
Hospitals involve pharmacists 
in care of indigent patients
Pharmacists’ involvement helps improve outcomes, costs

Hospitals that serve populations that traditionally have difficulty
affording primary care now are seeing their indigent popula-
tions swell as the recession has hit those with hard luck even

harder.
Some health care systems have found that including pharmacists in

the care of these patients can improve outcomes and help reduce hospi-
talizations and costs.

“We look at our hospitalizations every month to see if there’s anyone
from our clinic who has been hospitalized due to any issue,” says
Sherry Martin, PharmD, the outpatient pharmacy operations coordina-
tor at The Medical Center Inc., which is part of the Columbus Regional
Healthcare System in Columbus, GA.

“A patient can be referred to a pharmacist based on their hospitaliza-
tion if medication therapy is related or due to an uncontrolled disease
state,” Martin says.

The Medical Center’s Outpatient Clinic and Ambulatory Care
Pharmacy were established to provide primary care to uninsured
patients, and, at the same time, deliver cost-effective therapy while

keeping patients out of the hospital,
Martin says. 

Since these patients have no insur-
ance and no resources to pay for
their own care, the Outpatient Clinic
and Ambulatory Care Pharmacy are
funded through a city-county grant,
she adds.

The pharmacy and clinic were
established based on the theory that
if someone provided preventive ser-
vices on an outpatient basis to
patients, then there would be fewer
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indigent patients going to the hospital emergency
room for primary care, says Lori Hornsby,
PharmD, BCPS, an assistant clinical professor
with the Harrison School of Pharmacy at Auburn
University in Auburn, AL. Hornsby also is an
ambulatory clinical pharmacist with the
Columbus Regional Healthcare System.

“The thought is that providing these services
will help us decrease hospitalizations and ER vis-
its,” Hornsby says. “However, we have found
this difficult to track as many of these patients
transition in and out of our system.”

The Family Practice Clinic and Family Health
Pharmacy, which also are associated with The
Medical Center and Columbus Regional
Healthcare System, see some indigent patients,
but the clinic’s population is slightly more
diverse economically, says Jamie Thompson,
PharmD, BCPS, ambulatory care clinical pharma-
cist at the Family Practice Clinic and Family
Health Pharmacy.

“The Family Practice Clinic is a medical resi-

dency program with 30 medical residents and
attending physicians, and it serves as a training
site for pharmacy residents and students,”
Thompson says. “We’ve had a pharmacist in the
clinic for over 10 years.”

The clinic’s pharmacists help with patient-
assistance programs and work to obtain low-cost
medications through drug companies and other
sources, she says.

“Since a lot of our people can’t afford their
medications, we work with physicians to assure
that they are receiving the most cost-effective
medication therapy,” Thompson says.

One of the issues with dealing with indigent
populations is that funding usually comes from
various sources, meaning that not all patients can
be seen by one particular site.

For instance, the Family Practice Clinic and
Family Health Pharmacy see patients from out-
side counties because they receive some state
funding, but the Outpatient Clinic and
Ambulatory Care Pharmacy, funded by the
county and city, serve only people who live
within Muscogee County, GA, Martin says.

“Each clinic has a separate pharmacy, but the
goals of the pharmacy department in both clinics
are the same,” Martin says.

Here is how the clinics work:
• Family Practice Clinic: “There are two phar-

macists here in this clinic, and we have patients
scheduled to see us every day of the week,”
Thompson says.

“We see 98% of the patients who come to the
clinic for anticoagulation management,” she says.

A large portion of what we do is diabetes man-
agement, hypertension management, and hyper-
lipidemia management,” she adds. “The other
types of physician referrals we receive involve
medication compliance and reducing costs of
medications.”

The pharmacists spend 30 minutes with
patients on average, although anticoagulation
management visits sometimes are shorter, and
diabetes management visits take a little longer,
Thompson says.

“For diabetes we talk about whether they’re
checking their blood sugars and keeping their
values in range,” she explains. “We make sure
they understand what their medications are pre-
scribed for and why it’s important to take them
and obtain good control of their diabetes.”

The pharmacists also will make sure patients
know how to improve their overall health and
how important it is to lose weight and stop smok-
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ing, if appropriate, Thompson says.
“Usually patients bring in their medication

bottles with them, and we ensure they’re taking
their medications correctly,” she adds. “We evalu-
ate for any changes needed in their medication
therapy and keep them up to date on all their lab
work.”

With new referrals they keep track of their ini-
tial diabetes control and then subsequent testing
when they return.

Patients determined to be well-controlled will be
seen every 3-6 months to make sure they’re receiv-
ing regular follow-up, Thompson says.

For patients who have more severe diabetes,
the pharmacists will schedule more frequent vis-
its, sometimes even once a week, she adds.

