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s the summer season comes to a close, our days of outdoor activity are numbered. We can look back with appreciation for all the opportunity to be outdoors and
active. Soon we’ll be saying goodbye to sunlight evenings and
hello to cooler weather and shorter days ahead. Finding ways to
remain active and healthy will require extra planning. And for
those who do, their road to health is well paved.
In this issue of the journal, we examine diabetes from a
therapeutic lifestyle perspective and the role that pharmacists
can play in raising awareness about the importance of remaining
active, eating well and closely monitoring the disease. The CPhA
Editorial Review Committee is of the opinion that while there
have been many clinical articles written on the topic, not many
have approached diabetes from this angle, to wit we are pleased
and proud of how this issues has come together. Not only is the
clinical content built all around the same theme, but our features
and business models also speak to the same topic and provide
many examples of how a diabetes practice can be built into any
pharmacy. And if that isn’t enough inspiration for you, be sure
to read the cover story about “Iron Andy,” an athlete diagnosed
with Type 1 diabetes at the age of 36 who has taken his training
on the road as a spokesperson for the Good Neighbor Pharmacy
Diabetes Shoppe.
As always our thanks go out to our contributors for their time
and devotion in creating fresh clinical articles. In particular, we
are grateful to our Guest Editors, Dr. William Gong PharmD,
FASHP, FCSHP from the University of California, San Diego
Skaggs School of Pharmacy and Dr. Craig Stern, PharmD, MBA,
with Pro Pharma Pharmaceutical Consultants. Their combined
efforts have delivered a well-rounded and useful series of articles
to enhance your communication with patients and your consulting
knowledge. Their work would not be complete without the
contributions of their chosen authors. Thank you to Alison Marie
Reta, PharmD, Davalyn Tidwell, PharmD, Jason Lebowitz, 2012
PharmD Candidate, Michael Pazirandeh, 2011 PharmD Candidate
and Ranya Alwan, PharmD.
Elsewhere in the journal, we are pleased to present new
research from Dr. Phillip Chan et al. who write about “Healthcare
Provider Roles within MTM Programs in California….” and Dr.
Gene Morse, et al. who write about a break through program
in New York in “Developing a Bioinformatics and Medication
Management Research Network.”
The CPhA Editorial Committee and I are pleased to present
this comprehensive look at diabetes. Our aim is to help you
become informed, educated, and motivated as a result.
Enjoy the read,
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business, earn quality continuing
education and participate in one of
the largest state pharmacy exhibit
programs in the nation.
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from the ceo A ND PRESIDE NT

At the Helm

Association Leadership

in a Challenging & Changing World
From the CEO

E

arlier this summer,
Eric Gupta and I
attended the 2009
State Pharmacy Association
Leadership Conference at
the Merck offices in North Wales, Pennsylvania. The meeting is organized by the
National Association of State Pharmacy
Associations (NASPA). I have attended this
meeting for the last several years with each
president-elect and have found it to be a
valuable time of sharing best practices and
networking. Rebecca Snead, EVP/ CEO
for NASPA comments on the value of the
event by saying, “This is such a great opportunity for the associations to begin to
plan for the year ahead of them and to network with others in the same situation.”
For the last 20 years this conference has
provided participants the opportunity to
learn the unique attributes and important
role associations play in shaping our
society, showcase the value of volunteer
participation in advancing the profession,
align the roles, responsibilities, and
resources of the leadership partnership
to achieve organization goals, be able to
interact, communicate, and lead more
effectively, understand the critical issues
facing membership organizations and create
collaborative plans to address them, and
share knowledge and best practices within
the state,” said Rebecca Snead, EVP/CEO
for the National Alliance of State Pharmacy
Associations.
As CPhA heads into yet another busy
and contentious legislative season, we are
strengthened by having attended such a
high-powered event. Pharmacy executives
from around the country were able to share
ideas and solutions to important issues
such as health care reform, pharmacy
reimbursement, budget cuts and more.
“Pharmacists Mutual, the principal
sponsor, values the important role of
6
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the pharmacy associations in advancing the
profession of pharmacy in educating the
public and the legislative bodies of the value
the pharmacist brings to health care,” stated
Ed Berg, President & CEO of Pharmacists
Mutual Companies, as well as one of the
conference presenters. “This conference gives
the association leadership some of the tools
they will need to energize their membership to
make a difference in the year ahead.”

If you are in the position
of needing to hire a new
graduate, it may help
to understand them a
little better

From the President

C

ongratulations to our
recently graduated
pharmacists and pharmacy residents! In the words
of one doctor to another,
“You have brains in your
head. You have feet in your shoes. You can
steer yourself any direction you choose.”
Dr. Seuss was right on target when it comes
to pharmacists. You are entering a world of
pharmacists who take care of people in long
term care facilities, community pharmacies,
hospitals, and clinics. Many pharmacists I’ve
talk with who graduated many decades ago,
tell me “I joined CPhA right out of pharmacy
school because it was the right thing to do!”
I certainly wouldn’t argue with them that it
is still the right thing to do, but if you are in
the position of needing to hire a new graduate or an association trying to recruit new
graduates, it may help to understand them a
little better.

The majority of the generation just
graduating pharmacy school is best known as
Generation Y or the Millennials. They were
mostly born between 1980-1988, are racially
and ethnically diverse and already make
up nearly 20% of today’s population. To
socially define this group, they are extremely
independent, technology driven and are
empowered. How does this help if you are
hiring a young pharmacist from this group?
Do the terms “stay at home dad,” “soccer
mom” and getting a sports trophy for just
“participating” mean anything to you? If so,
you may be a Millennial or one of their Baby
Boomer parents. Baby Boomer employers
need to understand that this new group of
pharmacists want a workplace that fits them,
not the other way around. They want to
start at the top and you may just be their
“first job.” Never fear, when the Mellinnials
go to work, they are fierce competitors
with a need for multitasking (and that
doesn’t mean a phone in the left ear and a
spatula in the right hand). They are defined
by technology, from SMS and email to
Facebook and Twitter.
Give them a computer and smart phone,
and they’re ready to work almost anywhere,
even at home. The explosion of technology
in healthcare, otherwise known as Health
Information Technology (HIT), is poised
to change the way we practice pharmacy in
almost every setting. Not only do Millennials
have no hesitancy working with technology,
they demand it.
Through CPhA’s new Clinical and
Professional Affairs Committee (CPAC),
this very issue of HIT in the pharmacy
workplace will be explored. I’ve challenged
Dr. Eric Mack, Chair of the CPAC, and his
committee to develop a position paper for
CPhA to explore and define the role of the
pharmacist in the new HIT landscape. This
is yet another example of the important
work CPhA and its volunteers do on behalf
of the members of the association and for
all pharmacists.
Sincerely,
Jeff Goad, PharmD
www.cpha.com
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MEMBER ne ws

American Pharmacists
Month Coming in October
Are You Ready?

T

his year more than ever, American
Pharmacists Month comes at a time
when the flu pandemic and the national healthcare reform agenda naturally put
pharmacists on the front lines to educate the
public. Many local associations, community
pharmacies, managed care organizations
hospitals and pharmacy schools are busy at
work putting the finishing touches on their
outreach plans for this year. Whether your
group is an active participant or a casual
observer, there’s a chance for each member
to make a difference by talking up the profession. And, with California’s budget cuts
threatening healthcare across the board, the
time to stand up and be counted is now!

What’s In It For Me?
When American Pharmacists Month
rolls around each year, pharmacists have the
opportunity to showcase their capabilities.
But how many of you actually engage in this
celebration and what do you have to gain by
it? What’s in it for the average pharmacist,
technician or related pharmacy professional?
The answer takes on many forms. For
students, it’s an opportunity to practice handson skills in working with the public. Many local
associations count on student pharmacists to
provide blood glucose screenings, bone density
screenings, hypertension screenings and
equally important, provide educational poster
displays on a variety of healthcare conditions.
For local associations, American
Pharmacists Month provides the opportunity
to connect with city and county officials
in the planning of outreach events that
provide value to the community. In addition,
this month-long celebration provides an
opportunity to work with local newspapers,
TV, radio and internet organizations in raising
awareness about what pharmacists can do and
just how accessible they truly are, in spite of
the fact that many are behind the counter.
For patients, American Pharmacists
Month broadens their understanding. First,
they learn that their pharmacists are capable
of providing more healthcare services than
they realized. And secondly, they learn more
8
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Things to Remember
The theme for American
Pharmacists Month is “Know Your
Medicines, Know Your Pharmacist.”
Visit the APhA website at www.
pharmacist.com to order promotional
items such as banners, buttons, shirts,
patient hand-outs, etc.
UCSF student pharmacist provides blood glucose
screening at the San Mateo Co. Pharmacist Assoc.
annual "Talk With a Pharmacist" Day Event

about how to better manage their health and
their disease states with regular pharmacist
consultations.

When Pharmacists Reach Out…Great
Things Happen
So go ahead, take a chance and reach out
to your community this year if you are one of
those local associations that has never given
this a try. The bottom line is, when pharmacists
reach out, people wake up to what you are truly
trained to do. And the more that patients utilize
pharmacist’s services, the more that patient
demand will grow. When patient demand grows,
reimbursement and other healthcare reform
issues will follow.
For those readers who are already on board
planning your outreach events, thank you. Your
actions promote the pharmacy profession for all.
For those groups who are needing guidance, visit
the CPhA website to download the American
Pharmacists Month Planning Guide. It is full
of ideas and practical suggestions on how to
participate in this once a year opportunity.

CPhA Will:
• Create a Capitol press release to kick
off the month
• Calendar local association activities
statewide
• Provide resources including planning
tools, promotional materials, etc. via the
CPhA website (under the Resources Tab)

Members Need to:
• Check in with the local association
in your area to actively help plan the
campaign or to form a community-wide
effort
• Collect patient success stories in which
a pharmacist’s intervention has had a
positive or dramatic impact on their
well-being and send to CPhA for
publication
• Get ready to tell your friends, relatives
and patients about your profession

Is There Still Time?
Absolutely! Connect with colleagues, make a
plan and roll up your sleeves. Your plans do not
need to be on a large scale to be effective. It can be
as simple as putting up a banner in the pharmacy,
wearing buttons and spreading the news to healthcare colleagues and patients. The number one goal
of American Pharmacists Month is to raise awareness. And when the public better understands
pharmacists and how much they care about patients, perhaps a new level of trust and respect will
be established. What a great place to start!

Burt Freeman of the Marin County Pharmaceutical
Association counsels a patient at an Annual Senior
Health Faire event during APM

www.cpha.com

MEM BER NEWS

CPhA Website Springs to Life
New Members
CPhA welcomes those new members who joined CPhA from April 1 – June 30, 2009
Annie Lee, Walnut, CA
Omar Alemi, La Jolla, CA
Eun Lee, Cerritos, CA
Nicole Alton, Fontana, CA
Jessica Lee, Cerritos, CA
David Antosz, Visalia, CA
Yingluan Li, Los Angeles, CA
Chureeporn Arunrut, Grandada Hills, CA
Nancy Lim, Rosemead, CA
Rima Asadourian, Tarzana, CA
Rachel Lu, Hacienda Heights, CA
Lisa Cao, Santa Ana, CA
Julia Lynch, Torrance, CA
Suk Chan, Los Angeles, CA
Golkoo Mahammadzadeh, Los Angeles, CA
Crystal Chang, Emeryville, CA
Loc Mai, Rosemead, CA
Dannis Chang, Los Angeles, CA
Natasha Maldonado, Fresno, CA
Jennifer Chang, Downey, CA
Jennifer Medley, San Clemente, CA
Nancy Chang, Los Angeles, CA
Theia Monera, Los Angeles, CA
Garn Chanjamsri, Los Angeles, CA
Niousha Nader, Woodland Hills, CA
Christopher Chu, Concord, CA
Misuzu Naganuma, Palo Alto, CA
Jenny Chung, Los Angeles, CA
Kimberly Navasca, San Jose, CA
Paul Chung, Los Angeles, CA
Jason Ngo, San Jose, CA
Kim Chuong, Los Angeles, CA
Anh Nguyen, Santa Ana, CA
Jennifer Grace De Jesus, Los Angeles, CA
Anna Nguyen, Alhambra, CA
John De Simone, San Pedro, CA
Hugh Nguyen, Cerritos, CA
Mary Joan Kristine Diaz, Anaheim, CA
Julia Nguyen, San Jose, CA
Alice Duong, Burbank, CA
Lisa Nguyen, Westminister, CA
Mark Ekins, Elk Grove, CA
Rasha Nofel, Los Angeles, CA
Erika Evans, Crockett, CA
Bryan Nouvong, San Diego, CA
Nelson Gelfand, Los Angeles, CA
Adeyemi Omilana, Palm Desert, CA
Adam Gelman, Tokyo
Sucheta Pai, Los Angeles, CA
Sarah Gillingham, Aptos, CA
Anthony Pham, Garden Grove, CA
Meeta Goel, Cerritos, CA
Tracy Pi, Garden Grove, CA
Gabriel Gomez, Whittier, CA
Hanh Platt, Ojai, CA
Maria Guerra, Carson, CA
Joseph Pratt, Perris, CA
Larisa Gunther, Redlands, CA
John Probst, Redondo Beach, CA
Mandy Guo, San Francisco, CA
Sara Qaderi, San Diego, CA
Ngami Ha, Los Angeles, CA
Zary Samim, Elk Grove, CA
Yousef Haboosheh, Vallejo, CA
Myrene Sangria, Los Angeles, CA
Ah Rem Han, Los Angeles, CA
Jim Santa, Vacaville, CA
Han Hoang, Panorama, CA
Elham Sarabi, Porter Ranch, CA
Y Hoang, San Diego, CA
Kevork Shahinian, West Hills, CA
Ogechi Ikediobi, San Francisco, CA
Jia Shi, Fremont, CA
Christopher Ivie, Pasadena, CA
Lina Simon, El Monte, CA
Dianne Jacobson, Huntington Beach, CA
Bebrin Siraj, Los Angeles, CA
Helen Jo, Los Angeles, CA
Enko Telahun, San Diego, CA
Jeremy Jung, Redwood City, CA
Larry Thacker Jr, Huntington Beach, CA
Dennis Kamikawa, Irvine, CA
Mai-Chi Tran, Cerritos, CA
Maheshkumar Kaneria, Pomona, CA
Cindy Truong, San Diego, CA
Samira Kasravi, Los Angeles, CA
John Van, San Diego, CA
Jill Katz, Calabasas, CA
Jeffrey Vipond, Lodi, CA
Kimberley Kelley, San Bruno, CA
Donna Vong, Irvine, CA
Kathleen Kelly, Vacaville, CA
Jonathan Wong, San Francisco, CA
Kiana Keyvanjah, San Diego, CA
Hui Yang, Los Angeles, CA
Peter Koshland, Berkeley, CA
Esther Yue, San Leandro, CA
David Lai, Irvine, CA
Devin Zhang, Los Angeles, CA
Noushin Lavian, Beverly Hills, CA

A

fter a concerted effort by staff, the CPhA website is complete and full of enhanced content
and features. Not only is the site easy to navigate, but it’s also full of resources that will strengthen
ties with local associations, academies, legislators and
vital affiliated pharmacy organizations. In addition,
we’ve added some social networking capabilities which
we encourage everyone to use.
Visit the
home page
and instantly
you will see
friends and
colleagues
featured in
photos. You
will also find
instant links
to HOT
TOPIC issues
such as the
H1N1 flu virus, Immunization Resources and the latest CEO Message and Legislative Update. You’ll also
have the chance to participate in a member “soundoff” as well as find products and services designed to
save you money. Looking to register for an upcoming event? We’ve got those placed on the home page
as well. By providing some of the more highly used
resources on the home page, we hope this shortens
the amount of time it will take for you to find what
you’re looking for.
We’ve also added some great new features such
as an online CE Bank, the CPhA Career Center, an
online Bill Tracker and a digital version of California
Pharmacist so you can access vital resources wherever
you travel.
As the CPhA website continues to be developed,
feel free to provide content in the form of photos and
reports from local meetings or meaningful events
you’ve attended. The site is intended to be about and
for pharmacists and any editorial contributions can be
directed towards Cathi
Lord, Director of Communications
at clord@
cpha.com.
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ACADEM Y news

CPhA and the ALTC
Rally Round ASCP
as It Celebrates 40 Years

P

lease join the California Pharmacists Association (CPhA)
and its Academy of Long Term Care as they welcome the
American Society of Consultant Pharmacists (ASCP) for

its annual meeting titled, “Senior Care Pharmacy 2009.” This first-rate
event will be held in Anaheim, California, November 18-20.

In celebration of its 40th year, ASCP is
planning a California Pharmacists
Day on Friday, November 20th. All
pharmacists in California are invited to
spend the day at the ASCP meeting, attend
special continuing education programs and
visit the exhibit hall.
Nearly all pharmacists care for older
Americans, and ASCP’s focus on geriatrics
has extended beyond its nursing home
roots to the community at-large. Expertise
in managing drug therapy for older persons
is a unique skill, and ASCP’s education
programs are highly focused in this area.
As the assisted living industry grows, and
medication therapy management develops,
more pharmacists from all settings will
play a greater role in keeping drug therapy
for older persons safe, effective and costefficient.
10 California Pharmacist Summer 2009

Please mark November 20th on
your calendars as ASCP’s California
Pharmacists Day and plan to attend. More
information will be available through CPhA in
the coming weeks.
As an affiliate member of ASCP, CPhA and
members of CPhA’s Academy of Long Term
Care have long been active participants with
ASCP. Together with members of the California
Chapter of ASCP, Academy Members will help
host California Pharmacists Day.
Members of ASCP provide pharmacy
related clinical and distribution services
to those on the Medicaid waiver program,
residents of nursing homes, assisted living
facilities, correctional facilities, managed care
organizations and hospices as well as to elderly
individuals at home. Visit www.cpha.com and
link to ASCP’s web site to learn more about this
national association.

CPhA and AHP at
CSHP Seminar 2009!
As part of ongoing efforts to build a
stronger working relationship with the
California Society of Health System
Pharmacists (CSHP), the CPhA Board of
Trustees will be holding one of its meetings
at this year’s CSHP Seminar, which will be
held October 1-4, 2009 in sunny San Diego.
Several Academy of Hospital Pharmacists
(AHP) board members will also be participating in the exhibit hall at the CPhA booth.
In alignment with our revised mission
statement and goals for AHP, we hope to
actively partner with CSHP on issues that
impact pharmacy practice in all healthsystem settings. On behalf of the Academy
of Hospital Pharmacists’ Board, we invite
you to come visit us to find out what we
have planned for the upcoming year, and
to provide us with feedback on the role
that AHP should play in health-systems
pharmacy in California.
AHP Board
Pierre Del Prato, PharmD, Co-Chair
pdelprato@aol.com			
		
Helen Park, PharmD, Co-Chair
hpark47@yahoo.com
AHP Trustee
Helen Park, PharmD
hpark47@yahoo.com
Doug O’Brien, PharmD
doug.c.o’brien@kp.org
Sian Carr-Lopez, PharmD
slopez@pacific.edu
Jennifer Hoang, PharmD
jennifer.hoang@hotmail.com
www.cpha.com

THREE DAYS
COUNTLESS OPPORTUNITIES
SEPT·12&13·2009

SAT SEPT·12·2009

SAT OCT·17·2009

LONG-TERM CARE
WEEKEND*

MANAGED CARE
DAY *

COMPOUNDERS
DAY *

Saturday, September 12
8:00 am — 6:00 pm

Saturday, September 12
8:00 am — 6:00 pm

Saturday, October 17, 2009
8:00 am — 6:00 pm

New Drugs & Pipeline Drugs
Bradley Williams, PharmD

New Drugs & Pipeline Drugs
Bradley Williams, PharmD

Pharmacy Inspections by the
Board of Pharmacy: What to Expect
Robert Ratcliff, PharmD

USC School of Pharmacy

USC School of Pharmacy

Julie Huang, PharmD

Julie Huang, PharmD

MedImpact Healthcare Systems

MedImpact Healthcare Systems

Medication Safety Across the
Continuum of Practice Settings
Lee Meyer, PharmD, CGP, FASCP

Medication Safety Across the
Continuum of Practice Settings
Lee Meyer, PharmD, CGP, FASCP

Golden Clinical Services

Golden Clinical Services

Lisa Haw, PharmD

Lisa Haw, PharmD

California State Board of Pharmacy

Veterinary Medicine
Erik Clausen, PharmD
Golden Gate Pharmacy

Hospice & Wound Care
Dana Nelson, PharmD
Health Plus Pharmacy

MedImpact Healthcare Systems

MedImpact Healthcare Systems

PCAB 101
Paul Lofholm, PharmD

Overview of Pharmacy & Residential
Care Facilities for the Elderly/ALFs
Community Care Licensing Speaker TBD

Healthcare Information Technology
Patrick Robinson, RPh, MBA

Tom Murry, PharmD, Esq.

