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* Rising oncology drug costs have increased interest in stewardship strategies that reduce waste Dose-Rounding Eligibility & Utilization
while maintaining efficacy and patient safety.

Figure 2. Dose Rounding Utilization * Atotal of 71 chemotherapy doses were evaluated during the 6-month study period.
Before and After Policy Implementation * 59 doses (83%) met criteria for dose rounding within +10% of the prescribed dose.

Figure 1. Dose Review and Eligibility Flow

 Chemotherapy dose rounding to the nearest vial size within £10% of the prescribed dose is
supported by HOPA and prior literature as a safe and effective cost-savings strategy.-23

inadequate policy adherence.
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* |dentify the operational impact of failed implementation despite institutional approval.

Pre-Policy Implementation Post-Policy Implementation
( Eligibility defined as doses within +10% of the nearest vial size. J
Note: Eligibility defined as doses within £10% of the nearest vial size. . . . .

effective oncology stewardship strategy that reduces drug waste and overall medication

Study Design Inclusion Criteria expenditures without compromising clinical outcomes.'3
* Retrospective observational analysis e Adult patients (218 years) * Implementation gap: Despite strong clinical rationale, institutional approval, and pharmacist

conducted at Good Samaritan Medical Center Inpatient administration of included Flgure 3. Estimated Cost Avoidance Over 6 Months Flgure 4. Potential Reduction in Chemotherapy Waste authorization to independently round eligible doses, implementation at our institution was

(West Palm Beach, FL) chemotherapy agents at GSMC unsuccessful.
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 Financial impact: Estimated missed savings exceeded $15,000 over 6 months, corresponding to

* Percentage of eligible doses rounded approximately $23,000-$30,000 annually at a single community medical center.

* Reduction in chemotherapy waste (mg) * These findings suggest that successful oncology stewardship and integration into routine clinical

practice requires more than policy approval alone and likely depends on:

Figure 5. Dose Eligibility for Dose Rounding Figure 6. ANNUALIZED COST IMPACT

The majority of evaluated doses met criteria
for dose rounding within £10%.

Table 1. Chemotherapy Agents Included

* Workflow integration

in Dose-Rounding Protocol

Agent Common Vial Sizes Evaluated

* Pharmacist engagement

e Standardized implementation processes
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