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Thank you for picking up this issue of California Pharmacist. As 
always, our aim is to inform, educate and motivate readers.  
We take the opportunity each quarter to let you know how 

CPhA has been working on your behalf in the previous quarter; to 
educate you with contemporary clinical content and to connect you 
with the people and faces that make up CPhA. California Pharmacist is 
a publication by, for, and about the members of CPhA and the issues 
you face. 

The Editorial Review Committee has chosen Community Ac-
quired Infectious Disease as the central clinical topic for this issue. 
You’ll read about dangerous trends in antimicrobial infections, the 
new super pathogen known as community acquired-MRSA, receive 
in-depth information and a continuing education article about 
Clostridium difficile and receive a clinical practice update on carbap-
enems. Thanks are due to Dr. Naomi Florea from Loma Linda Uni-
versity for her stewardship of these articles as our Guest Editor. She 
specializes in infectious diseases and studies the pharmacokinetics 
and pharmacodynamics of anti-infectives. Dr. Florea assembled an 
excellent team of authors including: S. Lena Kang-Birken, Pharm.D., 
FCCP from the Thomas J. Long School of Pharmacy and Health 
Sciences; Dr. Shaghaigh Heidari, a pharmacy resident at Loma Linda, 
who recently finished her Pharmacy Practice Residency with an 
emphasis in Infectious Diseases; and finally, Robert C. Owens, Jr., 
Pharm. D. and August J. Valenti M.D., from the Maine Medical Cen-
ter and the Department of Medicine at the University of Vermont, 
College of Medicine, Burlington, Vermont. We are fortunate to have 
their expertise chronicled here for your benefit. Thanks also to  
Dr. Helen Lee for her clinical update on carbapenems. It is the sec-
ond of our Clinical Practical Capsule articles and is intended to pro-
vide up-to-date clinical notes on a variety of topics and disease states 
relevant to the clinical content.

 In other sections of the journal, there is plenty to review. We 
provide an update on the Outlook Annual meeting with a pictorial 
display of awards winners, a blow-by-blow description of the entire 
meeting, and an in-depth look at the resulting policy decisions made 
by the House of Delegates. In fact, you will find a pull-out section 
of policy in the center of the magazine. Put it all together and it’s an 
event you won’t want to miss next year as we are booked for the Dis-
neyland Resort on the weekend of February 19-22. 

In our features, you will learn about dedicated members of CPhA 
who are passionate about being involved in order to affect change. 
Both Danielle Colayco and Bill Young are people to watch in the 
future; these articles tell you why. Meet also the members of the 
Alameda County Pharmacists Association, who are motivated and 
ready to act. 

Inform, educate and motivate. That’s the goal and I hope we suc-
ceed with each and every one of you.

Enjoy the read,

from the editor
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Events designed 
specifically 
for CPhA 
Members
Mark your calendars 
for these “can’t miss” 
events

for Leaders in the Profession 
(by invitation only)
Synergy 2008
November 15-16, 2008
Sacramento, CA

for ALL Pharmacy Professionals
Outlook 2009
February 19-22, 2009
Disneyland Resort
Anaheim, CA

for Legislative Action
California Pharmacists 
Association Legislative Day
April 2, 2009
Sacramento Convention Center
Sacramento, CA

For more information, or to register  
for any of the events listed above, 
call CPhA at 1-800-444-3851. 
Online registration will be available 
closer to each event.

SAVE THE DATE!

for senior Care Pharmacists, 
Nurses and Technicians
Long Term Care Weekend
September 27-28, 2008
Courtyard Marriott Pasadena
Pasadena, CA

for Managed Care Pharmacists
AMC Education Day
September 27, 2008
Courtyard Marriott Pasadena
Pasadena, CA
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From the CEO

CPhA’s Outlook Conference this year 
was one of our best ever and it was 
clear that attendees came ready to  

get involved, network and take action.  
With so many issues on pharmacy’s horizon, 
this was particularly outstanding. Today 
pharmacy is faced with everything from 
legislative and health plan challenges to ad-
equate reimbursement to challenges related 
to scope of practice. It remains the case that 
pharmacists are unique and critical members 
of the healthcare team in regards to the 
complexity and variety of medications used 
by patients. It is clear that a unified voice 
is beginning to be heard more and more 
loudly regarding these issues. The most ef-
fective efforts are always those that start 
at the grassroots level and the community 
acquired action that we saw taking shape at 
Outlook was an indication of just how far 
we have come. 

It is CRITICAL that you share your  
enthusiasm and commitments with your  
colleagues and decision makers at every  
level. It is time for us to take advantage of 
the opportunities before us and secure a 
lasting place for pharmacy in the provision  
of healthcare. 

From the President 
Your 2008 House of  
Delegates at Work

Editor’s Note: Please refer to the Policy Pull-
Out section in the center of this magazine for a com-
plete 2008 House of Delegates Report.

The CPhA House of Delegates had  
a very productive and thought-provok-
ing session at Outlook with record  

attendance at the Policy Committee Hear-
ings. It was very stimulating. The House  
of Delegates reaffirmed CPhA’s position 

that not only is the provision of a drug ben-
efit needed in all health plans, but so is the 
provision of compensation for pharmacist’s 
services, if we are to make a significant im-
pact on health care delivery. Patient consulta-
tion individualized compounding, drug regi-
men review, medication therapy management, 
drug reconciliation and the advice on behind-
the-counter drugs are needed by all patients 
in California. A model pharmacy benefit is a 
likely outcome of the HOD’s efforts.

While the candidates for licensure in Cali-
fornia now take the NAPLEX examination 
and a California specific law exam as the en-
try point to practice, the profession will need 
to address the issues of the content of experi-
ential education for student-pharmacists. The 
newly formed CPhA Academy of Pharmacy 
Educators, chaired by Dr. Sam Shimamura of 
Western University, will provide a forum for 
Faculty and Preceptors to dialogue on how 
best to educate our student-pharmacists in 
our practice settings. Included in this move-
ment is the promotion of Residencies in Cali-
fornia and the HOD reaffirmed its support 
for continued residency growth.

Several topics on expanded scope of 
practice were considered by the HOD.  Two 
emerging roles for pharmacists that will be 
pursued this year are immunization clinics 
in pharmacies and the provision of direct 
patient care by pharmacists. Specifically, we 
need a State-wide protocol for immuniza-
tions adopted by the Board of Pharmacy for 
all pharmacists. Likewise, we need legislation 
to allow pharmacists to provide and bill for 
direct patient care. 

As framed by the Health Care Reform 
Debate of 2008, there are two primary health 
care delivery and financing mechanisms  
at play: 

1. a privatization of the healthcare sys-
tem where health care participation would 
be mandated and the insurance companies 
would collect the premiums or 

2. a single payer concept where the  
government would collect the premiums  
and pay insurance companies to be the  
intermediaries. 

Regardless of the mechanism, the HOD 
supported the Policy Committee recom-
mendations which set forth the conditions 
by which CPhA would support health care 
legislation. Pharmacy needs a basic pharmacy 
benefit which would include the following:

•  Health care coverage for all
•  Provision for additional coverage beyond 

the basic plan
•  Freedom to choose healthcare providers
•  An independent review board for  

healthcare coverage which includes 
pharmacists

•  A mechanism for continuous quality 
improvement

•  A balanced billing provision
•  Provisions to address fraud in a timely 

and appropriate manner
•  A reimbursement provision which pro-

vides for drug product cost and pharma-
cist services

•  A uniform system for obtaining prior 
authorization and for billing of services

The adoption by the House of Delegates 
will allow CPhA to better make its position 
known when it comes to providing medica-
tion AND pharmacist services to support 
appropriate medication usage.

From my perspective, the Community-
acquired Action taken by the CPhA House 
of Delegates was forward-thinking and will 
have a impact on how pharmacy deals with 
Health care Reform and the role of the phar-
macist. I commend their actions. 

Ceo & preSident

At the Helm
Community Acquired Action

Lynn Rolston, Chief Executive Officer and Paul Lofholm, 2008 President
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Coming Together,  
Making a Difference!

Outlook attendees journey to the 
Annual meeting for one of three 
reasons. The need for CE, the abil-

ity to engage in the policy making process 
and for the social benefits that come from 
spending time with colleagues. There’s 
something for everyone here and the 
rewards are rich in many ways. Equally 
important is the desire to make a difference 
in the profession, for which Outlook is a 
prime opportunity.

With so much on the line legislatively 
for the profession of pharmacy and also the 
expanding scope of practice opportunities 
being developed, Sacramento turned out 
to be the perfect location.  The attendance 
numbers for the show proved to be every 
bit as successful as last year and the posi-
tive feedback from sponsors and exhibitors 
was good as well. 

 The meeting began on Thursday with 
CE, the patient counseling competition 
and the House of Delegates opening ses-
sion, which included the Presidential ad-
dress by the 2008 CPhA President, Paul 
Lofholm.  Following the House of Dele-
gates, two very fun social events took place 
including the McKesson sponsored Presi-
dent’s Reception, which featured the band 
Mumbo Gumbo, and the sold-out Hygeia 
Bowl-A-thon!  Everybody had a great time 
at these events.

Another important aspect of Outlook 
is the Exhibit Hall. Following the Friday 
morning general session in which awards 
were presented and Michael Cohen spoke 
about medication errors, we all marched 
over in unison to the exhibit hall at the 
Sacramento Convention Center- led by 
Uncle Sam and an Arnold Schwarzenegger 
look-alike. It was quite festive. The exhibits 
this year were outstanding and it was great 
to see our members spending time with 

functions including the CPhA Silent Auc-
tion & Wine Tasting to support the Don 
& June Salvatori Pharmacy Museum and 
CAPSLEAD (California Pharmacy Student 
Leadership), the APO Dinner and Legisla-
tive Forum, and the Rite Aid Young Profes-
sionals Night. 

On Saturday, many students and alumni 
of UOP, USC, UCSF, WesternU, Touro, and 
Idaho State started their day with the alumni 
breakfasts. This has been a popular event 
each year and the turnout was terrific. 

The remainder of the day on Saturday 
was filled with important CE and caucus 

each and every one of them. Many members 
even received a one-hour CE unit for visit-
ing with those vendors who signed up to 
give a CE talk. 

The afternoon kicked off the reference 
committee sessions in which policies were 
debated and discussed. Many important 
perspectives were brought to the floor along 
with some innovative new business ideas.  
The Executive Policy Committees met after-
wards to draft the final policy presentations 
for the closing session of the House of Del-
egates and to set the stage for the final vote 
on this year’s policies. 

Friday evening played host to a variety of 
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Continued on page 10

Top, left to right: Dennis Witherwax, IR Patel, 
Jerry Shapiro, Michael Negrete and  Walter 
Cathey  show off their Bowl-a-Thon trophies. 
Below: An Arnold look-alike, and “Uncle Sam” 
escort attendees to the Exhibit Hall; Bill Altmiller 
and Ron Keil - ready to serve guests at the Silent 
Auction  and Wine Tasting fundraiser.



 
2008 CPhA Awards

At Outlook 2008, several pharmacists were honored for their contributions to the profession. 
This year’s group of honorees epitomizes the best pharmacists have to offer as valued mem-
bers of the health care team. Thanks to Mike Pavlovich and the rest of the Awards Committee 

for their fine work in selecting the winners.
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Top left: Mel Baron delivers his acceptance speech. First row, left to right: Paul Lofholm presents the Bowl of Hygeia award to Jeff Shinoda; #1 Club winners: 
Chris Woo, Jody Stewart, Kenny Scott, Bill Young, with Jeff Goad. Second row, left to right: Mel Baron accepts the Pharmacist of the Year award from Paul 
Lofholm; Danielle Colayco receives the Pharmacy Student of the Year award with Mike Pavlovich; Ryan Gates receives the Distinguished New Practitioner 
award; Local Presidents accept the Chapter of Excellence Awards including; (left to right): Karen Muir - San Mateo, Veronica Bandy - San Joaquin, Pam  
Broder - San Diego, Alice Hwe - Alameda. Bottom row, left to right:  Dana Nelson presents the Compounding Pharmacist of the Year award to Steven C.  
Feldman, whose family was present to accept for him; Debbie Fernandez delivers her acceptance speech for Technician of the Year; Lifetime Achievement 
awardees include: Jack Lowe, Bill Altmiller and Mel Baron.
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This prestigious award is designed to recognize pharmacists who have been an inspiration to the practice 
of pharmacy in California as exemplified by a long and distinguished history of service, achievement  
in several arenas, strength of character, innovation, trend setting and altruism. This year’s recipients  

include: Sylester Flowers, Glenn Yokoyama, and Peter Kellison (the only non-pharmacist in the group).

This year’s PFC award recipients work 
tirelessly work tirelessly to ensure 
patient access to safe and effective 

medication therapies. In addition, a special 
tribute award was given to the daughters 
of June Salvatori, who recently passed 
away. The Museum has since been re-
named the Don and June Salvatori Phar-
macy Museum. Finally, PFC recognizes 
the stellar efforts of student pharmacists.

2008 California Pharmacy Hall of Fame Awards
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2008 Pharmacy Foundation Awards

Top right: The daughters of June Salvatori, Cindy Salvatori and Heather Tompkins, accept her special tribute award; Hall of Fame recipients include (left to 
right: Glenn Yokoyama, Sylester Flowers and Peter Kellison.

Top row, left to right: Julie Chen, winner of the Patient Counseling Competition with Mike Negrete; RCJ Scholarship winners include: Vi Le- WesternU, Ellena 
Mar- Touro University and Lina Meng- UCSD. Bottom row, left to right: Sylester Flowers receives the Michelotti Public Health Prize from Bob Gibson; John 
Gallapaga presents the Jane Boggess Advancement of Pharmacy Practice Award to Maxine Fischer with AARP. 

oUtlooK 2008



sessions, the CPh-PAC annual me eting, an-
other great showing in the exhibit hall and 
the eagerly anticipated Schools of Pharmacy 
Quiz Bowl. This year, Touro University 
came out on top and the follow-up com-
ments from their CPhA-Board of Trustee 
ASP Representative, Anderson Tan, couldn’t 
be more enthusiastic. 

“On behalf of all the members of the 
Touro chapter of CPhA, I would like to 
express my gratitude for nurturing, recog-
nizing, and inspiring our student delegation.  
Due to your efforts, I believe that CPhA’s 
role in our profession has never been more 
clear, and our chapter has never been stron-
ger or more involved.  This year, we have 
had continued growth in membership, and 
our showing at Outlook 2008 has been the 
largest of any professional meeting to date.   
I hope that you would continue to visit our 
chapter again in the future.”

Congratulations to all the students and 
staff at Touro for winning the coveted Quiz 
Bowl trophy and thank you to Cardinal 
Health for sponsoring the event once again 

and wonderful costumes. Thanks to Mike 
Miller, Mike Quick and Marie McNutt for 
hosting this capstone social event again this 
year. Everyone had a very good time.

The final day of Outlook 2008 began 
with the William R. Bacon Memorial Break-
fast followed by CE sessions and the closing 
session of the House of Delegates. If you 
missed out on this important policy making 
opportunity, don’t worry, we’ve included 
a policy pullout section in this issue of the 
journal so that you can have a copy of the 
final voting results. Thank you to all of the 
CPhA House of Delegates members who 
invested their time into this very important 
business of the Association.  

Thank you also to everyone who attend-
ed, to our sponsors and to our exhibitors 
for helping to make this year’s Outlook such 
an outstanding event. For a photo recap of 
events, download the PDF slideshow from 
the CPhA website and enjoy! We look for-
ward to seeing everyone for Outlook 2009 
next year at the Disneyland Resort in Ana-
heim, February 19-22. 

this year. A highlight of the evening’s activi-
ties was the CVS/Caremark Student Pharma-
cist Reception and the first-ever, Pharmacy 
Foundation Film Festival, held at the IMAX 
Theatre nearby. The winning film clip came 
from Bonnie Hui at USC and focused on 
the importance of patients knowing more 
about their medications by reading labels and 
consulting with their pharmacist. Congratu-
lations Bonnie!  The big event of Saturday 
night is always the AmerisourceBergen party, 
which this year was themed around the 1930’s 
in Chicago. It was a very fun event, com-
plete with gaming tables, karaoke, dancing 
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Coming Together, Making a Difference! (cont.)

Jerry Mazzucca takes his turn spinning the prize 
wheel in the CPhA booth.

oUtlooK 2008



In the 2007 Annual Report, I wrote about the direction CPhA is heading with our new 
database, website and communication capabilities. Well, I wanted to update you on the 
progress to-date. A new website design has been submitted to our implementation team 

which is the first step in transitioning over to the new database. Our implementation team is 
also working on all the customization items that CPhA needs in order to track our member-
ship efficiently. I personally, cannot wait until the transition is completed, but for now, we are 
one step closer.

I also wrote about the importance of making the commitment to your profession by being 
a member in CPhA. I commend each and every one of you who have renewed your mem-
bership through 2008! With all the challenges facing pharmacy, the number of members 
in CPhA really matters. Therefore, I would like to challenge each of you to recruit just one 
member in the next three months. When that happens, we will double our membership. 
Imagine the impact we could make! It would really show all those who need to see it - phar-
macists and their patients across the State - that we are uniting to protect their profession. 

Each and every one of you can make a difference in your profession! 

CPhA #1 Club
CPhA acknowledges the following 

members for their outstanding recruitment 
efforts in 2007:  Kenny Scott, Jody Stewart, 
Bill Young and Chris Woo.

CPhA fellows
CPhA recognizes the following individu-

als who have earned the prestigious designa-
tion of CPhA Fellow by achieving a balance 
of successful leadership and respon-sibilities 
within their profession as well as within  
their community:

• Deepak Anand
• Melvin Baron
• Veronica Bandy 
• Robert Allen Brown
• Colleen Carter
• Jack Chen
• James Chin
• Shirley Fender
• Jeff Goad
• Kathleen Johnson
• Adam Kaye
• Roger Klotz
• Jose Marco
• Leo McStroul
• Robert Nickell
• Helen Park
• Shruty Parti
• Poonam Patel
• Mark Reynolds
• Jody Stewart
• Harold Washington 
• Chris Woo

CPhA # 1 Club Criteria
Members who recruit 10 or more new 

Pharmacist Members in the calendar year 
( January 1 through December 31) will be 
honored during the CPhA Awards Presenta-
tion at Outlook 2009.

Recruitment Credit
The recruiter of each new Pharmacist 

Member will receive a $50 credit to be used 
towards the recruiter’s dues or Outlook reg-
istration.

Corporate Members
Abbott Laboratories
AmerisourceBergen
AstraZeneca
Johnson & Johnson
Fireman’s Fund
Marsh Affinity Group Services, Inc.
McKesson
 Orange Pharmacy Equitable Network 
(O.P.E.N.)
Pacific Pharmacy Computers, Inc.
Ralphs
Staffing Solutions
United Pharmacists Network, Inc.
Valley Wholesale Drug. Co.

memBerShip neWS

Making a Difference,  
One Member at a Time
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New Members
CPhA welcomes those new members  

who joined CPhA from January 1, 2008 
– March 31, 2008

•  Raymond Arviso, Coalinga, CA
•  Emilio Bethencourt, El Dorado Hills, CA
•  Michael Blanchard, Oakland, CA
•  Andrea Bremer, Las Vegas, NV
•  Britni Carver, Redwood City, CA
•  Thi Dang, Harbor City, CA
•  John Emami, San Francisco, CA
•  Jeff Herr, Elk Grove, CA
•  Joseph Homler, Los Angeles, CA
•  Billy Hughes, Loma Linda, CA
•  Alex Ibaraki, City of Industry, CA
•  Andrew Jones, Anaheim, CA
•  Zaven Krkasharian, Glendale, CA
•  Tim Laxen, Hayward, CA
•  Charles Le Bon, San Juan Capistrano, CA
•  Roxanna Loya, City of Industry, CA
•  John Michniewicz, Long Beach, CA
•  Michele Ng, Union City, CA
•  Linda Nguyen, San Jose, CA
•  Amy Nguyen, Los Angeles, CA
•  Ketan Patel, Hemet, CA
•  Yi-Chih Peng, San Francisco, CA
•  Lynette Rey, Davis, CA
•  Satinder Sandhu, Sacramento, CA
•  Bruce Semingson, Phoenix, AZ
•  Rozita Shemtoub, Los Angeles, CA
•  Gaylan Shepherd, Lucerne, CA
•  Reid Shibata, Pomona, CA
•  Chi Vi Tran, Woodland Hills, CA
•  Corey Whitney, Newport Beach, CA

By Theresa Andrews



       
 

Marsh Representatives
Thanks to our partners at Marsh for 

their continued support.
Roy Lyons
Sam Baxter
Kimberly Brame
Liz Fogle
George King
Roger Viernes  
 
 

CPhA Insurance Committee
Gary Thomas, Chair
Frank Cable
Robert Duey
Kathy Hillblom
Rich Kane
Ken Ross
Wayne Woods

California Pharmacists Association 

New benefit-Mercer Select 
HRKnowHow!

Pharmacists who purchase their group 
health insurance through Marsh,  
CPhA’s sponsored insurance pro-

gram broker and administrator, are eligible 
to receive a new benefit: Mercer Select 
HRKnowHow. Developed by Mercer, a 
sister company of Marsh that is a leader in 
human resource consulting, outsourcing and 
investments, Mercer Select HRKnowHow 
is a tool that helps provide employers with 
important human resources information.  

You can now access important informa-
tion about medical and other group benefits 
plans in one location. Mercer Select HRKno-
wHow provides the following information:

•  Mercer Alerts, Updates and Perspec-
tives which provide timely news and 
analysis of important benefit issues 

•  Access to the Compliance Link tool 
to assist with topics such as Cafeteria 
Plans, COBRA, Domestic Partnership, 
ERISA, FMLA and HIPAA

•  Notices and Forms Connection for 
the above topics to help you satisfy 
employer compliance requirements and 
provide your employees with the cor-
rect forms

•  Weekly highlights of major judicial, 
regulatory and legislative developments 
affecting retirement, health, compensa-
tion and employment issues

•  California specific news and analysis 
to keep you abreast of state compliance 
issues

•  Daily articles and news from leading 
newspapers and trade publications

To be eligible to receive this new benefit 
you must be a member who purchases group 
medical insurance for two or more pharma-
cists and employees through Marsh. This 
service is available at no charge through 
CPhA.  

Please contact a Marsh. Client Service 
Representative at 888-926-CPhA for further 

programs for your family and your employ-
ees. Choose among High Deductible Health 
Plans for Health Savings Accounts, plus indi-
vidual and small group PPO and HMO plans.

Term Life You and your spouse may ap-
ply for up to $500,000 of benefits at competi-
tive group premiums.

Long Term Care Up to $10,000 per 
month in benefits are available. No prior 
hospitalization or home confinement re-
quired. The plan covers losses resulting from 
Parkinson’s disease, senile dementia and Al-
zheimer’s disease. Members, spouses, parents 
(in-law) and grandparents (in-law) are eligible 
to apply.

Long Term Disability Long term dis-
ability coverage helps protect your income in 
the event you become totally disabled. The 
plan includes a choice of short or long term 
benefit periods as well as a choice of elimina-
tion periods. Optional benefits include a Cost 
of Living Adjustment and more!

Catastrophe Major Medical This 
high deductible program provides a supple-
ment to your basic medical coverage, espe-
cially if you’re insured through an HMO.

Auto & Homeowners Program 
The Group Savings Plus Program pro-

vides special discounts on automobile and 
homeowners premiums for members. There 
is an additional discount if both policies are 
purchased through Liberty Mutual. Non-
members may also apply, but they will not be 
eligible for the discounts.

And more... Group Universal Life  
and Accidental Death & Dismemberment  
is also available.

Call a Client Service Representative at 
(888) 926-CPhA for more information on 
the California Pharmacists Association spon-
sored plans. Or, visit our website at www.
MarshAffinity.com or e-mail us at CPhA.
Insurance@marsh.com.  

details or for assistance with your group health 
insurance needs.

Other Benefits Available from Marsh include:
Workers’ Compensation Workers’ 

Compensation insurance is required by law 
and covers your employees in the event of a 
job-related injury. Coverage is standardized 
by state law and includes hospital and medi-
cal expenses, work-related disability income 
and a death benefit. Features include a merit 
rating discount, iCustomer Portal, premium 
discount, dividend potential and more.

Business Owners Package Provides 
important protection needed by all pharmacy 
owners — Professional Liability, Property, 
General Liability, Umbrella and Business Auto.

Professional Liability Every pharma-
cist should have his or her own professional 
liability policy even if your employer provides 
work-related coverage.

Medical You have a choice of health care 
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Control and Prevention study found 
that 6% of CA-MRSA was invasive.4 
In another study, 9% of children hos-
pitalized in 2003 for CA-MRSA had 
invasive disease.5 Strategies to prevent 
sporadic CA-MRSA infections have 
not been clearly defined. Handwash-
ing, not sharing personal items, and 
keeping wounds clean, dry, and cov-
ered should be practiced to control 
outbreaks. 

