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Mobile POS Takes Pharmacy to the Bedside
by Maggie Lockwood
The ways pharmacy can impact trends in healthcare aren’t always apparent. But 
when an idea does work, and the pieces fall into place, solutions seem obvious. 
Hear how Frank Bieda, R.Ph., manager of Community Surgery Center  
Pharmacy in Munster, Ind., has developed a pilot bedside medication delivery 
service into a full-time program by deploying mobile POS in a process that is 
effective for the pharmacy and easy for the patient. 
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There are just a few months remaining until the FDA begins enforcing the Drug 
Supply Chain Security Act (DSCSA) for dispensers, and some pharmacies and 
hospitals have yet to select a compliance approach. Learn what compliance chal-
lenges pharmacies are facing, how to think through the different approaches to 
compliance, and how you can approach DSCSA as an opportunity to embrace 
the future of the supply chain while also preserving the age-old patient-centric 
priorities of the pharmacy. 

11

36  Turning Struggles into Solutions  
DataScan’s president, Kevin 
Minassian, shares his thoughts 
on what he sees as pharmacy’s 
survival and areas for growth.

The Back Page:

F RONT- END  F O C U S
PATHS TO  
RETAIL SUCCESS

for the pharmaCistVl. 36 No. 1   January/February 2016

On the Web … www.computertalk.com
In the ComputerTalk Pharmacy PLUS Technology blog…More 
from the cover story, including Throwing a Twitter Party, Retail Is a People 
Business, Getting Good Advice, and why Loyalty Is Next on the Agenda. 

Plus… Helping Pharmacies Think Like a Retailer, from Cardinal Health’s 
Steve Light.

Community pharmacies are in an unusual position within the spectrum of healthcare providers. 
They have the opportunity to harness the power of retailing to grow the business and support 

clinical efforts. Find out how becoming a good retailer helps you make better, data-driven decisions for 
your pharmacy and learn more about who your customers are and what they want. Four pharmacies 
show how you can successfully navigate the path to putting your focus on the front end by defining 
your goals and putting the pieces in place.   story begins on page 15.

by Will Lockwood
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Prescription drug monitoring programs (PDMPs) have been 
established to fight the abuse and diversion problem we have in 
this country with controlled substances. Initially, states’ moni-

toring programs operated as separate silos. The National Association of 
Boards of Pharmacy (NABP) changed all of this when it established the 
InterConnect program that would enable states to share data on a person 

of interest. InterConnect has since been well received by the state monitoring programs. 
The large majority of states have signed on to InterConnect for interstate sharing.
Appriss is NABP’s partner in managing the InterConnect program. Appriss serves as 
the gateway to the states participating in InterConnect. Helping the cause is that more 
and more states are requiring prescribers to register with their prescription monitoring 
programs and also to check their PDMP before writing prescriptions for Schedule II 
drugs, especially opioids. What InterConnect allows is for a prescriber not only to check 
the data from his or her own state, but from adjacent states as well. This is important, 
because doctor shoppers will move around from state to state to not only get prescrip-
tions written but also to have them filled. States that previously limited access to the 
data by only physicians have opened up access to pharmacists as well. Pharmacists have 
a corresponding responsibility to check the PDMP data when they suspect someone of 
doctor shopping. 
What we are seeing is a significant increase in the use of a previously underused asset in 
the fight against abuse and diversion. The PDMPs will report not only the prescriptions 
filled for a specific timeframe, but where they were filled and who prescribed the drugs. 
NABP can also be credited with another milestone, and that is the development of 
NARxCHECK. NARxCHECK provides additional insight into the prescriptions dis-
pensed to a person of interest. Appriss has since taken ownership of NARxCHECK.
A NARxCHECK report will tell a physician or pharmacist whether the person is a 
low-, moderate-, or high-risk drug abuser. It shows a risk score for three categories of 
drugs: narcotics, sedatives, and stimulants, using a three-digit score. The first two digits 
represent the composite percentile risk based on an overall analysis of prescription drug 
use. The third digit represents the number of active prescriptions. It provides a snapshot 
of the prescribers for various timeframes, i.e., less than two months, six months, and 
one year, and the pharmacies where the prescriptions were filled and the method of 
payment. It also provides the morphine equivalent milligrams per day for the narcotics 
dispensed. NARxCHECK, simply put, gives meaning to the data. 
The most recent version of the Web service standard developed by the American Society 
for Automation in Pharmacy (ASAP), designed to allow access to PDMP data through 
a pharmacy management system or physician electronic record system, incorporates the 
reporting of NARxCHECK scores and the URL to access the report, in response to a 
query on a person of interest.
Bottom line is that NABP has to be commended for the initiative it has taken with In-
terConnect and then NARxCHECK. Both are going to go a long way in helping stem 
the tide of drug abuse and diversion. CT

Bill Lockwood, chairman/publisher, can be reached at wal@computertalk.com.
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n  ECRS has announced the release of Briefcase, an 
online analytical processing decision support system. 
This is designed to solve the problem when a retailer 
has a surplus of data, but no timely way to quickly trans-
form the data into useful information.

Briefcase is available to all Catapult 5.3 or higher retail 
customers. It complements Catapult’s existing back-
office functionalities, including centralized, bidirectional 
multistore data synchronization and Catapult Web Of-
fice, which comes standard with over 300 best-practice 
reports, and Catapult Dash, a built-in business inteli-
gence visualization dashboard.

“To run at optimal levels, modern businesses need 
digestible information from different perspectives within 
the organization,” explains ECRS President and CEO 
Pete Catoe. “Catapult Web Office already has powerful 
analytic capability with its transactional and visual busi-
ness intelligence reporting tools. Briefcase adds another 
layer of sophistication for power users who want to 
extract, pivot, and dive deeper into their extensive 
Catapult transactional data, empowering them to make 
more informed, impactful business decisions.”

The company also launched CATAPULT (CAT-U) 
University Online. This is a self-paced training program 
that prepares retail employees to properly use the 
CATAPULT system. Online basic, advanced, and power 
course categories build on each other in complex-
ity, with completion times varying based on the topic 
and ranging anywhere from 10 minutes to one hour. 
All coursework takes an average of 22 to 24 hours to 
complete. Managers can monitor and manage employ-
ee-assigned courses and view earned grades. The online 
program avoids having to pay to get new hires trained 
on the system.

CAT-U Online is available at no additional charge to all 
ECRS customers who maintain an active support and 
customer care package.

n  QS/1 has teamed up with Praeses to offer Pock-
etRx as an additional smartphone app for refill re-

quests. Pharmacies using QS/1’s pharmacy management 
systems can sign up with Praeses to offer their custom-
ers the convenience of another resource for using their 
smartphones to access pharmacy services.

PocketRx can be used with an iPhone or Android 
smartphone. “The interface with the PocketRx smart-
phone application and the pharmacy’s QS/1 system 
ensures requested refills go to the proper queue for 
immediate processing,” says Amy Long, QS/1’s manager 
of healthcare and database services.

Once a pharmacy is set up to communicate with the 
phone app, customers can download and install Pock-
etRx and enter their profile information. Following a 
brief verification process, prescription refill information 
can be entered manually or by scanning the barcode 
on the prescription bottle. Customers can also call the 
pharmacy from the app.

QS/1 also announced that it is now EMV certified to 
process chip-embedded credit cards through Global 
Payments. EMV or Europay, MasterCard, and Visa 
compliant cards are the new standard for credit-card 
security in the United States.

n CoverMyMeds launched the first iteration of its 
ePA (electronic prior authorization) National Adoption 
Scorecard last year in March. This is intended to show 
adoption rates. Just recently the company released an 
update to the scorecard data showing industry prog-
ress. The latest insight into ePA adoption reported by 
the company is as follows:

 ■ 70% of EHR systems are committed to ePA, a 16%  
  increase from March 2015.

 ■	 87% of payers are committed to ePA, a 20%  
  increase.

 ■	 83% of pharmacies are committed to ePA,  
  a 13% increase.

 ■	 23 states have passed ePA legislation, and four  
  additional states have pending legislation.

industrynews
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industrynews

CoverMyMeds also announced a partnership with 
KeyCentrix to bring electronic prior authorization 
functionality to pharmacies using the KeyCentrix New 
Leaf Rx pharmacy management system.

n Armada Health Care’s ArmadaOne specialty 
pharmacy platform is now integrated with Lagniappe 
pharmacy management systems. The ArmadaOne 
platform is the convergence of Armada’s comprehensive 
suite of technology solutions developed to work in con-
junction with a specialty pharmacy’s existing dispensing 
systems.

n A newly formed partnership between Creative 
Pharmacist and PBA Health, a pharmacy services 
organization dedicated to the business of independent 
community pharmacy, will give PBA Health’s custom-
ers access to the Creative Pharmacist service. This 
service was developed to attract and retain chronically 
ill patients. It also enables the pharmacy to provide a 
premium level of patient care without overwhelming 
the pharmacy staff.  

n  The National Association of Boards of 
Pharmacy’s PMP InterConnect has added three 
more states to its roster of participants. Recent addi-
tions are Alaska, Maine, and Montana. This takes the 
total number of monitoring programs that have agreed 
to share data to 34. PMP InterConnect is a highly se-
cure communications exchange platform that facilitates 
the transmission of data across state lines to authorized 
requesters.

n PioneerRx’s Managing Director Jeff Key was a pan-
elist for the Health, Wellness, and Technology Summit 
during the 2015 Drug Store News Industry Issues Sum-
mit in New York City. One of the most discussed issues 
was improving inventory and personnel resources. Key 
proposed medication synchronization as a two-fold 
solution that would help pharmacists plan staffing and 

inventory according to schedule demands. Key was 
joined on the panel by Walmart’s Brandon Worth and 
Kroger’s Philecia Avery.

The company has also announced the integration of 
Polyglot’s Meducation into the PioneerRx pharmacy 
management system. Meducation offers patient educa-
tion on prescriptions through personalized medication 
instructions in the patient’s preferred language and the 
use of pictograms for time-of-day dosing and medica-
tion techniques. The patient information is available in 
21 languages, uses large font sizes, and prints automati-
cally without interrupting the pharmacist’s workflow. It 
offers another step in improving adherence. CT

iRefill Telecom 
Hosted unified telecom solutions for pharmacies

iRefill Voice  
Patented, cloud-based IVR solutions

iRefill Mobile 
Prescription refills and adherence App

iRefill Messaging 
Outbound patient notifications via  

voice/SMS/e-mail

iRefill StarManager 
Medication adherence automation 

and patient care solutions

SAFE, EFFICIENT, RELIABLE  
CLOUD-BASED SOLUTIONS

TELEMANAGER.COM 
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A pilot program to improve HCAHPS scores at Community Hospital in Munster, Ind., through 
bedside delivery of medications is now a full-time program, thanks to the dedication of the 
hospital and outpatient pharmacy staff in employing mobile POS and creating a process that 
is effective for the pharmacy and easy for the patient to use. 

