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President’s Message: 
Yi Guo, PharmD 

 

50th Annual Installation Speech: 

What an amazing celebration! I am 

extremely grateful to be part of the family 

of New York City Society of Health-system 

Pharmacists (NYCSHP).   I would like to 

thank our installation committee (Jason 

Babby, Alla Khaytin) for organizing this 

wonderful event.  A special heartfelt 

thanks to both our outgoing president 

Amisha Arya for leading our chapter to a 

new level and to our immediate past 

president Mary Choy for all the 

encouragement.  It really motivates and 

humbles me to work with such a great 

group of talented people who have a deep 

passion and commitment for advancing 

our profession.  It has been a fun and 

productive journey for me to serve you all 

as president-elect during the past 12 

months! 

As I am transitioning from president-elect 

to my presidential term, I reflect upon my 

journey with NYCSHP as I have grown on 

both professional and personal levels.   

My first encounter with our city chapter 

was because of Kwaku Marfo about three 

years ago during his presidential year in 

early 2012.  Since we shared the same 

office at the time, it was inevitable that we 

discussed our lives at work and beyond. 

Under his influence, I decided to attend 

the Thursday night Board of Directors 

meetings which subsequently led me to 

my very first Annual Assembly Conference 

in Saratoga.  It was an eye-opening 

experience for me!  To be honest, I was a 

little overwhelmed: there were heated 

discussions and debates on “resolutions, 

CDTMs, and bylaws”; networking with 

members from other chapters; and 

industry exhibits.  This experience truly 

sparked my interest to get more involved 

and learn more of what we can do 

together to advance our pharmacy 

profession.  And of course, I wouldn’t miss 

the famous toga theme party!  I remember 

clearly, as a group of us was watching 

YouTube on how to wear a toga and 

working on our fashionable hair styles, 

Leila Tibi-Scherl asked me suddenly 

“when would you run for presidency of 

NYCSHP, Yi?”  That was a thought 

provoking question…the seed was 

planted, and I knew from that moment, this 

was the beginning of my journey with 

NYCSHP.  So that concluded the 

experience of my very first Annual 

Assembly Conference.  During the 

following 2 years, I served as treasurer 

and delegate for NYCSHP.  And here I 

am!  It’s my great honor and privilege to 

serve you as the President of NYCSHP.  

The pharmacy profession has changed so 

much during the past 5 years.  It is an 

exciting time for pharmacists and it is- the 

time to expand our scope of practice which 

will allow us to practice to the full extent of 

our licenses.  I am sure many of you have 

had breakthrough moments from your 

advanced pharmacy practice.  I clearly 

remember those moments as if they were 

yesterday:  my first time prescribing 

darbepoetin injection and ribavirin for an 

anemic patient at a HIV/Hepatitis C 

Pharmacotherapy clinic during my PGY2 

Infectious Diseases training at the Bronx 

VA, and the moment when I became 

credentialed as an infectious disease 

clinical pharmacist with a physician 

collaborative agreement at Montefiore 

Medical Center.   

I believe I don’t need to emphasize the 

importance of collaborative drug therapy 

management (CDTM) and pharmacist 

provider status to you all because we are 

all in agreement.  California took the lead 

by passing its own legislation to recognize 

pharmacists as providers eligible for 

patient-care reimbursement on January 1, 

2014.  I firmly believe that we need to 

continue advocating for New York State to 

recognize pharmacists as providers and 

also support the CDTM expansion bills (A. 

5805 sponsored by Assemblyman John 

McDonald; S. 4857 sponsored by Senator 

Kenneth P. LaValle).  Therefore, I will 

continue to make every effort to support 

these goals.   

Let’s keep the momentum going forward 
and advance our profession! Start with a 
phone call, an email or a visit to the 
elected officials where you live or work.  
We can make a difference together!  
The members of NYCSHP are fun, 

energetic, full of new ideas and 

welcoming.  Networking events in addition 

to our monthly continuing education 

programs have become an essential 

component of our activities.  Through 

networking events, we are able to enlist 

new pharmacist and student members to 

get more involved.  It’s important to 

engage students to become our members 

early on in their student careers: they will 

be the future leaders of the profession! 

During the upcoming year, I would like to  
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      President’s Message cont’d  

expand our networking or social events 

and collaborate with other chapter leaders- 

Elizabeth Chung from the Royal Counties 

chapter, Caesar Alaienia from the Long 

Island chapter and Patricia Byrne from the 

Westchester chapter.  Ultimately, we are 

all neighbors!  I am looking forward to 

sharing ideas and supporting each other 

to build a closer pharmacy network with 

you all.   

I would like to thank our Board of Directors 

and Chairs for their continuous support! 

Michele Kaufman, Jason Babby, Karen 

Berger, Charrai Byrd, Tran Tran, Kanika 

Ballani, Haniyyah Ahmad Hossain, Basirat 

Shoberu, Sasha Libman, Alla Khaytin and 

Jamie Chin: amazing team work, without your 

dedication and contribution, our chapter 

would not be the same!  A special thanks to 

Amisha Arya and Mary Choy!  Thank you for 

sharing your wisdom and insight with me and 

always being so patient.  Liz Cobb, Ted 

Friedman, Leila Tibi-Scherl!  Thank you for 

your commitment to the city chapter and 

simply just being around! Kwaku Marfo- thank 

you for all the encouragement, friendship and 

introducing me to the city chapter!   I would 

also like to thank our State Liaisons to the 

city chapter: Elizabeth Shlom, Joe Pinto, Fran 

Jordan.  We’ve learned so much from you 

throughout the year.  And I am also looking 

forward to working with our new State 

Liaisons of to the city chapter: Monica Mehta, 

Philip Manning and Vincent  Giambanco in 

the near future.   

