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P R E S I D E N T ' S
P E R S P E C T I V E

More than 200 years ago, Thomas Paine

famously wrote, “These are the times that try

men’s souls.” These words were in reference

to an ongoing crisis where hope for a better

future was bleak. As the COVID-19 pandemic

has spread, and case counts are once again

soaring, Paine’s words are as fitting as ever. 

Since the start of 2020, the world has seen

unprecedented change and disruption. The

impact of the pandemic on every aspect of

our lives cannot be underestimated.  In light

of the massive loss of life, politicization of

pandemic responses, difficult measures

taken to protect public health, economic

fallout, and the psychological toll of stress,

this pandemic has threatened our resolve; it

has also made us re-evaluate our priorities

and strive to make impactful improvements

for the future. 

Cathy Hanna, KPhA President
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PHARMACY:
LEADERSHIP IN
TIMES OF CRISIS 



As with any crisis, we need strong leadership. We

need leaders who have the courage and

determination to find solutions. Throughout these

challenging times, let us remember our role as

leaders in our communities, let us strive to improve

the lives of others using our expertise, knowledge,

resources and skills. 

As we head into an uncertain winter, where it is

unclear when things will get better, we must

continue to advocate for our patients, our

communities, and our profession as we strive to

improve the health and well-being of our nation.

There will continue to be hard times ahead, but we

are not without hope of a better future.  Returning

to Thomas Paine, though this pandemic is not easily

conquered and of unknown duration, “…yet we

have this consolation with us, that the harder the

conflict, the more glorious the triumph.” When the

pandemic subsides, we should all look back proudly

at our actions and our deeds as leaders in our

profession and communities. 

Nowhere has this toll been more apparent than in

the field of healthcare.  Healthcare providers,

including pharmacists and pharmacy technicians,

have borne not only the personal burdens, as all

have, but also have faced demanding, painstaking

conditions in the workplace. Pharmacists have been

challenged to respond to an ever-changing situation,

an influx of information and misinformation, and

potential disease exposure as we continually have

provided much needed resources and services to our

patients. 

In the face of the worst pandemic in a century,

pharmacists and pharmacy technicians have

showcased the best our profession and humanity

has to offer. Pharmacists have responded by

changing business and service models, serving as a

resource for information and best practices, and

ensuring patients continued to receive life-saving

medications. When COVID-19 vaccines became

available, pharmacists across the nation used their

experience to help address vaccine hesitancy, and

quickly and efficiently assisted in the largest

vaccination drive in the history of our nation.

Pharmacists addressed gaps in care by providing

clinical services, COVID-19 testing, other point-of-

care testing, and helping to refer patients to proper

treatment. When faced with overwhelming odds,

pharmacists met this crisis with the empathy,

compassion and dedication that motivated us all to

enter this profession. Our presence, expertise and

our desire to care for our patients afford us the

opportunity to help our communities through these

unsure times. 

P R E S I D E N T ' S  P E R S P E C T I V E
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Dear Colleague,

I am not sure about you, but it seems like my summer

flew by in the blink of an eye and left me wondering

exactly where time went. I recall a time in May when we

decided to no longer offer a mask sponsorship to vendors

for our KPhA Annual Meeting. At the time, masks were not

required or even recommended for indoor events (at least

for vaccinated individuals) and everyone thought the

worst of COVID-19 was behind us. Boy, we were mistaken!

As I began to write this article the Kentucky General

Assembly was meeting in special session to address

numerous topics concerning COVID-19. Special thanks to

our government affairs expert Shannon Stiglitz for her

work at the Capitol throughout the special session. With

Shannon’s assistance, we fought to ensure that

pharmacists remained poised to assist our patients

throughout the pandemic. The legislature included

emergency provisions pertaining to pharmacists, including

the governor’s initial order to allow pharmacists to

provide an emergency fill 30-day supply of any non-

controlled medications in HJR1. Among other matters,

HJR1 also maintained pharmacist’s ability to order and

administer COVID-19 tests.

Sadly, I report that COVID-19 continues to take a toll on

our colleagues. I continue to hear from several competent

pharmacists that they are stepping aside and

reconsidering their decision to practice pharmacy.

Burnout has become commonplace for many healthcare

professionals because of COVID-19 and pharmacy

certainly has not been spared. While it saddens all of us to

hear these stories of despair, we must remain focused on

the positive. We have been awarded new opportunities,

specifically through HB48 and the PREP act, to serve

patients better than ever before and pharmacy teams

have stepped up to the challenge. 

The future of pharmacy is changing before our eyes, I

would argue more rapidly than ever. However, with all

new opportunities come additional responsibilities and

growing pains. The current labor shortage has created

challenges and opportunities all its own, not only finding

qualified technicians, but pharmacists alike. Who could

ever imagine that we would have pharmacy closures in

Kentucky due to lack of pharmacist coverage? As much as

I’d like to be telling a tale, it’s becoming a common

occurrence. Here’s a thought, now may be a good time to

ask your boss for a raise or a little extra time off in 2022.

The pandemic has shown many what we already knew:

just how valuable pharmacists can be. Now is the time to

take advantage of the spotlight.

In August the KPhA Board of Directors, under the direction

of President Cathy Hanna, voted to create the Pharmacy

Work Environment Advisory Committee to which

pharmacy professionals can report safety and well-being

issues caused by their work environment to the Kentucky

Board of Pharmacy. The committee is full of dedicated

and driven pharmacists and technicians that are

determined to find change in a broken system. 

Steve Jobs once said, “Those people that are crazy enough

to think they can change the world are the ones that

actually do.” I look for this committee to begin meeting

regularly starting in October to do just that: change our

world! But we need to hear from those working the

frontline about issues impacting your health and safety, as

well as the health and safety of your patients. 
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M Y  R X

Speaking of you, what is your silver lining in this crazy world? For me and my family, it’s the fact that fall has arrived. UK’s

football team looks to have a promising season after a 3-0 start and pumpkin spice has officially made its annual appearance

at a Starbucks near you (for my wife, Brittany). Fall also means Keeneland racing is back in action in the Bluegrass State. I

personally invite you to join fellow KPhA members on Thursday October 21 for an exhilarating afternoon at Keeneland. Then

stay overnight at the newly renovated Marriott Griffin Gate Lexington and wake up to action-packed KPhA Fall Conference on

Friday October 22, 2021. The agenda is loaded with remarkable education, networking and advocacy opportunities.

Registration for both Keeneland ($25) and the KPhA Fall Conference ($95) is available today at www.kphanet.org.,

I want to hear from 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, chose kindness, and stay involved. Together we can do anything.

Professionally Yours,

Ben Mudd, Pharm D, RPh

Executive Director

Kentucky Pharmacists Association



EVERYONE
NEEDS FOUR
BASIC ESTATE
PLANNING
DOCUMENTS

By  Joseph  L .  F ink  I I I ,  BSPha rm . ,  JD ,  DSc  (Hon ) ,

FAPhA ,  P ro fes so r  o f  Pha rmacy  Law  and  Po l i cy  and

Ken tucky  Pha rmac i s t s  Assoc i a t i on  P ro fes so r  o f

Leade r sh ip ,  Depa r tmen t  o f  Pha rmacy  P rac t i ce  and

Sc ience ,  UK  Co l l ege  o f  Pha rmacy

Question: I recall seeing an earlier installment in this
column dealing with advanced directives. Can you
expand that a bit to briefly discuss what legal
documents everyone should have to facilitate the
flow of information as life on this earth draws to a
close?

Response: The earlier column to which reference
has been made was published during 2018.1 A
recent publication form the American Health Law
Association outlined four essential documents
everyone should have regardless of one’s net worth
financially.2 The author of that column emphasized
that many people “think they don’t need ‘estate
planning’ because they don’t have enough assets to
generate an estate tax.” She emphasized that these
four basic documents should be completed by all
people regardless of the individual’s net worth.

First is a Durable Power of Attorney. This is a
document one uses to authorize another to handle
financial and other personal affairs during your life
should you become incapacitated. It can also be
useful just as a matter of convenience if one is not
capacitated.

P H A R M A C Y  L A W  U P D A T E
S E P T E M B E R / O C T O B E R   |   7



Question: I recall seeing an earlier installment in this
column dealing with advanced directives. Can you expand
that a bit to briefly discuss what legal documents everyone
should have to facilitate the flow of information as life on
this earth draws to a close?

Response: The earlier column to which reference has
been made was published during 2018.1 A recent
publication form the American Health Law Association
outlined four essential documents everyone should have
regardless of one’s net worth financially.2 The author of
that column emphasized that many people “think they don’t
need ‘estate planning’ because they don’t have enough
assets to generate an estate tax.” She emphasized that
these four basic documents should be completed by all
people regardless of the individual’s net worth.

First is a Durable Power of Attorney. This is a document
one uses to authorize another to handle financial and other
personal affairs during your life should you become
incapacitated. It can also be useful just as a matter of
convenience if one is not capacitated.

For example, when our family moved from Pennsylvania to
Kentucky in 1981 I executed a durable power of attorney to
authorize my wife to sign my name on real estate transfer
documents in Pennsylvania so I would not have to return
there to sign documents for the real estate closing. A goal
when preparing such a durable power of attorney is to
make it “durable” so if the principal becomes incapacitated
it will not be necessary to go to court to have a guardian or
conservator appointed to manage the principal’s business
affairs. 

Second is a Health Care Proxy naming an agent to make
legally authorized decisions about health care services if
the principal becomes incapacitated. The decisions
authorized by that document can eliminate the need to go
to court to have a guardian appointed to make such
decisions. It is advisable to include within this document a
“living will” presenting one’s preferences about end-of-life
care.

Third, a HIPAA Authorization can go with a Health Care
Proxy to authorize release of health record information to
people specified in the document. This can save time and
angst at crucial times.
 
Fourth and last, a Will can be used to control disposition of
one’s assets after following death. This is especially
important if someone has minor or incapacitated children.
This document can designate a guardian to be responsible
for the children.

P H A R M A C Y  L A W  U P D A T E

P H A R M A C Y  L A W  U P D A T E

Consulting with an estate planning attorney during this
process can bring peace of mind and assure that all
documents have been prepared in conformity with the latest
legal expectations from the courts and the legislature. One
other source of helpful information is the collection of
documents from an organization known as Aging with
Dignity. Their publication, Five Wishes, is available at
http://www.fivewishes.org. 
Discharging the responsibility of having these documents
prepared is too easy to put off. Do not delay! You owe it to
your family to take care of this. 

References:
1] Fink III JL. Pharmacy law Brief: Advance Directives.
Kentucky Pharm 2018(Nov-Dec);13:31.

