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Sponsored By

Representative Liz Snyder 
Co-Sponsors Representatives Tarr, McCarty,  

Kreiss-Tomkins, Ortiz, Schrage, Fields, Story, Spohnholz

"An Act relating to the Board of Pharmacy; relating to health care 
services provided by pharmacists and pharmacy technicians; and  
relating to the practice of pharmacy."  

WHAT WOULD THIS BILL DO? 

 It clearly defines patient care services pharmacists and pharmacy support staff
can independently provide (including pharmacy technicians administering
vaccines);

 It empowers the Board of Pharmacy to regulate pharmacists, student
pharmacists, and pharmacy support staff who provide these services;

 It updates the current provider anti-discrimination statue to support insurance
coverage of these patient care services when provided by a pharmacist

Annual AKPhA 

Legislative 

Fly-In 

2021 Alaska 

Legislative 

Session 

           AKPhA Academy of Health-System  

Pharmacy Leadership Development      Pharmacy Fall CE Conference 

September 24, 2021        September 25, 2021 

BP Energy Center, Anchorage          Alyeska Hotel, Girdwood 

Save the Dates! 

HB145
"Expand Pharmacist Authority" 

This bill remains 

active for 

consideration 

during the 

continuation of 

the 2021-2022 

legislative session. 
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Brianna O’Gary North Dakota State University
Catherine Hayes University of Illinois at Chicago

Colin Collery University of Illinois at Chicago
Ganiat Asuni Philadelphia College 

of Osteopathic Medicine
Hayden Wooldridge University of Mississippi

Hassan Khatib Wayne State University
Kristian Tan Keck Graduate Institute

Kayla Lucas Virginia Commonwealth University
Kensey Hunt St. Louis College of Pharmacy
Kinsey McClure University of South Carolina

Madison Yoakum Ohio Northern University 
Olivia Denny University at Buffalo, 
The State University of New York

Matthew Brock Medical University of South Carolina
Megan Breier Ohio Northern University

Marlee Clements Mercer University
Megan Hardy South Dakota State University

Morgan Rambo Samford University
Sarah Erlingheuser University of Connecticut
Steven Kramer St. Louis College of Pharmacy

Sarah Lankford Presbyterian College

Congratulations 
        2021 Scholarship Winners

ACCEPTING APPLICATIONS FOR 2022 SCHOLARSHIPS
October 1, 2021 - December 1, 2021   •   phmic.com/scholarship/

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.



Board Members 

Gretchen Glaspy, President 

405-761-2239, gglaspy@bartletthospital.org

Juneau

Ashley Schaber, Past President & Co-Treasurer 

729-2154, arschaber@anthc.org

Anchorage

Renee Robinson, President-Elect 

614-595-3887, robiren2@isu.edu

Anchorage

Amy Paul, Co-Treasurer 

830-312-0525, amy.paul@providence.org

Anchorage

Courtney Graziano, Secretary 

351-3173, cmgraziano@anthc.org

Anchorage

Catherine Arnatt 

443-243-6782, carnatt@southcentralfoundation.com

Anchorage

James Bunch 

982-3864, j.bunch@msrmc.com

Wasilla

Kylea Goff 

304-544-4527, kgoff@nshcorp.org

Nome

Brittany Karns 

322-4764, brittany.karns@gmail.com

Fairbanks

Brittany Keener 

440-9027, blkeener@anthc.org

Eagle River

Cate Kowalski 

650-7680, ckowalski@gci.net

Petersburg

Chris Sperry 

cjberginsperry@gmail.com 

Juneau 

Tiffany Rudisill, Appointed Technician 

738-0397, tiffany.rudisill@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

2021 Calendar of Events 

May 20-21   Alaska Board of Pharmacy 

Meeting  

September 24  MARK YOUR CALENDAR 

Pharmacy Leadership 

Development 

September 25  MARK YOUR CALENDAR 

AKPhA Academy of Health- 

System Pharmacy 

Fall CE Conference, Alyeska 

February 11-13, 2022  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, CURRENTLY ONLINE  

Email paul.hardy@providence.org to access link.  

June 28  Multiple Myeloma 

Articles In This Issue 

 Current Trends in Pharmacy

 Alaska Professor Leading Pharmacy Initiatives in

the Far North and Idaho

 Avoid Federal Law Violations on Newly Expanded

Access Buprenorphone Prescriptions

 Rx and the Law—Verify Patient's Identity

 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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MESSAGE FROM THE ASSOCIATION 
Molly Gray, Executive Director

Summer and longer hours of daylight 

have arrived again in Alaska!  I 

welcome the change, especially after 

our challenging past year, and salute 

you all for the work you've done and 

continue to do on behalf of  all 

Alaskans.  AKPhA is also focused on 

change, and we're working to add new programs and 

update statute for pharmacy in Alaska.      

Our Legislative Committee, co-chaired by Barry 

Christensen and Dirk White, partnered with the Alaska 

Board of Pharmacy and the UAA/ISU Doctor of 

Pharmacy Program on HB145, "Expand Pharmacist 

Authority."  This bill was sponsored by Representative 

Liz Snyder, and we're grateful for her support, along 

with the support of the bill's many co-sponsors and other 

healthcare associations that submitted letters on our 

behalf.  Many members played a key role in meeting 

with legislators online via Zoom and testifying during 

committee hearings to make sure the need for this bill 

was heard.  Thank you to Justin Ruffridge, Tom 

Wadsworth, Renee Robinson, Gretchen Glaspy, Ashley 

Schaber, Steve Schaber, Kylea Goff, Doug Bartko and 

everyone who reached out to their legislators or 

submitted letters of support.  A huge thank you also to 

our lobbyist, Caren Robinson, for her tireless work and 

knowledge of the legislative process to help the bill gain 

traction this year.  While time ran short for HB145 to 

pass this session, it remains active for consideration 

when the 2021-2022 session continues, and we are 

optimistic about its potential.   

The AKPhA Board of Directors held their Annual 

Strategic Planning Retreat in April.  Led by President 

Gretchen Glaspy, the Board updated its short-range  

strategies to help meet the Association's long-range  

goals.  Of note will be the addition of a half-day 

"Pharmacy Leadership Development" program this fall 

on Friday, September 24th.  Additional information will 

be posted and shared with the membership very soon.  

The full Strategic Plan will be included in the next 

edition of the newsletter and will be posted on our  

website. Member feedback is welcomed and encouraged.  

The AKPhA Academy of Health-System Pharmacy 

hosted its Annual Alaska Pharmacy Residency Grand 

Rounds event on May 19th online via Zoom and in-

person at the UAA/ISU Doctor of Pharmacy Program 

facility.  Moderated by Academy Chair Angharad 

Ratliff, five residents presented their projects to  

approximately 35 attendees.  The Academy is also 

working on the Fall CE Conference scheduled for 

Saturday, September 25th at the Alyeska Hotel in 

Girdwood.  Interested presenters can submit proposals 

on AKPhA's website through June 15th.  Conference 

Chair Megan Penner will follow up with all submitters.  

The draft schedule will be available and registration will 

open beginning of July, and we look forward to seeing 

you all again in person. 

AKPhA President Elect, Renee Robinson, and I attended 

the Annual National Alliance of State Pharmacy 

Associations Leadership Conference online last week.  

One presentation in particular really resonated with me.  

The topic was, "Burnout, Patient Safety, and the Road to 

Resiliency," by speaker Kristen Jones with Pharmacists 

Mutual.  Resilience was discussed as: 

 A combination of traits that center around self-

protection and a desire to sustain equilibrium that is

advantageous to oneself.

 Differs between individuals

 Highly resilient people have a repertoire of strategies

to cope with situations.

Strategies included reframing your thoughts (what can 

you control), social connections/peer support, taking 

care of yourself, spiritual support, creative writing or 

drawing, and reaching out for professional help.  This 

was such an encouraging presentation and perhaps we 

can have Kristen speak at an upcoming event.  In the 

meantime, I thank you all for your continued support of 

AKPhA, your resiliency as change continues to come 

your direction, and overall my best wishes for you to 

enjoy a beautiful summer! 
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Alaska DHSS 

Medicaid Pharmacy 
NOTICE of PUBLIC SCOPING: Medicaid 

Pharmacy Services, Coverage and Reimbursement, 

including Professional Dispensing Fees and 

Pharmacist Rendered Professional Services. 

The Department of Health and Social Services, Division 

of Health Care Services is reviewing coverage and 

reimbursement related to Medicaid Pharmacy 

Professional Dispensing Fees, pharmacist rendered 

professional services, covered outpatient drugs, and cost 

sharing. 

The purpose of this notice is to engage Medicaid-

enrolled providers, healthcare professional 

organizations, Medicaid recipients, and the general 

public in the process to solicit ideas and suggestions 

related to possible revisions to the regulations 

referenced. Handouts for the meeting will be available 

the day of the meeting on the division’s website 

at Health Care Services (alaska.gov). Ideas and 

suggestions can be as broad or as narrow, or as general 

or specific as a submitter may wish, but they should 

pertain only to Medicaid services and the Alaska 

Administrative Code chapters cited above. 

