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President’s Letter

From The Editors’ Desks...

Dear Readers:

After serving as co-editor and Editor-in-Chief of the New 
Jersey Journal of Pharmacy for the past three years, I will 
be stepping down as Editor-in-Chief. It has been a pleasure 
serving as Editor-in-Chief, and I am very proud of the high-
quality, peer-reviewed manuscripts published in the Journal 
over the past 3 years. I would like to thank Associate Editors 
Dr. Elif Ozdener and Dr. Malgorzata Slugocki for their hard 
work and the NJPHA leadership team for their support. I  

 
 
would like to thank the authors and peer reviewers who 
contributed their time and effort towards the Journal. Moving 
forward, Dr. Elif Ozdener will serve as Editor-in-Chief and 
Dr. Malgorzata Slugocki will be Associate Editor. 

Sincerely,
Dr. Julie Kalabalik-Hoganson

Hello Everyone!

It was great to see many of you at our recent 149th 
Convention in Atlantic City! Mark Taylor and the entire 
convention committee did a wonderful job planning this 
convention and it really was an action packed educational 
weekend! All of the programs were well attended, every 
speaker was fantastic and the social events gave us an 
opportunity to meet new people and catch up with old 
friends. One of the highlights of the convention was our 
annual Installation and Awards luncheon. Here our officers 
and trustees where sworn in for the upcoming year, and 
individual awards were presented to ten very deserving 
recipients whose contributions to the profession and the 
association deserved to be celebrated. So a big note of 
thanks to Mark and his committee for making convention 
enjoyable for all of us, well done!!

The themes from our last two conventions of Our Voice 
Undivided and 20/20 Vision remind us that we must work 
together and have a unified voice that speaks with clear 
focus as to where the direction of our profession needs 
to go and how it should get there. Pharmacists today are 
widely regarded as some of the best trained health care 
professionals in the world, regardless of their practice setting, 
and in many cases are not able to practice at the top of their 

 
 
licenses.  Please be a part of the voice that advocates for our 
future and I ask you reach out to the pharmacists you know 
and ask them to consider membership and involvement in 
this association to ensure that our profession continues to 
grow and flourish in New Jersey.

Our Convention in 2020 will be a very special event as we 
celebrate NJPhA’s 150th year! Save the dates of October 
9th, 10th and 11th so you will be able to join us for what will 
certainly be a memorable event!

Lastly, as this year winds down I wanted to take a moment 
and thank you all for putting your faith in me and allowing 
me to serve as President of NJPhA this past year. It was 
a great honor to work with each of you to advance our 
profession and further the goals of our association. It was 
truly a humbling and rewarding experience to serve you and 
again I thank you all.

Best Regards,
Jim
James Ward RPh
NJPhA President 2019
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Message from the Chair of the Board of Trustees

They say that hindsight is 20/20.  The pharmacists of New 
Jersey share in a long, grand tradition of coming together 
to protect patients by elevating and standardizing practice. 
In fact, this year we celebrated our 149th annual conven- 
tion! As healthcare continues to evolve, this dedication 
to patient-centered practice continues to be important. 
Decision makers NEED the input of educated drug therapy 
specialists when putting forward proposals that will shape 
the future of care. Patients deserve to know that the people 
who spend their entire education studying the effects and 
consequences of medications are uniting and speaking out 
for fair, safe and effective medication use. Fair reimburse-
ment and business practices must be assured in order to 
allow pharmacists the time needed to use their medication-
focused education, an education that allows them to iden-
tify and address medication related healthcare issues with a 
clarity unique among healthcare professionals.  

The New Jersey Pharmacists Association has always been 
and continues to be an organization of PHARMACISTS, 

not specific businesses or practice areas. NJPhA is the 
organization that addresses issues of importance to the 
pharmacist, whether or not these topics are a priority to the 
people for and with whom we work.  I remain proud to sup-
port the organization that supports my chosen profession 
in my home state, and I urge all of my colleagues to do the 
same.  Keep your membership up-to-date, set your NJPhA 
membership to auto-renew and encourage your cowork-
ers and classmates to do the same. Share in the tradition 
of supporting New Jersey pharmacists’ voice in healthcare 
and stimulating professional opportunity. The cold hard fact 
is that without maintaining the infrastructure of the associa-
tion, we, as pharmacists could find ourselves without a way 
to protect and advance the profession we share.  

Carmela Silvestri, PharmD, CCP
2019 NJPhA Chair of the Board of Trustees
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800-965-EPIC  |  EPICRX.COM
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Implementing a medications-to-clinic program for patients
on long-term anticoagulation: a case series

Rachel Quinn*, PharmD, BCACP; Briann Fischetti, PharmD, BCACP, AAHIVP

Introduction: 
Warfarin is used for the prevention and treatment of many 
thromboembolic conditions, such as atrial fibrillation (AF), 
venous thromboembolism (VTE), and mechanical pro- 
sthetic cardiac valves. Due to its narrow therapeutic in-
dex, warfarin requires routine monitoring to ensure that the 
patient is within a safe therapeutic range. Time in thera-
peutic range (TTR) may be complicated by numerous fac-
tors such as adherence, chronic disease states, and diet.1 
Anticoagulation clinics were developed to improve the man-
agement of warfarin and studies have shown that pharma-
cist-run anticoagulation clinics lead to better outcomes with 
improved TTR and decreased percentage of time that inter-
national normalized ratio (INR) values are less than 1.5 or 
greater than 5.2 

As demonstrated in The Influence of Patient Adherence 
on Anticoagulation Control with Warfarin: Results from the 
International Normalized Ratio Adherence and Genetics 
(IN-RANGE) Study, adherence is one of the major risk fac-
tors for an out-of-range INR and often becomes the focus 
of anticoagulation clinic visits.3 A recent study evaluating 
stroke survivors showed that adherence to medications in-
creases when medications are brought directly to patients. 
This study showed that adherence increases by 27% when 
patients use mail order pharmacy compared to a local phar-
macy. Regarding anticoagulant use, patients are adherent 
45% of the time when they use local pharmacies and adher-
ence increases to 56% when using a mail order pharmacy.4 
As a result, many hospitals have implemented medications-
to-bedside (meds-to-bed) programs, where medications are 
brought directly to the patient before discharge.5 Numerous 
studies have demonstrated the benefit of meds-to-bed pro-
grams by decreasing 30-day readmission rates, improving 
adherence, and increasing patient satisfaction.6-8 Although 
there is no primary literature on a medications-to-clinic 
(meds-to-clinic) program, it is reasonable to hypothesize 
that bringing medications directly to patients will result in 
improved adherence. 

At The Brooklyn Hospital Center (TBHC) in Brooklyn, New 
York, anticoagulation clinics are pharmacist-run with collabor-
ative drug therapy management (CDTM) agreements. Antico-
agulation clinic services are present in the Internal Medicine, 
Cardiology, and Family Medicine clinics. The average TTR in 
these clinics in 2017 was 72.5%. This is comparable to many 
studies that demonstrate TTR to be around 60%.3 The pur-
pose of this case series was to see if a meds-to-clinic program 
would improve percentage of therapeutic INRs compared to 
traditional filling at an outpatient community pharmacy.

Methods: 
This study was a single center, prospective matching trial 
including patients who are 18 years of age or older being 

managed on warfarin for at least three months. Patients 
needed to be seen at one of the three anticoagulation clinics 
at TBHC and transition from filling warfarin at a local phar-
macy to the hospital-based outpatient pharmacy. Exclusion 
criteria included patients who have not filled warfarin for at 
least three months at the hospital-based outpatient phar-
macy, fill less than 70% of their warfarin prescriptions at the 
hospital-based outpatient pharmacy, or did not pick up war-
farin on the day of their anticoagulation visit. Although exclu-
sion criteria were set in order to allow for proper prospective 
data collection, it was understood that there may be times 
where patients need to fill their prescriptions at an outpatient 
community pharmacy during inclement weather or illness.

After a patient completed an anticoagulation visit, the phar- 
macotherapy specialist sent an electronic prescription 
under a CDTM agreement to the hospital-based outpatient 
pharmacy. The prescription for warfarin would be picked up 
from the pharmacy and brought to the patient in the clinic 
or the patient would be escorted to the pharmacy. Patients 
also had the option of retrieving their medication from the 
pharmacy independently after the first fill, as this option may 
be more convenient for them. It was ensured that the pa-
tient received the medication before they left the clinic on 
the day of their anticoagulation clinic appointment.

Patients were used as their own control and data was col-
lected retrospectively from the electronic medical record, to 
capture outcomes three months prior to using the hospital-
based outpatient pharmacy. The electronic medical record 
used was Allscripts, in addition to the CoagClinic™ data-
base. Patients were then prospectively followed for three 
months after they started filling at the hospital-based outpa-
tient pharmacy (Figure 1). Data collected included sex, age, 
race, indication for anticoagulation, goal INR, TTR, adher-
ence to warfarin and appointments, and interacting medica-
tion use. The primary outcome was percentage of therapeu-
tic INRs. Therapeutic range was defined as therapeutic goal 
± 0.2 to account for margin of error with the point of care 
machine. Secondary outcomes included TTR, adherence 
to warfarin, medication possession ratio, and adherence 
to appointments. TTR was calculated using the Rosendaal 
method in the CoagClinic™ database by using the thera-
peutic goal ± 0.2. Adherence to warfarin was defined as 
percentage of visits in which the patient did not report a 
missed dose of warfarin. For example, if a patient reported 
one missed dose in four clinic appointments, they would be 
75% adherent. Medication possession ratio was defined as 
days medication was taken divided by total days medica-
tion was prescribed multiplied by 100%. Finally, adherence 
to appointment was defined as the percentage of visits that 
patients attended their scheduled appointment. Descriptive 
statistics were used to report all results and this study was 
approved by the Institutional Review Board at TBHC.
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Results: 
Four patients used the hospital-based outpatient pharmacy to 
fill warfarin during this case series. However, one patient was 
a new start to warfarin therapy and was excluded. All three 
patients were African American females with an average age 
of 58 years. At time of study completion, patients filled warfa-
rin for eight months at the hospital-based outpatient pharma-
cy. Two patients had AF, while one patient had recurrent VTE 
while on anticoagulation.  The most common INR goal was 
2 to 3, which was the goal in two of three patients (Table 1).

Patient one was a 38-year-old African American female 
with past medical history (PMH) of gastroesophageal re-
flux disease, hypertension, iron deficiency anemia, obesity, 
and recurrent VTE. Patient had multiple VTEs despite be-
ing therapeutic on warfarin therapy; therefore, the patient’s 
INR goal was increased to 2.5 to 3.5. After being enrolled in 
the meds-to-clinic program, percentage of therapeutic INRs 
increased from 60% to 67%. For secondary outcomes, both 
TTR and adherence to appointments increased while ad-
herence to warfarin and medication possession ratio de-
creased (Tables 1-6). While filling, there was one minor drug 
interaction noted, where the patient was given cephalexin. 
No dose adjustment was warranted and patient remained 
therapeutic while on cephalexin. 

