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Featuring  Elana Habib, MPH 

Public Health Specialist 
Alaska Department of Health & Social Services  

Office of Substance Abuse and 

Addiction Prevention 

  

 

    Mark Your Calendars                     AKPhA  

                                                                                       Convention & Tradeshow 

                                                                                              February 11-13, 2022 

                                                                                                    Hilton Anchorage 
 

56
th

Annual 

Offered  

In-Person 

or Live 

Online 

OPTIONAL ADVANCE PROGRAM: 
 

Pharmacy Leadership Development 

Friday, September 24th 

UAA Professional Studies Building 
 

Separate registration required.  See details inside.  



NOW AVAILABLE
Pharmacy Technician Professional Liability Insurance 

LEARN MORE AT: 
phmic.com/pharmacy-technician-professional-liability

Policy terms and conditions control. Coverage may not be available in all states and territories.
Life and disability insurance are written through PMC Advantage Insurance Services, Inc., a wholly-owned subsidiary of Pharmacists Mutual Insurance Company.

Professional | Commercial | Personal | Life & Disability                       phmic.com

WHAT IF your scope 
of practice as a 

Pharmacy Technician 
exposes you to 
liability claims?

WHAT IF you 
were named 
individually 

in a lawsuit?

WHAT IF you 
provide COVID-19 

testing or 
immunizations?

Are You Covered?



Board Members 
 

Gretchen Glaspy, President  

405-761-2239, gglaspy@bartletthospital.org  

Juneau 
 

Ashley Schaber, Past President 

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, Co-Treasurer 

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 

 
 

September 23-24 Alaska Board of Pharmacy 

   Meeting, Teleconference 

September 24  Pharmacy Leadership   

   Development, UAA   

   Professional Studies Bldg 

September 25  AKPhA Academy of Health- 

   System Pharmacy  

   Fall CE Conference, Alyeska 

February 11-13, 2022  AKPhA Annual Convention 

   Hilton Anchorage 
   
 

 

 

 

 

  

 

 

Articles In This Issue      

 PAAS National—Audit Alert:  Are You Billing the 

Correct NDC? 

 Alaska Virtual Health Fair 

 Sustainable Education & Training Model under 

Pharmacist Provider Reimbursement (SETMuPP) 

Demonstration Project, Year 3 Highlights 

 Understanding Non-Adherence:  Opportunities for 

pharmacists to better support attention deficit and 

hyperactivity disorder (ADHD) medication 

management efforts of patients and caregivers 

 Rx and the Law—Drug Recalls 

 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 
Gretchen Glaspy, PharmD, DPLA 
 

♫ Zoom, Zoom, 

Zoom ♫ (think 

the old Mazda 

commercial 

jingle). The 

ongoing 

pandemic has 

made in person 

connecting 

difficult. In May, 

the AKPhA 

Board of 

Directors were 

able to meet in 

person for the Annual Board Retreat. It was satisfying to 

be able to finally meet the new board members and to 

catch up with everyone. I’m looking forward to 

attending the AKPhA Academy of Health-System 

Pharmacy Fall CE Conference at Alyeska Resort on 

September 25
th
.  I hope to meet and connect with the 

attending students and build a rapport with the student 

I’m paired with for the CV review. The CV review is a 

great way to develop a relationship with a student and 

encourage them in their journey in the profession. 

 

The first Pharmacy Leadership Development Program 

will be held Friday, September 24
th
 from 1-5 pm at 

UAA. The goal of this inaugural event is to create 

connections with other pharmacy colleagues who have 

an interest in developing leadership skills. This will be a 

wonderful opportunity to hear different perspectives on 

leadership and to network. 

 

This year has been a crash course in the Alaska 

legislative process. HB145 “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,” is a joint effort between 

AKPhA, the board of pharmacy, and the UAA/ISU 

Doctor of Pharmacy Program. There were many Zoom 

meetings with various legislators to educate on HB 145 

and to request their support, hopefully as a cosponsor. 

We are thankful to Rep. Liz Snyder for sponsoring our 

bill, and to the multiple co-signers. I testified about 

AKPhA’s support of HB 145 to two House 

subcommittees; I was so nervous even though 

everything was done virtually. Many of our pharmacists 

called into these meetings to offer their support and to 

tell their stories. We made it as far as the House Rules 

Committee before the end of the regular session. That’s 

amazing progress for a new bill in a single legislative 

session. Thank you to everyone for their work on this! 

 

The Academy of Health-System Pharmacy has requested 

that the legislative committee make white bagging 

legislation a priority for the next legislative session. As 

defined by ASHP, the practice of white bagging allows 

insurers to determine when, where, and how drugs are 

purchased, prepared, and administered to patients. The 

practice removes patient choice and undermines hospital 

safety protections as drug storage cannot be confirmed. 

The American Society of Health-System Pharmacy 

(ASHP) has taken on white bagging as a key issue, and 

legislation has been passed in four states (Louisiana SB 

191, Virginia HB 2219, Indiana HB 1405, and Arkansas 

HB 1907). 

 

Planning for the Annual Convention has begun. There 

are already several speakers who have committed to 

present. The 2022 Annual Convention will be held 

February 11-13th at the Anchorage Hilton. I encourage 

you to attend and to participate in the silent auction to 

raise funds for scholarships, whether through item or 

monetary donation, bidding, or both. 

 

We want to thank Molly Gray for her 7+ years as 

Executive Director for AKPhA. Molly has been 

wonderful to work with, and her organization skills have 

kept us all on track. We wish Molly well on her next 

endeavor; she will sorely be missed. Molly’s last day 

will be September 25th. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Message from Executive Director 

Molly Gray 
 

It has been an honor serving as the Executive 

Director of the Alaska Pharmacists Association.  

This is a strong organization with an engaged, caring 

group of members.  I couldn't be more grateful for 

the opportunities and relationships I've gained 

working in this position, and will miss you all as I 

move on to the next chapter in my career. 

 

The ED position description will be posted at: 

https://alaskapharmacy.org/resources/careers/ 

Please consider applying or sharing the information 

with others you know who might be interested in this 

position and working with AKPhA.  
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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. 

 

NEXT MEETING:  September 23 – 24, 2021 

Teleconference 

 

Proposed PDMP Regulations    

Comments Due By September 16th 
 

The Board of Pharmacy proposes changes to 

regulations related to the Prescription Drug 

Monitoring Program (PDMP). Written public 

comments will be accepted until 4:30 p.m. on 

September 16, 2021.  The summary of changes is 

listed below, with the full notice accessible here: 

https://www.commerce.alaska.gov/web/portals/5/pu

b/PHA-0821.pdf 

 

 12 AAC 52.855 – relates to registration with the 

PDMP. The proposed language clarifies the 

existing process to complete the registration 

process in AWARxE and specifies account 

elements that must be present to register. 
 

 12 AAC 52.856. – relates to the PDMP renewal 

process. The most recent renewal period merged 

the PDMP renewal process with the pharmacist 

license renewal. This new language proposes to 

codify this process. 
 

 12 AAC 52.857 – relates to notification 

requirements when pharmacies and pharmacists 

experience a change in dispensing status, which 

informs whether or not mandatory daily 

reporting applies.  
 
You may comment on the proposed regulation changes, 

including the potential costs to private persons of 

complying with the proposed changes, by submitting 

written comments to Jun Maiquis, Regulations 

Specialist, Division of Corporations, Business and 

Professional Licensing, P.O. Box 110806, Juneau, AK  

99811-0806. Additionally, the Board will accept 

comments by facsimile at (907) 465-2974 and by 

electronic mail 

at RegulationsAndPublicComment@alaska.gov.  