The first descriptions of Clostridium 
difficile in humans ranged from diar-
rhea to toxic megacolon in the 1970s.6 
C. difficile is also the most common 
cause of antibiotic-associated diar-
rhea, accounting for 15-25% of cases.7 
Recently, there have been increases in 
the incidence as well as the severity of 
C. difficile-associated disease (CDAD). 
A US hospital discharge data reported 
doubling of national rates from 2000 
through 2003.8 While the increase  
was most noticeable in patients  
aged >64 years with co-morbidities,  
it has been reported in those indi-

viduals at low risk, including peripartum 
women and healthy persons living in the 
community.9 This increase may be due to 
the emergence of a hypervirulent strain 
of C. difficile that produces increased levels 
of toxins A and B, as well as additional 
toxin.10,11 The changing epidemiology 
of CDAD is further complicated by the 
limitations in diagnostic testing and treat-
ment. Over the years, oral metronidazole 
became the drug of choice for initial 
CDAD therapy, reserving oral vancomycin 
for those patients with the most severe 
forms of disease.12 However, failure rates 
for metronidazole as initial therapy have 
been reported between 16%-38% recently 
in comparison to the failure rates of ap-
proximately 7% in the 1990s.13,14 While 
there is a small group of agents developed, 
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pathogen and it accounts for more than 10% 
of bacteremia in hospitals.2 However, in the 
recent years MRSA in otherwise healthy in-
dividuals in the community has become in-
creasingly common and has gained a lot  
of attention in the mainstream media. Com-
munity-associated MRSA (CA-MRSA)  
has been primarily reported in young, healthy 
individuals with no recent healthcare expo-
sure. Fortunately, these strains have generally 
been susceptible to non-¼-lactam antibiotics 
such as doxycycline and trimethoprim/sul-
famethoxazole. However, most have genes for 
the Panton Valentine leukocidin and other en-
terotoxins rendering these strains more viru-
lent. While most CA-MRSA infections have 
been associated with skin or soft-tissues in-
fections, CA-MRSA strains are able to cause 
invasive diseases.3 The Centers for Disease 

In 1969, the former U.S. Surgeon 
General William H. Stewart stated 
“the time has come to close the 

book on infectious diseases.” However, 
the relentlessly developing and ever-so 
evolving antimicrobial resistance con-
tinues to pose a threat to public health-
care despite the vast number of antibi-
otics that have become available during 
the past 25 years. During the past 30 
years, almost every major bacterial 
pathogen, found in both hospital and 
community settings has acquired clini-
cally important resistance to the avail-
able antimicrobials. Two exceptions 
are group A ß–hemolytic streptococci 
and Treponema palladium. Fortunately, 
the clinicians can still rely on penicillin 
for treating those patients infected by 
these two organisms. 

The economic impact of antimi-
crobial therapy due to the use of more 
powerful agents has escalated. In 1995, 
the cost was estimated to be $4 bil-
lion. The cost for treating infections 
caused by resistant bacteria is higher 
than for treating infections caused by sensi-
tive bacteria. In addition to the excess cost, 
resistance to antimicrobials has important 
consequences clinically, most notably higher 
morbidity and mortality.1 Increased mortality 
was reported among patients with bacteremia 
due to vancomycin resistant enterococci in 
comparison to those patients with vancomy-
cin-susceptible enterococci bacteremia, 62% 
versus 9%, respectively. In addition to having 
statistical significance, this study was note-
worthy because patients in the two groups 
were matched by a severity-of-illness score. 

In this paper, three problematic patho-
gens in the community, methicillin-resistant 
Staphylococcus aureus, Clostridium difficile and 
Streptococcus pneumoniae are described. 

Methicillin-resistant Staphylococcus au-
reus (MRSA) is a well-recognized hospital 
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Methicillin-resistant 
Staphylococcus au-
reus (MRSA) has 

historically been a patho-
gen acquired in healthcare 
settings and thus referred 
to as hospital-acquired 
MRSA. Hospital-acquired 
MRSA has been the basis 
of a wide array of nosoco-
mial infections.1, 2 Among 
such infections includes 
pneumonia, blood stream 
infections, and surgical 
site infections.2,3 The past 
two decades has seen an 
escalating percentage of 
hospital-acquired MRSA 
in the United States.1 The 
percentage of hospital-
acquired MRSA increased 
from less than 5% in the 
late 1970’s to 50% in the late 1990’s.1 A re-
cent report from the National Nosocomial 
Infections Surveillance (NNIS) demon-
strates a continuing increase in MRSA; with 
rates escalating to more than 55%.2 Thus 
hospital-acquired MRSA has traditionally 
been and still is a growing problem among 
our hospitals. However, recently there are 
growing reports of a new crisis in the com-
munity, referred to as community-acquired 
or community-associated MRSA.1, 4 ,5,6,7

The first community-acquired MRSA 
case was reported in 1980 and was linked 
to a patient with prior history of hospital-
ization.8 The predisposing risk factors for 
MRSA infection in this patient included  
recent hospitalization or exposure to a 
healthcare setting, invasive or surgical 
procedures, long term antimicrobial expo-
sure, intravenous drug use, and residence 
in a long-term-care facility.5,8 However, in 

catheters or percutaneous 
medical devices.14 

MRSA infections 
acquired in the commu-
nity contain numerous 
variations from MRSA 
acquired in the hospital.
(Table 1) Among such 
variations includes, the 
possession of the Staphy-
lococcal chromosome 
cassette mec (SCCmec) 
type IV resistant allele. 
In addition, CA-MRSA 
isolates, frequently 
contain the Panton-
Valentine Leukocidin 
(PVL) virulence fac-
tor which consists of a 
cytotoxin that mediates 
tissue necrosis. Con-
versely hospital-acquired 

MRSA isolates commonly contain the SC-
Cmec type I through III resistant alleles and 
rarely posses the PVL gene.18,19,20,21 Finally, 
CA-MRSA isolates predominantly cause 
skin and soft-tissue infections with isolates 
susceptible to antimicrobials traditionally 
resistant to hospital-acquired MRSA.5-7,1 

1,12,15,17, 20,22, 23 ,24,25 

Since the discovery of this diverse 
pathogen the Centers for Disease Control 
and Prevention have described numerous 
case reports of CA-MRSA skin and soft tis-
sue infections.9-14 A three-year surveillance 
conducted by Kaplan et al7 demonstrated 
that CA-MRSA increased by more than 
two fold over the length of three years and 
was predominately causing skin and soft-
tissue infections. Currently CA-MRSA is an 
escalating problem among our communi-
ties and as such has led us into a new era 
of resistance within the community.5,6,7,9-17 

the late 1990’s an escalating number of case 
reports and clinical studies established that 
community-acquired MRSA infections (CA-
MRSA) were appearing in otherwise healthy 
patients without such risk factors.5,6,9-17 These 
findings led to further investigation and dis-
covery of a diverse pathogen referred to as 
community-acquired MRSA. 

The Centers for Disease Control (CDC) 
defines MRSA as community acquired  
(CA-MRSA) when the patient with MRSA 
meets the following criteria: diagnosis of 
MRSA was made in the outpatient setting 
or by a culture positive for MRSA within 
48 hours after admission to the hospital; the 
patient has no past medical history of MRSA 
infection or colonization; the patient has no 
medical history in the past year of hospitaliza-
tion, admission to a nursing home, skilled 
nursing facility, or hospice, dialysis, or sur-
gery; the patient has no permanent indwelling 
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Therefore, management strategies must be 
optimized in order to minimize the escalat-
ing resistance of this super pathogen.

Population at Risk 
Historically predisposing risk factors 

of MRSA infections have been linked to 
recent hospitalization or exposure to a 
healthcare setting, invasive or surgical pro-
cedures, long term antimicrobial exposure, 
intravenous drug use, and residence in a 
long-term-care facility.5 However patients 
with community-acquired MRSA infec-
tions commonly lack the predisposing 
risk factors described above. 5,6,9-17 Thus 
risk factors pertaining to CA-MRSA are 
perhaps different than hospital acquired 
MRSA and exploring such risk factors are 
crucial for the management and prevention 
of CA-MRSA.(Table2) Currently there are 
numerous case reports and clinical studies 
evaluating the population at risk for CA-
MRSA skin and soft tissue infections.

Fridkin et al25 conducted a population-
based surveillance for CA-MRSA in  
Baltimore and Atlanta investigating risk 
factors associated with CA-MRSA. The 
results of the study demonstrated that the 
annual disease incidence was significantly 
higher in the pediatric and African-Amer-
ican population. Furthermore, 77% of pa-
tients with CA-MRSA in the study popula-
tion had skin and soft-tissue infections.  
A further study by Skiest et al.24 reported 
that patients with CA-MRSA skin and  
soft-tissue infections were more likely to 
have been incarcerated, abused alcohol,  
had a history of CA-MRSA infection, of 
the African-American race, or have a his-
tory of being homeless.

Additional clinical case reports and 
studies have demonstrated that the popula-
tions at risk for breakouts of CA-MRSA 
skin and soft-tissues infections are as  
follows: pediatric population, athletes 
participating in contact sports, military 
personnel, inmates of correctional facilities, 
homosexual men, and intravenous drug  
users. 9-15,19,22 These studies and clinical  
case reports have demonstrated the popula-
tions at risk and perhaps some predispos - 
ing risk factors for outbreaks of CA-MRSA 

skin and soft tissue infections would be  
one that targets the specific microbiologic 
pathogen. Unfortunately, identification of 
CA-MRSA isolates in clinical practice is 
extremely difficult. Most institutions do not 
have the capability to identify the differenc-
es among CA-MRSA and hospital acquired 
MRSA, as this would require specialized 
laboratory testing, such as pulse-field gel 
electrophoresis and multi-locus sequence 
typing (MLST). In addition, CA-MRSA  
patients usually present with the same types 
of skin and soft- tissue infections seen in 
methicillin susceptible Staphylococcus aureus 
patients. Among such infections includes 
abscesses, pustular lesions, impetigo, and  
cellulites.12,19,20 Furthermore, Miller and  
colleagues found that clinical and epidemio-
logical risk factors cannot reliably distin-
guish between CA-MRSA and HA-MRSA 

skin and soft tissue infections. The majority 
of CA-MRSA skin and soft-tissue infection 
outbreaks occurred in individuals living 
in crowded conditions, poor hygiene, re-
peated skin-to-skin contact, local trauma to 
the skin, or contaminated shared personal 
items.10-14 Of significance is the apparent cor-
relation between case reports, clinical stud-
ies, and reported outbreaks. There is, howev-
er, no conclusive evidence linking such risk 
factors to patients with CA-MRSA skin and 
soft infections and further studies are crucial 
to evaluate and confirm all the predisposing 
risk factors for these infections.

Antimicrobial Treatment strategies 
Commonly employed management of  

CA-MRSA includes either incision and drain-
age, antimicrobial therapy, or a combination 
of both. Optimal antimicrobial treatment for 

Table 2: Risk factors for CA-MRsA vs. Risk factors for HA-MRsA6-13,18,20,21

CA-MRSA HA-MRSA

Colonization/close contact with colonized person History of recent hospitalization (≤12months)

History of soft tissue infection Long term inpatient care

Poor hygiene Surgery

Crowded living conditions Dialysis

History of incarceration Prior Antibiotic usage

Close-contact sports Invasive devices/medical procedures

IV drug use

Children <2 years of age

Member of Native American, Alaskan Native,  
Pacific Islander populations

Prior/frequent antibiotic usage

Shaving of body hair

Table 1:  CA-MRsA vs. HA-MRsA5-7,11,12,15,17-25

CA-MRSA HA-MRSA

Usually causes skin and soft tissue infections Usually causes respiratory and urinary  
tract infections

No history of contact with healthcare system History of contact with healthcare system

SCCmec type IV, PVL gene SCCmec types I, II, III

Susceptible to more antibiotics Susceptible to very few antibiotics

Younger population Older population
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infections.26 As such treatment approaches 
for skin and soft tissue infections, particu-
larly in communities with more than 10-15% 
prevalence for CA-MRSA, are done empiri-
cally for CA-MRSA with subsequent cultures 
and susceptibility testing.27 

This practice is particularly 
important, as Ruhe et al. de-
termined that lack of active 
antibiotic therapy administered 
within 48 hours was indepen-
dently associated with treat-
ment failure.28

Historically skin and soft-
tissue infections acquired in 
the community were primarily 
associated with methicillin-
susceptible Staphylococcus aureus 
(MSSA) and as such were 
successfully treated with the 
beta-lactam or macrolide class 
of antimicrobials. The mecha-
nism of resistance for the 
Beta-lactams consists of alterna-
tions in the penicillin binding proteins via 
the mecA genes (within the SCCmec) which 
encodes for decreased affinity to penicillin 
binding proteins. This mode of resistance 
confers the clinical resistance of MRSA iso-
lates to all beta-lactam antimicrobials. Even 
CA-MRSA isolates that demonstrate a better 
susceptibility profile confer 100% resistance 
to all beta-lactams. 29,30 

Furthermore, the macrolide (erythromy-
cin, clarithromycin, azithromycin) and fluo-
roquinolone (ciprofloxacin, levofloxacin, and 
moxifloxacin) class of antimicrobials display 
an unfavorable susceptibility profile to CA-
MRSA isolates.6,7,17,19,21,28-34 When macrolide 
resistance is present it is conferred via the 
ermB gene which encodes for methylation 
of domain V on the 23S rRNA subunit. 
Additionally, the fluoroquinolone’s display 
their mode of resistance via alterations in 
the target binding sites of topoisomerase IV 
and DNA gyrase. As such a utilization of 
the macrolides or fluoroquinolones in CA-
MRSA isolates is strongly discouraged. 

In the past, treatment strategies for hospi-
tal-acquired MRSA have been limited to less 
than a hand full of intravenous antimicrobi-
als such as vancomycin, linezolid, quinupris-

CA-MSRA isolates is Trimethoprim-sul-
famethoxazole (TMP-SMX). Trimethoprim-
sulfamethoxazole is an antimicrobial within 
the sulfonamide class which exhibits its 
antimicrobial mechanism of action by block-

ing two consecutive pathways 
in the biosynthesis of bacte-
rial nucleic acids and proteins 
which are necessary for bacte-
rial reproduction.38 A new class 
of antimicrobials indicated for 
the use of MRSA associated 
skin and soft-tissue infections 
are called oxazolidinones. 
The oxazolidinones class of 
antimicrobials consists of only 
one drug, known as linezolid 
(Zyvox). Linezolid exhibits 
its Staphylococcus bacteriostatic 
mechanism of action by bind-
ing to the 23S rRNA of the 
50 S subunit and preventing 
the formation of the initiation 
complex which is essential for 

bacterial protein synthesis. 39

With the exception of linezolid, the above 
antimicrobials are not FDA approved for 
skin and soft-tissue infections due to Meth-
icillin-Resistant Staphylococcus aureus isolates. 
Furthermore, hospital acquired MRSA iso-
lates have traditionally been resistant to the 
aforementioned antimicrobials. However, due 
to the enhanced susceptibility profile of CA-
MRSA, these antimicrobials are frequently, 
but not always, susceptible and as such may 
be successfully utilized for the treatment of 
skin and soft-tissue infections associated with 
CA-MRSA. 5,6,15,17,20, 40

Clindamycin
Clindamycin is indicated for skin and  

soft tissue infections associated with methi-
cillin susceptible Staphylococcus aureus isolates. 
However due to the improved susceptibility 
profile of CA-MRSA isolates, clindamycin 
remains susceptible to even methicillin resis-
tant Staphylococcus aureus isolates acquired in 
the community. Clindamycin exerts its bac-
teriostatic mechanism of action by binding 
to the 50S rRNA subunit and subsequently 
disrupting bacterial protein synthesis.36 Clin-
damycin is available in oral and intravenous 

tin/dalfopristin, and daptomycin. Community 
acquired MRSA isolates, however, remain 
susceptible to numerous oral antimicrobials. 
5,7,19,20 Furthermore, since the vast majority of 
CA-MRSA infections are of the skin and soft 

tissue, these infections are commonly treated 
with oral antimicrobials in the outpatient set-
ting and as such, these treatment options need 
to be discussed. Among these treatment op-
tions are clindamycin, tetracycline, trimethop-
rim/sulfamethoxazole, and linezolid.

A recent study conducted by Moran and 
colleagues of CA-MRSA infections among 
patients in the Emergency Department found 
that the following percentage of CA-MRSA 
isolates could be treated with the antibiotics 
listed: 100% TMP/SMX; 100% Rifampin; 
95% Clindamycin; and 92% Tetracycline.35 
It must be noted, however, that Rifampin is 
never to be used alone due to the rapid onset 
of resistance.

Clindamycin displays its bacteriostatic 
mechanism of action by binding to the 50S 
rRNA subunit and subsequently disrupting 
bacterial protein synthesis.36 The tetracycline 
class of antimicrobials has also been utilized 
for the treatment of CA-MRSA. This class 
of antimicrobials displays their bacteriostatic 
mechanism of action by binding to the 30S 
bacterial ribosomal RNA (rRNA) subunit, 
which in turn disrupts bacterial protein 
synthesis.37 A further class of antimicrobial 
which displays excellent susceptibility for 

A New Super Pathogen (cont.)
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formulations and has excellent bioavailabil-
ity after oral administration.36 In addition, 
Clindamycin is extensively distributed in 
body fluids and tissue, including the bone. 
Clindamycin is also an antimicrobial option 
in the pediatric population.36 

Several clinical studies have demonstrated 
excellent clindamycin susceptibility to CA-
MRSA isolates in both pediatric and adult 
population. 7,19,30,31,40,41,42 A fifteen-year study 
investigating the changing epidemiology of 
MRSA established that 80.6% of CA-MRSA 
isolates are susceptible to clindamycin.34 
However, caution must be exercised when 
MRSA isolates are susceptible to clindamycin 
and resistant to erythromycin. When eryth-
romycin resistance is present it is conferred 
via target binding site alterations by the ermB 
gene which encodes for the methylation of 
domain V on the 23S rRNA. This mecha-
nism of resistance confers cross resistance 
to lincosamides (clindamycin) and strepto-
gramins (MLSB). As such before the utiliza-
tion of clindamycin therapy in erythromycin 
resistant and clindamycin susceptible CA-
MRSA isolates, a disk-diffusion induction 
test (D-test) must be performed to identify 
inducible cross resistance. A study investigat-
ing the prevalence of inducible clindamycin 
resistance among CA-MRSA isolates demon-
strated that 41% of CA-MRSA isolates dis-
play a positive D-test confirming resistance.43

A recent study conducted by Stevens and 
colleagues found that protein synthesis in-
hibitors, such as clindamycin and linezolid, 
markedly suppressed translation of toxin 
genes such as Panton-Valentine leukocidin, 
alpha-hemolysin, and toxic shock syndrome 
toxin 1 in MRSA and MSSA isolates. Fur-
thermore, beta-lactam antimicrobials were 
found to increase toxin production. As such, 
clindamycin and linezolid were deemed to be 
of particular use in the treatment of serious 
infections caused by toxin-producing gram-
positive pathogens.44

While clindamycin is a valuable option for 
the treatment of CA-MRSA associated skin 
and soft-tissue infections, it also possesses 
several disadvantages. Of clinical significance 
is the FDA warning of severe potentially fatal 
Clostridium difficile pseudomembranous colitis 
associated with clindamycin.36 Furthermore 

tetracyclines. The tetracycline class of anti-
microbials consists of three agents: tetracy-
cline, and extended-spectrum tetracyclines: 
minocycline and doxycycline. Tetracyclines 
display their bacteriostatic mechanism of 
action by binding to the 30S bacterial rRNA 
subunit, which in turn disrupts bacterial 
protein synthesis.37

without a D-test, clindamycin’s inducible re-
sistance may cause misleading susceptibility 
reports for CA-MRSA isolates and as such may 
lead to treatment failure. 

Tetracyclines
An additional class of antimicrobials that 

remains susceptible against CA-MRSA is the 
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Tetracyclines are commonly highly 
susceptible to CA-MRSA isolates. Clinical 
studies have established excellent suscepti-
bility of CA-MRSA isolates to the tetracy-
clines particularly the extended spectrum 
tetracyclines.5,19,29,34,35,44 
Ruhe and Menon43 in-
vestigated the clinical 
outcomes of extended 
spectrum-tetracyclines 
in CA-MRSA skin and 
soft tissue infections 
and found that 96% of 
patients treated with 
these antimicrobials had 
successful clinical out-
comes. Both tetracycline 
and extended-spectrum 
tetracyclines display 
excellent oral bioavail-
ability (60-80% for tet-
racycline and more than 
95% for minocycline 
and doxycycline). 

Although the tetracycline class of anti-
microbials are an excellent option for the 
treatment of CA-MRSA skin and soft tissue 
infections, they have several disadvantages 
that may limit its use. Among these limita-
tions, includes enamel hypoplasia, perma-
nent teeth discoloration, and retardation of 
skeletal development in the fetus and young 
children.37 Thus the tetracyclines are not 
recommended for pregnant women, nursing 
mothers, and children less than eight years 
old.37 In addition, numerous clinically signif-
icant adverse events such as, hypersensitivity 
reactions, blood dyscracias, esophageal ul-
cerations, photosensitivity, and intracranial 
hypertension have been reported with the 
tetracyclines.37 Furthermore, variable tetra-
cycline susceptibilities have been described 
in CA-MRSA skin and soft tissue infec-
tions.28,45,46 

Trimethoprim-sulfamethoxazole
A further potent antimicrobial utilized 

for the treatment of CA-MRSA skin and 
soft tissue infections is trimethoprim-sul-
famethoxazole (TMP-SMX). Sulfamethox-
azole displays its antimicrobial mechanism 
of action by inhibiting bacterial synthesis 

infections, it also offers several disadvantag-
es that may limit its use in clinical practice. 
Of perhaps greatest clinical significance are 
TMP-SMX’s rare but potentially fatal skin 
reactions (Steven-Johnson Syndrome and 

toxic epidermal necroly-
sis), fulminant hepatic 
necrosis, and blood dys-
crasias (agranulocytosis 
and aplastic aneima).35 
These potentially fatal 
reactions require moni-
toring of several param-
eters which consists of 
signs of rash, liver func-
tion tests (LFT), and 
complete blood count 
(CBC).38 Additionally, 
TMP-SMX is contrain-
dicated in patients with 
known hypersensitiv-
ity to trimethoprim or 
sulfonamides, pregnant 
women, nursing moth-

ers, infants less than two months old, and 
in patients with documented megaloblastic 
anemia due to folate deficiency.38 Further-
more, TMP-SMX has been shown to de-
press plasma prothrombin activity, and as 
such patients on concomitant anticoagulant 
therapy may experience further reduction in 
plasma prothrombin activity.38 

Linezolid
A new class of antimicrobials FDA ap-

proved for the use of MRSA isolates are the 
oxazolidinones, which consists of only one 
antimicrobial known as linezolid. Linezolid 
exhibits its novel mechanism of action via 
inhibiting the formation of the initiation 
complex which is an essential component 
for bacterial protein synthesis.39 Linezolid 
displays bactericidal or bacteriostatic activ-
ity, with bacteriostatic activity demonstrated 
against staphylococcal isolates.39 Linezolid 
has excellent tissue distribution and oral 
bioavailability (100%), with several formula-
tions (tablets, oral suspension, and intrave-
nous injection) that can be utilized in the 
treatment of MRSA associated skin and soft 
tissue infections.39 Dose adjustments are not 
required when switching from intravenous 

of dihydrofolic acid by interfering with para-
aminobenzoic acid (PABA) while trimethop-
rim exhibits its antimicrobial mechanism of 
action by inhibiting the production of tetra-
hydrofolic acid from dihydrofolic acid. Both 

agents work together to block two consecu-
tive pathways in the biosynthesis of bacterial 
nucleic acids and proteins which is necessary 
for bacterial reproduction.38

Although TMP-SMX does not possess 
FDA approval for the treatment of skin and 
soft-tissue infections or Staphylococcal isolates, 
it has established excellent susceptibility to 
CA-MRSA isolates. Numerous clinical studies 
have demonstrated the clinical susceptibility 
of TMP-SMX in community acquired skin 
and soft tissue infections caused by CA-MR-
SA.5,6,15,17,20,33,34,35,0,41 Kaplan et al.7 conducted 
a three year surveillance study of CA-MRSA 
which reported that virtually all (2,659) 
CA-MRSA isolates were susceptible to TMP-
SMX. A further study conducted by Gorak et 
al.5 established that 100% of CA-MRSA asso-
ciated skin and soft-tissue infections were sus-
ceptible to TMP-SMX. TMP-SMX also has 
excellent distribution into bodily fluids and 
tissues.38 In addition, TMP-SMX is available 
for both oral and intravenous administration 
and it exhibits more than 90% bioavailability 
after oral administration.38

While trimethoprim-sulfamethoxazole is 
an excellent option for the treatment of CA-
MRSA associated with skin and soft-tissue 
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to oral formulations. Furthermore, linezolid 
is the only orally administrated antimicro-
bial that is susceptible to both hospital and 
community-acquired MRSA isolates. Thus it 
is an exceptional treatment option for both 
hospitalized patients and outpatient cases. In 
addition, linezolid has been proven safe and 
effective in the pediatric population.39 

Linezolid has established its clinical 
safety and efficacy for the treatment of skin 
and soft tissue infections associated with 
MRSA isolates.48,49,50 Furthermore, linezolid 
has demonstrated an excellent susceptibility 
profile for CA-MRSA isolates.4,25,35,40,51 How-
ever, the role of linezolid in the treatment 
of CA-MRSA skin and soft-tissue infections 
remains unclear. Of perhaps greatest concern 
is the risk of over-utilization, with the poten-
tial for the development of resistance, if such 
a potent and novel antimicrobial that is com-
monly used for more severe, life-threatening 
cases of MRSA is used regularly in the com-
munity. As such, this drug should perhaps 
be reserved for hospital acquired MRSA and 
severe infections caused by CA-MRSA

Although linezolid is an excellent option 
for the treatment of MRSA isolates, it has 
several disadvantages that may limit its use. 
Among these limitations, includes linezolid’s 
potential for myelosuppression (thrombo-
cytopenia, anemia, leucopenia, and pancy-
topenia) which requires weekly CBC moni-
toring.39 Furthermore, lanezolid’s displays 
significant drug-food and drug-drug interac-
tions which require limitations in the use of 
tyramine containing foods and serotonergic 
agents.39 Linezolid also has the potential to 
cause peripheral and optic neuropathy which 
includes, changes in color vision, visual field 
defect, and changes in visual acuity. 39 

Prevention strategies
Although CA-MRSA skin and soft tissue 

infections can be successfully treated with 
numerous antimicrobials, prevention is still 
the primary control method for reduction in 
outbreaks and spread of this organism in the 
community. There are several control meth-
ods proposed by the CDC27 which can signifi-
cantly reduce the spread of MRSA infections 
in the community. Among these prevention 
methods includes maintaining good general 

the healthcare settings. Hospital-acquired 
MRSA isolates are a growing clinical and 
economical burden among hospitals and 
long-term care facilities. However currently 
we have entered a new era of resistance in 
the community. Of greatest concern is the 
significantly rising prevalence of MRSA skin 
and soft-tissue infections acquired in the 
community. 5,6,7 

Several options are available for manage-
ment of methicillin resistant Staphylococcus 
aureus isolates acquired in the community. 
Among these includes clindamycin which 
demonstrated susceptibility against CA-
MRSA associated skin and soft tissue infec-
tions. However the FDA warning of severe 
and potentially fatal clindamycin associated 
Clostridium difficile pseudomembranous colitis 
and clindamycin’s inducible resistance may 
limit its use in clinical practice.36 The use of 
the tetracyclines has also been advocated in 
order to manage CA-MRSA skin and soft 
tissue infections. However in vitro resistance 
has been demonstrated in CA-MRSA infec-
tions treated with tetracycline.30,45,46 Further-
more, several clinically significant adverse 
effects limit the use of tetracyclines in preg-
nant women, nursing mothers, and children 
under eight years old.37 

The efficacy of linezolid against methicil-
lin-resistance Staphylococcus aureus isolates has 
granted linezolid’s FDA-approval for MRSA 
skin and soft tissue infections.39 However, 
the role of linezolid in the treatment of 
CA-MRSA skin and soft-tissue infections 
remains unclear. Unquestionably, linesozolid 
will be valuable in the treatment of CA-
MRSA, but should we utilize such a novel 
antimicrobial, when older antimicrobials are 
susceptible to CA-MRSA isolates? In ad-
dition, the frequent utilization of linezolid 
may encourage the emergence of linezolid 
resistant MRSA, as well as linezolid resistant 
Enterococcus faecium isolates. Thus perhaps the 
use of this antimicrobial should be reserved 
for more severe infections associated with 
CA-MRSA. A further extremely potent anti-
microbial which demonstrates 100% suscep-
tibility for CA-MRSA isolates is trimethop-
rim-sulfamethoxazole.5,7 Furthermore, 
TMP-SMX has demonstrated excellent 
efficacy for the treatment of CA-MRSA skin 

hygiene with regular bathing, hand washing 
(especially after touching infected skin) and 
avoiding the use of contaminated personall 
objects (towels, clothing, bedding, bar soap, 
razors, and athletic equipment). In addition 
skin wounds should be covered with clean, 
dry bandages. If it is not possible to maintain 
a cover on the wound at all times, participa-
tion in activities with skin-to-skin contact is 
strongly discouraged. A case report describing 
CA-MRSA skin and soft tissue infections in a 
Georgia correctional facility described a signif-
icant reduction in the incidence of CA-MRSA 
infections after the implementation of proper 
personal hygiene and wound care. 12 

Furthermore, the use of intranasal topical 
mupirocin and antiseptic soaps (chlorhexi-
dine) may be utilized for the decolonization 
of MRSA isolates in patients with recurrent 
CA-MRSA skin and soft tissue infections. 
Although the use of mupirocin and antisep-
tic soaps has not been supported with better 
clinical outcomes than placebo,52 it could be 
valuable for recurrent CA-MRSA infections.  
A clinical study evaluating CA-MRSA skin 
and soft-tissue infections among military re-
cruits, demonstrated a more than 50% decline 
in the incidence of CA-MRSA infections (De-
cember 2002 to February 2003) after proper 
personal hygiene, oral antimicrobials, intra-
nasal mupirocin, and antiseptic body wash.15 
However the use of these agents is strongly 
discouraged at the first presentation of CA-
MRSA infections due to the possible develop-
ment of resistance to these agents.

