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MAJ Jeffrey Neigh, Pharm.D., BCPS

2011 Next-Generation Pharmacist Winner
Military Pharmacist of the Year   
Eisenhower Army Medical Center 
Department of Pharmacy, 
Fort Gordon, Ga.

Jeanne Li, CPhT 
Technician of the Year 
Independent Consultant, 
Elk Grove, Calif.

Abby Caplan, Pharm.D.
Rising Star of the Year  
Kerr Health, LLC of Kerr Drug, Inc., 
Zebulon, N.C.

Steffany Loper, Pharm.D.
Patient Care Provider of the Year   
Kroger, Delaware, Ohio

Tina Fiebelkorn, BS Pharm.
Long-Term Care Pharmacist of the Year   
Fiebelkorn Pharmacy Consulting 
Services, PLLC, Getzville, N.Y.

John Forbes R.Ph.
Civic Leader of the Year 
Medicap Pharmacy, Urbandale, Iowa

Ken Fields, Pharm.D.
Entrepreneur of the Year  
ApproRx and Waynesville Pharmacy, 
Waynesville, Ohio

Kyle Burcher
Future Pharmacist of the Year   
The University of Georgia, 
College of Pharmacy, Athens, Ga.

Autumn Wells, Pharm.D.
Industry Advocate of the Year   
Family Drug, Inc., 
Big Stone Gap, Va.

Whitaker Moose, Sr., BS Pharm.
Lifetime Achievement   
Moose Drug Company, 
Mt. Pleasant, N.C. Diane Gatchell, R.Ph. 

Technology Innovator of the Year  
Greater Lawrence Family Health Center,
Lawrence, Mass.

The 2012 Next-Generation Pharmacist™ awards will be held on October 15, 2012 
in San Diego, California. Call for entries for 2012 opens February 1. 

For program updates and information, please visit:

www.nextgenerationpharmacist.com

CONGRATULATIONS TO THE 
2011 NEXT-GENERATION 

PHARMACISTS

“With this award, the true
winner is the profession of
pharmacy. With 34 outstanding 
finalists, representing all aspects 
of the profession, it's clear 
what we as pharmacists can do 
in our field.”



SoftWriters, Inc.
Long Term Care pharmacy management technology.

FrameworkLTC® — The industry’s most flexible, configurable 
and connectable long term care pharmacy software.

Contact SoftWriters today for a live 
product demonstration. 

Call: 877.238.4516 
Email: info@softwriters.com
Visit: www.frameworkltc.com

FrameworkLTC from SoftWriters, Inc., is a leading pharmacy management 
solution designed specifically for pharmacies servicing long-term care and 
institutional facilities.  

One Solution...Unlimited Growth 
FrameworkLTC provides the unmatched ability to manage your current 
pharmacy business, connect with more equipment and technology partners 
and allow for years of continued growth of your pharmacy operations.  

• Scalable so it grows as you grow

• Open Architecture means proven integration with dozens of    
 eMARS, packaging machines and dispensing systems

• Control of your data means easy access to powerful,  
 robust reporting and data analytics capability 

FrameworkLTC® is “Certified for Windows”, assuring you that the application is easy to use and will perform reliably on your existing Microsoft® Windows network.  

Pharmacy Management Technology

SoftWriters, Inc.
softwriters inc.

“The Framework HL7 interface has permitted 
expanded communication with the automated 
dispensing equipment and the IVR interface 
allows our nurses to quickly communicate 
patient refill needs.”   - R.B., Florida

SoftWriters May June 11 Ad.indd   1 5/13/2011   4:10:05 PM
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Technology
Strategies
that Work in LTC Pharmacy

Measuring the Impact of Short  
Dispensing Cycles
by Jae Chung, M.B.A.

The CMS requirements for shorter-cycle dispensing 
in long-term care pharmacy now set to take effect 
Jan. 1, 2013, have generated a lot of discussion about 
the potential advantages and disadvantages. This 
pilot study contributes to this ongoing dialogue by 
assessing the opportunities shorter cycles may  
present for lowering Part D medication waste, look-
ing at the impact of different fill cycles across differ-
ent packaging types. 

Modern Pharmacy Management:  
A Roundtable Discussion
by Will Lockwood

Four pharmacists talk about moving onto their 
vendor’s latest pharmacy management product. 
They share their thoughts on making the decision 
and changes brought about by true workflow and 
interpharmacy connectivity, and they exchange ideas 
on the best tools they’re using now to position their 
pharmacies for the future.



© 2011, J M SMITH CORPORATION. QS/1 and PrimeCare are registered trademarks of the J M Smith Corporation.

QS/1®’s PrimeCare® has more than 1,000 interfaces to give staff more 

time with patients. Connect to ADT and billing systems; eMAR products; 

counting, dispensing and packaging systems; and, other useful technology. 

Interfaces reduce paperwork and duplicate data entry to give facility nurses  

more time for resident care. QS/1’s end-to-end pharmacy system and  

services work together to help you process high volume with safety  

and confidence. Every day.

1.800.231.7776
www.qs1.com
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One area of pharmacy that has gotten a lot of attention during 
the year is the mandate from CMS that pharmacies serving 

long-term care facilities dispense products for oral-solid brand-name drugs in shorter 
cycles. This issue’s cover story touches on this, as does an article comparing the costs 
and savings from different dispensing cycles.

CMS is not only requiring pharmacies to implement 14-day or less dispensing come 
Jan. 1, 2013, but also requiring that Part D sponsors report unused medications to 
CMS. CMS says it needs this information to “evaluate the implications of extend-
ing the requirement to generic drugs.” This is going to fall on the shoulders of the 
pharmacies serving the facilities. However, pharmacies that dispense in no greater 
than 7-day cycles get a waiver on this requirement. While this reporting requirement 
will increase a pharmacy’s cost to dispense, CMS feels that dispensing fees “will likely 
increase with the increased number of dispensing events in a billing cycle up to a 
point.” But CMS is not requiring that Part D plan sponsors pay higher dispensing 
fees. This falls outside their scope of authority.

CMS points out in its final rule that it feels only one additional dispensing per month 
(two 14-day cycles versus one 30-day cycle) will result in only “minimal additional 
costs” to the pharmacies. The final rule also states that “we [CMS] believe that there 
will be some upward pressure on dispensing fees to incentivize the use of more  
efficient and cost-effective systems in some pharmacies.” My reaction is, don’t hold 
your breath on this ever happening.

While the final rule addresses the financial waste issue for only brand-name drugs, it 
could eventually apply to all drugs, and it could also extend beyond drugs dispensed 
to Part D patients in long-term care facilities. 

The other wrinkle in this final rule is that it requires pharmacies to report the dis-
pensing methodologies used for the facilities served, (i.e., the packaging system used 
and the dispensing increments, such as 14-day, 7-day, 2-2-3 day, 4-3 day, daily, or 
automated dispensing). New codes have been included in the D.0 claims transaction 
to report this information when billing these prescriptions. 

Closed-door pharmacies serving large number of beds are highly automated and are 
already dispensing in the shorter cycles that CMS is requiring. It seems to me this is  
going to tip the scales in favor of the big players in the long-term care market.

Community pharmacies keep facing additional costs to dispense prescriptions, while 
the state and federal drug spend continues to come under the axe by way of reduced 
cost basis for reimbursement and lower dispensing fees. The bright side for commu-
nity pharmacy is that it has gained considerable operating efficiency through the use 
of automation. Dispensing has become a volume-driven business. Automation to a 
large degree makes this possible.

In case you are interested, you can find the final rule on short dispensing cycles in 
the April 15, 2011 issue of the Federal Register (Vol. 76, No. 73), starting on page 
21460. CT

Bill Lockwood, chairman/publisher, can be reached at wal@computertalk.com.

publisher’swindow
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PMP Data Sharing Now 
a Reality
The NaTioNal associaTioN of 
Boards of Pharmacy (NABP)  
reports that the NABP PMP Inter-
Connect is now fully operational. 
PMP InterConnect was developed 
to allow prescription-monitoring 
programs to share data.

Two states, Ohio and Indiana, have 
begun deploying PMP InterConnect 
to select groups of users. These two 
states are rolling out access gradu-
ally as they fine-tune their internal 
operations for the expected increase 
in usage. Since March of this year, 15 
states have agreed to participate in 
the program. 

NABP and its technology partner, 
Appriss, worked closely with Opti-
mum Technology, a leading PMP re-
pository, to develop the interface that 
is being used by Ohio and Indiana.

NABP anticipates that approximately 
30 states will be participating in 
PMP InterConnect by the end of 
2012.

ScriptPro Robotic  
System Gets Smaller 
Footprint
A sleek new addition to the 
ScriptPro line of robotic dispensing 
systems is the Compact Robotic  
System (CRS) that requires only 
seven square feet of floor space in the 
pharmacy. It is designed specifically 
for pharmacies with lower prescrip-
tion volumes that want to take ad-
vantage of the operational efficiency 
and patient safety benefits offered 

through robotic dispensing.

The CRS is accessed from the front 
of the cabinet only, allowing the 
robot to be put against a wall or, if 
freestanding, shelving can be placed 
against the back and sides of the 
unit. The unit contains 75 universal 
dispensing cells, which are easily 
calibrated on-site by pharmacy staff, 
and has two bulk-load vial dispensers 
that can support a wide variety of vial 
types and sizes. 

The CRS fills directly from the 
dispensing cell into the vial to avoid 
drug cross-contamination and 
airborne pill dust. “It uses the same 
dispensing technology and has the 
same look, feel, and user interface as 
our larger systems,” says ScriptPro 
President and CEO Mike Coughlin. 
“It brings the full robotic solution 
to the middle and lower end of the 
pharmacy volume bell curve.”

The CRS interfaces with pharmacy 
management systems and can fill and 
label up to 150 prescriptions an hour. 
It also uses barcodes for accuracy and 
quality control.

Premier Healthcare  
Selects Kirby Lester
A contract has been awarded 
to Kirby Lester for outpatient 
pharmacy dispensing automation by 
Premier Purchasing Partners, the 
group purchasing unit of the Premier 
Healthcare Alliance.

The Premier membership includes 
more than 2,500 hospitals and 
75,000 other healthcare sites. 

“Premier went through an exhaustive 
one-year review period that included 
corporate visits, system demonstra-
tions, and a formal RFP process,” 
says Garry Zage, CEO of Kirby Les-
ter. “We are delighted to be selected 
to work with a recognized leader in 
group purchasing for the next three 
years.” 

HCC Acquired
Rex Akers, founder of hcc 
and FDS, has sold his interest in the 

IndustryWatch

continued on page 8

ASAP Upgrades PMP Standard
The American Society for Automation in Pharmacy 
(ASAP) has announced a new version of its popular 4.1 standard used 
by prescription-monitoring programs (PMPs) in this country. Version 
4.2 includes several changes that will improve the quality of the data 
used to monitor controlled substances dispensed. 

The technical specifications were also amended in order to reduce 
problems with files received by prescription-monitoring programs.

The ASAP workgroup involved in the upgrade represented a cross-
section of stakeholders. There were representatives from several 
prescription-monitoring programs, drug chains, system vendors, and 
independent and institutional pharmacies. Leading PMP repositories 
were also involved in the process. 

The changes to 4.1 should have minimal impact on the cost to imple-
ment 4.2. 
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IndustryWatch

companies to Lagniappe Health.  
Lagniappe Health is a portfolio 
company of Baltimore-based Calvert 
Street Capital Partners (CSCP), 
founded in 1994. CSCP buys fami-
ly-owned companies that operate in 
fragmented industries with predict-
able and repetitive demand for the 
products and services they provide.

Going forward, two longtime HCC 
and FDS executives will assume 
responsibility for day-to-day op-

erations. Mike McManus, formerly 
EVP for business development, will 
assume the role of president. Tracy 
Ward, formerly EVP, will serve as 
COO.

“We were able to find a financial 
partner that enables us to build upon 
the very fine products and services 
offered to all the customers of HCC, 
FDS, and FDS Specialty Services, as 
well as to enable us to expand into 
additional lines of business,” says 
McManus. FDS Specialty Services, a 
custom software development com-
pany, will be merged into FDS.

Helping Inventory  
Management
suPPlylogix and KiNdler & 
crimmiNs associaTes (KCA) 
have formed an alliance to deliver 
inventory management and reverse 
logistics solutions to pharmacy 
chains. 

KCA is led by Stephen Kindler, 
former Rite Aid VP of inventory 
management, and Ed Crimmins, 
former Rite Aid senior director of 
pharmacy inventory and returns.

Supplylogix is a technology company 
that develops integrated data-driven 
solutions for healthcare inventory 
logistics. Mark Wilgus, president 
and CEO of the company, sees the 
alliance with KCA as bringing a 
complementary dimension to the 
Supplylogix client base.

Addressing the 
Central-Fill Niche
Tcgrx and iNTegraTed aNd 
auTomaTioN soluTioNs have 
formed CentralRx through a part-
nership to fill a growing industry 
need for a full-service central-fill 
solution. CentralRx will provide 
central-fill solutions for prescription 
filling, pharmacist checking, and 
sorting at a single location, followed 
by delivery to patients’ pharmacies 
or mail delivery to their homes.

With the pharmaceutical market 
trending toward increased pre-
scription volume, creating central-
fulfillment centers can help ease 
the prescription-filling burden at 
individual pharmacies.

continued from page 6

continued on page 10

HBS Logs 30 Years
Health Business Systems (HBS) started as a small retail soft-
ware company outside of Philadelphia in 1981 and today supports 
more than 1,800 installations of its pharmacy software nationwide 
and in Puerto Rico.

Michael Zaslav, one of the founders of HBS, notes that the company 
has grown over the years based on two key fundamentals: system 
customization and customer support. “If our clients are not  
successful, then how can we be? No two pharmacies are alike — 
each customer seems to have a unique set of requirements,” he says. 
Zaslav has found that working with HBS customers over the years 
has led to a pharmacy system that offers a lot of functionality for a 
wide range of pharmacy environments.

