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Marilyn Osterhaus
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Vicki Schmidt
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Frank McGrady
Maine

Matthew Shimoda
Maryland

Adele Pietrantoni
Massachusetts

Gary Kadlec
Michigan

Karen Bastianelli
Minnesota

Randy Calvert
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Missouri

Todd Koepp
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Charles Krobot
Nebraska

Diana Quach
Nevada
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Bradley Arthur
New York

Dennis Williams
North Carolina

Dewey Schlittenhard
North Dakota

Nnodum Iheme
Ohio

John Crumly
Oklahoma

Michele Belcher
Oregon

Janet Astle
Pennsylvania

Lucia Garcia-Carmona
Puerto Rico

Anita Jacobson
Rhode Island

Wayne Buff
South Carolina

Donald Frank
South Dakota

Doug Duncan
Tennessee

Roger Fitzpatrick
Utah

The “Bowl of Hygeia”

2019 Recipients of the “Bowl of Hygeia” Award

The Bowl of Hygeia award program was originally developed by the A. H. Robins Company to recognize pharmacists across the nation 
for outstanding service to their communities. Selected through their respective professional pharmacy associations, each of these 
dedicated individuals has made uniquely personal contributions to a strong, healthy community. We offer our congratulations and thanks 
for their high example. The American Pharmacists Association Foundation, the National Alliance of State Pharmacy Associations and the 
state pharmacy associations have assumed responsibility for continuing this prestigious recognition program. All former recipients are 
encouraged to maintain their linkage to the Bowl of Hygeia by emailing current contact information to awards@naspa.us. The Bowl of 
Hygeia is on display in the APhA History Hall located in Washington, DC.
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Kimberly Wright
Virginia

In Memoriam:
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Board Members 

Ashley Schaber, President & Co-Treasurer 

729-2154, arschaber@anthc.org

Anchorage

Gretchen Glaspy, President-Elect 

405-761-2239, gglaspy@bartletthospital.org

Juneau

Adele Davis, Past President 

463-4031, adelecgarrison@gmail.com

Juneau

Michelle Locke, Secretary 

729-2173, mlocke386@gmail.com

Chugiak

Amy Paul, Co-Treasurer 

830-312-0525, paulamy@isu.edu

Anchorage

Catherine Arnatt 

443-243-6782, carnatt@southcentralfoundation.com

Anchorage

James Bunch 

982-3864, j.bunch@msrmc.com

Wasilla

Nancy Frei 

713-444-9885, freinancy@gmail.com

Fairbanks

Courtney Klatt 

351-3173, cmklatt@anthc.org

Anchorage

Cate Kowalski 

650-7680, ckowalski@gci.net

Petersburg

Megan Myers 

717-858-3965, mmyers@nshcorp.org

Nome

Chris Sperry 

cjberginsperry@gmail.com 

Brennon Nelson, Appointed Technician 

444-7379, brennon.nelson@providence.org

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

2020 Calendar of Events 

September 26  MARK YOUR CALENDAR 

AKPhA Academy of Health- 

System Pharmacy 5th Annual 

Fall CE Conference, Alyeska 

February 12-14, 2021 MARK YOUR CALENDAR 

AKPhA Annual Convention 

Hilton 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 Room 2281 

Providence Infusion Ctr, 3851 Piper Street, Anchorage 

Possible Schedule Updates Pending COVID-19: 

May 19 New Oncology Drug Approvals 

June 9 Multiple Myeloma 

July 7 Upper GI and Colorectal and  

Anal Cancer 

Articles In This Issue 

 Antibiotic Duration in Uncomplicated Cystitis and

Outpatient Pyelonephritis

 Key Takeaways from the 2020 AKConnect! Roundtables

 Opportunity for Healthcare Practitioner Loan Repayment

for State Fiscal Year 2020 (SHARP)

 My Experiences as an Alaskan APPE Student

 Rx and the Law—The Supreme Court and PBM Regulation

 Continuing Education Home Study Article Series

Articles and information for future Alaska Pharmacy Newsletters can be 

e-mailed to akphrmcy@alaska.net 
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PRESIDENT'S MESSAGE 
Ashley Schaber, PharmD, MBA, BCPS, NCPS (USPHS / ANMC) 

What a difference two months can make!  It was great 

seeing so many of you at our February Annual 

Convention in Anchorage.  The changes that have 

occurred since then make me appreciate face-to-face 

interactions even more.   I am writing this on April 5, 

2020, and I anticipate things may be even more different 

in Alaska by the time you read this article.  

COVID-19 has impacted everyone in the United States, 

including Alaska, in some way.  You may be providing 

new products (compounded hand sanitizer, for example) 

or providing services in different ways (drive 

through/delivery services vs walk-up; or telehealth 

services).  You may be serving in different roles as your 

organization plans for a surge in patients, or you may be 

learning new skills to help your colleagues in this time 

of need or to teach your children in a homeschool 

environment.  Internally at AKPhA we are approaching 

normal operations in differing ways, as many of you 

may also be doing.  We are moving to a video  

conference platform for our monthly Board meetings; 

we are planning our annual Board retreat and training to 

be via video conference; and we are looking at more 

electronic and efficient ways to accomplish Treasurer 

duties.  Change is among us, and we are embracing it not 

only during the COVID-19 pandemic but also as an 

improvement for the Association moving forward. 

The Alaska Pharmacists Association wants to support 

you as members, your businesses, and general pharmacy 

well-being during these trying times.  Our state 

leadership has requested that all professional healthcare 

boards review their scopes of practice and ensure that 

healthcare professionals are practicing at the top of their 

scopes as we prepare for COVID-19 in Alaska.  This 

includes pharmacists and pharmacy technicians.  Our 

Association is supporting changes to benefit healthcare 

in our state and you as members.  Our Legislative 

Committee remains active, even with this year’s session 

on indefinite recess in Juneau.  We are creating a list of 

pharmacists and technicians who are willing to help 

others during this time if needed; we are sending a 

survey to assess needs among pharmacies during this 

time; and we are continuing to advocate for change both 

within the state and nationally that will help our patients 

and profession.  Our relationships with other professions 

in the state, our state Board of Pharmacy, state and 

national legislators, and national associations are 

paramount during this time.  Your ideas matter:  please 

reach out and share your thoughts on how we can 

support you to better provide care during this time. We 

will continue to ensure your voice is heard.   

I encourage you to use this time to reflect, connect, and 

recharge personally.  My family has embraced the 

“Hunker Down” change and are using it to re-direct our 

focus; we have new routines and are learning new 

activities as a family.  Our priorities as individuals, 

families, and as a profession matter to the care we 

provide patients daily.  We cannot care for our patients if 

we do not care for ourselves and our own well-being, 

and that starts at home.  As we approach spring, I am 

reminded and reassured of hope and resilience.  The 

Alaska pharmacy community is strong, and we will 

continue to support each other during this time.  Stay 

well and focused as we pull together while socially 

distanced apart! 

Photo courtesy of Steve Schaber 
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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. 

EMERGENCY REGULATIONS, COVID-19 
On March 27, 2020, the Board of Pharmacy adopted, as 

an emergency regulation, changes in Title 12, Chapter 

52, of the Alaska Administrative Code. The emergency 

regulations deal with pharmacist duties, interns, 

technician with national certification, renewal, shared 

pharmacy services, prescriptions, emergency 

preparedness, and definitions.   

The emergency regulation changes were filed by the 

Lieutenant Governor on April 3, 2020, and take effect 

immediately. Please click HERE to see the filed 

emergency regulations version.  

PUBLIC NOTICE—PROPOSED REGULATIONS 

CHANGES  The Board of Pharmacy proposes to make 

permanent regulation changes made by emergency 

regulation relating to the practice of pharmacy under the 

authority of AS 08.80 and 12 AAC 52, including 

pharmacist duties, pharmacy interns, pharmacy 

technicians, pharmacy technician with national 

certification, license renewal, shared pharmacy services 

during emergency, refills, labeling, prescriptions by 

electronic transmission, transfer of a prescription drug 

order, substitution, emergency preparedness, 

independent administration of vaccines and related 

emergency medications, and definitions.  

 Proposed Regulations

 Proposed Regulations FAQ

Q: How long will the emergency regulations be in 

effect? 

A: Emergency regulations are in effect for 120 days and 

will end on July 31, 2020. The companion regulations 

noted above propose to make permanent changes. 

Q: Will I be able to provide public comment? 

A: Yes, written public comments can be accepted 

now until 4:30 p.m. on May 15. Please send your 

comments to: 

RegulationsAndPublicComment@Alaska.Gov  

Q: When will the pharmacist emergency permit 

application be available? 

A: The pharmacist emergency permit application page 

(08-4032f) exists within the pharmacist application, and 

can be found in the Application & Forms section at 

pharmacy.alaska.gov.  

