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It’s Time to 
Prepare for Seasonal 
Respiratory Viruses 

A
s you pull this issue from your mailbox, cold and fl u sea-

son is in full swing. You, your employees, or your families 

already may have had a seasonal brush with the common 

cold or infl uenza, or a more serious respiratory illness like 

pneumonia or COVID-19. As health care providers, our read-

ers are aware of the role that preventive measures such as masking 

and social distancing play in preventing the spread of viruses; vacci-

nation is equally important. 

In our November cover story, we take a closer look at pneumonia 

treatment and management, and the role pharmacists play in educating 

patients. According to the American Thoracic Society,1 pneumonia is—

apart from childbirth—the most common reason adults in the United 

States are admitted to the hospital. Although older adults have a higher 

risk of getting pneumonia, children and young adults are not immune. 

Elsewhere in this issue, our editorial team covers the potential role 

of cannabinoids in mitigating the opioid crisis; how health care pro-

viders can be more e� ective scientifi c communicators; and what the 

midterm election results might mean for pharmacies and pharmacists 

across the country. 

In our next issue, we will share the results of our annual salary 

survey. We will also be sharing the results of the 2022 Year in Review 

survey, conducted in partnership with the Health Care business of Lex-

isNexis Risk Solutions. This is the third year we have partnered on this 

survey, and we look forward to sharing the vaulable insights gathered 

about the top trends in pharmacy. 

As always, thank you for reading,

Mike Hennessy Jr
President and CEO
of MJH Life Sciences®

REFERENCE:
1.   Top 20 pneumonia facts—2019. American Thoracic Society. Accessed October 17, 2022.  https://www.

thoracic.org/patients/patient-resources/resources/top-pneumonia-facts.pdf
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*Shake well before 
administering.

IMPORTANT SAFETY INFORMATION 
ZONISADE™ (zonisamide oral suspension), 100 mg/5 mL

ZONISADE is indicated as adjunctive therapy for the treatment of partial-onset seizures 
in adults and pediatric patients 16 years of age and older.

Inform patients that a calibrated measuring device is recommended to measure and 
deliver the prescribed dose accurately. A household teaspoon or tablespoon is not an 
adequate measuring device.

ADDITIONAL IMPORTANT SAFETY INFORMATION
Contraindications

Known hypersensitivity to sulfonamides, zonisamide, or any formulation ingredients.

Warnings and Precautions

Potentially fatal reaction to Sulfonamides: Fatalities have occurred as a result of severe 
reactions to sulfonamides (ZONISADE is a sulfonamide) including Stevens-Johnson 
syndrome, toxic epidermal necrolysis, fulminant hepatic necrosis, agranulocytosis, 
aplastic anemia, and other blood dyscrasias. If signs of hypersensitivity or other serious 
reactions occur, discontinue ZONISADE immediately.

Serious Skin Reaction: Serious skin reactions (Stevens-Johnson syndrome and 
toxic epidermal necrolysis) have been reported. Consideration should be given to 
discontinuing ZONISADE in patients who develop an otherwise unexplained rash. If 
the drug is not discontinued, patients should be observed frequently. Inform patients 
about the signs of serious skin reactions.

Serious Hematologic Events: Aplastic anemia and agranulocytosis have been reported 
in patients who received zonisamide treatment. There is inadequate information to 
assess the relationship, if any, between dose and duration of treatment and these events.

Drug Reaction with Eosinophilia and Systemic Symptoms (DRESS)/Multi-Organ 
Hypersensitivity: Drug Reaction with Eosinophilia and Systemic Symptoms (DRESS), 
also known as multi-organ hypersensitivity, has occurred with zonisamide. Some 
of these events have been fatal or life-threatening. If signs or symptoms of DRESS 
are present, the patient should be evaluated immediately. ZONISADE should be 
discontinued if an alternative etiology for the signs or symptoms cannot be established.

Oligohidrosis and Hyperthermia in Pediatric Patients: ZONISADE is not approved 
for use in pediatric patients below 16 years of age. Pediatric patients appear to be at 
an increased risk for zonisamide-associated oligohidrosis and hyperthermia. Patients, 
especially pediatric patients, treated with ZONISADE should be monitored closely for 
evidence of decreased sweating and increased body temperature, especially in warm 
or hot weather. Caution should be used when ZONISADE is prescribed with other 
drugs that predispose patients to heat-related disorders; these drugs include but are 
not limited to, carbonic anhydrase inhibitors and drugs with anticholinergic activity.

Acute Myopia and Secondary Angle Closure Glaucoma: Acute myopia and 
secondary angle closure glaucoma have been reported in patients receiving zonisamide. 
Elevated intraocular pressure can lead to serious sequelae, including permanent vision 
loss if left untreated. Symptoms typically occur within one month after initiating 
zonisamide therapy. The primary treatment to reverse symptoms is the discontinuation 
of zonisamide. Myopia and secondary angle closure glaucoma usually resolve or 
improve after discontinuation of zonisamide.

Suicidal Behavior and Ideation: Antiepileptic drugs (AEDs), including ZONISADE, 
increase the risk of suicidal thoughts or behavior in patients taking these drugs for 
any indication. Patients treated with any AED for any indication should be monitored 
for the emergence or worsening of depression, suicidal thoughts or behavior, and/or 
any unusual changes in mood or behavior.

Metabolic Acidosis: Metabolic acidosis was commonly observed in adults and pediatric 
patients in clinical trials and is caused by renal bicarbonate loss due to the inhibitory 
effect of zonisamide on carbonic anhydrase. Pediatric patients may be more likely to 
develop metabolic acidosis than adults. Conditions or therapies that predispose to 
acidosis (such as renal disease, severe respiratory disorders, status epilepticus, diarrhea, 
ketogenic diet, or specific drugs) may be additive to the bicarbonate lowering effects of 
zonisamide. Measurement of baseline and periodic serum bicarbonate during treatment 
is recommended. If metabolic acidosis develops, consideration should be given to either 
dose reduction or discontinuation of therapy using dose tapering.

Seizures on Withdrawal: As with other AEDs, abrupt withdrawal of ZONISADE in 
patients with epilepsy may precipitate increased seizure frequency or status epilepticus. 
Dose reduction or discontinuation of ZONISADE should be done gradually.

Teratogenicity: ZONISADE may cause fetal harm when administered to pregnant 
women and should be used during pregnancy only if the potential benefit justifies the 
potential risk to the fetus. Women of childbearing potential who are given ZONISADE 
should be advised to use effective contraception. 

Cognitive/Neuropsychiatric Adverse Events: Use of zonisamide was frequently 
associated with central nervous system-related adverse reactions including psychiatric 
symptoms, cognitive dysfunction, and somnolence or fatigue.

Hyperammonemia and Encephalopathy: Hyperammonemia and encephalopathy have 
been reported with the postmarketing use of zonisamide. The risks may be increased in 
patients treated with zonisamide and concomitantly taking valproic acid or topiramate. 
Measure serum ammonia concentration if signs or symptoms of encephalopathy occur. 
Hyperammonemia resulting from zonisamide resolves when zonisamide is discontinued. 
Hyperammonemia from zonisamide may resolve or decrease in severity with a decrease 
of the daily dose.

Kidney Stones: ZONISADE may increase the risk for kidney stones. Instruct patients to 
stay well hydrated while taking ZONISADE.

Effect on Renal Function: ZONISADE can cause an increase in serum creatinine and 
blood urea nitrogen (BUN). ZONISADE should be discontinued in patients who develop 
acute renal failure or a clinically significant sustained increase in the creatinine/BUN 
concentration. ZONISADE should not be used in patients with renal failure (estimated 
[GFR] < 50 mL/min) as there has been insufficient experience concerning drug dosing 
and toxicity.

Status Epilepticus: Status epilepticus has been reported at a rate of 1% across all 
controlled and uncontrolled epilepsy studies in patients treated with zonisamide.

Laboratory Tests: ZONISADE may increase serum chloride and alkaline phosphatase, 
and decrease serum bicarbonate, phosphorus, calcium, and albumin. Clinical 
management should include a periodic assessment of laboratory values.

Adverse Reactions

The most common adverse reactions with ZONISADE (an incidence at least 4% greater 
than placebo) in controlled clinical trials and shown in descending order of frequency 
were somnolence, anorexia, dizziness, ataxia, agitation/irritability, and difficulty with 
memory and/or concentration.

Drug Interactions

ZONISADE should be used with caution if used in combination with alcohol or other 
CNS depressants. Concomitant use of ZONISADE with any other carbonic anhydrase 
inhibitor may increase the severity of metabolic acidosis and may also increase the 
risk of kidney stone formation.

USE IN SPECIFIC POPULATIONS
Pregnancy
ZONISADE may cause serious adverse fetal effects, based on clinical and nonclinical data.

Advise pregnant patients to enroll in the NAAED Pregnancy Registry. This can be done 
by calling the toll-free number 1-888-233-2334 and must be done by patients themselves.

Lactation
Zonisamide is excreted in human milk. Because of the potential for serious adverse 
reactions in nursing infants from ZONISADE, a decision should be made whether to
discontinue nursing or to discontinue the drug, taking into account the importance of 
the drug to the mother.

Female and Males of Reproductive Potential
Based on animal data, ZONISADE can cause fetal harm when administered to a pregnant 
woman, and female fertility may be compromised with ZONISADE.

Pediatric Use
The safety and effectiveness of ZONISADE in pediatric patients below the age of 16 have 
not been established.

The Important Safety Information does not include all the information needed to 
use ZONISADE safely and effectively. For additional safety information, please see 
the accompanying full Prescribing Information for ZONISADE.

To report SUSPECTED ADVERSE REACTIONS, contact Azurity Pharmaceuticals, Inc. 
at 1-800-461-7449, or FDA at 1-800-FDA-1088 or www.fda.gov/MedWatch.

HCP-ZON-2.0

Visit ZONISADE.com

The ONE and ONLY ready-to-use* 
liquid zonisamide

Finally, an alternative to zonisamide capsules

NOW AVAILABLE

© 2022 Azurity Pharmaceuticals, Inc. All Rights Reserved.
All trademarks referred to are the property of their respective owner(s).
Product labeling, packaging, and imagery are for representation purposes only.
------------
PP-ZON-US-0002

Please see the full Prescribing Information at ZONISADE.com.
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Featured Broadcasts
TOP TWEETS

On @Drug_Topics, @BdandCo’s 
@jordancardinal7 discusses what pharmacists 
can expect this #fl u season and how BA.5 
#COVID19 variants will impact the eff ec-
tiveness of testing #VeritorTestandGo 
#TSEclientwork Watch the full segment 
here:
https://bit.ly/3TfzuSc 

The Sway Eff ect 
@SwayEff ect

Our Rich Tremonte and Giulio Burzacca 
recently joined @Drug_Topics to discuss 
the evolution of the independent pharmacist’s 
role across the globe, its impact on consumer 
trends, & how we are using innovative solutions 
to support customers across the globe.
https://bit.ly/3COzMtR

AmerisourceBergen
 @Healthcare_ABC

Experts say that while #vaccinehesitancy
is not a new problem, it’s “escalated in scope 
and scale.” @Drug_Topics outlines how 
#pharmacists can address this issue for 
the #fl u, #covid, and more:
https://bit.ly/3TaEEPq

MaxCare 
@MaxCareRx

Pharmacies have come a long way in their 
use of data analytics, including improving 
medication adherence, DrFirst’s Heidi 
Polek, RPh, tells @Drug_Topics. See 
what she and other RPh’s say about 
how pharmacies are using big data and 
analytics. 
https://bit.ly/3TfzK3C 

DrFirst 
@DrFirst

Notable Quotables
—Joseph Mann 
MSN, FNP-C, ON THE ROLE OF PHARMACISTS 
AMID EMERGING COVID-19 VARIANTS.

”
“Pharmacies are in a very unique position to really address 
the [COVID-19] pandemic; they really are, potentially, 
a one-stop shop. They have not only the testing options 
available…but they also have medications like Tamiflu 
[oseltamivir] for influenza and Paxlovid [nirmatrelvir/
ritonavir] and other medications for COVID-19.”

“
READ MORE: 

https://bit.ly/3SU0h73 

Wellbeing Checkup™: Managing 
the Burden of Skin Conditions
Psoriasis and other skin conditions 
a� ect quality of life and mental health. 
Although the physical and psychological 
burdens of these conditions require ther-
apeutic management, exercise and other 
self-care activities can also contribute to 
positive outcomes. Patrick Burnett, MD, 
PhD, FAAD, chief medical o�  cer of Ar-

cutis Biotherapeutics in Westlake Village, California, discusses behavioral health 
risk factors for patients with skin diseases and non–drug-related strategies that 
may help in managing symptoms.