The ways pharmacy can impact trends in healthcare 
— lower costs, increase patient adherence, and 
lower hospital readmission rates — aren’t always 

apparent. But when an idea does work,  and the pieces 
fall into place, solutions seem obvious — as Frank Bieda, 
R.Ph., manager of Community Surgery Center Pharmacy 
in Munster, Ind., found when he was presented with the 
challenge of developing a bedside medication delivery 
service. 

“It’s the same thing as when you suddenly get air condi-
tioning,” says Bieda. “How did we ever live without it?”

In this case, a pilot run of a concierge delivery program to 
address the changes in Medicare reimbursement by lower-
ing readmissions rates, and the role of HCAHPS (Hos-
pital Consumer Assessment of Healthcare Providers and 
Systems) scores, presented the pharmacy with an opportu-
nity to be a key player in hospital patient satisfaction and 
improved adherence. The challenge presented by Com-
munity Surgery Center Hospital Director of Pharmacy 
Beth Clements to Bieda focused on how to ensure pa-
tients had medications and counseling before leaving the 
hospital. By catching patients before they are discharged, 
the hospital would have a chance to track if such counsel-
ing helps lower readmission rates and improve HCAHPS 
scores. “The program was driven initially by HCAHPS 

Mobile POS Takes  
Pharmacy to the Bedside

feature 
Concierge POS Delivery

by Maggie Lockwood

scores, but we saw that if patients understood medications 
before they left, if they had medications in hand, it would 
be a tremendous help to their recovery,” says Bieda, who 
manages a staff of nine. “The studies that were out there 
showed that even some of those small interventions have 
a big impact on readmissions. We wanted to have hospital 
services that improve the patient experience.” 

Developing a Program
The theory behind the program was pretty simple: identify 
patients who were willing to have their initial prescriptions 

Neil Gorski, Pharm.D., left, and Frank Bieda, R.Ph., 
have been instrumental in taking a bedside checkout 
concierge program from pilot to full implementation.
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continued on next page

feature 
Concierge POS  Delivery

filled by the retail pharmacy. As far as logistics, Bieda felt 
it was critical that the patient experience was seamless, 
with counseling, payment, and signature capture at bed-
side. One of the first things Bieda and his group did was 
contact their pharmacy system vendor, HBS, to see how 
to interface handheld point-of-sale (POS) devices with the 
pharmacy system to capture all the relevant data in real 
time, and handle the financial transactions. The planning 
began in January 2014, and the pilot went live in the 
summer of 2014. 

Bieda knew one requirement to make the system effec-
tive was syncing the handheld device with the pharmacy’s 
POS system. The fact that the hospital had its own WiFi 
was an infrastructure advantage. “We could sync so the 
POS pushed all the information over to the pharmacy 
management system,” says Bieda. “We needed to have 
real-time bank-card capture. When you’re at the bedside, 
and someone gives you a bank card, you want to be able 
to swipe it and get confirmation that payment has gone 
through immediately. And we needed them to sign for 
HIPAA.” Bieda did not want the staff to take a bank 
card back to the pharmacy only to find it didn’t work, or 
that there was a problem with the prescription and the 
patient’s insurance. “We all know healthcare is not free, 
and it’s a delicate situation if the card doesn’t work,” says 
Bieda. “We don’t want complications, but we do need to 
be paid.” 

In the pilot Bieda and staff decided to start the concierge 
program on the orthopedic floor, since they knew the 
nurses there and felt they would be receptive to working 
on the project. Also, this specialty has a limited number 
of medications dispensed, such as antibiotics, muscle 
relaxants, and pain medications. Once they had picked 
the floor, Bieda and Neil Gorski, Pharm.D., the lead con-
cierge pharmacist, met with the nurse who managed the 
floor. Gorski notes that as more nursing staff gets onboard 
and the relationship between pharmacist and nurse grows, 
it’s smooth sailing, as the nurses will encourage patients to 
sign up for the concierge service. “They want to see their 
patients go home with their medications,” says Gorski.

Connecting People, Connecting 
Systems
Gorski and Bieda designed an intake system that uses the 
nurses’ expertise during the admissions interview and the 
interface between the Epic hospital system and the HBS 
system. If a patient says yes to the concierge program, 
then the patient pops up in a folder in the pharmacy 
system. Gorski will review the list at the beginning of 

the week, and then visit with the patients to get the 
details about their procedure, their medications, and the 
pharmacies they use. In the Epic patient file, its noted 
prescriptions will go to Community Pharmacy.

“We can list several preferred pharmacies in Epic,” says 
Bieda. “When the patient says, ‘I want to use your 
service,’ I can go and re-sort the priority. With doctors 
who are e-prescribers, the script goes right into our HBS 
system, and we know the patient is ready to go.”

Once the patient is in the HBS system, the staff fills 
the prescription, and Gorski or another pharmacist will 
go out to the floor to see the patient. At bedside, the 
pharmacist reviews the medications with the patient, 
provides the drug monographs, covers any drug interac-
tions or side-effect warnings, answers questions, and 
has the patient sign on the iPod. When the pharmacist 
runs the bank card, it processes through the register at 
the pharmacy, and when it’s approved, the patient signs 
for it, again on the iPod. The signatures are pushed back 
to the HBS system, which is important in case of any 
audits. “We are dealing with a number of PBMs. If we 
get an audit, even if you have the best intentions, with 
paper signatures you can have trouble staying organized,” 
Gorski says. “I can look at a certain day, and within 30 
seconds have the signature sent to the PBM.”

Communication between pharmacy system and POS de-
vices, nursing staff, and patients plays an important part 
in making a successful concierge program. Bieda explains 
to patients that they can participate in the program with-
out changing pharmacies. With the program in effect for 
about 18 months, Bieda estimates the pharmacy is cap-
turing between 5% to 10% of the discharges, with two 
iPods in use. Not everyone is interested in the program. 
Bieda says the staff explains that the patient doesn’t spend 
more than he or she would in a traditional pharmacy 
setting. “There is a lot of labor involved, but from our 
perspective, we wanted the patient to know the service 
is not going to cost them any more money, and they can 
transfer the prescription to the pharmacy of their choice,” 
he says. “Of course we’d love to be their pharmacy, but 
we do discourage going to different pharmacies because 
it’s easier for a pharmacist to catch a drug interaction 
when he can see all the patient’s prescriptions.”

Gorksi says the staff can talk with physicians to ask for a 
substitute if the cost of the prescribed medication is high. 
“We are able to help patients find assistance programs,” 
says Gorksi. “Because we have this complete picture, we 
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feature 
Concierge POS Delivery

can help the patient to be able to afford their medications, 
and this helps with compliance.”

Bieda agrees, adding that the pharmacy can find manu-
factures’ coupons, like one getting the first month’s fill 
free for a patient. “We can deliver to bedside at zero cost, 
and it’s a win-win when you let the patient know he just 
saved $300,” he says. “This makes the HCAHPS scores go 
up. And it’s not just the HCAHPS we want to help with: 
We want our patients to say they had a great experience at 
Community Hospital.”

One hiccup with the handheld POS device and software 
is that the process of running bank cards can be fickle due 
to banking industry security issues. “We had to download 
digital certificates to iPods to meet requirements as infor-
mation passes through the systems,” says Bieda. “It can be 
a moving target. If you get something that works consis-
tently, it makes the job so much easier at the bedside.” 

The Soft Return on Investment

Hospital administrators want to see how the program 
works with the entire hospital population, says Bieda. The 
challenge with serving the entire hospital patient base, 
with about 440 to 460 beds, is the number of specialties 
involved and the handling of a larger range of medica-
tions, more PBMs, and the formulary. There are challeng-
es, such as when a physician changes a medication and 
the patient doesn’t want to pay the increased co-pay. Or 
when the PBM needs a prior authorization. The concierge 
program handles all these details. “We’re just three to five 
minutes from any floor, but it’s labor intensive because all 
of these patients are new to the HBS system,” says Bieda. 
“But like with any new patient, there is the initial registra-
tion of getting all the information. If the patient doesn’t 
have his or her insurance card with them, then we’d have 
to call or use the local pharmacy, which the pharmacy 
is usually happy to do. We’re not trying to take their 
patients away, just provide this service.”

There has been steady growth, with the pharmacy fill-
ing about 600 scripts a month through the concierge 
program. 

“When we did the pilot program, we were talking about 
a few drugs, with the margins on those drugs very slim,” 
says Bieda. “It’s hard, but it’s important to track these soft 
dollars.” Bieda has pharmacy staff who track the patient 
history (if the patients are part of the program) to see if 

the program has been successful. “As the HCAHPS scores 
creep up, how do these scores equal dollars reimbursed?” 
he says. “It’s hard to connect these two dots and under-
stand the soft-dollar profit.”

If the concierge software could run on an iPad, that 
would be ideal, says Bieda, as iPods are small for older 
patients. Bieda says he’s working with HBS to have the 
system tag patients to make it easier to pull reports. Now 
a technician keeps spreadsheets monitoring prescription 
volume, activity, costs, patient name, room number, and 
the floor that prescriptions are generated from. The tech is 
looking at the acquisition costs and the payment, with the 
goal to have a true picture of profits. One improvement 
Bieda hopes for is a monitoring system that lets his staff 
run reports on certain drugs or for a certain floor. 

A Growth Area for Pharmacy
The mobile device gives the pharmacist the opportunity 
to interact with patients at the right time, when they are 
most aware of the steps they need to take to get better 
after a procedure, and this, Gorski says, will improve 
patient education. “With this education, we can improve 
the overall health status of the patient, and that can have 
an impact on healthcare spending,” he notes. 

