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Featuring Dr. Arjun Srinivasan 
Associate Director for Healthcare  

Associated Infection Prevention Programs, 

Centers for Disease Control and Prevention  
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                                                                                       Convention & Tradeshow 
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Career
Safeguard

At Pharmacists Mutual Insurance Company, we protect not only your pharmacy, but you as 

well. You’re covered no matter where your job takes you, with $1 million per occurrence 

and as much as $3 million aggregate. In our recent study, we found that 75% of claims were 

related to wrong drug or wrong dose – even with protocols in place. We know mistakes 

happen. But you’ve invested too much to become a pharmacist, and now’s the time to help 

safeguard that investment by purchasing professional liability insurance coverage. Call us 

today at 800.247.5930 for more information or apply online at phmic.com.

Not licensed to sell all products in all states.

Our Mission
To help our customers attain peace of mind through 
specialized insurance products, risk management 
solutions, and superior personal service.

phmic.com
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Soldotna 
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Anchorage 
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Ashley Schaber 
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Anchorage 

 

Eutonna Kirk, Appointed Technician 

565-6139, eutonna.m.bower@gmail.com  

Anchorage 

 

Molly Gray, Executive Director 

Alaska Pharmacists Association 

203 W. 15th Avenue, Suite 100 

Anchorage, AK  99501 

563-8880 Phone, 563-7880 Fax 

akphrmcy@alaska.net , www.alaskapharmacy.org 

Office Hours:  Monday – Friday, 10:30 am – 3:00 pm  

 Alaska 

Pharmacy 

Newsletter 

The Mission of the Alaska 
Pharmacists Association is to 

preserve, promote and lead the 
profession of pharmacy in Alaska 

 

2017 Calendar of Events 

 
August 10 - 11   Alaska Board of Pharmacy  

   Meeting, Anchorage  

September 30th 2nd Annual AKPhA Academy 

   of Health-System Pharmacy  

   Fall CE Conference, Alyeska 

OCTOBER  American Pharmacists Month 

October 14 – 18  NCPA Annual Convention 

   Orlando 

October 19 – 20  UAA Pharmacy Job Fair 

October 28  National Drug Take Back Day 

February 9-11, 2018 MARK YOUR CALENDAR  
   AKPhA Annual Convention 

    Sheraton Anchorage 

   

Upcoming Alaska CE Opportunities 
Courses below open to Pharmacists for CE Credit 

Providence AK Medical Center Oncology Lectures 

Noon - 1 pm, Cancer Center Media Rooms 

Providence Infusion Ctr, 3851 Piper Street, Anchorage 
 

August 8  Room 2285 Cancer Genetics 

August 22  Room 2281 Radiation Oncology 

September 12  Room 2401 Cancer Related Disorders 

September 26 Room 2281 Oncology Treatment Related  

   Disorders 

October 10 Room 2285 Antineoplastic Agents:    

   Cytotoxic Drugs 

   

Articles In This Issue      

 Pharmacy in Greece:  Alaskan on Medical Missions Team 

 Hunting Traditions Leading to Cases of Trichinellosis in the 

Norton Sound Region  

 Advancing Pharmacy Practice:  Enhancing Communication 

Between Pharmacist and Patients with the Increasing Use 

and Effects of Marijuana in Warfarin Therapy 

 Diabetic Ketoacidosis in Pediatric Patients 

 Rx and the Law:  Cybersecurity 
 
Articles and information for future Alaska Pharmacy Newsletters can be 

e-mailed to akphrmcy@alaska.net 
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PRESIDENT'S MESSAGE 
Della Cutchins, PharmD, BCPS 
 

 

I hope that everyone is enjoying the long summer days 

here in Alaska.  As I appreciate the midnight sun, I 

reflect on how proud I am of AKPhA and our members.  

 

The legislative session this spring required a significant 

amount of time and effort.  Our Legislative Committee 

members ensured that the voice of AKPhA was heard in 

Juneau.  I personally thank Caren Robinson, Dirk White, 

Barry Christensen, and the Legislative Committee 

members for their dedication to this session. 

 

We are in the process of developing a new AKPhA 

website. In the upcoming weeks, when you visit the 

AKPhA website, you will likely notice significant 

changes to the look and feel of the site.  It is our goal 

that you find the new website easier to navigate, more 

esthetically appealing, and a valuable pharmacy resource 

and tool. Many thanks to Molly for her research and 

work on the website project. 

 

While the 2018 AKPhA Annual Convention is several 

months away, Catherine Arnatt, the Convention 

Committee Chair, is already busy planning and 

organizing the event.  If you are interested in serving on 

or learning more about the Convention Committee or 

any other AKPhA committee, please contact Molly or 

me.  We welcome your ideas and perspective. 

 

 

Our association represents many aspects of pharmacy, 

providing a healthy perspective on issues we face today 

as a profession.  Together we can accomplish our 

mission to preserve, promote, and lead the profession of 

pharmacy in Alaska. 

 

 

Alaska Board  

of Pharmacy 
This update is not an official document of the AK Board of 

Pharmacy.  Please access the Board of Pharmacy website for 

complete rules, regulations and minutes of proceedings. 

 

NEXT MEETING:  August 10 – 11—Anchorage  

Atwood Building, Suite 1270  

Alaska's Prescription Drug Monitoring 

Program, Updates Starting July 17, 2017: 
 

 Mandatory registration by all pharmacists who 

dispense a federally controlled substances II, III and 

IV and DEA registered prescribers licensed in the 

State of Alaska.  

 

 Practitioner must review PDMP information before 

dispensing, prescribing, or administering a federal 

schedule II or III controlled substance. The exception(s) 

are: 

o receiving treatment in an inpatient setting; 

o at the scene of an emergency or in an 

ambulance; 

o in an emergency room; 

o immediately before, during, or within the first 48 

hours after surgery or a medical procedure; 

o in a hospice or nursing home that has an in 

house pharmacy; 

o a nonrefillable prescription of a controlled 

substance in a quantity intended to last for not 

more than three days. 

 

 Collection of all schedule II, III, or IV controlled 

substances dispensed in the state; schedule V controlled 

substances are no longer collected. 
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Alaska Board of 

Pharmacy, Continued 
 

 Delegate access is now allowed, but with limitations; a 

registered pharmacist or prescriber may allow access to 

the PDMP by an agent or employee, who is licensed or 

registered under AS 08, by creating a sub-account within 

the PDMP under their corresponding prescriber or 

pharmacist account. Sign up instructions for delegates 

are coming soon. 

 

 Unsolicited reports may be provided to both prescribers 

and pharmacists when a patient appears to be receiving 

multiple Schedule II-IV prescriptions from multiple 

pharmacies and multiple prescribers; the current 

threshold is set at 5 prescribers / 5 dispensers in a 3-

month period. 

 

 Reporting frequency of controlled substances 

dispensed will change to weekly. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

AKPhA Committee Chairs 

Legislative Co-Chairs Barry Christensen, 225-6186 

   island.pharm@juno.com 

   Dirk White, 738-6337 

   dirk@whitesalaska.com  

 

Continuing Education Michelle Locke, 729-2165 
   mrlocke@anthc.org  

   Sara Doran-Atchison, 729-2106 

   sedoran@anthc.org  

 

2018 Convention Chair Catherine Arnatt, 729-2140 

   carnatt@southcentralfoundation.com  

    

Academic/UAA  Coleman Cutchins, 602-9085 

   coleman.cutchins@providence.org  

Student   Alex Marinelli, 242-5486 

   marialex@isu.edu  

   

AK Academy of Health- Michelle Locke, 729-2165 

System Pharmacy  mrlocke@anthc.org  

Co-Chairs  James Bunch, 861-6642 

   j.bunch@msrmc.com  

 

Community Affairs Karen Miller 

Co-Chairs  kdm@gci.net, 458-5257 

   Piper Machamer, 561-2005 

   piper.machamer@genevawoods.com  

 

Scholarship  Lara Nichols, 729-2173 

   lnichols@mtaonline.net  

 

