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Questions? Contact us: 
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Telephone: 306-551-2262 

Fax: 306-766-4363 

Email: Zack.Dumont@rqhealth.ca 
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Formulary Updates 
CHANGE in Restrictions | SUFentanil (Sufenta) 

 The following indications have been added for the use of SUFentanil 
injection sublingually: 

o Use in the Palliative Care population upon consultation with 
Palliative Care physician 

o Written or phone order provided by Palliative Care physician 
o Monitor pain relief, sedation level, and respiratory rate as 

per the RQHR Palliative Acute Care guidelines for sublingual 
fentaNYL and SUFentanil administration 

 Standard work has been developed; is available from Palliative Care 
 
CHANGE in Restrictions | FentaNYL  

 As above with SUFentanil 
 

Medication Policy Update 

Pharmacist’s Procedure for the Aminoglycoside Protocol, Treatment in 
Adults – Summary of Recent Changes 

P&T has reviewed and approved the following changes: 
For all dosing regimens1,2,3 

1. Serum creatinine - now monitored at a minimum twice weekly (inpatients) and once weekly (outpatients); 
more frequently if fluctuating (25% increase or decrease). Prescriber will be contacted whenever there is 
a greater than 25% increase from baseline to confirm continued need and discuss potential alternatives to 
minimize risk of aminoglycoside-induced nephrotoxicity. 

2. Repeat Serum Levels - now required weekly on long-term therapy or more frequently if renal function or 
volume of distribution is fluctuating to minimize risk of aminoglycoside-induced nephrotoxicity.  

Traditional Dosing1,2,3 
3. A maximum loading dose of 240 mg will be used for all patients that meet criteria (previously no 

maximum dose existed) to minimize risk of aminoglycoside-induced nephrotoxicity. 

Once Daily Gentamicin for Synergy in Gram Positive Endocarditis4 
4. Dosing guidelines added. A synergistic dosing of gentamicin using 3 mg/kg as a single daily dose will be 

used in THREE situations: 
a) Native valve endocarditis (NVE) caused by highly penicillin-susceptible (defined as minimum 

inhibitory concentration [MIC] 0.12 mcg/mL or less), Viridans Group Streptococcus (VGS), 
and Streptococcus gallolyticus (bovis) 

b) NVE caused by strains of VGS and Streptococcus gallolyticus (bovis) relatively resistant to 
penicillin (defined as MIC greater than 0.12 to 0.5 mcg/mL) 

c) Endocarditis involving a prosthetic valve or other prosthetic material caused by VGS and 
Streptococcus gallolyticus (bovis) 

HDEI Dosing in Cystic Fibrosis (CF) Patients5 
5. Dosing guidelines added based on new guidelines for once daily treatment - 10mg/kg DDW q24h (rounded 

to nearest 20 mg).  

Amikacin Traditional Dosing6,7,8 
6. Dosing guidelines added for traditional dosing – 7.5mg/kg, rounded to nearest 50 

daily dose = 1.5g. 
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Research Abstract 
Interventions Made By Pharmacists On The Accountable Care Unit (IMPACU) 
Shelby Dougall BSP ACPR, Dr Jennifer Bolt BScPharm ACPR PharmD, Nkem Iroh PharmD BCPS, Ali Bell MA Msc, 
Vaughn Johnson BSP, Tanya Winkel BSP 
 

Background: An Accountable Care Unit (ACU) is a medical unit model the Regina Qu’Appelle Health 
Region (RQHR) began trialing on the unit 4A at the Pasqua Hospital. It was unknown whether a 
pharmacist operating in this model offered any advantages or disadvantages compared to the 
current model of enhanced pharmacy services offered within the region. As such, the purpose of 
this study was to assess the interventions provided by clinical pharmacy services on a medical unit 
operating in the ACU model of care.  
 

Objectives: The primary objective was to compare the number of clinical practice standards (CPS) 
applied to patients on an ACU versus an enhanced care comparator ward (CW). The secondary 
objectives were to compare the percentage of patients in whom a CPS was applicable that had a 
pharmacist intervention performed; the number of interventions that aligned with the clinical 
pharmacy Key Performance Indicators (cpKPIs); the number of interventions on high risk 
medications; and the number and type of drug related problems resolved.  
 

Methods: This was a prospective, observational study. Tracking of clinical pharmacy services was 
gathered through an electronic database for tracking pharmacist interventions and a separate 
tracking form. Data was electronically matched to determine interventions that aligned with the 
CPS and cpKPIs. 
 