 The significant increase in the incidence 
of community-acquired methicillin-resistant 
Staphylococcus aureus skin and soft tissue infec-
tions has brought about a new crisis to our 
community. As such the implementation of 
proper personal hygiene, as well as wound 
care, is of great clinical importance to reduce 
the spread of this super pathogen among the 
community. Furthermore the utilization of 
mupirocin and antiseptic soaps may perhaps 
lessen the spread and the recurrence of CA-
MRSA skin and soft tissue infections in pa-
tients with recurrent CA-MRSA infections.

Conclusion 
Historically methicillin- resistant Staphylo-

coccus aureus has been a pathogen acquired in 
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and soft-tissue infections.30,40,53 A study by 
Kata et al29 evaluating bactericidal activity 
of six oral antistaphylococcal antimicrobials 
found that the in vitro bactericidal activity of 
TMP-SMX against MRSA was significantly 
better than linezolid, clindamycin, or mi-
nocycline. TMP-SMX demonstrated rapid 
in vitro bactericidal activity, with more than 
a 3 log reduction at 24 hours. Conversely 
linezolid and minocycline had less than a 1 
log reduction and clindamycin showed re-
growth after 24 hours. As such TMP-SMX 
could perhaps be the preferred antimicrobial 
therapy in order to minimize the growth of 
methicillin resistant Staphylococcus aureus in 
the community. 

However the treatment options discussed 
above are the results of small, limited clini-
cal studies and case reports. To date we do 
not know of any large prospective, ran-
domized clinical studies emphasizing the 
optimal treatment for CA-MRSA skin and 
soft-tissue infections. Until then, when anti-
microbial treatment is warranted, clinicians 
should select the optimal antimicrobial ther-
apy based on the susceptibility of isolates, 
severity of illness, and individual patient 
characteristics. 
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Abstract 
Clostridium difficile causes a 

variety of clinical manifestations, 
most of which are limited to the 
large intestine and are collectively 
referred to as C. difficile infec-
tion (CDI). CDI has recently 
surpassed infections caused by 
MRSA in some healthcare facili-
ties in the United States. Those 
who are in clinical practice real-
ize the increase in CDI has been 
accompanied by more severe 
disease, which has been linked 
to a previously uncommon and 
more virulent strain of C. difficile, 
referred to as BI/NAP1 (and 027 
in Europe). And in such a short 
time, this strain has become 
entrenched in many parts of 
the world. C. difficile is a unique 
bacterium in many ways, from 
its ability to form subterminal 
spores, we only test for the surro-
gate presence of the organism in 
stool (we do not culture C. difficile 
except in research situations), 
to the fact that despite decades 
of use, resistance has not devel-
oped to the drugs used to treat it 
(except for rifamycin derivatives). 
Although much has been learned about this 
pathogen, we appear to be in our infancy in 
our understanding of many aspects of CDI. 
Moreover, many paradigms that have been 
established for this organism have been 
shattered recently. C. difficile has rapidly di-
versified, new virulence characteristics have 
been acquired, new risk factors for infection 
identified, and new treatment strategies are 
in development.  Because CDI is chiefly  
an unintended side effect of antimicrobial 
use, antimicrobial stewardship is vital to  
its prevention. Just as important, the envi-
ronment remains an important vector for 
the transmission of the organism; thus, 

to certain enterobacteriaceae. 
Fever, abdominal pain, cramp-
ing, diarrhea, and leukocytosis 
are typical presenting features of 
CDI. CDI should be considered 
in the differential diagnosis in 
patients with an unexplained 
leukemoid reaction.10 In some 
cases, diarrhea is not a present-
ing feature of CDI, particularly 
when ileus or toxic megacolon is 
evident. CDI is typically limited 
to the colonic mucosa; however, 
a small number of cases have 
reported disease involving the 
distal small intestine and even 
more rarely, extraintestinal man-
ifestations have been reported 
(e.g., prosthetic hip infection, 
perinanal abscess, bloodstream 
infection, and intraperitonal 
sites).11,12 C. difficile enteritis has 
most commonly been diagnosed 
in patients following total colec-
tomy. Laboratory testing for C. 
difficile toxins should only be 
ordered when CDI is suspected, 
since toxin positivity without 
clinical symptoms can indicate 
colonization with a toxigenic 

strain of C. difficile. A laboratory 
diagnosis is usually made by determining the 
presence of toxins A and/or B in the stool. 
The most common test in use in the United 
States is the enzyme immunoassay (EIA) for 
toxins A and B.8 Culture alone cannot be 
used to diagnose CDI because non-toxigenic 
strains of C. difficile are prevalent and do not 
cause disease. 

New Virulence Characteristics
The Epidemic Strain (BI/NAP1)

In 2000, reports from the University 
of Pittsburgh described increases in CDI 
incidence and severity indicated by a dou-
bling of disease rates, increased number of 

handwashing and rigorous environmental 
cleaning strategies are essential to reduce the 
dissemination of C. difficile. Several newer 
therapies are under investigation; however, 
their utility will be decided on the clinical 
battlefield. One casualty has already emerged 
as tolevamer was inferior to standard therapy 
in a recent phase III study.

Diagnosis of CDI
In brief, CDI typically presents as watery 

diarrhea without the presence of visible blood 
in stool. While bloody stools can be seen in 
severe CDI, grossly hemorrhagic diarrhea 
suggests other etiologies, such as that due 
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colectomies performed, and increased mor-
tality.18-20 This outbreak may be the first that 
we are aware of to report BI/NAP1 strains 
in conjunction with severe CDI. A CDI 
outbreak attributed to BI/NAP1 in Quebec 
resulted in an attributable mortality of 17%21 
more than 1400 deaths,22 increased number 
of colectomies, and longer periods of hospi-
talizations. Unusually high recurrence rates 
were also reported (58%) in patients over 
the age of 65 years.23 

BI/NAP1, similar to other strains of  
C. difficile, produces the two traditional tox-
ins, toxin A and toxin B.24 Both toxin genes 
are typically harbored by toxigenic strains 
of C. difficile and expressed in patients with 
clinical disease; however, toxin A-negative, 
toxin B-positive strains have been identified 
in patients with severe CDI.25 

C. difficile, like Bacillus anthracis, possesses 
an uncommon bacterial virulence factor that 
enables it to form spores in response to a 
hostile environment or a nutrient-deprived 
milieu. Therefore, C. difficile is capable of 
surviving for long periods of time in the 
environment as well as in sanctuaries within 
the gastrointestinal tract. 

Risk factors and Pathogenesis
Risk factors for acquiring CDI are com-

plex and consist of exposure to toxigenic 
strains of the organism,36 prior use of any 
antimicrobial agent,37 duration of antimi-
crobial exposure,38 the degree of an antimi-
crobial’s in vitro activity against C. difficile,39 
exposure to gastric acid suppressants,40 
poor host serum immunoglobulin levels,41 
poor colonic IgA production,42 advanced 
age,43 and severity of underlying illness of 
the host.43 With regard to pathogenesis, the 
sequence of these events is critical as CDI is 
proposed to be at least a “three-hit” disease 
(see Figure 1).43 

Patients are made susceptible by exposure 
to antimicrobials (first hit) and if exposed 
to toxigenic strains of C. difficile (second hit) 
they may or may not develop CDI depend-
ing on the presence of another variable 
(third hit) chief among which are host-relat-
ed immunity issues (increased age, inability 
to mount adequate anti-toxin A IgG and/
or colonic IgA responses). For the purposes 
of discussion, risk factors can generally be 
broken down into host risks (first and third 

the normal microbiota enough to allow 
for toxigenic strains of C. difficile to initi-
ate disease; this includes exposure to the 
treatments themselves (oral vancomycin, 
metronidazole).44, 45 Some variables may 
potentiate risk, such as prolonged exposure 
to antimicrobial(s)38 and exposure to anti-
microbials lacking in-vitro activity against 
the infecting strain of C. difficile.39 If an anti-
biotic has enough activity against C. difficile, 
(assuming that the patient has come into 
contact with a toxigenic strain) it may actu-
ally suppress the growth of C. difficile dur-
ing and shortly after therapy. Conversely, if 

“hits”) and exposure or environmental risks 
(second “hit”). 

Host factors 
Antimicrobials. In the current theory 

of pathogenesis proposed by Drs. Johnson 
and Gerding,43 antimicrobial exposure (or 
any means that interfere with the complex 
intestinal microbiota) leads to the first “hit.” 
All antimicrobials and certain chemothera-
peutic agents have the potential to disrupt 
colonization resistance increasing the risk of 
CDI; however, some agents may pose greater 
risks than others.37 All antimicrobials disrupt 

figure 1. Pathogenesis of C. difficile infection (adapted from Dale Gerding’s 
Concept) and methods for prevention

(Figure provided courtesy oF robert c. owens, Jr.)



 

28 California PharmaCist   Spring 2008

that same patient receives an antimicrobial 
lacking activity against the strain of C. dif-
ficile the patient has been exposed to, it may 
generate a sufficient milieu to sustain the 
growth of C. difficile, resulting in infection. 
Table 1 contains a list of antimicrobials  
and their respective in vitro activities 
against C. difficile. 

A myth that has persisted for years is 
that “anti-anaerobic” activity augments CDI 
risk; however, this has not been demonstrat-
ed (only speculated).40, 46-49 However, be-
cause of this misconception, some hospitals 
removed anti-anaerobic fluoroquinolones 
from their formularies in an attempt to con-
trol outbreaks. In one example, a hospital 
replaced levofloxacin with moxifloxacin and 
ciprofloxacin.50 Afterwards, their CDI rates 
increased, so in response, they changed back 
to levofloxacin. Following the formulary 
intervention, CDI rates actually increased 
during the levofloxacin period. During 
the entire time, total antimicrobial use ap-
peared to increase. The authors concluded: 
“Substituting use of one fluoroquinolone 
with use of another without also control-
ling the overall use of drugs from this class 
is unlikely to control outbreaks caused by 
the NAP1 strain of C. difficile.”50 In a study 
by Valiquette and colleagues51 in Montreal, 
antimicrobial stewardship interventions 
reduced the used of cephalosporins, ticarcil-
lin/clavulanate, macrolides, and all fluoro-
quinolones except moxifloxacin.51 The fact 
that a sharp decline in CDI cases occurred 
during the period where moxifloxacin use 
rose sharply contradicts the myth that “anti-
anaerobic” fluoroquinolones precipitate 
CDI more often than do fluoroquinolones 
that are not active against anaerobes. This 
is also one of the most statistically rigorous 
quasi-experimental studies published to 
date, as the authors used interrupted time 
series analysis to evaluate the impact of 
their interventions.51

PPI risk. When antimicrobial exposure is 
not uncovered in a patient’s history, the true 
risk of PPI exposure may be revealed. 

PPIs have been shown to cause diarrhea 
with or without specific histologic findings 
from biopsy specimens obtained during 
colonoscopy (forms of microscopic colitis 
such as lymphocytic and collagenous coli-
tis).62, 63 In some cases of collagenous colitis, 
pseudomembranes have been identified.64 
Clinicians should be mindful of this as coli-
tis caused by PPIs may interfere with, con-
fuse, or delay the diagnosis of CDI. Future 
prospective studies of this association are 
warranted; however, given the current evi-
dence, it seems logical to increase our vigi-
lance regarding the stewardship of PPI use.

Perhaps the most important host-related 
determinant in the development of CDI 
(after antimicrobial use and exposure to 
toxigenic strains of the organism) is the abil-
ity to mount a sufficient immunoglobulin 
response to toxins produced by C. difficile. 
In a landmark study, those who were unable 
to develop serum anti-toxin A IgG titers in 
response to colonization with C. difficile were 
48-times more likely to develop diarrhea in 
contrast to those who mounted an adequate 
immune response.65 In addition, a significant 
reduction in colonic mucosal IgA producing 
cells and macrophages is linked to recurrent 
CDI.42 Waning immunity may explain the 
observation that the majority of patients 
who develop CDI are older, but older adults 
are also more likely to be hospitalized or 
institutionalized, receive antimicrobials, 
have multiple co-morbidities, and remain 
hospitalized for longer periods of time.38 
This is also an area that holds great promise 
in the area of preventative biologicals for 
CDI (discussed later).

Antimicrobial stewardship
At the heart of CDI is often inappropri-

ate or unnecessary antibiotic use. A recent 
study showed that as many as one in five 
patients admitted to the ICU with CDI 
were receiving antimicrobials without any 
evidence of infection whatsoever!85 Further-
more, a “quality improvement” program was 
implemented that was designed to ensure 
that antibiotics were administered quickly in 
the emergency department for community-
acquired pneumonia (CAP) in an effort 

Separating specific antibiotics and antibi-
otic classes in terms of “high,” “medium” and 
“low” risk for CDI is difficult and it should be 
remembered that exposure to any antibiotic 
carries the liability of CDI as a side effect. 

Community-Acquired CDI
For patients with community-acquired 

CDI, recent observations and population-
based studies suggest that factors other 
than antimicrobial exposure may also be 
responsible for this first “hit.”40 For example, 
61% of patients who developed community-
associated CDI did not receive antimicrobials 
within the previous 90 days prior to develop-
ing disease.40 Another recent study also dem-
onstrated that 59% of patients who developed 
community-associated CDI also did not have 
documented antimicrobial exposure.57 In 
these studies where antimicrobial exposure 
appeared to be absent, proton pump inhibitor 
(PPI) exposure emerged as the predominant 
risk upon multivariable analyses.

Gastric Acid suppression
The suppression of gastric acid can in-

crease host susceptibility to a variety of 
infections. Dial and colleagues58 used cohort 
and case-control study designs to determine 
whether or not exposure to proton pump in-
hibitors (PPIs) was an independent risk factor 
for CDI. Multivariable analyses conducted 
in each of the studies indicated significant 
adjusted odds ratios (95% confidence interval) 
of 2.1 (1.2-3.5) and 2.7 (1.4-5.2), identifying 
PPI exposure as a risk factor for CDI. The use 
of gastric acid suppressants has also been as-
sociated with the development of community-
acquired CDI.40 Other investigations have 
implicated the use of PPIs as an independent 
risk factor for CDI in hospitalized patients,20, 

33, 47, 59, 60 while others have not.38, 61 One rea-
son that PPIs may not be associated with risk 
in some studies is that antimicrobial use may 
be such a strong risk factor that it masks the 

Clostridium difficile Infection Shattering Paradigms (cont.)

For patients with community-acquired 
CDI, recent observations and population-
based studies suggest that factors other 
than antimicrobial exposure may also be 
responsible for this first “hit.”
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to meet CMS core measures. As a result, 
patients (who were later determined not to 
have CAP) were treated as if they had CAP 
in the emergency room in order to meet the 
criteria of getting antibiotics into the patient 
within the four hour window.86 In fact, 
50% of patients treated for CAP developed 
CDI and were determined later not to have 
a diagnosis of CAP!86 Disturbingly, one-
third of these patients ended up dying from 
CDI.86 Therefore, antimicrobial stewardship 
remains a cornerstone in reducing the risk 
of CDI. 

Good antimicrobial stewardship is the op-
timal selection, dose, and duration of an 
antimicrobial that results in the best clinical 
outcome for the treatment or prevention 
of infection, with minimal toxicity to the 
patient and minimal impact on subsequent 
resistance.87 Antimicrobial stewardship 
programs are formalized, institutionally 
funded, systematic mechanisms designed 
to optimize the use of antimicrobial use 

of CDI have been shown to be most effec-
tive. Valiquette and colleagues51 and Muto 
and colleagues91 evaluated bundled strategies 
to reduce CDI rates. Both were effective, 
and were accomplished in slightly different 
ways but importantly, they were customized 
to their respective facilities. Methods uti-
lized by the “bundled” approach at the  
University of Pittsburgh (Pittsburgh) in-
cluded education, enhanced case finding, 
expanded infection control measures, the 
formation of a C. difficile management team, 
as well as a antimicrobial stewardship pro-
gram.91 This bundled program targeting all 
aspects of CDI decreased CDI an impressive 
78% over a 5-year period of time. In Can-
ada, Valiquette et al.,51 implemented strict 
infection control policies in the first wave 
of interventions, including use of dedicated 
equipment, isolation of all patients who had 
diarrhea of unknown etiology and contin-
ued isolation until discharge (similar to that 
which was done by Muto and colleagues). 

within a healthcare facility. This is accom-
plished by a team consisting of an infectious 
diseases trained pharmacist and physician. 
There are guidelines developed by the IDSA 
and SHEA, in conjunction with the Society 
for Infectious Diseases Pharmacists and the 
American Society of Health-System Pharma-
cists among others, that provide the metrics 
for which healthcare facilities can develop 
and implement a programmatic approach  
to optimizing antimicrobial use system-
wide.88 To this end, a systematic review of 
ASPs by the Cochrane Group concluded  
that ASPs are beneficial strategies to reduce 
CDI, further demonstrating that ASPs  
play a vital role in combating CDI.89 ASPs, 
in concert with previously mentioned infec-
tion control interventions and environmental 
services interventions provide a synergistic 
response to reduce CDI risk in healthcare 
facilities.15, 34, 73, 90 

“Bundled” strategies that take into consid-
eration the multifactorial cause and spread  

Clostridium difficile Infection Shattering Paradigms (cont.)
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Environmental cleaning with sodium hy-
pochlorite, followed by 7% accelerated  
hydrogen peroxide for terminal disinfection  
of rooms occupied by patients with CDI. 
The second wave of interventions in-
volved the formation of an antimicrobial 
stewardship program facilitated by infec-
tious diseases physicians and pharmacists. 
Guidelines were created, education was 
performed, and instead of creating antibi-
otic restrictions, a prospective audit with 
feedback ASP was created. As a result, 
a reduction in targeted antimicrobials 
(cephalosporins, ticarcillin/clavulanate, 
macrolides, and all fluoroquinolones ex-
cept for moxifloxacin) was accomplished. 
Moxifloxacin was retained as a therapy for 
community-acquired pneumonia. Overall 
antimicrobial use was decreased as well. 
Thus, this was stated to have the greatest 
impact on their CDI rates. Importantly, this 
was accomplished without the implementa-
tion of antimicrobial restrictions. 

With respect to specific antimicrobial 
stewardship interventions, those that  
reduce unnecessary antimicrobial use 
and contribute to an overall reduction in 
antimicrobial use are deemed most effec-
tive. These include: antibiotic restriction, 
prospective audit of antibiotic therapy with 
feedback to the prescriber, employing short-
er durations of therapy, eliminating redun-
dant combination therapies, and indirectly 
transitioning a patient from parenteral  
to oral therapy to expedite the clinically 
stable patient’s discharge to a safer outpa-
tient venue.

General Principles for the 
Management of CDI

Treatment algorithms for the manage-
ment of CDI are presented in Figures 2a 
and 2b.47 Before discussing more advanced 
treatment principles of CDI, basic tenants 
need to be mentioned. To begin, vancomy-
cin is not an effective CDI treatment when 
administered intravenously. It is, in fact, 
most effective when given orally (125 mg 
every 6 hours). Higher doses of vancomycin 
have been studied and did not demonstrate 
greater effectiveness. However, if ileus or 
toxic megacolon exists, and it is possible 
to administer vancomycin orally (e.g., via 
nasogastric tube), higher doses (500 mg 

made and treatment is selected, the appro-
priate duration of therapy is 10 days so long 
as the patient responds to therapy (refer 
to algorithms). No further laboratory test-
ing measures should be employed once a 
diagnosis is made. Specifically, there is no 
such thing as a “test of cure” for C. difficile 
and therefore there is no need for follow-up 
laboratory toxin testing as a clinically cured 
patient may remain toxin test positive for 
several months following successful thera-
py.15 Despite this being mentioned in previ-
ous guidelines, a recent study by Zar and 
colleagues93 used follow up toxin test results 
as endpoints for success or failure, a critical 
flaw of this study. 

There are several drugs that have been 
studied for the treatment of CDI but only 
vancomycin is approved by the Food and 
Drug Administration (FDA) for this  
purpose. Because metronidazole has demon-
strated equivalence, it has historically been 
adopted as the first-line drug for the treat-
ment of CDI while oral vancomycin  
has been considered a second-line drug pri-
marily due to cost. Teicoplanin,94 fusidic  
acid,95 and bacitracin 96, 97 also have demon-
strated efficacy similar to metronidazole or 
vancomycin. The following sections discuss 
more advanced concepts in the management 
of CDI.

Therapy for first and second Episodes
For patients with first and second epi-

sodes of non-severe CDI, and who have a 
functioning GI tract, metronidazole is still 
recommended as first line therapy (Figure 
2a). Data supporting this are derived from  
randomized comparative clinical trials  
with vancomycin recently compiled during  
a Cochrane systematic review,98 as well  
as in an informative review aptly titled 
“Metronidazole for Clostridium difficile- 
associated disease: is it okay for mom?”,99  
a recent retrospective observational study  
of first recurrences that included infection 
with BI/NAP1 strains,100 and a recent study 
comparing metronidazole with nitazoxanide 
that demonstrated the latter was non-inferi-
or to metronidazole.101 For first recurrences, 
guidelines have recommended that retreat-
ment with the same therapy used in the 
first episode is effective (probably because 
the second episode is due to re-infection in 

every 6 hours) are reasonable although there 
are no data to currently support this strategy. 
Vancomycin can be given via rectal enema as 
described later. Many hospitals use the intra-
venous formulation to prepare orally admin-
istered vancomycin (prepare in oral syringes). 
Unlike vancomycin, metronidazole can be 
administered intravenously for the therapy  
of CDI (although intravenous metronidazole 
has not been comparatively studied and fail-
ures have been noted).15, 92 Our treatment  
algorithm (Figures 2a and 2b) is based on two 
circumstances: 1) on the number of episodes 
a patient experiences within a 6 month time 
frame, and 2) severity of illness. The rea-
son that first- and second-episode cases are 
grouped into the same therapeutic algorithm 
(Figure 2a) is the fact that second episodes 
respond in the same manner as first case 
episodes. This is true, unless circumstances 
surrounding the second episode have changed 
(e.g., patient develops ileus, toxic megacolon, 
or has severe disease) in which case the pa-
tient would be directed to other sections of 
the algorithm. 

The first step to managing a patient with 
suspected CDI is to initiate proper infection 
control precautions and to place the patient 
into a private room if possible or otherwise 
cohort the patient with another patient with 
CDI. It is prudent to switch from using al-
cohol hand rubs to handwashing with soap 
and running water when caring for a patient 
with suspected or documented CDI. Concur-
rent with the above, a stool sample should 
be collected for the purposes of laboratory 
testing. Pending the results of the test, empiri-
cal treatment consistent with the treatment 
algorithm should be initiated in patients with 
moderate to severe disease or if the patient’s 
underlying condition is unstable. In patients 
with severe disease, the results of CT imaging 
studies may help solidify radical treatments 
such as total colectomy.

Discontinuation of the precipitating an-
timicrobials, when possible, has resulted in 
the improvement of CDI without specific 
treatment in a small subset of patients. How-
ever, because the hypervirulent BI/NAP1 
strain is circulating with high frequency, one 
should be cautious of this approach.28 Reas-
sessing the need for PPIs is also prudent as 
their risk versus benefit often favors their 
discontinuation. After a diagnosis has been 

Clostridium difficile Infection Shattering Paradigms (cont.)
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Strongly consider discontinuation of non-C. difficile antibiotics as soon as possibleto allow normal intestinal 
flora to be reestablished, and consider discontinuation of proton pump inhibitor if currently receiving

Diarrhea AND one of the following: 
Positive C. difficile toxin test 

OR 
Results of C. difficile toxin test pending 

AND clinical suspicion of CDAD

Metronidazole 500 mg PO q 8 hrs x 10 days

*Clinicians should be cognizant of the number and description of bowel movements per day to gauge clinical response.  
In some cases where patients are slowly improving, therapy may be continued longer than 10 days.  

