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1. Cover your mouth and nose. Make sure there
are no gaps between your face and the mask.

2. Avoid touching the mask. If you do, clean your
hands with alcohol-based hand rub or soap and
water.

3. Replace the mask with a new one as soon as it is
damp. Do not re-use single-use masks.

While Wearing a Mask:

1. Remove the mask from behind using the
strings. Do not touch the front of mask.

2. Discard the mask immediately in a closed bin.

3. Clean hands with alcohol-based hand rub or
soap and water.

To dispose of the mask:

Before Putting on a Mask:

Clean hands with alcohol-based hand
rub or soap and water.

How to use a
mask?
Source: World Health Organization

#StopTheSpread
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President’s Letter 

From The Editors’ Desks...
Dear colleagues, 

Thank you for your continued support for the New Jersey 
Journal of Pharmacy – the official peer-reviewed journal of 
the New Jersey Pharmacists Association. It is our sincere 
hope that you enjoy the winter edition of our journal. 
This issue highlights a continuing education article titled 
“National COVID-19 survey: prescription drug supply, 
disease transmission, and pharmacist intervention” and 
another article titled “Prevalence of beta-lactam allergy in 
an urban, non-teaching, community hospital”.

We welcome submissions for the next issue of The New 
Jersey Journal of Pharmacy. If you are interested in 
submitting a manuscript for publication consideration 

or serving as a peer reviewer, please email the Journal 
Committee at njpharmacists@gmail.com. 

Elif Özdener-Poyraz, PharmD, BCACP, CDE, AAHIVP
Editor-in-Chief

Malgorzata Slugocki, PharmD, BCPS
Associate Editor 

The Journal wishes to acknowledge the following 
pharmacists who participated as peer reviewers for this 
issue: Drs. Susan Davanzo, Hetty Cheng, and Alexander 
Schepart. 

I am stepping into the role of NJPhA President at a critical 
time. The COVID19 pandemic will continue to challenge our 
NJPhA members in 2021. As an NJPhA officer, the value 
proposition to our members is vitally important. Thank you 
for contributing to the success of our organization. Our ex-
ecutive director, Elise Barry, has been a maverick in coordi-
nating ongoing COVID19 critical issues calls with our mem-
bers, partners, and state and federal agencies. NJPhA has 
been actively representing your interests in navigating and 
providing clarity on executive orders, regulations, recalls, as 
well as drug and supply shortages. Please go to the njphar-
macist.org website to see updates on the “COVID19” tab 
which will take you to the “RESOURCES PAGE” and the 
“NJPhA REPORT: Rapid response - leveraging leadership.”

NJPhA celebrated its’ 150th anniversary in 2020!  This was 
an exciting milestone for the organization. What is the se-
cret to this longevity? It is due to the engagement and lead-
ership of our members. And so, I am pleased to announce 
the “New” New Jersey Pharmacist Association which has 

resulted from a timely reorganization. Look for updates to 
our website on our new academies model which is central-
ized around Practice Areas. In 2020, the Academy of Indus-
try Pharmacists was launched, and we are launching acad-
emies of community pharmacy, health-system, and more.      

There is another secret to continuing the success of NJ-
PhA.  I will be working with our leaders to turn our focus 
inward – to you, our members.  NJPhA is an organization 
where members contribute to their profession and, in doing 
so, they come away with confidence, focus, and new skills.  
I will be asking our committee chairs and academy leaders 
to develop and recognize our own talent. Please go to the 
website to the Members Tab to see our Awards List which 
recognize those individuals who provide service to NJPhA, 
to the community, to patient care, and to the profession.  

Grace Earl,
NJPhA 2021 President
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Prevalence of beta-lactam allergy in an urban,
non-teaching, community hospital

by Karan Raja, PharmD, BCPS, BCIDP, AAHIVP*; Ruben Patel, PharmD, BCPS, BCCP; Mark Attalla, PharmD, MBA; 
Mitesh Patel, PharmD, BCCCP; Soo Kang, PharmD, BCCCP; Mona Philips, RPh, MAS

ABSTRACT
Background
Beta-lactam allergy documentation is associated with in-
creased use of less effective, more toxic, or costlier antimi-
crobials. Limited data exists to describe prevalence in com-
munity hospital inpatients. The study objective was to esti-
mate the one-year prevalence of reported inpatient beta-lac-
tam allergies in a non-teaching, community medical center.

Methods
The electronic medical record was queried for all document-
ed allergies and associated reactions for patient encounters 
from January 1 – December 31, 2017. The primary outcome 
assessed prevalence of documented beta-lactam allergies. 
Secondary outcomes evaluated, characterized, and quan-
tified drug classes of interest and their documented reac-
tions. Descriptive statistics were used to analyze data.

Discussion
The prevalence of documented β-lactam allergy in 2017 was 
10.2 percent (n=13,381). Ninety-three percent of patients 
were allergic to penicillins, 6 percent to cephalosporins, 
and less than 1 percent to a carbapenem or monobactam. 
A reaction to the allergy was documented in 11.8 percent 
(n=1,582) of these patients. The most commonly document-
ed reactions were rash/hives, facial swelling, and pruritus. 
Eighty-two patients were documented as having an ana-
phylactic reaction.

Conclusions
The prevalence of beta-lactam allergies at our facility 
matched previously published estimates. Documented de-
scriptions of allergic reactions were inconsistent or lacking. 
Improving drug allergy documentation presents an opportu-
nity to improve patient safety and stewardship endeavors.

BACKGROUND
In the United States, beta-lactam antibiotics comprise the 
most commonly reported drug allergy class with prevalence 
rates of 8 to 20 percent depending on the population evalu-
ated1,2,3,4,5,6,7,6. The US Centers for Disease Control and 
Prevention (CDC) suggest that less than one percent of 
these patients are likely to have an IgE-mediated reaction 
when evaluated by skin testing8. Inaccurate beta-lactam al-
lergy documentation is associated with increased treatment 
costs, deviations from standard of care, and use of broad-
spectrum or second-line antimicrobials that may be less ef-
fective, more toxic, or more costly2,3. 

Unwarranted beta-lactam avoidance may increase hospital 
length of stay (LOS), antibiotic-related adverse drug reac-
tions (ADR), antimicrobial resistance, and infection with 
Clostridioides difficile (CDI), methicillin-resistant Staphylo-
coccus aureus (MRSA), or vancomycin-resistant Entero-

coccus (VRE).  Correctly identifying patients not truly aller-
gic to beta-lactams through detailed history-taking and/or 
penicillin skin testing (PST) is critical. Hospitalized patients 
may derive a more consequential and immediate benefit 
from allergy and reaction evaluation and PST. However, 
PST is resource-intensive and requires baseline assess-
ment of anticipated volume prior to implementation. 