• Outpatient Clinic and Ambulatory Care
Pharmacy: When patients first are enrolled in the
outpatient clinic program they’re seen by either a
physician or physician extender, Hornsby says.

“Patients found to have certain chronic disease
states are automatically referred to us,” she says.

Patients are generally referred for diabetes,
hypertension, hyperlipidemia, asthma, chronic
obstructive pulmonary disease (COPD), hepatitis
C, and congestive heart failure. The clinic pro-
vides smoking-cessation, weight-management,
and anticoagulation service. (See story about
clinic’s disease management programs, right.)

The clinic’s staff also includes pharmacy resi-
dents and fourth-year pharmacy students from
surrounding pharmacy schools.

“A lot of what we do is train medical and phar-
macy residents and pharmacy students to man-
age these patients, as well,” Hornsby says.
“Pharmacy residents conduct a large percentage
of our visits with the oversight of the ambulatory
clinical pharmacist.”

The clinic also has three physicians and a nurse
practitioner.

“We work with physicians to assess patients’
disease control, their understanding of the dis-
ease, and their compliance,” Hornsby says. 

“We are also able to adjust medication therapy
when necessary,” she adds.

“We have a very unique setting — a utopian
pharmacy — where patients receive their medical
care and medications from a clinic and pharmacy
located in the same building,” she explains. “If
there are ever any questions about their medica-
tions or medical care, these issues can be easily
resolved since all providers are in the same 
location.”

The outpatient clinic’s goal is to serve the

county’s indigent while reducing the hospital’s
costs in providing care for uninsured patients,
Martin notes.

“We’re a 340B Disproportionate Share
Hospital, and we’re always very conscious of cost
savings,” Martin says. “We’ve been involved in
patient assistance programs sponsored by drug
manufacturers for many years, providing medi-
cations to patients at little or no cost.”

Now the hospital is seeing an increase in the
influx of indigent patients, particularly in the
Outpatient Clinic and Ambulatory Care
Pharmacy.

In the past year, the clinic’s patient population
has swelled with several new patients each day,
she says.

“Our volume has grown because of the econ-
omy and people losing their jobs,” Martin says. 

“We have many people in the community who
have found themselves unemployed,” she adds.
“These were people who previously had health
insurance benefits, and now they’re here in our
clinic for the uninsured.”  ■

Disease management 
program relies heavily on
pharmacist care, education
Clinic focuses on diabetes and anticoagulation therapy

When hospitals expand to outpatient clinics
that focus on chronic disease management,

it is an ideal opportunity for pharmacists to fulfill
a major role.

Pharmacists and pharmacy residents and stu-
dents who work at the Outpatient Clinic and
Ambulatory Care Pharmacy, which is part of
Columbus Regional Healthcare System in

Columbus,
GA, provide
medication
management
and disease
management
care to indi-
gent patients,
ultimately sav-
ing the health
care system
money.
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• Education is chief part of diabetes 
management.

• Pharmacists use point-of-care 
monitoring machine for 
anticoagulation therapy patients.

• Physicians and pharmacists 
working together help provide good
primary care for indigent patients. 



Here are some of the areas of focus and how it
works:

• Diabetes management: “The large compo-
nent of diabetes management is education, mak-
ing sure patients have the ability to handle
self-management issues,” says Lori Hornsby,
PharmD, BCPS, an assistant clinical professor
with the Harrison School of Pharmacy at Auburn
University in Auburn, AL. Hornsby also is an
ambulatory clinical pharmacist with the
Columbus Regional Healthcare System.

The pharmacist ensures that diabetic patients
receive blood glucose monitors and education on
proper use.

“We also provide extensive education to
include diabetes-related complications, the goals
of therapy, dietary information, and medication
counseling,” Hornsby says. “We work collabora-
tively with patient’s physicians to ensure they are
on appropriate therapy, adjust medications if
needed, and track success through A1c values.”

Follow-up varies. Patients who are beginning
insulin therapy may be seen the next week, and
those who are using monitors for the first time may
be seen in two weeks. Better controlled patients
might be seen every four weeks, she adds.

For better controlled patients, they might be
seen every 2-4 weeks.

“This is one of the benefits of having pharma-
cists involved in diabetes management,” Hornsby
notes. “Follow-up with physicians is often
extended.”

Also, the pharmacists’ visits supplement physi-
cian visits, providing more oversight.

• Anticoagulation therapy: Like many hospital
systems, Columbus Regional Healthcare System
has many patients who are admitted to the hospital
or emergency room with problems from their anti-
coagulation medications, Hornsby says.

A small change in their medications can have a
big impact, so it’s important to have pharmacists
involved in anticoagulation treatment 
management.

“All patients who come in on anticoagulation
therapy are referred to us,” Hornsby says. “We’ve
been following the recent Joint Commission [of
Oakbrook Terrace, IL] guidelines for 10-plus
years.”

