
California State Board of PharmaG.Y 
1625 N. Market Blvd, Su ite N219, SacralTlento, CA 95834 
Phone (916) 574-7900 
Fax (916) 574-8618 

STATE AND CO NSUMER SERVICES AGENCY 

DEPARTMENT OF CONSUMER AFFAIRS 

IIIlNOLD SCHWAHZENEGGER, GOVERNOR 

NOTICE OF MEETING and AGENDA 
Communication and Public Education Committee 

Contact Person: Virginia Herold 
(916) 574-7911 

Time: 2:00 - 5:00 p.m. 
Date: September 14, 2007 
Place: First Floor Hearing Room 

Department of Consumer Affairs 

1625 N. Market Boulevard 

Sacramento, CA 95834 


This committee meeting is open to the public and will be Ileld in a barrier-free facility in accordance with the 
Americans with Disabilities Act. Any person with a disabi lity who requires a disability-related modificatio n or 
accommodation in order to participate in the public meeting may make a request for such modification or 
accommodation by contacting Karen Abbe at (916) 574-7946, at least five working days before the meeting. 

Opportun ities are provided for public comment on each agenda item . Board members who are not on the 
committee may also attend and comment. 

Note: Pharmacists and pharmacy technicians who attefld the jid' committee meeting can he 
awarded two hours (~lCE, in accol'dclIlce with tire board's CE policy. A mu.yimuIH ojj'our CE hours 
call be earned each year by attending the meetings oftlvo d(fJerent board committees. 

Call to Order 	 2 p.m. 

1. 	 Consumer Fact Sheet Series with UCSF's Center for Consumer Self Care 

2. 	 Update Report of The Script 

3. 	 Development of New Consumer Brochures 

4. 	 Update on a Proposed Forum on Medicare Part D Plans 

5. 	 Medication Compliance Report by the National Council on Patient 

Information and Education 


6. 	 Board of Pharmacy Web Site Redesign 

7. 	 Miscellaneous Consumer Issues/Articles in the Media 

8. 	 Update on the Board's Public Outreach Activ ities 

Adjournment 5 p.m. 

Meeting materials will be on the board's Web site by September 7, 2007 
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1625 N. Market Blvd , Suite N 219, Sacramento, CA 95834
Phone (916) 574-7900 
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STATE AND CONSUMERS AFFAIRS AGENCY 

 DEPARTMENT OF CONSUMER AFFAIRS 

ARNOLD SCHWARZENEGGER, GOVERNOR 

Date: September 7, 2007 

To: Members, Communication & Public Education Committee 

Subject: Update on the Consumer Fact Sheet Series with UCSF's Center for 
Consumer Self Care 

BACKGROUND: 

Four years ago, the board approved a proposal by the committee to integrate pharmacy 
students into public outreach activities. The project involved UCSF students developing 
one-page fact sheets on diverse health care topics for public education. 

An important objective of the fact sheets was to develop new educational materials for 
issues that emerge in the health care area and for which there is no or little written 
consumer information available. This would aid the interns who develop the materials 
and gain the experience of developing consumer informational materials. It also benefits 
the board, because it gains an invigorated set of public informational materials that are 
topical and not generally available. 

The UCSF Center for Consumer Self Care works directly with the students to develop the 
fact sheets, which are then reviewed by faculty members and then by the board. The 
board distributes these fact sheets at community health fairs and has them available 
online. The fact sheet format is intended to be attractive whether printed or photocopied . 
Bill Soller, PhD, of the UCSF Center for Consumer Self Care is overseeing this project. 

To date, nine fact sheets have been approved by the committee, as follows: 

• Generic Drugs - High Quality, Low Cost 
• Lower Your Drug Costs 
• Is Your Medicine in the News? 
• Did You Know? Good Oral Health Means Good Overall Health 
• Have You Ever Missed a Dose of Medication? 
• What's the Deal with Double Dosing? Too Much Acetaminophen, That's What! 
• Don't Flush Your Medication Down the Toilet! 
• Thinking of Herbals? 
• Diabetes - Engage Your Health Care Team 

These nine fact sheets have been translated into Spanish, Vietnamese and Chinese . 

http:www.pharmacy.ca.gov


At the September 2006 committee meeting, Dr. Soller provided four new draft fact 
sheets, as follows: 

• An Aspirin a Day? ... Maybe, Check it Out! 
• Uncommon Sense for the Common Cold 
• Medication Errors, Mistakes Happen ... Protect Yourself 
• Putting the Chill on Myths about Colds and Flu 

The committee recomnlended changes to the draft fact sheets in September 2006, which 
were provided to Dr. Soller. In January 2007, the board's new consumer outreach 
analyst Karen Abbe noted several additional changes that needed to be made to the 
draft fact sheets, and also requested annotated references to specific data contained in 
the fact sheets. 

At the April 2007 Communication & Public Education Committee meeting, Dr. Soller 
provided edited versions of the four draft fact sheets. The edited versions contained 
some of the suggested changes, as well as new language not previously included. No 
annotated versions were provided for the committee. 

Dr. Soller also provided additional (new) draft fact sheets for the committee's review and 
consideration: 

• Preventing falls 
• Is the site reliable? 
• Your rights as a patient and consumer of healthcare! 

Dr. Soller also referenced the following draft fact sheets under development. To date, 
the board's staff has not seen these items: 

• Consumer reporting of adverse drug events 
• Driving when you are taking medicines 
• Tips for Parents 
• Allergies to medicines 

Following the June 2007 Public Education Meeting, Dr. Soller provided a draft fact sheet 
on pill-splitting. 

UPDATE FOR THIS SEPTEMBER MEETING: 

Since the April 2007 Communication and Public Education Meeting, board staff have 
sought corrections to these fact sheets, and hoped to have the corrected versions and 
the 12 proposed new fact sheets available for comment. However, as of this date, the 
board does not have these materials. Additionally, the nine (approved) fact sheets 
currently posted on the board's Web site contain a previous UCSF Center for Consumer 



Self Care address. Select fact sheets posted to the UCSF Web site contain the board's 
previous address at 400 R Street and (both) UCSF's Parnassus Avenue and California 
Street addresses. 

On August 9, Board Member Schell and I met with Dr. Soller at UCSF to discuss the 
future of the fact sheet series. 

Dr. Soller indicated there is need for the Center for Consumer Self Care to be viable, and 
as such, some projects which formerly were produced without a stipend could no longer 
be pursued. 

He proposed that while the Center for Consumer Self Care was interested in continuing 
to work with the board on developing fact sheets, they could no longer do so without a 
subsidy or some sort of subsidy. The suggestion was for the board to contract with UCSF 
to develop 16 fact sheets over the next year, for a fee of $25,000. 

Since this August meeting, there has been no additional work on the pending fact sheets 
fronl UCSF. We have requested versions of the fact sheets that could modified, but have 
not received these items. 

Meanwhile, at the June meeting of the comrnittee, Board Members Schell and Ravnan 
and I agreed to contact California's other pharmacy schools to learn if they were 
interested in having their interns develop fact sheets in conjunction with the board, 
working under the auspices of board staff. A report of these contacts will be provided at 
this meeting. 

The committee needs to determine what it wishes to do with respect to the fact sheet 
series. I believe that steps need to be taken to revitalize this project in some manner 
because this collaboration with interns holds the potential to benefit the board, the 
interns, and most especially the public. 
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D California State Board of Pharmacy 
1625 N. Market Blvd, Suite N 219, Sacramento, CA 95834 
Phone (916) 574-7900 
Fax (916) 574-8618 
www.pharmacy.ca.gov 

STATE AND CONSUMERS AFFAIRS AGENCY 

DEPARTMENT OF CONSUMER AFFAIRS 

ARNOLD SCHWARZENEGGER, GOVERNOR 

Date: September 7, 2007 

To: Members, Communication & Public Education Committee 

Subject: The Script 

The next issue of The Script is planned for publication and distribution in January 2008. 
The focus of this issue will be on new laws, questions and answers about pharmacy 
practice asked of the board, and new regulation requirements. We will also include 
detailed information about e-pedigree implementation and the board 's forthcoming fee 
increases. 

The committee may wish to discuss items for future newsletters at this meeting. 

http:www.pharmacy.ca.gov
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1625 N. Market Blvd, Suite N 219, Sacram ento, CA 95834 
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STATE AND CONSUMERS AFF AIRS AGENCY 

DEPARTMENT OF CONSUMER AFFAIRS 

ARNOLD SCHWARZENEGGER, GOVERNOR 

Date: 	 September 7, 2007 

To: 	 Members, Communication and Public Education Committee 

Subject: 	 Update on Development of New Consumer Brochures and Licensee 
Outreach Material 

Outreach Analyst Karen Abbe revised the text of some of the board's public education 
materials, and board staffer Victor Perez graphically designed the revised language. 
Refinements will be made to the materials at the request of the Communication and 
Public Education Committee (Committee) to ensure that the board's mission is reflected 
in all outreach materials. 

1. Board of Pharmacy Overview Brochure and Complaint Brochure 

The Committee approved revised text for both brochures on April 3, 2007. The 
approved text was provided to the DCA Policy and Publications Development 
Office on April 11 , 2007. DCA edited the brochure titles and text and prepared 
graphic layouts, which were provided for Committee review on June 27, 2007. 

Committee members noted arithmetic errors in DCA's graphic layout of the 
brochures, and expressed concerns about the language and images used . The 
changes made by DCA revealed a lack of understanding of what the board does. 
The Committee determined that both brochures should be reworked, using the 
language previously approved . 

Both brochures were modified, and graphic mockups were provided for review at 
the July 2007 Board Meeting. Copies of the overview brochure and complaint 
brochure are now available at the board 's public counter, and will be distributed at 
future consumer outreach events and available on the board's Web site. 

Prior to printing additional copies , Committee input on language, color, and layout 
is encouraged for both brochures. 

2. Prescription Drug Discount Program for Medicare Recipients 

Ms. Abbe revised the text included in the board 's original brochure that was 
developed in response to SB 393 (Speier, Chapter 946, Statutes of 1999). This 
state program allows Medicare recipients to obtain medications at the Medi-Cal 
price if the patients payout of pocket for the medication . The revised text 

http:www.pharmacy.ca.gov


reflected the Medicare Part D Plan benefits that are now available to beneficiaries. 
The revised text was reviewed by the Committee on June 27, 2007. The 
Committee approved the revised language, but a meeting attendee questioned 
whether the state program was still in effect. Ms. Herold subsequently confirmed 
with the Department of Health Services that the state program is still in effect. 

A graphic mockup is provided for review in the packet. Committee input on 
content and layout is encouraged. Refinements, if needed, will be made to ensure 
the accuracy of the information. 

3. 	 What You Should Know Before Buying Drugs From Foreign Countries or Over the 
Internet 

Minor revisions regarding the board's contact information were recently made to 
the English version of this brochure. The same revisions were made to the 
Spanish, Chinese, and Vietnamese versions of this brochure. Committee input on 
this document is encouraged to ensure that relevant and meaningful information is 
provided to the public. Revisions will be made at the Committee's request. 

4. 	 Pharmacist Licensure Information for Applicants 

There is a wealth of information on the board's Web site regarding instructions for 
the pharmacist exam, but some applicants do not read this information or perhaps 
do not retain it. 

Ms. Abbe has drafted a fact sheet geared towards graduates of U.S. Schools of 
Pharmacy, and a separate fact sheet geared towards foreign graduates who want 
to qualify for a pharmacist license in California. Both fact sheets are being 
reviewed by the Executive Officer, and drafts will be provided for review at the 
next Committee meeting. 

Meanwhile, attached is an article on pharmacist licensing information being written 
for the next issue of the CSHP magazine. 

5. 	 BOP Fact Sheet on Pill Splitting 

Absent a draft fact sheet from UCSFs Center for Consumer Self Care, Ms. Abbe 
drafted text on the subject of pill splitting. The text is geared towards consumers, 
and provides "dos" and "don'ts" on the practice of pill splitting. The Committee 
reviewed the proposed text on June 27, 2007. Committee Members and the 
public in attendance suggested revisions to the fact sheet, and revisions have 
since been made to the fact sheet. 



Copies of the fact sheet will be distributed at future consumer outreach events and 
made available on the board's Web site. Additional revisions to the document will 
be made at the Committee's request. 

6. BOP Fact Sheet on Counterfeit Drugs 

Ms. Abbe drafted a fact sheet geared towards consumers, and warning them 
about the prevalence of counterfeit drugs. This document is in draft form, and 
Committee input is encouraged to ensure that relevant information is provided to 
the public. Revisions will be made at the Committee's request. 

7. BOP Fact Sheet on a Traveling Medicine Chest 

Ms. Abbe drafted a fact sheet geared towards consumers about items that may be 
helpful to bring when traveling. This document is in draft form, and Committee 
input is encouraged to ensure that relevant information is provided to the public. 
Revisions will be made at the Committee's request. 

8. BOP Fact Sheet on Vaccinations and Travel Outside the United States 

Ms. Abbe drafted a fact sheet geared towards warning consumers about 
vaccinations as they relate to travel outside the United States. This document is 
in draft form, and Committee input is encouraged to ensure that applicable 
information is provided to the public. Revisions will be made at the Conlmittee's 
request. 
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The board 's Web site provides 
consumer education material, 
application material for licensing, 
and information for ensuring 
compliance with California 
Pharmacy Law. The Web site also 
provides information on board 
meetings and critical forums vital 
to pharmacy services where public 
comments and input are 
encouraged. Go to 
www.pharmacy.ca.gov for 
materia ls including: 

Consumer Education Material 

Applications and Forms 

Complaint Resolution process 

 Publications and Newsletters 

Pharmacy Law and Regulations 

Licen se Verification 

Licensing Requirements and 
Renewal Information 

Public board and committee 
meeting dates, agendas, meeting 
materials and minutes 

Anvo nc intcreited iJl receiving e·t11ail alerts about 
updates to theiboarc:l's Weh site caJ1join tl,e board's 
e-ma'ill1otincation list. Go to tDww\AJ.phdfl1ldcyca.gov. 

click on ''!nf(x111ation For Consumers', t hen scroll to 
'Join our e-mail list:' [ ·mail alerts provide inforl1'ldtiol1 
regard.ing: 

Regulations implemented or rel eased for public 
COl1lment 

Board l1ewsletters when they are puhlished 

Agenclasforpuhli c meetings when released 

• 

• 

Questimls ami answers about new laws 

Board actions fl;Ol11 'board meetings 

Consumers and licensees may also 
call or write to the board: 

California State Board of Pharmacy 
1625 N. Market Blvd., Suite N-219 
Sacramento, CA 95834 

(916) 574-7900 September 2007 

OE?Af.lTM ErH OF CONSUMER A;:FZl;ll=I5 

Healthy 
Californians 

Through Quality 
Pharmacist's Care 

California State Board of Pharmacy 

http:tDww\AJ.phdfl1ldcyca.gov
http:www.pharmacy.ca.gov


Who we are 

The Ca lifornia State Board of Pharmacy (board) 
serves the public as a consumer protection agency. 
The board is part of the Department of Consumer 
Affairs, which is in the executive branch of 
California's gove rnment. The Governor is at the top 
of th e executive branch. 

The board consists of 13 members, appointed to 
four-year terms. Members can serve only two 
consecutive terms. There are seven pharmacists 
and six public me mbers appoi nted to t he boa rd . 
The Governor ap points the seven pharmacists, as 
well as four of the public membe rs. The Senate 
Rules Committee and the Speaker of the Assembly 
each appoint one public member. Public me mbe rs 
are individuals who are not li censed by the board. 

Membe rs of the board appoint the executive 
officer, who directs board operation s an d oversees 
a staff of more than 55 people. The staff includes 
over 20 pharmacists who inspect lice nsed pre mises 
and investigate suspected violatio ns of pharmacy 
law. The board is se lf-fund ed thro ug h lice nsi ng 
fees, and rece ives no tax mon ey from the General 
Revenue Fund of Ca lifornia . 

How we protect 
the public 
The board develops and e nforces regulations to 
protect the public from the misuse a nd dive rsion of 
prescription dru gs from pharmacies. The board 
licenses pharmacists, pharmacist inte rn s, pharmacy 
technicia ns, and des ignated re p rese ntatives (those 
invo lved with wholesaling medicine and medical 
devices, but who do not ho ld a pharmacist license). 

The boa rd also reg ulates firms that distribute 
medicine and medical devices in Ca lifornia. These 
firm s includ e community pharmacies, hospital 
pharmacies, clinics, out-of-state pharmacies that fill 
prescriptions and deliver them to patie nts in 
California, and wholesalers who ship med icines into 
California. 

To become a licensed pharmacist, a n individual must 
graduate from an accred ited pharmacy school, pass 
two exa minations, and co mplete ex perience in both 
community and hospital pharmacies. In addition, 
continuing education is required fo r a pharmacist to 
renew his or he r li cense. 

What we do 
Under Ca lifornia law, the board 's ma ndate is 
consumer protection. The board oversees those that 
compound, dispe nse, store, ship, or handle 
prescription drug s and medica l devices to patients 
and practitioners in Ca lifo rnia. Currently, the boa rd 
licenses over 100,000 pharmacists, pharmacies, and 
other individuals a nd businesses who are involved in 
these activit ies. The board sets standards and 

Did you know? 

Information regarding license status a nd offiCial 
action stakel1.irJ COl1nection with a licensee, if 
known,are disclosed to the public upon request. 
You can obtain: . 

Licensee Name " 
License NUI11ber 
Nam e. of Licensed fac; iii ty Owner (including the 
corporation name [lnd corporate offIcers) and 
th e PhaYlc'nacist-in-Charge 

Address of Record 
Date the original License was issHed 

 License Expir?\tion Date 
Current LiceJ1se Status 
Letters ofAdmonishment 

Citations 
Referrals forfor111aJ DiSCiplinary Action 
Accusati0l1/Petition to Revoke Probation 

. Board Decis ions 
TcmporaryHest rail1ing Order 
Automatic SuspensioYl Order 
Summary SLlspens iol1 Order 
Interim Suspensiol1 Order 
PenaJ Code 23licc'l1se restrictions 

• 	
• 	
• 	

• 	

. "
• 	
• 	

• 	
• 	
• 	
• 	

• 	
• 	
• 	

licenses those who comply with these 
standards to ensure practitioners a nd 
businesses possess necessa ry skills and follow 
essential components. 

The board e nsures t hat pharmacists provide 
patie nts with quality pharmacist ca re when 
dispensing prescribed medicine, providing 
information to protect patie nts to prevent drug 
misadventures, and taking responsibility for 
the rape uti c outcomes resulting from the ir 
decisions. 



HOW TO FILE A COMPLAINT 

Complaint form s are found at www.pharmacy.ca.gov. 
The form may be filled out and submitted electroni
cally, or the form can be printed and filled out by 
hand. Th e completed form must be sent to the 
California State Board of Pharmacy, 1625 N. Market 
Blvd., Suite N-219, Sacramento, CA 95834. An on-line 
complaint form is also available on the Web site that 
can be submitted electronic~ 

WHAT HAPPENS TO MY COMPLAINT? 

The board strives to complete most investigations 
within 120 days. Routine investigations may t ake up 
to 90 days, while more complex cases requiring 
extensive investigation may take longer. 

If the complaint is within the board's j urisdiction, the 
complaint will be referred to staff for mediat ion or 
investigation. If the complaint is not within the 
board's jurisdiction, it may be closed with no action 
taken or referred to another agency that may have 
jurisdiction . A complaint could result in disciplinary 
action being taken against a licensee ranging from a 
reprimand, a citation and fine, or revocation of the 
license with loss of the rig ht to practice or operate a 
pharmacy. 

If you write to the board and request information 
regarding the outcome of a complaint, the board will 
respond in writing. The following information may be 
obta ined: 

The date the complaint was received by the board 

A su mmary of the investigation 

The outcome or type of discipl ine 

Formal disciplinary actions are a matter of public 
record, as are the names of li censees, their license 
numbers, their address of record, the date the original 
license was issued, and the current status (act ive or 
inactive) of that license. 

CALIFORNIA STATE BOARD OF PHARMACY 

FOR MORE INFORMATION ABOUT THE BOARD, 
LICENSING, OR THE COMPLAINT PROCESS, YOU MAY: 

VISIT THE BOARD 'S \' fB SITE AT 

';VWWPHARI\,iA.CYCA.GOV 


WRITE TO THE BOARD AT 

i 625 N. rv\ARKET BLVD .. SUITE N-219 

5 eRA,'/ENTO. - A 9583-'1 

CALL THE BOARD AT 
(916) 574-7900 

September 2007 
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COMPLAINT RESOLUTION 

A primary way the California State Board 
of Pharmacy (board) protects the public 
is through the investigation of consumer 
inquiries and complaints involving the 
care patients have received. Errors in 
filling prescriptions or suspected miscon
duct by a pharmacist may be violations 
of pharmacy law, and should be 
reported, whether or not a patient was 
harmed. The board does not have 
jurisdiction over drug prices charged by 
the pharmacy or prescription billing 
disputes with insurance carriers. 

The board advocates and enforces laws 
that protect the health and safety of 
patients, and encourages submission of 
complaints and inquiries from the public. 
Each complaint is evaluated to deter
mine ifthe compla int involves a pharma
cist, pharmacy, or firm regulated by the 
board, and whether the complaint 
involves a violation of California 
Pharmacy Law. 

WHAT IS PHARMACIST 
MISCONDUCT? 

Examples of misconduct by a pharmacist 
include (but are not limited to) instances 
where: 

The pharmacist fails to counsel you 
about how to take a new prescrip
tion medicine (or a prescription with 
changed instructions) and its 
possible side effects 

A non-pharmacist counsels you 
regarding your prescription 

A pharmacist is not present and your 
prescription is filled by a non
pharmacist 

A pharmacist fails to maintain the 
confidentiality of your prescription 

A pharmacist appears unable to 
function safely (due to alcohol or 
drug abuse) 

The pharmacy is dirty, cluttered, or 
looks unsanitary 

A pharmacist fails to assist you in 
obtaining a prescribed drug or 
device from another pharmacy, 
when the drug or device is out of 
stock 

A pharmacist fail s to assist you in 
obtaining a prescribed drug or 
device from another pharmacy, 
when the pharmacist refuses to fill 
the prescription for ethical, moral, or 
religious reasons 

WHAT ARE PRESCRIPTION 
ERRORS? 

Examples of prescription error violations 
include (but are not limited to) instances 
where: 

Incorrect information is entered on 
the label of the prescription 
container 

A prescription is dispensed with the 
wrong drug or wrong dosage 

A prescription is refilled without 
proper authorization from the 
prescribing physician 

A generic drug is substituted for a 
brand name drug, without informing 
the patient of the substitution 

A prescription is filled using drugs 
whose expiration date has passed 

 



A. 	Prescription pricing can differ from 
pharmacy to pharmacy under this 
program. Most of the time this will occur 
because different drug manufacturers 
charge Medi-Cal different prices for the 
same drug. 

Q. I just refilled my prescription, and it 
cost more than last time, why? 

A. 	Prescription drug manufacturers change 
their prices periodically. Price increases 
occur throughout the year, and for some 
drugs, many times during the year. 
Medi-Cal updates the prices it pays for 
drugs in its computer every month. If 
your prescription price does increase, 
you can ask your pharmacist if the 
manufacturer has increased the price . 

Q. If I already have prescription 
coverage, w ill this program affect me? 

A. 	The program covers Medicare patients 
who themselves pay the full drug price. 
If you have prescription drug coverage 
through an insurance plan, your 
pharmacy is not required to charge the 
insurance company the Medi-Cal price, 
even if you are a Medicare patient. 
However, if you have prescription 
coverage , it might be advantageous to 
use the program if: 
• 	 You have reached your yearly or 

monthly prescription maximum paid 
amount under your insurance program 
and now have to pay full price for your 
prescriptions. 

• 	 Your prescription insurance doesn't 
cover a certain drug prescribed for 
you. 

• 	 You have a deductible to meet before 
your coverage begins. 

Q. Will this program affect my Medicare 
coverage? 

A. No. 	 This program does not affect your 
coverage under the Medicare program. 

Q. Can I receive the Medi-Cal price from 
my mail order pharmacy? 

A. 	Yes , if that pharmacy is a Medi-Cal 
provider. 

Q. Who do I call if I believe the pharmacy 
is not charging me the right price, and 
I haven't been able to work it out with 
the pharmacy? 

A. 	You can contact the California State 
Board of Pharmacy, Monday through 
Friday between the hours of 8 a.m. and 
5 p.m. at (916) 574-7900 . 

Obtaining prices from several 
pharmacies may help you find the lowest 
cost, but it's best to get all your prescriptions 
from the same pharmacy. This way the 
pharmacist can record all the medications 
you are taking and what you are taking them 
for, and your pharmacist can tell you what to 
do if you have a bad reaction to a drug or 
find that a drug isn't working. Also, the 
pharmacist can check your new prescription 
to make sure it won't react badly with 
medicine you're already taking. Proper 
pharmaceutical care can protect your health 
or even save your life! 

1625 N. Market Blvd. Suite N-219 

Sacramento, CA 95 834 

(9 16) 574-7900 

w\vw.phannacy.ca.gov 

September 2007 
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You may be able to save up to 
40% on the cost of your 
prescriptions not available under 
Medicare Part D, the Medicare 
Prescription Drug benefit. Al l you 
need is your Medicare card! 
California law makes it possible for 
Medicare recipients to obtain their 
prescription drugs at a cost no 
higher than the Medi-Cal price for 
those drugs. 

California State Board of Pharmacy 
OEPAp.TM:.r,,!T OF CONSUMER !1.i"'FAIRS 

http:w\vw.phannacy.ca.gov


1. 	Show your Medicare card to the 
pharmacy staff. 

2. 	Give your prescription to the pharmacy 
staff, and ask for the Medi-Cal 
prescription price. Ask if that is the 
lowest price the pharmacy will accept for 
the drug. 

3. 	If the Medi-Cal price is the lowest price, 
you can pay that price , plus a small 
processing fee of 15 cents, for the 
prescribed drug. The processing fee is 
intended to reimburse the pharmacy for 
electronically checking Medi-Cal for 
prescription pricing information. 

4 . 	Pay for the prescription in full at the 
pharmacy. If you have prescription drug 
coverage , your insurance company is not 
eligible to receive the Medi-Cal price. 

5. 	Only Medi-Cal provider pharmacies are 
required by law to offer and accept the 
Medi-Cal price as payment for 
prescription medication for Medicare 
recipients, but non-Medi-Cal pharmacies 
may also offer the Medi-Cal price if they 
choose. 

s 

Q. What is the Prescription Drug 
Discount Program for Medicare 
Recipients? 

A. 	It is a program that requires Medi-Cal 
provider pharmacies to charge Medicare 
recipients no more than the Medi-Cal 
price for their prescription drugs. 

Q. Who is eligible? 
A. Anyone who has a Medicare card is 

eligible. That includes seniors over age 
65 and those under age 65 who are 
disabled and have a Medicare card. You 
do not have to be on Medi-Cal. 

