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Calendar of Events
 2009

November
17 – 20  ASCP  Annual  Anaheim, CA
March
12 – 15  APhA Annual Washington, DC

Providence AK Medical Center (PAMC)
Oncology Lecture Series

Cancer Therapy Conference Room 2nd ! oor
Providence Infusion Center
3851 Piper St, Anchorage

 (12:00 – 1:00pm)
Oct.  27        Microtubule Inhibitors
Nov. 10        Radiation Oncology
Nov. 24        Platinum Analogues
Jan.  12        Breast Cancer
Jan.  26        Hormonal Agents

Cosponsored by AkPhA and PALI
AkPhA is accredited by the Accreditation Council for 
Pharmacy Education as a provider of continuing pharmacy 
education.

Biannual Statement of Credits for Continuing Pharmacy 
Education (CPE) will be mailed November 16th.

Lara Nichols, AkPhA Treasurer
Balances as of 10/27/09:

1 year CD   $43,594.23
Checking   $11,378.04
Jumbo Money Market  $49,983.58

  TOTAL          $104,955.85
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President’s Message
Amber Briggs, PharmD

Fall time has arrived and so much is happening in 
pharmacy. Where to begin…..

National Pharmacists Month is October"  Thank 
you to all pharmacists and pharmacy technicians 
in this state for your hard work and contributions 
to positive healthcare outcomes of all patients.  
Your expertise and hard work is appreciated.
This Month is a time to recognize the signi% cant 
contributions to health care and the commitment 
to patient care by pharmacists in ALL practice set-
tings from around the country.  Please share with 
AkPhA what you and your pharmacies have done 
to celebrate this month, to recognize pharmacists 
and pharmacy technicians.

AkPhA announces the opening of nominations
for pharmacy’s most prestigious awards. Everyone 
knows someone who shines above others, some-
one who deserves to be recognized for their ser-
vice to pharmacy and community.  Please submit 
your nominations today"  Please see details locat-
ed within this newsletter and/or on the newly de-
signed AkPhA website.

In addition, the call for AkPhA Board of Direc-
tor nominations is opened.  Serving as a Board 
member of AkPhA is a high honor. Please con-
sider devoting time to your profession, to ensur-
ing your association is moving in the direction 
needed for our profession. If you have questions, 
contact myself or any current board member.  We 
would be happy to discuss our experiences on the 
board. Current positions include: President, Presi-
dent Elect, one South-Central seat, and one Inte-
rior Seat.  If you are unable to serve at this time, 
but know of someone who is able to serve, please 
submit your nominations to Nancy Davis by De-
cember 1, 2009. Nominations may also be called 
in to the AkPhA of% ce at (907) 563-8880. Ballots 
will be mailed December 15. 

The Alaska Health Education Center 
(AHEC)

The Alaska Health Education Center (AHEC) is 
a statewide university-industry partnership fo-
cused on strengthening Alaska’s Healthcare force.  
AHEC works in three distinct areas (1) encourag-
ing Alaskans from disadvantaged backgrounds into 
healthcare professions, (2) coordinating clinical ro-
tations to encourage health professionals, student 
to secure employment to underserved areas and 
with underserved populations, and (3) provisions 
of CE/CME in underserved areas toward retention 
of those healthcare workers.  The AHEC of% cers 
and centers work with individuals to place students 
in the healthcare professions in underserved and/or 
rural areas.  To learn more about AHEC and their 
impact on the placement of pharmacy students, in-
terns and pharmacists throughout the state, please 
see the detailed article in this newsletter.

State Medical/Prescription Plan:

AlaskaCare members still have not been informed 
that they have a choice with pharmacies.  This is-
sue has not been clari% ed.  There is concern that 
members have already switched over to COSTCO 
pharmacies may have done so, due to a misunder-
standing of plan requirements and/or perceived cost 
savings.  All patients/members should be aware 
they have a choice when it comes to pharmacy care.
Bill Altland wrote to Deputy Director of Alaska Di-
vision of Retirement and Bene% ts, Jim Puckett to 
remind the State of this current issue.  The AkPhA 
is requesting that in the newsletter article to mem-
bers, emphasis on the fact that even though the front 
of the AlaskaCare card has Costco identi% cation on 
it bene% ciaries are not required to obtain medica-
tions from Costco.  Members need to be aware they 
may obtain their prescriptions from any contracted 
pharmacy. All members should also be aware that 
all network pharmacies would serve patients with 
the same standard copays.
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...continued from page 1

...continued on page 4

AkPhA Committees

The Association’s committees are where the work 
for the association is completed. We are looking 
for volunteers for committees. We need YOU. 
Your committee chairs look forward to hearing 
from you"  Look into this newsletter for reports 
from your AkPhA committees.

Education and Training

Did you know that even if you are not vaccinat-
ing patients, you could still be an advocate for 
vaccines?  Pharmacists serve one of three roles 
when it comes to vaccinations.  Pharmacists can 
be an (1) Advocate—educating and motivating 
patients, (2) facilitator—hosting others who vac-
cinate (3) immunizer—administering vaccines.  
Up to 94& of patients will respond to pharmacists’ 
recommendations to vaccinate.  People were 74& 
more likely to be vaccinated if promoted by their 
pharmacist than if not prompted.  No other health-
care professional is as accessible as pharmacists 
are" Therefore, no matter what role you serve as 
a pharmacist, it is an important one in increasing 
vaccination rates throughout the state. AkPhA just 
completed anther certi% cation course for immuni-
zations, training more pharmacists to provide im-
munizations to Alaska patients.  Congratulations 
to the pharmacists who completed the program.  
Thanks to all pharmacists who work to increase 
vaccination rate in the state.  

The Delivering Medication Therapy Manage-
ment Services in the Community by APhA and 
ASCP is being offered again at the convention. The 
course description is as follows: “Pharmacists have 
a tremendous opportunity, under Medicare Part D 
and other initiatives currently being explored, to 
receive payment for monitoring and improving 
medication use in patients with complex condi-
tions.  To take advantage of these opportunities 
pharmacists will need to assess their personal and 
professional readiness to move in the direction of 
medication therapy management (MTM).  Deter-

mining what is needed to develop and implement 
an MTM service is crucial for success.   This cer-
ti% cate program will enhance pharmacists’ clini-
cal expertise in evaluating complicated medication 
regimens, identifying drug-related problems, and 
making recommendations to patients, caregivers, 
and health care professionals. Through self-study 
modules, case studies, and hands-on patient inter-
view and assessment practice sessions, pharma-
cists will obtain the clinical knowledge, skills, and 
motivation needed to establish MTM services for 
Medicare Part D and other patients with complex 
drug regimens.”   Watch for the registration notice 
from AkPhA"

Pharmacy Technicians

Pharmacy technicians are a vital component of 
our pharmacy practice.  AkPhA believes pharmacy 
technicians should have a voice in pharmacy activ-
ities in the state, especially issues that directly in-
! uence pharmacy technicians. The AkPhA Board 
is drafting language for the bylaws to include an 
appointed pharmacy technician voting position on 
the board.  Look for presentation of new language 
at the convention in February.

Additionally, AkPhA is in the mist of developing a 
position statement for the Board of Pharmacy con-
cerning the acceptance of the ExCPT pharmacy 
certi% cation exam.  Feedback from you is needed.  
For more information concerning ExCPT exam, 
please see http://www.nationaltechexam.org/ for 
more details.

Alaska Health Care Commission

AkPhA drafted a letter to the Alaska Health Care 
Commission asking why pharmacy has not been 
invited to the table on health care reform in Alas-
ka. Currently, pharmacists have not been invited to 
the Alaska health care reform table. We need to be 
heard"  Watch for updates.
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...continued from page3

Emergency Response and Pharmacists Involve-
ment in Alaska

In August, AkPhA sent a letter of support for the 
Emergency System for Advance Registration of 
Volunteer Health Professionals (ESAR-VHP). 
The Department of Health and Social Services 
Preparedness Program received a grant stemming 
from the letters of support.  The grant will assist 
in the efforts for a volunteer registry for health-
care professionals for use in a disaster. Currently, 
in Alaska there is the Alaska Nurse Alert System; 
however,  the ESAR-VHP will include all health 
professionals. The initial planning stages of ES-
AR-VHP will begin late October. 

Remember;contact your national representa-
tives, Senator Murkowski and Senator Begich
concerning pharmacy issues.  It is important that 
our voices are heard and represented. Invite both 
state and national representatives to visit your 
practice site"  Let them know what pharmacy is 
doing to improve the healthcare outcomes for all 
patients. If anyone was able to attend a town hall 
meeting for either Senator Murkowski or Senator 
Begich, please send your stories to be shared with 
AkPhA.

Thank you, pharmacists and pharmacy techni-
cians for all of your contributions to our profes-
sion as we move forward in continuing develop-
ing change for pharmacy.
Amber Briggs, PharmD
AkPhA President

2009-2010
AkPhA Committee Chairs

Legislative: Co-Chairs
Barry Christensen ................. Ph 225-6186
Island.pharm@juno.com

Dirk White  ........................... Ph 738-6337
dirkrph@ptialaska.net

Membership:
Cate Kowalski ...................... Ph 772-3265
ckowalski@gci.net

Continuing Pharmacy Education:
Sara Doran-Atchison ............ Ph 729-4173
sedoran@scf.cc

Constitution & Bylaws:
Lana Bell .............................. Ph 343-7294
lanalondon.bell@alaska.gov

Community Affairs:
Ken Strum ............................ Ph 257-4848
Ken.strum@gmail.com

Scholarship:
Wendy Barton ...................... Ph 562-2138
Jaune98@aol.com

Elections & Awards:
Melanie Gibson .................... Ph 543-6992
Melanie_gibson@ykhc.org

Technician Advocacy:
Katheryn Crowther ............... Ph 729-2130
kwcrowther@gci.net 

The AkPhA annual convention will be 
heldFebruary 19 – 21, 2010 at the
AnchorageDowntown Marriott!
Save the Date!
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PHARMACIST
($175)

Angela Dingels
Jacquelyn May
Paul Michaud

New & Reinstated Members Since July:

W•lcomePHARMACIST 1st Year
($100)

Esther Sue Jarvis

STUDENT 
($25)

Dawn Holt
Julia Marie

National Legislative Issues
Submitted by Amber Briggs, PharmD 

House Leaders want to present a healthcare bill to the President before Thanksgiving.  However, 
this timeline may prove unlikely, as more Members are growing concerned with the Administration’s 
stance with regard to the public health insurance option.  Specifically, House Speaker Nancy Pelosi 
(D-CA) believes this is a critical issue and she may not bring a bill to the floor of the House that 
does not include the public health insurance option. Additionally, it is also expected that the House 
will not consider a bill until the Senate moves forward with consideration of its bill.

Below is summary of the “goings on” across the United States from our National Pharmacy 
Organizations.

Report from American Pharmacists Association (APhA) :
  Representative Marion (H.R. 616) introduced legislation that exempts pharmacists and 

pharmacies from Medicare Part B accreditation requirements for suppliers and providers of 
durable medical equipment and prosthetic and orthotic supplies (DMEPOS). 

  Senator Sam Brownback introduced legislation (S.511) that exempts pharmacists and 
pharmacies from Medicare Part B accreditation requirements for suppliers and providers 
DMEPOS.

  Representative Arlen Specter introduced legislation (S. 1221) to exclude prompt pay discounts 
from the calculation of the Medicare Part B average sales price (ASP) reimbursement 
methodology.

  Representative Gene Green introduced legislation (H.R. 1392) to exclude prompt pay discounts 
from the calculation of the Medicare Part B average sales price (ASP) reimbursement 
methodology.

Summary of Senate Finance Committee’s Chairman’s Ma rk of the “America’s Healthy Future 
Act  of 2009” As Released September 16, 2009 from APhA is found at: 
http://www.pharmacist.com/ .  I highly recommend reading this summary to understand where the 
healthcare reform has progressed.  Important point to note for pharmacy: 
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o Requires brand name and generic prescription drug manufacturers to pay rebates for 
beneficiaries who receive care under risk-based agreements similar to the way rebates 
are now required for fee-for-service (FFS) beneficiaries. 

o Requires manufacturers to pay the MCO rebates directly to states. Nothing prohibits 
MCOs from negotiating with manufacturers and wholesalers for rebates above Medicaid 
statutory rebates. 

 Application of Rebates to New Formulations of Existing Drugs 
o For purposes of calculating Medicaid’s additional drug rebate, treats new formulations of 

existing brand name drugs as if they were the original product. When a new version of an 
existing drug is introduced, the additional rebate obligation for that new drug would be 
calculated on the original drug’s baseline AMP. New formulations of orphan drugs are 
exempt.