Patient two was a 55-year-old African American female with 
PMH of hypertension and AF with an INR goal of 2 to 3. After 
being enrolled into the meds-to-clinic program, percentage 
of therapeutic INRs increased from 50% to 60%. For sec-
ondary outcomes, TTR decreased, adherence to warfarin 
and medication possession ratio remained the same, and 
adherence to appointments increased (Tables 1-6). Since 
finishing enrollment in the meds-to-clinic program, patient 
has been transitioned to a direct oral anticoagulant. 

Patient three was a 75-year-old African American female 
with PMH of dyslipidemia, type 2 diabetes mellitus, tran-
sient ischemic attack, hypertension, breast cancer, and AF 
with an INR goal of 2 to 3. After being enrolling into the 
meds-to-clinic program, percentage of therapeutic INRs re-
mained the same while TTR, adherence to warfarin, medi-
cation possession ratio, and adherence to appointments 
increased (Tables 1-6).

Overall, with the implementation of the meds-to-clinic pro-
gram, the primary outcome of percentage of therapeutic 
INRs was shown to increase by 6% (Table 2). Secondary 
outcomes of TTR, adherence to warfarin, and adherence to 
appointments were also shown to increase by 9%, 9%, and 
17% respectively. However, on average medication posses-
sion ratio remained the same at 98% (Tables 3-6).  

Figure 1: Intervention flow chart
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Characteristic N=3

Mean age, ±S.D. years 58±18.5

Race 

African American, no. (%) 3 (100)

Sex 

Female, no. (%) 3 (100)

Indication 

Atrial Fibrillation (AF), no. (%) 2 (67)

Recurrent VTE (on warfarin), no. (%) 1 (33)

Goal INR 

2.0-3.0, no. (%) 2 (67)

2.5-3.5, no. (%) 1 (33)

Table 1: Overall patient demographics

Patient Before (%) After (%)

Patient 1 60  67 

Patient 2 50  60 

Patient 3 25 25

Table 2: Primary outcome: percentage of therapeutic INRs*

*Therapeutic range was defined as therapeutic goal ± 0.2 to 
account for margin of error with the point of care machine

Table 3: Secondary outcome: time in therapeutic range*

Patient Before (%) After (%)

Patient 1 68 71

Patient 2 67 58

Patient 3 21  53

*Time in therapeutic range was calculated using the Rosendaal 
method in the CoagClinic™ database by using the therapeutic 
range ± 0.2

Table 4: Secondary outcome: adherence to warfarin*

Patient Before (%) After (%)

Patient 1 90  67 

Patient 2 100  100 

Patient 3 0  50

*Adherence to warfarin was defined as percentage of visits in 
which the patient did not report a missed dose of warfarin

Table 5: Secondary outcome: medication possession ratio*

Patient Before (%) After (%)

Patient 1 99  66 

Patient 2 100  100 

Patient 3 395  97

*Medication possession ratio was defined as days medication 
was taken divided by total days medication was prescribed 
multiplied by 100%
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Discussion: 
A medications-to-clinic program demonstrated an overall 
trend in increased percentage of therapeutic INRs, TTR, 
adherence to warfarin, and adherence to appointments. 
Calculating TTR using Rosendaal method poses limitation 
as it assumes that changes between consecutive INR mea-
surements are linear over time. Therefore, percentage of 
therapeutic INRs may be a better representation of the real-
world population.

To our knowledge, there are no meds-to-clinic programs 
established elsewhere. Due to similarity in structure with 
meds-to-beds programs, an increase in adherence was an-
ticipated. Although adherence to warfarin increased, medi-
cation possession ratio did not change with this case series. 
Limitations include that pharmacotherapy specialists gen-
erally only document missed doses of warfarin in the past 
seven days as these missed doses can affect INR results. 
Therefore, the medication possession ratio may be overes-
timating adherence rates. Additionally, adherence was self-
reported, which may have led to falsified information. 
 
There were many limitations that decreased enrollment 
for this study. Upon opening, the hospital-based outpatient 
pharmacy did not accept all insurance plans or deliver med-
ications outside of the hospital. Therefore, many patients 
continued to fill at their outpatient community pharmacy. 
However, the hospital-based outpatient pharmacy now ac-
cepts most insurance plans, including Medicaid starting in 
April 2018 and started mailing medications to select clinic 
patients. It is anticipated that more patients will have the 
opportunity to enroll in the meds-to-clinic program, which 
may continue to show benefit and support the need for this 
model in additional clinics. 

There were also strengths to this study including the use of 
the electronic medical record allowing for an accurate col-
lection of patient information. The pharmacist at the hospital-
based outpatient pharmacy had direct access to the phar-
macotherapy specialist to confirm dose adjustments and 
had the ability to review labs and patient-specific plans. The 
prospective nature allowed for accurate representation of 
data and the ability to counsel patients at every encounter.

Conclusion:  
This meds-to-clinic case series has shown promise to in-
crease the percentage of therapeutic INRs, TTR, adher-
ence to warfarin, and adherence to appointments. Further 
research and a larger sample size are needed to determine 
if outcomes will be statistically significant. 
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Table 6: Secondary outcome: adherence to appointments*

Patient Before (%) After (%)

Patient 1 73  89 

Patient 2 83  100 

Patient 3 56  75

*Adherence to appointment was defined as the percentage of 
visits that patients showed up to their scheduled appointment
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Predatory Publishing: Avoiding the Trap

Rax Zhijia Wang, PharmD Candidate 2020; Aekta Patel, PharmD Candidate 2020;
*Michael Toscani, PharmD

Abstract
Background
With the expansion of open-access journals came a paral-
lel increase in pseudo journals (fake, hijacked, or predatory 
journals) that seek to exploit authors for financial gain. These 
journals do not adhere to publication standards such as peer 
review, editing, archiving, and indexing. The purpose of our 
research was to provide guidance on avoiding possible oc-
currences of pseudo publishing in predatory journals. 

Methods
We conducted a narrative literature review based on search-
es of MEDLINE, PMC, and PubMed from 2000–2019, using 
MESH terms “predatory publishing,” “open access publish-
ing,” “pseudo journals,” “peer review,” “editorial policies,” and 
“publishing standards.” We reviewed each article for its anal-
ysis of predatory characteristics and recommendations on 
how to differentiate a legitimate journal from a predatory one.

Results
We evaluated 15 articles on predatory publishing and sum-
marized our findings into a table and an algorithm highlight-
ing characteristics that separate a legitimate journal from a 
predatory one. Areas of publishing concern include: lack of 
peer review, lack of archiving and indexing, e-mail spam-
ming, and aggressive advertising. Our recommendations 
for identifying and avoiding predatory publishing include: 
verify DOAJ Seal of Approval, review ISSN for legitimacy, 
evaluate editorial board members’ credentials, check for 
prominently displayed peer review process, and refer to 
Beall’s Comparative Review of Journals. 

Conclusion
Predatory publishing is on the rise, and it is important for au-
thors to be aware of questionable journals. There are steps 
to help avoid the pitfalls of predatory publishing. Further re-
search and education are needed to understand and avoid 
the risks.

Background
With the expansion of open-access (OA) journals came a 
parallel increase in pseudo journals that exploit authors.1-5 

Predatory journals often promise authors rapid publication 
and low publication barriers in return for article-processing 
charges.1-7 Pseudo publishing is not universally defined but 
it includes fake journals, hijacked journals, and predatory 
journals.3 A fake journal is an unregistered journal with a 
fake International Standard Serial Number (ISSN).3 An 
ISSN is an 8-digit code used to identify different publication 
types. A hijacked journal contains an unauthorized website 
that mimics the website of a legitimate journal.3,7 Finally, a 
predatory journal charges publication fees and entices au-
thors with spam emails and fake conferences.1-7

Jeffrey Beall first coined the term “predatory publishing” in 
2010 and created a comprehensive “blacklist” of possible 
predatory journals available online. Beall’s list was a com-
parative review of 9 OA publishers. Each publisher was giv-
en a composite score related to the content, user interface/
searchability, article processing charge, and contract op-
tions. The maximum score in each category was 5. Beall’s 
attempt to classify these journals created a controversial re-
sponse. Some journals felt attacked by Beall’s scoring sys-
tem, which falsely accused their integrity. As a result, the list 
was removed and archived.3,7-10 

Predatory journals often do not adhere to publication stan-
dards such as peer review, editing, archiving, and indexing 
of published articles.1-5 Those that lack peer review chal-
lenge the integrity and credibility of scientific research.1

Methods
We conducted a narrative literature review based on search-
es of MEDLINE, PubMed Central (PMC), and PubMed 
from 2000–2019. In our search we used the MESH terms 
“predatory publishing,” “open access publishing,” “pseudo 
journals,” “peer review,” “editorial policies,” and “publishing 
standards.” We came across 28,569 articles and selected 
15 articles and guidelines that included at least four of the 
searched MESH terms, which indicated relevance and sig-
nificance to our research. We reviewed each article for its 
background on the definition of predatory publishing, analy-
sis of predatory characteristics, tables and figures support-
ing the identification of a predatory journal, and recommen-
dations on how to differentiate a legitimate journal from a 
predatory one. We also examined the “COPE Core Prac-
tices” from the Committee on Publication Ethics (COPE) 
and the “Principles of Transparency and Best Practice in 
Scholarly Publishing” from the World Association of Medical 
Editors (WAME), which detailed common publication stan-
dards.11-13 Our review aimed to compile the most recent defi-
nitions of predatory journals and highlight current fraudulent 
practices of predatory journals.
 
Results 
Our findings are summarized in Table 1, which describes 
best practices and proper characteristics of a journal, as 
well as warning signs that may indicate a predatory jour-
nal. A scientific journal should have an intuitive website that 
clearly states the title, editor, publisher, peer review pro-
cess, archiving and indexing program, and any publication 
fees.1-3, 7 

Peer review is the first journal characteristic that we listed in 
our table. Peer review is an evaluation of literature by others 
in the same expertise area to assess the quality of a manu-
script before it is published.6,7 Properly conducted peer re-
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view should be indicated in the journal with clear copyright 
information. Once a manuscript is submitted to a journal, 
the editorial team will review the content and conduct either 
a single-blind, double-blind, or open peer review. Authors 
are then contacted by the editorial team to make revisions. 
Upon final review of the manuscript, the article is either ac-
cepted or rejected. The peer review process may take up 
to months to complete. Predatory journals often offer rapid 
peer review, which may not be not conducted appropriately. 

