
 

 

 

 

 

 

 

 

 

 

 

  

Alaska Pharmacy Newsletter        First Quarter 2022 

56th Annual Convention & Tradeshow 

February 11 – 13, 2022 

Hilton Anchorage with limited virtual option 

https://alaskapharmacy.org/event/56th-annual-convention-

tradeshow/  

Schedule, Registration, & Exhibitor Information Inside! 

Optional Free CPE Workshop (Must be an AKPhA Member to attend) 

Healthcare Advocacy Training: Preparing Pharmacy Professionals 

to Advocate for Healthcare Policy Change (SETMuPP) 

Friday February 11, 2022 8am – 2pm (advanced registration required)  

2 hours of accredited Home Study + 6 hours of accredited Live CE available 

 

 

            Like AKPhA on Facebook @AlaskaPharmacist                                                       https://alaskapharmacy.org/                                                                                                                                                                                                                                

             Like AKPhA on LinkedIn linkedin.com/company/Alaska-pharmacist-assn                                                                                                                                              

                                                                                                                                              

Convention Notes and COVID-19 Considerations 

• All materials for the convention will be available online prior to the conference. 

• In accordance with CDC guidance, all attendees are encouraged to be fully vaccinated and must wear a mask to attend.  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. 

• Hotel staff will be masked and COVID-19 guidelines will be followed in accordance with Hilton policies. 
Hotel Room Reservations 
A group rate of $149 sgl/dbl occupancy is available at the Hilton Anchorage for the convention. Please reference the Alaska Pharmacist Association 
(APA) and book rooms by January 28, 2022, to ensure availability and receipt of the group rate. Reservations can be made by calling (907) 272-7411 
or by booking online at  www.hiltonanchorage.com.  Under “Add Special Rate Codes” type in ‘APA’ in the Group Code field to receive group rates. 

 

https://alaskapharmacy.org/event/56th-annual-convention-tradeshow/
https://alaskapharmacy.org/event/56th-annual-convention-tradeshow/
http://www.hiltonanchorage.com/


 

 

 

 



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 

 

Michelle Locke 

729-2165, mrlocke@anthc.org  

Chugiak 

 

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, Co-Treasurer 

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 

 

Alaska Pharmacists Association 

2533 Providence Dr. 

Professional Studies Building Room 111 

Anchorage, AK 99508 
AKPharmacistsAssociation@gmail.com  
www.alaskapharmacy.org  

Alaska 

Pharmacy 

Newsletter 

The Mission of the Alaska 
Pharmacists Association is to 

preserve, promote and lead the 
profession of pharmacy in Alaska 

 

2022 Calendar of Events 

 
 

February 11-13, 2022  AKPhA Annual Convention 
   Hilton Anchorage 
 
February 17-18, 2022 Alaska Board of Pharmacy  
 
March 17-19, 2022 NASPA Spring Meeting 
 
March 18-21, 2022 APhA Annual Meeting 
 
April 24-26, 2022 NASPA/Pharmacist Mutual 2022 

Leadership Conference  
 
October 1-4, 2022 NCPA Annual Convention  
   

Included in this Newsletter     

• President’s Message 

• Committee Reports 

• Board of Pharmacy Update 

• Convention Registration, Schedule, & Posters 

• Voting for 2022 Board of Directors 

• Pharmacist & Pharmacy Staff Well-being  

• National News Updates 

• UAA/ISU Alaska Assisted Living Home Immunization 
Program 

• Home Study CE 
o Bacterial Meningitis 
o Margetuximab-cmkb in HER2 positive 

Advanced Breast Cancer 
o Casirivimab and Imdevimab for 

Coronavirus Disease  
o The Promise of Personalized Medicine in 

Cancer Treatment 

• Rx and the Law 

• Financial Forum 

Articles and information for future Alaska Pharmacy Newsletters can be 

e-mailed to AKPharmacistAssociation@gmail.com 
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PRESIDENT’S MESSAGE 

Gretchen Glaspy, PharmD, DPLA 

Happy New Year! The phrases “Patience is a virtue” and 

“Good things come to those who wait” have been very 

much on my mind this week, both in my personal life, and 

the status of the Association.  

It has been a long path, but the search for a new Executive 

Director is nearing its completion. The search committee 

has interviewed three candidates and is nearing its 

decision. We hope to make a formal announcement soon. 

Convention is February 11-13 and will be held in-person at 

the Anchorage Hilton. There were multiple member 

requests for a virtual option. The decision has been made 

to also have a virtual option available, however, it will be 

limited to a single tract. Attendees, vendors and 

exhibitors, and hotel staff are to wear masks at all times. 

Vaccination for attendees is highly encouraged. 

Convention Chair is Stephanie Ogle and Vendor Relations 

Chair is Chris Chong. Thank you also to Michelle Locke as 

Continuing Education Chair. 

As this is an all-volunteer run conference, we are looking 

for help. Please consider being a moderator for a session, 

or if you are tech savvy, helping us run the Zoom for the 

virtual conference. Please contact Stephanie Ogle 

(sogle@southcentralfoundation.org) to volunteer. 

We are looking for donation items or experiences for the 

Scholarship Silent Auction. Please contact Scholarship 

Chair Cate Kowalski (ckowalski@gci.net) to donate an item 

or experience. If making a monetary donation, please 

donate through the website at the scholarship donation 

page. We could also use volunteers to help setup on 

Saturday morning. 

Strategizing has begun for the new legislative session. HB 

145 “Expanding Pharmacist Authority” or our preferred 

title “Pharmacist Mobilization Act” was in the House Rules 

committee at the end of the previous regular session and 

is ready to go to the House floor from there. We are also 

working on a “Patient Choice” bill to address the practice 

of white/brown bagging (e.g. forcing a patient to use a 

specialty pharmacy to fill their medication but have 

another pharmacy mix the med for administration) and to 

close up gaps discovered after the PBM bill. 

On a personal note, this will be my last president’s 

message. It’s been a rollercoaster. I was so nervous last 

March when I conducted my very first board of directors 

meeting. I got to be the voice for the Association in 

legislative hearings to throw our support behind HB 145. I 

felt that I was finally getting the hang of being president of 

the Association. Then came Molly’s resignation. By now I 

had become wiser and more self-assured in a leadership 

role, and I wasn’t alone. The Board of Directors has 

stepped it up and has done amazing work in keeping the 

organization running (with plenty of bumps) and packing 

up and moving the office. I have reached out to them in so 

many emails and text messages, even just to validate that 

we are moving in the right direction. I specifically want to 

give a shout out to Ashley Schaber, Renee Robinson, 

Brittany Keener, and Michelle Locke. I was medevaced 

from Juneau to Seattle at the end of 2021 and am still 

hospitalized with a discharge date to be determined. 

These 4 ladies stepped right in to take over my duties 

while I was incapacitated.  

I enjoyed my time as president for the Alaska Pharmacists 

Association and look forward to my term as past-president 

and nominations and bylaws chairs. I feel that this year has 

further deepened my passion for the profession and 

educating others about pharmacy. I even spoke to 

Governor Dunleavy about the Associations position on the 

use of ivermectin for the “treatment” of COVID. I 

encourage you all to consider serving the Association, 

whether that is through serving on the Board of Directors, 

joining a committee, helping at convention, or 

contributing to the scholarship silent auction. It’s been an 

interesting year! 

About the pic: My official title is clinical informatics pharmacist, so I don’t 

wear scrubs at work. Some of my technicians have never seen me in scrubs 

and wanted to commemorate the moment. 

 

https://alaskapharmacy.org/event/56th-annual-convention-tradeshow/
mailto:sogle@southcentralfoundation.org
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Committee Reports     
 

Awards 
Brittany Keener, Awards Chair 

 

Award recipients will be honored at the annual 

convention and tradeshow on Saturday, 

February 12, 2022 at the Hilton Anchorage.  

 

Scholarship 
Cate Kowaalski, Scholarship Chair 

 

Be on the lookout for the silent auction during 

the annual convention! 

 

Donations to the scholarship program can be 

made here: 

https://alaskapharmacy.app.neoncrm.com/np/cli

ents/alaskapharmacy/donation.jsp?campaign=1
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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  Cate Kowalski 

   ckowalski@gci.net   

 

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 12/31/2021 

Checking  $    49,701.37 

Jumbo Money Market $    98,029.00 

Pmg Shares  $    5,000.00 

TOTAL   $    147,874.17 
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Alaska Board of Pharmacy Updates 
 Highlights from November 18, 2021 Meeting  
 
Regulations 

• Regulations relating to changing certain application requirements for pharmacists by reciprocity were approved 
for public comment and include: replacing transcripts with a copy of the pharmacy school diploma, removing the 
requirement for verification of internship or experience to be sent directly from the verifying agency, and 
accepting the NABP license transfer application as a license verification from the reciprocating state 

• Regulations relating to replacing transcript requirements with a copy of the pharmacy school diploma for 
pharmacist applicants by examination were approved for public comment. 

• Regulations relating to changing certain application requirements for pharmacist interns were approved for 
public comment and include: removing the jurisprudence questionnaire, removing the affidavits of moral 
character, and changing the length of the license from 2 years to 5. 

• Regulations relating to removing the identification badge requirements for pharmacy technicians were approved 
for public comment 

• Regulations relating to the pharmacist-in-charge were approved for public comment and include: allowing a 
pharmacist to practice in more than one location and allowing them to be designated as PIC for multiple 
pharmacies simultaneously. 

• Regulations relating to certain application requirements for outsourcing facilities, wholesale drug distributors, 
and third-party logistics were approved for public comment and include: removing resumes and removing 
fingerprints 

• Regulations relating to replacing inspection reports with an attestation for out-of-state pharmacy registration 
applicants were approved for public comment. 

• Other regulations approved for public comment include: repealing the courtesy license requirements, updating 
requirements for emergency permits, introducing military licensing requirements, amending patient counseling 
requirements, clarifying renewal requirements, amending PDMP reporting requirements, introducing veterinary 
reporting requirements to the PDMP, and introducing PDMP zero reporting language. 

  
Statutes/Legislative 

• The board is in support of the AKPhA’s efforts to introduce legislation to further regulations of PBMS and to 
restrict the practice of white bagging 

• The board still intends to license rather than register out-of-state pharmacies and remove affidavit of moral 
character requirements for pharmacist applicants 

• The board is interested in participating in the NABP’s Pharmacy internet program to ensure Internet pharmacies 
providing services to Alaska have been vetted and verified 

  
Other 

• The board is working on a comprehensive disciplinary matrix to standardize action taken against licensees for 
violating the provisions of AS 08 and 12 AAC 52 

• The board has updated and organized its Frequently Asked Questions page found at pharmacy.alaska.gov 
• The board intends to reduce initial and renewal license fees for pharmacists, drug rooms, and technicians 
• The PDMP registration and renewal fee was reduced to zero effective December 23, 2021. 