As patients bring anticoagulation prescriptions
into the dispensing pharmacy, the staff ensures
that these patients are scheduled an appointment
for follow-up with the ambulatory clinical phar-
macist in the Outpatient Clinic, she adds.

Pharmacists ensure anticoagulation patients

are aware of drug-drug and drug-food 
interactions.

Patients are encouraged to be consistent in
their dietary choices and to discuss all changes in
prescription and over-the-counter medications
with their pharmacist, Hornsby says.

“We make sure patients are educated and that
they understand the risks and benefits of ther-
apy,” Hornsby says. “We teach them about the
risks of bleeding, how to monitor for signs and
symptoms of bleeding, and when to seek medical
attention.”

Initial visits average 30-60 minutes, depending
on the patient’s understanding of their therapy
and whether or not they’re experiencing confu-
sion, she says.

The clinic has a point-of-care monitoring
machine that is utilized by the pharmacists.
When the patient’s blood is entered into the
machine there is an automatic reading in 10-15
seconds, so pharmacists have instant information
necessary for making therapeutic decisions,
explains Sherry Martin, PharmD, the outpatient
pharmacy operations coordinator at The Medical
Center Inc., which is part of the Columbus
Regional Healthcare System in Columbus, GA.

The immediate results allow for real-time
assessment and management, which avoids the
need for follow-up calls and to track down
patients when utilizing other methods, Hornsby
notes.

The clinic follows patients closely, calling them
if they haven’t returned for follow-up, she adds.

“For patients who haven’t been coming to have
their lab work done, the dispensing pharmacy
can flag their prescriptions so that patients can be
directed to consult with a pharmacist to order fol-
low-up labs before prescriptions are refilled,” she
says.

“Patients who are new to anticoagulation ther-
apy are seen once a week for several weeks,”
Hornsby says. “Then the goal is to get them
where they come in once a month because even
patients who are very stable usually need
monthly follow-up care.”

It is a challenge in today’s environment to pro-
vide cost-effective primary care to low-income
patients, Hornsby says.

“Physicians and pharmacists working together
in a collaborative practice, utilizing 340B drug
pricing, and accessing patient assistance pro-
grams allow Columbus Regional Healthcare
System to provide excellent patient care for their
low-income patients,” she adds.  ■
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When building pharmacy
department value, it pays
to think outside the box
Improve your communication skills

When a chief goal is to build the pharmacy
department’s value within a health care

system, one of the primary roles pharmacy direc-
tors play is that of communicator.

“We convince people all day long to do things
they might not want to do,” says Susan D. Bear,
PharmD, director of clinical pharmacy services for
Carolinas HealthCare System in Charlotte, NC.

“The pharmacy department commands a large
portion of expenses in hospital and revenue,”
Bear says. “We’re integral in everything in a
health care organization, and so we have to advo-
cate for our interest, as well as for our depart-
ment’s interest.”

Pharmacy directors need to network with
human resources managers, information technol-
ogy staff, as well as clinicians, says Robert Carta,
assistant vice president of the division of phar-
macy services at Carolinas HealthCare System.

“One way you learn is through networking,”
Carta says.

Pharmacy directors need to observe meetings
in which other department heads ask for changes,
learning from their proposals and how they are
received, he adds.

“It’s how you ask for it and how you present
things in a way that your senior leadership thinks
in that direction,” Bear says.

Also, an important goal is to develop credibility,
and this takes both communication and action.

“You have to be successful operationally,”
Carta says. “You have to build a solid distribu-

tion system
and develop
credibility in
terms of phar-
macist exper-
tise and
distribution of
product.”

Once a
pharmacy
demonstrates
excellence in
this area, then

it’s time to build clinical roles, he adds.
“Once you build your foundation, the next

thing you know the human resources department
hears about how you’ve done, and they call you
in and ask you to sit in on their benefit meeting,”
Bear says. “And information technology people
call and want to hear your input on design of the
pharmacy information system.”

Carta spent years building credibility and a
good reputation as a leader before asking the
health system’s top executives to consider letting
his department build a system for handling
employee medications rather than continue to
send this role to a third party.

The goal was to bring the whole function in-
house to save money on the health system’s med-
ication benefit costs. (See story on an in-house
employee medication system, p. 30.)

“When I was proposing this I was invited to
employee hospital system committee meetings,
and I was invited through an e-mail outlook
exchange,” Carta says. “I kept showing up at the
meetings and automatically became a member of
the committee.”

Sometimes pharmacy directors have to put
themselves in places that might be a little awk-
ward, but if they speak up intelligently, then they
eventually will become a member of the commit-
tee, he adds.

“It goes back to thinking outside the box,”
Carta says. “We need to zero in on all of these
expenses, and identify other opportunities.”