CalPERS - Health Benefits Branch

Practice Pearls & Practice Problems
Moderator Debby Johnson, PharmD

PCAB Surveyor

Timathie Leslie

Infectious Disease: C-DIFF & MRSA
Jennifer Cupo, PharmD

Manatt Health Solutions

USC School of Pharmacy

Strategies for Managing Specialty
Drugs: Focus on Oncology
Jeff Januska, PharmD

Sunday, September 13
7:30 am — 12:00 pm

Chris Chan, PharmD

Federal & State Regulatory Update

CenCal

PCAB

California Pharmacy and Compounding Center

Paul Lofholm, PharmD
Dana Nelson, PharmD
Erik Clausen, PharmD

Inland Empire Health Plan

Michael Lewis
Drug Enforcement Agency

Virginia Herold

California State Board of Pharmacy

Long-Term Care Weekend and Managed Care Day at the

Compounders Day at the

Burbank Airport Marriot

Manhattan Beach Marriott

Reserve your room by
August 21 · $129 per night

Reserve your room by
September 25 · $119 per night

1-800-228-9290

1-800-228-9290

*All programs are ACPE accredited

Visit www.cpha.com to register
for www.cpha.com
any or all of these events
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E VE NT COR N ER

CPhA Members Attend

American Diabetes
Association Meeting
In New Orleans

N

by Danielle Colayco, PharmD

ew Orleans, Louisiana hosted over 15,000 attendees at the
American Diabetes Association’s (ADA) 69th Scientific Sessions on June 5-9, 2009.

Healthcare professionals, researchers,
pharmaceutical companies, diabetic educators, and patient advocates gathered to
engage in scientific discussions and—at
times—heated debates over the latest research in the area of diabetes.
One hot-button issue focused
on glycemic control and
cardiovascular complications.
New analyses on the Action to
Control Cardiovascular Risk
in Diabetes (ACCORD) and
Veterans Affairs Diabetes Trial
(VADT) evaluating the effect
of intensive glycemic control
on cardiovascular outcomes
were presented.
The findings
suggested that
the excess
cardiovascular
risk found in
the intensive
arm of the
ACCORD trial
could not be
attributed to lower
average glycosylated
hemoglobin (A1C) levels
or rapid reduction in
glucose levels. In addition,
severe hypoglycemia was
associated with higher
mortality risk but was not
responsible for the excess
risk found in the intensively
controlled patients. Findings from
the VADT analysis suggested
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that aggressive management in patients with
a shorter duration of diabetes (less than
15 years) may be beneficial for mitigating
cardiovascular risk.
Another widely discussed session
centered on new diagnostic criteria for type
2 diabetes. An international committee
appointed by the ADA, International
Diabetes Federation (IDF), and
European Association
for the Study of
Diabetes (EASD)
recommended
A1C ≥ 6.5%
as the new
diagnostic
criterion
for type 2
diabetes.
No official
guidelines
have yet been
adopted by the
organizations. The
recommendations were
well-received by
the thought leaders
present, who noted
that the A1C would
reflect more of a
long-term marker
of glycemic control
than the currently employed
fasting plasma glucose (FPG). In addition, the
test would be easier to implement, as patients
would not be required to fast. The test may
also provide a more accurate assessment,
as patients would be unable to deceive their

clinicians by eating less in the short period
before the test. Finally, it was noted that the
ease of implementation may lead to more
diagnoses of otherwise uncaptured patients.
Clinical research sessions on pipeline
drugs were also well-attended. Much of the
attention focused on dipeptidyl peptidase-4
(DPP-4) inhibitors and glucagon-like
peptide-1 (GLP-1) analogs. Clinicians
and researchers asked many questions on
emerging toxicity issues and differentiation
between products on efficacy and safety.
Finally, awards for outstanding scientific
and clinical achievement, as well as service
in the area of diabetes were presented on
Monday evening. Awards were accompanied
by presentations delivered by recipients in
their areas of expertise.
Overall, the meeting provided a forum
for intellectually stimulating discussions,
exchange of ideas between scientists and
clinicians, and inspiration from leaders in
the field. Ironically, the backdrop of New
Orleans—a city renowned for its Southern
comfort food—was hardly conducive to
practicing the healthful lifestyles we preach
to our patients. All things in moderation,
however, we were able to productively discuss
controlling obesity and cardiovascular risk
over a breakfast of beignets.
For more information on the Scientific
Sessions, visit: http://professional.
diabetes.org/Congress_Display.
aspx?TYP=9&CID=57909
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fellow in pharmaceutical economics and policy at
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www.cpha.com

E VE NT COR NER

September is

National Preparedness Month!
Family Emergen
cy

Plan

Make sure your
family has a plan
get in contact
in case of an emerg
with
ency. Before an
supply kit or anoth each other, where you will go
emergency happe
and what you
er safe place where
ns, sit down toget
will do in an emerg
her and decide
you can acces
Out-of-Town Conta
ency. Keep a copy
s it in the event
how you will
ct Name:
of this plan in
of a disaster.
your emergency
Email:
Telephone Numb

Neighborhood
Meeting Place:
Regional Meetin
g Place:
Evacuation Locati
on:

Fill out the follow

Name:
Date of Birth:

ing information

Telephone Numb
Telephone Numb

for each family

member and keep

Telephone Numb

er:

er:

er:

er:

it up to date.

Social Security
Number:
Important Medic
al Information:
Social Security
Name:
Number:
Important Medic
Date of Birth:
al Information:
Social Security
Name:
Number:
Impor
tant Medical Inform
Date of Birth:
ation:
Social Security
Name:
Number:
Important Medic
Date of Birth:
al Information:
Social Security
Name:
Number:
Important Medic
Date of Birth:
al Information:
Social Security
Write down where
Number:
Important Medic
apartment buildin your family spends the most
al Information:
time: work, schoo
gs should all have
l and other places
site-specific emerg
Work Location
you frequent.
ency plans that
Schools, dayca
One
you and your family
re providers, workp
Address:
need to know
laces and
about.
Phone Number:
School Location
One
Evacuation Locati
Address:
on:
Phone Number:
Work Location
Two
Evacuation Locati
Address:
on:
Phone Number:
School Location
Two
Evacuation Locati
Address:
on:
Phone Number:
Work Location
Three
Evacuation Locati
Address:
on:
Phone Number:
School Location
Three
Evacuation Locati
Address:
on:
Phone Number:
Other place you
frequent
Evacuation Locati
Address:
on:
2EADY #AMPAIGN TY
Phone Number:
4HROUGH ITS
LAND 3ECURI
Other place you
TMENT OF (OME
frequent
EvacuIN
TO TAKE
THE 53 $EPAR
Address:
ation Location:
UDE
ERS !MERICANS
)NCL
TO
EMPOW
S
AND
D )TEM
EDUCATES
Phone Number:
E FOR AND
STEPS TO PREPAR
2ECOMMENDE Y 3UPPLY +IT
SIMPLE
ING
Impo
INCLUD
SOME
rtant Information
Evacuation Locati
ENC
IAL EMERGENCIES
on:
RESPOND TO POTENT TERRORIST ATTACKS 2EADY
Doctor(s):
A "ASIC %MERG
RS AND
Name
 GET
NATURAL DISASTE
Other:
DAYS
Telep
DO THREE KEY THINGS
TO
THREE
hone
UALS
LEAST
Number
INDIVID
ASKS
A FAMILY
DAY FOR AT
Pharmacist:
Policy Number
PERSON PER
SUPPLY KIT MAKE
AN EMERGENCY
N OF WATER PER
ED ABOUT THE
Medical Insura
AND BE INFORM
7ATER ONE GALLO
nce:
COULD
EMERGENCY PLAN
AND SANITATION
Homeowners/Rent
EMERGENCIES THAT
FOR DRINKING
al Insurance: DIFFERENT TYPES OF
SES
HABLE FOOD
Veterinarian/Kenn
APPROPRIATE RESPON
OF NON PERIS
THEIR
LY
AND
SUPP
el (for pets): OCCUR
A THREE DAY
BASIC
&OOD AT LEAST
SHOULD HAVE SOME
HER 2ADIO WITH
CANS
7EAT
AT
!MERI
FOR
!LL
AND A ./!!
IN ORDER TO SURVIVE
CRANK RADIO
SUPPLIES ON HAND
OCCURS
RED OR HAND
IF AN EMERG
DialENCY
"ATTERY POWE
FOR BOTH
911
THATgenc
ITEMS
LEAST THREE DAYS
Emer
EXTRA BATTERIES
BASICfor
ies
LISTING OF SOME
TONE ALERT AND
INCLUDE
&OLLOWING IS A
SUPPLY KIT SHOULD
EVERY EMERGENCY
INDIVIDUALS
EXTRA BATTERIES
IMPORTANT THAT
&LASHLIGHT AND
THEY LIVE
(OWEVER IT IS
WHERE
ER
AND CONSID
IN ORDER
REVIEW THIS LIST
OF THEIR FAMILY
NEEDS
KIT
AID
UNIQUE
&IRST
THAT WILL
AND THE
ENCY SUPPLY KIT
ALSO
TO CREATE AN EMERG
L FOR HELP
 )NDIVIDUALS SHOULD
ENCY
MEET THESE NEEDS
7HISTLE TO SIGNA
C
AT LEAST TWO EMERG
AIR AND PLASTI
CONSIDER HAVING
AND SMALLER
CONTAMINATED
FULL KIT AT HOME
TO HELP lLTER
OR
SUPPLY KITS ONE
$UST MASK
SHELTER IN PLACE
WORKPLACE VEHICLE
DUCT TAPE TO
LE KITS IN THEIR
ATION
PORTAB
SANIT
SHEETING AND
NAL
SPEND TIME
TIES FOR PERSO
OTHER PLACES THEY
AND PLASTIC
GARBAGE BAGS
-OIST TOWELETTES
ES
TO TURN OFF UTILITI
7RENCH OR PLIERS
CANNED FOOD
KIT CONTAINS
3ECURITY
FOR FOOD IF
OF (OMELAND
#AN OPENER
Name:
Date of Birth:

T

he CPhA Emergency Preparedness
Committee, with the support of the
CPhA Board of Directors, is calling on
all pharmacists and related healthcare professionals to participate in national preparedness
month, which is a national program sponsored
by the Federal Emergency Management Association (FEMA). For the second year in a row,
CPhA is participating as a coalition member.
The goal is to get the general public, including
business owners and healthcare workers to
prepare in advance for emergencies by: “getting a kit, making a plan and becoming informed.” Downloadable emergency checklists
and plans for your business and family can be
found at www.ready.gov
CPhA has chosen flu preparedness as its
theme for this year’s national preparedness
month activities. We are encouraging all
pharmacies to get informed about both the
seasonal and H1N1 flu vaccines and to post

patient information sheets
in the pharmacy so that
Q
patients are well informed
Q
Q
about how to reduce the
Q
spread of both viruses, how
Q
Q
to differentiate between
Q
Q
them and what steps they
Q
should take to get vaccinated.
Q
Q
In addition, we encourage
the stocking of supplies such
as hand sanitizers, facial tissues, facial masks,
etc. The CDC is encouraging all populations,
especially “at-risk” populations to get both sets
of shots this year. If you are planning to provide
immunizations in your pharmacy setting, please
let CPhA know by contacting Cathi Lord, CPhA
Director of Communications, at: clord@cpha.
com. This information will assist CPhA in the
development of a “Flu Finder” tool for our
website which will help patients find vaccination
sites. The feature will go live in September.

It is also very important for pharmacists and pharmacy technicians
to join forces with state and county emergency efforts. To do so,
follow the steps below to sign up and learn more.

Disaster Response for Pharmacists:

Step 1. Register as a Disaster Health Care Volunteer This is a state run
database that provides critical information to county officials about who
you are and your certifications so they can call on you when the need
arises. It is a secure web-based registry and will automatically notify
you in the event of a disaster and track your deployment. Answers to
frequently asked questions are available on the CPhA website.
Step 2. Connect at the County Level It is vital that all health care
volunteers connect with county officials in order to ensure effective
communications. County health officials contacts are also available on
the CPhA website.
www.cpha.com
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“I know all
of you are
busy with
the normal
needs and concerns of your professional
life. But it is essential for all pharmacy
professionals to be involved in
improving the health and safety of their
communities, including participating in
emergency preparedness and response
activities. I encourage all of you to seek
out and join your local MRC unit as a way
to show your support.”
53 $EPARTMENT


7ASHINGTON $#

Robert J. Tosatto, RPh, MPH, MBA
CAPT, US Public Health Service Director, Office of
the Civilian Volunteer Medical Reserve Corps

Step 3. Join the Medical Reserve Corps. in Your Area This group differs
from the Disaster Health Care Volunteers in that it is a communitybased unit of medical responders. These volunteers assist public
health efforts in times of special need or disaster, e.g. during a major
communicable disease outbreak, an earthquake, flood, fire, evacuation
or an act of terrorism. MRC units often organize training exercises
that provide experiential skill development.
Step 4. Join the California State Board of Pharmacy’s e-mail Notification
List by visiting their website at www.pharmacy.ca.gov. In addition to
providing officials access to who and where you are, you also can sign
up to receive emergency notifications as they occur. In many cases,
these notifications will warn you of information that is not available
to the mainstream public and also provide pharmacy-specific
information you may not find elsewhere.
Summer 2009 California Pharmacist
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in sur ance news

New Enhancements to
CPhA Business Owners
Liability Program

Identity Theft and Data Compromise Added

A

s part of the ongoing commitment
to provide CPhA members with innovative solutions to address evolving insurance needs, Fireman’s Fund has
added two important new coverages: “Data
Compromise” coverage and “Identity Recovery” coverage.
Data Compromise Coverage addresses
the problems created if your sensitive
customer information (like health-related
data) is stolen, accidently publicized or
released. Identity Recovery Coverage helps
you quickly restore your identity
by covering many expenses,
including legal costs, arising
from an identity theft.
These new
enhancements
were added
to a
Business
Owners
Package
policy
which
already
provides
Professional
Liability
protection
that covers
the extended
scope of
practice for
pharmacists
including
activities such
as administering
immunizations
or compounding
medications for your
patients.
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It is important to review your policy as
more and more insurers restrict coverage
for these and other professional activities.
In some cases, insurers have dropped
professional liability coverage altogether
from business liability (BOP) policies sold to
pharmacists.
Fireman’s Fund enhanced its policy for
CPhA members by defining Pharmacy
Services as the art, practice, or profession
of preparing, preserving, compounding,
dispensing, administering, and
consulting upon medicines, medical
drugs, supplies, equipment
or devises used in the
treatment of medical
disorders and
maladies rendered
by the insured
in the
capacity
of a
pharmacy
or pharmacist.
This clear
definition allows
you to practice
your profession
with a focus on
your patients
instead of your
insurance policy.
Pharmacy
owners also
benefit from
the stability
of working
with CPhA’s
long standing
insurance partner,
Marsh, whose
professionals are able

to help members assess their unique business
insurance needs. In addition, members
who are insured under CPhA’s workers’
compensation program can receive a 10
percent premium discount on their CPhA
BOP policy.
If you are with one of the companies that
is dropping professional liability protection
from its policy, this is a good time to make
the move to CPhA’s program. Avoid the
consequences of having a claim occur prior
to your old policy running out. You may
arrange a consultation, without incurring
any obligation, by phoning Marsh at 888926-CPhA, or e-mailing CPhA.Insurance@
marsh.com.
Yes, CPhA is now ready to reinstitute
the ACH program. For more details, call
Michelle Ornelas in the Accounting Department at 916.779.4504.

Marsh Representatives
Thanks to our partners at Marsh for their
continued support.
Roy Lyons, Executive Director
Sam Baxter
Kimberly Brame
Liz Fogle
George King
Roger Viernes

CPhA Insurance Committee
Gary Thomas, Chair
Gary Basrai
Frank Cable
Robert Duey
Kathy Hillblom
Rich Kane
Ken Ross
Wayne Woods
www.cpha.com

Now, more than ever.

Can you spare $60,000?1 That’s what you’d have to pay, on average—in legal fees, fines,
settlements and judgments—to resolve an employment practices liability-related event.
And according to statistics, two out of every three businesses experienced an employment
practices related event during the past five years.
Did you know—The number of charges filed with the
EEOC from 2005–2008 was up 26 percent.2 And the
total amount of money awarded nearly tripled, to
$102.2 million.3
Did you know—Workers’ compensation, general and
professional liability insurance generally do not cover
the vast majority of complaints filed against employers
—discrimination, harassment, and many others.
In this economy, when every penny is precious, isn’t an
ounce of prevention worth it?
Settling an employee claim can cost you thousands. You
can secure Employment Practices Liability protection for
as little as $750 a year ($1,000 in Los Angeles). And you
pay nothing for access to the legal help-line and the risk
management training that go with it.
!DMINISTERED BY

Please call a client service
representative at 888-926-CPhA today.
The process is simple and fast. Just ask
for a Quote Request Form, complete it
and fax it back to Marsh.

Let us show you how your
membership in the Association
can save you money.

www.chubb.com/corporate/chubb8596.html
www.eeoc.gov/stats/litigation.html
3
www.eeoc.gov/stats/charges.html
1
2

Sponsored by:
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CLINICAL KNOWLEDGE, RESEARCH, THERAPEUTICS

The Pharmacist’s
Role in
Therapeutic
Lifestyle
Changes of the

Diabetic Patient

by Craig Stern, PharmD, MBA

D

iabetes mellitus is a micro vascular disease that impacts multiple organ systems. Arguably, diabetes is a cardiovascular
disease. As pharmacists, we focus on medication therapy,

but multi-organ diseases like diabetes have multiple risk factors that
cannot all be mitigated with drugs.

Of particular concern are independent
risk factors. Obesity, sedentary lifestyles,
and smoking are risk factors that result in
morbidity and mortality independently. They
cause, or contribute to, morbidity and mortality even if hypercholesterolemia, hypertension, or blood glucose are treated with drugs.
This clinical knowledge section in this
issue of the journal focuses on the first step
in the therapy of diabetes, namely, therapeutic lifestyle changes (TLC). The targets for
TLC are sedentary lifestyles, overweight or
obesity, and poor nutritional habits.
TLC provides the prescription for
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change – regular exercise, weight loss, and
improved eating habits. The pharmacist is
in a unique position to impact the changes
required, because patients have more “face”
time with them than any other health care
professional. On average, patients visit pharmacists at least three times for every physician visit. As a result, pharmacists can, and
should, take a primary care role in educating,
training, and monitoring patients and their
progress toward their TLC goals.
The clinical knowledge articles in this issue on exercise, nutrition and obesity provide
the tools pharmacists will need to implement

their primary care role in TLC. In the
article on exercise, Drs. Reta and Gong
provide specific prescriptions for exercise, while in the article on nutrition Drs.
Tidwell and Gong provide specific menu
and diet instructions. The knowledge article on obesity by Misters Lebowitz and
Pazirandeh, and Dr. Stern considers the
BMI monitoring necessary to reduce the
risk of cardiovascular complications.   
In addition to the clinical knowledge
articles, the Business Models presented
herein demonstrate the benefits of active
pharmacist interventions and the value of
diabetes consulting in the pharmacy setting. The interview with Iron Andy adds
motivation for personal action, and Dr.
Pascal’s Pharmacy Lighter Side ensures
that we don’t take ourselves too seriously,
even when we are providing critical assistance to the diabetic patient.
The pharmacist is a primary care provider for TLC for diabetic patients. The
only action left is TO ACT!
www.cpha.com
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The Role of Exercise
in Type 2 Diabetes