WATCH: https://bit.ly/3ytjjsH 

WATCH: https://bit.ly/3Mps8cz 

WATCH: https://bit.ly/3SXJzni

Second Opinion™: The Legal Side 
of Cannabidiol 
Jonathan Miller and Eric Wang sit down 
to discuss the 2023 Farm Bill and what 
it could mean for the cannabidiol (CBD) 
industry. The bill could make CBD legal 
and subject to the same regulations as 
dietary supplements. However, questions 
remain such as whether the bill would 

address intoxicating compounds, like delta-8, which have signi� cantly muddied 
the waters. Miller and Wang also discuss what legalization would mean, including 
quality measures and a steadying of the business, and what the timeline for the 
bill looks like.

Deep Dive™: Deep Dive Into 
Pharmaceutical Spending 
Doug Long, vice president of industry 
relations at IQVIA, discusses the specialty 
and traditional categories in pharmaceuti-
cal spending and the parsing of them into 
smaller subcategories. 

Drug Topics® November 202216 DrugTopics.com

INTERACTIVE
Get breaking news and 
expert insights delivered 
directly to your inbox.

Sign up for Drug Topics® e-newsletters

@drug-topics@Drug_Topics facebook.com/DrugTopics@DrugTopics



Drug Topics®November 2022 17DrugTopics.com Drug Topics®November 2022 17DrugTopics.com

Keys to Managing Gestational 
Diabetes in the Pharmacy
Patients can face risks like hypertension and difficult delivery.   
By Karen Berger, PharmD

D
eveloping in women during 
pregnancy and differing from 
preexisting or pregestational 
diabetes, gestational diabetes 
can affect up to 10% of preg-
nancies in the United States 

annually.1 Although women with gesta-
tional diabetes usually see their blood 
glucose levels return to normal after 
childbirth, approximately 50% of these 
patients will develop type 2 diabetes.1

Patients with gestational diabetes are 
at increased risk of hypertension during 
pregnancy. Babies of mothers with ges-
tational diabetes are at higher risk for 
issues1 such as large birth weight  
(9 lbs or more) and difficult delivery, 
low blood glucose, preterm birth, and 
type 2 diabetes later in life.

To diagnose gestational diabetes, 
a glucose challenge test is performed 
between 26 and 28 weeks of pregnancy. 
The patient drinks a glucose bever-
age and has blood drawn 1 hour later. 
Women who test positive will typically 
need a glucose tolerance test. A larger 
or more concentrated glucose drink is 
consumed, and blood is drawn 1, 2, and 
3 hours afterward. Based on the results, 
the health care provider may suggest 
dietary changes followed by retesting in 
several weeks. If 2 or more readings are 
abnormal, the patient will receive a diag-
nosis of gestational diabetes.2

Gestational diabetes treatment can 
include dietary and exercise changes as 
recommended by the patient’s health 
care provider, as well as blood glucose 
testing and medication or insulin injec-
tions.1 The American Diabetes Associa-

tion recommends the following target 
blood glucose levels during pregnancy3:

•  Before meals/fasting: ≤ 95 mg/dL
•  An hour after a meal: ≤ 140 mg/dL
•  Two hours after a meal: ≤ 120 mg/dL

“I think it’s important to remember 
that with the gestational population, 
it is likely their first exposure to being 
diabetic, so everything is new to them—
and likely overwhelming, on top of being 
pregnant,” said Stephanie Redmond, 
PharmD, CDE, BC-ADM, founder and 
vice president of DrStephanie’s. Whereas 
patients with preexisting diabetes may 
need help managing their insulin doses, 
those with gestational diabetes are 
“starting from scratch with carb count-
ing, how to inject insulin, and general 
diabetes education with targets,” Red-
mond added. 

Redmond offered 5 tips to pharma-
cists helping patients manage gesta-
tional diabetes.

1 Reinforce the importance of 
medication and/or insulin adher-

ence. “Medication adherence is extra 
vital and important in this population,” 
she said. “This has short-term and seri-
ous implications; adhering to medica-
tions and/or insulin correctly can mean 
drastically different outcomes for their 
babies from birth.”

2 Take extra time to ensure 
patients pick up insulin and 

understand proper injection tech-
nique, storage, and timing. Pharma-
cists can also counsel patients on man-
aging hypoglycemia. “It may be worth a 
follow-up phone call if you see that they 
are not refilling their insulin on time,” 

Redmond explained.  “Set expectations 
that they likely will need increas-
ing insulin doses over time, which is 
normal. Remember that this is likely 
overwhelming, so every bit of education 
makes a meaningful difference.”

3 Encourage patients to use a 
continuous glucose monitor 

(CGM) if their insurance pays for it. 
Pharmacists can help patients access 
a FreeStyle Libre coupon, which has a 
$0 co-pay for a 14-day trial. After that, 
if insurance does not pay for the Libre, 
an automatic coupon can be applied so 
that the patient pays $75 for a 1-month 
supply of 2 sensors. Because CGMs are 
dispensed at most pharmacies, pharma-
cists should become familiar with how 
to apply the CGM and how it works in 
order to better assist patients.

4 Educate yourself on dietary sup-
plements. “Consider that you may 

be a resource for their dietary supple-
ment questions,” Redmond added. One 
recommended source for this education 
is a recent article published in Frontiers 
in Nutrition in April 2022.4 

5 Spend time with your patients. 
Pharmacists are noted experts in 

medications, but Redmond said some 
of the most valuable time spent with 
patients with gestational diabetes were 
times where she was able to provide 
counsel on dietary advice or drug 
affordability, and more as a “listen-
ing ear to their frustrations,” she said. 
“Sometimes, this is the most valuable 
time you can spend with them.” 

For references, visit drugtopics.com.
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A 
text message reminder 
can raise full vaccina-
tion rates for the flu 
vaccine, according to 
a recent study in pub-
lished in Pediatrics.1

This finding is based on a ran-
domized clinical trial from the 
2017-2018 and 2018-2019 influ-
enza seasons, which involved 
2086 parents or primary caregiv-
ers throughout 50 primary care 
offices and 24 states; these offices 
were primarily part of the Amer-
ican Academy of Pediatrics' prac-
tice-based research network.

A cohort of primary caregivers 
received scheduled text messages 
in their preferred  
language, reminding them about 
the importance of the influenza 
vaccine, including the second 
dose. Researchers found that text 
message reminders led to more 
children getting the second dose 
of the influenza vaccine, many 

of whom received it sooner than 
they would have otherwise. 

In the test group, 83.8% of 
children received a second dose 
by the end of the season, while 
only 80.9% of the control group, 
which did not receive text mes-
sage reminders, received a second 
dose. It was also found that 62.4% 
of families that received the text 
reminder got the vaccine by day 
42, while 55.7% of the families 
that did not receive the reminder 
did the same.

These results led research-
ers to conclude that text message 
reminders effectively raise vac-
cination rates but recommend 
further research on a broader 
implementation of text message 
reminders.

This article originally appeared in  
Contemporary Pediatrics®.

For full list of references, visit  
Contemporary Pediatrics.com

Text Message 
Reminders Raise Flu 
Vaccination Rates
In a recent study, researchers found that text message 
reminders led to increased influenza vaccination rates, along 
with many receiving the vaccine sooner. By Celeste Krewson

Text message reminders effectively raise 
vaccination rates, but researchers 
recommend further study of a broader 

implementation of texted message reminders.

62.4% 
of families that  
received the text 
reminder got the  
vaccine by day 42.
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I
n late 2021, when the CDC 
announced the most recent 
data on drug overdose deaths 
in the United States, the num-
bers were stark: more than 
100,000 Americans died during 

a 12-month period ending in April 
2021—an increase of 28.5% from the 
previous year.1 Opioid-specific deaths 
also increased, from 56,064 to 75,673, 
during that same period. 

Researchers are already looking 
outside opioids for pain relief, and 
cannabinoids are being considered 
as one solution. But when it comes to 
harm reduction, investigators are also 
reviewing the potential for cannab-
inoids as a treatment for opioid use 
disorder (OUD) itself. 

“With increased public interest in 
the possible therapeutic advantages 
of cannabis and cannabinoids in the 
treatment of OUD, several states have 
added—or considered adding—OUD 
as an indication of their state’s medi-
cal marijuana program,” said Tatyana 
Franklin, PharmD, founder and owner 
of Skin Rx-Pert LLC.  

CANNABINOIDS AS  
HARM REDUCTION 
In recent years, multiple studies have 
evaluated whether cannabis use can 
help individuals recover from OUD 
or can serve as a safer pain manage-
ment approach than pharmaceutical 
opioids. Results of these studies have 
been promising. 

A study2 by the Recovery Research 
Institute, a nonprofit research insti-
tute of Massachusetts General Hospi-
tal and an affiliate of Harvard Medi-
cal School in Boston, saw researchers 
looking at the relationship between 
cannabis and OUD. Data from 2 
measurement periods (2001-2002 
and 2004-2005) from the National 
Epidemiological Survey on Alco-
hol and Related Conditions were 
utilized in the study. One goal was 
to determine whether marijuana 
could be used as an alternative to 
opioid medications for individuals 
living with chronic pain; another 
was to evaluate whether marijuana 
use might predispose someone to 
develop a drug use disorder includ-
ing, but not limited to, OUD.

The researchers found that can-
nabis users had 3.5 times’ greater 
odds of any opioid use and 2.6 times’ 
greater odds of new-onset opioid use 
3 years later. These results were simi-
lar even after adjusting for the many 
potential factors that could explain 
this relationship.

Despite these data, cannabis 
derivatives are being explored as 
novel drugs to treat OUD. Sampson 
Asumadu, PharmD, a pharmacist at 
AdCare Hospital, an American Addic-
tion Centers treatment facility in 
Worcester, Massachusetts, noted that 
use of approved therapies to treat 
OUD is centered primarily on 2 drugs, 
methadone and buprenorphine, 
which are addictive and have the 
same properties as opioids—which 
cannabis does not have. In fact, active 
chemicals in cannabis have been 

shown to treat withdrawal symptoms 
and decrease cravings, whether taken 
by itself or as an adjunct.3 Perhaps 
most importantly, it is—in some parts 
of the country—easily available at 
the state level.

“Using cannabis to treat OUD 
shows a different treatment path 
than the use of…methadone and 
buprenorphine, which in themselves 
are addictive and may present other 
problems down the road for the 
patient,” Asumadu said. “Pharmaco-
logically, the mechanism of action of 
cannabis is different from that of opi-
oid substitutes, making it more appro-
priate to use in treatment of OUD 
by itself. The use of cannabis in OUD 
treatment also removes the stigma 
attached to the use of methadone and 
buprenorphine by patients for detox.”

Daniele Piomelli, PhD, distin-
guished professor of anatomy and 
neurobiology at the University of 
California, Irvine School of Medicine, 
explained that cannabis usage as a 
harm reduction method is accom-
plished in 2 main ways: coping with 
withdrawal symptoms and helping 
prevent relapse into opioid use. 

“Because cannabis may enhance 
the beneficial effects of opioid pain-
killers, it may be used to reduce [the] 
opioid dose,” he added. “We don’t 
know if there are any benefits. In fact, 
there is some evidence that using can-
nabis may aggravate depression and 
anxiety in persons with OUD. But the 
quality of the evidence is still very 
limited and, as always with cannabis, 
there are no robust clinical trials that 
address the issue.”  

Are Cannabinoids Key to Harm 
Reduction in Opioid Use Disorder?
Cannabinoids lack the habit-forming mechanism of action found in 
methadone and buprenorphine, unlocking new potential for the drug.  
By Keith Loria
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THE PHARMACISTS’ ROLE
“The legal and logistical challenges in obtaining conven-
tional medications make cannabis more attractive,” said 
Asumadu. Cannabis, though, has been decriminalized 
across much of the United States, and in some areas is 
easier to obtain than methadone or buprenorphine, “mak-
ing it more attractive to recommend.”

But pharmacists need to be careful of what they say. 
Cannabis remains classified by the United States Drug 
Enforcement Administration as a Schedule I substance 
with no medicinal use, meaning that on a federal level it 
is a criminal offense to obtain, dispense, or sell cannabis. 
“This also makes it a federal offense for any institution 
receiving federal funding,” Asumadu explained. “Although 
some states have made cannabis legal, it is still illegal 
under federal law, which supersedes state laws and puts 
pharmacies and pharmacists at risk of losing payments, 
reimbursements, and their federal licenses.” And navigat-
ing these laws, Asumadu added, is a significant challenge 
for pharmacists.

This means that, for now, pharmacists stay away from 
championing this approach to patients. Legality aside, 
Piomelli would argue against making such a recommen-
dation before more evidence is collected. “Some states 
include OUD in the list of conditions eligible for [medical] 
cannabis use, and many [individuals] interpret that as 
an endorsement,” he said. “That is not the case, however, 
because such recommendations are based more on anec-
dotes and political pressure than on data.”

