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Transform your practice

MedWise® Science, proprietary medication 
safety technology, helps pharmacists identify 
and mitigate preventable medication-
related problems. The MedWise Risk Score™ 
is available to certified MedWise Advisor 
pharmacists, along with an array of support 
tools, to launch your concierge pharmacist 
practice.

Participate in the MedWise Advisor Certificate 
Program to receive clinical and operational 
training for providing medication risk 
mitigation services in various care settings. 

Training consists of self-paced ACPE-accredited 
courses, along with operational training and 
demonstrations. Benefits for completing this 
program include:

•   A deeper clinical understanding of  
drug burden

•   Further knowledge of multi-drug interactions

•   The ability to recommend more appropriate 
medication regimens

•   In-depth training on MedWise Science, 
including how to use the multi-drug 
interaction tools and SNOMED functionality

Why should you 
become a certified 
MedWise Advisor™ 
pharmacist?

Deliver concierge pharmacy services to your patients with cutting-edge 
medication safety technology

Copyright © 2022, Tabula Rasa HealthCare, Inc., All Rights Reserved. These materials are confidential and proprietary information of Tabula Rasa HealthCare, Inc. 
and may not be reproduced in whole or in part without the written consent of Tabula Rasa HealthCare, Inc. | NASDAQ – TRHC. | TRHC042022

info@medwisehc.com

To start your concierge pharmacist practice, contact us at:
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PRESIDENT’S PERSPECTIVE
KPhA Working for Your Future!

As my year as President 
of the Kentucky Phar-
macists Association 
comes to an end, I find 
it hard to believe how 
quickly it has passed.  

I feel privileged to 
have witnessed the 
engagement and 
collaboration of our 
Board of Directors, 
standing committees, 
membership and the 

KPhA staff as we have 
worked to advance our KPhA mission, “to advocate 
and advance the pharmacy profession to improve 
the health of Kentuckians”. This engagement and 
collaboration were seen in the efforts of so many 
individuals who have given their time and talents 
to strengthen our organization and advance the 
profession of pharmacy. As the pharmacy organi-
zation that represents all pharmacists in Kentucky, 
these efforts are paramount to the success of not 
only our organization, but to all pharmacists.  

In addition to the ongoing work of our stand-
ing committees, this year the KPHA Pharmacy 
Workplace Environment Advisory Committee was 
organized and charged with the task of seeking 
solutions to help improve pharmacy working 
conditions and promote patient safety. This group 
of dedicated individuals has given their time to 
advocate not only for their colleagues, but also 
the patients we serve. As a member of the Ad-
vancement of Pharmacy Practice in Kentucky 
Coalition (APPKC), KPhA has also been working 
with other pharmacy stakeholders to effectively 

implement HB 48. The efforts of all pharmacists 
working though APPKC are critical to the success 
of advancing pharmacy clinical services in all areas 
of pharmacy practice.  

Finally, I wish to thank fellow pharmacist, Rep-
resentative Steve Shelton for his service to the 
Commonwealth of Kentucky. Representative Shel-
ton has worked during his tenure to advocate not 
only for pharmacy, but also for all Kentuckians.  His 
efforts throughout the years, and most recently 
during this session as he fought tirelessly on behalf 
of HB 457, have been greatly appreciated.  Under 
his leadership, we again witnessed remarkable 
collaboration and engagement as pharmacists 
from all practice sites joined together with health 
systems, provider groups, and patients to promote 
patient choice as we fought to advance HB 457. 
Thank you, Representative Shelton, the Govern-
ment Affairs Committee, and all those who worked 
to advocate not only for our profession, but also 
for our patients and communities.   

I am proud of the accomplishments we have all 
achieved this past year and I feel confident in 
the future. As Eleanor Roosevelt said, “The future 
belongs to those who believe in the beauty of their 
dreams.” As the practice of pharmacy evolves, let’s 
continue to focus on our mission so our dreams 
become a reality.   

In closing, I would like to thank Executive Direc-
tor Ben Mudd, the KPhA staff, the KPhA Board 
of Directors, Committee Chairs, and committee 
members for your assistance this past year. I also 
wish to thank the KPhA membership for giving me 
the opportunity to serve, as it has been a pleasure 
and honor.  

Cathy Hanna, PharmD
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Board of Directors Nominees 
(three open positions)

Self-nominated candidates provide their own statement of interest

Nominated candidates received statement of support from their nominators

Alan Webb, PharmD
Self-nominated
Education: University of Kentucky 
College of Pharmacy 2012
Practice Setting: 

Retail and Ambulatory Care Pharmacy
Volunteer Experience: KPhA Public Affairs 

Committee Member 

Statement of Interest:
I appreciate the consideration to become a member of the KPhA 
Board of Directors and would be honored to serve as such. As our 
profession continues to evolve, I believe that it is more crucial than 
ever that we have voices to advocate for pharmacists and patients. 
Our profession is at a critical stage and leadership will be vital to 
ensuring KPhA’s mission remains alive. 

I am a native of Middlesboro, Kentucky but left at the young age 
of eighteen when I enlisted in the United States Marine Corps. I 
served five years on active duty and am a veteran of Operation Iraqi 
Freedom. At the end of my enlistment, I returned to Kentucky to 
pursue a career in pharmacy. In 2012 I graduated from the Univer-
sity of Kentucky College of Pharmacy. 

I began my career with Rite Aid as a staff pharmacist in La Grange, 
Kentucky. After a couple of years, I followed my wife’s career to 
Ohio. There I was promoted to pharmacy manager and in 2016 
it was her turn to follow my career as I was then promoted to 
Pharmacy District Manager over the Louisville area. This promo-
tion was a blessing as it allowed us to return to Kentucky where 
we truly wanted to be. I remained in that role until January 2018 
when Walgreens acquired all the Kentucky Rite Aid locations. I was 
then chosen to oversee the acquisition and conversion activities for 
the entire states of Kentucky and Indiana. This role allowed me to 
meet and interact with an extraordinary diversity of pharmacists. 
I eventually accepted the role of Registered District Manager with 
Walgreens and oversaw multiple locations spanning a wide geogra-
phy. These roles allowed me to have a better understanding of the 
direction of our profession and reignited a desire to get involved. 
If I am fortunate enough join the KPhA Board of Directors, I will 
bring all my leadership and experiences with me and do all I can to 
advocate for our profession and our patients. 

Ross Goetz, PharmD, MBA
Self-nominated
Education: University of Kentucky 
College of Pharmacy 2018
Practice Setting: 

Independent Retail/
Mail Order Pharmacy

Volunteer Experience: KPhA Mobile 
Harm Reduction Unit

Statement of Interest: 
I would like to use my experiences and skills from various pharmacy 
settings to help improve overall pharmacy practice within Kentucky 
through partnership with KPhA.

Lance Mansfield, PharmD
Self-nominated

Education:  University of Kentucky 
College of Pharmacy 2012
Practice Setting:
Community Independent Pharmacy

Volunteer Experience: Member of 
Government Affairs and Budget & 

  Audit Committee

Statement of Interest:
After having worked in the profession for 9 years as a pharmacist 
and having experience in the independent, chain, and hospital 
settings I would like to give back to the profession that has given 
me so much. If given the opportunity to serve as a member of the 
KPha board, I would like to advance the profession to the next 
level. All three settings of pharmacy that I have worked in have been 
in a rural area of the state where I have seen a need for more patient 
centered care. I would like to help our pharmacists in the state be 
able to work at the full extent of our license to provide the patient 
care that is needed.

David Whittaker, PharmD, RPh
Self-nominated

Education: Sullivan University 
College of Pharmacy in 2011 
Practice Setting: Primary Care Clinic, 
Ambulatory Care, 

Pharmacy Administration
Volunteer Experience: Member of

Government Affairs and Budget & 
Audit Committee

Statement of Interest:
I want to become more active in my profession and help shape it 
into a better version of itself for future pharmacists to come.

Fred Barton, PharmD
Nominated by Greg Barker

Education: University of Kentucky 
College of Pharmacy 2012
Practice Setting:
Manage Care Pharmacist

Volunteer Experience:

Statement of Support:
Fred would bring vast experience to the KPhA board. In his past 
work experience he built clinical programs and integrated them 
with technology platforms to drive patient care in California. In 
that role he worked closely with BlueCross BlueShield CA and their 
board of pharmacy. 

He has now moved back to Kentucky where he leads account 
management services for EmsanaRx - a PBM. This role gives Fred 
visibility into PBM operations and data as well as being the lead for 
all partner discussions. I feel strongly that his unique skills set and 
work experiences would add a deeper level of knowledge and value to 
the KPhA Board.

Jonathan “Scotty” Reams, 
PharmD

Nominated by Kyle Harris
Education: University of Kentucky 
College of Pharmacy 2021 
Nominee Practice Setting:

Independent, Community 
Pharmacy APhA 

Volunteer Experience: 

Statement of Support: 
Scotty has been extremely involved with KPhA, serving on the Board 
as UK’s representative during his time at UK. He is very politically 
active, having run for State representative himself. Furthermore, he 
is well known amongst his peers and community for his values and 
dedication.

President- Elect 
Nominee
Nominee: Brooke Hudspeth, 
PharmD

Nominated by Cathy Hanna
Education: University of Kentucky 

College of Pharmacy
Practice Setting: Academia
Volunteer Experience: 

Statement of Support: 
It is with great pleasure that I submit this letter of support for 
Dr. Brooke Hudspeth for the position of KPHA President-Elect. 
Brooke has been a dedicated KPhA member for many years serving 
as a Board Member and most recently as the Secretary of KPhA 
since 2016. Her continued dedication and service is displayed by 
her involvement and participation on multiple KPhA committees. 
Additionally, Brooke has been an active member of APhA, serving 
on multiple committees. Her dedication to the profession of phar-
macy is evident by her continued involvement on both the Federal 
and State level. I believe KPhA will thrive under the leadership and 
guidance of Brooke Hudspeth.

Secretary Nominee
Ronnah Alexander, 
RPh and MBA
Self-nominated
Education: University of Kentucky 

College Pharmacy 1985
Practice Setting: 

Federally Qualified Health Center
Volunteer Experience:

Statement of Interest: 
As a 33-year veteran of the pharmacy world in Kentucky, life has 
given me a unique perspective of our current obstacles in the drug 
industry. As a KPHA Director for the last two years, I have en-
joyed working with a “brilliant team” and accomplishing goals to 
strengthen our profession in the state.  
 
If given the opportunity, I would like to be considered for the Sec-
retary role as a team member to continue our path toward success 
in the future.  
 
I truly believe that working together is the only way to be successful 
as we continue to strive for improvements for our profession.  

VOTING: Cast your vote on the homepage of the KPhA 

Website (www.kphanet.org). If you require a paper ballot, 

please contact Lisa Atha at Latha@kphanet.org.
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Welcome to our New KPhA Members. 
We are stronger together!

This list reflects new members received from January 1, 2022–April 28, 2002 
All members reside in Kentucky unless noted

Dear Colleague,

It feels wonderful to write you again 
after a brief hiatus since the Associ-
ation last published an issue of The 
Kentucky Pharmacist back in Decem-
ber. As you may recall reading in a 
weekly eNews, our previous Director of 
Communications, Sarah Franklin, left 
the Association in December to pursue 
a new opportunity. Sarah was a great 
team member and a tremendous asset 
to KPhA, we wish her well in her future 
endeavors.

I am pleased, however, to introduce 
the membership to our new Director of 
Communications and Membership Expe-

rience, Jessica Mohler. Jess joins our team after over a decade with 
the Carnegie Center for Literacy and Learning in Lexington. In addi-
tion to her remarkable communications skills, Jess is full of inspiring 
ideas and positive energy that will support our mission. I hope you’ll 
get a chance to meet and chat with Jess at one of our upcoming 
networking events or at the KPhA Annual Meeting in Lexington on 
June 2-5, 2022.

Speaking of the KPhA Annual Meeting, our KPhA staff and the 
Membership Engagement Committee are working hard to plan an 
exhilarating experience for the 2022 KPhA Annual Meeting. This 
year’s event will be held at the newly renovated Campbell House in 
Lexington, KY, from June 2-5, 2022. We’ll get things started with the 
KPERF Golf Scramble on Thursday at Lakeside Golf Course and a 
dinner for all conference attendees at Tony’s Steakhouse afterward. 
The theme for the meeting is to reconnect, restore, and reimagine. 
We’ll have plenty of opportunities to network and reconnect with 
colleagues throughout the event, like the evening receptions and 
the Family Bowling event on Friday evening. Let’s restore togeth-
er – this year, we’ve started sessions a little later in the day to allow 
attendees to rest, relax, and recharge. Finally, pharmacists, student 
pharmacists, and technicians will all be encouraged to reimagine the 
future of pharmacy in Kentucky. In addition to the CE opportunities, 
you’ll be able to interact with vendors in the exhibit hall to discover 
the latest trends in the pharmacy profession.

