korczynski says.

Pharmacists looking to start these 

discussions can consult ASHP’s sections 

for ambulatory care practitioners and 

pharmacy managers, which can pro-

vide hands-on information for phar-

macists interested in working with 

practices. 

Study: Embedded Pharmacists Improve Quality 
Jill Sederstrom 

E
mbedding a clinical pharmacist in established 

primary care medical home practices can yield 

big benefi ts, according to a study in the Journal 

of International Medical Research.

The study found that diabetes and hypertension pa-

tients who participated in Intermountain Healthcare’s 

Collaborative Pharmacist Support Services (CPSS) 

program were more likely to achieve their disease 

management goals, improve their time to achieve-

ment, and increase their ambulatory encounters, 

compared to those not in the program.

Under the CPSS program, ambulatory care clin-

ical pharmacists worked alongside physicians in 

Intermountain Healthcare’s Medical Group primary 

care clinics to treat adult patients with diabetes or 

hypertension. The pharmacists initiated and adjusted 

medications, and ensured medications were being 

used safely and effectively.

Pharmacists also reviewed medication lists after 

hospitalizations, lowered drug costs by switching 

to generic or lower tier medications, worked with 

providers to determine the optimal therapy for a given 

patient, and deprescribed potentially dangerous medi-

cations, according to a statement from Intermountain 

Healthcare, located in Salt Lake City.

When pharmacists worked collaboratively with phy-

sicians to provide patient care, the study found that 

patients were:

}  57% more likely to achieve an A1c level less than 8%, 

}  93% more likely to achieve their blood pressure goal,  

}  87% more likely to achieve both disease management 

goals than those patients who did not participate in the 

CPSS program.

The study included data from 359 patients who 

were enrolled into the CPSS program between July 

2012 and April 2015. This data was compared to 

data from 999 patients who were not enrolled in the 

program.
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 There is literature showing that when 
pharmacists are allowed to bill at higher 
levels, they can generate revenue to cover 
their salaries.” 

MICHAEL KORCZYNSKI,
PHARMD, BCAP
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Another resource is the American 

Medical Association’s physician prac-

tice improvement strategies: STEPS 

Forward. For information on how and 

why to embed pharmacists in practices, 

visit www.stepsforward.org/modules/

embedded-pharmacists.  

AIMM, the All iance for Inte-

grated Medication Management, is 

another resource. AIMM, Apexus 

(the HRSA-designated Prime Vendor 

for the 340B drug pricing program), 

and ASHP sponsor the A3 Collabora-

tive. The year-long program helps pro-

vider organizations such as Allegheny 

create value-defi ned initiatives to build 

population management strategies by 

implementing clinical pathways that 

integrate medical care and comprehen-

sive medication management services.

“Practices are seeing more and more 

pressure to account for outcomes,” says 

Todd Sorensen, AIMM executive direc-

tor. “That changes the whole focus from 

quantity care to quality care.”

Reimbursement Challenges 

The lack of provider status isn’t keep-

ing pharmacists out of ambulatory care 

clinics and medical practices. But more 

pharmacists would be in more practices 

if they were recognized as providers and 

could bill directly. 

“Not having provider status has an 

impact at the executive decision-making 

level on whether or not to hire a phar-

macist for the practice,” says Kennedy.

When the pharmacist cannot directly 

bill for services and generate revenue, 

the practice must find other ways to 

support the role. That usually means 

looking at cost savings, which may not 

appear until the second or third year. 

That lag can slow adoption.

“Right now, the system is paying for 

pharmacists in practices,” says Cuevas. 

The need to demonstrate a return on 

the pharmacist investment is slowing 

pharmacist hiring.

Though Allegheny Health is in the 

process of adding pharmacists to 250 

practices, they currently only have 

them in a handful of clinics, Cuevas 

says. “The pharmacist is not able to 

bring in direct revenue, but you can 

see a decrease in 30-day readmissions, a 

decrease in morbidity, a decrease in ER 

admissions because you have a phar-

macist doing medication management 

and reconciliation. It is a matter of rec-

ognizing that the costs you are saving 

are different from direct billing.”

Pharmacy organizations are pushing 

for provider status at the federal and state 

levels, but that alone isn’t enough. Leg-

islation must also allow pharmacists to 

bill at realistic rates.

“There is literature showing that when 

pharmacists are allowed to bill at higher 

levels, they can generate revenue to 

cover their salaries,” says Korczynski. 

“If the rules say pharmacists are pro-

viders, but they can’t bill at higher lev-

els, provider status won’t help.” 

Commercial payers are part of the 

picture as well. Change is coming, but 

slowly.

“Direct billing for pharmacy care 

out of medical practices is still in its 

earliest stages,” says Keith T. Kanel, 

MD, MHCM, clinical associate pro-

fessor of medicine at the University of 

Pittsburgh School of Medicine. He was 

principal investigator for the Primary 

Care Resource Center Project. The CMS 

Innovation center project put pharma-

cists in primary care practices in parts 

of Pennsylvania and West Virginia. The 

project, which began in 2012, showed a 

25% reduction in 30-day hospital read-

missions and reduced 90-day costs of 

care by more than $1,000 per patient.

“Forward thinking commercial plans 

are beginning to develop ways to pay for 

an offi ce-based pharmacist,” Kanel says. 

“That is going to become a game changer 

when it becomes more common.” 

Fred Gebhart is a contributing editor. 
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Day-to-Day Tasks in Medical Practices
Pharmacists embedded in medical practices have 

various roles depending on patient type, the prac-

tice’s team needs, fi nancial considerations, and state 

laws, according to STEPS Forward, a resource from 

the American Medical Association for physicians 

interested in improving their medical practices. Here 

are some of the tasks the resource says pharmacists 

can take on:  

}  Perform preappointment medication reconciliation 

for the most complex patients.

}  Meet with individual patients to provide medication 

education, address adherence barriers, and answer 

questions.

}  Perform medication reviews for high-cost, high-need, 

and/or complex patients.

}  Share with the physician opportunities to improve 

effectiveness, simplify the regimen, manage drug-drug 

interactions, improve safety, and lower costs. 

}  Be given prescriptive authority by the physician to 

increase or decrease medication doses. 
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E
veryone on the “buy side” wants lower 

cost medicines. But at what cost? As HHS 

tries to make medications more afford-

able, patient safety must not be sacrifi ced.

Directed by HHS, FDA convened a Work-

ing Group in August to examine potential 

prescription drug importation policies. Its 

recommendations would likely promote competition 

for certain off-patent sole-source drugs that cost more 

in the United States than elsewhere. Yet, foreign sell-

ers can already increase competition by working with 

authorities to export FDA-approved products to the 

United States via the legitimate supply chain. While 

FDA is considering allowing foreign sellers to export 

to the United States to increase competition, they are 

doing so without directly addressing the core issue of 

domestic price spikes.

Pharmacists are willing to consider novel approaches 

to lower the cost of medications, but are concerned 

the Working Group’s potential recommendations 

will incentivize foreign sellers by relaxing impor-

tation requirements. These requirements protect 

patients and ensure safe and effective medications. 

