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Different tools for different populations
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Melanoma Treatment:

USPSTF Screening Recommendation Revisited

Risk Assessment:

Preview of visual identification training:

Today’s Objectives Melanoma

Knight Cancer Institute

Melanoma in Oregon Lifetime risk of developing melanoma in the U.S.



Case 1: Melanoma 30 years ago

1989
Noticed a changing mole on the
left upper arm
Skin cancer risk factors:

Red hair
Fair skin
Multiple childhood sunburns

Biopsy showed melanoma

Case 1: JW

Case 1: JW
1999
Hysterectomy for
fibroids in the uterus

2000
Intractable headaches
No relief with 2
courses of antibiotics
Brain MRI

Case 1: JW

Case 1: JW Case 1: JW



2012: Left thigh melanoma,
treated with wide local
excision
2017: Presented with severe
headaches
Found to have widely
metastatic disease

Case 2: LJ

Surgery and radiation
Started combination therapy with
two immunotherapy drugs
Course complicated by colitis
requiring steroids and infliximab
Resumed nivolumab
Minimal disease at 2 years

Case 2: LJ

Revolution in melanoma therapy Personalizing cancer therapy

Guterres, Adam & Herlyn, Meenhard & Villanueva, Jessie. (2018). Melanoma. 10.1002/9780470015902.a0001894.pub3.

Guterres, Adam & Herlyn, Meenhard & Villanueva, Jessie. (2018). Melanoma. 10.1002/9780470015902.a0001894.pub3.

Revolution in melanoma therapy



Franklin, C., et al. "Immunotherapy in melanoma: recent advances and future directions." European Journal of Surgical Oncology (EJSO) 43.3 (2017): 604 611.

Ipilimumab (Yervoy)

Harnessing the immune system

Franklin, C., et al. "Immunotherapy in melanoma: recent advances and future directions." European Journal of Surgical Oncology (EJSO) 43.3 (2017): 604 611.

Nivolumab (Opdivo)
Pembrolizumab (Keytruda)

Harnessing the immune system

Wilgenhof, Sofie, et al. "Patterns of response in patients with pretreated metastatic melanoma who received ipilimumab 3 mg/kg in a European
expanded access program: five illustrative case reports." Cancer investigation 30.10 (2012): 712 720.

SEER 18 2008 2014, All Races, Both Sexes by SEER Summary Stage 2000

Early detection works for melanoma Patient Knowledge & Skin Awareness Reduces
Delay in Diagnosis

255 cases, newly diagnosed melanomas
From population-based case control (1987-89)
Personal interviews
Skin awareness and delay: Adjusted OR 0.30 (0.12-0.71)
Knowledge & Delay: OR 0.43-0.81

“Awareness of skin changes was associated with a reduced Breslow depth for stage 
I melanomas.” 

“Individuals who are aware of skin changes and abnormalities appear to be less 
likely to delay seeking medical attention for melanoma.” 

“Knowledge of melanoma signs and symptoms may also contribute to a decreased 
delay in melanoma diagnosis.”



Asymptomatic
“Current evidence is insufficient to assess the balance of benefits and 
harms of visual skin examination by a clinician to screen for skin cancer in 
adults.”  

USPSTF Statement on Skin Cancer Screening

“This recommendation applies to asymptomatic adults who do not have 
a history of premalignant or malignant skin lesions. Patients who 
present with a suspicious skin lesion or who are already under
surveillance because of a high risk of skin cancer, such as those with 
a familial syndrome (e.g., familial atypical mole and melanoma 
syndrome), are outside the scope of this recommendation statement.”

Risk Stratified Screening

Risk AssessmentGuidelines
See handout 

Case #1
Ms. Smith is a 55 year old woman who 
has heard an educational 
advertisement that suggested anything 
abnormal on her skin should be 
evaluated by her provider.  She has 
several spots on her hands that she 
feels are suspicious and would like 
to know if any of them look 
worrisome to you.