Membership  Robert Gruszynski, 334-8566 

   robert.gruszynski@genevawoods.com  

 

Awards   Melanie Gibson, 543-6992 

   melanie_gibson@ykhc.org 

 

Technician Advocacy Eutonna Kirk, 565-6139 

   eutonna.m.bower@gmail.com  

 

Board Nominations Tara Ruffner, 252-2700 

    t70ruffner@gmail.com  

 

Social Media  Michelle Vaughn, 463-4031 

   laurav@searhc.org   

   Brittany Karns, 322-4764   

   brittany.karns@gmail.com    

 

Newsletter Advertising Sara Supe, 740-975-9656 

   s-swick.1@onu.edu  

Treasurer's Report     Balances as of 7/25/17 

Checking  $    57,451.35 

Jumbo Money Market $    96,980.16 

TOTAL   $  154,431.51 

 

 
 

JOB OPPORTUNITY—RETAIL PHARMACIST 

FAIRBANKS MEMORIAL HOSPITAL 
 

Position Summary 
The position provides pharmaceutical care in the 

retail, outpatient setting.  Responsible for the accurate 

dispensing of prescription medication from the 

pharmacy and maintaining records according to state 

and federal regulations.  Provides counseling, 

consultation with other practitioners, family 

members, and caregivers, to help ensure that 

medication dispensed is ordered, and used as 

appropriately and effectively as possible.  Oversees 

the activities of the pharmacy technicians, 

coordinates workflow and verifies all medications 

prior to being dispensed.  Must demonstrate the 

knowledge and skills necessary to provide care 

appropriate to the age of the patients being served.  

Adheres to local, state and federal laws regarding the 

profession of pharmacy practice.  
 

To apply, go to:  https://careers-

fhp.icims.com/jobs/1595/retail-pharmacists/job  

 

 

The Alaska Pharmacy Newsletter

5

mailto:island.pharm@juno.com
mailto:dirk@whitesalaska.com
mailto:mrlocke@anthc.org
mailto:sedoran@anthc.org
mailto:carnatt@southcentralfoundation.com
mailto:coleman.cutchins@providence.org
mailto:marialex@isu.edu
mailto:mrlocke@anthc.org
mailto:j.bunch@msrmc.com
mailto:kdm@gci.net
mailto:piper.machamer@genevawoods.com
mailto:lnichols@mtaonline.net
mailto:robert.gruszynski@genevawoods.com
mailto:melanie_gibson@ykhc.org
mailto:eutonna.m.bower@gmail.com
mailto:t70ruffner@gmail.com
mailto:laurav@searhc.org
mailto:brittany.karns@gmail.com
mailto:s-swick.1@onu.edu
https://careers-fhp.icims.com/jobs/1595/retail-pharmacist/job
https://careers-fhp.icims.com/jobs/1595/retail-pharmacist/job


Member News 

 

Committee/Academy  

Report 

Congratulations to member 

Jonathon Peterson for 

being selected for the CDC 

Childhood Immunization 

Champion Award 
        for the state of Alaska! 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Committee/Academy R  

As a child, Jonathon Peterson lived in the remote 

Norton Sound region of Alaska where his father worked 

as a doctor. Upon graduating from college in Minnesota, 

he decided to return to the region and use his experience 

as a nurse assistant to improve direct patient care. 

 

Mr. Peterson serves as the Immunization Coordinator 

for the Norton Sound Health Corporation, monitoring 

vaccination rates in 15 Alaskan Native villages and the 

main hub of Nome. As Immunization Coordinator, he 

orders and distributes vaccines, ensuring shipment to 

remote villages, inaccessible by road. He also assists 

nursing staff and health aides with vaccination training 

and ensures accurate immunization documentation in 

electronic health records. Mr. Peterson is known as an 

immunization authority in the region, serving as an 

expert on vaccination schedules, storage, and best 

practices. 

 

Constantly brainstorming new ways to increase 

coverage, Mr. Peterson recently implemented a 

vaccination reminder card system for all children in the 

region. These cards are greatly appreciated by parents, 

prompting several of them to write letters of 

appreciation for his innovative and tireless efforts. Mr. 

Peterson also collaborates with local pharmacists and 13 

schools to organize regular in-school flu vaccination 

programs, significantly increasing coverage rates among 

school-aged children. 

Thanks to his efforts to break down barriers to 

immunization, coverage rates in the Norton Sound 

region have steadily increased. Mr. Peterson is currently 

applying to medical school and will continue to be a 

champion for childhood immunization throughout his 

career. 

 

For his commitment to achieving high immunization 

rates in remote areas of Alaska, Jonathon Peterson is 

Alaska’s 2017 CDC Childhood Immunization 

Champion. 
Article courtesy of the CDC 

AKPhA Academy of  

Health-System Pharmacy  

Michelle Locke and James Bunch  

Co-Chairs 
 
The AKPhA Academy of Health-System Pharmacy is the Alaska 

American Society of Health-System Pharmacists (ASHP) 

Affiliate.  The Mission of the Academy is to preserve, promote 

and lead the profession of pharmacy in Alaska while increasing 

AKPhA Health-System pharmacy membership and promoting  

Health-System pharmacy education and initiatives state-wide. 

The Academy partners with ASHP to meet this mission.  The 

Academy has grown to over 60 members since its formation in 

2014.  

 

Current Academy activities include:  

 

ASHP House of Delegates  

 Lara Nichols and Shawn Bowe (Alaska Delegates) 

and Ashley Schaber (National United States Public 

Health Service Delegate) attended the ASHP Summer 

meeting this past June.   

 

Activities at the AKPhA Annual Convention 

 Planning for the 2018 Annual Convention is 

underway! We have some great new and innovative 

ideas we are hoping to launch this year – Stay Tuned!  

 

Second Annual Academy CE Conference  

Coordinators:  James Bunch and Elaine Reale 

 Scheduled for September 30, 2017 at the Hotel 

Alyeska 

 The schedule is packed full of local and national 

speakers 

 1.  Keynote speaker: Dr. Arjun Srinivasan 

 2.  ASHP Student Leadership Development        

 Workshop for residents and students 

 Registration Form & Schedule included in this 

newsletter. 

 Poster abstracts due September 15th 

 

If you are interested in joining the Academy, please email 

akphrmcy@alaska.net to receive future correspondence. If 

you have questions, please contact Academy Co-Chairs 

Michelle Locke, PharmD, NCPS at mrlocke@anthc.org or 

James Bunch, PharmD, BCPS at j.bunch@msrmc.com 
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Committee/Academy Report 
   

ASHP House of Delegates  

June 2017 Report 
Submitted by Lara Nichols, Ashley Schaber and Shawn Bowe 
 

The ASHP House of Delegates was held at the Minneapolis Convention Center in downtown Minneapolis, 

Minnesota on June 4 – June 6, 2017.  The delegates representing Alaska were Shawn Bowe (Ketchikan) and 

Lara Nichols (Chugiak).  CDR Ashley Schaber (Anchorage) represented the U.S. Public Health Service.   

 

Listed below is a brief overview of the action items of the House of Delegates: 

 

1. Board Report on the Joint Council Task Force on 

Pharmacist Participation in Medical Aid in 

Dying. 