 

 

http://pharmacy.alaska.gov/


56th Annual Convention & Tradeshow, 2022 
February 11 @ 8:00 am - February 13 @ 5:00 pm 

https://alaskapharmacy.org/event/56th-annual-convention-tradeshow/ 

 

https://alaskapharmacy.org/event/56th-annual-convention-tradeshow/


2022 Healthcare Advocacy Training: Preparing Pharmacy Professionals to 
Advocate for Healthcare Policy Change 

February 11 @ 8:00 am - 2:00 pm 
https://alaskapharmacy.org/event/2022-healthcare-advocacy-training-preparing-

pharmacy-professionals-to-advocate-for-healthcare-policy-change/  
 

When:  Friday, February 11, 2022, 8:00 am – 2:00 pm (Optional Activity During AKPhA Annual Convention) 
Where:  Hilton Anchorage 

Cost:  FREE (Must be members of AKPhA)–Registration is Required (registration link above) 
What:  This program has an online 2.0 Hour Self-Study component with assessment (link to be forwarded to participants 

shortly after registration) and a Live Workshop with an online post evaluation (live agenda posted in the link 
below).  Developed in Partnership with the UAA/ISU Doctor of Pharmacy Program and the Alaska Department of Health 

& Social Services. 
Self-Study Outcome and Learning Objectives (UAN 0139-0000-22-200-H04-P) 

Knowledge-Based Activity, Target Audience:  Pharmacists 
Release Date 1/31/2022, Expiration Date 1/30/2025, 2.0 Hours (0.2 CEU) 

Self study learning activities are designed to ensure that all participants have an introductory understanding of 
healthcare advocacy and policy change.  Objectives to be posted. 

Successful completion of the self-study component involves passing the online self-study assessment with a grade of 
70% or higher. CPE credit will be posted to CPE Monitor within 60 days of completion.  Shortly after registration, you will 

be sent the link to the self-study information and the corresponding online quiz. 
Live Workshop Outcome and Learning Objectives (UAN 0139-0000-22-201-L04-P) 

Application-Based Activity, Target Audience:  Pharmacists 
Release Date 02/11/2022, Expiration Date 02/10/2025, 6.0 Hours (0.6 CEU) 

Participants will be able to describe the basic components involved in healthcare advocacy for pharmacy professionals 
and how to advocate for healthcare policy change.  At the completion of this activity, the participant will be able to: 

1. Outline the federal and state legislative processes and the opportunities where they can leverage their skills and 
expertise to advocate on behalf of issues they care about. 

2. Describe the role advocacy can play in improving patient health and systemic healthcare change. 
3. Recognize opportunities to participate (or engage?) in advocacy. 

4. Discuss how partnerships can help achieve advocacy goals. 
Successful completion of the Live Workshop involves attending the full workshop and completing the online post 

evaluation by midnight on February 20, 2022. CPE credit will be posted to CPE Monitor within 60 days of completion 
Faculty  

Renee Robinson, PharmD, MPH, MSPharm 
Associate Professor, UAA/ISU Doctor of Pharmacy Program 

 

The Alaska Pharmacists Association is accredited by the Accreditation Council for Pharmacy Education as a 

provider of continuing pharmacy education. 

Please check the website regularly for any schedule updates! 

https://alaskapharmacy.org/event/56th-annual-convention-tradeshow/  
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https://alaskapharmacy.org/event/56th-annual-convention-tradeshow/




 

 

 



2022 Poster Presentations 
 

Assessment of Local Risk Factors for Methicillin-Resistant Staphylococcus aureus (MRSA) and 
Pseudomonas aeruginosa (PSA) in Hospitalized Patients with Community Acquired 

Pneumonia (CAP) 
Michelle Grace Guerrero, Nicholas Smith, Shawna King 

 
Assessment of patient outcomes before and after implementation of a COVID-19 treatment 

guideline in a community hospital 
Liv Swonger 

 
Comparison of Same Day Versus Standard Administration of Pegfilgrastim Following 

Myelosuppressive Chemotherapy 
Anna Ahlstrom, Tarah Hibbs, Katelyn Kammers, Ann-Chee Cheng, Shawna King 

 
Esophageal variceal bleeding rates associated with selective serotonin reuptake inhibitor use 

in patients with cirrhosis 
Brittany Romans, Ballard K. Saul, Mariah Cadavos, Shawna E. King 

 
Evaluation of the LACE Index Risk Score and 30-day Heart Failure Readmission Status at an 

Alaska Native Hospital 
Kaitlin Moriarty, Jessica Hiney, Adam Harris, Michelle Locke 

 
Expanding Reach and Improving Sustainability of the Alaska Assisted Living Home 

Immunization Program through Collaboration with Community Stakeholders 
Mary Spatafore, Liv Swonger, Duane Wood, Tristian Underwood, Joseph Diaz, Renee 

Robinson 
 

Expanding the role of the clinical pharmacist within the Home Visit Team utilizing 
telemedicine within the Nuka System of Care 

Aminda Skan, Theresa Castellanos, Adrienne Tveit, Christopher Chong, Kristin Allmaras, Mike 
Beiergrohslein, Solana Rolloazo 

 
Frequency of QT prolongation drug alerts within a community hospital setting 

Kyle Logue, Angharad Ratliff, Thomas Wadsworth 
 

Safety of Intravenous Lidocaine Infusion for the Treatment of Pain in Pediatrics: A 
retrospective review 

Payton Teets, Nichole Phillips, Shawna King 
 

Software Implementation for Streamlined Compliance and Task Completion 
Ashley Schaber, Jessica Thompson, and Sara Doran-Atchison 



Thank You to our Exhibitors & Sponsors! 
 

McKesson Xellia 
Bristol Myers-Squibb First National Bank 
Pharmacist Mutual Alexion 
AmerisourceBergen GlaxoSmithKline 

Independent Pharmacy Cooperative Novonordisk 
Genentech and Xofluza PickPoint 

Gilead Avery Weigh-Tronix, LLC 
Cardinal Health Fresenius-Kabi USA 

AurorMedics Pharma Moderna 
 ViiV Healthcare 

 
 

Voting for 2022 Board of Directors is open until January 31, 2022 
To vote, complete the survey here 

 
2022 AKPhA Board of Director Nomination Bios 

President-Elect Candidate 

Brittany Keener  

Hello AKPhA members! My name is Brittany Keener and I am a Commissioned Officer in the United States Public Health 

Service. In my current role, I serve as a clinical pharmacist and manager of the Alaska Native Medical Center (ANMC) 

Internal Medicine and Specialty Clinics Pharmacy. I have been with ANMC for over fourteen years. I earned my PharmD 

from West Virginia University in 2007, became Board Certified in Pharmacotherapy in 2011, and completed a Masters in 

Public Health with an emphasis in Health Promotion in 2016. I am also certified as an Immunizing Pharmacist, have 

earned the Cardiovascular Disease Risk Management Certificate, Pain Management Certificate, Opioid Rapid Response 

Team and Pharmacist Opioid Overdose Response training. In addition, I have completed the Indian Health Service 

Leadership Training Program, the American College of Clinical Pharmacy Leadership and Management program, and the 

Arbinger Developing and Implementing an Outward Mindset workshop. I have been involved with AKPhA since 2009, 

served as the Annual Convention Planning Committee Chair in 2014, awarded the Distinguished Young Pharmacist in 

2015, Fellowship designation in 2021, and am currently on the Board of Directors. While we all know the past few years 

have been challenging to say the least, however, with challenges come great opportunities. Some of our biggest 

challenges include pharmacy benefit managers (PBMs) and white bagging, continuing to fight for provider status, and 

expanding the role of our technicians. We have a fantastic pharmacy community here in Alaska and I have no doubt that 

we will be successful as long as we work together for the profession. I would be honored to serve as the President-Elect 

of the Association and look forward to working with everyone over the next few years.  

Southcentral Candidates 

Michelle Locke  

https://www.surveymonkey.com/r/9PSCRND


Michelle Locke, PharmD, BCACP is the Transitions of Care Pharmacy Program Coordinator and Clinical Pharmacist at the 

award-winning Alaska Native Medical Center (ANMC), a 173-bed, level 2 trauma which offers a full range of medical 

specialties, primary care services and labs. Michelle, a South Dakota native, attended South Dakota State University and 

obtained a bachelor's of science degree in both biology and pharmaceutical sciences, followed by her Doctor of 

Pharmacy degree. She went on to complete a PGY-1 pharmacy practice residency at ANMC following graduation and 

became a board certified ambulatory care pharmacist in 2020. Michelle remains very active in a variety of local, state, 

and national pharmacy and Public Health Service organizations and activities. She has served on the board previously for 

6 six years and has coordinated the Annual Convention and served as co-chair to the ASHP-AKPhA Health-System 

Academy for a number of years. She is currently the AKPhA Director of Continuing Education and is working on providing 

new and innovative continuing education opportunities and avenues to members.  

Christopher Chong  

Christopher Chong is an integrated clinical pharmacist at the Benteh Nuutah Valley Native Primary Care 

Center/Southcentral Foundation in Wasilla, Alaska. He was born and raised in Anchorage, Alaska, graduated from 

Dimond High School, and completed pre-requisites at the University of Alaska Anchorage. He received his Doctor of 

Pharmacy from the University of Montana in 2014, commissioned as an officer with the United States Public Health 

(USPHS) and completed his post-graduate year residency training at Southcentral Foundation the following year. He is 

board-certified in pharmacotherapy and has received national certifications in asthma education, diabetes management, 

and anticoagulation care. Chris has also held various leadership positions, including President of the local Commissioned 

Officers Association branch in Wasilla and group supervisor on two deployments with the USPHS. Chris has actively 

served several roles with AKPhA since moving back to Alaska in 2014. He was the co-chair for the 2017 Convention, 

actively involved with the convention planning committee, and presented topics related to asthma/COPD during past 

Conventions. He is also an active member of the American Society of Health-System Pharmacists and a member of the 

USPHS Provider Status Workgroup. Chris hopes to continue championing for pharmacists to attain provider status and 

pharmacy technicians to practice at the top of their license. He would like to focus on building relationships with local 

community partners including healthcare professionals, legislators, and policymakers and partner with national 

pharmacy organizations. Chris would also like to actively engage in empowering pharmacists and pharmacy technicians 

in Alaska to ensure their voices are heard and as a united front, address barriers and increase awareness of our 

profession so that we can best serve our communities.  

James Fischer  

Dr. James Fischer, a resident of Alaska since 1996, completed his undergraduate work at UAA and went on to 

Washington State University to complete his doctorate in pharmacy. After graduating WSU in 2012 he went to Yakima 

Memorial Hospital to complete his PGY1 residency. In 2013 James returned to Alaska to work at Providence Alaska 

Medical Center, the largest healthcare facility within Alaska, as a clinical pharmacist. In 2014 he was promoted to the 

role of pharmacy informaticist responsible for maintaining clinical health information services across 8 discrete 

healthcare facilities situated in Anchorage, Kodiak, Valdez, Soldotna, and Seward. James is active in the community 

supporting a number of volunteer initiatives, including the Alaska Assisted Living Home Immunization Program, serving 

as a preceptor to pharmacy students and residents.  

