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DEA will FINALLY allow e-prescribing of
schedule II to V drugs

In this Issue:
·

DEA allows eprescribing

T

his takes effect June 1st...but will take time to implement. Software will need
upgrades to comply with the new regs. Digital signatures with extra security will be set
· Sleep Aids
up for prescribers. They will need to provide TWO of the following...a PIN or
· Hospital Threat
password...a card or other token...or a fingerprint or other biometric. State regs in some
· MedicationUpdate
states will need to change to allow e-prescribing controlled substances...but all will
· Rumor vs. Truth
eventually conform. Handling e-Rxs for controlled drugs in the pharmacy will be
· Aspirin Therapy
affected by the new rules. For example, transferring an e-Rx for a controlled drug to
another pharmacy is allowed...but make sure you have an RPh on BOTH ends...EVEN
· NutritionUpdate
if you share electronic Rx files, such as in a chain or hospital system. These new regs
are for how the Rx is created and transmitted...not how they are dispensed AFTER they're received. Keep in
mind that an Rx created electronically, but then faxed or emailed, is NOT an e-Rx. These should continue being
treated as PAPER Rxs. More prescribers will finally adopt e-prescribing due to incentive payments from CMS.
In fact, prescribers will be penalized for NOT sending Medicare Rxs electronically starting in 2012. E-prescribing
reduces some errors, but introduces new ones such as clicking the wrong drug/strength from drop-down lists.
Oracea 40 mg can be right below Opana ER 40 mg, and easy to click by mistake. Prescribers should give the
indication to help prevent errors.
Source: Pharmacist’s Letter

Day-After Effects of Sleep Aids

W

e all have occasional rough nights, followed by even rougher mornings, but morning-after psychomotor
impairment might become all too common for regular users of sleeping aids. Which is just one reason why the
risks of using pharmaceutical sedatives to promote sleep may not be worth the benefits.
Researchers at the University of Toronto set out to compare benefits and risks (such as morning-after
psychomotor impairment) of short-term sleep aids known as sedative hypnotics. The Toronto team analyzed
more than 20 studies in which a drug treatment for insomnia was used for at least five consecutive nights in
subjects over the age of 60. In all of these studies, subjects suffered from insomnia, but had no psychological
disorders. More than 2,400 subjects participated in the studies.
The compiled data showed that pharmaceutical sedatives improved sleep, but side effects were a significant
problem. When adverse side effects in the drug-use subjects were compared to side effects in the placebo
groups, researchers found:
·

Adverse psychomotor events were more than twice as common in the drug group

·

Daytime fatigue reports were nearly four times as common in the drug group

·

Adverse cognitive events were more than four and a half times more common in the drug group

Researchers concluded that a sharp increase in the risk of falls and cognitive impairment in people over the age
of 60 is not worth the benefit of a good night’s sleep.
Continued on Page 2
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Sleep Aids continued from Page 1

It’s too bad we don’t have 20 similar studies in which the effects of natural sleep aids are examined in people
over 60. If we did, the results would probably be quite different. For instance, in previous e-Alerts there’s been
information about l-tryptophan, a natural sedative and sleep-inducing amino acid. (Turkey meat is famous for
causing drowsiness because of its l-tryptophan content. But turkey actually contains less l-tryptophan than
chicken. The real cause of post-Thanksgiving feast drowsiness? A ton of carbohydrates in heaping helpings of
potatoes, dressing, pumpkin pie, etc.)
The FDA banned l-tryptophan supplements in 1990, but this misguided ban was recently lifted. So instead of
reaching for a sedative drug to help induce sleep, consumers can opt for l-tryptophan, melatonin, valerian or
kava: four natural agents recommended by HSI Panelist Allan Spreen, M.D.
But what about the morning-after? Would any of these natural sleep-inducers cause fogginess or psychomotor
impairment? When this question was put to Dr. Spreen, he said that the risk is FAR less among the four natural
agents, especially l-tryptophan. “I’ve never seen a ‘drug fog’ with that, and that’s even when many grams are
required to get some sleep for a difficult subject. Enough kava might do it, but you’d have to be deliberately
overdosing. Valerian seems to be the mildest of the bunch.”
As for melatonin supplements, Dr. Spreen notes that a large dose might cause you to wake up feeling drowsy
(a sign that you’ve taken too much), but it would take an inappropriately large dose to impair motor function. Dr.
Spreen adds that he’s more cautious with melatonin, which is a hormone. “I don’t recommend it for anyone under
40, except when addressing jet lag, for which it works well. “As we age, melatonin production decreases, so I’m
not as nervous for someone over age 40 using it as a ‘youth’-type agent, and I think there’s something to it. The
substance is well researched to be both an antioxidant, and a nutrient of considerable worth in other areas. The
cautious types talk about 1.5 mg at bedtime (never anytime but bedtime), for ages 40 to 50, then 3 milligrams for
people over age 50. I subscribe to that. Those who take lots more I think are swimming in uncharted waters –
nobody has any real data that it’s bad (nor that it’s not).”
Of course, you should talk to your doctor or a trusted health care professional before using any of these natural
sleep aids.
Source: The Health Sciences Institute