 

Comments may also be submitted through the Alaska 

Online Public Notice System by accessing this notice on 

the system at http://notice.alaska.gov/203411, and using 

the comment link. 

 

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 8/23/21 

Checking  $    34,188.76 

Jumbo Money Market $    98,004.43 

TOTAL   $  132,193.19 
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55th Annual AKPhA 

Convention & Tradeshow 

Call for Presenters 
 

Proposals are still being accepted for presentations at 

the 2022 AKPhA Annual Convention & Tradeshow, 

February 11-13, 2022 at the Hilton Anchorage.  If you 

are interested in presenting CE, please review and 

submit the application online as soon as possible at: 

 https://alaskapharmacy.org/2021/06/call-for-

presenters-2022-annual-convention/ 

 

E-mailed proposals can be submitted as an attachment 

to Convention Chair Stephanie Ogle at sogle@scf.cc   

 

AKPhA thanks Stephanie Ogle for volunteering to 

Chair the Convention Committee.  If you'd like to 

assist with the 2022 event, please contact Stephanie or 

the AKPhA Office at akphrmcy@alaska.net  

 

Committee/Academy Reports 

 
 

AKPhA Social Media 

Workgroup: Help Us Get 

YOU Noticed 
 

James Bunch, PharmD  

Cate Kowalski, PharmD  

Liv Swonger, PharmD Candidate 2023 

Renee Robinson, PharmD 
 

The goal of the AKPhA Social Media Workgroup is to 

help highlight the amazing things pharmacists, student 

pharmacists, and technicians are doing around the state.  

 

In the next quarter members of the Social Media 

Workgroup plan to: 1) develop policies and procedures 

to help guide the collection and sharing of information, 

2) survey membership to identify what information 

should be shared and primary platforms that people use 

(Facebook, Instagram, Linked-in), 3) establish an “as 

needed” advisory board group to ensure the cultural 

sensitivity, inclusivity, and appropriateness of 

information shared, and 4) work with membership to 

collect information, share successes, and better support 

the profession of pharmacy in Alaska.  

 

Please email our team at akphrmcy@alaska.net , with 

Attn: SOCIAL MEDIA WORKGROUP in the subject 

line, if you are interested in sharing and please complete 

the following 4-question survey: 

.https://isu.co1.qualtrics.com/jfe/form/SV_dnBp1td5Do

Ax4Dc  We look forward to hearing from you.   

 

 

AKPhA Academy of  

Health-System Pharmacy  
Angharad Ratliff, Chair  
 

CV Review 
The Academy is continuing its curriculum vitae (CV) 

review program.  CV submitters will be paired with a 

volunteer reviewer to assist in the development of an 

effective CV.  Students have until September 13, 2021 

to submit their draft CV and we will match students with 

volunteer mentors shortly after that deadline.  

Mentors/students attending the Fall CE Conference in-

person will be paired accordingly, but we hope all 

mentors can follow up with students by mid-October 

before the Pharmacy Fair. 

   

To volunteer as a mentor or to submit your CV go to:  

https://alaskapharmacy.org/resources/cv-review-

program/  
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7:00 am Registration Open                                                                                         COLUMBIA BALLROOM                                 

7:00 - 8:00 am 
Continental Breakfast              
Meet and Greet, Poster Presentations, CV Review (Student/Mentor) Meetings                                                                     

8:00 - 9:30 am 

History Is On Our Side:  Gleaning the Parallels of the HIV Epidemic to Address the 
Opioid Epidemic 
Elana Habib, Alaska DHSS Office of Substance Misuse and Addiction Prevention  

9:30 – 9:45 am Break                                                                                                          

9:45 – 10:45 am 
Triple A Threat:  Agonists, Antagonists and Acute Pain  
Aimee Young, PharmD, BCPS, CPE  

10:45 – 11:45 am 
Medication Assisted Therapy (MAT) and Transitions of Care 
Janet Wilkinson, ANP – BC 

11:45 – 1:00 pm 

Lunch with Academy Meeting & Preceptor CE Session 
Angharad Ratliff (Academy Chair) 
Tom Wadsworth (Speaker) 
Hosted by UAA/ISU Doctor of Pharmacy Program 

1:00 – 1:45 pm  Project Hope Naloxone Kit Build Out (Hands-On Activity) 

1:45 – 2:45 pm 
Mental Health 
Lisa Doughty, Behavioral Therapist, Inpatient Psychiatric Unit 

2:45 – 3:00 pm Break                                                                                                          

3:00 – 4:00 pm 

New Directions in Influenza Management:  The Pharmacist's Guide to Patient 
Identification, Testing and Antiviral Use  
Katherine Lusardi, PharmD                          Sponsored by Paradigm Medical Communications 

4:00 – 5:00 pm 
ADHD Pediatric Management 
Renee Robinson, PharmD, MPH 

5:00 pm Dinner On Your Own (Not Included with Registration) 
 

KEYNOTE SPEAKER 
 

Elana Habib is a Public Health Specialist at Alaska’s DHSS Office of Substance Misuse and 
Addiction Prevention. Her primary role is to strategically plan, implement, and evaluate 
opioid-related misuse and addiction prevention systems interventions across the state. In 
this role, she has coordinated over 30 projects within a variety of professional disciplinaries 
to address the opioid epidemic. Previous experience of working in a tribally operated and 
owned organization as well as living in three countries and traveling to 36 countries have 
given a strong sense of the importance of relationship-building and seeing the world from 
multiple lenses. Elana received her Bachelor of Arts from Indiana University in International 
Health Administration and her Master of Public Health from University of Michigan in Health 
Behavior &  Health Education. She recently became the proud new mother of baby Lillian. 
 

 

 
 
 

AKPhA Academy of  
Health-System Pharmacy 

5th Annual Fall CE Conference 
Saturday, September 25, 2021 

Hotel Alyeska, Girdwood 
Schedule Updated: 8/20/21 

All Sessions Accredited for Pharmacists and Technicians (P/T) 
  

This conference is accredited by AKPhA for up to 7.25 hours of CE credit.  Credit will be awarded upon receipt of 

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

Council for Pharmacy Education as a provider of Continuing Pharmacy Education. 

 
 
 

Conference Sponsor:  

 

In accordance with CDC guidance, all attendees are encouraged to be fully vaccinated and must wear a mask to attend this event.  
Any interaction with the general public poses an elevated risk of being exposed to COVID-19. AKPhA cannot prevent and is not responsible 
for such risk of infection to any person who chooses to attend the conference. Attendees should stay home if they have tested positive for 

COVID-19, are waiting for COVID-19 test results, have COVID-19 symptoms, or if they have had close contact with a person who has 
tested positive for or who has symptoms of COVID-19. 
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AKPhA ACADEMY OF HEALTH-SYSTEM PHARMACY—IN-PERSON OR ONLINE 

5th Annual Fall CE Conference     Hotel Alyeska, Girdwood, September 25, 2021  
 

First Name ____________________ Last Name___________________________  DOB:___________________ 
 

Address ________________________________________City _________________State ____Zip ___________ 
 

Place of Employment _________________________________________________________________________ 
 

Work Address _________________________________ City _________________ State ____  Zip ___________ 
 

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

AK Driver’s License # __________________ Email ________________________________________________ 
 

CONFERENCE REGISTRATION 

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

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

 

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

the remainder of 2021 and ALL of 2022.   
 