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 

2021 Convention Volunteer Needed 

Academic/UAA  Kellie Rasay  

Student  rasakell@isu.edu 

Academy of Health- Gretchen Glaspy, 

System Pharmacy   gglaspy@bartletthospital.org 

Community Affairs Kathryn Sawyer, 763-772-8559 

Social Media ksawyer@nshcorp.org  

Scholarship Catherine Arnatt, 443-243-6782 

carnatt@scf.cc  

Membership James Bunch, 982-3864 

j.bunch@msrmc.com

Awards  Volunteer Needed 

Technician Advocacy Brennon Nelson, 444-7379 

brennon.nelson@providence.org 

Board Nominations Adele Davis 

adelecgarrison@gmail.com 

Newsletter Advertising Sara Supe, 740-975-9656 

s-swick.1@onu.edu 

 Treasurer's Report  Balances as of 4/13/2020 

Checking $    71,442.68 

Jumbo Money Market $    97,746.75 

TOTAL  $  169,189.43 
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Committee Reports    

Scholarship Committee 

SILENT AUCTION—The scholarship silent auction 

held during the AKPhA Annual Convention in February 

raised $4,155 from auction items.  Additional donations 

received at convention and throughout the year bring 

the total in the scholarship fund to $4,880. 

AKPhA thanks the committee for coordinating the 

auction and the following generous item donors:  

Alaska Railroad Robert Albertson 

Kristin Allmaras ANMC Pharmacy 

Cathy Arnatt  Bella Luce Portraits 

Kari Bernard  Eric Burke 

Della Cutchins  Adele Davis 

Nancy Frei Gretchen Glaspy 

Teresa Hall  Ursula Iha 

Martie Lamont Michelle Locke 

Katie McKillip Dan Nelson 

Mike & Theresa Pendorf Ashley Schaber 

SCF Pharmacy Margaret Soden 

Sara Supe Dirk White 

SCHOLARSHIP RECIPIENTS 
AKPhA annually awards scholarships to Alaskan 

students actively pursuing careers in pharmacy based on 

their achievements and service to their profession and 

community.  This year's recipients were: 

Benjamin Undurraga (Juneau) 

Pre-Pharmacy Scholarship 

Ashley Bolyard (Juneau) 

Honorable Mention, Pre-Pharmacy Scholarship 

Corrie Black (Anchorage) 

Francis C. Bowden Memorial Scholarship 

Corrie's article reflecting on 

current trends in pharmacy follows. 

Antibiotic Duration in 

Uncomplicated Cystitis 

and Outpatient 

Pyelonephritis  
Corrie Black, PharmD Candidate 

UAA/ISU Pharmacy Program 

There is growing evidence supporting shorter durations 

of antibiotic therapy in uncomplicated cystitis and 

pyelonephritis to minimize antibiotic resistance, adverse 

events and infection reoccurrence.   

Data from the early 2000’s were incorporated in the 

2011 Infectious Disease Society of America (IDSA) 

guidelines that highlighted >90% cure rates with 

nitrofurantoin x 5 days, fluoroquinolones x 3 days, and 

beta-lactams x 3-5 days in females with uncomplicated 

cystitis. In pyelonephritis, these guidelines also 

identified fluoroquinolones x 5-7 days being effective 

compared to traditional 14 day antibiotic courses that 

were associated with greater rates of resistance, 

Clostridioides difficile (C diff) infections, and increased 

risk for serious adverse events.
1
  Newer data has since 

confirmed these recommendations in pyelonephritis and 

provided further insight into appropriate antibiotic 

durations in unique situations not previously addressed, 

including women with diabetes and men with 

uncomplicated cystitis.   

Regarding pyelonephritis, two major studies, published 

since the 2011 guidelines, have identified shorter 

durations (5-7 days) of fluoroquinolones as non-inferior 

to longer durations (10-14 days) in middle age women.  

One prospective, multi-site randomized, double blind, 

non-inferiority trial compared oral ciprofloxacin 500 mg 

twice daily for 7 versus 14 days in women with 

community acquired, acute pyelonephritis.  The majority 

of urinary isolates revealed Escherichia coli (E. coli) 

with 27% of participants having positive blood cultures 

and 17% initially receiving intravenous doses of 

ciprofloxacin.  Results from this study found clinical 

cure in 97% of patients treated for 7 days versus 96% 

treated for 14 days (-0.9% difference, 90% CI -6.5 to 

4.8, p=0.004) and long term cure rates were equal for 

both study groups (-0.3% difference, 90% CI -7.4 to 7.2, 

p= 0.015).
2
 The other study tested non-inferiority of 

fluoroquinolones in acute, community acquired 

pyelonephritis with 5 days versus 10 days of oral 

levofloxacin 500 mg daily or ofloxacin 200 mg twice 

daily.  This study was prospective, multi-site, 
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randomized, open-label and included 68 female patients 

with confirmed pyelonephritis, 97.7% with urinary 

isolates of E coli and 3.4% with positive blood cultures.  

This study found similar cure rates at day 10 and day 30 

between both groups (93% versus 97.7% at day 10, 

p=1.00; and 100% for both groups at day 30, p=1.00).
3
   

Results from these two trials are consistent with past 

literature, including key trials, that also enrolled male 

participants, finding shorter antibiotic courses non-

inferior to longer courses in complicated urinary tract 

infections and pyelonephritis.
4, 5

  

Furthermore, unique populations have been studied and 

found to benefit from shorter antibiotic durations in 

uncomplicated cystitis.  One large, retrospective study 

conducted at Baylor Medical School in 2017, identified 

a trend for longer antibiotic durations in women with 

cystitis and comorbid diabetes that ironically correlated 

to an increased risk for early cystitis reoccurrence when 

treatment durations were greater  than 5 days compared 

to 5 days or less (OR 2.17, 95% CI 1.07-4.41).
6
   

Similarly, a recent study found 7 day antibiotic courses 

sufficient in men with uncomplicated cystitis and found 

more than double infection reoccurrence rates with 

longer antibiotic durations (> 7days) in a subgroup of 

patients with fewer complications (i.e. no anatomical 

abnormalities, catheterization, or immunosuppression; 

OR 2.62, 95% CI 1.04-6.61).
7
  This observational study 

has prompted a randomized, controlled trial comparing 7 

versus 14 day antibiotic therapy for urinary tract 

infections in men that is currently underway
8
 and is 

consistent with other previous trials finding antibiotic 

durations longer than 7 days do not provide a protective 

benefit in infection reoccurrence rates
7
 and 

fluoroquinolone durations of 5 days being as effective as 

10 days.
10

 It has been suggested that the longer durations 

may alter normal urogenital flora thus predisposing 

patients to unnecessary treatment failure as observed in 

these trials.  

Shorter antibiotic durations have been incorporated into 

the Alaska specific Urinary Tract Infection Treatment 

Guidelines published by the Alaska Antibiotic 

Stewardship Collaborative (A2SC) in November of 

2018.  These recommended durations reflect the latest 

literature that supports shorter durations of therapy to 

prevent collateral damage and treatment failure (Table 1) 

in conjunction with antibiotic susceptibility specific to 

Alaska. These guidelines, along with other antibiotic 

stewardship resources can be found at 

https://www.ashnha.com/antimicrobial-stewardship/.  

Table 1: Antibiotic durations for urinary tract infections 
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1. Gupta K, Hooton T, et all. International Clinical Practice 

Guidelines for the Treatment of Acute Uncomplicated Cystitis and

Pyelonephritis in Women: A 2010 Update by the Infectious 
Diseases Society of America and the European Society for 

Microbiology and Infectious Diseases. Clinical Infectious

Diseases, 2011; 52(5):e103-120. 
2. Sandberg T, Skoog G, Bornefalk Hermansson A, et all.

Ciprofloxacin for 7 days versus 14 days in women with acute 

pyelonephritis: a randomised, open-label and double-blind, placebo 
controlled, non-inferiority trial. Lancet, 2012; 380:484-90.

3. Dinh A, Davida B, Etienne M, Bouchand F. Is 5 days of oral 

fluoroquinolone enough for acute uncomplicated pyelonephritis? 
The DTP randomized trial. Eur J Clin Microbiol Infect Dis; 2017 

36:1443–1448.
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of complicated urinary tract infections and acute pyelonephritis.
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750 mg once daily for 5 days versus ciprofloxacin 400 mg and/or 
500 mg twice daily for 10 days in the treatment of acute 

pyelonephritis. Curr Med Res Opin, 2008; 23: 2637–2645. 
6. Grigoryan L, Zoorob R, Wang H, et al. Less workup, longer 

treatment, but no clinical benefit observed in women with diabetes

and acute cystitis. Diabetes Res Clin Pract, 2017; 129:197–202. 
7. Germanos, George J et al. No Clinical Benefit to Treating Male 
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8. ClinicalTrials.gov. Seven vs. 14 days treatment for male urinary 

tract infection Available at: 
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9. Drekonja DM, Rector TS, Cutting A, Johnson JR. Urinary tract
infection in male veterans: treatment patterns and outcomes.

JAMA Intern Med, 2013; 173:62–8. 

10. Mospan GA, Wargo KA. 5-Day versus 10-Day Course of 
Fluoroquinolones in Outpatient Males with a Urinary Tract

Infection (UTI). J Am Board Fam Med, 2016; 6:654-662. 