Lesser-known bug becoming an increasing hospital threat

A

s one superbug seems to be fading as a threat in hospitals, another is on the rise, a new study suggests.
A dangerous, drug-resistant staph infection called MRSA is often seen as the biggest germ threat to patients in
hospitals and other health care facilities. But infections from Clostridium difficile - known as C-diff - are
surpassing MRSA infections, the study of 28 hospitals in the Southeast found. "I think MRSA is almost a
household name. Everybody thinks of MRSA as a serious threat," said Dr. Becky Miller, an infectious diseases
specialist at Duke University Medical Center. She presented the research Saturday in Atlanta, at a medical
conference on infection in health care facilities.
"But C. difficile deserves more attention," she added. MRSA, or methicillin-resistant Staphylococcus aureus,
are bacteria that can't be treated with common antibiotics. They are often harmless as they ride on the skin,
but become deadly once they get in the bloodstream. They enter through wounds, intravenous lines and other
paths.
C-diff, also resistant to some antibiotics, is found in the colon and can cause diarrhea and a more serious
intestinal condition known as colitis. It is spread by spores in feces. The spores are difficult to kill with most
conventional household cleaners or alcohol-based hand sanitizers, so some of the disinfection measures
against MRSA don't work on C-diff. Deaths from C-diff traditionally have been rare, but a more dangerous form
has emerged in the last ten years. Still, MRSA is generally considered a more lethal threat, causing an
estimated 18,000 U.S. deaths annually. The new study looked at infection rates from community hospitals in
Virginia, North Carolina, South Carolina and Georgia in 2008 and 2009. It found the rate of hospital-acquired
C-diff infections was 25 percent higher than MRSA infections.
Miller also reported that C-diff was increasing at the hospitals since 2007, while MRSA has been declining since
2005.
Source: Mike Stobbe, Associated Press
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MedicationUpdate

Y

ou'll hear about a new IV biologic for rheumatoid arthritis called Actemra (ack-TEM-rah).
Actemra (tocilizumab) is the first in a new class. It works by inhibiting interleukin-6 (IL-6) instead of
tumor necrosis factor (TNF) like Enbrel, Humira, and Remicade. Actemra will be used after TNF
inhibitors due to safety concerns. It increases the risk of serious infections...like TNF inhibitors. But
it also has warnings about increased liver enzymes...hematologic abnormalities...and GI perforation. It's
recommended to monitor complete blood counts and liver enzymes every 4 to 8 weeks...and reducing or holding
the dose if problems occur. Actemra can also increase LDL cholesterol. Monitor lipids 4 to 8 weeks after
starting it and then every 6 months. Reserve Actemra for TNF inhibitor failures...and as an option to other
second-line biologics such as Orencia or Rituxan.

T

here are questions about QT prolongation drug interaction alerts with some antipsychotics,
antiarrhythmics, antibiotics, and others. The concern is that these interactions might precipitate torsades...the
arrhythmia that can cause sudden cardiac death. Very few patients get torsades...even in high-risk situations.
But it's impossible to predict precisely who will get it. It's often a combo of high-risk drugs in a high-risk patient.
Risk factors include heart disease...older age...female gender...low serum potassium or magnesium...and slow
heart rate. Liver or kidney disease and drug interactions also increase risk...by increasing blood levels of
QT-prolonging meds. Many drugs prolong the QT interval, but not all cause torsades. Special attention should
be give to interactions with high-risk drugs...quinidine, disopyramide, sotalol, clarithromycin, erythromycin,
haloperidol, thioridazine, chlorpromazine, and methadone. Lower risk drugs can prolong the QT interval, but
aren't likely to cause torsades. These include amiodarone, azithromycin, quinolones (levofloxacin, etc), SSRIs,
venlafaxine, and ziprasidone (Geodon). But these lower risk drugs can tip the balance towards torsades if
they're combined with riskier drugs in a high-risk patient. Some drug combos are a "double whammy" because
they increase the QT interval...AND interact to increase drug concentrations. For example, it should be avoided
giving thioridazine with a strong 2D6 inhibitor like fluoxetine or paroxetine...especially when there are other
patient risk factors. Another antidepressant should be suggested instead. These meds can increase risk by
causing low serum potassium and magnesium in patients on laxatives or diuretics. It's suggested to use an
alternate med when high-risk drugs are involved...especially in a high-risk patient. If there aren't suitable
alternatives, monitoring ECG is recommended. It's advisable that patients who have suffered torsades to avoid
the culprit drug in the future.
Source:PharmacistsLetter.com

Rumor vs. Truth

R
T

UMOR: IV iron can be used to treat symptomatic heart failure.

