
meeting registration. 

 

With the change in the spring 

meeting format, we’ve discussed 

a number of ways to use the 

additional funds available to our 

PRN. Some of the funding will be 

allocated to our numerous 

awards, allowing us to provide a 

monetary award as well as   

increase the number of awards 

we will be offering.   Additionally, 

there are plans for developing a 

pre-meeting  symposium at the 

2012 Annual ACCP meeting. A 

survey will be coming out soon to 

all AMed members to learn what 

topics are of key interest to our     

members and identify the PRNs 

with which our members would 

most be interested in            

collaborating with. 

 

In closing I want to say thank you 

to the AMed PRN officers,     

committee chairs and members 

for all they do. Working with all of 

these people has been an  

amazing experience. I would 

encourage all of you to get    

involved any way you can. As the 

time for PRN officer nominations 

is here, now is the perfect       

opportunity to step up and get 

involved. I promise you won’t  

regret it. 

 

 

As I stop and think about all that I’ve 

learned in these few months serving 

as chair for the Adult Medicine PRN, 

one theme continues to come to mind 

– the commitment and                  

dedication of our members and a 

desire to recognize their colleagues 

for all the work they do. None of the 

great work our PRN has been able to 

accomplish would be possible      

without the willingness of our      

members to take time from their busy 

schedules to get involved. Each of our 

committees has been busy at work 

since the October  meeting in Austin 

and I wanted to take this   opportunity 

to highlight a few of their               

accomplishments. 

 

For the past few years, Jessica Starr 

has served as the chair and organizer 

for the Walk Rounds committee. I 

want to take this opportunity to thank 

her for her commitment and         

dedication to this process. This group 

reviews all abstracts that will be   

presented during ACCP meetings, 

identifies topics that may be of    

interest to AMed PRN members and 

organizes a group of our members to 

walk around to each of the           

presenters, asking about their      

research. This has been a great way 

to encourage our colleagues and also 

an opportunity to engage people who 

may not be Adult Medicine PRN  

members. This year the committee 

has been charged with developing an 

awards criteria and choosing a best 

poster award on behalf of the AMed 

PRN. This will serve as another 

means of encouraging and   

recognizing the great work our 

colleagues are doing. 

 

This year the Nominations    

Committee was charged with  

streamlining the number of 

awards to be given, along with 

working on ways to increase the 

number of nominations received. 

The details and timeline for this 

year’s awards will be coming out 

shortly, so please stay tuned and 

be thinking now about           

colleagues you want to           

recognize. We know they’re out 

there and we want to hear about 

all of them! This year’s awards 

will include: 

 Adult Medicine PRN      

Outstanding Paper of the 

Year 

 Adult Medicine PRN      

Mentoring Award 

 Adult Medicine PRN      

Clinical Practice Award 

 Adult Medicine PRN            

Distinguished Investigator 

Award 

A new and exciting award that 

the nominations group is     

working on is the Practitioner 

Recognition Award. The details 

for this award are still being 

developed but the goal is to 

encourage clinicians who       

otherwise may not attend an 

ACCP meeting by providing  
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Drs. Sarah Anderson and 

Joel Marrs, Assistant       

Professors at the University 

of Colorado School of    

Pharmacy, practice clinically 

at the Denver Health      

Eastside Adult Internal    

Medicine Clinic in Denver, 

Colorado. The clinic is     

located in the second oldest 

Community Health Center in 

the United States, The    

Bernard F. Gipson Sr.     

Eastside Family Health   

Center, which opened in 

1966. 

 

This new partnership      

between the School of    

Pharmacy and Denver 

Health was established in 

2009 when the two        

institutions teamed up to 

hire two full-time Assistant 

Professors who jointly       

provide 1.0 FTE of clinical 

services at the Eastside 

Adult Internal Medicine 

Clinic.  In addition to a newly

-hired Anticoagulation    

Clinical Pharmacy Specialist, 

Drs. Anderson and Marrs 

became the first Ambulatory 

Clinical Pharmacy           

Specialists in the Denver 

Health system. 

 

In the Adult Internal       

Medicine Clinic, Drs.    

