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BULLETINTODAY

Pennsylvania pharmacists can now bill Medicaid for  
pharmacy services
In Pennsylvania, Medicaid now recog-
nizes pharmacists as providers. Effec-
tive March 1, 2024, pharmacists can 
enroll as providers and bill for phar-
macy services.

“This recognition underscores 
the crucial role pharmacists play in 
health care delivery, particularly in 
underserved communities,” wrote the 
National Alliance of State Pharmacy 
Associations (NASPA) on their website.

The official recognition aligns with 
Act 80 of 2020 and State Board of 
Pharmacy regulations, granting phar-
macists provider status and allowing 
them to bill Pennsylvania Medicaid 
for rendered services. 

To be paid for services in an outpa-
tient setting, pharmacists will need to 
enroll with Pennsylvania’s Medicaid 
program and individual Managed 

Care Organizations. The Pennsylvania 
Department of Human Services will 
offer training sessions for pharmacists 
interested in enrolling as billing pro-
viders.

“PA Medicaid’s recognition of 
pharmacists as care providers comes 
at a critical time when patients are 
increasingly losing access to needed 
care in communities, notably 
those in rural and urban 
underserved areas 
where pharmacists are 
capable, accessible, 
and passionate about 
ensuring the health of 
our communities,” said 
Christopher Antypas, 
PharmD, president of 
the Pennsylvania Phar-
macists Association. 

“This opportunity would not have 
been possible without Pennsylvania-
based pharmacy organizations speak-
ing clearly, with a unified voice,” he 
continued in the press statement. 
“Your state pharmacy associations 
are unified in comprehensively advo-
cating for the value of pharmacy care 
to all stakeholders including the leg-
islature, state agencies, payors, and 
patients.” ■
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NEWANDAPPROVED

a peripheral line weekly for 4 weeks, 
with the initial dose as a split infusion 
in Week 1 on Day 1 and Day 2, then 
administer every 2 weeks thereafter.

Contraindications: None.
Common adverse effects: The most 

common adverse reactions (≥20%) 
were rash, infusion-related reactions, 
paronychia, musculoskeletal pain, dys-
pnea, nausea, fatigue, edema, stoma-
titis, cough, constipation, and vomit-
ing. The most common Grade 3 or 4 
laboratory abnormalities (≥2%) were 
decreased lymphocytes, decreased 
albumin, decreased phosphate, de-
creased potassium, increased alkaline 
phosphatase, increased glucose, in-
creased gamma-glutamyl transferase, 
and decreased sodium.

Warnings and precautions: In-
terrupt infusion at the first sign of 
infusion-related reactions. Reduce in-
fusion rate or permanently discontinue 
Rybrevant based on severity. Moni-
tor for new or worsening symptoms 
indicative of interstitial lung disease 
and immediately withhold Rybrevant 
in patients with suspected interstitial 
lung disease/pneumonitis and perma-
nently discontinue if interstitial lung 
disease/pneumonitis is confirmed. 
Rybrevant may cause rash, including 
acneiform dermatitis and toxic epider-
mal necrolysis. Withhold, reduce dose, 
or permanently discontinue Rybrevant 
based on severity. Promptly refer pa-
tients with worsening eye symptoms 
to an ophthalmologist. Withhold, re-
duce dose, or permanently discontinue 
Rybrevant based on severity. Rybre-
vant can cause fetal harm. Advise pa-
tients of the potential risk to the fetus 
and to use effective contraception.

NEW FORMULATION

CLOBETASOL PROPRIONATE
(Clobetasol propionate— 
Formosa Pharmaceuticals)

Drug class: Clobetasol is a cortico-
steroid.

Indication: Clobetasol propionate is 
indicated for the treatment of postop-
erative inflammation and pain follow-
ing ocular surgery.

Recommended dosage: Instill one 
drop of clobetasol propionate ophthal-

mic suspension 0.05% into the affected 
eye twice daily beginning the day after 
surgery and continuing throughout 
the first 2 weeks of the postoperative 
period. Wash hands well before each 
use.