Demand for convenient lower-cost medications 

has created a new economic incentive for criminals 

to manufacture and sell dangerous counterfeit drugs. 

Counterfeits are often made in unsafe conditions; 

contain too much, too little, or no active ingredients; 

and/or may contain dangerous or deadly substances. 

Drug counterfeiters regularly trade in the high-

est-cost, hardest-to-get, and most sought-after prod-

ucts in America. Whenever there is a drug shortage, 

public health crisis, or price spike, counterfeiters and 

criminals swoop in, and target patients by offering 

access, “deals,” and even “cures.” Should HHS autho-

rize importation of high-cost and/or high-demand 

off-patent medicines, we should expect criminals to 

similarly fl ock to that new market.

Expanding mechanisms available to import for-

eign-sourced medicines to the United States would 

exacerbate an already unmanageable safety situa-

Lower Drug Prices Aren’t 

Worth Higher Health Risks

Libby Baney and Tom Menighan, BSPharm, MBA, FAPhA

IN MY VIEW

HHS efforts to increase competition could hurt patients. 

tion. Offi cials already struggle to stop 

dangerous fakes from entering the 

country. Counterfeit pills laced with 

fentanyl and other synthetic opioids 

that kill Americans are shipped into 

the United States in mass quantities 

from foreign sources. The FDA esti-

mates that it is able to inspect 0.06% 

of all packages thought to contain 

drug products that enter interna-

tional mail facilities.  

HHS’s actions could also have the 

unintended consequence of sug-

gesting to Americans that it’s safe 

to buy any medicine from foreign 

sources. This messaging matters. 

U.S. consumers buying medications 

from Canadian online pharmacies 

rarely, if ever, receive the same reg-

ulator-approved products provided 

to Canadian consumers. The FDA 

has found that 85% of drugs pro-

moted as Canadian came from 27 

other countries. Just as criminals 

now pass themselves off as Cana-

dian, allowing even a limited legal 

means of importation would cause 

criminals to pass themselves off as 

meeting the requirements of a new 

restricted importation policy.

Pharmacists can play an import-

ant role in educating patients about 

their buying options, including ways 

to identify and coordinate cost-ef-

fective regimens that consider treat-

ment plans, payer policies, and other 

members of the care team. Pharma-

cists can help optimize the impact of 

patients’ medications, but cannot do 

this effectively when patients’ medi-

cations may not be safe or effective.  

“Demand for 
convenient, 
lower-cost 

medications 
has created a 
new economic 
incentive for 
criminals to 
manufacture 

and sell 
dangerous 
counterfeit 

drugs.”

Libby Baney, 

is a principal at Faegre Baker 

Daniels Consulting and senior 

advisor to the Alliance for Safe 

Online Pharmacies 

(ASOP Global).

Thomas E. Menighan, 

BSPharm, MBA, FAPhA, is a 

pharmacist and executive vice 

president and CEO of APhA 



After learning that some 

generic versions of the drug 

valsartan were contaminated 

with a potentially carcinogenic chem-

ical called N-nitrosodimethylamine 

(NDMA), the FDA has issued a recall 

to 13 manufacturers and some repack-

ing companies. Valsartan is an angio-

tensin II receptor blocker used to treat 

hypertension and heart failure. 

In late August, FDA said it might recall 

more drugs in the angiotensin II recep-

tor blocker class depending on its lab test 

results. “The active ingredient is made 

at a factory in China or India; it is then 

repackaged and sold under other man-

ufacturer’s names,” says Guy L. Mintz, 

MD, FACP, FACC, director of cardio-

vascular health and lipidology at San-

dra Atlas Bass Heart Hospital and North 

Shore University Hospital, and associate 

professor of medicine at Zucker School of 

Medicine, all in Manhasset, NY. 

In September, the FDA announced 

that another contaminant—N-nitros-

odiethylamine (NDEA), also a sus-

pected human carcinogen—was found 

in batches of valsartan drug products. 

In addition to valsartan, recalled prod-

ucts include a valsartan–hydrochlorothi-

azide combination, a valsartan-amlodip-

ine combination, and a valsartan-am-

lodipine-hydrochlorothiazide combina-

tion. Twenty-two countries have recalled 

more than 2,400 batches of valsartan 

products.

Here are four things to know about 

the recall:

1. The Severity of Risk Is Unknown.

The Environmental Protection Agency 

classifi es NDMA as a carcinogen. “The 

increased risk of cancer was found in 

animal studies, however the level of 

NDMA was much higher than the lev-

els of NDMA found in the affected val-

sartan products,” says Michael Ganio, 

PharmD, MS, BCPS, FASHP, director 

of Pharmacy Practice and Quality at 

American Society of Health-System 

Pharmacists in Bethesda, Maryland.

Acceptable levels of NDMA are found 

in foods such as meats, dairy products, 

and vegetables, and in some water sup-

plies. For example, there is an estimated 

0.304 to 0.354 mcg of NDMA in one 

pound of bacon. “The levels of NDMA 

in the affected valsartan products were 

above acceptable levels, and FDA deter-

mined that they posed an unnecessary 

risk to patients,” Ganio says. 

2. Not All Valsartan Was Recalled. 

Only products made with the valsar-

tan that contained NDMA are affected. 

Products from some manufacturers are 

not affected by the recall, Ganio says. 

Patients may be able to switch to the 

same strength pills from a manufac-

turer that is unaffected by the recall. 

FDA keeps a comprehensive and up-to-

date list of recalled drugs on its website. 

3. Patients Must Not Stop 

Their Meds.

Abruptly stopping valsartan could result 

in a dangerous rise in blood pressure, 

which may place patients at risk for 

stroke or other types of organ damage, 

says Brent Reed, PharmD, associate pro-

fessor at University of Maryland School 

of Pharmacy in Baltimore. The FDA has 

advised patients to continue taking their 

medication and to call their pharmacist 

to ask if they need to switch to a version 

made by an unaffected manufacturer 

or to contact their prescriber. 

4. Good Alternatives Exist.

There are seven other drugs in the 

angiotensin II receptor blocker class 

that patients might be able to take, 

Mintz says. Patients might also be able 

to use other families of drugs to treat 

high blood pressure such as diuret-

ics, calcium channel blockers, beta 

blockers, and angiotensin converting 

enzyme (ACE) inhibitors. These fam-

ilies of medications have been used for 

decades to treat high blood pressure.

Alternatives include: irbesartan, losar-

tan, candesartan, olmesartan, telmisar-

tan, eprosartan, and azilsartan.

Pharmacists can identify which prod-

ucts are available based on each drug’s 

unique 10-digit National Drug Code and 

work with a health insurer’s network 

of prescribers and dispensing pharma-

cists to steer patients toward those drugs, 

says Susan A. Cantrell, RPh, CAE, chief 

executive offi cer of Academy of Managed 

Care Pharmacy in Alexandria, VA.   

Karen Appold is a medical writer in Lehigh 

Valley, PA.

FDA issued a recall of several versions of valsartan. 

Here’s what you need to know. 