Allow me to transition to a brief review of the Association’s legis-
lative efforts in 2022. The General Assembly adjourned its 60-day 
session on April 14, 2022. This year’s session was busy as legislators 
quickly began filing and passing bills related to the COVID pandemic, 
the state budget, and redistricting. Meanwhile, KPhA worked closely 
with Rep Steve Sheldon to advocate for HB 203, which was later 
withdrawn, and some portions refiled as HB 457. Rep Sheldon and 
his staff well wrote both bills to reign in the harmful tactics of PBMs. 
KPhA launched a campaign to place patients over PBM profits, 

working closely with a coalition of supporters. Countless people 
worked behind the scenes to develop a strong and united voice in 
support of pharmacy. KPhA served a critical role in connecting these 
groups and maintaining a consistent message to legislators. HB 457 
ultimately passed out of House Health and Family Services Com-
mittee with unanimous support and passed on the House Floor 88-
3. However, the bill stalled in the Senate, with leadership choosing 
to place it in the Senate Appropriations and Revenue Committee, 
where it would ultimately die without a hearing.

In addition to the bill sponsors, we owe a tremendous amount of 
gratitude to our Government Affairs Committee, chaired by Dr. Trish 
Freeman, KRF lobbyist Shannon Stiglitz, and many more, for their 
efforts to advance HB 457. I am personally grateful to each of our 
members that contacted their legislators to educate and ask for 
their support. We cannot give up here. We must keep fighting for 
what is right for our profession and our patients. Let’s work together 
to build bridges and relationships with our legislators. Take this time 
to invite legislators to your pharmacy practice and educate them on 
the essential services you provide to your community patients.
I’ll end with a few words of appreciation and recognition to our out-
going KPhA Board Members. We have three current members rolling 
off the board. Jeff Mills and Cassy Hobbs have both served multiple 
terms on the board and have been valuable leaders for our Associ-
ation. The third individual is Martika Martin. Dr. Martin was recently 
hired by the Kentucky Pharmacy Education and Research Founda-
tion as the Director of Clinical Outreach. This leaves three vacancies 
available with no incumbent members seeking reelection. It is more 
important than ever for you to log in to our website and vote for your 
colleagues to serve on the KPhA Board of Directors. Please take the 
time to log in and vote TODAY. It only takes a few minutes.

I would be remiss if I did not acknowledge the hard work and dedi-
cation of KPhA President Cathy Hanna over the past year. President 
Hanna works diligently to advance the mission of KPhA. Under her 
leadership, we have engaged our membership and began to imple-
ment payment for pharmacy services by working with health plans 
to create pharmacist networks, thereby allowing pharmacists to bill 
these clinical services. I look forward to working with Cathy as she 
transitions to KPhA Board Chair in June, and we continue to work to 
make medical billing the new normal for Kentucky pharmacists.
I want to connect with you. Please reach out directly to bmudd@
kphanet.org, and let’s schedule a time to chat about your story and 
our KPhA. Until next time… keep being awesome, choose kindness, 
and stay involved. Together we can do anything.

Professionally Yours,

Ben Mudd, PharmD
Executive Director
Kentucky Pharmacists Association

My KPhA Rx 

Ben Mudd, PharmD 
Executive Director Kentucky 
Pharmacists Association

Nichole Lynn Cover, Three Rivers, MI

Lauren Free, Owensboro

Sean Kaelin, New Albany, IN

Justin Carroll, Georgetown

Laken E. Bush, Middletown

Frederick Barton, Louisville

Cameron Allan Cheuvront, Somerset

Addison Dumes, Lexington

Jeremy Tyree, Jeffersonville, IN

Alexa Quinn, Campbells

Cameron Adams, Jeremiah

Jillian Shufelt, Lexington

Meghan Jackson, Lexington

Nicholas Hudson, Georgetown

Kylen Davies, Frankfort

Amanda Dabney, Elizabethtown

Doris C. Schuck, West Liberty

Heather Daniels, Hazard

Sean Kaelin, New Albany, IN

Nicholas Hudson, Georgetown

Julie Anderson, Louisville

Eric Marr, Lexington

Natasha Thompson, Lexington

Dana Foster, Frankfort

Kristin Daniels, Flatwoods

Bryce Childers, Somerset

Mike Traylor, Princeton

Christina Taylor, Shepherdsville

Joseph Wright, Louisville

Eric Gibbs, Corbin

Obianuju Nebechukwu Ezugworie, Louisville

Lori Henning, Hardinsburg

Lacey Wilkinson, Lexington

Brandon Kelley, Catlettsburg

Austin Whitlock, Mayfield

Stacy Allen, Crestwood
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Pharmacy’s Role in Addressing 
Social Determinants of Health
Martika Martin, PharmD, MBA, BCGP         

PHARMACIST OBJECTIVES:
 • Define “Social Determinants of Health.”
 • List examples of social determinants of health.
 • Explain how social determinants of health affect health outcomes.
 •Identify ways in which pharmacists can address social determinants of health.
TECHNICIAN OBJECTIVES:
 • Define “Social Determinants of Health.”
 • List examples of social determinants of health.
 • Identify ways in which pharmacy technicians can address social determinants of health.

Introduction
The World Health Organization defines social determinants of 
health as “the conditions in which people are born, grow, live, 
work, and age.” These conditions include the social, physical, and 
economic situations that impact health and result in health inequi-
ties between countries, communities, and individuals. Social deter-
minants of health are addressed in The U.S. Department of Health 
and Human Social Services’ Healthy People 2030’s goal to, “create 
social, physical, and economic environments that promote attaining 
the full potential for health and well-being for 
all.” Pharmacists and pharmacy technicians, 
with their frequent patient-interactions are in 
a unique position to identify and address social 
determinants of health that negatively affect 
health outcomes by connecting patients to 
necessary community resources. 

Five Domains of Social 
Determinants of Health:
Social determinants of health 
can be grouped 
into five domains:
 • Economic Stability
 • Education Access and Quality 
 • Health Care Access and Quality
 • Neighborhood and Built Environment
 • Social and Community Context

Economic Stability
The goal of the economic stability domain is to help people earn 
steady incomes that allow them to meet their health needs. Ten per 

cent of people in the United States live in poverty, making it difficult 
to afford things like healthy foods, healthcare, and housing. Objec-
tives in Healthy People 2030 that relate to economic stability include: 
• Reduce the proportion of people living in poverty
• Increase employment in working-age people
• Increase the proportion of children living with at least 1 parent
   who works full time
• Reduce the proportion of families that spend more than 
   30 percent of income on housing. 

Education Access and Quality
The goal of the education access and quality 
domain is to increase educational opportunities 
and help children and adolescents do well in 
school. Individuals with higher levels of educa-
tion are more likely to be healthier and live lon-
ger lives. Children from low-income families, 
have disabilities, or regularly experience social 
discrimination, such as bullying, are more like-
ly to struggle in school and therefore less likely 
to graduate. This results in a lower likelihood 
of attaining a safe, high-paying drive and more 
likely to have health conditions including heart 

disease, diabetes, and depression. Objectives in Healthy People 
2030 that address Education Access and Quality include “increas-
ing the proportion of high school graduates in college the October 
after graduating.

Health Care Access and Quality
The goal of the health care access and quality is to increase access 
to comprehensive, high-quality health care services. This includes 

increasing the number of organizations that offer preventative 
services and the number of individuals receiving those services. The 
objectives also address strategies to increase insurance coverage rates 
and increase patient access to health care providers either in person 
or remotely so they can receive preventative and chronic care. 

Neighborhood and Built Environment
The goal of the neighborhood and built environment domain is the 
create neighborhoods and environments that promote health and 
safety, including where people live, work, and play. Neighborhoods 
that have high rates of violence or unsafe air or drinking water or 
work environments where people are exposed to secondhand smoke 
or loud noises can have a negative impact on health. Objectives for 
this goal include increasing the proportion of smoke-free homes, 
increasing the number of adults and adoles-
cents who walk or bike to get places, reducing 
asthma related deaths and hospitalizations, and 
reducing hospitalizations for COPD.

Social and Community Context
The goal of the social and community context 
domain is to increase social and community 
support. Positive relationships at home, work, 
and in the community can help reduce the 
negative impacts of the other domains. The ob-
jectives of this domain include reducing anxiety 
and depression in family caregivers of people 
with disabilities, increasing the health literacy 
of the population, and increasing the number of adults who use IT 
to track health care data or communicate with providers. 

Social Determinants of 
Health and Health Outcomes
The impact of social determinants of health has been theorized 
and researched for many years. In 1976, John Cassel wrote in the 
American Journal of Epidemiology that “A remarkably similar set of 
social circumstances characterizes people who develop tuberculosis 
and schizophrenia, become alcoholics, are victims of multiple acci-
dents, or commit suicide. Common to all these people is a marginal 
status in society.”

Numerous studies have been conducted to demonstrate how social 
determinants of health affect health outcomes. The CDC provides 
a list of many of these studies to illustrate the impact of social deter-
minants of health. 

A study by Silver et al. used the CDC’s Behavioral Risk Factor 
Surveillance System, a survey administered by state health de-
partments to compare health outcomes in patient care aides, such 
as nursing home, home health, and hospital aides, to licensed 

practical nurses, registered nurses, and clerical workers. Their 
study summarized that the lower wages and education of health 
care aides correlated to less insurance access, fewer dental visits, 
higher smoking prevalence, and worse self-reported health than 
the comparison groups. 

Jeffries and Henny explain in their article the importance of 
addressing social determinants of health to prevent HIV in the 
South. They state that social determinants of health “epidemiol-
ogy tells us why (high risk groups) are more vulnerable and, ac-
cordingly, interventions needed to rectify this vulnerability. Their 
article explains that factors such as poverty, education, access to 
health care, racism, homophobia, transphobia, and HIV stigma 
have increased the burden of HIV in the South United States. 

Study by Pate et. al examined the link between 
cost barriers to medical care and treatment for 
children with asthma and how these barriers 
differ by demographics, health insurance type 
cand coverage continuity, and urban residence 
variables. They found that more Black children 
had a cost barrier to seeing a doctor as com-
pared to white children and those children with 
no insurance coverage and those with partial 
insurance coverage for the year experienced 
more cost barriers than those children with 
full insurance coverage, including barriers to 
affording medications. 

Assessing Social 
Determinants of Health
There are multiple screening methods for assessing social deter-
minants of health. These can be performed by a pharmacist or 
pharmacy technician or may be printed and self-administered by 
the patient. Three assessments recommended by the American 
Association of Family Physicians are:
 • Protocol for Responding to and Assessing Patients’
                 Assets, Risks, and Experiences tool (PRAPARE)
 • The Everyone Project screening for social determinants
                  of health.
 • The CMS Health-Related Social Needs Screening Tool.

Protocol for Responding and Assessing Patients’ 
Assets, Risks, and Experiences (PRAPARE)
PRAPARE is a standardized patient risk assessment tool to assess 
and address social determinants of health. It is paired with an Im-
plementation and Action Toolkit. PRAPARE is standardized across 
ICD-10, LOINC, and SNOMED. PRAPARE has been translated 
into multiple languages. PRAPARE includes 15 core questions and 

Social Determinants of Health:

0143-0000-22-021-H04-P

0143-0000-22-021-H04-T

Expires: 04/01/2025

1 hour 
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5 supplemental questions divided into 4 domains: Personal Char-
acteristics, Family and Home, Money and Resources, and Social 
and Emotional Health. It is typically administered by clinical or 
nonclinical staff, or a paper version can be self-administered by the 
patient (see Appendix A).

The Everyone Project screening for 
social determinants of health.
The Everyone Project is an initiative of the American Academy of 
Family Physicians to offer education and resources to help family 
physicians advocate for health equity, promote workforce diversity, 
and collaborate with other disciplines and organizations to reduce 
harmful health disparities. This initiative includes a toolkit that 
includes a 15-question screening tool for social determinants of 
health. The toolkit also includes a guide to 
social needs screening for social determi-
nants of health and the rationale for the 
questions included in the screening forms 
(see Appendix B).

The CMS Health-Related
Social Needs Screening Tool
The CMS-developed, Health-Related Social 
Needs Screening Tool is a 10-item ques-
tionnaire across five different domains (see 
appendix C). The purpose of the screening is to use the results from 
the screening to inform a patient’s treatment plan and make refer-
rals to community services. This screening was tested in Account-
able Health Communities Model for determine if systematically 
identifying and addressing non-medical health-related needs of 
Medicare and Medicaid beneficiaries impacts total health care costs 
and utilization, increases the quality of care, and improves health. 