Studies suggest that the prevalence of documented beta-
lactam allergies is greater in inpatients compared to other 
populations, including perioperative and outpatients. The 
majority of reviewed literature did not address prevalence 
in urban, non-teaching, community hospitals which can be 
influenced by population volume, patient demographics, 
healthcare literacy variations, nurse-to-patient ratios, anti-
microbial utilization patterns, and availability and utilization 
of PST. The study objective was to calculate prevalence of 
beta-lactam allergies in an urban, non-teaching, community 
medical center.

METHODS
This study was approved by our institution’s Institutional Re-
view Board and Institutional Review Committee. The require-
ment for informed consent was waived. The electronic medi-
cal record (EMR) was queried for all documented allergies 
with associated reactions for patient encounters between 
January 1 and December 31, 2017. Patient admission and 
discharge date, demographic characteristics, including age 
and sex, were retrieved. Allergens were assessed and clas-
sified based on medication, food, or environmental agents. 
Drug allergies were further divided into specific medication 
classes. Patients with an allergy to any beta-lactam antimi-
crobial were identified from specific allergen and free-text 
(freehand) fields. Beta-lactams included penicillins, cepha-
losporins, carbapenems, or monobactams with or without 
a beta-lactamase inhibitor. Of this cohort, we assessed the 
proportion of patient encounters with a documented reaction 
to the medication, including free-text entries. Our primary 
outcome assessed the prevalence of beta-lactam allergies 
as documented in the patients’ EMR. Secondary outcomes 
evaluated, characterized, and quantified drug classes of in-
terest and respective reactions. This included the proportion 
of patient encounters with reaction documentation to a given 
medication allergy, most frequently documented drug allergy, 
and most common reaction type. In the prevalence assess-
ment, total patient encounters and the subset of patients with 
a beta-lactam allergy, readmissions were analyzed as indi-
vidual occurrences. Descriptive statistics, including counts, 
percentages, and frequencies, were used to analyze findings.

RESULTS
There were 131,150 patient encounters at our institution in 
2017. The prevalence of documented beta-lactam allergy 
was 10.2 percent (n=13,381). In this cohort, mean age was 
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52 years (SD 21.78) and approximately 70 percent of pa-
tients were female. Ninety-three percent of patients were 
allergic to a penicillin, 6 percent to a cephalosporin, and 
<1 percent to a carbapenem or monobactam (See Figure 
1). A reaction to the allergy was documented in 11.8 per-
cent (n=1,582) of these patient encounters with 1,884 total 
reactions documented, as some patients described more 
than one reaction. Penicillin most frequently had a reaction 
documented (69 percent), followed by piperacillin-tazobac-
tam (6.3 percent), and amoxicillin (6.2 percent). The most 
commonly documented reactions were rash/hives (66 per-
cent), facial swelling (9 percent), and pruritus (4.5 percent). 
Eighty-two patient encounters (4.3 percent) had a docu-
mented anaphylactic reaction (See Table 1). 

DISCUSSION
Beta-lactams are recommended as first-line antibiotics in 
treatment of many bacterial infectious diseases2. These 
agents comprise the most commonly reported drug allergy 
class in the US. Allergy records and self-reported patient 
histories are often not reliable or authenticated by confirma-
tory testing6. Despite a reported allergy or previous minor 
reaction, over 90 percent of patients can tolerate beta-lac-
tams2,5,7,9,10,11. Even in the setting of true penicillin allergy, 
cross reactivity with cephalosporins and carbapenems is 
less than 3 percent and 1 percent, respectively, due to dis-
similar side chains10. Possible explanations of this overes-
timation include mistaking symptoms of the infectious pro-
cess itself or an ADR as an allergy6. Mislabeling patients’ 
allergies and utilization of alternative, suboptimal antimicro-
bials can propagate development and spread of resistant 
microorganisms and increase healthcare utilization5,12,13. 

Pharmacists are in a unique position to assess 
allergy history, ensure complete EMR docu-
mentation, and collaborate with prescribers to 
ensure optimal pharmacotherapy management 
throughout the continuum of care.

Prevalence
Outpatient studies in clinics and community 
health centers estimate beta-lactam allergy 
prevalence to be 6.5 – 15 percent 1,3,4,5. Several 
studies note higher rates in elderly and female 
patients5,7,14. Inpatient evaluations have found 
a prevalence of 15 – 19 percent with similarly 
greater frequency in females2,6,7. Our inpatient 
study indicates an overall prevalence of 10.2 
percent with female sex comprising 70 percent 
of patients. Parallel to our findings, commonly 
reported reactions in one evaluation were rash 

(37 percent), hives (19 percent), swelling/angioedema (11.8 
percent), and anaphylaxis (6.8 percent)14.

Impact of documentation 
Prevalence studies assessing individual constituents of beta-
lactam allergies yielded similar results to our evaluation with 
the majority of patients listed as allergic to penicillins7,9 (See 

Figure 1). Previous studies identified incomplete or absent re-
actions in 50 to greater than 80 percent of patients making it 
difficult to discern true allergy from side effects3,5,6,7,12. Approx-
imately 82 percent of patients in our evaluation did not have 
an associated reaction documented and of those that did, 
greater than 70 percent were seemingly non-severe, such as 
rash and pruritus. Healthcare providers are more likely to pre-
scribe beta-lactams if a non-severe reaction is documented. 
Patients with an unclear reaction or unspecified offending 
agent are more likely to receive third-generation cephalospo-
rins, fluoroquinolones, clindamycin, or vancomycin7,13. A sta-
tistically significant increase in infection-related readmissions, 
ADRs, acute kidney injury, LOS, treatment costs, healthcare 
utilization, and rates of drug resistant pathogens (including 
MRSA, VRE, and CDI) have been noted in patients treated 
with these alternate agents2,3,5,7,13. Shah, et al determined that 
those with a specific allergen documented (i.e.: amoxicillin) 

Figure 1: Total number of patient encounters with documented allergy to any beta-lactam with 

breakdown by class. 

12

Figure 1: Total number of patient encounters with documented 
allergy to any beta-lactam with breakdown by class.