Q. Is Medi-Cal paying for my 
prescription? 

A. 	No, Medi-Cal is not paying for the 
prescription. You, the Medicare recipient, 
are still responsible for paying for the 
prescription medication and the 
processing fee. 

Q. Do I have to fill out any forms to take 
advantage of the program? 

A. No. All you need is your Medicare card. 

Q. Does the program work for drugs not 
covered under the new Medicare Part 
D benefit? 

A. 	Yes. When you give your prescription to 
the pharmacist, show the pharmacy staff 
your Medicare card , and request the 
Medi-Cal price rate. The pharmacist will 
electronically check Medi-Cal for the 
price of the prescribed drug, and you will 
be eligible to buy the drug at that price , 
plus the 15-cent fee. 

Q. How does the discount program work 
with telephoned prescriptions? 

A. 	Ask the doctor 's office to advise the 
pharmacy that you are a Medicare 
patient when they phone in your 
prescription. Then show your Medicare 
card when you pick up your prescription. 
For future prescriptions , it is also a good 
idea to ask your regular pharmacy to 
note on your record that you are a 
Medicare recipient. 

Q. What drugs are covered? 
A. 	Virtually every prescription medication is 

covered including both generic and brand 
name drugs; however, over-the-counter 
drugs and drugs that the pharmacist has 
to compound are not covered under this 
program. 

Q. Can I go to any pharmacy I want to get 
the Medi-Cal price? 

A. 	Only Medi-Cal pharmacy providers are 
required to charge a Medicare recipient 
no more than the Medi-Cal prescription 
price; however, most pharmacies in 
California do participate in the Medi-Cal 
program. Ask your pharmacy if it is a 
Medi-Cal provider. Some non-Medi-Cal 
pharmacies are willing to charge a similar 
prescription price. 

Q. How much money willi have to pay? 
A. 	What you pay will depend on the 

medication, but it will not exceed the 
amount Medi-Cal pays the pharmacy for 
the medication, plus the 15-cent 
processing fee. 

Q. How much money will I save? 
A. 	Again, that will depend on the 

medication, as well as the quantity 
ordered and the drug manufacturer. 
Several companies, with each charging a 
different price , may manufacture the 
same drug. 

Q. How do I know I'm being charged the 
right amount? 

A. 	Ask the pharmacist for a printout of the 
Medi-Cal information obtained through 
the pharmacy's computer. Be sure to 
make this request when you hand your 
prescription to the pharmacy staff or 
when the doctor's office calls in the 
prescription. 

Q. I have called four different pharmacies 
and have received four different 
prices. Why is that? 
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What You Should 
KnOlV Before 
Buying Drugs 
From Foreign 

Countries or Over 
the Internet 
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Purchatiin
b
a 

Prescription Drugs 
from Foreign 
Countries and 
Reducing Drug Costs 

The prices of prescription drugs are high. 

Some patients go without food in order 

to purchase their medications or reduce 

the quantity of prescri ption drugs they 

are supposed to take to make a supply of 

medication last longer. Other patients 

simply don' t purchase medication 

prescribed for them because it is too 

expensive. 


Today, many patients are seeking lower 

priced drugs from nontraditional sources 

- places other than their local phanna

cies. Some patients are purchasing pre

scription drugs from foreign 

countries, typically Canada or Mexico, 

because the prices are lower. Other 

patients are purchasing drugs online, 

from companies they do not know. 

Some patients purchase these drugs 

online without a prescription written for 

them by a health care provider. 


Can you purchase drugs for lower prices? 

What should you know about purchasing 

dmgs from foreign 

countries" What about purchasing drugs 

over the Intern et? Do you really need a 

prescription before you obtain prescrip

tion drugs? The follow
ing infoD11atioll may help 
you in making wise 
choices. 

'~Ptescrjplio;i drogs" . 
means ;th'Qse drugs.that
3r;;~~il1Ideredso dan
eerous·that they,may be
;oidoit\Y'£J't~iah~alih-' 
care pio),ider~forex- ' 
~mpl¢,a doctor or 
nurse)Jilis'exannned a , 

' patlent:a.'iil'ordered-the 
dnJ~i~r'ihe paiie~{ , 
The order", typically 
calIed"i(prescnpnon, 
Consunlers cannot
legallypurcliase the
p·resCrip#d~ drugs
'v"ithoiJ.t-an:.order or 
prescnpti6n trom a 
health'dire.provider 
who has..,xamined the

Freque11tly 
Asked 
Questions 

Can I bring 
Q prescription 

drugs I buy out
side the USA into 
the country 
legally? 

The Federal 
A Food and Drug 

Administration 
(the FDA) regulates prescription drugs 
made in the USA_ Under federal law it is 
illegal for anyone except a drug manufac
turer to import prescription drugs into the 
US A. There are strict requirements on 
drug manufacturers who import drugs. 

These import laws were established for 
consumer protection - so that the only 
drugs available in the USA have been 
made by companies approved by the 
FDA, and have been manufactured at 
locations inspected by the government to 
produce the specific drugs. These laws are 
inlportant for consistency - and unifornl
ity - so that a specific drug has the same 
ingredients, strength, and will act in the 
sanle way regardless of who manufac

tures the drug or when 
the drug was made. 
This is important be
cause it means the 

strength of the dmg 

will be the same for 

every dose. 

"Olier the Counter · 
,Drugs" (ori;HC - " 
<!iUg"s) are the drUgs 

. thai'You .can·buy- ', 
withe';t ~ pr;'scriptiml 
(fore~aIDpJe,: a,SJlirin 

prcoldmedicines). 

' CoriluriH::rs,can go to 
-.3"· store-arid s"elect 
OTC'drugs-them
selves. . . 

http:mocr.c'.go


FrequentlyAsked Questions (continued) 

,I ~., 	

Such consistency in your 
medication is important 
for health care providers 
to treat you, and for you to 
receive tbe drug treattnent 
planned and prescribed for 
you. 

 

However, the FDA does not always en
force provisions for importing prescrip
tion drugs. Sometimes prescription 
drugs that are not FDA approved for 
sale in the USA are allowed in tbe USA 
on "humanitarian grounds" to treat seri
ous conditions such as AIDS before the 
drugs are approved for use in tbe USA 
Also, in the past the FDA bas not en
forced provisions against those wbo ob
tain a 90-day supply of medication for 
their personal use . 

Why are prescription drug prices 
lower in other countries tban here at 
home? 

There are a number ofreasons. 
Among tbem: some governments 
set maximum drug prices for pre

scription drugs which holds down drug 
prices. In the USA, the government 
does not set maximum prices overall for 
prescription drugs . Also, typically the 
costs of researching and developing new 
drugs are passed on to American cus
tomers as part of a 
drug' s price. 

:<i' Why are prescription 
.: .:. drug prices di fferent at 

the local pharmacies in my 
neighborhood? 

A' 	There are a number of 
... : reasons - among them: 

• Volume discounts -- some phannacies 
can purchase drugs from wholesalers 
at lower prices than other pharmacies, 
based on the quantities of drugs sold or 
whetber the pharmacy is part of a buy
ing group witb other pharmacies. 

• Rebales - money is sometimes paid to 
pharmacies by drug manufacturers for 
sales of particular drugs. Not all 
pharmacies may get these rebates. 

• Overhead 	-- charges that cover the 
expenses for the operations oftbe 
pharmacy and the services provided by 
the pharmacy. 

Are the drugs I get from a foreign 
country lower in quality or strength? 

The drugs you obtain this way may be 
A: of the same quality as those you get in 

the USA - the prescription drugs may 
even have been manufactured here. 
However, you cannot tell what the drug is 
just by looking at it. If the drugs are coun
terfeit, are of a different strength, have 
been stored improperly or are not really the 
drugs the label says they are, a patient us
ing such drugs could suffer serious health 
problems. 

Is the Internet a good way to 

purchase prescription drugs? 

Sometimes. Be cautious and carefuL 

• 	 Make certain you are dealing with a 
pharmacy, and not another type or unknown 
fonn of drug supplier. Some businesses 
operating what appear to be Internet 
pharmacies are not pharmacies 
at all. 

• 	 Learn where the company is located - it may 
be located outside the USA in a country you 
know little about and where there is little 
government regulation of drug supplies. 

• 	 Beware if you do not need a prescription to 
purchase prescription drugs . The 
requirement for a prescription from a health 
care provider who has examined you is a 
legal requirement that exists to protect your 
health. 

• 	 Be careful if you must provide personally 
identifiable infonnation (health infonnation, 
social security number, credit card numbers) 
-- identity theft is a growing problem and 
you may not know to whom you are 
providing this sensitive and important 
personal information. 

• 	 Evaluate all costs for purchasing the drugs 
this way - it may not be cheaper after alL 

• 	 Purchase prescription drugs only from sites 
that are certified by national organizations 
like the National Association of Boards of 
Pharmacy VIPPS seal on the Web site (the 
California Board of Pharmacy can help you 
with this infonnation). 

• 	Advise your health care provider if you 
obtain prescription drugs this way. 

Before buying drugs from 
a foreign country or over 
the Internet, carefully 
consider your options. 

• 	 Beware of any changes in your 
health after taking any drug ob
tained this way. I f there is a change 
or if you feel differently, talk to 
yo ur health care provider. 

• 	 Consider whether you want to give 
a credit card number to a company 
that is making these purchases for 
you. 

• 	 Detennine the handling and other 
extra fees you pay for imported 
prescription drugs. How much will 
you really save? 

• 	 Ask any company that orders pre
scription drugs for you what it will 
do if there is a problem with the 
medication you receive. 

• 	 Keep your health care provider in
formed. 

For further assistance, please contact: 

California SLate Board of Phannacy 
1625 North Market Blvd., Suite N219 
Sacramento, Califolllia 95834 
Phone: (916) 574-7900 

Or visit us 011 the web at: 
www_pharmacy .ca.gov 
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Camire de Fa!TIwcia del 
Estado de California 

Tel; (916) 574·7900 
Web: ......~p h armacy.ca.g()v 

~'Qlle necesita 
saber antes de 

conlprar 
medicamentos de 
pafses extranjeros 

o por Internet? 

Compr'l d e fllCdicaI1JCIJfOS 
dc presaipcioIJ (0 por 
recet;z) de paiscs 
cxtr;lfljeros y reducciol1 del 
casto de los mismos 

Los precios de los medicaillentos par receta 
son elevados. Algunos pacientes incl uso re
ducen su alilllentacion can la finalidad de 
comprar sus medicinas 0 di sm inuven la canti
dad de los medicamentos recetad~s que su
puestamente deberian tomar para hacer que 
los misl110s les duren mas . Otros pacientes 
simpJemente no compran las medicinas que 
se les han rccetado porque son muv caras. 

Actualmente, muchos pacientes estan bus
cando medicamentos co n precios mas reduci
dos a traves de fuentes no lrad icionales. en 
sitios distintos a sus farmacias locales. Algu
nos pacientes estan comprando medicamen
tos por receta en paises extranieros, nonnal
mente en Canada 0 Mexico, d~bldo a que sus 
precios son mas bajos. Otros pacientes estan 
comprando sus medicamentos en li nea, de 
compaiiias que no conocen. Algunos pacien
tes compran estos medicamentos en linea sin 
una receta par escrito que les haya entre gada 
un medico . 

"Puede obtener medlcamentos a prccios mas 
bajos? "Que necesita saber ace rca de la com
pra de med ical11entos en paises extranjeros? 
cQw' debe saber acerca de comprar med ica
mentos por Internet" (.En verdnd necesita 
una receta para obtener medicamentos de 
prescripcion? La siguiente 
infonnacion Ie podra ay u
dar a tomar decis iones 
intel igentes. 

"A,fedicamenlOs de pres
cripcion (0 por rcccw)" 
significa que estos medica
mentos se consideran peli
groSDS. pa r 10 que s6lo 

Preguntas 
fi-ecllentes 

dcberi venderse mediante 
receta de Wl profesionai 
medico debidamente acrep i,Puedo introduc ir 
ditado (por cjemp!o. un 

legal mente al pais medico 0 una enfermera) 
los med icamentos que pre'.;ammte haya exa

minado al pacieme y recerade prescripcion que he 
do el medicamcnio para el 

com prado fuera de los mismo. A 1a receta nomlal
Estados U nidosry 	 mente se Ie denomina pres

cripcion medica. Los consu
rrridores no pueden comprar 

La Federal Food Jegalmeme los medicamen
R and Drug tos de prescripcion sin una 

receta de un profesionalAdmil1islrmiol1 (Ia 
medico que baya ex~o

FDA) regula los med i al pacicntc. 
camentos de prescrip
cion fabricados en los 
Estados Unidos. De ac uerdo con las leyes fe
derales, es ilegal que cualquier persona, can 
excepcion de los fabricantcs fannaceuticos 
importen mcdicamentos de prescripcion a I~s 
Estados Unidos. Existen requis ilOs muy estric
tos para los fabric antes farmaceulicos que im
portan medicamentos. 

Eslas leyes de importacion se eSlablec ieron 
como proteccion para el consumidor, de modo 
que los unicos medicamentos dispon ibles en 
los Estados Unidos son los fabricados por las 
compaiiias que han rec ibido la aprobacion de 
parte de la FDA, adem,\s de ser fabricados en 
instalaciones bajo inspeccion gubemal11ental 
para la fabr icac ion de medicamenlOs especifi
cos. Estas leyes son importantes por su consis
tencia y unifonnidad, de modo que un med ica
mento especifico contiene los mismos ingre
d ientes y concentracion, ademas de que s~ 

accion sera la misma 
indepelldientemente de 

"Los medicamcntos de 
vema libre" {o medica quien haya fabricado el 
mentes OTe} son los medicamento y cuimdo. 
medicamentos que uSled Estos es un factor muy 
puede cO!"!1prar sill una 
receta a prescripcion (par importante debido a que 
ejemplo la aspirina a los esto significa que la acti
medicamentos contra la vidad 0 fuerza del medi
gripe). EI consumidor 
puede ir directamente ala camento sera la m iSl1la 
tienda 0 farmacia y com para cada una de las do
prar los medicamentos sis. 
GTC 



















Preguntas frecuentes (continuacion) 

Esta consistencia en sus 
medic3mcntos es importaJl
te para los profes ionales 
medicos que Ie ofrecen un 
tratamiento, ademas de que 
usted recibe el tratamiento 

farmacologico planificado y prescrito espe
clalmente para usted . 

Si n embargo, la FDA no siempre puede pre
ver la importacion de med icamcntos de 
prescripcion . En a lgunas ocasiones los me
dicamentos de prescripcion no aprobados 
por la FDA para su venta en los Estados 
Unidos tienen un pemliso para su cireula
cion en los Estados Unidos por "motivos 
hwnanitar ios" para el tratamiento de condi
ciones serias como por ejemplo el SIDA , 
antes de que dichos medicamentos sean 
aprobados para su uso en los Estados Uni
dos de Norteamerica Asimismo, en e l pasa
do la FDA no hah ia estab lecido disposicio
nes en contra de aque ll os que obtenian un 
sum inistTo de medicamemos por 90 dias 
para su uso personal. 

;,Por que cxistcn med lcamentos de 
P prescripcion a precios mas bajos en 

OlTOS paises en comparac ion a los que 
se obtienen en el mercado local" 

Existen dlversas razones . Entre elias 
R podemos menc ionar: algunos gobiemos 

establecen un prcc io maximo para los 
medlcamentos por receta , 10 cual reduce sus 
precios . En los Estados Unidos el gob lerno 
no establece precios maximos globales para 
los I1lcdicamentos de prescripclon. Asimis
mo, es normal que los costos de investiga
c ion y desarrollo se 
transfieran a los 
clientes en Nortea
merica como parte 
del prec io del med i
camento. 

p "Por que los precios de los 
medicamentos por receta 

difieren en las d istintas farmac ias 
de mi localidad? 

Existen diversos motivQs, 
R 	 entre los que se pueden men

cio nar: 

• 	 l)escuel1f().~· p ar VO/lil11en: algunas fannac ias 
pueden comprar medicamentos a mayoristas 
con preCIOS mas reducidos en com paracion 
con otras farmacias, el descuento se basa en 
la cantidad de medlcamentos vendidos 0 si la 
fannacia es parte de un grupo de compras 
junto con alras fanllacias. 

• Reembolsos: a lgunas veces los fabricantes 
pagan di nero a las farmacias por cl numero 
de ventas de un medicamento en particular. 
No tadas las famlacias pueden oblener estos 
reembolsos. 

• 	 ( JUS/OS generales: cargos que cubren los 
gastos de operacion de la fannacia y los ser
vicios que ofrece. 

i.Los medicamenlOs que obtengo de un pais 
P extranjero tienen una fuerza 0 calidad me

nor? 

Los med icamentos que usted obtiene de 
R esta manera son de la misma cal idad a los 

que obtiene en los Estados Unidos, incluso los 

podrian haberse fabricado aqui. 

Sin embargo, usted no puede detenninar la 

cal ldad del medicamento simplemente miran

dolo . Silos medicame ntos son falsificados 0 


tienen una fuerza diferente, s i se han almacena

do de manera l11adecuada 0 el med icamento no 

es el de la etiqueta, el paciel1te que los use pue

de sufrir problemas serios de salud. 


tEs la Internet un buen medio pa
ra la compra de medicamentos? 

En algunas ocasiones Tenga cuidado y tenga precau
cion 

• 	 Asegurese de que esta rea llz3ndo su compra en una 
famlacia y 110 can otro tipo de proveedor, a de Ull 

desconocido. Algunos cornercios que aparecen en 
Internet en rea lidad no son fanllacias. aunque asi 10 
aparenten . 

• 	 Detennine la lIbicac ion de la campania, podria estar 
localizada fuera de los Estados Unidos, en un pais 
que usted no conozca y en donde exi sten muy pocas 
nom1as glibernulllentales para el suminisrro de me· 
dicamentos. 

• 	 Tenga cui dado cuando no se Ie plde una receta para 
la compra de medicamentos de prescripcion . La 
necesidad de una receta de un profesional medico 
que Ie haya examinado es un requisite legal establ e
cido para proteger su salud. 

• 	 Tcnga mucho cuidado cuanda se Ie sa licite infor
macion personal sensi ble (in fanna cion acerca de su 
estado de salud, su numero de segura social, nume
ros de su larjeta de credito): eI robo de este tipo de 
informacion es un problema creciente y es posible 
que usted no sepa a quien Ie esta revelando est a 
in formacion personal sensible e impoT1ante 

• 	 Evalue todos los costos que implica la compra de 
medicalllenlos de esta manera, podna no ser tan 
economica despues de todo . 

• 	 Com pre med icamentos de prescripcion unicamente 
en los sitias que cuenten can ceT1ificaclon de organi
zaciones nacionalcs, como par ejemplo la s que os
lenten el sello de la National Association of Boards 
of Phannacv VIPPS en su silOen Interne! 
(Ca li fornia Board of Pharnlacy puede ayudarle con 
esta infonnaci6n). 

• 	 Pida consejo de su profesionalmedico si obtiene 
medicamentos de prescripcion por esta via. 

Antes de comprar medica
mentos de un pais extranjero 
o por Internet, considere con 
cuidado sus opciones, 

• 	 Mantcngase al tanto de los cambios en 
su salud despues de usar cualquier me
dicamento obtenido de esta manera Si 
detecta cualquier cambia 0 se siente 
diferente, cons ulte a su doctor 0 profe
s iona l medico. 

• 	 Cons idere si desea darlc su numero de 
tarjeta de credi to a una compal; ia para 
que real ice estas comprar por usted. 

Deternline los costos ad icionales por 
envio 0 cualquier otro cargo adicional 
que deba pagar por los medicamentos 
importados . ~Cual es en realidad su 
ahorro" 

• 	 Pregunte a la compania a la eual orde
na los medicamentos de prescripcion 
que debe hacer en caso de que se pre
senten problemas con el medicamento 
que usted rec iba. 

• 	 Mantenga info rmado a su profcsional 
medico 0 doctor de cabecera. 

Para obtener mas informacion .. par 
favor pongase en contacto con: 

Cal ifornia State Board of Pharmacy 
1625 N. Market Blvd., Suite N-219 
Sacramento, California 95834 
Telefono: (916) 574-7900 

o visite nuestra pagina en: 
WY'w'"\v _pharmacy. c3.gov 



























I) ll~i i ~ 11ft n!! OOOIr Kho~t 

Tic~u nU1I1! Califomia 

~icaIlIlHl:, i.I: (916) 574-7900 
" .II~ : WWW.P .nil.ey.ca.go\. 

Nhoong gi Ca{ll1 

bietit trooiic khi nlua 
th lIoac to(J ngoai"i 
quoac hay trong 
111ai"ng Internet 

··oJ •., 

" 

ft-fua thuode theo foa too 
ngoaii quorie vae giau11l 
chi phi thuotlc men 

Giali tl1l1mic theo toa raat mace. Moat soa 
beiinh nhaan phaui bou aen moui coli 
thea mua ilooic thuoac, hay phaui giaGm 
soa li:ioing thuoac theo toa ma0 hOi phaui 
uoang fiei cou tieap lieau thuoac laau 
hon . Nhieau beiinh nhaful khauc khoang 
mua thuoac balic 56 cho toa vi chuung 
quali maec. 

Ngaey nay, nhieilU beiinh nhaiin tim 
thuoac giau thaap beful ngoaei - tOe 
nhoon e: noi khauc hon la0 di:ioic ph00ng 
fioa phdong. Moat soa beiinh nhaiin mua 
thuotlc t00 cauc quoac gia khaue nho Gia 
Nao Naii hay Mea T aay Co, vi giau reli 
han . Moat soa beiinh nhaful khalie mua 
thuoac trOiC tuyeiin, t00 caue eoang ty 
hOi khoang t00ng bieat fieiin. Moat soa 
beanh nhaan mua eauc thuoac naoy troic 
tuyeal1111aO khofulg coli toa bauc 56. 

Quyu VO coil thea 111ua thuoae reu 
klloano~ Nhoona gi caful bieat khi mua 
thuoac"~goaii q~o;e~ Co~m mua thuoac 
troic tuyeiin trong Intemet thi sao~ Quyu 
vo cou tholc soi calU1 toa thuoac fie:'! mua 
thuoac thea loa~ Thoang lin sa u iiaay cou 
thea giuup qUYll vo tim choln lOla khoan 
ngoan han. 

11IUotic Ih(!o 100" cou 
n!!.hoa lao cauc thuoacCaile t/UU!C ii60tC xcm lao nguy rueam 
vaD ch~ nOble balm cho maec 1/tOling beanh nhaan sau khi hOI 
iioble nhoum chaem soucthoo(mg sOuc khouc (thi duf nhe 
ballc s6 hay y tau) khaum

H V30 ban ltanh cho thuoac.To lii cou lhea Leanh eho thuo:k tho6eng 
111allg thumic nacre gou lao motH toa 

thuoac. Ng650i tieauthea toa mua too 
duong kho5.ng thea mU3

quoac gia khalic thuoic thea loa halp 
ngoaoi Hoa Kye phaup neau khoang cou 

leanh cho thuoac hay toava00 noouc hOlp thuoac toe nhourn chaem 
phaup khofulg~ soue soue kholle i'iao 

khaurn be:l.nh nhaan. 

~ 	 Co Quan Y Tea 

Lieiin Bang (Federal Food and Drug 

Adminislration, hay FDA) l'iieau 


haenJl thuoac mu a thea lOa chea bieiin 
lrong Hoa Ky o. Theo luaiit lieiin bang, 
ngoo0i na@o khauc haang chea biean 
thuoac nhaap caung lhlloac va00 Hoa Ky0 
lao iiieau phall11 phaup . Cou raat nhieau 
quy luaat nghieam khaec cho haong chea 
biean thuoac naoo nhaap caung thuoac. 

Cauc luaal nhaap caung nJey li60ic 
thaenh IMp fiea bauo yea ngo00i tieau 
dU l'mg - cha: cou cauc lhllOaC cou trong 
Hoa Ky0 MOlc chea biean tOO cauc COfulg 
ty ii66ic FDA chaap thu aiin, va@ fiao 
MOlc chea biean t00 cauc fioa fiie ii l11 
MOlc chaunh quyeill1 thanh tTa neil salin 
xuaat callc thuoac iiacc thU0. Cauc I uaat 
naoy raat quan trolng cho muic iiich nhaat 
quaun - vae fio ang dalng - fieil moai loali 

thuoac ii aec lhu@ COLI 
"l1tUoac mua k.hoang cU0ng thaenJl phaim, 
eean toa" (Over the fioa mainh, va@ sea 
Counter Drugs, hay 
OrC) la0 cauc thuoac cou tallc dUlng gioimg 
coil thea mua mao nhau baat kea haong 
khoan£ COlan phaiJi cou naoo sa un xuaat 
toa thuoac (thi dUl nho 
aspirin hoy tJllIonc caGm thliO ac hay khi na00 
cuum), Ng600i tieau thuoac fioolc chea 
du~mg cou thea i'ii rie:in bieiin . Nieau na0)' raa! tieam V81O.i tOi' choYn 
thuoac OTC. 

http:nil.ey.ca.go


Caik thaee maee thofillg I/tOOOllg (tieap th eo) 

Taunh chmlt nhaat quaun 
CULIa thuoae raat q lIan 
trorng eho eaue nhouI11 
ehaem soue soue khoue .- , trong vieac chMa tro eho 
quyu vo, va(J flea thuoae 
ehMa tra Mine hoai'eh 

i\anh vall ilMrc eho toa eha: rieang cho 
quyu vO. 

Tuy nhiean, FDA khoang thore thi chaet 
cheu caue ilieau khoaun vea nhaap caung 
thumic theo toa. Noai khi eauc thuoac theo 
toa khoang noMe FDA ehaap thuaan cho 
ballll trong Hoa KY0, lari More cho pheup 
va00 Hoa Ky0 vi "Iyu do nhaan naro" fiea 
chooa tro caue beiinh nghieam trarng nM 
AIDS trii6ue khi thuoac Marc chaap 
thuaan cho sou durng chaunh thoLIC trong 
Hoa Kyo. NOimg th00i. trong quaLI khiiU 
FDA cuong khoang kieam so alit cauc 
fiieau khoaGn fioai voui nhMng ngoo oi 
mua thuoae 90-ngooy tieap I ieau ilea siiG 

duIng cau nhaan . 
H 

Tari sao thuoae theo toa reu han trong 
eaue nii6ue khauc so voui trong nii6uc" 

N 
Cou nhie:lu nguyean nhaan, trong soa 

110U lao: moat smi ehaunh quyea.n I1ClIlh 
giau tmii fia eho thuoae thea (oa, ilea gioo 
giau thuoae thaap. Trang Hoa Ki chaunh 
quyeilll khoang ilanh giaLI toai i1a eho 
thuoae theo toa. NOimg thooi, chi phi 
nghiean COLlll va0 phaut triean thumi.e 
moui More chuyean 
qua cho ngoo0i 
tieau duong Hoa 
KY0, naem trong 
moat phaim cuua 
giau thumic. 