To my Montefiore family, Mark Sinnett and 

Frank Sosnowski– you two are the true 

visionary leaders in the profession of 

pharmacy.  Thank you for your guidance 

and for nurturing me to become a better 

clinician and leader each day.  Belinda 

Ostrowsky, Julie Williamson and Philip 

Chung- you make work so much fun with 

our antimicrobial stewardship program 

every day!  I am extremely blessed to work 

with all of you.  Finally, to my dear family 

and my husband Derrick Chen, thank you 

for all the love and support through the 

different seasons of my life!   

NYCSHP is an extraordinary chapter with 

a group of extraordinary leaders who do 

extraordinary work!  I am inviting you all to 

join us at our monthly board meetings and 

events! Thank you all for your continued 

support and I am looking forward to this 

exciting year!  Thank you!  

 

 

I am excited to begin my term as the NYCSHP President-Elect! During the past 

few months, I have already started planning several CE programs for 2016. This 

year marks the creation of the Networking Committee which is chaired by Nikki 

Bhogal, Pharm.D. Nikki is doing an excellent job organizing the monthly 

networking events for 2016.  The innovative programs being planned for next 

year will definitely enhance our skills in order to provide the best care for our 

patients.  We will also continue to have combined programs with our neighboring 

chapters to increase networking opportunities and sharing of best practices. If 

you have any ideas for CE programs, feel free to email me at 

Jason.Babby@mountsinai.org. I look forward to seeing you at our programs! 
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Based on person who described  

-Barth syndrome 

-Kearn-Sayers syndrome 

-Leigh syndrome 

-Pearson syndrome 

-Leber's hereditary optic neuropathy 

Based on gene mutation or microscopic description of tissue 

-Myoclonal epilepsy and ragged red fibers (MERRF) 

-mtDNA depletion syndromes (MDDS) 

 

Based on deficient enzyme 

-Complex I-V 

-Coenzyme Q deficiency 

-Pyruvate dehydrogenase deficiency 

 

 

 

Acronym 

-Progressive external ophthalmoplegia (PEO) 

-Neuropathy, ataxis, retinitis pigmentosa (NARP) 

-X-Linked sideroblastic anemia (XLSA) 

-Mirochondrial encephalopathy, lactic acidosis, stroke(MELAS) 

 

Figure 1: Mitochondrial Disease 
Naming Conventions 

 

Mitochondrial disease (MID), recognized only in the last two decades, is not a single disorder, but an umbrella term for dozens 
of individual disorders in which the body’s cells fail in producing energy. MID affects 1 in 6,000-8,000 live births, making it almost as 
common as childhood cancer. Each year, 1,000 to 4,000 children in the United States are born with a MID.1  There is no cure for MIDs 
and the damage is irreversible. 

Only 8% of children with MIDs are diagnosed before the age of one and 28% are diagnosed by 18 years old.1  Many 
individuals go undiagnosed into adulthood, which delays the opportunity for supportive treatment and genetic counseling.  Diagnosis 
remains a challenge because of clinical variability and involves a combination of biochemical analysis (e.g. pyruvate and lactate levels), 
radiological (e.g. CT and MRI), histological (e.g. muscle biopsy) and functional tests (DNA based testing and next generation 
sequencing).2 

Mitochondrial diseases result in either inherited (75%) or spontaneous mutations (25%) in mitochondrial DNA (medina) or 
nuclear DNA (nana). This leads to altered functions of the RNA molecules or proteins that normally reside in mitochondria. Malnutrition, 
febrile illnesses, or dehydration are common triggers as initial manifestations of MID in some children. 

Children with MID have varying degrees of motor, sensory, communicative, and intellectual impairment resulting in complex 
limitations of daily life.3  Table 1 lists commonly affected systems and manifestations of MID.  Pediatric MIDs, frequently called 
mitochondrial encephalomyopathies, are named using multiple conventions. (Figure 1)2,4  

 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
  
 
 

 

Table 1:  Systems Affected by Mitochondrial Diseases and Clinical 
Manifestations 

Brain Seizure, tremors, dementia, stroke <40 y/o 

Heart Cardiomyopathy, heart failure, arrhythmias 

Liver Liver failure 

Skeletal 
muscles 

Weakness, exercise intolerance, cramps, hypotonia 

Kidney Fanconi syndrome,  loss of essential metabolites in 
urine 

Eye Drooping eyelids, blindness, opthalmoplegia 

Pancreas Diabetes, pancreatic failure 

Digestive tract Acid reflux, vomiting, chronic diarrhea, pseudo-
obstruction 

Endocrine Hypoparathyroidism, short stature, thyroid 
dysregulation 

Others Dermatologic and respiratory disorders 

Table 2: Emergency Treatment for 
Mitochondrial Diseases 

 Ventilatory and circulatory support, 
particularly in very ill babies  

 Correction of electrolyte imbalances   
 Rehydration  
 Acidosis correction 
 Nutrition  
 Exogenous toxin removal  
 Vitamins  
 Stimulation of an alternative pathway 

Current and Emerging Treatment for Pediatric Mitochondrial Disorders 

Kolaleh Hassan, MS, PharmD Candidate 2016, 

Preceptor: Martha M. Rumore, PharmD, JD, MS, LLM, FAPhA, Touro College of Pharmacy 