2] Dorval KR. Four Basic Estate Planning Documents the
Everyone Needs. Am Health Law Assoc Newsstand,
October 20, 2020. Available at
https://nam04.safelinks.protection.outlook.com/?url=
https%3A%2F%2Fwww.lexology.com%2Fr.ashx%3Fi%3D5
682660%26l%3D9802JHQ&data=04%7C01%7Cjfink%40uk
y.edu%7Cdd0c62f017594bc16f3108d874e3424c%7C2b30
530b69b64457b818481cb53d42ae%7C0%7C0%7C637387
866712525904%7CUnknown%7CTWFpbGZsb3d8eyJWIjoi
MC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJX
VCI6Mn0%3D%7C1000&sdata=NDqmJp%2Ft5f56Rs5q%2
B4eO66frmgPgJMAkie%2B7bxtsG%2FM%3D&reserved=0.
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INTERNET
PHARMACIES
By ;  Ch loe  M.  L indsey  i s  a  Pha rmD  Cand ida te  Class  o f  2023

en ro l l ed  i n  t he  Un ive r s i t y  o f  Ken tucky ’ s  Co l l ege  o f

Pha rmacy .  F rom  Le i t ch f i e ld ,  KY ,  she  began  unde rg radua te

s tud ie s  a t  Wes te rn  Ken tucky  Un ive r s i t y  t h rough  t he  Gat ton

Academy  o f  Mathema t i c s  and  Sc ience  i n  Ken tucky .  Upon

gradua t i ng  f r om  t he  Gat ton  Academy ,  she  con t inued  he r

p re -pro fes s iona l  educa t i on  a t  t he  Un ive r s i t y  o f  Ken tucky .  

P H A R M A C Y  P O L I C Y  I S S U E S

Issue:  In recent years, I have
noticed an increase in both talk and
advertisements about Internet
pharmacy practices. Upon further
research, I was made aware of the
abundance of illegal internet
pharmacies taking advantage of
this branch of pharmacy and
putting patients in harm’s way.
What is an internet pharmacy? How
are they regulated? How is this
branch of pharmacy being abused?
What is the pharmacist’s role in
this?

Discussion: Within the past
decade, many different types of
businesses have begun shifting
their services to appeal to a new
audience, the internet consumer.
Especially during the recent
pandemic, online markets became
a staple for many in order to
minimize contact with the outside
world. With the ease of a click of a
button, people can order whatever
they need, including their
prescriptions. 

What is an Internet pharmacy? 

An Internet pharmacy is much like
a traditional pharmacy without all of
the face-to-face contact. Instead of
conducting pharmacy activities in
person, these pharmacies operate
relying on the Internet to
communicate with not only the
provider but also the patient. An
Internet pharmacy can distribute or
dispense medication directly from
its online website.1 Websites
associated with a physical
pharmacy can also fall into this
category of Internet pharmacy
depending on the law in the state
where the pharmacy operation
resides and the law of the state of
the patients to whom they offer
services. Furthermore, this type of
pharmacy is very convenient for
patients, as those utilizing these
services do not have to even leave
their home to pick up their
prescriptions as they are typically
shipped to the address the patient
specifies. As good as this type of
pharmacy seems, it has opened up
a new avenue for those trying to
illegally sell and divert
pharmaceuticals under the guise of
being an official Internet pharmacy. 
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P H A R M A C Y  P O L I C Y  U P D A T E

How are Internet pharmacies
regulated? 
    
In the Commonwealth of Kentucky,
all pharmacies are required to
obtain a proper permit from the
Kentucky Board of Pharmacy before
business can be conducted.
According to KRS 315.035, Internet
pharmacies must first receive and
display a seal from the National
Association of Boards of Pharmacy
(NABP) certifying that it is a Verified
Internet Pharmacy Practice Site
(VIPPS) or an equivalent
certification approved by the
Kentucky Board of Pharmacy.2 The
NABP certification has now moved
away from the name VIPPS and has
changed its official verification to be
called “Digital Pharmacy
Accreditation.” While not required,
NABP also approves official Internet
pharmacies and grants them the
ability to use “.Pharmacy” in their
domain.3 NABP keeps an updated
list of these pharmacies on their
website that can be used as a
reference to determine whether a
“.Pharmacy” domain is a legal
pharmacy website. 3 Once the
pharmacy’s application for Digital
Pharmacy Accreditation is accepted,
the seal must be displayed on any
website or media that the pharmacy
intends to use.2 
There are a multitude of pharmacies
that have a physical location and a
website. Does this mean they all
require this accreditation in order to
get a permit with the Kentucky
Board of Pharmacy? In short, not all
pharmacies that have a website
must apply for Digital Pharmacy
Accreditation. 

KRS 315.035 specifies that only
pharmacies that conduct over 25%
of their total prescription volume as
a result of an original prescription
order received or solicited by use of
the Internet, including email, need
to gain the accreditation as an
Internet pharmacy.2 This
percentage is checked annually by
the Kentucky Board of Pharmacy in
order for the pharmacy to renew
their permit. 

How is this type of pharmacy
being abused? 

As this type of pharmacy emerged,
criminals saw this as an opportunity
to open their own illicit pharmacies
on the Internet. These illegal
practices are putting our patients in
harm’s way as they send them
adulterated and misbranded drugs,
often without a valid prescription.4
They scam patients into using their
services via many tactics, such as
offering promises of getting their
medications cheaper, having a
seemingly professional website, etc.
In fact, of all of the active Internet
pharmacies, it was found that 96%
of them were not meeting federal
and state laws to be a legally
operating an online pharmacy.4 
 Steps have been taken to try to
shut down some of these illicit
businesses, such as the FDA
issuing warning letters to rogue
online pharmacies, but there is still
an overwhelmingly large number of
illegal Internet pharmacies
contributing to illegal drug sales.5 

What is the pharmacist’s role in
this? 

As pharmacists and pharmacy
technicians, we are in a good
position to help educate our patients
about Internet pharmacies.

When talking with patients about
their options to utilize Internet
pharmacy we need to educate them
on the illegal Internet pharmacies
out there, their risk, and how to
know if a pharmacy website is
legitimate. According to Amy
Erickson’s article in Pharmacy
Today, there are red flags that we
can tell our patients to watch out
for.6 These include having no
prescription required, allowing
prescription medications to be
ordered based solely off a
questionnaire, largely discounted
prices, no pharmacist available to
the patient through the website, and
no seal of NABP verification.6 In
teaching our patients these signs of
illicit websites, we can minimize the
chance that they become the next
victims of these illegal Internet
pharmacies. 

References:  
(1) Fittler, A., Vida, R. G., Káplár, M., & Botz,
L. (2018). Consumers Turning to the Internet
Pharmacy Market: Cross-Sectional Study on
the Frequency and Attitudes of Hungarian
Patients Purchasing Medications Online.
Journal of medical Internet research, 20(8),
e11115. https://doi.org/10.2196/11115 
(2) KRS 315.035 
(3) .Pharmacy verified websites. (2021,
February 05). Retrieved February 07, 2021,
from
https://nabp.pharmacy/programs/accreditation
s-inspections/dotpharmacy/
(4) Baney, L. L., Esq., & Lewis, N. M., Esq.
(2019). Internet Pharmacies: Trends,
Opportunities, and Risks. The Health Lawyer,
31(5), 2-14.
(5) Center for Drug Evaluation and Research.
(n.d.). Internet Pharmacy Warning Letters.
Retrieved January 31, 2021, from
https://www.fda.gov/drugs/drug-supply-chain-
integrity/internet-pharmacy-warning-letters
(6) Erickson, A. K. (2016, September 01).
Protect your patients from deceptive Internet
pharmacies. Pharmacy Today, 22(9), 18-18.
doi:https://doi.org/10.1016/j.ptdy.2016.08.010
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REVIEW OF THE
PHARMACIST’S ROLE IN

SECONDARY PREVENTION OF
ACUTE ISCHEMIC STROKE 

 
D E S C R I B E  T H E  E T I O L O G Y  O F  A C U T E  I S C H E M I C  S T R O K E  A N D  P O P U L A T I O N S  A T  R I S K
I D E N T I F Y  P H A R M A C Y  I N T E R V E N T I O N S  T H A T  I M P R O V E  O U T C O M E S  I N  S E C O N D A R Y  S T R O K E  P R E V E N T I O N  
R E C O M M E N D  L I F E S T Y L E  M O D I F I C A T I O N S  A N D  C O U N S E L  O N  P O S T  -  A C U T E  I S C H E M I C  S T R O K E  H E A L T H
G O A L S
S U M M A R I Z E  C U R R E N T  R E C O M M E N D A T I O N S  F O R  A N T I T H R O M B O T I C  T H E R A P Y  F O L L O W I N G  A C U T E
I S C H E M I C  S T R O K E  

A U T H O R :  K A T H E R I N E  E .  L E E ,  P H A R M D  C A N D I D A T E  2 0 2 2 ;  B R Y A N  C .  T A Y L O R ,  P H A R M D
 

G O A L S :  T O  R E V I E W  T H E  P H A R M A C I S T ’ S  R O L E  I N  S E C O N D A R Y  P R E V E N T I O N  O F  A C U T E  I S C H E M I C  S T R O K E
T H R O U G H  M E D I C A T I O N  M A N A G E M E N T  A N D  T H O R O U G H  L I F E S T Y L E  M O D I F I C A T I O N  C O U N S E L I N G

O B J E C T I V E S :  

 
 Introduction

Stroke is a leading cause of mortality and long – term

disability in the United States.1 Acute ischemic stroke (AIS)

accounts for nearly 90% of all stroke cases, totaling around

785,000 cases each year. Of these cases, nearly 1 in 4, or

185,000, are recurrent in nature.2 Among other

management strategies, the risk of recurrent AIS is

significantly decreased by meeting proper blood pressure

goals and starting appropriate antithrombotic therapy, if

indicated. Secondary prevention strategies to reduce the

risk of stroke reoccurrence should be employed in a

comprehensive, interdisciplinary manner. A 2011

systematic review/meta – analysis found that both

pharmacy – directed and pharmacy involvement in

interdisciplinary cardiovascular disease (CVD) risk factor

management improved outcomes for patients.3 Pertinent,

efficacious pharmacy roles included patient educational

interventions, patient reminder systems, accurate

measurement of CVD risk factors, medication

management, and educational interventions to other

healthcare professionals.

CONTINUING

EDUCATION

SEPTEMBER

As this article will thoroughly discuss, the major

interventions in secondary stroke prevention involve

managing CVD risk factors with behavioral, lifestyle, and

medication changes. Pharmacy teams are crucial in the

long – term treatment of AIS patients and can help to

reduce the incidence of stroke reoccurrence by optimizing

medication therapy, helping to implement lifestyle changes,

and setting specific, obtainable health goals.

