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Pharmacy Technician Certification
The Vermont Board of Pharmacy has issued additional 

clarification regarding pharmacy technician certification 
providers. The Board will accept technician certification 
providers that are accredited through the National 
Commission for Certifying Agencies (NCCA). Visit www 
.credentialingexcellence.org/ncca for more information 
about NCCA. Currently, the Pharmacy Technician 
Certification Board (PTCB) and the National Healthcareer 
Association (NHA) are accredited programs. The PTCB’s 
website is https://www.ptcb.org, and the NHA’s website 
is www.nhanow.com.
Board Approval of Continuing 
Education Programs

Per Part 3.8(a) of the Administrative Rules of the 
Vermont Board of Pharmacy, organizations or licensees 
may have continuing education (CE) programs approved 
by the Board. Requests for Board approval of CE 
programs must be submitted in advance of the program 
and allow sufficient time for the review at a Board meeting 
and subsequent written notification before the date of  
the program. 

The following information must be presented to  
the Board:

 ♦ Program outline, including objectives; and
 ♦ Names and qualifications of the presenters (best 

accomplished through submission of curricula vitae).
Pharmacist CE programs approved by the Board are 

not Accreditation Council for Pharmacy Education-
approved and may or may not be accepted by other state 
boards of pharmacy. Program attendees should check with 
other states if submitting these programs for out-of-state  
CE credits.

At this time, the Board Administrative Rules do not 
address technician-only CE, and therefore the Board 
is unable to approve a technician-only program. Board 
rules do not address technician CE; however, CE is a 

requirement for recertification through national technician 
certification boards. Technicians are referred to the 
certification board through which they have attained 
technician certification for issues related to technician 
CE program approval.
Searching for Multiple Patients in 
the Vermont Prescription Monitoring 
System

For your convenience, the Board has created instructions 
for using the “Easy Request” option to run reports on 
multiple patients in the Vermont Prescription Monitoring 
System (VPMS), which may be accessed on the Vermont 
Department of Health website at http://healthvermont 
.gov/adap/VPMS.aspx.

1) Log in to the VPMS.
2) Click on “Request” and select “Easy Request” 

from the drop-down menu.
3) You will be taken to a request form. Fill out the 

following fields: Last Name, First Name, Birth 
Date, Gender (if available), and the dates you 
would like the report to cover. 

4) Click the checkbox that reads “I certify that the 
information I have entered above is accurate and 
that this use of the PMP is for the purpose of 
providing health care to a current patient.” 

5) To request information for additional patients, click  
the orange “Add More Patient Request” button.

6) Repeat step 3 for each patient.
7) The patients will be listed below the View Request 

section. To the right of the Status column is a blue 
Report link. Click on the Report link to obtain 
the data from the selected patient. You will be 
provided with a multi-page report for the selected 
patient. 

For additional questions regarding the VPMS, please 
email ahs.vdhvpms@vermont.gov or call 802/652-4147.
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errors. So where do health care professionals start to improve 
medication safety? Most people frequently resort to playing 
“whack-a-mole,” addressing risks only after they pop up and 
become visible after an adverse event.

Listed below are two serious medication safety risks that 
might fall off the radar screen unless an adverse event hap-
pens to draw attention to them. Additional serious risks will 
be published in future issues of the National Association of 
Boards of Pharmacy® National Pharmacy Compliance News.
Patient Information – Placing Orders on the Wrong 
Patient’s Electronic Health Record

A potentially hidden vulnerability that can lead to serious 
errors is placing orders on the wrong patient’s electronic 
health record. A recent study published in the Journal of the 
American Medical Informatics Association identified and 
quantified close calls that would have resulted in wrong-
patient errors. According to this study, about 14 wrong-
patient electronic orders are placed every day in a large 
hospital system with approximately 1,500 beds, or about 
68 wrong-patient errors per 100,000 medication orders. By 
this measure, one in 37 hospitalized patients will have an 
order placed for them that was intended for another patient.1

These errors are sometimes due to juxtaposition but more 
often caused by interruptions and having more than one 
patient’s electronic health record open. 