Aimee Young  

Greetings to my fellow Alaska pharmacy members! My name is Aimee Young and I am the Inpatient Pharmacy Clinical 

Manager at the Alaska Native Medical Center. I am also a Commissions Officer in the US Public Health Service. I am a 

Board Certified Pharmacotherapy Specialist, and the first provider in Alaska to become a Certified Pain Educator. You 

have likely heard me talk at some point in time, as I love to educate and teach any chance I can get. I am a certified 



trainer through APhA and AzPA for pharmacist and technician immunization certifications and have certified over 300 

pharmacists and techs to date. I have completed numerous leadership, public health and clinical trainings throughout 

my 16-year pharmacist career. Additionally, I have extensive retail pharmacy experience as a tech/intern/pharmacist 

(since 1996!) and just celebrated my 20-year anniversary at Costco Pharmacy in April of 2021. With my diverse 

background I feel as though I will bring a wide range of perspectives to the board. My involvement with AKPhA began 

shortly after I moved to Alaska in 2012 when it was discovered that I was certified to teach the APhA Immunization 

Training Course. AKPhA sent me to become an APhA Diabetes trainer shortly thereafter and I have been coordinating 

regular trainings since then. I have extensive experience with leading various advocacy groups. In 2018 I was the Chair of 

the Pharmacy Professional Advisory Committee, and I am currently the President of the Palliative Care Alaska Network. I 

believe my leadership and motivation will be assets to the board, and I look forward to positively impacting pharmacy 

practice in Alaska.  

Interior Candidates 

Kylea Goff  

Dr. Goff is a 2010 graduate of the West Virginia School of Pharmacy. She began her career by moving to Alaska right 

after graduation. She worked for Southcentral Foundation for 5 years in both Anchorage and in the Wasilla clinic. She 

then moved to Nome in 2015 to work for Norton Sound Health Corporation. While in Nome she has served as the 

Assistant Director and Director while also having worked with students and residents. Currently she is the Population 

Health Pharmacist – this role has allowed her to work with pediatric population and improve care across the region and 

now she is more closely working with the electronic health record, pulling data and working to improve all population 

outcomes across the region. Historically, AKPhA has also be at the forefront of conquering issues that either directly 

impact pharmacy practice or will impact pharmacy in the future. Currently, the one of the most important issues would 

be continuing to get pharmacist recognized as a health care provider in the state of Alaska. This will help with many 

facets of pharmacy and help others to understand the care pharmacist provided. It is also important, as someone 

intimately familiar with rural Alaska, to continue to be an advocate for the needs of that pharmacist and patient 

population.  

Brittany Karns  

I am a born and raised Fairbanksan! I did most of my undergrad work at UAF, pharmacy school at University of 

Minnesota, a PGY1 Residency st VA Boston, worked at Fairbanks Memorial Hospital for 5 years, and now serve at Chief 

Andrew Isaac Health Center IHS facility as a staff pharmacist and the COVID-19 Vaccine Coordinator. Outside of work I 

enjoy helping produce the Dark Winter Nights Alaskan storytelling show (always looking for more storytellers!), baking, 

sewing, hiking, and volunteering at community vaccine clinics. My current top goal for AKPhA and pharmacists in AK is to 

continue addressing widespread misinformation and trying to repair and further build public confidence in both science 

and healthcare that seems to have eroded in the past few years. I have enjoyed serving on the board in the past and 

would love to continue doing so! 

Technician (Appointed by Board) - Volunteer Needed - Please write-in nominee in the Survey 

To vote, complete the survey here 

 

 

 

https://www.surveymonkey.com/r/9PSCRND


Pharmacist/Pharmacy Staff Well-being and National News Updates 

 

The Board of Trustees of the American Pharmacists Association issued the following statement: 

 We have heard loud concerns of overwhelmed pharmacists in busy pharmacies. We have also heard of potential 

pharmacist protests to their employers in the form of a sickout. 

 Pharmacy workforce issues that lead to frustration and burnout are very real. They have been building for some time, 

but they have become more acute with the stressors brought on by the COVID-19 pandemic. Workplace conditions have 

pushed many pharmacists and pharmacy teams to the brink of despair. Pharmacy burnout is a significant patient safety 

issue. It is impacting patients today with delayed prescription fulfillment, unacceptable waits for vaccines and testing, 

and potential errors due to high volume, long hours, and pressure to meet performance metrics. 

 Well-being 

APhA and the National Alliance of State Pharmacy Associations developed the Pharmacy Workplace and Well-being 

Reporting (PWWR), a safe, confidential, and anonymous space for pharmacy personnel to report positive and negative 

workplace experiences. PWWR reports create a pool of aggregated data that will be used to influence and educate our 

pharmacy community and leaders—including those who can do something about it – on meaningful and actionable 

changes. The experiences and situations submitted via PWWR help tell a collective, powerful story that can spark change 

and improvement in well-being, delivery of care, and patient safety in pharmacies. 

APhA unwaveringly supports our pharmacists and the work of pharmacy teams as they seek overdue action from 

employers to improve eroding workplace conditions. However, we strongly believe that actions such as a sickout where 

pharmacists would walk away from direct patient care is not an appropriate action. A profession that is rightly 

demanding action to keep themselves and their patients safe should not compromise public welfare by abandoning 

patients who rely on them. Serving patients and ensuring patient safety is core to the profession of pharmacy. 

Pharmacists are caregivers, and we must address the fundamental issues causing burnout and frustration. The public, 

decision-makers, and regulators must be educated about, and recognize, the seriousness of our pharmacy teams’ 

negative well-being and the need for both additional resources and realistic expectations to safely provide patient care 

services. The value within our practices is the individuals who serve the healthcare needs of their patients and 

communities. Pharmacists are committed to serving these needs and have demonstrated this commitment throughout 

the pandemic. However, they cannot sustain this commitment without immediate changes. 

Employers across the health care system must have meaningful dialogue with their teams that result in realistic 

expectations that are supported by appropriate staffing levels and procedures. These employers have an obligation to 

increase staffing in their pharmacies to promote safety and access for patients and improve the well-being of their 

pharmacists and pharmacy technicians.  



Boards of pharmacy, who are tasked with protecting public safety and public health, including timely access for patients 

to needed medications and services, must also examine current experiences and regulations contributing to this issue, 

and take appropriate action. 

Root causes 

A significant contributing factor that causes understaffing and unrealistic performance metrics is a misaligned payment 

system that rewards volume and not value. Pharmacists and pharmacies are primarily reimbursed for dispensing a 

product, not for addressing the clinical needs of the patient. The payment system for pharmacy services is 

fundamentally flawed. 

PBM issues 

Pharmacy benefit managers (PBMs) are intermediaries who have siphoned tremendous profits from the prescription 

drug system, leaving pharmacies to depend upon unrealistically high transaction volumes with minimally viable staffing 

to stay in business. Pharmacy teams have been meeting a significant need within their communities during the 

pandemic through the provision of acute and chronic medications and associated services, including testing, vaccination, 

and treatments. These services are provided on top of a model that was stretched to its limit prior to COVID-19, due to 

the misaligned payment model. 

Provider status 

Pharmacists strive to optimize medication use and ensure that medications are taken correctly, but coverage is lacking 

for these clinical services. Pharmacists are health care professionals with training, experience, and knowledge as 

medication experts, and they provide clinical care related to those medications and the conditions they treat. 

Pharmacists are not able to bill Medicare for their clinical services because they are not recognized as eligible providers 

under the Social Security Act. Other health care professions—including physicians, nurse practitioners, physician 

assistants, audiologists, and nurse-midwives—are all eligible providers who can bill for their services. 

Solutions 

There are both short-term and long-term remedies. 

First: Employers must immediately address working conditions. Signing bonuses and free pizza aren’t enough. 

Pharmacies must be staffed appropriately so that pharmacists and pharmacy technicians have dedicated time for safe 

dispensing of medication, safe delivery of clinical services such as COVID-19 vaccine administration, and adequate time 

to talk with and counsel patients about their medications. 

Second: APhA is engaging in direct conversations with chain pharmacy leadership and other influencers to address the 

issues related to workload and well-being. 

Third: Boards of pharmacy must engage in conversation with pharmacy team members, pharmacy management, and 

organization executives to examine the following: 

Staffing levels needed to safely provide care and sustain timely public access to needed medications and patient care; 

Performance measures that jeopardize care delivery; 

Use of technology; 

Administrative policies and procedures that distract pharmacy teams from the delivery of patient care 



Fourth: The underlying payment issues must be rectified. This includes reining in adverse PBM business practices and 

recognizing pharmacists as patient care providers in Medicare as well as Medicaid and private insurance plans. Until 

then, pharmacists will continue to run on fumes with high burnout and inadequate support. 

APhA calls on anyone who can impact our pharmacy teams’ well-being and the safe delivery of patient care, to address 

these issues now with their teams and those who can make a difference - employers, boards of pharmacy, and payers. In 

order to sustain public access to pharmacy services, relief is needed now. We stand with our pharmacy teams in making 

a case for a timely change.  

 

 

1/14/2022 

Judge Grants Stay In Federal Case Against Pharmacy DIR Fees Until Proposed Rule Finalized 

NCPA And APhA Pleased By Court's Decision To Allow Rulemaking Process Play Out 

WASHINGTON, DC–The American Pharmacists Association (APhA) and the National Community Pharmacists Association 

(NCPA) today issued the following statement in response to a decision by the US District Court for the District of 

Columbia to grant a stay the case, “NCPA v Becerra,” which challenges the legality of retroactive pharmacy price 

concessions, also known as pharmacy direct and indirect remuneration (DIR) fees: 

"We are pleased by the Court's decision to grant our request for a stay or a pause in the litigation until the recently 

proposed rule potentially addressing retroactive pharmacy DIR fees is finalized. We are currently analyzing the proposed 

rule to determine whether it addresses our longstanding concerns with retroactive pharmacy DIR fees, and we plan to 

submit comments reflecting our analysis. Since our litigation also seeks to end retroactive pharmacy DIR fees, we believe, 

and the Court agreed, that a pause in the case is appropriate pending the outcome of the rulemaking process." 

NCPA and APhA are joined in the case by the Coalition of State Rheumatology Organizations, Fruth Pharmacy of West 

Virginia, Hi-School Pharmacy of Washington, Kare Pharmacy of New Mexico, and Tyson Drugs of Mississippi.   

Press Release: https://www.pharmacist.com/APhA-Press-Releases/judge-grants-stay-in-federal-case-against-pharmacy-

dir-fees-until-proposed-rule-finalized  

 

https://www.pharmacist.com/APhA-Press-Releases/judge-grants-stay-in-federal-case-against-pharmacy-dir-fees-until-proposed-rule-finalized
https://www.pharmacist.com/APhA-Press-Releases/judge-grants-stay-in-federal-case-against-pharmacy-dir-fees-until-proposed-rule-finalized


 

NASPA and APhA have released the initial findings from the 2021 National Workplace Survey. Results indicate that 

patient and consumer demands, harassment, threats, and insufficient staffing are major stressors they face. 

https://naspa.us/2022/01/2022-national-pharmacy-workplace-survey-preliminary-findings/  

 

 

 

 

Pharmacists and pharmacy personnel workplace factors and well-being continue to be a critical, complex concern for the 

profession and patient safety in recent decades. Considerable work has been done to identify and understand 

medication errors, including near misses, and characterize the root causes. What is lacking in the research is to critically 

examine workplace factors to determine how they affect pharmacy personnel well-being and patient safety. Your voice 

is critical to enhance and safeguard the pharmacy workplace. Pharmacists and pharmacy personnel are invited to submit 

your pharmacy workplace experiences – positive and negative – to Pharmacy Workplace and Well-being Reporting 

(PWWR). Your individual reports are confidential and anonymous. 

https://survey.medicationsafety.org/index.php?r=survey/index&sid=159652&lang=en  

 

 

 

 

https://naspa.us/2022/01/2022-national-pharmacy-workplace-survey-preliminary-findings/
https://survey.medicationsafety.org/index.php?r=survey/index&sid=159652&lang=en


 

pharmacists advancing healthcare 

   

Here's the latest from ASHP's Government Relations Team 

ASHP Releases Drug Supply Chain Recommendations 

ASHP, the American Medical Association, American Society of Anesthesiologists, Association 

for Clinical Oncology, and the United States Pharmacopeia released a series of policy and 

marketplace recommendations to address significant challenges in our nation’s drug supply 

chain that have been exacerbated by the COVID-19 pandemic. The organizations have long 

collaborated on recommendations for critical steps to improve our nation’s supply chain and 

mitigate drug shortages, including a summit in July 2020 that examined the resilience of the 

U.S. pharmaceutical supply chain in light of the current state of global pharmaceutical 

manufacturing. The full list of policy and marketplace recommendations can be accessed here. 
 