I

by Alison Marie Reta, PharmD and William C. Gong, PharmD, FASHP. FCSHP

ncidence of type 2 diabetes mellitus is closely associated with
both obesity and sedentary lifestyle. It is estimated that more than
80% of individuals with type 2 diabetes are either overweight or

obese.1 Exercise is considered a cornerstone of the therapeutic lifestyle

changes that, according to American Diabetes Association Treatment
Guidelines, should be initiated upon diagnosis of type 2 diabetes.2
Exercise fights both the battle of the
bulge and provides an outlet for physical activity, has been shown to prevent
and delay the onset of type 2 diabetes,
and decreases hemoglobin A1C levels in
patients with diagnosed type 2 diabetes.
Both the American Diabetes Association
and the American Heart Association direct healthcare providers to counsel their
diabetes patients about exercise, but clini-
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cians may lack the knowledge to recommend
appropriate regimens of physical fitness.
Therapeutic lifestyle changes (TLC) are
the non-pharmacological efforts that individuals can make to improve the modifiable risk
factors associated with type 2 diabetes and
other chronic diseases as well. TLC recommendations for diabetes care include intensifying exercise habits, curbing dietary excess,
quitting smoking, and moderating alcohol

intake. In patients with risk factors and impaired glucose tolerance, intensive exercise
programs have been demonstrated to slow
the progression or to prevent these patients
from type 2 diabetes. The Diabetes Prevention Program and the Finnish Diabetes
Prevention Study each demonstrated a 58%
reduction in progression to type 2 diabetes
in people with impaired glucose tolerance.3, 4
The SLIM study demonstrated that TLC
efforts consisting of exercise and a healthy
diet improved postprandial glucose levels
and insulin sensitivity, even in patients
without diabetes.5 This is significant as
both elevated postprandial glucose and insulin resistance are associated with patients
developing type 2 diabetes.
Weight loss, whether attributable to either diet or exercise, also reduces the risks
of developing type 2 diabetes. A 2008 systematic review of 11 studies published between 1966 and 2001 that evaluated weight

www.cpha.com

All the major health organizations recommend
patients with type 2 diabetes participate in at least
150 minutes of exercise per week.
loss on diabetes outcomes demonstrated
that obese patients who achieved longterm weight loss via TLC efforts reduced
their risk of developing type 2 diabetes by
approximately 32%.6 Long-term mortality
risk was reduced by 25% in subjects who
maintained their weight loss.6
Exercise can help individuals lose
weight, but it is also independently associated with diabetes-related benefits. In the
Nurses’ Health Study, a cohort analysis of
nearly 90,000 participants, women who
participated in vigorous exercise at least
once per week over eight years had a 33%
less risk of developing type 2 diabetes
than women who did not exercise.7 Subjects in the Physicians’ Health Study who
engaged in high-energy physical activity
once a week had a 0.71 relative risk of
type 2 diabetes over five years compared
to those who did not.8 Many prospective
studies have also confirmed the inverse
relationship between exercise level and
type 2 diabetes incidence.9 Exercise promotes many health benefits, both for general well-being and for diabetes specifically. Exercise helps people improve body
composition, develop muscle strength,
and increase their workload capacity.10 It
improves basal metabolic rate, which is
the pace at which calories are burned during the resting state.11
Exercise also reduces stress and builds
self-esteem.12 Patients who engage in
routine physical activity can expect a
modest drop in hemoglobin A1C of about
0.6%.2, 13 While a 0.6% reduction may
not seem significant, studies including the
UKPDS demonstrated that a 1%
decrease in A1C is associated with a
15-20% decline in cardiovascular events
and a 37% decline in microvascular
complications,14 and is also correlated
with a 14% decrease in the risk for
www.cpha.com

myocardial infarction and a 21% decrease
in the risk for diabetes-related death.15 It appears that all forms of exercise ranging from
endurance-type regimens, resistance training
or weightlifting, recreational sports, or even
around-the-house leisure time activity can
lower hemoglobin A1C levels. It is not restricted to any particular type of any exercise.16
During physical activity, increased insulin
sensitivity is enhanced by depletion of glycogen stores and by increased blood flow to
muscle tissue.17 Consistent, recurring physical exercise leads to an enduring increase
in insulin action (i.e., glucose uptake) at
skeletal muscle owing to structural changes
in muscle tissue that occur.17 Since skeletal
muscle is the major receptacle for insulinstimulated glucose uptake, exercise efforts
that enhance glucose uptake will decrease
insulin resistance not only at those specific
tissues but in the body as a whole.18 Exercise
also has favorable effects on many cardiovascular markers, which is important when
considering that type 2 diabetes is a risk
equivalent for heart disease. Improved blood
pressure control, decreased low-density
lipoprotein (LDL) and total cholesterol, in-

creased high-density lipoprotein (HDL),
and improved endothelial dysfunction
have all been found to be positive benefits of physical activity.19 In addition to
improving macrovascular health, exercise
can also modify the course of progression
of microvascular complications of type 2
diabetes such as neuropathy, retinopathy,
and nephropathy.12 Long-term aerobic exercise training can slow and prevent the
development of peripheral neuropathy.19
Given these many benefits, all type 2
diabetes patients should be encouraged to
participate in regular episodes of physical
activity.
All the major health organizations
recommend patients with type 2 diabetes
participate in at least 150 minutes of exercise per week. The ADA recommends 150
minutes per week of moderate-intensity
aerobic physical exercise and thrice-weekly
resistance training. 2 The Office of the
Surgeon General (OSG) advises adults to
do at least 150 minutes per week of moderate-intensity activity or, alternatively,
75 minutes per week of high-intensity
activity. For added benefit, adults may

Table 1: Adapted from WHO 2009 and the 2008 US Department of Health
and Human Services Physical Activity Guidelines for Americans 20, 24
Moderate-Intensity Physical Activity

Vigorous-Intensity Physical Activity

Brisk walking, Dog-walking

Aerobics

Bicycling

Jumping rope

Housework, Gardening/Yardwork

Running

Games with children

Swimming

Recreational sports

Competitive sports such as soccer and tennis

Dancing

Martial arts
Carrying heavy loads
Summer 2009 California Pharmacist
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The Role of Exercise in Type 2 Diabetes (cont.)

Type 2 diabetes patients who are using insulin or
sulfonylurea drug agents should check their blood glucose
levels before, during, and after periods of exercise initially
in order to learn to recognize glucose patterns.
increase their exercise to 300 minutes total
per week of moderate-intensity exercise
(or 150 minutes per week of high-intensity
exercise). The OSG also recommends that
adults perform medium- to high-intensity
muscle-strengthening resistance exercises
that involve all major muscle groups on
two or more days out of the week.20 Along
the lines of the ADA and OSG, World
Health Organization (WHO) guidelines
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recommend that individuals perform 30 minutes of moderate-intensity exercise five days
per week, or 20 minutes of vigorous-intensity
exercise three days per week, or any combination of the two. Additionally, WHO guidelines endorse a minimum of twice-weekly
sessions of weightlifting exercises to build
muscle strength.6 See Table 1 for examples of
various exercise activities in which patients
can participate.

Both aerobic exercise and resistance
training are therapeutically equivalent in
improving glycemic control.17 However,
further study is still needed to determine
exactly which variables of exercise – duration, frequency, intensity, category, and/or
time of day performed – are most responsible for and best correlate with metabolic
improvements. 21 Resistance training is
beneficial in adding skeletal muscle mass to
improve whole-body glucose consumption
and insulin sensitivity.17 It also improves
strength and overall functional capacity.
A weightlifting routine should target all
major muscle groups, but not overburden
the same muscle groups on the same day
so as to prevent injury due to overuse and
fatigue. 2
It may not be necessary for all adults
with type 2 diabetes to receive pre-exercise
screening before beginning a regimen of
light-to-moderate physical activity. 22 However, since patients with type 2 diabetes
have a cardiovascular risk equivalent, they
should be evaluated prior to starting a
vigorous exercise program.12, 22 Patients
should take into account their baseline
fitness level, the presence of any comorbidities, their body composition, and their
current muscle strength when initiating an
exercise program.17 Individuals should start
with a gentle, undemanding exercise routine and gradually increase both the duration and intensity as their muscles become
conditioned to the workload.
Type 2 diabetes patients who are using
insulin or sulfonylurea drug agents should
check their blood glucose levels before,
during, and after periods of exercise initially in order to learn to recognize glucose
patterns.12 Depending on the intensity and
duration of the activity, insulin users may
have to decrease their pre-exercise dose to
avoid potential hypoglycemia.11 Repeated
www.cpha.com

The Role of Exercise in Type 2 Diabetes (cont.)

assessment of blood glucose levels will help
those patients determine their individualized activity-blood glucose response relationship, and if dosage adjustment is necessary. Snacks such as fruit and sports drinks
that contain simple sugars should be kept on
hand to treat hypoglycemia if it occurs.
Elderly patients generally have less muscle strength than younger individuals due
to loss of lean tissue from the natural aging
process. The decrease in skeletal mass is
well correlated to the elderly person’s body’s
decreased ability to store glucose. 23 Lowimpact and low-intensity cardiovascular
regimens such as walking and water-aerobics can be recommended to these patients,
as well as strength-building exercises that
can serve to increase muscle mass and improve efficiency of glucose uptake. Musclestrengthening exercises will furthermore
improve overall balance and stability and
help prevent falls.
Because of the strong correlation between obesity and the development of type
2 diabetes, physical activity is an especially
important therapeutic intervention for those
who have diabetes or pre-diabetes. Exercise
has been proven to reduce A1C levels and
enhance insulin sensitivity, and is associated
with weight loss and cardiovascular benefits.
As healthcare providers, pharmacists have
the opportunity and obligation to promote
TLC practices including exercise to their
patients. Pharmacists need to encourage
physical activity, and should be able to describe the effects it has on improving health
and delaying disease progression.
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The Effects of Obesity
and Overweight on Health
Monitoring for BMI at Every Visit

by Jason Lebowitz, 2012 PharmD candidate; Michael Pazirandeh, 2011 PharmD candidate; Craig Stern, PharmD, MBA
Introduction

D

iabetes is one of the single-most
prevalent consequences of obesity. It
presents itself in today's population
as a micro vascular disease leading to cardiovascular, kidney, and eye diseases. While
some of the risk factors can be treated with
medications, obesity provides a separate and
independent risk factor for cardiovascular
morbidity and mortality that cannot be sufficiently treated with medications.
Education, exercise, and proper nutrition
all contribute to the therapeutic regimen
for obesity, but ultimately the patient is in
control of this risk factor and must bear
the consequences. Pharmacist counseling
can make a significant impact on patient
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outcomes. The following discussion addresses
the epidemiologic problem and the evidence
behind the need to treat obesity separately.

Definitions
The World Health Organization (WHO)
defines obesity as abnormal or excessive fat accumulation that presents a risk to health. One
of the simplest ways to assess and measure
obesity is through the body mass index (BMI).
It is calculated by taking the patient’s weight
in kilograms and dividing by the square of
his or her height in meters (N.B. One can use
weight in pounds, height in inches squared,
and multiply by a conversion factor of 703).  
A BMI between 25-29.9 is classified as overweight and a BMI >30 is classified as obese.

Patients should be assessed for a BMI less
than 25 as part of every physical evaluation.1
Another observational technique to
measure obesity is done by taking the waist
circumference of the patient. This approach takes into consideration abdominal
fat content, which has been proven to be
an independent risk factor for many ailments. A waist circumference measurement
of greater than 40 inches in men and 35
inches in women is considered risky.2   An
alternative rule of thumb is to measure the
waist-to-hip ratio. If the ratio is greater than
1 to 1 in men, or 0.85 to 1 in women, then
this signals visceral fat. Visceral fat is a risk
factor for diabetes, hypertension, and heart
disease.2,13
www.cpha.com

Percent of Obese (BMI > 30) in U.S. Adults

The incidence of morbid obesity over the past three
decades has tripled, not only in the United States,
but throughout the world.3,4 WHO estimates that as
of 2005, 1.6 billion people were overweight and 400
million obese. WHO further projects that by 2015,
approximately 2.3 billion adults will be overweight
and more than 700 million will be obese.5

Progression in the General
Population
The progression of obesity in the United
States is alarming. The graphic above tells
the story of a progressive and wide ranging impact of obesity on the population.
Essentially, within ten years the prevalence
has increased from approximately 14% of
the population of the U.S. in 1995 to about
26% in 2007.
These figures reflect changes in societies
across the globe and indicate increases
www.cpha.com

in daily caloric intake without increases
in physical activity to offset the added
consumption. According to the WHO, “economic growth, modernization, urbanization,
and globalization of food markets” are among
the culprits behind this epidemic. Workforce
automation and increased utilization of computers on the job produces less physically
demanding jobs. In the home, accessories designed for convenience are more popular than
ever before. In the meantime, high-calorie
food is more accessible to the general public.6

According to the International Association
for the Study of Obesity, the prevalence of
overweight in most European countries
among men and women has reached a level
of over 50% and 40%, respectively.7
Among U.S. adults 20 to 74 years
old, the prevalence of obesity increased
from 15% to 32.9% during the 1976 to
2004 time period. Among children 6 to
19 years old, the prevalence of overweight
has increased from ~5% to ~18%. Obesity
and overweight pose a major risk for many
Summer 2009 California Pharmacist

23

The Effects of Obesity and Overweight on Health (cont.)

chronic diseases, including type 2 diabetes, cardiovascular disease, hypertension,
stroke, GERD, erosive esophagitis, and
certain forms of cancer.  Even though
the number of obese patients has been
increasing greatly over the years, only
43% of obese persons are advised to lose
weight during routine checkups. The prevalence of obesity and overweight has
reached pandemic proportions and is rapidly increasing in both industrialized and
developing nations.

Health Consequences
While most healthcare providers appreciate the clinical consequences of obesity
and overweight, there is a lack of awareness that obesity, particularly central obesity, is an independent risk factor for cardiovascular-associated morbidity and mortality. This means that while medications
may be prescribed to treat the more “wellrecognized” risk factors (hypertension,
high cholesterol, diabetes), overweight or
obese patient remain at increased risk for
cardiovascular (CVD) complications without adequate weight loss.
In fact, obese patients, compared
with those of normal weight in the same
cardiovascular risk category, are 1.5 to 2
times as likely to die from coronary heart
disease. (Odds ratios: 1.43 for low risk and
2.07 for moderate risk.) In a 26-year follow up of participants in the Framingham
Heart Study, researchers found that the
severity of obesity can serve as a longterm, independent predictor of CVD incidence.8 A second study on Framingham
participants found that patients who weigh
140–160% of their ideal body weight have
a rate of premature death that is double
that of similar normal-weight individuals.9
Studies show that the prevalence of
disease, in general, is higher among obese
individuals. For example, the health consequences and proportion of disease prevalence attributable to obesity is as follows:
Disease

In addition to cardiovascular risks, studies have shown obesity to be an independent
risk factor in the development of GERD,
erosive esophagitis, and caesarian section.
In one study, researchers found that obese
patients have a two-fold increase for the development of GERD (p=0.0011) and a two
to four-fold increase for the development of
erosive esophagitis (p=0.0145).10 Another
study showed that 27.8% of obese mothers
underwent a caesarian section, which has been
associated with more complications, compared
to 10.8% in non-obese mothers (p< 0.0001).11
Even though these studies have shown statistically significant data for obesity as an independent risk factor for GERD, erosive esophagitis, and caesarian section, more studies must
be done to confirm these findings.

Economic Benefits
There are also economic benefits that have
been associated with weight loss.  A study with
45,125 primary care attendees showed that
obese patients respond poorly to hypertension
treatment and require multiple medications
to reach goal.12 Medication costs are cut in
half for people taking anti-hypertensives or
diabetes medications once they have lost and
kept 20 pounds off for one year.14 In addition,
those that participate in a weight-management
program can reduce overall health care costs by
$1,648 annually.15 Furthermore, a correlation
was found between obesity and the number
of sick days taken from work.16 In the United
States, the difference was one to three extra
sick days for obese workers. In Europe, the
difference was about 10 days. This decrease in
productivity in the workforce can be reversed
with the reduction of weight in obese patients.

Prescription for Action
As a healthcare provider, you have the professional responsibility to assess and educate
your patient on obesity. You have the ability
to make a difference by empowering your
patients to live healthier lives. Educate your
patients about the importance of weight loss

Prevalence

Disease

Prevalence

Type 2 Diabetes

61%

Hypertension

17%

Uterine Cancer

34%

Coronary Heart Disease

17%

Gallbladder Disease

30%

Breast Cancer

11%

Osteoarthritis

24%

Colon Cancer

11%
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without a prescription. Teach them how to
live a heart-healthy lifestyle and about the
numerous health benefits a nutritious diet
and regular exercise can provide. One of
the first goals of assessing an obese patient
is deciding whom to treat. Three main
issues must be considered:  whether treatment is indicated, whether treatment is safe
for the patient, and whether the patient is
ready and motivated to lose weight.
Prescription for every patient:
Monitor for BMI at Every Visit.
If BMI >25, then provide intensive education
and monitor weight at every visit.
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Diabetes and
Medical Nutrition Therapy
by Davalyn Tidwell, PharmD, and William C. Gong, PharmD, FASHP, FCSHP
Learning Objectives:

Diabetes and Medical Nutrition Therapy

At the end of the session,
the participant will be able to:
1. Define Medical Nutrition Therapy (MNT)
2. Identify educational
topics of discussion for
patients seeking nutritional counseling
3. Describe
effective “diet”
strategies

iabetes care involves more than the
standard pharmacological agents of
metformin, sulfonylureas, new novel
antidiabetic agents, and insulin. Therapeutic
lifestyle changes such as diet and nutrition
have always been an important component of
diabetes care. In 2002 the American Diabetes
Association (ADA) recommended that diet is
an important part of the patients therapy
and that it be recognized as Medical
Nutrition Therapy (MNT).1 MNT not
only addresses weight loss, but also
focuses on dietary intake to
reduce hyperglycemia and hyperinsulinemia. Nutritionists
are included as an important
member of the diabetes
care team. The key recommendations from
the 2009 Standards
of Medical Care
in Diabetes2 and a
review of the
literature on
the impact
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D

of nutrition factors on diabetes, prevention
and care, are reviewed.

Medical Nutrition Therapy (MNT)
The term “diabetes diet” is no longer
used and MNT is emphasized as therapy to
improve and/or prevent chronic diseases
including diabetes. MNT is usually provided by a registered dietitian or provider,
who specializes in the care of patients with
specific risk factors. These providers work
as part of the healthcare team to assess
medical, laboratory, and dietary measures
of individual patients to make interventions for their care. MNT emphasizes the
inclusion of the patient as an active part
of the decision making process where the
patient is directly involved in their own
care.3 MNT is recognized and endorsed
by the Department of Health and Human
Services as a component in the 1) primary
prevention of diabetes, 2) secondary prevention of diabetes complications by controlling metabolic factors, and 3) tertiary
prevention of morbidity and mortality
associated with complications of diabetes.
One-time counseling is not adequate for
delivery of effective MNT; it is a program
whose success is achieved over time and
with multiple interventions. Clinical trials
of MNT have reported significant decreases in hemoglobin A1C of approximately
1% in type 1 diabetes, and 1-2% in type 2
diabetes.4 Even though metformin is considered first-line therapy in patients with
diabetes, MNT should be included as part
of first line care as it is under-utilized.
Methods for primary prevention
emphasizing lifestyle changes include moderate weight loss of up
to seven percent of body weight,
and regular physical activity
consisting of 150 minutes per
week, with dietary strategies
to include reduced calories
www.cpha.com

Table 1: ADA Dietary Guidelines3
(quantity or % intake)

Table 2: Nutritional Content of Selected Foods
Description of food

Kcals

CHO(g)

Prot(g)

Fat(g)

Avocados, Calif. (1)

227

12

3

21

0

11

Avocados, Florida (1)

365

24

7

31

0

6

Corn, Cooked (1 ear)

111

26

3

1

0

0

< 200 mg/d

Onions, Raw chopped (1c)

64

15

2

0

0

6

14g/1000 kcal

Potatoes, Baked (1)

161

37

4

0

0

17

Tofu, piece (1)

117

3

13

7

0

11

Sweetpotatoes, Baked (1)

103

24

2

0

0

41

Apples, Raw sliced (1c)

57

15

0

0

0

1

Bananas (1)

105

27

1

0

0

1

Peaches, Raw (1)

60

15

1

0

0

0

Lentils, Cooked (1c)

230

40

18

1

0

4

Lima Beans, Cooked (1c)

216

40

15

1

0

4

Refried Beans, Canned (1c)

217

36

13

3

0

1069

Milk, Lowfat 2% (1c)

125

12

8

5

20

127

Yogurt, W/Nonfat milk (8oz)

137

19

14

0

5

189

Cottage Cheese, Lowfat (1c)

194

8

27

6

23

746

Cola, Regular (12oz)

136

35

0

0

0

15

7

1

0

0

0

28

Orange Juice, Frozen (1c)

112

38

0

0

0

25

Potato Chips, (1oz

158

15

1

11

0

110

White Bread (1 slice)

66

13

2

1

0

170

Wheat Bread (1 slice)

66

12

3

1

0

130

Dietary Fat, Fiber, And Other Nutrient
Intake In Diabetes Management

Tortillas, Corn (1 tortilla)

58

12

2

1

0

3

Saturated fat intake should be less than
seven percent of total calories with trans
fats minimized. (See Table 1.) Saturated fats
and trans fats are contributors to bad cholesterol or low-density lipoprotein (LDL).
There is a paucity of evidence with regards
to fatty acid recommendations in patients
with diabetes. Diabetes is considered a cardiovascular disease (CVD) risk equivalent,
therefore, the recommendation to limit

Oatmeal, Ckd Instant (1 pkt)

102

19

4

2

0

78

Spaghetti, Cooked (1c)

221

43

8

1

0

1

Rice, White, Cooked (1c)

205

45

4

0

0

2

Rice, Brown, Cooked (1c)

218

46

5

2

0

2

Graham Crackers (2 crackr)

60

11

1

2

0

84

Carbohydrate

130g/day,
45-65%

Protein

15-20%

Fat
Saturated
Trans

20-35%
< 7%
minimal

Cholesterol
Fiber

and reduced intake of dietary fat. While
weight loss with low-carbohydrate diets
may occur more rapidly initially, equivalent
weight loss can be achieved with low-fat
calorie restricted diets. Ultimately, there is
no difference between the two diet types,
low-carbohydrate or low-fat calorie reduced,
at the end of one year.3 Patients on a lowcarbohydrate containing diet should be
monitored for lipid profiles, renal function,
and protein intake when there is a concern
for nephropathy. The recommended daily
allowance (RDA) for digestible carbohydrate is 130 grams per day, which should
be enough to provide adequate fuel for
the brain without relying on conversion of
protein or fat calories for energy. (See Table
1.) Patients who have a low-carbohydrate
diet may miss many important sources
of energy, fiber, vitamins, and minerals.5
The long-term effects of such diets are
unknown. A dietary specialist, such as a
registered dietitian, can individualize a diet
for the individual needs and preferences of
the patient. Additional information may be
obtained from the American Diabetes Association website, www.diabetes.org/foodnutrition-lifestyle/nutrition.jsp.

www.cpha.com

Cola, Diet (12oz)

Chol(mg) Na+(mg)

Adapted from USDA National Nutrient Database18
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Diabetes and Medical Nutrition Therapy (cont.)