Touro College of Pharmacy 
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Research is limited as MIDs are considered orphan diseases. Nevertheless, treatment goals are to alleviate symptoms, 
manage complications, and slow disease progression. Some of the treatment options include “mitochondrial cocktails” consisting of 
cofactors and supplements. For example, arginine is given in mitochondrial encephalomyopathy, lactic acidosis, and stroke-like 
episodes (MELAS) and folinic acid is given in Kearns-Sayre Syndrome. Emergency treatment options for MID are listed in Table 2.  
Treatment and management modalities (Table 3) focus on metabolic manipulation via nutraceuticals, altering the balance between 
mutated and normal mtDNA, enzyme replacement therapy, gene therapy, and avoidance of mitochondrial-toxic drugs.2,5,6  The 
Newcastle Pediatric Mitochondrial Disease Scale Score (NPMDS) is the tool used to evaluate MID progression.2 

 
Emerging therapies include a soluble form of CoQ10 combined with vitamin E that crosses the blood brain barrier to form the 

experimental agent EPI-743.7  This combination received FDA orphan drug designation for treatment of Leigh Syndrome. Cysteamine 
is also under study for Leigh Syndrome. Khondrion received orphan drug designation for KH176 in treatment of inherited MID.  There 
are ongoing clinical studies looking at bezafibrate and carnitine in carnitine deficiency disorder. The candidate agents currently being 
studied for use in congenital lactic acidosis and Friedreich ataxia are idebenone (an analogue of CoQ10), CoQ10, vitamin E, L-carnitine 
and creatine.  
 Research is ongoing with mitochondrial sirtuins, which in mice produced lifespan improvement and muscle disease 
amelioration presumably via increased mitochondrial biogenesis and skeletal muscle ATP levels.6,8  Resveratrol, an antioxidant and an 
apoptosis inhibitor found in red wine, is also under study.9  Gene therapy and mitochondrial “micro-transplantation” at early states of 
embryo development are still being investigated and remain controversial. 
 Pharmacists play a vital role in ensuring optimal care of pediatric patients with MID.  Pharmacists are involved with 
compounding the “mitochondrial cocktails”, supplying medication, including orphan products, creating care plans and emergency 
protocols, performing clinical pharmacy activities such as developing treatment guidelines and answering drug information questions 
and educating patients, care givers, and other health professionals about MID therapies. 
References  
1. Sanderson S., Green A., Preece M.A., & Burton, H. (2006).The incidence of inherited metabolic disorders in the West Midlands, UK. Archives of Disease in Childhood, 91, 896–899. 
2. Mendezes MJ, Riley LG, Christodoulou J. Mitochondrial respiratory chain disorders in childhood: Insights into diagnosis and management in the new era of genomic medicine. Biochimica et Biophysica Acta. 2014;1840:1368-1379. 
3. Kalliopi S. Mitochondrial disease: A challenge for the caregiver, the family, and society. J Clin Neurol. 2013;28(5):663-667. 
4. Andreu AL, DiMauro S. Current classification of mitochondrial disorders. J Neurol. 2003;250:1403-1406. 
5. Parikh S, Saneto R, Falk MJ, et al. A modern approach to the treatment of mitochondrial disease. Curr Treat Options Neurol. 2009;11(6):414-430. 
6. Finisterer J, Segall L. Drugs interfering with mitochondrial disorders. Drugs Chem Toxicol. 2010;33(2):138-151. 
7. Enns GM, Kinsman SL, Perlman SL, et al. Initial experience in the treatment of inherited mitochondrial disease with EPI-74l3. Mol Gen Metab. 2012;105:91-102. 
8. Parihan P, Solanki L, Mansuri ML, et al. Mitochondrial sirtuins: emerging roles in metabolic regulation, energy homeostasis, and diseases. Exp Gerontol. 2015;61:130-141. 
9. Parikh S, Goldstein A, Koenig MK, et al. Practice patterns of mitochondrial disease physicians in North America. Part 2: Treatment, care and management. Mitochondrion. 2013;13:681-687.  

Table 3: Treatment Options for patients with Mitochondrial Diseases 

Vitamins and Supplements- 
antioxidants and radical 

scavengers 

Vitamins  B, C, E, K; biotin, beta-carotene, zinc, alpha-lipoic acid, selenium, folic acid 
Respiratory chain substrate- Coenzyme Q10 (CoQ10 ) and ubiquinol: most tested, good safety 
record even at high doses 
Creatine-phosphate, L-carnitine, L-arginine: dilate blood vessels by decreasing the frequency of 
severity of acute stroke-like episodes 

Experimental drugs Dichloracetate (DCA): targets high lactic acid found in some MIDs. 

Diet Ketogenic: reduces seizure frequency 

Enzyme replacement Restoration of enzyme thymidine phosphorylase  

Physiotherapy Exercise, training of cognitive abilities 

 
 

Avoidance of mitochondrial-toxic 
drugs 

Antiepileptic drugs: valproic acid, phenytoin 

Anesthetics: IV barbiturates, volatile and local anesthetics 

Muscle relaxants and analgesics: aspirin, acetaminophen 

Lipid lowering drugs: fibrates, statins 

Antidiabetics: biguanides, thiazolidinediones 

Antiarrhythmics: amiodarone, beta- blockers 

Neuroleptics: haloperidol, chlorpromazine, quetiapine, risperidone 

Antibiotics: chloramphenicol, tetracyclines 

Nucleoside Reverse Transcriptase Inhibitors: zidovudine 

Chemotherapeutics: carboplatin, doxorubicin, ifosamide, interferon 

Surgical Measures 
 

Ptosis correction, implantation of hearing devices, thyroidectomy, colon resection, pacemaker, 
heart, kidney transplantation 
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Autism and Gastrointestinal Disorders: Is there a link? 
Kirolous Makarious, PharmD Candidate 2018 

Preceptor: Mary Choy, PharmD, CGP, Touro College of Pharmacy 

  
According to the Centers for Disease Control and Prevention (CDC), the prevalence of people with Autism 

Spectrum Disorder (ASD) in the United States has grown exponentially. The CDC states that 1 in 68 children have been 
identified with ASD.1 ASD is defined as a “highly variable neurodevelopmental disorder marked by deficiencies in social 
interaction, communication, outside interests and behavior.”2  With the increasing rates of ASD in our society, studies have 
identified gastrointestinal (GI) disorders as one of the most common comorbidities with those suffering from ASD.  In this 
article, we will discuss factors such as zinc deficiency and mitochondrial dysfunction and their relationship to ASD and GI 
disorders.  We will also examine the various treatment options that can be used to treat gastrointestinal abnormalities in 
children with ASD. 