Contraindications: Most active viral 
diseases of the cornea and conjunctiva, 
including epithelial herpes simplex 
keratitis (dendritic keratitis), vaccinia, 
and varicella, and also mycobacterial 
infection of the eye and fungal dis-
eases of ocular structures are included 
in contraindications.

Common adverse effects: Ocular 
adverse reactions occurring in ≥1% 
of subjects in clinical studies who 
received clobetasol propionate oph-
thalmic suspension 0.05% included 
eye inflammation (2%), corneal edema 
(2%), anterior chamber inflamma-
tion (2%), cystoid macular edema 
(2%), intraocular pressure elevation 
(1%), photophobia (1%), and vitreous 
detachment (1%). Many of these reac-
tions may have been the consequence 
of the surgical procedure.

Warnings and precautions: Pro-
longed use of corticosteroids may 
result in glaucoma with damage to the 
optic nerve and defects in visual acuity 
and fields of vision. Steroids should be 
used with caution in the presence of 
glaucoma. If this product is used for 
10 days or longer, intraocular pressure 
should be monitored. Prolonged use of 
corticosteroids may result in posterior 

subcapsular cataract formation. The 
use of steroids after cataract surgery 
may delay healing and increase the 
incidence of bleb formation. In those 
diseases causing thinning of the cornea 
or sclera, perforations have been 
known to occur with the use of topi-
cal steroids. The initial prescription 
and renewal of the medication order 
should be made by a physician only 
after examination of the patient with 
the aid of magnification, such as slit 
lamp biomicroscopy, and when appro-
priate, fluorescein staining. Prolonged 
use of corticosteroids may suppress 
the host response and thus increase the 
hazard of secondary ocular infections. 
In acute purulent conditions, steroids 
may mask infection or enhance exist-
ing infection. If signs and symptoms 
fail to improve after 2 days, the patient 
should be re-evaluated. Employment 
of a corticosteroid medication in the 
treatment of patients with a history of 
herpes simplex requires great caution. 
Use of ocular steroids may prolong 
the course and may exacerbate the 
severity of many viral infections of the 
eye (including herpes simplex). Fungal 
infections of the cornea are particularly 
prone to develop coincidentally with 
long-term local steroid application. 
Fungus invasion must be considered 
in any persistent corneal ulceration 
where a steroid has been used or is in 
use. Fungal cultures should be taken 
when appropriate. ■

FDA approves first OTC glucose monitor
On March 5, 2024, FDA cleared the first OTC continuous glucose monitor (CGM) for 
marketing, allowing adults to purchase the CGM without a prescription. The Dexcom 
Stelo Glucose Biosensor System is an integrated CGM (iCGM) intended for patients 
18 years and older who do not use insulin, such as individuals with diabetes treating 
their condition with oral medications, or those without diabetes who want to better 
understand how diet and exercise may impact blood glucose levels. Importantly, this 
system is not for individuals with problematic hypoglycemia, as the system is not 
designed to alert the user to this potentially dangerous condition.

The Stelo Glucose Biosensor System pairs a wearable sensor with an application 
installed on a user’s smartphone or other smart device to continuously measure, 
record, analyze, and display glucose values. Users can wear each sensor for up 
to 15 days before replacing with a new sensor. The device presents blood glucose 
measurements and trends every 15 minutes in the accompanying app. Users should 
not make medical decisions based on the device’s output without first consulting 
their health care provider.

Adverse events included local infection, skin irritation, and pain or discomfort. ■
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Barriers still present for OUD medications 
even after passage of MAT Act
Parth Patel, PharmD

Even after passage of the Mainstreaming Addiction Treatment 
(MAT) Act in late 2023, patients still face difficulty gaining access 

to buprenorphine—the gold standard for treating patients with OUD.

The MAT Act eliminated the need for 
prescribers to register and fill out the 
X-waiver, which served as a system to 
control the number of providers who 
could prescribe buprenorphine. 