2. Workforce Diversity   

3. ASHP Guidelines, Statements, and Professional 

Policies as an Integral Part of the Educational 

Process   

4. Educational Program Resources for Affiliated 

State Societies  

5. Any Willing Provider Status for Pharmacists and 

Pharmacies 

6. Pharmaceutical Distribution Systems 

7. Mobile Health Tools, Clinical Apps, and 

Associated Devices  

8. Controlled Substance Diversion Prevention  

9. Revenue Cycle Compliance and Management  

10. Ready-to-Administer Packaging for Hazardous 

Drug Products Intended for Home Use 

11. Expiration Dating of Pharmaceutical Products  

12. Partial Filling of Schedule II Prescriptions 

13. Restricted Drug Distribution  

14. Collaborative Drug Therapy Management 

15. Greater Competition Among Generic and 

Biosimilar Manufacturer 

16. Drug Testing  

17. Therapeutic and Psychosocial Considerations of 

Transgender Patients 

18. Pharmacist’s Leadership Role in Glycemic 

Control 

19. Drug Dosing in Diseases That Modify 

Pharmacokinetics or Pharmacodynamics 

20. Clinical Significance of Extremes of Weight and 

Weight Changes 

21. Pain Management 

22. Clinical Investigations of Drugs Used in Elderly 

and Pediatric Patients 

23. Safe and Effective Therapeutic Use of 

Invertebrates 

24. Drug Dosing in Extracorporeal Therapies  

 

Below is the website for the action items that were 

discussed and voted on at the House of Delegates. 

https://www.ashp.org/House-of-Delegates/HOD-

Session-Information/Action-Items 

 

Ashley Schaber, with the support of the Alaska 

Delegation, supported the Surgeon General report and  

recommended additional language to the pain 

management bill: "and addiction medicine that 

encourage holistic, supportive approaches and 

reduce stigma surrounding opioid use disorders" to 

the last line would capture that component and 

pharmacy's role. 

 

 

 

The Alaska Delegation also supported Ashley 

Schaber’s request for new business for:  

1.  Pharmacy’s role in sleep management and  

2.  Pharmacy’s role in Mental Health.   

 

This was a great experience for all and we have 

learned great deal about the ASHP legislative process 

and look forward to representing the state and nation 

in the future. We encourage everyone to be active in 

this process. 
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7:00 am Registration Open                                                                                COLUMBIA BALLROOM B/C                   

7:00 - 8:00 am Continental Breakfast                                                                                       

8:00 - 9:30 am 

An Update on National Stewardship Activities  
Dr. Arjun Srinivasan—Associate Director for Healthcare Associated Infection Prevention 
Programs, Centers for Disease Control and Prevention 

9:30 – 10:30 am 
Community-Acquired Pneumonia (CAP):  10 Years After the Guidelines 
Ryan Stevens, PharmD, BCPS 

10:30 – 10:45 am Break                                                                                                          

10:45 – 11:45 am 
Pushing Back at Resistance—Antibiotic Stewardship Pearls and Discussion 
Erin Narus, PharmD 

11:45 - 12:30 pm 
Lunch and Academy Meeting   
Poster Presentations from 12:00 – 12:30 pm                                                                                                                 

12:30 – 1:30 pm 
Biosimilars 
Teresa Slagle 

1:30 - 2:30 pm 
Pharmacist Roles In Palliative Care 
Aimee Young, PharmD, BCPS, CPE 

2:30 – 3:30 pm 
To MARS and Beyond:  What's All This About "Liver Dialysis?" 
John Carothers, PharmD                                              

3:30 – 3:45 pm Break                                                                                                          

3:45 – 4:45 pm 
New Cancer Immunotherapies 
Ian Ingram 

5:00 – 7:00 pm 
ASHP Student Leadership Development Workshop  
Tom Wadsworth, Angharad Ratliff, PGY1 Residents 

6:00 pm  Dinner On Own    (Not included with registration)                                                                                                   

 

KEYNOTE SPEAKER 
Dr. Arjun Srinivasan is the Associate Director for Healthcare Associated Infection 
Prevention Programs in the Division of Healthcare Quality Promotion at the Centers for 
Disease Control and Prevention.  He is board certified in Infectious Diseases.  Before 
coming to CDC he was an Assistant Professor of Medicine in the Infectious Diseases 
Division at the Johns Hopkins School of Medicine where he was the founding director of 
the Johns Hopkins Antibiotic Management Program and the associate hospital 
epidemiologist.  His primary responsibilities include oversight and coordination of 
efforts to eliminate healthcare associated infections.   His research and investigative 
areas of concentration include outbreak investigations, infection control, multi-drug 

resistant gram negative pathogens and antimicrobial use.  From 2006-2010, he led the CDC’s healthcare outbreak 
investigations team. He currently leads efforts to coordinate activities to prevent healthcare associated infections 
and to improve the use of antibiotics in hospitals through antibiotic stewardship. Dr. Srinivasan has published more 
than 70 articles in peer-reviewed journals on his research in healthcare epidemiology, infection control and 
antimicrobial use and resistance.   

AKPhA Academy of  
Health-System Pharmacy  

2nd Annual Fall CE Conference Schedule 
Saturday, September 30, 2017 

Hotel Alyeska, Girdwood 
Schedule Updated: 8/7/17 

Most sessions anticipated to be accredited for both Pharmacists and Technicians (P/T)  
  

This conference will be accredited by AKPhA for up to 7.5 hours.   Credit will be awarded upon receipt of evaluations 

for each activity and reported to CPE Monitor within 60 days.  AKPhA is accredited by the Accreditation Council for Pharmacy 

Education as a provider of Continuing Pharmacy Education. 
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AKPhA ACADEMY OF HEALTH-SYSTEM PHARMACY 

2nd Annual CE Conference      Hotel Alyeska, Girdwood, September 30, 2017  
 

First Name ____________________ Last Name___________________________  DOB:___________________ 
 

Address ________________________________________City _________________State ____Zip ___________ 
 

Place of Employment _________________________________________________________________________ 
 

Work Address _________________________________ City _________________ State ____  Zip ___________ 
 

Home/Cell phone ______________________Work phone _______________NABP e-profile ID _____________  
 

AK Driver’s License # __________________ Email ________________________________________________ 
 

CONFERENCE REGISTRATION 
Registration also available online at www.alaskapharmacy.org.  You must be a member of AKPhA and the AKPhA 

Academy of Health-System Pharmacy to attend.  AKPhA memberships are valid January 1 – December 31.  
 

**SPECIAL OFFER—New AKPhA memberships received in conjunction with this conference will be valid for the remainder of 2017 

and ALL of 2018.   
 

**STUDENT OFFER—Pharmacy students registering for the conference will also be enrolled in the ASHP Student Leadership 

Development Workshop.  Learn practical ways to incorporate leadership into your professional life and start building an impressive CV!   
 

Pharmacist/Associate      Technician/Pharmacy Student 

  Saturday      $145.00  __________     Saturday   $85.00  ___________ 

  AK Academy Dues      $  25.00  __________     AK Academy Dues  $10.00  ___________ 

 

Non AKPhA Members MUST ADD:    Non AKPhA Members MUST ADD: 

 Pharmacist Dues $225.00  __________        Technician Dues  $50.00  ___________  

 Associate Dues  $150.00   __________        Student Dues  $25.00  ___________ 

 Pharmacist, 1st Year      $125.00   __________ 
 

AFTER SEPT 15TH ADD $  25.00  __________   AFTER SEPT 15TH ADD $25.00  ___________ 
 

TOTAL Registration Fees             $ __________   TOTAL Registration Fees            $___________ 
 

Please list any food allergies/dietary needs_________________________________________________________________________ 

 

  AKPhA is accredited by the Accreditation Council for Pharmacy Education as a provider of continuing pharmacy education.   
This activity is eligible for ACPE credit.  See complete CPE activity schedule online. Target Audience: Pharmacists & Technicians.   

 

Conference fees are non-refundable past September 15th.  Prior to this date, a 50% refund may be requested.   Membership dues and contributions are not 

deductible for income tax purposes, but may be deductible as ordinary business expenses, subject to IRS restrictions. AKPhA estimates that 45% of your 

dues dollar is non-deductible because of AKPhA’s lobbying activities on behalf of its members.   
 

HOTEL RESERVATIONS   
A group rate of $132 sgl/dbl occupancy is available at the Hotel Alyeska for conference attendees.  Please reference Alaska 

Pharmacists Association and book rooms by August 29, 2017 to ensure availability and receipt of group rate.  Reservations 

are to be made on your own by calling 907-754-2111 or 800-880-3880. 
 

PAYMENT INFORMATION:  
 

VS/MC/AMEX#:____________________________________________Exp Date______________  Security Code____________ 
 

Signature:__________________________________________________     OR  Pay online at www.alaskapharmacy.org  
 

Return form to akphrmcy@alaska.net or fax to 907-563-7880.  Call 907-563-8880 with questions. 