 Pharmacist 1st Year Pharmacist Technician Student ** 
Attending IN-PERSON $  145.00  $ 145.00   $  85.00  $   FREE  

Attending Online    145.00    145.00      85.00      FREE  
Non-Academy Member Add      25.00      25.00     10.00        0.00  
Non-AKPhA Member Add    225.00     125.00      50.00       25.00  

After Sept 3rd Add     25.00      25.00      10.00        0.00  

TOTAL FEES                 $                 $                 $                 $ 

 

Please list any food allergies/dietary needs__________________________________________________________________ 
 

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

 

Conference fees are non-refundable past September 3rd.  Prior to this date, a 50% refund may be requested.   Membership dues and 

contributions are not deductible for income tax purposes, but may be deductible as ordinary business expenses, subject to IRS restrictions. 

AKPhA estimates that 75% of your dues dollar is non-deductible because of AKPhA’s lobbying activities on behalf of its members.   
 

HOTEL RESERVATIONS   
A group rate of $142 sgl/dbl occupancy is available at the Hotel Alyeska for conference attendees.  Please reference Alaska 

Pharmacists Association or "Block Code API25H" and book rooms by August 24, 2021 to ensure availability and receipt 

of group rate.  Reservations are to be made on your own by emailing reservations@alyeskaresort.com or calling 907-754-

2111, extension 1. 
 

PAYMENT INFORMATION:  
 

VS/MC/AMEX#:____________________________________________Exp Date______________  Security Code____________ 
 

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

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

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

 Conference Sponsored by:   
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12:30 pm Registration Table Open  

1:00 – 2:00 pm 
What REAL Leaders Actually Do 
Kara King, Chief of Pharmacy Services, ANMC 

2:00 – 2:30 pm 
Leading AKPhA / Lessons Learned 
Past AKPhA President Adele Davis, SEARHC Ethel Lund Medical Center 

2:30 – 3:00 pm 
Round Table Discussion / Networking 
Moderated By Young Leaders Chair Courtney Graziano, ANMC 

3:00 – 3:15 pm Break         

3:15 – 4:00 pm 
Leading from Where You Are / Leadership Styles 
AKPhA Fellows—Anne Marie Bott and Brittany Keener, ANMC 

4:00 – 5:00 pm 
Strategies for Effective Leadership 
Tom Wadsworth, Assistant Dean for AK Programs, UAA/ISU Doctor of Pharmacy Program 

Who:   Pharmacists, Residents, Students and Technicians are Welcome to Attend! 
What:   The goal of this event is to create connections with other pharmacy colleagues who have an  interest in 

developing leadership skills.  This event is not accredited for continuing education credit.   
Cost: Complimentary  (You must be an AKPhA Member)  Registration is required as limited spots are available.  

  We look forward to seeing you!  Register online at www.alaskapharmacy.org 

Audit Alert: Are You 

Billing the Correct NDC? 

By Trenton Thiede, PharmD, MBA, 

President at PAAS National
®
, expert third party audit 

assistance and FWA/HIPAA compliance. 

PAAS National
®
 is once again seeing recoupment on audits 

when a pharmacy bills the wrong NDC for the product 

dispensed. Unit-of-use packages like test strips, inhalers, and 

topical medications tend to have the most errors and are easily 

targeted on audits. If the quantity billed does not match the 

product size indicated by the NDC, some PBMs will charge 

back the entire claim! This can be true whether billing 45 g on 

a topical that come as a 50 g tube or billing the NDC for 50-

count test strips and dispensing the 100-count package size 

(potentially leading to invoice audit errors or additional cost to 

plan). PBMs go after the latter when the cost of dispensing the 

larger package size is less than the cost for two smaller size 

packages. The pharmacy is expected to dispense the package 

size that costs less for the plan. 

PAAS Tips: 

 Implement barcode scanner technology for product

verification to prevent misfills

 Dispense the correct package size, closest to what the

prescriber indicated, without going over the written

quantity

 For topical medications, ensure the quantity billed

matches tube size dispensed

o For example, do not submit the NDC for a 28 g tube

but bill for 30 g

o Often, the last 2 digits of the NDC match the package

size

 Contact the prescriber to confirm changing the quantity to

the accurate manufacturer package size, especially if that

package size is larger than originally prescribed

 If you need to dispense two smaller package sizes because

the larger package size is backordered (e.g., dispensing

two 15 g tubes instead of a 30 g tube), document this and

print proof from your wholesaler that the larger package

size was unavailable and attach it to the prescription

 If you are out of stock on the quantity prescribed but can

order it from your wholesaler, do so if the patient can wait

for it to come in

o If the patient cannot wait due to a true clinical need,

document this on the hard copy

 Consider flagging shelves containing high risk items for

package size errors to remind staff to double check

Alaska Pharmacists Association 

Pharmacy Leadership Development 
Friday, September 24, 2021 

*UAA Professional Studies Bldg, Room 107
2533 Providence Drive, Anchorage

Schedule Updated 8/25/21 Due to Closure of BP Energy Center 

Sponsored By 

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 
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Alaska Virtual Health Fair: 

Partnership to Safely and 

Effectively Engage Alaska 

Pharmacy Students in 

Community Outreach and 

Health Education 

Initiatives 
 

Kellie Rasay, PharmD Candidate 2022 

Talethia Bogart, PharmD Candidate 2022 

Carrie Urena, PharmD Candidate 2022 

Joey Lopez, PharmD Candidate 2022 

Emily Knowles, PharmD Candidate 2023 

Tristan Underwood, PharmD Candidate 2024 

Duane Wood, PharmD Candidate 2024 

Ashley Minaei, MPH, PhD Candidate 2022 

Kyla Newland, PharmD  

Renee Robinson PharmD, MPH, MSPharm  
  

Over the past 18 months, there have been a number of 

changes in how we access and acquire healthcare, 

preventative health services, and health information. 

While use of telehealth technology, mobile health 

applications, and online platforms for health  

 

information are not new, widespread use of  

technology, access to and use of evidence-based, 

unbiased, health information by providers and 

patients has been limited.  

 

Virtual Health Fairs are educational and interactive 

events designed to provide accessible, easy to find 

evidence-based, public health information and 

support community health screenings initiatives. 

 

In January 2021, students at the University of Alaska/ 

Idaho State University, College of Pharmacy 

partnered with the Department of Health and Human 

Services (DHHS), and a number of organizations 

(e.g., Alaska Diabetes Coalition, Take Heart Alaska, 

American Diabetes Association - Alaska Chapter, 

American Heart Association - Alaska Chapter) to 

connect individuals in Alaska with Alaska specific 

health information and resources. 

 

Please take a minute to explore the AK Virtual Health 

Fair Website, review our videos and resources on 

allergy management, traditional foods, and up-

coming community events. We plan to post new 

resources each month, share the successes of our 

community members and help inspire Alaskans to 

take a more active role in their health.   

 

The goal of the Alaska Virtual Health Fair website is 

to connect individuals, serving as a tool for  Alaskans 
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across the state to maintain their health in these uncertain times and improve their overall well-being. If you are interested 

in partnering with us (e.g., developing and or sharing information and resources with the other Alaskans, or hosting a link 

to our site on your web-page please contact us at akvirtualhealthfair@gmail.com  We hope our website makes it easier for 

you to manage your health.  

