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Our Members Chart 
the Course for NCPA

Pharmacy has no shortage of organiza-
tions. Many years ago I remember ask-
ing my dad, a pharmacy owner, to help 
me decipher all of the different pharma-
cy groups. He wasn’t a big pharmacy 
organization guy, but I do remember 
that he had good things to say about 
NCPA (NARD at the time). So good, in 
fact, that he bought memberships for all 
of the pharmacists that worked for him. 
Back then, today, and tomorrow, NCPA 
is a member-driven organization. From 
our work to spark grassroots activities, 
to the NCPA House of Delegates which 
sets NCPA policy, to the NCPA Board 
of Directors (made up of pharmacy 
owners from all over the country), our 
members drive our agenda.

One example of that is the annual 
survey we do of NCPA members asking 
them to guide us on their top advocacy 
priorities and what programs NCPA can 
offer to help you develop your business. 
For 2016, the advocacy priorities are 
slow and low MAC updates, address-
ing the growth in unpredictable direct 
and indirect remuneration (DIR) fees 
by PBM corporations, and allowing 
“any willing pharmacy” to participate in 
Medicare Part D plans. On the business 
development side, the first priority is 
assistance in creating independent 
community pharmacy pay-for-perfor-
mance networks. The second was 
developing programs that help phar-
macies start new revenue-generating 
services. The third was programs on 
quality measures and Star Ratings, and 
their effects on pharmacies. 

This month at our headquarters in the 
Washington, D.C., area, we will host our 
annual NCPA Steering Committee meet-
ings. There are eight committees, invited 
by the NCPA president, and made up of 
some of the most progressive phar-
macists in the country. This is a select 
invitation to approximately 100 of the top 
pharmacy owners in the country. There 
are always more great candidates than 
room on the roster. For me, this meeting 
is one of the highlights of the year.

Here is a list of the NCPA committees 
that will be meeting here and their 
areas of concern.

Technology: Addresses current tech-
nologies used by community pharma-
cies and anticipates future technology 
needs that will position community 
pharmacy to be on the cutting edge 
of patient care and business success. 
Provides guidance on pharmacist 
development programs that will enable 
pharmacists to gain efficiencies and 
for interoperable communications with 
other health care providers. 

Compounding: Provides exper-
tise on issues and opportunities in 
compounding including developing 
business opportunities and challenges 
as well as regulatory opportunities 
and challenges. Provides insight into 
programs to assist pharmacists wish-
ing to initiate or further develop their 
compounding practice.

Long-Term Care: Provides insight into 

marketplace and regulatory opportunities 
and obstacles to pharmacists focused 
on senior care. Helps anticipate evolving 
trends affecting pharmacists and senior 
patients and suggests programs that 
prepare pharmacists with tools needed 
to adapt to the changes. Helps attract 
new members to the LTC division.

Management: Identifies the business 
management issues of most value 
to community pharmacy owners 
and develops strategies to maximize 
efficiencies. Anticipates new business 
management opportunities and chal-
lenges and helps develop programs to 
assist the membership to prepare and 
be successful.

National Legislation and Government 
Affairs: Committee is briefed on the 
national legislative issues affecting 
community pharmacy currently as 
well as those on the horizon. Provides 
experience and leadership to help the 
NCPA team with strategy development. 
Members use their experience and con-
tacts to assist NCPA in reaching out to 
key pharmacy legislative and regulatory 
influencers.

State Legislation and Regulation: Helps 
develop and sharpen state advocacy 
strategy by contributing its experience 
and contacts. Identifies legislative or 
regulatory strategies needed to proac-
tively expand business opportunities for 
community pharmacies.

UP FRONT
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Discover the ins and outs of buying an existing pharmacy or open-
ing a new one at Ownership Workshop with sessions on financing, 
marketing, business management, and profitable merchandising 
ideas. You’ll learn how to create a successful business plan, develop 
a start-up checklist and timeline, assess technology and financial 
needs, and much more.

More than 50 percent of past workshop participants now own a 
pharmacy—you could be one of them.

Register now at www.ncpanet.org/owregistration.

March 11–13, 2016 — Phoenix, AZ
June 3–5, 2016 — Memphis, TN
October 13–15, 2016 — New Orleans, LA

Enhance Your Ownership Skills
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NEWSWIRE

ALERT
ADVOCACY

Consensus Building for Com-
pounding—NCPA has joined 
a coalition of state pharmacy 
associations, varied health care 
providers, and others in the 
pharmacy community in recom-
mending to state pharmacy and 
medical boards that they delay 
any pending changes pursuant 
to the compounding provisions 
contained in the Drug Quality 
and Security Act. This broad 
cross section of organizations is 
concerned about the potential 
inability of practitioners to obtain 
and employ office-use com-
pounded drugs. It wants the state 
boards to wait until the Food 
and Drug Administration issues 
its policy guidance in a manner 
that is consistent with the act as 
Congress intended.

Probe DIRs—In a letter and a 
follow-up private meeting, NCPA 
has urged an influential congres-
sional advisory panel to examine 
the growing PBM practice of 
levying post-dispensing direct 
and indirect remuneration fees 
that "can distort total reimburse-
ment to the pharmacy." NCPA 
made the recommendation to 
the Medicare Payment Advisory 
Commission, an independent 
congressional agency estab-
lished to advise Congress on 
issues affecting Medicare.

Why doesn’t NCPA sue the PBMs? 
It can’t be legal for them to pay 
us below our costs.

Bill Osborn, Board of Directors
Miami, Okla.

“There is a difference between what is legal (what the contract says) and what 
is conducive to a legitimate business relationship (what PBMs do). Where there 
are legal grounds to challenge the PBMs, we have and will continue to do so. 
NCPA not only advocated that the Federal Trade Commission block the merger 
of ESI and Medco, but when the FTC refused to take action, we filed a federal 
lawsuit against the merger. Sometimes we take legal action to address PBM 
issues affecting independent community pharmacy by suing the government, 
as was the case with our successful challenge of the AMP rule in 2007, which 
saved billions of dollars in cuts to pharmacies and assured patient access to 
pharmacies. In many situations, the underlying problem is related to contracts 
between pharmacies (either directly or through PSAOs) and the PBMs, for 
which NCPA is not a party and therefore could not sue. To the extent NCPA 
itself does not have standing, we often file so-called “friend of the court” briefs 
advocating on behalf of pharmacies. We filed an amicus brief together with the 
Iowa Pharmacy Association supporting the state’s defense of PCMA’s lawsuit 
challenging the legality of its MAC transparency law. We are continually ana-
lyzing the legality of PBM conduct and will continue to take aggressive action 
when the opportunity arises.” ■

NCPA



Invalid transfer prescriptions are resulting in audit difficulties

Q: Our pharmacy processes several prescription transfers every month, but we’re unsure what information 
needs to be included.

A: Some plans are looking at prescription transfers as a new way to catch pharmacies who may be missing informa-
tion required by law.

In general, the following should be considered along with any state-specific requirements:
• Name of transferring pharmacy, address and phone number
• Old prescription number
• Name of transferring out pharmacist
• Name of transferring in pharmacist
• Original date written
• Last date filled
• Original number of refills
• Refills remaining 

In some cases, no post audit documentation is being allowed, so be sure to document all of the legal requirements 
for a transfer prescription in your state. It may be helpful to have a special transfer prescription pad designed specifi-
cally with space to document all of the legally required prescription elements. If you have a transfer screen, print and 
submit it with the audit.

By Mark Jacobs, RPh, PAAS National (the Pharmacy Audit Assistance Service). For more information, call 888-870-7227 toll-free, 

or visit www.paasnational.com.
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Independent 
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Today
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A pharmacist recently told us of an error in which a patient 
received two separate prescriptions for warfarin. The 
patient was being discharged from the hospital and was 
to take warfarin 3 mg daily at home. The prescriber initially 
sent an electronic prescription (e-Rx) to the pharmacy for 
warfarin 1 mg, with instructions to take three tablets daily. 
After sending the e-Rx, the prescriber realized that a war-
farin 3 mg tablet was available and electronically discontin-
ued or cancelled the first prescription. He sent a new e-Rx 
for the 3 mg tablet, to be taken daily, to the same pharma-
cy. The pharmacy never received notification that the first 
e-Rx was discontinued and dispensed both prescriptions to 
the patient. Subsequently, the patient took double the dose 
(one 3 mg tablet and three 1 mg tablets) daily for several 
days before presenting to an anticoagulation clinic with 
an elevated INR. It is not hard to imagine that this patient 
would have suffered serious harm if the overdose was not 
identified as soon as it was.

This is not the first time we have heard of issues when 
prescribers try to discontinue or cancel an e-prescription. 
Most times, pharmacy systems do not successfully receive 
cancellation communications. However, prescribers, 
including the one involved in the case described above, 
are not aware of this communication barrier. The safety 
and efficiency gains provided by the electronic communi-
cation of health information and prescriptions continue to 
be limited by gaps in interoperability. It’s about time that 
pharmacies, prescribers, health information network oper-
ators, pharmacy computer system vendors, e-prescribing/
electronic health record vendors, and regulators take 
action to improve the interoperability of these systems. As 
we move toward that goal, technology vendors and sys-
tems that transmit prescriptions must make all prescribers 
aware of this shortfall.

CONFUSED DRUG NAMES: 
CLOMIPHENE AND CLOMIPRAMINE
A consumer reported that his wife received the wrong 
medication from a community pharmacy. The physician’s 
office telephoned a prescription to the pharmacy for the 
fertility drug clomiPHENE 50 mg, take three tablets by 
mouth daily. However, the pharmacy dispensed clomiP-
RAMINE 50 mg, a tricyclic antidepressant used to treat 
obsessive-compulsive disorder, with directions to take 
three capsules (150 mg) by mouth daily. After taking the 
first dose, the patient reported feeling sick and very sleepy. 
Later, she developed a headache, dizziness, and nausea. 
It is not known if any computerized alerts were generated 
for the high dose of clomiPRAMINE—the starting dose for 
clomiPRAMINE is 25 mg daily with a gradual titration over 
two weeks to 100 mg daily in divided doses.

We received four other reports involving this look- and 
sound-alike name pair dating back to 2002. The fact that 
both products are available in 50 mg dosage strengths 
increases the risk of confusion. To help differentiate these 
drug names, the Food and Drug Administration applied tall 
man lettering to the pair as part of the FDA Name Differ-
entiation Project (www.fda.gov/Drugs/DrugSafety/Medica-
tionErrors/ucm164587.htm).

Gaps Remain in Communicating 
Cancelled e-Prescriptions

MEDICATION SAFETY
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Establishing an accredited diabetes education program 
in your pharmacy can be both a rewarding and 
profitable niche for your patients and your business.
 
Learn how to expand your role in diabetes self-
management education/training (DSME/T) and access 
a path for reimbursement from the Centers for Medicare 
& Medicaid Services (CMS) through our Diabetes 
Accreditation Standards-Practical Applications 
(DASPA) program.
 
This comprehensive, day-and-a-half-long program will 
cover topics such as case management, marketing, 
billing, accreditation, and documentation for DSME/T. The 
program includes both an online and live component and 
introduces pharmacists to the American Association of 
Diabetes Educators accreditation process.

Help Improve

Patients’

Develop a New Niche
for Your Pharmacy

 Your 

Diabetes Care
& 

www.ncpanet.org/daspa

2016 PROGRAM DATES:
Mar. 31 – Apr. 1 | Kansas City, Mo.

http://www.ncpanet.org/daspa


While contemplating what to write about for my first col-
umn in 2016, I received an email from pharmacy industry 
veteran Bruce Kneeland with a link to an article he thought 
would interest me. It referenced former mainframe com-
puter industry veteran Kim Komando, who now has a radio 
talk show program with more than 6.5 million listeners. She 
believes that robotics and other technologies will severely 
impact a handful of careers in a negative manner this year. 
Pharmacists were listed as No. 4 of the five on which she 
focused. Before I dig into her assertions about the impact 
of technology on current and future careers in pharmacy, 
I'll give you a list of the other four she mentioned.

PARALEGALS
Komando listed paralegals as No. 1 on the list of threatened 
careers. With all of the lawyer shows on television, you 
can't help but notice how large numbers of associates and 
paralegals are frequently tasked with searching both the laws 
and case histories to find that nugget of precedence that 
can make or break a litigation process. The breakthroughs 
in artificial intelligence and digitization of the entire history 
of legal documentation makes it possible for technology to 
search and present information that an entire legal team 
would address in previous times. Google employs keyword 
search strategies, but a profession-specific tuning of artificial 
intelligence can uncover nuances and discriminate between 
specific legal arguments that go beyond search engines.

STORE CUSTOMER SERVICE CLERKS 
Second on the list were store customer service clerks. We 
have all seen self-checkout lanes in groceries and other 
retail businesses. Some of us have utilized smartcarts and 
iPad kiosks that answer our questions, demonstrate “how-
to’s” by video, and send us commercial messages on our 
personal smartphones when we enter an establishment. 
Lowe's employs a wandering robot for customer service, 

PHARMACY TECHNOLOGY

Is Technology a Career 
Threat to Pharmacists?

by Bill G. Felkey
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although I haven't seen this one in person. You may be inter-
ested to know that I was involved in an experiment at Eckerd 
pharmacies where we gave bagged prescriptions to patients 
to pay for up front like any other merchandise. We had a 
system in place where the prescription was tracked, and 
if the barcode was not scanned and subsequent payment 
made, a follow-up call requested authorization to charge for 
the discrepancy over the phone. Only a very small number of 
patients attempted to shoplift the dispensed medicines.