 Changes to Medicaid Payment for Prescription Drugs 
o Changes the FUL to 175% of the weighted average (determined based on utilization) of 

the most recent AMPs for pharmaceutically and therapeutically equivalent multiple source 
drugs available nationally through commercial pharmacies. Clarifies what transactions, 
discounts, and other price adjustments are included in the definition of AMP. Clarifies that 
retail survey prices do not include mail order and long-term care pharmacies. Expands 
the disclosure requirement to include monthly average AMPs and retail survey prices. 

American Indians and Alaska Natives: Premiums and C ost-Sharing 
  Prohibits cost sharing (including premiums, deductibles, copayments, co-insurance, etc.) for all 

American Indians and Alaska Natives with incomes at or below 300% of FPL for state exchange 
and plans and public programs. 

 Payer of Last Resort 
o Ensures that Indian tribes, tribal organizations, and urban Indian organizations (I/T/Us) 

are the payers of last resort. 
 Eligibility Determination 

o Adds I/T/Us to the definition of an Express Lane Agency. Also allows tribes to accept 
applications for public programs and state exchange plans. 

 American Indian and Alaska Native Providers (AI/ANs ) and Medicare Part B 
o Removes the sunset in current law to allow I/T/Us to continue to receive payment for 

certain Medicare covered items and services. 
 Other Policies Related to State Exchange Coverage 

o Subjects AI/ANs to the responsibility to obtain insurance but exempts them from the 
penalty for failing to do so. Authorizes monthly special enrollment periods for AI/ANs in 
state exchanges. 

Durable Medical Equipment 
  Eliminates the 2014 add-on payment. 
  Starting in 2010, limits the option to purchase a power-driven wheelchair with a lump-sum 

payment only to complex, rehabilitative power wheelchairs. 
  Eliminates the lump-sum purchase option for replacing wheelchair for all chairs except complex, 

rehabilitative power wheelchairs. 
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  Makes pharmacies eligible for an exemption from the accreditation requirements under the 
following circumstances: 

o The pharmacy has had no adverse determination against it for the last 5 years due to 
fraud;

o The pharmacy submits an attestation that its total Medicare DMEPOS billings are and 
continue to be less than a rolling three year average of 5% of total pharmacy sales; and 

o The pharmacy is willing to submit documentation to the Secretary (based on a random 
sample of pharmacies) that would allow the Secretary to verify the information above. 

  This documentation could consist of an accountant certification or filing of tax returns by the 
pharmacy.

  Allows the Secretary to determine accreditation standards that are more appropriate for 
pharmacies.

AMP
Congress approved a moratorium of the AMP cuts under the Medicare Improvements for Patients 
and Providers Act (MIPPA) of 2008. However, because the moratorium expired September 30, 
2009.  APhA urged Congress in conjunction with the Food Marketing Institute, the Healthcare 
Distribution Management Association, National Association of Chain Drug Stores, National Alliance 
of State Pharmacy Associations, National Community Pharmacists Association, and 
Pharmaceutical Care Management Association to take whatever actions are needed to prevent the 
Centers for Medicare and Medicaid Services from implementing these cuts once the moratorium 
expires.

Getting involved in 2009 H1N1 immunization: Top 10 things pharmacists should do

1. Contact your state or local jurisdiction to apply to be considered as a vaccine provider. CDC 
is maintaining a list of state and local contacts  on their website. 

2. Review your current state law and protocol requirements (contact your state board of 
pharmacy) related to pharmacist-administered immunizations, particularly regarding 
administration of influenza and pneumococcal vaccine. 

3. Make sure you understand current patient prioritization requirements. ACIP
recommendations on prioritization  may be modified by state and local health departments 
according to their distinct populations and vaccine supplies. Stay in touch with your local 
health authorities. 

  Identification of five initial target groups for vaccination efforts (pregnant women, 
persons who live with or provide care for infants aged <6 months, health care and 
emergency medical services personnel, children and young adults aged 6 months to 
24 years, and persons aged 25 to 64 years who have medical conditions that put them 
at higher risk for influenza-related complications).  

  Establishment of priority for a subset of persons within the initial target groups in the 
event that initial vaccine availability is unable to meet demand.  
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  Guidance on use of vaccine in other adult population groups as vaccine availability 
increases.

4. Get your own seasonal and (when available) 2009 H1N1 immunizations. 

5. Stay up-to-date. Visit the APhA Pharmacist Immunization Center  frequently, participate in 
APhA’s live webinar “APhA Preparing Pharmacists to Respond to the 2009 H 1N1 
Influenza ,” and stay up-to-date on current CDC and local health department guidelines. 

6. Network with other providers. Connect with your state pharmacy association and other local 
health care providers. 

7. Participate in APhA training specifically on 2009 H1N1 influenza. Plan to participate in a live 
webinar or complete an online continuing education monograph. Visit the Pharmacist
Immunization Center  for the latest listings. 

8. Publicize your patient care services and serve as an information source for your patients. 

9. Identify and discuss payment options for vaccine administration with the major payers that 
cover your patient population. 

10. Prepare plans for fulfilling reporting and documentation requirements for vaccine 
administration. See the ASTHO “Operational Framework for Partnering with Pharmacies for 
Administration of 2009 H1N1 Vaccine” for reporting and documentation considerations.

Report from National Community Pharmacists Associat ion (NCPA):
The U.S. House of Representatives passed H.R. 3663, a bill introduced by Reps. Zach Space (D-
OH) and Lee Terry (R-NE) extending the accreditation deadline for pharmacies providing Medicare 
Part B Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPOS) from Sept. 30 to 
Dec. 31, 2009. 

NCPA commended Senator Byron Dorgan (D-ND) for helping to ensure access to effective and 
affordable generic anti-epileptic medication drugs for epilepsy patients. In a letter to the Senator, the 
Association explained that the generic dispensing rate at retail pharmacies (65%) is higher than any 
other retail setting. 

The Senate Finance Committee for voting (by voice vote) to approve an amendment by U.S. Sen. 
Maria Cantwell (D-WA) to lower health care costs through common-sense disclosure requirements for 
any pharmacy benefit manager (PBM) participating in the health insurance exchanges envisioned in 
Chairman Max Baucus’ (D-MT) America’s Healthy Future Act. The Cantwell amendment would 
require PBMs to provide basic aggregate information so that health plan sponsors can make 
educated decisions about which PBM, if any, offers the best value for the plan and patients.  Under 
the amendment, plan sponsors and the commissioners of any state insurance exchange could have 
access to data in three key areas:
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  First, a breakdown of those prescriptions provided through retail pharmacies as well as mail-
order pharmacies and the generic drug dispensing and substitution rates of each.

  Second, the average aggregate amount and characterization of rebates and other discounts 
paid by manufacturers, and the aggregate amount kept by PBMs.

  Third, the average aggregate difference between the amount the PBM is paid by the plan and 
the average aggregate amount the retail and mail order pharmacies are paid, respectively, for 
dispensing a prescription.  

Report from American Society of Consultant Pharmaci sts (ASCP):

A successful day of lobbying followed ASCP's Legislative Conference on September 23, which was 
packed with informative and energizing sessions. Highlights included the following: 

  Dan Mendelson, founder and chief executive officer of Avalere Health, led a thought-provoking 
discussion of the state of long-term care pharmacy and health care reform. 

  Stephanie Hammonds, a health policy fellow with the Senate Health, Education, Labor, and 
Pensions Committee, provided an insightful update on health care reform legislation. 

  Kristine Blackwood, chief counsel to the Senate Special Aging Committee, made a compelling 
presentation on what it will take to change the Controlled Substances Act to recognize the needs 
of long-term care pharmacy. 

  Don Goldberg and Rich Masters, partners at Qorvis Communications, conducted an interactive 
media training session to help attendees improve their communication skills and convey their 
messages more effectively. 

  Claudia Schlosberg, director of policy and advocacy at ASCP, briefed attendees on key issues 
and effective Capitol Hill visit techniques. 

Report from National Association of Chain Drug Stor es (NACDS):
America’s chain drug stores and the professional pharmacists they employ enthusiastically support 
efforts to reform the Nation’s healthcare system.  Pharmacies are the face of neighborhood 
healthcare, and are a highly valued and trusted source of care for millions of Americans.  As such, 
our industry is committed to helping Congress accomplish many of the goals of healthcare reform, 
such as improving access to care, enhancing the quality of health services, and lowering health 
costs.

Pharmacists are our health system’s “medication experts,” and as such will play an invaluable role 
in helping to achieve these objectives.   Professional services provided by community-based 
pharmacists help ensure the safety and effectiveness of patients’ medication therapy.  Pharmacists 
are also leaders in promoting cost savings, helping educate consumers and providers about 
affordable alternatives like generic drugs and over-the-counter remedies.   

Cost savings are also achieved through medication therapy management services which encourage 
adherence and compliance with medication therapy.  Important preventive services are also a key 
component of today’s community-based pharmacy practice, with immunizations like flu and 
pneumonia available from licensed pharmacists.
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Finally, a key goal of healthcare reform is to increase access to healthcare services for millions of 
uninsured Americans.  With a community pharmacy within 1.86 miles of any U.S. resident on 
average, pharmacies are the most accessible point of access into the healthcare system.   

The following recommendations suggest specific ways in which policymakers can take full 
advantage of community pharmacies in achieving the laudable goals of healthcare reform. 
   
Strengthen the Medication Therapy Management Benefit in Medicare Part D 
Medication Therapy Management (MTM) is a set of professional services offered by community 
pharmacies that have been shown to reduce costs and improve patient health outcomes.  For 
example, pharmacist counseling helped patients with high cholesterol improve medication 
compliance to 90% from a national average of 40%.1  The Patient Self-Management Program 
(PSMP) for Diabetes, which offers employees of five nationally known companies consultation with 
pharmacists for diabetes management services, resulted in a reduction of $918 (10.8%) per patient 
per year from the employers’ projected expenditures.2 

NACDS believes these MTM successes should be replicated in public programs such as Medicare 
and Medicaid.  Currently, the Medicare Part D program includes an MTM benefit, but the 
requirements are vague, and have resulted in inconsistent availability to beneficiaries.  We believe 
that the MTM requirements in Part D should be strengthened and expanded in order to improve 
health outcomes for Medicare beneficiaries and reduce costs for the program.  NACDS advocates 
for a benefit that encourages community-based services provided by a licensed pharmacist.  We 
believe that the Medicare MTM benefit should include services such as an annual comprehensive 
medication review for eligible beneficiaries, and that eligibility standards should be broadened to 
include dual eligible beneficiaries enrolling in Medicare for the first time, and beneficiaries in care 
transition, such as those recently discharged from a hospital or other institutional setting.  These 
beneficiaries are likely to have had new medications prescribed, and would benefit from a targeted 
intervention by a pharmacist. 

Create Fair and Accurate Pharmacy Reimbursement in Medicaid  
The Deficit Reduction Act of 2005 (DRA) made significant cuts to Medicaid pharmacy 
reimbursement for generic drugs.  These cuts are expected to reduce Medicaid payments to 
pharmacies by more than $8 billion – 30 percent – over the next five years. Two government reports 
have found that these payments would be as much as one-third below what it costs pharmacies to 
purchase many common generic drugs.  It is not reasonable or fair to pharmacies, or the patients 
they serve, to pay below cost, and this reimbursement structure needs to be reformed.   

These cuts could do serious damage to healthcare access for millions of disadvantaged Americans.
According to PriceWaterhouseCoopers, over 11,000 pharmacies -- 20% of all pharmacies -- may 

                                                          
1 Bluml BM, McKenney JM, Cziraky MJ. Pharmaceutical care services and results in Project ImPACT: Hyperlipidemia. J Am 
Pharm Assoc. 2000 Mar-Apr;40(2):157-165.

2 Garrett DG, Bluml BM.  Patient self-management program for diabetes: first-year clinical, humanistic, and economic outcomes. J
Am Pharm Assoc.  2005 Mar-Apr;45(2):130-137.
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have to close due to the AMP cuts.  These closures would disproportionately hit rural and inner city 
areas where many Medicaid beneficiaries reside.

Last Congress, a broad group of consumer, patient and healthcare organizations endorsed the Fair 
Medicaid Drug Payment Act of 2007 to address this problem.  The bill, sponsored by Senate 
Finance Committee Chairman Max Baucus and House Energy & Commerce Health Subcommittee 
Chairman Frank Pallone is expected to be reintroduced soon.  The bill creates a fair reimbursement 
system for generic drugs in Medicaid and enacts other important reforms that will ensure Medicaid 
beneficiaries maintain access to pharmacies, their neighborhood healthcare provider.  The bill 
should be part of any healthcare reform legislation.

