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TEXAS STATE BOARD OF PHARMACY AWARDS PTCB WITH CONTRACT AS PHARMACY TECHNICIAN CERTIFICATION PROVIDER

TSBP 

May 20, 2010

Margo Fuerst, PTCB

The Texas State Board of Pharmacy (TSBP) has awarded the Pharmacy Technician Certification Board (PTCB) with the Pharmacy Technician Certification Provider contract in Texas. PTCB has actively certified pharmacy technicians in Texas since 1995 and this new contract with the TSBP is effective immediately. 

Gay Dodson, RPh, Executive Director of the TSBP, indicated that “In 1995, the TSBP became the first state to require all pharmacy technicians to have taken and passed the PTCB exam. In 2001, the Texas Legislature placed this requirement into the Pharmacy Act and made passing a board-approved certification examination a pre-requisite to registration.”

PTCB was selected for the contract after a rigorous bidding and evaluation process that included formal reviews and evaluations from three independent psychometricians. The thorough evaluation process began in 2008 and allowed TSBP to confidently recognize PTCB as a single provider of accredited certification examinations for pharmacy technicians.

TSBP is the state agency responsible for the licensure and discipline of Texas pharmacists, pharmacies, and pharmacy technicians. PTCB will continue its longstanding relationship with TSBP to further support the more than 38,000 active PTCB Certified Pharmacy Technicians (CPhTs) currently working in various pharmacy settings throughout Texas. To date, PTCB has certified over 60,000 pharmacy technicians in Texas and has certified more than 370,000 technicians nationwide.

“PTCB believes that patients expect and deserve a high standard of safety when it comes to how their prescription medications are dispensed and consistent requirements for pharmacy technician certification in every state is an important first step towards meeting those standards,” said Melissa Murer Corrigan, RPh, Executive Director and CEO of PTCB. “PTCB is excited to continue our work in Texas and we applaud TSBP’s leadership.”

The National Association of Boards of Pharmacy (NABP) Model Practice Act recommends that states that certify technicians recognize certification by PTCB and that all pharmacy technicians be PTCB certified by 2015.


GOLDEN PLAINS COMMUNITY HOSPITAL PHARMACY GOES HIGH TECH WITH RePAS
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Reprint from Borger News Herald

Patient’s pharmaceutical needs have always been met with efficiency and accuracy by Golden Plains Community Hospital’s Pharmacy Department. That commitment to excellence continues with the hospital’s new Remote Prescription Approval System (RePAS).

The system, provided by Hunter Pharmacy Services of Austin, provides supervision of technicians and timely review of physician orders by way of a real-time audio/video communications workstation and a high-resolution image camera to record drug images for each prescription approved.

Teresa Coward, Registered/Certified Pharmaceutical Technician at GPCH, is in constant contact with the remote pharmacist for prescription approvals and supervision.

Hunter also provides an in-house pharmacist for eight hours a week.

GPCH is the first hospital to sign on with Hunter Pharmacy Services for the service and Teresa said the system is a hit with the pharmacy’s technicians. “I like it a lot,” she said. “Even if the system goes down, we have a backup where I can scan the prescription and send it to Hunter by locked email without names.”

Kathy DeMello, RPh, of Austin is Hunter’s pharmacist-on-call for GPCH. She enjoys providing assistance with the hospital’s techs. “I like the system really well,” she said. “I can do most everything I would need to do if I were sitting right here in the pharmacy. I’m able to do the clinical interventions and the nurses can come in and ask questions.”
Kathy can call down to the Medical Surgical floor or Day Surgery floor and talk to the nurses or the doctors. The hospital has a big screen TV and a camera in the pharmacy similar to the ones in Kathy’s Austin office, so the technician and the pharmacist can talk face-to-face.

GPCH’s COO/CNO Melody Henderson said, “I was not sure what to expect when we started with RePAS, but there is no difference in having RePAS and having a pharmacist sitting in the pharmacy. It has worked very, very well. I am very pleased with the quality it offers our patients.” 

