
In 1621, the Plymouth colonists and Wampanoag Indians
shared an autumn harvest feast that is acknowledged today
as one of the first Thanksgiving celebrations in the colonies.
For more than two centuries,
days of thanksgiving were cele-
brated by individual colonies
and states. It wasn’t until 1863, in
the midst of the Civil War, that
President Abraham Lincoln pro-
claimed a national Thanksgiving
Day to be held each November.

In September 1620, a small ship
called the Mayflower left Ply-
mouth, England, carrying 102
passengers—an assortment of re-
ligious separatists seeking a new
home where they could freely
practice their faith and other individuals lured by the prom-
ise of prosperity and land ownership in the New World.
After a treacherous and uncomfortable crossing that lasted 66
days, they dropped anchor near the tip of Cape Cod, far
north of their intended destination at the mouth of the Hud-
son River. One month later, the Mayflower crossed Massa-
chusetts Bay, where the Pilgrims, as they are now commonly
known, began the work of establishing a village at Plymouth.

Throughout that first brutal winter, most of the colonists
remained on board the ship, where they suffered from expo-
sure, scurvy and outbreaks of contagious disease. Only half
of the Mayflower’s original passengers and crew lived to see
their first New England spring. In March, the remaining set-
tlers moved ashore, where they received an astonishing visit
from an Abenaki Indian who greeted them in English. Several
days later, he returned with another Native American,
Squanto, a member of the Pawtuxet tribe who had been kid-

napped by an English sea captain and
sold into slavery before escaping to London and returning to
his homeland on an exploratory expedition. Squanto taught

the Pilgrims, weakened by malnu-
trition and illness, how to cultivate
corn, extract sap from maple trees,
catch fish in the rivers and avoid
poisonous plants. He also helped
the settlers forge an alliance with
the Wampanoag, a local tribe,
which would endure for more than
50 years remains one of the sole
examples of harmony between
European colonists and Native
Americans.

In November 1621, after the
Pilgrims’ first corn harvest proved

successful, Governor William Bradford organized a celebra-
tory feast and invited a group of the fledgling colony’s
Native American allies, including the Wampanoag chief
Massasoit. Now remembered as American’s “first Thanksgiv-
ing”– although the Pilgrims themselves may not have used
the term at the time—the festival lasted for three days. While
no record exists of the historic banquet’s exact menu, the
Pilgrim chronicler Edward Winslow wrote in his journal that
Governor Bradford sent four men on a “fowling” mission in
preparation for the event, and that the Wampanoag guests
arrived bearing five deer. Historians have suggested that
many of the dishes were likely prepared using traditional
Native American spices and cooking methods. Because the
Pilgrims had no oven and the Mayflower’s sugar supply had
dwindled by the fall of 1621, the meal did not feature pies,
cakes or other desserts, which have become a hallmark of
contemporary celebrations.
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Pilgrims held their second Thanksgiving celebration in 1623
to mark the end of a long drought that had threatened the
year’s harvest and prompted Governor Bradford to call for a
religious fast. Days of fasting and thanksgiving on an annual
or occasional basis became common practice in other New
England settlements as well. During the American Revolu-
tion, the Continental Congress designated one or more days
of thanksgiving a year, and in 1789 George Washington

issued the first Thanksgiving proclamation by the national
government of the United States; in it, he called upon Ameri-
cans to express their gratitude for the happy conclusion to
the country’s war of independence and the successful ratifi-
cation of the U.S. Constitution. His successors John Adams
and James Madison also designated days of thanks during
their presidencies.

Source: History.com Staff, Published 2009

HISTORY OF THANKSGIVING Continued from page 1

August 1st, through April 30 each year, you can obtain your
Injectable Seasonal Influenza Vaccine (flu shot) with your group
health insurance ID Card through the Caremark Prescription Drug
Card Program.
This is a benefit with a $0 Copayment, available at many
Caremark, participating, in-network pharmacies, where
you chose to fill your prescriptions, as long as they also
provide injections by the registered pharmacist. For
more information, call 1-800-632-5015, ext. 109.
Present your Group Insurance Identification Card at
a Participating Pharmacy.
There are two flu vaccine types:
1. Trivalent: The traditional flu vaccines made to

protect against three common flu viruses.
2. Quadrivalent: High Dosage.
Additional Non-Seasonal Vaccines
(covered all year)
Preventive Care Vaccines for Adults:

a) Pneumonia
b) Zoster (Zostavax) is administered at Age 60+
c) Tetanus, Diphtheria Toxoids
d) Hepatitis A & B
e) HPV vaccines to age 26.

