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Pharmacist Meeting
August 2017

Home Medication Lists —
Process updates/reminders (see handout)

P&T Updates — New Formulary Meds

= Ocrevus (ocrelizumab)

= |ndicafion:

= freatment of adults with relapsing or primary progressive forms of multiple sclerosis

® Mechanism of action:

= MAB directed against 8 cells expressing CD20 surface antigen. Differs from ofher MS therapies (inferferon,
Tysabri) that primarily target T cells

= Clinical Data:

= Relapsing/remitting Ms - superior efficacy rates (proporfion free relapse, disability progression, MRI lesions) as
compared fo Interferon Beta

= Piimary Progressive - modest but stafistically significant reduction in disability progression & MRI lesions
= Clinical Pearls:
= Only drug approved for primary progressive form of Ms
= Highincidence of infusion related reactions (34-40% of patients) & most common with 1 infusion
= Pre-meds required prior fo ALL infusions - Benadryl (IV), Solu-Medrol 100 mg IV @ 30 mins prior fo infusion
= Expected fo have lower incidence of PML as compared to Tysabri
= Restrictions:

= Outpatient infusion use ONLY

P&T Updates — New Formulary Meds

= Gazyva (obinutuzumab)

= |ndication:

= CLLin freatment naive adults in combination with chlorambucil

= Combo therapy with benadmustine for treatment of follicular lymphoma with relapse/refractory to a fituximab
containing regimen

= Mechanism of acfion:
= /Anti-CD20 MAB with improved efficacy over previous type | MABs (Rituxan, etc.)
finical Data

= CLL-Improved median progression free survival, overall survival, complete response, and median duration of
response in fo rituximab i i

= Lymphoma - Improved median progression free survival (Gazyva + vs i py)
Clinical Pearls
= Highincidence of infusion related reactions (40-65% of patients) & most common with 1¢'infusion

= Pre-meds required prior to ALL infusions > APAP & Benadhyl (IV) - 30 mins prior PLUS Glucocorficoid (Decadron 20 mg
or Solu-Medrol 80 mg) - at least 1 hour prior fo infusion

Restrictions:

= Outpafient infusion use ONLY
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Glycoprotein 2b/3a inhibitors — Formulary Change
Integrilin > Aggrastat

= Aggrastat (tirofiban) will be replacing Integrilin (eptifibatide) as our GP 2b/3a inhibitor
= Go Live:8/29 (Tuesday)

Aggrastat dosing

= Single bolus dose (25 mcg/kg) — compared to double bolus for Infegrilin

® |nfusion dose @ 0.15 mcg/kg/min (CrCl > 60 ml/min) or 0.075 mcg/kg/min (CrCl < 60 ml/min)
= Room temp storage - will be loaded in Cath lab Pyxis machines

Similar clinical data and guideline recommendations (next slide)

= Reminder: Reopro is also now Non-Formulary

Guideline Excerpts
« 2011 AccranaPcic

and hih-bolis dose LAt (25 Meaka) all resuil in o high degrec of plotelet mibiton, have been demonsirated
fo redlace lachermis comphcations i patents Unleroing R om oppea 1o ead 1o bl angrographic ard
Chrcal outcomes. -

« 2013 ACCF/AHA STEMI Guidelin:

It is reasonable (0 start treatment with an intravenous glycoprotein (GP) Hiilta receptor antagonist such
iximab, eputivatide at the pr PCI (with or without stenting
TERl who are recening unfractionated heparin (UFH)

ol pretreatment) im selcted patients with
(Level of Evidence: A, B)

. 14 ACC/AMA NSTE-, \gstines

<
In patients with NSTE-AGS

8 gh-nsk featurcs (e 0. elevaicd roponin) and not adequately pre-lreated with
ra G mab, . of high-

dose bolus trofiban) at th of P,
(Lovel of Evidence: A)

ci 1a

In patients with NSTE-ACS and high-risk features (e.g. elevated tropanin) treated with UFH and adequately
ciopidogrel, it aGP fabciximan, 4

ar at the time of PG,

(Lovel of Evidence: B)

Class b

In_patients with NSTE-AGS Wreated wilh an early invasive stategy and dual antiplateiet therapy (DAPT) with

intermediate/nigh-risk features (e.g., posiive troponiny, a GF Hb/ila inhibitor may be considened as part of iniial
ateict therapy. Preferred options are eptifibatide or trofiban.