Results: There was no statistically significant difference in the four targeted CPS applied to patients 
between the two wards. Of the patients identified to meet at least one of the CPS, more 
interventions were applied to those patients on the ACU compared to the CW (χ2 = 46.62, P < .001). 
A greater amount of interprofessional care rounds (χ2 = 272.91; P <.001); proactive comprehensive 
direct patient care in collaboration with the team (χ2 = 34.03; P = <.001); and resolution of DRPs 
(χ2 = 6.55; P <.01) occurred on ACU. Conversely, on the CW there was significantly more admission 
medication reconciliation and Best-Possible Medication History (χ2 = 4.39; P < .05); and pharmacist 
education about medications during stay (χ2 = 16.86; P <.001). A total of 124 and 79 interventions 
on the ACU and CW, respectively, were on high risk medications. The types of DRPs resolved was 
significantly affected by ward (χ2 = 45.54, P < .001), with higher rates of drugs discontinued and 
intravenous to oral step down occurring on the ACU while higher rates of dose changes, patient 
education, and monitoring ordered occurring on the CW. 
 

Conclusion: Patients on the ACU had increased resolution of drug-related problems through the 
application of pharmaceutical care, in particular, interventions that aligned with the RQHR CPS in 
applicable patients. ACU characteristics, as well as differences in patient populations likely led to 
the differences seen in this study. Should this model be replicated in another unit both ward 
dynamics and the patient population prominent on the individual ward should be evaluated. 
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Research Abstract 
Effect of an Intervention to Decrease 
Antibiotic Use in Asymptomatic Bacteriuria in an Acute Care Setting 
Nicole Hager BSP ACPR, Dr Linda Sulz BSP PharmD, Zack Dumont BSP ACPR, Dr Kathy Malejczyk MD FRCPC, 
Kyle Wray BSP ACPR, Ali Bell MA MSc 
 

Background: In the Regina Qu’Appelle Health Region (RQHR), urine specimens account for 
the greatest number of culture and sensitivity (C&S) requests to the microbiology lab. 
Interpretation of positive urine cultures and diagnosis of urinary tract infections (UTI) is 
challenging and confounded by asymptomatic bacteriuria (ASB), resulting in inappropriate 
antibiotic treatment in patients with no indication to receive therapy. The U.S. Centers for 
Disease Control and Prevention (CDC) acknowledges that modest reductions in inappropriate 
antibiotic use can have major benefits in reducing super-infections and resistant organisms, and 
antimicrobial stewardship has been recognized as a strategy for accomplishing this. Previous 
studies have shown that education and other interventions decrease the rate of treatment of 
ASB in acute care settings but these interventions have not been studied or utilized in RQHR. 
 

Objectives: This study was designed to evaluate the effect of an intervention on decreasing 
ordering of urine C&S and antibiotic utilization in patients with ASB in an acute care setting. 
The primary objective was to compare the proportion of antibiotics prescribed in hospitalized 
patients with ASB pre- and post-intervention. Secondary objectives included comparing the 
pre- and post-intervention numbers of urine C&S ordered per number of patient days in 
hospitalized patients, cost of antibiotic therapy and urine C&S in hospitalized patients with 
ASB, and to identify whether specific factors (urinary catheterization, clinical pharmacy 
services, order for urine C&S) attribute to the efficacy of the intervention to decrease rate of 
treatment of ASB. 
 

Methods: This study was a quality improvement initiative with prospective assessment of all 
patients that were 18 years of age and older with positive urine C&S pre- and post-intervention 
on identified units (6A, 6F, 5A, 5F, 5E, 3F, 3E) at the Regina General Hospital. A study protocol 
based on CDC surveillance definitions for catheter-associated UTI in adults and noncatheter 
associated UTI in adults was used to prospectively review patient charts and determine 
how many patients with a positive urine C&S had ASB and how many of them were treated 
with antibiotics for presumed UTI. If symptoms were not documented, data collection included 
standardized questions of nursing staff and patients to determine if symptoms were present. 
Antibiotic utilization for UTI in all asymptomatic patients was recorded. The intervention 
consisted of in-service education to nurses and pharmacists and a poster created to summarize 
the key intervention information. 
 

Results: The rate of treatment of ASB decreased from 87.5% (14/16 patients) pre-intervention 
to 43.8% (7/16 patients) post-intervention (p=0.009). The number of urine C&S ordered per 
100 patient days decreased from a rate of 4.97 per 100 patient days pre-intervention to a rate of 
3.76 per 100 patient days post-intervention. Overall, catheter use did not influence whether 
patients were appropriately prescribed antibiotics. Of the 21 cases of inappropriate 
prescribing, the patient had a catheter in 33% of cases (n=7). There was no change in the 
proportion of patients treated for ASB with a physician’s order for urine C&S between study 
periods, with 43% of patients in each period having no physician’s order. 
 

Conclusion: This study intervention decreased both the rate of treatment of asymptomatic 
bacteriuria and the rate of urine C&S ordered. Broader implementation of the intervention to 
more units and more health care providers, including physicians, should be explored. 