JOURNALISTS 
Emerging technology also looms over journalists, accord-
ing to Komando. Have you ever been busy and tuned into 
a real-time game box score website that gave play-by-play 
updates in text? Newspapers and other print and electronic 
media outlets are now able to employ software that compos-
es summaries from these stats to include quotes gathered 
from the closed captioning text that were made before, 
during, and after sporting events. Robojournalists are ca-
pable of producing about 1,000 articles a month. I think this 
number is impressive when I consider the research and noo-
dling that I have to do to produce monthly columns in four 
different journals. I have always written that technology can 

either enhance or replace human functions. The functions 
that are most vulnerable are often repetitive and tedious. I 
enjoy writing and would not like to be replaced by software, 
but I realize that many categories of journalism don't require 
much human creativity and judgment in content generation.

DRIVERS
For the moment, I'm going to skip over pharmacy and jump to 
perhaps the broadest career category: drivers. We're defi-
nitely going to see self-driving cars in our very near future. 
We're already seeing self-stopping technology and blind-spot 
technology being incorporated on current production models. 
Some believe that these self-driving vehicles will be available 
within four years from mainstream automobile companies. We 
are already seeing how Uber has impacted the taxi industry in 
towns and cities whose regulations allow them to operate. Goo-
gle and other producers are going beyond vehicles that require 
an occupant to be present in the vehicle. Think about how the 
delivery industry could be impacted by this technology.

PHARMACY
Finally, we get to pharmacists. Komando described it as 
“Serving Up Just What the Doctor Ordered.” She noted that 

 Continued from page 12
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NCPA’s prescription disposal program Dispose My Meds™ offers you a 
low-cost, turn-key program to help consumers in their desire to safely dis-
pose of unused medications while promoting your business. This program 
is managed by the NCPA Foundation.

As part of Dispose My Meds, NCPA members receive a nearly 20% dis-
count on the Sharps TAKEAWAY™ Environmental Return System, a safe, 
easy method to dispose of unused patient medications. Along with the 
discount, NCPA members will receive free access to customizable flyers, 
counter cards, bag stuffers, and posters to promote their collection activi-
ties and a listing on the national website: www.disposemymeds.org

NCPA developed this program to encourage community pharmacists to 
consider voluntarily initiating medication disposal programs. More than 
1,600 pharmacies are participating, and so far they have collected over 
200,000 pounds of unused and expired medications.

Some restrictions may apply, including the acceptance of controlled substances.

To view FREE members-only marketing materials and sign up, 
visit www.ncpanet.org/disposemymeds

Business

Like us on Facebook
Facebook.com/Disposemymeds

Looking
for

AN nomical
Program

ECO
foryour

National Community Pharmacists 
Association Foundation www.ncpafoundation.org

http://www.ncpanet.org/disposemymeds


PHYSICIAN AGREEMENT

There are two important principles 
to which a pharmacy must adhere. 
The first is that the pharmacy “lives 
in a glass house.” If the pharmacy 
is doing something it should not be 
doing, then “someone knows about 
it.” This “someone” might be an 
existing employee, a former employ-
ee, a competitor, or an employee of 

a person (such as a physician) with 
whom the pharmacy has a business 
relationship. A person who is aware 
of what the pharmacy is doing wrong 
might end up becoming a qui tam 
(whistleblower) relator (plaintiff). 

The second principle is this: If your 
brain tells you one thing, and your 

gut tells you something else, then 
you need to ignore your brain and 
trust your gut. As humans, we are 
capable of rationalizing dishonest or 
unethical decisions. However, our 
gut never lies.

PHARMACY-PHYSICIAN  
RELATIONSHIP
With these principles in mind, let us 
examine the relationship between 
a pharmacy and a physician. It is 
not uncommon for pharmacies to 
enter into medical director arrange-
ments in which the pharmacies pay 
compensation for the physicians’ 
services. The challenge is this: Is this 
a legitimate arrangement in which 
the pharmacy is paying fair market 
value compensation for substantive 
services, or is this a “sham” meant 
to simply provide compensation to a 
referral source?

On June 9, 2015, the Office of Inspec-
tor General addressed this issue by 
issuing a fraud alert labeled “Physi-
cian Compensation Arrangements 
May Result in Significant Liability.” 
The fraud alert states that “Physi-
cians who enter into compensation 
arrangements such as medical 
directorships must ensure that those 
arrangements reflect fair market 
value for bona fide services the 
physicians actually provide. Although 
many compensation arrangements 
are legitimate, a compensation ar-

PHARMACY LAW

OIG Fraud Alert: Physician 
Compensation Arrangements

by Jeffrey S. Baird, Esq.
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Association Foundation www.ncpafoundation.org

INTRODUCING THE

Pharmacy Disaster 
Support Center

Independent community pharmacy owners now have a new integrated 
resource for consolidating their disaster preparedness, response, and 
recovery procedures. This integration will result in a faster business 
recovery after calamity strikes. 

The Pharmacy Disaster Support Center was created with the goal 
of helping pharmacy owners minimize business interruption from a 
natural disaster or other adverse event. The center is supported by 
the National Community Pharmacists Association Foundation and 
Pharmacists Mutual Insurance Company. 

Why participate? 
Enrollees of the Pharmacy Disaster Support Center will benefit from 
a streamlined communication process during the chaotic aftermath 
of a calamity and appreciate having a centralized hub for insurance 
and vendor contacts. What’s more, the non-financial business data 
collected during the enrollment process will help in the coordination 
of assistance that’s specific to your unique business operation needs. 

Are you open for business?
Should we come to work today?
Can my business bounce back?

These are some of the questions your customers, employees, and you 
will ask if the unthinkable happens. We want you to plan ahead so you 
can respond: “Yes, Yes, Yes!”

Visit www.rxdisaster.com, email ncpaF@ncpanet.org, or call  
844-811-2345 for more details about this exciting new program designed 
for owners aiming to strengthen their business-continuity procedures.

ENROLL TODAY!

http://www.ncpafoundation.org


rangement may violate the anti-kick-
back statute if even one purpose of 
the arrangement is to compensate 
a physician for his or her past or 
future referrals of federal health care 
program business. OIG encourages 
physicians to carefully consider the 
terms and conditions of medical 
directorships and other compensa-
tion arrangements before entering 
into them.”

OIG recently reached settlements 
with 12 individual physicians who 
entered into questionable medical 
directorship and office staff ar-
rangements. OIG alleged that the 
compensation paid to these phy-
sicians under the medical direc-
torship arrangements constituted 
improper remuneration under the 
anti-kickback statute for a number of 
reasons, among them being that the 
payments took into account the phy-
sicians’ volume or value of referrals 
and did not reflect fair market value 
for the services to be performed, 
and because the physicians did not 
actually provide the services called 
for under the agreements. 

OIG also alleged that some of the 12 
physicians had entered into arrange-
ments under which an affiliated 
health care entity paid the salaries 
of the physicians’ front office staff. 
Because these arrangements relieved 
the physicians of a financial burden 
they otherwise would have incurred, 
OIG alleged that the salaries paid 
under these arrangements consti-
tuted improper remuneration to the 
physicians. OIG determined that the 
physicians were an integral part of the 
scheme and subject to liability under 
the civil monetary penalties law.

STEEP PENALTIES FOR FRAUD
Those who commit fraud involving 
federal health care programs are 
subject to possible criminal, civil, 

and administrative sanctions. For 
more information on physician 
relationships, see OIG’s “Compliance 
Program Guidance for Individual and 
Small Group Physician Practices” 
available at http://bit.ly/physician-
compliance, and OIG’s “A Road-
map for New Physicians: Avoiding 
Medicare and Medicaid Fraud and 
Abuse” available at http://bit.ly/avoid-
fraudroadmap.

If you have information about physi-
cians or other providers engaging in 
any of the activities described here, 
contact the OIG Hotline at http://bit.
ly/oighotline, or by phone at 800-447-
8477 (800-HHS-TIPS).

Under the Medicare anti-kickback 
statute, it is a felony for a pharmacy 
to knowingly or willfully offer or pay 
any remuneration to induce a person 
to refer a person for the furnishing 
or arranging for the furnishing of 
any item for which payment may be 
made under a federal health care 
program, or the purchase or lease or 
the recommendation of the purchase 
or lease of any item for which pay-
ment may be made under a federal 
health care program. 

SAFE HARBORS
There are a number of “safe harbors” 
to the anti-kickback statute. If an ar-
rangement falls within a safe harbor, 
then, as a matter of law, it does not 
violate the anti-kickback statute.

When entering into a medical 
director agreement with a referring 
physician, the arrangement needs 
to comply with the personal services 
and management contracts safe 
harbor to the anti-kickback statute. 
Among other requirements, the 
medical director agreement (MDA) 
must be in writing and signed by the 
physician and pharmacy. The MDA 
must also specify the services to be 
provided by the physician. If the MDA 
provides for services on a sporadic or 
part-time basis, then it must specify 
the scheduled intervals, their precise 
length, and the exact charge for 
each interval. The term of the MDA 
must be for not less than one year, 
and the compensation must be set 
in advance, be consistent with fair 
market value, and must not take into 
account any business generated 
between the parties. Additionally, the 
services performed must not involve 
a business arrangement that violates 
any state or federal law. 

Note it is difficult for an MDA to com-
ply with the details of the “sporadic 
or part-time basis” requirement. For 
this reason, the best that an MDA 
can normally hope to accomplish is 
to substantially comply with the safe 
harbor. ■

Jeffrey S. Baird, Esq. is chairman of the 

Health Care Group at Brown & Fortunato, 

P.C., a law firm based in Amarillo, Texas. 

He represents pharmacies, infusion 

companies, home medical equipment 

companies and other health care provid-

ers throughout the United States. Baird 

is board certified in health law by the 

Texas Board of Legal Specialization. He 

can be reached at (806) 345-6320, or 

jbaird@bf-law.com.

As humans, we 
are capable of 
rationalizing dis-
honest or uneth-
ical decisions. 
However, our  
gut never lies.
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Learn about the new trends in transitional
care for the patient-centric pharmacy
market and find out how to use quality
measures data to achieve a five-star
quality rating for your pharmacy.

the possibilities in the

Whether you’re new to long-term care 
or have been practicing in the industry 
for years, you’re guaranteed to learn new 
ideas at High Performance Strategies 
for LTC Pharmacies, sponsored by 
Pharmacists Mutual Companies, such as 
how to solicit new business and manage 
interactions between your pharmacy 
and client facilities.

Visit www.ncpanet.org or call 1-800-
544-7447 for full program information
and to register.

2016 Program Dates
May 19–20
NCPA Headquarters, Alexandria, VA

October 13–14
New Orleans, LA

Market

Discover
Newly Revised Program!

http://www.ncpanet.org
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In the beginning, every store owner had to make an im-
portant decision. Do you design a store that optimizes floor 
space for fixtures and product, or frame the store to offer 
space for customers to move comfortably about the store? 
An argument can made for both. 

One can argue that the more fixtures you have, the more 
product you can display, and more product equals more 
sales and revenue. There are a few store designers who will 
eagerly back you up on that theory. On the other hand, one 
can argue there is only so much product that can generate 
profits, and more shelves lead to larger departments and 
less turns on inventory—which produces more opportuni-
ties for outdated product to linger unsold on shelves. 

There is another way. Making room for customers to shop 
comfortably will encourage them to stay longer and return of-
ten. Instead of allowing fixtures to determine the department 

size, let customers’ needs and a balanced inventory have the 
final say. More choices do not always mean more sales.

Both stores pictured on page 21 are the exact same size. The 
front ends measure approximately 32 feet long by 23 feet wide, 
equaling 736 square feet (entire store is 1,200 square feet).

Here are two important measurements you should keep in 
mind when planning your front-end layout: the width from 
shoulder to shoulder for an average adult is 18 inches. The 
minimum personal space that individuals want to surround 
themselves is also 18 inches. This means customers seek 
the comfort of no less than 3 feet of space to call their own. 

Notice the differences in spacing, front-end department 
sizes, and customer comfort between Store A and Store B:

In these two examples, cramming more inventory onto 
shelves (Store A) does not necessarily translate into 

SPACE: 
The New Frontier

by Gabe Trahan

FRONT-END OVERHAUL

Store A

•  Main aisles are 3 feet wide.
•  Distance from entrance to first fixture space is 4 feet 8 

inches.
•  Distance from fixture to pharmacy bench is 5 feet.
•  Diabetic shoe display is on a spinner rack.
•  Two-chair waiting area is on the end of an aisle.
•  No semi-private consulting area.
•  Oversized departments for a store this size are crutch-

es, baby care, digestive aids, facial tissue, cough & 
cold, skincare, first aid, foot care, snacks, and braces.

•  Additional departments added to store: crutches, dol-
lar items, incontinence, promotional, and paper goods.