If and when the Division of Health Care Services drafts 

new proposed regulations or amendments related to 

Coverage and Reimbursement of Medicaid Pharmacy 

Services including Professional Dispensing Fees and 

Pharmacist Rendered Professional Services, those 

proposed revisions will be noticed and made available 

for public review and comment under the Administrative 

Procedure Act AS 44.62. 

Written suggestions, ideas, and other input will be 

accepted until 5:00 p.m. AKST on June 4th, 

2021. Please send all submissions by email to 

jolene.withers@alaska.gov or by mail to Division of 

Health Care Services, Attention: Jolene Withers, 4601 

Business Park Blvd., Building K, Anchorage, AK 

99503-7167.  You may submit ideas and suggestions 

telephonically at a public scoping session to be held on 

May 24th, 2021 via teleconference/WebEx. The scoping 

session will begin at 1:00 p.m. AKST and will end at 

2:00 p.m. AKST. 

You can access the Webex at this 

link: https://stateofalaska.webex.com/stateofalaska/j.php

?MTID=m0961687baec8769d4dc4f06bf37083e8 

Meeting ID: 177 114 5926 

WebEx audio will be disabled, so please call in via the 

conference line below. 

If you wish to give your comments via telephone, please 

call 800.954.0591.  The facilitator may limit each 

participant’s length of comments to allow enough time 

for all those who have called in or signed up and timely 

registered to participate. 

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 

2022 Convention Stephanie Ogle 

sogle@scf.cc  

Academic/UAA  Renee Robinson 

robiren2@isu.edu 

Emily Knowles, Student 

knowemil@isu.edu   

Academy of Health- Angharad Ratliff 

System Pharmacy   ratlangh@isu.edu 

Community Affairs James Bunch 

Social Media j.bunch@msrmc.com

Scholarship Catherine Arnatt, 443-243-6782 

carnatt@scf.cc  

Membership Cate Kowalski 

ckowalski@gci.net 

Awards  Brittany Keener 

blkeener@anthc.org 

Technician Advocacy Tiffany Rudisill 

tiffany.rudisill@gmail.com 

Board Nominations Ashley Schaber 

arschaber@anthc.org 

 

Young Leaders Courtney Graziano 

   cmgraziano@anthc.org 

Treasurer's Report  Balances as of 5/11/21 

Checking $    47,754.64 

Jumbo Money Market $    97,955.31 

TOTAL $  145,709.95 
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Committee Reports    

Scholarship Committee 

SILENT AUCTION—The scholarship silent auction held 

online during the AKPhA Annual Convention in February 

raised $3,146 from auction items.   

AKPhA thanks the committee for coordinating the auction 

and the following generous item donors:  

Robert Albertson Kristin Allmaras 

Cathy Arnatt James Bunch 

Theresa Castellanos Adele Davis 

Nancy Frei Gretchen Glaspy 

Courtney Graziano Terri Hall 

Michelle Locke  Kathy Madej 

Katie McKillip  Mike & Theresa Pendorf 

Renee Robinson SCF Pharmacy  

Ashley Schaber  Ali Singer 

Margaret Soden  Torrie Wolery  

Aimee Young 

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: 

Savannah Ivanoff (Anchorage) 

Pre-Pharmacy Scholarship 

Talethia Bogart (Anchorage) ** 

Pharmacy Student Scholarship 

Honorable Mentions, Pharmacy Student Scholarship: 

Skyler Hunter, Duane Wood, Olivia Wimberly Swonger 

**Talethia Bogart's article reflecting on 

current trends in pharmacy is highlighted here. 

Current Trends in 

Pharmacy 
Talethia Bogart, PharmD Candidate 

UAA/ISU Doctor of Pharmacy 

Program 

Due to the COVID-19 pandemic, pharmacists, pharmacy 

staff, student pharmacists, pharmacy owners, and 

pharmacy school faculty and staff have amplified their 

efforts in providing patient centered care. With medical 

clinics, hospitals, and other health care facilities limiting 

their services, the need for pharmacist provided 

healthcare has significantly increased.  

Despite patients already visiting the community 

pharmacist a dozen times more than they do their 

physician, the increased burden on the healthcare system 

was shifted to pharmacists. Community pharmacists 

regularly provide healthcare services to patients in their 

communities that can be done virtually, such as 

medication counseling, disease prevention counseling, 

and medication therapy management. They also provide 

recommendations for over-the-counter medications, 

lifestyle, tobacco cessation, adherence support, and 

much more. Community pharmacist, Alia Marcinkow, 

shared that there had been an increase in people seeking 

pharmacist advice, requesting delivery services, and 

asking questions about COVID-19. How to prevent the 

spread, treatment and vaccine options, and debunking 

myths and misinformation was often handled via 

telephone communication. Community pharmacies also 

provide many services that must be done in person, such 

as vaccinations, point of care testing including A1c, 

cholesterol, influenza, strep throat, etc. Tobacco 

cessation and self-limiting conditions (urinary tract 

infections, influenza, etc.) are treated via prescription 

medications prescribed by pharmacists after an in person 

visit.  

In order for these services to continually be provided, 

pharmacy staff had to create new operational procedures 

that included increased quantities of prescription 

medications, implementation of delivery and curbside 

pickup options, changing the flow of patients outside the 

pharmacy and staff inside the pharmacy, and creating 

new safety policies and procedures for both staff and 

patients to mitigate the spread of COVID-19 within the 

pharmacy setting. Pharmacy owners and managers 

played huge roles in working with local, state, and 

federal partners to train staff in providing COVID-19 

screening, testing, vaccinations, and education. Despite 

over 40,000 retail and long term care facilities 
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participating in the Pharmacy Partnership Program for 

COVID-19 Vaccination, it was especially important for 

non-chain pharmacies in Alaska to participate, as many 

places do not have a chain pharmacy within reasonable 

traveling distance. Additionally, the few chain 

pharmacies in rural locations could not provide adequate 

testing and vaccinating to support the entire community. 

During non-pandemic times, hospital pharmacists serve 

on pharmacy and therapeutic (P&T) committees, write 

and modify medication orders, order labs, optimize 

electronic health record applications, and lead 

antimicrobial and opioid stewardship programs. During 

the pandemic, hospital pharmacists were critical on the 

P&T committees in predicting upcoming medication 

shortages or demands based on COVID-19 treatment 

trials causing surges in prescription writing and 

medication purchases.  They continually reviewed the 

constant outpouring of data and literature regarding 

treatment methods in order to provide evidence-based 

clinical practice guidelines, protocols (dosing, 

monitoring, who was eligible to treat based on symptom 

onset, etc.), and formularies. They had to ensure that 

providers were able to order those treatments and 

monitoring parameters via hospital software, as well as 

ensure adequate supply of medications despite limited 

allocations and shortages. They collaborated with other 

local hospital staff members to share resources when 

their demand exceeded their supply in order to ensure 

the patients in their communities could receive life 

saving treatments. Additionally, they created guidance 

on how to take medication histories virtually, in an effort 

to conserve PPE. Infection control pharmacists worked 

to ensure that their facility could adequately treat 

patients with moderate to severe COVID-19 symptoms 

without infecting other hospitalized patients (facilities 

had proper ventilation, adequate PPE, protocols for 

treatment etc.). They also set up new infusion labs with 

new operating protocols for the sole purpose of the 

infusion of bamlanivimab (investigational medication to 

treat mild to moderate COVID-19 symptoms) in order to 

mitigate the spread of COVID-19 to patients going in 

and out of the infusion labs daily. 

Student pharmacists along with college of pharmacy 

faculty and staff partnered with local healthcare 

providers and stakeholders to assist in COVID-19 

screening, testing, contact tracing, appointment 

scheduling, and vaccination efforts. With faculty and 

community pharmacists serving as preceptors, student 

pharmacists (n=31) attending the University of Alaska 

Anchorage/ Idaho State University Doctor of Pharmacy 

Program have volunteered at nine different COVID-19 

vaccination clinics and have administered over 1,400 

COVID-19 vaccines.  

Pharmacists’ medication expertise, due to their extensive 

education and training, provided them the foundation 

they needed to be able to provide all of the previously 

mentioned healthcare services when other healthcare 

providers were unable. Many states have already 

recognized the positive impact pharmacists can 

contribute to enhancing patient centered care and 

improving health outcome goals. In 2020, twelve leading 

pharmacy organizations came together and signed the 

Pharmacy Organization’s Joint Policy Recommendations 

to Combat the COVID-19 Pandemic. This aimed to 

delineate key roles pharmacists play in the response. 

This joint policy recommendation also includes 

reimbursement for services provided and removal of 

barriers to reimbursement. Currently 37 states recognize 

pharmacists as healthcare providers under Medicare Part 

B, and many others are following suit. Doing so is vital 

to ensuring that pharmacists are able to bill for their 

services to maintain sustainability. Many state pharmacy 

organizations and colleges of pharmacy are following 

suit and pushing for recognition as healthcare providers. 

This would give them the ability to bill for their services 

to ensure that patients have access to care despite 

emergencies, location, or socioeconomic status. In order 

to improve patient healthcare access and goals, it is 

imperative that pharmacists be recognized as providers 

across the country and barriers regarding billing and 

reimbursement be addressed. Pharmacists are the most 

accessible healthcare professionals and are a key 

resource who must be utilized in delivering the optimum 

healthcare our society needs. 