Addressing Social Determinants 
of Health in Pharmacy
With multiple patient encounters throughout the year, the pharmacy 
can be an ideal place to identify and address social determinants of 
health. One of the above-mentioned screenings for social determi-
nants of health could be incorporated into pharmacy workflow, 
administered by a pharmacist or pharmacy technician, or self-ad-
ministered by the patient. They have all been designed to take up 
a minimal amount of time. Box 1 includes ideas to incorporate 
screening for social determinants of health in the community phar-
macy setting. 

Once needs are identified by the pharmacy staff, it is important to 
address these concerns. A simple way to help connect patients to 
resources is to create a community resource list based on the do-
mains of the screening used (Appendix D). This can include contact 

information for local homeless shelters, food banks, substance abuse 
treatment centers, and other resources available in your area. This 
is a great project for pharmacy students or pharmacy technicians 
to create. It also helps to reach out to these resources to develop a 
relationship and learn more about their offerings and how to refer 
patients for their help.

To follow up on connections to resources, interventions can be 
documented in a pharmacist e-care plan or use a simple internal 
document such as the example in Appendix E. This ensures the 
connection was successful and the patient’s needs are resolved or 
notifies the pharmacy of additional needs that should be addressed.

Community Health Workers in Pharmacy
One model community pharmacies have 
implemented to address social determinants 
of health is the integration of communi-
ty health workers in the pharmacies. The 
CDC defines community health workers 
as “trained public health workers who serve 
as a bridge between communities, health 
care systems, and state health departments. 
Pharmacy technicians with their local 
connections, and frequent patient health 
care experience, and encounters make ideal 

candidates for community health workers. Pharmacies may train 
current pharmacy technicians as community health workers and 
develop a workflow to integrate their services and connections into 
the pharmacy or consider hiring a community health worker. 

In Kentucky, a community health is certified by the Office of 
Community Health Workers in the Cabinet for Health and Family 
Services. To become certified, a community health worker must 
complete qualified training through an Kentucky Department of 
Public Health approved organization which includes 40 hours of 
didactic training and 40 hours of mentorship or document 2,500 
hours of community health worker services in the past 3 years. Box 
2 lists the core competencies of community health workers.

Conclusion
Social determinants of health include the physical, social, and finan-
cial aspects of a person’s life that can affect their health and influence 
health disparities. Pharmacists and pharmacy technicians are in a 
unique position to implement strategies in their practice to assess 
and address social determinants of health. Pharmacies can serve as 
connectors for patients with the health system and other communi-
ty resources which can positively affect health outcomes. 
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Appendix A: PRAPARE 

 

PRAPARE®: Protocol for Responding to and Assessing Patient Assets, Risks, and Experiences 
Paper Version of PRAPARE® for Implementation as of September 2, 2016  

Personal Characteristics  
1. Are you Hispanic or Latino?  

  
  Yes    No    I choose not to answer this 

question  
  
2. Which race(s) are you? Check all that apply  

  
  Asian    Native Hawaiian  
  Pacific Islander    Black/African American  
  White    American Indian/Alaskan Native 
  Other (please write):  
  I choose not to answer this question  
  
3. At any point in the past 2 years, has season or migrant 

farm work been your or your family’s main source of 
income?  

  
  Yes    No    I choose not to answer this 

question  
  
4.  

  

Have you been discharged from the armed services of 
the United States?  

  Yes    No    I choose not to answer this 
question  

  
5. What language are you most comfortable speaking?  
  
Family & Home  
6. How many family members, including yourself, do you 

currently live with?     
  

  I choose not to answer this question  

  
7. What is your housing situation today?  
  I have housing  
  
  
  

 I do not have housing (staying with others, in a 
hotel, in a shelter, living outside on the street, 
on a beach, in a car, or in a park)  

   I choose not to answer this question  
 

  
8. Are you worried about losing your housing?  

  
  Yes    No    I choose not to answer this 

question  
  
9. What address do you live at?  
 Street:      
 City, State, Zip code:      

  
Money & Resources  
10. What is the highest level of school that you have 

finished?  
  Less than high 

school degree  
  High school diploma or 

GED  
  More than high 

school  
  I choose not to answer 

this question  
  

11. What is your current work situation?  
  Unemployed    Part-time or 

temporary work  
  Full-time 

work  
  Otherwise, unemployed but not seeking work (ex: 

student, retired, disabled, unpaid primary care giver) 
Please write:  

  I choose not to answer this question  
  
12. What is your main insurance?  

  
  None/uninsured    Medicaid  
  CHIP Medicaid    Medicare  
  Other public 

insurance (not CHIP)  
  Other Public Insurance 

(CHIP)  
  Private Insurance    
  
13. During the past year, what was the total combined 

income for you and the family members you live with? 
This information will help us determine if you are 
eligible for any benefits.  

   
 I choose not to answer this question  
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14. In the past year, have you or any family members 

you live with been unable to get any of the 
following when it was really needed? Check all 
that apply.  
  

Yes  No  Food  Yes  No  Clothing  
Yes  No  Utilities  Yes  No  Child Care  
Yes  No  Medicine or Any Health Care (Medical, 

Dental, Mental Health, Vision)  
Yes  No  Phone  Yes  No  Other (please 

write):  
  I choose not to answer this question  
  
15. Has lack of transportation kept you from medical 

appointments, meetings, work, or from getting 
things needed for daily living? Check all that 
apply.  
  

  Yes, it has kept me from medical appointments 
or  

  Yes, it has kept me from non- medical meetings, 
appointments, work, or from getting things that 
I need   

  No   
  I choose not to answer this question  
  
Social and Emotional Health  
16. How often do you see or talk to people that 

you care about and feel close to? (For 
example: talking to friends on the phone, 
visiting friends or family, going to church or 
club meetings)  
  
  Less than once a    1 or 2 times a week  
  3 to 5 times a week    5 or more times a  
  I choose not to answer this question  
 

  
17. Stress is when someone feels tense, nervous, 

anxious, or can’t sleep at night because their 
mind is troubled. How stressed are you?  
  

  Not at all    A little bit  
  Somewhat    Quite a bit  
  Very much    I choose not to answer this 

question  
  
  
Optional Additional Questions  
18. In the past year, have you spent more than 2 

nights in a row in a jail, prison, detention center, 
or juvenile correctional facility?  
  

  Yes    No    I choose not to answer 
this  

  
19. Are you a refugee?  

  

   

  Yes    No    I choose not to answer 
this  

    
20. Do you feel physically and emotionally safe where 

you currently live?  
  

  Yes    No    Unsure  

  I choose not to answer this question  

  
21. In the past year, have you been afraid of your 

partner or ex-partner?  
  

  Yes    No    Unsure  
  I have not had a partner in the past year  
  I choose not to answer this question  

 

 

© 2016. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health 
Organizations, and Oregon Primary Care Association. PRAPARE® is proprietary information of NACHC and its partners. All 
rights reserved. For more information about this tool, please visit our website at  www.nachc.org/PRAPARE® or contact 
us at prapare@nachc.org.    

 

 

Appendix B: AAFP Social Needs Screening Tool 

 
 

Housing 
1. Are you worried or concerned that in the next 

two months you may not have stable housing 
that you own, rent, or stay in as a part of a 
household?1 

□ Yes 

□ No 
2. Think about the place you live. Do you have 

problems with any of the following? (check all 
that apply)2 
□ Bug infestation 
□ Mold 
□ Lead paint or pipes 
□ Inadequate heat 
□ Oven or stove not working 
□ No or not working smoke detectors 
□ Water leaks 
□ None of the above 

Food  
3. Within the past 12 months, you worried that 

your food would run out before you got 
money to buy more.3 
□ Often true 
□ Sometimes true 
□ Never true 

4. Within the past 12 months, the food you 
bought just didn’t last and you didn’t have 
money to get more.3 

□ Often true 

□ Sometimes true 

□ Never true 
Transportation  

5. Do you put off or neglect going to the doctor 
because of distance or transportation?1 
□ Yes 
□ No 

Utilities 
6. In the past 12 months has the electric, gas, oil, 

or water company threatened to shut off 
services in your home? 
□ Yes 
□ No 
□ Already turned off 

 
Childcare 

7.  Do problems getting childcare make it 
difficult for you to work or study?5 
□ Yes 
□ No 

Employment 
8. Do you have a job?6 

□ Yes 

□ No 
Education 

9. Do you have a high school degree?6 

□ Yes 

□ No 
Finances 

10.  How often does this describe you? I don’t 
have enough money to pay my bills:7 
□ Never 
□ Rarely 
□ Sometimes 
□ Often 
□ Always 

Personal Safety 
11. How often does anyone, including family, 

physically hurt you? 
□ Never (1) 
□ Rarely (2) 
□ Sometimes (3) 
□ Fairly often (4) 
□ Frequently (5) 
 

12.  How often does anyone, including family, 
insult or talk down to you?8 
□ Never (1) 
□ Rarely (2) 
□ Sometimes (3) 
□ Fairly often (4) 
□ Frequently (5)
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Appendix B: AAFP Social Needs Screening Tool 

 
 

 
13. How often does anyone, including family, 

threaten you with harm?8 

□ Never (1) 

□ Rarely (2) 

□ Sometimes (3) 

□ Fairly often (4) 

□ Frequently (5) 
14. How often does anyone, including family, 

scream or curse at you?8 
□ Never (1) 
□ Rarely (2) 
□ Sometimes (3) 
□ Fairly often (4) 
□ Frequently (5) 

 
Assistance 

15. Would you like help with any of these needs? 

□ Yes 

□ No 
 
SCORING INSTRUCTIONS:  
For the housing, food, transportation, utilities, 
childcare, employment, education, and finances 
questions: Underlined answers indicate a positive 
response for a social need for that category. 

For the personal safety questions: A value 
greater than 10, when the numerical values are 
summed for answers to these questions, 
indicates a positive response for a social need 
for personal safety. 

Sum of questions 11–14: _________ 
Greater than 10 equals positive screen for 
personal safety. 
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Appendix C: Accountable Health Communities Core Health-Related Social Needs Screening Questions 
Underlined answer options indicate positive responses for the associated health-related social need. A value 
greater than 10 when the numerical values for answers to questions 7-10 are summed indicates a positive screen 
for interpersonal safety. 
HOUSING INSTABILITY 
1. What is your housing situation today? 

 I do not have housing (I am staying with others, in a hotel, in a shelter, living outside on the street, on a 
beach, in a car, abandoned building, bus or train station, or in a park) 

 I have housing today, but I am worried about losing housing in the future. 
 I have housing 

2. Think about the place you live. Do you have problems with any of the following? (check all that apply)  
 Bug infestation 
 Mold 
  Lead paint or pipes 
 Inadequate heat 
 Oven or stove not working 
 No or not working smoke detectors 
 Water leaks 
 None of the above 

FOOD INSECURITY 
3. Within the past 12 months, you worried that your food would run out before you got money to buy more. 

 Often true 
 Sometimes true 
 Never true 

4. Within the past 12 months, the food you bought just didn’t last and you didn’t have money to get more.  
 Often true 
 Sometimes true 
 Never true 

TRANSPORTATI ON NEEDS 
5. In the past 12 months, has lack of transportation kept you from medical appointments, meetings, work or from 
getting things needed for daily living? (Check all that apply) 

 Yes, it has kept me from medical appointments or getting medications 
 Yes, it has kept me from non-medical meetings, appointments, work, or getting things that I need 
 No 

UTILITY NEEDS 
6. In the past 12 months has the electric, gas, oil, or water company threatened to shut off services in your  home? 

 Yes 
 No 
 Already shut off 

INTERPERSONAL SAFETY 
7. How often does anyone, including family, physically hurt you? 