Tari sao giau thuoac theo 
H toa khauc han tari caue . " '.'~" 

doole ph00ng floa phii6ng 

(rong lalmg gieilJ1g" 
 ~ 

Call nhieau nguyean 
N nhaan, trong soa iiou la0: 

• Gia/1111 giail thea khooi /8oii1g -- moat 
soa doole phoong coil thea mua thuoae 
too eaLlc Ilari Iyu thaap han so voui eaue 
dii6re pho(Jng khaue. doIa trean soa 
loorng thuoae baun, hay dii6rc ph00ng 
110U co u naem trong nhoum mua voui 
eaue dii6ic phoong khaue hay k11oang. 

• 	Hai giau - Noai khi eaue dooIc phoong 
1100rC eaue haong chea biean trau tieim 
lari k11i hOI baun 1110at soa thuoae iiaec 
thuo. Khoang phaui dooie ph00ng naoo 
cuong iiooIe calle hal giau na0y. 

• Toang phi -- tieim tinh trang traui eho 
eaue chi phi iiieau haonh cuua dii6Ic 
phoong va0 doch vul hoI eung oung. 

Thuoac toai J11ua t00 ngoaIi quoae eou 
ehaat loolng hay fioa maInh thaap hon 

H khoang" 

Thuoac quyu vo mua thea eaueh naey coil 
N thea cuong chaar looYng so voui thuoac 

mua trong Hoa Kyo - thuoae theo toa 
raat cou thea cuong fioo ic ehea biean tali 
naay. Tuy nhiean, quyu vo khoang thea 
phaan bieat ii60Ic thuoae khi eha: nhin bea 
ngoa0i, Neau thuoac naey noore ehea laau, 
eou iioa malnh khaue, MoIc lou troo 
khoang fiU lUlg eauch hay khoang phaiii 
thole sOl lao thumic nhaon hieau eho bieat, 
beanh nhaan co u thea laam va00 lil1h 
traIng souc khoue nghiefun troIng 

Internet cou phalli lao moat 
cauch toat fiea mua thuoac 

Noai khi . NhOng nean de0 daet vao thaan 
troIng. 

• Nean bieat minh mua qua moat dooIe 
phool1g naoo, khoang nean qua moat nhoum 
eung oung khoang tean tuoai . Moat soa kinh 
doanh iiieau haonh thea hil1h thoue doorc 
phoong Internet, I1hol1g hor hoaon toa0n 
khoang phaui la<il moat doole phoong, 

• 	 Tim hieau xem eoang ty IlOU 6U l1aau - hoI 
eou thea naem oil ngoaoi Hoa k"},o, trong 
moat quoae gia quyu vo raat it bieilt nean, 
vao noi iiou eou raat it ehaunh quyean iiieau 
haenh trean thuoae tieap lieau . 

• Nean caunh giaue khi quyu vo khoang caim 
toa thuoae iiea mua thuoae thco toa, Baet 
buoac phalii eou toa thuoae tM nhoum 
ehaem soue soue khoue khailJn qUYll vo la0 
moat 1100i houi phaup Iyu fiea baClo vea Salle 
khoue cho quyu vo. 

• Neall eaan thaan khi phaui eho thoang tin 
eau nhaiin (thoang tin vea SOLIe khoue, soa an 
sinh xao hoai, soa theG tin duing) -- aen caep 
tean tuoai laa moat vaan nea iiang taeng va0 
quyu vo khoang bieat ngo00i minh cho cauc 
thoang tin kill iiauo vao thoang tin eau nhaan 
qUan troIng naoy la0 ai . 

• 	Chieat tinh moli chi phi iiea mua thuoae theo 
eauch naClY - rmi.t euoae roili ehuung cou 
thea khoang reu han, 

• 	Cha: mua thuoae theo toa too eaue noa cha: 
maIng l06lli Il06Ie eaue toa choue quoae gia 
choung nhaall - nho cou moae euua Hieap 
Hoai Hoai Noang D06rc Khoa (National 
Association of Boards of Phannaey VIPPS) 
trong m3Ing looui (Hieap Hoai Hoai NOilllg 
D06re Khoa coli thea giulip laay thoang tin 
naey). 

• 	Cho nhOLIm chaem SOLIe bieat minh mua 
thuoae thea eaueh naoy. 

Troouc khi mua thuoac 
tOe ngoai"i quoac hay 
In ternet, nean tba~in 
troi"ng coim xeut caue 
cho·in Wi·a. 
• 	 Nean eaunh giauc baat co u thay 

iioai gi vea soue khoiie euua minh 
sau khi dmmg thuoae l11ua thea 
caueh naoy. Neau cou gi thay iioai 
hay cou eaum gialic khauc lal, neful 
baon thaClo voui nhoul11 chaem 
soue, 

• 	 Couu xeut k")'o xem COLI neful cho 
soa theu tin durng cuua minh eho 
coiing ty seo mua thuoae eho minh 
theo eauch naoy hay khoang, 

• 	 Chieat tinh phuI phi gaui ha0ng va0 
calle lea phi khaue phaui traG ilea 
nhaap eaGng thuoae. Quyu vo tho Ie 
sof tieat kieam i'ioofe bao nhieiiu" 

• 	 Houi eoang ty mua thuoae thea toa 
eho quyu vo lao hoi sea loom gi 
neau quyu vo bo vaan Ilea Valli 
thuoae mirth mua. 

• 	 Caap nhaat thooong xuyean voui 

nhoum ehaem soue souc khoue 


D 
lvtuoan Morc hOil tror theam, xin liean 
laIc: 

California State Board of Pbannacy 
1625 N, Market Blvd., Suite N-219 
Sacramento, California 95834 
Nielln thoali : (916) 574-7900 

• . '-I." Hay vieang chuling toai tau Boa chie: 
~- .- ,.-



Beconling a Licensed Pharmacist in California 

An Insider's View 

The California State Board of Pharmacy licenses pharmacists in California. The 
goal of licensing is consumer protection: the board is required to ensure that 
before practicing pharmacy, every applicant meets the rrlinimun1 requirements. 
Once proof of achievement of the requirements is provided to and approved by 
the board, the board issues the individual a pharmacist license. 

Pharmacy is regulated at the state level, so states have their own licensure 
requirements, although most states have similar requirements. 
Each requirement has a purpose. The requirements themselves have their origin 
in California statutory laws (enacted by the Legislature) or in regulations (rules 
promu Igated by the board). 

For many applicants, the process will take four to five months. For others it will 
take six months, and for a few, longer than six months. Most applicants can take 
steps to minimize the timeframe required to become licensed to the shorter end 
of the range. This article describes these steps. 

Here are the basic components (note: please use the directions for the online 
examination application to provide you with the specifics of each component). 
The more complete your application is when you submit it, the shorter the 
process will be for you. 

I. BECOMING ELIGIBLE TO TAKE THE EXAMINATIONS: 

1. 	 EDUCATION: each applicant must be either: 
• 	 A graduate of an ACPE-accredited school of pharmacy, or 
• 	 If a foreign-educated pharmacist, certified by the Foreign Pharmacy 

Graduate Education Con1mittee. 

2. 	 EXPERIENCE: each applicant must provide proof of experience working as 
an intern pharmacist or if licensed in another state, experience as a 
pharmacist. Satisfactory evidence of experience must be one of the 
following: 

• 	 1,500 hours of intern experience provided on afFidavits available from the 
board if registered in California as an intern. 

• 	 1,500 hours of intern experience earned as a pharmacist intern in another 
state - these hours must be certified by the board of pharmacy in the state 
where the hours were earned. 

• 	 Proof of licensure as a pharn1acist in another state for one year - this 
requires a license certification from the board of pharmacy in the state 
where the individual is licensed. 



3. 	 CRIMINAL BACKGROUND CHECK: All pharnlacist applicants must 
undergo a criminal background check by submitting fingerprints for 
evaluation by the California Department of Justice and Federal Bureau 
of Investigation. Even if you have previously submitted prints to the 
California board for an intern or pharmacy technician license, you must 
submit new prints with the classification of "pharmacist" listed on the 
fingerprint form. There are two ways to submit fingerprints: 

• 	 If you are located in California, you must submit prints via 
LiveScan. This is faster, and the California Department of Justice 
is insistent that LiveScan be used for those residing in California. 

• 	 If you are outside California, request that the board nlail you 
fingerprint cards. You need to submit two cards along with a 
separate fee (made payable to the Board). 

4. 	 LICENSE VERIFICIATION: we require a license verification from 
every state in which you are licensed as a pharmacist. The state 
boards of pharmacy in the respective states need to provide these 
certifications. 

II. BEING MADE ELIGIBLE FOR THE EXAMINATIONS: 

Once the board has a complete application, the board will make you eligible 
to take the CPJE and NAPLEX exams. We will send you a letter notifying you 
that you are "eligible," and how to schedule your CPJE and NAPLEX exams. 
You can take the exams in any order. 

• 	 The board does provide some leeway for fingerprint clearances: if we 
have proof you have submitted prints for a pharmacist license, we will 
make you eligible without having the background clearances (however, 
you will not be licensed until we receive the clearances). 

• 	 If you passed the NAPLEX after January 1, 2004, you will not need to 
retake this examination if NABP can transfer the score to California. 
Contact NABP (www.nabp.net) for more information on how to share 
prior NAPLEX scores with California. 

• 	 Unless we have a quality assurance review (see below) underway for 
the CPJE, we will mail the scores to you typically within 14 days of 
when you take the exams. 

III. BECOIVIING LICENSED: 
After the board has the two passing scores on the required examinations, the 
board will send you a green sheet titled "Request for Issuance of Pharmacist 
License." You will be asked for a license fee and advised of any deficiencies 
remaining in your application. Typically the only deficiencies at this stage are 
results to the background clearances. If you believe that you have already 
corrected the deficiency, use the "Contact Us" feature from the board's Web 
site to email us or attach a note to the green sheet when you return it to the 
board. 

http:www.nabp.net


We try to process these applications very quickly. The fastest way to know 
you are licensed is to use the license verification feature on the Web site 
(http://www.Qharmacy.ca.gov/verifylic.htm) and checking your name. Once 
your name appears as a licensed pharmacist, you are licensed. California 
law provides that verification of licensure from the Web site is proof you are 
licensed. You will receive a green, wallet-size license in about 8 weeks 
(another agency prints and mails these for the board). The large wall license 
will be mailed within four months. 

TIPS for faster and smoother processing. remember: 
1. 	 Use one of the processes we suggest for verifying that the board received 

your application. 
2. 	 Status checks are a problem for the board to perform. It diverts limited 

staff away from processing activities to simply answering a question for 
someone. We will not generally respond to status inquiries on 
applications that are less than 60 days old with the board. Instead we 
direct staff to process applications. Please be patient - and use a 
technique listed elsewhere in this article to make certain you know we 
received your application. 

3. 	 However, there are times when applicants need to reach us. Use the 
appropriate email address under "Contact Us" on the Web site. Certainly 
email the board if it has been more than 60 days, and you have heard 
nothing from the board -- this is a problem you need to call to our 
attention. Also, if it has been more than 30 days after you believe your 
deficiency has been corrected, contact us. 

4. 	 If you receive a letter advising you that the board is missing some items 
(what we call a "deficiency letter") - this truly means we do not have the 
listed items. To get through the system faster, you need to provide the 
item, even if you may think we already have it. So what is nl0st often 
missing? 

• 	 Transcripts from colleges with the pharmacy degree posted (these 
must come directly from the school of pharmacy to the board). 
Oddly, sonle colleges do not post the PharmD degree to transcripts 
until 2-3 months after graduation. 

• 	 Fingerprint clearances are sometimes a problem (we run both federal 
and state background checks). Sometimes we need to ask 
applicants to resubmit prints because something is preventing the 
board from receiving the documentation; the board will contact you if 
additional information is required. 

• 	 Intern hours are missing or less than the 1,500 hours required. 
5. 	 Make certain your name matches identically on your government 

identification, with your social security card and with your name of record 
that you file with the board (this is the name that will appear on your 
pharmacist license). Identically nleans identically (see the board's Web 

http://www.Qharmacy.ca.gov/verifylic.htm


site for more information). Resolving name conflicts is the one area 
where you should not wait 60 days before resolving the problem. 

6. 	 The board periodically conducts quality assurance reviews of the CP~'E. 
When this occurs, no CPJE scores are released until the assessment is 
completed. The board makes every effort to release scores as soon as 
we can, but a quality assurance check usually runs 2-3 months or until 
approximately 400 individuals take the test. We know this is frustrating, 
but it is necessary. We post this information on the Web site. 

7. 	 Background checks - if you have a prior conviction, you need to disclose 
it in the required place on the application and describe it fully. (You need 
to do this if you have reported the conviction on prior applications.) 
Even if you think a conviction has been expunged or set aside and 
dismissed, the clearance check usually picks up these records. If you 
state you have no convictions and yet a background check shows you 
do, this will be come an "enforcement issue." Enforcement issues will 
delay the processing of your application or issuance of a license until all 
enforcement matters are resolved (typically this adds at least two 
months). 

What can you do? 
1. 	 Submit as complete an application as you can. This means you should 

submit in one package: 
• 	 All required application forms 
• 	 The required fee 
• 	 Proof of at least 1 ,500 hours of intern experience 
• 	 Verifications of pharmacist licensure from all states in which you 

are licensed 
• 	 LiveScan Receipt showing submission of your fingerprints or if you 

are out-of-state, enclosing the fingerprint cards and additional 
processing fee. 

2. 	 How to verify the board has received your application: 
• 	 Enclose a self-addressed, stamped post card or simply an 

envelope addressed to you with your application package. Board 
staff will mail these to you when the board receives your application 
-- so you know we have your application. 

• 	 Check to see if the bank has cashed your check. The board 
cashiers all checks it receives very quickly - within two working 
days of receipt. If the check has been cashed, we received your 
application. 

3. 	 Contact us if it has been more than 60 days since you submitted your 
application and you have heard nothing from the board, or more than 30 
days since you have taken steps to correct a deficiency and you have 
had no response from the board. 



The board wants all qualified applicants to become licensed as quickly and 
effortlessly as possible. Use the information above to aid you in getting 
though the process as expediently as possible. 
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Pi II S pi itti ng 
... not for every person, and not for every pill 

Splitting one pill into two pieces can help when a larger pill is hard to swallow, 
but the most common reason that pills are split is cost. Dividing one higher dose pill 
into two lower doses can result in less total cost (or fewer co-payments) because 
some manufacturers price higher dose pills at the same price as lower dose pills. 

That doesn't mean all medicine can be split safely. The decision to split or not 
split a pill should be made after you understand the issues and your medicine. Ask 
your prescriber or pharmacist if pill splitting is appropriate for you. 

DO 

• 	 Talk to your pharmacist and 
prescriber about whether your 
medicine can be safely split 

• 	 Use a device designed to split 
pills; splitters are available from 
$3 to $15 

• 	 Remember that air and moisture 
can affect a split pill, so splitting 
should occur only one pill at a 
time 

• 	 Take one piece of a split pill at 
one dosing, and the other piece at 
the next dosing time 

• 	 Split pills only if you are motivated 
to do so 

• 	 Ask your prescriber or pharmacist 
whether the correct dose is 
available without splitting a pill 

DON'T 

• 	 Don't split pills that crumble 
• 	 Don't split pills if you have trouble 

with dexterity, poor eyesight, 
memory, or a condition that affects 
your ability to make decisions 

• 	 Don't split time-release pills because 
the premature exposure to stomach 
fluids may affect the medicine 

• 	 Don't split all pills from a prescription 
at one time because prolonged 
exposure to air and moisture may 
change the pills' effectiveness 

• 	 Don't split capsules 
• 	 Don't split small pills or unusually 

shaped pills 
• 	 Don't split pills with a knife or 

anything else that can cause an 
uneven split 
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Counterfeit Drugs 

Counterfeit drugs may look real, so be careful. The drugs may have too much or 
not enough of the medicine you need. Counterfeit drugs can be contaminated, diluted, 
or repackaged showing the wrong dose or expiration date. 

If you take counterfeit drugs, you may have an allergic reaction and your medical 
condition can get worse. Counterfeit prescription drugs are illegal. Your risk of buying 
counterfeit drugs increases by buying medicine on the Internet because there is no 
face-to-face contact. 

Tips to Avoid Counterfeit Drugs 

• 	 Buy your medicine from a U.S. state licensed pharmacy. Find your state's 
contact information from the National Association of Boards of Pharmacy at 
www.nabp.info. For California, go to www.pharmacy.ca.gov and click on "Verify 
a License" to determine whether the pharmacy IS currently licensed. 

• 	 If buying medicines on the Internet, see if the Web site has 
the Verified Internet Pharmacy Practice Sites (VIPPS) 
Seal. A VIPPS seal means the site is a licensed pharmacy 
where FDA-approved medicines can be bought. 

• 	 Pay attention to the drugs you take and their effects. Has your medicine 
changed in shape, taste, color, smell, or feel? Is your medicine packaged 
differently? Is it still giving you the same result? 

• 	 Check containers for broken seals or changes in the label. If you think it's 
counterfeit, contact the pharmacy where you bought the medicine, and talk to 
your doctor. Also, notify the Food & Drug Administration at (800) FDA-1088 or 
go to http://www.fda.gov/cder/consumerinfo/counterfeittext.htm. 
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Traveling 

Medicine Chest 


Before you leave home for vacation or business, it may be helpful to pack the 
following items and take them with you on your trip. Planning ahead may prevent your 
trip from being ruined by minor illnesses. Talk to your doctor or pharmacist if you have 
any questions about over-the-counter medications and prescription drugs. 

• 	 Tylenol , Advil, or Motrin (for pain relief) 

• 	 Pepto Bismol, Kaopectate, or Imodium (for diarrhea) 

• 	 Maalox or Gaviscon (as antacid) 

• 	 Senokot or Milk of Magnesia (for diarrhea) 

• 	 Meclizine (for motion sickness) 

• 	 1% hyd rocortisone cream (for rashes or insect bites) 

• 	 Claritin or Chlor Trimeton (for allergies) 

• 	 Sudafed (as decongestant) 

• 	 Mucinex 0 (for cough and congestion) 

• 	 Neosporin or Bacitracin and Band-Aids (for cuts and scrapes) 

• 	 Artificial Tears (for eyes) 

• 	 Sunscreen 

• 	 Multivitamins 

• 	 Prescription drugs normally taken, in their original labeled containers (this 

is important if you need to have medicine refilled while away from home) 
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Vaccinations and 
Travel Outside the

United States 
If you travel outside the United States, plan ahead for vaccinations you may need 

before you leave on your trip. The Department of Health &Human Services Centers 
For Disease Control and Prevention has a list of worldwide destinations and health 
information for each country. See http://wwwn.cdc.gov/travel/destinationList.asRx for 
important information regarding vaccines and vaccine-preventable diseases. 

You can also get information from professional medication organizations that 
provide directories of private travel clinics throughout the United States. See the 
International Society of Travel Medicine Clinic Directory at http://www.istm.org/ or the 
American Society of Tropical Medicine and Hygiene at http://www.astmh.org/ to locate 
health care professionals with an expertise in travel medicine. 

• 	 Schedule a visit to your doctor or travel medicine provider four to six weeks 
before your trip - most vaccines take time to become effective in your body 
and some vaccines must be given in a series over a period of days or 
sometimes weeks 

• 	 Ask your doctor about "routine" vaccinations, "recommended" vaccinations, 
and "required" vaccinations - what you need depends on your destination, 
whether you will spend time in rural areas, the season of the year you will 
travel, your age, health status, and previous immunizations 

• 	 Be aware that vaccine prices vary, and some vaccines will require more 
than one dose - the Hepatitis A vaccine requires 2 doses, the Hepatitis B 
vaccine requires 3 doses, and the Rabies vaccine requires 3 doses 
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STATE AND CONSUMERS AFFAIRS AGENCY 

DEPARTMENT OF CONSUMER AFFAIRS 

ARNOLD SCHWARZENEGGER, GOVERNOR 

Date: September 7, 2007 

To: Members, Communication & Public Education Committee 

Subject: Forum on Medicare Part D 

Since late 2005, the board has been working with various stakeholder groups to aid 
patients in receiving benefits under the federal Medicare Modernization Act, and 
specifically the Medicare Part D plans, that were implemented in January 2006. 

The board has held six public forums over the last one and one-half years to discuss 
difficulties patients and providers are having with the plans, in hopes of finding 
resolutions. However, any structural changes to the program need to be made at the 
federal level. 

At the April Board Meeting, the board directed staff to seek a public forum, in 
conjunction with a member of the California Congressional Delegation, perhaps Pete 
Stark or Nancy Pelosi. The goal would be to discuss implementation issues impacting 
patient safety that warrant legislative correction. 

Since the last board meeting, Congressman Pete Stark has been contacted (see 
following letter) and Board President Powers and I have had a telephone discussion 
with Mr. Stark. 

The result was Congressman Stark's assessment that the White House would not make 
any modifications to the program, so holding a forum would not likely produce much. 
He encouraged the board to continue with its outreach activities, and to consider 
holding similar discussions with other state boards of pharmacy. A full report will be 
provided to the board in October. 

http:www.pharmacy.ca.gov
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DEPARTM ENT OF CO NSU MER AFFAIRS 

ARNOLD SCHWARZENEGG ER, GOVERNOR 

July 26 , 2007 

The Honorable Fortney "Pete" Stark 
US House of Representatives 
39300 Civic Center Drive, Suite 220 
Fremont CA 94538 

Sent via fax to: 510-494-5854 

Congressmember Stark: 

We are aware of your interest and leadership in the implementation of the Medicare 
Modernization Act. In this capacity, we are writing to ask for your participation in a 
meeting with various California constituents on unresolved issues at time of your choice 
in the future. 

For nearly two years, the California State Board of Pharmacy has watched the 
implementation of the Medicare Part D Prescription Drug benefits. During this period , 
the board has held six public forums encouraging problem solving and patient 
advocacy. 

As the regulator of pharmacists and pharmacies in California and coupled with the 
board 's mandate to protect the safety of consumers, the board is uniquely situated to 
hear the problems . The board agrees with the general consensus that patients are 
benefiting from the Part D prescription drug program. However, the board believes that 
additional problems remain that vitally need to be resolved . 

The lack of resolution of these problems imperil the health of affected patients, often 
dual eligibles, skilled nursing patients and critically ill patients being discharged from 
hospitals who need specialized care . While the problems affect the health of 
Californians, the board is unable to effect resolutions because of the structure of this 
Medicare benefit. 

The board recognizes that to resolve many of these problems, a federal legislative 
solution is needed . For this reason , we are requesting your participation in developing a 
solution. 

We are interested in convening a meeting in California with the staff of the California 
Department of Health Care Services, California health care plans, patient advocates 
and health care providers, specifically pharmacies, for discussion and possible 

http:www.pharmacy.ca
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resolution of components that prevent patients from receiving necessary, timely and 
mandated care. 

For example, some of the problems the board is aware of include: 
1) Prior authorization requirements that delay patient drug therapy - patients 

must wait days for approval of the prior authorization process initiated from the 
prescriber's office unless the pharmacy is willing to risk providing medicine 
without knowing whether it will be ultimately covered. 

2) Unacceptable sales tactics used by insurance agents selling Medicare plans; 
for example, dual eligibles being targeted for sales of private fee-for-service 
plans that their physicians will not accept. 

3) Patients who are enrolled in a plan but whose coverage in the plan has not yet 
been activated are unable to obtain their nledicine. 

4) The Part 0 benefit is too cornplex to enable true comparison shopping by 
patients of the 55 competing plans in California. The number of plans and lack 
of standardization of benefits make it difficult to select plans that work for a 
patient, much less select the best plan for him or herself. 

5) It is difficult for patients to resolve problems with their Part 0 benefit. Part 0, 
Medicare Advantage and CMS call centers do not always give accurate and 
complete responses needed to resolve problems, leaving patients without 
adequate resolutions. 

6) There are co-pay problems in skilled nursing facilities, where patients are told 
to make copayments. 

7) Plans change formularies after a patient selects a plan, creating coverage 
problems for the patient who selected a plan expecting coverage for a specific 
drug. 

8) Poor continuity of care when a patient is discharged from an acute hospital on 
"non-covered" drugs, impacting the patient's drug therapy and health. 

9) Poor understanding of IV product/coverage/billing by plans (and therefore 
determining such services are "not covered" with the resultant care problems 
for patients, or continued hospitalization until the coverage is secured). 

10) Poor "timely" response by plans to the pharmacy when the law requires in a 
skilled nursing facility a 1-hour or 4-hour delivery of medication under Title XXII 

11) Requirements that physicians must do prior authorizations (not allowing the 
pharmacist to do this, which further delays therapy for patients, and redirects 
pharmacies to additional phone calls, away from other care functions). 

12) Drugs on plan forrnularies that are "not geriatric friendly" per federal and state 
regulations and guidelines. 

13) According to an article in the American Journal of Psychiatry, 30 percent of dual 
eligible beneficiaries were denied medication refills and 22 percent had 
interrupted or discontinued access to medicine; these difficulties led to suicide, 
hospitalizations and homelessness. 
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The board is willing to schedule and host a meeting at your convenience and at a 
location of your choice in California so that interested stakeholders could have the 
opportunity to provide these concerns directly to you. 

The board strongly hopes for changes that will remove barriers that prevent patients 
from getting the medicine they are entitle to under the Medicare Modernization Plan. 

Please advise us if you or your staff would be willing to discuss details for such a 
meeting in California. To make arrangements or if you have questions, please do not 
hesitate to contact the board's Executive Officer Virginia Herold (916-574-7911). 

Thank you for your consideration of this proposal. 

Sincerely, 

William Powers 
President 
California State Board of Pharmacy 
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STATE AND CONSUMERS AFFAIRS AGENCY 

DEPARTMEN T OF CONSUMER AFFAIRS 

ARNOLD SCHWARZENEGGER, GOVERNOR 

Date: September 7, 2007 

To: Members, Communication and Public Education Committee 

Subject: Medication Compliance 

Five items are provided for the Communication and Public Education Committee relating 
to medication compliance as follows : 

1. Enhancing Prescription Medicine Adherence: A National Action Plan 

This publication from the National Council on Patient Information and Education 
(NCPIE) is dated August 2007. This publication identifies action steps that can 
significantly impact medication adherence. 

2. 'Take as Directed ' a lot easier with these new tools 

This article from DrugTopics.com dated August 20, 2007 looks at new ways to 
increase medication compliance. 

3. America 's Other Drug Problem, Poor Medication Adherence 

This article from PharmacyFoundation .org dated August 1, 2007 references the 
NCPIE report, and looks at ways to increase medication adherence. 

4. Millions of Patients Not Taking Prescription Drugs Properly, Report Says 

This article posted on kaisernetwork.org references the NCPIE report and other 
articles in the media relating to medication compliance. 

