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Abbonizio, Lindsay | Orlando Health - Orlando Regional Medical Center (PGY2
Resident) | Igabbonizio@gmail.com

Evaluating the Impact of a Revised Venous Thromboembolism Prophylaxis
Enoxaparin Dosing Strategy in Obese Trauma Patients

Background: Venous thromboembolism (VTE) is a common cause of morbidity and mortality
after traumatic injury, affecting up to 44% of hospitalized trauma patients. The Eastern
Association for the Surgery of Trauma Practice Guidelines recommend subcutaneous
enoxaparin over unfractionated heparin (UFH) for VTE prophylaxis. However, obesity alters
enoxaparin pharmacokinetics and may result in subtherapeutic anti-Xa levels when standard
enoxaparin dosing (30-40 mg every 12 hours) is used. As a result, obese trauma patients
may require higher doses of enoxaparin to achieve target anti-Xa levels. The Western
Trauma Association 2020 update to the VTE guideline recommends enoxaparin 40 mg every
12 hours for adult trauma patients = 50 kg as the standard dose, while suggesting that
weight-based dosing (0.5-0.6 mg/kg every 12 hours) may be considered in patients with
normal renal function. In October 2023, a revised weight-based enoxaparin dosing guideline
for VTE prophylaxis in obese trauma patients was implemented at our institution. Previously,
patients with a BMI = 35 kg/m2 received enoxaparin 40 mg every 12 hours, while those with
BMI < 35 kg/m2 received 30 mg every 12 hours. Under the updated guideline, trauma
patients with a BMI = 30 kg/m2 receive enoxaparin 0.5 mg/kg every 12 hours. Although prior
studies support the safety and efficacy of weight-based and BMI-stratified dosing, direct
comparisons are limited. The objective of this study was to evaluate the effectiveness of the
updated weight-based strategy for initial dosing of enoxaparin compared to the previous
enoxaparin dosing strategy for VTE prophylaxis in obese trauma patients.

Methodology: This retrospective chart review was conducted at a level | trauma center.
Adult trauma patients with a BMI = 30 kg/m2 who received twice-daily enoxaparin for VTE
prophylaxis with at least one appropriately drawn anti-Xa level were included. An anti-Xa
level was considered appropriate if obtained 3-6 hours after at least the third consecutive
enoxaparin dose. Patients admitted between April 2021 and June 2025 were eligible.
Exclusion criteria included creatinine clearance < 30 ml/min at enoxaparin initiation,
pregnancy, incarceration, or age < 18 or > 88 years. Patients were stratified by dosing
strategy: pre-group receiving non-weight-based dosing and post-group receiving weight-
based enoxaparin 0.5 mg/kg every 12 hours using actual body weight. The primary outcome
was attainment of initial anti-Xa level within target range (0.2 - 0.5 IU/mL). Secondary
outcomes included the number of enoxaparin dose adjustments, attainment of goal anti-Xa
levels after dose adjustment, time to goal anti-Xa levels, and rates of subtherapeutic or
supratherapeutic levels. Nominal data was evaluated using the chi-squared test and
continuous data using the Mann-Whitney U test, with statistical significance defined as p <
0.05.

Results: A total of 511 patients were screened with 310 patients included in the analysis.
Baseline characteristics were similar between groups (Table 1). Median starting dose was
lower in the pre-group vs the post-group (40 mg vs 60 mg, p < 0.001). For the primary
outcome, a greater proportion of patients in the post-group achieved an initial anti-Xa level
within target range (44.3% vs 75.7%, p < 0.001). A greater percentage of patients in the pre-
group had subtherapeutic levels during admission (55.7% vs 18.1%, p < 0.001), while more
patients in the post-group had supratherapeutic levels (0.9% vs 6.9%, p < 0.001). Time from
first dose and from admission to goal anti-Xa level were shorter in the post-group (p < 0.001,
table 2). Rates of bleeding events, enoxaparin reversal, and VTE occurrence after
enoxaparin initiation were similar (table 2).

Conclusion: Weight-based enoxaparin dosing (0.5 mg/kg every 12 hours) in obese trauma
patients was associated with higher rates of initial anti-Xa levels within goal and shorter time
to goal anti-Xa level compared to a dosing strategy utilizing BMI as a threshold for initial dose
adjustment. The trauma clinical pharmacy team were a major factor in achieving the
improvement observed with these results by authoring the updated institutional guidelines
that include the revised dosing strategy and place emphasis on early, appropriate anti-Xa

monitoring. Although the post-group had higher incidence of supratherapeutic levels, the
overall percentage was low, and bleeding events were similar between groups. Weight-
based dosing may reduce in-hospital VTE rates, though this was not statistically significant.
Limitations include the retrospective design, use of clinical-decision making, initial use of
UFH prophylaxis prior to enoxaparin, and the lack of repeat anti-Xa levels after dose
adjustments. These findings contribute to the limited literature regarding weight-based vs
BMl-stratified enoxaparin dosing in obese trauma patients. Larger, prospective, multicenter
studies are needed to improve generalizability and further evaluate clinical outcomes.

Abdelhalim, Karim | Memorial Regional Hospital (PGY1 Resident) |
karimashraf40@gmail.com

Analysis of Inmune-Related Adverse Events in a Diverse Patient Population
with Advanced Non-Small Cell Lung Cancer

Background: Immune checkpoint inhibitors (ICls) targeting PD-1, PD-L1, and CTLA-4 have
transformed the treatment of advanced malignancies, including non-small cell lung cancer
(NSCLC). However, pivotal ICl trials, including the KEYNOTE-189, have predominantly
enrolled White non-Hispanic (WNH) patients (>94%), limiting the generalizability of safety
outcomes. Emerging evidence suggests ethnic differences in the incidence and spectrum of
immune-related adverse events (irAEs), particularly among Asian patients, while data in
Black non-Hispanic (BNH) and White Hispanic (WH) populations remain limited. These gaps
underscore the need to evaluate real-world irAE outcomes in diverse populations. This study
aims to evaluate the incidence, type, management, and recurrence of irAEs among ethnically
diverse patients with advanced NSCLC treated with frontline ICls.

Methodology: A retrospective chart review was conducted of adult patients with advanced
NSCLC who received frontline ICl-based therapy between January 2021 and December
2024 at a large multisite community cancer center within the Memorial Healthcare System.
Collected data included demographics, race and ethnicity, ICI regimen, incidence and type of
irAEs, management strategies, and recurrence following ICI rechallenge. The primary
endpoint was overall irAE incidence. Secondary endpoints included irAE incidence by race
and ethnicity, irAE management patterns, and recurrence after rechallenge. Group
comparisons were performed using appropriate parametric and nonparametric statistical
methods, with statistical significance defined as p<0.05.

Results: A total of 126 patients with advanced NSCLC receiving frontline ICls were included,
of whom 102 (81%) experienced at least one irAE. The cohort was ethnically diverse,
including 49% WNH, 27% WH, and 24% BNH patients. The most common irAEs were
elevated liver function tests (LFTs) (52%), skin rash (25%), hypothyroidism (25%),
colitis/diarrhea (24%), and hyperthyroidism (16%). The majority of irAEs were Grade 1 (52%),
with Grade =3 events occurring in <2% of cases. Most irAEs were self-limiting (63%), while
17% required systemic corticosteroids and 4% required dose interruption. WNH patients had
a significantly higher odds of experiencing any irAE when compared to WH patients (OR
2.98, 95% CI 1.01-8.78; p=0.043). WNH patients had significantly lower odds of elevated
LFTs compared to BNH patients (OR 0.34, 95% CI 0.13-0.86; p=0.02). No other statistically
significant differences were observed between ethnic groups, though trends suggested
variability in toxicity patterns across populations. When compared to KEYNOTE-189, our
real-world cohort demonstrated a substantially higher overall incidence of irAEs (81% vs
24.8%). Elevated LFTs (52% vs 12%), hypothyroidism (25% vs 7%) and hyperthyroidism
(16% vs 4%) were notably more frequent in our population.

Conclusion: In this diverse real-world cohort of patients with advanced NSCLC, irAEs were
common and demonstrated variability across racial and ethnic groups, with the highest
incidence observed among WNH patients, followed by BNH and WH patients. The incidence
of specific irAEs also varied by race and ethnicity, with LFT elevation occurring
predominantly in BNH patients and hypothyroidism in WH patients. Overall, irAEs were
common and predominantly low grade but occurred at a substantially higher overall
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incidence compared to the less diverse KEYNOTE-189 trial. These findings highlight the
importance of increased ethnic representation to better characterize ICl safety profiles and
inform equitable treatment decisions.

Aboueljoud, Leena | UF Health Spanish Plaines (PGY1 Resident) |
laloon8898@hotmail.com

Evaluation of proton pump inhibitor use in patients admitted with a fracture

Background: Proton pump inhibitors (PPIs) are among the most widely prescribed
medications worldwide and are included in the World Health Organization’s List of Essential
Medicines. Since gaining over-the-counter status in 2003, their use has continued to rise.
Despite this widespread use, current FDA labeling includes a warning regarding an increased
risk of bone fractures with long-term PPI therapy, although no definitive mechanism for this
has been established. The warning emerged after multiple studies identified an association
between prolonged PPl use and an increased risk of hip fractures. This study aimed to
evaluate outpatient PPI use in patients admitted with a fracture at UF Health Central Florida.

Methodology: A retrospective, cross-sectional study of patients admitted to UF Health
Central Florida Hospitals for a fracture from July 1st 2025 to September 1st 2025 was
conducted. Patients who were younger than 18 years of age, and those who’s prior to
admission medications were not reviewed, were excluded. Patients were categorized based
on PPI exposure status at the time of admission. The primary outcome was the percentage
of patients admitted for fracture that were on an outpatient PPI. Additional data collected
included age, sex, body mass index (BMI), history of osteoporosis, outpatient steroid use,
and smoking. The secondary outcome was the composite of risk factors for fractures (BMI,
smoking, steroid use, and osteoporosis diagnosis). Fisher's exact test was used for statistical
analysis for both primary and secondary outcomes.

Results: A total of 386 patients were evaluated with 167 of them meeting inclusion criteria.
Of the patients who were included, over half were female (64.7%). The average age was 75,
with a median age of 80. Although a large portion of the patients were of healthy weight
(44.9%), around 46% of them were either overweight or obese. For those admitted with a
fracture, 24% of patients included were on an outpatient PPI versus 76% who were not, (52%
difference, p<0.001). For the secondary outcome, 91.6% of those included had at least one
risk factor for fractures compared to 8.4% who did not have any risk factors (83.2%
difference, p<0.01). Risk factors observed in the cohort were outpatient steroid use (6, 3.6%),
smoking (94, 56.3%), osteoporosis (59, 35.3%), and BMI categories of underweight (14,
8.4%), overweight (41, 24.6%), and obese (36, 21.6%).

Conclusion: Prior studies conducted at UF Health Central Florida demonstrated that a large
portion of hospitalized patients are initiated on PPIs, however, this study did not show higher
fracture rates with the utilization of PPIs in the outpatient setting. A higher incidence of
fracture-related risk factors was observed among sampled patients, suggesting that multiple
elements may contribute to fracture risk. Although this study did not show an association
between PPI use and fractures, several other studies have shown correlation with PPl use
and fracture risk. Based on these studies and potential adverse effects, utilization of PPIs
should be evaluated for the individual patient with the risk versus benefits evaluated.

Abrahante, Jennifer | Baptist Hospital of Miami (PGY2 Resident) |
jennifer.abrahantepharmd@gmail.com

Evaluation of Sedation Compliance With Neuromuscular Blocker Use in the
Intensive Care Unit

Background: Neuromuscular blocking agents (NMBAs) are commonly utilized in critically ill
patients to facilitate endotracheal intubation and improve patient-ventilator synchrony.
NMBAs do not possess intrinsic sedative, anxiolytic, or analgesic properties, necessitating

adequate sedation prior to and throughout their use. Inadequate sedation may lead to
awareness with paralysis (AWP), a complication associated with significant psychological
morbidity. The Society of Critical Care Medicine & American College of Critical Care
Medicine guidelines emphasize the need for deep sedation (Richmond Agitation-Sedation
Scale [RASS] —4 to -5) prior to NMBA initiation and the use of objective monitoring such as
Bispectral Index (BIS) titrated to 40-60 once paralysis is achieved. Despite these
recommendations, adherence to sedation practices is variable, and no standardized measure
exists within Baptist Health South Florida (BHSF) to assess compliance. This study aimed to
evaluate the adequacy and timeliness of sedation practices in patients receiving NMBAs in
critically ill patients.

Methodology: This multi-center, retrospective, IRB-exempt, chart review included adult
patients receiving continuous infusion paralytics for = 2 hours in the ICU from November
2024-November 2025 across 7 hospitals within BHSF. Pregnant and incarcerated patients
were excluded. The primary outcome was the number of patients receiving adequate
sedation when receiving NMBA infusion, defined as either a documented RASS of -4 or -5 at
the time of NMBA initiation or a documented BIS between 40 to 60 within 2 hours of NMBA
initiation. Secondary outcomes included time to first documented BIS and the average time
from NMBA initiation to first goal BIS.

Results: A total of 110 patients were evaluated. Adequate sedation was achieved in 56% (n
= 62) of patients, while 44% (n = 48) had inadequate sedation. At NMBA initiation, 38
patients had adequate RASS scores. BIS monitoring was obtained in 64% (n = 70) patients.
Among those not meeting criteria based on adequate RASS, 24 achieved target BIS within 2
hours. Mean time to first goal BIS was approximately 9 hours. Of the 42 patients with
documented BIS within 2 hours, 86% (n = 36) achieved goal BIS within 2 hours.

Conclusion: Sedation practices in patients receiving NMBAs was inconsistent with 56% of
patients meeting criteria for adequate sedation. BIS monitoring was commonly used however
initiation was often delayed. Early BIS use was associated with a high rate of achieving goal
sedation, identifying an opportunity for more timely and standardized sedation practices.
These findings highlight the need for system-wide interventions, including alerts for NMBA
orders to ensure adequate titration of sedation to goal BIS as well as ongoing education on
deep sedation, timely BIS placement, consistent documentation, and reassessment after
NMBA discontinuation.

Abreu Cruz, Jessiry | Orlando Health- Orlando Regional Medical Center (PGY1
Resident) | jessirymarie@gmail.com

Evaluation of the efficacy and safety of high dose enteral naloxone for
treatment of opioid induced constipation in critically ill patients

Background: Continuous opioid infusions are essential for analgesia and sedation in
mechanically ventilated ICU patients. However, they are commonly associated with opioid-
induced constipation (OIC), which occurs in up to 83% of patients, prolonging the ICU stay
and impairing medication absorption. Enteral naloxone, a y-opioid receptor antagonist with
low oral bioavailability (<2%), primarily acts in the gastrointestinal tract. However, systemic
absorption may still occur with the potential to precipitate opioid withdrawal or reverse
analgesia, which raises safety concerns when higher doses are used. Previous ICU trials
have only evaluated relatively low total daily doses of naloxone ranging from 3-8 mg/day. As
a result, there is limited data assessing the safety and efficacy of higher doses. At our
institution, enteral naloxone is frequently used, but practice patterns vary, with dosing ranging
from 6-32 mg/day. The purpose of this study is to evaluate the safety and efficacy of enteral
naloxone in ICU patients, specifically comparing initial doses of <12 mg/day (standard-dose
group or SD) versus >12 mg/day (high-dose group or HD), to help identify optimal dosing
strategies that balance efficacy with safety.

Methodology: This was an IRB approved, retrospective, cohort chart review conducted at a
large community teaching hospital between September 2023 to September 2025. Patients
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met inclusion if they were between the ages of 18-88, received at least 24 hours of
continuous infusion opioid and either remained on continuous intravenous infusion or
scheduled enteral opioids at naloxone initiation for OIC. Patients were excluded for
incomplete EHR documentation or if they had a documented PMH of Crohn’s disease,
irritable bowel syndrome, chronic constipation defined by use of home laxatives, or major
abdominal surgery with large bowel resection. The primary efficacy outcome was time to first
bowel movement (BM) following the initial dose of enteral naloxone. Secondary efficacy
outcomes included the incidence of BM within 48 hours of naloxone initiation, number of
naloxone dosing escalations and total daily dose (TDD) of enteral naloxone at first BM.
Safety outcomes included within group analyses comparing 24 hours before naloxone and 24
hours after naloxone initiation in the following outcomes:opioid dosing requirements in
milligram morphine equivalent (MME), documented incidents of RASS scores +1 or greater
and documented incidents of Critical-Care Pain Observation Tool (CPOT) scores >2. Chi
squared or Fisher’s exact test was used for categorial data, Mann-Whitney U test for
continuous data and Wilcoxon Signed Rank Test for the safety outcomes. We estimated that
for 80% power, 198 total patients needed to be included.

Results: Baseline characteristics were similar (Table 1) with mostly medical ICU patients.
For the primary efficacy outcome, the median time to bowel movement was 22 hours in SD
and 21 hours in HD (p = 0.68), which suggests similar efficacy between both groups. For
other efficacy outcomes, the incidence of a bowel movement within 48 hours did not differ
significantly between groups and naloxone dose escalation occurred in 11% of patients in SD
vs 13% of patients in HD. Additionally, naloxone TDD at the time of first bowel movement
was 12 mg in SD vs 16 mg in HD, which was statistically significant (p < 0.001). Regarding
safety outcomes, MME was the only variable that reached statistical significance in both
groups, increasing from 13 to 23 in the SD (p < 0.001) and from 15 to 38 in the HD (p =
0.001). (Table 2). This raises concern about significantly higher opioid consumption seen
after naloxone initiation. This study has several limitations, including its retrospective and
single-center design. Additionally, dosing in SD was relatively high with overwhelming
majority receiving the maximum dose allowed for that group. Although a significant difference
in TDD was observed, a lower median TDD in SD would have provided a more optimal
comparison. Finally, our study did not meet power based on our calculations for the primary
outcome; however, the numerically similar results of 22 vs. 21 hours are sufficient to
conclude that most likely there is not a clinically significant difference in time to first bowel
movement.

Conclusion: In critically ill patients with opioid-induced constipation, time to BM was similar
in both groups with first BM observed within 24 hours from enteral naloxone initiation in each
group. Both groups experienced significant increases in use of opioids after naloxone
initiation, which is concerning. Based on these findings, our institution is implementing
changes to support the use of lower dosing strategies upon initiation. Future studies with
stronger methodology are warranted to evaluate enteral naloxone use for OIC in the critically
ill to better define safe and effective dosing strategies, especially at lower doses.

Agyare, Kezia | Tallahassee Memorial Healthcare (PGY1 Resident) |
Keziagyare@gmail.com

Comparison of daptomycin vs vancomycin treatment outcomes in
uncomplicated methicillin resistant Staphylococcus aureus bacteremia

Background: Uncomplicated MRSA bacteremia is defined as adult patients with positive
MRSA blood culture results in the absence of endocarditis, implanted prostheses, and
metastatic sites of infection. In 2017, there were 120,000 cases of MRSA bacteremia and
20,000 deaths associated with MRSA bacteremia reported in the United States. According to
the Infectious Diseases Society of America (IDSA) guidelines, the standard therapy for
MRSA bacteremia is treatment with IV vancomycin or daptomycin for at least two weeks. Due
to emerging literature suggesting improved MRSA bacteremia outcomes with daptomycin, a

comparison between these antibiotics warrants further investigation. The purpose of this
study is to evaluate the efficacy of daptomycin compared to the standard of therapy
vancomycin.

Methodology: This retrospective chart review of electronic medical records between October
1, 2023, and September 30, 2025, was conducted at Tallahassee Memorial Healthcare
(TMH): a 772-bed community teaching hospital. Adults 18 years of age or older, presenting
to TMH with positive MRSA blood cultures that were treated for bacteremia were screened
for inclusion. Patients who received either daptomycin or vancomycin were included in the
data collection. Patients were excluded if they were treated for endocarditis and
osteomyelitis, had implanted prostheses or metastatic sites of infection. In addition, patients
were excluded if they were pregnant or breastfeeding.

Results: The primary endpoint is to compare rates of treatment failure between daptomycin
and vancomycin in uncomplicated MRSA bacteremia. Treatment failure will be defined as:
bacteremia persistent for = 7 consecutive days, or a change in antibiotic therapy secondary
to persistent signs and symptoms of infection. Secondary endpoints include comparing the
length of stay, time to therapeutic treatment, inpatient mortality, readmissions for infection-
related complication, and adverse effects between treatment groups. None of the secondary
endpoints were statistically significant but of note, readmissions for infection-related
complications were higher 6 (22%) in the vancomycin group vs 8 (32%) in the daptomycin
group (p= 0.43)

Conclusion: In this study, patients in both groups received longer than recommended
treatment durations. These findings raise questions about the treatment duration for
antibiotics and suggest that there is a role for pharmacists in ensuring treatment durations for
antibiotics are appropriate before discharge. Patients in the daptomycin group had lower
rates of treatment failure further compounding its status as a reasonable alternative in
patients with uncomplicated MRSA bacteremia.

Alba, Austin | HCA Florida Brandon (PGY1 Resident) | austin.m.alba22@outlook.com
Evaluation of Emergency Department Culture Callback Processes for
Antimicrobial Stewardship Opportunities

Background: Emergency Department (ED) visits over the past decade have been on the
rise. Antibiotics are routinely prescribed and associated cultures obtained during these visits
even when patients are ultimately discharged. Follow up of these cultures through ED culture
callback programs have been shown to improve rates of appropriate antibiotic prescribing, in
turn theoretically reducing rates of resistance. While these systems are generally beneficial
for the patient, inconsistent interpretation of culture results can lead to unintended
consequences. Specifically, contaminated cultures may be misidentified as pathogenic in
patients presenting with no other signs of infection, prompting unnecessary antibiotic
exposure, return visits to the ED and additional testing. All of these increase patient burden,
healthcare costs and contribute to further increasing resistance rates. For this reason, it is
imperative to ensure that the callback process is both accurate and standardized. This study
aims to evaluate the relationship between current callback management and patient return
rates to the ED in an effort to identify workflow gaps and further optimize the callback
process. Findings from this analysis may inform the development of a standardized callback
protocol.

Methodology: This study is a single center, retrospective review of patients seen in the HCA
Florida Brandon Hospital ED and associated freestanding EDs between July 1st 2022 and
June 30th 2025. The electronic medical record (EMR) was used to identify patients who had
blood cultures obtained and were subsequently called to return to the ED within 7 days of
their initial visit for antibiotics secondary to positive results. Patients were excluded if they
were initiated upon the first visit, expired, transferred to another facility, returned after the 7
day cutoff or had a return visit for a reason not related to their initial blood cultures from the
previous visit.
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Results: A total of 212 patients met inclusion criteria during the study period. Among these,
25 patients (9.9%) were contacted for ED callback due to positive blood culture results. A
total of 6 of these patients were excluded; 3 were pediatric patients, 1 refused to return, 1
was transferred to another facility and the remaining 1 left against medical advice. Of the
remaining 19 callbacks, 9 cases (47%) were ultimately identified as contaminants. The most
commonly isolated contaminant was Staphylococcus epidermidis, accounting for 3 of 9
contaminant cases (34%), followed by Micrococcus luteus in 2 of 9 cases (22%). Regarding
antimicrobial management, 10 patients (53%) received appropriate therapy, while 9 patients
(47%) received inappropriate therapy. Of those patients who were called back to the ED for
positive cultures that ultimately were considered to be contaminant, the average length of
stay was 30.4 hours. A total of 212 patients met inclusion criteria during the study period.
Among these, 25 patients (9.9%) were contacted for ED callback due to positive blood
culture results. A total of 6 of these patients were excluded; 3 were pediatric patients, 1
refused to return, 1 was transferred to another facility and the remaining 1 left against
medical advice. Of the remaining 19 callbacks, 9 cases (47%) were ultimately identified as
contaminants. The most commonly isolated contaminant was Staphylococcus epidermidis,
accounting for 3 of 9 contaminant cases (34%), followed by Micrococcus luteus in 2 of 9
cases (22%). Regarding antimicrobial management, 10 patients (53%) received appropriate
therapy, while 9 patients (47%) received inappropriate therapy. Of those patients who were
called back to the ED for positive cultures that ultimately were considered to be contaminant,
the average length of stay was 30.4 hours. A total of 212 patients met inclusion criteria during
the study period. Among these, 25 patients (9.9%) were contacted for ED callback due to
positive blood culture results. A total of 6 of these patients were excluded; 3 were pediatric
patients, 1 refused to return, 1 was transferred to another facility and the remaining 1 left
against medical advice. Of the remaining 19 callbacks, 9 cases (47%) were ultimately
identified as contaminants. The most commonly isolated contaminant was Staphylococcus
epidermidis, accounting for 3 of 9 contaminant cases (34%), followed by Micrococcus luteus
in 2 of 9 cases (22%). Regarding antimicrobial management, 10 patients (53%) received
appropriate therapy, while 9 patients (47%) received inappropriate therapy. Of those patients
who were called back to the ED for positive cultures that ultimately were considered to be
contaminant, the average length of stay was 30.4 hours.

Conclusion: The results of this study identified a moderate proportion of blood culture
results as contaminants, with nearly half of callbacks resulting in unnecessary antibiotic
therapy. These findings highlight variability in culture interpretation and decision making,
which may contribute to avoidable ED return visits and increased healthcare utilization.
Implementation of a standardized callback protocol, including clear criteria for contaminant
identification and antimicrobial stewardship guidance, may reduce inappropriate antibiotic
use and optimize patient outcomes. The results of this study identified a moderate proportion
of blood culture results as contaminants, with nearly half of callbacks resulting in
unnecessary antibiotic therapy. These findings highlight variability in culture interpretation
and decision making, which may contribute to avoidable ED return visits and increased
healthcare utilization. Implementation of a standardized callback protocol, including clear
criteria for contaminant identification and antimicrobial stewardship guidance, may reduce
inappropriate antibiotic use and optimize patient outcomes. The results of this study identified
a moderate proportion of blood culture results as contaminants, with nearly half of callbacks
resulting in unnecessary antibiotic therapy. These findings highlight variability in culture
interpretation and decision making, which may contribute to avoidable ED return visits and
increased healthcare utilization. Implementation of a standardized callback protocol,
including clear criteria for contaminant identification and antimicrobial stewardship guidance,
may reduce inappropriate antibiotic use and optimize patient outcomes.

Alexis, Annie | BayCare St. Joseph's Hospital (PGY1 Resident) |
annie.alexis.m@gmail.com

Closing the Gap: Improving Stop-Date Compliance for Inpatient Antibiotics

Background: Antimicrobial stewardship guidelines from the Centers for Disease Control and
Prevention (CDC), The Joint Commission (TJC), and the Infectious Diseases Society of
America (IDSA) emphasize the importance of defined durations of therapy and reassessment
of antibiotic regimens within 48—72 hours. These practices are critical to ensuring appropriate
antimicrobial use, minimizing unnecessary exposure, and promoting timely de-escalation
based on clinical response and microbiologic data. Failure to establish a defined duration of
therapy is associated with significant downstream consequences, including prolonged
antibiotic exposure, lack of timely reassessment, increased risk of antimicrobial resistance,
Clostridioides difficile infection, and adverse drug events. The absence of antibiotic stop
dates within electronic order workflows represents a key systems-level gap that contributes
to inappropriate continuation of therapy. In 2025, the St. Joseph’s Hospital (SJH) Pharmacy
Department implemented a Medication-Driven Initiative (MDI) targeting antibiotic stop-date
compliance. This initiative focused on commonly utilized inpatient antibiotics, including
cefepime, ceftriaxone, clindamycin, daptomycin, linezolid, meropenem, ampicillin-sulbactam
(Unasyn), and piperacillin-tazobactam (Zosyn). Patients with active antibiotic orders for
greater than or equal to 72 hours without a documented stop date were identified through
daily reports. As part of the intervention, compliance with antibiotic stop dates was reported
during daily pharmacist Safety Huddles. Pharmacists were then assigned responsibility to
review antibiotic orders and follow up with providers to ensure appropriate duration of therapy
and documentation of stop dates. The institutional goal was to achieve greater than or equal
to 95% compliance for all antibiotic orders. This initiative aligned with a broader hospital
quality improvement opportunity focused on healthcare-associated infection (HAI) prevention
and antimicrobial stewardship. A process-focused improvement strategy was implemented,
with pharmacists reviewing daily antibiotic utilization reports and intervening in real time.
Baseline compliance in 2024 was 75%, with a target of 97% by December 6, 2025. The aim
of this retrospective chart review was to evaluate system-level contributors to missing
antibiotic stop dates for inpatient antibiotics at St. Joseph’s Hospital, such as computerized
provider order entry (CPOE) order statements lacking defined stop dates, order adjustments
without re-entering stop dates, and prescribing workflow workarounds.

Methodology: A retrospective chart review was conducted across St. Joseph’s Hospital
(SJH) and St. Joseph’s Children’s Hospital (SJCH) from May 1, 2025 through December 31,
2025. The study evaluated adult inpatients receiving select broad-spectrum and high-impact
antibiotics, including ampicillin-sulbactam (Unasyn), cefepime, ceftriaxone, clindamycin,
daptomycin, meropenem, linezolid, and piperacillin-tazobactam (Zosyn), with active orders
lacking a documented stop date for 272 hours. A total of 129 admitted patients met inclusion
criteria during the study period. Patients were included if they were adult inpatients receiving
one of the specified antibiotics and had an active antibiotic order for at least 72 hours without
a documented stop date. Patients were excluded if antibiotic orders were one-time doses,
designated as pre-operative or “as directed,” or if the antibiotics were outside the predefined
evaluation list. Data collected included patient demographics such as gender, facility, and
unit, as well as antibiotic utilization and total duration of therapy. Additional variables included
order characteristics, such as order sentence structure, documented indication, and timing of
antibiotic initiation and discontinuation. The presence of an infectious diseases consult and
prior antibiotic exposure within 90 days were also assessed. Stop-date status at discharge
and root causes for missing stop dates were analyzed to identify system-level contributors.
The primary outcome was to identify the origin of inpatient antibiotic orders without
documented stop dates. Secondary outcomes included average duration of therapy,
frequency of infectious diseases consults, prior antibiotic exposure, and categorization of
workflow-related contributors such as order sentence design, pharmacist order adjustments,
and prescribing workarounds. Descriptive statistics were used to analyze the data.
Continuous variables, such as duration of therapy, were reported as means with standard
deviation, while categorical variables were summarized as frequencies and percentages.
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Root causes for missing stop dates were stratified and analyzed by proportion to identify the
most common contributors and inform targeted process improvement interventions.

Results: A total of 129 patients met inclusion criteria. Piperacillin—tazobactam accounted for
the highest proportion of antibiotic orders without stop dates (50%) and was associated with
the longest average duration of therapy (7 days) and the lowest rate of documented
indications. Despite infectious diseases (ID) consultation occurring in approximately 37% of
cases, key documentation elements, such as stop dates and indications, remained frequently
incomplete. Cefepime (25%), ceftriaxone (11%), and meropenem (10%) were the next most
commonly prescribed agents, while use of ampicillin-sulbactam, clindamycin, and
daptomycin was minimal. Additionally, 51% of patients had prior antibiotic exposure within 90
days of admission. Analysis of antibiotic orders without a documented stop date identified
key system-level contributors. The most common causes were stop dates absent from the
order sentence (45%) and stop dates removed during workflow processes (44%). Less
frequent contributors included pharmacist removal of stop dates during order adjustments
(7%) and workflow issues related to saved favorite plans (4%). Among the orders where the
stop dates were absent from the order sentence, orders that were labeled as empiric therapy
accounted for the majority (72%), followed by febrile neutropenia (24%), with a small
proportion lacking a documented indication (4%). Orders with removed stop dates were most
commonly associated with complex infections, including intra-abdominal infections (42%),
osteomyelitis (17.5%), and complicated urinary tract infections (16%). These findings
highlight that missing antibiotic stop dates were primarily driven by system-level issues
related to order sentence design, prescribing workflows, and pharmacist verification
processes, rather than isolated provider factors.

Conclusion: Missing antibiotic stop dates were primarily driven by system-level factors,
including limitations in CPOE order sentence design, workflow-related removal of stop dates,
and gaps during pharmacist order verification, rather than isolated provider oversight.
Piperacillin—tazobactam was disproportionately affected, underscoring how high-utilization,
broad-spectrum agents are more vulnerable to documentation gaps and prolonged therapy.
Although infectious diseases consultation was involved in a portion of cases, incomplete
documentation persisted, indicating that clinical oversight alone is insufficient without
optimized system design. Empiric therapy represented the majority (72%) of orders lacking a
predefined duration, identifying it as the key contributor to missing stop dates. To address
this, the “empiric therapy” indication will be removed from order entry. Providers will instead
be required to select a specific indication, which will either include a predefined duration or
require entry of a stop date at the time of ordering. This approach aims to standardize
prescribing practices and ensure consistent inclusion of stop dates. Overall, these findings
highlight the importance of system-level standardization and pharmacist-driven interventions
in improving compliance. Optimizing order entry design and minimizing workflow-related
workarounds can strengthen antimicrobial stewardship efforts by promoting timely
reassessment and reducing unnecessary antibiotic exposure, adverse events, and
resistance.

Alirezaei, David | Boca Raton Regional Hospital (PGY1 Resident) |
davidalireza@hotmail.com

Retrospective, multi-hospital evaluation of pneumococcal urinary antigen
testing before and after a diagnostic stewardship educational campaign with
order set updates

Background: The pneumococcal urinary antigen test (PUAT) is a non-invasive assay used
to help diagnose community-acquired pneumonia (CAP) caused by Streptococcus
pneumoniae. Despite routine use, growing evidence suggests that PUAT has limited clinical
utility in hospitalized patients as the test frequently returns negative results and rarely
influences antimicrobial decision-making. National guidelines recommend PUAT be
considered for severe pneumonia. The purpose of this assessment was to determine the

effect of a diagnostic stewardship campaign on PUAT utilization, consisting of provider
education on appropriate PUAT ordering and removal of PUAT from electronic order sets.

Methodology: Data for PUAT orders were collected from seven academic community
hospitals (30 — 950 beds) across three phases: pre-intervention (phase I, July 2024-Jan
2025), education implementation (phase Il, Jan-July 2025), order set PUAT removal (phase
Il, July-Nov 2025). Chart review was performed on 100 patients per phase, and at least 20
positive results were included per phase. The primary outcome was the rate of IDSA
guideline-concordant PUAT ordering. Secondary outcomes included rate of PUAT positivity,
PUAT impact on antibiotic regimen, and hospital length of stay (LOS). System-wide data
beyond chart review was extracted from Oct 2023 through Feb 2026 and a cost of $28.34 per
test was applied to further describe resource implications.

Results: Total PUATSs ordered per phase were 3,566, 2,457, and 1,354, respectively. With
100 patients included for chart review per phase, the rate of positive PUAT in the reviewed
patients was 21%, 21%, and 20%, respectively (p=0.98). The rate of appropriate PUAT per
phase was 18%, 9%, and 21% per phase, respectively (p=0.055). All inappropriate PUATs
were due to non-severe pneumonia. Antibiotic therapy was narrowed within 24 hours for 7, 2,
and 4 patients per phase, respectively (p=0.2), resulting in a cumulative 20 days of
unnecessary atypical coverage avoided. Median hospital LOS was 4.2, 3.2, and 5.1 days per
phase, respectively (p=0.001). System-level data beyond chart review revealed 13,333 PUAT
orders over a 29-month period with a 2% positivity rate, which produced $377,857 in lab
costs.

Conclusion: A diagnostic stewardship campaign combining provider education and removal
of PUAT from order sets reduced PUAT volumes, but a high rate of inappropriate testing for
non-severe pneumonia persisted and the PUAT results rarely impacted antibiotic treatment.
With substantial costs to the health-system over time, these findings support consideration
for further interventions to reduce PUAT orders.

Algato, Dima | HCA Florida North Florida Hospital (PGY1 Resident) |
deema.walid.rph@gmail.com

Impact of pharmacist-led discharge interventions on 30-day hospital
readmissions

Background: Transitions of care, especially hospital discharge, are prone to medication
discrepancies and associated adverse drug events (ADEs), contributing to preventable
hospital readmissions. Studies show that up to 60% of medication errors occur during these
transitions1. Pharmacist-led discharge interventions including medication reconciliation and
education have demonstrated reductions in discrepancies and readmissions2. This study
aims to evaluate the impact of such interventions on 30-day hospital readmission rates
among older adults, hypothesizing that pharmacist involvement at discharge will reduce
readmissions.

Methodology: This single-center retrospective cohort study was conducted at HCA Florida
North Florida Hospital from April to September 2025. Patients aged 65 years or older who
had their home medications reviewed and reconciled on admission by pharmacy, and were
discharged with a history of congestive heart failure (CHF), acute myocardial infarction (AMI),
chronic obstructive pulmonary disease (COPD), coronary artery bypass graft (CABG),
pneumonia, stroke, total hip arthroplasty (THA), or total knee arthroplasty (TKA), identified
via ICD-10 codes were included. Patients were excluded if they were discharged to long-term
care, short-term rehabilitation, or hospice, left against medical advice, or were frequent
hospital utilizers (defined as five or more hospital admissions within three months). Data was
extracted from the hospital’s electronic health record system and Clinical Pharmacists
Workflow software. Baseline demographics (age, sex), primary admission diagnosis, and
discharge disposition were collected. The primary outcome was the 30-day hospital
readmission rate. Secondary objectives included a subgroup analysis of the intervention
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cohort to determine the relative impact of individual components on readmission. Chi-square
tests for categorical variables to assess differences between groups were utilized.

Results: A total of 2,181 patients met the inclusion criteria during the six-month study period.
Patients in the pharmacist-led intervention group (n=619) had a 30-day readmission rate of
16.5% (102/619), compared to 17.7% (277/1,562) in the control group. This resulted in a
Relative Risk Reduction (RRR) of 7.1%. Statistical analysis using a Pearson chi-square test
yielded a P value of 0.52, indicating that while the readmission rate was lower in the
intervention group, the difference did not reach the threshold for statistical significance.

Conclusion: Pharmacist-led discharge interventions demonstrated a clinically favorable
trend in reducing 30-day hospital readmissions among high-risk older adults. Although the
reduction did not achieve statistical significance in this cohort, the consistent decrease in
readmission rates and the positive relative risk reduction underscore the potential value of
pharmacist involvement in transitions of care. These findings suggest that pharmacist-led
standardized medication reconciliation and patient education at discharge are promising
strategies for improving post-hospitalization outcomes. Future studies with larger sample
sizes may further validate the impact of these essential clinical services on health-system
efficiency.

Alvarez, Sebastian | Winter Haven Hospital/Winter Haven Family Health Center Il (PGY2
Resident) | salvarez4396@gmail.com

Impact of Clinical Pharmacists on Glycemic Control in Primary Care Patients
with Diabetes

Background: Diabetes Mellitus (DM) affects 11.6% of the United States Population in 2021,
and 14.7% of all United States adults had diabetes. The percentage of adults with diabetes
increases with age, reaching 29.2% among those aged 65 years or older. 3.6 million adults
aged 20 years or older diagnosed with diabetes started using insulin within a year of their
diagnosis. DM is the seventh leading cause of death in the United States and among the
principal causes of end-stage kidney disease, lower extremity amputations, and blindness.
DM also greatly increases the risk for cardiovascular disease. Several studies have
highlighted the benefit of pharmacist interventions and pharmacist led programs for diabetes
management and reaching glycemic control. The main purpose of this study is to evaluate
the efficacy of pharmacist-led interventions on glycemic control.

Methodology: This is a prospective, single-group, pre-post observational study evaluating
changes in outcomes within participants over time in the outpatient Baycare Medical Group
FSU/WHH Family Medicine Residency Clinic. The enroliment window will be between
October 1, 2025 and December 31, 2025. This ensures that all participants enrolled in
December complete their 6-month follow up by July 1, 2026. The study population will
include adult patients with a current diagnosis of type 2 diabetes with a most recent
hemoglobin A1c (HbA1c) of 9% or greater in the past 90 days. Eligible patients will be
identified through the HER or provider referral. Informed consent will be obtained prior to
enrollment. All participants will receive a copy of the consent form, and confidentiality will be
maintained in accordance with institutional and HIPAA guidelines. Patients will be seen in
clinic for initial evaluation. Follow up visits will be performed every 4 weeks either in person
or via telehealth for medication titration, adherence support, glucose level review, and side
effect monitoring. The primary endpoint for this study is the change in hemoglobin A1c from
baseline to six months among patients enrolled in the pharmacist-led diabetes program.
Secondary outcomes include change in fasting plasma glucose and blood pressure from
baseline to six months.

Results: Between October 1st 2025 and December 31st 2025, 5 participants were enrolled
into the study, 3 (60%) were male and 2 (40%) were female with a mean baseline age of
59.40 (10.48). The mean baseline HbA1c was reduced by 3.28% (baseline HbA1c 11.48% vs
8.2%) among the participants within their 3 month follow up. Two of the five patients had a
significant decrease in HbA1c of greater than 5.5%. The mean change in systolic blood

pressure from baseline to 3 months was + 2 mm Hg ( 129mm Hg vs 131mm Hg). The
average change in weight from baseline to 3 months was + 1.12 Ibs ( 216.2 Ibs vs 217.32
Ibs). The most common reported adverse event was hypoglycemia, that occurred in 3 of the
5 patients (60%). The only medication discontinued during the study was insulin due to
hypoglycemia. The most common pharmacist interventions included the initiation of a GLP-1
agonist and/or SGLT-2 inhibitor, and insulin titration or deescalation.

Conclusion: This prospective single-group pre-post study demonstrates that pharmacist-led
interventions in a primary care setting can lead to clinically meaningful improvements in
glycemic control among patients with poorly controlled type 2 diabetes. Participants
experienced a substantial reduction in HbA1c within three months, with some achieving a
marked decrease exceeding a change of 5.5%. This highlights the potential impact of
intensive, pharmacist-driven management in collaboration with primary care physicians,
including resident physicians. These improvements were achieved through targeted
interventions including medication optimization, frequent follow up, and adherence support.
Changes in secondary measures such as blood pressure and weight were minimal. Despite
the small sample size and duration, this study supports the utilization of clinical pharmacists
in chronic disease management, particularly in the primary care setting.

Ameng, Francis | Tampa General Hospital (PGY1 Resident) | francisameng@gmail.com
SGLT2 inhibitors’ sparing effects on loop diuretic doses in decompensated
heart failure

Background: Effective decongestion is central to acute decompensated heart failure (ADHF)
management, with early euvolemia linked to improved symptoms, renal function, and
reduced short-term mortality. SGLT2 inhibitors have been shown to have cardiovascular
benefits by decreasing Major Adverse Cardiovascular Events (MACE) and are shown to be
safe in ADHF patients demonstrated on the EMPULSE study. Patients who are unable to
achieve therapeutically desired diuresis despite high doses of loop diuretics begin to develop
“diuretic resistance”. Diuretic resistance, defined as inadequate fluid loss (decrease in weight
<1 kg or negative fluid balance <1 L), despite high-dose loop diuretics, is associated with
worse outcomes and increased metabolic risk. Sodium-glucose cotransporter-2 inhibitors
(SGLT2i) have emerged as transformative in heart failure, reducing hospitalization and
cardiovascular mortality. Studies suggest SGLT2i augment decongestion via natriuresis and
osmotic diuresis, while preserving renal function and minimizing neurohormonal activation.
This study evaluates loop diuretic efficiency with the addition of SGLT2i in ADHF patients at
our institution. Diuretic efficiency helps detect how our patients responded to the synergy of
SGLT2i and loop diuretics based on total volume of urine output per mg of IV furosemide.
Low diuretic efficiency has been linked to poor long-term outcomes during decongestive
therapy. By assessing urine output and diuretic efficiency, this investigation adds to growing
evidence supporting SGLT2i as an adjunctive strategy for overcoming loop diuretic
resistance and shows their sparing effects on loop diuretic doses.

Methodology: This is an IRB-exempt, single-center, retrospective, cohort study of patients
admitted to the cardiac ICU between 12/1/2020 and 12/31/2024 with a primary diagnosis of
acute decompensated heart failure. We included patients who were 218 years of age,
admitted to the cardiac intensive care unit, receiving loop diuretics (furosemide, bumetanide,
torsemide), and were a new initiation to SGLT2i. We excluded patients if they had multiple
(22) re-admissions with prior use of SGLT2i at home, Type 1 Diabetes Mellitus, or were
pregnant. If patients had prior use of SGLT2i at home, a 48h washout period was required to
be included in this study. The primary objective of this study is to evaluate the impact of
SGLT2i therapy on loop diuretic dosing, change in urine output (UOP), and diuretic efficiency
(DE) in patients with ADHF. Secondary outcomes include assessing changes in weight, time
to diuretic de-escalation, average length of stay, and reasons for discontinuation such as
infection, euglycemic diabetic ketoacidosis (DKA), or hypotension. Data analysis was run
through Excel workbook functions. We performed a student paired t-test for parametric
cohort data comparisons. Continuous variables for primary outcomes, secondary outcomes,
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and baseline characteristics are presented as means with standard deviations. Based on our
expected effect size and variance, a sample size of n=83 participants was calculated to
provide 80% power at a two-sided a of 0.05. All analyses were designed to ensure adequate
power to detect clinically meaningful differences across study groups.

Results: A total of eighty-four patients were included in the study, 46 males (54.8%) with an
average age 66.8 years (SD= 13.5). Fifty-eight (69%) demonstrated a reduction in loop
diuretic doses after the addition of SGLT2i, with an average start time of 3.9 days (SD=3.32)
from initiation of loop diuretics. The average daily dose of loop diuretics was 189.8 mg
(SD=296) versus 113.7 mg (SD=178) in the pre-SGLT2i initiation and post-SGLT2i initiation,
respectively (p= 0.0472). The average UOP pre-SGLT2i was 2312.6 mL (SD=1058) versus
1942.3 mL (SD=1051) post-SGLT2i (p= 0.024). The average DE pre-SGLT2i was 25.8
mL/mg (SD= 22.7) versus 32.4 mL/mg (SD=35.9) post-SGLT2i (p= 0.15). For our secondary
outcomes, weight following SGLT2i initiation: pre SGLT2i: 93.1 kg, SD = 28.2; post SGLT2i:
86 kg, SD = 26.4. The mean time to IV to PO loop diuretic de-escalation was 4.8 days (SD =
4.2), and the average length of stay was 10 days (SD = 5.7). Patients overall tolerated
SGLT2i well, with no reported cases of euglycemic DKA, symptomatic hypotension, however
3 patients experienced urinary tract infections (UTlIs).

Conclusion: Overall, the addition of SGLT2i was associated with a reduction in the average
daily dose of loop diuretics. This effect was observed within an average of 3.9 days following
initiation of SGLT2i (p=0.0472). Although a reduction in urine output was observed following
the initiation of SGLT2i therapy (p=0.024), diuretic efficiency improved, as patients required
lower doses of loop diuretics to achieve comparable or enhanced response (p=0.15). These
findings suggest that the addition of SGLT2i may reduce loop diuretic requirements while
maintaining euvolemia and improved diuretic efficiency in hypervolemic ADHF however, the
data was not statistically significant.

Ansoanuur, Mwitse | UF Health Shands (PGY1 Resident) |
mwitse.ansoanuur@gmail.com

Evaluating the integration of patient reported outcome measures (PROMs) in
a specialty pharmacy for multiple sclerosis patients

Background: Multiple sclerosis (MS) is an autoimmune disease that affects the central
nervous system. Symptoms vary and can affect patients physically, psychologically and
impact quality of life. Disease modifying therapies (DMTs) do not cure MS but reduce relapse
rates and slow the progression of the disease. Because these therapies are complex,
expensive and require monitoring they are managed through specialty pharmacies. Patient
reported outcome measures (PROMs) are standardized questionnaires completed by
patients to provide a report of their health status independent of a clinician’s interpretation.
PROMs can help detect disease progression and can be used as an opportunity to bridge the
gap between scheduled provider evaluations. The multiple sclerosis impact scale (MSIS-29)
is a validated PROM, with 20 questions evaluating physical symptoms and 9 questions
evaluating psychological symptoms.

Methodology: A single center, observational study evaluating MS patients receiving therapy
via UF Health Specialty Pharmacy. Patients were included if they had a confirmed MS
diagnosis, were being seen by a UF neurologist and were receiving their MS therapy through
UF Health Specialty Pharmacy. Patients not seen by UF neurologists or refusing to complete
MSIS-29 were excluded. Pharmacist administered MSIS-29 through the Therigy platform to
establish a baseline for patients. Patient’s baseline scores were documented in the electronic
health record (EHR). Pharmacist then administered the MSIS-29 three months later and
documented any changes in the EHR. Subsequent follow-up’s of 3-6 months would continue
depending on change in scores from baseline. A significant change from baseline would
require a 3 month follow-up, a message routed to the patient’s provider informing them of the
significant change and moving forward the patient’s new score would be their baseline. A
significant change from baseline in the physical portion was an increase of 8 points or more

and an increase of 6 points or more in the psychological portion. Any changes that were not
significant would require a 6 month follow-up and no message routed to the patient’s
provider, only documentation of the patient’s score in the EHR. The primary outcome was the
number of successful interventions defined as a pharmacist sending a message to a patient’s
provider and receiving an acknowledgement. Secondary outcomes were number of changes
in therapy and number of changes in appointments due to MSIS-29 triggered interventions. A
single center, observational study evaluating MS patients receiving therapy via UF Health
Specialty Pharmacy. Patients were included if they had a confirmed MS diagnosis, were
being seen by a UF neurologist and were receiving their MS therapy through UF Health
Specialty Pharmacy. Patients not seen by UF neurologists or refusing to complete MSIS-29
were excluded. Pharmacist administered MSIS-29 through the Therigy platform to establish a
baseline for patients. Patient’s baseline scores were documented in the electronic health
record (EHR). Pharmacist then administered the MSIS-29 three months later and
documented any changes in the EHR. Subsequent follow-up’s of 3-6 months would continue
depending on change in scores from baseline. A significant change from baseline would
require a 3 month follow-up, a message routed to the patient’s provider informing them of the
significant change and moving forward the patient’s new score would be their baseline. A
significant change from baseline in the physical portion was an increase of 8 points or more
and an increase of 6 points or more in the psychological portion. Any changes that were not
significant would require a 6 month follow-up and no message routed to the patient’s
provider, only documentation of the patient’s score in the EHR. The primary outcome was the
number of successful interventions defined as a pharmacist sending a message to a patient’s
provider and receiving an acknowledgement. Secondary outcomes were number of changes
in therapy and number of changes in appointments due to MSIS-29 triggered interventions.

Results: To date, the MSIS-29 PROM has been successfully integrated into the UF Health
Specialty Pharmacy workflow via the Therigy platform and the health systems EHR interface
Epic. Among the initial cohort of 21 patients, the mean baseline scores were 43.48 (Physical)
and 44.49 (Psychological). There was a strong positive correlation between physical and
psychological sub-scores, highlighting the interconnected nature of MS disease burden. To
date, the MSIS-29 PROM has been successfully integrated into the UF Health Specialty
Pharmacy workflow via the Therigy platform and the health systems EHR interface Epic.
Among the initial cohort of 21 patients, the mean baseline scores were 43.48 (Physical) and
44 .49 (Psychological). There was a strong positive correlation between physical and
psychological sub-scores, highlighting the interconnected nature of MS disease burden. To
date, the MSIS-29 PROM has been successfully integrated into the UF Health Specialty
Pharmacy workflow via the Therigy platform and the health systems EHR interface Epic.
Among the initial cohort of 21 patients, the mean baseline scores were 43.48 (Physical) and
44 .49 (Psychological). There was a strong positive correlation between physical and
psychological sub-scores, highlighting the interconnected nature of MS disease burden.

Conclusion: This project establishes a pharmacist-led framework for proactive
diseasemonitoring in MS patients utilizing the MSIS-29. By leveraging specific
scoringthresholds to trigger clinical escalations, this model effectively bridges the
gapbetween routine neurology visits and unpredictable symptom progression. Baseline
analysis of the initial cohort demonstrated a substantial diseaseburden and a strong positive
correlation between physical and psychologicalsymptoms. These findings suggest that
specialty pharmacies are uniquelypositioned to integrate PROMs into standard practice,
facilitating moreresponsive and comprehensive patient care.

Ansong, Benedicta | University of South Florida Taneja College of Pharmacy/USF
Health (PGY2 Resident) | boansong@outlook.com

Health Disparities in Renal Protective Medications Use in Type 2 Diabetes

Background: Type 2 diabetes mellitus (T2D) is a common chronic disease resulting in
significant morbidity and mortality including chronic kidney disease and end-stage renal
disease. The American Diabetes Association strongly recommends ACE inhibitors or ARBs,
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SGLT2 inhibitors, and GLP-1 receptor agonist in correctly selected patients with T2D to
mitigate the risk of renal disease. Despite strong recommendations, renoprotective
medication use remains suboptimal. This study aims to evaluate health disparities in the use
of renoprotective medications among patients with T2D.

Methodology: This retrospective cohort study used electronic health record data from
outpatient primary care clinics with a one-year look-back period. Adults 218 years of age with
T2D were included. Exclusion criteria were heart failure, type 1 diabetes, pregnancy, renal
transplant, eGFR <30 mL/min/1.73 m?, systolic blood pressure <90 mm Hg, and diastolic
blood pressure <60 mm Hg. Multivariable ordinal logistic regression was performed to assess
the primary outcome of renoprotective therapy intensity (0 to 3 medication classes per
patient). Variables selected to include in the final model a priori were age, eGFR, sex,
race/ethnicity, and diastolic blood pressure. Additional variables tested for inclusion were
body mass index (BMI), glycated hemoglobin, insulin use, insurance status, endocrinologist
care, cardiovascular disease (CVD), and smoking status. Exploratory variables were included
in the final model if univariable ordinal logistic regression returned a p-value of <0.1. After
establishing the variables to include, age violated the proportional odds assumption. As such,
analyses were stratified by age and the results for patients <75 years of age are presented
here.

Results: A total of 1,654 patients aged <75 years with T2D were included. Mean * standard
deviation age was 60.2 years + 10.9, BMI was 32.4 kg/m? + 7.1, glycated hemoglobin was
7.15% + 1.49. No renoprotective agents were prescribed to 16.4% of patients, 40.5%
received one, 33.4% received two, and 9.6% received three. Variables included in the final
model were age, eGFR, race/ethnicity, BMI, glycated hemoglobin, diastolic blood pressure,
smoking status, CVD status, insurance status, insulin use, and endocrinologist care. In the
multivariable model, race/ethnicity was not associated with renoprotective therapy intensity.
Women had significantly lower odds of receiving higher-intensity renoprotective therapy
compared to men (OR 0.81, 95% CI 0.66—0.99, p=0.035). Endocrinologist care increased the
odds of more intensive renoprotective therapy (OR 1.90, 95% CI 1.41-2.54, p<0.001) as did
commercial insurance (OR 1.64, 95% CI 1.06—-2.53, p=0.027).

Conclusion: Overall, renoprotective therapies remain underutilized in T2D. Health disparities
appear to exist in relation to sex and measures of healthcare access. Future studies are
needed to confirm these findings and develop interventions to optimize the delivery of
renoprotective therapy.

Arcelona, Zachary | Memorial Hospital Miramar (PGY1 Resident) |
zacharyarcelona@gmail.com

Retrospective evaluation of epinephrine 0.3 milligrams versus 0.5 milligrams
in anaphylaxis and angioedema: patterns of repeat dosing and adverse
events

Background: Epinephrine is the first-line treatment for anaphylaxis and is also used in
severe angioedema when a patient’s airway is at risk of compromise. The recommended
intramuscular dose for adults is typically 0.3—-0.5 mg. Its rapid alpha and beta-adrenergic
effects reverse bronchospasm, airway swelling, and hypotension. Underdosing epinephrine
in patients can lead to inadequate response, while overdosing may cause cardiovascular
complications such as arrhythmias or myocardial ischemia. Anaphylaxis and angioedema
represent serious medical emergencies, and further research is required to clarify optimal
epinephrine dosing.

Methodology: This study is an IRB-exempt, multi-center, retrospective, chart review. It
includes patients with angioedema or anaphylaxis treated with epinephrine in the emergency
department or inpatient from July 2021 through July 2025. Patients that received 0.3 mg
intramuscular epinephrine for angioedema and/or anaphylaxis will be compared to patients
that received 0.5 mg IM epinephrine. The primary outcome will be the proportion of patients
that require one or more repeat doses of epinephrine after the initial IM injection. Other

secondary outcomes will include the proportion of adverse events experienced by patients
such as tachyarrhythmia, hypertensive crisis, ischemia, severe tremors, or anxiety.

Results: A total of 200 patients were screened, of which 133 met inclusion criteria and were
analyzed. Among these, 83 patients received 0.3 mg epinephrine, while 50 patients received
0.5 mg. The baseline demographics (in Table 1) showed that patients in the 0.3 mg
epinephrine group had lower body weight compared to the 0.5 mg epinephrine group. In
addition, severity of allergic reaction at baseline was more severe in the 0.5 mg epinephrine
group. The primary outcome (in Table 2) was similar between both groups (7.2% vs. 16.0%,
p-value 0.110). Patients that experienced adverse events were also similar between 0.3 mg
and 0.5 mg groups (1.2% vs. 2.0%, p-value 0.715). A Chi-Squared test showed that there
was not a statistical significance in repeat epinephrine dosing in patients treated with 0.3 mg
IM epinephrine vs. 0.5 mg IM epinephrine.

Conclusion: In this retrospective study of patients with anaphylaxis and/or angioedema, an
initial intramuscular epinephrine dose of 0.5 mg was associated with a numerically higher
rate of repeat dosing compared with 0.3 mg, though this difference did not reach statistical
significance (p=0.110). Adverse event rates were similar between groups (p=0.715),
suggesting comparable tolerability. The 0.3 mg group had a higher proportion of moderate-
to-severe presentations at baseline, which may have confounded the primary outcome and
should be considered when interpreting the results. The findings may indicate that the higher
initial dose does not necessarily provide more sustained clinical benefit in this patient
population and may still be followed by a need for additional treatment. These results
highlight the importance of further investigation to better define the optimal initial epinephrine
dose for patients with anaphylaxis and angioedema. Prospective studies are needed to
confirm these observations and to determine whether specific patient characteristics
influence dosing requirements and clinical outcomes. In this retrospective study of patients
with anaphylaxis and/or angioedema, an initial intramuscular epinephrine dose of 0.5 mg was
associated with a numerically higher rate of repeat dosing compared with 0.3 mg, though this
difference did not reach statistical significance (p=0.110). Adverse event rates were similar
between groups (p=0.715), suggesting comparable tolerability. The 0.3 mg group had a
higher proportion of moderate-to-severe presentations at baseline, which may have
confounded the primary outcome and should be considered when interpreting the results.
The findings may indicate that the higher initial dose does not necessarily provide more
sustained clinical benefit in this patient population and may still be followed by a need for
additional treatment. These results highlight the importance of further investigation to better
define the optimal initial epinephrine dose for patients with anaphylaxis and angioedema.
Prospective studies are needed to confirm these observations and to determine whether
specific patient characteristics influence dosing requirements and clinical outcomes. In this
retrospective study of patients with anaphylaxis and/or angioedema, an initial intramuscular
epinephrine dose of 0.5 mg was associated with a numerically higher rate of repeat dosing
compared with 0.3 mg, though this difference did not reach statistical significance (p=0.110).
Adverse event rates were similar between groups (p=0.715), suggesting comparable
tolerability. The 0.3 mg group had a higher proportion of moderate-to-severe presentations at
baseline, which may have confounded the primary outcome and should be considered when
interpreting the results. The findings may indicate that the higher initial dose does not
necessarily provide more sustained clinical benefit in this patient population and may still be
followed by a need for additional treatment. These results highlight the importance of further
investigation to better define the optimal initial epinephrine dose for patients with anaphylaxis
and angioedema. Prospective studies are needed to confirm these observations and to
determine whether specific patient characteristics influence dosing requirements and clinical
outcomes. In this retrospective study of patients with anaphylaxis and/or angioedema, an
initial intramuscular epinephrine dose of 0.5 mg was associated with a numerically higher
rate of repeat dosing compared with 0.3 mg, though this difference did not reach statistical
significance (p=0.110). Adverse event rates were similar between groups (p=0.715),
suggesting comparable tolerability. The 0.3 mg group had a higher proportion of moderate-
to-severe presentations at baseline, which may have confounded the primary outcome and
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should be considered when interpreting the results. The findings may indicate that the higher
initial dose does not necessarily provide more sustained clinical benefit in this patient
population and may still be followed by a need for additional treatment. These results
highlight the importance of further investigation to better define the optimal initial epinephrine
dose for patients with anaphylaxis and angioedema. Prospective studies are needed to
confirm these observations and to determine whether specific patient characteristics
influence dosing requirements and clinical outcomes.

Armas, Christian | Cleveland Clinic Tradition Hospital (PGY1 Resident) |
carmas4130@gmail.com

Evaluation of Pharmacist-Led Post-Discharge Medication Reconciliation for
High-Risk Patients

Background: Medication errors and discrepancies remain a problem in transitions of care.
Several studies have shown the potential impact that pharmacists have in the post-discharge
setting. These include reducing discrepancies, preventing life-threatening harm, and
decreasing healthcare costs. Despite these positive impacts, many hospital systems continue
to underutilize pharmacists in the transition of care setting. Having a pharmacist conduct
post-discharge medication reconciliation assists in correcting and limiting discrepancies using
guideline-based practices, aiding in a safer transition with optimal patient outcomes. The
study aimed to evaluate the impact of a pharmacist-led post-discharge medication
reconciliation for high-risk patients.

Methodology: This was a quality initiative that looked at the impact of a pharmacist post-
discharge medication review. Patients were included if they were 218 years old with a history
of heart failure (HF) or chronic obstructive pulmonary disease (COPD) and were discharged
from Cleveland Clinic Martin Health hospitals. Medication reconciliation reviews were
completed between October to December 2025 for eligible patients 14 days post-discharge
to assess medication-related discrepancies (MRDs). The primary outcome of this project was
the number of medication discrepancies found. Secondary outcomes included the type of
pharmacist interventions performed, type of medication-related discrepancies identified,
number of pharmacist interventions performed, acceptance of pharmacist interventions, and
completion rate of pharmacist services. Discrepancies were categorized relating to indication,
safety, efficacy, and adherence. A standardized template was utilized to aid guide
conversations with patients and collect pertinent data.

Results: A total of 110 patients with an average age of 79 years old were screened across
the Cleveland Clinic Martin Health hospitals. 22 patients from North hospital (MHN), 12 from
Tradition hospital (MHT), and 2 from South hospital (MHS) met inclusion criteria. Of the
included patients, 44.4% had COPD, 36.1% had HF, and 19.4% had both conditions. 85
MRDs were identified, with 42 at MHT, 35 at MHN, and 8 at MHS. The most common
indication-related discrepancy was indication without medication (n=15). The most common
safety/effectiveness discrepancy was drug-drug interactions (n=26). The most common
adherence discrepancy was inability to obtain medications (n=6). The most frequent
pharmacist intervention without the need for provider approval was vaccination
recommendations (n=25). The total acceptance rate of pharmacist recommendations was
30% at MHT, 8.6% at MHN, and 0% at MHS.

Conclusion: Although the overall acceptance rate of pharmacist recommendation was
18.6% (n=13), pharmacist-led post discharge medication reconciliation still identified a
meaningful number of MRDs among these high-risk patients. The amount of these
discrepancies identified supports the value of pharmacist involvement during transitions of
care. One limitation of this project was the workflow in which pharmacists were allowed to
make initial contact with patients. Nurses had to make at least three unsuccessful attempts to
reach the patient before we could initiate patient outreach. This delay increased the likelihood
that patients had already seen their primary care provider. Another limitation could have been
limited provider familiarity with pharmacist-driven recommendations across the Martin Health

sites, which may have contributed to the low acceptance rate. Future studies should evaluate
pharmacist involvement earlier in the discharge process, as well as improve provider
awareness of this initiative, not only to increase the number of patients reached, but also the
likelihood that pharmacist interventions are reviewed and acted upon.

Armstrong, Kali | Baptist Medical Center/Wolfson Children's Hospital (PGY1 Resident)
| kalixpaige5@gmail.com

Olanzapine vs Haloperidol for Acute Agitation in the Pediatric Emergency
Department

Background: Acute[BT1] [BT2] agitation and aggression in the pediatric emergency
department (ED) requires rapid response from healthcare personnel that can result in
incidental patient harm or staff injury. Agitation can be due to neurodevelopmental disorders,
intoxication, or change in environment, like the bright lights, loud sounds and new faces of
the ED1. When nonpharmacologic de-escalation tactics fail, intramuscular (IM)
antipsychotics are frequently required to achieve rapid behavior control.[BC3] Haloperidol, a
first-generation antipsychotic, has historically been used for this indication. Yip et al. (2020)
found pediatric patients receiving haloperidol for agitation in the ED had limited efficacy in
suppressing agitation [BT4] [BT5] at one hour (36%)2. [BT6] [BT7] [AK8] Second-generation
antipsychotics, such as olanzapine, offer broader receptor activity and improved tolerability
profiles and are increasingly utilized in pediatric emergency care.[JM9] [JM10] Bourke et al.
(2025) found that olanzapine was 61% efficacious in achieving full sedation at one hour3.
Despite widespread use of both agents, pediatric-specific comparative data evaluating
efficacy and safety are limited[JM11], resulting in variability in prescribing practices. To date,
[UM12] there are no current head-to-head trials between these medications for treatment of
pediatric agitation. [JM13] Thus, this study aimed to compare the efficacy and safety of IM
olanzapine versus IM haloperidol for the management of acute agitation in pediatric ED
patients. [BT1]Consider starting this with some sort of statistics about this topic like rates of
psychiatric admissions through the peds ED daily or how often does agitation/aggression
occur and result in injury, etc? [BT2]Or maybe why does acute agitation/aggression occur
when these patients arrive in the ED? Maybe because of the change in environment, bright
lights, loud sounds, lots of new faces, influenced by illicit drugs, etc. [BC3]Very long
sentence, would recommend breaking it up. Agree with Taylor that this would be a good
place to throw in some statistics about peds agitation in the ER. [BT4]Efficacy meaning? Like
efficacy at suppressing agitation without need for escalation with more medications?
[BT5]Thanks for adding this in! If you have anything for Zyprexa | would do that as well
[BT6]Was there any studies we found with just a simple number of how effective haldol is so
we can add some referencing to primary literature? Can say something simple like "XYZ et
al. found pediatric patients receiving haloperidol for agitation in the ED had X outcome (%, p-
value)". Same suggestion for the olanzapine portion. Maybe any numbers to show the
frequency of adverse effects noted in previous literature? [BT7]Then in your conclusion you
can comment if the results you found were similar or different compared to the results of their
individual studies in previous literature [AK8]l added some, though the study reported % no p
values but | included it [JM9O]While | think side effects is important keep in mind, your primary
is efficacy - so more emphasis supporting the use of this as a primary outcome should be
considered [JM10]You can be very blunt in saying something along the lines of essentially
saying there is no head-to-head comparison in pediatric patients evaluating the efficacy of
olanzapine vs haloperidol, two IM antiphysc that are commonly used in the pediatric ED.
[JM11]Limited or non-existent ? | think you can sell your study a bit more in a “this is a
unique, needed, study” type of way. [JM12]If word count permits; | like to use this as an
emphasizer [JM13]l know it sounds redundant but | would include pediatric and treatment of
acute agitationAcute[BT1] [BT2] agitation and aggression in the pediatric emergency
department (ED) requires rapid response from healthcare personnel that can result in
incidental patient harm or staff injury. Agitation can be due to neurodevelopmental disorders,
intoxication, or change in environment, like the bright lights, loud sounds and new faces of
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the ED1. When nonpharmacologic de-escalation tactics fail, intramuscular (IM)
antipsychotics are frequently required to achieve rapid behavior control.[BC3] Haloperidol, a
first-generation antipsychotic, has historically been used for this indication. Yip et al. (2020)
found pediatric patients receiving haloperidol for agitation in the ED had limited efficacy in
suppressing agitation [BT4] [BT5] at one hour (36%)2. [BT6] [BT7] [AK8] Second-generation
antipsychotics, such as olanzapine, offer broader receptor activity and improved tolerability
profiles and are increasingly utilized in pediatric emergency care.[JM9] [JM10] Bourke et al.
(2025) found that olanzapine was 61% efficacious in achieving full sedation at one hour3.
Despite widespread use of both agents, pediatric-specific comparative data evaluating
efficacy and safety are limited[JM11], resulting in variability in prescribing practices. To date,
[JM12] there are no current head-to-head trials between these medications for treatment of
pediatric agitation. [JM13] Thus, this study aimed to compare the efficacy and safety of IM
olanzapine versus IM haloperidol for the management of acute agitation in pediatric ED
patients. [BT1]Consider starting this with some sort of statistics about this topic like rates of
psychiatric admissions through the peds ED daily or how often does agitation/aggression
occur and result in injury, etc? [BT2]Or maybe why does acute agitation/aggression occur
when these patients arrive in the ED? Maybe because of the change in environment, bright
lights, loud sounds, lots of new faces, influenced by illicit drugs, etc. [BC3]Very long
sentence, would recommend breaking it up. Agree with Taylor that this would be a good
place to throw in some statistics about peds agitation in the ER. [BT4]Efficacy meaning? Like
efficacy at suppressing agitation without need for escalation with more medications?
[BT5]Thanks for adding this in! If you have anything for Zyprexa | would do that as well
[BT6]Was there any studies we found with just a simple number of how effective haldol is so
we can add some referencing to primary literature? Can say something simple like "XYZ et
al. found pediatric patients receiving haloperidol for agitation in the ED had X outcome (%, p-
value)". Same suggestion for the olanzapine portion. Maybe any numbers to show the
frequency of adverse effects noted in previous literature? [BT7]Then in your conclusion you
can comment if the results you found were similar or different compared to the results of their
individual studies in previous literature [AK8]l added some, though the study reported % no p
values but | included it [JM9]While | think side effects is important keep in mind, your primary
is efficacy - so more emphasis supporting the use of this as a primary outcome should be
considered [JM10]You can be very blunt in saying something along the lines of essentially
saying there is no head-to-head comparison in pediatric patients evaluating the efficacy of
olanzapine vs haloperidol, two IM antiphysc that are commonly used in the pediatric ED.
[JM11]Limited or non-existent ? | think you can sell your study a bit more in a “this is a
unique, needed, study” type of way. [JM12]If word count permits; | like to use this as an
emphasizer [JM13]l know it sounds redundant but | would include pediatric and treatment of
acute agitationAcute[BT1] [BT2] agitation and aggression in the pediatric emergency
department (ED) requires rapid response from healthcare personnel that can result in
incidental patient harm or staff injury. Agitation can be due to neurodevelopmental disorders,
intoxication, or change in environment, like the bright lights, loud sounds and new faces of
the ED1. When nonpharmacologic de-escalation tactics fail, intramuscular (IM)
antipsychotics are frequently required to achieve rapid behavior control.[BC3] Haloperidol, a
first-generation antipsychotic, has historically been used for this indication. Yip et al. (2020)
found pediatric patients receiving haloperidol for agitation in the ED had limited efficacy in
suppressing agitation [BT4] [BT5] at one hour (36%)2. [BT6] [BT7] [AK8] Second-generation
antipsychotics, such as olanzapine, offer broader receptor activity and improved tolerability
profiles and are increasingly utilized in pediatric emergency care.[JM9] [JM10] Bourke et al.
(2025) found that olanzapine was 61% efficacious in achieving full sedation at one hour3.
Despite widespread use of both agents, pediatric-specific comparative data evaluating
efficacy and safety are limited[JM11], resulting in variability in prescribing practices. To date,
[JM12] there are no current head-to-head trials between these medications for treatment of
pediatric agitation. [JM13] Thus, this study aimed to compare the efficacy and safety of IM
olanzapine versus IM haloperidol for the management of acute agitation in pediatric ED
patients. [BT1]Consider starting this with some sort of statistics about this topic like rates of
psychiatric admissions through the peds ED daily or how often does agitation/aggression

occur and result in injury, etc? [BT2]Or maybe why does acute agitation/aggression occur
when these patients arrive in the ED? Maybe because of the change in environment, bright
lights, loud sounds, lots of new faces, influenced by illicit drugs, etc. [BC3]Very long
sentence, would recommend breaking it up. Agree with Taylor that this would be a good
place to throw in some statistics about peds agitation in the ER. [BT4]Efficacy meaning? Like
efficacy at suppressing agitation without need for escalation with more medications?
[BT5]Thanks for adding this in! If you have anything for Zyprexa | would do that as well
[BT6]Was there any studies we found with just a simple number of how effective haldol is so
we can add some referencing to primary literature? Can say something simple like "XYZ et
al. found pediatric patients receiving haloperidol for agitation in the ED had X outcome (%, p-
value)". Same suggestion for the olanzapine portion. Maybe any numbers to show the
frequency of adverse effects noted in previous literature? [BT7]Then in your conclusion you
can comment if the results you found were similar or different compared to the results of their
individual studies in previous literature [AK8]l added some, though the study reported % no p
values but | included it [JM9]While | think side effects is important keep in mind, your primary
is efficacy - so more emphasis supporting the use of this as a primary outcome should be
considered [JM10]You can be very blunt in saying something along the lines of essentially
saying there is no head-to-head comparison in pediatric patients evaluating the efficacy of
olanzapine vs haloperidol, two IM antiphysc that are commonly used in the pediatric ED.
[JM11]Limited or non-existent ? | think you can sell your study a bit more in a “this is a
unique, needed, study” type of way. [JM12]If word count permits; | like to use this as an
emphasizer [JM13]l know it sounds redundant but | would include pediatric and treatment of
acute agitation

Methodology: This retrospective, observational, cohort study was conducted in the ED of a
tertiary pediatric hospital. Pediatric patients aged 18 years or younger who received IM
olanzapine or haloperidol for acute agitation between August 1, 2022, and August 31, 2025,
were eligible for inclusion. Patients were excluded if they received any sedative medication
215 minutes prior to administration of the index antipsychotic. Patients who received any
other sedative medication within 15 minutes of administration were denoted to have
‘concomitant’ medications. Given anticipated differences in utilization, all eligible IM
haloperidol patients were included, after which patients receiving IM olanzapine were
randomized via random number generator to match the number of IM haloperidol patients.
Data was retrospectively collected from the electronic medical record and included patient
demographics, psychiatric and medical history (including presumed acute etiology for
agitation per chart documentation), antipsychotic dosing and timing, co-administration of
medications, use of physical restraints, need for medication escalation, and documented
adverse effects if applicable. The primary outcome was escalation of pharmacologic therapy,
defined as administration of an additional sedative or antipsychotic medication within two
hours following the initial dose. Secondary outcomes included use of physical restraints,
predictors of antipsychotic selection (gender, past medical history, home psychiatric
medication use, etc), and incidence of adverse effects including dystonia, akathisia, tremor,
or parkinsonian defined as requiring medication treatment for such side effects. This study
used a convenience sample therefore power was not calculated. Descriptive statistics were
used to summarize baseline characteristics. Categorical variables were analyzed using chi-
square testing, and regression analyses were performed where appropriate. Statistical
significance was defined as a p value < 0.05.

Results: A total of 88 pediatric ED encounters meeting inclusion criteria were analyzed, 44 in
each medication group. Baseline demographics, including gender, weight, and psychiatric
history, were similar between the olanzapine and haloperidol groups. ADHD (attention deficit
hyperactive disorder) was the only significant difference between haloperidol and olanzapine,
38.6% versus 65.9% (p = 0.01), respectively (Table 1). In regard to therapeutic management
for acute agitation, more patients in the haloperidol group had concomitant medication
administration (47.7% versus 75%, p=0.009). The proportion of patients requiring escalation
of pharmacologic therapy did not differ, 22.7% in haloperidol group versus 13.6% in
olanzapine group (p = 0.269). Similarly, no difference in use of physical restraints was
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observed between haloperidol and olanzapine groups 47.7% versus 45.5% (p = 0.831),
respectively. There was no documentation of adverse events occurring in any patients. No
variables were identified as being predictors per univariate, thus a multivariate analysis was
not done.

Conclusion: Although no statistically significant difference was observed between groups,
the overall efficacy rates in our study were higher than those reported in prior pediatric
emergency department literature. This discrepancy may be attributable to differences in
outcome definition and timing of assessment. Prior studies evaluated sedation or agitation
control at one hour, whereas our primary endpoint measured need for pharmacologic
escalation within two hours, allowing for a longer efficacy evaluation. Additionally, escalation
of therapy represents a pragmatic clinical outcome that may not directly correlate with
standardized agitation scoring. The allowance of concomitant medications within 15 minutes
of index dosing—particularly given the higher rate observed in the haloperidol group—may
have further influenced apparent treatment response. Interestingly, in a post hoc analysis
stratified by concomitant therapy, patients who received concomitant therapy demonstrated a
non-significant reduction in the need for medication escalation. Finally, baseline differences
such as higher ADHD prevalence in the olanzapine group introduce potential residual
confounding. Collectively, our findings reflect comparable effectiveness between the agents
rather than definitive evidence of therapeutic equivalence.

Asfour, Aseel | HCA Florida Blake Hospital (PGY1 Resident) |
aseel.asfour23@gmail.com

Evaluation of weight-based versus standard diltiazem dosing in patients with
atrial fibrillation in the emergency department

Background: The 2023 American College of Cardiology/American Heart Association Joint
Committee recommend the use of rate-controlling agents such as beta blockers and
dihydropyridine calcium channel blockers, such as diltiazem, in patients with atrial fibrillation
(AF) with rapid ventricular response (RVR) Use of weight-based versus standard diltiazem
dosing has been evaluated in studies throughout recent years with varying results. The
purpose of this study is to evaluate the effectiveness of weight-based diltiazem dosing versus
standard diltiazem dosing in controlling heart rate in patients presenting with atrial fibrillation
in the emergency department (ED), in addition to rate of inpatient admissions with either
dosing method.

Methodology: This study is a retrospective, single-center, observational cohort analysis
designed to evaluate the efficacy and safety of weight-based versus standard diltiazem
doses administered to adult patients with atrial fibrillation with RVR from November 2024 to
October 2025. Inclusion criteria include adults >18 years presenting to the ED with a primary
diagnosis of atrial fibrillation with RVR, who have received either a standard or weight-based
dose of diltiazem. Patients were excluded if an alternative agent was given first for rate
control, patient weight or baseline vitals (heart rate) were sufficiently documented before and
after administration, and if diltiazem was ordered but not given. Baseline characteristics that
were collected were as follows: age at admission, actual body weight (ABW) at admission,
ideal body weight (IBW) at admission, body mass index (BMI), receival of non-weight-based
or weight-based diltiazem, gender, race, comorbid conditions, heart rate (HR) at baseline and
after diltiazem administration, inpatient admission, and/or discharge to home. Specific data
collected will include primary outcomes of efficacy and safety of non-weight-based and
weight-based diltiazem administration, and incidence of adverse effects.

Results: A total of 418 diltiazem administrations in the emergency department were
generated for the designated time frame outlined. With data collection still ongoing, a total of
27 administrations were found to meet inclusion for this research. Of the assessed
administrations, 92.6% (25/27) were based on standard dosing, when compared to 7.4%
(2/27) that utilized weight-based dosing. Rate control (HR <100) was achieved successfully
in 44% (11/25) of patients that received standard-dose diltiazem, compared to 50% (1/2) of

patients that received weight-based diltiazem. Inpatient admission for further clinical
management was observed in 93.3% (14/15) of standard-dose administrations that did not
successfully attain rate control, compared to 100% (2/2) of weight-based administrations. No
bradycardia was reported in any assessed patients using either standard or weight-based
dosing.

Conclusion: There was a disproportionate number of administrations utilizing standard
dosed diltiazem when compared to weight-based diltiazem, which affected the ability to
accurately compare the efficacy on rate control for patients admitted for atrial fibrillation with
rapid ventricular rate (RVR) in our emergency department. This could be due to not having a
weight-based diltiazem dosing protocol for emergency physicians to follow for patients with
atrial fibrillation with RVR. have been because of not having a weight-based diltiazem dosing
protocol for all emergency physicians to follow for patients presenting with atrial fibrillation.
There are no preferred options for diltiazem boluses for weight-based versus non-weight-
based upon physician ordering.

Auguste, Lorentz | Orlando Health - Dr. P. Phillips Hospital (PGY1 Resident) |
lauguste1234@gmail.com

Impact Of Smart Infusion Pump and Electronic Health Record Interoperability
on Dose Error Reduction Software Compliance and Medication Safety

Background: Medication administration errors involving intravenous (IV) infusions remain a
leading source of preventable patient harm. Smart infusion pumps equipped with dose error
reduction software (DERS) provide drug library safeguards; however, manual transcription
from the electronic health record to the pump introduces opportunities for programming
discrepancies and noncompliance. Bidirectional interoperability between smart pumps and
the electronic health record enables automated infusion programming and documentation,
which may improve adherence to safety limits and reduce medication errors. This study
evaluated the impact of interoperability implementation on compliance with drug library
safeguards at two Orlando Health facilities: Dr. P. Phillips Hospital and Orlando Regional
Medical Center.

Methodology: This retrospective, quasi-experimental pre—post cohort study was conducted
among hospitalized adults who received at least one continuous or intermittent intravenous
infusion using a smart infusion pump between January and September 2025. A wash-in
period at each facility immediately following interoperability implementation was excluded.
The primary outcome was dose error reduction software compliance, defined as the rate of
infusions initiated using the drug library with safety limits enabled. Secondary outcomes,
standardized and reported as rates per 1,000 infusions, included the number of override
alerts, frequency of good catches, severe harm averted events, and reported intravenous
pump-related medication errors. Outcomes were compared between pre- and post-
interoperability periods using chi-square analysis for the primary outcome and rate and count
data for secondary outcomes. This evaluation was conducted to quantify the effect of smart
pump and electronic health record integration on medication safety performance metrics and
identify opportunities to optimize drug library utilization and reduce infusion-related harm.
Findings informed hospital quality improvement strategies and identified potential ways to
maximize the effectiveness of interoperability to enhance IV medication safety.

Results: A total of 287,753 infusions were evaluated in the pre-implementation period and
417,421 infusions in the post-implementation period. Overall, DERS compliance significantly
improved from 88.26% pre-implementation to 92.50% post-implementation, representing a
statistically significant increase (OR 1.64, 95% CI 1.61-1.67, p < 0.001). Override alerts
decreased from 57.14 to 52.50 per 1,000 infusions (—4.64) suggesting improved adherence
to safety limits and reduced unsafe programming attempts. Good catches decreased from
0.95 to 0.69 per 1,000 infusions (-0.26) indicating fewer intercepted errors requiring
intervention. Severe harm averted events decreased from 0.85 to 0.53 per 1,000 infusions
(-0.32) demonstrating a meaningful reduction in high-risk events with potential for patient
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harm. IV medication pump administration error rates remained relatively unchanged (0.038 to
0.035 per 1,000 infusions, (-0.003)), likely due to underreporting and low event frequency.

Conclusion: Implementation of smart infusion pump and Electronic Health Record (EHR)
interoperability significantly improved DERS compliance and was associated with reductions
in override alerts, good catches, and severe harm averted events. These findings suggest
that interoperability enhances medication safety by reducing reliance on manual
programming, improving workflow efficiency, and enabling more consistent use of safety
features. Although reported medication error rates did not significantly change, the observed
reductions in high-risk safety events highlight the clinical value of this intervention. Future
efforts should focus on optimizing DERS utilization to achieve recommended compliance
targets and expanding implementation across diverse healthcare settings.

Badette, Shanda | Baptist Health Homestead Hospital (PGY1 Resident) |
badetteshanda@gmail.com

Evaluation of Reduced Gabapentin Dosing in Hospitalized Hemodialysis
Patients: Impact on Pain Control and Safety Outcomes

Background: Pain is common and distressing among patients with chronic kidney disease,
particularly those on hemodialysis. A meta-analysis revealed that 60% of hemodialysis
patients experience pain, with nearly half reporting it as moderate to severe. Pain
management is critical for maintaining quality of life and typically involves both
pharmacologic and non-pharmacologic approaches. Gabapentin, although approved for
seizures and postherpetic neuralgia, is often used off-label for neuropathic pain and pruritus.
It is favored over opioids due to its comparatively safer profile. However, its renal elimination
poses significant challenges in patients with kidney impairment, increasing the risk of drug
accumulation and adverse effects. Without careful dosing adjustments and dialysis
considerations, gabapentin can lead to toxicity or insufficient pain control. At Baptist Health
South Florida (BHSF), inpatient gabapentin doses are routinely reduced per protocol to
prevent toxicity. However, this may result in inadequate pain control and increased use of
opioids and other analgesics, potentially exposing patients to additional risks. This quality
improvement project aims to assess the clinical impact of reduced gabapentin dosing versus
standard dosing in hospitalized hemodialysis patients. The goal is to optimize pain
management, minimize opioid use, and ensure prescribing practices are evidence-based and
aligned with the best possible patient outcomes.

Methodology: This project was a multicenter, Institutional Review Board-exempt,
prospective evaluation of adult patients on hemodialysis receiving gabapentin across seven
BHSF entities from January 13 to April 14, 2026. Eligible patients were at least 18 years old,
admitted to any BHSF entity during the period, had used gabapentin at home for at least two
weeks, and continued receiving gabapentin for at least two days during hospitalization.
Patients were excluded if they were pregnant, had chronic kidney disease stage 1-4 (non-
dialysis), or had incomplete medication reconciliation or no documentation of home
gabapentin use 30 days prior to admission. Identification of eligible patients relied on
electronic health record (EHR) documentation of preadmission gabapentin use and
hemodialysis dependence. BHSF’s Adult Automatic Dose Adjustment protocol was used to
determine if gabapentin dosing was reduced. Patients were interviewed during their hospital
stay, and a numeric rating scale from 0 to 10 was used to assess pain intensity, with 0
indicating no pain and 10 indicating the worst possible pain. A total of 61 patient charts were
reviewed, but only 8 patients qualified for the project. The project included two cohorts: (1)
hemodialysis patients whose home gabapentin dose was reduced according to the hospital
protocol during admission (n=5), and (2) hemodialysis patients whose home gabapentin dose
remained unchanged during hospitalization (n=3). The primary outcome was the percentage
of patients with a pain score difference = 3 between baseline pain and pain score after renal-
adjusted dosing during hospitalization. The secondary outcome was the percentage of
patients who needed any additional pain medications (opioids or non-opioids) administered

during hospitalization. In terms of safety, the incidence of sedation, altered mental status,
dizziness, falls, or respiratory depression events was assessed.

Results: In the reduced dose cohort, 2(40%) patients experienced worsening pain, 1(20%)
patient had pain improvement, and 2(40%) patients reported no change in pain. Among
patients without a dose reduction, 1(33.3%) patient experienced worsening pain, while
2(66.7%) patients reported no change in pain. All patients in both cohorts required additional
pain medications during hospitalization. Notably, the no dose reduction cohort accounted for
66.7% of opioid use compared to 40% in the reduced dose cohort. The most common
adverse events were respiratory depression (20%) and altered mental status (40%). No
safety events were reported among patients in the no dose reduction cohort. This quality
improvement project is limited by a small sample size and short observation period, which
may reduce statistical power and the ability to detect clinically meaningful differences.
Additionally, potential confounding from concomitant analgesic use and comorbid conditions
may limit generalizability of the findings.

Conclusion: While renal dose reduction protocols for gabapentin are intended to mitigate
toxicity risk in hemodialysis patients, excessive dose reduction may compromise analgesic
efficacy and contribute to increased reliance on adjunctive pain therapies. Reduced dosing
was associated with a higher proportion of patients experiencing changes in pain scores
(~60%), with all patients still requiring additional analgesics, suggesting suboptimal pain
control. Notably, safety events were observed only in the reduced-dose group, raising
concerns about whether dose reduction alone effectively balances safety and efficacy. Future
studies should incorporate a larger sample size, extend the observation period, standardize
pain and adverse event assessments, and control for concomitant analgesic use to better
isolate the true impact of gabapentin dose adjustment.

Beirami, Maryam | Bay Pines VA Healthcare System (PGY1 Resident) |
mbeirami@outlook.com

Evaluating impact of an electronic order set on timely administration of direct
oral anticoagulant reversal agents in a veterans hospital

Background: The use of direct oral anticoagulant agents (DOACs) for the prevention and
management of thromboembolic diseases has surged over the past decade. However, the
inherent bleeding risks associated with DOACs demand prompt intervention, especially in
high-risk scenarios. Anticoagulant reversal agents play a critical role in these situations.
Idarucizumab (Praxbind) remains FDA-approved for dabigatran reversal. Andexanet alfa
(Andexxa) was previously approved for reversal of factor Xa inhibitors; however, as of
December 22, 2025, it has been withdrawn from the U. S. market following FDA
determination that its risks, including increased thromboembolic events and thrombosis-
related deaths, outweigh its benefits. In practice, off-label use of 4-factor prothrombin
complex concentrate (4F-PCC, Kcentra) is now the primary option for factor Xa inhibitor
reversal, while activated prothrombin complex concentrate (aPCC, FEIBA) may be
considered off-label in select cases for dabigatran. Delays in administering these reversal
agents can significantly increase patient morbidity and mortality, underlining the necessity for
efficient and reliable ordering processes. This study aims to evaluate the effectiveness of a
standardized electronic order set to expedite the administration of DOAC reversal agents at
Bay Pines Veterans Affairs Healthcare System, with the goal of improving clinical outcomes
by reducing administrative delays.

Methodology: This pre-post intervention study will evaluate the impact of a standardized
electronic order set for DOAC reversal agents in the emergency department and intensive
care units. Data will be collected retrospectively for the pre-intervention period and post-
intervention period following order set implementation. Primary outcomes include time from
order entry to pharmacy verification and pharmacy verification to administration. Secondary
outcomes include frequency and type of medication errors. Eligible patients are those who
received andexanet alfa, idarucizumab, or 4F-PCC for life-threatening bleeding or urgent
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procedures during the study period. Andexanet alfa was included in the order set and used
during the initial portion of the study timeline prior to its withdrawal on December 22, 2025.
Cases will be identified through the electronic health record and chart review. Data points
collected will include patient demographics, clinical indications, medication details, and
corresponding timestamps. Patients with incomplete data or unadministered orders will be
excluded.

Results: A total of 12 patients were included (n=6 pre-intervention; n=6 post-intervention).
Following implementation of the standardized electronic DOAC reversal order set, the
median time from order entry to medication administration decreased from 34.5 minutes to
32.5 minutes, reflecting an overall 5.8% improvement in turnaround time. Component time
analysis showed that the order-to-verification interval changed minimally, while the
verification-to-administration phase improved more meaningfully, decreasing from 32 minutes
to 28.5 minutes. This suggests that workflow steps after pharmacy verification benefited most
from the standardized order set. Medication errors decreased from 16.7% before the
intervention to 0% after implementation, demonstrating improved prescribing safety and
reduced variability in agent selection and dosing. Overall, results indicate improved efficiency
in the administration process and enhanced medication safety after the order set was
introduced.

Conclusion: A standardized electronic order set for DOAC reversal agents improved the
efficiency, accuracy, and safety of the ordering process in emergency settings. The
intervention streamlined workflow, shortened key process steps, and eliminated observed
medication errors. These improvements persisted despite the withdrawal of andexanet alfa
during the postintervention period. Overall, the order set shows promise for hospital wide
adoption, supporting greater efficiency, safer prescribing, and alignment with PBM
recommendations. A standardized electronic order set for DOAC reversal agents improved
the efficiency, accuracy, and safety of the ordering process in emergency settings. The
intervention streamlined workflow, shortened key process steps, and eliminated observed
medication errors. These improvements persisted despite the withdrawal of andexanet alfa
during the postintervention period. Overall, the order set shows promise for hospital wide
adoption, supporting greater efficiency, safer prescribing, and alignment with PBM
recommendations.

Bellon, Margarita | South Miami Hospital (PGY1 Resident) |
margaritabellon@gmail.com

Implementation of a pharmacist-led consult to minimize use of fall-risk
increasing medications in high-risk patients

Background: Falls are a frequent and serious adverse event in hospitalized patients, with an
estimated 700,000 to 1 million inpatient falls annually in the United States. These events may
result in injury, prolonged length of stay, and increased healthcare costs. Internal medicine
and rehabilitation wards report the highest incidence of falls, many of which are unwitnessed.
This trend highlights the multifactorial nature of fall risk and the need for multimodal
prevention strategies. Pharmacist-led medication reviews have been shown to reduce fall-
risk increasing drugs (FRIDs) and are associated with reductions in adverse drug events
contributing to falls. Consistent implementation of pharmacist-led FRID optimization within
existing workflows remains challenging, thus, creating an opportunity for targeted quality
improvement. The aim of this project was to evaluate the impact of a pharmacy consult for
high fall-risk patients on pharmacist interventions related to FRIDs.

Methodology: This single-center, retrospective, bi-phasic quality improvement project
compared outcomes before (January 1, 2025 to March 31, 2025) versus after (January 1,
2026 to March 31, 2026) implementation of a pharmacist-led chart review of patients at high-
risk for falls in a community hospital. Adults = 65 years old admitted for = 24 hours with a
Morse Fall Scale score = 45 and received = 5 FRIDs within a 24-hour period were eligible for
inclusion. Excluded patients were those who were pregnant, incarcerated, hospice/comfort

measure only, or had the required =2 5 FRIDs administered while in an intensive/intermediate
care unit or due to intraoperative orders. During the post-implementation phase, a “High-Risk
Fall Consult” report was generated daily during weekdays to identify eligible patients for chart
review and assessment of opportunities for intervention related to FRIDs. The primary
outcome was the proportion of patients with at least one pharmacist intervention. Secondary
outcomes included the number of pharmacist interventions, provider acceptance rate,
intervention types by medication class, number of inpatient falls and fall-related injuries,
median number of FRIDs at discharge, median difference in number of FRIDs from
admission to discharge, hospital length of stay, and 30-day readmission rate. This project
was deemed exempt from Institutional Review Board oversight.

Results: A total of 990 patients were screened with 197 patients included (pre-
implementation n = 100, post-implementation n = 97). Baseline demographics were generally
similar between groups. History of falls within 3 months prior to admission differed between
the pre-group and post-group (29% vs 47%, p = 0.008). At baseline, the median number of
FRIDs trended higher in the pre-group compared to the post-group (5 vs 4, p = 0.13). The
primary outcome of proportion of patients with at least one pharmacist intervention increased
from 10% (10/100) in the pre-group to 29% (28/97) in the post-group (p < 0.001). This
correlated with 10 interventions in the pre-group and 31 completed pharmacist interventions
in the post-group, with an 87% provider acceptance rate in the post-group. In the pre-group,
there were 10 per protocol interventions completed. In the post group, there were a total of 5
per protocol interventions and 26 interventions accepted by providers. Interventions included
automatic renal dose adjustments, dose modifications, drug discontinuations, duplicate drug
discontinuations, and administration time adjustments. No inpatient falls occurred in either
group. The median number of FRIDs on discharge was higher in the pre-group (5 vs 4, p =
0.06), with the median difference in number of FRIDs from admission to discharge being 1 in
the pre-group versus 0 in the post-group (p = 0.83). Median hospital length of stay was also
higher in the post-group (4 vs 7 days, p < 0.001). Data for 30-day readmissions and fall-
related readmissions were pending at the time of abstract submission.

Conclusion: Implementation of a pharmacist-led consult to minimize the use of FRIDs in
high-risk patients resulted in an increased proportion of patients with at least one pharmacist
intervention.

Black, Zane | Health First Holmes Regional Medical Center (PGY1 Resident) |
zaneb316@gmail.com

Evaluation of a Pharmacist-Driven Vancomycin-to-Linezolid Therapeutic
Interchange Protocol

Background: Linezolid and vancomycin have both been established as appropriate options
for the treatment of skin soft tissue infections (SSTI) and pneumonia due to suspected or
confirmed methicillin-resistant Staphylococcus aureus (MRSA). In August 2025, this health
system launched a pharmacist-led protocol to allow pharmacists the ability to change
vancomycin therapy to linezolid for SSTI and respiratory infection as long as the patient does
not meet pre-defined exclusion criteria. Vancomycin typically requires intravenous (V)
compounding as well as routine therapeutic drug monitoring of serum vancomycin
concentration and renal function. Furthermore, vancomycin management can be quite labor
intensive, as pharmacists are responsible for therapy management, while also impacting
nursing and phlebotomy workflow on timing and coordinating drug administration and lab
draws. Meanwhile, linezolid does not require the same degree of monitoring as therapeutic
drug monitoring for this agent is not routinely utilized in clinical practice. Additionally, linezolid
is available as both an oral (PO) tablet and premixed IV solution, both of which share the
same dosing regimens given the oral tablet's 100% oral bioavailability. The purpose of this
trial is to evaluate the safety, efficacy, and efficiency of a pharmacist-driven protocol where
vancomycin is converted to linezolid based on pre-specified inclusion and exclusion criteria.
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Methodology: Patient charts were reviewed retrospectively, and patients who received
linezolid under this protocol from September 1, 2025 through January 31, 2026 were eligible.
This group was compared against a historical population of patients who received at least 3
days of vancomycin for SSTI and/or respiratory infections from January 1, 2024 to December
31, 2024 before this protocol was enacted. The primary outcome of interest was incidence of
acute kidney injury. Secondary outcomes of interest were length of stay in days, pharmacy
time per patient, costs to hospital per patient, incidence of thrombocytopenia, and incidence
of serotonin syndrome. Data collected included age, sex, weight on admission (kg), height
(cm), number of doses of IV vancomycin, number of vancomycin doses of 1.5 grams (g) or
greater, cumulative amount of IV vancomycin received during visit (g), number of doses of IV
linezolid, number of doses of PO Linezolid, serum creatinine at baseline and throughout
therapy with vancomycin or linezolid, platelet count at baseline and weekly thereafter,
serotonergic medications at baseline, number of vancomycin levels collected, percentage of
vancomycin levels in target range (defined as 15-20 mcg/mL for respiratory infections and
10-15 mcg/mL for skin soft tissue), days of therapy for IV antibiotics, infection due to MRSA,
MRSA infection within the previous year, receipt of IV antibiotics within the previous 90 days,
and history of diabetes mellitus, chronic obstructive pulmonary disease (COPD), IV drug
abuse, or chronic kidney disease. Eligible patients were collected through the use of
VigiLanz, a pharmacovigilance and surveillance software; Epic electronic health record
system (EHR), and Sunrise Clinical Manager (SCM) EHR. The interchange group data was
obtained from September 1, 2025 through January 31, 2026 and screened for applicable
inclusion and exclusion criteria. The historical group was patients who received vancomycin
from January 1, 2024 through December 31, 2024 who received at least 3 days of
vancomycin for SSTI and/or respiratory infections. Records of patients who received linezolid
per protocol and received at least 3 days of linezolid from September 1, 2025 through
January 31, 2026 were obtained for this study. Patients were screened for inclusion and
exclusion criteria to determine eligibility for this retrospective analysis. Patient charts were
reviewed retrospectively, and patients who received linezolid under this protocol from
September 1, 2025 through January 31, 2026 were eligible. This group was compared
against a historical population of patients who received at least 3 days of vancomycin for
SSTI and/or respiratory infections from January 1, 2024 to December 31, 2024 before this
protocol was enacted. The primary outcome of interest was incidence of acute kidney injury.
Secondary outcomes of interest were length of stay in days, pharmacy time per patient, costs
to hospital per patient, incidence of thrombocytopenia, and incidence of serotonin syndrome.
Data collected included age, sex, weight on admission (kg), height (cm), number of doses of
IV vancomycin, number of vancomycin doses of 1.5 grams (g) or greater, cumulative amount
of IV vancomycin received during visit (g), number of doses of IV linezolid, number of doses
of PO Linezolid, serum creatinine at baseline and throughout therapy with vancomycin or
linezolid, platelet count at baseline and weekly thereafter, serotonergic medications at
baseline, number of vancomycin levels collected, percentage of vancomycin levels in target
range (defined as 15-20 mcg/mL for respiratory infections and 10-15 mcg/mL for skin soft
tissue), days of therapy for IV antibiotics, infection due to MRSA, MRSA infection within the
previous year, receipt of IV antibiotics within the previous 90 days, and history of diabetes
mellitus, chronic obstructive pulmonary disease (COPD), IV drug abuse, or chronic kidney
disease. Eligible patients were collected through the use of VigiLanz, a pharmacovigilance
and surveillance software; Epic electronic health record system (EHR), and Sunrise Clinical
Manager (SCM) EHR. The interchange group data was obtained from September 1, 2025
through January 31, 2026 and screened for applicable inclusion and exclusion criteria. The
historical group was patients who received vancomycin from January 1, 2024 through
December 31, 2024 who received at least 3 days of vancomycin for SSTI and/or respiratory
infections. Records of patients who received linezolid per protocol and received at least 3
days of linezolid from September 1, 2025 through January 31, 2026 were obtained for this
study. Patients were screened for inclusion and exclusion criteria to determine eligibility for
this retrospective analysis.