Checks can be made payable and mailed to AKPhA, 203 West 15th Avenue, Suite 100, Anchorage, AK  99501
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Thomas Wadsworth, PharmD, BCPS 

Assistant Dean for Alaska Programs 
 
On August 18

th
, we officially welcome the incoming 

Class of 2021 to Alaska’s Doctor of Pharmacy Program.  

We want to thank returning and new preceptors for their 

vital role with our program and providing quality 

Introductory Pharmacy Practice Experiences to these P1 

students.  We could not begin our students’ pharmacy 

education without your support. 

 

 
 

Our P2 students conducted their first Operation Diabetes 

Outreach Program in Anchorage this summer, providing 

A1C testing to patients at Fred Meyer Muldoon.  Our 

special thanks go to Coleman Cutchins for facilitating 

this and future related events. 

 

The students also have several other outreach events 

planned for this fall.  We are particularly excited to be 

participating in the Prince William Sound Traveling 

Health Fair (PWS-THF) in October.  The annual PWS-

THF is a multidisciplinary team with established 

relations in the Prince William Sound communities of 

Valdez, Tatitlek, Chenega Bay, Whittier, and Cordova, 

and provides basic services such as nutrition and safety 

education.  Alyeska Pipeline Service Company provides 

an oil spill response vessel, the Endurance, to house the 

health fair providers for one week as they travel to each 

community.  Our pharmacy students will deliver APhA-

ASP diabetes and cardiovascular community outreach to 

these remote 

communities with 

limited access to 

healthcare.  These 

educational 

operations include 

point of care 

testing (POCT) for 

glucose and 

cholesterol, 

educational 

dialogues to 

encourage and 

equip self-

management, and 

patient-specific 

education on 

medications and 

cardiovascular 

risk. 

 

As planned, the second phase of the program’s facilities 

remodel will be completed by August—just in time to 

accommodate our incoming P1 and P2 classes.  This 

rounds out the facilities by adding two more lecture 

halls, a compounding lab, and administrative offices.  

The state of the art technology and space created by 

UAA is a key component to administering the 

curriculum, and we are grateful for the dedication they 

have shown to providing a quality pharmacy program for 

the state. 

 

Finally, we are very excited to announce we will be 

hiring our first clinical faculty member at Alaska 

Regional Hospital this August.  This is the first of four 

clinical faculty positions the program is hiring over the 

next year and a half.  With Alaskan pharmacists 

educating Alaskan pharmacy students, the future of 

pharmacy practice in our state is in good hands. 

 

 

 August 22nd—First Day of Classes 

 October 19-20th—Pharmacy Fair (Job Fair) 
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PHARMACY IN GREECE: 

Alaskan Pharmacist on a 

Medical Missions Team 

Serving Syrian, Afghanistan, 

Iraqi Refugees in Athens  
Bill Altland—Craig, Alaska 

 

From April 28 to May 12 of this year, I was part of a 

multidisciplinary medical team providing medical care 

in Greece to mid-east refugees. There were also patients 

from a local gypsy camp.  The clinic area was set up in a 

local international Christian Church. The sponsoring 

agency was the Global Health Relief branch of the 

Christian Medical and Dental Association (CMDA). 

This was my third trip outside the U.S. with this 

organization. I was previously part of medical teams to 

Sichuan Province, China as well as to Inner Mongolia. 

 

There were 12 other members from the U.S. on this 

team: two DMDs, three MDs, two RNs, one Dental 

Hygienist, two ANPs, and two support personnel. There 

were interpreters from the local Greek church (who 

knew English and Greek), med students from Israel 

(who knew English and Arabic), and even one 

pastor/interpreter from Jordan. Patients were transported 

from local refugee communities around Athens by bus to 

the clinic. One large group of Syrian refugees was living 

in an abandoned hotel near the downtown area of this 

huge city. During the past two years, 1.3 million people 

fleeing conflict have traveled through Greece. Over half 

are women and children. Many refugees are stranded and 

have been forced to wait in temporary locations which 

have now turned into long term camps. 

 

Our team was assigned 2,500 refugees that have been in 

Greece for some time and have never received medical 

or dental care while in-country. We worked in 

collaboration with the Athens Christian Center that 

provided the space for the clinic as well as the meals for 

our team. (Greek food is EXCELLENT!) This group 

also provided transportation from our hotel to the clinic 

site. We basically drove across Athens every day. The 

church also coordinated the transport of the patients to 

the clinic and then back to their living quarters. 

 

This was a primary care medical clinic. The formulary 

was very basic and was based on the WHO's "List of 

Essential Drugs". Many of the patients had never seen a 

dentist. Our two dentists and one dental hygienist 

worked non-stop. In the pharmacy, I worked with two 

Israeli medical student interpreters from Nazareth. Their 

English (and Arabic) was excellent. We also worked 

with Greek locals who knew the Afghani language as 

well as Greek.  

  

I got to 

know one 

young man 

who was a 

refugee 

from Syria. 

He had his 

own 

harmonica 

with him 

and we 

played "Oh 

Suzanna" 

together. I 

always bring my harmonica with me whenever I am on a 

missions team. Omar and I couldn't communicate 

directly in words, but we did communicate in 

music. And we made use of "Google Translator" to write 

questions and make responses to each other—from  

Arabic to English and back again—in order to get to 

know each other better. It was weird seeing words typed 

on Arabic keyboard characters which are entered 

backwards from a English keyboard. Omar, my new 

friend, almost drowned on his voyage to Greece via 

small boat when he was just a toddler. Now he is a 

teenager. That is how long he has been living as a 

refugee in Greece. 

 

On our free weekend, our team of American medical 

professionals was able to see many of the sites in 

Athens. We had Greek tourist guides from the local 

church. What a way to see such a historic city, with 

locals who we had been working with in the clinic.  
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Continued—Pharmacy in Greece 

 

After my time with the medical missions team, I stayed 

on an extra week and rented a motorcycle to ride around 

the countryside.  But that is another story.... 

 

 

There are many opportunities to volunteer as 

pharmacists on small medical teams such as this. I would 

highly recommend such an experience.   Let me know 

(bsaltland@hotmail.com ) if I can provide information 

about serving with this or other medical missions 

organizations. 

 

 
 

Committee Report 
 

2017 Alaska Legislative Session Wrap-Up 
Barry Christensen, Co-Chair AKPhA Legislative Committee 
 

The 2017 legislation session was a busy one for the AKPhA Legislative committee and interested parties.  A large focus 

on the session was the “Opioid Bill” which was sponsored by the Governor as SB 79 and HB 159.  The Governor signed 

into law HB 159 on July 25
th
.   The most important features of the law from our perspective is the requirement that 

prescribers check the Prescription Drug Monitoring Program( PDMP) website PRIOR to prescribing schedule II and III 

opioids.  AKPhA legislative committee members  testified during hearings and participated in meetings with the 

Governor’s administration officials outlining Pharmacy’s role in setting up the PDMP and our  on-going support for the 

program.  We advocated that the pharmacist’s role in checking the PDMP should be voluntary on an Rx by Rx basis since 

prescribers must now check the PDMP before issuing a prescription.  Additionally, the association was instrumental in 

delaying the requirement of daily submission of Rx data until July 2018. 

 

The committee continued to focus on AKPhA legislative priorities as outlined below: 

1) Pharmacy Audits and MAC pricing.  Sponsors introduced SB 38( Senator Giessel) and HB 240 (Representative 

Guttenberg)  on behalf of AKPhA.  SB 38 had one hearing in Senate Labor and Commerce and HB 240 was 

scheduled for a hearing just prior to the end of the session.  The committee plans work during the interim to secure 

additional bill sponsors and educate current legislators on the importance of this legislation for Alaskan pharmacies.   