Table 1: Drug classes with commonly documented reactions

Drug class and reaction† N (percentage)
Carbapenems 32
 Rash/hives 22 (69)
 Seizure 9 (28)
 Other 1 (3)
Cephalosporins 159
 Rash/hives 107 (67)
 Head and neck swelling 17 (11)
 Pruritis 16 (10)
 Anaphylaxis 1 (0.5)
 Other 18 (11)
Penicillins 1680
 Rash/hives 1126 (67)
 Head and neck swelling 152 (9)
 Anaphylaxis 81 (5)
 Pruritis 70 (42)
 Other 251 (15)
Monobactam 13
 Fever 13 (100)
† Patients with greater than one reaction 
documented and were counted as separate reactions. 
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were more likely than those with a general class allergy (i.e.: 
penicillins) to receive penicillin or cephalosporin treatment 
(10.6 vs 6.5 percent; p<0.001)7. As such, complete docu-
mentation of specific allergens and reaction characteristics 
inspires greater confidence in beta-lactam utilization despite 
a listed allergy with benefits extending past the index admis-
sion7. Pharmacists’ expertise can be leveraged to reconcile 
medication allergy history and subsequently promote antimi-
crobial stewardship efforts. 

Impact of technology and education
In addition to patient recollection and healthcare literacy, 
allergy prevalence is highly dependent on clinicians’ efforts 
in obtaining a detailed patient history7. Factors that should 
be evaluated include: specific allergen, reaction onset and 
duration, potential cross-reactivity with other agents, previ-
ously tolerated medications, and validity of patient-reported 
history. In our facility, no method exists to guide uniform 
allergy evaluation. Intake staff enters the allergy history 
into the EMR, having obtained it from patients or caregivers 
during admission. It is then reviewed by nursing staff and 
reconciled by prescribers. Allergies are input as free-text or 
through a search system that identifies allergens in a drop-
down menu. Although not required during the study period, 
users can then search or free-text symptoms, describe as 
active or inactive, and input other fields. It is therefore evi-
dent that standardization of allergy and reaction documen-
tation is needed in healthcare facilities’ EMRs. Shah and 
colleagues suggest EMR-based clinical decision support 
systems (CDSS) may decrease inter-provider variability in 
drug allergy identification and documentation7. Prescriber 
education surrounding appropriate assessment and cross-
reactivity in tandem with CDSS can ameliorate potential 
allergy over-documentation and unwarranted drug avoid-
ance5,6,7,12. Similarly, patient education and improved health 
literacy is imperative to improve data quality5. Pharmacist 
involvement in education efforts may also improve docu-
mentation, although further studies are needed5,12. 

Future directions
After completion of the study period, our facility and health-
system mandated allergy reaction documentation with staff 
education emphasizing importance of complete assess-
ment. The quantity of allergies with an associated reaction 
in the EMR may improve; however, users can still enter 
free-text symptoms which may impede quality documenta-
tion efforts. Pharmacist training and incorporation in medi-
cation allergy history taking may aid in discerning allergies 
from adverse drug reactions and increase complete, accu-
rate documentation.

Confirming allergy status through skin testing is an important 
component of antimicrobial stewardship2. PST has a nega-
tive predictive value of serious allergic reactions of 97 – 99 
percent 2,13. PST in hospitalized patients can be performed 
safely and presents a stewardship and cost-saving opportu-
nity13. Bjork and colleagues implemented PST and of 72 pa-
tients assessed, only one had a moderate reaction and one 
had a severe reaction10. Macy and colleagues compared 

the cost of conducting PST to the potential decreased LOS 
and found it is 9.5 times more expensive to have a penicillin 
allergy label compared to testing every patient13. The above 
data and our beta-lactam allergy prevalence support imple-
mentation of inpatient PST at our facility. 

Limitations
Our study was a monocentric, retrospective evaluation of 
allergy documentation without prospective confirmation 
through standardized mechanisms. Patients were identified 
as allergic largely through self-report, though healthcare 
professionals entered and evaluated histories. 

Rash and urticaria characteristics, including onset and in-
tensity, were not differentiated in our EMR making it difficult 
to discern reaction severity and the potential opportunity 
and safety of beta-lactam re-challenge. 

Sample size and data analysis considered admission en-
counters. As such, patient readmissions were analyzed as 
independent occurrences and may influence observed fre-
quencies of allergy and reaction documentation. 

Many allergens and reactions were documented as free-
text. Although data were thoroughly evaluated in multiple 
iterations, there remains the possibility of misclassification. 

Future studies evaluating concomitant allergic conditions, 
healthcare literacy, healthcare exposure, previous antimi-
crobial treatment, and pharmacist involvement may eluci-
date factors associated with allergy documentation and final 
treatment determination. 

CONCLUSION
The prevalence of beta-lactam allergy of inpatients at our 
non-teaching, urban, community medical center matches 
previously published estimates. Documented descriptions 
of allergic reactions are inconsistent or lacking. Improving 
documentation through education and CDSS and imple-
mentation of PST present opportunities to improve patient 
safety and antimicrobial stewardship endeavors.
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PHARMACY MARKETING GROUP, INC

AND THE LAW
By Don. R. McGuire Jr., R.Ph., J.D.

This series, Pharmacy and the Law, is presented by Pharmacists Mutual Insurance Company and your State Pharmacy Association 
through Pharmacy Marketing Group, Inc., a company dedicated to providing quality products and services to the pharmacy 
community.

PHARMACY AND IMMUNIZATION

The guidance issued by the Department of Health and 
Human Services (HHS) in October 2020 was the latest in 
a series of steps to increase the pharmacy profession’s in-
volvement in the provision of immunizations to patients.  In 
2003, 37states allowed pharmacists to administer vaccina-
tions.  States were not consistent in terms of what vaccines 
pharmacists were permitted to provide. Most states initially 
limited vaccine administration to influenza and pneumococ-
cal in adult populations.  

As we move forward in time, all 50 states now permit phar-
macists to provide immunizations although there continues 
to be inconsistencies in patient age groups and immuniza-
tions provided. The variety of immunizations provided by 
pharmacists has expanded in some states to include shin-
gles, HPV, childhood vaccines, and others in addition to flu 
and pneumonia.  In recent years, some states allowed phar-
macists to administer travel vaccines as well. 

The next big change to the pharmacy arsenal occurred 
in 2017. This was the authorization for pharmacy techni-
cians to administer flu vaccines in Idaho. Since 2017, five 
other states (Michigan, Nevada, Rhode Island, Utah, and 
Washington) have authorized pharmacy technicians to ad-
minister vaccines.  An additional nine states are considering 
this practice expansion.

