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The following is an article provided by the Idaho Board of 
Pharmacy to all the medical boards and other interested parties 
concerning e-prescribing and the transmission of prescriptions 
by facsimile. Feel free to share this information with any prac-
titioners in your area. 
E-prescribing 

First we need to clarify the misconception that it is legal 
to sign controlled substance prescriptions using an electronic 
signature. This includes all controlled substance prescriptions 
Schedule II through V. At a recent National Association of State  
Controlled Substances Authorities meeting, Drug Enforcement 
Administration indicated that it is reviewing the use of electronic 
signatures for controlled substances but such signatures are not 
allowed at this time. 

A prescription for Schedule II substance may be transmitted 
by the practitioner or the practitioner’s agent to a pharmacy via 
facsimile equipment provided that the original written and signed 
prescription is presented to the pharmacist for review prior to 
the actual dispensing of the controlled substance. 

The following prescriptions for a Schedule II substances may 
be dispensed upon receipt of the faxed prescription and the faxed 
copy shall serve as the original written prescription.

1. 	A Schedule II prescription for a resident in a long-term care 
facility. 

2. 	A Schedule II prescription for a patient residing in a hospice 
certified by Medicare under Title XVIII or licensed by the 
state. The practitioner or the practitioner’s agent shall note 
on the prescription that the patient is a hospice patient.

For drugs in Schedules III, IV, and V, a facsimile copy of 
a written, signed prescription transmitted directly by the pre-
scribing practitioner to the pharmacy can serve as an original 
prescription. All federal and state laws and rules pertaining to 
written prescriptions for Schedule III, IV, and V drugs apply to 
facsimile transmitted prescriptions.

The receipt of a prescription for any non-controlled drug by 
facsimile transmission for dispensing purposes will be allowed 
from an authorized prescribing practitioner to a pharmacy only 
if the actual transmittal of the signed prescription is done by the 
prescribing practitioner or the practitioner’s authorized agent. 

For the prescribing of non-controlled substances using an elec-
tronic signature, the Board of Pharmacy defers to the Uniform 
Electronic Transactions Act under Idaho Code 28-50-101. In 
this section an “electronic signature” means an electronic sound, 

symbol, or process attached to, or logically associated with, a 
record and executed or adopted by a person with the intent to 
sign the record. In this case, the electronic signature attached to 
a prescription. If a law requires a signature, which is required on 
a prescription, an electronic signature satisfies the law. 

Both the practitioner and the pharmacy must agree to send 
and receive a prescription electronically. Such an agreement to 
conduct a transaction electronically is required by the Uniform 
Electronic Transactions Act. If the pharmacy accepts and fills 
the electronic prescription, then the pharmacy has fulfilled an 
agreement with the practitioner as to that prescription. The Act 
also provides that a party who has agreed to conduct a transaction 
by electronic means may refuse to conduct other transactions by 
electronic means. Consequently, if the pharmacy does not agree 
with the form and content of the electronic prescription, then the 
pharmacy is advised not to fill it. In some instances, pharmacies 
may call to verify or clarify prescription content.
Continuing Education 

If you still need hours for your continuing education (CE) this 
is a reminder that you only have four months until the end of the 
fiscal year. Please check our Web site, www.state.id.us/bop, for 
law programs the Board will be providing as well as programs 
being offered by local and state associations. At this time we 
have the following law programs scheduled: three programs in 
conjunction with the Idaho State University (ISU) College of 
Pharmacy on April 15, 2007, in Boise, ID; April 20 in Post Falls; 
and May 20 in Pocatello. Tentative law programs are scheduled 
for Sun Valley, Twin Falls, Idaho Falls, Lewiston, Coeur d’Alene, 
and possibly two more programs in the Boise area. The Board  
will post the dates and locations for these meetings when they 
are confirmed.