•  Department sizes range from 4-12 feet.
•  Four end-caps. No banners.
•  Largest length of a gondola fixture: 20 feet plus ends.
•  Total fixture space: 177 feet.
•  Inventory needed to fill shelving: Nearly double that 

of Store B.

Minimum space available for comfortable shopping.

Store B

•  Main aisles are 5 feet wide.
•  Distance from entrance to first fixture space is 6 feet.
•  Distance from fixture to pharmacy bench is 6 feet 8 

inches.
•  Diabetes shoes and hosiery are located on an 8-foot 

slatwall.
•  Three-chair waiting are is located on a side wall.
•  One semi-private consulting area
•  Oversized departments: none.
•  Departments not on the plan: crutches, dollar items, 

incontinence, promotional, and paper goods.
•  Department sizes range from a manageable 3-6 feet.
•  Two end-caps. Two banners.
•  Largest length of a gondola fixture: 6 feet plus ends.
•  Total fixture space: 93 feet.
•  Inventory needed to fill shelving: Slightly more than 

half of Store A.

Maximum space available for comfortable shopping.
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more profits. Take your customers’ comfort and inventory 
needs in mind as exhibited in the Store B floor plan. 

Community pharmacy owners do not need to conduct a 
board meeting to decide when to make changes. ■

Gabe Trahan is NCPA's senior director of store operations and 

marketing. Gabe uses 30+ years of front-end merchandising ex-

perience to help NCPA members increase store traffic and improve 

profits. Visit www.ncpanet.org/feo to watch videos, read tips, and 

view galleries of photo examples by Gabe. Follow him on Twitter  

@NCPAGabe for additional tips.
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The local and national media constantly remind us that cybercrime poses a 
real and growing threat to the big box stores and online shopping sites such as 
Target, Neiman Marcus, eBay, and Home Depot. It is tempting to think these are 
the only targets and small businesses are safe. What could they possibly want 
with us? We are too small, right? Well, in fact, small businesses of fewer than 
100 employees are the target of hackers 71 percent of the time. Here are a few 
more statistics to put this all into perspective:

•  Fifty percent of all small businesses have been the victim of cyberattacks, 
with costs that average $21,000 per attack.

•  One in five small businesses falls victim to cybercrime each year. And of 
those, some 60 percent go out of business within six months after an attack.

•  Thirty-five percent of the small businesses hurt by social media malware 
suffered financial losses, with more than a third losing in excess of $10,000.

•  Ninety percent of small business respondents said their organization’s 
computers had been breached in the last 12 months.

•  In 2012, the largest growth in targeted attacks involved small companies 
with fewer than 250 employees.

•  Overall, cyberattacks on small business rose 300 percent in 2012 from the 
previous year.

•  In 2013, one in five small businesses received a spear phishing email, 
and the overall number of spear phishing campaigns rose by 91 percent 
that year.

Size doesn't matter to hackers,  
data does
 

by Page W. Moon

Editor’s Note: For information on source references used in this article, contact 
Chris Linville, America’s Pharmacist managing editor, at chris.linville@ncpanet.org 
or 703-838-2680.
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•  Pharming: This attack may 
corrupt a server or a computer’s 
host files to redirect a user to a 
phony website without the victim 
realizing it and then steal valuable 
personal or private information. 
Sometimes these attacks take 
the form of domain name system 
poisoning that modify a server.

•  Phishing: Seeks to gain personal 
or private information, often by 
sending an email request that 
appears to be from a legitimate 
source (spoofing refers to when 
the email address of the sender 
appears to be originated from a 
different source than it truly is) 
and obtaining sensitive infor-
mation or directing a victim to a 
website where the information is 
collected. In spear phishing, the 
email appears to come from an 
individual in the company or in a 
position of authority.

•  Physical Asset Theft: The theft 
of devices that contain valuable 
information, such as laptops, 
thumb drives, mobile devices, 
and the like.

•  Wi-Fi Eavesdropping: Hackers 
may hijack information over the 
airwaves when connecting to 
sites that don’t use encryption. Of 
greatest concern are unencrypt-
ed Wi-Fi hotspots. There are peo-
ple called wardrivers who cruise 
around searching for unsecured 
Wi-Fi networks to target.

PLANNING A DEFENSE
To plan an effective defense against 
cyberattacks, look at your business 
operations to see where you might 
be leaving doors open for thieves. An 
organization’s weaknesses can make 
cyberattacks more likely. Understand-
ing these vulnerabilities can help your 
business develop the right internal 
policies to close off points of entry 
that a cybercriminal might exploit.

Internally, your pharmacy must deal 
with untrained employees who open 

ATTRACTIVE TARGETS
Understanding why these criminals 
target small businesses, and espe-
cially independent pharmacies, is an 
important step toward crafting a strat-
egy to prevent, or at least, minimize 
attacks. The answer is really simple. 
Most experts agree that what makes 
small businesses attractive to hackers 
is their data. Jody Westby, CEO of 
Global Cyber Risk, put it this way in 
an article written by Tyler Armerding, 
“It is the data that makes a business 
attractive, not the size—especially if it 
is delicious data, such as lots of cus-
tomer contact info, credit card data, 
health data, or valuable intellectual 
property.” Your pharmacy deals with 
this type of information daily. 

It’s not just attractive data, it’s also 
weak defenses. Small businesses 
such as independent pharmacies are 
more attractive targets because they 
tend to have less secure systems and 
often limited or no finances to invest 
in true data security.

Now that we know why they attack, 
let’s explore how they attack. The list 
below is not comprehensive, but it 
covers the most common ways an 
attacker might harm your pharmacy.

•  Denial of Service: These delib-
erate attacks seek to shut down 
access to services by overwhelm-
ing a website or server with a 
multitude of requests.

•  Internal Bad Actors: A disgrun-
tled or mischievous employee or 
person with access to a system 
may corrupt a network or share 
sensitive data with unauthorized 
sources.

•  Malware: This term is short-
hand for malicious software that 
attacks a system in a variety of 
ways. The term encompasses all 
sorts of insidious attackers: a vi-
rus, worm, Trojan horse, spyware, 
adware, keylogger, botnet/bot, 
rootkit, and ransomware.

emails with malicious content, click 
on hijacked web links, create weak 
guessable passwords or otherwise 
leave your business open to attack. 
Not only is email a vehicle to pro-
liferate malware, it is a means for 
communicating information, even 
confidential, outside of the organiza-
tion or to unauthorized parties. Do 
your employees have access to data 
that they shouldn’t? The more people 
who have network access to sensitive 
information, the more likely it will be 
improperly handled and shared.

The Lahey Hospital and Medical 
Center, associated with Tufts Univer-
sity, agreed to an $850,000 settle-
ment in 2015 stemming from a 2011 
breach in electronic protected health 
information (ePHI). An unencrypted 
laptop was stolen from a treatment 
room at the facility. Does your 
pharmacy routinely access, store, 
or manipulate ePHI on a portable 
device such as a laptop, tablet or 
smartphone? Consider what would 
happen if that device fell into the 
wrong hands.

Using third-party vendors can create 
another access point to your network 
or an avenue by which a company’s 
data may be compromised. Many 
pharmacies rely on third-party ven-
dors for point-of-sale systems and 
patient record/prescription manage-
ment. Relying on a third-party vendor 
to secure your patient data without 
question could be a recipe for disas-
ter. Verify that any vendors who have 
access to your sensitive information 
have secure methods for storing and 
transmitting that data. Put security 
standards in contracts and verify 
compliance by vendors.

So, now that we know what criminals 
want and some of their methods, what 
can small businesses like ours do to 
guard against these attacks? We must 
develop a good pro-active security 
system with the following features.



Most experts agree that 
what makes small 
businesses attractive 
to hackers is their data.
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Burglary and Robbery Risk Assessment
Hackers and electronic data breaches are not the only threat to your pharmacy. With the dramatic increase in pharmacy 
robberies in the United States in recent years, the need to physically secure your business is more important than ever. 
The following checklist provides a quick assessment of potential vulnerabilities in your pharmacy’s defenses against 
break-ins and robberies. Items on the checklist are based on the examination of thousands of pharmacy crimes. 

Physical Security Technology Procedures

Occupancy—Increased risk if upper floors 
or adjacent buildings are unoccupied

No local and audible alarm Robbery training has not been provided 
to employees

Inadequate exterior and interior lighting No central station alarm system No plan for after-hours alarm response—
Does the pharmacist arrive on site and 
meet police?

Rear door not illuminated and not 
protected by burglar bars

Inadequate alarm sensor coverage—
Motion detectors not covering retail, office, 
and storage areas.

Inadequate control of alarm security 
codes—Limited numbers of people have 
the codes and codes are changed when 
someone leaves

No protection for front windows against 
smash and grab attacks (more than half of 
pharmacy break-ins are through the front 
of the store)

No line security—Local and central station 
with cell phone back-up alerts alarm 
company if wires are cut

No alarm testing and maintenance 
agreement—The alarm needs to be tested 
at least twice a year and a maintenance 
contract needs to be in place.

Narcotics not locked up at night—In a 
safe, gun cabinet, or reinforced security 
cabinets

No battery back-up Inadequate control of safe access—
Combination is widely known and not 
changed when employees leave

Door locks are not double cylinder 
deadbolt, throw distance less than one 
inch

Video surveillance—Does not cover 
counter, front door, and building exterior.

No perpetual inventory system—Should 
a theft occur, it would be difficult to 
determine what was taken

Aluminum frame doors that can easily 
be pried

No vibration detectors installed if there 
are vacant adjacent properties

Narcotics not locked in safe at night

Vibration detectors (walls and ceiling) Over $200 in cash kept unsecured at night

No panic or hold-up button Poor key control procedures—Keys to 
the store provided to limited numbers of 
people and locks re-keyed when someone 
with access terminates employment

Source: Pharmacists Mutual Insurance Company



UPDATE YOUR 
OPERATING SYSTEM
If you operate on a Microsoft Win-
dows Operating System it should be 
Windows 7, 8, or 10. Windows XP is 
no longer supported by Microsoft. 
Running your pharmacy management 
system or other programs that access, 
store or manipulate ePHI puts you at 
an increased risk of an attack.

RESTRICT ACCESS TO  
YOUR NETWORK
Physically lock away your server and 
other technical equipment to eliminate 
unauthorized access. Servers on the 
pharmacy floor are easily tampered 
with if they are not secured. Modern 
computers systems, including servers, 
point-of-sale systems, and workstations/
laptops all have USB ports for easy 
data exchange. Ensure these devices 
and their open USB ports are not easily 
accessible to unauthorized personnel.

Limit administrative access to trusted 
staff and key personnel. Your employees 
should have access to information only 
on a need-to-know basis. Password 
protect computers and other net-
work equipment using hard-to-guess 
passwords containing upper and lower 
case letters, numbers, and punctuation. 
Change passwords routinely. Disable 
user credentials after a number of failed 
log-in attempts to prevent hackers from 
employing dictionary attacks against 
your network. In dictionary attacks, 
hackers will attempt to try every word, 
or combination of words and numbers 
against your network until they get a 
match. When an employee moves on 
to another company, make certain their 
access to your network is disabled on 
all network resources including servers, 
third-party vendor sites, and email.

EMPLOY NETWORK DEFENSES
Use proper networking equipment, such 

as firewalls, to prevent unwanted net-
work access. Have qualified personnel 
monitor activity on your network using 
effective intrusion detection and preven-
tion tools. Secure remote access to the 
network by employing encrypted virtual 
private networks if remote access is 
indeed required. If remote access to the 
network is not necessary, then ensure 
remote connectivity is prohibited at the 
firewall level. Be sure to have up-to-date 
software, malware/antivirus, and spam 
filtering services on all computers and 
servers. Ensure that software updates 
are adopted as they're issued and have 
a process in place to update and patch 
third-party software.

ESTABLISH EFFECTIVE  
SECURITY PROTOCOLS
Train your employees. Provide security 
awareness training to your staff and 

Continued on page 28 
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explain the security protocols while you 
enforce them. Require your employees 
to use complex passwords that are 
changed frequently and at least every 
three months. Establish Internet use 
guidelines and email policies. Ensure 
that your staff doesn't open emails from 
unknown or suspect sources or click on 
links embedded in suspect messages. 
Enforce restrictions on personal device 
usage on your network. You can only 
control what you know, and by allowing 
your staff to use their favorite tech gad-
get on your network, you are compro-
mising your own security.  

Establish policies for what devices can 
enter and exit the workplace (such as 
laptops, thumb drives, CDs, digital 
cameras) and put restrictions on stor-
age and use. Monitor non-employees 
such as repairmen who have access 

to your store, even if for seemingly 
legitimate purposes. Establish a proto-
col to address security vulnerability re-
ports in a timely manner. Instruct your 
employees to follow this protocol even 
if you or the owner are not present at 
the time of the incident.

TEST YOUR DEFENSES
Have qualified (and vetted) IT security 
personnel perform penetration tests 
on a regular basis to ensure that your 
network is as secure as it can be. 
During penetration tests your security 
advisor will attempt by various means 
to get into your network and verify that 
your defenses are up and functioning. 
Plan for an independent security review 
at least once a year, depending on the 
size and scope of your technology. And, 
most importantly to the continuity of 
your operations, have a verifiable backup 
and disaster recovery plan and practice 
it consistently.