Currently, 10 states allow pharma-
cists to prescribe controlled substances. 
Upon passage of the MAT Act, phar-
macists in these states have the ability 
to prescribe buprenorphine to patients 
with OUD depending on CPAs and the 
pharmacist’s practice setting within 
their respective state. With the X-waiver 
requirement removed, all physicians 
will be able to prescribe buprenor-
phine, but other health care providers 
who don’t have full prescriber status 
can only prescribe if their state allows 
it. For pharmacists, this only affects 
those in the 10 states that allow them to 
prescribe buprenorphine.

While the passage of the MAT Act 
has efficiently eliminated one barrier 
affecting patients’ ability to gain access 
to buprenorphine, there is no evidence 
that more patients are being treated 
with the medication. 

During a November 2023 APhA 
Pulse on Practice Presentation, Josh 
Bolin, associate executive director of 
government affairs and innovation 

at the National Association of Boards 
of Pharmacy (NABP), stated that one 
of the main reasons for not seeing an 
increase in buprenorphine prescribing 
from all health care providers, including 
pharmacists, is due to a “lack of aware-
ness and stigma.” 

Bolin said that providers are focused 
on taking care of patients and may not 
be aware of the changes in federal leg-
islation that would allow them to pre-
scribe this FDA-approved medication.

Stigma
Stigma associated with seeking treat-
ment and caring for patients who have 
OUD is a limiting factor, and resources 
must be created to help prescribers feel 
confident in helping patients suffering 
from OUD, noted speakers during the 
Pulse on Practice presentation.

Elizabeth Connolly, assistant director 
of the Public Health Office of National 
Drug Control Policy, said that one way 
to fight the stigma associated with OUD 
is to “continue to push education and 
understanding...that buprenorphine is 
safe.”

Bolin responded that NABP and 
APhA are collaborating with various 
colleges of pharmacy to create a mul-

tiperspective consensus-based practice 
guideline that pharmacists can use as a 
resource to help guide their decisions in 
the treatment of OUD. 

Bolin said the creation of this resource 
could help pharmacists confidently 
make decisions for their patients who 
would benefit from buprenorphine and 
other FDA-approved medications for 
OUD treatment. Methadone and nal-
trexone are also FDA-approved for this 
purpose.

Barriers at the pharmacy
Stigma and prescribing hesitancy are 
not the only barriers patients are cur-
rently facing when trying to obtain 
buprenorphine, however. Patients are 
going to pharmacies with valid pre-
scriptions, but due to limits on how 
much buprenorphine is being supplied 
to pharmacies, they are still unable to 
obtain their prescriptions.

When asked why patients who are 
prescribed buprenorphine are still hav-
ing issues getting access to medications 
at the pharmacy counter, Matthew 
Strait, deputy assistant administrator 
at DEA’s Office of Diversion Control 
Regulatory, said that the issue is com-
plex because drug distributors set the 
amount of medications they send to 
pharmacies, and the only requirement 
from DEA is that each distributor has 
a system in place to report suspicious 
activity.

Despite the expected increase in 
buprenorphine shipping, many drug 
distributors seem to be apprehensive 
about increasing the amount of stock 
they send to pharmacies because of 
worries about the increase in supply 
appearing suspicious to DEA. 

Strait said that DEA is trying to 
address these concerns so that phar-
macies can get larger supplies and 
provide the medications to patients 
who are coming in with valid prescrip-
tions.

 Connolly said that the White House 
has put in place several programs to 
help end the opioid epidemic, includ-
ing creating more drug-free commu-
nity coalitions, increasing access to 
opioid reversal agents, and expanding 
access to buprenorphine and metha-
done. ■

One way to fight the 
stigma associated 
with OUD is to 
“continue to push 
education and 
understanding...that 
buprenorphine is 
safe.”

OPIOIDUSEDISORDER
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NALOXONE

Study shows significant drop in 
prescription naloxone pricing
Elizabeth Briand

More than 112,000 Americans died as a result of opioid overdoses 
in 2023, a sobering reminder that the opioid crisis is far from 

over. Naloxone has proven to be a powerful tool in the ongoing effort 
to save lives, but its cost has been prohibitive for some. Fortunately, a 
recent study has shown significant price reductions for prescribed nal-
oxone, making it more affordable for individuals at risk of overdose.