(Level of Evidence: B)

Meds NOT added to formulary

» Zinplava (bezlotoxumab)
= |ndication:

= i0 reduce the recurrence of CDIin adulfs receiving fraditional freatment for CDI and at high risk for
CDI recurrence

= Mechanism of action:
/ = MAB that binds fo C. difficile toxin B

= Clinical pearls:

= Data not compeling when considering cost (§3800 per dose). Small difference in CDI recurrence
observed although fhe two identical studies revealed some contiicting resuits in " Global Cure”

= No data fo compare this therapy fo oral vancomycin fapering regimens, of fecal microbiota
transplant

= |D physicians and anfibiotic stewardship committee supported Non-Formulary designation

HIV Antiretroviral Formulary Review

= Rationale:

= Existing formulary was evaluated for opportunities to condense formulary and add new
therapies to formulary

= Formulary Changes (next slide)

7/Severa\ combination products removed from formulary

= Many older agents will be removed from formulary due fo low ufilization
= One new agent added to formulary - Genvoya

tibioti ip C ittee has app! d these y changes
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[Megcatons _————————— Siengh __—_—[fomuialion
300/200mg Tab

300/200/600mg Tab
150/150/200/300mg Tab

150/300mg Tab
0700 mg Tab
[ifumes (abacavilamivudine/dslulegiavi® | £00/50/200 mg Tob
200mg Tab
200mg cop
{Epaicom (abacaviflamivedine) 001300 Tab
200mg cop
700mg Tob
100mg cop
400 cap
250mg oo
2omg cop
«omg cap

v Items highlighted in blue = drugs that we will use separate drug
ingredients (pharmacy sets are created in Meditech)

v All other meds are “Non-formulary”

v Most commonly used medications will be retained on formulary

HIV review - continued

= New “Non-formulary, specialty” entries
= Stribild, Prezcobix, Descovy

= Linda will review these daily and if the patient is unable to provide their home supply she will
_execute aformulary conversion using separate diug components

Medication Safety — Insulin Pumps

= |nsulin Pump Orders (see handout)

= Orders and policy modified to help ensure clear parameters for nursing in regard to
| monitoring, management of hypo & hyperglycemia, pump troubleshooting, efc.

= Recent event (insulin pump on home med sheet checked to continue with subsequent

hypoglycemia) highlighted the need for this order to be mandatory for all insuiin pump
continuation orders

= New Process

/- INSULIN PUMP ORDERS: Subcutaneous (PSO #1836) are required by P&T recommendation for
ALL patients continuing on an insulin pump

®» |f the insulin pump orders are not scanned please print the orders and get these signed
ASAP

= There are no sections of the orders that have to be completed by the MD but this ensures
that the hypoglycemia protocol and monitoring information is available for the nurse af all
fimes

= I didbetes team is not here fo complete the rate information [page #2), the orders state that the
pump may be confinued at current seffings unfilit can be inferrogated by diabetes educator

Medication Safety —
Fleets Enema (sodium phosphate enema)

= Acute phosphate nephropathy
= Nephrology expressed concern regarding renal adverse events associate with SPE

= Some patients receivingmultiple doses despite creatinine > 2, reports of renal impairment
secondary to SPE

- Warmings/Precautions
= Sirong correlation and FDA warnings associated with oral sodium phosphate

= Risk of enema limited fo case reports —primarily in patients with mulfiple doses or with pre-
existing renal dysfunction

= P&T recommendation
= Single dose therapy acceptable for all patients except dialysis patients

= “Daily PRN" orders will be automatically discontinued for any patient with serum creatinine
> 1.5 > new Theradoc dlerf to be developed
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TPN Policy Changes — Glycemic Management

‘GLYCEMIC MANAGEMENT:
Pharmacists may order or make insulin therapy adjustments for the following conditions when cliically appropriate as indicated below. However, i
hospitalist or other provider(s) are currently managing insulin or other therapies for glycemic control any modifications in therapy will be discussed wnzh
the provider prior to execution of any of the below therapies.

