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PROJECT OVERVIEW
Over the last several decades, pharmacists have been taking on greater patient care roles. One such role
is in the administration of vaccines. In the 1990s only a handful of pharmacists across the country were
trained to administer vaccines. Today nearly all community pharmacists have been trained and have
incorporated this service into their practice. The opportunity to administer important vaccines in
community pharmacies allows access to patients who may otherwise not have been able to adhere to
public health recommendations.
Although pharmacist administration of vaccines is allowed in all 50 states and in the District of Columbia,
many states in the US still restrict the scope of pharmacist administration of vaccines and other injectable
medications. Pharmacists’ overall success with vaccines has the potential to be translated to the
administration of other medications—especially long‐acting injectable (LAI) antipsychotic medications.
LAIs can be life changing for patients in need of this care yet have trouble adhering to complex
administration schedules for the pill forms of the medications. Unfortunately, access to providers who
are able to administer LAIs is limited, due to various factors.
There is a public health need in the US for increased access to mental health services—including LAIs.
Due to their accessibility, education and training, pharmacists have the potential to help provide an
additional and needed access point. However, there are few decision‐making resources currently
available regarding pharmacist administration of medications beyond vaccines for health care plans and
other payers and policy makers. Recognizing these needs, the National Alliance of State Pharmacy
Associations (NASPA) partnered with the College of Psychiatric and Neurologic Pharmacists (CPNP) to
convene a group of stakeholders to examine the available information and develop recommendations for
state policy. Although the recommendations are intended to be encompassing of all non‐vaccine
medications, the issue was examined through the lens of LAIs. It was identified that this medication class
may have the most urgent public health need for increased access.

BACKGROUND
THE NEED FOR INCREASED ACCESS
There is a need for increased access to medication administration services for many types of medications,
such as those used to treat osteoporosis, specialty medications, and supplements that must be provided
by a health care professional. Additionally, there are a variety of self‐administered injectable medications
that patients or caregivers are expected to administer at home. In some cases, due to dexterity
deficiencies, fear of needles, or other challenges, there is a need for a highly accessible health care
provider to provide medication administration services for the patient. Without access to an alternative,
patients who are unable to self‐administer may be less adherent or not take their medications at all.
In the mental health sector, the problem with non‐adherence is prevalent. About half of patients
diagnosed with schizophrenia do not take their medications as prescribed.1‐6 This high rate of non‐
adherence can be linked to clinical relapses and hospitalizations which can cause significant distress for
the patient and high costs for the health care system.7,8 Specifically during a first episode, readmission
rates are five times higher in those patients who are non‐adherent compared to an adherent population.9‐
11

Although many patients who have tried LAIs prefer them over oral products, uptake in the United States
has been limited since they were first introduced on the market in 1967.12‐14 Low use in the US may be due
to how the injection is being offered—with a focus on the procedure rather than the potential benefits,
fear of needles, and logistical complications for administering the medications in the clinic where they are
prescribed.15 Some examples of the logistical challenges include:
 scheduling challenges and crowded waiting rooms due to increased office visits,
 limited personnel in the clinic to administer and schedule injections,
 the cost of maintaining an inventory of the medications in the clinic,
 reimbursement policies that require they be dispensed by a pharmacy, and
 patient transportation barriers.
PHARMACISTS’ ROLE
Pharmacists are well positioned to address some of the challenges described above. In addition to
pharmacists’ medication expertise, offering medication administration can alleviate many of the
geographical barriers that challenge clinicians and patients. This is due to the high accessibility of
community pharmacies, which are often much closer to the patient’s home and offer more extensive
hours of operation than a clinic setting. Pharmacies are designed for on‐demand service delivery—as has
been implemented for vaccine administration, and they are equipped to handle and maintain a large
medication inventory. Additionally, by having LAIs administered in a community pharmacy setting, some
of the stigma associated with a patient needing to go into a specific‐type of clinic is resolved. In the
community pharmacy setting, patients are receiving their important medications in the same way that
others receive their flu shot, which includes policies and procedures for communicating care delivery back
to the patient’s health care provider and other care coordination services.16,17

EXISTING POLICY AND STAKEHOLDER DISCUSSION AND RECOMMENDATIONS
When the stakeholder group met, they first reviewed level‐setting information regarding the need for
increased access and the role that pharmacists can play. They then examined research on the current
status of state policies governing pharmacist administration of medications—this research was
summarized and included in the sections below to provide context to the stakeholder discussion and
recommendations. Participants were asked to consider the following key questions during their
discussion:



Is this policy in the best interest of the patient?
Does this policy align with pharmacist education and training (or that which could be feasibly
obtained)?

The following reflects the discussion and recommendations from the stakeholder group convened by
NASPA and CPNP. It does not necessarily represent the position of the organizations for which the
participants represent.