Case #1: Doorway Risk Assessment

You evaluate her hands and reassure her that the solar 
lentigines are benign. However, you also notice that she has:

- Fair complexion (very light skin, red hair, green eyes)
- Numerous freckles
- Many visible moles on her face, neck, and arms
- Sun-damaged skin

Case #1: Clinical History

o

o
o
o
o

o
o

o
o
o
o
o
o



Case #1: Clinical History

- She admits to using a tanning bed several times a month 
for about 5 years when she was in her 20s and having a 
few blistering sunburns as a child

- No personal history of skin cancer

- No family history of melanoma

- She has never had a skin exam before and is otherwise 
healthy

Case #1: Management

A) Perform an opportunistic exam (face, neck, arms, etc.)
B) Recommend a skin cancer screening exam during the current 

visit or with you at another time
C) Recommend that she ask a dermatologist about regular 

screenings 
D) Recommend that she track her moles at home and let you know 

if she sees something new or changing 

Case #1: Exam Findings

During Ms. Smith’s full body skin exam 
it is noted that she has:

3 actinic keratoses on her face 

Suspicious nevus on her back 

Several benign-appearing nevi

Case #1: Documentation
Assessment/plan:
- Neoplasm of unspecified behavior (D49.2)

- Biopsy (11102-11107) 

- Actinic keratosis(es) L57.0
- Destruction of premalignant lesions (17000)

- Sun damaged skin (code L57.8), including solar lentigines (L81.4)

- Multiple pigmented nevi (D22.7)

- History of tanning bed use (Z91.89)

- Skin cancer risk assessment: 
- Discussed with patient increased risk factors for skin cancer (red hair, fair skin, 

dense freckling, sun-damaged skin, history of indoor tanning bed use).
- Recommend annual routine skin cancer screening. 

Quick
Reference
Guide Online
in the Toolkit



Specialties Participating Question 82 Pre/Post test

Question 82 Pre/Post test Question 82 Pre/Post test

Question 58 Pre/Post test Question 58 Pre/Post test



Question 58 Pre/Post test Breakout
Image identification practice

Biopsy guidelines 

Interpreting path results 

Melanoma Early Detection Toolkit

1. CME Training (Online or In-Person) 

2. Patient education materials and tools (Order Form)

3. Melanoma Risk Evaluation Tool (in progress)

www.startseeingmelanoma.com “For Medical Professionals”
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Diabetic Nephropathy- Credence Trial: 
Canagliflozin
Hyperkalemia- Sodium Zirconium Cyclosilicate
Anemia – Roxadustat: HIF hydroxylase inhibitor
Executive Order to increase home dialysis

Diabetic Nephropathy

Leading cause of CKD and ESRD worldwide
Early manifestation is most commonly low 
grade proteinuria with normal eGFR

Diabetic Nephropathy
Timeline of breakthroughs in treating the most 
common glomerular disease

1994

ACEI 

2016

SGLT2 Inhibitors

SGLT2
SGLT2 (high capacity, low affinity) in the early proximal 
tubule resorbs ~90% of the filtered glucose in euglycemia
SGLT1 (high affinity, low capacity) absorbs the other 
~10%

Volker Vallon Molecular determinants of  renal glucose reabsorption. Focus on “Glucose transport by human renal Na+/d-glucose 
cotransporters SGLT1 and SGLT2” American Journal of  Physiology - Cell Physiology Published 28 December 2010 Vol. 
300 no. 1, C6-C8

SGLT1

SGLT1 is also present in the small intestines
Need selective inhibitors of SGLT2 to prevent 
intestinal glucose malabsorption and severe diarrhea

Scheen AJ. Pharmacokinetic and pharmacodynamic profile of empagliflozin, a sodium glucose co-transporter 2 inhibitor.Clin 
Pharmacokinet. 2014 Mar;53(3):213-25.



Possible Mechanism of Renal Benefits in 
Diabetic Nephropathy – Similar to ACEI

Heerspink HJ, Perkins BA, Fitchett DH, Husain M, Cherney DZ. Sodium Glucose Cotransporter 2 Inhibitors in the Treatment of Diabetes Mellitus: Cardiovascular and 
Kidney Effects, Potential Mechanisms, and Clinical Applications. Circulation. 2016 Sep 6;134(10):752-72.

CREDENCE

Prior to CREDENCE, the only evidence of 
benefit from SGLT2 inhibitors for diabetic 
nephropathy came from a secondary analysis of 
Empaglifozin use in patients with DM and CHF 
(EMPA-REG OUTCOME trial 2016)
CREDENCE was the first trial to look at a 
primary renal endpoint for SGLT2 inhibitors

CREDENCE

Double blind randomized controlled trial 
comparing canagliflozin 100 mg daily to placebo 
in 4401 patients 
Inclusion criteria

Type 2 DM
HgbA1c of 6.5 to 12
eGFR of 30-90 ml/min
Urinary albuminuria of 300 to 5000 mg/day
Already on a stable dose of an ACEI/ARB