The October guidance from HHS is just the next logical step 
in this progression. Pharmacists and pharmacy interns had 
already been given authority to administer the COVID-19 
vaccine to patients aged three and over in a separate guid-
ance issued on September 3, 2020. The October guidance 
permitted pharmacy technicians in all 50 states to adminis-
ter the COVID-19 vaccine to patients aged three and over.  
But it went further than that. The guidance also permitted 
pharmacy technicians and pharmacy interns to administer 
COVID-19 tests as well as ACIP-recommended vaccines 
to patients ages 3 through 18 based on ACIP’s standard 
immunization schedule. The childhood vaccination rate has 

fallen during the pandemic and this is an effort to reverse 
that trend.

The guidance also provides the steps and training required 
for pharmacy technicians and pharmacy interns to be em-
powered to administer the vaccines and testing.  It is similar 
to the training required of pharmacists to be certified to ad-
minister vaccines. This grant of authority doesn’t eliminate 
pharmacists’ involvement in this process. The supervising 
pharmacist must review the vaccine registry prior to order-
ing the vaccine. The pharmacist must also be readily and 
immediately available to assist the technician during the ad-
ministration process. Finally, the pharmacist is responsible 
for the reporting of the vaccinations administered and any 
adverse events which may have occurred.    

Because the guidance is issued pursuant to the Public 
Readiness and Emergency Preparedness (PREP) Act, 
there are additional benefits for pharmacists, interns and 
technicians. All are considered covered persons under the 
Act. As covered persons, they are immune from all claims 
relating to the administration of the COVID-19 vaccine and 
the childhood vaccines covered by the guidance. Patients 
are not left without a remedy.  Patients who are injured by the 
administration of the COVID-19 vaccine, or by the vaccine 
itself, are eligible to file a claim with the Countermeasures 
Injury Compensation Program (CICP). The CICP is a fed-
eral program that was created to provide patients with com-
pensation for injuries from the use of covered countermea-
sures. The COVID-19 vaccine is a covered countermeasure 
under the HHS guidance.

When the COVID-19 public health emergency is declared 
over, the authority provided under these guidelines will 
cease. The pandemic has demonstrated the value of en-
gaged pharmacies to the public health of their communities.  
While the emergency authorization will end, it is unlikely that 
these expansions of practice will not be authorized by the 
states as part of normal practice. Their value has been too 
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great to revert permanently to the previous state of practice.  
Twenty five years ago, some were skeptical that pharma-
cists could effectively provide immunizations. Eventually, 
all 50 states agreed that this practice was beneficial to the 
public health. Then three years ago, pharmacy technicians 
were first authorized to administer vaccines. The momen-
tum was building before the pandemic and the pandemic 
has given us a preview of what the future of pharmacy prac-
tice could look like with pharmacists, interns, and techni-
cians all authorized to administer a wide array of needed 
immunizations.  It’s now our charge to work with our states’ 
legislatures to make these changes permanent.   

©Don R. McGuire Jr., R.Ph., J.D., is General Counsel, 
Senior Vice President, Risk Management & Compliance at 
Pharmacists Mutual Insurance Company.

This article discusses general principles of law and risk 
management. It is not intended as legal advice. Pharmacists 
should consult their own attorneys and insurance compa-
nies for specific advice. Pharmacists should be familiar with 
policies and procedures of their employers and insurance 
companies, and act accordingly.

Helping independent 
pharmacies compete 
since 1982.

Now with more services to thrive 
in today's pharmacy landscape.
• New! Exclusive! ERxDirect telemed platform with care

management revenue opportunities

• New! Consumer engagement model for better outcomes and adherence

• Group volume purchasing

• Profits distributed to members at year-end

• EPIC Pharmacy Network – third party contracting

• – claims reconciliation and automated reimbursements  
below cost system

• – regulatory and compliance management

A Network Of Independently 
Owned Pharmacies
800-965-EPIC (3742)  |  epicrx.com
membersupport@epicrx.com
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National COVID-19 survey: prescription drug supply, disease transmission, 
and pharmacist intervention 
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Learning Objectives: 
After participating in this activity, the pharmacist shall be able to: 
Pharmacists:

1. Describe the results of a national survey of Americans’ perception of the impact of COVID-19
on the prescription drug supply
2.Explain national survey results with regards to Americans’ perception of how the SARS-CoV-2
virus is transmitted.
3.Discuss the likelihood of Americans to receive the coronavirus vaccine, receive COVID-19
testing at a pharmacy, and to be initiated on COVID-19 treatment by a pharmacist.

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

CEU Hours: 1 contact hour of continuing education credit (0.01 CEU) 

Activity Type: Knowledge based 

UAN:  0136-0000-21-011-H01-P

Release Date: 4/12/2021     Expiration Date: 4/12/2021

Abstract 
Objective: The purpose of this report is to describe the results of a national survey of Americans’ perception of the impact 
of COVID-19 on prescription drug supply, disease transmission, and pharmacist intervention.  

Methods: The survey was conducted by live callers on both landlines and cellular phones between March 17 through 
March 22, 2020, with a scientifically selected random sample of U.S. adults.

Results: Of 1,008 completed interviews, 39.6% of Americans are concerned that their prescription drugs will become 
more difficult to obtain as a result of COVID-19. Over half (55.9%) are increasing their prescription refill amounts to 90 
day supply, and 41.3% are visiting their physicians to ensure adequate prescription supply for the near future. Over 90% 
of respondents correctly identified cough as the prominent mode of transmission and social distancing as an effective 
method to minimize spread. The majority (84.4%) are likely to receive the coronavirus vaccine when available. Over 80% 
are likely to receive COVID-19 testing by a pharmacist at a local pharmacy (55.7% very likely; 27.8% somewhat likely), 
and 84.8% are likely to see a pharmacist for treatment initiation (52% very likely; 32.8% somewhat likely), in the setting of 
not having access to a physician.

Conclusion: This nationwide survey demonstrates Americans’ concern about the impact of the COVID-19 pandemic on 
prescription drug supply and steps they are taking to ensure access to their medications. The majority of Americans are 
interested in receiving the coronavirus vaccine and would rely on pharmacists for COVID-19 testing and treatment in the 
setting of not having access to a physician. These survey results demonstrate that the majority of Americans would utilize 
pharmacist’s services for COVID-19 testing and treatment. 