Cystitis 

Nitrofurantoin 5 days 

or Cephalexin 7 days 

or Ciprofloxacin (second line) 3 days 

Pyelonephritis 

Ceftriaxone and 1 dose 

Cephalexin 10-14 

days 

or Ciprofloxacin (second line) 7 days 

Exam Statistics, July through December 2019 

Number of Alaska Candidates: 47 

Number of Passing Candidates:  31 

Passing Rate:  66% 

National Average Passing Rate: 58% 

CONGRATULATIONS ALASKAN TECHNICIANS! 
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Pharmacists Mutual Insurance Company 
808 Highway 18 W | PO Box 370 | Algona, Iowa 50511
P. 800.247.5930 | F. 515.295.9306 | E. info@phmic.com

phmic.com

CONGRATULATIONS 
2020 SCHOLARSHIP WINNERS

AMNA PARACHA University of Maryland Eastern Shore

BENJAMIN HIGHTOWER University of Georgia

BROOKE HENRIKSEN California Health Sciences University

JADA JENSEN University of Wyoming

EMILY BRUNSON University of Texas at Austin

LAUREN BREWER University of Georgia

JOHNNY ALEXANDER University of Texas at Austin

JULIA ANNIS University of Rhode Island

KAYLA LELAND Washington State University

MICHAEL DANILOV University at Buffalo

MASON SYKES Samford University

MORGAN PLATTA University of Wisconsin–Madison

LESLIE VO University of Texas at Austin

ROBERTO NAVA University of California-San Diego

NEVIN RADECHEL Drake University

RAEANN KILGORE University of Missouri–Kansas City

SARAH HENDERSON Virginia Commonwealth University

STEPHANIE MARTIN Drake University

STEPHANIE LUKEVICH South University

BRIANNA SMITH William Carey University

Pharmacists Mutual is proud to support 
students who are interested in serving in 
an independent or small chain community 
pharmacy or an underserved geographic 
or cultural community. Each student listed 

received a $2,500 scholarship. 

ACCEPTING APPLICATIONS 
FOR 2021 SCHOLARSHIP 

October 1, 2020 - December 1, 2020
https://www.phmic.com/scholarship/



Committee/Academy Reports 

AKPhA Academy of  

Health-System Pharmacy 

Gretchen Glaspy, Chair  

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 has partnered with ASHP to meet this mission since 

its formation in 2014.  

Executive Committee Update   

The next Fall CE Conference is set for Saturday, 

September 26th at Alyeska. The call for speakers will go 

out this month.  We are working on establishing a CV 

review program. The applications are expected to be 

available on the AKPhA website this summer. Please 

consider being a mentor.  We are looking into options 

for hosting a forum/message board through the AKPhA 

website. 

COVID-19 Resources 

ASHP: https://www.ashp.org/Pharmacy-

Practice/Resource-Centers/Coronavirus 

AKPhA: https://alaskapharmacy.org/2020/03/covid-19-

response-pharmacy-guidance/ 

ASHP House of Delegates  

Fifteen policies were voted on during the March House 

of Delegates. Ten policies were passed, three 

discontinued, and two policy recommendations will be 

further considered during the June House of Delegates. 

Alaska’s delegates are Ursula Iha and Gretchen Glaspy. 

Policies that passed: 

 Safety and Effectiveness of Ethanol for Prevention

or Treatment of Alcohol Withdrawal Syndrome

 Excipients in Drug Products

 Anticancer Treatment Parity

 Evaluation of Abuse-Deterrent Drug Mechanisms

 Quality Consumer Medication Information

 Pharmacist's Leadership Role in Anticoagulation

Therapy Management

 Use of Surrogate Endpoints for FDA Approval of

Drug Uses

 Health-System Facility Design

 Role of the Pharmacy Workforce in Identifying and

Caring for Victims of Human Trafficking

 Use of Two Patient Identifiers in the Outpatient

Setting

Discontinued policies: 

 Definition of Meaningful Use of Health Information

Technology

 Prescription Drug Abuse

 Medication Errors and Risk Management

Policies requiring further consideration: 

 Gabapentin as a Controlled Substance

 Staffing for Safe and Effective Patient Care

Educational Opportunity 
ASHP is offering their Critical Care Review Course, 

Exam, & Core Therapeutic Modules Package for FREE 

using code COVID-19 through May 31. This course is 

normally $425 for ASHP members/$625 for non-

members. 

http://elearning.ashp.org/products/7612/critical-care-

pharmacy-review-course-pract-exam-and-core-

therapeutic-modules-package-cert-l199186 

Mark Your Calendars! 

5th Annual AKPhA Academy of 

Health-System Pharmacy 

Fall CE Conference

September 26, 2020 

Hotel Alyeska 

Call for Presentations 

If you are interested in being a speaker, please complete 

our online form by June 15th at: 

https://alaskapharmacy.org/2020/04/call-of-

presentations-fall-ce-conference/ 

Conference Chair Angharad Ratliff 

ratlangh@isu.edu 

More information will be posted on our 

website later this summer. 
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Committee/Academy Reports 

Key Takeaways from 

the 2020 AKConnect! 

Roundtables 
Ashley Schaber, PharmD, MBA, 

BCPS and Michelle Locke, PharmD 

The 2020 AKPhA Annual Convention hosted a live CE 

roundtable session to facilitate information exchange and 

networking while addressing current pharmacy issues 

that face the profession nationally and within the state of 

Alaska.  Below is a summary of the topics covered 

during the session and key takeaways from pharmacists 

and technicians.  We encourage you to draw from these 

takeaways to implement changes to your practice and 

advance the profession of pharmacy. 

1. ACCREDITATION: Being prepared is key.

Develop sustainable SOPs that will prepare you for

accreditation and are easily modified based on

accreditation recommendations. Work with other

facilities to share knowledge. Consider an outside

consultant or mock accreditation visit to help you

prepare.

2. ADVANCED TECHNICIAN CERTIFICATIONS:

Certification standards vary by state and

organization.  Know what your state and

organization require.  Continually look at

accreditation bodies for new certifications and

trainings available. PTCB is offering an advanced

certification for technicians who pass an additional

set of specialized exams.

3. PROVIDER STATUS: Provider status in Alaska is

making significant progress.  It is vital that

pharmacists who obtain provider status are able to

appropriately bill Medicaid. Concerns exist for how

urban vs. rural providers will be able to obtain

provider status and meet the requirements for billing.

4. RETAIL TECHNICIAN CHALLENGES: The

struggle remains constant in this environment due to

frequent turnover, decrease in available

hours/overlap, buyouts from larger corporations and

inexperienced applicants. The focus should not be on

corporate up-sale services but rather on patient care

and safety. This is an ongoing issue for the

profession.

5. ANTIBIOTIC STEWARDSHIP: A local

antibiogram for your area and patient population is

key to providing appropriate recommendations. The

A2SC – ASHNA website has an Alaska statewide

antibiogram.  Utilizing key guidelines, such as

IDSA, can aide in clinical recommendations.

Challenges exist in how to develop and implement

smaller programs.

6. PHARMACY BILLING: Pharmacy billing and

coding is a very complex process that will require a

significant amount of training to be performed

correctly.  Additionally, billing varies by state and

it’s important to know your state requirements.

When provider status is achieved it may be useful to

seek billing specific training for pharmacists.

7. ROOT CAUSE ANALYSIS: Underreporting

continues to be an issue due to the length of time it

takes to complete reports and staffing.  Reports

should be simplified and then expanded on if needed

by a Medication Safety Committee. Encourage

employees to report events and have a culture that is

non-punitive.

8. IMMUNIZATIONS: Technician roles are expanding

and proper training is needed to ensure compliance

and avoid waste. Delegating immunizations to

technicians can free up pharmacist time to focus on

other patient care roles.

9. INDEPENDENT AND CHAIN PHARMACIES:

This pharmacy setting is considered the provider of

all practices. Pharmacists offer services on a daily

basis that extend beyond just dispensing.  The

mindset of pharmacists in this setting must change

from a role of just dispensing to where the

knowledge provided is recognized and reimbursed.

10. LEADERSHIP: It’s important to set personal goals

as well as professional goals. Building relationships

with your colleagues and across departments can

help to align your professional goals with your

organization. See people as people. Consider

advanced trainings or certificates in a variety of

leadership avenues.

11. PAIN MANAGEMENT: Pain management is

multifactorial and pharmacists are on the frontline.

Specialists (perhaps pharmacists) are often needed to

help develop a reasonable plan with patients and

establish a long-term relationship.
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12. USP 797/800: Pharmacies, both retail and

institutional, are encouraged to perform a risk

assessment to determine areas that will need to be

updated to new compliance standards. Retail settings

who are less familiar with USP regulations should

seek further trainings or aid from other pharmacies

on the new compliance standards.

13. PRECEPTORSHIP: Strong, regular, constructive

feedback is key.  If you don’t know what you’re

doing wrong, how can you do it right? Expectations

on when and how feedback occurs should be

determined early on in the relationship. It is easy to

focus on things that need improvement, but also

equally focus on things that are being done well.