Academic curricula in pharmacy, medicine, and nurs-
ing are still saying very little about cannabis. The main 
challenge, then, is to answer questions from patients in 
a way that is empathetic and based on evidence. How to 
do this, given the current lack of knowledge, is difficult, 
Piomelli said. “What I would say to a person with OUD 
who is determined to try cannabis is ‘start low and go 
slow.’”

Although current evidence does not justify the inclu-
sion of cannabis or cannabinoids as therapy for OUD, 
Franklin pointed out that “researching the possible thera-
peutic uses of properly selected cannabis components or 
cannabinoids to treat certain features of OUD has scien-
tific relevance.”

Given the high rates of treatment dropout among 
patients receiving therapy for OUD, treatments that 
enhance clinical outcomes are particularly important. 
“Further research into the potential therapeutic uses 
of cannabis and cannabinoids in the treatment of OUD 
is warranted, but it must be done with the same rigors 
that we expect of other pharmaceutical products,” Frank-
lin said. “Policy makers and physicians should avoid pro-
moting cannabis and cannabinoids as evidence-based 
therapies for OUD until further research is available.

For references, visit drugtopics.com.

“With increased public 
interest in the possible 
therapeutic advantages of 
cannabis and cannabinoids 
in the treatment of OUD, 
several states have added—
or considered adding—OUD 
as an indication of their 
state’s medical marijuana 
program.”
Tatyana Franklin, PharmD
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Besides providing 
education and 
counseling, 
pharmacists play 
a key role in the 
administration of 
vaccines.
By Keith Loria

PNEUMONIA
IN THE PHARMACY

TACKLING
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s cold and fl u season approaches, another 
respiratory infection should be top of mind 
for health care providers. In the United States, 
approximately 1 million adults require hospi-
tal care due to pneumonia each year, of whom 
50,000 die, according to the American Tho-
racic Society (ATS).1 Pneumonia is also the 
most common cause of sepsis and septic shock, 
accounting for 50% of all episodes, and the rate 

of pneumonia-associated deaths has not improved, even with 
widespread introduction of antibiotic therapies.1

Joan Kapusnik-Uner, PharmD, FCSHP, FASHP, vice president 
of clinical content at First Databank, began her clinical training 
and practice in infectious diseases, including oversight of inpa-
tient hospital antibiotic stewardship and ambulatory clinic fol-
low-up visits. She noted that community-acquired pneumonia 
(CAP) causes signifi cant morbidity and mortality, and requires 
quick action when symptoms appear. Risk mitigation or preven-
tion strategies also are important. “Even a small amount of con-
tinuing education coursework or reading can go a long way for 
staying informed about pneumonia management,” she noted. 

The Society of Infectious Diseases Pharmacists gives mem-
bers opportunities to stay informed. The Infectious Diseases 
Society of America (IDSA) also provides treatment guidelines 
and the latest updates.

Ramzan Judge, PharmD, BCCCP, clinical coordinator, phar-
macy at Deborah Heart and Lung Center, Browns Mills, New Jer-
sey, has spent the past 7 years working in an inpatient setting 
with providers to discern appropriate treatment, duration, and 
monitoring of outcomes, with most patients having either an 

A

DrugTopics.com

“Pharmacists working in a retail setting 
are already inundated with responsibilities, 
with minimal help. To increase the reach 
of the pharmacists, there needs to be 
dedicated time for [these] valuable services.”

—Ramzan Judge, PharmD, BCCCP
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active case or a past medical history 
of pneumonia. 

According to Judge, pharmacists 
have become more involved in pneu-
monia management over the years 
and—as with many areas in health 
care—their role continues to evolve. 
“In an inpatient setting, pharma-
cists play an invaluable role in help-
ing treat and monitor patients on 
various antimicrobial therapies,” he 
explained. “From renal dose adjust-
ments to de-escalating [or] escalat-
ing therapies as needed, [these] are 
some of the valuable insights phar-
macists o� er daily. This is very telling 
in today’s climate. Similarly, as phar-
macists, we are sought after for our 
ability to be meticulous in identify-
ing drug-drug or drug-disease inter-
actions.”

Rashmi Phumatia, senior health 
care analyst at Market Research Future, 
has been tracking the market for diag-
nosing and managing pneumonia for 
the past 6 years. Throughout the pro-
ject’s duration, researchers have cre-
ated connections with key opinion 
leaders including within the supply 
chain, in research, and in professional 
associations, as well as independ-
ent consultants who are signifi cant 

stakeholders in the pneumonia man-
agement industry. Reports are released 
on a quarterly, half-yearly, or yearly 
basis depending on the kind of devel-
opments in the market.

“[Pneumonia management] has 
been steady over the past few years,” 
Phumatia said. “Depending on the 
severity of the pneumonia, the 
patient’s comorbid conditions, and any 
potential risk factors for drug-resistant 
bacteria, pharmacists advise several 
treatment plans, whether the patient 
is receiving care in a hospital or a 
home care setting.”

Health care providers depend 
heavily on antibiotic therapy as a 
sole means of management. Respira-
tory fl uoroquinolones were intro-
duced as an alternative to a combi-
nation of β-lactam and macrolide 
therapy in the 2000s based on the 
results of randomized controlled tri-
als showing e�  cacy.2,3 “However, owing 
to worries about the overuse of these 
broader-spectrum antibiotics, respira-
tory fl uoroquinolones are still only 
prescribed to patients with severe 
β-lactam allergies in some countries,” 
Phumatia said. “Still, they are routinely 
used in the United States and in many 
European nations.”

The Latest Updates
The concept of pneumonia as an 
acute disease is slowly changing. Judge 
said pneumonia can accelerate overt 
chronic diseases, resulting in readmis-
sions. Therefore, it is important to have 
predictive tools for pneumonia availa-
ble to apply in the outpatient setting. 
These validated tools, he said, “will 
allow pharmacists and other providers 
to better [treat] patients.”

Shifting antibiotic sensitivities for 
the microorganisms that cause CAP is 
always an issue that pushes empiric 
use of broader spectrum antibiotics, 
such as third-generation cephalospor-
ins. “There are e� orts to restrict pre-
scribing to narrower spectrum and 
less costly antibiotics such as azith-
romycin, levofl oxacin, amoxicillin/
clavulanate, and doxycycline,” Kapus-
nik-Uner said. “Antibiotics, though 
commonly prescribed, do not come 
without risk such as QT prolongation 
risk in elderly patients taking azithro-
mycin or levofl oxacin… even a short 
course of these antibiotics [posed] a 
risk in elderly patients.” 

Kapusnik-Uner also noted that mor-
bidity and mortality from infl uenza 
infection is of greater concern this 
fall and winter, because the Southern 

There are more than 30 causes of pneumonia, 
according to Johns Hopkins Medicine,5

grouped into categories by the underlying 
cause. Bacterial pneumonia is most commonly 
caused by Streptococcus pneumoniae, while 
viral pneumonia is caused by viruses like 
RSV, influenza, or SARS-CoV-2. Mycoplasma 
pneumonia, caused by Mycoplasma pneumoniae, 
typically causes a milder pneumonia that 
affects all age groups. 
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hemisphere has experienced a very 
difficult season. Experts recommend 
testing for influenza with a rapid 
molecular assay (ie, influenza nucleic 
acid amplification test), which is pre-
ferred over a rapid influenza diagnos-
tic test (ie, antigen test).

Phumatia believes awareness of 
current management protocols, regu-
latory guidelines, and published treat-
ment and management information is 
key to a pharmacist being up-to-date 
on pneumonia management. “In  
conditions such as CAP, this becomes 
more important as there is no gold 
standard of treatment,” she added. For 
example, according to the latest guide-
lines from ATS and IDSA, released in 
2019,4 the therapeutic recommenda-
tion for patients with CAP is a mini-
mum of 5 days’ antibiotic therapy. 

Although there is constant demand 
for and use of macrolide antibiotics for 
adults and amoxicillin for children, there 
is a slow, continuous influx of newly 
approved drugs and therapy in the mar-
ket, which helps grow market capital. 

“As parallel therapy to antibiotics, 
demand for [nonsteroidal anti-inflam-
matory drugs] such as ibuprofen and 
painkillers such as [acetaminophen] 
also witness high consumption,” Phu-
matia said. “We think the market-wide  
consumption of these products is far 
from saturation and will experience 
consistent growth over the next few 
years, fueled by the growing preva-
lence of pneumonia.”

Still, there are concerns related to 
the management of certain types of 
pneumonia, such as CAP, viral pneu-
monia caused by respiratory syncytial 
virus, and pneumonia caused by Pneu-
mocystis jirovecii, which is common and 
responsible for 25% to 30% of all pneu-
monia deaths in infants with HIV.

“There is significantly less medical 
knowledge and, by extension, standard 
treatment and management protocols, 
for these conditions,” Phumatia said. 
“Most of the new industry advances 
have been focused on the same.”

Pneumonia Vaccines 
Pneumococcal vaccines are another 

integral preventive health care meas-
ure. There are several types of these 
vaccines that help prevent lung infec-
tions, especially those infections seri-
ous enough to be considered pneumo-
nia where there may be compromised 
blood oxygenation, changes in mental 
status, and breathing difficulties. 

The 2 main pneumonia catego-
ries for which pharmacists have ready 
access to preventive vaccines are bac-
terial pneumonia—caused by the 
aggressive pneumococcus microorgan-
ism Streptococcus pneumoniae—and 
viral pneumonia. Vaccines for bacterial 
pneumonia, Kapusnik-Uner noted, are 
extremely important; there are several 
types of pneumococcal vaccines given 
in a series or on a special schedule. 

“Pharmacists are well poised to 
communicate the optimal regimen 
to patients based on new CDC guide-
lines and communicate that infor-
mation electronically to [a patient’s] 
health care provider,” she said. “This 
year, 2 new pneumococcal conju-
gate vaccines [PCVs]: PCV15 [Vaxneu-
vance] and PCV20 [Prevnar 20] are rec-
ommended,” a change from previous 
guideline recommendations of PCV13 
[Prevnar 13] and PPSV23 [Pneumovax 
23]. “Pharmacists can sort through a 
patient’s vaccine history to help guide 
future vaccine scheduling.”

The pneumococcal vaccine has 
been a significant factor in the man-
agement of pneumonia caused by 
Streptococcus pneumoniae. Although 
PCV13 and PPSV23 are most benefi-
cial to only a subset of the population, 
including adults older than 65 years 
and some individuals aged 19 to 65 
years, there have been immense bene-
fits from these vaccinations. 

Pharmacists can also educate 
patients that COVID-19 and annual 
influenza vaccines can be adminis-
tered during the same visit and have 
wide availability for adults. 

“Pharmacists who have ongo-
ing dialogue in the community retail 
pharmacy setting with their high-
risk patients can encourage individ-
ual conversations about concerns and 
highlight benefits to administration,” 

Kapusnik-Uner said. “Many [individu-
als] do not understand, for example, 
the great benefits of the new bivalent 
COVID-19 booster that should be given 
to all.”

Proper Pneumonia Management
Staying up-to-date on pneumo-
nia management starts with regu-
lar review of core guidelines and rec-
ommendations from IDSA, the CDC, 
and the National Institutes of Health, 
Judge noted.  “A pneumonia diagnosis 
requires the quick recognition of seri-
ous symptoms, especially in high-risk 
patients such as those with chronic 
obstructive pulmonary disease [or] 
asthma and in elderly or immunocom-
promised patients,” Kapusnik-Uner 
said. “Pharmacists are well positioned 
in the community to know when 
patients may have pneumonia with a 
chronic lung disease exacerbation.”

In the future, pharmacists may play 
a bigger role in identification and tri-
age of these patients, thereby achiev-
ing earlier diagnosis—which could 
facilitate quicker initiation of antimi-
crobial therapy that improves morbid-
ity and mortality outcomes.

Key Challenges
Judge agreed that being near patients 
will provide pharmacists with oppor-
tunities to administer vaccines for pre-
vention and to prescribe therapies to 
treat mild pneumonia. “The biggest 
challenge is finding the balance,” he 
explained. “Pharmacists working in a 
retail setting are already inundated 
with responsibilities, with minimal 
help. To increase the reach of the phar-
macists, there needs to be dedicated 
time for [these] valuable services.” The 
second challenge, he added, is buy-in 
from pharmacists. 

“Pharmacist and pharmacy tech-
nician roles and responsibilities may 
need reevaluation to achieve new and 
emerging goals,” Kapusnik-Uner said, 
adding that reimbursement for services 
is “a key factor to consider that will 
make a difference.”