This is an example of achieving success by
identifying influential people, getting to the table
with them, and, over time, establishing a per-
sonal track record with them, Bear notes.

A good pharmacy leader, like Carta, knows
what various other health care system leaders
will propose and what they’ll say “yes” and “no”
to, Bear adds.

Carta’s plan was to bring employee medication
fulfillment in-house, so he presented it as a way
to benefit the human resources department to
meet their goals, she says.

“And we came out the winner,” she adds.
In another example, a pharmacy leader might

desire to have a pharmacist be the point person
for a new chronic disease management program,
such as a diabetes management initiative.

Others sitting at the table believe their own
staff could take the lead, so the nursing depart-
ment proposes that a nurse heads the project,
physicians propose having a doctor take the lead,
and quality improvement leaders want to be in
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charge, as well.
“You have to go in and steer the question in

your direction,” Carta says. “Pharmacy should be
the point person.”

So when Carta was in this situation, he pro-
moted clinical pharmacy by showing that phar-
macists are in the best position to make the new
project happen quickly and most efficiently, while
maintaining relevant pieces for other disciplines.

“We decided pharmacists will take a lead role
and start out with diabetic patients,” Bear says. 

“We start with small successes, getting those
under our belt, and then develop a good personal
track record,” Bear says.

“So when administrators say revenues are
down, expenses are up, and we need to cut costs,
that’s when a good pharmacy director says, ‘Wait a
minute, only 20% of my total pharmacy expenses
are in salaries, so you won’t get a big bang by cut-
ting staff,’” Carta says. “You have to cut drug costs,
and to do that you hire more pharmacists.” ■

Health system pharmacy
becomes mail-order 
pharmacy for employee meds
System saves $2.4 million 

Pharmacies in larger health care systems can
broaden their own mission and save the health

system money by taking on roles that typically are
handled through outside vendor contracts.

For example, the Carolinas HealthCare System
of Charlotte, NC, saved $2.4 million in expenses
over three years by starting an in-house mail-
order pharmacy program that handles medica-
tions for the hospital’s thousands of employees
and dependents, says Robert Carta, assistant vice
president of the division of pharmacy services at
Carolinas HealthCare System.

“We have 29 hospitals and are keeping this in-
network now,” Carta says. “We can purchase
drugs at the hospital’s prices with a substantial
discount.”

There are 36,000 members who receive their
medications from the mail-order pharmacy, Carta
notes.

“We spend in retail and mail-order pharmacy
about $34 million on employee medications,” he
adds.

Pharmacy
directors typi-
cally do not
think about
medication
costs associ-
ated with
employee 
benefits. But
Carta saw this
as a revenue
source and

way to control expenses.
“The real issue is we have these internal

resources, and we have them in every health care
organization,” Carta says. “So why hire consultants
to develop prior authorization, clinical initiatives,
and co-pays when we do that every day?”

Also, the pharmacy department knows how to
buy drugs at the cheapest costs, he adds.

“We knew we could buy them cheaper than we
could ever get in a deal with one of the big mail-
order houses,” Carta says.

An analysis of the costs of the top 100 medica-
tions prescribed to employees and covered family
members showed a tremendous potential savings
by moving this service in-house, he says.

For example, some of the large mail-order
pharmacy contractors receive rebate incentives
from pharmaceutical companies to push one type
of brand drug over another. The health system
mail-order pharmacy can save money by putting
generic drugs on its formulary since it saves the
health system overall by not opting for the
rebates, Carta explains.

“If I put a branded statin drug on the formu-
lary, it might cost $3 a tablet while a generic statin
costs 2cents a tablet,” he says.

Even after a rebate, the branded drug might
cost 98cents more than the generic drug, so it
benefits the health system to encourage use of the
generic drug, he adds.

The health system does this by offering the
generic drug, which costs 2cents per tablet for
free to employees, says Susan D. Bear, PharmD,
director of clinical pharmacy services for
Carolinas HealthCare System.

For people who have five or six different medi-
cations and who would otherwise have co-pays
for each, the free generic drugs can result in a
considerable savings, she notes.

“We also were able to decrease co-pays to
employees and offer some incentives that they
didn’t have before,” Bear says. “For example,
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their mail-order drugs arrive in 2-3 days because
the pharmacy is right here in town, and we offer
them 30-day refills through the mail-order phar-
macy, when most people offer 90 day refills.”

For employees, the 90-day refill is a big
expense, and having a 30-day refill option allows
them to budget their money more effectively,
Bear adds.

Since the in-house mail-order pharmacy’s
goals are to save money for the overall health sys-
tem and not just to make profits for its own
entity, the way it does business is slightly differ-
ent than the way contract mail-order pharmacies
might do business.