14. PROJECT MANAGEMENT: Project management

can be considered how to effectively structure chaos.

It’s easier to find a project leader if that person is

passionate about the issue.  Make sure to engage

these people in the entire process to feel vetted and

valued.  Passion and engagement can help you and

your department overcome roadblocks.

15. ADVANCED PHARMACIST CERTIFICATIONS:

There are a variety of advanced certifications for

pharmacists.  Work with your own passion,

specialty, and organization to determine which path

is right for you.  Consider finding a mentor who can

guide you to the appropriate certification or aid you

in preparing for the exam you choose.

Opportunity for 

Healthcare Practitioner 

Loan Repayment for 

State Fiscal Year 2020 
The Alaska Department of Health and Social Services (DHSS) announces a new SHARP-1 loan repayment opportunity 

for selected healthcare practitioners in State Fiscal Year 2020.  This is our standard SHARP applicant-solicitation.   

Availability of Applications  

The clinician application form and the employer application form for this solicitation will be available from Friday 5/1/20 

through Friday 7/10/20 at 5:00 pm.  On 5/1/20 and thereafter, all instructions regarding how to receive and complete the 

SHARP application will be web-posted to http://dhss.alaska.gov/dph/healthplanning/pages/sharp. Thereafter, during 

August 2020, Alaska’s SHARP Council will convene in publicly noticed meeting(s) to review and select from the 

resulting pool of eligible applicants.   

SHARP-1 Employer (Site) Application 

During this solicitation, we anticipate that many healthcare agencies will be found eligible; including private non-profit 

and public (government) healthcare sites, (for-profit entities are not eligible).  Examples include, but are not limited to, 

community health centers, critical access hospitals, community mental health (behavioral health) clinics, tribal health 

entities, drug treatment facilities, long-term care facilities and others.  For a site to be classified as eligible-to-apply, the 

site must at least either have the designation of, or be within, a federal Health Professions Shortage Area (HPSA).  Any 

interested party can learn whether any specific locality and/or facility has a HPSA designation by going to the following 

website: https://data.hrsa.gov/tools/shortage-area/hpsa-find 

o All employer applicants must sign and endorse a provided attestation page on the SHARP website.

o All agencies interested in participation must apply during this application cycle, regardless of whether such

agencies have applied in the past.

SHARP-1 Practitioner (Clinician) Application  

Eligible SHARP-1 practitioner occupations are grouped into two tiers. Tier-1 includes Doctor of Allopathic Medicine 

(M.D.); Doctor of Osteopathic Medicine (D.O.); Dentist (D.D.S. or D.M.D); and Pharmacist.  

o Application forms will be available on the SHARP website from 5/1/20 through 7/10/20 at 5:00 pm.

o The date of submission (within the eligible range) is not relevant in the prioritization process.

o SHARP does not use a “first come, first served” approach for either the review and/or selection of applicants.
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2020 Award Recipients

Several members were selected for awards during the Alaska Pharmacists Association 

February Annual Convention in Anchorage: 

Michelle Locke, with the Alaska Native Medical 

Center, (pictured on right with presenter Christina 

Eldridge), received the Distinguished Young 

Pharmacist Award.  This award is presented annually 

by Pharmacists Mutual to a pharmacist who received an 

entry degree in pharmacy less than ten years ago in 

retail, institutional, managed care or consulting 

pharmacy, and who has actively participated in national 

pharmacy associations, professional programs, state 

association activities and/or community service.   

The ANTHC 

Pharmacy 

Compliance 

Team received 

the Excellence in 

Innovation 

Award. This 

award, 

coordinated by 

the National 

Alliance of State 

Pharmacy 

Associations and 

generously 

sponsored by Upsher-Smith Laboratories, Inc., 

recognizes pharmacists who meet the challenge of 

providing quality, cost effective care in a rapidly 

changing health care environment with creative new 

solutions.    

Teresa Matthews with Southcentral Foundation 

(pictured on left with presenter Brian McKnight), 

received the Pharmacy Technician Award.  This award 

recognizes a pharmacy technician currently employed in  

an Alaskan pharmacy who has demonstrated outstanding 

service both in their profession and community.   

Rod Gordon 
with Great Land 

Infusion 

Pharmacy 

(pictured on left 

with Tom 

Wadsworth, 

middle, and 

student Jose 

Lopez on right), 

received the 

UAA/ISU Community Preceptor of the Year Award.  

Angharad Ratliff (pictured on left below with Tom 

Wadsworth, 

middle, and 

student Nana 

McMillan on 

right), 

received the 

UAA/ISU 

Institutional 

Preceptor of 

the Year 

Award.   
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National USPHS 

Award Received by 

Anchorage Student 
Congratulations to P2 student 

Talethia Bogart, winner of a 

USPHS Excellence in Public 

Health Pharmacy award for her 

Emergency Preparedness 

Project, which developed a 

framework utilizing the 

organizational structure of pharmacy student leaders to 

collect and disseminate pharmacy information during 

natural disasters and unforeseen events.  Talethia was 

also recognized for her significant effort organizing 

student patient outreach activities with the annual 

Assisted Living Home Immunization Project, and annual 

Prince William Sound Traveling Health Fair.  This is the 

second consecutive year an Anchorage student has 

received this prestigious award, and we’re proud to see 

Talethia’s hard work and dedication honored. 

Top 10 Residency Match Rate 
Phase I Residency Match Rates were announced March 

13
th
 and Idaho State University College of Pharmacy 

students secured a 73% match rate, retaining the 

school’s spot in the top 10 for Pharmacy School 

residency placements in the country.  Anchorage 

students faired even better with a 100% match rate.   

UAA/ISU Doctor of Pharmacy Program 

Goes the Distance 
With technology already a significant part of the 

program’s infrastructure, the shift to a distance model 

was fairly painless for the school’s curriculum.  

However, students face the same social distancing 

challenges the rest of us do, learning from home with 

potentially significant distractions, isolation, health 

complications for themselves or family, and more. 

The school recognizes continuing to progress in the 

current environment can be an overwhelming 

undertaking, but we are committed to working with 

students on a whole and individually, ensuring they 

make it through the remainder of the semester and what 

lies beyond.  School organized activities outside the core 

curriculum have been reduced or eliminated, giving the 

students time to focus on coursework, family, and 

health.  Faculty and staff are dedicated to being more 

available than ever, with personal cell numbers freely 

given and Zoom meetings ready to connect. Organized 

social hours are a chance to come together in a casual 

virtual atmosphere, and the distance between sites seems 

smaller than ever as we connect with each other from the 

comfort of home. 

You may still run into pharmacy students dedicating 

personal time to the COVID-19 response.  Many of them 

contain a powerful urge to continue to serving the needs 

of public health outside of their school work, and PPSA-

ASP leaders are coordinating student volunteers with 

outbreak response teams. 

Upcoming end-of-the-year festivities, including the 

inaugural commencement of the first class of pharmacy 

students, have been postponed.  We are considering how 

best to celebrate these students and we look forward to 

sending a future announcement once arrangements are 

made.  

Zoom classrooms are up and running, bringing distant 

classmates closer than ever 

Thank You Preceptors 
To our preceptors, “Thank You” isn’t enough.  Many of 

you fought to keep scheduled experiential rotations, and 

while ultimately safety policies prevented students on 

site, we recognize it’s because you and your teams have 

the heroic task of dealing with the COVID-19 outbreak.  

The school was glad to donate the program’s masks, 

gloves, and gowns to the city as part of the organized 
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support of front-line workers’ safety and we hope some 

make it your way.  You are in our thoughts, and we wish 

you health, safety, and strength in the coming times.   

UAA/ISU Doctor of Pharmacy Program donates PPE supplies 

to COVID-19 response 

Risk Mitigation: Role of Pharmacists in 

Providing Life Saving Treatment  
Renee Robinson, Tom Wadsworth,  

Elaine Nguyen, Cathy Oliphant  

In 2019, Alaska Department 

of Health and Social 

Services (DHSS), Office of 

Substance Misuse and 

Addiction Prevention 

received a grant to improve 

opioid prevention and 

management strategies. 

DHSS partnered with the 

UAA/ISU College of 

Pharmacy on a quality 

improvement project to 

better understand current 

naloxone administration and 

prescribing by pharmacists, 

identified known and 

unknown barriers to naloxone provision, and explore 

current administrative/legislative barriers to 

sustainability and expansion of opioid use disorder 

management and risk mitigation by pharmacists.  

Pharmacists have the necessary clinical training to 

provide risk mitigation therapy and education to patients 

across the state; however, additional interdisciplinary CE 

programs focused on soft-skill development, 

documentation and billing training to support 

sustainability, technology and personnel are needed to 

expand pharmacist prescribing and dispensing of 

naloxone. Legislator(s) supports are required to 

operationalize billing for already approved services 

within the scope of pharmacist practice. Reimbursement 

for these clinical services is needed to ensure patient and 

family access, as state- sponsored supplies dwindle. We 

plan to seek additional funding to support additional 

requested training and reach out to the Alaska Board of 

Pharmacy suggesting that this or other addiction 

management training is required for all pharmacists 

licensed in the state.  