The ADA recommends that patients
with diabetes who require management
with insulin attempt to match dosing to
the carbohydrate content of meals.

saturated fats is the same as it is for patients
with CVD.3
Two of the greatest nutritional challenges are achieving the recommended limited
intake of saturated fats and increased fiber.6
An Italian study evaluating adherence to dietary recommendations found that 43% of
patients with diabetes consumed more than
10% of total calories from fat. In the same
patient population, only 15% consumed an
acceptable amount of dietary fiber greater
than or equal to 14g/1000 kcal. Even fewer
patients, six percent, consumed an optimal
recommendation of fiber greater than or
equal to 20g/1000 kcal.6
The ADA supports the use of sugar alcohols and non-nutritive sweeteners as sugar
substitutes in patients with diabetes. The
four approved sugar alcohols include: Acesulfame potassium (Ace K®), Aspartame
(Equal®), Saccharin (Sweet’N Low®), and
Sucralose (Splenda®).3 All have been shown
to be safe in patients with diabetes when
consumed within acceptable daily intake
levels. At this time, routine supplementation
with antioxidants such as Vitamin E, Vitamin C, and beta-carotene are not advised
due to lack of evidence of efficacy and longterm safety. The routine supplementation of
chromium has not proven to be beneficial
and is not recommended.3

Reimbursement
As healthcare services are expanded, it
is critical that providers are reimbursed for
their participation and contribution in patient care. In order to ensure effective delivery and continued access to these services
the entire healthcare team should be knowledgeable and able to make recommenda28 California Pharmacist Summer 2009

tions regarding MNT. MNT, when given by
a registered dietitian or Medicare-approved
nutrition professional, can be reimbursed by
Centers for Medicare and Medicaid Services
(CMS). Medical nutrition therapy services
are covered for patients with diabetes or renal disease when referred by their physician.
Service includes a nutritional assessment and
counseling in the management of diabetes or
kidney disease.
Medicare covers three hours of one-onone counseling services the first year, and
two hours each year after that. More information may be found at the CMS website: www.
cms.hhs.gov/medicalnutritiontherapy.

Carbohydrate Counting and Intake
The ADA recommends that patients
with diabetes who require management with
insulin attempt to match dosing to the carbohydrate content of meals.3 Testing pre- and
postprandial glucose levels allows the patient
to understand the relative impact on glucose
levels by the foods they are eating. Carbohydrate counting is a meal planning approach
that focuses on carbohydrate as the primary
nutrient affecting postprandial glycemic response and has been used since the 1960s.7
Carbohydrate counting is one strategy
to improving glycemic control,
and is particularly useful in
patients with type 1
diabetes as was shown
in the Diabetes Control
and Complications Trial
(DCCT).8
Initially, patients
may try more simplistic methods such as
the “plate method,”
where no more than onefourth of the plate consists
of carbohydrates. Another
technique may be estimating a

serving of carbohydrate as being no more
than the size of one’s own fist. Understanding portion size and consistency in
meal planning is essential to maintaining
glycemic control. One serving of carbohydrate is usually equal to fifteen grams
of carbohydrate. Examples of foods equal
to one serving are one slice of bread and
one medium sized orange. Carbohydrate
exchange tables and nutritional resources
designed for patients with diabetes are
readily available online at websites such as
Novo Nordisk’s sponsored site: Changing
Life with Diabetes (www.ChangingDiabetes-us.com), and the Joslin Diabetes
Center (www.joslin.org). Both organizations offer information in printed format
as well. A sample carbohydrate table has
been included for review. (See Table 2.)
Understanding the contribution of food,
primarily carbohydrate, to the glucose
level can improve management outcomes
and allow for greater variety and flexibility
in meal planning for the patient. There
is no single best way to monitor carbohydrate; however, the ADA advises that

Diabetes and Medical Nutrition Therapy (cont.)

Figure 1 – Glycemic Index of Selected Foods, %

carbohydrate counting,
exchanges, or experiencebased estimation are a key
strategy to glycemic control.2

Glycemic Index and Glycemic Load
The ability of carbohydrate rich foods to
increase the concentration of glucose in the
blood is the glycemic index (GI).9 The GI is
defined as the calculated area under the curve
for a food relative to the area under the blood
glucose response curve for the reference food,
usually glucose. As a reference, the glucose
area under the curve is set at a value of 100.
Foods are divided into three groups: low GI ≤
55, medium GI 56-69, high GI ≥ 70, on a scale
of 100 (glucose representing 100).10
An early study in the 1980s simply measured glycemic index by repeated finger sticks
on participants after ingesting 25-50g of carbohydrate foods.11 The foods tested included
glucose, breads, rice, cereals, root vegetables,
fruits, and dairy products. The authors found
great differences in terms of glycemic index
among the different sources of carbohydrates.
(See Figure 1.) In addition, foods with high
carbohydrate content, do not necessarily
equate to high glycemic index, validating the
fact that not all carbohydrates are equal. Carbohydrates are a necessary part of the diet, and
carbohydrate selection may affect overall glycemic status especially for patients who are at
risk for diabetes or patients with pre-diabetes.
Glycemic Load (GL) is defined as the overall
glycemic effect of a food. The GL is calculated
as the product of the GI and carbohydrate
amount in grams, divided by 100, or ((GI x
CHOgm)/100).12
A recent review by Hare-Bruun et al. found
a positive association between glycemic index

Adapted from Jenkins11

Figure 2 – Glycemic Index of Sample Foods

Adapted from Jenkins 11
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Diabetes and Medical Nutrition Therapy (cont.)

The common feature of diets that offer
more benefit is a reduction in the
intake of carbohydrates by replacing
them with protien and/or fats.
and the development of type 2 diabetes .9
Six out of eleven studies found that high
dietary GI increased the risk of incidence
of type 2 diabetes (1.21 to 1.59). The results
were less clear or non-significant with regards to the effect of GL on incidence of
type 2 diabetes. The ADA’s most recent
position statement on nutrition supports
this principle.3 Aston proposed that choosing foods of low to moderate GI may
result in less hyperglycemia, reductions in
hyperinsulinemia, improved satiety, and
delays in hunger in patients with diabetes.10
A Cochrane Review by Thomas and Elliot,
January 2009, found similar results of foods
with low to moderate GI, including significant reductions in hemoglobin A1C of
-0.5%.13 The science and application of GI
and GL in diabetes is imperfect. However,
reviewing food choices and meal planning
with patients who have diabetes is salient to
their complete care.2

Popular Diets
De Souza and associates reviewed the
macronutrient contents in several popular
diets, and their possible effects on chronic
disease including diabetes.14 The Zone,
South Beach, and Mediterranean diets appear to be more balanced in macronutrient
content, and may provide more benefit
as far as decreasing diabetes risk than the
Atkins, Ornish, and DASH diets. The common feature of diets that

offer more benefit is a reduction
in the intake of carbohydrates by
replacing them with protein and/or
fats. The OmniHeart trial demonstrated
that a replacement of carbohydrates with
protein or unsaturated fat can reduce CVD
risk as assessed by Framingham criteria from
16-21%.15 The best mix of macronutrients
has not been established and must be individualized for each patient.
A recent study by Sacks et al, suggest
that overall reduction in caloric intake may
in fact be more beneficial than the type of
diet itself.16 The investigators compared four
diets that varied in average-to-high protein
content, and low-to-high fat content in a
two-by-two factorial design. The diets also
contained varying amounts of carbohydrates, but otherwise followed recommendations for cardiovascular health.3, 17 Important
findings from this study included that the
macronutrient balance did not impact weight
loss significantly more than an overall reduction in caloric intake. Participants reduced
daily caloric intake by 750 kilocalories from
baseline for the two-year duration of the
trial. At the conclusion of the study, weight
loss across all groups was similar and averaged three kilograms. Up to nine kilograms
of weight loss was observed in participants
who attended two thirds or more of behavioral counseling sessions. Ultimately, the
behavioral modifications may have had a
greater influence on the ability of adhering
to diet and sustaining weight loss.

Role of the
Pharmacist
Pharmacists
are readily accessible providers to patients
and can help facilitate
and emphasize therapeutic lifestyle interventions
including nutrition counseling. Depending on the pharmacistpatient relationship, the pharmacist can
30 California Pharmacist Summer 2009

serve to provide
the patient’s nutritional
counseling needs or refer them to a registered dietitian as appropriate. It is important
for the pharmacist to be aware of the multitude of options available, including diet and
nutrition counseling, to improve outcomes
of patients with diabetes. Pharmacists in all
practice settings, in-patient, clinical, and
especially in the community practice environment have the opportunity to interact
regularly with patients who have diabetes.
Interventions can begin on a smaller scale
from providing patients with resources, to
making food suggestions for carbohydrate
substitutions. In the appropriate setting,
pharmacists are able to schedule diet and
nutrition focused patient visits.
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Continuing Education Quiz
Diabetes and Medical Nutrition Therapy

California Pharmacist Journal Continuing Education is a serviced provided for free to CPhA members only. Read the article on the preceding pages and
take the test below to receive 1.0 hours of California Accreditation for Pharmacy Education (CAPE) credit. Next, return the entire test page, along with a selfaddressed stamped envelope to CPhA. Be sure to fill in the contact information at the bottom of the page. Please note: a passing score is 70%. If necessary, one
retest will be administered.
1. The best way to sustain weight loss is to:
a. Eat a diet high in protein and low in fat content
b. Eat a diet high in protein and low in carbohydrate content
c. Eat a diet with reduced daily caloric intake
d. Eat a diet with more foods of low glycemic index
2. How much daily fiber intake is recommended in the ADA Dietary Guidelines?
a. 10%		
c. 20%
b. 14%		
d. 22%
3. Glycemic index is:
a. Amount or ability of a carbohydrate food to increase the glucose
in the blood
b. Rate at which glucose concentration rises in the blood
c. A guide for selecting foods based on glucose content
d. Overall glycemic effect of a food
4. Glycemic load is defined as the:
a. Amount or ability of a carbohydrate food to increase the glucose
in the blood
b. Rate at which glucose concentration rises in the blood
c. Calculated area under the curve for a food relative to glucose
d. Overall glycemic effect of a food
5. American Diabetes Association recommends lifestyle modifications:
a. As first line therapy
b. After medications have failed
c. When reimbursement for education is available
d. For patients with type 1 diabetes
How do you rate this course?
(Excellent) 5 4 3 2 1 (Poor)

6. Only the following providers can provide MNT:
a. Dietitian
b. Pharmacist
c. Medicare-approved nutritionist
d. All of the above
7. With respect to Diabetes, Medical Nutrition Therapy has been found to prevent:
a. Onset
b. Complications
c. Morbidity and mortality due to complications
d. All of the above
8. According to glycemic index of sample foods:
a. Lentils have a greater index than glucose
b. White rice has a greater index than bananas
c. Dairy products have a very high index
d. Lentils have a very high index
9. For adequate brain function, the body requires how much carbohydrate daily?
a. 60-65 grams		
c. 130 grams
b. 95-100 grams		
d. 200 grams
10. Pharmacists are able to provide patient counseling on which of the
following topics?
a. “The plate method”
b. Carbohydrate counting
c. The risks and benefits of popular diets
d. All of the above

Did this article meet its stated objectives?
yes no

Was the material biased in anyway?
yes no
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CLINICAL practice capsule

Evidence-Based Non-Pharmacological

Recommendations and
Interventions for Diabetes
by Ranya Alwan, PharmD
Background

D

iabetes is a chronic illness that requires ongoing medical care along
with patient self-management to
prevent acute and long-term complications.
Long-term uncontrolled glycemic management in the patient with diabetes may
result in both microvascular and macrovas-

cular conditions. (See Table 1.)
Though treatment with medications is one
aspect of managing glycemic control, there
are a range of other interventions that support the improvement of diabetic outcomes
such as medical nutrition therapy (MNT) and
exercise.
It is clear: being overweight and obese are

Table 1: Microvascular and Macrovascular Complications of Diabetes
Microvascular complications

Macrovascular complications

Neuropathy

Heart disease

Nephropathy

Stroke

Vision disorders (retinopathy, glaucoma, cataracts,
and corneal disease)

Peripheral vascular disease

Table 2: Goals for patients with diabetes (Diabetes Care 32:2009 S22,S30)
Laboratory value

Level or Range

A1C

<7

Preprandial capillary plasma glucose

70-130 mg/dl

Peak postprandial capillary plasma glucose

<180 mg/dl

Blood pressure

<130/80

LDL cholesterol (without overt CVD or equivalent)

<100 mg/dl

LDL cholesterol (with overt CVD or equivalent)

<70 mg/dl is an option
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closely linked to diabetes. MNT and regular
exercise are integral components of diabetes
mellitus (DM) management. While the benefits of exercise are unquestionable, misconceptions continue to exist concerning efficacy of proper nutrition in managing diabetes.
Over the years, nutritive recommendations
have gained increasing clinical evidence
support. This article will provide a review
of nutrition recommendations and interventions with regards to dietary carbohydrates,
fats, proteins, alcohol, and micronutrients.
Recommendations on physical activity will
also be discussed. Throughout this article,
an evidence-based rating system has been
used to indicate the strength or quality of
recommendations. Please see Table 9 for a
breakdown of this rating system.
Goals of MNT and Exercise Therapy1
• Achieve and maintain (see Table 2)
o Normal blood pressure and blood
glucose levels
o Optimal lipid profiles
• Prevent or slow the complications of DM
(see Table 1)
• Address and customize individual nutrition needs
www.cpha.com

• Maintain the pleasure of eating by only
limiting food choices when indicated by
scientific evidence

Dietary Carbohydrate Management
Although low-carbohydrate diets provide
a rational approach, these food sources are
an important part of a diabetic nutrition regimen as they remain to be essential sources of
energy, fiber, vitamins, and minerals. Both
the quantity and type/source of carbohydrates
ingested influence the post-prandial glycemic
response.1,3,4,5 This is where the glycemic index
(GI) can serve as a guide as it compares the
postprandial responses to different types of
carbohydrate-containing foods.1,6
The GI is a ranking of constant amount
(50g) of carbohydrates on a scale from 0 to
100 according to the extent to which they
raise blood sugar levels over a period of two
hours after eating7 (see www.glycemicindex.
com for more information).
Low-GI diets can reduce glycemia in patients with diabetes.1,8 One analysis showed
that such diets produced a 0.4% decrease in
A1C when compared to high-GI diets.1,9

Table 3: Dietary Carbohydrate Management (Diabetes Care 31:2008 S64)
Recommendation

Level of Evidence

Monitoring carbohydrate intake (carb counting, exchanges, or experience-based
estimation) remains a key strategy in achieving glycemic control.

A

Sucrose-containing foods can be substituted for other carbohydrates, or if added
A
to the meal plan, covered with insulin or other glucose-lowering medications. Care
should be taken to avoid excess energy intake.
Sugar alcohols and nonnutritive sweeteners are safe when consumed within FDA
established levels.

A

Diets that include carbohydrates from fruits, vegetables, whole grains, legumes,
and low-fat meal are encouraged.

B

The glycemic index and load may provide a modest additional benefit over that
observed when total carbohydrate is considered alone.

B

Evidence is lacking to recommend a higher fiber intake for those with diabetes
than for the population as a whole.

B

Table 4: Fat Management (Diabetes Care 31:2008 S66)
Recommendation

Level of Evidence

Limit saturated fat <7% of total calories

A

Intake of trans fat should be minimized

B*

Two or more servings of fish per week (with the exception commercially available
fried fish fillets) provide n-3 polyunsaturated fatty acids are recommended

B

Dietary Fat Management

Limit dietary cholesterol to <200mg

E

The reduction of saturated fatty acids,
trans fatty acids, and cholesterol intake in
patients with diabetes is another goal to help
decrease the risk for cardiovascular disease
(CVD).1

Table 5: Protein Management (Diabetes Care 31:2008 S66)

Protein Management
The dietary intake of protein for individuals with diabetes usually does not exceed
20% of daily energy intake, similar to that
of the general public.1 However, small short
term studies in which individuals with
diabetes were given a diet which contained
>20% protein showed a decrease in glucose,
insulin concentrations, reduced appetite,
and increased satiety.1,10,11 The effects of
long-term high protein diets have not been
adequately studied.1

Dietary Alcohol Management
Abstention from alcohol should be advised.1 If an individual chooses to use alcohol, intake should be moderate.
www.cpha.com

*Revised in Diabetes Care:32 2009 S3. Previous level of evidence: E

Recommendation

Level of Evidence

In type 2 DM, protein can increase insulin response without increasing plasma
glucose concentrations. Protein should not be used to treat acute or prevent
nighttime hypoglycemia.

A

High protein diets are not recommended as a method for weight loss at this time.
The long-term effects of protein intake >20% of calories on DM management and
its complications are unknown.

E

For individuals with DM and normal renal function there is insufficient evidence to E
suggest that usual protein intake (15%-20% of energy) should be modified.

Table 6: Dietary Alcohol Management (Diabetes Care 31:2008 S67)
Recommendation

Level of Evidence

In individuals with DM, moderate alcohol consumption (when ingested alone) has
no acute effect on glucose or insulin concentrations but carbohydrate coingested
with alcohol (as in a mixed drink) may raise blood glucose.

B

Daily intake of alcohol should be limited to a moderate amount.

E

To reduce the risk of nocturnal hypoglycemia in individuals using insulin or
insulin secretagogues, alcohol should be consumed with food.

E
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Evidence-Based Non-Pharmacological Recommendations and Interventions for Diabetes (cont.)

Moderate alcohol consumption consists
of less than 1 drink per day for women and
less than 2 drinks per day for men.1
One drink equals 12 oz beer, 5 oz wine,
or 1.5 oz distilled spirits (each contains 15g
alcohol.)1
Excessive amounts of alcohol (three or
more drinks per day), on a consistent basis,
contributes to hyperglycemia.1,12

Dietary Micronutrient Management
Patients with diabetes should acquire
adequate daily requirements of vitamins and
minerals from natural food sources.1

Physical Activity
Regular exercise has been shown to improve blood glucose control, reduce cardiovascular risk factors, contribute to weight loss, and

Table 7: Dietary Micronutrient Management (Diabetes Care 31:2008 S67)
Recommendations

Level of Evidence

No clear evidence of benefit from vitamin/ mineral supplementation in people with A
DM who do not have underlying deficiencies.
Routine supplementation with antioxidants, such as Vit E, C, and carotene is not
advised because of lack of evidence of efficacy and concern related to long-term
safety.

A

Benefit from chromium supplementation in individuals with DM or obesity has not
been clearly demonstrated and can not be recommended.

E

Table 8: Physical Activity (Diabetes Care 32:2009 S8)
Recommendation

Level of Evidence

Individuals with DM should be advised to perform at least 150 min/week of
moderate-intensity physical activity (50%-70% of maximal heart rate).

A

In the absence of contraindications, people with DM are encouraged to perform
resistance training three times per week.

A

Table 9: ADA evidence grading system for clinical practice recommendations4
(Diabetes Care 32:2009 S14)
Level of Evidence

Description

A

Clear evidence from well-conducted, generalizable, randomized, controlled trials
that are adequately powered, including:
Multi-Center trial
Meta-analysis with quality ratings in the analysis
Compelling nonexperimental evidence (i.e. “all or none” rule developed by the
Centre for Evidence-Based Medicine at Oxford)
Well-conducted trial at one or more institutions
Meta-analysis with quality ratings in the analysis

B

Supportive evidence from well-conducted case-control studies and/or cohort
studies, including:
Prospective cohort study or registry
Meta-analysis of cohort studies

C

Supportive evidence from poorly controlled or uncontrolled studies
Randomized clinical trials with one or more major or three or more minor
methodological flaws that could invalidate the results
Observational studies with high potential for bias
Case series or case reports

E

Expert consensus or clinical experience
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improve well being.4 Structured exercise for at
least 8 weeks duration have been shown to lower A1C by an average of 0.66% in type 2 DM,
even without a significant change in BMI.4,13
Higher levels of exercise are associated with
greater improvements in A1C and in fitness.4,14

Conclusion
Medical nutrition therapy can be a powerful tool to assist the patient with diabetes in
reaching optimal glycemic control. Exercise
and physical activity are encouraged mainly
because they improve insulin sensitivity, independent of weight loss. Although the nonpharmacological treatments presented in this
clinical practice capsule are evidence-based
recommendations, keep in mind that the most
substantial outcomes result from the circumstances and preferences (cultural and ethical)
of the patient. It is important to consistently
encourage and inspire patients with diabetes
to adhere to an appropriate nutritional plan in
addition to engaging in a regular exercise program. The combination of these efforts will
help improve glycemic levels, while enhancing overall quality and vitality of life. In the
words of Aristotle, “We are what we repeatedly
do. Excellence is not an act, but a habit.” As
pharmacists, we are the resources from which
these good habits begin, and where excellence
follows.
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Healthcare Provider Roles within
MTM Programs in California
During the Early Stages of Medicare Part D

by Philip V. Chan, PharmD; R. William Soller, PhD; Glenn Yokoyama, PharmD; Michael J. Negrete and Timothy W. Cutler, PharmD
Editor’s Note

Develop patient education materials; Provide
disease prevention classes; Assess outcomes
of program; and Overall management of the
MTMP. Additionally, the survey included
questions about the involvement of in-house
and outsourced providers used by the MTMP.
The survey consisted of 50 questions and
could be completed in 15-20 minutes.

From time to time, the CPhA Editorial Review
Committee would like to present relevant research
in support of the clinical knowledge articles. The
attached article provides valuable information
regarding the careful implementation of medication
therapy management practices. This article demonstrates the progress that is being made across patient
populations with pharmacist involvement. Similar to
counseling patients with therapeutic lifestyle changes,
medication therapy management involves the pharmacist directly with the patient in a counseling role
and is providing compelling outcomes. Read on to
learn more.

Inclusion Criteria
Contact information lists of 51 Plans in
California offering MTMPs in 2006 and/
or 2007 were collected from the American
Pharmacists Association (APhA),10 the
Centers for Medicare and Medicaid Services
(CMS), and personal contacts by the authors.
All contacts were screened by telephone to
verify that each contact was in a senior position knowledgeable about the MTM benefits
offered by the organization.