It is important to avoid unnecessarily long treatments that further disrupt the commensal flora.

Symptoms worsening/not resolving
Should not normally be deemed a treatment failure until received at 
least one week of treatment, but continued worsening of symptoms, 
especially continued rising WBC, and hypotension are indications for 
Surgery/GI/ID consultation, change of metronidazole to vancomycin 
125 mg PO every 6 hr, and consideration of colectomy if warranted. 

CDAD suspected/documented
AND

ileus or toxic megacolon suspected 
 

AND, depending on degree of ileus
Vancomycin 125 mg PO/NG q 6 hrs (if possible)
AND Metronidazole 500 mg IV q 6 hrs x 10 days

PLUS CONSIDER Intracolonic vancomycin 
(500mg in 100ml of normal saline q 4-12 hrs) 

Given as retention enema: 
(1) #18 Foley catheter with a 30 mL balloon inserted into rectum  
(2) balloon inflated (3) vancomycin instilled (4) catheter clamped  
for 60 min (5) deflate & remove.
(if during therapy the GI tract becomes functional, IV metronidazole should be 
stopped and oral therapy with either metronidazole or vancomycin (not both)  
are recommended).

Symptoms worsening or not resolving
Continued worsening of symptoms, especially continued rising WBC, 

and hypotension are indications for consideration of colectomy. If 
colectomy not warranted, consider addition of rifampin to regimen 

and/or increase PO/NG vancomycin dose to 500 mg q6h (due to pen-
etration barrier –ileus, toxic megacolon) and/or consider giving IVIG.

Daily Assessment (Stop at 10 days if symptoms 
resolving/resolved)

Daily Assessment

Daily Assessment (Stop at 10 days if  
symptoms resolving/resolved)

Surgery/GI/ID consultation

Symptoms improving
Diarrhea should resolve within 2 weeks  

of initiating therapy.*
Recurrence occurs in 15-30% after  

1st episode; 33-60% after 2nd episode

figure 2a. Management of 1st/2nd episode of Clostridium difficile infection (CDI)

(Figure provided courtesy oF robert c. owens, Jr.)
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many cases).15 A recent study conducted 
during the Canadian outbreak with BI/
NAP1 confirmed this approach is still vi-
able. Regardless of whether metronidazole 
or vancomycin was used for the second 
episode cases, outcomes were similar.100 
However, complication rates associated 
with recurrences were higher than that 
previously reported.100 A slightly delayed 
response has been observed with metron-
idazole with the mean number of days with 
symptoms being 4.6 days compared with 
3.0 days for vancomycin, but, ultimately, 
patients responded equally and experi-
enced similar relapse rates.102 In most 
circumstances, metronidazole remains the 
drug of choice. Vancomycin is preferable 
when multiple episodes of CDI have been 
documented (see recurrent disease sec-
tion), for severe CDI,93 or if intolerance to 
metronidazole exists. When oral vancomy-
cin is used, evidence dictates that 125 mg 
administered every six hours is equivalent 
to 500 mg given every six hours in terms 
of efficacy,103 but costs significantly less. 
There also appears to be no value to add-
ing rifampin to metronidazole for 1st epi-
sode cases of CDI.104 After the 1st episode 
of CDI, 15-30% of patients can expect to 
relapse, while if a second episode of CDI 
occurs, 33-60% of patients can expect to 
have a relapse.15 

In most parts of the world, in vitro re-
sistance among clinical isolates of C. difficile 
to either metronidazole or vancomycin 
have not been reported;105 therefore, the 
fear of in vitro resistance to metronidazole 
or vancomycin should not guide the  
selection of treatment. A small number  
of environmental isolates with elevated 
minimum inhibitory concentrations 
(MICs) to metronidazole and vancomycin 
has been reported106 but validation by an 
outside laboratory has not occurred, and 

proven effective.113, 115 After completing a 10 
day course of therapy, the pulsed regimen is 
tacked on to the end of treatment. Vanco-
mycin 125-500 mg is given as single- 
doses every 3 days for 2-3 weeks. In a  
non-controlled study of recurrent CDI  
by McFarland,113 the pulsed vancomycin 
regimen was the most successful of the 
regimens evaluated for recurrent CDI. It 
is theorized that persistent spores revert 
to their vegetative state in the absence of a 
hostile environment (e.g., one that contains 
antimicrobials) where they regain suscep-
tibility to the killing effects of the drug. 
Although higher dose vancomycin (500 mg 
4 times daily) is effective when given for  
10 days to patients with recurrent CDI, it 
associated with higher recurrence rates than 
standard therapy followed by a pulsed or 
tapered vancomycin regimen.113 Higher  
dose metronidazole was not effective at 
reducing future recurrences (and if used 
for longer periods of time may be associ-
ated with increased neurological adverse 
events).113 The addition of rifampin to 
vancomycin has been reported to be effec-
tive in a small study of patients with recur-
rent CDI.116 We tend to use lower doses of 
rifampin (300 mg twice daily) than that 
studied (600 mg twice daily) for tolerability 
reasons.47 As always, the potential for drug 
interactions must be evaluated carefully 
prior to the addition of rifampin.

Non-recommended strategies. A 
variety of management options, including 
probiotics, cholestyramine, and antiperi-
staltic agents, with theoretical benefits have 
gained popularity with some clinicians try-
ing to desperately manage recurrent and  
severe CDI. Unfortunately, currently avail-
able data suggest either potential harm 
when the modalities have been used and/
or they have not demonstrated efficacy. 
As examples, the following harms have 
been demonstrated bacteremia/fungemia 
associated with probiotics, intraintestinal 
binding of vancomycin (and other drugs) by 
cholestyramine, toxic megacolon in associa-
tion with loperamide use.122-124 

A recent study evaluated a lactobacillus-
containing yogurt drink received consider-
able attention because it was presumably 

the clinical significance is unclear (as concen-
trations in stool, particularly for vancomycin, 
far exceed the MICs reported). An anlysis of 
110 clinical isolates with a variety of strain 
types, including BI/NAP1 strains, demon-
strated no resistance to metronidazole or 
vancomycin.107 In fact, all treatments demon-
strated consistently low MIC values with the 
exception of the rifamycin derivatives, specifi-
cally, rifaximin, where MICs >256 mg/L  
were detected.107 

Management of Refractory CDI 
Patients should respond by days 4-6 and if 

they do not (or if their condition worsens dur-
ing treatment upon daily assessments), they 
are considered to have refractory disease. If 
markers for severe disease are present at any 
time during therapy (high peripheral WBC 
count, increasing creatinine, ascites, obstruc-
tion, colonic perforation, toxic megacolon), 
surgical consultation is obligatory. Because 
of the high mortality associated with severe 
CDI, colectomy needs to be considered.108 
Unfortunately, in one series of 67 patients 
undergoing colectomy for severe CDI, surgi-
cal morbidity was 81% and overall mortality 
was 48%.109 

Refer to the algorithms (Figures 2a and 2b) 
for how to manage these patients. 

Management of Recurrent CDI
It is almost impossible to determine if a 

second or third case, for example, of CDI is 
due to re-infection with a new strain or a re-
lapse involving the original infecting strain of 
C. difficile. Vancomycin appears to be the drug 
of choice for multiply recurring cases of CDI 
(Figure 2b).113 

Recommended strategies. For endog-
enously recurring CDI, where recrudescing 
spores may be the source of the problem,113, 

114 pulsed-dosed vancomycin regimens have 

Clostridium difficile Infection Shattering Paradigms (cont.)

It is almost impossible to determine if a 
second or third case, for example, of CDI 
is due to re-infection with a new strain or 
a relapse involving the original infecting 
strain of C. difficile.
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Strongly consider discontinuation of non-C. difficile antibiotics as soon as possible to allow normal intestinal 
flora to be reestablished, and consider discontinuation of proton pump inhibitor if currently receiving

Diarrhea AND one of the following: 
Positive C. difficile toxin test 

OR 
Results of C. difficile toxin test pending 

AND clinical suspicion of CDAD

CDAD suspected/documented
AND

ileus or toxic megacolon suspected 

AND, depending on degree of ileus
Vancomycin 125 mg PO/NG q 6 hrs (if possible)
AND Metronidazole 500 mg IV q6 hrs x 10 days

PLUS CONSIDER Intracolonic vancomycin 
(500mg in 100ml of normal saline q 4-12 hrs)

Given as retention enema: 
(1) #18 Foley catheter with a 30 mL balloon inserted into rectum  
(2) balloon inflated (3) vancomycin instilled (4) catheter clamped  
for 60 min (5) deflate & remove.
(if during therapy the GI tract becomes functional, IV metronidazole should 
be stopped and oral therapy with either metronidazole or vancomycin (not 
both) are recommended).

Symptoms worsening/not resolving
Continued worsening of symptoms, especially continued rising WBC, 

and hypotension are indications for consideration of colectomy. If colec-
tomy is not warranted, consider addition of rifampin to regimen and/or 
increasing the PO/NG vancomycin dose to 500 mg q6h (due to penetra-

tion barrier–ileus, toxic megacolon) and/or consider giving IVIG.

Symptoms worsening/not resolving
Should not normally be deemed a treatment failure until received  

at least one week of treatment, but continued worsening of symptoms 
at any time, especially continued rising WBC, and hypotension  
are indications for Surgery/GI/ID consultation, consider adding  

rifampin 300mg q 12 hr or consider colectomy if warranted.

1.  Reconsider the need for current antimicrobial 
therapy for underlying infection, and DC proton 
pump inhibitor.

Also consider:
2.  Oral vancomycin + rifampin 
3.  Oral vancomycin followed by rifaximin (CAUTION, 

rifaximin resistance documented)
4.  Add a course of vancomycin taper/pulse therapy to 

the end of treatment
5.  IV Immunoglobulin 400mg/kg/kg x1 dose consider 

repeat
6. Donor stool transplant 

POTENTIAL STRATEGIES FOR 
PREVENTING MULTIPLE RECURRENCES

*Clinicians should be cognizant of the number and description of bowel movements per day 
to gauge clinical response. In some cases where patients are slowly improving, therapy may be 
continued longer than 10 days. It is important to stop therapy when clinically possible to avoid 
further disruption of commensal flora.

Daily Assessment

Daily Assessment (Stop at 10 days if  
symptoms resolving/resolved) Daily Assessment (Stop at 10 days if  

symptoms resolving/resolved)

Surgery/GI/ID consultation

Vancomycin 125 mg PO q 6 hrs x 10 days

Symptoms improving
Diarrhea should resolve within 2 weeks of 

initiating therapy.*

Recurrence occurs in 15-30% after 
1st episode; 33-60% after 2nd episode

figure 2b. Management of recurrent (≥3rd episode) Clostridium difficil infection

(Figure provided courtesy oF robert c. owens, Jr.)



 

34 California PharmaCist   Spring 2008

a gold standard study (a randomized con-
trolled trial).133 The product contained  
L. casei, L bulgaricus, and Streptococcus  
thermophilus. Patients received this product 
while on antibiotics and for one week after-
wards. The placebo group received a milk-
shake. Overall, 135 patients were included 
in the study and of the 57 randomized to 
the probiotic, no one developed CDI. In 
the milkshake group, 9 of 53 or 17% of 
patients developed CDI. The study con-
cluded that this product should be routinely 
used in patients over the age of 50. Despite 
being a randomized, controlled trial, this 
study can be added to the already large list 
of flawed probiotic studies. Reasons for this 
are two-fold: 1) the exclusion criteria se-
verely limit the generalizability of the study 
because patients receiving so-called “high 
risk antibiotics” (authors defined as cepha-
losporins, clindamycin, and aminopenicil-
lins) and those receiving more than two 
courses of antibiotics in the last four weeks 
were excluded, and 2) it took two years to 
enroll 135 patients (16% of these patients 
were not followed up for diarrhea) and 1760 
patients were screened to arrive at the final 
study population! The authors did not per-
form an intention-to-treat analysis, which 
is particularly necessary when such a large 
amount of potential patient candidates are 
excluded (>90%). 

Similarly, anion-binding resins or ad-
sorbants (cholestyramine, colestipol) have 
found their way into review articles as vi-
able treatment options. These agents theo-
retically bind C. difficile toxins; however, 
a placebo controlled trial demonstrated 
that colestipol was no more effective than 
placebo in reducing fecal excretion of C. 
difficile toxins.134 The potential for harm 
exists when these drugs are used as they 
have been shown to bind to and reduce the 
biological activity of vancomycin (and a 
number of other drugs).123, 124 

administrative support for establishing 
formal antimicrobial stewardship programs 
in concert with infusing adequate resources 
into infection control and environmental 
services departments have been proven  
to have the greatest impact on reducing 
CDI rates. 

From the clinician’s perspective, using 
antimicrobials judiciously (withholding 
antibiotics with close observation for mild 
infections not likely due to bacteria, stop-
ping antibiotics when infection is ruled out, 
using short-course therapy), initiating treat-
ment for CDI early and closely monitoring 
the patient’s clinical progress, washing 
hands with soap and running water rather 
than using alcohol hand gels when specifi-
cally caring for CDI patients, and educating 
patients regarding proper disinfection at 
home are likely to have a positive impact. 
Finally, a host of treatments and preventa-
tive strategies are being investigated and 
may provide hope for reducing clinically 
frustrating recurrences as well as poten-
tially life-threatening complications.  
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summary
With rates of CDI now surpassing MRSA 

in many facilities, C. difficile has indelibly 
left its mark on healthcare in this new mil-
lennium. In late 1980s, the REA “J-type” 
strains were linked to outbreaks and dem-
onstrated in vitro resistance to clindamycin. 
Currently, REA “BI-type” strains are being 
implicated in outbreaks and demonstrate 
variable resistance to clindamycin, but are 
uniformly resistant to all fluoroquinolones. 
Like other outbreak strains, BI/NAP1 has 
the potential to hypersporulate, which in 
concert with cutbacks in environmental 
services, nursing resources, and the decline 
of infrastructure, may explain its widespread 
dissemination. In contrast to other outbreak 
strains, certain virulence characteristics, spe-
cifically increased toxin production, seems 
to provide rationale for more severe disease 
resulting in delayed response to traditional 
therapies, increased morbidity, and increased 
mortality. The attributable financial impact 
of increased hospital rates of CDI has been 
quantified, but whether this will be trans-
lated into action by administrators remains 
to be seen. Lost revenue due to extended 
length of stay (impeding patient flow), un-
occupied beds in multiple-bed rooms, the 
imminent surge in pharmacy drug expendi-
tures secondary to a predictable demand for 
a plethora of undoubtedly expensive drugs 
and biologics that will be trickling out of the 
pipeline, and the potential for public report-
ing of infection due to C. difficile are among 
the undesirable affects likely to be felt by 
hospitals from the increased virulence of 
this disease.

It is too simplistic to assume that a basic 
change in an antimicrobial formulary or  
antimicrobial restrictions as single interven-
tional strategies will be successful in reduc-
ing CDI rates where BI/NAP1 strains are 
endemic. “Bundled” approaches—across  
the continuum of care—with strong  

Clostridium difficile Infection Shattering Paradigms (cont.)

It is too simplistic to assume that a basic 

change in an antimicrobial formulary or  

antimicrobial restrictions as single interven-

tional strategies will be successful in reducing 

CDI rates where BI/NAP1 strains are endemic.
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Editor’s Note: The authors have  
written a full-length article, for which  
there was not ample space in this magazine 
to print. However, CPhA has made the  
full-length version of the article available on 
our website. You may visit www.cpha.com 
to view the full-length version of the article 
and references (for which there are 158  
in total). Under the “News” tab, click  
on the publications button to locate the  
article. Thank you to our authors for their 
very thorough coverage of Clostridium  
Difficile Infection.
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Continuing Education 

Clostridium Difficile Infection

Ce progrAm 004-2008

Goals/ Objectives:
The goals of this CE are to discuss the 

diagnostic and medical management strate-
gies of patients with Clostridium Difficile 
Infection.

The Pharmacist will be able to:
Describe the diagnosis and common 

causes of CDI 
•  Identify risk factors associated  

with CDI.
•  Identify emerging issues related to the 

discovery of a previously uncommon 
epidemic strain of C. difficile. 

•  Describe diagnostic and management 
strategies. 

•  Recommend appropriate guidelines  
for preventative and treatment  
modalities. 

Editor’s Note: In order to earn full CE  
credit for this article, see the article on pages 26-
35 of this publication. The following introduction 
is provided as a courtesy to readers and  
is not intended to provide all necessary informa-
tion to fully understand the diagnostic and  
medical management strategies associated with  
C. difficile infection.

Introduction
By Robert C. Owens, Jr., Pharm. D.  
and August Valenti, MD

Early investigators thought Staphylococ-
cus aureus was the etiology of antibi-
otic-associated diarrhea (AAD) and 

enterocolitis,1 primarily because sheets of 
Gram-positive organisms could be demon-
strated in the stools of many patients. It was 
not until 1978 that Clostridium difficile—first 
described in 1935—was determined to be 
the unidentified culprit of antibiotic-asso-
ciated pseudomembranous colitis.2 Since 
its recognition, there has been an ebb and 
flow of reported outbreaks typically due to 
distinct strains of C. difficile. C. difficile infec-
tion (CDI), in its mildest form, causes self-
limiting diarrhea, which may respond solely 
to the discontinuation of the offending 

will henceforth refer to all manifestations of 
C. difficile as C. difficile infection as proposed 
by Dr. Mark Wilcox some years ago and 
most recently adopted as the term used in 
the upcoming guidelines by the Infectious 
Diseases Society of America (IDSA)/Soci-
ety of Healthcare Epidemiology of America 
(SHEA). 

It should be remembered that, while 
C. difficile is responsible for a significant 
proportion of AAD (up to 33%), it is not 
the only pathogen implicated.3 A variety of 
other pathogens, such as C. perfringens,  
S. aureus, Klebsiella oxytoca are also recognized 
causes of AAD,3 and should be considered 
in the differential diagnosis of AAD. AAD 
caused by K. oxytoca can be distinguished 
from CDI based on the frequent appearance 
of bloody stools, which is an uncommon 
presentation of CDI.4 

Increased incidence and severity of 
disease over the last decade have been 
documented.5-8 In fact, CDI is so common 
that in some centers it has surpassed rates 
of MRSA in many facilities in the United 
States.9 A number of specific outbreaks 
associated with severe manifestations of 
CDI have recently captured the attention of 
clinicians, epidemiologists, patients, and the 
media. Given the efforts currently focused 
on other healthcare-associated adverse 
events, greater scrutiny of CDI rates by 
regulatory and accrediting agencies as well 
as the consumer-driven public reporting 
movement can be expected. 

This review is intended to update the 
practicing clinician on emerging issues 
related to the discovery of a previously 
uncommon epidemic strain of C. difficile, 
provide an overview of diagnostic and 
management strategies, as well as new in-
vestigational preventative and treatment 
modalities. Throughout, old paradigms will 
be candidly dispelled so that the clinician 
will have an evidence-based understand-
ing of this increasingly virulent pathogen, 
providing a foundation for clinically sound 
decision making. 

A number of specific 
outbreaks associated 
with severe manifes-
tations of CDI have 
recently captured the 
attention of clinicians, 
epidemiologists, pa-
tients, and the media. 
Given the efforts cur-
rently focused on other 
healthcare-associated 
adverse events, greater 
scrutiny of CDI rates by 
regulatory and accred-
iting agencies as well 
as the consumer-driven 
public reporting move-
ment can be expected. 

antimicrobial(s). In its most severe forms, 
CDI manifests as significant diarrhea lead-
ing to fulminant, life-threatening disease 
(severe dehydration, sepsis, colonic perfora-
tion). Paradoxically, CDI may not be pres-
ent with diarrhea in some patients, rather 
it may be associated with ileus or toxic 
megacolon, which if unrecognized and not 
treated, may also lead to colonic perfora-
tion, sepsis, and death. Because of its vast, 
primarily gastrointestinal manifestations, 
CDI is referred to in the literature by many 
of its clinical syndromes. For example, it is 
referred to as pseudomembranous colitis, 
C. difficile colitis, C. difficile-associated  
diarrhea, C. difficile-associated disease, and 
others. For the purpose of unification, we 



SpeCiAl pUll-oUt SeCtion

The 2008 CPhA House of Delegates (HOD) met for its  
annual policy deliberations at Outlook 2008 in Sacramento.  
The HOD had quite a few policies to review in accordance with Standing Rule IV which 

requires updates on all policies five years or older. The HOD also deliberated on a number of policies 

that were referred from the 2007 House of Delegates. In addition to policy deliberations, the HOD 

elected Nancy DeGuire as Speaker-Elect and delegates were elected to represent California at both 

APhA and NCPA conventions. This year’s meeting of the HOD was extremely successful as policy 

was developed in important and contentious areas such as Universal Healthcare. Thank you to all the 

delegates for your time and effort in providing input into the policy deliberation and adoption pro-

cess. The following pages contain the policies that were amended and adopted, retained and renum-

bered and repealed. All referred policies will be submitted to the 2008 Policy Committees. 
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2008  
House of Delegates
Alameda County Pharmaceutical 
Association (4)

Butte-Lassen Pharmacists  
Association (2)

Central Coast Counties  
Pharmaceutical Association (2)

Central Los Angeles  
Pharmacists Association (2)

Contra Costa  
Pharmaceutical Association (3)

fresno-Madera County  
Pharmaceutical Association (4)

Hollywood-Wilshire  
Pharmacists Association (6)

Humboldt-Del Norte  
Pharmaceutical Association (2)

Imperial County  
Pharmaceutical Association (2)

Inland Empire  
Pharmacists Association (6)

Kern County  
Pharmaceutical Association (3)

Long Beach Pharmacists Association 
(2)

Marin County  
Pharmacists Association (2) 

Napa Valley Pharmacy Association (2)

Orange County  
Pharmacists Association (8)

Palm springs-Coachella Valley 
Pharmacists Association (2)

Pharmacists Professional society  
of the san fernando Valley (7)

Pharmacists society of san francisco 
(5)

Redwood Empire  
Pharmacists Association (2)

sacramento Valley  
Pharmacists Association (10)

san Diego County  
Pharmacists Association (6)

san Gabriel Valley  
Pharmacists Association (9)

san Joaquin Pharmacists Association 
(8)

2008-01 Universal Healthcare
The California Pharmacists Association supports healthcare delivery and financing systems 

which incorporate the following:
1. Healthcare coverage for all whether multi-payor or single-payor
2. Allows for the purchase of additional coverage outside the basic plan
3. Permits patients to choose the healthcare provider of their choice
4. An independent review board, which includes providers, to make benefit/coverage decisions
5. A mechanism to advance the continued improvement of health care
6. The option for providers to balance bill their usual and customary rates
7. Mechanisms to address fraud in a timely and appropriate manner
8. A pharmacy benefit package that includes reimbursement for medications and  

 compensation for pharmacist services, such as Medication Therapy Management (MTM) 
9. A uniform system for billing and prior authorization procedures.

2008-02 Requirement to Utilize
The California Pharmacists Association opposes financial incentives or mandates by 

 prescription plans to utilize mail order. 

2008-03 Mail Order Pharmacies
The California Pharmacists Association supports that all California recipients of pharmaceuti-

cal products and devices are entitled to receive the same quality of product and product related 
services, as those obtained within California.

The California Pharmacists Association supports the requirement that out of state providers 
of prescription products meet the requirements of the Boards of Pharmacy in each state to which 
it furnishes prescriptions

2008-04 sustainability
The California Pharmacists Association supports environmentally friendly principles and 

practices within the practice of pharmacy.

2008-05 Marijuana as a schedule II
The California Pharmacists Association supports the change in Scheduling of marijuana from 

Schedule I to Schedule II.

2008-06 Pharmacogenomics
The California Pharmacists Association supports education and application of pharmacog-

enomics in healthcare.

2008-07 Controlled substance Reporting Requirements
The California Pharmacists Association supports a standardized mechanism to report con-

trolled substance utilization information where reporting is necessary.
Further, CPhA believes licensed pharmacies should be responsible for transmitting controlled 

substance utilization data to no more than one single entity on a regular, recurring basis.

2008-08 federally funded financial Aid Programs Graduate and Health Professional students
The California Pharmacists Association supports the continuation of federal financial aid 

programs for healthcare students through grants, work-study programs, and low interest loans.

2008-09 Pharmaceutical Care and Prescription Drug Benefits
The California Pharmacists Association supports the inclusion of pharmaceutical care and 

prescription drug benefits as necessary components of all health programs. 

2008-10 General standards – facilities and Equipment
The California Pharmacists Association supports the provision of adequate space, equipment, 

and supplies for the professional and administrative functions of the pharmacy. Pharmacies shall 
provide a private area where pharmacists provide clinical services to their patients.

2008-11 Pharmacist Consulting/Patient Adherence
The California Pharmacists Association supports education of the public and healthcare pro-

viders about the value of interacting with pharmacists to optimize therapeutic outcomes. 

2008-12 Pharmacist Productivity Quotas
The California Pharmacists Association opposes any pharmacist productivity quotas. Suf-

ficient time must be made available to the pharmacist so that all professional responsibilities can 
be fulfilled to ensure patient safety.