Primary outcome was a composite of ESRD, 
doubling of serum Cr, or death from renal or 
cardiovascular disease
Patients were followed fro a median of 2.62 
years

CREDENCE CREDENCE



CREDENCE CREDENCE

Canagliflozin had a NNT of 22 for the 
composite end point
This was in patients already on stable ACEI 
therapy
Major side effects are polyuria and genital 
infections
SGLT2 inhibitors should likely be considered in 
all patients with Diabetic Nephropathy

Hyperkalemia

Treatment of chronic or recurrent hyperkalemia 
in patients with CKD has been difficult and 
Kayexelate has been used frequently

Kayexelate

Kayexalate-
Trades potassium for Na in the GI tract and 
excreted in the stool
No studies to prove it’s efficacy
It has a known risk of bowel necrosis when given to 
patient’s with an ileus

McGowan CE, Saha S, Chu G, Resnick MB, Moss SF. Intestinal Necrosis due to Sodium 
Polystyrene Sulfonate (Kayexelate). Southern medical journal. 2009;102(5):493-497.

Kayexelate

Only study to date show 
no effect in ESRD 
patients
No good data and clear 
known risk

Gruy-Kapral C, Emmett M, Santa Ana CA, Porter JL, Fordtran JS, Fine KD. Effect of 
single dose resin-cathartic therapy on serum potassium concentration in patients with 
end-stage renal disease. J Am Soc Nephrol. 1998;9(10):1924–1930. 



Patriomer (Veltassa)

Patriomer(Veltassa) is a nonabsorbed polymer 
suspension that binds potassium in the GI tract
Similar in effect to Kayexelate but no significant 
diarrhea as a side effect 
Does inhibit absorption of many medications 
including amlodipine, Bactrim, Cipro, lithium, 
levothyroxine, etc.
Effective but expensive at ~$30 per dose

Zirconium 
Cyclosilicate(Lokelma)

Zirconium is another binding resin which 
exchanges Na for K in the GI tract
More specific for K than kayexelate or 
patriomer which also bind Ca, Mg
Dosed as 5gm-15g once to twice daily

Fishbane S, Ford M, Fukagawa M, et al. A Phase 3b, Randomized, Double-Blind, Placebo-Controlled Study of Sodium Zirconium Cyclosilicate for Reducing 
the Incidence of Predialysis Hyperkalemia. J Am Soc Nephrol. 2019;30(9):1723–1733. doi:10.1681/ASN.2019050450

Zirconium (Lokelma)

Double blind placebo controlled trial of 
Lokelma 5gm -15 gm daily vs placebo for 
control of hyperkalemia in ESRD patients
196 dialysis patients who had hyperkalemia 
predialysis were treated for 8 weeks while 
following K levels

Zirconium 
Cyclosilicate(Lokelma)

Fishbane S, Ford M, Fukagawa M, et al. A Phase 3b, Randomized, Double-Blind, Placebo-Controlled Study of Sodium Zirconium Cyclosilicate for Reducing 
the Incidence of Predialysis Hyperkalemia. J Am Soc Nephrol. 2019;30(9):1723–1733. doi:10.1681/ASN.2019050450

No major safety concerns noted but does give high 
Na load
No GI issues note
Case report suggested lowering of K within 1 hour
Bottom line- more effective and safer (so far) than  
Kayexelate. Also cheaper than Veltassa at $4-$10 
per dose 

Zirconium 
Cyclosilicate(Lokelma)

Fishbane S, Ford M, Fukagawa M, et al. A Phase 3b, Randomized, Double-Blind, Placebo-Controlled Study of Sodium Zirconium Cyclosilicate for Reducing 
the Incidence of Predialysis Hyperkalemia. J Am Soc Nephrol. 2019;30(9):1723–1733. doi:10.1681/ASN.2019050450

Kosiborod M, Peacock WF, Packham DK. Sodium zirconium cyclosilicate for urgent therapy of severe hyperkalemia. N Engl 
J Med. 2015;372(16):1577–1578. doi:10.1056/NEJMc1500353



Pharmacologic 
property

Sodium polystyrene 
sulfonate (SPS)

Patiromer calcium 
sorbitex

Sodium zirconium 
cyclosilicate

Brand name Kayexalate Veltassa None (not FDA-
approved)

Mechanism of  action Binds potassium in the 
gastrointestinal tract and 
facilitates excretion in 
the feces

Binds potassium in the 
gastrointestinal tract and 
facilitates excretion in 
the feces

Binds potassium in the 
gastrointestinal tract and 
facilitates excretion in 
the feces

Selectivity for potassium 
ion

Nonselective; also binds 
calcium and magnesium

Selective; also binds 
magnesium

Highly selective; nine 
times the potassium-
binding capacity 
compared to SPS; also 
binds ammonium

Sodium content 1,500 mg sodium per 15 
g dose

No sodium content Approximately 1,000 mg 
sodium per 10 g dose

Beccari and Meaney. Core Evid. 2017 Mar 23;12:11-24.