Preparing for and recovering from 
cyberattacks is not something that you 
can take lightly. And while the infor-
mation written in this article may be 
daunting, there is help available. Talk 
with your local chamber of commerce 
or other area pharmacists about their 
technical support. Find a reliable, 
honest, IT firm that is committed to cy-
ber-security and get them to assist you. 
A little money invested now on preven-
tion and protection will go a long way to 
helping your pharmacy protect against 
the devastating losses—financial and 
reputational—of cybercrime. ■

Page W. Moon, chief information officer 

with Focus Data Solutions, Alexandria, 

Va., is a technology professional with 

more than 30 years of information tech-

nology experience, including computer 

networking, network security, operations, 

software design, disaster preparation, and 

mobile device management.

We’re with you every step of the way. 
It’s our promise. Every patient. Every facility. Every day.TM  Pharmacy 

Accreditation

1 color: PMS 534c

CMYK: PMS 534c (C=100 M=80 Y=30 K=5)  

White: reversed

Black

bocusa.org    877.776.2200

Considered the blue ribbon of accreditation, BOC provides your pharmacy with CMS 
compliance, plus tools to improve business practices and maintain compliance. BOC’s 
award-winning staff will guide you through our streamlined process and support your 
pharmacy’s future success.

BOC HELPS YOU 
get back to what matters
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National Community Pharmacists 
Association Foundation www.ncpafoundation.org

“Growing up in a small town that had an independent pharmacy, I was inspired 
by the impact our pharmacist made on her patients and the community. I am so 
grateful to the NCPA Foundation for helping me with my education; I know its 
continuous support of students like me will keep independent pharmacy alive and 
thriving so that we can continue to make an impact.”

The National Community Pharmacists Association Foundation preserves 
the legacy of independent pharmacy through scholarships to NCPA student 
members, programs that encourage independent pharmacy ownership, research 
that enhances patient care, community health awareness programs, and 
disaster aid to community pharmacy owners. The Foundation was established 
in 1953 and is a non-profit 501(c)(3) organization. The McKesson Foundation 
supports the NCPA Foundation’s scholarship program.

Megan Willis
PharmD Candidate 2017
Regis University

http://www.ncpafoundation.org/
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Building pharmacist-physician  
partnerships requires common 
values and trust
 

by Chris Linville

photos by Mike DeFilippo

W rking
Collaboratively
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Speaking from the physician side, Paul Mulhausen, MD, 
chief medical officer for Telligen, West Des Moines, Iowa, 
acknowledged what many pharmacists find frustrating: 
that there is a tendency among physicians to put more 
trust in other physicians before any other health care 
practitioner.

“One of the interesting observations about working with 
colleagues in the medical profession is the shared social ex-
perience of having done medical school and residency, and 
that defines you,” he says. “That shared cultural experience 
defines who you are. Even if you start to dig into something 
that’s near and dear to your heart, the argument from the 
physician always is, ‘Well we did medical school and a 
residency.’ That’s their mindset. The assumption is that col-
leagues who have come from that experience, gone through 
that training, and passed all of their exams is competent.”

With that in mind, discussing ways to find a bridge to link 
the two professions for a common goal was the primary 
objective of the session. Millonig then gave an example of 
the wrong way for a pharmacist to pursue a partnership 
with a physician. She referenced “Mary,” a young and 
eager pharmacist from Minnesota.

In the March issue of America’s Pharmacist, we get an ex-
pert perspective on ways to help build collaborative relation-
ships between pharmacists and physicians. 

The topic was part of a post-convention program entitled 
“Creating, Telling, and Selling Your Value Story” at the NCPA 
Annual Convention last fall. Kurt Proctor, NCPA senior vice 
president for strategic initiatives, moderator for the event, 
offered this anecdote summing up the goals for the session:

“If you got on an elevator with a potential new patient, can 
you tell him about you and your pharmacy in a way that 
entices him to transfer to you before the doors open?” he 
asked. “What about a doctor? Or a local employer? Why don’t 
you run an immunization program for them, or smoking ces-
sation, or something else? We want to make sure you have a 
crisp elevator speech and message about your pharmacy to 
those you run into.”

The January 2016 issue highlighted ways to understand and 
manage your pharmacy’s brand. A future issue will focus 
on turning stories about your pharmacy into an executable 
marketing strategy.

A COMMON COVENANT
In discussing the pharmacist-physician relationship, 
Marsha Millonig, BPharm, president and CEO, Catalyst 
Enterprises, Eagan, Minn., asked, “What is the common 
covenant that bonds pharmacists and physicians together? 
It’s helping the patient. It’s really important because people 
do die every day when we don’t work together.” 

Millonig says that in the current health care environ-
ment, there’s never been a better time to build team-
based care. But, she also says, “We do need to find com-
mon values, attitudes, and training. Figure out how you 
want to create value, and bring that into your relationship 
with physicians.”
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“She found out about this great opportunity to go work with 
physicians,” Millonig says. “She graduated, went to work at 
a pharmacy, and decided to collaborate with a clinic next 
door. She was really excited. She showed up at the clinic 
and wanted to see the doctor. But the nurse shot her down, 
saying they had a full patient load, that the doctor can’t see 
her, and really don’t know when she could schedule a time.”

“Mary felt pretty bad after that,” Millonig says. “She was 
fired up and enthusiastic. But what had she done to make 
the doctor feel like he should collaborate with her? She 
didn’t know him; it was a cold call. Did she do her home-
work? Did she know anything about the physician’s prac-
tice? What was a good time or a bad time to call?”

Millonig says there are studies that look at the ways 
pharmacists and physicians build relationships, and they 
are driven by the idea of trustworthiness. “It is consistent 
behavior over time that builds that, and often informal 
dialogue starts a formal collaboration.”

What Mary needed to do was to get answers to several 
questions, Millonig says. “What made her believe the 
doctor would welcome her as a collaborator? What has she 
done to establish trust and confidence between her and 
the doctor? What ‘homework’ does she need to do to better 
make her case to the doctor? And how can she prove to 
him that it is ‘safe’ to work with her?”

Answering those questions is the key, Millonig says, and 
doing so can open doors. 

“There is a huge opportunity to make a difference,” she 
says. “Research says time and again that patients want you 
to coordinate care with their physicians, and we know we 
can make a difference from an economic standpoint.”

“I am an enthusiast about team-based care,” Mulhausen 
says. “And I think I’m a bit of an outlier from my generation. 
I think you will find that the generation of physicians fol-
lowing me have been much better socialized to collaborate 
with you. You’ll find an environment that’s more fertile for a 
collaborative working relationship.”

COLLABORATIVE PRACTICE AGREEMENTS
Collaborative practice agreements are used to create 
formal practicing relationships between pharmacists and 

“It’s really important because 
people do die every day when 
we don’t work together.”

Paul Mulhausen, MD, believes the generation of physicians following him “have been much better socialized to collaborate” 

with pharmacists.
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other health professionals, usually a physician. They allow 
for collaborative drug therapy management activities. They 
also enable pharmacists to provide a range of clinical ser-
vices, including initiation, modification, and monitoring of a 
patient’s drug therapy. At present, 48 states allow pharma-
cists to engage in some type of collaborative practice rela-
tionship. (Delaware and Alabama do not.) As Millonig says, 
“It’s basically a set of rules that defines your relationship, 
how you are going to operate, and what you can do under 
protocol. And the whole idea is to improve quality of care.”

There are several key components to a typical CPA:
•  The pharmacist agrees to work with the prescriber un-

der a written and signed agreement to perform certain 
patient care functions under specified conditions.

•  The pharmacist has the knowledge, skills, and ability 
to perform authorized functions.

•  There is the ability to document activities in a medical 
record.

•  There is accountability for the same quality measures 
for all health professionals involved in the collaborative 
agreement.

Mulhausen says that physicians want pharmacists to 
assume the role of an engaged team member, and reach 
out to prescribers with concerns. He also says physicians 
find value in pharmacists’ potential to find interactions 
and catch errors. All of these elements help create trust. 
“Physicians recognize that pharmacists can reduce 
medication errors, and physicians acknowledge and 
appreciate that.”

Effective collaboration is based on several factors:
• Coordination of individual actions
• Cooperation in planning and working together
• Sharing of goals and problem-solving
• Sharing decision making and responsibility

Mulhausen says that he has worked with a number of 
pharmacy residents as part of his clinical practice and 
recognizes their talents.

“I had a lot of fun with young clinical pharmacists in my 
career,” he says. “I had a lot more fun with the people who 
were helping them become consultant clinical pharmacists 
in the ambulatory care setting. I watched a lot of them 
embrace the homework. And that’s important. From my 
perspective, taking a consultative role does imply that we’re 
going to do the homework needed to truly be an expert.”

Mulhausen says team dynamics have to be considered 
within a collaborative setting. Among them are how deci-
sions are made and how to manage power within a team.

And when it comes to team hierarchy, Mulhausen is honest. 

“This is a little pretentious on my part, but physicians are 
socialized to believe they are leaders of the health care 
team,” he says. “I actually believe that personally myself. 
I think I was trained to lead health care teams. Not all 
physicians are trained to lead teams. But they are trained 
to believe they are the ultimate executive of the care plan. 
I think culturally that is still the case. Patients expect the 
physician to be the executive.”

However, Mulhausen says that as the team develops and 
gels, the top-down structure can become less rigid.

“Now ultimately once we trust each other, leadership is not 
going to matter as much,” he says. “There’s going to be 
a lot of opportunity to delegate when I trust you, and you 
trust me, and I know you are going to do the right thing, 
and it doesn’t have to be reviewed every time. So it’s really 
a part of developing those team relationships that you have 
to be especially sensitive to the leadership issues. 

Saving a Life Through Teamwork

Paul Mulhausen, chief medical officer for Telligen, West 
Des Moines, Iowa, likes to share a story that emphasizes 
his sense of respect and admiration for pharmacists. He 
practiced medicine for about 25 years before becoming a 
physician executive, and one day, while working in Iowa City, 
Mulhausen had a patient referred to him by a cardiologist for 
management of diabetes. The patient not only had diabetes, 
but also a heart problem. 

“So we talked about his diabetes, and his heart condition 
seemed to be fairly well-controlled and well-managed,” he 
says. To help manage the patient’s diabetes, Mulhausen 
prescribed metformin. He wrote the prescription and the 
patient, who lived about 40 miles away, went home. Later in 
the day, Mulhausen says he received a phone call from the 
patient’s pharmacist, who pointed out that the patient had 
heart failure, and was on fairly high doses of Lasix and his 
other heart failure medicines. 

“It reminded me that the package insert for metformin said 
not to take Glucophage if you have heart failure that is treated 
with medicines such as Lanoxin or Lasix,” Mulhausen recalls. 
“This was 15 years ago, and we know a lot more now, but at 
that time, in my world view, that pharmacist had taken the 
initiative to reach out to me and save a person’s life. And that’s 
powerful. The opportunity to save a life is huge, and solidifies 
your potential value as a collaborative member of the health 
care team.”



And being outstanding at what you do can enhance your 
standing, Mulhausen says. “Here’s where your value can 
be: you have to work with the team, and you have to define 
your added value knowledge,” he says “And you have to be 
so much more knowledgeable about it that everyone on 
your team knows you can be trusted.”

GETTING PAID
Obviously, health care practitioners across the spectrum 
want to do what’s best for the patient, and collaborative 
agreements can help make that happen. But nobody really 
wants to work for free, either. 

“To me, this is the elephant in the room,” Mulhausen says. 
“Because I’ve never met a pharmacist who said, ‘I don’t 
want to be a valued member of the team.’ And I’ve never 
met a physician who said that pharmacists should not be a 
member of the team.

“Physicians recognize the value of pharmacists, but we 
just don’t know how to create the business model around 
payment. I think this is where things are starting to be 
fundamentally different. In the past, for you to come in 
and collaborate with me, I had to either take a cut in pay 
so you could get your time reimbursed, or I had to work in 
an integrated model where they would support your time 
because they recognized the quality element of value.”

Mulhausen referenced advanced payment models such 
as accountable care organizations, pointing out that they 
tend to be institutionally centered. For example, in Iowa 
he says they are primarily being run out of hospitals. But 
he recognized that if you are an independent professional, 
you might believe you are being pressured to join systems 
and join organizations, but you want to maintain some 
professional independence. For those people, a project 
called the Comprehensive Primary Care model (innova-
tion.cms.gov) might be an option. 