1. Gregory N. ASHP National Survey Reveals Trends in Pharmacy

Practice.; 2020. Accessed March 31, 2020.

https://www.ashp.org/News/2020/06/26/ASHP-National-Survey-
Reveals-Trends-in-Pharmacy-Practice?loginreturnUrl=SSOCheckOnly#

2. University of Manitoba. Pharmacists play essential role in COVID-19

response. 5/7/20. Published online May 7, 2020. Accessed March 31, 
2021. https://medicalxpress.com/news/2020-05-pharmacists-essential-

role-covid-response.html 

3. Murphy M. Pharmacists Provide Care During Covid-19 Outbreak. The
Ohio State University College of Pharmacy.

https://pharmacy.osu.edu/news/pharmacists-provide-care-during-covid-

19-outbreak. Published March 27, 2020. Accessed March 31, 2021.
4. Camejo M. Practice Pearl 1: Implementation Urgency & Pharmacy’s

Role in Response to COVID-19. Published online March 26, 2020.

Accessed March 31, 2021.
https://www.pharmacytimes.com/view/practice-pearl-1-implementation-

urgency-pharmacy-s-role-in-response-to-covid-19 

5. FAQs about the Federal Retail Pharmacy Program. Published April 12, 

2021. Accessed March 31, 2020. https://www.cdc.gov/vaccines/covid-

19/retail-pharmacy-program/faqs.html
6. Medicaid programs in five states make moves to pay pharmacists for 

covid-19 services. American Pharmacists Association. Accessed March

31, 2021. https://www.pharmacist.com/article/medicaid-programs-five-
states-make-moves-pay-pharmacists-covid-19-services
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Committee/Academy 

Reports 

AKPhA Academy of  

Health-System Pharmacy 

Angharad Ratliff, 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.  

Mark Your Calendars! 

5th Annual AKPhA Academy of 

Health-System Pharmacy 

Fall CE Conference 

Saturday, September 25, 2021 

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/2021/05/call-for-

presentations-fall-ce-conference/ 

Conference Chair Megan Penner 

pennmeg2@isu.edu 

Event information will be posted on our 

website later this summer. 

Make History – 

Participate in the 

National State-based 

Pharmacy Workplace 

Survey 

We know that well-being continues to be a critical, 

complex issue for the profession and patient safety, but 

quantitative data on how pharmacy workplace issues 

may affect patient safety is lacking.  To address this 

situation, the Alaska Pharmacists Association is pleased 

to be a part of a national state-based pharmacy 

workplace survey project in collaboration with other 

state pharmacy associations, American Pharmacists 

Association (APhA), and the National Alliance of State 

Pharmacy Association (NASPA) to bring this 

opportunity to you. 

We have heard pharmacists are reluctant to discuss 

workplace issues and possible solutions because their 

supervisors don’t want to hear or welcome them. Even 

worse, the reluctance is also attributed to fear of 

retaliation from employers. This survey gives you the 

opportunity to voice those concerns. It is 100% 

anonymous.  AKPhA will not have access to your 

responses. Your individual survey response will be 

included in a nationwide database that will be held 

centrally and confidentially. We will only have access to 

aggregated data that we can use to tell your story in our 

advocacy and educational efforts.  

Join with your pharmacy colleagues from across the 

country and make history by participating in the first of 

its kind national state-based pharmacy workplace 

survey. Just 10 minutes of your time is all that is needed 

to complete the survey at Pharmacy Workplace Survey. 

The survey will be open until August 31
st
.  
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2021 Award Recipients

Several members were presented awards during the Alaska Pharmacists Association 

February Online Annual Convention: 

Kristin Allmaras, with 

the Alaska Native 

Medical Center, 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.   

Richard Holt, Chair of the 

Alaska Board of Pharmacy 

and Market Health & 

Wellness Director with 

Walmart, received the Bowl 

of Hygeia Award.  This 

award, sponsored by the 

APhA Foundation and the 

National Alliance of State 

Pharmacy Associations 

with support from 

Boehringer-Ingelheim, is 

presented to a pharmacist 

who has compiled an outstanding record of community 

service and civic leadership, which, apart from her 

specific identification as a pharmacist, reflects well on 

the profession. 

Erin Narus, Lead Pharmacist, Healthcare Services with 

Alaska Medicaid, 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.    

Renee Robinson with the 

UAA/ISU Doctor of 

Pharmacy Program, 

received the 

Distinguished Alaskan 

Pharmacist Award.  This 

award recognizes a 

pharmacist who has 

worked in Alaska for over 

ten years, devoted their 

career to supporting the 

profession of pharmacy 

and the community in 

which they live, and 

served as a role model for younger pharmacists. 

Anne Marie Bott (pictured above) and Brittany 

Keener (pictured below) with the Alaska Native 

Medical Center, both received the Fellowship 

designation from AKPhA.  This award recognizes the 

recipient's 

achievements and 

dedication to the 

practice of pharmacy, 

the community, and to 

mentoring future 

pharmacy leaders.  This 

designation reflects 

long-time involvement 

with the Association 

and is for life as long as 

the individual is an 

active member of 

AKPhA.  
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Alaska Antimicrobial Stewardship Collaborative (A2SC) 
announces the Alaska specific Community-Acquired 
Pneumonia (CAP) Treatment Guidelines.  These 
clinical guidelines are intended to aid in the selection of 
antimicrobial therapy for patients residing in Alaska who 
present with community acquired pneumonia. Treatment 
guidelines available for the following Alaska care setting: 

 Adult Inpatient CAP Treatment Guidelines
 Adult Ambulatory CAP Treatment Guidelines
 Pediatric Inpatient CAP Treatment Guidelines
 Pediatric Ambulatory CAP Treatment Guidelines

These guidelines will help Alaska physicians and pharmacists ensure patients receive the right 
antibiotic at the right time and only when necessary. As a companion to the guidelines the 2019 
Alaska State Antibiogram is also available to help guide the best antibiotic choice.   

Community-Acquired Pneumonia Guidelines are available for download on the A2SC website: 
https://www.ashnha.com/antimicrobial-stewardship/ 

The Alaska 2019 Antibiogram is available for download:  
https://www.ashnha.com/wp-content/uploads/2021/05/AK-2019-Antibiograms-5-5-21.pdf 

Antibiotics save lives, but any time antibiotics are used, they can cause side effects and lead to 
antibiotic resistance. In U.S. doctors’ offices and emergency departments, at least 47 million 
antibiotic prescriptions each year are unnecessary, which makes improving antibiotic 
prescribing and use a national priority. 

About Alaska Antimicrobial Stewardship Collaborative 

The Alaska Antimicrobial Stewardship 
Collaborative (A2SC) is an active partnership of 
hospitals and other health care stakeholders 
dedicated to developing innovative strategies to 
ensure appropriate antibiotic use. A2SC’s goal is 
a simple one: all patients in Alaska will receive 
the right antibiotic at the right time and only 
when necessary.  

The emergence of antibiotic-resistant bacteria caused by the misuse and overuse of 
antibiotics is pushing the healthcare industry to re-evaluate how medicine is practiced. 
Together we will accelerate positive changes to achieve this critical goal. Visit our 
website for more information: https://www.ashnha.com/antimicrobial-stewardship/ 
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Pharmacy Students Provide 

Continued Expert Care as Part of 

Multidisciplinary Medical Team 

Supporting Project PAK in Kluti 

Kaah, Alaska 

Jake Jordan, PharmD Candidate 2022 

Talethia Bogart, PharmD Candidate 2022 

Renee Robinson, PharmD

The snow-capped peaks and windswept slopes of the 

pristine mountains surrounding the Copper River 

Basin glistened in the Alaskan sun, now high in the 

sky and spreading its warmth in the last weeks of 

March, foretelling the coming of Break Up. Slowly 

heading down the highway from Anchorage, a white 

van, packed to the brim with medical equipment, 

vaccines, educational children’s toys and books and a 

team of multi-disciplinary medical professionals, 

made its way to Kluti Kaah, a small Native village 

nestled in the forest just 13 miles south of Glennallen, 

Alaska. 

Part of an ongoing initiative known as Project 

Partnership for Alaska Kids, or Project PAK for 

short, this program was started in 2016 to provide 

federally mandated comprehensive health screenings 

to children enrolled in Head Start programs in rural 

Alaska, a requirement for continued funding that 

these rural programs were struggling to meet. Often, 

Head Start programs are the only providers of critical 

educational, social, and medical services in 

economically disadvantaged areas. Any one of them 

losing their funding would have had a significant 

impact on the children in those communities. But few 

Alaskans are deterred by a challenge. Janet Schultz, a 

senior Head Start official, knowing the importance of 

these programs to their communities, reached out to 

the University of Alaska Anchorage Nursing School, 

where both professors and students enthusiastically 

pledged support for the newly created Project PAK. 

The key to the program’s success? No longer trying 

to bring children to a clinic, but bringing the clinic to 

the children. 

