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Collaborative Practice
The Board’s rules on collaborative practice were signed into law by the Governor in
February. By now a packet is available from the Board’s office to assist in your development of
a collaborative practice agreement. We plan to have the advisory committee in place by July or
at the latest in August. If you have an interest in establishing an agreement, you will need to
keep the following points in mind.

This agreement must be between a pharmacist and a

physician, both of which must be licensed in Wyoming, and the agreement must be approved by
the Board prior to implementation. For those interested, this will be a great opportunity to
expand the level of pharmaceutical care offered to your patients. If you have questions, please
contact the Board’s office.
Newly Licensed Pharmacists
The following pharmacists have been licensed since publication of the December
newsletter. Eric E. Nelson. Brandon D. Thornton, Amy J. Jany, Seraphin J. Matesi
Welcome to Wyoming!
Newly Licensed Pharmacy Technicians
The Board licensed the following individuals as Wyoming pharmacy technicians after the
March 10 pharmacy technician exam:
Summer M. Benavides, Kimberly A. Brehm, Linda L. Burnett, Nicolette S. Burnett, Elizabeth R.
Carty, Tammy A. Dobler, Dianne H. Easterling, Cassie R. Frank, Brenda L. Garnick, Jerolyn L.
Haderlie, Elizabeth E. Hubbard, Thereasa L. Humphrey, Nancy T. Johnson, Tracy L. Kilwein,

Michelle L. Koopman, Susanna Nagel-Hatch, Pamela J. Neitzel, Julie Olsen, Anna D. Riekens,
John J. Rust, Dawn L. Salyards, Deborah A. Smith, Melissa A. Smith, Brandi L. Steffes, Sandra
L. Thompson and Kimberly D. Vine.
Congratulations!
Advanced Practitioners of Nursing
The following advanced practitioners of nursing have met the Wyoming State Board of
Nursing’s requirements for prescriptive authority:
Kenneth Greer (Harker, TX), Leslie Nutting (Cheyenne), Peggy Steele (Cheyenne), and Kerry
Wylie (Jackson).
Pharmacy Alerts are not public information.
The alerts sent out by the Board office are for the purpose of aiding the staff of
pharmacies in lessening the abuse of controlled substances, aiding the pharmacist in the
apprehension of forgers, and for sending urgent information. There have been instances where
unauthorized people have read pharmacy alerts and created problems for the Board staff. Please
maintain the security of the alerts so that they are not available to the public. Our
recommendation is to keep them in a loose leaf notebook with other important pharmacy records.
This will allow you to refer back to previous alerts in case there is ever a question.
When to contact the Police Dept.
If you are in a situation where a telephoned or written prescription forgery is involved,
and you either have the perpetrator in your pharmacy or are expecting that person to come in,
contact the police to see if the person can be apprehended. In some instances, it may be difficult
to keep the forger or his accomplice in the pharmacy pending arrival of police, and you may ask
the person to come back in an hour because your are so busy. In any case, do not fill the

prescription or return the forged Rx. While the person is in your pharmacy, get their name,
address, and ask to see their driver’s license and record the number. Tell the person that this is
required to obtain any prescription. This is covered in Chapter 2, § 17, (a), of the Wyoming
Pharmacy Act Rules and Regulations. This information will be helpful for the police in their
investigation. In the case of a prescription forgery, all information can be available to the police
or sheriff’s office.
Issues and Answers-- from Inspector Mike Stadick
In response to calls to the Board office and questions asked of field investigators, we
have included below some timely issues and answers that may be helpful to practicing Wyoming
pharmacists.
Signing for receipt of Controlled Drugs
The Board has received reports from the Wyoming pharmacies of controlled substance
shortages upon opening the order. The problem becomes magnified if the pharmacist signs for
receipt of the order without first verifying that the contents match the invoice.
Please take the time to assure yourself that the box is distinctively sealed, if not, it should be
noted with the person making the delivery. Next, open box and compare contents with the
invoice. You and the driver should note any shortages on all the invoices. If the driver refuses to
note the shortage, do not take receipt of the order, unless you are prepared to complete a DEA
Form 106, “REPORT OF THEFT OR LOSS OF CONTROLLED SUBSTANCES”.
Filing of Controlled Drug Invoices
There a still a few stores who are not separating the schedule III-V invoices from the
schedule II invoices. Remember that you must have two files for controlled substances: one for
the II invoices and one for the III-V invoices.

Prescription Renewals
Q: How can I comply with a future regulation that requires the old Rx number be on the file copy
of a renewed prescription in addition to the name of the person giving the authorization for
renewal without updating my software?
A: First of all, remember that this event occurs only when (1) the current prescription has either
expired or has used all of its refills or when (2) telephone renewals are initiated by the caregiver
for an identical prescription in your file that may or may not have refills.
In the first case, you must get in touch with the practitioner for permission to renew the old Rx. It
appears that most chains have no problem providing this information on all renewed Rx’s.
However, the independents are finding this requirement to be quite challenging. This is how one
of your colleagues accomplishes the requirement with no extra effort:
1. Patient requests a refill of an expired prescription or a prescription with no refills
remaining.
2. Pharmacist reprints an Rx label that shows the last refill date.
3. Old Rx label now serves as information for “Call Doctor”
4. Once approval occurs, old label (which has the old Rx number) is affixed to the backside
of the file copy of your renewed prescription.
5. Complete renewal by writing the name the person who gave you the approval on your file
copy of the renewed prescription.
In the second case, reassign a new number to the old Rx, and simply write the old number on
the file copy. Make sure also that the name of the person authorizing the renewal appears on
the file copy too.
That’s all there is to it. If anyone has an easier way to accomplish this without special software, please
share it with the Board so we can get the word out to the field.

Medication Errors-What Can We Do About Them? I guess one would have to have spent the last

six months on another planet to not be sensitized to a heightened awareness by the media to a
serious health problem that affects all pharmacists and the patients they care for. The major
networks and even the White House have managed to seize the attention of the American public
to our Achilles heel. Sadly, as workloads increase, so will medication errors. If you were asked,
What one thing, if added to a prescription, could reduce medication errors? How would you
respond? Many would say, if the physician were to put the intent of the order in the directions, I
could have prevented several medication errors over the years. Think about the times over your
career when the nurse called in the wrong drug. Instead of amantidine 100mg daily, the nurse
read off amitriptyline 100 mg daily. Later, of course, the nurse swore she said amantidine. If the
directions would have included “to prevent flu”, the error would have been prevented. In
addition, Hey…the patient may even become more knowledgeable about his medication. Today,
even if they managed to keep the drug information pamphlet you gave them, there is a good
chance that the drug is being prescribed for an “off label” indication. How many patients do you
know take amitriptyline for its’ anti-depressant effect?
If you feel that this initiative is a good idea, the Board needs your help in crafting a letter
to the Board of Medicine that will justify our position. We need examples of medication errors
that you are aware of that could have been prevented if the intent of the order were included in
the directions. Please call (234-02940), fax (234-7226), or e-mail (wypharmbd@wercs.com)
with your example as soon as possible. Be assured that no names will be mentioned.Also by
knowing the intent of the physicians’ order, you will be able to more confidently counsel you
patient and prevent a lot of misunderstanding relative to the intended use of the patient’s
medication. By golly, there is light at the end of the tunnel!