Anderson and Marrs provide 

direct patient care during 4 

appointment sessions per 

week: 2 sessions of        

hypertension/resistant   

hypertension clinic and 2 

session of     anticoagulation 

clinic.  In the hypertension 

clinic, Drs. Anderson and 

Marrs are  responsible for 

measuring and evaluating 

patients’ blood pressures 

and for making appropriate 

medication adjustments 

related to     hypertension. In 

the anticoagulation clinic 

they perform point-of-care 

INR testing in order to  

evaluate and manage     

patients’ warfarin therapy.  

In addition to these             

in-person patient visits, Drs. 

Anderson and Marrs       

perform telephone diabetes 

management for             

antihyperglycemic         

medication titrations and 

telephone hospital          

discharge follow-up.       

Pharmacotherapy consults 

are provided as well.   

 

This practice site serves as 

a rotation site for Denver 

Health PGY1 and University 

of Colorado Ambulatory 

Care/Family Medicine PGY2      

residents as well as being 

an APPE site for P4 students 

from the University of      

Colorado School of        

Pharmacy.   

If you have an interesting or novel practice site that you would like to share with the Adult   

Medicine PRN please contact badowski@uic.edu for inclusion in the Fall 2011 Newsletter. 
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 The practice site also 

serves as a resource for 

clinical research and there 

currently are several      

ongoing retrospective and 

prospective studies in    

various stages of            

completion on which Drs. 

Anderson and Marrs are the 

primary and co-

investigators.  One of the 

newest ventures within the 

clinic is team   participation 

by the University of         

Colorado School of         

Pharmacy and Denver 

Health in the Health       

Resources and Services 

Administration (HRSA)   

Patient Safety and Clinical 

Pharmacy Services          

Collaborative (PSPC) 3.0.  

Drs. Anderson and Marrs 

are working within their 

clinic and with the          

outpatient pharmacy to 

target patients who have 

uncontrolled diabetes 

(defined as an A1C > 9%) to 

achieve better glycemic   

control through medication 

titrations, diabetes,        

education, and                

improvements in           

medication adherence. 
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It is a rare event when we come 

across a patient actually taking a 

monoamine  oxidase inhibitor 

(MAOI). We learn about all of the 

drug interactions and adverse    

effects associated with the use of 

this class of drugs throughout our       

pharmacy school career. For the 

majority of us, all of this knowledge 

is neatly tucked away in our “must 

know but will probably never come 

across” database. I for one believe 

that knowledge that is never used or 

reviewed can be buried amongst all 

of the everyday facts that we need 

to perform well in our professional 

as well as  personal lives. For this     

reason, I thought a review of an  

actual  situation that occurred with 

one of my  patients would serve as a  

refresher for those of us who have 

never had to   manage a patient 

receiving MAOI therapy. 

The patient was a 58 year-old 

woman with a primary diagnosis of   

follicular lymphoma which was in      

remission. She was admitted to our 

hospital on a Friday afternoon with a 

symptomatic   urinary tract infection, 

abdominal pain, and failure to 

thrive. Her previous medical         

history was remarkable for         

Parkinson’s disease,                           

hypercholesterolemia, GERD, and     

follicular lymphoma. She was on a   

handful of medications for the         

above-mentioned health problems.   

Medications for her Parkinson’s 

disease were entacapone, carbidopa

-levodopa, and  selegiline. Our    

inpatient pharmacy did not carry       

selegiline (we rarely had patients 

taking this or any other MAOI), so 

the patient’s family member was 

asked to bring in her home supply of 

selegiline. As (I suspect) is true with 

many order entry  systems, patient’s 

home medications are manually 

entered into the pharmacy     

system as “patient’s own med” 

and   because of this, they are 

quite often not included in the 

screening for interactions or 

warnings.   

The patient’s selegiline as well as 

all of her other medications were 

continued. She was started on 

ceftriaxone for her UTI and was 

given intravenous fluids. Over the 

weekend, the inpatient           

attending physician noted that 

the patient continuously         

demonstrated a flat affect, which 

could explain why she was not 

eating or drinking as she should. 