1)

Sliding scale insulin dose level titration to the next highest level: If blood glucose (BG) > 180 mg/dl two (2) times in 24 hours AND all BG readings >

1) Long-acting insulin
Patients on home long-acting insulin therapy: Pharmacists can resume patient home regimens (or formulary equivalent) upon i
g therapy if not already continued by e!her provider. Further dose titrations may be execu!ed dail
/" yperghvcemia (86 > 200 m in 24 hour period) in 5-10 unit increments. Total i
reviewed to more accurately determine e e dov nresse. Do resvetons may a\so e performed in the event of hypoglycemic
events or reductions in TPN rate or caloric intake.

a.Patients not on home long-acting insulin therapy: Pharmacists may begin long-acting insulin therapy for any TPN patient experiencing
persistent hyperglycemia (8G > 200 me/dl x 2 within 24 hour period). The initial dose may be up to 0.1 units/kg and further titrated daily it
patient experiences persistent hyperglycemia (BG > 200 mg/dl x 2 within 24 hour period) in 5-10 unit increments up to a total dose of 0.4
units/kg. Titrations beyond this dose will be discussed with the attending physician or other appropriate provider before execution if unable
o maintain adequate glycemic ccnlro\despl(e the addition of long-acting insulin up to the aforementioned maximum dose. Total insulin
utilization over the previous 24 hou e reviewed to more accurately determine any needed dose increase. Dose reductions may also be
performed in the event of hypogvtem\c events or reductions in TPN rate or caloric intake.

a. Patie jic TPN therapy: dtution of NPH insulin can
for this insulin is more appropriate for patients on cyclic TPN.

for patients on cyclic TPN therapy as the duration of effect

Titrating Medications Policy

Notice:
Titration Orders for Medications
Source.

The Joint Commission
Relevantto

Hospial

Date:
Aprld, 2017

‘The Joint Commission (TIC) recently addrevsed FAQ. According to TIC, whe ders are allowed by the oty there are
specific cleaents that most be ichaded i the tration ovder

Medication reste

Tt o stating e of fosioa (s i)
Incremental i the rare can be mcremsed or decreased
Froqueocy for mcremestal o (b often Sose(rate)can be mcreaed e decress

Mseizmm rate (dose) of infusion

. CAM sooee, exc),

[ This MUST be specified by the
———— provider

Titrating Medications Policy —
continved

= Key things to know
= The circled information on the previous side MUST be included on the order

= All elements must be included on the order or electronic order for us to be compliant
with this standard

= We cannot expect or depend on physicians fo include all of these elements along
with their order (virtually impossible in paper charting world)

= How will we comply with this newly modified standard?
= Titrating Medications policy currently being modified to include all required elements
= Al necessary order components have been added to the label comments of our
pharmacy sets (see next slide) so that this information is part of the orderin the
absence of this information being specifically provided by the MD/provider.
= Note: some orders (sepsis, efc.) have parameters that differ from the policy. The

order set specific parameters have been modified on these specific pharmacy sets
so that the correct label comment information is present.

POLICY:
Medxations will be mﬂled ma s:fe and accurate manner as established by Pharmacy

pptops sources, physician order and cimeal assessment,
Hikkmcwutaecs R Practsiones orders for titrating and taperiag certain IV medications, the
attached guidelnes will be followed and ttration mstructions wil be defined on the eMar. Ualess
otherwise specified by the physicmn, all the required titration order elements below will be mcluded
withn the medical record (eMar) as defimed by this policy.