Now in its sixth year, Project PAK has expanded its 

services by partnering with the University of Alaska 

Anchorage/Idaho State University Doctor of 

Pharmacy Program. A multidisciplinary team 

consisting of a nurse practitioner (NP), pharmacist, 

NP, nursing, and pharmacy students, visited Kluti 

Kaah Head Start was not only able to provide 

comprehensive wellness services to students enrolled, 

but also point of care health screening to staff, 

parents, and caretakers. Services for the children by 

the nursing volunteers included hemoglobin and lead 

level tests, auditory and vision screenings, as well as 

general cognitive and physical assessments. In a 

complementary fashion, pharmacy students provided 

CDC recommended initial and catch up vaccinations 

to all students, as well as blood pressure, blood 

glucose, and hemoglobin A1C point of care 

screenings and counseling to both students and their 

parents.  

Overall, the team conducted 10 blood glucose and 

A1c screenings, four blood pressure screenings, and 

provided two vaccinations to students who needed 

them. In addition to the screenings, the students 

Third year pharmacy students Talethia Bogart and Jacob 

Jordan prepare their immunization and blood glucose/A1c 

testing station prior to the arrival of students at the Kluti Kaah 

Head Start, March 23, 2021. 
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provided counseling to all patients on continued 

lifestyle changes to prevent diabetes as well as 

recommendations to several on how to slow their 

progression and to speak to their primary care 

provider at their next visit about their screening 

results. 

“I had a great time,” said Jacob Jordan, a third year 

pharmacy student. “This program really means a lot 

out here - the Head Start staff and the parents of all 

the children were extremely grateful to us for coming. 

Plus, this gave me an opportunity to work with 

children, something that many pharmacy students 

don’t get in their first three years of schooling. It was 

an eye-opening experience and something that I think 

will make me a better pharmacist in the future.” 

Bringing the clinic to the children and their families 

provides a more welcoming and inviting 

environment, because they get to be in their element. 

This provides the opportunity to really get to visit and 

discuss the patient’s health and provide them with the 

education they need to stay healthy. I enjoyed being a 

part of the team and delivering needed services. It 

was a very rewarding experience. 

Project PAK is a continuously operating program and 

is preparing to visit additional villages in the future. If 

you are interested in participating or supporting the 

program in any way, contact Renee Robinson at 907-

786-6233 (reneerobinson@isu.edu) for more 

information on how you can get involved. 

Congratulations to Jacob Jordan,

UAA/ISU 

Class of 

2022, for 

being 

awarded the 

2021 USPHS 

Excellence in 

Public 

Health 

Pharmacy 

Award. 

This year 

USPHS 

recognized 

90 pharmacy 

students 

from across 

the country 

for their 

efforts in addressing current public health challenges. 

This includes advancing the objectives of Healthy 

People 2030, the Surgeon General’s priorities, and 

the pharmacy profession. 

Of those 90 students, ten were selected as top 

recipients and Jacob was also one of the top ten 

recipients! 

Project PAK 

volunteers in Kluti 

Kaah enjoying 

some sun in front 

of the Head Start 

building before 

returning to 

Anchorage after a 

successful 

wellness clinic on  

March 23, 2021. 
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Alaska Professor 

Leading Pharmacy 

Initiatives in the Far 

North and Idaho 

Talethia Bogart and Jacob Jordan, 

PharmD Candidates 2022 

Dr. Renee 

Robinson, PharmD, 

MPH, MSPharm, 

has been an 

associate professor 

at the University of 

Alaska 

Anchorage/Idaho 

State University 

(UAA/ISU) Doctor 

of Pharmacy 

Program since 

August of 2018. 

Prior to her work 

with the Pharmacy 

Program, she has 

served as Acting 

Research Director 

for Southcentral Foundation, Scientific Advisor for the 

National Institutes of Health, Clinical Pharmacist and 

Residency Preceptor for the Indian Health Service, and 

has held several academic roles for various colleges of 

pharmacy (Universities of Alaska/Washington/Idaho, 

Ohio State), as well as the Ohio State University College 

of Medicine. In addition to this, her time with the 

Department of Health and Human Services led to her 

deployment to several locations across the United States. 

As an exemplary leader and innovator, she has received 

numerous awards. Notable ones include the National 

Institute of Health Director’s Award for her outstanding 

work on the Ebola Response Team sent to western 

Africa to help contain the most recent outbreak there, 

Public Health Service Awards (Commendation Medal, 

Achievement Medal, Unit Commendations x2), Federal 

Employee of the Year (x2), and the Surgeon’s General 

Award. 

Despite her dedication and commitment to her work, she 

remains actively involved in improving and advancing 

the profession of pharmacy. This year alone she has 

served on the Alaska Pharmacist Associations COVID-

19 Immunization Task Force and Academic Committee; 

Idaho State University’s Dissertation Committee, 

Institute of Health and Graduate Faculty Appointment 

Committee; the Alaska Healthcare Transformation 

Workgroup; Take Heart Alaska; and Diabetes Coalition 

with the Alaska Department of Health and Social 

Services. She is on the American College of Clinical 

Pharmacy Grant Reviewer Board, an abstract reviewer 

for American Public Health Association (APHA), a 

grant reviewer for Patient Centered Outcome Research 

Institute (PCORI), a co-ambassador for Mountain West 

Clinical and Translational Research Group, and a faculty 

advisor for APhA Substance Abuse Training.  

Her efforts don’t stop here though. Within the UAA/ISU 

Doctor of Pharmacy Program, Dr. Robinson is not 

simply an associate professor, she is an outstanding 

mentor, a dedicated facilitator of students’ learning and 

success beyond the classroom, and an experienced 

motivator in guiding students to pursue their interests 

through research and advocacy. Carrie Urena, a third 

year student pharmacist on the Anchorage campus 

summed it up nicely, saying, “Despite how busy I know 

she always is, she has never turned me away when I 

have asked for help… Her guidance, support and 

dedication have helped me immensely.”  

True to her style of innovation, within the classroom Dr. 

Robinson championed a “flipped” teaching model. This 

model requires students to take an active role in their 

learning by becoming the instructors during short, topic 

focused presentations during class after collaborating 

with other students to develop the lesson. This teaches 

students how to utilize resources to answer complex 

pharmaceutical questions, where, like in actual practice, 

there is no “right answer,” but a range of possible 

solutions. Third year student pharmacist Nana McMillan 

from the Anchorage campus says, “She goes above and 

beyond to ensure we are given the tools to succeed. Her 

non-traditional teaching style encouraged me to look 

beyond the slide deck and to think critically about 

patient care.” A firm believer in the value of student 

experiences outside the classroom, Dr. Robinson has 

orchestrated countless student experiential opportunities, 

including coordinating the Prince William Sound 

Traveling Health Fair, assisted with students assuming 

responsibility for the Alaska Assisted Living Home 

Immunization Program, helped collaborate events with 

the Parent Advisory Council (PAC) and Alaska’s Area 

Health Educations Center (AHEC), and was 

instrumental with the creation, promotion, and initiation 

of the Emergency Pharmacy Preparedness Program. 

Many of us would be proud to have accomplished just 

what has been mentioned, but Dr, Robinson’s legacy 
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expands beyond both the UAA/ISU Doctor of Pharmacy 

Program Anchorage campus and even beyond the state. 

In the Idaho Society of Health-System Pharmacists 

(ISHP) fall virtual poster presentation, Dr. Robinson co-

authored 11 of the 15 student posters showcased. Fourth 

year student pharmacist Radhika Narsinghani from the 

Meridian, Idaho campus, couldn’t have been more 

thankful for Dr. Robinson’s contributions, “She has 

dedicated her life and soul to the doctor of pharmacy 

programs via her projects on a diverse number of 

topics.” And diverse they were. Topics included areas 

such as social network analysis, post-traumatic stress 

disorder, immunizations for underserved populations, 

pharmacy accessibility in Idaho, mental health 

pharmacist practice updates, using national survey data 

for chronic diseases and social determinant of health, 

opioid addiction, diabetes self-management, attention 

deficit hyperactivity disorder, depression and anxiety, 

and COVID-19 services. Narsinghani added, “Under her 

mentorship, I have learned how to recognize my 

strengths and I have been able to develop skills required 

to conduct and lead research projects independently. … 

She leaves no stone unturned to make Idaho State 

University stand out as an institution that is actively 

involved in research and innovation. She has been a true 

inspiration to me. Through her research projects, she 

motivates everyone to realize that there are many ways 

each of us can contribute to the world of pharmacy and 

continue to make pharmacy a better field.” 

Dr. Robinson's passion and motivation are a true 

inspiration for all of the student pharmacists she 

encounters. Not only does her work support them, it 

supports pharmacists and patients everywhere. Thank 

you for all you do! 

If you didn’t attend the 2021 Online 

AKPhA Annual Convention,  please take 

our 4-question survey! 2021 attendees who 

have already taken it, thank you! 

The Alaska Section of Chronic Disease Prevention and 

Health Promotion uses this data to understand pharmacy 

practices related to chronic disease management. From 

2019-2020 a longer version of this survey was used to 

assess practices and obstacles related to pharmacist-

provided direct patient care services. We found that in 

2019, approximately 25% of pharmacists wanted to offer 

these services but were not yet able to do so, and in 2020 

this went down to 20%.  

The most common obstacles identified were receiving 

reimbursement, needing billing training, and needing 

more staff. For those who already provided medication 

therapy management (MTM), the most common 

facilitators making this possible were training and spare 

time. 