 If you attend a Board of Pharmacy meeting you will also be 
granted a certificate for your law requirement. The next Board 
meeting is scheduled for May 4 in Pocatello. The meeting will 
be held in the Wood River Room in the ISU Pond Student Union 
Building. Often, pharmacists have indicated they have not been 
able to obtain live CE. If you subscribe to the Pharmacist’s Letter, 
it provides monthly webinars that satisfy hours for live CE. 
DEA Numbers

 In some instances a practitioner may not have a Drug En-
forcement Administration (DEA) number. If the practitioner is 
properly licensed by his or her respective board, lack of a DEA 



Optimizing Computer Systems for  
Medication Safety

This column was prepared by the Institute for Safe 
Medication Practices (ISMP). ISMP is an independent 
nonprofit agency that works closely with United States 
Pharmacopeia (USP) and FDA in analyzing medica-
tion 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, 
then publishes its recommendations. If you would like to report a 
problem confidentially to these organizations, go to the ISMP Web site  
(www.ismp.org) for links with USP, ISMP, and FDA. Or call 1-800/ 
23-ERROR to report directly to the USP-ISMP Medication Errors Re-
porting Program. ISMP address: 1800 Byberry Rd, Huntingdon Valley, 
PA 19006. Phone: 215/947-7797. E-mail: ismpinfo@ismp.org. 

Computers that are used by pharmacists are essential profes-
sional tools that can increase staff efficiency and support effective 
drug utilization review and therapeutic drug monitoring. At the 
same time, pharmacists must not place sole reliance on this tool 
as a means to protect patients from drug-induced harm. 

Many of today’s computer order-entry systems provide vendor-
defined and user-defined alerts that remind or warn staff about 
potential drug-related problems during order entry. The Institute 
for Safe Medication Practices (ISMP) often recommends these 
alerts as a way to inform staff about potential errors. However, 
pharmacists have expressed concern that the sheer number of 
warnings that appear on the screen during order entry can be 
overwhelming and slow the process. In many cases, clinically 
insignificant warnings are as likely to appear as those that are 
vital. As a result, staff may inadvertently bypass critical warn-
ings, especially when the workload is high. This is easy to do 
with many systems. 

In an informal survey on computer systems, we found that all 
too often it simply requires striking the “enter” key to bypass an 
alert, even those that could prevent serious or fatal errors. Also, if 
the system forces a response to the warning, practitioners who feel 
pressured to rush through order entry may select the first reason 
listed on the screen instead of appropriately addressing the issue. 
Another issue is that when pharmacists are properly alerted to a 
potential allergic reaction or harmful drug interaction, they may 
erroneously assume that the prescriber is already aware of the 
problem and fail to alert the prescriber directly. 

When practitioners become accustomed to receiving unim-
portant or clinically irrelevant warnings they often ignore these 
“false alarms,” or turn them off, at least mentally. Here are some 
strategies that can be used to optimize the effectiveness of alerts 
and minimize the possibility of overlooking the more significant 
ones:
	Use a tiered system for interactive warnings that allows staff 

to view and consider possible warnings but easily bypass less 
serious issues, if appropriate. Require a text entry to describe 
the response to more significant alerts. 
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(Applicability of the contents of articles in the National Pharmacy Compliance News to a particular state or jurisdiction should not be assumed 

and can only be ascertained by examining the law of such state or jurisdiction.)

FDA Issues Nationwide Alert on Counterfeit 
One-Touch Blood Glucose Test Strips

In mid October 2006, United States Food and Drug Admin-
istration (FDA) alerted the public to counterfeit blood glucose 
test strips being sold in the US for use with various models of 
LifeScan, Inc, One Touch Brand Blood Glucose Monitors. The 
counterfeit test strips potentially could give incorrect blood glu-
cose values; either too high or too low. At press time, no injuries 
have been reported to FDA.

Consumers who have the counterfeit test strips should be 
instructed to stop using them, replace them immediately, and 
contact their physicians. Consumers with questions may contact 
the company at 1-866/621-4855. The counterfeit test strips were 
distributed to pharmacies and stores nationwide – but primarily 
in Ohio, New York, Florida, Maryland, and Missouri – by Medi-
cal Plastic Devices, Inc, Quebec, Canada and Champion Sales, 
Inc, Brooklyn, NY.

The counterfeit test strips and their characteristics are:
	One Touch Basic®/Profile® 
	Lot Numbers 272894A, 2619932, or 2606340 
	Multiple Languages – English, Greek, and Portuguese 

text on the outer carton 
	Limited to 50-Count One Touch (Basic/Profile) Test Strip 

packages
	One Touch Ultra®  
	Lot Number 2691191 
	Multiple Languages – English and French text on the 

outer carton 
	Limited to 50-Count One Touch Ultra Test Strip packages

LifeScan has alerted the public via a press release and has noti-
fied pharmacists, distributors, and wholesalers through a letter. In 
its letter, the company advises customers to contact their origi-
nal source of supply for restitution. For more information, visit  
www.GenuineOneTouch.com.