Following peer review, we highlighted archiving and index-
ing. Credible indexed journals have an ISSN, are listed in 
the Directory of Open Access Journals (DOAJ), and are 
registered in Ulrichsweb Global Serials Directory (UWGSD). 
Furthermore, editor information should be clearly stated. 
The editors should be recognized and have the appropriate 
credentials. A faulty journal may have editors who are also 
journal owners or have editors listed who do not have any 
relevant qualifications. They may present with an unprofes-
sional email address. Just like editor information, publisher 

information should be clearly stated. A publisher should have 
listed any professional affiliations. Another journal charac-
teristic to note is an article processing charge. Predatory 
journals often request either extremely high fees to exploit 
authors or suspiciously low fees in order to attract a larger 
audience. Authors should seek out journals with transparent 
fees. The title of a journal should relate to the spectrum of 
work published in that journal. Red flags of predatory jour- 
nals also include the use of misleading language in the titles 
 and titles that mimic existing journals. Like- 
 wise, a website associated with a journal  
 should relate to thescope of the journal. Other  
 noteworthy features of a credible scientific  
 journal include a digital object identifier (DOI),  
 author consent, and minimal advertising. 

 Although Table 1 is not all inclusive, it serves  
 as a simple guide that authors should refer to  
 before submitting work to a journal. It is a way  
 to characterize important features that differ- 
 entiate a legitimate scientific journal from a  
 predatory journal. 
 
 Discussion
 Beall’s comprehensive list of 1294 question- 
 able or predatory journals and publishers  
 is still available in web archives.3,9,10 Unfortu- 
 nately, the list also includes smaller or less 
 reputable legitimate journals.3 Therefore, we  
 created an algorithm (Figure 1) to help 
 authors further identify possible predatory  
 journals.
 
 MEDLINE is an indexing agency that orga- 
 nizes scientific materials into a database 
 which offers scientists ease of navigation. In- 
 clusion of a journal in MEDLINE requires strict 
 adherence to the principles of ethical publish- 
 ing and rigorous quality checks.8 PMC is a 
 database of OA articles that also complies  
 with rigid guidelines, although they are not 
 as strict as those of MEDLINE. While both  
 MEDLINE and PMC are databases that in- 
 clude journals that passed quality check- 
 points, PubMed strictly serves as a search 
 engine that searches both MEDLINE and  
 PMC, as well as other databases that may 
 include predatory journals.8 Therefore, authors  
should check whether a journal is listed in MEDLINE or PMC, 
for legitimacy.

Another good practice is to check for a DOI or an ISSN, 
which may help rule out predatory journals.1,2 The DOI is a 
code assigned by the International DOI Foundation to pro-
vide a permanent link to the respective article’s location on 
the Internet.14 The publisher assigns a DOI to a published 
article when it is also made available electronically. Fur-
thermore, an ISSN is an 8-digit code used strictly to identify 
journals and other forms of media. In many countries, an 

Table 1. Proper and Improper Journal Characteristics

Category Positive Indicators Red Flags Warnings

Peer Review • Properly conducted peer  • Lack of peer review
   review is indicated6   process1

 • Copyright information is clear7 • Missing copyright information1

 • User rights for content use  • Rapid peer review processes
   and re-use are identified2    are promised1

Archiving/ • Journal has International Standard • Lack of archiving/
Indexing   Serial Number (ISSN)1     indexing5

 • Journal is listed in Directory of Open  • Lacking policies for digital
   Access Journals (DOAJ)1    preservation7

 • Journal is registered in Ulrichsweb  • Professional manuscript-handling
   Global Serials Directory (UWGSD)2     process is missing6

Editor  • Recognized editors who are  • Editor is also the publisher/
Information    experts in the field1     owner1,2

 • Verifiable contact information listed1 • Contact email address
 • Unique editorial board specific to    is non-professional1

   the journal7 • Well-known editors listed without
    their approval2

Publishing/ • Publisher meets criteria • Publisher information omitted1

Publisher   for a quality journal1 • Publisher has negative
Information • Publisher holds membership in the    reputation on listservs1

   Open Access Scholarly Publishers  • Professional institutional
   Association2    affiliation/scholarship
 • High-quality publishing2    omitted5 

Article  • Straightforward provisions for waiving • Extremely low fees (<$150)1

Processing    article processing charges (APCs)1 • Extremely high fees (>$3000)1

Charge (APC) • Transparent fees6 • Meant to exploit authors6

 • Directly specified1,2  

Title of Journal • Relates to the scope/content  • Misleading/persuasive language
   of the journal1     that targets authors5

 • Congruent with the journal’s mission7 • Closely copies/plagiarizes
 • Reflects its origin7     existing journals’ titles and
    logos1  
  • May appear exaggerated
    ambitious2

Website • Instructions and guidelines posted  • Perplexing language that targets
   on the website1     authors5

 • Straightforward and grammatically  • Contains “dead” or “broken”
   correct language1,6     links6

 • Copyediting is evident7 • Email invitations or ”spamming”6

Other Journal  • Each article lists a digital object • Article submission fee is via
Characteristics   identifier (DOI)1     email6

 • Articles are published with author  • Discredits another journal6

   consent6 • Concealed conflicts of interest2,6

 • Minimal to nonexistent advertising6,7 
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ISSN is “mandatory for all publications subject to the legal 
deposit.”15 It does not, however, include information on the 
origin, quality, or validity of the contents.15 Nevertheless, 
since all legitimate journals are required to have one, an 
author will be able to identify a journal without an ISSN as 
likely to be predatory. Thus, it is important for an author to 
verify whether a journal has either unique identifiers.

DOAJ indexes peer-reviewed OA research journals and can 
serve as a “whitelist” of genuine journals.1,7,8 However, the 
DOAJ list does not encompass all legitimate OA journals, 
and a journal that is not listed may not necessarily be preda-
tory.7 DOAJ also grants the DOAJ Seal of Approval for Open 
Access Journals (DOAJ Seal) to OA journals that practice 
high publishing standards.7 To earn the Seal, a journal must 
meet all of the criteria listed in Table 2. On top of providing 
DOAJ the unique identifiers, the journal also must supply 
article metadata that is used to categorize, organize, and 
index scholarly articles, which usually contains at least the 
journal title, ISSN, and publisher.17 Furthermore, the jour-
nal has to have an archiving program. DOAJ also requires 
Creative Commons (CC) copyright licensing information in 
the journal articles.18 A CC license is one of several pub-
lic copyright licenses that allows for the free distribution of 
copyrighted works. There are several types of CC licenses, 
which differ by their terms of distribution. CC BY allows oth-
ers to distribute and build upon one’s work, even for com-
mercial use, as long as credit is given to the original creator. 
CC BY-SA holds the same conditions as CC BY with the 
addition of licensing the new creation under identical terms 
as the original work. CC BY-NC is similar to CC BY with the 
exception that it only allows for non-commercial use. In ad-
dition, the journal should register its deposit policy and allow 
authors to hold the copyright without any restrictions.

In addition to DOAJ, there are other organizations that give 
recognition to journals that adhere to the principles of ethi-
cal publishing. Organizations such as WAME, COPE, the In-
ternational Committee of Medical Journal Editors (ICMJE), 
and the Council of Science Editors (CSE) advocate for 
standard policies regarding issues such as transparency of 
journal policies including fees, archiving of journal content, 

and managing of errors in printing or writ-
ing.1,5,7,13 Therefore, if a journal is a part 
of or is accredited by such organizations, 
then it is likely to be a legitimate journal.

Our algorithm may have limitations since 
there may be some exceptions to these 
rules, as not all legitimate journals have 
the DOAJ seal or are accredited by a rec-
ognized organization. Moreover, Table 1 
is a summary guide and may not reflect 
all the characteristics of proper and im-
proper journals. 

Conclusion
Predatory publishing is on the rise, and 
it is important for authors to be aware of 
questionable journals. There are steps 

to help avoid the pitfalls of predatory publishing. Areas of 
publishing concern include: lack of peer review, lack of ar-
chiving and indexing, e-mail spamming, and aggressive ad-
vertising. Our recommendations for identifying and avoiding 
predatory publishing include: verify DOAJ Seal of Approval, 
review ISSN for legitimacy, evaluate editorial board mem-
bers’ credentials, check for prominently displayed peer re-
view process, and refer to Beall’s Comparative Review of 
Journals. Further research and education are needed to 
understand and avoid the risks of predatory publishing.
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The Role of Potassium Sparing Diuretics in the 
Management of Hypokalemia in Peritoneal Dialysis 
Jaweria Hussain, PharmD Candidate 
Arnold & Marie Schwartz School of Pharmacy Long Island 
University

Jessica Balaoro, PharmD Candidate 
Arnold & Marie Schwartz School of Pharmacy Long Island 
University

Steven Ren, PharmD Candidate 
Arnold & Marie Schwartz School of Pharmacy Long Island 
University

Preceptor: Timothy Nguyen, PharmD, BCPS, CCP, 
FASCP 
Professor of Pharmacy; Arnold & Marie Schwartz School 
of Pharmacy Long Island University

Introduction: 
Purpose: To collect data and assess the efficacy and 
safety of potassium sparing diuretics in patients undergoing 
peritoneal dialysis (PD) . Many patients with PD require 
interventions to prevent hypokalemia, which is a potassium 
level falls below 3.5mEq/L, this can be life-threatming and 
requires urgent medical attention. Currently patients at risk 
of hypokalemia are place on potassium supplement therapy 
and glucose-free icodextrin dialysate solution to lessen the 
amount of potassium loss in the body. The proper usage of 
potassium sparing diuretics can help alleviate some of the 
problems associated hypokalemia in PD patients is being 
explore. 

Methods: A literature search was conducted during the 
spring semester of 2019 utilizing the following databases: 
PubMed, Google Scholar, CINAHL, Embase, EBSCO 
and Cochrane. The following combination search terms 
used:  hypokalemia, peritoneal dialysis, potassium sparing 
diuretics, and spironolactone. Recent and relevant trials 
related to potassium sparing diuretics, peritoneal dialysis, 
and hypokalemia were reviewed.  

Results: Four relevant trials identified from the search. 
Type of papers included in the study were one randomized 
double blind placebo controlled cross-over study, one 
interventional study without control group, one retrospective 
single center chart review and one cross-sectional review 
trial. The randomized controlled trial did not note a 
statistically significant changes in K levels (p >0.05), the 
other three trials observed an increase in potassium levels in 
the potassium sparing diuretics groups, but trials contained 
small participants. 

Conclusion: The role of potassium sparing diuretics use for 
hypokalemia management in PD patients remains unclear. 
Inadequate data available to conclude whether or not it’s 
used in PD patients for hypokalemia is advantage versus 
traditional potassium supplementation. 

