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 Newsletter’s Mission  
 

RxNews is a newsletter written by pharmacy residents, 

staff, and students. The goal of this newsletter is to 

provide new and up to date clinical information to all 

Sky Lakes Medical Center employees. If there is 

anything you would like to see included in future issues, 

please feel free to share your suggestions. We will do 

our best to include your ideas! Email us at:   
 

Kathryn.scott@skylakes.org  

and  

Fernando.amaya@skylakes.org  
 

Thank you for reading! - Sky Lakes Pharmacy Staff 

 

 

 

 

 

 

 

 

 

 

 

 

 

Complicated UTI and Pyelonephritis Order-Sets:  

 
In the beginning of January, order-sets for complicated UTIs 

and pyelonephritis will go live for provider use. These order-

sets will give providers antibiotic therapy options with set 

durations of therapy. Depending on the indications, the 

duration of therapy will change. If a fluoroquinolone is 

chosen for the patient, an indication will be required prior to 

prescribing (ex. allergy or first-line therapy).  

 

 
 

These order-sets are created for a PGY-1 Pharmacy Resident 

research project. This project will compare the usage of 

fluoroquinolones in UTI’s prior and post intervention. The 

duration of therapy will also be compared with the data 

collected. Results will be shared in the Spring 2023 

Newsletter. If there are any questions, please contact Katy 

Scott at kathryn.scott@skylakes.org.  

 

mailto:Kathryn.scott@skylakes.org
mailto:Fernando.amaya@skylakes.org
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Post- ACS Acute Medication Management  
Kathryn Scott, PharmD  

 

After an ACS event, medication management should be initiated in order to prevent recurrent events. Per the AHA/ACC 

Guidelines, supplemental oxygen, morphine, nitroglycerin, and anticoagulation therapy should also be implemented in 

patients if indicated.  

 
Antiplatelet Therapy Angiotensin-Converting 

Enzyme (ACE) Inhibitors  

Beta-Blockers Statins 

**Secondary Prevention** 

Aspirin  

- Dose: 75-162 mg daily 

indefinitely  

- Dose: 325 mg 

(percutaneous coronary 

intervention -PCI) with 

stent placement  

- Mechanism of Action: 

IRREVERSIBLY inhibits 

COX enzyme, resulting in 

decreased thromboxane 

A2 production. This 

decreases platelet 

aggregation  

Clopidogrel  

- Dose: Loading 300-600 

mg, then 75 mg daily  

- Mechanism of Action: 

IRREVERSIBLY binds to 

P2Y12 receptor, 

decreasing platelet 

activation  

Ticagrelor  

- Dose: 180 mg loading 

dose, then 90 mg twice 

daily  

Prasugrel 

- Dose: 60 mg loading 

dose, then 10 mg daily  

 

AHA/ACC Guidelines: 

Recommend clopidogrel 75 mg 

daily for up to 12 months in 

combination with ASA to 

prevent secondary 

cardiovascular events in 

patients who have had ACS 

 

Ramipril, Captopril, and 

Lisinopril  

- Direct CV protective 

effects by: increasing 

vasodilator bradykinin, 

reduce plasma 

aldosterone (blocking 

RAAS), and reducing 

vasoconstrictor 

angiotensin II 

concentrations  

- Improves: endothelial 

function, stabilization 

of plaque, fibrinolysis, 

and reduces neointimal 

(extra cell) formulation  

  

AHA/ACC Guidelines:  

Recommend use of ACE 

inhibitors in patients with left 

ventricular ejection fraction 

<40% and patients with 

diabetes, hypertension, and/or 

chronic kidney disease. 

Should be initiated 24 hours 

after admission and continued 

indefinitely in patients.  

*Unless patient <100 mmHg 

SBP or bilateral renal artery 

stenosis*  

 

Alternatives: ARBs 

 

Atenolol, Metoprolol 

Tartrate, Bisoprolol, and 

Propranolol (& Carvedilol) 

- Shown to reduce 

recurrent MI, CV death 

along with atrial or 

ventricular arrhythmia, 

and sudden cardiac 

death  

- Benefits: decrease HR, 

BP, myocardial 

contractility, improved 

diastolic filling, and 

decreasing myocardial 

workload  

- Target Dosing:  

 Atenolol: 100 

mg/day  

 Metoprolol 

Tartrate: 200 

mg/day  

 Bisoprolol: 10 

mg/day  

 Propranolol: 240 

mg/day  

- Carvedilol is FDA 

approved for patients 

with left ventricular 

dysfunction following 

MI (target dose= 

50mg/day)  