 Never (1) 
 Rarely (2) 
 Sometimes (3) 
 Fairly often (4) 
 Frequently (5) 
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Appendix D: Pharmacy Resource List 
Agency Information 
 Address: 

Phone Number: 
Website/Phone Resources: 
Services Provided: 

 Address: 
Phone Number: 
Website/Phone Resources: 
Services Provided: 

 Address: 
Phone Number: 
Website/Phone Resources: 
Services Provided: 

 Address: 
Phone Number: 
Website/Phone Resources: 
Services Provided: 

 Address: 
Phone Number: 
Website/Phone Resources: 
Services Provided: 

 Address: 
Phone Number: 
Website/Phone Resources: 
Services Provided: 

 Address: 
Phone Number: 
Website/Phone Resources: 
Services Provided: 

 

Appendix E: Follow-up sheet 
Social Determinants of health Tracking Sheet 
Patient Name Resource 

Identified & 
Contact Person 

Date Contacted Date Followed up 
(1-2 weeks) & 
with whom 

Status & Progress 
of Intervention 
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1. Social determinants of health are best described as:
	 A. Health-related aspects of a person’s life that influence
       their social life
	 B. The conditions in which people are born, grow, live,
       work, and age
	 C. Reasons why people are non-adherent to their medications
	 D. Not related to health

2. Which of the following is a strategy for implement-
ing social determinants of health screening in a 
community pharmacy?
 A. Have a screening form attached to patient bag as a  
       reminder for pharmacy staff to complete
 B. Assess social determinants of health as a part of a 
       comprehensive medication review
 C. Have a delivery driver complete the assessment for
             social determinants of health based on observations
 D. All of the above

3. Which of the following is a screening for social 
determinants of health?
 A. PRAPARE
 B. AAFP Social Needs Screening
 C. Accountable Health Communities Core 
       Health-Related Social Needs Screening Questions
 D. All of the above
 
4. Which of the following domains of social determi-
nants of health includes creating environments that 
promote health and safety?
 A. Health care quality and access
 B. Economic stability
 C. Neighborhood and built environment
 D. Social and community context

5. Which of the following strategies can be utilized 
to address social determinants of health in the 
pharmacy?
 A. Training a pharmacy technician as a community 
       health worker
 B. Creating a community resource list
 C. Implement a screening process in the pharmacy
 D. All of the above

6. Which social determinant of health screening was 
tested in an Accountable Health Communities Model?
 A. PRAPARE
 B. AAFP Social Needs Screening
 C. Accountable Health Communities Health-Related
      Social Needs Screening Questions
 D. None of the above

7. True or false: Social determinants of health have 
been proven to influence health outcomes.
 A. True
 B. False

8. True or false: Pharmacy technicians cannot be 
trained as community health workers, only pharma-
cists can serve in that role.
 A. True
 B. False

9. How can pharmacy technicians be utilized to assess 
and address social determinants of health?
 A. Become trained as a community health worker
 B. Complete an assessment of social determinants 
       of health
 C. Create a community referral sheet and help refer 
       patients to needed community resources
 D. All of the above

Social Determinants of Health Quiz:
CONTINUING

EDUCATION

Answer Sheet

Title: Pharmacy’s Role in Addressing Social
Determinants of Health

Name: ____________________________________ 

Email: ____________________________________ 

NABP eProfile ID #: _________________________________ 

Birthdate (MM/DD): ____________________________________ 

Please circle: Pharmacist or Technician

Completion Date: ____________________________________ 

PLEASE CIRCLE THE APPROPRIATE ANSWERS:

1. A B C D 2. A B C D 3. A B C D 4. A B C D 5. A B C D

6. A B C D 7. A B 8. A B 9. A B C D

INFORMATION PRESENTED IN THE ACTIVITY:

MET MY EDUCATIONAL NEEDS

FIGURES AND TABLES WERE USEFUL 

ACHIEVED THE STATED OBJECTIVES

POSTTEST WAS APPROPRIATE 

WAS WELL WRITTEN

COMMERCIAL BIAS WAS PRESENT 

IS RELEVANT TO MY PRACTICE

__ YES  __ NO

__ YES  __ NO

__ YES  __ NO

__ YES  __ NO

__ YES  __ NO

__ YES  __ NO

IF YES, PLEASE EXPLAIN ON A SEPARATE SHEET

UNMET OBJECTIVES: __________________________________________________________________________ 

__ YES  __ NO

The Kentucky Pharmacy Education & Research Foundation is accredited by The Accreditation Council for Pharmacy
Education as a provider of continuing Pharmacy education.

 

UNIVERSAL ACTIVITY #: 0143-0000-22-021-H04-P&T| CONTACT HOUR: 1 | EXPIRES: 04/01/2025

This activity is a FREE service to members of the Kentucky Pharmacists Association. 
The fee for non-members is $30. Mail completed forms to: KPERF, 96 C Michael

Davenport Blvd., Frankfort, KY 40601. Credit will be applied to your CPE Monitor Profile.
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The Opioid Epidemic: 
How Did We Get Here?
Primary Author: Dr. Payton Waltz, PharmD, Resident Pharmacist 
Co-Authors: Dr. Kim Elder, PharmD, BCPS, Associate Professor of Pharmacy Practice  
and Alexa Quinn, PharmD Candidate 2022 
 

TECHNICIAN LEARNING OBJECTIVE
 • Discuss the timeline of the opioid epidemic.
 • Identify medications used for substance use disorder.
 • Recall the symptoms of withdrawal.
 • State when and how to administer Narcan®.
 • Identify medications used to treat withdrawal symptoms.
PHARMACIST LEARNING OBJECTIVES
 • Discuss the timeline of the opioid epidemic.
 • Summarize actions taken against drug diversion.
 • Identify withdrawal symptoms and assess what stage of withdrawal a patient is in based on symptoms
 • List the signs of opioid overdose and steps taken to address overdose.
 • Determine appropriate treatment for a patient with opioid use disorder.
 • Recall contraindications, monitoring, adverse effects, and treatment goals for opioid use 
   disorder medications.

Where It All Began
In the 1860’s, during the Civil War, opioid medications were 
introduced to the United States.1 Morphine was commonly used 
to treat wounded soldiers at this time, and it was not recognized 
until years later that many of these soldiers developed dependen-
cies. When this notion was discovered, morphine was thought to 
be addictive. Not long after, in 1898, Bayer Co. produced heroin 
on a commercial scale to use for cough suppression.2 At this time, 
the belief was that heroin was less habit-forming than morphine.1 
Soon after, people with substance use disorders uncovered a new 
euphoria produced by injecting heroin.2 Heroin did not become 
illegal until 1924. In the 1970’s, President Gerald Ford request-
ed the Drug Enforcement Administration to focus more on the 
trafficking of heroin and less on cocaine and marijuana traffickers. 
However, Vicodin® (hydrocodone/acetaminophen) and Percocet® 
(oxycodone/acetaminophen) were also introduced to the United 
States in the 1970’s and proceeded to aid in creating the current 
opioid epidemic.
 
The New England Journal of Medicine posted a one paragraph 
letter in January 1980 written by Jane Porter and Hershel Jick 
stating addiction was rare with the use of opioid medications if 
prior addiction was not already present. This letter created a false 
sense of security related to opioid prescribing and served to fuel 
the opioid crisis simply because it was published in a prestigious 
medical journal.3 In 1986, Dr. Russell Portenoy, a pain manage-
ment specialist, wrote a paper concluding opioid treatment was 
safe and a better alternative to surgery. This was the turning point 

for many physicians as treating pain became a priority and opioid 
therapy appeared to be adequate treatment.4 Consequently, the 
number of prescriptions prescribed for opioids started increasing 
by two to three million prescriptions each year in the 1990’s, 
jumping eight million between 1995 and 1996.2  Purdue Phar-
ma, the manufacturer of Oxycontin® (oxycodone hydrochloride), 
issued a video aimed at consumers to be played in physician 
offices in 1998 claiming OxyContin® did not have serious side 
effects and should be used more frequently in chronic pain pa-
tients. Oxycontin® was intensely marketed to physicians through 
presentations given to prescribers with the highest rate of opioid 
prescribing, lucrative bonuses, and starting a coupon program for 
the drug.5 It was no surprise in 1999 when opioid prescriptions 
jumped by 11 million due to the impact of all of these factors.2 
Purdue Pharma was later charged with misbranding for softening 
the true effects of their drugs. In 2000, OxyContin® ads were 
taken out of medical journals.

When Purdue Pharma started advertising OxyContin®, there was 
a large focus on marketing to suburban and rural white commu-
nities.6 Physicians targeted patients who were not thought of to 
have an increased risk of addiction. According to an article by 
DeWeerdt, the hardest hit cities were in Ohio, West Virginia, 
Kentucky, and New Hampshire. These areas were highly populat-
ed by the unemployed and there was an influx of poverty. “Deaths 
of despair”, suicides related to opioid use and overdoses, were fre-
quently seen in people populating areas across the United States 
experiencing economic decline.

Opioid Crisis:

0143-0000-22-022-H01-P

0143-0000-22-022-H01-T

Expires: 04/04/2025

1.5 hours

Learn more about how this important 
piece of legislation will help protect 
your patients at:

https://safedr.ug/DRUGS-Act

The “Domain Reform for Unlawful Drug Sellers” 
or “DRUGS” Act would require domain name 
sellers to lock and suspend websites when 
regulators or law enforcement show evidence 
that they are selling drugs illegally. It’s endorsed 
by the APhA, NCPA, and NABP.

PSM
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New Zealand are allowed to advertise prescription drugs directly 
to consumers, are factors to consider when addressing why the 
United States has an opioid issue. 

Opioid Epidemic by Number

Stop and Reflect
What was heroin’s original use?
 • Pain
 • Euphoria
 • Cough Suppression
 • Cancer
 Which state was impacted the most by the 
marketing of Oxycontin®?
 • Wyoming
 • Ohio
 • Louisiana 
 • New Jersey
 What was the cause of the second wave of the 
opioid epidemic?
 • Heroin
 • Prescription opioids
 • Synthetic opioids (fentanyl)

Steps for Recovery
Medication assisted treatment (MAT) is the treatment of OUD 
with pharmacologic agents under provider supervision, behavioral 
therapy, and counseling to treat opioid use disorders. MAT pro-
grams are tailored to the individual patient to encourage the best 
outcome for every patient. Medications utilized include metha-
done, buprenorphine, and naltrexone. These treatments work to 
block cravings and euphoric effects of opioids. Each therapy is 
further discussed in the following section.16

Methadone
The rise of the opioid epidemic facilitated new drug development 
and brought about new indications for medications. The first 
medication to gain FDA approval for opioid use disorder (OUD) 
was methadone in 1972.17 Methadone is a potent mu-receptor 
opioid agonist and weak NMDA antagonist, with several formu-
lations, however only Dolophine® tablets and Methadose® oral 
concentrate, and their generics, are approved for OUD.18 Some 
providers may be hesitant to prescribe opioids to those with prior 
drug addiction, but studies have shown that methadone is an 
effective maintenance therapy intervention for the treatment of 
heroin dependence as it helps retain patients in treatment and 
decreases heroin use.19 Another study found that despite a high 
discontinuation rate, analysis of their intention to treat popula-
tion still produced a significant decrease in positive urine tests for 
both heroin (p<0.001) and cocaine (p<0.003) users from their 
baseline to 12 months in a methadone program.20 Methadone has 
shown time and time again to be efficacious overall, but the most 
important delineation providers must make is to determine which 
patients are best suited for this treatment approach.

What makes methadone a good fit for a patient’s path to recovery? 
First, methadone is very long acting, remaining active in the body 
for up to 56 hours. This helps eliminate the need for multiple 
daily dosing, which can be beneficial for patients who struggle 
with adherence to their treatment regimens.21 Methadone can 
also be used in special populations such as those who are preg-
nant, breastfeeding, and neonates, though it is not the preferred 
agent in most cases. The use of methadone maintenance therapy 
avoids the requirement for the brief withdrawal period before 
induction into other treatment regimens. The MOTHER trial 
found that pregnant women who were randomized to methadone 
were significantly more likely to stay in treatment.22,23 Follow-
ing delivery, methadone can be used not only for the continued 
treatment of the mother, it can also be used in treatment of the 
neonates born with neonatal abstinence syndrome (NAS). Infants 
are diagnosed with NAS when they are born to mothers with a 
substance abuse disorder that puts the newborn at high risk for 
withdrawal.24 One study found that infants (n=116) being treated 
for NAS with methadone on average experienced a 14% reduction 
in length of hospital stay (~2.9 days) and 16% reduction in length 
of treatment (~2.3 days) compared to those being treated with 
morphine.25 From this study, it is evident that though methadone 
is the oldest drug still approved for this indication, it maintains an 
active role in therapy today. 

However, methadone is not the best treatment option for ev-
eryone. It holds many black-box warnings including accidental 
exposure, coadministration with other central nervous system 

In 2000, the Joint Commission contributed to the opioid epi-
demic when the group printed a required continuing education 
book for physicians stating that all patients be assessed for pain 
as a fifth vital sign.2 If hospitals neglected meeting this standard, 
the Joint Commission planned to give them “requirements for 
improvement”. This book used studies to claim the incidence of 
addiction was slim when opioids were used for pain control and 
stated doctors’ opposing thoughts were “inaccurate and exaggerat-
ed”. The Joint Commission standard to assess pain in all patients 
was later revoked in 2009.