Ensuring Access to Durable Medical Equipment 
The Centers for Medicare and Medicaid Services (CMS) is requiring suppliers of Durable Medical 
Equipment, Prosthetics, Orthotics and Supplies (DMEPOS) to obtain accreditation and a $50,000 
surety bond per location to serve Medicare beneficiaries.  While NACDS supports the efforts to curb 
fraud and abuse in Medicare, these requirements will reduce beneficiaries’ access to prescribed 
drugs and supplies and could cause disruptions in their healthcare.  
DMEPOS includes such items as diabetic testing supplies and monitors, walkers, hospital beds, 
wheel chairs and oxygen tents.  Many beneficiaries rely on their local pharmacies for their 
DMEPOS, particularly diabetes testing supplies.  In fact, nearly two-thirds of older diabetic patients 
obtain their diabetes test strips from community pharmacies where they have readily available 
access to these products and counseling from their trusted pharmacists.  These relationships help 
patients better manage their diseases and save Medicare resources.
These requirements are unnecessary for pharmacies as they are heavily regulated by state boards 
of pharmacy and numerous state and federal laws.  In addition, each pharmacist employed by a 
community pharmacy must graduate from an accredited school of pharmacy and be licensed in the 
state where they practice.  These assurances obviate the need to require accreditation and surety 
bonds from licensed pharmacies. 
These rules also place Medicare beneficiaries’ health at risk by reducing access to medications, 
supplies and pharmacists’ counseling if pharmacies are unable to continue providing services as a 
result of accreditation and surety bond requirements. The costs of obtaining accreditation and a 
surety bond add to the expenses pharmacies already face to participate in Medicare Part B, making 
it exceedingly difficult for many pharmacies to continue to serve Medicare beneficiaries.  According 
to CMS’ own estimate, over 25,000 suppliers will exit the Medicare program due to these 
requirements, reducing access to drugs and supplies for many Medicare patients.    
These requirements will also have a spill-over effect on Medicaid patients.  Several state Medicaid 
programs require DMEPOS suppliers to be enrolled in Medicare in order to provide DMEPOS to 
Medicaid patients.  If pharmacies in these states are unable to withstand the costs of accreditation 
and surety bond requirements, they will be forced to turn away vulnerable Medicaid patients in 
addition to Medicare beneficiaries. 
NACDS supports legislation that provides pharmacies and pharmacists with a conditional 
exemption from accreditation requirements, in the same manner as the exemption applies to other 
professionals.  We also support legislation which exempts pharmacies with positive histories with 
the Medicare program from surety bond requirements.  We urge these bills to be incorporated in 
health reform legislation. 
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Thank You AkPhA Volunteer! 
Karen Marcey, RPh attended an AARP meeting  on September 10th at the Anchorage Senior Center and was 
present to provide answers to Senior Citizens after viewing a video on “Wise up on Meds”. 

ATTENTION PHARMACY TECHNICIANS 
National Voluntary Certification for Pharmacy Technicians 

2009 PTCE Continuous Testing- Monday - Friday
PTCB’s Certification Program launched continuous testing April 1, 2009.  Applications will be accepted and 
test appointments will be offered year-round at over 200 Pearson VUE test centers throughout the U.S. Once 
authorized, a candidate may view available appointments and preferred test centers on line at 
www.pearsonvue.com/ptcb or by calling 866-902-0593. 
Locate a test center at www.ptcb.org. Call your test center to check on Saturday availability.  
As of 2009, at the completion of the PTCB Examination, candidates are notified of their pass/fail status and 
provided the date they can expect to receive their official score and certificate. 
Please visit www.ptcb.org for more information on the PTCB examination and recertification programs. 

Eligibility Requirement: High School Diploma or GED   Cost: $129  Apply online at www.ptcb.org 
For Study Materials 

Contact the AkPhA office at (907) 563-8880 
Training Manual $27.00 (plus $5.00 shipping) 

Calculations Workbook $22.50 (plus $5.00 shipping) 

Congratulations to the following CPhTs for passing the PTCE: 
7/1/09-9/30/09

Krystal Lumbao, Anchorage Kristina Hanson, Soldotna Mark Roeger, Anchorage 
Marilou Lind, Anchorage  Roxanne Hunt, Palmer  Kamarra Fauese, Anchorage 
Ashley Breashears, Wasilla Kristen Nelson, Bethel  Cristabel Rosa, Juneau 

Board of Pharmacy 
Board of Pharmacy Members     Alaska Board of Pharmacy 
Mary Mundell, Pharmacist Chair (Chugiak)   PO Box 110806 
Richard Holm, Pharmacist Vice-chair (North Pole)  Juneau, AK  99811-0806 
Dirk White, Pharmacist Secretary (Sitka)   Phone (907) 465-2589 
Christopher Kim, Pharmacist (Anchorage)    FAX (907) 465-2974 
Steve Johnson, Pharmacist  (Palmer)    Staff: Sher Zinn, Licensing Examiner 
Leah Handley, Public Member (Homer)    email: sher.zinn@alaska.gov 
Kathe Boucha, Public Member (Anchorage)     www.commerce.state.ak.us/occ 

Thank You AkPhA Volunteer!
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2010 ANNUAL AkPhA CONVENTION
Marriott Downtown Anchorage, February 19 - 21

First Name __________________   Last Name_________________________________ 

Address _________________________ _____City _________________State ____Zip _______ 

Place of Employment ____________________________________________________________ 

Work Address _______________________ City _________________ State ____  Zip _______ 

H phone ________________W phone ______________Fax _________________  

AK Driver’s License # __________________ Email ________________________ 
Recruited by:

Technician/Pharmacy Student 
REGISTRATION

Registration includes Friday reception. 
  Friday  $40.00 ______
  Saturday    $75.00 ______ 
  Sunday  $75.00 ______
Non member Add $50.00 _______ 
LATE REGISTRATION FEE AFTER 
FEBRUARY 1 $50.00   _______ 
TOTAL  Registration Fees   ________

Pharmacist / Associate 
 REGISTRATION

  CPR/BLS  $  65.00 ______ 
  Friday  $  60.00 ______ 
  Saturday              $120.00 ______ 
  Sunday  $120.00 ______ 

Non Member Add $195.00 ______
LATE REGISTRATION FEE AFTER 
FEBRUARY 1             $   50.00 ______ 

TOTAL Registration Fees   _______
No refunds will  be issued after February 1, 2010 

A 50% refund may be requested prior to Feb. 1. 
*Marriott  reservations (907) 792-2108  (or)  
800-228-9290 *Mention AkPhA convention for reduced 
room rate of $119. Group Code AKPAKPA 
* Dues and contributions are not deductible for 
income tax purposes, but may be deductible as 
ordinary business expenses, subject to IRS 
restrictions. AkPhA estimates that 45% of your 
dues dollar is non deductible because of 
AkPhA’s lobbying activities on behalf of its 
members.  

 To receive membership discount 
2010 dues must be paid 

Register On-Line At
www.alaskapharmacy.org

Target Audience:

Pharmacists & Technicians 
Membership Renewal

(Membership is January 1 – December 31) 
Individual Member: 
Pharmacist Member  $  195.00
Pharmacist, 1st year graduate $  100.00 
Associate Member  $  125.00 
Pharmacy Technician  $    50.00 
Pharmacy Student  $    25.00 
Check/circle :  One Time Only  (or)  

 For Annual Automatic Renewal 
Effective, __________ I authorize AkPhA to 
renew my annual membership and to bill the 
credit card indicated below each year until I 
notify AkPhA otherwise. 
Pharmacy/Corporate Membership :
Corporate Member (non voting) $1,500.00 
Business Member (non voting) $   250.00 

FEES
 Registration  Fees   $ ________ 
 Sat. Reception /AwardsTicket @ $25   
    Spouse & 1 day registrants    $ ________ 
Membership Fees   $ ________ 
Donation (Legis/Scholarship)  $ ________ 
NOTE: Saturday Reception/Awards ticket is 
included with 2 & 3 day registration. 
OVERALL TOTAL   $ ________ 
Charge to: Visa  __ MasterCard __ 
# __________________________ Exp____ 

MAKE CHECKS PAYABLE TO: AkPhA 
203 W. 15th Ave.  #100 
Anchorage, AK 99501 

Ph# (907) 563-8880  FAX (907) 563-7880 

AkPhA is accredited by the Accreditation Council 
for Pharmacy Education as a provider of 
continuing pharmacy education .   

Target Audience:
Pharmacists & Technicians
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CALL FOR YEAR 2010 AWARD NOMINATIONS 

Distinguished Young Pharmacist Award 
Sponsored by Pharmacists Mutual 

Presented to an Alaskan pharmacist with current 
AkPhA membership who received an entry 
degree in pharmacy less than 10 years ago (2000 
graduation date or later) practicing in a retail, 
institutional, managed care or consulting 
pharmacy and who has actively participated in 
national pharmacy associations, professional 
programs, state association activities and/or 
community service.  

Pharmacy Technician Award 
Sponsored by AkPhA 

This award was created in 2001 and  presented  
by the Alaska Pharmacists Association (AkPhA) 
to a pharmacy technician licensed in Alaska, 
currently employed in a pharmacy, and who has 
demonstrated outstanding service. Preference is 
given to members of AkPhA. 

Innovative Pharmacy Practice Award 
Sponsored by NASPA 

The Innovative Pharmacy Practice Award was 
first introduced in 1993 by Elan Pharmaceuticals 
to recognize pharmacists who meet the challenge 
of providing quality, cost effective care in a 
rapidly changing health care environment with 
creative new solutions. A nominee should be a 
practicing pharmacist in Alaska and should have 
demonstrated innovative pharmacy practice 
resulting in improved patient care. 

Bowl of Hygeia 
Sponsored by Wyeth Pharmaceuticals 

Presented to a pharmacist who has compiled an 
outstanding record of community service and  
civic leadership, which, apart from his/her 
specific identification as a pharmacist, reflects 
well of the profession.  The recipient must be a 
pharmacist practicing in Alaska, must be living, 
must not have been a previous recipient and is 
currently not serving, nor has served within the 
immediate past two years as an officer of AkPhA 
in other than an ex-officio capacity or its Awards 
Committee. 

Senior Pharmacist 
Sponsored by AkPhA 

This award was created in 1989 by the Alaska 
Pharmacists Association to recognize an Alaskan 
pharmacist who has devoted much of their career 
working diligently to promote and support the 
profession of pharmacy and community in which 
they live.  Furthermore they have served as a role 
model for younger pharmacists to emulate 
through their sustained contributions to the 
profession over time. 

Please send your nominations prior to December 31, 2009: 

AkPhA-  Awards Chairman 
203 W. 15th Ave.  #100 
Anchorage, AK  99501 

YEAR 2O10 AWARD NOMINATION FORM 
Clip and send  Bowl of Hygeia       Distinguished Young Pharmacist 

 Senior Pharmacist    Innovative Pharmacy Practice 

 Pharmacy Technician    
         

Nominee ______________________________________________________________________________
Home Address:  ________________________________________________________________________ 
Business Address:  ______________________________________________________________________ 
Home Phone  _________________ Business Phone  _________________  Fax  _____________________ 

Nominations can now be directly submitted by accessing the AkPhA website www.alaskapharmacy.org
Nomination Submitted by:  ___________________________________________________________ 

Email Address:____________________________       Phone# _______________________ 
NOTE: You will be contacted to complete an award nomination form for each specific award nomination 
Revised 8/15/09 
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NOTICE
NOMINATIONS ARE OPEN 

NOMINATIONS FOR PRESIDENT-ELECT AND THE FOLLOWING BOARD SEATS ARE OPEN FOR 
2010 - 2011 ALASKA PHARMACISTS ASSOCIATION BOARD OF DIRECTORS.

THE FOLLOWING POSITIONS ARE AVAILABLE: 
CONSIDER NOMINATING YOURSELF OR A COLLEAGUE! 

PRESIDENT:   _________________________________ 
Qualification: Must be a member in good standing with 2 years, past or present, AkPhA Board 
experience.
PRESIDENT-ELECT: _________________________________
Qualifications:  Must be a member in good standing with at least one year past or present  
AkPhA Board experience. 

BOARD OF DIRECTORS :
Qualifications:  Must be a member in good standing.