From a healthcare standpoint, Gorski sees the potential 
benefits of pharmacists and nurses working together to 
aid patient education and adherence. If there is a newly 
diagnosed diabetic patient on several medications, nine 
times out of 10, he or she doesn’t really know what the 
medication is for, says Gorski. When pharmacists and 
nursing staff coordinate, they can train the patient on 
the proper storage of insulin, for example, and the best 
techniques for injections. With this sort of personal care, 
the patient will have a better chance of staying compli-
ant. “There are studies showing that patients who are in 
the hospital are more open to new information about a 
disease state or a condition,” says Gorski. “When you are 
hitting the patient with information from a number of 
fronts — from the physician’s staff, the nursing staff, and 
the pharmacy staff, to catch any interactions — it’s more 
effective.” CT

 

 

Maggie Lockwood is VP and director of 
production at  ComputerTalk. She can be 
reached at maggie@computertalk.com.

continued from previous page
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W ith just a few months remaining until the FDA 
begins enforcing the Drug Supply Chain Secu-
rity Act (DSCSA) for dispensers, some pharma-

cies and hospitals have yet to select a compliance ap-
proach. A handful question whether the FDA will follow 
through; others have competing priorities. Whatever the 
reason, many have still not prioritized the DSCSA, despite 
the fact that the law has been in effect since July 1, 2015. 
If you are among those questioning the importance of 
addressing the DSCSA before enforcement discretion is 
lifted on March 1, 2016, here’s something to consider. 
While compliance may feel like an inconvenience, the law 
was born out of and upholds the same values that drive 
your staff and business every day: protecting patient lives. 
Counterfeiting, diversion, and other illicit activities in the 
supply chain are on the rise. In order to protect prescrip-
tion drugs as they move from manufacturer to distributor 
to dispenser, President Obama signed the DSCSA into 
law in November 2013. It provides a national standard 
for drug security and replaces the patchwork of state-level 
pedigree regulations that were in place. The DSCSA rolls 

Mastering the DSCSA: 
Embracing the Law  
to Protect Patient Health
The Drug Supply Chain Security Act (DSCSA) embraces drug and patient protection and in-
troduces a sophisticated technological approach to safeguarding the supply chain. Comply-
ing with the DSCSA is an opportunity to embrace the future of the supply chain while also 
preserving the age-old patient-centric priorities of the pharmacist. 

by Rashko Roydov

out in phases between 2015 and 2023, ultimately requir-
ing supply chain businesses to digitize their operations 
as product is serialized and becomes traceable at the unit 
level. 
In this article, we’ll look at DSCSA dispenser require-
ments, their impact on key pharmacy processes, and the 
pros and cons of different approaches pharmacies and 
hospitals can take to achieve compliance. 

DSCSA Dispenser Requirements
There are three phases of requirements for dispensers, 
beginning with the ones that took effect in 2015. 

Initial Requirements

As of last July 1, dispensers must receive lot-level docu-
mentation — known as transaction history, transaction in-
formation, and transaction statement, or T3 — for every 
product they purchase. There is a verification requirement 
as well, stipulating that dispensers must retrieve, analyze, 

feature 
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and provide T3 within two business days during suspect 
product investigations and recalls. They must also quaran-
tine and investigate any product identified as suspect, and 
notify the FDA and their trade partners. Lastly, dispensers 
must retain product compliance documentation for at 
least six years. 

Future Requirements 
Serialization requirements come into play in 2020, man-
dating that dispensers purchase and sell only serialized 
drug products. Verification mandates evolve at this point, 
also, with enhanced requirements around verifying lot 
numbers and serial numbers at the package level. 

Final Phase

In 2023, the final phase rolls out with package-level trace-
ability requirements. 

Impact on Your Pharmacy Operations
The DSCSA’s complex requirements will touch several ar-
eas of your business. From product receipt through prod-
uct resale, let’s take a brief look at a few ways in which the 
regulations will necessitate change.

Product Receipt

The DSCSA mandates that you receive compliance docu-
mentation for the prescription products you buy. Now, 
instead of just checking that a shipment you’ve received 
matches your purchase order, you will also need to con-
firm that your supplier has sent the appropriate T3. That 
adds a step to your receiving procedures and also forces 
you to think through where things happen within your 
organization. Is product sent to multiple stores or distribu-
tion centers? And will all the compliance documentation 
be sent to one central office? Which staff at what locations 
will be able to access T3? 
Beyond that, what operating procedures will you put in 
place for the inevitable times when there is a mismatch 
between compliance documentation and incoming prod-
uct? If you receive 120 units of a drug but the T3 only 
accounts for 100, you have 20 excess units that are not 
properly documented. You need a process to temporarily 
quarantine that product, keep track of it, and resolve the 
discrepancy with your supplier. 

Resales, Loans, and More

As a pharmacy or hospital, you may assume that you fall 
solely under the DSCSA’s dispenser requirements. But if 
your business conducts the common practices of reselling, 

loaning, bartering, or donating product to other dispens-
ers, you are likely subject to the same requirements that 
are applicable to wholesale distributors, as well. That 
means that you typically need to provide the correct com-
pliance documentation on the outbound side, something 
you do not need to worry about if you purely dispense to 
patients. 
This has repercussions on your receiving procedures. In or-
der to track down the correct T3, you will want to have a 
record of the lot number. But if you originally received the 
product from a wholesaler who purchased it directly from 
the manufacturer, the wholesaler may not have provided 
it to you. If you know that you’ll be reselling product, 
you’ll want to consider structuring your intake procedures 
so that you track down and enter the lot number during 
product receipt. Trying to figure out what product belongs 
to which T3 once you’ve commingled inventory isn’t 
operationally efficient, and mismatching product and T3 
puts you out of compliance. 

Data Management 

The DSCSA brings with it a new set of regulated docu-
ments that must be received, stored, and kept easily 
accessible, which introduces a host of challenges. How will 
you connect with all your suppliers to receive the docu-
mentation? For the first several years, some T3 will come 
to you electronically and others will come via paper. How 
will you manage both formats, and how will you centrally 
store all T3 in order to quickly get to it in the event of an 
inquiry or investigation? 

Achieving Compliance: What Are Your 
Options? 
As the clock runs down to March 1, let’s look at four 
potential approaches to compliance, along with their 
drawbacks and advantages. 

Putting Faith in Paper 

Some dispensers hope to get by with a homegrown 
solution, typically one that revolves around paper. That 
involves requesting paper T3 from each of your suppliers, 
then organizing and storing a growing amount of docu-
mentation. 

Drawbacks: Managing the DSCSA through paper is 
not scalable. Even for a small business, the piles of T3 
will quickly grow. Where will you store it for the required 
six years? And more importantly, how will you organize 
it such that you can respond to a product investigation 
within the tight two-business day time frame? Investiga-
tors may request information based on a range of different 
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factors, e.g., by date, product name, NDC (National Drug 
Code), supplier name, etc., so you’ll need a flexible way to 
locate documents based on the request. If you can’t locate 
the specified compliance documentation in time, you put 
your business at risk for penalties. 
And in the end, paper is a short-term fix. By 2017, manu-
facturers must send T3 in electronic form, and in 2023 
the industry will transition to electronic, interoperable 
data exchange requirements. At minimum, documentation 
for all product you buy directly from the manufacturer or 
receive during drop shipment will come electronically in 
two years. So, relying on paper today would ensure that 
you have continuous change and churn in your pharmacy 
operations for years to come.

Advantages: With paper you avoid the expense of a 
third-party compliance solution, but how much do you 
actually save? A homegrown approach comes with its own 
costs, most notably staff resources. Can you spare half of 
an employee’s time to copy, file, order, and search your 
paper repository? What about off-site backups of this 
compliance documentation? And will you switch to new 
suppliers if a current one refuses to send paper due to the 
complexity it causes them?

Relying on Suppliers
Your wholesale distributor partners may offer you portal 
access to T3 for product you’ve purchased through them, 
suggesting that you can avoid the need for your own in-
house compliance solution. 

Drawbacks: If you’re like most dispensers and hospi-
tals, you work with at least five suppliers, and potentially 
many more. Relying on wholesaler portal access to your 
T3 means that you’re managing multiple log-ins and 
interfaces for multiple portals, which can be overwhelm-
ing, especially if you’re scrambling to respond to a product 
investigation. And if you resell or loan a product, how will 
your pharmacy personnel quickly know which portal to 
access for that product? In addition, what kind of guaran-
tee do you have from your wholesalers that they will store 
your data for the required six years? What happens to that 
documentation if you stop doing business with them? 
Even if you’re willing to deal with the risks associated with 
entrusting your compliance to your wholesale distributor 
partners, you still need a plan for drop shipments. How 
will manufacturers deliver that T3 directly to you? 

continued on next page
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Advantages: This approach, like paper, saves the cost 
of a third-party compliance solution. But if your business 
deals with more than a few suppliers, manages drop ship-
ments, or resells product, a portal-only approach comes 
with more risk than you’re probably willing to take. 

Doing nothing
Some dispensers feel they are too small to ever attract the 
attention of the FDA, so see no need to address the cur-
rent DSCSA requirements. 
Drawbacks: You may think the FDA won’t come 
after your neighborhood operation, but there is more to 
enforcement than the FDA. State boards of pharmacy and 
government agencies will conduct their own DSCSA in-
quiries, and accreditations could be at stake.  In addition, 
an investigation that begins with one of your upstream 
partners could easily extend to all of the trading partners 
of that business, which might include your pharmacy. 
Suspect product investigations involving counterfeit, adul-
terated, stolen, or fraudulently sold or diverted products 
will involve a wide variety of dispensers and suppliers, no 
matter their size. 
Even if you could fly under the radar and avoid addressing 
the DSCSA, would you really want to introduce that risk 
to your business when the end game is all about protecting 
drug integrity and patient health? 

Choosing a Third-party Platform
There are several third-party systems available to help you 
manage DSCSA compliance. 
Drawbacks: Though typically a small investment, third-
party platforms do come with a price tag. Additionally, 
some are better than others, so it’s critical to do your due 
diligence before making your selection.

Advantages: The best DSCSA compliance solutions 
have been custom-built to meet the regulations and the 
complex network data exchange requirements the DSCSA 
creates for dispensers. The right solution provider will 
not just sell you some software, but act as your DSCSA 
partner, simplifying compliance and minimizing the time 
it takes away from your day-to-day operations by offering: 

■ One central repository for all your documentation, 
regardless of your number of suppliers.

■		 Access to that central repository from multiple store, 
hospital, or distribution center locations.

■		 Easily configured connections to all of your trade 
partners. 

■		 Facile management of paper and electronic formats.
■		 Comprehensive search capabilities to instantly find 

any compliance document.
■		 Functionality to help track exceptions and quaran-

tined product. 
■		 A scalable solution that will accommodate growing 

needs. 
■	 A tried-and-true system that is already being relied 

upon by hundreds of your peers.
■	 A self-paced learning environment full of courses 

about all of the aspects of compliance under the 
DSCSA and how to simplify compliance within the 
pharmacy workflow.

■	 	Provider expertise in regulatory affairs and solution 
updates as the requirements evolve.

Making the Right Choice

The DSCSA embraces drug and patient protection and, 
over time, introduces a sophisticated technological ap-
proach to safeguarding the supply chain. Complying with 
the DSCSA is an opportunity to embrace the future of 
the supply chain while also preserving the age-old patient-
centric priorities of the pharmacist. 