GENERAL AUTHORITY FOR PHARMACIST ADMINISTRATION OF MEDICATIONS
Existing Policy
All states allow pharmacists to administer vaccines, with some variability in the patient age, types of
vaccines and/or process. There are 40 states that allow pharmacists to administer other prescribed
medications with varying levels of restrictions. Of these, 36 allow for the administration of antipsychotic
medications pursuant to a prescription. However, in eight of those states, a collaborative practice
agreement (CPA) is required. A CPA is a formal practice relationship between pharmacists and other
health care practitioners. The agreement allows for certain patient care functions, in this case the
administration of medications, to be delegated to the pharmacist by the collaborating prescriber.
Stakeholder Discussion and Recommendation
It is recommended that pharmacists should be authorized to administer any medication,
pursuant to a valid prescription and proper training.
Despite variability in state law, the group recognized the current availability of pharmacist‐provided
medication administration services and the competencies of pharmacists to broaden access for patients.
It was discussed that some medications require surgical technique to administer, such as contraceptive
implants. The group considered listing the acceptable routes for pharmacist administration of medication.
Instead, the recommendation was that policy should be left more general to prevent hindering future
innovations. Additionally, pharmacists’ scope is restrained by market factors such as liability, facility
privileging, and because prescriptions for very specialized medications would not be sent to a pharmacy
and instead would be administered in an office or clinic setting.

PHARMACIST TRAINING
INITIAL TRAINING
Existing Policy
Currently 27 of the 40 states that authorize pharmacists to administer medications do not specify what
specific training is required. Instead, these states leave it to the professional responsibility of the
pharmacist to act in the best interest of the patient and administer only those medications for which

appropriate training has been obtained. The remaining 13 states have varying degrees of specificity
regarding initial training requirements.
Stakeholder Discussion and Recommendation
It is recommended that medication administration training be obtained from an ACPE
accredited program (which may include educational experiences obtained through pharmacy
school curricula) appropriate for the medications being administered and their respective
patient populations. Administration techniques must be covered but not necessarily in the same
program.
Though not recommended to be detailed in the law, the committee discussed the importance of the
following elements as components, in addition to administrative technique, in quality medication
administration training programs: dosing and storage requirements, patient engagement regarding
the underlying condition and symptoms being treated, stigma, patient support networks, side effect
management, patient education, relevant comorbid conditions, and appropriate policies and
procedures such as documentation and communication (including referral) with the prescriber on the
status of the patient and their medication administration.

CONTINUING EDUCATION
Existing Policy
In current law, there are seven states that have medication administration‐specific continuing education
requirements for pharmacists seeking to maintain their eligibility to administer medications (ranging from
one to three required hours per year). It should be noted that this is in addition to maintaining CPR or
BCLS certification in most instances.
Stakeholder Recommendation
It is recommended that state laws and regulations should not identify a specific number of
continuing education hours but there should be an expectation that the pharmacist maintain
continued competency regarding the populations they serve, medications they administer, and
current guidelines.
It was discussed that pharmacists have the professional responsibility to maintain their competency but
that setting a specific number of continuing education hours was not necessary.

POLICIES AND PROCEDURES
Existing Policy
There are limited examples of states that have specific requirements regarding the policies and
procedures associated with pharmacist administration of medications. For example, there are four states
with requirements for notifying the prescriber once the pharmacist has administered the medication and
seven with policies regarding documentation procedures. The stakeholder group considered each of
these, and others, individually but ultimately developed the following policy recommendation.
Stakeholder Discussion and Recommendation
It is recommended that the pharmacy practice must develop and maintain written policies and
procedures covering all aspects of the administration of medications that ensure patient safety,
appropriate coordination of care, and address documentation.

It was discussed that appropriate policies and procedures are essential for high quality care delivery
involving medication administration and should include documentation, when prescribers are to be
notified that a medication was administered or when a patient misses an appointment, situations
where patients need to be referred back to the prescriber, proper storage and handling of medications,
etc.
It was not recommended that states develop laws or regulations with detailed requirements on policies
and procedures in order to allow flexibility to accommodate different medication classes and practice
variations. The policies and procedures developed by the practice should be in alignment with the
standards of practice for other health professionals administering medications. Best practices for
policies and procedures should be included in education programs about medication administration.
Of note, the importance of care coordination and the need for its inclusion in the policies and
procedures was discussed. Care coordination is important in the treatment and management of all
conditions and medications and is of particular importance for the administration of LAIs and the
associated mental health conditions. For this group of high risk patients who often have a hard time
with consistent treatment, clear pathways of communication between the prescriber and pharmacist
are important.

ORDER TO ADMINISTER
Existing Policy
Currently, 27 states allow pharmacists to administer medications pursuant to a valid prescription. The
other 13 states that allow pharmacist administration beyond vaccines, require one of the following, in
addition to a valid prescription, from the prescriber:




Collaborative practice agreement
Medical order
Standing order or protocol

Stakeholder Discussion
A recommendation was not developed regarding the need for an order to administer. The importance of
care coordination, especially as part of the administration of LAIs was discussed. As mentioned in the
above section on policies and procedures, practices should develop methods of ensuring care
coordination and communication, including but not limited to utilization of collaborative practice
agreements, medical orders, standing orders, or protocols.