HEALTH REFORM LAW: KEY PROVISIONS FOR SMALL EMPLOYERS
This is a general overview of the new health reform law. This does NOT attempt to cover all of the law’s provisions and should NOT be used as legal advice for implementation activities. You are encouraged to seek any legal advice, including legal counsel, regarding how the new requirements will affect you and your health benefits.

Overview
The health reform package is made up of two parts: a bill that passed the Senate on Christmas Eve, passed the House on March 21, and was signed into law by the President on March 23, and a second piece of legislation: the House’s reconciliation bill, which makes changes to the original law, passed both chambers on March 25, 2010, and was signed by the President on March 30.
Many of the provisions in the law will not take effect for several years. At the earliest, provisions that affect employer-sponsored health plans will take effect six months from the date of enactment – in late September. Even then, those early provisions will not affect plans until they renew for the next plan year.

The health reform law has thousands of pages and hundreds of provisions (whimper). So it’s important to remember that before many of those provisions are put in place, additional laws and regulations will need to be developed. 

Here are some highlights of the major provisions.

Individual Responsibility 

Starting in 2014, everyone must have coverage or pay a penalty, which will be enforced by the IRS. The penalties will be phased in over time.
In 2014, an individual without insurance must pay whichever amount is greater: $95 or 1% of income. (does not specify if per month or per year)
For 2016 and beyond, that penalty rises to $695 or 2.5% of income, whichever is greater (the $695 is indexed from 2016 on). Families will pay half the penalty for children, with a cap of $2,085 per family.

There will be exemptions to this requirement, such as in cases of financial hardship and other limited circumstances.

Subsidies to buy insurance in new state exchanges will be available in the form of tax credits and cost-sharing assistance for people above Medicaid eligibility but below 400% of the federal poverty level (do we understand this yet?). Medicaid eligibility will be increased to 133% of the federal poverty level.
Employer Responsibility
New employer penalties and obligations

Starting in 2014, employers don’t have to offer their employees health insurance coverage, but most of them with more than 50 employees will pay an assessment if they don’t, or if they offer coverage that isn’t affordable. Full-time and part-time employees are included when determining whether an employer has 50 employees (based on current full-time employee equivalency rules).
· Employers with 50 or more employees that do not offer “minimum essential coverage” will pay $2,000 for each employee over the first 30 employees if one of their employees gets a tax subsidy to buy insurance under an exchange.
· Employers with 50 or more employees that do offer minimum essential coverage but have at least one full-time employee receiving subsidized coverage under an exchange will pay whichever is less: $3,000 for each employee receiving a premium credit or $2,000 for each full-time employee.
Employers must provide “free choice” vouchers to employees with incomes below 400% of the federal poverty level if the employee’s contribution to coverage is between 8% and 9.8% of income and the employee chooses to purchase coverage in the exchange. No penalties will be imposed on employers with respect to employees who receive these vouchers.

New employer reporting requirements

Beginning in 2011, employers will be required to disclose the value of health care benefits on an employee’s annual W-2.
Employers will be required to notify employees:

· About the availability of the exchange – for new employees, at the time of hiring; for current employers, by March 1, 2013;
· They may be eligible for a subsidy under the exchange if the employer’s contribution to the plan is less than 60% of total allowed costs of the benefits;

· If the employee purchases coverage in the exchange, he or she will lose the employer’s coverage contribution.

Small business tax credits

Beginning in 2010, small businesses with fewer than 25 employees and average wages of less than $50,000 get a tax credit for their contributions to buying health insurance for employees. The tax credit starts at up to 35% and increases to 50% in 2014 when the exchange is operational. A full tax credit may be available to small businesses with fewer than 10 employees and average wages of less than $25,000
Health Plan Changes
Under the new law, employers/employees have the right to keep the coverage they had as of March 23, 2010 and are exempt from many reforms. These group health plans are considered “grandfathered plans.”