Now Online 
www.computertalk.com 
Exclusive Web Content 

Trust and Serving Chronic-
Pain Patients An interview with 
PPTP.net’s Tom Kelly, R.Ph.

New Directions for HCC and 
FDS An interview with HCC’s 
Mike McManus and Jake Canova

A POS Road Trip Update 
Thoughts from Retail Manage-
ment Solutions’ Chris Gage

Deploying the iPad in LTC 
Pharmacy  The latest from 
QS/1’s Lisa Fowler

LTC Pharmacy Objectives   
Remedi SeniorCare CEO  
Michael Bronfein’s Short List  
for 2012

Rx Labels, Pill Images, and  
Patient Safety An interview 
with ScriptChek CEO Stacy 
Kaufman



9September/October 2011www.voicetechinc.com

ServiceLink-Rx™ is a comprehensive pharmacy-to-patient communication platform 
that gives you the tools you need to proactively communicate with your customers. 
Today’s consumers expect to receive important information, including health awareness 
messages and prescription reminders, by the technology media of their choice:  
outbound call, email, text or mobile app. 

Now you can give your customers all those options from one application and even 
let them choose to receive different types of messages via the various technology 
portals. For example: refill reminders delivered by automated outbound call and 
text message when the prescription is ready for pickup.

Your customers are waiting to hear from you. 
Call us today at 800-325-2017.

Finally – a Service ThaT...

u Gives your pharmacy 
 a competitive edge

u Increases pharmacy 
 revenue

u Improves customer 
 convenience

u Drives business into 
 your pharmacy

u Builds customer 
 loyalty

u Positively impacts  
 patient outcomes
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“The synergy of the partnership is that we can reduce  
the footprint of the central-fill system and deliver 
the best solution at a lower cost,” says TCGRx CEO 
Duane Chudy. Gene Fellows, CEO of Integrated and 
Automation Solutions, also sees benefits from the 
partnership. “Duane and I have worked parallel to 
each other throughout our many years in the industry 
and determined that it was time to combine efforts to 
provide the most effective central-fill solution on the 
market,” he says.

TCGRx has also announced the acquisition of the 
pharmacy consulting division of Sensor Synergy, Inc. 
This acquisition will provide pharmacy solutions to 
meet the impending CMS regulatory changes requiring 
short-cycle dispensing for Medicare Part D patients in 
long-term care facilities.

Innovation Announces New  
Partnership
iNNovaTioN, makers of Pharmassist pharmacy 
automation solutions, and RxSafe, makers of the RxSafe 
and RxVault systems, have signed a partnership agree-
ment for Innovation to distribute the RxSafe product 
line of automated, high-density robotic storage and 
retrieval systems for pharmacies.

The RxSafe 1800 system provides secure robotic storage 
and retrieval for 1,800 prescription containers. When 
scaled to a three-tower system, it can handle the entire 
inventory of a retail pharmacy. The system, allows phar-
macies to accurately fill and track prescriptions, man-
age inventory, eliminate theft and diversion, and avoid 
expired products. Using the customizable RxSafe system 
in multioperator mode, pharmacies can fill up to 500 
prescriptions an hour.

The RxVault system, which is based on RxSafe’s core 
technology securely and accurately tracks narcotics 
and other high-shrink inventory while providing a 
completely verifiable chain of custody to ensure full 
regulatory compliance.

“The RxSafe product line perfectly complements our 
PharmASSIST product suite and enables us to offer 
our customers the ability to automate up to 100% of 
their prescription volume,” says Doyle Jensen, EVP 
of global business development.

Parmitas Updates Web Portal
The new version (V2.0) of the PharmiTas 
Web portal has been expanded to include inventory 
optimization, chain store messaging, and an interface 
to accountable-care delivery systems.

Available for both desktop and iPad browsers, the 
portal includes applications that eliminate depen-
dence on traditional drug distribution by maximiz-
ing the use of existing inventory. The PharmiSage 
application offers the option to “buy” from a chain’s 
own inventory through an internal marketplace for 
slow-moving, short-dated, and split-pack stock.

IndustryWatch

continued from page 8

continued on page 12
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The Pharmitas ChainMail module offers a secure way 
to share information with employees without the ex-
pense and security risks associated with email. Whether 
it’s a drug recall, a policy update, or a schedule change, 
ChainMail ensures that all employees are working from 
the same source of information. Once a message is sent, 
the module’s real-time dashboard provides continuously 
updated information. 

Another module, PharmiConnect, connects pharmacies 

with healthcare delivery platforms that compete for cus-
tomer dollars based on patient accountability and quality 
of care.

The Web portal can also be used to report sales of pseu-
doephedrine products.

Mutual Drug to Promote  
Epicor System
NorTh caroliNa muTual Wholesale drug comPaNy, 
also known as Mutual Drug, has agreed to work with 

Epicor to promote the Epicor Eagle 
retail business management system to 
Mutual Drug members.

“Epicor offers pharmacy-based retail 
solutions that can help our members 
build a solid base of management con-
trol and visibility into their inventory 
and operations,” says David Moody, 
EVP and CEO of Mutual Drug.

Epicor’s software solutions help 
to manage all parts of a pharmacy 
operation — point of sale, inventory 
management, financials, purchasing, 
payroll, and marketing.

Epicor Software Corporation recently 
combined with Activant Solutions.

New Tablet Platform 
from ECRS
Web 2.0 CATAPULT has been 
introduced by ECRS and includes a 
new executive dashboard reporting 
system and an inventory, pricing, and 
promotion maintenance system.

Whether the user wants to compare 
specific stores, departments, or items, 
the information comes alive with visu-
ally appealing graphs and charts.

Web 2.0 will run on a tablet such as 

IndustryWatch

continued from page 10

Corley Drugs – LaGrange, GA

Kopp Drug – Altoona, PA

Walker Drug – Grand Junction, CO Lifechek Drug, Rosenberg, TX

Ritzman Pharmacies – Wadsworth, OH Northwest Hills Pharmacy, Austin TX

All of these successful pharmacies have embraced 
specialized retail technologies to optimize their retail 
business and create happier, more loyal customers. 

All of these respected pharmacies run their retail operations with 
Epicor Eagle™. It’s the integrated business management solution 
that streamlines and automates their most time consuming 
functions, and provides the power and flexibility to manage 
thousands of SKUs, order smarter, and market more effectively. 

With our proven point-of-sale, loyalty and gift card programs, and 
seamless integration with their PMS, Activant helps them elevate 
their entire business.

Whether you’re a single store or multi-store business, find out how Epicor Eagle will help take your 
pharmacy to the next level. Visit www.activant.com/pharmacyretail. Or call 888.463.4700 today.

Cook’s Pharmacy – Eminence, KY

AS NAMED BY 
BEST OF RIS 2010 

SOFTWARE LEADERBOARD
®

 FOR MID-SIZE RETAILERS
SOFTWARE VENDOR

EPICOR Software Corporation, formerly Activant  |  7683 Southfront Road, Livermore CA 94551  
© 2011 Epicor Software Corporation, formerly Activant Solutions Inc. All rights reserved. Epicor and the Epicor logo are registered 

trademarks of Epicor Software Corporation. Activant is a registered trademark of Activant Solutions Inc. 

What do these successful community  

pharmacies know that you should know too?

continued on page 14
 866 495 3999   •    516 408 3999 

www.micromerchantsystems.com

The focus of a pharmacist has always been to 
help people. You need tools that ensure  
dispensing errors are caught before the  
medication is delivered to the patient and at 
the same time make sure that the workflow in 
the pharmacy contributes to the pharmacy’s 
efficiency and productivity to ultimately do 
what you had wanted to do in the first place…
HELP your PATIENTS.

For over 20 years, Micro Merchant Systems 
has provided solutions to independent  
pharmacies.

Call today, and see how our Prime line 
of products can assist you in achieving  
your goal.

...because it’s not just filling prescriptions any more...

Increase Revenue 
and Profitability

Decrease 
Dispensing Errors

Increase Your 
Pharmacy’s Efficiency

We help the pharmacies of today …   
become the pharmacies of tomorrow

Pharmacy Management System

Electronic Signature CaptureCustomized Web Sites/Portals  
for Pharmacies

PrimeWEB

PrimeRx

Document Management 
SystemCentral Data Reports for 

Multiple Store Owners

PrimeDMSPrimeCENTRAL

In-house and Wireless  
Delivery ModulePoint of Sale

PrimePOS PrimeDELivERy

PrimeESC
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the Apple iPad or Motorola XOOM. The new applica-
tions will also run within all major Web browsers.

“ECRS’s introduction of the tablet-read executive dash-
board and maintenance application are only the begin-
ning of our comprehensive Web 2.0 vision,” says Mark 
Noble, VP of development “This platform allows our 
customers to work where, when, and how they choose.”

Remedi Gets Equity  
Investment
Baltimore-based Remedi SeniorCare, one of 
the largest institutional pharmacy companies, has closed 
a $300 million equity commitment from affiliates of 

New York-based Centerbridge Partners. The investment 
will support the continued growth of Remedi’s Paxit 
and My Remedi systems. Remedi’s founding investor, 
Sterling Partners, will continue to participate in the com-
pany’s ongoing growth.

Since deploying Paxit in August 2009, Remedi has 
dispensed more than 22 million individually blistered 
medication doses to residents in skilled-nursing and 
assisted-living facilities.

The company also announced that Ohio-based  
AdCare Health Systems has selected Remedi to provide 
pharmacy services and consulting to AdCare facilities 
that deliver long-term care to 443 residents in the Ohio 
region. CT

IndustryWatch
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Along with the basic BestRxWin  
software package, we offer additional 
integrated features that will keep  
your pharmacy on the leading edge.

Delivery Management – Track the status of delivery prescriptions with delivery 
management reports. Also has the ability to capture electronic signatures with the use of a mobile 
delivery device.

Interactive Voice Response – Your customers can call in and automatically order 
a refill without having to talk to anyone at your pharmacy. We currently interface with a number of 
popular IVR systems. 

E-Prescribing – Receive new prescriptions from and send refill requests to prescribers 
electronically over the Internet. Improves efficiency and reduces prescription filling errors.

Rx Image Scanning – Scan and store prescription images on your computer,  
displaying on-screen with the stroke of a key. Batch scan multiple prescriptions or one at a time.

POS – The BestPOS system is fully integrated with BestRxWin, e-signature capture, and A/R. 
Using touch-screen technology to improve data entry, it can process credit/debit cards as well as 
check verification. Fully integrated with the major wholesalers so you can download orders to update 
the inventory and price updates.
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n Quick New and Refill Rx Processing
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n Refill Reminder Listings

n Multiple Rx Transmittals
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n Weekly Price Updates

n Laser, Dot Matrix, and Thermal Printer Support

n Extended Support Hours, 7 Days a Week

n  Web Support for File Downloads —  
Including Price Updates & Program Updates

n Transmit Claims in 3 Seconds on the INTERNET

n Drug Medication Guide Integration

n Management Reports and Many More Features

BestRx 
For over 22 years, the ‘BestRx’ system has provided  
the BEST affordable solution for community pharmacies.

BestRx for Windows

For more info contact us or visit our website.
Best Computer systems, InC. 
121 Fairfield Way, Suite 330 • Bloomingdale, IL 60108
(877) 777-5758 • (630) 893-9210
www.bcsbestrx.com • Yogesh18@aol.com
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Health reform regulation will establish uniform 
requirements for the long-term care (LTC) phar-
macy market to dispense shorter-cycle prescrip-

tion medications in an attempt to reduce patient Part D 
unused medications associated with 30-day cycle fills. The 
Centers for Medicare & Medicaid Services’s (CMS) final 
rule titled “Changes to the Medicare Advantage and the 
Medicare Prescription Drug Benefit Programs for Con-
tract Year 2012 and Other Changes” was published in the 
April 15, 2011, Federal Register. Some highlights are:

▫ Delaying implementation of the short-cycle rule until 
Jan. 1, 2013.

▫ Long-term care pharmacies will be required to 
dispense oral solids of brand-name medications in 
14-day-or-less supplies. Some exemptions include: 
1) generic drugs, 2) facilities associated with Indian 
Health Services, Indian tribes, and locked facilities 
(e.g., mental health), 3) PACE programs, and 4) 
original packaged FDA-approved antibiotics and oral 
contraceptive drugs. 

▫ Pharmacies will be required to provide reports of 
unused brand and generic drugs to Part D sponsors, 
unless they have or adopt a seven-day-or-less dispens-
ing method for both brands and generics.

▫ The final rule leaves open certain billing issues for the 
market to decide, such as 1) dispensing fees, 2) co-
pays, and 3) timing of billing — prebilling, postbill-
ing, or billing upon dispense. 

Short Cycle’s Impact
There has been considerable debate, much of it based 
upon limited information and data, about determining 
the impact these requirements will have on pharmacies 
serving LTC operations. In an effort to bring some data 
to the discussion, a six-month industrial engineering pilot 
study was conducted in 2010 in 12 independent pharma-
cies across the United States that dispense oral solids in 
different refill cycles and packaging formats, including 
bingo cards, unit-dose boxes, multidose reusable cards, 
unit-dose reusable cassettes, and unit-dose and multidose 
automation strips. This study measured the average phar-
macy’s patient costs, including materials, labor, admin-
istration, and unused medications, across the different 
packaging formats. 

Study Methodology and Scope
The 12 pharmacies serviced an average of 3,945 beds, 
with a range of 1,500 to 9,500 beds. The study started 
with a discovery stage that included a minimum three-day 
period of interviewing and data collection. Data was ob-
tained from several areas, including time studies, physical 
inventories, and participant feedback, related to the cost 
of materials, labor, and unused medications. In the case of 
labor, costs were further broken down into subcategories 
such as picking, checking, packaging, packing (i.e., the 
labor associated with getting the orders ready in totes, 

Measuring  
the Impact of Short  
Dispensing Cycles
by Jae Chung, M.B.A.
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scanning orders out, and packing manifest paperwork), 
returns processing, and automation support. The study 
excluded work elements such as order entry, non-oral solid 
fills, emergency kits, delivery, and labor performed at the 
LTC facility. The results of the study reflect the average 
cost per packaging format and filling cycle in the partici-
pating pharmacies.