The study, published in the January 
29, 2024, issue of JAMA, shows that 
between 2018 and 2022, the number 
of dispensed naloxone prescriptions 
increased 187.42%. At the same time, 
the out-of-pocket cost per prescrip-
tion decreased 55.5% from $22.51 to 
$10.02.

Confluence of factors
A number of factors may have contrib-
uted to this decrease. “We think that 
price negotiations, market competi-
tion, and shifts in pharmacy benefit 
designs for insurance-paid prescrip-
tions may have lowered [out-of-
pocket] costs,” said Xinyi Jiang, PhD, 
from CDC’s Division of Overdose Pre-
vention and lead author of the study. 
“For example, the approval of the first 
generic naloxone nasal spray by FDA 
in April 2019, equivalent to Narcan 
with lower costs, may have played a 
role in decreasing the overall out-of-
pocket costs for naloxone.”

Federal and state governments as 
well as advocacy organizations and 
the media may also have influenced 
pricing, said Jeffrey Bratberg, PharmD, 
clinical professor at the University of 
Rhode Island’s College of Pharmacy. 
“More insurers are covering more prod-
ucts due to statutory requirements like 
in Rhode Island.”

Coprescribing requirements may also 
be shifting out-of-pocket costs.

The federal government has been 
actively working to increase the avail-
ability of naloxone as well, such as 
allocating funding for the State Opi-
oid Response Grant Program, which 
included funds to enhance naloxone 
distribution. This, too, could have con-
tributed to price decreases, said Jiang.

OTC naloxone
Today, naloxone is available over 
the counter to anyone who wants or 
needs it. Sooner rather than later, that 
availability may also contribute to 
improved affordability.

“It is exciting to see FDA’s approval 
of over-the-counter naloxone,” said 
Jiang. “The availability of OTC nal-
oxone means more individuals can 
access it not only in drug stores with-
out prescriptions, but also in super-
markets, convenience stores, gas 
stations, and vending machines.”

The suggested retail price for OTC 
naloxone is $44.99. “This price is 
lower than the out-of-pocket costs 
for those without insurance, but 
higher than the out-of-pocket cost for 
insurance-paid prescriptions, based 
on our study,” said Jiang. “It is impor-
tant to note that while OTC naloxone 
enhances accessibility, some families 

facing financial challenges may still 
find it difficult to afford.” With that 
in mind, she added, “ongoing public 
health efforts such as community nal-
oxone distribution and harm reduc-
tion programs, which provide free 
naloxone, should be continuously 
implemented.” 

Work still to be done
One group of Americans who did not 
see lower out-of-pocket costs were 
older adults. “What we found was that 
individuals aged 65 years or older had 
a higher out-of-pocket cost compared to 
those aged 18 to 64 years,” said Jiang.

Specifically, the mean cost was 
more than $10 higher. The primary 
driver in that disparity appeared to 
be attributed to Medicare.

“People over 65 are increasingly 
larger segments of the overall propor-
tion of overdose deaths, along with 
increases among teenagers and BIPOC 
[Black, indigenous, and other people 
of color] communities,” said Bratberg. 
“All Medicare prescription plans and 
essentially all insurers should cover 
all evidence-based naloxone forms at 
zero out-of-pocket costs. We are in a 
public health emergency for opioid 
overdose and all recognized barriers 
to naloxone can and should be lifted.”

Pharmacists can provide an invalu-
able lifeline in helping individuals 
access naloxone. “If individuals find 
it challenging to afford naloxone, 
pharmacists can provide resources 
for accessing [it for free],” said 
Jiang. “Different states have varying 
resources and programs. Pharmacists 
are encouraged to be familiar with 
local free naloxone resources and 
share this information with individu-
als who may need it.”