Diphenhydramine Use in End Stage Kidney Disease
Beatrice Polyakova, PharmD Candidate 
Arnold & Marie Schwartz School of Pharmacy Long Island 
University 

John Cerenzio, PharmD Candidate 
Arnold & Marie Schwartz School of Pharmacy Long Island 
University 

Josh Renzo Ramilo, PharmD Candidate 
Arnold & Marie Schwartz School of Pharmacy Long Island 
University

Preceptor: Timothy Nguyen, PharmD, BCPS, CCP, 
FASCP 
Professor of Pharmacy; Arnold & Marie Schwartz School 
of Pharmacy Long Island University

Introduction: 
Purpose: To provide an overview of diphenhydramine 
pharmacokinetic properties, and evaluate diphenhydramine 
use in ESKD population. 

Methods: A literature search was conducted during Spring 
2019 using PubMed, CINAHL, Cochrane, Ovid, and Google 
Scholar. Search terms used include “diphenhydramine 
abuse”, “diphenhydramine dialysis”, and “diphenhydramine 
kidney disease”. 

Results: There are lack of studies available for diphen-
hydramine, kidney disease and dialysis. There were case 
reports of diphenhydramine abuse, and toxicity due to over-
dose. Diphenhydramine is highly bound to protein that limit 
its ability to dialyze, and therefore may predispose to side 
effects. Information on diphenhydramine used in the dialy-
sis population is scarce and dosing toxicity is unknown.

Conclusions: The data available for use of diphenhydramine 
in ESKD and dialysis is limited. Clinicians should use caution 
with the use of diphenhydramine in this population.  
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Application-Based Class In A First Year Integrated 
Self-Care Pharmacotherapy Course: Student 
Performance And Perception
Julie Kalabalik-Hoganson, PharmD, BCPS, BCCCP
Associate Professor of Pharmacy Practice; Fairleigh 
Dickinson University School of Pharmacy and Health 
Sciences

Malgorzata Slugocki, PharmD, BCPS
Assistant Professor Pharmacy Practice; Fairleigh 
Dickinson University School of Pharmacy and Health 
Sciences

Kathleen M. Frey, PhD. 
Assistant Professor, Pharmaceutical Sciences; Arnold 
& Marie Schwartz School of Pharmacy Long Island 
University 

Introduction: Accreditation standards advocate the use 
of active learning. Evidence on the use of active learning 
in self-care courses is limited to teaching regulations and 
improving student confidence. 

Purpose: This study assessed student performance and 
perception of an active learning, application-based class 
(ABC) in a first year integrated self-care pharmacotherapy 
course.
   
Methods: The ABC included a pre-class lecture recording, 
10-question knowledge-based quiz, small group patient 
case activities, and a 5-question case-based quiz. Faculty 
provided immediate feedback on assessments. A 15-ques-
tion survey with 2 free text responses was distributed to all 
71 students using QualtricsXM. The Likert scale survey as-
sessed student self-awareness, participation, and percep-
tion of the ABC approach compared to traditional lecture 
format. Student performance using exam and quiz assess-
ments were evaluated using t-test.

Results: Response rate was 95.8%. The majority of stu-
dents report increased learning with ABC compared to tradi-
tional lectures. Most report learning more effectively through 
active learning (77.9%) and discussion with peers (73.5%); 
83% believe small group patient cases enhance their 
knowledge. Students recommend extended time for pa-
tient cases. Knowledge-based quiz class mean was higher 
(93%) than the case-based quiz (82.3%). When comparing 
traditional lecture (2018) to ABC (2019), less students in the 
traditional lecture group answered a content-related exam 
question correctly compared to ABC (83.33% vs. 91.5%). 
Exam scores were significantly higher in the ABC group 
(76.16% vs. 85.62%, p<0.001). Final course grades were 
significantly higher in the ABC group (76.37% vs. 86.43%, 
p<0.001).  

Conclusion: The majorities of students favor ABCs over 
traditional lecture and recommended more of these activi-
ties in the curriculum. Exam and final course grades were 
significantly higher with ABC compared to traditional lec-
ture. Future delivery of this course will increase ABCs with 
extended time for small group patient case activities.

Evaluation of Opioid free Post- Cardiothoracic Surgi-
cal Pain Management Protocol using Intravenous
Acetaminophen, Dexmedetomidine and Ketorolac
Milosz Blyszczek, EMBA, Doctor of Pharmacy, Candidate 
2020
California Northstate College of Pharmacy

Nermin Elhossiny
CPhT Saint Mary’s General Hospital

Jonathan Gonzalez, Doctor of Pharmacy, Candidate 2020
California Northstate College of Pharmacy

Daniel Grossman, Doctor of Osteopathic Medicine Candi-
date 2020
Touro College of Osteopathic Medicine

John Henaen, Doctor of Pharmacy, Candidate 2020
Farleigh Dickinson University School of Pharmacy and 
Health Sciences

Angela Carla Nicdao, Doctor of Pharmacy, Candidate 2020
California Northstate College of Pharmacy

Dr. Mirna Hanna, PharmD, BCMTMS
Clinical Pharmacist at Saint Mary’s General Hospital

Dr. Jonathan Ramharack, MD, Intensivist
Director of Intensive Care Services, 
Saint Mary’s General Hospital

Dr. Vinay Manohar Tak, MD, FRCS (Edin), FACS.
Senior Attending Cardiac and Thoracic Surgeon
Director of Minimally Invasive Valve Surgery
Saint Mary’s General Hospital 

Introduction: Based on previous studies, data has shown 
that a significant percentage of patients will persistently stay 
on opioids if they are given opioids during their recovery 
from a surgical procedure.

Purpose: This multi-disciplinary study analyzed the effec-
tiveness of a non-opioid pain management protocol consist-
ing of intravenous acetaminophen, and dexmedetomidine 
scheduled as well as ketorolac as needed for post cardio-
thoracic surgical pain. 

Methods: All of the patients in the study were admitted 
to the Intensive Care Unit or step down unitfollowing their 
surgical procedure from mid-April 2019 to early Septem-
ber 2019. There were a total of sixpatients included in 
the study, five of the patients had coronary artery bypass 
with graft (CABG) surgeries, onehad a VATS procedure. 
Patients were asked to complete a survey prior and post 
pain medicationadministration following their procedure. 
The survey was comprised of a set of ten questions in 
either Englishor Spanish depending on their preferred 
language. Efforts were made to have the surveys com-
pletedapproximately 24 hours after the patients had their 
procedure. 

Results: The results indicate that patients were satisfied with 
their pain management following their surgical procedures 
and did not request additional pain medications despite 
having undergone highly invasive procedures. Considering 
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the current opioid epidemic and known negative side effects 
of opioids such as respiratory depression, constipation and 
potential addiction, this study confirmed that for patients 
with high levels of pain (approximately 9 out of 10), opioids 
were not necessary for satisfactory pain control. 

Conslusion: As a result of this study, new non-opioid 
post-surgical protocols and order sets will be implemented 
for all of Saint Mary’s General Hospital in efforts to expand 
our Opioid Stewardship and ourimpact on opioid use in 
the community. Additional studies analyzing the incidence 
and effect of common opioidrelated side effects on post-
surgical patients in comparison to those managed with the 
new non-opioid protocols will be done as part of continuous 
quality improvement initiatives in our Opioid Stewardship 
Program.

Outcomes in HIV Positive Kidney and Liver Transplant 
Recipients
Shalana Crudup, PharmD Candidate 2020
Temple University School of Pharmacy

Shameka Heber, PharmD Candidate 2020
Temple University School of Pharmacy

William Huang, PharmD Candidate 2020
Temple University School of Pharmacy

Neeleesh Agarwal, PharmD Candidate 2021
Temple University School of Pharmacy

Nicole Sifontis, PharmD
Clinical Professor of Pharmacy; Temple University School 
of Pharmacy

Introduction: Approximately 1.5% of all end stage renal 
disease patients in the United States are infected with human 
immunodeficiency virus (HIV+). Organ transplantation is a 
viable treatment alternative associated with positive clinical 
outcomes and improved mortality rates in HIV+ patients. 
However, high rates of acute rejection and infection are 
seen in HIV+ patients

Purpose: The purpose of this study was to evaluate 
outcomes in HIV+ patients who received an abdominal 
organ transplant at our institution. 
 
Methods: This was a single-center, retrospective, chart 
review of adult patients ≥ 18 years of age who kidney and 
liver transplants at our institution between January 2014 - 
December 2018. Our primary endpoints were the incidence 
of biopsy confirmed acute rejection, graft and patient 
survival at 12 months. 

Results: Five kidney receipients and 2 liver recipients met 
our inclusion criteria.  The overall incidence of acute rejection 
was 28%, and the incidence of opportunistic infection was 
28% at 12 months. 80% of the HIV positive kidney recipients 
received induction therapy with thymoglobulin and all the 
liver recipients received basiliximab induction therapy.  
Maintenance immunosuppression consisted of tacrolimus, 
mycophenolic acid +- corticosteroids.  Antiretrovial (ART) 

therapy in the kidney recipients consisted of raltegravir + 
lamivudine + abacavir; n=3.  Dolutegravir + lamivudine + 
abacavir; n=1.  Dolutegravir monotherapy then switched 
to emtricitabine/tenofovir disoproxil fumarate n=1 and 
dolutegravir + abacavir/lamivudine; n=1. ART regimens in 
the liver recipients consisted of emtricitabine /rilpivirine/
tenofovir disoproxil fumarate; n=1 and abacavir/lamivudine 
+ raltegravir + maraviroc; n=1.  Graft and patient survival 
was 100% at 12 months. 

Conclusion: Our data reports an increased risk of acute 
rejection in HIV positive kidney and liver transplant 
recipients in this cohort, however, this did not affect graft or 
patient survival at 12 months. Larger, prospective studies 
are required to fully evaluate the long term outcomes in this 
high risk special population.  

Gram Negative Cellulitis from the Jersey Shore
Matthew Milone, Pharmacy Student 
Fairleigh Dickinson University School of Pharmacy and 
Health Sciences

Maria Leibfried, BS, PharmD, BCNSP
Clinical Associate Professor of Pharmacy Practice (Internal 
Medicine/ Acute Care) 
Fairleigh Dickinson University School of Pharmacy and 
Health Sciences 

Introduction: This report describes a case of cellulitis from 
a gram-negative organism in an 80-year-old female who 
was swimming in the ocean of the Jersey Shore.  