Comparing Potassium Binding Resins
Anemia

Spivak JL. The anaemia of cancer: death by a thousand cuts. Nat Rev Cancer. 2005 Jul;5(7):543-55. Review. 

Erythropoetin produced in 
both the interstitial cells of  
the renal cortex and to a 
smaller degree in hepatocytes
Kidney production is 
constant and maximal (no 
EPO stores)
Anemia induces EPO but not 
to supranormal levels until 
Hgb <10

Hypoxia Inducible Factor (HIF)

https://www.researchgate.net/figure/Ap-romising-novelt-herapeutic-approach-for-the-treatment-of-anemia-stabilization-of-HIF_fig1_323438942

Roxadustat

Oral HIF stabilizer that blocks the prolyl 
hydroxylase that normally breaks HIF down in 
normal conditions
Increased HIF increases EPO production even 
in situations without hypoxia

Roxadustat

Randomized open label placebo controlled trial 
in China
154 patients were randomized 2:1 roxadustat to 
placebo
Followed for 18 weeks
Primary end point was average Hgb levels weeks 
7-9



Roxadustat Roxadustat

Roxadustat
First oral medication to treat CKD related 
anemia
Likely will be more important in pre-ESRD 
patients who otherwise need to come to an 
infusion center or give themselves injections
Side effect profile is concerning in that 
hyperkalemia and acidosis are already difficult to 
manage in late stage CKD
Still awaiting FDA approval (submitted 12/19)

Home dialysis US vs Everyone Else

USRDS 2014

Executive Order

Unfunded mandate to have 80% of patients of 
new ESRD patients transplanted or on home 
dialysis
Encourages living donation but no formal 
pathway yet



Executive Order

Since this is unfunded and there is no 
framework to change transplantation rates, this 
is largely an attempt to shift patients to home 
dialysis
Why? Home dialysis is cheaper for Medicare

Less nursing care
No facility review/regulation costs

Executive Order
Costs of therapies in Canada (US costs vary widely) 

Executive Order

Large dialysis groups are also in favor as the 
current model of payment is one of capitated 
payments so they get paid nearly the same but 
with less overhead so it’s still more profitable for 
them
Patient outcomes are slightly better on home 
dialysis albeit with a strong selection bias

Executive Order

Executive Order
In general the idea of getting more patients to 
transplant or home seems good.
The goal is high/nearly impossible

Not all patients live at “home”
Not all homes have space for dialysis
Not all patients have support at home
I do think some patients like coming to a center, 
having help every treatment by nurses, dietitians and 
social workers, seeing patients in similar 
circumstances and not having to do all the work 
themselves

Executive Order

There is still a lot of money involved so there 
will be more patients on home therapy
PD is likely to be more common so being 
familiar with it will be helpful

PD fluid uses glucose so it can spike blood sugars
The glucose load also causes weight gain
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Evaluate the Lesion: Practice visual identification

Biopsy: Identify melanoma biopsy guidelines

Resources: Identify where to find further CME and un
branded patient education materials

Today’s Objectives

Self Exams: Empowering Patients
Performance of a monthly Total Self-Skin Exam (TSSE) 
is associated with thinner melanomas and reduced 
mortality

Roughly 75% of melanomas are first detected by the 
patient, not the provider 

Patients should conduct a TSSE once a month to look for 
new, changing, or non-healing lesions  

Self Exams and Partner Exams



Objective #1
Evaluating the Lesion

What is your diagnosis?

What is your diagnosis? What is your diagnosis?

What are Typical Benign
Pigmented Lesions?

Symmetrical
Rounded borders
Uniform color
Small (5-6mm)



Melanocytic Nevi Subtypes
Junctional (flat, brown)
Compound (raised, brown)
Intradermal (more raised, brown or often skin colored)

Blue Nevus



Simple Lentigo

For Every “Rule” There Are
Exceptions Clark’s (Dysplastic / Atypical) Nevus

Exception!