2008-13 Physician Office Personnel
The California Pharmacists Association supports the use of healthcare personal who are 

Adopted as Amended & Adopted Policies



san Mateo County Pharmacists 
Association (4)

santa Barbara  
Pharmacists Association (2)

santa Clara County  
Pharmacists Association (3)

shasta-Cascade  
Pharmacists Association (2)

south Bay Pharmacists Association (3)

southeast Los Angeles  
Pharmacists Association (2)

Tri-County Pharmacists Association (2)

Tulare-Kings Pharmacists Association (2)

Ventura County  
Pharmaceutical Association (2)

Loma Linda University  
school of Pharmacy (2)

University of California, san Diego,  
skaggs school of Pharmacy (3) 

University of California, san francisco 
school of Pharmacy (4)

Thomas J. Long school of Pharmacy  
and Health sciences at University of  
the Pacific (18)

University of southern California  
school of Pharmacy (8)

Western University of Health sciences, 
College of Pharmacy (4)

Touro University College of Pharmacy (3)

California society of Health-system 
Pharmacists (2)

California Employee  
Pharmacists Association (2)

Academy of Employee Pharmacists (6)

Academy of Hospital Pharmacists (3)

Academy of Long Term Care (2)

Academy of Managed Care (2)

Academy of Pharmacy Owners (6)

Academy of Pharmacy specialties (3)

Academy of Compounding Pharmacists 
(1)

Academy of Pharmacy Technicians (2)

CPhA Board of Trustees (28)

CPhA Past Presidents (15)

CPhA Past speakers (8)

familiar with medical and pharmaceutical terms for the purpose of good communication to ensure 
patient safety and reduction of errors. 

2008-14 state Pharmacy Licensing Examination
The California Pharmacists Association supports the North American Pharmacists Licensure 

Examination and the California Practice Standards and Jurisprudence for Pharmacists Exami-
nation as sufficient to demonstrate skills including, but not limited to, a proficiency in oral and 
written communication, the provision of pharmacist care, application of clinical knowledge to 
typical pharmacy practice situations, and an understanding of the application of state and federal 
pharmacy laws.

2008-15 Community Pharmacy Residency Accreditation
The California Pharmacists Association supports the development and implementation of ac-

credited residency programs in community pharmacy practice, which would enable pharmacists to 
acquire or enhance the skills necessary to meet the needs of their patients. Accreditation of such resi-
dencies should be accomplished through a nationally recognized accrediting body in pharmacy.

2008-16 General standards – Policies and Procedures
The California Pharmacists Association supports pharmaceutical services governed by written policies 

and procedures developed or approved by the pharmacist in charge and which are reviewed at least annually.

2008-17 Health facilities standards – Policies and Procedures
The California Pharmacists Association supports written policies and procedures governing phar-

maceutical services, including the administration of drugs within a health facility. Such policies and 
procedures shall be developed by the pharmacist in charge or a facility’s consultant pharmacist in 
conjunction with other appropriate health professional staff. These policies and procedures shall be 
reviewed at least annually.

2008-18 Health facilities standards – Distribution and Control
The California Pharmacists Association supports that pharmacists shall be responsible for poli-

cies and procedures that govern the procurement, distribution and control, administration and dis-
posal of all drugs, including investigational drugs, used within a health facility. To reduce medication 
errors and drug waste, systems which provide packaging and control at the unit of use level, shall be 
encouraged in health facilities.

2008-19 Health facilities standards – Drug Regimen Review
The California Pharmacists Association supports that pharmacists shall, for each patient, review 

the following upon initiation of drug therapy and on a periodic basis thereafter:
1. All medications currently ordered;
2. Information concerning the patient’s diagnosis relating to medication therapy; and
3. When appropriate, medication administration records, progress notes, practitioners’ notes and  

 consults, and clinical laboratory findings. 

The frequency of such reviews should be based upon the pharmacist’s judgment of the patient’s 
diagnosis and need. Upon such review, when necessary, make interventions on behalf of the patient 
to optimize pharmaceutical care and therapeutic outcomes. 

2008-20 Emergency Drug supplies
The California Pharmacists Association supports pharmacists providing and maintaining such 

emergency drug supplies in health facilities as he or she, in consultation with the appropriate staff of 
the facility, determines to be proper.

2008-21 General standards – Emergency services
The California Pharmacists Association supports pharmacists informing patients of the availabil-

ity and location of twenty-four (24) hour pharmaceutical services upon patient request. 

2008-22 New Product Information – Pharmaceutical Manufacturers
The California Pharmacists Association supports that pharmaceutical manufacturers provide 

pharmacists with adequate information regarding their products to enable pharmacists to appropri-
ately counsel their patients so as to assure drug therapy of optimal effectiveness, safety, and duration. 
This also should include adequate notice of the availability of all new legend drugs, behind-the-coun-
ter medications, new OTC products or legend to OTC product conversions.

2008-23 Third Class of Drugs
The California Pharmacists Association supports the creation of an additional category of drugs, 

which could be dispensed by pharmacists, but without a prescription. This category could consist of:
1. Current legend drugs, which have a low potential for, abuse but are suitable for furnishing by  

Adopted as Amended & Adopted Policies 2008  
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This category of drugs would be subject to the following:
1. Studies of the level of professional supervision necessary to assure safe and appropriate use  

 by the public.
2. Advertising of such drugs be in compliance with standards affecting legend drugs.

2008-24 Tobacco – smoke free Workplace
The California Pharmacists Association supports a smoke-free workplace.

2008-25 Emergency Contraception Programs
The California Pharmacists Association supports pharmacists’ voluntary involvement in emer-

gency contraception programs, including evaluation and education of patients and prescribing 
emergency contraception under established and accepted protocols when appropriate.

2008-26 Refills/New Containers
The California Pharmacists Association supports the reuse of prescription containers on refills 

of a specific prescription when in the professional judgment of the pharmacist the container is suit-
able to reuse, so long as all other laws relating to the dispensing of medications are followed.

Retained & Renumbered Policies
2008-27 Trial Prescriptions
2008-28 Career Recruitment
2008-29 Monitoring/Reviewing of Sponsored Continuing Education Programs
2008-30 The Board of Pharmacy as a Consumer Protection Agency
2008-31 Board of Pharmacy Statute of Limitations
2008-32 Cost Recovery for Board of Pharmacy Disciplinary Actions
2008-33 Whistle Blower Protection
2008-34 Direct-To-Consumer Advertising
2008-35 Home Health Care – Pharmacy Services
2008-36 General Standards – Compounding of Sterile Products
2008-37 Prescription Record Change
2008-38 Continuous Quality Improvement
2008-39 State Oversight of Third-Party Prescription Programs
2008-40 Continuing Education
2008-41 Doctor of Pharmacy Degree Attainment Through Nontraditional Mechanisms
2008-42 Pharmacists as Role Models
2008-43 Ethical Considerations in Contribution, Gifts and Incentives to Pharmacists   

and Associations
2008-44 Patient Confidentiality
2008-45 Patient Confidentiality
2008-46 Post-Marketing Surveillance Programs
2008-47 False and Misleading Health Claims
2008-48 Professional Image and Terminology 
2008-49 Lie Detectors in the Pharmacy Workplace
2008-50 Pharmacy Ownership
2008-51 Crown Act
2008-52 Recyclable Plastic Waste
2008-53 Drug Testing in the Workplace
2008-54 Pharmacy and Chemical Dependency 
2008-55 Drug Distribution System

Repealed Policies
Pharmaceutical Care (02-6)
Patient Privacy and Confidentiality (02-7)
Burglar Alarm (02-47)
Advertising of Prescription Drugs and Devices (02-53)
Insurance Company Rebates (02-55)

Referred Policies
Bi-Annual Dispensing Fee Review (New Business)
Standardization of Calculating Average Manufacturer Prices (New Business)
Domestic Violence and Pharmacist Intervention Training (New Business)
Expansion of Immunization Clinics in Community Practice (New Business)
Expanding Pharmacist Scope of Practice (New Business)
Incentive Coupons in Retail Pharmacy (New Business)
Development of Interprofessional Emergency Response (New Business)

Adopted as Amended & Adopted Policies
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You Can 
Affect 
Change
Call for Policy  
Committee Members

Even though it seems that we just 
closed the House of Delegates for 
2007, it is that time of year again to 
start looking at CPhA policies that 
are 5 years old and update them, re-
ferred business from the House and 
any new business proposals.  CPhA 
needs members who are interested 
in ensuring that our policies reflect 
what is happening in the profession 
of pharmacy today.  CPhA policies 
are important as they guide the As-
sociation in developing positions 
on both state and federal legislation 
as well as how to respond to media 
inquiries.  If you are interested in 
serving on one of our policy com-
mittees, contact Theresa Andrews 
at tandrews@cpha.com or (916) 
337-8877.  Theresa will provide you 
with information on time commit-
ments and procedures.

Call for New Business  
Proposals

Has something happened in your 
practice setting or profession as a 
whole, that CPhA does not have 
a policy to address? Do you want 
CPhA to voice your concern on an 
issue that is not being addressed 
legislatively? Well, now is the time to 
start crafting your new business pro-
posals for consideration by the 2008 
Policy Committees. To submit your 
policy proposal go to www.cpha.
com/policyproposals. 

(continued)
You Can 
Affect 
Change

Retained & Renumbered Policies

Repealed Policies

Referred Policies
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1. Typical complaints associated with CDI: 
 a. Watery diarrhea.
 b. Presence of visible blood in stool.
 c. Fever.
 d. Abdominal Cramping.
 e. a, c, d

2. TCulture alone is the diagnostic standard in the US:
 a. True.
 b. False.
 
3. Risk Factors for acquiring CDI can be:
 a. Exposure to toxigenic strains of the organism.
 b. Prior use of any antimicrobial agents.
 c. Exposure to Gastric acid suppressants.
 d. Advanced age.
 e. All of the above.

4.  Antimicrobials and certain chemotherapeutic agents:
 a. Cause colonization. c. Increase risk of CDI.
 b. Initiate the disease. d. Prevent toxigenic strains of C.Difficile.

5. What appears to be the predominant risk for Community-Acquired CDI:
 a. Received antimicrobials within the previous 90 days.  
 b. Antilipemic activity.
 c. Proton Pump Inhibitor exposure.

6. Most important Host Related Determinant in the development of CDI is 
 a.  Ability to mount immunoglobulin response to toxins produced  

by C. difficile.
 b. Being an older adult.
 c. Being hospitalized or institutionalized. 

7.  The heart of CDI is the inappropriate or unnecessary use of antibiotics:
 a. True.
 b. False.
 
8. Vancomycin:
 a. Should be administered Intravenously for best results:
 b. Most effective if given orally 125mg every 6 hours.
 c. Higher doses demonstrated greater effectiveness 
 d. B and C.

9. The first step to manage a patient with suspected CDI is to place them in 
a private room:
 a. True.  b. False.

10. Therapy guidelines suggest 
 a.  Metronidazole is recommended for first line therapy in first or second  

episodes 
 b. Vancomycin is preferred when multiple episodes have been documented 
 c.  Fear of resistance to metronidazole or vancomycin should not guide  

selection of treatment 
 d. All of the above
 e. All of the above

 

How do you rate this course?
(Excellent) 5 4 3 2 1 (Poor)

Did this article meet its stated objectives? 
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Was the material biased in anyway?
   yes      no

Comments/future topics welcome.
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Clinical Practice Capsules
Update on Carbapenems

CliniCAl KnoWledge, reSeArCh, therApeUtiCS

by Helen S. Lee, Pharm.D., BCPS

Dosing Table
CrCl (ml/min) Recommended 

adult dose

> 50 500mg IV over 1 hr 
q8h

≥ 30 to ≤ 50 250mg IV over 1 hr 
q8h

> 10 to < 30 250mg IV over 1 hr 
q12h

Hemodialysis Insufficient info

MIC (µg/ml)

Pathogen Susceptible

Enterobacteriaceae ≤0.5

P. aeruginosa ≤2

A. baumannii ≤1

Strep. anginosus grp ≤0.12

Background

The carbapenems are potent broad spec-
trum β-lactam antibiotics that are often 
prescribed for moderate to severe noso-

comial and polymicrobial infections. Until 
recently, there were three agents in this class: 
imipenem, meropenem and ertapenem. Imi-
penem and meropenem are very similar with 
regards to spectrums of activity and clinical 
uses. Ertapenem is different from these two 
carbapenems primarily because of its lack of 
activity against Pseudomonas aeruginosa. On 
October 12, 2007, the FDA approved dorip-
enem (Doribax™) for treatment of compli-
cated intra-abdominal infections, compli-
cated UTI and pyelonephritis introducing the 
fourth carbapenem in the U.S. The following 
summary will briefly review important as-
pects of these four carbapenems.

Mechanism of Action of Carbapenems
The carbapenems are bactericidal inhibi-

tors of cell wall synthesis. They ex-hibit  
antimicrobial activity by binding to penicil-
lin-binding-proteins (PBPs). They are  
time-dependent agents. The carbapenems 
have stronger affinity to PBP-1a and  
PBP-1b of Pseudomonas aeruginosa and E. coli 
compared with other β-lactams. It is their  
affinity to PBP 2 and 3 that differentiate  
the carbapenems. 

 
Imipenem & Meropenem

•  Imipenem is susceptible to rapid deg-
radation by the renal dehydropepti-
dase-1 (DHP-1). Imipenem must be 
co-administered with a DHP-1 inhibitor, 
cilastatin. 

•  Meropenem is stable to DHP-1  
degradation.

•  Imipenem is slightly more potent against 
gram-positive bacteria than meropenem: 
imipenem is active against ampicillin 
susceptible Enterococcus faecalis, but mero-
penem is somewhat less active.

•  Imipenem is slightly less active against 
P. aeruginosa than meropenem.

4. Susceptibility Interpretive Criteria

5. Pharmacokinetic Parameters
• Low protein binding: 8%
• T1/2 ~1 hour
• Mean (range) of Vd=16.8L (8-55L)
•   Mean Cmax = 23µg/ml after a single 

dose of 500mg infused over 1 hour
•  Distribution: concentrations in perito-

neal and retroperitoneal fluids either 
match or exceed MIC

• Not a substrate of CYP450
•  Primarily cleared by kidneys as  

unchanged 
6. Drug Interactions:

•  Carbapenems may reduce serum valp-
roic acid levels. Serum levels of valproic  
acid should be monitored periodically.

•  Probenecid reduces renal clearance of 
doripenem by interfering with active 
tubular secretion of doripenem. 

7. Dosing Table 

• Adverse Reactions
• Generally well tolerated
•  Common (≥ 5%): headache, nausea, 

rash and phlebitis

•  Both are intrinsically inactive against 
Stenotrophomonas maltophilia and usually in-
active against Burkholderia cepacia 

• FDA approved indications: See table 1

Ertapenem
•  Inactive against Enterococcus spp. and non-

fermenting gram-negative bacteria such as  
 P. aeruginosa and Acinetobacter baumannii

•  Useful agent for treatment of “community-
acquired” infections

•  Less stable when exposed to β-lactamases 
compared to other carbapenems

•  Has a long half-life allowing once  
daily dosing

• FDA approved indications: See table 1 

Doripenem 
Doripenem was developed because of 

its sulfamoyl-aminomethyl-pyrrolidinylthio 
group that may contribute to enhanced activity 
against non-fermenting gram-negative bacilli.
1. With similar spectrum of activity as imi-
penem or meropenem., it has been shown to be 
active both in vitro and clinically against:

•  Enteric gram negative bacteria such as E. 
coli, Klebsiella pneumoniae, Proteus mirabilis, etc

• P. aeruginosa
• A. baumannii
•  Methicillin susceptible Staphylococcus  

aureus (MSSA)
• Streptococcus spp.
•  Anaerobes such as Bacteroides spp. and  

Peptostreptococcus spp. 
2. Inactive against: 

• Enterococcus faecium 
•  Methicillin resistant Staphylococcus  

aureus (MRSA)
• S. maltophilia
• B. cepacia 

3. FDA Approved Indications
•  Complicated intra-abdominal infections
•  Complicated urinary tract infections,  

including pyelonephritis
•  Indication pending FDA review: Noso-

comial pneumonia, including ventilator-
associated pneumonia
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•  Rare: Anaphylaxis, serious hypersensi-
tivity reactions 

•  Others: pneumonitis with inhalational 
use and C. difficile diarrhea

9. Stability at room temperature:
• Normal saline for 8 hrs
• 5% Dextrose for 4 hrs

10. No experience in pediatric population

•  Extended spectrum β-lactamase  
(ESBL) producing bacteria such as E. coli  
and Klebsiella spp.

•  AmpC β-lactamase producing bacteria 
such as Enterobacter spp. and Serratia  
marcescens. 

2. The carbapenems are inactive against 
metallo-β-lactamase producing pathogens or 

Carbapenems & Resistance
1. The carbapenems are more potent than other 
β-lactam antibiotics because they are stable 
against hydrolysis by the majority of β-lactamase 
producing pathogens. The MIC50/90 differ slight-
ly from one carbapenem to another, but based 
on the current breakpoints, all four carbapen-
ems are usually active against: 

Table 1 Comparison Of Carbapenems

Imipenem/Cilastatin Meropenem Ertapenem Doripenem

Year introduced in U.S. 1986 1996 2001 October 2007

Spectrum of Activity of Clinical Important Pathogens

Enteric gram negative rods + + + +

Pseudomonas aeruginosa + + - +

Acinetobacter baumannii +/- +/- - +/-

S. maltophilia - - - -

Staph aureus (non-MRSA) + + + +

Enterococcus faecalis1 + +/- - +/-

Enterococcus faecium - - - -

Nocardia spp. + N/A N/A N/A

Anaerobes + + + +

Pharmacokinetics

Half-Life (hrs) 1 1 4 1

Protein Binding (%) 20 2 95 8

Excreted unchanged (%) 70 70 38 75

Usual Dosing interval (hrs) 6-8 8 24 8

Duration of Infusion (hrs) 0.5-1 0.5 0.5 1

Stability at room temperature2 4 hrs in NS or D5W 2 hrs in NS 6 hrs 8 hrs in NS

Usual Adult Dose3 500mg q6h or 1g q8h 0.5-1g q8h 1g daily 500mg q8h

FDA-Approved Indications 

Respiratory Infections Lower respiratory infection CAP4 Pending5

Intra-abdominal infections √ √ √ √

Pediatric Meningitis √

Skin and Soft Tissue Infections √ √ √

Febrile Neutropenia √

Septicemia √

Pelvic Infections/UTI √ √ √�

Bone and joint infections √

Endocarditis √

Surgical Prophylaxis following elective
Colorectal Surgery 

√�

Daily Cost based on AWP ($) 163 (500mg q6h) 111 (500mg q8h) 66 (1g daily) 144 (500mg q8h)



 

carbapenemase producers (e.g. select strains 
of Enterobacteriaceae, P. aeruginosa and  
A. baumannii).
3. All carbapenems are inactive against  
S. maltophilia and E. faecium.
4. The proportion of P. aeruginosa and  
A. baumannii isolates obtained in ICU that 
are carbapenem-resistant is steadily increas-
ing. Based on the results of a global and  
a U.S. surveillance reports, the differences 
in susceptibility trends among imipenem 
(I), meropenem (M) and doripenem (D) 
are relatively small. The local susceptibility 
trends must be confirmed and the differ-
ences are likely to be small, but at this  
point the available MIC50/90 data suggest 
the following order of relative potency 
among the three: 

  Against P. aeruginosa: M or D>I
  Against A. baumannii: I or D>M 
This extrapolation should be interpreted 

with caution given the differences in sus-
ceptibility interpretive criteria approved for 
imipenem or meropenem vs. doripenem. 
5. There is an in vitro study that evaluated 
the emergence of P. aeruginosa isolates with 
reduced susceptibility to carbapenems. The 
results suggest that doripenem may be less 
associated with emergence of such isolates 
compared to meropenem and imipenem. 
The significance of this promising in vitro 
finding deserves further investigation. 

Parameter predicting in-vivo efficacy 
and duration of Infusion

All β-lactam agents are time dependent 
bactericidal agents. Therefore, the dura-
tion of the dosing interval for which the 
unbound plasma concentration is above 
MIC (T>MIC) predicts in vivo efficacy. 
For carbapenems, the desired T>MIC for 
maximum bactericidal activity is 40% of 

the dosing interval. The optimal method of 
maximizing T>MIC is the use of prolonged 
infusion. The longer stability of doripenem 
at room temperature will permit the admin-
istration of this agent using prolonged infu-
sions (e.g. 2-4 hours) if needed. It is conceiv-
able that in the future prolonged infusion of 
β-lactam antibiotics may be considered rou-
tinely to overcome intermediate susceptibility 
or full resistance. 

Carbapenems & seizure Activity
All β-lactam antibiotics have the potential 

to cause seizure. Studies have suggested that 
the side chain off position 2 of the 5-mem-
bered ring plays a role in seizure activity 
and the key component is the inhibition of 
GABAA receptor binding. A Japanese dose-
response study suggests that imipenem is 
more likely to inhibit GABAA receptor  
binding compared to meropenem and dorip-
enem. Low body weight, impaired renal 
function, history of seizures, presence of 
other CNS lesions and high doses of imipen-
em have been identified as predisposing fac-
tors. The utilization of appropriately adjusted 
doses of imipenem is warranted. At this time, 
doripenem does not carry a class warning  
for seizures. 

summary (See table 1)
•  Imipenem and meropenem have similar 

spectrum of activities and have been 
prescribed for various nosocomial  
infections. 

•  Ertapenem is distinct with its lack of 
antipseudomonal activity. 

•  Doripenem is a recently approved car-
bapenem with a spectrum of activity 
similar to meropenem. Its comparatively 
low MIC against non-fermenting gram 
negative rods is promising and its thera-
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peutic impact needs to be evaluated in 
additional in vitro and/or in vivo studies.

•  With the exception of meningitis, 
imipenem, meropenem and doripenem 
probably can be utilized interchangeably 
after a careful evaluation of local suscep-
tibility trends and pricing. 

•  Carbapenem resistance of Pseudomonas 
and Acinetobacter especially in the ICU 
is steadily increasing. The judicious 
prescribing of carbapenems continues 
to be crucial in an effort to contain 
the emergence of carbapenem resistant 
pathogens. 

About the Author
Helen S. Lee, Pharm.D., BCPS is a clinical 
pharmacist in Infectious Diseases at UC Irvine 
Medical Center, Orange, CA. She earned her Pharm.
D. Degree from University of  California at San 
Francisco (UCSF). She also serves as an Assistant 
Clinical Professor for the Department of  Clinical 
Pharmacy, School of  Pharmacy, UCSF. 
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Footnotes
1. Ampicillin susceptible isolates only
2. Including preparation time
3. For non-meningitis in adult patients with normal 
renal function
4. CAP=Community Acquired Pneumonia
5. For nosocomial pneumonia including ventilator-associ-
ated pneumonia pending FDA review
6. Acute pyelonephritis and complicated UTI
7. A single dose administered pre-operatively

Low body weight, impaired renal function, 
history of seizures, presence of other CNS 
lesions and high doses of imipenem have 
been identified as predisposing factors. 
The utilization of appropriately adjusted 
doses of imipenem is warranted.
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Since in-depth discussions of Community-
Acquired Infectious Diseases (CAID)  
are featured in this issue of California Phar-

macist, you should probably wash your hands 
after you have finished reading the journal. It 
would also be a good idea to wear a germ filter 
mask and latex gloves while scanning the 
pages. (I’m so concerned about these 
contagions right now that I am 
wearing latex gloves while I am typ-
ing this article.)

Community-Acquired Diseases (CAD’s) are 
similar to colds, flu, and athlete’s foot, except 
that they are more difficult and much more 
expensive to treat. Another distinction is that 
there is nothing over-the-counter that can be used 
for treatment. In addition, CAD’s are extremely 
difficult to prevent. And, lastly, they are almost 
always referred to using an acronym — every 
designation in this class of medicine looks 
like a government agency or an Army-
issued device or item.

Some examples are CAP (Communi-
ty-Acquired Pneumonia), MRSA (Meth-
icillin Resistant Staphylococcus Aureus, 
HA-MRSA (Hospital-Acquired MRSA), 
CA-MRSA (Community-Acquired 
MRSA), or ORSA (Oxacillin Resistant SA). 
Even the acronyms have acronyms.

As serious as these very infectious dis-
eases are, they are certainly not the most 
dangerous or insidious Community-Ac-
quired Problems (CAPb’s). It is this under-
recognized and overlooked series of serious 
CAPb’s that I would like to address.

This never discussed group of CAPb’s does not discrim-
inate and can infect any individual or group at any time. 
Identification is very difficult, and isolation or avoid-
ance is usually the only treatment. Although these 

infections are not transmitted genetically they are certainly exacerbated 
by contact, upbringing, or communication with an infected party.

I am speaking of the most serious group of Community-Acquired 
Problems (CAPb’s) – Community-Acquired Apathy (CAA), Communi-
ty-Acquired Greed (CAG), and Community-Acquired Ignorance (CAI). 

Politicians and the media spread many of these diseases. However, 
individuals, families, or groups can also propagate any or all of these 
conditions. Complicating the problem is that the diseases and the in-

fectious agents work together and feed off of each other in unique 
and symbiotic relationships. Politicians and the media, for 

example, create a synergetic relationship and politicians 
are always referring to the media as the parasite. The 
media usually does not classify the politicians (other than 
dumb, dumber, or dumbest), but they visually and ver-

bally expose each and every wound, defect, and irrita-
tion. Let’s look at these infections in greater depth so 
that we can gain an understanding of the conditions 
and hopefully discover a cure.

Community-Acquired Apathy (CAA)  
is the most misunderstood of all the Community-Acquired 

Conditions (CAC’s). CAA manifests itself in  
every social group and segment of modern society,  

insidiously infecting local, regional, and even na-
tional elections. It is most recognizable by  
individual and collective detachment, disinterest, 
and passivity. The epidemic of 2002 reduced  
the national election turnout to 37%. Wide-
spread CAA was the causative agent in the 

lackluster 50.1% participation of the 1988  
presidential election. 

Etiology – The causative agent is pri-
marily the lack of involvement and increased 
communal insensitivity, coupled with the 
absence of caring, passion, and commit-
ment. Many in the infected group become 

blinded and temporarily cannot see the over-
all big picture. This has been known to lead to 

third-party programs, mail order, and a general loss of 
profitability. Politicians promote CAA in order to get elected. 

Politicians are affiliated with two distinctive groups, com-
monly referred to in the media with the code names of 

“Donkey” and “Elephant.”

A Humorous Look at Pharmacy 

ACAM*–A Community-Acquired Mess

on the lighter Side 
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Signs and Symptoms – Decreased membership in community and 
professional organizations, associated with an increase in dues to the 
remaining membership. Three out of four licensed pharmacists are 
infected. See for yourself: call up three pharmacists, and if one of them 
is writing a letter to a Senator, then you are one of the infected. 