Results: Vancomycin-Linezolid Interchange (N = 15) Vancomycin Comparator Group (N =
50) Acute kidney injury at least 48 hours after initiation 3 (20%) 4 (8%) Length of stay (days)

15.07 7.76 Pharmacy time per patient (minutes) 5 30 Therapy initiation and therapeutic drug
monitoring (minutes)5 15 IV preparation (minutes)0 15 Costs to hospital per patient (average)
$44,148.24 $23,386.36 Hospital bed$44,109.89 $22,713.52 Study medication$33.21

$178.24 Therapeutic drug monitoring$0 $474.19 Pharmacy operations$5.14 $20.41
Thrombocytopenia incidence 1 (7%) 5 (10%) Shift of 1 grade1 (7%) 4 (8%) Shift of 2 grades0
(0%) 1 (2%) Serotonin Syndrome Incidence 0 (0%) 0 (0%) Days of therapy for study
medication 4.43 5.14

Conclusion: While the interchange group appeared to have a higher incidence of acute
kidney injury, the results could be related to a smaller sample size as only 15 patients met
criteria for this arm of the study. The interchange protocol did appear to result in time savings
for pharmacy with no increase noted in serotonin syndrome, thrombocytopenia, or duration of
anti-MRSA therapy. More data is ultimately needed to further evaluate this pharmacy-driven
protocol. While the interchange group appeared to have a higher incidence of acute kidney
injury, the results could be related to a smaller sample size as only 15 patients met criteria for
this arm of the study. The interchange protocol did appear to result in time savings for
pharmacy with no increase noted in serotonin syndrome, thrombocytopenia, or duration of
anti-MRSA therapy. More data is ultimately needed to further evaluate this pharmacy-driven
protocol. While the interchange group appeared to have a higher incidence of acute kidney
injury, the results could be related to a smaller sample size as only 15 patients met criteria for
this arm of the study. The interchange protocol did appear to result in time savings for
pharmacy with no increase noted in serotonin syndrome, thrombocytopenia, or duration of
anti-MRSA therapy. More data is ultimately needed to further evaluate this pharmacy-driven
protocol. While the interchange group appeared to have a higher incidence of acute kidney
injury, the results could be related to a smaller sample size as only 15 patients met criteria for
this arm of the study. The interchange protocol did appear to result in time savings for
pharmacy with no increase noted in serotonin syndrome, thrombocytopenia, or duration of
anti-MRSA therapy. More data is ultimately needed to further evaluate this pharmacy-driven
protocol.

Blake, Katelyn | Tampa General Hospital (PGY1 Resident) |
katelyn.blake1335@gmail.com

Evaluating Gastrointestinal Bleeding in Post-Pyloric versus Gastric Fed
Trauma Patients

Background: Chemical stress ulcer prophylaxis (SUP) has historically been utilized in
mechanically ventilated, critically ill patients due to the risk of increased gastric acidity,
gastroduodenal erosions, and ultimately gastrointestinal bleeding (GIB). Enteral nutrition
(EN) is often used in place of SUP to increase blood flow and protect against gastrointestinal
ulceration. Mechanically ventilated patients in the trauma intensive care unit (ICU) are often
fed through a feeding tube that is advanced past the pyloric sphincter to reduce time tube
feeding must be held prior to procedures. However, it is unclear if post-pyloric feeding
provides the same protective effects seen with gastric EN. This study aims to compare the
incidence of clinically significant GIB in gastric versus post-pyloric tube fed trauma patients
that require mechanical ventilation.

Methodology: A retrospective, cohort study was completed at an academic level | trauma
center and included mechanically ventilated adult trauma patients admitted to the ICU
between January 1st, 2019, and February 1st, 2025. Included patients were 18 years of age
or older and received gastric or post-pyloric tube feeds without pharmacologic stress ulcer
prophylaxis at the time of nutrition initiation. Stress ulcer prophylaxis was defined as any
proton pump inhibitor or histamine-2 receptor antagonist. Imaging documenting the end of
the feeding tube was required to ensure differentiation between the two study groups.
Patients concomitantly receiving therapeutic anticoagulation while on tube feeds, systemic
corticosteroids or systemic non-steroidal anti-inflammatory drugs (NSAIDs) within 24 hours of
tube feed initiation, or history of disease to the stomach or small intestine prior to this
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hospitalization were excluded. Patients placed on comfort measures only (CMO) or who
experienced death within 48 hours of admission were also excluded from the study. Injury
severity score (ISS), incidence of traumatic brain injury, and presence of hepatic dysfunction
were examined at baseline. The primary outcome evaluated the incidence of clinically
significant GIB, defined as the presence of overt bleeding documented in the current
admission with at least one of the following: a blood transfusion performed after tube feed
initiation, hemoglobin drop greater than two points within 24 hours, or endoscopy or
colonoscopy required within 24 hours of overt bleeding documentation. Overt bleeding was
defined as provider documentation of “overt bleeding”, “melena”, “coffee ground emesis”,
“dark, tarry stools” or explicit documentation with concern for GIB. Secondary outcomes
included ICU and hospital length of stay (LOS), incidence of blood transfusion and
endoscopy, mortality from all-cause and related to GIB, and mechanical ventilation duration.

Results: A total of 1,406 patients were analyzed, with 109 meeting inclusion criteria. Seven
patients received post-pyloric tube feeds, and 102 patients were gastric fed. The median age
was 43 years [IQR 26-59] and 76% were male, with a median ISS of 29 [IQR 20-37].
Clinically significant GIB occurred in three patients (2.9%), all of which received gastric tube
feeds. No patients receiving enteral nutrition via post-pyloric feeding tubes experienced
clinically significant GIBs. All three patients that experienced clinically significant
gastrointestinal bleeding required a blood transfusion after a hemoglobin drop greater than
two g/dL. One patient also underwent endoscopic intervention for their bleeding. Overall
mortality did not differ between groups (p=0.62) with two deaths in post-pyloric fed patients
(29%) and 19 deaths in gastric fed patients (19%). No deaths were attributed to clinically
significant GIB. Median ICU LOS was similar at 11.75 days in gastric fed versus 11.5 days in
post-pyloric fed patients (p=0.84), with median hospital LOS being 22.5 days versus 15.8
days, respectively (p=0.51).

Conclusion: In critically ill, mechanically ventilated trauma patients, post-pyloric enteral
nutrition may provide adequate gastrointestinal protection without the need for pharmacologic
stress ulcer prophylaxis. Further prospective studies are needed to validate the use of post-
pyloric enteral nutrition in place of SUP in critically ill patients.

Bourn, Lindsay | UF Health Jacksonville (PGY2 Resident) | labourn18@gmail.com
Impact of Timing of Enteral Nutrition Initiation on Nosocomial Infection in the
Critically Ill

Background: Critically ill patients have increased nutritional requirements due to elevated
energy expenditure, increased protein catabolism, and insulin resistance. However, many are
unable to meet these needs orally because of factors such as mechanical ventilation and
altered mental status. As a result, enteral nutrition (EN) is the preferred route of nutritional
support in the intensive care unit (ICU). EN helps maintain gastrointestinal integrity,
modulates immune function, and may reduce the risk of infection. Despite these benefits, the
need to stabilize critically ill patients after ICU admission can delay the initiation of enteral
feeding, potentially limiting its advantages. In surgical ICU populations, early initiation of
EN—typically within 24 to 48 hours of admission—has been associated with reductions in
infectious complications. This study aimed to evaluate whether a similar relationship exists
between the timing of enteral nutrition initiation and the incidence of nosocomial infections in
critically ill patients admitted to medical and neuroscience ICUs.

Methodology: This study was a single-center, retrospective observational analysis
evaluating the relationship between the timing of enteral nutrition initiation and the incidence
of nosocomial infections in critically ill patients admitted to the medical and neuroscience
ICUs from January 2015 to August 2025. A retrospective chart review was conducted to
assess the timing and type of enteral nutrition initiated, as well as the incidence of
nosocomial infections. Nosocomial infections were defined as infections not present or
incubating at the time of hospital admission and that became clinically apparent more than 48
hours after ICU admission. Critically ill adult patients admitted to the medical or neuroscience

ICUs who received enteral nutrition during their hospitalization were eligible for inclusion.
Patients were excluded if they were admitted to a surgical ICU; received an oral diet or total
parenteral nutrition (TPN); were receiving enteral nutrition or TPN prior to ICU admission;
were pregnant or breastfeeding; were on comfort care or had anticipated death within 24
hours; were upgraded or re-upgraded from the floor; had a presumed infection prior to ICU
admission; had contraindications to enteral nutrition; had indwelling lines or catheters prior to
admission; or were admitted for Clostridioides difficile infection within the previous year.
Patients were stratified based on the timing of enteral nutrition initiation: early EN (within 48
hours of ICU admission) or late EN (after 48 hours). The primary endpoint was the incidence
of nosocomial infections during hospitalization. The secondary endpoint was the number of
antibiotic-free days within 30 days of admission. Subgroup analyses evaluated the incidence
of nosocomial infections according to the type of enteral nutrition formula used and the route
of administration (pyloric versus post-pyloric).

Results: A total of 100 patients met inclusion criteria and were included in the study.
Baseline characteristics were generally similar between the early and late EN groups, with
the exception of the timing of enteral nutrition initiation (28.3 hours vs 67.7 hours; p<0.001).
There was no significant difference in the development of nosocomial infections between
patients who received early versus late enteral nutrition (54.8% vs 48.1%, p=0.715).
Additionally, no significant differences were observed between groups in the secondary
outcome of antibiotic-free days within 30 days of admission. Subgroup analyses based on
formula type and route of administration also did not demonstrate significant differences in
the incidence of nosocomial infections.

Conclusion: Overall, the timing of enteral nutrition initiation within this population of critically
ill patients admitted to medical and neuroscience ICUs did not significantly affect the risk of
developing nosocomial infections.

Brooks, Shelby | Mease Countryside Hospital (PGY1 Resident) |
shelbybrooks98@gmail.com

Impact of IV diazepam versus IV lorazepam on intubation rates in patients
experiencing alcohol withdrawal syndrome

Background: Guidelines on Alcohol Withdrawal Management lack preferences for a specific
benzodiazepine to be used in a symptom-triggered protocol, though longer-acting
benzodiazepines are recommended for the clinical benefits they may offer patients. Providers
may often deviate from these recommendations due to a perceived increased risk of
intubation with longer-acting benzodiazepines such as diazepam. In practice, lorazepam is
used more frequently due to its shorter half-life, lower risk of accumulation, and perceived
lower risk of intubation. Recent shortages of IV lorazepam have impacted treatment
regimens for alcohol withdrawal syndrome (AWS), highlighting sparse data directly
comparing the safety of IV diazepam and IV lorazepam. One study investigating a symptom-
triggered protocol demonstrated a significant reduction in intubation rates, but 97.9% of
patients received lorazepam, and none received diazepam. Considering current shortages of
IV lorazepam, this study aims to evaluate the difference in intubation rates between IV
diazepam and IV lorazepam when used as treatment in a symptom-triggered protocol for
AWS.

Methodology: This IRB-approved, retrospective, multicenter, chart review was conducted
across 12 institutions within a large health system from January 1, 2023 to December 31,
2025. Patients were included if they were 18 years or older, admitted to any participating
institution, and treated with 1V diazepam or IV lorazepam for AWS. Exclusion criteria included
pregnancy, intubation prior to benzodiazepine administration, presence of any neurological
injury, or documented seizure disorder. The primary outcome was the difference of intubation
rates between groups. Secondary outcomes included intensive care unit (ICU) admission,
ICU and hospital length of stay (LOS), ventilator days, dexmedetomidine initiation, in-hospital
mortality, CIWA-Ar scores (at baseline, maximum throughout admission, CIWA-Ar > 20),
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incidence of positive CAM-ICU, RASS > +1 or < -1, and phenobarbital administration
(number of doses, and cumulative dose). A sample size of 400 was calculated to achieve
80% power to detect a 10% clinically significant difference in intubation rates. Statistical
significance was determined using a 95% confidence interval with an alpha of 0.05. The
primary outcome was analyzed using a two-sided t-test. For secondary outcomes,
continuous parametric data were analyzed using a student’s t-test and nonparametric data
using a Mann-Whitney U test. Categorical data were analyzed using Chi-Square or Fischer's
exact test.

Results: Out of 800 patients analyzed, 437 patients met inclusion criteria, with 133 patients
in the diazepam group, and 304 in the lorazepam group. Intubation occurred in 3.0% of
patients in the diazepam group compared to 3.9% in the lorazepam group (RD 0.9%, 95% CI
—2.7 to 4.6%; p=0.790). Rates of ICU admission were 16.5% versus 20.7% between groups
(RD 4.2%, Cl — 3.6% to 12.0%; p=0.360). Median ICU LOS was 3.4 days for both groups
(p=0.910). Median ventilator days were 2.9 in the diazepam group and 4.6 days in the
lorazepam group (p=0.360), and hospital LOS was 3.6 versus 4.2 days in the lorazepam
group (p=0.330). In the diazepam group, dexmedetomidine initiation occurred in 13.5% of
patients versus 20.7% in the lorazepam group (RD 7.2%, Cl -0.2% to 14.6%; p=0.083).
Positive CAM-ICU occurred in 42.1% of diazepam patients compared to 65.6% of lorazepam
patients (RD 23.5%, CI -0.6% to 47.7%; p=0.071). CIWA-Ar > 20 occurred in 47.4% of
diazepam patients versus 50.3% of lorazepam patients (RD 3.0%, Cl -7.2% to 13.1%;
p=0.600). Maximum CIWA-Ar scores were 19 and 21, between the diazepam and lorazepam
groups, respectively. Incidence of RASS > + 1 was 19.7% for both groups, whereas RASS <
-1 occurred in 9% of diazepam patients, and 10% of lorazepam patients. Phenobarbital was
administered in 14.3% of diazepam patients, and 11.5% of lorazepam patients. Cumulative
phenobarbital dose was lower with diazepam, but not statistically significant (676 mg versus
897 mg; p= 0.710), and median number of doses was 4 in both groups (p=0.580). In-hospital
mortality was also similar between groups (3% versus 1%, RD - 2.0%, Cl -5.1% to 1.1%;
p=0.210).

Conclusion: Intubation rates occurred similarly between groups, and no statistically
significant differences were observed comparing secondary outcomes between groups. This
indicates that in times of shortages, both agents may safely be utilized to treat symptoms of
AWS. A strength of this study includes its applicability to current practice, and opportunity to
support practice advancement within the institution and health system. Limitations of this
study include the inability to obtain power to detect significant differences between groups,
the accuracy of documentation obtained from patient charts due to its retrospective nature,
and variability of dosages administered between groups. Despite these limitations, the results
indicate that utilizing IV diazepam for AWS may be a safe alternative to IV lorazepam.

Budlong, Bethanie | Winter Haven Hospital (PGY1 Resident) |
bethaniemarieb@gmail.com

Evaluating the clinical utility of Indium-111 white blood cell scans in
antimicrobial decision_x0002_making: a retrospective cohort analysis

Background: Indium-111 labeled white blood cell scintigraphy (In-111 WBC scan) is a
nuclear medicine imaging method used in diagnosing infections when other imaging
techniques like magnetic resonance imaging (MRI) and computed tomography (CT) are
contraindicated or uninformative. It is often used in identifying suspected infections such as
osteomyelitis, prosthetic joint infections, vascular graft infections, and fever of unknown origin
(FUO). The clinical utility of In-111 WBC scans has been studied in retrospective single-
center studies to determine which indications were impacted most by scan results as well as
the positive (PPV) and negative predictive value (NPV) in detecting aortic graft infections.
More studies need to be conducted to assess the clinical utility of diagnostic tests, like In-111
WBC scans, to reduce waste and improve clinical value. The purpose of this study was to

evaluate whether In-111 WBC scan results significantly influence clinical management
decisions and treatment outcomes in patients with infectious and inflammatory conditions.

Methodology: This is an IRB-approved retrospective cohort study, including 12 of 16
hospitals within a not-for-profit healthcare system. Patients were included if they were 18
years old or older, admitted to the hospital, and underwent an In-111 WBC scan during
hospital admission between June 1, 2020, and June 1, 2025. Patients were excluded if they
were pregnant, incarcerated, or In-111 WBC scan results were indeterminate. The control
group included patients with negative In-111 WBC scans defined as no focal change in In-
111 uptake. The comparator group included patients with positive In-111 WBC scans with a
focal increase in In-111 uptake. The primary outcome was the proportion of In-111 WBC
scans that led to a documented change in treatment within 72 hours of receiving scan
results. Documented changes in treatment plan include escalation or de-escalation of
antibiotic therapy, prolonged duration or defined stop date for antimicrobials, or scheduled
surgery for source control. Secondary outcomes were hospital length of stay, total antibiotic
duration, and the proportion of patients with inflammatory or infectious final diagnosis.
Patients had a “defined stop date” if the physician defined a stop date of antimicrobials in the
progress note within 72 hours of receiving In-111 WBC scan results. “Scheduled surgery”
was when a patient was scheduled for surgical intervention within 72 hours of receiving scan
results and underwent surgery during admission.

Results: A total of 316 patients were screened for inclusion, with 186 included in the study.
Patients were evenly distributed between the two groups of negative and positive In-111
WBC scans. Baseline characteristics are shown in Table 1. Outcome results are included in
Table 2. For the primary outcome, the proportion of patients with documented change in
treatment plan was 47.3% in the negative group and 45.2% in the positive group (-0.02, p =
0.769). Within the primary outcome, two interventions showed statistical significance, which
were a defined antimicrobial stop date and scheduled surgery for source control. There were
more instances of defined stop dates in the negative group (26.9% vs 15.1%, p = 0.045).
Scheduled surgery for source control had a higher incidence in the positive group (2.2% vs
15.1%, p = 0.003). The secondary outcome of median antibiotic duration had a statistically
significant difference with higher duration in the positive group (19 days vs 39 days, p =
0.001). No other secondary outcomes were statistically significant

Conclusion: No significant difference was found in the primary outcome between the
positive and negative In-111 WBC scan groups in overall documented change in treatment
plan. Further analysis of the types of interventions showed patients with negative In-111
WBC scans were more likely to have a defined antimicrobial stop date while patients in
positive scans underwent more surgical interventions. For secondary outcomes, positive
scans had a significantly longer duration of antimicrobial therapy. Limitations of the study
include incomplete documentation of treatment plans, which limited the ability to clearly
determine clinical intent. The retrospective study design also restricted control over potential
confounding variables. Several factors may have influenced changes in treatment plans
independent of the imaging results, including additional radiologic studies and blood cultures.
In-111 WBC scans were frequently performed near the end of admission, and treatment
plans documented within 72 hours often involved discharge with automatic antimicrobial de-
escalation, making it challenging to attribute changes specifically to scan findings. Few
clinical notes explicitly stated whether In-111 WBC scan results directly influenced
management decisions. Further studies need to be performed to determine clinical use of In-
111 WBC scans.

Bui, Binh | Tampa General Hospital (PGY2 Resident) | binhvb36@gmail.com
Low Dose Rabbit Anti-thymocyte Globulin Induction Immunosuppression in
Elderly Kidney Transplant Recipients

Background: Rabbit anti-thymocyte globulin (rATG) is a polyclonal antibody that has
demonstrated favorable outcomes and is widely used for induction immunosuppression in
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kidney transplant recipients (KTRs). Despite its ability to reduce biopsy-proven acute
rejection (BPAR), allograft loss, and patient death, its lymphocyte depleting properties are
associated with high rates of infection, malignancies, and other adverse outcomes. Previous
studies have found no differences in BPAR, patient and graft survival, infection, or
malignancy when comparing rATG doses ranging 3-6 mg/kg in low immunologic risk KTRs.
However, the safety and efficacy to support lower cumulative doses of rATG in elderly KTRs
is still lacking. At our institution, we utilize rATG weight-based dosing (3 mg/kg, 4.5 mg/kg, or
6 mg/kg) based on the presence of predefined patient-specific risk factors. In 2022, a
protocol change was implemented to utilize induction with rATG 3 mg/kg for low immunologic
risk elderly KTRs. The purpose of this study was to evaluate outcomes comparing rATG 3
mg/kg to 4.5 mg/kg in low immunologic risk, elderly KTRs. Rabbit anti-thymocyte globulin
(rATG) is a polyclonal antibody that has demonstrated favorable outcomes and is widely
used for induction immunosuppression in kidney transplant recipients (KTRs). Despite its
ability to reduce biopsy-proven acute rejection (BPAR), allograft loss, and patient death, its
lymphocyte depleting properties are associated with high rates of infection, malignancies,
and other adverse outcomes. Previous studies have found no differences in BPAR, patient
and graft survival, infection, or malignancy when comparing rATG doses ranging 3-6 mg/kg
in low immunologic risk KTRs. However, the safety and efficacy to support lower cumulative
doses of rATG in elderly KTRs is still lacking. At our institution, we utilize rATG weight-based
dosing (3 mg/kg, 4.5 mg/kg, or 6 mg/kg) based on the presence of predefined patient-specific
risk factors. In 2022, a protocol change was implemented to utilize induction with rATG 3
mg/kg for low immunologic risk elderly KTRs. The purpose of this study was to evaluate
outcomes comparing rATG 3 mg/kg to 4.5 mg/kg in low immunologic risk, elderly KTRs.
Rabbit anti-thymocyte globulin (rATG) is a polyclonal antibody that has demonstrated
favorable outcomes and is widely used for induction immunosuppression in kidney transplant
recipients (KTRs). Despite its ability to reduce biopsy-proven acute rejection (BPAR),
allograft loss, and patient death, its lymphocyte depleting properties are associated with high
rates of infection, malignancies, and other adverse outcomes. Previous studies have found
no differences in BPAR, patient and graft survival, infection, or malignancy when comparing
rATG doses ranging 3-6 mg/kg in low immunologic risk KTRs. However, the safety and
efficacy to support lower cumulative doses of rATG in elderly KTRs is still lacking. At our
institution, we utilize rATG weight-based dosing (3 mg/kg, 4.5 mg/kg, or 6 mg/kg) based on
the presence of predefined patient-specific risk factors. In 2022, a protocol change was
implemented to utilize induction with rATG 3 mg/kg for low immunologic risk elderly KTRs.
The purpose of this study was to evaluate outcomes comparing rATG 3 mg/kg to 4.5 mg/kg
in low immunologic risk, elderly KTRs.

Methodology: This single center retrospective cohort study evaluated low immunologic risk
KTRs aged =65 years old who received rATG induction immunosuppression (3 mg/kg or 4.5
mg/kg) from November 2022 to September 2024. Low immunologic risk was defined by a
panel reactive antibody (PRA) <30% and no pre-formed donor-specific antibodies. Patients
were excluded if they had a previous organ transplant or were undergoing a multi-organ
transplant. The primary outcome was the incidence of BPAR within 12 months. Secondary
outcomes were 12-month patient survival, allograft survival, delayed graft function (DGF),
renal function, infection-related hospitalization, cytomegalovirus (CMV) viremia, BK
nephropathy, and new malignancy. This single center retrospective cohort study evaluated
low immunologic risk KTRs aged 265 years old who received rATG induction
immunosuppression (3 mg/kg or 4.5 mg/kg) from November 2022 to September 2024. Low
immunologic risk was defined by a panel reactive antibody (PRA) <30% and no pre-formed
donor-specific antibodies. Patients were excluded if they had a previous organ transplant or
were undergoing a multi-organ transplant. The primary outcome was the incidence of BPAR
within 12 months. Secondary outcomes were 12-month patient survival, allograft survival,
delayed graft function (DGF), renal function, infection-related hospitalization, cytomegalovirus
(CMV) viremia, BK nephropathy, and new malignancy. This single center retrospective cohort
study evaluated low immunologic risk KTRs aged =65 years old who received rATG induction
immunosuppression (3 mg/kg or 4.5 mg/kg) from November 2022 to September 2024. Low
immunologic risk was defined by a panel reactive antibody (PRA) <30% and no pre-formed

donor-specific antibodies. Patients were excluded if they had a previous organ transplant or
were undergoing a multi-organ transplant. The primary outcome was the incidence of BPAR
within 12 months. Secondary outcomes were 12-month patient survival, allograft survival,
delayed graft function (DGF), renal function, infection-related hospitalization, cytomegalovirus
(CMV) viremia, BK nephropathy, and new malignancy. This single center retrospective cohort
study evaluated low immunologic risk KTRs aged =65 years old who received rATG induction
immunosuppression (3 mg/kg or 4.5 mg/kg) from November 2022 to September 2024. Low
immunologic risk was defined by a panel reactive antibody (PRA) <30% and no pre-formed
donor-specific antibodies. Patients were excluded if they had a previous organ transplant or
were undergoing a multi-organ transplant. The primary outcome was the incidence of BPAR
within 12 months. Secondary outcomes were 12-month patient survival, allograft survival,
delayed graft function (DGF), renal function, infection-related hospitalization, cytomegalovirus
(CMV) viremia, BK nephropathy, and new malignancy.

Results: : A total of 78 patients were included with 39 patients in each group. The majority of
the patients were non-sensitized Caucasian males in their 70s with diabetes or hypertension
as the predominant indication for kidney transplant (Table 1). In both groups, most patients
received a deceased donor allograft, of which 43.6% vs 56.4% were donation after
circulatory death (DCD) donors in the 3 mg/kg and 4.5 mg/kg groups, respectively. Other
donor characters were well-balanced except donors in the rATG 3 mg/kg group had a
significantly higher kidney donor profile index (KDPI) than the rATG 4.5 mg/kg group (87% vs
71%, p=0.01). There were no significant differences in CMV and EBV risk profile. There was
no difference in the incidence of BPAR at 12 months between groups (12.8% vs 12.8%,
p=1.00) (Table 3), with rejection events occurring evenly throughout the 12 months. There
were 5 acute cellular rejection (ACR) episodes that occurred in each group. The severity of
ACR episodes were borderline (7.7% vs 7.7%), grade IB (5.1% vs 5.1%), and grade IIA
(2.6% vs 0%) in the 3 mg/kg and 4.5 mg/kg groups, respectively. In addition, there were a
total of 3 active antibody-mediated rejection (AMR) episodes in 2 patients. With respect to
renal function, there was no difference in the incidence of DGF between the 3 and 4.5 mg/kg
groups (35.9% vs 51.3%, p=0.17). The 3 mg/kg group had lower eGFR (mL/min/1.73 m?)
compared with the 4.5 mg/kg group at both 6 months (42 vs 51 mL/min/1.73 m?, p=0.03) and
12 months (43 vs 54 mL/min/1.73 m?, p=0.05) post-transplant. At 12 months, the 3 mg/kg
group had a lower incidence of BK viremia (17.9% vs 35.9%, p=0.13) and BK nephropathy
(5.1% vs 10.3%, p=0.68), but a higher incidence of CMV viremia (30.8% vs 15.4%, p=0.10)
compared with the 4.5 mg/kg group. There were no differences in infection-related
hospitalization (23.1% vs 20.5%, p=0.78) or malignancy (0% vs 5.1%, p=0.49). There were
no significant differences in patient survival (92.3% vs 94.9%, p=1.00) or death-censored
allograft survival (91.7% vs 100%, p=0.11): A total of 78 patients were included with 39
patients in each group. The majority of the patients were non-sensitized Caucasian males in
their 70s with diabetes or hypertension as the predominant indication for kidney transplant
(Table 1). In both groups, most patients received a deceased donor allograft, of which 43.6%
vs 56.4% were donation after circulatory death (DCD) donors in the 3 mg/kg and 4.5 mg/kg
groups, respectively. Other donor characters were well-balanced except donors in the rATG
3 mg/kg group had a significantly higher kidney donor profile index (KDPI) than the rATG 4.5
mg/kg group (87% vs 71%, p=0.01). There were no significant differences in CMV and EBV
risk profile. There was no difference in the incidence of BPAR at 12 months between groups
(12.8% vs 12.8%, p=1.00) (Table 3), with rejection events occurring evenly throughout the 12
months. There were 5 acute cellular rejection (ACR) episodes that occurred in each group.
The severity of ACR episodes were borderline (7.7% vs 7.7%), grade IB (5.1% vs 5.1%), and
grade IlA (2.6% vs 0%) in the 3 mg/kg and 4.5 mg/kg groups, respectively. In addition, there
were a total of 3 active antibody-mediated rejection (AMR) episodes in 2 patients. With
respect to renal function, there was no difference in the incidence of DGF between the 3 and
4.5 mg/kg groups (35.9% vs 51.3%, p=0.17). The 3 mg/kg group had lower eGFR
(mL/min/1.73 m?) compared with the 4.5 mg/kg group at both 6 months (42 vs 51
mL/min/1.73 m?, p=0.03) and 12 months (43 vs 54 mL/min/1.73 m?, p=0.05) post-transplant.
At 12 months, the 3 mg/kg group had a lower incidence of BK viremia (17.9% vs 35.9%,
p=0.13) and BK nephropathy (5.1% vs 10.3%, p=0.68), but a higher incidence of CMV
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viremia (30.8% vs 15.4%, p=0.10) compared with the 4.5 mg/kg group. There were no
differences in infection-related hospitalization (23.1% vs 20.5%, p=0.78) or malignancy (0%
vs 5.1%, p=0.49). There were no significant differences in patient survival (92.3% vs 94.9%,
p=1.00) or death-censored allograft survival (91.7% vs 100%, p=0.11): A total of 78 patients
were included with 39 patients in each group. The majority of the patients were non-
sensitized Caucasian males in their 70s with diabetes or hypertension as the predominant
indication for kidney transplant (Table 1). In both groups, most patients received a deceased
donor allograft, of which 43.6% vs 56.4% were donation after circulatory death (DCD) donors
in the 3 mg/kg and 4.5 mg/kg groups, respectively. Other donor characters were well-
balanced except donors in the rATG 3 mg/kg group had a significantly higher kidney donor
profile index (KDPI) than the rATG 4.5 mg/kg group (87% vs 71%, p=0.01). There were no
significant differences in CMV and EBV risk profile. There was no difference in the incidence
of BPAR at 12 months between groups (12.8% vs 12.8%, p=1.00) (Table 3), with rejection
events occurring evenly throughout the 12 months. There were 5 acute cellular rejection
(ACR) episodes that occurred in each group. The severity of ACR episodes were borderline
(7.7% vs 7.7%), grade IB (5.1% vs 5.1%), and grade IlA (2.6% vs 0%) in the 3 mg/kg and 4.5
mg/kg groups, respectively. In addition, there were a total of 3 active antibody-mediated
rejection (AMR) episodes in 2 patients. With respect to renal function, there was no
difference in the incidence of DGF between the 3 and 4.5 mg/kg groups (35.9% vs 51.3%,
p=0.17). The 3 mg/kg group had lower eGFR (mL/min/1.73 m?) compared with the 4.5 mg/kg
group at both 6 months (42 vs 51 mL/min/1.73 m?, p=0.03) and 12 months (43 vs 54
mL/min/1.73 m?, p=0.05) post-transplant. At 12 months, the 3 mg/kg group had a lower
incidence of BK viremia (17.9% vs 35.9%, p=0.13) and BK nephropathy (5.1% vs 10.3%,
p=0.68), but a higher incidence of CMV viremia (30.8% vs 15.4%, p=0.10) compared with the
4.5 mg/kg group. There were no differences in infection-related hospitalization (23.1% vs
20.5%, p=0.78) or malignancy (0% vs 5.1%, p=0.49). There were no significant differences in
patient survival (92.3% vs 94.9%, p=1.00) or death-censored allograft survival (91.7% vs
100%, p=0.11): A total of 78 patients were included with 39 patients in each group. The
majority of the patients were non-sensitized Caucasian males in their 70s with diabetes or
hypertension as the predominant indication for kidney transplant (Table 1). In both groups,
most patients received a deceased donor allograft, of which 43.6% vs 56.4% were donation
after circulatory death (DCD) donors in the 3 mg/kg and 4.5 mg/kg groups, respectively.
Other donor characters were well-balanced except donors in the rATG 3 mg/kg group had a
significantly higher kidney donor profile index (KDPI) than the rATG 4.5 mg/kg group (87% vs
71%, p=0.01). There were no significant differences in CMV and EBV risk profile. There was
no difference in the incidence of BPAR at 12 months between groups (12.8% vs 12.8%,
p=1.00) (Table 3), with rejection events occurring evenly throughout the 12 months. There
were 5 acute cellular rejection (ACR) episodes that occurred in each group. The severity of
ACR episodes were borderline (7.7% vs 7.7%), grade IB (5.1% vs 5.1%), and grade lIA
(2.6% vs 0%) in the 3 mg/kg and 4.5 mg/kg groups, respectively. In addition, there were a
total of 3 active antibody-mediated rejection (AMR) episodes in 2 patients. With respect to
renal function, there was no difference in the incidence of DGF between the 3 and 4.5 mg/kg
groups (35.9% vs 51.3%, p=0.17). The 3 mg/kg group had lower eGFR (mL/min/1.73 m?)
compared with the 4.5 mg/kg group at both 6 months (42 vs 51 mL/min/1.73 m2, p=0.03) and
12 months (43 vs 54 mL/min/1.73 m?, p=0.05) post-transplant. At 12 months, the 3 mg/kg
group had a lower incidence of BK viremia (17.9% vs 35.9%, p=0.13) and BK nephropathy
(5.1% vs 10.3%, p=0.68), but a higher incidence of CMV viremia (30.8% vs 15.4%, p=0.10)
compared with the 4.5 mg/kg group. There were no differences in infection-related
hospitalization (23.1% vs 20.5%, p=0.78) or malignancy (0% vs 5.1%, p=0.49). There were
no significant differences in patient survival (92.3% vs 94.9%, p=1.00) or death-censored
allograft survival (91.7% vs 100%, p=0.11): A total of 78 patients were included with 39
patients in each group. The majority of the patients were non-sensitized Caucasian males in
their 70s with diabetes or hypertension as the predominant indication for kidney transplant
(Table 1). In both groups, most patients received a deceased donor allograft, of which 43.6%
vs 56.4% were donation after circulatory death (DCD) donors in the 3 mg/kg and 4.5 mg/kg
groups, respectively. Other donor characters were well-balanced except donors in the rATG

3 mg/kg group had a significantly higher kidney donor profile index (KDPI) than the rATG 4.5
mg/kg group (87% vs 71%, p=0.01). There were no significant differences in CMV and EBV
risk profile. There was no difference in the incidence of BPAR at 12 months between groups
(12.8% vs 12.8%, p=1.00) (Table 3), with rejection events occurring evenly throughout the 12
months. There were 5 acute cellular rejection (ACR) episodes that occurred in each group.
The severity of ACR episodes were borderline (7.7% vs 7.7%), grade IB (5.1% vs 5.1%), and
grade IlA (2.6% vs 0%) in the 3 mg/kg and 4.5 mg/kg groups, respectively. In addition, there
were a total of 3 active antibody-mediated rejection (AMR) episodes in 2 patients. With
respect to renal function, there was no difference in the incidence of DGF between the 3 and
4.5 mg/kg groups (35.9% vs 51.3%, p=0.17). The 3 mg/kg group had lower eGFR
(mL/min/1.73 m?) compared with the 4.5 mg/kg group at both 6 months (42 vs 51
mL/min/1.73 m2, p=0.03) and 12 months (43 vs 54 mL/min/1.73 m?, p=0.05) post-transplant.
At 12 months, the 3 mg/kg group had a lower incidence of BK viremia (17.9% vs 35.9%,
p=0.13) and BK nephropathy (5.1% vs 10.3%, p=0.68), but a higher incidence of CMV
viremia (30.8% vs 15.4%, p=0.10) compared with the 4.5 mg/kg group. There were no
differences in infection-related hospitalization (23.1% vs 20.5%, p=0.78) or malignancy (0%
vs 5.1%, p=0.49). There were no significant differences in patient survival (92.3% vs 94.9%,
p=1.00) or death-censored allograft survival (91.7% vs 100%, p=0.11)

Conclusion: In conclusion, low immunologic risk, elderly KTRs who received rATG 3 mg/kg
dose have no significant differences in outcomes compared to recipients who received rATG
4.5 mg/kg. These findings contribute to the growing evidence of the potential to use low dose
rATG induction in low risk, elderly kidney recipients. In conclusion, low immunologic risk,
elderly KTRs who received rATG 3 mg/kg dose have no significant differences in outcomes
compared to recipients who received rATG 4.5 mg/kg. These findings contribute to the
growing evidence of the potential to use low dose rATG induction in low risk, elderly kidney
recipients. In conclusion, low immunologic risk, elderly KTRs who received rATG 3 mg/kg
dose have no significant differences in outcomes compared to recipients who received rATG
4.5 mg/kg. These findings contribute to the growing evidence of the potential to use low dose
rATG induction in low risk, elderly kidney recipients. In conclusion, low immunologic risk,
elderly KTRs who received rATG 3 mg/kg dose have no significant differences in outcomes
compared to recipients who received rATG 4.5 mg/kg. These findings contribute to the
growing evidence of the potential to use low dose rATG induction in low risk, elderly kidney
recipients. In conclusion, low immunologic risk, elderly KTRs who received rATG 3 mg/kg
dose have no significant differences in outcomes compared to recipients who received rATG
4.5 mg/kg. These findings contribute to the growing evidence of the potential to use low dose
rATG induction in low risk, elderly kidney recipients. In conclusion, low immunologic risk,
elderly KTRs who received rATG 3 mg/kg dose have no significant differences in outcomes
compared to recipients who received rATG 4.5 mg/kg. These findings contribute to the
growing evidence of the potential to use low dose rATG induction in low risk, elderly kidney
recipients.

Bunk, Christopher | Lakeland Regional Health (PGY1 Resident) | cjbunk@yahoo.com
Effect of esmolol on reducing heart rate in patients diagnosed with an acute
aortic dissection

Background: Intravenous (IV) esmolol is a short-acting, selective 31-adrenergic blocker that
is used for the treatment of tachycardia and hypertension. It has a rapid onset of action of
two minutes and a short half-life of approximately nine minutes which allows for quick titration
and discontinuation. Acute aortic dissection (AAD) is a life-threatening emergency in which
the aortic wall layers are separated leading to the creation of a false lumen. The ACC/AHA
Guidelines recommend immediate administration of intravenous B -blockers, including
esmolol, to lower the heart rate to a goal of 60 to 80 BPM. While guidelines currently
recommend a goal of 60-80 BPM, smaller studies have found a heart rate goal of less than
60 BPM improved outcomes following medical intervention. The purpose of this study is to
evaluate the effect of esmolol on reducing heart rate in patients with AAD in the emergency
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department. To our knowledge, there is no literature assessing the quantifiable change in
heart rate caused by esmolol in this patient population. Additionally, there is limited data
assessing the efficacy of esmolol reaching lower heart rate goals of < 60 BPM.

Methodology: This is a single center, observational, retrospective, Institutional Review
Board approved study conducted at a 910-bed academic tertiary referral center with
approximately 210,000 annual emergency department visits. A report was generated from
the electronic medical record to identify patients presenting to the study institution between
August 26, 2015 and August 26, 2025 and received an infusion of intravenous esmolol in the
emergency department. Patients were included if they were 18 years or older at arrival to the
emergency department, received at least one dose of IV esmolol in the emergency
department, and were diagnosed with an AAD per physician documentation. Patients were
excluded if there was incomplete documentation in the electronic medical record, or they
received concomitant rate control medications (other than labetalol) after administration of IV
esmolol during the 120-minute monitoring period. The primary outcome was the change in
heart rate from baseline to 30 minutes after administration of esmolol while in the emergency
department. Secondary outcomes included the change in heart rate from baseline at
specified time periods, proportion of patients who achieved a heart rate goal less than 60
BPM, proportion of patients who received an initial IV bolus and/or IV boluses during the
infusion, and the proportion of patients who reached the maximum titration after 60 minutes
of starting esmolol. Safety outcomes included the incidence of bradycardia, (heart rate less
than 50 BPM), incidence of hypotension (systolic blood pressure less than 90 mmHg), and
the proportion of patients requiring discontinuation of esmolol therapy due to bradycardia
and/or hypotension.

Results: A total of 72 patients were included in the study for analysis. Baseline
characteristics are reported in Table 1. For the primary outcome, a -5 bpm (+/- 8) change
from baseline heart rate was identified (Table 2). The changes in heart rate from 1-15
minutes, 16-30 minutes, 31-60 minutes, and 61-120 minutes are reported in Table 2. The
overall heart rate change from baseline to 120 minutes was -6 bpm (+/- 9). At 120 minutes,
only 8.3% of patients reached the guideline recommended HR goal of < 60 bpm. Out of 72
patients included, 31 (43.1%) of patients received an initial bolus dose, with an average bolus
dose of 489.3 mcg/kg (+/- 37.2). Patients were started on an average infusion dose of 56.4
mcg/kg/min (+/- 22.9), with an average peak dose of 162.2 mcg/kg (+/- 91.2) during the 120-
minute study period. 9 patients reached the maximum infusion dose of 300 mcg/kg/min within
60 minutes of the infusion. Further information regarding infusion/bolus dosing is reported in
Table 1. In regards to safety outcomes, 1 patient experienced bradycardia defined as heart
rate less than 50 BPM, but this did not result in a discontinuation of esmolol. There were 5
patients who experienced hypotension, defined as SBP less than 90mmHg, and 1 patient
had esmolol discontinued due to hypotension.

Conclusion: Overall, esmolol did decrease HR from baseline in patients with AAD, however
the clinical significance of this decrease was limited with a majority of patients not reaching
their HR goal of < 60 BPM. These findings support a limited use of esmolol alone for heart
rate control in this critical patient population. Limitations of this study include the retrospective
design, and the lack of standardization in dosing/titrating esmolol. Further, larger studies are
necessary to determine the absolute change in heart rate in patients receiving IV esmolol for
treatment of AAD.

Bunn, Taylor | UF Health Jacksonville (PGY2 Resident) | taylor.bunn5@gmail.com
Impact of a pain stewardship pharmacist on opioid-related harm and
regulatory compliance

Background: The integration of a dedicated pain stewardship pharmacist within academic
and community hospitals provides significant benefits, including clinical support, safety

initiatives, regulatory compliance, and outcome evaluation. Through expertise in multimodal
analgesia, pharmacists promote individualized, opioid-sparing strategies that optimize pain

control while minimizing unnecessary opioid exposure. These practices align with The Joint
Commission’s (TJC) priorities to reduce opioid-related harm and improve quality outcomes.
Pain stewardship pharmacists develop and implement standardized protocols that
emphasize multimodal strategies, reduce naloxone rescue events, and ensure thorough
discharge medication reconciliations to prevent duplicate therapies or interactions. Oversight
of prescribing trends helps reduce variability in practice while supporting TJC standards for
safe analgesic use. Additionally, stewardship pharmacists contribute to education, protocol
development, documentation, and survey readiness, positioning institutions for regulatory
success while advancing safety and value-based care. This is often reflected in changes in
multimodal analgesic use, naloxone administration, IV opioid use, high-cost IV analgesic use,
long-acting opioid use, buprenorphine and methadone use, and opioid versus non-opioid
administration. This study compares quality metrics between institutions with and without a
dedicated pain stewardship pharmacist.

Methodology: This retrospective study was conducted across a hospital enterprise that
operates with both large academic medical centers and community-based hospitals. One
academic medical center and its sister community-based hospital operate with pain
stewardship pharmacist presence and policy initiatives, whereas the others do not. The
protocol was reviewed and approved by the Non-Human Research Division. A stewardship
report captured medication administrations from January 2017 through December 2024 and
was normalized using facility census data from the same period. No exclusion criteria were
applied, as patient-specific data were not analyzed. The primary outcome was multimodal
analgesic use, including acetaminophen, NSAIDs, muscle relaxants, and neuropathic agents.
Secondary outcomes included rescue naloxone administration, 1V opioid administrations,
methadone and buprenorphine use, long-acting opioid administrations, opioid versus non-
opioid administrations, and high-cost IV analgesic use.

Results: A total of 5,306,809 patient days were reviewed and prespecified medication
administrations were analyzed across the health-system enterprise. Among nearly 4 million
patient days from academic medical centers, 1,379,771 (36%) were under the direct
supervision of a pain stewardship pharmacist. Among community-based hospital patient
days, 243,708 (17%) were under pain stewardship pharmacist oversight (Figure 1). In
academic medical centers, institutions employing a pain stewardship pharmacist
demonstrated a significant increase in total non-opioid multimodal use compared to those
without pharmacist oversight [2,696 vs 2,376; p<0.001] (Figure 2). Similarly, community-
based hospitals with opioid stewardship pharmacist involvement displayed significantly
greater total multimodal use compared to those without such oversight [2,489 vs 1,024;
p<0.001] (Figure 3). Pain stewardship pharmacist presence in an academic medical center
was associated with a reduction in 1V opioid administration (Figure 4). IV opioid use was
significantly higher in a community hospital with an opioid stewardship pharmacist compared
to community hospitals without one (Figure 5). An academic medical center with an opioid
stewardship pharmacist involvement was associated with a significant reduction in rescue
naloxone administrations compared to those without pharmacist oversight (Figure 6).
Conversely, community hospitals with stewardship oversight revealed a significant increase
in rescue naloxone administrations (Figure 7). Secondary endpoints evaluating additional
measures of safe opioid use and cost-effectiveness were also analyzed.

Conclusion: The presence of a pain stewardship pharmacist promotes the safe and
effective use of analgesic agents in academic medical centers by significantly increasing
multimodal use, reducing IV opioid administration, and decreasing rescue naloxone use.
Although similar results were not consistently observed in community-based hospital
settings, opportunities for targeted interventions have been identified to further reduce opioid-
related harm and enhance regulatory compliance.
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Burke, Kelly | Ascension St. Vincent's Riverside (PGY2 Resident) |
kellyburke2024@gmail.com

Impact of Ketamine for Sedation on Vasopressor Utilization

Background: Commonly used sedatives, including opioids, propofol, dexmedetomidine, and
benzodiazepines, are associated with hypotension and bradycardia that may necessitate
vasopressor support, which has been linked to worsened overall patient outcomes. Ketamine
is an NMDA receptor antagonist that provides sedation while uniquely enhancing
sympathetic activity through catecholamine release and reuptake inhibition, leading to
increases in blood pressure, heart rate, and cardiac output; however, the impact on
vasopressor requirements remains uncertain given limited and conflicting evidence. The
purpose of this study was to evaluate how ketamine affects vasopressor utilization in
mechanically ventilated ICU patients compared to standard sedation strategies.

Methodology: This was an IRB-approved, single center, retrospective observational cohort
study. Subjects were included if they were 18 years of age or older, on mechanical ventilation
for at least 24 hours, received ketamine or a standard sedative (propofol, dexmedetomidine,
or midazolam) as the second non-opioid sedative for at least 6 hours and received
vasopressor therapy prior to initiation of second non-opioid sedative. Subjects were excluded
if ketamine was used for any indication other than sedation, had a status epilepticus
diagnosis, underwent targeted temperature management, received continuous infusion of a
paralytic, were transferred from an outside facility, pregnant or incarcerated. The primary
outcome was the change in norepinephrine equivalence (NEE) at 3 hours after initiation of a
second non-opioid sedative. Secondary outcomes included: change in NEE at 1, 6, and 12
hours, duration of vasopressor use, maximum number of vasopressors utilized, duration of
mechanical ventilation, ICU and hospital length of stay, in-hospital and ICU mortality. A total
of 172 subjects (86 per group) were required to detect a difference of 0.1 mcg/kg/min in NEE
with 90% power and an alpha of 0.05. Categorical and nominal data was analyzed using chi-
square or Fisher's exact test and continuous and ordinal data using student t-test or
Wilcoxon rank-sum. A multivariable linear regression was used to account for confounding
variables.

Results: Of 1,196 patients screened, 161 met inclusion criteria, with 86 in the standard
sedation group and 75 in the ketamine group. Baseline characteristics were similar between
groups with details reported in table 1. Sepsis represented the predominant etiology of shock
in both cohorts. In the standard sedation group, the most commonly used second non-opioid
sedatives were dexmedetomidine (50%) and midazolam (38.4%). The primary outcome,
change in NEE at 3 hours following initiation of a second non-opioid sedative, did not differ
between groups (0 vs 0 mcg/kg/min), p=0.833). Results from a multivariable linear regression
were consistent with the primary analysis, demonstrating no difference in the primary
outcome between groups after adjusting for history of hypertension, baseline SOFA score,
and the use of dexmedetomidine, midodrine and hydrocortisone (p = 0.896). Secondary
hemodynamic outcomes, including changes in NEE at 1, 6, and 12 hours, were also not
significantly different. Clinical outcomes, such as hospital and ICU length of stay, ICU and in-
hospital mortality, and duration of mechanical ventilation were comparable between groups.
Vasopressor outcomes were also similar, with no differences observed in duration of therapy,
the maximum number of vasopressors used after initiation of the study drug, or in time from
study drug initiation to vasopressor discontinuation. Further information regarding outcomes
of this study can be found in table 2. Limitations of this study include the retrospective,
observational design. Additionally, this study depended on accurate documentation and
timing of multiple continuous infusions, creating the possibility of recording inaccuracies that
may have affected the results. The study was also limited by insufficient subjects receiving
ketamine at the studied institutions, leading to the inability to meet power. A strength of this
study was the use of strict exclusion criteria to reduce confounding and enhance internal
validity, along with the selection of a clinically meaningful hemodynamic endpoint.
Additionally, assessment of vasopressor requirements at multiple time points allowed for a
more comprehensive evaluation of both immediate and short-term effects.

Conclusion: Among mechanically ventilated ICU patients with shock, ketamine was not
associated with reduced vasopressor requirements at hours 1, 3, 6, or 12 compared to
standard sedation strategies. The results of this study do not support the hemodynamic
benefit of ketamine in the real-world setting.

Burry, Elizabeth | Bay Pines VA Healthcare System (PGY1 Resident) |
elizaburry@gmail.com

Comparative study of levalbuterol versus albuterol in beta-agonist induced
tachycardia

Background: Tachycardia is a frequent adverse effect of short-acting beta-agonists such as
albuterol, often prompting clinicians to switch to levalbuterol, which contains only the R-
enantiomer and is hypothesized to cause fewer cardiovascular effects. However, evidence
supporting this practice is mixed, and levalbuterol is more costly. This study aims to
determine whether switching from albuterol to levalbuterol in hospitalized veterans reduces
tachycardia and other cardiovascular symptoms. By comparing changes in heart rate (HR)
and related clinical parameters, the findings will help guide evidence-based beta-agonist
selection, improve patient safety, and support cost-effective prescribing within the Veterans
Health Administration.

Methodology: This is a single-center study conducted at Bay Pines VA Healthcare system
(BPVAHCS). Utilizing Computerized Patient Record System (CPRS), the Electronic Health
Record (EHR) system, all patients who received at least 2 doses of albuterol inpatient before
switching to levalbuterol between September 1st, 2022 — April 14th, 2026 will be identified. A
chart review of each patient was completed, and the following data points were collected:
HR, respiratory rate (RR), peripheral capillary oxygen saturation (SpO2), and reason for
discontinuation.

Results: Of 123 veterans identified with a documented switch from albuterol to levalbuterol
due to tachycardia or cardiovascular symptoms between September 1st, 2022 and April 14th,
2026, 22 met inclusion criteria. The majority were excluded due to insufficient documented
doses (n=88), initiation of a beta blocker between agents (n=10), or incomplete heart rate
documentation (n=3). The most common reason for switching was tachycardia (n=16),
followed by continuation from outpatient (n=2), chest pain (n=1), palpitations (n=1), and
unknown (n=1). No consistent or clinically meaningful reduction in mean heart rate was
observed with levalbuterol compared to albuterol, with substantial variability in individual
patient responses. Some patients experienced lower heart rates with levalbuterol while
others showed higher or unchanged heart rates. RR and SpO2 values were similar between
agents across patients with available data. Only one patient had a documented adverse drug
reaction to albuterol before being switched to levalbuterol.

Conclusion: In this single-center retrospective study of veterans switched from albuterol to
levalbuterol for beta-agonist—induced tachycardia, levalbuterol did not demonstrate a clear
advantage over albuterol in reducing heart rate. These findings are consistent with existing
literature showing inconsistent cardiovascular benefit of levalbuterol. The decision to switch
from albuterol to levalbuterol should be individualized rather than routine, and alternative
strategies such as dose adjustment or evaluation of underlying causes of tachycardia should
be considered. The small sample size and retrospective design limit generalizability; further
prospective, controlled studies are needed to better define the role of levalbuterol in this
population.
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Byrnes, Shannon | HCA Florida Putnam Hospital (PGY1 Resident) |
shannon.byrnes30@gmail.com

Role of propofol and adjunctive dexmedetomidine addition on extubation in
the intensive care unit

Background: The use of sedation during mechanical ventilation with agents like
dexmedetomidine and propofol are standard practices in Intensive Care Units (ICU)
worldwide. Sedation practices play a central role in extubation readiness, yet optimal
strategies—especially the use of multiple agents or adjunctive sedatives—remain in an area
of active investigation. When patients require intubation, it is important that they receive both
modes of sedation and analgesia. Dual targets of sedation and analgesia aim to optimize
ventilation and ensure pain management. Major sedative agents include midazolam,
propofol, and dexmedetomidine. Small rural hospitals often utilize primarily propofol and
fentanyl following rapid sequence intubation (RSI), then adjunctive medications can be added
based on patient assessment. Understanding whether the addition of dexmedetomidine to
existing sedation regimens can meaningfully improve extubation times is therefore clinically
significant to answer. This study evaluates whether adding dexmedetomidine to propofol-
based sedation regimens reduces the duration of mechanical ventilation.

Methodology: A single-centered, retrospective cohort study was performed for eligible
patients admitted to HCA Florida Putnam Hospital. Electronic health record (EHR) data for all
adult patients admitted to the ICU requiring mechanical ventilation >24 hours was used to
determine if the sedation method with propofol alone and sedation with propofol versus
propofol with the addition of dexmedetomidine on effects of overall length of intubation.
Patient data was collected from February 2024 to December 2025. Inclusion criteria and data
points of collection include patients who are greater than 18 years old and admitted to the
ICU who required invasive mechanical ventilation for 24 hours or greater. Any patient with
neurological injury or a DNR/DNI order was excluded. Patients were divided into groups
based on their sedation medication regimen; use of propofol and use of propofol with
dexmedetomidine. The measurement of duration of intubation in hours as well as ICU length
of stay and hospital length of stay, and re-intubation time when applied were also obtained
and evaluated. Independent samples t-test and/or Mann-Whitney U test will be applied based
on data variance to assess both primary and secondary outcomes.

Results: In a retrospective study, patients who needed dexmedetomidine were intubated for
longer periods of time, p-value = 0.01. ICU length of stay was statistically significant in the
dexmedetomidine group, p-value = 0.0013. Hospital length of stay was extended for the
dexmedetomidine group, but not found to be clinically significant, p-value = 0.21. Patients
who utilized dexmedetomidine were more likely to experience adverse effects and re-
admission, p-value = 0.027 (bradycardia) and 0.009 (hypotension).

Conclusion: In conclusion the use of dexmedetomidine as an adjunctive sedative for
mechanical ventilation in propofol use was correlated with a longer intubation time but found
not to be statistically significant.

Candelaria-Jiménez, Astrid | UF Health Jacksonville (PGY2 Resident) |
astridccj@gmail.com

Impact of Insurance Authorizations on Accessibility of Multiple Sclerosis
Infused Medications

Background: Multiple sclerosis (MS) is a chronic, immune-mediated neurological disorder
characterized by inflammation, demyelination, and neurodegeneration, and is a leading
cause of disability in young adults. The prevalence of MS is rising in the United States, with
over 900,000 affected individuals, and the disease disproportionately affects women.
Preventing relapses is critical to preserve neurological function and reduce long-term
disability and economic burden. Disease-modifying therapies (DMTs) are central to MS
management. Early initiation of high-efficacy (HE) DMTs is increasingly recommended for

patients with active or aggressive disease, as these agents more effectively reduce relapse
rates and slow disability progression compared to moderately effective therapies. However,
access to these therapies is frequently limited by insurance authorization requirements,
including formulary restrictions and prior authorization (PA), which can cause delays in
treatment. These delays may lead to patient relapses and increase the risk of disability
progression. This project evaluated treatment access by comparing the time to therapy
initiation between patients with and without PA requirements.

Methodology: This single-center, observational, retrospective study evaluated the impact of
insurance authorization requirements on access to infused HE-DMTs among adults with a
confirmed diagnosis of MS at UF Health Jacksonville Infusion Centers between January
2017, and April 2025. Eligible patients had a therapy plan with at least one scheduled
infusion of natalizumab (Tysabri®), ocrelizumab (Ocrevus®), ublituximab-xiiy (Briumvi®), or
alemtuzumab (Lemtrada®). Incarcerated individuals were excluded. Data was collected from
electronic medical records. The primary outcome was the difference in time from medication
ordering to first infusion visit between patients whose insurance requires PA and those
whose insurance does not. Secondary outcomes include the median time from therapy plan
placement to completion of the authorization process for those patients requiring a PA, the
median time from therapy plan placement to infusion administration, and the proportion of
patients experiencing MS exacerbations between the time of medication ordering and up to
one week after infusion administration. Parametric data are presented as mean (SD) and
non-parametric data as median [IQR]. Categorical variables are presented with frequencies
and percentages and compared using chi-square. Continuous variables were tested using
the Kruskal-Wallis test. All analyses were run using SPSS software for Windows, version 25.

Results: A total of 247 patients were screened, of whom 163 were included in the analysis.
Patients were stratified according to PA requirements for infusion therapy with 110 (67.5%)
patients requiring a PA, whereas 53 (32.5%) patients did not. Patients requiring a PA had a
median age of 40 years, whereas those not requiring a PA had a median age of 54 years. In
both cohorts, patients were predominantly white and female. Overall, the most commonly
administered therapies in both groups were ocrelizumab (Ocrevus®) (63.2%), followed by
natalizumab (Tysabri®) (35.6%). Most patients had commercial insurance plans (69.3%),
followed by government-sponsored insurance (25.8%), with a small proportion enrolled in
charity programs (4.9%). Most patients with commercial insurance required PA (93.6%),
whereas most patients with government-sponsored insurance did not require PA (69.8%).
Additional baseline characteristics are summarized in Table 1. Among patients requiring PA,
88% received initial approval. Common reasons for denial included failure to meet medical
necessity criteria, step therapy requirements, or the need for additional clinical
documentation from the provider. Median time from therapy plan placement to infusion visit
scheduling was significantly longer in patients who required a PA (20.0 days [13.0, 29.0])
than those who did not (9.0 days [2.0, 27.0]; p = 0.001). When stratified by insurance payer
type, commercial insurances had the longest time (18.5 days [12.8, 29.0]) followed by
government-sponsored insurances (11.5 days [2.2, 34.5]), and charity (10.5 days [2.8, 15.5]);
p = 0.020 across all groups). Median time for authorization processes to be completed was
9.5 days [6.0, 19.8]. Additionally, median time from therapy plan placement to first infusion
administration was longer in patients who required a PA (33.0 days [22.0, 49.0]) than those
who did not (28.0 days [13.0, 49.0] (p=0.084). Rates of MS exacerbations during the interval
between therapy planning and infusion completion were similar between patients that did and
didn’t undergo a PA [5 (4.5%) vs. 2 (3.8%), p = 1.000].

Conclusion: PA requirements were associated with significant delays in both infusion
scheduling and treatment initiation. Considering almost all PAs were ultimately approved,
these administrative processes introduced measurable delays in care delivery while providing
minimal cost savings and possibly increasing administrative costs. Despite these delays, no
difference was observed in short-term MS exacerbation rates during the waiting period. Third
party payors should re-evaluate the use of prior authorizations in this patient population due
to the associated delays in care without any overt benefit. These findings highlight the
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administrative burden imposed by PA requirements and their impact on timely access to
infusion therapies.

Cao, Anthony | Sarasota Memorial Hospital- Venice (PGY1 Resident) |
anthnycao@aol.com

Composite Bleeding Outcomes with Oral P2Y12 Inhibitors and Aspirin Post
Percutaneous Coronary Intervention

Background: Dual antiplatelet therapy (DAPT) is recommended for patients with acute
coronary syndrome (ACS) and includes the use of both aspirin and a P2Y12 inhibitor after a
percutaneous coronary intervention (PCl). The 2025 ACC/AHA/ACEP/NAEMSP/SCAI
Guidelines for the Management of Patients with Acute Coronary Syndromes recommend the
use of prasugrel or ticagrelor in addition to low-dose aspirin for at least 12 months after PCI
for patients with minimal bleeding risk. The guidelines also recommend clopidogrel as the
preferred oral P2Y12 inhibitor for patients with high bleed risk.

Methodology: This was a single-center, retrospective cohort, descriptive chart review study
that included patients 18 years of age or older admitted to Sarasota Memorial Hospital
Venice between January 2022 and August 2025. The study included patients with ACS who
underwent a PCI with stenting and were started on DAPT. Pregnant patients, those who
switched oral P2Y12 inhibitors during their antiplatelet therapy, or those who were prescribed
DAPT prior to the initial PCI were excluded. Data collected included patient demographics,
type of myocardial infarction, past medical history of atherothrombotic events or bleeding
events, bleeding site and severity, hemoglobin on readmission, and antiplatelet agent(s)
used. [MB1] Our study defined a major bleed as an overt bleeding event with a decrease in
hemoglobin of at least 2 g/dL, bleeding in a critical organ or area, and/or requiring
intervention for bleeding management. The primary outcome was the composite of major and
minor bleeding events among each oral P2Y12 inhibitor combined with aspirin following PCI.
Secondary outcomes included rates of all-cause readmissions within one year after PClI,
severity of bleeding event, length of stay, survival rates, and interventions for bleeding
management. [MB1]Maybe add this here... This is currently at the top and it does not flow
nicely. Review and see if you agree with me. A major bleed is defined as an overt bleeding
event with a decrease in hemoglobin by at least 2 g/dL, bleeding in a critical organ or area,
and/or need for bleeding management.2This was a single-center, retrospective cohort,
descriptive chart review study that included patients 18 years of age or older admitted to
Sarasota Memorial Hospital Venice between January 2022 and August 2025. The study
included patients with ACS who underwent a PCl with stenting and were started on DAPT.
Pregnant patients, those who switched oral P2Y12 inhibitors during their antiplatelet therapy,
or those who were prescribed DAPT prior to the initial PCl were excluded. Data collected
included patient demographics, type of myocardial infarction, past medical history of
atherothrombotic events or bleeding events, bleeding site and severity, hemoglobin on
readmission, and antiplatelet agent(s) used. [MB1] Our study defined a major bleed as an
overt bleeding event with a decrease in hemoglobin of at least 2 g/dL, bleeding in a critical
organ or area, and/or requiring intervention for bleeding management. The primary outcome
was the composite of major and minor bleeding events among each oral P2Y12 inhibitor
combined with aspirin following PCI. Secondary outcomes included rates of all-cause
readmissions within one year after PCI, severity of bleeding event, length of stay, survival
rates, and interventions for bleeding management. [MB1]Maybe add this here... This is
currently at the top and it does not flow nicely. Review and see if you agree with me. A major
bleed is defined as an overt bleeding event with a decrease in hemoglobin by at least 2 g/dL,
bleeding in a critical organ or area, and/or need for bleeding management.2This was a
single-center, retrospective cohort, descriptive chart review study that included patients 18
years of age or older admitted to Sarasota Memorial Hospital Venice between January 2022
and August 2025. The study included patients with ACS who underwent a PCI with stenting
and were started on DAPT. Pregnant patients, those who switched oral P2Y12 inhibitors
during their antiplatelet therapy, or those who were prescribed DAPT prior to the initial PCI

were excluded. Data collected included patient demographics, type of myocardial infarction,
past medical history of atherothrombotic events or bleeding events, bleeding site and
severity, hemoglobin on readmission, and antiplatelet agent(s) used. [MB1] Our study
defined a major bleed as an overt bleeding event with a decrease in hemoglobin of at least 2
g/dL, bleeding in a critical organ or area, and/or requiring intervention for bleeding
management. The primary outcome was the composite of major and minor bleeding events
among each oral P2Y12 inhibitor combined with aspirin following PCI. Secondary outcomes
included rates of all-cause readmissions within one year after PCI, severity of bleeding event,
length of stay, survival rates, and interventions for bleeding management. [MB1]Maybe add
this here... This is currently at the top and it does not flow nicely. Review and see if you
agree with me. A major bleed is defined as an overt bleeding event with a decrease in
hemoglobin by at least 2 g/dL, bleeding in a critical organ or area, and/or need for bleeding
management.2This was a single-center, retrospective cohort, descriptive chart review study
that included patients 18 years of age or older admitted to Sarasota Memorial Hospital
Venice between January 2022 and August 2025. The study included patients with ACS who
underwent a PCI with stenting and were started on DAPT. Pregnant patients, those who
switched oral P2Y12 inhibitors during their antiplatelet therapy, or those who were prescribed
DAPT prior to the initial PCI were excluded. Data collected included patient demographics,
type of myocardial infarction, past medical history of atherothrombotic events or bleeding
events, bleeding site and severity, hemoglobin on readmission, and antiplatelet agent(s)
used. [MB1] Our study defined a major bleed as an overt bleeding event with a decrease in
hemoglobin of at least 2 g/dL, bleeding in a critical organ or area, and/or requiring
intervention for bleeding management. The primary outcome was the composite of major and
minor bleeding events among each oral P2Y12 inhibitor combined with aspirin following PCI.
Secondary outcomes included rates of all-cause readmissions within one year after PCl,
severity of bleeding event, length of stay, survival rates, and interventions for bleeding
management. [MB1]Maybe add this here... This is currently at the top and it does not flow
nicely. Review and see if you agree with me. A major bleed is defined as an overt bleeding
event with a decrease in hemoglobin by at least 2 g/dL, bleeding in a critical organ or area,
and/or need for bleeding management.2

Results: Of 328 patients screened, 150 met inclusion criteria and were analyzed, with 50
patients in each cohort (clopidogrel, prasugrel, ticagrelor). Seven bleeds were documented
across all groups, including four major bleeds and three minor bleeds within one year after
PCI. Two major bleeds were documented in the clopidogrel group. Two major and two minor
bleeds were documented in the ticagrelor group, while no bleeds were documented in the
prasugrel group. For the secondary outcomes, 50 patients were readmitted, with the highest
rates of readmissions occurred in the clopidogrel group within one year after PCI. For those
with documented bleeding events, six patients received blood transfusions. Length of stay
was similar among all groups, and no incidences of patient mortality were documented.

Conclusion: Patients in the ticagrelor group had a higher probability of a bleeding event
within one-year post-PCl. Our results were similar to the ISAR-React 5 trial. However, our
significantly older study population likely places patients at higher risk of bleeding. Consistent
with guideline recommendations, increased use of clopidogrel in our patient population may
reduce bleeding events without increasing risk of thrombotic events. Repeating this study
prospectively with a larger study population may provide more robust evidence on selection
of an oral P2Y12 inhibitor to minimize bleeding events and maximize patient outcomes post-
PCI. Patients in the ticagrelor group had a higher probability of a bleeding event within one-
year post-PCI. Our results were similar to the ISAR-React 5 trial. However, our significantly
older study population likely places patients at higher risk of bleeding. Consistent with
guideline recommendations, increased use of clopidogrel in our patient population may
reduce bleeding events without increasing risk of thrombotic events. Repeating this study
prospectively with a larger study population may provide more robust evidence on selection
of an oral P2Y12 inhibitor to minimize bleeding events and maximize patient outcomes post-
PCI. Patients in the ticagrelor group had a higher probability of a bleeding event within one-
year post-PCI. Our results were similar to the ISAR-React 5 trial. However, our significantly
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older study population likely places patients at higher risk of bleeding. Consistent with
guideline recommendations, increased use of clopidogrel in our patient population may
reduce bleeding events without increasing risk of thrombotic events. Repeating this study
prospectively with a larger study population may provide more robust evidence on selection
of an oral P2Y12 inhibitor to minimize bleeding events and maximize patient outcomes post-
PCI.

Chan, Emilie | Orlando Regional Medical Center (PGY1 Resident) |
emiliechan7@gmail.com

Induced Hypernatremia Utilizing Enteral Salt

Background: Hyperosmolar therapy is the cornerstone treatment for cerebral edema in
patients with acute ischemic stroke (AIS). Current guidelines lack consensus regarding
dosage forms, frequency, duration, and serum sodium goal leading to practice variability.
Hypertonic saline (HTS) is commonly used for cerebral edema management by inducing
hypernatremia, and is frequently administered as a bolus, continuous infusion (ClI) or both.
Intravenous (IV) HTS therapy can lead to fluid overload, which may cause further
complications including flash pulmonary edema, cardiac and/or kidney failure. The IV fluid
shortage in 2024 necessitated development of alternatives to HTS. Enteral salt (ES)
(dissolved in 5 mL of water) was administered with tube feeds in place of IV HTS therapy. It
is hypothesized that administration of ES resulted in a decrease in total fluid volume required
while still achieving serum sodium goals.

Methodology: This was an IRB-approved, retrospective chart review of patients with an AIS
between January 1, 2023 and September 30, 2025 who received HTS or ES via feeding
tube. Patients with confirmed AIS and admitted to the neuro ICU were included if they were
218 years old, had evidence of cerebral edema on imaging and/or clinical suspicion (i.e.
acute Glasgow coma score (GCS) decline of 22 points, or new onset
headache/nausea/vomiting), and received IV HTS (bolus and/or CI) or ES. Patients were
excluded if they were pregnant, HTS/ES was never administered, received IV HTS CI then
transitioned to or received concurrent ES. Patients were divided into two groups: group A (IV
HTS only) or group B (ES). The two groups were matched based on gender, age +/- 5 years,
NIHSS severity, and renal function (CKD stage). Data collection included baseline
demographics, serum sodium at initiation, and serum sodium goal defined by individual
provider. The primary outcome included safety and efficacy endpoints. Efficacy was
measured as the time (hours) to first sodium at goal. Safety evaluated the volume (mL) of IV
HTS administered to achieve first sodium at goal. Secondary outcomes include percentage
of sodium readings within goal, total volume of IV HTS administered, total sodium (mEq) of
IV HTS and/or ES administered, and total sodium (mEq) from all sources. Secondary safety
outcomes include incidence of severe hypernatremia (serum sodium >160 mEq/L), maximum
serum sodium achieved, incidence of extravasation, and incidence of acute kidney injury
(AKI).

Results: Baseline characteristics were similar (Table 1). The outcomes related to IV HTS or
ES administration are shown in Table 2. For the primary efficacy outcome, the time to first
sodium at goal was similar (23 vs. 18 hours, p=0.211). The median volume of IV HTS
required to achieve first sodium goal was numerically smaller in Group B but was not
statistically significant (1610 vs. 750 mL, p=0.190). Several secondary outcomes
demonstrated significant differences between the two groups. Administration of ES resulted
in significantly less median total volume of IV HTS administered (3345 vs. 1000 mL,
p=0.002). ES also decreased the median mEq of sodium compared to IV HTS (1724 vs. 576
mEq, p=0.002) and the median total sodium received from all sources (1724 vs. 680 mEq,
p=0.004). There was no difference in the incidence of severe hypernatremia between the two
groups and a similar median maximum serum sodium between the two groups (154 vs. 156
mEq/L). There was one documented extravasation (no hyaluronidase required) of IV HTS in
Group A and none in Group B. Three patients developed AKI: two in Group A and one in
Group B.

Conclusion: Both interventions (HTS IV and ES) resulted in similar time to achieve sodium
goal and fluid volume needed to achieve first sodium at goal. There was a trend towards less
IV HTS volume in the ES group and shorter time to sodium goal. Administration of ES
resulted in significantly less IV fluid over the course of therapy. Although the ES group had
fewer sodium readings in goal, it was not statistically significant nor was the incidence of
severe hypernatremia. Overall, there was minimal incidence of adverse effects related to
HTS including extravasation and AKI. The small sample size is a limitation to this study. ES
appears to be a safe and effective alternative for inducing hypernatremia and does decrease
total IV fluid needs.

Chico, Yazimel | UF Health Leesburg Hospital (PGY1 Resident) |
yazimel.chico@gmail.com

Impact of Implementing Blood Culture Identification Panels on Antimicrobial
Escalations and De-escalations in a Community Hospital

Background: Early initiation of antimicrobial therapy in bloodstream infections is critical for
improving patient outcomes. Blood culture identification (BCID) panels can identify common
pathogens and resistance markers significantly faster than traditional culture methods (TCM).
This retrospective cohort study aims to assess the impact of implementing BCID panels on
antimicrobial changes such as escalations and de-escalations and the timing of those
changes in a community hospital.

Methodology: This retrospective pre-post cohort study evaluated adult patients from two
community hospitals in central Florida. Patients with BCID results were compared to those
with only TCM results. Patients were included if they had a positive blood culture, were
receiving antimicrobial therapy, and had BCID and automated susceptibility testing results
available. Patients were excluded if they died or transitioned to hospice care within 48 hours
of blood culture results, were discharged within 48 hours of blood culture collection, had
polymicrobial blood cultures, or had cultures growing organisms considered to be potential
contaminants. The primary outcome was the number of antimicrobial therapy changes,
defined as escalations or de-escalations, measured from the point of the gram-stain result to
the next actionable test result. For the BCID group, this was the release of the panel results.
For the TCM group, this was the release of the organism identification results. The secondary
outcome was timing to the antimicrobial changes.

Results: A total of 527 patients met inclusion criteria. Of these patients, 395 (75%) had a
change in antimicrobial therapy from the first actionable results post-gram stain. Changes in
antibiotic therapy occurred more frequently in the BCID group than in the TCM group (45.5%
vs 29.4%; p = 0.044). The BCID group had more escalations (42.9% vs 32.3%; p = 0.034),
mainly due to initiation of therapy. De-escalations were more common in the TCM group
(66.7% vs 78.1%; p = 0.015), most often via narrowing of spectrum. Timing to changes post-
BCID results were on average 14.4 hours faster than changes occurring post-pathogen
identification results and 37.7 hours faster than changes occurring post-susceptibility results.

Conclusion: The implementation of a BCID panel was associated with a greater number of
changes and escalations in antibiotics in a reduced amount of time compared with the
traditional culture method. These findings suggest that BCID implementation could enable
earlier, more responsive antibiotic decision-making. De-escalations were more common in
the TCM group, reinforcing the importance of susceptibility reporting in promoting narrowing
of therapy.
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Christian, Riley | Boca Raton Regional Hospital (PGY1 Resident) |
rileychristian24@gmail.com

Assessing the impact of dexmedetomidine versus propofol on delirium in
mechanically ventilated geriatric patients

Background: Delirium, defined by the DSM-5 as a fluctuating disturbance in attention and
awareness accompanied by cognitive impairment, is a common and serious complication in
the intensive care unit (ICU). Its incidence is particularly high among mechanically ventilated
patients, with reported rates ranging from 20% to 58%. ICU delirium is associated with
increased morbidity and mortality, prolonged hospital stays, and long-term cognitive decline.
Although sedation is often required in mechanically ventilated patients to ensure comfort and
facilitate ventilator synchrony, prolonged use has been linked to a higher risk of delirium,
extended duration of mechanical ventilation, coma, post-traumatic stress disorder (PTSD),
and mortality. Due to the lack of definitive evidence on the safety or efficacy of sedation
techniques in patients over the age of 65, the optimal sedation strategy for minimizing
delirium in the elderly population continues to be uncertain. Given the importance of reducing
the incidence of ICU delirium for improved patient outcomes, we compared the effects of
different sedation techniques utilizing propofol alone or a combination of propofol and
dexmedetomidine on the incidence and duration of ICU delirium in mechanically ventilated
geriatric patients.

Methodology: This retrospective, single-center quality improvement study included
mechanically ventilated patients who were 65 years of age or older and admitted to a critical
care unit at Boca Raton Regional Hospital (BRRH). Appropriate analgesia, defined by
utilization of a fentanyl infusion with or without fentanyl pushes targeted to a Critical Care
Pain Observation Tool (CPOT) < 3, and sedation, defined by utilization of propofol alone or a
combination of propofol and dexmedetomidine targeted to a Richmond Agitation-Sedation
Scale (RASS) goal of 0 to —2, were required. Mechanically ventilated geriatric patients
sedated with propofol only (propofol group, n=60) from January 1st, 2024 to July 31st, 2025
were compared to those sedated with a combination of propofol and dexmedetomidine
(PRO-DEX group, n=60) from January 1st, 2023 to July 31st 2025. The primary outcome of
this project was the incidence of delirium 48 hours post-cessation of mechanical ventilation

using a positive Confusion Assessment Method for the Intensive Care Unit (CAM-ICU) score.

Secondary outcomes included ICU length of stay, days alive during ICU admission without
delirium, time on mechanical ventilation, medication used for the treatment of delirium, and
the use of dexmedetomidine for agitation post-extubation. Safety outcomes observed in this
project include the incidence of hypotension and bradycardia. Descriptive statistics were
calculated for baseline and demographic characteristics. A multivariable logistic regression
model was completed for the primary outcome, and comparisons between groups were
made using a Chi-square test for categorical variables and a Kruskal-Wallis test for
continuous variables. This retrospective, single-center quality improvement study included
mechanically ventilated patients who were 65 years of age or older and admitted to a critical
care unit at Boca Raton Regional Hospital (BRRH). Appropriate analgesia, defined by
utilization of a fentanyl infusion with or without fentanyl pushes targeted to a Critical Care
Pain Observation Tool (CPOT) < 3, and sedation, defined by utilization of propofol alone or a
combination of propofol and dexmedetomidine targeted to a Richmond Agitation-Sedation
Scale (RASS) goal of 0 to —2, were required. Mechanically ventilated geriatric patients
sedated with propofol only (propofol group, n=60) from January 1st, 2024 to July 31st, 2025
were compared to those sedated with a combination of propofol and dexmedetomidine
(PRO-DEX group, n=60) from January 1st, 2023 to July 31st 2025. The primary outcome of
this project was the incidence of delirium 48 hours post-cessation of mechanical ventilation

using a positive Confusion Assessment Method for the Intensive Care Unit (CAM-ICU) score.

Secondary outcomes included ICU length of stay, days alive during ICU admission without
delirium, time on mechanical ventilation, medication used for the treatment of delirium, and
the use of dexmedetomidine for agitation post-extubation. Safety outcomes observed in this
project include the incidence of hypotension and bradycardia. Descriptive statistics were

calculated for baseline and demographic characteristics. A multivariable logistic regression
model was completed for the primary outcome, and comparisons between groups were
made using a Chi-square test for categorical variables and a Kruskal-Wallis test for
continuous variables.

Results: 632 total patients were assessed for eligibility, and a total of 60 patients were
included in each group. Across groups, patients in the propofol group were slightly older, with
a median age of 78.5 years (interquartile range, 72.8 to 85.3) vs. 75 years (interquartile
range, 70 to 81) (p = 0.015). lliness severity at the time of intubation was modestly higher in
the PRO-DEX group, with a median SOFA score of 8 (interquartile range, 6 to 10.3) vs. 7
(interquartile range, 4.8-9) in the propofol group (p = 0.042). The average propofol infusion
rate in mcg/kg/min was significantly higher in the PRO-DEX group compared to the propofol
group (27 £ 11.9 vs 21.5 £ 11.5, p = 0.011). There was no difference in the incidence of ICU
delirium between groups at 21.7% (13/60) of patients in each group; p = 1.00). A
multivariable logistic regression adjusting for age, gender, SOFA, ventilation days, and
baseline psychotropic use showed no significant difference (adjusted odds ratio for propofol
vs PRO-DEX, 0.674; 95% CI, 0.23 to 1.99). Time on mechanical ventilation was significantly
higher in the PRO-DEX group with a median of 2 days (interquartile range, 1 to 4) versus 1
day in the propofol group (interquartile range, 1 to 2). Other secondary outcomes and safety
endpoints were similar in the two groups. 632 total patients were assessed for eligibility, and
a total of 60 patients were included in each group. Across groups, patients in the propofol
group were slightly older, with a median age of 78.5 years (interquartile range, 72.8 to 85.3)
vs. 75 years (interquartile range, 70 to 81) (p = 0.015). lliness severity at the time of
intubation was modestly higher in the PRO-DEX group, with a median SOFA score of 8
(interquartile range, 6 to 10.3) vs. 7 (interquartile range, 4.8—9) in the propofol group (p =
0.042). The average propofol infusion rate in mcg/kg/min was significantly higher in the PRO-
DEX group compared to the propofol group (27 £ 11.9 vs 21.5 + 11.5, p = 0.011). There was
no difference in the incidence of ICU delirium between groups at 21.7% (13/60) of patients in
each group; p = 1.00). A multivariable logistic regression adjusting for age, gender, SOFA,
ventilation days, and baseline psychotropic use showed no significant difference (adjusted
odds ratio for propofol vs PRO-DEX, 0.674; 95% ClI, 0.23 to 1.99). Time on mechanical
ventilation was significantly higher in the PRO-DEX group with a median of 2 days
(interquartile range, 1 to 4) versus 1 day in the propofol group (interquartile range, 1 to 2).
Other secondary outcomes and safety endpoints were similar in the two groups. 632 total
patients were assessed for eligibility, and a total of 60 patients were included in each group.
Across groups, patients in the propofol group were slightly older, with a median age of 78.5
years (interquartile range, 72.8 to 85.3) vs. 75 years (interquartile range, 70 to 81) (p =
0.015). lliness severity at the time of intubation was modestly higher in the PRO-DEX group,
with a median SOFA score of 8 (interquartile range, 6 to 10.3) vs. 7 (interquartile range, 4.8—
9) in the propofol group (p = 0.042). The average propofol infusion rate in mcg/kg/min was
significantly higher in the PRO-DEX group compared to the propofol group (27 + 11.9 vs 21.5
+ 11.5, p = 0.011). There was no difference in the incidence of ICU delirium between groups
at 21.7% (13/60) of patients in each group; p = 1.00). A multivariable logistic regression
adjusting for age, gender, SOFA, ventilation days, and baseline psychotropic use showed no
significant difference (adjusted odds ratio for propofol vs PRO-DEX, 0.674; 95% Cl, 0.23 to
1.99). Time on mechanical ventilation was significantly higher in the PRO-DEX group with a
median of 2 days (interquartile range, 1 to 4) versus 1 day in the propofol group (interquartile
range, 1 to 2). Other secondary outcomes and safety endpoints were similar in the two
groups.

Conclusion: Among mechanically ventilated geriatric patients who were sedated with either
propofol alone or a combination of propofol and dexmedetomidine, the incidence of ICU
delirium, hospital and ICU length of stay, and safety outcomes did not differ significantly
between groups. Patients in the PRO-DEX group had a longer time on mechanical
ventilation, which could be attributable to higher SOFA scores at baseline and higher
propofol usage. Among mechanically ventilated geriatric patients who were sedated with
either propofol alone or a combination of propofol and dexmedetomidine, the incidence of
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ICU delirium, hospital and ICU length of stay, and safety outcomes did not differ significantly
between groups. Patients in the PRO-DEX group had a longer time on mechanical
ventilation, which could be attributable to higher SOFA scores at baseline and higher
propofol usage. Among mechanically ventilated geriatric patients who were sedated with
either propofol alone or a combination of propofol and dexmedetomidine, the incidence of
ICU delirium, hospital and ICU length of stay, and safety outcomes did not differ significantly
between groups. Patients in the PRO-DEX group had a longer time on mechanical
ventilation, which could be attributable to higher SOFA scores at baseline and higher
propofol usage. Among mechanically ventilated geriatric patients who were sedated with
either propofol alone or a combination of propofol and dexmedetomidine, the incidence of
ICU delirium, hospital and ICU length of stay, and safety outcomes did not differ significantly
between groups. Patients in the PRO-DEX group had a longer time on mechanical
ventilation, which could be attributable to higher SOFA scores at baseline and higher
propofol usage.

Codling, Gabriel | Tampa General Hospital (PGY1 Resident) |
gabrielcodling@gmail.com

Assessing the Benefit of a Standardized Infusion-Related Reaction Protocol

Background: Infusion-related reactions (IRRs) are a significant concern regarding several
intravenous (V) medications including monoclonal antibodies, chemotherapy agents, and
biologic therapies. IRR symptoms may range from pruritus and flushing to severe
hypersensitivity reactions including anaphylaxis. There are several factors that influence the
incidence and severity of IRRs including medication class, infusion rate, underlying
conditions, and previous exposures to similar agents. Proper medication administration to
treat IRRs is essential in managing these reactions. This study aims to assess the incidence,
severity, and management of IRRs in patients receiving infusions at outpatient infusion
centers within a large health system.

Methodology: A retrospective chart review evaluated adult patients receiving infusions at
two infusion clinics from 4/28/2023 to 4/10/2025. Potential IRRs were identified via a patient
data pull of each as needed IV diphenhydramine, IV hydrocortisone, and IV
methylprednisolone administration during an infusion encounter. Patients were included if
they were 218 years old and had a documented IRR. Chart review was conducted on each
included patient to identify patient demographics, type of infusion therapy administered,
timing and severity of any reported reactions, medications administered to treat IRR, and
subsequent patient outcomes. The primary outcome was appropriate management of IRR
symptoms. To assess appropriate medication administration, the management of each IRR
was compared to the recommendations regarding management of drug reactions included in
the National Comprehensive Cancer Network’s (NCCN) guidelines on ovarian cancer. IRRs
were deemed appropriately managed if they were adherent to NCCN recommendations.
Secondary outcomes included frequency of escalation to a higher level of care, frequency of
infused medications that caused IRRs, frequency of IRR symptoms, reasons for
nonadherence to NCCN protocol, and frequency of medications administered to treat IRR
symptoms. Escalation to a higher level of care was defined as requiring an emergency
department visit or hospitalization due to their IRR.

Results: There were 213 combined IV diphenhydramine, methylprednisolone, and
hydrocortisone administrations identified for potential inclusion during the study period.
Eighteen IRRs were identified and met inclusion criteria for the study. Baseline
characteristics of the 18 patients experiencing IRRs are outlined in Table 1. Appropriate
management of IRRs occurred in 5 out of the 18 (28%) infusions (Figure 1). Of the 13 IRRs
that were not appropriately managed, 10 patients received additional medications that were
not recommended, and 3 patients did not receive a medication that was indicated based on
their symptoms. Hospitalization or emergency department escalation occurred in 3 out of the
18 (17%) infusions; two patients were hospitalized and one patient was only seen in the
emergency department. Of the three IRRs that required escalation of care, none were

appropriately managed. The most common infusions that patients reacted to were rituximab
(22%), cyclophosphamide (17%), and platelets (17%). The most common reaction symptoms
were: pruritus (33%), throat irritation (28%), headache (11%), nasal burning (11%), and
abdominal pain (11%). One case of anaphylaxis was documented. There were no patient
mortality events directly attributed to IRRs.

Conclusion: Management of IRRs was inconsistent, and most patients were not managed
according to NCCN’s protocol. Implementation of an institution-specific protocol for the
management of IRRs may be useful for optimizing medication utilization and decreasing the
need for elevation to a higher level of care. If implemented, further investigation may be
indicated to assess organizational adherence and effectiveness of the new protocol.

Colon, Cristina A. | Miami VA Healthcare System (PGY2 Resident) |
tina18.cc@gmail.com

GLP-1 agonist based weight loss medication renewal criteria evaluation at
the Miami Veterans Affairs Healthcare System

Background: Use of GLP-1 receptor agonists, including Wegovy (semaglutide) and
Zepbound (tirzepatide), has significantly increased for chronic weight management at the
Miami VA. These agents are non-formulary within the VA system and require prior
authorization through Criteria for Use (CFU). 2024 PBM-MAP (Pharmacy Benefits
Management — Medication Advisory Panel) guidelines: Initiation criteria: BMI >30 + 1 weight
related comorbidity and participation in a Comprehensive Lifestyle Intervention
programRenewal criteria: 25% initial weight loss (WL) from baseline weight, regular
reassessment at defined intervals (every 6 months). This study evaluates compliances with
national VA PBM renewal criteria for GLP-1 weight management medications, identify gaps
in documentation, effectiveness, and appropriate continuation of therapy.

Methodology: IRB-Approved, retrospective observational chart review, data collection period
was from August 2025 to January 2026. A total of 740 Veterans were identified by the
'Weight Management Meds Scorecard' dashboard. 72 Veterans were reviewed and 37 were
excluded due to the start of GLP-1 less than 6 months and no active GLP-1 prescription. 35
Veterans were included and reviewed for 5% initial weight loss from baseline

Results: 60% of Veterans successfully achieved 25% weight loss, meeting the renewal
criteria for therapy. 40% of Veterans did not achieve the 25% weight loss threshold. 35.7% of
Veterans who did not achieve 25% weight loss, experienced weight gain during therapy.
Reasons for Not Achieving Weight Loss Goal: Therapy Failure 14.3%, Unhealthy Eating
50%, Not Exercising 35.7%. 17% of patients achieved their maximum observed weight loss
in less than 24 weeks. 23% achieved their maximum observed weight loss at 24 weeks. The
largest proportion (34%) reached their maximum observed weight loss between 25-40
weeks.

Conclusion: GLP-1 therapy demonstrated meaningful weight loss for many Veterans, with
the majority meeting the 25% weight loss goal required for VA PBM renewal. A notable
proportion of Veterans did not meet the weight loss threshold, with lifestyle factors such as
diet and physical inactivity identified as common barriers. None of the Veterans reviewed
were actively enrolled in a comprehensive lifestyle intervention, highlighting an important gap
in supportive weight management services. Future efforts should prioritize referral to
structured lifestyle programs, including nutrition counseling and physical activity support, to
enhance the effectiveness of pharmacologic therapy.
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Cortez, Christina | Cleveland Clinic Tradition Hospital (PGY1 Resident) |
cortezcm95@gmail.com

Evaluating Efficacy and Patient Outcomes of the Hospital Care at Home
Program at Cleveland Clinic Martin Health Hospitals

Background: Hospital Care at Home (HCAH) programs deliver acute, hospital-level care in
the home for patients who would otherwise require inpatient admission. These models have
been associated with reduced healthcare costs, improved patient satisfaction, and
comparable clinical outcomes in international settings; however, data within large U. S.
health systems remain limited. As healthcare systems seek to optimize resource utilization
and reduce hospital burden, further evaluation of HCAH programs is needed. The purpose of
this study was to compare clinical outcomes, like 30-day hospital readmission rates, resource
utilization, and medication safety events between patients managed through HCAH and
traditional inpatient care within the Cleveland Clinic Martin Health system.

Methodology: This retrospective cohort study included adult patients admitted to the
Cleveland Clinic Care at Home program between May 2024 and May 2025. Patients
admitted to HCAH were compared to patients admitted to an inpatient unit at Cleveland Clinic
Martin Health hospitals with a similar admitting diagnosis. Data extracted from the electronic
health record, included admitting diagnosis, comorbidities, use of high-risk medications (e.g.,
anticoagulants, insulin), intravenous antibiotic use, laboratory draws, imaging orders,
specialty consults, and transfers back to the hospital. Medication safety events were also
tracked and categorized. The primary outcome was 30-day hospital readmission rates.
Secondary outcomes included emergency department utilization, use of high-risk
medications and intravenous antibiotics, medication safety events and resource utilization
(laboratory, consults, imaging, ambulance). Categorical variables were analyzed using the
chi-square test and presented as n (%). Continuous variables were reported as medians with
interquartile ranges (IQR) and compared using the Mann—Whitney U test. Multivariable
logistic regression was used to assess the primary outcome of 30-day readmission.
Secondary outcomes were analyzed using appropriate regression methods. A p-value <0.05
was considered statistically significant.

Results: A total of 312 patient charts were reviewed, of which 200 patients met inclusion
criteria. Of these, 100 patients were managed through the Hospital Care at Home (HCAH)
program and 100 received traditional inpatient care. Baseline characteristics were similar
between groups. Thirty-day hospital readmission rates were comparable between the HCAH
and inpatient groups (14% vs. 18%; p = 0.412). Emergency department utilization within 30
days was also similar (20% vs. 24%; p = 0.498). Transfers back to the hospital occurred in
9% of HCAH patients. Use of intravenous antibiotics was similar between groups (62% vs.
68%; p = 0.384). The frequency of medication safety events was lower in HCAH patients
compared to traditional inpatient admissions (10% vs. 6%; p = 0.479).

Conclusion: The Hospital Care at Home program demonstrated comparable clinical
outcomes to traditional inpatient care and achieved comparable safety outcomes to
traditional inpatient care, with similar 30-day readmission rates, emergency department
utilization, and medication safety events. These findings support the feasibility of hospital-at-
home care in our health system. Limitations included the retrospective design and conducted
in a single health system. Further prospective studies are warranted to validate these
findings and evaluate broader resource implications. The Hospital Care at Home program
demonstrated comparable clinical outcomes to traditional inpatient care and achieved
comparable safety outcomes to traditional inpatient care, with similar 30-day readmission
rates, emergency department utilization, and medication safety events. These findings
support the feasibility of hospital-at-home care in our health system. Limitations included the
retrospective design and conducted in a single health system. Further prospective studies
are warranted to validate these findings and evaluate broader resource implications. The
Hospital Care at Home program demonstrated comparable clinical outcomes to traditional
inpatient care and achieved comparable safety outcomes to traditional inpatient care, with
similar 30-day readmission rates, emergency department utilization, and medication safety

events. These findings support the feasibility of hospital-at-home care in our health system.
Limitations included the retrospective design and conducted in a single health system.
Further prospective studies are warranted to validate these findings and evaluate broader
resource implications. The Hospital Care at Home program demonstrated comparable clinical
outcomes to traditional inpatient care and achieved comparable safety outcomes to
traditional inpatient care, with similar 30-day readmission rates, emergency department
utilization, and medication safety events. These findings support the feasibility of hospital-at-
home care in our health system. Limitations included the retrospective design and conducted
in a single health system. Further prospective studies are warranted to validate these
findings and evaluate broader resource implications.

Council, Lindsey | St. Anthony's Hospital (PGY1 Resident) | rinjilove@gmail.com
Evaluation of Low-Dose 4-Factor Prothrombin Complex Concentrate for
Reversal of Intracerebral Hemorrhages in Patients taking Apixaban or
Rivaroxaban

Background: Current AHA /ASA intracranial hemorrhage guidelines have a Class | strong
recommendation for 4-fractor prothrombin complex concentrate (4F-PCC) use in vitamin K
antagonist (VKA) reversal, but a Class 2b weak recommendation for direct oral
anticoagulants (DOACSs), in patients with major bleeding or in need of surgery. This weak
recommendation comes from not well-established clinical trial data and the risk of
thromboembolic events associated with 4F-PCC use. DOACs have become favored over
VKAs due to their simplified regimen, less laboratory monitoring and drug interactions.
Compared to VKAs, DOACs are associated with lower incidence of major bleeding, but the
risk is still present and a common adverse event. With the rise of DOAC use, an effective and
safe reversal agent is necessary. 4F-PCC is preferred, but dosing guidance—especially for
DOAC-related intracranial hemorrhage—is limited. Lower 4F-PCC doses may be safer and
more cost-effective yet need validation. This study evaluates the hemostatic effectiveness of
Low-dose 4F-PCC 35 units/kg versus Standard dose 50 units/kg 4F-PCC in this high-risk
population.

Methodology: A retrospective chart review to assess patients admitted to a multi-center
healthcare system in central Florida from June 2016 to June 2025. Patients included in the
study were at least 18 years of age, taking apixaban or rivaroxaban prior to admission, had at
minimum two radiographical evidence of an intracranial hemorrhage, and received 4F-PCC
as a reversal agent. The primary outcome was a hemostasis level of “good” or “excellent”
achieved based on a standardized rating system for effective hemostasis defined by the
Scientific and Standardization Subcommittee (SSC) of the International Society of
Thrombosis and Hemostasis (ISTH) after administration of reversal agent, four-factor
prothrombin complex concentrate (4F-PCC). Secondary outcomes include hemoglobin
changes from baseline and 12-hour post-treatment, change in hemorrhage volume reported
on initial computed tomography (CT) scan and 12-hours post treatment, rate of adverse
events (ischemic stroke, myocardial infarction, arterial thromboembolism, deep vein
thrombosis, or pulmonary embolism), rate of mortality, and total cost of treatment. Statistical
analysis will be performed using Minitab software. Continuous variables will be analyzed with
t-tests for normally distributed data or Mann-Whitney U tests for non-parametric data.
Categorical variables will be analyzed using Chi-square or Fisher exact tests, as appropriate.
Multivariate logistic regression will be used to adjust for potential confounders such as age,
comorbidities, and severity of illness.

Results: Baseline characteristics showed statistically significant in median age
between[WB1] the Low dose and Standard dose groups, 75.1 and 80.7 respectively, with a
p-value of 0.016, All other characteristics were similar between study groups with both
groups primarily having patients on apixaban 5 mg twice daily with 52.7% in Low dose group
and 50% in Standard group. For the primary outcome, the Low dose group had majority
Excellent hemostasis at 83.8% and 4.1%. Good hemostasis, the Standard dose group also
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had majority Excellent hemostasis at 77.3% and 6.1%. Good hemostasis, with p-value of
0.619 were not statistically significant in hemostasis post 4F-PCC between the two groups.
For secondary outcomes, median hemoglobin changes from baseline and 12-hour post-
treatment was — 0.75 in Low dose group and -1.2 in Standard group was statistically
significant with a p-value of 0.009, change in hemorrhage volume reported on initial CT scan
and 12-hours post treatment median was 0 in both groups with a p-value of 0.097 with no
statistical significance, rate of adverse events had majority no thromboembolic outcome with
90.4% and 80.1%, respectively, but death with 8.2% and 17.9% respectively. [WB1]l would
state what the median age was in the two groups and then list the p-valueBaseline
characteristics showed statistically significant in median age between[WB1] the Low dose
and Standard dose groups, 75.1 and 80.7 respectively, with a p-value of 0.016, All other
characteristics were similar between study groups with both groups primarily having patients
on apixaban 5 mg twice daily with 52.7% in Low dose group and 50% in Standard group. For
the primary outcome, the Low dose group had majority Excellent hemostasis at 83.8% and
4.1%. Good hemostasis, the Standard dose group also had majority Excellent hemostasis at
77.3% and 6.1%. Good hemostasis, with p-value of 0.619 were not statistically significant in
hemostasis post 4F-PCC between the two groups. For secondary outcomes, median
hemoglobin changes from baseline and 12-hour post-treatment was — 0.75 in Low dose
group and -1.2 in Standard group was statistically significant with a p-value of 0.009, change
in hemorrhage volume reported on initial CT scan and 12-hours post treatment median was 0
in both groups with a p-value of 0.097 with no statistical significance, rate of adverse events
had majority no thromboembolic outcome with 90.4% and 80.1%, respectively, but death with
8.2% and 17.9% respectively. [WB1]l would state what the median age was in the two
groups and then list the p-valueBaseline characteristics showed statistically significant in
median age between[WB1] the Low dose and Standard dose groups, 75.1 and 80.7
respectively, with a p-value of 0.016, All other characteristics were similar between study
groups with both groups primarily having patients on apixaban 5 mg twice daily with 52.7% in
Low dose group and 50% in Standard group. For the primary outcome, the Low dose group
had majority Excellent hemostasis at 83.8% and 4.1%. Good hemostasis, the Standard dose
group also had majority Excellent hemostasis at 77.3% and 6.1%. Good hemostasis, with p-
value of 0.619 were not statistically significant in hemostasis post 4F-PCC between the two
groups. For secondary outcomes, median hemoglobin changes from baseline and 12-hour
post-treatment was — 0.75 in Low dose group and -1.2 in Standard group was statistically
significant with a p-value of 0.009, change in hemorrhage volume reported on initial CT scan
and 12-hours post treatment median was 0 in both groups with a p-value of 0.097 with no
statistical significance, rate of adverse events had majority no thromboembolic outcome with
90.4% and 80.1%, respectively, but death with 8.2% and 17.9% respectively. [WB1]l would
state what the median age was in the two groups and then list the p-value

Conclusion: Findings suggest that there is no statistical difference in hemostasis achieved
following Low dose or Standard dose 4F-PCC for intracranial hemorrhage in patients on
apixaban or rivaroxaban.

Del Castillo, Johanna | UF Health Shands (PGY1 Resident) |
johannadelcastillo4@gmail.com

Evaluation of conversion from alvimopan to naloxegol in post-urologic
surgery patients

Background: Postoperative ileus is characterized by delayed return of bowel function
following abdominal surgery and may result in abdominal distension, nausea, vomiting,
prolonged hospitalization, and increased morbidity. Surgical stress stimulates endogenous
opioid activity within the gastrointestinal tract, which contributes to impaired motility and
delayed recovery. Peripherally acting mu-opioid receptor antagonists are used to mitigate
this effect and promote gastrointestinal recovery. Alvimopan is commonly utilized for this
indication in colorectal and select urologic surgeries involving bowel resection with primary
anastomosis but is associated with substantial drug acquisition costs. Naloxegol is an

alternative peripherally acting mu-opioid receptor antagonist which is available at a
significantly lower cost and has demonstrated comparable outcomes in radical cystectomy
populations. Our institution transitioned from alvimopan to naloxegol for postoperative bowel
recovery in patients undergoing urologic surgery with bowel involvement. This study
evaluates the preliminary clinical and economic outcomes associated with this institutional
conversion.