M

edication therapy management
(MTM) has been defined by the
Medicare Modernization Act of
2003 (MMA) and various national pharmacy organizations.1-4 In essence, MTM
services are distinctly aimed at optimizing therapeutic outcomes for individual
patients, and are independent of, but can
occur in conjunction with the provision
of a medication product. Although MTM
describes services that can be applied to
any patient, this study focuses on Medicare
Part D MTM services.1 There is a wealth of
information relating to the description of
Medicare Part D MTM Programs (MTMPs)
on a national level,5-8 however, no study
has looked at MTMPs within California
or detailed the specific functions of each
MTM provider within MTMPs. California
has 12.1% of the total Medicare population
enrolled in Part D, representing the most
Medicare beneficiaries of any state.9 As
such, California represents an important
state in the assessment of Part D programs.
Because the MMA does not specify the type
of providers involved in MTMPs, this study
sought to evaluate the roles and responsibilities of various health professionals in the
delivery of MTM in California. MTMPs
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that use in-house and outsourced providers
were also evaluated.

Methods
The study was approved by the Committee on
Human Research at the University of California,
San Francisco. Each participant provided informed consent prior to enrollment in this study.
Study Design
The study involved a prospective, cross-sectional online survey of MTM program administrators of Part D Plans with enrolled beneficiaries in California (CMS Region IX). The survey
tool was designed to encompass the MTM Core
Elements.2 For purposes of this manuscript, an
MTM provider is defined as any professional or
allied healthcare provider involved in any aspect
of the MTMP. The survey described nine categories that represent the key functions of providers
in operating an MTMP: Screen members; Enroll members; Initial MTM consult; Follow-up
MTM consult; Clinic consults for complex cases;

Exclusion Criteria
Twelve individuals who did not self-attest
to their knowledge about details of the
MTM benefits and operations/management
of their MTMP were excluded. They were
then invited to forward the survey link to
the appropriate member of their organization. In addition, the survey began with a
pre-qualifying question to confirm the individual’s ability to respond confidently about
the Plan’s MTMP. Those who could not
confirm this knowledge were excluded (n=1).
Following this pre-qualification process, all
Plan representatives who responded to the
survey were included in the analysis.
Data Collection
The survey was hosted online with Zoomerang.com. Data was collected from October 23, 2006 through January 29, 2007. Each
identified Plan representative received a brief
e-mail invitation to complete the anonymous, hyperlinked survey, which allowed
www.cpha.com

only one response per link. Reminders were
sent to non-responders every two weeks until
study termination. Respondents who completed the survey received a password to view
a synopsis of responses, which was updated
on a bi-weekly basis and viewable at: www.
MTMnow.com.
Statistical Analysis
Zoomerang.com provided preliminary
top-line tabulations and graphical analysis.
The final dataset was exported into Microsoft
Excel 2000 (Microsoft Corp., Redmond, WA).
Since this study involved a descriptive survey,

no tests of statistical significance were utilized.
Results are presented as descriptive statistics.

Results
Senior pharmacy management representatives from 18 Part D Plans (35%) covering at
least 1.4 million beneficiaries in California responded to the survey.
The roles of various healthcare providers
within MTMPs in California surveyed in our
study are illustrated in Table 1. Of note, all Plans
(100%, n=18) involved pharmacists in the MTMPs, 50% (n=9) of Plans did not incorporate
nurses into the MTMPs, and 55.6% (n=10) of

Plans did not involve pharmacy technicians.
Overall, pharmacists were involved in all functions of MTMPs including Screening members; Enrolling members; Providing Initial and
Follow-up MTM consults; Providing clinic
consults for complex cases; Developing patient
education materials; Providing disease prevention classes; Assessing outcomes; and Managing the MTMP. Across all the MTMPs surveyed, the pharmacist has the highest involvement score when compared to other MTM
providers (Fig 1). The same pattern holds for
MTM consultations (Fig 2) and assessment and
overall management of the MTMPs (Fig 3).

TABLE 1: Healthcare Provider Functions Among All Reported MTM Programs (N=18)
MTM Function

Pharmacist

Pharm Tech

Nurse

Physician

Physician
Assistant

Social Worker

Screen members for MTMP

7 (38.9%)

4* (22.2%)

1 (5.6%)

0 (0.0%)

0 (0.0%)

1 (5.6%)

Enroll members into MTMP

8* (44.4%)

6 (33.3%)

3 (16.7%)

0 (0.0%)

0 (0.0%)

1 (5.6%)

Initial MTM consult

15* (83.3%)

0 (0.0%)

6 (33.3%)

0 (0.0%)

0 (0.0%)

1 (5.6%)

Follow-up MTM consult

16* (88.9%)

1 (5.6%)

8 (44.4%)

1 (5.6%)

0 (0.0%)

1 (5.6%)

Clinic consults for complex cases

11* (61.1%)

0 (0.0%)

3 (16.7%)

7 (38.9%)

0 (0.0%)

1 (5.6%)

Develop patient education materials

8* (44.4%)

0 (0.0%)

3 (16.7%)

3 (16.7%)

0 (0.0%)

0 (0.0%)

Provide disease prevention class/service

2* (11.1%)

0 (0.0%)

2* (11.1%)

0 (0.0%)

0 (0.0%)

0 (0.0%)

Assess MTMP outcomes

12* (66.7%)

0 (0.0%)

2 (11.1%)

1 (5.6%)

0 (0.0%)

0 (0.0%)

Manage MTMP

10* (55.6%)

1 (5.6%)

2 (11.1%)

1 (5.6%)

0 (0.0%)

0 (0.0%)

No Involvement

0 (0.0%)

10 (55.6%)

9 (50.0%)

7 (38.9%)

18 (100.0%)

15 (83.3%)

^

MTMP = Medication Therapy Management Program
Pharm Tech = Pharmacy technician
“No Involvement” = Part D Plans that indicated no inclusion of the particular healthcare provider in any aspect of the MTMP
* = The MTM provider(s) that is/are most prevalent in the particular MTM function
^
= The authors interpret this data point as the pharmacy technician carrying out the operational aspects of MTMP management, and works with a pharmacist, who establishes the MTMP strategic plan.

Figure 1
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Figure 2

Figure 3
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Healthcare Provider Roles within MTM Programs in California (cont.)

The differences between in-house and outsourced MTMPs are represented in Table 2. Pharmacists appear to have more functions in outsourced
MTMPs when compared to those that are in-house. In particular, pharmacist involvement in screening and enrolling members into the MTMP, and
providing the initial and follow-up MTM visits appear to be more prevalent in the outsourced MTMPs compared to those that are in-house. MTM
program management and assessment of outcomes appeared to be prevalent roles for pharmacists within both in-house and outsourced MTMPs.

Table 2: Comparison of Healthcare Provider Functions Between In-House (N=10) and Outsourced (N=8) MTM Programs
MTM Function
Screen members for MTMP
Enroll members into MTMP
Initial MTM consult
Follow-up MTM consult
Clinic consults for complex cases
Develop patient education materials
Provide disease prevention class service
Assess MTMP outcomes
Manage MTMP
No Involvement

Outsourced
In-House
Outsourced
In-House
Outsourced
In-House
Outsourced
In-House
Outsourced
In-House
Outsourced
In-House
Outsourced
In-House
Outsourced
In-House
Outsourced
In-House
Outsourced
In-House

Pharmacist
50%
30%
88%
0%
100%
70%
100%
80%
50%
70%
38%
50%
13%
10%
63%
70%
50%
60%
0%
0%

Pharm Tech
0%
40%
25%
40%
0%
0%
13%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
10%
63%
50%

Nurse
0%
10%
0%
30%
25%
40%
38%
50%
13%
20%
0%
30%
0%
20%
13%
10%
13%
10%
50%
50%

Physician
0%
0%
0%
0%
0%
0%
0%
10%
13%
60%
13%
20%
0%
0%
0%
10%
0%
10%
75%
10%

Physician
Assistant
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
100%
100%

Social
Worker
0%
10%
0%
10%
0%
10%
13%
0%
0%
10%
0%
0%
0%
0%
0%
0%
0%
0%
88%
80%

MTMP = Medication Therapy Management Program, Pharm Tech = Pharmacy technician
“No Involvement” = Part D Plans that indicated no inclusion of the particular healthcare provider in any aspect of the MTMP
In-House is defined as any MTMP whose MTM functions are entirely provided internally within the Part D Plan
Outsourced is defined as any MTMP with any aspect of the MTM functions performed by one or more provider(s) external to the Part D Plan

Of note, Plans that outsourced their MTMPs did not appear to have a consistent MTM financial reimbursement model, and half (N=4) of the
outsourced MTMPs did not provide any financial data (See Table 3.) Out of the 18 Plans, there were 87,960 Part D beneficiaries eligible for MTM
services within our study sample. Eight Plans (44.4%) had outsourced MTMPs, representing 49,274 Part D beneficiaries, and 10 Plans (55.6%) had
in-house MTMPs, representing 38,686 Part D beneficiaries. Of the 8 Plans with outsourced MTMPs, 3 Plans (37.5%), representing 47,815 Part D
beneficiaries, reported using community pharmacists as outsourced MTM providers.

Table 3: Reimbursement Model of MTM Services by Outsourced MTM Programs (N=8)
Part D Plan Type
PDP
MAPD
PDP & MAPD
PDP & MAPD
MAPD
MAPD
MAPD
PDP & MAPD

Number of MTM-Eligible
Members in California
4,763
1,000
42,122
930
30
N/A
400
29

Reimbursement Type
Per minute
Other
Per patient
Per visit
N/A
N/A
N/A
N/A

Reimbursement Amount
$60/30min, Max $2/min
$150
$120 to $180
$100/hr
N/A
N/A
N/A
N/A

Reimbursement
Frequency
One time per patient
N/A
N/A
N/A
N/A
N/A
N/A
N/A

PDP = Prescription Drug Plan, MAPD = Medicare Advantage Prescription Drug Plan

Discussion
When the MMA included pharmacists and
“other providers” in the language describing
who should perform MTM services, it was
unclear which “other providers” Part D Plans
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would include in the provision of MTM and to
what extent these providers would be involved.
This study indicates that there are a variety of
providers involved in MTMPs and pharmacists
were the most involved healthcare provider

across all Plans surveyed, particularly relating
to MTM consultations, and assessment and
overall management of the MTMPs.
In-house MTMPs appeared to utilize
a more multidisciplinary healthcare team
www.cpha.com

Healthcare Provider Roles within MTM Programs in California (cont.)

in providing MTM functions. Pharmacists
working within in-house MTMPs appeared
more active in collaborations with nurses
in providing MTM consultations, and with
physicians in providing consultations for
complex cases. However, pharmacists involved with outsourced MTMPs appeared
to work to a lesser degree with other MTM
providers. This survey indicates that pharmacists can participate in MTM services as
either employees of Part D Plans or contracted on an outsourced basis.
Part D MTMP design in California in the
initial year of the Part D offering was similar to those reported in national studies.7, 8
Because California has the largest number
of Part D enrollees compared to any other
state, this study may reflect national trends
in MTMPs.
MTM services formalize the ability of
pharmacists to obtain reimbursement for
cognitive services in the ambulatory care or
community pharmacy setting. However, there
are several barriers for pharmacists providing
MTM in the community (via outsourced MTMPs). The reimbursement for MTM services
is only for time spent with the patient, with
no compensation for documentation or preparation time. Documentation time can easily
double the time spent by the pharmacist,
but is not reimbursed. The Lewin Group11
proposed a reimbursement rate of $2-$3 per
minute for MTM services, but this rate may
be too low, especially in states like California
where pharmacist salaries and overhead are
higher than other states. Currently, there is no
mandated reimbursement amount for MTM
services, and Plans do not appear to offer a
consistent reimbursement structure for outsourced MTM services. Furthermore, MTM
services for outsourced pharmacist providers
or organizations may not be financially attractive due to uncertainty in obtaining sufficient
patient visits to generate cash flow.
According to the 2008 CMS update on
MTMPs,6 the number of Plans outsourcing
to community pharmacy doubled from 2007
to 2008, which increased the patient pool
community pharmacists can serve. The opportunity is available for community pharmacists to advance the profession, expand their
scope of practice, gain professional satisfaction, and help develop the business model for
MTM. However, achieving a positive return
on investment for these services by community pharmacies still remains uncertain.
www.cpha.com

Future Study
There is value in conducting an updated
evaluation of the MTM provider model in
California and assessing this on a national
level, since it is not currently evaluated.
To help pharmacists develop the business
model for outsourced MTM services, studies
need to clarify the reimbursement amounts for
outsourced MTM services per patient per year
and which MTM vendors are used for outsourced MTMPs. Since California consists of
numerous low English proficient speakers,12 it
would also be important to assess how MTMPs
will or will not provide MTM services to such
populations.

Limitations
The following limitations should be considered when interpreting the results of this study.
The study had a response rate of 35%, or 18
Part D Plans within California, so the results
cannot be generalized to all MTMPs based in
California. However, the study represented
1.4 million Part D enrollees, or 50% of all
enrollees within a Part D Plan in California,9
and the response rate is typical for online surveys.13, 14 Nevertheless, further studies should
be conducted to obtain the broadest range of
participation. The survey did not ask for the
percent time allocation of each MTM provider,
so although pharmacists are involved in MTM
functions most often, it is not clear how much
time they spent in each role that was evaluated.

Conclusion
Pharmacists have clearly emerged as the
primary healthcare provider involved in Part
D MTMPs in California, whereas 50% of Part
D Plans did not involve nurses. There were
clear differences in the MTM provider roles
between outsourced and in-house MTMPs.
In-house MTMPs appeared to utilize a more
multidisciplinary healthcare team with a different provider mix for various MTM functions. Outsourced MTM services have financial challenges but the opportunity to expand
the scope of pharmacy practice appears to be
available and expanding.
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on the lighter side

A Humorous Look at Pharmacy

Setting A Good Example?
by Barry Pascal, PharmD
Humorist, Satirist, and All-Around Nice Guy

D

uring my four plus decades behind a
retail counter I had a lot of problems
counseling my diabetic patients. But the

main problem was with me, not with them.

For example, the following sequence would occur periodically:
“Mrs. Johnson, are you sure you want that entire box of Milky Way
chocolate bars and the insulin syringes?”
“You told me that was your favorite candy, Barry, now I like them
also,” was what I heard in reply.
Or, “Mr. Sonny, you need to exercise and watch what you eat.”
Invariably patients would come back with, “Barry, is that what
you do?”
Actually, our clerks, patients, the mailman, and UPS delivery guy
would fire back in unison, “Barry, is that what you do?”
I gave up smoking 40 years ago, but I do love to eat and I can’t
stand exercising. I convinced myself that humans were supposed to
breathe hard only on special occasions, and never on purpose. How
can I counsel patients on correct behavior when I am guiltier than
they are? (Our current crop of politicians must have this same feeling.)
It is not that I don’t try. I have been going to the gym three days a
week for the past nine years. I go there – I just never go in. (There is a
terrific bakery next door.) It has been years since I attempted any extensive physical fitness. To me, exercise was getting up in the middle
of the night to go to the bathroom, and getting a massage was a 50minute workout. Yep, you guessed it — I am not in the best shape. So
who is going to listen to a pharmacist in a white coat who looks like
the Pillsbury Doughboy?
After all these years of stopping and starting to exercise, I developed a special gym routine. In order not to feel embarrassed or look
out of place at your workout, you must have a certain look and follow
a specific protocol. If you don’t, you could injure yourself or, even
worse, attract attention. After studying the equipment, the people and
the physical fitness systems, I came up with a successful program that
will work for anyone starting out at the gym.
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You must warm up first before you start anything so that you don’t
injure yourself by pulling a muscle, at least that’s what we have been
told. But the real reason is that you’ll get extra time to figure out all the
machines and look at all the young people with anatomically correct
bodies who usually walk back and forth in front of you in some sort of
advertising campaign to make sure you keep coming back. You’ll also
have extra time to practice sucking in your stomach. (The recumbent
bike is best because it hides more parts of you!)
Additional suggestions:
1) Buy oversized black workout clothes. Unless you have one of
those perfect bodies, loose fitting dark clothing hides almost everything. In addition, baggy clothes give you the opportunity to tell everyone that you just lost 29 lbs. and look as if you really did lose them.
2) Get a good pair of athletic shoes. Shoe logos are the main thing
that others recognize, and they make the statement that you belong
there.
3) Get a big shoulder bag and a pair of those workout gloves with
the fingers missing. Who else but a pro would wear fingerless gloves
in a gym?
4) A spray bottle filled with water is a must.
5) And lastly, carry a bottle of drinking water and a little white
towel. You will now look like you fit in, even if you don’t.
To guarantee anonymity, go to the gym with a friend who is gorgeous, has a perfect body and wears tight, colorful clothes. No one
will even know you are there.
After your warm up, sit down at the first machine. Use the lowest
weight possible and try to do three sets of ten. (Trainers walk around
telling everyone to remember to breathe — as if you could forget that!)
Then, as you leave the machine, change the weights up to 150 lbs or
higher. That way, the person following you will not laugh when they sit
down to take their turn. Another effective little trick – spritz your face
with the spray bottle when no one is looking so that it looks like you are
sweating.
I usually go around to every machine and sit down and change the
weights. I don’t use the machine – I just sit there for a few minutes and
change the weights. You should see the look of admiration and approval from all those muscular athletes when they notice the substantial weight on the machines as I leave.
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All of these little tricks will help you blend in while you acclimate
yourself to your new lifestyle.
Forget about all those young people who stroll by muttering, “No
Pain - No Gain! No Pain - No Gain!” Just remember my motto: “No
pain is NO PAIN!”
I am still trying to go to the gym three times a week now. Even if I don’t
go in, I feel that it is important to go to the gym on a regular schedule.
Even though I am not diabetic yet, I have similar eating issues of a
diabetic – especially the what and the how much. When I was younger I
used to dream about girls; now my dreams are about soufflés, Cabernets,
and french fries. When I used to tell our patients to watch what they eat,
some asked if they could join me and just watch me eat instead.
But by far my biggest problem (in all directions) is my diet. I now am
solving that problem by having my wife control my portions. For me,
that last 5 pounds I will have to lose is going to weigh 125 pounds
because I now have my wife on my back.

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 the Honorary Sheriff from 2005 to 2008 and now is just hoping they
don’t throw him out of Northridge. Pascal has written seven comedy books,
and, in addition to this journal series, writes a humorous monthly newspaper column. At least that is what it is supposed to be.

Disclaimer – This article does not represent the views of the
CPhA or the editorial staff of California Pharmacist. This document
is a genuine disgrace to real research, science, or pharmacy. Rather than
refunding an accidental overpayment of dues, the CPhA agreed to let Pascal
ramble on in print.

Reader Comments
“Do they call you Rusty Barry?” Athlete and Diabetes Shoppe
spokesperson, Iron Andy.
“All of my indiscretions were
caused by sugar,” jointly
submitted by Bill Clinton, Mark Sanford,
John Ensign,
Gary Hart,
Larry Craig,
Hugh Grant,
David Vitter,
John Edwards,
Prince Charles,
Thomas Jefferson, Franklin
Roosevelt, John
Kennedy, Woody Allen, George Michael, James
McGreevey, Eliot Spitzer, Kobe Bryant, Jerry Falwell,
Jimmy Swaggart, Strom Thurmond, John Profumo,
Mark Foley, Newt Gingrich, Francois Mitterrand, Gavin
Newson, Bob Packwood, Wilbur Mills, Gary Condit, Julius Caesar, Mark Anthony, Samson,
King Ahasuerus —
the list is too long to
include everyone .
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Diabetes Care Pharmacy
by Katie Ahn, 2011 PharmD Candidate,
Thomas J. Long School of Pharmacy at Pacific

D

r. Tony Song is the President of Diabetes Care Pharmacy.
He is a graduate of the University of Southern California.
Upon graduation, Dr. Song was involved with biotechnology

and industry for six years. Five years ago, he started Diabetes Care
Pharmacy with the vision of providing diabetes care education for
every community. He is in the process of working towards this dream
and expanding his business.

Description of the practice model
Benjamin Franklin once said, “An
investment in knowledge always pays the
best interest.” Diabetes Care Pharmacy
in West Covina, California grounds its
roots in that very idea. They believe that
patients with chronic illnesses, particularly
diabetes, need more than just a pamphlet
and concise words of advice for productive
therapy; they deserve long term, active
44 California Pharmacist Summer 2009

health education. The goal of this pharmacy
practice model is to unite patient diabetes
education and pharmacy under one roof. As
a result, this practice model is uniquely its
own: a full service independent community
pharmacy conjoined with a full scale
education center.
One of the special features of this pharmacy clinic is to provide practical and
understandable health education programs

that are driven by results for all its patients.
However, they specialize in diabetes education classes because 60% of their clientele are
patients with diabetes. The classes are capped
at around 15 patients for optimal results and
individualized attention. A requirement for
patient enrollment in these classes is a personal blood glucose monitor, which is capable of
transferring patient data to a computer. Other
materials include test strips and a logbook to
keep track of their daily tests.
This practice model teaches patients to review and understand their blood sugar levels
and to make effective changes accordingly.
They also offer complementary programs on
weight control, diet, and nutrition as well as
specialized diabetes consultations consisting of one-on-one meetings with patients to
review their medications, compliance, and
more. These consultations can take place
over the phone or via e-mail as well. The
diabetes practice model is outfitted with an
anti-coagulation clinic to offer medication
therapy management to more completely
serve patients.
Pharmacy practice models should be accredited by the American Diabetes Association (ADA). This license provides reliable,
trusted knowledge and training to patients so
they may become leaders of their own health.
They ultimately prove that diabetes education, focused on self-management, can make
a difference in a patient’s life. More information on ADA accreditation can be found at
www.diabetes.org.