Emergency Preparedness: Pharmacists 

and Students Taking an Active Role 

Renee Robinson, Adrienne Tveit, Talethia 

Bogart, Ashley Schaber  

Unpredictable and 

devastating events such 

as COVID-19 are 

taking a toll on the 

already stretched 

Alaska healthcare 

systems and healthcare 

providers. Most 

emergency 

preparedness programs 

rely on volunteers 

and/or public health 

providers to address 

the coverage gap; 

however, instability in state funding (emergency 

responders), federal funding, and volunteer availability 

make it difficult to maintain and sustain focused 

emergency preparedness and response efforts. 

Historically pharmacists have been underutilized in 

Public Health initiatives such as the H1N1 pandemic 

despite being the most accessible, ideally located 

healthcare providers. However, for COVID-19 

pharmacists in Alaska have been on the front lines, 

providing curbside testing and education to the public. 

Pharmacist can administer vaccinations, conduct point of 

care testing, dispense medications on mass scale, 

provide emergency refills on chronic medications, help 

mitigate medication shortages, and provide reliable 

health information to patients and families as they 

prepare. 

In Fall of 2019, the UAA/ISU College of Pharmacy 

established an Emergency Preparedness Program. This 

program established by student leaders focused on 

establishing an emergency preparedness and support 

network, using student leaders to contact pharmacists 
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across the state to identify available medication supplies, 

unmet needs, and site closures. This mechanism may be 

utilized in the future based on need and student 

engagement. 

Lastly, to help address anticipated unmet health needs 

related to COVID-19 (e.g., administering vaccines, 

conducting point of care testing, dispensing and 

prescribing medications), AKPhA administered a survey 

to pharmacists in the state. Information garnered from 

this needs assessment will help highlight what 

pharmacists can and are willing to do, support current 

efforts to expand access, and healthcare sustainability. 

Additional recent COVID-19 resources:  

Project ECHO Idaho, WWAMI Medical Education: 

https://www.uidaho.edu/academics/wwami/echo 

Information regarding care of pregnant women at risk: 

https://www.acog.org/ 

My Experiences as an 

Alaskan APPE Student 
Janelle Solbos 

PharmD Candidate 2020  

UAA/ISU Doctor of Pharmacy 

Program  

As I progress through my seventh and final Advanced 

Pharmacy Practice Experience (APPE) rotation, I reflect 

upon my journey through pharmacy school, both as a 

student and as a professional, and on my varied rotation 

experiences. Having the great honor of being a member 

of the first class of pharmacists to graduate in Alaska has 

been a very special experience with some unique 

challenges. I have been so blessed to be a student in this 

great PharmD program. UAA/ISU Doctor of Pharmacy 

Program faculty have always looked for new 

opportunities for us as students to serve Alaskan 

communities. Faculty have also overcome obstacles to 

student-generated projects so we never had to miss out 

on a service experience due to lack of administrative 

support. As UAA/ISU students, we have had 

opportunities to be involved in local and national 

organizations.  

I personally have been fortunate to be involved in 

numerous learning opportunities, both within and 

outside of my pharmacy school curriculum. I was a 

volunteer with the Alaska Pharmacist Association 

(AKPhA) at three annual conventions in Anchorage, also 

working with them in Juneau to lobby for pharmacy 

issues. I served as the first student representative on the 

Alaska Pharmacists Association Academy of Health-

System Pharmacists (AKPhA-AHSP) Committee, 

helping to organize and presenting at their annual 

conference. I was a member of the American Pharmacist 

Association-Academy of Student Pharmacists (APhA-

ASP) Operations traveling to and attending our Midyear 

Regional Meeting, and for two years serving as the first 

Operation Diabetes chair for the Alaska campus of the 

UAA/ISU Doctor of Pharmacy Program. I prepared and 

presented a Drug Utilization Review (DUR) for the 

Alaska Medicaid DUR Committee, and I organized and 

conducted student outreach events in a remote Alaskan 

community for the Prince William Sound Traveling 

Health Fair (PWS-THF). Always looking for 

opportunities to learn, I volunteered for many 

community partners I have met and/or worked with 

during pharmacy school. I have been able to travel 

across the state of Alaska conducting outreach events, 

including in Tatitlek and Juneau. I have organized and/or 

participated in outreach events in Anchorage to benefit 

senior citizens, children, college students and alumni, 

and those with limited resources including no insurance. 

During school I started volunteering in the Alaska 

Native Medical Center Neonatal and Pediatric Intensive 

Care Units. These outreach and volunteer opportunities 

mean a lot to me because they allow me to serve my 

neighbors and fellow Alaskans.  

As a proud Athabascan who was born and raised in 

Alaska, it is my honor to be the first Alaskan Native 

Pharmacist to graduate in the state. Having grown up 

here, it means so much to me to be able to serve 

Alaskans. I appreciate these service opportunities 

because they allow me to practice my true passion – 

connecting with and helping people. When I started 

pharmacy school my only criteria for my dream job was 

highly clinical tasks including lots of compounding, drug 

dosing, etc. I still very much enjoy these hard-science 

parts of being a pharmacist, but I have learned that a 

large component of my satisfaction comes from meeting 

my patients and guiding them through proper medication 

use. I now strive for a position that allows me to balance 

both my clinical and personal skills. I have thoroughly 

enjoyed my APPE time spent examining patient 

medication profiles, making assessments and 

recommendations to improve their health. Some of my 

fondest APPE memories include counseling patients on 

discharge and home medications, seeing patients in-

clinic to discuss treatment options and coming to a 

decision together, helping someone select sea-sickness 

prophylaxis, problem-solving adverse effects to help 
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someone stay on a medication that is helping them, and 

using my knowledge of disease states and medication to 

empower an overwhelmed, tear-filled patient who was 

just diagnosed with a chronic illness.  

While on rotation, I have enjoyed learning about new 

ways I can serve people. During APPEs I have been 

fortunate to be a small part of two new programs 

established in pharmacies to meet unique needs in their 

communities. Although I cannot discuss details of the 

programs as I am not a representative of the 

organizations involved, I can describe how much I 

appreciate seeing pharmacists willing to reach out and 

formalize relationships with other providers to expand 

the services offered by both institutions. I relished 

having a small part in the extensive process of 

overcoming challenges when organizing and launching a 

new patient-care model. Pharmacists are highly educated 

and excellent at pragmatically approaching problems  

while never forgetting quality patient care is the highest  

priority. Pharmacists are prepared to apply their 

knowledge of pharmaceutics and laws governing 

relevant practice and can understand advanced business 

management and contractual language. These projects 

highlighted these attributes to me and made me even 

more excited to join this wonderful profession.  

The recent COVID-19 situation is altering things that 

seemed significant like my PharmD graduation and baby 

shower for our first child being postponed, but one thing 

I have learned through service to others before and 

during pharmacy school, is that there are people dealing 

with much more important issues. There are people 

worried about how they will provide for themselves and 

their family when they are unexpectedly without a job or 

struggling with their food or housing situation. I am so 

thankful to have received my pharmacy school education 

in my home state. I am blessed to be home to serve my 

neighbors and fellow community members with needed 

medications and my clinical knowledge. I am proud to 

help Alaskans keep their loved ones healthy and safe. 
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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. 

THE SUPREME COURT AND PBM REGULATION

The case of Rutledge vs. 
Pharmaceutical Care Management 
Association (PMCA) is to be heard by 
the U.S. Supreme Court in late April 
2020.  It is a very important case for the 
pharmacy profession in their ongoing 
battle with Pharmacy Benefits Managers 
(PBM).  The individual legal issues in 
the case are complicated, but the 
general point of the case is fairly simple; 
can an individual state regulate PBMs 
within its borders? 

The law at issue was passed by the 
Arkansas General Assembly in 2015.  
The law contained many provisions, but 
the major ones address Maximum 
Allowable Cost (MAC) and pharmacy 
reimbursements.  It provided that 
pharmacies must be reimbursed at a 
cost higher than or equal to the 
pharmacy's cost, even if this amount 
would be greater than the MAC.  It also 
required the PBM to update MAC lists 
within 7 days of an increase in costs.  
The law also allowed a pharmacy to 
reverse a charge and re-bill it if the 
pharmacy was unable to order the drug 
at less than or equal to the MAC.  It also 
introduced a "decline to dispense" 

option if the pharmacy would lose 
money on the transaction. 

PCMA brought suit in Federal Court for 
the Eastern District of Arkansas 
asserting that Arkansas' law was 
preempted by the Employee Retirement 
Income Security Act of 1974 (ERISA) 
and by Medicare Part D regulations.  
The District Court ruled that Arkansas' 
law was preempted by ERISA based on 
a previous 8th Circuit Court of Appeals 
case, but was not preempted by 
Medicare Part D regulations.  PCMA 
appealed to the 8

th
 Circuit and the

appeals court ruled that the Arkansas 
law was preempted by both sets of laws. 
 ERISA preempts any state law relating 
to employee benefit plans.  Medicare 
Part D regulations prohibit interference 
with CMS standards that exist between 
Plan D sponsors and pharmacies.   