Four Things You Should Know 
About Valsartan Recalls

Karen Appold
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Over the last several years, 

pharmacists have embraced 

information technology, 

software, automation, and hardware 

to support their daily work load and 

help them better manage an increasing 

number of patients. But more innova-

tions are coming. Advances in predic-

tive modeling, robotics, mobile apps, 

and diagnostics are opening new hori-

zons for pharmacists, which can vastly 

improve their ability to dispense med-

ication, minimize errors, and monitor 

patient adherence.  

Pharmacy Information Systems

Improving patient engagement and 

encouraging medication adherence 

after discharge is a top priority for 

pharmacists, especially as more focus 

on supporting value-based care, says 

Ken Perez, vice president of healthcare 

policy at Omnicell, a supplier of med-

ication management solutions based 

in Mountain View, CA. He says phar-

macy information systems can help by 

offering medication synchronization 

and medication therapy management, 

for instance. 

They can also help pharmacists fl ag 

patients who are abusing or selling 

opioid medications, if those systems 

are integrated with prescription drug 

monitoring programs (PDMPs), says 

Perez. PDMP databases are maintained 

by almost every state, and pharmacy 

information systems are beginning to 

integrate with them. 

Rebecca Chater, RPh, MPH, FAPhA, 

director of clinical healthcare strategy 

at Omnicell, adds that more systems are 

also integrating with electronic health 

records (EHR). Newer systems will 

access actionable data, such as lab val-

ues and diagnoses codes. This will help 

pharmacists effi ciently document their 

tasks and share data with the broader 

healthcare team, Chater says. “These 

emerging information systems will help 

break down silos. These new age sys-

tems are all about supporting patient 

care as it relates to medication usage.” 

Mark Neuenschwander, president, 

the Neuenschwander Company, a medi-

cation automation consultancy based in 

Bellevue, WA, says pharmacy informa-

tion systems and automated dispensing 

systems are already helping pharma-

cists more effi ciently view patient med-

ication histories, fi ll subscriptions, and 

avoid medication errors. “These systems 

are pretty sophisticated and are helping 

pharmacists do a better job of monitor-

ing because of the vast amounts of data 

they contain,” he says. Neuenschwan-

der is a member of the Drug Topics edi-

torial board.

Automated Dispensing 

Perez considers automated drug dis-

pensing an essential standard of care 

in hospitals. These systems facili-

tate patient safety and also cut down 

theft. “The information that is fl owing 

through these dispensing systems has 

to be mined more extensively to gain 

insights,” he says. “For example, arti-

fi cial intelligence, predictive modeling, 

and algorithms could be used to predict 

drug shortages, price increases, waste, 

and theft based on dispensing patterns.” 

In the community pharmacy set-

ting, Neuenschwander thinks most 

dispensing systems will remain semi-

automated, depending on whether 

the pharmacy wants to invest in more 

expensive sophisticated automation. 

But Amazon’s purchase of PillPack 

will infl uence pharmacies to check out 

more automated dispensing options, he 

says. “To stay competitive, the smart 

retail pharmacy might consider estab-

lishing a competing dispensing system 

that combines smartphone apps and 

barcode scanning to prompt patients to 

take their medications,” he says.  

Chater agrees there is room for 

growth for automated dispensing in 

community pharmacies. “They are 

not ubiquitous in community phar-

macies, although they’ve gained sig-

nifi cant traction,” she says. 

One way to improve patient adher-

Here’s a closer look at four areas of innovation. 

Tech Advances Will Benefi t 
Pharmacies and Patients 

Joseph Constance 

TECHNOLOGY

 These emerging information systems will 
help break down silos. These new age systems 
are all about supporting patient care as it 
relates to medication usage.”REBECCA CHATER,
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ence and produce better health out-

comes is to provide medications in 

multimedication packaging. But this 

is arduous when it’s done manually, 

says Chater. “Having automation in 

place helps pharmacists provide this 

service to patients without consum-

ing too much time.” 

This is where medication synchro-

nization in the pharmacy comes into 

play, she says, noting that the software 

and algorithms needed to make it work 

is generally available, but not widely 

used. Such is also the case for the robotic 

automation needed for multimedication 

packaging. These systems will appear in 

the future as more pharmacies become 

more patient-centric, she says.  

Mobile Apps

The number of mobile apps that can be 

used in pharmacy practice is growing, 

and helping pharmacists better care 

for patients and their business, says 

Timothy Aungst, PharmD, an assis-

tant professor of pharmacy practice at 

Massachusetts College of Pharmacy 

and Health Sciences in Worcester, MA. 

“Mobile apps are fi nding greater use 

for reference purposes,” he says. “Drug 

information contained in the apps is an 

important practical resource in phar-

macy practice.” 

There also has been a push in com-

munication apps, trying to make more 

concise platforms for patient-pharma-

cist communications, he says. “Pharma-

cists would be able to communicate bet-

ter with patients and their providers.”  

Aungst predicts that apps will soon 

be integrated with EHRs, and patients 

will be able to share lab information 

with their pharmacists, who will then 

work with physicians to determine the 

best medication for them. He expects 

HIPAA-compliant secure texting com-

munication platforms to grow. 

Apps are already helping patients 

access their medical information. 

They send reminders for appoint-

ments, laboratory tests, and test results, 

Aungst says. They also improve remind 

patients to take their medications as 

prescribed. 

Noninvasive Glucose Monitoring

Testing blood sugar several times daily 

is burdensome for diabetic patients. 

Many don’t test as frequently as they 

should, which can result in poor con-

trol of blood glucose levels. 

Several technology companies are 

working to create noninvasive glucose 

monitoring technologies. For instance, 

Know Labs, in Seattle, WA, is devel-

oping a noninvasive arm band-like 

device that would use radio spectros-

copy, machine learning, and complex 

algorithms to monitor glucose levels. 

Joshua Welborn, PharmD, who has 

consulted with Know Labs, says hos-

pital pharmacists may have limited data 

from only a few blood tests. “The lon-

ger a patient is in the hospital the more 

data we have which, usually, leads to 

better glucose control.  A noninvasive 

device that scans in real time would be 

extremely helpful.”

Welborn says that a device that mea-

sures glucose levels noninvasively at 

15-minute intervals without bothering 

the patient would be ideal. “The entire 

healthcare team needs to know when 

glucose levels might be high or low as 

soon as possible so that the physician 

and pharmacist can adjust the treat-

ment plan,” he says.  

Joseph Constance is a writer living in Wykoff, 

NJ.

TECHNOLOGY

Joseph Constance

HOSPITAL AUTOMATION 
Neuenschwander predicts robots will one day take on the tedious repetitive 

tasks that hospital staff do that can lead to carpal tunnel syndrome or nee-

dle stick injuries. Robots could also help mitigate the risk of exposure to toxic 

drugs, he says. 

Overall, he predicts that technologies for distributing, dispensing, storing 

and retrieving, and compounding medications will replace technicians, but will 

not make much of an impact on pharmacist labor. 

“In hospitals, I don’t see a reduction in pharmacists due to automation,” he 

says. “Most of the reductions have been realized by automating storage and 

retrieval of drugs and pill packing, for example.” 