For references, visit drugtopics.com.
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Science Communication Tips 
for Pharmacists

F
ollow news coverage about 
scientific discoveries to pre-
pare for the questions you’re 
likely to get from patients: 
That’s the first piece of advice 
on communicating with 

patients about scientific information, 
says Cherokee Layson-Wolf, PharmD, 
BCACP, FAPhA, an associate professor 
in the department of pharmacy prac-
tice and science at the University of 
Maryland School of Pharmacy.

Patients have a lot of informa-
tion coming at them from watching 
television and engaging with social 
media. The challenge? According to 
Layson-Wolf, patients often don’t know 
how to analyze the news they are 
watching or the stories their friends 
and family are sharing on Facebook, 
Twitter, and Instagram.

Layson-Wolf is often asked about 
the effectiveness of influenza shots, 
for example. The CDC will typically 
determine that the effectiveness of 
influenza vaccines in a given year 
is between 30% and 40%, she said. 
When patients learn these statistics, 
they often weigh the possible adverse 
effects of a vaccine with the benefit 
of getting a vaccine. She explains to 
patients that the number of reported 
influenza cases is likely inaccurate 
because many people who were 
deemed to have the disease were never 
actually tested. 

As a result, she advises patients to 
always get the influenza vaccine. “It 
absolutely, truly makes sense that you 
get [it] because the flu strains change 
every year,” she said. “The flu [vaccine] 

will have a different effectiveness 
based on the flu strain that’s circulat-
ing that year.” 

She stressed that there can also 
be a cumulative effect when patients 
get the influenza vaccine each year, 
which means they have additional 
protection. Layson-Wolf’s advice to 
patients is simple: “Just keep it in 
your routine.”

Here are 3 more tips to help phar-
macists become more effective scien-
tific communicators:

1 Ask the patient what  
they’re concerned about. 
“What are some of the ques-

tions you have?” That’s the question 
Layson-Wolf uses to understand why 
a patient doesn’t want to get an 
influenza vaccine, for example. Don’t 
assume, she said, that a patient is hesi-
tant because of the effectiveness rate. 

“Even if the concern, in your mind, 
isn’t logical, it’s still so important 
to convey yourself as a trustworthy 
resource,” said Layson-Wolf. “It takes a 
long time to build that kind of a rela-
tionship. A lot of the success of being 
able to [explain] some of the scientific 
information is being able to [be] some-
body [the patient trusts].”

Each patient has a different back-
ground and a different level of health 
literacy. As a result, the pharmacist has 
to “level-set to see where [the patient] 
is coming from,” said Layson-Wolf.

Questions about the HPV vac-
cine and the potential impact on 
teenagers’ sexual activity are also 
common, according to Layson-Wolf. 

Here’s how she responds: “This 
is one of the first vaccines we’ve 
got that prevents cancer. And if 
you had that chance to prevent 
cancer for your kid down the road, 
wouldn’t you take that chance?”

2 Address misinformation  
while validating concerns. 
Questions about medication- 

assisted treatment for opioid use dis-
order are common among patients 
and their family members, said Anita 
Jacobson, PharmD, a clinical profes-
sor at the University of Rhode Island 
College of Pharmacy.  “A lot of times 
what we see is patients or caregiv-
ers come in with misinformation…. 
People feel that their loved one has 
traded one addiction for another 
when they start taking methadone or 
buprenorphine for opioid use disor-
der. It’s a common thing.”

Jacobson advises pharmacists to 
validate the patient or family mem-
ber’s concern using the principles of 
motivational interviewing. She sug-
gested responding with: “This is some-
thing we hear from a lot of people, and 
it makes sense. The person that you 
are referring to was previously using 
opioids and now they’ve transitioned 
over to another opioid. Would it be OK 
if I take a few minutes to talk about 
how methadone and buprenorphine 
are different from opioids like heroin 
and synthetic fentanyl that are now in 
the drug supply?”

She stressed that it is important to 
ask patients for permission. “If we just 
launch into our explanation and blow 

By Aine Cryts

Pharmacists can help educate patients as they try to analyze 
scientific information shared via the news or social media.
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COMMUNICATION / CAREER

past that first step of validating that per-
son’s concerns and asking permission to 
give them information, it really causes 
them to lose face and dig deeper into 
their trench,” said Jacobson. “They feel 
challenged [and] they don’t feel heard. 
People really do need to feel heard by 
their health care provider.”

Once the pharmacist has permission, 
they can explain the difference between 
an addiction and physical dependence. 
With addiction, an individual’s thoughts 
are consumed by their next dose 
and they exhibit aberrant behaviors, 
whereas physical dependence is experi-
enced by a patient who takes metha-
done or buprenorphine, she explains.

“Physical dependence just means 
that your body needs that drug in order 
to avoid going into withdrawal symp-
toms or develop[ing] cravings,” said 
Jacobson. She compared the experience 
to a patient who has diabetes and needs 
to take insulin.

“The key is to make the person feel 
that you are talking with them,” she 
added. “You are directly addressing their 
core concern and you’re hearing them. 
And you’re matching the information 
you’re providing with what their con-
cern is.”

In addition, Jacobson said she often 
fields questions about research of which 
she’s not aware. Her way of handling 
these scenarios is to ask questions, such 
as about the sample size, for example. 

What typically happens then is that 
the patient’s premise falls apart because 
they don’t know that information, 
she explains. But Jacobson counseled 
against losing the patient’s engagement, 
and suggested saying the following: 
“Well, it’s so tough, it’s really hard to 
know which studies are validated and 
well done [and] peer-reviewed.” 

3 Offer to call the  
patient later if it’s busy. 
If the line is long at the phar-

macy counter, Layson-Wolf recom-
mends that pharmacists use this 
response with patients: “Thank you 
for sharing that with me. Is it OK if I 
give you a call later when it’s a little 
bit slower so we can have some time 
to talk about this?”

1. Publication Title: DRUG TOPICS
2. Publication Number: 459-830
3. Filing Date: 9-30-22
4. Issue Frequency: Monthly
5. Number of Issues Published Annually: 12
6. Annual Subscription Price: $74.00
7. Complete Mailing Address of Known Office of Publication (Not Printer):  

MULTIMEDIA HEALTHCARE LLC, 2 Clarke Dr, Suite 100, Cranbury, NJ 08512-3619
8. Complete Mailing Address of Headquarters or General Business Office of Publisher (Not Printer): 

MULTIMEDIA HEALTHCARE LLC, 2 Clarke Dr, Suite 100, Cranbury, NJ 08512-3619
9. Full Names and Complete Mailing Addresses of Publisher, Editor, and Managing Editor -  

Publisher: William Mulderry, MULTIMEDIA HEALTHCARE LLC, 485F ROUTE 1 S STE 210, 
ISELIN NJ 08830-3072;  
Editor: Laura Joszt, MULTIMEDIA HEALTHCARE LLC, 2 Clarke Dr, Suite 100, Cranbury, 
NJ 08512-3619;  
Managing Editor: Lauren Biscaldi, MULTIMEDIA HEALTHCARE LLC, 485F ROUTE 1 S STE 
210, ISELIN, NJ 08830.

10. Owner - Full name: MULTIMEDIA HEALTHCARE LLC, LLC, 2 Clarke Dr, Suite 100, Cranbury, NJ 08512-
3619

11. Known Bondholders, Mortgagees, and Other Security Holders Owning or Holding 1 Percent or 
More of Total Amount of Bonds, Mortgages or Other Securities: None

13. Publication Title: DRUG TOPICS

14. Issue Date for Circulation Data Below: September 2022

15. Extent and nature of circulation
Average No. Cop-
ies Each Issue 

During Preceding 
12 Months

No. Copies 
of Single 

Issue Published 
Nearest to Filing 

Date

A. Total Number of Copies (Net press run) 124,623 121,926

B. Legitimate Paid and/or  
Requested Distribution

1. Outside County Paid/Requested Mail Sub-
scriptions stated on PS Form 3541.

73,814 62,046

2. In-County Paid/Requested Mail Subscrip-
tions stated on PS  
Form 3541.

0 0

3. Sales Through Dealers and Carriers, Street 
Vendors, Counter Sales,  
and Other Paid or Requested  
Distribution Outside USPS

0 0

4. Requested Copies Distributed  
by Other Classes Mailed Through the USPS

1 3

C. Total Paid and/or Requested Circulation [Sum of 
15b 1,2,3,&4]

73,815 62,049

D. Nonrequested Distribution (By Mail and Outside 
the Mail)

1. Outside County Nonrequested  
Copies stated on PS Form 3541

50,731 59,757

2. In-County Nonrequested Copies stated on 
PS Form 3541

0 0

3. Nonrequested Copies Distributed Through 
the USPS by Other Classes of Mail

0 0

4. Nonrequested Copies Distributed Outside 
the Mail

0 0

E. Total Nonrequested Distribution (Sum of 15d (1), 
(2), and (3)

50,731 59,757

F. Total Distribution (Sum of 15c and 15e) 124,546 121,806

G. Copies not Distributed 77 120

H. Total (Sum of 15f and 15g) 124,623 121,926

I.
Percent Paid and/or  
Requested Circulation

59.27% 50.94%

16. If total circulation includes electronic copies, report that circulation  
on lines below

a. Requested and Paid Electronic Copies 5,948 6,205

b.
Total Requested and Paid Print Copies + Request-
ed/Paid Electronic Copies

79,763 68,254

c.
Total Requested Copy Distribution + Requested/
Paid Electronic Copies

130,494 128,011

d.
Percent Paid and/or Requested Circulation (Both 
print & Electronic Copies)

61.12% 53.32%

17.
Publication of Statement of Ownership –  
Will be printed in November 2022 issue of this publication.

18.
I certify that all information on this form is true and complete.  
Signature and title of Editor, Publisher, Business Manager, or Owner – Jonathan 
Severn, Circulation Director, 9-30-22

United States Postal Service 
STATEMENT OF OWNERSHIP, MANAGEMENT, and CIRCULATION

Required by 39 USC 3685



Drug Topics® November 202228 DrugTopics.com Drug Topics®November 2022 29

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

B
IX

P
IC

TU
R

E
/S

TO
C

K
.A

D
O

B
E

.C
O

M

T he 2022 midterm elections 
are poised to make a long-
term impact on pharmacy: 
As Americans head to the 
polls, questions about drug 

pricing, pharmacy benefi t managers 
(PBMs), and other issues hang in the 
balance. On Tuesday, November 8, 2022, 
the polls opened for US citizens to vote 
in the midterm elections. This year, all 
435 seats in the House of Representa-
tives, and 35 of the 100 seats in the Sen-
ate, were up for reelection1—and the 
results of each race may have a major 
impact on independent pharmacies 
and the industry as a whole.

Erika Gray, PharmD, chief medical 
o�  cer and cofounder of ToolBox 
Genomics in Walnut Creek, Califor-
nia, pointed out that pharmacists 
are most impacted when resources 
are removed or restricted. Common 
examples include states looking to 
restrict levonorgestrel (a hormone 
used for emergency contraception, 
also known as the “morning-after 
pill”) and pre-exposure or postex-
posure prophylaxis medications to 
prevent HIV infection. Although 
pharmacists are considered midlevel 
providers, many insurance pro-
grams—especially Medicare—are 
reluctant to reimburse pharmacists 
for their services or make reimburse-
ment too cumbersome.

Important Issues
Independent pharmacies are a� ected 
by elections when candidates or 

incumbents elected representatives 
are supportive of or receive fi nancial 
support from large chain pharmacies, 
typically under the guise of better 
prices for patients.

“Independent pharmacies cannot 
cover their overhead with medication 
reimbursement and have to rely on 
other services such as ordering labs, 
consultations, or compounded medica-
tions that are cash pay,” Gray said. “Any 
additional legislation that 
supports Amazon’s and other large 
chains’ expansion into mail order 
pharmacies will also adversely impact 
independent pharmacies.” 

Aryana Sepassi, PharmD, assistant 
professor of clinical pharmacy at the 
University of California, Irvine School 
of Pharmacy and Pharmaceutical 
Sciences, said the midterm election 
results could have a signifi cant impact 
on deciding who may advocate for 

Independent pharmacists stand to gain—or lose—depending 
on what happens at the polls in November 2022.   By Keith Loria

What Do the Midterms 
Mean for Pharmacy?

Redefi ning value. Transforming healthcare delivery.

Editor’s note: By the time this issue is 
in readers’ hands, the 2022 midterm 
elections will have already been 
decided, but the issues discussed in 
this article—from drug pricing to PBM 
oversight—are still being addressed by 
elected leaders.
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improved regulations on PBMs. 
“Independent pharmacies often 

struggle with losing patients due to 
PBMs entering into contracts with 
larger retail chain pharmacies,” she 
explained. “Of late, PBMs have really 
entered the political arena under 
scrutiny and are currently in consider-
ation for new laws and provisions on 
regulation. Voters are concerned that 
PBMs aren’t translating cost savings to 
their patients. The election results are 
critical in giving patients a chance to 
vote for candidates who will continue 
to view PBMs [with] a critical eye for 
health policy.”