Case: Approximately 4 to 6 hours after being in the 
water, she developed a rash, altered mental status, fever, 
and an inability to speak. She was admitted to a hospital 
immediately following symptom onset where she was found 
to have erythema and edema on her lower left calf, no 
break in skin, altered mental status and was diagnosed with 
severe cellulitis presumed to be streptococci in nature. Her 
PMH includes Waldenstroms Macroglobulinemia with which 
she was treated with Rituxan 7 years ago. Waldenstroms 
Macroglobulinemia alters the body’s ability to fight infections 
by making too much of a particular antibody called IgM and 
not allowing other WBC to differentiate themselves causing 
patients to be immunocompromised. Her IgM levels 
were drawn and recorded a level of 7 indicating that her 
Waldenstroms was not currently active. 

Her vitals on presentation were: 100.8F, HR 100, RR 18, BP 
139/65. She met SEPSIS criteria having 2 of 4 symptoms 
consistent with SIRS: elevated HR of 100 and fever of 
100.8F. 

Empiric therapy with cefazolin at an unknown dose and fre-
quency was chosen as blood cultures were pending. Cul-
tures came back positive for Shewanella putrefaciens which  
is a gram (-) aerobe/anaerobe prevalent in the marine 
microbiome. This bacterium mainly effects marine life, found 
in fresh and saltwater ecosystems, and is one of the main 
reasons for food spoilage of fish products. This bacterium 
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very rarely infects humans but when it does, it can be from 
ingestion of the bacteria or contact with the skin causing 
skin soft tissue infection (SSTI), abdominal, and blood in-
fections. Susceptibility report indicated susceptibility to ce-
fepime, ceftriaxone, ciprofloxacin, piperacillin/tazobactam, 
aztreonam, and intermediate to meropenem. Cefazolin was 
switched to vancomycin + levofloxacin on admission day 2 
because the infection resembled a diabetic skin infection 
and since diabetic skin infections are more polymicrobial 
in nature, intravenous levofloxacin was chosen alongside 
intravenous vancomycin. On admission day 4, therapy was 
changed to vancomycin + ceftriaxone to cover the positive 
bacterial culture, however, is it not known why vancomycin 
was continued. On admission day 5 therapy was changed 
to intravenous meropenem 2gm q8hrs + linezolid 600mg 
q12hrs for 7 days. It is presumed these changes were made 
yet again because the patient’s symptoms were not improv-
ing and vitals included temperature 100.8F, HR of 100, and 
erythema and edema still aggressive on her lower left calf. 
On day 5, patient was transferred to our institution at the 
request of the family. Throughout her first hospital stay, she  
remained septic and did not show any signs of cellulitis 
improving. On admission to our institution, meropenem + 
linezolid was discontinued, and the patient was started on 
ceftriaxone 2gm IV QD while they waited for blood cultures 
to be done. On day 2 of admission at our institution (day 
7 total), blood cultures were negative, patient’s vital signs 
were 98.9F, HR 80, RR18, BP 133/73, and patient no lon-
ger met sepsis criteria. Ceftriaxone was continued for 48 
hours and then switched to PO levofloxacin 500mg QD for 
5 days. She was discharged on day 11 to a rehabilitation 
facility.

Possible concomitant use of aspirin and NSAID 
induced intracranial hemorrhage leads to orthopedic 
patient transferred to ICU
Jessenia Rodriguez, PharmD Candidate 
Fairleigh Dickinson University School of Pharmacy and 
Health Sciences 

Daniel Minnich, III, PharmD Candidate
Fairleigh Dickinson University School of Pharmacy and 
Health Sciences 

Maria Leibfried, BS, PharmD, BCNSP
Clinical Associate Professor of Pharmacy Practice (Internal 
Medicine/ Acute Care) 
Fairleigh Dickinson University School of Pharmacy and 
Health Sciences 

Introduction: This case report describes a possible 
adverse drug reaction to aspirin and/or celecoxib in an 
orthopedic patient which led to an acute intraventricular 
hemorrhage and subarachnoid hemorrhage which led to an 
ICU admission. 

Case: A 76-year-old caucasian female, 64 inches tall, 60 
kg, presented to the emergency room with a chief complaint 
of right hip pain after falling in her kitchen, two days prior, 
and landing on her right hip and buttocks. She states that 

she did not hit her head upon falling. Home medications 
included ascorbic acid 500 mg daily, cholecalciferol 1000 
unit daily, multivitamin 1 tablet daily, coenzyme q10 10 
mg daily. Patient had a past medical history of NSTEMI, 
hypertension, coronary artery disease, type 2 diabetes 
and paroxysmal atrial fibrillation. She had a past surgical 
history of CABG in 2012 and amputation of fifth metatarsal 
on right foot in 2003. The patient had not been adherent 
to any maintenance medications or followed up with any 
providers since 2012. On admission (day 1), the patient 
had an X-ray performed on her right hip and confirmed 
right femoral neck hip fracture with subsequent right 
bipolar hemiarthroplasty. 

Vital signs were blood pressure 192/81 mmHg, HR 74 bpm, 
RR 16 breaths/min.

She also had labs drawn which revealed WBC 14.7 K/MM3, 
RBC 4.28 K/MM3, Hgb 13.4 g/dL, Hct 40%, platelet count 
177 K/MM3, sodium 134 mEq/L, potassium 3.9 mEq/L, 
chloride 98 mEq/L, BUN 53 mg/dL, Creatinine 1.7 mg/dL, 
carbon dioxide 26 mmol/L, glucose 256 mg/dL, calcium 9.9 
mg/dL, magnesium 2.2 mg/dL, phosphorous 3.2 mg/dL, 
aPPT 28 sec, PT 14 sec, INR 1.1, AST 59 U/L, ALT 45 U/L 
and HbA1 9.6%. 

On day 2, the hemiarthroplasty was performed. 

On day 3, first postoperative day, the patient was initiated 
on acetaminophen 650 mg every 6 hours PRN, ascorbic 
acid 500 mg daily, aspirin 325 mg daily, carvedilol 6.25 mg 
twice a day, celecoxib 200 mg daily, cholecalciferol 1,000 
units daily, docusate sodium 100 mg daily, famotidine 40 
mg daily, glipizide 2.5 mg BID, insulin human lispro with 
accuchek four times a day, metformin HCl 500 mg BID, 
morphine sulfate 2 mg IV Q4H PRN, multivitamin 1 tablet 
daily. Subsequently, discharge planning was commenced. 
Upon interviewing the patient and providing medication 
counseling, she expressed that this fall was a wake up call 
to start taking care of her health. 

On day 4, the patient woke up with right sided weakness 
and right arm ataxia that caused her to spill her coffee in the 
morning. Discharge was cancelled and a rapid response 
was initiated, neurology was consulted, and a CT of the 
head without contrast showed acute hemorrhage in the right 
occipital horn as well as mild subarachnoid hemorrhage in 
the bilateral sylvian fissures and interventricular septum. 
The patient was then transferred to the ICU immediately 
after the CT scan. At the ICU an MRI showed multiple 
embolic infarcts in the right cerebrum, basal ganglia, and 
corona kadiata with no large vessel occlusion. 

Naranjo Algorithm was calculated for aspirin and celecoxib 
in relation to intracranial hemorrhage. The resulting score 
was a 3 for both medications indicating that the hemorrhage 
was possibly due to an adverse drug reaction related to 
aspirin and/or celecoxib. 
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An interaction analysis was completed via Micromedex for 
aspirin and celecoxib, it stated that the interaction is major 
indicating it may be life-threatening and/or require medical 
intervention to minimize or prevent serious adverse effects. 
The interaction analysis also stated an increased risk of 
bleeding with concurrent use of aspirin and celecoxib. 

According to the package insert for celecoxib, during the 
post-marketing experience there have been reports of fatal 
intracranial hemorrhages in patients. However, since this is 

voluntarily reported the frequency of this event is unsure. 
Furthermore, the Journal of Thrombosis and Haemostasis, 
found that low dose aspirin is associated with an increased 
risk of intracranial hemorrhage in new users. The incidence 
rate for subarachnoid hemorrhage in low-dose aspirin new 
users was 0.02 per 100 person years (95% CI 0.01–0.02)
 

PHARMACY ATTORNEYS HELPING PHARMACISTS
In a time in which the profession of pharmacy is under heightened scrutiny, it is essential to make sure your rights 
are being protected.

Wilentz, Goldman & Spitzer represents pharmacists and pharmacies in the following areas:

	 ♦ Board of Pharmacy Administrative Matters ♦ Pharmaceutical Malpractice Matters

	 ♦ Pharmacy Sales and Purchases ♦ Pharmaceutical Criminal Matters

	 ♦ Third-Party Reimbursement Issues
	

Our firm has been practicing in the Pharmacy Law area for over 15 years, and we understand your problems. For 
a free initial consultation, please call:

Angelo J. Cifaldi, RPh, JD
(732) 855-6096

Satish Poondi, PharmD, JD
(732) 855-6154
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Medical Cannabis; What New Jersey Pharmacists Need to Know
*Mary Bridgeman, PharmD; John L. Colaizzi, PhD; Rebecca Kim, PharmD;

Daniel Li, PharmD Candidate 

Learning Objectives: 
After participating in this activity, the pharmacist shall be able to: 

1. Distinguish differences in the terminology related to cannabis, including hemp, marijuana, cannabidiol,  
 and tetrahydrocannabinol (THC)
2. Recognize the pharmacology, potential medical uses, and adverse effects of cannabis and  
 cannabinoids
3. Identify United States (U.S.) Food and Drug Administration (FDA) approved products related to  
 cannabis
4. Explain the history of federal and state regulatory status of medical cannabis, including approved  
 medical indications for use in New Jersey
5. Describe the pharmacist’s role in educating patients on medical use of cannabis and cannabidiol (CBD)

Author disclosures: None of the contributors have anything to disclose related to this educational activity 

CEU Hours: 1 contact hour of continuing education credit (0.1 CEU) 

Activity Type: Knowledge based 

UAN:  0136-0000-19-033-H04-P 

Release Date: 11/15/2019     Expiration Date: 11/15/2022

Abstract  
Interest in the potential medical effects of cannabis, or marijuana, has captured national and international attention from 
patients, researchers, clinicians, regulators, and entrepreneurs, with the United States (U.S.) Congress closer to enacting 
federal cannabis reform than at any time in the past 50 years. In the more than 10,000-year history of this plant, which has 
lived as an underground, occasionally vilified, and illicit substance for almost a century in the U.S., a counter-culture has 
developed. Emergence as a potentially legitimate medical therapy necessitates that healthcare professionals differentiate 
between what is culture or hype and what is evidence-based therapeutic use. In this activity, the authors present an overview 
of medical cannabis history, terminology, and regulation as an introduction for the pharmacy professional. Additionally, 
discussion of the impact of the availability of medical cannabis in New Jersey and exploration of the role of the pharmacist 
in assisting patients navigate cannabis use will be explored. 
 