How would you describe these
pigmented lesions?



Some Congenital Nevi

Exception!

Solar Lentigo (age spots)

Exception!

What is different about this lesion
compared with a “normal mole”?



Melanoma
1 in 80 Americans
Incidence increased 1000% in past 50 years
Risks

Light complexions
Light eyes
Blond or red hair
Blistering sunburns
Heavy freckling
Tanning poorly
Family or personal history of melanoma

Melanoma
Most often begin from melanocytes in the epidermis
About half evolve from pre-existing nevi
Survival nearly ensured if lesion caught early!

Melanoma in situ
Confined to the 
epidermis
Often found on 
face of elderly 
patients with sun 
damage
Melanoma 
caught early has 
the best 
prognosis



Invasive Melanoma
Melanoma which has 
grown into the dermis
Happens quickly in 
some patients but 
slowly in others
Prognosis based on 
depth and presence of 
ulceration
Sentinel node biopsy is 
a current prognostic 
adjunct

Keys to Early Diagnosis of Melanoma
Maintain a HIGH index of clinical suspicion
Maintain a LOW threshold for biopsy
Utilize good biopsy technique insuring adequate specimen

Superficial spreading melanoma Nodular melanoma
Second most common (15-30%)
Darkly pigmented papules or nodules, may be pink/amelanotic, 
may have even symmetric borders
Early vertical growth phase deeper Breslow depth 

Lentigo maligna Acral lentiginous and subungual melanoma
Less than 5%, most common subtype in dark-skinned 
individuals
Palmar, plantar, subungual surfaces
Irregularly pigmented macules or patches
Thickening band of pigment within the nail plate or 
nail fold



Comparison
Keys to Early Diagnosis of Melanoma

ABCDE’s of Melanoma
E= Evolution

“My mole is changing”
“My mole is growing”
“My mole is itching”
“This is a new mole”

Difficult melanomas the “EFGs” The Ugly Duckling Sign



The Ugly Duckling Sign







Comparison
Nevus

Symmetric
Round to oval
Uniform Color
Small
Non-changing

Melanoma
Asymmetric
Irregular border
Irregular or 
multicolored
Large
Evolving / changing

Practice the ABCDE’s with this lesion:

Primary Melanoma: What factors influence
prognosis?

Depth (microscopic thickness) of 
involvement is the single most important 
factor in survival
Ulceration is next



Melanoma Survival

The single best treatment for
melanoma is complete excision
prior to metastasis.

Biopsy Technique

Objective #2
Biopsy Guidelines



Biopsies
Incisional biopsy = removal of a portion of the lesion 

Non-melanoma skin cancers
Only need enough to make the diagnosis
Can use shave or punch technique 

Excisional biopsy = removal of entire lesion
PIGMENTED LESIONS
Must remove the whole lesion for staging purposes
Can use deep shave/ saucerization, punch, or elliptical 
excision technique

Biopsy Technique
The single best treatment for melanoma is complete 
excision prior to metastasis.

Biopsy Key Points

For pigmented lesions, remove the ENTIRE lesion (excisional 
biopsy)

Punch biopsy
Deep shave/ saucerization biopsy 
Elliptical excision with scalpel 

Lesions <8mm in diameter = PUNCH BIOPSY
Lesions >8mm in diameter = SAUCERIZATION or ELLIPTICAL 
EXCISION

Biopsy Key Points
If an excisional biopsy is impractical due to very large size or 
location (face), may perform partial biopsy as a last resort

For thin melanomas on the face, consider:
Broad thin shave biopsy
Multiple small shave biopsies (“scouting biopsies”)

For multicolored lesions, each color in the lesion should be 
sampled 

Biopsy Results

If a melanoma is detected, the standard of care is to 
arrange treatment within 4 weeks of diagnosis

Refer melanomas with <0.8mm Breslow depth to 
dermatology 
Refer melanomas with 0.8mm Breslow depth to surgical 
oncology and dermatology

Biopsying Pigmented Lesions
*The most important prognostic indicator in melanoma is the 

Breslow depth



Partial biopsy can lead to diagnostic inaccuracy or misdiagnosis

Biopsying Pigmented Lesions Biopsying Pigmented Lesions

Biopsying Pigmented Lesions Biopsying Pigmented Lesions



Visual Identification: Nevi



Objective #3

Where to find CME for further learning and un
branded patient education materials