 

AHA/ACC Guidelines:  

Recommend indefinite use of 

beta-blockers to prevent 

secondary cardiovascular 

events in patients who have 

has ACS 

 

Alternative: non-

dihydropyridine calcium 

channel blockers 

Atorvastatin, Rosuvastatin, 

Simvastatin  

- Mechanism of Action: 

reduce hepatic 

cholesterol synthesis 

through inhibition of 

HMG-CoA reductase 

enzyme- blocking 

cholesterol synthesis 

and increasing hepatic 

LDL cholesterol 

receptor activity  

- CAD LDL <100 

mg/dL  

- CAD with diabetes, 

metabolic syndrome, 

active smoking: LDL 

<70 mg/dL  

- High Risk Patients= 

High Statin  

Ezetimibe:  

- Mechanism of Action: 

reduction of dietary 

cholesterol absorption 

at a level of intestinal 

brush border  

 

AHA/ACC Guidelines:  

Recommend High-Intensity 

statin therapy should be 

initiated or continued in all 

patients with NSTE-ACS and 

no contraindications to its 

use  

 
References: Ryan TJ, Anderson JL, Antman EM, Braniff BA, Brooks NH, Califf RM, Hillis LD, Hiratzka LF, Rapaport E, Riegel BJ, Russell RO, Smith EE 

3rd, Weaver WD. ACC/AHA guidelines for the management of patients with acute myocardial infarction: executive summary. A report of the American 

College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee on Management of Acute Myocardial Infarction). 
Circulation. 1996 Nov 1;94(9):2341-50. doi: 10.1161/01.cir.94.9.2341. PMID: 8901709. 
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Quick Tips for Insulin 
Kathryn Scott, PharmD  

 

Insulin is a hormone that is created by the beta cells within the pancreas and helps regulate the amount of glucose in the blood stream. Alpha 

cells create glucagon within the body. With each meal, the beta cells release insulin to help the body store/use glucose in the blood.  

 

The beta cell creates proinsulin that is then broken down into two pieces. These pieces are insulin and C-peptide. C-peptide is used when 

determining the treatment options for patients because it is a direct measurement of how much insulin a patient is making prior to 

intervention. Patients with type 1 diabetes do not have any C-peptide levels because the body is unable to make insulin. The beta cells are 

normally destroyed. In this patient population, insulin is one of the only treatment options to help maintain glucose levels after meals. 

Patients with type 2 diabetes have variable C-peptide levels depending on the progression of disease (early vs late stage). However, this 

insulin is not an adequate amount for the body to maintain control of blood sugars. Patient’s with type 2 diabetes may be on insulin therapy 

but also have alternative options (SGLT-2 inhibitors, GLP-1, metformin, etc) depending on different comorbidities and tolerability.  

 
Insulin  Overall Information  
Rapid-Acting  - Onset of Action: 15 minutes  

- Peak: 1-2 hours  

- Duration/Effectiveness: 2-4 hours  

Examples: Insulin Aspart (Novolog), Insulin Lispro (Humalog)  
 

Short-Acting/Regular   - Onset of Action: 30 minutes  

- Peaks: 2-3 hours  

- Duration/Effectiveness: ~3-6 hours  

Examples: Human Regular (Humulin R, Novolin R) 

 

Intermediate-Acting  - Onset of Action: 2-4 hours  

- Peaks: 12 hours  

- Duration/Effectiveness: 12-18 hours  
Examples: NPH (Humulin N, Novolin N) 

 

Long-Acting  - Onset of Action: Several hours  

- Duration/Effectiveness: trends to lower glucose levels for up to 
24 hours  

Examples: Degludec (Tresiba), Detemir (Levemir), Glargine (Basaglar, 

Lantus) 

 

Ultra Long-Acting - Onset of Action: 6 hours  

- Does not Peak  

- Duration/Effectiveness: up to 36 hours or longer  

Examples: Glargine U-300 (Toujeo) 

 

 

If the patient is admitted to the hospital, 

management of insulin may change from the 

outpatient regimen. However, at home 

dosage of insulin should be considered while 

implementing a sliding scale and/or long-

acting insulin in patients. Noncritically ill 

patients have glycemic goals of <140 

mg/dL fasting and <180 mg/dL at random. For 

critically ill patients, blood glucose targets are 

between 140 to 180 mg/dL. Other things to 

consider for patient safety includes 

hypoglycemia order-set medications in case of 

low blood sugar and diabetic diet while at the 

hospital. The management and insulin 

dosage should be individualized based on 

patient. 