T I M E L I N E

I M M E D I A T E L Y

Federal rate review. The Department of Health and Human Services (HHS) will establish a process for federal review of fully insured premium rate increases.

I N  9 0  D A Y S

Internet portal. By July 1, 2010 an Internet portal will be created for consumers and small businesses to shop for health insurance.

High-Risk Pool. $5 billion has been appropriated to create a temporary high-risk insurance pool to help adults with pre-existing conditions get coverage if they have been uninsured for six months. The program will be effective through 2013.

Reinsurance for early retirees. A temporary reinsurance program will be established for employers providing coverage to early retirees over age 55 who are not eligible for Medicare. The federal government will provide $5 billion to fund the program. Participating employers or insurers will be reimbursed 80% of retiree claims between $15,000 and $90,000. The program will be effective through 2013.

I N  S I X  M O N T H S

Effective for new plans or plans renewed six months after the enactment date unless otherwise noted (includes “grandfathered plans”):
Lifetime and annual limits. Plans may not impose lifetime limits on the dollar value of essential benefits. Annual limits will be restricted (to be determined by HHS).
Rescissions. No rescissions are permitted, except in cases of fraud or intentional misrepresentation.
Coverage for adult children. Children may stay on their parents’ policies until age 26 if coverage isn’t available through their work, regardless of their marital status. Any employer contribution toward the premium is a tax-deductible business expense for the employer and not taxable income for the member.
Pre-existing conditions. Plans may no longer impose pre-existing condition exclusions for children under age 10.

Effective for new plans or plans renewed six months after the enactment date (does not include “grandfathered plans”):
Preventive services. New policies must cover the full cost of preventive care as recommended by the U.S. Preventive Services Task Force, recommended immunizations, preventive care for infants, children and adolescents, and additional preventive care for women.

Appeals. New minimum requirements for internal and external claims appeals processes.

Patient protections. Plans that require or provide for a primary care provider (PCP) designation must allow each member to designate any in-network PCP, or pediatrician for children, accepting new patients. Plans may no longer require an authorization or referral to an Ob-Gyn. Prior authorization or increased cost-sharing for emergency services is also prohibited.

Nondiscrimination rules.  Rules that are nondiscriminatory and that apply to self-funded health plans are expanded to group fully insured health plans. Plans cannot base an employee’s eligibility or continued eligibility on hourly or annual salary.
I N  2 0 1 1

Medical loss ratio (MLR). An insurer must publicly report on its MLR and spend at least 80% of small group premiums on medical services or provide rebate payments to enrollees.

Spending accounts. Health savings accounts (HSAs) and flexible spending accounts (FSAs) may no longer be used to purchase over-the-counter drugs unless prescribed by a doctor. Increased tax for nonqualified HSA withdrawals from 10% to 20% and for Archer MSA withdrawals from 15% to 20%.

HHS studies. HHS is required to study the group health plan markets to compare employer characteristics and determine whether the new insurance market reforms are likely to cause adverse selection in the large group market or to encourage small and midsize employers to self-insure. HHS and the Department of Labor must also collect information on self-funded plans. These studies could lead to additional employer reporting requirements.

Uniform explanation of coverage. Within 12 months of the law’s enactment, HHS, in consultation with the National Association of Insurance Commissioners, will develop uniform standards and definitions for summaries of benefits and coverage explanations. Within 24 months of enactment, group health plans must provide enrollees and applicants with coverage documents that meet these standards.
I N  2 0 1 2
Comparative effectiveness fee. A new fee is imposed on group health plans to fund comparative effectiveness research ($1 per participant through 2013; $2 per participant through 2019).

I N  2 0 1 3 

FSA contributions. Contributions to flexible spending accounts are limited to $2,500 a year.

I N  2 0 1 4

Federal definition of a small employer is defined as an employer with 10 - 100 employees. States can modify the definition to 1-50 employees until January 1, 2016.

Pre-existing conditions. Group health plans can no longer impose pre-existing condition exclusions for any person of any age.
Annual limits. Annual limits on essential health benefits are prohibited.