The law introduces complexities right out of the gate and 
requires an increasingly digital state over time. Given that, 
pharmacies and hospitals should strongly consider a tech-
nological approach to this law. While paper, wholesaler 
dependencies, and looking the other way may be appeal-
ing, investing in a technology platform custom-built for 
the law is the best way for dispensers to efficiently achieve 
compliance, safeguard their daily operations, and take 
their commitment to drug integrity and patient safety to 
the next level. CT

Rashko Roydov is the general manager of 
pharmacy for TraceLink. Prior to joining 
TraceLink, he held senior management posi-
tions at CVS Health, Kmart, and Sears. As 
manager of prescription drug purchasing for 
Kmart, Roydov led the brand business of a 
top-10 U.S. pharmacy chain, buying products 
for over 1,000 stores and acting as liaison 

between manufacturers and more than 2,000 pharmacists. As 
senior manager of CVS Health’s ExtraCare loyalty program, he 
helped provide personalized value to over 70 million customers. 
He can be reached at rroydov@tracelink.com.
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F RONT- END  F O C U S

PATHS TO  
RETAIL SUCCESS
Community pharmacies are in an unusual position within the spectrum of 

healthcare providers. They are staffed and often owned by people with 
clinical degrees and are destinations for health needs. At the same time 

they are also in a strong position to serve this same customer base as retailers. 
Becoming a good retailer is good for your customers, as you will be able to offer 
them more of what they need. And that’s good for your bottom line, as you develop 
revenue to alleviate the pressure on the prescription business.

by Will Lockwood

continued on next page

BUT HARNESSING THE POWER OF BEING 
a combined retail and health destination is no easy 
task, particularly within such a competitive environ-
ment. Between the vast array of brick-and-mortar 
retailers and Amazon Dash Buttons backed by 
same-day delivery, it can be very difficult to find the 
right retail path for your pharmacy. Once you do 
find your path, then what about the tools and staff 
to make retailing work? Putting your focus on the 
front end is a tricky business indeed, but one that 
you can master. We’ll hear from four pharmacies 
that have found different paths to success.



16 ComputerTalk 

finish,” says Larson. The strategic shift gained momentum 
three years ago when the Affordable Care Act went into 
place with a provision that requires insurance to cover 
breastfeeding supplies. “We saw that this could be a huge 
opportunity,” says Larson. Lehan’s started including its 
expertise in maternity products and care into its outreach 
to physicians, building a referral market that now extends 
up to 30 miles around the store.

PUTTING THE PIECES IN PLACE

ONCE THE VISION IS THERE, it’s time to make sure 
you have the right technology and people in place for 
retail success. On the technology side, it’s a good idea to 
make sure you have a robust point-of-sale (POS) system, 
and that you are using it to its fullest. For example, Jaime 
Cunningham reports that POS from Retail Management 
Solutions is central to making sure that Topeka Pharmacy’s 
retail business is as strong a contributor to margin as pos-
sible. “Our retail face is the first and last connection with 
the people who walk through the door,” she says. “POS 
helps us do that, and we know that we need to utilize it 
the best we can.” At the highest level, this means using 
tools such as sales history to figure out which products are 
moving, where Topeka Pharmacy needs to reduce inven-
tory, and where it needs to increase it.

At Majoria Drugs, POS from ECRS is the foundation for 
a complex process that has to manage traditional vendors 
for pharmacy OTC items; organic and natural grocery 
suppliers; and a vitamin department served by over 50 
vendors and carrying 3,000 different items. 

WORKING WITH FACTS,  
NOT ASSUMPTIONS

ALL THESE PHARMACIES ARE LOOKING to their 
POS as the hub for managing the complexities of their 
retail operations. And one thing that’s clear is that getting 
good at retail means being comfortable managing a wide 
array of products, not all of which may come from big 
wholesalers or come ready-labeled for easy management. 
At Topeka Pharmacy, for example, Jaime Cunningham 
uses the POS to print barcodes to apply to any products 
that don’t come already labeled that way. “We put all 
the data into the Retail Management Solutions product 
manager module,” she explains. “We’re recording a range 
of details, like how much an item costs and when we got 
it. When it has a barcode, we can track it the same way we 
do any other item in our inventory.”

DEFINING FRONT-END GOALS

A PRIMARY STEP TOWARD SUCCESS is clearly de-
fining what your goals are for your front end. In a smaller 
community, there’s a good chance to become the main 

shopping 
destination, 
once you un-
derstand what 
your custom-
ers need. 
That’s the 
case at Topeka 
Pharmacy, 

which store manager Jaime Cunningham describes as be-
ing four shops under one roof. “We have our prescription 
business, of course,” she says. “Then we also have gifts, 
greeting cards, and flowers; a second floor almost com-
pletely taken up with fabric and notions, because we’re in 
the middle of an Amish community where they still make 
all their own clothing; and a café. We try to be everything 
the community needs under one roof.”

Similarly, the goal at CarePro Health Services is to provide 
for all the needs of the pharmacy’s customers, according to 
Director of Community Pharmacies Zach Schultz. “We 
want to be able to look at what patients are buying, and 
then make smart decisions about what other items may be 
complements to their needs,” explains Schultz.

Majoria Drugs is competing in the New Orleans metro 
market, which means that it has different goals as a retail-
er. In this case, Majoria has decided to focus on a specific 
community of customers, according to Operations Direc-
tor Mike LaCombe: those who are seeking an integrated 
pharmacy concept with natural, organic foods and a large 
selection of premium vitamins, supplements, and homeo-
pathic remedies. “We used to buy the major brands by the 
truckload to stock our stores,” says LaCombe, “But then 
we realized that we could no longer  compete against the 
Walmarts of the world and other mass merchandisers. We 
looked for a way to give our customers a reason to come 
into the stores.” The answer was this more-focused selec-
tion of goods, backed by service and expertise such as spe-
cially trained staff dedicated to the vitamin department.

At Lehan Drugs, the front end has come to focus on 
women’s health, according to VP of Sales and Marketing 
DJ Larson. This is the result of an evolution that began 
10 years ago that’s seen Lehan’s gradually remove the more 
typical front-end items such as cards and gifts. “We have 
become a women’s healthcare destination from start to 
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Jaime Cunningham
Store Manager
Topeka Pharmacy
Topeka, Ind.
Small-town, main-street 
pharmacy and retail  
destination.
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This ability to barcode everything means that Topeka 
Pharmacy does not have to lump unusual items into a mass 
general merchandise section. Instead, Cunningham can apply 
a powerful inventory management tool called fine lining to 
everything the store carries. “Each item in the store fits into 
a category,” she explains, “and we are able to make these 
categories as specific as we need to. For example, we have 
an eight-foot section of pain relief products, but it’s not all 
the same item. Within that pain relief category, we have a 
breakdown of ibuprofen-based, acetaminophen-based, and 
other categories. We can get down to a level where there may 
be only a few items in a very specific fine line.” Then these 
fine lines are all individually trackable for key metrics such as 
sales and turns.

This level of detail supports a better grasp of financials, too. 
Cunningham reports feeding fine-line reports into Topeka’s 
accounting software every day. “Then we can do a compari-
son of our cost of goods sold in a specific section versus our 
actual sales,” she says. “We can see when we’re buying way 
too much inventory or when our margins are not meeting 
our goals. We can also see when we’re doing very well and 

think about expanding a section.”

Cunningham can also use this fine-line data to gener-
ate a sales history that makes for informed bulk-buying 
decisions. “You can get these offers that look like great 
deals from your wholesaler,” she says. “We use the 
product manager sales history to determine whether or 
not a deal is really worthwhile for us. If we can see that 
we only sold three of an item in the last six months, 
then we know that 12 are going to last us a very long 
time.” Cunningham also takes other factors into ac-
count when assessing bulk buys, such as the cost to 
borrow money to finance the purchase and the space 
required for storage.
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Take on multi-medication 
blister packaging 
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Mike LaCombe looks to POS to 
manage inventory effectively as 
well, placing particular emphasis 
on turns and inventory costs. In 
Majoria’s case, a key component 
is a tool within the ECRS POS 
called ECRS Gateway. “This is 
a portal where we can send and 
track orders to our vendors via 
EDI [electronic data inter-
change] or email,” explains La-
Combe. “And after those orders 
are processed, ECRS Gateway 
then creates worksheets for us to 
import new items into the POS. 
It tells us if items have changed 
UPCs [universal product codes], 
or they have gone up in price.” 
LaCombe uses this feature to 
manage every department, 
sending multiple orders out to 
multiple wholesalers every day. 
“We manage both our stores 
centrally using ECRS Gateway,” 
says LaCombe. “We’ve found 
that this takes a tremendous 
amount of pressure off of the 
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Things overheard at a recent trade show:

With over 1000 pharmacies nationwide, interfaces  
with more than 25 different pharmacy systems, and a  
support staff dedicated only to Pharmacy POS, what  
could be EASIER?
Don’t delay! Visit our website or call us  
today to take advantage of this incredible pricing: 
www.rm-solutions.com/WOW
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“You guys have the 
best system on the 
market, but I can’t 
afford you.”

“Don’t you offer  
anything that fits my  
small pharmacy?”

“Where’s  
the bar?”

“I need to be able to 
download OTC price 
changes easily.”

“Audits are taking me 
away from servicing  
my customers.”

“Do you  
interface with 
my pharmacy  
system?”

We think we may have some answers for you:
 

Announcing the RMS Subscription Pricing Plan:  
Buy your hardware and training upfront, and software 
starts as little as $79/month!

And, First Time Ever: Star-Lite will include OTC Price 
Updates and Replenishment Ordering from your primary 
wholesaler!

Available to US Independent Pharmacies only.

staff managing our retail, which is very important to us. 
We want them focused on the customer.” 

SELLING SMARTER

TOPEKA PHARMACY FOUND THE ABILITY  
to precisely manage inventory critical when a dollar 
store moved into town recently. “We knew not to try to 
compete at the same level,” says Cunningham. “We knew 
not to try to be a dollar store and knock our prices down 
across the board to where we wouldn’t make any mar-
gins.” Instead, Topeka set the goal of using its POS system 
to create one or two products in key fine lines that are 
priced to compete. 

“We found a very inexpensive acetaminophen, for ex-
ample,” says Cunningham. “And that’s our bargain item 
for our pain relief category.” Once Topeka sets a price 
on an item like this, it can then lock it using the product 
manager module. “Even if our wholesaler ups the retail on 
it, ours will stay at the lower price we’ve set,” says Cun-
ningham. “We also have safeguards in product manager to 
prevent sales below cost with this price lock feature.” This 
ensures that these products continue to play the role that 
Topeka Pharmacy has assigned to them.