Resource requirements
The interdisciplinary teamwork of a pharmacist, an RN nurse, a registered dietician,
a medical assistant, two technicians, and a
clerk come together to staff this practice
model. The practice site also accepts intern
pharmacists from Western’s and University
of Southern California’s Schools of Pharmacy
as part of their APPE rotations elective for
diabetes care.
www.cpha.com

In this practice model, no patient is ever turned away.
Indigent patients without insurance are plugged into
classes with extra space, and often times, sample
monitors and test strips can be obtained.
In order to fulfill its educational component, this pharmacy utilizes a 700 square
feet classroom. ADA certified staff utilize
two consultation rooms to instruct patients
on how to use their blood glucose monitors.
During each two and a half hour class session, patients bring in their blood glucose
meters and download their blood glucose
testing logs onto a computer that keeps track
of their progress. This information is reviewed with the guidance of the RN nurse,
who is also a certified diabetes educator.
From here, the dietician makes recommendations to patients so that they can manage
their diabetes. Patients provide feedback to
the dietician about their authorized medications and lifestyle changes. Finally, the
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medical assistant is involved with billing in
addition to managing the classes and appointments. This highly specialized and trained
staff makes the process of diabetes education
occur smoothly.
This independent community pharmacy
is ADA accredited, which is usually hard to
obtain for small independent pharmacies.
This accreditation allows this institute to seek
reimbursement from Medicare, and more
importantly, prove to doctors and medical
groups that their cognitive services do indeed
work and are at the highest standards of patient care. This credibility helps to build referrals and patient trust.
In this practice model, no patient is ever
turned away. Indigent patients without insur-

ance are plugged into classes with extra
space, and often times, sample monitors
and test strips can be obtained. As a result,
business relations with suppliers and flexibility are key components to deal with
these scenarios in this business model.

Description of successes both
anecdotal and measurable
Hemoglobin AlC is the primary clinical
measure of success for this pharmacy practice model. These A1c values are collected
from patient’s lab values as they circulate
through the diabetes education program.
This pharmacy has calculated that for
every percentage point that is decreased
in hemoglobin A1C, the risks of compli-
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Diabetes Care Pharmacy (cont.)

… a vision to open a diabetes education center
pharmacy in every community.
cations from diabetes are decreased by
40%. These complications include blindness, renal failure, and amputations. The
pharmacy’s average patient A1C resulted
in a greater than 2.2% points decrease for
those that were not in glucose control before attending the program. These results
benefit everyone. Patients become more
compliant with their medications and
thus save medical bills. Medical groups
benefit from these results because as patients become healthier, they in turn save
money, and thus they can efficiently treat
other patients.
This practice model measures success
based on their referral counts as well.
When patients begin to see a difference in
their health and that they indeed can have
control of their diabetes, they begin to talk
to their family members and friends. More
referrals are made to this pharmacy practice model and their clientele base grows.
When doctors see that there are results
from diabetes education, referral counts
from medical groups increase as well. The
president of this practice site explains that
one medical provider goes as far as to
tell their patients, “If you don’t go to this
pharmacy’s diabetes program, we won’t see
you anymore.” Additionally, this practice
model is contracted with the Independent
Physician Association (IPA), which also
helps to build referral counts. Right now,
on top of their pharmacy patrons, this
practice model sees 30-40 patients daily
for their education programs and 20-30
patients daily for their anti-coagulation
clinic. The difference that is made in patients’ lives is evident.

Limitations of the model or
restrictions that limit it portability
As with any pharmacy practice model,
there are limitations. The biggest challenges lie in the fact there are very few similar
practice models that exist in the entire
country. The clientele base had to be built
one patient and one referral at a time. This
practice model continually has to prove
and does indeed prove that diabetes education has an impact.
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There are practical limitations of this
business model that cannot be overlooked.
This facility requires consultation rooms
for patient privacy and comfort, as these
one-to-one sessions demand personalized
attention and time. Hence, a waiting area is
necessary for patients. To add to this, classes
require a downloadable blood glucose meter,
making computers and software practical
necessities to keep track of patient data.
Medical records must be organized on these
computers as well so that patients can aptly
follow their progress. Furthermore, this
practical model needs to implement special
means to perform blood glucose tests and
collect hemoglobin A1C data. As mentioned
before, specialized personnel who can interpret and appropriately convey this information to the patient is vital. These statistics
will ultimately gauge patient success in the
diabetes education program.

Business case if available
Because this pharmacy practice model
mimics the role of a medical office and is
juxtaposed to a pharmacy, there are two
very different billing processes that are
intact. On top of pharmacy software and
durable medical equipment billing, this
practice model implements a software that
is often used in doctor’s offices. However,
this does not take care of the paper claims
that must be done separately. Because this
business model is a service-based medical
provider (just like a doctor is), the billing
structure is synonymous to a doctor’s office.
The process consists of a group billing code,
individual billing code, nutritional billing
code, follow up-code, anti-coagulation code,
and various other payment terminology.
Billing is performed throughout the day
and a mass billing is done at the end of the
day as well for the educational services.
Throughout the day, if applicable, co-payments are collected from patients, with most
reimbursements coming from insurance
companies, Medicare, medical groups, and
PPOs. In this type of practice model, billing can be a hit or miss process when first
initiating the business. Now, with a secure
billing system utilized, the diabetes class

sizes are in perfect balance with reimbursement, peak health outcomes, and return on
investment.

Legal, or regulatory issues, or
restrictions on the model
There are multiple regulations and administrative parameters that are involved
in building a diabetes education pharmacy.
Obtaining ADA accreditation, which
again is vital for credibility and reimbursement, may take as long as a year and a half.
Among other time constraints, fashioning
the curriculum for the clinical component
of the practice model took at minimum six
months. Reimbursements did not begin until two years later. A Department of Health
certificate and a CLIA waiver for certified
laboratory testing must also be instated for
the cognitive services. There is more to
this regulatory list because of all the
necessary contracts that are needed for
this practice model.

Future plans and direction
This pharmacy practice model holds a
vision to open a diabetes education center
pharmacy in every community. In order to
make a step towards this dream, this practice model is in the process of collaborating
with independent pharmacies that have the
space for an education center in different
communities. They currently have an education facility (that does not have a pharmacy)
in the Pasadena area solely devoted to
providing classes to the public about diabetes. In this way, they believe that patients
will have optimal control of their blood
sugar and make an overall impact on
diabetes outcomes in each community
that they serve. This pharmacy is surely
changing the face of diabetes outcomes
one community at a time.

About the Author
Katie Ahn is a 2011 PharmD Candidate of
University of the Pacific Thomas J. Long School of
Pharmacy and Health Sciences. She is involved with
CSHP, AMCP, NCCCP, and RxTracts.
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Corner Drug Store
Diabetes Practice
by Christine L. Nguyen, 2010 PharmD Candidate and Craig Stern, PharmD, MBA
Pharmacists in the independent community
setting have the unique opportunity to
provide disease management services for
patients who suffer from chronic diseases.
Mark Shabashov, RPh, owner of Corner
Drug Store in Hemet, California, an
independent community pharmacy, offers
diabetes management services in addition to
traditional pharmacy services.

Description of the practice model
This model is an independent community
pharmacy with diabetes management
services. The pharmacy operates under the
Good Neighbor Pharmacy network and
features Diabetes Shoppe. The staff consists
of one pharmacist, one technician, three
typists, and one delivery driver. Once a
week there are two intern pharmacists. The
pharmacy also has one automated robot.
New participants in the diabetes management
program are either referred by physicians or
identified when purchasing diabetic supplies.
The patients are not required to have their
prescriptions filled at the pharmacy.
The core of this model relies a great deal
on the effectiveness and education of the
staff. Technicians are educated in the disease
process and have a good understanding of
diabetic products. The pharmacist trains
the intern pharmacists to give all patient
consultations. Each intern pharmacist
manages five patients for a five-week period.
The initial consultation requires about thirty
minutes and follow-up appointments require
about ten minutes. At each weekly follow-up
appointment, the intern pharmacist assesses
the patient’s dietary, exercise, and blood
glucose logs. Patients are encouraged to
bring their own blood glucose monitor for
testing in-house. Patients also have access to
the automatic blood pressure machine in the
pharmacy.
The model also has a place for community
involvement. Every year the pharmacy holds
a diabetes clinic that is open to the public.
Here, people can be screened for diabetes
and learn more about the disease. They can
also receive nurse-administered flu shots and
vendor-provided health information.
www.cpha.com

Resource requirements
The most important requirement of
this model is a diabetes-educated staff.
A technician’s ability to assist diabetic
patients dramatically improves with a good
understanding of the disease. In addition to
the guidance and education provided by the
pharmacist, the technicians receive diabetes
training through the Diabetes Care Certificate
Program. This certificate program is accredited
by the National Institute for Pharmacist
Care Outcomes (NIPCO), an accrediting
organization through the National Community
Pharmacists Association. The technicians also
attended a diabetes certification course held by
AmerisourceBergen. An allocation of funds
for the purpose of staff education is necessary.
Another important requirement is
an affiliation with a school of pharmacy
because the consultations are performed by
intern pharmacists. Other requirements are:
promoting the management services to the
community and directly to local physicians,
carrying a variety of diabetic supplies, and
having a separate consultation area.
  

Description of successes both
anecdotal and measurable

In this business model, success is reputation.
Patients are referred to the pharmacy by
physicians who trust in the pharmacist’s
ability to manage their patients. Competing
pharmacies send their diabetic patients to this
pharmacy because their models cannot support
rigorous diabetes management. Success also
comes in the form of community involvement
where the annual diabetes clinics have
identified patients who did not know they had
diabetes. The number of new diabetic patients
to this model can be measured by how many
blood glucose meters are sold. Patients who
purchase meters at this pharmacy also tend to
utilize its diabetes management services.

Limitations of the model or restrictions
that limit its portability
One limitation of the model is that it is
more feasible in an independent pharmacy
setting where the pharmacist is able to commit

sufficient time to the patients and to the
training of intern pharmacists. Another
limitation is cost. Although the utilization of
interns drives down costs, a pharmacy must
be filling at least 200 prescriptions per day to
support the diabetes management services.

Business case if available
Currently, the model does not bill for
diabetes management services. The model
acquires income by obtaining new diabetic
patients. One new diabetic patient can
generate roughly six to eight prescriptions
plus over-the-counter products. The model
may bill for these services in the future when
medication therapy management is more
standardized.

Legal, or regulatory issues, or
restrictions on the model
Currently there is a restriction of one
technician per pharmacist as well as two
intern pharmacists per pharmacist. This
restriction can limit productivity, but is
overcome with the use of an automated
robot. Also, in order for a pharmacist to
test a patient’s blood glucose level in the
pharmacy, a CLIA-waiver is required and is
difficult to obtain because a physician must
be contracted as the medical director for the
pharmacy. However, a CLIA-waiver is not
required if the patient tests their own blood
glucose level in the pharmacy with their
personal meter.

Future plans and direction
Future plans may be to expand upon
the management services to include other
disease states, such as asthma, COPD, and
emphysema.

About the Authors
Christine L. Nguyen is a 2010 PharmD
Candidate at the USC School of Pharmacy.
Craig Stern PharmD, MBA is the President of
Pro Pharma Pharmaceutical Consultants Inc. in
Northridge, California. Dr. Stern has no bias
to disclose.
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“Iron Andy” Inspires
Diabetes Patients Around the Nation
Living Life to Its Fullest
Requires the Support of Good Pharmacists
by Cathi Lord

A

t the age of 36, Andy
Holder was not your
typical candidate for di-

abetes. He led a very active and
healthy lifestyle – working out
all the time and making conscientious food choices. He was
married, with two young sons.
Then his world was turned
upside down when he learned,
through a routine blood test,
that his A1C level came back at
12 and he was diagnosed with
type 1 diabetes.
His initial reaction? Confusion. How could a person who leads such
a healthy lifestyle be diagnosed with diabetes? Moreover, he was under
the impression that type 1 diabetes was specific to children. Then fear
set in. Would he be around for his wife and children for the long term?
In this article, you’ll learn about the uphill battle that Andy faced
and the tools he has used to combat the disease. He has evolved from
a newly-diagnosed patient into “Iron Andy,” a triathelete who travels
the country competing in triathlons and speaking out on behalf of the
Good Neighbor Pharmacy (GNP) Diabetes Shoppe. He espouses the
value of working with his pharmacist to keep his diabetes under control and to help him overcome everyday challenges. Together with the
GNP Diabetes Shoppe team, Andy has coined the phrase “Managing
Diabetes - Living Without Limits.” He’s on a mission to teach other
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diabetes patients to live life to the fullest and not to let diabetes limit their
goals for their thinking.

Q

Describes your thoughts and
emotions around your initial
diagnosis.

A

At first, I was in denial. I couldn’t
believe that a person with my
healthy lifestyle could contract what I
thought was a childhood disease. The
endocrinologist explained that indeed
adults can come down with type 1
diabetes and confirmed that I did not
do anything wrong to get the disease. I
felt fearful as a young father about the
impression that taking insulin injections
would have on my sons. I also felt angry
- diabetes wasn’t part of my plan.

Q

What influenced your decision
to tackle your disease “headon” and to devote your life to educating others?

A

“I was literally driving home
from the doctor’s office, talking
with my wife and told her, “I’m going to turn this around into something positive.” After thinking about it for a while, I decided that
what I could change was my attitude and the proactive lifestyle steps
I would take going forward. The only thing we have control of every
day is our attitude and people would be amazed at what they can do
when they focus on the positive.
When I started to educate myself about the disease, I saw how horrible the disease was, especially for children. I thought what a tragedy
it would be to have a child grow up without the same opportunities as
me. It got me to think more globally. I knew I wouldn’t be able to cure
the disease, so I started thinking what I could offer from my sports
perspective. Sports have played such a positive role in my life while I
was growing up and have taught me the value of a positive attitude.
www.cpha.com

During the “Ironman Triathlon” broadcast that weekend, I found
the human interest stories to be very compelling. I was impressed by
the that fact that these were ordinary people doing something extraordinary. I instantly began to think about how people watching would
tell themselves, “I can’t do that” and felt inspired to prove that they
could. I had not ridden a bike since I was a kid and I didn’t know how
to swim, so I bought a bike, joined the YMCA and taught myself how
to swim. Then I hired a trainer to help me. Many people asked me:
“Why pick something so extreme?” My answer was, “I picked Ironman
because it was the hardest thing I could think to do, and if it were easy,
no one would care and no one would be inspired!”
Next, I decided to call the Juvenile Diabetes Research Foundation
(JDRF) and set an appointment with them to discuss how I could help
them raise awareness, raise money and get recognition for what I was
doing. They introduced me to the Philadelphia JDRF, where I met
Scott Robinson from AmerisouceBergen, who runs the whole Diabetes
Shoppe program for ABC. Scott intimately understood the needs of
both patients and the healthcare providers as the National Director of
Retail Programs for ABC. Scott came up with the “Managing Diabetes
- Living without Limits” campaign. Since its inception, the program
has inspired hundreds and hundreds of people throughout the country.

Q
A

How would you describe your lifestyle today?

I train (swim, bike, run) six days a week, usually twice a day.
I travel the country racing in triathlons, giving inspirational
speeches and I do a lot of media interviews to promote the role of the
independent pharmacist for patients with a chronic disease, like diabetes. All this while managing diabetes, being a husband and father and
starting a foundation.
When I’m racing, speaking engagements and media interviews are
arranged at pharmacies and media outlets in the communities where I
race. The interviews are all about the pharmacist – showing their value
and educating their patients about how they can make a difference in
the patients’ lives. I travel Wednesdays through Sundays so I can balance my work and family lives, then I will have down time for a week
or two until the next trip.

Diabetes Care
in the Pharmacy
Setting
What does it take to get started?
To learn more about the practical applications of diabetes
services in the pharmacy setting, CPhA spoke with Clare
Petrotta, RN, PHN, BSN who is the Diabetes Shoppe Program
Manager, West Region for Amerisource Bergen. She and Iron
Andy often work together and visit pharmacies to support programs already in place or to help start new ones.

Q
A

What is your role in supporting diabetes management programs in the pharmacy setting?.

My role has been one of working to support the pharmacy/pharmacist by developing programs to fit their business model, identify standards and promote competency and
education. I share my expertise as a diabetes educator, discuss
how to bring that role into the pharmacy and help pharmacists
to extend their role as a healthcare delivery provider.
Steps involved:
For pharmacies today, there are different levels of diabetes
programs that are available. The first step is to determine what
type of program best fits the pharmacy and its staff. In discussing implementation plans, we run through a checklist similar to
the following:
• Select the wholesaler’s program module best suited to your
patients and pharmacy
• Learn about education requirements for minimum competency
• Think about how your product selection will best meet
your patient’s
• Provide follow up seminars to provide training about
OTC products
• Follow up for any type of need including patient wellness
day and patient education events.

Q
A

What do readers need to know in order to implement
a similar program in their practice setting?

They should do a business review to see if there is the
need for a program within their community.
Questions they should ask themselves:
• Do they have the staff to support the development of the
program?
• What are their goals before implementation?
• What are the needs of the community the pharmacy is
located within?

Andy after Ironman California in Oceanside, with a family he met at a
diabetes camp. They came to the race to show their support.
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“Iron Andy” Seeks to Inspire Diabetes Patients Around the Nation (cont.)

Review community demographics
• What are the needs of the community?
• Are there healthcare providers in the area who provide
similar services?
Determine if you can implement a program that
augments other health care providers in the
community
• What need or void can I fill?
• What program can I implement to enhance what’s currently
available?
Common concerns and challenges to you help
pharmacies overcome
• Space availability
• Staffing, competency and education
• Identifying marketing opportunities and channels that
would work within their setting

Q
A

Success stories? The “before” and “after” effect of
pharmacies which chose to implement the program?

• Sales/revenue – profits range from pharmacy to
pharmacy; but other profits move over into improved
patient outcome that may provide MTM opportunities, etc.
• Increase in customer retention and addition of new
customers
• “I implemented automation to allow me more time with
my patients”
• Healthcare provider who will “only send his diabetic
patients to us” for management

Pharmacist/ Patient Take-Aways
This role is a rewarding one because I get to work with pharmacists who want to change the direction of their business to
one of “healthcare provider.” Once they get involved in true patient care, they verbalize the satisfaction of being able to monitor
a patient that is new to insulin, make the necessary adjustments
while working with the patient in stabilizing his blood glucose
levels and then returning the patient back to the physician while
gaining a loyal patient.
Pharmacy is a great place to be today with the opportunities
for greater patient care and to be able to really make a difference
in their lives because it truly is the “point of care” for patients.
We need more pharmacists who can demonstrate excellent patient management so we can move forward with reimbursement
issues - that is the greatest challenge.

Andy enduring the
heat on the famed
Queen K highway
on the Big Island
in Hawaii.

Q

How do you
think pharmacists
help to manage
disease?

A

Most people
see their doctors (or endocrinologist) once per year,
so to have a healthcare professional
like a pharmacist is
important to help
manage the day to day issues that come up. Pharmacists are highly accessible and know their patients, their families and their medications. For
someone living with a chronic disease, having a pharmacist on your side
is invaluable.
The most important thing patients can do right after being diagnosed
is to get emotional support from a local pharmacist or diabetes educator.
The day you get the news, there’s a lot to get your mind around and it’s
scary. Pharmacists can help patients figure out what to do next and get
them through the early stages of the disease (i.e. - proper blood sugar
management, nutrition education, advice on lifestyle changes) and help
putting together a plan of action. Pharmacists need to let the patient
know, “I’m right around the corner, come talk to me.”
Some of the better pharmacists I have met are downloading patient’s
meters, and helping evaluate what is causing changes in the patient’s
disease. The amount of help a pharmacist can provide is unbelievable!
If pharmacists are proactive, and are doing things to help their patients,
they will keep coming back. Pharmacists have a prime opportunity to
reach into their community and find people with real needs and to make
a difference.

Q
A

What do you feel the top three factors in getting your diabetes
under control have been?

It’s all about attitude. Patients need to accept that diabetes is what
it is and decide what they are going to do about it. This disease is so
relentless; it can get overwhelming. Patients have to be relentless in return. They are going to have good days and bad days, so encourage them
to keep moving forward and staying positive.
Plan and prepare how to manage the disease. Patients need to
learn how diabetes affects their individual bodies. They need to learn all
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“Iron Andy” Seeks to Inspire Diabetes Patients Around the Nation (cont.)

they can about testing blood sugar, planning meals, and planning an
exercise routine.
Patients need to surround themselves with support and good
healthcare professionals. Not just a doctor or nurse, but also a pharmacist or diabetes educator if available..

Q
A

Do you have any follow-up contact with patients you’ve met
while out on the road?