Carta spent two years learning as much as he
could about human resources health plan benefits
and the business of running a mail-order phar-
macy before opening the mail-order pharmacy.

“I knew we could save the organization money
by bringing this in house,” Carta says. “But more
importantly, this is a long-term vision: The vision
of this mail-order pharmacy was to save money for
the organization and to really get into the lead in
managing drug therapy by clinical pharmacists.”

Health system pharmacy directors institute
clinical initiatives into their hospitals every day,
but they don’t offer clinical initiatives to employ-
ees, he notes.

“We have the employees’ adherence and pre-
scription information; we own their data, so
shouldn’t we be doing something with all these
data?” Carta says.

Carta’s research paid off. The health system
decided to start the in-house mail-order phar-
macy business, which now employs 16 people
and is its own self-contained business unit.

“Once you receive the capital funding to build
the building and install an automated informa-
tion technologies system, then that’s the one-time
expense hit,” Carta says. “You justify it by saying,
‘This is what it costs to run drug inventory, staff
an IT system, and use a claims processor to pro-
cess claims.”

Carolinas HealthCare System has its own inter-
nal architectural and business management
departments, which helped with the front-end
work and costs, he adds.

“A single hospital system probably could put
1,000 square feet of space within the hospital and
call it an employee pharmacy and do the same
thing,” Carta says.

Even this down-sized version of a mail-order
pharmacy would save a hospital money, he adds.

So far the in-house mail-order pharmacy has

been successful from both a cost-savings and an
employee satisfaction perspective, he says.

“The best part is our employees pick up the
phone and talk to a pharmacist who works for
Carolina HealthCare System,” Carta adds. “It
makes a difference to them to know we work for
their same health system.”  ■

Pharmacy managers need
to embrace financial 
management skills 
Good budgets start with good leadership

Pharmacy managers need to embrace the
notion that one part of their skills has to

include financial management and creating a
proper budget, an expert advises.

“We probably all got into this profession
because we wanted to improve the health care of
patients, but we chose management as a specialty
because we thought we had leadership poten-
tial,” says Steven B. Cano, MS, RPh, FASHP,
senior director of pharmacy and chief pharmacy
officer at Cambridge Health Alliance in
Cambridge, MA.

But part of leadership and management is han-
dling a budget, and this is an area in which some
pharmacy leaders need improvement.

“It’s a challenge and a tactical exercise, a way
of saying, ‘This is how I’m going to manage the
pharmacy department’s money,’” Cano says. 

“What pharmacy managers don’t do as good a
job of doing is strategic budgeting and looking
three years out,” he says. “Ask yourself, ‘How does

our financial
position help
us or hinder us
from attaining
our strategic
goals?’”

A first step
is to develop
constructive
relationships
with hospital
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• Pharmacy leaders could improve 
budgeting skills.

• Put organization’s interests ahead 
of pharmacy interests.

• Do self-assessments to look at 
programs that might no longer be 
working.  



leaders.
“You can pick up a textbook about creating a

budget, but the art to all of this is creating a rela-
tionship with the decision makers in an organiza-
tion where you’re considered essential to the
health of the organization,” Cano says. “If you
manage that relationship then we all do well, and
if you mismanage that relationship then it will
eventually catch up with you and not produce a
good outcome.”

Financial planning that’s done without consid-
ering goals, including the goal of continuing to
build trust with hospital leaders, is incomplete.

Cano offers a few suggestions for how to
improve budgeting and financial planning:

• Put your organization’s interests first. 
“Another challenge is really being willing as a

pharmacy manager to put the organization’s
interest ahead of your own professional interest,”
Cano says. “We’re interested in furthering the
profession, but when it comes to the budget, it’s
inappropriate to put your own personal objective
ahead of the organization.”

For example, a pharmacy director’s goal might
be to expand the department’s clinical services,
and he or she sees an opportunity to create an
anticoagulation clinic, he says.

“Let’s say the organization says, ‘Propose a
service, and let’s see what happens,’” Cano says.
“You are aware that pharmacists do a fine job of
managing these clinics, but you know that nurse
practitioners also do a good job.”

If pharmacy directors look out for only the
pharmacy department’s interest, then they might
recommend the hospital hire a pharmacist for the
job as the only option.

“But what if a nurse practitioner costs the orga-
nization less and would do as good a job as a
pharmacist?” Cano says. “So what are you will-
ing to suggest?”

It’s irresponsible for pharmacy directors to use
their good reputations and cultivated trust
among hospital leaders to push through pro-
grams that will benefit the pharmacy but not the
hospital, Cano adds.

Most of the time this type of choice isn’t an
issue since most programs that benefit the phar-
macy will benefit the hospital too, he notes.

“You can accomplish things for the pharmacy
that are good for the organization,” Cano adds.
“But there are times when there might be better
ways of doing things than what you have
planned.”