Keywords: COVID-19, coronavirus, pharmacist, survey, drug shortage, perception

Background: The coronavirus disease 2019 (COVID-19) pandemic, caused by the novel beta-coronavirus named severe 
acute respiratory syndrome coronavirus 2 (SARS-CoV-2), has been called the “greatest global public health crisis of this 
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generation.”1 The World Health Organization declared the coronavirus outbreak a public health emergency of international 
concern on January 30th, 2020, and categorized it as a pandemic on March 11th, 2020.2 As of March 16th, 2020, the total 
number of COVID-19 cases in the United States exceeded 4,000 cases.3 Since the first cases of COVID-19 were reported 
from Wuhan, China, in early December 2019, the disease has been characterized by its transmissibility and rapid spread 
globally.4 As the coronavirus pandemic continues to evolve and spread across the United States, its effects are being 
seen in the concerns and confusion of many Americans over issues related to the virus.5 

Objective: The purpose of this report is to describe the results of a national survey reflecting Americans’ perception of the 
impact of COVID-19 on the prescription drug supply, disease transmission, and pharmacist intervention.

Methods: The survey was conducted by live callers on both landlines and cellular phones between March 17 through 
March 22, 2020 with a scientifically selected random sample of U.S. adults, 18 years of age or older. The survey 
instrument used is provided in Table 1. The survey instrument was pre-tested prior to its implementation. Trained
interviewers reviewed each question and provided feedback to the authors, whereupon modifications were made to
the final instrument. Respondents were selected using a fully-replicated, single-stage, random-digit-dialing (RDD) 
sample of landline telephone households, and randomly generated cell phone numbers. Sample telephone numbers 
are computer generated and loaded into on-line sample files accessed directly by the computer-assisted telephone 
interviewing (CATI) system. Persons without a telephone could not be included in the random selection process. 
Respondents were not incentivized to complete this survey. The University’s Poll has blanket institutional review board 
approval for public interest surveys. Respondents were informed they were randomly selected for a public opinion survey 
concerning issues of national importance. Permission was requested to proceed with the interview. The respondent’s 
consent was agreement to participate in the survey. Respondents within a household are selected by asking randomly 
for the youngest adult currently available. The interview was conducted in English and Spanish and included completed 
interviews of 305 adults reached on a landline phone and 703 adults reached on a cell phone, all acquired through 
random digit dialing from an original population of 221,790 comprising of 165,876 landline and 55,914 cell phone dial 
attempts (Figure 1). The following data was collected: sex, age, race/ethnicity, education level, work status, health 
insurance status, and region of the country. 

The data were weighted to be representative of the non-institutionalized adult population of the United States, including 
Hawaii and Alaska. The weighting balanced sample demographics to target population parameters. The sample is 
balanced to match parameters for sex, age, education, race/ethnicity, region and phone use. The sex, age, education, 
race/ethnicity and region parameters were derived from 2019 Current Population Survey.6 Weighting was done in 
two stages. The first stage of weighting corrected for different probabilities of selection associated with the number 
of adults in each household and each respondent’s telephone usage patterns. This adjustment also accounts for the 
overlapping landline and cell sample frames and the relative sizes of each frame and each sample. This first stage 
weight was applied to the entire sample which included all adults. The second stage of the weighting balanced sample 
demographics to match target population benchmarks. This weighting was accomplished using SPSSINC RAKE, an 
SPSS extension module that simultaneously balances the distributions of all variables using the GENLOG procedure. 
Weights were trimmed to prevent individual interviews from having too much influence on the final results. The use of 
these weights in statistical analysis ensures that the demographic characteristics of the sample closely approximate
the demographic characteristics of the target population. Post-data collection statistical adjustments require analysis 
procedures that reflect departures from simple random sampling. We calculated the effects of these design features so 
that an appropriate adjustment can be incorporated into tests of statistical significance when using these data. The so-
called “design effect” or deff represents the loss in statistical efficiency that results from a disproportionate sample design 
and systematic non-response. The total sample design effect for this study is 1.26. All surveys are subject to sampling 
error, which is the expected probable difference between interviewing everyone in a population versus a scientific 
sampling drawn from that population. Sampling error should be adjusted to recognize the effect of weighting the data to
better match the population. In this poll, the simple sampling error for 801 New Jersey adults is +/-3.5 percentage points 
(including the design effect) at a 95 percent confidence interval. Thus, if 50 percent of New Jersey adults in this sample 
favor a particular position, we would be 95 percent sure that the true figure is between 46.5 and 53.5 percent (50 +/- 
3.5) if all New Jersey adults had been interviewed, rather than just a sample. Sampling error does not take into account 
other sources of variation inherent in public opinion studies, such as non-response, question wording, or context effects. 
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This telephone survey was fielded by SSRS with sample from Marketing Systems Group. The research was funded by 
Fairleigh Dickinson University. 

Statistical analysis was conducted with SPSS, version 26. Univariate analysis was used to describe respondent 
demographics. Percentage frequency distribution was used to describe survey item responses. Multinomial chi-square 
goodness of fit test was used to determine the statistical significance of several hypotheses. Crosstab Karl Pearson 
chi-square tests and Cramer’s V Effect Size tests were used for bivariate analysis on the impact of educational level on 
response to survey item 1. 

Results:
Respondent demographics are described in Table 2. Data were initially collected from 1008 study participants of which 
there were certain missing responses, ranging from 5-10 participants for certain questions, yielding a 99% valid response. 
Of 1,008 adults who completed the survey, 48.3% were male (487/1008) and 51.7% female (521/1008). About one-
fifth (21%, 211/1007) were between the ages of 18 and 29, 33.3% (335/1007) between 30 and 49, 24.8% (250/1007) 
between 50 and 64, and 21% (211/1007) were 65 years of age or older, with one respondent who did not report age. 
The majority were white (63.7%, 628/986); 11.9% black (116/986); 16.1% (159/986) Hispanic; 8.3% other (82/986), with 
22 respondents who did not report race. One-third were college-educated (33.3%, 332/998), 28.1% had some college 
education (280/998), and 38.7% were high-school educated or less (386/998), with 10 respondents who did not report 
education level. Almost half (45.5%, 440/967) were Democrats (with leaners), 42.4% (410/967) Republican (with leaners), 
and 12% (117/967) Independent, with 41 respondents who chose not to report their political view. “Leaners” are defined 
as those who do not initially identify a political party but who, when prompted, say they “lean” in either a Republican or 
Democratic direction. 

Approximately 39.6% (397/1003) of Americans are somewhat worried (29.2%, 293/1003) or very worried (10.4%, 
104/1003) that their drugs will become more difficult to obtain as a result of COVID-19 (Figure 2). Multinomial chi-
square goodness of fit testing demonstrated a statistically significant difference amongst the 39.6% (397/1003) 
of respondents who were very worried (10.4%, 104/1003) and somewhat worried  (29.2%, 293/1003) that their 
prescription drugs will become more difficult to obtain as a result of the COVID-19 pandemic (p<0.05). Chi-square 
analysis revealed higher level of education was associated with less concern of accessing prescription drugs during 
COVID-19 (p <0.05). There was no significant impact of health insurance on whether respondents went to see their 
physician to assure medication supply. 