Identifying Costs
In identifying cost drivers, the market generally uses broad 
variables such as the number of facilities and beds served 
in order to estimate the workload at a LTC pharmacy. This 
study identified that the number of packages a pharmacy 
fills is a better metric of the workload for measuring dis-
pensing costs than the number of beds served. Costs were 
calculated using the required number of oral solid pack-
ages per patient, the average pill cost, returns, and unbur-
dened labor costs per hour for technicians and pharma-

cists. Unburdened labor excludes overhead that will vary 
from pharmacy to pharmacy, such as the cost of benefits. 
To compare costs accurately for the different packaging 
formats, the study normalized the data to a 30-day period.

Results
The total number of packages needed for each patient per 
month drives the pharmacy’s labor and packaging mate-
rial costs. An average LTC patient is administered 10 oral 
solid medications (with generics likely to account for 60% 
to 70% of the medications), which equates to an aver-
age of 468 pills per month (Table 1). This study found 
that the 30-day cycle created the most unused medica-
tions and pharmacy returns, as compared to the shorter-
cycle formats. Longer-cycle formats (multidose reusable 
cards, unit-dose boxes, and bingo cards) overproduce the 
patient’s requirements by an average of 46 out of a total 
of 514 pills dispensed per month. Short-dispensing-cycle 
packaging formats have the most significant impact on 
waste reduction, are better suited to accommodating 
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Pharmacy Production Cost
Multidose 
Reusable 

Card
Unit-Dose 

Box
Bingo 
Card

Unit-Dose 
Reusable 
Cassette

Unit- 
Dose  
Strip

Multidose 
Strip

Cycle 28-Day 30-Day 30-Day 14-Day <=7 Days <=7 Days

Average # Oral Solid Medications 
per Patient 10 10 10 10 10 10

Average # Pills Dispensed by  
Pharmacy per Patient/Month 514 514 514 491 479 470

Average # Pills Administered at 
Nursing Home per Patient/Month 468 468 468 468 468 468

Average # Packages/Month/Patient         
(Cards, Boxes, Cassettes, Bags) 7.3 13.2 17.1 33.4 444.6 230.0

Labor Cost/Patient/Month $20.34 $12.36 $12.07 $21.71 $6.33 $4.37

Packaging Cost/Patient/Month $9.67 $4.15 $3.38 $5.09 $7.25 $5.48

Total Production Cost/Patient/
Month $30.01 $16.51 $15.45 $26.80 $13.58 $9.85

Table 1. Pharmacy Production Costs.

Waste Destruction Cost
Multidose 
Reusable 

Card
Unit-Dose 

Box
Bingo 
Card

Unit-Dose 
Reusable 
Cassette

Unit-
Dose 
Strip

Multidose 
Strip

Refill Cycle (Days) 28 30 30 14 <=7 Day <=7 Day

Average # Pills Destroyed/ 
Patient/Month 24 24 24 13 5 5

Cost of Medication Destroyed/
Patient/Month (Based on $1.38 
Ingredient Cost per Pill)

$32.69 $32.69 $32.69 $17.39 $6.86 $6.86

Incineration Cost/Patient/Month $0.17 $0.17 $0.17 $0.09 $0.03 $0.03

Waste Cost/Patient/Month $32.86 $32.86 $32.86 $17.48 $6.89 $6.89

Table 2. Destroyed Waste Costs.
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change orders, and deliver medications that are closer to 
the patient’s needs. This is shown clearly by the differ-
ences in Table 1 between the medications dispensed by the 
pharmacy and the number of medications actually taken. 
As the fill cycle becomes shorter, the amount of medica-
tions that were returned to the pharmacy — where they 
are generally marked for disposal — declines.

The pharmacy production costs findings support the fol-
lowing assessment: 

Labor Costs: 
▫ Multidose reusable cards and unit-dose reusable cas-

settes had the highest labor costs.
▫ Unit-dose strips and multidose strips had the lowest 

labor costs.
Packaging Costs: 

▫ Multidose reusable cards and unit-dose strips had the 
highest packaging costs. 

▫ Bingo cards and unit-dose boxes had the lowest pack-
aging costs.

Adding the labor and packaging costs, the pharmacy 
total production costs can be established as:

▫ Multidose reusable cards and unit-dose reusable cas-
settes had the highest total production costs.

▫ Unit-dose strips and multidose strips had the lowest 
total production costs.

In Table 2, waste costs included the ingredient cost of the 
destroyed medication, based on a $1.38 ingredient cost 
per pill derived from 2010 Net-Rx reference data, and 
the associated average third-party incineration fees. From 

these calculations, the medication destroyed as unused 
ranged from five to 24 pills per month per patient. This 
range takes into account cases where pharmacies did not 
have to destroy unused pills, but were instead able to re-
turn them to stock and credit the facility.  Table 3 shows 
the monthly patient cost for the packaging formats.

Strategic Considerations
This study measured and compared different pharmacy 
packaging formats by benchmarking their component 
costs to serve as a reference for evaluating the operational 
impact of short-cycle filling and the savings from reducing 
unused medications. The results show that the prescrip-
tion ingredient costs significantly contribute to the overall 
patient costs, but that there are also significant savings 
from shorter filling cycles and choice of packaging. Even 
setting aside the upcoming implementation of the new 
short-dispensing-cycle Medicare regulations, pharmacy 
owners and managers would do well to continually evalu-
ate medication-packaging options that will give them a 
market advantage by lowering patient cost. CT 

Jae Chung, M.B.A., is an industrial engineer 
who has worked with over 600 pharmacies in the 
health system, alternate care, and retail markets 
evaluating workflow, design, and operational 
efficiencies. He was an independent pharmacy 
consultant for Sensor Synergy during the research 
and completion of this study. Currently, he works 

for TCGRx and continues with his consultative services. The author 
can be reached via email at jchung@tcgrx.com. 
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Pharmacy Patient Cost 
per Month*

Multidose  
Reusable 

Card

Unit-
Dose 
Box

Bingo 
Card

Unit-Dose  
Reusable  
Cassette

Unit-Dose 
Strip

Multidose 
Strip

Production Cost  
(Packaging + Labor) $30.01 $16.51 $15.45 $26.81 $13.58 $9.85

Unused Medication Cost 
(Destroyed) $32.86 $32.86 $32.86 $17.48 $6.90 $6.90

Pharmacy Production  
Cost + Unused Medication 
Cost (Destroyed)

$62.87 $49.37 $48.31 $44.29 $20.48 $16.75

Patient-Consumed Medica-
tion Ingredient Cost (Based on 
$1.38 Ingredient Cost per Pill)

$644.34 $644.34 $644.34 $644.34 $644.34 $644.34

Pharmacy Patient Cost  
per Month $707.21 $693.71 $692.65 $688.63 $664.82 $661.09

Table 3. Pharmacy Patient Costs. 
*Note: Some costs were not included in this analysis. The cost of automation equipment and the overhead/indirect costs associated with the more labor-
intensive packaging approaches were excluded from this analysis. In particular, the cost of automation was not considered, for two reasons. First, prices 
for dispensing automation vary greatly. Second, these costs can be amortized using different accounting techniques. The assumption is that these costs 
can be best estimated by individual pharmacies.



18 ComputerTalk 

Register today and participate in the 
most relevant conference on pharmacy 
technology.

ASAP

Online conference registration is available by visiting www.asapnet.org/registration.html

2012 Annual Industry & Technology Issues Conference
January 19–21 • The Don CeSar • St. Pete Beach, Florida

F O R T H E 

L E A D I N G F O R U M

T E C H N O L O G Y
P H A R M A C Y M A R K E T

T H E

O N

•	 The U.S. Pharmaceutical Market Outlook

•	 Ambulatory Care Pharmacy: Not Just  
 Hospital Retail Pharmacy

•	 Prior Authorizations:  
 A Pharmacy Perspective

•	 Short Dispensing Cycles: The Impact  
 on the Pharmacy and Nursing Home

•	 Social Media and Virtual Worlds:  
 New Tools for a Digital Age

•	 NASPA Update: State Legislative  
 and Regulatory Trends

•	 Customer Nichonomics: Analytics  
 and Economics for Profitability

•	 Creating World-Class Digital  
 Experiences 

Meeting Highlights:

•	 EPCS Audit Requirements

•	 Protecting Patient Health Information:  
 A Regulatory and Technical Overview

•	 The Benefits of Active Inventory Management

•	 Pharmacy Technology Panel: What Pharmacists  
 Need To Succeed

A m e r i c A n  S o c i e t y  f o r  A u t o m A t i o n  i n  P h A r m A c y

AmericAn Society for AutomAtion in PhArmAcy  
492 Norr istown Road, Suite 160 • Blue Bel l ,  PA 19422  

610/825-7783 • Fax: 610/825-7741 • www.asapnet.org



19September/October 2011

feature
Pharmacist Roundtable

There are likely a few pharmacists out there who 
aren’t on their vendor’s latest pharmacy manage-
ment platform. What they’ve got works, and 

upgrading is almost certain to be painful, so why change? 
In this roundtable discussion, four pharmacists represent-
ing three different pharmacies talk about their recent 
implementations of their vendor’s flagship product, in this 
case McKesson’s EnterpriseRx. For two, Michael Butler 
and Bob Lomenick, it was a transition from older software 
that wasn’t matching up with their needs. Ken Andrus 
and Dean Trzewieczynski, on the other hand, are part of a 
startup and chose to go with the newest system based on 
their experiences in chain pharmacy. In the following con-
versation, the participants share their thoughts on making 
the decision, changes brought about by true workflow and 
interpharmacy connectivity. They also exchange ideas on 
the best tools they’re using now to position their pharma-
cies for the future.

CT: Michael and Bob, you both recently chose 
to move to a new, workflow-based pharmacy 
system. Ken and Dean, you chose to open your 
pharmacy with this system. Tell us what moti-
vated your decisions.

Andrus: Dean and I both came from a major chain and 
both enjoyed the system we used there. It was very func-
tional. So when we opened up our pharmacy, we decided 
we wanted a lot of the same functionality. We wanted the 
safety, accuracy, and image scans. 

Trzewieczynski: Also, the system we’d been using in 
our previous jobs allowed us to break things down into 
workflow steps — having someone do data entry, hav-
ing another person do product dispensing, and having a 
pharmacist do verification. This allowed us to separate all 
the activities in the pharmacy so one person didn’t have to 
be responsible for the process from start to finish, and you 
introduce a series of safety checks along the way.

CT: So modern safety features and workflow 
were two keys in your decision? Michael, what 
about you?

Butler: We have two stores and we did the switch after 
being promised for a long time that our legacy system 
would be able to connect and integrate them. They’d try 
it one way and it would fail, and then another way, and it 
would fail. EnterpriseRx is set up to work this way from 

Modern Pharmacy 
Management:  
A Roundtable Discussion 
by Will Lockwood
Four independent pharmacists talked workflow, pharmacy management, and  
synchronization during a roundtable interview at McKesson’s ideaShare.
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the start, so it was turnkey for us. I do have it set up to dif-
ferentiate between the two stores, but it’s pretty seamless. 
Our stores are 13 miles apart, so I have customers who 
bounce back and forth between the two, and this integra-
tion makes it very easy. Customers can go to either store 
and we can serve them.

CT: You said that this connectivity was  
turnkey. I take it that this is in large part  
because of the system’s software-as-a-service 
architecture.

Butler: Yes. And what that means is that we have real-
time access to patients’ profiles at both stores. For a good 
example, let’s say we have a patient trying to pick up an 
antibiotic that was supposed to be called in. She shows 
up in one of our stores, and I can look up her record to 
see that it was called in and filled at the other location. I 
call them, have them put it on hold, fill it, and the patient 
walks out of the store with it. It’s very smooth.

CT: Bob, tell us about your experience with 
workflow.

Lomenick: Well, I’d never used a workflow system 
before. With my old software it was pretty much the 
pharmacists who took it from A to Z. I’d talked to Michael 
about this before I started, and from his experiences and 
from seeing the software work, learned very quickly to let 
the workflow system do what it is designed to do.

CT: Michael, what did you tell Bob?

Butler: With our legacy system I did 100% of the work 
on a prescription, from input down the line. When we 

switched over to EnterpriseRx, I tried to do the same and 
it was a nightmare. I was doing too much of the work 
still and my techs were doing nothing. The people at 
McKesson pulled me aside and said “We don’t want to 
tell you how to run your business, but let us tell you how 
to run your business. You’re not doing it right. Do it our 
way for a month, and if you don’t like it, we’ll take the 
system back.”

CT: Ken and Dean, let’s hear more about what  
workflow means in your operations.

Trzewieczynski: One aspect we use a lot is the ERP 
[enhanced refill processing]. This is something we really 
market to practitioners. We tell them how we are able to 
help homebound patients manage their refills. What we’ve 
done is establish steps in our workflow that take advantage 
of ERP to trigger phone calls to patients or their care- 
givers. This plays a big role in keeping things organized 
and focused for us. And it’s a huge driver for our business.

CT: Tell us more about how ERP works.

Andrus: We’ve set it up so that we refill prescriptions 
about six days in advance. What happens is, we’ll come 
in and see everything in the dispensing queue that came 
from ERP and we’ll go through and call those patients to 
see if they are ready for us to send them their medications, 
instead of waiting for them to call us for a refill. There are 
many benefits to this — not only compliance, but there’s 
a lot you can do with inventory management since you 
know what’s coming and you’ve got six days to get it. We 
have very few partial fills. We don’t order high-ticket items 
until the last minute. We can even get the prescriptions 
filled and then order the item. We do a lot of Lovenox and 
a lot of HIV meds, and these are all high-ticket items.