We are now working with pharmacists associated with 

AKPhA to help address some of those barriers and 

provide trainings on billing and coding for MTM. Thirty-

eight pharmacists took part in the trainings from 2019-21, 

and all reported them helpful in post-training evaluations.  

SHARP-1—Opportunity for 

Healthcare Practitioner Loan 

Repayment NOW OPEN 

The goal of Alaska's SHARP program is to increase 

recruitment and retention of healthcare practitioners to 

serve in designated healthcare service shortage areas in 

exchange for specified support-for-service payments (e.g. 

education loan repayment). Funds for SHARP-1 come in 

part from federal HRSA-SLRP partnership grants, the 

Alaska Mental Health Trust Authority and participating 

employers (matching funds).   

The clinician application and the employer application 

forms for this solicitation are available April 19th 

through Friday, June 18th at 5:00 pm (pharmacists are 

in the Tier I category).  The Admissions Committee of the 

SHARP Council will convene afterward in publically 

noticed meetings to review and select from the resulting 

pool of eligible applicants.  Applications are available at: 

http://dhss.alaska.gov/dph/Emergency/Pages/healthcare/s

harp/default.aspx  
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Avoid Federal 

Law Violations 

on Newly 

Expanded 

Access Buprenorphine 

Prescriptions 

By Trenton Thiede, PharmD, MBA, 

President at PAAS National
®
, expert third 

party audit assistance and FWA/HIPAA 

compliance. 

Prescriptions for buprenorphine containing medications 

continue to be an audit target by PBMs. Due to the 

nature of this medication, patients are filling these 

prescriptions frequently and it can be an easy trap for a 

pharmacy to miss state and federal requirements. 

Unfortunately, this can lead to law violations resulting in 

full recoupment of the claim. 

Pharmacies must ensure that all state and federal 

requirements for controlled substances are included on 

any buprenorphine prescription, as well as the 

prescriber’s XDEA number, if prescribed for opioid 

dependency. This additional requirement was set forth in 

the Drug Addiction Treatment Act of 2000 (DATA 

2000)
1
. PAAS National

®
 continues to see audit 

recoupments where pharmacies are missing both DEA 

and XDEA numbers on buprenorphine prescriptions. 

Due to the discrepancy being a federal law violation, 

these are difficult to appeal. 

There has been a few recent events that have created 

confusion surrounding prescriber requirements that 

PAAS wants to touch on in the event that you get 

questions from patients or prescribers. In January 2021, 

HHS announced
2
 that it was planning to eliminate the 

requirement for prescribers to obtain an XDEA number 

to prescribe buprenorphine, however this action was 

withdrawn with the incoming Biden Administration. 

Additionally, On April 28, 2021, HHS issued a notice
3
, 

effective immediately, that it will allow eligible 

prescribers to obtain an XDEA number without having 

to complete the mandatory 8-24 hours of training. These 

prescribers will be limited to treating no more than 30 

patients and are still required to obtain an XDEA 

number and include on subsequent prescriptions.  

PAAS Tips: 

 Educate all staff on controlled substance

requirements: patient address, prescriber

address, prescriber DEA number should all be

on the front of the prescription

 Any buprenorphine containing prescription for

treatment of opioid dependency, requires BOTH

DEA and XDEA numbers on the prescription

 Buprenorphine prescribed for pain should be

clearly indicated on the prescription and only the

DEA number is required

 Dosage forms should be specified, tablets or

films

 Tablets and films are not indicated to be cut,

chewed or swallowed per manufacturer

 Patient labels should instruct to use

“sublingually,” “under the tongue,” or “in the

cheek”

 Recommend running weekly reports to check

hard copies for all requirements

PAAS National
®
 is committed to serving community 

pharmacies and helping keep hard-earned money 

where it belongs. Contact us today at (608) 873-1342 or 

info@paasnational.com to see why membership might 

be right for you. 

©2021 PAAS National® LLC  All Rights Reserved 

References: 

1. https://www.congress.gov/106/plaws/publ310/P

LAW-106publ310.pdf

2. https://www.hhs.gov/about/news/2021/01/14/hh

s-expands-access-to-treatment-for-opioid-use-

disorder.html

3. https://www.federalregister.gov/documents/2021

/04/28/2021-08961/practice-guidelines-for-the-

administration-of-buprenorphine-for-treating-

opioid-use-disorder
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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. 

VERIFY PATIENT'S IDENTITY 

It was a busy day at Anytown Pharmacy.  
The pharmacy had lots of foot traffic that 
day as patients came and went frequently.  
Robert Lowe came in to pick up his wife 
Lisa's prescription.  The technician saw two 
prescriptions in the bin for Lowe.  She 
believed the second one was for Robert 
Lowe so she rang up both prescriptions.  
Robert didn't notice the second 
prescription wasn't for him and took both 
prescriptions home. Unfortunately, the 
second prescription was for Richard Lowe, 
not Robert.   

Later that afternoon an angry Lisa Lowe 
called the pharmacy. 

"You charged us for a prescription that 
wasn't ours!" she screamed at the 
pharmacist. 

The pharmacist was momentarily flustered 
and could only get out a small apology 
before Mrs. Lowe said, "We know Richard.  
We'll get it to him."   

She hung up before the pharmacist could 
say anything else.  The pharmacist was 

busy, so she went back to checking 
prescriptions, relieved that the incident 
seemed to resolve itself.  But was it really 
resolved? 

Richard got his prescription for free unless 
Robert and Lisa demanded payment from 
him before they gave it to him.  But there 
are also other problems lurking within this 
scenario.  Robert and Lisa are not Richard's 
agents.  Richard didn't send them to the 
pharmacy to pick up his prescription.  Since 
they are not Richard's agents, they have no 
legal authority to possess Richard's 
prescription.  This could be problematic for 
Robert and Lisa, especially if the 
prescription is for a controlled substance.  
Also, the pharmacist doesn't know if the 
prescription was successfully delivered.  
This creates a dilemma if Richard comes in 
later to pick up the prescription and the 
record shows that it has already been 
dispensed.  This could also be an issue if the 
pharmacy is audited by Richard's insurance 
and it is determined that the pharmacy 
billed for a prescription that Richard never 
received.  On the other hand, if it is 
delivered successfully, Richard never 
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received counseling, or an offer of 
counseling from the pharmacist. 

This scenario also presents a HIPAA and/or 
state privacy law violation because 
Richard's personal health information has 
been revealed to Robert and Lisa.  They 
now know Richard's physician's name, what 
prescription he is taking, and possibly the 
medical condition he is being treated for.  
Not only did the pharmacist incur Mrs. 
Lowe's wrath, the pharmacy could now be 
facing a breach of confidentiality claim from 
Richard Lowe. 

What should the pharmacist have done?  
Once aware of the mix-up, the pharmacist 
should not have allowed the Lowes to 
deliver the errant prescription.  The 
pharmacist should have asked the Lowes to 
bring it back to the pharmacy or sent 
someone to their house to pick it up.  In 
either case, their payment should have 
been refunded.  The prescription should be 
returned to will-call if this can be done 
safely and legally.  If not, the prescription 
should be prepared again for Richard's 
eventual pick up.  Depending on your state 
law, Richard should be notified of the 
incident and given an apology.  This is not a 
bad practice even if not required.  Patients 
will appreciate the transparency and will be 
less likely to be upset than if they find out 
from another source. 

To prevent this sort of dispensing error, the 
patient's identity should also be verified 
prior to dispensing.  To avoid problems with 
the same or similar sounding names, the 
staff should ask for another identifier, such 
as address or phone number, to verify that 
this is the correct patient.  This procedure 
will minimize the chance of a patient 
receiving someone else's prescription.  In 
the event that it does happen, the 

pharmacy staff should rectify the problem, 
not the patients.  This may be difficult on 
an especially busy day.  Many times, the 
right way to solve a problem is not the 
easiest way.      

© 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. 

Exam Statistics, July through December 2020 

Number of Alaska Exams: 23 

Passing Rate:  83% 

National Average Passing Rate: 72% 

CONGRATULATIONS ALASKAN 

TECHNICIANS! 
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Program 0139-0000-21-202-H04-P/T 
Quarterly AKPhA Newsletter 

Release Date 5/14/2021 
Expiration Date 5/14/2024 
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. 