BOARD NOTIFICATION
Existing Policy
There are currently seven states that require that pharmacists who are trained to administer medications
receive some type of certification from the board of pharmacy (such as an “authority to administer”) or
to notify the board of pharmacy of their training. In some states this includes an application and a fee.
Stakeholder Discussion and Recommendations
It is recommended that pharmacists should not be required to notify the board of pharmacy
that they have been trained or to obtain a certification beyond licensure in order to administer
medications.

Participants discussed that these requirements create an administrative burden that does not
subsequently improve patient care.

CONCLUSION
Overall, the stakeholders felt that pharmacists can play a vital role in increasing access to medication
administration services. States that currently do not allow pharmacists to administer medications or
that have inhibitive restrictions should consider incorporating the above policy recommendations into
their state laws and regulations.
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APPENDIX A: STAKEHOLDER MEETING PARTICIPANTS
The individuals listed below were invited to participate in the project due to their background in
pharmacy practice, caring for patients with chronic mental illness, or healthcare policy affecting
pharmacists.
Of note, participants were only asked to represent their own opinions. Participants were not acting as
representatives of their organizations but rather as individuals whose experiences with their various
associations’ memberships or stakeholders provide them with an informed perspective.

Name

Organization

George Bilyk*

Janssen

Antonio Ciaccia

Ohio Pharmacists Association

Michelle Cope

National Association of Chain Drug Stores

Christina DiMattia

Genoa, QoL Healthcare Company

Michelle Dirst

American Psychiatric Association

Jeff Doherty*

Janssen

Megan Ehret

Department of Defense

Anita Everett

Substance Abuse and Mental Health Service Administration

Darcy Gruttadoro

National Alliance on Mental Illness

Janet Haebler

American Nurses Association

CDR Ted Hall

United States Public Health Service

Ronna Hauser

National Community Pharmacists Association

Brian Hepburn

National Association of State Mental Health Program Directors

Lindsay Kunkle

American Pharmacists Association

Neil Leikach

Catonsville Pharmacy

Rob Leland

1st Avenue Pharmacy

Raymond Love

University of Maryland

Karen Ryle

National Association of Boards of Pharmacy

Sharonjit Sagoo

Substance Abuse and Mental Health Service Administration

Brenda Schimenti

College of Psychiatric and Neurologic Pharmacists

Beth Tschopp

National Council for Behavioral Health

Parisa Vatanka

American Pharmacists Association

Krystalyn Weaver

National Alliance of State Pharmacy Associations

*Observers

APPENDIX B: MEETING AGENDA
Identifying and Developing State Policy Best Practices for Pharmacist Administration of
Medications

Agenda
Wednesday, December 14, 2016
Hotel Lorien
1600 King Street, Alexandria, VA
Meeting Room: Liberty B
http://www.lorienhotelandspa.com/hotels‐in‐old‐town‐alexandria/
8:00‐9:00 a.m.
9:00‐9:15 a.m.

9:15‐10:00 a.m.

10:00‐10:45 a.m.

10:45‐11:00 a.m.
11:00‐11:30 a.m.

11:30 a.m.‐12:00 p.m.
12:00‐12:45 p.m.
12:45‐3:30 p.m.

Continental Breakfast
Introductions and Overview
Raymond C. Love, PharmD, BCPP, FASHP
Professor and Vice Chair
Department of Pharmacy Practice and Science
University of Maryland School of Pharmacy, Baltimore MD
The Need
Megan Ehret, PharmD, MS, BCPP
Behavioral Health Clinical Pharmacy Specialist
Department of Defense
Fort Belvoir Community Hospital, Fort Belvoir, VA
Administration and Practice Models
Rob Leland, PharmD, BCPP
Owner/Manager
1st Avenue Pharmacy
Spokane, WA
Break

Liberty B
Liberty B

The Policy Perspective
Antonio Ciaccia
Director of Government & Public Affairs
Ohio Pharmacists Association, Columbus, OH

Liberty B

Krystal Weaver, PharmD, RPh
Vice President, Policy and Operations
National Alliance of State Pharmacy Associations, Richmond VA
Policy and Best Practice Discussion
Setting the stage for our post‐lunch discussion
Lunch
Policy and Best Practice Discussion

Liberty B

Liberty B

Liberty B

Liberty B
Liberty A
Liberty B

This work was coordinated by:
National Alliance of State Pharmacy Associations
2530 Professional Rd, Suite 202
Richmond, VA 23235
www.naspa.us
Contact: Krystalyn Weaver, kweaver@naspa.us

College of Psychiatric and Neurologic Pharmacists
8055 O Street, Ste S113
Lincoln, NE 68510
www.cpnp.org
Contact: Brenda Schimenti, bschimenti@cpnp.org

NASPA and CPNP would like to thank Janssen for their sponsorship which helped make this work
possible.