Butler: I’ve got a question. What percentage of patients 
in ERP are you seeing decline a refill when you contact 
them?

Andrus: A few. Maybe 5% or so opt out of this  
program.
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Michael Butler, Pharm.D.
Village Health Mart Pharmacy

Hot Springs, Ark.

Two community pharmacies 
approximately 13 miles apart, 

serving the largest gated 
community in the United States.

Located 45 minutes from Little Rock.
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Keep in mind that most of our patients are elderly, so they have difficulty 
keeping track of refills. Pretty much every one of these patients is in ERP, and 
they seem to appreciate the courtesy calls.

Butler: I use an outbound IVR message instead of manually calling patients, 
and I’m probably seeing around 5% who don’t want a refill when it’s time, 
too. Another thing I run into is that I set it up for all their drugs, but then 
they’ll pick and choose which they want refilled when I contact them.

CT: Are either of you synchronizing the refills so they all come 
due at once?

Butler: We’re getting 
started with this, but 
we haven’t perfected 
it as of yet. It’s a chal-
lenge because you 
really have to take the 
co-pays into consid-
eration. When we 
synchronize refills, we 
typically look for the 
highest co-pay and 
synch to that.

CT: Why’s that?

Butler: If you are only going to fill 15 days of a drug to get its refill cycle 
synched up, but the patient still has to pay a full month’s co-pay, you want 
that co-pay to be low.

CT: So that’s for the first refill cycle when you’re synching all 
the prescriptions up?

Butler: That’s right. And once I get synchronization set up for a patient, 
I also have my ERP set to initiate a call five days before these refills are due. 
What I like about EnterpriseRx is that I can set this date in ERP dynamically 
based on when the prescription was picked up, rather than when we filled it. 
Because honestly, if you’re on a 25-day refill cycle and the patient takes five 
days to pick up a filled prescription each time, you’ve lapped yourself before 
the end of the year.

CT: Michael, where’s the date sold information coming from 
for ERP?

Butler: Mine comes from our POS.

Andrus: We don’t have POS, so we release prescriptions manually. This 
will be the day we mail it, deliver it, or when it’s picked up.

Trzewieczynski: I want to add to what Michael’s saying. We do a kind 
of synchronization, but actually we do it manually and use ERP to help 
us. When we look at the ERP file, it has the target refill date listed for each 
prescription. So if I’m going to make a phone call to a patient for one medi-
cation, I can see that they’ve got more refills coming due a few days later. I 
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can go over all these during the one call to link them all 
together.

Butler: The way I look at synchronization is that it 
allows me to offer a service that others may not. It takes 
time. It’s a chore to run the math, figure out all the 
drugs, figure out what co-pays are ones you can bend on 
—  in some cases, I’ll eat the co-pay or give them 15 days 
of a low-cost drug for the first cycle just to get them on 
board with synchronization.

Trzewieczynski: This is something we could look at 
that would help us a lot.

CT: Bob, are you using ERP?

Lomenick: Yeah, I’m using ERP. But I hear these guys 
talking about synchronization, and I can assure you that 
synchronization is critical — especially if you are deliver-
ing. I’m not tooting my own horn, but I happen to be 
the king of synchronization.

Butler: That’s right. After you came by, Bob, I really 
got on board.

Lomenick: I do things with synchronization that no-
body else is doing.

CT: Tell us about it.

Lomenick: First, let’s forget about the initial synch. 
Don’t worry about the 15 pills or the co-pays. That’s 
not an issue. Patients don’t care. That happens one time, 
if it happens at all. But once you synchronize all those 
prescriptions for a patient, then you’ve got something. I 
target patients with five to 10, and if you synchronize for 
them and you get a system — that’s the key, whether it’s 
ERP or however you want to do it — and you contact 
the patients a few days before the refills are due, and then 
you deliver and you talk to the patient and make sure 
they’re adherent. Then you’re their best friend. I’ve been 
doing synchronization for two and a half years. I’ve got 
300 patients in this program, and I’ve just touched the 
surface. It’s amazing the response you get. Synchroniza-
tion is the key. I actually haven’t worked ERP into my 
system yet. That’s another story. But synchronization will 
change your life in the pharmacy.

CT: What’s changed in your pharmacy?

Lomenick: Three or four months into it I thought, 
man, we’re dead in here. There’s nothing going on. 
But then I looked, and my prescription volume was 
going up. It’s the service you provide. I’m telling 
you, synchronization is three or four years ahead 
of the curve. And I’ve got some data on this. The 
University of Mississippi School of Pharmacy is do-
ing research on synchronization programs, and they 
pulled data from my pharmacy and others. The data 
shows that about 9% of your customers account for 
roughly 45% of your business. These are the patients 
taking five to 10 medications. Take this 9% and put 
them in a controlled program like synchronization 
and look at the time you’re freeing up. These patients 
were coming in multiple times a month and now 
they are coming in once a month. Now you are per-
forming MTM for them, making sure that they are 
compliant and that there are no interactions. Then 
think about requesting refills from physicians on be-
half of these patients. Instead of sending them one at 
a time, you’re sending 10 at one time. Physicians love 
it. You talk to home health nurses. They love it.

Trzewieczynski: This would be a great service 
for us to market to our home health nurses. We deal 
with multiple nursing agencies in our area that refer 
patients to us. These nurses are going to the home, 
and they call in the refills for the patient. If we can 
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get them on a synchronization program like that, it would be a huge 
service not only for the patients, but for the nurses as well. They’d only 
have to call us once. They’re going to refer more patients.

Lomenick: That’s right, Dean. You will get referrals. I actually had a 
nurse call me one day to ask about what was going on with a patient. 
She said, this is the third month I’ve been out here and I don’t have to 
do anything with her medications. My response was, I’m doing my job, 
so you can do yours. I’m managing the patient’s medications. I ex-
plained the synchronization program to her and she said it was awesome. 
Obviously we got referrals. I can also tell you that six or eight months 
after the University of Mississippi first started pulling data around the 
synchronization program, they found that 20% of the patients that I had 
in the program were not my patients when I started the program. This is 
huge. I had no idea.

CT: And Bob, you mentioned that this is also generating 
MTM opportunities, right? 

Lomenick: It is. But here’s an interesting thought: When you synchro-
nize medications it reduces the need for MTM. The majority of people 
have problems with medications because they’re not compliant. When 
you synchronize them and get them compliant, you eliminate one reason 
for MTM. But to answer your question: Yes, we are doing level-one 
MTM, and you can bill some people for that. And synchronization is 
also helping create the time to do this MTM.

CT: Let’s get some final thoughts. What do you want to 
emphasize as we wrap up?

Andrus: I really like how customizable the workflow is. You don’t have 
to mold your pharmacy to the system. You can put as many steps in as 
you want, or you can streamline it down to data entry and verification 
and you’re done. There’s even a pharmacist-only mode. And if you find 
you’re short a staff member for a day, you can combine steps to match 
the staff you have.

Lomenick: I’ll tell you, you can’t be afraid, even if you know the first 
week is going to be hell on a new system. It was for us, and Michael told 
me it would be. It’s such a different way to work. And then the second 
week, I thought I’d made the worst mistake of my life. We were com-
fortable with our old system, as bad as it was. We knew how to work it. 
At the start, there were so many things we were unsure of with Enter-
priseRx. We simply didn’t know how to use it, was the bottom line. By 
the fourth week, it was so much better. And after about six months, I 
was so happy with the decision. It’s work to get up-to-date, but it’s worth 
it. You know, a little while after we got on Enterprise, I asked our staff 
how many times we’d been down. The answer was zero. Our old system 
was down every day at one of our stores. CT 
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in LTC Pharmacy

Technology  
Strategies
that Work

There are a handful of significant realities long-
term care (LTC) pharmacies are confronting as 2011 
winds down. There’s the continuation of the recent trend 
toward higher-acuity residents at any given level of care; 
the substantial reduction in Medicare reimbursements; the 
pending implementation of the federal requirements for 
short-cycle filling; and a general concern over stemming 
the costs of medication waste. And then there’s the need 
to work toward ever more tightly integrated systems as 
technology moves further from centering mainly on the 
pharmacy system to encompassing dispensing automation 
both in the pharmacy and in the facility, workflow, docu-
ment and delivery management, facility communications, 
and digitization of medication administration records. 
We find a range of different strategies in play now by 
LTC pharmacies to meet these challenges, position for the 
future, and continue to provide the highest level of service 
in a very competitive environment.

by Will Lockwood

continued on next page
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Meeting Residents’ needs

Keith Taylor, an owner of Pharmacy Concepts, has been 
in healthcare and pharmacy for 25 years. 

Pharmacy Concepts
Started in 2000 and focused 
strictly on assisted-living and 
skilled-nursing facilities. Serves 
about 20 facilities in a 60-mile 
radius around Dallas.

He’s got his eye on two of the 
realities we’ll review. Over the 
longer term, he’s seen firsthand 
how the level of care provided in 
different facilities has changed. 
“What’s happened is that a lot 

the patients who used to be in hospitals are being placed 
into high-acuity LTC facilities,” says Taylor. “And the 
patients who were in these are being placed in nursing 

homes, those patients have moved to assisted living, and 
those formerly in assisted living have moved to indepen-
dent living.” As an example, Taylor offers hip replacement 
patients, who now typically recover in a skilled-nursing 
facility (SNF) instead of the hospital. These patients have 
a level of pain that needs to be managed and antibiotic 
therapy that needs to be started immediately, and so 
require service from a pharmacy that meets the need for 
rapid processing and delivery. Taylor also points to the 
11% cut in Medicare reimbursements to LTC facilities 
that began on Oct. 1. In his mind this is the biggest thing 
going on at the nursing home level right now. “Facilities 
are looking to us for anything we can do automation-wise 
to lower the medication cost, reduce their inventory, cut 
out waste, and provide time-savings,” says Taylor.

AutoMAtion And PAckAging

Taylor has a lot of experience with dispensing automation, 
one technology that he sees helping to meet these chal-
lenges and also helping reduce expenses for the nursing 
home. Pharmacy Concepts has two Parata PACMED 
units, which have been in use for over two years and 

provide 95% of the residents the phar-
macy serves with their medications in 
multidose strip packaging. “We have 
two, not just for scale,” says Taylor, 
“but also for redundancy.” Taylor 
notes that some facilities have docu-
mented savings of 50% in time spent 
on med passes because of the packag-
ing. “CNAs and nursing staff are able 
to spend that time working with the 
residents to provide more care,” Taylor 
points out.

While Pharmacy Concepts has been 
working with automation and pack-
aging for some time, there are other 
pharmacies that are just getting start-
ed. Preston Pharmacy, for example, is 
around eight months into a deploy-
ment of Manchac’s DOSIS automa-
tion for packing blister cards — the 
pharmacy’s first foray into dispensing 
automation of any sort.

The need to drive efficiency played 
a key role in the decision at Preston 
Pharmacy. “We decided that we 
needed a technology that would allow 

continued from previous page

continued on page 28
877.562.5987

Emdeon Pharmacy ComputerTalk Ad 1:Layout 1  7/11/11  4:29 PM  Page 1

Keith Taylor 
Pharmacy Concepts
Arlington, Texas



27September/October 2011

877.562.5987

Emdeon Pharmacy ComputerTalk Ad 1:Layout 1  7/11/11  4:29 PM  Page 1



cover story 
LTC Technology Strategies

28 ComputerTalk 

us to produce at a lower cost,” says 
Mike McNaught, pharmacy manager. 
But it was also important for Preston 
Pharmacy to be able to bring technol-
ogy to its facilities’ existing packaging 
preferences. The pharmacy packed 
99% of its orders in blister cards 
before automation, and didn’t want to 
change that. Now McNaught reports 
packaging 35% of the monthly fill 
and 5% of prepacks using one DOSIS 
machine that works at a rate of 40 
cards an hour, or 600 cards a day. De-
livery of a second DOSIS is pending 
by years’ end. McNaught estimates 
that this should take the percentage of 
orders automated up to around 70%. 

For proof of efficiency, McNaught 
points to the fact that Preston Phar-
macy has already been able to reas-
sign one FTE away from packaging 
to another department. “We are in a 

better position 
to seize op-
portunities for 
growth now,” 
he says. “And 
we feel like 
we could also 
shift another 
half an FTE 
away from 
filling soon.” 
Extrapolat-
ing on these 
early results, 

McNaught anticipates gaining a total 
of three reassignable FTEs once two 
DOSIS machines are running.

Reducing WAste,  
incReAsing Access

Returning to Keith Taylor, another 
major demand he’s seeing among fa-
cilities is for help eliminating medica-
tion waste. Here, shorter dispensing 
cycles supported by automation have 
a big impact. “We have several facili-
ties that have documented for us that 
using the automated system the way 

that we do, 
we’re able 
to eliminate 
70% of their 
waste,” says 
Taylor.

In-facility automation can enter into 
the mix as a way to reduce medica-
tion waste, too. At the same time, it 
helps solve the problem of providing 
prompt first doses along with easy ac-
cess to stat and PRN orders. 

Scott Peterson, assistant director of 
pharmacy for Rapid City Regional 
Hospital, works with Talyst InSite 
remote dispensing systems to pro-
vide medications on a daily cycle for 
patients in two of the hospital’s larger 
LTC facilities: Custer Regional Senior 
Care in Custer, about 40 miles away 
from Rapid City; and Sturgis Region-
al Senior Care in Sturgis, about 30 
miles away. Both have approximately 
80 beds, the scale that Peterson has 
judged to make in-facility automa-
tion financially feasible for Regional 
Health.