Biologics, Biosimilars 

and Interchangeability 

Cassandra Sanborn, PharmD Candidate 2021 

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

The topic of biological agent interchangeability and 

acquiring that designation is one of current debate. Since 

biologics are big, complex, and uniquely derived from 

living cells, a biosimilar can never be exact to it. The 

relationship of biologics and biosimilars cannot be 

compared to the relationship between brand and generic 

due to these reasons. Non-biological drugs are small 

molecules and can be replicated exactly and, therefore, 

interchanged or substituted without the same concern.
1
 

Since there are no current biologics and biosimilars 

designated as interchangeable, knowing how they are 

named and differentiated is important to avoid mistakes.
2

Naming and Recognition of Biological Agents 

The first biologic drugs on the market only consisted of 

a core name (e.g. trastuzumab), designated by the United 

States Adopted Names for Drugs Council. A suffix 

consisting of random letters was introduced to help 

distinguish biologic, biosimilars and interchangeable 

agents from each other (e.g. trastuzumab-anns, 

trastuzumab-dkst, trastuzumab-dttb, trastuzumab-pkrb, 

trastuzumab-qyyp).
3
 In 2017 the Food and Drug 

Administration (FDA) considered retroactively assigning 

suffixes to reference biologic products already on the 

market, concerned that a suffix could cause a perception 

of inferiority but decided against it to avoid negative 

repercussions.
4
 Since then, all new biologic and 

biosimilar drugs consist of a core name and suffix. This 

naming schematic will allow biological products to be 

grouped together in electronic databases to allow health 

care providers to be able to locate and identify core 

name grouped agents more easily.
4 

A biosimilar is designated as such when it displays no 

meaningful clinical differences in safety, purity, and 

potency to its reference biologic. Biosimilars may be 

approved for a reference biologic indication without 

direct studies in that indication as long as total evidence 

in application supports a demonstration of biosimilarity 

Continuing Education 

Home Study Series 

Alaska Pharmacists Association 

The Alaska Pharmacy Newsletter

18

https://alaskapharmacy.org/payments/


for at least one of the reference product’s indications. 

This is termed as “extrapolation” and is a key 

component of the abbreviated pathway. The basis of 

extrapolation includes “(1) all available data and 

information in the biosimilar application, (2) FDA’s 

previous finding of safety and efficacy for other 

approved indications for the reference product, and (3) 

knowledge and consideration of various scientific factors 

for each indication.”
5
 It is important to note that the 

biosimilar manufacturer must supply enough supportive 

data to scientifically justify extrapolation. 

Interchangeability between Biological Agents 

Biologics play a major role in the treatment of cancer 

and serious illness. Utilization has increased more than 

twice the rate of other drugs since 2018. While biologics 

only make up approximately 2% of all US prescriptions, 

they account for more than a third of net drug spending.
6
 

The development and use of biosimilars improves access 

of treatment to patients. Often cancer patients 

discontinue or skip treatment due to high out-of-pocket 

costs.
7
 A potential savings from biosimilar use in 

treatment over its biologic originator is estimated at $24-

$150 billion over 2017-2026.
6
  

In 2010, Congress enacted the Biologics Price 

Competition and Innovation Act (BPCIA) which 

abbreviated the approval pathway for biosimilars to 

create competition and drive costs down. In May 2019, 

the FDA published guidance on interchangeability 

requirements.
8
 

According to the BPCIA, the process of 

interchangeability requires that “an applicant must 

provide sufficient information to demonstrate 

biosimilarity and also to demonstrate that the biological 

product can be expected to produce the same clinical 

result as a reference product in any given patient.”
4
 

Additionally, they must demonstrate that there is no 

change in safety risk or diminished efficacy switching or 

alternating with the reference product as compared 

without the switch or alternation.  

The FDA recommends two study designs to establish 

interchangeability. The first approach is “a dedicated 

switching study” which begins with all patients starting 

on the reference product, then branching into two arms: 

a control arm of the reference biologic and an 

intervention arm alternating between the biosimilar and 

reference biologic. 
9 

The second approach is “the integrated study” which is 

broken into a biosimilarity study portion and a switching 

study portion. During the biosimilarity study portion, the 

biosimilar and reference biologic go head-to-head for a 

designated time. Then, during the switching study 

portion, patients in the reference biologic arm are re-

randomized and assigned into a designated switching 

study like the first approach.
9

Interchangeable status would allow pharmacists to 

substitute a biosimilar for its reference biologic 

according to current Alaska Pharmacy Statutes and 

Regulations with proper prescriber and patient 

communication/documentation.
10

 Pharmacists may also 

have a leading role in the introduction of biosimilars into 

healthcare systems. Having a firm understanding of the 

pharmacology, development, regulations and guidelines 

places the pharmacist as a crucial resource. Taking on 

this role will help patients and healthcare teams to make 

informed decisions on therapy choice and formulary 

inclusion.
11

 Increased access through more affordable 

biosimilars may treat an additional 1.2 million patients 

over the next 10 years, with the most impact on women, 

lower-income, and older patients.
12

 It is exciting to see 

the future of medicine and potential impact pharmacy 

has in it. 
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2020 AHA CPR/ECC 

Guidelines Update 

Maggie Baldock, PharmD Candidate 2021 

UAA/ISU College of Pharmacy 

Preceptor: Mary Mackey, PharmD, BCPS 

Cardiac arrest is a leading cause of mortality and 

morbidity in the United States.
1
 The American Heart 

Association for Cardiopulmonary Resuscitation (CPR) 

and Emergency Cardiovascular Care (ECC) provided the 

most recent update in October 2020.  Updated guidelines 

are necessary for healthcare professionals to stay current 

on changes occurring within clinical practice. For 

guidance in treatment courses, AHA updated 

recommendations, algorithms, and visual aids for adults 

and pediatric patients.  New algorithms and diagrams 

include opioid associated emergencies, cardiac arrest in 

pregnancy, post-cardiac arrest care, 

neuroprognostication guidance, chain of survival, and 

tachycardia/bradycardia management in pediatric 

patients.  

The adult basic and advanced life support guidelines 

implemented intravenous access over intraosseous 

access in fluid and medication administration. In 

addition, it confirmed that double sequential 

defibrillation is not recommended in advanced cardiac 

life support.
2
 Recommendations and rationales are listed 

in Table 1. A post-cardiac arrest care algorithm was 

created for stabilized patients to guide maintenance of 

blood pressures, monitoring for seizures, 

neuroprognostication, and targeted temperature 

management. 
3
  

The pediatric basic and advanced life support 

recommendations updated the ventilation rate to 1 breath 

every 2-3 seconds (20-30 breaths per minute), the use of 

cuffed endotracheal tubes versus uncuffed, 

administration of epinephrine within 5 minutes, and 

recommended against cricoid pressure during 

intubation.
4 
These recommendations and rationales can 

be found in Table 2.  The updated pediatric algorithms 

for management of bradycardia and tachycardia exclude 

the wording “poor perfusion,” allowing it to be used on 

all bradycardic and tachycardic pediatric patients.    

Opioid abuse has led to an increased number of cardiac 

arrests. AHA created two new algorithms for out of 

hospital cardiac arrest scenarios with suspected opioid 

overdose, one for lay-rescuers and one for healthcare 

professionals.  The focus remains on activating an 

emergency response and performing high-quality CPR. 

Despite naloxone administration being a priority in 

suspected opioid overdose, CPR should not be delayed.
5 
 

Treating pregnant patients may come with some risks to 

the fetus, this is always a consideration when discussing 

treatment options. AHA provided an algorithm to guide 

cardiac arrest in pregnancy. Best outcomes for mother 

and baby are obtained with maternal resuscitation. This 

algorithm focuses on high-quality CPR with manual 

uterine displacement, preparation of perimortem 

cesarean delivery (PMCD), and maternal resuscitation. 

PMCD should be considered after 5 minutes if outcomes 

would improve the chances for the mother and baby.
6
 

Recovering from cardiac arrest can be a challenging 

process. The AHA Chain of Survival has included an 

additional chain, “Recovery”. This was integrated into 

both adult and pediatric chain of survival diagrams. 

Patients should be assessed for rehabilitation factors 

while in the hospital so that proper multidisciplinary 

discharge planning is optimized. Follow up for at least a 

year is a recommendation. This helps with transitioning 

care to outpatient.
7
 

As part of a response team, a pharmacist can attribute to 

patient care and outcomes by providing drug 

recommendations, preparing medications, and 

calculating drug doses during a stressful situation. 

Pharmacists have become a common team member for 

code and rapid response situations in the hospital setting. 

It’s important to stay current on the new guidelines to 

provide patients with quick and appropriate care to 

improve outcomes. 
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Table 1: Adult Basic and Advanced Life Support2 

Recommendations Rationale 

New: The use of double sequential defibrillation 
in cardiac arrest is not supported for patients 
unresponsive to defibrillation.  

There is no current data on the usefulness of double 
sequential defibrillation.  

New: Intravenous (IV) access should be 
attempted before intraosseous (IO) access. 

Recently there have been some studies of poor drug 
efficacy with IO administration. IO access has 
become a popular method in cardiac arrest 
patients. IV access should be attempted first and is 
the preferred route for drug administration.  

Reaffirmed: Early administration of epinephrine 
in nonshockable rhythms. 
Reaffirmed: Epinephrine administration after 
defibrillation attempts in shockable rhythms. 

Early administration of epinephrine increases ROSC 
and survival.  

Table 2: Pediatric Basic and Advanced Life Support4 

Recommendations Rationale 

Update for infants and children with a pulse and 
inadequate breathing, administering rescue 
breaths 1 breath every 2-3 seconds is 
recommended.  

Update for infants and children with an 
advanced airway. 1 breath every 2 to 3 seconds 
are recommended. 

Old recommendations 
- Rescue breaths previously stated 1 breath

every 3-5 seconds.
- Advanced airway previously stated 1 breath

every 6 seconds.
Higher oxygenation levels showed increased rates of 
survival and ROSC in pediatric patients with 
advanced airways. There is currently no data to 
prove this in rescue breathing scenarios, this was 
chosen for standardization.  