The Solicitor General of the United 
States asked the U.S. Supreme Court to 
take the case because he believes the 
ruling is contrary to prior Supreme Court 
precedent.  The Attorneys General from 
31 states and the District of Columbia 
also asked the Supreme Court to take 
the case.  The Supreme Court is not 
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required to take all appeals, and it often 
doesn't, so it is significant that the Court 
decided to take this case. 

The major importance of the case is that 
states have had difficulty in passing 
laws to regulate PBMs that aren't later 
found to be preempted by Federal law.  
The ERISA precedent that the District 
Court relied on came from a previous 
attempt by Iowa to regulate PBMs.  
Iowa's law specifically mentioned ERISA 
and Arkansas had tried to avoid a 
similar fate by not mentioning ERISA in 
their law. 

PMCA argues the Arkansas law 
interferes with 2 different CMS 
standards.  The first is the Negotiated 
Price standard.  This standard 
addresses the price for a particular drug 
that has been negotiated between the 
part D sponsor and the network 
dispensing pharmacy.  Under this 
standard, the District Court found this 
law didn't directly affect the CMS 
standard because the negotiated prices 
provisions are not a substantive 
standard.  The appeals court disagreed 
because of the number of provisions 
that dealt directly with reimbursements 
to the pharmacy.  The second standard 
is the Pharmacy Access standard.  This 
standard requires plans to have 
sufficient numbers of pharmacies in 
their network to assure convenient 
access for the plan participants.  The 
appeals court found here that the 
"decline to dispense" option would 
decrease pharmacy availability for the 
plan participants.  The most novel 
argument in the case concerns the 
question of the ERISA preemption.  This 
has been interpreted very broadly in the 
past.  If the state law relates to and has 
a connection with an employee health 
plan, then ERISA controls and the state 
law is preempted.  The argument in this 

case is that Arkansas' law doesn't affect 
ERISA plans because it acts on the third 
party administrators and claims 
processors, some of whose customers 
include ERISA plans.  Arkansas argues 
their law affects the relationship 
between PBMs and pharmacies, not 
ERISA plans.   

Once the case is heard, it will likely take 
months for a ruling to be handed down.  
If the Supreme Court can be persuaded 
that the Arkansas law is not directed at 
ERISA plans, the ruling would allow that 
law to stand and create a roadmap for 
other states to follow Arkansas' lead.  If 
unpersuaded, the Arkansas law will be 
struck down.  While other attempts 
could be made by individual states, the 
ultimate solution will most likely have to 
come from the Federal level.    

© 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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Program 0139-0000-20-201-H04-P/T 
Quarterly AKPhA Newsletter 

Release Date 4/15/2020 
Expiration Date 4/15/2023 
CPE Hours:  2.0 (0.2 CEU) 

This lesson is a knowledge-based CPE activity 
and is targeted to pharmacists and technicians 
in all practice settings. 

Learning Objectives 
At the completion of this activity, the participant 
will be able to:  

1. State two positive changes you can make to
your practice following participation in this
series.

2. Summarize three practice updates or changes
you acquired while participating in this series.

Disclosure 
The author(s) and other individuals responsible for 
planning AKPhA continuing pharmacy education 
activities have no relevant financial relationships to 
disclose.   

Fees 
CE processing is FREE for AKPhA members.  Non-
members must submit $20 per quiz at:  
https://alaskapharmacy.org/payments/ 

To Obtain CPE Credit for this lesson you must

complete the evaluation and quiz linked at the end 
and score a passing grade of 70% or higher.  If you 
score less than 70%, you may repeat the quiz once.  
CPE credit for successfully completed quizzes will 
be uploaded to CPE Monitor within 60 days.   

The Alaska Pharmacists Association is 

accredited by the Accreditation Council for 

Pharmacy Education as a provider of continuing 

pharmacy education. 

Smoking Cessation in 

Adult Cancer Patients 

Receiving Chemotherapy 

Authors: 

Judy Moua, Pacific University School of 

Pharmacy, PharmD Candidate 2020 

Anne Marie Bott, PharmD, BCPS, BCOP, 

IHS Alaska Area Oncology Pharmacist 

Cigarette smoking presents as a significant source of 

morbidity and mortality. Its use is responsible for more 

than 480,000 deaths in the U.S. annually.
1
 Filled with 

carcinogens and other harmful chemicals, cigarettes and 

tobacco usage affects nearly every organ in the body; 

causing an array of health problems.
2,3

 Not only is 

smoking linked to a multitude of cancers, there are 

additional risks with continual use during cancer 

treatment. Specifically, smoking and tobacco use has the 

potential to reduce the efficacy of chemotherapy and 

targeted therapy, ultimately leading to poor treatment 

outcomes and high mortality.
3,4

 Furthermore, tobacco 

smoke increases the chance of recurrent disease and 

secondary malignancies.
2,5

 Apart from the disease site 

and stage, continual smoking is the strongest adverse 

predictor of survival in cancer patients.
3
 

What makes it so difficult to quit even after a cancer 

diagnosis? Cigarettes contain a highly addictive 

substance called nicotine. Nicotine increases the amount 

of dopamine, a neurotransmitter, which is released in the 

body. Dopamine causes improved mood and feelings of 

pleasure, so when a person smokes they get a temporary 

“feel-good” experience. However, this effect quickly 

wears off, leading smokers to light again and eventually 

leads to nicotine addiction.
2
 

Despite the negative impacts, data from the National 

Health and Nutrition Examination Survey (NHANES), 

suggests that 64% of cancer survivors continued to 

smoke post-diagnosis.
6
 Patients with cancer who are 

smokers often demonstrate high-level nicotine 

dependence, because it serves as a coping mechanism 

during this difficult time.
4,5

 In addition to the strong 
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chemical addiction to nicotine, some patients may be 

unaware of the harms related to smoking and assume 

there are no benefits to smoking cessation after a cancer 

diagnosis is made.
5
 This misconception makes it even 

more challenging to overcome the complexity of 

smoking cessation.  

Altered Drug Metabolism 
Smoking impacts the metabolism of chemotherapy and 

targeted therapy through effects on the cytochrome P450 

(CYP) enzymes by either increasing induction or 

increasing degradation.
7
 This mechanism of interaction 

is contributed by the presence of polycyclic aromatic 

hydrocarbons (PAHs), a carcinogen produced from 

tobacco smoke. PAHs are potent inducers of CYP1A2, a 

common isoform found in the liver and gut that is 

responsible for the metabolism of several systemic 

chemotherapy agents.
7
 The increase in transcription 

leads to increased activity of the enzymes, lowering the 

plasma concentration of cancer drugs.
7
 In a 

pharmacokinetic study of healthy volunteers, current 

smokers achieved significantly less erlotinib exposure 

following a single 150 and 300 mg dose than 

nonsmokers.
8
 This shows how continual smoking during 

chemotherapy can lead to suboptimal outcomes and may 

warrant the need to adjust doses in order to target plasma 

concentrations.
6,7 

On the other hand, when smoking increases drug 

concentrations by inhibiting the CYP enzymes, patients 

have an increased exposure to the cytotoxic agent and 

may experience more severe side effects.
7
 Some studies 

have shown that smokers who received erlotinib or 

gefitinib experienced more side effects compared to non-

smokers.
5,7

 Generally, smokers receiving chemotherapy 

will have more treatment-related complications than 

non-smokers such as fatigue, weight loss, heart and lung 

complications, and risk for infection.
7
  

General Approach to Smoking Cessation 

Attempts made to stop smoking immediately after 

cancer diagnosis may have higher than normal success 

rates, but cessation is highly encouraged regardless of 

timing.
6,9

 Although several treatment options are 

available for patients, their attempt to quit should 

address both the psychological and behavioral 

dependence of nicotine.
6,9

 The National Comprehensive 

Cancer Network (NCCN) recommends combining 

pharmacotherapy and behavioral therapy as the most 

effective approach for smoking cessation.
6
  

Pharmacotherapy Agents 

First-line medications for tobacco dependence include 

combination nicotine replacement therapies (NRT) or 

varenicline. A minimum of 12 weeks of combination 

NRT or varenicline is recommended for the initial quit 

attempt. Therapy can be extended to 6 months or longer 

to achieve continual cessation.
6
 Medications should be 

encouraged for all patients who are seeking to quit 

smoking except in those where it is medically 

contraindicated.
6,9 

Behavioral Therapy 

In addition to medications, behavioral therapy increases 

the chance of successful smoking cessation and long-

term abstinence. It’s recommended to get four or more 

sessions during each 12-week course of 

pharmacotherapy with a tobacco treatment specialist or 

dedicated staff member.
6,9

 

Risks 

Patients may have concerns about nicotine withdrawal. 