5. Medication Adherence 

This print out from Pharmacist's Letter dated August 2007 relates to medication 
adherence. 

http:kaisernetwork.org
http:PharmacyFoundation.org
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Preface 


In the United Sla tes and mound the wor ld, there is compelling evidence that patients are nOl taking their 
medicines as presCl"ibeJ, resulting in significant consequences . Lack of medication adherence is Ame/icas 
other drug problem and leads to unnecessary disease progression, disease complications, reduced functiona l 
abi lities , a lower quality of life, and even death. 

Contributing Lo Americas other drug prublem are nunlerous behavioral, social, economi c, medical, an d 
pol icy-re lated fac tors that must be addressed if medicmion adherence rates are to improve. This includes 
bck 01 awareness among clinicians abollL basic adherence management princ iples. poor coml1.l.unicmion 
between patients and clinicians, ope.rational aspects of pharmacy and medica l practice , and profeSSional 
barr iers. Moreover, adherence improvement is affected by feel eral polic ies that provide insufficient fu nding 
for adherence-related research and I'ede ral and stale laws and regulations that impact the availability or 
compliance assis tance programs. All of these problems contribute to a rising lide of poor medication 
adherence and allrnust be addressed. 

The ramil1calions of poor prescription medicine adtlerence afrect virtually eve ry aspect of the health care 
system. AddreSSing this persistent and pervasive problem cannot wa it. Today, extensive research data exist 
that poin t to actions that can be taken now to improve adherence educalion and medication management. 
Accordingly, the National Council on Patien t Inl'ormation and Educatio n (NCPI E) -- a no n-profi.l coa liti on 
of more than 100 organizations that are working to stimulate and improve comm unicat ion on the 
appropr iate use 01' medicines -- convened a group 01' advisors from leading pro ressional societies, vo luntary 
health organizations, and patient advocacy groups to assess the extent and na ture of poor medici ne 
adherence , its health ancl economic costs, and ilS underlying raCLOrS These adv isors also examineclthe 
current state of research funding and educational initiatives around patient adherence to determine wh ere 
major gaps stil l exist. 

What follows is the result of this review, which focuses speci fically on identifying those action steps tha t 
can sign ifi cantly im p<1ct medicatiun adherence and can be readily implemenLed. As such, this report 
serves as a blueprint for action by all stakeholders. To achieve the awareness, behavio r changes, and 
additional resources for research and education that will improve patienL medication adherence requires 
an ongoing partnership through which polic),l11akers, regu lators, the public health community, clinicians, 
the pharmaceutical inclustry, and patient advocates can sh<1re research, resources, and good ideas, while 
working toward a comm on goa l. It is in tended that th is report will be a catalyst ro r this necessary and 
important collaborative e ffort. 
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Executive Summary 


At the same time that medical science has made 
possible new therapies for treating AIDS, cancer, 
and other once fatal diseases, poor adherence with 
medication regimens has reached crisis proportions 
in the United States and around the world. 

On a worldwide basis, the World Health 
Organization (WHO) projects that only about 50 
percent of patients typically take their medicines 
as prescribed . In the U S. , non-adherence affects 
Americans of all ages, both genders and is just as 
likely to involve higher-income, well-educated 
people as those at lower socioeconomic levels. 
Furt hermore, since lack 01,' medica tion adherence 
leads to unnecessary disease progression, disease 
complic<1tions , reduced funct ional abilities , a lmver 
quality of li fe , and even premature death, poor 
adherence has been estimated to cost approximately 
$177 billion annually in total direct and indirect 
healLh care costs. 

Although the challenge of poor medication 
adherence has been discussed and deba ted for 
at least three decades, these problems have 
generall y been overlooked as a serious public 
health issue an d, as a resul t, have received little 
direct., sysLematic , o r sllstained intervention. 
As a consequence, Americans have inadequate 
knowledge abo ut the Significance 0[' medication 
adherence as a critical element of Lheir improved 
hea lth. Further, adherence rates suffer from Lhe 
fragmented approach by which hospitals, health 
care providers, and other parts of the healLh 
delivery system intervene with patients and 
caregivers to encourage adherence. Consequently, 
many leading medical societies are now advocating 
a multidiscip linary approach through coordinated 
action by health professionals, researchers, health 
planners and policymakers. 

Over a decade ago , the National Council on Patient 
[nformation and Educat ion (NCPTE) recognized 
the need for such a coordinated approach to 

improved medication adherence and issued a report 

-- PrescripUon Medicine Compliance: A Review oj il1e 
Baseline Knowledge -- which dd-i.ned the key factors 
contributing to poor adherence. Since that ri me , the 
National InSLiLutes of Health (NIH) and a number 
of voluntary health organizations in the U.S. have 
weighed in, with new findings on the importal1ce 
of adherence for successfu l treatment. Further 
elevaLing the need for action is the Wl-lO, which has 
called I'or an initiative to improve worldwide rates of 
adherence to therapies commonly used in treating 
chronic condit ions , including asthma, diabetes , and 
hypertension. 

Un fortunately, however, these calls for action have 
yet to be heeded and rates o[ m edicine adhe rence 
have not improved. Thus, action is needed n ow 
to reduce the adverse health and economic 
consequences associated with this pervasive 
problem. While no single strategy will guarantee 
that patients wi ll flllthei r prescriptions and take 
their medicines as presc ribed, elevating adh erence 
as a prio rity issue and promoting best practices, 
behaviors, and technologies may significantly 
improve medication adherence in the U.S . 

Towards this end, NCP1E convened a panel 
or experts to create consensus on ten nationa l 
priorit ies that may have the greatest impact on 
improving the state of patient adherence in the 
U.S. These recolllmenda tions serve as a cata lyst 
for action across the continuum of care -- [rom 
diagn OSis through treatment and fo llow-up 
pa tien t care and moni.toring. Ultimately involving 
the support and active pa rticipation oj' many 
stakeho lders -- the federal government, state and 
local government agencies, profeSSional societies 
and health care practi tioners, health educators, and 
patient advocates -- this platform calls for action in 
the I'oll.owing areas: 

I. 	 Elevate patient adherence as a critical 
health care issue. 
Medication non-adherence is a problem 
that applies to all chronic d isease states; 
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alTecLs all demographic and socio-economic 
strata; diminishes the ability to treat 
diabetes, heart disease, cancer, asthma, 
and many other diseases; and results in 
sulTering, sub-optimal utilization of he81Lh 
care resources, and even death. Despite 
this impact, paLient adherence is not on the 
radar screen of lJolicy makers and many 
health professionals, which has meant 
inconsistent government policies and a 
lack of resources for research, eduGltion, 
and professional development. Until health 
care policy makers, pracLiLioners and oLher 
stakeholders recognize the extent of non
adherence, its cost, and its contribution to 

negative heallh outcomes, L1lis problem will 
not be solved. 

2. 	 Agree on a common adherence 
terminology that will unite all 
stakeholders. 
Today, a number of common terms 
- compliance, ad11elTnce, persistence, 
and concordance -- are used to deflne 
the act of seeking medical attention, 
rilling pr<:'scriptions and taking medicines 
appropriately. Because these Lerms reflect 
cWTerenL vievvs about the relationship 
belween the patient and the health care 
provider, confusion about the language 
used to describe a patients medication
laking behavior impedes an informed 
discussion about compliance issues. 
Therefore, the public health communiLy 
should endeavor to reach agreement 
on standard tenninology that will unite 
stak:eholders around the common goal 
of improving the self-administration 
or treaLmenLS to promoLe better health 
outcomes. 

3. 	 Create a public/private partnership 
to mount a unified national education 
campaign to make patient adherence a 
national health priority. 
To motivate IXlLients and practitioners 
to take steps to improve medication 
adherence, compelling, actionable messages 
rnus! be comn:1UnicaLec1 as part or a unified 
and sustained public education campaign. 

A l'oremosL priority is creating Lhemeans by 
which government agencies, professional 
societies, nun-pruEt consumer groups, 
and other alTectec1 stakeholders can work 
together to reach public and profeSSional 
audiences on a sustained basis. Even as 
NCPTE and various government agencies, 
prol'essional societies, ane! voluntary hea lLh 
organizations work to provide inforJllarion 
abouL medication adherence, there needs 
1.0 be a national clearinghouse, serving 
as the caLalyst and convener so that all 
stakeholders can speak wiLh one voice 
about the need ror improving patient 
adherence. NCPIE, a profeSSional society, 
or academic institution could manage Lhis 
clearinghouse effecLively. 

4. 	 Establish a multidisciplinary approach to 
adherence education and management. 
There is a growing recognition that a 
multidisciplinary approach to medication 
Laking behavior is necessary I-or patient 
adherence to be sustained. This has led 
NCPIE to promote a newrnodel -- the 
"Medicine r:ducation Team" -- in which the 
patient and all mern hers or the health care 
team work together to tre.aL the patient's 
condiLion, while recognizing the patienL's 
key role at the center 0[' the process. 
Looking to the future, this approach has 
potential to improve adherence rates 
significantly by changing the interaction 
between patienLs and clinicians and 
by engaging 2111 parties throughout the 
continuum of care. 

5. 	 lmmediately implement professional 
training and increase the funding for 
professional education on patient 
medication adhe.rence. 
Today's practitioners need hands-on 
information about adherence managemenL 
to use in recll-world setLings. This need 
comes at a tirne when a solid base 
of research already exists about the 
steps physicians and other prescribers, 
pharmacists, nurses, and other health care 
practitioners can take LO help patients 
improve their medication taking behavior. 
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Professional societies and recognized 
medical sub-specialty organizations shou ld 
immediaLdy app ly lhese research fi.nclings 
into profess ional ed ucation through 
cOlllinuing education courses as well as 
leclure series on pali en l adherence issues, 

6, 	 Address the barriers lo palienl 
adherence ('or patienls wi lh low health 
literacy. 
Loyv healih literacy and lim iled English 
profic iency are rn,~or barriers to ad herence 
and deserve speci al conside ra lion, Thus , 
an importan t targe L I'or pat ient-tailored 
imerve nLions is Lhe 90 mill ion Americans 
wh o have clHliculLy reading, understanding 
and ac ting upon health in rormation, 
Accmd ingly, advocates recommend 
widespread adoption or existing too ls, 
sLlch as the Rap id Estimate o r Adu lt 
Literacy in Medicine Revised (REf\LM-R), 
validated pictograrns designed lO convey 
Illcdicinc i nSl. rUcLio ns and spcci fic paL'ienL 
education programs that promote and 
validate elTec li ve 01'8 1 commun icati on 
between health care providers and patients 
supported by provision or adjunc ti ve , 
llsefu l informat ion in ilS mOSl usefu l 
format to address th e pa tienl's individual 
capabilities, 

7, 	 Create the means to share informalion 
about best practices in adherence 
education and management. 
Today, stakeholde rs have access to more 
than 30 years of research measuring 
the OUlcomes and value or adherence 
interventions, Building on this fOLmclation, 
a critica l nexl step is fo r Lhe redera l 
government -- through the Adherence 
Research Network -- LO begin collecting 
dara on best practices in the assess lllcnt or 
patient readiness , medica tion management 
and adherence inLervenLi ons ,ince l'llives 
that produce qua lity out.comes fro m 
adherence inlerventions, andmeasurelll.ent 
lools so Lhar this informal ion can be 
quantifi ed and shared across specia lties 
and heal th care ['acilities, Just as ['ecleral and 
state regist ries co llect and share necessary 

data on d iffe rent disease states, a shared 
knowledge base regarding systems change, 
new lcchnologies, andmoclel programs 
for evaluaLing and cduca ting patients 
ahout adherence wi ll signHicantl y improve 
the standa rd 0[' ad herence education and 
managemen t. 

8, 	 Develop a curriculum on medication 
adherence [or use in medical schools and 
allied health care inSlillltions. 
Lack of <1'vvarencss among clinicians about 
basic adherence managemen l principles 
and the.ir effective application remains 
a major reason thal adhere nce has nOl 
aclv;;lllced in th is country. Changin g this 
situation wil l reqUire institu tion al izing 
curricul a at mcd ical , nursing, pharmacy, 
and denta l schoo ls as well as courses for 
1',1cuity members that rocus on adherence 
advancement and executi on or medication
related problem so lving, Mo reover, once 
these courses are developed, it wil l be 
important ror academic centers LO elevate 
paLicnt adherence as a core compelency by 
mandat ing that course work in this area be 
a requiremenl for gradualion , 

9. 	 Seek regulalory changes to remove 
road-blocks for adherence assiSlance 
programs, 
lmproved ad herence to rnecl icmion 
regimens is predicated in part on 
supportive government pol icies, 
Unl'orlunate ly, a number 01' rede ral 
and state laws and policies now Emit 
the availability 01' adherence assi st.ance 
progmms, Accordingly, limita tions to 
palient co mmunicalion about medic ine 
aclherem:e in federal and state laws must be 
icknli[)ed fur lawmakers and l-egu laLurs tu 
reso lve, Key issues to be addressed include 
clarifying thar education and refil l reminder 
communica lions fall within the scope of lhe 
Federa l anti-kickback statute, and ensuring 
tha L I'ederal and state laws rela led to 
patient pri vacy ancllhe use or presc riplion 
data are in ba lance such that lhey do nol 
unduly lim il the abil it y 0[' pharm acies 
lO communi ca te with patients abouL lhe 
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impOrLance of adhering to their prescribed 
therapy. 

10. 	Increase the federal budget and stimulate 
rigorous research on medication 
adherence. 
Although the National Institutes 0[' I-Ieallh 
created the Adherence Research Network 
Lo identify research opportunities at its 
18 Institutes and Centers, the Network 
has been inactive since 2002. Moreover, 
in 2000, when the Network \vas funding 
adherence research, the actual NIH dollars 
earmarked for testing inlerventions to 
improve InedicaLion-laking \;ehavior was 

only $3 million in a budget of ncarly $18 
billion. Thus, it will be important [or 
stakeholders to advocate Cor th(:: Adherence 
I<.esearch Net\vork to be re-invigorated 
and for NIH to Significantly increase the 
proportion of its research Cunding to test 
adherence interventions and measure their 
elTecLiveness. Even if NTH triples its 2000 
commitmenL, the small amount spent on 
patient adherence will still Signal that the 
issue is a critical area [or ne\v researcb 
dTorts. 

***** 

Everyone in the health care system - from patients 
and caregivers to l1ealth care providers, patienL 
advocates ancl payurs - bas a signi rlcanL role to play 
in imprlwing prescription medicine adherence. 
Thus, an agenda that removes the barriers and 
advances educaLion and informalion sharing is a 
critical step to improvlng the health slatus 0[' all 
Americans. Clearly, the time for action is now. 
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Introduction 
--------------------,-------------

There is mllch to ce lebl"aLe abouL Lhe improved 
health status of many Americans, Smoking rates 
have dropped significantly, in fant morta li ty has 
declined and there have been major ad vancements 
in trealmenlS for serious diseases that once 
devastated the livt~s or mill ions, This includes 
more than 300 new drugs, biologics and 
vaccines approved by the US, Food and Drug 
Administration (FDA) since 1993 to prevent and 
treat over 150 medical condilionsm 

While we recognize such progress, now is the 
time to be eve l~ more mind fu l or the publi c 
healLh problems we have yet to so lve, One or 
these persistenL challenges is improving pat ient 
"compliance" (or "adherence") - defined as [he 
exLellL to which patients take medications as 
prescribed by their health care providers, ill At the 
saille time that medical science has made possible 
new therapies ror [Tearing AIDS, cancer, and other 
once ['at a I diseases, poor ad herence with medication 
regimens has reached crisis proporLi ons in lhe 
United States and around the world, According to 

the World Health Organization (WHO), only aboul 
50 percent or patients Lypical ly rake their med ici nes 
as prescribed D ! For this reason, WHO calls poor 
adhcTe.nce rates "a worldwide problem or striking 
magnituc!e"(l! and has published an evidencc 
based guide For health ca re providers, healLh care 
l11anag~ rs, and pol icymakers to improve straLegies 
of medication adherence(l\ 

Looking speci~c<:l J l y at lack of medication adherence 
in the U,S" a recent survey reponed that nearly 
three ou t of every four American consum ers report 
not always taking their prescripLion medicine 
as di rected.i'I' Com mi ssioned by the Nati onal 
Comlllunity Pharmac ists Associat ion (NCPA), Lhis 
survey also rou nd a major disconnect between 
consumers' belieJs and their behaviors when it 
comes to taki.ng medicines correctl y So me or Lhe 
findings or Lhe survey inc lude: 

+ 	 Al mosL haI r of Lhose poll eci (49 percent) 
said they had forgotten to take a presc ribed 
medicine; 

+ 	 Nearly one-third (3 1 percmt) had nOL fi lled 
a prescrip tion they were given; 

+ 	 Nearly three out or 10 (29 percent) had 
SLOpped taking a medicin e bdore the 
supp ly ran OLIl; and 

+ 	 Almost one-quarter (24 percm t) had taken 
less than the recornmencled dosage, 

Whil e d is turbing, these statisLics only begin to 
demonstrate the magnitude and scope or poor 
adherence in Lhe US Lack of adherence alTec ts 
Americans 01·all ages and both genders, bUL is of 
parLicular concern alllong those aged 65 and over 
who, because lhey have more long- term , ch !'Onic 
illnesses , now buy 30 percent of all prescript ion 
medi cines!) an d orten com bine mu ltiple 
med ications over the course of a day Regardl ess or 
age and sex , poor medication adherence is also .i ust 
as likely to involve higher-income, well-educated 
peop le as those al lower socioeconomic levels v' 

As a result, poor medication adherence has been 
eSLimateciw cost approximately $177 billion 
annually i.n Lotal direct and ind irec t healLh ca re 
costS(6) 

Adherence rates are typically higher in patien ts 
with acuLe conditions, as co mpared to those with 
chronic conditioTls, with adherence dropping 
most dramatically after the firs t six months or 
therapym The problem. is espeCially grave ror such 
pat ients with chronic conditions requiring long
ternl 01" Iildong therapy, because poo r medicalion 
adherence leacfs [ 0 un necessary disease progress ion, 
disease complications, reduced funcl ional abilities, 
a lower quali ty ol' lire , and premature clea thu , Lack 
of adherence also increases the risk of developing a 
res istance to needed therapies (e,g" with antibiotic 
therapy), more intense relapses, an d wiLhdrawa l 
(e,g" wiLh thyroid hormone replacement ther8py) 
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and rebound e[Tects (e,g.,wiLh hypertension 
and depression therapy) when medication is 
interrupted,I]) Because of this impact, adherence 
has been called "the key mediator between medical 
practice and patient outcomcs."\'!l 

A TIME FOR ACTION 

Although the challenge of poor medication 
adherence has been discussed and debated for at 
least three decades, these problems have generally 
been overlooked as a major health care priority. 
Compounding the situation, adherence problems 
have been exacerbated by the fragmented approach 
by which hospitals, health care providers, and other 
parts of the health delivery system intervene with 
patients and caregivers to enCOtlrage adherence. 
Consequently, many leading medical societies 
are now advocating a multidisciplinary approach 
through coordinated action by healLh prol'essionals, 
researchers, health pL:mners and policymakers, 

Over a decade ago, the National Council on Patient 
InFormation and Education (NCPIE) recognized 
the need for sllch a coordinated approach to 
improved medication adherence and issued a report 
-- PreSCription tvicdici.nc Compliance: A Review of t:hc 
13ascli.nc Knowleclgc(fI) -- which defined the key factors 
contributing to pour adherence, The report Cunher 
outlined strategies that could be implemented by 
health carc professionals, patients and caregivers 
and health care systems, including these key 
strategies recommended for health care providers: 

1 Using 2l verbal discussion reinforced with 
appropriately designed\vritten rnaLerials 
to help the patient understand the medical 
condition, the need for the treatment, and 
the value of the treatment; 

+ 	 Ofrering verbal counseling from bOLh Lhe 
prescribing health care provider and the 
pharmacist that the prescription should 
be lillt:d and taken as prescribed, While 
written instruction sheets can reinforce 
tJleseinSLrUc:Lions, they should never be 
used as a substitute for counseling; 

Providing useful written information in 
"patient language" that clearly explains 

how the paLient can correctly manage 
his/her medications. This information 
includes details on how to administer Lhe 
medication, the exact time the medicine 
should be taken and why, how long to take 
the medicine, recognition and lllanagernent 
steps for common side elTects, special 
precautions, and how to monitor the 
progress of the therapy; 

+ 	 Making patients aware oC the various 
medication adherence aids and devices 
available, such as dosing reminders, pill 
boxes "md refill reminder programs; 

+ 	 Monitoring patient adherence with every 
visit Lo the prescribing health care provider 
or pharmacist; anc! 

+ 	 Instructing patienLs and caregivers on horne 
monitoring activities (such as home blood 
pressure monitoring) and home monitoring 
records [hat should be rnaintainecl [or use 
during future medical and pharmacy visits, 

Since the NCPIE report was published, the 
NationallnsLituLes of HealLh (NIH) and a number 
0[' voluntary health organizations f·ocusing on 
the major chronic diseases alTecLing Americans 
today -- asthma, cancer, cardiovascular disease, 
diabetes and mental illness -- have weighed in with 
new findings on the importance of adherence Cor 
successful treatment. The. consensus of these groups 
is LhaL interventions that 1m prove patient adherence 
improve health status and reduce health care costs. 
As sLaLeclin The M~dUlevcl Compliance Chal/enge, a 
palJtT by the American Hearl Association: 

"Maximum use or strategies to enhance 
c0111phance must be made. Application of 
these strategies is particularly important 
nO\v, when there is great pressure to 
decrease costs and improve quality and 
patient outcomes."(l) 

Further elevating the need ror action is thevVorld 
Health Organization (WIIO), which has caJlecl 
ror an initiative to improve worldwide rates of 
adherence to therapies commonly used in treating 
chronic condiLions, including aSLhlna, diaheLes, and 
hypertension. In a 2003 report entitled Adherence 
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to Long-Term Therapies: Evidence for Action, WH 0 
defined poor medication adherence as a critical 
issue Cor global public health, and iclentiEecl 
rive broad dimensions alTecting aclhnencc thai 
need to be addressed by health managers and 
policymakersY) 

1. 	 sL)Cial and economic factors; 

2. 	 health system and health care team-related 
factors; 

3. 	 therapy-related factors; 

4. 	 conclition-relateclfactors; and 

S. 	 patient-related factors. 

To bring about needed change, the 'vVI-I0 
report called for a rnultidisciplinary clppruach 
loward adherence that includes patient-
tailored interventions and training in adherence 
management for health profeSSionals. This approach 
was also addressed in a 2005 review anicle by 
researchers Lars Osterberg, M.D" and Terrence 
Blaschke, M.D. published in the New England 
.JOllrnal (~r Medicine where the aULhors identified 12 
rnajor predictors associated with poor adherence 
-- fron1 the side elTeCLs 0[' Lreatment to the patients 
helief in the bend-it or the medicine. i21 (See Table :I; 
page 29) Noting that race, sex, and socioeconomic 
status have nOl been conSistently associated with 
levels of aclherence,(2) the amhors conclude that 
poor adherence should always be considered 
when a patient'S (oneIi lion is !lOL responding to 
therapy. Accordingly, the amhors recornmend 
that physicians ask a series of non-judgmental 
questions of their patients designed to faciliLate 
the iclentHlcation of' poor adherence and cnlisl 
ancillary health care providers, such as phanTlacists, 
behavioral specialists, and nursing stLlrr to improve 
adherence,(2) 

,A.nothermajor development since the publication 
of NCPIEs report is new technology that makes 
available a number of useful mechanisms f"or 
fostering adherence. for example, patients can 
receive pharnlaceutical information and refill 
reminders via letter, fax, telephone, e-mail and 
pager messages. There are also electronic reminder 
devices, which can be programmed for multiple 

daily alarms and rnay permit the user to record 
brief dosing instructions. Moreover, a number of 
medication organizers now incorporaLe electronic 
alarms to alert patients when doses are due. 

Despite such developments, adherence rates have 
not changed significantly since NCPll~ issued its 
reconunencb.lions over a decade ago, denlonstraling 
that an intensil'iecl, sustained ['ocus un adherence 
improvement among all stakeholders is essential 
to reduce the adverse health and economic 
consequences associated with this pervasive 
problem. 'vVhi Ie no single strategy wIll guarantee 
lhat p8tients will rlll their prescriptions and take 
their rnedicirles as prescribed, elevating adherence 
as a priority issue and promoting best practices, 
behaviors, and technologies may significantly 
improve Ilwdicalioll adherence in the U.S. 

This reporL, Lherej{)rc,is inLended as CI renewed 
natiDnwide can /.0 action. Based on an analYSis or 
research to date, il examines the current state or 
patient adherence and trends lhal may lead to 
improved medication use. This report also alTers 
realistic goals ror improving medication adherence 
through patient information and education, 
healdl professional intervention, and supportive 
government policies. 
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Prescription Medicine Adherence: 

A Fresh Look at a Persistent and Complex Problem 


Even as the issue of taking medicines as prescribed 
is getting increased 3llention within the publi c 
hea lth community, the multi- face ted nature o[ poor 
adherence has sign ifi cantly clouded the debate. The 
following is a look. at the current state of patient 
adherence :lIld th e Cac rors contributing lO this 
complex problem, 

LACK OF A STANDARD 
DEFINITION AND CONSISTENT 
TERMINOLOGY LIMITS 
CONSENSUS 

Even though the re is a growing recogn ition 
abou L the need [or impro vell1ems in medica tion 
adherence , progress has been ham pered by a lack 
of co nsisLent Lerminology Today, a number of 
common Lerms are used to defin e the act of seeking 
medical at ten tion, filli ng presCl"ip tiuns, and taki ng 
med icines appropriately. Al l have their supporters 
and deL ractors and al l rerlcct diFferent views about 
the relationship between the p<1tient and the hea lth 
carc provicler. 

In ilS 1995 report , NCPIE clel1ned adherence as 
following a medicine treatment plan deve loped 
and agreed on by the patient and his/ber health 
pro Fessional(s). Originally, NCPIE used the 
term "compliance" because historically, it is the 
termmosr widely Llsed in medica l indices. First 
appearing in the med ica l lite rature in the 1950's , the 
term "compliance" came into popular use foll()\ving 
the 1976 publi caLion or the r roceeclings or Ihe lirsl 
major acade mic sy mpOSium on the subjecl. ' IO' As 
original ly defi ned, "compliance" was intended lO 
describe "the eXle nt to which pat ients' bellaviors 
coincide with the hea lth care providers' medical or 
hea lth ad vice ." 

Ye t to many resea rchers, "comphance" connotes a 
passive ro le for the pat ient and appears to blame 
and stigmat izes the paLient's independent judgment 

as clevianL behavio r. Thus, many stakeholders 
prefer the term "adherence ," which implies a more 
collaborative relati onship between patients and 
clin icians and is more respectful of the role that 
patients can play in their own treatmen t decisions, 
Thus, the NCPl f. deFInition proposed in 199.5 was 
intendedlo encompass the concept of adherence , 
includ ing two-way co mmunica tion, patient
ce11lered treatment planning, and agreement upon 
the medication ancl clos ing requi rements. 