With automation in relation to IV preparation, Neuenschwander doesn’t 

think pharmacists or technicians will be very affected job-wise. “Pharmacists 

will have all the same responsibilities they have had with manual preparation,” 

he says. “Semiautomated IV preparation systems still involve the technician 

to the same degree as before. The benefi t is that, as with semiautomated sys-

tems, robotic systems reduce the chances of preparation errors.” 

 To stay competitive, the smart retail pharmacy 
might consider establishing a competing dispensing 
system that combines smartphone apps and 
barcode scanning to prompt patients to take their 
medications.”

MARK

NEUENSCHWANDER
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Nonmedical exemptions to vac-

cines are on the rise in many 

of the states that allow them. 

This is creating pockets of vulnerabil-

ity across the United States, according 

to new research.

Researchers examined the rate of phil-

osophical belief nonmedical exemptions 

(NMEs) in 18 states that allow these 

types of exemptions in a study published 

in PLOS Medicine.1 They found that the 

rates of NMEs had increased in 12 of 

these states since 2009.

“There are pockets in the United States 

where vaccine NMEs are widespread 

and there is risk of breakthrough infec-

tions,” coauthor Peter Hotez, MD, PhD, 

FAAP, dean of the National School of 

Tropical Medicine at Baylor College of 

Medicine, Houston, tells Drug Topics.

The study also identifi ed what they 

called “hotspot” areas where there are 

large numbers of NMEs. These areas 

were identifi ed as:  Seattle; Spokane, 

WA; Portland, OR; Phoenix; Salt Lake 

City; Provo, UT; Houston; Fort Worth; 

Plano, TX; Austin, TX; Troy, MI; War-

ren, MI; Detroit; Kansas City, MO; and 

Pittsburgh.

“Especially in some of the western 

state counties there are large numbers 

of children not receiving their routine 

vaccinations,” Hotez says. As the rate 

of NMEs increases, he says, it can cre-

ate risks for breakthrough childhood 

infectious diseases. The risk for mea-

sles is particularly signifi cant because 

it’s so highly transmissible.

Researchers don’t know why the rates 

have been rising in recent years in those 

dozen states. While researchers found 

that, in some of the states identifi ed, the 

rates appear to have plateaued, rates in 

at least a third of the 18 states that allow 

exemptions continue to be on the rise.

“We’re concerned that in several states, 

it’s the result of organized antivaccine 

activities,” Hotez says, adding that more 

research is needed to better understand 

why this is happening, and whether there 

are common social or demographic fac-

tors in areas with high NMEs.

The authors of the study also exam-

ined whether the rate of NMEs corre-

sponded with actual vaccination cover-

age. They reported there was an inverse 

association between the NME rate and 

number of kindergarten students who 

were vaccinated for measles, mumps, 

and rubella.

Researchers believe the fi ndings could 

also have implications for other coun-

tries that either allow NMEs or are con-

sidering them. “Our concern is that the 

rising NMEs linked to the antivaccine 

movement in the United States will stim-

ulate other countries to follow a simi-

lar path,” they wrote in the study.  

REFERENCE
1. Olive JK, Hotez PJ, Damania A, Nolan MS. The state of the anti-
vaccine movement in the United States: A focused examination 
of nonmedical exemptions in states and counties. Available at 
http://journals.plos.org/plosmedicine/article?id=10.1371/jour-
nal.pmed.1002578. Accessed on Aug. 21, 2018. 

Jill Sederstrom is a contributing editor. 

Pockets of vulnerability are cropping up across the country.   

Nonmedical Vaccine 
Exemptions on the Rise 
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Introduction

Hepatitis C is caused by the hepatitis C 

virus (HCV). HCV causes an acute infec-

tion which may lead to chronic infection 

in an estimated 55% to 85% of patients.1 

Chronic infection is defi ned as at least 6 

months of detectable viral HCV RNA in 

the blood.2 There are no commercially 

available vaccines for HCV, but there are 

many highly successful curative treat-

ment options.

Chronic HCV infection carries many 

life-threatening sequelae including 

both end-stage liver disease (ESLD) and 

hepatocellular carcinoma (HCC).2 An 

estimated 185 million worldwide have 

chronic HCV, with 3.5 million cases 

in the United States.3 More than half 

of those infected are unaware of their 

infection.4,5

HCV is blood-borne, with the leading 

route of transmission for acute infection 

being intravenous drug use (IDU). Other 

potential risk factors include mother-to-

child transmission, intranasal drug use, 

and long-term hemodialysis.4 

There are currently seven identifi ed 

genotypes of HCV that are further sub-

divided into 67 subtypes.6 Genotypes 1, 

2, and 3 are most common in the United 

States, accounting for 75.8%, 12.0%, 

and 10.4% of cases, respectively.6 The 

American Association for the Study of 

Liver Diseases and Infectious Diseases 

Society of America (AASLD-IDSA) 

released HCV treatment guidelines 

that are organized by genotype.4 Guide-

line-directed therapy for HCV involves 

several levels of subgrouping to further 

optimize the probability of treatment 

success. Figure 1 illustrates this classi-

fi cation process. Recommendations for 

patients outside the groups listed (e.g., 

patients with decompensated cirrho-

sis) are made in the following sections.

The goal of treatment is to reduce 

all-cause mortality and liver-related 

morbidity, including ESLD and HCC. 

Successful treatment involves curing 

the infection. Clinically, this is done 

by achieving a sustained virologic 

response (SVR12), defi ned as an unde-

tectable HCV RNA count (viral load) 

at least 12 weeks after completion of 

therapy.4

Treatment is accomplished with the 

use of combinations of direct-acting 

antivirals (DAAs) for 8, 12, or 24 weeks. 

DAAs target one of three key proteins of 

the HCV viral replication cycle: NS3/4A 

protease enzyme, NS5A replication 

complex, or NS5B polymerase enzyme. 

Inhibition of NS5A or NS5B prevents 

RNA replication, while NS3/4A inhibi-

tion alters protein modifi cation.6 Cur-

rent guideline-recommended regimens 

ADVANCES IN HEPATITIS C 
TREATMENT 
Lindsey M. Childs-Kean, PHARMD, MPH, BCPS, Kevin Deemer, PHARMD, AND Carlos Madruga, PHARMD

Several direct-acting antivirals are available to treat hepatitis C 

and have greatly improved the prognosis for patients. 
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are designed to inhibit at least two of 

these proteins. Generally speaking, the 

cure rate for all DAA regimens is above 

90% for any given regimen and popula-

tion, and, in most cases is above 95%.7

DAA treatment regimens in the cur-

rent guidelines include: glecaprevir/

pibrentasvir (GLE/PIB), elbasvir/grazo-

previr (EBR/GZR), ledipasvir/sofosbu-

vir (LDV/SOF), sofosbuvir/velpatasvir 

(SOF/VEL), sofosbuvir/velpatasvir/vox-

ilaprevir (SOF/VEL/VOX), sofosbuvir/

daclatasvir (SOF + DAC),  simeprevir/ 

sofosbuvir (SIM + SOF), and ombitas-

vir/paritaprevir/ritonavir with dasabu-

vir (PrOD) or ombitasvir/paritaprevir/

ritonavir without dasabuvir(PrO).4 Rib-

avirin (RBV) is an RNA antimetabo-

lite that is commonly used to augment 

regimens in patients with compensated 

cirrhosis or who have failed prior HCV 

therapy.4 Pegylated interferon alpha 

(PEG-IFN) together with RBV was 

the mainstay of all hepatitis C therapy 

until introduction of the fi rst DAAs in 

2011.8 The recent introduction of GLE/

PIB has replaced the fi nal guideline rec-

ommendations for PEG-IFN-based reg-

imens (end-stage renal disease [ESRD] 

patients with genotype 2, 3, 5, or 6). 