Since nicotine causes physical dependence and 

tolerance, cravings for cigarettes and symptoms of 

nicotine withdrawal can be expected upon cessation.
2
 

Withdrawal symptoms including anxiety, irritability 

depression, insomnia, poor concentration, restlessness, 

increase appetite and urge to smoke (cravings) are 

temporary and can be treated with pharmacological or 

behavioral therapies.
2,6,9

 

Provider’s Role 

Health care providers play a vital role in smoking 

cessation among cancer patients. The American Society 

of Clinical Oncology (ASCO) suggests incorporating 

tobacco use screening and cessation services into routine 

practice. Smoking status should be assessed as a part of 

the initial intake and updated at each visit.
9
 All current 

tobacco users should be advised to quit. A personalized 

approach to educate the patient of the risks of continual 

use and benefits of cessation should be used.
9
 By 

identifying cancer patients who smoke, health care 

providers are able to offer resources for smoking 

cessation, or refer them to a tobacco treatment 

specialist.
8,9 

Conclusion 

Literature has demonstrated the benefits of smoking 

cessation during cancer treatment with chemotherapy 

and targeted agents. Elimination of cigarette smoking 

can improve the effectiveness of these treatments and 

lower the side effects. This in turn, will improve the 

overall well-being and quality of life for cancer patients 

regardless of their prognosis. Health care professionals 

can support cancer patients by ensuring they understand 

the specific health risks of tobacco use and provide 

resources to quit. Counseling and medication therapy 

can increase a patient’s chance of successful quitting and 

should be used in combination to ensure long-term 

abstinence. 

The Alaska Pharmacy Newsletter

20



References 

1. U.S. Department of Health and Human Services.

Treating Tobacco Use and Dependence: 2008

Update.Washington, D.C: Public Health

Service; 2008.

2. Mayo Clinic Staff. (2018). Nicotine dependence.

Mayo Clinic. Retrieved from:

https://www.mayoclinic.org/diseases-

conditions/nicotine-dependence/symptoms-

causes/syc-20351584

3. Jassem J. (2019). Tobacco smoking after

diagnosis of cancer: clinical aspects.

Translational lung cancer research. Vol 8,

(Suppl 1), S50–S58.

doi:10.21037/tlcr.2019.04.01

4. Gritz ER, Fingeret MC, Vidrine DJ, et al.

Successes and failures of the teachable moment:

Smoking cessation in cancer patients. Cancer.

2006;106:17–27.

5. (2019). Tobacco Key Facts. World Health

Organization. Retrieved from:

https://www.who.int/news-room/fact-

sheets/detail/tobacco

Expanding CAR-T to 

Solid Tumors 

Authors: 

Sarah Noble, Pharm. D. Candidate 2020 

Anne Marie Bott, Pharm. D., BCOP, BCPS 

Gene therapy may be a hot new topic, but the idea and 

research that paved the way is anything but new. Gene 

therapy treats a disease by modifying or correcting the 

genes of an individual through various methods such as 

using modified virus vector.
1
 Genetic engineering in the 

1970s opened doors for being able to clone genes and an 

ability to transfer them. Retrovirus discovery in the 

1980s opened another door to possibilities of gene 

therapy. The first clinical trials began in 1989 with 

terminal melanoma patients with the aim to test and treat 

adenosine deaminase (ADA) deficiency (one form of 

severe combined immunodeficiency disease (SCID)) in 

children.
2
 Despite hundreds of trials with thousands of 

patients, little progress was made in the next decade due 

to ineffective retroviral vectors. An unfortunate death in 

1999, due to multiple missteps in the trial process, halted 

any gene therapy trials while the FDA investigated 

current trials and revamped the regulatory process. 

Progress slowly progressed for almost another decade 

while better, safer vectors were being developed and 

tested.
2
  

The first successful chimeric antigen receptor T-cell 

(CAR-T) treatment for childhood acute lymphocytic 

leukemia (ALL) took place in 2012 as a last-ditch effort 

to help a young girl, Emma Whitehead. After what 

seemed like a turn for the worst, her immune system 

began fighting the cancer and she is now a healthy 

fifteen year old. Although the initial work in the 80s 

seemed doomed with a lack of progress and then a death, 

and Emma seemed near death herself, the work started in 

1989 led to this success in 2012.
2-4

 

CAR-T works by collecting a patient’s T-cells; a virus is 

genetically changed to not cause disease, but to fight 

cancer; and the T-cells are loaded into the vectors. The 

end product is transfused back into the patient, the 

virus/T-cell combination reprograms immune cells to 

become “serial killer cells” by targeting CD19 (found 

only on white blood cells) of the cancerous cells that 

were not being detected.
3-4 

Since 2015, four gene therapies have been approved by 

the FDA: two products for non-cancer uses and two 

CAR-T therapies for leukemia and lymphoma.
5 
The two 

CAR-T therapies currently on the market in the 

oncology setting are: Kymriah® (tisagenlecleucel) and 

Yescarta® (axicabtagene ciloleucel).
5
 In addition to 

these approved treatments, there are numerous pre-

clinical and clinical trials being carried out for SCID-

ADA, sickle cell, thalassemia, HIV, and further 

investigation of various uses for clustered regularly 

interspaced short palindromic repeats with CRISPR 

associated protein 9 (CRISPR-Cas9).
2, 6, 7 

Besides the seemingly exorbitant cost, the biggest hurdle 

is figuring out if and how to apply it to more conditions. 

As noted above, most conditions being investigated with 

gene therapy are hematologic or with mutated cells that 

are easily accessible as far as physiology is concerned. 

For solid tumors, CAR-T therapy is not able to 

successfully penetrate to the affected cells and stay 

active long enough to be effective in fighting the cancer. 

Based on new mouse model studies, a “vaccination” of a 

phospholipid polymer linked to small molecules or 

peptides will enhance CAR-T cell survival to treat solid 

tumors.
8
 When injected, the polymer complex binds to 
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albumin, is directed to lymph nodes, and are presented 

on antigen presenting cells (APCs). The APCs provide 

stimulatory signals to T-cells that allow them to 

proliferate, survive, and infiltrate tumor sites at a higher 

rate. Furthermore, a tandem therapy that used two 

CARs, one targeting tumor antigen and another targeting 

fluorescein isothiocyanate (FITC) (used in their initial 

studies), improved tumor activity against melanoma and 

breast cancer in mice. This novel complex bypasses 

major histocompatibility complexes normally needed to 

build immune responses from vaccination and appears to 

have an epigenetic effect where native T-cells are able to 

inherit immune memory for tumor cells without the 

direct input of CAR-T cells. 

More studies on the processes, mechanisms, and effects 

is warranted, but early results are promising for this 

polymer-antigen boosted CAR-T treatment of solid 

tumors. This is one exciting development in the world of 

current gene therapy studies being investigated. 

Although there are many questions left to be answered, 

there are many new paths being developed for relapsed 

and hard to treat diseases on the horizon. 
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Anthracyclines play a crucial role in the therapy of many 

types of cancer.  These include diseases affecting the 

white blood cells, such as acute lymphocytic leukemia 

(ALL) and acute myeloid leukemia (AML); the 

lymphatic system, such as Hodgkin’s lymphoma; 

connective tissues; and epithelial cells, such as breast 

and lung.
1
  Examples of anthracyclines include 

doxorubicin, daunorubicin, and epirubicin.  These 

medications work by preventing cell replication and 

promoting apoptosis through the inhibition of the 

enzyme topoisomerase II.
2
  Topoisomerase II is involved 

in the “re-fusing” process of DNA during replication 

following its uncoiling.
2
   

Although anthracyclines are important in the treatment 

of several cancers, caution must be taken.  Anthracycline 

use must be limited due to its incidence of 

cardiotoxicity.  Cardiotoxicity is likely caused by a 

combination of the production of free radicals and the 

inactivation of topoisomerase II.
3,5

  Minute changes in 

cardiac function can occur at any point while taking an 

anthracycline.
4
  Therefore, in order to reduce the 

incidence and severity of cardiotoxicity, cumulative 

lifetime doses were developed.  Other risk factors for 

cardiotoxicity include age (>65 years old or <18 years 

old), female gender, African American descent, renal 

failure, baseline left ventricular dysfunction, 

hypertension, valvular disease, radiation exposure, or 

therapy containing other potentially cardiotoxic agents, 

such as trastuzumab.
1,11

  

While preventing patients from receiving cumulative 

doses above the recommended maximum is important, 

monitoring patients is just as important.  Unfortunately, 

there has not been a consensus made on the ideal 

monitoring parameters for cardiotoxicity; however, a 

couple markers have been found to be reliable.  These 

markers are troponin and B-type natriuretic peptide.
1
  

Another means of assessing and monitoring for 
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cardiotoxicity is assessing left ventricular ejection 

fraction through echocardiograms.
3
   

Anthracycline-induced cardiotoxicity preventative and 

therapeutic measures have been studied recently.  One 

study attempted to prevent the development of 

cardiotoxicity by increasing infusion duration to reduce 

the peak concentration within the patient.  However, this 

study found that longer infusions of anthracyclines 

reduced incidence of cardiotoxicity at the expense of 

more extravasations.  Another attempt was to study 

liposomal formulations of anthracyclines compared to 

conventional formualtions.  Again, the liposomal 

formulation had lower incidences of cardiotoxicity yet 

higher rates of skin toxicity.
4,12

   

