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UConn Student Chapter Update
Heather Jahn, UCONN ASCP Student Chapter President
The UConn ASCP student chapter has been extremely busy in
planning events for the upcoming semester. First, we would like to extend
our thanks to the CT ASCP members for their support and donations to
our chapter. This allowed us to send 13 students to the annual conference
in Orlando, Florida this past November. While at the meeting, we were
able to both interact with students from other ASCP chapters, as well as
network with other health care professionals involved in ASCP. Along
with this, we had the opportunity to sit in on many of the presentations and
product theaters, allowing us to expand our awareness on the medical
conditions and treatments discussed. We all felt that it not only expanded
our scope of knowledge on health related topics, but also provided us with
new ideas for community projects to bring home to Connecticut.
Following the annual conference, we were eager to expand our
ties with the community. We were inspired by another school at the
convention that had started a program in which students had the
opportunity to follow a patient and track their progress. Immediately upon
our return, we started working with Dr. Jeffery on a VA Team Project
encompassing six teams of four students who will follow different health
care professionals and a designated patient. We will be involved in
reviewing medical charts and discussing treatment therapies for the
assigned patient. At the end of the semester, we will all come together to
present what we have learned from our experiences at the VA. We hope to
be able to use the presented information as we progress in our pharmacy
careers. We feel that this will be a great learning experience and one that
can set the grounds for future clinical projects for the student ASCP
chapter.
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Another event that we have been involved in and will continue to
be a part of is volunteering at the Alzheimer’s Resource Center in
Plantsville, CT. Last semester, many ASCP members were able to donate
their time each week to interact with the patients that reside at the ARC.
Three days were set aside each week for students to sign up to attend and
participate in the daily activities scheduled. These activities consisted of:
dance therapy, singing, coloring exercises and poem creation. Many
students came back with inspiring stories and a better understanding of
Alzheimer’s disease as a whole. All the students responded extremely well
to this project and are eager to continue volunteering throughout this
semester.
Another project that remains to be a favorite in the student
chapter is Senior Symposium. At the event, we have the opportunity to
participate in the File of Life program which provides medics and other
health care personnel with a quick medical history when a patient cannot
supply one. Currently, 25 students have signed up to attend the
Symposium and volunteer at the File of Life table at Foxwoods. We are
also providing Notes & Totes which will include a full listing of all slides
necessary for the programs offered at the meeting. These can be prepurchased up until March 31st for $20 on the Senior Symposium
registration page. All proceeds will go towards sending the student
members to next year’s ASCP Annual meeting. We look forward to seeing
everyone at Senior Symposium in April!
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Vitamin D: What You Need to Know
Michael W. Logsdon, Pharm.D., PGY-2 Geriatric Pharmacy Resident
Over the last 10 years, research surrounding vitamin D has undergone
resurgence due to a renewed interest in the effects of vitamin D
supplementation and its benefit beyond building strong bones. The
purported benefits of vitamin D include improved bone density, decreased
fractures and falls, decreased cardiovascular mortality, reduced cancer risk
and others.1 Vitamin D, or The Sunshine Vitamin, has now been studied in
a variety of clinical conditions; however, applying recent evidence into
real life patient care situations is challenging. This article will discuss
vitamin D classifications, supplement recommendations and vitamin D
testing.
First, the biochemical nomenclature of vitamin D must be defined.
Vitamin D has two forms and numerous metabolites. The two forms
clinically relevant are vitamin D2 (ergocalciferol) and vitamin D3
(cholecalciferol) which can be obtained from the diet (fish, egg yolks,
liver, fortified foods or vitamin supplements). Additionally, vitamin D3 is
produced in the skin as a result of ultraviolet radiation exposure (sunlight)
and D2 can be found in plants as well as commercially available yeasts.
Both forms of vitamin D are converted to 25-hydroxyvitamin D (25-OHD)
in the liver. 25-OHD is then hydroxylated in the kidney to its active form
1,25-dihydroxyvitamin D (1,25-OHD2). 1,25-OHD2 acts within the
duodenum and increases calcium absorption. It also acts on osteoblasts
and osteoclasts within bone cells as well as the parathyroid gland
influencing calcium resorption. Commercial laboratory assays measure
total 25-OHD, but some labs report 25-OHD2 and 25-OHD3 values
separately. The optimal serum concentration refers to the combined total
of these two values i.e., total 25-OHD.