Of those respondents who are somewhat or very worried about access to their medications, over half (55.9%, 222/397) 
are increasing their prescription refill amounts to 90 day supply in order to make sure they have enough medication 
for the near future; 41.3% (164/397) are going to see their physicians, and 39.3% are going to see their pharmacist 
(156/397) to make sure they have enough prescription medication for the coming weeks and months. Fifteen percent 
of patients (15.6%, 62/397) reported taking their medications less often to make their medications last through the pan-
demic (Figure 3). In response to the multiple selection survey item regarding knowledge about coronavirus transmis-
sion, 92.9% (936/1008) correctly identified cough as a way that coronavirus can be transmitted to humans. Less than 
one-quarter of respondents believed coronavirus can be transmitted through masks (24.7%, 249/1008), cold weather 
(16.8%, 169/1008), or mosquitoes (11.9%, 120/1008) (Figure 4). When questioned on methods to minimize risk of be-
ing infected, 96.1% (969/1008) correctly identified social distancing as an effective method. Approximately one-quarter
of respondents believed using hand dryers, spraying alcohol on the body, and taking hot baths minimize the risk of 
being infected with coronavirus (29.9%, 26.3%, 22.4% respectively) (Figure 5). The majority of Americans (84.4%, 
842/998) reported being very likely (53.6%, 535/998) or somewhat likely (30.8%, 307/998) to receive the coronavirus 
vaccine once it becomes available (Figure 6). In the setting of not having access to a physician, 83.5% of Americans 
were very likely or somewhat likely to be tested by a pharmacist at a local pharmacy (55.7% very likely, 27.8% some-
what likely, 836/1001) (Figure 7), and 84.8% of respondents are very likely or somewhat likely to see a pharmacist at a
local pharmacy for COVID-19 treatment (52% very likely, 32.8% somewhat likely, 848/1000) (Figure 8). For the purpose 
of this manuscript, unrelated survey items 7, 8, and 9 are excluded from this discussion. 
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Discussion:
Prescription drug supply: 
Due to the United States’ reliance on manufacturing of active pharmaceutical ingredients overseas, there are concerns 
about the impact of COVID-19 on medication shortages.7 As demonstrated in this survey, a significant portion of 
Americans are worried the COVID-19 pandemic will make it more difficult for them to obtain their prescription medications. 
China is the largest producer and exporter of active pharmaceutical ingredients. India produces generic drugs for millions 
of people and relies heavily on active pharmaceutical ingredients from China. As China and India take measures to fight 
the spread of coronavirus and the duration of the pandemic is unknown, the impact of COVID-19 on the pharmaceutical
supply chain is of concern.8,9 On February 27th, 2020, the U.S. Food and Drug Administration (FDA) reported the first drug 
shortage related to a manufacturer site affected by coronavirus. The FDA released a statement that the medical product 
supply chain may be affected by the COVID-19 pandemic, resulting in supply disruptions or drug shortages.10 The agency 
is monitoring the drug supply chain and reminding drug manufacturers to report anticipated supply disruptions.11  As the 
demand for hospital resources and the care of critically ill patients increases, the need for medications used to treat 
respiratory disease and critical illness will increase.7

Multiple pharmacy organizations, including the American Society of Health-System Pharmacists (ASHP), recently released 
joint policy recommendations to combat COVID-19 urging pharmacists be authorized to perform therapeutic interchange 
and substitution without physician authorization in the setting of drug shortages.12 To address concerns surrounding 
disruptions to drug supply chains, the “Coronavirus Aid, Relief, and Economic Security Act” (CARES Act) was passed on 
March 27th, 2020. This legislation requires the following: (1) FDA prioritize the review of applications for generic drugs that 
are in shortage and (2) enhanced manufacturer reporting to the FDA for interruptions of active pharmaceutical ingredients 
and the extent, duration, and impact of shortages.13

Joint policy recommendations from pharmacy organizations urge pharmacists be allowed to “independently evaluate and 
manage medications through therapeutic interchange, chronic care dose adjustment, refill authorizations, quantity medi-
cations (e.g., 90-day fills), and other forms of prescription adaptation.”12 As demonstrated in this survey, Americans are 
increasing prescription drug refills to 90 day supply and going to see their physicians in response to COVID-19. The find-
ing that Americans are going to see their doctors to make sure they have enough medications for the coming weeks and 
months demonstrates the added stress on the healthcare system and the need for expanded authority of pharmacists. The 
pandemic has increased the stress on the healthcare system and this is the opportune time to utilize pharmacist services
to help patients and providers and to assure continuity of care.14 Authorizing pharmacists to refill prescriptions for chroni-
cally ill patients, based on their clinical judgement, despite not having access to the physician’s authorization for refill, 
would help alleviate the workload on physicians. 

Coronavirus Transmission:
Much misinformation about coronavirus and its transmission is being circulated.15,16 Despite this, the public’s knowledge 
of how coronavirus is transmitted is overall accurate based on our survey results. However, approximately one-quarter of 
respondents believed taking hot baths, using hand dryers, and spraying alcohol on the body minimizes the risk of being 
infected with coronavirus. As many myths about coronavirus exist, the public needs accurate sources of information in 
order to take appropriate measures to protect themselves and others.17 

Role of Pharmacists in COVID-19 Response:
Research to develop a new coronavirus vaccine is underway.18 A Phase 1 National Institute of Health investigational 
vaccine trial started in Seattle in mid-March 2020.19 The National Institutes of Health has launched the Accelerating 
COVID-19 Therapeutic Interventions and Vaccines (ACTIV) partnership intended to bring together biopharmaceutical 
companies, the CDC, FDA, Health and Human Services Office of the Assistant Secretary for Preparedness and Re-
sponse, and the European Medicines Agency to prioritize vaccine and medication candidates.20 Although not currently
available, most Americans are very or somewhat likely to receive the coronavirus vaccine, demonstrating the public’s 
strong interest in protecting themselves against COVID-19. Once approved, pharmacists will be well-positioned in 
the community to make the vaccine readily available to patients. Research shows pharmacists improve immuniza-
tion rates. A meta-analysis by Isenor and colleagues evaluated 36 studies, 22 in which pharmacists were educators 
and/or facilitators and 14 in which they were vaccine administrators. In all studies reviewed, pharmacist involvement 
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increased vaccine coverage compared to vaccine programs without pharmacist involvement, regardless of the phar-
macist’s role.21 A meta-analysis by Baroy and colleagues revealed similar findings from 8 studies demonstrating in-
creased immunization rates as a result of pharmacist involvement compared to usual care.22 Authorizing pharmacists 
to immunize individuals with the coronavirus vaccine will decrease the strain on the healthcare system and protect 
patients against the virus.12 Pharmacists are accessible, qualified healthcare professionals. In fact, 90% of Americans 
live within 5 miles of a community pharmacy.23

