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Questions? Contact us: 

Zack Dumont 
Telephone: 306-551-2262 

Fax: 306-766-4363 

Email: Zack.Dumont@rqhealth.ca 

 

Caitlin Roy 
Telephone: 306-570-3960 

Fax: 306-766-4363 

Email: Caitlin.Roy@rqhealth.ca  

DrugLine  Volume 24, No. 2 

Mar/Apr 2017 

Pharmacy and Therapeutics (P&T) Committee Newsletter 
Formulary Updates 
ADDITION | Dolutegravir/abacavir/lamivudine (Triumeq™) 

 For the treatment of Human Immunodeficiency Virus (HIV-1) infection in 
adults 

 
ADDITION | Sacubitril/valsartan (Entresto™) 

 Treatment of reduced ejection fraction heart failure in patients with 
NYHA Class II or III, to reduce incidence of cardiovascular death and 
heart failure hospitalization in patients with: 

o Ejection fraction less than 40%; 
o NYHA class II to III symptoms despite at least 4 weeks of 

treatment with a stable dose of an ACE inhibitor or ARB in combination with a beta blocker and 
other recommended therapies, including MRA (if tolerable); AND 

o BNP 150 pg/mL or greater or NT-proBNP 600 pg/mL or greater; or BNP 100 pg/mL or greater or 
NT-proBNP 400 pg/mL or greater if patient hospitalized in past 12 months for HF. 

o Above restrictions align with Sask Drug Plan exceptional drug status criteria 

 
ADDITION | Pantoprazole magnesium (Tecta®) 

 For the treatment of conditions where a reduction of gastric acid secretion is required, such as the 
following: duodenal ulcer, gastric ulcer, reflux esophagitis, symptomatic gastro-esophageal reflux 
disease (GERD) (such as, acid regurgitation and heartburn); H. pylori associated duodenal ulcer 

Medication Policy Update 

Auto-substitution of combination products 
Combivent® nebules were recently backordered, during which time any orders written for Combivent® 
nebules had to be rewritten to specify the individual drugs and doses (salbutamol 2.5 mg/ipratropium 0.5 
mg) in order to be supplied by pharmacy. As the total volume of Combivent® nebules (= 2.5 mL) differs from 
the total volume provided by the individual components (= 4.5 mL) for the same dose, there was some 
uncertainty whether the individual components would be a satisfactory substitution. In light of this 
backorder, the following recommendation was made: “In receipt of an order for Combivent® nebules during 
this backorder and any subsequent periods where it becomes unavailable, an auto-substitution to be enacted 
to supply as the 2 separate ingredients as noted above.” This was further expanded to include the following 
update to the RQHR Therapeutic Interchange Policy:  

 Pharmacy may substitute individual agents for a combination product written without the physician 
having to rewrite the order. This will be indicated in the directions section on the Medication 
Administration Record (eg. Supplied as: 2 x ipratropium nebule (0.25 mg/mL) and 1 x salbutamol nebule 
(2.5 mg/2.5 mL) in substitution for Combivent® nebule). 

Auto-substitution of pantoprazole 
Effective January 16, 2017, the Saskatchewan Drug Plan changed the Maximum Allowable Cost (MAC) price 
threshold for proton pump inhibitors, under which only generic versions of pantoprazole magnesium or 
rabeprazole are currently eligible for full coverage (refer to Sask Drug Plan Formulary Appendix C).This may 
shift community utilization to the MAC products, which may affect the orders seen on admission to RQHR. 
Per the RQHR Therapeutic Interchange Policy, orders for pantoprazole magnesium were auto-substituted to 
pantoprazole sodium. This policy has been updated to allow orders for pantoprazole, salt not specified, or IV 
to PO pantoprazole to be auto-substituted to the Sask Drug Plan Maximum Allowable Cost Policy 
pantoprazole product. The exception would be patients admitted on a non-MAC product would maintain 
treatment with that product. 
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Drug Use Evaluation 

Basal Bolus Insulin with Corrective Factor Treatment of Inpatient Hyperglycemia – 
Practitioner Pre-Printed Orders Utilization Audit 
 
Background 
The 2013 Canadian Diabetes Guidelines support pre-printed, approved, unambiguous standard orders 
for insulin administration<1>. For hospitalized patients with diabetes treated with insulin, an approach 
that may include basal, prandial, and correction-dose insulin, along with pattern management, is 
preferred over the “sliding scale” approach using only short-/rapid-acting insulin [Grade D, Consensus].   
 
The use of sliding-scale insulin (SSI) has been in question for years<2,3>. Evidence supporting sliding 
scale insulin (SSI) as a primary method of blood glucose control in patients is lacking <4>, and 
discontinuation of this practice is recommended<2>. Additionally, the variability of SSI orders adds 
potential for medication errors and adverse drug events<4>. 
 
Clinical evidence suggests that insulin order protocols to guide subcutaneous insulin dosing and 
administration are effective for the maintenance of glycemic control in hospitalized patients with 
diabetes <5>. One RCT conducted on a general medicine unit at a teaching hospital compared an order 
set to usual care in patients with diabetes or hyperglycemia <6>. The study included 179 patients. The 
main outcome was the percentage of glucose reading between 3.33 and 10 mmol/L, which occurred 
75% for the order set group and 71% for the usual care group (adjusted relative risk 1.36; 95% CI 1.03-
1.80) over approximately ten weeks. The order set group also used less SSI as monotherapy, and there 
were no significant differences in rates of severe hypoglycemia. Another RCT in a similar setting also 
compared an insulin order set to usual care in patients with type 2 diabetes (n = 128) <7>. Comparing 
mean blood glucose measurements, the order set group was significantly lower (10.8 mmol/L) 
compared with the usual care group (12.4 mmol/L), and displayed no increase in hypoglycemia. 
 