 

Acknowledgement: Special thanks to Kiara Meissner, from On The River Graphics (Wrangell, AK) , for her inspirational 

logo, which focuses on the importance of Alaskans to take a more active role in their well-being. 

ontheriverak@gmail.com 
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Sustainable Education & 

Training Model under 

Pharmacist Provider 

Reimbursement 

(SETMuPP) Demonstration 

Project: Support a 

Sustainable, Pharmacist-

Provided, Diabetes and 

Cardiovascular Disease 

Management Program - 

Year 3 (7/01/2020-

6/30/2021) Highlights 
 

Over the course of Year 3, SETMuPP added key 

members to the team, including the Alaska 

Pharmacist Association (AKPhA) Legislative 

Committee Chair. Together, the enhanced SETMuPP 

team made great strides in Year 3 across all three of 

its targets. 

 

Advocacy Efforts 

The Advocacy Core Group joined the AKPhA 

Legislative Committee and Board of Pharmacy in 

drafting and promoting the Pharmacist Mobilization 

Act (HB-145), which: clarifies pharmacists as 

healthcare service providers, protects pharmacists  

 

 

under the state provider anti-discrimination statute, 

and promotes a holistic scope of pharmacy practice to  

increase access to healthcare. HB-145 was sponsored 

by State Representative Liz Snyder and is now in the 

House Rules Committee, where it will be picked up 

in the next legislative session. 

 

Training & Pilot Site Support 

In Year 3, Soldotna Pharmacy became the first 

community pharmacy pilot site, joining Providence 

Family Practice Residency (Providence) and 

Anchorage Neighborhood Health Center (ANHC) 

sites. Healthcare services resulting in medical billing 

continued throughout Year 3 at Providence and 

ANHC; however, with COVID-19, the number of 

visits conducted, availability of staff to complete 

visits, and concerns with reimbursement of 

pharmacist-provided tele-visits negatively impacted 

reimbursement of claims. Looking ahead to Year 4, 

SETMuPP will embark on a new direct partnership 

with Mobile MediClaims to provide comprehensive 

medical billing services to additional community sites 

in Alaska. Mobile MediClaims provides one-stop 

medical billing support including credentialing and 

enrollment, documentation and coding platform, and 

electronic claims submission/reconciliation.   

 

SETMuPP also continued its work in adjusting and 

tailoring the Alaskan Toolkit (Toolkit) to meet the 

needs of community pharmacies for medical billing. 

The toolkit includes an overview of Medication 

Therapy Management (MTM)/Comprehensive Drug 

Therapy Management (CDTM) and the process of 

submitting Evaluation and Management (E&M) 

Current Procedural Terminology (CPT) billing codes. 

In addition, discussions on the long-term hosting 
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(electronic platform and textbook development) and 

plans to make the toolkit available are in progress.  

 

Curriculum Changes 

Year 3 (2020-21) maintained the original curriculum 

from Years 1 and 2 for second-year student 

pharmacists. Student outcomes are expected to be 

maintained or expanded, with earlier exposure to 

CPT-specific cost justification and billing vernacular. 

Planned future state of the curricular billing 

integration includes aligning the billing and coding 

elements with the problem-based learning series, 

continued expansion of core themes of billing and 

coding throughout the healthcare series, and 

additional intentional scaffolding across the three 

didactic years of the curriculum. 

Understanding Non-

Adherence: Opportunities 

for pharmacists to better 

support attention deficit 

and hyperactivity disorder 

(ADHD) medication 

management efforts of 

patients and caregivers  

 

Raul (JR) Carpentero, PharmD Candidate 2023  

Renee Robinson, PharmD, MPH, MSPharm 
 

Medication therapy is an effective method for treating 

conditions like ADHD; however, adherence to 

prescribed and recommended treatment(s) is 

necessary for maximum effect. Unfortunately, non-

adherence is very common. To put it into perspective, 

of the 63% of children and adolescents who receive a 

prescription for chronic condition management, 50-

88% are non-adherent to their treatment regimens. 

Below are some factors that may contribute to 

adherence and/or non-adherence in ADHD, factors 

that pharmacists in Alaska may consider in 

supporting patient and caregiver ADHD management, 

and interesting social and environmental dynamics 

that may contribute to diagnosis, therapy response, 

and management. 

 

 

 

Factors contributing to adherence and/or non-

adherence in ADHD therapy management:  

1. Family history of adherence to medication 

treatment for ADHD, one or more parents had a 

positive response to medication therapy;  

2. Positive correlation between fathers’ education 

and treatment adherence; children of fathers who 

graduated from high school were more supportive 

of ADHD pharmacotherapy use in their children 

(no correlation noted with mothers); and   

3. Mobile health applications (mHealth apps), such 

as the “Icon” app encourage 

participation/involvement of children with 

ADHD and their caregivers in management of 

their medication treatment, asking them questions 

about how they are feeling and symptoms 

affecting their daily routines. 

 

Factors pharmacists in Alaska may consider to 

supporting patient and caregiver ADHD 

management: 

4. The most important predictors of short-term 

medication continuity (90-days or less) include: 

child age (younger children are generally more 

adherent), satisfaction with information received 

about medicine (the greater the satisfaction with 

information received the more adherent families 

are to therapy), early medication titration (dose 

titration in the first 3-months based on reported 

symptoms increased medication adherence), and 

parent beliefs about ADHD medication therapy 

(belief in the effectiveness of ADHD medications 

to control symptoms results in increased 

adherence).    

5. The most important predictors of long-term 

medication continuity (91-450 days) were child’s 

acceptance of medication need (child accepts 

need for medication therapy and sees its value) 

and if therapy needs remain (needs not fully 

addressed by current ADHD medication 

therapy).  

 

Interesting social and environmental dynamics that 

MAY contribute to diagnosis, therapy response, and 

ADHD management: 

6.  One partner assumes primary responsibility for 

ADHD management, resulting in strained 

relationships, anger, and frustration with 

management and potentially suboptimal care.  

7.  ADHD treatment focused not on child needs but 

on the impact the condition has on others, rather 

than child needs. 

8.  Diagnosis of ADHD is more common in boys; 

however, more girls have the inattentive ADHD 

subtype and often go undiagnosed.  
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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. 

 
  

 DRUG RECALLS 
 
 

As a young pharmacist, I experienced my 
first recall when the drug Oraflex 
(benoxaprofen) was taken off the market in 
1982.  The drug was effective in treating 
arthritis, but had some serious side effects. 
 What I remember were patients telling us 
this was the only drug that worked for 
them and asking us to sell it to them rather 
than returning the drug to the 
manufacturer.  Ultimately, we decided to 
send it back to the manufacturer.  The 
recent recall of ranitidine and other 
products for nitrosamine impurities caused 
me to reflect on how little I understood 
recalls in 1982. 
 
Drug recalls are voluntary actions taken by 
a manufacturer to remove a defective 
product from the marketplace.  A recall can 
be initiated by the manufacturer or the 
Food and Drug Administration (FDA) can 
request a recall.  Recalls are almost always 
voluntary by the manufacturer and FDA 
rarely requests a recall.  FDA's role in a drug 
recall is the same as in the recall of other 
FDA regulated products; e.g. medical 
devices, cosmetics, food, etc.  The agency's 
role is to classify the recall, to oversee the 

manufacturer's strategy, and assess the 
adequacy of the recall.  
 