The Following Seats are open for 2 & 3 year terms: 

1 Seat- SOUTHCENTRAL : ________________________________ (3 YEAR TERM) 

1 Seat- SOUTHCENTRAL : ________________________________ (2 YEAR TERM) 

1 Seat- INTERIOR: ________________________________________ (3 YEAR TERM) 

1 Seat- INTERIOR: _________________________________________ (2 YEAR TERM) 

The following are 1 year At Large Seats: 
President-Elect automatically assumes one seat as President. 
The other seat may be held in reserve for the new President-Elect. 

NOMINATIONS CAN BE SENT TO THE AkPhA OFFICE
 PRIOR TO DECEMBER 1 

   203 W. 15th Ave.  #100, ANCHORAGE, 99501 
NOMINATIONS MAY ALSO BE CALLED IN TO THE AkPhA OFFI CE (907) 563-8880 

BALLOTS WILL BE MAILED DECEMBER 15 

REMINDER
MARK YOUR CALENDARS 

AkPhA ANNUAL CONVENTION 
February 19 –  21, 2010

Anchorage Marriott Downtown
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continuing education for pharmacists

Thomas A. Gossel, R.Ph., Ph.D., Professor Emeritus,  Ohio Northern University, Ada, Ohio and 
J. Richard Wuest, R.Ph., PharmD, Professor Emeritus , University of Cincinnati, Cincinnati, Ohio

Gossel Wuest

Autism and Its Treatment: A Primer for Pharmacists 

Goal. The goal of this lesson is 
to explain autism with focus on its 
pathogenesis, clinical characteris-
tics and con•rmation, and treat-
ment.

Objectives. At the conclusion of 
this lesson, successful participants 
should be able to:

1. recognize historical events 
concerning autism, and differenti-
ate each component of the autism 
spectrum disorders from one 
another;

2. select important principles 
that characterize autism and the 
principles that govern its clinical 
con•rmation and management; 
and

3. identify speci•c nonpharma-
cologic and pharmacologic mea-
sures that are reported to modify 
signs and symptoms of autism.

Autism (autistic disorder) is a 
complex, chronic and serious 
neurodevelopmental disorder that 
affects normal functioning of the 
brain, impacting development in 
the areas of social interaction and 
communication skills.  The most 
common of the pervasive develop-
mental disorders, autism affects an 
estimated one in 150 births in the 
United States. With the number 
growing at a startling rate of 10 to 
17 percent per year, its prevalence 
could reach four million Americans 
within a decade. Occurring in all 
racial, ethnic and socioeconomic 
groups, autism is four times more 
likely to occur in males than in 
females.  Additional information on 
autism can be found in the online 
resources listed in Table 1.

Background
In 1943, child psychiatrist Leo 
Kanner of the Johns Hopkins Hos-
pital published the •rst description 
of “autistic disturbances of affec-
tive contact.” Kanner thus intro-
duced the term infantile autism , or 
autism  into the English language, 
which de•ned three symptom pat-
terns: (1) abnormal development of 
social reciprocity; (2) failure to use 
language for communication; and 
(3) desire for sameness, as seen in 
repetitive rituals or intense circum-
scribed interests – symptoms that 
were later termed Kanner’s triad .

About this same time, Austrian pe-
diatrician Hans Asperger, based on 
his study of 400 children, described 
a milder form of the disorder that 
became known as Asperger’s Disor-
der (Asperger Syndrome).

Autism is listed in the Ameri-
can Psychiatric Association’s 
Diagnostic and Statistical Manual 
of Mental Disorders, fourth edi-
tion, text revision (DSM-IV-TR), 
the primary diagnostic reference 
for mental health professionals 
in the United States.  It is one of 
the •ve pervasive developmental 
disorders (PDDs), more commonly 
referred to as autism spectrum 
disorders (ASDs).  Each disorder is 
characterized by varying degrees of 
impairment in social interactions, 
communication skills and re-
stricted, repetitive and stereotyped 
patterns of behavior.  (Table 2)  It 
is not uncommon for more than one 
of these disorders to coexist in the 
same family. 

Volume XXVI, No. 7

Table 1 
Representative sources for information on autism

  The American Academy of Pediatrics       www.aap.org  

  The Autism Society of America        www.autism-society.org  

  Autism Speaks, Inc.         www.autismspeaks.org  

  First Signs, Inc.          www.•rstsigns.org

  The Organization for Autism Research       www.re searchautism.org

  National Library of Medicine and the        www.nlm.nih.gov/medlineplus/print/
       National Institutes of Health        autism.html

  National Institute of Mental Health       www.nim h.nih.gov  

  National Institute of Child Health and        www .nichd.nih.gov
       Human Development    
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Pathogenesis 
Although there is no known single 
cause for autism, it is gener-
ally accepted that it follows some 
abnormality in brain structure or 
function.  Brain scans reveal differ-
ences in the shape and structure of 
the brain in children with autism 
compared to those without. 

Research is ongoing in investi-
gating possible links between he-
redity, genetics and medical pathol-
ogy. There appears to be a pattern 
of autism or related neurological 
disabilities in many families.

Medical researchers have 
identi•ed a variation in a gene that 
may increase the risk for develop-
ing autism, especially when the 
variant is inherited from mothers 
rather than fathers. The gene, 
CNTNAP2, encodes a protein that 
facilitates communication between 
brain cells through chemical sig-
nals and appears to play a role in 
brain cell development. Inheriting 
the gene variant does not imply 
that a child will inevitably develop 
autism; rather, it means that a 

child may be more vulnerable to 
developing the disease.

Other research suggests that 
a cluster of unstable genes may 
interfere with normal brain devel-
opment, resulting in autism. Preg-
nancy or delivery problems and 
environmental factors (e.g., viral 
infections, metabolic imbalances 
and exposure to environmental 
chemicals during pregnancy) are 
also being studied.

Is there a causative role for 
vaccines?  Many studies over the 
years have looked at the possibility 
that vaccines are a cause of autism. 
Autistic characteristics have been 
described in some children within 
a few weeks of receiving a vaccine.
Until 1999, vaccines intended for 
infants to protect them against 
diphtheria, tetanus, pertussis, 
Haemophilus in!uenzae  type b 
(Hib), and hepatitis B contained 
thimerosal (a mercury-based pre-
servative). Today, with exception 
of some in!uenza vaccines, none 
of the preparations used in the 
United States to protect preschool-

aged children against 12 infectious 
diseases contain thimerosal. The 
MMR (measles, mumps, rubella) 
vaccine, varicella (chickenpox), 
inactivated polio, and pneumococ-
cal conjugate vaccines do not and 
never did contain thimerosal.

The U.S. Institute of Medicine 
(IOM) conducted a thorough review 
on the issue of identifying a pos-
sible link between thimerosal and 
autism. The IOM report, released 
in May 2004, stated that there was 
no link.  At this time, there is no 
conclusive scienti•c evidence that 
any component of a vaccine or com-
bination of vaccines causes autism.

Characterist ics 
Characteristics (i.e., signs/symp-
toms) of autism may be evident 
as early as four months of age. 
In a few cases, after developing 
normally, a child regresses into 
autism. Clinically, neurological 
abnormalities usually dominate the 
symptomatology. At the same time, 
it is emphatically true that intelli-
gence diversity is a major aspect of 
autism.  It has been reported that 
while approximately three-fourths 
of patients with autism may be 
mentally retarded, the IQs of per-
sons with autism may range from 
severe impairment to intellectually 
gifted.

Impaired social interaction is 
the hallmark feature of autism.
Table 3 lists common characteris-
tics.

Parents are usually the •rst to 
notice symptoms of autism. Early 
in infancy, a baby with autism may 
be unresponsive to people or focus 
intently on one item to the exclu-
sion of others for long periods of 
time. A child with autism may ap-
pear to develop normally for a pe-
riod, only to withdraw and become 
indifferent to social interaction.

They may fail to respond to 
their name and often avoid eye con-
tact with other people. They have 
dif•culty interpreting what oth-
ers are feeling because they don’t 
understand social cues, such as 
tone of voice or facial expressions, 
and they don’t watch other people’s 
faces for clues about appropri-

Table 2 
Major characterist ics of pervasive developmental di sorders

Disorder Age at onset     Major characteristics
   (months) 

AD       <36       social and communication skills impairment; 
         stereotyped, repetitive/restrictive behavior 
         and interests

PDD-NOS     variable      symptoms not meeting other diagnoses; 
                                                               frequently a milder form of autism;
         also known as atypical autism

Asperger’s     >36       impaired social interactions and restricted
disorder                                    interes ts; delay in motor skills; preservation  
                            of early language skill s; limited 
         conversational abilities

CDD      >24       normal early development followed by   
                       deterioration in social skil ls, language,   
              behavior, bowel/bladder control and play

Rett syndrome      5-30       progressive developmental disorder with 
         normal early infancy, followed by loss of •ne
         and gross motor skills, language skills, 
                                                               interests, and social interactions; app earance 
                                                               of characteristic hand-wringing movemen t 
         and muscle-wasting

AD = autistic disorder; PDD-NOS = pervasive develop mental disorder-not otherwise speci"ed;
CDD = childhood disintegrative disorder

Adapted from Stachnik JM, Nunn-Thompson C. Ann Pharmacother. 2007.41;626- 634
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ate behavior. They lack empathy 
toward others.

Many children with autism en-
gage in repetitive movements such 
as rocking their head or torso and 
twirling their hair between •ngers,
or in self-abusive behavior such as 
biting or head-banging. They also 
tend to start vocalizing later than 
children without autism. Some 
speak in a high-pitched, or !at,
robot-like voice, or in “sing-song” 
fashion (regular or monotonous ris-
ing and falling intonation) about a 
narrow range of favorite topics. 

Many children with autism 
have an increased threshold to 
pain, but are abnormally sensitive 
to sound, touch, or other sensory 
stimulation. These reactions may 
contribute to behavioral symptoms 
such as resistance to being cuddled 
or hugged.

Children with autism appear 
to be at higher risk for certain 
comorbid (concomitant but unre-
lated) conditions, including fragile 
X syndrome (the most common 
inherited form of mental retarda-
tion) and tuberous sclerosis (a 
rare, genetic disorder that causes 
benign tumor growth in the brain 
and other vital organs), as well as 
epileptic seizures, Tourette syn-
drome (characterized by presence 
of multiple physical [motor] tics 
and at least one vocal [phonic] tic), 
learning disabilities, and attention 
de•cit disorder. For reasons that 
remain unclear, about one-third 
of children with autism develop 
epilepsy by the time they reach 
adulthood. While persons with 
schizophrenia may show autistic-
like behavior, symptoms usually 
do not appear until their late teens 
or early adulthood. Most persons 
with schizophrenia also experience 
hallucinations and delusions, nei-
ther of which are associated with 
autism.

Autism symptoms often im-
prove with treatment and with 
age. Some autistic children can 
lead normal or near-normal lives 
as they grow older. Children whose 
language skills regress early in life, 
usually before three years of age, 
appear to be at risk of developing 

epilepsy or seizure-like brain activ-
ity. Some children with autism 
may become depressed or experi-
ence behavioral problems during 
adolescence.

Persons with autism score con-
sistently low on instruments that 
measure life skills. The life out-
comes of autistic adults range from 
complete dependence on others to 
(rarely) successful employment.
People with autism typically die 
early, with death most often com-
ing from seizures, nervous system 
dysfunction, drowning or suffoca-
tion (at a rate exceeding three 
times the general population). As 
mentioned earlier, epilepsy occurs 
in at least one-third of persons 
with autism. The death rate due 
to epilepsy is approximately 24 
times higher than that of epileptic 
patients without autism. 

Confirmation of Autism 
There is no medical test for autism. 
Physicians rely on a core group of 
behaviors to diagnose autism:

• dif•culty in making friends 
with peers;

• inability to initiate or sustain 
conversation with others;

• impairment or absence of 
imaginative and social interaction;

• unusual, stereotyped or re-
petitive use of language;

• patterns of interest that are 
abnormal in intensity or focus;

• preoccupation with a particu-
lar object or subject; and

• rigid adherence to estab-
lished routines or rituals.

While some screening instru-
ments rely solely on parental (or 
caregiver’s) observations, others 
rely on a combination of notes from 
both parent and physician. Since 
autism is a complex disorder, a 
comprehensive evaluation requires 
a multidisciplinary team including 
a neurologist, psychiatrist, psychol-
ogist, speech therapist and other 
professionals who have experience 
in diagnosing children with ASDs. 
Team members will conduct a thor-
ough neurological assessment and 
in-depth cognitive and language 
testing.