Another issue placing pharmacists 
front and center in the political arena 
is the ongoing discussion surrounding 
drug pricing. A huge piece of this stems 
from the drug pricing plan proposed 
by the Biden administration last 
year,2 especially the notion of allow-
ing Medicare to negotiate pricing for 
more expensive prescription drugs that 
individuals obtain through Medicare 
Part D and Part B. “This really opens the 
door to candidates to explore further 
methods in drug pricing negotiations,” 
Sepassi said. “For pharmacists, this 
means seeing your patients struggle less 
in getting the care they need, and per-
haps a reduction in time to obtaining 
the right therapy.”

Tatyana Franklin, PharmD, founder 
and owner of Skin Rx-Pert LLC, noted 
that although members of Congress 
have stated their desire to reduce 
prescription medicine prices, they 
have struggled to deliver.  “By enabling 
Medicare to negotiate lower medication 
prices, the Senate has a historic chance 
to [help] seniors a� ord the prescription 
pharmaceuticals they require,” she said. 
“State governments must also play a 
role, and several governors and state 

legislatures have already approved 
legislation establishing a� ordability 
review committees, boosting drug-price 
transparency, permitting safe drug 
importation, and limiting out-of-pocket 
expenses for particular prescriptions 
such as insulin.”

Bills in Play
Multiple pharmacy organizations are 
supporting bills that will help change 
provider status for pharmacists, allow-
ing them to be reimbursed for certain 
services by Medicare Part B, specifi cally 
in medically underserved areas. 

One bill is the Pharmacy and Med-
ically Underserved Areas Enhance-
ment Act (H.R. 2759).3 This bipartisan 
legislation will amend section 1861(s)
(2) of the Social Security Act to include 
pharmacists as recognized health care 
providers. Another bill is the Equita-
ble Community Access to Pharmacist 
Services Act (H.R. 7213),4 designed to 
establish pharmacist services more 
permanently for Medicare Part B bene-
fi ciaries as well as for possible medical 
emergencies. 

“There are also several individual 
state bills around restricting PBMs and 
expanding pharmacist services,” Gray 
said, adding that passage or failure of 
these bills will come down to which 
party wins the most votes in the House 
and the Senate this year.

One bill Sepassi has her eye on is the 
Pharmacy Benefi t Manager Transpar-
ency Act of 2022 (S. 4293).5 “If passed, 
it would empower the [Federal Trade 
Commission] to stop unfair and decep-
tive PBM business practices,” she said. 
“Specifi cally, it would encourage fair 
and transparent practices for PBMs with 
relation to pharmacies. This would be a 
huge step in regulating the PBM market 
in favor of independent pharmacies.”

Democrat or Republican?
“I think it’s di�  cult to say one political 
party has greater favor over another,” Gray 
said. “I think the perception is, certain 
parties stand for certain beliefs: [for exam-
ple], Republicans are antiabortion; Demo-
crats want Planned Parenthood. Depend-
ing on where a pharmacist falls on a 
particular ideology, [it] may push them 
toward one political party over another.” 
However, Sepassi believes the Democratic 
Party has historically been aligned with 
pharmacist issues, citing previous perspec-
tives in favor of reducing drug pricing for 
patients and in mitigating the negative 
e� ects of PBMs on pharmacies. 

Making a Difference
Frequently, pharmacists are the fi rst of 
a patient’s health care providers to be 
alerted to a potential drug-drug inter-
action or a new or exacerbated medical 
condition. This, Gray explained, is why 
she would like to see more legislation 
leverage the accessibility of pharmacists. 
Such legislation would allow pharma-
cists to o� er more services to patients, 
as either patient advocates or liaisons 
with their primary care providers to 
obtain more timely medical treatment. 

Although Sepassi feels that Medicare 
for All is still far out of reach for Con-
gress, the results of the midterms will 
be key in deciding whether the indus-
try continues moving forward with 
improved regulations in drug pricing, 
negotiations, and PBMs. “[The] results of 
the elections will also hold considerable 
weight on other health care–related 
issues,” she said. “Improving telehealth 
access, value-based pricing models, and 
women’s reproductive rights are all up 
for debate this term.”

For references, 
visit totalpharmacy.com.

“[The] results of the elections will also hold considerable 
weight on other health care–related issues. Improving telehealth 
access, value-based pricing models, and women’s reproductive 
rights are all up for debate this term.”   
—ARYANA SEPASSI, PHARMD
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OTC HEARING AIDS  
INCREASE ACCESSIBILITY  
FOR PATIENTS WITH MILD  
TO MODERATE HEARING LOSS
Approximately 37.5 million Ameri-
cans live with hearing loss. Hearing 
aids can cost approximately $2500 
per device, totaling $5000 for a 
pair—an expense rarely covered by 
insurance. But starting on Monday, 
October 17, 2022, OTC hearing aids 
became available nationwide. These 
devices will only cost $500 to $1000 
per pair compared with traditional 
hearing aids. Lucas A. Berenbrok, 
PharmD, MS, associate professor at 
the University of Pittsburgh School 
of Pharmacy in Pennsylvania, 
shared his insights into some of the 
knowledge and skills pharmacists 
will need to counsel patients on 
OTC hearing aids.1

In 2017, a bill presented by US Sens 
Chuck Grassley (R, Iowa) and Eliza-
beth Warren (D, Massachusetts), was 
signed into law creating a new cate-
gory of hearing aids that were to be 
sold over the counter. These devices, 

however, are not a replacement for or 
an alternative to traditional hear-
ing aids. OTC hearing aids are only 
designed for adults with mild to mod-
erate hearing loss, not for individuals 
with profound hearing loss.

Traditional hearing aids are pro-
fessionally fit for each patient and 
require a prescription. OTC hearing 
aids will not require a prescription 
nor administration of hearing tests  
or screens. With roughly 14,000 audi-
ologists in the country, individuals 
with mild to moderate hearing loss 
will not have to worry about securing 
an appointment.

“A patient can go into a pharmacy, 
can go on an online retailer, to an 
electronics store, [or] to a gas station, 
buy these products, put them in their 
ears and customize them for them-
selves, and start hearing better at 
home,” Berenbrok said.

Widespread availability of these 
products means it will become 
increasingly important for phar-
macists and audiologists to work 
together to refer patients to the 

proper course of care. For example, 
pharmacists must be able to recog-
nize when a patient’s hearing loss is 
beyond the point where an OTC hear-
ing aid would help. Audiologists must 
be able to refer patients to a phar-
macy for an OTC hearing aid when 
appropriate.

EMBRACE ARTIFICIAL  
INTELLIGENCE IN THE PHARMACY
Paige Clark, RPh, vice president of 
pharmacy programs and policy at 
Prescryptive Health—a health care 
technology company based in Red-
mond, Washington—discussed the 
advantages of incorporating artificial 
intelligence (AI) into pharmacy prac-
tices. She shared results of a nation-
wide survey, conducted by Prescryp-
tive, that focused on use of technology 
and AI in pharmacies.2

“Here’s the promise of technol-
ogy: 62% of decision makers say [AI] 
will positively disrupt the pharmacy 
landscape within 1 to 2 years,” Clark 
said. “Ninety-one percent of decision 

By Miranda Hester and Meg Marzella 

At this year’s National Community Pharmacists Association (NCPA) Annual 
Convention & Expo—held October 1 to 4 in Kansas City, Missouri—
thousands of independent and community pharmacists came together to 
Team Up! during the 4-day meeting. The Drug Topics® editorial team was 
onsite covering the most important news, education, and information shared.
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makers believe that technology can 
improve their pharmacies’ profitabil-
ity without question.”

AI can compare prices at major 
chain pharmacies with those of local 
competitors and identify the granular 
details of pricing. This information 
could assist pharmacies in estab-
lishing the most competitive prices, 
strongly positioning themselves in  
the market.

Because of the power and pre-
dictability of AI, many health care 
environments are starting to invest in 
similar technologies. It is especially 
important for community pharmacies 
to embrace AI and other technolog-
ical advances to be able to compete 
with major chains. The nationwide 
study3 also found that patients are 
demanding technology, especially 
from local pharmacies. They want 
technology that will ensure a seam-
less experience.

“It’s imperative that we really start 
moving forward with this, stepping 
into the future and getting comforta-
ble with it,” Clark said. “We’re all hop-
ing that you will feel really comfort-
able embracing this technology and 
learning more about it.”

COMMUNITY HEALTH WORKERS 
DRIVE VALUE IN PHARMACIES
Pharmacies have evolved and are now 
expected to do more than dispense 
medication. They are also expected to 
connect with community members 
and be a resource for medical and 
nonmedical needs.

Social determinants of health 
(SDOH) are the conditions in which 
individuals are born, grow, work, live, 
and age. One example of an SDOH is 

a person’s ability to access food. Not 
being able to do this on a regular 
basis will have direct consequences 
on one’s health. 

Community health workers are 
vital players in caring for those 
affected by SDOH, said Tripp Logan, 
PharmD, co-owner of L&S Pharmacy 
and Medical Arts Pharmacy, both in 
Missouri.4 These are trusted com-
munity members who have a closer 
understanding of the community 
and liaise between health and social 
services. Community health workers 
can help patients navigate the health 
care system, access local services, and 
learn about healthy behaviors, while 
serving as a liaison for payer and pro-
vider partners.

It is important to have commu-
nity health workers in pharmacies, 
added Annie Eisenbeis, PharmD, MBA, 
director of practice development at 
the Missouri Pharmacy Association, 
because “pharmacy is also a health 
care resource that is sometimes 
the only option or opportunity for 
patients to have a touch point with a 

health care professional.”
Community health workers are 

what Logan calls a “value driver”—
they increase the value of a pharmacy. 
The good news? Training for com-
munity health workers is expanding. 
There are certification programs, 
community organizations that offer 
training, and even college programs 
that aim to instruct community 
health workers.

Community health work training 
can include things like mental health 
first aid certificates, motivational 
interviewing certificates, OTC product 
training certificates, and more. But it 
can be difficult to convince pharmacy 
staff to undergo the necessary addi-
tional training. However, Logan said, 
there are ways to incentivize staff 
members. “We’ve worked with the 
state and found incentive grants and 
other opportunities where the phar-
macy is incentivized from a workforce 
development standpoint to create 
a sustainable place for community 
health workers.”

Drug Topics® coverage of the NCPA 2022 Annual Convention & Expo is 
sponsored by Prescryptive Health.
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B
ack in 1981, my new bride 
and I went to the car dealer 
in search of our fi rst big pur-
chase. We bought the cheap-
est car on the market: a 
beige Datsun 210 for the sum 

of $4400. Since that monumental occa-
sion, I’ve bought a new vehicle approx-
imately every 10 years—mostly mini-
vans when we had a full-size family.

The last vehicle I purchased was a 
2012 Nissan Frontier pickup truck. It 
has plenty of rust in the bed and a siza-
ble dent in the front where I hit a deer 
on my way home from work last year. I 
look at my vehicles with the same a� ec-
tion as I do a wheelbarrow—as a tool to 
get a job done. My car gets me to work 
and brings me home, and that’s all I 
need. But I am meticulous about caring 
for the operational parts of the vehi-
cle; I get the oil changed on schedule to 
keep my vehicles performing well.  

The money I spend on preven-
tive maintenance is well worth it. I’m 
a cheapskate, but I gladly lay out the 
money for inspections, tires, and oil 
changes. Spending $100 every few 
months keeps me from spending thou-
sands on major repairs or, even worse, 
replacing the vehicle.

I wish our chain pharmacies would 
apply this wisdom to the operations of 
their stores. The chains have pinched 
pennies on sta�  ng for so many years 
that major breakdowns have occurred. 
Some of the Big 4’s stores can’t open 
on weekends because of sta�  ng prob-
lems. University towns with pharmacy 
schools were once the holy grail of 
places for community pharmacists to 
work. At my fi rst job, one of the phar-
macists was putting in his time in rural 

Pennsylvania to get enough senior-
ity for a job in Pittsburgh. Today, even 
the university towns are seeing sta�  ng 
shortages and reduced hours.

My brothers and sisters in commu-
nity pharmacy have been pushed to 
their limits. Ridiculous metrics, admin-
istering vaccinations, and COVID-19, 
along with reduced sta�  ng and lower 
pay, have led to community pharma-
cists looking for a new nail on which to 
hang their license. For some pharma-
cists, the “Great Resignation” would be 
better described as the “Great Reshuf-
fl e.” So many pharmacists have been 
given the opportunity to work from 

home, for pharmacy benefi t managers 
or insurance companies, that they have 
chosen to move o�  the bench and away 
from the stress and commotion of the 
retail environment. I doubt we will ever 
see them come back.