Methodology: This single-center, retrospective cohort study included adult patients
undergoing urologic surgery with bowel involvement who received alvimopan or naloxegol
during the study period. Patients were included in the study if they received alvimopan from
July 1, 2024 to July 31, 2025 or naloxegol from July 1, 2025 to June, 30, 2026. The primary
outcome was time to bowel recovery (days). Secondary outcomes include hospital length of
stay, incidence of postoperative ileus, 30-day readmission rate, total drug acquisition cost,
number of doses administered, and duration of therapy (days). Continuous variables were
reported as median (interquartile range) and compared using the Mann—Whitney U test.
Categorical variables were analyzed using Chi-square test. Multivariate linear regression was
performed to identify independent predictors of time to bowel recovery, adjusting for
creatinine clearance, postoperative opioid exposure, age, body mass index, and prior
abdominal surgery. This single-center, retrospective cohort study included adult patients
undergoing urologic surgery with bowel involvement who received alvimopan or naloxegol
during the study period. Patients were included in the study if they received alvimopan from
July 1, 2024 to July 31, 2025 or naloxegol from July 1, 2025 to June, 30, 2026. The primary
outcome was time to bowel recovery (days). Secondary outcomes include hospital length of
stay, incidence of postoperative ileus, 30-day readmission rate, total drug acquisition cost,
number of doses administered, and duration of therapy (days). Continuous variables were
reported as median (interquartile range) and compared using the Mann—Whitney U test.
Categorical variables were analyzed using Chi-square test. Multivariate linear regression was
performed to identify independent predictors of time to bowel recovery, adjusting for
creatinine clearance, postoperative opioid exposure, age, body mass index, and prior
abdominal surgery. This single-center, retrospective cohort study included adult patients
undergoing urologic surgery with bowel involvement who received alvimopan or naloxegol
during the study period. Patients were included in the study if they received alvimopan from
July 1, 2024 to July 31, 2025 or naloxegol from July 1, 2025 to June, 30, 2026. The primary
outcome was time to bowel recovery (days). Secondary outcomes include hospital length of
stay, incidence of postoperative ileus, 30-day readmission rate, total drug acquisition cost,
number of doses administered, and duration of therapy (days). Continuous variables were
reported as median (interquartile range) and compared using the Mann—Whitney U test.
Categorical variables were analyzed using Chi-square test. Multivariate linear regression was
performed to identify independent predictors of time to bowel recovery, adjusting for
creatinine clearance, postoperative opioid exposure, age, body mass index, and prior
abdominal surgery. This single-center, retrospective cohort study included adult patients
undergoing urologic surgery with bowel involvement who received alvimopan or naloxegol
during the study period. Patients were included in the study if they received alvimopan from
July 1, 2024 to July 31, 2025 or naloxegol from July 1, 2025 to June, 30, 2026. The primary
outcome was time to bowel recovery (days). Secondary outcomes include hospital length of
stay, incidence of postoperative ileus, 30-day readmission rate, total drug acquisition cost,
number of doses administered, and duration of therapy (days). Continuous variables were
reported as median (interquartile range) and compared using the Mann—Whitney U test.
Categorical variables were analyzed using Chi-square test. Multivariate linear regression was
performed to identify independent predictors of time to bowel recovery, adjusting for
creatinine clearance, postoperative opioid exposure, age, body mass index, and prior
abdominal surgery.

Results: A total of 78 patients were included in this interim analysis (alvimopan n=63 and
naloxegol n=15). Baseline characteristics were generally similar between groups. Median
age was 72 years in the alvimopan cohort and 72.5 years in the naloxegol cohort (p=0.45).
Postoperative opioid exposure did not differ (73.8 vs. 53.8 morphine milligram equivalents,
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p=0.994). Creatinine clearance was significantly lower in the naloxegol cohort (43.3 vs. 53.7
mL/min, p=0.035). Baseline categorical characteristics including sex, smoking history, prior
abdominal surgery, and chronic opioid use were comparable between groups (all p>0.05).
Median time to bowel recovery was shorter in the alvimopan group compared with the
naloxegol group (3 vs. 3.5 days, p = 0.012), however, this difference did not translate into a
reduction in hospital length of stay which was similar between groups (6 vs. 6 days, p =
0.477). Drug cost was substantially lower in the naloxegol group ($46.97 vs. $577.30,
p<0.001). Naloxegol patients received fewer doses (3 vs. 4, p=0.026) with similar duration of
therapy. In multivariable analysis, receipt of naloxegol was not independently associated with
time to bowel recovery (B 0.631 days; 95% CI -0.079 to 1.340; p=0.08). Higher creatinine
clearance was independently associated with shorter time to bowel recovery (B —0.014 per
mL/min; 95% CI -0.026 to —0.001; p=0.033). The overall model was significant (adjusted
R?=0.102; p=0.038).

Conclusion: Following institutional conversion from alvimopan to naloxegol in urologic
surgeries involving bowel resection with primary anastomosis, no clinically meaningful
differences were observed in bowel recovery, length of stay, postoperative ileus, or
readmission. Naloxegol was associated with substantial drug cost reduction. These findings
support naloxegol as a cost-effective alternative to alvimopan for postoperative bowel
recovery in this population. Continued enrollment and evaluation will further clarify
comparative effectiveness as the naloxegol cohort expands.

Delpe, Changlena | Broward Health Medical Center (PGY1 Resident) |
changlenad@gmail.com

Impact of Anticoagulant Use on TEG Parameters in Patients with Traumatic
Brain Injury at Two Trauma Centers

Background: Traumatic brain injury (TBI) is one of the leading causes of morbidity and
mortality worldwide as well as a major public healthcare burden in the United States. It is
associated with an increased mortality risk. Thromboelastography (TEG), a form of
viscoelastic hemostatic assay, has been able to provide rapid coagulopathy assessment as
well as potentially being a valuable tool to provide additional information for targeted
therapeutic interventions in trauma patients. There remains limited evidence on the reliability
of TEG use for TBI patients on pre-hospital oral anticoagulation. This retrospective chart
review aimed to compare the percentage of TEG abnormality in patients with anticoagulation
exposure versus no anticoagulation exposure and assess if there are any significant
differences in outcomes between the two groups.

Methodology: This was a retrospective chart review of patients admitted between
10/01/2024-07/31/2025 with traumatic brain injury and TEG. Patients with TBI were identified
using the trauma registry and further screened for TEG using the TEG database. Adult
patients (=18 years old) from both Broward Health Medical Center and Broward Health North
who had a TBI in which a TEG was performed within 6 hours of admission were included.
Identified participants were further classified into those with pre-injury oral anticoagulation
exposure prior to TBI and those without. Patient were excluded if they were transferred from
other facilities or were without available baseline data. Our primary aim was to compare the
percentage of TEG R time abnormalities in patients with prior anticoagulation versus no prior
anticoagulation use. Secondary outcomes such as inpatient mortality, 28-day mortality,
hospital length of stay, Intensive Care Unit (ICU) length of stay, discharge disposition,
discharge Glasgow Coma Scale (GCS), and TEG parameters LY30, MA, and Functional
Fibrinogen were also compared between the two groups. TEG abnormalities were defined as
resulted values falling outside of the range of 4.6-9.1 minutes for R time, 0.0-2.6% for LY30,
52.0-70.0 mm for MA, and 15-32 mm for functional fibrinogen.

Results: A total of 296 patients were included in this study 264 (89.2%) of which had no
anticoagulant exposure prior to TBI. The majority of patients in both the anticoagulant
exposure and no anticoagulant exposure prior to TBIl were male (71.9% and 72.7%

respectively) and Caucasian (87.5% and 57.2% respectively). There was a mean age of 77
years in the anticoagulant group and 54.2 years in the no anticoagulant group. The most
common home oral anticoagulant was apixaban (71.9%). Most injuries, 100% in the
anticoagulant group and 93.6% in the no anticoagulant group, resulted from blunt trauma.
Within the anticoagulant group, the most common types of brain bleeds were subdural
(37.5%) and subarachnoid hemorrhages (31.3%). Within the no anticoagulant group, the
most common types of brain bleeds were subdural (33.3%), subarachnoid (25%), and
multicompartment hemorrhages (23.5%). Severe TBI occurred more frequently in the no
anticoagulant group (31.3% vs 9.4%). R- Time TEG abnormalities were greater in the no
anticoagulant group (37.1% vs 18.8%). TEG abnormalities were greater in the no
anticoagulant group (55.3% vs 34.4%). Both hospital length of stay (12 + 16.5 days vs. 6.5 =
5.3 days) and ICU length of stay (6.5 + 8.1 days vs. 3.2 + 3.3 days) were longer in the no
anticoagulant group. No inpatient mortality was reported in the anticoagulant group but
10.6% were reported in the no anticoagulant group. This could be attributable to the no
anticoagulant group having more severe TBI occurrences. The median discharge GCS of
both groups were 15. The majority of patients in the anticoagulant and no anticoagulant
group were discharge either home (40.6% and 44.3%) or long-term care, rehabilitation, short
term hospital, or skilled nursing facility (37.5% and 28.1%).

Conclusion: In this cohort of patients with TBI, no anticoagulant exposure prior to TBI use
showed a greater percentage of R-time abnormalities compared to those with anticoagulant
exposure.

Denny, John | Lee Health - PGY-2 Critical Care (PGY2 Resident) |
jwdenny@comcast.net

Comparison of tranexamic acid dosing strategies in adult trauma patients
requiring massive transfusion protocol

Background: Nearly 50% of adult trauma deaths occur within the first 24 hours after injury
due to exsanguination and coagulopathy. As a result, massive transfusion protocols (MTPs)
have been developed to reduce mortality and unnecessary blood product usage in patients
with traumatic injuries requiring large volume resuscitation. Antifibrinolytic medications, such
as tranexamic acid (TXA), are administered concomitantly with blood products to improve
hemostasis by inhibiting plasminogen activation and plasmin activity to support clot
stabilization. Current American College of Surgeons guidelines recommend TXA 1-gram
intravenous (IV) bolus over 10 minutes followed by an infusion of 1-gram over eight hours for
all patients who are actively bleeding and present within three hours of injury. In clinical
practice, this TXA administration can be logistically challenging due to rapid transitions to the
operating room for attempted surgical hemostasis, thus alternative dosing strategies have
been investigated. Within the study institution, providers transitioned to a single TXA 2-gram
bolus within the last few years due to optimized administration. Additionally, local emergency
medical services (EMS) and aeromedical flight teams have developed their own protocols to
administer TXA in the field as 2-gram bolus based on new joint National Association of EMS
Physicians and American College of Emergency Physician recommendations. Therefore, this
study aims to evaluate whether a single 2-gram IV bolus of TXA (bolus dosing) compared
with the traditional 1-gram bolus followed by 1-gram infusion (sequential dosing), provides
comparable mortality benefit, hemostatic outcomes, and blood product utilization while
optimizing administration in adult trauma patients requiring MTP.

Methodology: This was an IRB-approved, retrospective, observational cohort study
conducted at a community health system with a level two trauma center. Adult trauma
patients (=18 years-old) were included if they received MTP and TXA as either sequential
dosing or bolus dosing within 3 hours from injury. Patients were excluded if they received
MTP for a non-trauma indication, presented to the hospital greater than 120 minutes from
injury time, received the first dose of TXA greater than 180 minutes from injury, or received
only a single 1-gram bolus or 23 grams of TXA as part of MTP. Patients were also excluded if
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they presented as a transfer from an outside facility or were transferred to a tertiary facility.
The primary outcome was 28-day all-cause mortality during index hospitalization. Secondary
outcomes included all-cause mortality within the first 24 hours, blood transfusion
requirements within the first 6 hours, and vascular occlusive events during index
hospitalization. Additionalsecondary outcomes included intensive care unit (ICU) and hospital
length of stay (LOS) in survivors. A matched analysis was completed based on patient age,
calcium administration during MTP, time from injury to TXA administration (0-1 or 1-3 hours),
TXA administration location (EMS pre-hospital/inpatient), and hemodynamic stability based
on presenting systolic blood pressure <75 mmHg (yes/no).

Results: This study included 182 patients. Forty-five patients were excluded because they
expired prior to completing the full 2-gram dosing of TXA. The cohort was primarily male
(80%) with a mean age of 46 years old. Baseline characteristics were similar between
groups, however more patients in the bolus dosing group received TXA by EMS (19.3% vs
3.2%, p < 0.05) and calcium replacement during MTP (77.2% vs 50.0%, p < 0.05). The most
common mechanisms of injury in the sequential and bolus groups were motor vehicle
collision (37.2% vs 37.5%), motorcycle/electronic bike/scooter collision (24.5% vs 20.4%),
and gunshot wound (12.8% vs 17.0%). In the unmatched cohort, there was no significant
difference in 28-day all-cause mortality between sequential versus bolus dosing (30.9% vs
36.4%, p = 0.43). Additionally, there were no statistically significant differences in 24-hour all-
cause mortality (p = 0.28), blood transfusion requirements (p = 0.99), and vascular occlusive
events (p = 0.91) between groups. Although, ICU LOS was significantly reduced in the bolus
group compared to the sequential dosing group (4.3 days vs 7.4 days, respectively; p =
0.04), there was no significant difference between groups in hospital LOS (20.4 days vs 20.9
days, respectively; p = 0.99) (Table 1).

Conclusion: Based on the study results, it is reasonable to administer TXA as a 2-gram
bolus during MTP in adult patients after traumatic injuries. The significant reduction in ICU
LOS is a positive finding but has unclear clinical significance when considering there was a
similar hospital LOS between both groups. Overall, a 2-gram bolus dosing regimen of TXA
eliminates the risk of missing an important adjunctive medication during massive transfusion
and this 2-gram bolus may be an alternative option to optimize medication administration
while maintaining similar effectiveness and safety as the traditional sequential dosing
method.

Derderian, Casey | Walgreens/Florida A&M University (PGY1 Resident) |
caseyderderian@gmail.com

Impact of text message refill reminders on adherence to oral contraceptives
in a community pharmacy setting

Background: Oral contraceptives (OCs) are among the most commonly prescribed
medications among women of reproductive age, but their effectiveness depends on
near-perfect adherence. Even brief gaps in therapy may decrease contraceptive efficacy and
increase the risk of unintended pregnancy. Community pharmacies are ideally positioned to
support medication adherence through refill reminder interventions; however, limited
evidence exists evaluating the effectiveness of automated short message service (SMS) refill
reminders specifically for oral contraceptives. Prior studies involving automated refill
reminders have primarily focused on medication adherence in chronic disease state
management, with generally positive results. Given the high adherence requirements of oral
contraceptives, further evaluation of pharmacy-based interventions in this population is
warranted.

Methodology: This retrospective observational study evaluated the association between
automated SMS refill reminders and adherence to oral contraceptives in a community
pharmacy setting. Dispensing data were obtained from three community pharmacies in
Jacksonville, Florida, from September 1, 2024, to August 30, 2025. Eligible patients had at
least one prescription claim for an oral contraceptive prescription, a valid SMS enroliment

indicator, and met criteria for calculation of proportion of days covered (PDC); including at
least two fills, a minimum of 56 days’ supply, and an index fill date occurring at least 90 days
prior to the end of the study period. Patients using non-oral contraceptive formulations or
lacking sufficient refill data were excluded. From 445 eligible patients, a stratified random
sample was selected to create balanced cohorts of SMS-enrolled (n=100) and non-enrolled
(n=100) patients. Adherence was measured using PDC, a claims-based metric estimating
medication availability over time. The primary outcome was mean PDC, and the secondary
outcome was the proportion of patients achieving high adherence, defined as PDC =295%.
Mean PDC between groups was compared using an independent samples t-test, and
proportions achieving high adherence were compared using a chi-square test, with statistical
significance defined as p < 0.05. The study protocol was approved by the Florida A&M
University Institutional Review Board.

Results: A total of 200 patients were included in the analysis, with 100 patients in each
cohort. Baseline characteristics were similar between groups, with comparable age
distributions and representation across the three participating pharmacy locations. Mean
PDC was numerically higher among patients enrolled in SMS refill reminders compared with
those not enrolled (80.3% vs 77.9%), though this difference was not statistically significant (p
= 0.47). Median PDC was also higher in the SMS-enrolled group. The proportion of patients
achieving high adherence (PDC 295%) was 45% in the SMS-enrolled group versus 34% in
the non-enrolled group, representing an 11% absolute difference (p=0.11).

Conclusion: Enrollment in automated SMS refill reminders was associated with numerically
higher oral contraceptive adherence, as measured by both mean PDC and the proportion of
patients achieving high adherence (PDC 295%). Although differences were not statistically
significant, the magnitude and direction of effect suggest a potential adherence benefit of
SMS-based refill reminders in this population. Interpretation of findings should consider
several limitations, including the retrospective study design, reliance on pharmacy refill data,
and absence of clinical outcomes such as unintended pregnancy. PDC reflects medication
possession based on refill timing rather than daily pill ingestion; therefore, brief refill delays
may lower PDC despite otherwise consistent pill-taking behavior. Additionally, SMS
enrollment was voluntary, introducing the potential for unmeasured differences in patient
engagement between groups. Overall, automated SMS refill reminders represent a low-
burden, scalable intervention that may support adherence in community pharmacy practice.
Future research with larger sample sizes is warranted to further evaluate the impact of SMS-
based interventions on contraceptive adherence and reproductive health outcomes.

Dittmar, Chad | Tampa General Hospital (PGY1 Resident) | cdittmar11@gmail.com
Assessing Antibiotic Stewardship Opportunities in the Management of
Uncomplicated Enterobacterales Bacteremia

Background: Enterobacterales bloodstream infections (BSI) account for over 500,000
infections annually in North America and contribute significantly to healthcare burden and
poor patient outcomes. Gram-negative bacteria are the causative pathogen in 25-50% of
BSIs and associated with a significant mortality rate of 12-38%. Recent advancements in
Enterobacterales literature demonstrate that oral antibiotics are non-inferior to intravenous,
and shorter durations are non-inferior to longer durations for uncomplicated BSls. Several
studies have concluded non-inferiority and no significant difference in mortality for patients
who received 7-day durations of therapy compared to 14 days. Other studies have
demonstrated no difference in 30-day mortality for patients transitioned to oral therapy, along
with the additional benefit of significantly shorter lengths of stay. However, some providers
are still hesitant to utilize shorter durations and transition to oral therapy despite the growing
body of evidence supporting these practices. Our study aims to assess the current treatment
patterns and strategies for managing uncomplicated Enterobacterales BSls at our institution.

Methodology: We conducted a retrospective, single-center study of adult patients with
uncomplicated BSIs caused by Enterobacterales organisms between January - December
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2024. Patients with complicated infections, solid organ transplant recipients within the last
year, a lack of source control, and polymicrobial BSls were excluded. The pathogens
included were Escherichia coli, Klebsiella spp., Citrobacter spp., Enterobacter spp., Serratia
spp., and Proteus spp. The primary outcome was the total duration of inpatient and
outpatient active antibiotic therapy. Secondary outcomes included time to transition to oral
therapy, hospital length of stay (LOS), and 30-day readmission with infection related to the
same organism. We conducted a retrospective, single-center study of adult patients with
uncomplicated BSlIs caused by Enterobacterales organisms between January - December
2024. Patients with complicated infections, solid organ transplant recipients within the last
year, a lack of source control, and polymicrobial BSIs were excluded. The pathogens
included were Escherichia coli, Klebsiella spp., Citrobacter spp., Enterobacter spp., Serratia
spp., and Proteus spp. The primary outcome was the total duration of inpatient and
outpatient active antibiotic therapy. Secondary outcomes included time to transition to oral
therapy, hospital length of stay (LOS), and 30-day readmission with infection related to the
same organism.

Results: Data were collected on 100 patients with uncomplicated Enterobacterales BSls.
The median age was 65 years (interquartile range (IQR) 50.6, 73.5) with a median gPitt
bacteremia score of 1, and 51% of patients were male. The most common comorbidities
were diabetes (23%), active cancer (14%), and end-stage renal disease (10%). Urinary tract
infections accounted for the majority of infection sources (60%), with intra-abdominal or
biliary infections comprising 25%. The most frequently isolated pathogens were E. coli (66%)
and Klebsiella spp. (21%). The majority of patients (81%) had cultures with at least one
susceptible oral antibiotic, and 77% (n=62) of these patients were transitioned to oral
therapy. Of the 62 patients transitioned to oral therapy, 36 patients (58%) were transitioned
at the time of discharge. The median time to oral therapy was 4 days (3.24, 5.26). Of those
transitioned to oral antibiotics, fluoroquinolones (69%, n=43) and
trimethoprim/sulfamethoxazole (10%, n=6) were the most prescribed agents. The median
total duration of active antibiotic therapy was 12.3 days (9.6, 15.0), and the median hospital
LOS was 7.5 days (4.0, 14.75). No patients were readmitted within 30 days for an infection
with the same organism.

Conclusion: In comparison to the current literature on uncomplicated Enterobacterales
BSils, the majority of patients were treated longer than recommended, and there was
significant variability in the treatment of these infections at our institution. Most patients
received antibiotics for a median duration of 12 days, and over half were transitioned to oral
therapy only at discharge. Opportunities still exist for antimicrobial stewardship programs to
implement interventions for these patients, which may include providing educational in-
services to providers and pharmacists regarding shortening the duration of therapy for
appropriate patients, and reviewing discharge prescriptions to consider antibiotic therapy
already received in the hospital. Institutions may also consider implementing automated stop
dates for a 7-day duration when ordering antibiotics for these BSIs or clinical decision
support tools to trigger a clinical pharmacist to review for PO transition opportunities and
appropriate duration of therapy. These interventions can play a key role in ensuring patients
receive an appropriate duration of therapy and receive oral antibiotics when able.

Dockstader, Kyra | Bay Pines VA Healthcare System - Lee County Healthcare Clinic
(PGY1 Resident) | kyradockstader@outlook.com

Improving Diabetic Retinopathy Screening Compliance Among Veterans with
Diabetes: A Systematic Verification and Intervention Study

Background: BPVAHCS has prioritized improving diabetic retinopathy (DR) screening as a
facility-wide goal. This project aimed to assess screening compliance among Veterans with
type 2 diabetes by systematically evaluating whether appropriate diabetic retinopathy

examinations were completed within the recommended timeframe. Early detection through
routine screening is significantly more cost-effective than treating advanced retinopathy or

managing vision loss. Additionally, systematically documenting the care Veterans receive
outside the VA system supports better care coordination, reduces unnecessary duplication of
services, and ensures comprehensive tracking of Veteran health across all care settings.

Methodology: This sequential assessment and implementation study utilized retrospective
chart review followed by prospective verification and intervention phases. A total of 134
Veterans from the Port Charlotte Patient Aligned Care Teams (PACTs) 1 and 2 were
identified as having the lowest documented screening compliance rates from the Port
Charlotte Community Based Outpatient Clinic (CBOC) and were subsequently included in
this study. Veterans potentially overdue for a DR exam were identified using VA electronic
quality measures (eQM) population health dashboards. The study employed a
comprehensive three-step verification process. First, a comprehensive chart review was
conducted to confirm completion of recent screenings within the VA system. Second,
Veterans without documented/updated DR exams in the last two years were contacted via
telephone to determine if examinations were conducted outside the VA system. For Veterans
who agreed, retinal screening consults were placed to facilitate timely examinations. Data
was de-identified and recorded in an Excel spreadsheet.

Results: A total of 134 Veterans with diabetes were identified via eQM as overdue for
diabetic retinopathy (DR) screening. Nine Veterans were excluded due to care transfers,
misdiagnoses of diabetes or death, yielding an active study population of 125 Veterans.
Phase 1 — Initial Chart Review: Systematic chart review identified Veterans who did not
require telephone contact.52 Veterans with retinal exams that had not been updated through
the clinical reminder tool, including exams performed at VA and non-VA facilities.33 clinical
reminders were updated by another VA provider after eQM data was obtained19 clinical
reminders were updated via chart review by the pharmacy resident8 Veterans already had
full eye exam appointments scheduled at the Lee County Healthcare Clinic. Phase 2 —
Telephone Outreach: Telephone outreach was initiated for patients with identified screening
gaps. A total of 65 calls were attempted with 41 successful and 24 unsuccessful calls. Phase
3 — Outcomes:Following combined chart verification and telephone-based intervention:15
(23%) Veterans had a tele-retinal eye screening consults entered to be completed at the Port
Charlotte CBOC9 (13.8%) Veterans requested a full eye exam at the Lee County Healthcare
Clinic and were transferred for scheduling12 (9.6%) Veterans either had community care
optometry consults in progress, needed to call to reschedule community care appointment, or
provided verbal update from community care appointment5 (7.7%) Veterans declined retinal
screeningDR Findings: 44 Veterans had no prior history/retinal screening documentation. 81
Veterans had prior/updated retinal screening documentation65 without diabetic retinopathy9
mild non-proliferative diabetic retinopathy (NPDR) 5 moderate NPDR1 severe case of
NPDR1 severe case of proliferative diabetic retinopathy (PDR)A total of 134 Veterans with
diabetes were identified via eQM as overdue for diabetic retinopathy (DR) screening. Nine
Veterans were excluded due to care transfers, misdiagnoses of diabetes or death, yielding
an active study population of 125 Veterans. Phase 1 — Initial Chart Review: Systematic chart
review identified Veterans who did not require telephone contact.52 Veterans with retinal
exams that had not been updated through the clinical reminder tool, including exams
performed at VA and non-VA facilities.33 clinical reminders were updated by another VA
provider after eQM data was obtained19 clinical reminders were updated via chart review by
the pharmacy resident8 Veterans already had full eye exam appointments scheduled at the
Lee County Healthcare Clinic. Phase 2 — Telephone Outreach: Telephone outreach was
initiated for patients with identified screening gaps. A total of 65 calls were attempted with 41
successful and 24 unsuccessful calls. Phase 3 — Outcomes:Following combined chart
verification and telephone-based intervention:15 (23%) Veterans had a tele-retinal eye
screening consults entered to be completed at the Port Charlotte CBOC9 (13.8%) Veterans
requested a full eye exam at the Lee County Healthcare Clinic and were transferred for
scheduling12 (9.6%) Veterans either had community care optometry consults in progress,
needed to call to reschedule community care appointment, or provided verbal update from
community care appointment5 (7.7%) Veterans declined retinal screenins
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Conclusion: A systematic two-phase approach combining structured chart review with
proactive telephone outreach significantly improved DR screening compliance in a cohort of
Veterans with diabetes who were flagged as overdue by the VA clinical reminder system.
Within a single review cycle, 41.6% had a documented DR exam confirmed, and an
additional 19.2% had consults or appointments arranged after the phone call. Notably, a
substantial number of patients had received DR screening through community or non-VA
providers that had not been captured in the VA electronic health record, highlighting the
importance of chart verification prior to outreach as a strategy to reduce unnecessary
duplication of care and improve data accuracy within the reminder system. The identification
of NPDR in approximately 12% of patients confirms the clinical relevance of this population
and reinforces the need for sustained screening efforts. Barriers including patient refusals,
cancelled appointments, and lost to follow-up cases represent opportunities for further quality
improvement. Future directions may include leveraging telehealth retinal imaging,
streamlining non-VA documentation workflows, and implementing recurring panel
management processes to sustain screening compliance over time.

Dombkowski, Samantha | Lee Health - Gulf Coast Medical Center (PGY1 Resident) |
sam.dombkowski7@gmail.com

Impact of patient age on the safety and efficacy of thrombolysis in acute
ischemic stroke

Background: Ischemic stroke accounts for approximately 87% of all stroke cases in the
United States, with advanced age as the most significant non-modifiable risk factor. Current
AHA/ASA guidelines recommend intravenous thrombolysis, with or without endovascular
intervention, for eligible patients with acute ischemic stroke. The thrombolytic agents,
alteplase and tenecteplase, share similar mechanisms of fibrinolysis and strict eligibility
criteria due to bleeding risk and lack of efficacy in certain situations. Although advanced age
is associated with increased comorbidity burden and potential for hemorrhagic complications,
age alone is not a contraindication to thrombolysis. Prior studies have evaluated age-related
differences in thrombolysis outcomes in acute ischemic stroke. One meta-analysis found that
alteplase provided similar functional benefits in patients both younger and older than 80
years, although alteplase was associated with an increased risk of symptomatic intracranial
hemorrhage. In contrast, other studies have shown that older patients experience worse
functional outcomes, higher mortality, and lower rates of return to baseline compared to
younger patients, despite similar rates of hemorrhagic complications and hospital length of
stay. Given these uncertainties, this study aims to compare safety and efficacy outcomes of
intravenous thrombolysis with alteplase or tenecteplase in patients at least 80 years of age
versus those less than 80 years of age with acute ischemic stroke.

Methodology: This retrospective cohort study was conducted within a multicenter
community health system and included adult patients admitted between January 1, 2021,
and January 1, 2025, with a diagnosis of acute ischemic stroke who received intravenous
alteplase or tenecteplase. Adult patients were excluded for contraindications to thrombolysis,
severe stroke (National Institutes of Health Stroke Scale (NIHSS) = 25), missing modified
Rankin Scale (mRS) data, transfer to or from an external facility, discharge against medical
advice, or pregnancy. Patients were then stratified by age (less than 80 years old vs 80 years
and older). The primary outcome was functional disability at 90 days, defined as a modified
Rankin Scale (mRS) = 2. Secondary outcomes included change in mRS from baseline to 90
days, hemorrhagic conversion within 36 hours, early neurological improvement (= 4-point
NIHSS improvement at 24 hours or discharge), and hospital length of stay. Statistical
analyses were performed using JMP version 18, with significance defined as P < 0.05.
Continuous variables were analyzed using Student t-test or Mann-Whitney U test, as
appropriate, and categorical variables were compared using chi-square testing.

Results: A total of 125 patients were included in the analysis, including 73 patients less than
80 years old and 52 patients 80 years and older. The less than 80-year cohort was

predominantly male, whereas the older than 80-year cohort was predominantly female.
Patients 80 years and older had a higher prevalence of dementia (11.5% vs 0%, P <0.05)
and atrial fibrillation (44.2% vs 13.7%, P <0.05), while obesity was more common among
patients less than 80 years old (49.3% vs 23.1%, P <0.05). Alteplase was more frequently
administered in the 80-year and older group (57.7% vs 39.7%, P <0.05), whereas
tenecteplase was more commonly used in the less than 80-year group (60.3% vs 42.3%, P
<0.05). Embolic stroke etiology was more prevalent in the older cohort (71.2% vs 50.7%,
P=0.02), while mild stroke presentations were more common in the younger cohort (48% vs
25%, P=0.01). The primary outcome of functional disability at 90 days occurred more
frequently in patients aged 80 years and older compared to those aged less than 80 years
(55.8% vs 27.4%, P=0.001). There were no statistically significant differences between
groups in secondary outcomes, including change in modified Rankin Scale (mRS) from
baseline to 90 days, hemorrhagic conversion, hospital length of stay, or early neurological
improvement.

Conclusion: In this retrospective cohort study, patients aged 80 years and older who
received IV thrombolysis for acute ischemic stroke experienced significantly higher rates of
functional disability at 90 days compared to younger patients, despite similar safety and
secondary efficacy outcomes. Thrombolysis remains safe in elderly patients as there was no
increased risk of hemorrhagic conversions. However, functional outcomes at 90 days were
worse, likely due to age-related factors and comorbidities. Further studies are warranted to
better characterize predictors of functional outcomes in elderly patients and to optimize
patient selection and post-stroke management strategies in patients receiving thrombolysis.

Domingue, Alex | Health First Holmes Regional Medical Center (PGY1 Resident) |
alex_domingue@yahoo.com

Cannabis use in Trauma Patients and its Effects on Pain Management

Background: Cannabis use is becoming increasingly common in society.1 Early evidence
suggests that cannabis users may exhibit altered responses to sedatives and analgesics.2,3
The rising prevalence of cannabis use, combined with limited research on these altered
responses, highlights the need to investigate how cannabis exposure may influence the
effectiveness of opioid medications. This is particularly relevant in the trauma population,
who often require high doses of opioids and other adjuvant therapies for adequate pain
control.1 Cannabis contains tetrahydrocannabinol (THC), a highly lipophilic cannabinoid that
exerts psychoactive effects and may take up to 25 days for complete elimination due to its
variable half-life.2,3 Research has increasingly focused not only on the potential therapeutic
effects of cannabis, but also on how cannabis exposure may alter a patient’s response to
opioids and sedatives. Current evidence suggests that cannabinoids may interact with other
medications, though it remains unclear whether they function as inhibitors or inducers of
CYP450 enzymes. For example, one study reported that patients with a history of cannabis
use required lower doses of propofol to achieve adequate sedation, while another observed
that higher doses were necessary to reach comparable sedation in non-users of cannabis.
Similar variability has been reported with opioids and benzodiazepines, potentially due to the
specific receptors these drugs bind to.2,3 Dronabinol is a cannabinoid FDA-approved
appetite stimulant and antiemetic.4 Its cannabinoid effect has been studied in the trauma
population as an adjunct to analgesic therapies. One study compared total morphine
milligram equivalents (MMEs) between patients who received dronabinol as an adjunct to
opioids and those who did not. Although no overall statistical difference was observed, a
subgroup analysis revealed that patients with a history of cannabis use had significantly
lower opioid consumption than non-users.5 The purpose of this study is to characterize initial
analgesic treatment requirements in severely injured trauma patients who test positive for
cannabis on urine drug screening upon admission.

Methodology: This study was a single-centered, retrospective analysis of trauma patients
treated with opioids and adjuvant analgesics for pain management. Patients were included if
they were admitted to the trauma service between September 1, 2023 and August 31, 2025.
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Patients were excluded if they were under 16 years of age, had a history of non-acute pain,
were discharged, transitioned to hospice, deceased within 48 hours of admission, or
transferred from an outside facility. Non-acute pain was defined as a prior diagnosis of
chronic pain or long-term prescribed opioid use, determined through documentation in the
History and Physical (H&P) or verified using Florida’s E-FORCSE database. Baseline
characteristics were obtained through custom reports generated in VigiLanz pharmaco-
surveillance software and Midas Care Management, an integrated care-management
software. Patients were classified as cannabis users if they had a positive urine toxicology
screen for delta-9-tetrahydrocannabinol (THC). A sample size of 250 patients was anticipated
to provide adequate power to detect a statistically significant difference in opioid utilization
between cannabis users and non-users. The primary outcome was the average daily
morphine milligram equivalents (MME). Secondary outcomes included: hospital length of
stay, intensive care unit (ICU) length of stay, consults for pain management, and anesthetic
requirements.

Results: Baseline characteristics are outlined in Table 1; aside from the non-user group
being older, the groups were otherwise balanced. The cannabis user group demonstrated
significantly higher MME utilization on day 1 (371.5 versus 661.5 mg; p = 0.0035) and day 2
(352.4 versus 581.3 mg; p = 0.0337) compared to the non-users. After day 2, differences
between the groups were no longer statistically significant, although cannabis users
continued to exhibit numerically higher MME requirements. There were no significant
differences in hospital length of stay (367.7 versus 425.2 hours; p = 0.4041) and ICU length
of stay (194.3 versus 207.8 hours; p = 0.7356) between the two groups.

Conclusion: Although the number of states legalizing marijuana for recreational and
medicinal use continues to rise, cannabis products remain unregulated by the FDA, resulting
in limited high-quality research. Cannabis use has been associated with altered responses to
multiple medications, including opioids and sedatives, however the data remains
inconsistent. This study demonstrates that trauma patients who use cannabis require higher
opioid doses than non-cannabis users.

Ebanks, Shamara | HCA Florida Hospital (PGY1 Resident) | shamara.rph@outlook.com
Efficacy of intravenous magnesium sulfate in asthma exacerbations:
Determining the optimal dose

Background: In the 2024 Global Initiative for Asthma (GINA) report, management for
exacerbations are based on severity of pulse rate, respiratory rate, oxygen saturation, lung
function, and degree of dyspnea for initial treatment. GINA recommends administering
ipratropium bromide for severe exacerbations and consider intravenous (IV) magnesium for
patients who are not responding well enough to the muscarinic antagonist alone. The primary
outcome of this study is to determine the efficacy of 1g vs 2g IV magnesium sulfate in
addition to standard of therapy. Secondary outcomes will compare hospital length of stay,
ICU transfer rate, and adverse events.

Methodology: This study is a retrospective, observational cohort analysis designed to
evaluate the safety and effectiveness of IV magnesium sulfate dosing strategies of 1g versus
2g administered as adjunct therapy for adult patients with acute asthma exacerbations. The
study will be submitted to the institutional review board (IRB) for approval. All extracted data
will be de-identified and accessed only by approved study personnel. Data will be collected
from the hospital's electronic health record (EHR). The study will focus on patients who
received IV magnesium sulfate after completion of initial guideline recommended therapy
(short acting beta-2 agonists + ipratropium and oral corticosteroids) in the emergency
department (ED). Eligible encounters will be identified by diagnosis codes for asthma
exacerbations, shortness of breath, and wheezing in addition to chart review. Inclusion
criteria: adults = 18 years presenting to the ED with a primary diagnosis of asthma
exacerbation, who received either a single 1g or 2g IV magnesium sulfate dose following
standard therapy, and who has at least one pre and post treatment respiratory assessment

documented such as oxygen saturation. Exclusion criteria: documented magnesium
replacement or baseline serum magnesium <1.6 mg/dL; receiving both 1g and 2g during the
same encounter; end stage renal disease or dialysis and pregnancy

Results: In the emergency department from November 2024 to October 2025, there were
over 867 administrations of magnesium sulfate for asthma exacerbations. However, only 55
administrations were included within the study after evaluations of exclusion criteria. Of the
55 administrations, 18/55 (33%) were magnesium sulfate 1g and the remaining 37/55 (67 %)
were magnesium 2g. Baseline characteristics among the two groups included an average
age of 48 years old, an average length of hospital of 47 hours and over 70% of patients being
female. There were 38/55 (69%) patients who were discharged from the ED with only 17/55
(31%) of patients admitted to medical surge or ICU/stepdown units. One patient was
excluded from the magnesium sulfate 2g group due to a baseline magnesium level of
1.5mg/dL. The study was also not able to meet power with the limited number of patients that
meet inclusion criteria

Conclusion: Magnesium sulfate as an adjunctive medication for treatment of severe asthma
exacerbations within the emergency department has been proven beneficial according to the
most recently updated asthma guidelines. The aim of this study was to determine efficacy of
1g vs 2g IV magnesium sulfate in addition to standard of therapy which includes steroids,
beta 2 agonists, and oxygen supplementation. The results of this study showed that
administration of magnesium sulfate within this study population was given at the same time
of standard administration and was not used as an adjunctive medication for worsening or
non-improvement of asthma symptoms.

Edouard, Winsley | AdventHealth Tampa (PGY1 Resident) |
winsley.edouard@adventhealth.com

Faster, safer, better? Tenecteplase versus alteplase in acute ischemic stroke
and impact on door-to-needle time and outcomes

Background: Acute ischemic stroke is a major cause of morbidity and mortality worldwide,
with intravenous thrombolysis serving as a key therapy for eligible patients presenting within
the treatment window. Alteplase (tPA) has been the standard thrombolytic agent for decades,
with guidelines emphasizing rapid administration and recommending door-to-needle (DTN)
times of less than 60 minutes to optimize outcomes. Delays in DTN time are associated with
worse neurological recovery and increased mortality, highlighting the importance of efficient
stroke workflows. Tenecteplase (TNK), a genetically modified variant of tPA, has emerged as
a potential alternative due to its pharmacologic advantages and simplified administration.
Unlike tPA, which requires an initial bolus followed by a one-hour continuous infusion, TNK is
administered as a single intravenous bolus. These differences may reduce treatment delays,
streamline workflow, and decrease opportunities for dosing and administration errors,
particularly in high-acuity emergency settings. Multiple studies have demonstrated similar
efficacy and safety profiles between TNK and tPA, including comparable rates of intracranial
hemorrhage (ICH), systemic bleeding, and angioedema. Some real-world analyses suggest
potential improvements in workflow efficiency with TNK, however, data evaluating operational
outcomes such as DTN time and real-world safety remain limited and are often derived from
small or single-center studies. The objective of this study is to evaluate differences in door-to-
needle time and clinical outcomes between TNK and tPA in patients with acute ischemic
stroke at a tertiary care hospital.

Methodology: This was an IRB-exempt, retrospective, observational study evaluating adult
patients who received intravenous thrombolytic therapy for acute ischemic stroke between
January 2022 and January 2026 at a tertiary care hospital. Patients were collected through
EPICs slicer dicer report system. Inclusion criteria were: age 18 years or older, diagnosed
with acute ischemic stroke by a physician, and received IV thrombolysis with either TNK or
tPA in the Emergency Department at AdventHealth Tampa. Exclusion criteria included:
Patients who received both TNK and tPA during the same admission, patients with in-
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hospital strokes, offsite ED facility patients, and patients that had a non-stroke indication. The
primary outcome was door-to-needle time in minutes. Secondary outcomes included
intracranial hemorrhage within 36 hours, angioedema, mortality, intensive care unit (ICU)
length of stay, hospital length of stay, thrombolytic reversal, and dosing accuracy.
Continuous variables were compared using Mann—Whitney U testing, while categorical
variables were analyzed using chi-square or Fisher’s exact testing. Statistical significance
was defined as p < 0.05, with 80% power and a target sample size of 63 patients per group.

Results: Baseline characteristics are included within tables 1, 2 & 3. A total of 112 patients
were included, with 48 receiving TNK and 64 receiving tPA. Median door-to-needle time was
37 minutes in the TNK group IQR (27 - 42) and 30.5 minutes in the tPA group IQR (25 -
41.25) with no statistically significant difference between groups (p = 0.13). Secondary
outcomes pertaining to TNK and tPA respectively were 16.7% vs. 20.3% (p= 0.62) for
intracranial hemorrhage within 36 hours, 0% vs. 1.6% (OR 0.44, 95% CI 0.02 to 10.95 p=
1.00) for angioedema, 4.2% vs. 10.9% (OR 0.41, 95% CI 0.09 to 1.82, p= 0.296) for in
hospital mortality, ICU length of stay was the same at 3 days for the TNK group IQR (2 — 4)
and tPA group IQR (2 — 3) with no statistical difference (p = 0.53), hospital length of stay was
6.5 days for the TNK group IQR (4 — 10) vs 5 days for the tPA group IQR (3 — 8) with no
statistical significance (p = 0.15), reversal required was 0% for TNK vs. 4.7% for tPA (OR
0.18, 95% CI 0.009 to 3.59, p= 0.26), correct dosing was 100% for TNK vs 98.4% for tPA
(OR 2.29, 95% CI 0.09 to 57.49, p= 1.00), line flush complete was 97.9% for TNK vs. 87.5%
for tPA (OR 4.76, 95% CI 0.804 to 28.19, p=0.08), and infusion for 1-full hour along with line
flush completion for tPA alone was 92.2%.

Conclusion: In this single-center retrospective study, TNK and tPA demonstrated
comparable clinical outcomes and safety profiles in the treatment of acute ischemic stroke,
with no statistically significant differences in door-to-needle time, hemorrhagic complications,
mortality, or length of stay. TNK demonstrated numerically longer door-to-needle times,
suggesting anticipated workflow advantages may not be consistently realized in practice.
These findings support TNK as a reasonable alternative to tPA, while highlighting the
importance of workflow optimization to improve thrombolytic delivery. Further studies are
needed to evaluate the impact of operational factors on clinical and efficiency outcomes.

Ehlers, Joshua | St. Anthony's Hospital (PGY1 Resident) | joshua.ehlers@baycare.org
Impact of single high dose aminoglycosides versus standard of care in
extended-spectrum beta-lactamase Enterobacterales urinary tract infections

Background: Growing antimicrobial resistance is a concern for treatment of antimicrobial
infections in the United States. Optimization of antimicrobial therapy for multidrug resistant
pathogens in acute cystitis is one of the mainstays of antimicrobial stewardship programs.
Urinary tract infections are one of the most common infections affecting the American
population in modern day society, with women having 53% lifetime risk of experiencing a UTI
and risk increasing with age in both males and females. An alarming number of gram-
negative pathogens have developed antimicrobial resistance leading to difficulty in managing
and eradicating infections. From 2012 to 2017, multidrug resistant pathogens were
associated with more than 2.8 million infections and 35,000 deaths in the United States
alone. Proper identification and treatment of resistant pathogens is of utmost importance for
decreasing readmission rates and providing patients with clinical cure. The 2024 Infectious
Diseases Society of America Guidance on the Treatment of Antimicrobial Resistant Gram-
Negative Infections recommends single dose aminoglycoside for uncomplicated cystitis
caused by extended-spectrum beta-lactamase (ESBL)-producing Enterobacterales (ESBL-E)
and difficult-to-treat (DTR) Pseudomonas aeruginosa. A small randomized open-label
comparative trial from 2025 looked specifically at 7-day UTI symptom resolution and found
that patients treated with single-dose gentamicin had better symptom resolution than
standard of care. Aminoglycosides primarily function by binding to the amino-acyl site of the
16s ribosome RNA within the 30S ribosomal subunits, leading to incorrect amino acids and
damage to the cell membrane. The spectrum of activity is potent for most aerobic gram-

negative pathogens including Enterobacterales, Pseudomonas, Acinetobacter and
Haemophilus influenzae. The goal of this study is to determine if there is a benefit to utilizing
single-dose aminoglycosides to prevent treatment failure in patients with ESBL-E UTIs.

Methodology: This is a retrospective chart review of patients admitted to BayCare facilities
between January 2023 and August 2025. The primary objective of this study was to evaluate
the efficacy of single dose aminoglycosides for clinical cure of urinary tract infections due to
extended-spectrum beta lactamase Enterobacterales. The inclusion criteria were as follows:
age =18 years old, either 72 hours of carbapenem therapy or at least 1 dose of
aminoglycoside therapy. The primary endpoint was clinical cure with single-dose
aminoglycoside in patients with urinary tract infections defined as discharge or a composite
resolution of symptoms including pyuria, dysuria, urinary frequency/urgency and/or
suprapubic pain. The secondary outcomes included inpatient length of stay, rate of relapse
defined as additional antibiotic therapy within 14 days or UTI-related readmission,
Clostridioides difficile infection, safety defined as acute kidney injury or ototoxicity.
Descriptive statistics were used for demographic data and discrete variables. Fisher’s exact
test was used for categorical data and presented with 95% confidence intervals. An alpha of
0.05 or less was deemed significant.

Results: The median age was 77 years old in the aminoglycoside and carbapenem groups.
All other baseline characteristics were similar between groups. The primary outcome of
clinical cure occurred in all patients from both groups. Malignancy was the most common
immunocompromising condition and prevalence of urologic abnormalities was similar at 30%
in both groups. Median length of stay was 5 days in both groups (95% CI 1 [-1, 2), p-value
0.473). Seven patients in the carbapenem group filled or received antibiotics within 14 days
following discharge compared to zero in the aminoglycoside group (95% CI -0.3 [-0.49, -
0.11], p-value -0.014). There were no incidences of documented AKI or ototoxicity between
either group. Documented C. difficile infection was only observed in 8.7% of patients in the
carbapenem group and none in the aminoglycoside group. UTI related readmission within 30
days was 17% for both groups (95% CI 0.002[-0.235, 0.24], p-value 1.0).

Conclusion: There was not a statistically significant difference in clinical cure between the
aminoglycoside and carbapenem groups. There was, however, a trend towards antibiotics
being prescribed within 14 days following discharge in the carbapenem group based on
percentage. The reason for this percentage increase in antibiotic administration is unknown;
however, an explanation could be due to an incomplete course of carbapenems to
completely eradicate infection. Single-dose aminoglycoside administration could potentially
reduce length of stay by reducing number of inpatient hospital days for administration of IV
antimicrobials, but in this study, median length of stay was similar between both groups. An
explanation is most likely due to incidental urine culture findings from initial urinalysis
representing asymptomatic bacteriuria rather than true UTI when patients are admitted for
other medical problems. Although the results of this study were not deemed significant, the
high percentage of antibiotics following discharge does pose the question of whether patients
treated with carbapenems are at higher risk of unsuccessful eradication of ESBL organisms.
A larger sample size would be needed to show any significance in the primary outcomes.

Eilert, Kyle | Baptist Hospital of Miami (PGY1 Resident) | eilertkyle@gmail.com
Impact of methicillin-resistant staphylococcus aureus polymerase chain
reaction nasal screening on vancomycin de-escalation in non-critically ill
patients with sepsis of unknown origin

Background: Vancomycin is frequently prescribed for empiric sepsis although only a
minority of these patients are found to have methicillin-resistant Staphylococcus aureus
(MRSA) infections. Antimicrobial stewardship initiatives to reduce unnecessary broad-
spectrum antibiotic use include adhering to The Surviving Sepsis Campaign Guideline’s
MRSA risk factors and employing MRSA PCR nasal screening. The purpose of this study is
to characterize patient risk factors for MRSA infection in sepsis and to evaluate the impact of
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MRSA PCR nasal screening on vancomycin de-escalation for non-critically ill patients with
sepsis of unknown origin.

Methodology: This was a retrospective, observational chart review conducted at a large
community academic medical center from November 2023 through September 2025.
Patients were included if they were = 18 years and received at least one dose of vancomycin
with an indication of sepsis of unknown origin. Patients were excluded if they were on
mechanical ventilation, had vasopressor usage, admitted to the intensive care unit, pregnant,
incarcerated, or had concomitant aztreonam use. The primary outcome was anti-MRSA
therapy discontinuation at 72 hours for sepsis of unknown origin. Secondary outcomes
included culture confirmed MRSA infection, MRSA PCR nasal screen ordering, sepsis order
set use, vancomycin duration of therapy in days, hospital length of stay (LOS), 30-day
hospital readmission for suspected infection, and 30-day all cause in-hospital mortality. Data
were collected from electronic health records and analyzed using Student’s T-test or Mann-
Whitney U test for continuous variables and Chi-square test or Fischer’s Exact test for
categorial variables. A sample size of 300 patients was estimated to meet 80% power to
detect a 16.3% improvement in 72-hour de-escalation rates. This study was exempted by the
Institutional Review Board.

Results: Of 1,468 patients screened, 1,168 were excluded, most commonly due to active
ICU admission. A total of 300 patients met inclusion criteria; 150 underwent MRSA PCR
testing and 150 did not undergo MRSA screening. Median age of patients was 69 years of
age (IQR= 56-80) and predominantly female population. About half of patients in both cohorts
had two or more MRSA risk factors, around 30% had one, and roughly 20% had none.
Patients who received MRSA nasal screening more frequently originated from oncology and
step-down units compared with those without screening (p=0.01). Infectious Diseases
consultation occurred in 92% of screened patients versus 91% of unscreened patients
(p=0.02), and respiratory cultures were obtained more often in screened patients (23% vs
11%; p=0.01). Anti-MRSA therapy discontinuation occurred in 71% (106/150) of screened
patients compared with 66% (99/150) without screening (p=0.46). Culture-confirmed MRSA
infections were identified in 7 (5%) screened versus 6 (4%) unscreened patients (p=1.00);
and 19% of screened patients had a positive MRSA PCR. Appropriate order sets were used
in 22 (15%) screened compared to 21 (14%) unscreened patients (p=1.00). Median
vancomycin duration of therapy was 2 days in both groups (IQR=1-3, p=0.70). Median
hospital LOS was 13 days in patients who did not receive a MRSA PCR (IQR=6-22),
compared to 8 days in patients who received a MRSA PCR (IQR=5-15) (p=<0.01). Thirty-day
hospital readmission for suspected infection occurred in approximately 10% of patients
screened compared to 8% unscreened (p=0.81). Thirty-day all cause in hospital mortality
was seen in 4 (4%) of patients who received a MRSA PCR compared to 1 (1%) of patients
who did not receive a MRSA PCR.

Conclusion: In patients with sepsis of unknown origin, vancomycin duration was short
regardless of MRSA PCR nasal screening. Notably, over 20% of patients had no MRSA risk
factors, highlighting an opportunity to reinforce guideline-based recommendations to reduce
unnecessary empiric anti-MRSA therapy while supporting antimicrobial stewardship efforts.

Epperson, Christa | South Florida Baptist Hospital (PGY1 Resident) |
Christalynn3120@gmail.com

Optimizing Administration: IV Push versus Infusion for Gram-Negative
Bacteremia

Background: Gram-negative bacteremia remains a leading cause of sepsis in hospitalized
patients and is associated with significant morbidity and 30-day mortality rates ranging from
9—-15%. The increasing prevalence of multidrug-resistant organisms further complicates
management and highlights the need for timely, effective intravenous antibiotic administration
to optimize survival and reduce complications. Intravenous piggyback (IVPB) infusion has
traditionally been the standard method of administration; however, intravenous push (IVP)

has gained traction due to potential workflow efficiencies, reduced preparation time, and
decreased infusion pump utilization. Several beta-lactam antibiotics commonly used to treat
gram-negative infections, including ceftriaxone, cefepime, and meropenem, have
pharmacokinetic and safety profiles that support IVP administration. Despite these
advantages, limited longitudinal data exists comparing clinical outcomes between IVP and
IVPB in patients with gram-negative bacteremia, particularly for outcomes such as treatment
failure and infection recurrence. In March 2025, BayCare transitioned ceftriaxone, cefepime,
and meropenem from IVPB to IVP administration as part of system-wide efficiency and
stewardship initiatives. The purpose of this study is to evaluate whether IVP administration is
non-inferior to IVPB in terms of treatment failure among patients with gram-negative
bacteremia to inform future policy and practice decisions.

Methodology: This IRB-approved, retrospective, multicenter cohort study was conducted
across 12 hospitals within a large healthcare system between January 2023 and February
2026. Adult patients (=18 years) with gram-negative bloodstream infection were included if
they received empiric |V ceftriaxone, cefepime, or meropenem within 24 hours of index blood
culture collection, had confirmed isolate susceptibility, and received guideline-concordant,
renally adjusted therapy continued for 248 hours. De-escalation among study agents was
permitted. Patients were excluded if they required prolonged therapy (e.g., endocarditis,
osteomyelitis, CNS or hardware-associated infections), had significant immunosuppression,
recent IV antibiotic exposure (within 14 days), pregnant, transitioned to comfort measures, or
on scheduled antipyretic therapy. The primary endpoint was compared between IVP and
IVPB groups using propensity score—weighted logistic regression with overlap weighting to
adjust for prespecified covariates. Adjusted absolute risk differences were estimated with
bootstrap 95% confidence intervals. Noninferiority was defined as an upper confidence
bound <10%. A 1:1 propensity-matched sensitivity analysis was performed. The study was
powered for noninferiority assuming a 10% baseline failure rate and 10% margin, requiring
approximately 284 patients for 80% power. This IRB-approved, retrospective, multicenter
cohort study was conducted across 12 hospitals within a large healthcare system between
January 2023 and February 2026. Adult patients (218 years) with gram-negative bloodstream
infection were included if they received empiric IV ceftriaxone, cefepime, or meropenem
within 24 hours of index blood culture collection, had confirmed isolate susceptibility, and
received guideline-concordant, renally adjusted therapy continued for 248 hours. De-
escalation among study agents was permitted. Patients were excluded if they required
prolonged therapy (e.g., endocarditis, osteomyelitis, CNS or hardware-associated infections),
had significant immunosuppression, recent IV antibiotic exposure (within 14 days), pregnant,
transitioned to comfort measures, or on scheduled antipyretic therapy. The primary endpoint
was compared between IVP and IVPB groups using propensity score—weighted logistic
regression with overlap weighting to adjust for prespecified covariates. Adjusted absolute risk
differences were estimated with bootstrap 95% confidence intervals. Noninferiority was
defined as an upper confidence bound <10%. A 1:1 propensity-matched sensitivity analysis
was performed. The study was powered for noninferiority assuming a 10% baseline failure
rate and 10% margin, requiring approximately 284 patients for 80% power.

Results: The unadjusted 14-day treatment failure rate was 24.3% in the IVP group and
17.8% in the IVPB group, corresponding to an absolute risk difference of 6.5%. After overlap
weighting, adjusted treatment failure rates were 25.1% and 17.0%, respectively, yielding an
absolute risk difference of 8.1% (95% confidence interval —4.3% to 22.3%). Because the
upper bound exceeded the prespecified noninferiority margin of 10%, noninferiority was not
demonstrated. Results were consistent in the propensity score—matched cohort (absolute risk
difference 7.3%), supporting robustness of the primary analysis. Among evaluated predictors,
the presence of systemic inflammatory response syndrome at antibiotic initiation was
significantly associated with treatment failure (odds ratio 2.28, 95% confidence interval 1.13—
4.61; p=0.02), whereas administration strategy and other covariates were not statistically
significant. Secondary outcomes were generally similar between groups. Thirty-day all-cause
mortality was low (1.5% IVPB vs 7.1% IVP), with an adjusted risk difference of +4.16% (95%
confidence interval —1.34% to 29.78%). Clinical success at day 7 was comparable (adjusted
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difference +1.30%, 95% confidence interval -12.43% to 13.13%). White blood cell trajectory
numerically favored IVPB (adjusted difference —12.36%, 95% confidence interval —33.36% to
2.66%). Relapse bacteremia was rare, with no meaningful difference between groups
(adjusted difference —2.18%, 95% confidence interval —3.86% to 0.02%). Hospital length of
stay was shorter in the IVP group (adjusted difference —3.65 days, 95% confidence interval
-6.28 to -1.17).

Conclusion: These findings suggest that [IVP administration did not meet the prespecified
noninferiority criterion compared with IVPB for 14-day treatment failure; however, absolute
difference between groups was modest and secondary outcomes were largely similar. While
numerically higher treatment failure and mortality were observed with IVP administration,
confidence intervals were wide and crossed clinically important thresholds, limiting definitive
conclusions. Treatment failure appeared to be more strongly associated with severity of
illness, as demonstrated by the significant association with systemic inflammatory response
syndrome at antibiotic initiation. From a clinical perspective, these findings suggest that
administration strategy alone may not be a primary driver of outcomes in gram-negative
bacteremia, and patient-specific factors such as severity of illness should be prioritized when
evaluating treatment response. IVP administration may remain a reasonable alternative in
select patients where operational or workflow advantages are desired, though further
evidence is needed to support widespread adoption. This study was limited by its
retrospective design, potential residual confounding, and limited sample size, resulting in
reduced precision and inability to definitively establish noninferiority.

Estephan, Anastasia | HCA FLORIDA TRINITY HOSPITAL (PGY1 Resident) |
aestephan@usf.edu

Impact of emergency department pharmacists on timely sepsis bundle
completion and clinical outcomes

Background: Sepsis is a major public health concern requiring rapid intervention, with timely
antibiotic administration critical to survival. The Surviving Sepsis Campaign recommends
completing the sepsis bundle within one hour. Prior studies show emergency department
(ED) pharmacist involvement improves antibiotic timing and appropriateness, though effects
on clinical outcomes remain unclear. In May 2022, a community teaching hospital in Florida
implemented daily ED pharmacist coverage. This study investigates whether pharmacist
participation in ED sepsis response improves one-hour bundle completion and correlates
with reductions in hospital length of stay, ICU length of stay, and in-hospital mortality
community teaching hospital.

Methodology: A retrospective pre-post intervention study was conducted at community
teaching hospital, comparing sepsis care before and after the integration of two dedicated ED
pharmacists. The study spanned between August 2020 to January 2025, analyzing outcomes
during pharmacist coverage hours from 1100 to 2300. Adult patients (=18 years) who were
qualified for a sepsis alert in the ED were included. Exclusion criteria comprised patients
transferred from another facility, those with incomplete medical records, individuals who had
received antibiotics prior to ED arrival, pediatric patients younger than 18 years, patients
diagnosed with sepsis outside the ED, and those who were initiated on the sepsis bundle
between 2300 and 1100 hours. The primary outcome was the completion of the sepsis
bundle within one hour. Secondary outcomes included time to antibiotic administration,
hospital and ICU for length of stay, and in-hospital mortality. Comparative analysis assessed
whether pharmacist involvement led to measurable improvements in both process efficiency
and patient outcomes.

Results: A total of 100 ED patients with sepsis were included, with 50 patients in the
preintervention cohort and 50 in the postintervention cohort. Performance on individual
bundle elements was not statistically different, as well as hospital length of stay.

Conclusion: The ED pharmacist—centered intervention did not significantly improve 1hour
sepsis bundle completion, individual process measures, or clinical outcomes. Future studies

should incorporate larger and multicenter populations, integrate real time clinical decision
support, and evaluate pharmacist involvement in high severity sepsis presentations to better
define the role and optimal workflow for ED pharmacist participation in early sepsis
management. The ED pharmacist—centered intervention did not significantly improve 1hour
sepsis bundle completion, individual process measures, or clinical outcomes. Future studies
should incorporate larger and multicenter populations, integrate real time clinical decision
support, and evaluate pharmacist involvement in high severity sepsis presentations to better
define the role and optimal workflow for ED pharmacist participation in early sepsis
management.

Fafinski, Sydney | Baptist Medical Center/Wolfson Children’s Hospital (PGY1 Resident)
| sfafinski@outlook.com

Investigating the Hepatic Effects of Intralipid vs SMOFlipid in Pediatric
Patients

Background: Parenteral nutrition (PN) is frequently required in hospitalized pediatric
patients but is associated with hepatic complications, including parenteral nutrition—
associated cholestasis and intestinal failure—associated liver disease. The lipid emulsion
component of PN plays a critical role in these adverse effects. Intralipid (IL) (Fresenius Kabi),
a soybean oil-based injectable lipid emulsion, has been associated with inflammation,
oxidative stress, and impaired bile flow. SMOFlipid (4-LE) (Fresenius Kabi), a mixed-oil
formulation containing soybean oil, medium-chain triglycerides, olive oil, and fish oil, may
offer a more favorable hepatic profile due to reduced phytosterol exposure and anti-
inflammatory fatty acid composition. At our institution, IL is the default lipid for patients
initiated on PN. SMOFlipid is reserved for patients with direct bilirubin 22 mg/dL, PN for > 14
days, or expected prolonged PN need. While prior studies suggest improved hepatic
outcomes with SMOFlipid in select pediatric populations, evidence across diverse
hospitalized pediatric patients remains limited. This study evaluated hepatic outcomes
associated with IL versus 4-LE in pediatric patients receiving PN during a single
hospitalization.

Methodology: This single-center, retrospective cohort study included hospitalized patients
under 18 years who received PN with either IL or 4-LE between July 1, 2023, and June 30,
2025. Patients receiving concurrent enteral nutrition, PN for fewer than four days, home PN,
or with pre-existing hepatic dysfunction prior to lipid initiation were excluded. The primary
endpoint was incidence of hypertriglyceridemia, defined as triglycerides 2200 mg/dL, at any
point during lipid therapy. Secondary endpoints included the incidence of hepatic marker
elevations (aspartate aminotransferase [AST], alanine aminotransferase [ALT], direct
bilirubin, and total bilirubin), incidence and rationale for lipid dose adjustments, incidence and
rationale for switching lipid emulsions, and long-term morbidity (defined as documented
retinopathy of prematurity, necrotizing enterocolitis, bronchopulmonary dysplasia, graft
versus host disease, bloodstream infections, and short bowel syndrome). A power analysis
estimated that a total sample size of 122 patients (61 IL, 61 4-LE) would provide 80% power
to detect a clinical difference between groups. Patients were randomized using a
randomization tool. Categorical variables were analyzed using chi-square or Fisher’s exact
tests, and continuous variables using parametric (T-test) or non-parametric tests (Mann-U
Whitney) as appropriate. Statistical significance was defined as p < 0.05.

Results: A total of 126 patients were included, with 65 receiving IL and 61 receiving 4-LE.
Baseline characteristics including sex, race, unit of admission, and malnutrition severity, were
similar between groups (table 1). Age distribution differed slightly, however, most patients in
both groups were preterm neonates. For the primary outcome, incidence of
hypertriglyceridemia during lipid therapy was comparable between groups, occurring in
32.3% of patients receiving IL and 31.1% of patients receiving 4-LE. The frequency of
triglyceride elevations per patient and the need for lipid dose reductions were also
comparable. With respect to the secondary outcomes, during hospitalization, direct bilirubin
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elevations occurred more frequently in the 4-LE group (32.7%) compared in Intralipid (10.7 %,
p = 0.03) while rates of elevated AST, ALT, and total bilirubin elevations were similar
between groups. Change in hepatic markers from baseline through goal lipid dosing, lipid
dose adjustments, and incidence of long-term morbidity did not differ between groups (table
2). Nineteen patients were transitioned from IL to 4-LE during hospitalization. The most
common reasons for switching included anticipated prolonged duration of parenteral nutrition
and provider preference, followed by elevated triglycerides or bilirubin (table 2).

Conclusion: In this retrospective cohort of hospitalized pediatric patients receiving
parenteral nutrition, 4-LE was not associated with a reduced incidence of
hypertriglyceridemia or overall hepatic laboratory abnormalities compared to Intralipid. Direct
bilirubin elevations occurred more frequently in patients receiving 4-LE, though this finding
may reflect baseline differences, small sample size, and clinical selection bias. These results
suggest comparable hepatic safety profiles between lipid emulsions in a heterogeneous
pediatric population and highlight the need for prospective studies to further define optimal
lipid selection strategies in pediatric parenteral nutrition.

Fernandez, Alfredo | Holy Cross Hospital Ft. Lauderdale (PGY1 Resident) |
afernagw@gmail.com

Evaluation of pharmacy-led albumin stewardship in the hospital setting

Background: Inappropriate or excessive use of albumin contributes to unnecessary
healthcare expenditures and reflects suboptimal prescribing practices. To address this issue,
our institution implemented a standardized, evidence-based order set restricting albumin to
approved indications. The objective of this study is to evaluate the impact of the albumin
restriction protocol on prescribing practices, with a focus on reducing inappropriate use and
achieving cost savings.

Methodology: A retrospective, observational study was conducted comparing the albumin
utilization before and after the implementation of the system-wide albumin protocol. Overall
albumin use was assessed by analyzing two distinct three-month periods: pre-
implementation and post-implementation. The appropriateness of use was determined based
on predefined criteria aligned with the protocol. Statistical analysis was performed to assess
differences in usage patterns and cost outcomes; student t-test and Cohen’s D were tests
conducted. The primary outcome was the reduction of inappropriate albumin orders in the
form of total grams with a goal of 250% reduction of inappropriate orders. One of the
secondary outcomes was the reduction of cost assessed in total dollars. Another exploratory
outcome is the percentage of total grams of albumin that were appropriate versus
inappropriate both in the pre-implementation and post-implementation period. Baseline
characteristics included patient age, demographic, indication of use for albumin, and ordering
department. Also, a pharmacy-led intervention was created in our EHR for documentation
purposes. This tool helps to assess new albumin orders and determine appropriateness
based on the most recent institutional protocol.

Results: The percentage of inappropriate grams was 33.7% and 36.7% in the pre-
implementation and post-implementation period respectively [p =.093, Cohen's d = 0.21].
Overall usage was 4300g and 3888g in the pre and post period respectively with an overall
reduction of ~10%. he percentage of inappropriate grams was 33.7% and 36.7% in the pre-
implementation and post-implementation period respectively [p =.093, Cohen's d = 0.21].
Overall usage was 4300g and 3888g in the pre and post period respectively with an overall
reduction of ~10%. he percentage of inappropriate grams was 33.7% and 36.7% in the pre-
implementation and post-implementation period respectively [p =.093, Cohen's d = 0.21].
Overall usage was 4300g and 3888g in the pre and post period respectively with an overall
reduction of ~10%.

Conclusion: Pharmacy-led albumin stewardship was associated with overall reduction of
use. However, further research is needed to assess the reduction of the number of

inappropriate grams in adult patients within the hospital setting; the critical care and OR
environments are key areas that should receive consideration.

Fiedler, Jarred | University of Miami Hospital and Clinics (PGY1 Resident) |
jfiedler01@gmail.com

Heparin monitoring using anti-factor Xa versus activated partial
thromboplastin time: a retrospective chart review of time to therapeutic
anticoagulation

Background: Intravenous unfractionated heparin (UFH) is an anticoagulant commonly used
inpatient with unpredictable pharmacokinetics that requires close laboratory monitoring. The
two primary monitoring strategies are activated partial thromboplastin time (aPTT) and anti-
factor Xa (anti-Xa) assays. Current guidelines do not explicitly favor one assay over the
other; however, emerging literature indicates that anti-Xa monitoring may achieve therapeutic
anticoagulation faster, require fewer dose adjustments, and improve time spent in the
therapeutic range compared with aPTT monitoring. On June 30, 2025, our institution
transitioned from an aPTT-based monitoring protocol to an anti-Xa-based protocol for
continuous intravenous UFH. The purpose of this study was to compare the effectiveness of
aPTT versus anti-Xa monitoring strategies in patients receiving continuous IV UFH.

Methodology: This was a retrospective, single-center, Institutional Review Board-exempt
chart review of patients who received continuous IV UFH before and after the protocol
transition. Patients treated during the 6 months prior to transition formed the aPTT group,
while those treated during the 6 months following transition formed the anti-Xa group.
Inclusion criteria were age =18 years and receipt of continuous IV UFH for 224 hours.
Exclusion criteria included missing aPTT or anti-Xa levels, pregnancy, and breach of
monitoring protocols. Data were collected from the electronic health record using EPIC
SlicerDicer and included demographics, indication for anticoagulation, initial infusion rate,
laboratory monitoring results, heparin dose adjustments, and time to therapeutic levels.
Descriptive statistics, Mann-Whitney U test, and Fisher’'s exact test were used for group
comparisons.

Results: A total of 122 patients were included in the anti-Xa group and 115 patients in the
aPTT group. Baseline characteristics were generally similar between groups. The median
time to initial therapeutic anticoagulation within the first 24 hours was significantly shorter in
the anti-Xa group compared with the aPTT group (12 hours versus 18 hours, p < 0.001).
Notably, 71.3% of patients in the anti-Xa group reached initial therapeutic anticoagulation
within 12 hours, while 61.8% of patients in the aPTT group reached initial therapeutic
anticoagulation at least 18 hours after heparin initiation. Patients in the anti-Xa group
required significantly fewer dose adjustments (median 1 [IQR 0-2] versus 2 [IQR 1-3], p <
0.001), with 61.5% needing only 1 or fewer adjustments compared with 73.8% of patients in
the aPTT group requiring 2 or more adjustments. Patients on anti-Xa monitoring also spent
significantly more time in the therapeutic range during the first 24 hours compared to aPTT
(median 18 hours versus 6 hours, p < 0.001), with 45.1% of anti-Xa patients remaining in
therapeutic range for 24 hours while 7.8% of patients in the aPTT group were in therapeutic
range 24 hours. The incidence of bleeding events was similar between the anti-xa and aPTT
groups (8.2% and 8.7%, respectively).

Conclusion: In this real-world evaluation following the UFH protocol transition, anti-Xa
monitoring was associated with a significantly faster time to therapeutic anticoagulation,
fewer dose adjustments, and substantially greater time spent in the therapeutic range within
the 24-hour period compared with aPTT monitoring, without an increase in bleeding events.
These clinically meaningful improvements demonstrate that anti-Xa guided therapy allows for
more rapid and stable anticoagulation in our hospitalized patients receiving continuous IV
UFH. The findings strongly support the adoption of anti-Xa monitoring as the preferred
strategy and align with the growing literature, which favors this approach. Further studies are
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warranted to evaluate patient outcomes and resource utilization in institutions adopting anti-
Xa monitoring.

Figueroa, Shelby | Lee Health-Cape Coral Hospital (PGY1 Resident) |
shelbyfig73@gmail.com

Efficacy of Subcutaneous Methylnaltrexone Versus Oral Naloxegol in
Patients with Opioid-Induced Constipation

Background: Opioid-induced constipation (OIC) is the most common adverse effect of
opioids, affecting 40—-80% of chronic users. Opioids induce their pain modulation effects
primarily through activation of the mu receptors in the central nervous system. OIC is caused
by activation of these same receptors in the gastrointestinal tract, which leads to increased
anal sphincter tone, inhibition of gastric emptying and peristalsis, and subsequent increased
fluid absorption in the colon. The American Gastroenterological Association recommends
initial management of OIC with non-pharmacologic measures and laxatives. For laxative-
refractory OIC, peripherally acting mu-opioid receptor antagonists (PAMORAs), including
methylnaltrexone and naloxegol, are recommended. These agents block the mu opioid
receptors in the gastrointestinal tract without inhibiting the pain modulation effects of opioids.
Both therapies have similar gastrointestinal adverse effects, though methylnaltrexone may
cause additional peripheral symptoms and is associated with higher costs compared to oral
naloxegol. This study aims to compare subcutaneous methylnaltrexone and oral naloxegol
regarding time to first bowel movement, treatment failure, healthcare costs, and
discontinuation due to adverse events.

Methodology: This IRB-approved, retrospective, cohort study included adult patients (aged
> 18 years) admitted between September 1st, 2024 and August 31st, 2025 from four adult
acute care locations across the Lee Health system. Patients admitted to an adult Lee Health
Hospital and received their first administration of subcutaneous methylnaltrexone for OIC
during the admission (n=50) were compared to patients who received their first administration
of oral naloxegol for OIC during the admission (n=50). Patients were excluded if they
received a PAMORA prior to admission, were exposed to PAMORA agents other than
subcutaneous methylnaltrexone or oral naloxegol during hospitalization, were exposed to
multiple PAMORA agents within 24 hours of first administration, or had conditions or
medications that could affect gastrointestinal motility or PAMORA metabolism (eg. abdominal
surgery, CYP3A4 drug interactions, or hepatic dysfunction). Additional exclusions included
lack of documented bowel movement following PAMORA use, pregnancy, and documented
hypersensitivity to study medications. The primary outcome is time (hours) to first
documented bowel movement following initial PAMORA administration. Secondary outcomes
are incidence of failure of first PAMORA agent used resulting in use of a second PAMORA
agent at least 24 hours after initial PAMORA dose, incidence of discontinuation of
subcutaneous methylnaltrexone or oral naloxegol secondary to gastrointestinal adverse
effects, cost per patient receiving only initial PAMORA therapy, length of admission, and
incidence of patients discharged on subcutaneous methylnaltrexone or oral naloxegol.

Results: A total of 100 patients were included in analysis with 50 patients in the
subcutaneous methylnaltrexone group and 50 patients in the oral naloxegol group. Most
patients included were male (57%) with a mean age of 67.2 years old, which was consistent
between groups. A higher proportion of patients in the oral naloxegol group received an
appropriate initial dose based on patient-specific factors (88% versus 64%, P=0.005) and
had a diet ordered at the time of first PAMORA agent (90% vs 60%, P=0.0005). Patients in
the methylnaltrexone group had a higher mean morphine milligram equivalent usage the day
prior to first PAMORA administration (84.7 versus 59.0, P=0.04). The median time to first
bowel movement after first administration of PAMORA agent was 9.46 (IQR=26.94) and
11.70 (IQR=23.9) for subcutaneous methylnalrexone and oral naloxegol, respectively
(P=0.96). Secondary outcomes including incidence of failure of first PAMORA agent used
resulting in use of a second PAMORA agent at least 24 hours after initial PAMORA dose,

incidence of discontinuation of subcutaneous methylnaltrexone or oral naloxegol secondary
to gastrointestinal adverse effects, and length of admission were not statistically significant
between the two groups. The oral naloxegol group had a lower median cost associated with
PAMORA administration than the subcutaneous methylnaltrexone group ($53.96 versus
$157.69, P<0.001). Patients in the oral naloxegol group were also more likely to be
prescribed a PAMORA agent on discharge than patients in the subcutaneous
methylnaltrexone group (30% versus 10%, P=0.01).

Conclusion: Subcutaneous methylnaltrexone and oral naloxegol demonstrated similar
efficacy in time to first bowel movement and other clinical outcomes in hospitalized patients
with opioid-induced constipation. However, oral naloxegol was associated with significantly
lower treatment-related costs and a higher likelihood of continuation at discharge. These
findings suggest that oral naloxegol may be a more cost-effective and practical option for the
management of opioid-induced constipation in the inpatient setting, particularly when
transition to outpatient therapy is anticipated. Limitations include retrospective design and
small sample size. Future studies are needed to establish continued efficacy between
PAMORA agents with use beyond the first bowel movement.

Fiorentino, Abigail | Lee Health - Gulf Coast Medical Center (PGY1 Resident) |
abigailf12@outlook.com

Hemostatic effectiveness with four-factor prothrombin complex concentrate,
human versus human-lans for vitamin K antagonist and direct factor Xa
inhibitor-related bleeding

Background: Guideline-directed anticoagulant therapies, including vitamin K antagonists
(VKA) and oral, direct Factor Xa inhibitors (FXal) such as apixaban and rivaroxaban, are
essential for the prevention and treatment of thromboembolic events in patients with
conditions like atrial fibrillation. While VKAs and FXals have their differences in monitoring,
dosing, and interactions, they both carry an increased risk of bleeding. Acute bleeding can
pose potential life-threatening issues, requiring providers to consider reversal agents such as
four-factor prothrombin complex concentrate (4F-PCC). Current guidelines and widely
accepted practices recommend that patients on both VKAs and FXals with acute bleeding
receive treatment with 4F-PCC, which contains coagulation factors Il, VII, IX, and X as well
as proteins C and S. Currently, there are two distinct non-activated 4F-PCC products
available on the United States market: Kcentra® (KCN) and Balfaxar® (BFX). The
differences between KCN and BFX lie in their formulation, stability, and reconstitution
process and while these dissimilarities are not expected to lead to changes in clinical
effectiveness, there is little direct comparison available. Limited evidence, only in patients on
VKAs, supports that the two agents are both equally hemostatically effective with similar
safety profiles. Following the implementation of utilizing BFX over KCN due to cost, this study
aims to analyze the hemostatic effectiveness of two different 4F-PCCs, human-lans
(Kcentra®) versus human (Balfaxar®) for reversal of VKA and oral FXal-associated acute
bleeding.

Methodology: A multi-site, pre-post, retrospective, comparative effectiveness study was
conducted across 5 acute care centers in southwest Florida. The pre-implementation group
(June 6, 2023, to April 8, 2025) received KCN, while the post-implementation group (April 9
to December 31, 2025) received BFX. Between April 9th and August 15th, there were
staggered, site-specific transitions from KCN to BFX based on existing inventory. Patients
were included in the study if they were at least 18 years old and received 4F-PCC (KCN or
BFX) for reversal of VKA or oral FXal (apixaban or rivaroxaban)-related bleeding. Exclusion
criteria included administration of 4F-PCC at a non-protocol dose for reversal, pre-operative
reversal without bleeding prior to reversal, or acute trauma for which reversal agent alone
would not be expected to control bleeding. Patients were also excluded if they had a bleeding
indication of intracranial hemorrhage on FXals or identified as Jehovah’s Witness. The
primary outcome was hemostatic effectiveness of VKA and FXal reversal in patients that
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received KCN versus BFX. Hemostatic effectiveness was defined using clinical and
radiographic criteria adapted from prior anticoagulant reversal studies. Secondary outcomes
were all-cause mortality and thromboembolic events post-administration of 4F-PCC.

Results: Of the 220 patients that met criteria for analysis, 110 received KCN and 110
received BFX and baseline characteristics between the two were similar. In each group, 84
(76.4%) patients received FXal’s and 26 (23.6%) received warfarin. Of the patients who did
not have ICH, Gl bleeding was the most common bleed type (67%), followed by other
(15.5%), musculoskeletal (13%), retroperitoneal (4%) and genitourinary (0.5%). Effective
hemostasis was achieved in 67.3% of patients in the KCN group versus 66.4% of patients in
the BFX group (P= 0.89); Cl -0.13 to 0.11). Subgroup analyses were conducted for FXal-
non-ICH, VKA-ICH, and VKA—non-ICH. For FXal-non-ICH, effective hemostasis was
achieved in 67.9% of patients in the KCN group versus 65.5% of patients in the BFX group
(P=0.74; Cl -0.16 to 0.11). For VKA-ICH, effective hemostasis was achieved in 60.0% of
patients in the KCN group versus 50.0% of patients in the BFX group (P= 0.65; Cl -0.48 to
0.31). For VKA—non-ICH, effective hemostasis was achieved in 68.8% of patients in the KCN
group versus 81.3% of patients in the BFX group (P=0.41; Cl -0.18 to 0.40). There was no
difference in all-cause mortality (14.6% vs 12.7%, P = 0.69; CI -0.11 to 0.07) or
thromboembolic events post-administration of 4F-PCC (4.6% vs 4.6%, P = 1.0; Cl -0.06 to
0.06), between KCN and BFX.

Conclusion: In patients with FXal-non-ICH, VKA-ICH, and VKA—-non-ICH bleeding
subgroups, BFX had similar hemostatic effectiveness compared to KCN, with no difference in
mortality or thromboembolic events between dosing strategies. This study supports the
continued use of BFX for reversal of FXal and VKA-related acute bleeding, although future
studies including patients with ICH bleeding on FXal are warranted following the removal of
andexanet alfa from the market. In patients with FXal-non-ICH, VKA-ICH, and VKA-non-ICH
bleeding subgroups, BFX had similar hemostatic effectiveness to KCN, with no difference in
mortality or thromboembolic events between dosing strategies. This study supports the
continued use of BFX for reversal of FXal and VKA-related acute bleeding, although future
studies including patients with ICH bleeding on FXal are warranted following the removal of
andexanet alfa from the market.

Font, Nixa | Bay Pines VA Healthcare System (PGY1 Resident) | nixa.font1@gmail.com
Evaluation of provider adoption of semaglutide-to-tirzepatide transition
recommendations at Bay Pines Veterans Affairs Healthcare System

Background: Obesity remains a major public health concern in the United States. Within the
Bay Pines VA Healthcare System (BPVAHCS), pharmacologic therapy plays an important
role in weight management for veterans who meet guideline-supported criteria. Semaglutide
is currently the formulary-preferred weight-loss agent in its class due to its competitive
pricing. Veterans who reach a weight-loss plateau on maximum-dose semaglutide may be
eligible for conversion to the second-line option, tirzepatide, which has demonstrated greater
weight-reduction efficacy in clinical trials. A recent medication-use evaluation (MUE)
conducted at BPVAHCS found that veterans transitioning from maximum-dose semaglutide
to tirzepatide continued to experience additional weight loss over a three-month period,
suggesting clinical benefit for select veterans. Building on these findings, this study aims to
evaluate the number of eligible veterans who are successfully transitioned from semaglutide
to tirzepatide after pharmacist recommendation. This study will also assess provider
acceptance of these recommendations, measure veteran interest when the option to switch
is offered and evaluate PADR approval rates. By examining transition feasibility, provider
engagement, veteran willingness, and PADR approval rates, this evaluation will help identify
barriers and opportunities to optimize obesity management strategies within the BPVAHCS.
Methodology: A standardized workflow will be implemented to support transition from
semaglutide to tirzepatide. Veterans will be identified through the Computerized Veteran
Record System (CPRS) using pre-specified study criteria. Eligible veterans included those

who have an active prescription for semaglutide 2.4 mg, a body mass index (BMI) greater
than 30 kg/m?, and no prior documented adverse reaction or previous exposure to tirzepatide
based on prescription history. For each eligible veteran, a standardized note template will be
entered into CPRS recommending transition to tirzepatide for greater potential weight loss.
Providers will be alerted to review the recommendation as part of routine clinical care and,
when appropriate, discuss the transition with the veteran using shared decision-making. If the
veteran and provider agree to proceed, a PADR may be submitted for review and approval
by pharmacy. Provider responses and relevant veteran-specific information will be recorded
in a network-secured spreadsheet for data collection. Data collected will include the number
of eligible veterans identified, the percentage of providers who accepted the
recommendation, the number of veterans expressing interest when the discussion is initiated
by their provider, and the number of veterans successfully transitioned to tirzepatide
(including PADR approvals). Veteran demographics (age, gender, BMI) and provider name
will also be documented. Veterans lost to follow-up or expired will be excluded from data-
analysis. All data will be de-identified prior to analysis. The primary outcome is to determine
how many eligible veterans are successfully transitioned to tirzepatide. Secondary outcomes
include evaluating provider acceptance of the recommendation, assessing the proportion of
veterans who express interest when the option to switch is initiated by their provider, and
evaluating how many of these veterans obtain PADR approval for tirzepatide for successful
transition.

Results: Of the 74 veterans initially identified for the study, 6 veterans (8.11%) were lost to
follow-up and excluded from the analysis, and 1 veteran expired prior to receiving a
recommendation and was therefore excluded. The remaining 67 veterans were evaluated for
eligibility based on the study’s inclusion criteria. Of these, 47 veterans (63.51%) met criteria
and received a recommendation to transition from semaglutide to tirzepatide, while 20
veterans (27.03%) did not meet inclusion criteria and did not receive a recommendation for
transition. The primary outcome, the number of eligible veterans who successfully
transitioned to tirzepatide, was determined based on provider acceptance, veteran
agreement, and PADR approval. Providers accepted the transition recommendation in 21
cases (44.68%). Of these, 19 veterans (90.47%) agreed to transition when the option was
discussed. All 19 cases (100%) in which both provider and veteran accepted the
recommendation received PADR approval and therefore resulted in a successful transition.
The secondary outcomes evaluated provider acceptance of the recommendation and veteran
interest when the transition option was initiated by their provider. Providers declined or did
not act on the recommendation in 26 cases (55.32%). Among accepted recommendations, 2
veterans (9.52%) elected not to transition after discussion with their provider. No additional
exclusions or adverse events were identified during the evaluation period.

Conclusion: Upon completion of data analysis for this study, a total of 74 veterans were
initially identified, with 67 included in the final evaluation after accounting for loss to follow-up
and other exclusions. Of these, 47 veterans met eligibility criteria and subsequently received
provider recommendations for transition. The primary outcome demonstrated that 19
veterans were successfully transitioned from semaglutide to tirzepatide following provider
acceptance, veteran agreement, and PADR approval. This reflects a meaningful proportion
of eligible veterans benefiting from the transition. Regarding secondary outcomes, provider
acceptance of the recommendation occurred in 44.68% of cases, and among these, the
maijority of veterans expressed interest in transitioning when the option was introduced by
their provider. These findings suggest that both provider and veteran engagement play a key
role in facilitating successful transitions to tirzepatide. Overall, the study highlights that a
structured identification and recommendation process can support effective transitions for
appropriate veterans. The high rate of successful PADR approvals and veteran willingness
indicates an opportunity to further optimize weight-management strategies within the health
system.
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Fortner-Rodriguez, Nicole | Lee Health (PGY1 Resident) | nicolerfrodriguez@gmail.com
Evaluation of healthcare resource utilization and prescribing patterns among
adult patients with migraines treated within a multi-site health system

Background: The purpose of this study was to compare healthcare resource utilization and
prescribing patterns among adult patients with an initial migraine diagnosis treated within a
multi-site health system. This study assessed whether receiving follow-up care reduced
acute outpatient/inpatient service utilization compared to no follow-up care after initial
diagnosis.

Methodology: This is a retrospective cohort study of patients over a 3-year period. Adult
patients with an initial diagnosis of migraine during an acute outpatient encounter were
categorized into one of two mutually exclusive groups based on whether they received
follow-up care within 90 days of diagnosis. The primary outcome was to compare healthcare
resource utilization by graded scale among adult patients with follow-up versus no follow-up.
Secondary outcomes included percentage of migraine medication class prescribed, follow-up
provider type, resource utilization, and class of medications prescribed by study category and
predefined subgroups.

Results: No differences were seen in resource utilization among adult patients with follow-up
versus no follow-up within 90 days of an initial migraine diagnosis from an acute encounter (0
[0-0] vs. 0 [0-0]; p = 0.09). Healthcare resource utilization and follow-up rates were
comparable across sex and initial diagnosis location. However, patients in the follow-up
group were older compared to those without follow-up (42.3 £ 17.3 vs. 37.4 £ 13.4; p < 0.01).
No significant differences in healthcare resource utilization were observed between the
groups. Neurology providers prescribed calcitonin gene-related peptide receptor antagonists
(gepants) more frequently than primary care providers (PCPs) (39% vs. 16%; p = 0.01).
PCPs prescribed triptans more frequently than neurology providers (46% vs. 32%; p = 0.15);
however, this difference was not statistically significant.

Conclusion: There was no evident impact of follow-up care within 90 days of initial acute
migraine diagnosis on health resource utilization in this study population. Greater than 90%
of patients had no resource utilization in both the follow-up and no follow-up groups.
However, differences in prescribing patterns by medication class at follow-up were observed
between neurology providers and primary care providers.

Fumo, Frank | James A. Haley Veterans’ Hospital (PGY1 Resident) |
Frankpaulfumo@gmail.com

Evaluating and improving the prescribing of guideline-directed medication
therapy (GDMT) for chronic obstructive pulmonary disease (COPD)

Background: Improving adherence to GDMT can enhance symptom control, improve quality
of life, reduce exacerbation-related hospitalizations, and potentially lower healthcare costs.
By aligning pharmacologic management with current Global Initiative for Chronic Obstructive
Lung Disease (GOLD) guidelines, clinical pharmacist practitioners (CPPs) may help identify
prescribing gaps and are uniquely positioned to implement interventions that promote COPD
guideline adherence and optimize medication therapy for veterans.

Methodology: A prospective, quality improvement project was conducted at the James A.
Haley VA Healthcare system. The COPD cohort included patients with at least 2 outpatient
COPD diagnoses within 2 years, at least 1 inpatient discharge diagnosis within 1 year, or an
active COPD problem list entry. Patients with documented asthma or inhaler regimens
managed by non-VA providers were excluded. In Phase 1, cohort data was obtained from the
National Academic Detailing Services COPD Dashboard and database, including
demographics, eosinophil count, COPD exacerbation history, inhaler regimen, rescue inhaler
overutilization, and provider type. The primary outcome was the proportion of patients with
long-acting muscarinic antagonists (LAMA) therapy omission, when indicated. Secondary
outcomes included omission of long-acting beta-adrenergic (LABA)/LAMA combination

therapy post-exacerbation and inappropriate ICS use, defined as ICS use without
LABA/LAMA combination therapy or in patients meeting criteria for potential ICS de-
escalation. Descriptive statistics were used to summarize prescribing patterns. Phase 2
includes two interventions. The first intervention tested a screening approach to identify
veterans with a high likelihood of disease symptom burden in the primary outcome cohort. A
return-to-clinic order was entered for these patients for CPP evaluation. The second
intervention entailed primary care provider and clinical pharmacist education with regards to
available formulary agents and best practices for disease state management.

Results: During the evaluation of the baseline cohort 7,749 patients with COPD were
identified. The primary outcome cohort consisted of 5,260 patients (68%). For the secondary
outcome cohorts, 23% (n=144) of patients were identified as having an exacerbation within 1
year and were not prescribed a LABA or LAMA, 39% (n= 830) of patients on ICS therapy
were not receiving combination LABA and LAMA therapy, and 57% (n= 1,217) of patients on
ICS therapy were identified as candidates for ICS de-escalation. Overall, 32% (n=2,506) of
patients demonstrated rescue inhaler overutilization, including 51% (n=426) of those on ICS
without LABA/LAMA and 57% (n=687) identified for ICS de-escalation. In the intervention
phase, 40 patients were identified; 33 (82.5%) were scheduled for a CPP visit, and of the 20
seen, 17 (85%) were started on a LAMA. Interim cohort-level follow-up showed LAMA
omission changed from 67.8% to 67.2%, absence of LABA or LAMA therapy among patients
with recent exacerbation from 23.3% to 22.1%, ICS without LABA and LAMA from 38.8% to
38.3%, and ICS de-escalation candidacy from 56.8% to 53.5%. During the evaluation of the
baseline cohort 7,749 patients with COPD were identified. The primary outcome cohort
consisted of 5,260 patients (68%). For the secondary outcome cohorts, 23% (n=144) of
patients were identified as having an exacerbation within 1 year and were not prescribed a
LABA or LAMA, 39% (n= 830) of patients on ICS therapy were not receiving combination
LABA and LAMA therapy, and 57% (n= 1,217) of patients on ICS therapy were identified as
candidates for ICS de-escalation. Overall, 32% (n=2,506) of patients demonstrated rescue
inhaler overutilization, including 51% (n=426) of those on ICS without LABA/LAMA and 57%
(n=687) identified for ICS de-escalation. In the intervention phase, 40 patients were
identified; 33 (82.5%) were scheduled for a CPP visit, and of the 20 seen, 17 (85%) were
started on a LAMA. Interim cohort-level follow-up showed LAMA omission changed from
67.8% to 67.2%, absence of LABA or LAMA therapy among patients with recent
exacerbation from 23.3% to 22.1%, ICS without LABA and LAMA from 38.8% to 38.3%, and
ICS de-escalation candidacy from 56.8% to 53.5%. During the evaluation of the baseline
cohort 7,749 patients with COPD were identified. The primary outcome cohort consisted of
5,260 patients (68%). For the secondary outcome cohorts, 23% (n=144) of patients were
identified as having an exacerbation within 1 year and were not prescribed a LABA or LAMA,
39% (n=830) of patients on ICS therapy were not receiving combination LABA and LAMA
therapy, and 57% (n= 1,217) of patients on ICS therapy were identified as candidates for ICS
de-escalation. Overall, 32% (n=2,506) of patients demonstrated rescue inhaler
overutilization, including 51% (n=426) of those on ICS without LABA/LAMA and 57% (n=687)
identified for ICS de-escalation. In the intervention phase, 40 patients were identified; 33
(82.5%) were scheduled for a CPP visit, and of the 20 seen, 17 (85%) were started on a
LAMA. Interim cohort-level follow-up showed LAMA omission changed from 67.8% to 67.2%,
absence of LABA or LAMA therapy among patients with recent exacerbation from 23.3% to
22.1%, ICS without LABA and LAMA from 38.8% to 38.3%, and ICS de-escalation candidacy
from 56.8% to 53.5%.

Conclusion: These findings highlight ongoing opportunities to improve COPD prescribing,
particularly in primary care where guideline discordance is greatest. Enhancing provider
education on formulary options and GOLD-aligned regimens, along with implementing
COPD-specific primary care order sets, may further improve prescribing quality. Overall, this
supports a pharmacist-led, data-driven strategy to optimize adherence to COPD guideline-
directed therapy.
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Galiotte, Kyrljehn | Miami VA Healthcare System (PGY1 Resident) |
galiotte_kyrljehn@outlook.com

Operationalizing pharmacogenomic testing to improve multispecialty
integration and utilization efforts

Background: Pharmacogenomics (PGx) examines how genetic variations influence
individual medication response by affecting drug metabolism and pharmacokinetics. PGx
testing provides gene-specific and phenotype-based guidance to support personalized
therapy and reduce adverse reactions. The Miami VA transitioned from the PHASER
16-gene panel to the Baylor Genetics PGx Focused Panel, which analyzes 22 genes and
provides enhanced clinical utility for over 95 medications. Given the growing availability of
PGx tools, assessing patterns of utilization and integration into clinical workflow is essential
to optimizing precision-medicine practices across multiple specialties.

Methodology: A retrospective and prospective mixed-methods study was conducted using
PGx data from PHASER (Sept 2024—Sept 2025) and Baylor Genetics (Sept 2025—Mar
2026). Patients were identified through PGx dashboards and service-line reports. Data
collected included number of PGx orders per service line, number of unique ordering
providers, turnaround times, frequency of completed tests, actionable and potentially
actionable gene findings, and documented clinical interventions. Both panels were compared
to evaluate changes in utilization and clinical value, and service-specific PGx-driven actions
were reviewed to determine integration into patient care.

Results: PGx utilization slightly decreased across service lines following implementation of
the Baylor panel, with ordering providers declining from 33 under PHASER to 31 with Baylor.
Completed tests during PHASER included 13 in hematology/oncology, 16 in primary care, 36
in mental health, and 1 in gastroenterology. In comparison, Baylor completed 16
hematology/oncology, 14 primary care, and 15 mental health tests over six months.
Actionable findings were similar between panels, while potentially actionable genes were
identified more frequently under Baylor—an important trend given that 1 in every 2 Veterans
is expected to be prescribed a PGx-impacted medication in the future. PGx-driven
interventions included dose adjustments, avoidance of contraindicated therapies, statin
optimization, and chemotherapy modifications guided by CYP2D6, HLA-B*57:01, SLCO1B1,
and UGT1A1 results.

Conclusion: Expanded PGx testing continued to show meaningful clinical value across
service lines, supporting its role in guiding safer and more personalized medication therapy.
The Baylor panel’s broader gene coverage provided greater long-term relevance through
identification of more potentially actionable findings, reinforcing the importance of PGx in
forward-looking treatment planning. Although overall utilization shifted with the system
transition, the PGx-driven interventions observed demonstrate clear clinical impact. Ongoing
provider education and streamlined workflows remain essential to strengthen integration and
maximize the sustained benefits of PGx within the VA system.

Gammaitoni, Markella | Baptist Medical Center & Wolfson Children's Hospital (PGY1
Resident) | gammaitoni.mm@gmail.com

Impact of obesity on time to therapeutic anticoagulation in hospitalized
adults receiving heparin infusions

Background: Institutional unfractionated heparin (UFH) protocols frequently include dose-
capping strategies to reduce bleeding risk, though the impact of these practices on time to
therapeutic anticoagulation in obese patients remains uncertain due to altered
pharmacokinetics. Institutional practice of the study initiated heparin infusions according to a
standardized weight-based protocol with initial bolus capped at 5,000 units and maximum
initial infusion rate of 1,000 units per hour. The purpose of this study is to evaluate whether
the degree of obesity and institutional dose capping impacts the time to therapeutic

anticoagulation levels in obese and overweight hospitalized patients receiving UFH infusions.

Methodology: This systemwide, retrospective, cohort study included hospitalized adults (=18
years) receiving continuous intravenous UFH infusions with activated partial thromboplastin
time (aPTT) guided monitoring. Patients were stratified by body mass index (BMI) into
overweight (25-29.9 kg/m?) and obese (230 kg/m?) groups, with subgroup analyses by
obesity class (Class I, II, and lIl). Patients were included if they received an initial UFH bolus
and infusion per institutional protocol for cardiac indications, if they received at least 24 hours
of infusion or had a minimum of four recorded aPTT measurements consistent with
institutional monitoring intervals. Exclusion criteria included pregnancy, baseline aPTT >40
seconds, heparin-induced thrombocytopenia, or continuation of heparin infusion from an
outside facility. The primary endpoint was time from UFH initiation to first therapeutic aPTT
(41-56 seconds). Secondary endpoints included bleeding and clinical events during infusion
and up to 48 hours after discontinuation, heparin dose rate required to achieve therapeutic
anticoagulation, time to two sequential therapeutic aPTT values, incidence of
supratherapeutic aPTT within 24 hours, and proportion achieving therapeutic anticoagulation
at 24 hours. A power analysis estimated that 180 patients (90 obese, 90 overweight) would
provide 80% power to detect a statistical difference. The primary endpoint was analyzed
using Mann-Whitney U and Kaplan-Meier methods. Continuous variables were compared
using Mann-Whitney U or Kruskal-Wallis tests, and categorical variables using Chi-square or
Fisher's exact tests. A two-sided p-value < 0.05 was considered statistically significant.

Results: During the May to November 2025 study period, 559 patients were screened and
180 met inclusion criteria (90 obese, 90 overweight). The most common reason for exclusion
was initiation of the institutional heparin protocol without bolus administration. Baseline
differences included gender, total body weight, BMI classification, and duration of heparin
infusion (Table 1). Although median bolus doses in total units were identical (5000 [5000-
5000] vs 5000 units [4602-5000]), distribution differed significantly (p < 0.001), with obese
patients receiving lower weight-based bolus doses (46.9 [39.7-53.8] vs 57.7 [54.3-60.0]
units/kg; p < 0.001). Initial infusion rates were lower in obese patients (9.28 [7.80-10.8] vs
12.0 [10.9-12.0] units/kg/hour; p < 0.001). Primary outcome, time to first therapeutic aPTT,
was similar between groups (19.5 [13.0-32.0] vs 17.0 hours [13.0-30.0], p=0.99, Table 2),
with comparable results across BMI classes. Obese patients achieved therapeutic
anticoagulation at lower weight-based infusion rates (9.65 [8.3- 11.0] vs 11.0 [9.0-12.0]
units/kg/hour; p = 0.005) but higher total hourly doses (998 [871-1231] vs 944 [795-1013]
units/hour; p = 0.009). Time to two sequential therapeutic aPTT values did not differ between
groups (41.5[30.0-61.0] vs 35.0 [22.0-55.8] hours; p = 0.07), although increasing BMI class
was associated with longer time to sustained therapeutic levels (p = 0.017). No bleeding
events occurred. Two patients (1.1%) in the overweight group met criteria for a clinical event.
Incidence of supratherapeutic aPTT within the first 24 hours was similar between obese and
overweight patients (12.2% vs 8.8%; p = 0.288), with most elevations occurring in the lower
supratherapeutic range (57-75 seconds). Rates of achieving therapeutic anticoagulation at
24 hours was similar between groups.

Conclusion: Time to first therapeutic anticoagulation was similar among hospitalized adults
receiving UFH infusions under standardized, dose-capping protocol; however, increasing
BMI class was associated with delayed achievement of two sequential therapeutic aPTT’s.
This indicates that maintaining therapeutic anticoagulation is more challenging in class Il and
class Ill obesity. Some patients did not achieve stable therapeutic levels, suggesting that a
single therapeutic value may overestimate stability. Rates of supratherapeutic aPTT values
were low and comparable between groups, suggesting a similar risk of bleeding across
weight categories. Limitations include variability in aPTT monitoring, small BMI class
subgroup sizes, and reliance on aPTT as a surrogate for anticoagulant effect. These findings
provide evidence that standardized, dose capping UFH protocols achieve timely initial
anticoagulation but may not consistently maintain therapeutic levels in patients with higher
BMI. Additional evaluation of dose-capping protocol in patients with class Il or Il obesity is
warranted.
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Garthwait, Haylee | Broward Health Medical Center (PGY1 Resident) |
garthwait.haylee@gmail.com

Desmopressin vs platelets vs both vs neither in patients with a traumatic
brain injury and antiplatelet-associated intracranial hemorrhage

Background: Antiplatelets are widely used in patients with cardiovascular or
cerebrovascular diseases. Despite their proven benefits, they can contribute to hematoma
expansion and poorer outcomes in patients with a traumatic brain injury (TBI) and intracranial
hemorrhage (ICH). Data supporting an optimal reversal strategy is limited, and current
guidance is based on low quality evidence. Despite the lack of dedicated clinical trials,
desmopressin (DDAVP) and platelet transfusions are the most commonly used agents with
current guidelines suggesting their use only in patients with a TBI and ICH undergoing a
neurosurgical procedure. The purpose of this study was to compare the effect of these
medications or neither on hematoma expansion in adult's admitted with a TBI, pre-injury
antiplatelet use, and who require an ICU admission.