Toolkit and Patient
Education:
Waronmelanoma.org

Self-Exams Download 

Early Detection Download

Sun Safety Download

Biopsy and Diagnosis 
Handout 

Online Learning

Melanoma Early Detection Toolkit

1. CME Training (Online or In-Person) 

2. Patient education materials and tools (Order Form)

3. Melanoma Risk Evaluation Tool (in progress)

www.waronmelanoma.org “For Medical Professionals”



Thank you!
leachmas@ohsu.edu

www.WarOnMelanoma.org

www.StartSeeingMelanoma.com

503-494-6024 (Katie)



Jennifer Vines, MD, MPH

Health Officer

Multnomah County Health 
Department
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Beware of Hidden Sugar

Beware of Hidden Sugar









Ketogenic Diet (KD)

Ketogenic Diet Ketogenic Diet



Bacon & Egg Fat Bombs

Intermittent Fasting Intermittent Fasting
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Overview

The role of community pharmacists

FredMeyer’s relationship withTheVancouver Clinic

FredMeyer Pharmacy Services
AdvancedClinical Services
Immunizations and health screenings
MedicationTherapyManagement
Diabetes Prevention Program

Pharmacists as prescribers (Oregon andWashington)

COMMUNITY BASED
PHARMACISTS

Community Based
Pharmacist Practitioners

Pharmacists that are able to provide
patient care services in a community
based setting to meet the health needs of
a patient

Provide community based care

Collaborate with other health
professionals

Deliver patient care services

Serve as a leader

https://www.pharmacytoday.org/article/S1042 0991(16)31227 0/fulltext

The Evolving Role of theCommunity
Pharmacist

Old:

Providing patients
with products

New:

Providing patients
with services

Value of theCommunity Pharmacist

TripeAim:

Better care for populations
(Accessibility)

Decrease health care costs

Better patient experience



Community Pharmacy DailyOverview

Filling
prescriptions

Medication
Therapy

Management
Immunizations Collaboration

with providers

Medication
counseling and

education

Clinical
services

Health
screenings

Health
coaching

Clinical Services = the Future of Community Pharmacy

Profession shift away from
compensation for products to services

Kroger Health is preparing for future
state now:
iPC: technology replacing pen and
paper!
Medical billing: pilots,
improvements, additional
opportunities

FRED MEYER &
THE VANCOUVER CLINIC

TheVancouver Clinic
Started in 1936 by Dr. John Brougher and
Dr. Frank Boersma
The largest private, multi specialty clinic in
Clark County
7 locations

Transitions of Care Clinic
FredMeyer pharmacists work alongside
physicians, nurses, dietitians, and social
workers to manage patients at high risk of
re admission

Physician

PharmD

Registered
Dietician

Medical
Assistant

Nurse
Case

Manager

FredMeyer andTheVancouver Clinic

TRANSITIONSOF
CAREMODEL

FredMeyer pharmacists use
this model to provide the
best care for patients

Focuses on 5 areas:
Collect
Assess
Plan
Implement
FollowUp

FredMeyer andTheVancouver Clinic

ACEI/ARB and BBTitration for Heart Failure Protocols
Resident collaboration with a clinic provider
Developing a pharmacist led titration protocol forACE I/ARB and BB
therapies

Shortage Protocol
Pharmacist led recommendations during drug shortages
Recommend alternatives and provide expected shortage duration



FredMeyer andThe
Vancouver Clinic –
MedicationAdherence
Project

MedicationAdherence

Partnered with a Family Medicine physician

Developed a protocol to identify patients who are
non adherent or at risk of non adherent to chronic
medications

Epic integration – continuity of care

Utilized MTM platform and provider referrals

COMMUNITY PHARMACY AT
FRED MEYER

Pharmacists as Prescribers

Washington: CDTA

Collaborative DrugTherapyAgreement

A single or group of pharmacists are permitted to
have prescriptive authority under the delegation of
an authorized practitioner

Oregon: State wide protocols

Issued by the State ofOregon

Allows pharmacists whomeet qualifying criteria to
prescribe certain medications

ADVANCED
CLINICAL SERVICES
(WASHINGTON)

CDTAs = Protocol between Provider & Pharmacists
• RPh prescriptive authority

COLLABORATION
• Flu shots! Adult immunizations!
• Improve access to quality care
• Improve outcomes
• Communication with providers

CDTAs at Fred Meyer Pharmacy
• Local and InternationalTravel Immunizations andMedicine
• TBTesting,Tobacco Cessation,Oral Contraceptives, DM
Supplies

• Others: UTI, anaphylaxis, burns, statin in diabetes, andmany
more!