Guaranteed issue. Health insurers must accept every employer who applies for coverage.

Rating restrictions. Rating restrictions go into effective for new fully insured small group plans. Insurance companies cannot base premiums on health status, claims experience, or gender. Premiums can only vary by:

· Age (no more than 3:1)

· Geography

· Family size

· Tobacco use (no more than 1.5:1).

Merged markets. States are allowed to merge the individual and small group markets.

Clinical trials. Coverage of routine patient care costs is mandated for participation in approved clinical trials (does not apply to grandfathered plans).

Exchanges. State health insurance exchanges are up and running for small businesses and individuals to buy insurance.

Essential benefits. Essential benefit plan is created, which mandates the level of benefits that must be included in plans offered in the exchange, as well as in the individual and small group markets outside the exchange. Deductibles limited to $2,000 for individuals and $4,000 for families in the small group market (self-funded plans and grandfathered plans are exempt from this requirement).

Cost-sharing limits. Cost sharing imposed under group health plans is limited to current health savings account amounts (does not apply to grandfathered plans).

Waiting periods. Waiting periods cannot exceed 90 days.

Wellness. Expands health plan wellness incentives up to 30% of total coverage costs (up to 50% with HHS approval).

Reinsurance. A temporary reinsurance program will be established for the individual market and funded by individual and group health plan assessments ($25 billion to 2014-2016).

I N  2 0 1 8
Taxes. A new excise tax goes into effect for high-value, “Cadillac” health plans: 40% for amounts over $10,200 for individuals and $27,500 for family plans, paid by insurance companies and plan administrators.

Medicare and Medicaid-related provisions

Part D donut hole.  Provides a $250 rebate for Part D enrollees who enter the “donut hole” coverage gap (2010 only). Beginning in 2011, there will be a 50% brand discount on drugs in the gap. Members will pay less for generic drugs in the gap as well: 93% in 2011, which phases down to 25% by 2020. The donut hole is eliminated by 2020.

Retiree drug subsidy. Beginning in 2013, employers may no longer deduct the retiree drug subsidy when offering qualified coverage under Medicare Part D.

Medicaid. Beginning in 2014, states are required to provide premium assistance and wrap-around benefits to any Medicaid beneficiary who is offered employer-sponsored coverage, if it is cost-effective to do so.

Medigap. The National Association of Insurance Commissioners will create new model plans for benefit packages C and F that include nominal cost sharing. The new models will be available in 2015.

Other

Administrative simplification. The law also requires HHS to adopt a single set of operating rules for electronic transactions to create uniformity (e.g., health claims or equivalent encounter information, eligibility and claims status, enrollment and disenrollment, premium payments, and referral certification and authorization). Group health plans will have to certify compliance with these standards.
CLASS Act. Creates a new government-run voluntary long-term care insurance program (CLASS Program). Employers must automatically enroll employees and facilitate payroll deductions. Employees may choose not to participate.

Revenue-raising provisions

Starting July 1, 2010, impose a 10% tax on tanning services.
Beginning in 2011, the pharmaceutical industry will pay annual industry fees. The fee will be phased in and will hold steady at $2.8 billion a year after 2019.

Beginning in 2013, manufacturers of medical devices will pay a 2.3% excise tax on sales of medical devices.

Beginning in 2013, the Medicare payroll tax rate will increase by 0.9% for individuals who make more than $200,000 and couples that make more than $250,000.

A new 3.8% tax will be added on income from interest, dividends, annuities, royalties and rents for those at the same income threshold.

Beginning in 2014, a non-deductible premium tax will be imposed on insurers ($8 billion in 2014, $11.3 billion in 2015 and 2016, $13.9 billion in 2017, and $14.3 billion in 2018. After that, it will increase in an amount proportional to overall premium growth).

THE GIRAFFE AND THE REFRIGERATOR

1. [image: image1.jpg]


How do you put a giraffe into a refrigerator?