• Do self-assessments.

In many organizations there often are so many
competing priorities that administrators fail to
pay attention to new programs after their initial
launch, Cano notes.

“So it’s incumbent on you to do a self-evalua-
tion to bring value to the program,” he says. 

There likely are programs that were great 10
years ago, but are not working as successfully
today, he adds.

It’s tough to admit that perhaps a program
should be changed or discontinued, but recogniz-
ing these realities is part of a pharmacy leader’s
job, Cano says.

“You can say, ‘I’ve redeployed that resource,’”
he suggests. “Acknowledge that we’re not spend-
ing as much time on that program so you’ve
asked the pharmacist to do something else that
will add value to the organization.”

• Consider future national trends.
Pharmacy directors need to be aware of the

broader environment and understand what is
broken in U.S. health care, Cano says.

“To understand what’s wrong with the current
environment, you need to understand what’s
going on in health care financing,” he says. “It’s
really in everyone’s best interest to understand
what health care reform will mean and how
changes will impact the flow of money in and out
of an organization.”

Pharmacy leaders should keep up with federal
changes to health care as part of their efforts to
plan for the future. This includes strategic plan-
ning and writing budgets that go out as far as
three years, Cano suggests.

“In the context of health care reform, pharma-
cists have a great opportunity to step in and play
a heightened role because busy primary care
physicians can’t always focus on things like anti-
coagulation management,” he says. “In my per-
sonal opinion, we’ve never had the opportunity
we have now, which is being driven by health
care reform.”

Pharmacists can take on the role of focusing on
specific medications, understanding their costs,
and keeping up with the literature on their opti-
mal use with hospital patients.

If it appears there will be national health care
changes in how medical care is paid, such as a
move away from fee for service, then pharmacy
leaders should be prepared to come up with
strategies to handle these changes.

Some thought leaders say the current health
care system should move to capitated care, and if
that happens then there will be greater incentives
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for good quality care that is delivered in the most
cost-efficient way possible, Cano says.

“In that scenario, pharmacists play a huge role
because they are less expensive than physicians,
and they’re not likely to waste resources,” he
says. “So they have a great opportunity there.”  ■

Guidelines on preventing
errors in chemotherapy 
now being revised
Emphasis on oral chemotherapy

It’s been over a decade since experts were
invited to write specialty guidelines regarding

preventing medication errors with antineoplastic
agents. And now the guidelines are dated, and
experts have been working on an update that
includes the impact of new technology.

The American Society of Health-System
Pharmacists (ASHP) published the Practice
Guidelines on Preventing Errors in the Use of
Antineoplastic Medications in 2001.

“One of the new technologies is computerized
prescriber order entry (CPOE),” says Robert
DeChristoforo, MS, FASHP, chief pharmacist at
the National Institutes of Health Clinical Center
in Bethesda, MD. DeChristoforo presented infor-
mation about the proposed revisions at the 44th
ASHP Midyear Clinical Meeting and Exhibition,
held in Las Vegas, NV, Dec. 6-10, 2009. 

Approximately 15% of hospitals have CPOE,
and there are other new technologies like smart
pumps, so the old guidelines did not include
these,” DeChristoforo says. “Also, the guidelines
published in 2001 didn’t emphasize enough of
the oral products.”

So DeChristoforo and co-authors added two
new sections to the proposed guidelines, cover-

ing new 
technology
and oral
chemotherapy.

“We empha-
size there are
errors that still 
can be made
even with a
computer 
system,”

DeChristoforo says.
The guidelines still need to be peer-reviewed

before they are approved.
Here is a preview look at what the proposed

guideline changes suggest:
• CPOE: Increasing numbers of hospitals are

using CPOE, which is expected to improve medi-
cation safety.

But sometimes the new technology itself can
introduce new errors, DeChristoforo says.

“For example, you can make an order entry
template for a prescriber who orders a particular
regimen of chemotherapy,” he explains. “But if
you were to make a mistake designing the tem-
plate then you’d perpetuate the mistake until
someone caught it.”

This is an example where technology potentially
could make them worse by magnifying one mis-
take at one time to multiple mistakes over time.

“Let’s say a drug is supposed to be 3.5 mg/kg per
dose, but when the template indicates 3.2 mg/kg
you introduce an error,” DeChristoforo says. 

The revised guidelines will recommend that if a
hospital pharmacist makes a template, then he or
she should make sure it’s double-checked by vari-
ous people to ensure it’s correct, he says.

When health systems set up CPOE, they should
make certain these are designed with patient safety
safeguards in place.

“Using the CPOE system should prevent some-
one from ordering the wrong route of administra-
tion or prevent the potential for a deadly mistake,”
DeChristoforo says. 