Methodology: A retrospective chart review was conducted at a level | trauma center and
included patients admitted between January 1st, 2020, through December 31st, 2025. Adult
patients (>18 years) with a TBI (defined by abbreviated injury scale in the head region of = 1)
with evidence of ICH on CT, pre-injury antiplatelet use, and admitted to the ICU were
included and grouped based on whether they were reversed (with DDAVP, platelets, or both)
or not reversed. Exclusion criteria included those transferred in, pre-injury anticoagulant use,
thrombocytopenia (< 100,000 cells/mcL), clotting disorders, cirrhosis, or no follow up CT
within 24 hours of baseline. The primary outcome was hematoma expansion. Secondary
outcomes included in-hospital/28-day mortality, discharge Glasgow Coma Score (GCS),
discharge disposition, and hospital/ICU length of stay (LOS). Statistical analyses were
performed using descriptive statistics (means + SDs and medians and IQRs).

Results: A total of 175 patients were included in the study, of whom 70 patients were
reversed with either DDAVP, platelet transfusions, or both. The majority of patients were
male (62.3%) and Caucasian (80%), with a mean age of 75.9 years. The most common
types of brain bleeds were subdural (32.6%), subarachnoid (26.3%), and mixed (25.7%).
Most patients in the reversal (85.7%) and no reversal group (94.3%) had a mild TBI. The
most common pre-injury antiplatelets between both groups were aspirin (49.1%), clopidogrel
(28.6%), and dual antiplatelet therapy (DAPT) (20%). More patients in the reversal group
(20%) compared to the no reversal group (8.6%) received neurosurgical intervention.
Patients who were reversed experienced more hematoma expansion (41.4%) compared to
those who did not receive a reversal agent (26.7%). The average hospital and ICU LOS was
longer in the reversal group (hospital LOS, 6.8 + 6.6; ICU LOS, 4 + 3.7) then in the no
reversal group (hospital LOS, 5.4 +4.7; ICU LOS, 2.8 + 2.3). Most patients in the reversal
group were discharged to a long-term care facility, rehab, or skilled nursing facility (38.6%),
whereas most patients who were not reversed were discharged home (51.4%). The rate of
in-hospital mortality in both groups was low (4.3% in the reversal group and 7.6% in the no
reversal group), but more patients in the reversal group had died by day 28 in the reversal
group (17.5%) compared to the no reversal group (8.8%). The median discharge GCS was
similar between both groups (15 [14-15] in the reversal group and 15 [15-15] in the no
reversal group).

Conclusion: Preliminary findings suggest a higher rate of hematoma expansion in those
reversed compared to those who were not reversed. The findings also show a trend towards
longer hospital and ICU LOS when antiplatelets are reversed in the study population.

George, Evans | UF Health Shands Hospital (PGY1 Resident) | ekgeorge01@gmail.com
Evaluation of Postoperative Amiodarone on Atrial Fibrillation Outcomes in
Aortic Surgery

Background: Postoperative atrial fibrillation (POAF) is a common complication following
cardiac surgery, occurring in approximately thirty percent of patients. POAF is associated
with increased hemodynamic instability, longer intensive care unit (ICU) and hospital stays,
higher mortality, and negative outcomes. Prolonged cardiopulmonary bypass time (CPBT)
and aortic cross-clamp time (CCT) are established risk factors for POAF, whereas deep
hypothermic circulatory arrest may be protective by reducing metabolic demand and
attenuating ischemia—reperfusion injury to atrial tissue during the cross-clamp period. While
prophylactic amiodarone administered both pre- and postoperatively has demonstrated
efficacy in reducing POAF in patients undergoing elective valve and coronary artery bypass
graft (CABG) surgery, its role in aortic-related surgeries remains unclear due to limited data.
By addressing this gap in literature, the proposed research has the potential to improve
clinical outcomes and guide prophylactic strategies in high-risk aortic surgery patients. This
study aims to describe the incidence of POAF among patients receiving prophylactic
amiodarone following ascending aortic surgery.

Methodology: This was a retrospective single-center cohort study of 100 adult patients
undergoing ascending aortic surgery between January 1, 2021, and August 31, 2025.
Patients with baseline atrial fibrillation or arrhythmias, preoperative amiodarone or other
antiarrhythmic use, permanent pacemaker, pregnancy, cirrhosis/ESLD, or advanced
atrioventricular block were excluded. Demographic characteristics (age, sex, BMI, and
electrolyte derangements), comorbidities, operative variables (CPBT, CCT, deep
hypothermic circulatory arrest time, and surgery type), and prophylactic amiodarone
exposure were collected. The primary endpoint was POAF within seven days of operation.
The secondary endpoints were time to first atrial fibrillation episode, hospital length of stay,
ICU length of stay, adverse effects of amiodarone, and in-hospital mortality.

Results: The overall incidence of POAF was 29% (n = 29). The median time to first POAF
episode was 76 hours (IQR 37.8-59.7). Excluding one outlier, the mean time was 49.2 hours
(£19). Although mean ICU and hospital lengths of stay were lower in the patients who did not
develop POAF, these differences did not reach statistical significance (ICU: 7.34 vs 8.55
days, p = 0.421; hospital: 11.76 vs 14.31 days, p = 0.116). A univariate logistic regression
model was performed to evaluate factors associated with the incidence of POAF. Age (OR
1.10, 95% CIl 1.05-1.15, p < 0.001), body mass index (BMI) (OR 0.84, 95% Cl 0.87—1.01),
and CPBT (OR 0.99, 95% CI 0.99-1.0, p = 0.218) were significantly associated with atrial
fibrillation, whereas deep hypothermic circulatory arrest time, preoperative beta-blocker use,
and hypokalemia were not significantly associated. A multivariate logistic regression analysis
was completed accounting for significant confounding variables. Age remained an
independent predictor of POAF (OR 1.09, 95% CI 1.04—1.14, p < 0.001). Neither BMI (OR
0.96, 95% C10.88-1.06, p = 0.43) nor CPBT (OR 0.995, 95% CI 0.987—1.004, p = 0.30) was
statistically significant after adjustment. A Cox proportional hazards regression analysis was
completed to determine association of CPBT to onset of POAF. Longer CPBT was
independently associated with an earlier onset of POAF (HR 1.016, 95% CI 1.003-1.030, p =
0.019). Incidence of postoperative adverse effects (bradycardia, stroke) was not statistically
significant between groups (bradycardia: 25.4% vs 31%, p = 0.561; stroke: 7% vs 3.4%, p =
0.669). In-hospital mortality was numerically higher in the atrial fibrillation group; however,
this difference did not reach statistical significance (0% vs 3.5%, p = 0.29).

Conclusion: POAF occurred in nearly one-third of patients following ascending aortic
surgery, consistent with prior reports. Increasing age was independently associated with
higher risk, and longer CPBT predicted earlier onset of POAF. Prophylactic amiodarone was
well tolerated with no significant increase in adverse effects. These findings contribute to the
limited literature on prophylactic amiodarone use in ascending aortic surgery and support its
safety in this population while highlighting age and cardiopulmonary bypass time as
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important predictors of POAF. Further studies are needed to determine whether amiodarone
use reduces the risk of POAF in patients undergoing ascending aortic surgery.

Gerdt, Rachel | Sarasota Memorial Hospital (PGY1 Resident) | rigerdt0213@gmail.com
Evaluation of Revised Hyperkalemia Order Set Implementation on Incidence
of Insulin Administration and Adverse Glycemic Effects within a Community
Healthcare System

Background: Hyperkalemia is a life-threatening electrolyte abnormality. While there is no
universally accepted definition, serum potassium greater than 5.5 mmol/L is a commonly
used threshold. Clinical signs of hyperkalemia are not typically present on
electrocardiograms until serum levels reach 6 mmol/L or higher. Intravenous insulin remains
a mainstay of acute hyperkalemia management due to its rapid onset and potassium-
lowering effects. A serious and potentially avoidable complication of IV insulin administration
is hypoglycemia, which is associated with higher mortality rates and longer hospital length of
stay. Therefore, it is important to balance effective potassium lowering while minimizing
hypoglycemia risk. The purpose of this study is to evaluate the safety and efficacy of a
revised acute hyperkalemia order set.

Methodology: This retrospective, single-center, pre-post cohort study was conducted across
two hospitals within a healthcare system encompassing 1100 beds. A standardized inpatient
hyperkalemia order set was revised and implemented in June 2025. This version now
stratifies patients to mild (potassium 5.6-5.9) or moderate-severe (potassium 6 or greater)
hyperkalemia to guide appropriate treatment. Patients with mild hyperkalemia are closely
monitored without receiving an insulin/dextrose bolus. Patients with moderate-severe
hyperkalemia receive an insulin/dextrose bolus with a continuous dextrose infusion to help
prevent hypoglycemia. Pre-order set data was gathered from March 2025 — May 2025 and
post-order set data was collected from August 2025 — October 2025. This study included
patients 18 years of age or older treated for hyperkalemia. Exclusions include patients
treated in the setting of trauma, tumor lysis syndrome, rhabdomyolysis, continuous renal
replacement therapy, or treated in the emergency department. Additional exclusion criteria
include those treated for hyperkalemia with insulin more than once in a 12-hour period, were
treated based on a hemolyzed sample or arterial blood gas result. Patient data was collected
from the hospital’s electronic medical record. The primary outcome was the incidence of
intravenous insulin administration between the two cohorts. Secondary outcomes included
the incidence of hypoglycemia (blood glucose <70 mg/dL), hyperglycemia (blood glucose
>180 mg/dL), and median reduction in serum potassium levels. A total sample size of 154
participants was estimated to provide 90% power to detect a 20% expected effect for the
primary outcome at a one-sided alpha level of 0.025. Categorical data are presented as
percentages and group comparisons were evaluated via Chi square test. Continuous
variables are presented as median (interquartile range [IQR]); comparison between arms
utilized Wilcoxon Rank Sum test as appropriate. All analyses were conducted using JMP
software.

Results: A total of 829 patients were screened with 288 patients meeting inclusion criteria
(147 patients in the pre-cohort and 141 patients in the post-cohort). Baseline characteristics
were similar between the two groups (Table 1). The incidence of insulin administration was
significantly lower in the post group (100% vs 69.5%, p < 0.0001). The incidence of
hypoglycemia (16.8% vs 11.2%, p = 0.2) and hyperglycemia (37.8% vs 38.4%, p = 0.91) did
not significantly differ between groups. Potassium reduction did not differ significantly
between groups (0.8 vs 0.9, p=0.62). Adherence to the protocol was seen in 82.3% of
patients in the post cohort. Recently published guidelines recommend treatment of mild
hyperkalemia to focus on identifying reversible causes and considering use of potassium
binders rather than routine insulin/dextrose bolus. These same guidelines include review of
prior studies evaluating interventions to minimize hypoglycemic events such as reduced dose
insulin or increased glucose bolus administration. The guidelines recommend use of a

continuous dextrose infusion for those with low baseline glucose prior to treatment with
insulin. To our knowledge, this is the first study to evaluate the impact of a stratified insulin-
administration approach paired with a continuous dextrose infusion among patients receiving
insulin for hyperkalemia. In the pre-cohort, 82 of 147 patients met criteria for mild
hyperkalemia. However, without a severity-based order set, all patients received insulin. This
demonstrates how incorporating potassium-based stratification can reduce unnecessary
insulin exposure and the associated risk of hypoglycemia. An important limitation of this
study is that data on medications which may influence potassium or glucose levels, such as
corticosteroids, subcutaneous insulin, or potassium replacement, were not collected. The
study is also limited by its retrospective design and limited generalizability to other
institutions.

Conclusion: Implementation of a revised potassium severity-based hyperkalemia order set
significantly reduced the incidence of insulin administration. Use of a potassium severity-
based hyperkalemia order set can prevent potential overuse of IV insulin. This study provides
a foundation for pharmacists to review their institutional inpatient hyperkalemia order set and
consider the potential safety advantages of stratifying insulin use by potassium severity
alongside supplemental dextrose to reduce hypoglycemia risk.

Ghering, Carly | Sarasota Memorial Hospital (PGY1 Resident) | cmghering@gmaill.com
Evaluation of a Delirium Order Set on Antipsychotic and Benzodiazepine
Administration in Elderly Patients with Acute Hip Fracture

Background: Delirium is a serious complication occurring in up to 50% of patients
hospitalized with hip fractures and is associated with functional disability, cognitive decline,
and an increased risk of mortality. Management prioritizes identifying and treating the
underlying cause(s) and using nonpharmacological strategies to maintain patient safety.
Despite limited evidence of benefit, antipsychotics and benzodiazepines are often used for
behavioral symptoms of delirium and may contribute to adverse effects. A delirium order set
(dOS) incorporating nonpharmacological management strategies and cautious antipsychotic
prescribing guidance may help reduce potentially inappropriate medication use. The purpose
of this study was to evaluate differences in the proportion of patients receiving antipsychotics
and/or benzodiazepines with and without the dOS.

Methodology: This single-center, retrospective cohort study included patients aged 65 and
older with an acute hip fracture admitted to the hospital between December 2024 and
December 2025. Patients with a new delirium diagnosis or a Nursing Delirium Screening
Scale (NUDESC) score =2 during admission were reviewed for inclusion. Patients were
excluded if they reported antipsychotic or benzodiazepine use prior to admission, received an
antipsychotic or benzodiazepine for alternative indications (e.g., alcohol withdrawal), were
admitted to the ICU during admission, or transitioned to hospice before discharge. Baseline
characteristics including age, sex, preadmission location, operative versus nonoperative
status, dOS use, highest and lowest documented NUDESC scores during admission, and
length of stay were obtained from the electronic medical record and collected using
REDCap®. The proportion of patients receiving antipsychotics and proportion of patients
receiving benzodiazepines with and without use of the dOS were co-primary outcomes.
Secondary outcomes included the total number of antipsychotic or benzodiazepine doses
administered, cumulative dose of antipsychotics (mg) and benzodiazepines (mg), and the
proportion of patients prescribed any antipsychotic or benzodiazepine at discharge. Nominal
data are presented as counts with percentages and continuous data are reported as mean
and standard deviation or median and interquartile range, as appropriate. Nominal outcomes
were analyzed using a chi-square (or Fisher’s exact) test, while continuous outcomes were
analyzed using t tests. A sample size of 181 patients was determined to provide 80% power
to detect a 20% difference in the proportion of patients who received antipsychotics and/or
benzodiazepines between groups (two-sided alpha = 0.05). Sample size calculations and
data analysis were performed using JMP® 19 (SAS Institute Inc., Cary, NC, 2026).

Page 43



Florida Residency Conference 2026

Results: Of the 251 patients screened, 102 did not meet inclusion criteria (64 had prior
antipsychotic or benzodiazepine use, 8 received these agents for alternative indications, 16
admitted to the ICU, and 14 transitioned to hospice). Group sizes were markedly unequal,
with 22 patients in the dOS group and 127 in the non-dOS group. Patients in the dOS group
were more likely to receive an antipsychotic during hospitalization compared to the non-dOS
group (40.9% vs 17.3%; RR 2.36; 95% CI 1.26, 4.43; p = 0.020). However, overall
medication exposure was similar between groups. The median number of antipsychotic
doses was 2 (IQR 1.5, 2) in the dOS group versus 1 (IQR 1, 3.3) in the non-dOS group (p =
0.740), and olanzapine-equivalent exposure remained low (OS 1.3 mg (0.9,2.8) vs nOS 2.5
mg (0.6, 7.0); p = 0.109). The proportion of patients who received benzodiazepines in the
dOS and non-dOS groups was 18.2% and 10.2%, respectively (RR 1.78; 95% CI 0.64, 4.95;
p = 0.281). Although the dOS group received a higher median number of doses (3 (IQR
1.5,3] vs 1 (IQR 1, 1.5); p = 0.043), lorazepam-equivalent exposure remained low across
both groups (1.0 mg vs 0.5 mg; p = 0.298). There was no difference in antipsychotic
prescribing at discharge (4.5% vs 4.7%; 95% Cl 0.12, 7.61; p = 0.63). One patient in the dOS
group and no patients in the non-dOS group received a benzodiazepine prescription at
discharge.

Conclusion: Patients with the dOS were more likely to receive antipsychotics for delirium
management than non-dOS patients, though benzodiazepine use did not differ between
groups. These results may be confounded by indication, as the order set includes options to
prescribe low-dose antipsychotics for hyperactive delirium.

Gjoni, Alesia | Moffitt Cancer Center (PGY1 Resident) | alesia.gjoni@gmail.com
Carbapenem versus Non-carbapenem Therapy in Escherichia coli and
Klebsiella pneumoniae Ceftriaxone Non-susceptible Intra-abdominal
Infections

Background: According to the Centers for Disease Control and Prevention (CDC), there was
a 50 percent increase in extended-spectrum beta-lactamase (ESBL) producing
Enterobacterales (ESBL-E) infections between 2012 and 2019, contributing to its recognition
as a growing public health concern. Intra-abdominal infections caused by ESBL-E present
significant challenges, requiring both appropriate antimicrobial therapy and timely source
control. Clinical trial data evaluating infection sources, other than urinary or bloodstream
infections, are limited which presents a challenge when determining whether non-
carbapenem therapies may be appropriate in other serious ESBL-E infections. The Infectious
Diseases Society of America (IDSA) Antimicrobial Resistance (AMR) guidance categorizes
ESBL-E treatment recommendations into urinary and non-urinary sources. Primarily based
on the MERINO trial, the guidance recommends carbapenems as first-line therapy for
ceftriaxone-resistant Escherichia coli and Klebsiella pneumoniae from non-urinary sources.
The study found significantly higher thirty-day mortality in the piperacillin-tazobactam group
compared to the meropenem group (12.3% vs. 3.7%, p = 0.03) in ESBL-E bloodstream
infections. This retrospective, single-center cohort study assessed the outcomes of
carbapenem versus non-carbapenem therapy in adult cancer patients with ceftriaxone non-
susceptible E. coli or K. pneumoniae intra-abdominal infections. This study aimed to identify
safe and effective carbapenem-sparing options that may reduce the emergence of resistance
and support antimicrobial stewardship efforts in a high-risk, immunocompromised population.

Methodology: This study was approved by the Institutional Review Board, and data were
obtained through retrospective chart review from July 01, 2011, to July 01, 2025. Adult
patients admitted with confirmed E. coli or K. pneumoniae infections with ceftriaxone non-
susceptibility isolated from an intra-abdominal source and have received either carbapenem
or non-carbapenem therapy as definitive treatment, defined as active antibiotic therapy 248
hours, were included. Concurrent infections with non-lactose fermenting gram negative rod
bacterial species and carbapenem resistant Enterobacterales were excluded. The primary
objective of clinical cure rates, defined as resolution of signs and symptoms of the specific

intra-abdominal infection, such that no additional antimicrobials, surgical procedures, or
interventions are required, between carbapenem and non-carbapenem therapy in adult
cancer patients with intra-abdominal infections caused by ceftriaxone non-susceptible E. coli
or K. pneumoniae, within 30 days after source-control, was evaluated. Secondary objectives
include death due to intra-abdominal infection before day 30, relapsed infection, defined as
isolation of the same organism from the same site, within 30 days, development of new
resistance to antibiotics within 30 days, microbiologic eradication (if follow-up cultures were
obtained), and Clostridioides difficile infection within 8 weeks of completing treatment. Basic
descriptive statistics were calculated including absolute and relative frequencies for
categorical variables and median and range for continuous variables. Odds ratios and p-
values (2-sided z-tests with null Hypothesis of coefficient = 0) are computed for each
coefficient corresponding to each covariate.

Results: Baseline characteristics, including clinical and microbiologic characteristics of intra-
abdominal infections and antimicrobial therapy, are reported Table 1. For the primary
endpoint, 20 patients (66.7%) and 15 patients (83.3%) in the carbapenem and non-
carbapenem group, respectively, achieved clinical cure within 30 days from source control,
which did not meet statistical significance (3.211, 95% CI, 0.735 to 17.528, P = 0.1391). No
patients died due to their intra-abdominal infection, and only 1 patient in the non-carbapenem
group died due to their cancer within 30 days. Ten patients (33.3%) in the carbapenem group
and 3 patients (16.7%) in the non-carbapenem group had relapsed infections within 30 days.
One patient (3.3%) in the carbapenem group had a carbapenem-resistant infection after
treatment of their intra-abdominal infection. Microbiologic eradication was achieved in 45.5%
of patients in the carbapenem group and 80% of patients in the non-carbapenem group. No
patients in either group developed a Clostridium difficile infection within 8 weeks of treatment.

Conclusion: Based on this retrospective review, carbapenem and non-carbapenem
therapies result in statistically non-significant differences in clinical cure rates within 30 days
of adequate source control. The incidence of microbiologic eradication was also lower in the
carbapenem group. No patients in either group developed a Clostridium difficile infection
within 8 weeks of treatment. Carbapenem exposure increases the abundance of
carbapenemase-producing organisms in the gastrointestinal tract which increases the risk of
subsequent invasive infections. ESBL-E organisms were identified in 11.9% of intra-
abdominal infection cultures during the study period, emphasizing the increasing prevalence
of these pathogens and the need for stewardship approaches that balance effective
treatment with preservation of carbapenem activity. Carbapenem-sparing regimens may be
associated with similar outcomes in select patients, while reducing unnecessary carbapenem
exposure and selective pressure for antimicrobial resistance. Limitations of the study include
the retrospective cohort design and underpowered results secondary to the small sample
size.

Gonzales, Kenneth | HCA Florida Ocala Hospital (PGY1 Resident) |
kenneth.o.gonzales@gmail.com

Comparative outcomes of insulin bolus plus continuous infusion versus
continuous infusion alone in the management of diabetic ketoacidosis

Background: Diabetic ketoacidosis (DKA) is a serious and potentially life-threatening
complication of diabetes mellitus that requires prompt and effective insulin therapy to reverse
hyperglycemia and metabolic acidosis. Standard management includes fluid resuscitation,
electrolyte correction, and intravenous (IV) insulin infusion. Historically, treatment protocols
have recommended an initial weight-based IV regular insulin bolus followed by continuous
infusion to rapidly suppress ketogenesis and lower blood glucose.1,2 However, recent
guideline updates and emerging literature suggest that omission of the insulin bolus may not
negatively impact clinical outcomes and may reduce the risk of adverse effects such as
hypoglycemia and hypokalemia.3,4,5 The objective of this study is to compare clinical
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outcomes in patients treated for DKA who received an initial insulin bolus followed by
continuous infusion versus those who received a continuous insulin infusion alone.

Methodology: This single-center, retrospective chart review evaluated patients aged 18
years and older admitted with a primary diagnosis of DKA between August 1, 2024 and April
30, 2025. Patients were identified through electronic medical records and categorized into
two groups: those who received an initial IV regular insulin bolus followed by continuous
infusion and those who received a continuous insulin infusion alone without a bolus. Patients
were excluded if they had hyperosmolar hyperglycemic state, euglycemic DKA related to
SGLT2 inhibitor use, alcoholic or starvation ketoacidosis, end-stage kidney disease on
hemodialysis, were transferred from an outside facility, were pregnant or incarcerated, or had
incomplete documentation of insulin administration. The primary outcome was duration of IV
insulin therapy, defined as time from initiation of insulin infusion to discontinuation.
Secondary outcomes included incidence of hypoglycemia (blood glucose <70 mg/dL),
incidence of hypokalemia (serum potassium <3.5 mEg/L), and hospital length of stay in days.
Additional data points of interest included baseline laboratory values, severity of DKA, need
for interruption of insulin infusion and administration of adjunct potassium or glucose therapy.
Nonparametric continuous data were analyzed using a Mann-Whitney U test, and categorical
data were analyzed using a Chi-square or Fisher’s exact test. A p-value of <0.05 was
considered statistically significant. This single-center, retrospective chart review evaluated
patients aged 18 years and older admitted with a primary diagnosis of DKA between August
1, 2024 and April 30, 2025. Patients were identified through electronic medical records and
categorized into two groups: those who received an initial IV regular insulin bolus followed by
continuous infusion and those who received a continuous insulin infusion alone without a
bolus. Patients were excluded if they had hyperosmolar hyperglycemic state, euglycemic
DKA related to SGLT2 inhibitor use, alcoholic or starvation ketoacidosis, end-stage kidney
disease on hemodialysis, were transferred from an outside facility, were pregnant or
incarcerated, or had incomplete documentation of insulin administration. The primary
outcome was duration of IV insulin therapy, defined as time from initiation of insulin infusion
to discontinuation. Secondary outcomes included incidence of hypoglycemia (blood glucose
<70 mg/dL), incidence of hypokalemia (serum potassium <3.5 mEq/L), and hospital length of
stay in days. Additional data points of interest included baseline laboratory values, severity of
DKA, need for interruption of insulin infusion and administration of adjunct potassium or
glucose therapy. Nonparametric continuous data were analyzed using a Mann-Whitney U
test, and categorical data were analyzed using a Chi-square or Fisher’s exact test. A p-value
of <0.05 was considered statistically significant.

Results: A total of 153 patients were screened, of which 84 met inclusion criteria and 69
were excluded. Of the 84 included patients, 22 were in the bolus group and 62 in the non-
bolus group. The most common reason for exclusion was incomplete or missing
documentation of insulin administration. Baseline characteristics did not significantly differ
between the study groups with the exception of mean baseline blood glucose (bolus 697
mg/dL vs non-bolus 536 mg/dL, p = 0.008) There was a statistically significant difference
observed between the bolus and no bolus group in the primary outcome of duration of IV
insulin therapy (17 hours vs 7 hours, respectively, p = 0.007). Significant differences were
also observed in the secondary outcome of incidence of hypokalemia (bolus 54.5% vs non-
bolus 30.6%, p = 0.046). Additional significant findings included higher rates of insulin
infusion interruption due to hypokalemia or hypoglycemia (bolus 54.5% vs non-bolus 33.9%,
p = 0.038), increased need for adjunct potassium supplementation (bolus 59.1% vs non-
bolus 32.3%, p = 0.027), and longer hospital length of stay (bolus 3 days vs non-bolus 2
days, p = 0.048) in the bolus group. No other outcomes demonstrated statistically significant
differences between groups. A total of 153 patients were screened, of which 84 met inclusion
criteria and 69 were excluded. Of the 84 included patients, 22 were in the bolus group and 62
in the non-bolus group. The most common reason for exclusion was incomplete or missing
documentation of insulin administration. Baseline characteristics did not significantly differ
between the study groups with the exception of mean baseline blood glucose (bolus 697
mg/dL vs non-bolus 536 mg/dL, p = 0.008) There was a statistically significant difference

observed between the bolus and no bolus group in the primary outcome of duration of IV
insulin therapy (17 hours vs 7 hours, respectively, p = 0.007). Significant differences were
also observed in the secondary outcome of incidence of hypokalemia (bolus 54.5% vs non-
bolus 30.6%, p = 0.046). Additional significant findings included higher rates of insulin
infusion interruption due to hypokalemia or hypoglycemia (bolus 54.5% vs non-bolus 33.9%,
p = 0.038), increased need for adjunct potassium supplementation (bolus 59.1% vs non-
bolus 32.3%, p = 0.027), and longer hospital length of stay (bolus 3 days vs non-bolus 2
days, p = 0.048) in the bolus group. No other outcomes demonstrated statistically significant
differences between groups.

Conclusion: This study demonstrated that patients managed without an initial insulin bolus
had a shorter duration of IV insulin therapy and lower rates of hypokalemia, insulin infusion
interruption, and hospital length of stay. However, interpretation of these findings should be
made with caution, as patients in the non-bolus group presented with less severe DKA,
including lower baseline serum glucose, which represents an important confounding factor.
Therefore, while these results suggest that a continuous insulin infusion without a bolus may
be associated with favorable clinical outcomes, it cannot be concluded that omission of the
bolus alone is responsible for these differences. Further studies will be needed to confirm
these findings given the implications for patient safety and resource utilization. Other
limitations of this study include its retrospective design and single-center setting, which may
limit generalizability. This study demonstrated that patients managed without an initial insulin
bolus had a shorter duration of IV insulin therapy and lower rates of hypokalemia, insulin
infusion interruption, and hospital length of stay. However, interpretation of these findings
should be made with caution, as patients in the non-bolus group presented with less severe
DKA, including lower baseline serum glucose, which represents an important confounding
factor. Therefore, while these results suggest that a continuous insulin infusion without a
bolus may be associated with favorable clinical outcomes, it cannot be concluded that
omission of the bolus alone is responsible for these differences. Further studies will be
needed to confirm these findings given the implications for patient safety and resource
utilization. Other limitations of this study include its retrospective design and single-center
setting, which may limit generalizability.

Gradeva, Ralitza | Cleveland Clinic Weston (PGY1 Resident) |
ralitzagradeva@yahoo.com

Impact of Clinical Pharmacists in Primary Care on Glycemic Control in a
Hospital Embedded Ambulatory Care Setting: A Retrospective Study

Background: Type 2 diabetes mellitus (T2DM) remains a leading cause of morbidity and
mortality in the United States and is associated with long-term complications including
cardiovascular disease, nephropathy, neuropathy, and retinopathy. Achieving and
maintaining optimal glycemic control is essential to reduce the risk of these complications
and improve long-term patient outcomes. Increasing evidence demonstrates that integrating
clinical pharmacists into interdisciplinary care teams can improve chronic disease
management, including diabetes-related outcomes. A systematic review and meta-analysis
evaluating pharmacist interventions in patients with T2DM reported a significant reduction in
hemoglobin A1C (HbA1C) compared with standard care (standardized mean difference
-0.67; 95% CI -0.87 to —0.48; p < 0.0001). Additionally, another meta-analysis demonstrated
an average HbA1C reduction of 0.53% when pharmacist interventions were incorporated as
part of the healthcare team compared with usual care. At our institution, patients with type 2
diabetes are commonly referred by primary care providers to a hospital-embedded
ambulatory care clinic for pharmacist-led management. This service is managed by a clinical
pharmacist who provides pharmacotherapy management. While previous studies support the
effectiveness of pharmacist-led diabetes management, evaluation of outcomes within an
individual hospital-integrated ambulatory clinic remains important to assess the clinical
impact of pharmacists in this setting. The objective of this study is to evaluate the impact of
pharmacist-managed care on glycemic control in patients with T2DM by assessing the
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absolute change in HbA1C over a 6-month period among patients receiving pharmacist-
directed management.

Methodology: This is an IRB-approved, retrospective, single-centered cohort study
conducted at a 258-bed hospital with an integrated ambulatory care clinic. Eligible patients
included adults (>18 years) with T2DM who were referred by a primary care provider to an
ambulatory care clinical pharmacist for diabetes management between October 2023 and
October 2024. Inclusion criteria was identified with a diagnosis of T2DM, HbA1C greater than
7% upon referral, and completion of at least two pharmacist visits within six months. The
primary outcome was the absolute change in HbA1C from baseline to six months following
pharmacist interventions. Secondary outcomes included the frequency of pharmacist visits
during the study period, total number and types of pharmacotherapy interventions and the
percentage of patients who were not on guideline-recommended statin therapy at baseline
and had statin treatment initiated by the pharmacist. Both primary and secondary outcomes
were evaluated within six months after initial visit with pharmacist. The sample size was
determined based on the number of patients meeting the inclusion criteria during the study
period. Data were manually collected through retrospective chart review and recorded using
spreadsheet software to evaluate patient demographic and clinical outcomes.

Results: During the one-year study period, more than 6,000 medication prescription orders
written by the ambulatory care pharmacist were manually screened, 78 met inclusion criteria.
The median age of the study population was 67.6 years; 57.7% were male and 42.3% were
female. In terms of race, 53.8% of patients identified as White, 29.4% as Black, and 9% as
Asian. Nearly one-third of the study population (29.5%) identified as Hispanic or Latino. At
baseline, the mean hemoglobin A1C (HbA1C) was 8.78% (SD +1.75). At the end of follow-
up, the mean HbA1C decreased to 7.56% (SD %1.12), reflecting an overall reduction of
1.22%. The mean HbA1C reduction at three months was 1.2%, and the mean reduction at
six months was 1.7%. A total of 95 pharmacist—patient encounters were documented during
the study period. Most encounters occurred through in-person office visits (73%), followed by
telephone encounters (12%), insurance authorization assistance (9%), and continuous
glucose monitoring (CGM) support visits (7%). Pharmacist interventions most frequently
involved dose adjustments or optimization of existing therapies (47%), followed by initiation
of new antihyperglycemic pharmacologic agents (35%). Additional interventions included
medication deprescribing (15%) and identification of potential drug—drug interactions (2%).

Conclusion: Pharmacist-managed diabetes care within a hospital-embedded ambulatory
clinic was associated with clinically meaningful improvements in glycemic control among
patients with type 2 diabetes mellitus (T2DM) at six months. Patients managed by a clinical
pharmacist experienced a mean HbA1C reduction of 1.22% from baseline to the six-month
follow-up. These findings highlight the important role ambulatory care clinical pharmacists
can play in optimizing diabetes management through close follow-up, medication support,
and pharmacotherapy optimization as part of a multidisciplinary healthcare team within a
hospital-integrated care model. Limitations of this study include its single-center design, small
sample size, and relatively short study duration. Future studies with larger patient populations
and longer follow-up periods are needed to further evaluate the long-term impact of
pharmacist-led interventions in ambulatory care clinic settings. Pharmacist-managed
diabetes care within a hospital-embedded ambulatory clinic was associated with clinically
meaningful improvements in glycemic control among patients with type 2 diabetes mellitus
(T2DM) at six months. Patients managed by a clinical pharmacist experienced a mean
HbA1C reduction of 1.22% from baseline to the six-month follow-up. These findings highlight
the important role ambulatory care clinical pharmacists can play in optimizing diabetes
management through close follow-up, medication support, and pharmacotherapy
optimization as part of a multidisciplinary healthcare team within a hospital-integrated care
model.

Grajales Aviles, Gladimarys | Baptist Hospital of Miami (PGY1 Resident) |
gladitagaviles@gmail.com

Quality Improvement Project & Development of Stewardship Tool to Monitor
Time to Effective Antimicrobial in PCR-Positive Drug-Resistant Bloodstream
Infections

Background: Bloodstream infections caused by drug-resistant pathogens are associated
with significant morbidity and mortality, making timely initiation of effective antimicrobial
therapy essential. The BioFire® BCID2 panel enables rapid identification of organisms and
resistance genes within 1-3 hours, improving time to optimal therapy compared to
conventional methods. Despite this, delays in initiating active therapy may still occur. This
project aimed to evaluate time to active antimicrobial therapy following BCID2 panel results
and identify workflow gaps to inform stewardship interventions. Bloodstream infections
caused by drug-resistant pathogens are associated with significant morbidity and mortality,
making timely initiation of effective antimicrobial therapy essential. The BioFire® BCID2
panel enables rapid identification of organisms and resistance genes within 1-3 hours,
improving time to optimal therapy compared to conventional methods. Despite this, delays in
initiating active therapy may still occur. This project aimed to evaluate time to active
antimicrobial therapy following BCID2 panel results and identify workflow gaps to inform
stewardship interventions.

Methodology: This retrospective, multisite quality improvement project from October 2024 —
July 2025, that included adult patients with positive BCID2 results for select Gram-positive
organisms (MRSA, VRE), Gram-negative organisms (A. baumannii, P. aeruginosa, S.
maltophilia and Enterobacterales with at least one resistance gene detected (CTX-M, KPC,
IMP, NDM, VIM, OXA-48-like)), and yeast such as C. auris, C. albicans, C. glabrata C. krusei
and Cryptococcus neoformans/gattii. Patients were excluded if they were already receiving
active antimicrobial therapy at the time of BCID2 result, pregnant, or had suspected
contaminants. The primary outcome was the time from BCID2 result publication to
administration of the first dose of active antimicrobial therapy, with delays defined as initiation
occurring more than 4 hours after result publication. Secondary outcomes included time from
blood culture collection to administration of active antimicrobial therapy; time intervals from
BCID2 result to antimicrobial ordering, pharmacy verification, and drug administration; and
Infectious Diseases (ID) consultation within 24 hours. Additional outcomes assessed were
pharmacy-led antimicrobial optimization following BCID2 results, hospital length of stay
(LOS), and 30-day all-cause in-hospital mortality. This study was deemed exempt by the
Institutional Review Board. This retrospective, multisite quality improvement project from
October 2024 — July 2025, that included adult patients with positive BCID2 results for select
Gram-positive organisms (MRSA, VRE), Gram-negative organisms (A. baumannii, P.
aeruginosa, S. maltophilia and Enterobacterales with at least one resistance gene detected
(CTX-M, KPC, IMP, NDM, VIM, OXA-48-like)), and yeast such as C. auris, C. albicans, C.
glabrata C. krusei and Cryptococcus neoformans/gattii. Patients were excluded if they were
already receiving active antimicrobial therapy at the time of BCID2 result, pregnant, or had
suspected contaminants. The primary outcome was the time from BCID2 result publication to
administration of the first dose of active antimicrobial therapy, with delays defined as initiation
occurring more than 4 hours after result publication. Secondary outcomes included time from
blood culture collection to administration of active antimicrobial therapy; time intervals from
BCID2 result to antimicrobial ordering, pharmacy verification, and drug administration; and
Infectious Diseases (ID) consultation within 24 hours. Additional outcomes assessed were
pharmacy-led antimicrobial optimization following BCID2 results, hospital length of stay
(LOS), and 30-day all-cause in-hospital mortality. This study was deemed exempt by the
Institutional Review Board.

Results: Of 323 patients screened, 150 patients with positive BCID2 results were included.
The median time from result to administration of active antimicrobial therapy was 3 hours
(IQR 2-8), with delays observed in 42% of patients, most commonly associated with ESBL-
producing Escherichia coli. Patients with delayed therapy had a median time to active
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antimicrobial administration of 8 hours (IQR 5-13) compared to those without delays (2 hours
[IQR 1-3]). Median time from blood culture collection to active therapy was 20 hours (IQR
16—28). For the whole cohort, median time from BCID2 result to antimicrobial ordering was 2
hours (IQR 1-5), followed by 0.1 hours (IQR 0 — 0.03) from antimicrobial ordering to
pharmacy verification, and 1 hour (IQR 1-2) from verification to administration. ID
consultation occurred before BCID2 resulted in 41% of cases, within 24 hours in 51%, after
24 hours in 7%, and was absent in 1%. Pharmacist intervention to initiate antimicrobial
therapy occurred in 54% of patients. Median hospital LOS was 8 days (IQR 5-14) and 30-
day in-hospital mortality was 6%. Of 323 patients screened, 150 patients with positive BCID2
results were included. The median time from result to administration of active antimicrobial
therapy was 3 hours (IQR 2-8), with delays observed in 42% of patients, most commonly
associated with ESBL-producing Escherichia coli. Patients with delayed therapy had a
median time to active antimicrobial administration of 8 hours (IQR 5-13) compared to those
without delays (2 hours [IQR 1-3]). Median time from blood culture collection to active
therapy was 20 hours (IQR 16-28). For the whole cohort, median time from BCID2 result to
antimicrobial ordering was 2 hours (IQR 1-5), followed by 0.1 hours (IQR 0 — 0.03) from
antimicrobial ordering to pharmacy verification, and 1 hour (IQR 1-2) from verification to
administration. ID consultation occurred before BCID2 resulted in 41% of cases, within 24
hours in 51%, after 24 hours in 7%, and was absent in 1%. Pharmacist intervention to initiate
antimicrobial therapy occurred in 54% of patients. Median hospital LOS was 8 days (IQR 5—
14) and 30-day in-hospital mortality was 6%. Of 323 patients screened, 150 patients with
positive BCID2 results were included. The median time from result to administration of active
antimicrobial therapy was 3 hours (IQR 2-8), with delays observed in 42% of patients, most
commonly associated with ESBL-producing Escherichia coli. Patients with delayed therapy
had a median time to active antimicrobial administration of 8 hours (IQR 5-13) compared to
those without delays (2 hours [IQR 1-3]). Median time from blood culture collection to active
therapy was 20 hours (IQR 16-28). For the whole cohort, median time from BCID2 result to
antimicrobial ordering was 2 hours (IQR 1-5), followed by 0.1 hours (IQR 0 — 0.03) from
antimicrobial ordering to pharmacy verification, and 1 hour (IQR 1-2) from verification to
administration. ID consultation occurred before BCID2 resulted in 41% of cases, within 24
hours in 51%, after 24 hours in 7%, and was absent in 1%. Pharmacist intervention to initiate
antimicrobial therapy occurred in 54% of patients. Median hospital LOS was 8 days (IQR 5-
14) and 30-day in-hospital mortality was 6%.

Conclusion: In adults with multidrug-resistant bloodstream infections identified through rapid
molecular testing, delays greater than 4 hours to initiate effective antimicrobial therapy
occurred in 42% of cases, most frequently among CTX-M producing Escherichia coli, without
a clear impact on clinical outcomes. In adults with multidrug-resistant bloodstream infections
identified through rapid molecular testing, delays greater than 4 hours to initiate effective
antimicrobial therapy occurred in 42% of cases, most frequently among CTX-M producing
Escherichia coli, without a clear impact on clinical outcomes. In adults with multidrug-
resistant bloodstream infections identified through rapid molecular testing, delays greater
than 4 hours to initiate effective antimicrobial therapy occurred in 42% of cases, most
frequently among CTX-M producing Escherichia coli, without a clear impact on clinical
outcomes. In adults with multidrug-resistant bloodstream infections identified through rapid
molecular testing, delays greater than 4 hours to initiate effective antimicrobial therapy
occurred in 42% of cases, most frequently among CTX-M producing Escherichia coli, without
a clear impact on clinical outcomes.

Gregory, Bailey | Mayo Clinic in Florida (PGY1 Resident) | bmgregory1996@gmail.com
Comparison of transaminitis incidence and severity with isavuconazole vs.
voriconazole and posaconazole in bone marrow and solid organ transplant
patients

Background: Patients who undergo hematopoietic stem cell transplantation (HSCT) and
solid organ transplantation (SOT) often require fungal prophylaxis from Candida and
Aspergillus species due to their immunocompromised state. Fluconazole is typically the first
line antifungal used; however, other antifungals such as posaconazole (POS), voriconazole
(VOR), or isavuconazole (ISA) may be utilized when broadened coverage is required.
Hepatotoxicity is a well-known adverse effect of azole antifungals that can require treatment
discontinuation or an alternative agent. In most cases, hepatotoxicity is represented as an
increase in aspartate transaminase (AST), alanine aminotransferase (ALT), alkaline
phosphatase (ALP), or bilirubin levels, and is often reversible upon discontinuation of the
offending agent. Incidence of hepatotoxicity varies between azole antifungals, with an
estimate of 12-19% for voriconazole, 1-10% for posaconazole, and less than 5% for
isavuconazole. While there is some data comparing the hepatic safety profile of
isavuconazole to voriconazole in HSCT and SOT patients, comparisons of isavuconazole to
posaconazole in these populations are lacking, and comparisons of all three agents to each
other are limited, as well. This study aims to further characterize incidence and severity of
hepatotoxicity as a result of isavuconazole use versus posaconazole/voriconazole use as a
combined group in HSCT and SOT patients to provide further guidance on antifungal
selection and safety profiles in this patient population. Patients who undergo hematopoietic
stem cell transplantation (HSCT) and solid organ transplantation (SOT) often require fungal
prophylaxis from Candida and Aspergillus species due to their immunocompromised state.
Fluconazole is typically the first line antifungal used; however, other antifungals such as
posaconazole (POS), voriconazole (VOR), or isavuconazole (ISA) may be utilized when
broadened coverage is required. Hepatotoxicity is a well-known adverse effect of azole
antifungals that can require treatment discontinuation or an alternative agent. In most cases,
hepatotoxicity is represented as an increase in aspartate transaminase (AST), alanine
aminotransferase (ALT), alkaline phosphatase (ALP), or bilirubin levels, and is often
reversible upon discontinuation of the offending agent. Incidence of hepatotoxicity varies
between azole antifungals, with an estimate of 12-19% for voriconazole, 1-10% for
posaconazole, and less than 5% for isavuconazole. While there is some data comparing the
hepatic safety profile of isavuconazole to voriconazole in HSCT and SOT patients,
comparisons of isavuconazole to posaconazole in these populations are lacking, and
comparisons of all three agents to each other are limited, as well. This study aims to further
characterize incidence and severity of hepatotoxicity as a result of isavuconazole use versus
posaconazole/voriconazole use as a combined group in HSCT and SOT patients to provide
further guidance on antifungal selection and safety profiles in this patient population. Patients
who undergo hematopoietic stem cell transplantation (HSCT) and solid organ transplantation
(SOT) often require fungal prophylaxis from Candida and Aspergillus species due to their
immunocompromised state. Fluconazole is typically the first line antifungal used; however,
other antifungals such as posaconazole (POS), voriconazole (VOR), or isavuconazole (ISA)
may be utilized when broadened coverage is required. Hepatotoxicity is a well-known
adverse effect of azole antifungals that can require treatment discontinuation or an
alternative agent. In most cases, hepatotoxicity is represented as an increase in aspartate
transaminase (AST), alanine aminotransferase (ALT), alkaline phosphatase (ALP), or
bilirubin levels, and is often reversible upon discontinuation of the offending agent. Incidence
of hepatotoxicity varies between azole antifungals, with an estimate of 12-19% for
voriconazole, 1-10% for posaconazole, and less than 5% for isavuconazole. While there is
some data comparing the hepatic safety profile of isavuconazole to voriconazole in HSCT
and SOT patients, comparisons of isavuconazole to posaconazole in these populations are
lacking, and comparisons of all three agents to each other are limited, as well. This study
aims to further characterize incidence and severity of hepatotoxicity as a result of
isavuconazole use versus posaconazole/voriconazole use as a combined group in HSCT

Page 47



Florida Residency Conference 2026

and SOT patients to provide further guidance on antifungal selection and safety profiles in
this patient population.

Methodology: This is an IRB approved retrospective cohort study conducted at a large
academic medical center. Courses of ISA, VOR, or POS use for either prophylactic or
treatment indications were collected from SOT or allogeneic HSCT patients from January 1,
2019 to November 30, 2025. An azole antifungal course was defined as active azole therapy
without significant gaps in treatment. Data was excluded if they were less than 18 years old,
pregnant, if transaminitis incidence had no temporal relationship with antifungal use, or for
patients who had periods of either GVHD or liver rejection. This is an IRB approved
retrospective cohort study conducted at a large academic medical center. Courses of ISA,
VOR, or POS use for either prophylactic or treatment indications were collected from SOT or
allogeneic HSCT patients from January 1, 2019 to November 30, 2025. An azole antifungal
course was defined as active azole therapy without significant gaps in treatment. Data was
excluded if they were less than 18 years old, pregnant, if transaminitis incidence had no
temporal relationship with antifungal use, or for patients who had periods of either GVHD or
liver rejection. This is an IRB approved retrospective cohort study conducted at a large
academic medical center. Courses of ISA, VOR, or POS use for either prophylactic or
treatment indications were collected from SOT or allogeneic HSCT patients from January 1,
2019 to November 30, 2025. An azole antifungal course was defined as active azole therapy
without significant gaps in treatment. Data was excluded if they were less than 18 years old,
pregnant, if transaminitis incidence had no temporal relationship with antifungal use, or for
patients who had periods of either GVHD or liver rejection. This is an IRB approved
retrospective cohort study conducted at a large academic medical center. Courses of ISA,
VOR, or POS use for either prophylactic or treatment indications were collected from SOT or
allogeneic HSCT patients from January 1, 2019 to November 30, 2025. An azole antifungal
course was defined as active azole therapy without significant gaps in treatment. Data was
excluded if they were less than 18 years old, pregnant, if transaminitis incidence had no
temporal relationship with antifungal use, or for patients who had periods of either GVHD or
liver rejection.

Results: A total of 251 target azole antifungal courses were collected for analysis. Table 1
displays the characteristics of the population. Incidence or severity of transaminitis were
found to have no difference between groups as seen in Table 2 for the primary outcome (p =
0.318) and secondary outcome (p = 0.388), and subgroup analysis also showed no
significant differences.

Conclusion: Current prescribing patterns have shown a tendency to prefer ISA in cases of
liver injury with other azole antifungal use, which is likely largely driven by provider
experience. This data has demonstrated that ISA may not have a safer hepatotoxicity profile
as compared to VOR or POS. This can aid in combating unnecessary escalation to ISA when
it comes to hepatotoxicity from another agent. A trend was also noticed with resolution of
hepatotoxicity after switching to another azole antifungal. There were 30 total courses of
azole use where the prior azole antifungal was discontinued due to liver injury, and in 83% of
these cases the new azole antifungal did not cause liver injury requiring discontinuation. This
finding could be further explored in future research.

Hall, Jarmal | HCA Florida Oak Hill Hospital (PGY1 Resident) | hallj95@gmail.com
Evaluation of Enoxaparin Dosing for Venous Thromboembolism Prophylaxis
in Hospitalized Adults: A Pharmacist-Driven Retrospective Analysis

Background: Venous thromboembolism (VTE) is a leading cause of preventable morbidity
and mortality among hospitalized adults, with up to 70% of healthcare-associated events
considered preventable. Appropriate pharmacologic prophylaxis reduces VTE incidence;
however, optimal enoxaparin dosing requires adjustments in patients with obesity, low body
weight, or renal impairment. Prior internal evaluation at our institution identified inconsistent
dosing practices in these high-risk populations. Preliminary findings presented at the 2025

ASHP Midyear Clinical Meeting demonstrated frequent underdosing in obese patients and
overdosing in underweight and renally impaired patients.

Methodology: This single-center, retrospective, pre-post intervention study was conducted
at a 350-bed community hospital. Adult inpatients who received prophylactic enoxaparin
during July 1-31, 2025 (pre-intervention), and February 1-28, 2026 (post-intervention) were
included. Patients receiving therapeutic anticoagulation were excluded. Standard
prophylactic dosing (enoxaparin 40 mg subcutaneously once daily) was considered
appropriate for patients without dose-adjustment criteria. Dose-adjusted prophylaxis was
defined per institutional protocol as follows: 30 mg once daily for patients weighing <50 kg,
40 mg twice daily for patients with BMI 240 kg/m?, and 30 mg once daily for patients with
creatinine clearance <30 mL/min. The pharmacist-driven intervention included targeted
provider education, dissemination of dosing guidance, and reinforcement of institutional
protocols. The primary endpoint was the proportion of patients receiving guideline-
concordant prophylactic dosing. Secondary endpoints included subgroup analyses among
obese, underweight, and renally impaired patients.

Results: A total of 1,322 patients were included (pre-intervention n=672; post-intervention
n=650). Pre-intervention, 83% of patients received appropriate prophylactic dosing.
Appropriateness varied significantly across subgroups, with rates of 94.7% in patients without
dose-adjustment criteria, compared to 53% in underweight patients, 30% in patients with BMI
240 kg/m?, and 62% in patients with creatinine clearance <30 mL/min. Following the
pharmacist-driven intervention, appropriate dosing increased to 92%, representing a 9%
absolute improvement. Inappropriate dosing decreased from 114 to 52 patients, more than
halving the number of dosing errors. The largest improvements were observed among obese
patients and those with renal impairment, with increases of approximately 35% and 20%,
respectively, while minimal improvement was observed in the underweight population.

Conclusion: A pharmacist-driven intervention significantly improved adherence to guideline-
concordant enoxaparin dosing for VTE prophylaxis in hospitalized adults, particularly among
obese and renally impaired patients. Despite these improvements, persistent gaps in
underweight patient dosing highlight an area for continued focus. These findings support the
critical role of pharmacists in optimizing anticoagulation practices through education and
protocol reinforcement. Future initiatives should incorporate clinical decision support tools
and evaluate the impact of optimized dosing on clinical outcomes such as VTE prevention
and bleeding risk.

Harding, Jeanna | Baptist Hospital of Miami (PGY1 Resident) | HardingJL@comcast.net
Evaluation of anticoagulation management in patients receiving
extracorporeal membrane oxygenation (ECMO) within a multi-hospital health
system

Background: Extracorporeal Membrane Oxygenation (ECMO) is an advanced life-support
modality that provides temporary mechanical cardiac and/or pulmonary support, enabling
adequate oxygenation and tissue perfusion in patients with severe, potentially reversible
cardiopulmonary failure. Adult patients receiving ECMO support, often experience both
bleeding and thrombotic complications with reported rates of thrombosis ranging from 20-
40% and major bleeding from 30-40% depending on the ECMO modality and individual
patient risk factors. Clinical guidelines support anticoagulation monitoring utilizing different
coagulation assays and variable therapeutic goals. The International Society for Heart and
Lung Transplantation/Heart Failure Society of America and the American Heart Association
recommend ACT targets of 180—-220 seconds, with PTT goals of 1.5-2.5 times baseline. The
American College of Cardiology expert panel recommends PTT targets of 50—75 seconds
(1.5-2.5 times baseline) or anti—Xa levels of 0.3—0.7 IU/mL for heparin-based
anticoagulation, with ACT targets of 180—220 seconds as an alternative. One single goal may
not account for interpatient variability and corresponding risk for bleeding or thrombosis. As a
result, practice has shifted toward individualized anticoagulation goals to accommodate
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patient-specific risk factors. The objective of this performance improvement project was to
evaluate the incidence of hemorrhagic and thrombotic complications among adult ECMO
patients receiving anticoagulation.

Methodology: This was a multisite, retrospective, observational cohort study evaluating
anticoagulation management strategies and thrombotic and hemorrhagic events among adult
patients supported on ECMO. The study period spanned January 2023 through December
2025. Adult patients were included if they received ECMO support for at least 24 hours and
anticoagulation for a minimum of 24 hours while on ECMO. Patients were excluded if ECMO
duration and/or systemic anticoagulation duration was less than 24 hours, or if they were
pregnant or incarcerated. The primary outcomes included incidence of thrombosis or
bleeding during ECMO support. Thrombosis was defined as deep vein thrombosis,
pulmonary embolism, ischemic stroke, and arterial thrombosis. Bleeding was defined as a
critical site bleed such as intracranial hemorrhage (ICH), pulmonary hemorrhage,
gastrointestinal bleeding, retroperitoneal bleed and hemoperitoneum or a bleed requiring
surgical intervention, or bleeding with clinical signs/imaging associated with transfusion or
decrease in hemoglobin of > 2 g/dL. The secondary endpoints included ECMO duration, ICU
length of stay, discharge disposition, and percentage of PTT or ACT levels within, above, and
below goal range.

Results: A total of 40 patients were screened, of these 20 patients met the inclusion criteria
and were evaluated for primary and secondary endpoints. The leading indication for ECMO
was acute respiratory distress syndrome (40%), followed by cardiogenic shock (30%),
pulmonary embolism (25%), and cardiac arrest (5%). Ages ranged from 20 — 76 years old
and patients were predominantly male. No thrombotic events were reported in the study
population. On the other hand, bleeding complications occurred in 4/20 (20%) of the patients,
consisting of two gastrointestinal bleeds and two ICH. These events occurred at a median of
13 days after ECMO initiation, with ECMO duration ranging from 7 to 43 days. The average
time within anticoagulation goal prior to bleeding event was 57.8%, at the time of event three
patients were within anticoagulation goal while one was below goal. Three out of the four
patients with a bleeding event were thrombocytopenic (platelet count <50) at time of event.
Patients spent a mean of 51.6% + 17.7% duration within PTT goal, with 17% * 16% above,
and 33% * 16% below targeted goal. Mean ECMO duration was 10 days, mean ICU length
of stay was 18 days and survival to discharge or transfer to transplant facility was 40% (8/20
patients).

Conclusion: In this study 20% of the ECMO patients were reported to have experienced
bleeding complications, while none suffered any thrombotic complication. Although, the
bleeding appeared to be associated with prolonged ECMO duration, no correlation was
observed between bleeding events and PTT levels. These findings highlight the continued
challenge of anticoagulation management in ECMO suggesting that the hemorrhagic and
thrombotic risks are multifactorial. While limited by a small sample, these findings contributed
to a revised institutional ECMO order set incorporating individualized anticoagulation targets
to better account for interpatient variability in hemorrhagic and thrombotic risk.

Harpley, Liza | St. Joseph's Hospital South (PGY1 Resident) | lizaharpley@gmail.com
Retrospective Evaluation of Lactated Ringer’s versus Normal Saline for Initial
Fluid Resuscitation in Adults with Diabetic Ketoacidosis

Background: Diabetic ketoacidosis (DKA) is a life-threatening complication of diabetes
characterized by hyperglycemia, metabolic acidosis, and ketosis. The 2024 ADA
Hyperglycemic Crisis guidelines define DKA as glucose 2250 mg/dL, arterial pH <7.30,
bicarbonate <15 mEq/L, and the presence of serum or urine ketones. Initial management
relies on intravenous fluid (IVF) resuscitation to restore intravascular and interstitial volume.
Historically, normal saline (NS) has been the preferred crystalloid due to cost, availability,
and demonstrated efficacy; however, its high chloride content may contribute to
hyperchloremic metabolic acidosis and potentially prolonged inpatient stay. Balanced

crystalloids such as lactated Ringer’s (LR) have gained attention as more physiologic
alternatives. LR contains electrolytes in concentrations closer to plasma and includes lactate,
which is metabolized to bicarbonate and may provide a theoretical advantage in correcting
acidosis more efficiently. Recent studies suggest that LR may shorten time to DKA resolution
when compared with NS without increasing complications. This study takes place within a
large healthcare system where NS has remained the most commonly administered initial
fluid, though LR is available at provider discretion. Evaluating real-world outcomes across the
this healthcare system provides an opportunity to determine whether LR offers meaningful
clinical advantages, including faster DKA resolution, improved electrolyte normalization,
reduced hospital resource use, or lower rates of acute kidney injury (AKI). This study
compared LR and NS in adults treated for DKA across several hospitals using adjusted
analysis methods to reduce confoundingDiabetic ketoacidosis (DKA) is a life-threatening
complication of diabetes characterized by hyperglycemia, metabolic acidosis, and ketosis.
The 2024 ADA Hyperglycemic Crisis guidelines define DKA as glucose 2250 mg/dL, arterial
pH <7.30, bicarbonate <15 mEg/L, and the presence of serum or urine ketones. Initial
management relies on intravenous fluid (IVF) resuscitation to restore intravascular and
interstitial volume. Historically, normal saline (NS) has been the preferred crystalloid due to
cost, availability, and demonstrated efficacy; however, its high chloride content may
contribute to hyperchloremic metabolic acidosis and potentially prolonged inpatient stay.
Balanced crystalloids such as lactated Ringer’s (LR) have gained attention as more
physiologic alternatives. LR contains electrolytes in concentrations closer to plasma and
includes lactate, which is metabolized to bicarbonate and may provide a theoretical
advantage in correcting acidosis more efficiently. Recent studies suggest that LR may
shorten time to DKA resolution when compared with NS without increasing complications.
This study takes place within a large healthcare system where NS has remained the most
commonly administered initial fluid, though LR is available at provider discretion. Evaluating
real-world outcomes across the this healthcare system provides an opportunity to determine
whether LR offers meaningful clinical advantages, including faster DKA resolution, improved
electrolyte normalization, reduced hospital resource use, or lower rates of acute kidney injury
(AKI). This study compared LR and NS in adults treated for DKA across several hospitals
using adjusted analysis methods to reduce confounding

Methodology: This IRB-approved retrospective cohort study included adults 218 years
admitted across a large healthcare system between December 2024 and December 2025
who met ADA criteria for DKA. Eligible patients required hyperglycemia (blood glucose >
200) or known diabetes, ketonuria 22+, and metabolic acidosis. Patients with Type | or Type
Il Diabetes and euglycemic DKA cases were included. Patients were excluded if pregnant,
diagnosed with hyperosmolar hyperglycemic state, ESRD, transferred from outside facilities,
did not receive an insulin drip, or left against medical advice before DKA resolution. Patients
were assigned to groups based on whether they received NS or LR as their initial IVF bolus.
The primary outcome was time to DKA resolution. Secondary outcomes included ICU and
hospital length of stay, electrolyte changes, time to subcutaneous basal insulin initiation, and
incidence of AKI during hospital admission. Data was extracted from the electronic medical
record and de-identified before analysis. Continuous variables were reported as medians
with interquartile ranges and compared using the Wilcoxon rank-sum test. Binary variables
were compared using Fisher’s exact or chi-square testing. Laboratory changes were
analyzed using complete-case methodology, with nondetectable values replaced by half the
laboratory threshold. All statistical analyses were conducted using R software (version 4.5.2).
To minimize baseline confounding, propensity score matching (PSM) was performed using
logistic regression. The post-hoc power value is 61% for full cohort and 14% for PSM
scenario A and 29% for PSN scenario B (with HbA1c+pH).

Results: In unadjusted analyses, NS was associated with a significantly shorter median time
to DKA resolution compared with LR (11.62 vs 14.69 hours, p = 0.03). However, this
association was not sustained after propensity score adjustment. In the primary matched
cohort, resolution times did not significantly differ (12.4 vs 14.7 hours, p = 0.39), nor in the
sensitivity model (11.78 vs 14.7 hours, p = 0.16). Secondary outcomes were similar between
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groups. Changes in electrolytes from baseline to 48 hours including chloride (+10 vs +9
mmol/L), bicarbonate (+9 vs +13.5 mmol/L), anion gap, and renal indices showed no
statistically significant differences, though LR showed a nonsignificant trend toward greater
bicarbonate improvement. ICU and hospital length of stay were numerically shorter with NS
but not statistically different (ICU: 43.2 vs 47.8 hours; hospital: 67.6 vs 69.5 hours). AKI
incidence was 4.8% with NS vs 10.3% with LR (absolute risk difference -5.5%, p = 0.25), not
reaching significance. Overall, laboratory recovery, renal outcomes, and length-of-stay
metrics were comparable between LR and NS.

Conclusion: This retrospective evaluation of adult patients with DKA across the healthcare
system found that initial resuscitation with either LR or NS resulted in comparable clinical
outcomes. Although NS showed a shorter unadjusted resolution time, the effect disappeared
after matching, suggesting confounding rather than a true therapeutic advantage. Secondary
outcomes including electrolyte trends, ICU and hospital length of stay, and AKIl incidence
were also similar. These findings support the use of either LR or NS as reasonable initial
crystalloid choices for DKA management under current ADA recommendations. Limitations of
this study include retrospective nature, provider-driven selection of initial IVF, missing and
incomplete laboratory data, and a limited sample size for the LR cohort.

Harriott, Ashley | St. Joseph's Hospital (PGY1 Resident) | ashleyharriott@gmail.com
Evaluating opioid and sedation conversion strategies and weaning durations
in critically ill pediatric patients

Background: Prolonged use of opioids and benzodiazepines is common in critically ill
pediatric patients admitted to intensive care units. These agents are necessary for sedation,
analgesia, and anxiolysis, particularly when facilitating life-sustaining interventions. However,
extended exposure to opioids and benzodiazepines increases the risk of iatrogenic
withdrawal syndrome (IWS) when they are abruptly discontinued or rapidly tapered, which
can delay recovery and prolong length of stay. The American Academy of Pediatrics
recommends structured assessments and stepwise weaning protocols to minimize this risk.
Despite these guidelines, practice variability still exists, leading to inconsistent application of
evidence-based practices. This study aims to evaluate whether pediatric opioid and
benzodiazepine conversion strategies at St. Joseph's Children's Hospital align with guideline
recommendations to prevent iatrogenic withdrawal.

Methodology: This study is a retrospective chart review of pediatric patients aged <18 years
old admitted to the pediatric intensive care unit (PICU) or pediatric cardiovascular intensive
care unit (PCICU) at St. Joseph’s Children’s Hospital between August 2024 and July 2025.
Patients were included if they received continuous opioid and/or benzodiazepine infusions for
sedation and subsequently underwent a weaning process for prevention of iatrogenic
withdrawal. Patients were excluded if they were 218 years of age, transferred from the NICU,
had documented hepatic or renal insufficiency, or had prolonged opioid/benzodiazepine
exposure (27 days) prior to admission. Data were collected from the electronic medical
record using a standardized abstraction form and included patient demographics, medication
exposure (type, dose, and duration), weaning strategies (including 1V-to-PO conversions and
taper durations), use of adjunctive agents (e.g., clonidine, dexmedetomidine), and clinical
outcomes. Withdrawal severity was assessed using documented Withdrawal Assessment
Tool-1 (WAT-1) scores. The primary outcome was the proportion of patients whose weaning
and conversion practices were categorized as below, at, or above guideline
recommendations, with “at” defined as within 10% of recommended tapering parameters.
Secondary outcomes included duration of weaning, use of PRN medications, and failure of
weaning defined as re-initiation of continuous infusions. Descriptive statistics were used to
summarize baseline characteristics and outcomes, with subgroup analyses performed based
on adherence to guideline recommendations.

Results: A total of 155 patients were screened, of whom 50 met inclusion criteria (35
received opioids and 15 received benzodiazepines). The mean age was 3.2 + 4.5 years, and

68% were male. Most patients required mechanical ventilation (98%), with a mean ICU
length of stay of 20.8 + 14.9 days. Only a minority of weaning strategies aligned with
guideline recommendations. For methadone weans, 37% were within 10% of guideline
recommendations, while 54% were below and 9% were above. Similarly, for lorazepam
weans, 27% were within range, with 53% below and 20% above recommendations. The
mean duration of wean was 16.6 + 13.4 days. Withdrawal severity was low, with an average
WAT-1 score of 0.98 £ 5. Pharmacist consultation occurred in 24% of cases, and no
documented failures of weaning strategies were identified. Use of adjunct agents was
common, including dexmedetomidine (90%) and clonidine (64%).

Conclusion: Most opioid and benzodiazepine weaning strategies were below guideline-
recommended tapering targets, highlighting variability in clinical practice and opportunities for
standardization. Despite this, withdrawal severity remained low, potentially due to the
frequent use of adjunctive sedative agents. Alignment with guideline-recommended weaning
strategies was associated with reduced need for PRN medications and was more commonly
observed in pharmacist-led interventions. These findings support the development of
standardized, pharmacist-driven weaning protocols to optimize sedation management and
minimize the risk of iatrogenic withdrawal in critically ill pediatric patients.

Harrison, Donovan | Sarasota Memorial Hospital - Main Campus (PGY1 Resident) |
donovanharrison5@gmail.com

Evaluation of a Pharmacy-driven Antibiotic Surgical Prophylaxis Protocol for
Patients with a Penicillin Allergy

Background: Patients with reported penicillin-class allergies often receive alternative
antibiotics forsurgical prophylaxis. This may lead to suboptimal prophylaxis and pose a risk
for additional adverse drug reactions. Recent literature supports administering
cephalosporins with dissimilar side chains in patients with a history of penicillin-class
allergies, including those with IgE-mediated reactions. To optimize antibiotic selection, a
revised pharmacist-managed surgical prophylaxis protocol was implemented in October
2024. Implementation of the protocol included the development of a pharmacist allergy
assessment algorithm, hospital-wide education, and updates to the electronic medical record
to remove alerts in situations where cefazolin is considered safe for use. These changes
were designed to promote appropriate cefazolin use in patients who would have received
alternative antibiotics. The objective of this study was to evaluate the impact of the revised
protocol on cefazolin utilization among patients with a documented penicillin-class allergy.

Methodology: This single center, retrospective, pre-post, IRB-approved study was
conducted at a 897-bed community teaching hospital. Adult patients admitted between
September 2023 to October 2025 with a reported penicillin allergy and undergoing primary
orthopedic procedures with implanted hardware (hip, knee, shoulder, and spinal fusions)
were eligible. The pre-intervention group included patients from September 2023 to August
2024, and the post-intervention group included patients from November 2024 to October
2025. Subjects were included if they had a documented IgE-mediated penicillin reaction of
hives, respiratory symptoms, angioedema/swelling, or anaphylaxis. Subjects were excluded if
they had a documented prior tolerance to penicillins or cephalosporins, a documented
cephalosporin allergy, or a severe non-IgE mediated allergy to any beta-lactam (e.g., Steven-
Johnson Syndrome, Toxic Epidermal Necrolysis). The primary outcome was the percentage
of patients who received cefazolin for surgical prophylaxis. Secondary outcomes include
percentage of patients who received alternative antibiotics (aztreonam, vancomycin, or
clindamycin) for surgical prophylaxis, incidence of newly documented reactions to cefazolin
or administration of medications for hypersensitivity reactions. Data was sourced from the
electronic medical record in Allscripts® utilizing CPT codes for surgical procedures and
collected within REDCap®. A power calculation was not performed due to the exploratory
nature of this analysis. Patients were randomly screened until 100 patients met inclusion and
exclusion criteria in each group. Continuous variables were presented as mean (+ standard
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deviation [SD]) and compared using a Student’s t-test. Categorical variables were presented
as incidence and percentages and analyzed using a Chi-square test or Fisher’s exact test, as
appropriate. A p-value < 0.05 was considered statistically significant. All analyses were
performed using JMP® software.

Results: A total of 274 patients were screened with 200 patients evenly allocated to the pre-
and post-intervention groups (n=100 each). Baseline characteristics were similar between the
two groups (Table 1). For the primary outcome, the incidence of cefazolin use for surgical
prophylaxis in patients with a documented penicillin-class allergy was significantly higher in
the post-group after implementation of the updated protocol (23% vs 98%, risk ratio 4.26
[95% confidence interval 2.97-6.10]; p<0.001). Use of alternative antibiotics was significantly
lower in the post-group (Table 2). Diphenhydramine was the only hypersensitivity reaction
medication administered, which occurred in 3 patients in the post-group (0% vs 3%, p =
0.246), however, there were no newly documented reactions to cefazolin. Previous studies
have shown that cefazolin can be safely used in patients with reported penicillin-class
allergies and use of alternative agents is associated with higher rates of adverse drug
reactions and surgical site infections. The results of this study demonstrate that
implementation of multimodal antimicrobial stewardship strategies led to greater cefazolin
utilization in patients undergoing primary orthopedic procedures. Despite three patients in the
post-group receiving diphenhydramine, none of the doses were attributed to cefazolin use
and all patients received their post-operative cefazolin doses without any documented
reaction or new allergy label. Retrospective design, small sample size, and lack of long-term
outcomes like surgical site infections are limitations of this study. Additionally, the study relied
on chart documentation, which may be incomplete or inconsistent.

Conclusion: Patients with a documented penicillin-class allergy were more likely to receive
first linesurgical prophylaxis with cefazolin for primary orthopedic procedures after
implementation of a revised surgical prophylaxis protocol.

Hechavarria Ramirez, Claudia B | West Kendall Baptist Hospital (PGY1 Resident) |
claudia.hechavarria@baptisthealth.net

Evaluation of Autoverification Processes in the Emergency Department in a
Community Hospital: A Quality Improvement Project

Background: Pharmacist order review prior to first dose is a national safety expectation with
exceptions only in defined emergencies. It is required by the Centers for Medicare and
Medicaid Services (CMS) Conditions of Participation and reinforced by accrediting bodies
such as The Joint Commission. Modern electronic health records (EHRs) support rules-
based autoverification when clinical and system criteria are met. Early implementation
studies show autoverification can reduce workload while maintaining safety, with one
Emergency Department (ED) study finding that 97.5% of low-risk, high-volume orders
required no pharmacist intervention and only 0.07% were potentially inappropriate. At our
institution, frequent autoverification failures contribute to workflow inefficiencies and delays in
medication administration. The purpose of this quality improvement project is to evaluate the
current performance of the institution’s autoverification process post-computerized provider
order entry (CPOE) and determine opportunities to enhance autoverification workflow
efficiency.

Methodology: This is a single-center quality improvement project designed to evaluate the
success of existing autoverification within the electronic order verification process in the
emergency department (ED) and off-campus emergency departments (OCED). To
accomplish this, a report was generated from the electronic health record (EHR) reporting
portal library designed to capture emergency department orders meeting criteria for
autoverification. The report included orders generated between July 1st, 2025, and
September 30th, 2025. Orders excluded from the review are those that were successfully
autoverified upon order entry and those originating outside of the ED or the OCEDs. The
orders meeting inclusion criteria were sorted by medication. Then, the medications

associated with the greatest number of autoverification failures will be further analyzed by
cross-referencing with the organization’s approved autoverification list and categorizing
failure reason. Lastly, areas of opportunities for improvement in the autoverification process
were identified. Opportunities identified based on this analysis will be addressed to reduce
the number of auto-verification failures and enhance autoverification efficiency.

Results: After exclusion criteria were applied, the total number of orders included in the
analysis was 28, 329. Report generated from EHR identified “IC Flag was no or not Set” as
the major reason for autoverification failures. These findings indicate that a subset of
autoverification failures may be preventable through optimization of rule criteria, improvement
in order-entry defaults, and correction of provider role assignments and credentialing within
the EHR. Variability in doses of pediatric order sentences accounted for a subset of the
autoverification failures.

Conclusion: Preliminary results suggest preventable autoverification failures may be
reduced through system optimization, provider role assignment review, and order-build
improvements. As this quality improvement project is still in progress, continued analysis is
underway to further characterize failure points and inform targeted interventions.

Hernandez Gomez, Thalia | Lee Health — Cape Coral Hospital (PGY1 Resident) |
hernandezthaly12@gmail.com

Comparative evaluation of droxidopa versus midodrine for vasopressor
weaning in critically ill patients

Background: Intravenous (IV) vasopressors are essential for maintaining adequate tissue
perfusion in critically ill patients with septic shock; however, prolonged use is associated with
adverse effects including arrhythmias, organ ischemia, and increased healthcare costs.
Transitioning patients off IV vasopressors represents a critical step in intensive care unit
(ICU) management, yet persistent hypotension often delays weaning and prolongs ICU
length of stay (LOS). To facilitate this transition, oral vasopressor agents, such as midodrine
and droxidopa, are commonly used off-label despite limited comparative evidence and the
absence of clear guideline recommendations. Midodrine, an oral alpha-1 adrenergic agonist,
is the most utilized agent for IV vasopressor weaning and has shown mixed results in
reducing IV vasopressor duration and ICU length of stay. Droxidopa, a synthetic
norepinephrine precursor, represents a potential alternative with a different mechanism of
action and a potentially more favorable safety profile; however, its role in this setting remains
unclear. At the study institution, the selection of oral vasopressor for IV vasopressor weaning
is largely prescriber-dependent due to limited evidence guiding agent choice. The purpose of
this study was to assess the efficacy and safety of midodrine versus droxidopa in facilitating
IV vasopressor discontinuation in patients with septic shock.

Methodology: This retrospective cohort study was conducted between January 1, 2021 and
September 30, 2025 at a community health system. Eligible patients were adults admitted
with septic shock requiring 1V vasopressors for at least 24 hours and received concurrent oral
vasopressor therapy with midodrine or droxidopa for at least 24 hours or 3 doses. Patients
were excluded if comfort measures or end-of-life care orders were initiated within 24 hours of
ICU admission, if oral steroids were reported as home medications or if documentation of IV
vasopressor initiation or discontinuation was incomplete. Additional exclusions included lack
of enteral access, post—cardiac arrest status, pregnancy, acute coronary syndrome,
hypersensitivity to study medications, or significant interruptions in oral vasopressor therapy.
Patients were stratified by initial oral agent (midodrine or droxidopa), and those receiving
combination therapy at initiation were excluded. The primary outcome was time to successful
IV vasopressor discontinuation, defined as at least 24 hours off all IV vasopressors.
Secondary outcomes included IV and oral vasopressor duration, time to oral agent initiation,
IV vasopressor escalation, treatment failure, adverse events, ICU LOS, and continuation of
oral therapy at discharge.
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Results: A total of 100 patients were included, with 15 patients in the droxidopa group and
85 in the midodrine group; among excluded patients, the most common reason was lack of
documented septic shock. Most patients were male, with a mean age of 69.5 years.
Norepinephrine was the primary IV vasopressor in all patients, with vasopressin used as an
adjunct in 36 patients. The baseline mean arterial pressure at hospital admission was 79
mmHg, and the average lactate level was 2.3 mg/dL. The primary outcome, time to
vasopressor discontinuation after initiation of an oral vasopressor, was 38 hours in the
droxidopa group compared to 73 hours in the midodrine group (p = 0.4). While not
statistically significant, the magnitude of difference may be clinically meaningful and should
be interpreted cautiously, particularly given the small sample size of the droxidopa group.
Secondary outcomes, including duration of IV vasopressor therapy (117 vs 92 hours; p =
0.41), oral vasopressor therapy (8 vs 8 days; p = 0.6), time to initiation of midodrine or
droxidopa from first IV vasopressor initiation (35 vs 33 hours; p = 0.38), incidence of IV
vasopressor escalation (73.3% vs 52.9%; p = 0.14), treatment failure (73.3% vs 57.7%; p =
0.25), adverse events (bradycardia 6.7% vs 5.9%; p = 0.91; hypertension 0% vs 3.5%; p =
0.46; no anaphylaxis was observed in either group), and ICU LOS (6.9 vs 5.9 days; p = 0.24),
were similar between the two groups without statistically significant differences, suggesting
both treatments are clinically comparable.

Conclusion: Droxidopa was not associated with a statistically significant reduction in time to
IV vasopressor discontinuation compared to midodrine, despite a numerically shorter
duration. Both agents demonstrated similar safety profiles, with no significant differences in
adverse events, treatment failure, vasopressor duration, and ICU LOS. Although droxidopa
has proposed pharmacologic advantages, these findings suggest no clear clinical benefit
over midodrine for IV vasopressor weaning in septic shock. Both agents appear to be
reasonable adjunct options; however, larger prospective studies are needed to better define
their comparative effectiveness and role in clinical practice.

Hernandez Velez, Paola M. | St. Joseph's Hospital, BayCare Health System (PGY1
Resident) | paola.mariehv@gmail.com

Effectiveness of intravenous valproic acid as adjunctive therapy for acute
migraine treatment in the emergency department

Background: Migraine is a prevalent and disabling neurological disorder affecting
approximately 15% of adults in the United States and is a frequent cause of emergency
department (ED) visits. Acute migraine attacks are commonly managed with pharmacologic
therapies aimed at relieving pain and associated symptoms such as nausea, vomiting,
photophobia, and phonophobia. The American Headache Society (AHS) and the American
Academy of Neurology (AAN) recommend several medications for acute migraine treatment,
including nonsteroidal anti-inflammatory drugs (NSAIDs), acetaminophen, triptans, and
dopamine receptor antagonist antiemetics. Adjunctive therapies frequently used in ED
settings include diphenhydramine, intravenous fluids, magnesium sulfate, and corticosteroids
to reduce symptom recurrence. Valproic acid (VPA) is a broad-spectrum antiepileptic
medication that enhances gamma-aminobutyric acid (GABA) activity and modulates neuronal
excitability, recommended by AAN and AHS guidelines primarily for migraine prophylaxis
rather than acute treatment. However, emerging evidence from studies suggests that
intravenous VPA may provide benefit in the management of acute migraine attacks. Despite
these findings, limited real-world data exists, evaluating the effectiveness of intravenous VPA
as adjunctive therapy alongside standard ED migraine treatments. This study aims to
evaluate the effectiveness and safety of intravenous valproic acid as adjunctive therapy to
standard of care for acute migraine treatment in the ED.

Methodology: This is an IRB-approved, retrospective, multi-centered, observational cohort
study conducted within BayCare Health System, a large healthcare network composed of 16
not-for-profit hospitals. Adult patients that presented to the emergency department with a
documented diagnosis of acute migraine between December 1, 2020, and December 31,

2025, were identified through electronic health record review and included for analysis.
Exclusion criteria included those who were less than 18 years of age, those with
hemodynamic instability, use of chronic analgesics and/or VPA, pregnancy, significant
hepatic or renal disease, epilepsy, meningitis, encephalitis, allergy to study medications, or
administration of intravenous caffeine for post-dural puncture headache. Patients were
categorized into two treatment groups: standard of care therapy or standard of care therapy
plus intravenous VPA. Standard of care therapies aligned with the recommendations by the
AAN and AHS guidelines such as NSAIDs, acetaminophen, antiemetics, diphenhydramine,
intravenous fluids, and adjunctive therapies such as magnesium sulfate or corticosteroids.
The primary outcome was analgesic effectiveness, defined as the absence of rescue
medication within 8 hours of treatment administration. Based on prior literature, a two-sample
proportion test was used with unequal allocation matching. A conservative estimate of p0 =
0.50 was planned to detect a clinically meaningful absolute difference of 30%. Selecting a
two-sided significance level of a = 0.05 and ~80% power and considering potential baseline
rates for pO between 0.30 and 0.70. We aimed to do a 1:4 or 1:5 matching with a calculated
total sample size ranging from 100 to 120 participants divided into 80-100 in the control
group and 20 participants in the treatment group. This sample size estimated an 81% power
to detect the predefined effect. Secondary outcomes included incidence of adverse drug
events and ED return visits within 48 hours for recurrent migraine.

Results: A total of 121 patients were included; 101 patients treated with SOC and 20
patients treated with intravenous VPA + SOC. Table 1 reflects patients' baseline
demographics. Rescue medication within 8 hours occurred in 17 of 101 patients (16.8%) in
the SOC group and 7 of 20 patients (35.0%) in the VPA + SOC group. Risk difference (RD)
was utilized for group outcomes comparison, (RD 18.2% 95% ClI, —4.0% to 40.3%; p = 0.07).
ED readmission within 48 hours occurred in 2 of 101 patients (2.0%) in the SOC group and 0
of 20 patients (0%) in the VPA + SOC (RD -2.0%; 95% Cl, =4.7% to 0.7%; p = 1.00).
Documented nausea, vomiting, or photophobia occurred in 23 of 101 patients (22.8%) in the
SOC group and 3 of 20 patients (15.0%) in the VPA + SOC (RD -7.8%; 95% Cl, —-25.4% to
9.9%; p = 0.56).

Conclusion: This study did not support the use of adjunctive intravenous VPA for the use of
acute migraine treatment as it was not associated with a significant reduction in rescue
medication use compared to SOC alone. Secondary outcomes were similar between groups.
Interpretation is limited by small sample size, unequal group allocation, and lower than
anticipated event rates, which may have reduced statistical power. Larger prospective
studies are warranted to better define the role of intravenous VPA in acute migraine
management in the ED.

Hernandez, Julissa | Cleveland Clinic Martin North (PGY1 Resident) |
julissah.5500@gmail.com

Comparative Effectiveness of Intravenous Beta Blockers versus Vasodilators
and Calcium Channel Blockers in the Initial Management of Type A Aortic
Dissection

Background: Acute Type A aortic dissection is a rare but life-threatening condition requiring
immediate surgical intervention, with initial management focused on anti-impulse therapy to
reduce systolic blood pressure and dp/dt to limit dissection progression. Beta blockers are
the first-line agents due to their ability to decrease heart rate and contractility, though
additional antihypertensives may be needed to achieve target blood pressure. Despite their
widespread use, there is limited comparative evidence evaluating beta blockers versus
alternative agents in the initial management of Type A aortic dissection. Acute Type A aortic
dissection is a rare but life-threatening condition requiring immediate surgical intervention,
with initial management focused on anti-impulse therapy to reduce systolic blood pressure
and dp/dt to limit dissection progression. Beta blockers are the first-line agents due to their
ability to decrease heart rate and contractility, though additional antihypertensives may be
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needed to achieve target blood pressure. Despite their widespread use, there is limited
comparative evidence evaluating beta blockers versus alternative agents in the initial
management of Type A aortic dissection.

Methodology: A retrospective cohort study that screened 609 patients for type A aortic
dissection across multiple sites within one health system. Primary outcome was the time to
systolic blood pressure between 100 to 120 mmHg from the first intravenous
antihypertensive agent administered. Secondary outcomes included achievement of heart
rate goal < 60 bpm, escalation of care within 6 hours, need for additional antihypertensive
agents, adverse drug events, and in-hospital mortality rate. A retrospective cohort study that
screened 609 patients for type A aortic dissection across multiple sites within one health
system. Primary outcome was the time to systolic blood pressure between 100 to 120 mmHg
from the first intravenous antihypertensive agent administered. Secondary outcomes
included achievement of heart rate goal < 60 bpm, escalation of care within 6 hours, need for
additional antihypertensive agents, adverse drug events, and in-hospital mortality rate.

Results: Of the 55 patients that were included, 33 (60%) being male and 34 (62%)
Caucasian, 24 (44%) patients achieved blood pressure goal (10 beta blockers, 10 calcium
channel blockers, 4 vasodilators; p = 0.247). Average time to blood pressure goal across all
groups was 57 minutes (53 minutes beta blockers, 50 minutes calcium channel blockers and
180 minutes vasodilators, p = 0.232). 38 (69%) patients required additional therapy, only 9
(16%) patients achieved the heart rate goal, 43 (78%) patients were escalated to intensive
care unit or operating room within 6 hours, and 11 (20%) of patients were in-hospital
mortalities. Of the 55 patients that were included, 33 (60%) being male and 34 (62%)
Caucasian, 24 (44%) patients achieved blood pressure goal (10 beta blockers, 10 calcium
channel blockers, 4 vasodilators; p = 0.247). Average time to blood pressure goal across all
groups was 57 minutes (53 minutes beta blockers, 50 minutes calcium channel blockers and
180 minutes vasodilators, p = 0.232). 38 (69%) patients required additional therapy, only 9
(16%) patients achieved the heart rate goal, 43 (78%) patients were escalated to intensive
care unit or operating room within 6 hours, and 11 (20%) of patients were in-hospital
mortalities. Of the 55 patients that were included, 33 (60%) being male and 34 (62%)
Caucasian, 24 (44%) patients achieved blood pressure goal (10 beta blockers, 10 calcium
channel blockers, 4 vasodilators; p = 0.247). Average time to blood pressure goal across all
groups was 57 minutes (53 minutes beta blockers, 50 minutes calcium channel blockers and
180 minutes vasodilators, p = 0.232). 38 (69%) patients required additional therapy, only 9
(16%) patients achieved the heart rate goal, 43 (78%) patients were escalated to intensive
care unit or operating room within 6 hours, and 11 (20%) of patients were in-hospital
mortalities.

Conclusion: Among the patients that were included for the initial management of type A
aortic dissection, there was no difference seen between beta blockers, calcium channel
blockers, and vasodilators in terms of reaching the systolic blood pressure goal of 100-12
mmHg. Future randomized control trials will need to be conducted to fully assess and
compare the different intravenous antihypertensive classes for the initial blood pressure
management in type A aortic dissection. Among the patients that were included for the initial
management of type A aortic dissection, there was no difference seen between beta
blockers, calcium channel blockers, and vasodilators in terms of reaching the systolic blood
pressure goal of 100-12 mmHg. Future randomized control trials will need to be conducted to
fully assess and compare the different intravenous antihypertensive classes for the initial
blood pressure management in type A aortic dissection. Among the patients that were
included for the initial management of type A aortic dissection, there was no difference seen
between beta blockers, calcium channel blockers, and vasodilators in terms of reaching the
systolic blood pressure goal of 100-12 mmHg. Future randomized control trials will need to
be conducted to fully assess and compare the different intravenous antihypertensive classes
for the initial blood pressure management in type A aortic dissection. Among the patients that
were included for the initial management of type A aortic dissection, there was no difference
seen between beta blockers, calcium channel blockers, and vasodilators in terms of reaching
the systolic blood pressure goal of 100-12 mmHg. Future randomized control trials will need

to be conducted to fully assess and compare the different intravenous antihypertensive
classes for the initial blood pressure management in type A aortic dissection.

Hernandez, Rubed | Broward Health Medical Center (PGY1 Resident) |
rubed.hernandez8@gmail.com

Implementation of pharmacist driven proton pump inhibitor (PPI)
discontinuation policy for patients transferred out of intensive care units.

Background: Stress ulcer prophylaxis with proton pump inhibitors (PPI) is commonly used in
intensive care units to prevent gastrointestinal bleeding in high-risk patients. However,
continued use after transfer from intensive care units may result in inappropriate long-term
prescribing, increasing risks such as Clostridioides difficile infection, pneumonia, bone
fractures, and medication-related complications. Pharmacist-driven discontinuation protocols
have demonstrated effectiveness, with studies showing up to a 24 percent reduction in
inappropriate use. Broward Health Medical Center implemented a pharmacist-led
discontinuation policy in September 2023. This study aims to assess its impact on reducing
inappropriate discharge prescriptions and improving patient safety after intensive care.

Methodology: This will be a retrospective cohort, quasi-experimental before and after study
of adults admitted to an intensive care unit at Broward Health Medical Center who received a
PPI and were then transferred to telemetry, step down, or medical/surgical units between
September 2022 to September 2024. Inclusion criteria include patients aged 18 years or
older, admission into intensive care units with an active PPI order, and transfer to floor.
Exclusion criteria include patients not discharged at time of collection, pregnancy, pre-
admission PPI use, and active Gl bleeds. A retrospective comprehensive chart review will be
conducted via electronic medical records (EMR) to collect an estimated sample of 528
patients to achieve power and detect a difference. The primary objective of this study is to
assess the efficacy of a pharmacist-driven PPI discontinuation policy for patients on stress
ulcer prophylaxis in the intensive care unit (ICU). Primary outcome measures will include
appropriate PPl use and number of patients discharged with inappropriate PPI use.
Secondary objectives include evaluating the appropriateness of PPIs and determining the
safety of a pharmacist-driven PPI discontinuation policy. Safety measures will include
incidence of C. difficile infections, and hospital acquired pneumonia/ventilator acquired
pneumonia. This project has been approved by the Institutional Review Board.

Results: A total of 346 pre-policy and 135 post-policy patients were included. Baseline
characteristics were generally comparable between groups, with similar mean age (63.3 vs
61.8 years), male predominance (63.1% vs 66.7%), and rates of prolonged mechanical
ventilation (61.0% vs 60.7%). Distribution across specialties and inpatient indications was
variable but consistent with a critically ill population, with stress ulcer prophylaxis as the most
common indication in both groups. The intervention did not significantly improve overall
appropriate PPl use (67.3% vs 63.0%, p = 0.36). However, inappropriate PPI prescribing
upon discharge was significantly reduced (67.3% vs 34.2%, p < 0.001). Importantly, this
improvement was not associated with increased adverse outcomes, as rates of hospital-
acquired pneumonia (3.5% vs 3.0%, p = 1.00) and Clostridioides difficile infection (0.3% vs
2.2%, p = 0.12) remained low. Overall, the intervention improved prescribing practices upon
discharge without compromising patient safety, highlighting the benefit of a pharmacist driven
discontinuation policy for stewardship efforts.

Conclusion: The policy implemented was effective in significantly reducing inappropriate
PPI prescribing upon discharge without increasing adverse outcomes. These findings
support discharge-focused stewardship as a safe and impactful strategy to optimize PPI use.
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Herrera Gonzalez, Sheila | Mount Sinai Medical Center (PGY1 Resident) |
sheila.herrera002@gmail.com

Penicillin allergy de-labeling as a driver of antimicrobial stewardship: safety,
efficacy, and impact on patient outcomes

Background: The Centers for Disease Control and Prevention estimate that although 10%
of patients in the United States report a penicillin allergy, less than 1% are found to have a
true allergy upon evaluation. Documented penicillin and cephalosporin allergies frequently
preclude the administration of first-line B-lactam antimicrobials, compelling clinicians to utilize
broader-spectrum or suboptimal alternative agents. Erroneous allergy labeling is associated
with elevated healthcare expenditures, increased incidence of adverse drug reactions,
propagation of antimicrobial resistance, and prolonged hospitalization. Implementation of a
pharmacist-physician-nurse collaborative protocol strengthens antimicrobial stewardship by
emphasizing systematic penicillin allergy de-labeling through standardized risk-stratification
algorithms and supervised test-dosing processes, ultimately improving the appropriate
utilization of B-lactam therapy. This study aimed to evaluate the safety and efficacy of
inpatient penicillin or cephalosporin test dosing and to ascertain whether allergy de-labeling
enhances antimicrobial optimization, clinical outcomes, and cost-effectiveness compared to a
levofloxacin-containing regimen.

Methodology: This IRB-approved retrospective observational study was performed at a
large, single-center, private, independent, not-for-profit teaching hospital. Adults (=18 years)
with a documented penicillin or cephalosporin allergy admitted between January 2020 and
November 2025 who received a minimum of 48 hours of systemic antibiotic therapy for
empiric or definitive treatment were included. Patients either underwent a supervised -
lactam test dose followed by the maintenance dose or received a levofloxacin- containing
regimen as an alternative. Exclusion criteria included any documented severe reaction within
the preceding 10 years (e.g., anaphylaxis, Stevens—Johnson syndrome, toxic epidermal
necrolysis, serum sickness, acute interstitial nephritis, DRESS, or hemolytic anemia), refusal
of test dosing, or receipt of a non-levofloxacin—containing regimen as the alternative. The
primary endpoints were successful penicillin allergy de-labeling rates and composite clinical
and microbiological treatment success. Secondary endpoints included daily antibiotic costs,
all-cause in-hospital mortality, incidence of adverse drug events, incidence of QTc interval
prolongation, rates of Clostridioides difficile infection within 30 days, and 30-day infection-
related readmission rates. Using Graph Pad Prism Version 10.6.0 (890) outcomes were
analyzed. Baseline characteristics were summarized using descriptive statistics.
Comparative analyses between treatment groups were performed using Mann—-Whitney U
test for non-parametric comparisons and unpaired t-test for parametric continuous variables.
Fisher's Exact Test was used to detect significance between percentages. Statistical
significance was defined as a two-tailed p-value < 0.05.

Results: Baseline characteristics are outlined in Table 1. A total of 70 patients with
documented B-lactam allergy were enrolled, of whom 35 received supervised B-lactam test
dosing and 35 were treated with levofloxacin-containing regimen. All patients (100%) in the
test dose group successfully tolerated the B-lactam challenge without adverse reactions and
subsequently initiated B-lactam therapy. Patients with a severe prior penicillin reaction had
significantly higher odds of receiving levofloxacin rather than penicillin when treated for an
infection (OR 6.18; 95% CI 1.95-17.35). Composite clinical and microbiological success was
attained in 82.9% of patients in the test dose group compared with 88.6% in the levofloxacin-
containing regimen (p > 0.999). Mean daily antimicrobial cost in the test dose group
decreased significantly following B-lactam initiation ($17.23 + $36.17 pre-test dose versus
$7.70 + $9.80 post-test dose; p = 0.0017) (Table 2). All-cause mortality was numerically
higher in the test dose group (14.3% versus 5.7%). Adverse events occurred in 11% of
patients in the test dose group compared with 34% in the levofloxacin-containing group. QTc
prolongation was observed in 9% (1/11) of patients with available electrocardiograms in the
test dose group versus 24% (6/25) in the levofloxacin-containing group. No cases of
Clostridium difficile infection were documented in either group. No patients in the test dose

group required infection-related readmission within 30 days for the index infection, compared
to 8.6% of patients in the levofloxacin group.

Conclusion: Inpatient B-lactam test dosing represents a safe and effective strategy for
penicillin allergy de-labeling in appropriately selected patients. This approach facilitates the
utilization of first-line B-lactam antibiotics, reinforces antimicrobial stewardship initiatives,
diminishes reliance on broad-spectrum alternatives, and yields significant reductions in
antimicrobial cost. These findings underscore the value of implementing structured allergy
evaluation programs within inpatient settings to optimize antimicrobial prescribing practices.
Limitations of this study include its single-center retrospective design, modest sample size,
and potential baseline imbalances in infection severity between groups. Prospective,
multicenter investigations with larger patient populations, and clinically matched groups are
warranted to corroborate these findings and more comprehensively evaluate long-term
clinical and economic outcomes.

Hickey, Madelyn | UF Health - Shands (PGY1 Resident) |
madelyn.hickey256@gmail.com

Early Initiation of Vasopressin in Critically Ill Patients with Septic Shock

Background: Septic shock is a serious complication of infection that has been associated
with high mortality rates ranging from 20-56% among hospitalized patients. The Surviving
Sepsis Campaign guidelines currently recommend norepinephrine as the first-line
vasopressor and arginine vasopressin (AVP) as a second line agent. While vasopressors are
usually added in a stepwise manner, the existing data is unclear when the addition of AVP
may be most beneficial. Current recommendations state to initiate AVP when norepinephrine
doses reach 0.25-0.5 mcg/kg/min. This broad dosing range leaves uncertainty regarding the
optimal timing of AVP initiation. Therefore, this study aimed to evaluate the clinical impact of
the timing of AVP initiation in relation to the norepinephrine equivalent dose (NED).

Methodology: This was an IRB-approved, retrospective, single-center, cohort study.
Patients were included if they were 18 years or older, admitted to the medical intensive care
unit (MICU), had a confirmed diagnosis of septic shock, had received at least 30 mL/kg of
intravenous (1V) fluids, 1V antibiotics, IV catecholamine vasopressors at a NED 20.05
mcg/kg/min for at least one hour prior to AVP initiation, and AVP at a fixed, non-titrated dose
of 0.03 units/min. Patients were stratified into two groups based on the NED at the time of
AVP initiation: Early AVP group (NED < 0.3 mcg/kg/min) and Late AVP group (NED > 0.3
mcg/kg/min). The primary outcome was vasopressor free days (VFD) at day 28. Secondary
outcomes were 28-day mortality, incidence of new renal replacement therapy (RRT), ICU
length of stay (LOS), maximum NED within the first 24 hours, total IV vasoactive agents
used, and fluid balance on days 1, 2, and 3 after IV catecholamine vasopressors were
initiated, and adverse events after initiation of AVP.

Results: A total of 200 patients were included in the study. Baseline demographics were
similar between groups, with the exception of Pitt Bacteremia Score (PBS) and mechanical
ventilation (Table 1). There was no significant difference in VFD between groups (p = 0.644)
(Table 2). This finding remained unchanged in a sensitivity analysis restricted to 28-day
survivors (p = 0.397). ICU length of stay was longer in the early AVP group (6 vs 4 days, p =
0.001) (Table 2); however, this difference was not observed in the sensitivity analysis
restricted to survivors (5 vs 5 days, p = 0.613). Patients in the late AVP group had a
significantly higher maximum NED within 24 hours, a greater number of vasoactive agents
used, and a higher total fluid balance on day 1 (p < 0.05 for all comparisons). All other
outcomes were similar between groups (Table 2).

Conclusion: In patients with septic shock requiring adjunctive AVP, the timing of initiation of
AVP did not have a significant impact on VFD at 28 days. However, patients who were
initiated on AVP early had a significantly lower maximum NED within 24 hrs, total number of
vasoactive agents used, and total fluid balance on day 1. These observations should be
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interpreted with caution due to imbalances in PBS and mechanical ventilation at baseline.
Larger trials are warranted to assess this further.

Hogan, Grace | Mayo Clinic Florida (PGY1 Resident) | ghogan24@gmail.com
Pharmacogenomic Variant Associations in Patients with Hypermobility
Spectrum Disorders and Hypermobile Ehlers-Danlos Syndrome

Background: Hypermobility Spectrum Disorder (HSD) and hypermobile Ehlers-Danlos
Syndrome (hEDS) are connective tissue disorders characterized by generalized joint
hypermobility and a wide range of musculoskeletal and systemic symptoms, including
chronic pain, fatigue, and autonomic dysfunction. The pathophysiology of HSD/hEDS
remains poorly understood. Despite strong evidence of heritability observed in HSD/hEDS
patient populations, the genetic basis of these conditions remains elusive. One particularly
impactful and poorly understood symptom reported by many patients is medication
intolerance, reporting hypersensitivity, intolerance, lack of efficacy or adverse reactions to a
broad range of medications. These responses are frequently unexplained by standard allergy
or sensitivity mechanisms and may reflect underlying differences in drug metabolism or
receptor activity in hypermobile patients. Given the potential heritable nature of these
disorders and the high prevalence of atypical drug responses, pharmacogenomic
mechanisms are a compelling area of investigation. Identifying the frequency of variants in
pharmacogenes, or genetic differences that influence individual drug responses, may offer
critical insight into the medication sensitivities observed in this population.

Methodology: This is an IRB-approved retrospective cohort study that was conducted at an
academic medical center. Patients were eligible for inclusion if they underwent clinical
pharmacogenomic (PGx) testing between December 1, 2018 and December 10, 2025.
Patients were excluded if they underwent PGx testing through alternative platforms, age <18
years old, or had organ or bone marrow transplant prior to genetic testing. For the reference
group, a randomizer was used to obtain patients with PGx results who do not have a
diagnosis of HSD or hEDS. Patients were excluded from reference group if they had a
diagnosis of autonomic dysfunction, fibromyalgia, postural orthostatic tachycardia syndrome,
chronic pain syndrome, long COVID, chronic fatigue syndrome, Marfan Syndrome, Chiari
malformation, tethered cord syndrome, adrenal insufficiency, gastroparesis, trigeminal
neuralgia, Systemic lupus erythematosus, or connective tissue disorders. The primary
outcome was the prevalence of pharmacogenes with variants translating to non-normal
phenotypes from a 27-gene panel test. The secondary outcome was to assess if there was a
significant difference between the two groups in the frequencies of abnormal genotypes
within the 27 genes tested. All statistical analyses were performed using BlueSky Statistics
software v.10.3. The primary outcome was analyzed using a Wilcoxon rank-sum test with the
sample median. The secondary outcome was analyzed using a chi-square test.

Results: The prevalence of pharmacogenes with variants that translated to a non-normal
phenotype was statistically significantly lower in patients with HSD/hEDS compared to the
reference group: median (Q1,Q3) 9 (8,11) vs. 10 (9,12); p=0.0403. There was a statistically
significant difference between abnormal genotypes for the following genes: CYP1A2
(p=0.028) and HTR2A (p=0.030).

Conclusion: We observed that the patients with HSD/ hEDS had a lower prevalence of
pharmacogenes with genetic variations and therefore had less non-normal phenotypes for
the 27 genes included in the study, when compared to a randomly selected reference group.
The study was conducted on the basis that patients with HSD/hEDS report numerous
medication intolerances. According to our results, the PGx variants evaluated in this panel do
not explain the reported medication intolerance, indicating alternative mechanisms may be
responsible. Of note, this patient population may be taking more medications than the
average person, which could explain why they are reporting medication intolerance more
frequently. Further studies are needed with adequate sample size and an expanded panel of

genes to assess the relationship between pharmacogenes and the observed behaviors in
this population.