Stop and think about your responses and decide on your answers before you answer.

The correct answer is: Open the refrigerator, put in the giraffe, and close the door. This question tests whether you tend to do simple things in an overly complicated way.

2. [image: image2.jpg]


How do you put an elephant into a refrigerator?  Did you say, “Open the refrigerator, put in the elephant, and close the refrigerator?”  Wrong answer. The correct answer is: Open the refrigerator, take out the giraffe, put in the elephant and close the door. This tests your ability to think through the repercussions of your previous actions.

3. [image: image3.jpg]


The Lion King is hosting an animal conference. All the animals attend….except one. Which animal does not attend?
Correct Answer: The elephant. The elephant is in the refrigerator. You just put him in there. This tests your memory. Okay, even if you did not answer the first three questions correctly, you still have one more chance to show your true abilities.

4. [image: image4.jpg]


There is a river you must cross but it is used by crocodiles and you do not have a boat. How do you manage it?
Correct Answer: You jump into the river and swim across. Have you not been listening? All the crocodiles are attending the animal conference. This tests whether you learn quickly from your mistakes.

According to Anderson Consulting Worldwide (now “Accenture”), around 90% of the professionals they tested got all questions wrong, but many preschoolers got several correct answers. Anderson Consulting reportedly said this conclusively disproves the theory that most professionals have the brains of a four year old.
THE CHOCOLATE CONUNDRUM
Austin American-Statesman

May 30, 2010

PARADE
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We’ve been hearing for some time that chocolate is an antidote to depression. But now some solid research has been done – and the results are unexpected.

Researchers asked more than 900 adults from San Diego, CA about their chocolate-eating habits, then used a standard scale to measure the subjects’ symptoms of depression. The data – published in the Archives of Internal Medicine – found that those who rated highest on the depression scale also consumed more chocolate – an average of almost 12 servings a month. In other words, eating more chocolate seems to be linked to being more depressed. 

But scientists are not sure how the link really works. While chocolate may make people depressed, it’s also possible that depressed people crave it more because it improves their moods – the way thirsty people crave water – and have learned to “self-treat.” Or, chocolate cravings and depression may have nothing to do with each other, beyond being both produced by an as-yet-unknown factor.

Clearly, more studies are called for. Now researchers just have to find test subjects willing to eat chocolate in the interests of science (count me in!)
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GIVE UP SMOKING WITHOUT GAINING WEIGHT

Austin American-Statesman

May 30, 2010

PARADE
By Emily Listfield

According to the American Cancer Society, half of all Americans who smoke will die of tobacco-related causes such as lung cancer or emphysema. For some smokers, however, there’s another, more immediate fear. 

Nicotine suppresses the appetite and helps boost the metabolism, so many smokers worry they’ll gain weight if they quit. “People feel caught between a rock and a hard place,” says Dr. Connie Spring of the Northwestern University Feinberg School of Medicine. “They care about both their appearance and their health.”

Fortunately, they don’t have to choose one or the other. In fact, controlling your weight may actually help you drop your nicotine habit. A recent Northwestern study showed that women who joined a weight-loss support group were not only less likely to gain weight, they were also up to 29% more successful in quitting smoking.
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Dr. Spring hopes her study will change the standard advice: “Until now, most doctors have warned against trying to control two behaviors at once. Our results show that trying to manage weight gain does not undermine smoking cessation but rather enhances it.”
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Small Doses…….
by

Mike Petry, MS, RPh

Clinical Pharmacist

C-diff
Clostridium difficile, (usually referred to as C diff) is a bacterium that can cause symptoms ranging from diarrhea to life-threatening inflammation of the colon.  Illness from C diff most commonly affects older adults in hospitals or in long term care facilities and typically occurs after use of antibiotics.  In fact, more than 90% of cases happen after antibiotic use, when the healthy flora of the gut are destroyed and C diff can proliferate.  In recent years, C diff infections have become more frequent, more sever,e and more difficult to treat.  A study of 28 hospitals in the southeast published earlier this year demonstrated that C diff infections were 25% more common than methicillin-resistant Staphylococcus aureus (MRSA).  Nationwide, rates of MRSA infections have been falling as hospitals have increased infection control efforts.  In contrast, C diff infections in hospitals have doubled between 1996 and 2003.