When you really understand how your inventory moves, 
you can also make better decisions about staffing. A 
prime example offered by Cunningham is Valentine’s 
Day. Because Topeka has all of its seasonal and holiday 
items carefully fine-lined, Cunningham can see a precise 
sales history. “We’ve seen that there’s a pattern that, if 
Valentine’s Day is on a Friday or Saturday, people don’t 
make their holiday purchases until a day or two before the 
holiday, if not the day of,” she says. “So we know in a case 
like this not to start staffing up too early in the week.”

Good data from POS systems also supports good deci-
sions, moving your retail operations away from manage-
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Zach Schultz
Director of Community Pharmacies
CarePro Health Services
Cedar Rapids, Iowa
Provides pharmacy services, home health 
nursing, medical equipment, and healthy 
living programs to patients and clients in 
eastern Iowa and western Illinois.
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ment by tradition and guesswork. For example, CarePro 
Health Services decided to use the data from its POS to 
gain a better understanding of the demographics it serves. 
“We were able to combine data from our QS/1 POS and 
pharmacy systems and break down the demographic of 
who was really being served in one of our pharmacies,” 
explains Schultz. “We thought we were serving mostly se-
niors, but we ended up finding out we had a lot of moms 
who were filling scripts for themselves and for their kids.” 
These facts led Schultz to think about complementary 
products like children’s medicine and even toys.

“When you start looking at real data points, you re-
ally start taking away some of the assumptions that you 
make,” he says. “We assumed we primarily served an 
older population because these were the people who were 
coming in and mingling, the people who we had had 
really good relationships with. The younger demographic 
was more focused on a quick trip, rather than taking time 
to chat.” CarePro Health Services has been able to use its 
data-driven insights to boost its front end by being more 
dedicated to the younger patient population that had not 
been as visible before, while maintaining the strong rela-

continued from page 20
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tionships it has 
built within the 
senior popula-
tion.

Mike LaCombe 
is another big 
proponent of 
the powerful 
knowledge 
front-end data offers. “It’s all about data mining when it 
comes to inventory,” he says. “And you can data-mine in 
ECRS at the touch of a finger. Everything is available to 
you.” According to LaCombe, Majoria has learned a lot by 
digging down to the item level. LaCombe runs reports at 
the item level to set reordering levels and determine how 
many days’ stock to carry and uses an algorithm called de-
mand fill to track item sales by specific windows and iden-
tify seasonal peaks in sales. “Where we really find value 
in these POS functions is in our vitamin department,” he 
says. “Our average retail on most of our vitamins is over 
$10, and we’re carrying some expensive inventory there 
among 3,000 different items. We need to be able to dive 
in and say: ‘Hey, we’re not going to carry a $30 vitamin 
anymore because we’re not getting the return on it that 

we need compared to lower-priced 
version.’”

DATA-SUPPORTED  
DECISIONS

CLEARLY DATA AND THE 
SYSTEMS that collect and man-
age it have to play a central role in 
your retail decision-making. “I tell 
everyone that I talk to that data is 
awesome,” says DJ Larson. “If you 
can’t get the data out of your sys-
tems, then you’ve got to learn how 
to get it and then learn how to ana-
lyze it.” This data has been central, 
for example, for building Lehan’s 
marketing plans. “People ask me, 
‘How do I get started with real mar-
keting?’” says Larson. “They don’t 
have a marketer on staff, they don’t 
have a salesperson. What I tell them 
is that before they hire somebody or 
start spending money on Facebook, 
they really have to analyze the busi-
ness to understand where they can 

continued on page 24

DJ Larson
VP of Sales and 
Marketing
Lehan Drugs
DeKalb and Sycamore, Ill.
Community pharmacy 
with a focus on women’s 
health.
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INTEGRATION STRUGGLES
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continued from page 22

grow. For example, they should know who their following 
is and who their top prescribers are. If you don’t know that, 
then you really can’t start marketing yet. You really need to 
understand your business and where you’re growing from 
to understand where you need to go.”

Strong data from your systems can help you know when 
to say yes in circumstances when you might otherwise not. 
CarePro Health Services was able to make an informed 
decision to begin carrying specific OTC creams in its 
oncology and radiology department. “We had certain pre-
scribers ask us to carry these items,” says Schultz, “and we 
knew from our pharmacy data that they were among our 
better referral sources. So of course we said yes, and now 
we are able to meet these patients’ needs for these special-
ized items. The data helped guide us to build even stronger 
relationships with these referring doctors and the patients.” 

Majoria Drugs offers another example of the surprising 
things you can learn when you can collect and connect 
your data in sophisticated ways. According to Mike La-
Combe, you might find out that an expensive, slow-mov-
ing product is actually a lot more valuable than a simple 
movement report might indicate, because it goes into the 
basket of a high-value shopper. “Our POS lets us grade 

products in a variety of ways,” explains LaCombe. “We can 
grade by contribution, velocity, revenue, and department. 
But the best part is grading by basket. A high-cost item 
can have a velocity grade of F, but a basket grade of A, and 
that’s a basket put together by a customer we want.” These 
are customers buying other items that are contributing 
strongly to revenue, and the insight POS gives LaCombe 
ensures that Majoria has all the products these customers 
are looking for, even if some of them aren’t best sellers.

MAKE SHOPPING EASIER

MIKE LACOMBE OFFERS ANOTHER WAY IN which 
Majoria Drugs is creating a better shopping experience for 
its customers, who are choosing to shop the stores because 
they are looking for very specific types of products. “We 
have this fantastic printer,” says LaCombe. “It’s an Epson 
C3500 color inkjet, and it’s allowed us to use labels and 
shelf identifiers to have an impact at the point of pur-
chase.” Majoria has created specific tags to highlight the 
health attributes of different products, making it easy for 
shoppers to identify gluten-free, dairy-free, non-GMO, 
vegan, and organic products easily. “We add a little round 
color identifier on the bottom of our labels to help  

Software without Limits!!! 

www.micromerchantsystems.com
e
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Introducing the all new SharpRx®  
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and simple to learn. With the addition of touchscreen capabilities, SharpRx helps you solve your 
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SharpRx packs usability, efficiency and affordability into one easy-to-use system.
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shoppers see what’s on the shelf at a glance. We’re also 
putting a chart up in the store to help customers find what 
they want as easily as possible.” LaCombe has found that 
this labeling is especially useful to help people navigate 
Majoria’s large vitamin section. “We will identify a probi-
otic, for example, that is a good complement for people 
experiencing prescription-related depletion,” he says. “It 
helps us integrate the whole shopping experience. And, of 
course, we can make more profit recommending a probi-
otic than we can dispensing an antibiotic a lot of times.” 

Another way to improve the customer experience is 
through alerts that support smooth customer interactions. 
Topeka Pharmacy is using the integration between its 
Retail Management Solutions POS and Rx30 pharmacy 
system in this regard in several ways. First, the pharmacy is 
managing house accounts within the POS more efficiently. 
“If we get a statement returned to sender,” says Cunning-
ham, “We make a note in the POS that the account is on 
hold until we get a current address. A manager has to over-
ride this message to allow a charge.” This same informa-
tion is then also available in Rx30. Whether the customer’s 
next interaction is with the pharmacy or with the front-

store staff, everyone is on the same page.

Topeka Pharmacy also uses alerts at the point of sale to 
prevent a customer from picking up prescriptions for two 
different people. “I can’t tell you how many people with 
the last name Miller we have as customers,” Cunningham 
explains. “The pharmacy system shares enough data with 
the POS to let us know when we are checking out pre-
scriptions for two different Millers. We can then double-
check this and be sure that we don’t have a problem.”

CHOOSING YOUR PATH
FRONT-END SUCCESS DOESN’T HAPPEN  
overnight. That’s what Mike LaCombe says. But he knows 
from experience that there’s a lot of opportunity for phar-
macies that have the vision and are willing to put in the 
work to build revenue and create themselves as a destina-
tion. The technology is certainly out there to support these 
efforts, and LaCombe has seen it get better, faster, and 
easier to use every year. “It’s a lot quicker and a lot easier 
to run a successful front end now than it was even five 
years ago,” he says. LaCombe adds another example to all 
the data and inventory management tools covered earlier. 
He points to the advent of mobile technology that has 
empowered staff to walk the store, check prices and sales, 
add and subtract inventory, and generally manage some of 
the key details needed for retail success easily.

With so much powerful technology, in the end it becomes 
a matter of deciding on your vision. DJ Larson, for ex-
ample, is part of the Cardinal Health’s Women and Health 
Initiative. “There’s been a lot of discussion about what we 
can do to provide a turnkey solution to help pharmacies 
get involved in this market,” Larson says. “We are thinking 
all the way down to the level of saying, ‘Hey, here’s what 
we would recommend to carry on an end cap.’”

A first step might be to look for what’s trending in your 
larger market area, or even nationally, and then try to zero 
in on how those trends may be playing out in your market. 
“We want to look at the big trends,” says Schultz. “And 
we want to benchmark ourselves against other stores our 
patients visit. We want to look at all the data and find out 
what things our patients are asking for, and even discover 
what needs they have that maybe they aren’t vocalizing. 
Then we can offer them products that they may be buying 
in other places, and in the end we will provide them with 
the retail experience they want. We are excited for that 
opportunity.” CT

cover story | front-end focus
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Will Lockwood is VP and a senior editor at  
ComputerTalk. He can be reached at  
will@computertalk.com.
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These are a couple of things that I wrote about a few 
years ago. Please let me know if you have tried them 
(or will).

Both are applicable to independent pharmacies. But only 
because the chains aren’t smart enough to do them.  Both are 
easy. And both will tell you a lot about your pharmacy’s faults 
and features.

Call Yourself
Let’s talk about “call yourself ” first.
It’s a simple idea, but it takes a little bit of planning. What you 
want to find out is what happens when someone calls your 
pharmacy. Too many times when I call a business I get the 
following: “JandJpharmacythisisoriespeakinhowcanIhelpyou?
mayIputyouonho” Lorie has said this so many times and is so 
tired of saying it she blurs it all together into mush that does 
not communicate anything. And often pushes the hold button 
before finishing, much less hearing the caller’s answer.
You want to be sure this or other bad things get identified 
and fixed ASAP. Do it yourself with a muffled voice or have 
someone who won’t be recognized do it using a speakerphone 
so that you can hear what happens. Do it during a busy time if 
possible. End the call by saying, “Oops, wrong number” or just 
hanging up. Make notes about what happened. If it is just one 
staff member who needs help, talk to that person. Help him or 
her revise the standard answer and slow down. If it is common, 
have a meeting and talk about phone courtesy. In any case, 
don’t tell them what you did. Just say there have been some 

Call Yourself and an 
Advisory Board 

george’s
corner

George  
Pennebaker, Pharm.D.

complaints. (Don’t say they are yours!)
The point is that how the phone is 
answered is often the “first impression” 
of your pharmacy. We don’t get 
a second chance to make a first 
impression. Also, many of your patients 
are hard of hearing, so talking slowly 
and distinctly is important.