2) Board of Pharmacy(BOP)/Out of State Wholesaler Licensure.   AKPhA in conjunction with the Alaska BOP 

reintroduced legislative language from last year’s session as SB 37 (Senator Giessel) and HB 9 (Representative 

Sadler).  The legislative language in the bills allows the BOP to license out of state wholesalers and fees would fund 

an Executive Administrator for the Board.  Both bills were heard and passed out of their respective Labor and 

Commerce committees.  

3) State scheduling of Tramadol as controlled substance.  AKPhA worked with legislators and the Governor’s office 

to include the scheduling of Tramadol as a controlled substance in Alaska Statute in the Governor’s bill.  Prior 

prosecution issues with pharmacy diversion led AKPhA to make this a legislative priority. 

4) Pharmacist Provider Status.  AKPhA legislative committee has begun educating legislators on the importance of 

recognizing Pharmacists as providers in statute.  Additional work is needed to help identify legislators to introduce 

the necessary legislation to advance the cause. 

This legislative session was the first in the cycle of two back-to-back sessions.  So this means any legislation pending, like 

the above pharmacy audits and BOP legislation, will continue to be in play right where they left off at the end of the 

session.  I would personally like to acknowledge legislative committee members Leif Holm, Rich Holt, Gerry Brown 

and Dan Nelson for the hours they spent on-line waiting to testify and finally testifying.  Additionally, our Juneau 

member Scott Watts was willing on several occasions to take the “hot seat” and testify in person during committee 

meetings.  Thanks Scott! Lastly, our committee couldn’t function without another co-chair (thanks Dirk White!) and the 

wisdom/advice from our do-it-all lobbyist Caren Robinson.   We also appreciate Lis Houchen and NACDS for their 

support in the pharmacy legislative arena. 
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Committee Report 
 

National Legislation 
Dirk White, Co-Chair AKPhA Legislative Committee and 

Regional Leader/Board Member, Western States Pharmacy Coalition 
 
All the hot news stories out of Washington DC are 

focused on the proposed changes to the Health Care Act.  

This is normal, of course, but there is still legislation 

pending that is much more important to the pharmacy 

profession which we can ill afford to let get swept under 

the DC carpet by this major legislative push.  This focus 

may be in our best interest to get these other bills passed 

while the world is more concerned about repeal and 

replace actions. 

 

The two bipartisan bills to focus on now are Senate (S.) 

413 and House Resolution (H.R.) 1036.  These bills are 

known as the “Improving Transparency and Accuracy in 

Medicare Part D Drug Spending Act”.   These bills, if 

passed, will: 1. prohibit PBMs and Part D plan sponsors 

from using DIR fees to steal back monies on any clean 

claims submitted by us under Medicare Part D plans, 2. 

Boost drug pricing transparency in the Part D plans 

allowing CMS better oversight of those plans and patient 

premium fees, 3. Continue to preserve access to our 

independent community pharmacies by preventing more 

and more closures of those Independent Pharmacies 

across the nation, slowing and hopefully stopping the 

five year decline in the number of rural pharmacies 

having to close due to such outrageous DIR rates, 4. 

Ensure the continuation of “pay for performance” 

programs that reward us for meeting quality metrics that 

improve patient health and outcomes with proper 

medication use.  Just to list a few. 

 

In January of this year, CMS stated that the rise in the 

use and size of DIR fees to pharmacies is increasing 

Medicare costs and forcing more of our patients into the 

“donut hole”.  This is causing more of our patients to try 

and figure out what medications they can afford as well 

as saving the PBM/Plans the expense of that patient’s 

medications, and causing CMS to bear those larger 

catastrophic costs.  We all know that DIR fees are 

cutting into our margins and ability to keep the lights on, 

as well as our ability to continue some of the special 

services we provide at no extra cost to our patients.  

When a local surgeon retired here a couple years back I 

asked him why, because I knew he wasn’t of “retirement 

age”.  He said he was tired of working for the insurance 

companies. That statement could be changed and used 

by some of the Pharmacists that have closed their doors 

to “They were tired of working for the PBMs”.   

 

Then what can we do to keep providing our critical 

healthcare services to our communities?  Call and email 

your Senators and House Representatives now and tell 

them that they need to vote yes to move this legislation 

on to President Trump for his signature.  

 

If you don’t know how to contact your 

senator/representative you can go to:  

http://www.house.gov/representatives/find/  

HTTP://www.senate.gov/senators/contact/   

 

It is best to start your communication with your name 

and family members and that you are a Pharmacist or 

Pharmacy owner.  Remind them that you are their 

constituent and you employ X number of employees in 

their district with an annual payroll into your community 

of $X,XXX,XXX.XX every year, also that you provide 

your employees all of these X benefits from your 

ongoing operation.  If you live in a rural location, tell 

them how far the nearest independent and chain 

pharmacies are to your community and how large a 

patient base you serve, population and in some cases 

square miles.  Include anything that you do in, or 

outside, your pharmacy that helps improve your 

community health and well-being as well as increasing 

access to critical health care like immunizations, diabetic 

training and counseling.  We are all primary gateways to 

the healthcare system.  Without a pharmacy in a 

community, the emergency room becomes that gateway 

and a very expensive one at that.  We need to blow our 

horn and let our elected officials know how important 

we are in the overall scheme of this crazy world of 

health care that we operate in.  Congress needs to know 

how DIR fees are killing independent pharmacies and 

this needs to stop now. 

 

 It is very obvious to me that if we don’t stay active in 

politics then we won’t be practicing independent 

pharmacy for much longer!   There are many other bills 

in Congress that directly affect pharmacy and will be 

addressed later, but these are the most critical bills that 

we need to get passed now. 

 

Article featured in the Western States  

Pharmacy Coalition (WSPC) newsletter. 
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Hunting Traditions 

Leading to Cases of 

Trichinellosis in the 

Norton Sound Region 
Dana Reyes, Doctorate of Pharmacy 

Candidate and LCDR Anthony Shelton 

 
 
 

Subsistence living is a valued tradition in Norton Sound: 

seasonal hunting for fish, moose, caribou, seal, whale, 

and walrus provide families with the food they need to 

survive until the next year. Though the Alaska Natives 

of this region are well-prepared for the hunt, many may 

not be aware of what could happen if their meals are not 

properly prepared. 

 

Every year, Norton Sound Health Corporation (NSHC) 

treats several cases of trichinellosis, the source usually 

being undercooked walrus or seal meat.
1
 Trichinellosis is 

caused by the parasite Trichinella and can be found in 

many domestic and wild animals. In the lower 48, 

Trichinella spiralis is the predominant species. It often 

infects pigs and can be transferred to humans in 

undercooked pork. In Alaska, however, the species most 

often seen is Trichinella nativa, which is more resilient 

in freezing temperatures and can be found in a variety of 

hosts including bears, walruses, and seals.  

Trichinella requires at least two hosts to complete its 

lifecycle.
2
 The parasite incubates in one host for 1-2 

days up to 2-8 weeks, depending on the amount of 

infected meat the host has consumed.
3
 Once ingested, 

the larvae come into contact with gastric acid and pepsin 

in the stomach and are released from cysts in the meat, 

allowing them to penetrate the intestinal mucosa and 

mature into adult worms.
2
 Females may migrate further 

into striated muscles, such as skeletal or cardiac muscle, 

where they encyst and start a new life cycle. 

 

Due to the penetration of larvae into the small intestines, 

the host may feel a variety of symptoms including 

abdominal pain and diarrhea.
1
 Laboratory findings may 

include leukocytosis or eosinophilia; however these are 

not specific enough for diagnosis. These symptoms in 

conjunction with history of consuming undercooked 

meat and either serological testing, muscle biopsy, or 

polymerase chain reaction testing will allow for proper 

diagnosis of Trichinella infection.
2
 Most of the clinical 

manifestations of trichinellosis occur during migration of 

the parasite into striated muscle, causing inflammatory 

reactions such as high fever, extreme pain or weakness, 

and edema.
1
 In severe cases, vital organs such as the 

heart or meninges can also be affected. 