Introduction  
Cannabis sativa L. (marijuana) is recognized as the most commonly used illicit drug worldwide, with the World Health 
Organization estimating between 128 and 232 million users – 2.7 to 4.9% of the global population – having tried cannabis 
on at least one occasion in the preceding 12 months of study.1,2 Used since antiquity as an intoxicant, a medical therapy, and 
a source of food, fuel, and fiber for at least 10,000 years, today’s reemergence of medical interest in this plant represents a 
transition from an occasionally vilified, illicit substance to exploration of potential therapeutic merits and elucidation of risks 
and safety profile, despite prohibition under federal law attributed to the Comprehensive Drug Abuse Prevention and Control 
Act of 1970 (Controlled Substances Act of 1970, CSA).3 The revolution and about-face in cannabis regulation can be traced 
to California in 1996 with the adoption of Proposition 215, permitting legal access to use of cannabis for medical purposes 
under physician supervision.4 At the time of writing, 33 states, the District of Columbia, Guam, Puerto Rico, and the U.S. 
Virgin Islands have established laws and regulations that address the cultivation and dispensing of cannabis for medical 
purposes, with an additional 11 states and the District of Columbia permitting recreational use.5 This changing regulatory 
and national sentiment toward this plant necessitates healthcare professionals, including pharmacists, be aware of the 
impact of regulatory changes on patient care as a matter of promoting public health. 
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Elucidation of the pharmacology of the cannabinoids dates back to the 1960s, and single-molecule pharmaceutical 
preparations containing synthetic cannabinoids have been available in the U.S. since the mid-1980s. To date, cannabis-
based medications may be categorized according to product formulation and cannabinoid components (Table 1).6 According 
to state medical cannabis programs, botanical cannabis and phytocannabinoids, naturally occurring chemicals found in the 
viscous resin from the trichomes of the plant Cannabis sativa L. subspecies or hybrid varieties, are of interest. Proponents 
for access to botanical cannabis for medical purposes argue that the effects of whole-plant cannabis are greater than the 
sum of the single-entity cannabinoids.  
 

Table 1. Cannabis-based medications and therapeutic entities6 
 

Plant-Based Products  
Compound FDA Approval  Dosage Form  Schedule Comments or
    Source 
CBD (Epidiolex®)  Initial approval Oral solution  Schedule V Cannabis plant 
 date: 2018   extract  
Hemp-derived Unlawful for manufacturers Various Unscheduled Extracted from
CBD  to make therapeutic claims    agricultural hemp;
 for treatment of disease or    contains less than
 symptoms     0.3% THC  
Nabiximols  Not yet approved, FDA fast  Oromucosal spray Undetermined THC and CBD
 track, phase 3 trials    extracted from
    different varieties of
    the Cannabis plant  
Cannabis sativa spp. Not approved Various (including Schedule I Multiple active
sativa, Cannabis   oral capsules,  cannabinoids and
sativa spp. indica   lozenges, tinctures,   other compounds
  topical creams, 
  suppositories,  
  organic material) 
   
  

Synthetic Compounds  
Compound FDA Approval  Dosage Form Schedule  Comments or
    Source 

Ajulemic acid Not yet approved, Oral capsule Undetermined Synthetic
(lenabasum)  Phase 2 trials    nonpsychoactive
    cannabinoid

Dronabinol Initial approval Oral capsule;  Schedule II Synthetic THC
(Marinol®,  date: 1985 oral solution (Syndros®),
Syndros®)   Schedule III 
   (Marinol®)

Nabilone Initial approval Oral capsule Schedule II Synthetic THC
(Cesamet®)  date: 1985    analog 
 

THC = tetrahydrocannabinol, CBD = cannabidiol, FDA = U.S. Food and Drug Administration. Adapted with permission from: National 
Academies of Sciences, Engineering, and Medicine. 2017. The health effects of cannabis and cannabinoids: The current state of evi-
dence and recommendations for research. Washington, DC: National Academies Press. Doi:10.17226/24625.



Page 20 The New Jersey Journal of Pharmacy

NJPhA Continuing Education Activity 
Audience: Pharmacists & Pharmacy Technicians    

 

 

NJPhA Continuing Education Activity 
Audience: Pharmacists     
NJPhA Continuing Education Activity

Audience: Pharmacists

Cannabis: Hemp vs. Marijuana, CBD vs. THC, What’s the Difference?  
More than four hundred chemical compounds, including cannabinoids, terpenes, and flavonoids have been identified in 
cannabis, with more than one hundred cannabinoids specifically identified to-date. ∆9-tetrahydrocannabinol (∆9-THC or THC), 
a partial agonist for type-1 cannabinoid (CB1) receptors, is the main psychoactive constituent associated with cannabis, 
and comprises the chemical most frequently sought for recreational use or abuse that may be associated with analgesic 
effects as well. “Marijuana”, a colloquial term used to identify a variety of the Cannabis sativa L. species, contains more 
than 0.3% THC.6,7 Hemp is defined as Cannabis sativa L. and any of its extracts or isomers that have a THC concentration 
of less than or equal to 0.3% on a dry weight basis according to the Agricultural Improvement Act of 2018 (or federal Farm 
Bill).8 Cannabidiol (CBD), the most abundant cannabinoid present in hemp, is also found in the cannabis resin and shares 
a common precursor with THC; unlike THC, CBD is non-psychoactive and its purported mechanism of effect may be 
independent of activation of cannabinoid receptors.6 There have been studies examining the protective effects of CBD and 
antagonizing THC effects by preventing its binding to the cannabinoid receptors; although the pharmacology remains to be 
confirmed, this mechanism could lead to possible future uses of CBD as an alternate treatment for pain.9  
 
Overview of Federal Regulation of Cannabis  
According to Title II of the CSA, all parts of the plant Cannabis sativa L., and any extracts or substances derived from it, 
are recognized as Schedule I controlled substances; exceptions for pharmaceutical cannabinoids and hemp are denoted 
in Table 1 and according to the 2018 Farm Bill.10-12 As a Schedule I controlled substance, cannabis is designated by the 
federal government as having a high potential for abuse, no currently accepted medical use in the U.S., and a dearth of 
safety data for the use of the substance under medical supervision.3 As such, the current Schedule I designation prohibits 
the cultivation and sale of cannabis and cannabis extracts, excluding hemp, in accordance with federal law.  

Until 2018, the federal stance on state Medical Cannabis Programs (MCPs) has been based on a memorandum from 
Attorney General James Cole in 2013, which created an outline for state MCP’s to follow in order to avoid federal prosecution 
but failed to resolve the dissonance between federal and state legality of cannabis.13,14 The federal government currently has 
no additional guidance on the prosecution of cannabis-related crimes since the rescinding of all prior guidance memos in 
2018 by Attorney General Jeff Sessions.15 Current Attorney General William Barr only has shown support for resolving the 
conflict between the federal and state stances on cannabis.16  
 
Overview of Regulatory Actions in New Jersey  
New Jersey’s MCP was signed into law by Governor Jon Corzine in January 2010 as the ‘New Jersey Compassionate Use 
Medical Marijuana Act’ (CUMMA), which created the Medicinal Marijuana Program (MMP).17 Under CUMMA, the MMP 
provides relief for patients suffering from a limited set of debilitating medical conditions and establishes the framework 
for patients to obtain state-legal medical cannabis at six vertically-integrated Alternative Treatment Centers (ATCs), or 
medical cannabis dispensaries, around New Jersey. With the arrival of Governor Phil Murphy, New Jersey’s MCP was 
rapidly changed to expand access to patients resulting in modifications to the program beginning in March 2018.18-21 These 
modifications included expansion of medical cannabis indications eligible for use in New Jersey (Table 2).21,22 The Jake 
Honig Compassionate Use Medical Cannabis Act (Honig Act or CUMCA), an amendment to CUMMA enacted on July 2, 
2019, further expands the existing MMP.23 The Honig Act will, over time, result in transition from program oversight by the 
state Department of Health to a Cannabis Regulatory Commission (CRC) of the renamed MCP. The group of health care 
practitioners who can authorize medical cannabis use will be expanded to include physicians, advanced practice nurses, 
and physician assistants, and the visit requirement for patients will be decreased to once per year; prior regulation mandated 
physicians as the sole professionals able to authorize medical cannabis use and patients required re-evaluation every 90 
days for continued medical need. The maximum monthly quantity dispensed is increased to three ounces dry or equivalent 
and the existing 6.625% sales tax on medical cannabis will be phased out by 2022. The number of ATCs is planned to 
increase, and the Honig Act extends future ATC permits into three separate permits for cultivation, manufacturing, and 
dispensing.24 With the passage of the Honig Act, the approved conditions for medical cannabis use may be amended by the 
CRC as needed. According to recent data, New Jersey’s top five medical conditions for cannabis use include chronic pain 
due to musculoskeletal disorders (25.4%), anxiety (20.2%), intractable skeletal spasticity (19.9%), post-traumatic stress 
disorder (PTSD) (8.8%), and chronic or severe pain due to HIV or cancer (6.85%).25  
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Adverse Health Effects 
While medical cannabis may represent a potential therapy for patients with chronic conditions refractory or unresponsive to 
traditional therapeutic approaches, the adverse effects and safety concerns attributed to this therapy cannot be overlooked. 
Cannabis, when inhaled, can lead to inflammation of the upper respiratory tract and long-term use can exacerbate 
respiratory symptoms and contribute to bronchitis episodes.6 Acute adverse effects may include cardiovascular and central 
nervous system complications, such as myocardial infarction, atrial fibrillation, seizures, cognitive impairment, and mood 
disturbances.6,26 A systematic review on medical uses of cannabinoids for the treatment of chronic non-cancer pain was 
conducted by Lynch and Campbell.27 A total of 18 clinical trials including 766 completed participants were included in this 
analysis. Investigators identified cannabinoid treatment to be generally well tolerated, with no serious adverse events or 
adverse events being mild-moderate and transient in nature. Most common adverse effects included sedation, dizziness, 
dry mouth, nausea, inability to concentrate, and did not lead to withdraw from treatment.27 A systematic review and meta-
analysis by Whiting and colleagues from 2015 identified 62 trials including adverse effects associated with cannabis use.28 
Notably, authors identified use of cannabinoid use to be associated with a much greater risk of adverse events, serious 
adverse events, withdrawals due to adverse events, and specific adverse events compared with controls; clearly these 
disparate adverse event reports warrant further clinical investigation.28 Cannabinoid hyperemesis syndrome, a condition 
characterized by severe and repeated nausea and vomiting unable to be alleviated by conventional antiemetics, can 
occur with excessive and prolonged use of cannabis.29 On the other hand, cannabis withdrawal syndrome can precipitate 
with cessation of cannabis and is often related to the amount and strength of cannabis used prior to cessation.30 In terms 
of safety uses in pregnancy and lactation, because cannabis passes through the placenta and breast milk, there is the 
potential for perinatal cannabis use to cause complications, including low-birth weight in the infant; long-term cognitive 
effects on the developing brain remain unknown.6,31 As the developing brain may be more susceptible to sustained effects 
of cannabis use, the risks associated with use during pregnancy and in individuals younger than age 25 years have been 
recently underscored by an advisory from the U.S. Surgeon General.32 It is evident that certain individuals should utilize 
cannabis with caution; a list of recommended contraindications and precautions to the use of medical cannabis appear 
in Table 3.32-34  
 