Recalls are classified by their severity.  Class 
I recalls involve a dangerous or defective 
product that could cause serious health 
problems or death.  Class II recalls involve 
products that could cause a temporary 
health problem or a slight threat of serious 
harm.  Products involved in Class III recalls 
are unlikely to cause adverse health 
reactions, but the products violate labeling 
or manufacturing laws.  You will not hear 
about every recall on the news.  Public 
notification of a recall usually occurs when 
the product has been widely distributed or 
poses a serious health hazard, such as in a 
Class I recall.  However, all recalls are 
posted weekly on the FDA website through 
their Enforcement Reports page. 
(https://www.fda.gov/safety/recalls-
market-withdrawals-safety-
alerts/enforcement-reports)  You can also 
register to receive email notifications of 
new and updated recalls.  Familiarizing 
yourself with current recalls will be 
beneficial when your patients contact you 
with a question about a recall.  FDA 
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Congratulations Certified Alaskan 

Pharmacy Technicians, April-June 2021! 
 

Katie Adlam-VanWormer—Anchorage 

John Jesus Apepe—Anchorage  

Casey Barry—Juneau   

Shannon Beam—Fairbanks  

Regan Brantley—Ketchikan 

Hyunjoo Cho—Fairbanks   

Robert Crannick—Anchorage 

Penelope Davis—Fairbanks   

Carren Javier—Anchorage  

Krezell Lou Pascual—Anchorage 

Brianna Morris—Anchorage   

Shawn Rathbun—Anchorage  

Christopher Schroeder—Anchorage 

Thomas Srebernak—Anchorage  

Elizabeth Terry—Fairbanks  

Jonathan Vencill—Wasilla   

Shane Zinn—Soldotna  

recommends patients talk to their 
pharmacists about recalled medications.  
Class I recalls generally provide information 
specifically for patients, but other Class 
recalls do not.  Being informed about 
current recalls will assist you in helping your 
patients get replacement therapies.   

 
The ranitidine recall applied to both 
prescription and over-the-counter (OTC) 
versions of the drug.  The recall notice 
advised patients to stop taking OTC 
ranitidine immediately, but to consult with 
their health care professional about other 
treatment options before discontinuing 
prescription ranitidine.  These types of 
instruction will generate questions from 
your patients.  Besides being aware of the 
recommendations for your patients, the 
recall notice will advise the pharmacy on 
the removal of the drug from stock and the 
return procedures.  
 
From a liability perspective, you should 
follow the procedures outlined in the recall 
notice.  Remove items from stock as 
instructed.  Some recalls will advise you to 
contact patients currently taking a 
prescription product.  Verify that you have 
or had the affected lots and notify your 
patients who received the affected lots as 
soon as practical.  Keeping your computer 
system updated with current lot numbers 
and expiration dates of prescription 
products is crucial to being able to identify 
those who have received the recalled 
product.  If you receive a new prescription 
after the recall notice, use the opportunity 
to help educate prescribers in your area.  
Be ready to suggest alternatives that are 
not affected by the recall.  Needless to say, 
it is not a good idea to sell or dispense 
recalled products at the patient's request 
instead of following the return process in 
the recall notice.  Another bad idea is 

compounding the recalled medication 
when the manufactured product isn't 
available due to a recall. 
 
Rather than being a passive recipient of 
information, going online to regularly 
review recall notices will allow you to be 
proactive with your patients' therapies.  
Your patients will see you as a trusted 
partner in their healthcare.  Follow the 
recall procedures, make sound professional 
judgments when necessary, and your 
patients will value your services even more. 
   
  
© 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 0139-0000-21-203-H04-P/T 
Quarterly AKPhA Newsletter 

Release Date 8/23/2021 
Expiration Date 8/23/2024 
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. 

 

Subcutaneous 

Immunoglobulin Infusions in 

the Treatment of Primary 

Immunodeficiencies   
 

Peyton Teets, WVU School of Pharmacy, 

PharmD Candidate Class of 2021 
 

There are over 400 different types of primary 

immunodeficiencies (PID) currently documented, with more 

being discovered each year
1
. Patients with this condition are 

much more likely to develop severe infections, autoimmune 

diseases, and inflammatory disorders when compared to the 

general population. One of the cornerstones of treatment for PID 

revolves around the replacement of immune globulins that these 

patients are missing. In the 1950’s, this replacement was 

accomplished via intramuscular injection. The problem with this 

particular route of administration was that the injection was quite 

painful, and it was difficult to control the patient’s serum 

immunoglobulin levels. In the 1980’s subcutaneous 

immunoglobulin (SCIG) injections were being used as an 

alternative to this method, as it was less painful for patients and 

allowed for better control of serum levels. However, intravenous 

immunoglobulin (IVIG) would eventually replace SCIG therapy 

as larger volumes of immunoglobulin could be given to patients 

and could be completed faster. Now, with the addition of new 

SCIG medications and delivery systems, SCIG is becoming more 

common
2
.   

 

Depending on the situation and patient preferences, there are 

multiple advantages and disadvantages for using SCIG compared 

to IVIG (Table 1)
3
. Of particular note is the ability for patients to 

administer doses outside of a treatment facility. Depending on 

the level of comfort of the patient/caregiver there is little need for 

a patient to receive the infusions in a healthcare facility once 

tolerability results and proper techniques are addressed. 

Conversely, for patients who cannot tolerate the multiple infusion 

sites that can accompany SCIG administration, or who do not 

feel comfortable administering at home, IVIG still remains a 

viable alternative with advantages of its own. Some common side 

effects of SCIG include, but are not limited to, redness, swelling, 

and itching, all of which typically decrease after each subsequent 

infusion. More rare but serious side effects include serious 

Continuing Education 

Home Study Series 

Alaska Pharmacists Association 
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allergic reactions, kidney problems, or blood clots that would require immediate medical intervention
4
.

    
Table 1: Advantages and Disadvantages of SCIG and IVIG 

Advantages Disadvantages 

SCIG 

 Possible self-administration for patient 

freedom 

 Steady-state IgG levels easier to achieve  

 No venous access  

 Localized AE most common  

SCIG 

 More frequent infusions which can lower patient 

adherence 

 Less monitoring available when used at home for adverse 

effects 

 Multiple injection sites usually required 

 Patient and parent hesitancy for in-home infusions   

IVIG 

 Longer gaps between infusions  

 Well-studied safety profile 

 Mitigation strategies are well known 

IVIG 

 Requires venous access 

 Systemic adverse reactions possible, like anaphylaxis  

 High pharmacokinetic variability 

 Cannot be done at home easily 

 

There are 3 main types of infusion techniques of SCIG: infusion pumps, rapid push, and hyaluronidase-facilitated 

infusions. Infusion pumps allow for the delivery of large volumes to multiple sites in equal and simultaneous quantities. 

Typical infusion quantities will range from 5 – 60 mL per site (without hyaluronidase) at a rate of 20 – 50 mL/hour. Rapid 

push infusions, on the other hand, use only a syringe and needle to administer the immunoglobulin to patients. While 

some products are available in prefilled syringes, others require the patient or provider to draw up the dose. This method 

allows for 20 mL to be injected per site with administration time varying between 3 – 20 minutes depending on patient 

tolerability
5
. Lastly, the addition of hyaluronidase facilitated infusions (fSCIG) allowed for the delivery of larger 

quantities of immunoglobulin at dosing nearly the same as IVIG. The process involves the infusion of hyaluronidase at 1 

– 2 mL/min followed directly by the infusion of immunoglobulin. Starting patients on fSCIG requires a ramp-up period of 

seven weeks to achieve maximum patient tolerability (Table 2). Once complete, patients can see infusion rates of up to 

300 mL/hr
5,6

. Acceptable injection sites for all techniques are illustrated in Figure 1.    