Preventive Care Vaccines for Children (birth to age 18):
a) Pneumonia
b) Haemophilus B
c) Haemophilus B, Hepatitis B

d) Meningiococcal, Haemophilus B, Tetanus
e) Inactivated Poliovirus
f) Rotavirus
g) Measles, Mumps, Rubella, Varicella
h) Diphtheria, Tetanus
i ) HPV vaccines, age 9 to age 26.

It is important for the pharmacist to follow the
instructions on their screen when accessing these
benefits. Pharmacies needing assistance should call
1-800-345-5413.
Advise the pharmacy to send a copy of the immunization
record to your Primary Care Physician to add to your
permanent medical records.
Immunizations listed in this article are allowable/covered
by the GLEA Prescription Drug Card Program with a zero
copay ONLY when administered at a participating in-net-
work pharmacy; Not at a physicians’ office. Immunizations
administered at your doctor’s office are subject to other
limitations including other Policy provisions, limitations

(to a,end school), applicable copays, injection/administrative and
Physician office visit requirements. Children 5 & under are covered
at the doctor’s office, due to limited treatment at the pharmacy.

GLEA Immunization Benefits

How big is Michigan's issue with opioids?

Consider this: Michigan health-care providers wrote 11 million pre-
scriptions for opioid drugs in 2015 and another 11 million in 2016 --
enough to provide every Michigan resident with his or her own bot-
tle of narcotics, according to state data.
Opioids are a class of drugs that include
the illegal drug heroin, synthetic opioids
such as fentanyl and pain relievers such
as OxyContin, Vicodin and codeine.
Heroin, horse tranquilizers and heartbreak:
How addiction killed 51 people in Jackson
County in 2016.
Opioids can be highly addictive, and their
use and abuse is an issue in the United States. While the U.S. has
about 5% of the world's population, it consumes 80% of the global
supply of prescribed opioids.
Below are some facts about opioid use in Michigan from available data.
1. Opioid prescriptions in Michigan increased 41% between 2009
and 2015
In 2016, there were 11 million prescriptions written for opioids,
about 1.1 prescriptions for every Michigan residents, about the same

at 2015, according to the state's drug monitoring system.
That compares to roughly 8 million prescriptions in 2009.
The 2016 prescriptions accounted for 835 units of opioids -- enough
to give every Michigan resident about 84 opioid pills, patches or
other types of doses of opioid drugs.
2. Deaths from heroin and opioid overdoses have doubled since 2012
The numbers are based on death certificates and list only deaths that

specify opioid and/or heroin as a factor. That means the deaths are
understated, because a significant number of death certificates
for overdose deaths don't list the specific drugs at fault.
3. Opioid/heroin deaths now exceed gun and traffic fatalities
The number of Michigan deaths from an overdose of

opioids, including heroin, exceeded deaths from traffic
crashes or gun fatalities in 2015, according to data from the
Michigan Department of Health and Human Services.
In total, 1,275 people in Michigan died from opioid overdoses in
2015, compared to 1,164 gun deaths and 840 traffic fatalities.
Excerpts from 2017 article by Julie Mack, M-Live:
http://www.mlive.com/news/index.ssf/2017/06/michigan_opioid_heroin.html
Cited source: Michigan Department of Health and Human Services
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HPV vaccines protect against a very common sexually transmit-
ted virus called HPV or human papillomavirus. HPV infects at
least 50% of sexually active people at some point in their lives.
The virus often clears from the body on its own. If it persists, it
can lead to cervical, anal, and throat cancers and to genital
warts.

One HPV vaccine, Gardasil is recommended as a routine vacci-
nation for males and females aged 9-26 years old. Gardasil 9 can
be used in the same age group for females and for males ages 9
through 15.

Like all vaccines, these HPV vaccines are not foolproof. They do
not protect against all of the 100-plus types of HPV. But both

vaccines are nearly 100% effective in
preventing disease caused by high-
risk strains of HPV – HPV 16 and 18
– which together account for 70% of
all cervical cancers, as well as many
cancers of the vagina and vulva.

Gardasil, the First HPV Vaccine
Gardasil, the HPV vaccine made by Merck & Co., was licensed
for use in June 2006. It targets four types of HPV: 6, 11, 16 and 18.

Gardasil is provided under the GLEA Plan at the Caremark
participating pharmacies with your Prescription Drug Card at a
$0 copay.

Recent findings indicate there’s no reason to use antibacterial soaps.
They’re no more effective than plain soap at getting rid of germs.