The list of drugs for hepatitis C has 

been changing in recent months. Oly-

sio (simeprevir), Technivie (ombitasvir/

paritaprevir/ritonavir), and Viekira XR 

(an extended release form of ombitas-

vir/paritaprevir/ritonavir with dasabu-

vir) have been discontinued by their 

manufacturers. We include informa-

tion about these drugs here for the sake 

of completeness and in case their avail-

ability resumes.

Screening, Diagnosis, 

and Monitoring

Diagnosis of HCV is made in two steps. 

Screening is done by testing for HCV anti-

bodies. If positive, confi rmation of active 

infection is done by testing for viral load. 

Patients may test positive for HCV anti-

bodies and negative for viral load under 

two circumstances: spontaneous clear-

ance of the virus, or successful treatment 

with antiviral therapy.4 For those who 

initially test negative for HCV antibodies 

and are suspected of having liver disease, 

the guidelines recommend testing for 

viral load or retesting for HCV antibod-

ies if exposure to HCV occurred within 6 

months.4 If the viral load is negative there 

is no active infection, but the patient is not 

immune to reinfection.9

AASLD-IDSA guidelines recom-

mend a one-time HCV test for the fol-

lowing at-risk groups.4

}  All persons born between 1945 and 

1965 regardless of country of origin

}  Injection-drug users, including one-

time users

}  Intranasal illicit-drug users

}  Long-term hemodialysis 

}  Persons with percutaneous exposures 

in an unregulated setting (especially 

tattoo and piercing parlors)

}  Healthcare workers who have become 

exposed to infected blood

}  Children born to infected mothers

}  Persons who were ever incarcerated

}  Recipients of blood components before 

July 1992 or clotting factor recipients 

before 1987

}  HIV infection

}  Sexually active persons about to start 

pre-exposure prophylaxis for HIV

}  Unexplained chronic liver disease 

and/or cirrhosis hepatitis including 

elevated alanine aminotransferase 

(ALT)

}  Solid organ donors

Patients who have tested negative for 

viral load but who continue to engage 

in high-risk behaviors, such as IDU and 

HIV-positive men having unprotected 

sex with other men, should be tested 

annually.4

The viral load is also used to track 

therapeutic success during and after 

treatment. It is repeated 4 weeks after 

start of therapy to track virologic 

response and 12 weeks after treatment 

to assess for SVR12. Other tests done 

prior to treatment are HCV genotype 

testing, liver fi brosis/cirrhosis assess-

ment, screening for HIV and hepatitis 

B, and resistance-associated substitu-

tion (RAS) testing when required, usu-

ally before initiation of elbasvir/grazo-

previr as described below.

Safety assessments at baseline should 

include the following4:
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General scheme of classifi cation of patients with 
compensated liver disease into guideline-based 

treatment groups
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}  Complete blood count (CBC)

}  International normalized ratio 

(INR)

}  Hepatic function panel (albu-

min, total + direct bilirubin, 

ALT, aspartate aminotransferase 

[AST], and alkaline phosphatase)

}  Glomerular fi ltration rate (GFR)

Testing for these parameters should 

be repeated at least at 4 weeks into treat-

ment and then as clinically indicated.4 

Treatment Summary

HCV therapy consists of once or twice-

daily oral regimens of the DAA combi-

nations listed below. Table 1 summarizes 

the guideline recommendations by gen-

otype in treatment-naïve patients with 

compensated liver disease. 

DAA metabolism and transportation 

involves at least one of fi ve major com-

ponents: CYP3A, CYP2C8, P-glycopro-

tein (P-gp), breast cancer resistance pro-

tein (BRCP), and organic anion trans-

porter 1B1/1B3 (OAT1B1/3).10 Con-

comitant medications that inhibit or 

induce these enzymes or transporters 

may increase or decrease DAA expo-

sure, respectively. Additionally, many 

DAAs are themselves inhibitors of these 

enzymes and transporters and may 

contribute to elevated levels and associ-

ated toxicities of coadministered medi-

cations. Table 2 depicts the involvement 

of each DAA related to these metabolic 

enzymes and transporters. 

In most cases, medications inter-

acting with DAAs do not represent 

an absolute contraindication, but may 

warrant additional monitoring, dose 

adjustment, or temporary discontinu-

ation during DAA treatment. For exam-

ple, acid-suppressing drugs may impair 

absorption of the NS5A inhibitors ledi-

pasvir and velpatasvir. Current rec-

AASLD-IDSA recommended regimens and durations (weeks) 
for treatment naïve patients and those previously treated with 

PEG-RBV with compensated liver disease.

GENOTYPE

1a 1b 2 3 4 5 6

NC CC NC CC NC CC NC CC NC CC NC CC NC CC

Regimen GLE/PIB 8 12 8 12 8 12 8 12 8 12 8 12 8 12

EBR/GZR 12 12 12 12 12 12

EBR/GZR +RBVa 16 16

LDV/SOFb 12/8 12 12/8 12 12 12 12 12 12 12

SOF/VEL 12 12 12 12 12 12 12 12 12 12 12 12 12 12

OBV/PTV/r +RBV (PrO) 12 12

OBV/PTV/r with DAS (PrOD) 12 12 12

SIM + SOF 12 12

SOF/VEL/VOXc 12

SOF + DAC 12 12 12 16-24 12 24

Abbreviations: NC, no cirrhosis; CC, compensated cirrhosis

- Numbers in chart body represent recommended weeks of therapy

- Green cells represent first-line recommendations; yellow cells represent alternative recommendations
aRecommended if NS5A RAS mutations for elbasvir are detected

b8-week regimens for LDV/SOF when recommended are optional for non-Black, HIV-uninfected patients whose baseline viral load is < 6 million units/mL
cWhen Y93H NS5A – resistance-associated substitution (RAS) for velpatasvir is detected

Source: AASLD-IDSA (http://www.hcvguidelines.org)

TABLE 1
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ommendations for coadministration 

of DAAs with proton-pump inhibitors 

(PPIs) includes either separating DAA 

administration by at least 4 hours with 

velpatasvir12 or administering the PPI 

simultaneously with ledipasvir.11 His-

tamine receptor antagonists (H2RAs) 

should be given 12 hours apart from 

DAAs. Antacids and DAA adminis-

tration should be separated by at least 

4 hours. Additionally, there are max-

imum allowable doses of PPIs and 

H2RAs.11, 12 Many statins are substrates 

of OATP1B1, P-gp, and BCRP, and tend 

to incur signifi cant increases in expo-

sure when given with DAAs.13 Typical 

management of statin-based and DAA 

interactions involves careful monitor-

ing for myopathy and statin dose-reduc-

tion accordingly. Rosuvastatin particu-

larly is contraindicated with LDV/SOF. 