Acts Against Drug Diversion
In 2010, Purdue Pharma created an abuse deterrent form of Oxy-
Contin® to discourage the ability to snort or inject this medica-
tion.2 The new tablet was much harder than the original formu-
lation, making it more difficult to crush all the way into a thin 
powder.7 Similarly, the new formulation of OxyContin® clumped 
together when dissolved to make it challenging to inject and 
unappealing to snort. Since 2010, the Food and Drug Adminis-
tration (FDA) has approved several other medications including 
abuse deterrent mechanisms. Among these drugs are Hysingla ER® 
(hydrocodone bitartrate), Xtampza ER® (oxycodone hydrochlo-
ride), RoxyBond™ (oxycodone hydrochloride), and Zohydro ER™ 
(hydrocodone bitartrate).(8,9) Reformulating drugs helps against 
drug diversion throughout communities; however, the cost of 
these medications is significantly higher than non-abuse deterrent 
medications.10

Crisis Turned Epidemic
The first wave of the opioid crisis occurred in the 1990’s when 
there was an increase in prescribing of opioids.11 This led to an 
influx of prescription opioid overdose deaths. Phase one occurred 
because at the time it was difficult to track drugs from state to 
state, so patients could receive large quantities of opioids in differ-
ent states, and it was very difficult for pharmacists or physicians to 
notice.6 Prescription Drug Monitoring Programs (PDMPs) were 
initiated to help improve public safety and identify patients at 
risk for a drug use disorder.12 Before the opioid epidemic, illegal 
drug use and transportation had predominantly been completed 
by organized drug traffickers. However, that did not occur in this 
phase of the opioid epidemic. Instead, patients took to the black 
market to sell their excess medication. This increased the spread of 
the epidemic and supply of medications.6

The second wave began in 2010 when the United States was 
inundated with heroin overdose deaths.13 In 2011, the CDC made 
the executive decision to label the opioid crisis as an epidemic.7 
After Purdue Pharma reformulated OxyContin®, making it more 
abuse deterrent, people with substance use disorders took to using 

heroin instead. The price of heroin dropped greatly, making it 
cheap and easy to access. Heroin was now more attractive to peo-
ple with addiction than OxyContin® because it was easily injected. 
One study showed people were thirteen times more likely to use 
heroin if they had a history of using prescription opioids. The US 
National Center for Health Statistics showed a fivefold increase in 
fatal heroin overdoses between 2010 and 2016.6

The third and most recent wave of the opioid epidemic began in 
2013 and was due to overdose on synthetic opioids, specifical-
ly those including illicitly manufactured fentanyl.14 Including 
fentanyl in heroin allowed drug dealers to increase their profit 
margins and consequently led to a massive increase in overdoses 
due to the potent nature of fentanyl.6 Between 2013 and 2016, 
overdoses caused by fentanyl and fentanyl-like substances in-
creased by 88% per year. 

Considering what is known about the past and how opioids were 
brought to market and quickly abused, let’s look at some other 
factors that may play a role in today’s epidemic.6 Stephen Bernard, 
palliative care specialist, made a statement that physicians do not 
get a lot of quality training on pain management. Interestingly, 
one DeWeerdt article addresses the reason for the opioid epidemic 
in a new way. The article states that many physicians are private 
practice physicians, meaning they profit from increasing number 
of patients and patient satisfaction. This mindset leads us to be-
lieve the United States is inadvertently incentivizing the over-pre-
scription of pain medication. Another attractive idea is that pain 
medications are often covered, or partially covered, by insurance 
whereas pain-management treatments like physical therapy may 
not be typically covered by insurance. Canada is in the same 
metaphorical boat with private practice physicians and insurance 
coverage. They too are experiencing an opioid crisis. 

In contrast, physicians in Europe proceeded with caution after 
statements were released regarding the safety of opioids and lack 
of addiction properties.6 These physicians decided to wait and 
review more literature before increasing the prescribing habits 
of opioids. For example, one anesthesiologist in Belgium stated 
he has not used opioids for the treatment of chronic non-cancer 
pain in the last 20 years because there is not literature to support 
it. Due to these differences from the United States and Canada’s 
prescribing habits, Europe is not experiencing an opioid epidem-
ic. In fact, data from the United Nations states the United States 
writes five and a half times more opioid prescriptions than France 
and eight times more than physicians in Italy. This may have to do 
with patients in the United States expecting a prescription when 
they attend a doctor’s appointment for pain management. These 
thoughts, coupled with the fact that only the United States and 

Studies from 2019 to 2020 showed15:

70,630 people experienced a fatal drug 
overdose due to opioids

10.1 million people misused 
prescription opioids

1.6 million had an opioid use disorder

745,000 used heroin 
(50,000 for the first time)

1.6 million patients misused prescription 
pain relievers for the first time
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(CNS) depressants, neonatal opioid withdrawal syndrome, po-
tential for overdose poisoning, QT prolongation, requirement of 
an experienced physician (those who become registered with the 
DEA’s Narcotic Treatment Program), and substance abuse.26 There 
are also absolute contraindications for methadone including ileus 
and status asthmaticus and respiratory depression, which holds 
both a contraindication and black-box warning.17 Patients who 
aren’t excluded from treatment by their provider may also decline 
treatment for fear of side effects like sexual dysfunction, consti-
pation, or fear of social stigma from being treated at a methadone 
clinic. Clinics are excellent resources for patients to receive extra 
assistance as they make their transition to methadone treatment. 
However, this can also be a major barrier as patients can have 
difficulties finding clinics in their area and may have trouble 
attending all of the required daily appointments. Few states allow 
patients to self-medicate with methadone due to risk of overdose, 
and therefore require the daily clinic visits and care for treatment. 
These factors are what helped drive the next innovation in therapy 
for OUD. In 2006, nearly 35 years later, the FDA approved 
buprenorphine for medication assisted therapy in opioid use 
disorder.27

Buprenorphine
Buprenorphine is a mixed agonist-antagonist narcotic. It acts as 
a partial agonist at the mu-opioid receptor, an agonist at the del-
ta-opioid receptor, a partial agonist at the ORL-1 receptor, and an 
antagonist at the kappa-opioid receptor.28 Buprenorphine is avail-
able in single agent formulations which include an extended-re-
lease intramuscular (IM) injection, buccal film, transdermal patch, 
and sublingual tablet. All buprenorphine products are indicated 
for OUD except the buccal film Belbuca® and the transdermal 
patch which hold indications for pain management. 

Buprenorphine is also available in combination products with 
naloxone. Those formulations include a buccal film, Bunavail®, a 
sublingual tablet, and a product available as a sublingual film.28 
The addition of the short-acting opioid antagonist, naloxone, was 
developed on the theory that this would discourage misuse of 
the medication by intravenous (IV) injection. The negligible oral 
bioavailability of naloxone does not bring about the antagonistic 
effects when the medication is used as directed, but if the drugs 
are tampered with for intravenous use the naloxone will quickly 
precipitate opioid withdrawal.22,25 With the variety of buprenor-
phine products indicated for OUD, this drug can serve as the best 
option for many patients.

Unlike methadone, buprenorphine and buprenorphine/nalox-
one treatment does not cause side effects like sexual dysfunction, 
nor does it bring the stigma of clinic-based treatment. Patients 
can self-medicate from home for medically assisted withdrawal 

(see section on withdrawal), maintenance treatment, and special 
population use.29 One major benefit for this class as maintenance 
treatment, is that once buprenorphine/naloxone is initiated, the 
dose can be advanced rapidly since its partial agonism limits 
typical opioid side effects. Studies on buprenorphine/naloxone 
for long-term maintenance treatment of opioid use disorder show 
that higher doses are associated with better retention in treatment 
and higher likelihood of abstinence.

Much like methadone, the use of buprenorphine (single agent) for 
OUD in pregnancy and NAS in neonates is also well supported. 
Buprenorphine single agent products are approved for use in preg-
nancy, to avoid exposure of the developing fetus to naloxone.22 It 
has been shown that use of buprenorphine in pregnancy results in 
shorter hospital stays, a decreased use of morphine, and shorter 
NAS treatment. A treatment comparison of 131 neonates whose 
mothers were followed to the end of pregnancy (with 58 exposed 
to buprenorphine and 73 exposed to methadone) showed that the 
buprenorphine group required significantly less morphine (mean 
dose, 1.1 mg vs. 10.4 mg; P<0.0091), had a significantly short-
er hospital stay (10.0 days vs. 17.5 days, P<0.0091), and had a 
significantly shorter duration of treatment for neonatal abstinence 
syndrome (4.1 days vs. 9.9 days, P<0.003125).30

There are many supporting factors to a provider’s choice to use 
buprenorphine-based products in their patient’s path to recovery. 
The mechanism of action helps prevent over-dose and intoxica-
tion, it is available in tamper resistant formulations, patients can 
self-administer their medications from home, the data supports 
its effectiveness, and its use spans several special populations.22 
However, just like methadone, buprenorphine may not be the best 
fit for all patients. Buprenorphine holds several black-box warn-
ings including accidental exposure, coadministration with other 
CNS depressants, implant insertion, IM administration, neonatal 
opioid withdrawal syndrome, potential overdose or poisoning, 
and substance abuse. There are absolute contraindications for the 
medication including: GI obstruction, ileus, and status asthmat-
icus.  Respiratory depression and IV administration hold both a 
contraindication and black-box warning.28 Beyond those who are 
strictly ineligible for buprenorphine, patients who struggle with 
medication adherence may not be strong candidates for buprenor-
phine treatment, as it has a much shorter half-life than methadone 
and can frequently require greater than once daily dosing. The 
products have also been shown to be less effective in retention 
and suppression of illicit opioid use than methadone when used 
at lower doses or with flexible dosing regimens. Patients that are 
unable to tolerate medium to high doses or who struggle with 
fixed regimens may not be as successful in their path to recovery 
with this treatment option.29 Though there are patients that would 
be excellent candidates for buprenorphine treatment, there are 

those that are not, and in 2006 the FDA approval of naltrexone 
injections provided yet another option.31

Naltrexone
Vivitrol® (naltrexone) injections, are extended-release intramus-
cular injections FDA approved for OUD.32 It is a competitive 
antagonist at mu, kappa, and delta opioid receptors and provides 
treatment for 28 days per dose.33 The tablet form of naltrexone has 
been available long before the approval of its injectable coun-
terpart, but poor adherence grants limited effectiveness in the 
real-world setting, and tablets are rarely used as sole treatment for 
OUD.34 The injections, however, have been shown to be successful 
agents for medically assisted treatment of OUD for some patients. 
One study showed that 50.9% of patients were abstinent from 
opioids at each urine tests during the 1 year open-label phase. 
During the study there were no reported patient deaths or over-
doses.35 Another study found a unique use of Vivitrol® injections 
in helping prevent relapse for patients in jail-to-community 
reentry as they were able to avoid stigma of methadone clinics 
and frequent dosing of buprenorphine.36 A third study looked at 
the relapse rates of patients using buprenorphine vs naltrexone 
injections. Due to the induction hurdle the intention to treat 
data showed favor for buprenorphine treatment with 57% relapse 
compared to 65% relapse. However, the per-protocol population 
analysis showed no significant difference between the two treat-
ments.22,37 As this study points out, the greatest barrier to naltrex-
one treatment is the induction phase. 

Naltrexone has no black-box warnings, but one absolute contrain-
dication- acute opioid withdrawal.33 For that reason, patients must 
remain opioid free for 7-10 days, undergo an induction phase, re-
ceive a negative urine drug screen, and pass a naltrexone challenge 
prior to their first Vivitrol® injection to ensure they are not going 
through, nor will they have withdrawal exacerbated by the injec-
tion. The naltrexone challenge is one major place in therapy where 
the tablets are still used. Patients will be given 25mg of naltrexone 
orally to then be monitored for 1 hour to see if withdrawal precip-
itates or if an allergic reaction occurs. This is very important that 

all patients successfully pass the challenge before receiving their 
first injection. Acute withdrawal or anaphylaxis induced by the 
injection can be fatal for some patients.

Once providers can get past the challenging task of initiating 
patients on Vivitrol®, the injections are shown to be good options 
for patients without regular access to healthcare or who strug-
gle with medication adherence.33 Lastly, Vivitrol® does not have 
recommendation for use in pregnancy at this time. Though it is 
not explicitly a contraindication, it should be a last line agent due 
to limited data. For pregnant patients, other treatment options 
should be investigated.34,38 Aside from pregnancy and the single 
absolute contraindication (acute withdrawal), naltrexone injec-
tions allow more patients to receive treatments who may otherwise 
be ineligible. 