Etiology and Clinical Presentation

Leading risk factors for stroke are widely modifiable and

include hypertension, hyperlipidemia, obesity, diabetes

mellitus, and smoking.4 A 2010 case – control study that

included 22 countries (INTERSTROKE) found that 80% of

the global risk for stroke could be attributed to 5 risk

factors: hypertension, current smoking, abdominal obesity

(using waist- to – hip ratios), diet, and physical activity.5

Additionally, the Global Burden of Stroke and Risk Factors

Analysis included 188 countries and found that over 90%

of global stroke burden was attributable to modifiable risk

factors including two – thirds that was attributable to

behavioral factors such as smoking, poor diet, and low

physical activity.6 Initiating medications and lifestyle

modifications to manage these risk factors is also a vital

step in preventing recurrent strokes. 
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CONTINUING

EDUCATION

SEPTEMBER

The hallmark symptom of stroke is sudden onset of

neurologic dysfunction. Presentation includes dysarthria,

confusion, unilateral weakness causing facial droop and

extremity weakness, new sensational disturbances such as

tingling or numbness, vision changes, and/or an abrupt

decrease in level of consciousness.4 This rapid onset of

symptoms is a major inclusion factor for stroke in the

differential diagnosis of acute neurologic deficiencies.7

While the incidence of severe headache and vomiting is

greater in the presentation of hemorrhagic stroke, there is

no immediately observable clinical difference aiding in the

differentiation of stroke etiology other than prompt brain

imaging via a non – contrast computed tomography (CT)

scan.8

An acute ischemic stroke occurs when there is partial or

complete occlusion of a blood vessel in the brain (usually

an artery) and is only classified as hemorrhagic when the

occlusion causes a blood vessel to rupture.8 Ischemic

strokes can be further classified as thrombotic or embolic.

Thrombotic strokes occur when the thrombus originates

from within the brain vasculature. The symptoms can have

a gradual or sudden onset and may be preceded by

transient ischemic attacks (TIA) which are often considered

a “warning sign” for an AIS.9 A stroke is classified as

embolic when the occluding thrombus originates from

somewhere else in the body, such as the heart

(cardioembolic), and travels to the large blood vessels in

the brain.8,9 The major risk factor for cardioembolic

strokes is atrial fibrillation and the onset is typically rapid

rather than gradual.10

Guideline – Directed Treatment for Secondary

Prevention of Ischemic Stroke

The basis for this CE activity is the 2021 American Heart

Association (AHA)/ American Stroke Association (ASA)

Guideline for the Prevention of Stroke in Patients with

Stroke and Transient Ischemic Attack.2 The 2021

guidelines follow up from the 2014 guidelines with new

recommendations for prevention strategies based on

ischemic stroke and TIA etiologic subtype.11 

This article will include a generalized treatment overview

for non – cardioembolic and non– specified ischemic

strokes that may be relevant or useful for pharmacists

and/or pharmacy technicians. The guidelines should be

referred to if the etiology of AIS is known for more specific

treatment recommendations and management strategies

individualized on a patient – by – patient basis.

Risk Factor Management

As noted previously, the common risk factors for ischemic

stroke are largely modifiable. Managing these modifiable

risk factors is crucial to decrease the risk of recurrent

stroke as it is estimated that a patient has around a 5% 90-

day recurrence risk after experiencing the primary AIS. 12

However, the risk for recurrent stroke can vary from < 1%

to > 10% based on patient characteristics and stroke

etiology. The complete clinical scenario and all patient

specific factors should be taken into account when

managing risk factors. 

Diet/Nutrition 

The 2021 AHA/ASA guidelines recommend that all post –

AIS patients should be counseled on diet modifications.

There have been no large studies directly investigating the

role of diet in secondary stroke prevention. However,

several epidemiological studies have shown positive stroke

protective effects with the regular consumption of fish, fruits

and vegetables, and fiber.2 This is consistent with the

Dietary Approaches to Stop Hypertension (DASH) and

Mediterranean Diets which limit intake of sodium,

saturated/trans fats, and added sugar while promoting the

consumption of foods high in calcium, potassium, and

magnesium.13 Diet modification is an important counseling

aspect of post stroke management that is often overlooked.

Pharmacists and pharmacy technicians can improve

patient outcomes by recommending dietary changes that

are practical and achievable based on individualized

patient characteristics.14 The 2013 AHA/ American

College of Cardiology (ACC) Guideline on Lifestyle

Management to Reduce Cardiovascular Risk should be

referred to for more specified dietary counseling

guidance.15
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Physical Activity 

Frequent physical activity directly reduces stroke risk as

well as positively influencing many risk factors for stroke

such as hypertension, hyperlipidemia, and obesity.2 The

risk of a recurrent vascular event is significantly higher in

stroke patients that do not meet the standard population

physical activity goals.16 Current recommendations

suggest that post – stroke patients should attempt to meet

the physical activity goals as laid out by the 2013

AHA/ACC guidelines.13

For post – stroke patients that are able, these include: 

It is important to note that many post – stroke patients may

retain deficits that could severely impact their ability to

meet these physical activity goals. Physical activity goals

will likely need to be tailored to each individual’s specific

needs and abilities. The physical activity management is a

largely multidisciplinary process and referring to or working

with physical therapy and/or rehabilitation professionals

will optimize patient care. 

Smoking Cessation

There is strong evidence that cigarette smoking is a direct,

independent risk factor for both the primary occurrence

and recurrence of stroke.11,17,18 Those that continue to

smoke after an AIS or severe TIA have a substantially

higher risk of recurrent vascular events and all – cause

mortality when compared to those who quit smoking after

the AIS.19 Studies have shown that persistent smokers

have as much as a 2-fold higher risk of recurrence. Even

with this compelling evidence, as many as one – third of

AIS patients continue to smoke.2 Smoking is a highly

addictive behavior with many challenges in cessation, but

there is an obvious gap in effective counseling in this

population. 

Pharmacists have proven to be very accessible healthcare

providers that can be highly effective in smoking

cessation.3
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The entire pharmacy team can aid in the process of

identifying and counseling patients that are eligible and

prepared to begin the smoking cessation process.20, 21

The 2021 guidelines recommend following current

guidance on smoking cessation counseling with or without

medication therapies such as nicotine replacement,

bupropion, or varenicline).22 If patients are unwilling or

unable to completely quit smoking, it is still important to

recommend reducing the daily amount that is smoked.

Environmental (secondhand) smoke should also be

avoided in this patient population as this has also been

identified as an independent risk factor for recurrent

stroke.23 The Recommendation Statement on

Interventions for Tobacco Cessation in Adults from the US

Preventative Task Force is a great resource for general

guidance of cessation counseling and available

therapies.24

Hypertension

Hypertension is considered the most important modifiable

risk factor for preventing both primary and recurrent

stroke.25 Patients with hypertension also tend to have

worse prognostic and cognitive outcomes after AIS. There

has been much debate in the past decade over the risk of

poor cognitive recovery with intense blood pressure

management in post AIS patients. However, a multitude of

RCTs have demonstrated the benefit of lower blood

pressure goals consistent with the 2017 AHA/ACC

Hypertension Guidelines.26 A 2016 systematic review and

metanalysis that included over 40,000 individuals found

that hypertension management goals at <140 SBP lowered

the risk for recurrent stroke (RR, 0.73, 95% CI 0.59 – 0.85,

p < .0001).27 Furthermore, both systolic and diastolic BP

reductions were linearly related to lower risk of recurrent

stroke. Of note, it is not recommended to initiate anti –

hypertensives until the patient is neurologically stable on

an outpatient basis. This is due to the concern for poorer

cognitive recovery and lack of conclusive evidence on the

proper timing to reduce the potential for harm.

Moderate intensity aerobic exercise for at least 10 minutes x
4 times a week  OR 

Vigorous intensity aerobic exercise for at least 20 minutes x 2
times a week
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The 2021 AHA/ASA Guidelines recommend that blood

pressures consistently measured at ≥ 130 SBP or ≥ 80

DBP post - AIS should be treated with an appropriate

antihypertensive medication regimen.2 Benefit has been

seen with the use of thiazide diuretics, angiotensin-

converting enzyme inhibitors (ACEis), and angiotensin

receptor blockers (ARBs).28 Calcium channel blockers

were excluded from the recommendation due to lack of

evidence regarding their benefit in this specific population.

However, the magnitude of qualitative change in blood

pressure is considered the main goal of therapy and

medications may need to be altered to meet this goal. The

entire clinical scenario should be considered when initiating

or optimizing antihypertensive medications. Patient

characteristics, including demographics and comorbidities,

may be an indication for medication therapies that fall

outside of the guideline recommendations. The overall goal

of treatment should be regular BP readings of SBP <130

and DBP <80 managed via individualized therapies with

aid from the AHA/ACC 2017 guidelines. 

[Hyperlipidemia] 

Obesity 

Obesity significantly increases the risk of ischemic stroke in

both men and women. This is pertinent for post – AIS

management as it is estimated that 24% to 30% of AIS

patients are classified as obese by BMI standards.2,29 

 The correlation between BMI and AIS risk is linear and

significant such that for every 1 unit increase in BMI, the

corresponding risk for AIS increases by around 5%.30 

As with other risk factors discussed, obesity is often

confounded with many other modifiable risk factors such as

hypertension, dyslipidemia, poor diet, and lack of physical

activity. The cardiovascular benefits of treating obesity are

glaringly obvious but positive changes are typically hard to

implement and maintain. Tackling obesity would also prove

beneficial for treating other modifiable risk factors that work

to synergistically decrease the overall ASCVD risk as even

a 5 – 10% weight loss has proven benefit in risk for

vascular events.31 

Pharmacists can be vital in the treatment of obesity with

pertinent lifestyle counseling and referral to intensive,

behavioral lifestyle modification programs such as Weight

Watchers, the Diabetes Prevention Program, or

Counterweight Program.29 Current guidelines are in

accordance with the 2013 American Heart

Association/American College of College/The Obesity

Society’s Guideline for the Management of Overweight and

Obesity in Adults and should be referred to for more

specific recommendations.32

Antithrombotic Medications for Secondary Stroke

Prevention

The updated 2021 AHA/ASA Secondary Stroke Prevention

guidelines have outlined specific treatments on the basis of

best evidence that take into account the multitude of

etiologies of initial ischemic stroke.2 If the cause of the AIS

is known, the guidelines should be followed on a case – by

– case basis rather than the broad guidance for

antithrombotic therapies that will be summarized in this

activity. The following section pertains to the secondary

prevention of ischemic strokes for patients with non -

cardioembolic acute ischemic stroke that have no specified

stroke cause or etiology. Specific recommendations for

known ischemic stroke subtypes should be prioritized in

accordance with the guideline directed therapy to optimize

medication therapies used to decrease the risk of recurrent

stroke. 

Antithrombotics have long been studied for their role in

secondary stroke prevention by offering various levels of

protection against recurrent cerebral ischemia.33 The

research is dynamic and ongoing due to the risk/benefit

balance that must be considered due to the potential for

decreased incidence of recurrent stroke as well as

increased risk of subsequent bleeding events or

intracerebral hemorrhages secondary to these therapies.