A 10-mg daily maximum is recom-

mended with the regimens SOF/VEL 

and OBV/PTV/r, and a 5-mg daily max-

imum is recommended with PrOD.12, 13

Here are summaries of DAA regi-

mens.

Glecaprevir/Pibrentasvir 

(GLE/PIB)

GLE/PIB is a three-tablet once-daily 

combination of 300 mg glecaprevir and 

120 mg pibrentasvir (total daily dose).14 

Both drugs are more than 92% fecally 

excreted, highlighting the favorable use 

of this combination in renally impaired 

patients.15 GLE/PIB is a recommended 

pangenotypic combination used in 8- 

to 16-week regimens regardless of renal 

function.4 Use in decompensated cirrho-

sis has not been suffi ciently studied and 

remains contraindicated. 

Elbasvir/Grazoprevir (EBR/GZR) 

EBR/GZR is a single-tablet once-daily 

combination containing 50 mg elbas-

vir and 100 mg grazoprevir. EBR/GZR 

is currently a fi rst-line regimen for gen-

otypes 1 or 4, including patients with 

severe renal impairment in genotypes 

1a, 1b, and 4.4 Testing for NS5A RASs 

for elbasvir is required before starting 

EBR/GZR in genotype 1a patients as it 

was shown in patients with any docu-

mented polymorphisms that SVR12 may 

be lowered as much as 28%.16 If baseline 

RASs are detected, weight-based ribavi-

rin should be added and the treatment 

duration extended to 16 weeks. EBR/

GZR is contraindicated in moderate to 

severe hepatic impairment.

Ledipasvir/Sofosbuvir (LDV/SOF)

LDV/SOF is a single-tablet once-daily 

combination containing 90 mg ledipas-

vir and 400 mg sofosbuvir. 

Sofosbuvir is a nucleotide analog and 

important backbone to many other reg-

imens due to its high barrier to resis-

tance and low propensity for drug inter-

actions.17 It is a direct inhibitor of the 

viral NS5B polymerase enzyme. One 

important interaction between SOF 

and amiodarone involves the develop-

ment of potentially fatal bradyarrhyth-

mias.11 Current labeling warns against 

concomitant use of amiodarone with 

SOF; if amiodarone use is required, car-

diac telemetry for at least 48 hours prior 

to starting SOF should be performed in 

an inpatient setting.10 SOF-containing 

regimens are not indicated in patients 

with severe renal impairment (CrCL < 

Major Enzymes and Transporters 
Involved In DAA Metabolism/Transport

CYP-3A CYP2C8 P-GP BCRP OATP1B1/3

Daclatasvir S S/I S/I S/I

Dasabuvir S S S I

Elbasvir S S I

Glecaprevir S/I (weak) S/I S/I S/I

Grazoprevir S/I S I S/I

Ledipasvir S/I S/I

Ombitasvir S (minimal) S

Paritaprevir S S/I S/I S/I

Pibrentasvir I (weak) S/I S/I I

Ribavirin

Ritonavir S/I S/I S/I

Sofosbuvir S S

Velpatasvir S S S/I S/I S/I

Voxilaprevir S S S/I S/I S/I

Abbreviations: S, substrate; I, inhibitor

Sources: References 10-12, 14, 16, and 19-23

TABLE 2
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PEER REVIEWED

30 mL/min or ESRD requiring hemo-

dialysis). SOF-containing regimens are 

currently a mainstay of treatment in 

patients with decompensated cirrhosis.4

LDV/SOF is currently indicated for 

genotypes 1, 4, 5, and 6 in both treat-

ment-naive and experienced patients 

with or without compensated cirrho-

sis. Note that data from phase III clin-

ical trials support an 8-week (versus 

12-week) regimen of LDV/SOF in non-

Black treatment-naive patients without 

cirrhosis whose baseline viral load was 

< 6 million IU/mL.18 In patients with 

decompensated cirrhosis and genotype 

1, 4, 5, and 6, weight-based ribavirin is 

added to the 12-week regimen.

Sofosbuvir/Velpatasvir (SOF/VEL)

SOF/VEL is a single-tablet once-daily 

combination containing 400 mg sofos-

buvir and 100 mg velpatasvir (an NS5A 

inhibitor). SOF/VEL is indicated for 

treatment of all HCV genotypes. It does 

not require adjustment for hepatic or 

mild-to-moderate renal impairment, 

but is contraindicated in severe renal 

impairment due to the SOF component. 

SOF/VEL can be used in all patients with 

decompensated cirrhosis; weight-based 

ribavirin is added to the 12-week regi-

men only for genotypes 1, 4, 5, and 6.12 

Sofosbuvir/Velpatasvir/

Voxilaprevir (SOF/VEL/VOX)

SOF/VEL/VOX is a single tablet once-

daily formulation of 400 mg sofosbuvir, 

100 mg velpatasvir, and 100 mg voxil-

aprevir (an NS3/4A protease inhibitor). 

SOF/VEL/VOX is approved to treat gen-

otypes 1 through 6 in patients with com-

pensated liver disease who have failed 

a prior NS5A inhibitor-containing regi-

men. It may also be used in patients who 

have failed a SOF-containing regimen 

without an NS5A inhibitor in genotypes 

1a or 3 only.19 A 12-week regimen is rec-

ommended in patients who have failed 

any prior therapy.4

Daclatasvir plus Sofosbuvir 

(SOF + DAC)

SOF + DAC is a two-tablet (separately 

sold) once-daily regimen of 60 mg daclat-

asvir taken together with 400 mg sofos-

buvir. For information on sofosbuvir, 

please refer to the LDV/SOF section. DAC, 

an NS5A inhibitor, is the only DAA with 

alternate dose strengths, 30 and 90 mg, 

for concomitant dosing with moderate 

CYP3A inhibitors or moderate inducers, 

respectively; strong CYP3A4 inducers are 

contraindicated.20 SOF + DAC is currently 

an alternative regimen for genotypes 1, 2, 

and 3 without cirrhosis for 12 weeks. In 

compensated cirrhosis, SOF + DAC may 

be given as a 24-week regimen for gen-

otype 3; a 16 to 24 week regimen is rec-

ommended for genotype 2. SOF + DAC 

is contraindicated in severe renal impair-

ment (CrCL<30 mL/min) owing to the 

SOF component. In decompensated cir-

rhosis, SOF + DAC is recommended for 12 

weeks in genotypes 2 and 3; it is recom-

mended in genotypes 1 and 4 only when 

combined with weight-based ribavirin.4

Simeprevir plus Sofosbuvir 

(SIM + SOF) 

SIM + SOF is a two-pill (separately sold) 

once-daily regimen of one 150-mg cap-

sule of simeprevir (an NS3/4A prote-

ase inhibitor) and one 400-mg capsule 

of sofosbuvir. Simeprevir is no longer 

available. For information on SOF, refer 

to the LDV/SOF section. SIM + SOF is 

an alternative regimen for genotype 1 

without cirrhosis for 12 weeks.4 Sime-

previr is not recommended in patients 

with severe renal impairment (CrCL < 

30mL/min) and is contraindicated in 

patients with moderate to severe hepatic 

impairment.4,21

Ombitasvir/Paritaprevir/ritonavir 

+/- Dasabuvir (PrO/PrOD) 

PrOD is a fi xed-dose tablet containing 

12.5 mg ombitasvir (NS5A inhibitor), 

75 mg paritaprevir (NS3/4A inhibitor), 

and 50 mg ritonavir (pharmacokinetic 

booster) taken as two tablets once daily. 