A basal-bolus insulin with corrective factor PPO (referred to as the insulin PPO here forth) has been 
developed by a multi-disciplinary committee of RQHR physicians and staff. Between 2014, 2015, and 
2016, the use of PP-455 increased from 19% to 33% to 44% of all insulin orders, and in those eligible, 
from 27% to 40% to 55%. The use of sliding scales has decreased from 50.7% to 34.4% to 26%. These 
changes in utilization between 2014 and 2016 may have been the result of multiple education events 
supporting the PPO. This included presentations on nursing education days, during pharmacist 
education rounds, and in-services with different medicine groups. Ongoing monitoring is being carried 
out by conducting these annual audits. 
 
Purpose 
To determine how insulin orders are being written at acute care facilities and compare to baseline. 
 
Objectives 
1. To compare the frequency of utilization between the insulin PPO and insulin sliding scales. 
2. To compare the current utilization of the insulin PPO to previous measurements. 
3. To determine department/section uptake of the insulin PPO. 
 
Methods 
A one-day chart audit of adult inpatients in Regina acute care facilities was conducted. On the morning 
of the audit, the pharmacy medication distribution software (ie, BDM Pharmacy 10.0) generated a 
report indicating all adult inpatients and emergency room patients at Regina’s two acute care facilities 
who were receiving insulin. Reports were randomly disseminated amongst the investigators, who 
reviewed patient charts to determine the source of the insulin order. This information was collected on 
a data collection form. Additionally, the investigator collected the prescribers’ names, which was then 
cross-referenced to one of the medical departments or sections. Further methodology details are 
available from the project leads, Zack Dumont and Caitlin Roy, upon request. 
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Results 
Table 1: Summary of all insulin orders in Regina Acute Care Sites 

 

Total # of 
patients on 
Insulin PP-455 (%) 

Sliding 
Scale (%)  

Home dose 
or similar 
basal-bolus 
regimen 
(%) 

Intensive 
Insulin 
Infusion (%) Other 

PH Total 34 18 (53) 5 (15) 5 (15) 0 (0) 6 (18) 

RGH Total 48 31 (65) 8 (17) 10 (21) 2 (4) 1 (2) 

Total 86 49 (57) 13 (15) 15 (17) 2 (2) 7 (8) 

 
The use of PP-455 has increased from 2016 (33%). The use of sliding scales has decreased since 2015 
(34%). 
 
Table 2: Summary of those insulin orders in 
patients eligible for PP-455 (ie, not  
continued on home dose or on intensive protocol) 

 

Total # of 
eligible 
patients  

PP-455 
(%) 

Sliding 
Scale (%)  

PH Total 29 18 (62) 5 (17) 

RGH Total 40 31 (78) 8 (20) 

Total 69 49 (71) 13 (19) 

 

 
Table 4: PP-455 and sliding scale orders by 
specialty 

 Department/Section 
PP-455 
(n=49) 

Sliding 
Scale 
(n=13) 

Cardiology 1  

Critical Care 
Associate 2 

3 

Critical Care Medicine  1 

Emergency Medicine 1 2 

Endocrinologist 6  

Family Medicine 2 1 

Hospitalist  7  

Internal Medicine 17 1 

Neurology 1  

Oncology 2  

Psychiatry 1  

Resident/Clerk 8 2 

Respirology 1  

Surgery  3 
 

Table 3: PP-455 and sliding scale orders by area 

Unit 
PP-455 
(n=49) 

Sliding Scale 
(n=13) 

PH-5D     

PH-4A 1   

PH-4B 1   

PH-4C 3   

PH-4D 1 4 

PH-3A     

PH-3B 3   

PH-3D 4 1 

PH-ICU     

PH-SSU     

PH-MSU 4   

PH-ER 1   

RGH-6A 1 3 

RGH-6F 8   

RGH-5A 2   

RGH-5E 1   

RGH-5F 1   

RGH-3E 5   

RGH-3F 2 1 

RGH-CCU 1   

RGH-CSU 4   

RGH-ST 2   

RGH-MBU     

RGH-SSU     

RGH-MICU 1 3 

RGH-SICU     

RGH-1DE 1   

RGH-1DW 1   

RGH-ER 1 1 
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Figure 1: Year-over-year utilization of PP-455 and sliding scales 

 
  
Discussion 
In this one-day chart audit, approximately 49 of 86 (57%) insulin orders used the PPO. Of those eligible 
for the PPO (ie, those with orders on a PPO or from a sliding scale), approximately 71% use the PPO. Of 
all insulin orders, 17% are continuation of home insulin doses, which is the preferred regimen assuming 
it will control blood sugars and is recommended by the Canadian Diabetes Association. The primary 
insulin prescribers and the leading users of the PPO are the Internal Medicine department and medical 
learners (Residents and Clerks). 
 
Conclusion 
Continued increase in utilization of the PPO, and simultaneous decrease in the utilization of sliding 
scales. This aligns with recommendations from leading authorities (eg, CDA, CADTH, etc). 
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