CLINICAL SERVICES
INOREGON

Travel Immunizations

Hormonal Contraception

Naloxone

More to come!

MEDICATIONTHERAPYMANAGEMENT
(MTM)

Need for MTM exists!

More complicated medication regimens

Pay For Performance
Focus isQUALITY care!
TripleAim
ImprovedCare
Heathier Patients/Communities
Improvements = Lower Costs

CMSStar Ratings

CMRs andTIPs



Comprehensive Medication Review (CMR)

CMR =Annual Evaluation ofAll Medications
Patient specific analysis of RX,OTC, herbals
Appropriate
Effective
Safe
Adherence/Ease of Use
Cost
Increase Patient Knowledge
Evaluate immunization status

Provide patient centeredmedication regimens

Provider Communication

ComprehensiveMedication List

Notifications of Patient Education / Counseling

Patient Interventions/PCP Requests

Referrals

Link Multiple Providers
Cardiologist, Nephrologist, Endocrinologist

Immunizations andTravel Clinics

Travel OtherVaccines
Cholera

Japanese Encephalitis
Polio

Typhoid
Hepatitis A/B

Rabies
Yellow Fever (when

available)

Haemophilus Influenza B (HiB)
Measles, Mumps Rubella

Meningococcal
HPV

Shingles
Pneumonia (13 and 23)
Tetanus/Pertussis (TdaP)

Health Screenings

Diabetes Screening HbA1cTests
Blood Pressure Screening/Monitoring
Cholesterol Total Lipid Panel
Depression
Memory
Asthma

DIABETES PREVENTION
PROGRAM

Available at select Fred
Meyer Pharmacies in
Washington and soon

inOregon!

Diabetes Prevention Program (DPP)

Led by certified lifestyle coaches

Free to any qualifying patient
Not diagnosed with diabetes

Program goals:
Reduce weight by 5 7%
Achieve 150 min/week activity

Program benefits:
58% reduction in risk of developingType 2 DM compared to medication alone
$3,000 savings in healthcare costs over 15 months



OURCURRENTCLASSES

Currently have 2 classes:
Tuesday afternoon andThursday afternoon

Class outline:
First 7 classes= once a week
Next 7 classes= every 2 weeks
Last 5 classes= every month

Each class is about 40minutes

Weights andminutes of activity recorded at beginning of each class

Each class has a different topic:
Eat well to PreventT2D
TrackYour Food
Manage Support
Get Support

PHARMACISTS AS PRESCRIBERS
IN OREGON

Statewide Protocols

Hormonal Contraception 2016
Pill & Patch

Signed July 2015

Allowed pharmacists to prescribe and dispense contraceptive patches and
self administered oral hormonal contraceptives to a person who is:

At least 18 years old Under 18 years old

Does not need evidence of a
women’s health care visit or

primary care practitioner (PCP) for
hormonal contraception necessary

Needs evidence of previous
prescription from a PCP or

women’s health care
practitioner

Hormonal Contraception 2017
Ring & Injection

Signed June 2017

Expanded scope of practice to
include injections and ring

NALOXONE

2016 HB 4214

2017 HB 3440

Travel Medicine –
Upcoming PrescriptiveAuthority inOregon

Travel Medicine

Proposed a pre travel consult medication algorithm to theOregon Board of
Pharmacy formulary committee

Service available inWashington
One of our popular services

Currently kit is in process for review byOregon Board of Pharmacy

Other initiatives:
SmokingCessation
PrEP



Insulin–
Upcoming PrescriptiveAuthority inOregon

Senate Bill 9
Allows pharmacists to prescribe and dispense emergency
refills of insulin and associated insulin related devices and
supplies

Prohibits an individual from receivingmore than three
emergency refills of insulin and associated insulin related
devices and supplies in calendar year

Requires medical assistance programs and health benefit
plans to reimburse for prescriptions and services related to
emergency refills

HOWCANWE PARTNERTOGETHER?

We share similar goals:
1. Providing the best well rounded care for our patients
2. Medication adherence
3. Patient education

Two way relationship
Support each other
Conferences, guest speakers, interprofessional education

If we can work together, we can provide the best continuity of care for our
patients!

THANKYOU!

Questions?