The above may seem like it is 
neglecting the IVR systems that are 
in many pharmacies. If a machine 
answers, the machine is making the 
first impression. If it lists nine options, 
and the caller needs to listen to all nine 
before being able to do anything, that’s 
probably not a good first impression. 
Often it is hard to choose one of the 
options. You may understand what it 
means, but the caller may not.  Let’s 
not forget about language issues. Be 
sure your alternative language says what 

An advisory board is 
easy to put together and 
inexpensive, and can be 
a lifesaver. 

continued on next page
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you want it to say.  I mess with these systems on 
half of the phone calls that I make. My gut reaction 
is that they all add useless time for the caller in 
order to save time for the receiver. Make sure yours 
does not leave that impression.  This is something 
to ask your “advisory board” about, which leads to 
my second idea.

Pulling It Together

An advisory board is easy to put together and 
inexpensive, and can be a lifesaver. The objective is 
to get honest feedback about how your pharmacy is 
doing. What is good? What is bad? What could be 
improved? 

A group of five or six people should be enough, and 
relatively easy to manage. One or two should be 
people who don’t come to your pharmacy. The rest 
should be happy and not-so-happy regular patients. 
If you are in a small town, the mayor might be a 
good one. If there is a major industry nearby, a 
leader from there might be good. It is important to 
get people who are willing to share their thoughts 
and not be bashful about speaking up about issues.

Make a list of about 10 candidates. Share the list 
with someone who can help you decide which ones 
would be best. Call them at a time that is best for 
them. Tell them you are setting up an advisory 
board for your pharmacy because you want to be 
sure you are providing the best service possible to 
your community.  And that you need their help.

Plan to meet once every three or four months at 
first and probably less often in the future. I think 
the best place to meet is at a local pizza parlor on 
a weekday evening. You do need to have a space 
where you can get some privacy.

You buy the pizza and beer/soft drinks. I think you 
should also provide the leadership for the meeting.  
However, if you are not comfortable doing that, 
ask one of the members to chair the meeting. Also, 
that way you can take notes and ask questions. 
Most importantly, you listen. Try your best to avoid 

making immediate responses to anything that is 
said, good or bad. Try to avoid participating in 
the discussions. All you need to say is, “That’s an 
interesting thought/comment/suggestion. I’d like to 
think about it and get back to you.”

These should be rather closed meetings. Assure the 
members that you won’t go back to the pharmacy 
and say to your staff, “Mr. Jones said…”

Be sure that you get back to the members regarding 
everything that was talked about at the previous 
meeting. Otherwise, you may lose their trust, and 
that would be very bad. 

Don’t hesitate to bring in outside people to talk 
about issues/subjects whenever it is appropriate.  

By the way, a key thing that happens if you do 
this is that you are creating a way to explain to 
your community the world of pharmacies and 
pharmacists. They don’t know. They don’t have an 
opportunity to ask. And it is easier to ask in a group 
setting than in an individual conversation. As they 
learn things, your advisory board members will 
take them back to the community. There is nothing 
better than having someone else tell your story. 

Tell your staff what you are doing. They will find 
out. Better they find out from you.
My contact information is below. Let me know how 
the phone calls and advisory board ideas work out 
for you. Also, if you have any questions or ideas, let 
me know.  CT 

George Pennebaker, Pharm.D., is a consultant and past 
president of the California Pharmacists Association. The 
author can be reached at george.pennebaker@sbcglobal.net; 
916/501-6541; and PO Box 25, Esparto, CA 95627.

george’s
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The Status of 
Prescription Drug 
Monitoring Programs Brent I. Fox,  

Pharm.D., Ph.D.
Bill G.  

Felkey, M.S.

technology
corner

We will start this column with a few questions, answers, 
and interesting facts. In the United States, what 
would you guess is responsible for more uninten-

tional deaths than cocaine and heroin combined? Opioid analgesics. 
In 2013, what caused more deaths than homicide? Prescription 
analgesics. While the United States accounts for approximately 5% 
of the world’s population, it accounts for 80% of the world’s opiate 
use and 99% of the world’s hydrocodone use. Forty Americans die 
each day due to prescription painkiller abuse. There is no doubt that 
appropriate care often involves pain management by prescription 
medications to help with both acute and chronic conditions. How-
ever, the data (there are many more facts that we are not presenting 
here) unequivocally demonstrates that prescription opioid abuse is at 
epidemic levels in the U.S.
As you know, prescription drug monitoring programs (PDMPs) are 
intended to address this problem. Interestingly, this is not a new 
problem, as the first PDMP was established in New York in 1918. 
The longest continually operating PDMP began in 1939 in Califor-
nia. Your PDMP is electronic, while the early programs were paper 
based. The Centers for Medicare & Medicaid Services (CMS) de-
fined PDMPs as statewide electronic databases that store prescribing 
and dispensing records for controlled substances and other potential 
drugs of abuse. PDMPs are regulated at the state level, including 
who can access the data they contain.
Because PDMPs are operated at the state level, differences are found 
from state to state. For example, Missouri is currently the only state 
that does not have a PDMP, but this may be changing, as legislation 

to establish a PDMP passed the state senate 
in May. In those 49 states that do have a 
PDMP, the majority are operated by health 
departments, boards of pharmacy, or another 
single state agency. Currently, 16 states do 
not require practitioners to access their 
PDMP prior to writing the prescription. You 
may wonder how PDMPs are funded. That 
is also a state-level decision. In our state of 
Alabama, a portion of prescribers’ controlled 
substance certificate fees fund the PDMP; no 
fees paid by pharmacists or pharmacies to the 
board of pharmacy fund Alabama’s PDMP. 
Drugs of interest also vary by state. The 
majority of states collect data on schedules 
II to V. Seventeen states also collect data on 
noncontrolled substances with a high poten-
tial for abuse.
As legislation requiring reporting to PDMPs 
has become commonplace, reporting period 
requirements have undergone considerable 
change. The reporting period is the time 
from dispensing a prescription for a drug of 
interest to the point at which the dispensing 
information is submitted to the monitor-
ing program. Reporting periods range from 

continued on next page
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near real time to monthly, with daily and weekly being 
the most common reporting periods. The actual process of 
reporting is one area where standardization can be found. 
For the purpose of this discussion, we consider those 
pharmacies that report on paper to be outliers. In fact, in 
Alabama there are over 1,400 pharmacies that report to 
our state PDMP electronically. A single pharmacy reports 
via fax. 
We mentioned above that the agency that operates a state’s 
PDMP varies by state. In general, state agencies are not 
building and maintaining their PDMP databases. Instead, 
they contract with vendors responsible for building and 
maintaining the database to the state’s specifications. 
Although there are a small number of vendors providing 
these services on a national level, their databases are ex-
changing information with thousands of pharmacies and 
prescribers’ offices. On the pharmacy end, pharmacy man-
agement systems (PMSs) house the data that ultimately 
ends up in the PDMP database. Similar to the use of the 
NCPDP standard for electronic prescribing, reporting to 
PDMP databases is enabled by the ASAP (American Soci-
ety for Automation in Pharmacy) standard (version 4.2 is 
most commonly used). 
At the individual pharmacy level, the actual process of 
reporting to the PDMP varies depending on a variety of 
factors. In general, pharmacists practicing in chain phar-
macies likely take no overt action to report to their state’s 
PDMP. In these situations, reporting is initiated from a 
central hub that dials into the pharmacy’s PMS, extracts 
the appropriate dispensing records, and submits them 
to the PDMP database. Procedures for reporting to the 
PDMP database may require more hands-on attention in 
an independent pharmacy setting. Some PMS vendors do 
offer an extra service that functions similarly to the extrac-
tion/submission process described above for chain settings. 
This usually involves using the PMS to create an ASAP-
formatted file that is uploaded to the PDMP database. We 
use the term “may” because processes and procedures are 
influenced by state law, the specific PDMP vendor a state 
uses, and PMS capabilities. Manual reporting of individ-
ual prescriptions can also be done and is most commonly 
seen in settings such as prescribers’ offices or veterinarians’ 
practices. 

Using the Data
The value in reporting to a statewide PDMP database is 
that you can access the database when that voice in your 
head suggests that the patient in front of you may have a 
substance abuse problem. Access to PDMPs is currently 
not integrated into the PMS. Therefore, searching for a 
patient’s history usually requires checking a Web-based 
portal and querying using a core set of criteria (e.g., name, 
birth date, address). ASAP has developed a Web service 
standard that allows pharmacists to search their state’s 
PDMP database directly from the PMS. The Web service 
standard includes an option to receive morphine equiva-
lency data for executed queries. This workflow integration 
should greatly ease the burden of searching. The standard 
was developed with input from all stakeholders, including 
11 PDMPs. Here, we mention searching a single state’s 
PDMP database. Mechanisms are in place to allow states 
to share data and for prescribers and pharmacists to query 
on a person of interest not only for the state in which they 
are located but other states as well, for a more complete 
picture on that person’s history of prescriptions for con-
trolled substances. However, states vary in terms of those 
who are authorized to have access to the patient’s data.
Pharmacy is certainly not regarded as a typical law en-
forcement agency, but pharmacy does have a responsibil-
ity to ensure appropriate medication therapy, including 
identifying and intervening in situations of addiction. As 
an aside, how to intervene is quite challenging. Some have 
suggested that pharmacists tell patients they are out of the 
desired medication. Others worry that this approach will 
just bring the patient back the next day or that it sends 
the patient to the next pharmacy. We are not advocating 
that readers place themselves in situations of potential 
harm. We encourage readers to talk with their colleagues, 
pharmacy associations, and state boards for effective ways 
to intervene in situations of apparent abuse. Pharmacists 
in virtually all states have the ability to access dispensing 
records for potential drugs of abuse. We welcome your 
comments. CT

Brent I. Fox, Pharm.D., Ph.D., is an associate professor, and 
Bill G. Felkey, M.S., is professor emeritus, in the Department 
of Health Outcomes Research and Policy, Harrison School of 
Pharmacy, Auburn University. They can be reached at foxbren@
auburn.edu and felkebg@auburn.edu.
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Pharmacist Services: 
New Report Highlights 
Ways to Expand  
Reimbursement 

A new report from Avalere Health, entitled “Developing 
Trends in Delivery and Reimbursement of Pharmacist 
Services,” outlines several factors that could help facili-

tate broader reimbursement for pharmacist services. The report 
was released in November and funded by the National Associa-
tion of Chain Drug Stores (NACDS). A copy of the report can 
be downloaded at http://naspa.us/resource/developing-trends-
in-delivery-and-reimbursement-of-pharmacist-services/.