New DEA Number Assignments; Updated DEA 
Practitioner’s Manual Released

In early November 2006, Drug Enforcement Administration 
announced that due to the large Type A (Practitioner) registrant 
population, the initial alpha letter “B” has been exhausted. The 
Agency, therefore, has begun using the new alpha letter “F” as 
the initial character for all new Type A (Practitioner) registra-
tions. For more information, visit  www.deadiversion.usdoj.gov/ 
drugreg/reg_apps/new_reg_number110906.htm.

Additionally, in August 2006, the Agency released the 
Practitioner’s Manual, An Informational Outline of the Con-
trolled Substances Act, 2006 Edition. The Manual, prepared by 
the Agency’s Office of Diversion Control, is designed to assist 
practitioners (physicians, dentists, veterinarians, and other regis-
trants authorized to prescribe, dispense, and administer controlled 
substances) in their understanding of the Federal Controlled 
Substances Act and its implementing regulations as they pertain 
to the practitioner’s profession. The Manual can be accessed at  
www.dead ive r s ion .u sdo j . gov /pubs /manua l s /p rac t / 
pract_manual090506.pdf.
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number does not restrict him or her from writing prescriptions 
for medications other than controlled substances. DEA numbers 
are not required on any prescription that is for a non-controlled 
medication. Refusing to fill a prescription for lack of a DEA 
number when it is not required is not in the best interest of the 
patient. If this is an issue in your pharmacy please consider 
steps to alleviate the problem and provide your patients with 
the medication prescribed in a timely manner.
Methadone

Food and Drug Administration (FDA) has issued a public 
health advisory concerning the use of methadone. There have 
been reports of death and life-threatening side effects in patients 
taking methadone. These deaths and life-threatening side effects 
have occurred in patients newly starting methadone for pain 
control and in patients who have switched to methadone after 
being treated for pain with other strong narcotic pain relievers. 
Methadone can cause slow or shallow breathing and danger-
ous changes in heartbeat that may not be felt by the patient. 
Prescribing methadone is complex. Methadone should only be 
prescribed for patients with moderate to severe pain when their 
pain is not improved with other non-narcotic pain relievers. Pain 
relief from a dose of methadone lasts about four to eight hours; 
however, methadone stays in the body much longer – from eight 
to 59 hours. As a result, patients may feel the need for more pain 
relief before methadone is excreted from the body. Methadone 
may build up in the body to a toxic level if it is taken too often, 
if the amount taken is too high, or if it is taken with certain other 
medicines or supplements.   

FDA is issuing this public health advisory to alert patients and 
their caregivers and health care professionals to the following 
important safety information:
	Patients should take methadone exactly as prescribed. Taking 

more methadone than prescribed can cause breathing to slow 
or stop and can cause death. A patient who does not experi-
ence good pain relief with the prescribed dose of methadone, 
should talk to his or her doctor. 

	Patients taking methadone should not start or stop taking 
other medicines or dietary supplements without talking to 

their health care providers. Taking other medicines or dietary 
supplements may cause less pain relief. They may also cause 
a toxic buildup of methadone in the body leading to dangerous 
changes in breathing or heartbeat that may cause death. 

	Health care professionals and patients should be aware of the 
signs of methadone overdose, which include trouble breathing 
or shallow breathing; extreme tiredness or sleepiness; blurred 
vision; inability to think, talk, or walk normally; and feeling 
faint, dizzy, or confused. If these signs occur, patients should 
get medical attention right away. 
When dispensing methadone please consider the above 

information when counseling patients and possibly avoid a 
disastrous outcome. 
Legislative Session 

By the time you receive this Newsletter the 2007 legislative 
session should be winding down; however, as of press time, 
legislative changes affecting pharmacy were unavailable.  Keep 
in mind the Board of Pharmacy is not the only entity proposing 
legislation affecting pharmacy. We will post the changes on our 
Web site and review them during our continuing education law 
programs. 
Special Notice

The Idaho Board of Pharmacy Newsletter is considered an 
official method of notification to pharmacies, pharmacists, 
pharmacy intern/externs, and pharmacy technicians registered/
licensed by the Board. Please read them carefully. We encour-
age you to keep them filed in your pharmacy preferably in your 
Idaho Pharmacy Law book for future reference. 