concentrations greater than 20-30 ng/mL have been achieved although this
clinical practice has not been evaluated in clinical trials.
Factors known to alter 25-OHD concentrations include race, vitamin D
intake, sun exposure, adiposity, age and level of physical activity.1
Despite these factors, it is often difficult to assess individual risk for
clinical consequences of vitamin D insufficiency based of 25-OHD
concentrations. Perhaps a more global evaluation of patients with
decreased 25-OHD concentrations is more appropriate. Such an
evaluation should include an assessment of the duration of vitamin D
deficiency in an individual, previous response to therapy and dietary
calcium intake requirements. Furthermore, careful consideration of
response to therapy is vital during follow-up because the 25-OHD level
achieved with the same oral dose of vitamin D can vary widely between
individuals.8
Vitamin D Supplementation
Ergocalciferol (D2) vs. Cholecalciferol (D3): Either Vitamin D2 or D3
can be used for supplementation because they are considered
bioequivalent;2,3 however, there is evidence suggesting vitamin D3 is more
potent in raising and maintaining vitamin D concentrations for deficiency
correction in humans.4,5 Additionally, vitamin D3 is less expensive than
vitamin D2, but vitamin D2 is available in a liquid formulation. For these
reasons, supplementation with either D2 or D3 is acceptable; however,
vitamin D3 may be more appropriate for many patients.