 
References: American Diabetes Association. (2021).Insulin and Other Injectables-Insulin Basics. https://diabetes.org/healthy-living/medication-treatments/insulin-

other-injectables/insulin-basics; https://tmedweb.tulane.edu/pharmwiki/doku.php/insulin_regimens  

https://diabetes.org/healthy-living/medication-treatments/insulin-other-injectables/insulin-basics
https://diabetes.org/healthy-living/medication-treatments/insulin-other-injectables/insulin-basics
https://tmedweb.tulane.edu/pharmwiki/doku.php/insulin_regimens


 
 

 

Page 4 

Management of Hypertensive Crises 
Fernando Amaya, PharmD  

 

Hypertensive crises are generally classified as either urgencies or emergencies. While both are often defined as a systolic blood pressure 

greater than 180 mmHg and/or a diastolic blood pressure greater than 120 mmHg, the presentation is ultimately the difference between an 

urgency and an emergency. Patients with asymptomatic hypertension are said to be experiencing a hypertensive urgency, which does not 

require immediate intervention. When there is acute end-organ damage along with very high blood pressure, the patient is experiencing a 

hypertensive emergency.  

 

Hypertensive urgency can often be managed by encouraging adherence to home medications or titrating a home medication regimen. Many 

patients who are non-adherent to home antihypertensives will present with hypertensive urgency in clinic; part of the reason for their 

nonadherence is that they feel in good health even as their systolic pressure climbs the 200’s. As long as they remain asymptomatic, they 

can be treated on an outpatient basis. In fact, some episodes of urgency can be managed through non-pharmacologic interventions such as 

allowing the patient to relax for several minutes before measuring their blood pressure again.  

 

Hypertensive emergency is more severe due to the potentially irreversible effects of acute end-organ damage from high blood pressure, and 

should be evaluated and treated in the emergency department. Signs and symptoms of end-organ damage include agitation, focal neurologic 

deficits (as might be seen during a stroke), nausea, vomiting, chest pain, and shortness of breath/difficulty breathing. Therapeutic options are 

discussed in the table below: 

 
Drug Class Time to Effect Duration Dosing Side Effects 

Esmolol Beta-1 receptor 

antagonist 

Within 2 minutes 10 – 30 mins 0.5 – 1 mg/kg IV bolus followed 

by 50 – 300 mcg/kg/min 

Hypotension, 

dizziness, nausea, 

headache 

Labetalol Alpha-1 selective, 

beta non-selective 

antagonist 

Can be as quick as 

20 mins, peak 

effect within 2 hrs 

4 hrs 5 – 20 mg every 10 minutes; 

daily cumulative dose should 

generally not exceed 300 mg 

Hypotension, 

dizziness, nausea, 

headache 

Nicardipine Calcium channel 

blocker 

5-15 mins 4 – 6 hrs 5mg/hr IV, titrating up to effect 

every 5 minutes, with a max of 

15 mg/hr 

Headache, 

hypotension, 

tachycardia, 

peripheral edema 

Enalaprilat ACE-I 15 mins 12-24 hrs 1.25 – 5 mg IV every 6hrs Headache, 

dizziness, 

angioedema, AKI 

Nitroglycerin Direct vasodilator Immediate 3 to 5 mins 5 mcg/min, titrated every 3 to 5 

minutes up to a max rate of 200 

mcg/min 

Tachyphylaxis after 

48 hours, , 

hypotension, 

headache 

Hydralazine 

 

Direct arterial 

vasodilator 

5 – 20 mins 2 – 12 hrs 10 – 20 mg IV every 6hrs PRN Tachycardia, 

angina, flushing 

Clevidipine Calcium channel 

blocker 

2 – 4 mins 5 – 15 mins 1 – 2 mg/hr initial, may double 

every 90 seconds to effect. Max 

dose not established, but limited 

by lipid formulation 

Hypersensitivity, 

pancreatitis, 

hypotension, reflex 

tachycardia 

 

Despite the potential severity of hypertensive emergencies, it is most appropriate to lower the blood pressure by ~20% in the first hour to 

prevent ischemia to major organs. In certain scenarios, such as an aortic dissection or rupture of a major blood vessel, the benefits of more 

aggressive blood pressure control may outweigh the risks. Conversely, ‘permissive’ hypertension may be desirable to maintain tissue 

perfusion in other scenarios, such as an acute ischemic stroke. As such, blood pressure management in these situations is approached case-

by-case.  