 

Table 2: fSCIG Ramp-Up Schedule 

Week Infusion Number Dose Interval (dose example) 

1 First infusion One week dose (7.5 g) 

2 Second infusion Two week dose (15 g) 

3  No infusion 

4 Third infusion Three week dose (22.5 g) 

5  No infusion 

6  No infusion 

7 Fourth infusion Four week dose (30 g) 

HYQVIA. US Food & Drug Administration (FDA) approved product information. Revised September, 2014. US National 

Library of Medicine. Available online at www.dailymed.nlm.nih.gov (Accessed December 3, 2015) 

 

Figure 1: Acceptable Subcutaneous Injection Sites 

 
Overall, SCIG offers a viable and sustainable alternative to IVIG 

infusions for patients with primary immunodeficiencies. With pros 

and cons to both administration techniques, providers will need to 

determine the most appropriate administration method for their 

patients. Specifically, SCIG provides increased patient freedom, 

multiple techniques, and decreased systemic reactions which gives 

providers the opportunity to tailor treatment specifically to patient 

preferences. As additional medications and techniques are released 

in the future, SCIG could continue to improve patient care.   

Subcutaneous immunoglobulin (scig) therapy. 

https://www.allergy.org.au/patients/immunodeficiencies/scig-therapy-general-

information. Published June 19, 2018. Accessed April 19, 2021.  
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Oral Relugolix for 

Advanced Prostate 

Cancer 
Murphy Affolder, 2021 PharmD 

Candidate,  

Anne Marie Bott, PharmD, BCOP, 

BCPS 
 

The Center for Disease Control reports that 13 out of 

every 100 men will develop prostate cancer during their 

lifetime.
1
 Of those 13 men, 2 to 3 of them will die from 

prostate cancer.
1 
Not including skin cancer, prostate 

cancer is the most common cancer in American men.
1 

Medical or surgical castration is often the choice for 

patients with prostate cancer to prevent disease 

progression.
 
 Castration levels (testosterone <50 ng/dL) 

are commonly achieved by using long-acting injectable 

luteinizing hormone releasing hormone agonists 

(LHRH) in the treatment of advanced prostate cancer.
2  

However, LHRH agonists cause an initial surge in 

testosterone that sometimes leads to a clinical flare up 

with symptoms of bone pain, obstructive urinary 

symptoms and rarely, spinal cord compression.
2 
The 

down regulation of luteinizing hormone-gonadal axis 

takes weeks, causing a delayed suppression of 

testosterone levels.
2
 In some circumstances, the National 

Comprehensive Cancer Network (NCCN) recommends 

the use of antiandrogen therapy for the first few weeks 

after starting LHRH agonists to prevent the testosterone 

surge.
3  

 

Degarelix is a monthly depot injection gonadotropin-

releasing hormone (GnRH) antagonist and is approved 

for androgen deprivation therapy (ADT).
4
 It works by 

suppressing luteinizing hormone and follicle-stimulating 

hormone (FSH) and results in rapid testosterone  

suppression without an initial surge.
4
  A major problem 

in its use is the incidence of injection site reactions in 

nearly 40% of patients.
4 
New therapy is needed for 

patients with advanced prostate cancer, who do not want 

monthly or every three month injections and want to 

minimize adverse reactions.  
 

New Therapy  

Relugolix (Orgovyx™) was developed as the first oral, 

highly selective, GnRH antagonist that is given once 

daily.  Relugolix is a nonpeptide GnRH antagonist that 

competitively binds to pituitary GnRH receptors, thus 

decreasing secretion of luteinizing hormone and FSH, 

resulting in a decreased testosterone levels.
5
 The Food 

and Drug Administration approved relugolix for the 

treatment of advanced prostate cancer in December 2020 

following the results of the phase III, multinational, 

HERO trial.
6 

 

Clinical Trial
7,8

 

The HERO trial compared relugolix 120 mg orally daily 

(with a loading dose of 360 mg on day 1) to leuprolide 

acetate 22.5 mg by subcutaneous injection every 3 

months, for 48 weeks. Patients were randomized 2:1 into 

the relugolix (n=622) and leuprolide (n=308) groups.  

The main efficacy outcome measure was sustained 

medical castration rate defined as achieving and 

maintaining serum testosterone levels <50 ng/dL by day 

29 through 48 weeks.
 

 

In patients who received relugolix, maintained castration 

was seen in 96.7% of patients (95% CI, 94.9 to 97.9) 

compared to leuprolide with 88.8% (95% CI, 84.6 to 

91.8).  Relugolix demonstrated noninferiority with 

respect to sustained castration rate, within the 

noninferiority margin of -10 percentage points, so a 

superiority test was done. In the superiority test, 

relugolix was found to be superior over leuprolide with a 

difference of 7.9 percentage points (95% CI, 4.1 to 11.8, 

p<0.001).  56% of patients in the relugolix group 

obtained castration levels by day 4 and 98.7% of patients 
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by day 15, compared to 0% and 12% in the leuprolide 

group, respectively. Mean testosterone levels at day 90 

after treatment discontinuation in the subgroup (184 

patients) were 288.4 ng/dL in the relugolix group and 

58.6 ng/dL for leuprolide patients.   

 

The incidence of adverse events were similar between 

groups. Hot flash was the most common with 54.3% in 

the relugolix group and 51.6% in the leuprolide group. 

Diarrhea was higher in the relugolix group than 

leuprolide group at 12.2% and 6.8%, respectively. After 

48 weeks of treatment, relugolix showed a 54% lower 

risk of major adverse cardiovascular events (MACE) 

compared to leuprolide (HR, 0.46; 95% CI 0.24 to 0.88).  

 

Role in Therapy 

Relugolix provides several advantages compared to 

leuprolide. The first advantage is how fast testosterone 

can be suppressed and there is no initial surge of 

testosterone, leading to fewer initial side effects.
7
 The 

second advantage is for patients receiving intermittent 

therapy. After 90 days after discontinuation of treatment, 

54% of men had recovery of testosterone within normal 

limits compared to only 3% men in the leuprolide 

group.
7
 With cardiovascular events being a leading cause 

of death in patients with prostate cancer, another 

advantage of relugolix is the decreased incidence of 

MACE compared to leuprolide.
7,9 

 

Relugolix has not been studied in combination with 

other androgen receptors antagonist, or in combination 

with docetaxel or cabazitaxel chemotherapy. Potential 

interactions include the induction of cytochrome P450 

enzymes and cardiac QTc interactions with abiraterone.
3 

Current NCCN guidelines state that further studies of 

relugolix dosing and drug interactions with commonly 

used drugs in advanced prostate cancer are needed.
3 

 

Relugolix has shown benefits for men with confirmed 

adenocarcinoma of the prostate and are candidates for at 

least 1 year of continuous ADT.
7
 Pharmacists can play a 

role in helping determine if a patient is eligible to 

receive relugolix and provide counseling.  
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Community-Acquired 

Pneumonia Adult 

Treatment Guidelines 

and Alaska State 

Antibiogram Update 
 

Jessica Hiney, PharmD, PGY1 

Pharmacy Practice Resident, Alaska 

Native Medical Center  

 

Background:  

Community acquired pneumonia (CAP) is the second 

most common causative infectious disease that leads to 

hospitalization in the United States and accounts for 

approximately 650 admissions per 100,000 adults per 

year.
1-3

 The Infectious Diseases Society of America 

(IDSA) reports the most infectious bugs leading to 

infection include Streptococcus pneumonia, 

Haemophilus influenza, Mycoplasma pneumonia, 

Staphylococcus aureus, Legionella species, Chlamydia 

pneumonia, and Moraxella catarrhalis.
4
 Virological 

causes of pneumonia are also possible including 

influenza A &B, adenovirus, respiratory syncytial virus, 

parainfluenza, and the novel coronavirus (COVID-19).  