Diagnosis – Oral interview is the primary method of detection. 
During this current epidemic, for example, if anyone says to you, “It’s 
not my problem,” or “Things will get better,” or “I’ll let the other guy 
do it,” run – you have just been exposed. Public data is another useful 
diagnostic tool. Low election turnout is a primary indicator of a large 
community infection. Decreased involvement in professional phar-
macy associations is another. 

Prognosis – Untreated infestation will lead to widespread CAI and 
allow CAG to additionally infect and fester in an exposed population. 
An epidemic can be especially devastating to a previously delicate but 
vibrant community. A pandemic could very quickly cause irreparable 
damage which may lead to a growth in mail order and an increase in 
healthcare premiums, as well as reduced third-party payments, phar-
macy locations, and qualified practitioners. 

Treatment – Stop CAA as soon as it’s detected by exposing each 
and every incident, either oral or in print. Create “Stop Apathy” cam-
paigns. Train mentors who will drag apathetically infected individuals 
and students into involvement. Educate all practitioners and citizens, 
and hold all politicians and community leaders responsible for their 
words and actions. And encourage professional involvement. 

Community-Acquired Greed (CAG) is the most obvious and eas-
ily understood of all the CAC’s. It stimulates the gratification and the self-interest 
genes. When the two genes are paired they form a malignant mutation that then 
infects every other normal cell in the body damaging the fairness nerve trunk and 
the decency organ group. This malignancy can exist in any human or in a group of 
humans collectively. It is especially prevalent in an environment that includes any 
form of money. 

Etiology – When the greed malignancy in-
fects a population and/or politician, the 
risk of widespread infestation exists 
when it attacks the IMBAS (I Must 
Be A Schmuck) region of the anteri-
or medulla oblongata. This area then 
starts constantly secreting the EDIT 
(Everyone’s Doing It, Too) hormone 
into the cerebral cortex. Soon, aberrant 
behavior causes individual dishonesty, 
theft, lying, false billing, and political ad-
vertising. Other members of a population 
become infected in a relatively short period  
of time. 

Signs and Symptoms – Since CAG is very 
difficult to detect, it usually goes unnoticed in a 
suspect population until severe, usually irreparable, 
damage occurs. In a classic double-blind study held 
in Los Angeles in 2002, individual patients claimed 
their dogs as dependents and successfully had worm 
prescriptions filled on their family’s health insurance 

plans. In the same study, infected pharmacists used out-of-date worm 
medicine in order to recoup lost profits. Since almost all politicians have 
been found to be infected with CAG, the most recognized symptom in 
that population occurs whenever they open their mouths or hold out 
their hands. 

Diagnosis – Simply put, CAG always exists. It can be held in check 
with fear of exposure but hibernates under the surface. Driving a new 
Mercedes to the unemployment office is one clue. Another may be when 
your high school delivery boy making $7 an hour asks for time off to 
buy his girl friend a new Rolex watch. If your mother’s doctor asks you 
if it would be OK to put your mother in the hospital for a few days at 
the end of the month so that his bed count doesn’t fall, one should be 
suspect. Always be on the lookout for the words used by infected indi-
viduals – “Everyone does it.” 

Prognosis – Untreated CAG will lead to widespread CAA and allow 
select groups and individuals to spread CAI. Since CAG is very difficult 
to detect, every community member must be on guard and report suspi-
cious signs or symptoms. Widespread CAG has caused total destruction 
of individual groups and societies – the Aztec Indians stole the designs 
and patterns of the very colorful and chic Hollywood Boulevard Rock-
ers, and look what happened to them – completely gone. 

Treatment – Strong laws, ethics, and morality must be constantly 
reinforced in the community. Infected individuals must be held respon-
sible, while whistleblowers need to be rewarded. Signs must be put up in 
every bathroom demanding that “Towels Must Not Be Put In Toilets,” 
and we must all ask our waiter or waitress if they washed their hands 
after using the facility (fear of not receiving a tip usually helps with 
this). Educate all members of a community or political society to always 
“follow the money.”

Community-Acquired Ignorance (CAI) Ignorance is the root 
of most CAPb’s. CAI spreads quickly in CAA regions. CAG succeeds in the 
nurturing environment created by CAI. Many dictatorships and healthcare systems 
intentionally plant seeds of CAI and feed it with CAA and CAG. IRS (Intel-
ligence Resistant Strains) evolve quickly.

Etiology- CAI and CAA are both characterized by individual or 
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collective HISS (Head-In-Sand Syndrome). It spreads insidiously by 
the unchallenged acceptance of anything and everything any politician, 
PBM, or third-party payer says or does. Then it infects every exposed 
contact and is propagated mainly by word of mouth, such as speeches, 
as well as printed lies and untruths. 

Signs and Symptoms- Electing leaders who are incompetent 
(sometimes incumbent), or believing everything a politician says  
because they come from your state or high school. Any person who 
believes that “the check is in the mail” is suspect. Any community  
that believes that “managed care” really has something to do with  
care is also probably infected. In addition, if a constituent thinks  
that things will get better if one does nothing, he or she has already 
been contaminated.

Diagnosis – Uninfected individuals or practitioners can easily rec-
ognize CAI. For example, when mail order pharmacy convinced our 
government that they are not in competition with a retail pharmacy, 
both retail pharmacy and the government were infected. All infected 
individuals or populations do not believe that they are infected.

Prognosis – Since CAI leads to CAA and CAG, these CADs (Com-
munity-Acquired Diseases) and CAC’s will, if untreated, cause wide-
spread POS (Pandemic Of Stupidity) and a continued dumbing-down 
of society. Any signs of CAD’s and CAC’s must be dealt with immedi-
ately. Infected communities, such as pharmacy, believe that things will 
get better without quick treatment or increased involvement. Unfortu-
nately, pharmacy is now caught up in a countrywide CAI epidemic.

Treatment– Most infected individuals or 
societies do not recognize the condition or 
treatment. The FLOAT (First Line Of Accept-

ed Treatment) involves accurate diagnosis. Make 
politicians responsible for their actions, and make 

them document everything they say. Always wear 
gloves and a mask when encountering a politician, 

because infection can occur if they touch or talk to you. 
Expose and treat ignorance wherever and whenever 

it crops up. Use isolation techniques immediately if 
any patient does not think they have CAI but 

they profess to have all the answers. And 
lastly, do not allow anyone to say stu-
pid things while in front of children.

  Conclusion – CAC’s and  
CAD’s spread insidiously while 

CAA, CAI, and CAG form  
symbiotic relationships infecting  
and re-infecting individuals, 

politicians and communities. 
CARS move quickly through  
populated areas and CRUD  

is everywhere. VIP and PIS usually  
occur simultaneously, delaying the  
detection of CRAP. FLOAT is required 
to eliminate HISS. We are all at risk 

with CAPb’s – be on guard – protect  
our communities!

Definition of Terms
CAA – Community-Acquired Apathy
CACs – Community-Acquired Condition(s)
CADs – Community-Acquired Disease(s)
CAG – Community-Acquired Greed
CAI – Community-Acquired Ignorance
CAID – Community-Acquired Infectious Diseases
CAPbs – Community-Acquired Problems
CARS – Community-Acquired Resistant Strains
CIA – Contaminated Intelligence Association
CPhA – California Pharmacists Association
CRAP – Community-Required Appropriate Policies
CRUD – Community-Resistant Undetected Disease
EDIT – Everyone’s Doing It, Too
FLOAT – First Line Of Accepted Treatment
HISS – Head-In-Sand Syndrome
ID – Intelligence Deficiency
IMBAS – I Must Be A Schmuck
IRS – Intelligence Resistant Strains
PBM – Pharmacy Benefits Manager
PIS – Politician Induced Syncope
POS – Pandemic of Stupidity
VD – Venereal Disease
VIP – Verbal Induced Pollution 

Disclaimer CPhA and the editorial staff of California Pharmacist do not 
sponsor, acknowledge, endorse, condone, recommend or even understand this article. 
In other words, this article does not represent the opinions, positions, or views of the 
CPhA, its members, staff, consultants, attorneys, or epidemiologists. Continuing 
education will not be offered even if you are reading this journal wearing gloves, mask, 
and a gown. Due to the extremely contagious and sensitive nature of this article, 
please use caution and keep this material away from children. This journal comes in 
a child-resistant container unless you request otherwise in writing.

Reader Comments
“Barry, can CAD’s cause a desire to spend $5,000 an hour on a girl  

I have never met?” Former New York Governor Eliot Spitzer
 “Dr. Pascal, I just received the Life Achievement Award from  

the CIA (Contaminated Intelligence Association).” President  
George W. Bush

“Dr. P., I really am a dummy. I do not have CAI.” Charlie McCarthy, 
Famous 1930’s and 1940’s Radio and Film Personality

“Dr. Pascal, my doctor said I only had an ID (Intelligence Defi-
ciency) problem or was that a VD problem? I don’t remember.” Paris 
Hilton, Famous-Person-Who-Is-Known-For-Something 

About the Author 
Barry Pascal owned Northridge Pharmacy for 32 years and is now 

retired. He was the Honorary Mayor of Northridge from 2003 to 2005 
and is currently the Honorary Sheriff. Pascal has written seven comedy 
books, and, in addition to this journal series, writes a humorous month-
ly newspaper column. He is currently enrolled at USC in their advanced 
Acronym and Alphabetism (AA) program.



 
    

Description of the practice model 
(include the practice setting, e.g., 
ambulatory, community pharmacy 
attached to a multispecialty clinic)

The purpose of this practice model is to 
develop and deliver pharmacists ser-
vices in conjunction with an existing 

Orange County Breathmobile® van. In an 
effort to improve asthma care for children 
from low-income families, a mobile asthma 
van program was developed in cooperation 
with a major metropolitan hospital that 
travels to participating public schools and 
clinics in Orange County, California.  

This pharmacy practice model was cre-
ated with a goal of improving the function 
and quality of life for patients suffering from 
asthma. This is a unique ambulatory care 
pharmacy practice setting where two parts 
of service are provided to asthmatic pa-
tients in a community setting. The first part 
involves a clinical pharmacist in a Breath-
mobile van who assists an asthma specialist 
when selecting medication and also educates 
patients regarding the appropriate usage of 
medications. The second part includes the 
involvement of community pharmacists, in 
desirable locations, to deliver medication 
therapy management (MTM) services  
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the lack of compliance with 
prescription medications. The 
reason for non-adherence is 
either due to not filling or 
refilling prescriptions at all or 
misunderstanding the use and 

importance of each prescription 
given. In addition, the prescribed 

medication sample given the child may not 
correspond with the prescription medication 
dispensed due to health plan formulary cov-
erage differences or limitations. The success 
of pharmacist involvement in asthma man-
agement is in the patient’s improved quality 
of life as well as a decrease in the need for 
other healthcare services. Currently, objec-
tive measurement is being held by the third 
party insurance carrier. However, in the 
coming months, the extension of the grant 
will hopefully allow the program to collect 
the data through other means and methods. 

Resource requirements (staffing, 
equipment, capital)

The role of the clinical pharmacist in  
this business model is supported by a 
grant provided by UniHealth Foundation. 
Through this grant, a number of pharma-
cists in Orange County were extensively 
trained to give asthma management services 
at their pharmacies. 

At any time, the Breathmobile van has 
one receptionist for check-in, a clinical 
pharmacist and an asthma specialist on 
board to examine the patient and then to 
generate prescriptions, letters to primary 
care physicians, and action plans for school 
and home. This van travels to various 
schools in underprivileged areas of Orange 
County and provides medical services to 
patients who may not have insurance or 

(medication education, monitoring, inform-
ing physician with non-compliance or re-
jected insurance claims, and follow up) to 
these patients. As stated on recently released 
National Asthma Education and Prevention 
Program Asthma Guidelines, “Studies of 
pharmacy-based education directed toward 
understanding medications and teaching 
inhaler and self-monitoring skills show the 
potential of using community pharmacies as 
a point of care for self-management educa-
tion. Studies report difficulties in implemen-
tation, but they also demonstrate benefits in 
improving asthma self-management skills 
and asthma outcomes (Evidence B).” In both 
settings of the pharmacy practice, the phar-
macists assess patient’s medication compli-
ance and resolve any issues (e.g., inappropri-
ate usage of medications, lack of insurance, 
rejected medication claims) that may result 
in non-compliance. By closely networking 
with community pharmacists, the clinic is 
able to better identify non-compliant and 
high-risk patients. Likewise, the community 
pharmacists are able to better provide clinical 
services to their clients.

Description of successes both anec-
dotal and measurable

Many of the children have experienced 
difficulty achieving asthma control due to 

By Khanh Nguyen, 2010 Pharm. D. Candidate, USC School of  Pharmacy

Orange County Breathmobile Van
Pharmacist Sarah Hur Takes Asthma Treatment on the Road

BUSineSS model
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have difficulty traveling distances 
for a routine check up.

The participating community 
pharmacies should have a coun-
seling area where the pharmacist 
can demonstrate techniques using 
a device demonstrator and offer 
advice on asthma management. 
There is also a progress sheet to 
facilitate pharmacists with coun-
seling as well as monitoring the 
patients (See Appendix 1). For 
objective measurement of patient’s asthma 
control, Asthma Control Test (ACT)® was 
administered to the patients while they were 
waiting for the prescription to be filled  

in mastering techniques of each of these 
devices, it may be beneficial to be trained by 
an appropriate asthma educator. Addition-
ally, in many cases, only the pharmacists 

(See Appendix 2). Although any pharmacist 
can be proactive in asthma management, due 
to a variety of asthma medications  
available in the market, as well as difficulties 



 

who were trained by an appro-
priate educator may be qualified 
to receive reimbursement from 
third party payers. 

Limitation of the model or 
restrictions that limit its 
portability

Currently, Cal Optima in Or-
ange County has a program that 
pays pharmacists for clinical pa-
tient care services. It is projected 
that many other third party pay-
ers will also start reimbursing 
pharmacists for clinical services. 

Several difficulties were encountered 
during the grant years of this project. First, 
compliance was difficult to detect due to a 
large population of transient patients. Many 

return for a follow up ap-
pointment when they did  
not experience any symp-
toms. These patients, who 
came to the clinic only af-
ter experiencing an asthma 
attack episode, were closely 
monitored.

Business case if avail-
able (i.e., payment for 
services, who paid, 
coding for services, 
ROI, etc.)

Currently Cal Optima, 
the primary organization responsible for 
MediCal/Medicaid benefits in Orange 
County, offers to reimburse community 
pharmacists for asthma management once 

patients used an average of two or three phar-
macies to take advantage of transfer prescrip-
tion coupons. In addition, due to the nature 
of the condition, many asthmatics did not 
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Orange County Breathmobile Van Pharmacist: Sarah Hur (cont.)
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the pharmacist is educated through an 
established certified continuing education 
program. After the pharmacist is qualified 
to bill for educational services, the phar-
macist can fill out a simple reimbursement 
form to document their services. Pharma-
cists are reimbursed according to the pa-
tient’s insurance plan. In exceptional cases 
where the member has more than fifteen 
medication fills per quarter projected to 
exceed $4,000 in pharmacy expenditures 
annually, the pharmacist can bill up to $100 
per one-hour session per month based upon 
the Estimated Time Codes. 

Any legal, or regulatory issues,  
or restrictions associated  
with the model

Although it is hoped to pioneer clinical 
services that are available through the  
use of the van to community pharmacies, 
there is an overall lack of participation  
from community pharmacies due to limited 
time, space, and incentive for busy commu-
nity pharmacists. In a recent survey direct-
ed to large chain pharmacies in Southern 
California, “low incentive to pharmacist 
when conducting medication therapy man-
agement” was one of the biggest reasons 
why pharmacies did not participate in  
asthma management MTM programs. 
Hopefully with future data on the signifi-
cance of offering these MTM services  
in community pharmacies, third party  
payers may offer higher incentives for  
community pharmacists.

Future plans and direction
With the possible extension of the 

grant, the clinical pharmacist on the van 
plans to focus on educating community 
pharmacists and developing models to eas-
ily implement clinical services at commu-
nity pharmacies. 

About the Author
Khanh Nguyen is a 2010 Pharm.D. Candidate at 
the University of  Southern California School of  
Pharmacy. She is also actively involved in American 
Pharmacy Student Alliance (APhA, ASHP, 
CPhA, CSHP, IPSF), Skull and Mortar, and 
AMCP student chapter at USC.
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Top left to right: Educating a member of the 
public on diet and lifestyle modifications to help 
him manage his heartburn at the 2005 LA Tofu 
Festival, Little Tokyo;  With her brother, Miguel 
at the 2006 Rose Bowl National Championship 
game; Middle: Left to right: With her family: 
Dawn, Miguel, Bob, Joey, Rick, Sharon, 
Danielle, Candy, Jose, and Nicole; At 2007 
CPhA Legislative Day: Danielle, Kristin Khalaf, 
Garrett Ow; Bottom: Raising funds with some 
classmates at the Diabetes Walk. Left to right: 
Jolie Tran, Amy Eng, Aileen Le, Danielle; Right 
page:  Proposing policy on media relations at 
the 2006 APhA Annual Meeting.
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by Cathi Lord

Communicating the  
Value of Pharmacists

Spend five minutes talking with Danielle 
Colayco about the profession of pharmacy, 
and you walk away with a smile on your 

face. Her smile is infectious, her commitment to 
leadership respectful and her drive to make a dif-
ference awe-inspiring. She’s been an active mem-
ber of CPhA throughout pharmacy school and as 
she prepares for graduation this spring, is on the 
cusp of a new beginning. Her attitude about the 
profession is realistic. She knows that pharmacy, 
and healthcare practitioners throughout Califor-
nia, are bracing for change. She sees that change 
as pure opportunity. She’s eager to play a role 
both as an individual and as a member of a team. 
She’s passionate about communicating what phar-
macists can do and the positive outcomes they 
can attain in patient’s lives. With a love of writ-
ing and experience in speech and debate, she’s 
prepared to take the pharmacist’s message into 
the mainstream. To that end, Danielle proposed 
policy at the APhA House of Delegates in 2007, 
which encourages the creation of public mes-
sages about pharmacist’s capabilities. The policy 
received a passing vote by the house and will be 
implemented this year. Wherever she lands pro-
fessionally, it is safe to assume that Danielle will 
usher in the policy in her workplace, and every-
where else her professional journey may take her. 
This is a woman to watch; someone who knows 
what it takes to affect change, how to motivate 
others, how to work effectively in a team envi-
ronment, and someone CPhA will be pleased  
to have as a member for years to come. Enjoy 

this opportunity to get to know what went into 
developing such a prepared young professional. 

Q  
What compelled you to join CPhA?

A As a first year student pharmacist, I was inspired by our 
2004-2005 USC Chapter President, Ravi Singh, who defined our 

CPhA chapter as one committed to “developing the person, the passion, 
and the profession.” Soon after I joined, I had the opportunity to serve 
as a chapter delegate at my first Outlook meeting. It was here that I real-
ized our Association’s purpose—to unify all of our individual voices 
into a collective shout that would ultimately be heard at the Capitol. I 
felt very empowered and motivated to make a difference. As a graduat-
ing senior, that feeling still holds true today.

Q  
How has CPhA proven to be a good alliance for you?

A My involvement in CPhA has allowed me to meet some of the 
most influential people in my life. I’ve formed lasting friendships 

and acquired role models who have taken great leaps to advance our 
profession. CPhA provides a venue for bringing people together—often 
over a glass of wine—allowing us to share ideas and grow professionally 
and personally.

Q What factors influenced your decision to go into the profes-
sion of pharmacy?

A I knew I wanted to be a pharmacist since I was 16 years old. I  
was fortunate enough to speak with a family friend who worked 

as an ambulatory care pharmacist for Kaiser Permanente. She opened 
my eyes to a wealth of opportunities available to Pharm. D.’s, including 
clinical, community, managed care and pharmaceutical industry careers. 
Knowing that this path would leave me with a broad menu of options,  
I pursued the Trojan Admission Pre-Pharmacy (TAP) Program at USC. 
I figured that if I changed my mind along the way, I could always switch 
majors. Eight years later, here I am ready to graduate.

Q  
What do you hope to accomplish as a pharmacist today?

A As an individual, I want to show those around me the value of my 
services as a pharmacist. I want to mentor student pharmacists 

CPhA Member Profile: Danielle Colayco



 

and show them what they can accomplish as the future of our profes-
sion. I want to become a leader who explores new ways of advancing 
our profession. Within my lifetime, I hope to see the day when the new 
image of the pharmacist is not of a counting tray—but of an educator 
and a healer. 

Q What do you feel are the important issues facing pharmacy 
and how does being a member in professional organiza-

tions make a difference?

A Most immediately, California is facing a budget crisis with a pro-
posed 10% cut to providers that would be devastating to both 

patients and pharmacies. As a member of CPhA, I plan to make my 
voice heard, along with other members who will meet with our legisla-
tors at the Capitol, at California Pharmacists Legislative Day. It is great 
to be part of an association that proactively addresses these issues and 
provides a medium for us to be heard. 

A more long-term issue is continuing to shift our profession’s focus 
from product to service. The reimburse-
ment cuts that threaten the livelihood of 
pharmacies make this an increasingly dif-
ficult challenge, but I believe that we can 
make it happen. It does, however, require 
buy-in from all sectors of pharmacy. This 
is where our Association comes in—by 
unifying our heterogeneous voices into 
something that makes sense. I think the 
key is for pharmacists—no matter where 
they end up professionally—to remember 
that they are pharmacists. While we come 
from many different practice settings, 
we have to remember to work together. 
What affects one facet of the profession, 
affects all facets of the profession.

Q Where do you envision yourself 
professionally in the next  

5-10 years? 

A As I’m learning quickly, plans can 
change within moments. But for 

the time being, I envision myself in the 
pharmaceutical industry, educating key 
health care decision-makers – both pre-
scribers as well as payers – on therapies 
that can improve lives. 

Q Have you had any epiphany-like 
experiences in your life that 

have completely changed your per-
spective or altered your plans? 

A Often, our most life-changing 
experiences happen not by choice, 

but by chance. I actually met my boyfriend through my first CPhA 
Outlook meeting! Taking on the ASPA Presidency at USC was defi-
nitely life-changing for me also. I had honestly gone into pharmacy 
school thinking I’d take a low-profile and graduate quietly. All that 
changed when I applied as President-Elect. The result is personal 
growth that I had never imagined for myself. I have developed a sense 
of vision, learned to think like a leader, learned to motivate others to 
become leaders themselves and met people and participated in events 
that would not have crossed my path had I not stepped into that one 
role as the ASPA Chapter President.

Q Can you share something about your culture and the en-
vironment in which you were raised with our readers that 

has helped you to be successful in life?

A Growing up, my parents taught me that money is important, 
but family comes first. Without love in your life, where does 

happiness come from? I come from a large family, with four older 
brothers and a younger sister. I also live 
near my grandmother, who will be 95 
this year. Every year, I look forward to 
the holidays, when we all sit around a 
table sharing food, telling stories, and 
laughing together. I’m fortunate that 
my parents have supported me through 
every major decision of my life, from 
college to my career. They taught me to 
chase my dreams, whatever they may 
be. Ultimately, they want me to be hap-
py—and I am thankful every day that 
they have helped make this possible.   

What started out as a love of sci-
ence in high school blossomed through 
organic chemistry in college and com-
pletely opened up a number of career 
options in the profession of pharmacy. 
But her love of writing and communi-
cations has never abated. Stepping out 
into the professional world of phar-
macy presents wonderful opportunity 
for Danielle to combine both of those 
passions where she will be able to  
“synthesize the science of pharmacy 
into information that the public can 
relate to.” And her passions couldn’t 
come to the forefront at a better time. 
The public needs to better understand 
the capabilities of their pharmacists 
as a first step. Secondly, they have to 
value the pharmacist’s time in order 
to be willing to pay for it and thereby 
advance the practice of pharmacy to 
the next level. With Danielle’s help and 
many other members like her, the fu-
ture looks bright. 
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Where are you from? 
Arcadia, CA

Where did you attend pharmacy school? 
University of Southern California

How long have you been a member of CPhA? 
Four years and counting

What other professional organizations are 
you a member of? 
American Pharmacists Association (APhA)
American Society of Health-System Pharmacists 
(ASHP)
California Society of Health-System Pharmacists 
(CSHP)
Academy of Managed Care Pharmacy (AMCP)
National Community Pharmacists Association (NCPA)
Rho Chi
Phi Lambda Sigma

CPhA Service Record
CPhA House of Delegates Representative

Danielle’s Important Influences 
“Had they not invested their time to mentor me, I wouldn’t be as 
well prepared as I am.” 

Dean Vanderveen Dr. William Gong
Dr. Brian Komoto Dr. Susie Park
Dr. Steve Gray  Dr. Craig Stern
Dr. Mel Baron  Dr. Frank Pomillo
Dr. Michael Wincor

Communicating the Value of Pharmacists CPhA Member Profile: Danielle Colayco (cont.)



Top: With the women in her family 
her Grandmother, Cardidad, mother, 
Candy, and sister, Nicole. Middle left: 
Posing with Dr. Mel Baron and Dean 
Pete Vanderveen at this year’s Outlook 
awards ceremony; With her parents 
at Outlook, Jose, and Candy; Bottom 
left: 2005 Posada Candlelit AIDS Walk, 
Danielle with Neda Sarijlou from 
WesternU. Through our relationship 
with UPNI, we got in touch with 
Assemblymember Anthony Portantino 
and walked for his team.
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“California is facing a budget 
crisis with a proposed 10% 
cut to providers that would 
be devastating to both 
patients and pharmacies. 
As a member of CPhA, I plan 
to make my voice heard, 
along with other members 
who will meet with our 
legislators at the Capitol, 
at California Pharmacists 
Legislative Day.” 