“I have a rash!”
Kim Sanders PA-C
Assistant Professor 

OHSU Dermatology

Disclosures

none

Goals:

Compare and contrast some common dermatological conditions

Present some less common conditions that are mimickers of  common 
conditions 

Case #1:

25 year old healthy female with a new rash x 4 weeks.  
It is mildly itchy and covers most of  her trunk
She is feeling well currently, but notes a cold and sore throat prior to the eruption of  the 
rash that has resolved without treatment
She recently started a new job that includes public speaking.  Due to her anxiety over this 
she has started prn propranolol.  
No other medications or chronic medical conditions
Family history significant for an uncle that had “skin problems”, no details known
Social history:  she is single and actively dating.  Does admit to recent unprotected 
intercourse with more than one male partner.

Clinical exam: Differential diagnosis:

Guttate psoriasis

Syphilis

Pityriasis rosea

Extensive tinea corporis



A little more history…

She does feel that the rash started with one plaque on her right anterior hip 
about a week before it exploded all over her body 

Diagnosis:

Pityriasis rosea!  

Should you get an RPR?

Treatment:

Topical steroids if  needed to help with itching

Consider biopsy if  does not resolve within 12 weeks

Considerations:

What if  she had strep throat prior to the eruption of  the rash?

What if  she had erythematous macules on her palms?

What if  you saw her the first week, when she only had one lesion?

Is the addition of  propranolol important?



Case #2

40 year old female with new onset hair loss first noticed by her hair dresser, 
however it is progressing quickly. 

She is relatively healthy with history of  Raynaud’s phenomenon and mild psoriasis 
affecting her elbows and knees, no other chronic medical conditions

She is on no new medications, however she takes a variety of  vitamins and supplements

Family history significant for a sister with psoriasis and psoriatic arthritis

Social history:  she plays roller derby and does cross fit

ROS:  fatigue, although notes she has not decreased her activity level

Clinical exam: Differential diagnosis

Alopecia areata

Flaring scalp psoriasis

Lupus

Lichen planopilaris

Treatment 

Treatment with intralesional kenalog and topical clobetasol scalp solution are 
initiated in addition to the recommendations of  start Minoxidil

At follow up she is showing significant improvement

Considerations

What if  she had diffuse redness and scaling in addition to the alopecia?

What if  her systemic symptoms continued/progressed?



Case #3

63 year old obese male following up after a visit to the ER the day before.  
He notes bilateral leg swelling with itching and pain.  Notes several blisters 
and oozing as well.  Notes this started a few weeks ago.

Afebrile, generally feeling well

Diagnosed with bilateral leg cellulitis and started on Keflex at the ER

Past medical history significant for hypertension and hyperlipidemia  

Medications:  several, recently started amlodipine about 6 weeks ago

Clinical exam Differential diagnosis

Cellulitis

Bullous pemphigoid

Stasis dermatitis



Treatment

Slather legs in triamcinolone 0.1% ointment and place unna wrap or profore
dressing.  Remove in 1 week and replace if  needed.

Or have patient apply triamcinolone at home then wrap with wet 
gauze/cloths and soak for 20 minutes daily x 2 weeks.  Compression 
stockings during the day are a must.

Case #4

36 year old obese female with acne in her arm pits, under her breasts, and in 
her groin.  Present for several years.  Worsening with time although waxes 
and wanes.  

Current daily smoker

Otherwise healthy on no prescription medications, IUD for contraception 

Family history of  severe acne and diabetes

Differential diagnosis

Acne vulgaris

Recurrent furunculosis

Hidradenitis supperativa



Treatment

Benzoyl peroxide wash
Topical clindamycin
Oral antibiotics (doxycycline) for flares
Intralesional Kenalog injections
Punch deroof  with curettage 
Isotretinoin
TNF inhibitors
Surgery
Stop smoking!!!

Case #5

47 yo male with new onset itchy rash on his forearms, seems to be appearing 
within his tattoos, but is also on non-tattooed skin.  He has applied over the 
counter hydrocortisone with some relief  of  his itching.

PMHx:  atopic dermatitis, asthma

Fhx:  unremarkable

Meds:  triamcinolone, albuterol

Differential diagnosis

Sarcoidosis

Granuloma annulare

Tinea corporis 



Treatment

Biopsy if  unsure

High potency topical steroids +/- occlusion

Intralesional injections

Phototherapy 

Eczema or psoriasis?

Eczema or psoriasis? Eczema or psoriasis?



Eczema or psoriasis? Intertrigo?

Intertrigo? Thank you!!!
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