The lerm "persisten ce" has also entered the 
lexicon and is intendecl to add ress the [re::llment 
contin uum, beginning wi th having the prescription 
fil led and CClllLinuing wi th Laki ng anc! rdi lling the 
medici ne for as long as necessary. However, in the 
view of sorne researchers, the term "adherence" is 
more cum prehensive and rdlee ts bo th taki ng Ihe 
med icine as direc ted (compliance) and eo nLinuing 
to take the medication klr the durati on requi red 
(persistence), 

Another term now being used is "con cordance," 
which is intencleclto convey an aClive 
partnersh ip betwee n the patie11l and the health 
care professional. Developed by the Royal 
PharrnaceLitica l Society or GI-eaL Britain, the concept 
suggests that the clini cian and patienr find areas of 
health belief th m are sha red and then hu ild on these 
belieis to improve patie1l t outcomes(ll\ However, 
this term has also been challenged ,1S being more 
inspirational than what is possible in pro moting 
better medica tion taking by patients. 

Despite rhe increased use or "persistence," and 
"concordance," many researchers now Lise the te rms 
"compliance" ancl "adhere nce " int elThangeahly. 
]-lo'vvever, since "concordance" is being increas ingly 
Llsed in Europe, an importan t priori ty ror the global 
public hea lth communi ty is to agree on a standard 
defini tion Lhat wiLl uni le all slake holders arounclthe 
common goa l of improving th e self-adm inis trar ion 
of treatments lO promo te belter heal th outcomes, 
For the purposes of th is report, NCP1E has adopled 
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Lhe term "adherence" because the term suppurts 
a patient-centered approach to improving how 
paLients seek infL)rmalion, [illlheir prcscriplicms 
and take their medicines as prescribed. 

THE EXTENT OF THE PROBLEM 

Agreeing on a standard definition ["or patient 
adherence also requires an up-to-date assessment of 
the problem, which today rivals many disease SLates 
in terms of prevalence, human suffering, and health 
care costs. From a public health perspective, poor 
adherence is nothing short 0[: a crisis. 

Al.though the problem varies by condition and the 
types of drugs prescribed, it is signiJlcant, not only 
in the u.s. but around the world. According to 

research findings: 

+ 	 Between 12 percent and 20 percent or 
patients take oLher people's medicines;i II) 

+ 	 In developed countries like the U.S., 
adherence Zlrnong patients wiLh chronic 
conditions averages only 50 percentYJ 

+ 	 Other studies shmv L11<:11 about one-third or 
patients f·ully comply with recommended 
lreatmenl while anoLher thire! sometimes 
comply and one-third never cornply;ll21 

-I- The \Vorlel Health Org:mization reports 
that only about 43 percenl of patients in 
developed nations take their medicines as 
prescribed to treat asthma and between 40 
percenl and 70 percent follow the doctors 
orders to treaL depression;\3i 

-\ 	 Although hypertension increases the risk 
of ischemic heart disease three- to four-fold 
and increases the overall cardiovascular risk 
by two- to three-fold, just 51 percent of 
patients take their prescribed doses of drugs 
to manage this conditionY:li 

-I- Among 17,000 U.S. patients prescrilJed 
beta blocker drugs following a heart 
attack, a major study conducted by Duke 
University Medical Center reported that 
only 45 percent regularly Look these 
medications during the first year after 

leaving the hospital, with the biggest drop 
in adherence occurring during the initial 
months after hospital discharge: t 1,1 

-I- Less than 2 percent of adults with 
diabetesperr'orm the Cull level oC care, 
which includes self-monitoring of blood 
glucose and dietary restrictions as well as 
medication usc, that is recomrnenckd by 
the American Diabetes AssociationY'fl 

+ 	 Although adherence with short-term 
therapy is general! y considered to be 
higher thelll Cor long-term treatments, rapid 
declines occur even in the first ten days of 
use;!I'" and 

Even among health carc profeSSionals, 
self·-reported adherence with prescribed 
therapies averageci only 79 percent in one 
study.(lb) 

l~esearchers have found tllat even the potential 
ror serious harm may not be enough to moti v3le 
patients to take their medicines appropriately. In 
one sLuciy, only 42 percenL of glaucoma patients mel 
rninimal criteria Cor adherence after having been 
told they would go blind if they did not comply. 
Among patiems who already hac! gone blind in 
one eye, adherence rates rose only to 58 pC:Tccnt. iI7 ) 

Another study of renal transplant patients facing 
organ rejection Dr even death from poor adherence 
with immunosuppressant therCipy ["ound th,lt 18 
percent DC patients were not Laking lheirmedicine 
as prescrlbed.(IBI 

SPECIAL POPLTLATIONS AT RISK 

Of special concern to the public health community 
is poor adherence among people aged 65 and over, 
who tend to rlave more long-term, chronic illnesses
-such as arthritis, diabetes, high blood pressure, and 
hearL clisease-- and therefore, take more different 
medications as they age. According to one study, 
people aged 75 years ane! older Lake an average oC 
7.9 dmgs per day.oll Other studies have shown that 
be.Lween 40 percent and 75 percent of older people do 
not take their medications at the right time elrin the 
right am01.U1r ll)) due to such con1plicating Factors as 
having mulLiple health problems requiring treatment, 
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needing multiple medicaLions, being seen by mulLiple 
presClibers, and having physical and cognitive 
challenges that may impact medication use. 

The impact ot poor adherence is also a serious 
problem among the medically unclerservecl -- those 
Americans of all eLhnic backgrounds who are poor, 
lack health insurance, or oLherwise have inadequate 
access to high-quality health care. Accordi.ng to 
the third National Healthcare Disparities Repon 
(NHDR) issued in 2005 by the Agency I·or Healthcare 
Research and Quality (AHRQ), health care disparities 
by race anci eLhniciLY remain prevalent in Lhe U.S. 
and are Significantly correlated with health li teracy 
-- the ability of an inclividual LO access , undersland 
ancl use health-related inJonnation and services to 
make appropriate heal Lh decisions -- among the 
Llnclerserved. The Office clthe U.5 Surgeon General 
estimates thatlllore than 90 million Americans cannot 
understand basic health in [()rmation ,'"'" which costs 
the llealth system billions ot dollars each year due to 
misdirected or misunderstood medical advice, 

Chilclren and teenagers are also an aHisk group, 
especially when it comes Lo adherence to I.reaLmenLS 
for asthma, one oC the most common chronic diseases 
or ch ildhood(l l) Research shows that adherence to 
presuibed pulmonary medication may be as lmv as 
30 percent in adolescellls,U! leading to uncontrolled 
asthma. A !lumber oC factors related to chi ld ren's 
experiC>llces Laking medicines during their formative 
years aCfect rULure raLes ot compliance. These 1~1Ctors 

include parents not adequately monitoring their 
children's use of medicines, poor parental adherence 
to treatment regimens, and lack of school ed ucation 
about medicine use. 

PAYING THE PRICE FOR POOR 
ADHERENCE 

Who is payi ng the price for the epidemic 01· poor 
medication adherence/We all are -- and the costs 
are substantial Researchers have calcub tedthm 
non-adherence costs the u.s. health care system 
abouL $100 L)Illion annual1 y,(12 ·~ \·1' ) including 
approximately $47 bill ion each year for drug-related 
hospitalizations, I'·;! Moreover, not Laking medicines 
as presclibed has been associated wi th as many as 40 

percent 01' admissions to nursing hOITles(,h! and wiLh an 
additional $2,000 a year per patient in medical costs 
for visiLS to phYSicians' offlces. l!b) The total direct and 
indirect costs to U.S. society from prescliption drug 
non-adherence are about Si 177 billion anmwlly (271 

Employers also pay a high price for employees' non
adherence to prescribed meclical l.reatmems, both 
in terms 01' reduced productivity and absenteeism, 
and in higher costs [or plivate or managed care 
health insurance benefits. With prescri ption drugs 
representing lhe fas test-growing cost component [or 
mOSLhealLh pla ns (cl illlbing Jll1lore than 17 percen t 
annually) ,I28! employe rs are increasingly requiring that 
covered members ancl their bmilies assuille a greater 
percent or tll cir cost.. 

i\ llhough the economic cost associated wi th poor 
adherence is already staggeringly high, the World 
Health Organization predicts that this problem. 
\viJI only grow as the burden of chronic diseases 
increases worldwide.:l ) As poli.cymake.rs consider 
ways 10 address tlle escalating costs of health care 
in the U.S., it is cliLical that the agenda include the 
pressing issue or improving paLient adherence with 
medication regimens. Mounting evidence sho\vs that 
berter adherence leads to improved clinical outcomes 
and reduced costs.'""" Based on a meta-analysis of 63 
studies involving more than 19,000 patien ts, higher 
adherence was ['ound to reduce the risk [or a poor 
treatment outcome by 26 percent ( }(Ij Other data 
associate paLielll self-managernent and adherence 
programs with a reduction in the number of patients 
being hospiLalized, days in the hospital, and OLlLpaLient 
visits . The data sug;gest a cost. to savillgs ratio 01' 
approximately 1:10 in some cases, wiLh the resu lts 
cuntinuing ove r several yearsl )1 \ 

As AmeriGl1ls ,lge, an increasing number arc 
prescribed multiple medications for multiple chronic 
condi tions. As a result, new strategies LO enhance 
prescription medic ine adherence are ne.eded . While 
new interventions are nOL cost-tre.e, improving 
adherence is likely lO increase the cost ellectiveness or 
health interven tions, thereby reciucing the burde.n of 
chronic illness. The inveSLment of Lime and resources 
to improve patient adherence will like ly more Lhan pay 
for itself through improved healLh status and reciuced 
uti li zation (tne! costs. 
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What Is Behind Poor Adherence: 
Factors That Contribute to the Problem 
-----,-----------------------------_..,-,._._-"._------

Poor adherence encompasses mLlch more than 
pat ie nts not taking their medicines as direc ted. 
Numerous behavioral, social, economic, medical, 
and policy-related factors contribute to the prob lem 
and must be addressed il adherence rates are to 
improve. (J) 

To undersLand the in terplay 01 these issues, the 
research cOlllmunity has categorized the factors 
underlying non-adherence as medi cation-related, 
patient-related, presc riber-related , and pharrnacy
related. Addi tionally, federal <'md sta te government 
poli cies can also serve as impedimenls to adheren ce 
improvement. The lollowing describes these 1~1C tors 

and the chal lenges the y replTSenL. 

MEDICATION-RELATED FACTORS 

For many palienls, one of the biggesl slum bling 
blocks to Laking their medici.nes is lhe complexity 
of the regim en Studies fine! that pa tients on once
dai ly regimens are much rnorc likely to compl y than 
patients who are requi red to tal,e th eir medic ine(s) 
multipl e times each day. ')l ' 

Conversely, the number of medicat io ns a person 
takes has a negati ve im pact on ad herence. In any 
given week, four out of Five u.s adults will use 
prescri pt ion medici nes, over- the-counter (OTC) 
drugs, or dietary and herbal suppLements and 
nearly one-thi rd will take five or more el ifferent 
medications(3

) Of special concern are adu lts aged 
6.5 and older, who take more prescription and OTC 
med icines than any other age group. ']4) According 
to a 200 1 survey of older Americans conducted by 
the American Society or Health-Syslem Pharmacists 
(AS1'-IP), 82 percent or patients over age 65 take at 
least one prescription medicine, more than half' ( '54 
pe rcent ) take three or [o ur p l-esCTiption medic ines, 
and as many as a third cn percent) take eight or 
more prescription medi cines 1.0 treat their health 
condi tions.')'») Adherence also decreases when 
patients are asked to master a speci fiC technt que in 

order to take thei.r medicalion, sLich as l\si.ng devices 
to test blood levels as part of a treatment protocol, 
using inhalers, or self-administering injectionsO(,) 

Compounding the problem, many patienls -- and 
espeCially older adults -- are being seen by more 
than one physician or other prescriber, and each 
rna)' be prescribing medica tions [or a specific 
condition. Unless there is a pri mary care provickr 
who coordinates these medicat.ion regimens, the 
number or difl'erenL medicines the patient takes 
each clay may limit adherence while also increasing 
the risk or med ica ti on errors and harmrul drug 
interactions. 

Beyond the complexity or the regimen, concern 
about medication sicle effects rem8ins a powerlu] 
barrier to patient adherence. In a 2005 survey 0 1' 
2,507 adu lts conducted by Harris Interactive, nearly 
half' of the responden ts (4.5 percent) reported not 
taking lheir medicines due to concerns about side 
elTects ,"fO Conversely, wilen medications such as 
antidepressan ts ane! corticos teroids are slow to 
produce intended efl'ec ts, patients may believe the 
rnedication is not 'vvorking and cliscontinue use dK) 

AddreSSing th ese medication-related fac tors will 
require beller communication between the patienl 
and his/her prescriber about. whal to expect Imlll 

treatm ent and about the patient's medication 
challenges (including the number of medicines 
being taken, worries about side elfects and how to 

admi nister and moni tor the med icine) Through 
high-quali ly, two-way discussions, cli.nicians will 
be able III identify and discontinue unnecessary 
medic8t ions, simplify dosing regimens, and 
add ress other Illedicatioll-related issues tha t make 
adherence difficult. 

PATIENT-RELATED FACTORS 

Patients ultimately are in control of whether, 
how sa fely and how appropriately they take their 
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medicines. For example, a common reason why 
patients don't t3ke their medicines is simply 
forgetfulnessYl)) AnoLher signiflcam barrier is the 
inability to understand and act on instructions Cor 
taking the medicaLion. In fact, ,,1 study found that 
60 percenL or more of paLients being Collowed could 
not correctly report what their physicians told 
them abouL medicaLion use 10 to 80 minULes after 
receiving the information. hO) 

vVhile problerns such as these are significant, 
public health of/leials are increasingly concerned 
abouL patienLs and especially t hose with chronic 
conditions requiring long-term therapy, such as 
aSLhma, diabetes, and hypenension, who make a 
cunscious choice not Lu fill Lhe prescriplilln, noL Lu 

take their medicine as prescribed, or to discominue 
thenljly. lnr-luencing tllese decisi()]ls are a numher 
of factors related to the patient's experiences, 
percepLions, and understanding about his or her 
disease. These include:(41) 

1. 	 Perceptions about the nature and severity of 
their illness; 

2. 	 Denial of illness (m d t he need to take 
medicines; 

3. 	 The assumption Lhat once the symploms 
improve or the person "feels beuer," he or 
she can discontinue use of the medication; 

4. 	 Limited appreciation about the value of 
medicines when properly used; 

5. 	 Belids abou t the effectiveness of the 
treatmenL; 

6. 	 Acceptance oC taking medicaLions ['or 

preventive purposes and for symptomless 
conditions (e.g. statins to lower blood 
cholesterol levels); 

l. 	 vVorries abouL the social sLigma associated 
with tak.ing medicines; 

8. 	 Fear of side effects or concern about. 
becoming drug dependent; 

9. 	 Fcar of need les and the need for selJ
injections; 

10. 	 Lack of confidence in the ability to follow 
the medication regimen; 

11. 	 Media intluence regarding safety or risk 
issues associated with particular mediCines; 
and 

12. 	 Lack of positive mOLivaLions and incentives 
to make necessary changes in behavior. 

Along with these attitudes and beliefs, the duration 
of the course or Lherapy also contributes to wheLher 
and hmv patients take their medicinesyt,) Ad herence 
r3tes have been found to decline over time when 
patients are treaLed ['or chronic conditions.c.'cil 

Moreover, for many Americans, the high COSL or 
medications is a barrier to medication use.Ul)) In a 

2004 study of nearly 14,000 lVledicare enrollees, 
29 percent 0[- disabled people and 13 percent of 
seniors reponed skipping doses or not filling a 
prescripLion because or COSL.ii~) Limited access LO 

heZllth care services, lack of financial resources, and 
burdensome work schedules are also associated 
with poor adherence to medication regimens.(2l 

Compounding these problems is the irnpaCl or 
low health literacy and limited English language 
profiCiency, which greatly affect the ability 0[: 

patients to read, understand, and act on health 
information abouL medication usc. According 
to published studies, 45 percent 0[' the adult 
population (90 million people) have literacy skills 
at or below the eighth grade reading level, making 
it dillicult for these individuals to read health 
information, undersLand basic medical instrucLions 
Clnd adhere to medication regimens.hJ

) In one st udy 
involving patiel1ls over age 60 who were Lreated aL 
two public hospitals, 81 percent could not read or 
understand basic materials, such as prescri[Jtion 
labdsYi\\ A 2006 sLudy, published in the Annals of 
Internal Medicine found that low-literacy patients 
have difficulty undersLanding basic in[onnation 
regarding medication dosage. \rVhile over 70 percent 
of the respondents correctly sLated inSLructions 
about taking Lwo pills twice a day, only one-third 
(34.7 percent) cDuld demonstrate the correct 
number 0[' pills LO be taken dally.(i.jl 
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FUrlher, studies have round that people with 
low health literacy or limited English language 
pmllcicncy are often ashamed to get help wi th 
medical instructions, I];) which increases the 
li ke li hood that they will not be able LO follow their 
Lreatment regi.mens. As a res ulL, the u.s. Su rgeon 
General , the National Quality Forum, and other 
stakehold ers have called ror immedia te acti on LO 
improve adherence among these sizeable vulnerable 
populati ons . 

PRESCRIBER-RELATED FACTORS 

In 1C)C)5, NC P1E iden tifi ed [he lack of awareness 
of bas ic co rn pliance management principles 
among some clini cians as a major causa l factor lor 
prescription non-adherence. MOLT than a decade 
larer, this appears to remain the case. Accord iJlg to 

a 2004 telephone survey concl L1cted by the Food 
and Drug Administration (FDA), only 66 percent 
o[ consumers polled reported rece iving instructions 
[rom the ir physician abou t ho,v often to take a new 
medication and only 64 percent were told how 
much LO take. I·;!>1 The su rvey also examined the 
receipt of medicine info rmation at the pharmacy. 
Here, the fi gures dropped considerably, to 31 
pe rcent (how often to take) and 29 percelll (how 
much to take) respectively. (%) 

Why is th is the case? One reason is that clinicians 
tene! to overestimate the extent or thcir patients ' 
ab ility to adhere to a medica ti on ITgimen and the 
paLients actual adherence level tn one study of 10 
!amily physicians who had known lnCln y of their 
patients [·or more than five years, resea rche rs kl111ld 
that only] 0 percent or the physicians' estimates 
of adherence with digoxin therapy were accu rate 
when compared with informat ion from a pill COUIll 

and serum digoxin concentration rneasUI-e nwn tsO.'!1 
Earlier studies repo n ed that health profess ionals 
overstate the 8dhere nce o[ their patien ts by as much 
as 50 perce nt.'H) 

At the same time, the WHO report attribut es 
lack o[ adequatc medication counseling to the 
outdated 11ClieF tbat adherence is solely the patien ts 
responsibility ,li Practical issues such as lack or time 
anc!lack or Financial reimbursement [or education 

and counseling also represent persisten t barriers [ 0 

health care provider adherence intervelllions ( 48
) 

Besides these practical issues is the Fac tor 01' trust 
between the clinician and the pati ent According 
to a study recent ly reported in the Archivcs or 
Internal Medicine, when physician trust levels are 
low, patien ts are more likely to l·orego the Llse of 
med icat.ions(i9) This study suggests that clinicians 
need to encourage adherence through behaviors 
deSigned to improve patient trust. Further, a 
m~ta-ana lysis of 21 studies assessing the quality or 
physician-pati ent communicat ion round that the 
quali ty of commun ica tion both in the history- taking 
segment or the visiL and during d iscllssion o r Lhe 
management pla n signif icantly improved patit: nl 
health outco mes( j,n 

Fina ll y, there is lhe pervasive problem 01
puo r cornn! un ica tion belween lhe clinician 
and the patien t. Because lhis lack of elTective 
communication can !eac!to medication errors and 
non-adherence, the Institu te (lMeclicine (TOM) 
in its landmark 1999 report - To Err is Human; 
Bcd/ding (l Sc~re r /-lealth System - called on clinicians 
to educa te their patien ts abou t the me.dications 
the>, are taking, why th ey are taking Lhem, what 
the medications look like, when time patients 
should take thei r med icines, pOLentia l side errects, 
what to elo if· a patient experiences siele elTec ts, and 
whaL regular testing is necessary(j l) Os terberg and 
Blaschke also preselll a range 01· coml1lunications
based stra tegies for improvin g medication 
adherence in their rev iew anicle, Adherence to 
Meciiwi.iol1, published in the Augus t ~, 2005 issue 0[· 

the New EnglcwdJou rnal (:/ Medicine. ,ll (See Table 2; 
page 30 0[· thi.s repo rt ). 

PHARMACY-RELATED FACTORS 

Beca use pharmacists have cl irec l ane! frequent 
contact both with p re.scribers and patients, research 
suggests thm communily-based phamlacisl.s 
can playa unique role in promoting medication 
aclherenceD ror example, a study examining . II» 

l.he interaction 01' 78 am bulatory care clinical 
pharmacists Wi th 523 patients treatecl at sele.cted 
Ve.Lerans Affairs medical ce nters over the course 
of a year round tha t pharmacists were responsible 
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for adjusting patienLs' drug regimens as well as 
identifying and preventi.ng drug-related problcms.l~i2\ 

Also demonstrating the ability 0[' community-based 
pharmacists to increase medication adherence is Lhe 
recent Federal Study 0[' Adherence LO Medications 
in the Elderly (FAME) conducted among military 
llealth care: beneficiaries aged CiS years or older 
who were prescri.bed at least ['our chronic 
medications a day Designed to assess the efficacy 
of a comprehensive pharmacy care program, 
this multi-phase study examined the impact of 
patient educaLion and the use or an adherence aid 
(medications custom pctckaged in blister packs), 
finding that the prugram increased medication 
adherence and persistence, whereas discontinuation 
of the program was associated with decreased 
medication adherence and persistence.[~'\) Findings 
['rom the FAME study call for greater emphasiS 
within health care delivery systerns and policy 
organizations on the development (md promotion of 
clinicJI programs to enhance medication adherence 
particularly among the at-risk elderly population. 

Despite these research findings, however, lour 
c3tcgories of pharmacy-related barriers to improved 
patient adherence remain and must be addressed. 
Broadly dehned, Ihese categories are: the atl itudes 
of patients and pharmacists, the knowledge level 
or pharmacists, the operational aspects or the 
pharmacy practice, and proCeSSional barriersyfll 

[n its 1995 report, NC])IE identified many 
attitudinal barriers that conLribuLe to Lhe poor 
adherence, including the perceptions or patients, 
caregivers, and other health care providers about 
Ihe expertise or pharmacists and the pharmacist's 
\villingness to tailor education and counseling to the 
needs of Lhe paLient.. Moreover, pharmacists' own 
views about their role in medication adherence can 
be a factor. Many pharmacists are accustomed to a 
paternalistic relationship where the pharrnacisl tel1s 
the patient what Lo do and the patient is expected 
to follow those instructionsyt,l Further complicating 
the situation for pharmacists is identifying potential 
adherence problems when medication regimens can 
be complex and then applying complex technical 
information to practice situaLionsY'») 

Beyond these issues, NCPIE has noted functional 
zmd profe,'-i:;ional harrier:; that can signi f-lcan rly 
imp8ct the ability or pharmacisLs to engage in 
adherence education and counseling. Functional 
barriers can include space limitations, Lime 
constraints, the lack of resources, and the lack 
or management support to counsel patients on 
medication adherence. I))) Moreover, thousands 
or phcumacies must divert time and cannot 
efficiently fill prescriptions because information 
needed to obtain reirnbursement frequently cloes 
not appear on a patient's drug bencht carel. /\s 8 
consequence, thousands of hours are occupied 
calling employers or insurance companies to obt8in 
this in ['ornlaLion Yil)i Reimbursernent for counseling 
patients h8s not kept pace with the pl1armacy 
profession's attempts to obtain this payment, 
although the Medicare prescription drug henefit 
plan affords opportunities due to requirenlents for 
medication Lherapy rnanagernent prograrns (MTMP) 
r-or sl,eci ric enrollces. 

Prof'essionallJcHriers also arise r'l-oln a lack of 
consensus within the pharmacy community about 
the role oC pharmacists in health care delivery. 
To gain this consensus, national pharmacy 
organizat ions have endorsed l he concept or 
"pharm<1ccutiGd care,"(57) a maturation of pharmacy 
as a clinical proression, with pharmacists 
cooperating directly with other pro['essionals 
and the patient in designing, implernenting and 
lllOniLoring a LherapeULic plan. This approach 
requires a knowledgeable frontline starr supported 
by rnanagers, oLher pharmacists and eITecLive work 
systems. 

GOVERNMENT IMPEDIMENTS 

The pharmaceutical care model advanced by the 
pharmacy community is predicated on supportive 
government policies. However, a TlUITlber or [:ederal 
and state laws, as currently interpreted, may actually 
impede the availability oC adherence assistance 
programs. 

One such impediment is the federal anti-kickback 
statute containing rules that cover btlsinesses 
reimbursed by Medicare, Medicaid or other l'ec1erally 
funded health care programs. This statute is so 
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broadly written that many types of health care 
practices and business relationships designed to 
increase patierlt adherence may theoretically be 
subject to criminal prosecution uncler the statute. 

To hel p address Lhis problem, the Ollie( DC the 
Inspector General (OIG) within the Department of 
Health and Human Services (HHS) issued regulations 
granting "sale harbor" protections to certai.rl types 
of health ca re practices and busi ness arrangements. I 
However, because O [(;'s regulalions cl on't speCi fi cally 
cover pa tient education, meciic31ioll refill rerninder 
progrmns and other pharmacy-based adherence 
messaging programs, the result has been a reduced 
LIse 01' adherence messaging programs. In an 
abundance 01.' cauLiun , sume rdil1 rem inder programs 
now exclude any pa tients who participate in any 
reeleral health care program (e.g., Medicare, Medicaid, 
TRICARE) ." 

Another impediment to pharmacy ad herence 
assistance programs involves federal and state medical 
privacy requirements. At the leclerallevel, there is 
the "Privacy Rule,'" a se t or fede ral medical privacy 
regula tions issued to implement the Heal th Insurance 
Portabili ty and Accountability Act of 1996 (HIPAA) 
Although these rules permi t health care providers 
to carry out "treatment" func tions, including 
refill reminders and other adherence messaging 
programs, without fIrst obtaining tlle patient's wl-inen 
permission,'1 some privacy advocates object to these 
provisions. 