Bratberg encouraged pharmacists to 
be even more forthright in their provi-
sion of naloxone. “We need pharma-
cies to boldly and robustly provide 
OTC naloxone along with other harm 
reduction options like syringe dis-
posal, fentanyl test strips, and wound 
care, as a harm reduction package,” he 
said. “This not only helps with people 
finding these products in one spot, 
but also destigmatizes harm reduction 
more generally.”  ■

“We are in a public health emergency for 
opioid overdose and all recognized barriers 
to naloxone can and should be lifted.”
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ONTHEDOCKET

A system failure leads to late medication 
delivery and patient death
David B. Brushwood, BSPharm, JD

Hospitals can be held liable for causing harm to patients either due 
to the negligence of employed health care professionals (indirect 

liability) or for institutional negligence (direct liability). In a recent 
case from Illinois, a jury awarded $42.4 million against a hospital for 
institutional negligence.

Factual background
A patient was taken to the defendant 
hospital’s emergency department on a 
Friday because his intrathecal baclofen 
pump required surgical replacement. 
The pump had stopped functioning 
correctly and the patient was expe-
riencing baclofen withdrawal. The 
patient’s physician “told the emer-
gency physician about the concen-
tration of baclofen that [the patient] 
required, which was 2000mcg.” The 
physician “faxed a document to the 
emergency department that 
provided information about 
the required 2000mcg con-
centration of baclofen.”

At 9:00 am on the following 
Monday, the patient’s surgery 
was scheduled for 1:00 pm. The 
surgeon wrote in the patient care 
record, “Obtain baclofen kit from 
pharmacy!!!!!!!!!!!” He stated that 
the 11 exclamation points 
meant “that’s an impor-
tant step.”

The director of phar-
macy testified that it 
was not until 1:00 pm 
that the pharmacy received the 
order for intrathecal baclofen and 
that the nurse who communicated 
the order did not know the concen-
tration that was needed. At 1:27 pm, 
the pharmacy was informed that the 
2,000 mcg concentration was needed, 
but the pharmacy stocked only the 
500 mcg concentration. The director 
located the 2,000 mcg concentration 
at another hospital and arranged 
for a courier service to obtain it, but 
the courier did not arrive with the 
baclofen until 5:00 pm.

The patient coded at 3:10 pm and 
was stabilized, but he did not regain 

consciousness. “It was undisputed 
that this event was the result of intra-
thecal baclofen withdrawal.”

Successful surgery was performed 
at around 5:30 pm and lasted 30 to 40 
minutes. The patient was placed on life 
support, and he died 2 weeks later.

The patient’s estate sued the hospi-
tal, alleging that the hospital “allowed 
a system failure to exist, resulting in 
the delay of [the patient] receiving his 
intrathecal baclofen, and/or failed 
to ensure effective communication 

among [the patient’s] health-
care providers.”

The hospital appealed the 
jury verdict for the plaintiff, 
arguing that the institutional 
negligence claims “were not 
true claims of direct corporate 
negligence, but were predicated 
on the conduct of medical pro-

fessionals exercising their 
medical judgment.”

Rationale
The appellate court first explained 
that under a theory of institutional 
negligence, “the law recognizes a 
duty on the part of hospitals to review 
and supervise the treatment of their 
patients, and this duty is administra-
tive or managerial in character.”

The court quoted testimony from an 
expert witness who explained that “a 
hospital is a system, meaning a complex 
series of activities and steps,” and that 
a system failure occurs “when many 
things go wrong despite the safeguards 
built in, resulting in a bad outcome.”

The court reviewed the evidence 
and concluded that “the plaintiff 
appropriately employed the theory 
of institutional negligence to impose 
direct liability on the part of the hos-
pital.” The court explained, “the facts 
of this case demonstrated that it was 
the responsibility of the hospital as an 
institution to procure the equipment 
and medication needed by a surgeon 
in the course of a particular surgery.”

The jury verdict against the hospi-
tal was affirmed.

Takeaways
Hospital pharmacies cannot be 
expected to immediately supply all 
formulations of all medications in all 
concentrations at all times. Commu-
nication to the pharmacy department 
is necessary to allow for the timely 
acquisition of needed medications.