It has been reported that there is a correlation between abnormalities in the GI system during fetal development, 
which may be a common factor in multiple neurological disorders, including ASD.  “Zinc is an essential trace element in 
humans and animals and is involved in countless metabolic and signaling pathways within the body.”3 It is important to note 
that zinc is one of the most abundant trace elements in the brain.  If a zinc deficiency is present during pregnancy, it will 
inevitably lead to neurological disorders in the infant.3 In addition, research has shown that the brain is most vulnerable with 
zinc deficiency.  Therefore, it is plausible that malformations in the brain could lead to affected organ systems due to 
systemic zinc deficiencies, which include gut development that will lead to GI abnormalities.3   
 Another common factor that has shown a relationship between ASD and gastrointestinal disorders is mitochondrial 
dysfunction. Mitochondrial dysfunction affects body organs and systems that have the highest energy demand, such as the 
central and peripheral nervous system, GI tract, muscles, and immune system.4  Interestingly, the aforementioned organs 
and nervous systems also affect children with ASD.  According to Frye et al, mitochondrial neurogastrointestinal 
encephalopathy is characterized by progressive GI dysmotility leading to pseudo-obstruction and severe GI symptomology.4 
Due to the large commonality of children with ASD who have mitochondrial dysfunction; it is probable that the GI disorders 
correlated with ASD could be related.   
 Children with ASD may have a difficult time expressing the pain that is associated with their GI disorders, which 
may lead to behavioral problems.5 As pharmacists, it is essential to acknowledge the various medications that can be used 
to combat GI disorders in children with ASD.  Most importantly, the medications that are highlighted in Table 1 must be 
associated with behavioral management by advising dietary changes. The specific measures include increasing fiber intake 
and eliminating foods that may cause constipation. 
 In summary, there have been various studies that have been performed which attempt to reveal the common 
factors between GI abnormalities and ASD.  Although there are convincing data which determine the relationship between 
the two, there must be ongoing research to confirm the development of GI disorders in children with ASD.   
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 Table 1: Gastrointestinal Disorders and Preferred Treatments 

Inflammatory 
Bowel Disease 

1. Aminosalicylates8 1. Mesalamine  
2. Olsalazine  
3. Balsalazide  

2. Corticoseroids8 1. Prednisone  
2. Budesonide  
3. Hydrocortisone  

3. Immunosuppressive Agents8 1. Azathioprine (Imuran, AZA)  
2. Mercaptopurine (6-MP)  
3. Cyclosporine  
4. Methotrexate  

4. Biologic Agents8 1. Infliximab (Remicade)                               4.      Certolizumab (Cimzia) 
2. Adalimumab (Humira)                               5.      Natalizumab (Tysabri) 
3. Golimumab (Simponi)                               6.      Vedolizumab (Entyvio)        

Celiac Disease 1. Prednisolone 8  

H. pylori infection 1.  First line therapy: PPI-based three-drug regimen (containing two antibiotics)9 See aforementioned section on Proton Pump Inhibitors  

2. Second line therapy: (if macrolide antibiotic resistance occurs) PPI + bismuth 
subsalicylate, metronidazole, tetracycline (or amoxicillin)9 

 

3.  Combination Treatment9 1. PrevPac (amoxicillin – clarithromycin – lansoprazole)  
2. Helidac (bismuth – metronidazole – tertracycline) + PPI or H2RA 
3. Pylera (bismuth – metronidazole – tetracycline) + PPI (Omeprazole)  

References:  
1. "Data & Statistics." Centers for Disease Control and Prevention. Centers for Disease Control and Prevention, 26 Feb. 2015. Web. 22 June 2015 
2. Steinman, GD. The cause of autism: concepts and misconceptions. Holis, NY: Baffin Books Publishing; 2014.   
3. Vela G, Stark P, Socha M, Sauer AK, Hagmeyer S, Grabrucker AM. Zinc in gut-brain interaction in autism and neurological disorders. Neural Plast. 2015; 2015:972791. 
4. Frye RE, Rose S, Slattery J, et al. Gastrointestinal dysfunction in autism spectrum disorder: the role of the mitochondria and the enteric microbiome. Microb Ecol Health Dis. 2015;26:27458. 
5. Boike, JR, Nayak R, Brill JV, et al. S1313 Adherence to Treatment Guidelines for Chronic Constipation Varies by Physician Gender and Practice Setting. Gastroenterology. 2010; 138:  S226-S227. 
6. Farthing M, Salam MA, Lindberg G, et al. Acute diarrhea in adults and children. Journal of Clinical Gastroenterology. 2013; 47: 12-20.  
7. Bousvaros, A, Russell GH, and Setty M. Management of mild to moderate ulcerative volitis in children and adolescents." Management of Mild to Moderate Ulcerative Colitis in Children and 

Adolescents. 2015. Web. 23 June 2015. 
8. Cheifets, AS, Cullen G. Sulfasalazine and 5-aminosalicylates in the treatment of inflammatory bowel disease. Sulfasalazine and 5-aminosalicylates in the Treatment of Inflammatory Bowel Disease. 