Yes, I’ve heard from people quite a bit. One person told me, “I
lost 30 pounds, because I know there’s no more excuses.” This
story applies to anybody who has used the words “I can’t” in the past.
There was also a story of a young boy in Hawaii living with diabetes
who had already completed 30 triathalons
himself. By spending time with him and his
parents, I was able to make a profound impact
on his parents. I keep in touch with them and
many other families I have met in my travels
with regularity.
Whenever possible, we also like to get
the local pharmacy out to the race site with a
booth, to promote the health care and diabetes management services they have to offer.
I have also sent “Team Iron Andy” jerseys to
triathletes who’ve become inspired and want
to spread the word about the “Living Without
Limits” campaign in their own communities.

Andy Holder is a National spokesman for Good Neighbor Pharmacy
Diabetes Shoppe and writes a weekly blog which can be accessed by visiting
www.diabetes-shoppe.com. He has also started the Iron Andy Foundation
(IAF) website www.ironandyfoundation.org. Their mission is to “help children, young adults and their families dealing with diabetes and other chronic
illness by providing inspiration, resources, and assistance to help them to
achieve their life goals.”
Through their fundraising efforts, IAF sent some children in southern
California to Camp Conrad-Chinook this summer. This is just one small
example of the many lives that are enriched by this group. “Whether it’s
helping people by providing them diagnostic tools and supplies, sending them
to diabetes camps, or funding of scientific research, the Iron Andy Foundation will be there to help others to live life to the fullest.”

Andy inspiring the
crowd before an
ADA Tour de Cure
bike ride.
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BUSINESS MODEL

Pharmacy Based
Diabetes Education Program
Ross Valley Pharmacy & Wellness Center
by Nicole Vas, RN, CDE

Diabetes Education Program Model

D

iabetes education
for patients is most
often administered

through hospitals or outpatient clinics; however, a good
fit to provide these services
is within local community
pharmacies. Since 1987 the ADA has been certifying diabetes
education programs and has designed these programs to be flexible
enough to be applicable to any health care setting. There are cur-

rently about 2,000 ADA Certified Diabetes Self-Management
Education Programs across the United States, but only 3% are
run within pharmacies.
Since patients with diabetes go to their
local pharmacy three to six times more
frequently than they visit their doctor
or clinic, it makes sense that pharmacies
provide diabetes education services and
behavioral reinforcement. Pharmacists are
often called upon to show a patient how
to use a glucose meter. Once mastered, the
patient immediately begins asking what
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numbers they should achieve, how often
they should check, or how to improve their
numbers. Access to a Diabetes Educator
to answer these questions has been a great
success for our business. Diabetes education can be run very efficiently through a
pharmacy because a change in medication
often triggers the need for further patient
education. A confusing process for patients

becomes one-stop shopping. A new prescription is filled and the Diabetes Educator can immediately teach the patient how
to use it or adjust it.
Diabetes Education programs that are
endorsed by the American Diabetes Association receive “Recognition Status”
for meeting National Standards for Quality Diabetes Self-Management Education (DSME). Once programs become
ADA Recognized, they are reimbursed
by Medicare and most private insurance
companies for the educational service.
ADA-recognized DSME programs are
formatted as group classes that provide
patients with nine hours of group training
and one hour of individual training specific
to a patient’s needs. To achieve recognition
status, certain requirements must be met.
There must be a written protocol with a
mission statement, organizational structure,
target population, a written detailed curwww.cpha.com

“Physicians send their patients to our pharmacy,
specifically because we bill Medicare for glucose meters
and supplies and they trust that their patients will get
adequate training and support.”
riculum that teaches all ten content areas,
and program evaluation tools such as behavioral outcome data and a QA process.
Other criteria include staffing of qualified
instructors (an RD, RN, pharmacist, or
CDE), holding regular staff meetings, and
advisory board oversight. To learn more
about achieving recognition status, go
to the American Diabetes Association’s
website at: www.Diabetes.org. You will
find this information under “Recognition
Programs.”

Description of the Practice Model
The following is an overview of a
diabetes education program that is run at
Ross Valley Pharmacy & Wellness Center,
an independent community pharmacy in
Larkspur, CA. We employ a part-time (.5
FTE) Registered Dietitian, Certified Diabetes Educator (RD, CDE) as our diabetes
Program Coordinator. She oversees the administration of the entire diabetes program,
counsels patients one-on-one, and teaches
the DSME classes. In addition to reimbursement for DSME classes, Medicare also
covers Medical Nutrition Therapy (MNT)
by a Registered Dietitian. This allows our
program to bill for both classes and individual consultations. Patients are often in
need of both services. The DSME classes
are intended to teach people everything
they need to know for living with diabetes
long-term, such as what to do for sick days,
foot care routines, or how to understand
their lab values. Individual MNT counseling
is used for teaching insulin injection, BG
monitoring, insulin adjustments, and carbohydrate counting.
Individual MNT counseling is provided
by a Registered Dietitian who must obtain
a Medicare Provider Number. The RD
can then work as independent practitioner
www.cpha.com

and bill Medicare for services if the patient
is referred by a MD. Staff pharmacists also
bill for Medication Therapy Management
(MTM) and teach the medication topic of
the DSME class program. The Diabetes
Education program is primarily marketed
to primary care physicians who fax a signed
referral to the pharmacy for diabetes education services and prescriptions. Patients are
then scheduled for DSME classes, MNT individual consultation, or both. Through the
use of a questionnaire, patient educational
needs are assessed.

Resource Requirements
The key to a successful DSME program
is the hiring of your Program Coordinator to
meet all the standards for recognition status.
The Program Coordinator must have academic or experiential preparation in health
program management. The job requires
budgeting, marketing, billing knowledge, as
well as clinical diabetes management. If a
Certified Diabetes Educator is employed on
staff, that is the only necessary staff member.
If your diabetes educator is not CDE credentialed, then you must have at minimum,
an RD and an RN who receives 15 hours of
Continuing Education Credits per year in the
specific area of diabetes management.
It is also necessary to have space within
the pharmacy for a private office for the
consultation of patients. The office needs
internet access to communicate with the
ADA during the recognition application
process and to stay current with professional
email and educational issues. The Diabetes
Education office at Ross Valley Pharmacy
is roomy enough to seat five. This comes
in handy when educating family members,
holding small classes, or staff meetings. The
office is equipped with food models for Carb
Counting sessions, a scale to weigh patients,

areas for demonstration meters & insulin
pens, and file cabinets for required patient
records. Ideally, classes are held on-site in
a private area, but the Ross Valley Diabetes
Management Program holds classes at the
local hospital or community rooms.

Description of successes Both
Anecdotal and Measurable
One of the requirements of the DSME
program is to track and measure patient
satisfaction. Participants of the Ross Valley
Pharmacy Diabetes Education Program consistently score our program at 4.75 out of 5.
Many participants feel an allegiance to our
pharmacy to refill their diabetes supplies and
other prescriptions. Additionally, our DSME
program has increased our credibility and
visibility in the community. Physicians send
their patients to our pharmacy, specifically
because we bill Medicare for glucose meters
and supplies and they trust that their patients will get adequate training and support.
We highlight National Diabetes Month in
November by having diabetes screenings,
providing free log books, meter demonstrations, and informational handouts.

Limitations of the Model, Restrictions
that Limit Portability
Diabetes education programs are rarely
profit centers. When programs are monitored closely, costs and overhead kept low,
programs can cover their costs. However,
the primary benefit is increased visibility and
employee satisfaction in providing superior
service to the community. Start-up costs can
run several thousand dollars and it may take
6-12 months to get the program running.
We would suggest starting with private consultations for medical nutrition therapy with
a Registered Dietitian, then adding DSME
classes while gathering outcomes and demoSummer 2009
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Pharmacy Based Diabetes Education Program (cont.)

To advance the field, pharmacies must not be viewed
as just dispensers of medications.
graphic data. When considering starting a
DSME program, determine if there is a need
for educational services by searching the
ADA web site for existing programs in your
community - they list all the Recognized
ADA programs by state. The ADA also
serves as your liaison and can assist you in a
community needs-assessment.

Legal or Regulatory Issues
In order for the pharmacy to bill Medicare for DSME services or Durable Medical Equipment such as glucose meters and
supplies, it must become a Medicare Part B
Provider. The Medicare Part B accreditation
process entails an application to Medicare and
possible auditing by Medicare. An accredited
facility must have job descriptions in place,
keep employee files, and meet all HIPAA
criteria. Employees that counsel patients must
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have documentation of training and competency, documentation of current licenses, and
there must be a CQI process for patient satisfaction. The DSME program is reimbursed under
DSMT G0108 & G0109 Codes. The diabetes
classes are a one-time benefit to patients, but
allows for two hours of follow-up training every
year. MNT codes 97802, 97803 provides the
patient with three hours of Nutrition Therapy in
the first year of receiving services and two hours
of follow-up per year. Reimbursement amounts
vary, depending upon local area of service but
is approximately $20 per 15-minutes of service.
To summarize, the pharmacy must be Medicare
Part B accredited and the DSME program must
be ADA recognized.

Future Plans and Directions
The pharmacy website invites patients to
schedule appointments with a pharmacist for

MTM counseling or a Diabetes Educator for
DSME classes or individual diabetes management/ MNT. Additionally, patients can utilize
an online health tracker system, available at:
www.thecarrot.com, to record past medical history, medications, symptoms, chief
complaints, and blood glucose numbers. This
secure site allows patients to record this information and send it to the pharmacy to prepare for the scheduled appointment. The use
of the health tracker system saves time and
gathers information so that the sessions are
streamlined and potential drug interactions
evaluated prior to the patient walking through
the door. To advance the field, pharmacies
must not be viewed as just dispensers of medications. When pharmacists are recognized as
a health care providers, then pharmacies will
become a hub for education and health management services.
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Easy at your fingertips.
Staples is here and ready to make life
easier. Just push the button.

California Pharmacists Association and Staples Advantage have partnered
to offer a new benefit for CPhA members. Through StaplesLink.com you’ll
have easy access to our products and services you use the most, while
saving time and money. Ordering, shipping and tracking just reached a
whole new level of easy.
Count on Staples to provide you with:
• Easy online ordering
• Award Winning Customer Service.
• Free Next Day Delivery on orders over $50
• Discounted CPhA member prices on the top 100 used items –see other
side for some examples
• World-class customer service and dedicated account management
• Complete Vendor Consolidation – Staples offers dedicated divisions for the
following products and services: Custom Print, Digital Copy Services,
Promotional Products, Technology Solutions and Furniture Solutions

Have Questions? Contact your Staples Representative Natasha Knox at 800898-2420 x 4230 or Natasha.Knox@staples.com
www.cpha.com

Summer 2009

California Pharmacist

55

locals in action

A Profile of the

Pharmacists Professional Society
of the San Fernando Valley
Dedicated to Political Action, Professional Development
and Social Networking (Having Fun!)
by Cathi Lord

L

ocal Associations are the foundation
for the profession of pharmacy in the
State of California, upon which CPhA
builds momentum, unity, and strength.
Many pharmacists, technicians, and student
pharmacists within the Association began their
initiation into leadership roles at the local level.
CPhA is dependent upon that leadership to
make the “One Profession, One Voice” slogan
a reality.

In the case of the Professional Pharmacists Society of the San
Fernando Valley (PPSSFV), leadership opportunities and member enthusiasm abound. This is a well-connected group of pharmacy professionals who are focused on purposeful activities. If they’re not rallying
the troops for a legislative campaign, they are holding CE and social
events with regularity.
As with many other CPhA
local associations, PPSSFV is
comprised of members who all
take a turn at the helm of leadership. This action alone fosters
mentorship and provides newcomers with a “safe”
means of grabbing
hold of the reigns,
knowing fullwell that they
will have all the
back-up they
need. Current
President, Aileen
De Revere, is one
such member.
She was recruited
by a personal
invitation, took
on chairmanships,
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then the position of secretary and now President.
In this interview, Aileen outlines some of the local’s methods for
success as a means of sharing best practices and encouraging other
locals to grow their membership. At one point in the local’s history, the
members of PPSSFV had to make a conscientious effort to focus on
growing their membership and providing engaging events and activities. Their efforts have paid off and now their local is thriving. Read on
to learn more about how you can do the same with your local.
What is the mission of PPSSFV?
According to our bylaws, our purpose is to improve and advance
the art and science of pharmacy; to improve and promote public
health; to foster and encourage inter-professional relationships; to promote the aims and objectives of pharmacy in the San Fernando Valley
and the state of California; to support a system of education, professional training and licensure which will assure the public the availability of competent personnel to supervise the distribution and use of all
drugs and therapeutic devices and to discharge the accepted functions
of the profession of pharmacy; to establish
and maintain a code of ethics which
assure a high standard of moral and
professional conduct for member pharmacists in professional relations with
the public, allied professions, and
fellow pharmacists
How do you
translate that
into a plan
of action?
We had
a meeting
about
six years
ago when
we thought we
Left to right: Rich Kane,
Michelle Boostanfar and Ira
Freeman show off their Am.
Pharm. Month winnings.
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were dying as an association. We discussed
activities we needed to pursue to attract
new members and retain old ones. Out
of that meeting, I developed a five-point
plan which includes having social events,
community projects, CE events/dinners,
political action, and membership.
Your organization is very active
legislatively. Can you describe
some of your response efforts?
We have had a letter writing campaign to
our legislators regarding current issues and
the CVS Caremark-LAUSD contract. It has
generated a great deal of support within our
organization. In addition, our association has
donated to the CPhA Political Action Committee (PAC) while our members have donated individually. And finally, we have several
members travel to Sacramento for California
Pharmacists Legislative Day each year.
When it comes to student pharmacists
we are very supportive of their involvement
in our local. We have sponsored them to
CPhA Outlook, California Pharmacists
Legislative Day and to the APhA Political
Breakfast.
We are also very focused on the CPhA
House of Delegates and have filled every
one of the seats available to our local at
the annual Outlook Conference. At the
local level, we have helped raise funding
for political campaigns of local legislators
and have also invited local legislators to our
events (BBQ) in the past.
What are your 2009-2010 goals?
There are a number of things that we’d
still like to accomplish this year including:
• Have a New Practitioners social event possibly a “Salsa” dancing night
• Possibly have a financial meeting for
New Grads
• Holiday Party
• 3 More CE dinners for the year including
our joint event with SFVHSP Industry
Night November 11
• Have funding to support student programs in the Fall
• Have Board members (and members) attend student activities 2009-2010
• Have one or two board meetings at USC
Campus
www.cpha.com
www.cpha.com

2009 Officers and Board Members
Officers
President: Aileen De Revere
Immediate Past-President; Craig Chally
Secretary: Michelle Boostanfar
Treasurer: Brenda Johnson

Board of Directors
Aileen De Revere
Brenda Johnson
Michelle Boostanfar
Al Siegel
Ira Freeman
Robert Hersh
Craig Chally
Robert Small

Emmanuelle Schwartzman
Paul Drogichen
Harold Capoloto
Tihana Skiracac
Ken Ross
Leo McStroul
Rich Kane

Current Members
217 pharmacists/students/associates/techs

Associate Members
George King, Marsh
Debra Moore, Amerisource Bergen
Derek Smith, Cardinal

Meetings Held
When: First Wednesday of each month
Time: 7pm for dinner then meeting at 7:30pm
Where: Carrow’s Restaurant
City: Tarzana, CA
Contact person and phone number:
Aileen De Revere (818) 388-8575

Primary Benefits of Membership

• Free CE dinners
• Free or low-cost social events
• Networking with colleagues
• Support for students pharmacists
• Impact the future of pharmacy via House of
Delegates policy process
• Impact the pharmacy profession via State
Legislature and Legislator Contacts

PPSSFV members gather at Lulu's Restaurant
monthly.

• We are having a Hollywood Bowl night
• Usually in Late January/early February
we have our wine tasting event to raise
money for student sponsorships to
Outlook
• Help with other activities as needed?
Can you share some tips on recruiting new members?
The most effective way of recruiting
new members is by mentorship and word
of mouth. We also work hard to retain
current members and new pharmacy
school graduates by offering something
to interest them in our association. Plus,
we are always looking for new programs
as a vehicle to attract new members.
What would you attribute to your
growing success?
Our membership is blessed with 16
active, committed board members, who
possess leadership skills and special
interests. Many of our board members
have been President of our association
at least one time in the past. Our board
members are not afraid of hard work
and though we may have differences in
our opinions of how to do things, our
vision and purpose is united: to advance
pharmacy.
One of our new directions is to ask
for as much support from wholesalers
and drug companies as we can get. Right
now it is really tough to find drug companies who will sponsor a CE dinner.
We also have a working budget which
was developed about five years ago.
When we have good income, the amount
we can spend on programs increases.
This is one reason we hold our spring
brunch/fundraiser.
Summer
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Developing a

Bioinformatics and
Medication Management
Research Network

By Gene D. Morse, PharmD, Werner Ceusters, MD, Russell Bessette, MD, Thomas Furlani, PhD,
Ranjit Singh, MD, Amy Hayward, BS, James Notaro, RPh, PhD, Linda Catanzaro, PharmD,
Karl Fiebelkorn RPh, MBA, Anthony Billittier, MD, Daniel Porreca, Bruce A. Holm
Abstract

T

he Institute of Medicine has identified
the opportunities that may enhance
the quality of our health care system
and enhance patient safety. In addition to
emphasizing evidence-based medication
use, transitioning the current medication
use system to one that integrates health
information technology through the use of
electronic health records, ePrescribing, bar
code technology and personal medication
records will be a key component of future
multidisciplinary models. We have established a Bioinformatics and Medication
Management Research Network (BMMRN)
comprised of a statewide collaborative effort with a bioinformatics infrastructure
that will facilitate the design and implementation of research in this area. Our initial
efforts are examining: 1) systems and data
transfer methods used across health systems, 2) optimal communication approaches that are compliant with state regulations,
3) novel design criteria for an ontology that
will facilitate data collection and interpretation, 4) the use of a central computing
facility to facilitate communication among
institutions. The BMMRN coordinating
center is located in the New York State Center of Excellence in Bioinformatics and Life
Sciences at the University at Buffalo.

Background
The Challenge of Providing Pharmacotherapeutic Individualization for Patients: Pharmacotherapeutic individualization is an approach to
drug therapy that considers patient-specific
characteristics to optimize therapeutic interventions. The initial factors involved in
58 California Pharmacist Summer 2009

pharmacotherapeutic individualization include those that contribute to the ability of a
patient to access, understand and participate
in their disease treatment. An additional set
of factors including an individual patient’s
pharmacokinetic characteristics, pharmacodynamic responses and pharmacogenetic
variation also are considered to be important
factors that contribute to the therapeutic
response to a medication. Furthermore,
the drug development process that leads to
medication approval, usually results in the
provision of fixed doses (except for certain
pediatric and oncology medications), providing the same prescribed dose to all patients.
Additional factors such as co-morbidities
contribute to medication management. These
broad areas within the field of clinical pharmacology are now recognized as integral
research areas in all drug development programs that strive to identify patients that are
most likely to derive therapeutic benefit with
minimal toxicity. These “individualization”
factors provide the rationale for the broad
profiling of drug-drug interactions and form
the basis for the clinical measurement of
drugs in therapeutic drug monitoring (TDM)
programs. Clinical pharmacogenomics is the application of genetic tests to identify patient
characteristics that may place an individual at
risk for drug-drug interactions, serious adverse drug effects or a suboptimal response
to treatment. While clinical pharmacogenomics is now included in most drug development programs, the clinical application
of genomic testing will require additional
clinical investigation to identify the patients
that will benefit most (positive or negative
predictive value). In addition, education of

clinicians as to optimal use genomic testing
will also be a key factor in successful clinical
translation of genomics.
The extensive amount of pharmacokinetic,
pharmacodynamic and pharmacogenomic
data that is now included in product labeling
information has led to an acute need for health
professionals to receive education and evidence-based guidance in order to optimize the
translation of clinical pharmacology information into individualized therapeutic approaches. Furthermore, recent recommendations
from the Institute of Medicine have advocated
greater integration of information technology
and multidisciplinary approaches to facilitate
evidence-based pharmacotherapy, reduce medication errors and enhance patient safety.