 

ASHP and Other Pharmacy Organizations Call On State Governors to Ensure Patients Have 

Access to Lifesaving COVID-19 Oral Therapeutics 

ASHP and six other pharmacy organizations have sent a letter to the National Governors 

Association urging governors to ensure patients have access to COVID-19 oral antiviral 

therapies from their pharmacist. Pharmacists are authorized to order these therapies through 

the Public Readiness and Emergency Preparedness Act, but there is currently no payment 

pathway for pharmacists and pharmacies to provide this service. ASHP urges governors to use 

the full executive authority under their state laws to provide an emergency payment pathway 

for pharmacist clinical services and dispensing fees for Medicaid and privately insured patients. 
 

 

ASHP and Other Healthcare Organizations Submit Letter of Support for Nomination of Dr. 

Robert Califf as FDA Commissioner 

ASHP, along with 29 healthcare organizations, submitted a letter of support to Congress 

endorsing the nomination of Dr. Robert Califf to serve as commissioner of the Food and Drug 

Administration (FDA). Califf is a well-qualified candidate who will bring the leadership needed 

to advance FDA’s work in assuring the safety, efficacy, and security of treatments, while 

helping to speed innovation that supports patient care and public health. 
 

 

ASHP Meets with FDA to Discuss Suspension of Clozapine REMS Requirements 

In response to stakeholder concerns, FDA recently announced a temporary suspension in 

enforcement of requirements for the Clozapine REMS program. The updated Clozapine REMS 

program originally launched on Nov. 15 but has been plagued by ongoing difficulties amid 

widespread stakeholder reports of negative impacts on access to clozapine. On Nov. 19, FDA 

announced suspension of registration and reporting requirements for clozapine, allowing 

pharmacists to dispense clozapine without a REMS dispense authorization and permitting 

wholesalers to ship clozapine to pharmacies that are not yet enrolled with the REMS program. 

https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=Mvd0sNwlQN1NdpN4aPZpie3f9ZdmqSHhNbTaQe0T58cdSY5_frTUnzENQvt-XjSjGYWH16hkqz2DNKOeN7tLGw**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo3T9TVgZg$
https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=FaX0UK9e8XmgUr8uESMRmremsVIEnqLblbeJ76ghUomAh4XARF5kTLmlqkeA7lnSTssp3M3UdQbq07l9gNVKbA**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo0ff59vug$
https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=zVmjz0PzlToILxD-mGYt3xPoRzbMeEJu5kdYZVyNdtNs-6eBb0WuuhusbMr9ud5By9noupynu2Aus7-cnDta4w**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo2llGuDig$
https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=dTb1PKzYEIRfOlUegm1zg4AKwmPPU_vemKG18hwy3LDxPGbxtt5SiMplmcc8F-tDmXD0lPeQLOD6eHChQ6I2fQ**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo3uSQEb0Q$
https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=jH5HWqWbeqkQtQI3C_Eh94wx5f_MUkhrx9eUBnSMeaUUgLWPM-0FcEIFWuVSRWkbI-gLYLLsx6PWcMosbpalaQ**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo3-pNsU_g$
https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=k6mke0IP5xflJM5P-CfnLlMyyOAkrF4BUxrrnXzi_ip_8oGyNhQmk_a0_ExnhRFxJLtod8zWBOTfo0aBxMJWrg**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo3i3gbt4Q$
https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=k6mke0IP5xflJM5P-CfnLlMyyOAkrF4BUxrrnXzi_ip_8oGyNhQmk_a0_ExnhRFxJLtod8zWBOTfo0aBxMJWrg**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo3i3gbt4Q$


ASHP and its peer national pharmacy organizations are participating in ongoing discussions 

with FDA to ensure patients’ future access to clozapine will not be disrupted upon the 

program’s reimplementation. ASHP will continue to keep our members updated on any 

changes to the status of clozapine REMS enforcement. 
 

 

ASHP Responds to FDA's Request for Comments on Compounding Guidance 

ASHP submitted comments to the FDA in response to their Oct. 6 draft guidance governing 

compounding by hospital and health-system pharmacies. ASHP previously published an issue 

brief outlining the relevant details of the draft guidance. We will continue to monitor and 

update members about changes to FDA’s compounding guidance.  
 

 

ASHP is Requesting Feedback for DEA Information Collection on Telepharmacy Regulation and 

DEA EPCS Regulation 

The Drug Enforcement Administration (DEA) has published a wide-ranging information 

request regarding regulation of telepharmacy services in order to influence future 

telepharmacy rulemaking. Additionally, DEA is proposing to amend its regulations to explicitly 

state that a DEA-registered retail pharmacy may transfer electronic prescriptions for schedule 

II-V controlled substances to another DEA-registered retail pharmacy for initial dispensing on a 

one-time basis. 
 

 

FDA Authorizes New Long-Acting Monoclonal Antibodies for Pre-Exposure Prevention of 

COVID-19 

The FDA issued an emergency use authorization (EUA) for AstraZeneca’s Evusheld (tixagevimab 

co-packaged with cilgavimab and administered together) for the pre-exposure prophylaxis 

(prevention) of COVID-19 in certain adults and pediatric individuals (12 years of age and older 

weighing at least 40 kilograms [about 88 pounds]). The product is only authorized for those 

individuals who are not currently infected with the SARS-CoV-2 virus and who have not 

recently been exposed to an individual infected with SARS-CoV-2. 
 

 

Eligibility for Pfizer-BioNTech COVID-19 Booster Dose Expanded to 16- and 17-Year-Olds   

The FDA amended the EUA for the Pfizer-BioNTech COVID-19 vaccine, authorizing the use of a 

single booster dose for administration to individuals 16 and 17 years of age at least six months 

after completion of primary vaccination with the Pfizer-BioNTech COVID-19 vaccine. The 

Centers for Disease Control and Prevention updated its recommendations accordingly. 
 

 

 

https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=b7llPEfs2Mi4lCwk5GuMITX88q9S7bOPrRNjFb6m6FIQBUPGVepbl6nrwsS-mckD9iMP3FTzN_jFAB9ZCW9odw**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo14JRU4Hw$
https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=KsSd5jpxI9VXrnQxLw-tBJyBEvqHjAk6LTDoMTPw4M8jmoK3A3J_MgEd7vq4EuGnDmZeWeEgXVTTbtv9BprUnQ**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo0ufRj9Ag$
https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=_3iC36xcLklui4kW8b9RUgfvrMkK2RJ92ibiOBDPwHuC7UU2YD10yPEq02SvY3YQyEDxewPBWWG-0dhwSVyISA**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo1yapL4NQ$
https://urldefense.com/v3/__http:/www.mmsend84.com/link.cfm?r=KT1kP1ai4L_x6tLvnBH0gQ**A&pe=_3iC36xcLklui4kW8b9RUgfvrMkK2RJ92ibiOBDPwHuC7UU2YD10yPEq02SvY3YQyEDxewPBWWG-0dhwSVyISA**A&t=Gm23NBCG6vvOZXwld7w4iw**A__;fn5-fn5-!!PD8KOL_GOQI!gcFLEkGuISsFe6L47mAAi3oT6pt_9ZglML8pauoBtmVaIvJcITglBo1yapL4NQ$
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PTCB Launches Medication Therapy Management Certificate for Pharmacy Technicians  

Patient safety enhanced through advanced knowledge of the MTM process 

https://www.ptcb.org/news  

 

As of December 31, 2020 Alaska has 444 PTCB CPhTs! 

 

 

Expanding Reach and Improving Sustainability of the Alaska Assisted Living Home Immunization Program through 

Collaboration with Community Stakeholders 

Liv Swonger, Duane Wood, Tristan Underwood, Mary Spatafore, Joe Diaz, and Renee Robinson 

Pharmacy students at the UAA/ISU Doctor of Pharmacy Program currently oversee the Alaska Assisted Living 

Home (AK ALH) Immunization Program, a grassroots program established in 2010 by Lisa Nash, a medical assistant, who 

developed the program based on hardships she and her mother experienced. This difficulty of accessing healthcare, 

vaccinations in particular, is a concern seen widely across the Anchorage and Matanuska-Susitna (Mat-Su) Borough 

borough, an addressable community health disparity the AK ALH Program is set to mitigate. Increased morbidity and 

mortality in elderly populations highlight the major need for these community-based initiatives with vaccines being a cost-

effective and an easily manageable part of their preventative care. 

Leadership in the AK ALH Immunization Program program shifts every year as pharmacy students advance in their 

academic and professional careers. The program’s current director is Liv Swonger all under the direction of faculty advisor 

Dr. Renee Robinson, associate professor at the UAA/ISU Doctor of Pharmacy Program. 

https://www.ptcb.org/news


 Program co-director positions were created to support project management. Second year student pharmacist 

Duane Wood was responsible for inventory and supplies and second year pharmacy student Tristan Underwood for 

volunteer management.  Mary Spatafore and Joe Diaz, first year pharmacy students, spearheaded ALH contact, 

communication management, and recruitment.  

 

Back row left to right: Dr. Renee Robinson, Mary Spatafore, Duane Wood 
Front row left to right: Liv Swonger, Joe Diaz, Tristan Underwood 

Annually in October, we commit two weekends for mobile teams, consisting of multidisciplinary licensed 

healthcare providers, to administer vaccinations on site at assisted living homes (ALH) from South Anchorage to Big Lake, 

Alaska. Volunteers completed an hour long training the morning of the event orienting them to our program, traveling 

supplies, their assigned ALHs, and heard from Dr. Coleman Cutchins, staff pharmacist with the Department of Health and 

Social Services (DHSS), about the most recent information regarding COVID-19 vaccines. We did not halt our program 

during the COVID-19 era and rather surprisingly, have visited more homes each year since. Extra precautions were taken 

in 2020 and 2021 to decrease risk of potential transmission including additional personal protective equipment, sanitation 

between homes, and stringent screening throughout. No reports of COVID-19 infections could be traced back to our 

teams either year. 

 

Orientation for volunteers on the UAA/ISU Doctor of Pharmacy campus during the presentation of Dr. Coleman Cutchins, 
PharmD, BCPS. 



The AK ALH Program has seen much progress since the 30 vaccines administered during its inaugural event. In 

2021, 112 of 417 registered ALHs in our coverage area participated in the program, a 26% increase from the 89 

participating homes in 2020. We administered 1,059 vaccines total in 2021, another increase from the 758 vaccines 

administered in 2020. In recent years we have expanded our strategies for connecting with registered ALHs who are not 

part of our program, many of which have less than 10 residents and are in most need of support. Designing an easily 

recognizable logo, creating a promotional video, and revamping of all program forms invested in our professionalism and 

recognition. Our efforts for the 2021 event were highlighted in Alaska Dispatch News and in Green and Gold News at the 

University of Alaska Anchorage. 