Wi th these conce rns in mind, the National 
Consum ers League (NCL) created vo luntary 
performance-based Best Practice Principles that 
build on the requi re ments contained in the HIPAA 
plivacy rulc C ,!) Developed by a Working Group 
01' representatives ['rom public interest groups, 
health professional societies, tlle consumed 
privacy movement, pharmacy industry trade 
groups, pharmacy vendors, retai l chains, and 
the pharmacelitical industry, the Best Practices 

- - --_..._.._.._ --.__._. _._-_..._.. _--_. _ ----------_.-----_..._._.• 
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~ To the cxtent that the amil(ickback statute discourages refi ll reminders and other compliance progmfns, its eHect. is som(~wh;:H at odds WI th the Medicare Modernization Act, 

w hich requj((~d that, every Part D benefir pla n implc[llent medication managemen t therapy prowams (MTMPs ), MTMPs ,H'e deSigned to optimize the therapeutic outcome of drug 

treatment for cenain beneficiarie.s rhrolJeh education and management pl'ogrnms. Improved medication compli<ance and adherence is a key part of a successful MTMP. 

J Plib. L. No. 104- 191. 

.., 45 C.F.R. § 164 .506(.) and (c). 

Principles are imended to bridge the gap beLween the 
protections afforded by H1PAA and fair infomlation 
practices that deline the degree 01" contrulthat 
consumers shou ld have over the ways the.i r health 
information is useci . Accordingly, the Best Practi ces 
Principles incl ucie: 'oSl 

+ 	 Ensuring that a pharmacys NoUce or Privacy 
Practices can be easi ly understooci; 

+ 	 Provid ing pat ients with a descript ion of 
pharmacy messaging progra ms; 

+ 	 Provi ding an opportunity to opt out of the 
pharmacy messaging progranls; 

+ 	 Ens1.ning that opt-out mechanisms function 
pro perly; 

+ 	 Identifying sponsorship: 

+ 	 Disclosing limitations of materials as <1 source. 
or healtb care inllmnation: 

+ 	 Providing in l'o nnation Lhat is clear anel 
reliable; 

+ 	 Endeavoring to use ciiscrelion in 
communicating about sensi tive subjects ; 

Ensuring that persistence and adherence 
messages are wri tten in a manne r consistent 
with available data about the characteristics 
of effective messaging; and 

+ 	 Engaging in messaging about alternative 
and/or adjullctive the rapies only when there 
is a clear potential benefit to pat ients. 

Even with these vo luntary plinciples, however, 
HIPAA does not preempt state law, which is why a 
nUlnber of sta tes have enacted , or are consicieling, 
legislation to restrict the ability of pharmacies to 
m ndlIct adherence messaging programs. As with 
the federal anti-kickback statute, the L1nil1lenciecl 
consequence of some of these state laws is uncertainty 
about which types of medical information require 
patient aUlholizarion and wh ich do not. For example, 
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the California Confldentialily or Medical Information 
Act (CMIA) provides (in relevant part): 

Except to the extent expressly authorized 
by the patienL ... no provider of health care 
... shall intenLionally share, sell usc Cor 
marketing, or othelwise use any medical 
information for any purpose not necesswy to 
provide hcclllh ceLrc serviccs to lhe patien r.:j 

When read literally, the CM1A seems to prohibit 
adherence-messaging programs wilhuut specific 
authorization, when in tact, the Act views these 
programs as "necessary to provide health care 
services" and exempls this requiremenl. The CM1A 
also exempts the authcl1ization requirement [or 
adherence cornrnunications lhal address a "chronic 
and seriously debiLit,Hing or lire-threatening 
condition" if certain conditions are sacisfied. 6 But 
since there is uncertainty as to how staLe regulators 
could interpret these provisions, many pharmacies 
and pharmacemical rmmuf'acturers have opted not to 
nm adherence programs in California, or run thern 
on a limited hasis. The consequence is Lhat adherence 
communications ['or medications ['or diabetes, 
osteoporosis, asthma, hypertension and heart atLack 
and stroke prevention novv being provided in other 
statc:~s are, in some cases, being wi th heJd from 
Cali ['ornians. The same situalion could resull it' a 
number of state bodies enact legislation that broadly 
prohibit the use of prescription drug information for 
commercial purposes, including pharmacy-based 
programs funded through third parties. 

LINIITED FEDERAL SUPPORT FOR 
ADHERENCE RESEARCH 

Besides f'ederal and state laws and policies that impact 
the availability of adherence assistance programs, 
insu!licient federal funding ror adherence research is 
zmot.her impediment to improving medication use. 
Although createdlhe Adherence Research Network to 
identity research opportunities at its 18 Institutes and 
Centers, the Network has been inactive since 2002. 
Moreover, in 2000, when the Network was rOunding 
adherence research, the actual NTl-[ dollars earmarked 

I Cal. Clv, Code § 56.1 Old), as amended by A.B. 715. 

2 Cal. Clv. Code § 56,05(f)(3), 

Cor testing intervenlions lo improve medication
taking behavior was only $3 million in a budget or 
nearly $18 billion.'iC)) The overall NIH budget in 2000 
was $17,8 billion. 

Such paucity in adherence research funding has 
implications for public policy, as pohcymakers look 
to researchers to help determine priorities ['or the 
medical cOTnmunity. vVhile NIH dollars are being 
spent on patient adherence as it applies to treaLing 
spccihc disease SLates, very little is actually going 
into tesLing interventions and measuring lheil' 
c[TecLivt~ness. Thus, a key goal wi1l be to re-invigorate 
the Adherence F~.esearch Network while incn:',asing 
subslanLially the level 0[- NIH funding ['or research 
to test adherence interventions and measure their 
effectiveness. 

Kripalani, Yao, and llaynes (Interventions to 
Enhance Medication Adherence in Chronic Medical 
Conditions) point out key limitations and challenges 
for future adherence research, noting that because 
most ui' the available literature does not separate 
out the effects or the individual componenls of 
multifaceted inlerventions, it is nOl possible to 
draw ddinitive conclusions about which features 
or combined interventions are most bendicia1. 1hl

)\ 

Additional research, the authors note, is needed 
to clarify 'vvhich features are most responsible for 
changes in adherence and clinical outcomes, with 
the cave(lt Lhal individual components may not prove 
power[-ul enough to show important elTecLs. 

Future sludies should also exarnine the dIect or 
vm)'ing the intensity 01- interventions to determine 
dose response relationships. Such findings would 
have important implications ['or health systems 
considering the implementation of patient adherence 
~programs on a large scale. Investigalions should be 
conducted with clinically meaningful outcomes as the 
primary end points and be sufficiently powered to 

detect a di [Terence in these measures. Most irnportanL, 
fUlure research shuulc1 seek to understand the 
determinants or adherence behavior and to develoF) 
and test innovative ways to l1elp people adhere 
to llrescribecl medication regimens, rather lhan 
~JersistiJlg vvitll (60) 
"'~" """"'" "''''''''''~"~,, """"""""~,~,,,~~~~~~ """" ~~, ,~"~"""""" 
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Strategies for Improving Patient Adherence 


How do we change behavior! How can we 
motiva te patients with chronic illnesses to take steps 
that will keep their diseases frOill progressing' How 
can we engage health professionals to in tervene 
with patients and their caregivers abou t the 
need to rake medicines as di rected -- sometimes 
for life? And how can we elevate the subject of 
prescription med icine adherence, an issue to which 
Americans have been large ly indiffe rent , to one that 
is both compelling and actionable by all alIeCled 
stakeholders' 

These are the challenges I'ac ing the u.s. health 
system at a time when lac k or patient adheren ce to 

medication reg imens , especially lor the treatment 
or chronic conditions , leads to unnecessary disease 
p rogression, dise ase complications, reduced 
hJncti onai abilJtics, a lower qualit y or'IHc , an d eve n 
dea th . To address this serious problem, a range of 
strategies mUSl be used to ta rgel the undedying 
causes of poor adherence and to make the relevance 
of taking medicines as prescribed meani ngfld to 
all stakeholders -- patients, caregivers, clinicians, 
payors, public hea lth advocates, and policymakers. 
Bu t this does no t mean starting ['rom sc ratch: 
extensive research exists that provides insights 
into eiTec ti ve ap proaches to impro ve adherence to 

therapeut ic regimens. 

RECOGNIZING THE DISEASE 
CHARACTERISTICS OF 
NONCOMPLIANCE 

The 1994 report No ncompliance Wilh Maliwl iol1s: 

An Ecol1om.ic Tragedy WiLlI ImporLunt ImpliwliollS 
jor Health Ca re /7,ejorm introduced the concep t that 
non-adherence is a disease because the problem 
sha res many features 0 [' a medi cal disorder, 
including:m, 

Non-adheren ce can lead to in creased 

morbidity and mortali ty; 


+ 	 The problem can be assessed and 
monitored; 

+ 	 r:rrcctive interventiolls have been identified ; 

+ 	 Triage is needed to identi Fy chose patients at 
greatest risk of non-adherCl1ce; and 

+ 	 Non-adh erence is a public health problem 
For which prevention is an important goal. 

1n li gh t or these similmities, approaching non
adhere nce as a disease could be an important step 
towards increasing the extent to which patien ts take 
the ir med icat ions as prescribed by thei r he::l1 th care 
provider(s) , Wi th im pl iGl tions fo r rese(l rch , heal th 
poli cy, and the day -to-clay practi ce of medicine and 
pharmacy, widespread recognition 01- the disease 
characteris tics or non-compliance would put the 
issue into a new perspective thm would help ga in 
the attention, focus and sustained commitment that 
this problem deserves, 

INCREASING PUBLIC AWARENESS 
THROUGH EDUCATION 

To motivate patients to ad here to their medica tion 
regimens, the Arnerican public musl firs t 
recognize the role each person plays in takin g 
their medications as prescribed or in making 
sure that a loved one do es so . Simply pu t, th e 
Americll1 public needs increased educa ti on about 
medicat ion adherence tha t cap tures their atte.n ti on, 
increases their un derstanding, and enhances their 
motivation to take their prescribed med ication in 
the recommended way. 

To achi eve these goals, spec ialists in medica ti on 
use adv ocate mounting a sustained , national 
publ ic education campaign to proVide pat ients 
<md caregivers with meaningful informat ion about 
adhere.nce that they can incorpora te in to thei r 
daily lives. Ulti mately. en listing the support and 
part ici pation of many stake ho lders -- including 
the publi c health colllillunity. physicians and other 
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prescribers, nurses, pharmacists, the pharmaceutical 
industry, government, private payors, and consumer 
organizations - such a campaign must elevate 
aclberence as a health priority and utilize mull ipk 
information channels to engage the public on a 
sustained basis. Only by making the public aware of 
the role individuals play in the rnanagement of their 
own health conditions will we empower people 
to ask questions about their rnedicincs, fi 11 [hei r 
prescriptions, and follow their treatment regimens 
as recommended. 

PATIENT INFORMATION 
STRATEGIES 

As noted by the American I-lean Association, the 
ratior13le ror enhancing adherence is based on the 
prernise that the patient will get well or stay well 
ir the physician, other health care providers, and 
the health care organization make appropriate 
recommendations, providing the patient has 
the requisite knowledge, motivcHion, skills, 
and resources to follow the recommendations. 
Specifically, the Arnericcln Suciety or Consultant 
Pharmacists states that patients lleed to knowYli' 

+ 	 Wbat cond ition the medicine was 
prescribed to treal. 

I- What the medicine is, why it is needed ane! 
how it works in the body. 

+ 	 Why the medicine was selected. 

+ 	 The dosage schedule and related 
instructions about how Lo lake 1he medicine 
(before eating, with food, etc). 

+- Whether the medicine will work safely 
with other medicines being taken 
(both prescription and nonprescription 
medicines). 

+ 	 What to do if doses arc lllissed or delayed. 

-\ 	 The common adverse elTects that m8Y occur 
8nd what to do about them. 

110w to lllonitor whether the medicine is 
having its intended effect (are lab tests or 
blood work necessary; if so, how often). 

+ 	 Serious adverse elTects to look out for and 
what to do if they occur. 

+ 	 What action to take when the rrescription 
is about to run oul. 

In the outpatient seLLing, the primary opportunities 
Cor providing this in ['ormation to tbe patient 
occur in discussions when the prescriber writes 
Lhe prescription and when the patient flUs the 
prescription at the pharmacy. Visiting nurses in the 
home setting also have an opportunity for such 
dialogue with patients. During tllese discussions, 
research has found that relaying the mosL irnportanl 
inCorrnaLion Cirst, repeating key puints, and 
having patients restate key instructions increase 
patient understanding.liJ2i Moreover, data sho'vv 
that providing palien!s witll information about 
possible adverse effects does not appear to decrease 
ad herence. (6.li 

Besides providing basic information about how 
to take the medication correctly, an important 
reason for clinicians to educate patients about 
rl1eir medication rcgimcllsis to address COIlllllOll 
misperceptions that le8dtD nOll-Zldherence. -rhis 
lllay include Ihe perception that the medication can 
be stopped when the condition improves or that the 
medicine is only needed when Lhere are SYIT1ptorns. 
!V!oreover, studies demonstrate the benefiL5 oC 
improved adherence when patients are encouraged 
to ask questions and sharc inlormation, This 
process is built upon the Health Belief Model, one 
01' the most widely used conceptual f'rameworks in 
health behavior, which suggests that people's beliefs 
guide their undersLanding or and response to their 
d iseases. l2[') 

T~fowever, since studies find patients forget 
more than half of the information from a verbal 
explanation imrnedialely afLer they hear it,IITI health 
care providers should welcome patients who bring 
a panner or caregiver as a "second set of ears," 
and should ask patients to repeaL instructions and 
encourage note taking during the oral discussion. 
Complernent ing these actions, providing written 
inknmation about the medication has been shown 
to improve paLients' knowledge and decrease 
meclici1tion errors. A 2007 study conducted 
by researchers at the Arnold &Marie Schwanz 
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College o[ Pharmacy and Health Sciences, Long 
Tsland University, found that approximately two
thirds of surveyed patiems reponed reading the 
non-man uractu rer deve loped consumer m edicine 
information (CMI) Ieanets about new m edication s 
provided by pharmacies .'o'l ) Accordingly, the study 

recommends Lhat pharmacists shou ld encourage 
patients to read the CM I leanet and promote it as a 
useful resource, although this information shou ld 
be used in conjunc tion with, but not as a substitute 
ror, oral discussions.' 4") 

Tn the case 01' teach ing complex medicatio n-taking 
techniques , such as using a metered dose inhaler 
LX administering an injection , oral and written 
inrormaLion will nuL su ICiee . He re, patien ts need 
a hea lth ca re provider to walk them through the 
process in easy steps and to obse rve while the 
patien t repeats the procedures. The health care 
provider is then ab le to answe r questions, po int out 
any problems with the pa tient's technique and 'work 
with the patient to repeat the procedure umilthe 
problems are resolved. 

While al l these strategies are he lprul in promoting 

patient adherence, how the information is conveyed 
also mallers greatly to ho w patients uitilll<ltely 
respond. For exmnp le, a 2006 study conducted 
for the American College of Physi cians (ACP) 
Foundation and reported i.n the Annals of TnLemal 
Medicine'(':,) founcltha t a maj or barrier to paLi em 

adherence is paLieTll understanding 01' presc ription 
drug labels, inc luding the format , content , an d use 

of med ical jargon. Because th is problem is espeC ia lly 
acute among those with lower literacy (eighth 

grade leve l or below) and patients taking multiple 
presc rip tion drugs, the ACP Foundation has 
launched a Prescription Med ica tion Labeling project 
to add ress the proble ms associa ted with poo r health 
communication. 

A key sLra tegy of the Prescri.ption Medication 
Labeling project is the use of patient-centered 
counseling, an approach th at rocuses not onl y on 
the con tent of the in formati on but also on the tone 
used by hea lth prul:essionals. As cle ta iled in Lhe 

1995 NCPIE report, pa ti ent ad herence improves 
when professionals:uh) 

+ 	 Are warm and caring and respect the 
pat ient 'S concerns, 

+ 	 Talk to pat ients cl irect ly 8bour the need ror 
ad he rence, 

+ 	 Probe patients abou t their medicine taking 
habits and health beliefs, 

+ 	 Obtain agreement [rom the patien t on the 
speci fi cs 01 the regimen , includ ing the 
medical treatment goals , 

+ 	 Comlllu n icale rhe henefil s and risks of 
treatment in an unders wnclable way that 
rosters the perception that the palient has 
made an informed choice abou t his or her 
care , and 

+ 	 Probe fo r and hel p resolve patient concerns 
up front so they do nor become hi dden 
reasons for non-adherence. 

BEHAVIORAL REINFORCEMENT 
AND PATIENT SUPPORT 

Especially in chronic d isease management, where 
medicat io n is req uired on a con tinuing basis, 
adherence with medi cation regilllensinvolves a 
change in beh avior on the part o[ the patient. ((i/o) 

[n some cases, patients may need to lake spec iFic 
med ications every day at a set time. Adherence 
also req uires t.hat pal1 enlS remember to get theil' 
prescriptions refi lled and to incorpo rate their 
medicatio n La k ing into the ir dai ly schedul.es and 
Ii restyle 

Becm.lse these ac tions require diligence, adherence 
can be viewe d as a continuum, with most pat ients 
starling as ve ry di ligent and decli nin g over time. 
Adherence has also been shown to decline between 
visi ts to the p hysician/ clinic. 'l ) That is why regular 
interac tion between patients and heahh providers is 
so important fo r improving m ed ication use. 

Recognizing these challenges, adherence researchers 
stress the importance of tailoring the medicati on 
regimen to the par.ient:s daily schedule ancl li kstyle, 

such as: 
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+ 	 Decreasing the number of' daily doses to 
once or twice a day;(17,3(') 

+ 	 Eliminating unnecessary or redundant 
medications or using combination producLs 
when possible; 

+ 	 Changing the roLlte ol~ administration, such 
as using OTal medications or tnmsdermal 
patches; and 

+ 	 Decreasing the overall cost of the 
medication regimen if' alTordabi liLy is a 
barrier to compliance. 

Additionally, long-term adherence requires 
behavioral reinforcernent and patient support 
strategies thmughout the continuum 0[' care. 
Providing cues LO paLients -- through medication 
packaging that helps patients chan and remember 
to take each dose and through tools such as 
rnedicaLion organizers and reminder chans -- have 
been shown to improve adherence. A personal 
medication chan encourages the patient to keep 
a l.ist or aU the prescri pt ion and over-the-counter 
medications used, including recording how much 
to take, when and how to use the medicine, why to 
use the medicine, and the name of the prescriber. 

Another approach that has produced measurable 
outcomes is direct-to-patient adherence programs, 
such as arranging supportive home visits by 
health C8re providers or encouraging the patienL 
LO establish a buddy system with a l'riend who 
also takes daily medication. 1n a meta-analysis of 
153 swdies assessing the elTeCliveness or dilTerent 
adherence inLerventions, those that combined 
educational and behavioral approaches were more 
successful than single-focusedinterventions.«(}7) 

Along with these strategies, specialists in the fIeld 
are advocating for broader awareness and adoption 
of new Lechnologies thaL make it possible to 
engage patients more dlectively about medication 
adherence, For example, prescribers can use 
email to comrnunicate directly with patients who 
are encouraged to ask questions electronically. 
Pharmacies can use adherence-messaging programs 
to reach patients using letters, newsletters, 
brochures, Lelephone calls, e-mails, [axes and 
even pagers. These programs can be triggered by 

(lutornaLed phannacy dispensing records, based 
on estimates of when the patient may run out of 
Lhe medicaLion. These communications not only 
rernind Ihe paLient Lo rdill the prescription but also 
emphaSize Lhe importance of following their health 
care provider's instructions and keeping [,ollow-up 
visits. 

Other technological innovati.ons that have the 
potential to improve medication adherence include 
electronic reminckr devices and autonlatecl 
medication dispensers. For example, electronic 
pillboxes are available that can be program.rned to 
light up when a close is due. Also in devt'!opment 
is new technology that allows a microchip to be 
embedded in the packaging to monitor the dales 
and times when the package is opened, allOWing 
pharmacies to scan theinl'ormation and plot out 
patients' medication taking patterns. 

STRATEGIES DIRECTED AT 
HEALTH PROFESSIONALS 

AlthoLlgh ultimately paLienLs rnLlsL make Lhe 
decision to fl11 their prescriptions and take their 
medicines as prescribed, improved adherence 
requires the successful interplay between the patient 
and those involved in managing his/her care -- the 
phYSician, physician assistant, nurse or nurse 
practiLioner, and pharmacist. This partnership is 
the principle behind patient-centered medicine,lill:\' 
where clinicians cooperate directly with the patient 
in designing, implemenLing and rnonitoring a 
Lherapeutic plan. 

Shifting to a patienr-centered approacl1, however, 
requires that health care provide.rs have the 
knowledge to educate and counsel abouL 
medication adherence. As a result, specialists 
advocate starting with increased training of 
prescribers, nurses and pharmacists to improve 
their adherence-related skills. lh1

" Currently, courses 
in paLient education and adherence promoLion are 
incorporated into the curricululll or many nursing 
andpharrnacy schools, bm Lhere are major gaps, 
especially in the training of medical students. It is 
not surprising then thaL even 21l11Ong healLh care 
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professionals, studies llncl that lack of rnedicaUon 
adherence is a problcm.(16) 

To fill this troubling education gap will require 

developing a curriculum that win allow medical, 
nursing and pharlTlacy students Lo conceptualize 
and execute responsible medication-related 

problem-solving on behalf of individual patients. 
Curricula should be designed to produce graduates 
with sufficient knowledge and skills to provide 

patients with adherence education and counseling 
competency. Expanding the core competencies of 
clinicians also reqUires a significam im!estmenL in 
expanding professional education through courses 
provided by recognized medical sub-specially and 
allied health organizations as wen as lecture series 
on patient adherence. 

At the same time, improving the ability of patients 

LO adhere to their therapy regimens necessitates 
an expanded role [-or pharmaCists, who are among 

the most accessHJle members of the health care 
team once medication therapy is initiatedY) There 

is also growing evidence Lhat pharmacy-based 
imerventions are effective in irnproving drug 
therapy results. For example, in a sttldy where 
pharmacists provided adherence counseling to 

patients with high blood cholesterol, medication 
adherence improved from a national average or 40 
percent to 90 percent y,CJ) 

To capital ize on the role 01' pharmacists as the 
nexus for conducting adherence interventions, 

the pharmacy community has been working to 

implement collaborative drug therapy rnanagement 
(CDTM) through which pharmaCists and physicians 
voluntarily enter into agreements to jointly manage 
a patients drug therapy.C/O) Currently, 40 states 

have speciflc laws that allow CDTM and others 

are developing or revie\ving proposed legislation 
to enable CDTM for improved disease and drug 
therapy rnanagement.(S61 

At the same time, more initiatives like the 
"Ashevllle Project," the longest-running test using 
pharnlacisL intervent.ions to irnprove patient 
adherence \v1th diabetes and asthma regimens, 
are needed to improve health outcomes.'m 

Featuring patient counseling, the Asheville Project 

;!.) r 23 

provides pharmacists with intensive training in 
managing the target disease and then pays them 
for monthly consultations with patients, during 
which they encourage those patients to adhere to 
the recommended lifestyle changes and prescribed 
medication regimen. Currently, the American 
l)harmacists Association (APhA) Foundation has 

launched the Diabetes Ten CiLy Challenge rnodeled 
after the Asheville Project to improve medication 
adherence among people vviLh diabetes.li2l This 

demonstrates that matching patients with specially 
trained l)hannacists is a useful strategy to help 
patients learn how to manage their disease more 
effectively while lowering the costs of health C8n'. 

Pharmacists should also take advantage 0[' advances 

within the practice that make patient adherence 
efforts more cJJecLive. Tl-lis includes designating 
areas within the pharmacy that are conducive to 
patient counseling and undertaking such aCLivities 

as monitoring blood pressure, blood glucose levels 
and other patient screening activities. Further, 

adherence technologies now make it possible for 
pharmaCists to conduct direct-to-paLient counseling 
programs Lailoredto Lhe needs of patients who 
have been prescribed medication in virtually 
every therapeuLic class. These programs can be 
implemented in various ['orms, including education 
and reminder letLers, e-mail messages, newsletters, 
hrochures, and phone calls. 

THE NEED FOR A 
MULTIDISCIPLINARY APPROACH 
TO IMPROVE ADHERENCE 

H the goal of medication adherence is to improve 
the outcome [or each paLient through the COlTect 

use 0[' prescribed rnedicines, then what is ultimately 
needed is a multidisciplinary approach LO adherence 
rnanagement whereby the paLient ane! all members 
of the health care team work together to cure the 
paLient's illness, provide sympLom relief, or arrest 
the disease process. This approach is intended 1.0 

convey a respect [or the goals o[ both the patient 
and the health proressional, and envisions patients 
and clinicians engaging in a productive discussion 
about medication regimens. 



The idea of a mUILtdisciplinary Leam is Lhe concepL 

behind the term "concordance" advanced by the 
Royal Pharmaceutical Society of GreaL Britain(ll) 

and other European bodies, and behind lhe 
term "pharmaceutical care ,"('ii) which has gained 

tracLion within the U.S. Regardless or the Lerm, 

the underlying premise is \vhat NCPIE calls the 
"Medicatton Education Team," a model of open 
communication and shared I-esponsibilities in 

which physicians and other prescribers, nurses, 

pharmacists and other providers communicate with 
patients at every "teachable medicine moment," 

making conlmunicaticm a two-way street, hstening 
to the patients as well 8S talking to them about 
Lheir medicine use. Since the 1980s, NCP1E 
has advocated ror the formation of a "Medicine 
Education Team" for every patient, so each 

individual is fully informed about each lllt~dicine hel 
she is taking, has the instructions for taking these 
medtcines properly, and knows the medication risks 
to avoid. 

Recognizing tl18t many interventions have been 
shown to be effective tn improving adherence 
rates, the \Vorld HealLh Organizatton (vVHO) 

report specihcally ca1ls on heahh profeSSionals, 
researchers, hea1th planners and policymakers 

to implement a multidiSCiplinary approach to 
adherence education and management,cll This 

has !eel to the creation of a speciaJ Task force on 
Medicines Partnership in the United Kingdom.en) 

ln the lJnited StaLes, pharmacy researchers are alsu 
examining ways to clemons crate the benefits of 

pharmacy-based adherence intervention services. 
vVhat is needed now is for leading phYSician, 
nursing, and pharmacy organizaLions to embrace 

NCPTE's concept or' the Medicine Education Team, 
resulting in its widespread adoption in clinical 
setLings. 

THE NEED FOR SUPPORTIVE 
GOVERNMENT POLICIES 

At a time when the number of prescriptions 
dispensed in Lhe tJ.S. is expected to grow to 4.5 
billion by 2010,C7'l) enabling pharmacists to use the 
most modern lechnologies to conduct adherence 

assistance programs vi/ould seem obvious. 

However, as nOLed previously, there are a varieLy of 

impediments, including !imitations by a nU1Tlber 
of federal and state laws. An immediate need is 

to resolve arnhiguities about whether sponsored 
programs fall within the scope of the feelera I 
ami-kickback sLatute, and to ensure that federal 
and state medical privacy laws make clear that 

pharmacies may cornmunicate wtth patients about 
the importance of adherence to prescribed courses 

of therapy, as long as such compliance programs 
address privacy- related concerns. 