 

Treatment recommendations are initially based on the 

patient’s severity on presentation to determine if they 

should be managed in the inpatient setting or if it is safe 

to manage in the outpatient setting. The diagnostic tool 

of choice for this decision is the Pneumonia Severity 

Index, recommended by the IDSA. Patients who present 

within Risk Class I or II can be managed outpatient, 
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Risk Class III can be managed either inpatient or 

outpatient, while Risk Class IV and V should be 

managed inpatient as they carry the highest risk of 

mortality (8.2-29.2%).
4
  

 

The treatment of any infectious disease should be 

tailored to a specific patient population with the most 

common bacteria as the primary target, however, rates of 

resistance and prevalence of infections can vary based 

on physical location. For this reason, reference to the 

most up to date antibiogram will help empirically treat 

patients based on accumulated evidence and can help 

decrease rates of resistance by narrowing the treatment 

spectrum.  

 

The Alaska Antimicrobial Stewardship Collaborative 

(A2SC) has published updated treatment guidelines that 

are specific to the patient population within Alaska. This 

update is accompanied by an update to the 2019 Alaska 

State Antibiogram.  

 

Treatment: For those patients in Risk Class I-III who 

can be managed in the outpatient setting, treatment 

should be based on the patient’s risk factors for MRSA 

or Pseudomonas aeruginosa infection. As supported by 

the IDSA 2019 CAP treatment guidelines, patients 

without these risk factors can be treated with amoxicillin 

1gm PO TID for 5-7 days as monotherapy, or 

doxycycline 100mg PO BID for 5-7 days if penicillin 

allergic. This is a change from previous 

recommendations which previously included 

concomitant azithromycin.
4
 It should be noted that 

azithromycin monotherapy is no longer recommended as 

the rates of resistance exceed 25% within our 

population. 

 

Should the patient have risk comorbidities such as heart, 

lung, liver, or renal disease, diabetes mellitus, asplenia, 

malignancy, or chronic alcoholism the recommended 

treatment is amoxicillin/clavulanate 875/125mg PO BID 

for 5-7 days with azithromycin 500mg PO daily for 3 

days. Penicillin allergic patients can be treatment with 

cefuroxime plus azithromycin or levofloxacin 

monotherapy depending on their allergy.  

 

Patients that have risk factors for MRSA or 

pseudomonas aeruginosa, such as prior isolation of 

either pathogen or hospitalization within the last 90 days 

with antibiotic administration, should be treated based 

on previous culture and susceptibility data and patient 

specific data.  

 

Inpatient management and empiric treatment will rely on 

the patient’s severity of infection (severe vs. non-

severe). Major and minor criteria that will affect this 

decision are listed in Table 1. Severe pneumonia is 

classified as a patient who has either 1 major criterion or 

> 3 minor criteria at one time; all other patients who do 

not fit this presentation are considered to have non-

severe pneumonia. 

 

Preferred therapy for both severe and non-severe CAP 

includes ceftriaxone 1g plus azithromycin 500mg daily. 

Of note, for patients with non-severe CAP who have 

been hospitalized within the last 90 days and have 

received IV antibiotics it is no longer recommended to 

empirically cover for MRSA or Pseudomonas 

aeruginosa. This recommendation for empiric coverage 

is only recommended for those patients who have severe 

CAP. Anaphylactic reactions to beta-lactam antibiotics 

can be managed with levofloxacin 750mg daily with an 

option to add vancomycin 15mg/kg if the infection is 

classified as severe. As always, prior cultures and 

susceptibilities should be referenced in order to make the 

most informed decision. Prior infection with MRSA or 

Pseudomonas aeruginosa should include vancomycin or 

cefepime, respectively.  

 

Duration of therapy will generally depend on the 

patient’s clinical course and they should be afebrile for 

at least 48 hours and clinically stable before stopping 

antibiotics. Five days of treatment should be sufficient 

for patients without structural lung disease or 

immunosuppression, seven days if mild/moderate, or 10-

14 if there is a poor clinical response, inappropriate 

empiric therapy, or significant immunosuppression.  

 

 

 
 

 

Major Criteria Minor Criteria 

Septic shock + vasopressors 
 

OR 
 

Respiratory failure + mechanical ventilation 

Resp. Rate > 30 
Pao2/FIo2 ratio < 250 
Multilobar infiltrates 

Confusion 
Uremia (BUN > 20) 

Leukopenia (WBC < 4000) 
Thrombocytopenia (PLT < 100,000) 

Hypothermia (< 36C) 
Hypotension requiring aggressive fluid resuscitation 

Table 1: Major and Minor Criteria 
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Standard - Preferred 

•Severe and Non-severe: Ceftriaxone 1g IV q24hr + Azithromycin 500mg PO/IV q24hr x 3 days 

•Anaphylaxis to beta-lactams 

•Non-severe pneumonia: Levofloxacin 750mg PO/IV q24hr 

•Severe pneumonia: Levofloxacin 750mg PO/IV q24hr +/- Vancomycin 

Hospitalized within 
90 days + IV ABX 

•Non-severe: not recommended to empirically treat for MRSA or Pseudomonas aeruginosa - fullow cultures  

•Severe: vancomycin 15mg/kg and cefepime 2g IV q8hr for MRSA or Pseudomonas aeruginosa respectively 

Prior MRSA or 
Pseudomonas  

•Preferred: 

•MRSA -- Vancomycin 15mg/kg + ceftriaxone 1g IV q24hr + azithromycin 500mg IV/PO q24hr x 3 days 

•Pseudomonas -- Cefepime 2gm IV q8hr + azithromycin 500mg PO/IV q24hr x 3 days 

•Anaphylaxis to beta-lactams 

• MRSA -- Vancomycin 15mg/kg + Levofloxacin 

•Pseudomonas -- Levofloxain 750mg PO/IV q24hr + aztreonam 2gm IV q8hr 
 

No comorbid conditions 
or Hx of MRSA or 

Pseudomonas 

•Preferred: amoxicillin 1gm PO TID x 5-7 days  

•Alternative: doxycycline 100mg PO BID x 5-7 days 

Comorbidities* 

•Preferred: amoxicillin/clavulanate 875/125mg PO BID x 5-7 days + azithromycin 500mg PO daily x 3 days 

•PCN allergy: 

•Non-anaphylactic reaction -- cefuroxime 500mg PO BID x 5-7 days + azithromycin 500mg PO daily x 3 days 

•Anaphylaxis -- levofloxacin 750mg PO daily x 5 days 

Risk factors for MRSA or 
Pseudomonas** 

•Treat based on previous cultures - will likely require further work up and evaluation.  
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*chronic heart, lung, liver, or renal disease; diabetes mellitus, 

alcoholism, malignancy, asplenia. 

**prior isolation of said pathogen in respiratory culture OR recent 

hospitalization + use of IV antibiotics within 90 days 

 

See below to download the treatment guidelines and 

state antibiogram.  