Bioinformatics, Ontology and
Medication Management
Diverse data sources have resulted from
the expansive use of medications in society,
with data residing in multiple storage sites
including hospitals, medical practices, pharmacy dispensing records and health insurance
claims databases. This volume of data necessitates that automatic approaches be integrated
to augment the rate and accuracy of data
interpretation. In this project, tasks such as
information retrieval, information extraction,
and data mining will be facilitated through a
linked semiotics and ontology approach.1,2
Prescribing Errors: In order to rectify
the ubiquitous problems in our system of
healthcare and the well-being of our citizens,
human error must be reduced by creating
a robust system that is capable of learning,
evolving, and recognizing errors, as well as
predicting adverse drug reactions (ADRs)
www.cpha.com

and/or contraindications.3-5 Prescribing errors by providers are considered to be the
most common type of avoidable medication
error.6-11 The National Academy of Sciences
estimates that at least 1.5 million Americans
are sickened, injured or killed each year by
errors in prescribing, dispensing and taking
medications, and months after the publication of this report, the Institute of Medicine
confirmed these numbers. Following up on
its influential 2000 report on medical errors
of all kinds, the institute, a branch of the
National Academies, undertook the most
extensive study ever of medication errors in
response to a request made by Congress in
2003 when it passed the Medicare Modernization Act. The report found errors to be
not only harmful and widespread, but very
costly as well. The extra expense of treating
drug-related injuries occurring in hospitals
alone was estimated conservatively to be $3.5
billion a year.
Medication Dispensing Errors: In addition to prescribing errors, the second most
costly (in terms of both fiscal and human
loss) to the current system of operation are
dispensing errors at the pharmacy level.3 The
national awakening of healthcare professionals to medication safety issues is evidenced
by the reaction to the Institute of Medicine’s
report To Err Is Human. This report stimulated discussion of the fundamental questions
“Is there a dispensing error problem?” and
“If so, what is its nature and magnitude?”
Answering these questions is important for
identifying needed interventions (e.g., automation, training) and justifying their associated expense. Case studies using observational and auditing systems in outpatient pharmacies have detected error rates ranging from
0.2% to 10%. Using conservative estimates
of a 1% dispensing error rate and an annual
total of 3 billion dispensed prescriptions, a
projected 30 million errors would occur each
year in United States.
Pharmacovigilance: The third most
costly aspect of the current system is what is
loosely termed pharmacovigilance, the science of collecting, monitoring, researching,
assessing and evaluating information from
healthcare providers and patients on the
adverse effects of medications with a view
to identify new information about associated hazards and to optimally prevent harm
to patients. Less common side effects and
Adverse Drug Reactions (ADRs) are often
www.cpha.com

unknown at the time a drug enters the market.
Post marketing pharmacovigilance uses tools
such as data mining and investigation of case
reports to identify the relationships between
drugs and ADRs. Spontaneous reporting is the
core data-generating system of international
pharmacovigilance but the resulting reports
are almost always submitted voluntarily. One
major weakness is under-reporting, though the
figures vary greatly between counties and in
relation to minor and serious ADRs. A system
that removes the human error component and
automates the process of reporting may be the
key to further improving the quality of life of
patients receiving medications.
Bioinformatics and Medication Management Research Network (BMMRN): The
BMMRN was developed by the New York
State Center of Excellence in Bioinformatics
and Life Sciences (CoEBLS) and the University
at Buffalo (UB) School of Pharmacy and Pharmaceutical Sciences (UB-SPPS) to establish
a bioinformatics infrastructure that conducts
medication management research in areas that
include health information and health care
technology innovation. The Patient Safety Center (PSC) of the NYS Department of Health
has formalized a collaboration with CoEBLS
and UB-SPPS to provide a coordinating center
for statewide initiatives that address patient
safety and reduction in medication errors

through ePrescribing. The Center for Computational Analysis in the CoEBLS provides
the central repository for BMMRN database.
The Center for Computational Research is
a leading academic supercomputing facility
that maintains a high-performance computing
environment, high-end visualization laboratories, and support staff with expertise in scientific computing, software engineering, grid
computing, visualization, advanced database
design, and networking. Our Ontology Research Group has published extensively in areas such as Electronic Health Records, Expert
Systems, Natural Language Understanding
and Ontology. In 2005, the group introduced
a radically new approach to data management
called “Referent Tracking” (RT), which rests
on the principle that globally unique and singular identifiers should be given to all entities
in reality about which data are collected in a
database. In contrast to other approaches, RT
allows integration between data at different
levels of abstraction and granularity, a key
issue of the BMMRN work plans.
Clinical Medication Management Programs: UB SPPS has been developing a number of pharmacist-directed, multidisciplinary
medication management programs since early
2000. The activities of these programs include
individual patient visits with the pharmacist,
electronic medical record reviews, prospec-

Figure 1: Schematic illustrating the organizational relationships and informational technology systems
that contribute to the planned regional BMMRN “hubs”.

Summer 2009 California Pharmacist

59

Developing a Bioinformatics and Medication Management Research Network (cont.)

tive medication reviews, and the provision of evidence-based pharmacotherapy
recommendation communicated through
individual electronic or printed responses
to providers. Metrics to quantify clinical
outcomes are developed within each program and input is sought from health insurance plans as to outcomes that are accepted
as best practice for selected disease state
management. Metrics to quantify economic
aspects of the program are also adapted
from published literature that utilized incremental costs associated with benefits
derived from attaining unit decrements in
the outcome metrics.
The UB Pharmacotherapy Information
Center (PIC) provides a central resource to
the BMMRN for evidence-based medication and drug class reviews. A joint effort
between the UB SPPS and the Health Sci-

ences Library, the PIC has been established
as a mechanism for integrated education and
research opportunities related to medication
use. Training of students in the Doctor of
Pharmacy program as well as post-doctoral
pharmacy residents in the UB residency programs has been incorporated as they conduct
supervised pharmacoinformatics activities.
We anticipate that the pilot project will
lead to an efficient infrastructure that will be
well-positioned to conduct collaborative clinical and translational research projects. This
growth of this collaboration is well timed
in that new approaches to systems-based
translational research and a new collaborative
emanating from HRSA are encouraging the
development of programs similar to the BMMRN enhance patient safety through clinical
pharmacy programs. An overall summary
of our vision for regional BMMRN “hubs”

is provided in Figure 1. Our current project
will complete an analysis to determine the
optimal approach to organizing the collaborative group of hospital practitioners, community pharmacies and health information
technology applications that will lead to the
multi-site infrastructure. The information to
be collected for each regional unit/program
will include regional hospitals and health care
facilities with electronic health records that
also have ePrescribing capabilities, regional
investigators with an interest in participating
in a collaborative research project, community
practitioners with an interest and capability
to provide patient outcomes, and software
and hardware capabilities for contributing
to research activities. Some of the potential
research questions to be addressed by the BMMRN are outlined in Figure 2.
The BMMRN mission encompasses recent

Figure 2: Diagram illustrating the development of a Bioinformatics and Medication Management Research Network that will collaborate with regional health
systems and medication management programs.
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Developing a Bioinformatics and Medication Management Research Network (cont.)

statutes, regulations and policies including
Medicare Part D Prescription Drug Coverage, FDA bar code regulations, JCAHO 2008
National Patient Safety Goals, IOM Preventing Medication Errors, 2007 Report Federal
ONCHIT legislation, AHRQ and CMS Pharmacy Quality Alliance. In addition, CMS Pay
for Performance Never Events Reimbursement Model and the Federal Patient Safety
and Quality Improvement Act which established Patient Safety Organizations (PSO) are
addressed by the BMMRN.

Discussion
Medication management has been recognized as an important component of the
health care system that requires integration of biomedical informatics, a multidisciplinary approach and the inclusion of
pharmacists as members of the healthcare
team that can facilitate pharmacotherapeutic individualization. Pharmacotherapeutic
individualization is an approach to drug
therapy that emphasizes the characteristics
of each patient when a therapeutic intervention is required and utilizes a comprehensive
approach to medication prescribing and
monitoring.23-25 The initial factors involved
in pharmacotherapeutic individualization
include those that contribute to the ability of a patient to access, understand and
participate in their disease treatment. Subsequently, an additional set of factors including an individual patient’s pharmacokinetic
characteristics, pharmacodynamic responses
and pharmacogenetic variation contribute
to the therapeutic response to a medication.
The program we have developed includes
each of these factors, although selected ones
such as pharmacogenetics remains at the
interface of practice and research. While
methods to identify interindividual differences in pharmacokinetics, pharmacodynamic responses and pharmacogenetics may
contribute to individualization, additional
complicating factors such as co-morbidities
also contribute. These broad areas within
the field of clinical pharmacology are now
recognized as integral aspects of medication
management as the considerable amount of
pharmacokinetic, pharmacodynamic and
pharmacogenetic data that is now included
in product labeling information has led to an
acute need for health professionals to receive
education and evidence-based guidance in
order to optimize therapeutic strategies.
www.cpha.com

Recent recommendations from the Institute of
Medicine have advocated greater integration of
information technology and multidisciplinary
approaches to reduce medication errors and
enhance patient safety. The contribution of
a pharmacist to medication management has
been previously described in ambulatory care,
acute care and long-term care settings. However, many of these reports have not included the
important aspects of medical practice integration and health insurance plan reimbursement
based on a prospectively agreed set of outcome
metrics.
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CAMPUS REPORTS
Loma Linda University
By Board of Trustees ASP
Representative

T

his past 2008-2009 academic year has
been very eventful for the LLU ASP
chapter. Our year started out strong
and continued through each academic term.
In our last academic quarter, we continued
to provide community service and patient
education while pursuing a better understanding of pharmacy legislature.
In April, we invited Dr. Eric Gupta and
Ms. Theresa Andrews to speak at our CPhA
Day and elections to promote the importance of student involvement in CPhA. As
future pharmacy practitioners, it is important to have a voice in legislation and be actively involved to help move our profession
forward. We are confident that Theresa and
Dr. Gupta’s speeches have encouraged more
students to be a part of CPhA and to play a
more active role within our organization.
Our CPhA and CSHP chapters joined
together in an event to give back to the
community by making breakfast for the
families at the local Ronald McDonald
House in Loma Linda. Many families travel
far to receive care for their seriously-ill or
injured child and the Ronald McDonald
House serves as a place where families can
stay together while their child receives treatment. Throughout the week, our CPhA and
CSHP liaisons, Nancy Kang and Anna Lee,
worked hard to collect donations from
students and faculty. Various products
and canned foods were donated. In addition, over $150 was donated to help
purchase various breakfast items.
The first group of student volunteers arrived early at the Ronald
McDonald House to make
breakfast for the families,
while the second group of

Screening patients with blood pressure; From Left to Right: Thao Tran, Melanie Nguyen, Gerard Rivera

volunteers arrived later to help with clean up.
The entire event was truly rewarding and uplifting as we witnessed the many smiles from
the families who were very thankful for our
efforts in making their stay
at the Ronald McDonald
House more enjoyable.

Our chapter also joined together with
other organizations (SNPhA, APhA,
CSHP, AMCP, CPFI, NCPA, and Rho
Chi Society) for our first LLU School of
Pharmacy Health Fair. The entire event
was sponsored by Wal-Mart and took place
at their superstore in Moreno Valley. Our
project hypertension coordinator, Thu Hoang, organized and led the blood pressure
screening booth. Over 75 patients were

From Left to Right: Anna
Lee, Bill Emmerson,
Phuong Thao Tran,
Melanie Nguyen
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screened for hypertension and educated
about the disease state. Additionally, educational booths for heartburn, cholesterol,
cough, and cold, and medication consultations were available along with osteoporosis and diabetes screening.
Our officers, Anna Lee, Melanie Nguyen, and Thao Tran had the opportunity of
attending a wine-tasting fundraiser held
for Mr. Bill Emmerson, California State
Assemblyman for the 63rd district. Mr.
Emmerson has shown to be a great asset
to the pharmacy community in the Inland
Empire. For example, he sponsored a bill
that supports the IEHP E-prescribing Pilot
Program, which would ultimately help minimize prescription errors, improve health
care quality, and save the state millions
of dollars. He also has a bill that supports
the Pharmacy Technicians Licensure. This
would increase the licensing requirements
for pharmacy technicians by requiring
them to either graduate from a school of
pharmacy or pass the national pharmacy
technician certification exam. All of Mr.
Emmerson’s efforts are greatly appreciated
and we hope that he continues to support

our profession. The evening allowed Anna,
Melanie, and Thao to mingle with various
supporters of Mr. Emmerson. They met Mr.
Stan Weisser, who is currently the treasurer
for the California State Board of Pharmacy.
Together, they discussed various topics such
as the progression of pharmacy and the importance of being involved and having your
voice heard. This event was very enriching
as it demonstrated the significance of legislation in pharmacy.
All of our experiences this academic year
have allowed us to develop into Loma Linda
University pharmacy students with qualities
of compassion, integrity, and wholeness. Our
informative speakers like Dr. Gupta and Ms.
Andrews provided insight about CPhA for
our members and encouraged them to participate in community and pharmacy events.
These experiences have helped us grow as
leaders of the health community. In addition,
the opportunity to meet with Mr. Emmerson
and Mr. Weisser allowed us to further our
knowledge of pharmacy legislature. As this
term comes to a close, we look forward to
another great and successful year for our next
CPhA chapter cabinet!

Group picture of students and faculty who volunteered at the health fair.
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University of
Southern California

By Jan Riego
Board of Trustees SP Representative

A

s the temperature rises and summer
settles in, the USC Chapter has yet
to take a breather! This past year has
been jam-packed full of health fairs, professional advocacy, speaker-series, networking
nights, educational modules, and massive
amounts of volunteer work! Although we
have had a lot to celebrate this past year,
more is in store to prepare for next year.
The accomplishments of our members
this past year was recognized at the APhA
Annual meeting held in San Antonio, Texas.
The directors of Operation Diabetes, Elina
Baskina and Gina Gornov, took home the
national award for APhA-ASP Operation
Diabetes. Phuong Ho, Director of Project
CHANCE (SHARE) and Connie Nguyen,
Director of Heartburn Awareness Challenge, were both recognized as APhA-ASP
Regional Winners. Our chapter also won the
APhA-ASP Division A Chapter of the Year
for 2007-2008. Their passion, hard work, and
commitment to patient care are appreciated
and inspirational.
Furthermore, APSA’s outgoing chapter
presidents, Bonnie Hui and Paulin Heng,
both received Student Leadership Awards
from APhA-ASP and ASHP, respectively.
Additionally, Bonnie was elected as the
APhA-ASP National Member-At-Large during APhA Annual 2009 and will be serving
on the APhA-ASP National Executive Committee this upcoming year. We would like to
wish her the best of luck!
Throughout University of Southern
California’s University Park Campus and
Health Science Campus, there are over 600
recognized student organizations which all
play a role in student development. This year,
APSA was honored as USC’s Student Organization of the Year in the annual Tommy’s
Award ceremony. Our organization was chosen to receive this prestigious award based
Summer 2009
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on our accomplishments this year through
our legislative work, our community service,
and our social activities.
On Friday, April 17, three USC students
participated in an informational hearing with
California’s Assembly Committee on Labor
and Employment to discuss the working conditions and future role of retail pharmacists.
Chaired by Assemblymember (29th District)
William Monning, Elina Baskina, Tim Bensman, and Bonnie Hui spoke on behalf of
“The Future of Retail Pharmacy” to make
a statement about their support of moving
toward a patient-oriented, clinical profession
and away from a purely dispensary role. The
students were joined by a host of other panelists including Dr. Kathleen Hill-Besinque
(USC Associate Professor, Clinical Pharmacy), Bill Dombrowski (President & CEO,
California Retailers Association), working
pharmacists, and affected consumers. The
hearing was successful and well-received by
both legislators and citizens in attendance.
Our students at USC hope to continue relations with their local and state legislators to
continue to take an active role to move their
profession forward. Ambition and hope continue to be the epitome of our tradition.

At the end of March, we held our Academy
of Pharmacy Owners Annual Wine Tasting
Night. The event was a huge success. Both
board members from APO and CPhA were
in attendance as CPhA past-president Brian
Komoto bestowed his vast knowledge of wine
and inspiring stories of organizational member
benefits to eager students. Key speakers of the
night included I.R. Patel, Dr. Jeff Goad, and
Jerry Shapiro. Each spoke on the importance
of membership and the impact it has on the
future of the pharmacy profession.
As the school year came to an end, we
elected the new officers for the next academic
year. Our incoming APSA co-presidents,
Jonathan Jazayeri (APhA/CPhA) and Cynthia
Gong (ASHP/CSHP), along with the rest of
the APSA board were installed at our Annual
Banquet in April at Sitar Fine Indian Cuisine
in Pasadena, CA. The board is currently preparing for the APSA/Phi Delta Chi Health
Fair on June 6, 2009. In the coming months,
the newly elected board will attend the Annual
Summer Retreat in Ventura, CA to help prepare for the upcoming year.
I would like to congratulate and welcome
Joyce Choi as our newly-elected CPhA Board

Some of the Teen Life Conference Diabetes Education booth volunteers - left to right: Phuong Phan,
Chan Tran, Pauline Chan, Phi Nguyen, Melissa Serino, Thiem Nguyen, Dr. Eric Ip
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of Trustees Representative for USC. As the
outgoing Board of Trustees Representative,
I cannot thank CPhA and USC enough for
this unforgettable and rewarding experience
this past year. Getting involved early on in my
pharmacy career has strengthened my desire
to remain an active member in this association. I am honored to have represented USC
on the Board of Trustees and I will continue
to promote not only the benefits of organizational involvement, but also, the value of a
CPhA membership to my fellow colleagues
and student pharmacists.

University of the Pacific
By Nuthana Naidoo, ASP Board of
Trustee Representative

S

pring semester at Thomas J. Long
School of Pharmacy and Health Sciences was extremely event filled, despite
working through the Stockton summer heat.
Although triple-digit temperatures persisted
throughout the Stockton summer months,
our students persevered and actively participated in numerous health fairs, Relay for Life,
charity fundraisers, homeless shelter outreach
and many other activities.
One of the most memorable events that
Pacific hosted this semester was organized by
APhA-ASP’s Children’s Awareness Committee (CAC). On May 15th, 2009, CAC hosted
our annual Children’s Awareness Carnival
where 200 children from San Joaquin County’s Westwood Elementary School came to
our Stockton campus and spent the day learning about nutrition, drug awareness, disease
state management, personal hygiene and many
other health related topics. The purpose of
this event was to educate these children on
important health related topics and to allow
them to experience university life in order to
encourage them to pursue a university education. These fourth and fifth graders spent
some educational time in our classrooms
and at the end of the day, CAC organized a
carnival playground in our courtyard, where
the kids could play games and win prizes. The
event was a great success and the children
sincerely enjoyed themselves both in the classroom and amidst the snow cone machines and
goldfish-winning contests during the carnival.
www.cpha.com
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courage everyone to participate in this event
with the goal of spreading useful information about our profession throughout the
nation.

Touro University

By Kimberly Young, 08-09 CPhA
Board of Trustees Representative
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Stavros Stathoudakis and Ariel Davis represent Pacific at Relay for Life in Elk Grove, California. HOPE
is spelled out by lit candles in the background to show support of those fighting against cancer.

On May 30th through May 31st, Pacific’s
American Cancer Society (ACS) and members of our student body devoted 24 hours of
their time in support of the fight against cancer at Relay for Life in Elk Grove, California. Our team name was “Tigers for a Cure”
and this year, Ariel Davis, our ACS co-chair,
organized many fundraisers that raised a
total of $2,700 from our school. At one point
in our lives, we have all known someone who
has been affected by cancer and as a result,
it is imperative that we continue to fight
against this life threatening disease.
On May 6th 2009, ASP’s Legislative
Committee held a Legislative Dinner where
more than 100 students were in attendance.
UOP had the pleasure of welcoming Ms.
Lynn Rolston, CPhA CEO, and Dr. Jason
Bandy, a CSHP legislative advocate, as our
guest speakers for the event. Students actively listened to the wise words of our guest
speakers while enjoying some delicious Thai
food. This event served to educate students
on the importance of student participation
in pharmacy legislation. In order to fight for
the advancement of our profession, we need
to actively participate and advocate for pharmacy legislation. Before the dinner, many
students were unaware of how important
our voices really are and as a result, the event
www.cpha.com

was a true “eye opener” of how students can
advocate for our profession.
Pacific is currently working closely with our
local Assemblyman’s office to promote our
profession and recently visited the Assemblyman’s office and conducted health screenings
for his staff in order to educate them about
the numerous services that we have to offer.
Many of the staff members were unaware
that a pharmacist’s role extends far beyond
counting pills and were pleasantly surprised
to learn about the vast amount of services that
pharmacists can provide. This health screening opened numerous doors for fostering a
productive relationship between our school
and local legislators. This fall, we have plans
to co-host a health fair with Assemblyman
Berryhill’s office in order to better inform the
public and other legislators about what our
profession has to offer.
With American Pharmacists’ Month coming up, UOP is busy planning various events
and outreach campaigns to educate the nation
about our profession. Our ASP President,
Andy Chan, developed an idea of a Facebook
campaign where a new fact about pharmacy
would be written in a pharmacy student’s Facebook status each day throughout the month
of October. Through nationwide collaboration
with other pharmacy schools, we hope to en-

s Touro students prepare rotations
and other pharmacy-related activities over the summer, it is time to at
once look backward and forward. In March,
Touro University – California held the
Fourth Annual Teen Life Conference, a
campus-wide health fair for Vallejo high
school students. At this event the student
pharmacists of Touro-CPhA/APhA-ASP
provided education on diabetes.
Excitement is already building as the
2008-2009 Executive Board steps down
and hands the reins to the incoming leaders.
Incoming Chapter President Christopher
Smith is eager to build on the successes of
this year and further develop the CPhA/
APhA-ASP chapter at Touro. Plans are
already in motion for a campus Legislative
Day, as well as the expansion of current outreach projects to new, innovative venues. As
always, we will need preceptors in order to
realize these ventures. We are looking forward to having students from Touro’s first
graduating class return as preceptors next
year. Congratulations Class of 2009!

2009-2010 Touro CPhA/APhA-ASP Executive
Board and Advisors - Back row: Stephen Chiu,
Christopher Smith, Dr. Karna McDonald, Nicholas
Kim. Front row: Aaron Middleton, Amanda
Morris, Dr. Debra Sasaki-Hill, Neal Yacoo,
Elizabeth Gutierrez, Daniella Termeie, Erica Lee
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In today’s especially complex retail pharmacy environment, with increasingly slim reimbursement rates, keeping tight control
of your numbers is a must. In addition to its agship Pharmacy Management System solution, Cerner Etreby offers a variety of
leading-edge technology options designed to optimize your nancial outcomes and keep your pricing competitive. From zone
pricing tables, a Pricing Wizard, to e-Remit™ electronic data reconciliation tools, every reimbursement opportunity is recognized
allowing you to remain competitive and maximize prots. Plus, your operations will benet from the reliability of a time-tested
Windows® platform that has been continually perfected and enhanced since 1999.

Etreby