 

NSHC uses serological testing with an enzyme-linked 

immunosorbent assay (ELISA) to confirm a diagnosis of 

trichinellosis. The International Commission on 

Trichinellosis recommends this type of test due to its 

“low cost, reliability, ready standardization, and 

acceptable balance of sensitivity and specificity.”
4
 

According to Sun et al. on serodiagnosis using ELISA 

for T. spiralis in mice 19 days post infection, sensitivity 

was 100% for both the adult worm and crude antigens 

and 75% when using muscle larvae antigens.
5
 Specificity 

was 98.11% for adult worms, 95.60% for crude antigens, 

and 89.31% for muscle larvae antigens. 

 

Most cases of Trichinella infection are mild and 

antihelminth therapy is not required, with the focus 

being on treatment of symptoms with analgesics or 

antipyretics.
1
 Self-resolution may occur as the larvae 

calcify leading to death. However, this process may 

occur in only a portion of the larvae and at different 

times. The Center for Disease Control (CDC) 

recommends prompt treatment with an antihelminth, 

either albendazole or mebendazole, once diagnosed by a 

healthcare provider.
3
 It is critical for a patient to receive 

either of these medications when diagnosed with 

trichinellosis to prevent progressive infection with the 

release of larvae into the skeletal muscles. Once the 

larvae are in the host’s skeletal muscles, treatment with 

antihelminths may not be able to completely eliminate 

the parasite or the associated symptoms and prolonged 

or repeated courses of treatment may be needed. 

Top left picture by S.A. Sonsthagen and top right and bottom pictures 

by Marc Lester from Alaska Dispatch News 
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Albendazole and mebendazole work on intestinal 

helminths and their larvae by degenerating cytoplasmic 

microtubules and tegmental cells.
6
 They cause glycogen 

depletion, impaired energy production, immobilization, 

and eventually death. Typical side effects include 

alopecia (<1-2%), headaches (neurocysticercosis: 11%, 

hyatid: 1%), increased liver enzymes 

(neurocysticercosis: 1%, hyatid: 16%), abdominal pain 

(≤ 6%), nausea (4-6%), and vomiting (4-6%). Serious 

adverse effects may include hematological changes 

including agranulocytosis, leukopenia, neutropenia, 

pancytopenia, or thrombocytopenia. Increased 

intracranial pressure and urticaria have also been 

reported with albendazole.
7
  

 

Typical dosing for albendazole is 400mg twice daily for 

8-14 days.
3
 The average wholesale price (AWP) of this 

medication, only available as Albenza, is $14,040.64 to 

$24,571.12 for 8 and 14 days respectively.
6
 

Mebendazole dosing is 200-400mg three times daily for 

3 days then 400-500mg three times daily for 10 days.
3
 

The AWP for using mebendazole, only available as the 

brand Emverm, is $20,368.80 to $27,453.60 depending 

on the strengths used.
6
 The high cost for these 

antihelminths are typical, as no manufacturer sought 

FDA approval for a generic due to the types of infections 

they cover, as they rarely occur throughout the United 

States.
8
  

 

These dosing regimens can be used in adults and 

pediatric patients, but are contraindicated in pregnancy 

and children less than 2 years of age.
3
 Both medications 

are a pregnancy category C; however according to the 

CDC, use during the 2
nd

 or 3
rd

 trimester may be 

allowable as long as benefits outweigh the risks of harm 

to the fetus. For early stages of trichinellosis, 

albendazole should be administered on an empty 

stomach as its target is within the intestinal lumen.
6
 For 

systemic infection, however, it should be taken with a 

fatty meal to improve absorption and increase serum 

concentrations. Albendazole is a minor substrate of both 

CYP1A2 and CYP3A4 and thus has interactions with 

CYP inhibitors or inducers such as grapefruit juice and 

certain anticonvulsant medications. 

 

Along with antihelminth therapy, prednisone 30-60mg 

per day for 10-15 days is likely to be prescribed with 

severe infection.
1
 In a 2007 study, Shimoni et al. found 

that adding short courses of prednisone to antihelminth 

therapy was able to reduce symptoms due to 

inflammation from the migration of larvae into tissues. 
9 

 

The best treatment, however, is prevention. To inactivate 

the parasite, infected meat must be cooked to an internal 

temperature of 71°C (159.8°F) for a minimum of one 

minute until there is a visible color change in the meat 

and the muscle fibers are easily separated.
1
 If freezing 

the meat (for select Trichinella species), the temperature 

of the meat should be maintained around -20°C (-4°F) 

for approximately four weeks.  

 

Overall, most cases of trichinosis are typically self-

limiting. Patients will commonly present with diarrhea 

and abdominal pain after consuming undercooked meat. 

If a patient is confirmed with the diagnosis of Trichinella 

infection, through clinical symptoms and through ELISA 

or other confirmative testing, albendazole or 

mebendazole are the preferred treatment options. 

However, patients and providers should be aware of the 

potentially severe side effects and high costs of these 

medications. Prevention through properly cooked meat 

is therefore the best treatment option. 
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Advancing Pharmacy 

Practice: Enhancing 

communication between 

pharmacist and patients 

with the increasing use 

and effects of marijuana 

in warfarin therapy 
Sedona Mann,  

Doctorate of Pharmacy Candidate and 

Kathryn Sawyer, PharmD  

 

Legalization of marijuana has been a highly-

discussed topic for many years.  With the 

legalization of recreational use of marijuana in 

Alaska, healthcare providers, especially 

pharmacists, need to learn more about marijuana 

and how it can affect patients’ health.  

Communication between pharmacist and patient 

needs to be open and patients should feel 

comfortable talking with their pharmacist about 

their medications and marijuana use.  The National 

Center for Health Statistics conducted a study to see 

the trends of patient and primary care physician 

communication about complementary and 

alternative medicine (CAM).  The survey found that 

of the 34525 adults who completed the survey, only 

7493 survey respondents had reported using CAM 

at least once in the past year and had a primary care 

physician.  Of those 7493 respondents, only 3094 

respondents (42.3%) reported using CAM to their 

primary care physician.  From the 3094 CAM 

respondents, two of the most common reasons why 

the respondents did not disclose their CAM use 

were either due to the physician not asking about 

CAM use (57%), or the respondents believed the 

physician did not need to know about CAM use 

(46.2%).  Other reasons included, the respondents 

did not have time to discuss CAM use with the 

physician, they were concerned about a negative 

reaction from their physician, or they believed the 

physician had less knowledge about the CAM type.
1
 

It is vital that all healthcare professionals obtain a 

full social history from the patient to be able to 

completely assess their patient’s health.   

 

Marijuana is the most commonly used illicit drug in 

the world.
2
 As legalization increases, healthcare 

providers need to become educated about the 

interactions marijuana can have with patients’ 

medications.  It is known that the active ingredient 

of marijuana is a delta-9-tetrahydrocannabinol 

(THC) which binds to cannabinoid receptors in the 

brain.  It is believed that the first-pass metabolism is 

CYP2C9-mediated.  There are also thoughts that 

marijuana is CYP3A4-metabolized.
2
 Due to the 

uncertainty of the metabolism of marijuana, it can 

be difficult to know and predict drug interactions.   

 

As pharmacists review medication interactions 

daily, it is easy to locate and remedy the interaction 

when the two drugs are known on the patient’s 

profile and a computer system flags an interaction.  

Unfortunately, when the patient uses herbs, 

vitamins, or other alternative medications, it makes 

it difficult to find drug-drug interactions, 

emphasizing again, the importance of obtaining a 

full social and medication history from the patient.  

A case report from Yamreudeewong et al. 

exemplifies why assessing the patient’s full history 

can be beneficial.  The reported case was from a 56-

year-old male receiving chronic warfarin therapy 

for a recent mechanical heart valve replacement.  