Autism can often be detected as 

early as 18 months.  Increases in 
the number of autism cases in the 
United States may be the result of 
improved diagnosis and changes in 
diagnostic criteria.

Differential Diagnosis.  Chil-
dren with some symptoms sugges-
tive of autism, but neither qualita-
tively nor quantitatively suf•cient
to permit a diagnosis of classical 
autism, may be diagnosed with 
pervasive developmental disorder-
not otherwise speci•ed (PDD-NOS) 
(Table 2). Children with autistic 
behaviors whose language skills 
are well developed may be diag-
nosed with Asperger’s disorder. 
Children who develop normally, 
and then suddenly deteriorate 
between three and 10 years of age 
and show marked autistic behav-
iors, may be diagnosed with child-
hood disintegrative disorder (CDD). 
Girls with autistic symptoms may 
be suffering from Rett syndrome, 
a gender-linked genetic disorder 
characterized by social withdrawal, 

Table 3
Common characterist ics 
of persons with autism

A child or adult with autism might:
•  not play “pretend” games 
•  not look at objects when another 
person points at them
•  not have an interest in others
•  avoid eye contact 
•  want to be alone
•  have trouble understanding other 
people’s feelings or talking about 
their own feelings
•  prefer not to be held or cuddled 
•  appear to be unaware when other 
people talk to them but respond to 
other sounds
•  be very interested in people, but 
not know how to relate to them
•  repeat or echo words or phrases 
•  have trouble expressing their 
needs using words or motions
•  repeat actions over and over
•  have trouble adapting to a chang-
ing routine
•  have unusual reactions to the 
way things smell, taste, look, feel or 
sound
•  lose skills they once mastered 

Adapted from www.cdc.gov/ncbddd/
autism/actearly/autism.html
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The content of this lesson was 
developed by the Ohio Pharmacists 
Foundation, UPN:  129-000-08-007-
H01-P.  Participants should not 
seek credit for duplicate content.

regressed language skills and 
hand wringing.

Treatment 
Although treatment has improved 
greatly over the past several 
decades, there is neither a cure 
for autism nor single approach to 
therapy.  The primary goals are 
to minimize the core features and 
associated de•cits, maximize func-
tional independence and quality of 
life, and alleviate family distress.
Options may include behavioral 
and communication measures, 
drug therapies and complementary 
approaches.

Behavioral and Commu-
nication Measures . Numerous 
programs target the range of 
behavioral, social and language 
dif•culties characteristic of autism. 
Some focus on reducing problem 
behaviors and teaching new skills. 
Others focus on teaching children 
how to communicate more effec-
tively with other people or how to 
act appropriately in social situa-
tions.

Drug Therapies.  At present, 
there is no medication that directly 
improves the core signs of autism. 
However, some can help control 
individual symptoms. Agents most 
commonly employed in autism 
include antidepressants (especially 
SSRIs), used in 20 to 25 percent of 
patients; neuroleptics (especially 
second-generation antipsychotics), 
10 to 15 percent; stimulants, 10 
to 15 percent; alpha agonists, 10 
percent; and anticonvulsants, 5 to 
10 percent.

Risperidone . The FDA ap-
proved risperidone (Risperdal) 
for the symptomatic treatment of 
irritability in autistic children and 
adolescents. The targeted behav-
iors under the general heading 
of irritability include aggression, 
deliberate self-injury, temper tan-
trums and quickly changing moods. 
No restrictions on prescribing or 
use in autism have been put into 
place to-date. 

Risperidone’s effectiveness in 
the symptomatic treatment of ir-
ritability associated with pediatric 
autistic disorders was established 

in two eight-week placebo-con-
trolled trials in 156 patients aged 
•ve to 16 years of age. Outcomes 
demonstrated that children on 
risperidone achieved signi•cantly
improved scores for speci•c behav-
ioral symptoms of autism com-
pared to children on placebo. The 
most common side effects included 
drowsiness, constipation, fatigue 
and weight gain.

While ef•cacy has been dem-
onstrated, concern remains about 
the misuse potential of risperidone 
and other antipsychotic drugs as a 
form of long-term chemical seda-
tion, particularly with the most 
intellectually disabled children 
who may be the most likely to 
experience adverse drug effects. 
The overwhelming view, however, 
is that if antipsychotic drugs are 
used appropriately, they can have a 
positive role in the management of 
aggression associated with autism.

Complementary Approach-
es. In the absence of speci•c medi-
cal interventions for autism, par-
ents and some healthcare profes-
sionals may choose complementary 
(i.e., alternative) therapies, such 
as art or music therapy; dietary re-
strictions including the elimination 
of gluten, sugar, chocolate, preser-
vatives and food coloring; vitamin 
and mineral supplements; herbal 
remedies; or sensory integration, 
which focuses on reducing a child’s 
hypersensitivity to touch or sound.  
Almost one-third of autistic chil-
dren regularly receive a comple-
mentary therapy. Various surveys 
indicate that only 36 to 62 percent 
of caregivers who treated their au-
tistic children with complementary 
therapies had informed the child’s 
primary care physician.

Parents and caregivers should 
be encouraged to seek additional 
information when they encounter 
claims such as:

• treatments based on overly 
simpli•ed scienti•c theories, and 
those supported primarily by case 
reports or anecdotal data rather 
than carefully designed studies;

• therapies claimed to be effec-
tive for multiple different, unre-
lated conditions or symptoms;

• claims that children will 
respond dramatically and some will 
be cured; and

• treatments that are said to 
have no potential or reported ad-
verse effects.

Early Treatment.  Individu-
als with autism won’t outgrow 
it, but they can learn to function 
within the con•nes of the disor-
der, especially if treatment be-
gins early.  Early intervention is 
de•ned as treatment provided to 
children from birth to age three 
years. Research has clearly shown 
that early treatment, which con-
sists of intensive, individualized 
behavioral interventions, can have 
a dramatic impact on reducing 
the symptoms of autism. Sadly, it 
is estimated that only 50 percent 
of autistic children are diagnosed 
before kindergarten.

Summary and Conclusions 
Autism is a lifelong neurobiologic 
disorder that adversely affects 
quality of life. Early diagnosis of 
autism is often elusive. Its imprint 
on af!icted young people is so 
unique that the course of the disor-
der is dif•cult to predict in individ-
ual patients. In view of anticipated 
patterns of earlier identi•cation
and more proactive treatment of 
autism in years to come, the bur-
den of autism on the health care 
system will continue to increase.
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continuing education quiz    
Autism and Its Treatment: A Primer for Pharmacists           

1. In the U.S., autism affects an estimated one in:
 a. 150 births. c. 15,000 births.
 b. 1500 births. d. 150,000 births.

2.  The term autism  has been de•ned as all of the 
following symptom patterns EXCEPT:
 a. abnormal development of social reciprocity.
 b. failure to use language for communication.
 c. desire for sameness.
 d. inability to perform mathematical tasks.

3. According to the Table listing Major character-
istics of pervasive developmental disorders , autistic 
disorder has an onset of: 
 a. <12 months of age.
 b. <24 months of age.
 c. <36 months of age.
 d. <48 months of age.

4.   The U.S. Institute of Medicine has stated that:
 a. there is a link between thimerosal and autism.
 b. there is no link between thimerosal and au-
tism.

5. It has been reported that approximately three-
fourths of patients with autism may be: 
 a. intellectually gifted.
 b. mentally retarded.

6.  By the time they reach adulthood, about one-
third of children with autism develop:
 a. schizophrenia. c. epilepsy. 
 b. hallucinations. d. delusions.

7.  All of the following are included in the core 
group of behaviors physicians use to diagnose au-
tism EXCEPT:
 a. dif•culty feeding and dressing oneself.
 b. inability to sustain conversation with others.
 c. preoccupation with a particular object.
 d. rigid adherence to established routines.

8.  Girls with some autistic symptoms who also ex-
hibit social withdrawal, regressed language skills, 
and hand wringing are most likely suffering from:
 a. Asperger’s disorder.
 b. childhood disintegrative disorder. 
 c. pervasive developmental disorder not other-
wise speci•ed.
 d. Rett syndrome.

9.  The most common therapeutic agents employed 
to treat autism are the:
 a. neuroleptics. c. stimulants.
 b. anticonvulsants. d. antidepressants.

10.  Common characteristics of persons with au-
tism include all of the following EXCEPT:
 a. avoiding eye contact.
 b. begging to be held or cuddled.
 c. having trouble adapting to a changing routine.
 d. repeating actions over and over.

The Alaska Pharmacists Association is accredited by the Accreditation Council for Pharmacy Education as a provider of continuing pharmacy 
education.
This knowledge-based activity is accredited for 1.5 hours of continuing pharmacy education (0.15 CEU).   Pharmacists and technicians may receive 
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To obtain CPE credit for this lesson you must answer the questions on the quiz (70% correct required). 
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Thomas A. Gossel, R.Ph., Ph.D., Professor Emeritus,  Ohio Northern University, Ada, Ohio and 
J. Richard Wuest, R.Ph., PharmD, Professor Emeritus , University of Cincinnati, Cincinnati, Ohio

Gossel Wuest

continuing education for pharmacists
ADHD and Its Treatment in Children 
and Adolescents

Goal. The goal of this lesson is to 
explain attention-de•cit/hyperac-
tivity disorder (ADHD) in children 
and adolescents with focus on its 
pathogenesis, clinical character-
istics and con•rmation, and its 
treatment.

Objectives. At the conclusion of 
this lesson, successful participants 
should be able to:

1. recognize historical events 
and epidemiologic information 
relevant to ADHD;

2. identify symptomatology 
that characterizes ADHD and the 
principles that govern its clinical 
con•rmation and management; 
and

3. select from a list speci•c
nonpharmacologic and pharmaco-
logic measures that are reported 
to modify signs and symptoms of 
ADHD.

Attention-de•cit/hyperactivity
disorder (ADHD) affects approxi-
mately 4 to 12 percent of children 
and adolescents, and persists 
throughout adulthood. It is the 
most commonly diagnosed psychi-
atric condition of childhood and 
adolescence. ADHD persists into 
adulthood in up to 60 percent of 
diagnosed cases, with 4 to 5 per-
cent of adults worldwide affected. 
It is, thus, a major public health 
problem because of associated 
morbidity and disability across the 
lifespan of affected persons.

Annual medical costs of af-
fected individuals are 50 to 75 

percent higher than expenses for 
non-affected persons. Overall costs 
of illness are estimated to be up-
wards of $40 billion annually in the 
United States alone.

Background 
Although ADHD was •rst de-
scribed in 1845, it was not until 
1902 that a description was pub-
lished.

ADHD can lead to serious 
long-term effects including impair-
ment of major life activities and 
premature morbidity. Persons with 
ADHD may exhibit underachieve-
ment and disruptive behavior in 
school, as well as antisocial and 
criminal behavior. They typically 
have unsafe driving habits, and are 
twice as likely to use tobacco. 

Males are reportedly affected 
more often than females (2:1 to 
3:1 ratio). These numbers can be 
deceptive because females with 
ADHD may be diagnosed less fre-
quently since many of them have 
the inattentive (i.e., less disruptive) 
form. Many girls are not diagnosed 
until middle school or later. 

Pathogenesis  
Although the precise cause of 
ADHD is unknown, a de•ciency in 
central stores of the neurotransmit-
ters dopamine and norepinephrine 
has been implicated. These de•cits
are associated with both genetics 
and environmental in!uences. Re-
cent imaging studies have failed to 
•nd evidence of gross brain damage 
in children with ADHD. 

In the 1970s, it was hypoth-
esized that the core problem in 
hyperkinetic children was one of 
inattention. This led in 1980 to 
adoption of the new diagnostic 
label attention-de"cit disorder .

Since the symptoms of ADHD 
respond well to treatment with cen-
tral stimulants, and because these 
drugs enhance the availability of 
dopamine, the dopamine hypothesis
has captured the attention of many 
researchers. The dopamine hypoth-
esis proposes that ADHD is caused 
by an inadequate supply of dop-
amine in the CNS. Dopamine plays 
a major role in initiating purpose-
ful movement and increasing mo-
tivation and alertness, behaviors 
that are often noted when a child 
with ADHD responds positively to 
stimulant therapy. The dopamine 
hypothesis has thus in!uenced
much of the recent research into 
the cause(s) of ADHD.