N.p., 12 Mar. 2014. Web. 23 June 2015. 
9. Chey WD, Wong BCY. American college of gastroenterology guideline on the management of Helicobacter pylori infection." Am J Gastroenterology. 2007; 102: 1808-825.  

Disease State Preferred Treatment 

Chronic 
Constipation 

1. Mineral Oil 5  

2. Emollient Laxatives5 1. Docusate sodium  
2. Docusate calcium 
3. Docusate potassium 

3. Osmotic Laxatives 5 1. Lactulose  
2. Sorbitol  
3. Glycerin 
4. Polyethylene glycol 

4. Opioid Receptor Antagonists5 1. Alvimopan (Entereg)  
2. Methylnaltrexone (Relistor) 

5. Stimulate Laxatives 5 1. Bisacodyl 
2. Senna   
3. Castor oil  

Chronic Diarrhea 1. Antimotility Agents6 1. Loperamide (Imodium)                                3.  Difenoxin and atropine (Motofen)  
2. Diphenoxylate andaAtropine (Lomotil)        4.  Paregoric or tincture of opium  

2. Adsorbants6 1. Kaolin-pectin mixture  
2. Polycarbophil (FiberCon)  
3. Attapulgite (Diarrest, Kao-tin Advanced Formula)  

3. Antisecretory Compounds 6 1. Bismuth Subsalicylate (Pepto Bismol, Kaopectate)  
2. Octreotide (Sandostatin)  
3. Sandostatin LAR Depot  

4. Probiotics6   1. Lactobacillus acidophilus (Intestinex, Acidophilus) 
2. Lactobacillus GG (Culturelle)  
3. Saccharomyces boulardii (Florastor)  

GERD 1. Phase I: Lifestyle changes 
and Antacids and/or Low 
dose OTC H2RA and/or OTC 
PPI 7 

Antacids  Low Dose OTC H2RA OTC PPI  

1. Maalox/Mylanta  
2. Gaviscon  
3. Calcium Carbonate  

1. Cimetidine           3.     Nizatidine 
2. Famotidine          4.    Ranitidine 

1. Omeprazole  
2. Lansoprazole 
3. Esomeprazole  

2. Phase II: Lifestyle Changes 
and Standard doses of H2RA 
or PPIs 7 

 1. Cimetidine  
2. Famotidine  
3. Nizatidone 
4. Ranitidine  

1. Esomeprazole  
2. Lansoprazole  
3. Omeprazole  
4. Pantoprazole  
5. Rabeprazole  
6. Deslansoprazole 

3. Phase III: Interventional 
therapy (antireflux surgery) 7 

Surgical intervention considered in patients:  
1. Who fail to respond to pharmacologic treatment  
2. Who choose surgery despite successful treatment because of lifestyle considerations  
3. Who have complications of GERD (e.g., Barrett’s esophagus) 

4. Promotility Agents 7  

6 
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Herbal Products and the Pregnant Patient - Do Benefits Outweigh the Risks?  
Michele B. Kaufman, PharmD, CGP, NewYork Presbyterian Hospital Lower Manhattan 

 

Herbal products are regulated by the Dietary Supplement Health and Education Act of 1994, and safety prior to marketing is governed by individual 
manufacturers.1 The Food and Drug Administration can only step in if, after an herbal product or dietary supplement is marketed, it can prove that a 
product is unsafe. Many patients do not disclose herbal product use to their health care providers, and it is estimated that over 38 million adults per 
year use herbal therapies. Herbal teas, ephedra/ephedra-containing products, chamomile, echinacea and ginger, are some of the most common 
supplements used by pregnant woman.1 Although products are marketed specifically for pregnancy-related symptoms, data on the use of herbals in 
pregnancy are limited, as are their effects on the growing fetus. Stimulant products have properties similar to amphetamine, and are thought to 
increase alertness and decrease fatigue. Yet, these products are used by many without knowing their potential effects or outcomes. These and other 
agents are discussed herein. 
 
Ephedrine was the main stimulant supplement used until it was banned in the United States after confirmatory research showed it raised blood 
pressure and stressed the circulatory system.2-4 When it was finally banned in 2004, it had been responsible for many deaths due to myocardial 
infarction (MI) and stroke. It was often combined (and still is) with caffeine or guarana; and many products that formerly contained it, now contain 
other stimulants such as caffeine (eg, green tea extracts), guarana, cola nut, yerba mate, and/or bitter orange. Alone or in combination, any of these 
supplements may contain very high amounts of caffeine.5,6 pregnant women have reported using ephedra before pregnancy and during the first 
trimester.1 Stimulant products may still have “ephedra/ephedrine” in their name and some can be obtained online, and from other countries (with or 
without ephedra/ephedrine in it). Pregnant and other patients should be advised not to use these products at any time, due to their potential for 
causing negative outcomes. Additionally caffeine is contained in many food products consumed by pregnant women, and consuming higher caffeine 
doses (eg, > 200 mg/day) may be associated with an increased risk of miscarriage.5,6 The combination of caffeine with other stimulants increases the 
risk of hypertension, MI, stroke, seizures and death. 
 