Cuffed endotracheal tubes are preferred for 
intubation in pediatric patients.  

Some studies have shown that cuffed ETTs reduced 
the amount of tube changes or replacements.  

Cricoid pressure during intubation is not 
recommended.  

Studies have less successful attempts during 
intubation with this technique.  

All pediatric patients in cardiac arrest should 
receive epinephrine within 5 minutes or as soon 
as possible once compressions have started.  

The goal is to increase survival-to-discharge with 
cerebral and coronary perfusion.   
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Gout: An Opportunity 

for Pharmacists 

Paul Stone, Doctor of Pharmacy Candidate, 

Class of 2021, Creighton University 

Preceptor: Michelle Locke, PharmD, 

BCACP 

Gout is one of the oldest recognized diseases. It was first 

identified by Egyptians in 2640 BC and was later 

recognized by Hippocrates who referred to it as the 

“unwalkable disease”. Despite early historical clinical 

recognition, gout is a growing problem in developed 

countries. It is estimated that it affects 9.2 million adults 

in the U.S.
1
 and accounts for approximately 7 million 

ambulatory visits annually at a cost of nearly a billion 

dollars.
2
 Studies in several developed countries suggest 

that hospitalizations for gout are on the rise even as 

hospitalizations for another inflammatory arthritis 

(rheumatoid arthritis) are decreasing.
3,4

 A single center 

study in 2014 suggested that as many as 70% of hospital 

visits for gout flares in patients with previously 

diagnosed gout were preventable.
5
  

Gout is the most common inflammatory form of 

arthritis.  Hyperuricemia, high concentrations of serum 

uric acid, can lead to the formation of monosodium urate 

(MSU) crystals in joints, often the big toe.  MSU crystals 

precipitate severe inflammation and a severe sudden 

onset of pain. The detection of MSU crystals in the 

affected joint is typically required to definitively 

diagnose gout. Hyperuricemia is defined as any level 

greater than or equal to 6.8 mg/dL by the 2020 American 

College of Rheumatology (ACR) guidelines for the 

treatment of gout.
1
 It is important to note that the 

incidence of acute gout in patients with urate levels 

greater than 9mg/dL is as low as 5% per year.
6
 

Hyperuricemia is a risk factor for developing gout but is 

not diagnostic for gout. 

Uric acid is a product of purine catabolism and almost 

all excess uric acid is excreted through the glomeruli in 

the kidneys.  Cell turnover and diet are the main sources 

of purines in the body. A diet rich in meat, fructose, and 

alcohol (especially beer) can lead to higher levels of uric 

acid in the blood; however, most cases of hyperuricemia 

are caused by urate under excretion in the kidneys.
7
 In 

addition to dietary sources of excess purines, 

proliferative disorders and cytotoxic drugs can lead to an 

over production of uric acid. Hypertension, chronic 

kidney disease, diuretic use, dehydration, and other 

endocrine disorders can lead to under-excretion of uric 

acid.  

There are four stages of gout. 

1. Hyperuricemia – can precipitate gout

2. Acute flares – characterized by pain and joint

inflammation

3. Intercritical periods – no symptoms but crystals still

depositing

4. Advanced gout – characterized by frequent pain,

joint destruction, kidney damage, and cardiovascular

complications
7

The goals of pharmacologic therapy are to manage the 

symptoms of acute and chronic gout and to prevent 

recurrent episodes and long-term complications. In acute 

flares, patients are treated first line with high dose 

NSAIDs, steroids, or colchicine depending on patient 

specific features. If patients have had more than two 

flares in a 12-month period, urate-lowering therapy 

(ULT) is recommended by both the American College of 

Rheumatology (ACR) and the American College of 

Physicians (ACP).
1,8

 There are two primary strategies for 

urate lowering therapy. Xanthine oxidase inhibitors 

(XOI) are considered first line and block the creation of 

uric acid by inhibiting an enzyme that produces it in the 

body. The XOI allopurinol is the first line treatment for 

ULT.
 1
 The second primary ULT strategy is to increase 

the excretion of uric acid with a uricosuric drug. Ninety 

percent of uric acid that is filtered in the kidneys is 

reabsorbed and the medication probenecid effectively 

targets transport proteins in the proximal renal tubules. 

For refractory gout or to prevent gout precipitated by 

tumor lysis syndrome, uricases can be used to 

breakdown gout into allantoin. The kidneys more readily 

excrete allantoin. Pegloticase is the only FDA approved 

uricase. It is effective but considered last line because it 

is expensive and requires infusions by a rheumatologist 

every 2 weeks. 

The ACR 2020 guidelines recommend a treat to target 

strategy when initiating ULT. Both the ACR and ACP 

recommend low-dose colchicine or scheduled NSAIDs 

for flare prophylaxis during the first 3 – 6 months of 

ULT because there is an increased risk of flares when 

ULT is initiated. Urate lowering therapy is NOT 

initiated during an acute flare; however, if a patient is 

already on an ULT medication they should continue to 

take the medication while treating the acute flare.
 1
 ULT 

is initiated > 2 weeks after symptoms of an acute flare 

are gone. For allopurinol, the starting dose is typically 

100 mg – 300 mg/day. The treat to target strategy 

involves dose titration of allopurinol based on serial 

urate levels taken every 2 – 5 weeks until serum urate 

levels are below 6 mg/dL. If target levels cannot be 
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reached with the max (800 mg/day), tolerated doses of 

allopurinol second line agents can be added as needed. 

Once the target level is reached, uric acid levels should 

be monitored every 6 – 12 months.
 1
  

There are two FDA approved XOIs in the United States, 

allopurinol and febuxostat. Allopurinol is considered 

first line because it is considerably cheaper than 

febuxostat and febuxostat has a black box warning.
 1
 

Patients with established cardiovascular disease have a 

higher rate of CV death when treated with febuxostat 

compared to allopurinol.
9
 Allopurinol is not without 

risks. African Americans and patients of Southeast Asian 

descent should be screened for the HLA-B*5801 gene 

variant because it carries an increased risk of a Stevens-

Johnson syndrome type reaction.
1
  Probenecid is the only 

FDA approved uricosuric available in the United States.  

It can be used as monotherapy or in combination with a 

XOI.
 1
 It should not be used in patients with a history of 

nephrolithiasis, renal impairment (CrCL < 50mL/min or 

eGFR < 30mL/min), or in conjunction with NSAIDs. 

Studies in the past decade have shown the potential for 

pharmacist led interventions to improve ULT adherence, 

as well as the number of patients reaching their urate 

goals.
10,11

 Community pharmacists and clinic based 

pharmacists can help encourage providers to titrate ULT 

effectively and then remain adherent to their regimens. 

Medication adherence and ineffective ULT titration are a 

key driver of preventable ambulatory and emergency 

room visits due to gout complications. 

Key opportunities for pharmacist intervention: 

 Acute flare prophylaxis at ULT initiation?

 ULT titrated to < 6 mg/dL?

 Medication choice appropriate based on patient

specific factors?

o Allopurinol – Renal dosing/HLA-B*5801

testing for African Americans/Southeast Asian

descent

o Febuxostat – Inappropriate if known

cardiovascular disease

o Probenecid – Renal dosing/NSAID use/history

of nephrolithiasis

o Colchicine – Age/polypharmacy (multiple drug-

drug interactions)/CKD
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Bamlanivimab and 

Etesevimab for 

Coronavirus Disease 

2019 

Callan Banks, PharmD Candidate 2021 

Anne Marie Bott, PharmD, BCOP, BCPS 

Coronavirus Disease 2019 (COVID-19) has been at the 

forefront of the world for well over a year now. As of 

April 6, 2021, the United States Centers for Disease 

Control reported a total of 30,596,830 cases of COVID-

19 and 554,420 deaths.
1
 Multiple treatments for COVID-

19 have been issued an Emergency Use Authorization 

(EUA) by the United States Food and Drug 

Administration (FDA). One of the more recent 

treatments issued an EUA on February 9, 2021 was 

bamlanivimab and etesevimab administered together for 

the treatment of mild to moderate COVID-19 in adults 

and pediatric patients (>12 years old and > 40 kg) with 

positive results for direct SARS-CoV-2 viral testing, and 

who are at high risk for progression to severe COVID-19 

and/or hospitalization.
2, 3

 Bamlanivimab monotherapy 

was issued an EUA on November 9, 2020 for the 

treatment of mild to moderate COVID-19.
2
 

Understanding the differences between bamlanivimab 

monotherapy and bamlanivimab and etesevimab 

administered together is important. 
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Data Supporting Combination Therapy 