With a little preventive mainte-
nance, district and regional managers 
could have averted this crisis. Provid-
ing adequate technology, ensuring sta� -
ing breaks, eliminating metrics, and—
most of all—increasing the number 
of pharmacy technicians on hand to 
assist with the workload would have 
prevented this catastrophe. Because the 
Big 4 chains neglected preventive main-
tenance, they are experiencing a major 
breakdown—much like not changing 

the oil or rotating the tires on my 
beloved pickup truck.

The bad news even gets worse: 
Pharmacy school enrollment is 
down—way down. Because of the 
switch to virtual classrooms, current 
graduates are struggling to pass the 
North American Pharmacist Licen-
sure Examination. Even new graduates 
who were easily plucked with big sal-
ary o� ers are declining retail opportu-
nities. Younger pharmacists with fam-
ilies are leaving the long hours on the 
bench. The very chain pharmacies that 
were giddy with the “pharmacist glut” 
5 years ago are now crying the blues.

One of these retail giants is o� ering 
a $75,000 signing bonus at some loca-
tions. I’ve surveyed some of my phar-
macist colleagues as to whether they 
would prefer the bonus money or have 
a guarantee of 2 pharmacy techni-
cians at $18 per hour. All but one said 
they would prefer the technicians and 
having a fulfi lling job in patient care. 
This response is a result of the chains’ 
neglect of the “preventive mainte-
nance” that would have avoided this 
dire situation. 

The chains have no one to blame 
other than themselves. They had great 
pharmacists who worked through the 
COVID-19 crisis with minimal (if any) 
sta�  ng increases. Chain executives 
need to increase salaries, signifi cantly 
increase technician hours, incentiv-
ize pharmacists’ e� orts, reduce store 
hours, and develop a caring attitude—
much like the one on display in their 
TV commercials.   

Peter A. Kreckel, RPh, practices community 
pharmacy in Altoona, Pennsylvania.

It’s too late for retail chain pharmacies to engage in the preventive maintenance 
that would have spared them the worst of the Great Resignation. 

Crisis (Not) Averted 

“My brothers and 
sisters in community 
pharmacy have been 
pushed to their limits.”

By Peter A. Kreckel, RPh

IN MY VIEW / DISPENSED AS WRITTEN



Diabetes self-care goes beyond 
healthy eating and activities
You may know using a new needle for every injection 
is recommended as part of proper injection technique, 
but did you know that proper injection technique 
may help lower A1C?²-⁵†‡

In a study of patients with diabetes who inject insulin, patients educated on proper
injection technique (including using a new needle for every injection, rotating injection sites,
and shifting to a 4mm or 5mm needle) experienced a 1% reduction in A1C at 6 months.⁵‡

embecta, formerly part of BD

Nearly 50% of patients with diabetes 
reuse their needles.¹* 
Here’s why that matters.



Take a moment to talk to patients 
with diabetes about using a new needle 
for every injection

*13,289 patients with diabetes who inject insulin participated in an  injection technique questionnaire. 38.8% of the 2,711 patients using insulin syringes reported needle reuse and 55.8% of the 11,961 patients using pen 
needles reported needle reuse. †13,289 insulin-injecting patients from 423 centers in 42 countries participated in a survey. Incorrect injection site rotation, years taking insulin, and pen needle reuse were associated with 
lipohypertrophy (all significant at P<0.05). ‡116 patients with diabetes on insulin were randomized to 3 intervention groups to assess the change from baseline in A1C at 6 months following structured injection technique 
training and changing to a shorter needle length (4mm or 5mm pen needle). Baseline A1C for all groups were similar (mean: 8.5-8.8% [± 1.4-1.9%]).

1. Frid AH, Hirsch LJ, Menchior AR, Morel DR, Strauss KW. Worldwide injection technique questionnaire study: population parameters and injection practices. Mayo Clin Proc. 2016;91(9):1212-1223. 2. Frid AH, Kreugel G, 
Grassi G, et al. New insulin delivery recommendations. Mayo Clin Proc. 2016;91(9):1231-1255. 3. American Diabetes Association. Standards of medical care in diabetes—2022. Diabetes Care. 2022;45(suppl 1):S1-S264. 4. Frid 
AH, Hirsch LJ, Menchior AR, Morel DR, Strauss KW. Worldwide injection technique questionnaire study: injecting complications and the role of the professional. Mayo Clin Proc. 2016;91(9):1224-1230. 5. Misnikova IV, Gubkina 
VA, Lakeeva TS, Dreval AV. A randomized controlled trial to assess the impact of proper insulin injection technique training on glycemic control. Diabetes Ther. 2017;8(6):1309-1318.

Patients with diabetes may need a reminder about this important topic. 
Talk to them about the reasons to use a new needle.

Needles are 
no longer sterile

after use²

Reuse may increase 
risk of injection pain 

and bleeding²,³

Reuse has been associated with 
increased risk of developing 
lipohypertrophy,⁴† which can

contribute to erratic insulin
absorption, increased glycemic

variability, and unexplained
hypoglycemic episodes.³

Ensure patients with diabetes have enough
pen needles or insulin syringes.
Here’s how your pharmacy team can help:

• Ask patients with diabetes if they need more 
needles when refilling insulin and remind your 
team to do the same

• Remind patients with diabetes to use a 
new needle every time they inject

Go.embecta.com/supply
embecta, formerly part of BD. BD is the manufacturer of the advertised products. embecta and the embecta logo are trademarks of Embecta Corp. 
BD and the BD Logo are trademarks of Becton, Dickinson and Company. All other trademarks are the property of their respective owners. 2022 
Embecta Corp. All rights reserved. 2209669842PAPHARMFS
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NEW DRUG REVIEW

By Tiana Tran, PharmD and Kevin Chamberlin, PharmD, FASCP

O
n August 31, 
2022, the FDA 
approved olipu-
dase alfa-rpcp 
(Xenpozyme) 
for intrave-

nous (IV) infusion in pedi-
atric and adult patients 
with acid sphingomyeli-
nase deficiency (ASMD),1 
a rare genetic disease that 
causes premature death 
due to the accumulation 
of a complex lipid called 
sphingomyelin. Olipudase 
alfa-rpcp is an enzyme 
replacement therapy and 
provides an exogenous 
source of ASM. It is the 
first approved medication 
to treat symptoms that are 
not related to the central 
nervous system in patients 
with ASMD. Olipudase alfa-
rpcp received fast track, 
breakthrough therapy, pri-
ority review, and orphan 
drug designations from 
the FDA.1

Tiana Tran, PharmD, is a PGY1 
pharmacy resident at UConn John 
Dempsey Hospital in Farmington, 
Connecticut.

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

For references, visit 
drugtopics.com.

Acid sphingomyelinase deficiency is a rare, progressive genetic disease associated with 
significant morbidity and mortality.

FDA Approves Olipudase Alfa-rpcp for 
Acid Sphingomyelinase Deficiency

Efficacy
Investigators evaluated the efficacy of olipudase alfa-rpcp across 3 clinical trials. The first, ASCEND 
(NCT02004691), a multicenter, randomized, double-blinded, placebo-controlled, repeat-dose phase 2/3 
study, evaluated adults with ASMD in 2 groups: a treatment group, receiving olipudase alfa-rpcp for 104 
weeks (n = 13), and the placebo group (n = 18). At week 52, patients in the placebo group crossed over to 
receive olipudase alfa-rpcp treatment to reach the targeted maintenance dose of 3 mg/kg. 

By week 104, patients who were initially in the placebo group had received olipudase alfa-rpcp for 52 
weeks and demonstrated the following mean changes from baseline: predicted diffusion capacity of the 
lungs for carbon monoxide (DLco) increased by 26.8%; spleen volume reduced by 36.5%; liver volume 
reduced by 29.5%; and platelet count increased by 19.5%. 

Patients in the previous olipudase alfa-rpcp group demonstrated improvement from baseline in the 
following parameters: predicted DLco increased by 34.1%; spleen volume reduced by 48.3%; liver volume 
reduced by 31.7%; and platelet count increased by 24%. 

Trial 2, ASCEND-Peds (NCT02292654), enrolled 8 pediatric patients who received an IV infusion 
of olipudase alfa every 2 weeks over a 64-week period. During a 6-month extension study (Trial 3; 
NCT02004704), efficacy analyses showed continued improvements in the 3 patients evaluated for percent 
predicted DLco, the 6 patients evaluated for platelet counts, and all 8 patients evaluated for spleen and 
liver volumes, compared with baseline.

Safety
Two pediatric patients reported a serious adverse event (anaphylactic reaction). The most frequently 
reported adverse drug reactions in adults were headache, cough, diarrhea, hypotension, and ocular 
hyperemia. In pediatric patients, these reactions included pyrexia, cough, diarrhea, rhinitis, abdominal pain, 
vomiting, headache, urticaria, nausea, rash, arthralgia, pruritus, fatigue, and pharyngitis. 

Treatment-related serious adverse events, hypersensitivity reactions including anaphylaxis, and 
infusion-associated reactions occurred within 24 hours of infusion and were observed in a higher 
percentage of pediatric patients than adult patients. 

Drug Administration
Olipudase alfa-rpcp is administered via IV infusion every 2 weeks for adult and pediatric patients. In adults, 
the recommended starting dose is 0.1 mg/kg on day 1/week 0. The recommended maintenance dose is 3 
mg/kg every 2 weeks. The dose escalation regimen is as follows: 0.3 mg/kg at week 2 and week 4; 0.6 mg/
kg at week 6 and week 8; 1 mg/kg at week 10; 2 mg/kg at week 12; and 3 mg/kg at week 14 and thereafter. 

In pediatric patients, the recommended starting dose is 0.03 mg/kg on day 1/week 0. The 
recommended maintenance dose is 3 mg/kg every 2 weeks. The dose escalation regimen is as follows: 0.1 
mg/kg at week 2; 0.3 mg/kg at week 4 and week 6; 0.6 mg/kg at week 8 and week 10; 1 mg/kg at week 12; 
2 mg/kg at week 14; and 3 mg/kg at week 16 and thereafter. 

Reconstituted olipudase alfa-rpcp vials not used immediately and diluted solutions not to be 
administered immediately should be refrigerated at 2 to 8 °C (36-46 °F) for up to 24 hours, or at room 
temperature at 20 to 25 °C (68-77 °F) for up to 12 hours.



Effective glycemic control is needed for the successful 
management of type 1 diabetes (T1D) and type 2 
diabetes (T2D). The American Diabetes Association 
recommends individualization of glycemic targets 
based on established risk factors and disease  

features.1 Without optimized management, hyperglycemia can 
lead to microvascular complications (eg, retinopathy, neu-
ropathy, and nephropathy) and macrovascular complications 
(eg, coronary artery disease, stroke, and peripheral vascular 
disease).1,2 A hemoglobin A1c

 (HbA1c) goal of less than 7% is 
appropriate for most adult patients with T1D and T2D  
to reduce the risk of primary and secondary diabetes-related 
complications.1 

Insulin therapy may be initiated to regulate glycemic levels 
and help patients achieve their HbA1c targets. Health care 
professionals (HCPs) and patients can share in  
decision-making and initiate an insulin therapy option with 
the appropriate insulin delivery system and type of insulin. 
Selection considerations may include cost, patient-specific 
preference, and overall dexterity for injections.1 

Considerations of Needle Sizes and  
Insulin Injection Device: Pens and Syringes
Insulin syringes and pens are both safe and effective options for 
maintaining glycemic control. Results from clinical trials of insu-
lin pen use in patients with diabetes have shown equivalence or 
small improvements in glycemic outcomes compared with use 
of vials and syringes.1 Therefore, the most appropriate insulin 
delivery system for each patient can be selected. 