It is important for providers to weigh the pros and cons of each 
treatment option when deciding on the best recovery path for a 
patient. Whether it is methadone, buprenorphine, or naltrexone 
that helps a patient reach recovery it is a true testament to how 
far healthcare has come in helping treat OUD and continuing to 
combat the opioid epidemic.

Symptoms of Withdrawal
Stopping opioids abruptly (including with an opioid antagonist, 
such as naloxone or naltrexone) or drastically reducing the dose 
of opioids can cause opioid withdrawal.40 Opioid withdrawal 
may present with symptoms similar to influenza.41 Symptoms 

Safety Summary17,28,33,39

Medication Hepatic Adjustments
Methadone     Yes         No

Buprenorphine     Yes         No

Naloxone     No         No

Naltrexone     No         No

Early 8-24 hours after last use Up to 36 hours after last use

Lacrimation, rhinorrhea, 
sweating, yawning, 

restlessness, insomnia, dilated 
pupils, piloerection, myalgia, 
arthralgia, abdominal pain

Fully Developed 1-3 days after last use 72-96 hours after last use

Tachycardia, hypertension, 
tachypnea, fever, anorexia, 

extreme restlessness, diarrhea/
vomiting, dehydration, 

hyperglycemia, hypotension

Stage of Withdrawal42 Short-acting Opioids Long-acting Opioids Symptoms
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of opioids can cause opioid withdrawal.40 Opioid withdrawal 
may present with symptoms similar to influenza.41 Symp-
toms include dilated pupils, diarrhea, lacrimation, rhinorrhea, 
yawning, nausea, and vomiting. Piloerection or “gooseflesh” 
may also be present. Agitation and anxiety are also common 
symptoms of withdrawal.40 Opioid withdrawal, unlike with-
drawal from benzodiazepines, is not typically life-threatening. 
However, it can be uncomfortable for the patient and lead to 
psychological distress. Withdrawal from short-acting opioids 
(examples: heroin, oxycodone) typically starts 12 hours after 
the last dose and lasts 3-5 days. Withdrawal from long-acting 
opioids (example: methadone) begins 36-72 hours after the last 
dose and can last as long as 10 days. 

Withdrawal Tools
The Clinical Opioid Withdrawal Scale (COWS) is a validated 
tool to quantify symptoms of withdrawal. The 
patient is assessed by a clinician on 11 mea-
sures, including pulse, sweating, restless-
ness, pupil size, bone/joint aches, runny 
nose/tearing, gastrointestinal upset, 
tremor, yawning, anxiety/irritability, 
and gooseflesh skin. It has a total 
possible score of 48, with scores of 
5-12 indicating mild withdrawal, 
13-24 indicating moderate with-
drawal, 25-36 indicating moderately 
severe withdrawal, and >36 indicating 
severe withdrawal.43  The Objective 
Opioid Withdrawal Scale (OOWS) is an 
objective scale, using clinical observation of 13 
signs of withdrawal. The Subjective Opioid Withdraw-
al Scale (SOWS) is a 16-item tool that is administered by the 
patient with a total possible score of 64. Scores of 1-10 indicate 
mild withdrawal, 11-20 indicate moderate withdrawal, and 21-
30 indicate severe withdrawal.44

Handling Withdrawal Symptoms
There are many medications used both on and off label for treating acute 
opioid withdrawal symptoms. Clonidine is an alpha-2 adrenergic agonist 
that is particularly effective at decreasing signs and symptoms of excessive 
autonomic activity (e.g., anxiety, tachycardia, chills, piloerection, hyper-
tension) and as a result is used to help manage acute opioid withdrawal.45 
Advantages of clonidine include that it is not a controlled substance, has 
little risk of diversion, and can reduce the delay between stopping opioids 
and starting naltrexone. A clonidine-only taper may be particularly 
appropriate for highly motivated patients with relatively low-dependence 
severity, a capacity to tolerate withdrawal discomfort, and a supportive 

environment.46 The biggest risks with clonidine are hypotension and se-
dation, so patients should be monitored if they are going to use clonidine 
in the management of their withdrawal symptoms. 
The side effect profile of clonidine is what drove the drug 
development of lofexidine, approved by the FDA in 2018 
for treatment in opioid withdrawal.46 Lofexidine is also an 
alpha-2 adrenergic agonist, and it is a structural analogue to 
clonidine and has a milder side effect profile. In one study 264 
patients with DSM-4 diagnoses of opioid dependence were 
randomly assigned to receive either lofexidine 2.88 mg (in four 
divided doses) or placebo for 5 days. Primary endpoints were 
withdrawal symptom severity, as measured by SOWS on the 
third day, and the time to dropout. Compared with patients 
randomly assigned to placebo, those assigned to lofexidine 
had significantly greater reductions in withdrawal symptom 
severity (6.32 vs 8.67, p=0.02) and greater treatment reten-

tion (assessed as early termination, 44.0% vs 65.5%, 
p=0.0034).  This makes lofexidine one of the 

newest treatment options for opioid withdrawal 
symptom management.

Other medications that can help patients 
manage withdrawal symptoms during 
medically supervised withdrawal are the 
aforementioned buprenorphine prod-
ucts.46 Large clinical trials show that when 

the dose is escalated over the first couple of 
days (8 to 12mg daily) and then decreased 

by 2 to 4mg daily until discontinuation, that 
buprenorphine/naloxone is more effective than 

non-opioid, clonidine-based treatment for medically 
supervised withdrawal, based on both withdrawal discom-

fort, and successful completion. Buprenorphine single agent 
products may be preferable for medically supervised withdraw-
al in patients at high risk for naloxone exposure exacerbating 
their withdrawal symptoms. It is important to note those who 
use buprenorphine for medically supervised withdrawal are at 
higher risk of overdose immediately following release, so it is 
imperative these patients transition into maintenance therapy.22 
One study states, that at any dose of buprenorphine/naloxone 
containing greater than 2mg buprenorphine effectively retains 
people in their maintenance treatment for heroin dependence, 
and at doses 16mg or greater effectively suppresses illicit opioid 
use compared to placebo.29 This shows yet another place bu-
prenorphine can fit into therapy.

Lastly, several ancillary medications used to treat symptoms 
based on their standard indications are listed as follows46:

dilated pupils
diarrhea

lacrimation

rhinorrhea

yawning
nausea

vomiting

agitation

anxiety

Nausea/ Vomiting Ondansetron, promethazine

Antispasmodics
Baclofen, tizanidine, 

cyclobenzaprine, 
methocarbamol

Insomnia Trazodone

Musculoskeletal pain

Aspirin, ketorolac, ibuprofen
*may consider proton pump 

inhibitors, H2 receptor 
agonists for gastrointestinal 

irritation

Clonazepam, oxazepam
*Lorazepam if parenteral 

use is needed
**Avoid short-acting benzo-

diazepines such as alprazolam 
and diazepam due to greater 
risk for abuse and diversion.

Nausea/ Vomiting Ondansetron, promethazine

*Table adapted from Sigmon et al

Anxiety/restlessness

Opioid Overdose
Opioid overdose occurs quite frequently across the United States. Healthcare 
professionals must be prepared to assess and assist a patient that is overdos-
ing. Three main symptoms are used to identify an opioid overdose: pinpoint 
pupils, unconsciousness, and difficulty breathing.47 Risk factors for opioid 
overdose include injecting opioids, having an 
opioid use disorder, restarting opioids after a 
period of little to no use (detoxification), using 
prescription opioids without medical supervi-
sion, taking opioids with substances that also 
can cause respiratory dysfunction (alcohol, 
benzodiazepines), or concurrent disease states 
such as HIV, mental health disorders, liver 
diseases, or lung diseases. Males, people of older 
age, and those with low socio-economic status 
are at higher risk to overdose on opioids than 
other individuals.

Unfortunately, the people who are most likely 
to witness an overdose are those who are also at 
high risk of opioid overdose.47 Family members 
of individuals with opioid use disorder are 
common witnesses to overdose, as well as healthcare workers who know how 
to identify a patient that has overdosed. These subsets of people represent 

individuals to target for training about the signs and symptoms of overdose in 
addition to how to treat one.

Steps to approaching an overdose48:
 • First check for a pulse. 
 • Once a pulse is found call 911. If there is someone
   around that can dial 911 while the respondent is 
   proceeding to the next steps, that is the ideal situation. 
 • After 911 has been called, begin rescue breathing. 
 • Make sure the person’s airway is clear. 
 • Grab the chin, tilt the head backwards and pinch the nose. 
 • In an ideal situation, a mouth cover should be used 
   to remain sanitary, however if a mouth cover is not   
     available, the respondent can still cover the mouth with
   theirs, forming a seal and deliver two slow breaths. This
   should cause the chest to rise. 
 • Continue to give one breath every five seconds thereafter. 
 • Now it is time to administer Narcan®. 
 • Place the thumb under the plunger and one finger on
    each side of the nozzle. 
 • Take the tip of the Narcan® bottle and place it up the
          patient’s nostril, making sure the fingers are touching
    the bottom of the patient’s nose. 
 • Next, use the thumb to push the plunger until it will not
   go any further. This has administered the full dose into 
   one nostril. 
 • As Narcan® starts to work, be aware that the patient
     may become combative due to the loss of euphoria
   If this happens, stay back until emergency personnel
   arrive to handle the situation. 
 • If the patient does not respond to the first dose of 
   Narcan®, a second dose can be given in the opposite

nostril following the first dose by two to 
three minutes.

Culmination
In conclusion, the opioid epidemic is a 
longstanding problem that started as early as 
the 1860’s.1 The opioid epidemic has gotten 
increasingly worse, and the focus of current 
efforts should be: encouraging the use of med-
ications for opioid use disorder and motivating 
people at high risk of witnessing an opioid 
overdose to become educated about overdoses 
and naloxone treatment and administration. 
Pharmacists and pharmacy technicians need 
to be diligent about checking the Prescription 
Drug Monitoring Programs and notifying 
physicians if suspicious behavior is occurring. 

Additionally, they should serve as advocates for patients with substance use 
disorder and their families. After over 150 years of opioid use, it is time 
to bring this epidemic to a close.

Stop and Reflect

Use the following case for questions 1 and 2:
Patient GS is a 25-year-old white male presenting to clinic with 
acute opioid withdrawal. His symptoms include shaking, nausea, 
and headaches. He is seeking immediate relief from this nausea 
and would like to begin a path to recovery for a self-reported 
heroin addiction with last reported use, 4 days ago.

Which of the following would be the best option 
to relieve the symptom that is most concerning
to the patient?
 • Trazadone
 • Ondansetron
 • Aspirin
 • Baclofen

 Which of the following OUD treatments could the 
patient initiate tomorrow?
 • Vivitrol
 • Buprenorphine
 • Both A & B
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Review Questions
1. What critical event introduced the United States to 
opioids,playing a role in the beginning of the epidemic?
	 A. Direct to consumer advertising of OxyContin
	 B. Pain control during the Civil War
	 C. Joint Commission requiring pain assessment
	 D. The New England Journal of Medicine letter

2. How was OxyContin formulated to deter drug 
 diversion and misuse?
	 A. Harder tablet to deter crushing
	 B. Addition of another active ingredient 
      to prevent euphoria
	 C. Switched drug route of administration
	 D. Changing composition so drug isn’t active
                      until it hits the gastrointestinal tract

Use the following case for questions #3 & #4:
A 55-year-old female patient presents to clinic with inter-
est in medication assisted treatment for her opioid addic-
tion that has developed because of a knee replacement. 
She is highly motivated but lives in a rural area far from 
most treatment facilities, only making it into town “about 
once a month”. Most of her days she spends working on the 
farm and reports “being out from dusk ‘til dawn” with little 
time to remember her medications. Her medical records 
from her knee replacement show she has excellent insur-
ance coverage through her husband’s employment. 