According to Peterson, the InSite 
technology is also a solution for those 
orders that need to be filled right 
away but don’t mesh with the phar-
macy’s delivery schedule. Common 
pain meds and antibiotics, as well as 
first doses, can be stocked, eliminat-
ing delays in administration in most 
cases. “We can enter an order at our 
pharmacy and have it available for the 
nurse from the automation in just a 
matter of minutes,” explains Peterson. 
“It really prevents delays in therapy.”

In-facility automation brings with 
it some important changes for the 
facility staff and the pharmacy, notes 
Peterson. “The nursing staff needs 
to get used to being responsible for 
dispensing a day’s worth of medica-

continued from page 26
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tion from the automation on their own,” he says. “We 
have to help them be comfortable through training and 
by showing them that this will help them take better care 
of their residents.”

At the pharmacy, Peterson has had to work through a set 
of decisions as well. For example, he’s had to decide who 
at the facilities has permission to take various actions, 
such as restocking the machines. He also decides which 
nurses and med techs have access to certain medications 
— controlled substances, for instance — which reduces 

the potential for diversion. “You have to work through 
the details here,” he says. “And these will be unique to the 
pharmacy and to the facility.” 

A HybRid APPRoAcH

Rick Rondinelli, president and CEO of In Touch  

Pharmaceuti-
cals, weighed in 
on short-cycle 
dispensing in last 
year’s coverage 
of LTC phar-
macy. This year 
he offers some 
thoughts on a 
new strategy deployed over the last year 
that combines short-cycle dispensing with 
in-facility automation.

“We see residents now coming into 
skilled-nursing facilities for relatively 
short-term rehab or physical therapy, and 
this can lead to 20 or 30 new admissions 
a week,” Rondinelli says. These dynamics 
led In Touch to look for a better and faster 
way than emergency medication kits or 
backup pharmacies to get the first dose 
dispensed.

Since October 2010, In Touch has 
installed 40 Pyxis machines at the facili-
ties it serves. The results, according to 
Rondinelli, are decreased use of backup 
pharmacies, decreased medication inven-
tory at facilities, reduced errors, and 
reduced misuse and diversion. There’s also 
an emergency preparedness angle, notes 
Rondinelli, since short-cycle dispensing 
means that there’s less medication on-site 
for a resident at any given time. 

The process, as described by Rondinelli, 
is a closed loop that builds on In Touch’s 
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existing automation technology. A 
combination of TCGRx ATPs, both 
the larger 384s and the smaller 71s, 
not only produces orders on 7-day 
and 4-3 cycles, but is also used to 
stock Pyxis Cubies — microchip-
controlled, sealed containers that 
can only be opened by the automa-
tion. These are then delivered to the 
pharmacy filled with the same unit-
dose medication packaging as the 

regular orders. The secure nature of 
the Cubies allows Rondinelli to task 
delivery personnel with restocking 
the Pyxis machines without risk of 
diversion or error. In Touch tracks 
minimum product levels in the Cu-
bies and replaces those that fall below 
the thresholds. Since the medications 
in Pyxis haven’t been dispensed or 
billed yet, notes Rondinelli, they can 
be brought back to the pharmacy for 
restocking without being deemed 
returned medications.

MAxiMizing

efficiency

Considering the investment that’s 
required to place automation in the 
facility, both Peterson and Rondinelli 
have found it critical to make formu-
laries as efficient as possible.
This means working with physicians 
to arrive at the right set of medica-
tions to stock. “What you want to do 
is take care of as many patients as you 
can with a particular drug or class,” 
says Peterson. For example, he says, 
there are seven or eight commonly 
prescribed ACE inhibitors, and 
then four or five different strengths 
for each. “If I allow all of these in 
my machine, I’m not going to have 
any room left,” he says. In this case, 
Peterson has worked with area physi-
cians to pick one ACE inhibitor and 
identify the key strengths. 

“Our formulary is about 170 meds 
for the 240 slots in the Talyst auto-
mation,” he says. The result is that 
between 90% and 95% of oral solids 
are dispensed by the in-facility auto-
mation at the Custer site. In Sturgis, 
the rate’s only running around 80%, 
because Peterson has yet to get the 
formulary fine-tuned.

suPPoRting 
fAcilities: eMARs

As critical as dispensing automation 
clearly is in LTC pharmacy, there are 
certainly other technologies that are 
at the forefront. Northwest Health 
System Pharmacies’ president Kevin 
King points to electronic MARs 
(eMARS) as one good example. 
“What the pharmacy has done tradi-
tionally is provide the meds,” he says, 
“but you aren’t winning accounts do-
ing just that anymore. eMARs really 
stretch pharmacy by making you an 
active part of the medication man-
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agement program.” King has found that an eMAR can 
save up to 35% of labor hours by, for example, increasing 
the efficiency of med passes and eliminating the end-of-
month comparison between the old and new MARs.

PDC Pharmacy has been using 
the Web-based MedSupport 
eMAR from CaraSolva for 
about five years, according to 

executive vice president Eric Folino. This is a tool that 
Folino reports facilities are asking for, and one that is 

particularly important in 
the niche PDC Pharmacy 
serves. The facilities PDC 
Pharmacy serves are small 
and spread over a wide area, 
and medications are passed 
primarily by personnel who 
aren’t licensed healthcare 
professionals. All this makes 
direct supervision by profes-
sional staff impractical.

In Folino’s opinion, the 
critical eMAR feature for 
these circumstances is an 
alert function that helps eliminate what he cites as the 
number-one error a facility can make: forgetting to give 
the medication. This alert can be configured to deliver a 
notice by a variety of channels, such as text message or 
pager; this notice informs the caregiver that a medication 
has not been passed at the specified time. It’s important 
to receive timely notice and take corrective action, since a 
medication passed within an hour of the scheduled time 
is considered to be on time, according to Folino. “This 
alert can go to as many people as you want,” he says. “It 
can go to the caregiver, to a nurse, and to a supervisor. 
This allows for direct oversight, and lets the administra-
tive staff know when a med is missed.”

The impact for the facility operator is significant,  
according to Imagine! business development director 
Greg Wellems. Imagine! is also using CaraSolva’s  
MedSupport. “Using an eMAR has been an incredible 
cost savings for us,” he says. “It’s been the most effective 
software program that we’ve used. The most expensive 
staff members we employ are our RNs, and their time is 
better spent on client relations and management, rather 
than tracing down errors and managing med sheets. For 
us it saves two nursing FTEs, which more than pays for 
the application costs.”

Wellems says that before going electronic, each resident 
had up to 10 pages of MARs per 24-hour period, which 
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translated into facility staff carrying around hefty binders 
filled with paperwork. With the eMAR, staff simply log 
on to see what meds are due at what time. Imagine! also 
has gained the ability to control staff access to just the 
records pertinent to a given resident, and has the ability to 
record vitals monitoring as well. 

Efficient and error-free communication between the phar-
macy and facility is another major need that eMARs can 
support. Folino notes that PDC Pharmacy has recently 
acquired an HL7 interface between its FrameWorkLTC 
pharmacy software from SoftWriters and MedSupport. 
This gives the ability to pass information quickly from the 
doctor to facilities in a way that eliminates any errors that 
might result from reentering information into the eMAR. 
“We know, and the facility knows, that the information 
in the eMAR is exactly what we entered in our pharmacy 
software,” says Folino.

closing A looP

Mark Adler, who has been using a Web-based eMAR from 
Catalyst for about three years at Adler’s Pharmacy, is a big 

believer in getting the eMAR 
tied into his other systems. 
“What's key is to make sure 
all your software talks to each 
other,” says Adler. “You need your pharmacy system, your 
packaging system, and your eMAR to interface. This is 
what creates a closed loop.” In his case, this means that 
the eMAR connects directly with his QS/1 PrimeCare 
LTC software to pass medication details to the facility 
and receive orders back. Next, it uses the barcode applied 
to the strip packaging produced by his Parata PACMED 
during the med pass to double-check and record that 
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the right drug was passed at the right time to the right 
resident. All of this is immediately visible in the pharmacy 
system. “This is a real differentiating service right now,” 
says Adler.

getting  
systeMs WoRking 
togetHeR

There are a few other ways that 
strong interfaces can be part of 
LTC operations. For example, 

Mike McNaught reports that Preston Pharmacy is work-
ing to create an order flow that integrates the ability of its 
DocuTrack document management system to read bar-
codes on faxed refills with the auto-fill feature in QS/1’s 
PrimeCare. This will allow clean refills to pass directly 
to DOSIS for filling. “Our goal is to get this happening 
in the next 60 days,” he says. “We’ll run this process at 
night, instead of using the machine to do prepacks. So the 
next morning when we walk in, there will be 300 cards of 
refills labeled and ready for delivery.”

John Sherwood, co-owner of Integrity Pharmacy’s LTC 
division, says the key to his pharmacy’s business is the 
seamless integration offered through Speed Script’s LTC 
software, which he’s recently deployed.

“Information flows from the facility via the cloud to the 
dispensing software for review, and then to our PACMED 
automation,” says Sherwood. “This integration means 
that there are fewer keystrokes on the dispensing soft-
ware — a lot fewer keystrokes — and so less potential for 
error.”

 The best aspect of the Speed Script LTC system, in 
Sherwood’s view, is the flexibility on the facility side. 

The facility staff may use the 
cloud-based application to 
reduce the amount of writ-
ing they do for treatments 
and drug orders, according to 
Sherwood, because the orders 
come in and then become 
electronically linked with 
physician orders and eMars. 
The information is also pushed into the pharmacy for 
the pharmacists to review against the communication 
with the doctor’s office. “We have the opportunity to 
review the order before it becomes active,” he says. “Any 
subsequent corrections are then pushed back to the 
facility eMAR and POS. This action reduces labor that 
would be used to write and rewrite orders.”

The homecare model uses the same principles as in 
LTC, only rather than networking with a facility it net-
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works with a home health company. 
This is important because homecare 
patients, notes Sherwood, are gen-
erally the ones who struggle with 
compliance, or who have caregivers 
that can struggle with coordinating 
the medications and care required 
to administer the medications. With 
communications coordinated between 
the pharmacy and the homecare 
company, and the medications pack-
aged by time of administration by 
PACMED, Sherwood’s staff has put 
the patient on the right path to com-
pliance, and also provides oversight 
that the patients are following their 
prescription regimen. “Our technol-
ogy takes away a lot of the extra effort 
from the caregiver,” says Sherwood. 
“It keeps the patients healthy lon-
ger and reduces hospitalization and 
adverse events.”

coMMunicAtion  
is key

The premium John Sherwood places 
on effective, integrated communica-
tions with facilities is echoed by Kevin 
King, who reports that Northwest 
Health System is using no fewer than 
four different technologies to achieve 
a similar goal. First the pharmacy 
works to interface its SoftWriters 
FrameWorkLTC pharmacy manage-
ment system with the software that 
runs its clients’ facilities. “These 
facility systems record assessments, 
care plans, labor hours, diets, all of 
that,” says King. “When we interface 
to these programs, it’s easier for us to 
access raw data when a new patient 
arrives.” This is particularly important 
when it comes to collecting accurate 
billing information in a timely man-
ner, he notes. 

Next, there’s FacilityLink, also from 
SoftWriters. According to King this 
allows facilities to order refills, log in 
to check billing information, review 

a price quote, or print a paper MAR 
if necessary at the facility. King calls 
Facility Link the primary communi-
cations channel for facilities not using 
an eMAR, which is the third commu-
nications channel offered.

Finally, there’s inbound and out-
bound document management with 
Integra’s DocuTrack. “With these 
tools, we keep very few hard copies 
now,” says King.

And once systems are efficiently 
integrated, the right communications 
channels are open, and the tide of 
paper is being held back, there’s time 
to worry about other things — the 
complexities of billing, for example.

MAnAging billing

The task of learning to manage billing 
in the LTC environment is something 
with which Teresa Coleman, control-
ler at Propac Pharmacy, has extensive 
experience. Coleman was originally 
brought in to Propac for this task, 
along with her financial and account-
ing expertise, and has since deployed 
two services from Net-Rx to augment 
her efforts. 

When Coleman started, the phar-
macy had no reconciliation processes 
in place. There wasn’t a lot of at-
tention being paid to claims before 
they were submitted, either. “When 
you’re working day-to-day just to get 
prescriptions out the door, reimburse-
ments and reconciliation tend to 
move to the background,” says Cole-
man. “You have to figure out how to 
get these processes into the workflow 
and not slow down.” 

These circumstances led Coleman 
to Net-Rx’s RecRx — which she 
reports has really helped with manag-
ing remittance advices and pursu-
ing payment issues with third-party 
payers — and EditRx, which helps to 

continued from page 38
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tAking tHe Pulse The 2011 SoftWriters Users Conference provided an opportunity  
to take the pulse of opinion on several topics. Fifty-two attendees participated in a ComputerTalk  
survey. Here are their answers to questions on the possible outcomes from Part D shorter-cycle fill-
ing and reporting of unused medications. One thing that becomes clear is that there’s a good deal of 
uncertainty on the impact of the rules, particularly around the likelihood of higher dispensing fees.

When we asked about the respondents’ status with auto-
mated packaging technology, we found that 60% already use 
automated packaging technology that allows for shorter 
dispensing cycles, with 15% planning to install automated 
packaging technology to address shorter dispensing cycles. 
Close to 20% have no plans to use automated packaging 
technology.

Shorter-cycle dispensing increases the cost 
to service homes.

Shorter-cycle dispensing reduces residents’  
medication costs.

Part D plan sponsors will increase the fees paid for 
shorter-cycle dispensing.

Reporting of unused medications to Part D plans is 
an important and worthwhile data collection effort.

Reporting of unused medications to Part D plans won’t 
require major changes in our workflow or software  
systems.

The Next Challenges

The Top Technologies
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keep an eye on third-party reimbursement and procedures 
that affect proper reimbursement during the data entry 
process. With these two tools in place and the support of 
an analyst at Net-Rx, Propac now has a staff member who 
devotes three-quarters of her time to working on manag-
ing claims and reimbursements. 