Avalere Health assessed the current healthcare delivery and 
payment landscape to identify ways to broaden reimbursement 
for pharmacist services. They note that, “While opportunities 
for pharmacists to provide direct patient care services emerge, 
options for obtaining reimbursement for these services con-
tinue to be limited for community pharmacists.” They describe 
numerous examples of other practice site billing that exist, such 
as “incident to” the physician. They go on to say that “Outside 
of traditional Medicare Part D medication therapy manage-
ment (MTM), the mechanisms through which pharmacists in 
the community setting may obtain reimbursement for services 
allowed under state scope of practice regulations are limited 
and vary by payer” and that this lack of reimbursement is a key 
challenge in delivering pharmacist-provided direct patient care 
services on a widespread basis.

Avalere identified three changes that could help improve reim-
bursements (see box at right).

In outlining the role of pharmacist services today, the report au-
thors say that pharmacists are well positioned to provide more 
services to patients in need, as 93% of Americans live within 

Changes to Help 
Reimbursement 

1. Establishing pharmacists as healthcare 
providers under Medicare Part B with 
federal statutory recognition.

2. Standardizing state and federal billing 
methods for specific services outlined 
in scope-of-practice regulations that 
pharmacists provide.

3. Improved coordination through clinical 
and administrative health information 
exchanges between pharmacies and 
other healthcare providers on the 
patient care team.

five miles of a community pharmacy. Di-
rect patient care services they highlight that 
are provided by pharmacies are immuniza-
tions, wellness and prevention screening, 
medication management, and chronic 
condition management.

The Value Factor

Looking forward, they say that develop-
ment of new care delivery models based on 

continued on next page
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the health information exchange (HIE) infrastructure 
over the next three to five years as a positive enabler 
to helping the interoperability barrier. “With a more 
robust data exchange infrastructure, pharmacists will 
be able to download a complete medical history when 
interacting with the patient, update their medical 
record to reflect the most recent visit, and then in turn 
send the updated record back to the patient’s tradi-
tional primary care provider,” they note.

Numerous case studies are sprinkled throughout the 
report, helping to illuminate many of its key findings 
that support expanded opportunities for direct pay-
ment for pharmacist services. As these opportunities 
unfold, so will the requirements for quality measure 
development and reporting to encourage efficient and 
optimal delivery of care. This is an area of focus, it 
seems, at every state or national meeting I attend.

Finally, the report says that pharmacist-provided care 
would help bridge the gap between the demand for 
primary care physicians and the supply. The demand 
for primary care physicians is projected to increase by 
14% from 2010 to 2020, but the number of primary 
care physicians is only projected to increase by 8% 
during that time. They conclude that avenues for ob-
taining pharmacist reimbursement for patient care will 
improve with the new payment and delivery models. 

I encourage ComputerTalk readers to download the 
report and incorporate its findings in their strategic 
planning processes. It is a very nice addition to the 
environmental scan landscape. CT

Marsha K. Millonig, R.Ph., M.B.A., is president of 
Catalyst Enterprises in Eagan, Minn. The firm provides 
consulting, research, and writing services to the health-
care industry. The author can be reached at mmillonig@
catalystenterprises.net.  

value-based payment and performance will create new 
opportunities for pharmacist reimbursement. They 
note that, to succeed, pharmacists would need to be 
adequately compensated for their contributions and 
expanded role in the healthcare team, either through 
portions of shared savings or separate service-based 
fee contractual agreements within alternate payment 
models (APMs). These value-based care models are 
held accountable for population health against a 
global budget, which may include pharmacy spend-
ing over an extended period of time, emphasizing a 
need to foster a more comprehensive partnership with 
pharmacists.

The report does an excellent job of outlining cur-
rent billing mechanisms for pharmacist services. 
These include use of current procedural terminology 
(CPT) codes, contracts with third-party payers, direct 
patient payment, “incident to” billing, outpatient 
setting billing, MTM service billing, and medication 
reconciliation in care transitions. They also outline 
the extent of pharmacist-provided services such as im-
munizations and point-of-care testing and the use of 
collaborative drug therapy management agreements. 

With regard to existing system barriers that hamper 
broader service reimbursement, the report notes, the 
lack of “ability for different systems to communicate 
with each other to provide the most relevant clinical 
and administrative information at the time care is 
provided, and to ensure that services are coordinated 
across different practitioners” is problematic due 
to limited interoperability. This creates a constraint 
for the community pharmacist in accessing medical 
record information that can allow for interventions to 
be made and coordinated with the patient’s physi-
cians. They point to the continuing development of 
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viewpoints

The Market Impact of 
Pharmacy Consolidation 

The rate of retail pharmacy mergers has increased in the last year, 
with the announcement of mega deals such as: 

• CVS Health acquisition of Target’s 1,660 pharmacy and clinic 
businesses for $1.9 billion on June 15.

• Walgreens Boots Alliance buys Rite Aid’s 4,600 pharmacies and 
PBM EnvisionRx for a total transaction value of $17.2 billion 
on October 27. 

• Kroger announces merger with Roundy’s 151 stores with 101 
pharmacies on November 11. 

The total pharmacies involved in these announced mergers is approxi-
mately 10% of the retail pharmacies in the country. We will spend a few 
minutes reviewing the market dynamics driving the accelerating consoli-
dation in the industry. 

Reasons for Consolidation 

For the past 30 years, the gross profit margins generated by dispensing 
third-party prescriptions has decreased. Retail pharmacy has made up for 
these margin reductions by increasing productivity through advances in 
dispensing technology, higher prescription volume as the population ages, 
and cost reductions through efficient adjudication of third-party prescrip-
tions. The industry is at an inflection point, where the ability to continu-
ally reduce costs in the face of declining margins is reaching its limits. The 
prescription volume that is required to run a profitable pharmacy contin-
ues to increase, and the ability to offset this loss of margin dollars through 
clinical services such as medication therapy management (MTM) sessions 

and comprehensive medication reviews 
(CMRs) is limited, even at an estimated 
$2 to $3-per-minute average fee. 

Payers continue to exert downward 
margin pressure on retail pharmacies 
through the introduction of narrow and 
preferred pharmacy networks. These net-
works reduce the number of pharmacies 
available to members, with the pharma-
cies accepting lower reimbursement 
rates. This trend has accelerated with the 
introduction of Medicare Part D preferred 
networks and their associated direct and 
indirect remuneration (DIR) fees charged 
to pharmacies. DIR fees are retrospective 
fees charged on a flat dollar or percentage 
basis by the Medicare Part D plan; such 
fees lower the pharmacy’s profit dollars for 
each prescription. Payers are beginning to 
tie DIR fees to star ratings, i.e., a higher 
DIR fee is charged to pharmacies that 
have lower star ratings for their patient 
population. Pharmacies have been willing 
to pay the DIR fees for continued access 
to the Medicare Part D patients, which 
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Industry Responses

The National Community Pharmacists Association 
(NCPA) has been aggressive on the legislative front in 
championing the passage of PBM (pharmacy benefit 
manager) transparency and MAC pricing legislation. These 
efforts have been successful, with over 20 states enacting 
legislation that establishes requirements for the frequency 
of MAC pricing updates and access to narrow networks.

New requirements went into place on January 1 for weekly 
MAC prices updates for Medicare Part D plans. This 
change will ensure that updates are made to reflect market 
supply issues that arise. When forced to update MAC pric-
es weekly, the payer community may also take the oppor-
tunity to lower prices that reflect a reduction in acquisition 
cost pricing for specific generics. Pharmacies should closely 
monitor the overall impact of these legislative changes on 
generic profitability. 

Stakeholder Impact 

The looming industry consolidation will force pharmacy 
strategy changes to reflect the more concentrated pur-
chasing power of the combined organizations. Here is a 
look from the stakeholders’ perspective on the upcoming 
changes.

Generic Manufacturers/Suppliers: With industry con-
solidation, there are fewer purchasers of generic products. 
These purchasers exert more buying power and lower ac-
quisition costs by guaranteeing a specific purchase volume. 
The pooling of purchasing volume from different organiza-
tions will continue to exert downward pressure on generic 
prices.

When CMS began publishing average manufacturer prices 
(AMPs) two years ago, retail pharmacy had a transaction 
price benchmark with which to compare their acquisition 
costs. The monthly publication of AMPs provides insight 
into price trends and creates focused activity for pharmacy 
management to continually seek lower acquisition costs, 
which in turn decreases generic supplier margin. 

Generic suppliers have responded by implementing portfo-
lio management strategies for their product lines. Generic 
suppliers have exited markets where products are priced as 
commodities and/or have elected not to bring products to 
market that have very low margins. These changes have cre-

represent about one third of the retail prescriptions 
dispensed.

Retail pharmacies have also contributed to their declin-
ing profit margins with the introduction of discount 
generic programs that reduced the margin on their cash 
prescriptions. Third-party payers were quick to pick up 
on this willingness to accept lower prices and adjusted 
their maximum allowable cost (MAC) prices downward. 
Discount generic programs continue to be popular, but 
cover fewer products because of recent price increases 
for select generics due to generic industry consolidation, 
supply issues, and portfolio management activities where 
generic suppliers discontinue unprofitable products. 

The lack of pricing power by the pharmacies in negotiat-
ing third-party reimbursement rates is a macroeconomic 
indicator that there are too many pharmacies in the 
market. The merger and acquisition activity reflects the 
consolidation needed to restore a semblance of pric-
ing balance in the market. The lack of pricing power 
by pharmacies was exemplified by the Walgreens and 
Express Scripts battle in 2012. Express Scripts was able 
to continue to provide pharmacy network access suffi-
cient enough to service the needs of the vast majority of 
their customers. This outcome forced Walgreens back to 
the negotiating table to reconcile the differences after los-
ing an estimated $6 billion in sales during the first nine 
months of 2012.

The retail pharmacy market is segmented into tradi-
tional pharmacies, mass merchandisers, and grocery 
stores. Each type of business uses its pharmacies for 
different strategic business purposes. The traditional 
pharmacy typically generates over 70% of its sales from 
the pharmacy department and must have profitable sales 
to be successful. Mass merchandisers and grocery chain 
pharmacies represent between 5% and 15% of total store 
sales. These organizations use their pharmacies to gener-
ate store traffic where patients purchase additional food 
and general merchandise items. The differing strategic in-
tent in each market segment creates downward pressure 
on margins that third-party payers have taken advantage 
of in their network negotiations.
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ated opportunities for other manufacturers to raise prices 
when there are market shortages. This has led to a more 
dynamic pricing structure for generics.