 
Reference: Whelton P, Carey R, Aronow W, et al. 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Prevention, Detection, 

Evaluation, and Management of High Blood Pressure in Adults. J Am Coll Cardiol. 2018 May, 71 (19) e127–e248. 
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Influenza Pharmacotherapy Update  
Fernando Amaya, PharmD  

 

Per the latest CDC update, the 2022 – 2023 season to date has seen 13 million influenza illnesses, 120,000 hospitalizations and 7300 deaths 

in the United States. Below are antivirals available on the market for influenza treatment and chemoprophylaxis. Due to ongoing shortages, 

it may be challenging for patients to fill a prescription for oseltamivir on an outpatient basis. Accordingly, baloxavir is favored for treatment 

of acute, uncomplicated influenza in patients who can go home due to ease of dosing and a favorable side effect profile, and oseltamivir is 

preferred for patients who will be hospitalized.  

 
Drug Recommended Ages Side effects Considerations  

Oral Oseltamivir 

(Tamiflu) 

Approved (or recommended) 

for all ages 

-Nausea and vomiting are common 

-Neuropsychiatric events (delirium, 

confusion and hallucinations) 

primarily in adolescents 

-Preferred in patients at high risk of 

complications who will be treated 

inpatient 

-Course is usually 5 days 

Oral Baloxavir 

(Xofluza) 

Approved for age 5 years and 

up 

-None relative to placebo -Recommended for acute, uncomplicated 

influenza if less than 48 hours since 

symptom onset 

-Administered as a one-time dose 

Inhaled zanamivir 

(non-formulary) 

Approved for age 7 years and 

up 

-Bronchospasm, especially with 

underlying respiratory disease 

-Neuropsychiatric events 

-Not recommended in people with 

chronic respiratory diseases such as 

asthma or COPD 

Intravenous peramivir 

(non-formulary) 

Approved for age 6 months and 

up 

-Skin reactions, diarrhea 

-Neuropsychiatric events 

-Injectable medication, only available at 

certain institutions  

 

Is my patient at high risk for complications? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patients with the above conditions/in the above categories may be considered high risk for influenza complications. Other chronic diseases, 

such as liver disorders, COPD and sickle cell anemia, may also be considered risk factors.  

 

Pearls: 

 Antivirals will be most effective if started within 48 hours of symptom onset. Benefit in low-risk patients is questionable outside 

of this window.  

 Oseltamivir is indicated in patients who are at high risk for complications from influenza even if it has been more than 48 hours 

since symptom onset, but starting within the window still provides the greatest benefit. 

 Other than zanamivir, the above antivirals require dose adjustments for renal dysfunction. Please contact pharmacy if there are any 

questions or concerns about medication dosing.   

 
Reference: Centers for Disease Control and Prevention. Emergency Preparedness and Response. Interim Guidance for Clinicians to Prioritize Antiviral Treatment of 

Influenza in the Setting of Reduced Availability of Oseltamivir. https://emergency.cdc.gov/han/2022/han00482.asp 
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Drug Shortages 

 
 

 
 

 

 

 
 

 

● Amoxicillin (ALL including 

Augmentin)  

● Albuterol .5%/5 ml Inhaled solution 

● Alfenta 5ml ampules 

● Bupivacaine and Bupivacaine/Epi 

.25% and .5% all sizes 

● Calcium Gluconate all vials 

● Dextrose 50% syringes 

● Diltiazem (ALL) 

● Dobutamine piggybacks 

● Epinephrine Emergency syringes 

● Eptifibatide all vials  

● Famotidine injection  

● Fentanyl Inj (various sizes) 5 ml 

and 10 ml 

● Gentamycin 80/2 ml vials 

● Indigo Carmine 

● Iron Dextran Injection  

● Lidocaine and Licocaine 

w/epi all concentrations 

● 2% Lidocaine HCL topical 

jelly   

● Lorazepam Inj 2 mg/ml 

● Potassium Chloride (All) 

● Ropivacaine Inj all sizes 

and strengths 

● Sodium Bicarb syringes 

● Sodium Phosphates 

● Sterile Water – 100 ml 

● Tylenol (Pediatric 

Suspension and 

Suppositories)  

 

 