The growing pains that Lisa felt when she shifted management of the program in 2018, have once again appeared 

as the AK ALH Program has expanded, directly reflecting the needs of our services within Southcentral Alaska. This year 

we have worked to bolster our year-to-year sustainability through community partnerships. Most notable is Justin 

Ruffridge at Soldotna Professional Pharmacy who collaborated with our program using his access to PrepMod for ALH sign 

ups and inventory management of vaccines and supplies. We are very thankful for his consistent support and the 

pharmacy staff who took on the administrative work behind the scenes. Much of our success in the 2021 year can be 

attributed to the integration of technology, streamlining this data management. 

Another major stride for 2021 outreach work was our ability to extend the vaccines we offered. In addition to the 

influenza vaccines we administer yearly, residents and ALH staff were screened for their eligibility of receiving the COVID-

19 vaccine. While the majority of these vaccines were boosters in the COVID-19 series, many were new starts. Our 

volunteers honed in on the opportunities to educate our communities from what they learned in training and correct 

misinformation. Sar Medoff, staff physician at DHSS of Alaska, and his team played an integral role in our ability to carry 

this out. They provided the vaccines, coolers, temperature monitors, and associated training for the vaccine management. 

Volunteers of the Alaska Assisted Living Home Program 2021 

Duane Wood (Pharmacy Student), Harrison Alford (Pharmacy Student), Hojung Jang (Pharmacy Student), Ian McCarthy 

(AHEC), Jacob Jordan (Pharmacy Student), James Fischer (PharmD), Janel Obo (Pharmacy Student), Jason Paul Love 

(Nursing Student), Jessica Goodman (Pharmacy Student), Jiyoung Park (Pharmacy 

Student), Joey Peacott (Nurse), John Peacock (Nursing Student), Joseph Diaz (Pharmacy 

Student), Jourdin Bedwell (Nursing Student), Karyeong Kim (Nursing Student), Katherine 

Germain (Pharmacy Student), Kirsten Rothacker (PharmD), Kristen Alcorn (Nurse), Kyla 

Newman (PharmD), Kyle Logue (Pharmacy Student), Liv Swonger (Pharmacy Student), 

Marian Sintos (Nursing Student), Mary Spatafore (Pharmacy Student), Megan Penner 

(PharmD), Melanie Bakker (Nurse), Neyra Monreal (Nursing Student), Nichole Munroe 

(Nurse), Nicolette Ziolkowski (Nursing Student), Paula Green (Nurse), Renee Robinson 

(PharmD), Rita Kittoe (Nurse), Rochelle Wolfram (PharmD), Scott Morton (Pharmacy 

Student), Seth Bodine (Pharmacy Student), Sian Gonzales (Nursing Student), Stephanie 

Bien (Nursing Student), Taylor Goree (PharmD), Taylor Huston (Nursing Student), Tina 

Kang (Nursing Student), Tom Wadsworth (PharmD), Tristan Underwood (Pharmacy Student) 

Over many years we have fostered relationships with the ALHs we serve, building trust in the healthcare system 

and improving healthcare access when many barriers are faced by both residents and management of ALHs alike. We 

would like to thank all of our volunteers, many returning every year, and community stakeholders who have made any 

contribution to our program as our successes are built on many. We will continue our efforts to achieve the common 

mission of protecting our community’s high-risk populations through vaccination efforts in the COVID-19 era and beyond. 
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Bacterial Meningitis  

By: Courtney Bunner, PharmD Candidate 2022, West Virginia University 
Preceptor: Michelle Locke, PharmD, BCACP 

 
Overview 
Bacterial meningitis is an infection of the membranes surrounding the brain and spinal cord (meninges) which leads to 
inflammation. Meningitis can result from a bacterial, viral or fungal infection. This article will specifically focus on bacterial 
meningitis. Bacterial meningitis is a serious infection that has a mortality rate of approximately 25%1. It is spread through 
contaminated saliva, respiratory tract secretions and respiratory droplets. Pathogens can reach the central nervous system 
(CNS) by hematogenous seeding, direct inoculation or contiguous spread from structures close to the meninges. The 
pathogen travels into the bloodstream, the cerebral blood vessels, crosses the blood brain barrier and infects the meninges. 
When pathogens are present in the CNS, cytokine production is triggered (TNF-α, IL-1). Blood flow to the brain is increased 
which increases blood brain barrier penetration resulting in cerebral edema. This increases intracranial pressure which 
decreases cerebral perfusion (brain loses autonomic regulation) and produces symptoms like stiff neck, severe headache, 
seizures, altered mental status, etc. The most common pathogens causing meningitis is unique based on age group or 
predisposing factors indicated in Table 1.  
 

Age or Predisposing Factor Most Likely Pathogens 

< 1 month Streptococcus agalactiae, Escherichia coli, Listeria monocytogenes, Klebsiella species  

1-23 months 
Streptococcus agalactiae, E. coli, Haemophilus influenzae, Streptococcus pneumonia, 

Neisseria meningitidis  

2-50 years N. meningitidis, S. pneumonia 

>50 years S. pneumoniae, N. meningitidis, L. monocytogenes, aerobic gram-negative bacilli 

Immunocompromised 
S. pneumonia, N. meningitidis, L. monocytogenes, aerobic gram-negative bacilli (including 

Pseudomonas aeruginosa) 

Basilar Skull Fracture S. pneumonia, H. influenza, group A β-hemolytic streptococci 

Penetrating Trauma 
Staphylococcus aureus, coagulase-negative staphylococci (esp. Staphylococcus 

epidermidis), aerobic gram-negative bacilli (including Pseudomonas aeruginosa) 

Postneurosurgery 
Aerobic gram-negative bacilli (including P. aeruginosa), S. aureus, coagulase-negative 

staphylococci (esp S. epidermidis) 

CSF Shunt 
Coagulase-negative staphylococci (especially S. epidermidis), S. aureus, aerobic gram-

negative bacilli (including P. aeruginosa), Propionibacterium acnes  
Table 1. The most common pathogens that cause meningitis based on age group or type of head trauma2,3.  

 
Clinical Manifestations 
In neonates, infants, and children, the signs and symptoms depend on age, duration of illness and patient response to 
infection. Neonate signs can be nonspecific like hypothermia or hyperthermia, restlessness, high-pitched crying, lethargy, 
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not eating, irritability, jaundice, vomiting, diarrhea, or respiratory distress. An important sign to look for is an acute change 
in their affect or awareness. A bulging fontanelle can also be seen later on, and seizures are seen in about 40% of neonates. 
Vomiting, fever, and nuchal rigidity are the most common primary symptoms in children 1 to 4 years old3.   
 
In adults, fever, nuchal rigidity, and altered mental status are present in about 2/3 of patients and usually all have at least 
one of these symptoms. Another way to test for bacterial meningitis is the Kernig and Brudzinski signs. Kernig sign is 
performed in patients lying supine while the clinician lifts a leg off the bed with the knee bending up towards the chest. The 
leg is then extended. Pain or resistance of this maneuver might indicate the presence of meningeal inflammation7. 
Brudzinski’s sign is when neck stiffness causes the patient’s hips and knees to flex when the neck is flexed, indicating 
meningeal irritation8. However, it is important to note that the absence of these findings does not rule out the presence of 
bacterial meningitis3.  
 
Diagnosis  
When acute bacterial meningitis is suspected based on clinical signs and symptoms, blood samples should be acquired along 
with a lumbar puncture to analyze the CSF. When analyzing CSF, looking at the concentrations of glucose, protein, and cells 
could all indicate bacterial meningitis. The appearance of the CSF may be cloudy, depending on the presence of specific 
components like WBCs, RBCs, bacteria, and/or protein. Typically, polymorphonuclear leukocytes (PMNs) > 90% indicate 
bacterial meningitis, however, about 10% of patients will present with primarily lymphocytes in the CSF3. Lymphocyte 
predominance is more common in gram-negative bacilli meningitis in neonates and meningitis caused by Listeria 
monocytogenes. When CSF-to-serum glucose ratio is < 0.4, this can be indicative of bacterial meningitis that has been 
present for a longer period of time. When analyzing the gram stain of CSF, if antibiotic coverage was initiated before the 
lumbar puncture could be obtained, this will lower the yield of bacterial growth seen.   
 
Initial Management of Bacterial Meningitis  
In some patients, CSF culture from lumbar puncture is not able to be acquired due to various factors. For example, the 
likelihood of a CNS mass lesion may prevent lumbar puncture, therefore, the clinician may order a CT scan of the head to 
avoid brain herniation. This will sometimes take longer than ideal, so empiric antibiotic coverage may be started based on 
patient age and preexisting conditions. Figure 1 outlines the initial management of bacterial meningitis based on patient 
characteristics.  
 

Figure 1. Management algorithm for adults with suspected bacterial meningitis3.  

 
Empiric antimicrobial therapy is based on the age of the patient and/or predisposing factors indicated in Table 2.  



Age or Predisposing Factor Antimicrobial therapy  

< 1 month Ampicillin + Cefotaxime; or Ampicillin + Aminoglycoside  

1-23 months Vancomycin + 3rd generation cephalosporin 

2-50 years Vancomycin + 3rd generation cephalosporin  

>50 years Vancomycin + Ampicillin + 3rd generation cephalosporin 

Immunocompromised  Vancomycin + Ampicillin + Cefepime OR Meropenem 

Basilar Skull Fracture Vancomycin + 3rd generation cephalosporin 

Penetrating Trauma 

Vancomycin + Cefepime, Ceftazidime, OR Meropenem Postneurosurgery 

CSF Shunt 
 Table 2. Empiric antimicrobial therapy in patients with suspected bacterial meningitis2.  

 
Specific Antimicrobial Selection 
Once a pathogen is isolated from the CSF culture and susceptibility testing is performed, antimicrobial therapy can be 
narrowed. Table 3 indicates which antimicrobial therapy is best based on pathogen.  
 