“With CPOE the doctor has to choose the route
of administration,” he explains. “So if a drug
could kill a patient if it’s given intrathecally, then
the system should be set up so the doctor can’t
even select the wrong route of administration.”

These electronic systems can be engineered to
provide safeguards that do not allow prescribers
to continue with an order until it’s been cor-
rected, he adds.

“We’re emphasizing that having prescribers
enter information directly into a CPOE decreases
errors, but the system is not foolproof,”
DeChristoforo says.

• Conversions: “Many times chemotherapy is
given by body surface area, and you need height
and weight,” DeChristoforo says.

“So there are times when a patient is weighed in
kilograms,” he explains. “Then someone enters
pounds in the computer system instead of 
kilograms.”

This weight entry error may lead to a dosing
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error if not detected.
One solution is for a health system to decide to

use one weight and measurement system and
then stick with it, avoiding the need to use con-
versions, DeChristoforo says.

• Oral agents: “There are more oral agents that
have come to the market since the first guidelines
were written,” DeChristoforo says. “Plus, for
whatever reason, we didn’t emphasize oral
agents enough in the original guidelines.”

New drug development has shifted more focus
to oral agents with 25% of new cancer drugs in
development being planned as oral chemother-
apy agents, he adds.

“There’s a sense among providers that since
these drugs are oral, they’re not as dangerous as
IV medications,” he adds. “But if you don’t take
them properly, they’re still dangerous.”

For example, the doses of oral medications
should be independently double-checked,
DeChristoforo advises.

“It’s probably a good recommendation not to
allow refills on prescriptions for antineoplastic
drugs,” he says. “The pharmacist should have
access to enough information to check the dose,
height, weight, body surface area, and stop/start
date.”

Prescribers need to teach patients not to crush
or chew these products unless they’re specifically
told to do so, he adds.

Patient education is crucial because missed
doses can have a bigger impact with these types
of medications than with most drugs prescribed
to patients, he adds.

“For patient education, you should provide both
written and verbal education and have patients
repeat key points,” DeChristoforo says.  ■

Study finds pharmacist
involvement improves quality
But cost savings are elusive

When hospital pharmacists push for increased
pharmacist involvement in clinical care, the

goal often is to improve the quality of care and cut
rehospitalizations and related costs.

One new study has added to the body of evi-
dence that clinical pharmacists play an important
role in improving the quality of patient care, but
its findings stop there: The research found no evi-

dence of
improved
costs or read-
mission rates.1

“The litera-
ture cites as
many as 60%
of problems
that occur
post-discharge
could be medi-

cation-related, and 20%-30% of discharged
patients have problems 3-5 weeks post-dis-
charge,” says Paul C. Walker, PharmD, FASHP,
clinical associate professor in the department of
clinical, social, and administrative sciences at the
University of Michigan College of Pharmacy and
the assistant director of clinical services in the
University of Michigan Health-System in Ann
Arbor, MI.

The new study did find that having a phar-
macist involved in medication reconciliation at
discharge improves the quality of patient dis-
charge by identifying and resolving medication
discrepancies.1

“Since discharge plays such a big role in
patient’s outcomes, we thought if we could iden-
tify problems at the point of discharge and
resolve them then patients could go home, and
we’d prevent readmission,” Walker explains.

To Walker’s and co-investigators’ surprise, this
did not occur. 

The study found that medication discrepancies
at discharge were identified in 33.5% of interven-
tion patients and 59.6% of control patients. All
discrepancies were resolved in the intervention
group prior to discharge, but study results
showed no significant difference in readmission
rates between the intervention group and control
group at 14 days and 30 days. Also, there was no
difference in emergency department visits.1

“I think one of the reasons we didn’t see an
impact on those economic outcomes is because
our patients are pretty sick, and there are likely to
be other variables that impact hospital readmis-
sion that we could not control for in our study,”
Walker says.

The project was developed from a grant the
University of Michigan received for a demonstra-
tion project from the Centers for Medicare and
Medicaid Services (CMS).

“It was to look at how health care for Medicare
recipients could be improved across transitions in
care,” Walker says. “We got involved to find out
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what the pharmacy could do to help with the
process.”

The hospital already had plans to improve on
its discharge process before the CMS demonstra-
tion project came about, notes Christopher Kim,
MD, MBA, FHM, assistant professor of internal
medicine, pediatrics, and assistant medical direc-
tor for the faculty group practice, and assistant
chief of staff for the office of clinical affairs at the
University of Michigan Health System in Ann
Arbor, MI.

“What was serendipitously happening is the
pharmacy department had ready-made plans to
geographically place clinical pharmacists closer
to the unit,” Kim explains. “So now clinical phar-
macists are closer to the units where patient care
is provided, and they’re available to not only pro-
vide answers to questions from the nurse, but
also available to go in and speak directly to the
floor staff and patients.”