Howell, Reese | Orlando Health - Orlando Regional Medical Center (PGY1 Resident) |
howell727@gmail.com

Evaluating the Impact of Pharmacist Intervention on Optimal Discharge
Inhaler Prescribing in Acute Exacerbations of COPD at Hospital Discharge

Background: The COPD Global Initiative for Chronic Obstructive Lung Disease (GOLD)
guidelines were updated in 2023 with new recommendations for maintenance inhaler therapy
after hospital admission for acute exacerbation of COPD (AECOPD). Studies prior to this
guideline update have found that incorporating a transitions of care (TOC) pharmacist's
review of medications into discharge planning may be associated with a decrease in 30-day
readmission rates for Medicare patients with COPD. Beginning in 2024, our medical center
implemented multiple pharmacist-driven initiatives including the addition of TOC pharmacists
and rounding pharmacists on the Medicine Teaching Service (MTS), to help improve
outcomes for specific disease states, including COPD. We predict that the increased
involvement of clinical pharmacists in patient care has resulted in higher rates of guideline-
directed medical therapy (GDMT), per the GOLD guidelines, and lower readmission rates for
repeat COPD exacerbations.

Methodology: This was an IRB-approved, retrospective, single-center, observational pre-
post chart review that was conducted at a community hospital. The pre-group consisted of
patients admitted between December 1, 2023 — November 30, 2024, and the post-group
consisted of patients admitted between December 1, 2024 — November 30, 2025. Patients
were included if they were at least 65 years old with a diagnosis of AECOPD or acute
respiratory failure with AECOPD. Patients were excluded if they were pregnant, incarcerated,
left against medical advice, transferred to another hospital, or experienced mortality during
the index admission. The primary outcome was optimal inhaler prescribing upon discharge
as per the GOLD guidelines. Secondary outcomes were COPD-related readmission or
emergency department (ED) revisit within 30 days, cost of inhalers dispensed inpatient, and
mismatch between length of stay and expected days of inhaler therapy dispensed. A pre-
specified subgroup analysis of the primary outcome was done on the post-group evaluating
patients treated by MTS or with a documented pharmacist COPD intervention.

Results: Baseline characteristics are noted in table 1 and were similar between groups.
Overall, 89% of patients were current or former smokers, 33% had a history of asthma, and
40% had a COPD exacerbation requiring admission within the past year. There was no
statistically significant difference between the pre-group (42%) and post-group (45%) in the
primary outcome of appropriate inhaler therapy upon discharge (p=0.669). In the post
intervention group, there was a significant increase in the percentage of patients discharged
on LAMA+LABA (6% vs 0%, p=0.014) and a significant decrease in the percentage of
patients discharged on LAMA alone (3% vs 10%, p=0.045) and no inhaler therapy (9% vs
22%, p=0.011). Post-discharge, there was a significant decrease in COPD-related ED revisits
and readmission within 30 days in the post-group (17% vs 31%, p=0.02). The prespecified
sub-analysis found a significant difference in appropriate inhaler therapy for those under the
care of an MTS/TOC pharmacist versus those without (59% vs 38%, p=0.047).

Conclusion: Although there was not a statistically significant difference observed in the
primary outcome of optimal inhaler prescribing, the post-group showed significant differences
in therapy optimization and reduced readmissions. Additionally, the prespecified sub-analysis
showed a statistically significant difference in optimal inhaler prescribing between MTS/TOC
patients and those without pharmacy intervention, indicating a positive impact on patient care
from pharmacy presence. Our study utilizing updated guideline recommendations for
maintenance therapy of COPD after acute exacerbation supports prior research showing that
TOC pharmacist utilization is associated with decreased 30-day COPD-related readmission
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rates. Limitations of this study include the retrospective chart review design and small sample
size.

Hu, Christian | Baptist Hospital of Miami (PGY1 Resident) | christianhu5@yahoo.com
Evaluation of intravenous push versus subcutaneous insulin use in the
perioperative setting

Background: Perioperative hyperglycemia affects 20—40% of surgical patients and
increases risk of infections, delayed wound healing, and prolonged hospital stays. The
American Diabetes Association recommends maintaining blood glucose (BG) levels between
140-180 mg/dL, while the Society for Ambulatory Anesthesia recommends BG remain below
180 mg/dL. In addition to insulin regular infusions for longer, complex procedures,
management also includes intravenous push (IVP) or subcutaneous (SC) insulin with
differences in pharmacokinetic properties and risk of hypoglycemia. With varying insulin
administration practices at our institution, this project aimed to evaluate the impact of
perioperative insulin administration strategies on achieving target glycemic goals.

Methodology: This multisite, retrospective, quality improvement project was conducted
across seven hospitals within Baptist Health South Florida from October 2024 to September
2025. Adult patients who received preoperative regular insulin administration via IVP or SC
route were included. Patients were excluded if they were pregnant, incarcerated, undergoing
cardiac surgery, or received insulin for hyperkalemia treatment. Of the 74 patients who met
initial screening criteria, 20 patients who did not have repeat preoperative BG levels were
excluded. The final analysis consisted of 30 patients who received IVP insulin and 24 who
received SC insulin. Baseline characteristics were similar between groups, including gender
distribution, mean age, weight, past medical history of diabetes, and mean hemoglobin A1c.
The primary outcome was the percent of patients achieving target BG levels of 140—-180
mg/dL following preoperative insulin administration. Secondary outcomes included mean
preoperative insulin dose, time to repeat BG measurement and value prior to surgery, mean
absolute and percent reduction in BG, incidence of hypoglycemic events, postoperative
infections, and hospital length of stay.

Results: The majority of patients had suboptimal baseline glycemic control reflected by
mean hemoglobin A1c of 8.8% vs. 8.3% and BG levels of 288 mg/dL vs. 291 mg/dL,
respectively. Achievement of target BG following preoperative insulin administration was low,
occurring in 2 (7%) IVP patients and 2 patients (8%) in the SC group. For secondary
outcomes, the mean preoperative insulin dose was similar between groups (0.07 vs. 0.08
units/kg for IVP and SC, respectively). The mean time to repeat BG monitoring was 117 + 94
minutes in the IVP group and 118 + 104 minutes in the SC group. Mean preoperative BG
prior to surgery was 238 + 42 mg/dL in the IVP group and 251 + 61 mg/dL in the SC group.
Mean absolute BG reduction was 51 + 48 mg/dL in the IVP group vs. 41 £ 35 mg/dL in the
SC group, corresponding to mean percentage reductions of 16% and 14%. No hypoglycemic
events were observed. Postoperative infections occurred in three IVP insulin patients (7%)
and one SC insulin patient (3%). Mean hospital length of stay was 4 days in both groups.
Stratification by baseline BG did not demonstrate a significant difference between routes of
administration.

Conclusion: Intravenous push and subcutaneous insulin demonstrated similar effects on
preoperative glycemic control, with no hypoglycemic events observed in either group.
Despite these findings, achievement of target preoperative glucose levels remained low,
highlighting opportunity for optimization of management strategies. Implementation of a
standardized perioperative insulin protocol may improve glycemic management and enhance
patient outcomes.

Huebner, Maegan | Baptist Health Care - Pensacola, FL (PGY2 Resident) |
maeganrose98@yahoo.com

Midodrine for vasopressor liberation in septic shock patients in the Intensive
Care Unit (ICU)

Background: Midodrine is an oral alpha-1 agonist to facilitate weaning from intravenous (V)
vasopressors. Prolonged IV vasopressor use is associated with longer ICU stays, increased
infection risk, and higher costs. This study compares outcomes between patients who
received adjunctive midodrine during vasopressor weaning and those weaned without
midodrine.

Methodology: This study is an Institutional Review Board approved retrospective chart
review of 66 adult ICU patients with septic shock admitted between January 2025 and
February 2026 who received < 2 vasopressors for > 24 hours with a norepinephrine
equivalence of < 20 mcg/min. Primary outcomes were time to vasopressor discontinuation in
hours and midodrine discontinuation at ICU discharge. Secondary outcomes included ICU
and hospital length of stay, mortality, and adverse effects, including reflex bradycardia (HR
<60 bpm) and supine hypertension (SBP >160 mmHg). Data collected included
demographics, vasopressor duration, midodrine dosing, SOFA scores, and steroid use.

Results: A total of 33 patients were assigned to the midodrine group and 33 to the
vasopressor-only group. Compared with the vasopressor-only group, the midodrine group
had a shorter time to vasopressor discontinuation (28 vs 61.5 hours) and lower mortality
(40% vs 58%), but longer ICU (11.5 vs 7.6 days) and hospital length of stay (13.2 vs 9 days).
Midodrine was discontinued at ICU discharge in 78% of patients. Bradycardia and
hypertension occurred in 11 and 9 patients, respectively, during midodrine therapy.

Conclusion: Midodrine reduced vasopressor duration by 33.5 hours. While it did not reduce
ICU or hospital length of stay, its use was associated with lower mortality.

Hungler, Catherine | Memorial Regional Hospital (PGY1 Resident) |
cathungler@gmail.com

LAI Utilization and Treatment Response Across Diverse Populations

Background: Patients with schizophrenia and bipolar disorder are often treated with
antipsychotics to achieve symptom resolution. These medications can be given in long-acting
formulations to reduce the burden of daily medications. Prior research has shown
discrepancies in long-acting injectable (LAI) antipsychotic utilization amongst various
demographics. These potential discrepancies provide an opportunity to enhance and improve
medication management across diverse patient populations.

Methodology: A retrospective chart review was completed to identify the specific LAls
utilized at a community-based long-acting therapy (LAT) clinic from January 1st, 2025, to
June 30th, 2025. This study aims to provide an in-depth review of patient profiles, population
background, and medication response. The primary outcome was to determine if there were
differences in LAI utilization by race, ethnicity, sex, insurance status, or age. Secondary
outcomes included an assessment of medication response, defined as the absence of
hospitalizations/emergency room visits due to psychiatric symptoms, in patients with
schizophrenia and bipolar disorder.

Results: With 100 patients meeting inclusion criteria, the mean age of the study population
was 38.1 £ 13.4 years, with a nearly equal distribution between males (49%) and females
(51%). The majority of patients were insured (91%), and the cohort consisted of Black or
African American patients (47%), followed by White Hispanic (25%), White/Caucasian (24%),
and Asian patients (4%). Reviewing the primary objective, Invega Sustenna was the most
commonly prescribed LAI (47%), followed by haloperidol decanoate (19%), and Aristada
(18%). Analysis revealed no statistically significant differences in LAI utilization across
demographic variables: age (p = 0.19), sex (p = 0.61), race (p = 0.64), ethnicity (p = 0.43), or
insurance status (p = 0.17). Reviewing the secondary outcomes, rates of acute psychiatric
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service utilization were low, with emergency department visits occurring in 9% of patients,
while hospitalizations were observed in 6%. The only statistically significant relationship
observed was side effect rates between LAls (p = 0.043). However, individual side effects
between agents showed no statistical significance.

Conclusion: In this retrospective analysis comparing 100 patients receiving long-acting
injectable antipsychotics in a community-based setting, no statistically significant differences
in utilization were observed across race, ethnicity, sex, age, and insurance status. This
shows that prescribing practices within this institution are equitable across the diverse patient
population. The secondary outcome analysis revealed low rates of ED visits and
hospitalizations. This supports the role of LAls as an effective strategy for improving
adherence and reducing acute psychiatric service utilization in patients with schizophrenia
and bipolar disorder.

Hunter, Julia | Sarasota Memorial Hospital (PGY1 Resident) |
juliamariehunter@outlook.com

Evaluating the Impact of an Antibiotic Prophylaxis Guideline on Antibiotic
Duration in Patients with Traumatic Facial Fractures

Background: Antibiotic prescribing practices for patients with traumatic facial fractures vary
widely across providers and institutions. Prolonged courses of prophylactic antibiotics may
increase the risk of adverse effects and antimicrobial resistance while contributing to longer
hospital stays. In 2021, the Surgical Infectious Society (SIS) released the Guidelines for
Antibiotic Use in Patients with Traumatic Facial Fractures to address variability in practice
patterns. In 2025, this institution developed and implemented a facial fracture antibiotic
prophylaxis guideline to standardize antibiotic selection and duration in patients with
traumatic facial fractures. The purpose of this study is to evaluate the impact of an
institutional facial fracture antibiotic prophylaxis guideline on antibiotic duration in patients
with traumatic facial fractures

Methodology: This single-center, retrospective, pre/post quasi-experimental study included
patients aged 16 years or older with at least one facial fracture admitted to the Trauma
Service between January 2024 to December 2025 with an oral maxillofacial surgery (OMFS)
consult. The institutional antibiotic prophylaxis guideline for patients with traumatic facial
fractures was implemented in June 2025. Pre-protocol data were gathered from January
2024 through May 2025 and post-protocol data were gathered from June 2025 through
December 2025. Patients were excluded if they received antibiotics for an indication other
than a facial fracture, if fractures were isolated to the teeth or skull, or if fractures were
secondary to a gunshot wound. The primary outcome was percentage of patients with an
appropriate duration of prophylactic antibiotics based on the institutional guideline.
Appropriate duration was a composite outcome defined as 24 hours or less of prophylactic
antibiotics for non-operative fractures, 72 hours or less for operative non-mandibular
fractures, or 7 days or less for operative mandibular fractures. Secondary outcomes included
duration of antibiotics based on fracture category, incidence of facial fracture-associated
infection within 30 days of injury, and hospital length of stay (LOS). Data was sourced from
institutional Trauma Registry and the hospital’s electronic medical record. Study data were
captured using REDCap®© and outcomes were analyzed using appropriate statistical tests in
JMP®. A power calculation was not performed given the exploratory nature of this study.
Continuous variables were evaluated using Wilcoxon rank sum test and are presented as
median with interquartile range. Categorical variables were evaluated using Chi-squared or
Fisher's exact test and are presented as percentages. A p-value of < 0.05 was considered
statistically significant. This single-center, retrospective, pre/post quasi-experimental study
included patients aged 16 years or older with at least one facial fracture admitted to the
Trauma Service between January 2024 to December 2025 with an oral maxillofacial surgery
(OMFS) consult. The institutional antibiotic prophylaxis guideline for patients with traumatic
facial fractures was implemented in June 2025. Pre-protocol data were gathered from

January 2024 through May 2025 and post-protocol data were gathered from June 2025
through December 2025. Patients were excluded if they received antibiotics for an indication
other than a facial fracture, if fractures were isolated to the teeth or skull, or if fractures were
secondary to a gunshot wound. The primary outcome was percentage of patients with an
appropriate duration of prophylactic antibiotics based on the institutional guideline.
Appropriate duration was a composite outcome defined as 24 hours or less of prophylactic
antibiotics for non-operative fractures, 72 hours or less for operative non-mandibular
fractures, or 7 days or less for operative mandibular fractures. Secondary outcomes included
duration of antibiotics based on fracture category, incidence of facial fracture-associated
infection within 30 days of injury, and hospital length of stay (LOS). Data was sourced from
institutional Trauma Registry and the hospital’s electronic medical record. Study data were
captured using REDCap®© and outcomes were analyzed using appropriate statistical tests in
JMP®. A power calculation was not performed given the exploratory nature of this study.
Continuous variables were evaluated using Wilcoxon rank sum test and are presented as
median with interquartile range. Categorical variables were evaluated using Chi-squared or
Fisher's exact test and are presented as percentages. A p-value of < 0.05 was considered
statistically significant. This single-center, retrospective, pre/post quasi-experimental study
included patients aged 16 years or older with at least one facial fracture admitted to the
Trauma Service between January 2024 to December 2025 with an oral maxillofacial surgery
(OMFS) consult. The institutional antibiotic prophylaxis guideline for patients with traumatic
facial fractures was implemented in June 2025. Pre-protocol data were gathered from
January 2024 through May 2025 and post-protocol data were gathered from June 2025
through December 2025. Patients were excluded if they received antibiotics for an indication
other than a facial fracture, if fractures were isolated to the teeth or skull, or if fractures were
secondary to a gunshot wound. The primary outcome was percentage of patients with an
appropriate duration of prophylactic antibiotics based on the institutional guideline.
Appropriate duration was a composite outcome defined as 24 hours or less of prophylactic
antibiotics for non-operative fractures, 72 hours or less for operative non-mandibular
fractures, or 7 days or less for operative mandibular fractures. Secondary outcomes included
duration of antibiotics based on fracture category, incidence of facial fracture-associated
infection within 30 days of injury, and hospital length of stay (LOS). Data was sourced from
institutional Trauma Registry and the hospital’s electronic medical record. Study data were
captured using REDCap®© and outcomes were analyzed using appropriate statistical tests in
JMP®. A power calculation was not performed given the exploratory nature of this study.
Continuous variables were evaluated using Wilcoxon rank sum test and are presented as
median with interquartile range. Categorical variables were evaluated using Chi-squared or
Fisher's exact test and are presented as percentages. A p-value of < 0.05 was considered
statistically significant. This single-center, retrospective, pre/post quasi-experimental study
included patients aged 16 years or older with at least one facial fracture admitted to the
Trauma Service between January 2024 to December 2025 with an oral maxillofacial surgery
(OMFS) consult. The institutional antibiotic prophylaxis guideline for patients with traumatic
facial fractures was implemented in June 2025. Pre-protocol data were gathered from
January 2024 through May 2025 and post-protocol data were gathered from June 2025
through December 2025. Patients were excluded if they received antibiotics for an indication
other than a facial fracture, if fractures were isolated to the teeth or skull, or if fractures were
secondary to a gunshot wound. The primary outcome was percentage of patients with an
appropriate duration of prophylactic antibiotics based on the institutional guideline.
Appropriate duration was a composite outcome defined as 24 hours or less of prophylactic
antibiotics for non-operative fractures, 72 hours or less for operative non-mandibular
fractures, or 7 days or less for operative mandibular fractures. Secondary outcomes included
duration of antibiotics based on fracture category, incidence of facial fracture-associated
infection within 30 days of injury, and hospital length of stay (LOS). Data was sourced from
institutional Trauma Registry and the hospital’s electronic medical record. Study data were
captured using REDCap®© and outcomes were analyzed using appropriate statistical tests in
JMP®. A power calculation was not performed given the exploratory nature of this study.
Continuous variables were evaluated using Wilcoxon rank sum test and are presented as
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median with interquartile range. Categorical variables were evaluated using Chi-squared or
Fisher's exact test and are presented as percentages. A p-value of < 0.05 was considered
statistically significant.

Results: A total of 187 patients were assessed for inclusion. Of these patients, 56 were
excluded and 131 were included. There were 80 patients in pre-protocol group and 51
patients in the post-protocol group. Baseline characteristics were similar between the two
groups (Table 1). The composite primary outcome of percentage of patients with appropriate
duration of prophylactic antibiotics was significantly higher in the post-group (86.3% vs
61.3%, p=0.002). There was no significant difference in the percentage of patients with
appropriate duration of prophylactic antibiotics in the nonoperative group (70% vs 84%,
p=0.097); however, there was a significant difference in the operative mandibular group (30%
vs 100%, p=0.004). There was no difference in secondary outcomes: duration of antibiotics,
incidence of facial fracture-associated infection within 30 days of injury, or hospital length of
stay.

Conclusion: In this single-center, retrospective study, implementation of a facial fracture
antibiotic prophylaxis guideline was associated with a higher percentage of patients with
appropriate antibiotic durations.

Hurst, Taylor | Sarasota Memorial Hospital (PGY1 Resident) |
hursttaylor30@gmail.com

Evaluating Urine pH as an Indicator of Resistance to First-line Therapy
Prescribed in Patients Presenting with Urinary Tract Infections

Background: Urinary tract infections (UTls) are among the most common bacterial
infections, accounting for millions of visits yearly. Because empiric antibiotics are prescribed
prior to culture and susceptibility results, readily available data points predicting resistance
would be valuable to guide antibiotic selection at the point-of-discharge. Alkaline urine on
urinalysis (UA) is reported to be a predictor of Proteeae spp. growth, and therefore
nitrofurantoin resistance. Using preliminary indicators to guide empiric antibiotic selection
may lessen need for pharmacist, or other clinician, intervention in stewardship activities after
discharge. Our study’s purpose is to evaluate urine pH as an indicator of antimicrobial
resistance in UTls.

Methodology: This retrospective cohort study was conducted at urgent care and emergency
care centers within a community hospital system. Patient data from July 2020 — December
2024 was gathered using the electronic medical record. Adult patients were included if they
had a primary ICD-10 code for UTI and a complete UA with culture and susceptibilities. hose
with polymicrobial or contaminated urine cultures were excluded. A secondary analysis of
patients with urine pH > 8 and antibiotic prescription for cephalexin, ciprofloxacin,
nitrofurantoin, or trimethoprim-sulfamethoxazole (TMP-SMX) upon discharge was also
performed. The primary outcome was association between urine pH and antibiotic
susceptibility results. In this analysis, nonsusceptibility was defined as an intermediate or
resistant result, and unavailable susceptibility results were excluded from each drug’s
analysis. Secondary endpoints included association between urine pH and urinary
pathogens, proportion of antibiotic prescriptions requiring a change in therapy, and estimated
pharmacist time spent on prescription modification. Descriptive statistics were used to
characterize the study sample, evaluate changes in prescription modification, and pharmacist
time spent. Logistic regression was used to evaluate urine pH as a predictor of antibiotic
resistance, adjusted for age, gender, and care level, with results reported in terms of
adjusted odds ratios and 95% confidence intervals. The average difference in pH between
those who were resistant vs. susceptible to each antibiotic was estimated using multivariable
linear regression models, with adjustment for age, gender and care level. Significance was
defined as p<0.05. Statistical analyses were performed using SAS statistical software version
9.4 (SAS Institute Inc., Cary NC).

Results: In total, 20,718 patients were included in the primary analysis, with an average age
of 64.3 years (SD 19.28), and of whom 85% were female. The majority of patients presented
to urgent care clinics (80.6%). Resistance to cefazolin (surrogate for cephalexin),
ciprofloxacin, nitrofurantoin, and TMP-SMX was seen in 12.7%, 17.5%, 15.4%, and 17.1% of
patients, respectively. The most common bacterium isolated was E. coli (70.3%). The
strongest association between urine pH and antibiotic resistance was observed for
nitrofurantoin (adjusted OR 1.31, 95%CI 1.25-1.38, p<0.001). Similarly, the largest average
difference in urine pH between patients with resistant vs. susceptible bacterial isolates was
observed for nitrofurantoin (adjusted average difference 0.16 (SE 0.0147), p<0.001) (Table
1). Urine cultures growing Proteeae spp. were associated with significantly more alkaline
urine (adjusted OR 2.33, 95% Cl 2.17-2.50, p<0.001), and the largest average difference in
urine pH was observed for Proteeae spp. vs. other bacterial species (adjusted average
difference 0.56 (SE 0.0230), p<0.001). Only 303 patients (1.4%) with a urine pH > 8 were
included in the secondary analysis. The most common outpatient prescription was for
cephalexin (58%). Resistance leading to a change in antibiotic therapy occurred in 24.4%,
15.6%, 32.5%, and 32.7% of patients prescribed cephalexin, ciprofloxacin, nitrofurantoin, and
TMP-SMX, respectively (Table 2). Average pharmacist time required to review cultures and
modify therapy per patient for was 3.4, 3, 4.4, and 3.8 minutes for cephalexin, ciprofloxacin,
nitrofurantoin, and TMP-SMX, respectively (Table 2). Our findings are consistent with those
of previous studies which indicate higher urine pH is associated with increased likelihood of
uropathogens with intrinsic resistance to nitrofurantoin (i.e., Proteeae spp.). However, in the
subgroup of patients with urine pH = 8, additional pharmacist time required to modify
prescriptions in the setting of nitrofurantoin resistance compared to other antibiotics was
minimal. Our study did not assess the potential impact of urine pH as an indicator of
resistance on patient outcomes like time to appropriate antibiotics, which is an opportunity for
future research. Limitations of this study include its retrospective design, differences in
reporting of UA data between outpatient centers, and limited generalizability based on
institution-specific prescribing patterns.

Conclusion: Despite alkaline urine predicting urine culture growth of nitrofurantoin-resistant
bacteria, additional pharmacist intervention time required to modify prescriptions due to
nitrofurantoin-resistance was minimal likely due in part to our relatively low rates of
nitrofurantoin prescribing in our urgent care and emergency care centers. Despite alkaline
urine predicting urine culture growth of nitrofurantoin-resistant bacteria, additional pharmacist
intervention time required to modify prescriptions due to nitrofurantoin-resistance was
minimal likely due in part to our relatively low rates of nitrofurantoin prescribing in our urgent
care and emergency care centers.

Ibisevic, Medina | St. Anthony's Hospital (PGY1 Resident) |
medinahamzagic1@gmail.com

Evaluation of Ketamine versus Etomidate for Rapid Sequence Intubation

Background: Each year, more than 1.5 million critically ill adults in the United States
undergo tracheal intubation, with most receiving at least one induction agent to facilitate RSI.
The choice of induction agent is important, as these medications differ in their hemodynamic
effects, which can influence post-intubation outcomes and hospital mortality. Etomidate
remains one of the most commonly used agents due to its rapid onset and relative
hemodynamic stability, however, it has been associated with adrenal suppression via
inhibition of 11B-hydroxylase, potentially increasing vasopressor requirements and worsening
outcomes. In contrast, ketamine has emerged as an alternative agent due to its
sympathomimetic properties, though it may cause cardiovascular depression in
catecholamine-depleted patients. Given that post-intubation hypotension is associated with
increased ICU mortality, understanding the comparative effects of these agents is critical.
While recent studies suggest possible mortality benefits with ketamine, findings remain
inconsistent, warranting further investigation.
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Methodology: This multicenter retrospective chart review was conducted across hospitals
within the BayCare Health System using electronic health records (Cerner). Adult patients
admitted between January 1, 2021, and July 8, 2025, who underwent rapid sequence
intubation (RSI) with either ketamine or etomidate were included. Data collection occurred
from August 2025 to March 2026 and included demographics, baseline clinical
characteristics, indication for RSI, comorbidities, ICU and hospital length of stay (LOS),
vasopressor use and duration, ventilator-free days, and mortality outcomes. Continuous
variables were analyzed using Mann-Whitney U test and reported as medians with
interquartile ranges. Categorical variables, including sex, indication for RSI, comorbidities,
and vasopressor use, were analyzed using the Chi-square test of independence.
Vasopressor duration and number of vasopressors used were analyzed among patients
requiring vasopressor support. Statistical analyses were performed using Minitab software
and excel. This multicenter retrospective chart review was conducted across hospitals within
the BayCare Health System using electronic health records (Cerner). Adult patients admitted
between January 1, 2021, and July 8, 2025, who underwent rapid sequence intubation (RSI)
with either ketamine or etomidate were included. Data collection occurred from August 2025
to March 2026 and included demographics, baseline clinical characteristics, indication for
RSI, comorbidities, ICU and hospital length of stay (LOS), vasopressor use and duration,
ventilator-free days, and mortality outcomes. Continuous variables were analyzed using
Mann-Whitney U test and reported as medians with interquartile ranges. Categorical
variables, including sex, indication for RSI, comorbidities, and vasopressor use, were
analyzed using the Chi-square test of independence. Vasopressor duration and number of
vasopressors used were analyzed among patients requiring vasopressor support. Statistical
analyses were performed using Minitab software and excel.

Results: A total of 152 patients were included (ketamine n=76; etomidate n=76). Baseline
characteristics were similar between groups, except for age, with patients in the etomidate
group being older (70 vs. 61.5 years; p=0.003). There were no significant differences in sex,
weight, SOFA score, pre-intubation MAP, or heart rate. Respiratory failure was the most
common indication for RSI in both groups (50 vs. 50; p=0.327). Comorbidities were also
comparable between groups, including cardiac disease, neurologic disease, adrenal
insufficiency, and no comorbidities (p=0.094). Ketamine was associated with significantly
shorter ICU length of stay compared to etomidate (3.9 vs. 5.9 days; effect estimate -1.52,
95% CI -2.9 to —0.2; p=0.019) and shorter hospital length of stay (6.1 vs. 11.4 days; effect
estimate —4.7, 95% Cl -7.2 to -2.2; p<0.001). There were no significant differences in
vasopressor use (44 vs. 52 patients), number of vasopressors (p=0.754) in patients requiring
vasopressors, vasopressor duration (p=0.294), or ventilator-free days (p=0.066). A total of
152 patients were included (ketamine n=76; etomidate n=76). Baseline characteristics were
similar between groups, except for age, with patients in the etomidate group being older (70
vs. 61.5 years; p=0.003). There were no significant differences in sex, weight, SOFA score,
pre-intubation MAP, or heart rate. Respiratory failure was the most common indication for
RSI in both groups (50 vs. 50; p=0.327). Comorbidities were also comparable between
groups, including cardiac disease, neurologic disease, adrenal insufficiency, and no
comorbidities (p=0.094). Ketamine was associated with significantly shorter ICU length of
stay compared to etomidate (3.9 vs. 5.9 days; effect estimate -1.52, 95% CI -2.9 to -0.2;
p=0.019) and shorter hospital length of stay (6.1 vs. 11.4 days; effect estimate —4.7, 95% ClI
-7.2to -2.2; p<0.001). There were no significant differences in vasopressor use (44 vs. 52
patients), number of vasopressors (p=0.754) in patients requiring vasopressors, vasopressor
duration (p=0.294), or ventilator-free days (p=0.066). A total of 152 patients were included
(ketamine n=76; etomidate n=76). Baseline characteristics were similar between groups,
except for age, with patients in the etomidate group being older (70 vs. 61.5 years; p=0.003).
There were no significant differences in sex, weight, SOFA score, pre-intubation MAP, or
heart rate. Respiratory failure was the most common indication for RSI in both groups (50 vs.
50; p=0.327). Comorbidities were also comparable between groups, including cardiac
disease, neurologic disease, adrenal insufficiency, and no comorbidities (p=0.094). Ketamine
was associated with significantly shorter ICU length of stay compared to etomidate (3.9 vs.
5.9 days; effect estimate —1.52, 95% Cl —2.9 to —-0.2; p=0.019) and shorter hospital length of

stay (6.1 vs. 11.4 days; effect estimate —4.7, 95% Cl 7.2 to —2.2; p<0.001). There were no
significant differences in vasopressor use (44 vs. 52 patients), number of vasopressors
(p=0.754) in patients requiring vasopressors, vasopressor duration (p=0.294), or ventilator-
free days (p=0.066).

Conclusion: In this multicenter retrospective study, ketamine use for RSl in critically ill adults
was associated with shorter ICU and hospital length of stay compared to etomidate.
However, no significant differences were observed in vasopressor requirements, vasopressor
duration, or ventilator-free days, in patients requiring vasopressors. These findings suggest
ketamine may be associated with improved healthcare utilization outcomes, though
prospective studies are needed to further evaluate clinical outcomes and confirm these
findings. In this multicenter retrospective study, ketamine use for RSI in critically ill adults was
associated with shorter ICU and hospital length of stay compared to etomidate. However, no
significant differences were observed in vasopressor requirements, vasopressor duration, or
ventilator-free days, in patients requiring vasopressors. These findings suggest ketamine
may be associated with improved healthcare utilization outcomes, though prospective studies
are needed to further evaluate clinical outcomes and confirm these findings. In this
multicenter retrospective study, ketamine use for RSl in critically ill adults was associated
with shorter ICU and hospital length of stay compared to etomidate. However, no significant
differences were observed in vasopressor requirements, vasopressor duration, or ventilator-
free days, in patients requiring vasopressors. These findings suggest ketamine may be
associated with improved healthcare utilization outcomes, though prospective studies are
needed to further evaluate clinical outcomes and confirm these findings. In this multicenter
retrospective study, ketamine use for RSI in critically ill adults was associated with shorter
ICU and hospital length of stay compared to etomidate. However, no significant differences
were observed in vasopressor requirements, vasopressor duration, or ventilator-free days, in
patients requiring vasopressors. These findings suggest ketamine may be associated with
improved healthcare utilization outcomes, though prospective studies are needed to further
evaluate clinical outcomes and confirm these findings.

Inwang, Joy | Tallahassee Memorial Healthcare (PGY1 Resident) |
joy.inwang26@gmail.com

Retrospective evaluation of the impact of ambulatory care pharmacists in
transitions of care clinic on hypertension management

Background: The American College of Cardiology (ACC) and American Heart Association
(AHA) defines hypertension is defined as systolic blood pressure (SBP) greater > 130 mmHg
or diastolic blood pressure (DBP) > 80 mmHg. It is one of the leading modifiable risk factors
for cardiovascular disease. According to a 2018 National Health and Nutrition Examination
Survey, 56.3% of adults in the United States have hypertension. Rural and underserved
populations experience a disproportionate burden of hypertension. For every 10 mmHg
decrease in SBP, the incidence of major cardiovascular diseases decreases. The ACC/AHA
guidelines state that the BP treatment goal is <130/80 mmHg for most adults, and a
multidisciplinary team-based care is effective in addressing patient access to medications.
Retrospective and prospective studies have demonstrated improved BP outcomes in patients
with hypertension when their therapy is managed by pharmacists. The purpose of this study
is to evaluate the impact of pharmacist interventions on hypertension management in a
transitions of care clinic.

Methodology: This single center, retrospective chart review quality improvement project
included adult patients 18 years or older with hypertension and encountered by a pharmacist
over a 6-month period between April 1, 2025, and September 30, 2025. Patients were
identified via an Epic-generated report and were excluded if they were pregnant, had terminal
illnesses or end stage renal disease. The primary outcome was the change in SBP and DBP
from baseline to follow-up and the secondary outcome was the proportion of patients
achieving BP goal < 130/80 mmHg at follow-up. Baseline characteristics were analyzed using
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descriptive statistics and the paired t-test was used to compare the mean change in SBP and
DBP.

Results: 74 patient records meeting the inclusion criteria were reviewed with 56 being
included in the final analysis. The mean change in SBP from baseline to follow-up was -17
mmHg (95% CI -23.6 to -10.4, P<0.001) and the mean change in DBP from baseline to
follow-up was -9 mmHg (-12.6 to -5.4, p<0.001). Eighteen percent of the patients achieved
BP goal <130/80 mmHg at follow up.

Conclusion: This retrospective chart review demonstrated a clinically and statistically
significant BP reduction through the interventions provided by ambulatory care pharmacists
in transitions of care clinic. Although the study did not meet the secondary endpoint, it did not
diminish the impact of pharmacists in patient BP goal attainment.

Irlacher, Brooke | HCA Florida Northside (PGY1 Resident) | ammo4141@gmail.com
Comparison of sedation strategies for intubated patients in the intensive care
unit

Background: Sedation and analgesia practices for mechanically ventilated patients vary
widely in drug selection and dosing. Optimal management is essential, as under-sedation
can cause agitation, ventilator asynchrony, and self-extubation, while over-sedation may
prolong ventilation, increase ICU stay, and raise mortality. Opioid analgesia is commonly
combined with sedatives, but the benefit of continuous infusion versus intermittent bolus
dosing remains unclear. Current evidence is limited, leading to inconsistent practice across
ICUs. Determining which strategy improves ventilation duration, ICU length of stay, and
safety outcomes could guide protocols, reduce variability, and support sedation stewardship
efforts.

Methodology: This single-center retrospective chart review compares outcomes between
continuous fentanyl infusion and intermittent fentanyl bolus administration as adjuncts to
continuous sedation with propofol, midazolam, or ketamine in mechanically ventilated ICU
patients. Adult patients intubated for >24 hours were included. Exclusion criteria included
pregnancy, incarceration, post-cardiac arrest status, continuous paralytics, operative-room
intubation, intracranial hemorrhage, active seizures requiring pentobarbital, comfort-care
measures initiated while intubated, or patients awaiting organ donation. The primary endpoint
was duration of mechanical ventilation. Secondary endpoints included ICU length of stay,
sedation medication exposure, total fentanyl administered while intubated, use of additional
sedative medications, and self-extubation rates. Baseline demographics, admission
diagnosis, RASS goals, RSI medications, and timing of fentanyl initiation were collected.
Categorical variables were analyzed using chi-square or Fisher’s exact tests, and continuous
variables were analyzed using Student’s t-tests. This single-center retrospective chart review
compares outcomes between continuous fentanyl infusion and intermittent fentanyl bolus
administration as adjuncts to continuous sedation with propofol, midazolam, or ketamine in
mechanically ventilated ICU patients. Adult patients intubated for >24 hours were included.
Exclusion criteria included pregnancy, incarceration, post-cardiac arrest status, continuous
paralytics, operative-room intubation, intracranial hemorrhage, active seizures requiring
pentobarbital, comfort-care measures initiated while intubated, or patients awaiting organ
donation. The primary endpoint was duration of mechanical ventilation. Secondary endpoints
included ICU length of stay, sedation medication exposure, total fentanyl administered while
intubated, use of additional sedative medications, and self-extubation rates. Baseline
demographics, admission diagnosis, RASS goals, RSI medications, and timing of fentanyl
initiation were collected. Categorical variables were analyzed using chi-square or Fisher’s
exact tests, and continuous variables were analyzed using Student’s t-tests.

Results: A total of 104 patients were included (continuous infusion n=54; intermittent bolus
n=50). Baseline characteristics were similar between groups. The primary outcome, duration
of mechanical ventilation, was comparable between groups. Median ventilation duration was
46.5 hours (28.5-88) in the continuous infusion group and 45 hours (26.3-70.8) in the

intermittent bolus group. The mean difference in ventilation duration was 8.9 hours (95% CI -
11.4 to 29.1; p=0.82). Secondary outcomes were also similar. The median ICU length of stay
was 93.5 hours (51.3-191.3) in the infusion group and 87 hours (60.5-168) in the intermittent
bolus group (p=0.64). Self-extubation occurred in 3.7% versus 6% of patients, respectively
(p=0.59). A total of 104 patients were included (continuous infusion n=54; intermittent bolus
n=50). Baseline characteristics were similar between groups. The primary outcome, duration
of mechanical ventilation, was comparable between groups. Median ventilation duration was
46.5 hours (28.5-88) in the continuous infusion group and 45 hours (26.3-70.8) in the
intermittent bolus group. The mean difference in ventilation duration was 8.9 hours (95% CI -
11.4 to 29.1; p=0.82). Secondary outcomes were also similar. The median ICU length of stay
was 93.5 hours (51.3-191.3) in the infusion group and 87 hours (60.5-168) in the intermittent
bolus group (p=0.64). Self-extubation occurred in 3.7% versus 6% of patients, respectively
(p=0.59). A total of 104 patients were included (continuous infusion n=54; intermittent bolus
n=50). Baseline characteristics were similar between groups. The primary outcome, duration
of mechanical ventilation, was comparable between groups. Median ventilation duration was
46.5 hours (28.5-88) in the continuous infusion group and 45 hours (26.3-70.8) in the
intermittent bolus group. The mean difference in ventilation duration was 8.9 hours (95% CI -
11.4 to 29.1; p=0.82). Secondary outcomes were also similar. The median ICU length of stay
was 93.5 hours (51.3-191.3) in the infusion group and 87 hours (60.5-168) in the intermittent
bolus group (p=0.64). Self-extubation occurred in 3.7% versus 6% of patients, respectively
(p=0.59).

Conclusion: In this single-center retrospective study, intermittent fentanyl bolus
administration demonstrated similar clinical outcomes compared with continuous fentanyl
infusion when used as adjunct analgesia in mechanically ventilated ICU patients. There was
no significant difference in duration of mechanical ventilation, ICU length of stay, or self-
extubation rates between groups. These findings suggest that intermittent fentanyl bolus
dosing may be a reasonable alternative to continuous infusion, supporting flexibility in ICU
sedation strategies and potential opioid stewardship efforts. In this single-center retrospective
study, intermittent fentanyl bolus administration demonstrated similar clinical outcomes
compared with continuous fentanyl infusion when used as adjunct analgesia in mechanically
ventilated ICU patients. There was no significant difference in duration of mechanical
ventilation, ICU length of stay, or self-extubation rates between groups. These findings
suggest that intermittent fentanyl bolus dosing may be a reasonable alternative to continuous
infusion, supporting flexibility in ICU sedation strategies and potential opioid stewardship
efforts. In this single-center retrospective study, intermittent fentanyl bolus administration
demonstrated similar clinical outcomes compared with continuous fentanyl infusion when
used as adjunct analgesia in mechanically ventilated ICU patients. There was no significant
difference in duration of mechanical ventilation, ICU length of stay, or self-extubation rates
between groups. These findings suggest that intermittent fentanyl bolus dosing may be a
reasonable alternative to continuous infusion, supporting flexibility in ICU sedation strategies
and potential opioid stewardship efforts. In this single-center retrospective study, intermittent
fentanyl bolus administration demonstrated similar clinical outcomes compared with
continuous fentanyl infusion when used as adjunct analgesia in mechanically ventilated ICU
patients. There was no significant difference in duration of mechanical ventilation, ICU length
of stay, or self-extubation rates between groups. These findings suggest that intermittent
fentanyl bolus dosing may be a reasonable alternative to continuous infusion, supporting
flexibility in ICU sedation strategies and potential opioid stewardship efforts.

Isgett, Victoria | Winter Haven Hospital (PGY1 Resident) | roselynn0428@icloud.com
Pharmacist-led discontinuation of stress dose hydrocortisone after transfer
from the intensive care unit: a retrospective cohort study

Background: In patients with septic shock, intravenous (IV) hydrocortisone is recommended
when vasopressor support is required. The Society of Critical Care Medicine (SCCM)
guidelines recommend IV hydrocortisone 200 mg per day administered as a continuous
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infusion or 50 mg every 6 hours, referred to as a stress dose of hydrocortisone. The optimal
approach to discontinuing hydrocortisone after vasopressor cessation remains controversial.
While some literature supports abrupt discontinuation when therapy duration is less than 7
days, others support tapering over 1 to 3 days regardless of hydrocortisone duration. The
SCCM guidelines do not define a preferred method for discontinuation. During the transition
from intensive care unit (ICU) to general medical ward, patients are at an increased risk for
medication-related errors, including the unintentional continuation of stress dose
hydrocortisone. Continued use of hydrocortisone may require unnecessary corrective
interventions, such as insulin therapy. These risks can be mitigated through effective care
transitions, including enhanced provider communication and medication reconciliation.
TheraDoc®, a clinical surveillance software, generates customizable alerts to support
targeted monitoring and enhance clinician awareness of ongoing therapy. A pharmacist-
reviewed flag alert was created in March 2022 at the investigator’s institution to ensure
patients did not inadvertently continue scheduled hydrocortisone post-transfer from the ICU.
This study aims to evaluate whether TheraDoc®’s customizable surveillance capabilities
have aided in steroid stewardship to improve medication safety during the transition from the
ICU and reduce the exposure to stress dose corticosteroids.

Methodology: This was an IRB-approved, retrospective, single-centered, pre-post
intervention cohort study conducted at one of 16 hospitals in a large not-for-profit community
health system. Patients were included if they were at least 18 years old, were admitted into
the ICU followed by a transfer to the general medical ward, had a septic shock indication,
and received stress dose IV hydrocortisone while in the ICU — defined as a dose of at least
200 mg per day. Data collected for the pre intervention group was from May 1st, 2017, to
May 1st, 2020, and the post intervention group from May 1st, 2022, to May 1st, 2025.
Patients were excluded if during the hospitalization they were COVID-19 positive, expired,
pregnant, received subsequent corticosteroids for an alternative indication, utilized chronic
steroids prior to admission, were not initiated on vasopressors, or were incarcerated. The
primary outcome was the total cumulative dose (mg) of IV hydrocortisone received post-ICU
transfer. Key secondary outcomes include the time to capillary blood glucose (CBG) control
post-ICU transfer, defined as CBG < 160 mg/dL for 2 consecutive readings, measured in
days; time to IV hydrocortisone taper post vasopressor discontinuation (days); and total
duration of IV hydrocortisone therapy during admission (days). Safety endpoints include the
incidence of severe hyperglycemia or hypoglycemia, defined in Table 2.

Results: Baseline characteristics are outlined in Table 1. Patients were grouped based on
their ICU admission date as either pre-intervention or post-intervention. A total of 604
patients were screened; 56 patients were included — with 28 patients in each group. Outcome
results are listed in Table 2. The median cumulative 1V hydrocortisone dose for the post-
intervention group was lower than the pre-intervention group (575 mg vs. 875 mg, p=0.138).
Persistent hyperglycemia occurred in 50% of the pre-intervention group vs. 35.7% in the
post-intervention group (p=0.275). The time to CBG control within 48 hours of post-ICU
transfer was significantly lower in the post-intervention group (0.9 days vs. 2.2 days,
p=0.019). No significant differences were found with any of the safety outcomes. A post-hoc
analysis revealed the proportion of hydrocortisone discontinuation in the ICU was
significantly higher in the post-intervention group (46.4% vs. 7.1%, p=0.002).

Conclusion: Although the cumulative amount of hydrocortisone the patients were exposed
to after ICU transfer was lower in the post-intervention group, there was not a statistically
significant difference between the groups. The Theradoc® flag alert was implemented to
decrease the amount of stress dose IV hydrocortisone continued post-ICU transfer; based on
the results of this study, the purpose of the flag alert was achieved, despite statistical
insignificance. The post-hoc analysis of IV hydrocortisone discontinuation in the ICU
preceding transfer was statistically significant and supports the utility of the flag alert. The
identification of patients with IV hydrocortisone through the flag alert led pharmacists to
determine if discontinuation was appropriate and then make recommendations to the
provider. This flag alert may be beneficial for institutions to implement based on the overall
clinical significance in a reduction of IV hydrocortisone exposure and the secondary outcome

findings. Potential limitations of the study may include the small sample size and
retrospective design.

Jazayeri, Kimia | UF Health Jacksonville (PGY1 Resident) | kimiajaz@yahoo.com
SGLT2 Inhibitor Use in Hospitalized Patients: A Closer Look at Composite
Adverse Outcomes

Background: Sodium—glucose cotransporter 2 inhibitors (SGLT2i) have demonstrated
significant benefits in improving glycemic control and reducing cardiovascular events, heart
failure hospitalizations, and chronic kidney disease (CKD) progression. These benefits have
led to their inclusion as first-line agents in patients with type 2 diabetes and heart failure with
reduced ejection fraction (HFrEF). Despite the well-documented clinical benefits of SGLT2
inhibitors, their use has been associated with an increased risk of composite side effects,
particularly urinary tract infections (UTls), Acute Kidney Injury (AKI), hypotension, and
hypoglycemia. This risk appears to be higher in certain patient populations, including those
with chronic kidney disease (CKD), heart failure, urinary incontinence, or structural and
functional abnormalities of the urinary tract. Studies have shown that patients who develop
adverse events while taking SGLT2 inhibitors tend to be older, have a longer duration of
diabetes, higher body mass index (BMI), elevated HbA1c levels, and reduced renal function.
These findings underscore the importance of an individualized therapeutic approach that
accounts for these risk factors to optimize the safety and effectiveness of SGLT2 inhibitor
use in high-risk populations. While outpatient data suggest a modestly increased risk of
adverse events, evidence in hospitalized populations remainslimited. Understanding these
risks in acutely ill patients is crucial for guiding safe inpatient prescribing practices. Therefore,
this study aims to evaluate the incidence of major adverse events as primary outcomes in
hospitalized patients receiving SGLT2 inhibitors.

Methodology: This retrospective cohort study will include adult patients (=18years) with
HFrEF (EF <40%) admitted to UF Health Jacksonville between January 1, 2025, and June
31, 2025, who received at least one dose of an SGLT2 inhibitor (empagliflozin 10 mg or
dapagliflozin 10 mg daily). A comparator group of hospitalized patients prior to 2020 not
receiving SGLT2 inhibitors was compared based on similar baseline characteristics. Data
was collected from UF Health Jacksonville’s Epic® electronic medical record system and
pharmacy dispensing records, de-identified, and securely stored in UF REDCap. Statistical
analyses were performed using SPSS (v25) with significance set at p-value <0.05.
Continuous variables were included as median with interquartile range (IQR) and compared
using the Kruskal-Wallis test. Categorical variables were compared using the Chi-square
test. When expected cell counts were less than five, the Fisher’s exact test was used.

Results: A total of 281 patients were included in the analysis. The median age was 55.0
years (IQR 45.0-61.0) in the SGLT2 inhibitor group and 60.0 years (IQR 49.0-69.0) in the
non-SGLT2 inhibitor group (p<0.001). The majority of patients were male, including 96
(68.1%) in the SGLT2 inhibitor group and 91 (65.0%) in the non-SGLT2 inhibitor group, while
45 (31.9%) and 49 (35.0%) were female, respectively (p=0.673). The composite primary
endpoint occurred in 73 patients (51.8%) in the SGLT2 inhibitor group and 60 patients
(42.9%) in the non-SGLT2 inhibitor group, which was not statistically different between
groups (p=0.168). Overall, SGLT2 inhibitor use was not associated with an increased risk of
the composite adverse outcome. For the secondary outcomes, patients receiving SGLT2
inhibitors were significantly more likely to receive guideline-directed medical therapy at
discharge, including beta blockers (90.8% vs 76.4%, p=0.002) and mineralocorticoid receptor
antagonists (65.2% vs 32.1%, p<0.001). All patients in the SGLT2 inhibitor group received at
least some GDMT at discharge compared with 86.4% in the non-SGLT2i group (p<0.001).

Conclusion: In hospitalized patients who were on SGLT2 inhibitors, the use of SGLT2
inhibitors was not associated with a statistically significant increase in composite adverse
events compared with patients who did not receive SGLT2 inhibitor therapy. Although
patients receiving SGLT2 inhibitors had a slightly longer length of stay and higher rates of
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guideline-directed medical therapy at discharge, the incidence of individual adverse events—
including acute kidney injury, hypotension, urinary tract infection, hypoglycemia, and diabetic
ketoacidosis—was similar between two groups. These findings demonstrate that SGLT2
inhibitor therapy appears to be very well tolerated without a significant increase in short-term
adverse outcomes. However, further studies with larger sample sizes and longer follow-up
are needed to better evaluate the safety profile and clinical impact of SGLT2 inhibitors in
hospitalized patients.

Jimenez Ybargollin, Alberto | AdventHealth Tampa (PGY1 Resident) |
albertjimenezy@yahoo.com

Comparison of Vancomycin AUC Guided Versus Trough Guided Dosing
Using Single Concentration AUC Estimation

Background: Vancomycin remains a cornerstone agent for methicillin-resistant
Staphylococcus aureus (MRSA) infections. The 2020 IDSA/ASHP/SIDP consensus
guidelines recommend area under the curve (AUC)-guided dosing with a target AUC/MIC of
400-600 mg-h/L over trough-only monitoring, citing reduced nephrotoxicity without
compromising efficacy. Meta-analytic evidence demonstrates that AUC-guided therapeutic
drug monitoring (TDM) is associated with 37—-47% lower odds of vancomycin-associated
acute kidney injury (AKI) compared with trough-guided strategies. However, coordinating
paired peak—trough levels is logistically challenging, driving interest in single-level AUC
estimation methods using population-informed pharmacokinetic calculators. At our institution,
vancomycin monitoring transitioned from trough-guided dosing to AUC-guided dosing based
on a single steady-state level analyzed with a population-informed first-order
pharmacokinetic calculator. The purpose of this study is to evaluate the effect of this
transition on vancomycin exposure, therapeutic target attainment, AKI incidence, monitoring
intensity, and vancomycin utilization.

Methodology: This was a retrospective, single-center study conducted at a tertiary care
center. Adult patients (=18 years) with culture-verified MRSA bacteremia or MRSA
pneumonia who received at least three doses of intravenous vancomycin and had at least
one vancomycin level obtained after the third dose were included. Cohort 1 (trough-guided)
included patients from June 1, 2023, through November 30, 2023. Following institutional
implementation of AUC-guided dosing in January 2025 and a washout period, Cohort 2
(AUC-guided) included patients from June 1, 2025, through November 30, 2025. Patients
were excluded if they were pregnant, missed vancomycin doses before steady state,
required renal replacement therapy, received perioperative or pulse-dosed vancomycin, had
a central nervous system infection, or had an MRSA isolate with a vancomycin MIC greater
than 1 mg/L. The primary outcome was the difference in first steady-state AUC24 between
cohorts, calculated using the same institutional single-level pharmacokinetic calculator.
Secondary outcomes included AKI incidence (KDIGO criteria), proportions of therapeutic
(400-600 mg-h/L), subtherapeutic (<400 mg-h/L), and supratherapeutic (>600 mg-h/L)
AUC24 at first steady state, vancomycin levels per week, total vancomycin grams per course,
and pharmacist adherence to the AUC-guided vancomycin dosing protocol. Continuous
variables were compared using Wilcoxon rank-sum or Welch t tests; categorical variables
were compared using Fisher exact tests. All tests were two-sided with a = 0.05.

Results: Of the 410 patient records screened, 57 patients were included, with 26 (46%) in
the trough-guided cohort and 31 (54%) in the AUC-guided cohort. Median first steady-state
AUC24 did not differ significantly between cohorts (434 vs 453 mg-h/L; p = 0.81). At the first
steady-state assessment, therapeutic AUC24 (400—600 mg-h/L) was achieved in 30.8% of
trough-guided courses compared with 54.8% of AUC-guided courses. Median absolute AUC
prediction error was higher in the trough-guided cohort (175 mg-h/L) compared to the AUC-
guided cohort (71 mg-h/L). AKI rates did not differ significantly between cohorts (11.5% vs
12.9% vs; p = 1.00; OR 0.88, 95% CI 0.12-5.82). The following secondary outcomes also did
not differ significantly between the trough-guided and AUC-guided cohorts: monitoring

intensity (2.05 vs 2.00 levels/week; p = 0.97), total vancomycin grams per course (14.4 vs
18.3g; p = 0.55), and normalized exposure (20.2 vs 25.3 mg/kg/day; p = 0.44). In the AUC-
guided cohort, adherence to AUC dosing was 80.6% (25/31), while full protocol adherence
was 25.8% (8/31). Therapeutic AUC24 attainment was 75.0% (6/8) among patients who
received protocol-adherent regimens, compared with 47.8% (11/23) of patients with non-
adherent regimens (OR 3.15, 95% CI 0.44-38.39; p = 0.24).

Conclusion: Transitioning to single-level AUC-guided vancomycin dosing improved
therapeutic target attainment and dosing precision without increasing AKI, monitoring burden,
or vancomycin utilization compared with the prior trough-guided approach. Although the
study was not powered to detect statistical significance across AUC categories, the observed
shift toward therapeutic exposure and away from supra- and subtherapeutic levels is
clinically relevant and aligns with the goals of the 2020 IDSA/ASHP/SIDP consensus
guidelines. Pharmacist adherence to AUC dosing protocols was associated with greater
initial target attainment, highlighting the importance of protocol compliance in optimizing
outcomes. These findings support the feasibility of implementing single-level AUC-guided
dosing in a community hospital setting. Larger prospective studies are warranted to confirm
these findings.

Jimenez, Lilia | Miami VA Healthcare System (PGY1 Resident) |
lilijimenez09@hotmail.com

Retrospective review of patients on concomitant direct oral anticoagulant
and antiplatelet or nonsteroidal anti-inflammatory with dismissed population
management interaction flags

Background: Concomitant DOAC and antiplatelet therapy is often prescribed for patients
that require both arterial and venous thromboembolism prevention, while NSAIDs are used
for pain and inflammation. The combination of a DOAC with an antiplatelet and/or NSAID
significantly increases bleeding risk, making close monitoring and clear documentation of
indications essential for patient safety. To support anticoagulation stewardship, the Veterans
Health Administration (VHA) developed a DOAC population management tool (PMT) that
flags key clinical needs, including laboratory monitoring and high-risk concomitant therapies.
This study evaluates the outcomes of patients with permanently dismissed DOAC PMT
combination antiplatelet/NSAID flags to inform best practices.

Methodology: Retrospective data collected on patients prescribed a DOAC in combination
with antiplatelet and/or NSAID therapy identified using the VISN 8 PMT Permanent Dismissal
Review Tool. Data collection from the Computerized Patient Record System (CPRS) and
PMT records includes indication for therapy, presence of gastrointestinal protection,
appropriateness of flag dismissal, reassessment for deprescribing, subsequent clinical
outcomes, and potential missed opportunities for clinical intervention. For patients in whom a
clinical intervention is warranted, follow-up was conducted through direct patient outreach or
provider communication. During outreach, potential interventions include evaluating the need
for continued use of the antiplatelet and/or NSAID and the co-prescribing of a proton pump
inhibitor for gastrointestinal protection. The primary objective is to validate the PMT
Permanent Dismissal Review tool’s ability to identify patients with permanently dismissed
flags, evaluate appropriateness of flag dismissals, and assess whether permanent dismissal
was associated with missed opportunities for clinical interventions. Secondary outcomes
include evaluation of adverse events associated with concomitant therapy and the frequency
of missed clinical interventions. Findings will be shared with the Miami VA Healthcare System
Pharmacy Service and VISN 8 PBM Anticoagulation Workgroup to guide future practice and
potential restoration of dismissed PMT flags.

Results: A total of 33 patients were included. The average age was 77 years (range 56—-96),
and all patients were male. Concomitant antiplatelet therapy was present in 27 patients, most
commonly aspirin (81.5%), followed by clopidogrel (18.5%). NSAID use was identified in 5
patients, with meloxicam being the most frequently used agent. Gastrointestinal prophylaxis
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with a proton pump inhibitor or H2 receptor antagonist was documented in 75.7% of patients.
At the time of review, 20 patients (60.6%) required a clinical intervention, with 17 patients
ultimately receiving an intervention after exclusions. Common interventions included clinical
pharmacist practitioner (CPP) patient outreach, initiation or renewal of gastrointestinal
prophylaxis, and discontinuation or reassessment of antiplatelet and/or NSAID therapy. Two
patients (6.1%) experienced bleeding-related adverse events (positive fecal immunochemical
test and hematuria). Review of the PMT Permanent Dismissal Review Tool also identified
cases where flags had not been permanently dismissed as expected and frequent
pharmacist-initiated re-evaluations despite prior dismissal.

Conclusion: Permanently dismissed DOAC PMT interaction flags frequently did not reflect
true clinical appropriateness, as a substantial proportion of patients required reassessment
and intervention. These findings highlight potential gaps in the initial dismissal process and
suggest that dismissed flags may still represent ongoing clinical risk. Enhancing PMT
workflows through more stringent dismissal criteria, improved documentation of antiplatelet
and NSAID indications, and targeted follow-up for high-risk patients may help optimize
anticoagulation stewardship and improve patient safety.

Johnson, Caitlyn | Ascension St. Vincent's Riverside (PGY1 Resident) |
80787johnson@gmail.com

Sex-Based Differences in Tolerability Among Patients Initiating Oral Sotalol

Background: The American College of Cardiology and American Heart Association
guidance supports sotalol for rhythm control management in atrial fibrillation (AF) and atrial
flutter (AFL); however, its use is limited by the risk of proarrhythmic events. Women
demonstrate longer baseline QT intervals than men and literature suggests women are less
likely to undergo procedural rhythm-control resulting in a greater reliance on drug therapy
options like sotalol. Despite known outcome differences, sex-specific tolerability during
inpatient initiation of oral sotalol remains unknown. The purpose of this study is to compare
sex-based differences in the tolerability and safety of oral sotalol initiated in the inpatient
setting.

Methodology: This was an IRB-approved, retrospective, single-centered, observational
cohort study. Subjects were included if they were 18 years of age or older, had a diagnosis of
AF or AFL, and were initiated on oral sotalol during hospital admission. Subjects were
excluded if they were receiving dialysis, pregnant, incarcerated, or had documented
outpatient sotalol therapy within 6-months of admission. Eligible subjects were stratified by
sex to assess all outcomes. The primary outcome was tolerability of the inpatient sotalol
loading regimen. Tolerability was defined as completion of the regimen without order
modification resulting in dose reduction, adverse event related dose omission, or premature
discontinuation. Secondary outcomes assessed included dose increases, adverse events, in-
hospital mortality, hospital length of stay, and 30-day readmission. With an alpha set at 0.05,
a total of 200 subjects were required to detect a 15% difference in the primary outcome with
a power of 80%. Categorical and nominal data were compared using chi-square or Fisher’s
exact test, and continuous and ordinal data using Student’s t-test or Wilcoxon rank-sum
tests. A multivariable logistic regression was used for the primary outcome to adjust for
potential confounding variables.

Results: Of 1,011 screened subjects, 200 subjects met inclusion criteria. Outpatient sotalol
use within 6 months of admission was the most common reason for exclusion. Baseline
characteristics are summarized in Table 1. Women were older (76.35 vs 71.85 years,
p=0.001) and had lower creatine clearance (58.3 vs 82.45 mL/min, p< 0.001) and diastolic
blood pressure (70 vs 74 mmHg, p=0.010). Women had lower rates of prior electrical
cardioversion (41 vs 56%, p=0.048) and higher baseline heart rate (78.5 vs 72.5 bpm,
p=0.030). Primary and secondary outcomes are summarized in Table 2. Overall, tolerability
of the inpatient sotalol loading regimen was similar between women and men (61 vs 65%,
p=0.660). A multivariable logistic regression was run on the primary outcome to adjust for

age, history of heart failure, baseline serum creatinine, history of electrical cardioversion, and
outpatient use of a beta-blocker. After adjustment for these potential confounders, there was
still no significant difference between groups (p>0.900). Among subjects who did not tolerate
the regimen, reasons differed by sex. Dose-reduction occurred more frequently in women (39
vs 18%, p=0.044), whereas premature discontinuation occurred less frequently (13 vs 32%,
p=0.028). Dose-escalation occurred in 7% of subjects in both groups. Adverse events
occurred more frequently in women (88 vs 75%, p=0.03), which manifested most commonly
as bradycardia or hypotension. Other secondary outcomes, such as hospital length of stay
and 30-day readmission rates, were similar between groups. Despite similarity in tolerability,
intolerance manifested differently by sex and occurred despite similar initial dosing
distributions and dose-escalation rates. This may suggest that regimen completion alone
may mask clinically meaningful, sex-specific safety profiles. Differences in baseline factors
including renal function, age, and diastolic blood pressure, may increase systemic sotalol
exposure and predispose to hemodynamic intolerance, most notably hypotension, thereby
prompting more frequent dose reductions. These findings may reflect differing clinical
thresholds for stopping therapy based on the dominant adverse event profile. Notably, these
findings are consistent with prior literature describing sex-based differences in antiarrhythmic
drug utility. Future studies should assess potential health-care disparities reflected in
baseline procedural interventions and continuation of antiarrhythmic therapy, and evaluate
whether sex-specific dosing and monitoring strategies improve clinical outcomes. Limitations
of this study include its retrospective design and reliance on accurate documentation in the
electronic medical record. Strengths of this study include its novel evaluation of sex-based
tolerability during oral sotalol initiation and a composite tolerability endpoint that captures
clinically meaningful manifestations of intolerance.

Conclusion: In this single-center cohort of inpatients initiated on oral sotalol for AF and AFL,
overall loading-regimen tolerability was comparable between men and women.

Joseph, Nikhil | UF Health Shands (PGY1 Resident) | nikjoseph880@gmail.com
Antifungal Effects of SSRIs in Postoperative Lung Transplant Patients

Background: Depression after lung transplant has been associated with worse clinical
outcomes. The use of selective serotonin reuptake inhibitors (SSRIs) for these disorders is
well studied and widely recognized as effective. Lung transplant recipients are at the greatest
risk for Aspergillus infections within the first 6 months post-transplant, and Candida infections
within the first month. Pulmonary and disseminated fungal infections, collectively referred to
as invasive fungal infections (IFls), represent serious complications that require prompt
diagnosis and aggressive treatment. Emerging in vitro studies and a case report have
demonstrated that SSRIs may exhibit antifungal properties and show synergistic activity with
azole antifungals. This study aimed to expand upon the existing body of research by
evaluating whether SSRI use is associated with a reduced incidence of IFls in the
postoperative period following lung transplantation.

Methodology: This was an IRB-approved, retrospective cohort study conducted at a large
academic medical center. Adult patients aged 18 years and older who underwent lung
transplantation from January 2018 to October 2024 were included. Patients were excluded if
they had a pre-existing systemic fungal infection or if they required antifungal treatment or
prophylaxis before transplantation. The primary outcome was the incidence of IFls within 6
months post-lung transplant which necessitated a change in transplant protocol—guided
prophylaxis or treatment. Secondary outcomes included the incidence of proven IFI at 12
months post-transplant, resistant fungi, rejection and IFl-related adverse events. A subgroup
analysis was performed to assess the association between specific SSRI agents and the
incidence of fungal infection, adverse events, and rejection. Baseline characteristics by
cohort were summarized using descriptive statistics. The primary outcome was analyzed
using Pearson’s chi-squared test. Descriptive statistics or logistic regression models were
utilized for secondary and exploratory analyses as appropriate.
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Results: Baseline characteristics are outlined in Table 1. The primary endpoint was not
statistically significant (p=0.6). With respect to secondary outcomes, the incidence of proven
fungal infection (p=0.7), resistant fungal infection (p=0.5), lung rejection (p=0.13), and clinical
complications due to IFI (p=0.4) were not statistically significant. Exploratory outcomes
evaluating the incidence of invasive fungal infection by specific SSRI were not statistically
significant at 6 months (p=0.4) or 1 year (p=0.3). Rejection rates by specific SSRI (p=0.4)
and clinical complications by specific SSRI (p=0.9) were also not statistically significant.

Conclusion: SSRI utilization was not associated with a reduction in invasive fungal
infections within 6 months following lung transplantation. Future prospective, multicenter
studies with larger sample sizes are needed to further investigate whether SSRIs or the
timing of SSRI reinitiation may influence fungal infection risk in lung transplant recipients.

Jula, Alana | UF Health Jacksonville (PGY1 Resident) | alana.jula@comcast.net
Effectiveness and Safety of DOACs versus Warfarin for Left Ventricular
Thrombus Resolution

Background: Left ventricular (LV) thrombus is a recognized complication of several cardiac
conditions, including myocardial infarction, severe left ventricular systolic dysfunction, and
dilated cardiomyopathy. This condition poses a significant risk for systemic embolism and
ischemic stroke, necessitating prompt and effective anticoagulation therapy. Warfarin has
historically served as the standard of care for LV thrombus management, but is limited by the
need for frequent INR monitoring, dietary restrictions, and a narrow therapeutic index. Direct
oral anticoagulants (DOACs)—including apixaban, rivaroxaban, and dabigatran—offer
several practical advantages, such as fixed dosing, fewer food and drug interactions, and no
requirement for routine monitoring. Although their use for LV thrombus is off-label, growing
retrospective and observational evidence has demonstrated comparable thrombus resolution
and safety outcomes compared to warfarin. The 2025 RIVAWAR randomized controlled trial
further supported these findings, showing similar rates of complete thrombus resolution
between rivaroxaban and warfarin without increased bleeding or mortality risk. Current
ACC/AHA guidelines acknowledge DOACs as reasonable alternatives to warfarin in this
setting, though further large-scale studies are warranted.

Methodology: This is a single-center, retrospective observational study conducted at UF
Health Jacksonville evaluating the effectiveness and safety of DOACs versus warfarin for LV
thrombus resolution. Adult patients (=18 years) admitted between January 1, 2023, and June
30, 2025, with a new diagnosis of LV thrombus who received either warfarin or a DOAC for
275% of their hospital stay will be included. Patients with recent major bleeding, intracranial
hemorrhage, large ischemic stroke, or secondary thrombus will be excluded. Data will be
collected from the electronic medical record (Epic®) and pharmacy dispensing systems and
stored in REDCap. Collected variables will include patient demographics, comorbidities,
thrombus characteristics, anticoagulation details, and clinical outcomes. The primary
endpoint is complete or partial LV thrombus resolution as assessed by follow-up cardiac
imaging (e.g., echocardiography) after 3 months of therapy. Secondary endpoints include
embolic events (stroke/TIA, DVT/PE, MI), mortality, major bleeding per ISTH criteria, and
hospital length of stay. Baseline characteristics will be compared using one-way ANOVA for
continuous variables and x? tests for categorical variables..

Results: Results will be completed and discussed at the presentation
Conclusion: Conclusion will be completed and discussed at the presentation

Kauff, Kaitlyn | Mease Countryside Hospital (PGY1 Resident) | kauffkaitlyn@gmail.com
Intravenous push versus intravenous piggyback cefazolin for the treatment
of methicillin-sensitive Staphylococcus aureus bacteremia

Background: In 2021, the Centers for Disease Control and Prevention reported a
prevalence of methicillin-sensitive Staphylococcus aureus (MSSA) infections as 3,669 cases
per 100,000 population, with approximately 14.8% of those cases resulting in death. Despite
the significant mortality associated with MSSA bacteremia, there are currently no formal
guidelines for its management. Cefazolin is widely utilized for its coverage of gram-positive
organisms, including S. aureus species, and is FDA approved for intravenous push (IVP)
administration. It exhibits time-dependent pharmacodynamics with a serum half-life of
approximately 1.8 hours, which raises concern that IVP administration could result in
concentrations below the minimum inhibitory concentration earlier in the dosing interval,
impacting clinical outcomes. While IVP administration offers workflow advantages, its impact
on clinical outcomes in disease states such as MSSA bacteremia remain unclear. Clinical
trials evaluating IVP beta-lactam outcomes are primarily conducted in the emergency
department or critically ill patients, which limits their generalizability to specific disease states
such as bacteremia. The purpose of this study is to evaluate the impact of a health system
transitioning from intravenous piggyback (IVPB) to intravenous push in patients being treated
with cefazolin for MSSA bacteremia.

Methodology: This was an IRB-approved, multi-site, retrospective cohort study conducted
across fourteen hospitals of a large healthcare system. Patients were included if they were
greater than 18 years of age, admitted to a hospital within the healthcare system between
January 1, 2023 and December 31, 2025, and treated with IVP or IVPB cefazolin within 72
hours of a positive MSSA culture. Patients were excluded if they were treated with empiric
antistaphylococcal antibiotics for greater than 72 hours, received both IVP and IVPB
cefazolin, or had a polymicrobial infection. The primary outcome was rate of treatment failure,
defined as a composite of persistent bacteremia for greater than five days, in-hospital
mortality, or escalation of therapy in patients receiving IVP versus IVPB cefazolin for the
treatment of MSSA bacteremia. Secondary outcomes included comparing treatment failure in
separate subgroups consisting of persistent bacteremia, in-hospital mortality, escalation of
therapy, readmission within 90 days, length of stay, time to blood culture clearance, and
safety. A subgroup analysis was also conducted to compare primary and secondary
outcomes for critically ill patients and those with hypoalbuminemia. Using R version 4.5.2,
Chi-square tests and absolute risk differences (RD) were calculated to analyze composite
treatment failure, with multivariable logistic regression to adjust for clinically relevant
covariates. Based on reported differences in previous studies, to detect a difference of 13%
with an alpha of 0.05 and power of 80%, a total sample size of 376 patients was required

Results: A total of 214 patients met inclusion criteria (IVPB n=150, IVP n=64). Treatment
failure occurred in 34% of the IVPB group and 34.4% in the IVP group, which was not
statistically significant (p=1.00). Patients in the IVPB group were more likely to have
persistent bacteremia greater than five days (28.4% vs 14.3%; p=0.0346). Additional
secondary outcomes were not statistically significant, including in-hospital mortality (5.3% vs
4.7%; p=1.00), escalation of therapy (13.3% vs 17.2%; p=0.525), 90-day readmission (18%
vs 14.1%; p=0.553), and median length of hospital stay (9.74 vs 7.96 days; p=0.058).
Patients experienced similar rates of adverse events between groups (6.7% vs 7.8%). Time
to blood culture clearance was shorter for the IVP group (2.63 days [IQR 1.76-3.81]),
compared to IVPB (3.52 days [IQR 2.1-5.33]) (p=0.0078). Multivariate logistic regressions
adjusting for age, hypoalbuminemia, and renal dysfunction (CrCl <30 mL/min) were not
associated with increased risk for treatment failure. However, ICU admission was
independently associated with increased odds of treatment failure (OR 2.779, 95% CI 1.411
to 5.535; p=0.003). Subgroup analyses comparing ICU status and albumin levels
demonstrated no statistically significant differences.

Conclusion: IVP administration was not associated with increased treatment failure
compared to IVPB for the treatment of MSSA bacteremia. Although persistent bacteremia
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was more common in the IVPB group and time to culture clearance was shorter in the IVP
group, the study did not meet power to claim statistical significance due to unbalanced
sample sizes. Additionally, ICU admission was associated with increased risk of treatment
failure in both groups. Limitations of the study include retrospective design, failure to meet
planned sample size, and reliability of the EHR for documentation of factors such as adverse
events and readmissions outside of the health system. While these findings support the
transition to IVP administration without impacting clinical outcomes, larger, adequately
powered studies are warranted to confirm these results.

Kehus, Colin | St. Josephs Hospital, BayCare (PGY1 Resident) |
colin.f.kehus@gmail.com

Strategic evaluation of Publix pharmacy meds-to-beds program: Implications
for contract renewal and enterprise growth at BayCare

Background: This study was conducted across the BayCare Health System and focused on
hospitals that currently partner with Publix Pharmacy to provide a meds-to-beds service.
BayCare's current meds-to-beds program is distinct from many other models in that it does
not function under the direct supervision of the BayCare Health System. Instead, the program
is outsourced to Publix Pharmacies, a transition that occurred approximately ten years ago
when Publix began operating twelve outpatient pharmacies within the BayCare network.
There has been minimal systematic evaluation of the Publix-led meds-to-beds program over
the past decade. In particular, there have not been any true assessments of the program’s
impact on clinical workflow and interdisciplinary collaboration, including its influence on
nursing operations, physician efficiency, and transitions of care processes. Not only was
operational workflow efficiency needing evaluation, but also the program effects on patient-
centered outcomes, such as medication education, discharge efficiency, hospital readmission
rates, length of stay and patient demographics needed further evaluation. Given these gaps
in the literature and enterprise assessment, a formal qualitative evaluation was undertaken
within the BayCare Health System. The purpose of this analysis was to critically key service
lines perceptions of the meds-to-beds program, identify facilitators and barriers to effective
efficiency, and to assess its broader organizational and patient-level impact. The findings
from this evaluation are intended to inform strategic decision-making, support quality
improvement efforts, and guide future initiatives related to the optimization and impact of the
meds-to-beds program within BayCare.

Methodology: A survey to eight different service lines during February of 2026, as well as a
retrospective analysis of readmission rates, length of stay and patient demographics for the
fourth quarter of 2025 and the first quarter of 2026 year. The inclusion criteria for this study
are patients discharged from a BayCare Hospital. Exclusion criteria include enrollment in
meds-to-beds program without being prescribed medications on discharge, patients not
enrolled in meds-to-beds program, discharge prescriptions were printed, and patients
discharging somewhere other than home. For the survey, an estimated 392 participants per
group are needed for an effect size of 20% with 80% power for a sample t-test. A 20%
relative increase in the mean, will need ~35-36 per group. For the secondary outcomes of 30-
day readmission, an estimated sample size of 12,080 patients (6,040 per group) was used to
obtain 80% power to detect a 2% absolute decrease in all-cause 30-day hospital
readmissions.

Results: Survey Results:Domain 1: Program Awareness and Understanding: Training &
familiarity is high across all groups (88-100%). Hospitalists report 100% familiarity; Publix
staff are well-trained. Gap: Confidence in teaching the process is lower than knowing it.
Contact rates with Publix are high (90%+) for patient care leads and care coordination but
weaker perception from Hospitalists who want direct pharmacist contact. Domain 2: Workflow
efficiency: Efficiency ratings are mixed, hospitalists rate highest (~90% agree), nurse
managers lowest (~57%). Delivery delays are the #1 workflow bottleneck cited across
nursing staff. Publix Delivery staff (~50%) report that 90-minutes is not enough time from

prescription entry to delivery. Domain 3: Patient Care: Positive impact on patient care is
agreed upon by 80%+ across all groups. Strongest endorsement from hospitalists and
transitions of care pharmacists. Patient medication knowledge rated low by Publix-facing staff
(41% Delivery, ~50% Pharmacists) vs higher by clinical staff (66-74%). TOC Pharmacists
report "Sometimes" meds aren't delivered post-discharge. Domain 4: Satisfaction:
Satisfaction with the program ranges from 51% (Nurse Managers) to 93% (Hospitalists).
Nursing managers bear the brunt of process friction. Re-education interest is 38% overall —
highest among transitions of care pharmacists (50%), lowest among patient care leads(22%).
Domain 5: Free text: 478 total free-text responses collected. Patient Care Leads and Care
Coordination provided the most feedback (122 and 114 respectively). Top 3 themes across
all free text: (1) Delivery delays from off-site, (2) Cerner pharmacy auto-override, (3)
Communication gaps between Publix and care teams. Secondary Outcomes: Evaluation and
analysis of secondary outcome measures were ongoing at the time of submission and
therefore are not reported.

Conclusion: Across eight professional groups, a total of 328 survey responses were
collected, with the highest participation from Patient Care Leads (62 responses) and the
lowest from Publix Pharmacists (17 responses). Overall perceptions of the meds-to-beds
program were generally favorable, though notable variability existed across professions. A
strong majority of respondents (82%) agreed that the program has a positive impact on
patient care, with hospitalists reporting the most favorable (96%) and nurse managers the
least (66%). Similarly, willingness to recommend the program to friends or family was high
overall (88%), reaching 100% among hospitalists and transitions-of-care pharmacists, while
patient care leads reported the lowest recommendation rate (80%). Satisfaction with the
current program was more moderate, with 70% of respondents indicating overall satisfaction.
Hospitalists again reported the highest satisfaction (93%), whereas nurse managers
expressed substantially lower satisfaction (51%). Regarding educational needs, 38% of
respondents indicated that re-education would be beneficial, a sentiment expressed most
frequently by transitions-of-care pharmacists (50%) and least frequently by patient care leads
(22%). Perceptions of patient medication knowledge at discharge were mixed, 66% of
respondents rated patient knowledge as moderate or very good, with assistant nurse
managers providing the most favorable assessments (74%) and Publix delivery staff
reporting the lowest (41%). Finally, program efficiency was viewed positively by 68% of
respondents when assessed, hospitalists again rated efficiency most highly (90%), while
nurse managers reported the lowest agreement (57%). Overall, the findings suggest that
while the meds-to-beds program is broadly viewed as beneficial—particularly by
hospitalists—there are meaningful interprofessional differences in satisfaction, perceived
efficiency, and perceived impact on workflow and patient education that warrant further
consideration.

Kendall, Ashley | Orlando Health Bayfront Saint Pete (PGY1 Resident) |
ashmark123@gmail.com

Impact of Prophylactic Gentamicin Irrigation on CAUTI Rates in Trauma
Patients

Background: Catheter-associated urinary tract infections (CAUTIs) are associated with
increased morbidity, prolonged hospitalization, higher healthcare costs, and increased
mortality. Although minimizing catheter duration remains the cornerstone of prevention,
trauma patients often require extended catheterization, necessitating additional preventive
strategies. On December 11, 2024 trauma patients at a Level Il Trauma Center were started
on prophylactic gentamicin bladder irrigation if the patient was expected to have a foley
catheter in place for greater than a week a risk for developing CAUTIs. This study evaluates
the impact of this intervention on CAUTI rates. A prior single-center study by Rieger RM et al.
suggested a reduction in CAUTI rates with prophylactic gentamicin irrigation, though external
validation remains limited.
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Methodology: This is a retrospective chart review of all hospitalized patients age 18 years
and older, who were seen at Orlando Health Bayfront Hospital between December 11, 2023
and November 11,2025 that required an indwelling urinary Foley catheter for more than 48
hours and were eligible for prophylactic gentamicin irrigation. For the purposes of this study,
CAUTI is defined as a positive urine culture occurring in a patient with a urinary catheter in
place for at least 48 hours or within 72 hours of catheter removal, consistent with Centers for
Disease Control and Prevention and National Healthcare Safety Network criteria. 586
subjects are needed to achieve 90% power to detect a relative reduction in CAUTI incidence.
This was determined by using effective size assumptions derived from prior published trauma
center data on prophylactic gentamicin irrigations. This is a retrospective chart review of all
hospitalized patients age 18 years and older, who were seen at Orlando Health Bayfront
Hospital between December 11, 2023 and November 11,2025 that required an indwelling
urinary Foley catheter for more than 48 hours and were eligible for prophylactic gentamicin
irrigation. For the purposes of this study, CAUTI is defined as a positive urine culture
occurring in a patient with a urinary catheter in place for at least 48 hours or within 72 hours
of catheter removal, consistent with Centers for Disease Control and Prevention and National
Healthcare Safety Network criteria. 586 subjects are needed to achieve 90% power to detect
a relative reduction in CAUTI incidence. This was determined by using effective size
assumptions derived from prior published trauma center data on prophylactic gentamicin
irrigations.

Results: A total of 825 patients were enrolled in the study, 318 in the gentamicin group and
507 in the group that did not receive gentamicin. 2 of the 318 (0.63 %) gentamicin receiving
patients had a CAUTI and 4 of the 507 (0.79%) of the non-gentamicin receiving patients had
a CAUTI. Gentamicin irrigation was not associated with a reduction in CAUTI (0.63% vs
0.79%; p = 0.9). A total of 825 patients were enrolled in the study, 318 in the gentamicin
group and 507 in the group that did not receive gentamicin. 2 of the 318 (0.63 %) gentamicin
receiving patients had a CAUTI and 4 of the 507 (0.79%) of the non-gentamicin receiving
patients had a CAUTI. Gentamicin irrigation was not associated with a reduction in CAUTI
(0.63% vs 0.79%; p = 0.9). A total of 825 patients were enrolled in the study, 318 in the
gentamicin group and 507 in the group that did not receive gentamicin. 2 of the 318 (0.63 %)
gentamicin receiving patients had a CAUTI and 4 of the 507 (0.79%) of the non-gentamicin
receiving patients had a CAUTI. Gentamicin irrigation was not associated with a reduction in
CAUTI (0.63% vs 0.79%; p = 0.9).

Conclusion: Prophylactic gentamicin bladder irrigation was not associated with a reduction
in CAUTI rates in trauma patients with a risk of developing CAUTI. The use of prophylactic
gentamicin bladder irrigation to reduce incidence of CAUTI seen in the originating study was
not able to be replicated in this study. Prophylactic gentamicin bladder irrigation was not
associated with a reduction in CAUTI rates in trauma patients with a risk of developing
CAUTI. The use of prophylactic gentamicin bladder irrigation to reduce incidence of CAUTI
seen in the originating study was not able to be replicated in this study. Prophylactic
gentamicin bladder irrigation was not associated with a reduction in CAUTI rates in trauma
patients with a risk of developing CAUTI. The use of prophylactic gentamicin bladder
irrigation to reduce incidence of CAUTI seen in the originating study was not able to be
replicated in this study. Prophylactic gentamicin bladder irrigation was not associated with a
reduction in CAUTI rates in trauma patients with a risk of developing CAUTI. The use of
prophylactic gentamicin bladder irrigation to reduce incidence of CAUTI seen in the
originating study was not able to be replicated in this study.

Khan, Nadiya | Holy Cross Health (PGY1 Resident) | skhan.nadiya@gmail.com
Minimizing Sleep Disruptions in Hospitalized Adults

Background: Sleep disruptions are detrimental to hospitalized patients’ health outcomes as
sleep is essential to a patient’s recovery, cognitive, and emotional well-being. However,

inpatient sleep is often disrupted during hospital stays due to routine care activities. The
consequences of sleep disruption include slower recovery, increased risk for falls, prolonged

hospital stay, and mortality. A prior data review from our institution revealed that a significant
portion of overnight medication administration was due to nebulizer treatments with
ipratropium (Atrovent). Ipratropium made up 64% of bronchodilators ordered, and 63% of
those ipratropium orders had at least one overnight dose administration. This issue stems
from orders scheduled for Every 6 hours and Every 4 hours as by default in the ordering
system, these schedules include overnight doses. Opportunities exist to improve quality of
care. At our institution, we provided Inservice education to pharmacy and resident
physicians, as well as spread awareness in the pharmacy newsletter. This quality
improvement project led by a PGY1 Pharmacist Resident builds on these initiatives to
describe the outcomes of a pilot sleep-stewardship program, highlight the role of clinical
pharmacists in improving patient sleep, and identify barriers. This study aims to reduce
unnecessary overnight medication administration in hospitalized adults.

Methodology: This was a 2.5-month, single center, retrospective descriptive study. The
initiative involves pharmacists intervening during the order verification process. Ipratropium
orders that were scheduled for Every 6 hours (Q6H), and Every 4 hours (Q4H) are to be
changed to sleep-friendly dosing schedules of 4 times daily and Every 4 hours while awake,
or PRN with approval from ordering providers. Orders are only eligible if the patient is = 18
years of age, admitted for at least 24 hours, and is on a medical or surgical unit. Patients who
were Baker Acted and/or were on critical care units at the time of order verification were
excluded. After eligible orders were identified, pharmacists reached out to providers to
encourage sleep-friendly dosing schedules and then document the intervention and if the
provider approved the schedule-change. Data was then collected retrospectively from the
electronic health record (EHR) to document scheduled orders, the ordering providers, doses
that were scheduled and administered, the pharmacists involved, and the interventions. The
primary outcome was the proportion of scheduled ipratropium orders with at least one
overnight administration attempt. The secondary outcomes were the proportion of orders
adjusted to sleep-friendly dosing schedules, the proportion of sleep-friendly orders entered
by resident physicians, and the proportion of sleep-friendly orders entered.

Results: At the end of the study period, there were a total of 71 scheduled ipratropium
orders. This total was comprised of 36 (34.6%) Q6H orders, 1 (0.96%) of Q4H, 25 (35.2%)
sleep-friendly orders. There were 32 scheduled orders in which at least one overnight dose
administration was attempted. For the primary outcome, 45% of the scheduled ipratropium
orders had at least one overnight administration attempt. For the secondary outcomes, 9.9%
of scheduled orders were adjusted to sleep-friendly dosing. Of the ipratropium orders
adjusted to sleep-friendly dosing schedule, there were no self-documented interventions in
the EHR from pharmacists. However, follow-up confirmed that interventions were made, and
project barriers were identified as time constraints, ease of identifying eligible orders, gaining
approval to adjust dosing times, and risk of nighttime adverse events.

Conclusion: This study revealed many barriers to implementing sleep-stewardship initiatives
which present opportunities to improve these initiatives. Recommendations for adjusting
dosing schedules was well-received by resident physicians after delivering the Inservice
education to them as shown by the 14% of sleep-friendly orders entered by them. This result
shows that strengthening education methods such as doing a hospital-wide Inservice
presentation could further encourage the consideration of ordering sleep-friendly ipratropium.
Since self-documentation presented a challenge, the process for documenting could be
made easier, utilizing elements that the pharmacists are more familiar with. Out of 71
ipratropium orders, 45% had at least one overnight administration, compared to the 63% in
the data obtained prior to the study. While these two data points cannot be compared, it
shows the potential for reducing unnecessary overnight dose administration in future studies.
Utilizing the insight gained from this study, barriers can be addressed and further study can
be conducted at this institution to gauge long-term application and patient-perceived quality
of sleep. This can lead to adding this reduction of overnight ipratropium use to the de-
escalation checklist used when transitioning patient care from the critical care units to the
medical/surgical units. Eventually, this could even lead to the implementation of changes to
the order panel layout that will allow ease of prescribing sleep-friendly ipratropium.
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Kim, Rachel | Cleveland Clinic Indian River (PGY1 Resident) |
rachel.kim105@gmail.com

Time to resolution of diabetic ketoacidosis in intensive care versus medical
surgical units: a retrospective cohort study

Background: Traditionally, diabetic ketoacidosis (DKA) has been managed in the intensive
care unit (ICU) due to the need for continuous monitoring, insulin drip administration, and
electrolyte management. Current guidelines such as the American Diabetes Association
(ADA) recommend classifying the severity of DKA to determine appropriate level of care, but
there remains variability in different institutional practices. At Cleveland Clinic Indian River
Hospital, DKA can be managed at the ICU and the medical-surgical units with the use of the
DKA treatment resolution protocol. Prior studies suggest comparable outcomes between the
floors but are limited by small sample sizes and inconsistent definitions of DKA resolution.
This study aims to address these gaps by comparing the time to DKA resolution in patients
managed in the ICU versus medical-surgical units.

Methodology: This retrospective study included 53 patients admitted with DKA. The primary
outcome was time to DKA resolution. Secondary outcomes included length of stay (LOS) and
incidence of hypoglycemia. Continuous variables were analyzed using the Mann-Whitney U
test and categorical variables using Fischer’s exact test. Subgroup analysis by age (< 65 vs =
65 years) and sensitivity analysis excluding LOS > 30 days were performed. This
retrospective study included 53 patients admitted with DKA. The primary outcome was time
to DKA resolution. Secondary outcomes included length of stay (LOS) and incidence of
hypoglycemia. Continuous variables were analyzed using the Mann-Whitney U test and
categorical variables using Fischer’s exact test. Subgroup analysis by age (< 65 vs = 65
years) and sensitivity analysis excluding LOS > 30 days were performed.

Results: Median time to DKA resolution was significantly longer in ICU patients compared to
medical-surgical patients (17.5 [IQR 14.8-33.9] vs. [7.5-18.7] hours; p = 0.01). There were no
significant differences in LOS (5 [3-8] vs. 4 [2-9] days; p = 0.55) or hypoglycemia (13% vs
0%; p = 0.08) between both groups. Median time to DKA resolution was significantly longer in
ICU patients compared to medical-surgical patients (17.5 [IQR 14.8-33.9] vs. [7.5-18.7]
hours; p = 0.01). There were no significant differences in LOS (5 [3-8] vs. 4 [2-9] days; p =
0.55) or hypoglycemia (13% vs 0%; p = 0.08) between both groups. Median time to DKA
resolution was significantly longer in ICU patients compared to medical-surgical patients
(17.5 [IQR 14.8-33.9] vs. [7.5-18.7] hours; p = 0.01). There were no significant differences in
LOS (5 [3-8] vs. 4 [2-9] days; p = 0.55) or hypoglycemia (13% vs 0%; p = 0.08) between both
groups.

Conclusion: ICU patients had longer time to DKA resolution without differences in LOS or
hypoglycemia suggesting these differences likely reflect iliness severity rather than
differences in overall clinical outcomes.

Kinsey, Erin | HCA Florida Fort Walton-Destin Hospital (PGY1 Resident) |
erin.kinsey12@gmail.com

Assessing the utilization and outcomes of calcitonin therapy: a medication
use evaluation

Background: Calcitonin is known for its use in treating different manifestations of
hypercalcemia. However, with newer and more effective treatment options such as
bisphosphonates, its role has shifted in the guidelines and in practice. Additionally, given the
rather high cost, there is a need to evaluate current prescribing practices and utilization. This
study aims to assess the appropriateness and effectiveness of calcitonin use based on
guideline recommendations and current facility guidance documents.

Methodology: This was a retrospective, cross-sectional study conducted at a 331-bed acute
care community hospital with data collection beginning September 2025. Data collection
included patients who received calcitonin at our facility between January 2020 and November
2025. The primary outcome of this study was appropriate use of calcitonin per current facility
hypercalcemia algorithm guidance document. We assessed compliance with facility guidance
document, overall appropriateness of use, and factors that contributed to non-compliance. Of
note, all patients were assumed to have documented symptoms of hypercalcemia. This was
due to a change in electronic medical record platforms, causing patient notes to be
inaccessible for use for this project. The secondary outcomes were effectiveness and
utilization. Effectiveness was analyzed by net change in calcium levels before and after
calcitonin and if there was improvement (decrease) in calcium levels after first dose.
Utilization included the number of administrations. This was a retrospective, cross-sectional
study conducted at a 331-bed acute care community hospital with data collection beginning
September 2025. Data collection included patients who received calcitonin at our facility
between January 2020 and November 2025. The primary outcome of this study was
appropriate use of calcitonin per current facility hypercalcemia algorithm guidance document.
We assessed compliance with facility guidance document, overall appropriateness of use,
and factors that contributed to non-compliance. Of note, all patients were assumed to have
documented symptoms of hypercalcemia. This was due to a change in electronic medical
record platforms, causing patient notes to be inaccessible for use for this project. The
secondary outcomes were effectiveness and utilization. Effectiveness was analyzed by net
change in calcium levels before and after calcitonin and if there was improvement (decrease)
in calcium levels after first dose. Utilization included the number of administrations.

Results: A total of 57 patients received calcitonin during the study period. Overall, 14
patients (24.6%) were fully compliant with institutional guidance criteria, while 75.4% had at
least one element of non-compliance. Compliance rates for individual criteria included
appropriate indication (78.9%), correct initial dosing (80.7%), correct route (100%), and
appropriate coinciding orders (71.9%). The most common contributors to non-compliance
were absence of a 6-hour post-dose calcium level (63.2%), missing or incomplete coinciding
orders (28.1%), duration greater than 48 hours (22.8%), and non-qualifying calcium levels
(21.1%). Mean ionized calcium decreased from 1.875 to 1.802 mmol/L, total calcium from
13.49 to 11.77 mg/dL, and corrected calcium from 14.03 to 12.63 mg/dL. 6 patients (10.5%)
did not have an improvement in calcium levels after the first dose. A total of 231
administrations occurred. A total of 57 patients received calcitonin during the study period.
Overall, 14 patients (24.6%) were fully compliant with institutional guidance criteria, while
75.4% had at least one element of non-compliance. Compliance rates for individual criteria
included appropriate indication (78.9%), correct initial dosing (80.7%), correct route (100%),
and appropriate coinciding orders (71.9%). The most common contributors to non-
compliance were absence of a 6-hour post-dose calcium level (63.2%), missing or
incomplete coinciding orders (28.1%), duration greater than 48 hours (22.8%), and non-
qualifying calcium levels (21.1%). Mean ionized calcium decreased from 1.875 to 1.802
mmol/L, total calcium from 13.49 to 11.77 mg/dL, and corrected calcium from 14.03 to 12.63
mg/dL. 6 patients (10.5%) did not have an improvement in calcium levels after the first dose.
A total of 231 administrations occurred. A total of 57 patients received calcitonin during the
study period. Overall, 14 patients (24.6%) were fully compliant with institutional guidance
criteria, while 75.4% had at least one element of non-compliance. Compliance rates for
individual criteria included appropriate indication (78.9%), correct initial dosing (80.7%),
correct route (100%), and appropriate coinciding orders (71.9%). The most common
contributors to non-compliance were absence of a 6-hour post-dose calcium level (63.2%),
missing or incomplete coinciding orders (28.1%), duration greater than 48 hours (22.8%),
and non-qualifying calcium levels (21.1%). Mean ionized calcium decreased from 1.875 to
1.802 mmol/L, total calcium from 13.49 to 11.77 mg/dL, and corrected calcium from 14.03 to
12.63 mg/dL. 6 patients (10.5%) did not have an improvement in calcium levels after the first
dose. A total of 231 administrations occurred.
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Conclusion: Calcitonin use for hypercalcemia can be optimized at our facility, with only one-
quarter of patients meeting all criteria for appropriate use. These findings highlight
opportunities for pharmacist-led stewardship and optimization of ordering practices to
improve guideline adherence and reduce avoidable drug expenditures. Calcitonin use for
hypercalcemia can be optimized at our facility, with only one-quarter of patients meeting all
criteria for appropriate use. These findings highlight opportunities for pharmacist-led
stewardship and optimization of ordering practices to improve guideline adherence and
reduce avoidable drug expenditures. Calcitonin use for hypercalcemia can be optimized at
our facility, with only one-quarter of patients meeting all criteria for appropriate use. These
findings highlight opportunities for pharmacist-led stewardship and optimization of ordering
practices to improve guideline adherence and reduce avoidable drug expenditures.
Calcitonin use for hypercalcemia can be optimized at our facility, with only one-quarter of
patients meeting all criteria for appropriate use. These findings highlight opportunities for
pharmacist-led stewardship and optimization of ordering practices to improve guideline
adherence and reduce avoidable drug expenditures.

Kirkland, Ashleigh | Lakeland Regional Health (PGY2 Resident) |
ackirk1019@gmail.com

Association between documented penicillin allergy and antibiotic selection
for community acquired pneumonia in the emergency department

Background: Community acquired pneumonia (CAP), defined as an acute infection of the
pulmonary parenchyma acquired outside of the hospital, is responsible for approximately 1.2
million emergency (ED) visits and is one of the most common reasons for hospitalizations in
the United Sates. The Centers for Disease Control and Prevention (CDC) reports that CAP is
one of the leading causes of mortality. The American Thoracic Society (ATS) Guidelines for
Community Acquired Pneumonia recommend beta-lactam antibiotics as first line therapy
either alone or in combination with other antibiotics for the treatment of CAP but does not
explicitly address alternatives in penicillin allergies. Up to 10% of patients in the US report a
penicillin allergy, which may lead a provider to select sub-optimal therapy. This has been
shown to increase rates of resistance, adverse events, and treatment failures. Additionally, in
literature addressing other infectious diseases, despite documentation of a penicillin allergy,
up to 90% of patient are able to tolerate cephalosporins and other beta lactams. There is
insufficient evidence to guide medication selection for CAP in patients with penicillin allergies,
and the ATS guideline does not make specific recommendations for this context. The
purpose of this study was to determine the association between documented PCN allergy
and use of B-lactams in the treatment of CAP in the ED at the study institution.

Methodology: This study was an institutional review board-approved, single center,
retrospective cohort evaluation of adult patients (=18 years old) who were treated for CAP in
the ED between June 1, 2024 - May 31, 2025, with or without a documented penicillin
allergy. Patients were excluded if they had hospital acquired pneumonia (HAP), concomitant
infection at another site, or other antibiotic allergies outside of the PCN class. The primary
outcome was provider selection of a beta-lactam antibiotic. Secondary outcomes included
continuation of primary antibiotic or equivalent at hospital admission or discharge, duration of
antibiotic therapy in days, and occurrence of documented adverse drug reactions in the ED.
Continuous data was analyzed using Mann Whitney U or student’s T-test, and categorical
data was analyzed using Chi Square test. This study was an institutional review board-
approved, single center, retrospective cohort evaluation of adult patients (=18 years old) who
were treated for CAP in the ED between June 1, 2024 - May 31, 2025, with or without a
documented penicillin allergy. Patients were excluded if they had hospital acquired
pneumonia (HAP), concomitant infection at another site, or other antibiotic allergies outside
of the PCN class. The primary outcome was provider selection of a beta-lactam antibiotic.
Secondary outcomes included continuation of primary antibiotic or equivalent at hospital
admission or discharge, duration of antibiotic therapy in days, and occurrence of documented

adverse drug reactions in the ED. Continuous data was analyzed using Mann Whitney U or
student’s T-test, and categorical data was analyzed using Chi Square test.

Results: A total of 222 patients were included in a 2:1 ratio of patients without a penicillin
allergy (n=148) and those with a penicillin allergy (n=74). Baseline characteristics were
similar between groups with the exception of sex, with the non-penicillin allergy group having
more males (55% vs 41%; p=0.0462). There was no observed difference in -lactam
administration in patients with versus without a documented penicillin allergy (76% vs 80%;
p=0.4172). There were no differences in continuation of the ED antibiotics on hospital
admission in patients with penicillin allergies. The median total duration of therapy was 6
days in both groups (p=0.2786). No adverse reactions were documented in either group
following B-lactam administration in the ED. A total of 222 patients were included in a 2:1
ratio of patients without a penicillin allergy (n=148) and those with a penicillin allergy (n=74).
Baseline characteristics were similar between groups with the exception of sex, with the non-
penicillin allergy group having more males (55% vs 41%; p=0.0462). There was no observed
difference in B-lactam administration in patients with versus without a documented penicillin
allergy (76% vs 80%; p=0.4172). There were no differences in continuation of the ED
antibiotics on hospital admission in patients with penicillin allergies. The median total duration
of therapy was 6 days in both groups (p=0.2786). No adverse reactions were documented in
either group following B-lactam administration in the ED. A total of 222 patients were included
in a 2:1 ratio of patients without a penicillin allergy (n=148) and those with a penicillin allergy
(n=74). Baseline characteristics were similar between groups with the exception of sex, with
the non-penicillin allergy group having more males (55% vs 41%; p=0.0462). There was no
observed difference in B-lactam administration in patients with versus without a documented
penicillin allergy (76% vs 80%; p=0.4172). There were no differences in continuation of the
ED antibiotics on hospital admission in patients with penicillin allergies. The median total
duration of therapy was 6 days in both groups (p=0.2786). No adverse reactions were
documented in either group following B-lactam administration in the ED.

Conclusion: In this study, patients with documented penicillin allergies received beta-lactam
antibiotics for treatment of CAP at a similar rate as patients who did not have a documented
allergy to penicillin with no documented adverse outcomes during their ED visit. These
results add to the existing literature which suggests that cephalosporins and other beta-
lactam antibiotics are generally tolerated in patients with penicillin allergies. In this study,
patients with documented penicillin allergies received beta-lactam antibiotics for treatment of
CAP at a similar rate as patients who did not have a documented allergy to penicillin with no
documented adverse outcomes during their ED visit. These results add to the existing
literature which suggests that cephalosporins and other beta-lactam antibiotics are generally
tolerated in patients with penicillin allergies. In this study, patients with documented penicillin
allergies received beta-lactam antibiotics for treatment of CAP at a similar rate as patients
who did not have a documented allergy to penicillin with no documented adverse outcomes
during their ED visit. These results add to the existing literature which suggests that
cephalosporins and other beta-lactam antibiotics are generally tolerated in patients with
penicillin allergies. In this study, patients with documented penicillin allergies received beta-
lactam antibiotics for treatment of CAP at a similar rate as patients who did not have a
documented allergy to penicillin with no documented adverse outcomes during their ED visit.
These results add to the existing literature which suggests that cephalosporins and other
beta-lactam antibiotics are generally tolerated in patients with penicillin allergies.