Lathering with soap helps lift germs from the skin so that they
can be washed away. But plain soap doesn’t contain specific an-
tibacterial chemicals– such as triclosan or triclocarban– that are
in many antibacterial soaps. Many people purchase antibacterial
products hoping that they will help prevent illness and infection.
But according to the Food and Drug Administration (FDA),
there’s not enough evidence to support this claim. There’s also
a concern that using antibacterial soap might contribute to the
development of bacteria that are resistant to the product’s antimi-
crobial agents, making it harder to kill these germs in the future.

It’s generally the manufacturer’s job to provide data showing
product safety and whether products really work as claimed.
But after an FDA call in 2013 for more data on antibacterial
products, little was forthcoming. Given the lack of validation

and the concern about potentially negative health
effects, the FDA issued a final rule in 2016 establish-
ing that most antibacterial active ingredients,
including triclosan and triclocarban, are generally
not recognized as safe or effective in over-the-
counter consumer antiseptic wash products. These
products include liquid, foam and gel hand soaps,
bar soaps, and body washes and typically include
“antibacterial” on the label.

Instead, the FDA advises following basic hand-washing
techniques to prevent the transmission of germs.

The ruling doesn’t apply to hand sanitizers, which can be an
acceptable alternative when soap and water aren’t available– as
long as the sanitizer is at least 60 percent alcohol. It also doesn’t
apply to antibacterial products used in health care settings, such
as hospitals and nursing homes.

NEW Prescription Drug Card
Program Benefit
Effective October 1, 2017, Insured Members will be able to fill
90-day maintenance Prescriptions at a nearby retail
CVS/Caremark Pharmacy at the same re-
duced copay as at the Mail Order Phar-
macy. Whether you have a one year fill
for a new, maintenance prescription,
wri5en for ninety (90) days at a
time, fill or a current prescription at
the Mail Order Pharmacy, you can
opt in or out of the program at any
time to have it picked up at the
nearest CVS Caremark/ Target lo-
cation, for your convenience.

Employee/Plan Participants are re-
quired to fill 90-day maintenance supplies at one
of the current six integrated national Mail Order, Par-
ticipating, Pharmacies under the Prescription Drug Card
Program and delivery is directed to the Members’ location.

Now with Member Maintenance Choice Voluntary –
Member/Participants may fill their 30-day maintenance
prescriptions at a retail CVS/Target Pharmacy. They can also
receive a 90-day supply, at a time, at the reduced Mail Order
copay.

Members can fill or refill a prescription by scanning the Rx
(prescription) bar code on their medication, through their
mobile device. This is a continuing follow-up after the initial
prescription fill.

www.groupmarketingservices.com lets
Members/Participants proactively

manage their prescriptions online
by clicking on the Member Portal
access included with their mobile
device registration.

For optimal quality and care, all
orders are reviewed by a trained,
registered pharmacist. They fol-
low rigorous, clinical, guidelines.

They will contact your doctor
about any missing information or

potential drug interactions with other pre-
scriptions the member may be taking. They will

perform a visual inspection and verify bar code accuracy.

Most maintenance medications are eligible for Member
Maintenance Choice Voluntary. However, eligible medica-
tions must not be a controlled substance (opioids), antibiotic,
Specialty Drug or filled at a long-term facility.

Participants /Members have 10 days to cancel unwanted refills.

Member Maintenance Choice Voluntary
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When Sleep Does Not Feel Like Sleep
by Jen R.N., BSN/Group Marketing Services, Inc.

It has been estimated that up to 50% of the adult population suffers
from symptoms of insomnia. Difficulty falling asleep, staying
asleep, waking too early and not feeling rested during the day are
frequent concerns for many people. Risk factors for difficulty sleep-
ing include medications taken for chronic conditions such as decon-
gestants, antidepressants, narcotics, blood pressure medications,
cholesterol medications and the use of alcohol, caffeine, tobacco or
tobacco products. The list of conditions that increase risk for sleep
difficulty is long and includes increasing age, menopause, depres-
sion, anxiety, sleep apnea, pain, allergies, restless leg syndrome,
weight gain, congestive heart failure, COPD.

Treating the underlying condition that is causing the sleep
disturbance is first and foremost. Carefully following
medication instructions on how to use them, when to
use them and not forge5ing to use them. If the treat-
ment involves exercises or adjusting your pillow
height or positioning in bed, remembering
to do this is important.