Effective communication systems 
can facilitate interdepartmental mes-
saging. For example, a systematic 
communication avenue is necessary 
when the emergency department 
learns on Friday that the pharmacy 
department will need to supply an 

infrequently used medication to the 
surgery department on Monday.

Notations in electronic records 
indicating the need for specific medi-
cations should be immediately routed 
to the pharmacy department so that a 
sufficient supply of medication can be 
obtained to meet patient care needs. ■

The director of pharmacy testified that it was not until  
1:00 pm that the pharmacy received the order for 
intrathecal baclofen and that the nurse who communicated 
the order did not know the concentration that was needed.
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Today’s Pharmacist

Ellie Balken  
Fourth-year student pharmacist at South Dakota State 
University
Member since 2018

How has APhA helped 
you establish meaningful 
connections?
Looking back on my freshman pre-
pharmacy year, I had moved away 
from home and lost many things and 
people who felt familiar. Within the 
first week of college, I was invited to 
an APhA event, and I instantly felt the 
sense of belonging return. APhA has 
a culture of inclusivity, and this has 
been evident at the local, regional, and 
national level. Some of my favorite 
memories from pharmacy school 
include traveling to meetings in new 
cities with my classmates, forming 
connections with student pharmacists 
from other schools, and growing my 
professional network. Together, we are 
more knowledgeable, stronger leaders, 
better advocates, and we inspire one 
another to be our best for our patients.

How has APhA helped 
prepare you for your career 
as a pharmacist (for example, 
experiences in patient 
care projects, leadership 
opportunities, advocacy, etc.)?
Through APhA, I have witnessed 
the power of advocacy in state and 
national legislation and can confi-
dently say it starts with courageously 

using our voices to make improve-
ments in the lives of those around 
us. APhA–ASP involvement at the 
local and national level has instilled 
leadership lessons that will remain rel-
evant in any future roles. Witnessing 
incredibly inspiring APhA leaders the 
past years has instilled in me the belief 
that leadership is defined by how 
you make others feel and I aspire to 
empower others on their own unique 
journey.

Can you share a meaningful  
story about a time you interacted 
with a patient? Perhaps a time 
you felt like you really made a 
difference for them?
Alongside Brookings County Youth 
Mentoring Program leadership, we 
organized a medication safety event 
at their annual Thanksgiving event 
for children, families, and mentors to 
engage in conversations surround-
ing safe medication use. I remember 
two elementary-aged children kept 
coming back to my station and 
asked very insightful questions 
and showed genuine interest in the 
topics. Through our conversation, I 
discovered one of the children had 
witnessed the impacts of medication 
misuse, and I knew other children 

and families at the event likely had 
shared experiences.

I later was matched to mentor 
this child’s friend for several years 
afterward and aimed to show her the 
endless possibilities for her future 
and pursue any passion she discov-
ers without fear. APhA–ASP taught 
me many lessons that I worked to 
instill in my mentee, including to 
live courageously, use her voice 
to stand up for and serve others, 
and to always act with kind-
ness first. 

What excites you 
about the profession of 
pharmacy?
I was initially drawn to the 
profession after seeing the 
many different roles pharma-
cists played in my younger 
sister’s care growing up, and 
my reasons for continuing to be 
passionate about this profes-
sion have expanded exponentially 
since. I still appreciate the diverse 
opportunities pharmacy has to offer, 
particularly because it allows phar-
macists to be innovative in growing 
the profession and as a result, the 
care for our patients and commu-
nities. ■

A minute with …

“Membership in this organization has empowered me to grow personally and 

professionally, and my experiences have shaped the professional I aspire to be in 

the future. I am beyond grateful to APhA–ASP for the friendships and network of 

individuals who remind me daily what is so special about this profession. I am continually impressed 

by the leadership, intelligence, and kind hearts of pharmacists and student pharmacists and APhA has 

helped me establish a home within this incredible profession. ”






