It is no longer on the market, but again, 

we include information on its use here. 

The fi xed-dose combination of 8.33 mg 

ombitasvir, 50 mg paritaprevir, 33.33 mg 

ritonavir, and 200 mg dasabuvir (nonnu-
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FIGURE 2

Monthly Wholesale Acquisition Costs (WAC)a
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a For separately branded drugs in the same regimen, add the costs of the individual DAAs listed above

Source: 27
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cleoside NS5B inhibitor) is taken as three 

tablets once daily.22,23 PrOD is an alterna-

tive in genotype 1a without compensated 

cirrhosis or in 1b with either no cirrho-

sis or compensated cirrhosis.4 PrO is rec-

ommended with weight-based ribavirin 

in genotype 4 with or without compen-

sated cirrhosis. In patients with severe 

renal impairment, PrOD may be used 

for 12 weeks. Use is contraindicated in 

decompensated cirrhosis.22 

Ribavirin

Ribavirin (RBV) is a guanosine ana-

log used to combat many types of 

RNA viruses. It’s proposed mecha-

nism against HCV virus involves intro-

duction of mutations leading to error 

catastrophe.25 RBV is contraindicated 

in pregnant females and/or male part-

ners of pregnant females during treat-

ment and for 6 months following treat-

ment due to teratogenicity risks.26 RBV 

is used adjunctively to improve SVR12 

rates in special populations including 

severe renal impairment, decompen-

sated cirrhosis, prior failed treatment, 

or for regimens used in patients with 

mutations known to lower effi cacy 

(e.g., NS5A RASs).4 It is dosed as 1,000 

mg or 1,200 mg daily in two divided 

doses for patients weighing < 75 kg or > 

75, respectively.26

Special Population: 

HCV/HIV Coinfection

Patients infected with both HCV and 

HIV represent a sizeable portion of each 

respective treatment population (an esti-

mated 80% to 90% of the IV drug-using 

population with HIV are coinfected with 

HCV).27 AASLD-IDSA recommends not 

interrupting HIV medications when 

treating HCV and that any changes in 

the HIV regimen during HCV treatment 

be made in conjunction with the patient’s 

HIV healthcare provider.4 Furthermore, 

patients coinfected with HIV should be 

treated as if they were not infected with 

HIV, but drug-drug interactions between 

antiretrovirals and DAAs must be antici-

pated and managed.4 Antiretrovirals that 

commonly interact with DAAs include 

nonnucleoside reverse transcriptase 

inhibitors (e.g., efavirenz, etravirine, and 

nevirapine), and protease inhibitors (e.g., 

darunavir, and atazanavir).4

Adverse Events

Overall, DAA-containing regimens 

are very well tolerated.  The most com-

monly reported adverse events for DAAs 

include headache and fatigue.11-12,14,16,19-21  

These adverse events are usually mild in 

nature and do not require discontinua-

tion of therapy.

Cost

Figure 2 lists the wholesale acquisi-

tion cost (WAC) of each regimen to give 

insight into drug costs from manufac-

turer to wholesaler. 28 However, in real-

ity, a wide variance exists in practice due 

to buying power and rebates negotiated 

by pharmacy benefits managers and/

or insurance carriers. The figure com-

pares the monthly wholesale acquisi-

tion costs (WAC) of the DAA regimens.28 

DAC, SIM, and SOF are listed individu-

ally; however, their costs should be added 

together for an estimated total cost.

Due to the high costs of DAAs, manu-

facturers offer programs to help patients 

with payment and delivery of medica-

tions. Each manufacturer has its own 

qualifying criteria. The following list 

can help pharmacists guide patients 

toward more information about these 

programs.

}  GLE/PIB: www.mavyret.com; 

1-877-628-9738

}  EBR/GZR: www.merckhelps.

com; 1-800-405-5810.

}  LDV/SOF, SOF/VEL, SOF/

VEL/VOX or SOF: www.

mysupportpath.com; 1-855-769-

7284.

}  PrOD: www.viekira.com; 

1-844-2-PROCEED (1-844-277-

6233).

}  DAC: www.

patientsupportconnect.

bmscustomerconnect.com; 

1-844-442-6663.

}  The Patient Access Network 

Foundation — a nonprofi t 

group that can assist patients 

with treatments cost: www.

panfoundation.org; 1-866-316-

PANF (1-866-316-7263).

Summary

The advent of DAA therapy has led to 

drastic improvements in the treatment of 

HCV within the last decade. Key points to 

consider for DAA therapy include:

}  NS3/4A-containing regi-

mens are all contraindicated in 

patients with decompensated 

hepatic failure.

}  Sofosbuvir-containing reg-

imens are contraindicated 

in severe renal impairment 

(CrCL < 30mL/min).

}  Velpatasvir- and ledipas-

vir-containing regimens have 

signifi cant interactions with 

acid-suppressing drugs.

}  Sofosbuvir-containing reg-

imens carry an important 

interaction with amiodarone.

Most clinically important inter-

actions with DAA regimens involve 

one or more of the enzymes listed in 

Table 2. Care should be taken when 

prescribing agents that competitively 

inhibit or induce the enzymes respon-

sible for DAA metabolism and trans-

port because DAAs may also be offend-

ing agents in producing toxicity from 

other drugs.   

Lindsey M. Childs-Kean, PharmD, MPH, 

BCPS, is clinical assistant professor at the 

University of Florida College of Pharmacy, 

Gainesville. Kevin Deemer and Carlos 

Madruga received their doctor of pharmacy 

degrees there in 2018.

References are available online at http://bit.ly/HepCAdvances . 
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q BUY-SELL-BROKER

18 YEARS EXPERIENCE

Successful completion of 500 sales

KNOWLEDGE and EXPERIENCE

Six principals advising our clients

NATIONAL COVERAGE 

Coast-to-coast personalized service

STRAIGHT TALK 

Reality-based valuations; best outcomes

COMPLETE CONFIDENTIALITY 

At all times, for your benefit

COMPETITIVE FEES

Pay when you sell; no upfront fees

Contemplating the Sale of Your Pharmacy?
Select the largest, most experienced advisor to assist you.

www.buy-sellapharmacy.com  |  877-360-0095

SIX REGIONAL SPECIALISTS 
PROVIDING PERSONAL ATTENTION

We Work Only For You!  

q GENERIC DISTRIBUTOR

CONNECT 

Joanna Shippoli
RECRUITMENT MARKETING ADVISOR

(800) 225-4569, ext. 2615 t joanna.shippoli@ubm.com

and career professionals

Post a job today

www.modernmedicine.com/physician-careers

Reach highly-targeted, market-speci⇒ c 
business professionals, 

industry experts and prospects by 
placing your ad here!