Coleman has also been able to bring RecRx to bear on 
one of Propac’s latest challenges: Medicare co-pay audits. 
“Plans have started to go back and look at how they’ve 
been charging co-pays out,” she explains. “They are going 
back a year, a year and half, or more, and fixing what they 
did wrong by requiring co-pays for low income, dual-
eligible patients.” Sometimes these changes come through 
buried in fees listed at the end of a remittance advice 
without explanation, and Propac has been left trying to 
figure out what was going on. Net-Rx responded, Cole-
man reports, by creating coding so that now a report can 
be generated and used as the basis for pursuing the co-pay 
changes, as well as other adjustments. “We still end up 
calling the plan,” says Coleman. “But we have a place to 

start, when we didn’t before. We 
can come to these conversations 
knowing exactly which claim we 
want to discuss and exactly what 
dollar amount. Then we can say 
to the plan ‘Why did you adjust 

what you did?’ The more information we have on these 
calls, the better.” 

cReAting neW WoRkfloW 
Points

Bob King is director of IT for Alternative Care Pharmacy, 

ATP-SERIES
AUTOMATED TABLET PACKAGER
RELIABLE • SIMPLE OPERATION • INDUSTRY LEADING HARDWARE & SOFTWARE

Central Fill Solution

to See How Transitioning to Short Cycle 
Dispensing NOW Will Save You Money!

262.279.5307

Call TCGRx TODAY

Short Cycle Dispensing: 14 day, 7 day, or Less
Multi-Dose or Unit Dose Packaging
Color Bars Signify Pass Times (Optional)

New Fonts and Reports
Customized Labels
Compact Footprint
Fill to Light Safe Tray Option

t View the ShortCycle 
Comparison Study

ATP Series 
Automatic 

Tablet Packager

P 262.279.5307 | F 262.279.5360 | N1671 Powers Lake Road, Powers Lake, WI 53159  |  www.TCGRx.com

continued from page 40

Teresa 
Coleman
Propac Pharmacy
Vancouver, Wash.

Propac Pharmacy 
Four-year old pharmacy  
serving assisted-living and 
skilled-nursing facilities, with 
about a 50/50 mix between 
the two. Two pharmacy  
locations: one in Kent, Wash., 
and one in Vancouver. 



cover story 
LTC Technology Strategies

43September/October 2011

which is a start-up backed by USA Drug. This finan-
cial backing brings resources that have allowed King to 
jump immediately into document and delivery man-
agement with Integra’s DocuTrack and DeliveryTrack. 
And while both these technologies fundamentally 
reduce the amount of paper associated with pharmacy 
operations, they are also bringing technology-driven 
workflow to new points in the pharmacy process, ac-
cording to King. “These systems, combined with the 
workflow steps in our SoftWriters pharmacy system, 
mean that every step taken is recorded — from the 
time the order comes into the pharmacy until it is 
signed for at delivery,” says King.

DocuTrack is receiving and storing all incoming docu-
ments in a secured digital environment, allowing for 
immediate retrieval and for multiple people to use the 
same document at once, among other features, ac-
cording to King. It is also managing and storing many 
outbound communications through easily prepopu-
lated forms.

DeliveryTrack puts portable devices in the hands of 
delivery drivers. These devices collect information, 
such as signatures and GPS details, and transmit it 
back to the pharmacy in real time through a cellular 
connection. “We can check the driver’s location and 
generate an estimated time of arrival out of Delivery-
Track,” says King. “And since it’s real time, we know 
just minutes after someone has signed for a delivery.” 
Strong interfaces come into play here again, as all the 
information flows from DeliveryTrack through to the 
DocuTrack server and then on into the pharmacy sys-
tem server, creating what King calls real synergy from 
the systems. 

This synergy, and the expanded scope of workflow 
tracking that it allows, can be particularly useful when 
responding to requests for information from facilities 
or state and federal regulators. Alternative Care staff 
has the ability to search for a record and filter infor-
mation in DocuTrack using various criteria and then 
quickly pull up all the documents that are associated 
with it, as well as any notes added later. Ultimately, 
there’s a complete time-stamped timeline from receipt 
of the order from the facility or physician all the way 
to a delivery signature. “It saves so much time in the 
pharmacy to have all this information at our com-
mand right at our workstations,” says King. 

building PARtneRsHiPs

It’s not hard to cover a lot of ground talking about 

LTC pharmacy. There are 
so many nuances, and most 
often a technology solution 
to address each. Perhaps the 
importance of doing more than 
simply dispensing medica-
tions is one overarching need 
that can be distilled from the 
many technology-based strategies out there. This is 
what Northwest Health Systems’ Kevin King thinks. 
“Partnering with the facilities by using technology 
creates stickiness,” says King. Facilities can come and 
go as they please, he points out — particularly in as-
sisted living, which is where he sees the growth. “We 
are always looking to get our technology imbedded 
in the facilities,” says King. “And we invest heavily in 
training.” The intended result is that it’s not an easy 
endeavor for another pharmacy to jump in and offer 
the same level of service. “When you make a real com-
mitment to technology and make a real investment to 
do it right, it’s a game changer,” he says. 

And it’s best to get started now with planning your 
next strategic technology investments, according to 
Pharmacy Concepts’ Keith Taylor. “Parata just got 
some LTC pharmacy owners together for a few days,” 
he says, “and one of the things we discussed was how, 
if facilities think they will want something new in 
two years, you better have it in a year — you better 
have it in six months.” Taylor reports that he and his 
colleagues all agreed that, if you are going to get into 
automation and technology, then you have to be pro-
active and move forward fast. “The market is going to 
demand that we make changes,” he says. “We have to 
be ready to make the right investments to meet these 
new needs.” CT

Will Lockwood is senior editor for  
ComputerTalk. He can be reached at will@
computertalk.com.

Alternative Care 
Pharmacy
Started a little over a year 
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The following is most of what I said in the January/Febru-
ary 2007 issue of ComputerTalk. I have asked that this be 
printed again because it is just as true today as it was then. 
Then you will see my current comments after you read, per-
haps again, what I had to say in 2007.

Replacing AWP 
AWP (average wholesale price) was invented in 1969. 
(I know. I invented it.) Drug economics were totally 
different then. Pharmacies bought drugs from wholesal-
ers or manufacturers. Wholesalers competed on the basis 
of service, not on price. There was only one significant 
third-party drug program, and that was Medicaid, which 
was only three years old and had not even started in many 
states. International commerce was not a significant force. 
It took a few years for sellers to discover that they could 
raise their AWP and lower the price the pharmacies actu-
ally paid, thus generating the “spread” between what the 
pharmacies paid and what they got paid. 

AWP has long outlived its validity and usefulness. It is 
now better defined as “ain’t what’s paid.” It was a good 
solution in 1969. It no longer is.

So it needs to be replaced. However, with today’s condi-
tions, that is not easy. 

Everybody is looking for an accurate price. There isn’t 
one, because there are many. The buyers and sellers are all 
dedicated to preserving their bottom lines. Any solution 
that I can think of requires one of two things. One of the 
segments of the drug distribution chain needs to become 
transparent, or true price competition needs to happen.

Transparency means that you tell everybody all of your 
financial information. I don’t know of anyone in the drug 
world who wants to reveal that information in the detail 
that would be required. For that matter, I have trouble 
thinking of any industry that has that kind of transpar-
ency, except for those that are regulated monopolistic 
utilities. 

Railroad history is an interesting example. For many years 
if you wanted to get a product from here to there you 
had to use the only railroad that took stuff from here to 
there. After much abuse the government finally stepped in 
and regulated the prices. The railroads had to justify their 
prices to the regulators. It was the same for telephones, 
electricity, and other utilities. So, is the drug market a 
monopoly market? Does it need to be managed like a 
public utility?

Or maybe we need true price competition? That would 
mean that the actual purchaser would bargain with the 
actual seller. That can get rather messy, too. The final sell-
ers are primarily pharmacies, and they are not able to get 
together and bargain as a group. The buyers are a con-
glomeration of government, insurers, patients, prescribers, 
and others. So even if the pharmacies could get together, 
who would they bargain with? 

After pondering all of the above, plus many other com-
plications that rapidly come to mind, one tends to look 
for more drastic solutions. Single payer, universal health 
coverage, price controls, and other not so “free-market” 
solutions start to look interesting. Of course, they all have 
a degree of interference with the current drug decision 

AAC, AWP, XYZ,  
and Others

george’s
corner

George  
Pennebaker, 
Pharm.D.
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process — a process that is a mishmash of advertising, 
detailing, coffee cups, journal articles, and committees — 
directed at prescribers, pharmacists, patients, bureaucrats, 
insurers, and pundits. But not directed at the purchaser.

Today there are a lot of people spending a lot of time try-
ing to figure out how to come up with a rational pricing 
system. So far, all they have created is a bunch of new 
acronyms that they cannot clearly define. 

It is going to get worse. Every solution that sees the light 
of day will be rapidly circumvented — just as AWP was.

My Current Comments (2011)
Some changes have happened. Part D is now with us. 
Medicaid is due to expand greatly in a couple of years. 
There have been many consolidations in the processor 
and insurer worlds. Mail order has grown. Chains have 
consolidated and grown. Generics are a growing portion of 
the drug world. AWP is being killed.

However, we still do not have a good way to establish 
the price that the payers should pay to pharmacies. AAC 
(actual acquisition cost) is the latest acronym for just 
another easy-to-manipulate pricing system. Since every 
segment of the industry will strongly resist and/or sub-
vert any attempts to make its books transparent, there is 
only one other alternative. That alternative is to have the 
buyers and sellers sit across the table from each other and 

bargain. Let’s be clear about who the buyers are. They are 
the federal government (Part D as well as the VA), state 
governments (Medicaid), and insurers (not PBMs). The 
sellers are the drug manufacturers. The sellers hate the idea 
so much that they inserted a provision in Part D that pro-
hibits such bargaining. They have accomplished the same 
goal in many (but not all) states.

If there is truly a desire to solve the problem, the above has 
to occur. I expect that it won’t, and that the problem will 
continue, although it will have new names and new acro-
nyms and continuing arguments about its fairness. Maybe 
someday we will have a true free-enterprise economy in 
the drug marketplace. I wish I could see the light at the 
end of this long tunnel. CT 

George Pennebaker, Pharm.D., is a consultant and past presi-
dent of the California Pharmacists Association. He can be reached 
by email at george.pennebaker@sbcglobal.net.
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is highest. Among these populations, cell 
phone-based mobile Web access is often 
associated with entertainment purposes. 
These facts suggest that patients who are 
potentially in greatest need of pharmacists’ 
services to address medication therapy for 
chronic diseases do have the infrastructure 
for mHealth initiatives. However, these 
initiatives should be designed with aware-
ness of how these patients frequently use 
their phones.

Pharmacy Apps Community 
pharmacy has already begun the move 
into mHealth through smartphone apps 
that target common activities that patients 
perform. These apps use smartphone cam-
eras to take pictures of prescription label 

We wrote about mHealth in our last column, describing several of 
the 12 functional clusters where mobile phones, tablets, and other 

portable computing devices have been identified as healthcare tools. We 
described general usage categories for both patients and pharmacists. The 
exciting aspect of this area is that we barely touched the surface of what 
mHealth can truly mean for a connected pharmacy practice. In this install-
ment, we dig deeper into mHealth as a tool to positively impact patients 
and pharmacists.

While television commercials and Web-based ads promote advanced 
uses of smartphone apps to impact health behaviors and communicate 
with patients, some of the most compelling data regarding the value 
of mHealth actually uses standard cell phones. Medication adherence, 
healthy lifestyle decision-making, and health-related information pro-
vision have been specific targets of mHealth research. The domain of 
weight loss for overweight and obese patients has been a particular area of 
research. This research has found that text messages focused on exercise 
promotion and smart eating decisions can actually lead to weight loss. 
The impact is tied to the message itself and the ability to deliver it to the 
person wherever he or she is, at any time.

The Facts While 35% of the U.S. adult population has a smartphone, 
83% of Americans have reported owning some type of cell phone. Addi-
tionally, 73% of cell phone owners report using the text-messaging feature 
of their cell phones. These statistics clearly suggest that current and future 
mHealth initiatives should target users of both “low tech” traditional cell 
phones and more advanced smartphones. When we talk about technology-
based interventions to address patients’ medication-use patterns, the 
conversation frequently turns to the “digital divide,” which is a term to 
describe the gap between those who have access to modern technologies 
and those who do not. Interestingly, in minority populations where we usu-
ally see higher rates of chronic disease, phone-based use of the mobile Web 

More on mHealth:  
An Area of Opportunity
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barcodes to submit refill requests. To support additional 
business functions, the apps present patients with 
timely sale information for their pharmacy and allow 
patients to print photos in the pharmacy directly from 
their smartphone (not necessarily an mHealth activity). 

We can look to a Canadian company, Tactio (at www.
sentiosoft.com), for examples of smartphone-based 
mHealth initiatives. Tactio’s approach is to create apps 
to meet the specific needs of its customers, such as the 
Jean Coutu Group (a Canadian chain that merged with 
Rite Aid in 2007). Tactio created an app for Jean Cou-
tu patients that provides prescription refill request, drug 
information, photo printing, store information based 
on GPS coordinates, and other features similar to what 
we already see in some U.S. pharmacies. Tactio has also 
developed a range of weight-focused apps, specifically 
using BMI as an indicator of target weight. The apps 
are specific to age (adult, teen, child), allowing parents 
to monitor growth percentiles while also tracking BMI. 