Bamlanivimab and etesevimab are recombinant 

neutralizing human IgG1 monoclonal antibodies directed 

against the spike protein of SARS-CoV-2 and bind to 

different but overlapping epitopes in the receptor 

binding domain of the S-protein.
4, 5

 Using the 

combination of bamlanivimab and etesevimab together 

is expected to reduce the risk of viral resistance.
4
 There 

has been a sustained increase in SARS-CoV-2 viral 

variants in the United States that are resistant to 

bamlanivimab administered alone.
6
 Due to the increase 

in viral variants and resistance, the United States 

Government, in coordination with Eli Lilly and 

Company, stopped the distribution of bamlanivimab 

alone on March 24, 2021.
6 

The data from phase 2 and 3 of the BLAZE-1 trial 

showed lower hospitalization rates for bamlanivimab 

and etesevimab administered together.
4, 7

 In phase 2, the 

proportion of subjects with COVID-19–related 

hospitalizations or emergency department visits at day 

29 was 1% in the 700 mg bamlanivimab monotherapy 

group, 1.9% in the 2800mg bamlanivimab monotherapy 

group, 2% in the 7000 mg bamlanivimab monotherapy 

group, 0.9% in the combination therapy group, and 5.8% 

in the placebo group.
7
 The only treatment group that was 

statistically significant was the combination group with a 

p-value of 0.049.
7

In phase 3 of the BLAZE-1 trial, subjects were treated 

with a combination of bamlanivimab 2800 mg and 

etesevimab 2800 mg or placebo.
4
 The primary endpoint 

for this trial was the proportion of subjects with COVID-

19 related hospitalization (defined as ≥24 hours of acute 

care) or death by any cause by Day 29.
4 
Events occurred 

in 36 subjects treated with placebo (7%) as compared to 

11 events in subjects treated with bamlanivimab 2,800 

mg and etesevimab 2,800 mg together (2%), with a 

statistically significant p-value of less than 0.001.
4 
 

The data from the ongoing phase 2 BLAZE-4 trial 

determined the appropriate dosing to be used for 

bamlanivimab and etesevimab.
4
 Participants in this trial 

were treated with a bamlanivimab 700 mg and 

etesevimab 1400 mg, bamlanivimab 2800 mg and 

etesevimab 2800 mg, or placebo.
4
 The primary endpoint 

was the proportion of participants with SARS-CoV-2 

viral load greater than 5.27 on day 7.
4
 The rates for 

participants with SARS-CoV-2 viral load greater than 

5.27 on Day 7 were 31% (42/135) for placebo, 14% 

(21/147, p-value <0.001 versus placebo) for 

bamlanivimab 700 mg and etesevimab 1,400 mg 

together, and 10% (10/99, p-value <0.001 versus 

placebo) for bamlanivimab 2,800 mg and etesevimab 

2,800 mg together.
4
 Based on the results from the trial so 

far, the dose of 700 mg bamlanivimab and 1400 mg 

etesevimab has a similar clinical effect to 2800 mg 

bamlanivimab and 2800 mg etesevimab.
4

Dosing and Administration 

The authorized dose is 700 mg bamlanivimab and 1400 

mg etesevimab administered together as a single IV 

infusion as soon as possible after a positive test for 

SARS-CoV-2 and within 10 days of symptom onset.
4
 It 

is important to note that bamlanivimab and etesevimab 

are available as solutions in separate vials and must be 

diluted and combined prior to administration to patients.
8
 

The maximum infusion rate is 310 mL/hour with an 

infusion time ranging from 21 minutes to 70 minutes 

depending on the size of 0.9% sodium chloride infusion 

bag and if the patient weighs 50 kilograms or more.
3
 The 

infusion time and administration differ from 

administration of bamlanivimab as monotherapy. 

Patients must be monitored clinically during 

administration and observed for at least one hour after 

the infusion is complete.
4
 Bamlanivimab and etesevimab 

are not authorized for use in patients who are 

hospitalized due to COVID-19, who require oxygen 

therapy due to COVID-19, or who require an increase in 

baseline oxygen flow rate due to COVID-19 in those on 

chronic oxygen therapy.
4
 

Role in COVID-19 

The combination of bamlanivimab and etesevimab is an 

option for patients with mild to moderate COVID-19. 

Because the drug is currently free under the EUA, cost is 

not a factor at this time. Pharmacists can play a role in 

determining patient eligibility for the administration of 

bamlanivimab and etesevimab. Having more treatment 

options for COVID-19 is a promising step to the end of 

the pandemic. 
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COVID-19 Vaccine 

Overview and Updates 

Mackenna Boone, B.S, PharmD Candidate, 

West Virginia University School of 

Pharmacy, Class of 2021 

Preceptor Michelle Locke, PharmD, BCACP 

Background:  There are three main types of COVID-19 

vaccines available or undergoing evaluation for approval 

in the United States.
1
 Each of these vaccines have unique 

mechanisms of action, discussed in the table below:  

 Messenger ribonucleic acid (mRNA):

o Modified mRNA is formulated in lipid particles

that enable delivery of the RNA into host cells to

allow expression of the SARS-CoV-2 spike (S)

antigen
 
that is intended to elicit an immune

response
2

 The mRNA remains in the cell cytoplasm

and does not enter into the nucleus; mRNA

vaccines do not interact with or integrate

into the recipient's DNA
2,3

 Viral vector:

o The adenovirus in the vaccine is a recombinant,

replication-incompetent virus vector that

expresses the SARS-CoV-2 spike (S) antigen

without virus propagation
 
to elicit an immune

response to the S antigen
4

 Replication-incompetent vector vaccines use

a different vector virus that has been

engineered to not replicate in vivo and to

express the viral protein that is the intended 

immune target
3,4

 

 Recombinant protein:

o Recombinant protein vaccines are composed of

viral proteins that have been expressed in one of

various systems, including insect and

mammalian cells, yeast cells, and plant
3

 Protein subunit vaccines do not require

replication of the live virus, which facilitates

production, although production yields

depend on the ability to express the spike

protein, which is variable
3

Vaccines Currently Available in the United States: 

Currently, three vaccines are authorized and 

recommended for use in the United States to prevent 

COVID-19, including those manufactured by Pfizer-

BioNTech, Moderna, and Janssen/Johnson & Johnson. 

The CDC does not recommend one vaccination over 

another, as all three have been proven to be effective to 

reduce the risk of severe illness.
1
 The choice for vaccine 

should be based on availability.
3
 It is important to note 

that on April 13, 2021 the Janssen (Johnson & Johnson) 

COVID-19 vaccine has been put on temporary hold in 

the United States by the CDC and FDA due to concerns 

of safety and implications in rare blood clot 

development.
5
 Additionally, the AstraZeneca COVID-19 

vaccine has not been approved for emergency use in the 

United States, but has been temporarily halted in other 

countries around the world due to similar concerns of 

safety and unacceptable risk.
6
 The World Health 

Organization (WHO) and European Medicines Agency 

(EMA) have both recently stated that AstraZeneca 

benefits outweigh the risk of unfavorable outcomes 

based on an assessment of the latest data.
7 
For healthcare 

systems and providers, it is of upmost importance to 

remain vigilant in staying up-to-date with the most 

current COVID-19 vaccination recommendations based 

on continuously evolving data.  

Candidate Vaccines: As of April 9, 2021 the number of 

candidate vaccines in clinical and pre-clinical 

development were 87 and 186, respectively.
9 
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Characteristics of Select COVID-19 Vaccines
3,8 

(data adapted from WHO and CDC)

Manufacturer 

(Vaccine Name) 
Design 

Doses and 

Interval 

Efficacy against 

Symptomatic 

COVID-19 

Storage Requirements 
Important 

Considerations 

Pfizer-BioNTech 

(BNT162b2) 

mRNA 2 doses, 3 

weeks apart 

95% Ultracold freezer (–80 to –

60°C) then freezer (–25 to 

–15°C) for up to 2 weeks

cumulative time then

refrigerated (2 to 8°C) for

up to 5 days

Approved in the United 

States  

Moderna 

(mRNA-1273) 

mRNA 2 doses, 4 

weeks apart 

94% Freezer (–25 to –15°C) 

then refrigerated (2 to 

8°C) for up to 30 days 

Approved in the United 

States  

Janssen/Johnson 

& Johnson 

(Ad26.COV2.S) 

Replication 

incompetent 

adenovirus 

vector 

1 dose 66% Refrigerated (2 to 8°C) Approved in the United 

States but placed on hold 

as of April 13, 2021 

AstraZeneca 

(ChAdOx1 nCoV-

19/AZD1222) 

Replication 

incompetent 

adenovirus 

vaccines 

2 doses, 4-

12 weeks 

apart 

70% Refrigerated (2 to 8°C) Not approved in the 

United States, suspended 

in multiple countries  

Novavax (NVX-

CoV2373) 

Recombinant 

protein 

2 doses, 3 

weeks apart 

89% Refrigerated (2 to 8°C) Not approved (expected 

FDA approval for use in 

the United States in May) 

Complete the quiz and evaluation online at: 
https://alaskapharmacy.org/ce-events/home-study-ce/ce-quiz-quarterly-akpha-newsletter-second-quarter-2021/

The authors and the Alaska Pharmacists Association 

disclaim any liability to you or your patients  

resulting from reliance solely upon the information 

contained herein. 
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WATCH OUR VIDEO TO LEARN  
HOW EASY IT IS TO FIND  
USED COVID-19 VACCINE VIALS: 
http://safedr.ug/vaccine-vials

With demand high while supplies are 
limited, used COVID-19 vaccine items 
are a goldmine for counterfeiters.

The proper disposal of vials and 
packaging is essential to prevent 
these items from falling into the 
wrong hands.

Your actions can help prevent vaccine fraud.
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