20 Tips to Build Communication and Collaboration With Physicians

1. Create a written plan with clear definitions and reference published treatment guidelines.
2. Focus on the patient as your first and only priority.
3.  When first discussing a specific patient with a physician, do not try to “own” that patient. (Physicians are accountable for the 

patient’s treatment plan.)
4.  Get to know the physician’s practice, and especially become acquainted with key staff and practice workflow.
5.  Develop a supportive culture for things to happen. For example, establish a highly creative MTM culture. 
6.  Advocate with state regulatory and policy organizations so clear articulation of roles can be fostered. New business models are 

changing traditional scopes of practice.
7.  Start small and build from there: for example, with an immunization program or high-risk medication, or focus on a particular 

quality measure.
8.  Develop tools for patients to use with their physicians—they are consumers, too. For example, the personal medication record and 

medication action plan are part of the MTM core service elements.
9.  Use the Internet and other communication technologies for quick, easy dialogue, and provide physicians with helpful information 

on a regular basis for treatment plans.
10.  Build/use a system to share patient information and contribute to coordination of care.
11.  Create value for the physician. Get to know his or her interests. Conduct physician surveys.
12.  Detail physicians about your service. Over time, send follow-up letters and faxes, and make phone calls (according to physician 

preference) to keep them up-to-date.
13.  Check your phone etiquette and that of your staff. Don’t use medical jargon; you can’t win.
14.  Present a professional image in all communications. 
15.  Develop joint statements to share with media. Consider doing so during designated health events. See www.healthfinder.gov/

NHO/for ideas. 
16.  Develop educational programs for physicians and other health professionals. Consider their practice interest and latest trends.
17.  Host jointly sponsored professional meetings.
18.  Volunteer to work on committees related to drug therapy: formularies, practice guidelines, etc. Volunteer to work on committees 

related to HIT and information exchange; each state has such efforts underway. 
19.  Volunteer to help with a clinical trial or new treatment protocol, especially one on drug adherence. (Ask a manufacturer for leads.) 

Work with a college/school of pharmacy.
20.  Make sure all collaborators share in any rewards, and especially recognition. Never forget that collaboration is built on the 

perception of your personal trust, commitment, and confidence.
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“It’s an advanced payment shared savings model that’s 
rooted in groups of practices,” Mulhausen says. “It’s a 
demonstration project out of the Centers for Medicare 
and Medicaid Services just like the Pioneer accountable 
care organization demonstration project. And I can tell 
you, because we have run it, that in the first year it saved 
money. And because it saved money, the practices that 
were especially talented balancing between quality and 
cost are going to get money back. So some of the prac-
tices, though not all, are actually going to share in the 
savings out of the first year of that demonstration. So 
better care coordination that results in higher quality care, 
at a lower cost, creates value for the practitioner, and the 
practitioners are being incentivized to work in teams. So 
you become a part of that team. I believe that health care 
reform, and the movement from volume based reimburse-
ment to value-based reimbursement, is the new opportu-
nity for collaborative care. It’s fertile ground. Health care 
transition is creating an environment where you can get 
paid for the teamwork.”

So, opportunities for successful pharmacist/physician col-
laboration is clearly a viable option. To fully succeed as part 
of an integrated health team, pharmacists need to develop 

an understanding of the skills and attributes that predict 
success. These include knowledge, trust, and understand-
ing of team roles.

“We know physicians want it, there’s an opportunity to do 
it, patients want it, and we can make a difference,” Millonig 
says. “So building collaborative relationships should be top 
of mind.”

For his part, Mulhausen recognizes the role that phar-
macists can play, not only in reducing medication errors, 
but also contributing with their clinical skills. “I am highly 
biased toward collaborating with you,” he says. ■

Chris Linville is managing editor of America’s Pharmacist. 

Pharmacist Marsha Millonig says “building collaborative relationships should be top of mind.”
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PAC
WITH APUNCHNCPA’s political action committee 

gives community pharmacy a fighting chance in the capital 

by Stephen L. Giroux, PD
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“I have enjoyed getting to know many communi-
ty pharmacists through the National Community 
Pharmacists Association PAC. Being involved in 
the NCPA PAC is a great way for you to communi-
cate important issues with candidates—helping 
us understand the struggles and opportunities 
you face, so we can work toward solutions.”
—Rep. Cathy McMorris Rodgers

Community pharmacy will never be 
able to outspend our well-funded politi-
cal opponents in Washington, D.C. But 
we have something far more (or at least 
equally) powerful: our grassroots pres-
ence in every congressional district.

When we combine our ability to have 
relationships at the district level with 
our members of Congress and their 
staffs with a robust political action 
committee (PAC), community pharma-
cy becomes a powerful, personal force 
that our opponents can’t match. “All 
politics is local,” was one of the leg-
endary House Speaker “Tip” O’Neill’s 
favorite sayings, and if nothing else, 
community pharmacy is local.

“I have enjoyed getting to know many 
community pharmacists through the 
National Community Pharmacists 
Association PAC,” says Rep. Cathy 
McMorris Rodgers (R-Wash.), fourth 
ranking GOP member of the House 
of Representatives. “Being involved 
in the NCPA PAC is a great way 
for you to communicate important 
issues with candidates—helping us 
understand the struggles and op-
portunities you face, so we can work 
toward solutions.”

Funded by your personal contribu-
tions, the NCPA PAC allows us to 
“punch above our weight” on Capitol 
Hill, and to use our relationships there 
to exert influence federal policies. 
Remember, it’s not just Medicare and 

Medicaid where federal laws and reg-
ulations affect our businesses. It’s the 
Food and Drug Administration (drug 
approvals), Drug Enforcement Ad-
ministration (controlled substances), 
Department of Defense (TRICARE), 
Agency for Healthcare Research and 
Quality (340B), and the Environmen-
tal Protection Agency (hazardous 
waste). Your support of the NCPA PAC 
enables us to meet with and educate 
members of Congress to raise the 
profile of community pharmacy’s 
increasing value to health care and 
policies that impact it.

Over the last several years through 
the leadership of NCPA PAC (former-
ly NARD PAC), chairmen like Holly 
Henry, John Carson, and the late Sal 
D'Angelo (who founded the PAC and 
coined its enduring motto, “Get into 
politics or get out of pharmacy.”), we 
have taken your PAC to a new level. It 
is one of the top 50 health care asso-
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ciation PACs in Washington. Respect-
able, but we can't rest.

Raising money is a thankless, but 
necessary task that helps the political 
efforts of our tremendously talented 
advocacy team at NCPA. We hope to 
have as many of our members as pos-
sible engage in the political process 
and contribute on a regular basis to 
our PAC. We consider your contribu-
tion as an investment in our profes-
sion, our business, and our future. If 
all of our members do their part and 
contribute, the load is not nearly as 
heavy as it is currently on a relatively 
small percentage of our membership 
who do give regularly. 

Our ask is that you give a dollar a 
day—$365 a year. Ideally, you can 
be a PAC Champion by giving $100 a 
month on your personal credit card 
(by law, PAC contributions must be 
from an NCPA member's personal 
funds). I always say that it is almost 
painless to have $100 a month hit your 
credit card statement. 

Or perhaps you are able to become a 
PAC MVP by contributing the maximum 
allowed of $5,000 a year or $416 month-
ly, which I'm proud to say that most of 
the NCPA leadership team (officers and 
board of directors) have done. 

Additionally, we would welcome you 
to engage in any way you can to help 
us raise money and increase influ-
ence. Just like any political campaign, 
you can encourage your colleagues 
by email, text, phone calls, and snail 
mail letters to help in this effort. 
You could host a fundraiser for your 
member of Congress—if he or she is 
a champion of community pharmacy. 
You could ask any of your lawmakers 
to visit your pharmacy. That doesn’t 
cost you a dime.

Our PAC staff at NCPA can help you 
with any of the above techniques or 
any idea that you may want to try. 

How Do I Contribute?

•  Go to the Advocacy Center, NCPA PAC section, and log in for an online contribution form.
•  You can also download a copy of the contribution form PDF there.
•  By check, payable to NCPA PAC: Mail to 100 Daingerfield Rd., Alexandria, VA 22314
•  By phone: Call NCPA with your credit card information at 800-544-7447.
•  By fax: Send your information to 703-683-3619. Include your name, mailing address, 

job title (occupation), and business name (employer).
•  You also have the convenient option of automatic monthly contributions on your 

credit card.

NCPA PAC Firsts

•  First national pharmacy PAC.
•  First pharmacy PAC to be included in the Top 50 trade association PACs.
•  First pharmacy PAC to raise $225,000 in a two-year cycle.
•  First pharmacy PAC to hold a major event at a national party political convention.
•  First national pharmacy PAC to hold a fundraising event featuring members of the 

House and Senate.

Contact Kendal Miller at 703-838-2695 
and kendal.miller@ncpanet.org. 

Our opponents far outspend us. But 
we can do better, and when com-
bined with our grassroots power, we 
can be far more effective. Thank you 
for your help. Let's try to make 2016 a 

year of victories and prosperity and 
health for independent community 
pharmacy. ■

Stephen L. Giroux, PD, is NCPA PAC 

chairman; owner of Middleport Family 

Health Center, Middleport, N.Y.; and 

served as NCPA president 2007-08.

Steve Giroux, PAC chairman and former NCPA president, is a tireless advocate 

for pharmacist involvement in politics.
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Challenges to the independent pharmacy community are fast and furious and 
2016 appears to be no different than past years in terms of change and oppor-
tunity. “Think outside the box” is the quick message, but a deeper dive into the 
trends and options available to independent pharmacies drive an understand-
ing of what can lead to change and growth.

One recent challenge is the impact of direct and indirect remuneration (DIR) 
fees. One thing is certain, DIR fees will continue to affect gross margins for 
community pharmacies as well as big box and chain stores. It is important 
to ensure a store’s contracted pharmacy services administrative organization 
(PSAO) is helping to identify DIR fee changes and is adept at negotiating with 
third-party payers.

Consolidation within the industry resulted in the CVS acquisition of Target and 
Omnicare and Walgreens’ acquisition of Rite Aid in just the past few years 
alone. The financial strength of the mega chains and big box stores gives ample 
room to grow, build on real estate with parking, and provide services such as 
drive-thru windows in convenient, high traffic areas.

Competition will remain fierce among pharmacists as pharmacist supply 
meets demand in many areas of the country. This trend can also affect commu-
nity pharmacy as staff pharmacists with a few years of experience or who are 
displaced by the influx of new recruits are driven to seek startups where they 
live,a trend also indicated by the higher number of startup funding requests 
at lending institutions. The pressure to keep independents independent is also 

Add patient services  
to drive new revenue
 

by Jimmy Neil

Financial
Woes Demand
Innovation
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prevalent from both a prescriber and 
patient perspective. Health plans, 
distributors, and manufacturers also 
have an interest in maintaining a 
high-performing independent phar-
macy pool.

INNOVATE FOR GROWTH
While DIR fees and narrow networks 
have posed threats to margins over 
the past three years, it is not all gloom 
and doom for the independents. Inno-
vation is the key driving force for 2016. 
Several initiatives, often coupled with 
widely available technology solutions, 
have paved the way to drive new 
income for the future. Independents 

can combat bottom line pressures 
with services that make sense for 
their community.

Each of these initiatives also play a role 
in the availability of funding for start-
ups and acquisitions as well as in the 
selling prices for existing businesses.

Medication synchronization (aka 
“med sync”) is one sure way to help 
the bottom line, increase interac-
tions with patients, and develop 
relationships with prescribers. Med 
sync coordinates the refill orders for 
patients requiring multiple medica-
tions per month on the same day. A 

program can be developed with either 
a low-tech or high-tech solution that 
offers advanced reporting and mea-
surement of success. Coordinating 
prescriptions also increases patient 
adherence and facilitates harmoniza-
tion with prescribers.

A medication therapy management 
(MTM) program and patient adher-
ence packaging solution is often 
added to the med sync program. 
These scheduled one-on-one con-
sultations provide an opportunity to 
drive patient adherence and build 
customer relationships. MTM cases 
referred by a Medicare Part D plan or 
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other payer can add income as can 
patients who pay out-of-pocket for the 
service. Adherence not only keeps 
patients healthier, but also increases 
prescription counts. A study by NCPA 
found that patients enrolled in a med 
sync program were 21 percent of less 
likely to discontinue treatment, and 
2.5 times more likely to be adherent to 
medications. More information can be 
found at www.ncpanet.org/medsync.

PATIENT-CENTERED CARE
Patient-centered care is the wave 
of the future. Personalized service 
cultivates loyalty and trust for long-
term relationships with customers. 
Consider technology for mobile health 
and health information exchange with 
the patient’s care team. Share the 
MTM medication action plan form 
with the team.

It’s important to innovate and deliver 
better care than your competitors. 
This will help compensate for some 
of the challenges of falling reim-
bursements. In fact, pay-for-perfor-
mance programs, such as those 
determined by the Medicare Part C & 
D Star Ratings, are directly affected 
by adherence measures.

Many independent pharmacies 
have gained traction by offering 
compounding services onsite or at 
a complementary, ancillary facility. 
With new technologies available, 
more pharmacists can expand 
highly personalized service levels by 
creating solutions for unique patient 
needs. Compounding medications 
provide a tailored approach to 
wellness. It enables disease state 
management, drives customer loyal-
ty, and delivers solid margins. It also 
enhances working relationships with 
prescribers, adherence measures, 
and patient interaction for success in 
expanding business.

Consider becoming an expert in a dis-
ease state with specialty medications. 

This growth area offers advantages 
for prescribers and patients seeking 
attentive care for those requiring 
specific expensive and complex re-
gimes for diseases such as HIV/AIDS, 
hepatitis C, rheumatoid arthritis, organ 
transplants and multiple sclerosis. 
Community pharmacies can offer an 
in-person, patient-centered high-touch 
approach. It begins with referrals 
from the physicians, and is dependent 
upon managing the communication 
continuum (doctor, patient, pharmacist, 
manufacturer). Take time to research 
evolving technology solutions that are 
bridging these gaps.