As mentioned above, dosing of vitamin D depends on the nature and
severity of the deficiency. For most patients with no absorption
abnormalities, every 100 units of added vitamin D3 should correspond
Vitamin D Classification
with 25-OHD concentration increase of ~1 ng/mL. This doseSerum levels of 25-OHD should be measured to determine vitamin D
concentration relationship will vary based on 25-OHD levels. For
status keeping in mind these concentrations represent supply rather than
1
example, patients with 25-OHD concentrations less than 20 ng/mL will
function. In short, patients may be given a diagnosis of vitamin D
have a more robust concentration increase with initial dosing, but the
deficiency or insufficiency due to 25-OHD concentrations of 20-30 ng/mL
incremental increase declines as 25-OHD concentrations approach and/or
when most will have no evidence of disease. Although there is no widely exceed 40 ng/mL.9
accepted consensus on the optimal 25-OHD concentration for skeletal
health, a minimum level of 30 ng/mL or 75 nmol/L is necessary in older
Multiple dosing regimens have been reported and shown to treat vitamin
adults.6,7 Unfortunately, the classification of deficiency, insufficiency, and D insufficiency effectively. On the basis of current data, it is appropriate
for persons older than 60 years to take a vitamin D supplement of 800 to
optimum concentration of 25-OHD is an area of ongoing research and
2000 IU/day to reduce the risk of falls and fractures.1,10,11,16 Dosing
debate. Certainly, more definitive monitoring parameters are needed to
frequency from daily to once monthly appears to be less important than
illuminate treatment endpoints for skeletal and non-skeletal benefits of
the total amount of vitamin D delivered over time i.e. the same cumulative
supplementation and screening. The table below outlines Vitamin D
dose results in similar 25-OHD levels. Although a recent randomized
classifications proposed by Thacher and Clarke and is based on a
control trial evaluating women of advanced age who received 500,000 IU
compilation of literature examining 25-OHD concentrations in a variety of of vitamin D3 annually had an increase in the median 25-OHD
patient populations.1
concentration from 20 ng/mL to 48 ng/mL. However, one month later
there was also an increased risk of falls and fractures in the group
25-OHD Concentration
Classification
receiving this regimen suggesting the optimal dosing strategy may lie
≤ 10 ng/mL
Deficient
somewhere in the middle ground.12 Future clinical trials will help clarify
the benefits and risks of vitamin D supplementation as well as optimal
11-20 ng/mL
Insufficient
dosing strategies. Suggested dosing strategies for vitamin D
≥ 20 ng/mL
Optimal
classifications are listed below:
It is not necessary to broadly screen the general population for 25-OHD
insufficiency. However, adults who do not have regular exposure to
sunlight (homebound or institutionalized patients for example) or patients
known dietary malabsorption, osteoporosis, or at fall risk should be
considered for 25-OHD screening and supplementation. Once the
decision has been made to initiate vitamin D supplementation, periodic
25-OHD monitoring should be conducted every 3 months until stable
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Deficiency (25-OHD concentration ≤ 10 ng/mL)
Common practice for initial treatment and subsequent therapy in
patients with vitamin D deficiency secondary to dietary or other
causes is 50,000 IU of vitamin D2 or D3 orally every week x6-8
weeks, then 800 – 1000 IU of vitamin D3 daily therafter.13,16 However, the effectiveness of this dosing strategy compared with continuous daily, weekly, or monthly dosing has not been established.
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Vitamin D: What You Need to Know (continued from page 2)
Michael W. Logsdon, Pharm.D., PGY-2 Geriatric Pharmacy Resident
References:
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will depend on periodic monitoring, dose adjustment and vitamin D Heaney RP, Recker RR, Grote J, et al. Vitamin D3 is More Potent Than
Vitamin D2 in Humans. J Clin Endocrinol Metab. 2010;0:jc.2010absorptive capacity. High doses of vitamin D (10,000-50,000 IU)
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day of vitamin D depends on various clinical factors. For example,
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JF, Patel M, Dimaano R, et al. Vitamin D intake to attain a desired
patients with acceptable 25-OHD levels and adequate oral nutrition intake
serum
25-hydroxyvitamin D concentration. Am J Clin Cutr. 2008;87
following a period of vitamin D deficiency treatment, continued
(6):1952-1958.
supplementation may not be necessary. However in elderly populations,
Heaney RP, Davies KM, Chen TC, et al. Human serum 25the potential benefits of ongoing vitamin D supplementation may
hydroxycholecalciferol response to extended oral dosing with
outweigh the rationale for therapy cessation in the setting of acceptable 25
cholecalciferol. Am J Clin Nutr. 2003:77(1):204-10.
-OHD levels. In addition to vitamin D supplementation, all patients must
Bischoff-Ferrari HA, Willet WC, Wong JB, et al. Prevention of
be evaluated for adequate calcium intake and should maintain a daily
nonvertebral fractures with oral vitamin D and dose dependency: a
calcium consumption of at least 1000-1200 mg per day.14
meta-analysis of randomized controlled trials. Arch Intern Med.
2009;169(6):551-561.
The above dosing recommendations are beneficial for patients in order to Bischoff-Ferrari HA, Dawson-Hughes B, Staehelin HB, et al. Fall
prevent bone loss, reduce fractures and falls, etc. An additional treatment
prevention with supplemental and active forms of vitamin D: a
consideration is vitamin D intoxication. Although vitamin D intoxication
meta-analysis of randomized controlled trials. BMJ. 2009;339:b3692.
has been associated with doses of only 50,000 IU (and up to 1,000,000 IU) Sanders KM, Stuart AL, Williamson EJ, et al. Annual high-dose oral
per day over the course of months to years,15 the risk of developing kidney
vitamin D and falls and fractures in older women: a randomized
stones, vascular disease, and fractures with these regimens remains
controlled trial. JAMA. 2010;303(18):1815-1822.
unclear.
Dawson-Hughes B, Heaney RP, Holick MF, et al. Estimates of optimal
vitamin D status. Osteoporosis Int 2005;16:713.
A critical evaluation of the evidence regarding the reported benefit of
Standing Committee on the Scientific Evaluation of Dietary Reference
vitamin D supplementation and resultant impact on various disease states
Intakes, FaNBIoM Dietary Reference Intakes for Calcium,
Phosphorus, Magnesium, Vitamin D and Fluoride. Washington, DC:
remains challenging. The above recommendations and data have been
National
Academy Press; 1997.
gathered using the most recent and relevant evidence. Until additional
Holick MF. Vitamin D deficiency. N Engl J Med. 2007;357(3):266-281.
randomized controlled trials are available linking improved outcomes with
Summary of the Updated American Geriatrics Society/British Geriatric
specific dosing strategies, great care should be employed when designing
Society Clinical Practice Guidelines for Prevention of Falls in Older
patient centered vitamin D dosing and maintenance strategies.
Persons. J Am Geriatr Soc 2010.

We’re on Facebook!
Check out: Connecticut Chapter —
American Society of Consultant Pharmacists
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Notes 'n Votes - March 2011 Board Meeting
Kim L. Daley, Pharm.D., CT-ASCP Secretary / Treasurer
Jan

Feb

Mar

X

X

X

X

X

X

X

Michel Fortin,
Past President, Past Secretary / Treasurer

X

X

Mike Gemma, Board 2009/ Legislative
Committee
Amy Huie-Li, Board 2009 /Communication
Co-Chair
Kevin Chamberlin, Board 2008 /
Communication Committee
Brian Pelletier, Board 2008/
Communication Committee
Paul Belcher, Board 2007 / PAC Committee