Of importance, the current guidelines summarize the

current best practice recommendations for the use of

antithrombotic mediations in this population. These are

outlined in table 1.  
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There are still many gaps in knowledge and the

recommendations will likely continue to change as future

research is conducted and new antithrombotics are

approved for this indication. 

Anticoagulant versus Antiplatelet Therapy 

Antiplatelets are indicated over anticoagulants to reduce

the risk of recurrent stroke in patients with non -

cardioembolic acute ischemic stroke or severe TIA.2 A

2012 Cochrane Library systematic review compared

anticoagulant, specifically vitamin K antagonists, and

antiplatelet therapies following AIS or TIA and found no

difference in efficacy in the prevention of recurrent

ischemic stroke.34 Anticoagulants, however, were

associated with a significantly higher risk for severe

bleeding events in this population. Thus, the standard of

treatment should include antiplatelet over anticoagulant

therapies. 

Available Antiplatelet Medications

The current antiplatelet medications with FDA approvals for

secondary stroke prevention include aspirin, aspirin plus

dipyridamole, clopidogrel, and aspirin plus ticagrelor.35 -

38   Table 2 provides a thorough description on these

antiplatelet medications including mechanism of action,

dose, duration, and pertinent counseling points. All

antithrombotic therapies will inevitably change the

hematologic processes within the body, antiplatelet

included. All patients should be thoroughly counseled on

the increased risk for severe bleeding events as well as

minor, everyday changes such as easier bruising and

delayed clotting time. Table 3 provides an overview of the

counseling points that should be covered with all patients

starting antiplatelets. 

Dosing Strategies and Duration of Treatment

The major gaps in knowledge in the management of

secondary prevention of AIS include the dosing, time of

initiation, single vs double dosing strategies, and duration

of treatment for antiplatelet medications.

 

Dosing Strategies and Duration of Treatment

The major gaps in knowledge in the management of

secondary prevention of AIS include the dosing, time of

initiation, single vs double dosing strategies, and duration

of treatment for antiplatelet medications. The current

guidance for initiating antiplatelet therapy for secondary

stroke prevention is categorized by the use of single

antiplatelet therapy (SAPT) or dual antiplatelet therapy

(DAPT). The standard of care has been the indefinite,

long term - use of one of the following therapies: 

More recent studies have evaluated the utilization of

DAPT and the risks versus benefits of double coverage in

this population.39,40 The current consensus is that there

is a slight benefit for DAPT in preventing early recurrent

strokes. Recurrent cerebral events are most commonly

seen in the first 30 – days post – acute ischemic stroke so

it is logical that early, intense preventative measures may

be necessary.30,37 Once this period is over there is

insufficient evidence that the benefit continues to

outweigh the associated risks of serious bleeding events. 

Two major RCTs evaluated the efficacy and safety of

DAPT with clopidogrel plus aspirin: CHANCE (Clopidogrel

in High – Risk Patients with Acute Non – Disabling

Cerebrovascular Events) and POINT (Platelet – Oriented

Inhibition in New TIA and Minor Ischemic Stroke).41, 42

Both trials compared early treatment, 21 and 90 days in

duration, respectively, with aspirin plus clopidogrel

followed by SAPT versus solely initiating aspirin.] Both

found a significant decrease in recurrent ischemic stroke

at 90 days. Additionally, the POINT trial found that the

primary benefit from DAPT was seen in the first 21 – days

following the AIS. Based off this evidence, the following

clopidogrel and DAPT should be started early (within 12 –

24 hours ideally and at least within 7 days) in patients

experiencing a recent minor, non – cardioembolic

ischemic stroke or severe TIA: 
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DAPT has shown no long-term benefit that is superior to

SAPT. There is, however, still some grey area regarding at

what point the risks start to outweigh the benefits. Several

studies have been completed and have a mix of results

with the three most prominent durations of DAPT being 21,

30, or 90 days.36,43,44 Continuation past 90 days is

associated with an excessive risk of significant bleeding

events. There is no conclusive recommendation for a

definitive timeframe so clinical judgement must be used to

determine how long DAPT will be continued within the 21-

to-90-day timeframe.2

DAPT with Ticagrelor 

Previous trials studying the use of ticagrelor for secondary

prevention of stroke found no benefit over standard of care

aspirin in preventing subsequent cerebrovascular

events.45 More research needs to be conducted before

ticagrelor is indicated for use as a SAPT in this population.

However, the most recent investigations into antiplatelet

use in secondary prevention of AIS have analyzed the use

of DAPT using ticagrelor in combination with aspirin . The

2020 THALES (Acute Stroke or Transient Ischemic Attack

Treated with Ticagrelor and ASA for Prevention of Stroke

and Death) study found a lower 30-day incidence of

recurrent stroke and mortality with this regimen compared

to SAPT with aspirin in patients with mild to moderate

acute, non – cardioembolic ischemic stroke or a high-risk

TIA.46 However, the risk analysis also found a significantly

higher risk of significant bleeding events, ICH, and patient

discontinuation due to bleeding in the DAPT group.

Ticagrelor now has the FDA approval for AIS secondary

prevention in combination with aspirin to be continued for

30 days.34 However, there is still a need for further studies

to evaluate the risks and benefits associated with this

treatment option. 

 

The guidelines state that ASA plus ticagrelor to be

continued for 30 days can be considered with careful

judgement in patients with a minor to moderate ischemic

stroke or high-risk TIA that had a recent (<24 hours)

onset.2 Clinical judgement is needed when considering

initiating this course of therapy for secondary stroke

prevention. 

 

Triple Therapy 

Combination therapy with ASA, clopidogrel, and

dipyridamole was found to have no benefit in stroke

reoccurrence when compared to standard antiplatelet

regimens.47 Triple therapy is also associated with an

excessive risk of hemorrhage when used for the prevention

of recurrent stroke and should be avoided due to its

potential for harm. 

Gaps in Knowledge and Future Directions 

There is no doubting that managing a patient’s modifiable

risk factors is of utmost importance to prevent secondary

stroke occurrence. However, there is an opportunity to

tailor these recommendations, especially hypertension and

obesity management, to the post – AIS patient. Ongoing

and future research may alter these recommendations as

the complex dynamic between CVD risk factors and

secondary prevention in the post – AIS patient becomes

better understood. 

The major gaps in knowledge that will likely develop in the

coming years revolve around further defining what

appropriate antiplatelet use looks like in this population.

The delicate risk versus benefit balance is still evolving and

clinical judgment plays a major role in choosing the best,

individualized treatment course. The 2021 AHA/ASA

guidelines left an evidence review question included below: 
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The concept of DAPT for secondary stroke prevention is

relatively new and the long – term benefit is still being

determined. Gaps in knowledge regarding appropriate

antiplatelet agents, optimal time range, and dosing

strategies for DAPT will continue to emerge in the coming

years. Key points regarding the use of antiplatelets in this

population are outlined in table 4. There are also additional

studies needed regarding the role of genetic diversity in the

appropriate selection of therapy. 

Conclusion

Acute ischemic stroke is a leading cause of global disability

and death.   The risk of recurrent stroke is the highest in

the first 30 -days after the event, but these patients

continue to be at a long – term risk for secondary stroke

and other cardiovascular events. Decreasing this risk

involves a wide interdisciplinary treatment plan that

includes risk factor management, lifestyle and behavioral

interventions, enrollment in appropriate treatment

programs, and initiating proper medication therapies.

Pharmacists are vital members in the management of post

– AIS patients and have been proven to improve outcomes

with CVD risk factor management.3 Other studies have

shown that pharmacist – driven post – stroke clinics

significantly decreased   90 – day hospital readmission

rates and incidence of early secondary stroke. 48,49  The

period after a stroke involves a multitude of changes and

patients will need thorough counseling and lifestyle

management guidance. The pharmacy team will likely be at

the forefront in the implementation and maintenance of risk

factor management strategies and associated medication

therapies. There is a distinct role for pharmacists to monitor

treatment plans with the use of medication therapy

management (MTM) and comprehensive medication

reviews (CMR). 

“In patients with an ischemic stroke or TIA, what are the
benefits and risks of DAPT compared to single antiplatelet

therapy within 5 years for prevention of recurrent stroke?”2
 

Another important aspect is ensuring that the initiation of

antiplatelet therapy is in accordance with the best clinical

evidence and that patients are adequately counseled

appropriately when using these high – risk medications.

Ongoing and future research into how to best manage

therapies to decrease the incidence of secondary stroke

will continue to develop and should be consulted frequently

to ensure patients are receiving the best   strategies for

care.
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CE Quiz
1.Leading risk factors for both primary occurrence
and secondary prevention of acute ischemic stroke
(AIS) are widely modifiable with lifestyle and
behavioral changes along with appropriate
medication therapies.
a. True
b. False

2.What have been determined as the top 5 leading
global risk factors for stroke? 
a. Hypertension, current smoking, abdominal obesity, poor
diet, low physical activity 
b. Hypertension, uncontrolled diabetes mellitus, past or
present neurologic diseases, current smoking,
hyperlipidemia
c. Hypertension, migraines, current smoking, abdominal
obesity, poor diet 
d. Hyperlipidemia, uncontrolled diabetes mellitus, poor diet,
low physical activity, current smoking 

3.What differentiates embolic versus thrombotic
ischemic strokes? 
a. Origin of the thrombus. Thrombotic originates within the
brain and embolic originates from elsewhere and travels to
the brain. 
b. Origin of the thrombus. Embolic originates within the
brain and thrombotic originates from elsewhere and travels
to the brain.
c. Presence of bleeding within the brain vasculature. An
acute ischemic stroke is classified as embolic when there is
an active bleed within the brain. 
d. Small versus large vessel occlusions. Thrombotic strokes
block larger vessels and embolic strokes block smaller brain
vasculature. 

4.The etiology of the acute ischemic stroke should be
the primary determinant for choosing appropriate
medication therapies and management for secondary
prevention. 
a. True 
b. False

5.Improving diet and nutrition in post – AIS patients is
one way the pharmacy team can be impactful in
decreasing the risk of stroke reoccurrence. What are
the two diet options recommended by the American
Heart Association for these patients?
a. DASH and Mediterranean 
b. Whole30 and vegetarian 
c. Ketogenic and DASH 
d. Vegan and Atkins
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6.The current guidelines recommend ACEi or ARBs for treating hypertension in post – AIS patients consistently measuring ≥ 130
SBP or ≥ 80 DBP. However, your new patient, Mr. Jones, was started on a CCB after his stroke 4 months prior. He has responded
well to this therapy with minimal side effects. His BP was 125/78 while in the pharmacy today. How should you manage this
patient’s blood pressure medications and therapeutic goals? 
a. Continue Mr. Jones on his CCB at the current dose. This therapy is working for him and it is more important to meet the BP goals than to
use the specific medications outlined in the guidelines. 
b. Discontinue the CCB and start an ACEi or ARB. It is vital to use one of these agents for secondary prevention in post – AIS patients. 
c. Start Mr. Jones on an ACEi in addition to the CCB so that he is using the specified medication while also maintaining his BP goal. 
d. Discontinue all BP medications as he has already met the BP goal outlined in the guidelines. Consider initiating an ACEi or ARB if he starts
to consistently measure outside this goal in the future. 