Table 2. Complete list of approved medical cannabis indications for use in New Jersey as of August 201921,22 

Chronic Debilitating Medical For Patients Intolerant to For Severe or Chronic Pain, Severe
Conditions Conventional Therapy Nausea or Vomiting, Cachexia or 
  Wasting Syndrome from the Condition
  or its Treatment

• Amyotrophic lateral sclerosis • Glaucoma  • Acquired immune deficiency syndrome
• Anxiety  • Intractable skeletal muscular • Cancer
• Chronic pain related to    spasticity  • Positive status for human 
   musculoskeletal disorders  • Post-Traumatic Stress    immunodeficiency virus
• Chronic pain of visceral origin    Disorder (PTSD)
• Inflammatory bowel disease,  • Seizure disorder, including
   including Crohn’s disease    epilepsy
• Migraine   
• Multiple sclerosis     
• Muscular dystrophy  
• Opioid Use Disorder as an adjunct  
   to Medication Assisted Therapy    
• Terminal cancer 
• Terminal illness, if the physician has 
   determined a prognosis of less than 
   12 months of life 
• Tourette Syndrome
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Role of the Pharmacist 
Pharmacy practitioners in New Jersey and elsewhere have an important role to play in the rapidly emerging developments 
surrounding cannabis and cannabis-related products considering the growing number of states with MCPs and recreational 
cannabis. With the significant expansion of the MCP in New Jersey by Governor Murphy, it has become easier for physicians 
and other professionals to authorize use and patients to purchase medical cannabis. The 2019 legislation is expected to 
greatly expand the number of patients who are taking medical cannabis in New Jersey and to make access to medical 
cannabis easier.   

In some states the facilities that dispense medical cannabis are required to employ a pharmacist, although this is not 
mandated in the New Jersey medical cannabis legislation. Regardless, the increasing number of New Jersey patients 
who are eligible for medical cannabis therapy will require guidance and oversight from pharmacists in both outpatient and 
inpatient settings. The 2019 reduction in the number of required physician visits for MCP patients further increases the need 
for pharmacists to be actively involved in monitoring therapeutic response and providing necessary patient counseling. 

MCP patients should be encouraged to inform pharmacists and all healthcare providers of their use of cannabis, and this 
information should be included in the patient’s drug profile and medical record; medical cannabis designation is not currently 
reflected in the New Jersey Prescription Monitoring Program. Pharmacists will need to pay special attention to the possibility 
of drug-drug interactions between the pharmacologically active components of cannabis and the patient’s prescription drugs, 
which is particularly relevant for ingested or edible preparations.35 Such potential interactions are possible with medical 
cannabis, as well as with the increasingly available CBD products. Although there is only one FDA-approved version of 
cannabidiol (Epidiolex®), which has been approved for treating certain types of epilepsy, there is an exploding industry and 
availability of CBD topical and oral products that have neither been evaluated nor approved by the FDA.36 CBD products are 
available from a wide variety of sources including Amazon, nutritional stores, and in many CVS, Walgreens, and Walmart 
stores, and annual sales of CBD products are now estimated to exceed $200 million and are growing rapidly.36 Since 
none of these CBD products, except Epidiolex®, has been evaluated or approved by the FDA, pharmacists must counsel 
patients about the unproven and uncertain nature of the broad range of healing properties being claimed in addition to the 
potential variability in product contents.37 Even the potency and purity of such CBD products is uncertain, so pharmacists 
must counsel patients to be cautious when using them. Many feel that there is a need for clearer and more specific federal 
regulation of these cannabis-related products. 

The pharmacologically active components of cannabis, both ∆9-THC and CBD, are metabolized by various Cytochrome 
P450 hepatic isoenzymes, and prescription drugs which are moderate to strong inhibitors or inducers of these enzymes 
have the potential to cause clinically significant drug-drug interactions when administered concomitantly with cannabis 
or cannabinoids.38 Several drugs that have been reported as subject to potential interactions with cannabinoids include 
clopidogrel, lorazepam, ritonavir, bupropion, warfarin, phenytoin, and theophylline. Pharmacodynamic interactions with 
anticholinergic medications and other CNS depressants, including opioids, benzodiazepines, and alcohol, are also possible. 
The bioavailability of oral forms of cannabinoids can be greatly enhanced by administration with high-fat and high-calorie 
meals. All of these factors could affect the pharmacologic response to cannabinoids.39  
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Table 3. Suggested contraindications and cautions to use of medical cannabis32-34

Contraindications Cautions to Use

• Age under 25 years • Current active mood or anxiety disorder 
• Personal or family history of psychosis or schizophrenia • Use of tobacco 
• Current or past history of cannabis use disorder • Cardiovascular disease risk factors 
• Active substance use disorder • Heavy concomitant use of alcohol, opioids, and/or
    benzodiazepines 
• Significant respiratory or cardiovascular disorder (angina,  • Pregnancy or breast-feeding
   peripheral vascular disease, cerebrovascular disease, 
   arrhythmias) 
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Pharmacists must be responsive to the special needs and concerns related to patients who are receiving medical cannabis 
or who are taking CBD products for therapeutic use. This special role for pharmacists will increase as the use of cannabis 
and cannabis-related products continues to grow. Although the New Jersey Board of Pharmacy does not currently recognize 
cannabis or non-prescription CBD products as drugs, pharmacists will increasingly encounter patients who are in the 
MCP or who are purchasing CBD products. Pharmacists must be prepared to counsel such patients regarding possible 
effects on their prescription medications, or address collateral concerns from patients bringing other questions to their 
pharmacists, such as risks of use while pregnant or breastfeeding and effects of cannabis on other medical comorbidities. 
Pharmacists must also be prepared to counsel patients concerning the potential of cannabis to impair the ability to drive 
or operate dangerous machinery.6 Clearly, it is important for pharmacy practitioners in New Jersey and elsewhere to be 
informed of all of the many issues surrounding the changing regulations and attitudes surrounding medical use of cannabis 
and cannabinoids. 
 
References 
1Anthony JC, Lopez-Quintero C, Alshaarawy O. Cannabis epidemiology: a selective review. Curr Pharm Des. 2017;22:6340-52. 
2United Nations Office on Drugs and Crime, World Drug Report 2015 (United Nations publication, Sales No. E.15.XI.6). 
3U.S. Department of Justice. Drug Enforcement Administration Office of Diversion Control. Title 21 United States Code 
(USC) Controlled Substances Act. Subchapter I – Control and enforcement. Part B – Authority to control; standards of 
controlled substances. §812. Schedules of controlled substances. (b) Placement on schedules; findings required. (1) 
Schedule I. Springfield, VA: U.S. Department of Justice, 1970 [also known as Controlled Substances Act, 21 United States 
Code § 812(b)(1), 1970]. Available from http://www.deadiversion.usdoj.gov/21cfr/21usc/812.htm. Accessed August 6, 2019. 
4California Department of Public Health. Proposition 215: Text of Proposed Law, 2007. Available from https://web.archive.
org/web/20091229153715/http://www.cdph.ca.gov/programs/MMP/Pages/CompassionateUseact.aspx. Accessed August 
5, 2019. 
5State Medical Marijuana Laws, National Conference of State Legislatures. Available from http://www.ncsl.org/research/
health/state-medical-marijuana-laws.aspx. Accessed October 8, 2019. 
6National Academies of Sciences, Engineering, and Medicine; Health and Medicine Division; Board on Population Health 
and Public Health Practice; Committee on the Health Effects of Marijuana: An Evidence Review and Research Agenda. 
Washington (DC): National Academies Press (US); 2017 Jan 12. Available from https://www.ncbi.nlm.nih.gov/books/
NBK425762/. Accessed October 8, 2019. 
7Lafaye G, Karila L, Blecha L, et al. Cannabis, cannabinoids, and health. Dialogues Clin Neurosci. 2017;19:309-316. 
8Agriculture Improvement Act of 2018. H.R. 2, 115th Cong. Title X, § 10113. Available from https://www.congress.gov/
bill/115th-congress/house-bill/2/text. Accessed August 6, 2019. 
9Niesink RJ, van Laar MW. Does Cannabidiol Protect Against Adverse Psychological Effects of THC? Front Psychiatry. 
2013;4:130. 
10U.S. Department of Justice. Drug Enforcement Administration Office of Diversion Control. Title 21 United States Code 
(USC) Controlled Substances Act. Subchapter I – Control and enforcement. Part A – Introductory Provisions. §802. Defini-
tions. (16). Springfield, VA: U.S. Department of Justice, 1970 [also known as Controlled Substances Act, 21 United States 
Code § 802(16), 1970]. Available from https://www.deadiversion.usdoj.gov/21cfr/21usc/802.htm. Accessed August 6, 2019.  
11U.S. Department of Justice Drug Enforcement Administration. Drugs of Abuse a DEA Resource Guide 2017 Edition. U.S. 
Department of Justice; 2017. Available from https://www.dea.gov/sites/default/files/drug_of_abuse.pdf. Accessed August 6, 
2019. 
12U.S. Department of Justice Drug Enforcement Agency; FDA-approved drug Epidiolex placed in schedule V of Controlled 
Substance Act. Available from https://www.dea.gov/press-releases/2018/09/27/fda-approved-drug-epidiolex-placed-sched-
ule-v-controlled-substance-act. Published September 27, 2018. Accessed August 6, 2019. 
13U.S. Department of Justice; Justice Department Announces Update to Marijuana Enforcement Policy. Available from 
https://www.justice.gov/opa/pr/justice-department-announces-update-marijuana-enforcement-policy. Published August 29, 
2013. Accessed August 6, 2019. 
14U.S. Department of Justice; Guidance Regarding Marijuana Enforcement. Available from https://www.justice.gov/iso/opa/
resources/3052013829132756857467.pdf. Published August 29, 2013. Accessed August 6, 2019. 

NJPhA Continuing Education Activity 
Audience: Pharmacists & Pharmacy Technicians    

Özdatli Ş, Sipahi H, Charehsaz M et al. 