Genetic In!uence.  The fact 
that ADHD runs in families lends 
strong support to the theory that 
heredity is an important risk fac-
tor. Ten to 35 percent of children 
with ADHD have a •rst-degree rel-

Volume XXVI, No. 8
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ative with a past or present history 
of ADHD. Approximately one-half 
of parents with ADHD have a child 
with the disorder. Studies suggest 
that ADHD is among the most fa-
milial (affecting other members of 
the family) of psychiatric disorders.

Research to identify speci•c ab-
normal genes has concentrated on 
two: a dopamine-receptor gene on 
chromosome 11 and the dopamine-
transporter gene on chromosome 5. 
Evidence is mounting that children 
with ADHD have genetic variations 
in one of the dopamine-receptor 
genes. Several studies have found 
evidence for abnormalities of the 
dopamine-transporter gene in 
children with very severe forms of 
ADHD.

While the high heritability of 
ADHD suggests that it is a “ge-
netic” disorder, it is inaccurate to 
assert that any single gene is at 
fault. Rather, some gene variants 
boost an individual’s susceptibility 
to environmental triggers. 

Even though many imaging 
studies have failed to identify 
evidence of gross brain damage in 
ADHD, some have noted that expo-
sure to toxins such as lead, or epi-
sodes of fetal oxygen deprivation, 
may adversely affect dopamine-rich 
areas of the brain. These •ndings
support the many observations 
that hyperactivity and inatten-
tion of ADHD are more common in 
children whose mothers smoked or 
used alcohol during pregnancy (es-
pecially during the •rst trimester), 
in children with impaired oxygen-
ation leading to fetal distress and 
low birth weight, in children who 
have been exposed to high quanti-
ties of lead or carbon monoxide, 
and in children with infections of 
the CNS and those with serious 
head injury. Recently published 
data have shown that children born 
to nonsmoking mothers who were 
exposed to chronic secondhand 
smoke during pregnancy face seri-
ous problems of ADHD and conduct 
disorder.

Some studies have reported 
that parents of hyperactive chil-
dren are often overintrusive and 
overcontrolling, which suggests 

that parental behavior is another 
possible risk factor for ADHD.

To date, no single mechanism 
has been identi•ed as the de•nitive
cause of ADHD. It is believed that 
its development most likely results 
from combined action of multiple 
genetic and environmental risk 
factors.

Clinical Confirmation 
There is no laboratory or imaging 
test, or battery of psychological 
tests, that reliably con•rm the 
presence of ADHD. Rather, con-
•rmation is based mainly on the 
patient’s behavior history (Table 1) 
and elimination of other sources for 
the troublesome behaviors.

ADHD diagnosis is subject to a 
variety of in!uences, particularly 
because it is often •rst suggested 
by school teachers (52 percent) and 
parents (30 percent) rather than 
health professionals. A diagnosis is 
•rst suggested by a primary care 
physician, child psychiatrist or 
psychologist in only 14 percent of 
cases. Regardless of who •rst sug-
gests that a child may have ADHD, 
physicians and mental health 
professionals typically depend on 
suggestions by parents, teach-
ers and other school personnel in 
con•rming a diagnosis. The DSM 
IV criteria for ADHD are summa-
rized in Table 2. Most clinicians 
report they are hesitant to con•rm
a diagnosis prior to six years of age 
because of the wide variability in 
levels of activity that overlap with 
symptoms of ADHD, and therefore 
are considered normal in early 
childhood.

Treatment  
Goals of therapy include controlling 
symptoms, improving classroom 
attention and learning ability, en-
hancing interpersonal relationships 
and enriching transition to adult 
life. Pharmacotherapy has been the 
mainstay of treatment for decades, 
with hundreds of well-controlled 
clinical trials documenting its use-
fulness in children, adolescents and 
adults. The most widely available 
option for treatment of ADHD, an 
option supported by a vast litera-

ture, are the central stimulants.
Pharmacotherapy
Stimulants.  First shown to be 

bene•cial for treatment of abnor-
mal behavior more than seven de-
cades ago, central stimulants have 
become the •rst-line treatment 
option for ADHD with bene•t at-
tained in 75 to 90 percent of recipi-
ents. Their precise mechanism of 
action in ADHD is not fully under-
stood, although they are believed to 
increase release of dopamine 
and/or norepinephrine from pre-
synaptic neurons or inhibit their 
reuptake. These actions result in 
increased adrenergic activity. The 
stimulant drugs exert these actions 
to various degrees, thus working 
by slightly different mechanisms of 
action. Therefore, failure of therapy 
with one agent does not translate 
to a class failure and alternate 
agents within this class often may 
be administered to the patient’s 
bene•t.

The drugs are rapidly absorbed 
and typically result in an onset of 
action within 30 minutes. Their 
action extends over three to six 
hours. Administration is timed 
to meet the individual’s school 
or work schedule, to enhance the 
person’s ability to pay attention 
and meet his or her academic or 
work demands, and to mitigate 
side effects. Their greatest effects 
are on symptoms of hyperactivity, 
impulsivity, and inattention and 
the associated features of de•-
ance, aggression, and oppositional-
ity. They also improve classroom 
performance and behavior and 
promote increased interaction with 
teachers, parents and peers. 

Stimulant drugs include mixed 
amphetamine salts (Adderall, etc.), 
dextroamphetamine (Dexedrine, 
etc.), methylphenidate (Ritalin, 
etc.) and dexmethylphenidate (Foc-
alin). Lisdexamfetamine (Vyvanse) 
is a prodrug of dextroamphetamine 
with a longer duration of action. 
The American Academy of Pedi-
atrics (AAP), working through its 
Committee on Quality Improve-
ment – Subcommittee on Atten-
tion-De•cit/Hyperactivity Disorder, 
published its Clinical Practice 
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Guidelines for treatment of school-
aged children with ADHD in 2001. 
AAP determined that there were no 
clear differences among dextroam-
phetamine, lisdexamfetamine and 
methylphenidate. Newer products 
were not available at the time of 
guideline development. Subse-
quent reports suggest that the use 
of methylphenidate and mixed 
amphetamine salts are •rst-line
therapy because of ample evidence 
of their safety and ef•cacy.

Clinical trials consistently 
document that stimulants reduce 
the core symptoms of ADHD. 
Recent trials tend to focus on use 
of the newer agents to assist with 
dosing convenience and overall 
ease of patient care. Advances in 
dosage formulations such as long-
acting agents aid treatment adher-
ence, decrease embarrassment for 
children in school who must take 
multiple daily doses, lessen bur-
dens for school staff to administer 
these doses and decrease the poten-
tial for drug diversion and abuse. 
Long-acting formulations extend 
the action of these drugs over eight 
to 12 hours to allow once-daily dos-
ing.

Advances in methylphenidate 
formulations include chewable 
tablets, oral solution and a patch 
formulation. The patch (Daytrana) 
has demonstrated statistically 
signi•cant reductions in ADHD 
symptoms for children ages six 
through 12 years. The patch is 
worn for nine hours daily. In clini-
cal trials, application site reactions, 
insomnia, anorexia and nervous-
ness were the adverse effects most 
commonly reported leading to 
discontinuation of therapy.

Adverse effects associated with 
stimulants used in ADHD include 
appetite suppression with initial 
weight loss, insomnia, headache, 
jitteriness and stomach pain. If 
insomnia is a problem, giving the 
stimulant earlier in the day, dis-
continuing the afternoon or eve-
ning dosage, or giving an adjunct 
medication such as a low-dosage 
antidepressant may help. Other 
concerns include tic development, 
growth delay and potential for 

substance abuse. Mild adverse ef-
fects may be partially controlled by 
reducing the dose or altering the 
timing of administration. Most ad-
verse effects are mild, recede over 
time and respond to dose changes. 
Appetite may !uctuate, usually 
being low during the middle of the 
day and more normal by supper-
time. Parents may choose to have 
their child take a “drug holiday” on 
weekends and vacations to reduce 
overall exposure, but the utility of 
this strategy has not been demon-
strated. Concerns remain about 
inhibition of long-term growth; 
however, most studies conclude 
that such effects are minimal and 
of small clinical importance. As 
with all medication use, risks ver-
sus bene•ts must be weighed.

Recent concerns have high-
lighted the possibility of cardio-
vascular events with stimulants. 
In April 2008, the American Heart 
Association (AHA) released a state-
ment calling for a thorough exami-
nation including family history and 
an electrocardiogram, and routine 
cardiac monitoring for children and 
adolescents prescribed stimulant 
medication for ADHD. The call for 
closer cardiac monitoring was given 
to identify the very small number 
of children and adolescents who 
may have an undiagnosed cardiac 
problem.

Non-stimulants.  Atomoxetine 
(Strattera) is the newest non-stim-
ulant treatment option for ADHD. 
It is a selective norepinephrine 
reuptake inhibitor in presynaptic 
neurons with less action to reduce 
dopamine reuptake in the prefron-
tal lobes. The drug has a slower 
onset of action than stimulants; 
thus, effects may not be seen until 
the end of the •rst week of treat-
ment. Atomoxetine seems to have 
a longer duration of action after 
once-a-day dosing with suggestions 
of symptom relief during the eve-
ning and early-morning hours. 

A meta-analysis evaluated 
atomoxetine for safety and toler-
ability. Following 601 subjects for 
up to two years of study, only 5.2 
percent discontinued medication 
use because of adverse effects. 

There were no discontinuations due 
to tics, seizures, hepatic toxicity or 
growth concerns. The most common 
treatment-emergent adverse effects 
occurring at 10 percent incidence 
included cough, decreased appe-
tite, dizziness, fatigue, irritability, 
upper respiratory tract infection 
and vomiting. Most effects oc-
curred within three months and 
tapered off thereafter. Weight 
and height increased as expected, 
even though there was an initial 
weight decrease over the •rst three 
months of treatment. Statistically 
signi•cant changes were noted in 
pulse rate and both diastolic and 
systolic blood pressures, but these 
were consistent with age-expected 
increases.

Table 1 
Presentation of ADHD 

Reported by child or adolescent
• Does not like school or particular 
 subjects or teachers
• No close or long-term friends
• Con!ict with parents
• Low self-esteem
• Always getting in trouble

Reported by parents
• Aggression and problems with   

 anger
• Dif•culty completing tasks
• Disorganized, messy
• Does not follow directions
• Impulsive
• Dif•culties with school
• “Always on the go”
• Does not make or keep friends
• Socially or emotionally immature
• Engages in dangerous activities
• “Spaced out” or absentminded
• Loses possessions

Reported by teachers 
• Hyperactive
• Inattentive, easily distracted
• Interferes with others, disrupts

 class
• Underachiever, school failure
• Does not listen
• Fidgets, will not stay in seat
• Blurts out answers, does not 
 consider others
• Frequent behavior problems

Adapted in part from Culpepper L. J
     Clin Psychiatry. 2006;67[suppl 8]:32-37.



25

The Alaska Pharmacist Newsletter

...continued from page 26

Atomoxetine labeling contains 
a warning about the potential for 
severe liver injury in rare cases. It 
should be discontinued when there 
is evidence of jaundice or hepatic 
injury. The drug also has a black 
box warning concerning the poten-
tial for increased risk of suicidal 
ideation in children and adoles-
cents being treated for ADHD. Pa-
tients starting atomoxetine should 
be monitored closely for changes in 
behavior. Compared with stimu-
lants, atomoxetine has relatively 
low potential for abuse. Recommen-
dations are as a second-line option 
following unsuccessful trials with 
stimulant therapy.

Tricyclic antidepressants, once 
commonly used, have lost favor 
over the years because of their ad-
verse effect pro•le; several deaths 
in the early 1990s were associated 
with desipramine use. Tricyclics 
are typically recommended follow-
ing a poor response with one or 
more stimulants or atomoxetine. 
Baseline and periodic electrocar-
diogram monitoring are needed to 
assess safety of therapy.

Bupropion (Wellbutrin, etc.) 
has shown modest ef•cacy in 

ADHD. Its use may be considered 
as an option for adjunct therapy 
in persons who also smoke tobacco 
or possess underlying depres-
sion or bipolar disorder, or those 
with a history of substance abuse. 
Because bupropion may induce sei-
zures, the drug should not be used 
in persons with a seizure history.

Non-pharmacologic
Therapies
Behavioral Intervention.

Behavioral intervention in combi-
nation with medication use is the 
optimal approach to treatment of 
ADHD. The MTA Study has shown 
that patients with combined medi-
cation and behavioral interven-
tion improved in the core areas of 
ADHD; moreover, family members 
consistently bene•ted from this 
approach. The combined approach 
to treatment also resulted in less 
challenging behaviors and permit-
ted reduced doses of medication to 
be used. 