When other underlying conditions
have been adequately treated, the
first line treatment recommended
by the National Sleep Foundation
and the American Academy of
Sleep Medicine is NOT one that
includes medication intended to
aid sleep only. The clinical guide-
lines for the evaluation and manage-
ment of chronic insomnia in adults
published in the Journal of Clinical
Sleep Medicine recommend initially
doing a self sleep diary for a couple of weeks
and then using behavioral therapy. They only recommended
medication for short term treatment of insomnia and use in
conjunction with behavioral and cognitive therapies when possible.

Therapy for sleep disturbance? “But I’m not crazy” Cognitive
behavioral therapy for Insomnia includes Sleep deprivation and
Restriction at first which does not seem to make sense either. The
first step is to decrease your total time allowed in bed per night to
the average number of hours you sleep as long as it is not less than
4 hours. Adhere to a strict bedtime and wake time, along with not
allowing yourself any naps. Once your sleep has improved, adjust-
ments can be made in the time spent in bed. During the first few
days to weeks of starting a program you will likely feel more tired.

Also key to behavioral therapy for sleep is good sleep hygiene.
Sleep hygiene includes: sleeping only as much as necessary, not
allowing yourself any caffeinated beverages after lunch, avoiding
alcohol and not smoking for at least three hours prior to bedtime,
sleeping in a cool dark room, exercising on a regular schedule four
or more hours before bedtime, allowing yourself time for stimulus
control and relaxation prior to bedtime, using your bed/bedroom
only for sleep and leaving to another room when awake and unable
to sleep. Avoid television viewing and computer use up to an hour
prior to going to bed. Se5ing the alarm clock and pu5ing it where it
cannot be seen to stop clock watching and the anxiety associated
with it. Seeking treatment for underlying medical conditions
contributing to sleep problems is crucial.

An additional component to behavioral therapy is changing
people’s expectations regarding sleep as these contribute to anxiety

and dependency on medication. It is important to recognize that a
structured planned amount of time for decompressing by reading or
listening to relaxing music or doing a progressive muscle relaxation
exercise prior to bedtime may also be helpful. Photo-therapy, or the
controlled exposure to light can also be combined with cognitive
behavioral therapy to help regulate sleep/wake cycles. A therapist
can assess for behaviors or situations that can interfere with sleep
and tailor a program to the individual.

It takes vigilance and self-discipline to employ behavioral therapy
and for a lot of people medication sounds like an easier alternative.
Medications used to cause sleep have side effects, can be costly and
cause dependency. They can be downright dangerous when used in
some medical conditions. A common side effect of prescription sleep

medication is a sleepy feeling in the morning some-
times called a “hang over”, this is associated

with increased risk of driving impaired the
next morning. So the very medications
used to treat sleeping difficulty can make
you feel less rested the next day and
make an underlying medical condition

more of a problem. How rested a person
feels is the primary measure for quality of

sleep. Behaviors such as sleep walking and
eating have been reported with some sleep
medications. Side effects can include dizzi-
ness, weakness, stuffy nose, dry mouth, sore
throat, nausea, constipation, diarrhea,
headache, muscle aches, amnesia, blurred

vision and irritability.

Prescription medications called benzodiazepine
receptor agonists such as Ambien and Restoril and

antidepressants that cause sedation are the first and second
line medications in the guidelines published by the Journal of
Clinical Sleep Medicine. Many sleep medications are available by
prescription and for many patients an initial treatment period of
2-4 weeks may be appropriate. Goals of Cognitive behavioral
therapy include tapering and discontinuing medication as soon as
possible. Rebound insomnia has been reported with stopping sleep
medications this is an increase in difficulty sleeping while coming
off of sleep medications.

Over the counter medications and herbal/natural substances are also
commonly used. They are NOT recommended by the guidelines as
they do not have adequate efficacy and safety data. Long term use
of non-prescription treatments is NOT recommended. Melatonin,
a common over the counter sleep supplement, is often used in
quantities that are way above those naturally occurring in the body.
Melatonin can increase blood pressure, make depression worse and
increase blood sugar in diabetics. It interferes with some prescrip-
tion medications such as blood thinners, and increases the sedative
effects of some medications. Valerian is another herbal supplement
used for sleep. It has not been proven to be more effective than a
placebo in studies.

Benadryl (Diphenhydramine) is the common ingredient in many
over the counter sleep aids like Tylenol PM. Benadryl can cause
blurred vision, dizziness and constipation. It is not recommended
if you have an enlarged prostate, high blood pressure, or for use in
the elderly. It is added to more over the counter medications than
many people realize and can easily be overdosed on by combining
products that have the same ingredient. It is also unnecessarily
costly when added to name brand sleep aids.