A NEW WORLD OF MARKETING
Independent pharmacy will continue 
to be challenged by the financial 
resources that chains and PBMs use 
to target your customers. Predatory 
marketing is luring unwitting patients 
to specific branded pharmacies. From 
targeted messages in prescription 
plan member materials to online, tele-
marketing, and direct mail campaigns, 
tactics are being employed that are 
cost-prohibitive for most community 
pharmacies. A proactive approach is 
essential. Evaluating regional demo-
graphics and hard data from network 
administrators to product distributors 
provides valuable insights for devel-
oping a strategic plan. Build a tactical 
plan by assessing the competitive 
landscape, researching local market-
ing opportunities, meeting with local 
providers, and developing staff train-
ing programs to meet higher service 
level expectations.

Independents should rely on afford-
able resources such as web-based 
and traditional print advertising, 
along with marketing programs 
offered by PSAOs, distributors, 
and local media outlets. Programs 
may include public health events, 
health screenings at community or 
extended-care facilities, schools, 
churches and large employers. Use 
these tactics to showcase differenti-
ation in community pharmacy from 
mega chains. Focus on personal-
ized services, accessibility, delivery, 
direct interaction with a pharmacist, 
prescriber relationships, franchise 
affiliations, and any other innovative 
services offered.

PLANNING AND EXECUTION
Innovation means developing new 
approaches to deliver medicine to 
your customers that improve their 
health, make smart use of their 
money, and result in happy pa-
tients. Implementing programs and 
processes that are patient-centered 
help reduce hospitalizations and oth-
er spending that results from poor 
adherence. Tactics and technologi-
cal solutions that help pharmacists 
integrate with prescribers, distribu-
tors, and health care plans increase 
opportunities to grow margins and 
meet business goals.

There are great resources available 
to independent pharmacies to drive 
innovation. Use Google. All of the 
drug distributors have great solu-
tions and are focused on helping 
you drive adherence. NCPA has a 
wealth of tools for re-engineering 
your practice and diversified revenue 
opportunities to examine. If you are 
frustrated and don’t know where to 
begin, call me and I’ll help get you 
started. ■

Jimmy Neil is the general manager of 

pharmacy lending at Live Oak Bank, Wilm-

ington, N.C. Reach him at jimmy.neil@

liveoakbank.com or 910-212-4951.

Independents can 
combat bottom 
line pressures 
with services that 
make sense for 
their community.
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What started out as a 12-piece, year-long series of articles on pharmacy 
quality measurement has come to a close nearly two years later. The spe-
cific quality measures and the number of measures, not to mention the cut 
points for each star level in the Medicare Part D Star Ratings Program, have 
changed and reflect the industry’s efforts to improve. The Health Insurance 
Marketplace Quality Rating System (applies to what is sometimes referred to 
as “Obamacare”) was released from beta-testing so consumers could use a 
plan’s quality rating to make value decisions when shopping for 2016 health 
insurance coverage.

Star Power: A review of the 
pharmacy quality measures

by Lisa Schwartz, PharmD
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**Source: “Trends in Part C & D Star Rating Measure Cut Points.” Centers for Medicare and 
Medicaid Services.  Accessed online 1/21/2016.



Pharmacy Quality Measure Column Title Month Published

Proportion of Days Covered – Hypertension, Oral Diabetes, 
Statins

June 2014

Introduction of Quality Series; High Risk Medications June 2014

Practitioners Q&A on Quality Measurement August 2014

Diabetes Treatment (ACE/ARB when indicated; measure retired 
in 2015)

September 2014

PDC Non-warfarin Anticoagulant October 2014

Diabetes Dosing November 2014

CMR Completion Rate December 2014

Benzodiazepine Hypnotics in the Elderly January 2015

Antipsychotics in Dementia February 2015

Statins in Diabetes March 2015

Proportion of Days Covered – Beta Blockers May 2015

CMR Completion Rage – added to SRP June 2015

Drug-Drug Interactions July 2015

Statin in Coronary Heart Disease August 2015

Asthma and Beta Agonists September 2015

PDC DPP-IV Inhibitors October 2015

PDC Sulfonylureas November 2015

PDC Calcium Channel Blockers December 2015

Opioid Trio January 2016

Health Insurance Marketplace QRS February 2016

It’s worth reminding pharmacy own-
ers and pharmacists that the ratings 
in these two federal government pro-
grams are earned by a health plan 
and not a pharmacy. But make no 
mistake, the pharmacy performance 
against these drug safety measures 
(such as medication adherence and 
use of high risk medications) does 
make a difference in the plan ratings. 
Pharmacy performance may affect 
close to 50 percent for stand-alone 
prescription drug plans (PDP) and 
slightly less for Medicare Advan-
tage (MAPD) plans. Health plans 
and pharmacy benefits managers 

are using these measures to track 
pharmacy performance, and in some 
cases use the information to deter-
mine performance incentive pay-
ments based on quality improvement 
goals of the health plan or pharmacy 
network. A quick look at the steady 
climb of the 4-star cut point for one 
measure (“Medication Adherence 
for Diabetes Medications”), reflects 
industry-wide improvement seen in 
most measurement trends.

Community pharmacists have op-
tions for monitoring and improving 
their performance. A few commercial 

dashboard products (see box above) 
will report performance based 
on data provided by participating 
Medicare Part D PDP and MAPD 
plan sponsors or measures selected 
by commercial insurance plans, but 
may not report on other measures 
that have been published by the 
Pharmacy Quality Alliance (www.
pqaalliance.org).

NCPA members interested in im-
proving adherence measures should 
consider becoming a Simplify My 
Meds® pharmacy. These pharmacies 
offer appointment-based medication 
synchronization, a practice found in 
a study published in 2015 to improve 
patient adherence. More information 
is available at www.ncpanet.org/smm.

In the spring of 2014, America’s Phar-
macist began publishing pharmacy 
quality measure articles on a variety 
of health issues, with FAQs on how 
the measures fit into the Medicare 
Part D Star Rating program. Each of 
the 20 PQM articles (see listing at 
left) are archived on the America’s 
Pharmacist online site (www.ameri-
caspharmacist.net) and are accessi-
ble to NCPA members.  ■

Lisa Schwartz, PharmD, is NCPA senior 

director of management affairs.

Companies That Offer Pharmacy 

Quality Reporting

• Ateb
• PQS
• FDS Healthcare Solutions
• Pharmacy Quality Solutions
• PioneerRx
• PrescribeWellness
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AmerisourceBergen

Cardinal Health

Community Pharmacy Foundation

DKMS

Good Neighbor Pharmacy

Independent Pharmacy Cooperative

McKesson/McKesson Foundation

National Community Pharmacists Association

PCCA

Pharmacists Mutual Insurance Company/ 
Pharmacists Mutual Foundation

Who We Are 
The National Community Pharmacists Association Foundation is a nonprofit, philanthropic 501(c)
(3) organization established in 1953. The NCPA Foundation preserves the legacy of independent 
pharmacy through programs that improve the success of independent pharmacy and enhance 
patient care, community outreach initiatives, scholarships to NCPA student members, and 
disaster aid and resources to independent pharmacy owners.  

Partnership Opportunities
Please contact ncpaF@ncpanet.org today for information about national corporate sponsor 
opportunities, which include: 
• Awards program
• Bone marrow donor drive
• Dispose My Meds™ program
• Fundraising auction
• General support
• Health awareness campaigns
• NCPDP—enhancing independent community pharmacist involvement
• Scholarship program

National Community Pharmacists 
Association Foundation www.ncpafoundation.org

THANK YOU 

Corporate Partners

http://www.ncpafoundation.org


March 1, 2016 (expires March 1, 2019)
Activity Type: Application-based
To earn continuing education credit:
ACPE Program 207-0000-16-003-H04-P; 
207-0000-16-003-H04-T

Upon successful completion of this article, the pharmacist should be 
able to:
1.  Set or assist in setting reasonable goals for the pharmacy to strive for 

when entering the specialty pharmacy space.
2.  Determine or assist in determining staffing, technology, marketing, and 

physical needs for the pharmacy to achieve its established goals.
3.  Identify or assist in identifying third party companies including consul-

tants, partners, and accrediting bodies and how they may be of assis-
tance to the pharmacy in pursuing its specialty pharmacy goals. 

Upon successful completion of this article, the pharmacy technician 
should be able to:
1.  Assist in setting reasonable goals for the pharmacy to strive for when 

entering the specialty pharmacy space.
2.  Assist in determine staffing, technology, marketing, and physical needs 

for the pharmacy to achieve its established goals.
3.  Assist in identifying third party companies including consultants, part-

ners, and accrediting bodies and how they may be of assistance to the 
pharmacy in pursuing its specialty pharmacy goals. 

FREE ONLINE CE. To take advantage 

of free continuing pharmacy educa-

tion (CPE) for this program, pharma-

cists and pharmacy technicians must 

achieve a passing score of 70% on 

the online continuing education quiz 

for the program. If a passing score is 

not achieved, one free reexamination 

is permitted. To take this test, go to 

www.pharmacistelink.com and click 

on CLAIM CE. The online activities 

that are available are listed on the 

right side of the page. If you have not 

registered, you must do so before be-

ing able to access the CE activities. 

You will receive immediate online test 

results and credits will be posted 

to CPE Monitor within six weeks. To 

obtain your CPE Monitor e-Profile ID, 

please go to www.cpemonitor.com  

to register.

NCPA® is accredited by the Accreditation Council for Pharmacy Education as a provider of 
continuing pharmacy education. NCPA has assigned 1.5 contact hours (0.15 CEU) of continuing 
education credit to this article. Eligibility to receive continuing education credit for this article 
expires three years from the month published.

Specialty Services in Community 
Pharmacies—What to Consider

by Kevin Day, PharmD, RPh

CONTINUING EDUCATION
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Specialty medications have caused everyone from presiden-
tial candidates, the Wall Street Journal and most major news 
agencies to turn their heads, not to mention the spinning 
heads of employers and their health plan partners over what 
looks like an amazing opportunity to manage costs. Although 
the marketplace is relatively undefined because there is no 
consensus definition of a specialty medication, we can think 
of the ‘specialty’ class as including medications that are usu-
ally high-cost and have at least one characteristic that makes 
them significantly more complex than a ‘traditional’ medica-
tion. This factor might be strict temperature control, difficult 
manufacturing processes (such as biologics), complex 
regimens, a severe adverse effect profile, an in-depth REMS 
program, or simply the complexity of the disease itself. These 
medications tend to be used in areas including oncology, 
immunology, multiple sclerosis, fertility, HIV, hepatitis C, and 
a wide variety of rare diseases.

CVS Health estimates that by 2020, specialty will be a $400 
billion marketplace and is expected to account for over half 
of total expenditures on medications. These total expen-
ditures will represent 3-5 percent of total prescriptions 
written. When headlines and blurbs are written claiming 
that everyone is working to get part of the specialty pie, they 
are hardly exaggerating. Over the last few years, everyone 
from community and mail-order pharmacies to health plans 
and PBMs, health systems, wholesalers, and even employ-
ers have found ways to be a part of this growing market. 
Despite all of the moving parts, payers (mostly pharmacy 
benefit managers), and manufacturers, including small up-
and-coming biotechnology firms, control everything that is 
specialty. Manufacturers sometimes restrict access to their 
medications by adopting a limited distribution model such 
that only pharmacies and/or wholesalers within the network 
are able to purchase the medication for dispensing to the 
patient. Limited distribution provides good insight on supply 
and demand but may also be an element to assure safe use 
in a risk evaluation and mitigation strategy (REMS) the man-
ufacturer submitted to gain FDA approval of the drug. Pay-
ers also restrict access by limiting who they will reimburse 
for these medications. Since the average specialty medica-
tion can cost more than $2,500 a month, very few patients 
are willing or able to pay out of pocket at their pharmacy of 
choice. AARP recently released a report claiming that the 
average specialty medication costs more than the median 
American family income of $53,000 a year. Regardless of 
the definition and the analysis of the numbers, the costs of 
these medications are challenging for payers, patients, and 
pharmacies. 

COMMUNITY PHARMACY'S ROLE IN SPECIALTY
Community pharmacies have long served as an accessible 
health care provider and the neighborhood medication 

expert for patients. In communities both large and small, 
independent pharmacies are mainstays as trusted, friendly 
professionals. As specialty costs have exploded, payers 
have worked to streamline as many processes as possible 
in an effort to control costs. This has often led to outsourc-
ing specialty pharmacy services to pharmacies other than 
the local neighborhood pharmacy. While this might help 
to control prescription drug costs, not all patients will 
respond well to automated calls and medication delivery 
via their mailbox. The process also tends to split a patient’s 
medications, as many will continue to receive their tradi-
tional medications from their local pharmacy while their 
specialty drugs will come from somewhere else. If they are 
really unlucky and need several specialty medications, they 
may come from multiple specialty pharmacies as no single 
pharmacy has access to every medication or every payer 
contract. A community pharmacy with the capabilities to 
deliver specialty services can provide all of the pharmacy 
services for their patients under one roof. 