Dexrazoxane is another agent that can be used to prevent 

cardiotoxicity.  Dexrazoxane works by reducing the 

production of free radicals.
6
  Through this mechanism, 

dexrazoxane can preserve left ventricular ejection 

fraction and limit the release of troponin and B-type 

natriuretic peptides.
1
  Concerns have developed about 

the use of dexrazoxane limiting the effect of 

anthracyclines and its potential to lead to hematologic 

malignancy; however, recent studies have refuted these 

claims.
1,4

  Currently, dexrazoxane is only indicated for 

anthracycline extravasations and women with metastatic 

breast cancer, who have received a cumulative dose of 

doxorubicin in excess of 300mg/m
2
, and are continuing 

to receive doxorubicin for tumor control.
4,5,8,9,10,11

   

Trials of ACE inhibitors, ARBs, and beta-blockers for 

the prevention and reversal of cardiotoxicity are 

ongoing; however, preliminary results have showed 

promise.  Several small randomized controlled trials 

have studied the effects of ACE inhibitors, ARBs, and 

beta-blockers on the change in left ventricular ejection 

fraction compared to a control group.  In many of these 

studies, ejection fraction was found to remain at baseline 

or even slightly improve with treatment of an ACE 

inhibitor, an ARB, a beta-blocker, or a combination of 

ACE inhibitor with beta-blocker.
4
  In a study of 2625 

patients that had anthracycline-induced cardiotoxicity 

(defined as a 10% decrease in ejection fraction from 

baseline and having an ejection fraction less than 50%) 

and received enalapril with either bisoprolol or 

carvedilol, 11% of patient had a complete response with 

their ejection fraction returning to baseline and 71% had 

partial recovery, defined as an increase in ejection 

fraction of at least 5% and increasing to at least an 

ejection fraction of 50%.
3,7

  Other therapies currently 

being investigated for potential to prevent and/or reverse 

cardiotoxic effects of anthracyclines including statins, 

metformin, febuxostat, and ranolazine.
4
 

Many oncology patients may benefit from receiving 

anthracycline therapy due to the variety of malignancies 

it can treat.  However, cardiotoxicity is a major concern 

with these medications.  While a cumulative lifetime 

dose has been implemented to help prevent 

cardiotoxicity, many are still effected, even without 

reaching the lifetime dose.  Although vast amounts of 

research have been performed to find ways to prevent 

this effect and to help reverse it in individuals that have 

already been effected, more research is on the way to 

support these preliminary claims. 
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In 2018, the state of Alaska had the highest state-specific 

incidence of tuberculosis in the country. The average 

number of tuberculosis cases in the United States in 

2018 was 2.8 cases per 100,000 people while Alaska’s 

average was 8.5 cases per 100,000 people—nearly three 

times the national average.
1
 Whereas the number of 

cases of TB in the United States decreased from 2017 to 

2018 from 9,105 to 9,029 cases, the number of cases in 

Alaska increased from 53 to 63 cases.
1
 The management 

of LTBI is important in American Indian/Alaska Native 

populations because they have the 2
nd

 highest TB 

incidence for US-born persons only succeeded by Native 

Hawaiians/Pacific Islanders and followed by blacks, 

Asians, and Hispanics. The lowest incidence occurred in 

whites. Additionally, during 2018, 4.1% of TB cases 

were reported among persons who experienced 

homelessness within the year preceding diagnosis.
1 

Because treatment of latent TB infection decreases the 

risk of progression to active TB disease, it is critical that 

LTBI is managed and treated appropriately. 

Latent tuberculosis infection (LTBI) in an infection with 

Mycobacterium tuberculosis without evidence of 

clinically manifested active TB.
3
 It is estimated that up 

to 13 million people in the US have latent TB.
4
 Without 

treatment, 5-10% of infected persons will progress to TB 

disease in their lifetime hence the management and 

treatment of latent tuberculosis infection (LTBI) is 

critical to the control and elimination of tuberculosis 

disease (TB) in the United States.
4
 

There are two main types of diagnostic testing for latent 

TB infection. The first one is the tuberculin skin test 

(TST) which is one of the oldest and most widely used 

diagnostic tests in medicine. However, there are 

significant limitations with this method. Operational 

issues include requiring proper technique for 

administration and interpretation of the results. In 

addition, the results must be read within 48-72 hours that 

poses a barrier in having patients return for the 

interpretation. Some biological issues include 

confounding results with patients who received a prior 

vaccination with Bacille Calmette-Guérin (BCG) 

vaccination.
6
 BCG is a vaccine for tuberculosis (TB) 

disease that foreign-born people receive in many 

countries with a high prevalence of TB to prevent 

childhood tuberculous meningitis and military disease.
7
 

The TST contains antigens in purified protein derivative 

(PPD) that are also produced by mycobacterial strains 

used in the BCG vaccine. Due to this, the specificity of 

TST in people previously vaccinated with BCG are low 

and can cause false positives.
6 

The second test, the interferon gamma release assay 

(IGRA), addresses many of the limitations found with 

the TST. The biggest advantage is significantly 

improved specificity over TST. IGRA only utilizes two 

or three TB specific antigens to stimulate the immune 

response as opposed to the hundreds found in PPD. In 

addition, the antigens in IGRA are not produced by the 

mycobacterial strains that compose BCG that decreases 

the confounding results for patients who have received 

the BCG vaccination. This method also only requires a 

simple blood draw, so no return visit is required. IGRA 

is preferred by the CDC, American Thoracic Society, 

and IDSA when testing 

people who previously 

received the BCG 

vaccination; however, it 

is limited by its higher 

cost.
6 

Signs and Characteristics of LTBI
5
: 

 Positive tuberculin skin test (TST) or interferon gamma release assay (IGRA)

 Normal chest x-ray and negative sputum test

 Presence of Mycobacterium tuberculosis in body but inactive

 No clinical signs or symptoms of disease

 Noncontagious

 Can progress to TB disease if immune system is compromised

 Need treatment to prevent progression to TB disease
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Table 2: Treatment of LTBI 

There are four algorithms available for the treatment of 

LTBI. Although the different treatment regimens have 

comparable efficacy, therapies with shorter treatment 

durations are preferred because they have higher rates 

adherence and treatment completion.
2
 

In 2018, the CDC expanded the Isoniazid (INH) and 

rifapentine (RPT) treatment to
2
: 

1. Persons with LTBI aged 2-17 years

2. Persons with LTBI who have a HIV infection,

including AIDS, and are taking antiretroviral

medications with acceptable DDI’s with rifapentine

(i.e. efavirenz or raltegravir)

3. By directly observed therapy (DOT) or self-

administered therapy (SAT) in persons aged ≥2

years

Although only the twice-weekly isoniazid treatment is 

required to be administered through DOT
8
 it is highly 

recommended that DOT be used over self-administered 

therapy (SAT) as DOT enhances adherence and 

improves treatment outcomes compared to SAT.
9 

Unfortunately, drugs used in the treatment of LTBI are 

followed by significant adverse effects, and it requires 

careful consideration looking at patients’ medical 

history, current medications, and risk factors to 

determine the best therapy. One of the most significant 

limitation with rifamycins are the drug-drug interactions 

(DDI). Because rifamycins are potent Cytochrome P450 

enzyme inducers, it increases clearance of multiple drugs 

which lead to lower concentrations and possibly 

subtherapeutic levels of drug in the body. Some notable 

interactions include warfarin, birth control, antiretroviral 

agents, and methadone. Other adverse effects include GI 

effects like nausea and vomiting and orange  

discoloration of bodily fluids. Hepatotoxicity with 

rifapentine has been seen and hematologic effects like 

thrombocytopenia, neutropenia, and acute hemolytic 

anemia has been recorded for rifampin.
10 

The most notable side effect of Isoniazid is 

hepatotoxicity. It has a Black Box Warning for hepatitis 

so monitoring of liver function through liver function 

tests to test for transaminases, bilirubin, and INR is 

critical while on isoniazid therapy. Avoiding alcohol 

consumption when on therapy with isoniazid is an 

important counseling point. In addition, Peripheral 

neuropathy can occur among patients on LTBI regimens 

containing isoniazid due to interference with metabolism 

of pyridoxine. This can be prevented with pyridoxine 

supplementation (25 to 50 mg daily). The administration 

of pyridoxine is especially important for patients with 

conditions that can predispose to neuropathy (including 

diabetes, uremia, alcoholism, malnutrition, and HIV 

infection) as well as in the setting of pregnancy and 

seizure disorders.
11

 Adverse effects associated with the 

use of combination Rifamycins and isoniazid include 

hypotension and syncope and flu-like syndrome.
10,11

Management of LTBI can certainly be very 

overwhelming and difficult for patients to manage and 

pharmacists can play a very prominent role to improve 

the quality of life of our patients. Whether it is in an in-

patient or out-patient setting, there are many 

opportunities for pharmacist intervention like DOT 

and/or encouraging medication adherence, monitoring 

for adverse effects and DDI’s, patient education, and 

providing important counseling points.  
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