X

X

X

X

X

X

X

X

X

Kathy White, Board 2007 /
Senior Symposium
Anna Torda, Communication Committee

X

MEMBER NAME & TITLE

LEGISLATIVE AFFAIRS
J. Gadea, Director of CT Drug Control, reviewed current state
bills. K. Hill spoke about the proposed CT budget. Testimony
has been submitted to the appropriations committee on behalf of
CT-ASCP regarding the proposed cutting of the state
dispensing fee. B. Tendler reminded the group about Pharmacy
Day at the Capital being held on March 15th and L. Sobel
mentioned ASCP’s Virtual Lobby Day also on March 15 th.
LTC has been exempted from the epilepsy bill but there was
debate regarding how to support other areas of pharmacy that
are not exempt from the bill.
GENERAL DISCUSSION
G. Memoli welcomed J. Parisi, Director of Experiential
Education from St. Joseph College School of Pharmacy. He
reviewed their 3-year PharmD program that will comprise 68
students this Fall. Students will attend year round and learn on
a block schedule focusing on one subject at a time.
Communications committee is working on their next newsletter.
Volunteers should contact A. Huie-Li for planning a September
CE program.

Gene Memoli, President/Chair Senior
Symposium Committee
Mark Wrabel, President-Elect
John Cannarella,
Immediate Past-President
Kim Daley, Secretary / Treasurer

X

X
X

X

X

X

X

X

Larry Sobel, President Emeritus / Legislative
X
X
X
SENIOR SYMPOSIUM - Senior Symposium 2011 (SS11)
th
th
Chair
April 14 & 15
Bob Tendler, Legislative Committee
X
X
X
At this point funding is ahead of pace from 2010 and there are
many potential product theater sponsors. CE’s have been
David Cooper, Past President / Sales Senior
X
X
accredited and J. Fitzgerald is waiting for materials from the
Symposium
speakers. The next email to go out for advertisements should
Dennis Chapron, Senior Symposium
X
X
X
highlight handout sales and the immunization program. 126
Committee
people have signed up so far with a goal of 600 attendees. 200
Sean Jeffery, Senior Symposium Committee
X
X
students from UConn and URI may be in attendance with
support from their schools. 25 companies have committed to
sponsorship with all food and events covered. ASCP’s Region Sponsorship: Steven Polleta, GlaxoSmithKline and
1 meeting will be held from 5-5:45pm Thursday. Volunteers
Speaker - Chad Worz
will be able to sign up for shifts at the next board meeting. Drug Guests: Kevin Hill, Cynthia Enright, Stephanie Hattoy, Kristine
Topics will be sending out a reporter to cover the meeting.
Barbino, Lisa Woodin, Jill Fitzgerald, John Parisi, John
Gadea, Rudy Dajie, Maureen Sobel, Kristy Daub,
Jennifer Kloze, Jim Kilgus, Dean Sebastiano, Marcie
REVIEW OF PAST MINUTES
The minutes of the 2-7-11 meeting were reviewed and
Palmer, Adam Wardak, Ramon Alvero
approved unanimously.

Meeting adjourned at 7:45PM.
Next Meeting: 4-4-11, Machiavelli’s with Novartis
sponsorship
Respectfully submitted,
Kim L. Daley
Secretary/Treasurer
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SPONSOR RECOGNITION
Steven Polleta from
Editorial Board
GlaxoSmithKline was
thanked for the sponsorship
Amy Huie-Li, PharmD, CGP
and educational
Kim Daley, PharmD
presentation.
Anna Torda, PharmD
Kevin Chamberlin, PharmD
Brian Pelletier, PharmD, CGP

CT-ASCP Chapter Newsletter

5 | Spring 2011

CT-ASCP Chapter Newsletter

The University of Connecticut
School of Pharmacy
Office of Pharmacy Professional Development
is pleased to announce another offering of:
Immunization Training for Pharmacists
Held in conjunction with
Senior Symposium – April 14, 2011
This comprehensive practice-based continuing pharmacy education program is
designed to meet regulations for pharmacist immunizers and prepare you for the fall
immunization season.
1.

Requirements for successful completion:
Complete the online home study materials at www.pharmacyce.uconn.edu
before the live session by viewing or reading the activities, successfully
completing the 7 post test learning assessments and printing a statement of
completion for all 7 online activities. You must present all 7 copies of your
statements of completion to attend the live session.

2.

Attend and successfully complete the live activities to be held at:
Senior Symposium
MGM Grand Hotel at Foxwoods
Mashantucket, CT
Thursday, April 14, 2011
11am-5pm

3.

Please note: you must complete and maintain CPR certification, at your own
expense and coordination, in order to fulfill the state requirements for a
pharmacist immunizer. This will NOT be offered with this program.

A total of 15 hours (including 5 live credits and 1 law credit) of practice-based
continuing education credit will be issues upon successful completion of all required
activities.
See the attached brochure for information. Register at www.seniorsymposium.com
Email joanne.nault@uconn.edu with questions
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