Generic suppliers are focusing on product quality and 
guaranteed supply as a means to differentiate their product 
offerings and reducing the focus on lowest cost products. 
Big purchasers may trade a few percentage points in cost of 
goods sold for a quality product where the supply is guar-
anteed. This change in focus may help to stabilize generic 
prices and slow the race to the bottom, i.e., commodity 
pricing.

Payers: Industry consolidation will force payers to evaluate 
the network access standards for their preferred pharmacy 
networks. For a nationwide network to meet most access 
standards, 25,000 to 30,000 pharmacies are needed. Even 
if the number of retail locations decreases by 10% to 15%, 
payers should not have an issue with creating a network 
that provides adequate pharmacy access for their members. 
Furthermore, members and clients have accepted a narrow 
pharmacy network (Medicare Part D and exchange plans) 
to lower the rate of increase on actual insurance premiums. 

Third-party payers have become more aggressive in lower-
ing their MAC prices, especially after CMS began publish-
ing AMP information. MAC prices are lowest for Medicare 
Part D and managed Medicaid plans where the payer has 
accepted risk for managing the drug spend. Payers, howev-
er, will continue to ask for lower network rates and higher 
DIR fees until they are unable to support a pharmacy 
network that provides sufficient access for their members.

From an overall drug spend perspective, payers are focusing 
their attention on the specialty drug spend and implement-
ing tactics to ensure appropriate use of these expensive 
products. Newly launched specialty drugs can become 
budget busters overnight, e.g., hepatitis C drugs. Industry 
consolidation should not impact payer specialty drug strat-
egies, as they have already limited the number of pharma-
cies that can dispense specialty drugs. 

Retail Pharmacies: Consolidation in the industry will pro-
vide opportunities to increase purchasing power and lower 
the acquisition cost of generic products. Close monitoring 
of payer reimbursement rates is needed to quickly respond 
to market changes and raise awareness that a MAC pricing 
adjustment is warranted. Retail pharmacy should continue 
to support new legislation that improves the transparency 
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of PBM operations and raise political awareness of these 
reimbursement issues. The ability to exert pricing power 
with payers will remain limited to situations where there is 
not a geographic concentration of stores and where payer 
clients are requesting access to specific pharmacies. 
Retail pharmacy needs to continue to expand clinical ser-
vices where financially feasible, e.g., immunizations, and 
modify dispensing workflow to facilitate the completion 
of MTM and CMR. Retail pharmacy must begin quanti-
fying the clinical interventions performed and market the 
financial benefit to the payer community based on patient 
benefits. The value of these clinical interventions is not 
appreciated, due to the lack of information quantifying 
benefits. Robust data could change the focus of pharmacy 
discussions from the price of drugs to improved patient 
outcomes. 
Consolidation will contribute to the stagnation of phar-
macist wages. The shortage of pharmacists is history. In-
dustry consolidation will put downward pressure on wages 
and enable employers to require a higher skill set for new 
employees. Most pharmacists working today only know a 
market where pharmacist services were in great demand, 
leading to high wages. The pendulum has begun swing-
ing the other way on wages, limiting or eliminating wage 
increases. Industry consolidation will accelerate that trend, 
as well as the opening of new pharmacy schools and with 
existing schools graduating more pharmacists. 
The recent merger and acquisition activity won’t turn the 
balance of power back in the favor of the pharmacies in 
the near term. We expect continued market consolidation 
as new partnerships are created and organizations sell or 
close their pharmacies. If access issues are created in rural 
areas due to store closures, we expect pharmacy boards to 
enact telepharmacy laws to mitigate these issues. Retail 
pharmacy will continue to be a challenging business as 
market forces continue to put downward pressure on 
prescription margins. CT

Tim Kosty, R.Ph., M.B.A., is president, and Don Dietz,  
R.Ph., M.S., is VP at Pharmacy Healthcare Solutions, Inc., which 
provides consulting solutions to pharmaceutical manufacturers, 
PBMs, retail pharmacy chains, and software companies on strategic 
business and marketing issues. The authors can be reached at  
tkosty@phsirx.com and ddietz@phsirx.com.
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In this interview with ComputerTalk’s Maggie Lockwood,  
DataScan’s President, Kevin Minassian shares his thoughts on  
what he sees as pharmacy’s survival and areas for growth. 

CT: You see CMS Star Ratings as an opportunity for the 
independent owner. Tell us why.

Minassian: The Part D star ratings program was started back 
in 2007, but only recently has CMS aggregated 
the data, and is now putting the results into 
effect. If an insurance provider doesn’t meet and 
maintain at least three out of five stars, they will 
no longer be able to service Medicare patients. 
These ratings, based on a number of different 
metrics, really trickle down to the provid-
ers within the plans — the doctors and the 
pharmacists. It’s a sign of things to come, and 

I think it’s a sign of positive changes within our industry. If we 
utilize pharmacists’ knowledge and training, they could be the 
answer to assisting in lowering overall cost of patient care. 

CT: So independent pharmacies can survive and stay 
profitable with everything going on with PBMs?

Minassian: We all know what the real problem is in our 
industry — the enemy — the PBMs. The threat of the chains 
themselves does not compare to what the PBMs are doing. To 
say everyone is going to throw in the towel and give up is just 
insane. I have owned other companies, my friends and other 
family members own businesses in different industries, and 
every last one of them can give you a laundry list of hardships 
that threaten their livelihood and businesses. We are fortunate, 
in that we are in healthcare, so the hardships we experience in 
our industry are worth fighting. In the ’80s you could make a 
good living filling prescriptions. Today, you have to build a great 
front end, educate your customers on the competitive pricing 
you offer, implement rewards programs, and use technology to 
do more without requiring more staff. Surgical supplies offer 
an unique opportunity to independents; pharmacists should 
explore compounding — something the chains don’t do.

CT: How does automating adherence programs allow 
pharmacy to capitalize on the programs? 

Minassian: The question is how do pharmacists build medi-
cation adherence programs, without creating an additional 
workload? If building adherence means patients are getting their 
refills on time, how about communicating automatically with 
the patients to let them know refills are due, or are ready to be 
picked up — or, still have not been picked up and that restock 
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An interview with DataScan’s Kevin Minassian date is closing in. These communications should not require 
an employee to press buttons or run reports, they should 
happen automatically. Datascan has built in a utility into our 
WinPharm software that identifies patients with maintenance 
medications on their profiles, which have run out of refills 
and have no other current prescriptions for this therapy, and 
can automatically reach out to doctors for new prescriptions. 
We made sure to build our own proprietary med sync that 
can be customized over time. Our adherence dashboard al-
lows you to quickly identify problem patients.  

CT: How does improved patient tracking in the phar-
macy system help pharmacy owners?

Minassian: As I have mentioned, pharmacists will be 
required to assist in patient adherence, and there is a great 
need to identify problem areas and opportunities. Whether 
it’s an MTM opportunity popping up right in our software, 
or a warning that Mrs. Jones, a diabetic patient, is constantly 
hitting 100% utilization before her refill request, the software 
needs to do this work for you. The software should have 
detailed algorithms built in, and easy-to-use features, along 
with a lot of fully automated processes to assist you in work-
ing with and communicating important messages to your 
patients. The technology today needs to work for you like an 
employee tasked with a project. 

CT: You say you like to debate the topic “is the end of 
the independent pharmacy near?” Tell us why.

Minassian: The end is only near if independents give up the 
fight and sell out to the chains. Here’s the bad news: most 
independent pharmacists are used to working for themselves. 
Chances of enjoying the chain environment as a staff phar-
macist is pretty slim. In the ’80s we use to look at doctors 
and say “wow these guys make the big money.” Today, unless 
you’re a surgeon or in certain specialty areas, doctors are 
miserable with all the hours they put in and the dwindling 
reimbursements. How do we tackle these changes? Like any 
good business owner, we have to reinvent ourselves and look 
for other profit centers within our business. Don’t just use the 
technology offered by a software vendor to fill prescriptions 
— dig into it! At Datascan, we offer our clients optimiza-
tion training where we walk them through the features and 
automation they should be putting to use. We make sure the 
software is helping to monitor progress, identify opportuni-
ties, and provide a detailed look into the business. It’s our 
job to build better products every day to aid in the success of 
pharmacy. CT

To read more from Kevin Minassian on the state of the 
industry, visit www.computertalk.com/backpage.
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2016 Midyear 
Conference 

The Seelbach Hilton
Louisville, Kentucky
June 16-18, 2016    

ASAP

American Society for Automation in Pharmacy
492 Norristown Road, Suite 160 • Blue Bell, PA 19422 | 610/825-7783 | Fax: 610/825-7641 | www.asapnet.org

Plenty of opportunities to network and hold business meetings.

The conferences have the reputation of being both educational and enjoyable, with  
top-notch speaker programs showcased in unique locations.

ASAP conferences qualify for CE credit.

The Seelbach Hilton is one of the favorite venues of ASAP members  
because of its history. One claim to fame is  

its tie to F. Scott Fitzgerald’s classic novel The Great Gatsby.

 A highlight of the conference is lunch and an afternoon  
at the races at Churchill Downs.

If you have never attended an ASAP conference,  
make it a priority to come to the June event.

ASAP conferences keep you in the mainstream of how technology  
is being applied in the world of  pharmacy. 

ASAP members enjoy reduced conference fees.
Check out asapnet.org for a list of the member companies and details to join the organization.
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“There is one word that separates Liberty from the rest 
– SERVICE! The pharmacy system and the support is 
the best available.”
Lindsay Walker Pharmacist/Owner
Walker Pharmacies

“RXQ is the most user-friendly and easy-to-use system 
that I have worked on, and other pharmacists that use 
RXQ tell me the same.”
James Kelley Pharmacist/Owner
Kelley Drug

“RXQ has helped us make our pharmacy more 
efficient. The robust reporting allows us to monitor all 
aspects of our business.” 
Laurie Meade COO
Summit Pharmacy, Inc.

“Liberty is above and beyond any pharmacy software 
vendor I have ever dealt with.”
Justin Bintliff President/Owner
Clinton Drug, Inc.

www.libertysoftware.com or call us at 800-480-9603

ENHANCE 
CUSTOMER SERVICE

IMPROVE 
PROFITABILITY

INCREASE 
PATIENT SAFETY

PHARMACY SOFTWARE WITH
PROVEN PHARMACY SUCCESS 