He was admitted to the hospital due to 

gastrointestinal bleeding with an International 

Normalized Ratio (INR) of 10.41 and hemoglobin 

level of 6.6 g/dL.  The patient received fresh frozen 

plasma and oral vitamin K.  Seven days later, the 

patient was discharged, but was readmitted to the 

hospital fifteen days after first being admitted.  His 

INR at this second hospital visit was 11.55.  During 

each of the hospitalizations, his social history was 

assessed and the patient denied using any over-the-

counter products or herbal products, and denied 

changes to alcohol consumption and diet.  The 

patient later reported that during the time of the two 
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hospitalizations, he had been smoking marijuana 

more frequently and increased the quantity.  The 

patient was counseled on smoking cessation and 

agreed to quit.  Nine months later, at follow up, the 

patient’s INR ranged from 1.08 to 4.4.
3
 From this 

case report, healthcare providers can see how vital it 

is to complete a full medical and social history from 

patients as the increase use of marijuana is 

becoming more prevalent.   

Warfarin is one of the most commonly used 

anticoagulants and has many drug-drug and drug-

food interactions.  It is now thought that herbal 

medicines and food interactions are the main cause 

of adverse events with warfarin.  Unfortunately, 

there is a lack of evidence of these interactions due 

to under-reporting or unrecognized interactions 

between herbals and warfarin.
4
 The interaction 

between warfarin and cannabis, specifically, is 

unknown due to lack of experimental evidence for 

these two drugs.  Warfarin’s S-enantiomer is more 

potent than the R-enantiomer and the S-enantiomer 

is primarily metabolized by CYP2C9, while the R-

enantiomer is metabolized by CYP1A2, CYP3A4, 

and slightly by CYP2C19.
3
 The main interaction of 

CYP2C9 is believed to either cause marijuana to 

decrease the amount of warfarin bound to plasma 

proteins or decrease warfarin metabolism.  This 

causes an increase of warfarin concentrations in the 

body leading to an increase in the INR of the 

patient.  According to the Natural Medicines 

Comprehensive Database, the interaction is rated as 

minor, with mild severity and the level of evidence 

is anecdotal.
5
  They still recommend being watchful 

of this combination.     

 

The list of interactions with marijuana is plentiful 

and not limited to warfarin.  It is important to 

remember to ask patients about their social history 

including the use of marijuana either for medicinal 

use or for recreational use.  At first, it can be 

difficult to ask these types of questions, but 

pharmacists must be able to freely communicate 

with their patients to provide the best care for their 

patients. 
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Diabetic Ketoacidosis in Pediatric Patients 
Valerie Elder, PharmD Candidate 2017, West Virginia University 
 

Introduction 

Diabetic ketoacidosis (DKA) is a serious complication of diabetes caused by the build-up of acids (ketones) in the 

bloodstream. It occurs as a result of the breakdown of fat to use as fuel in the presence of impaired peripheral glucose 

utilization due to insulin deficiency. DKA is the leading cause of morbidity and mortality in children with type 1 diabetes. 

Thirty percent of patients with type 1 diabetes initially present with DKA. The risk of developing DKA in their lifetime is 

approximately 1 – 10% per year. Clinical signs and symptoms of DKA include deep sighing (Kussmaul) respirations with 

breath that smells like acetone, irritability, polyuria, polydipsia, glucosuria, dehydration, tachycardia, tachypnea, nausea, 

vomiting, abdominal pain, confusion, drowsiness, and fatigue.  

 

Background 

While the physiology of DKA is the same in pediatrics and adults, it is inappropriate to assume that they can be treated in 

the same manner. Characteristics in children differ from adults in many ways. The younger the child, the more difficult it 

is to obtain the history of the classic triad of polyuria, polydipsia, and weight loss. Children are more likely to be 

misdiagnosed with viral gastritis, pneumonia, asthma, or bronchiolitis. Additionally, children are more sensitive to fluid 

and require greater precision in fluid administration because they have a higher metabolic rate and larger surface area 

relative to total body mass. Fluid requirements in children change as they grow. Cerebral and autoregulatory mechanisms 

are likely not as mature. This results in a greater severity at presentation due to less compensatory mechanisms. It also 

predisposes children to cerebral edema. 

 

DKA Risk Factors 

The table below describes the risk factors associated with developing DKA. It is important to be able to recognize these 

risk factors in patients. Recognition of risk factors in patients can lead to appropriate prevention strategies such as patient 

education and monitoring.  

 

Initial Presentation of Type 1 Diabetes Established Type 1 Diabetes 

• Age < 5 years (especially < 2 years) 

• Low socioeconomic status  

• Ethnic minority 

• Delayed diagnosis  

• Lower body mass index 

• Living in a country with a low prevalence of type 1 

diabetes 

• Poor metabolic control (higher A1C and insulin 

requirements) 

• Gastroenteritis (vomiting and dehydration) 

• Peripubertal and pubertal adolescents 

• History of psychiatric disorders 

• Limited access to medical circumstances 

• Inadvertent or intentional omission of insulin  

 

Diagnosis 

DKA can develop rapidly over 24 hours. Clinical signs and symptoms in combination with blood glucose > 200 mg/dL, 

venous pH < 7.3, bicarbonate < 15 mmol/L, ketonemia (BHOB > 3 mmol/L), and ketouria (moderate or large urine 

ketones > 2+) are diagnostic of DKA. DKA severity is determined by the degree of acidosis, as described in the table 

below. All of the factors listed above guide the patient specific steps necessary in the treatment of DKA.  

 

Classification Venous pH Bicarbonate 

Mild < 7.3, OR < 15 mmol/L 

Moderate < 7.2 < 10 mmol/L 

Severe <7.1 < 5 mmol/L 

 

Treatment 

The treatment goals of DKA include fluid replacement to correct dehydration and restore circulating volume, potassium 

deficit replacement, insulin therapy to restore blood glucose to near normal levels, acidosis resolution, and ketosis 
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reversal. The precipitating event should be identified and complications due to DKA and its treatment should be 

monitored for rapid treatment and prevention.  

 

Fluids 

Initial volume expansion should be initiated with 10 – 20 mL/kg 0.9% saline IV over 1 – 2 hours and should be repeated 

until perfusion is adequate, not exceeding 30 mL/kg.  Patients with moderate DKA are estimated to have 5 – 7% 

dehydration while severe patients are estimated to have 7 – 10% dehydration. Isotonic solution should then be given for at 

least 4 – 6 hours. The usual daily maintenance fluid requirement plus the estimated fluid deficit should be given at an even 

rate (not exceeding 1.5 to 2 times the usual daily maintenance requirement) over 48 hours. Tonicity should be reduced to 

0.45% saline after 4 – 6 hours.  

 

Fluid and Electrolyte Losses and Maintenance Requirements in DKA 

 Average (range) losses per 

kg 

24 hour maintenance requirements  

Water 70 mL (30 – 100) • < 10 kg: 100 mL/kg/24hrs 

• 11 – 20 kg: 1000 mL + 50 mL/kg/24hrs for each kg from 11-20  

• > 20 kg: 1500 mL + 20 mL/kg/24hrs for each kg > 20 

Sodium 6 mmol (5 – 13)  2 – 4 mmol  

Potassium 5 mmol (3 – 6) 2 – 3 mmol  

Chloride 4 mmol (3 – 9) 2 – 3 mmol  

Phosphate 1.5 mmol (0.5 – 2.5) 1 – 2 mmol  

 

Electrolytes 

Patients with DKA always have a potassium deficit due to hyperosmolality and insulin administration driving potassium 

back into the cells. Abrupt decreases in serum potassium concentration can cause cardiac arrhythmias, therefore, 

replacement prior to insulin administration is crucial. Potassium levels should be > 3.5 mEq/L before initiating insulin 

infusion. The potassium concentration should be 40 mmol/L, as 20 mmol/L of potassium phosphate and 20 mmol/L of 

potassium chloride or acetate, at a maximum rate of 0.5 mmol/kg/hr.   