 BoArd memBer profile 

Leaders Who Believe in a 
Unified Profession

Bill Young, 
RPh, JD
Board of Trustee 
Position:  
Region 4 Trustee 
Alameda,  
Contra Costa,  
San Francisco,  

San Mateo, Santa Clara, Tri-County

Please tell us a little about yourself.
I grew up in Toronto, Canada, hoping 

and dreaming that one day when I grew up, 
I would move to California where the sun 
always shines! I attended Philadelphia Col-
lege of Pharmacy and University of Detroit 
School of Law. While I had planned on 
practicing Pharmacy Malpractice litigation, 
I surprisingly fell in love with the practice 
of community pharmacy when I actually 
started doing it. Even more unanticipated, 
I became a true believer in management. I 
particularly enjoy turnaround work, stra-
tegic analysis, and people development. I 
currently work as an Area Pharmacy Direc-
tor for Kaiser Permanente in the East Bay. I 
have the privilege to work with 300 superb 
pharmacy professionals delivering advanced 
Inpatient, Outpatient and Ambulatory Care 
Pharmacy services, which include AntiCoag, 
MTM, Hospice, Oncology, Chronic Condi-
tions Management and Pharmacy Residency 
programs. I have three little boys in early 
elementary school. My wife June, who is also 
an attorney, is a stay-at-home mom. I hope 
to become a published author and lecturer in 
leadership and management one day. 

What do you expect to accomp- 
lish as a Board of Trustee  
Representative?

As a brand new trustee, I look forward 
to contributing to the important discus-
sion and decisions that affect our Associa-
tion and profession at the various board 
meetings throughout my term. I also hope 
to contribute to membership recruitment 
and the prominence of our profession, by 

OTC health supporting products, may be 
in the best position to be the patients’ most 
frequently-visited health advocate. Further 
down the road, we can debate the details and 
determine in which instances pharmacists  
may prescribe under protocol and also in what 
areas to appropriately engage nurse practitio-
ners. I think this direction is our future.

What suggestion would you make 
to CPhA members who want to have 
their voice heard on the issues? 

I would encourage all pharmacists to take 
the time to engage and contribute to their 
profession by way of becoming involved in 
their professional association. It’s a duty of 
professional citizenship. The strength of our 
profession depends more on the participation 
and support of individual pharmacists than 
most pharmacists may realize.  

What encouragement do you have for 
CPhA members considering a leader-
ship position?

Find a good mentor(s). Demonstrate how 
much you care by your actions and not just 
your words. People will come knocking on 
your door to ask you to lead. 

How long have you been a member  
of CPhA?

I became a member when I first came to 
California and became licensed. As the de-
mands of work life and family life evolved, 
becoming involved in a pharmacy association 
dropped off my radar. It was only until a few 
years ago when my mentor, Kenny Scott, 
challenged me with the notion that senior 
managers have a professional obligation 
to provide leadership, not only in our local 
operation but also in the profession, saying 
“that’s what a true pharmacy leader would 
do.”  Upon becoming involved with my local 
chapter in Alameda County, the inspiration 
I received from new mentors, Bob Duey and 
Gary Basrai, blew me out beyond the strato-
sphere! Their sense of civic duty, loyalty to 
the profession, and service to the community 

organizing and conducting an annual gala 
event or conference sponsored by corporate 
partners to celebrate our profession. This may 
include public recognition for pharmacists, 
whom a corporate sponsor would like to rec-
ognize, and recognition for students as well. 
It may include fundraising for the CPh-PAC, 
scholarship presentations, CE presentations, 
sharing of best practices, voluntary mentor 
sign-ups, panel discussions, open forums, and 
speakers on matters impacting our profession. 
I would hope that it evolves and become a 
major networking event. Perhaps there would 
be recruiting potential for employers to staff 
information booths, which would in turn 
serve as additional incentive for attendees 
wanting to learn more about employment op-
portunities in their area. It may even include 
several Pre-Pharmacy presentations, where 
aspiring pharmacy students participate to 
gain exposure to the profession and pharmacy 
school admissions counselors. While the idea 
has similar components to Outlook, it would 
be a one-day event that is very region-specific. 
If successful, it would be great to see the 
event duplicated in other regions of the state. 
The key to success will be whether we obtain 
sufficient corporate and academic sponsors 
for the event.

If you could see one thing change 
in the profession of pharmacy, what 
would it be? 

It would be to see pharmacists in the 
outpatient setting evolve to become primary 
care providers. While I see the trend of physi-
cians migrating to specialties and less towards 
primary care, I see the breadth and depth of 
pharmacist education and training expanding. 
Per information from the Gallup Poll’s survey 
of the most trusted profession, it’s arguable 
that pharmacists may be more effective at 
counseling patients on dietary habits, healthy 
lifestyles and chronic conditions management 
than other healthcare practitioners. With the 
rising costs of healthcare, the emphasis will 
be on preventative medicine. Pharmacists, 
equipped with their extensive expertise in 
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Left to Right: ACPhA members marching in the 
Annual Children’s Day Holiday Parade held in 
Oakland; Bill receives an appreciation award for 
his service as President of ACPhA at the Decem-
ber 2007 Installation Dinner; Left to Right: Gary 
Basrai, Bill Young, Carl Britto and Paul Lofholm.
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remains an inspiration to me that I will 
never forget.

What are your proudest contribu-
tions to CPhA so far? 

Our Alameda chapter worked like “gang-
busters” last year and did a fantastic job to 
create a rich agenda of monthly activities in-
cluding fundraising and community service 

behind the banner of the California Phar-
macists Association. 

events, presentations to pharmacy schools, 
CE presentations and more. My favorite 
events were our “Say NO to Drugs” and “In-
troduction to the Profession of Pharmacy” 
presentations to our inner city local commu-
nity Boys & Girls Club and our nationally-
televised entry in the Oakland Holiday Pa-
rade. We had over 50 pharmacy professionals 
participate in the parade, proudly marching 



 

Bright yellow shirts 
and friendly faces 
are the signature 

look of the Alameda 
County Pharmacists As-
sociation. Located in the 
heart of the Bay Area, 
ACPhA is comprised 
of Alameda and Contra 
Costa counties, pulling in 
pharmacists from Oak-
land, Hayward, Fremont, 
Dublin, and Concord and 
everywhere in between. 
Their strength lies in the 
camaraderie amongst 
them all, whether a sea-
soned pharmacist with 
50 years of service to his 
credit or to students and 
new practitioners just 
starting out. The local 
breeds a culture of open-
mindedness and is willing 
to learn from all its members. Frequently ACPhA 
provides CE curriculum that is delivered from 
one of its own members, believing that the op-
portunity to present keeps members motivated. 
They have also reached outside of their core to 

bring in experts and last 
year, welcomed a pharma-
cy delegation from Japan 
to present CE. Commu-
nity involvement is also a 
priority, for which ACPhA 
has taken the bull by the 
horns and unearthed new 
opportunities to get phar-
macists in front of crowds. 
For example, they rallied 
approximated 30 phar-
macists to march in the 
annual Children’s Holi-
day Parade in Oakland 
and proudly carried the 
banner of the California 
Pharmacists Association. 
They also presented to the 
Boy & Girls club talking 
about the value of an early 
pharmacy education. A 
quick glance at their photo 
gallery shows that this is a 

very active group of professionals. 
In this interview with 2008 President, Alice Hwe, Pharm. D., read-

ers will quickly pick up on how the organization structures itself for 
success. They value their time together and have created a system of 
success that can be passed on like a baton in a track race, thereby pro-
viding consistency and a sense of accomplishment. The group is made 
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loCAlS in ACtion

A Profile of the Alameda County Pharmacists Association

A Cohesive Group of Members 
Focused on the Issues and their 

Local Communities
by Cathi Lord

In partnership with Kaiser Permanente, a brown bag booth with 
blood pressure monitoring was held during Pharmacy Week  
Oct 21-27 in Oakland, CA;  APhA members march in the Parade.
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up of many long-time 
members, who have 
become excellent  
mentors to a newer, 
energized group,  
who are ready to do 
their part to advocate 
for and advance the 
profession of phar-
macy. Their agenda  
is rich with opportunity to affect change and to participate in  
legislative debate, deliver high-quality CE programs and to attract  
new members.

CPhA positions Local Associations as the foundation for the pro-
fession of pharmacy in the State of California, upon which momen-
tum, unity, and strength are built. To that end, the Alameda County 
Pharmacists Association is right on target. 

What is the mission of Alameda County Pharmacists  
Association?   

The California Pharmacists Association Alameda Chapter mission 
is to provide local pharmacists a voice at the State and National levels. 

What happens at a typical meeting?   
We generally follow the same structure each month which allows 

time for socializing in the beginning, followed by dinner. Afterwards, 
the meeting is called to order and the first thing we do is welcome 
guests and have introductions. Next we jump into the CE course. 
Once it is complete, we begin discussing the business of the Associa-
tion with a Treasurer’s report and a review of old business. Then we 
delve into new business which includes topics like government affairs, 
community outreach plans and upcoming CE’s. We also like to make 
time for rewards and the sharing of accomplishments. Most recently, 
we handed out Lifetime Service awards to long-standing members 
who remain active in the association today. We also like to incorporate 
an open forum into meetings when possible to encourage active par-
ticipation by our members. 

“CE is a really important component of the meetings. When we 
provide disease state management programs given by local pharma-
cists, people really like it,” says Alice. Members like to hear what’s 
going on in organizational care settings because they don’t get that 
information regularly. What they learn can be applied directly and im-
mediately the next day in the work place. We also like to provide CE 
programs from pharma organizations as well in order to stay on top of 
the latest drug therapies.

Milo Ricafrance, introduces “The Role of the Pharmacy Technician” 
presentation to the Boys and Girls Clubs of San Leandro; New 2008 
Officers are installed by President Lofholm;  Bill Young awards Gregge 
Vernon a Service Award to recognize his 20 years of service as Treasurer 
and a Lifetime Service Award for his career as a pharmacist in California.



 

Government Affairs is an area we plan to 
emphasize more this year. Due to so many 
pending changes regarding regulations and re-
imbursement, we want to bring all of the issues 
to the forefront for members to better under-
stand the issues and how it impacts pharmacists 
in their individual practice setting. “My goal 
as President is to bring pharmacists from all 
practice settings together to openly discuss the 
issues.” We have created open forums designed 
to give everyone a chance to have their voices 
heard. We’re eager to learn more about what we 
can do about the issues and how we can lend 
our experience and expertise to possible solu-
tions. Alameda County aspires to take a more 
active role in the policy-making process of 
CPhA by virtue of streaming local issues into 
state policy. With these forums, we now have 
a mechanism by which to present the voice of 
our Local.

 In addition to all the seriousness of CE and 
political issues, we like to give out awards regu-
larly. Initiated by Bill Young as a means of rec-
ognizing our members, we plan to continue the 
practice. Most recently, we have given out Life-
time Achievement awards to long-time mem-
bers, Robert Duey and Gregge Vernon. They 
have accomplished so much in their careers that 
it is very inspirational to hear from them. 

How many current members does your 
association have? 

Around 90

Can you share some tips on recruiting 
new members?  

Talk to your work colleagues and alumni 
of your own pharmacy school. Promote the 
CE benefit of local meetings. It’s a good mo-
tivator. Remember also that there are some 
organizations that support professional fees for 
membership, which is just one way an employer 
can award a pharmacist. Other ideas we try to 
incorporate regularly include:

•  Contact members who did not renew 

•  Showcase local pharmacists to provide drug 
education as guest speakers

•  Maintain student involvement 
•  Visit the campus, showcase CPhA, talk up 

job opportunities in the profession
•  Invite students and faculty to monthly 

meetings
•  Actively engage them in outreach func-

tions – i.e. hypertension monitoring events, 
parade, etc.

What would you attribute to your grow-
ing success?

The leadership of past presidents like William 
Young, Robert Duey, etc.

Duey was a mentor for Bill and is always in 
the background. He did a good job of laying the 
foundation for future leaders. We’ve also tried to 
capitalize on the interests of young pharmacists. 
“Alameda County has a lot of clinical pharma-
cists who just completed residencies and are 
looking for forums where they can stay active 
and involved (the work opportunities get smaller 
as they get into practice compared to their years 
as a student).”

In addition, active recruitment is critical. 
People are busy with work and family, but would 
rather be involved in a small way than not at all. 
We try to make it easy for them and encourage 
them just get there. We’ll do the rest. Finally, be 
forthcoming with any information that a poten-
tial new member is interested in. Take the time 
to field questions that demonstrate how power-
ful your alliance with the local is. Whether their 
questions are legislative, or are focused on neces-
sary CE, both present opportunities to showcase 
what your local does for its members. 
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Officers
President: Alice Hwe
President-Elect: Ari Arshi
Immediate Past-President/ CPhA 
Region 8 Trustee: William Young, 
RPh, J.D
Secretary: Roger Santos, Pharm.D
Treasurer: Kay Yamagata, Pharm.D

Board of Directors   
Carl Britto
William Young
Gary Basrai
Pam Gumbs
Kay Yamagata
Alice Hwe
Carol Powell
Roger Santos
Ari Arshi
Debbie Lu

Meeting Held: Monthly 
When: Second Tuesday of each month
Time: 6:30 pm to 9:00 pm
Where: Various location (Not set) 
City: Oakland / San Leandro 
Contact Person and Phone number: 
Alice Hwe, President - (510) 
708-6831 

Primary Benefits  
of Membership  

Continuing education, involvement 
in community outreach activities to 
promote and advance the profes-
sion of pharmacy, engagement with 
legislative issues and policy making 
decisions and social time with col-
leagues.

Contact Information:
Name: Alice Hwe, President (510) 
708-6831
Email: Alice.Hwe@kp.org

Left to right: Special Guests from Japanese 
Pharmaceutical Industry at Sept 11th meeting. 
Prof. Sumida of Meiji Pharmaceutical University 
and his colleagues;  New Treasurer Kay Yamagata 
& 20 year ACPhA treasurer Gregge Vernon; Bob 
Duey was awarded a Lifetime Service Award by 
ACPhA Chapter.



The 6th Annual California Pharmacy 
Student Leadership Conference (CAPS-
LEAD) was deemed successful again 

this year, with participation from students 
and faculty at each school of pharmacy cam-
pus including Loma Linda, Touro, UCSD, 
UCSF, UOP, USC and Western. Also in 
attendance was David Hawkins, the newly-
appointed Dean of the soon-to-be launched 
school of pharmacy, North State California in 
Sacramento. Aglaia Panos, Chairperson of the 
CAPSLEAD weekend from Touro University, 
summarized the weekend by saying, “It was 
a very energizing program.” Seventy of the 
best and brightest student leaders, along with 
faculty from each school, convened in Sacra-
mento to network, work together, and enjoy a 
weekend by the Sacramento riverfront.

In an effort to develop leadership quali-
ties in student pharmacists, the CAPSLEAD 
conference was born in 2003. The principle 
goals are to encourage collaboration between 
student pharmacists from all seven schools 
and secondly, to engage them in current phar-
macy issues. Recruiting 10 students from each 
school, the CAPSLEAD meeting is designed 
to facilitate team building and to examine 
hot topics in pharmacy. Through interactive 
workshops, students break into groups and 
select a current topic affecting the profes-
sion and formulate a research project to delve 
further into the subject. The end result of the 
CAPSLEAD conference takes the form of 
poster presentations displayed at both the An-
nual CSHP Seminar in October and CPhA’s 
Annual Meeting in February. Once the post-
ers have debuted at California meetings, they 
also appear on the national stage at annual 
meetings for organizations such as: APhA, 
ASHP, and AACP.

The Saturday afternoon program featured 
Susan Wilson of Executive Strategies, Inc, a 
nationally acclaimed speaker and author, who 
spoke about strengthening the team environ-
ment. Aglaia described the program by saying: 
“Active teaching techniques were utilized to 
build trust, respect and listening skills among 
the students. One of the activities within their 
breakout groups was to develop a game in or-
der to give them experience working together 
in preparation of developing their research 

been able to present this extra level of support 
at the CAPSLEAD meeting. Next up was Wil-
liam Yee, President of CSHP, and Alvin Chung 
of Kaiser Permanente. All three of these 
gentlemen spoke of the value of professional 
organizations in developing the pharmacist as 
an individual and as a professional. Attendees 
then heard from Michele Belsey and Conrad 
Bio of the Rite Aid Corporation, the princi-
pal sponsor of the CAPSLEAD Conference. 
Their remarks reflected on the value of early 
leadership experiences and the doors that have 
been opened in the own careers. Afterwards, 
students and faculty alike had an extended op-
portunity to network with one another, after a 
challenge was issued from the podium to meet 
five new people. In addition to Jerry Mazzucca, 
CPhA Past President and Jeff Goad, CPhA 
President-Elect, many CPhA members were on 
hand to mix it up with both students and col-
leagues alike including Sam Shimomura, Eric 
Mack and Mel Baron.

Success can be measured in many ways, but 
when it comes to developing future leaders, the 
CAPSLEAD conference is time well vested. 
Going forward, students will commit time 
throughout the year to research their poster 
topics, work together in teams to generate 
meaningful results and to convey their findings 
for other professionals to see. 

projects The students learned how to be en-
couraging and supportive of each other and to 
avoid negative criticism.” Panos goes on to say 
“As the Co-Chair, I had to apply what Susan 
taught throughout the weekend and it’s stayed 
with me ever since.” For Touro U as the host 
school, the process of developing the CAPS-
LEAD program over the previous months  
has helped to “enrich and develop stronger 
relationships between all colleges of pharmacy. 
We (Touro U) are very grateful for the help of 
our colleagues from other schools. We worked 
towards a common goal together, where no 
egos were involved, and the result was total 
respect and a great event where our students 
could be lifted to the next level of leadership.”

The dinner program proved truly inspi-
rational with speeches from many notable 
pharmacy professionals. Dean Katherine 
Knapp, of Touro U led off the talks, followed 
by Paul Lofholm, President of CPhA, who 
presented CAPSLEAD with the fundraising 
revenue generated from the Outlook Silent 
Auction & Wine Tasting, in the amount of 
$4,000. This was the first-time that CPhA has 
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CApSleAd

6th Annual CAPSLEAD Conference

CAPsLEAD Conference 
Details at a Glance:

Co-Chars: Selena Bartlett Aglaia Panos
Host School: Touro University College  
of Pharmacy
Featured Speaker: Susan Wilson

Dinner Program Speakers: 
Katherine Knapp: Dean Touro University
Paul Lofholm: CPhA President
William Yee: CSHP President 
Alvin Chung: Kaiser – Diablo Valley 
Nancy Kawahara: LLU Professor 
Michele Belsey: Rite Aid Regional 
Manager 
Conrad Bio: Rite Aid Western Region 
Director of College Relations 

Principle:
Rite Aid Corporation

The 2008 CAPSLEAD 
students from all seven schools of pharmacy. 
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University of 
southern California
By Sheena Patel,  
Board of  Trustee ASP 
Representative 

The members of American 
Pharmacy Student Alliance 
(APSA) – the umbrella or-

ganization encompassing USC’s 
CPhA-ASP chapter – have been 
busy with a multitude of campus 
events and gearing up for confer-
ences! In fact, on the first day of 
the semester, our Year 1 Represen-
tatives — Katherine Riberal and 
Ignacia Suwandi — held an APSA 
101 event to teach their fellow students how 
to maximize their membership in state and 
national associations, including CPhA. We 
also welcomed the 1st year students back with 
a Mentorship Fiesta. Over lunch, APSA men-
tors discussed upcoming events, and how to 
get involved with the APSA board and com-
mittees next year. 

With summer around the corner, many of 
our members are thinking about applying and 
interviewing for internships and exploring 
career options in various avenues of phar-
macy. Dat Ngo, our Director of CSHP Local 
Associations, organized two speaker series in 
January showcasing professionals from the 
inpatient, managed care, and pharmaceutical 
industry settings. In February, our Direc-
tor of Educational Programming, Rosalin 
Preechakul, held a workshop in conjunction 
with Lambda Kappa Sigma (LKS) about 
Board Certification in various areas of phar-
macy. In the beginning of March, we held a 
“Meet the Directors” event in which students 
were able to rub elbows with pharmacy di-
rectors from various local hospitals during a 
round-table discussion and dinner. Finally, we 
held our annual Dining and Basic Etiquette 
Workshop. It was well-attended and featured 
a full dining experience with wine workshop, 
presented by Maura Graber, a respected eti-
quette authority and instructor in southern 
California. The workshop was very informa-
tive and students were able to come away 

staff for all the time and effort that 
went into planning this year’s suc-
cessful meeting and great events!

As we head into the end of the 
school year, we still have various 
events planned for our students. 
Over 125 USC students attended  
the APhA Annual meeting in March 
in San Diego. For many students, it 
was their first exposure to pharmacy 
on a national level and they found 
it to be a rewarding experience. 
CPhA-APO Night will be held in 
April at USC and we look forward to 
hosting the APO board and CPhA 
staff to network with students and 
discuss the independent community 
pharmacy practice setting. Soon 

after, we will be visiting Sacramento to attend 
CPhA’s Legislative Day. Lastly, we look for-
ward to electing the new leaders of APSA and 
wrapping up the semester to recognize our 
achievements and personal accomplishments 
during our annual banquet! 

Touro University
By Lindsey Rich,  
Board of  Trustee ASP Representative

The Touro University chapter of CPhA 
continues to build momentum and gain 
recognition. Most notably, the three-

year-old School of Pharmacy won the Quiz 
Bowl at CPhA’s Outlook Annual Meeting 
in Sacramento. Similar to the student show-

with a greater understanding of how to make a 
good impression in professional or social set-
tings in the future.

Earlier in the year, nearly 30 of our mem-
bers prepared to attend the Outlook meeting 
in February. CPhA’s Director of Membership, 
Theresa Andrews, graciously took the time to 
attend our CPhA Policy Meeting to discuss 
the policy process and promote discussion on 
the policies to be voted on at Outlook. The 
delegates who represented the USC Chapter 
in the House of Delegates included: Brandi 
Chock, Bonnie Hui, Kalsang Dorji, Yousuf 
Rahyab, Katherine Riberal, Tim Bensman, 
Greg Hung, and Jan Riego. They found the 
policy process and working side-by-side with 
pharmacists to affect change, an invaluable 
experience. In addition to attending the Ref-
erence Committee Hearings and House of 
Delegates session, the USC students enjoyed 
attending the Bowl-a-Thon, Film Festival, and 
Quiz Bowl this year. We would like to con-
gratulate again several USC students who were 
recognized during Outlook this year. Danielle 
Colayco, our Past President for CPhA-ASP, 
was named the Student Pharmacist of the Year. 
Under the direction of Co-Directors of Project 
Hypertension, Helen Lee and Christina Qi, 
USC was the proud winner of the Project Hy-
pertension Award. Lastly, the film submission 
on medication errors submitted by Bonnie Hui 
won during the first annual PFC Film Festival! 
We would like to thank all the CPhA and PFC 

USC Students at PFC’s Pharmacy Film Festival at Outlook.

Anderson Tan, Touro U ASP President, holding 
the Quiz Bowl trophy.

UniVerSity neWS

CAMPUS REPORTS
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ing at Outlook, the Touro chapter continues 
to have more and more members attending 
state, regional and national conferences. Ad-
ditionally, the Touro chapter has strength-
ened relationships with local CPhA chapters 
in Alameda and Marin counties by partici-
pating in health fairs, community outreach 
events and continuing education lectures.

Touro has organized several student-run 
events over the last quarter. In January 2008, 
the chapter held its 2nd Annual Patient Coun-
seling Competition. With almost triple the 
participation over last year, the judges chose 
third-year student Ricardo Duenas as the 
competition winner. The top ten competi-
tors included members of the P1, P2 and P3 
classes, all of which will be recognized at the 
upcoming chapter banquet.

In conjunction with the chapter elections 
for new executive officers, Touro held a 
California Voter Registration Drive on Val-
entine’s Day to promote participation in the 
November presidential elections. One week 
later, Touro University held its annual Teen 
Life Conference on campus, where the CPhA 
chapter hosted a booth about hypertension. 
Over 180 high-school students participated 
in the conference and learned how to take 
an active role in preserving their health. The 
chapter members who staffed the hyperten-
sion booth measured blood pressure and 
counseled teens and parents on how to lower 
blood pressure. 

University of California, 
san Diego 
By Jennifer Lai, 
ASP Chapter President

As our young chapter continues to grow, 
we are another step closer to achieving 
our goals. We have had a very exciting 

year because we are increasing membership, 
expanding our involvement in the policy pro-
cess, and offering more services to the com-
munity. So how have we been able to do this?

This year we had our largest and most 
successful fall membership drive with over 
100 attendees at our annual recruitment 
meeting. We sent reminders to those who did 
not renew to ensure that they were aware of 
the benefits of being a member of a profes-
sional organization and the importance of 

Thomas J. Long school 
of Pharmacy and Health 
sciences at University 
of the Pacific
By Angela Mack,  
Board of  Trustee ASP Representative

Professional involvement is an impor-
tant component of pharmacy prac-
tice. In order to impact the changes 

that affect the way you practice, it is impera-
tive to become involved with pharmacy 
organizations who work to better the 
profession. At Pacific, we are involved with 
professional organizations, like CPhA, to 
be a part of the change that will influence 
the way we practice. 

At the Annual Outlook Meeting in 
February, eighteen student delegates repre-
sented Pacific’s eight hundred- plus mem-
bers—more than any other school or local 
association. This demonstrates Pacific’s 
commitment to involvement in pharmacy 
associations. Students enjoyed becoming 
more familiar with Robert’s Rules of Order 
while discussing the policies with student 
pharmacists from other schools. Pacific stu-
dents took advantage of the opportunity to 
connect with pharmacy professionals both 
during the day at policy sessions and in the 
evenings at various socials. Pacific took part 
in the Pharmacy Foundation of California’s 
Bowl-a-Thon and received a trophy for the 

staying involved. We also began 
recruiting undergraduate students 
from the UCSD Pre-Pharmacy 
Society to join our chapter. We 
started this program because 
everyone knows that the earlier 
those students get involved, the 
more likely they will stay involved. 
We gave each pre-pharmacy 
member a mentor to guide them 
through their application process 
into pharmacy school, to explain 
to them more about organiza-
tions in pharmacy school, and as a 
general mentor, to help them with 
any academic or personal issues 
that they may have. We will also 
be having our very first spring 
membership drive that will focus 
on the benefits of CPhA in April. This will be 
targeting the students that may have missed 
the fall drive.

Policy and political advocacy can some-
times be difficult to understand, thus we had 
an information session on the policy process 
at the beginning of the year and we now hold 
discussions at each general meeting. 