After a brainstorm session, hospital pharma-
cists decided to have a pharmacist involved with
medication reconciliation at discharge, he adds.

“We thought by having a hospital pharmacist
provide medication reconciliation and give
patients information about the medications they
will need at home, plus do a follow-up by phone
after discharge, they might reduce the 30-day
readmission rate or reduce the use of emergency
services,” Walker explains. 

“The whole issue of transitional care is a hot
topic right now,” he adds. “With Medicare across
the country, we’re seeing rates of 20%-30%, so
that was the emphasis behind our work.”

Having a pharmacist involved with medication
reconciliation and follow-up is expensive.

“The average salary of a pharmacist is $90,000-
$100,000 in our area, plus benefits,” Walker says.
“So we’re talking about $135,000 a year to have
the pharmacist involved in the process.”

The study could not demonstrate a cost offset
because the pharmacist’s involvement was not
shown to reduce readmission rates or ED visits, he
adds.

“We funded this project out of existing hospital
dollars, so support was not continued when the

study was over,” Walker says.
On the other hand, the pharmacist’s involve-

ment was well-received by patients, he notes.
“Patients were very satisfied and appreciated

pharmacist interaction,” Walker says. “We did a
customer service survey to get feedback, and we
found they were very appreciative of the service.”

The intervention had a pharmacist identify
high-risk patients by looking at the number of
prescribed medications and the number of
changes made following admission.

“We looked at patients who had the handful of
diagnoses that the CMS project was looking at,
including diabetes and congestive heart failure,”
Walker says. “It turned out that based on our risk
factors we had a large number of patients who
were eligible for enrollment in the study.”

There were three targeted medical services,
and the pharmacist would work with one or two
services for a month and then move to other, he
explains.

The pharmacist did this in alternating fashion,
so patients who were not receiving the pharma-
cist’s services that month were receiving usual or
customary care, Walker says.

The pharmacist also worked daily with the
attending physician and the entire medical team,
including the discharge planner.

“She’d review the medical record and reconcile
medications with the patient, identifying any
potential discrepancies,” Walker says. “She made
sure prescriptions written at discharge were the
right ones, and she’d provide patient education to
the patient and caregiver, going over the medica-
tion list.”

The pharmacist used the teach-back method to
see if patients understood the information.

If the patient was prescribed a new medication,
the pharmacist made certain the patient under-
stood how to use it, and, in some cases, facilitated
getting the prescriptions filled. 

Then after the patient returned home, the phar-
macist would call within 72 hours to see if there
were any problems related to medication or any
concerns about the discharge, Walker says.

“She’d work to resolve any issues,” he adds.
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“If the problem was not medication-related, or if
it was an issue the pharmacist couldn’t resolve,
then she’d triage the patient to the prescribing
physician or nursing staff.”

The idea was to identify any problems and
refer the patient to the appropriate medical
provider to receive assistance.

In one unpublished finding, investigators found
in conversations with patients post-discharge that
some still had medication-related issues despite the
pharmacist intervention, he says.

“If we gave them instructions they might not
recall them,” Walker says. “That raises the ques-
tion about when is the best time to teach patients
about therapy; is it at discharge, or earlier in their
hospitalization, or after they go home?”

One problem might be that hospitals barrage
patients with a lot of information at discharge,
and they can’t assimilate it all, he suggests.

“That would make a very interesting investiga-
tion,” Walker adds.

The hospital now has nurses provide medica-
tion use instructions at discharge, but Walker and
colleagues are working on a model that would
also engage pharmacists in the education.

“It’s being done in an interdisciplinary fashion,
and the work is very new,” he says. “We’re look-
ing at other ways to improve the transition of
care to improve readmission rates, and one is to
have each health care provider give his or her
own expertise to the discharge process.”

Although the hospital has stopped funding a
pharmacist position for medication reconciliation,
other process improvements have been imple-
mented, including an electronic process for medi-

cation reconciliation at discharge, Walker says.
“When physicians are discharging patients who

are in our system, they can look at the electronic
medication list, both for inpatient as well as for the
outpatient world,” Walker says. “They see both
lists and can update the lists and generate any nec-
essary prescriptions.”

Investigators are evaluating that system to see
how well it is working, he adds.

“I have another project going with a colleague to
look at whether it makes a difference to have a
pharmacist make phone calls after the patient goes
home to identify medication-related issues,”
Walker says. 

Investigators are continuing to look for ways
pharmacists can contribute to an improved hospi-
tal discharge process.

There might be some more cost-effective models,
involving hospital pharmacy personnel, he notes.

“In some cases pharmacy technicians can do
this work,” he says. “This would reduce the vol-
ume of work pharmacists have to do, and it could
improve the transition of care and hopefully
reduce our readmission rate.”
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