Currently, the CDC recommends nasopharyngeal swab-based initial diagnostic testing for SARS-CoV-2.24 Antibody tests 
that identify IgM and IgG antibodies for an immune response to the virus are also available.25 Access to coronavirus 
testing has been an issue in the United States. Some testing sites are reaching capacity and closing early, sometimes
after less than one hour and even before office hours begin, due to limited number of tests and overwhelming 
demand.26,27 Testing is important for not only diagnostic purposes but also for identifying individuals who are infected with 
SARS-CoV-2 but are asymptomatic or pre-symptomatic. Such individuals may transmit the virus, although the extent 
of this type of transmission has not been described in detail.28 Utilizing community pharmacists to improve pandemic 
response in the context of other viruses such as influenza has been described.29,30 Since the completion of this survey, 
the U.S. Department of Health and Human Services Office of the Assistant Secretary for Health authorized licensed 
pharmacists to order and administer COVID-19 tests under the Public Readiness and Emergency Preparedness Act on 
April 8th, 2020.31 Authorizing pharmacists to perform coronavirus testing is expected to help expand patient access to 
tests, reduce the spread of disease, reduce visits to overflowing emergency rooms and physician’s offices, and improve 
patient outcomes. 12,32,33 In some states, pharmacists are already authorized to test and treat diseases like influenza and 
streptococcal infections.12  The results of our survey demonstrate Americans’ willingness to be tested by pharmacists. 
Expanding testing to pharmacies may be especially helpful for states with high numbers of confirmed coronavirus cases 
such as New York.3

Implementing COVID-19 testing by pharmacists in community pharmacies raises several concerns that must be 
addressed. One concern is providing proper personal protective equipment (PPE) for those performing testing. The 
CDC recommends that pharmacy staff who will conduct COVID-19 testing be provided with appropriate PPE. The 
CDC also provides guidance for pharmacists and technicians working in the community setting during the COVID-19 
response to minimize their risk of exposure to the virus and reduce the risk for customers.34,35 Another concern is testing 
location. Several chain pharmacies have converted store parking lots to testing sites with some utilizing self-swab nasal 
tests in drive-up type of setting.36,37 Several organizations including the American College of Clinical Pharmacy, Society 
of Infectious Diseases Pharmacists, Society for Healthcare Epidemiology of America, Infectious Disease Society of 
America and the Pediatric Pharmacy Association partnered to develop a response to HHS statements authorizing 
pharmacists to order and administer COVID-19 tests. The response statement highlights the need for guidance on the 
availability and use of PPE and recommends point-of-care testing be conducted outside the pharmacy in an isolated 
drive-up setting. The response statement requests guidance be provided on test ordering and reporting results to 
patients.38

There are currently no FDA-approved treatments for COVID-19. Several drugs are under investigation.1,28 Current treat-
ment guidelines from the National Institute of Health and Infectious Disease Society of America highlight the paucity of 
evidence supporting specific medications and recommend the use of drugs in the context of clinical trials.4,28 Pharmacists 
are trained in infectious disease treatment and qualified to initiate time-sensitive treatments, including treatment for COV-
ID-19. As evidence supporting drugs to treat COVID-19 emerges from current clinical trials and treatment options become 
available, individuals in communities across the nation will require treatment initiation. This survey revealed Americans’ 
willingness to be treated by a pharmacist in the setting of not having access to a physician. However, the impact of bal-
ancing chronic disease state management with new COVID-19 responsibilities warrants further attention. 

This study has a few limitations. The survey tool was limited to questions with finite answers and did not allow for 
respondents to explain their answers. As the COVID-19 pandemic is rapidly evolving, new information is emerging and 
being shared in the medical community and to the public through media outlets on a daily basis. Amidst most recent 
updates, the public’s answers to these survey items may have changed since this survey was conducted in March 2020. 
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Conclusion:
Americans are concerned that the coronavirus pandemic will make access to prescription medications more difficult. Many 
are increasing prescription refills to 90-day supply and scheduling visits to physicians. Some are taking medications less 
frequently in order to assure their supply for the coming weeks and months. Although the vast majority of Americans are 
knowledgeable about virus transmission and prevention, some carry false beliefs. Most Americans are likely to receive a 
vaccine should it become available. Most Americans would utilize pharmacist services for COVID-19 testing and treatment 
if they did not have access to a physician. Considering the public’s interest in utilizing pharmacists and the recent 
authority granted to pharmacists to perform COVID-19 testing, guidance is needed on how pharmacists should fulfill 
these additional roles while assuring employee and public safety. Pharmacists at the frontlines of the COVID-19 response 
have the potential to alleviate the burden of the pandemic on health systems and other healthcare providers by providing 
services in the community setting. 
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# Survey Tool Item Description

Q1 How worried, if at all, are you that the coronavirus will make it more difficult for you to get your prescription drugs?
1. Very worried
2. Somewhat worried
3. Just a little worried
4. Not worried at all 

Q1a If respondent selected #1 or #2 to Q1: What are you doing to make sure you have your prescription drugs in the coming 
weeks and months? (Multiple selection possible) 

1. Increasing refill amount to a 90 day supply 
2. Going to see your doctor
3. Going to see your pharmacist
4. Switching your medication or medications 
5. Taking your medication less often to make it last 

Q2 If a coronavirus vaccine was available, how likely would you be to receive the vaccine to prevent infection?
1. Very likely
2. Somewhat likely
3. Not at all likely 

Q3 If there was a test for coronavirus, but it was not possible to see your doctor, how likely would you be to be tested by a 
pharmacist at a pharmacy instead?

1. Very likely
2. Somewhat likely
3. Not at all likely

Q4 If there was a treatment for coronavirus, but it was not possible to see your doctor, how likely would you be to see a 
pharmacist at a pharmacy instead? 