Several manufacturers have made available insulin syringes 
and pen needles in different lengths and gauges (Table).3 The 
gauge of the needle is an important consideration.  For exam-
ple, thicker needles can administer insulin faster, but they are 
associated with more pain when compared with a thinner nee-
dle. Thinner needles are represented by higher gauges, with 
current gauges available from 22G to 33G.1 Needles with the 
shortest length and highest gauge may be considered to help 
reduce pain associated with injecting insulin and to ensure that 

the needle is only penetrating the subcutaneous (SC) space.4 
The safest needle lengths that are currently available are 

6 mm for a syringe and 4 mm for a pen.4 Among the pen and 
syringe needle sizes, these shorter length needles provide 
the lowest risk for intramuscular (IM) injection regardless of 
patient age, sex, body mass index (BMI), or obesity status.1,4 
Different needle lengths require different administration tech-
niques. A 6 mm–length syringe needle requires injection at a 
45° angle or into lifted skin to ensure that insulin is injected 
within the SC space. A 4 mm–length pen needle can be insert-
ed at a 90° angle to the skin. Lifted skin is not required with 
this pen needle length for most patients, as it poses minimal 
risk for penetrating the muscle; however, for pediatric patients 
6 years or younger or adults with a low BMI, a skinfold is need-
ed to ensure that the needle remains in the SC space.4 

Patient Education on Insulin  
Administration and Injection Technique 
Education on the proper insulin injection technique is needed 
to help patients with diabetes achieve their glycemic targets and 
optimize outcomes of insulin therapy.1 Moreover, continued 
education by HCPs can improve overall management of gly-

Proper Injection Technique 
Ensures Positive Outcomes 
Among Patients With Diabetes

Table. Length and Gauges of Available Insulin Pen 
and Syringe Needles3,a 

Pen needle lengths Syringe needle lengths

4 mm (5/32”) × 32G 6 mm (15/64”) × 31G

5 mm (3/16”) × 31G 8 mm (5/16”) × 31G

8 mm (5/16”) × 31G 12.7 mm (1/2”) × 30G

12.7 mm (1/2”) × 29G —
aThis table is not inclusive of all available products from manufacturers.
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cemic levels by promoting insulin adherence, proper injection 
technique, and positive perceptions of diabetes management.5 

Complications of Improper Injection Technique
Improper injection technique is associated with risks of poor 
glycemic outcomes, glycemic variability, and complications, 
such as lipohypertrophy.1 

Insulin must be injected into a correct location of the body, 
which includes the SC space of the buttock, thigh, upper arm, 
or abdomen. Shorter length needles provide the lowest risk 
for IM injections, which has been associated with unpredicta-
ble insulin absorption, glycemic variability, and hypoglycemic 
events.1,4 These effects may occur because the absorption rate 
of insulin via IM injection varies depending upon the activity 
of the muscle (ie, the rate increases from resting to active in 
exercising muscle).4

Lipohypertrophy presents as soft, smooth, elevated areas 
in the skin.1 It is an accumulation of SC fat that can occur in 
response to multiple injections at the same site or reuse of 
needles. It is estimated that at least 50% of all insulin-injecting 
patients are affected by lipohypertrophy.1,6 To prevent the 
development of lipohypertrophy, insulin injection sites must 
be continuously rotated; repeated injections into the same site 
or affected sites should be avoided. Repeated injection into 
the same site can reduce insulin absorption, increase glycemic 
variability, and cause hypoglycemic episodes.1,6 

Counseling on Proper Insulin  
Injection Technique in the Pharmacy
As part of the diabetes care team, pharmacists have the  
opportunity to work closely with patients and HCPs to help 
improve patient glycemic outcomes. Pharmacists are acces-
sible HCPs who are available to patients and their caregivers 
throughout the diabetes health care journey. Pharmacists have 
an opportunity to provide initial and continuous education 
that reinforces proper insulin injection technique at each visit 
to the pharmacy for insulin therapy or supplies.

Before Administration
Before each insulin injection with a pen or a syringe needle, 
the injection site on the body should be inspected, disinfect-
ed, and freed from clothing or obstacles. The injection site 
should be a different area of the body than previously chosen. 
A new, unused, clean needle should be used for each injection. 
Needles are not designed to be used more than once; patients 
should understand the risks of complications associated with 
lack of sterility and dullness of the needle after a single use.4

Pen vs Syringe Insulin Injection Steps
When providing patients with education on proper injection 
with a pen, advise and reinforce that they should follow  
these steps4:

1 The pen should be primed before injection to ensure 
adequate flow.

2 The needle should be inserted into the skin before the 
thumb button is pressed to administer medication.

3 The pen needle should remain in the skin for 10 
seconds after insertion to prevent any medication 

leakage, and pressure on the button should be maintained 
until the needle is withdrawn from the skin to prevent 
aspiration of tissue into the cartridge. 

4 After use, the needle should be removed from the 
pen and disposed of properly and immediately to pre-

vent air or other foreign particles from entering the pen 
cartridge and avoid medication leakage, both of which can 
lead to dose discrepancies. 

For patients who inject insulin with a syringe and vial, 
provide the following steps to support proper injection 
technique4:

1 Confirm that the correct insulin syringe has been 
selected for the chosen concentration of insulin. 

2 Ensure that an amount of air equivalent to the insulin 
dose is drawn into the syringe and expelled into the 

vial to allow for withdrawal of the insulin. 

3 Withdraw insulin from the vial. Note that if the 
withdrawn insulin has visible air pockets, the syringe 

should be tapped gently to dislodge the air pockets, and 
the plunger should be readjusted to expel the air out.

4 After the plunger has been completely depressed, the 
syringe needle can be removed. Unlike with pen ad-

ministration, the syringe needle does not need to remain 
under the skin for 10 seconds. 

5 The needle should be removed from the syringe and 
disposed of properly and immediately to prevent air 

or other foreign particles from contaminating the medica-
tion or syringe and leading to dose discrepancies.

Continued Patient Education
Pharmacists can ensure that patients are continuously and 
repeatedly educated on pen or syringe injection technique to 
manage glycemic levels and improve overall outcomes. More-
over, pharmacists can monitor patients for complications (eg, 
hypoglycemia, hyper glycemia, and lipo hypertrophy) and pro-
vide information on how to avoid those adverse outcomes by 
reinforcing the importance of proper injection technique.1 
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THE ONLY READY-TO-USE

LIQUID TOPIRAMATE

Important Safety Information
EPRONTIA™ (topiramate) oral solution, 25 mg/mL
Indications: 
• Initial monotherapy for the treatment of partial-onset or primary generalized tonic- 

clonic seizures in patients 2 years of age and older.
• Adjunctive therapy for the treatment of partial-onset seizures, primary generalized 

tonic-clonic seizures, or seizures associated with Lennox-Gastaut syndrome in patients 
2 years of age and older.

• Preventive treatment of migraine in patients 12 years of age and older.

Inform patients that a calibrated measuring device is recommended to measure and deliver 
the prescribed dose accurately. A household teaspoon or tablespoon is not an adequate 
measuring device.

Additional Important Safety Information
Warnings and Precautions:
Acute Myopia and Secondary Angle Closure Glaucoma: A syndrome consisting of acute 
myopia associated with secondary angle closure glaucoma has been reported in patients 
receiving EPRONTIA (topiramate). Symptoms typically occur within 1 month of initiation 
of EPRONTIA therapy. Symptoms include acute onset of decreased visual acuity and/or 
ocular pain. Ophthalmologic findings include myopia, anterior chamber shallowing, ocular 
hyperemia (redness), and increased intraocular pressure. Primary treatment to reverse 
symptoms is discontinuation of EPRONTIA.

Visual Field Defects: Visual field defects have been reported in clinical trials and post-
marketing experience in patients receiving topiramate. In clinical trials, most of these 
events were found to be reversible after topiramate discontinuation. If visual problems 
occur, consideration should be given to discontinuing the drug.

Oligohydrosis (decreased sweating) and Hyperthermia: Oligohydrosis, infrequently 
resulting in hospitalization, has been reported in association with EPRONTIA use. The 
majority of these reports have been in pediatric patients. Patients, especially pediatric 
patients, should be monitored for evidence of decreased sweating and increase in body 
temperature, especially in hot weather. Caution should be used when EPRONTIA is 
prescribed with other drugs that predispose patients to heat-related disorders. These 
drugs include, but are not limited to, other carbonic anhydrase inhibitors and other 
drugs with anticholinergic activity.

Metabolic Acidosis: Metabolic acidosis was commonly observed in adults and pediatric 
patients in clinical trials and is caused by renal bicarbonate loss due to carbonic anhydrase 
inhibition by topiramate. Conditions or therapies that predispose patients to acidosis 
(such as renal disease, severe respiratory disorders, status epilepticus, diarrhea, ketogenic 
diet, or specific drugs) may be additive to the bicarbonate lowering effects of topiramate. 
EPRONTIA treatment that causes metabolic acidosis during pregnancy can possibly 
produce adverse effects on the fetus and might also cause metabolic acidosis in the 
neonate from possible transfer of topiramate to the fetus. Baseline and periodic serum 
bicarbonate measurements are recommended during EPRONTIA treatment. If metabolic 
acidosis develops, consideration should be given to either dose reduction or discontinuation 
of therapy using dose tapering.

Suicidal Behavior and Ideation: Antiepileptic drugs (AEDs), including EPRONTIA, increase 
the risk of suicidal thoughts or behavior in patients taking these drugs for any indication. 
Patients treated with any AED should be monitored for the emergence or worsening of 
depression, suicidal thoughts or behavior, and/or any unusual changes in mood or behavior.

Cognitive/Neuropsychiatric Adverse Reactions: EPRONTIA can cause cognitive/
neuropsychiatric adverse reactions. The most frequent adverse reactions can be classified 
into 3 categories: 1) cognitive-related dysfunction (confusion, difficulty with concentration, 
difficulty with memory, speech or language problems); 2) psychiatric/behavior disorders; 
3) somnolence or fatigue.

Fetal Toxicity: EPRONTIA can cause fetal harm when administered to pregnant women. 
The benefits and risks should be considered when administering this drug in women of 
childbearing potential.

Withdrawal of Antiepileptic Drugs: EPRONTIA should be gradually withdrawn to minimize 
the potential for seizures or increased seizure frequency. If rapid withdrawal is required, 
appropriate monitoring is recommended.

Serious Skin Reactions: Serious skin reactions (Stevens-Johnson Syndrome [SJS] and Toxic 
Epidermal Necrolysis [TEN]) have been reported. EPRONTIA should be discontinued at 
the first sign of a rash unless the rash is clearly unrelated to the drug. If signs or symptoms 
suggest SJS/TEN, use of this drug should not be resumed and alternative therapy should be 
considered. Inform patients about the signs of serious skin reactions.

Hyperammonemia and Encephalopathy (Without and With Concomitant Valproic Acid 
Use): Topiramate treatment can cause hyperammonemia with or without encephalopathy, 
the risk of which appears to be dose related, and which has been reported more frequently 
with concomitant use of valproic acid. In patients who develop unexplained lethargy, 
vomiting or changes in mental status associated with topiramate, hyperammonemic 
encephalopathy should be considered and an ammonia level should be measured.

Kidney Stones: EPRONTIA can cause an increased risk of kidney stones. The concomitant 
use of topiramate with any other drug producing metabolic acidosis, or potentially in 
patients on a ketogenic diet, may increase the risk of kidney stone formation. Instruct 
patients to stay well hydrated while taking EPRONTIA.

Hypothermia with Concomitant Valproic Acid Use: Hypothermia has been reported in 
association with topiramate use with concomitant valproic acid both in conjunction with 
hyperammonemia and in the absence of hyperammonemia. Consider discontinuation of 
topiramate or valproate in patients who develop hypothermia. Blood ammonia levels should 
be assessed during clinical management.

Adverse Reactions:

The most common side effects for EPRONTIA include:

• Tingling of the arms and legs
• Not feeling hungry
• Nausea
• A change in the way foods taste
• Diarrhea
• Weight loss
• Nervousness
• Upper respiratory tract infections
• Speech problems
• Tiredness

• Dizziness
• Sleepiness/drowsiness
• Slow reactions
• Difficulty with memory
• Pain in the abdomen
• Fever
• Abnormal vision
• Decreased feeling or sensitivity, especially 

in the skin

These are not all the possible side effects of EPRONTIA.

Use in Specific Populations:
Women of Reproductive Potential

Women of childbearing potential who are not planning a pregnancy should use effective 
contraception because of the risks of oral clefts and small for gestational age (SGA).

Renal Impairment

The clearance of EPRONTIA is reduced in patients with moderate (creatinine clearance 
30 to 69 mL/min/1.73 m2) and severe (creatinine clearance <30 mL/min/1.73 m2) renal 
impairment. A dosage adjustment is recommended in patients with moderate or severe 
renal impairment.

Patients Undergoing Hemodialysis

EPRONTIA is cleared by hemodialysis at a rate that is 4 to 6 times greater than in a normal 
individual. A dosage adjustment may be required.

The Important Safety Information does not include all the information needed to use 
EPRONTIA safely and effectively. Visit EPRONTIA.com for full prescribing information.

To report SUSPECTED ADVERSE REACTIONS, contact Azurity Pharmaceuticals, Inc. 
at 1-855-379-0383, or FDA at 1-800-FDA-1088 or www.fda.gov/MedWatch.

HCP-EPR-1.6

Reference: EPRONTIA [package insert]. Wilmington, MA: Azurity Pharmaceuticals, Inc.; 2022.
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difficulty with memory, speech or language problems); 2) psychiatric/behavior disorders; 
3) somnolence or fatigue.

Fetal Toxicity: EPRONTIA can cause fetal harm when administered to pregnant women. 
The benefits and risks should be considered when administering this drug in women of 
childbearing potential.