 

Hypokalemic  Normal Serum Potassium Hyperkalemic 

K < 3.5 mEq/L K = 3.5 – 5 mEq/L K > 5 mEq/L 

 Start replacement at the time of 

initial volume expansion 

 Before insulin therapy 

 

 Start replacing potassium after 

initial volume expansion 

 Concurrently with insulin 

therapy administration 

 Defer until potassium 

concentration decreases to 

normal 

 

Severe hypophosphatemia is associated with DKA presentation and treatment. Phosphate replacement is not usually 

recommended. Severe hypophosphatemia associated with metabolic disturbances resulting in organ system dysfunction 

(metabolic encephalopathy, impaired myocardial contractility and diaphragm weakness, and muscle dysfunction) should 

be treated. Potassium replacement as potassium phosphate salts or combined with potassium chloride or potassium acetate 

is a safe alternative. 

 

Severe acidosis is reversible by fluid and insulin replacement. Fluids increase tissue perfusion and renal function which 

allows for increased excretion of organic acids. Insulin stops further ketoacid production and allows ketones to be 

metabolized, leading to an increase in bicarbonate. There has been no clinical benefit shown with bicarbonate 

administration and complications are associated with its use. Bicarbonate administration is associated with inadequate 

rehydration, hypokalemia, hypoglycemia, hyperchloremic acidosis, and cerebral edema. If the patient is severely acidotic 

(pH < 6.9) or has life-threatening hyperkalemia bicarbonate administration may be beneficial. If the decision to start 

bicarbonate is made, cautiously give 1 – 2 mmol/kg over 60 minutes. 
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Insulin 

Insulin administration is essential to restore normal cellular metabolism, normalize blood glucose concentration, and to 

suppress lipolysis and ketogenesis. An IV insulin bolus should not be used at the start of therapy. This is unnecessary, 

may increase the risk of developing cerebral edema, and exacerbate hypokalemia. A regular insulin infusion should be 

initiated at 0.05 – 0.1 unit/kg/hour IV 1 – 2 hours after starting fluid replacement therapy. The blood glucose 

concentration should be expected to decrease by 2 – 5 mmol/L/hr. The insulin infusion should be continued until 

resolution of DKA, not just normalization of blood glucose.  

 

Glucose 

Once blood glucose < 300 mg/dL or is falling > 90 mg/dL/hour, switch to a dextrose containing fluid (D5W1/2NS). A 

common method to do this is a two-bag system where one bag is hung with dextrose in saline and another bag is hung 

with just saline. This provides the ability to adjust the rate of the dextrose infusion to respond to changes in glucose while 

maintaining constant fluid administration. 

 

Complications 

Common complications of DKA and its treatment are cerebral edema, CNS complications, sepsis, acute renal failure, 

acute pancreatitis, ischemic bowel necrosis, thrombosis, and rhabdomyolysis. Cerebral edema accounts for 60 – 90% of 

all DKA related deaths and is more common in children. Only 7 – 14% of patients recover from cerebral edema without 

permanent neurological deficit. Risk factors for developing cerebral edema include younger age, new onset diabetes, 

longer duration of symptoms, more severe presentation, higher volumes of fluid given in the first 4 hours, and insulin 

administration in the first hour of fluid treatment.  

 

Prevention 

• Education on insulin therapy to encourage adequate glucose control 

o Consistent daily use of insulin and why it is important 

o Consequences of poor glycemic control: DKA, peripheral neuropathy, renal failure, cardiovascular risk, 

ocular degeneration, etc. 

• Assess obstacles to getting insulin therapy 

o Limited access to physicians due to remote living areas 

o Limited transportation options  

• Address any psychosocial issues 

o Parental inability to care for a child with complex medical needs 

• Insulin pump maintenance, monitoring, and education 

• Home measurement for ketones (urine or serum BOHB) 

• Education on recognition of DKA 

• Ensure that a responsible adult is administering insulin if necessary 
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PHARMACY MARKETING GROUP, INC  
 

 

AND THE LAW  

By Don. R. McGuire Jr., R.Ph., J.D. 
 

 
 
 
This series, Pharmacy and the Law, is presented by Pharmacists Mutual Insurance Company and your 
State Pharmacy Association through Pharmacy Marketing Group, Inc., a company dedicated to providing 
quality products and services to the pharmacy community. 
 
  

 CYBERSECURITY 
 
Cybersecurity continues to make the 
news and to be a source of concern for 
all business owners.  The recent 
WannaCry ransomware attack affected 
companies and governments in more 
than 150 countries.  Data breaches and 
cyberattacks also occur in healthcare.  
In Rhode Island, the car of an employee 
of the state’s largest health network was 
broken into and a laptop was stolen.  
The laptop contained sensitive 
information on about 20,000 of the 
network’s patients.  A healthcare 
provider in Texas had an unencrypted 
hard drive stolen.  The hard drive 
contained information (e.g., social 
security numbers, dates of birth, driver 
license numbers, insurance information, 
etc.) about its patients going back to 
2009.  It is critical for pharmacies to 
assess their data security and take 
steps to strengthen it. 
 
Stronger regulations are sure to come, 
but improvements to your data security 
now will minimize the chances that your 
pharmacy ends up as your community’s 
lead news story.  As an example, the 
New York Department of Financial 
Services recently promulgated new 
rules for cybersecurity of financial 

institutions.1  This includes banks, 
insurance companies, and other 
financial services institutions.  It does 
not apply to health care organizations or 
entities.  The regulations contain 15 
requirements for a cybersecurity 
program.  This article will not review all 
of them, but will address some that 
apply to the situations we have already 
seen. 
 
The regulations require penetration 
testing and vulnerability assessments.  
This would mean at least annual testing 
of firewalls and other portions of the 
overall cybersecurity program.  This 
should alert you to any shortcomings in 
your security and give you the 
opportunity to remedy them before an 
incident occurs. 
 
Also required is training and monitoring 
for your system’s users.  Training is an 
integral part of a security program 
because a leading cause of data 
breaches is the people using the 
system.  Phishing attacks and similar 
techniques succeed because they fool a 

                                            
1 23 NYCRR 500.00 to 500.23 
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user into allowing unauthorized access 
to the pharmacy’s data. 
 
Encryption is another important tool and 
New York’s regulation is going to require 
it.  The regulation requires that data be 
encrypted both while being transmitted 
(such as by e-mail) and also while 
resting on hard drive.  This requirement 
would help secure data that is physically 
taken, such as in the stolen laptop or 
server examples.  Many people think to 
encrypt data while it is in transit, but 
steps should also be taken while it is 
being stored. 
 
The regulation also requires that 
organizations periodically dispose of 
sensitive information no longer needed 
for business operations.  This will 
require the organization to assess the 
need to retain sensitive information and 
then follow their own policies and 
procedures to securely dispose of 
unneeded information.  This action may 
have mitigated the damage done when 
the hard drive containing seven years of 
data was stolen in Texas. 
 
The world continues to move toward 
more virtual and digital realms, so these 
challenges are not going away.  Dealing 
with data breaches is expensive.  Some 
studies estimate around $200 per 
record affected.  For the data of those 
20,000 patients on the laptop, this 
equates to around $4 million.  And this 
doesn’t take into account your 
reputational damage.  The pharmacist-
patient relationship is built on trust and 
data breaches will seriously damage 
these relationships.  Ransomware can 
also be devastating to your pharmacy.  
Having your system held hostage until 
you pay the ransom (or can re-construct 
your system from back-ups) will, at a 
minimum, inconvenience your patients.  
It may cause them to question whether 

they should share their personal 
information with you.  
 
There is no reason to wait for a law or 
regulation to be passed before shoring 
up your data security.  You are already 
holding sensitive patient information and 
there are already numerous threats out 
there in cyberspace.  A cyber incident 
can cause significant financial and 
reputational damage to your practice.  
This is not the time to take an ostrich 
approach to your data security. 
 
  
 

© Don R. McGuire Jr., R.Ph., J.D., is General 
Counsel, Senior Vice President, Risk 
Management & Compliance at Pharmacists 
Mutual Insurance Company. 
 
This article discusses general principles of law 
and risk management.  It is not intended as legal 
advice.  Pharmacists should consult their own 
attorneys and insurance companies for specific 
advice.   Pharmacists should be familiar with 
policies and procedures of their employers and 
insurance companies, and act accordingly. 
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