RUTH: This is partly TRUE...but don’t expect to see it as a mainstream therapy option yet.
Results are preliminary and larger trials are needed before IV iron can be recommended. But IV
iron has had some success in small studies. Up to 20% of heart failure patients are iron
deficient. The added fatigue and exercise intolerance may incorrectly be attributed to the heart failure. Early
evidence shows that treating iron deficiency can help patients with moderate symptomatic systolic heart failure.
They feel better...can walk farther...and have a better quality of life. Benefits are seen regardless of whether
patients are anemic or just iron deficient without anemia. But it’s puzzling why patients with anemia wouldn’t
benefit more. Researchers are trying this therapy in patients with a serum ferritin < 100 ng/mL...or 100 to 299
ng/mL with a transferrin saturation < 20%. Patients with symptomatic heart failure who aren’t responding to
standard therapies should consider checking for iron deficiency or anemia. If a prescriber wants to try IV iron,
Venofer 200 mg/week is suggested until iron stores are repleted...and then 200 mg/month for 4 to 6 months. IV
iron replaces iron stores faster than oral iron...and the risk of anaphylaxis is much less with the newer IV
products (Venofer, Feraheme, etc) than the older ones (INFed, etc). We don’t know yet whether oral iron will
work as well as IV. If a prescriber still wants to try iron replacement, then monitoring ferritin, transferrin
saturation, and hemoglobin is recommended to make sure the patient maintains sufficient iron stores.
Source:PharmacistsLetter.com
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Benefits, risks associated with aspirin therapy in patients
with peptic ulcer bleeding

N

ew data from a small study suggest that continuation of low-dose aspirin therapy given with a daily proton pump
inhibitor (PPI) increases the risk for recurrent bleeding but reduces the overall risk of death in patients with peptic
ulcer bleeding and established cardiovascular disease.
Joseph Sung, MD, and colleagues conducted a single-center, double-blind, placebo-controlled trial in 156 patients
who received low-dose aspirin (80 mg/d) for secondary prevention and developed peptic ulcer bleeding. All patients
underwent endoscopic therapy and received a 72-hour infusion of pantoprazole followed by daily oral pantoprazole
therapy. A total of 8 patients had confirmed recurrent bleeding within 30 days in the aspirin group compared with 4
patients who stopped therapy (10.3% vs. 5.4%). Only 1 patient died in the aspirin group compared with 10 patients
who stopped aspirin therapy; 5 patients died of vascular complications. Both 30-day and 8-week all-cause mortality
rates were calculated to be 1.3% in the aspirin group. Mortality rates were higher for patients who stopped aspirin
therapy (9% at 30 days and 12.9% at 8 weeks). The lower mortality rates in the aspirin group were attributed to a
reduction in cardiovascular, cerebrovascular, and/or gastrointestinal complications.
Practice guidelines for prevention of recurrent cardiovascular events or stroke do not give clear recommendations
on the use of aspirin therapy in patients with gastrointestinal bleeding. Guidelines recommend using a lower dose
of aspirin in patients who have an increased risk of bleeding; however, these guidelines do not mention if therapy
should be stopped in patients with an acute peptic ulcer bleed. Patients who take aspirin for secondary prevention
and subsequently experience a peptic ulcer bleed should know that continuation of aspirin therapy increases the
risk of recurrent bleeding but may decrease the overall risk of death. The decision to continue or discontinue aspirin
therapy is patient specific and is based on the overall risks and benefits of that therapy. If aspirin therapy is
continued and is given with a PPI, patients should take the PPI 30 to 60 minutes before a meal.
Source: APhA DrugInfoLine.com

NutritionUpdate

E

ating sugary foods often leads to cravings for even more sugar. Balanced meals and controlling
blood sugar both play key roles when trying to stop sugar cravings.
It's not surprising that Americans consume an average of 22 teaspoons of added sugar every day. Not
only do foods with added sugar taste good, these foods also produce a calming effect on the body.
However, consuming sugary foods also causes cravings for even more sugar. Those who want to cut
back on sugar consumption may find themselves dealing with intense cravings for sugary foods. Following these
simple tips may help stop sugar cravings.
Combining a bit of healthy fats, protein, and complex carbohydrates at every meal and snack reduces the risk of
triggering sugar cravings. Both healthy fats and protein leave the body feeling full longer than sugary foods and
complex carbohydrates contain many essential vitamins and nutrients the body needs. Protein slows down digestion
so that even when consuming complex carbohydrates, there is no rapid rise in blood sugar.
Not eating frequently enough can cause blood sugar levels to drop lower than normal. When blood sugar levels drop
too low, food cravings kick in because the body craves food that can be converted quickly to energy. This is when
many people reach for a sugary snack. This starts a vicious cycle of eating sugar as a “pick me up” since the boost
in energy only lasts for a couple of hours and another “pick me up” is needed. Eating small meals and snacks
frequently will prevent blood sugar levels from dipping too low and the desire for a sugary energy boost.
Keeping fresh fruits and vegetables, nuts, and seeds readily available not only makes it easier to reach for these
foods instead of a sugary treat, but also provide essential vitamins, minerals, and fiber. Fiber also promotes feelings
of fullness for extended periods, which reduces the chances of experiencing a craving for sugary foods.
Sugary foods are fine in moderation, but many people find consuming
even small amounts of sugar causes intense cravings for more and
more sugar. Those who cannot eat sugar in moderation may want to
stop consuming sugar altogether. While the first two to three days
without sugary foods can be difficult, cravings for sugar usually
subside within a few days.
Source:nutrition.suite101.com
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