Withdrawal of Antiepileptic Drugs: EPRONTIA should be gradually withdrawn to minimize 
the potential for seizures or increased seizure frequency. If rapid withdrawal is required, 
appropriate monitoring is recommended.

Serious Skin Reactions: Serious skin reactions (Stevens-Johnson Syndrome [SJS] and Toxic 
Epidermal Necrolysis [TEN]) have been reported. EPRONTIA should be discontinued at 
the first sign of a rash unless the rash is clearly unrelated to the drug. If signs or symptoms 
suggest SJS/TEN, use of this drug should not be resumed and alternative therapy should be 
considered. Inform patients about the signs of serious skin reactions.

Hyperammonemia and Encephalopathy (Without and With Concomitant Valproic Acid 
Use): Topiramate treatment can cause hyperammonemia with or without encephalopathy, 
the risk of which appears to be dose related, and which has been reported more frequently 
with concomitant use of valproic acid. In patients who develop unexplained lethargy, 
vomiting or changes in mental status associated with topiramate, hyperammonemic 
encephalopathy should be considered and an ammonia level should be measured.

Kidney Stones: EPRONTIA can cause an increased risk of kidney stones. The concomitant 
use of topiramate with any other drug producing metabolic acidosis, or potentially in 
patients on a ketogenic diet, may increase the risk of kidney stone formation. Instruct 
patients to stay well hydrated while taking EPRONTIA.

Hypothermia with Concomitant Valproic Acid Use: Hypothermia has been reported in 
association with topiramate use with concomitant valproic acid both in conjunction with 
hyperammonemia and in the absence of hyperammonemia. Consider discontinuation of 
topiramate or valproate in patients who develop hypothermia. Blood ammonia levels should 
be assessed during clinical management.

Adverse Reactions:

The most common side effects for EPRONTIA include:

• Tingling of the arms and legs
• Not feeling hungry
• Nausea
• A change in the way foods taste
• Diarrhea
• Weight loss
• Nervousness
• Upper respiratory tract infections
• Speech problems
• Tiredness

• Dizziness
• Sleepiness/drowsiness
• Slow reactions
• Difficulty with memory
• Pain in the abdomen
• Fever
• Abnormal vision
• Decreased feeling or sensitivity, especially 

in the skin

These are not all the possible side effects of EPRONTIA.

Use in Specific Populations:
Women of Reproductive Potential

Women of childbearing potential who are not planning a pregnancy should use effective 
contraception because of the risks of oral clefts and small for gestational age (SGA).

Renal Impairment

The clearance of EPRONTIA is reduced in patients with moderate (creatinine clearance 
30 to 69 mL/min/1.73 m2) and severe (creatinine clearance <30 mL/min/1.73 m2) renal 
impairment. A dosage adjustment is recommended in patients with moderate or severe 
renal impairment.

Patients Undergoing Hemodialysis

EPRONTIA is cleared by hemodialysis at a rate that is 4 to 6 times greater than in a normal 
individual. A dosage adjustment may be required.

The Important Safety Information does not include all the information needed to use 
EPRONTIA safely and effectively. Visit EPRONTIA.com for full prescribing information.

To report SUSPECTED ADVERSE REACTIONS, contact Azurity Pharmaceuticals, Inc. 
at 1-855-379-0383, or FDA at 1-800-FDA-1088 or www.fda.gov/MedWatch.
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Visual Field Defects: Visual field defects have been reported in clinical trials and post-
marketing experience in patients receiving topiramate. In clinical trials, most of these 
events were found to be reversible after topiramate discontinuation. If visual problems 
occur, consideration should be given to discontinuing the drug.

Oligohydrosis (decreased sweating) and Hyperthermia: Oligohydrosis, infrequently 
resulting in hospitalization, has been reported in association with EPRONTIA use. The 
majority of these reports have been in pediatric patients. Patients, especially pediatric 
patients, should be monitored for evidence of decreased sweating and increase in body 
temperature, especially in hot weather. Caution should be used when EPRONTIA is 
prescribed with other drugs that predispose patients to heat-related disorders. These 
drugs include, but are not limited to, other carbonic anhydrase inhibitors and other 
drugs with anticholinergic activity.

Metabolic Acidosis: Metabolic acidosis was commonly observed in adults and pediatric 
patients in clinical trials and is caused by renal bicarbonate loss due to carbonic anhydrase 
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(such as renal disease, severe respiratory disorders, status epilepticus, diarrhea, ketogenic 
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the risk of suicidal thoughts or behavior in patients taking these drugs for any indication. 
Patients treated with any AED should be monitored for the emergence or worsening of 
depression, suicidal thoughts or behavior, and/or any unusual changes in mood or behavior.
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the risk of which appears to be dose related, and which has been reported more frequently 
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encephalopathy should be considered and an ammonia level should be measured.
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use of topiramate with any other drug producing metabolic acidosis, or potentially in 
patients on a ketogenic diet, may increase the risk of kidney stone formation. Instruct 
patients to stay well hydrated while taking EPRONTIA.
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•   Examine symptoms and mode of transmission of monkeypox.

•   Identify patients at increased risk of severe monkeypox disease and patient populations that are eligible for the monkeypox vaccine. 

•   Explain preventive strategies and management therapies for monkeypox.

•   Explore the role of the pharmacist in the management and prevention of monkeypox outbreak.
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Introduction to Monkeypox
In July 2022, the World Health Organization 
(WHO) declared the monkeypox outbreak an 
international public health emergency. The 
first case of the 2022 monkeypox outbreak was 
reported in May 2022 in Europe. Shortly after, 
cases spread worldwide, with the first case re-
ported in the United States on May 17, 2022. As 
of October 2022, there are approximately 71,000 
cases worldwide and over 26,000 cases in the 
United States.1,2

Monkeypox outbreaks have been reported in 
African countries since 1970 with the first human 
case in the Democratic Republic of Congo.3,4 How-
ever, the first outbreak in the western hemisphere 
occurred in 2003 in the United States with over 
70 cases of monkeypox reported in 6 states: Il-
linois, Indiana, Kansas, Missouri, Ohio, and Wis-
consin. An investigation showed that the 2003 
monkeypox outbreak was caused by prairie dogs, 
who became infected through African rodents. 
As a result, the import and release of animals 
from Africa has been banned. Compared with 
previous outbreaks, the exact cause of the 2022 
monkeypox outbreak remains unknown. There 
are many non-travel cases being reported as well 

as cases without close contact with an infected  
individual. Moreover, the current outbreak seems 
to have a shorter prodromal period compared 
with those in the past.5 

Monkeypox is a zoonotic disease caused by 
the monkeypox virus belonging to the Orthopox-
virus genus and Poxviridae family.4 There are 2  
genetic clades of the monkeypox virus identi-
fied, West African and Congo Basin. The Congo 
Basin clade is a more severe form of monkey-
pox disease, with a greater case fatality ratio 
and transmission rates. The West African clade, 
which is responsible for the current outbreak in 
the United States, is the less virulent form of the 
Congo Basin clade.4 Monkeypox virus is from the 
same family as the virus responsible for small-
pox, the variola virus.4 Despite being highly 
contagious, monkeypox disease is generally un-
complicated, with mild to moderate symptoms, 
and rarely results in death.6 

Transmission
Monkeypox virus can be transmitted via ani-
mal-to-human or human-to-human routes. Many 
animals may serve as reservoirs for the mon-
keypox virus including tree squirrels, Gambian 
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pouched rats, and monkeys. It has been hypothesized that monkeys 
and humans are incidental hosts, and the exact reservoir for the virus 
remains unknown.3,7  

Human-to-human transmission occurs through various routes. Mon-
keypox is spread by direct skin-to-skin contact with infectious vesi-
cles. Transmission through indirect contact such as clothing or linens 
that have been in contact with infected individuals is also possible.7  
Although sexual activity between men has been noted to be the most 
common route of transmission in the 2022 outbreak, monkeypox has 
not been classified as a sexually transmitted disease.8 It is unknown 
if monkeypox can be spread through semen or vaginal fluid at this 
moment; however, viral DNA is found in semen.9 

There is a risk of neonatal transmission of monkeypox virus be-
tween an infected mother and baby, either through delivery or breast-
feeding. One study reported 4 cases of pregnant women, 2 of whom 
had spontaneous termination of pregnancy during the first trimester;  
1 gave birth to a healthy newborn, and 1 had a stillborn with clear  
evidence of monkeypox lesions.10 This evidence suggests that mon-
keypox can be also transmitted through the placenta.   

Clinical Presentation
Monkeypox disease is characterized by a rash with well-defined, deep-
seated, and rubbery-to-firm lesions that may ultimately progress to 
scars. A newly identified pattern in the 2022 outbreak is rash that 
mainly affects the groin, genital area, and anus; however, it can also 
disseminate to other parts of the body including the palms, soles of 
the feet, mucosal membranes, and conjunctiva. Throughout the pro-
gression of the disease, lesions evolve to papules, vesicles, and, ulti-
mately, pustules. Eventually, the crust forms and falls off, typically 
around 1 to 2 weeks after the development of rash. The number of 
lesions also varies anywhere from a couple to a few thousand.3,7,11 In 
severe cases, multiple lesions merge together, affecting large areas 
and leading to sloughing off of the skin.3

Other symptoms of monkeypox infection are more systemic in 

nature making it difficult to distinguish monkeypox from other infec-
tions similar in presentation, such as smallpox, herpes, and shingles. 
Prodromal symptoms of monkeypox include swelling of the lymph 
nodes, fever, chills, myalgia, asthenia, and respiratory symptoms (ie, 
sore throat, cough, congestion).12 Interestingly, during the current out-
break many cases of atypical monkeypox presentation have been 
noted where patients present with perianal pain and rectal bleeding.13 

Monkeypox is usually a self-limiting disease, with symptoms last-
ing about 2 to 4 weeks. Symptoms usually begin within 3 weeks of 
exposure, with the rash forming about 1 to 4 days after initial flu-
like presentation.14 It is rarely a fatal condition and has a case fatal-
ity ratio ranging from 1% to a historical high of 10%.3 However, some 
patients may develop complications following infection with mon-
keypox virus, such as bronchopneumonia, secondary infections, en-
cephalitis, corneal scarring, and subsequent vision loss.3 Populations 
at increased risk for severe infection include young adults, pregnant 
women, those who are immunocompromised, and those with a his-
tory of dermatologic conditions (ie, atopic dermatitis, impetigo, se-
vere acne, and psoriasis).15-17 

Diagnosis
Prior to testing for monkeypox, a health care provider must rule out 
other sources of skin lesions, such as measles, chickenpox, skin infec-
tions, and medication allergies.3 Swollen lymph nodes are often a key 
feature of monkeypox that may be used to differentiate from other 
types of pox viruses.18  

Suspicion of monkeypox is followed by laboratory testing of a sam-
ple from a skin lesion. The preferred laboratory test is performed via 
polymerase chain reaction; serology and antigen-detecting methods 
are not recommended due to the cross-reactivity of monkeypox.3 Turn-
around times for test results are typically 48 hours, although test re-
sults can take days to return.19

To view the entire CE activity and references, please go to  
www.advancepharmacist.com/monkeypox or scan the QR code.
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TODAY!

SMART TERMINAL

Email or SMS a receipt
Send Invoices
Email or SMS a receipt

• Send Invoices

with
4G / Wifi

OPTIONAL PROGRAMS:

EDGE: The Best CASH DISCOUNT PROGRAM 
from North American Bancard
Are you ready to get rid of the impact of payment processing costs 
on your business?  With the Edge Cash Discount program you will enjoy the 
same profit margins from cash payments as you do from non-cash payments.

FREE TERMINAL PLACEMENT OPTIONS

STANDARD
TERMINAL• Point of Sale Systems

Recommendations, Solutions 
& Integrations

• Accept EBT/Snap
   Low Transaction Fee

  FINANCIAL SERVICES

The only partner 
you need to reach 
pharmacists. 

CONTACT ME TO PLACE YOUR AD
Joanna Shippoli
(440) 895-2615 
jshippoli@mjhlifesciences.com



  BROKERS
PRODUCTS & SERVICES  /  MARKETPLACE

Drug Topics®November 2022 45DrugTopics.com

RX BROKERS, INC.

Contact Tony Hayslip 
for All Your Answers

RxBrokerage.com  1.800.530.5650

Hayslip Rx Brokers Inc.Hayslip Rx Brokers Inc.

Need Expert Help
Selling / Buying a Pharmacy?

Approached by a Chain to Sell?
Looking for an Independent Buyer?

Need a Valuation for Your Pharmacy?
MAXIMIZE your value
MINIMIZE your worry

Tony Hayslip, ABR/AREP
713-829-7570
Tony@RxBrokerage.com

Endorsed by
State Pharmacy Associations
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