1. Very likely 
2. Somewhat likely
3. Not at all likely

Q5 Which of the following is a way that coronavirus can be transmitted to humans? (Multiple selection possible)
1. Coughs
2. Cold weather
3. Mosquitoes
4. Masks

Q6 Which of the following is a way that people can minimize their risk of becoming infected with coronavirus? (Multiple 
selection possible)

1. Take hot baths
2. Use hand dryers
3. Spray alcohol on your body
4. Spray vodka on your body
5. Distance yourself from others 

Q7 Using a scale that goes from 0 to 10, with 0 meaning harmful and 10 meaning helpful, how would you evaluate the job that 
President Trump has done in directing the federal government’s response to the coronavirus?

Q8 Which of the following best describes your belief about the coronavirus, even if neither statement is perfect?
1. The coronavirus represents a real threat to the public’s health
2. The coronavirus is being hyped by the media and is not as harmful as those in the media are making it out to be. 

Q9 Which of the following, if any, are you likely to avoid as a result of the coronavirus? (
1. Getting on an airplane
2. Taking a train, including subways and other public transportation
3. Attending a concert or sporting event
4. Going to a restaurant or bar
5. Going to the movies
6. Riding in a taxi, Uber, or Lyft
7. Going to the gym or health club

Table 1. Survey Tool Sample
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Type of Characteristic Sample Characteristic Number (%)

Sex Female 521 (51.7%)

Male 487 (48.3%)

Total Respondents 1008 (100%)

Age Age 18 – 29 years 211 (21%)

Age 30 – 49 years 335 (33.3%)

Age 50 – 64 years 250 (24.8%)

Age 65+ years 211 (21%)

Total Respondents 1007 (100%)

Race White 628 (63.7%)

Hispanic 159 (16.1%)

Black 117 (12%) 

Other 82 (8.3%)

Total Respondents 986 (100%)

Education Level College 332 (33.3%)

Some college 280 (28.1%)

High school or less 386 (38.7%)

Total Respondents 998 (100%)

Political view Democrat (with leaners) 440 (45.5%)

Republican (with leaners) 410 (42.4%)

Independent 117 (12.1%)

Total Respondents 967 (100%)

Table 2. Demographics of Survey Respondents
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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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PHARMACY MARKETING GROUP, INC. 

FINANCIAL FORUM

This series, Financial Forum, is presented by PRISM Wealth Advisors, LLC and your State Pharmacy 
Association through Pharmacy Marketing Group, Inc.,  a company dedicated to providing quality products and 
services to the pharmacy community. 

Diversification, Patience, and Consistency 
Three important factors when it comes to your financial life. 

Regardless of how the markets may perform, 
consider making the following part of your 
investment philosophy: 

Diversification. The saying “don’t put all your eggs 
in one basket” has real value when it comes to 
investing. In a bear or bull market, certain asset 
classes may perform better than others. If your 
assets are mostly held in one kind of investment 
(say, mostly in mutual funds or mostly in CDs or 
money market accounts), you could be hit hard by 
stock market losses, or alternately, lose out on 
potential gains that other kinds of investments 
may be experiencing. There is an opportunity cost 
as well as risk.1  Asset allocation strategies are 
used in portfolio management. A financial 
professional can ask you about your goals, 
tolerance for risk, and assign percentages of your 
assets to different classes of investments. This 
diversification is designed to suit your preferred 
investment style and your objectives. 

Patience. Impatient investors obsess on the day-
to-day doings of the stock market. Have you ever 
heard of “stock picking” or “market timing”? How 
about “day trading”? These are all attempts to 
exploit short-term fluctuations in value. These 
investing methods might seem fun and exciting if 
you like to micromanage, but they could add 
stress and anxiety to your life, and they may be a 
poor alternative to a long-range investment 

Citations. 
1 - forbes.com/sites/brettsteenbarger/2019/05/27/why-
diversification-works-in-life-and-markets [5/27/19] 

strategy built around your life goals. 

Consistency. Most people invest a little at a time, 
within their budget, and with regularity. They 
invest $50 or $100 or more per month in their 
401(k) and similar investments through payroll 
deduction or automatic withdrawal. They are 
investing on “autopilot” to help themselves build 
wealth for retirement and for long-range goals. 
Investing regularly (and earlier in life) helps you to 
take advantage of the power of compounding as 
well.  If you don’t have a long-range investment 
strategy, talk to a qualified financial professional 
today.          

Pat Reding and Bo Schnurr may be reached at 
800-288-6669 or pbh@berthelrep.com.
Registered Representative of and securities and 
investment advisory services offered through Berthel 
Fisher & Company Financial Services, Inc. Member 
FINRA/SIPC. PRISM Wealth Advisors LLC is 
independent of Berthel Fisher & Company 
Financial Services Inc.  

This material was prepared by MarketingLibrary.Net Inc., and 
does not necessarily represent the views of the presenting party, 
nor their affiliates. All information is believed to be from reliable 
sources; however we make no representation as to its 
completeness or accuracy. Please note - investing involves risk, 
and past performance is no guarantee of future results. The 
publisher is not engaged in rendering legal, accounting or other 
professional services. If assistance is needed, the reader is 
advised to engage the services of a competent professional. This 
information should not be construed as investment, tax or legal 
advice and may not be relied on for the purpose of avoiding any 
Federal tax penalty. This is neither a solicitation nor 
recommendation to purchase or sell any investment or insurance 
product or service, and should not be relied upon as such. All 
indices are unmanaged and are not illustrative of any particular 
investment 
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The “Bowl of  Hygeia”

2020 Recipients of the “Bowl of Hygeia” Award

The Bowl of Hygeia award program was originally developed by the A. H. Robins Company to recognize pharmacists across the 
nation for outstanding service to their communities. Selected through their respective professional pharmacy associations, 
each of these dedicated individuals has made uniquely personal contributions to a strong, healthy community. We offer our 
congratulations and thanks for their high example. The American Pharmacists Association Foundation, the National Alliance of State 
Pharmacy Associations and the state pharmacy associations have assumed responsibility for continuing this prestigious recognition 
program. All former recipients are encouraged to maintain their linkage to the Bowl of Hygeia by emailing current contact 
information to awards@naspa.us. The Bowl of Hygeia is on display in the APhA History Hall located in Washington, DC.
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Elise Barry, MS, CFRE
Chief Executive Office, NJPhA

The advancement of pharmacists as healthcare providers will not occur by accident; it must occur 
by design.  Incremental progress is made every day--it is a slow and tedious process. We can start 
small but we must think BIG!  Complete integration into the healthcare team is a long-term
interest not a short-term demand. Turn the process into a best practice.

Extending best wishes for 2021 and for the renewed sense of purpose each new year brings!