Multiple studies have demonstrated ways to reduce these 
events. Requiring verification of the patient’s identity has 
reduced errors by 16% to 30%, and requiring re-entry of the 
patient’s identification has reduced errors by 41%.1,2 Prompt-
ing clinicians for an indication when certain medications are 
ordered without an indication on the patient’s problem list 
has intercepted errors at a rate of 0.25 per 1,000 alerts.3 In 
one study, most emergency department (ED) staff (81%) felt 
a room number watermark on the patient’s electronic health 
record would eliminate most wrong-patient orders in the ED.4
Communication About Drug Therapy – Confusing 
the Available Concentration as the Patient’s Dose 
on Electronic Records

Another risk deals with how home medications appear 
on computer screens. For example, a physician accidentally 
ordered 100 units of Lantus® (insulin glargine) instead of 
the correct dose of six units because the list of medications   
used at home displayed the concentration right next to the 
drug name on the first line, and the patient’s dose below it 
on the second line: “Insulin glargine (Lantus) 100 units/mL,” 
followed on the next line with “6 units subcutaneous daily 
every evening.”

Now that insulin is available in 100 units/mL, 200 units/
mL, 300 units/mL, and 500 units/mL concentrations, the risk 
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FDA Approves Naloxone Nasal Spray to 
Prevent Opioid Overdose Deaths 

Food and Drug Administration (FDA) has approved  
Narcan® Nasal Spray (also known as naloxone), a life-saving 
medication that can stop or reverse the effects of an opioid 
overdose. Prior to this approval, naloxone was only approved 
in injectable forms, most commonly delivered by syringe or 
auto-injector, explains FDA in a news release.

Narcan Nasal Spray does not require assembly and deliv-
ers a consistent, measured dose when used as directed. This 
prescription product can be used on adults or children and is 
easily administered by anyone, even those without medical 
training. The drug is sprayed into one nostril while the patient 
is lying on his or her back, which can be repeated if neces-
sary. However, it is important to note that it is not a substitute 
for immediate medical care, and the person administering 
Narcan Nasal Spray should seek further immediate medical 
attention on the patient’s behalf. The use of Narcan Nasal 
Spray in patients who are opioid dependent may result in 
severe opioid withdrawal characterized by body aches, diar-
rhea, increased heart rate (tachycardia), fever, runny nose, 
sneezing, goose bumps (piloerection), sweating, yawning, 
nausea or vomiting, nervousness, restlessness or irritability, 
shivering or trembling, abdominal cramps, weakness, and 
increased blood pressure. Narcan Nasal Spray is distributed 
by Adapt Pharma, Inc, of Radnor, PA. The FDA news release 
is available at www.fda.gov/NewsEvents/Newsroom/Press 
Announcements/ucm473505.htm.
Selected Medication Safety Risks to 
Manage in 2016

This column was prepared by the 
Institute for Safe Medication Practices 
(ISMP). ISMP is an independent nonprofit 

agency and federally certified patient safety organization 
that analyzes medication errors, near misses, and potentially 
hazardous conditions as reported by pharmacists and other 
practitioners. ISMP then makes appropriate contacts with 
companies and regulators, gathers expert opinion about 
prevention measures, and publishes its recommendations. To 
read about the risk reduction strategies that you can put into 
practice today, subscribe to ISMP Medication Safety Alert!® 
Community/Ambulatory Care Edition by visiting www.ismp 
.org. ISMP provides legal protection and confidentiality 
for submitted patient safety data and error reports. Help 
others by reporting actual and potential medication errors 
to the ISMP National Medication Errors Reporting Program 
Report online at www.ismp.org. Email: ismpinfo@ismp.org.

It is a nearly impossible task to list all the risks associated 
with medication use that could lead to harmful medication 
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of receiving an overdose of insulin is high if the presenta-
tion of the order lists the product’s concentration before the 
patient’s dose. ISMP’s recommendation is to list the drug 
name, patient-specific dose, and directions for use on the first 
line of the electronic medication administration record and 
patient medication lists, and the available concentration and 
any directions on how to measure the patient’s dose below it.
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FDA Provides Training Videos on MedWatch 
Resources and Breakthrough Therapy

FDA Drug Info Rounds, a series of online videos, provides 
important and timely drug information to practicing clinical 
and community pharmacists so they can help patients make 
better decisions. In the January 2016 Drug Info Rounds video, 
“MedWatch Tips and Tools,” pharmacists discuss reporting 
adverse events to FDA’s MedWatch Safety Information and 
Adverse Event Reporting Program and the resources available 
for health care professionals to report safety information. In 
the December 2015 Drug Info Rounds video, “Breakthrough 
Therapy,” pharmacists discuss the breakthrough therapy 
designation program, which is intended to expedite the de-
velopment and review of drugs for serious or life-threatening 
conditions. Drug Info Rounds is developed with contributions 
from pharmacists in FDA’s Center for Drug Evaluation and 
Research (CDER), Office of Communications, Division 
of Drug Information. All Drug Info Rounds videos can be 
viewed on the FDA website at www.fda.gov/Drugs/Resources 
ForYou/HealthProfessionals/ucm211957.htm. 
Reading Medicine Labels Helps Reduce 
Acetaminophen Overdoses

The Acetaminophen Awareness Coalition (AAC) reminds 
pharmacists and other health care providers to encourage 
patients to properly read medicine labels to avoid uninten-
tional acetaminophen overdoses. The coalition also encour-
ages pharmacists and other health care providers to talk to 
their patients about medicine safety and acetaminophen use.