Engaging the Patient As a “build to suit” 
software company, Tactio develops applications that 
its customers ask for. Have you identified a unique 
opportunity for an mHealth service in your phar-
macy? Much of today’s mHealth activity is focused on 
connecting with patients when they are not in your 
pharmacy. Have you considered the opportunities of 
having a few tablet computers that are preinstalled with 
your mHealth app that allows patients to update their 
profile, search for medical information, receive medica-
tion counseling, and use other key medication-related 
services while they are in your pharmacy? Would you 
benefit from patients populating a personal health re-
cord to which they grant you access to give you a more 
complete picture of their health and medical condi-
tions? We anticipate that you can name many ways that 
patients can be engaged while they are in your phar-
macy (and when they are going about their daily activi-
ties). We encourage you to think about ways to use this 
emerging channel as a way to expand your services and 
meet patients’ needs.

Speaking of meeting needs, we wanted to take a few 
lines to tell you about an mHealth app that recently 
gained substantial attention in the hospital pharmacy 
world. The app addresses a critical need for pharma-
cists: knowledge of drug shortages. The app, RxShort-
ages (available for free for Apple and Android devices), 
provides current information on medication short-
ages in the United States. Drug shortages continue to 
receive coverage in the mainstream press and are a real 
challenge for hospital pharmacists who are charged 

with managing available stock and securing additional 
supply. This app was created by a pharmacy student 
who recognized a need and identified a portable solu-
tion to provide the information that pharmacists need. 
While the recent shortages have primarily impacted 
hospital-based practice, we applaud the developer for 
taking the initiative to create a novel solution for a very 
real problem.

The mHealth domain is yet another example of us-
ing technology to create novel solutions for tangible 
problems and to seize on opportunities for expansion 
into untapped areas of practice. We have observed that 
successful technology innovations, such as mHealth, 
usually require an individual to champion the effort 
among the pharmacy’s patients. We support the idea 
that pharmacists are the perfect advocate for this role. 
Patients should clearly understand the value of the 
efforts on behalf of their health and wellness. Addition-
ally, as a technology-based solution, mHealth initia-
tives should be reliable and easy to use by patients with 
a range of knowledge and skills. As you consider the 
mHealth opportunities in your practice, don’t immedi-
ately discount ideas that seem “out there.” Those of us 
whose first cell phone was a bag phone with a brick for 
a battery did not envision one day using our phones to 
take pictures of barcodes to request prescription refills 
wirelessly. We welcome your comments and sugges-
tions. CT

Brent I. Fox, Pharm.D., Ph.D., is an  assistant professor, 
and Bill G. Felkey, M.S., is professor emeritus, Department of 
Pharmacy Care Systems, Harrison School of Pharmacy, Auburn 
University. They can be reached at foxbren@auburn.edu and 
felkebg@auburn.edu.

We can look to a Canadian company, Tactio  
(www.sentiosoft.com), for examples of 
smartphone-based mHealth initiatives. Their 
approach is to create apps to meet the specific 
needs of their customers.
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watch for any potential rulemak-
ing related to the universal exchange 
language. The August 9 Federal 
Register notice is just that (http://
www.gpo.gov/fdsys/pkg/FR-2011-08-
09/html/2011-20219.htm). In the 
ANPRM, the ONC states it is seeking 
comments on metadata standards to 
support nationwide electronic HIE. It 
is particularly interested in comments 
on patient identity, provenance, and 
privacy metatagged data that have been 
recommended by both the HIT Policy 
Committee and the HIT Standards 
Committee. The ONC would also 
welcome comments on other meta-
data categories, elements, or syntax. 
The ONC notes that the ANPRM’s 
immediate scope is the association of 
metadata with summary care records, 
offering the scenario where a patient 

Marsha K.  
Millonig, R.Ph., 
M.B.A.
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Movement on PCAST  
Report Recommendations

In my column in the May/June issue of ComputerTalk, I outlined recom-
mendations by the President’s Council of Advisors on Science and Technol-

ogy (PCAST) that represent a significant shift in strategy from that outlined 
and funded in the 2009 stimulus bill (HITECH), the 2010 Affordable Care 
Act, and by the Office of the National Coordinator for Health Information 
Technology (ONC). This strategy shift is necessary, PCAST said in the re-
port, in order to achieve the promised goals of health information technology 
(HIT) to improve healthcare quality and lower its cost. I promised to keep 
you informed about any movement on the report’s recommendations. There 
is news to report on that front. On August 9, the ONC issued an advanced 
notice of proposed rulemaking (ANPRM) in the Federal Register seeking 
public comments on metadata standards to support nationwide electronic 
health information exchange (HIE). This was followed with an announce-
ment on August 17 by ONC chief Dr. Farzad Mostashari that the ONC 
would be sponsoring two pilot projects this fall testing some of the reports 
recommendations. 

To recap briefly, PCAST calls on HHS to coordinate the development and 
use of a “universal exchange language,” or UEL, for health information that 
enables it to be shared through a network infrastructure allowing a patient’s 
data to be located and accessed with strong, persistent, privacy preferences. 
The language would be based on some kind of XML syntax and be Web 
friendly. The strategy represents an “evolutionary” transformation from 
traditional electronic health record (EHR) systems to a “tagged data element” 
model in keeping with managing and storing data using advanced data-min-
ing techniques that break down data into the smallest individual pieces that 
can be exchanged or aggregated. PCAST uses the analogy of a person today 
using his or her computer to access a webpage where various parts of the page 
are dynamically aggregated in real time from many different computers. 

When I presented the PCAST report recommendations in June at ASAP’s 
Midyear Industry & Technology Issues Conference, I told participants to 

Websites in this column:

• The August 9 Federal   
Register 

 http://www.gpo.gov/fdsys/pkg/
FR-2011-08-09/html/2011-20219.
htm 

• Health IT Buzz Blog 
 http://www.healthit.gov/buzz-
blog/. 
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receives a summary care record from a provider’s EHR 
system or requests that it be transmitted to the patient’s 
personal health record (PHR). 

Suggested Steps Since the PCAST report’s 
release in December 2010, ONC tasked the HIT Policy 
Committee and the HIT Standards Committee to 
review, assess, and analyze the report’s recommenda-
tions. Preliminary analysis was provided to the ONC in 
April 2011, and final analysis was presented in June. The 
HIT Policy Committee provided suggested incremental 
steps for the ONC. The committee said the initial focus 
should be on facilitating the development and adoption 
of a minimal set of metadata standards related to a sum-
mary care record. The HIT Policy Committee also said it 
would be practical to include this capability as part of the 
stage 2 meaningful-use EHR certification requirements. 
The initial minimum set of metadata (and accompany-
ing standards) should focus on patient identity (data 
elements about a patient), provenance (data elements 
about the clinical data source), and privacy (data ele-
ments about the type(s) and sensitivity of clinical data 
included). Of interest was the committee’s belief that 
this type of approach could build trust among receiving 
healthcare providers in the clinical information they may 
receive through a patient exchange or personal health 
record, leading to patients more easily sharing their own 
health information. The HIT Standards Committee 
submitted its recommendations on metadata elements 
and standards to the ONC and noted its expectation that 
the ONC would conduct further testing and evaluation 
prior to proposing these standards for adoption through 
rulemaking. The ONC has endorsed the group’s work, 
leading to the ANPRM.

There are 20 specific questions posed in the notice. Three 
questions are specific to the patient identity metatagged 
data; this includes a patient’s name, date of birth, address, 
and identifier information. Two questions are specific 
to the provenance metatagged data; this includes a time 
stamp and the actor, the actor’s affiliation, and the actor’s 
digital certificate. The provenance metadata serve as a 
component of a “wrapper’’ that conveys the “who, what, 
where, and when’’ of the data being exchanged. Seven 
questions are specific to the privacy metatagged data; 
these include a policy pointer with a uniform resource 
locator, content metadata, data type, and sensitivity. The 
remaining questions concern the approach to the sum-
mary of care record, meaningful use requirements, exten-
sion of UEL to other forms of HIT data, and the specific 
standards identified.

Testing the Water The pilot projects announced 

shortly after the ANPRM are in keeping with the out-
lined approach and are being referred to as “metadata 
pilots to achieve the PCAST vision” in numerous press 
stories. The two projects are the Query Health Initia-
tive and the Data Segmentation Initiative. They will be 
launched through ONC’s Standards and Interoperability 
Framework. The Query Health Initiative aims to define 
and deliver the standards and services for distributed 
population health queries from certified EHRs in the 
routine course of patient care. Mostashari describes that 
“requesters will be able to create and securely distribute 
queries to network data partners who subscribe to the 
published queries. Network data partners will execute the 
query against a standard clinical information model and 
securely return the results of the query to the requester.” 
The goal is to enable population analyses to inform both 
clinical and payment strategies for health systems and 
practices, in alignment with the HITECH and Afford-
able Care acts. This includes population-based quality 
measure calculation. 

The Data Segmentation Initiative hopes to make prog-
ress on the persistent privacy issues raised in the PCAST 
report. The project’s goal is to enable the implementation 
and management of health information disclosure poli-
cies originating from a patient’s request, a statutory and 
regulatory authority, or organizational disclosure require-
ments. It will examine and evaluate the standards needed 
for sharing individually identifiable health information, 
including standards recommended by the Health IT 
Standards Committee through the use of metadata tag-
ging of privacy attributes in standard clinical and policy 
records and record segments. It will also develop use cases 
that define the current need for data protection services. 

In addition to these initiatives, the PCAST report con-
cepts are being actively piloted by the Indiana Health 
Information Exchange through a challenge grant. It is 
developing tools and approaches to capture, index, and 
search on key metadata, parsing information from patient 
summary care records. While state HIEs were lukewarm 
to the PCAST report’s recommendations, Indiana’s pilot 
project may shed more favorable light on them. 

Mostashari often writes about these initiatives in the 
Health IT Buzz Blog, available at http://www.healthit.
gov/buzz-blog/. In the meantime, stay tuned, as the 
PCAST report is not collecting dust, as some may have 
hoped. CT

Marsha K. Millonig, R.Ph., M.B.A., is president of Catalyst 
Enterprises, LLC, located in Eagan, Minn. The firm provides con- 
sulting, research, and writing services to help industry players pro-
vide services more efficiently and implement new services for future 
growth. The author can be reached at marshak59@yahoo.com.
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pointsview

free prescriptions are not transmit-
ted from the pharmacy for adjudi-
cation by the patient’s third-party 
insurance. Consequently, the third-
party claims-processing system does 
not have a complete medication 
profile for the patient. This means 
that a discounted prescription is 
not checked by the claims processor 
for drug/drug interactions, nor is it 
added to the patient’s medication 
profile for future screening. 

If the free or discounted medication 
is part of the third party’s step-ther-
apy program, and the processor has 
no record that the patient took the 
medication, the claims-processing 
system would reject the claim for 
the prescription drug that is the 
second step in a protocol — since 
there is no record of the initial pre-
scription. The discounted prescrip-
tion could also be a component of 
a prior authorization protocol and 
would create another type of reject. 
All of these situations interrupt the 

Since 2006, several large retail mass merchandise and supermarket 
pharmacies have launched discount programs providing select generic 

drugs for $4.00 for a one-month supply. Some retailers have taken the 
discount program another step by giving away a limited number of generic 
products. These retailers expect an increase in prescription volume when 
patients fill other prescriptions in their pharmacies and purchase front-end 
merchandise. 

Recently, a major southeastern supermarket chain added lisinopril to its 
list of free medications. Patients receive up to a month’s supply of lisinopril 
at no charge. This is a new development, as previously the retailer’s “free 
list” included only antibiotics and diabetic medications. Antibiotics seem 
like a safe choice because they are generally used in the acute treatment of 
an infection, and not filled every month. Patients receiving an antibiotic 
typically purchase one or two additional items, such as cough and cold 
remedies. 

Other products on the “free list” include diabetic medications that are re-
filled regularly (e.g., monthly or every three months). People with diabetes 
frequently have comorbid conditions and need other prescriptions filled. 
They may also purchase diabetic supplies or use the store nutritionist to 
assist in the selection of healthy food items offered in the supermarket. 
Obviously, the pharmacy giving away prescriptions wants patients to 
purchase extra items, but it risks having the patient pick up his or her free 
prescription without purchasing anything else. 

Clinical Considerations These discount generic programs may 
pose other risks to the patient. In some cases, prescriptions for low-cost or 

Fred Hamlin

Challenges with Discount 
Generic Programs Dave  

Schuetz, R.Ph.
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pharmacy workflow and create inefficiencies, as phar-
macy staff must contact the third-party help desk for 
assistance in resolving these rejects. 

Cost and Contractual  
Issues Pharmacies filling discounted prescriptions 
do not want to increase their costs to satisfy the needs 
of the claims processor without additional compensa-
tion. Right now, the only value proposition for the 
pharmacy is to maintain or improve customer service 
and to avoid the reject scenarios discussed earlier. For 
the process of sending discounted cash prescriptions to 
the processor to be acceptable, it needs to be auto-
mated and inexpensive. Pharmacies and payers may 
create a batch submission process, similar to what is 
performed in a long-term care environment, in order 
for the third party to obtain a complete patient medi-
cation profile. This process will take time, resources, 
and cooperation between payers and pharmacies to set 
up and manage. 

Third-party contract language must be reviewed when 
making the choice to adjudicate some or all of the dis-
count generic prescriptions. The third-party contract 
may require the pharmacy to submit all claims for 
the patient, and this requirement could be subject to 
audit. Some discount programs require the patient to 
enroll and/or pay a fee accepting terms and conditions 
of the program. With this type of program, the phar-
macy does not typically transmit the discount generic 
prescription for adjudication. Other pharmacies that 
provide a discount generic program and do not require 
patient enrollment usually transmit the prescription to 
the third-party payer for adjudication. 

Regardless of the discount mechanics, some payer con-
tracts do not allow pharmacies to solicit their members 
with another benefit offer that competes or reduces the 
oversight and overall care management for the benefi-
ciary. Liability questions may arise surrounding drug 
utilization review (DUR) verification. Specifically, the 
lack of DUR visibility with nonadjudicated discount-
ed generics may pose some risk to these pharmacies 
if the patient/beneficiary chose the pharmacy because 
it was in the payer’s network and an adverse event 
occurred that could be tracked back to the discount 
generic prescription. 