= Exception fo above: clinical endpoint (SBP, RASS, etc.) must be specified by provider

= |f physician orders differed from the standard included on eMar (different max dose, etc.)
then the label comments must be modified
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Rho(D) Immune Globulin — Process Change

the blood bank at the appropriate campus.

TIhe process will be s follows.
* Hixsonblood bank: (4) 300 mcg doses will be stocked by Hixson bloodbank
*  GW Biood bank:(2) 300 mcg doses will be stocked by GW biood bank
No product will be stocked in either Talystmachine
*  Marty and Patrick will be notifi i isi and we will
charging for the dose(s) and restocking the appropriate blood banklocation.
/= Any requests from provide rs requesting HyperRHO must be directed to blood bank (Biood bank
/ has educated both ED'sand distributed process change alerts to the appropriate staff)

0) Immune Blobulin Rho(D) Immune Globulin 388 HCB SYR
###% STOP - not dispensed by pharnacy sw=ss

No longer dispensed by Pharwacy. Doses are stocked and

dispensed by Blood Bank at both campuses. If requested,

direct caller to Blood Bank.

Blenwood Canpus: ext. 8673 Hixson Canpus: ext. 7145

Fentanyl Drip Process Change

PROCESS CHANGE ALERT!!!

i) o o txample cf R Lot the tarstard 09 cormc Pros s Swouid o

Fentamyl dripe will be infused uring PCA pump
Fantany drips infused using regular [V pump. beginning Mondsy, August 2

[r—— “Orcers for Fentam 4np we be emtered by Pharmacy o
Drips requested om pharmacy in adwance of dip runeing o

By w54 0t 54 Didsase Lbles, countertops, ec. 03

somatimes wd

v bag of narcotic woukd be hanging on IV e,

Check with co-sigoes on eMAR
“Contint 1o Gocument HIatons o TRIBton Fowshest

Tiow Sionderd Procew

Valve Anticoagulation Orders

= Feedback
= Concemns?
= Struggles?
= Successes?
/= Addifional education needed?

Vitamin C, Thiamine, Hydrocortisone —
Sepsis “bundle”

= Regimen:
= Vitamin C 1.5 gm IV Q 6 hours PLUS Thiamine 200 mg Q 12 hours X 4 DAYS
= The above s in addifion to IV hydrocortisone 200 mg per day continuous infusion (or
50 mg Q 6 hours IVP)
= Rationale: synergistic effectsin reversing vasoplegic shock in patients with sepsis

/= VitC - potent anfioxidant, preserves endothelial function and microcircuiatory flow, works
ith HC f pro-i mediators.

along with HC in o

/
= Thiamine - deficiency common in sepfic patients and associated with an increased risk of
death and decreases risk of oxalate supersaturation (byproduct of high dose Vit C Jand rendl
impairment.

= Clinical Data:

= Hospital mortdiity: 8.5% (4 of 47) — freatment group vs 40.4% (19 of 47) — control group
® Earlier wean of vasopressors, decrease in SOFA scores
= Limitation —small, retrospective study
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Vitamin C, Thiamine, Hydrocortisone —

Sepsis “bundle” IV Admixture Errors

= Pharmacy order set available to assist with entering Vitamin C order = Recent errors highlighted the need for standardized practices

= Vitamin C injection available as 25 gram single dose vial

= In order fo prevent waste the IV technicians should draw up the remaining vial
contents info syringes (1.5 gm doses) and these can be stored in refrigerator for
making additional doses

= Angie & Amanda willbe leading a work group to evaluate current practices
and explore options to make this a more standardized and safer process

= More to come and if you have thoughts/suggestions please let us know

Order Set VITC UIT C 1500 16 06H X16 DOS

| stert oate o Start Tine 0300
Stop Date Stop Tine

Place All Orders in Pending?
Edit Pending Conrents

Delete Orders?

Patrick — vacation notice

= | will be out of town from 8/23 - 9/4

= |f you have clinical issues/concerns please contact Karen or other manager for
assistance

= | will not have access to email or phone for much of the time while | am away