Pathogen & Susceptibility  Standard Therapy  Alternatives 

Streptococcus pneumoniae  

Penicillin MIC:  

< 0.06 µg/mL Penicillin G or Ampicillin 
Ceftriaxone, Cefotaxime, OR 

Chloramphenicol 

0.1-1.0 µg/mL Ceftriaxone OR Cefotaxime  Cefepime OR Meropenem 

>2.0 µg/mL 
Vancomycin + Ceftriaxone OR 

Cefotaxime* 
Fluoroquinolonea 

Cefotaxime or Ceftriaxone 

MIC: > 1.0 µg/mL 

Vancomycin + Ceftriaxone OR 

Cefotaxime* 
Fluoroquinolonea 

Neisseria meningitidis  

Penicillin MIC   

<0.1 µg/mL Penicillin G OR Ampicillin 
Ceftriaxone, Cefotaxime, OR 

Chloramphenicol 

0.1-1.0 µg/mL Ceftriaxone OR Cefotaxime 
Chloramphenicol, Fluoroquinolone OR 

Meropenem 

Listeria monocytogenes Ampicillin OR Penicillin Gb 
Trimethoprim-sulfamethoxazole OR 

Meropenem 

Streptococcus agalactiae Amipicillin OR Penicillin Gb Ceftriaxone OR Cefotaxime 

Escherichia coli and other 

Enterobacteriaceaec 
Ceftriaxone OR Cefepime 

Aztreonamb, Ciprofloxacine, OR 

Meropeneme 

Pseudomonas aeruginosac Cefepimeb OR Ceftazidimeb 
Aztreonamb, Ciprofloxacine, OR 

Meropeneme 

Haemophilus influenzae 

Β-lactamase negative  Ampicillin 

Ceftriaxone, Cefotaxime, Cefepime, 

Chloramphenicol, Aztreonam, OR 

Fluoroquinolonea 

Β-lactamase positive Ceftriaxone OR Cefotaxime 
Cefepime, Chloramphenicol, Aztreonam, 

OR Fluoroquinolonea 

Staphylococcus aureus 



Methicillin susceptible Nafcillin OR Oxacillin Vancomycin OR Meropenem 

Methicillin resistant Vancomycind 
Trimethoprim-sulfamethoxazole OR 

Linezolid 

Staphylococcus epidermidis  Vancomycind Linezolid 

Enterococcus species 

Ampicillin susceptible Ampicillin + Gentamicin 

Ampicillin resistant Vancomycin + Gentamicin  

Ampicillin & 

Vancomycin resistant 
Linezolid 

Table 3. Antimicrobial therapy recommendations based on specific pathogens isolated and susceptibilities2.  
*Addition of rifampin can be considered if MIC of Ceftriaxone > 2 µg/mL 
aGatifloxacin or moxifloxacin → Clinical data is limited on using fluoroquinolones for therapy for gram-negative meningitis but can be considered if patients are not 
responding to standard therapy or resistant organisms are present.  
bConsider adding aminoglycoside.  
cChoosing specific antimicrobial therapy must be based on in vitro susceptibility test results.  
dConsider adding rifampin. 

 
Corticosteroids 
Clinical studies have indicated that the use of early treatment with adjunctive corticosteroids in adults with bacterial 
meningitis may be a benefit by reducing unfavorable outcomes, therefore, they are almost always used6. The guidelines for 
the use of adjunctive corticosteroids in infants and children are unclear; however, there has been some evidence from 
clinical studies showing some benefit when administered with or before parenteral antimicrobial therapy. In these studies, 
dexamethasone was not shown to be responsible for any adverse effects, therefore, corticosteroid administration in infants 
and children should be considered for the potential benefits it may provide for this life-threatening illness3. However, the 
evidence for efficacy in children is conflicting and more studies need to be done.  
 
Intraventricular Route 
In some cases, patients who do not respond to standard or alternative therapies or patients who have a CSF shunt infection 
and are unable to undergo surgery, intraventricular route of antimicrobial therapy should be considered. There is no specific 
data outlining the standard dosing of antimicrobial agents through intraventricular route, therefore, dosing may vary 
between institutions2. However, dosing recommendations are mentioned in the IDSA guidelines shown in Table 4.  
 

Antimicrobial Agent Daily Intraventricular Dose  

Vancomycin 5-20 mg 

Gentamicin 1-8 mg 

Tobramycin  5-20 mg 

Amikacin 5-50 mg 
Table 4. Dosing recommendations for intraventricular antimicrobial therapy for common antimicrobials2. 

 
Duration of Therapy  
Bacterial meningitis treatment duration is based on experience rather than concrete scientific evidence. Usually duration is 
unique to the pathogen or patient characteristics. Table 5 specifies the duration of therapy based on isolated pathogen 
tentatively, however, this may need to be altered based on patient specific factors or response.  
 

Pathogen Duration of Therapy (days) 

Neisseria meningitidis 7 

Haemophilus influenza 7 

Streptococcus pneumoniae 10-14 

Streptococcus agalactiae 14-21 

Aerobic gram-negative bacilli* 21 

Listeria monocytogenes >21 
Table 5. Duration of therapy for bacterial meningitis based on pathogen2. 



*In neonates, duration is 2 weeks after the 1st negative CSF culture or >3 weeks, whichever is longer.   

 
Prevention of Bacterial Meningitis  
Chemoprophylaxis is used in someone who has been in close contact with a patient that has bacterial meningitis or in a 
patient that has a high likelihood of developing bacterial meningitis. Chemoprophylaxis depends on the type of pathogen 
the primary patient is infected with or type of predisposing risk factor that they have. Table 6 indicates the appropriate 
chemoprophylaxis or immunoprophylaxis based on the pathogen or predisposing factor of the patient.  
 
Transmission is at the highest risk in children less than 2 years old. Chemoprophylaxis is indicated in all person(s), including 
adults that have at least one unvaccinated person, or not completely vaccinated child younger than 48 months.  In daycare, 
chemoprophylaxis for H. influenzae type b is not recommended for contacts that are 2 years and older, except if 2 or more 
cases happen in the daycare within a 60-day period. For children younger than 2 years old, the CDC recommends prophylaxis 
for daycare contacts, but the American Academy of Pediatrics does not in most situations. This should be individualized and 
more routinely considered when the children have more prolonged contact in the daycare center. Haemophilus influenzae 
type b vaccine (Hib vaccine) is recommended by the CDC to children younger than 5 years old in the US. Hib is not usually 
recommended if older than 5 years unless the patient has specific medical conditions (asplenia, sickle cell disease, HIV, or 
following a bone marrow transplant) and are unvaccinated or received a bone marrow transplant9. The meningococcal 
vaccine, Menactra, covers 4 serogroups of Neisseria meningitidis (A, C, W, & Y) and Trumenba and Bexsero cover serogroup 
B4.  PCV13 is indicated in children younger than 2 years old and PPSV23 is indicated in those older than 2 years old in special 
circumstances5. Immunotherapy is not available for Streptococcus agalactiae or a basilar skull fracture.  
 

Predisposing factor/pathogen Chemoprophylaxis Immunoprophylaxis 

Haemophilus influenzae type b 

➢ Rifampin x4 days 
(not recommended in pregnant 

patients) 

➢ 3 vaccines available 
➢ Administer at 2, 4, & 6 

months; booster dose at 12-
15 months 

Neisseria meningitidis 

➢ Rifampin x2days 
➢ Ciprofloxacin x1 

(contraindicated in children) 
➢ Ceftriaxone x1 (safest for 

pregnancy) 

➢ MenACWY: best to receive 1 
dose at 11-12 yrs old & 
booster at age 16# 

➢ MenB: 16-23 y/o based on 
shared clinical making 
decision; >10 y/o at 
increased risk for serogroup 
B should receive > 1 dose of 
MenB* 

Streptococcus pneumoniae 
➢ Rifampin x2 days 

➢ PCV13: 4 doses; 2, 4, 6, & 
12-15 months  

➢ PPSV23: > 2 years old& 

Streptococcus agalactiae ➢ CDC guidelinesa 
➢ Ampicillin or IV Penicillinb 

N/A 

Basilar Skull Fracture 

➢ Antibiotics do not appear to 
change the incidence of 
posttraumatic bacterial 
meningitis. RCT needed3 

N/A 

Table 64,5. Chemoprophylaxis and Immunoprophylaxis indicated by predisposing factor/pathogen.  
#If received at age 16 or after, do not need a booster dose. Adolescents who are at an increased risk due to medical conditions, need a booster dose every 5 years and 
those who are at an increased risk from an outbreak if 5 or more years have passed since dose of Menactra.  
*Persistent complement component deficiency or functional or anatomic asplenia & adolescents with HIV infection; these people will need booster dose of MenB 1 year 
after series completion and every 2-3 years thereafter4 Note: the same brand of Hib vaccine must be used for all doses (Trumenba or Bexsero). 
&In those who are immunocompromised, have sickle cell disease, functional or anatomic asplenia, or immunocompetent with chronic illness 
aInfant with previous invasive group B streptococcal disease, bacteriuria during trimester of current pregnancy, or positive group B streptococcus vaginal-rectal screening 
culture in late gestation  
bDuring labor to mothers w/ prenatal vaginal or rectal group B streptococcal colonization and obstetric risk factors; cefazolin if penicillin allergy; clindamycin if severe 
penicillin allergy 
 

Questions for Comprehension 



1. What age groups need empiric antimicrobial coverage for the pathogen Listeria monocytogenes? 
a. < 1 month 
b. > 50 years old 
c. Immunocompromised  
d. All of the above 
e. None of the above 

 
2. What antibacterial agent needs to be added onto the regimen when covering for Listeria monocytogenes? 

a. Ceftriaxone 
b. Ampicillin 
c. Vancomycin 
d. Penicillin 
e. Cefepime 

 
3. In what instances should a CT scan be performed before a lumbar puncture is obtained? 

a. Immunocompromised and/or history of CNS disease 
b. New-onset seizure 
c. Papilledema  
d. Altered consciousness or focal neurological deficit 
e. All the above 

 
4. In what situation is the Haemophilus influenza type B Vaccine (Hib) indicated in the US? 

a. Children < 5 years old 
b. > 5 years old: unvaccinated with a specific medical condition  
c. Patient with diabetes 
d. A & B 

 
5. Who is indicated to receive the Menactra vaccine & boosters and what age? 

a. 11 – 12 years old with a booster at age 16 
b. Increased risk due to medical conditions  
c. An outbreak occurs and > 5 years have passed since last dose 
d. All of the above  
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Backgroun𝑑1−3 

Breast Cancer (BC) is the most common newly diagnosed malignancy in the United States, with an estimate of 281,550 new cases in 

2021. An estimated 20% of these new cases will be human epidermal growth factor receptor 2 (HER2) positive. HER2 is an 

overexpressed cell-surface oncoprotein contributing to breast and other cancers. BC with HER2 overexpression has a generally 

poorer prognosis and shorter overall survival and mostly remains incurable. Patients who are HER2+ will typically receive multiple 

lines of therapy and still face disease progression or relapse. Advanced breast cancer (ABC) refers to those patients who are locally 

advanced or metastatic. Although it is treatable, HER2+ metastatic BC has a median overall survival of about 3 years with a 5 year 

survival of only about 25%. In the last decade targeted therapy towards HER2 has evolved and positively impacted the progression 

free survival (PFS) as well as overall survival (OS) in women who are diagnosed. 

 

The development of effective HER2 targeted drugs was considered a major breakthrough in BC therapy. The first anti-HER2 drug 

approved, trastuzumab, revolutionized treatment for these patients. Margetuximab-cmkb, FDA approved December 2020, is a 

chimeric, Fc-engineered, immune activating anti-HER2 immunoglobulin monoclonal antibody. It’s important to understand the 

mechanism by which these anti-HER2 biologics work to appreciate the difference between current anti-HER2 therapy and 

margetuximab-cmkb. Fc-gamma receptors (FcƴRs) are expressed on immune effector populations; like natural killer cells or 

mononuclear phagocytes. Polymorphic variants of FcƴRs can predict the patient’s response to therapy. It has been found that 

patients homozygous for either CD16A-158V allele and CD32A-131H allele have longer PFS with trastuzumab than patients with 

lower affinity allelic counterparts, 158F and 131R. CD16A-158V homozygotes represent 10 to 20% and CD32A-131H homozygotes 

represent approximately 25% of Caucasians and Africans and 50 to 60% of Asians. The higher-binding genotypes associated with 

greater response is the minority of the population. Margetuximab-cmkb was Fc-engineered to increase binding of both the high and 

low affinity alleles of CD16A. Additionally, it was engineered to reduce CD32B binding, a negative regulator of activation of 

monocytes, macrophages, and dendritic cells. The optimization of these Fc domains enhanced antibody-dependent cell-mediated 

cytotoxicity against HER2+ tumors. These enhanced qualities allow margetuximab-cmkb to extend its anti-HER2 benefit to all 

expressed CD16A allele expressions, as well as, patients with low HER2 expression levels that would normally not qualify for 

trastuzumab therapy. 