WHAT TO CONSIDER
For an independent pharmacy, the idea of entering the 
huge specialty marketplace can seem overwhelming. 
Although there are certainly some barriers to compet-
ing directly against Accredo, Diplomat, CVS Health, and 
Walgreens, there are lots of areas within specialty that are 
achievable for most, if not all, pharmacies. Every pharmacy 
is already dispensing at least one medication that requires 
cold-storage and injection training—insulin—and many 
more have demonstrated the ability to comply with detailed 
REMS programs to dispense products like isotretinoin, 
clozapine, and Tikosyn. Following are a number of different 
topics to consider when thinking about or planning your 
approach to specialty. By far, the most important consid-
eration is the first one: what are your goals as a pharmacy 
and a business looking at specialty? Without clear knowl-
edge of what you are trying to accomplish, there is no way 
you will hit your target. The next most important topic is 
who, at the store level, is going to be the point-person for 
the specialty pharmacy initiative. For many community 
pharmacies, not having a capable person designated for 
the growth of the specialty pharmacy program leads to 
stagnation and an end to the program.

1. SET YOUR PHARMACY’S GOALS
There are many ways you can bring value to your commu-
nity through the specialty pharmacy services you offer. 
These five are representative of the variety of end-games 
you might be dreaming of for your pharmacy. Each will 
have different paths to achievement that should become 
clearer as you continue learning. Keep reading to help 
clarify what goes into achieving each of these and set your 
goals accordingly.
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1.  I want to be able to service my existing patients’ needs 
for specialty services.

2.  I want to be the ‘go-to’ pharmacy for a particular dis-
ease state (e.g. HIV, fertility) in my area.

3.  I want to be the ‘go-to’ specialty pharmacy for all—or 
many—disease states in my area.

4.  I want to become a major regional specialty player.
5.  I want to compete with the large specialty pharmacies 

on a national level.

Most independent pharmacies likely only need to aim 
for the first goal, although many will find the second 
achievable and profitable. The goals beyond the first two, 
although absolutely achievable, are not likely the path 
many independent pharmacies are looking to pursue and 
will cost significant amounts of time, treasure, and talent 
resources. Before you start your process toward specialty, 
be sure you can fill in this sentence confidently:

“In  years,  (your pharmacy name) 
will be 

 (goal: such as, a viable 
option, a regional player) for specialty services.”

2. CONSIDER YOUR STRENGTHS
There are several factors beyond you and your pharmacy 
staff that can have a big impact on your potential suc-
cess in the specialty space. It is important to consider 
three external factors and whether or not they play to 
your strengths. First, who are the specialist physicians in 
your area? Do you have relationships with any specialists 
already? If your area has a concentration of a particular 
type of specialist, such as a nearby hepatology clinic, it 
might make sense to pursue building a specialty phar-
macy practice that caters to them. It is also important to 
understand what diseases your patients are dealing with to 
understand what offerings they would expect from you. As 
you complete medication therapy management cases and 
engage in everyday conversations with your patients, make 
mental or physical notes of the diseases they discuss that 
you are not currently treating. Finally, try to find out which 
pharmacies your patients are currently using, whether 
it be a large specialty pharmacy, another local player, or 
even one owned by a physician group or a health system. 
Who else in the community is filling these prescriptions? 
There may be a large hole for a local provider of specialty 
services to fill, which also gives the pharmacy entrepreneur 
a growth opportunity.

3. CONSIDER A PARTNER
As you consider your future in specialty, you may be 
wondering what service providers or consulting companies 
offer to make your operations more efficient, maximize 

your strengths, and compensate for weaknesses. There are 
several companies to consider engaging with to help you 
achieve your specialty pharmacy goals. These companies 
offer some or all of the services listed in Table 1. Which one, 
if any, you choose is a question to answer based on your 
existing relationships and the goals for your organization.

Table 1. Services Offered 
(Note: This list may not be all inclusive)

•  Patient onboarding including benefit investigation 
and verification.

•  Prior authorization assistance including follow-up 
and appeals.

•  Assistance with co-pay and patient assistance 
programs. 

•  Fulfillment of orders for limited distribution products.
•  Patient education and clinical assistance.
•  Adherence to medication regimens support 

and data collection.
•  Network-wide data collection and reporting.
•  Contract negotiations on behalf of network 

pharmacies with payers and manufacturers. 
•  Marketing assistance and materials.
•  Wrap-around technology programs to improve 

workflow and clinical services.
•  Assistance in obtaining specialty pharmacy 

accreditation. 

Table 2. Companies Offering Services to Specialty 
Pharmacies (Note: This list may not be all inclusive)

•  Armada Healthcare
•  Aureus Health Services
•  Diplomat 
•  KloudScript, Inc. 
•  Therigy

4. CONSIDER OUTSIDE HELP
In addition to the partners in Table 2 who can help you on 
your path to specialty, there are several other companies 
who may be of assistance. Many of the full service whole-
salers, buying groups, and PSAOs across the country have 
at least some resources to help their members in the spe-
cialty space. Some offer full services, some have already 
developed partnerships with one of the companies listed in 
Table 2, and others may be able to help with access to med-
ications or assist in negotiating for payer contracts. In ad-
dition to these companies there are numerous consultants 
who offer assistance in and around specialty. Consultants 
walk you through accreditation, advise on technology and 
workflow solutions, and stand ready if you have a technical 
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question that only someone in this field can answer. If you 
are considering a consultant specifically on the accredita-
tion angle, be sure to consider one who is certified by the 
accrediting body from which you are seeking accreditation. 
This process helps reduce the risk of you investing in help 
from someone who does not actually know enough about 
the accreditation body’s particular standards to help you 
achieve them. Information about consultants can be found 
online and at many industry meetings, but it may be wise 
to ask for recommendations from peers who have used 
consultants to move their practice forward.

5. CONSIDER ACCREDITATION
The question of specialty pharmacy accreditation is an 
aspect of pharmacy start-up and operations that arises 
for all pharmacies evaluating specialty. Accreditation 
certifies that the services and systems you are using for 
your specialty program are both adequate and in line with 
industry standards. In other words, it allows payers to know 
that Pharmacy A, Pharmacy B, and Pharmacy C all meet 
known standards. Though accreditation is not a legislat-
ed mandate, to dispense any specialty product, it is, in a 
growing number of cases, a condition to gain access to 
payer networks. Additionally, some payers specify qualify-
ing accreditation programs. As you consider your goals and 
the networks you would like to be involved in, consider the 
advantages accreditation would bring. It is commonly said 
by those who have gone through an accreditation process 
that ‘my business is better than it was before.’ This certainly 
may be true, but be sure to consider how much better it is 
and how much value that brings before investing. Accredi-
tation brings different value to different pharmacies based 
on goals, the accrediting body chosen, and the network 
requirements of the area in which the pharmacy is located. 

Accreditation is not free and should be researched and 
evaluated as a start-up cost. When evaluating the cost of 
accreditation, consider the full cost, not just the sticker 
cost to be paid to the accrediting body. The full cost of 
accreditation may include a computer system upgrade, ad-
ditional staff members, a physical remodel, and/or outside 
consultant help as discussed above. Recall that accredi-
tation has to be renewed on a regular basis as well when 
thinking about cost. There are five specialty pharmacy 
accrediting bodies to choose from if you decide pursuing 
accreditation is right for you: the Accreditation Commis-
sion for Health Care (ACHC), the Center for Pharmacy 
Practice Accreditation (CPPA), The Compliance Team, the 
Joint Commission, and URAC. 

6. CONSIDER PHYSICAL NEEDS
Depending on the goals of your pharmacy, you may need to 
consider investing in a new space to house your specialty 

services and pharmacy staff. In some cases, because of 
contracts with wholesalers or payers or state legal issues, 
you may be required or financially incentivized to build a 
closed-space for your specialty pharmacy. You may also 
just need a new office and desk space for patient man-
agement personnel, billing personnel, in-house auditing, 
marketing, and/or additional pharmacy staff. There are 
independent specialty pharmacies that operate out of no 
more than 200 square feet, others that operate out of state-
of-the-art 10,000-square foot facilities, and still others that 
complete all of the specialty services from their current 
retail pharmacy space. What you need depends on your 
situation and your goals in specialty.

7. CONSIDER STAFFING ISSUES
Again, depending on your goals and your current phar-
macy structure, there are potentially half a dozen or more 
positions that could be created in the process of starting 
a specialty pharmacy. It is highly unlikely that you would 
start with all of them, but you should consider if and at 
what point in your growth you will need a larger staff. Will 
you need to add an additional pharmacist? Depending on 
your growth plans, you may need an additional pharmacist 
to work full-time on the specialty services to serve your 
patients. If you are pursuing accreditation you will undoubt-
edly need 24-hour on-call access to a pharmacist, and 
another pharmacist on staff may be needed to meet this 
requirement. Will you need an additional part- or full-time 
technician? From processing referrals to working patients 
through benefits investigation and verification processes, 
processing prior authorizations and appeals, searching 
for and completing patient assistance program enroll-
ment and other co-pay programs, and handling the actual 
procurement and dispensing of the products, talented 
technicians are extremely important for specialty programs 
looking to grow. You may have this person on your team 
already, but even if you do, consider what void he or she 
will leave in your current team if he or she starts spending 
a significant amount of hours on specialty.

Beyond traditional pharmacy staff, you may have to con-
sider the addition of any number of support staff including 
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Table 3. Five Specialty Pharmacy Accrediting Bodies

Accreditation Commission for Health Care (ACHC)

Center for Pharmacy Practice Accreditation (CPPA)

The Compliance Team

Joint Commission

URAC



a biller, an internal auditor, an accreditation manager, an 
analyst for payer contract reporting, and/or a marketing 
manager. Specialty pharmacy is highly competitive, so 
most pharmacies should plan on, at minimum, a part-time 
marketer to both detail physicians and raise awareness in 
the community of your capabilities to dispense specialty 
medications. As you deal with specialty medications that 
may run in the tens of thousands per claim, an internal au-
ditor to assure all i’s are dotted and t’s are crossed may be 
a very wise investment. If they catch one error that could 
have resulted in having reimbursement recollected, they 
may have paid for themselves.

As you plan, be sure to think about at what point you add 
these and other support staff to your team along with addi-
tional pharmacists and pharmacy technicians to continue 
your program’s growth. 

8. CONSIDER CLINICAL TRAINING
There are a wide variety of medications that fall under the 
specialty umbrella: recently approved or not approved; and 
injectable; some with REMS and some without. Be sure to 
have a plan to train your pharmacists on disease patho-
physiology, treatment guidelines, and medications so your 
team can ensure appropriate use and desired outcomes. 
NCPA has several written continuing pharmacist educa-
tion programs (also accredited for pharmacy technicians) 
on the most common specialty diseases and their treat-
ments (HIV, hepatitis C, multiple sclerosis, and rheumatoid 
arthritis). In this same line of thought, consider how you 
are going to keep your pharmacists up-to-speed with new 
treatments as the pipeline for specialty is ever-growing.

9. CONSIDER YOUR MARKETING STRATEGY
Regardless of your goals, you need to market new special-
ty pharmacy capabilities. How you market and to whom 
will depend on the goals you have set, but no marketing 
is not a viable strategy. Chances are your current patients 
who are using specialty medications are already using a 
specialty pharmacy—if you want them to switch to you, 
you must market your program. In many cases, howev-
er, the patient is not the ideal target for your marketing 
efforts. It is not unheard of for a physician to write a 
prescription and suggest sending it to a specialty phar-
macy if the formulary information in their EHR flags the 
drug as specialty tier. The physician may send it directly to 
a specialty pharmacy that they are confident will provide 
all the patient management services needed to get the 
patient started as soon as possible and keep the patient 
adherent to the medication as long as possible. If you 
want these referrals to get sent to you, the local providers 
have to know you can provide that level of service, and 
only through marketing are they going to find out. Which 

and how many physicians you target will depend on your 
pharmacy’s goals for specialty.

10. CONSIDER TECHNOLOGY
There are many technology programs and equipment 
that may help you achieve your goals in specialty. From 
systems that wraparound your current dispensing system 
to stand alone turnkey programs and technology to assist 
in logistics and cold-chain storage verification, there are 
dozens of technology ideas to consider. Even if you plan on 
launching without any technology changes, be sure to plan 
for when technology will become a part of your program, if 
it fits your goals.

11. CONSIDER FINANCIAL ISSUES
Because of the substantially higher average cost of special-
ty medications compared to traditional medications, there 
are major financial issues that must be considered when 
making a plan to begin providing specialty services. The 
obvious one is, how are you going to pay your wholesaler in 
two weeks for a $30,000 bottle if you don’t get reimbursed 
for six weeks? Medium-sized specialty pharmacies regular-
ly have million dollar weekly wholesaler invoices. You likely 
will need a larger line of credit or equity to help alleviate 
cash flow issues and you may need cash up-front to stay 
afloat. Many pharmacies have wholesaler contracts that 
are incentivized based on percent generic drug spend. 
A single bottle of a breakthrough hepatitis C drug can 
drive your generic spend toward zero in a hurry. Be sure 
to understand what effect this will have on your contracts 
and rebates and talk to your wholesaler about recommen-
dations for your particular situation. You may also need to 
think about financial issues surrounding your infrastruc-
ture. If you are building out a new specialty pharmacy 
location, do you need a loan? There are potential financial 
rewards in specialty pharmacy, but the processes them-
selves also bring challenges.