7.Which is true about antithrombotic use in post – AIS patients? 
a. Antiplatelets are recommended over anticoagulants in non – cardioembolic, acute ischemic stroke or severe TIA. However, specific etiology
– focused treatment plans should be the starting point if the etiology is known. 
b. Anticoagulants are recommended over antiplatelets due to the increased risk of serious bleed or hemorrhagic conversion with the use of
antiplatelets. 
c. All post – AIS patients should be initiated on antiplatelet therapy, regardless of stroke etiology. 
d. All antithrombotic medications should be avoided for at least 30 – 90 days following AIS due to the increased risk for serious bleed or
hemorrhagic conversion. 

8. Which of the following is not an appropriate SAPT regimen for secondary prevention in non – cardioembolic, acute ischemic
stroke patients?
a. Ticagrelor 90 mg PO BID
b .Aspirin 50 – 325 mg PO QD
c. Aspirin 25 mg + dipyridamole ER 200 mg PO BID 
d. Clopidogrel 75 mg PO QD 

9. Which of these is an appropriate DAPT regimen? (Assuming the patient meets criteria for either of the 2 approved DAPTs).
a. Ticagrelor 90 mg PO BID + aspirin 81 mg PO QD x 30 days 
b. Ticagrelor 90 mg PO BID + aspirin 100 mg PO QD x 60 days 
c. Ticagrelor 90 mg PO BID + aspirin 325 mg PO QD x 30 days
d. Clopidogrel 75 mg PO QD + aspirin 100 mg PO QD x 1 year 

10. Triple therapy with aspirin, clopidogrel, dipyridamole is indicated for mild, post – AIS patients if started within 24 hours
from the AIS event. 
a. True
b. False 

11. Which antiplatelet drug therapy is mismatched with its counseling point? 
a. Clopidogrel; Mild dyspnea is found in as many as 17% of patients but is typically self – limiting
b. Ticagrelor; Black box warning – Taking concomitant ASA doses > 100 mg per day will decrease efficacy
c. Clopidogrel; Metabolized by CYP219 to active metabolite, avoid strong CYP2C19 inducers/inhibitors, CYP2C19 poor metabolizers may not
respond well to this therapy
d. Aspirin/dipyridamole; available in a combination capsule that is taken BID 
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MAJOR DEPRESSIVE
DISORDER

D E S C R I B E  E T I O L O G Y  A N D  E P I D E M I O L O G Y  O F  M A J O R  D E P R E S S I V E  D I S O R D E R ;
L I S T  S I G N S  A N D  S Y M P T O M S  O F  T H E  D I S E A S E ;
C O M P A R E  A N D  C O N T R A S T  T R E A T M E N T  O P T I O N S  A N D  M A J O R  S I D E  E F F E C T S  O F  E A C H ;
D I S C U S S  C O U N S E L I N G  P O I N T S  F O R  S P E C I A L  P O P U L A T I O N S .  

A U T H O R :  A I M E E  J .  O ’ R E I L L Y ,  R P H ,  P H A R M D
 

G O A L S :  T H E  G O A L  O F  T H I S  L E S S O N  I S  T O  P R O V I D E  A N  O V E R V I E W  O F  M A J O R  D E P R E S S I V E  D I S O R D E R
I N C L U D I N G  D I A G N O S I S ,  S Y M P T O M S  A N D  T R E A T M E N T .

O B J E C T I V E S .  A T  T H E  C O M P L E T I O N  O F  T H I S  A C T I V I T Y ,  T H E  P A R T I C I P A N T  W I L L  B E  A B L E  T O :

1 .
2 .
3 .
4 .

 

Introduction

Major depressive disorder (MDD), or more commonly

known as simply depression, is a common but serious

mood disorder. One of the most common mental health

disorders in the United States, it affects one in fifteen

adults in any given year and about one in six people will

experience depression in their lifetime. Depression can

occur at any age but on average, first appears in late teens

to early twenties. MDD results in significant disruption in

normal daily activities and a decreased quality of life. It can

adversely affect an individual’s work, school, family life,

social activities, leisure activities, and maintenance of

health and hygiene. 

Background

The most recent estimates on depression in the United

States are from the 2017 National Survey on Drug Use and

Health (NSDUH) conducted by the National Institute of

Mental Health. Based on survey results, an estimated 17.3

million U.S. adults (individuals aged 18 or older) had

experienced at least one episode of MDD. This represents

about 7.1% of the U.S. adult population. Females were

more likely to experience depression than males, 8.7% and

5.3% respectively. Individuals aged 18 to 25 years showed

the greatest likelihood of experiencing MDD with 13.1%

reporting. Of adults who had experienced an episode of

MDD, 64% had severe impairment. In adolescents aged 12

to 17, 3.2 million had at least one episode of MDD which is

about 13.3% of the population in this age range.

Prevalence was higher in female adolescents (20%) than

male (6.8%).

Mood is controlled by the regulation of monoamines (also

known as neurotransmitters) such as norepinephrine (NE),

serotonin (5-hydroxytryptamine or 5-HT) and dopamine

within the limbic system of the brain. Neurotransmitters are

chemicals which help convey messages from neuron to

neuron. Electrical signals within the brain signal a neuron

to release specific neurotransmitters. These

neurotransmitters can either be excitatory and continue

sending the signal down the neuronal pathway or

inhibitory, suppressing the signal. Neurotransmitters are

released into the space between two neurons, known as

the synapse. As the concentration of neurotransmitters

within the synapse increases, neurotransmitters begin

binding with receptors on both neurons. When

neurotransmitters bind with receptors on the originating

neuron it begins the feedback mechanism. This indicates to

the originating neuron that adequate concentration of

neurotransmitters has been achieved and it stops releasing

additional neurotransmitters into the synapse. Additionally,

it begins a process called reuptake where it brings

neurotransmitters back into the cell for enzyme breakdown. 

Depression is a complex disease with multiple theories as

to pathophysiology. The monoamine theory of depression

holds that there is an absolute decrease in the amount of

5-HT and norepinephrine (NE) in the synaptic cleft which

leads to the symptoms of depression. Limitations to this

theory are presented by the delayed clinical effectiveness

of SSRIs in the treatment of depression. 
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Recent research emphasizes this theory with the additional

hypothesis of dysfunction in the regulation of NE, 5-HT,

and dopamine through their feedback mechanisms. 

The brain-derived neurotrophic factor (BDNF) theory of

depression postulates that the loss of BDNF is directly

involved in the pathophysiology of depression. BDNF is a

protein that controls the growth and differentiation of

neurons. It has been shown that in patients with

depression, cortisol and glucocorticoids are increased as a

result of chronic stress and these increases in cortisol

disrupt the expression of BDNF. 

Allopregnanolone is a progesterone metabolite released in

periods of stress that is thought to be neuroprotective.

During chronic stress and depression, allopregnanolone is

decreased. This decrease in allopregnanolone may be

related to depression, as women that experience

postpartum depression have allopregnanolone levels that

decline rapidly after birth.

Risk factors for depression are varied but include personal

or family history of depression, childhood trauma, stressful

life events in adulthood, low social support, medical

conditions and certain medications. Childhood trauma can

include emotional abuse, neglect, sexual abuse, domestic

violence and physical abuse. The strongest associates are

between emotional abuse and neglect. Experiencing these

early-life traumas may affect the child’s ability to respond to

stressful stimuli resulting in an overactive stress response

system. Stressful life events in adulthood can include

significant changes in relationships (i.e. divorce or death),

financial hardship, and changes in living situation (i.e.

moving, especially when leaving a social support system).

People who rate their social support as low have been

associated with higher rates of depression. Also at risk are

people who identify as isolated or receive criticism from

friends and family. 

Medical conditions which can increase the risk of

depression include neurologic conditions, head injuries,

HIV/AIDS and other infectious diseases, cardiovascular

disease, endocrine disorders, cancers and inflammatory

conditions. This can be because of the disease itself or due

to the impact the disease has on quality of life. Patients

who experience depression may also have a co-occurring

substance abuse disorder. High dose corticosteroids and

interferons can increase the risk of depression after even a

brief period of use. It is recommended to monitor for

depression in patients who are using interferons after only

several weeks of use, throughout the duration of use and

for six months afterwards. 

Diagnosis

According to the American Psychiatric Association’s

Diagnostic and Statistical Manual of Mental Disorders, 5th

Edition (DSM-5), a diagnosis of major depressive disorder

may be made if five or more of the following symptoms

have been present during the same two week period and

represent a change from previous function. At least one of

the symptoms present must be depressed mood or loss of

interest or pleasure. 

           Depressed Mood: occurs most of the day every day.

This may be self-reported, subjective symptoms (i.e. feels

sad, empty or hopeless) or objectively observed by others

(i.e. appears tearful). In children and adolescents this may

present as an irritable mood. 

           Loss of interest/pleasure: a markedly diminished

interest or pleasure in all (or almost all) activities, most of

the day, almost every day. This may be subjective or

objectively reported. 

           Weight loss/gain: a significant weight loss (not

related to dieting) or weight gain (defined as greater than

five percent of body weight in a month) or an

increase/decrease in appetite nearly every day. In children,

this may be a failure to gain weight as expected. 

           Insomnia/hypersomnia: an inability to sleep or

excessive sleepiness experienced nearly every day.
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Symptoms cause significant distress or impairment in

social, occupational or other important areas of

functioning. 

Episode is not attributable to physiological effects of a

substance or another medical condition.

The episode is not better explained by schizoaffective

disorder, schizophrenia, schizophreniform disorder,

delusional disorder, or other specified or unspecified

schizophrenia spectrum and other psychotic disorders. 

There is no history of a manic or hypomanic episode.

(This exclusion does not apply if all manic-like or

hypomanic-like episodes are substance induced or are

attributable to physiological effects of another medical

condition.) 

Psychomotor agitation or retardation: Occurring nearly

every day. Psychomotor agitation is a feeling of

restlessness that causes individuals to make movements

without meaning to. Psychomotor retardation conversely, is

the slowing-down of thoughts and reduction of movement

in an individual. It can lead to visible slowing of speech and

affect. These must be objectively observed by others not

merely subjective feelings of restlessness or slowness.

           Fatigue: loss of energy nearly every day

           Feeling of worthlessness or excessive/inappropriate

guilt: occurs nearly every day, guilt may be delusional. This

is not merely self-reproach or guilt for being sick.

           Decreased concentration: almost every day, this

may be a diminished ability to think or concentrate or may

present as indecisiveness. May be subjective or objectively

reported by others.

           Thoughts of death/suicide: recurrent thoughts of

death (not simply fear of dying) or thoughts of suicide with

or without a specific plan, or a suidice attempt. 