CAP guidelines: https://www.ashnha.com/antimicrobial-

stewardship/ 

AK 2019 Antibiogram: https://www.ashnha.com/wp-

content/uploads/2021/05/AK-2019-Antibiograms-5-5-

21.pdf  
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Polypharmacy and 

Deprescribing 
 

Catherine Hoang,  

PharmD Candidate 2022– 

Virginia Commonwealth University 

Preceptor Michelle Locke, PharmD, 

BCACP, Alaska Native Medical Center 
 

Polypharmacy is defined as the regular use of five or 

more medications. There are several patient-related risk 

factors that can lead to polypharmacy such as old age, 

having multiple medical conditions or a chronic health 

condition, being treated by multiple providers, and 

residing in a long-term care facility. In addition, a poorly 

updated medical record, automated refill services, poor 

transition of care, and inappropriately prescribed 

medications can contribute to polypharmacy.
1,2

 Since 

many of these risk factors can be identify through 

working at the pharmacy, pharmacy personnel can play a 

key role in identifying polypharmacy and evaluating 

potential medications to deprescribe. 

  

Deprescribing is the “process of identifying and 

discontinuing drugs in which existing or potential harm 

outweighs existing or potential benefits within the 

context of an individual patient’s care goals, current  

 

level of functioning, life expectancy, values, and 

preferences.”
1
 Identifying patients with potential 

medications to deprescribe can increase the patient’s 

quality of life, improve global health improvements and 

other outcomes, decrease the risk of adverse events and 

mortality, and decrease the overall cost of healthcare. 

Deprescribing to reduce polypharmacy has also been 

shown to be safe and effective in several studies.
 
In the 

DART-AD trial, discontinuing antipsychotics in patients 

with dementia showed to be successful by improving 

overall survival without showing changes in behavior.
3
 

In the RedUSe Project, deprescribing benzodiazepines 

and psychotropics in a residential care facility was 

successful and resulted in lower overall prescribing 

rates.
4
 

  

Deprescribing should be initiated when possible, in 

certain patient populations. Patients with revised goals of 

care due to limited life expectancy, very old age, or 

cognitive impairment should be assessed for potential 

medications to deprescribe. In addition, complex patients 

with multiple morbidities, eight or more medications, or 

multiple prescribers should be assessed. Lastly, patients 

at higher risk for medication adverse reactions or with a 

history of nonadherence should be examined.
1,5,6 

  

After identifying potential candidates, healthcare 

providers should assess the patient’s medication list and 

evaluate possible medications to deprescribe. There are 

several resources healthcare providers can use to do 

so:
1,2 

Resource  Description 

Anticholinergic Risk Scale/ 

Anticholinergic Drug Scale 

Used to assess the burden and risk of adverse events associated with use of anticholinergic 

drugs 

Beer’s Criteria List of medications to avoid in older adults and alternatives to use instead 

Bruyere Research Institute 

and the Canadian 

Deprescribing Network 

(deprescribing.org) 

Guidelines and algorithms for discontinuing proton pump inhibitors, antihyperglycemics, 

antipsychotics, benzodiazepines, cholinesterase inhibitors, and memantine. 
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To Obtain CPE Credit for this lesson you must complete the online evaluation and quiz linked below 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. 

https://alaskapharmacy.org/ce-events/home-study-ce/ce-quiz-quarterly-akpha-newsletter-third-quarter-2021/ 
 

MedStopper (medstopper.com) Recommendations on which medications to discontinue or switch 

START/ STOPP Criteria List of drug therapies that are potentially inappropriate for older people and should be 

discontinued 

 

In addition, there are several methods of deprescribing. First, healthcare providers can initiate direct intervention. In this 

approach, the provider stops ordering that specific medication for the patient without any patient input. Another approach, 

provider education, can also be used to monitor, report, alert, educate, and suggest the patient to stop taking certain drugs. 

The last and most effective method is using patient engagement. In this approach, the healthcare provider uses shared 

decision making to ensure the patient is self-motivated to make the change.
7 
Regardless of which method is used, the 

deprescribing protocol, or CEASE algorithm, should be followed in order to properly Confirm, Estimate, Assess, Sort, 

and Eliminate medications.
8 
In addition, once a deprescribing plan is implemented, the healthcare provider should follow-

up and review the patient at each visit. 

Confirm Verify the patient’s medication history, adherence, and indication for each drug 

Estimate Consider the overall drug risk and determine the required intensity of the intervention 

Assess Assess each drug for its eligibility to be discontinued 

● Consider patient goals  

● Consider costs 

● Consider feasibility 

○ Patient’s understanding, functional limitation, and ability to follow plan 

○ Rebound symptoms 

○ Withdrawal symptoms 

○ Patient’s attachment/motivation to deprescribe 

○ Patient-provider trust 

Sort Prioritize drugs for discontinuation 

● Consider starting with medications that have the highest risks but lowest benefits  

● Consider stopping medications with the lowest likelihood of withdrawal or rebound symptoms 

● Consider if a taper is needed 

Implement Discontinue the drug and monitor the patient’s status 

● Provide discontinuation instructions 

● Develop a monitoring plan 

● Develop a contingency plan 

 Resources: 

1. Halli-Tierney AD, Scarbrough C, Carroll D. Polypharmacy: Evaluating Risks and Deprescribing. Am Fam Physician. 2019;100(1):32-38. 
2. Rochon PA, Petrovic M, Cherubini A, et al. Polypharmacy, inappropriate prescribing, and deprescribing in older people: through a sex and gender lens. The 

Lancet Healthy Longevity. 2021;2(5). doi:10.1016/s2666-7568(21)00054-4  

3. Ballard C, Lana MM, Theodoulou M, et al. A randomised, blinded, placebo-controlled trial in dementia patients continuing or stopping neuroleptics (the 
DART-AD trial). PLoS Med. 2008;5(4):e76. doi:10.1371/journal.pmed.0050076 

4. Brodaty H, Aerts L, Harrison F, et al. Antipsychotic Deprescription for Older Adults in Long-term Care: The HALT Study. Journal of the American Medical 

Directors Association. 2018;19(7). doi:10.1016/j.jamda.2018.05.002  
5.  Garfinkel, D. Isr Med Assoc J 2007;9:430-4; Garfinkel, D. Arch Intern Med 2010;170:1648-54.; Garfinkel., D. Ther Adv Drug Saf. 2018, Vol. 9(1) 25–43; 

Garfinkel, D Arch Intern Med. 2010;170(18):1648–1654 

6. Page AT, Clifford RM, Potter K, Schwartz D, Etherton-Beer CD. The feasibility and effect of deprescribing in older adults on mortality and health: a 
systematic review and meta-analysis. Br J Clin Pharmacol. 2016;82(3):583-623. doi:10.1111/bcp.12975 

7. Johansson T, Abuzahra ME, Keller S, et al. Impact of strategies to reduce polypharmacy on clinically relevant endpoints: a systematic review and meta-

analysis. Br J Clin Pharmacol. 2016;82(2):532-548. doi:10.1111/bcp.12959 
8. Scott IA, Hilmer SN, Reeve E, et al. Reducing inappropriate polypharmacy: the process of deprescribing. JAMA Intern Med. 2015;175(5):827-834. 

doi:10.1001/jamainternmed.2015.0324 
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A recent week-long joint venture between the U.S. Customs and Border Protection 
and U.S. Food and Drug Administration in Cincinnati seized hundreds of packages 
containing misbranded and unapproved medications and medical devices.

Inside those packages, 
agents found unsafe and 
black market medications 
purported to treat cancer, 
HIV/AIDS, rheumatoid 
arthritis, infertility, and 
other serious medical 
conditions. One drug seized 
was not even approved for 
human use in the U.S.

Watch our video to learn more 
about what was seized during 
the joint operation:
http://safedr.ug/Cincinnati
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