Kirkland, Connor | Tampa General Hospital (PGY1 Resident) |
connorkirkland2@gmail.com

Evaluation of GDMT Use and Impact in Hospitalized HFrEF Patients

Background: As of 2024, approximately 6.7 million people over the age of 20 have heart
failure (HF) and that prevalence is expected to rise yearly. 1 Multiple landmark trials have
demonstrated that certain drug classes, referred to as guideline-directed medical therapy
(GDMT), improve morbidity and mortality in patients with HF reduced ejection fraction
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(HFrEF). According to literature, early, aggressive initiation of HF GDMT during
hospitalization is safe and reduces mortality, hospitalizations, and HF symptoms.2 This study
sought to evaluate gaps in therapy and potential opportunities for pharmacists to improve
guideline-directed use of HFrEF medications.

Methodology: This study was a retrospective study evaluating the use of GDMT in patients
hospitalized with HFrEF exacerbation who were admitted to a level 1 trauma center
academic medical center from 11/1/24 through 1/31/25. The study’s primary outcome was to
evaluate the proportion of patients admitted with HFrEF receiving GDMT by the time of
discharge. For patients not receiving GDMT at discharge, the percentage that were eligible
was also assessed using a large language model to screen for intolerances. Secondary
outcomes included evaluating the impact of substance-related disorders on GDMT usage in
heart failure patients. In addition, the study assessed the impact of targeted pharmacist
interventions (retrospective vs prospective discharge medication reconciliation, GDMT
recommendations, and post-discharge phone calls) on the use of GDMT and 30 day all
cause readmission rates.

Results: A total of 223 patients met inclusion criteria. The analysis revealed 26.9% (n = 60)
were discharged on all four GDMT pillars. Among those not fully optimized, substantial
proportions remained eligible for additional therapy: 22.4% for an SGLT2 inhibitor, 20.6% for
an MRA, 13.9% for an ACEi/ARB/ARNI, and 7.1% for a beta blocker. Prospective
pharmacist-led medication reconciliation significantly increased the likelihood of patients
being discharged on all four GDMT pillars (40% vs. 21.5%, p=0.005). Post-discharge
pharmacist phone calls were associated with reduced 30-day readmissions (11.5% vs. 22%,
p =0.049 ). Potential GDMT barriers included possible acute kidney injury (eGFR decline
>33% in the preceding 48 hours) for ACEI/ARB/ARNI, MRAs, and SGLT2 inhibitors, as well
as hypotension among patients not receiving beta blockers. Still, over half of patients not
prescribed SGLT2 inhibitors and nearly half not prescribed MRAs lacked documented
contraindications. Substance-related disorders showed mixed relationships with outcomes:
cannabis- and cocaine-related disorders were associated with significantly higher 30-day
readmission rates, whereas other substance categories showed no significant impact on
GDMT use or readmission risk.

Conclusion: This study identifies substantial opportunities to improve GDMT utilization in
hospitalized patients with HFrEF. Many patients who were not receiving all four evidence-
based therapies remained eligible, revealing a persistent gap between clinical guidelines and
real-world practice. Pharmacist-driven interventions—including prospective medication
reconciliation and structured post-discharge outreach—were associated with improved
GDMT optimization and lower readmission risk. These findings highlight the need for system-
level strategies that integrate pharmacists more deeply into impatient and transitional care
workflows. These results support ongoing efforts from pharmacists to close the treatment gap
and improve outcomes in heart failure management.

Kurisunkal, Matthew | BayCare St. Joseph's Hospital (PGY1 Resident) |
mgkurisunkal@gmail.com

Assessing the Impact of Pharmacist-Driven Stress Ulcer Prophylaxis
Deprescribing

Background: Adults who are critically ill are predisposed to stress-related upper
gastrointestinal bleeding (UGIB). The 2024 Society of Critical Care Medicine and American
Society of Healthcare Pharmacists guideline update specifies patients eligible for use of
stress ulcer prophylaxis (SUP), including histamine 2 receptor antagonists (H2RAs) and
proton pump inhibitors (PPIs). The guidelines specifically note that SUP should be
discontinued when risk factors are no longer present in patients, but the medications have
been found to be continued at high rates through discharge without indication. To prevent
prescribing without indication, BayCare implemented a protocol which allows pharmacists to

discontinue SUP when risk factors resolve. This study will evaluate the effect of the
implementation of the pharmacist-driven protocol on SUP deprescribing.

Methodology: This study was a single-center retrospective/prospective chart review of adult
patients who were admitted to BayCare St. Joseph’s Hospital intensive care unit (ICU) and
prescribed SUP. Patients were included from the adult cardiac, neurocritical, and medical
intensive care units. Patients continuing home therapy for PPI/H2RA, patients with alternative
indications for H2RA/PPI use, and pregnant patients were excluded.

Results: No statistically significant differences in demographics or risk factors were found in
the pre-protocol (n = 107) and post-protocol groups (n = 105). The primary outcome for
incidence of inappropriate continuation of stress ulcer prophylaxis was 83% in the pre-
protocol group and 86% in the post-protocol group (p = 0.823). Secondary outcomes
included the incidence of prescribing without indication, incidence of pharmacist
discontinuation compared to providers, continuation of SUP medications to discharge
prescriptions, and the duration of SUP therapy.

Conclusion: Limitations of the study include the inclusion of short-stay patients, practice
variability between critical care units and providers, and the limited ability to retrospectively
track pharmacist intervention. While no significant differences were found post-protocol
implementation, future studies should be conducted on the impact of pharmacist-driven
deprescribing protocols for patients with a longer duration of hospital stay.

Lackey, Amanda | Baptist Medical Center (PGY1 Resident) | lackey.am@gmail.com
Predictors of Successful IV to Subcutaneous Insulin Transition in Diabetic
Patients Following Open-Heart Surgery

Background: Hyperglycemia is a common complication following open-heart surgery in
patients with diabetes and is associated with adverse outcomes, including prolonged
hospitalization and increased risk of infection. Current Society of Thoracic Surgeons
guidelines recommend intravenous (1V) insulin infusion targeting a blood glucose <180 mg/dL
during the first 24 postoperative hours, with subsequent transition to subcutaneous (subcut)
insulin; however, evidence-based criteria for successful transition remains undefined. For this
study, successful transition was defined as maintaining blood glucose between 90-140 mg/dL
for at least 24 hours following IV insulin discontinuation, consistent with the institutional
cardiovascular intensive care unit (CVICU) insulin order set target. At our institution,
endocrinology manages all insulin transitions, though standardized transition criteria are
lacking. This study aimed to determine the incidence of successful IV to subcut insulin
transition and identify predictors of success.

Methodology: This single-center, retrospective chart review included adult patients with
diabetes in the CVICU who underwent open-heart surgery and received postoperative IV
insulin therapy for at least 24 hours, followed by transitioning to subcut insulin. Patients
receiving |V insulin infusion between August 1, 2022 and August 1, 2025 were identified via
Epic ® SlicerDicer. Inclusion criteria were IV insulin infusion =24 hours, =1 dose of long-
acting subcut insulin at transition, and a diagnosis of diabetes mellitus. Patients on home U-
500 or insulin pump therapy were excluded. The study was approved by the institution’s IRB,
and data were abstracted using a standardized collection form and managed in REDCap.
The primary outcome was successful transition incidence, defined as blood glucose 90-140
mg/dL for 224 hours post-1V insulin discontinuation. Secondary outcomes included patient-
specific predictors of success (age, hemoglobin A1c, acute kidney injury, acute infection,
home insulin use, chronic kidney disease, perioperative steroid use >1 dose, and mechanical
ventilation and vasopressor use at transition). Transition specific predictors included average
IV insulin rate, subcut insulin dose in first 24 hours, diet, postoperative transition day, oral
diabetes medication administration, weekday versus weekend transition, and weight-based
subcut insulin dosing. Additional secondary outcomes included intensive care unit (ICU) and
hospital length of stay (LOS), sternal infection within 90 days, hypoglycemia (<70 mg/dL) and
hyperglycemia (>180 mg/dL) incidence within 24 hours post-transition. Sample size (N=420)
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was calculated using events per variable rule, N = 100 + 10(i), utilizing 10 events per variable
for the planned logistic regression which originally had 32 variables. Data collection
proceeded reverse-chronologically, yielding 411 patients. Categorical variables were
assessed using chi-squared or Fisher’s exact test; continuous variables by Student’s t-test or
Mann-Whitney U test. Variables with p<0.2 on univariate analysis were entered into a
multivariate logistic regression. Jamovi was used for all analyses (95% ClI; significance
p<0.05).

Results: Of 411 patients, 34 (8.3%) achieved successful transition (ST). The ST group had
lower baseline hemoglobin A1c (median 6.25% vs 7.20%, p=0.002) and lower subcut insulin
doses, including long-acting and short-acting insulin, at transition (20 units vs 29 units,
p=0.016). Higher weight-based subcutaneous insulin dosing (>0.3 units/kg) was more
common in the NST group (52.3% vs 26.5%, p=0.004). Variables meeting p<0.2 on
univariate analysis and entered into multivariable logistic regression included: age 270, POD
23, weekend transition, oral diabetes medication, average insulin infusion rate, and acute
kidney injury. On multivariable logistic regression analysis, only weekend transitions
remained independently associated with success (OR 3.20, 95% CI 1.53-6.69, p=0.002).
Patient-specific variables (age =70 years, hemoglobin A1c =7%, acute kidney injury, chronic
kidney disease, infection, steroid use, mechanical ventilation, vasopressor support) and
surgery type were not associated with success. No differences were observed in ICU or
hospital length of stay between groups. Among the 10 patients (2.4%) with sternal infections,
all were in the NST group; 7/10 (70%) experienced post-transition hyperglycemia exceeding
180 mg/dL.

Conclusion: To our knowledge, this is the first study to evaluate variables associated with
successful transition from IV to subcut insulin following open-heart surgery. The incidence of
successful transition was low (8.3%), which may reflect the conservative glycemic target of
90-140 mg/dL required for 24 hours. Weekend transitions were independently associated
with higher odds of success, though the mechanism underlying this association remains
unclear. The exclusive occurrence of sternal infections in the NST group suggests that
optimizing post-transition glycemic control carries meaningful clinical consequences beyond
glucose management alone. Limitations include the single-center retrospective design,
potential unmeasured confounding factors, absence of a standardized transition protocol,
and sternal infection follow-up limited to the study institution, which may underestimate the
true 90-day incidence.

Lanzas, Erwin | Baptist Hospital of Miami (PGY1 Resident) | erwin.lanzas1@gmail.com
Impact of interprofessional collaboration on discharge medication
reconciliation accuracy in a large academic medical center

Background: Medication errors are a significant patient safety concern, with over 50%
occurring during transitions of care. Accurate medication reconciliation is essential, especially
for patients on extensive and complex medications. Incorporating pharmacists in medication
histories and discharge reconciliation process is shown to reduce medication errors at
discharge. The project aimed to assess the impact of a medical resident-pharmacist
collaboration during discharge medication reconciliation.

Methodology: Single-site, prospective chart review at Baptist Hospital of Miami from
January to March 2026. A total of 78 adult patients who were discharged from internal
medicine units assigned to medical residents were included. Patients discharged outside of
predefined researcher hours were excluded. The primary outcome is number of medication
errors identified during discharge medication reconciliation. Secondary outcomes include
type of medication error avoided, intervention acceptance rate, average time for pharmacist
to complete a comprehensive discharge medication review, and average medication error
per patient.

Results: From the total of 78 patients included in this study, 27 patients were identified to
have at least one medication error. A total of 42 errors were identified among 27 patients and

resolved prior to discharge. The error types were further categorized into wrong dose, wrong
frequency, omission, duplication of therapy, wrong drug, and wrong therapy. The average
time for a pharmacist to complete a comprehensive medication review was 13 minutes and
intervention acceptance rate was 100%. The results showcased an average of 1.6
medication errors identified per patient.

Conclusion: This study corelates with literature findings and demonstrates how the
collaboration between medical residents and pharmacists reduced discharge medication
errors even among patients with a low comorbidity index. Future directions include
continuation of the medical-resident-pharmacist collaboration with upcoming medical
residents, expansion to other units in the hospitals, and education to medical residents on
most common discharge medication reconciliation errors.

Leith, Briana | Lee Health - Gulf Coast Medical Center (PGY2 Resident) |
briananmjackson@gmail.com

Conservative versus standard fluid resuscitation in emergency department
patients with suspected sepsis and preexisting reduced left ventricular
ejection fraction

Background: Sepsis is a life-threatening syndrome driven by a dysregulated host response
to infection and remains a leading cause of morbidity and mortality. Early intravenous fluid
resuscitation is a cornerstone of management, with the 2021 Surviving Sepsis Campaign
guidelines recommending 230 mL/kg ideal body weight (IBW) of crystalloid within three hours
for patients with sepsis-induced hypoperfusion or septic shock. However, the optimal
resuscitation volume in patients at high risk for fluid overload remains uncertain. This study
evaluated whether a conservative (<30 mL/kg IBW) versus standard (=30 mL/kg IBW) fluid
resuscitation strategy is associated with differences in clinical outcomes among emergency
department (ED) patients with suspected sepsis and reduced left ventricular ejection fraction
(LVEF <40%).

Methodology: This Institutional Review Board-approved retrospective cohort study was
conducted across five adult EDs within a multi-site community health system in Southwest
Florida. Adult patients with suspected sepsis who received intravenous crystalloid fluid
resuscitation via an institutional sepsis order set were included. Eligibility required
documentation of LVEF <40% on echocardiography within two years prior to presentation.
Patients were excluded if they were mechanically ventilated prior to ED arrival, transferred
from an outside hospital, pregnant, receiving chronic dialysis, had do-not-resuscitate (DNR)
status, transitioned to comfort-focused care within 12 hours of order set-driven fluid
resuscitation, received vasopressors or inotropes prior to ED arrival, received blood
transfusion within 24 hours of order set-driven fluid resuscitation, or did not receive guideline-
concordant antibiotics within three hours of sepsis order set initiation. Patients were stratified
by total crystalloid volume, expressed as mL/kg based on IBW, including normal saline or
lactated Ringer’'s administered pre-hospital, prior to order set initiation, and via the sepsis
order set. Patients were categorized as receiving either <30 mL/kg IBW (conservative group)
or 230 mL/kg IBW (standard group) of crystalloid fluid resuscitation. The primary outcome
evaluated the incidence of mechanical ventilation within 24 hours of sepsis order set-driven
fluid resuscitation. Secondary outcomes included 90-day all-cause mortality, vasopressor
initiation within 24 hours of order set-driven fluid resuscitation, intensive care unit (ICU)
length of stay, and hospital length of stay.

Results: A total of 100 patients were included, with 75 in the conservative group and 25 in
the standard group. Overall, 99 patients were excluded, most frequently due to pre-existing
or early DNR status within 12 hours of admission. The cohort was predominantly male with
an average age of 74 years. Baseline demographics were similar between groups, with
comparable mean LVEF (29.5% in the conservative group vs 27.6% in the standard group; p
= 0.24). Patients in the conservative group received an average of 975.4 mL of crystalloid
fluids from the order set compared to 2,109 mL in the standard group, corresponding to
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average weight-based doses of 17.4 mL/kg and 43.6 mL/kg (IBW), respectively. There was
no statistically significant difference in the primary outcome of mechanical ventilation within
24 hours between the conservative and standard groups (6.7% vs 16%, respectively; p =
0.16). Ninety-day all-cause mortality was 18.7% in the conservative group and 24% in the
standard group, with no statistically significant difference between groups (p = 0.39).
Vasopressor initiation within 24 hours occurred in 21% of patients in the conservative group
and 28% in the standard group (p = 0.49). Median ICU length of stay was numerically shorter
in the conservative group at 2 days [IQR 1-3] compared with 3 days [IQR 2-5] in the
standard group (p = 0.055). In contrast, hospital length of stay was significantly shorter in the
conservative group (median 5 days [IQR 4-9] vs 10 days [IQR 5-15]; p < 0.01). A total of 100
patients were included, with 75 in the conservative group and 25 in the standard group.
Overall, 99 patients were excluded, most frequently due to pre-existing or early DNR status
within 12 hours of admission. The cohort was predominantly male with an average age of 74
years. Baseline demographics were similar between groups, with comparable mean LVEF
(29.5% in the conservative group vs 27.6% in the standard group; p = 0.24). Patients in the
conservative group received an average of 975.4 mL of crystalloid fluids from the order set
compared to 2,109 mL in the standard group, corresponding to average weight-based doses
of 17.4 mL/kg and 43.6 mL/kg (IBW), respectively. There was no statistically significant
difference in the primary outcome of mechanical ventilation within 24 hours between the
conservative and standard groups (6.7% vs 16%, respectively; p = 0.16). Ninety-day all-
cause mortality was 18.7% in the conservative group and 24% in the standard group, with no
statistically significant difference between groups (p = 0.39). Vasopressor initiation within 24
hours occurred in 21% of patients in the conservative group and 28% in the standard group
(p = 0.49). Median ICU length of stay was numerically shorter in the conservative group at 2
days [IQR 1-3] compared with 3 days [IQR 2-5] in the standard group (p = 0.055). In
contrast, hospital length of stay was significantly shorter in the conservative group (median 5
days [IQR 4-9] vs 10 days [IQR 5-15]; p < 0.01). A total of 100 patients were included, with
75 in the conservative group and 25 in the standard group. Overall, 99 patients were
excluded, most frequently due to pre-existing or early DNR status within 12 hours of
admission. The cohort was predominantly male with an average age of 74 years. Baseline
demographics were similar between groups, with comparable mean LVEF (29.5% in the
conservative group vs 27.6% in the standard group; p = 0.24). Patients in the conservative
group received an average of 975.4 mL of crystalloid fluids from the order set compared to
2,109 mL in the standard group, corresponding to average weight-based doses of 17.4
mL/kg and 43.6 mL/kg (IBW), respectively. There was no statistically significant difference in
the primary outcome of mechanical ventilation within 24 hours between the conservative and
standard groups (6.7% vs 16%, respectively; p = 0.16). Ninety-day all-cause mortality was
18.7% in the conservative group and 24% in the standard group, with no statistically
significant difference between groups (p = 0.39). Vasopressor initiation within 24 hours
occurred in 21% of patients in the conservative group and 28% in the standard group (p =
0.49). Median ICU length of stay was numerically shorter in the conservative group at 2 days
[IQR 1-3] compared with 3 days [IQR 2-5] in the standard group (p = 0.055). In contrast,
hospital length of stay was significantly shorter in the conservative group (median 5 days
[IQR 4-9] vs 10 days [IQR 5-15]; p < 0.01).

Conclusion: In this cohort of patients with reduced LVEF and suspected sepsis, a
conservative fluid resuscitation strategy was not associated with increased rates of early
mechanical ventilation, vasopressor use, or mortality compared to standard resuscitation.
Conservative fluid administration was associated with a significantly shorter hospital length of
stay and a numerically shorter ICU length of stay, suggesting potential downstream benefits
in this high-risk population. These findings support a more individualized approach to fluid
resuscitation in patients with reduced cardiac function, as strict adherence to fixed volume
targets may offer limited benefit and may be associated with prolonged hospitalization. This
approach is consistent with updated 2026 Surviving Sepsis Campaign guidelines
emphasizing patient-specific fluid management. Given the study’s limited sample size and
retrospective design, larger prospective studies that evaluate varying fluid resuscitation
volumes are warranted to better define optimal fluid strategies in this patient population.

Levine, Joshua | UF Health Shands Hospital (PGY1 Resident) | joshlevine7@gmail.com
Safety and effectiveness of a single 125 mg intravenous methylprednisolone
dose in asthma and COPD exacerbations

Background: Asthma and chronic obstructive pulmonary disease (COPD) exacerbations are
common causes of emergency department (ED) visits and hospitalizations worldwide.
Systemic corticosteroids have been established as the cornerstone of management; the
GINA guidelines recommend 40-50 mg of prednisolone daily for 5-7 days for asthma while
the GOLD guidelines recommend 40 mg of prednisone equivalents daily for 5 days for
COPD. Despite these recommendations, prescribing practices vary widely. One common
approach persisting from historical clinical trial data is the administration of a single, initial
125 mg intravenous (V) methylprednisolone dose before initiating a standard guideline-
supported oral corticosteroid regimen. However, systemic corticosteroids are associated with
significant adverse effects, particularly hyperglycemia in the acute setting, which is linked to
increased morbidity and mortality. The purpose of this study was to evaluate whether a
single, initial 125 mg IV dose of methylprednisolone followed by a standard oral corticosteroid
regimen impacts clinical outcomes compared to a standard oral corticosteroid regimen alone
in adults hospitalized with asthma or COPD exacerbations.

Methodology: This IRB-approved, single-center retrospective cohort study included adults
admitted to general medical units with asthma or COPD exacerbations who received
standard oral corticosteroid therapy (40-50 mg prednisone equivalents daily). Patients were
excluded if they had known contraindications to corticosteroids, received more than 1 IV
corticosteroid dose during hospitalization, received systemic corticosteroids within 30 days
prior to admission, required non-invasive or invasive mechanical ventilation or
intermediate/intensive level of care upon admission, were pregnant or breastfeeding, or had
insufficient clinical data. Patients who received an initial 125 mg IV methylprednisolone dose
were compared with those who did not. The primary outcome was a composite of escalation
of care, steroid-related hyperglycemia, and 30-day readmission. Secondary outcomes
included the individual components of the primary outcome, hospital length of stay, severe
hyperglycemic events, insulin requirements during corticosteroid therapy, and oxygen
requirements during corticosteroid therapy. Categorical outcomes were analyzed with chi-
square or Fisher's exact tests, and continuous outcomes with Student’s t-tests or Mann-
Whitney U tests, as appropriate. Multivariable logistic regression was performed on the
primary outcome to adjust for possible confounders.

Results: A total of 200 patients (100 per group) were analyzed. Baseline patient
characteristics were generally similar between groups (Table 1). The primary outcome
occurred in 38% of patients in the methylprednisolone bolus group versus 34% in the
standard regimen group (RR 1.12, 95% CI 0.77-1.62; p=0.556). After adjusting for sex, BMI,
Charlson Comorbidity Index, diabetes status, time to first steroid administration, and prior
hyperglycemia, no significant difference was observed between the groups (aOR 1.17, 95%
Cl1 0.57-2.41; p=0.662). When the components of the primary outcome were analyzed
separately, there was no significant difference between groups in escalation of care (RR
0.75, 95% CI1 0.17-3.27; p=1.000) or 30-day readmission (RR 0.52, 95% CI 0.27-1.03;
p=0.054), however there was significantly more steroid-related hyperglycemia in the
methylprednisolone bolus group (RR 2.07, 95% CI 1.19-3.58; p=0.007). The bolus group
experienced a significantly higher incidence of severe hyperglycemic events (glucose >300
mg/dL; p = 0.002) and were more likely to require insulin therapy during corticosteroid
treatment (p = 0.025). No significant differences were observed in hospital length of stay
(p=0.552), days of severe hyperglycemia (p=0.088), mean daily insulin requirements
(p=0.169), or oxygen requirements (p=0.642). Outcomes are summarized in Table 2.

Conclusion: In this retrospective cohort study of hospitalized patients with asthma or COPD
exacerbations, administration of an initial 125 mg IV methylprednisolone dose prior to
initiating a standard guideline-supported oral corticosteroid regimen did not improve clinical
outcomes. Furthermore, it was associated with significantly increased steroid-related
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hyperglycemia, severe hyperglycemic events, and insulin use during therapy. Given the
retrospective design and potential residual confounding, particularly the low number of
diabetic patients and predominance of controlled diabetes, these findings should be
interpreted cautiously. Nevertheless, the results suggest that routine administration of an
initial 125 mg IV methylprednisolone dose may not provide additional clinical benefit and may
increase the risk of hyperglycemia in this population. A standard guideline-supported
corticosteroid regimen is likely sufficient for most patients.

Logue, Taylor | Ascension St. Vincent's Riverside (PGY1 Resident) |
taylor.logue645@gmail.com

Optimizing IV loop diuretic dosing in acute decompensated heart failure

Background: Intravenous (IV) loop diuretics are frequently utilized for diuresis in heart
failure, but dosing strategies exhibit significant variability. The 2022 AHA/ACC/HFSA Heart
Failure Management Guidelines recommend an IV dose equivalent to 1 to 2.5 times the
patient's oral home dose, a broad range contributing to inconsistent outcomes from
excessively conservative or overly aggressive dosing. Randomized controlled trials have
primarily focused on comparing dosing strategies at either extreme of this range, with limited
investigation into the intermediate. The objective of this study is to evaluate the safety and
efficacy of differing IV loop diuretic dosing strategies in acute decompensated heart failure
(ADHF) within the intermediate range of this wide dosing spectrum.

Methodology: This single-center, IRB-approved, retrospective, observational cohort study
evaluated the impact of various IV loop diuretic dosing strategies in patients admitted with
ADHF. Inclusion criteria required subjects to be 18 years of age or older, previously
diagnosed with heart failure with reduced ejection fraction (HFrEF), admitted for ADHF, and
receiving IV loop diuretics for greater than 24 hours. Exclusion criteria included diuretic-naive
status, history of a heart transplant, end-stage renal disease requiring hemodialysis,
cardiogenic shock, pregnancy, or incarceration. The low-dose group received less than 1.5
times the subject’s oral home dose, while the high-dose group received greater than or equal
to 1.5 times the oral home dose. The primary outcome was the requirement of dose
escalation of IV loop diuretics within 7 days of the initial regimen. Hospital length of stay
(LOS), readmission rates, and safety outcomes were also assessed. A Student's t-test and
Wilcoxon rank-sum test were utilized to compare continuous and ordinal variables, and a
Chi-square or Fisher’s exact test was used to compare categorical and nominal variables. A
multivariable logistic regression model was used to describe the strength of association
between diuretic dose and the need for dose escalation while adjusting for confounders. A
total of 200 subjects were required to achieve 80% power to detect a 15% difference in the
primary outcome, using an alpha value of 0.05.

Results: A total of 1675 subjects were screened with 200 subjects meeting the inclusion
criteria, equally distributed between groups. The most common reason for exclusion was left
ventricular ejection fraction (LVEF) > 40%. Baseline characteristics were similar between
groups except a higher median home oral loop diuretic dose in the low-dose group, and a
higher baseline potassium in the high-dose group (Table 1). The median IV loop dose as a
multiple of home dose was 1 in the low-dose group and 2 in the high-dose group. The
primary outcome, dose escalation of IV loop diuretic within 7 days of initial regimen, occurred
in 50 subjects in the low-dose group and 21 subjects in the high-dose group, demonstrating
statistical significance (p < 0.0001). A multivariable logistic regression was run to adjust for
home oral loop diuretic dose, baseline potassium, baseline serum creatinine, baseline
systolic blood pressure, and subjects with a history of CKD. Despite adjusting for these
potential confounders, the primary outcome remained statistically significant (p<0.001). In
regards to the method of dose escalation, a majority of subjects in the low-dose required an
increase in their IV loop diuretic dosing (36 out of 50 subjects), while a majority of subjects in
the high-dose group required either a dose increase (9 out of 21 subjects) or conversion to a
continuous infusion (9 out of 21 subjects). Upon analysis of secondary outcomes, no
significant differences were found between groups (Table 2). Notably, readmission for ADHF

within 30 days of discharge occurred in 10 subjects in the low-dose group and 21 subjects in
the high dose group, but statistical significance was not met. Study limitations include the
retrospective design, potential documentation errors, or unreliable prescription fill history.
Strengths include a large sample size, the use of a multiple logistic regression model to
assess for confounders, and a novel comparison point for group definition. Furthermore, the
primary endpoint is clinically meaningful, assessing the effectiveness of initial dosing
strategies in achieving appropriate diuresis. Further investigation is necessary to inform
future guidance and potentially support the ineffectiveness of the lower end of the currently
recommended large range of IV diuretic dosing in the management of ADHF.

Conclusion: In patients hospitalized with ADHF, the initiation of a high-dose IV loop diuretic
strategy significantly reduced the need for dose escalation within 7 days compared to the
low-dose strategy. While dose increases were more frequent in the low-dose group, there
were no significant differences in safety outcomes.

Loving, Brendan | Sarasota Memorial Hospital (PGY1 Resident) |
brendanloving@gmail.com

Impact of a Non-Aminoglycoside-Based Regimen for Open Fracture
Prophylaxis in Trauma Patients

Background: Open fractures have a high infection risk, requiring antibiotic prophylaxis. The
2011 Eastern Association for the Surgery of Trauma (EAST) practice guidelines recommend
using aminoglycosides for grade Ill open fractures in addition to gram-positive skin and soft
tissue coverage, and the 2024 American Association for the Surgery of Trauma (AAST)
guidelines recommend the addition of gram-negative coverage in grade Ill open fractures. In
clinical practice, aminoglycoside use has declined due to potential adverse effects,
particularly acute kidney injury (AKIl), and the availability of less toxic alternatives.
Retrospective studies suggest ceftriaxone monotherapy may provide comparable efficacy in
open fracture prophylaxis with less nephrotoxicity compared to aminoglycosides. An
institutional medication-use-evaluation (MUE) of 39 patients identified a higher AKI rate with
aminoglycoside-based prophylaxis. Therefore, in January 2025, our institutional protocol was
changed to ceftriaxone monotherapy for grade Il and Ill open fractures. The purpose of this
study is to assess the impact of the institutional protocol change on rates of AKI in patients
with grade Il and Il open fractures.

Methodology: This retrospective, single-center pre—post study was conducted at a 901-bed
community teaching hospital and Level Il Trauma Center. Patients received either an
aminoglycoside-based regimen (cefazolin + gentamicin) or ceftriaxone monotherapy. Pre-
protocol data (January 2023—December 2024) and post-protocol data (January 2025—-June
2025) were included. Eligible patients were 216 years old, had Gustilo grade Il or Il open
fractures, and received at least one dose of a study antibiotic. Exclusions included transfer
from an outside facility, allergy or contraindication to study antibiotics, or marine
contamination requiring alternative therapy. Data was obtained from the institutional Trauma
Registry and electronic medical record, with Gustilo grade determined from intraoperative
documentation by orthopedic trauma providers. The primary outcome was AKI, defined as a
20.3 mg/dL increase in serum creatinine within 48 hours or a 250% increase within 7 days.
Secondary outcomes included 30-day surgical site infection and hospital length of stay. A
subgroup analysis assessed time to serum creatinine nadir among patients with elevated
baseline creatinine. A sample size of 974 patients was estimated to provide 80% power to
detect a 10% difference between groups. Statistical significance was set at p<0.05.
Continuous variables (median, IQR) were analyzed using the Wilcoxon rank-sum test, and
categorical variables using Chi-square or Fisher's Exact test, as appropriate. Analyses were
performed using REDCap® and JMP® software.

Results: Of 293 patients screened, 148 met inclusion criteria (101 pre-protocol; 47 post-
protocol). Baseline characteristics were similar except for a lower median age and more
femur fractures in the pre-group, more tibia/fibula fractures in the post-group, and a shorter
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time to the operating room in the post-group (Table 1). The primary outcome—incidence of
AKI—did not differ between groups (4.9% vs 4.3%, p=0.85). Secondary outcomes, including
30-day surgical site infection and hospital length of stay, were also similar (Table 2). In the
subgroup analysis of 78 patients with elevated baseline creatinine, therewere no significant
differences in initial creatinine, nadir values, time to nadir, or rates of >30% improvement
within 7 days (Table 2). In this study, the use of an aminoglycoside-based regimen and
ceftriaxone monotherapy produced similar AKI and infection rates in grade Il or Il open
fractures. Although retrospective studies have evaluated ceftriaxone monotherapy for open
fracture prophylaxis, to our knowledge, this is the first study to assess AKI as a primary
outcome. Limitations include the retrospective design and the study being underpowered,
increasing the risk of type Il error. Generalizability is also limited because our institutional
protocol provides ceftriaxone for both grade Il and lll fractures, whereas guidelines
recommend gram-negative coverage only for grade Il injuries. Additionally, reliance on
admission serum creatinine may have underestimated AKI incidence, particularly in patients
presenting with elevated baseline creatinine.

Conclusion: Among trauma patients with grade Il or lll open fractures, ceftriaxone
monotherapy demonstrated comparable rates of AKI and 30-day incidence of surgical site
infection compared to an aminoglycoside-based regimen.

Luboff, Alexa | Memorial Hospital West (PGY1 Resident) | aluby99@gmail.com
Impact of a pharmacist-led initiative on aspirin deprescribing among patients
receiving concurrent direct oral anticoagulants with or without P2Y12
inhibitors.

Background: Low-dose aspirin has long been advised for prevention and treatment of
atherosclerotic cardiovascular disease; however, in patients receiving oral anticoagulation for
atrial fibrillation or venous thromboembolism, concomitant aspirin is associated with
increased bleeding risk without reduction in ischemic events. Specifically, in patients with
stable coronary artery disease, with an indication for anticoagulation, and no percutaneous
coronary intervention (PCI) in the previous 6-12 months, anticoagulant monotherapy yielded
similar major adverse cardiovascular events (MACE) and fewer bleeding events when
compared to combination therapy with an antiplatelet. Despite guideline recommendations,
studies demonstrate that 20—30% of anticoagulated patients remain on dual antithrombotic
therapy without a valid indication. As such, there remains a critical gap in antithrombotic
management in this patient population and a significant opportunity for antiplatelet
deprescribing for pharmacotherapy optimization. Although pharmacist-led deprescribing
initiatives have demonstrated effectiveness in the ambulatory setting, evidence in the
inpatient setting remains limited. To address this gap, a pharmacist-led inpatient quality
improvement initiative was implemented focusing on routine assessment of antiplatelet
indications and deprescribing when clinically appropriate for hospitalized patients on direct
oral anticoagulants (DOACs). The purpose of this study was to evaluate the impact of a
pharmacist—led initiative on reducing potentially inappropriate aspirin use, improving safety,
and aligning care with best practices.

Methodology: This was an IRB-exempt, retrospective, single-center, quasi-experimental
pre-post study. Hospitalized adults admitted for at least 24 hours with concurrent scheduled
aspirin and DOAC orders were included in the study. Patients were excluded if they were
admitted for less than 24 hours or had a one-time order for aspirin. Two reviewers
independently screened patients for eligibility and extracted data through manual chart
review. The primary outcome was the rate of in-hospital aspirin deprescribing. Deprescribing
attempts refer to interactions of pharmacists with providers to either discontinue or reduce
the dose of inpatient aspirin orders. Secondary outcomes included proportion of patients with
a pharmacist-led deprescribing attempt, provider acceptance rate of pharmacist
recommendations, and in-hospital and 6-month post-discharge bleeding events and MACE.
Baseline characteristics and outcomes were analyzed using chi-square, Fisher’s exact,

student’s t, and Wilcoxon rank-sum tests, as appropriate, with a level of significance of 0.05.
All statistical analyses were completed using Social Science Statistics.

Results: In all, 364 patients were screened for eligibility, and 97 and 67 patients were
included in the pre- and post-intervention groups, respectively. Most baseline characteristics
such as home aspirin and DOAC use were similar between groups. For PCI history, a
statistically significant difference was observed between both groups (p=0.0027). Seventy-
two patients (74%) in the pre-intervention group versus 20 patients (30%) in the post-
intervention group had no history of PCI. For the primary outcome, inpatient aspirin
deprescribing occurred in 16 (16%) and 6 (9%) of the pre- and post-intervention groups
respectively (p = 0.16). Six (6%) and 5 (7%) patients had at least one pharmacist-led aspirin
deprescribing attempt (p = 1.0). At 6 months post-discharge, major or clinically relevant non-
major bleeding occurred in 17 (18%) and 9 (13%) patients (p = 0.47).

Conclusion: The rate of aspirin deprescribing did not have a statistically significant
difference pre- and post-intervention, however, there was an unanticipated numerical trend
toward decreased aspirin deprescribing rates post-intervention. This may be due to provider
hesitancy to de-prescribe aspirin in patients with any history of PClI, although aspirin is not
appropriate in all patients with PCI history. These overall findings may lead to protocol
development of alternative antithrombotic stewardship methods for pharmacists to reinforce
and/or reimplement antiplatelet indication assessment and subsequent clinical management
for these high-risk, combination antithrombotic patients.

Lyons, Linda | UF Health Shands Hospital (PGY1 Resident) |
linda.lyons11.5@gmail.com

Evaluation of Therapeutic Drug Monitoring of Isavuconazole in Pediatric
Patients

Background: Isavuconazole (ISAV) is a commonly used broad spectrum triazole antifungal
agent used for treatment of invasive fungal infections, including invasive aspergillosis and
mucormycosis. The pharmacokinetic profile in adults has been established as predictable;
however, there is limited data in pediatric patients. Historically, the pharmacokinetic profile of
other mold-active triazoles has differed between adults and children. ISAV was approved by
the U. S. Food and Drug administration in December 2023 for use in pediatric patients age 1
to 18 years old based on limited clinical trial data involving approximately 70 patients.
Therapeutic drug monitoring (TDM) may help optimize therapy; however, the role of routine
TDM for ISAV in pediatric patients is not well-defined. Additional real-world data is needed to
evaluate drug exposure, safety, and outcomes in this population.

Methodology: This was an IRB-approved, retrospective, observational cohort study that was
conducted at a large, academic children's hospital evaluating pediatric patients who received
isavuconazole and underwent TDM. Patients were included if they were less than 18 years
old, received ISAV, and received an ISAV level between January 2016 to August 2025.
Patients were excluded if they were >18 years old, if ISAV was used as primary prophylaxis,
or if there were no ISAV levels available. The primary outcome was the average dose of
ISAV compared to FDA dosing for patients to achieve a therapeutic trough concentration (2-6
mcg/mL). Secondary outcomes looked at stratifying dosing compared to FDA approved
dosing across four age groups (Birth to <1 year, 1 to <6 years, 6 to <12 years, and 12 to <18
years), proportion therapeutic on first measured trough, percentage of
subtherapeutic/supratherapeutic levels, percentage of patients with LFT elevation while on
ISAV therapy, and percentage of patients on concomitant CYP inhibitors/inducers. Data was
collected using REDCap and Excel, and statistical analyses were performed using IBM
SPSS Statistics Version 31.01. Descriptive statistics were expressed as medians with
interquartile ranges. P values are the results of Fisher's exact (categorical variables) or
Mann-Whitney Tests (continuous variables).

Results: Baseline characteristics are outlined in Table 1. Eleven patients were evaluated
and included in the study population. No patients were excluded due to prophylaxis dosing or
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age. The median total daily dose at therapeutic trough was 10 mg/kg, p=0.282. Three (27%)
patients had a trough out of therapeutic range of 2-6 mg/L. One patient was subtherapeutic
and two patients were supratherapeutic. Two patients deviated from the FDA approved
dosing. One patient outside of FDA-approved age indication was included. That patient was
initiated on15 mg/kg/dose IV daily; however, the patient had multiple subtherapeutic troughs
and the dose was subsequently increased to a total dose of 23.8 mg/kg split twice daily to
achieve a therapeutic trough. Two patients had elevated liver enzymes. No patients in our
population were on concomitant CYP3A4 inhibitors or inducers.

Conclusion: Most pediatric patients achieved therapeutic trough concentrations with dosing
regimens comparable to FDA-approved dosing. Variability in infants was identified. Mild liver
enzyme elevations were manageable with dose adjustments. These findings suggest that
TDM may offer value to patients who are younger in age or experiencing adverse effects due
to ISAV. Most pediatric patients achieved therapeutic trough concentrations with dosing
regimens comparable to FDA-approved dosing. Variability in infants was identified. Mild liver
enzyme elevations were manageable with dose adjustments. These findings suggest that
TDM may offer value to patients who are younger in age or experiencing adverse effects due
to ISAV.

MacGillivary, Cameron | HCA Florida Northside Hospital (PGY1 Resident) |
cameronjj.mac@gmail.com

Comparing VTE prophylaxis with enoxaparin in low body weight patients

Background: Venous thromboembolism (VTE) prophylaxis is essential in hospitalized
patients. There is inconsistent utilization and dosing of enoxaparin in patients with both low
body weight and reduced renal function. There is hesitancy to use enoxaparin in these
patients due to concern for increased bleeding risk. This study aims to compare 30-day
bleeding incidence in low-body weight adults receiving enoxaparin 30 mg once daily in
patients with normal versus reduced renal function, to inform safe and consistent prophylaxis
dosing.

Methodology: This single-center, retrospective chart review conducted at HCA Florida
Northside Hospital evaluated the incidence of bleeding in low body weight adult patients with
reduced renal function. Patients will be stratified by baseline creatinine clearance (CrCL)
using the Cockcroft-Gault equation, into either reduced renal function (CrCL < 30 mL/min) or
normal renal function (CrCL = 30 mL/min). Adult patients weighing less than 50 kilograms
who received enoxaparin 30 mg daily for VTE prophylaxis will be included. Excluded patients
include those with active major or clinically relevant non-major (CRMN) bleeding on
admission, severe thrombocytopenia, therapeutic anticoagulation, non-prophylaxis
indications, pregnancy, incarceration, dialysis, genetic coagulopathies, active malignancy,
COVID-19, and trauma. The primary endpoint is any incidence of major bleeding or CRNM
bleeding from the first prophylactic dose until discharge. Secondary endpoints include
confirmed VTE during hospitalization, major bleeding alone, symptomatic bleeding in a
critical organ, transfusion requirements, hemoglobin decrease =2 g/dL, documented signs or
symptoms of bleeding, bleeding that required medical intervention, led to an increased level
of care, or prompted physician evaluation. Unadjusted group comparisons will use Fisher’s
exact test or Chi squared for nominal categorical data. Continuous data will be summarized
using mean * standard deviation or median and compared with t tests or Wilcoxon rank-sum
tests. The results of this study will address the critical evidence gap in prophylactic
enoxaparin dosing for underweight patients with reduced renal function.

Results: A total of 145 hospitalized adults receiving reduced dose enoxaparin for VTE
prophylaxis were included, with 40 patients having a creatinine clearance (CrCL) <30 mL/min
and 105 patients 230 mL/min. Patients with CrCL <30 mL/min were older, more frequently
female, and had lower body weight and height compared with those with CrCL 230 mL/min,
while baseline and nadir hemoglobin levels were similar between groups. Renal function
measures, including serum creatinine and CrCL, differed significantly by group as expected.

No clinically significant bleeding, major bleeding, CRNM bleeding, transfusion-requiring
bleeding, or confirmed VTE events occurred in either group during hospitalization.

Conclusion: Reduced dose enoxaparin appeared safe for VTE prophylaxis in underweight
hospitalized patients, supporting individualized dosing strategies, though larger studies are
needed to confirm optimal dosing, particularly in those with renal impairment.

Mahdi, Inas | University of Florida Health Jacksonville (PGY1 Resident) |
inasmahdi45@gmail.com

Assessing the Clinical and Financial Impact of Specialty Pharmacist
Interventions Across Multiple Disease States

Background: Specialty pharmacists play a critical role in optimizing medication therapy and
improving patient outcomes across diverse disease states. However, the quantifiable clinical
and financial impact of these interventions remains underexplored due to limited
standardized documentation and inconsistent evaluation of downstream clinical and
economic outcomes. Specialty pharmacists play a critical role in optimizing medication
therapy and improving patient outcomes across diverse disease states. However, the
quantifiable clinical and financial impact of these interventions remains underexplored due to
limited standardized documentation and inconsistent evaluation of downstream clinical and
economic outcomes.

Methodology: This retrospective chart review included outpatient pharmacist interventions
documented in the Epic Specialty Pharmacy Intervention Flowsheet between June 1 and
December 31, 2024, among adults aged =18 years. Eligible records were identified through
the Integrated Data Repository. Each intervention was assigned to an impact level reflecting
the pharmacist’s estimated probability of clinical impact (low = 0.1, medium = 0.25, high =
0.5), reported numerically as a likelihood score. Primary Endpoint: Todeterminethe number of
pharmacist-documented interventions with a likelihood score of 20.25 that were accepted by
the patient and/or providerandwere not followed by an emergency department and/or clinic
visit up to 6 months, as a potential marker of preventive clinical impact. Secondary objectives
included characterizing the distribution and acceptance of intervention types across 7
disease states: dermatology, gastroenterology, hematology/oncology, hepatology, neurology,
pulmonology, and rheumatology. Secondary Endpoints: To estimate thecost ofavoidance
associated with specialty pharmacist interventions over a six-month period based on avoided
clinic visits. To estimate the cost avoidance associated with specialty pharmacist
interventions over a six-month period-based emergency department visit. To estimate the
cost avoidance associated with specialty pharmacist interventions over a six-month period
onmedication-relatedsaving

Results: A total of 310 pharmacist interventions were evaluated across seven specialty
disease states. Eleven interventions (3.5%) met the primary endpoint, defined as
interventions with a likelihood score 20.25 that were accepted by the patient and/or provider
and were not followed by an emergency department or clinic visit within six months. Cost
avoidance documentation was available for 11.6% of interventions. Among documented
cases, the median medication-related cost avoidance was $8,000, emergency department
(ED) cost avoidance was $1,200, and clinic visit cost avoidance was $300. The median total
raw cost avoidance was $8,000, with a probability-weighted median cost avoidance of $300.
Across all interventions with documented cost avoidance, the total estimated raw cost
avoidance was $174,652, and the total probability-weighted cost avoidance was $11,314.76.

Conclusion: Specialty pharmacist interventions were associated with measurable clinical
optimization and potential healthcare cost avoidance across diverse specialty disease states.
Systematic documentation and evaluation of pharmacist interventions may help demonstrate
the clinical and economic value of integrated specialty pharmacy services and support
ongoing quality improvement and accreditation efforts.
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Maini, Hardik | Miami VA Healthcare System (PGY1 Resident) | va.mainih@gmail.com
Review to assess the compliance in patients currently on lithium therapy at
the Miami VA

Background: Lithium is widely used in the management of bipolar disorder as a mood
stabilizer, but its narrow therapeutic index necessitates precise dosing and monitoring to
avoid subtherapeutic levels or toxicity. Deviations in adherence can compromise both the
efficacy and safety of treatment. There is a need to assess the reasons for non-compliance
with lithium therapy in our patient population and find ways to improve compliance.
Adherence to lithium therapy is paramount due to its unique pharmacokinetic and
pharmacodynamic profile, particularly in vulnerable populations such as elderly patients.

Methodology: Data was collected from the lithium dashboard which included primary
diagnosis, current lithium regimen, scheduled follow-up appointment with a psychiatrist, and
laboratory results. Retrospective data was collected and analyzed for patients who are on
lithium therapy and have not had labs collected for greater than 6 months. Data from the
dashboard was cross-referenced with data from the Computerized Patient Record System
(CPRS). Patients who had lithium ordered by community care providers were excluded.
Documentation was done by a Lithium Monitoring Note in CPRS to prompt provider
assessment of lithium therapy and coordination of necessary laboratory testing

Results: This project revealed a significant deficiency in compliance with recommended
lithium monitoring protocols among patients at the Miami VA. Despite lithium’s narrow
therapeutic index and the well-documented risks of toxicity or subtherapeutic dosing, only
14% of patients had current laboratory monitoring at the time of review. This low rate of
compliance raises concerns about patient safety and treatment efficacy. The high rate of
pharmacist interventions (84%) demonstrates the proactive role that clinical pharmacists play
in managing lithium therapy. These interventions included alerting providers to coordinate lab
follow-up. Most interventions involved lithium levels (n=30), but others included TSH, CBC,
and SCr, underscoring the need for comprehensive lab monitoring. There were 4 patients
missing all labs. Pharmacist involvement led to meaningful outcomes, including medication
discontinuation in 7 patients. Several barriers to compliance were identified, including missed
appointments, lack of patient engagement, and system-level inefficiencies in follow-up
processes. Following the intervention period, the dashboard reflected overall improvement by
4% in Miami VA. The findings suggest that pharmacist involvement increased provider
awareness regarding the importance of obtaining routine lithium labs. Despite this progress,
24 patients remain flagged for non-compliance with lithium laboratory monitoring. This group
may include both previously identified patients as well as newly added patients. These
challenges indicate the need for more structured and automated systems to support ongoing
monitoring and patient adherence.

Conclusion: Most interventions involved lithium levels (n=30), but others included TSH,
CBC, and SCr, underscoring the need for comprehensive lab monitoring. There were 4
patients missing all labs. Pharmacist involvement led to meaningful outcomes, including
medication discontinuation in 7 patients. Several barriers to compliance were identified,
including missed appointments, lack of patient engagement, and system-level inefficiencies
in follow-up processes. Following the intervention period, the dashboard reflected overall
improvement by 4% in Miami VA. The findings suggest that pharmacist involvement
increased provider awareness regarding the importance of obtaining routine lithium labs.
Despite this progress, 24 patients remain flagged for non-compliance with lithium laboratory
monitoring. This group may include both previously identified patients as well as newly added
patients. These challenges indicate the need for more structured and automated systems to
support ongoing monitoring and patient adherence. Most interventions involved lithium levels
(n=30), but others included TSH, CBC, and SCr, underscoring the need for comprehensive
lab monitoring. There were 4 patients missing all labs. Pharmacist involvement led to
meaningful outcomes, including medication discontinuation in 7 patients. Several barriers to
compliance were identified, including missed appointments, lack of patient engagement, and
system-level inefficiencies in follow-up processes. Following the intervention period, the

dashboard reflected overall improvement by 4% in Miami VA. The findings suggest that
pharmacist involvement increased provider awareness regarding the importance of obtaining
routine lithium labs. Despite this progress, 24 patients remain flagged for non-compliance
with lithium laboratory monitoring. This group may include both previously identified patients
as well as newly added patients. These challenges indicate the need for more structured and
automated systems to support ongoing monitoring and patient adherence. Most interventions
involved lithium levels (n=30), but others included TSH, CBC, and SCr, underscoring the
need for comprehensive lab monitoring. There were 4 patients missing all labs. Pharmacist
involvement led to meaningful outcomes, including medication discontinuation in 7 patients.
Several barriers to compliance were identified, including missed appointments, lack of patient
engagement, and system-level inefficiencies in follow-up processes. Following the
intervention period, the dashboard reflected overall improvement by 4% in Miami VA. The
findings suggest that pharmacist involvement increased provider awareness regarding the
importance of obtaining routine lithium labs. Despite this progress, 24 patients remain
flagged for non-compliance with lithium laboratory monitoring. This group may include both
previously identified patients as well as newly added patients. These challenges indicate the
need for more structured and automated systems to support ongoing monitoring and patient
adherence. Most interventions involved lithium levels (n=30), but others included TSH, CBC,
and SCr, underscoring the need for comprehensive lab monitoring. There were 4 patients
missing all labs. Pharmacist involvement led to meaningful outcomes, including medication
discontinuation in 7 patients. Several barriers to compliance were identified, including missed
appointments, lack of patient engagement, and system-level inefficiencies in follow-up
processes. Following the intervention period, the dashboard reflected overall improvement by
4% in Miami VA. The findings suggest that pharmacist involvement increased provider
awareness regarding the importance of obtaining routine lithium labs. Despite this progress,
24 patients remain flagged for non-compliance with lithium laboratory monitoring. This group
may include both previously identified patients as well as newly added patients. These
challenges indicate the need for more structured and automated systems to support ongoing
monitoring and patient adherence.

Marques Vega, Ana | Memorial Hospital Pembroke (PGY1 Resident) |
anammarques1999@yahoo.com

Assessing the Effectiveness of a Pharmacist-Based Call Back Program in the
Emergency Room of a Community Hospital

Background: Urinary tract infections are the most common outpatient infections in the
United States, accounting for approximately 15% of all antibiotic outpatient prescriptions.
Overutilization of antibiotics in patients discharged from the emergency room and the
treatment of asymptomatic bacteriuria (ASB) has led to increased antimicrobial resistance
and recurrent infections. The purpose of this study is to implement a pharmacist-led culture
callback program for patients with positive urine cultures at Memorial Hospital Pembroke’s
emergency room (ER).

Methodology: This study will be a retrospective chart review. All data will be extracted from
routinely collected administrative data available in the electronic medical record (Epic). A
member of the study team will review approximately 100 medical records of patients seen at
Memorial Hospital Pembroke’s ER between September 1, 2025, and March 31, 2026.
Descriptive statistics will be calculated for all demographic, clinical and outcome variables.
The primary objective of the study is to review and characterize historical pharmacist
interventions implemented at our institution for patients with positive urine cultures
discharged from the ER with or without antibiotic prescriptions. Interventions will focus on
optimizing antimicrobial prescribing practices to ensure concordance with established clinical
guidelines for the management of urinary tract infections. Secondary objectives include to
evaluate 30-day readmission rates among patients discharged from the emergency room and
to determine the proportion of emergency room-discharged patients who test positive for
multidrug-resistant organisms.
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Results: A total of 100 patients were evaluated between September 1st, 2025, and March
31st, 2026. Most patients presented to the ER with symptoms of uncomplicated UTI (uUTI).
Thirty-two patients evaluated were diagnosed with a complicated UTI (cUTI), of whom 13
patients (40.6%) had pyelonephritis, 14 (43.8%) had a catheter-associated UTI (CAUTI), and
5 (15.6%) had febrile UTI. Thirty-two patients who presented to the ER had ASB. A total of
47 interventions were made for discharged patients. The most common interventions
involved recommending a different antibiotic or adjusting the duration of therapy, with 22
recommendations accepted. Additionally, antibiotic initiation was recommended for 5 patients
based on symptoms and culture results. Unfortunately, 5 patients were asked to come back
to be treated with 1V antibiotics due to susceptibility reports. For patients with ASB,
discontinuation of antibiotics was recommended in all cases and these recommendations
were rejected. Providers accepted 32 out 47 interventions (68%). All rejected interventions
were in terms of stopping antibiotics for patients with asymptomatic bacteriuria. Our patient
population had a low incidence of MDROs, with only 12 cases recorded. Nine patients had
ESBL, making it the most encountered MDRO. This was followed by 2 cases of AmpC, while
only one case of CRE was reported. A total of 15 patients returned to the ER to be re-
evaluated within 30 days.

Conclusion: Pharmacists made a moderate impact on the culture callback program.
Providers were reluctant to withhold antibiotics for asymptomatic bacteriuria, declining all
interventions to discontinue treatment. Aside from discontinuation of treatment, providers
were receptive to pharmacists’ interventions. Based on the results of this quality
improvement pilot, our ER is considering expanding pharmacy services to other types of
culture callbacks in the future. Additionally, we are reviewing potential factors influencing
ASB treatment such as the need for urinalysis in most patients not visiting with UTI related
symptoms and prescriber education. Pharmacists made a moderate impact on the culture
callback program. Providers were reluctant to withhold antibiotics for asymptomatic
bacteriuria, declining all interventions to discontinue treatment. Aside from discontinuation of
treatment, providers were receptive to pharmacists’ interventions. Based on the results of this
quality improvement pilot, our ER is considering expanding pharmacy services to other types
of culture callbacks in the future. Additionally, we are reviewing potential factors influencing
ASB treatment such as the need for urinalysis in most patients not visiting with UTI related
symptoms and prescriber education.

Martin, Madison | Lakeland Regional Health (PGY1 Resident) |
madisonmartin0899@gmail.com

The Impact of an Order Set on Hypercoagulable Work-up in Hospitalized
Patients

Background: Thrombophilias are hereditary or acquired conditions that increase the risk of
venous or arterial thrombosis. Inherited thrombophilias include factor V Leiden (FVL),
prothrombin gene mutation, elevated factor VIII activity, protein C deficiency, protein S
deficiency, and antithrombin deficiency, while antiphospholipid antibody syndrome (APS) is
the primary acquired thrombophilia. Most inherited thrombophilias confer a modest increase
in venous thromboembolism (VTE) risk; however, APS is associated with a substantially
higher risk of recurrent VTE and arterial events, including stroke. Clinical features suggestive
of inherited thrombophilia include VTE before age 50, strong family history of VTE, recurrent
VTE, and thrombosis at unusual sites (e.g., mesenteric, portal, hepatic, or cerebral veins).
The 2023 American Society of Hematology (ASH) guidelines recommend selective
thrombophilia testing in specific clinical scenarios, including VTE associated with nonsurgical
transient or hormonal risk factors, cerebral or splanchnic venous thrombosis when
anticoagulation decisions may be affected, and in certain patients with relevant family history,
pregnancy, or cancer. Routine, broad testing is not supported in most patients with ischemic
stroke, as inherited thrombophilias do not typically increase stroke risk in older adults;
however, APS testing should be considered in younger patients with cryptogenic stroke. A
prior medication use evaluation identified frequent thrombophilia testing without clear clinical

indication, prompting development of a hypercoagulable order set to promote guideline-
directed testing and reduce unnecessary laboratory utilization. The purpose of this study is to
evaluate the proportion of patients with indicated testing post-PowerPlan implementation.

Methodology: This was an IRB-approved, retrospective, single-center, observational cohort
study conducted at a 910-bed teaching hospital between June 1, 2018 — December 31, 2019
(pre-implementation) and May 15, 2024 — September 30, 2025 (post-implementation).
Patients were eligible for inclusion if they had an inpatient order for at least one
hypercoagulable laboratory test, including activated protein C resistance, FVL, protein C
functional, protein S functional, antithrombin 11l activity, prothrombin gene mutation,
cardiolipin antibody, lupus anticoagulant evaluation with reflex testing, or an antiphospholipid
antibody panel. Patients were excluded if they were less than 18 years of age, pregnant,
admitted for trauma or cardiac surgery, had a confirmed diagnosis of systemic lupus
erythematosus, had antithrombin Il testing ordered specifically to evaluate heparin
resistance, or had cardiolipin antibody testing ordered through the “MED Autoimmune
Workup” order set. The primary outcome was the proportion of indicated testing (defined as
indicated testing if there was ischemic stroke with no explanation, recurrent VTE and age <
50 with strong family history, or recurrent VTE at an unusual site [i.e. mesenteric, portal,
hepatic, or cerebral veins] without testing at the time of VTE event or within 3 months of
event, testing while on anticoagulants, and testing after first VTE). Secondary outcomes
included the proportion of appropriate tests ordered (defined as testing performed in the
absence of factors known to interfere with assay interpretation, such as acute thrombosis or
active anticoagulation, when applicable), hematology consultation, and change in
management when indicated. A power calculation performed after implementation of
hypercoagulable PowerPlan required a total sample size of 152 patients (power = 0.80 with a
2-sided alpha of 0.05) in a 1:1 ratio to detect at minimum 20% decrease in post-
implementation group non-indicated testing, presuming the non-indicated testing was
previously 83%. Baseline characteristics were analyzed using descriptive statistics and
outcomes were compared using Chi-squared test.

Results: A total of 200 patients were included with 100 patients in both the pre-
implementation and post-implementation groups. Baseline characteristics are outlined in
Table 1. The proportion of indicated testing in the pre- and post-implementation groups were
17% and 11%, respectively (p=0.22). The proportion of appropriate tests ordered was
statistically significant with 50% in the pre-implementation group and 92% in the post-
implementation group (p<0.001). The proportion of hematology consults were also
statistically significant with 31% in the pre-implementation group and 60% in the post-
implementation group indicating increased involvement from specialty services for evaluation
of patients.

Conclusion: The 2023 ASH guidelines emphasize the need for selective thrombophilia
testing to minimize unnecessary laboratory use and prevent misdiagnosis caused by
inappropriate testing. Despite limited literature on thrombophilia, this area remains an
important focus for further research. Although this study did not demonstrate an increase in
indicated testing after PowerPlan implementation, it found a statistically significant
improvement in the proportion of appropriate tests. This suggests that the PowerPlan
effectively prevented the ordering of thrombophilia tests during anticoagulant therapy or in
the presence of a thrombus, reducing the risk of false results. Limitations of the study include
its retrospective cohort design and insufficient power to evaluate secondary outcomes.

Martinez Gines, Jonathan | Baptist Health South Florida (PGY2 Resident) |
jmartinezgines@gmail.com

Impact of Automated Dispensing Cabinet Reconfiguration on Medication
Charge Capture in the Surgical Setting

Background: Automated dispensing cabinets (ADCs) serve as a primary interface for
perioperative medication management. In the operative setting, medications are billed under
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a charge-on-dispense model, whereby charges are captured at the point of medication
removal from the ADC. Under this model, suboptimal cabinet configurations, such as storing
medications in open matrix drawers, which do not require individual item selection, can result
in charge capture failures and unrecovered revenue, while simultaneously introducing
medication safety risks by allowing access to multiple medications within a shared
compartment. In health systems operating under financial and regulatory scrutiny, accurate
charge capture and safe medication dispensing from ADC transactions represent both a
compliance priority and an opportunity for operational improvement. Despite widespread
ADC adoption, evidence evaluating the relationship between systematic cabinet
reconfiguration and charge capture performance in the surgical setting remains limited. This
study aimed to evaluate the impact of targeted ADC reconfiguration on medication charge
capture rates and medication safety in the perioperative setting at Baptist Hospital of Miami
(BHM).

Methodology: This single-center, retrospective pre-post quality improvement study was
conducted at BHM. ADC transaction data were extracted and analyzed to identify
discrepancies between medications removed and charges successfully captured in the
electronic health record. Phase 1 targeted sugammadex, a high-priority agent identified as
prone to charge capture failures in the operative setting, with reconfiguration involving the
transition from open matrix drawers to mini-tray pockets to improve charge capture accuracy
and medication safety. Phase 2 applied the same reconfiguration intervention to
succinylcholine across surgical care areas. The primary outcome was reduction in missed
medication charge rate relative to medication utilization volume. Charge capture rates were
compared across pre- and post-intervention periods. Descriptive statistics were used for
analysis.

Results: A total of two high-priority agents were evaluated across the pre- and post-
intervention periods: sugammadex and succinylcholine. For sugammadex, the pre-
intervention average missed charge rate (May-July 2025) was 0.61%, representing a mean
of 869 ADC removals per month. Following reconfiguration, the missed charge rate
decreased to an average of 0.17% (August-October 2025), representing a 72% relative
reduction in missed charges. For succinylcholine, the average missed charge rate during the
pre-intervention period (January-March 2026) was 22%, representing a mean of 606 ADC
removals per month. Following reconfiguration in April 2026, the missed charge rate
decreased to 10%, reflecting a 68.8% relative reduction in missed charges. Collectively,
these findings demonstrate a meaningful improvement in charge capture performance for
both agents following targeted ADC reconfiguration. A total of two high-priority agents were
evaluated across the pre- and post-intervention periods: sugammadex and succinylcholine.
For sugammadex, the pre-intervention average missed charge rate (May-July 2025) was
0.61%, representing a mean of 869 ADC removals per month. Following reconfiguration, the
missed charge rate decreased to an average of 0.17% (August-October 2025), representing
a 72% relative reduction in missed charges. For succinylcholine, the average missed charge
rate during the pre-intervention period (January-March 2026) was 22%, representing a mean
of 606 ADC removals per month. Following reconfiguration in April 2026, the missed charge
rate decreased to 10%, reflecting a 68.8% relative reduction in missed charges. Collectively,
these findings demonstrate a meaningful improvement in charge capture performance for
both agents following targeted ADC reconfiguration.

Conclusion: Systematic ADC reconfiguration in the surgical setting was associated with
measurable improvements in both medication charge capture and medication safety. These
findings support a structured, pharmacy-led approach to transitioning high-risk medications
from open matrix drawers to mini-tray pockets as a sustainable strategy for improving
financial accountability, medication charge integrity, and dispensing safety in perioperative
care. Health systems with similar ADC configurations may benefit from targeted
reconfiguration audits to reduce charge capture gaps and mitigate medication safety risks.
Systematic ADC reconfiguration in the surgical setting was associated with measurable
improvements in both medication charge capture and medication safety. These findings
support a structured, pharmacy-led approach to transitioning high-risk medications from open

matrix drawers to mini-tray pockets as a sustainable strategy for improving financial
accountability, medication charge integrity, and dispensing safety in perioperative care.
Health systems with similar ADC configurations may benefit from targeted reconfiguration
audits to reduce charge capture gaps and mitigate medication safety risks. Systematic ADC
reconfiguration in the surgical setting was associated with measurable improvements in both
medication charge capture and medication safety. These findings support a structured,
pharmacy-led approach to transitioning high-risk medications from open matrix drawers to
mini-tray pockets as a sustainable strategy for improving financial accountability, medication
charge integrity, and dispensing safety in perioperative care. Health systems with similar
ADC configurations may benefit from targeted reconfiguration audits to reduce charge
capture gaps and mitigate medication safety risks.

Mathews, Rachel | James A. Haley (PGY1 Resident) | rachelkm99@gmail.com
Returned mailed medications in an outpatient pharmacy: a quality
improvement approach to reduce waste

Background: The outpatient pharmacy at a large Veterans Affairs medical center mails
more than one million prescriptions annually. Although returned mailed medications
represent a small percentage of total volume, they generate substantial drug waste, workflow
inefficiencies, and potential care delays. The increasing use of high-cost and refrigerated
therapies heightens the financial risk associated with preventable returns. This quality
improvement initiative evaluated reasons for mailed medication returns and assessed the
operational and financial impact to guide targeted workflow improvements.

Methodology: A retrospective review of all mailed outpatient medications returned to the
pharmacy was conducted for the pre-implementation period (August 1-October 31, 2025).
Tracking data, EHR order information, and address records were used to categorize return
reasons and calculate drug cost waste and associated technician labor time.
Post-implementation data collection began February 16, 2026, and is ongoing. Workflow
changes included enhanced address verification for refrigerated medications, expanded
technician batching responsibilities, additional verification steps before mailing, adoption of
the EHR “Park” function to reduce unnecessary shipments, and conversion of select
medications to 90-day supplies to shift dispensing to a centralized automated pharmacy.

Results: During the pre-implementation period, 542,484 prescriptions were mailed and 435
(0.08%) were returned. Drug waste totaled $35,558.56, with an estimated annual cost of
$142,891.32. High-cost products and refrigerated medications contributed disproportionately
to total waste; 13 refrigerated items alone accounted for more than 11% of total local cost.
Incorrect or vacant addresses and unclaimed packages were the most common causes of
return. Processing returned items required 320 technician hours valued at $9,843.20.
Preliminary post-implementation results demonstrated improvement, with zero refrigerated
medications returned due to inappropriate PO Box mailing.

Conclusion: Returned mailed medications, though infrequent, create significant preventable
waste and delays in patient care. Targeted workflow modifications improved accuracy,
strengthened address verification, and reduced avoidable returns. Continued monitoring is
expected to support sustained reductions in waste and enhanced operational efficiency.

Matt, Isabel | Tampa General Hospital (PGY2 Resident) | isabel.c.matt@gmail.com
Impact of a pilot pharmacist-led continuous glucose monitoring (CGM)
remote monitoring program

Background: Use of continuous glucose monitors (CGM) has drastically increased as a

method for self-monitoring glucose and has been associated with improved glycemic control
and reduced episodes of hypoglycemia in patients with diabetes. In 2022, billing for personal
CGM initiation and interpretation became available, offering providers an additional revenue
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stream for diabetes management. At our institution, pharmacists are embedded in primary
care clinics and have historically utilized level one evaluation and management incident-to
billing strategies to receive reimbursement for diabetes management. However, the
implementation of a pharmacist-led CGM management program, including billing for
services, had not been instituted. The aim of this study is to determine the impact of the
initiation of a pharmacist-led CGM service on financial and clinical outcomes.

Methodology: This retrospective, single-center descriptive cohort study included patients
within our healthcare network diagnosed with type 1 or type 2 diabetes who were actively
using CGMs between October 1, 2024, and May 31, 2025. Under a collaborative practice
agreement, primary care providers referred patients to pharmacists for CGM interpretation
and monitoring. Pharmacists reviewed CGM data every 30 days, documented findings in the
electronic medical record, and routed the documentation to the provider for attestation and
billing. The primary outcome was total reimbursement for CGM remote monitoring.
Secondary outcomes included the proportion of patients achieving blood glucose control
(HbA1c < 9%) and identification of pharmacist-led clinical interventions.

Results: A total of 128 patients were included, with a median age of 65 years. Most patients
(92%) had type 2 diabetes, and 64% were already receiving pharmacist-managed diabetes
care prior to study initiation. Reimbursement was received for 82% of encounters via CPT-
code billing, totaling $11,583.41, with a median return on investment (ROI) of 3.61 (IQR
1.46—4.62). By the end of the study, 90% of patients had a GMI of < 9%. Of patients that
started the study with GMI < 9%, 92% remained < 9%. Of patients that started the study with
GMI = 9%, 80% of them ended with an GMI < 9% (p-value= 0.009). Hypoglycemia was
detected in 85 encounters, 12 patients were referred to pharmacy for management of
hypoglycemia, and 12 patients were identified as lost-to-provider-follow-up and scheduled for
primary care provider visits.

Conclusion: Implementation of a pharmacist-led CGM remote monitoring program resulted
in high rates of financial reimbursement and a strong ROI. Glycemic control was maintained
or improved in most patients, and pharmacists contributed valuable clinical interventions.

McCarthy, Alexis | Lakeland Regional Medical Center (PGY2 Resident) |
alexismccarthy12@gmail.com

Effect of corticosteroids on vasopressor duration in trauma-induced relative
adrenal insufficiency

Background: Trauma patients may develop relative adrenal insufficiency, contributing to
vasopressor-dependent hypotension. Currently, the role of corticosteroids in reducing
vasopressor duration in the trauma population remains unclear. This study evaluated
whether corticosteroid therapy reduces vasopressor duration and whether baseline cortisol
level mediates this relationship.

Methodology: This retrospective, single-center cohort study included adult trauma patients
admitted to the ICU between August 2020 and July 2025 who required vasopressors and had
a baseline serum cortisol level (TO) obtained prior to corticosteroid administration. Patients
receiving corticosteroids were compared with those who did not. The primary outcome was
vasopressor duration. Mediation analysis was performed to assess whether cortisol level
mediated the relationship between corticosteroid therapy and vasopressor duration.
Secondary outcomes included infection within 28 days, ICU length of stay, and in-hospital
mortality.

Results: A total of 48 patients were included, of whom 32 (66.7%) received corticosteroids.
Mean cortisol level was 19.6 + 11.8 mcg/dL, and mean vasopressor duration was 85.4 + 67.1
hours. Corticosteroid use was associated with lower cortisol levels (§ = -9.82, SE =3.42, p <
0.01, 95% CI [-16.80, -2.94]), but cortisol levels were not associated with vasopressor
duration (8 = -0.61, SE =0.92, p = 0.51, 95% CI [-2.46, 1.42]). Corticosteroid therapy was not
associated with a reduction in vasopressor duration (8 = -15.72, SE = 22.94, p = 0.50, 95%

CI [-61.96, 30.52]), and no mediating effect was observed. There were no significant
differences in infection, ICU length of stay, or in-hospital mortality between groups.

Conclusion: In patients with suspected trauma-induced relative adrenal insufficiency,
corticosteroid therapy was not associated with reduced vasopressor duration, and cortisol
levels did not mediate this relationship.

McGraw, Katherine | Sarasota Memorial Hospital - Sarasota Campus (PGY2 Resident) |
kem255@pitt.edu

Management and outcomes of patients with hemorrhagic transformation after
thrombolysis for acute ischemic stroke

Background: Hemorrhagic transformation (HT) is a known complication of thrombolytic
therapy that encompasses a spectrum of intracerebral hemorrhage (ICH) manifestations. The
most clinically significant subset is symptomatic intracerebral hemorrhage (sICH), defined by
neurologic deterioration, occurs in 2-7% of patients and carries a mortality risk approaching
50%. Despite the short plasma half-lives of alteplase (tPA) and tenecteplase (TNK), the risk
of HT may persist for 24 to 36 hours after thrombolytic administration due to sustained effects
on the coagulation cascade. Current guidelines from the American Heart Association,
American Stroke Association, Neurocritical Care Society, and Society of Critical Care
Medicine recommend the use of cryoprecipitate and antifibrinolytic agents fo the
management of sICH occurring within 24 hours of thrombolysis. However, the evidence
guiding optimal reversal strategies is limited, and real-world practices are poorly
characterized. The objective of this study is to describe the clinical characteristics,
management, and outcomes of patients who experience hemorrhagic transformation
following thrombolysis for acute ischemic stroke.

Methodology: This institutional review board approved, retrospective cohort study included
adult patients who developed HT within 36 hours of alteplase or tenecteplase administration
for AIS at three stroke centers within a single healthcare system between August 1, 2021,
and December 31, 2025. Patients were excluded if thrombolytic therapy was administered
outside of the study sites, if an incomplete thrombolytic dose was administered, or if the
patient was enrolled in a clinical trial. The primary outcome was the incidence of reversal
therapy administration for HT following thrombolysis, defined as receipt of cryoprecipitate,
tranexamic acid, or platelet transfusion. Secondary outcomes include incidence of sICH and
asymptomatic ICH (alCH), type of reversal agents administered, hemorrhagic expansion on
repeat imaging, modified Rankin Scale (mRS) score at discharge, discharge disposition, and
in-hospital mortality. Laboratory values at the time of thrombolysis and hemorrhage
identification were collected when available. Subgroup analyses were performed to compare
patients with sICH vs alCH, hemorrhagic expansion vs. no expansion, as well as those who
received alteplase vs tenecteplase, and reversal vs. no reversal. Study data were identified
and abstracted from the Get With The Guidelines®-Stroke (GWTG-Stroke) registry database
and the health system’s electronic health record (Sunrise ™). Data were collected and
managed using REDCap™ electronic data capture tools. Descriptive statistics were used to
summarize baseline characteristics and outcomes.

Results: Sixty-six patients were screened and 51 were included in the final analysis. Most
patients were male with a median age of 77 years. Tenecteplase was the most common
thrombolytic administered (56.9%). Twenty-four patients had a large vessel occlusion, of
whom 18 underwent mechanical thrombectomy. The median time from thrombolysis to
hemorrhage identification was 8.3 hours. Intraparenchymal hemorrhage (64.7%) and
subarachnoid hemorrhage (62.7%) were the most common hemorrhage subtypes, and 61%
of cases were considered symptomatic. Reversal therapy was administered in 45.1% of
patients at a median time of 0.8 hours after hemorrhage identification; all but one patient
received tranexamic acid and cryoprecipitate. Among patients with sICH (n=31), hemorrhage
occurred earlier (median 3.7 h), and 71% received reversal therapy. Hemorrhagic expansion
occurred in seven patients (13.7%), all of whom were classified as sICH and received
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reversal therapy. Hemorrhage expansion was more common among those who received
alteplase and was associated with earlier onset of initial hemorrhage (3.1 vs 11 h), higher
NIHSS scores at initial hemorrhage identification (25 vs 12) and at discharge (15 vs 8), and
higher in-hospital mortality (28.6% vs 9.1%). Patients who received tenecteplase had higher
NIHSS scores at the time of hemorrhage identification (18 vs. 9) and at discharge (14 vs. 3).
Discharge mRS scores were similar across subgroups, ranging from 4 to 5. Mortality was
higher among patients who received reversal therapy (17.4% vs. 7.1%)

Conclusion: In this retrospective cohort study, reversal therapy was administered in nearly
half of patients with hemorrhagic transformation following thrombolysis for acute ischemic
stroke, was most common among those with sICH, and was initiated rapidly after
hemorrhage identification. Notably, hemorrhagic expansion was associated with earlier initial
hemorrhage onset, greater neurologic severity, higher mortality, and was observed more
frequently in patients who received alteplase.

Mclintosh, Gabrielle | James A. Haley Veterans' Hospital (PGY1 Resident) |
gmcintosh597@gmail.com

Impact of a Pharmacy Review Process on Outpatient Infusion Therapy

Background: Under the MISSION Act, veterans increasingly receive outpatient infusion
therapy through Community Care (CC), raising concerns about safety, coordination,
formulary adherence, and costs. Medication use evaluations at the James A. Haley Veterans’
Hospital (JAHVH) revealed complications, increased mortality risk in community-based 1V
antimicrobials, and frequent formulary process bypasses. In May 2025, JAHVH implemented
mandatory pharmacy-led review for infusion therapy to ensure appropriateness, safety, and
formulary alignment.

Methodology: This retrospective quality-improvement project evaluated pharmacy consults
from May 19 to September 30, 2025. Data sources included CPRS, internal cost systems,
and clinic dashboards. Metrics included baseline characteristics, ordering service patterns,
prior infusion locations, consult adherence, turnaround time, pharmacist encounter duration,
and cost avoidance. Primary outcomes were the percentage of patients transitioned from CC
to VA infusion clinics and changes in CC consult volume; secondary outcomes were
adherence to the new consult process, review timeliness, estimated cost savings, and
pharmacist time.

Results: There were 188 completed consults. Before review, 137 patients were receiving CC
infusions; 51 were new requests. After implementation, CC consults decreased by 44%, and
73% of new consults avoided CC entirely. Overall, 51% of all reviewed consults resulted in
CC avoidance. Ninety-one veterans continued CC infusions due to clinical necessity,
medication unavailability, or long travel times. Consult adherence was 81%. Average
pharmacist encounter time was 12—15 minutes, and turnaround time improved over the study
period, averaging 38 hours. Estimated cost savings for VA-delivered infusions were
$164,832.66 per infusion cycle.

Conclusion: A pharmacy-led infusion review process at JAHVH reduced CC utilization,
improved formulary compliance, and generated significant cost savings. Modest pharmacist
time yielded efficient consult processing with improved turnaround trends. Remaining gaps in
consult quality highlight the need for provider education, template standardization, and
expanded VA infusion capacity. Phase Il analysis will assess long-term sustainability.

McKersie, Sydney | UF Health Shands Hospital (PGY1 Resident) |
smckersie2@gmail.com

Piperacillin-tazobactam versus ampicillin plus gentamicin for treatment of
chorioamnionitis

Background: Chorioamnionitis is a potentially life-threatening infection of the amniotic fluid,
placenta, fetus, fetal membranes, or decidua occurring during pregnancy. Historical
treatment regimens for chorioamnionitis are based on older, lower quality evidence and
primarily focus on the use of ampicillin, gentamicin, and clindamycin. Enteric organisms are
commonly implicated in these infections, particularly Escherichia coli, which has
demonstrated rising global and local antimicrobial resistance. Rising resistance among E. coli
isolates to traditional agents such as ampicillin and gentamicin has raised concerns
regarding the reliability of this historic treatment regimen. Piperacillin-tazobactam could offer
improved empiric coverage against these pathogens. Few studies have rigorously compared
piperacillin-tazobactam with traditional regimens. An institutional practice change in 4/2024
shifted the management of chorioamnionitis from ampicillin plus gentamicin to piperacillin-
tazobactam. The objective of this study is to evaluate the comparative safety and efficacy of
piperacillin-tazobactam to ampicillin plus gentamicin for the treatment of chorioamnionitis
following this change. This expands on the limited available literature for the treatment of
chorioamnionitis by providing evidence to address existing gaps and guide selection of
antibiotic therapy.

Methodology: A retrospective cohort study was conducted on patients admitted from
4/1/2021-4/1/2025. Patients were included if they had a diagnosis of chorioamnionitis in the
second or third trimester by ICD-10 code, were at least 18 years old on admission, and
received at least one dose of piperacillin-tazobactam or ampicillin plus gentamicin during
admission. Patients were excluded if they had a confirmed infection on admission other than
chorioamnionitis. A total of 341 patients meeting inclusion criteria were randomly selected, of
whom four were excluded. An a priori power calculation determined that 155 patients in each
arm would be required to achieve adequate statistical power. Data collection was completed
in REDCap and statistical analyses were conducted using IBM SPSS Statistics for Windows,
version 31.0.1.0 (IBM Corp., Armonk, NY). The primary outcome was a composite of death,
ICU admission, readmission, additional OB/GYN procedure related to diagnosis of
chorioamnionitis, repeat or escalation of antibiotics related to diagnosis of chorioamnionitis,
or surgical site infection within 30 days post-delivery. The safety endpoint was Clostridioides
difficile infection within 30 days post-delivery.

Results: A total of 337 patients were included, of which 171 (50.7%) received ampicillin plus
gentamicin and 166 (49.3%) received piperacillin-tazobactam as their primary treatment
regimen. Baseline demographics were overall similar between groups. Some notable
differences include decreased rates of term deliveries in the ampicillin plus gentamicin
compared to piperacillin-tazobactam [135 (78.9%) vs 152 (92.2%)], increased rates of
cesarean sections [88 (51.5%) vs 65 (39.2%)], and decreased rates of singleton pregnancies
[165 (96.5%) vs 166 (100%)]. There was no significant difference in patients who met the
primary composite endpoint between those who received ampicillin plus gentamicin
compared to piperacillin-tazobactam [34 (19.9%) vs 34 (20.5%), p=0.893]. No patients died in
either group, and there was no significant difference between groups in rate of ICU
admissions, additional OB/GYN procedures, repeat or escalation of antibiotics, or surgical
site infections. A significant difference was identified in readmission rates between patients
who received ampicillin plus gentamicin compared to piperacillin-tazobactam [12 (7.0%) vs
23 (13.9%)], and rates of surgical site infections [4 (2.3%) vs 8 (4.8%)]. There were no
patients with C. difficile infection in either group.

Conclusion: This study demonstrated no significant difference in overall safety and efficacy
of piperacillin-tazobactam compared to ampicillin plus gentamicin for the treatment of
chorioamnionitis. These findings suggest that piperacillin-tazobactam may be a reasonable
alternative to traditional therapy, particularly in the setting of rising E. coli resistance.
Prospective studies are warranted to further evaluate comparative efficacy.
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McNaughton, Chassidy | Ascension St. Vincent's Riverside (PGY1 Resident) |
chassidymcnaughton@gmail.com

Dextrose Titration Rate on Risk of Refeeding Syndrome in Adults Receiving
Total Parenteral Nutrition

Background: Refeeding syndrome (RFS) is a potentially life-threatening metabolic
complication associated with the reintroduction of nutrition following periods of starvation or
severe malnutrition and is frequently precipitated by initiation of total parenteral nutrition
(TPN). Although the American Society for Parenteral and Enteral Nutrition (ASPEN)
recommends a gradual advancement of dextrose in patients at risk for RFS, the optimal rate
of dextrose titration during TPN initiation remains unclear, resulting in practice variability and
limited evidence to guide safe prevention strategies in hospitalized adults. The purpose of
this study was to evaluate the effect of slow versus rapid dextrose titration on the incidence
of RFS in adult patients receiving TPN.

Methodology: This single-center, retrospective, observational cohort study was conducted
across four sites within a single integrated health system. Included subjects were adults who
received newly initiated TPN for at least 72 hours. Otherwise eligible subjects transitioned
from peripheral parental nutrition (PPN) to TPN by day 2 of therapy. Subjects were excluded
for renal failure requiring dialysis, outpatient parenteral nutrition in the previous 3 months,
diagnosis of diabetic ketoacidosis or tumor lysis syndrome prior to TPN initiation,
administration of massive blood transfusion prior to TPN initiation, absence of follow-up
electrolyte monitoring, pregnancy, or incarceration. Subjects whose TPN was titrated to goal
dextrose concentration within 1-3 days were included in the rapid titration group, while
subjects whose TPN was titrated to goal in greater than 3 days were included in the slow
titration group. The primary outcome was the incidence of severe RFS, defined as a greater
than 30% decrease in serum phosphate, potassium, or magnesium within five days of TPN
initiation. Secondary outcomes included incidence of mild (10-20% decrease) and moderate
(20-30% decrease) RFS, largest percent electrolyte decrease within 5 days following TPN
initiation, incidence of QTc prolongation or rhabdomyolysis, hospital length of stay, and in-
hospital mortality. A sample size of 194 subjects was required to detect a 20% difference
between groups to achieve 80% power with an alpha value of 0.05. Student’s t-test or
Wilcoxon rank-sum test was used for continuous and ordinal data, while chi-square or
Fisher's exact test was used for categorical and nominal data. A multivariable logistic
regression was used to adjust for confounding variables.

Results: A total of 1095 subjects were screened with 194 meeting inclusion criteria
(assigned 1:1). Groups differed primarily in baseline characteristics, with the slow titration
group demonstrating higher rates of bowel resection, cancer, history of arrhythmias, thiamine
supplementation, and severe baseline refeeding risk compared to the rapid group. Other
baseline characteristics can be found in Table 1. For results of the primary outcome, no
difference in the incidence of severe RFS was observed between the rapid and slow titration
groups (32.99 vs 31.96%, p=1.000). After adjusting for BMI, sex, history of bowel resection,
thiamine supplementation, and baseline refeeding risk using a multivariable logistic
regression model, the primary outcome remained non-significant between groups (p=0.9).
The analysis of the secondary outcomes showed that rates of moderate (43.3 vs 43.3%,
p=1.000) and mild (67.01 vs 75.26%, p=0.267) RFS were also similar. The largest median
decreases in potassium, magnesium, and phosphate were similar between groups, with no
statistically significant differences observed. Additional secondary outcomes were
comparable between the rapid versus slow titration groups, including QTc prolongation (8.25
vs 9.28%, p=1.000), in-hospital mortality (7.22 vs 8.25%, p=1.000), and hospital length of
stay (16 vs 17 days, p=0.25). Additional study outcomes can be found in Table 2. Limitations
include retrospective design and residual confounding from unmeasured factors such as
provider decision-making, incomplete baseline severity assessment, caloric intake outside
TPN, and electrolyte replacement timing. Additionally, inconsistent laboratory sample
collection timing may have affected percent decrease calculations. A key strength of this

study is direct comparison of real-world dextrose titration strategies during TPN initiation,
addressing a clinically relevant question with limited existing evidence. By evaluating both
biochemical and patient-centered outcomes in included subjects, the findings provide
practical insight into whether slower dextrose advancement meaningfully alters refeeding risk
in hospitalized adults.

Conclusion: Slow dextrose titration did not reduce the incidence of severe RFS compared
with rapid titration, even among patients with higher baseline refeeding risk, suggesting that
dextrose advancement rate alone may not be the primary driver of RFS development.

Menendez, Daniel | Baptist Medical Center, Jacksonville (PGY1 Resident) | Daniel.
Menendez@bmcjax.com

Clinical Utility of Methicillin-resistant Staphylococcus aureus (MRSA) Nasal
Swab Polymerase Chain Reaction (PCR) for Diabetic Foot Infections,
Osteomyelitis, and Joint Infections in Adult Patients.

Background: Staphylococcus aureus (S. aureus) is one of the most common bacteria
implicated in the setting of diabetic foot infection (DFI), osteomyelitis (OM), and joint infection
(J1). S. aureus frequently colonizes the skin and in the upper respiratory tract of humans.
MRSA is a clinically significant organism that often guides antimicrobial therapy. Previous
studies have validated MRSA nares PCR to have a high negative predictive value for
pneumonia. However, the role of MRSA nares PCR in non-respiratory infections remains
undefined. Multiple studies within the Veteran’s Affairs population have shown MRSA nares
PCR to have negative predictive values near 90.0% in the setting of DFI. A multi-center
retrospective study by Stramel, et al, focused on the utility of MRSA nasal swab PCR in
patients with OM with a negative predictive value of 94.7%. Primary literature for MRSA
nares PCR in the setting of JI is scarce. There is no guidance for the use of MRSA nares
PCR for these infections within the study health system. The purpose of this study is to
assess if MRSA nares PCR can be utilized to guide deescalation of empiric anti-MRSA
antibiotic therapy for DFI, OM, and JI.

Methodology: This was a system-wide, retrospective chart review that evaluated a
convenience sample of patients between January 1, 2023, and August 1, 2025. Adult
patients were included if they received inpatient hospital treatment for either DFI, OM, or JI
with antibiotics providing MRSA coverage (ceftaroline, daptomycin, linezolid, or vancomycin),
had an MRSA nasal swab within 72 hours of starting antibiotics, and had a blood, wound, or
tissue culture result within 14 days of admission. Patients were excluded from the study if
they had treatment of the same infection site within 90 days, were diagnosed with OM of the
spine, achieved full source control surgically, or if they were decolonized with mupirocin 48
hours prior to their MRSA nasal swab. The primary outcome was the incidence of a culture
negative for MRSA in patients with a negative MRSA nares PCR, expressed as a negative
predictive value. Secondary outcomes included positive MRSA cultures in patients with a
positive MRSA nares PCR, and a comparison of antibiotic de-escalation and duration based
on MRSA nares status and culture results. Statistical analyses included calculation of
predictive values, two-tailed Fisher's Exact test, and a Mann-Whitney U test as applicable.

Results: Out of all 1,040 patients screened, 409 were included while 631 were excluded. For
the subgroups, 65 were included for DFI, 256 for OM, and 88 JI. The average age of the
sample included was 62.36 years old. Most participants were male (65.5%), white (69.2%),
and initially treated with vancomycin (80.4%). The negative predictive value for the entire
cohort was 92.9% and the positive predictive value was 49.4%. The DFI subgroup had a
negative predictive value of 92.2% and a positive predictive value of 35.7%. OM had a
negative predictive value of 92.5% and a positive predictive value of 49.1%. Lastly, JI had a
negative predictive value of 94.3% and a positive predictive value of 61.1%. For the entire
cohort, there was no difference in deescalation of anti-MRSA antibiotics among patients with
cultures negative for MRSA regardless of MRSA nares PCR results (p = 0.755). Similarly, no
differences were observed in the subgroups: DFI (p = 0.415), OM (p = 0.366), and JI (p =
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1.000). There was no difference in duration of antibiotic therapy among patients with a
culture negative for MRSA regardless of MRSA nares PCR results across subgroups,
including DFI (p = 0.980), OM (p = 0.788), and JI (p = 0.422).

Conclusion: MRSA nares PCR had high negative predictive values for DFI, OM, and JI; all
exceeding 90%. In contrast, the MRSA nares PCR positive predictive value was low overall,
although it was higher for JI (61.1%). There was no difference in rate of anti-MRSA antibiotic
deescalation between patients with positive versus negative MRSA nares PCR results in the
setting of a culture negative for MRSA at the study institution. Similarly, duration of antibiotic
therapy did not differ between PCR-positive and PCR-negative groups across infection types.
These findings are consistent with prior studies and support the early use of MRSA nares
PCR in suspected DFI, OM, and JI to help rule out MRSA as the causative organism.

Millan, Stephanie | Health First Holmes Regional Medical Center (PGY1 Resident) |
millanannie@yahoo.com

Evaluating the Impact of a Pharmacist-driven Protocol in an Inpatient
Hospital: Auto-substitution from Piperacillin-tazobactam and Vancomycin to
Cefepime and Vancomycin Empiric Therapy

Background: Beta-lactams in combination with vancomycin remain integral to empiric broad-
spectrum coverage for critically ill patients. Providers must balance adequate bacterial
coverage with patient safety when selecting these regimens. Vancomycin plus piperacillin-
tazobactam (VPT) and vancomycin plus cefepime (VC) are commonly selected empiric
regimens. However, debate continues regarding which should be preferred. A 2017 meta-
analysis found the incidence of acute kidney injury was higher in patients who received VPT
compared to VC1. Pharmacists can play a key role in aiding the care team in optimizing
antimicrobial treatment regimens. A growing body of evidence demonstrates the positive
outcomes with pharmacist-driven protocols 2,3. Our institution implemented a pharmacist-
driven protocol in 2017, authorizing automatic conversion from VPT to VC with possible
addition of metronidazole for anaerobic coverage. This study seeks to assess prescribing
trends of piperacillin-tazobactam, cefepime, and vancomycin after implementation of the
protocol.

Methodology: This is a retrospective, multicenter study using data from the electronic health
records, Sunrise Clinical Manager (SCM), plus reports from VigiLanz and Midas, clinical
surveillance platforms. Data was collected from July 2019 to June 2025 from four Health First
healthcare centers: Palm Bay Community Hospital, Viera Hospital, Cape Canaveral Hospital,
and Holmes Regional Medical Center. Patients were included if they were greater than 18
years of age and received either VPT or VC orders for at least 24 hours. Patients who
received only one dose or received less than 24 hours of study medication were excluded
from this study. Descriptive statistics were used to analyze data. The primary outcome of this
study was to describe trends of medication administration quarterly. Secondary outcomes
include percentage of patients in the VC group who received metronidazole and ICD-10
codes.

Results: From July 2010 to June 2025, there were 11,031 patients who received either
piperacillin-tazobactam, cefepime or vancomycin during their admission. VC was
administered to 10,602 patients. However, only 6,467 were included after exclusion criteria
were applied. In the VPT group only 74 of the 810 patients remained after exclusion criteria.
The median age for the VC and VPT group was 64 and 60, respectively. The average length
of stay was 9.10 days in the VC group with 20.41 days in the VPT group. After the
implementation of the interchange protocol there is slight upward trend in the amount of VC
administrations with a downward trend appearing in the VPT administrations. Metronidazole
was added to 2,346 patients (36%) who received the VC regimen.

Conclusion: After the implementation of the pharmacist-driven interchange protocol, there
was a shift in antibiotics given shown by an increase of VC use and a corresponding decline
in VPT use. The study does have its limitations but does suggest that pharmacist-led

interventions can influence prescribing patterns across a health system. The addition of
metronidazole highlights the consideration of anaerobic coverage by pharmacists when using
the protocol. The ICD-10 categories suggest these prescribing trends were largely driven by
sepsis, urinary and bone/join infections. Future research can focus on clinical outcomes from
pharmacist driven protocols.

Mills, Elise | UF Health Jacksonville (PGY1 Resident) | elisetmills@gmail.com
Comparison of clinical decision support intravenous insulin infusions
protocols for critical illness hyperglycemia

Background: Continuous insulin infusions (Cll) are standard of care for glycemic
management in critically ill patients, yet standardized protocols vary by institution. Clinical
decision support systems (CDSS) have shown superior safety and efficacy outcomes
compared to traditional written protocols, though data comparing different CDDS systems is
lacking. A proprietary electronic medical record (EMR) integrated CDSS, Glucommander®,
and a modified Yale protocol integrated into Epic represent two unique approaches to insulin
infusion management via CDDS in our health system. Currently, no head-to-head
comparisons of these two CDDS programs in the critical care setting have been published.

Methodology: This retrospective, multicenter, cohort study will include adult intensive care
unit patients who received Cll at Site 1 (1) and Site 2 (2) between August 2023 and August
2025. The primary endpoint is time to first goal blood glucose (70 — 180 mg/dL). Secondary
endpoints include time within goal blood glucose range, incidence of hypoglycemia, ICU
length of stay, and incidence of hyperglycemia requiring reinitiation of Cll. Data has been
obtained from electronic medical records.

Results: From August 2023 to August 2025 348 patients received a continuous insulin fusion
for critical illness hyperglycemia; of which 1 (n=217) using Glucommander® and 2 (n=131)
using the modified Yale protocol integrated into Epic. Patient baseline demographics of
gender (male) [1:56.2%, 2: 62.6%], median age [1: 64.9, 2: 60.9], history of Type 2 Diabetes
[1:48.4%, 2:57.3%], no prior diagnosis of diabetes [1:50.7% 2:40.5%], and SOFA Score upon
ICU admission [1:6 2:7] are similar between the two groups. The most common reason for
ICU admission is cardiovascular events [1: 72.3%, 2:75.5]. The primary endpoint (time to first
goal blood sugar; hours) is similar between the groups [1: 5.9, 2:5.3, p=0.09]. There is no
difference when focusing on the instance of preventing safety outcome of hypoglycemia (BG
<70 mg/dL) [1: 94%, 2: 96.2% p=0.524].

Conclusion: In critically ill patients receiving Cll, Glucommander® and a modified Yale
protocol integrated into Epic demonstrated similar time to first goal glucose and
hypoglycemia rates. Baseline characteristics and illness severity were comparable,
suggesting both CDSS approaches provide equivalent glycemic control and safety in the ICU
setting.

Misiti, Kaylee | Orlando Health Bayfront Hospital (PGY1 Resident) |
kaymisiti20@gmail.com

o Incidence of Angioedema with Tenecteplase versus Alteplase in Ischemic
Stroke

Background: Ischemic stroke is the most common type of stroke and is caused by embolic
or thrombotic occlusions that reduce blood flow to the brain. Management includes stabilizing
airway, support in breathing and circulation, identifying candidates for IV thrombolysis within
4.5 hours of symptom onset, and consideration of mechanical thrombectomy for large vessel
occlusions within 24 hours of symptom onset.1 Thrombolytics, also referred to as
fibrinolytics, are medications utilized to dissolve intravascular clots. Both tenecteplase and
alteplase are plasminogen activators and lead to increased plasmin which degrades fibrin
and dissolves clots. Thrombolytics significantly increase bleeding risk and may result in
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hemorrhagic transformation.3 Intracerebral hemorrhage is the second most prevalent form of
stroke and is typically caused by the rupture of small arteries.2 Aside from thrombolytic use,
thrombectomies can also increase the risk of bleeding via mechanical manipulation and can
result in hemorrhagic transformation. Thrombectomy involves physically removing a clot from
a blood vessel utilizing catheter-based therapies such as stent-retrieval or direct aspiration. It
is commonly performed in response to acute ischemic stroke, myocardial infarction, or
pulmonary embolism.4 Orlando Health Bayfront Hospital made the switch from alteplase to
tenecteplase for the treatment of ischemic stroke in August of 2024. This research project will
analyze data from this hospital. The main purpose of this study is to determine if there is a
difference in incidence of angioedema or hemorrhagic stroke with administration of
tenecteplase versus alteplase.

Methodology: This is a retrospective, single center cohort study comparing outcomes in
patients receiving tenecteplase versus alteplase for acute ischemic stroke. All patients who
received tenecteplase or alteplase at Orlando Health Bayfront Hospital during their
respective 12-month review periods will be flagged for review of their electronic health
record. The study evaluates two different time periods (12 months prior- and 12 months post-
implementation of tenecteplase). This is representative of changes in policy at Orlando
Health Bayfront Hospital. Prior to August of 2024, alteplase was the preferred thrombolytic
agent.

Results: A total of 85 patients were enrolled in the study, n=42 in the tenecteplase group and
n=43 in the alteplase group. Baseline characteristics were similar including age, BMI, sex,
and ACE inhibitor/ARB use. No difference was found in the incidence of angioedema in the
Tenecteplase group (7.1%) compared to the alteplase (9.3%) group (p-value = 0.72). For the
secondary objective, hemorrhagic transformation occurred in 7.1% of patients who received
Tenecteplase and 14% who received alteplase (p=0.30).

Conclusion: Angioedema occurred at similar rates in both patients receiving tenecteplase
vs. alteplase, with no statistically significant difference between the two groups (p = 0.72).
Given the small number of events in both groups, the study is underpowered to detect
meaningful differences in risk of angioedema. For the secondary objective, these findings
suggest no statistically significant difference in hemorrhagic transformation between agents.
Although the events were numerically higher in the alteplase group, thrombectomy was
performed more frequently in the alteplase group (34.9% vs. 26.2%) which may represent
confounding and may have contributed to the higher observed bleeding rates.

Montino, Missy | Ascension Sacred Heart Pensacola (PGY1 Resident) |
missydawnc@gmail.com

Evaluation of a Pharmacist-Driven Discharge Medication Reconciliation
Service

Background: Medication reconciliation is a systematic process utilized to ensure the
accuracy and consistency of a patient’s medication information across transitions in care. It
involves comparing the patient’s current medication regimen with the medications being
prescribed, in order to identify and resolve discrepancies such as omissions, duplications,
dosing errors, or potential drug interactions. Multiple studies have examined the impact
pharmacist-led medication reconciliation has on identifying medication errors, decreasing
hospital readmission rates, and reducing emergency department visits. This study strives to
further identify whether a pharmacist-led medication reconciliation service is beneficial at
identifying and executing clinical interventions.

Methodology: This study is a retrospective quasi-experimental analysis looking at the effect
of having pharmacist-led medication reconciliation services performed prior to patient
discharge by the internal medicine residency team at this facility. This study took place from
April 2024 to October 2025 at Ascension Sacred Heart Pensacola. Patients were included in
the study if they had a medication reconciliation completed by the pharmacy team prior to
discharge. Patients were excluded if they were to be discharged to hospice care, comfort

care, palliative care, a long-term acute care facility, or jail as well as if their visit coincided
with a system downtime. Additionally, patients who remained in the emergency department
for the duration of their admission, who discharged greater than 24 hours after the
medication reconciliation was completed, or who left against medical advice were also
excluded from the study. The primary objective of this study is to determine the average
number of interventions identified per patient during the pharmacist-led discharge medication
reconciliation for patients diagnosed or undiagnosed with diabetes mellitus (DM), chronic
obstructive pulmonary disease (COPD), and congestive heart failure (CHF). Secondary
objectives included determining the total number of interventions accepted by the internal
medicine residency team, identifying the type of interventions recommended, determining the
total number and types of interventions identified among patients diagnosed with DM, COPD,
and CHF, and comparing 30-day readmission rates with a similar group of patients prior to
the initiation of the pharmacist-led medication reconciliation program.

Results: The average number of interventions identified per patient by the pharmacist-led
discharge medication reconciliation service was 1.32. The 30-day readmission rate was 44%
lower in the post-intervention group in comparison to the pre-intervention group (RR 0.56
[0.27, 1.14], p-value 0.13). The total number of interventions accepted was 81 (61%). The
most common intervention types identified were omission of therapy (21.2%) and therapy
optimization (20.5%). The highest number of interventions identified at 14 were in patients
with DM.

Conclusion: Overall, pharmacist-driven discharge medication reconciliation services provide
the benefit of identifying clinical interventions and may contribute to a decreased 30-day
readmission rate.