For a diagnosis of MDD, none of the above symptoms can

be attributable to another disease or cause. If so, those

symptoms must be excluded. In addition to having at least

five of the above symptoms during a two week period, the

individual must also meet all four of the following criteria. 

1.

2.

3.

4.

The Patient Health Questionnaire 9 (PHQ-9) is a self-

administered questionnaire which evaluates how often nine

symptoms of depression have occurred over the last two

weeks on a scale of 0 (not at all) to 3 (nearly everyday).

This validated tool is useful because of its brevity and ease

of administration. PHQ-9 can be administered by

pharmacists in any setting to evaluate a patient’s

depression. A summary of scores and management

decisions is listed in Table 1. Patients who respond

positively to item 9 in the questionnaire, “Thoughts that you

would be better off dead or of hurting yourself in some

way.” should be assessed for suicide risk. The final

question ““How difficult have these problems made it for

you to do your work, take care of things at home, or get

along with other people?” is not included in the scoring but

can be an indicator of overall impairment. PHQ-9 can also

be used to measure response to treatment with response

defined as greater than 50 percent reduction in PHQ-9

score and remission defined as a score of less than five.

Treatment

The guidelines for treatment of major depressive disorder

break treatment into three phases: acute, continuation and

maintenance. Throughout the treatment stages, patients

with MDD present significant barriers to adherence. These

can include lack of motivation, excessive pessimism, side

effects of treatment, and logistic, economic and cultural

barriers. If possible, it is recommended to collaborate

treatment decisions with the patient and their support

system including friends and family. Additionally, patient

education is critical to treatment success. Patients should

be educated on the risk of relapse, early signs and

symptoms of recurrence, the need to seek early treatment,

the need to taper off pharmacologic therapy to prevent

withdrawal and symptom recurrence. Patient education

should also include general promotion of health behaviors

such as exercise, good sleep hygiene, good nutrition,

decreased use of tobacco, alcohol and other substances. 
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During the acute phase, the goal of therapy is to induce

remission of the current episode and achieve a full return of

baseline functioning. Patients with mild to moderate

symptoms may be treated with psychotherapy or

pharmacotherapy (i.e. antidepressants). Combined

psychotherapy and pharmacotherapy may be beneficial,

especially in patients with psychosocial or interpersonal

problems. Finally, electroconvulsive therapy (ECT) may be

beneficial in some patients. In patients with severe

symptoms, psychotherapy, pharmacotherapy or ECT

should be used but psychotherapy should not but used

alone. 

Selection of initial treatment therapy should be based on

clinical features (such as severity of symptoms) and patient

preferences. This can include anticipated side effects of the

medication, the safety and tolerability of these side effects

for the patient, history of medication response in prior

episodes, drug properties (half life, drug interactions) and

cost. Table 2 gives an overview of common

antidepressants and their dosing for MDD. For most

patients optimal options include selective serotonin

reuptake inhibitors (SSRIs), serotonin-norepinephrine

reuptake inhibitors (SNRIs), mirtazapine or bupropion.

Sometimes dubbed “second generation antidepressants”

these medications have decreased toxicity in overdose and

similar efficacy. “First generation antidepressants” including

tricyclic antidepressants (TCAs) and monoamine oxidase

inhibitors (MAOIs) are restricted to patients who do not

respond to other therapies due to their increased risk of

side effects and drug interactions. For patients who prefer

complementary treatment, S-adenosylmethionine (SAMe)

or St. John’s wort may be considered. An overview of each

class will follow below. 

After selection of initial treatment therapy, dosage should

be titrated based on patient age, severity of symptoms, and

adverse effects. Patients should be monitored every two to

four weeks. 

If moderate improvement of symptoms does not occur after

four to eight weeks adherence to therapy should be

assessed and the treatment plan should be adjusted. If the

patient has a subtherapeutic response to treatment after

four to eight weeks or begins to experience adverse effects

considering changing to an alternative agent. 

Once patients have achieved remission of the current

episode, they enter the continuation phase of therapy. The

goal of the continuation phase is to prevent relapse. 

During the continuation phase patients should be

maintained at the same dosage which achieved remission

for four to nine months. Patients should be monitored for

adherence, adverse effects, and functional status during

this time. Patients are also encouraged to utilize

depression focused cognitive behavioral therapy, which

helps patients to identify negative thoughts and utilize

techniques such as coping self-talk to overcome them. 

If a patient has experienced three or more episodes of

major depression or has chronic major depressive disorder

they should move into the maintenance phase of treatment

once the continuation phase is completed. Maintenance

phase treatment may be continuing indefinitely, especially

in those with chronic depression. 

SSRIs

Selective serotonin reuptake inhibitors (SSRIs) have

become the cornerstone of MDD treatment. The primary

mechanism of action of SSRIs is the selective inhibition of

the serotonin reuptake transporter. SSRIs have become

popular due to their ease of use, safety in overdose,

relative tolerability and low cost as all are available

generically. Examples of SSRIs include sertraline,

fluoxetine, citalopram and escitalopram. Side effects

associated with SSRIs as a class include anxiety, sleep

disturbances, sexual dysfunction and gastrointestinal

disturbances. Gastrointestinal disturbances including

nausea, vomiting and diarrhea tend to dissipate after the

first few weeks of treatment. Administration after food or in

divided doses may help decrease this effect. 
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SNRIs

Serotonin-norepinephrine reuptake inhibitors (SNRIs)

include venlafaxine, desvenlafaxine, duloxetine, and

levomilnacipran (Fetzima). The properties of SNRIs are

dose dependent. At low doses they act in a similar manner

to SSRIs, primarily working at the serotonin reuptake

transporter. At mid ranged doses, they have additional

action on norepinephrine reuptake transporters. At high to

very high doses they have weak action on dopamine

reuptake transporters. SNRIs are associated with

insomnia, activating side effects and sexual dysfunction.

TCAs

Tricyclic antidepressants (TCAs) were originally introduced

in the 1950s and were the predominant antidepressant of

choice until the 1980s and 1990s when SSRIs were

introduced. TCAs work primarily by blocking the reuptake

pumps of norepinephrine and serotonin but do not

significantly affect dopamine reuptake. To varying degrees,

TCAs act as five or more drugs in one. They have act as a

serotonin reuptake inhibitor, a norepinephrine reuptake

inhibitor, some have weak dopamine reuptake inhibitor

activity, an anticholinergic-antimuscarinic drug, an 𝛼-1

adrenergic antagonist and an antihistamine. TCAs have

fallen out of favor due to their significant side effect profile

and lethality in overdose. At overdose levels, TCAs inhibit

sodium channels causing potentially lethal cardiac

arrhythmias and seizures. TCA side effects are explained

by their blockade of histamine and muscarinic acetylcholine

receptors. Antihistamine activity causes weight gain and

drowsiness. Anticholinergic activity is responsible for

constipation, blurred vision, dry mouth and drowsiness. 𝛼-1

blockade can cause dizziness, decreased blood pressure

and drowsiness. TCAs are also associated with increased

risk for arrhythmias. Patients who are greater than 50 years

of age or at increased risk for arrhythmias should have an

ECG prior to initiation of treatment. The constipation

associated with TCAs can be treated with adequate

hydration and bulk laxatives. Examples of TCAs include

amitriptyline, doxepin, imipramine, and nortriptyline. 

MAOIs

Monoamine oxidase (MAO) inhibitors are a class of

antidepressants which inhibit the activity of monoamine

oxidase enzymes (MAO-A and MAO-B). Monoamine

oxidase enzymes are responsible for the breakdown of

neurotransmitters within the synaptic cleft. MAO-A breaks

down serotonin, melatonin, epinephrine and

norepinephrine. MAO-B works on other trace amines

including tyramine. Dopamine is equally affected by both

enzymes. MAOIs, such as phenelzine, isocarboxazid and

moclobemide, are typically used as a last line option for the

treatment of depression due to their potentially lethal

dietary and drug interactions. Significant amounts of

tyramine can interact with MAOIs and cause serious

adverse events including hypertensive crisis. Dietary

restrictions include food and drinks with significant amounts

of tyramine. Foods that are absolutely not allowed while

taking an MAOI include all aged cheeses and aged, cured,

smoked or pickled meats, fish or poultry. A washout period

is required when transitioning to or from an MAOI. A

minimum washout period of two weeks is recommended.

The washout period may vary with up to six weeks

recommended when switching from fluoxetine which has a

long half-life. 

Norepinephrine-dopamine reuptake inhibitor (NDRI) 

Bupropion - the only norepinephrine-dopamine reuptake

inhibitor - inhibits the noradrenergic and dopaminergic

reuptake transporter systems. Unlike many other of the

antidepressants it does not have action on the serotonergic

system. This makes it particularly well suited to address

clinical symptoms such as psychomotor retardation,

anhedonia, hypersomnia and inattention which are thought

to be a result of a deficiency in dopamine. The lack of

action on serotonin makes it a good choice in patients who

do not respond or do not tolerate SSRIs or SNRIs. It also

makes it a good choice as adjunctive therapy in patients

with a subtherapeutic response or to eliminate side effects,

particularly SSRI-induced sexual dysfunction. Common

side effects of bupropion include agitation, insomnia, and

nausea/vomiting. Use of bupropion is contraindicated in

patients with seizure disorders and in patients who have a

history of anorexia or bulimia.
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Mirtazapine

Mirtazapine is in a class of its own with alpha-2

antagonism, antiserotonergic and antihistamine activity.

Unlike other antidepressants mirtazapine does not act on

the reuptake transporters of monoamines. Its effect on

histamine H1 receptor is likely responsible for some of its

common side effects including somnolence and decreased

nausea and vomiting which may result in the weight gain

associated with this medication. The alpha-2 antagonism is

responsible for increased release of norepinephrine,

serotonin, dopamine and acetylcholine in the CNS and

periphery as the alpha-2 adrenoreceptors control the

release of these monoamines. Common side effects of

mirtazapine include drowsiness, dry mouth, increased

appetite, weight gain, and dizziness. These side effects are

typically dose dependent and will improve with time.

Mirtazapine has minimal effects on orthostatic hypotension

and has a relatively low incidence of sexual dysfunction so

it may be a good choice for patients who have experienced

this side effect with other medications. Mirtazapine may

also increase cholesterol in patients, the addition of a statin

may be considered. 

Other medications which can be used to treat depression

include vortioxetine (Trintellix), a serotonin receptor

antagonist with serotonin reuptake inhibition, and

vilazodone (Viibryd), a serotonin autoreceptor partial

agonist with serotonin reuptake inhibition. Additionally,

atypical antipsychotics (e.g. aripiprazole, brexpiprazole)

can be used as adjunctive treatment. 