THE NEED FOR RESEARCH 
SUPPORT AND RESEARCH RIGOR 

\ViLh the astonishing advances in medical 

lherapeutics chHing the past two decacks, one 
would think that studies abm.1t the nature 0 rnOll-

adherence and the effectiveness oC sLrategies Lo 
help palienrs (1Vercnme it wnu1c1 [lnurisll. On the 
contrary, the liLerature concerning interventions to 
improve adherence \ViLh medications remains ['ar 

from robust. Compared with the many thousands 
of Lrials rorindividual drugs and treaLmems, 
only;] few relatively rigorous trials of adherence 

interventions exist and Lhese sLLldies provide limited 
information about 1'10\,\/ medication adherence 

can be improved conSistently using the resources 
usually available in the clinical settingsYS) 

AL the SaIlle Lime, there has been inadequate 
funding [rom the Nll-I [-or research on the causes 

or non-adherence and Lhe tnterventions needed 
to improve adherence across types oj' health-care 

professions, settings, inLerventions, and persons 
or varying educational, economic, and ethnic 
backgrounds. Policymakers must re-examine 

how research on paLienl adherence is addressed 
within Nf[-[ with the goal or significanllyincreasing 

funding for research on interventions to improve 
adherence. \Vhile the creation of the Adherence 
Research NeLwork is a good start, now is the time lo 
invest in adherence research LO idenLify behaviorally 
sound multi-focal interventions across diseases (mel 
in difl'erent service delivery environnlenLS. 
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Advancing Adherence: 

A 	National Action Agenda 

10 PRIORITIES FOR ACTION 

Moun ting evidence shows that poor medi cation 
adherence is pervasive and cost ly. The problem 
alTec ts all ages, both genders and people 01 all 
socioeconomi.c levels. Non-adherence is particularly 
important for pa tiellls with chronic conditions as it 
leads to unnecessary disease complications, reduced 
functiona l abilities, a lower qua lity of liCe and too 
ol'ten , premature death. 

Because of' the nature and extent or' this 
challenge, NCPIE bas described non-adherence 
as Americas "other drug problem." NCPIE, along 
with N1H , WHO, and numemus voluntary 
health and pro ressional societies around the 
world, has colllr ibutecl a new uncle I-standing 
abo ut the importance or ad herence for successFu l 
treatmen t. The consensus of all stakeholders is 
that interventions that improve patient adherence 
enhance health status and reduce health care costs. 

But this consenSLlS is only the begi.nning or what 
is needed to address the proble rn or patient 
nonadhe rence. Adherence problems have been 
generally overlooked as a seri.ous public health 
issue and, as::l resul t, have received little direct, 
systematic, or sustained intervention. Moreover, 
Americans have inadequate knowledge about the 
Sign ificance or med ication adherence as a cri ti cal 
element 01-their irnproved health. Thus, a major, 
sustai.ned public education eFfort is requi red 
to educa te people before they become ill, to 
prepare them to respond pOSi tively to adherence 
inrormation when raced wi th a condition requiring 
medica tion. 

Because th e stakes are so high, NCPIE has become 
a convener and catalyst I'or promoting a dia loguc on 
new ways to advance patient medication adherence 
across the cO nLinuum or care -- from diagnosis 
through trea tment and fo llow-up patient care and 
monitoring. Acco rd ingly, NCPIE convened a p,mel 

or experts to create consenSLlS on ten national 
priorit ies that may have the greatest impact on 
improving the stale oJ' p,1liem adherence in the 
u.s. Ult imately invo lving the support and active 
partiCipation of many stakeholders -- the federal 
government, state and local governmenL agencies, 
proCessiol1:'\1 societies and health care practitioners, 
health eciucators, and palienL advocates -- this 
platl'orlll calls [or action in the following areas: 

1. 	 Elevate patient adherence as a critical 
health care issue. 
Medication non-acl herenceis a problem 
th8l applies to all chronic dise8se states; 
afTects all demographic and socio-economic 
st rata; diminishes the abi li ty to trea t 
diabetes , heart disease, cancer, asthma, 
ancl 1ll8ny ot her diseases; and resu lt s in 
su lTering, death, and sub-o ptimal utilization 
or hea lth carc resources. Desp ite this 
impact, patient adh eren ce is not on the 
radar screen or policy makers and many 
health proressionals, which has meant 
inconsistent governmenL po licies and a 
lack or resources I'o r research, education , 
and profess ional development. Until hea lth 
care pol icy makers, practitioners and other 
stakeholders recognize the extent 01 non
adherence, its cost, and its cont ribution to 

negative health olltco mes, this problem will 
not be solved. 

2. 	 Agree all a common adherence 
terminology that will unite all 
stakeholders. 
Today, a number or common terms 
- compliance, adhel-ence, persistence, 
and concordance -- are used to define 
the act of seeking medica l attention, 
filling presc ri pt ions and taki ng medi ci nes 
appropriately. i3ecaLlse tbese terms re []ect 
cliiTere nt views about the relat ionship 
between the pmient and the heal th care 
provider, confusion about the language 
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used to describe a paLiems medication

taking behavior impedes an informed 
discussion about compliance issues. 
Therefore, the public health community 
should endeavor to reach agreement 
on standard lerminology that will unite 

stakeholders around the common goal 
or inlproving lhe self-adminisl ralion 
of treat.ments to promote better health 
olJlcomes. 

3. 	 Create a public/private partnership 
to mount a unified national education 
campaign to make patient adherence a 
national health priority. 
To motivate patients and practitioners 
to take steps to improve medication 
adherence, there must be cornpelling and 
aClionable messages as pan Dr a unified and 
suslained public education campaign, A 

foremost priority is creating the means by 
which government agencies, professional 

societies, non-profit consumer groups, 
volumary health organizations and induslry 
sectors can work logether to reach public 
and professional audiences on a sustained 
basis. Allhougll NCPIE and a number o[ 
government agencies, professiona1 societies 
and vo lUnLary health organizations are 
promoting inl'ormation about medication 

adherence, there also needs to be a national 
clearinghouse, serving as the catalysl and 

convener so that all stakeholders can 
speak with one voice about the need ['or 
improving patient adherence. NCPIE, 
a professional sociely, or an academic 

institution could manage this clearinghouse 
etlectively 

4. 	 Establish a multidisciplinary approach to 
compliance education and management. 
T11ere is a growing recognition that a 
multidisciplinary approach to rnedication 
taking behavior is necessary ['or patient 

adherence to be sustained, This has led 
NCPIE lO promole -- the "Medication 
Educalion Team" -- ill wl1ich the patient 
and all members of the patients health care 
team vv'ork together to treat the patient's 
condition, while recognizing the patienl's 

key role at the center or the process. 

Looking to the future, this model has 
the pOlential to improve adherence rates 

Significantly by changing the interaction 
between patients and clinicians and 
by engaging all panics throughout the 
continuum of care. 

5. 	 Immediately implement professional 
training and increase the funding for 
professional education on patient 
medication adherence. 
Today's practitioners need hands-on 

information about adherence managemcnt 
to use in real-world settings, This need 
comes at a time when a solid base 
of research already exists about the 

steps physicians and other prescribers, 
pharmacists, and other health care 

practilioners can take to help lxttients 
improve their medication taking behavior. 
Professional societies and recognized 

medical sub-specialty organizations should 
inllllediately apply these research findings 
into proCessional educalion lhrough 
continuing education courses as well as 
lecture series on patienl adherence issues. 

6. 	 Address the barriers to patient 
adherence for patients with low health 
literacy. 
Low health literacy and limiled English 
profiCiency are major barriers to adherence 
and deserve special consideration. Thus, 
an imponant target ("or patient-tallored 

interventions are the 90 million Americ:ms 
who have difTiculty reading, understanding 
and acting llpon health information. 
Accordingly, advocaLes recornmend 
widespread adoption of existing tools, 
such as the Rapid Estimale of Adult 
Literacy in Medicine Revised (REALM-R), 

valida led pictograms designed to convey 
rnedicalion insLruclions, and speci hc 
patient education programs that promote 
and validate effecLive oral communication 
between health care proViders and pat ients 
supported by lhe provision or adjunctive 
useful inkmnation in its most usdul 
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format to address the pa tiem's ind ividual 

capabili ties. 

7. 	 Create the means to share information 

about besl practices in adherence 

education and management. 

Today, stakeholders have access to more 

than 30 years o f research measuring 

the OUlcO m.es and value 01' ad herence 

interventions. Building on th is founda tion, 

a criti cal nex t step is for the recleral 

government -- throug h the Adheren ce 

Researc h Ne two rk -- Lo hegin collecting 

data on best p ractices in the assessment of 
pat ien t reaciin ess, med icat ion management 

and ad heren ce interventions, incen l ives 

tha t produce q uality outcomes [rom 

adhe re nce interventions, and m easurement 

too ls so that this information can be 

quantified and shared across specialLi es 

and health care f:lCllities . Just as federa l and 

sta te registr ies collecL and share necessary 

d ata on ch rTencn L disease s tates, a sha red 

knowledge base regarding systems change , 

new technologies, and model programs 1'or 
eval uati ng and educating pa tienLs about 

adherence will signihcantly improve the 

s tan dard o r compl iance education and 

management. 

8. 	 Develop a curriculum on m edica tion 

adherence for use in medical schools and 

allied h ealth care institutions. 

Lack o f awareness a rn on g cl inicia ns 

ab ou t basic adherence managernenr 

p rinci ples remains a m ajor reason Lhat 

adhnence has n ot advanced in lhi s 

country To chimge Lhis s itua tion wil l 

require institutionalizing a curri cul um aL 

medica l, n ursing, ph armacy and dental 

sch oo ls as well as courses for facu ity 

members that I'oeus on the adherence 

advancem ent and execu lion of medicaLion

related p roblem sol ving. Moreo ver, once 

these courses are developed, it w ill be 

impo rtanLfo r academic cen Le rs Lo elevate 

pal ienl adhe ren ce as a core cornpetency by 

mand ating that course work in th is area be 

a require lnenL['or graduati on . 



9. 	 Seek regulatory changes Lo remove 

road-blocks for adherence assistan ce 

programs. 

Impmved adherence ill med ication 

regimens is p redicaLed on supportive 

government policies . U nFonunately, 

a number of federa l and sLaLe laws 

and polic ies now limi t the ava ilability 

o f adheren ce assis tance programs . 

Accordingly, language in these [ederal ancl 

s tate laws Lhat limits c01l1munications lo 

pa tients abou Lmeciicat ion adherence must 

be id enti hed [o r bwrnake rs and regu lators 

to resolve. Key issues to be add ressed 

inclucie cbrir)' ing Lhat educa tion and refill 

I-em in cie r communicati ons Fall w ithin Ii'l l' 

scope o f the [eclera l anti-kickback s tatu te, 

and ellSU ring 1hat fed era l an d Slate laws 

related to pa ti en t privacy an d the use 01 
prescripti on da ta do nOl undu ly lim il Lh e 

abi lity of pharmaC ies to communicate wi th 

patients about the im portance of ad herin g 

to thei r p resc ribed courses of \herapy. 

10. Increase the federal budget and sLimulate 

rigorous research on medication 

adhe rence . 

Although the Na tionall nsr ilUl.es 01- Heal th 

has pUL in place the Adherence Research 

Network to identi fy research opportun iti es 

a t ilS 18 lnstitutes and Centers, the 

actual NTH do ll ars earrrmrked for LesLing 

interve ntions LO improve. m edicat ion 

tak in g behavior was only $3 million in 
,1 budget or nearly $18 bi llio n in 2000, 
the Ia Lest dale avai lable. Thus , it will be 

inlpOI-lant for stakeholders \.0 advocate 

rur N l l-l ILl signil ic3nLly i.ncrease Ihe 

proportion Or iLS research I-uncl ing to test 

ad he rence in Le rve nti ons and measure th eir 

effect iveness . Even if NIH trip les iLS 2000 
cOlllmi tmen t, the sma ll amoun t spent 0 11 

patient adherence will still signal that Lhe 

issue is a criti cal area ['or new resea rch 

efforts. 
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THE TIME IS NOW 

Creating a public policy agenda that elevates 
patient non-adherence as a priority concern is 
essenLial LO reduce the adverse health outcomes 
and economic consequences associated with 
Lhis pervasive problem. Improving how and 
when patients lake theirrnedicines is a complex 
challenge, requiring changes in the knowledge, 
aLtiLUdes, and skills or paLients, health professionals, 
and policy-makers alike. \Vhilc no single strategy 
will guarantee Lhat patients fill their prescriptions 
and take their medicines as prescribed, it is hoped 
that the priorities identified in this report v.ril1 serve 
as a catalyst for action and offer realistic goals ['or 
improving the standard of medication adherence 
Lhrough research, education, and policy changes. 

N ow is the time Lo improve patienL care, 
ITcognizing the importance of medication 
adherence, and providing the resources and 
aLLentiol1 that are required. 
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Table 1 
MAJOR PREDICTORS OF POOR ADHERENCE TO MEDICATION 
ACCORDING TO STUDIES OF PREDICTORS 

Predictor: Presence of psychological problems, particularly depression 

Smdy: vanServelien et al., Ammassari et al., Stilley et al. 

Predictor: Presence of cognitive impairment 

Study Stilley et cd" Kino et al. 

Predictor: Treatment of asymplOmatic disease 

Study : Sewitch el al. 

Predictor: rnacl equate follow-up or discharge planning, 

Slud>,: SewiLch er ,1[, Laero el al. 

Predictor: Side effects of medication 

Study: van Servellen el al. 

Predictor: Patient's lack of belief in benefit of trea tment 

Study: Okuno eL al. , Laero er al. 

Predictor: Patient's lack of insight into the illness 

Stud y: Lano eL aI., Perki IlS 

Predictor: Poor provider-patient relationship 

Sludy: Okull o et a1. , Laero eL al. 

Predictor: Presence of barri ers to care or medica tions 

St udy: V,11l Servellen et ai " Perkins 

Predictor: Missed appointments 

Stud y: Servellen er a1. , Farle.y et ai, 

Predictor: Complexity of treatment 

SLudy Am massari et al 

Predictor: Cost or medication , copayment, or both 

Study: Bal krishnan, Ellis et al. 

(Som ee N Engl J Med 3.53 :.5 www.ne.jm.org August. 4,200.5, page 491 ) 

http:www.ne.jm.org


Table 2 
STRATEGIES FOR IMPROVING ADHERENCE TO A MEDICATION 
REGIMEN* 

+ 	 lck nti fy poor adhere nce 

Look For markers of nonad herence: missed appoim,ment.5 ("no-shows") 

Lack of response to mecih cation , missed refills 

Ask about barriers to adherence withom being con,rrontational 

+ 	 Emphasize the va lue of the regimen and the effect of adherence 

+ 	 Elicit patients feelings about his or her ability to I'o llow the regimen , and if 
necessary, design supports to promote adhe rence 

+-	 Provi cle simple, clear instHlClions and simpli fy the rcg, imen as much as possible 

+ 	 Encourage the ll se or' a medication- taking syste m 

+ 	 Lisl.en to the patien t, and customize the regimen in accordance wi th the pa tients 
wishes 

+ 	 Obtain the help ['rom ramily members, h'ienels, and community services when 
needed 

+ 	 Rein[orce clesirab Ie behavior and resu lts when appropriate 

+ 	 Consider more "forgiving"" medications when adherence appears unlike ly 

M.edications with long half-lives 

Depot (extended-release) medications 

l)-ansdermal medications 

~, In formatio n in this tab le was adapted rrom Osterberg and Ruelel (Osterberg, LG, Rudel , P 
Medical ion Adherence for Antihypertensive 'rherapy. In: Opanl 5, Weber MA, eds. Hypertension : 
a comparison to Brenner and Recto rs The Kid ney 2nd cd . Philad elphia Elseviu lvl.osby, 2005 :8Lf8 

** Forgiving medications are drugs wh use efficacy wil l not be afrected by delayed or missed doses. 

(Source: N Engl J Med 353:5 w'vvw.neim.org August 4, 2005, page 493 ) 

NATION A L COU N CI L ON PAT IENT I NF ORMATI ON AND EDUCATION 30 

http:w'vvw.neim.org


References 
-------_.._-_.--. ..._. ...•_.......••. .._....._........_ ----- _._--__ _-___ 

1. 	 A Decade of 1nnovation. Pharmaceuli cal 
Research an d Manu facturers Associat ion . 
www.phrma.org 

2. 	 Osterberg, L. and Blaschke, T Adherence 
to Medication; N. Engl] Mecl 2005 ; 353: 
487-97. 

3. 	 Adherence to Long-Term Therapies: 
Evidence fo r Action . World Health 
Orga nization 2003. 

4. 	 Take As Di recred: A PrescripLioll Not 
Followed ." Research conducted by The 
Polling CompanyTM NaLional Community 
Pharmacists Associat ion . December 15, 
2006. 

5. 	 Medications and Oleler People.: FDA 
Consumer Magazine. September·OcLober 
1997. 

6. 	 Ernst FR and Grizzle AJ, "Drug-Related 
MorbidiLy and Momlity: Updat ing the 
CosL-of-lI1ness Model," Journal of the 
American Pharmaceutical Assn. Marchi 
April 200 1. 

7. 	 Kravitz RL, Melnikow J. Medical Adherence 
Research: Time For a Change in Directi.Clll. 
IvIed Care. 2004; 42: 197-199. 

8. 	 Advanc ing Prescrip ti on Medicine 
Compliance: New Paradigms, 
New Prac Li ces. Journal of 
Pharmacoepidemiology, Vo lume 3, Number 
2,1995. 

9. 	 The Mult ilevel Compliance Challenge. 
Ame rican Heart Association. wvvvv. 
ameri canhea rt. org. 

10. 	 Sackett DL, Haynes I<.B, eels. Compliance 
WiLh Therapeu tic Regimens . Ba lti more, 
MD: ThcJohns Hopkins University Press; 
1976. 

11. 	 Ma rinke r M, Blenkinsopp A, Bond C, eL 
al. From Compliance to Concordance: 
Achieving Shared Goals in Medicine 
Taking. London, UK: Royal Pharmaceutical 
Society of Great Britain ; 1997. 

12. 	 Fedder D. Managing Medication and 
Complia nce: Physician- Pharmacist-Patient 
Interaction. JAm Geriatr Soc 1982; 30 : 
SI -13-1 17. 

13. Kramer J ,M, Hammill B, Anstro ll1 K 
Fetterolr D, Snyder R, Chmde J, HolTman 
TIS, LaPointe NA , Peterson E. National 
Evalumion of Adhe rence to [Beta] Bloc ker 
Therapy for 1 Year Arter Acute Myocardial 
Infarction in Patients wi th Commercial 
Health InsuL·ance. Ameri can HeartJourn al ; 
2006: 15 2 (3) 

I ,+ 	 Beckles CL, et ai, Popu lation-Based 
AssessmenL oC the Level 01' Care Among 
Adults wi th Di.aberes in the u.s Diabetes 
Care, 1998; 21: 1432-1 438. 

IS. 	Compliance or Co ncorclance: Is There a 
Di lTerence? Drug Ther PerspecL; 1999: 
13(1): 11-12. 

1. 6 . Corda RS, Burke HB, Horowitz HW 
Adhere nce to Prescription Medicines 
Among Medical Prol·essionals. SouLh Med J 
2000; 93 : 585-589. 

J 7. 	 Cramer Jl\. Overview 01' Methods to 

Measure and Enhance Patient Compliance. 
In: Cramer JA, Spilker B, eds. Pa Li ent 
Compliance in Medical Practice and 
Clinical Trials. New York, NY: Raven Press; 
19913-10. 

18. 	 Ro velli M, Palmer i D. Voss ler E. et al. 
Noncompliance in Organ li'ansplant 
Reei piems Transplant Pmc. 1989; 21•833
834. 

f\! H ,L\f\l 1[\1 PP' [SCI{ IPT I() r-J r-11.'OlC1 N E A[) H ERE~J ('E ,~. !'-~ P,T IONAL !;., CT I ON PL,\('·f 31 

http:www.phrma.org


19. 	 FDA Consumer Magazine; Pub No. FDA 
03-1315C; revised September 2003. 

20. 	 Kirsch 1, Jungeblut A, Jenkins L, Kolstad 
A. Adult Literacy in America: A First 
Look aL the Resul ts or the National Adult 
Literacy Survey. vVashington: Department of 
EducaLion, National Center for Education 
Statistics; 1993. 

21. 	 Childhood Asthma Overview. American 
Lung Association. \\lww.lungusa.org. 

22. 	 Noncompliance with Medications: 
An Economic Tragedy with Imponant 
Implications ror Health Care HeCorm. The 
Task Force for Compliance. April 1994. 

23. 	 McDonnell PJ, Jacobs MR. l-lospital 
Admissions Resulting Fr01Tl Preventable 
Adverse Drug Reactions. Ann Pharnwcother 
2002; 36:1331-1336. 

24. 	 BergJS; DischlerJ, Wagner DJ, RajaJJ, 
Palmer-Shev lin N. Medication Corn pliance: 
A Healthcare Problem. Ann Pharmacothcr 
1993; 27; Suppl 9: Sl-S24. 

25. 	Johnson JA, BooLman JL Drug-Related 
Morbidity and Mortality. A Cost-of-Illness 
Model. Arch Intern Med. 1995 Oct 
9;l55(H3): 1949-56. 

26. 	1.",1edication Compliance-Adherence
Persistence Digest. ArntTican Pllarmacists 
Association. 2003. 

27. 	 Ernst FI\ and Grizzle AJ, "Drug-Related 
Iv[orbidiLy and MonaliLy: UpdaLing Lhe 
Cost-Dr'-Illness Model," 4·1 Journal or' the 
American PharmaceuLic)1 Assn 192. March/ 
April 2001. 

28. 	 National Inst.ituLe for HealLh Care 
Management, May 6,2002, 

29. 	 Dunbat"-Jacob.J, ErknJA, Schlenk EA, eL al. 
Adherence in Chronic Disease. Annu Rev 
Nurs Res.2000; 18: 48-90. 

)0. 	DiMatteo MR, C;iorclani PJ, Lepper HS, 
et al. Patient Adherence and Medical 
Treatnient Ol1lcomes: A Meta-Analysis. Med 
Care. 2002; 40: 794-811. 

3]. 	Holman HR et a1. Evidence thaL an 
Education Program for Se]r-Management 
or Chronic Disease Can Improve Health 
Status Whik Reducing Health Gue Costs: 
A Randomized Trial. Abstract Book/ 
Associatiun Cor HealLh Services Research. 
1997: 14: \9-20. 

Claxton AJ, Cramer], Pierce C. A 
Systematic Review of the Association 
Between Dose Regimens and Medication 
Compliance. Clin Ther. 2001; 23: 1296
1310. 

3). 	Institute of Medicine. Preventing Medication 
Errors: Quality Chasm Series. Washington, 
DC: National Academies Press; 2007. 

3~r. 	 IVredications and Older People, FDA 
Consumer Magazine, Sept. - OCLober 1997 
issue; (f)ub No. FI)A 03-'1315C) 

')'5. 	 Medication Use Among Older Arncricans. 
Resemch ConducLed by InternaLional 
CornrnunicaLions Research Cor the American 
Society of Health-System Phmmacists. 
2001. w\vw.ashp.org. 

36. 	 Krueger, KP, Felkey, BG, Berger, BA 
Improving Adherence and Persistence: A 
I~eview and Assessment of interventions 
and DescripLion of Steps Toward a NaLional 
Adherence InitiaLive. Journal of the 
American Pharmacists Associ(lLion. Volume 
43, Number 6: November-Decernbcr 2003. 

37. 	 Pn~scripLion Drug Cornpliance a Significant 
Challenge for Many Patients. Harris 
InteraCLive. March 29, 2005. 
w\vw.harrisintcractive.. colll. 

38. 	 Tabor PA, Lopez DA. Corn ply \ViLh Us: 
1mproving MedicaLion Ad he renee. Journal 
o['Phannacy PracLice, Vol. 17, No.3, 167
18J C2004). 

)9. 	 CramerJA, Spilker B. eds. Pat.ienl 
Compliance in Medical Practice and 
Clinical Trials. New York: Raven Press, 
1991: 387-392. 

~w. 	 GottliebI-!. Medication Nonadherence: 
Finding Solutions Lo a Costly Medical 

NATIONAL COUNCIL ON PATIENT INFORMATION AND EDUCATION 32 

http:w\vw.ashp.org
http:lww.lungusa.org


Problem. Drug BeneflL TITnds. 2000; 12 
(6): 57-62. 

41. 	 Fincham .IE. Advancing PrescTiption 
Medicine Compliance: New 
Paradigms, New Praclices. Journal of 
Pharmacoepidemiology, 1995: Vol.3, No.2. 

42. 	 Soumerai SB, ScD; Pierre-jacqLles M, Zhang 
RRoss-Degnan D, Adams AS, Gurwitz 
.I, Adler G, Sal'ran DG. Cost-Related 
Medication Nonadherence Among Elderly 
and Disabled M.edicare Beneflciaries: 
A National Survey 1 Year Before the 
Medicare Drug Benefit. Arch [ntern Mecl. 
2006;166:1829-1835. 

43. 	 Health Literacy: A Prescription [0 

End Confusion. Institute of Medicine. 
Washinglon, Dc:. National Academies Press. 
2004. 

44. 	 Davis et ai, Annals 01' lnternal Medicine, 
Dec. 19,2006. 

-1-5. 	 Parker RHealth literacy: A Challenge for 
American Paliems and Their Heallh Care 
Providers. H(~alth Promotion lnlernalional, 
Vol. 15, No.4, 277-283, December 2000. 

46. 	 Medicine lnformation H.eceived by 
Consurners . u.s. Food and Drug 
Administration, posted December 2006 
at http://www. fda. gOYIccler/O ffices/O D SI 
y2kl.itle.hlm). 

47. 	 Mushin Al, Appel FA. Diagnosing Potential 
NOnCOlllpliance: Physicians Ability in a 
Behavioral Dimension of Medical Care. 
Arch lntrn Med. 1977; 137: 3]8-321. 

48. 	 Miller NH, Hill M, Kotrke T, Ockene 1S. 
The Multilevel Compliance Challenge: 
Recommendations for a Call to AClion. 
Circulation. 1997; 95:1085-1090. 

49. 	 Piette, )D, Heisler M, Krein 5, Kerr, 
EA. The Role Patient-Physician Trust in 
Moderating Medication Non-Adherence 
Due to Cost Pressures. Archives of Internal 
Medicine, 2005; 165 (15): 1749-1755. 

'50. 	 Slewart MA. EITecLive Physician-PaLienl 
Communication and Ilealth OuLcomes: ;\ 
Review. CMAj. 1995; 152 (9): 1423-1433. 

51. 	 To Err is lluman; Building a Safer Health 
System. InstiLuLe of Medicine. NaLional 
Academies Press. 2000. 

52. 	 Alsuwaiclan S, DC Malone, Billups S]. 
The IMPROVE Study: Im.p8ct of Managed 
Pharmaceutical Care on Resource 
Utiliz8tion and Outcomes in Veterans 
A1Tairs Medical Centers. 1998. Am Jrn Heal 
Sys Pharm; 55 0); 68-72. 