NJPhA Continuing Education Activity 
Audience: Pharmacists     
NJPhA Continuing Education Activity

Audience: Pharmacists



Page 24 The New Jersey Journal of Pharmacy

15U.S. Department of Justice; Marijuana Enforcement. Available from https://www.justice.gov/opa/press-release/file/1022196/
download. Published January 4, 2018. Accessed August 6, 2019. 
16Sara Somerset. Attorney General Barr Favors A More Lenient Approach To Cannabis Prohibition. Forbes. Available from 
www.forbes.com/sites/sarabrittanysomerset/2019/04/15/attorney-general-barr-favors-a-more-lenient-approach-to-canna-
bis-legalization/#7b1593ffc4c8. Updated April 15, 2019. Accessed July 8, 2019. 
17New Jersey Compassionate Use Medical Marijuana Act . New Jersey Statutes Title 24. Food and Drugs. Subtitle 1. Food 
and Drugs. Chapter 6I. Medical Marijuana, 2010 [also known as New Jersey Compassionate Use Medical Marijuana Act, 24 
N.J.S § 6I (1970)]. Available from https://www.njleg.state.nj.us/2008/Bills/PL09/307_.HTM. Accessed July 18, 2019. 
18DiFranceso Bateman. New Jersey Governor Phil Murphy Signs Executive Order Expanding Access to Medical Marijuana. 
New Jersey Law. Available from https://newjerseylaw.net/blog/new-jersey-governor-phil-murphy-signs-executive-order-ex-
panding-access-to-medical-marijuana/. Accessed August 6, 2019. 
19Phil Murphy. N.J. Exec. Order No. 2018-6 (Jan 23, 0218) Available from https://nj.gov/infobank/eo/056murphy/pdf/EO-6.
pdf. Accessed August 6, 2019. 
20New Jersey Department of Health. Executive Order 6 Report. 2018. Available from https://www.state.nj.us/health/medi-
calmarijuana/documents/EO6Report_Final.pdf. Accessed August 8, 2019. 
21New Jersey Department of Health. NJ Department of Health Announces Medical Marijuana Rule Changes. Trenton, NJ. 
2019. Available from https://www.nj.gov/health/news/2019/approved/20190513a.shtml/. Accessed July 17, 2019. 
22New Jersey Department of Health. Division of Medical Marijuana - Patients. Available from https://www.nj.gov/health/medi-
calmarijuana/patients/. Accessed August 7, 2019. 
23Jake Honig Compassionate Use Medical Cannabis Act. NJ A. 20, 218th Legis. Available from https://www.njleg.state.
nj.us/2018/Bills/A0500/20_I1.HTM. Accessed August 2, 2019. 
24New Jersey Governor’s Office. Governor Murphy Signs Legislation to Dramatically Reform New Jersey's Medical 
Marijuana Program, Expand Patient Access. Trenton, NJ. New Jersey. 2019. Available from https://www.nj.gov/governor/
news/news/562019/approved/20190702d.shtml. Accessed August 2, 2019. 
25Murphy administration adds 25,500 patients, 400 doctors to medicinal marijuana program. State of New Jersey. March 14, 
2019. Available from https://www.nj.gov/governor/news/news/562019/approved/20190314a.shtml. Accessed July 18, 2019. 
26Goyal H, Awad HH, Ghali JK. Role of cannabis in cardiovascular disorders. J Thorac Dis. 2017;9(7):2079-2092. 
27Lynch ME, Campbell F. Cannabinoids for chronic non-cancer pain; a systematic review of randomized trials. Br J Clin 
Pharmacol. 2011;72:735-744. 
28Whiting PF, Wolff RF, Deshpande S, et al. Cannabinoids for medical use: a systematic review and meta-analysis. JAMA. 
2015;313:2456-2473. 
29Nourbakhsh M, Miller A, Gofton J, Jones G, Adeagbo B. Cannabinoid Hyperemesis Syndrome: Reports of Fatal Cases. 
J Forensic Sci. 2019;64:270-274. 
30Bonnet U, Preuss UW. The cannabis withdrawal syndrome: current insights. Subst Abuse Rehabil. 2017;8:9-37. 
31Gunn JK, Rosales CB, Center KE, et al. Prenatal exposure to cannabis and maternal and child health outcomes: a 
systematic review and meta-analysis. BMJ Open. 2016;6:e009986. 
32U.S. Surgeon General’s Advisory: Marijuana Use and the Developing Brain. U.S Department of Health and Human 
Services. Available from https://www.hhs.gov/surgeongeneral/reports-and-publications/addiction-and-substance-misuse/
advisory-on-marijuana-use-and-developing-brain/index.html. Published August 29, 2019. Accessed October 8, 2019. 
33Beaulieu P, Boulanger A, Desroches J, Clark AJ. Medical cannabis: considerations for the anesthesiologist and pain 
physician. Can J Anesth. 2016;63:608-624. 
34College of Family Physicians of Canada. Authorizing dried cannabis (medical marijuana) for chronic pain and anxiety. Prelimi-
nary guidance. 2014. Available from http://www.cfpc.ca/ProjectAssets/Templates/Resource.aspx?id=7056&terms=marijuana. 
Accessed August 12, 2019. 
35Hussar DA, Meisel AH. New Drugs. J Am Pharm Assoc. 2019;59:451-455. 
36Cohen PA, Sharfstein J. The opportunity of CBD – reforming the law. N Engl J Med. 2019;381:297-299. 

NJPhA Continuing Education Activity 
Audience: Pharmacists & Pharmacy Technicians    

 

 

NJPhA Continuing Education Activity 
Audience: Pharmacists     
NJPhA Continuing Education Activity

Audience: Pharmacists



FALL 2019 Page 25

NJPhA Continuing Education Activity 
Audience: Pharmacists & Pharmacy Technicians    

Özdatli Ş, Sipahi H, Charehsaz M et al. 

NJPhA Continuing Education Activity 
Audience: Pharmacists     
NJPhA Continuing Education Activity

Audience: Pharmacists

The New Jersey Pharmacists Association is accredited by the Accreditation Council for Pharmacy 
Education as a provider of continuing pharmacy education.

Test and Evaluation Information:
Please enter this URL into your browser to access the home study test -  http://njpharmacists.org/continuing-education/home-study  
and scroll to the title of the home study activity.  Members sign in, and non-members register for the activity.  You will receive a 
confirmation email with the test link for pharmacists or pharmacy technicians. 
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 I’d like to extend  my sincerest thanks 
and gratitude to all of those who served 
as volunteered for our organization 
throughout 2019

Aakash Gandhi Dolly Gbogodo John Colaizzi, Jr. Rich Palombo

Adeline Cruz Domenic DiPrimo John Ferraz Ron Mannino

Alan Aronovitz Donna Feudo John Herr Roseann Peluso-Nguyen

Ami Simunovich Ed Rucki Julie Kalabalik Rupal Patel Mansukhani

Amy Wang Elif Ozdener Kathy Reilly Ruth Marietta

Angelo Cifaldi Elizabeth Bailey Kristine Cigna Steve Chang

Anthony Sledge Eric Liu Linda Gooen Steve Zlotnick

Asma Ali Germin Fahim Loretta Brickman Steven Gooen

Azuka Obianwu Grace Earl Malgorzata Slugocki Timothy Nguyen

Carmela Silvestri Harold Bobrow Maria Leibfried Tony Qi

Carrie Corboy Harold Kirschenbaum Mark Taylor Tova Shulman

David Samaan Hemangi Shah Mary Bridgeman Tracy Liccardi

Debra Schimpf James Ward Maurice Lobo Tyler McCamish

Dick Coniglio Jigar Amin Nimit Jindal Virginia Plaza

With Graditude,
James F. Ward
NJPhA 2019 President
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MARCH 7TH 
March Madness:  
Get a jump start on 2021 relicensing requirements by attending this one-day 
seminar.  March Madness provides the opportunity to earn up to 8 CE 
credits*--including law credits-- in a single day and liaise with pharmacy 
professionals and industry representatives from all areas of practice! 
Separate registration. 

Same day, same venue, different programs:  

Consultant track is yet another opportunity to 
earn up to 7.5 CE credits in a single day --with 
sessions focused on recent regulatory changes 
and best practices to expand your knowledge 
and refresh your practical skills.  
Separate registration. 

 
 
Attend the live session to complete the APhA 
training program in immunization.  
Separate registration. 

 
 
 

Turn your interest into practical application 
of the principals of the field of pharmacy 
consulting.  This live session completes the 
required live training segment of the course.    
Separate registration 
 

 

        *Subject to final course schedule 
 

 
 
 

MARCH MADNESS 

──── 

MARCH 7, 2020 

──── 

7:30 – 4:30 
breakfast/lunch 

included 

──── 

Annunciation Center, 
College of St. 

Elizabeth, Morristown 

──── 

PENCIL US IN! 

NEW JERSEY 
PHARMACISTS 
ASSOCIATION 

 
760 Alexander Road 
Princeton NJ, 08540 

 

609-275-4246 

njpharmacists.org 

March 7, 2020—Morristown  

 

REGISTRATION OPENS 
SOON!  



149th ANNUAL MEETING AND CONVENTION
OCTOBER 11, 2019 – OCTOBER 13, 2019

NEW JERSEY PHARMACISTS ASSOCIATION

CONGRATULATIONS
2019 AWARDS RECIPIENTS

MORTAR AND PESTLE  AWARD
Senator Vin Gopal

JESSE GAYNOR AWARD
Linda Witzal, RPh, CCP

NASPA EXCELLENCE IN 
INNOVATION AWARD
Steven Gilbert, B.Sc. Pharmacy, 
MBA, BCPS

PHARMACEUTICAL INDUSTRY 
AWARD
Barbara Rossi, RPh, MA

DONALD J. WERNIK 
ACADEMIC ACHIEVEMENT AWARD

Zhe (Amy) Wang, PharmD, MBA, BCPS



800.333.0538  |  WWW.RDCDRUG.COM

RDC IS THE NATION'S 6TH LARGEST HEALTHCARE DISTRIBUTOR

LOOKING FOR A WHOLESALE PARTNER?

• Independently Owned by Pharmacists
• Serving Stores in the Northeast
• Brands, Generics, & Specialty Rx
• HBC's, DME, & Private Label
• Next Day Delivery
• Online Ordering/CSOS
• Knowledgeable Sales Representatives
• Attentive Customer Service
• VAWD Accredited
• Track & Trace Compliant (TraceLink)

HEALTHCARE  D ISTR IBUTOR

H O M E  O F  T H E

The RDC Retail Alliance is a member-based platform of 
services designed to build store identity, increase retail 
sales and profits, reduce cost through generic and vendor 
rebates, and provide marketing tools for members to 
attract and retain loyal customers.