Side Effect Comparisons

Sexual side effects, including erectile dysfunction, orgasm

dysfunction, and loss of interest in sex, are a common side

effect associated with TCAs, SSRIs, and SNRIs. The

addition of bupropion in a patient experiencing these side

effects may lessen their severity while potentially providing

additional antidepressant action. Other options include the

use of a phosphodiesterase-5 antagonist such as sildenafil

or tadalafil, or selection of a new antidepressant agent. 

“Activating” side effects can include insomnia, agitation,

anxiety, restlessness, hyperactivity and irritability. SSRIs,

SNRIs, and bupropion are all associated with activation as

a side effect. Of the SSRIs, fluoxetine followed by sertraline

are most likely to cause this side effect. It is recommended

to administer these medications in the morning in order to

minimize the effects. If insomnia is still problematic patients

should be counseled on good sleep hygiene and melatonin

may be recommended. Conversely, TCAs and mirtazapine

are associated with sedation and should be administered

at bedtime. 

Hypertension is associated with SNRIs and bupropion. Of

the SNRIs, venlafaxine is the most likely to cause this

effect. Patients should monitor their blood pressure and

doses should be kept as low as possible. If necessary, an

antihypertensive should be considered. Hypertensive crisis,

defined as systolic blood pressure > 180 or diastolic > 120,

is associated with MAOI use. Immediate medical attention

is required in this instance. 

Diaphoresis, more commonly known as sweating, is a

common and bothersome side effect of TCAs, SSRIs and

SNRIs. In particular, venlafaxine and desvenlafaxine have

an incidence of greater than 10 percent. Dose reduction or

selection of a new antidepressant agent is recommended

however the addition of an alpha-1 adrenergic antagonist

(i.e. terazosin), central alpha-2 adrenergic agonist (i.e.

clonidine) or anticholinergic agent (i.e. benztropine) may be

considered.

Serotonin syndrome is a serious but uncommon side effect

of antidepressants. It is particularly dangerous when an

MAOI is administered with a serotonergic medication.

Symptoms of serotonin syndrome include diarrhea,

sweating, agitation, hyperthermia, mental status changes,

muscle rigidity, and nausea and vomiting. Patients should

be counseled on symptoms of serotonin syndrome

especially when using multiple serotonergic medications. If

patients experience serotonin syndrome they should be

counseled to seek medical attention as it can be life

threatening. 
S E P T E M B E R / O C T O B E R   |   2 8



CONTINUING

EDUCATION

OCTOBER 2021

Antidepressants should not be abruptly stopped due to the

risk of discontinuation syndrome. Symptoms of

discontinuation syndrome include disturbances to mood,

energy, sleep and appetite. Discontinuation syndrome is

problematic because it can be mistaken for or mask signs

of relapse. It is particularly associated with paroxetine and

venlafaxine. Strategies for preventing discontinuation

syndrome include decreasing doses gradually over a

period of time or changing to a brief course of fluoxetine

before discontinuing therapy completely. 

Alternative treatments

St. John’s Wort

Hypericum perforatum, more commonly known as St.

John’s wort, is from a yellow flowering plant in the

Hypericaceae family. It’s use dates as far back as the

ancient Greeks and is widely used in Europe for the

treatment of depression. There is mixed evidence as to the

efficacy of St. John’s wort in the treatment of mild to

moderate depression. As a CYP3A4 inducer, St. John’s

wort is associated with many drug interactions. St. John’s

wort should not be used in conjunction with

antidepressants due to the increased risk for serotonin

syndrome. It can decrease the efficacy of birth control,

cyclosporine, digoxin, some HIV medications and warfarin.

Side effects of St. John’s wort include upset stomach, dry

mouth, headache, fatigue, dizziness, confusion, and

increased sensitivity to sun. 

S-adenosylmethionine (SAMe)

S-adenosylmethionine (SAMe) is a naturally occurring

substance in the body which was discovered in the 1950s.

Research indicated abnormal levels in patients with

depression which led it to be studied as a possible

treatment option. Studies have been inconclusive as to the

effectiveness in treatment of depression, most studies have

had small sample sizes, short durations and have not been

of high scientific quality. Studies also have often used

injectable SAMe while the dietary supplement available in

the U.S. is only available orally. 

Long term safety data is limited but side effects appear to

be uncommon. When side effects occur they are often mild

in severity and include nausea or upset stomach. Drug

interactions include decreased effectiveness of levodopa

and increased risk of serotonin syndrome when

administered with antidepressants or St. John’s wort. 

Electroconvulsive therapy (ECT) 

Electroconvulsive therapy (ECT) has been found to be

highly effective in the treatment of severe depression in

addition to other therapies. It involves the electrical

stimulation of brain tissue while a patient is under general

anesthesia. In patients with severe, uncomplicated, MDD

clinical evidence indicates it will provide substantive

improvement in 80 percent of cases. While extremely

effective, it is not a cure. Patients will still need to undergo

maintenance therapy in the form of pharmacotherapy,

psychotherapy or additional ECT maintenance treatments. 

Special Populations

Older Adults

As many as 5 million of the 31 million adults in the U.S.

over the age of 65 have depression however there are

many barriers to appropriate treatment. First, depressive

symptoms may at times be dismissed as “normal aging”.

Additional complicating factors may include poor

socioeconomic status, social isolation, lack of social

support, and stigma associated with mental illness. SSRIs

are the initial treatment of choice in this patient population.

It is often recommended to begin at about half of the

traditional starting dose for adults as older adults may be

more susceptible to side effects. Recurrence after multiple

previous episodes of MDD is extremely high, after three

episodes recurrence is around 90 percent. Therefore

therapy should be continued for at least one year after

remission. If pharmacotherapy is discontinued it is

recommended to decrease doses slowly over several

weeks in order to minimize withdrawal effects. Nortriptyline

and desipramine are the TCAs of choice if used in the

elderly. They have less anticholinergic effects than other

agents within the class. 
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Desipramine is less sedating and can be used during the

day. Nortriptyline has a lesser incidence of orthostatic

hypotension. It should be noted that response to therapy to

TCAs may take longer in older adults, the upwards of 12

weeks. 

Pregnancy

Management of depression in pregnancy presents a

complicated picture with many variables to consider.

Overally, both depression and exposure to antidepressants

have been associated with poor fetal outcomes. While

antidepressant use in pregnancy has been well studied,

available research does not adequately control for other

variables which may result in poor fetal outcomes. The

American Psychiatric Association and the American

College of Obstetricians and Gynecologists have created

algorithms for the treatment of patients who are currently

undergoing pharmacologic treatment for depression and

contemplating pregnancy, patients who are pregnant and

not undergoing treatment for depression, and patients who

are pregnant but already undergoing pharmacologic

treatment for depression. All patients should be advised to

maintain healthy lifestyles including nutrition and weight

management and regular prenatal care. Additionally, all

patients should be advised to avoid tobacco and alcohol

use. 

Children/adolescents

It is estimated that 2.8 percent of children younger than 13

years and 5.6 percent of adolescents 13 to 18 years have

depression. Depression in these patients is diagnosed in

the same manner as for adults except that

children/adolescents may present with irritability instead of

low or depressed mood and weight loss may be defined as

failure to meet appropriate weight milestones. Risk factors

for depression in this patient population include family

history of depression, parental conflict, poor peer

relationships and negative thinking. For mild depression

cognitive behavioral therapy and interpersonal therapy are

the treatments of choice. These may also be used as

adjunctive therapy in moderate to severe disease. 

In moderate to severe disease, pharmacotherapy is

recommended. Consensus guidelines recommend use of

citalopram, fluoxetine, or sertraline as first-line therapy.

Tricyclic antidepressants are not effective in

children/adolescents and should not be used. All

antidepressants have a black box warning for increased

risk of suicide and suicidal ideation in children/adolescents.

Monitoring and follow up are strongly recommended.

Additionally, patient and family education should be

provided at the time of treatment initiation. Treatment of

children/adolescents with depression should be continued

for at least six months. 

Major depressive disorder is a common but treatable

disease. SSRIs are typically the initial treatment of choice

but can be associated with intolerable side effects. Patients

should have regular follow up to assess treatment efficacy

and tolerability. There are many resources available for

patients with depression. For those who have additional

questions, are in crisis or would just like someone to talk to,

the Substance Abuse and Mental Health Services

Administration offers a National Hotline at 1-800-662-

HELP. This is a free and confidential resource, available

24/7 and can help refer to resources in your area. Also

available is the National Suicide Prevention Lifeline at 1-

800-573-8255 or https://suicidepreventionlifeline.org/. The

National Suicide Prevention Lifeline provides free,

confidential, emotional support to people in crisis or

emotional distress and is available 24/7.

Table 1. Patient Health Questionnaire 9
(PHQ-9) Treatment Options
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Table 2. Dosing of selected medications for the treatment of depression
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Which of the following neurotransmitters is not involved in depression?
Dopamine
Norepinephrine
Oxytocin *
Serotonin

Ages 12-17
Ages 18-25*
Ages 35-40
Ages 55-60

Family History
High social support*
Childhood trauma
Stressful life events

Depressed mood
Trouble sleeping
Loss of interest or pleasure
A or C *

1 month
6 months
1 week
2 weeks*

1
3
4
5*

True*
False

Crying
Irritability*
Lethargy
None of the above

True
False *

Take on an empty stomach
Symptoms may be ongoing
Take with food and expect symptoms to dissipate in a few weeks
None of the above

1.
a.
b.
c.
d.

2. At what age do individuals have the greatest likelihood of experiencing MDD?
a.
b.
c.
d.

3. Which of the following is not a risk factor for depression?
a.
b.
c.
d.

4. According to the DSM-V, which of the following symptoms must be present to diagnose depression?
a.
b.
c.
d.

5. According to the DSM-V, symptoms must be present during the same period of how long in order to diagnose depression?
a.
b.
c.
d.

6. At least how many symptoms are required to be present to diagnose depression?
a.
b.
c.
d.

7. For a diagnosis of MDD, an episode must not be attributable to physiological effects of substance or another medical condition.
a.
b.

8. How might children and adolescents present with depressed mood?
a.
b.
c.
d.

9. To diagnose depression, symptoms do not have to cause significant distress or impairment to a person’s important areas of functioning?
a.
b.

10. How would you counsel a patient who is experiencing GI upset caused by initiation of SSRIs?
a.
b.
c.
d.
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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.

Title: Major Depressive Disorder 
Name: ____________________________________ 

Email: ____________________________________ 

NABP eProfile ID #: _________________________________ 

Birthdate (MM/DD): ____________________________________ 

Please circle: Pharmacist or Technician

Completion Date: ____________________________________ 
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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 C D 9. A B 10. 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



Shaping the Competitive Standard
for Student Pharmacists

by Caitlyn Romanski 

We spoke with Dr. Adam Robinson
(PharmD 2007) about his experience as a
preceptor at the University of Kentucky
College of Pharmacy. Robinson has been
a preceptor at UKCOP for the last four
years and works as an Owner and
Pharmacist at Save Rite Drugs in
Brandenburg and Radcliff, Kentucky. He
also specializes in the business and
management aspects of retail pharmacy,
working directly with patients and
promoting independent pharmacy.