Dietary Intervention.   Some 
medical researchers and clinicians 
have proposed that dietary inter-
vention has potential bene•t in 
treatment of ADHD. Parents may 
therefore choose to supplement or, 

in some cases, replace medication 
with dietary intervention. One 
commonly promoted intervention is 
the Feingold diet, in which dietary 
salicylates, arti•cial colors, !avors
and preservatives are removed 
from the diet. Other proposed di-
etary interventions include remov-
ing all sugars, adding high-dose 
vitamin/mineral supplementation, 
and supplying essential fatty acids 
to help alleviate ADHD symptoms. 
At this point, none of these ap-
proaches have been supported by 
well-designed clinical trials.

Summary and Conclusions 
ADHD is a chronic condition with 
unknown etiology and potentially 
harmful sequelae if not treated. 
Central stimulants remain the 
most widely used therapy. Innova-
tive dosage forms and longer acting 
agents assist with ease of dosing 
and improvement of drug adher-
ence, and as a means to discourage 
abuse and diversion. Stimulant 
use is not without safety concerns, 
including the recent call from the 
AHA to monitor patients for car-
diovascular events. Non-stimulant 
therapies, including atomoxetine 
and antidepressants, may be of 
bene•t in persons who do not 
respond adequately to stimulant 
therapy.

Table 2 
Summary of DSM-IV* diagnostic cr i ter ia for ADHD 

Criterion Description
       A Patients must exhibit 6 to 9 symptoms of inattention or 6 to 9 
 symptoms of hyperactivity-impulsivity that have pe rsisted for at least  

 6 months.

       B Some hyperactive-impulsive or inattentive symptoms that caused
 impairment were present before age 7 years.

       C Some impairment from the symptoms is present in 2 or more settings  
 (e.g., at school [or work] and at home).

       D There must be clear evidence of clinically  signi•cant impairment in
 social, academic, or occupational functioning.

       E The symptoms do not occur exclusively during the course of a 
 pervasive developmental disorder, schizophrenia, or other psychotic  

 disorder and are not better accounted for by another mental disorder  
 (e.g., mood disorder, anxiety disorder, dissociative disorder, or a 

 personality disorder).

 *Diagnostic and Statistical Manual of Mental Disor ders, 4th ed. Washington DC, American
 Psychiatric Association, 1994.
    Adapted in part from Findling RL, Arnold LE, Gr eenhill LL, et al. J Clin Psychiatry.
 2007;68:1963-1970.

The content of this lesson was devel-
oped by the Ohio Pharmacists Foun-
dation, UPN:  129-000-08-008-H01-P.
Participants should not seek credit for 
duplicate content.
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continuing education quiz    
ADHD and Its Treatment in 
Children and Adolescents    

1. While the precise cause of ADHD is unknown, a 
de•ciency in central stores of which of the followin g 
sets of neurotransmitters has been implicated?
 a. Norepinephrine and serotonin  
 b. Acetylcholine and serotonin 
 c. Dopamine and norepinephrine
 d. Acetylcholine and dopamine

2.  Which of the following plays a major role in 
initiating purposeful movement and increasing 
motivation and alertness when a child with ADHD 
responds positively to stimulant therapy?
 a. Acetylcholine c. Norepinephrine 
 b. Dopamine d. Serotonin 

3.   There have been •ndings that support the many 
observations that hyperactivity and inattention of 
ADHD are more common in children in all of the 
following instances except those: 
 a. whose mothers have diabetes or hypertension.
 b. with impaired oxygenation leading to fetal 
distress.
 c whose mothers smoked during pregnancy.
 d. with infections of the CNS.

4. Con•rmation of the presence of ADHD is based 
mainly on:
 a. laboratory tests. c. psychological tests.
 b. imaging tests. d. patient behavior history.

5. Which of the following is a prodrug of dextroam-
phetamine?
 a. Focalin c. Strattera
 b. Ritalin d. Vyvanse

6.  Advances in long-acting oral dosage forms of 
drugs used to treat ADHD have shown all of the 
following bene•ts EXCEPT:
 a. signi•cantly increased effectiveness. 
 b. fewer burdens on school staff.
 c. decreased embarrassment for children in 
school.
 d. aiding treatment adherence.

7.  Which of the following is a non-stimulant 
treatment option for ADHD?
 a. Focalin c. Strattera
 b. Ritalin d. Vyvanse

8.  All of the following are common treatment-
emergent adverse effects that occur in patients 
receiving the drug referred to in question # 7 
with the exception of:
 a. fatigue. c. irritability.
 b. seizures. d. dizziness.

9.  The drug referred to in question # 7 has a 
black box warning for increased potential risk of:
 a. bulimia. c. jaundice.
 b. growth concerns. d. suicidal ideation.

10. Which of the following is the optimal ap-
proach in combination with medication for the 
treatment of ADHD?
 a. Behavioral intervention
 b. Dietary intervention

The Alaska Pharmacists Association is accredited by the Accreditation Council for Pharmacy Education as a provider of continuing pharmacy 
education.
This knowledge-based activity is accredited for 1.5 hours of continuing pharmacy education (0.15 CEU).   Pharmacists and technicians may receive 
credit for completing this course if returned by 7/15/11.    
To obtain CPE credit for this lesson you must answer the questions on the quiz (70% correct required). 
Should you score less than 70%, you will be asked to repeat the quiz.   
In May and November of each year we will mail a statement of credit, unless otherwise arranged with the AkPhA office. 
ACPE #139-999-09-007-H01-P   AkPhA# 139-999-09-007-H01-T              LESSON EVALUATION
                                                                Disagree        Agree               Disagree      Agree 
1)   Activity clearly presented   1   2   3   4   5           7) Presenter fostered active participation     1   2   3   4   5 
2)   Activity met learning objectives 1   2   3   4   5  8) Presenter was knowledgeable in topic      1   2   3   4   5 
3)   Topic relevant to what I do      1   2   3   4   5 9) Facility appropriate-lighting, temp, set up 1   2   3   4   5  
4)   Amount of time was appropriate 1   2   3   4   5            10) Activity learning assessment appropriate 1   2   3   4   5
5)   Increased my knowledge of topic 1   2   3   4   5            11) Activity learn method effective 1   2   3   4   5 
6)   Handout materials useful   1   2   3   4   5            12) Overall, I was satisfied with activity 1   2   3   4   5

       Name _________________________________________________ Address __________________________________________ 
       E-Mail _____________________________________  Fax ________________________ Phone ___________________________ 
       AK Driver’s License# _____________________________________         
       I am a current member of AkPhA _____.   Non members of AkPhA, enclose  a check to AkPhA for $18.00.
      Mail to:  AkPhA  203 W. 15th Ave.  Anchorage, AK  99501             Circle one:   Pharmacist     Technician  
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Alaska Area Health Education Center (AHEC) 

The Alaska!AHEC is a statewide university!industry partnership focused on strengthening Alaska’s health 
workforce. Specifically, it works in three distinct areas: (a) encouraging Alaskans from disadvantaged 
backgrounds into health careers, (b) coordinating clinical rotations to encourage health professions students to 
secure employment in underserved areas and with underserved populations, and (c) provision of CE/CME in 
underserved areas towards the retention of those health care workers. 

The Alaska!AHEC has a Program Office housed in the 
University of Alaska Anchorage’s School of Nursing. The 
AHEC Program Office has contracted with health industry 
partners to create AHEC Centers that serve distinct 
geographic areas. These centers include the YK!AHEC at  
the Yukon!Kuskokwim Health Corporation (YKHC), the 
Interior AHEC at Fairbanks Memorial Hospital, the South 
Central AHEC at the Providence Alaska Learning Institute, 
and the newest center, the Southeast AHEC at the 
SouthEast Alaska Regional Health Consortium (SEARHC). 
The map shows the regions each Center serves. The AHEC 
Program Office works statewide.  

Both the Program Office and each AHEC Center have a Clinical Rotations Coordinator that works to place 
students in the health professions in rural and/or underserved settings, or in some cases to bring in rural 
students to an urban environment to gain skills they can’t obtain in their own communities. AHEC staff work 
with a wide variety of health professions students and programs. The Coordinators assist individual students in 
securing clinical rotation placement sites in Alaska. AHEC staff members have also developed relationships and 
work with the myriad of University of Alaska health programs in Alaska. Both federal and state grant funds allow 
the AHEC staff to provide funding to students to support their travel to and housing at the sites on a limited 
basis. Preference is given to students with ties to Alaska in the hopes that these students are the most likely to 
return to our state. 
 
Last year the AHEC Centers and Program Office provided support for over 450 clinical rotations in Alaska. A 
subset of these rotations were pharmacy students attending schools out!of!state. The AHEC staff is eager to 
continue building relationships in their regions.  IF YOU ARE INTERESTED IN PROVIDING OPPORTUNITIES FOR 
PHARMACY STUDENTS IN YOUR ORGANIZATION, WE ENCOURAGE YOU TO EITHER CONTACT THE CENTER IN 
YOUR REGION OR THE PROGRAM OFFICE. 
Alaska AHEC Program Office!Alaska Center for Rural Health, UAA 
 Beth Landon, Director, 786!6589, anbml@uaa.alaska.edu  
 Janice Troyer, Clinical Rotations Coordinator, 786!6592, anjkt1@uaa.alaska.edu  
Interior AHEC!Fairbanks Memorial Hospital 
 Lillian Ruedrich, Director, 458!6417, Lillian.Ruedrich@bannerhealth.com 
 Russell Amerson, Clinical Rotations Coordinator, 458!6409, Russell.Amerson@bannerhealth.com 
South Central AHEC!Providence Alaska Learning Institute 
 Kathy Lum, Director, 212!6584 
 Jed Wade, Clinical Rotations Coordinator, 212!6580, Jed.Wade@providence.org 
YK!AHEC!Yukon Kuskokwim Health Corporation 
 Laurinda O’Brien, 543!6981, Laurinda_O'Brien@ykhc.org  
 Antonio Avalos, 543!6725, Antonio_Avalos@ykhc.org 
Southeast AHEC!SouthEast Alaska Regional Health Consortium 
 Iva GreyWolf, Director, 966!8674, ivag@searhc.org  
 Jessika Hartwig, Health Career Coordinator, 966!8903, jessikah@searhc.org  
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Pharmacy Month Celebrated at Alaska Native Medical Center 
By: Anne Marie Bott, PharmD, BCPS, Sara Doran-Atchison, PharmD, Kara King, 

PharmD, & Judy Thompson, PharmD, BCPS 

 The Alaska Native Medical Center (ANMC) recognized National Pharmacy 
Month for its 4th consecutive year.  National Pharmacy Month is an excellent way to 
promote the profession of pharmacy and boost morale within the pharmacy staff. 
 During the month of October, a different activity is scheduled for each of the 5 
weeks.  The first week started with an all pharmacy staff breakfast to bring together the 
four ANMC pharmacies of Inpatient, Outpatient, Primary Care Center, and Rural 

Anchorage Service Unit.
The second week, a Milk & 
Cookies break was offered 
to the staff as a well 
deserved treat. The third 
week, we held an Ice Cream 
Social which allowed 
pharmacy staff members to 
create their own root beer 
floats and ice cream 
sundaes!. Coincidentally, 
Boss’s Day falls in the 
month of October. 
Pharmacy managers 
received gift cards for their 
outstanding leadership and 
dedication to staff 
development. The forth 
week, pharmacy 

technicians were recognized for their hard work with an exclusive lunch.  The fifth week 
concluded pharmacy month with a Halloween potluck. Pharmacy staff enjoyed the 
holiday with pumpkin carving and costume contests. 
 Official “Know Your Medicine, Know Your Pharmacist” banners recognizing 
National Pharmacy Month were placed outside each of the campus’s pharmacies to 
increase patient and hospital staff awareness.  Additionally, t-shirts were sold again for 
the second year to pharmacy staff in another attempt to increase visibility of the 
pharmacy profession. The red and white t-shirts were worn on each Friday prompting 
interest and appreciation of National Pharmacy Month. Pharmacy staff pictured above 
enjoyed showing off their “Know Your Medicine, Know Your Pharmacist” t-shirts! 

Pharmacy Staff from Alaska Native Medical Center and 
Southcentral Foundation Pharmacies 
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PHARMACY MARKETING GROUP, INC

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

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

WHAT DID I DISPENSE?
One question that pharmacists have 
when a claim is reported is, “How do we 
know that the patient didn’t switch the 
medication themselves?”  Unless the 
pharmacy has very good 
documentation, we don’t positively 
know.  But, we do know that it’s very 
unlikely in most cases.  The reasons we 
know this are: 

1.  The patient’s access to 
prescription drugs is limited, so 
that limits their ability to make the 
switch.  The patient would also 
need to know the specific generic 
brands that the store carries to 
effectively make the switch. 