 AAC’s “Know Your Dose” campaign reminds patients 
to take these four steps to avoid acetaminophen overdose:

(1) Always read and follow the medicine label. 
(2) Know if their medicines contain acetaminophen.
(3) Take only one medicine at a time that contains  

acetaminophen. 
(4) Ask their health care provider about any questions.
Additionally, pharmacists may download or order free 

educational materials, including posters, flyers, and talking 
points, to give their patients on the Know Your Dose website 
at www.knowyourdose.org.
Over-the-Counter Children’s Medicine 
Recalled Due to Incorrect Dose Markings 

In January 2016, Perrigo Company voluntarily recalled 
two lots of children’s guaifenesin grape liquid cough medi-
cine (100 mg/5 mL) and three lots of children’s guaifenesin 
DM cherry liquid cough medicine (100 mg guaifenesin and 
5 mg dextromethorphan HBr/5 mL) sold in 4 oz bottles. 
The recall was initiated because some packages contain 
an oral dosing cup with incorrect dose markings. The af-
fected products were sold by distributors nationwide and 
distributed through retail stores. The recalled lots and store 
brands are available in the Perrigo press release posted on the 
company’s website, www.perrigo.com, under “Investors.” 
To date, the company has not received reports of overdose. 
Distributors and retailers that have the affected lots should 
stop distribution and return the product using the information 
provided in the press release. 

Adverse reactions or quality problems may be reported 
to FDA’s MedWatch Safety Information and Adverse Event 
Reporting Program at www.fda.gov/MedWatch. 
FDA Offers Webinars on Online Drug 
Information Resources for Students and 
Clinicians

FDA’s Division of Drug Information, CDER, presents 
a series of continuing education webinars targeted toward 
students and health care providers who wish to learn more 
about FDA and drug regulation. The webinars are presented 
by FDA staff and allow participants to interact with staff. 
Past topics have included “Introduction to FDA’s MedWatch 
Adverse Reporting Program” and “An Overview of the FDA’s 
Breakthrough Therapy Designation Program.” Upcoming 
webinars, previous webinars, and presentation slides can 
be accessed on FDA’s website at www.fda.gov/AboutFDA/
WorkingatFDA/FellowshipInternshipGraduateFaculty 
Programs/PharmacyStudentExperientialProgramCDER/
ucm228391.htm.
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The Board Has Gone Paperless!
The Board will no longer accept paper applications in 

the Board office. All of the initial applications are to be 
completed online at https://secure.vtprofessionals.org/
Default.aspx, where you will need to register to create 
your online account. You will also have the ability to 
upload any required documentation directly into the 
application for more efficient processing. Please allow 
three to five business days for processing. 

If you need any assistance when applying, please 
contact Aprille Morrison at aprille.morrison@sec 
.state.vt.us.
USP Chapter <800> Updates

Per the United States Pharmacopeial Convention 
(USP), the USP Chapter <800> standards became final 
on February 1, 2016, and will become enforceable on 
July 1, 2018. This gives compounding pharmacies that 
are handling hazardous drugs (HDs) over two years to 
become compliant with the <800> standards. 

More information on the USP update is available on 
the International Academy of Compounding Pharmacists 
website at www.iacprx.org/news/261339/USP-Formally-
Approves-General-Chapter-800.htm.

The next two years will be a period of transition for 
HD compounding pharmacies. The Board will accept 
compliance with current USP Chapter <797> standards 
related to HDs up until the July 1, 2018 date. It is 
the Board’s expectation that HD pharmacies will be 
transitioning to the new <800> standards over the next 
two years. During this transition period, the Board 
will also accept compliance with new <800> standards 
(understanding that the standards may differ from current 
<797> standards), even though complete compliance does 
not need to occur until July 1, 2018. The Board anticipates 
and fully expects HD pharmacies to be working toward 
compliance over the next two years.

Any pharmacy that handles HDs, including retail 
pharmacies, should review USP Chapter <800> to 
determine how these standards might have an impact on 
practice.
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