1. What made you want to precept
students?
ROBINSON: What I love most about
precepting is the continued communication
with students. I talk with almost all of my
students throughout the year. It is amazing
to see what they are doing and how they
are impacting their communities.

2. What would you say to others who are
considering precepting?
ROBINSON: Most people think they don’t
have the time to be a preceptor. However,
this is not a role where you are babysitting.
Instead, you are working with responsible
adults who are becoming professionals—
they can handle anything. It will be a
rewarding opportunity for your practice.

3. What is one of the biggest challenges
pharmacy students face? What advice
would you give them?
ROBINSON: There are so many
challenges in pharmacy now, but I like to
look at them as opportunities. Whenever
there is a roadblock, I am that person who
says, “How do we get around that and
flourish in the process?”  As an
independent pharmacy owner, I can switch
gears and try new opportunities to practice
at the top of my license every day.
Pharmacists must constantly think outside
the box, so don’t be afraid to try something
new.

4. What is your overall impression of
UKCOP students?
ROBINSON: UKCOP students are
exceptionally knowledgeable and
professional. They really are the standard
for what aspiring pharmacy professionals
should become.

5. Lastly, as a preceptor, you often give
advice to and inspire our students. Who, or
what, inspires you?
ROBINSON: What inspires me to get up
every morning and play my role as a
pharmacist is the amazing results I see in
my community. From employing local talent
to donating to local events, making the
community healthier and seeing the
positive results from my work in pharmacy
keeps me motivated to do more.
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by Rodrick A. Millner, Doctor of Pharmacy Candidate, Class of 2023

As Sullivan University College of Pharmacy
and Health Sciences begins the 2021-2022
academic year, Dean Stutz made the
decision to be amongst the first college
institution to open its doors to in-person
learning for students. In a news report by
Alexis Mathews of WLKY, Dean Stutz
commented on how difficult the last year
had been for healthcare workers and how
challenging it was for students training in
the healthcare profession. Stutz also
stated, "No one can say that health care
workers don't have an extreme impact and
last year was vision to that. This year, I am
looking forward to having them in the
classroom together, working together,
which is what we anticipate anyway." Most
recently, pharmacists across the state of
Kentucky were on the frontlines to help
combat the crisis of the COVID-19
pandemic by providing vaccines to the
community. As healthcare workers and
leaders of the community, pharmacists are
expected  give safe and effective care to
patients, which often involves close
contact. In order to achieve the best
outcomes for the community, it is essential
that students in the healthcare profession
learn in the most effective way. PharmD
candidate for the class of 2023, Mustapha
Jobe, stated, “It feels good to learn on
campus, there are a number of skills that
student need to learn that we can’t get
from online classes.” 

In order to achieve the best outcomes for
the community, it is essential that students
in the healthcare profession learn in the
most effective way. PharmD candidate for
the class of 2023, Mustapha Jobe, stated,
“It feels good to learn on campus, there are
a number of skills that student need to learn
that we can’t get from online classes.” 

Sullivan University College of Pharmacy and
Health Sciences also held two in-person
social events: the PharmD alumni event
aboard the Belle of Louisville and the
student organizational fair. On July 28,
2021, the PharmD alumni event welcomed
over 100 alumni, student, faculty, and
friends to cruise down the Ohio river where
attendees were introduced to a night full of
food and fun. As students networked with
alumni from the graduating classes of 2011-
2021, they were encouraged by graduating
pharmacists from diverse career paths
representing multiple areas of pharmacy
practice, including inpatient clinical
services, specialty, community, oncology,
faculty, and management. PharmD
candidate for the class of 2023, Maleena
Portman, stated, “The Sullivan University
College of Pharmacy ten-year celebration
event was fun to attend during a busy
quarter.  

It brought us all together at a perfect time
after a unique year of online classes for
most of us. I enjoyed being able to socialize
and get to know some previous students
who were once in my same position that are
now out practicing pharmacy. 

On July 29, 2021, student leaders from
several SUCOPHS student organizations
held its first organizational fair, where P1
students were introduced to P2 students
and learned about organizations offered at
SUCOPHS. As the start of the academic
year kicked off to a great start, full
engaging social connections, we are looking
forward to getting back on track and I am
excited to see what is next to come. After a
great start to kick off the academic year,
students are looking forward to getting
back on track. 
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From the left,  Maleena, Courtney, Sierra, and
Enmarie Sullivan University College of Pharmacy
and Health Sciences students

OCTOBER IS AMERICAN 
PHARMACISTS MONTH

 





FALL
CONFERENCE

Registration Open!

F R I D A Y ,  O C T O B E R  2 2 ,  2 0 2 1
G R I F F I N  G A T E  M A R R I O T T

L E X I N G T O N ,  K Y

Join us on Friday, October 22 for the 2021 Fall Conference at the
Griffin Gate Marriott Resort & Spa in Lexington.

REGISTER  HERE: WWW.KPHANET.ORG

AGENDA
 

8:00 AM Registration/Exhibit/Breakfast 
9:00 – 10:00 AM 1 Hour CE  
10:00 – 10:15 AM Break
10:15 – 11:15 AM House of Delegates
11:15 – 11:30 AM Break – Exhibits 
11:30 – 12:30 PM LUNCH/Program 
12:30 -1:30 PM 1 hour CE 
1:30 – 1:45 PM BREAK 
1:45 – 2:45 PM 1 hour CE
2:45 – 3:00 PM BREAK
3:00 – 4:30 PM 1.5 hour Roundtable Discussion with Legislators
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"WE ARE MAKING A DIFFERENCE AND PROVIDING
PATIENT CARE! WE EVEN HAVE OTHER HEALTH CARE
PROVIDERS REACHING OUT TO US BECAUSE THEY KNOW
WE TAKE CARE OF OUR PATIENTS."

"WE HAVE
APPROXIMATELY
50% OF OUR
PATIENTS ON AN
ADHERENCE
PROGRAM AND WE
KEEP GROWING."

KPhA Board Member Dr. Martika Martin
was awarded the 2021 National Community
Pharmacists Association Innovation Center
Outstanding Adherence Practitioner Award

- M
artika M

artin

– Martika Martin

Member Spotlight
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https://www.facebook.com/commpharmacy/?__cft__[0]=AZUcxGs3IeGnSpzwmJ-d9TN5wMx9ZMsNikBboc03SPS8AV4ZS2wPFEAU9EFGz8VnMxYsGup39_Ln5s7_r5eWFXUs7RxWxskcezK7wftmu1DaBBHLH_YqpExbukuS-QOVDlHjfvvViArm5B2nkHENPlk4Q5oGyfz1M2viQBxCMXkrqw&__tn__=kK-y-R
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Welcome

NEW MEMBERS
The list reflects new memberships received from July 1, 2021— August 31, 2021.

Andrew Carter, Pikeville
New Practitioner

 
Jordan Chael, Lexington

New Practitioner 
 

Derek Compton, Ransom
New Practitioner 

 
Patrick Hall, Pikeville

Pharmacist
 

Ariana Munoz, Louisville
New Practitioner 

 
Sydney Smith, Canada

Pharmacist 
 

Cheryl Stevens, Louisville
Pharmacist

 
Mary Ward, Pikeville
New Practitioner   

 
Brian Wyatt, Richmond

New Practitioner 
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WHEN IS BILLING A DAW CODE APPROPRIATE?
PAAS National® continues to see confusion regarding billing DAW
codes on brand medications. Any time you bill a DAW code other
than the default of DAW 0, that claim is more likely to be audited,
even if there is no generic available. PAAS recommends that you
always default to DAW 0.

Pharmacies often ask PAAS how to handle brand medications
being preferred when generics are available. This typically happens
when a generic first comes on the market and rebates cause the
brand product to be less expensive for the plan. Effective July 1,
2021, MedImpact® began processing claims as Kentucky’s single
PBM for each of the Kentucky Medicaid Managed Care
Organizations. MedImpact utilizes the Kentucky Medicaid preferred
drug list which includes brand name products such as Adderall
XR®, Advair®, and Concerta®, not their generic equivalents.
MedImpact instructed pharmacies to run these claims with a DAW
9 – Substitution Allowed by Prescriber, but Plan Requests Brand. If
trying the generic first, pharmacies should receive a reject message
stating they should run the brand product with DAW 9. If the
generic does not reject, check reimbursement and refer to the
latest Medicaid preferred drug list to see if the brand product is still
preferred and document the hardcopy appropriately prior to
dispensing the brand product.

Billing an inaccurate DAW can be costly. Not all plans treat billing
an incorrect DAW code the same. While some will take back the
difference in brand versus generic reimbursement, others will
recoup the entire claim and make it difficult to appeal. Follow the
PAAS Tips below and download our DAW Codes Explained
document at www.paasnational.com (under Tools & Aids) to ensure
you are billing the correct DAW codes on your claims.

F
E

A
T

U
R

E
 

S
T

O
R

Y

Default all prescription claims to DAW 0, especially if there is
no generic
If the brand is preferred by the insurance, submit the brand as
a DAW 0 first, then follow the directions given by the plan to
bill DAW 9 and document that the plan requires brand on the
hard copy
Do not bill DAW 1 when the insurance requires brand
DAW 1 is reserved for when the prescriber requires brand as
medically necessary
PBMs typically look for an “overt action” when a DAW 1
comes over on an ERx
If the prescriber types out the words “Brand Medically
Necessary” in the directions or notes field, the claim is often
ok to be billed as DAW 1
If the prescriber simply checks a box to make the prescription
read “DAW:Y” or “Substitutions not allowed” PBMs will
typically want verification of the DAW 1 noted on the hard
copy
DAW 7 (Substitutions Not Allowed – Brand Drug Mandated By
Law) is rarely used and must be specifically allowed by your
state. Most pharmacies should not be using this DAW code!
DAW 8 (Substitution Allowed – Generic Drug Not Available in
Marketplace) should only be used after trying DAW 0 or DAW
9 on the brand medication first. The PBM will likely require
proof of generic unavailability if audited.
This could become more commonplace with COVID-19. Be
sure to screen print wholesaler outages as a good faith effort
of availability
Make sure you have documentation on the hard copy any
time you use a DAW on a claim
Review Newsline articles Self-Audit Series #4: DAW Codes
and What DAW Code Do I Bill on a Brand Product?

PAAS Tips:

The University of Kentucky College of
Pharmacy White Coat Ceremony was held

on Friday, August 20, 2021, at the Singletary
Center for the Arts.

WHITE COAT CEREMONY 
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https://portal.paasnational.com/Download/Read?path=PAAS-DAWS-Codes_Explained.pdf
http://www.paasnational.com/
https://portal.paasnational.com/Paas/Newsletter/Go/578
https://portal.paasnational.com/Paas/Newsletter/Go/561
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