3. Based on the patient’s social factors what would be the 
best treatment option?
 A. Methadone
 B. Buprenorphine/naloxone
 C. Vivitrol
 D. Percocet

4. If this patient was started on buprenorphine/naloxone 
and was an urban resident that had been referred to clinic 
for frequent relapse and poor self-adherence with her 
current outpatient regimen, which of the following would 
be the best treatment option?
 A. Methadone
 B. Buprenorphine
 C. Vivitrol
 D. Percocet

 5. A patient presents to the clinic 13 weeks pregnant 
and has an addiction to prescription opioids. The 
primary care physician asks your recommendation 
on which medication assisted treatment will be best 
suited for this patient. 
 A. Buprenorphine/naloxone
 B.  Buprenorphine
 C.  Methadone
 D.  Vivitrol

6. A patient presents to the emergency department with 
a heart rate of 108, BP of 166/92mmHg, complaining of 
chills, flushed skin, dry mouth, shortness of breath, and 
abdominal cramps, including diarrhea and vomiting. Upon 
further assessment you notice the patient can’t sit still 
and appears to be irritated. The chart states the patient’s 
past medical history is significant for opioid use disorder, 
hypertension, and depression. The patient is currently 
taking lisinopril 5mg daily and citalopram 10mg daily. 
What symptom is the patient presenting with that is 
most likely due to opioid withdrawal?
 A.  Shortness of breath
 B.  Flushed skin
 C.  Dry mouth
 D.  GI distress

7. A patient is experiencing yawning, sweating, restless-
ness, and dilated pupils the morning after an all-night 
party that included opioid consumption.  She states she 
only took pills orally.  Which medication was MOST likely 
used by that patient?
 A.  Hydrocodone Extended Release
 B.  Methadone
 C.  Oxycodone Immediate Release
 D.  Temazepam

8. A patient presents to his primary care provider expe-
riencing myalgias, rhinorrhea, and insomnia.  The patient 
last took a dose of oxycodone 14 days ago.  The physician 
is asking whether these symptoms are likely related to 
opioid withdrawal.  How would you respond?
 A.  These are symptoms of opioid withdrawal that
        need treatment immediately
 B.  These are symptoms of opioid withdrawal but are
         an unlikely etiology at this time
 C.  These are not withdrawal symptoms of 
         long-acting opioids such as oxycodone
 D.  These are not symptoms of opioid withdrawal,
         consider another diagnosis
 
9. Which of the following is a sign of drug overdose?
 A.  Difficulty breathing
 B.  Dilated pupils
 C.  Able to have a conversation
 D.  Warm skin

10. Which of the following is a step taken to 
address an overdose?
 A. Wait on emergency personnel to administer Narcan®
 B.  Administer half the Narcan® in each nostril
 C.  Give a second dose of Narcan® after 2-3 minutes
       if patient does not respond to first dose
 D.  Give full CPR instead of rescue breaths

11. RG, a 50-year-old male patient presents to the primary 
care clinic to discuss his goal to quit using heroin. After 
further questioning, RG states he last used heroin 6 days 
ago and has been sober since. He has been experiencing 
some nausea and diarrhea since his last use. He is here 
to start a medication to help him stay on track with his 
sobriety. Which medication is NOT an option for RG?
 A.  Vivitrol
 B.  Methadone
 C.  Buprenorphine/naloxone 
 D.  Buprenorphine
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Pharmacy Organizations Update Oath of a Pharmacist
From the American Pharmacists Association (APhA), www.pharmacists.com/APhA-Press-Releases

 

 

 

 

The American Association of Colleges of Pharmacy (AACP) 
Board of Directors and the American Pharmacists Association 
(APhA) Board of Trustees have approved updates to the profes-
sion’s Oath of a Pharmacist to incorporate contemporary lan-
guage and address diversity, equity, inclusion, and antiracism. 
The updates were recommended by a joint AACP and APhA 
Oath Revision Steering Committee and approved by the boards 
of AACP and APhA at their respective November 2021 meetings.

 “The joint committee led a critical charge of boldly expand-
ing our professional oath to include the necessary elements 
of equity, inclusion, and diversity. The revised oath charges 
all pharmacists to take an active responsibility in promoting 
health equity and commit to being change agents in the sys-
tem of pharmacy practice and beyond,” said Lakesha M. Butler, 
PharmD, CDFT, director of diversity, equity and inclusion at 
Southern Illinois University Edwardsville School of Pharmacy.

 The Oath of a Pharmacist was first developed in 1983 by the 

AACP Board of Directors and revised in 1994 and 2007 by the 
joint APhA Academy of Student Pharmacists (APhA–ASP) and 
AACP Council of Deans Task Force on Professionalism. The 2021 
Oath Revision Steering Committee conducted several joint 
sessions from June to October to review and discuss the oath. 
In addition, the committee developed and conducted a survey 
and town hall meetings for faculty members, student pharma-
cists, and pharmacists to address concerns.

 “The Oath of a Pharmacist is its intent to be both a fluid and 
long-lasting representation of pharmacists and student phar-
macists’ dedication toward our profession and patients. Our 
collective efforts in recognizing and leading these efforts is a 
proud moment for the entire profession” said Juan Rodriguez, 
APhA–ASP National President and student pharmacist at The 
University of Tennessee Health Science Center College of Pharmacy.

The newly revised Oath of a Pharmacist should be utilized for all 
Spring 2022 pharmacy commencement ceremonies.

I promise to devote myself to a lifetime of service to others through the profession of I promise to devote myself to a lifetime of service to others through the profession of 
pharmacy. In fulfilling this vow:pharmacy. In fulfilling this vow:

I willI will consider the welfare of humanity and relief of suffering my primary concerns.

I willI will promote inclusion, embrace diversity, and 
advocate for justice to advance health equity.

I willI will apply my knowledge, experience, and skills to the best of my ability to 
assure optimal outcomes for all patients.

I willI will respect and protect all personal an
health information entrusted to me.

I willI will accept the responsibility to improve my professional knowledge, 
expertise, and self-awareness.

I willI will hold myself and my colleagues to the highest principles of our 
profession’s moral, ethical and legal conduct.

I willI will embrace and advocate changes that improve patient care.

I willI will utilize my knowledge, skills, experiences, and values to prepare the next genera-
tion of pharmacists.

I take these vows voluntarily with the full realization of the responsibility with I take these vows voluntarily with the full realization of the responsibility with 
which I am entrusted by the public.which I am entrusted by the public.

The Oath of a PharmacistThe Oath of a Pharmacist
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Thursday, June 2
10:00 am-noon                Registration Open
7:00-8:30 AM               Reference Committee
8:00-9:00 AM                  Breakfast: Sponsored by Norvo Nordisk
9:00 AM                          General Session with Keynote Speaker, Candace Olusola (1.0 CE)
10:00-11:00 AM              Continuing Education Session (1.0 CE) 
                                       Topic: Pharmacological Pain Management in Canines with Natasha Thompson
10:00-11:00 AM              Continuing Education Session (1.0)
                                       Topic: Pharmacists Role in Cannabis Use with Amber Cann
11:10 AM-12:20 PM        Continuing Education Session (1.5 CE)
                                        Topic: Diabetes Update with Brooke Hudspeth
11:10 AM-12:20 PM        Continuing Education Session (1.0 CE)
                                       Topic: Covid Update
12:00–1:30 PM                Exhibit Hall Open 
12:30–1:15 PM                Lunch & Learn Sponsored by Abbott
                                        Learn about Abbott’s point-of-care testing solutions 
1:30–2:45 PM                  Closing House of Delegates: Installation of new board members 
2:45–3:00 PM                  Networking Break with Refreshments (student celebration) 
3:00–4:00 PM                  NASPA/NMA Student OTC Competition (1.0 CE) 
5:00–6:00 PM                  President’s Cocktail Reception Sponsored byMcKesson
6:00–8:00 PM                  Ray Wirth Banquet (additional registration required)
8:00–10:00 PM                2022 Pharmacy Celebration – Join us in the hotel restaurant for live music and fellowship
8:00 AM                        

   Breakfast
   Continuing Education Session (1.0 CE) 
   Topic: Integrating Community Health Workers in Pharmacy Practice with Marilyn Belt
10:00–11:30 AM             KPhA Board of Directors Meeting 
10:10-11:10 AM             Continuing Education Session (1.0 CE)
                                       Topic: PreP Protocol with Sarah Jeter & Katy Garrett
11:10 AM–12:10 PM       Continuing Education Session (1.0 CE) 
                                      Topic: HB48 Implementation with Trish Freeman
12:15-12:30 PM            Closing Session & Giveaways

Saturday, June 4 
7:00 AM

7:00-8:30 AM 
8:00-9:00 AM                 

9:00 AM                        
10:00-11:00 AM             

10:00-11:00 AM             

11:10 AM-12:20 PM

11:10 AM-12:20 PM

12:00–1:30 PM
12:30–1:15 PM 

1:30–2:45 PM
2:45–3:00 PM 
3:00–4:00 PM
5:00–6:00 PM 
6:00–8:00 PM

8:00–10:00 PM

Sunday, June 5
8:00 AM

9:00–10:00 AM 

10:00–11:30 AM
10:10-11:10 AM

11:10 AM–12:10 PM 

12:15-12:30 PM

Preliminary agenda as of 4-22-2022; subject to change

Thursday, June 2
10:00 am-noon                KPERF Golf Scramble (optional, extra fee required, limited slots available)
                                        Lakeside Golf Course
7:00-9:00 PM                   Meet-and-Greet at Tony’s Restaurant  
              (named one of the best steak houses in the nation) Hosted by Novo Nordisk

Friday, June 3
7:30 AM                           Registration Opens
 8:00 AM  Breakfast: Sponsored by Walgreens
9 :00 AM  Welcome from KPhA Board President Cathy Hannah
9:40 AM                           Keynote Speaker, Candace Olusola
10:00 AM                         Break. Breathe. Stretch. Hydrate. 
10:10-11:15 AM               Continuing Education Session (1.0 CE)  
                                        Topic: Law Review with Ralph, Bouvette, APSC
10:15–12:15 PM               Continuing Education Session (2.0 CE)
                                        Topic: Immunization Update with Clark Kebodeaux
11:20 AM               Break. Breathe. Stretch. Hydrate.
11:30 AM: 12:               Continuing Education Session 
                                        Topic: Diversity & Inclusion (D & I) Panel with the D & I Taskforce
   Lunch: Sponsored by OD2A
                                        Professional Update on MOUD from Dr. Martika Martin
   Opening House of Delegates 
   Continuing Education Session (1.0 CE) 
                                        Topic: Depression and Anxiety Update with Melinda Joyce
3:00 PM                           Exhibit Hall Opens
4:00–6:00 PM                   Welcome Reception at the Exhibit Hall (cocktails and appetizers) Sponsored by ABBVIE 
7:00–9:30 PM                   Friday Night Out at Downtown’s LexLive  
   (Additional Registration Required) Sponsored by Cardinal

Thursday, June 2
10:00 am-noon   

7:00-9:00 PM                  

Friday, June 3
7:30 AM                         
8:00 AM
9:00 AM
9:40 AM                          

10:00 AM                     
10:10-11:15 AM              

                                       
10:15–12:15 PM              

                                       
11:20 AM             

11:30 AM: 12:30              
                                       

12:30 AM–1:30 PM         
                                       

1:30 PM-3:30 PM
3:00 PM-4:00 PM             

                                       
3:00 PM                          

4:00–6:00 PM                   
7:00–9:30 PM                  

–

https://www.kphanet.org/annualmeeting
https://www.kphanet.org/annualmeeting
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Author:  Joseph L. Fink III, BSPharm., JD, DSc (Hon), FAPhA, 
Professor of Pharmacy Law and Policy and Kentucky Pharmacists 

Association Professor of Leadership, Department of Pharmacy 
Practice and Science, UK College of Pharmacy

Question:  During the 2020 federal election cycle we were bombarded with 
television advertisements for the candidates with a substantial portion of the 

messages from both sides focusing on coverage of preexisting conditions in 
health insurance programs, especially under the federal Patient Protection 
and Affordable Care Act. Can you provide a brief overview of that issue?

Response:  Succinctly stated, a pre-existing condition is a personal health 
issue that arose before the starting date of coverage under a health insur-

ance policy. Traditionally, the activities of insurance underwriters have been 
regulated at the state level. In the absence of state action, many insurance 

firms denied coverage for conditions existing before the insured individual’s 
coverage with the firm was activated. Moreover, the classification of some-

thing as a pre-existing condition would vary from plan to plan. Finally, some 
firms would cover pre-existing conditions but charge a higher premium for 

including such coverage. 

President Obama made reversal of this policy a high priority and 
worked with Congress to get the Patient Protection and Afford-

able Care Act, known colloquially as the ACA, enacted. The “meat 
on the bones” of this public policy can be found in federal regula-

tions as follows:

Prohibition of preexisting condition exclusions.1

(a) In general. A group health plan, or a health insurance issuer offering 
group or individual health insurance coverage, may not impose any preexist-

ing condition exclusion (as defined in §144.103 of this subchapter).

(b) Examples. The rules of paragraph (a) of this section are illustrated by the 
following examples (for additional examples illustrating the definition of a 

preexisting condition exclusion, see §146.111(a)(2) of this subchapter):

Example 1.
(i) Facts. A group health plan provides benefits solely through an insurance 

policy offered by Issuer P. At the expiration of the policy, the plan switches 
coverage to a policy offered by Issuer N. N’s policy excludes benefits for oral 

surgery required as a result of a traumatic injury if the injury occurred before 
the effective date of coverage under the policy.