12. CONSIDER ACCESS ISSUES
Although specialty conferences and large specialty 
pharmacies will talk continually about limited distribution 
drugs, it is important that you consider what drugs you 
already have access to and what you need to get access 
to in order to achieve your goals. Currently, several of 
the top 10 specialty drugs (by gross sales) are available 
through traditional retail channels.9 If there are specific 
drugs that you do not have access to that you need in 
order to achieve your goals, talk to your wholesaler about 
ideas to obtain reliable access. Remember, to be a valu-
able, respected specialty pharmacy, you cannot dispense 
a medication once and then not have access to dispense 
it again and try to transfer the prescription. There are too 
many moving parts for that to be an ‘acceptable’ function 
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of a specialty pharmacy. Consider partners as discussed 
above and what help they may be able to offer in obtain-
ing access to medications. 

13. CONSIDER PAYER CONTRACTING ISSUES
In setting your goals and looking at what is feasible for your 
pharmacy on a projected timeline, it is critical to under-
stand how you will be reimbursed for medications and by 
whom. Review your current contracts to see where you 
currently stand in regard to specialty medications. You may 
find that for many of your current patients, you can fill and 
bill for their specialty medications without any additional 
work. For others, you may be able to fill three times before 
the patient has to go to a network pharmacy. Some you may 
be able to alter your contract by claiming to be a specialty 
pharmacy without changing any of your practice; some 
contracts, however, will require accreditation and additional 
documentation to be able to bill for any specialty product. 
Understanding what your current contracts look like helps 
shape where you have to go next. If you are looking to grow 
and your current contracts are not favorable, reach out to 
the payers you want to contract with to find out what you 
would have to do to be able to contract with them. Some of 
the requirements may be strenuous and push you to alter 
the goals you were considering for your specialty program.

14. CONSIDER PATIENT ASSISTANCE PROGRAMS
Regardless of how well you are able to secure payer con-
tracts, patients are likely still going to face a steep copay-
ment, coinsurance payment, or deductible payment for spe-
cialty medications. Specialty pharmacies are generally able 
to navigate the networks of manufacturer-provided patient 
assistance programs along with foundations that provide 
patient copay assistance through grant funding on behalf 
of their patients. Understanding sources of assistance, the 
forms required for the assistance, and having someone 
trained to track down assistance for patients is a service 
that can be marketed to providers and patients alike.

15. CONSIDER ISSUES WITH AUDITS
As noted above in the staffing section, audits in a specialty 
pharmacy are potentially catastrophic. Losses on audit 
takebacks of a traditional medication at $200 a month for 
a year are tough to swallow; losses on an audit takeback of 
three fills of a $30,000 a month medication would put many 
businesses on the verge of bankruptcy. Hiring someone 
to serve as an internal auditor or compliance officer, or 
outsourcing the audit process, may be a very wise measure 
to prevent an incredibly difficult situation down the road.

16. CONSIDER LEGAL ISSUES
There may be state legal issues to consider when planning 
support of specialty pharmacy services. If you are think-

ing about building out a closed-door specialty pharmacy 
with its own pharmacy license number, recall that in 
many states a single pharmacist may not be the pharma-
cist-in-charge at more than one location. 

Be sure also to consider timing for credentialing if you are 
going to incorporate a specialty pharmacy separate from 
your retail pharmacy business. Be sure to review your 
state and local laws for anything that might pose a future 
roadblock to your goals.

17. CONSIDER PATIENT NEEDS
All of the above business considerations are only important 
to improve the care offered to these patients. When con-
sidering specialty pharmacy, it is important to remember 
that these patients tend to be more seriously ill than the 
average community pharmacy patient. They are also highly 
educated about their disease state and their options for 
their care. With this in mind, it is crucial to build specialty 
pharmacy services around compassionate, patient-cen-
tered care that promotes patience with patients and their 
caregivers, a willingness to listen and learn from them and 
their experiences, and an ability to empathize with them on 
the deepest level. 

18. CONSIDER THE FUTURE OF SPECIALTY
The oncoming wave of ‘personalized medicine’ is intri-
cately connected with the future of specialty pharmacy. 
As the science continues to progress, a growing number 
of medications will likely require genomic testing to verify 
a patient is a candidate for treatment. These medications 
will likely be incorporated into the specialty pharmacy 
space. Currently, most of the screenings for medications 
like these that are already on the market are being com-
pleted by the physician, but as pharmacogenomics and 
specialty pharmacy expand, these screenings may move 
to the pharmacy. 

Along with this growth and overall growth of the specialty 
pharmacy pipeline, we must consider the future impact 
of biosimilars on the marketplace. Biosimilars are medi-
cations designed to be as close as possible to a biologic 
‘reference product.’ Unlike traditional medications and 
their generics, biosimilars are not exact chemical matches 
of the reference product and therefore may have slightly 
different effects in patients. At this point, the legislation 
surrounding biosimilars is being decided by the states and 
therefore varies across the country. Moving forward, it will 
be important to monitor new medications for their required 
genomic tests and the new biosimilar marketplace and 
how your state is handling their regulation. 
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19. PLAN TO CONTINUALLY IMPROVE
In any plans for your pharmacy, you should always be 
planning on measuring yourself and getting better. In 
your initial plans, be sure to lay out what you are going 
to use to measure success and also what you are going 
to use to measure a failure to achieve goals. If you are 
rocketing past the goals you initially have set, what is the 
next thing you are going to shoot for? If you are falling 
short, can you identify where the weakness is and how 
you can improve that part of the process? Who is going 
to hold the team accountable for the goals you have set 
and constantly look to improve processes? If you start a 
venture like this without knowing how you are going to 
evaluate yourself, you are unlikely to achieve your goals 
and, even if you do, how will you know?

CONCLUSION
There are many potential goals for an independent 
pharmacy to strive for when considering entering the 
specialty marketplace. There are also many potential 
issues or barriers that may stand in the way of achiev-
ing those goals. Evaluation and understanding of these 
potential issues before starting the process of special-
ty implementation can make them significantly less 
problematic later on. Building a comprehensive plan to 
enter the specialty market before starting and taking 
into account all of these potential issues will tremen-
dously help pharmacies achieve their goals and be 
able to provide high-quality care for all of their patients’ 
medication needs, whether ‘specialty,’ ‘traditional,’ or 
some combination of both. ■

Kevin Day, PharmD, RPh, is the NCPA executive resident.
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Editor’s Note: For the list of references used in 
this article, please contact America’s Pharmacist 
Managing Editor Chris Linville at 703-838-2680, 
or at chris.linville@ncpanet.org.

Continuing Education Quiz
Select the correct answer.

1. Which of the following most accurately describes 
a specialty medication, as defined by the industry?
a. A biologic
b. A medication with a very high cost
c. An infused oncology medication
d.  A medication with one or more ‘complexing factors’ 

that is also often expensive

2. Which of the following is not a specialty pharmacy 
accrediting body?
a. CPPA
b. ACHC
c. CHIP
d. URAC

3. Why are issues with audits more pressing 
in specialty pharmacy?
a. Claims are so much larger
b. High script volume
c.  The process of completing an order is much 

more complicated
d. A & C
e. All of the above

4. A pharmacy with a goal of being a regional player 
in HIV and hepatitis C should market to which of the 
following groups?
a. Primary care physicians
b. Hepatologists
c. Patients at risk of HIV and hepatitis C
d. All patients via radio and television advertisements

5. Which of the following national specialty pharmacies 
offers a partnership opportunity for community 
pharmacies?
a. Accredo
b. CVS Health
c. Diplomat
d. Walgreens

6. Thus far, who is handling the regulation of biosimilars?
a. The U.S. Congress
b. The DEA
c. States
d. Individual pharmacists

CE QUIZ



7. Who requires pharmacies to be accredited for specialty 
pharmacy services?
a. State Boards of Pharmacy
b. Manufacturers
c. FDA
d. Third party payers

8. True or False: In most states one pharmacist can be 
listed as the pharmacist-in-charge for more than one 
pharmacy.
a. True
b. False

9. Which of the following is false?
a.  Specialty medications are treated differently by 

different payers.
b.  There is no way to bill for specialty medications if you 

are not an accredited specialty pharmacy.
c.  You may be able to bill for a specialty medication three 

times before having to transfer it to a network pharmacy.
d.  Some payers require specialty pharmacy accreditation to 

be able to bill for specialty medications.

10.  True or False: Most medications recognized as 
specialty medications are limited distribution drugs.
a.  True
b.  False

11. Specialty pharmacy accreditation consultants are:
a.  Paid by the specialty pharmacy accreditation body 

to help pharmacies achieve accreditation.
b.  Sometimes certified by the specialty pharmacy 

accreditation body to help pharmacies achieve 
accreditation.

c.  Employees of the specialty pharmacy accreditation body.
d.  Not needed because specialty pharmacy accreditation 

is a simple, straightforward process.

12. Which of the following is a not a technology add-on that 
needs to be considered for growing specialty pharmacies?
a.  Cold-chain verification programs
b.  Patient management software which wraps around 

a dispensing platform
c.  Biometric screening devices
d.  Logistics software to help with delivery tracking

13. Which of the following staff positions is not likely to be 
needed in a growing specialty pharmacy practice?
a.  An additional clinically trained pharmacist
b.  A compliance officer
c.  A full time biller

d.  A security officer

14. Which of the following accurately describes 
a biosimilar?
a.  The FDA-approved generic form of a 

specialty medication
b.  A therapeutic substitute for a specialty medication
c.  A biologic product that is nearly identical to its 

reference product
d.  A patient that responds to a medication the same 

way as a peer

15. Who is currently completing pharmacogenomic 
screenings for patients being prescribed medications 
which require genetic verification of applicability of 
treatment before treatment begins?
a.  The medication’s manufacturer
b.  The patient’s insurance company
c.  The specialty pharmacy
d.  The physician completing the order

CE QUIZ
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a PillPick robot at a University of California San Francisco 
hospital facility has dispensed 350,000 doses (ranging 
from oral solids to IVs) without a single error. It was obvious 
that Komando was not aware of the level of dispensing 
robots already being employed in both retail and acute care 
facilities nationwide. Of course, pharmacy technicians are 
more impacted by this technology than pharmacists are. 
Every health care administrator and provider in the process 
stated that the technology was there to free pharmacists 
from the mechanical burden of dispensing, allowing high-
er-level cognitive work to be done on behalf of the patient. I 
am relieved to report that dispensing by machines that can 
be both faster and more accurate is still how robotics are 
being tasked.

Given that I have just delivered some pretty good news about 
the future of pharmacy, I can't help but ask how you can better 
“technology proof” the future of your profession. Can you imag-
ine your knowledge being utilized in multidisciplinary health 
care, where technology is used in a way where your training 
and problem-solving skills make you the best team member to 
employ? Can your entrepreneurial side come up with solutions 
using emerging technologies that will positively impact patient 
care outcomes between episodes of care delivered by health 
care providers? Please let me know if you have questions or 
comments regarding this topic. You can reach me by email at 
felkebg@auburn.edu to continue the conversation. ■

Bill G. Felkey is professor emeritus of Auburn University's Harri-

son School of Pharmacy.
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To prevent these errors, prescribers should include both 
brand and generic names as well as the purpose of 
the medications on prescriptions, and limit the use of 
telephone orders. If used, pharmacies should document 
telephone orders on a pharmacy prescription blank and 
read back, spelling the drug name(s) and stating its in-
dication(s). Differentiate these drug names on computer 
screens. Explore adding computer alerts to verify the 
indication for these drugs. Use tall man letters and oth-
er strategies (such as bold face, color) to differentiate 
these drug names. Consider storing products with look-
alike names in different locations; use shelf stickers to 
help locate products that have been moved. Investigate 
implementing mandatory counseling when dispensing 
medications from a known problematic name pair. ■

This article is from the Institute for Safe Medication Practices 

(ISMP). The reports described were received through the 

USP–ISMP Medication Errors Reporting Program. Errors, 

near misses, or hazardous conditions may be reported on 

the ISMP website at www.ismp.org. ISMP can be reached at 

215-947-7797.

 Continued from page 10
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Get started with Simplify My Meds now.
www.ncpanet.org/smm

Finally, a way to improve 
adherence and streamline 
your operations

Launch a medication synchronization program  

in your pharmacy. Get the free tools and training to 
implement a med sync program—exclusively offered  
to you as an NCPA member.

Sign up Today!

http://www.ncpanet.org/smm


(formerly known as the Annual Legislative Conference)
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Our new format gives you more time and flexibility 
for meetings with your Representative and Senators. 
Think they don’t care? They know Election Day is 
only 168 days away. Make your voice heard in the 
halls of Congress and protect your business.

www.ncpanet.org or 1-800-544-7447

May 24 – 25 | Arlington, VA
Doubletree by Hilton, Washington, D.C.-Crystal City
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