Ginger, one of the top-selling herbal supplements, is one of the most commonly used over-the-counter products for managing nausea and vomiting 
in pregnancy, and seems to have some efficacy from double-blind, randomized, controlled clinical trials.7-9 Although also commonly used, 
peppermint oil and teas lack efficacy. Preliminary data suggests that when ginger is combined with oral hypoglycemic agents or insulin in diabetics, 
an additive hypoglycemic effect may occur. Additionally, ginger may cause additive hypotension in patients treated with calcium channel blockers. 
These interactions should be monitored for in patients receiving these agents. Ginger may also increase the bleeding risk, and therefore it should be 
used cautiously with other drugs and supplements that can cause bleeding. There is a major drug-supplement interaction between ginger and 
nifedipine, leading to significant inhibition of platelet aggregation, which would preclude its use as a tocolytic or for managing 
eclampsia/preeclampsia.10 

 
Echinacea is possibly effective for treating and preventing the common cold, and other respiratory infections.11 Patients with certain flower allergies 
may be sensitive to echinacea, and allergic reactions are common.  It is a potential hepatotoxin and should not be used with other potential 
hepatotoxins.12  There is some preliminary information suggesting that echinacea induces hepatic CYP3A4 enzymes and inhibits intestinal CYP3A4, 
which may cancel each other out. It is recommended to closely monitor patients that take echinacea along with CYP3A4-metabolized drugs (eg, 
clarithromycin, cyclosporine, diltiazem, others). Echinacea may also decrease the effects of intravenous midazolam by 20%.  
 
Asian, or panax, ginseng is used in pregnancy for anemia, to improve well-being, depression, anxiety, fatigue and/or insomnia.13 Active 
constituents of Panax ginseng, ginsenosides, have been shown to be teratogenic in animals, therefore it should not be used in pregnant women.  
Other potential pharmacologic effects include hypoglycemia, hypertension or hypotension (depending on the constituent), central nervous system 
(CNS) stimulation or CNS depression, vaginal bleeding, anti-platelet and anti-coagulant effects. Drugs and supplements with similar effects should 
not be combined with panax ginseng. 
 
St John’s Wort, or hypericum perforatum, is used by women as an antidepressant, antianxiety agent or mood stabilizer.14 Unfortunately, this 
supplement is a potent inducer of cytochrome P450 3A4 thereby reducing the activity of other agents, metabolized by the same enzyme. Evidence 
also suggests it might have teratogenic effects and for lactating women, infants may have a greater incidence of colic, lethargy, and drowsiness.  
Since many drugs and supplements are metabolized by this route, St John’s Wort should be avoided in pregnancy and lactation.14,15   
 
Fish Oil contains the essential omega-3 fatty acids eicosapentaenoic acid and docosahexaenoic acid, which treat hypertriglyceridemia.16  Normal 
doses up to 3000 mg daily can be safely used in most people. These fatty acids have both anti-inflammatory and antithrombotic effects.17 Use of fish 
oil during pregnancy does not appear to have beneficial or detrimental effects on pregnancy-associated complications. In addition, a recent 
randomized, controlled trial found that fish oil did not improve depressive symptoms post-partum and did not improve language and cognitive 
development of offspring during early childhood.18 Fish Oil inhibits coagulation and therefore can increase the bleeding risk. It should not be 
combined with drugs or supplements that have similar effects. Some other supplements include angelica, black cohosh, chondroitin, clove, danshen, 
flax seed, garlic, ginger, ginkgo, Panax ginseng, red clover, tocopherol (vitamin E), turmeric, and willow. Fish oil is also thought to have hypotensive 
effects, so it should be used cautiously with other drugs or supplements that impart a similar effect such as cat's claw, stinging nettle, coenzyme Q-
10, and L-arginine to name a few. Perioperative concerns of some supplements can be seen in the table. Since fish oil can cause bleeding, patients 
should stop it at least two to three weeks prior to elective surgery, especially if the patient is to undergo a Cesarean section.19 
Combining any of the products listed in Table 1 with other supplements or drugs with a similar effect can increase the risk of bleeding. This also 
needs to be considered if a Cesarean section is being contemplated. 
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 Table 1: Perioperative Concerns of Select Supplements17 

 

Valerian is used for its sedative hypnotic, anxiolytic and spasmolytic properties.20 Additionally, it may also have hypotensive properties. Studies have 
shown that it is possibly effective for treating insomnia. It produces dose-dependent sedation which may be mediated though modulation of gamma-
amino-butyric-acid (GABA) and it is expected to potentiate the sedative effects of anesthetics and adjuvants. The therapeutic or toxic effects of 
valerian may be enhanced when it is used with other herbs, supplements, or drugs that also have sedative properties. Some of these agents include 
benzodiazepines, ethanol, and CNS depressants. Valerian may cause additive CNS depression if combined with anesthesia or other medications 
used during and after surgical procedures. Therefore, it should be discontinued at least two weeks before elective surgery. Since patients may 
become dependent on valerian and exhibit benzodiazepine-like withdrawal, it may require tapering.  
 

Glucosamine it is often combined with chondroitin and used orally to treat arthritis, temporomandibular joint arthritis, back pain and joint pain.21 It 
may cause metabolic disturbances leading to increased blood pressure, and it may elevate blood glucose levels in diabetics.  Since chondroitin may 
have heparin-like qualities, it may increase the bleeding risk and should therefore not be given with other agents that can increase the bleeding risk. 
It should also be stopped at least two to three weeks prior to elective surgery.19 

 

Chamomile, or German chamomile, is used orally to prevent flatulence and gastrointestinal discomfort, and has "generally recognized as safe 
(GRAS)" status in the United States.22 Allergic and hypersensitivity reactions can occur with this supplement, as it is similar to echinacea. It may 
interact with herbs or drugs that have sedative properties causing enhanced therapeutic or greater side effects, so caution is advised. Some of these 
include benzodiazepines, zolpidem, or other CNS depressants. There is early evidence that German chamomile may inhibit cytochrome P450 1A2, 
so it should be used cautiously with agents metabolized via this route. Some of these agents include ondansetron, verapamil, and theophylline. Due 
to its CNS depressant effects, patients should discontinue it at least two weeks prior to elective surgical procedures.  
 