According to the Centers for Disease Control and Prevention (CDC), more than 28,000 people die of C diff each year.  The breakdown is:
• Hospital-acquired, hospital-onset cases: 165,000 patients, 9,000 deaths
• Hospital-acquired, post-discharge (up to 4 weeks): 50,000 patients, 3,000 deaths
• Nursing home-onset cases: 263,000 patients, 16,500 deaths

Mild C diff disease starts with mild to moderate diarrhea with no blood in the stool.  Sometimes there's cramping in the lower abdomen.  Severe C diff disease starts with profuse watery diarrhea and abdominal pain.  Patients often have fever, nausea, and dehydration.  There may be a little blood in the stool, but very bloody stool is rare.  These symptoms usually signal colitis.  The diarrhea stopping does not necessarily mean the situation is improving.  It may signal the development of toxic megacolon.  Most patients that develop toxic megacolon need surgery; and 32% to 50% of patients who undergo surgery for C diff disease die.

Patients that develop early symptoms of C diff infection should seek immediate medical attention.  Mild C diff disease can progress quickly to severe disease.

Relapse is common after C diff infection.  12% to 24% of patients develop a second episode of C diff disease within two months.  Patients who have two or more relapses have a 50% to 65% chance of yet another recurrence.

C diff is expensive to treat.  Each case of hospital-acquired C diff is estimated to cost between $4,000 and $9,000.  C diff is especially difficult to stop because in addition to being a bacterium, it can exist in a dormant spore form, which can survive for weeks or months on hard surfaces.  Alcohol-based hand foams that are commonly used in hospitals don't kill the spores, nor does soap and water hand washing.  


There are many different C diff strains circulating in the US.  But since 2000, one of these strains has gone from one only seen occasionally to the most frequently isolated C diff strain.  CDC calls this strain NAP1 (referring to its genetic fingerprint).  In Europe and Canada, it's often called the 027 or BI strain.  The NAP1 strain of C diff took off shortly after it acquired resistance to fluoroquinolone antibiotics.  There's also some evidence it may also have acquired some resistance to metronidazole (FlagylR) and vancomycin.

Antibiotic resistance isn't the only worrisome thing about the NAP1 strain.  C diff normally makes two toxins.  The NAP1 strain makes 16 times more toxin A and 23 times more toxin B than other strains of C diff.  And most importantly, there's evidence it causes more severe disease than other strains.  To date, the NAP1 strain has been reported in 37 states.

Doctors will almost always treat C diff infections with antibiotics.  Metronidazole (FlagylR) is the first-line treatment of choice for mild disease.  Vancomycin is usually reserved for moderate or severe disease.  There is evidence that treatment with probiotics makes antibiotic treatment more effective and prevents relapse.  Saccharomyces boulardii appears to be particularly effective, although good results have been seen with Lactobacillus species as well.

C diff infections are preventable. There are two main means of prevention:

· Hand washing.  Frequent and careful hand washing can keep C diff spores from spreading.

· Judicious use of antibiotics.  Most respiratory infections are caused by viruses, so don't demand antibiotics from your doctor every time you get the sniffles or a cough.
Please sign and date for pharmacy nursing in-service.

________________________________

Signature

_______________________________

Date

A Bit of Trivia
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 Aspirin went on sale as the first pharmaceutical drug in 1899, after Felix Hoffman, a German chemist at the drug company Bayer, successfully modified Salicylic Acid, a compound found in willow bark to produce Aspirin. 

Bayer® Aspirin was the first drug ever to be marketed in tablet form. First marketed in 1899 as a powder, by 1900 aspirin was being compressed into a water-soluble tablet. 
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