Moreno, Maricela | Baptist Hospital of Miami (PGY1 Resident) |
maricela.mar.moreno@gmail.com

Impact of revised acute-care ertapenem restriction criteria on carbapenem
utilization across a multi-hospital system

Background: Carbapenems remain critical for treating infections caused by multidrug-
resistant gram-negative organisms. While meropenem has broader spectrum of activity,
ertapenem offers narrower coverage and remains reliable against ESBL-producing
Enterobacterales. Previously restricted to one-time dose at day of discharge, ertapenem use
was expanded system-wide for appropriate inpatient therapy under updated restriction
criteria implemented in June 2025. The purpose of this study is to evaluate changes in
ertapenem and meropenem utilization across a multi-hospital system following this
modification and to assess its impact on carbapenem prescribing patterns and antimicrobial
stewardship practices.

Methodology: This multi-center, retrospective quality improvement project included five
hospitals (1,831 combined number of beds) and evaluated adult patients who received at
least one dose of ertapenem or meropenem during November 2024 (pre-restriction period)
and November 2025 (post-restriction period). Patients were excluded if pregnant or had
documented refusal of ertapenem or meropenem. The primary outcome was carbapenem
duration of therapy (DOT) in days. Secondary outcomes included (1) ertapenem,
meropenem, and cumulative DOTSs, (2) hospital length of stay (LOS) for intensive care unit
(ICU) and non-ICU patients, (3) time from first carbapenem dose to discharge in hours, (4)
30-day all-cause in-hospital mortality, and (5) 30-day infection-related readmission.
Descriptive statistics were used to summarize baseline characteristics. Continuous variables
with non-normal distribution were reported as median and interquartile range (IQR) and
compared using the Mann—-Whitney U test. Categorical variables were summarized as
frequencies and percentages and compared using chi-square or Fisher’s exact test. A p-
value <0.05 was considered statistically significant. This study was deemed IRB-exempt.

Results: Of 301 patients screened, 300 met inclusion criteria after exclusion of one patient
aged <18 years. Fifty patients per group were included in each drug arm during the
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pre-restriction period and 100 per group during the post-restriction period. In the
post-restriction period, intensivists more frequently initiated meropenem (11% vs 3%),
whereas Infectious Diseases providers more frequently initiated ertapenem (77% vs 38%);
baseline characteristics were otherwise similar. Median total carbapenem days of therapy
(DOT) decreased from 6 days (IQR 4-8) pre-restriction to 5 days (IQR 3-7) post-restriction
(p=0.049). Median ertapenem DOT increased from 1 day (IQR 1-2) to 3 days (IQR 2-6)
(p<0.001), while median meropenem DOT decreased from 7 days (IQR 4-8) to 4 days (IQR
2-7) (p<0.001). Cumulative ertapenem DOT increased from 87 to 408 days, and cumulative
meropenem DOT increased from 353 days to 553 days. Median time from first carbapenem
dose to discharge increased for ertapenem (65 hours [IQR 28—121] vs 96 hours [IQR 64—
165], p=0.002) and decreased for meropenem (183 hours [IQR 116-289] vs 122 hours [IQR
74-255], p=0.045). Among non-ICU patients, LOS was shorter with ertapenem than
meropenem in the pre-restriction period (4 days [IQR 3-6] vs 8 days [IQR 5-12]) but was
similar post-restriction (5 days [IQR 3-7] ertapenem vs 5 days [IQR 4-9] meropenem). ICU
LOS remained unchanged across periods for both agents (11 vs 12 days for ertapenem, 12
vs 12 days for meropenem). Thirty-day infection-related readmissions were unchanged for
ertapenem (18% vs 14%, p=0.631) but decreased for meropenem (28% vs 14%, p = 0.047).
Thirty-day all-cause in-hospital mortality occurred only among ICU patients and did not differ
across periods for either agent (2% vs 2% ertapenem, p=0.404; 12% vs 14% meropenem,
p=1.000).

Conclusion: Modification of acute-care ertapenem restriction criteria was associated with a
one-day reduction in median carbapenem duration of therapy and a shift toward increased
inpatient ertapenem use. Meropenem continued to be used in higher-acuity patients.

Moreno, Ramon | University of Miami Hospital and Clinics (PGY1 Resident) |
RamonJMoreno99@gmail.com

Closing the Gap: Early DVT Prophylaxis in High-Risk Postoperative Patients

Background: Venous thromboembolism (VTE) remains a significant source of postoperative
morbidity and mortality, particularly among patients with elevated Caprini risk scores. At
University of Miami Hospital and Clinics, chemical prophylaxis, unless contraindicated, is
recommended within 24 hours of surgery in patients with a Caprini score =8. Despite
established guideline recommendations, delays in initiation of pharmacologic prophylaxis
may still occur due to clinical concern for postoperative bleeding risk or provider
unawareness of a patient’s Caprini risk score. The purpose of this quality improvement
initiative is to evaluate adherence to early chemical VTE prophylaxis in postoperative patients
with Caprini scores 28 and to identify potential gaps in prophylaxis initiation through
pharmacist-driven chart review and provider intervention.

Methodology: This quality improvement initiative involves daily identification and review of
postoperative patients with Caprini scores 28. Patients meeting high-risk criteria are
evaluated through detailed chart review. Data collected include the surgical procedure
performed, whether chemical VTE prophylaxis has been initiated, the anticoagulant agent
selected, appropriateness of the dosing regimen, documentation of home anticoagulation
therapy, and the primary medical team responsible for patient management. For patients who
have not been initiated on pharmacologic prophylaxis, the electronic medical record is
reviewed for documented contraindications or clinical notes that may explain the absence of
therapy. Documented reasons for withholding prophylaxis include active bleeding,
hematoma, thrombocytopenia, anticipated initiation of chemical prophylaxis at a specific
postoperative day, anticipated early discharge on postoperative day 1, or provider
determination that prophylaxis is not indicated. When prophylaxis has not been initiated and
no clear contraindication is identified, the primary team is contacted with a recommendation
to initiate chemical prophylaxis. Documentation is maintained regarding whether the provider
was contacted, whether the recommendation was accepted, and which anticoagulant was
initiated if therapy was started following intervention. Additional notes from provider
responses are also recorded to better document barriers to early prophylaxis initiation. This

quality improvement initiative involves daily identification and review of postoperative patients
with Caprini scores 28. Patients meeting high-risk criteria are evaluated through detailed
chart review. Data collected include the surgical procedure performed, whether chemical
VTE prophylaxis has been initiated, the anticoagulant agent selected, appropriateness of the
dosing regimen, documentation of home anticoagulation therapy, and the primary medical
team responsible for patient management. For patients who have not been initiated on
pharmacologic prophylaxis, the electronic medical record is reviewed for documented
contraindications or clinical notes that may explain the absence of therapy. Documented
reasons for withholding prophylaxis include active bleeding, hematoma, thrombocytopenia,
anticipated initiation of chemical prophylaxis at a specific postoperative day, anticipated early
discharge on postoperative day 1, or provider determination that prophylaxis is not indicated.
When prophylaxis has not been initiated and no clear contraindication is identified, the
primary team is contacted with a recommendation to initiate chemical prophylaxis.
Documentation is maintained regarding whether the provider was contacted, whether the
recommendation was accepted, and which anticoagulant was initiated if therapy was started
following intervention. Additional notes from provider responses are also recorded to better
document barriers to early prophylaxis initiation.

Results: A total of 262 postoperative patients with Caprini scores 28 have been evaluated to
date. Among these patients, 189 (72.1%) were initiated on chemical DVT prophylaxis within
24 hours of surgery, while 73 patients (27.9%) had not received pharmacologic prophylaxis
at the time of review. Pharmacist intervention was performed for patients who had not been
started on prophylaxis when no clear contraindication was identified. Of the 73 patients
without prophylaxis, pharmacist recommendations were accepted in 26 cases (35.6%),
resulting in initiation of chemical prophylaxis, whereas 47 patients (64.4%) remained without
pharmacologic prophylaxis following review. Among the patients who did not receive
prophylaxis, documented reasons included active bleeding, anticipated initiation at a specific
postoperative day, anticipated early discharge on postoperative day 1, thrombocytopenia, or
provider determination that prophylaxis was not indicated. Cases without prophylaxis were
distributed across multiple surgical services, most frequently including urology, orthopedics,
hospital medicine, colorectal surgery, and neurosurgery. Data collection and pharmacist-
driven interventions remain ongoing, and final results are pending. Future analysis will
evaluate the impact of pharmacist intervention on hospital VTE rates and increased risk of
post-operative bleeding. A total of 262 postoperative patients with Caprini scores =8 have
been evaluated to date. Among these patients, 189 (72.1%) were initiated on chemical DVT
prophylaxis within 24 hours of surgery, while 73 patients (27.9%) had not received
pharmacologic prophylaxis at the time of review. Pharmacist intervention was performed for
patients who had not been started on prophylaxis when no clear contraindication was
identified. Of the 73 patients without prophylaxis, pharmacist recommendations were
accepted in 26 cases (35.6%), resulting in initiation of chemical prophylaxis, whereas 47
patients (64.4%) remained without pharmacologic prophylaxis following review. Among the
patients who did not receive prophylaxis, documented reasons included active bleeding,
anticipated initiation at a specific postoperative day, anticipated early discharge on
postoperative day 1, thrombocytopenia, or provider determination that prophylaxis was not
indicated. Cases without prophylaxis were distributed across multiple surgical services, most
frequently including urology, orthopedics, hospital medicine, colorectal surgery, and
neurosurgery. Data collection and pharmacist-driven interventions remain ongoing, and final
results are pending. Future analysis will evaluate the impact of pharmacist intervention on
hospital VTE rates and increased risk of post-operative bleeding. A total of 262 postoperative
patients with Caprini scores =8 have been evaluated to date. Among these patients, 189
(72.1%) were initiated on chemical DVT prophylaxis within 24 hours of surgery, while 73
patients (27.9%) had not received pharmacologic prophylaxis at the time of review.
Pharmacist intervention was performed for patients who had not been started on prophylaxis
when no clear contraindication was identified. Of the 73 patients without prophylaxis,
pharmacist recommendations were accepted in 26 cases (35.6%), resulting in initiation of
chemical prophylaxis, whereas 47 patients (64.4%) remained without pharmacologic
prophylaxis following review. Among the patients who did not receive prophylaxis,
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documented reasons included active bleeding, anticipated initiation at a specific
postoperative day, anticipated early discharge on postoperative day 1, thrombocytopenia, or
provider determination that prophylaxis was not indicated. Cases without prophylaxis were
distributed across multiple surgical services, most frequently including urology, orthopedics,
hospital medicine, colorectal surgery, and neurosurgery. Data collection and pharmacist-
driven interventions remain ongoing, and final results are pending. Future analysis will
evaluate the impact of pharmacist intervention on hospital VTE rates and increased risk of
post-operative bleeding.

Conclusion: Research ongoing. Conclusion pending final results. Research ongoing.
Conclusion pending final results. Research ongoing. Conclusion pending final results.
Research ongoing. Conclusion pending final results.

Moreno, Ramon | Larkin Community Hospital South Miami (PGY1 Resident) |
raymoreno0135@gmail.com

Pharmacist-led quality improvement initiative on the safe use of intravenous
3% hypertonic saline in a community teaching hospital

Background: Intravenous hypertonic saline is FDA approved for hyponatremia and
increased intracranial pressure (ICP). Administration of hypertonic saline carries a significant
risk of adverse events such as neurologic complications, extravasation and sodium
overcorrection. Additionally, concentrated electrolytes such as hypertonic saline require
safeguards such as an order set or protocol to prevent undesirable complications. This
initiative assesses whether a pharmacist-led, evidence-based, order set with built-in
monitoring parameters improves appropriate hypertonic saline use and pharmacotherapeutic
goals.

Methodology: This study is an IRB-approved, single-center, retrospective cohort study
conducted from July 2024 until April 2026 at Larkin Community Hospital South Miami. The
study population included adult patients (=18 years) who received intravenous 3% sodium
chloride. Patients that had a baseline diagnosis of chronic hypernatremia defined as sodium
>145 mEq/L, inadequate documentation of serum sodium intravenous 3% sodium,
inadequate documentation of hypertonic saline administration chloride, received mannitol
during admission as documented on the electronic health record, received 3% or 23.4%
sodium chloride prior to transfer to Larkin Hospital, or if pregnant were excluded. The
pharmacy department in collaboration with nephrology implemented an evidence-based
order set for intravenous hypertonic saline and performed education to medical staff. The
order set included built-in nursing and laboratory monitoring parameters to streamline the
orders of a high-alert concentrated electrolyte. The primary outcome was the inappropriate
correction of serum sodium, defined as >8 mEq/L increase in any 24-hour period or <6
mEQg/L increase in any 24-hour period, respectively. Secondary outcomes included incidence
of osmotic demyelination syndrome, requirement of reversal agents for overcorrection,
neurologic outcomes defined by Glasgow-Coma Scale (GCS), achievement of sodium goals
without overcorrection, development of severe hypernatremia defined as sodium =150
mEg/L, acute kidney injury per KDIGO or any extravasation events.

Results: A total of 24 patients received hypertonic saline between July 2024 and October
2025 with 5 of those patients meeting exclusion criteria. Pre-implementation consisted of
16% of patients undercorrected, 31% of patients corrected appropriately, and 53% of patients
with an overcorrection of serum sodium. Additionally, 40% of the overcorrected patients
needed reversal agents such as D5W or desmopressin. Post-implementation consisted of a
total of 3 patients that received hypertonic saline with 1 patient meeting exclusion criteria. All
patients post-implementation were corrected appropriately. There was no incidence of
osmotic demyelination syndrome, acute kidney injury per KDIGO, or any extravasation
events.

Conclusion: A drastic improvement was seen with the initiation of an evidence-based,
pharmacist-led order set and the pharmacotherapeutic goals and safety outcomes with the

administration of hypertonic saline. These findings highlight the critical importance of
proactive sodium monitoring with the use of an order set built with safety parameters to avoid
undesirable outcomes associated with the use of a concentrated electrolyte. Future
prospective studies are warranted with a larger population to refine correction strategies and
optimize patient safety.

Morgan, Brian | Cleveland Clinic Martin Health North Hospital (PGY1 Resident) |
ssbmorgan@bellsouth.net

Comparison of Metronidazole BID vs TID Dosing in the Management of
Anaerobic Infections in Hospitalized Adults

Background: Metronidazole 500 mg three times daily (TID) is the conventional dosing
regimen for anaerobic infections. Pharmacokinetic data suggest that twice-daily (BID) dosing
produces adequate trough concentrations above the minimum inhibitory concentration for
most susceptible organisms, supported by an active hydroxy metabolite retaining up to 65%
of the parent compound's activity. Prior clinical studies have demonstrated no significant
differences in clinical cure, postoperative infection rates, or 30-day mortality between BID
and TID regimens for various indications. However, these studies were limited by small
sample sizes, indication-specific populations, and the absence of composite clinical
outcomes as a primary endpoint.

Methodology: This was an IRB-approved, multicenter, retrospective cohort study conducted
across Cleveland Clinic Florida sites (Martin Health, Indian River, and Weston) from April 22,
2023 to July 31, 2025. Adults aged =18 years with confirmed or suspected anaerobic
infections who received metronidazole 500 mg BID or TID for >3 days with at least one
inpatient dose were included. Patients were excluded for Clostridioides difficile infection,
CNS infection, parasitic or amoeboid infection, febrile neutropenia, severe hepatic
impairment, surgical prophylaxis, duplicate anaerobic coverage, duration of therapy < 4 days,
or hypersensitivity to metronidazole. The primary outcome was a composite of 30-day
readmission and 30-day all-cause mortality, assessed using risk difference with a
prespecified noninferiority margin of 10% and a one-sided alpha of 0.025. Secondary
outcomes included clinical cure rate, length of stay (LOS), and estimated cost differences.
Subgroup analyses were performed for immunocompromised patients, intra-abdominal
infections, patients with diabetes, and patients with recent surgery. Categorical variables
were analyzed by chi-squared or Fisher's exact test; continuous variables were analyzed by
nonparametric tests as appropriate. Normality was assessed by Shapiro-Wilk's test.

Results: A total of 141 patients met inclusion criteria and were used in the final analysis
(BID, n=71; TID, n=70). The BID group was younger (median age 67 vs 73 years, p=0.037)
and had a higher rate of recent surgery (52% vs 30%, p=0.008). Infectious source distribution
differed significantly between groups (p=0.022), with intra-abdominal infections
predominating in both (BID 52%, TID 61%). Nearly all patients (99%) received concomitant
antimicrobials. The composite primary outcome occurred in 38% of BID patients and 37% of
TID patients (risk difference -0.01; 95% CI, -0.18 to 0.16; p=0.914). Thirty-day readmission
rates were identical (34% vs 34%; p=0.952), and 30-day mortality was similar (4% vs 3%;
p=1.000). Clinical cure rates were comparable (76% vs 74%; p=0.808). Median LOS was
significantly longer in the BID group (9 days [IQR 7-17] vs 6 days [IQR 4-13]; p=0.0004).
Subgroup analyses for immunocompromised patients, intra-abdominal infections, diabetes,
and recent surgery demonstrated no significant differences in composite outcomes or clinical
cure rates between groups. The BID group used 186 more total doses and had a longer
median LOS, failing to show any cost savings over the TID group.

Conclusion: Composite clinical outcomes and clinical cure rates were numerically similar
between metronidazole BID and TID dosing groups, and results are directionally consistent
with prior literature supporting BID dosing equivalence. However, the 95% CI crossed the
prespecified 10% noninferiority margin, precluding a formal conclusion of noninferiority. This
result is likely due to a small sample size and underpowered data. Significant baseline
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differences between groups, near-universal concomitant antimicrobial use, and the
retrospective design introduce numerous confounders that limit causal inference on
outcomes. Larger, adequately powered studies are needed to definitively establish the
noninferiority of BID dosing for anaerobic infections in hospitalized adults.

Munoz, Nicole | AdventHealth Sebring (PGY1 Resident) | Nikki4849@outlook.com
Workload matters: survey of inpatient clinical pharmacist-to-patient ratios
and burnout

Background: Clinical pharmacists are integral to patient medication safety, therapeutic
optimization, and cost management. As pharmacist responsibilities continue to expand,
limited evidence exists to define optimal pharmacist-to-patient or pharmacist-to-bed ratios
across hospital settings. This study aims to provide evidence on optimal pharmacist-to-
patient ratios in the inpatient hospital setting, with the goal of reducing burnout while
supporting clinical patient care.

Methodology: This cross-sectional, multi-site, survey-based study targeted pharmacy
directors or designees. Data was collected from January 12 to February 1, 2025, on facility
characteristics, pharmacist full-time equivalents (FTEs), clinical responsibilities, and unit-
specific pharmacist-to-bed ratios. Eligible sites included hospitals with selected inpatient units
(e.g., ICU, cardiology, medical-surgical, oncology, pediatrics/NICU, emergency medicine,
mental health, perioperative, transplant, labor and delivery); outpatient-only and specialty
facilities were excluded. The primary outcome was unit-level pharmacist-to-bed ratios.
Secondary analyses evaluated associations with burnout and variation in clinical
responsibilities. This cross-sectional, multi-site, survey-based study targeted pharmacy
directors or designees. Data was collected from January 12 to February 1, 2025, on facility
characteristics, pharmacist full-time equivalents (FTEs), clinical responsibilities, and unit-
specific pharmacist-to-bed ratios. Eligible sites included hospitals with selected inpatient units
(e.g., ICU, cardiology, medical-surgical, oncology, pediatrics/NICU, emergency medicine,
mental health, perioperative, transplant, labor and delivery); outpatient-only and specialty
facilities were excluded. The primary outcome was unit-level pharmacist-to-bed ratios.
Secondary analyses evaluated associations with burnout and variation in clinical
responsibilities.

Results: A total of 62 survey responses were received, 49 responses met criteria for
inclusion in the final analysis. The average weekday unit ratios per 1 full-time equivalent
(FTE) were as follows: cardiology (non-critical), 41; cardiology (critical), 27; intensive care
unit (ICU), 24; emergency room, 45; medical-surgical unit, 48; mental health, 73; oncology,
36; pediatrics/NICU, 52; operating/pre-operative, 38; transplant, 22; and labor and delivery,
58. Linear regression analysis demonstrated that for every 100-patient increase in census,
there was an approximate increase of 6.6 FTEs. Hospitals with higher average daily census
(343 vs. 109) and greater order verification volume (1,390,034 vs. 490,185) were associated
with more unfavorable responses regarding staff burnout. A total of 62 survey responses
were received, 49 responses met criteria for inclusion in the final analysis. The average
weekday unit ratios per 1 full-time equivalent (FTE) were as follows: cardiology (non-critical),
41; cardiology (critical), 27; intensive care unit (ICU), 24; emergency room, 45; medical-
surgical unit, 48; mental health, 73; oncology, 36; pediatrics/NICU, 52; operating/pre-
operative, 38; transplant, 22; and labor and delivery, 58. Linear regression analysis
demonstrated that for every 100-patient increase in census, there was an approximate
increase of 6.6 FTEs. Hospitals with higher average daily census (343 vs. 109) and greater
order verification volume (1,390,034 vs. 490,185) were associated with more unfavorable
responses regarding staff burnout. A total of 62 survey responses were received, 49
responses met criteria for inclusion in the final analysis. The average weekday unit ratios per
1 full-time equivalent (FTE) were as follows: cardiology (non-critical), 41; cardiology (critical),
27; intensive care unit (ICU), 24; emergency room, 45; medical-surgical unit, 48; mental
health, 73; oncology, 36; pediatrics/NICU, 52; operating/pre-operative, 38; transplant, 22; and
labor and delivery, 58. Linear regression analysis demonstrated that for every 100-patient

increase in census, there was an approximate increase of 6.6 FTEs. Hospitals with higher
average daily census (343 vs. 109) and greater order verification volume (1,390,034 vs.
490,185) were associated with more unfavorable responses regarding staff burnout.

Conclusion: Average daily census was a strong predictor of decentralized pharmacist FTEs.
Across facilities, the most common clinical activities were antibiotic stewardship and dosing,
order verification, anticoagulation monitoring, and IV-to-PO conversions. Facilities with higher
patient census and greater volumes of order verification and clinical interventions reported
less favorable pharmacy staff survey responses. Average daily census was a strong
predictor of decentralized pharmacist FTEs. Across facilities, the most common clinical
activities were antibiotic stewardship and dosing, order verification, anticoagulation
monitoring, and IV-to-PO conversions. Facilities with higher patient census and greater
volumes of order verification and clinical interventions reported less favorable pharmacy staff
survey responses. Average daily census was a strong predictor of decentralized pharmacist
FTEs. Across facilities, the most common clinical activities were antibiotic stewardship and
dosing, order verification, anticoagulation monitoring, and IV-to-PO conversions. Facilities
with higher patient census and greater volumes of order verification and clinical interventions
reported less favorable pharmacy staff survey responses. Average daily census was a strong
predictor of decentralized pharmacist FTEs. Across facilities, the most common clinical
activities were antibiotic stewardship and dosing, order verification, anticoagulation
monitoring, and IV-to-PO conversions. Facilities with higher patient census and greater
volumes of order verification and clinical interventions reported less favorable pharmacy staff
survey responses.

Murray, LeAundra | Bay Pines Veterans Affairs Healthcare System (PGY1 Resident) |
leaundra.murray@yahoo.com

Streamlining clinical documentation within the VA patient aligned care team

Background: Efficient, accurate documentation is essential in clinical pharmacy practice,
particularly within the Primary Care Patient Aligned Care Team (PACT) model. PACT Clinical
Pharmacist Practitioners (CPPs) must record complex medication management plans,
patient education, and follow-up in the electronic health record (EHR), but this process can
be time-consuming and contribute to workload burden and after-hours charting. Standardized
note templates with boilerplate text may streamline documentation, improve consistency, and
ensure inclusion of required elements. Although other clinical settings have shown that
structured templates reduce documentation time and enhance completeness, limited
evidence exists for their impact among PACT CPPs in Primary Care. The objective of this
study is to determine whether use of a standardized note template with boilerplate text
improves documentation efficiency and reduces perceived workload among PACT CPPs.
Specifically, the study will assess differences in self-reported documentation time, perceived
ease of documentation, and workflow satisfaction between pharmacists who routinely use the
template and those who do not. Additionally, the study will examine whether template
utilization is associated with improved perceived completeness of clinical notes and will
identify barriers and facilitators to adoption through qualitative feedback.

Methodology: This study used a cross-sectional, observational design employing an
anonymous electronic survey to evaluate documentation practices, efficiency, and perceived
workload among Primary Care PACT CPPs. The primary aim was to determine whether
routine use of a standardized note template with boilerplate text was associated with
improved documentation efficiency and reduced perceived workload compared to traditional
documentation methods. The survey collected self-reported data on documentation habits,
estimated time spent per note, perceived ease of documentation, workflow satisfaction, and
perceived completeness of notes. Open-ended questions captured qualitative feedback
regarding usability, barriers to adoption, and features that facilitated template use. All CPPs
engaged in PACT clinical documentation were eligible to participate, and template use during
routine practice was voluntary to allow natural variation between users and non-users.
Quantitative data were summarized using descriptive statistics, and exploratory correlation
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analyses examined relationships between template use frequency and perceived workload.
Qualitative responses underwent descriptive analysis to identify common themes related to
workflow impact, usability, and factors influencing adoption of the standardized template.

Results: Five respondents completed the post-trial survey: four CPPs (General=3, Home
Based Primary Care=1) and one non-CPP pharmacist. Most respondents reported over 12
years of VA practice and moderate to high weekly encounter volumes. All participants
reported using the template for initial consults, with two additionally using it for follow-up
visits. All respondents reported modifying the template, such as reorganizing sections or
adding smart text, reflecting strong preferences for customization. Most participants reported
no meaningful change in documentation time, and efficiency-related outcomes showed low
agreement. Few felt the template reduced documentation time, repetitive typing, or time
required to finalize notes, and workflow integration responses were largely neutral. Usability
feedback was more favorable: most found the template easy to learn and use, though intent
to continue use and likelihood of recommending it were mixed. Overall satisfaction ranged
from moderate to low. Commonly cited barriers included personal documentation style
preferences, duplication of information, and technical or integration challenges. Facilitators
included customizability and the anticipated, though not yet realized, potential for time
saving. Qualitative feedback emphasized the need for increased succinctness, improved
auto-population of clinical data, expanded disease-state coverage, updated guideline-based
targets, clearer deferral language, and enhanced compatibility with tools such as Al Scribe
and CPRS Booster.

Conclusion: The standardized PACT note template was generally regarded as feasible,

intuitive, and easy to learn; however, it did not consistently improve documentation efficiency.

Respondents frequently reported neutral or minimal impact on documentation time and
cognitive workload, and many modified the template to better align with individual workflows.
Feedback emphasized the need for a more streamlined template design, reduced
redundancy, improved alignment with current clinical guidelines, and enhanced auto-
population of structured clinical data. While perceived efficiency gains were limited, the
template demonstrated potential to promote consistency and completeness in PACT
documentation practices. Future research should incorporate objective EHR-derived metrics
to more accurately assess time savings and workload impact. Continued refinement,
including development of specialty-specific template variations and expanded smart text and
auto-population functionalities, may improve adoption and effectiveness. Evaluating the
template across multiple VA sites would strengthen generalizability and identify broader
system-level determinants of success. Continued user feedback from CPPs and PACT team
members will be essential to guide iterative improvements and for evaluation of potential
downstream effects on documentation quality, team communication, and patient outcomes.

Nguyen, Chloe | Baptist Hospital - Pensacola (PGY1 Resident) |
chloen.0802@gmail.com

Optimizing vancomycin dosing: a comparative analysis of two-level vs.
single-level area under the curve (AUC) strategies

Background: Area under the curve (AUC) vancomycin dosing for serious gram-positive
infections is considered a more reliable indicator of therapeutic effectiveness and safety for
vancomycin therapy compared to traditional single-level troughs. Consistently obtaining peak
and trough levels at appropriate intervals for AUC dosing can be logistically challenging.
Furthermore, it may increase direct and indirect healthcare costs in addition to delaying
therapy optimization. Transitioning to single-level AUC calculations using population kinetics
can eliminate the requirements for two separate levels.

Methodology: This retrospective evaluation, approved by the Institutional Review Board
(IRB), will compare current two-level AUC dosing to a single-level AUC dosing strategy using
population kinetics to help determine if the single-level method can safely be used in a
community health system. Initial peak and trough levels will be used to compute patient

specific two-level AUCs which will be compared to the single-level calculated AUCs. The
primary outcome of this evaluation will be the percent error between single-level and two-
level AUC calculations, incidences of acute kidney injury and whether the patient had to be
changed back to two-level dosing strategy which will help determine whether the single-level
AUC strategy provides a safe and effective alternative to the standard two-level dosing
method.

Results: A total of 27 patients were included within the retrospective evaluation. Only 2 out
of the 27 (7.4%) patients were required to change back to two-level AUC dosing. A total of 26
peaks were spared which includes both initial AUC evaluation and repeat AUC upon regimen
adjustments. If extrapolated over a year, this would equal approximately 676 peaks spared
leading to an estimated annual cost savings of $7,436 for the hospital. The range for
predicted AUCs was 306-806 mg*h/L. Despite having elevated AUCs of up to 806 mg*h/L, no
incidences of acute kidney injury occurred.

Conclusion: The results of this study support the implementation of single-level AUC dosing
within a community health system as it can help curb healthcare costs, improve patient
comfort, reduce workload and contribute to quicker dosing optimization.

Nguyen, Lyne | Ascension Sacred Heart Pensacola (PGY1 Resident) |
Inguyen3@samford.edu

Comparison of Cisatracurium and Atracurium in Acute Respiratory Distress
Syndrome: A Retrospective Observational Study

Background: Neuromuscular blocking agents are commonly used in acute respiratory
distress syndrome (ARDS) to optimize ventilator synchrony and oxygenation. Cisatracurium
has historically been favored due to its safety profile and supporting evidence from
randomized controlled trials, whereas published data for atracurium remain limited. In
November 2023, Ascension Sacred Heart Pensacola revised its formulary, transitioning use
from cisatracurium to atracurium. This study seeks to compare the efficacy and safety of
cisatracurium versus atracurium in critically ill patients with ARDS to support formulary
management and guide clinical decision-making in the intensive care setting.

Methodology: This single-center, retrospective, observational study was conducted at
Ascension Sacred Heart Pensacola. Adult patients admitted between January 1, 2023 and
March 1, 2025 who received continuous infusion of cisatracurium or atracurium for at least 12
hours were eligible for inclusion. Exclusion criteria included administration of both agents
within 24 hours, incomplete documentation, prior lung transplant, or history of myasthenia
gravis. The study was exempt from institutional review board oversight. Data were collected
from electronic health records, including demographics and clinical characteristics such as
age, gender, body mass index, weight, type of intensive care admission, and coronavirus test
status. The primary endpoint was the change in the ratio of arterial oxygen partial pressure to
fraction of inspired oxygen (PaO,/FiO,) from baseline to 48 hours. Secondary endpoints
included duration of neuromuscular blocking agent therapy, length of intensive care unit stay,
length of hospital stay, ventilator parameters including positive end-expiratory pressure
(PEEP) and synchrony, hemodynamic trends while on therapy, duration of mechanical
ventilation, and in-hospital mortality.

Results: A total of 13 patients were included, with 8 receiving cisatracurium and 5 receiving
atracurium. The median change in PaO,/FiO, ratio from baseline to 48 hours was 99.6 (38.5-
261.8) in the cisatracurium group and 73.5 (8.3-125.2) in the atracurium group. Median
duration of mechanical ventilation was 27.0 (14.5-33.8) days versus 24.0 (20.0-33.0) days,
and median duration of neuromuscular blockade was 1.5 (1.0-4.3) days versus 4.0 (3.0-5.0)
days in the cisatracurium and atracurium groups, respectively. Median intensive care unit
length of stay was 27.0 (15.0-34.8) days versus 33.0 (20.0-33.0) days, and hospital length of
stay was 30.0 (17.0-52.8) days versus 33.0 (20.0-36.0) days. Median changes in PaO,/FiO,
ratio at 24 hours were 87.7 (19.9-181.7) versus 93.4 (60.2-216.7), and at 72 hours were
107.5 (30.5-237.5) versus 159.5 (58.4-220.0) in the cisatracurium and atracurium groups,
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respectively. In-hospital mortality occurred in 2 patients (25%) receiving cisatracurium and in
0 patients (0%) receiving atracurium. Hypotension occurred in 7 patients (87.5%) and
bradycardia in 2 patients (25%) versus 5 patients (100%) and 1 patient (20%) in the
cisatracurium and atracurium groups, respectively. Descriptive comparisons are presented,
and formal statistical analysis is ongoing.

Conclusion: In this single-center retrospective study, descriptive differences in oxygenation,
safety outcomes, and clinical outcomes were observed between patients receiving
cisatracurium and atracurium for the management of acute respiratory distress syndrome.
These findings suggest that atracurium may provide comparable clinical outcomes to
cisatracurium in critically ill patients. Given the small sample size and retrospective design,
further statistical analysis and larger studies are warranted to determine the significance of
these findings and to better inform neuromuscular blocking agent selection and formulary
decision-making.

Noel, Jasmyne | Memorial Regional Hospital (PGY1 Resident) |
jasmyne1.noel@famu.edu

Breaking the pain barrier: impact of a revised patient controlled analgesia
order set in sickle cell crisis care

Background: Sickle cell disease is defined as a hereditary blood disorder that results in the
production of hemoglobin S (HgbS). In relation to normal red bloods that are identified by
adult hemoglobin (HgbA), hemoglobin S leads to red blood cell sickling and the inability of
cells to effectively travel throughout blood vessels for oxygen delivery. Aside from this, the
increase in HgbS cell turn over, which stems at approximately 10 to 20 days, is a contributing
factor of the cell’'s concave and sickle shape. Given the cell’s sickled shape, there is an
increased risk of the cells clumping and adhering together, which can ultimately create a
blockage within blood flow and result in oxygen deprivation to the body’s tissues. From this,
individuals with HgbS have an increased risk of vascular occlusion and recurrent vaso-
occlusive crises (VOC). VOC is the leading driver of hospitalization within the SCD
population, frequently requiring intravenous opioids via patient-controlled analgesia (PCA) for
adequate pain management. Due to significant pain variability amongst individuals diagnosed
with SCD, optimal treatment therapies pose as a challenge. In attempts to combat these
challenges, healthcare providers must also address opioid tolerance fluctuations, absence of
individualized care, and guideline-directed protocols. Since SCD affects approximately
100,000 Americans, predominantly individuals of African descent and VOC-related
hospitalizations represent a significant burden on both patients and the healthcare system
inadequate or delayed pain management prolongs hospital stays, increases opioid exposure,
and diminishes quality of life. Despite The American Society of Hematology (ASH) 2020
guidelines recommending analgesia within 1 hour of ED arrival, it is relevant to mention that
institutional protocols still frequently lack the individualization required to address opioid-
tolerant patients effectively. To address the persistent protocol gaps with the Memorial
Healthcare System (MHS), a revised PCA order set was implemented on April 30, 2024,
incorporating an extended lockout duration and the addition of hydromorphone as an opioid
alternative for tolerant patients. The clinical impact of this intervention had not yet been
formally evaluated.

Methodology: A retrospective, quasi-experimental pre/post study was conducted within the
Memorial Healthcare System (MHS) utilizing EPIC electronic health record (EHR) following
Institutional Review Board (IRB) approval. The intervention extends along the spectrum of
pain management order set utilization within individuals diagnosed with SCD experiencing a
VOC during their admission encounter. The study’s population consisted of adult patients 18
years of age and older with a confirmed SCD diagnosis admitted for a vaso-occlusive crisis
who received morphine, hydromorphone, or fentanyl PCA. The pre-implementation (June-
August 2023; n=71) and post-implementation (June-August 2024: n=75) groups were
gathered from a total of 186 screened records (40 excluded). From this, the primary outcome

was centered around the proportion of patients that were reported to achieve pain scores
less than or equal to 4 within 8 hours of the PCA initiation. The secondary outcomes sought
out to investigate total opioid consumption (morphine milliequivalents [MME], first 72 hours),
time to PCA initiation, PCA duration, length of hospital stay (LOS), admission versus
discharge pain scores, VOC hospital readmission rates (prior VOC admission, days) and
adverse events (naloxone use). To properly formulate a statistical analysis, statistical tests
such as Mann-Whitney, Chi-square (Yates correction), and Fisher’s exact tests set at an
alpha of 0.05 (two-sided) were utilized to assess both continuous and categorical data
through the SPSS software.

Results: Upon evaluation of the study’s data, the baseline characteristics among both
groups were reported to be similar. Mean age was 26.0 [IQR 22.0-34.0] years within the pre-
implementation group versus 28.0 [IQR 23.5-35.0] within the post-implementation group.
From this, a p-value of 0.296 was computed. In terms of baseline scores, a significant
difference was reported (median 9.0 vs. 8.0), with a p-value of 0.001. This served as a
notable study confounding factor. The PCA regimen distribution differed depending on the
order set received. Within the pre-implementation group 95.8% of patients received
morphine, while 4.2% of patients received fentanyl. For the post-implementation group,
88.0% of patients received morphine and 12% of patients received hydromorphone. Data
analysis of each PCA order set that was received among both groups quantified a p-value of
0.003. The primary endpoint was determined to not be statistically significant, since it was
represented by a p-value of 0.109 (22.5% pre vs. 36.0% post; absolute risk difference [ARD]
+13.5 percentage points; relative risk [RR] 1.60, 95% CI: 0.91-2.81). Although it was
analyzed to not be significant, the data trended in a direction that favored the revised order
set. The lack of statistical significance reported from the primary endpoint was likely a result
of an underpowered patient population (~50% power; ~180 patients/group required for 80%
power). Within the post-implementation group, total opioid consumption was significantly
reduced and reported a 35% reduction in opioid utilization (median 76.0 [IQR 38.0-117.7] vs.
49.4 [30.0-108.0] MME,72h; p=0.020). The duration of PCA usage trended a shorter length
of time within the post-implementation group (46.1 vs. 36.3 hours; p=0.065). There were no
significant differences reported with respects to the time to PCA initiation (6.2 vs. 5.4 h;
p=0.226), discharge pain score (3.0 vs. 3.0; p=0.906), LOS (2.0 vs. 2.0 days; p=0.607), and
VOC readmission interval (14.0 [IQR 5-51] vs. 13.0 [5-66] days; p=0.882). Lastly, naloxone
was not administered within either group, confirming that the revised order set maintained the
safety of the protocol.

Conclusion: Although the primary endpoint did not reach statistical significance, which most
likely contributed to an insufficient power within the sample sizes, the overall implementation
of the revised PCA order set at MHS did report a statistically significant 34% reduction in
terms of total opioid consumption within 72 hours (p=0.020). The study’s results also reported
a clinically meaningful trend in primary pain control rates that was positive, which still
effectively maintaining the protocol’s patient safety profile and patient reported discharge
scores (36.0% vs. 22.5%, RR 1.60). Overall, the findings within the study provided evidence
to support the utilization of the revised protocol, while also highlighting the need for a
prospective study with a larger population to evaluate a statically significant effect in regard
to time to adequate pain control within the sickle cell population. In terms of future
investigations of the study, controlling confounding baseline characteristics such as
admission pain scores and outpatient clinic management, along with a hydromorphone sub
analysis will assist in effectively evaluating the overall strength of the revised order set.
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O'Connell, Ryan | Tallahassee Memorial Healthcare (PGY1 Resident) |
ryanoc2014@gmail.com

Phenobarbital versus Benzodiazepines for Alcohol-Withdrawal Management
in the Emergency Department

Background: Acute alcohol withdrawal affects over 28 million adults in the United States
with roughly 500,000 episodes requiring pharmacologic management. The main
complications associated with alcohol withdrawal syndrome is death, alcohol withdrawal
delirium, and seizures. Benzodiazepines have been the first-line treatment for presenting to
the emergency department. However, there has been an increase in benzodiazepine
refractory alcohol withdrawal syndrome that has led to an increase in phenobarbital as
adjunct therapy. The objective of this project is to compare the safety of phenobarbital versus
benzodiazepines in acute alcohol withdrawal in patients presenting to the emergency
department.

Methodology: This study was a retrospective chart review using the electronic medical
records of patients at Tallahassee Memorial Healthcare. The primary composite outcome
included new onset hypotension, new oxygen requirement, and the need to intubate.
Secondary outcomes included the individual results of the primary composite outcome, total
length of stay (LOS), and escalation of care to the intensive care unit. This study was a
retrospective chart review using the electronic medical records of patients at Tallahassee
Memorial Healthcare. The primary composite outcome included new onset hypotension, new
oxygen requirement, and the need to intubate. Secondary outcomes included the individual
results of the primary composite outcome, total length of stay (LOS), and escalation of care
to the intensive care unit.

Results: There were no significant differences in the composite outcome (p-value= 0.43) of
new onset hypotension (p-value= 1), new oxygen requirement (p-value= 0.15), and intubation
(p-value= 0.35). Secondary outcomes also showed no significant difference in escalation of
care (p-value= 0.35), or LOS (p-value= 0.49). There were no significant differences in the
composite outcome (p-value= 0.43) of new onset hypotension (p-value= 1), new oxygen
requirement (p-value= 0.15), and intubation (p-value= 0.35). Secondary outcomes also
showed no significant difference in escalation of care (p-value= 0.35), or LOS (p-value=
0.49). There were no significant differences in the composite outcome (p-value= 0.43) of new
onset hypotension (p-value= 1), new oxygen requirement (p-value= 0.15), and intubation (p-
value= 0.35). Secondary outcomes also showed no significant difference in escalation of care
(p-value= 0.35), or LOS (p-value= 0.49).

Conclusion: In this retrospective chart review, there was no significant difference in new
onset hypotension, new oxygen requirement, and intubation between the phenobarbital and
benzodiazepine groups. Both groups had similar duration of length of stay and no difference
in the escalation of care. In this retrospective chart review, there was no significant difference
in new onset hypotension, new oxygen requirement, and intubation between the
phenobarbital and benzodiazepine groups. Both groups had similar duration of length of stay
and no difference in the escalation of care. In this retrospective chart review, there was no
significant difference in new onset hypotension, new oxygen requirement, and intubation
between the phenobarbital and benzodiazepine groups. Both groups had similar duration of
length of stay and no difference in the escalation of care. In this retrospective chart review,
there was no significant difference in new onset hypotension, new oxygen requirement, and
intubation between the phenobarbital and benzodiazepine groups. Both groups had similar
duration of length of stay and no difference in the escalation of care.

Ortiz, Randy | HCA Florida West Hospital (PGY1 Resident) | randyjo1022@yahoo.com
Impact of Education on Discharge Antimicrobial Prescribing for Urinary Tract
Infections in the Emergency Department

Background: Antimicrobial resistance is a growing public health crisis, linked to higher
mortality, and projected to become a leading cause of death by 2050. Emergency
department (ED) visits continue to rise annually, with antibiotics being the most commonly
prescribed drug class. Inappropriate antibiotic selection and overly long treatment durations
have been shown to lead to poor outcomes. To address this, educational sessions were
implemented, outlining optimal antibiotic use for urinary tract infections (UTIs). The study
objective is to determine if providing education to ED prescribers will improve the selection of
appropriate antibiotic agents and duration of therapy (DOT) for patients with UTls.

Methodology: This single-center quasi-experimental study conducted at a 515-bed
academic hospital, evaluated patients that were discharged from the adult emergency
department between May 2025 to July 2025 (pre-intervention group) and November 2025 to
January 2026 (post-intervention) with a prescription to treat a UTI. Education was provided to
emergency room prescribers from September to October of 2025 on appropriate antibiotic
selection and duration of therapy based on updated guidelines and local antibiograms.
Patients were excluded if they were pregnant, had a history of recurrent UTls,
immunocompromised, catheterized, presented within 14 days of a prior antibiotic treatment
for UTI, and those with prostatitis. Cohort 1 consisted of patients with prescribed antibiotics at
discharge for UTI prior to educational intervention. Cohort 2 included patients with prescribed
antibiotics at discharge for UTI post educational intervention. Cohorts were identified through
facility surveillance software reports. The primary endpoint was to determine empiric
antibiotic appropriateness, with a sub-group analysis of inappropriate agent, inappropriate
dose, and inappropriate DOT selection for each prescription upon discharge. The secondary
endpoints evaluated the antibiotic duration of therapy for both the treatment of uUTI and cUTI
between the two cohorts, rates of fluoroquinolone and non-fluoroquinolone prescriptions, 30-
day re-presentation rates to the ED, and if prescriber type impacted empiric antibiotic
appropriateness.

Results: There were 512 patients included (255 pre-intervention; 257 post-intervention).
Baseline demographics between both cohorts, including age, sex, weight, BMI, race, and
Charlson Comorbidity Index showed no statistical differences. For the primary endpoint, the
implementation of education increased the percentage for overall empiric antibiotic
appropriateness selection from 34.9% to 51.4%, demonstrating a statistically significant
difference between pre- and post- intervention groups (p-value: 0.0002). Subgroup analysis
of the primary outcome showed a significant reduction in inappropriate agent selection,
decreasing from 19.2% to 10.9%, and in inappropriate therapy duration, decreasing from
47.8% to 31.9% (p = 0.0084 and p = 0.0002, respectively). Secondary outcomes of
prescribers’ selection of a fluoroquinolone or non-fluoroquinolone antibiotic and re-
presentation rates in the ED were not statistically significant (p-value: 0.2719 and 0.1681,
respectively). Lastly, there was a statistically significant association between antibiotic
appropriateness and prescriber type, with differences observed between attending
physicians and mid-level providers (p = 0.0403 and p = 0.0015, respectively).

Conclusion: The intervention was associated with improved antibiotic appropriateness.
Overall empiric antibiotic appropriateness increased ~16.5% post-intervention.
Implementation of treatment recommendations for UTIs based on local resistance and
updated clinical guidelines, significantly decreased inappropriate agent and DOT selection.
This study contributes to the real-world evidence demonstrating that ongoing prescriber
education and timely dissemination of current guideline recommendations are essential in
reducing inappropriate antibiotic prescribing at discharge for UTls in the ED.
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Padron Gato, Karen | Memorial Hopsital Miramar (PGY1 Resident) |
padrongatokaren@gmail.com

Comparing the effectiveness of Sodium Polystyrene Sulfonate and Sodium
Zirconium Cyclosilicate for the treatment of acute hyperkalemia in
hospitalized patients

Background: Hyperkalemia is a frequent and potentially life-threatening electrolyte
disturbance in hospitalized patients, requiring timely and effective interventions. Potassium
binders such as SPS and SZC are commonly used to promote gastrointestinal potassium
elimination; however, comparative real-world evidence on their effectiveness in acute
management of hyperkalemia remains limited. This study aims to compare the mean change
in serum potassium following administration of SPS and SZC within our health system to
provide standardized prescribing practices and optimize management of hyperkalemia.

Methodology: This retrospective, IRB-exempt, multicenter chart review was conducted
across five hospitals within the Memorial Healthcare System between July 2024 and July
2025. Adult patients aged 18—89 years with serum potassium levels >5 mEg/L who received
at least one dose of SPS or SZC for acute hyperkalemia were included. Patients were
excluded if they had outpatient potassium binder use, missing post-treatment potassium
levels, hemolyzed samples, pregnancy, end-stage renal disease on dialysis prior to
admission, initiation of renal replacement therapy before follow-up labs, receipt of both SPS
and SZC during the same admission, or prior solid organ or stem cell transplant. The primary
outcome was to compare the mean change in serum potassium within 24 hours of potassium
binder administration. Secondary outcomes were to compare the time to first post-
administration serum potassium measurement, the proportion of patients achieving resolution
of hyperkalemia (serum potassium < 5 mEq/L) within 24 hours, and the incidence and timing
of initiation of renal replacement therapy between groups.

Results: A total of 278 patients were screened, of whom 160 met inclusion criteria and were
included in the analysis (80 per group). The mean reduction in serum potassium at 24 hours
was 0.79 mEq/L in the SPS group and 0.75 mEq/L in the SZC group (p = 0.62). The median
time to repeat potassium measurement was shorter in the SPS group (8 hours 59 minutes)
compared to the SZC group (11 hours 58 minutes). Rates of hyperkalemia resolution (serum
potassium <5 mEq/L) were equal between groups, occurring in 71.25% of patients. Only one
patient in the SPS group required renal replacement therapy, which was initiated 32 hours
after binder administration.

Conclusion: In this retrospective study, SPS and SZC showed comparable effectiveness in
lowering serum potassium and resolving hyperkalemia within 24 hours, with no statistically
significant differences between groups. Although the timing of potassium reassessment
varied, clinical outcomes remained comparable, supporting the use of either agent in real-
world practice. Further prospective studies are needed to confirm these results and evaluate
additional factors such as onset of action, safety profile, and cost-effectiveness.

Pagnozzi, Dominique | James A. Haley Veterans' Hospital (PGY1 Resident) |
dominiqueapagnozzi@gmail.com

Evaluation and Expansion of Pharmacy Services in the Emergency
Department at James A. Haley Veterans Hospital

Background: Unplanned emergency department (ED) visits create patient burdens, increase
risk of adverse events, and contribute to higher healthcare costs. Strengthening care
transition initiatives (CTls) after ED discharge may help reduce revisits and improve patient
outcomes, especially among older adults. This need is particularly evident in high-utilization
chronic disease groups such as patients with chronic obstructive pulmonary disease (COPD),
who experience frequent ED encounters and complex medication needs. While CTls are
proven to enhance transitions from hospital to home, their impact following ED encounters is
still developing. Pharmacist involvement in ED care has demonstrated clear benefits.

Pharmacist-led medication reconciliation can reduce discrepancies by up to 68%, and
JAHVH's existing pharmacy services—such as antimicrobial stewardship and medication
history collection—already show high provider acceptance and meaningful cost avoidance.
Expanding pharmacist coverage and roles in the ED aligns with evidence supporting
improved medication safety, operational efficiency, and chronic disease management.
Structured pharmaceutical care, including adherence support and inhaler-technique
education, has been shown to reduce exacerbations and prevent avoidable ED returns.

Methodology: This project utilized a pre—post implementation, single-center retrospective
analysis conducted in the Emergency Department (ED). The goal was to evaluate clinical
pharmacist involvement in the management of the two highest-impact indications identified
during the pre-implementation assessment. Data collected for both the pre- and
post-implementation periods included: « Demographic characteristics: age, ethnicity, smoking
history, and other relevant baseline variables. « ED visit category by shift: day, evening, or
night, based on triage time. * Time to follow-up: duration between ED discharge and first
contact with a clinical pharmacist or primary care provider (PCP). « Medication regimen
assessment: inhaler regimen changes between ED triage and ED discharge. * Pharmacist
clinical interventions: documented in the electronic health record via CPRS notes. ¢
Smoking-related variables: among current smokers, treatment status at discharge (no
treatment, nicotine replacement therapy, varenicline, or bupropion).

Results: Pre-Implementation Findings Pre-implementation data from 2024 demonstrated
that among all ICD-10 codes, pain-related and pulmonary conditions were the most frequent
causes of ED utilization. Smoking-status review also showed that the majority of smokers
were not receiving nicotine-replacement therapy, with 61% not on any cessation
pharmacotherapy at baseline. A total of 100 patients were included in the pre-implementation
period, and demographic characteristics were similar across groups with no clinically
significant differences in age, ethnicity, smoking history, or ED presentation patterns. The
distribution of ED visits by shift demonstrated that day-shift presentations accounted for 69%
of COPD exacerbations. Post-Implementation Assessment Post-implementation analysis
incorporated all detailed clinical and workflow variables, including demographics (age,
gender, race), ED visit characteristics (shift of arrival, index date, discharge time, total ED
stay), COPD-specific factors (active COPD diagnosis, presence of prior exacerbations,
hospitalizations in the past year, current inhaler regimen), and smoking status (current
smoker, former smoker, and whether on nicotine-replacement therapy or cessation
medications). Pharmacist involvement was evaluated through multiple process measures,
including whether an ED pharmacist was onsite, whether they went to the patient’s room,
completion of medication reconciliation, use of the COPD note template, number and type of
pharmacy interventions, documentation of pharmacist tools used, addition of respiratory
therapy consults, consult placement for outpatient COPD care, initiation of new inhaler
therapy, and identification of patients eligible for pharmacist intervention. Follow-up patterns
were reviewed by documenting dates of CPP or PCP visits after the ED encounter and
calculating days to follow-up. Overall, implementation of the pharmacist-driven COPD
process resulted in more timely follow-up, increased documentation of clinical interventions,
and improved alignment with guideline-directed respiratory management and
smoking-cessation care.

Conclusion: COPD emerged as an appropriate and impactful priority disease state for
pharmacist involvement in the Emergency Department transition-of-care process. Following
implementation, pharmacist-driven COPD interventions increased overall, supporting the
value of integrating clinical pharmacy services to optimize guideline-directed therapy and
follow-up. A key limitation of this analysis was the distribution of COPD exacerbation visits,
with 69% occurring during the day shift—when pharmacist coverage was limited. This likely
constrained the full potential impact of the intervention. Future efforts should focus on
expanding pharmacist coverage to the day shift and considering inclusion of additional
high-risk disease states to further improve care continuity, reduce variation in management,
and enhance patient outcomes.
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Panoch, Kendrick | Mayo Clinic Florida (PGY1 Resident) | kjpanoch@yahoo.com
Association Between Outpatient Versus Inpatient Pre-Transplant Pharmacy
Evaluation on One Year Mortality

Background: Purpose/Background: Healthcare facilities performing transplants must comply
with federal regulations set forth by the Department of Health and Human Services Centers
for Medicare & Medicaid Services (CMS). The conditions of participation include a
multidisciplinary evaluation of the transplant patient documented in the medical record with at
least one team member demonstrating an expertise in pharmacology. This pre-transplant
evaluation may be performed in an outpatient or inpatient setting at the healthcare team’s
discretion. Patients with end-stage failure of a transplantable organ requiring an inpatient
level of care may receive inpatient pre-transplant pharmacy evaluations whereas clinically
stable candidates may be evaluated in an outpatient setting. It is imperative to identify
interventions that improve transplant outcomes. Previous studies have shown that
prehabilitation, regardless of setting, improves the outcomes of adult solid organ transplant
recipients. Different pre-transplant evaluation settings can affect lung-transplant outcomes,
and it was found that inpatient evaluations were associated with higher costs and worse
outcomes than outpatient evaluations. A study evaluating the outcomes of different pre-
transplant pharmacy evaluation settings for various types of solid organ transplants has not
yet been conducted. This study aims to explore the difference in outcomes between
transplant patients receiving outpatient pre-transplant pharmacy evaluations compared to
transplant patients receiving inpatient pre-transplant pharmacy evaluations for heart, lung,
liver, kidney, and pancreas transplants.

Methodology: Methodology: This was an IRB-approved, retrospective, observational cohort
study that was conducted at a single center. Patients were eligible for inclusion if they are at
least 18 years old who received a solid organ transplant from November 1, 2018, to
December 1, 2024. Patients were excluded if it was not their first solid organ transplant,
received an additional transplant within 1 year of the first solid organ transplanted, had
multiple pre-transplant pharmacy evaluations, or if there were pre-transplant pharmacy
evaluations in multiple settings. The primary objective of this study was to evaluate the
impact of outpatient compared to inpatient pre-transplant pharmacy evaluations on 1-year
survival of solid organ transplant patients. The secondary objectives included time on
transplant waitlist, hospital length of stay (LOS) post-transplant, 30-day and 60-day mortality,
and time to biopsy proven rejection. The time on transplant waitlist was defined as the
number of days from the approval for listing with the United Network for Organ Sharing
(UNOS) to the day of transplant. The LOS was defined as the number of days passed from
the day of transplant to the day of discharge. Mortality was measured at 1-month, 90-days,
and 1-year. Statistical analysis was performed using BlueSky Statistics Version 10.3.4. The
difference in one-year survival between the two study populations was compared with the
Fisher's Exact test. Time on transplant wait list, post-transplant LOS, and time to biopsy
proven rejection was compared with the Mann-Whitney U statistical test for non-parametric
data. Fisher’s Exact statistical test was used for 1-month and 90-day mortality.

Results: Results: Baseline characteristics are outlined in Table 1 while primary and
secondary endpoints are outlined in Table 2. Patients who received their pre-transplant
pharmacy evaluation in an outpatient setting had a 1-year survival rate of 95.8% while
patients who received their pre-transplant pharmacy evaluation inpatient had a 1-year
survival rate of 90.8% (p=0.082). The average time on the transplant waitlist was 145 days
and 26 days for outpatient and inpatient pre-transplant pharmacy evaluations respectively
(p<0.001). Average hospital length of stay post-transplant was 14 days for outpatient
pharmacy evaluations and 26 days for inpatient pharmacy evaluations (p<0.001) Patients
who received their pre-transplant pharmacy evaluation in an outpatient setting had a 30-day
and 90-day mortality rate of 1% and 2.1% respectively while patients that received their pre-
transplant pharmacy evaluation inpatient had a 30-day and 90-day mortality rate of 2.6% and
7.9% respectively. Median time to biopsy proven rejection was 84 days for the outpatient

pharmacy evaluation group while it was 91 days for the inpatient pharmacy evaluation group
(p=0.452).

Conclusion: Conclusion: Patients who received pre-transplant pharmacy evaluations in the
outpatient setting compared to patients who received an inpatient pre-transplant pharmacy
evaluation had decreased hospital lengths of stay post-transplant and decreased 90-day
mortality. There was no statistical difference in 30-day mortality, 1-year survival, and average
time to biopsy proven rejection between the two study populations. Patients who received an
outpatient evaluation had greater average time on the transplant waitlist. While notable
differences in outcomes were observed between the inpatient and outpatient pre-transplant
pharmacy evaluation groups, further studies are needed to determine any patient specific
contributing factors. Further studies are needed to characterize the influence of confounders
such as pre-transplant acuity, induction immunosuppression, maintenance
immunosuppression, and comorbidities.

Patel, Anjli | UF Health Jacksonville (PGY1 Resident) | anjlip1998@gmail.com
High Dose Steroids in Acute Flares of Neurological Diseases and Its Impact
on Adverse Events

Background: Corticosteroids are medications derived from natural steroids produced by the
adrenal cortex. Glucocorticoids are involved in immunosuppression and anti-inflammatory
activity, while mineralocorticoids regulate electrolyte balance. High-dose intravenous
methylprednisolone (IVMP), is a cornerstone of therapy for acute neurologic flares, including
Multiple Sclerosis, Optic Neuritis, and Giant Cell Arteritis. The effectiveness of corticosteroids
in neurological conditions is due to their immunosuppressive and anti-inflammatory
properties. Multiple clinical trials have demonstrated that methylprednisolone improves
movement and visual function. Guidelines from organizations such as the American
Academy of Neurology and American Academy of Ophthalmology recommend a regimen of
IVMP 1000 mg daily. However, the optimal duration of therapy is not clearly defined and can
vary from three to five days. Despite its benefits, high-dose steroids are associated with
significant adverse effects including neuropsychiatric events, hyperglycemia, and new
infections. This study aims to determine the effect of high-dose IVMP for a long duration (>
three consecutive doses) versus short duration (< three consecutive doses) on adverse event
rates in acute neurologic flares.

Methodology: This IRB-approved, single-center, retrospective, observational, cohort study
at an academic medical center reviewed non-critically ill, hospitalized patients between July
17, 2015, and July 7, 2025. Patients were included if they had a confirmed diagnosis of
neurological disease in a flare or relapse, 218 years old, and received high-dose IVMP (a
total dose of 1000 mg in 24 hours for 23 consecutive doses). Exclusion criteria included: use
of chronic corticosteroids at 220 mg/day of prednisone or equivalent for 23 consecutive
doses inpatient or outpatient 72 hours before the first dose of IVMP, had
hypersensitivity/contraindication to corticosteroids, pregnancy or breastfeeding, incarceration,
were 290 years old, or received IVMP for other indications. The primary endpoint was the
composite rate of new serious (infections and gastrointestinal bleed) and other non-life-
threatening (e.g., neuropsychiatric events, steroid-induced hyperglycemia) adverse events.
Secondary endpoints include but are not limited to the effect of IVMP on efficacy defined as
clinical stabilization, length of stay, and rate of gastrointestinal bleed. Non-parametric data is
presented as median interquartile ratio. Categorical variables were assessed using chi-
square or Fisher's exact test, and continuous variables were tested using Kruskal-Wallis test.

Results: A total of 169 non-critically ill, hospitalized patients with neurological diseases were
screened for study inclusion, and 100 patients met the inclusion criteria, with 31 patients in
the long duration group and 69 patients in the short duration group. Majority of patients were
female and the most common indication for IVMP was Multiple Sclerosis (48.4% versus 58%,
p value = 0.501), followed by other indications (48.4% versus 24.6%, p value = 0.034), and
Optic Neuritis (16.1% versus 23.2%, p value = 0.592). Most patients had a past medical
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history of psychiatric condition (29% versus 36.2%, p value = 0.635), followed by
hypertension (29% versus 29%, p value = 1.000). There were 24 patients who experienced
an adverse event in the long duration compared to 51 patients in the short duration group
(77.4% versus 73.9%, p value = 0.901). For new serious adverse events, the most common
event was infection (12.9% versus 8.7%, p value = 0.495). For non-life-threatening adverse
events, the most common was steroid-induced hyperglycemia (61.3% versus 55.1%, p value
=0.717), followed by neuropsychiatric events 51.6% versus 30.4%, p value = 0.071). IVMP
efficacy was similar across both groups (83.9% versus 82.6%, p value = 0.907), and days of
IVMP therapy until first adverse event documented was one day (0.0, 1.0, p value = 0.488).
Although there was not a statistically significant difference in adverse event rates and
efficacy, there was a statistical significance in average length of stay in days (5 versus 3, p
value = <0.001). Discharge disposition was similar across both groups, with most patients
discharged home (77.4% versus 87%, p value = 0.312).

Conclusion: Patients who had a longer duration of IVMP therapy compared to those with a
short duration did not have a statistically significant difference in adverse event rates.
However, there was a shorter length of stay in the short duration compared to the long
duration group, without a significant difference in IVMP efficacy. This data suggests that a
shorter duration of IVMP therapy may be appropriate. Due to the inherent bias as a
retrospective study and small sample size, further research on a large scale should be done
to assess the impact of long duration IVMP on adverse effects.

Patel, Pooja | Nova Southeastern University (PGY1 Resident) |
pooja.patel51499@gmail.com

Evaluating Patient Adherence and Economic Outcomes of a Pharmacist-Led
Intervention in Patients Taking Diabetic GLP-1 Agonists

Background: Medication nonadherence to GLP-1 receptor agonists is common, with PDC
rates falling significantly after 12 months. Nonadherence can be associated with higher rates
of diabetes-related hospitalizations, ED visits, and increased healthcare costs. Pharmacist-
and student-driven call center interventions may improve adherence through proactive
outreach, but their impact on GLP-1 use and associated cost savings remains understudied.
This project will evaluate adherence and healthcare costs among GLP-1 users before and
after receiving a pharmacist/pharmacy student phone call, addressing a key gap in
adherence strategies.

Methodology: This study utilized a pre—post intervention design to evaluate the impact of a
pharmacist- and pharmacy student-led telephone outreach intervention on medication
adherence and cost outcomes. The study population included adults 218 years with a
diagnosis of Type 2 Diabetes who were prescribed semaglutide or tirzepatide and
demonstrated baseline nonadherence (PDC <80%) during the pre-intervention period.
Primary outcomes included medication adherence (PDC), while secondary outcomes
included diabetes-related healthcare costs, including pharmacy expenditures. Descriptive
statistics were used to summarize outcomes, and pre—post differences were assessed using
paired t-tests and McNemar’s tests. Conditional logistic regression was performed to adjust
for patient characteristics, with statistical significance set at p < 0.05. All analyses were
conducted using SAS version 9.4.

Results: A total of 533 patients were identified as receiving semaglutide or tirzepatide during
the study period. Among these, 228 patients (42.8%) were classified as nonadherent based
on a proportion of days covered (PDC) <80% during the pre-intervention period. These
patients were identified as eligible for pharmacist- and pharmacy student-led telephone
outreach. Patient contact, consent, and intervention implementation are currently ongoing,
and post-intervention adherence and cost outcomes are still being collected and analyzed.
Conclusion: Pharmacist- and pharmacy student-led telephone outreach identified a high

proportion of patients with suboptimal adherence to GLP-1 receptor agonist therapy among
individuals with Type 2 Diabetes. Preliminary findings demonstrate that a substantial portion

of the study population is nonadherent, highlighting an opportunity for targeted intervention.
Data collection and patient outreach are ongoing, and final adherence and cost outcomes will
be evaluated upon study completion. These findings may support the role of structured
telephonic interventions in identifying and addressing medication nonadherence in real-world
practice.

Patel, Shiv | Ascension Sacred Heart Pensacola (PGY1 Resident) |
shivpat3l@gmail.com

Evaluation of cardiac outcomes for levothyroxine continuous infusion in
brain dead organ donors

Background: Most transplanted hearts come from donors declared brain dead, a state that
often causes systemic disturbances reducing heart viability. Neurohormonal insufficiency,
particularly thyroid hormone deficiency, is theorized to impair myocardial function after brain
death. While levothyroxine (T4) infusion has been used as an effort to improve cardiac
stability in these donors, evidence regarding its effect on cardiac function by
echocardiography is limited. This study aimed to evaluate whether levothyroxine infusion
improves cardiac function, as measured by change in left ventricular ejection fraction (LVEF)
after initiation of levothyroxine infusion, in heart-eligible donors.

Methodology: We performed a retrospective two-center case series at two sites: Ascension
Sacred Heart in Pensacola, Florida, a 566-bed community teaching hospital, and Ascension
Sacred Heart Bay in Panama City, Florida, a 323-bed community hospital. Patients aged
three to 65 years who were declared dead by neurologic criteria, authorized for organ
donation, and received a levothyroxine infusion between September 2018 to August 2025
were included. Donors with severe coronary artery disease, prior myocardial infarction,
significant valvular disease, or no follow-up echocardiogram were excluded The primary
outcome was the change in paired left ventricular ejection fraction (LVEF) from
echocardiographic reports, using Simpson biplane method/values. Secondary outcomes
included changes in vasopressor requirements, transplant rate, incidence of renal and liver
injury, and adverse events leading to infusion cessation. Given the anticipated small sample
size, analyses focused on descriptive assessment of myocardial systolic function.
Continuous variables are summarized as mean with range or median with range, and
categorical variables as counts and percentages. No formal hypothesis testing was
performed, and observed changes should be considered exploratory.

Results: Eight donors met inclusion criteria. Mean age was 29 years (range, 3-38), and 6
donors (75.0%) were male. Cardiac arrest was the most common cause of death (5/8,
62.5%). Median LVEF increased from 50.0% (range, 32.0% - 61.0%) to 62.5% (range, 50.0%
- 67.5%). Median absolute LVEF change was +12.3 percentage points (range, 0.0 to 34.0).
Median maximum concurrent vasopressors decreased from 2.5 within 48 hours before
levothyroxine to 0 at 48 hours after initiation. Seven donors (87.5%) underwent heart
transplantation. No documented levothyroxine-related adverse drug reactions identified. No
renal failure, hepatic failure, or infusion-related adverse events were observed.

Conclusion: Continuous intravenous levothyroxine was temporally associated with improved
quantitative LVEF and lower vasopressor burden in this small uncontrolled case series.
These findings are hypothesis-generating only and should not be interpreted as evidence of
efficacy and underscore the need for larger, prospective studies to confirm its clinical benefits
and impact on transplant outcomes.
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Pavao, Julia | Bay Pines VA Healthcare System (PGY1 Resident) |
juliapavao13@gmail.com

Optimizing resident feedback in an era of evolving technology

Background: Feedback is a critical component in professional and clinical development of
learners serving as a foundation for continuous performance improvement. Per standard
3.4.b.2.a, the American Society of Health-System Pharmacists (ASHP) requires preceptors
to document qualitative written comments that are specific to the evaluated rotation
objectives. The project proposes the development and implementation of an optimized
feedback system for a pharmacy residency program to ensure compliance with ASHP
standards on effective feedback while improving timeliness and operational efficiency. The
project will develop templates, and conversational agent prompts that promote consistency in
feedback elements while promoting personalization and situation specific details. The project
will enhance professional communication, particularly in delivering constructive feedback to
improve resident performance. Studies show that regular feedback fosters self-reflection,
encourages accountability, and enhances confidence in decision-making, ultimately
improving residents’ readiness for independent pharmacy practice.

Methodology: This project employs a performance improvement framework combined with a
cross-sectional survey to enhance the resident evaluation process through a standardized
online Microsoft Form aligned with ASHP competencies. Preceptors will complete the form
upon conclusion of each anticoagulation rotation, after which automated workflows will
compile responses for subsequent processing in Microsoft Copilot to generate concise,
ASHP-aligned summaries for entry into PharmAcademic. Since API or Copilot Studio
permissions cannot be secured, responses will be manually processed through approved
internal artificial intelligence (Al) tools. Following finalization of evaluations and dissemination
of feedback to residents, both preceptors and residents will complete a survey assessing
efficiency, ease of use, and workflow integration. Insights from this initial cycle will inform
next steps for refinement and support expansion of this evaluation method to additional
rotations. This project employs a performance improvement framework combined with a
cross-sectional survey to enhance the resident evaluation process through a standardized
online Microsoft Form aligned with ASHP competencies. Preceptors will complete the form
upon conclusion of each anticoagulation rotation, after which automated workflows will
compile responses for subsequent processing in Microsoft Copilot to generate concise,
ASHP-aligned summaries for entry into PharmAcademic. Since API or Copilot Studio
permissions cannot be secured, responses will be manually processed through approved
internal artificial intelligence (Al) tools. Following finalization of evaluations and dissemination
of feedback to residents, both preceptors and residents will complete a survey assessing
efficiency, ease of use, and workflow integration. Insights from this initial cycle will inform
next steps for refinement and support expansion of this evaluation method to additional
rotations.

Results: Three residents and three preceptors were enrolled in this study. Preceptors were
required to utilize Al to complete forms in order for evaluation form to be forwarded to
resident for feedback. The first preceptor raised environmental concerns and chose not to
participate. The second preceptor completed the feedback survey but did not utilize Al for
evaluation. The third preceptor completed the evaluation using Al, and the form was then
submitted to the resident for their feedback. Since the first two preceptors did not utilize Al for
their evaluations the first two resident were not sent evaluation forms for completion. The
preceptor who used Al reported a decrease in the time required to complete the evaluation,
while the preceptor who did not use Al due to issues with the form reported an increase in
time. The preceptor who utilized Al found it helpful for completing the resident evaluation,
describing the process as extremely easy and the Al-generated feedback as easy to
understand. The preceptor who did not utilize Al found that this resource was not helpful for
completing resident evaluations and reported that the process was extremely difficult. The
one resident included in our study reported that, compared with prior evaluations completed
without Al, the Al-supported evaluation showed a slight improvement in overall feedback,

offering clearer and more concise examples along with increased detail and thoroughness. In
conclusion, artificial intelligence may be a valuable tool for generating clear and structured
feedback for residents. Providing form-based feedback proved challenging for some
experienced preceptors, as they were accustomed to previous processes and hesitant to
adopt new approaches. Al-supported formatting may be especially helpful for preceptors who
struggle to provide timely resident feedback by reducing workload and easing the stress
associated with precepting responsibilities. Three residents and three preceptors were
enrolled in this study. Preceptors were required to utilize Al to complete forms in order for
evaluation form to be forwarded to resident for feedback. The first preceptor raised
environmental concerns and chose not to participate. The second preceptor completed the
feedback survey but did not utilize Al for evaluation. The third preceptor completed the
evaluation using Al, and the form was then submitted to the resident for their feedback. Since
the first two preceptors did not utilize Al for their evaluations the first two resident were not
sent evaluation forms for completion. The preceptor who used Al reported a decrease in the
time required to complete the evaluation, while the preceptor who did not use Al due to
issues with the form reported an increase in time. The preceptor who utilized Al found it
helpful for completing the resident evaluation, describing the process as extremely easy and
the Al-generated feedback as easy to understand. The preceptor who did not utilize Al found
that this resource was not helpful for completing resident evaluations and reported that the
process was extremely difficult. The one resident included in our study reported that,
compared with prior evaluations completed without Al, the Al-supported evaluation showed a
slight improvement in overall feedback, offering clearer and more concise examples along
with increased detail and thoroughness. In conclusion, artificial intelligence may be a
valuable tool for generating clear and structured feedback for residents. Providing form-
based feedback proved challenging for some experienced preceptors, as they were
accustomed to previous processes and hesitant to adopt new approaches. Al-supported
formatting may be especially helpful for preceptors who struggle to provide timely resident
feedback by reducing workload and easing the stress associated with precepting
responsibilities. Three residents and three preceptors were enrolled in this study. Preceptors
were required to utilize Al to complete forms in order for evaluation form to be forwarded to
resident for feedback. The first preceptor raised environmental concerns and chose not to
participate. The second preceptor completed the feedback survey but did not utilize Al for
evaluation. The third preceptor completed the evaluation using Al, and the form was then
submitted to the resident for their feedback. Since the first two preceptors did not utilize Al for
their evaluations the first two resident were not sent evaluation forms for completion. The
preceptor who used Al reported a decrease in the time required to complete the evaluation,
while the preceptor who did not use Al due to issues with the form reported an increase in
time. The preceptor who utilized Al found it helpful for completing the resident evaluation,
describing the process as extremely easy and the Al-generated feedback as easy to
understand. The preceptor who did not utilize Al found that this resource was not helpful for
completing resident evaluations and reported that the process was extremely difficult. The
one resident included in our study reported that, compared with prior evaluations completed
without Al, the Al-supported evaluation showed a slight improvement in overall feedback,
offering clearer and more concise examples along with increased detail and thoroughness.

Conclusion: In conclusion, artificial intelligence may be a valuable tool for generating clear
and structured feedback for residents. Providing form-based feedback proved challenging for
some experienced preceptors, as they were accustomed to previous processes and hesitant
to adopt new approaches. Al-supported formatting may be especially helpful for preceptors
who struggle to provide timely resident feedback by reducing workload and easing the stress
associated with precepting responsibilities.
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Perez Palacios, llyarosa | Morton Plant Hospital (PGY1 Resident) |
ilyarosaperez@gmail.com

Use of bivalirudin versus argatroban drip in continuous renal replacement
therapy patients

Background: Heparin-induced thrombocytopenia (HIT) is an immune mediated adverse
reaction that occurs from antibodies that target platelet factor-4 and heparin. This results in a
decrease in platelets and an increased risk of venous thromboembolism events (VTE).
Patients on continuous renal replacement therapy (CRRT) are also at risk of developing HIT
as they often require heparin to prevent clotting within the extracorporeal circuit of the CRRT
machine. Direct thrombin inhibitors (bivalirudin and argatroban) are two treatment
alternatives studied in this setting. The purpose of this study was to compare the difference in
time to therapeutic anticoagulation between bivalirudin and argatroban in CRRT patients

Methodology: This was an institutional review board approved, retrospective, multi-center,
non-interventional observational cohort study that included patients who received bivalirudin
or argatroban at a BayCare Health System facility between January 1, 2021, through
December 1, 2025. Patients were included if they were diagnosed with suspected or
confirmed HIT and who were also receiving CRRT. Patients were excluded if they were
pregnant, had documented coagulation disorders, or were not following the hospital’s
appropriate dosing, titration, and monitoring guidelines. The primary outcome of this study
was to evaluate the difference in time to therapeutic anticoagulation between bivalirudin and
argatroban in CRRT patients. The therapeutic activated partial thromboplastin time (aPTT)
range of bivalirudin was defined as 55-80.9 seconds and argatroban was 45-85.9 seconds.
Secondary outcomes include hospital length of stay (days), average dose (mg/kg) to be
therapeutic, treatment duration (days), percentage of aPTT values that fell within therapeutic,
subtherapeutic, and supratherapeutic range, in-hospital mortality, discharge disposition, and
adverse events. All statistical data was calculated using Minitab 22 Statistical Software ™.
Using a difference of 5.09 hours, a power of 80%, and an alpha value of 0.05, the calculated
sample size for the primary outcome was 50 patients (25 patients in each group). The 2-
Sample t-Test or Mann-Whitney U test was used to evaluate continuous data, while Chi
Squared or Fisher’'s Exact test was used for categorical data.

Results: A total of 50 patients were included in this study with 25 patients in each group.
Baseline characteristics were similar between each group with the exception that there were
more patients in the bivalirudin group with a history of heart failure (36%) versus the
argatroban group (4%), p=0.01. There was no statistical difference in the primary outcome of
time to therapeutic aPTT values between each group, bivalirudin group 10.36 hours [IQR
6.87-16.43] versus the argatroban 6.15 hours [IQR 4.18-20.79] p=0.123. For secondary
outcomes, the percentage of aPTTs that were therapeutic were not statistically significant
between each group. However, there were statistically significant more percentage of
subtherapeutic aPTTs with bivalirudin (28.8%) versus argatroban (3.3%) and there were
statistically significant less supratherapeutic aPTTs with bivalirudin (13.5%) versus
argatroban (41.8%), p=<0.001. There was a statistically significant difference in patients who
experienced a major bleeding event, the bivalirudin group had group 9 (36%) while the
argatroban group experienced 24 (96%) p=<0.001. There was no other statistically significant
difference in the total of thromboembolic events, mortality, or duration of treatment between
the two groups.

Conclusion: In conclusion, bivalirudin and argatroban had similar time to therapeutic aPTT
in CRRT patients who had suspected or diagnosis of HIT. There were statistically significant
more subtherapeutic aPTTs found within the bivalirudin group, while more supratherapeutic
aPTTs within the argatroban group. The patients in the argatroban group had more major
bleeding events, while both groups had similar thromboembolic events. Future studies are
needed to assess if there is a significant difference in time to therapeutic aPTTs in patients
with liver dysfunction.

Phan, Victoria | AdventHealth Tampa (PGY1 Resident) | vhphan98@gmail.com
Comparison of aPTT vs Anit-Xa for unfractionated heparin infusion
monitoring

Background: Unfractionated heparin (UFH) is an anticoagulant indicated for the prevention
and treatment of many thrombotic conditions. UFH works by binding with antithrombin 111 (AT)
to produce a conformational change, resulting in increased antithrombin Il activity.
Inactivation of factor Xa prevents the activation of thrombin, and the inactivation of thrombin
prevents the conversion of fibrinogen to fibrin leading to disruption of clot formation and
prolonged clotting time in the coagulation cascade. A common laboratory monitoring for UFH
is the aPTT test, a global clotting assay that mainly represents the function of the intrinsic
and common pathways of the coagulation cascade. The aPTT measurement is limited by
biological variables and clinical conditions which can influence levels. Another common
laboratory monitoring for UFH is the measurement of anti-Xa assay, which measures the
functional activity of UFH. Multiple studies have compared aPTT and anti-Xa monitoring for
UFH. Based on previous studies, anti-Xa monitoring has demonstrated faster time to
therapeutic anticoagulation, longer time in therapeutic range, and lower need for dose
adjustments however, most have been single centered, involved a small study population,
and underpowered to detect a true difference. The objective of this study is to compare the
efficacy and safety of anti-Xa versus aPTT monitoring strategies in patients receiving UFH
using standardized dosing protocols across a large integrated health system.

Methodology: This was an IRB-exempt, retrospective, chart review of adult patients
admitted across a large integrated health system who received a UFH continuous infusion
using standardized dosing protocols including a low dose nomogram, defined as 60 units/kg
bolus followed by 12 units/kg/hour and high dose nomogram, defined as 80 units/kg bolus
followed by 18 units/kg/hour. Participants were screened from January 2025- July 2025.
Patient charts were identified through the Epic slicer-dicer reporting system. Inclusion criteria
were: 18 years old or older, received UFH infusion with indications of DVT, PE, AF, ACS, and
received an initial IV UFH bolus within 2 hours of continuous infusion. Exclusion criteria were:
history of antiphospholipid syndrome, chronic liver disease, received anti-Xa anticoagulants
within 72 hours of UFH infusion, LMWH within 24 hours of UFH infusion, mechanical
circulatory support or pregnant during UFH infusion, fixed rate of UFH, and surgery within 48
hours before UFH infusion. Primary outcome was incidence of therapeutic range at 24 hours
defined as aPTT of 63-99.9 seconds for low dose protocol and aPTT of 71-110.9 seconds for
high dose protocol; or anti-Xa level of 0.2-0.5 IU/mL for low dose protocol and an anti-Xa of
0.3-0.7 IU/mL for high dose protocol. Lab draw most closely to 24-hour of UFH infusion was
utilized. Secondary outcomes included number of lab draws per 24 hours and number of anti-
Xa and aPTT results in goal range. Safety was also assessed including incidence of clinically
important bleeding and incidence of thromboembolic events. Based on previous studies, to
achieve statistical significance with 90% power and alpha of 0.05, a total of 178 patients (89
in each group) were required.

Results: Baseline characteristics and lab values are outlined in Tables 1 and 2. Incidence of
therapeutic range at 24 hours occurred more in the anti-Xa than the aPTT group, 64% vs.
58% (OR 1.29, 95% CI1 0.73 to 2.28; p = 0.38). Number of labs draws per 24 hours was lower
in the anti-Xa vs. aPTT group, 2.2 vs. 2.6 (mean difference —0.35; 95% CI -0.51 to —0.20).
Number of labs draws in goal range was higher in the anti-Xa than the aPTT group, 60% vs.
48% (OR 1.63, 95% CI 1.30 to 2.03). Incidence of clinically important bleeding occurred in
3% in the anti-Xa vs. 2% in the aPTT group and there was no incidence of thromboembolic
events in either group.

Conclusion: In this evaluation of standardized UFH dosing protocols across a large
integrated health system, anti-Xa based lab monitoring improved the incidence of therapeutic
range at 24 hours compared with aPTT based lab monitoring. Anti-Xa monitoring was also
associated with fewer lab draws at 24 hours and more lab draws in goal range. This may
suggest that anti-Xa based lab monitoring has greater operational efficiency and more
consistent UFH assay performance. These findings may support the potential workflow and
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monitoring advantages of anti-Xa guided UFH management across a large, integrated health
system. It is also important to highlight the need for further studies to determine its impact
statistical and clinical outcomes.

Pierre Louis, Gregory | Memorial Regional Hospital (PGY1 Resident) |
gregpierrellouis@yahoo.com

Evaluation of a Dynamic System List Tool to Optimize Patient Care
Prioritization

Background: Prior to the implementation of the Dynamic System List (DSL), pharmacists
relied on multiple patient care lists with limited structure, resulting in inefficiencies, lack of
consistent prioritization, and missed opportunities to proactively identify and intervene on
clinical tasks. The DSL was developed to streamline workflow by consolidating patient data
into a unified, prioritized system list that facilitates timely assessment and interventions,
enhances communication with the healthcare team, and supports standardization of
pharmacist-driven clinical functions across practice areas. Beyond workflow optimization, the
DSL offers a framework for operational oversight, reduces redundancy, facilitates hand off
from shift to shift, and provides measurable outcomes to demonstrate the value of clinical
pharmacy services. The objectives of this study are to assess the impact of the DSL on
clinical workflow and patient prioritization as well as evaluate inpatient pharmacist perception
of the clinical workflow before and after DSL implementation and identify opportunities for
tool enhancement, and standardization across practice areas.

Methodology: This study received Institutional Review Board approval. An electronic
literature review was conducted using PubMed and EMBASE with key terms including
dynamic system list, scoring system, pharmacist scoring system, clinical pharmacy services,
optimizing workflow, pharmacist-driven interventions, standardization across clinical practice,
enhance operational oversight, and enhanced pharmacist oversight. Articles selected from as
early as 2015 suggest improved workflow when scoring tools are implemented. Articles were
rejected if they were not based in USA, a hospital, or had pediatric patients. Data was
retrospectively collected from Epic’s electronic health record (EHR) using pharmacist
intervention (I-Vent) documentation to capture a range of clinical interventions, including
medication interchange (i.e. IV to PO, etc), admission medication reconciliation,
anticoagulation monitoring, pharmacokinetic monitoring, glycemic review, and renal dose
adjustments. Data was collected across multiple practice settings, including Memorial
Regional Hospital's ICU, Cardiology, and Medical-Surgical units. Pre-DSL (March 1-April 30,
2023) and post-DSL (March 1-April 30, 2025) timeframes were evaluated. All data was de-
identified and stored confidentially. The inclusion criteria were the following: Adult patients
(=18 years) with documented I-Vents, I-vent types related to medication interchange,
admission medication reconciliation, anticoagulation monitoring, pharmacokinetic monitoring,
glycemic review, and renal dose adjustments, and I-Vent documentations from MRH’s ICUs,
cardiology (CVICU included as cardiology), and medical surgical units. The exclusion criteria
were the following: I-vent types related to pain regimen review, pharmacist consults, ASP
take action, and TPN review. Additionally, inpatient pharmacists were surveyed from October
17th, 2025 to November 30th, 2025 to assess the impact of the DSL on clinical workflow,
patient care prioritization, and to capture suggested enhancements to the tool. Statistical
analysis included descriptive statistics as well as unpaired t-tests and paired t-tests to
compare outcomes between groups. This study received Institutional Review Board
approval. An electronic literature review was conducted using PubMed and EMBASE with
key terms including dynamic system list, scoring system, pharmacist scoring system, clinical
pharmacy services, optimizing workflow, pharmacist-driven interventions, standardization
across clinical practice, enhance operational oversight, and enhanced pharmacist oversight.
Articles selected from as early as 2015 suggest improved workflow when scoring tools are
implemented. Articles were rejected if they were not based in USA, a hospital, or had
pediatric patients. Data was retrospectively collected from Epic’s electronic health record
(EHR) using pharmacist intervention (I-Vent) documentation to capture a range of clinical

interventions, including medication interchange (i.e. IV to PO, etc), admission medication
reconciliation, anticoagulation monitoring, pharmacokinetic monitoring, glycemic review, and
renal dose adjustments. Data was collected across multiple practice settings, including
Memorial Regional Hospital’s ICU, Cardiology, and Medical-Surgical units. Pre-DSL (March
1-April 30, 2023) and post-DSL (March 1-April 30, 2025) timeframes were evaluated. All
data was de-identified and stored confidentially. The inclusion criteria were the following:
Adult patients (=18 years) with documented I-Vents, I-vent types related to medication
interchange, admission medication reconciliation, anticoagulation monitoring,
pharmacokinetic monitoring, glycemic review, and renal dose adjustments, and [-Vent
documentations from MRH’s ICUs, cardiology (CVICU included as cardiology), and medical
surgical units. The exclusion criteria were the following: I-vent types related to pain regimen
review, pharmacist consults, ASP take action, and TPN review. Additionally, inpatient
pharmacists were surveyed from October 17th, 2025 to November 30th, 2025 to assess the
impact of the DSL on clinical workflow, patient care prioritization, and to capture suggested
enhancements to the tool. Statistical analysis included descriptive statistics as well as
unpaired t-tests and paired t-tests to compare outcomes between groups.

Results: Interventions were analyzed by specialty and clinical activity, comparing pre- and
post-DSL implementation. By specialty, medical units showed a decrease in total
interventions (5,511 to 4,429, p=0.78), cardiology had an increased (3,248 to 3,876, p=0.81),
and ICU had a slight increased (2,553 to 2,595, p=0.86). Overall interventions decreased
with no statistically significant differences observed (11,014 to 10,400, p=0.82). When
stratified by clinical activity, anticoagulation interventions decreased (6,473 to 6,110, mean
change -121.0, p=0.71), glycemic interventions decreased (162 to 139, mean change -7.7,
p=0.67), medication interchanges increased (310 to 378, mean change, +22.2, p=0.39),
medication reconciliation increased (971 to 2,114, mean change +81.0, p=0.11),
pharmacokinetic interventions decreased (2,216 to 1,767, mean change -13.7, p=0.60), and
renal interventions decreased (832 to 792, mean change -39.0, p=0.56). Overall, no
statistically significant differences were observed across clinical activity categories following
DSL implementation. Survey results demonstrated a positive perception of the DSL on both
patient care prioritization and overall workflow after DSL implementation. Most pharmacists
reported meaningful improvements in prioritization and workflow following implementation.
Recommended tool enhancements were DSL icon descriptions and notifications for new
alerts. Interventions were analyzed by specialty and clinical activity, comparing pre- and post-
DSL implementation. By specialty, medical units showed a decrease in total interventions
(5,511 to 4,429, p=0.78), cardiology had an increased (3,248 to 3,876, p=0.81), and ICU had
a slight increased (2,553 to 2,595, p=0.86). Overall interventions decreased with no
statistically significant differences observed (11,014 to 10,400, p=0.82). When stratified by
clinical activity, anticoagulation interventions decreased (6,473 to 6,110, mean change -
121.0, p=0.71), glycemic interventions decreased (162 to 139, mean change -7.7, p=0.67),
medication interchanges increased (310 to 378, mean change, +22.2, p=0.39), medication
reconciliation increased (971 to 2,114, mean change +81.0, p=0.11), pharmacokinetic
interventions decreased (2,216 to 1,767, mean change -13.7, p=0.60), and renal
interventions decreased (832 to 792, mean change -39.0, p=0.56). Overall, no statistically
significant differences were observed across clinical activity categories following DSL
implementation. Survey results demonstrated a positive perception of the DSL on both
patient care prioritization and overall workflow after DSL implementation. Most pharmacists
reported meaningful improvements in prioritization and workflow following implementation.
Recommended tool enhancements were DSL icon descriptions and notifications for new
alerts. Interventions were analyzed by specialty and clinical activity, comparing pre- and post-
DSL implementation. By specialty, medical units showed a decrease in total interventions
(5,511 to 4,429, p=0.78), cardiology had an increased (3,248 to 3,876, p=0.81), and ICU had
a slight increased (2,553 to 2,595, p=0.86). Overall interventions decreased with no
statistically significant differences observed (11,014 to 10,400, p=0.82). When stratified by
clinical activity, anticoagulation interventions decreased (6,473 to 6,110, mean change -
121.0, p=0.71), glycemic interventions decreased (162 to 139, mean change -7.7, p=0.67),
medication interchanges increased (310 to 378, mean change, +22.2, p=0.39), medication
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reconciliation increased (971 to 2,114, mean change +81.0, p=0.11), pharmacokinetic
interventions decreased (2,216 to 1,767, mean change -13.7, p=0.60), and renal
interventions decreased (832 to 792, mean change -39.0, p=0.56). Overall, no statistically
significant differences were observed across clinical activity categories following DSL
implementation. Survey results demonstrated a positive perception of the DSL on both
patient care prioritization and overall workflow after DSL implementation. Most pharmacists
reported meaningful improvements in prioritization and workflow following implementation.
Recommended tool enhancements were DSL icon descriptions and notifications for new
alerts.

Conclusion: DSL implementation did not significantly change overall intervention volume
(p>0.05); however, it improved workflow efficiency and enhanced patient care prioritization,
ultimately increasing clinical impact. Despite no statistical difference in total interventions, a
clear shift was observed toward higher-impact activities. Pharmacist efforts expanded across
a broader range of categories, particularly medication interchanges and medication
reconciliation, while reducing time spent on more routine, time-intensive tasks such as
pharmacokinetics. Importantly, these improvements occurred without an increase in
perceived workload, as supported by the inpatient pharmacist survey. Future studies should
focus on evaluating clinical and operational outcomes, with an emphasis on intervention
quality, such as cost savings from 1V-to-PO conversions and antimicrobial optimization based
on culture sensitivities, rather than intervention quantity alone. DSL implementation did not
significantly change overall intervention volume (p>0.05); however, it improved workflow
efficiency and enhanced patient care prioritization, ultimately increasing clinical impact.
Despite no statistical difference in total interventions, a clear shift was observed toward
higher-impact activities. Pharmacist efforts expanded across a broader range of categories,
particularly medication interchanges and medication reconciliation, while reducing time spent
on more routine, time-intensive tasks such as pharmacokinetics. Importantly, these
improvements occurred without an increase in perceived workload, as supported by the
inpatient pharmacist survey. Future studies should focus on evaluating clinical and
operational outcomes, with an emphasis on intervention quality, such as cost savings from
IV-to-PO conversions and antimicrobial optimization based on culture sensitivities, rather
than intervention quantity alone. DSL implementation did not significantly change overall
intervention volume (p>0.05); however, it improved workflow efficiency and enhanced patient
care prioritization, ultimately increasing clinical impact. Despite no statistical difference in
total interventions, a clear shift was observed toward higher-impact activities. Pharmacist
efforts expanded across a broader range of categories, particularly medication interchanges
and medication reconciliation, while reducing time spent on more routine, time-intensive
tasks such as pharmacokinetics. Importantly, these improvements occurred without an
increase in perceived workload, as supported by the inpatient pharmacist survey. Future
studies should focus on evaluating clinical and operational outcomes, with an emphasis on
intervention quality, such as cost savings from 1V-to-PO conversions and antimicrobial
optimization based on culture sensitivities, rather than intervention quantity alone. DSL
implementation did not significantly change overall intervention volume (p>0.05); however, it
improved workflow efficiency and enhanced patient care prioritization, ultimately increasing
clinical impact. Despite no statistical difference in total interventions, a clear shift was
observed toward higher-impact activities. Pharmacist efforts expanded across a broader
range of categories, particularly medication interchanges and medication reconciliation, while
reducing time spent on more routine, time-intensive tasks such as pharmacokinetics.
Importantly, these improvements occurred without an increase in perceived workload, as
supported by the inpatient pharmacist survey. Future studies should focus on evaluating
clinical and operational outcomes, with an emphasis on intervention quality, such as cost
savings from 1V-to-PO conversions and antimicrobial optimization based on culture
sensitivities, rather than intervention quantity alone.

Plaza Vazquez, Fabiola | Miami VA Healthcare Systems (PGY1 Resident) |
fpv1122@gmail.com

Increasing SGLT2 inhibitor utilization in patients with type 2 diabetes and
concurrent ASCVD, HF, or CKD

Background: Atherosclerotic cardiovascular disease (ASCVD), heart failure (HF), and
chronic kidney disease (CKD) are prevalent among individuals with Type 2 Diabetes Mellitus
(T2DM), and these patients are at an increased risk of adverse cardiovascular and renal
outcomes. The American Diabetes Association (ADA) and Kidney Disease: Improving Global
Outcomes (KDIGO) guidelines recommend sodium-glucose cotransporter-2 inhibitors
(SGLT2i) therapy in this population based on strong evidence that these agents reduce
progression of CKD, HF hospitalizations, and ASCVD risk. However, recent VA Healthcare
System metrics reveal that SGLT2i prescription rates remain low among this Veteran
population, signifying a gap in guideline-concordant care.

Methodology: Data from the Diabetes Dashboard (December 2025—April 2026) was
reviewed retrospectively. Patients were required to meet criteria for T2DM with either:
ASCVD (prior myocardial infarction, ischemic stroke, or peripheral arterial disease), HF (any-
type of ejection fraction), or CKD (estimated glomerular filtration rate = 20 ml/min/1.73m"2).
The dashboard identified 1,566 patients with T2DM and either ASCVD, HF, or CKD. Of
these, 212 were enrolled in designated Clinical Pharmacist Practitioner (CPP) Patient
Aligned Care Team (PACT) clinics. Sixteen patients were automatically excluded due to
recurrent urinary tract infections, leaving 196 eligible patients for intervention. CPPs then
reviewed each patient to confirm appropriateness for initiating an SGLT2 inhibitor, and
eligible patients were referred for discussion and potential initiation of therapy.

Results: Following comprehensive CPP chart review of the 196 patients initially identified as
eligible through the Diabetes Dashboard, only 84 patients were confirmed to meet criteria for
CPP intervention. Among the cohort, 39% had T2DM with CKD as their only other
comorbidity. Multimorbidity was prevalent, with 35% presenting combinations of ASCVD,
CKD, and/or HF. ASCVD alone accounted for 24% of patients, while HF alone was
uncommon (2%). Overall, 65% had CKD either alone or in combination with other conditions,
emphasizing the critical need for enhanced renal risk management within this T2DM
population.

Conclusion: A pharmacist-led quality improvement initiative can effectively identify and
when appropriate, intervene on patients with T2DM and high-risk comorbidities who are not
receiving SGLT2 inhibitors despite guideline recommendations. Leveraging population health
tools and clinical pharmacist expertise allows healthcare systems to strengthen
evidence-based care delivery, reduce cardiovascular and renal risks, and improve outcomes
among vulnerable populations such as Veterans. Implementing proactive pharmacist-led
screening workflows (e.g., alerts, order sets, routine chart reviews) can ensure timely
evaluation of newly eligible patients and prevent future gaps in SGLT2 inhibitor utilization.

Porben, Laura | Baptist Hospital of Miami (PGY2 Resident) |
laura.porbenguzman@baptisthealth.net

Evaluation of Hepatorenal Syndrome Management in Hospitalized Patients

Background: Hepatorenal syndrome (HRS) is a severe complication of advanced liver
disease characterized by acute kidney injury (AKI) and high mortality rates exceeding 50%.
Standard management includes albumin with vasoconstrictors such as midodrine and
octreotide. Terlipressin was approved by the Food and Drug Administration in 2022 for HRS
based on clinical trials demonstrating higher rates of HRS reversal. Norepinephrine has
shown comparable efficacy to terlipressin in achieving HRS reversal in several studies,
particularly in intensive care unit (ICU) settings, offering an effective and more accessible
alternative. Despite the updated evidence available, real-world utilization and outcomes of
these therapies remain variable. This study aimed to evaluate current prescribing trends and
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clinical outcomes of HRS management across a multi-site health system and assess
projected utilization of terlipressin.

Methodology: This multi-center, retrospective chart review included adult patients treated for
HRS at Baptist Health South Florida between January 2023 and August 2025. Patients who
received albumin 25% alone or in combination with midodrine and/or octreotide and
vasopressors were included. The primary outcome was HRS reversal, defined as reduction

in serum creatinine (SCr) to 1.5 mg/dL or within 0.3 mg/dL of baseline, or if SCr did not
meet criteria for reversal but the patient was clinically stable for discharge. Secondary
outcomes included ICU and hospital length of stay, need for renal replacement therapy
(RRT), patient disposition, and eligibility for terlipressin based upon our institutions approved
criteria for use. Descriptive statistics were used for analysis.

Results: A total of 100 patients were screened, with 76 patients included in the final analysis.
Twenty-four patients were excluded due to transfer to another institution or stratification to
hospice care. Baseline characteristics demonstrated a median age of 62 years with 67%
male patients. The majority had HRS-AKI (72%), and common etiologies of cirrhosis included
alcohol-related liver disease (53%) and malignancy (26%). Median baseline SCr was 2.5
mg/dL. Overall, 65% of patients achieved HRS reversal or stability. Patients managed on the
floor demonstrated a 95% reversal rate compared to 29% in the ICU. The highest reversal
rates were observed with combination therapy. Mean ICU length of stay was 2.8 days, and
26% of patients required RRT. Mortality was 29%, consistent with expected outcomes in this
population. Only 25% of patients met institutional criteria for terlipressin use.

Conclusion: HRS management at our institution resulted in high rates of reversal or stability,
particularly among patients treated on the floor without escalation of care. These findings
suggest that effective early management with albumin-based regimens may reduce the need
for ICU admission and limit the clinical necessity for terlipressin in a majority of patients.
Limited candidacy and favorable outcomes without terlipressin should be considered when
evaluating formulary adoption.

Pordel, Niyaz | Larkin Community Hospital (PGY1 Resident) | niyazpordel@gmail.com
Impact of long-acting injectable antipsychotic initiation at discharge on 30-
day psychiatric readmission

Background: Medication nonadherence to oral antipsychotics is a major contributor to
relapse and rehospitalization in patients with schizophrenia and schizoaffective disorder.
Long-acting injectable (LAIl) antipsychotics may improve adherence through sustained
medication delivery and reduced dependence on daily oral therapy. Despite demonstrated
benefits, LAI antipsychotics remain underutilized in clinical practice. This study evaluated the
impact of initiating LAl antipsychotics at hospital discharge on 30-day psychiatric readmission
outcomes. Medication nonadherence to oral antipsychotics is a major contributor to relapse
and rehospitalization in patients with schizophrenia and schizoaffective disorder. Long-acting
injectable (LAI) antipsychotics may improve adherence through sustained medication
delivery and reduced dependence on daily oral therapy. Despite demonstrated benefits, LAI
antipsychotics remain underutilized in clinical practice. This study evaluated the impact of
initiating LAI antipsychotics at hospital discharge on 30-day psychiatric readmission
outcomes.

Methodology: This single-center cohort study included adult patients aged 18 years or older
with schizophrenia or schizoaffective disorder who received their first LAl antipsychotic at
hospital discharge. Two phases were evaluated: Phase 1 retrospective baseline cohort
(January 1, 2023 to December 31, 2025) and Phase 2 prospective post-implementation
cohort following multidisciplinary provider education (January 1, 2026 to March 1, 2026).
Patients were excluded for age under 18 years, incarceration, transfer to another facility,
discharge against medical advice, or undocumented medication history. The primary
endpoint was 30-day psychiatric readmission. Secondary endpoints included 30-day
emergency department visits, as well as scheduling of LAl administration and outpatient

psychiatry follow-up appointments prior to discharge. This single-center cohort study included
adult patients aged 18 years or older with schizophrenia or schizoaffective disorder who
received their first LAl antipsychotic at hospital discharge. Two phases were evaluated:
Phase 1 retrospective baseline cohort (January 1, 2023, to December 31, 2025) and Phase 2
prospective post-implementation cohort following multidisciplinary provider education
(January 1, 2026, to March 1, 2026). Patients were excluded for age under 18 years,
incarceration, transfer to another facility, discharge against medical advice, or undocumented
medication history. The primary endpoint was 30-day psychiatric readmission. Secondary
endpoints included 30-day emergency department visits, as well as scheduling of LAI
administration and outpatient psychiatry follow-up appointments prior to discharge.