2. We have observed patterns of 
medication errors over time and 
find that look alike/sound alike 
drugs account for a large part of 
our claims.1 So the patient would 
not only need access to 
prescription drugs, but also have 
access to the specific drug of the 
problematic pair of drugs. 

3. We have also observed that 
workflow patterns contribute to 
medication errors and seldom is 

                                           
1.  See the list from the Institute for Safe Medication 
Practices;
www.ismp.org/Tools/confuseddrugnames.pdf

a drug switched as an isolated, 
random event.  More often than 
not, there is an explanation for 
why the switch might have 
occurred.  The incident can be 
linked to a particular step in the 
dispensing process where 
mistakes typically occur. 

The patient profile only tells you what 
should have been dispensed, not what 
actually went out. Documentation of 
what was dispensed can be very useful 
in claims situations.  Without this 
documentation, it is almost impossible to 
know what was dispensed after a 
patient has consumed all of the 
medication.  Sometimes inaccurate 
counts in Schedule II perpetual 
inventories can verify that the switch 
occurred.  But what about non-
controlled drugs?  The following 
example illustrates one solution. 

Mrs. Jones suffered from an arrhythmia 
and was maintained on Coumadin®

brand of warfarin.  When she presented 
a new prescription to continue her 
therapy, it was accidentally filled with 
Cardura® brand of doxazosin.  While 
investigating the claim, Mrs. Jones 
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became concerned that she had 
received the wrong drug for the last 
year.  Her previous prescription had 
been entered correctly and she had it 
refilled every 30 days for the last year.
Various pharmacists and technicians at 
the pharmacy had processed the refill 
requests.  For Mrs. Jones to have 
received the incorrect medication for the 
last year, every person who processed 
the refills would have had to make the 
same mistake, i.e., fill her refill with 
Cardura®, independently, 12 different 
times.  Statistically, this is highly 
unlikely.  However, statistics were not 
very comforting to Mrs. Jones. 

Luckily, the pharmacy had a 
documentation practice where they 
recorded both the color and the imprint 
of the product that was dispensed.  It 
was easy to prove to Mrs. Jones that 
she had not received the incorrect drug 
for the last year because the records 
showed that she had received 
Coumadin® every month up until the 
new prescription was filled. 

This documentation did not take a lot of 
time because the staff was not 
necessarily looking up and double-
checking all of the colors and imprints.
They were merely observing them and 
recording them.  It was a record of what 
was going out.  However, you would 
hope that the staff would still question 
appearances that seemed unusual to 
them.  This practice enabled us to verify 
what the patient had received long after 
the contents of the prescription were 
consumed.  This same record would 
also help to detect if a switch had been 
made by the patient. 

The problem with documentation is that 
the person documenting receives 
negative feedback.  They document, 
document, document and most of the 

time it is never used.  Over time, the 
temptation is to quit doing it.  However, 
documentation, or the lack of it, many 
times is the critical evidence in a case.  
The method here was relatively simple 
and not time-consuming.  These are 
essential criteria for any documentation 
program.  If it takes too much time or is 
too complex, the negative feedback 
wins out.  The method provided in this 
article is not the only way to document 
the actual item dispensed.  It is merely 
the easiest that we have seen.  Put your 
thinking caps on and see what else you 
can come up with.  You won’t be sorry 
that you’ve taken the time when the 
need for it arises.  Then you won’t have 
to say, “What did I dispense?”

© Don R. McGuire Jr., R.Ph., J.D., is General 
Counsel at Pharmacists Mutual Insurance 
Company.

This article discusses general principles of law 
and risk management.  It is not intended as legal 
advice.  Pharmacists should consult their own 
attorneys and insurance companies for specific 
advice.   Pharmacists should be familiar with 
policies and procedures of their employers and 
insurance companies, and act accordingly.
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The Alaska Pharmacists Association (AkPhA) mem-
bers include pharmacy owners, employee pharmacists 
and pharmacy technicians in all areas of practice as 
well as drug wholesalers and manufacturers.

Executive Director: Nancy Davis
203 W. 15th Ave.  #100
Anchorage, AK  99501

Phone (907) 563-8880   FAX (907) 563-7880
Email: akphrmcy@alaska.net

Newsletter Advertising Rates
Black and white, Per issue:

Full Page $1000.00
1/ 2  Page   $500.00
1/ 4 Page   $250.00

Acceptance: AkPhA reserves the right to reject any 
advertisement or to require that the word “advertise-
ment” appear in any ad.

Newsletter Classi® ed Advertising
Black and white, per issue

Members Nonmembers
Full Page $500.00 $1000.00
1/ 2 Page $250.00 $  500.00

 (Rates include website posting and Email message.)
Website ONLY Classi® ed (Posted 60 days)

$200.00 $400.00

Closing Dates:  Materials are due for space on the 
5th of the month of publication.  (January, April, July 
& October)

Payments: All payments are due 30 days from date 
of invoice.

The Alaska Pharmacist Newsletter
www.alaskapharmacy.org

Quarterly newsletter and website of
the Alaska Pharmacists Association

Katy’s Kids – Volunteer in your local 
community!

Katy’s Kids is now new and improved!  Katy’s Kids is 
a community education program presented by phar-
macists to kindergarten to 2nd grade classrooms.  The 
goal of Katy’s Kids is to improve the health literacy of 
a community by teaching appropriate medication use 
at a young age.

The 2009 updated version of Katy’s Kids includes a 
new Katy’s Kids DVD for classroom instruction. 
A Katy’s Kids web site has been developed www.
katyskids.com which includes all necessary presenter 
materials, teacher information, and classroom and 
take-home activities - all of which have been re-
vamped and expanded.  

Visit www.katyskids.com today!  If you are interested 
in presenting Katy’s Kids to a classroom in your com-
munity please contact State Pharmacy Association.

Katy’s Kids – New and Improved –
 www.katyskids.com 

Katy’s Kids is a community education program for 
pharmacists or student pharmacists to teach K-2 stu-
dents important lessons about medicine safety.  The 6 
main objectives to Katy’s Kids include:
1) Medicine can be dangerous if not taken correctly, 
2) Pharmacists are medicine experts, 
3) Medicine is NOT candy, 
4) Never take medicine meant for someone else, 
5) Medicine should be taken only when you are sick 
or to keep you well, 
6) Only your parents or adults you know should give 
you medicine.

All program materials have been updated.  Visit www.
katyskids.com for more information
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Alaska Pharmacists Association
203 W. 15 th  Ave #100 
Anchorage, AK 99501 

AkPhA  is accredited by the Accreditation Council for Pharmacy Education 
as a provider of Continuing Pharmacy Education.

Renew online at: www.alaskapharmacy.org

Membership Application/Renewal 

Full Name        Email:      

Address      City   State Zip _______

Home Phone       Work Number     FAX Number  _______  

AK Driver’s License #___________________________    Circle one: 

Please send Mail To:     Residence Business 

Business Name/Address            

City   State      ZIP      

Work Ph #  _________  Work  Fax #  House/Senate District _________________ 

Recruited by      

Are you interested in serving on any of the following  One Time Only
committees?   For Annual Automatic Renewal

       Legislative         Community Affairs  Effective __________I authorize AkPhA to  
       Scholarship        Continuing Education  renew my annual membership and to bill the  
       Convention        Rx Technician Committee credit card indicated below each year until I  
___ Newsletter          Awards/Nominations  notify AkPhA otherwise. (Visa/MC only) 
___ Membership ___ Political Action  Card# _________________________ exp _____ 

AkPhA Services    
Continuing Pharmacy Education   Signature 
AkPhA offers Continuing Pharmacy Education with a  Check: Make  Payable to AkPhA.  
Quarterly Newsletter, the Annual Convention, and   Membership FEES:
other local programs sponsored through the year. Individual Member: 
Inter-Professional Communication   Pharmacist, 1st year graduate $100.00   ________ 
Pharmacy issues in Alaska are published in the  Pharmacist  $195.00 ________
Quarterly “The Alaska Pharmacist Newsletter”. Associate (Non-Pharmacist) $125.00
Legislative Representation    Pharmacy Technician $  50.00
A professional lobbyist is retained to represent the  Pharmacy Student  $  25.00   ________ 

    interests of Pharmacy in Alaska.   Pharmacy/Corporate Memberships (nonvoting):
Professional Networking    Corporate Member              $1,500.00
Working relationships are developed and maintained Business Member  $250.00 _______   
with other Alaska health care providers. Donations: Legislative, Scholarship,etc.  ______      

         TOTAL  _______ 
Membership year is January 1 – December 31 

Dues and contributions are not deductible as a charitable contribution for income tax purposes, but may be deductible 
as ordinary business expenses, subject to IRS restrictions. AkPhA estimates that 45% of your dues dollar is non-
deductible because of AkPhA’s lobbying activities on behalf of its members. 

Contributions to the AkPhA-PAC can be sent/payable to: 
AkPhA- PAC  Attn: Leif Holm 

PO Box 56945   North Pole, AK  99705 

AkPhA
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Get involved in your pharmacy Political Action Committee and donate to AkPhA-PAC.   
  To continue this effort, we need each pharmacist and pharmacy to contribute and get 

involved in legislative issues in Alaska. 

Here is my contribution in the amount of _____ $500 ____$200 ____$100  ____Other 

Name _____________________________________________________________ 

Address ___________________________________________________________ 

Contributions to the AkPhA-PAC can be sent to:
AkPhA-PAC

Attn: Leif Holm, Treasurer 
PO Box 56945 

North Pole, AK  99705 
Make checks payable to: AkPhA-PAC 

 AkPhA wants your letters!  If you would like to respond to an article or editorial printed 
in “The Alaska Pharmacist Newsletter” or voice your opinion on pharmacy or AkPhA 
related issues, please send us your letters.  We would like to share your letters with 
AkPhA members in our “Letters to the Editor” section.  Let your voice be heard! 

Send your letters to the Association office: 

Letter to the Editor 
203 W. 15th Ave. #100 
Anchorage, AK  99501 
FAX (907) 563-7880 

Email: akphrmcy@alaska.net



34

The Alaska Pharmacist Newsletter

Anne Kelley, AAI
Cell: 425-501-1428

Voice Mail: 800-247-5930 ext. 7147

Pharmacists Mutual is endorsed by the Alaska Pharmacists Association (compensated endorsement).
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For information on products and services, please contact your Pharmacists Mutual Representative:

!ive yourself peace of mind " 

Pharmacists Mutual #ompanies "" 
Proud to serve the pharmacy profession for $%% years&

 !!"#$%"&'(!))*))+,)-./)(%!0))123.450)6.75))&!&88))*))7779:;<=>9>.<
†

²
Notice: •is is not a claims reporting site. You cannot electronically report a claim to us. To report a claim, call 800-247-5930.

Not all products available in every state.  Pharmacists Mutual Insurance Company is not licensed in HI or FL.  •e Pharmacists Life Insurance Company is not licensed in AK, FL, HI, 
MA, ME, NH, NJ, NY or VT.  Pro Advantage Services, Inc., d/b/a Pharmacists Insurance Agency (in CA) is not licensed in HI.  Check with a representative or the company for details on 
coverages and carriers.

www.phmic.comcovera'e  at

apply today for  
professional lia(ility  
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Acquire the resources 
to lure more business.
Today, more than 3,000 independent Good
Neighbor Pharmacies enjoy the power of volume
purchasing, scaled services and employ best
practices from AmerisourceBergen.

Our partners know how to achieve higher profits,
retain more patients, and gain market share.

We provide pharmaceuticals, business support, 
and consulting services to help our participating
pharmacists focus on your most valuable strength
Ð satisfying your patients.

!le"se c"ll us "t #$$.%&'.(%#' or
)isit ***."merisourceber+en.com
to,"- to le"rn more.
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Need a pharmacist or looking for a new position? 
AKPhA members can place a classi" ed as in the
AKPhA Newsletter and reach over 200 pharmacists.

For more information or to place an ad contact Nancy 
O. Davis at AKPhA, 203 W. 15th Ave. Ste. 100, 
Anchorage, AK 99501. Or fax your typewritten ad to: 
(907) 563-7880. Rates are variable.
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Sponsored by: AmerisourceBergen 

“All who have accomplished great things have had a great aim, 
have fixed their gaze on a goal which was high, one which 

sometimes seemed impossible.” 

Orison Swett Marden, Author 
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