53. 	 Effect of a Pharmacy Care Program on 
Medication Ad hercnce and Persislence, 
Blood Pressure, 8nd Low-Density 
Lipoprotein Cholesterol: A Randomized 
Controlled Trial; Published Online in 
.lAMA, November 13, 2006 (doi: 10.100 II 
jama.296.21.joc60162). 

54. 	 Medication Compliance-Adherence
Persistence DigesL. American Pharrnacisls 
Association. 2003. 

5'5. 	 Advancing Prescription Medicine 
Compliance: New Paradigms, 
New Pract ices. Journal or 
Pharmacoepiciemiology, Volume 3, Number 
2, 1995. 

56. 	 Alliance for Pharmaceutical Care. 
PharmacisLS ['or Quality PatienL Care. 

57. 	 Principles of Praclice for Pharmaceulical 
Care. American Pharmacists Association. 
www.aphc\l1cl.org. 

58. 	 1-1eallh Care Communications Provided 
by Pharmacies: Best Practice Principles 
Provided for Safeguarding Patient Privacy. 
National Consumers League. June 2005. 

59. 	Testing lnLervenlions Lo Improve Adherence 
to Pharmacological Treatment Regimens. 
Oll1ce of Behavioral and Social Sciences 
f\csearch. NfH. w\",'w.obssr.od.nih.gov. 

60. 	 Kt'ipalani, S. Yao, X., Haynes, B. Arch lntcrn 
I\/led. 2007;167:540-5"50. 

I ~ i'-l L./\!'! 33 

http:w\",'w.obssr.od.nih.gov
http:www.aphc\l1cl.org
http://www


61. American Society on Aging and American 
Society of Consultant Pharmacists 
Foundation. Adult Medl..1cation Project. 
www.adultnleclucation.com. 

62. 	 Feldman JA, DeTullio PL. Medication 

Noncompliance: An Issue to Consider 

in the Drug Selection Process. Arizona 
Pharmacist. 1 994; .July/August; 12-] 7. 

63. 	 McDonald HF~ Garg AX, I-laynes T<'B, 
Interventions to Enhance Patient Adherence 
LO Medication Prescriptions. JAM A. 2002; 
288: 2868-2879. 

64. 	 The Annals 0[' Phannacotherapy: Vol. L~ 1, 
No.5, pp. 777-782. Published online, 
3 April 2007, www.tbeannals.colll, DOl 
10.1345/aph.1 T-I686). 

6e
:J. 	 Davis, TC, Wolf, MS, Bass TIl, PI; 

Thompson, JA, Tilson, IIH, Neuberger, M, 

Parker, RM. Literacy and Misunderstanding 
Prescription Drug Labels. Annals of Interned 
1Vleclicine. Dec. 19,2006: Vol. 145; Issue 

12: 887-894. 

66. 	 Konkle-Parker Dj. A Motivational 
Intervention to Improve Adherence to 

Treatment of' Chronic Disease. J Am Acad 
Nurse Pract. 2001; 13: 61-68. 

67. 	 Roter Dt, HalIJA, McrisGI R, ct a1. 
Effectiveness of Interventions to Improve 

Patient Compliance: A Meta-Analysis. Med 

Care. 1998; 36: 1138-1161. 

68. 	 Patient-Centered Care for Better Patient 
Adherence. American Academy DC Family 
Physicians. March 1998. www.aafp.org. 

69. 	 Blulll BL, McKenney JM, Cziraky MJ 
Pharmaceutical Care Services and T<.esults in 
Project ImPACT: Hyperlipidemia. Jrn 0[' Am 

Pharm Assn. 2000; 40 (2): 157-165. 

70. 	 Collaborative Drug Management Therapy 
By Pharmacists. ACCP Position Statement. 
American College of Clinical Pharmacy. 
Pharmacotherapy 1997; 17(5): 1050-1061. 

71. 	 North Carolina Association of Pharmacists: 
NCCPC- Asheville Project. 
www.ncpharmacists.org 

72. GlaxoSmithKline, American Phannacists 
Association Foundation to L.aunch Program 
to Reduce Employer Costs for Diabetes, 
USA. Diahetes News. Del. 28, 2005. 

1'3. 	 Ministerial Industry Strategy Group. 

Pharmaceutical Industry Competitiveness 
Task Force: "One Year On" Report. www. 
advisorybodics.cloh.gov. ul<. 

74. 	 National Association 0[: Chain Drug Stores. 

75. 	 Haynes RB, Yao X, Degani A, Kripalani 

S, Garg A, McDonald HI? Interventions 
for enhancing medication adherence. 

Cochrane Dal.a/Juse oj Sysl.cnwUc Reviews 
2005, Issue 4. Art. No.: CD000011. DOl: 
10.1002!146.51858.CDOOOOll.pub2. 

NATIONAL COUNCIL ON PATIENT INFORMATION AND EDUCATION 34 

http:advisorybodics.cloh.gov
http:www.ncpharmacists.org
http:www.aafp.org
www.tbeannals.colll
http:www.adultnleclucation.com




Drug Topics - 'Take as directed' a lot easier with these new tools Page 1 of 4 

'Take as directed' a lot easier with these new tools 

'Take as directed' a lot easier with these new tools 

Aug 20 . 2007' 

By: Joe Dysart 

Drug Topics Supplements 

Given that patient compliance with drug regimens is a perennial problem, it's no surprise that 

vendors continue to rollout new technologies designed to beep, text message, or color-code 

patients along their way to better health. 

According to a report released this month from the National Council on Patient Information and 

Education (NCPIE), patients not experiencing acute symptoms are less likely to adhere to their 

medications. The report added that only 51 % of patients with high blood pressure stick with 

their medications. 

"Compliance problems are rampant for reasons that are multitudinous and varied," said 

Katherine Binns, senior VP of healthcare research at Harris Interactive, a market research firm. 

"These barriers leading to noncompliance present significant challenges." 

Manufacturers are unleashing a slew of products featuring state-of-the-art technology intended 

to help increase compliance. Many of these items employ computerized components that can 

monitor patient compliance from afar using Web-based software or wireless text-messaging 

systems. Other solutions include local alarm systems, which beep to remind a patient when it is 

time to take a medication, or the means to talk to patients in computer-generated voices about 

their medications and the dosage regimen they are supposed to follow. 

Here's a look at some of the latest compliance newbies featuring such cutting-edge technology. 

Getting personal 

• Parata's PACMED is a strip packaging solution that generates user-friendly, 

personalized unit-of-dose medication pouches for use in stores and at long

term care facilities. 
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"Servicing the prescription needs of long-term care facilities offers a lucrative 

business opportunity to pharmacies, but the high labor commitment of 

traditional compliance packaging often creates a barrier," said Nanette Kirsch, 

a Parata spokeswoman. "Parata's PACMED is an essential tool that solves that 

problem, offering significant advantages over blister packaging." 

The packaging, which is covered under Medicare MTM as compliance 

packaging, processes up to 60 unit-dose packages or 50 multi-dose packages 
PACMED system and per mlnu . t d I I I' . t . h . d d PI h 
unit-of-dose pouches e an seam ess y a Igns Inven ory Wit patient eman . us, t e 

included Server+ software facilitates multi-tasking and maximum pharmacy productivity, 

according to Kirsch. 

"Custom-printed unit-of-dose pouches ensure that the right patient gets the right medications at 

the right time, every time ," Kirsch said . "Plus , the system reduces inventory costs , since, as 

class A packages, most unused medications can be returned to stock." 

Other perks of the system include the ability to include personalized directions, such as "8 AM" 

or "breakfast" ; the ability to help patients identify when a dose has been missed; or convenient 

portability of doses. 

Electronic compliance 

• MeadWestvaco's Cerepak, billed as "electronic compliance packaging," is yet another new 

product. Cerepak is designed to accurately record the date and time each dose of medication is 

taken. In addition, sensors in the packaging monitor the specific tablet or tablets being removed 

by a patient. 

The system also enables patient dosing data , as well as any other data collected, to be fed to a 

personal computer or uploaded to Web-based compliance-analysis software that is maintained 

by a pharmacy, doctor, or other healthcare professional. 

Packaging for Cerepak is available in many formats, including MeadWestvaco's Dosepak 

packaging, which features an outer carton for ample billboard space, a fold -over bl ister card , 

and an attached insert for patient education and prescription directions. Dosepak can also 

include a micro CD, as well as patient quality-of-life questionnaires , which can request feedback 

regarding side effects of drugs taken . 

• DailyMed , from PrairieStone Pharmacy, is a pharmacy dispensing system available only at 

PrairieStone Pharmacies. DailyMed sorts and organizes monthly prescriptions, over-the-counter 

medications, and even vitamins, into convenient, single-dose packets . 

The technology does not accommodate all medications, but it does accommodate 

half-tablets. 

Beep, beep 

• Still another new compliance entry is INRange Systems' Electronic Medication 
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Management Assistant. EMMA is a remote prescription management system 

placed in a patient's home, enabling a healthcare professional to manage and 
\ " 

'" 
, .... .. 
• . .. " 1 11

•

DailyMed 

dispense medication. About the size of a breadbox, the unit is outfitted with two-way 

communications software that links a patient and a healthcare professional via the 

Web. When a prescribed medication is scheduled to be taken, the unit emits a beep. 

The patient then releases the medication by activating a dispensing mechanism, and 

the unit records the event for follow-up monitoring by a healthcare professional. 

EMMA also enables a doctor or pharmacist to remotely schedule or adjust a 

patient's prescribed medications via the Web . 

• MedivoxRx's Rex the Talking Bottle is yet another unique product. 

Activated by pressing and holding a button at the base of the bottle, this 

product offers a recorded voice description of the bottle contents, as well as 

dosage instructions. Pharmacists can make sound recordings for 

prescriptions using text-to-speech technology. Essentially, when a 

pharmacist sends label data to the printer, the label information is 

transformed into a computer-generated recording on the bottom of the 

bottle . 
Rex the Ta lking Bott le 

Pill nanny 

• And if that's not enough, SIMpili has launched SIMpili Medication Dispenser, 


a "pill nanny" that monitors patient adherence to a dosage regimen via text 


messaging, and can take added steps should a patient miss a dosage. 


The crux of the system is a text messaging-enabled pill bottle, which sends a 

text message to the computer of a health professional each time a patient 

opens the bottle and takes his or her medication at the prescribed time. Should 

a prescribed dosage event be missed, the system's software can be 
. .. SIMpili Medication 

programmed to generate a number of responses, Including sending a text Dispenser 

message to the cell phone of a family member that the patient has not taken medication at a 

prescribed time. 

The system can also send a similar text message to a clinic-based healthcare professional , and 

continue to send text messages wherever needed on an escalated basis if noncompliance 

continues. 

• Another unique compliance tool is The Helping Hand, from 

Medicom. This handheld device, with a blister-card inside, 

reminds a patient when it's time to take medication using 

acoustic or visual clues. The device's software also monitors 

overall compliance with a medication regimen, offering 

patients feedback via a visual signal- red, yellow or green-as 

to how well they are complying with a regimen. The Helping Hand 

Text messaging 
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• There's also Med-Prompt's Med-Prompt text-messaging system , which reminds patients to 

take medication at a predetermined time via text messages that the company sends to most 

common communication devices, including cell phones, PalmPilots, and BlackBerrys. 

Patients provide their medication regimen to Med-Prompt via phone. They can make alterations 

to that regimen at any time via a toll-free number at no extra charge. 

• InforMedix Holdings is offering the Med-eMonitor System 

interactive "smart pillbox," a monitored medication adherence 

solution. Infor-Medix has partnered with Rodman's Discount 

Drug Stores, located in the Washington , D.C., area as part of 

its consumer launch of the Med-eMonitor System. Under the 

agreement, Rodman's will initially offer the product to 

consumers through its flagship store in Washington, D.C. It The Med-eMoni tor System 

has the option to expand the program to its other sites. 

The product is designed to enhance the medication and care plan adherence of selected 

customers, including those who require chronic care and are taking multiple medications, or 

who have difficulty taking the ir medications on a timely and consistent basis. 

The Med-eMonitor System consists of a portable patient-interactive "smart pillbox" about the 

size of a videotape, and has multiple medication storage compartments, an LCD screen , a 

keypad, and a telephone jack. At scheduled intervals, patients are instructed by the device to 

take their prescribed medicine, and then asked to confirm whether they have taken their 

medications. The drawers hold about a month 's supply of medicine. It also records the date and 

time a medicine drawer is opened and prompts patients to answer questions and complete 

other related tasks. 

According to Bruce Kehr, M.D., CEO/ chairman of InforMedix, a large-scale rollout of the 

system to consumers nationwide is planned . 

• Finally, OnTimeRx is offering On TimeRx Software. This software package can be loaded 

onto any computerized device to remind patients to take their medication , 

Patients simply keypunch in data about their medication regimen , and their computerized units 

spit out alerts at the appropriate times for taking medication. Each drug alarm screen also 

displays the remaining day's supply for each medication, and a "take now" button is made 

available to enable a patient to record the taking of a dose. 
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America's Other Drug Problem Poor Medication Adherence 

Agenda-Setting Report Issued to Reduce Adverse Health and Economic Consequences 

WASHINGTON. DC--(Marketw ire- August 1,2007) - With mounting ev idence that poor adhercnce to medication regimens has become 
America's other drug prob lem, the Nationa l Council on Patient Information and Education (NCP IE) -- the non-prollt cmdition or more than 100 
organ izations working to improve communicatio n on the appropriate li se of medicines -- today released a 10-step acti on p lan to reduce the 
adverse health and economic consequences associated with this growi ng public health threat. 

Issued as a nationwide call to action, the report -- "Enhancing Prescription Medicine Adherence: A National Action Plan" -- finds that poor 
medicine adherence has reached crisis proportions in the U.S . and around the world, lead ing to unnecessa lY d isease progression , d isease 
complications , reduced functional abilities , a lower qua lity of life, and even death. Acco rding to studies cited in the report, only abo ut 50 percent 
or Ameri can pati ents typically take thei r med icines as prescribed, resulting in appro ximately $177 billion annually in direct and indirect costs to 
the U.S.economy. Besides an estimated $47 billion each year lor dru g-related hospitalizations , not taking med icines as presc ribed has been 
associated with as many as 40 percent of admiss ions to nurs ing homes and with an addi tional $2,000 a year per pat ient in medical costs ror visits 
to physic ians' offices. 

"Although the challenge of poor medication adherence lIas been d iscussed and debated ex tensively, the problem has generally been 
under-addressed as a serious public health issue und, as a result, has received littl e direct, systematic, or sustained intervcntion," sa id Ray 
Bulhnan, NCPIE'sExecutive Vice Pres idellt. "This repD11 is intended as a renewed nati onwide ca ll to action and is provided as a blueprint lor 
improving medicat ion adherence th rough patient information and education, health profess ional intervention, expandcd research, and suppol1i ve 
govelll mcn t pol icies. " 

The report, prepared in consultation with a panel of spec ialists in public heallh, flll1her ca lls for action to address the balTiers to patient 
adherence 101' populations at greates t ri sk, including those with low health literacy, chi ldren and older Americans who tend to have 1Il0re 
long-term, chronic illnesses and therefore, take more dirferent medications as they age. Data li'om several research studies lind that between 40 
percent and 75 percent of oldcr people do not take their medicat ions at the right time or in the right amount. Other data point to the impact o f 
poor adherence among ch ildren and teens where as few as 30 percent or adolescents take their asthma treatments as prescribed. 

Designed to provide the most up-to-date inionnation about the sta te ofp resc ription mcdic in e adherence in the U.S. , the NCPIErepol1 ci tes 
numerous behavioral. soc ial, economic, medical, and po licy-rel ated factors that contribllle to poor adherence and must be addressed if rates are 
to improve. This includes lack of awa reness among c lini cians about basic adherence management principles, [1001' communication between 
patients and c linicians, operati onal aspects of pharmacy and medical practi ce, and profess iona l barriers. Moreover, adherence improvement is 
affected by federal policies lhat provide insumc ient funding for adherence-related research and federa l and state laws and regulatio ns tlmt impact 
the availabil ity or compl ian ce ass istance programs . 
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Taking Steps to Address Prescription Medicine Adherence 

Although the challenge of poor medication adherence has been discussed and debated for at least three decades, the NCPIEreport finds that little 
has changed since 1997 when the organization issued a previous report, "Prescription Medicine Compliance: A Review of the Basel inc 
Knowledge," advocating for a coordinated approach to improved medication adherence. Therefore, in 2007, NCPIEconvened a panel of leading 
experts to create consensus on 10 national priorities that can have the greatest impact in improving prescription medicine adherence in the U.S. 
Ultimately involving the support and active participation of many stakeholders -- the federal govell1ment, state and local govemment agencies, 
professional societies and health care practitioners, health educators, and patient advocates -- this platform calls lor action in the following areas: 

I. Elevate patient adherence as a critical health care issue. 

l11e report states that until health care policy makers, practitioners and other stakeholders recognize the extent of non-adherence, its cost, and its 
contribution to negative health outcomes, this problem will not be solved. 

2. Agree on a common adherence terminology that will unite all stakeholders. 

Because a number or common tellllS -- compliance, adherence, persistence, and concordance -- are now being used concurrently, the report calls 
on the public health community to reach agreement on standard tell11inology that will unite stakeholders around the common goal or improving 
the self-administration of medical treatments. 

3. Create a public/private partnership to mount a unified national education campaign to make patient adherence a national health priority. 

With the goal of motivating patients and practitioners to take steps to improve medication adherence, the repOli advocates a national education 
campaign where all stakeholders coordinate resources and speak with one voice. This will entail creating a national clearinghouse to share 
infollnation and coordinate activities managecl by NCPlE, a proressional society, or an academic institution. 

4. Establish a multidisciplinary approach to compliance education and management. 

There is a growing recognition that a multidisciplinary approach to medication taking behavior is necessary for patient adherence to be 
sustained. This has led NCPIEto promote a new model -- the "Medicine Education Team" -- in which the patient and all members ofthe health 
care team work together to treat the patient's condition, while recognizing the patient's key role at the center of the process. 

5. Immediately implement professional training and increase the funding for professional education on patient medication adherence. 

To give practitioners hands-on information about adherence management, the repoli calls on professional societies and recognized medical 
sub-specialty organizations to translate existing research findings into professional education through continuing education courses and lecture 
series on patient adherence issues. 

6. Address the baITiers to patient adherence for patients with low health literacy. 

Because low health literacy and limited English prollciency are major batTiers to adherence and deserve special consideration, the report calls for 
widespread adoption of existing tools to convey medicine instructions to the estimated 90 million Americans who have difTiculty reading, 
understanding and acting upon health intormation. 

7. Create the means to share intollnation about best practices in adherence education and management. 

Today, stakeholders have access to more than 30 years of research measuring the outcomes and value of adherence interventions. Building on 



this foundation, the report calls for the federal govemment -- through the Adhercnce Research Network -- to begin collecting data on best 
practices in the assessment of patient rcadiness, medication management and adherence interventions, incentives that produce quality outcomes 
from adherence interventions, and measurement tools so that this information can be quantified and shared across specialties and health care 
I~lcilities. 

8. Develop a cUITiculum on medication adherence lor use in medical schools and allied health care institutions. 

To address the lack of awareness among clinicians about basic adherence management principles, the report advocates required courses at 
medical, nursing, pharmacy and dental schools as well as courscs lor faculty members that locus on adherence advancement and execution or 
medication-related problem solving. 

9. Seek regulatory changes to remove roadblocks for adherence assistance programs. 

A number of federal and state laws and policies now limit the availability of adherence assistance programs. These baITiers must be identilled for 
lawmakers and regulators to address. Key issues include clarifying provisions of the federal anti-kickback statute, and ensuring that federal and 
state laws related to patient privacy and the use of prescription data do not unduly limit phamlacy-patient communication about the importance 
of adhering to prescribed therapy. 

10. Increase the federal budget and stimulate rigorous research on medication adherence. 

Although the National Institutes of Health created the Adherence Research Network to identify research oppOliunities at its 18 Institutes and 
Centers, the Network has been inactive since 2002. Moreover, in 2000, when the Network was funding adherence research, the actual NIHdollars 
earmarked lor testing interventions to improve medication-taking behavior was only $3 million in a budget of nearly $18 billion. Thus, a key 
priority is advocating lor the Adherence Research Network to be re-invigorated and for NIHto significantly increase research funding to test 
adherence interventions anc1measure their efTectiveness. 

About the Report 

To prepare this new report, NCPIEconvened a project advisory team li'om leading professional societies, voluntary health organizations, and 
patient advocacy groups in 2007 to assess the extent and nature of poor medicine adherence, its health and economic costs, and its underlying 
Illctors. These advisors also examined the cUlTent state of research funding and educational initiatives around patient adherence to determine 
where major gaps still exist. 

Members of the project advisory team are: 

MichaelEllwood, Director, Special Projects of the An1ericanAcadelTIyof 

Physician Assistants 

LenLichtenfeld, M.D., Deputy Chief Medical Officer of the AlTIerican 

Cancer Society 

RuthM. Parker, M.D. Consultant on Health Literacy to the Execu6ve 

Vice President and CEO of the AmericanCollegeof Physicians Foundation 

DianeTul1cer, National Director of External COlTIlTIUnications of the 



American Diabetes Association 

-- PenelopeSolis, J.D., Regulatory Relations Manger of the Alnerican 

Heart Association 

-- Sandra] . Fusco-Walker, Director of Governlnent Affairs of the Asthlna 

andAllergy Network / Mothers of Asthmatics 

PhillipSchneider, Vice President of External Relations and Progran1 

Development for the National Association of Chain Drug Stores Foundation 

-- RebeccaBurkholder, Director of Health Policy of the National 

Consumers League 

HeidiRosvold-Brenholtz, Editorial Director and Managing Editor of the 

National Women's Health Resource Center, Inc. 

About NCPIE 

Established in 1982, the National Council ori Patient InfOllllation and Education is a diverse non-profit coalition that works to stimulate and 
improve the communication of information about the appropriate use of prescription and OTC medicines. NCP [E'smore than 100 members 
include consumer organizations: patient advocacy groups; voluntary health agencies; health professional associations, schools of phannacy, 
nursing, and dentisuy; health-related trade associations; prescription and over-the-counter pharmaccuticalmanufacturers; and local, state and 
federal govc1l1111cnt agencies. More infonnation about NCPIEis available through its Web site:\Y\'I\YJ(LIJ~'lh()lltr::x.()I:g. 

Contact: 
Nancy Glick 
202-974-5083 
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Tuesday, July 31, 2007 

Prescription Drugs 

Millions of Patients Not Taking Prescription Drugs Properly,
Report Says 

Millions of U.S. residents with chronic conditions either do not take medications correctly or stop 
taking them altogether, according to a report to be released this week by the National Council on Patient 
Information and Education, the ,il,P/ Peoria JOUIOCiL S.tCiF reports. According to the report, people who 
initially are symptom-free are particularly at risk. For example, about half of hypertension patients follow 
their prescribed drug regimen, even though high blood pressure triples the risk of heart disease . The 
report also finds that adherence is an issue that crosses age groups and that the possibility of severe 
consequences for not taking recommended medications is insufficient to guarantee proper use. Poor 
adherence could be costing the nation as much as $177 billion in medical bills and lost productivity per 
year, and it is associated with up to 40% of nursing home admissions, the report finds (AP/ Peoria Journal 
Star, 7/31). 

Some experts say that the wording of directions for drug dosing is too confusing, the typeface on the 
labels is too small and the instruction materials are given in too many formats, according to the 
AP/rJouston.Chrpni(;j§; . In an effort to curb the problem, the A.9_ell cyJoLtl ea.l \Jlc_C!(t; hR~~~Clrch and QUi::lIit y is 
planning a campaign to improve treatment adherence, according to director Carolyn Clancy . She said, 
"We go into this with some humility," adding, "It's really pretty appalling how badly we do" (Neergaard, 
AP/Houston Chronicle, 7/ 30). 
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Pharmacist's Letter August 2007 

MEDICATION ADHERENCE 

Medication non-adherence is "America's other drug problem." 
It's huge ... especially with drugs for "silent killers" such as 

hypertension, high cholesterol, osteoporosis, etc. 
Patients stop taking HALF their chronic meds within a year. 

Up to one out of five new Rxs are never filled in the first place. 
Poor adherence costs an estimated $100 billion/year ... 

increases hospitalizations ... and contributes to 125,000 deaths/year. 
For example, patients who don't take their heart failure meds are 

twice as likely to die or be hospitalized. Patients who are not 
adherent to statin therapy seem to have TWICE the risk of heart attack. 

Patients who don't use their asthma meds appropriately are more 
likely to go to the ER or be hospitalized for exacerbations. 

This is a huge opportunity for pharmacists to help improve 
care ... reduce expenditures ... and earn revenue. 

Pharmacists see patients 5 times more often than any other 
healthcare professional ... and can do much to improve adherence. 

Education is paramount. Many patients quit taking their meds 
because they don't know why they need them ... don't think they are 
helping ... believe the drug is harmful ... or ·just plain forget. 

Patients who understand the benefits are more likely to take 
their meds appropriately. 

Use a "talk back" approach. Have patients tell you how and 
why they are taking their meds. 

Tailoiing drug regimens to the patient's lifestyle helps. 
Check for less expensive generics ... meds,with fewer doses ... or a 

different side effect profile. 
If a~propriate: put ~he diagnosis on the Rx label ... encourage 

use of a plllbox ... glve prlvate counseling ... use easy to read 
written materials ... use refill reminder programs. 

. Give pati~nts pos~tive feedback on progress, and encourage 
patlents to monltor thelr blood pressure, blood glucose, etc. 

Go to our website for an excellent toolbox of resources and 
practical suggestions you can use to increase adherence. 

Participate in Medication Therapy Management programs that 
recognize the value you add ... and pay fnr pharmacy's contributions. 230811 
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D California State Board of Pharmacy 
1625 N. Market Blvd, Suite N 219, Sacramento, CA 95834 
Phone (916) 574-7900 
Fax (916) 574-8618 
www.pharm acy.ca.gov 

STATE AND CO NSUME RS AF FAIRS AGENCY 

DEPARTMENT OF CONSUME R AFFAIRS 

ARN OLD SCHWARZENEGGE R, GOVERNOR 

Date: September 7, 2007 

To: Members, Communication & Public Education Committee 

Subject: New Board of Pharmacy Web Site 

The Governor's Office has directed all state agencies to have a state-standardized Web 
site by November 1, 2007. 

We have two staff working part time on this project, who estimate that that board is 
more than 25 percent complete in its conversion to the state new Web site design . The 
conversion will be completed on time. In the last month, staff has needed the 
assistance of the department's Web site designers for assistance with some of the more 
technical aspects; for example, we needed assistance with features of the search 
function . 

A copy of the new Web site design will be distributed at the meeting . 

http:acy.ca.gov
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