Bitter Melon is structurally similar to animal insulin and has been used as an oral antidiabetic agent.23 It also exhibits antiviral and antineoplastic 
activity, but human studies are weak due to no blinding, randomization, or statistical analyses. Individuals with glucose-6-phosphate dehydrogenase 
deficiency are at risk of hemolytic anemia when consuming bitter melon. It also has shown abortifacient properties in animals, and therefore is 
contraindicated for use in pregnant women. 
 

Conclusion 
Careful consideration of risk and benefit needs to be evaluated before recommending a supplement to a pregnant women, especially with the limited 
evidence to their beneficial use. Since there are many unknowns, most are not worth the potential risk. Since there are limited data from well-
controlled studies, recommendations in favor of using dietary supplements should be few and far between. 
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Supplement  Peri-operative Concern  

Echinacea Bleeding, potentiate barbiturate toxicity, hepatotoxin 

Garlic Bleeding, Hypotension 

Ginger Bleeding, Hypotension, Hypoglycemia 

Ginseng Hypertension, hypoglycemia, tachycardia, bleeding  

Prolonged anesthetic effects 

Red Clover  Bleeding, anti-platelet effects  

St John's Wort Cardiovascular collapse, hypotension, adrenergic desensitization 
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                Expedited Partner Therapy (EPT): A Strategic Approach for Preventative Therapy 
Fatema Elias, PharmD Candidate 2016, Jeffrey Legaspi, PharmD Candidate 2016  

Preceptor: Khusbu Patel, Pharm.D., BCACP, CGP, St.John's University College of Pharmacy and Health Sciences 

 
As the incidence of sexually transmitted diseases 

(STD’s) increases annually throughout the nation, the need for 
additional treatment strategies becomes necessary.1 Expedited 
partner therapy (EPT),also known as patient delivered partner 
therapy (PDPT) is established as a strategy to mitigate the 
spread of these STD’s, specifically chlamydia and gonorrhea, 
by treating the partners of diagnosed patients.2 EPT for 
chlamydia specifically was signed into law in New York State in 
January 2009 and regulations were adopted in October 2010.3 
The patient who is seen by the health care provider now has 
the ability to receive a prescription for antibiotics designated as 
prophylaxis and treatment for his partner despite not having 
established a patient-provider relationship with the partner.4 

EPT should be provided for partners from within the past 60 
day window, when a provider cannot determine if the partner 
would be treated otherwise.2 Patients and partners should be 
advised to abstain from intercourse during treatment and for 
seven days after completion of treatment, in order to prevent 
reinfection. Health care providers may dispense these 
antibiotics in their institutions, and state health departments 
may distribute pre-packaged regimens through various 
channels. Patients given medication via EPT should receive 
treatment instructions, appropriate warnings about taking 
medications (allergies, pregnant etc.), general health 
counseling, and a statement advising that partners seek 
medical evaluation for any symptoms of a STD, particularly 
Pelvic Inflammatory Disease (PID).6 

Studies are largely limited to heterosexual adult men 
and women.6 There is limited data on other patient populations 
diagnosed with STD’s such as men who have sex with men 
(MSM), pregnant women, and adolescents. It is not 
recommended for use in MSM due to the limited data and the 
increased probability of testing positive for HIV.6 EPT is an 
added strategy for partners; however, it does not replace other 

strategies in place such as standard patient referral or 
provider-assisted referral.4 

The legality of EPT differs in each individual state. 
Currently, EPT is legal in New York State for Chlamydia 
trachomatis (Ct), and although legislation was set to expire 
January 1, 2014, this "sunset clause" was removed thereby 
making the legislation permanent.3, 8  In 2014, New York City 
has seen over 59,000 cases of chlamydia.7 Pharmacists are 
able to dispense a prescription for EPT as long as designation 
of “EPT” is noted on the prescription according to NYS Public 
Health Law Section 23123. The standard treatment for Ct is a 
single dose of azithromycin 1 gram orally unless there is 
evidence of resistance.3 However, if the information of the 
partner is needed, the pharmacist is able to request the 
information when the prescription is dropped off or picked up at 
the pharmacy.3 When billing the patient and their partner for 
the medication, it should be noted that billing both medications 
under the same patient would be considered fraudulent.3 It is 
thusly appropriate to notify the patient about billing for the 
medications. The medication may either be self-paid or can be 
billed under the individual insurances. In good faith and in 
accordance to the Public Health Law Section 2312, 
pharmacists are not subject to civil or criminal liability if an EPT 
prescription is dispensed.3 

Studies show that EPT is a practical option for many 
and has led to a decreased rate in reinfection along with 
significant clinical and behavioral outcomes which correlate to 
the effectiveness of the strategy.4 Some barriers of EPT 
include limitations on insurance, missed opportunities for 
prevention-counseling of partners, increased risks of adverse 
effects, administering issues, privacy, and the attitudes and 
beliefs of health care providers and institutions about the 
practice.4 
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The Harold Neham Memorial Award was 

established in 1982 to honor a member of the 

society who has made a significant contribution to 

the literature in the profession and to NYSCHP. 

This year’s Harold Heham Award was presented 

to NYSCHP’s VP in Public Policy, Dr. Monica 

Mehta 

Dr. Yi Guo was installed as President of New York 

City Society of Health-system Pharmacists by Dr. 