(ii) Conclusion. In this Example 1, the exclusion of benefits for oral surgery 
required as a result of a traumatic injury if the injury occurred before the ef-

fective date of coverage is a preexisting condition exclusion because it operates 
to exclude benefits for a condition based on the fact that the condition was 

present before the effective date of coverage under the policy. Therefore, such 
an exclusion is prohibited.

Example 2.
(i) Facts. Individual C applies for individual health insurance coverage with 

Issuer M. M denies C’s application for coverage because a pre-enrollment 
physical revealed that C has Type 2 diabetes.

(ii) Conclusion. See Example 2 in § 146.111(a)(2) of this subchapter for 
a conclusion that M’s denial of C’s application for coverage is a preexisting 

condition exclusion because a denial of an application for coverage based on 
the fact that a condition was present before the date of denial is an exclusion 

of benefits based on a preexisting condition.

These federal rules had an effective date of January 1, 2017.2

The Commonwealth also has a prohibition in this area, appearing 
in statutes: 

Pre-existing condition exclusion in individual market — Prohibition
against use of genetic information— Administrative regulations.

(1) A health insurer offering individual health benefit plan coverage in the 
individual market in the Commonwealth shall not impose any pre-existing 

conditions exclusions as to any eligible individual.

(2) Each health insurer offering individual health benefit plan coverage in the
individual market in the Commonwealth that chooses to impose a pre-ex-

isting conditions exclusion on individuals who do not meet the definition of 
eligible individual shall comply with the provisions of KRS 304.17A-220, 

which establishes standards and requirements for pre-existing conditions 
exclusions for group health plans, including crediting previous coverage, and 

certification of coverage.

Pregnancy may be considered to be a pre-existing condition.
(3) Genetic information shall not be treated as a pre-existing condition in the 

absence of a diagnosis of the condition related to the information.3

Note that this Kentucky expectation, with an effective date of July 15, 2010, 
pre-dated enactment of the ACA. It is interesting that Kentucky was ahead of the 

nation at large with this enhancement of insurance coverage. 

References:

1] 45 C.F.R. §147.108.
2] 45 C.F.R. §147.108(d).
3] K.R.S. 304.17A-230

Disclaimer: The information in this column is intended for educational 
use and to stimulate professional discussion among colleagues. It should not 

be construed as legal advice. There is no way such a brief discussion of an 
issue or topic for educational or discussion purposes can adequately and fully 

address the multifaceted and often complex issues that arise in the course 
of professional practice. It is always the best advice for a pharmacist to seek 

counsel from an attorney who can become thoroughly familiar with the 
intricacies of a specific situation, and render advice in accordance with the 

full information.

Submit Questions: jfink@uky.edu

Pharmacy
Law Brief

Author:  Chloe M. Lindsey is a PharmD Candidate Class of 2023 
enrolled in the University of Kentucky College of Pharmacy. From 
Leitchfield, KY, she began undergraduate studies at Western 
Kentucky University through the Gatton Academy of Mathemat-
ics and Science in Kentucky. Upon graduating from the Gatton 
Academy, she continued her pre-professional education at the 
University of Kentucky. 

Issue:  What is the story behind 
Emily’s Law in Ohio? 

Emily Jerry was a two-year-old girl battling cancer. 
Her diagnosis included a yolk sac tumor in her abdo-
men.1 Beyond this she was a loved daughter and little 
sister, whose life was taken too soon. On her second 
birthday, Emily’s fight with cancer was ending as she 
started her last round of chemo.1 Two days later, on 
February 26, 2006 a fatal medication error occurred. 
Emily was administered an IV medication incorrectly 
compounded using 23.4% saline.1 A more detailed 
story of Emily’s life written by her father, Christopher 
Jerry, can be found on the Emily Jerry Foundation 
website at https://emilyjerryfoundation.org/. 

How did this incorrect medication 
reach young Emily? 

The pharmacy staff member who compounded the 
fatal solution was a pharmacy technician. Institutional 
administrators were able to tell that something was incorrect with what was 
compounded but were unsure what the error was.1 Further, when questioned 
by the Ohio Board of Pharmacy she claimed she was not aware that admin-
istration of this dose of sodium chloride would result in the death of Emily.1 
This technician was under the supervision of former pharmacist Eric Cropp.2 

As we know, before any medication is dispensed a pharmacist must perform 
a final check. During this, the compounded medication is to be checked to 
ensure the correct medication was compounded and that the medication 
ordered would be safe for the patient.

Unfortunately, this was not what occurred in this case, as the erroneously 
prepared product left the pharmacy undetected. As a consequence of this fatal 
error, Cropp lost his job as a pharmacist. In addition, he was charged with in-
voluntary manslaughter and served six months of prison time, four hundred 

hours of community service, and spent time under house arrest.2 As for the 
technician, she also lost her job at the hospital. 

What is “Emily’s Law” ? 

At the time of Emily’s death in 2006, the laws surrounding pharmacy tech-
nicians and compounding were not very strict. According to an article pub-
lished in Pharmacy Times, Mr. Jerry was surprised that pharmacy technicians 

in Ohio, unregulated by the Ohio Board of Pharmacy, 
were responsible for important tasks such as preparing 
IV medications, yet only needed a GED to become a 
technician.3 Personally, having been registered with the 
Kentucky Board of Pharmacy as both a pharmacy tech-
nician, and now a pharmacist intern, the thought of 
such a large and important part of pharmacy personnel 
not being regulated and registered is unsettling. 

In order to address this, Jerry and other advocates for 
patient safety started to advocate for changing the 
way pharmacy technicians were regulated, sparking 
Emily’s Law. 

Emily’s Law is a phrase that refers to Ohio Senate Bill 
203, which was signed into law in 2009.3 This bill 
created a requirement that a pharmacy technician must 
meet a certain set of standards to be recognized as a 
qualified pharmacy technician.4 The criteria for being 
a qualified pharmacy technician includes: being at least 
eighteen years of age, having a high school diploma or 

equivalent, passing a competency exam approved by the Ohio Board of Phar-
macy and having a background check confirming the absence of a felony.4 At 
the time this was signed into law, if an already employed technician was with-
out a high school diploma or equivalent certification they were considered 
exempt from this portion of the criteria. Further, it made anyone other than 
a pharmacist, pharmacist intern, or qualified pharmacy technician guilty of 
a second-degree misdemeanor if performing unauthorized pharmacy-related 
activities and gave the Ohio Board of Pharmacy the ability to charge fines for 
those violating this law.4  Now, the Ohio Board of Pharmacy also requires an 
active registration with the board before a technician can perform duties of a 
pharmacy technician.5
 

Pharmacy Policy Issues:
Emily’s Law in Ohio

Emily’s Law is a 
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Ohio Senate Bill 203, 
which was signed into 
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cy technician must 
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ognized as a qualified 
pharmacy technician.4
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How does this compare to the laws surrounding pharmacy
technicians in Kentucky? 

In Kentucky, in order to practice as a pharmacy technician, one must register 
with the Kentucky Board of Pharmacy, in accordance with KRS 315.136 
unless they qualify for an exemption. KRS 315.136 states the requirements to 
become a registered pharmacy technician are as follows, “Every applicant for 
registration as a pharmacy technician shall be sixteen (16) years of age and of 
good mental health and moral character and shall file with the board an appli-
cation in such form and containing such data as the board may reasonably 

require.” 6 In addition to meeting this standard, one must pay twenty-five 
dollars to apply and will receive a certificate of registration and a pocket 
registration card from the Board upon registration. Unlike in Ohio, pharmacy 
technicians in Kentucky are not required by law to have passed a competency 
exam in order to perform pharmacy duties. However, some employers now 
require their pharmacy technicians to pass a certification exam. Similar to the 
evolving views on pharmacy residency, as more Kentucky technicians become 
certified it might become more relevant for technicians to acquire this certifi-
cation, even though it is not legally required. 
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By: R. Antonio Millner, Doctor of Pharmacy Candidate, Class of 2023 

Student Pharmacists at Sullivan University had an impactful start to 
the Winter Quarter beginning with the local rounds of the APhA-ASP 
Patient Counseling Competition (PCC). We had sev-
eral students compete in the local rounds this year, 
showcasing their patient counseling ability in efforts 
to compete nationally. Alexa Quinn placed top in the 
local rounds and will be competing in the national 
tournament held in San Antonio, Texas on March 18th. 
SCOPHS is very proud of Alexa, and we wish her the best.  

On February 16th, students and faculty marched to the 
state capital of Frankfort, Kentucky in support of HB 
457. HB 457 seeks to limit pharmacy benefit managers 
(PBM) who are allowed to negotiate costs between 
pharmacies and health plans, validate patient eligibility 
and administer plan benefits. This bill will give patients more control 
over their healthcare, reduce waste in the health care system and ensure 
that residents of Kentucky have the freedom to fill their prescriptions 
at a pharmacy of their choosing. Students paired with faculty and 
pharmacists grouped together held meetings with legislators and state 
representatives to gain support on the bill. HB 457 passed the House 
Floor 88-3 and is now in the Senate. 

Among those who attended the Pharmacist Day at the Capital were 
Representative Dr. Steve Sheldon, Dr. Misty Stutz, Dean of SUCOPHS, Dr. 

Ben Mudd, Executive Director of KPhA & Dr. Hanna Cathy, 
President of KPhA.  

“I am very proud of our students as they show interest 
in advocacy in support of HB 457,” said Dr. Misty Stutz, 
Dean of SOCOPHS. “This past year has been challeng-
ing for students post pandemic, but to have student 
participation and involvement, despite the challenges, is 
reassuring to the future of pharmacy and to our future 
pharmacy leaders.” 

When asked why advocacy is important, Jean-Pierre 
Mena, Doctor of Pharmacy candidate, responded, “Ad-

vocacy is important because it helps people feel more enabled to take 
control of their lives and provides support for communities to overcome 
current issues.” 

Special thanks to Dr. Jonathan Hayes and Dr. Ben Mudd for their time 
for coordinating Pharmacist Day at the Capitol and for their continued 
encouragement. 

AT THE CAPITOL
By: R. Antonio Millner, Doctor of Pharmacy Candidate, Class of 2023 

CAPITOL

L-R: Dr. Misty Stutz Dean, Jason Nemes, R. Antonio Millner, Kailey Munsie

L-R: Rep. Steve Sheldon and R. Antonio Millner



42                                                                                                                                    The Kentucky Pharmacist    |    Spring 2022     The Kentucky Pharmacist     |    Spring 2022                                                                                                                                     43

Congratulations
2022 

SCHOLARSHIP
WINNERS

Pharmacists Mutual Insurance Company
Algona, Iowa  phmic.com

Pharmacists Mutual is proud 
to support pharmacy students 

interested in serving in an 
independent or small chain 
community pharmacy or an 
underserved geographic or 

cultural community.

EACH STUDENT LISTED RECEIVED 
A $3,000 SCHOLARSHIP. 

Marlee Clements Mercer University

Allison Welsh North Dakota State University

Amber Conklin Ohio Northern University

Bailey Bartley Sullivan University

Celia Mix North Dakota State University

Casey O’Quinn Medical University of South Carolina

Dylan Johnston Husson University

Elizabeth Braun University of Wisconsin–Madison

Laura Harris Auburn University

Kaia’ Harrison Duquesne University

Katelyn Carswell Auburn University

Kaylen Luginbill Schier 
Southwestern Oklahoma State University

Peyton Gilbert University of Texas at Tyler

Natalie Morton Novak Mercer University

Lauren Williams University of Kentucky

Megan Navarro University of the Incarnate Word

Trey Carter University of Kentucky

Taylor Williams University of Kentucky

Savannah Rose Sullivan University

Victoria Vo Virginia Commonwealth University

ACCEPTING 
APPLICATIONS FOR 
2023 SCHOLARSHIP

October 1, 2022 - December 1, 2022
phmic.com/scholarship

AMERICAN  
PHARMACY  
SERVICES CORPORATION 

• Aggressively seeking opportunities that 
will increase buying power and enhance 
services for YOU  

Designed  
with YOU  
in mind! 

INDEPENDENT PHARMACY COOPERATIVE 

APSCorporation 
AmericanPharmacyServicesCorporation 

Connect with us 
102 Enterprise Drive  
Frankfort, KY 40601 

800-928-2228  
apscnet@gmail.com 

Visit our website to  
learn more about our  

programs and services  
www.apscnet.com 

• Keeping shareholders informed on 
matters directly affecting YOUR 
pharmacy 

• Developing diverse and  
relevant educational  
programs and services for 
YOU, including a variety  
of CE opportunities 
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