Medicare Part D beneficiaries may pose another 
dilemma for pharmacies who do not submit discount 
generic prescriptions to payers. Discount generics that 
are not submitted to Part D providers will not count 
toward the patient’s true out-of-pocket (TROOP) 

expense to help chronically ill patients reach the cata-
strophic phase of their Part D benefit more quickly. 
In addition, the senior population may use different 
pharmacies when they move to warmer climates in the 
winter, and DUR tracking would be an issue. Finally, 
incomplete transmission of discounted or free pre-
scriptions may create audit issues with Medicare Part 
D plans. 

With more blockbuster generics set to enter the 
market in 2012 and beyond, the question becomes 
whether these new generics will be added to the 
retailers discount program, exacerbating the problem. 
We evaluated the top 50 generics that have been ap-
proved since the inception of Walmart’s $4.00 generic 
program in the fall of 2006. With the exception of 
simvastatin in a few select pharmacies, none of these 
top generics have been added to pharmacy’s discount 
programs, even with commodity pricing. Overall, 
chain pharmacies are not increasing the number of 
generic products on their discount lists. 

Final Thoughts Only time will tell if the up-
coming introduction of blockbuster generics  
will cause discount or free generic lists to expand. 
Furthermore, it will be interesting to see if pressure is  
brought to both payers and pharmacies by employer 
groups or through regulation to submit these  
discounted prescriptions so that a complete patient 
profile is available for clinical edits and to ensure 
patient safety and quality of care. CT

Fred Hamlin is director of business development, and Dave 
Schuetz, R.Ph., is a consultant with Pharmacy Healthcare 
Solutions, Inc., (PHSI), in Pittsburgh, Pa. Hamlin has worked 
in the pharmacy and managed-care industry for 17 years in 
various sales management positions. Schuetz’s areas of expertise 
include pharmacy practice management, electronic ordering 
systems operations, testing, training, documentation, and deploy-
ment. The authors can be reached at fhamlin@phsirx.com and 
dschuetz@phsirx.com.

With more blockbuster generics set to 
enter the market in 2012 and beyond,  
the question becomes whether these 
new generics will be added to the  
retailers discount program, exacerbating 
the problem.
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National Association of Chain 
Drug Stores 2011 Pharmacy & 

Technology Conference

Conference
circuit

by Will Lockwood

The National Association of Chain Drug Stores held its 
2011 Pharmacy & Technology Conference in Boston in 
August. Events kicked off with the 14th Annual Forum, 
titled “Community Pharmacy: Partners for Improving 
Adherence and Patient Health Outcomes.” Highlights 
of the conference educational sessions included talks on 
wiring pharmacy to the point of care, opportunities in 
patient care services, Medicare Part D star ratings, the 
role of pharmacy benefit design in medication adherence, 
and a variety of regulatory updates.  

And, of course, the exhibit hall was packed with the latest 
offerings, with several companies taking the opportunity 
to introduce their newest technology.

Val Gurovich and Paul 
Kobylevsky from TeleManager 
Technologies.

t Innovation’s Doyle  
Jensen, left, and Denys 
Ashby are seen here with 
the company’s new OPTIx 
counting and imaging 
technology.

t

FDS’s Clarence Lea, left, Glenn Newman, and Charles 
Brinkley are seen here with Molly Shoup, left, and Jamie 
Statz-Paynter from Dean Clinic Pharmacy.

t

Michael James, left, and Bill Holmes, 
center, from RxSafe, with Innovation’s Doyle 
Jensen.

t

Stuart Newman, left,  
Paulette Slaughter, and 
Charles Garner are seen 
here at QS/1’s exhibit.

t

From left, LDM’s Sam Pizzo, Bob  
Beckley, and Jay Randolph.

t

Wes Moffett, left, and  
Stacy Kaufman from 
ScriptChek.

t

Eyecon’s Dave Lang, left, 
and Bob McFarlane. 

Parata’s Greg Pereira, 
left, and Terrence Pryor.

t

ECRS’s Brook Gleasman.t

 
HCC’s Larry  
Stephenson, 
right, is seen 
here meeting 

with two  
attendees.

t

PDX’s Andrew McKernon  
and Steven Friedman.

t

coverage continues on next page

t

Two Point 
Conversions’ 
Sophia 
Chidichimo 
and Bob 
Mandel.

t
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NACDS (continued)

 Jeannie Noel, from HBS, is 
seen here with Dennis Reyes 
from Architext.

Conference
circuit

 From left, Emdeon’s Michael  
Carmody, Andrea Davis, Amanda 

Nohr, and Paul Hooper.
 

Next-Generation  
Pharmacist Awards
2011 found the second annual  
Next-Generation Pharmacist Awards, 
presented by Parata and Pharmacy Times, 
held in Boston at the John F. Kennedy 
Presidential Library and Museum.  
Winners and honorees were announced 
in 12 categories, with one pharmacist, 
Army Major Jeffrey Neigh, Pharm.D.,  
winning both Military Pharmacist of the 
Year 

and the overall honor of 2011 
Next-Generation Pharmacist. 
Major Neigh, above, is deputy 
chief of pharmacy at Eisen-
hower Army Medical Center 
at Fort Gordon, Ga. Short 
biographical videos of the win-
ners can be seen at www.nextgenerationpharmacist.com.  

From left, voiceTech’s Duane 
Smith, Marina Valencia, and Tim 
Garofalo.

The team from 
Kirby Lester introduces 
the company’s smallest 
counter ever, the new 
KL1. Shown from left 
are Mike Stotz, Ted 
Sullivan, Dave Schultz,  
and Christopher 
Thomsen.

t

t

From left, Michael Dennis, Will Humphries,  
Susan Detwiler, and David Williams from RxMedic.

t

From left, Sameer Brahmavar, Matt Saladino, 
Adrian Calderon, and Ken Hill from Cerner Etreby.

t

Ateb’s staff was busy holding meetings with  
attendees.

t

Pete Ratycz, right, from Discount Drug Mart 
stopped to talk with Kevin Combs about ScriptPro’s 
newest, scaled-down dispensing automation.

t

t

t

At left,  
Parata CEO 
Tom Rhoads 
welcomed 
the honorees 
and guests to 
the awards 
ceremony.
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SoftWriters recently held its third annual users conference 
in St. Louis, Mo. The event drew more than 225 long-term 
care pharmacists, executives, and staff for networking, a 
program of training sessions, and the chance to provide 
feedback and ideas for new features. Attendees also had 
the chance to learn about some of SoftWriters’ technol-
ogy partners through presentations and exhibits. Among 
the partners offering breakout sessions on their technolo-
gies were Accu-Flo, ALMSA, Catalyst, Integra, Manchac, 
CEDS, Net-Rx, and TCGRx. Lisa Gable and Janice 
Feinberg were also on hand from the American Society of 
Consultant Pharmacists to present the MonitorRx product, 
which supports pharmacists in managing geriatric patients’ 
medications.

SoftWriters 2011 FrameWorkLTC 
Users Conference

by Will Lockwood

Conference
circuit

 John Carroll, right, of Accu-flo, and Debra 
Meehan of Medication Management Partners are 
seen with SoftWriters’ Chris Anderson.

t

Lisa Gable, left, and Janice Feinberg, both with ASCP, 
were keynote speakers. At far right, Ted Hunt from Pharmacy 
Partners of Georgia presented one of four different case 
studies focusing on the options available in LTC dispensing 
automation.

t

In one of the training sessions, Victoria Kamperman, 
above left, showed how to use a third-party tool, Cover-
MyMeds, that’s integrated into FrameWorkLTC to track prior 
authorizations. SoftWriters CEO Tim Hutchison, above right, 
talked to a standing-room-only crowd about the company’s 
HL7 interface to eMARs.

Attendees had the opportunity to network during a 
dinner held in the Museum of Westward Expansion, 
beneath the St. Louis Gateway Arch — which itself was 
open for private tours.

t

 In this group Donnella Hill, left, and Cheri 
Hines, second from left, from Southeast Missouri 
Quality Care are seen with SoftWriters’ Greg 
Hutchison. 

t

t

Among the attendees were from left, Caius Santos and 
Fred Gonzalez of Partners Pharmacy, Christopher Mariess 
of NuScripRx, and Derrick Browning of Reeves-Sain 
Extended Care.

t
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Looking Ahead:  
What’s Coming in 2012
Our next issue will focus on the  
results of ComputerTalk’s exclusive 
industry survey that looks at:
• New products and enhancements planned  
 for 2012
• Factors driving pharmacists to change  
 or upgrade their systems
• The growth segments
• And more....

For more information, email: 
Will Lockwood (will@computertalk.com)  

Maggie Lockwood (maggie@computertalk.com)

To sign up to receive emails when new  
content is posted to the ComputerTalk  

Web site and to read issues online, visit  
www.subscribe.computertalk.com.

peopletalk

➤ Dave Wendland, VP of the Hamacher  
Research Group (HRG), has been elected to serve 
on the board of directors of the Consumer Health-
care Products Association. HRG has been a member 
of this association since 2002.

HRG also announced that Janine Petragnani has 
joined the company as data assets coordinator, a 
newly created position to oversee the team of content 
experts responsible for data integrity and product 
package content in HRG’s databases of more than 
65,000 health, beauty, and wellness products.

➤ Remedi SeniorCare has appointed Robert Kerr 
as its new senior VP of information systems. Kerr 
brings to the position 20 years of experience working 
in healthcare IT, with 15 years in the long-term care 
sector. He was previously VP of corporate systems 
for Coram, Inc., a $500 million pharmacy company 
that was acquired by Apria Healthcare, Inc.

➤ TCGRx has announced that 
Jae Chung, M.B.A., an industrial 
engineer, has joined the company 
to head up the pharmacy consulting 
division following the acquisition of 
this division from Sensor Synergy.

Chung has more than 10 years of pharmacy con-
sulting experience with over 500 pharmacies in the 
health-system, alternate care, and retail markets.

➤ Charles Brinkley has been named vice  
president of sales at FDS, Inc. He 
will be responsible for directing the 
sales efforts and client services for all 
segments of FDS data services. Previ-
ously, he held positions as national 
sales manager and director of client 

services for FDS. CT

Index of Advertisers



56 ComputerTalk 

Retail Management Solutions

www.rm-solutions.com

 QS/1

 www.qs1.com

Transaction Data — Rx30

www.rx30.com

McKesson Pharmacy Systems

www.enterpriserx.com

ComputerTalk for the Pharmacist

www.computertalk.com

American Society for Automation in Pharmacy

www.asapnet.org

Cerner Etreby

www.cerner.com/etreby

w
eb

si
te

s t
o 

vi
si

t

ComputerTalk Online

www.computertalk.com



60 ComputerTalk 

“We both used another software for 10 
years but when we decided to open our 
own pharmacy – we chose Rx30! 
We are really happy with Rx30! 

We made a great choice….it’s fast 
and that’s what we wanted!”

Jonathan Canterbury 
and Matt Kennedy,
J&M Drugs – Warner Robins, Georgia

“When I was looking to upgrade 
our pharmacy’s system, I needed 
a state of the art solution that 
was cost effective, along with 
a company that was quick to 
respond to our ever changing 
needs.
Rx30 has met and surpassed our 
expectations!”

Kevin Blessing RPh
Sauk City Pharmacy

Rx30 is a phenomenal pharmacy system. 
The intuitive filling process, reports, and 
menus, combined with a competitive price, 
made it the clear choice for our new pharmacy.  
Plus, the updates continually add little 

nuances and improvements that keep 
us loving this system!

Dusty Lewis,
Clinton Memorial Regional 
Health System 
Baker’s Pharmacy

...Enough said.
Call today 800-289-7930 

As the main point of contact for our conversion 
over to Rx30, I was in contact with at least 
a dozen Rx30 representatives, ranging from 
conversion support, operations, training, ongoing 

technical support and accounting.  In each and 
every instance, our encounters have been 
outstanding, representing the best company-
wide professional and customer service 
support I have ever experienced. We are 
simply thrilled with our transition over to 
Rx30!  

Gary A. Stewart,  Asst. Dir. of Pharmacy, 
Univ. Maryland Medical Center

The data conversion was smooth, the training 
was excellent, and the service has been 
outstanding. Prescription scanning, built-in 
Fact & Comparisons, great interfaces with 
IVR, robotics, and POS in a very friendly 
operating system has increased our output 
giving us more time to spend with patients. This 
has been our best technology investment yet!

A. Boyd Ennis, Jr., PharmD, RPh, 
Payless Drugs - Morris, Alabama

“I have worked with many different 
software systems, at various community 
pharmacies. Rx30’s system is user friendly and 
far superior to the others, especially when it 
comes to support, reporting, and maintaining 
inventory.”

Cherese Jones,
Jones Total Health Pharmacy
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Wellfount Pharmacy, an Indianapolis-based pharmacy servicing long-term care (LTC) facilities, 

implemented Talyst’s InSite Remote Dispensing System to better service their customers. The 

InSite Remote Dispensing System ensures short-cycle dispensing compliance, increases labor 

effi ciency, and reduces the number of delivery runs to the facility. At Wellfount Pharmacy, InSite 

reduced pharmacy medication fi ll time and check time by about 78%.

The InSite Remote Dispensing System places a freestanding, secure dispensing unit at the LTC 

facility ensuring pharmacist-approved medications are available 24/7 for late admits, STAT orders, 

and fi rst doses. InSite Remote Dispensing is the preferred short-cycle solution for LTC facilities. 

“

INSITE REDUCED OUR 

LABOR COSTS BY ABOUT 

78%, SIGNIFICANTLY 

IMPACTING OUR 

PHARMACY’S BOTTOM-

LINE, WHILE IMPROVING 

RESIDENTS’ SAFETY.
Paul Leamon, President & CEO -  Wellfount, Corp.

“INSITE REDUCED OUR “INSITE REDUCED OUR 