Mark Sinnett 

Outgoing President, Dr. Amisha Arya presented mortar and pestle 

awards to the board of directors. President, Dr. Yi Guo, Immediate 

Past President, Dr. Mary Choy, Treasurer, Dr. Tran Ran.   Secretary 

Dr. Michele Kaufman. Director at Larges, Drs. Karen Berger, Charrai 

Byrd, and Jason Babby. 

Dr. Mark Sinnett installed Dr. Jason Babby as President-elect 

and Dr. Zane Last as Director-At-Large. 
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The 2015 Installation Dinner 
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The Outstanding Member Volunteer Award is 

presented to an exceptional member who is very 

active and involved in the society’s activities. This 

year’s Outstanding Volunteer Award was presented 

to Christopher Mendoza of Touro College of 

Pharmacy. 

This year, the student awards were presented to 

Christine Nguyen and Marisol Ibarra, from Touro College 

of Pharmacy for her dedication to health-system 

pharmacy. 
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Outgoing President, Dr. Amisha Arya thanked those who 

have supported her to become more involved in 

professional associations and helped her become a 

stronger advocate for the profession. She thanked Dr. 

Kanika Ballini who spearheaded the Community Outreach 

Committee in collaboration with the Department of Health 

and Mental Hygiene. Drs. Jonathan Sin and Loriel 

Solodokin who helped re-initiate the Residents 

Collaboration to bring together PGY-1 and PGY-2 

residents.  Dr. Arya acknowledged her family, fiancé, 

friends, and NYU family. 
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More than sixty members and nonmembers joined us at our 1st 

Board of Directors Meeting of the academic year.  What a great 

turnout!  Let's keep the momentum moving forward! 

Passing-the-Gavel August Board Of Directors Meeting at Mount Sinai Roosevelt  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

August  CE – Lipid Management at Scaletta 

Restaurante 

August’s CE program took place at Scarletta Ristorante. 

The exhibit prior to the CE was sponsored by Sanofi-

Aventis US and Regeneron Pharmaceuticals. PRIME 

Education sponsored the CE event through an 

educational grant. 

The evening’s CE presenter was Dr. Tran H. Tran, 

Pharm.D., BCPS. Dr. Tran is an Assistant Clinical 

Professor at St. John’s University, Clinical Pharmacy 

Manager, Internal Medicine at New York-Presbyterian 

Hospital/Columbia University Medical Center. 
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Dr. Tran discussed the current guidelines for cholesterol management and recent recommendations for treatment, goals of therapy, 

and cardiovascular risk assessment. She shifted what we have known towards emerging agents with novel mechanisms. 

Congratulations to Dr. Tran H. Tran for an amazing CE presentation and to her new position at Midwestern University, School of 

Pharmacy! 
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June Networking Dinner at Neely’s BBQ Parlor 
 
June’s networking event took place at Neely’s BBQ Parlor 
in Midtown East.  The evening’s speaker was Katherine 
Sprague, PharmD who presented DVT/PE: Treating 
Venous Thromboembolism (VTE) and Reducing the Risk of 
Stroke in Nonvalvular Atrial Fibrillation (NVAF) using Eliquis 
(Apixaban). 

 



 

 
 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
NYCSHP’s Appreciation Dinner at Wolfgang’s Steakhouse TriBeca 
 
NYCSHP’s Appreciation Dinner took place at Wolfgang’s Steakhouse TriBeca. Immediate-past President Dr. Amisha Arya, introduced 
the evening’s presenter, Vitalina Rozenfeld, Pharm.D., BCPS, FASCP.  Dr. Rozenfeld is a Medical Science Liaison with AstraZeneca. 
She presented Understanding Cardiovascular Risk in Patients with Prior Myocardial Infarction. Importance of Long-term Risk. 
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NYC vs. Royals Counties Chapter Football Scrimmage in Central Park 
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NYCSHP Board Members Email Contact Information 
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Treasurer Marie DiMicco dimicco.marie@gmail.com  
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Relations, Special Projects  

Charrai Byrd chb9050@nyp.org  

Student Relations, Legislative 
Affairs, Supportive Personnel  

Karen Berger kab9098@nyp.org 

Installation Dinner, 
Membership, Industry 
Relations 

Zane Last zlast@sbhny.org 

Bulletin Editors 

                                                              Sasha Libman alexandra11229@gmail.com 

                                                              Alla Khaytin alla_melamed@yahoo.com 

                                                              Maabo Kludze-Forson mkludzeforson@gnyha.org 

Committee Chairs/Members 

Constitution and By-Laws Amisha Arya, Kwaku Marfo, Wilson Tam 

Public Relations Kara Kubli, Jessica Snead 

Special Projects Demetra Tsapepas, Daryl Glick, Jason Chan 

Student Relations Christopher Mendoza, Mehwish Mahmood, Sefa Kploanyi, Karissa Johnson 

Legislative Affairs Leanne Svoboda, Mitch Dorn, Peter Hoang, Sefa Kploanyi 

Supportive Personnel Mitch Dorn 

Installation Program Alla Khaytin, George Bugayenko, Sasha Libman 

Industry Relations Michelle Lee, Benjamin Georgiades, Sefa Kploanyi, Vita Rozenfeld 

Grant Writing Evangelina Berrios-Colon, Kanika Ballani 

Social Media Coordinator Elsie Wong 

Historian Jamie Chin 

Community Outreach Marie DiMicco 

Residents Collaborative Loriel Solodokin, Jamie Chin 

Membership Priyasha Uppal, Jamie Maase, Jordan Keen, Karin Koseck, Iryna Poktylyuk 

New York State Council of Health-System Pharmacist State Representatives 

State Liaisons      Monica Mehta, Joe Pinto, Philip Manning, Vincent Giambanco 
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