MARKETPLACE 

CAN WORK 

FOR YOU!
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q BUY-SELL-BROKER

Selling your pharmacy? 

WHO YOU WORK  
WITH MATTERS

Daniel J. Lannon, RPh, Broker 
Pharmacy Consulting Broker Services

888.808.4RPH (4774)
dan@pharmacycbs.com
• Experienced • Licensed • Insured

CORPORATE MEMBER

Considering using an unlicensed, 

uninsured or inexperienced consultant 

or broker? Considering working with 

your wholesaler or directly with a chain?  

INDEPENDENT PHARMACY 
OWNERS BEWARE!

I represent YOUR BEST INTERESTS.

I bring in MULTIPLE BUYERS.

I will get you the HIGHEST PRICE.

We represent pharmacy owners 

NATIONWIDE.
We can handle ANY SIZE transaction. 
CALL TODAY!

© 2017 Pharmacy Consulting Broker Services.

For information, call Wright’s Media 

at 877.652.5295 or visit our website at 

www.wrightsmedia.com

Leverage branded content from 

 Drug Topics to create a more powerful 

and sophisticated statement  

about your product, service,  

or company in your next  

marketing campaign.  

Contact Wright’s Media  

to find out more about how we can  

customize your acknowledgements  

and recognitions to enhance your  

marketing strategies.

Content Licensing 

for Every Marketing 

Strategy

Marketing solutions fit for:

Outdoor

Direct Mail

Print Advertising

Tradeshow/POP Displays

Social Media

Radio & TV

mailto:dan@pharmacycbs.com
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q EDUCATION

presentspresentspreesentss

This is not only a testing site, but also an 

educational tool to help you learn and 
understand. With our extensive database 
and full explanation of the correct 

answers, PRONTOTESTING is your one 

stop testing site to help prepare you.

TESTS AVAILABLE
Simulated NAPLEX Practice Test

Quickcard Summary

Math Practice

Random Math Test

Long Math Test

Cheryl’s Test From Hell

BUYING OPTIONS:
Pay Per Test - Pricing Varies
1 Month Unlimited Testing - $99.00
2 Months Unlimited Testing - $149.00
3 Months Unlimited Testing - $179.00
6 Months Unlimited Testing - $279.00

OR
Buy our NAPLEX® Combo Deal 

for $499.00 and Get 1 Month FREE.

NAPLEX® TESTING
USING YOUR COMPUTER 

OR SMART PHONE

www.prontotesting.com

www.prontotesting.com

q BROKERS

FOR PRODUCTS AND 

SERVICES ADVERTISING: 

PATRICK CARMODY at 440-891-2621

Email: pcarmody@advanstar.com
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ADVERTISING: 

JOANNA SHIPPOLI at 

(800) 225-4569 x 2615

E-mail: Joanna.Shippoli@ubm.com
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ADVERTISING

MARKETPLACE CAN WORK FOR YOU!
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I
’ve been precepting students for the past 10 

years, and #61 and #62 are currently staying 

with my wife Denise and me in our home, 

about two hours from the University of Pitts-

burgh. This Rural Pharmacy Rotation is sought 

after by the serious community pharmacy stu-

dents because of our involvement in working in phy-

sicians’ clinics, where we provide pharmacy con-

sultation to the providers. 

Denise works at the Centre Volunteers in Medicine 

(CVIM) in State College, PA, which provides care to 

the neediest of all patients, the uninsured. Denise 

does a stellar job getting medications from all kinds 

of resources such as AmeriCares, Direct Relief, phar-

maceutical reps, and MAP programs. She cares for 

people released from prison and many other patients 

who have no insurance. Her situation is unique: her 

patients get brand name drugs that are usually not 

covered by most insurance plans, thanks to the gen-

erosity of the manufacturers. She works with numer-

ous volunteers from an assortment of healthcare 

careers—physicians, CRNPs, and nurses. State Col-

lege, home to Pennsylvania State University, is one of 

the more affl uent communities, and their fundraising 

efforts are most successful in supporting this clinic.

The clinic I work in is a direct-pay family practice 

clinic. Zane Gates, MD, founder of the Empower-3 

clinic, works tirelessly on this model to remove the 

insurance companies from the examination room. 

Gates’ clinic is a modern family practice offi ce that 

caters to the underserved, the Medicaid population, 

and business groups who buy “memberships” for 

their employees at a nominal monthly cost. Gates 

uses his pharmacists and his physician assistants, to 

provide excellent care at a reasonable cost. The phar-

macist sees the patient fi rst, cleans up the med list, 

verifi es adherence, pends refi lls that are needed, and 

discusses smoking cessation with the patient, before 

the provider even walks into the room. 

The question every student asks either Denise or 

me is, “So how did you get a position like this?” The 

answer can be distilled down to one word: Connec-

tions.  I met Gates at a mutual friend’s party about 

six years ago. He asked me to develop a formulary to 

help him care for his working poor. Working with 

my wife, daughter, and son-in law, we developed 

a usable formulary where the drugs cost less than 

“Denise 

works 

directly with 

the volunteer 

physicians 

and 

residents 

from Hershey 

Medical 

Center. The 

position is a 

dream job for 

her. She has 

never been 

happier in 

her career.”

Create the Job You Want

Peter A. Kreckel, BSPharm

DISPENSED AS WRITTEN

$10 a month. He was pleased, and 

when he got funding from the State 

Health Department for a pharma-

cist for four hours a week, I came 

to mind. After the grant expired, 

he was able to keep me on. Four 

days a week, he has a pharmacist 

staffi ng his clinic. I cover two of 

those days. 

Denise got her position at CVIM 

when the manager came to her 

and asked if she knew of a phar-

macist who would be interested in 

covering 12 hours a week. Denise 

offered two names, who were not 

interested, so she decided this was 

an opportunity to practice clinical 

pharmacy. She works directly with 

the volunteer physicians and resi-

dents from Hershey Medical Center. 

The position is a dream job for her, 

allowing her to break away from 

the “golden handcuffs.”  She has 

never been happier in her career.

Nothing pleases me more when 

I get to share in the success of my 

past student pharmacists. Student 

#15, Mike Geishauser, a resident 

of Altoona who graduated from 

Duquesne University five years 

ago, called me and asked if he could 

shadow me at Gates’ clinic, because 

he landed a position at Altoona Fam-

ily Physicians as a full-time clini-

cal pharmacist. How did Mike get 

his dream job?  He was persistent 

in showing the supervising phy-

sician articles, information, and 

proof of the value of a pharmacist 

in a family practice clinic. We had 

an awesome day together, and I 

shared my protocols and my expe-

rience in the clinic. 

I tell every student that you won’t 

fi nd a job like I have, you have to 

create a job like I have. Mike is proof 

of that.  

PETE KRECKEL, 
BSPHARM,

practices independent 

community pharmacy 

in Altoona, PA. 

He welcomes 

your e-mails at

 

pharmcanoe@aol.com

mailto:pharmcanoe@aol.com
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