 

Clinical Tria𝑙4,5 

The SOPHIA trial compared the clinical efficacy of margetuximab-cmkb (given IV at 15mg/kg over 120 minutes on day 1 of each 21 

day cycle) with trastuzumab (given IV at 6mg/kg over 30-90 minutes on day 1 of each 21 day cycle after a loading dose of 8mg/kg). 

From July 2015 through October 2018, 536 patients were enrolled of which 266 were assigned to the margetuximab-cmkb arm and 

270 assigned to the trastuzumab arm. These two arms were randomized with one of 4 chemotherapy options: capecitabine, eribulin, 

gemcitabine, or vinorelbine. The primary outcomes measured were PFS and OS. Eligible patients in this trial had disease progression 

on 2 or more anti-HER2 therapies and 1 to 3 lines of therapy for metastatic disease. 

 

The first interim analysis of data completed in October of 2018, showed margetuximab-cmkb to have prolonged PFS over 

trastuzumab; median 5.8 months vs 4.9 months respectively, with a relative risk reduction of 24% (P=0.03). In the second interim 

analysis (September 2019), median OS was 21.6 months with margetuximab-cmkb and 19.8 months with trastuzumab (P=0.33). An 

investigator-assessed PFS showed 29% relative risk reduction favoring margetuximab-cmkb (P <0.001). Margetuximab-cmkb 

improved objective response rate over trastuzumab 22% vs 16% (2018, P=0.06) and 25% vs 14% (2019, P<0.001). Incidence of 

infusion-related reactions were higher with margetuximab-cmkb; 35 (13.3%) vs 9 (3.4%), otherwise, safety was not drastically 

different. To reduce the instance of infusion related reactions margetuximab-cmkb was recommended to be premedicated with 

standard doses of acetaminophen or ibuprofen, diphenhydramine, ranitidine, and dexamethasone, or equivalents. The final data 

analysis is expected to be completed December 2021. 

 

Place in therap𝑦1,4−8 

Anti-HER2 agents are the foundation of therapy for HER2+ patients. Per the NCCN and ASCO guidelines, HER2+ ABC patients should 

receive combination therapy of trastuzumab, pertuzumab, and a taxane (THP) as first line treatment. When a patient progresses on 

first line therapy, the recommended second line therapy is ado-trastuzumab emtansine. From there if a patient progresses on or 

after second line therapy and has already received pertuzumab and ado-trastuzumab emtansine then any third line HER2 targeted 

therapy is recommended. Multiple lines of concurrent chemotherapy in combination with anti-HER2 therapies exist and currently 



there is no meaningful data for use of any of these regimens over the other. Optimal sequence beyond second line therapy 

progression is not known.  

 

Margetuximab-cmkb has shown promising results for use as a third line therapy and beyond for patients with HER2+ ABC. Its higher 

binding affinity for the receptor, when compared to trastuzumab, solidifies the benefit of engineered biologic therapy. The SOPHIA 

trial thus far has shown statistically significant results for this newly approved drug, improving outcomes such as PFS for patients. 

Currently in its recruitment phase, the MARGOT trial is investigating margetuximab-cmkb in combination with pertuzumab and 

paclitaxel (TMP) compared to first line THP in patients with anatomic stage II-III HER2+ BC. 

 

Questions: 

1. Which of the following is a correct dose and regimen of margetuximab-cmkb? 

a) Margetuximab-cmkb 30mg/kg IV on day 1. Cycled every 21 days. 

b) Margetuximab-cmkb 30mg/kg IV on day 1, with gemcitabine. Cycled every 14 days. 

c) Margetuximab-cmkb 15mg/kg IV on day 1, with eribulin. Cycled every 21 days. 

d) Margetuximab-cmkb 15mg/kg IV on day 1, with vinorelbine. Cycled every 14 days. 

2. T/F: Margetuximab-cmkb is FDA approved for HER2+ metastatic breast cancer as a first line agent. 

3. T/F: In the SOPHIA trial margetuximab-cmkb + chemotherapy showed longer PFS that was statistically significant when 

compared to trastuzumab + chemotherapy. 
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Casirivimab and Imdevimab for Coronavirus Disease 
Kayla Rowe, PharmD Candidate 2022 

Anne Marie Bott, PharmD, BCOP, BCPS 

 

The Coronavirus has been a prevalent global threat to public health for over a year. The Centers for Disease Control and 
Prevention reports a 7 day average of 11,343 new cases every day and a total of 33,409,895 cases as of June 30, 2021.1 
On November 21, 2020 an emergency use authorization (EUA) for 1,200mg casirivimab and 1,200mg imdevimab to be 
administered together was issued by the FDA for the treatment of mild-to-moderate COVID-19 in adult and pediatric 
patients testing positive for COVID-19 and who are at high risk for progression to severe COVID-19.3 Casirivimab and 
imdevimab are recombinant monoclonal antibodies to the spike protein of SARS-CoV-2, inhibiting the binding of the 
virus to the human ACE2 receptor.3,4 The following common variants have been found to be susceptible to the 
combination of casirivimab and imdevimab: B.1.1.7 (UK origin) with a percent total of 44.2%, P.1 (Brazil origin) with a 
percent total of 9.9%, B.1.526 (New York origin) with a percent total of 5.5%, B.1.617.2 (India origin) with a percent total 
of 30.4%.2,3 
 

https://doi.org/10.1186/bcr3069


Supporting Data3 

Evidence of the use of combination therapy with casirivimab and imdevimab against COVID-19 comes from a phase 

1/2/3, randomized, double-blinded, placebo controlled clinical trial (COV-2067). 4,567 symptomatic patients who were 

not hospitalized were randomized to receive 600 mg of casirivimab and 600 mg of imdevimab (n=838), 1,200 mg of 

casirivimab and 1,200 mg of imdevimab (n=1,529), 4,000 mg of casirivimab and 4,000 mg of imdevimab (n=700), or 

placebo (n=1,500). The primary outcome was the proportion of patients with one or more COVID-19-related 

hospitalizations or all-cause death compared to placebo through day 29.   

 

Of 736 patients who received 600 mg IV of casirivimab and 600 mg IV of imdevimab, 7 (1%) patients experienced at least 

one COVID-19 related hospitalization or all-cause death compared to 24 (3.2% ) in the placebo group (risk reduction 70% 

p=0.0024). Of 1,355 patients who received 1,200 mg of casirivimab and 1,200 mg of imdevimab, 18 (1.3%) patients were 

hospitalized due to COVID-19 or died from any cause compared to 62 (4.6%) in the placebo group (risk reduction 71%, 

P<0.0001). There were no significant differences between the doses of 600 mg and 1,200 mg, indicating a lack of dose 

effect. This resulted in 600mg casirivimab and 600mg of imdevimab replacing the previously recommended dose of 

1,200 mg casirivimab and 1,200 mg of imdevimab.  

 

In patients treated with casirivimab and imdevimab a reduction in the viral load was observed from baseline to day 7 

compared to placebo. This effect of viral load reduction was observed in the population with at least one risk factor for 

severe COVID-19 and with a positive COVID-19 RT-qPCR test as well as in those with baseline viral load >106 copies/mL 

or who were seronegative at baseline. The casirivimab and imdevimab treatment group also experienced shorter time 

for their symptoms to resolve compared to the placebo group. The median time to symptom resolution was 10 days for 

the treatment group and 14 days for the placebo group. (p=0.0001 for 600 mg of casirivimab and 600 mg of imdevimab 

vs. placebo; p<0.0001 for 1,200 mg of casirivimab and 1,200 mg of imdevimab vs. placebo).  

 

Dosing and administration3 

The authorized dose is currently 600 mg of casirivimab and 600 mg of imdevimab administered together as a single IV 

infusion after a positive viral COVID-19 test and within 10 days of symptom onset. Casirivimab and imdevimab are 

available as individual vials and as co-formulation product. IV infusion is strongly recommended; however, subcutaneous 

route can also be used when it is not possible to give by the IV route and would increase time to treatment. Dilution is 

required for IV infusion. Patients should be carefully monitored for at least one hour after IV or SC administration. 

Casirivimab and imdevimab are not authorized for patients who are hospitalized, require oxygen or an increase in 

baseline oxygen flow rate due to COVID-19. 

 

Role in COVID-19 

The combination of casirivimab and imdevimab is an option for adult and pediatric patients 12 years of age and older 

and weighing at least 40kg, with mild to moderate COVID-19 including the increasingly prevalent P.1 and B.1.617.2 

variants.2 Casirivimab and imdevimab are being provided by the federal government and may be made commercially 

available at a later date.  

 

Questions: 

1. True or False: Casirivimab and imdevimab are only available as individual vials. 

2. True or False: Casirivimab and imdevimab can be used in severe COVID-19 cases including those requiring 

hospitalization due to COVID. 

3. What are the doses of casirivimab and imdevimab authorized for use under an EUA for the treatment of 

mild to moderate COVID-19? 

a. 8,000 mg IV casirivimab and 8,000 mg IV imdevimab 

b. 4,000 mg IV casirivimab and 4,000 mg IV imdevimab 



c. 600 mg IV casirivimab and 600 mg IV imdevimab 

d. 12,000 mg IV casirivimab and 12,000 mg IV imdevimab 
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https://www.regeneron.com/downloads/treatment-covid19-eua-fact-sheet-for-hcp.pdf. Revised 06/2021. Accessed June 30,2021 
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The Promise of Personalized Medicine in Cancer Treatment 
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Introduction: 
 Cancer is a complex disease that results from genetic changes that lead to unregulated cell division and growth. 
Cancer is the second leading cause of death after heart disease.1 The key feature behind cancer treatment is how the 
tumor responds. Not all tumors respond the same to standard treatments, which has led to the development alternative 
agents including targeted therapies and hormone-receptor antagonists.  

The FDA approval of rituximab in 1997 marked the very first approved targeted therapy.2 Targeted therapies 
have been a subject of interest for drug researchers ever since. Targeted therapies, by definition, is a therapy that 
interferes with a molecule or receptor that alters the function of these structures.2 An important overall benefit for 
these targeted therapies is that normal cells go unharmed unlike conventional cytotoxic chemotherapy.  
 