In addition, a family member told 

the    physician that the patient 

had a remote diagnosis of      

depression. For this reason, an 

inpatient psychiatry consult was  

ordered. The psychiatric service, 

in this case consisting of a     

resident and the attending     

physician, came on Saturday  

afternoon and reviewed the    

patient’s history. They discussed 

the patient’s condition and her 

various comorbidities and      

decided to  initially try non-

pharmacologic  options. On    

Sunday (according to the written 

progress note), the psychiatric 

resident came by and evaluated 

the patient. A decision was made 

to initiate an antidepressant 

(specifically escitalopram). She    

received her first dose on Sunday 

at approximately 2230 hours.  

When I came in to round on my    

patients on Monday morning, I     

noticed that the on-call fellow had 

been contacted overnight       

regarding the patient’s blood 

pressure, which peaked at 

220/100 mmHg around 0130 

on Monday morning. She had 

received three doses of IV 

hydralazine by the time I had 

come by around 0700. I 

quickly reviewed the patient’s 

chart and her previous     

medical history. Initially, I 

thought that perhaps she was 

taking blood pressure      

medications at home and that 

the ER physician had left 

them off the admission     

orders. I discovered that the 

patient never had              

hypertension; her blood    

pressures throughout her         

admission had been in the low 

110’s over 60’s. I then went 

through all of the medications 

she was currently receiving 

when I noticed that she had 

received a dose of             

escitalopram the night before. 

I looked at her other        

medications and saw that she 

came in on selegiline and  

entacapone. I wrote an order 

to  discontinue the             

escitalopram and decrease 

the IV fluids. I placed a note 

on the front of the chart    

saying that any changes in the 

patient’s medications had to 

be approved by the clinical       

pharmacy specialist on the 

primary team (me). Over the 

next several hours, her blood 

pressure returned to normal 

without the need for          

additional hydralazine.  
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Selegiline, an agent in the 

class of MAOIs.   



After much research and a few 

phone calls, I learned that the    

patient had been on selegiline and 

entacapone for about 10 years. Both 

were initiated by her outside       

neurologist with whom she had  

regular follow-ups to assess her 

response to treatment as well as to 

monitor her vital signs. I talked to 

the psychiatric resident who had 

started the escitalopram and I asked 

her if she knew what other         

medications the patient was on. She 

produced a list of the  medications 

from her progress note. When I 

asked her if she knew what drug 

class selegiline belonged to, she 

stated it was an anti-Parkinson’s 

drug. When I told her that it was     

actually an MAOI, she was           

surprised. Apparently when she   

discussed the patient’s case with 

her attending physician, she failed 

to mention that the patient was on 

selegiline, instead stating that she 

was taking drugs for her             

Parkinson’s. 

I then talked to the pharmacist 

who entered the order and asked 

her if she recognized that       

selegiline was an MAOI. She   

admitted that she had forgotten 

what class of drug it was. When I 

asked the inpatient pharmacy 

supervisor why the interaction 

had not been caught by the   

pharmacist, she stated that since 

the selegiline had been  entered 

as “patient’s own med”, it did not 

go through the interaction  

screening that normally occurs 

during order entry. I was quite 

alarmed that this interaction had 

been missed by a physician, a 

pharmacist, not to mention    

nursing.  The on-call fellow did not 

recognize the interaction either. 

He initiated hydralazine “as 

needed” for what would clearly be 

classified as a hypertensive crisis 

without attempting to figure out 

what the cause could be. 

I am pleased to say that as a 

result of this particular      

incident, the institution where 

I worked at the time added all 

of the available MAOIs on the 

market to its pharmacy     

database. Even though drugs 

like selegiline would not be 

available in the pharmacy to  

dispense, the pharmacist 

would no longer bypass the 

interaction and warning 

screening tool to manually 

enter the “patient’s own 

med”. The pharmacist would 

now choose the actual drug 

and enter the “patient’s own 

med” in the comments      

section, and all drugs would 

be screened appropriately.       
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Upcoming Events 

 

2011 Annual Meeting Call for Abstracts  

Original Research, Clinical Pharmacy Forum, and Resident and Fellow Research-in-Progress categories are 

due Wednesday, June 15, 2011, 11:59 p.m. (PDT)  

Student Submissions and Late Breakers are due Wednesday, July 6, 2011, 11:59 p.m. (PDT)  

 

2011 Annual Meeting  

October 16-19, Pittsburgh, PA  

 

 