In terms of community service, we have 
held more health screenings and joint health 
fairs than ever before. Our most successful 
event this year was at the Chinese New Year 
Festival at Balboa Park in February. This 
event was in collaboration with the UCSD 
medical students which helped us form an 
early bridge between our professions on how 
to work together as a healthcare team. There 
was not a single moment when we were not 
busy and it was so popular that a radio re-
porter came by to find out more about our 
free health services. 

Other noteworthy activities that are new to 
this year are our very own chapter newsletter 
and website. We look forward to starting even 
more projects and to continue to improve on 
the existing ones. We are close to reaching our 
maximum capacity at our school, which is an 
exciting time for growth and development of 
our chapter. We have achieved many, if not 
all, of our goals for this year and we know 
that there is still a lot of room for improve-
ment. We have already started to brainstorm 
ideas for the next academic year and plan to 
continue bringing enthusiasm for the profes-
sion of pharmacy to our students. 

Pacific Family Health Fair.
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Fitness Clubs. However, we now even pro-
vide education about the effects of smoking 
tobacco during these health screenings. An-
other innovative idea we will begin to imple-
ment is foot exams for diabetic patients. 
These are great ways to stir interest in our 
events and establish that WesternU student 
pharmacists are important components for 
our community. 

Another successful event was the Pomona 
Holiday Lane Street Fair. This is a yearly 
event in which the city blocks off the street 
to allow vendors, educational booths, enter-
tainment, and tasty food to be enjoyed by the 
residents of Pomona. In collaboration with 
the other hard-working student pharmacists 
of NCPA and CSHP, we provided glucose 
screenings, blood pressure measurements, 
flu shots for $15.00, and education on poison 
control. It was such a busy day because of all 
the eager patrons wanting to utilize our ser-
vices. We already had a line of people ready 
to have their levels checked before we were 
completely setup!

Since the beginning of the year, West-
ernU student have had quite a busy sched-
ule. In January, exceptional planning and 
creativity skills were displayed at our annual 
leadership retreat. This retreat served several 
purposes, such as having old officers meet 
new officers to ensure a smooth transition in 
the transfer of duties, creating strategies for 
effective fundraising, and developing ways 
to improve or add to chapter events. 

During the month of February, our 
APhA chapter held a promising fundraiser 
called Valentine’s Day Grams. This activity 
allows students to send their special friend(s) 

on various conditions in-
cluding laser eye surgery, 
dental hygiene, and sun 
safety. Puppet shows and 
other activities were also 
provided to educate the 
youth in our area about 
healthy lifestyles. This 
event enabled Pacific stu-
dents, faculty, and volun-
teer pharmacists to provide 
patient care to hundreds of 
members of Stockton’s un-
derserved community.

Pacific is committed to 
professional involvement. 
Students enjoy taking part in professional 
meetings, like Outlook, to work with pharma-
cy professionals and we look forward to par-
ticipating in CPhA’s Legislative Day. As stu-
dents, we would like to be part of the changes 
happening now; changes that will dictate how 
we will practice in the future.

 

Western University  
of Health sciences, 
College of Pharmacy
By Frances Aguilar,  
Board of  Trustee ASP Representative

The dedicated students of Western Uni-
versity are busy…and I am not just talk-
ing about our curriculum. We’re busy 

strengthening our chapter’s presence in the 
community. Our  
Operation Diabetes 
and Hypertension 
Awareness commit-
tees have been doing 
an amazing job hold-
ing numerous health 
screenings, partici-
pating in health fair 
events, and providing 
patient education. 
Traditionally, our 
student pharmacists 
provide blood pres-
sure and glucose 
readings to patrons 
at local health clubs 
such as Bally’s Total 

Campus Reports (cont.)

WesternU student participate in the Pomona Holiday Fair. 

UOP Legislative Day,  left to right: Nazanine Parsafar, Assemblyman 
Aghazarian, Angie Mack

most student participation. Pacific also 
competed in the Pharmacy Foundation  
of California’s Film Festival and received 
3rd place. Overall, Outlook was a positive 
experience and a great opportunity to  
engage with professionals and fellow stu-
dents alike. 

Following Outlook, Pacific’s Legislative 
Committee hosted Assemblyman Greg 
Aghazarian and CPhA’s Vice President  
of Government Affairs, Kathy Lynch, at 
their annual Legislative breakfast. Students 
were able to learn more about current 
health care issues from Assemblyman Ag-
hazarian while developing an understand-
ing of how these will impact the profession 
of pharmacy from Kathy Lynch. Pacific 
students will take part in CPhA’s Legisla-
tive Day to continue their participation in 
health care issues. 

On campus, Pacific has a variety of 
professional committees that work to reach 
out to the community through health 
screenings and informational campaigns. 
On March 9th, these committees joined 
together, under the coordination of our 
Vietnamese Cancer Awareness Research 
Education Society (VCARES) committee 
and Pacific’s American Pharmacists As-
sociation- Academy of Student Pharmacists 
to host the Pacific Family Health Fair. This 
was a free event for the public that offered 
various screenings, including cholesterol, 
bone density, blood pressure, heartburn 
and blood sugar screenings. There were 
multiple vendors and informational booths 
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a Valentine’s day card along with delicious 
chocolate chip cookies. Effective fundrais-
ing is important so that we can continue 
to hold highly informative events, such as 
Pomona’s black history month events and a 
heartburn awareness event.

We are all eager to accomplish our up-
coming events and goals for 2008. I am 
especially excited about my new position as 
the current BoT ASP Representative and 
look forward to working with all the other 
BoT members. 

Loma Linda University
By Matthew Ancheta,  
Board of  Trustee ASP Representative

The Loma Linda University (LLU) stu-
dent chapter of CPhA focused on two 
main events this quarter, which includ-

ed Outlook in Sacramento and Market Night 
Community Outreach. During Outlook, 
Matthew Ancheta, the chapter president and 
BOT representative, had the opportunity 
to run the Student Caucus for the House 
of Delegates. This year was the first time 
that LLU was responsible for running the 
Student Caucus. Matthew is writing detailed 
instructions on how to run future caucuses 
for future LLU representatives. This year 
we sent three total delegates to represent our 
student members: Nancy Kang, Larry Rute-
buka, and Matthew Ancheta (BOT). The 
other student members who went to Outlook 
were pleased and felt the experience was very 
informative about topics that influence the 
practice of pharmacy in California. We were 
also pleased to represent LLU at the Schools 
of Pharmacy Quiz Bowl and are striving to 
improve for next year.

Market Night Community Outreach is 
an event that the three organizations coor-
dinate to give back to the local community. 
Each Thursday from 6 to 9 pm, the com-
munity of Redlands has a Farmers Market 
where local venders sell their goods and is 
a place where people come to have a good 
time. APhA, CSHP, and CPhA student 
members participated in the following three 
projects: 1. Operation Patient Care (APhA), 
2. Operation Smoking Cessation (CSHP), 
and 3. Operation Hypertension (CPhA). We 

Campus Reports (cont.)

the Part D needs of seniors in the com-
munity. They work with Medicare benefi-
ciaries to evaluate their 2008 plan options. 
“The students involved in this project 
counsel Medicare beneficiaries in their  
native language and do so in a health- 
literate manner. This population really 
does not have anywhere else to go,” ex-
plains Stebbins. 

Many of the schools have collaborated 
and worked together on outreach events.  
Pharmacy faculty and student pharmacists 
from UCSF, University of the Pacific, and 
Touro University, California have partici-
pated in several events in Northern Cali-
fornia. Loma Linda University, Western 
University of Health Sciences, University of 
Southern California, and University of Cali-
fornia, San Diego are also collaborating in 
Southern California. Rajul Patel, PharmD, 
PhD, assistant clinical professor, University 
of the Pacific, and a partner school principle 
investigator was integral in the collaborative 
efforts. “We appreciate the opportunity to 
collaborate with the other professors and 
students at other schools. We meet and see 
people from other schools at meetings, but 
to work together to help serve a popula-
tion with an unmet need is very satisfying,” 
notes Patel. “This was the best teaching ex-
perience I have had to date; it is so reward-
ing to work with such incredible students 
who are motivated to help others.” 

This year offers particular challenges 
for those Medicare beneficiaries who have 
both Medicare and Medi-Cal and those 
who qualify for the low income subsidy. 
Four of the largest benchmark plans in 
2007 no longer offer $0 premium coverage 
for enrollees in 2008. This means that sev-
eral hundred thousand Medicare beneficia-
ries have been re-assigned to new plans. 

“We need to get the word out that there 
are student pharmacists from almost every 
California school that are specially trained 
in Part D. Other pharmacists who work 
with students should ask their students if 
they have received the training so they can 
help to meet the Part D needs of the pa-
tients they serve,” says Patel.

Partners in D is funded by a generous 
grant from the Amgen Foundation. To 
learn more, go to the Partners in D website 
at www.partnersind.com.  

had six student pharmacists — two per booth 
— manage each project. Over 30 student 
pharmacists participated in the event which 
was a great success in helping out the com-
munity. We also want to thank and recognize 
the preceptors who participated: Dr. Rebecca 
Cheung and Dr. Joycelyn Mallari. We plan on 
participating in Market Night one evening 
every quarter in the future. LLU CPhA stu-
dents will also participate in the NBC 4 Health 
Expo in April.  The event will be held at the 
Los Angeles Convention Center and will be 
an opportunity to participate in a major health 
promotion event to further promote the phar-
macy profession. 

Partners in D Program 
Proves its Worth
By Tim Cutler, Pharm. D.

Doctor of Pharmacy students are explain-
ing the Medicare Part D prescription 
drug benefit in Mandarin, Canton-

ese, Spanish, Vietnamese, Korean, Russian, 
Hmong, and English to seniors at events across 
the State of California. The outreach program, 
known as Partners in D, involves all seven 
schools of pharmacy in California and targets 
low income seniors, especially those who have 
no or limited English language skills. 

To date, almost 800 pharmacy students 
have been specially trained in Medicare Part D 
and over 200 Medicare beneficiaries have re-
ceived one-on-one counseling to evaluate their 
2008 plan options. 

“It is amazing the amount of need that still 
exists,” explains Marilyn Stebbins, Clinical 
Professor of Pharmacy and Co-Principal In-
vestigator of the Partners in D grant at UC San 
Francisco. “Part D is not going away and every 
year it offers new challenges.” 

Faculty and students from the seven Cali-
fornia schools of pharmacy came together  
during the summer of 2007 for an intensive 
Part D training program hosted by UCSF. The  
curriculum from the Partners in D grant is 
now actively taught at six of the seven Califor-
nia pharmacy schools, and all seven schools 
will have the program in full swing by the fall 
of 2008. 

Students who are trained in both Part D  
and Part D counseling are required to serve  
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Don’t ignore debt when evaluating your retire-
ment or investment strateg y. Your home is likely 
your single largest investment, and your mortgage 
your largest debt. How you borrow plays a promi-
nent role in reaching your financial goals.

Over $2 billion in adjustable rate mort-
gages are scheduled to index in the 
next year. That means that the one, 

three and five-year fixed rate period of the 
mortgage expires, and the mortgage rate 
will adjust to today’s higher variable rate 
mortgage and fluctuate for the remainder of 
the loan.

While adjustable rate mortgages have been 
a great choice for many homeowners, and 
continue to be so, now may be a good time 
to reevaluate your mortgage situation and/or 
other debt strategies to insure you’re manag-
ing these interest rate changes optimally.

“Even if you don’t have an ARM with 
higher payments on the horizon, it’s always 
helpful from an investment planning per-
spective to look at whether you’re making 
the most efficient use of debt,” says Mary 
Sexton, Managing Director and a member 
of the Banking Services Group of Wachovia 
Securities.

It’s important to access lenders who are 
skilled in matching your objectives with a 
mortgage structure that is right for you.1 
Just as your time horizon, risk tolerance and 
liquidity needs are critical in choosing in-
vestment options, these factors should influ-
ence your evaluation of a home mortgage 
structure.

should You Pay Off Debt Early?
When you do step back and consider the 

efficiency of your debt use? The obvious 
answer may not always be the right answer, 
like paying extra on, or paying off, your 
mortgage. A 2006 report from the Federal 
Reserve Bank of Chicago2 found that 38% 
of homeowners who prepaid their mortgage 
would have been better off saving the extra 

ing to shoulder. If your prospects for steadily 
increasing income are good and your job is 
stable, your tolerance for taking on more debt 
may be higher.

Mortgage Size vs. Net Worth: A mortgage 
that equals more than 30% or 40% of your 
net worth might be pushing the limit of ac-
ceptable risk for most people. You may want 
to concentrate on paying down the mortgage 
balance, but make sure you first consider the 
impact that may have on your ability to save 
for retirement. Your Wachovia Securities 
Financial Advisor can help you develop an 
appropriate strategy.

Better Borrowing
Determining how long you plan to own 

a property before you buy it can also factor 
into your borrowing strategy. Other factors 
such as the housing market, interest rates, 
and your propensity for borrowing risk 
should also play a role in your decisions.

Many people focus on managing their 
assets and neglect to consider how to make 
the most of their debt. A well-rounded port-
folio is more than just one side of the balance 
sheet, and there may be ways to leverage your 
debt — from margin lending to specialized 
mortgages — to make your portfolio more 
efficient. Your Wachovia Securities Financial 
Advisor can help you unlock value from both 
sides of your balance sheet.

Together, we can discuss:
• Debt payment options 
•  The role of margin lending in long- 

term investing 
• Strategic uses of debt 

This article is provided by courtesy of 
Ronald H. Kaku, CFPTM, a First Vice Presi-
dent - Investments with Wachovia Securities 
in Woodland Hills, CA. Ron welcomes your 
comments and you can reach him at 800 
400-1177 ext. 2230.  The accuracy and  
completeness of this article are not guaran-

money in a tax-qualified retirement account.
The same is usually not true, however, 

for credit-card debt and consumer debt, such 
as a car loan. The interest you pay is typi-
cally much higher than a home mortgage 
rate — and it isn’t tax-deductible. In those 
cases, paying extra to close out the balance 
more quickly may help you to save money. In 
the case of credit cards, it’s often best to pay 
them off in full when the bill arrives to avoid 
interest charges altogether.

Making Margin Work for You3

Another potential source of credit is tax-
able securities in your brokerage account. 
You can pledge securities as collateral and 
borrow up to a predetermined limit based on 
the value of your portfolio. Borrowing “on 
margin” may make sense if your investments 
return more than the rate you’re paying on 
the margin loan. Keep in mind that buy-
ing securities on margin can magnify price 
moves in both directions. Because you use 
borrowed money, gains will be greater — but 
losses will be larger, too.

Assessing Your Risk
Paying off a mortgage or stepping up your 

retirement savings can be as much about 
emotion as it is about money. A home that is 
paid off is one less expense in retirement — 
regardless of how it stacks up as a competing 
investment to something else. 

“Even if in some cases it makes compel-
ling financial sense not to pay off your mort-
gage, some people just feel more comfortable 
if they do, and it’s hard to argue against 
that,” says Sexton. “Being able to sleep at 
night can trump pure economics.”

To make the best borrowing decisions, 
determine your risk profile. Here are some of 
the factors that might go into assessing your 
risk tolerance.

Employment Stability and Income: Anticipat-
ing your future cash flow is a key factor in 
deciding how much debt you should be will-

Managing Your Debts as 
Well as Your Assets

finAnCiAl forUm

by Ronald H. Kaku, CFPTM, First Vice President - Investments, Wachovia Securities
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teed. The opinions expressed are those of 
the author and are not necessarily those of 
CPhA, Wachovia Securities, or its affiliates. 
The material is distributed solely for infor-
mation purposes and is not a solicitation of 
an offer to buy any security or instrument 
or to participate in any trading strategy. Wa-
chovia Securities, LLC, Member New York 
Stock Exchange and SIPC, is a separate 
non-bank affiliate of Wachovia Corpora-
tion. ©2006 Wachovia Securities, LLC.

Investments in securities and insurance 
products: NOT FDIC-INSURED/NOT 
BANK-GUARANTEED/MAY LOSE 
VALUE 

Wachovia Securities is the trade name 
used by two separate, registered broker-
dealers and nonbank affiliates of Wachovia 
Corporation providing certain retail securi-
ties brokerage services: Wachovia Securities, 
LLC Member, NYSE/SIPC, and Wacho-
via Securities Financial Network, LLC 
(WSFN), Member FINRA/SIPC.

References
1. Lending Services available through 

Wachovia Securities are offered by banking 
and non-banking subsidiaries of Wachovia 
Corporation, including, but not limited to 
Wachovia Bank, National Association and 
Wachovia Bank of Delaware, National As-
sociation, separate affiliates of Wachovia Se-
curities, LLC and subsidiaries of Wachovia 
Corporation. All loans are subject to credit 
approval. Wachovia Bank and Wachovia 
Bank of Delaware are equal housing and 
opportunity lenders. 

2. Study was done with the following 
assumptions: The mortgages analyzed were 
fixed rate mortgages, the tax deferred ac-
counts in which the excess money was in-
vested earned a constant rate of return, the 
household itemized their deductions, the 
mortgage had a fixed remaining return and 
the household never defaulted or paid off 
the entire mortgage for moving or refinanc-
ing purposes, the pre-tax returns on the 
retirement accounts were greater than the 
after-tax rates on their mortgages and the 
homeowners are making prepayments, thus 
paying their mortgage down faster than the 
standard 30 year mortgage. In addition this 

any potential for loss. The value of the  
securities held in your account, which will 
fluctuate, must be maintained above a mini-
mum value in order for the loan to remain in 
good standing. If it is not, you will be re-
quired to deposit additional securities and/
or cash in the account or securities in the 
account may be sold. Please carefully review 
the margin agreement which explains the 
terms and conditions of the margin account, 
including how the interest on the loan  
is calculated.

About the author 
Ronald H. Kaku, CFPTM, is a First Vice 

President - Investments at Wachovia Securi-
ties, LLC, in their Woodland Hills office.  
He also holds the designation of Certified 
Retirement Counselor®. He earned a Bach-
elor of Science in Pharmacy at the Univer-
sity of the Pacific and a Master of Business 
Administration at UCLA.  Ron has been an 
investment professional since 1986, specializ-
ing in retirement planning and investing, and 
is an Associate Member of CPhA. Wachovia 
Securities, LLC, member New York Stock 
Exchange and SIPC and is a separate non-
bank affiliate of Wachovia Corporation. 

study does not advocate adding on debt, but 
rather decelerating the rate at which the mort-
gage is paid off.

3. Investment objectives, risk tolerance and 
time horizon must be carefully considered 
before implementing a margin account. 

Investors should fully understand how a 
margin account works. If they do not, they 
should be advised to limit their investments 
to a cash account in which securities must be 
paid in full. When using a margin account, 
investors should not use all of their available 
funds to trade securities. They should retain a 
ready reserve of easily accessible cash so that 
they can promptly meet a margin call.

Investors should carefully watch the value 
of the securities in their margin account. If  
the securities are declining in value, they 
should deposit additional funds in their ac-
count. These cash deposits will reduce their 
loan and lessen their chance of a margin call 
provided the value of the securities in the 
account does not continue to decline or the 
money is not used to engage in further securi-
ties transactions.

Margin borrowing may not be suitable  
for all investors. When utilizing margin,  
you are subjecting your investments to a high  
degree of risk. Market conditions can magnify 
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Background: 
Given the serious economic down-

turn that California is facing and the 
estimated budget deficit of $16 billion 
dollars for fiscal year 08 – 09, the legis-
lature recently took unprecedented ac-
tion in passing the Governor’s proposed 
10% budget cut across the board in state 
spending. The cut applies to provider 
fees for the Medi-Cal program and will 
save the state about $540 million, of 
which $172 million is coming from phar-
macy payments alone.

The only way to stop implementation 
of these cuts is repeal of the law or in-
junction by the courts.

Impact on Community Pharmacy:
The 10% reduction in pharmacy 

payments will be devastating to many 
pharmacies, both chains and indepen-
dents that take more Medi-Cal and may 
be operating on narrower margins. It 
will cause most brand name drugs to be 
dispensed below cost. Many pharmacies 
may go out of business or stop taking 
Medi-Cal patients. This destruction of 
California’s pharmacy network will seri-
ously cripple any health care reform or 
expansion efforts and damage the system 
of drug distribution for current consum-
ers. Literally, millions of patients could 
be put at serious risk by these cuts.

This outcome will disproportionately im-
pact the chronically ill (AIDS/HIV, Hepatitis, 
Diabetics, Mentally Ill, etc.) and older patients. 
These people are much more likely to use 
independent pharmacies. They may find their 
pharmacy support gone. Additionally, even 
patients not on Medi-Cal who use these stores 

phArmACy defenSe fUnd

CPhA Goes to Work for You
and Your Medi-Cal Patients

would be left out if the store closes down. 
These cuts must be stopped to protect 
these vulnerable patients.

This may be the worst issue yet for 
pharmacy to face in many, many years.

Contribute today and 
support your Profession and 
Community Pharmacy!
The Pharmacy Defense Fund of California was 
established by CPhA in order to fight the 10% budget 
cuts which were recently approved by the Governor.  
Your contributions are vital.
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 CphA’S mArKetplACe

Consultant Pharmacist for  
all pharmacy settings

Your one-stop solution for  
pharmacy related 

questions in California.

• Do you have questions for setting up a new pharmacy?
•  Do you need a consultant to assess your setting for 

adherence to pharmacy rules and regulations?
•  Do you need periodic evaluation of your practice setting?
•  Are you mandated by any agency (such as the Board of 

Pharmacy) to retain a consultant pharmacist?
•  Are you a party to an investigation and have questions  

or need guidance?

Dr. Nahal Bahram
16 years of experience in health care

(818) 458-1681

Pharmacy Law 
Specialists 

Law Offices of Brown & Brown
Donald B. Brown Adam B. Brown

FREE CONSULTATION
(310) 792-1315

55 years of successful practice

Judge. Pro Tem, L.A. Muni Court 
Arbitrator, L.A. Superior Court

Pharmacy Board,Criminal 
Defense, Medi-Cal, DEA, etc. 

Statewide Practice

Federal Criminal Medi-Cal Fraud 
Defense

3848 Carson Street, Suite 206
Torrance, CA 90503

Phone: (310) 792-1315
Fax: (310) 792-0691

www.brownlawoffices.net

PHARMACIEs

Selling your pharmacy?

Call (818) 342-5222 ext. 315
Massoud Javadizadeh

Pharmacy Broker Specialist

Our marketing is second to none
Hundreds of qualified buyers
Numerous satisfied clients

Free valuations and consultation
No fee unless we sell your

Pharmacy at a price you agree with

www.SunbeltCA.com

CONsULTING

      pharmacy lawyer
35 years experience in pharmacy law
Former Deputy Attorney General 
Representing Pharmacy Board

Statewide representation of pharmacists 

In Pharmacy Board Matters, DEA,
Medi-Cal Audits, Civil Litigation.
Charter member of the California

Academy of Attorneys for Healthcare
Professional, Former Law Professor  

and Administrative Law Judge.

Reasonable Fees

Ronald S. Marks
A Professional Law Corporation
21900 Burbank Blvd., Third Floor

Woodland Hills, CA 91367
RONMARKS@PRODIGY.NET

(818) 347-8112

LEGAL sERVICEs

Advertise in the next issue of

(916) 779-1400, ext. 317

California  
PharmaCist

Join Today
Your dues help to provide 
the Association with the 

resources it needs to 
prevail against threats 

to pharmacy. With your 
support, we can all work 

together to advance, 
advocate and protect  

your profession.

Join online by visiting 

www.cpha.com/membership 

or by calling

1-800-444-3851

No Matter Where  
You Are in  

Your Pharmacy 
Career, CPhA Is There.

INDEX Of ADVERTIsERs
  2 McKesson
10 Affiniscape
13  Marsh
16 Asereth 
17 Cardinal
21  United Drugs
29  Pacific Pharmacy Computers
35 Rx Relief Ad
45 Pharmacy in Bondage Book
46 Pharm Staff
46  Analytical Research 

Laboratories
53 Buy Sell Pharmacy
68 Dyna Labs
71 Cerner Etreby
72 Good Neighbor Pharmacy
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CAlendAr

April 2008

 16 California Pharmacists Association- Legislative Day, Sacramento, CA

 16-19  Academy of Managed Care Pharmacy 20th Annual Meeting & Showcase, San Francisco, CA

 23-24 California State Board of Pharmacy Board Meeting, Sacramento, CA

 25-27 CPhA Student Pharmacist and New Practitioner Summit, San Diego, CA

 26-30 National Association of Chain Drug Stores Annual Meeting, Palm Beach, FL

mAy 2008

 3-6 Food Marketing Institute Pharmacy Conference, Las Vegas, NV 

 19-21 National Community Pharmacy Association National Legislation and Government Affairs Conference,

  Washington D.C.

JUne 2008

 8-11 American Society of Health-System Pharmacists Summer Meeting, Seattle, WA

 28-July 1 National Association of Chain Drug Stores Marketplace Meeting, San Diego, CA

JUly 2008

 19-23  American Association of Colleges of Pharmacy Annual Meeting, Chicago, IL

 23-24  California State Board of Pharmacy Board Meeting, Orange County, CA

AUgUSt 2008

 23-27  National Association of Chain Drug Stores Pharmacy & Technology Conference, San Diego, CA

SeptemBer 2008

 25-27   CPhA Long Term Care Weekend, Pasadena, CA

 27   CPhA-AMC Educational Day, Pasadena, CA

oCtoBer 2008

 9-12   California Society of Health-System Pharmacists Seminar 2008, Anaheim, CA

 11-15  National Community Pharmacy Association Annual Convention & Trade Expo, Tampa, FL

 15-18  Academy of Managed Care Pharmacy Educational Conference, Kansas City, MO

 19-22  American College of Clinical Pharmacy Annual Meeting, Louisville, KY

 26-28  Pharmaceutical Care Management Association Annual Meeting, Henderson, NV

 29-30  California State Board of Pharmacy Board Meeting, San Francisco, CA

 29-Nov. 3  California State Board of Pharmacy Meeting, San Francisco, CA

noVemBer 2008

 15-16 CPhA Synergy Conference, Sacramento, CA

 16-20   American Association of Pharmaceutical Scientists Annual Meeting, Atlanta, GA

deCemBer 2008

 7-11 American Society of Health-System Pharmacists Mid-Year Clinical Meeting 2008, Orlando, FL

For additional information on CPhA events, visit www.cpha.com