Purpose: 
 The mainstay in tumor therapy has been cytotoxic chemotherapy that has no specific target. These therapies 
have been effective in the past, but improvements can be made to improve overall survival. There are specific mutations 
present within different cancers that have been identified through advancements in genetic testing. If therapies can 
target these mutations only and avoid healthy cells, then the patients benefit greatly with fewer side effects.   
 Treatment response varies due to genetic heterogeneity, which means that there are genetic mutations that 
patients can develop that sets them apart from the general population diagnosed with the same disease state.1 
Similarly, treatment response can also vary from tumor to tumor which is called intratumoral heterogeneity.1,3 
Intratumoral heterogeneity is the main hindrance for the treatment of malignant disease.3 To further this idea, it is also 
one of the main reasons for resistance and prevalence of progressive metastases.3 Heterogeneity remains a barrier to 
improving cancer outcomes.1,3,4 
 Heterogeneity is a huge concern for curability among most cancer subtypes. It’s important to utilize genetic 
sequencing tools in order to determine what mutations afflict specific patient tumors. Next-generation sequencing 
(NGS) is a tool most commonly used to determine the genome sequence of tumors, because it can find all genetic 
alterations in a tumor at once.1  NGS has two notable tests, either through sequencing of the whole genome (WGS) or 
sequencing of the whole exome (WES).1,5 Between WES and WGS, WES is more cost-effective since it only covers the 
part of the genome that codes for proteins.1,5 WGS is important, because it provides genetic alterations that covers the 
entire genome.1,5 Genetic research conducted with these tools have progressed the understanding of underlying 
genetics that affect cancer and has allowed for the emergence of personalized cancer therapy.5 
 There are notable mutations, or biomarkers, that occur in specific cancers that correlate with prognosis and 
effectiveness of standardized treatments. For example, the KRAS mutation in colorectal cancer usually negatively 
predicts benefit for EGFR-targeted therapy.6 The KRAS mutation in non-small cell lung cancer is associated with a poor 
prognosis, worse overall survival, and shorter disease-free survival.6 It is important to understand how these mutations 
affect patients with cancer and how to develop therapies to target these mutations to improve overall survival.  
 

https://www.cdc.gov/coronavirus/2019-ncov/covid-data/covidview/index.html
https://urldefense.com/v3/__https:/www.cdc.gov/coronavirus/2019-ncov/cases-updates/variant-proportions.html__;!!J2_8gdp6gZQ!_tw8iqdn_XvluXImO60yRZTipTOHkGX9tkd-4q7WKYusmb5UKjHcpfKudAawH9s_$
https://urldefense.com/v3/__https:/www.cdc.gov/coronavirus/2019-ncov/cases-updates/variant-proportions.html__;!!J2_8gdp6gZQ!_tw8iqdn_XvluXImO60yRZTipTOHkGX9tkd-4q7WKYusmb5UKjHcpfKudAawH9s_$
https://www.regeneron.com/downloads/treatment-covid19-eua-fact-sheet-for-hcp.pdf.%20Revised%2006/2021.%20Accessed%20June%2030,2021
https://www.fda.gov/news-events/press-announcements/coronavirus-covid-19-update-fda-authorizes-monoclonal-antibodies-treatment-covid-19
https://www.fda.gov/news-events/press-announcements/coronavirus-covid-19-update-fda-authorizes-monoclonal-antibodies-treatment-covid-19


Examples: 
 There are a plethora of developed targeted therapies on the market. Tyrosine kinase inhibitors are the prime 
example of targeted therapies used in the treatment of several cancers. The targeted structures for these therapies 
include: epidermal growth factor receptor (EGFR), the BCR-ABL fusion protein, vascular endothelial growth factor 
receptors (VEGFRs), etc.2 There has been more than 25 tyrosine kinase inhibitors developed and approved since the 
introduction of imatinib in 2000.2 Imatinib forever revolutionized how targeted therapy transformed into the hallmark it 
is today because of its benefits in patients with chronic myeloid leukemia with the t (9,22) translocation that leads to the 
BCR-ABL fusion kinase.7 

 Serine/Threonine kinase inhibitors (STKIs) are an important factor in cellular homeostasis by phosphorylating 
transcription factors for regulating the cell cycle, regulating programmed cell death, cell differentiation, and embryonic 
development.2 Notable STKIs are as follows: everolimus, temsirolimus, and ribociclib.  

Monoclonal antibodies have been a promising emergent therapy for many disease states. In cancer therapy, 
they work through the activation of apoptosis, inhibition of angiogenesis, induction of host immune response against 
cancer, and delivery of cytotoxic therapy directly to a tumor.2 Trastuzumab is a distinguished treatment in this category 
because of how it’s targeted against HER2 in breast cancer.  
 
Setbacks: 

No treatment option ever comes without drawbacks. Targeted therapies are an emerging type of therapy, with 
new agents approved often. The price of these therapies tend to be more expensive, since most of these therapies do 
not have generics or biosimilars on the market. Another setback of note is that targeted therapies are usually better 
tolerated than chemotherapy, but these therapies have side effects, such as acneiform rash, hypertension, proteinuria, 
thrombosis, and cardiac dysfunction.2 Resistance to targeted therapies can occur with time. DNA analyses of circulating 
tumor cells may help with determining what changes took place to cause drug resistance.7 Genetic testing can be 
expensive, especially with NGS. It’s important to note that with time, the overall cost will decrease due to advancements 
in technology that make it more streamlined.  
 
Conclusion:  

Targeted personalized therapies used for cancer shows a promising future. Since cancer has been one of the 
leading causes of death, it’s important to find ways to improve upon what we use for treatments today. With more time 
and research, personalized cancer therapies can become more prominent and widely used. The main goal is to find an 
optimal treatment based on the patient’s prognosis and goals.   
 
Questions: 

1. What was the first FDA-approved targeted therapy? 
a. Imatinib 
b. Rituximab 
c. Trastuzumab 
d. Everolimus 

2. According to the article, what is one of the main reasons for resistance and prevalence of progressive 
metastases? 

a. Intratumoral heterogeneity 
b. Tumor size 
c. Cancer location 
d. Cytotoxic chemotherapy 

3. True/False: Whole exome sequencing (WES) is more expensive and detailed than whole genome sequencing 
(WGS). 
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Association through Pharmacy Marketing Group, Inc., a company dedicated to providing quality products and services to 
the pharmacy community. 

 

Do Employed Pharmacists Need An Individual Pharmacists Professional Liability Policy? 

Most employed pharmacists believe that their employer’s insurance policy protects them in the event of a professional 

liability claim.  This is usually correct.  The fact that it is not always correct is reason enough for pharmacists to consider 

buying their own individual professional liability policy.  There are 3 factors, which when considered together, show the 

need for a pharmacist to obtain their own coverage.  

• Control – The employed pharmacist has no control over the coverage purchased by their employer.  During my 

years as an employed pharmacist, I never saw my employer’s policy.  I worked on their word that I was covered.  I 

did not know what the coverage limits were, what services the policy covered or even if employed pharmacists 

were an insured under the policy.  If limits are too low or if the policy doesn’t cover immunizations or MTM, the 

employed pharmacist is potentially left exposed.  If this lack of control weren’t enough, the employee doesn’t 

know if/when the policy lapses or if the employer fails to pay the premium.  The worst time to find out these 

things is when a claim is staring you in the face.  While the typical individual professional liability policy is 

secondary or excess, it can drop down to provide primary coverage for the pharmacist when the employer’s 

policy is missing or inapplicable.  

• Coverage - The typical employer’s policy only provides the pharmacist with professional liability coverage for “for 

acts within the scope of their employment.”  In other words, the pharmacist is only covered while they are at 

work.  For a pharmacist who volunteers at a senior center or a church, provides advice to friends and neighbors, 

or occasionally moonlights, their primary employer’s policy won’t cover them in these situations.    An individual 

policy, on the other hand, covers the pharmacist 24 hours a day.  This additional protection allows the pharmacist 

to give back without worrying about their personal exposure.  

• Target -   There is one additional concern often expressed by risk managers and employers.  That is that the 

existence of an individual professional liability policy makes the employed pharmacist a target for the plaintiff’s 

attorney.  Our experience has shown this not to be true.  The trend is that plaintiffs’ attorneys are naming the 

individual pharmacists as defendants many more times today than they were 20 years ago.  A good plaintiff’s 

attorney will bring all potentially liable persons into the suit.  Most often, this happens even before the existence 



of the individual policy is known.  We have even had cases where the individual policy was not discussed until 2 or 

3 years into the litigation process.  While I believe this target idea is a myth, even if it is true, it is outweighed by 

the other considerations above.  

The ease of application and low cost of individual professional liability coverage make this choice even easier for the 

employed pharmacist.  It provides an extra measure of protection over and above that carried by their 

employer.  Individual pharmacist professional liability policies are secondary in nature.  However, if there is a problem 

with the employer’s coverage for the employed pharmacist, the pharmacist’s individual coverage can provide the missing, 

and much needed, protection.  This is especially important when it comes to the cost of defending lawsuits.  Even winning 

a lawsuit can be expensive.  Every pharmacist should take steps to protect their own career and reputation.  Some things 

are not better left to others.    

© 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 the policies and procedures of their employers and insurance companies, and act accordingly. 
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WHEN IS THE BEST TIME TO INVEST? 
 

Sir John Templeton is one of the founders of Franklin Templeton Investments. When he speaks, listeners often ask, "When 
is the best time to invest?" He invariably replies, "Whenever you have the money." While past performance is not a 
guarantee of future results, history has borne him out so far. 
Here are some of the reasons why many investors have avoided the stock market over the past 75 years: 

• Great Depression 
• Pearl Harbor 
• Assassination of President Kennedy 
• Vietnam War 
• All-time-high interest rates in early 1980s 
• Terrorist events of 9/11 and the war on terrorism 
• High energy prices 

 
You can always find a reason to stay away from stocks, if that's what you're looking for. 
However, we believe an intelligent investor gives more weight to long-term trends than to the daily events that make 
headlines. When you invest in any kind of security, you do face risks. The most obvious is loss of money. But there are 
other kinds of risk as well -- risks that affect all investors and all non-investors -- like the loss of purchasing power. 
Obviously, putting your money under a mattress, or in a CD may not even keep up with inflation -- to say nothing of the 
additional erosion of taxes1. 
 
Why do most investors fail to meet their investment goals? We believe there are three main reasons: 

• They have no plan. 
• They select the wrong funding vehicles -- investments that don't outpace inflation and taxes over long periods. 

http://www.pmgrx.com/forum-artcl03.asp#1


• They let their emotions influence their decisions. 
 
In our view, the secret to investing is not timing the market, but time in the market. 
 
By investing the same amount of money at regular intervals, you can avoid the temptation to time the market. This 
powerful long-term investment technique is called dollar-cost averaging. It helps you buy more shares when prices are 
low, fewer when prices are high. 
 
Dollar-cost averaging in itself doesn't ensure a profit. If you have to sell your shares at a time when their price is lower 
than the average price you paid for them, you'll have a loss. Before starting such a program, you should consider your 
ability to continue buying at periods of low prices. But dollar-cost averaging can reduce the price you have to get to break 
even.  
 
As mentioned earlier, you can always find a reason to stay away from stocks. Again, past performance does not guarantee 
future results. But over the long term, the stock market has risen, and has preserved and enhanced investors' purchasing 
power. For more information on how investing in stocks and stock mutual funds may help you reach your financial goals, 
talk with your financial advisor. 
 
Provided by courtesy of Pat Reding, CFP? of Pro Advantage Services Inc., in Algona, Iowa. For more information, please call Pat Reding at 1-800-288-6669. 
Registered representative of and securities offered through Berthel Fisher & Company Financial Services, Inc. Member NASD & SIPC 
Pro Advantage Services, Inc./Pharmacists Mutual is independent of Berthel Fisher & Company Financial Services Inc. Berthel Fisher & Company Financial Services, Inc. 
does not provide legal or tax advice. Before taking any action that would have tax consequences, consult with your tax and legal professionals. This article is for 
informational purposes only. It is not meant to be a recommendation or solicitation of any securities or market strategy. 
1 Any exchange from CDs to another investment may incur a greater degree of risk to capital than with certificates of deposit. CDs are insured up to $100,000 per 
institution by the FDIC. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 