Results: A total of 168 patients met inclusion criteria, including 161 patients in Phase 1 and
7 patients in Phase 2. Thirty-day psychiatric readmission occurred in 24 patients (13.7%)
during Phase 1 and in 0 patients during Phase 2. Scheduled follow-up appointments were
documented for 152 patients (94.4%) in Phase 1 and 6 patients (85.7%) in Phase 2.
Emergency department visits without readmission occurred in 1 patient (0.6%) during Phase
1 and 0 patients during Phase 2. Median initial hospital length of stay was 6 days in Phase 1
and 8.7 days in Phase 2. A total of 168 patients met inclusion criteria, including 161 patients
in Phase 1 and 7 patients in Phase 2. Thirty-day psychiatric readmission occurred in 24
patients (13.7%) during Phase 1 and in O patients during Phase 2. Scheduled follow-up
appointments were documented for 152 patients (94.4%) in Phase 1 and 6 patients (85.7%)
in Phase 2. Emergency department visits without readmission occurred in 1 patient (0.6%)
during Phase 1 and 0 patients during Phase 2. Median initial hospital length of stay was 6
days in Phase 1 and 8.7 days in Phase 2. A total of 168 patients met inclusion criteria,
including 161 patients in Phase 1 and 7 patients in Phase 2. Thirty-day psychiatric
readmission occurred in 24 patients (13.7%) during Phase 1 and in O patients during Phase
2. Scheduled follow-up appointments were documented for 152 patients (94.4%) in Phase 1
and 6 patients (85.7%) in Phase 2. Emergency department visits without readmission
occurred in 1 patient (0.6%) during Phase 1 and 0 patients during Phase 2. Median initial
hospital length of stay was 6 days in Phase 1 and 8.7 days in Phase 2.

Conclusion: Initiation of LAl antipsychotics at hospital discharge, coupled with RN case
manager education on explaining the purpose of the LAI, its benefits as the preferred
treatment option for the patient, and its potential side effects, was associated with a reduced
risk of 30-day psychiatric readmission in this cohort. This approach highlights the potential
benefits of earlier LAl use and structured transitions of care in minimizing re hospitalization
risk. However, the interpretation is limited by the small Phase 2 sample size, short follow-up
period, and single-center design. Initiation of LAl antipsychotics at hospital discharge,
coupled with RN case manager education on explaining the purpose of the LA, its benefits
as the preferred treatment option for the patient, and its potential side effects, was associated
with a reduced risk of 30-day psychiatric readmission in this cohort. This approach highlights
the potential benefits of earlier LAl use and structured transitions of care in minimizing re
hospitalization risk. However, the interpretation is limited by the small Phase 2 sample size,
short follow-up period, and single-center design. Initiation of LAl antipsychotics at hospital
discharge, coupled with RN case manager education on explaining the purpose of the LAI, its
benefits as the preferred treatment option for the patient, and its potential side effects, was
associated with a reduced risk of 30-day psychiatric readmission in this cohort. This
approach highlights the potential benefits of earlier LAl use and structured transitions of care
in minimizing re hospitalization risk. However, the interpretation is limited by the small Phase
2 sample size, short follow-up period, and single-center design. Initiation of LAI
antipsychotics at hospital discharge, coupled with RN case manager education on explaining
the purpose of the LAI, its benefits as the preferred treatment option for the patient, and its
potential side effects, was associated with a reduced risk of 30-day psychiatric readmission
in this cohort. This approach highlights the potential benefits of earlier LAl use and structured
transitions of care in minimizing re hospitalization risk. However, the interpretation is limited
by the small Phase 2 sample size, short follow-up period, and single-center design.
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Poveda, Jasmyn | HCA Florida Aventura Hospital (PGY1 Resident) |
jasmynpovedaa@gmail.com

A Comparison of Lorazepam and Phenobarbital Use for Alcohol Withdrawal
Syndrome

Background: Management of alcohol withdrawal syndrome (AWS) has historically relied on
benzodiazepines, most commonly, lorazepam. Emerging research suggests that
phenobarbital may be a safe and effective alternative to benzodiazepines, with a potential
benefit in reducing benzodiazepine requirement and utilization. Data on direct comparisons
remains limited. Ongoing lorazepam shortages have challenged traditional management; in
response, HCA Florida Aventura Hospital has implemented a phenobarbital order set for
Alcohol Withdrawal Syndrome. This study was conducted to describe real-world
phenobarbital use and compare length-of-stay outcomes with intravenous lorazepam in
hospitalized adults with alcohol withdrawal syndrome.

Methodology: This was a single-center retrospective cohort analysis conducted at HCA
Florida Aventura Hospital using a 5-month inpatient alcohol withdrawal syndrome dataset.
Adult inpatients with documented alcohol withdrawal syndrome and available CIWA scores
were included. Patients were assigned by medication exposure. The lorazepam cohort
included patients who received intravenous lorazepam only. The phenobarbital cohort
included patients with any phenobarbital exposure during admission. Primary outcomes were
ICU length of stay and hospital length of stay. Secondary outcomes were outlier-adjusted
ICU and hospital length of stay. A subgroup analysis was performed within the phenobarbital
cohort to describe dosing strategy patterns, including taper use, taper completion, loading
dose use, and length-of-stay trends across these regimen types. Baseline variables included
age, weight, BMI, sex, homelessness status, history of renal disease, liver disease, heart
disease, and antiepileptic medication use.

Results: A total of 40 patients were included, with 22 in the intravenous lorazepam cohort
and 18 in the phenobarbital cohort. The mean age was higher in the lorazepam group, 52.4
versus 46 years. Liver disease was more common in the phenobarbital group, 38.9% versus
9.1%, and heart disease was also more common in the phenobarbital group, 55.6% versus
31.8%. Antiepileptic medication use was more common in the lorazepam group, 50.0%
versus 5.6%. In the primary analysis, mean ICU length of stay rounded to 4 days in both
groups. Mean hospital length of stay rounded to 8 days in the lorazepam group and 7 days in
the phenobarbital group. After cohort-specific outlier removal, mean ICU length of stay
rounded to 3 days in both groups, while mean hospital length of stay rounded to 7 days in the
lorazepam group and 6 days in the phenobarbital group. Within the phenobarbital cohort,
taper was used in 7 patients, completed taper in 2 patients, loading dose was given in 6
patients, and lorazepam was given first in 5 patients. Patients who completed the taper had
lower mean ICU and hospital length of stay than patients with a taper ordered but not
completed, and lower mean length of stay than the loading-dose subgroup.

Conclusion: In this 5-month retrospective cohort, intravenous lorazepam and phenobarbital
were associated with similar rounded ICU length of stay and lower rounded hospital length of
stay in the phenobarbital group in both primary and secondary analyses. Outlier removal
lowered mean length of stay in both cohorts, suggesting a small number of prolonged
admissions influenced the raw averages. Phenobarbital use was heterogeneous, with taper-
based, loading-dose, and mixed regimen patterns observed. Subgroup analysis suggested
lower length of stay among patients who completed taper, though those findings were based
on small sample sizes. These findings are best interpreted as descriptive data and support
future evaluation of standardized phenobarbital-based alcohol withdrawal management.

Putz, Paige | Sarasota Memorial Hospital (PGY2 Resident) | putzpaige4@gmail.com
Optimization of Temperature Control Post-Cardiac Arrest: A Protocol Shift to
Normothermia and Light Sedation

Background: Temperature control is a neuroprotective intervention used in post-cardiac
arrest patients to mitigate secondary hypoxic-ischemic brain injury. The 2025 American Heart
Association Guidelines for Cardiopulmonary Resuscitation and Emergency Cardiovascular
Care recommend maintaining a temperature between 32 and 37.5 degrees Celsius for at
least 36 hours following return of spontaneous circulation. Although this range allows for
clinical flexibility, recent studies have suggested no difference in outcomes between
hypothermic and normothermic temperature targets. Clinical trials have historically targeted
deep sedation during temperature control, with variable sedative and analgesic practices,
offering limited guidance for clinicians. With mounting literature demonstrating no significant
difference in outcomes between hypothermia or normothermia, temperature control practice
was transitioned to a normothermia-based protocol targeting light sedation, given a lack of
evidence supporting deep sedation practices. Concurrently, shivering management was
updated to optimize non-neuromuscular blocker interventions. The purpose of this study is to
evaluate the safety and efficacy of the revised temperature control protocol in post-cardiac
arrest patients.

Methodology: This single-center, Institutional Review Board-approved, retrospective cohort
study included adult post-cardiac arrest patients initiated on a temperature control protocol.
In August 2022, a pharmacist-driven protocol modification removed 33 degrees Celsius as a
temperature target and prioritized normothermia (36 or 37 degrees Celsius). Additionally,
sedation practices were revised from deep sedation (Richmond Agitation-Sedation Score
[RASS] -4 to -5) to lighter sedation (RASS 0 to -3). Patients were included in the pre-group if
admitted from April 2019 to July 2022, and in the post-group if admitted from August 2022 to
November 2025. Patients were excluded if they left against medical advice, transferred from
an outside facility, died or were discharged to hospice within 96 hours, were COVID-19
positive, underwent endovascular cooling, or did not awaken. The primary outcome, time to
first awakening, was defined as a Glasgow Coma Scale (GCS) motor score of 6 on at least
two assessments. Key secondary outcomes included GCS at ICU discharge, ICU and
hospital length of stay, patient disposition, and total analgosedation required during the
temperature control period. Safety outcomes included incidence of hypokalemia,
arrhythmias, and use of anti-shivering agents. Subgroup analyses assessed the association
between time to awakening and temperature in each cohort. Data was sourced from the
institution’s electronic health record, Allscripts©, and stored using REDCap®. Continuous
data was assessed using Wilcoxon rank sum test, while categorical data was assessed
utilizing Chi-square or Fischer’s Exact test as appropriate. All analyses were conducted
through JMP®©.

Results: Of 649 patients initiated on the temperature control protocol between April 2019
and November 2025, 110 patients met inclusion criteria. Fifty-seven patients were included in
the pre-group, and fifty-three patients were included in the post-group. Baseline
characteristics were similar between groups apart from GCS and temperature at presentation
being higher in the post-group (Table 1). The primary outcome of median time to awakening
was 11.1 hours shorter in the post-group, although this was not statistically significant (45.8
vs 34.7 hours, p=0.180). In a subgroup analysis of the pre-group cohort, a significantly longer
time to awakening was observed in patients cooled to 33 degrees Celsius (67.8 vs 40.8
hours, p=0.021). The post-group achieved goal temperature faster by 1.9 hours (p=0.029),
had higher rates of light sedation (56% vs 77%, p=0.019), and used more fentanyl compared
to hydromorphone (p<0.05), with no statistically significant difference in fentanyl equivalents
(10.26 vs 18.64 mcg/kg, p=0.363). Shivering rates were similar, though buspirone use
increased (39% vs 81%, p <0.05) and neuromuscular blocker use decreased (35% vs 2%,
p<0.05) in the post-group. Additional secondary and safety outcomes can be observed in
Table 2. Limitations of this study include the single-center retrospective design, small sample
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size, variability in sedation and analgesic practices, and variability in RASS and GCS
documentation by nursing staff.

Conclusion: This retrospective cohort study demonstrated that a revised temperature
control protocol targeting light sedation and normothermia was safe and effective. Although
the reduction in time to awakening did not reach statistical significance, a numerically shorter
awakening time was observed following implementation. The updated protocol increased
adherence to light sedation targets, reduced neuromuscular blocker utilization, and
maintained similar overall analgesic and sedative exposure with no difference in safety
outcomes.

Rafuse, Emerson | Manatee Memorial Hospital (PGY1 Resident) |
emerson.rafuse@yahoo.com

Fixed dose versus symptom-triggered benzodiazepine treatment for alcohol
withdrawal in non-critically ill patients

Background: Benzodiazepines are recommended as first-line agents for the treatment of
mild to severe alcohol withdrawal in the inpatient setting due to the known efficacy these
agents have in seizure and alcohol withdrawal delirium prevention. With chronic alcohol use,
gamma-aminobutyric acid subtype A (GABA-A) receptors become downregulated while
excitatory systems (e.g. glutamate) are upregulated. When alcohol is suddenly removed, this
imbalance leads to hyperexcitability. Benzodiazepines help restore inhibitory tone by
increasing GABA-mediated chloride influx, reducing the risk of withdrawal symptoms such as
seizures and delirium tremens. Per the American Society of Addiction Medicine (ASAM)
alcohol withdrawal management guidelines, the symptom-triggered treatment approach with
benzodiazepines is preferred over the fixed dosing regimen. In the general hospital setting,
fixed dosing regimens resulted in greater cumulative benzodiazepine exposure and higher
probability of intensive care and intubation versus patients receiving the symptom-triggered
regimen. Despite the clinical recommendations being in favor of the symptom-triggered
dosing approach, there is a lack of consistent practice among the dosing regimens used in
clinical practice. The aim of this study was to compare the efficacy and safety of fixed dose
versus symptom-triggered dosing among hospitalized patients to standardize alcohol
withdrawal management across providers.

Methodology: This was a single-center, retrospective review comparing the effectiveness
and safety of symptom-triggered versus fixed-dose benzodiazepine regimens for the
treatment of alcohol withdrawal in non-critically ill patients. Patients 18 years of age or older
who were admitted to a non-critical care unit with a primary or secondary diagnosis of alcohol
withdrawal syndrome and had documented Clinical Institute Withdrawal Assessment for
Alcohol-Revised (CIWA-Ar) scores were included in the study. Patients were excluded if they
had chronic benzodiazepine dependence, if they received less than 48 hours of treatment
with either regimen, or if they switched dosing strategies approaches during the hospital stay.
Fixed dosing regimen was defined as a predetermined dose administered at fixed intervals
according to a scheduled. Symptom triggered dosing was defined as use of CIWA-Ar score
as assessment for providing medication when symptoms cross a threshold of severity.
Patients who were receiving the fixed dose regimen also had supplemental as needed
benzodiazepines ordered for breakthrough symptoms. A patient report was generated to
identify eligible patients admitted between January 1, 2025, and September 30, 2025. Patient
charts were reviewed to confirm eligibility based on the inclusion and exclusion criteria and to
determine whether patients received symptom-triggered or fixed-dose benzodiazepine
therapy. The target sample size for this study was 50 patients. The primary outcome number
of patients who achieved CIWA-Ar score of less than 8 sustained for at least 24 hours.
Secondary outcomes included cumulative benzodiazepine dose, length of hospital stay,
treatment duration, need for adjunctive therapy, 90-day readmission for alcohol-related
causes, and adverse events. Adverse events measured include incidences of over sedation,
withdrawal seizures, delirium tremens, flumazenil administration, and need for ICU transfer.

Statistical analysis was conducted using a Chi-squared test for the primary outcome, 90-day
readmission, adverse events, and adjunct medications and Mann-Whitney U test was used
for cumulative benzodiazepine dose, length of stay, and duration of treatment.

Results: A total of 95 patients were assessed for eligibly based on the report. Of those, 45
patients were excluded due to having a treatment duration less than 48 hours (n = 25), being
a critically ill patient in the ICU (n = 12), having switched treatment approaches during
hospitalization (n = 6), or due to chronic benzodiazepine use outpatient (n = 2). Fifty patients
were included in the study, with 21 patients in the symptom triggered group and 29 patients
in the fixed dose group. The median age of patients in the symptom-triggered group was 62
years compared to 50 years in the fixed dose group. In total 64% of patients were male and
36% of patients were female with slight variation between the two groups. More patients in
the fixed dose group achieved CIWA-Ar score of less than 8 sustained for at least 24 hours
than the symptom-triggered group (23 (79.3%) vs 11 (52.4%), p<0.001). Median cumulative
benzodiazepine dose was higher in the fixed dose group compared to the symptom triggered
group (127 mg vs 100 mg, U=191, p=0.018). Between the fixed dose and symptom triggered
group, there was no statistical significance between length of stay (7 days vs 10 days,
U=266, p=0.42) or median duration of treatment (5 days vs 5 days, U=268, p=0.45). There
was no statistically significant difference between the number of patients on adjunct
medications between the fixed dose and symptom triggered groups (8 (27.6%) vs 6 (28.6%),
p=0.875). The incidence of 90-day readmission for alcohol-related causes was higher in the
fixed dose group compared to the symptom triggered group (8 (27.6%) vs 2 (9.5%),
p=0.001). The total incidence of adverse events was lower in the fixed dose group compared
to the symptom triggered group (10 (34.4%) vs 12 (57.1%), p=0.001).

Conclusion: In this single-center retrospective analysis, fixed-dose benzodiazepine
regimens were associated with a higher proportion of patients achieving sustained symptom
control compared to symptom-triggered therapy, though at the cost of greater cumulative
benzodiazepine exposure. While no differences were observed in length of stay or treatment
duration, the fixed-dose approach was linked to higher 90-day readmission rates, whereas
the symptom-triggered group experienced a greater incidence of adverse events. A larger,
prospective study would need to be conducted to further investigate the findings of this study.

Rainbow, Hollyann | Orlando Health - Orlando Regional Medical Center (PGY2
Resident) | brown.holly.hb@gmail.com

Impacts of changes made to the diabetic ketoacidosis/hyperosmolar
hyperglycemic syndrome order set: a pre-post study

Background: Prior to July 2022, Orlando Health’s Diabetic Ketoacidosis (DKA)/
Hyperosmolar Hyperglycemic Syndrome (HHS) order set aligned with the 2008 American
Diabetes Association (ADA) guidelines. The order set included an intravenous insulin bolus
followed by a fixed-rate insulin infusion, fluid therapy defaulted to normal saline (NS), and
potassium replacement was left to provider discretion. Four studies evaluating insulin bolus
administration prior to infusion demonstrated no significant clinical benefit and suggested an
increased risk of hypoglycemia. Additionally, five studies comparing balanced crystalloids to
NS showed that fluids such as lactated ringers (LR) were associated with faster DKA
resolution and reduced complications. These findings guided development of the updated
order set, which also included more aggressive potassium replacement due to previously
observed hypokalemia rates. The 2022 revisions removed the insulin bolus, allowed for a
titratable infusion based on the rate of glucose changes, and defaulted to LR as the fluid
base of choice. In 2023, a medication use evaluation (MUE) assessed prescribing patterns
and clinical outcomes following implementation. Based on our findings, further revisions were
implemented in August 2023, including streamlined fluid selection, advisories for potassium
management, improved maintenance fluid ordering panels, and combined oral and
intravenous potassium replacement. This study evaluates the collective impact of these
evidence-based revisions on both safety and efficacy outcomes.
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Methodology: This was an IRB multi-site retrospective pre-post study conducted at Orlando
Health. Our pre-implementation group included patients treated before July 2022. Our post-
implementation group included patients from our MUE and patients after changes were made
based on those findings. Patients were included if they were 218 years old, met diagnostic
criteria for DKA/HHS, and were treated using the DKA/HHS order set. The primary outcome
was time to DKA/HHS resolution in hours. We defined resolution for DKA as a blood glucose
(BG) <200 mg/dL plus an anion gap <12 and at least one of the following: venous pH > 7.3 or
serum bicarbonate > 18; resolution for HHS was defined as a BG <200. Secondary outcomes
included recurrence of DKA/HHS and a composite of safety outcomes, including incidence of
hypoglycemia (<3.3 mEg/L), hypokalemia (<70 mg/dL), and hyperchloremia (>108 mmol/L).
Study data was managed using Excel and statistical analyses were conducted using SPSS©.
Statistical analyses included Mann-Whitney U test for non-normally distributed continuous
data and the Fischer’s exact tests for categorical data.

Results: One hundred and fifty patients in total were included in this study. Fifty patients
were in the pre-implementation group and 100 were included in the post-implementation
group. Baseline characteristics are highlighted in table 1. The initial fluid bolus in the pre
group was overwhelmingly NS (68%). The choice of fluid bolus differed significantly in the
post group, with LR (41%) or a combination of LR and NS (37%) being chosen more often.
Maintenance fluid base was more often LR, but there was still a substantial amount of NS
chosen (37%). There was no difference in the time to resolution between groups, with a
median of 16 hours. Recurrence of DKA/HHS was <10% in both groups. Hypokalemia and
Hypoglycemia did not differ between groups. Hyperchloremia did differ between groups
significantly, however, the post group had a higher baseline chloride (p=0.01). A large
limitation of this study is our definition of the resolution of DKA/HHS. Multiple patients did not
meet our study definition of resolution due to other confounding etiologies contributing to
acidosis or metabolic variations. There was also variability in the severity of DKA/HHS
among this patient population. Our order set lacks continuation of every 4-hour labs after the
initial 24 hours of insulin treatment; therefore, patients without resolution in 24 hours may
have been automatically switched to daily labs. Additionally, patients may have transitioned
to subcutaneous insulin prior to resolution as defined in the study, given physician variances
in definition of DKA resolution. One hundred and fifty patients in total were included in this
study. Fifty patients were in the pre-implementation group and 100 were included in the post-
implementation group. Baseline characteristics are highlighted in table 1. The initial fluid
bolus in the pre group was overwhelmingly NS (68%). The choice of fluid bolus differed
significantly in the post group, with LR (41%) or a combination of LR and NS (37%) being
chosen more often. Maintenance fluid base was more often LR, but there was still a
substantial amount of NS chosen (37%). There was no difference in the time to resolution
between groups, with a median of 16 hours. Recurrence of DKA/HHS was <10% in both
groups. Hypokalemia and Hypoglycemia did not differ between groups. Hyperchloremia did
differ between groups significantly, however, the post group had a higher baseline chloride
(p=0.01). A large limitation of this study is our definition of the resolution of DKA/HHS.
Multiple patients did not meet our study definition of resolution due to other confounding
etiologies contributing to acidosis or metabolic variations. There was also variability in the
severity of DKA/HHS among this patient population. Our order set lacks continuation of every
4-hour labs after the initial 24 hours of insulin treatment; therefore, patients without resolution
in 24 hours may have been automatically switched to daily labs. Additionally, patients may
have transitioned to subcutaneous insulin prior to resolution as defined in the study, given
physician variances in definition of DKA resolution. One hundred and fifty patients in total
were included in this study. Fifty patients were in the pre-implementation group and 100 were
included in the post-implementation group. Baseline characteristics are highlighted in table 1.
The initial fluid bolus in the pre group was overwhelmingly NS (68%). The choice of fluid
bolus differed significantly in the post group, with LR (41%) or a combination of LR and NS
(37%) being chosen more often. Maintenance fluid base was more often LR, but there was
still a substantial amount of NS chosen (37%). There was no difference in the time to
resolution between groups, with a median of 16 hours. Recurrence of DKA/HHS was <10% in
both groups. Hypokalemia and Hypoglycemia did not differ between groups. Hyperchloremia

did differ between groups significantly, however, the post group had a higher baseline
chloride (p=0.01). A large limitation of this study is our definition of the resolution of
DKA/HHS. Multiple patients did not meet our study definition of resolution due to other
confounding etiologies contributing to acidosis or metabolic variations. There was also
variability in the severity of DKA/HHS among this patient population. Our order set lacks
continuation of every 4-hour labs after the initial 24 hours of insulin treatment; therefore,
patients without resolution in 24 hours may have been automatically switched to daily labs.
Additionally, patients may have transitioned to subcutaneous insulin prior to resolution as
defined in the study, given physician variances in definition of DKA resolution.

Conclusion: This study showed no improvement but no increase in our time to resolution of
DKA and HHS. This aligns with current literature showing an average resolution of DKA/HHS
in <24 hours. Some improvements that will be proposed include standardization of resolution
criteria, extension of lab monitoring, and clearer guidance for the choice of fluid for both the
bolus and maintenance in the order set. We will continue to work on education and focus our
efforts on evidence-based therapy in practice with these results as they are presented to our
Orlando Health teams. This study showed no improvement but no increase in our time to
resolution of DKA and HHS. This aligns with current literature showing an average resolution
of DKA/HHS in <24 hours. Some improvements that will be proposed include standardization
of resolution criteria, extension of lab monitoring, and clearer guidance for the choice of fluid
for both the bolus and maintenance in the order set. We will continue to work on education
and focus our efforts on evidence-based therapy in practice with these results as they are
presented to our Orlando Health teams. This study showed no improvement but no increase
in our time to resolution of DKA and HHS. This aligns with current literature showing an
average resolution of DKA/HHS in <24 hours. Some improvements that will be proposed
include standardization of resolution criteria, extension of lab monitoring, and clearer
guidance for the choice of fluid for both the bolus and maintenance in the order set. We will
continue to work on education and focus our efforts on evidence-based therapy in practice
with these results as they are presented to our Orlando Health teams. This study showed no
improvement but no increase in our time to resolution of DKA and HHS. This aligns with
current literature showing an average resolution of DKA/HHS in <24 hours. Some
improvements that will be proposed include standardization of resolution criteria, extension of
lab monitoring, and clearer guidance for the choice of fluid for both the bolus and
maintenance in the order set. We will continue to work on education and focus our efforts on
evidence-based therapy in practice with these results as they are presented to our Orlando
Health teams.

Ramos, Judith | Lee Health- GCMC (PGY1 Resident) | ramosj0525@gmail.com
Impact of adjunctive inhaled tobramycin on clinical outcomes in patients with
suspected hospital or ventilator associated pneumonia

Background: Hospital-acquired pneumonia (HAP) and ventilator-associated pneumonia
(VAP) remain significant contributors to morbidity and mortality among hospitalized patients,
particularly in critically ill populations. HAP/VAP are commonly caused by gram-negative
pathogens including multidrug-resistant organisms, which complicate antimicrobial
management and are associated with worse clinical outcomes. Standard treatment consists
of systemic intravenous (IV) antibiotics; however, achieving adequate drug concentrations
within the pulmonary epithelial lining fluid may be limited due to altered pharmacokinetics and
impaired lung penetration in critically ill patients. Aminoglycosides such as tobramycin
demonstrate concentration-dependent bactericidal activity against aerobic gram-negative
organisms but are limited by suboptimal pulmonary penetration and systemic toxicities when
administered intravenously. Inhaled antibiotic therapy has been proposed as a strategy to
optimize local drug delivery by achieving high airway concentrations while minimizing
systemic exposure. Pharmacokinetic studies support this rationale; however, clinical data
evaluating adjunctive inhaled antibiotics in HAP and VAP populations remain limited and
heterogeneous. Current guidelines do not recommend routine use of adjunctive inhaled
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antibiotics, reserving their use for select cases involving multidrug-resistant pathogens with
inadequate response to systemic therapy. Given variability in clinical practice and uncertainty
in clinical outcomes, this study aims to evaluate the impact of adjunctive inhaled tobramycin
compared to IV antibiotics alone in adult patients with HAP or VAP.

Methodology: A multi-site, retrospective cohort study was conducted across four acute care
hospitals within a single health system between January 1, 2022 and September 30, 2025.
Adult patients (=18 years) with suspected or confirmed HAP or VAP who received IV
antibiotics were included. Patients were stratified into those who received adjunctive inhaled
tobramycin and those who received |V antibiotics alone. Patients were excluded if inhaled
tobramycin was prescribed for cystic fibrosis or chronic suppressive therapy, administered
prior to admission, or a history of lung transplant, bronchiectasis, pregnancy, or
aminoglycoside allergy. Patients with pneumonia due solely to gram-positive organisms,
community-acquired pneumonia, or non-tuberculous mycobacterial infections were also
excluded. Patients were matched based on age categories (<50, 50—69, 270 years) and
baseline iliness severity using the National Early Warning Score (NEWS) (<7 vs. 27). The
primary outcome was clinical improvement at day 7 following initiation of IV antibiotics.
Secondary outcomes included all-cause in-hospital mortality, duration of systemic antibiotic
therapy for pneumonia, duration of adjunctive inhaled tobramycin therapy (treatment group
only), hospital length of stay, and duration of mechanical ventilation.

Results: Of the 96 patients included in the matched analysis, 48 received standard of care
(SOC) alone and 48 received SOC plus adjunctive inhaled tobramycin. Clinical improvement
at day 7 occurred in 81.3% of patients in the SOC group versus 77.1% in the tobramycin
group (P = 0.62), corresponding to a difference of —4.2% (95% Cl: -12.2% to 20.2%). All-
cause in-hospital mortality occurred in 10.4% of patients in the SOC group compared to
16.7% in the tobramycin group (P = 0.75). Mean duration of systemic antibiotic therapy was
6.2 days (SD 1.1) in the SOC group versus 11 days (SD £2.7) in the tobramycin group (P <
0.01). Among patients requiring mechanical ventilation, median duration of ventilation was
5.8 days (IQR 3.3-6.1; n=7) in the SOC group and 6.2 days (IQR 4.4-8.1; n=34) in the
tobramycin group (p = 0.66). Median hospital length of stay was 9 days (IQR 7-12) in the
SOC group versus 30 days (IQR 17.3-36) in the tobramycin group (P < 0.01). In the
treatment group, the median duration of adjunctive inhaled tobramycin therapy was 7.2 days
(IQR 5.5-8.2).

Conclusion: Adjunctive inhaled tobramycin was not associated with a significant
improvement in day 7 clinical outcomes compared to SOC alone in patients with HAP or
VAP. No differences were observed in in-hospital mortality or duration of mechanical
ventilation. Use of adjunctive inhaled tobramycin was associated with longer duration of
systemic antibiotic therapy and increased hospital length of stay. These findings do not
support routine use of adjunctive inhaled tobramycin in this population. Further studies are
warranted to better define its role in specific patient populations.

Rangel, Daniel | Lee Health (PGY2 Resident) | danivk71959@gmail.com
Establishing acute care pharmacist workload and productivity profiles in a
community health system

Background: Inpatient pharmacy services play a crucial clinical role in ensuring safe and
effective medication use and contribute directly to patient outcomes and health-system
organizational performance. Despite this impact, pharmacy workforce planning and budget
allocation are traditionally based on adjusted patient days, a metric that does not fully capture
the complexity, variability, or clinical value of pharmacist workload. Currently, there is no
standardized or validated model for measuring acute care pharmacist productivity and
national benchmarks remain limited. In the absence of such a model, health systems rely on
surrogate metrics that do not reflect the breadth of pharmacists’ direct and indirect patient
care activities. Relying on these measures limits benchmarking, equitable resource
allocation, and justification of pharmacy services despite robust evidence of the pharmacists’

clinical and financial impact. This study aimed to describe how acute care pharmacists

across multiple practice roles allocate time among four key direct patient care activities
(DPCA) and to establish baseline workload and productivity profiles within a community
health system.

Methodology: This multi-center retrospective study was conducted across five acute care
hospitals and a stand-alone emergency department from September 1, 2024, through August
31, 2025. Data was extracted from the Epic pharmacy reporting dashboard and included four
pharmacist-documented DPCA: order verification, clinical interventions, clinical notes, and
patient education. Pharmacists were included if they held a position of = 0.9 full time
equivalent (FTE) or 72 hours per pay period, had been employed for at least one year, and
engaged in the above-cited DPCA. Pharmacy directors and managers were excluded.
Pharmacists were categorized into eight predefined subtypes based on primary role: clinical
pharmacist specialist (CPS), emergency medicine (EM), transitions of care (TOC),
decentralized progressive care (Dec. PCU), decentralized ICU (Dec. ICU), centralized
morning (Cen. AM), centralized evening (Cen. PM), and centralized overnight (Cen. ON).
Standardized time values were assigned to each activity: order verification (1.75 minutes for
adults and 5 minutes for pediatric patients), clinical intervention (15 minutes), clinical notes
(10 minutes), and patient education (25 minutes), and the productivity index (PI) was defined
as the proportion of total worked hours spent in DPCA. One-way ANOVA with Tukey-Kramer
post hoc testing was used for comparison. A p-value <0.05 was considered statistically
significant.

Results: A total of 98 pharmacists were included. Demographics and pharmacist time
allocation to each DPCA are found in Table 1. For the primary outcome, there was a
statistically significant difference in time allocated to direct patient-care activities across
pharmacist subtypes (F (7,90) = 7.11, p <0.05). Post hoc Tukey—Kramer analysis (p <0.05)
demonstrated that Dec. ICU pharmacists allocated significantly more time to DPCA
compared with CPS, EM, Cen. AM, and Cen. PM. Similarly, Dec. PCU pharmacists also
differed significantly from CPS, EM, and Cen. AM. Lastly, TOC pharmacists differed
significantly from Cen. AM pharmacist (Table 2). Significant differences were observed
across pharmacist subtypes in time allocation to order verification, clinical interventions,
clinical notes, and patient education (p <0.05) reflecting role-specific time allocation patterns.
The three centralized pharmacists’ subtypes spent more time on order verification, while Dec.
ICU, Dec. PCU, and TOC pharmacists allocated more time to clinical interventions and
patient education. The PI differed significantly across subtypes (p <0.05), with Dec. ICU and
PCU pharmacists demonstrating higher productivity indices compared with various
centralized and specialist roles.

Conclusion: The study found that there was a difference in how pharmacist subtypes
allocate time DPCA. Of the four DPCAs, order verification and clinical interventions were the
primary contributors to the time allocated to DPCA. This was reflected in the productivity
index ratio where overdocumentation and underdocumentation were directly proportional to
the Pl (Table 1). Additionally, pharmacist workload and productivity demonstrate significant
variance based on pharmacist role, documentation practices, and total hours worked.
Particularly TOC and EM pharmacist demonstrated distinct workload patterns and DPCA
time allocation profiles tied to their unique responsibilities. Notably, while the Pl provides a
foundational framework to quantify DPCA time allocation, it fails to capture essential
pharmacist indirect patient care functions which undoubtedly contribute to patient care.
Consequently, these findings support consideration of developing a pharmacy specific
budget and workload metrics as a supplement to the traditional adjusted patient days models
to accurately reflect pharmacy workload instead of patient volumes. The results of the study
support a documentation-time-based framework that may help establish baseline pharmacist
workload profiles, provide context for pharmacy leadership staffing model discussions, and
contribute to broader efforts to standardize pharmacist productivity metrics across health
systems.
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Reeves, Alessia | James A. Haley Veteran's Hospital (PGY1 Resident) |
afsr2000@gmail.com

Streamlining Supplies: Assessing and Standardizing Prescribing Practices

Background: Current discharge wound care supply prescribing practices at James A. Haley
Veterans' Hospital (JAHVH) show considerable variability, leading to inconsistent supply
quantities. Prescriptions with multiple refills are often filled and shipped to patients’ homes,
even when supplies are not needed, leading to unnecessary waste and patient
dissatisfaction. Inadequate education or unclear rationale in the ordering process contribute
to excess supply ordering and higher system-wide expenditures.

Methodology: Sample size: Over this time frame there are 3656 patients with 11646
discharges. Inclusion Criteria: Anyone discharged during this time frame with a wound care
or non-wound care supplyExclusion Criteria: Patients discharged to skilled nursing facilities
that provide their own suppliesPhase 1: Supplies ordered at discharge between April 1, 2023,
and March 31, 2025 were categorized and analyzed using histograms, scatter plots, z-
scores, and correlation coefficients to assess variability in quantity and day supply. Supplies
showing inconsistencies were flagged for Phase Il review. Phase 2: The 9 most prescribed
wound care items underwent further review to assess excess quantities and verification
accuracy. For wound care products packaged in fixed sizes, the number of packages
required to fulfill each prescription was evaluated. Chart reviews were completed to confirm
documented wound size, and a cost analysis was performed.

Results: Across 11,646 discharges, nine wound-care items demonstrated substantial
prescribing variability, with 40—47% of orders falling more than one standard deviation from
the mean for several products. Phase 2 review revealed high rates of incorrect verification,
ranging from 2% to 71% depending on the item, and frequent issuance of unnecessary refills.
Package-breaking was required for certain products—most notably Xeroform (91%) and
self-adhesive dressings (59%)—indicating misalignment between ordered quantities and
standard package sizes. Chart reviews of 116 prescriptions showed that 23% lacked any
wound documentation, and 41% of prescriptions were considered inappropriate based on
wound size and treatment needs. The cumulative estimated cost of surplus supplies was
$14,170, not including refills, largely driven by excessive quantities of high-cost items such
as self-adhesive dressings, Kerlix, and Medipore tape.

Conclusion: Prescribing and verification practices for wound-care supplies at discharge
were highly inconsistent, leading to excess quantities, unnecessary refills, increased
workload from package breaking, and significant avoidable costs. Documentation gaps and
lack of standardized ordering practices contributed to inappropriate supply quantities in over
one-third of prescriptions. Implementation of a streamlined discharge ordering guide,
clarification of package sizes, and targeted pharmacy staff education represent key
opportunities to reduce waste, improve prescribing accuracy, and enhance continuity of care.
Continued monitoring and reinforcement of standardized practices are expected to further
optimize resource utilization and support better patient outcomes.

Reinbolt, Chase | UF Health Jacksonville (PGY1 Resident) | chasereinbolt@gmail.com
Risk factors for antibiotic treatment failure in non Staphylococcus aureus
bloodstream infections in patients with HIV

Background: In 2021, Jacksonville ranked highest in Florida for overall STD rates with an
estimated 267 human immunodeficiency virus (HIV) cases per 100,000 residents. In 2023,
Duval County recorded 7,139 people living with HIV, with 3,568 living with AIDS. The HIV
epidemic remains a critical public health challenge in Jacksonville (Duval County), with
prevalence and incidence rates consistently exceeding the state average.[1] This trend
continues a longstanding pattern of disproportionately high HIV rates in the region; between
2011 and 2015, the greater Jacksonville area recorded the 9th-highest rate of new HIV
diagnoses in the United States.[2] People living with HIV, particularly those with advanced

disease or low CD4 counts, face a multitude of serious complications of the disease,
bacteremia being one of the most dangerous. Bacteremia is substantially more prevalent
among HIV-infected individuals and is associated with rapid progression to sepsis, higher
rates of multidrug-resistant infections, and worse outcomes compared with
immunocompetent patients. Additionally, bloodstream infections in patients with HIV or AIDS
are associated with an increased mortality rate. A cohort study of hospitalized HIV patients
found that bloodstream infections occur in approximately 7% of HIV-positive admissions, with
associated mortality significantly higher than in those without bacteremia (18% vs. 4%).[3]
There are a number of proposed risk factors associated with bloodstream infections, all
related to the level of immunosuppression of the patient. While there are many studies that
assess bloodstream infections, immunocompromised patients, therefore patients with HIV or
acquired immunodeficiency syndrome (AIDS), were excluded from all of these studies.[4, 5,
6] Due to the large gap in current literature regarding bloodstream infections in
immunocompromised patients, specifically in patients with HIV and AIDS, additional research
is needed. This study seeks to identify the risk factors associated with treatment failure in
hospitalized patients with bacteremia who are diagnosed with HIV or AIDS to reduce
variability in treatment durations of bloodstream infections, antimicrobial exposure, and
complications in this patient population.

Methodology: This IRB-approved study aims to identify risk factors associated with
treatment failure in hospitalized patients with bacteremia who are diagnosed with HIV or
AIDS. This multi-center, retrospective, observational study reviewed patients with HIV/AIDS
and bloodstream infection admitted to UF Health Jacksonville or UF Health North between
February 1, 2012 and August 1, 2025. Patients were included if they were 18 years or older,
had a positive blood culture with pathogenic bacteria, had a diagnosis of HIV/AIDS, and
received antibiotics for at least 48 hours. The primary endpoint is occurrence of clinical failure
defined by presence of at least one of the following through day 30: relapse through day 30,
defined as recurrent bacteremia during admission, after discharge requiring readmission, or
new infection with same organism that caused original infection; local suppurative
complication (e.g. drained/drainable abscesses); distant complication, defined by growth of
the same organism causing the initial bacteremia (as determined by antibiotic susceptibility
profiling); restarting antibiotic therapy because of clinical worsening suspected to be due to
the initial organism; persistent infection by day 7, hypotension (systolic blood pressure < 100
mmHg or receipt of vasopressors), fever (temperature > 38°C); in-hospital mortality or
discharge to hospice. The number of patients enrolled is 165.

Results: Among the 165 patients included in the analysis, the primary composite endpoint
occurred in 24 patients (14.5%). Multiple patients met multiple criteria for treatment failure
comprising n= 37. The most common components of the composite were antibiotic therapy
restart (10 patients, 6.1%), microbiological relapse (6 patients, 3.6%), and distant
complications

(6 patients, 3.6%). Overall, in-hospital mortality or discharge to hospice occurred in 15
patients

(8.5%). Local suppurative infections were rare, occurring in 1 patient (0.6%). The overall
incidence of the composite endpoint was relatively low, but clinically meaningful events,
including mortality and need for antibiotic reinitiation, contributed substantially to the
observed

outcomes.

In regard to secondary outcomes, overall, patients with treatment failure experienced
significantly higher rates of adverse events compared with those achieving treatment
success.

Microbiological relapse occurred in 6 of 24 patients (25.0%) in the failure group and in none
of

the 141 patients in the success group (p < 0.001). Similarly, distant complications were
observed

in 25.0% of patients with treatment failure and in 0% of those with treatment success (p <
0.001).
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Antibiotic therapy restart was also more frequent in the failure group (41.7% vs 0%, p <
0.001),

as was the composite outcome of in-hospital mortality or discharge to hospice (568.3% vs 0%,
P <

0.001). Local suppurative infections were uncommon overall and did not differ significantly
between groups (4.2% vs 0%, p = 0.15). There were no statistically significant differences
between groups in regard to time-to-event outcomes. The mean time from admission to
clearance

of blood cultures was numerically longer in the treatment failure group compared with the
treatment success group (4.69 £ 4.50 vs 2.95 £ 1.81 days, p = 0.09), though this did not
reach

statistical significance. Likewise, time to resolution of fever (1.98 + 1.78 vs 1.60 + 0.91 days,
0.35) and time to resolution of hypotension (1.55 + 0.74 vs 1.57 + 0.89 days, p = 0.93) were
similar between groups.

Conclusion: In this cohort, the primary composite endpoint occurred in a minority of patients
but was

driven by clinically meaningful events, such as mortality, microbiological relapse, and
reinitiation of antibiotic therapy. Patients classified as having treatment failure experienced
substantially higher rates of adverse outcomes, including relapse, distant complications,
antibiotic restart, and in-hospital mortality or discharge to hospice, when compared with those
achieving treatment success. However, time-based recovery measures, such as clearance of
blood

cultures and resolution of fever or hypotension, were not significantly different between
groups.

These findings suggest that treatment failure is characterized less by delayed physiologic
recovery and more by the occurrence of complications and adverse treatment events. The
results

underscore the importance of early identification of patients at risk for failure and may
support

closer monitoring or more aggressive management strategies in high-risk populations. Future
studies are warranted to better define predictors of treatment failure and to evaluate
interventions

aimed at reducing the incidence of these high-impact outcomes.

Rheaume, Ty | Cleveland Clinic Indian River (PGY1 Resident) |
Tdrheaume885@outlook.com

Utilization of order sets in the management of hyperkalemia: a retrospective
chart review with a focus on safety

Background: Hyperkalemia is a common and potentially life-threatening electrolyte
abnormality that requires prompt treatment. Insulin with dextrose is a cornerstone therapy but
carries a well-recognized risk of hypoglycemia. Standardized electronic health record (EHR)
order sets have been implemented at Cleveland Clinic Indian River Hospital to improve
treatment consistency and safety; however, providers may still initiate therapy using
individual order entry. This study aims to evaluate whether use of hyperkalemia order sets is
associated with reduced adverse safety events compared with single-order entry, with a
primary focus on hypoglycemia.

Methodology: This retrospective chart review included adult patients (> 18 years) admitted
to the emergency department or inpatient units between June 1, 2024, and September 1,
2025, with hyperkalemia (serum potassium > 5.5 mmol/L) who received regular insulin as
part of acute management. Patients were stratified into two cohorts based on whether
treatment was initiated using a standardized hyperkalemia order set or individually entered
orders. The primary outcome is the incidence of hypoglycemia (blood glucose < 69 mg/dL)

within 6 hours of insulin administration. Secondary outcomes include severe hypoglycemia (<
54 mg/dL), any hypoglycemia requiring treatment, hypokalemia (< 3.5 mmol/L), and
adequacy of post-insulin glucose monitoring, defined as documentation at baseline, 30
minutes, 1 hour, and 2 hours following insulin administration. Approximately 343 patient
charts were reviewed, and statistical analyses include descriptive statistics and univariate
comparisons using Fisher’s exact test with a significance threshold of a = 0.05. Subgroup
analysis was performed for patients with chronic kidney disease and diabetes mellitus.

Results: A total of 200 patients met inclusion criteria, of whom 88 (44%) were treated using
the standardized hyperkalemia order set and 112 (56%) received therapy through individually
entered orders. The incidence of hypoglycemia (blood glucose < 69 mg/dL within 6 hours of
insulin administration) was 5.7% (5/88; 95% Cl 1.9-12.8%) in the order set group compared
to 7.1% (8/112; 95% CI 3.1-13.6%) in the individual order group (odds ratio [OR] 0.78, p =
0.78). There was no statistically significant difference between groups. Severe hypoglycemia
(< 54 mg/dL) occurred in 2.3% (2/88; 95% CI 0.3—-8.0%) of patients in the order set group
and 3.6% (4/112; 95% CI 1.0-8.9%) in the individual order group (OR 0.63, p = 0.70). The
incidence of any hypoglycemia (< 70 mg/dL) was 6.8% (95% Cl 2.5-14.2%) versus 8.0%
(95% CI 3.7-14.7%) in the order set and individual order groups, respectively (OR 0.84, p =
0.79). Hypokalemia (< 3.5 mmol/L) was infrequent, occurring in 1.1% (1/88; 95% CI 0.03—
6.2%) of order set patients and 1.8% (2/112; 95% CI 0.2-6.3%) of individual order patients
(OR 0.63, p = 1.00). No statistically significant differences were observed across secondary
outcomes. Adequate glucose monitoring was achieved in only 3.5% (7/200; 95% CI 1.4—
7.1%) of patients overall, indicating that 96.5% of patients did not receive guideline-
concordant monitoring.

Conclusion: While hyperkalemia order set utilization was not associated with a statistically
significant reduction in hypoglycemia, a consistent trend toward improved safety outcomes
was observed. The most notable finding was the low rate of adequate glucose monitoring,
representing a key opportunity for quality improvement. Future interventions should target
both increased adoption of standardized order sets and improved adherence to monitoring
protocols to enhance patient safety.

Rhodes, Lauren | Ascension Sacred Heart Pensacola (PGY2 Resident) |
lerhodesrx@gmail.com

Impact of Pharmacist Intervention on Emergency Department Sepsis Order
Set and Sepsis Bundle Compliance

Background: Sepsis is a life-threatening organ dysfunction caused by a dysregulated host
response to infection. Sepsis and septic shock are major healthcare issues and kill between
one in three and one in six people affected by sepsis. The Surviving Sepsis Campaign
guidelines for the treatment of patients with sepsis and septic shock recommend measuring a
lactate level, obtaining blood cultures prior to administering antibiotics, administration of
broad-spectrum antibiotics, rapid fluid resuscitation, and initiation of vasopressors if the
patient remains hypotensive despite adequate fluid resuscitation within one hour of sepsis
recognition. Implementation of the sepsis bundle of care and timely antibiotic administration
has consistently been shown to improve outcomes1. Compliance of the sepsis bundle
remains a challenge in the emergency department (ED) due to a number of factors.
Emergency medicine (EM) clinical pharmacists are playing an increasingly important role in
the early management of critically ill patients, including patients with sepsis. Several studies
have shown EM pharmacists improve the proportion of completed sepsis bundles, adherence
to appropriate fluid bolus volumes, and decrease time to antibiotic administration2,3,5. Gill et
al. conducted a study evaluating the impact of a sepsis tracking sheet (STS) and emergency
medicine pharmacists on sepsis order compliance, finding that the use of an STS improved
several key measures, including increased lactate level ordering, appropriate fluid
resuscitation volumes, timely antibiotic administration within one hour, and completion of
blood culture collection2. Our emergency department’s sepsis order set is designed to help
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meet the sepsis bundle requirements. However, it has been identified that compliance of this
order set has decreased. Our ED has decided to implement a STS to assess whether
pharmacist involvement in sepsis and septic shock enhances order set compliance and
increases completion of the sepsis bundle.

Methodology: This is a single centered, retrospective, quasi-experimental study involving
the use of a STS. The main purpose of the STS is to serve as a checklist to ensure the
sepsis order set and sepsis bundle components have been ordered. The study time frame for
the pre-intervention group is March 1, 2025 to June 30, 2025 and January 29, 2026 to
February 28, 2026 for the post-intervention group. The primary endpoint of this study is ED
sepsis order set compliance rates with emergency medicine pharmacist involvement.
Secondary outcomes include: appropriateness of fluid volumes, timing of fluid administration,
time of blood culture collection, timing of intravenous antibiotic administration, collection of
initial lactate level, and hospital length of stay. Patients are included if they are greater than
18 years of age, triggered an initial sepsis alert, and met sepsis or septic shock criteria in the
ED. Patients were excluded if they were not committed to life-sustaining therapy, transferred
from an outside facility, pregnant or incarcerated. Categorical data will be analyzed using
Chi-squared test or Fisher's Exact tests as appropriate. Continuous data will be analyzed
using the Student T-test when normally distributed or the Mann-Whitney-U test when non-
normally distributed.

Results: A total of 135 patients were included in the study, 89 in the pre-STS group and 46
in the post-STS group. There were higher rates of severe sepsis and septic shock in the pre-
STS group compared to the post-STS group. Otherwise, there were no major differences in
baseline characteristics between groups. The primary outcome of sepsis order set
compliance rates was statistically significant with 46.1% (41/89) in the pre-STS group versus
95.7% (44/46) in the post-STS group (p < 0.0001). Secondary outcomes of clinical
significance included higher rates of initial 30 mL/kg fluid bolus (40% vs 76%) and a quicker
median time to culture collection (29 minutes vs 15 minutes) in the post-STS group.

Conclusion: Overall, sepsis order set compliance rates were significantly higher with EM
clinical pharmacist intervention. Additionally, a greater percentage of patients in the post-STS
group received the initial 30 mL/kg fluid bolus and had blood cultures drawn faster.

Rivera Cruz, Natalia Nicole | Miami VA Healthcare System (PGY1 Resident) |
natalianriveracruz2025@gmail.com

Overdose education and naloxone distribution via Audio Care software at
Miami VA Healthcare System

Background: Opioid overdose remains a leading cause of death in the United States, with
Veterans affected at higher rates due to increased prevalence of chronic pain and mental
health conditions. Recent VA data indicates that over 80% of opioid-related overdose deaths
among Veterans involve synthetic opioids, primarily fentanyl. Veterans with a history of
overdose, Opioid Use Disorder (OUD), or Stimulant Use Disorder (StimUD) are at
significantly elevated risk for recurrent overdose or suicide, yet barriers to naloxone access
persist. The Miami VA Healthcare System implemented the VA Audio Care platform to
automate outreach to identify high-risk Veterans and distribute free naloxone kits through the
Overdose Education and Naloxone Distribution (OEND).

Methodology: This prospective quality improvement project was conducted from August 1 to
October 31, 2025. High-risk Veterans were identified using OEND-2 (OUD) and OEND-3
(StimUD) criteria. Inclusion required a diagnosis of OUD and/or StimUD without an active
naloxone prescription. Veterans with recent declination, active naloxone prescription, care
transfer, or invalid contact information were excluded. Automated VA Audio Care calls
assessed interest in receiving naloxone, followed by pharmacist outreach for respondents
requesting education or naloxone Kkits.

Results: Automated Audio Care calls reached 21.6%—36% of high-risk Veterans across
cohorts. Among respondents, about one third expressed interest in receiving naloxone.

Naloxone distribution among OUD Veterans increased from 78.3% to 81.3% and stabilized at
80%, while StimUD distribution remained consistent at 66—67%. Miami VA naloxone
distribution scores exceeded national averages (mid-70% to low-80% vs. 49-68% nationally).
Pharmacists follow-up was essential to completing naloxone education, processing
prescriptions, and coordinating mail delivery. Primary outcomes assessed the proportions of
Veterans reached, responding, and accepting naloxone. Pharmacist’'s outcomes included
pharmacist follow-up results, remaining interested, declining after education, or being
unreachable, as well as facility performance metrics, with Miami VA outperforming national
averages throughout the study period. Study limitations included low engagement with
automated calls, language barriers, limited health literacy, stigma surrounding naloxone, and
dependence on pharmacist follow-up, which may have underestimated true interest.

Conclusion: The VA Audio Care automated naloxone survey offers a proactive method to
identify Veterans at high risk of overdose and connect them with naloxone access and
overdose education. Despite modest response rates, a significant portion of respondents
accepted naloxone, highlighting the model’s value in initiating overdose prevention
conversations. Pharmacist follow-up is critical to complete education, distribution, and
address concerns. Collaboration with primary care and behavioral health teams further
reinforced naloxone education during routine care. This initiative aids Veterans with opioid
and stimulant use disorders with overdose prevention. Future goals include multilingual
outreach and stigma-reduction education, supporting the VA’s mission to prevent overdose
and improve outcomes for high-risk Veterans.

Rivera Rolon, Natalia S. | UF Health Spanish Plaines Hospital (PGY1 Resident) |
riveranatalia1898@gmail.com

Evaluating the Impact of Operating Room Pharmacist Intervention on
Reducing Second-Line Preoperative Antibiotics in Patients with Reported
Penicillin Allergies

Background: It is recommended that patients undergoing surgery should receive
antimicrobial prophylaxis targeting common surgical pathogens such as Staphylococcus
aureus and Staphylococcus epidermidis. Guidelines recommend the use of first line agents
including cefazolin or cefuroxime. Although concerns about cephalosporin-penicillin cross-
reactivity persist, current evidence supports the safety of cefazolin in patients with penicillin
allergies, even those with prior anaphylaxis. In these patients, alternatives like vancomycin or
clindamycin are often used, but may contribute to surgical site infections (SSlIs), acute kidney
injury (AKI), Clostridioides difficile infection, reduced efficacy, and increased costs.

Methodology: This was a single center, retrospective cohort study that included data
collected from UF Health Spanish Plaines Hospital (UFSP) from six (6) months before and
six (6) months after the addition of an operating room pharmacist. The pre-intervention cohort
was defined as September 1, 2023, to March 31, 2024, and the post-intervention cohort as
September 1, 2024, to March 31, 2025. Eligibility criteria included adults =18 admitted for
surgical procedures with reported penicillin allergies and received pre-operative antimicrobial
prophylaxis. Patients admitted for surgical procedures without a reported penicillin allergy,
patients on scheduled antimicrobial therapy, patients who had clean procedures that do not
require antimicrobial prophylaxis, and patients who died during the evaluated timeframe were
excluded. The primary outcome was percent of second line antibiotics for pre-operative
prophylaxis in patients with reported penicillin allergies before and after the addition of an
operating room pharmacist. Secondary outcomes were cost of antibiotics and associated
diluents in USD, incidence of SSls within 90 days following procedure, and timing of antibiotic
administration relative to surgical incision in minutes.

Results: A total of 462 out of 660 patients met inclusion criteria. The use of first line
antibiotic, cefazolin, increased significantly from 16.2 % to 44.9% (p<.001). As a result, the
use of alternative agents such as vancomycin and clindamycin decreased from 24.7% to
5.4% (p <0.001) and 41.3% to 30.5% (p=0.017), respectively. For the secondary outcomes, a
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cost savings of about $700 was observed in the post-intervention cohort. For the incidence of
surgical site infections, only one patient in the post-intervention cohort experienced this
outcome. Lastly, timely antibiotic administration was observed in both cohorts, with an
average time of 17 minutes prior to surgical incision.

Conclusion: The implementation of an operating room pharmacist was associated with
improvement in perioperative antibiotic selection as there was a statistically significant
increase in the use of the guideline recommended first line agent cefazolin and a reduction in
second line agents such as vancomycin and clindamycin. These changes were driven by
targeted assessments of reported penicillin allergies and provider education on the
appropriate use of cefazolin in patients with penicillin allergies. Additionally, the total
antibiotic cost was lower in the post-intervention cohort, which may reflect differences in
prescribing practices and the relatively low utilization of alternative agents. The low incidence
of surgical site infections observed further supports the safety and efficacy of these changes.
Finally, timely antibiotic administration was maintained at a high level, with improved early
administration and fewer delays beyond 120 minutes. Overall, pharmacist impact in the
operating room significantly improved compliance with guideline recommended first line
antibiotic therapy while reducing the use of second line agents associated with less favorable
outcomes.

Rivera-Vazquez, Christian David | Orlando Health Bayfront Hospital (PGY1 Resident) |
cdrivera485@gmail.com

Linezolid-Eligible Pneumonia Patients Treated with Vancomycin: A
Retrospective Cost-Minimization Analysis

Background: Linezolid and vancomycin are both guideline-supported options for suspected
pneumonia, but differ in pharmacokinetics, toxicity, and clinical applicability. Linezolid
achieves higher epithelial lining fluid concentrations and has demonstrated comparable or
superior clinical cure rates to vancomycin in multiple randomized trials and meta-analyses,
making it an attractive option for pulmonary infections when no contraindications exist.
However, key trade-offs apply: vancomycin is bactericidal and preferred for MRSA
bacteremia and deep-seated infections, whereas linezolid is bacteriostatic and generally
avoided for primary bloodstream infections. Linezolid use is limited by risks of
myelosuppression—particularly thrombocytopenia with prolonged therapy or renal
impairment—and serotonin syndrome due to its reversible monoamine oxidase inhibition,
especially when combined with serotonergic agents. In contrast, vancomycin is associated
with nephrotoxicity, which may be exacerbated by concomitant B-lactams such as
piperacillin/tazobactam, and requires AUC-based therapeutic drug monitoring with
substantial pharmacist resources. From a systems perspective, studies have shown reduced
length of stay, IV therapy duration, and overall costs with linezolid in select infections without
compromising outcomes, suggesting that a targeted linezolid-first strategy may preserve
efficacy while reducing monitoring burden. This study aims to quantify per-patient cost
differences and PSl-stratified outcomes among linezolid-eligible subjects to guide institutional
antibiotic selection across varying severity profiles.

Methodology: This is a single-center, retrospective cost-minimization study with a within-
patient counterfactual analysis. Weidentifiedadult patients who met pre-specified linezolid-
eligibility criteria but were treated with vancomycin for suspected pneumonia. For each
included patient we(1) computedthe observed total episode (defined as date/time of first
definitive anti-MRSA dose given for the admitting pneumonia and ends with order
discontinuation, patient discharge or in-hospital death) and (2) modeledthe counterfactual
total episode-of-care cost that would have been incurred had the same patient received
linezolid insteadand switched from vancomycin on day 2 of treatment. The primary analysis
compares the observed vancomycin costs to the modeled linezolid costs to estimate the
mean per-patient cost difference (linezolid minus vancomycin)during the index
hospitalization. Paired t-tests were conducted using a bootstrap resampling procedure with

1,000 iterations to assess cost differences between linezolid and vancomycin. Effect sizes
were calculated using Cohen’sd. This is a single-center, retrospective cost-minimization
study with a within-patient counterfactual analysis. Weidentifiedadult patients who met pre-
specified linezolid-eligibility criteria but were treated with vancomycin for suspected
pneumonia. For each included patient we(1) computedthe observed total episode (defined as
date/time of first definitive anti-MRSA dose given for the admitting pneumonia and ends with
order discontinuation, patient discharge or in-hospital death) and (2) modeledthe
counterfactual total episode-of-care cost that would have been incurred had the same patient
received linezolid insteadand switched from vancomycin on day 2 of treatment. The primary
analysis compares the observed vancomycin costs to the modeled linezolid costs to estimate
the mean per-patient cost difference (linezolid minus vancomycin)during the index
hospitalization. Paired t-tests were conducted using a bootstrap resampling procedure with
1,000 iterations to assess cost differences between linezolid and vancomycin. Effect sizes
were calculated using Cohen’sd.

Results: Linezolid was associated with significantly lower hypothesized costs compared to
the total vancomycin costs for both the full sample and within each of the PSI risk groups (all
p <.001). In the full sample, mean linezolid cost was $216.0 (SD = $50.9) verses $518.7 (SD
= $289.0) for the vancomycin which yielded a mean cost delta of $302.7 (SD = $246.3; d =
1.3). Results were consistent across all PSI risk groups, with large effect sizes (d = 1.1 -1.9).

Conclusion: In this analysis, linezolid was consistently associated with substantially lower
hypothesized treatment costs compared with total vancomycin costs across the overall
cohort and within all PSl risk strata. The approximately $300 reduction in mean cost
observed in the full sample, coupled with a large effect size (d = 1.3), underscores a clinically
and economically meaningful difference between therapies. The persistence of this finding
across PSI risk groups, with uniformly large effect sizes (d = 1.1-1.9), suggests that the cost
advantage of linezolid is robust and not driven by differences in baseline severity.
Collectively, these results indicate that, from a cost perspective, linezolid may represent a
more economically favorable option than vancomycin regardless of patient risk classification,
supporting its consideration in value-based treatment decisions.

Roach, Sara | UF Health Jacksonville (PGY2 Resident) | saranroach18@gmail.com
Hospital versus Freestanding Emergency Department Heparin Errors and the
Impact of Pharmacist Review

Background: A freestanding emergency department (FSED) is defined as a facility providing
emergency care that is “structurally separate and distinct” from a hospital. FSEDs have
grown exponentially over the past 20 years. As this model expands, there is a need to
address the type of support pharmacists can provide. Pharmacists in traditional emergency
department (ED) settings have been shown to reduce medication errors and lead to cost
avoidance. No studies have evaluated outcomes regarding pharmacist involvement in
FSEDs. The Institute for Safe Medication Practices classifies anticoagulants as high-alert
medications, due to their increased potential to cause significant harm if errors occur. One
study demonstrated that approximately 77% of anticoagulant-associated adverse drug
events occurred with unfractionated heparin from 2015-2020, with prescribing errors being
the most common root cause. This study compared hospital-based EDs that utilize
prospective pharmacist review of heparin infusions versus FSEDs that do not, in order to
evaluate heparin infusion error rates.

Methodology: This was a single-center, retrospective study evaluating patients who
received a titratable, weight-based heparin infusion prior to admission from January 2024 to
December 2024. The primary outcome was the number of errors, including incorrect protocol
for the indication, incorrect monitoring (anti-Xa versus aPTT), and incorrect dosing weight.
Incorrect dosing weight was defined as using actual body weight instead of adjusted body
weight in patients weighing more than 125 kg, or using an estimated weight that differed by
more than 10% from the scaled weight. Secondary outcomes included major bleeding, minor
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bleeding, time from order entry to administration, time from order entry to therapeutic level,
and if baseline labs were drawn prior to initiation. Major bleeding was defined as an error
resulting in death, decrease in hemoglobin by at least 2 g/dL, receipt of blood products or
reversal agents, or any cranial hemorrhage. Minor bleeding was defined as any bleeding
event not meeting criteria for major bleeding.

Results: 764 patients were screened with 153 patients included in the hospital-based ED
group and 51 patients in the FSED group. There was no significant difference in the primary
outcome of composite errors (12.4% versus 17.6%, p = 0.48) with a large amount of errors in
both groups being due to 10% or more variation in dosing and actual weight. There were
significantly more errors related to correct monitoring parameters in FSEDs (1.3% versus
7.8%, p = 0.04). While order entry to verification was significantly different (5 minutes versus
0 minutes, p < 0.001), order entry to administration was not (48 minutes versus 33 minutes, p
= 0.1). The other outcomes were not significantly different.

Conclusion: There was no significant difference in overall heparin infusion errors between
hospital-based EDs with prospective pharmacist review versus FSEDs without pharmacist.
However, areas for improvement were identified, particularly errors related to dosing weight
variability and incorrect monitoring parameters. Potential system-based interventions include
providing the ability for aPTT monitoring to be ordered at FSEDs as well as including the
method used to obtain the dosing weight within the pharmacist verification window. While the
time from order entry to verification was statistically different, it was not clinically different as
the time from order entry to administration was not different between groups. Future studies
are needed to determine optimal models for pharmacist support in FSEDs.

Rodriguez, Katelyn | HCA Florida Brandon Hospital (PGY1 Resident) | Katelyn.
Rodriguez@hcahealthcare.com

Evaluation of the Appropriateness of Empiric Ceftriaxone for Suspected
Sepsis in the Emergency Department

Background: Sepsis is one of the leading causes of morbidity and mortality in the United
States. According to the Centers for Disease Control and Prevention (CDC), at least 1.7
million adults in the U. S develop sepsis. Early recognition and treatment are essential due to
delays in appropriate therapy that may be associated with increased mortality. In the 2026
Surviving Sepsis Guidelines, the use of broad-spectrum antibiotics to cover methicillin-
resistant Staphylococcus aureus (MRSA) and/or gram negative multidrug resistant
organisms (MDRO) is recommended for patients with sepsis or septic shock at high risk for
these pathogens. Less broad-spectrum antibiotics may be used for patients without risk
factors and tailored to patient-specific characteristics, source of infection, and local
resistance patterns. Limiting use of broad-spectrum therapy may help to mitigate antibiotic
resistance and other unintended consequences but could potentially be harmful by delaying
coverage of causative pathogens if resistant. At our institution, a high rate of ceftriaxone use
for sepsis in the Emergency Department (ED) has been identified. Given its lack of MRSA
and MDRO coverage, this study aims to determine if the initial use of ceftriaxone provides
adequate empiric coverage for sepsis based on final culture results.

Methodology: This study is an IRB waived single-center, retrospective review to be
conducted between May 1st and June 30th, 2025. Patients aged 18 years or older with a
documented diagnosis of sepsis who received ceftriaxone as initial therapy in the ED were
included. Patients were excluded if they were pregnant or breastfeeding or received duplicate
beta-lactam in the ED. Appropriateness of ceftriaxone therapy was defined based on
Infectious Diseases Society of America (IDSA) guideline-recommended empiric coverage for
suspected infection sources, lack of risk factors for MRSA/MDRO as defined in the Surviving
Sepsis guidelines, and subsequent culture results. The primary outcome was the proportion
of sepsis patients whose results from cultures taken in the ED were pathogens not covered
by ceftriaxone. The secondary outcomes were needed for ICU admission and in-hospital
mortality.

Results: A total of 896 patients were evaluated, of which 482 patients met inclusion criteria.
Among these, 78 patients had positive cultures of which 37 (47.4%) grew pathogens which
were resistant to ceftriaxone and 41 (52.5%) grew pathogens sensitive to ceftriaxone.
Escalation of care to the ICU setting was required for four patients (10.8%) in the group who
received empiric ceftriaxone but grew resistant pathogens. Transfer to the ICU occurred in
one patient (2.4%) who received empiric ceftriaxone and grew sensitive pathogen (p = 0.2).
In-hospital mortality occurred in one patient in the ceftriaxone resistant group and two
patients in the ceftriaxone sensitive group (p = 1.0).

Conclusion: The use of empiric ceftriaxone therapy provided adequate initial coverage for
the majority of patients presenting with suspected sepsis in the emergency department;
however, nearly half of patients required escalation of antimicrobial therapy due to
inadequate coverage. No significant differences were found in the need for escalation of care
or in hospital mortality. These findings underscore the importance of careful risk stratification
and consideration of patient-specific factors when selecting empiric therapy. The use of
empiric ceftriaxone therapy provided adequate initial coverage for the majority of patients
presenting with suspected sepsis in the emergency department; however, nearly half of
patients required escalation of antimicrobial therapy due to inadequate coverage. No
significant differences were found in the need for escalation of care or in hospital mortality.
These findings underscore the importance of careful risk stratification and consideration of
patient-specific factors when selecting empiric therapy.

Rodriguez, Vivian | Baptist Health South Florida Clinical Pharmacy Enterprise (PGY1
Resident) | vivianrodriguez2196@gmail.com

Evaluating the Impact of the Medicare Prescription Payment Plan (M3P) on
Medication Adherence in an Outpatient Health-System Pharmacy Setting

Background: Implemented in January 2025, the Medicare Prescription Payment Plan (M3P)
allows Medicare Part D beneficiaries to manage their annual medication costs by spreading
payments into monthly installments, with a maximum out-of-pocket limit of $2,000. Out-of-
pocket costs represent a significant barrier to medication adherence, as higher patient
expenses are associated with increased rates of non-adherence. The purpose of this quality
improvement project is to evaluate the impact the M3P has on medication adherence in an
outpatient health-system pharmacy setting.

Methodology: This quality improvement project has received Institutional Review Board
exemption. A retrospective review of Medicare Part D prescription claims was conducted
using data from an electronic dispensing system. The report captured claims processed
under Medicare Part D and included secondary coordination of benefit information for M3P
plan identification from January 1st to September 30th, 2025. Outcomes were compared in a
1:1 distribution based on M3P enrollment. Eligible patients are Medicare Part D beneficiaries
with at least one active prescription at any of the health-system’s retail or specialty
pharmacies. Patients enrolled in Medicaid were excluded. Data collected from each
prescription included: patient demographics, prescription details, adjudication information,
dispensing details, and fulfillment status. All data was de-identified and maintained
confidentially. The primary outcome was to evaluate the impact of the M3P initiative on
medication adherence measured by proportion of days covered (PDC) between January 1st
to September 30th, 2025 for Medicare Part D patients compared to those not enrolled in the
M3P initiative. PDC is defined as the proportion of days a patient has access to the
medication over a certain period. Secondary outcomes included turn around time and
abandonment rate. Turn around time (TAT) is defined as the time it takes for a prescription to
be ready for patient pick up and abandonment rate (AR) is defined as the rate a patient
leaves a readily filled prescription at the pharmacy.

Results: Overall, 186 prescriptions underwent randomization with 93 prescriptions
processed under M3P and 93 processed under Part D within a nine-month period. Among
the prescriptions reviewed the mean PDC was 0.9345 (+0.1195) in the M3P group and
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0.9316 (x 0.1210) in the Part D group (p = 0.884). Among the M3P prescriptions the mean
TAT was 7.89 days and 8.36 days in the Part D group (p = 0.0499). The median TAT among
M3P prescriptions was 3 days and 1 day(s) among Part D prescriptions. Prescriptions in both
comparator groups had an abandonment rate of zero.

Conclusion: Among the prescriptions reviewed in a nine-month period from the health-
system outpatient pharmacies PDC was not statistically different between prescriptions
processed under M3P compared to Part D. TAT was statistically longer for prescriptions in
the M3P group compared to the Part D group. No prescriptions reviewed were deemed
abandoned in this evaluation. Enrollment in the M3P initiative did not show a significant
difference in medication adherence however did have longer TAT compared to prescriptions
processed under Part D. As implementation of M3P expands within outpatient dispensing
pharmacy workflows, findings from this evaluation highlight opportunities to improve M3P
prescription enrollment through standardized processes and expanded patient education to
support management of high out-of-pocket prescription costs, with the goals of improving
medication adherence and minimizing prescription turnaround time.

Rollins, Isis | BayCare - Morton Plant Hospital (PGY1 Resident) |
isis.rollins001@gmail.com

Adenosine versus diltiazem for the management of supraventricular
tachycardia in the emergency department

Background: Supraventricular tachycardia (SVT) is a dysregulation of electrical signaling in
the atrioventricular (AV) node causing elevated heart rate that may require medication
intervention to treat. Current guidelines recommend adenosine for the treatment of SVT.
Adenosine has a rapid onset of action (seconds) but often causes fleeting intense pain and
discomfort. Diltiazem has utility in treating both SVT and often underlying atrial fibrillation with
rapid ventricular response (AFib with RVR) offering dual therapeutic activity. Diltiazem has a
slightly slower onset of action (2-3 minutes) but may provide a more comfortable and lasting
conversion to sinus rhythm. The purpose of this study is to assess the efficacy between
adenosine and diltiazem in the conversion to sinus rhythm in patients with SVT.

Methodology: This is an institutional review board approved, multicenter, retrospective study
that compares the efficacy of conversion to sinus rhythm in patients that present to an
emergency department within BayCare Health System between October 2020 and October
2025. Inclusion criteria consist of patients presenting with stable SVT identified on an
electrocardiogram and administered one dose of adenosine or diltiazem. Patients that are
hemodynamically unstable (systolic blood pressure less than 90 mmHg, altered mental
status, signs of shock, or ischemic chest discomfort), pediatric, pregnant, or have initial
arrhythmias other than supraventricular tachycardia are excluded from the study. The
primary endpoint is defined as conversion to normal sinus rhythm as indicated by
electrocardiogram, clinical notes, or vital signs within 30 minutes of agent administration.
Secondary endpoints include total time elapsed to sinus rhythm conversion, treatment failure
that required an alternative agent, cumulative doses of each agent and need for
synchronized conversion. All statistical data was calculated using Minitab 22 Statistical
Software™. Using a difference of 15.6 minutes, a power of 80%, and an alpha value of 0.05,
the calculated sample size for the primary outcome was 244 patients (122 patients in each
group). The 2-Sample t-Test or Mann-Whitney U test was used to evaluate continuous data,
while Chi Squared or Fisher’s Exact test was used for categorical data.

Results: A total of 150 patients, 122 in the adenosine arm and 28 in the diltiazem arm, were
included in the statistical analysis of the study. Baseline characteristics were similar between
both groups. The most frequently presenting symptoms of patients within study included
palpitations and chest pain. There was no statistically significant difference in the primary
outcome, of conversion to sinus rhythm within 30 minutes (81 patients (66%) for adenosine
vs 19 patients (68%) diltiazem, p = 1). For secondary outcomes, the average dose of
adenosine was 11 mg and diltiazem was 16 mg. These doses produced a median time to

conversion of adenosine within 22 minutes vs. diltiazem within 19 minutes (difference = 4 [95
% CI (1, 9)]; p = 0.131). There were 14 patients within the adenosine arm that required an
additional agent to be utilized to aid in conversion to sinus rhythm compared to no additional
agent used in the diltiazem arm. Moreover, hospitalization and hypotension was seen in the
adenosine arm but not in the diltiazem arm.

Conclusion: There was no difference between the adenosine and diltiazem groups for
conversion to sinus rhythm within 30 minutes. The adenosine group required re-dosing and
transitioning to alternative agents more frequently than the diltiazem group. Incidence of
hospitalization and hypotension were higher in the adenosine group. While the findings
indicate that diltiazem may be an efficacious and safe alternative to adenosine in treating
SVT, further research and a larger sample size would be needed to confirm these findings.

Rubi, Kassandra | Miami VA Healthcare System (PGY1 Resident) |
Kassandrarubi1@gmail.com

Evaluation of a pharmacist-led health disparity initiative assessing statin
adherence metrics among female patients within the Miami VA Healthcare
System

Background: Cardiovascular disease is the leading global cause of death in both males and
females, predominantly due to atherosclerotic cardiovascular disease (ASCVD). Despite
major advances, ASCVD mortality is rising, especially among middle-aged women, who
show the fastest relative risk increase. Statin adherence is essential for reducing
cardiovascular risk, yet women consistently have lower adherence rates than men, with
meta-analyses and registry studies showing women have approximately 10% higher odds of
statin nonadherence. The Miami VA Healthcare System implemented a pharmacist-led
initiative to assess and address adherence trends in female Veterans prescribed statins,
aiming to reduce these disparities.

Methodology: Patients were identified through the Electronic Quality Measurement (eQM)
Dashboard, which evaluates statin adherence based on pharmacy refill history. Adherence is
calculated as the percentage of patients prescribed and dispensed an eligible medication for
at least 80% of days in the prior 12 months. Veterans below this threshold, taking their statin
less than 80% of the time since their earliest fill, are considered outliers. Inclusion criteria
consisted of female patients failing one of two statin-related quality metrics: STATN4, which
measures adherence in patients with a history of cardiovascular events, and STATNS8, which
measures adherence in patients with type Il diabetes mellitus. In both metrics, nonadherence
is defined as less than 80% adherence based on refill history. Once identified, the Women’s
Health Clinical Pharmacy Practitioner (CPP) contacts the patient to assess barriers to
adherence, such as side effects, health beliefs, forgetfulness, or lack of perceived need.
During outreach, the CPP provides education on the benefits of statin therapy, reinforces the
importance of adherence, and offers therapy optimization when appropriate. Exclusion
criteria included patients with an adherence rate of 80% or greater or those with a
documented clinical justification for statin discontinuation. The Computerized Patient Record
System (CPRS) was used to collect patient demographics, medical history, lab results, prior
adherence-related interventions, and any new interventions initiated following CPP review.

Results: A total of 61 female Veterans were identified as nonadherent based on electronic
quality metrics. Of these, 29.5% met STATN4 criteria (ASCVD) and 70.5% met STATN8
criteria (type 2 diabetes mellitus). Most patients had baseline adherence between 30-59%,
indicating substantial gaps in therapy continuity. Following pharmacist outreach, statn8
adherence improved by +5.1%. No net change was observed for statn4, though temporary
improvements corresponded to intervals of intensified pharmacist engagement. Common
adherence barriers included provider directed statin discontinuation, excessive medication
supply, low perceived need for therapy, and challenges reaching patients by phone. Overall,
adherence outcomes correlated closely with the frequency and continuity of pharmacist
follow-up.
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Conclusion: Despite their elevated cardiovascular risk, many female Veterans remain
nonadherent to statin therapy. The pharmacist-led women’s health initiative successfully
identified nonadherence and addressed patient specific barriers, with measurable
improvement in diabetic patients captured under STATNS8. Although improvements among
ASCVD patients weren’t long-lasting, the short-term gains seen during periods of focused
outreach highlight the important role pharmacists play. Moving forward, consistent follow-up
and strong interdisciplinary collaboration will be key to sustaining progress and reducing
ongoing adherence disparities among female Veterans.

Salamatullah, Abdulaziz | Nova Southeastern University (PGY1 Resident) |
as5032@nova.edu

Metabolic Outcomes with Antipsychotics and Mood Stabilizers: A
Retrospective Study

Background: Schizophrenia affects approximately 1% of the global population and is
associated with significant morbidity, mortality, and metabolic comorbidities. Second-
generation antipsychotics are commonly used but are linked to metabolic complications,
including weight gain, dyslipidemia, and hyperglycemia. Mood stabilizers, such as lithium and
valproic acid (VPA), are often used as adjunctive therapy; however, their combined metabolic
effects with antipsychotics remain unclear, particularly in inpatient settings. This study aimed
to evaluate metabolic changes in hospitalized patients receiving antipsychotics alone or in
combination with mood stabilizers.

Methodology: A retrospective chart review was conducted at South Florida State Hospital
from January 2024 to January 2026. Adult patients (=218 years) receiving at least one
antipsychotic, with or without mood stabilizer were included. Patients were categorized into
antipsychotic monotherapy (APs) and combination therapy groups. Data collected included
demographics, comorbidities, medication use, and metabolic parameters (glucose, HbA1c,
lipid profile, and BMI). Statistical analyses included descriptive statistics, chi-square tests and
paired t-tests, with p < 0.05 considered statistically significant.

Results: A total of 231 patients were included (110 APs group; 121 combination group). The
mean age was 46.4 years, and most patients were male (83.1%). Significant differences
were observed in age (p = 0.004) and diagnosis distribution (p < 0.001) between groups.
Haloperidol and olanzapine were the most commonly prescribed antipsychotics, while VPA
was the most used mood stabilizer. In the APs group, significant changes were observed in
glucose, LDL, and HDL levels over 12 months. Furthermore, the magnitude of these
metabolic parameter changes was comparable between the APs and combination groups.

Conclusion: Antipsychotic therapy was associated with a significant decrease in glucose
and lipid levels, while the addition of mood stabilizers did not significantly affect metabolic
outcomes.

Sander, Megan | UF Health Jacksonville (PGY1 Resident) | msander117@gmail.com
Comparison of clevidipine vs nicardipine in targeting blood pressure goals in
post-operative neurosurgery patients

Background: Acute increases in blood pressure (BP) are common after neurosurgical
procedures and require tight control to prevent complications such as cerebral edema,
hematoma expansion, elevated intracranial pressure, and intracranial hemorrhage. These
complications contribute to morbidity and mortality in neurosurgical patients, and it is
estimated that 60—90% of these patients require treatment for postoperative hypertension.
Intravenous dihydropyridine calcium channel blockers such as nicardipine and clevidipine are
frequently used in the acute management of hypertension in neurocritical care settings due to
favorable pharmacokinetic profiles and tolerability. Nicardipine is commonly used but
requires higher infusion volumes, which may be undesirable in patients requiring strict fluid

control. Clevidipine is an ultra—short-acting arterial vasodilator formulated as a lipid emulsion
with an approximate half-life of one minute, allowing rapid titration. Although the ECLIPSE
trials demonstrated comparable BP control between clevidipine and nicardipine in
postoperative cardiac surgery patients, evidence in neurosurgical populations remains
limited.

Methodology: This retrospective, multicenter observational study will evaluate adult patients
admitted to UF Health Jacksonville Downtown or North hospitals from July 2015 through
June 2025 who received clevidipine or nicardipine following neurosurgical procedures with a
systolic BP (SBP) goal of 110—-130 mmHg. The primary outcome is time from infusion
initiation to achievement of goal SBP. Secondary outcomes include duration outside SBP
goal range, time from medication order to goal SBP, total infusion volume administered, ICU
length of stay, cost comparison using average wholesale price, and safety outcomes
including hypotension, need for vasopressor support, acute kidney injury, and unanticipated
return to the operating room. Data will be collected through the electronic medical record and
analyzed using chi-square, t-test, or Mann-Whitney U tests with significance defined as
p<0.05.

Results: Based on preliminary screening, approximately 2,000 patient charts will be
reviewed to identify an estimated 200 eligible patients receiving either clevidipine or
nicardipine for postoperative BP management. Preliminary data suggests that there will be
imbalance in the clevidipine group compared to the nicardipine group inclusion to trial, with a
greater number of nicardipine patients to be included. Prior literature suggests a potential
absolute difference of approximately 15 minutes in time to goal SBP between treatment
groups, which informed the projected sample size required to achieve 80% power with an
alpha of 0.05

Conclusion: This study aims to compare the efficacy and safety of clevidipine and
nicardipine for postoperative BP management in neurosurgical patients. Findings from this
analysis may help clarify optimal antihypertensive selection in post-operative neurosurgery
patients by evaluating BP control, safety outcomes, fluid balance implications, and cost
considerations.

Santiago Diaz, Alondra | Baptist Health South Florida - Boca Raton Regional Hospital
(PGY1 Resident) | dr.alondrasantiagodiaz@gmail.com

Comparative effectiveness and safety of tolvaptan 7.5mg, tolvaptan 15mg vs.
3% hypertonic saline (HTS) in asymptomatic euvolemic and hypervolemic
hyponatremia

Background: Despite recent guideline updates for the management of hyponatremia, the
optimal treatment strategy for hospitalized patients with euvolemic or hypervolemic
hyponatremia remains uncertain, particularly when comparing vasopressin receptor
antagonists (VRAs), such as tolvaptan, with hypertonic saline (HTS). Although tolvaptan is
approved for clinically significant hyponatremia, its use is limited by high cost, the need for
inpatient monitoring, and a boxed warning for hepatotoxicity. Current clinical guidelines
provide inconsistent recommendations regarding VRAs due to concerns about overly rapid
sodium correction and osmotic demyelination syndrome (ODS). Additionally, while clinical
trials have primarily evaluated standard tolvaptan doses (15-60 mg), lower or split dosing
strategies (e.g., 3.75-7.5 mg) are frequently used in clinical practice to reduce the risk of
overcorrection, yet data evaluating the safety and effectiveness of these lower-dose
regimens remain limited. Given these uncertainties, particularly around dosing strategies,
correction rates, and safety, this project aims to evaluate whether tolvaptan offers a safer yet
equally effective alternative for managing euvolemic and hypervolemic hyponatremia in
hospitalized patients with chronic (>48 hours) hyponatremia, with a particular focus on the
change in serum sodium concentration, rate of correction, incidence of overcorrection, and
related complications in each treatment group.
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Methodology: Retrospective, multi-center, comparative, cohort analysis of Cerner Discern
Analytics 2.0 prescribing data at Baptist Health South Florida from 01/01/2023 to 09/01/2025.
Patients were included in this project if they were at least 18 years of age, received at least
one dose of tolvaptan or 3% HTS, for the management of hyponatremia related to either
SIADH, heart failure, cirrhosis or nephrotic syndrome as documented on chart by provider.
To be included, patients must have had a serum sodium <135 mmol/L for >48 hours or
documented as chronic by provider on patient’s chart. Patients were excluded if they had a
documented hypovolemic hyponatremia, severe symptoms requiring HTS bolus doses, sever
hyponatremia as defined by a serum sodium <120 mmol/L, vaptan use as a home
medication, significant liver disease as defined by an ALT or AST >3 times ULN, acute or
chronic severe renal impairment defined by an eGFR < 30 mL/min/1.73 m2, and pregnant,
lactating, and/or incarcerated patients. Encounters where both tolvaptan and 3% HTS were
prescribed during the same admission or in which sodium levels were not measured at least
once daily were also excluded.

Results: In this three-group comparison (3% HTS, n=28; 7.5 mg tolvaptan, n=47; 15 mg
tolvaptan, n=36), efficacy was broadly similar across treatments. The primary outcome,
achieving a 6-12 mmol/L rise in serum sodium at 24 hours, occurred in 28.6% of HTS,
25.5% of 7.5 mg tolvaptan, and 25% of 15 mg tolvaptan patients (p=0.942). Secondary
measures were likewise comparable: the median increase in serum sodium at 48 hours was
7 mmol/L for HTS and 6 mmol/L for both tolvaptan groups (p=0.334). Median time to
normonatremia trended shorter in the tolvaptan groups (48 hours) compared with HTS (60
hours), although this difference was not statistically significant (p=0.722). Safety signals were
favorable overall: overcorrection >18 mmol/L at 48 hours was rare (1 case with HTS, none
with tolvaptan; p=0.224), and no cases of osmotic demyelination or hypernatremia occurred.
Rescue therapies were infrequently needed; D5W/D10W was used in 11.1% of HTS patients,
4.3% of those receiving 7.5 mg tolvaptan, and none of those receiving 15 mg (p=0.123).
Notably, a desmopressin clamp was used in 7.1% of HTS patients and in none of the
tolvaptan patients (p=0.049). Length of stay and post-initiation ICU admissions did not differ
meaningfully between groups. Median length of stay was 6, 8, and 7 days for the HTS, 7.5
mg tolvaptan, and 15 mg tolvaptan groups, respectively (p=0.227), and ICU admission rates
were 7.1%, 0%, and 3%, respectively (p=0.190).

Conclusion: This retrospective study found no statistically significant difference in efficacy
between 3% hypertonic saline (HTS) and tolvaptan (7.5 mg or 15 mg) in achieving target
serum sodium correction at 24 hours. Secondary outcomes were also similar, with a non-
significant trend toward faster correction observed with 15 mg tolvaptan. Both therapies
demonstrated favorable safety profiles, with low rates of overcorrection and no cases of
osmotic demyelination syndrome or hypernatremia; desmopressin rescue occurred more
frequently with HTS, though based on limited events. Interpretation of these findings is
limited by inadequate study power, increasing the risk of a type Il error. Clinically, these
results support continuation of current practice, with 3% HTS used for severe or symptomatic
hyponatremia and tolvaptan for euvolemic or hypervolemic cases. Overall, both therapies
appear comparably effective and safe; however, larger, prospective studies are needed to
better define potential differences.

Sawiris, Merna | St. Joseph's Hospital North (PGY1 Resident) |
mernasawers@gmail.com

Early vs guideline directed initiation of antifungals in febrile neutropenia

Background: Febrile neutropenia (FN) is an oncologic emergency associated with
significant morbidity and mortality. It occurs more commonly in patients with hematologic
malignancies compared to solid tumors. Current guidelines recommend initiating empiric
antifungal therapy after 4 days of persistent fever, for new FN episode > 2 days after
resolution of the first episode or sooner if the patient is at risk of developing invasive fungal
infections (IFls). Existing literature compares empiric vs preemptive antifungal therapy, but
does not address early vs guideline directed initiation of antifungals. This study aims to

evaluate the clinical outcomes associated with early versus guideline-directed antifungal
initiation.

Methodology: This multicenter retrospective cohort study includes patients admitted to any
of the BayCare hospitals between July 2023 and July 2025 due to febrile neutropenia (FN).
The primary outcomes include timing of antifungal initiation and time to fever resolution.
Secondary outcomes include length of stay, 30-day readmission due to recurrent FN, and all-
cause mortality between early vs guideline directed initiation of antifungals treatment arms.
Patient charts were reviewed for first day of antifungal administration, fever curve trends,
including time to resolution of fever, length of stay, readmissions due to recurrent FN, and all-
cause mortality. Treatment group is patients initiated on empiric antifungals before day 4 of
FN. Control group is patients initiated on empiric antifungals on day 4 of FN. Inclusion criteria
includes patients = 18 years old, fever defined as a single body temperature equivalent to =
101°F (= 38.3°C) or body temperature = 100.4°F (= 38°C) sustained for = 1 hour, neutropenia
defined as absolute neutrophil count (ANC) < 500 cells/mcL or < 1000 cells/mcL predicted to
decline to < 500 cells/mcL over the next 48 hours, initiated on any systemic antifungal
treatment including fluconazole, itraconazole, posaconazole, voriconazole, amphotericin B,
caspofungin, and micafungin, concurrent empiric antibiotic therapy for FN, and inpatient
blood cultures obtained prior to antimicrobial initiation. Neutropenia secondary to other
causes, hypersensitivity to antifungals, and pregnancy were excluded.

Results: Baseline characteristics were largely similar between both arms. For the primary
outcome, median time was 3 days in the control group and 2 days in the treatment group.
Difference was 1.178 with a p-value of 0.05 so there was no statistically significant difference
in time to fever resolution between the two groups. For secondary outcomes, median LOS
was 13 days in the control group and 7 days in the treatment group. The difference in LOS
was 8.1 days between groups which was statistically significant with a p-value of 0.001. The
differences in 30-day readmissions and all cause mortality were not statistically significant
between groups, with p-values of 0.538 and 0.587, respectively.

Conclusion: Findings suggest that early antifungal initiation did not significantly improve
primary OR secondary clinical outcomes compared to guideline-directed therapy. There was
a significant difference in LOS but difficult to draw a conclusion since sample size was not
adequate for power.

Schanze, Jena | St. Joseph's Hospital North (PGY1 Resident) |
jenaschanze@gmail.com

Short-Term Versus Long-Term Carbapenem Therapy for Complicated Urinary
Tract Infections Caused by Extended-Spectrum Beta-Lactamase-Producing
Enterobacterales

Background: Complicated urinary tract infections (cUTIs) caused by extended-spectrum
beta-lactamase-producing Enterobacterales (ESBL-E) are increasingly prevalent and often
require carbapenem therapy. However, the optimal duration of treatment is unclear. The
purpose of this study is to determine whether short-term (<7 days) carbapenem therapy is as
effective as long-term (=7 days) therapy in achieving clinical cure rates.

Methodology: This is an international review board (IRB) approved, multicenter, chart
review. Study groups included patients admitted to a BayCare hospital between August 2023
and August 2025. Patients were included if they were 18 years of age and older with a cUTIs
caused by ESBL-E confirmed by urine culture and susceptibility testing on definitive
carbapenem therapy. Patients were excluded if they had uncomplicated cystitis,
asymptomatic bacteriuria, polymicrobial UTls, pregnancy, prior ESBL-E cUTI within 30 days,
carbapenem resistance, or treatment <3 days. The primary outcome is to compare clinical
cure rates, defined as resolution of infection-related signs and symptoms. The secondary
outcome is microbiological recurrence, defined as hospital readmission with a repeat positive
urine culture for the same organism within 30 days of completing therapy. There was a
Subgroup analysis to compare clinical cure rates between patients receiving 3-day and 5-day
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carbapenem regimens. Using Minitab 22, a sample size of 67 was calculated to detect
statistical significance and reach a power of 80%. An alpha of 0.05 was used for all statistical
test such as the 2-Proportions test and Mann-Whitney test.

Results: A total of 393 charts were reviewed. After patients were excluded according to pre-
defined criteria, 99 patients were included in the primary analysis: 11 in the treatment arm vs
88 in the control arm. Baseline characteristics, including ethnicity, age, and sex, were well
matched. Type of cUTI, median duration of therapy, and median day of symptoms resolution
were statistically different between study arms. The incidence of clinical cure rates occurred
in 11/11 (100%) in the treatment group vs 88/88 (100%) in the control group. No statistically
significant differences were observed (95% CI -0.04-0.26; p = 1). For the secondary
outcome, reinfection within 30 days occurred in 1 of the 11 patients in the treatment group
and 5 patients in the control group ( 95% CI -0.142,0.210, p = 0.55). Additionally, this study’s
subgroup analysis was not statistically significant as all patients achieved clinical cure.

Conclusion: Incidence of clinical cure rate and reinfection rates between short-term and
long-term carbapenem therapy for ESBL-E cUTI was not statistically significant.

Schneid, Jessica | St. Joseph's Hospital (PGY1 Resident) |
jessicalaurenschneid@gmail.com

Decentralized Emergency Medicine Pharmacist Impact on Time to 4-Factor
Prothrombin Complex Concentrate Administration

Background: 4-Factor prothrombin complex concentrate (4F-PCC) is commonly used for
reversal of vitamin K antagonists (VKAs) and direct oral anticoagulants (DOACs) in the
setting of major, life-threatening bleeding. The 2020 American College of Cardiology (ACC)
guidelines on Management of Bleeding Patients on Oral Anticoagulants recommend 4F-PCC
as first-line for VKA reversal and as an option for DOAC reversal. Timely administration of
4F-PCC is essential in managing critically bleeding patients on oral anticoagulants. Previous
research has shown that the presence of a decentralized emergency medicine pharmacist
(DEMP) can reduce the time to 4F-PCC administration. This study aims to investigate the
impact of a DEMP on the timely administration of 4F-PCC in critically bleeding patients.

Methodology: This retrospective chart review included patients who received 4F-PCC for
DOAC or VKA reversal within the emergency department (ED) of a level Il trauma center.
This study included patients from January 1st, 2022, to October 31st, 2025, or until at least
48 patients are assigned in each group, whichever was met first. This sample size was
extrapolated from a similar study, in which 48 patients in each group were required to reach
80% power. Patients were included if they received 4F-PCC, specifically Kcentra, within the
emergency department, were on prehospital DOAC or VKA therapy, and were at least 18
years old. Patients were excluded if the location of 4F-PCC administration could not be
determined. Data was collected in reverse chronological order from a product dispensing log
that is used for inventory and billing. DEMP presence was defined by shift times: 0700-2259
(DEMP present) versus 2300-0659 (DEMP not present). The primary objective was to
evaluate whether the presence of a DEMP in the ED leads to a statistically significant
reduction in time to administration of 4F-PCC for DOAC or VKA reversal. Secondary
objectives included comparison of time from order entry to verification when DEMP present
versus not present, comparison of time from verification to administration when DEMP
present versus not present, and determination of the incidence of 24-hour and in-hospital
mortality. Minitab software was used to analyze data. Students t-test was used to analyze
normally distributed data and Mann-Whitney U test for non-normally distributed data.

Results: Kcentra was dispensed 212 times from January 27th, 2022, to October 31st, 2025.
Of these 212 patients, 80 patients were included overall. 48 patients were included in the
DEMP present group, but only 32 patients met inclusion criteria for the no DEMP present
group. Baseline characteristics are included in Table 1 and prehospital anticoagulation
information is included in Figure 1. The median time from order entry to administration was
not found to be significantly different between groups. Median times were 50 minutes [IQR

15] in the DEMP group vs 51 minutes [IQR 18] in the no DEMP group (difference, 3 minutes;
95% Cl, -5 to 11; p = 0.49). Among secondary outcomes, the median time from order entry to
verification was shorter in the DEMP group compared with the no DEMP group (10 minutes
[IQR 13] vs. 13 minutes [IQR 11]), though this difference did not reach statistical significance
(difference, —4 minutes; 95% ClI, =7 to 0; p = 0.07). In contrast, time from verification to
administration was longer in the DEMP group (38 minutes [IQR 21]) compared with the no
DEMP group (32.5 minutes [IQR 15]), with a non-significant difference of 6 minutes (95% ClI,
-1to 12; p = 0.07). The incidence of 24-hour mortality was 0% in the DEMP group and 3% in
the no DEMP group (difference, —3%; 95% Cl, —=9% to 2%; p = 0.40). In-hospital mortality
was similar between groups, occurring in 8% of patients with DEMP and 6% of patients
without DEMP (difference, 2%; 95% ClI, -9% to 14%; p = 1.00).

Conclusion: Due to the low frequency of 4F-PCC administration without an DEMP present,
this study was underpowered to detect statistically significant differences. A key limitation
was the absence of a dispensing log capturing 4F-PCC data prior to 2022. Inclusion of more
data may help better identify where delays occur between order entry, verification, and
administration. Prolonged times from order entry to verification may be mitigated through
DEMP availability or improved system-based order prioritization. Delays from verification to
administration may be reduced through enhanced pharmacy training focused on dispensing,
preparation, and clinical urgency of 4F-PCC, as well as improved workload management for
both pharmacy and nursing staff. Further investigation with larger sample sizes is needed to
achieve adequate power and definitively evaluate differences in timing associated with
DEMP presence. Due to the low frequency of 4F-PCC administration without an DEMP
present, this study was underpowered to detect statistically significant differences. A key
limitation was the absence of a dispensing log capturing 4F-PCC data prior to 2022. Inclusion
of more data may help better identify where delays occur between order entry, verification,
and administration. Prolonged times from order entry to verification may be mitigated through
DEMP availability or improved system-based order prioritization. Delays from verification to
administration may be reduced through enhanced pharmacy training focused on dispensing,
preparation, and clinical urgency of 4F-PCC, as well as improved workload management for
both pharmacy and nursing staff. Further investigation with larger sample sizes is needed to
achieve adequate power and definitively evaluate differences in timing associated with
DEMP presence.

Seward, Sarah | Morton Plant Hospital, BayCare Health System (PGY2 Resident) |
sarah.seward24@gmail.com

Comparison of intravenous bolus labetalol and intravenous infusion
nicardipine as first line agents for blood pressure management in
spontaneous intracerebral hemorrhage

Background: Spontaneous intracerebral hemorrhage (ICH) is defined as a non-traumatic
brain injury due to blood extravasation into the brain parenchyma from a ruptured cerebral
blood vessel. Elevated blood pressure (BP) in the setting of an intracerebral hemorrhage can
contribute to hematoma expansion, ultimately affecting degree of disability and risk of death.
The 2022 American Heart Association/American Stroke Association Guideline for the
Management of Patients with Spontaneous Intracerebral Hemorrhage recommends initiating
acute BP treatment within two hours of ICH onset and reaching target within one hour.
However, there is currently no preferred antihypertensive agent to achieve lowering effect in
ICH patients; more studies are needed to determine the ideal initial regimen. Two common
antihypertensives utilized for this indication are intravenous (IV) push labetalol and
continuous infusion nicardipine. Labetalol is a non-selective beta-blocker with alpha-1
receptor antagonist activity. The ratio of alpha-1 to beta activity through the IV route is
estimated to be 1:7, hence the typical limiting factor for use of this medication is bradycardia.
Generally, IV bolus labetalol is preferred over continuous infusion labetalol because of the
risk of accumulation resulting in severe hypotension and bradycardia with continuous
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infusions. Nicardipine is a dihydropyridine calcium channel blocker with a short onset of
action and half-life, making this ideal for easy titration as an infusion with less concern for
accumulation. Previous studies comparing the two medications have shown potential for
more benefits with nicardipine. However, more studies are needed to confirm these findings.
The aim of this study is to determine the optimal initial medication choice for safety and
efficacy.

Methodology: This was an IRB-approved, retrospective, single-center, observational cohort
that was conducted at a comprehensive stroke center. Patients were included if they were
admitted with an acute spontaneous intracerebral hemorrhage diagnosed by computed
tomography (CT) or magnetic resonance imaging (MRI) between January 2021 and October
2025; had an initial systolic BP greater than 140 mmHg within the first hour from diagnosis;
and received |V push labetalol or continuous infusion nicardipine for initial BP management.
Patients were excluded if they were less than 18 years of age; had a previous ischemic
stroke within the past 30 days; received thrombolytic therapy within the past 30 days; had
known advanced dementia or significant pre-stroke disability (modified Rankin Scale = 3); or
without a repeat BP measurement documented within one hour of treatment initiation. The
primary outcome was time to achievement of target BP. Minitab 22 Statistical Software® was
used to perform 2-sample t-tests for normal, continuous data; Mann-Whitney U tests for non-
parametric, continuous data; and Fischer’'s Exact tests for categorical data. Sample size was
calculated based on a retrospective study by Ortegas-Gutierrez et al, with a mean time to
goal BP achievement as 32 minutes + 34 with nicardipine and 53 minutes + 42 with labetalol.
Using an effect size of 21, standard deviation of 38, 80% power, and an alpha of 0.05, a total
of 53 patients in each group was required. To account for attrition, the total number of
patients required was increased by 15% for an ultimate total of 120 patients, with 60 in each
of the two groups.

Results: Baseline characteristics are outlined in Table 1. The primary outcome of time from
initiation of antihypertensive agent to achievement of goal BP was statistically significant in
favor of nicardipine (36 minutes vs 79 minutes, p < 0.001). The nicardipine group included
more patients achieving goal BP within 1 hour of treatment initiation (69.4% vs 28.6%, p <
0.001) but trended towards requiring more use of rescue antihypertensive agents within the
first 24 hours (52.3% vs 39.3%, p = 0.29). The labetalol group was significantly faster with
administration of the drug from ICH diagnosis (2 minutes vs 34 minutes, p < 0.001) and from
time of medication order placement (8 minutes vs 18 minutes, p < 0.001). There were no
statistically significant differences in the incidence of hypotension requiring fluids or
vasopressors, incidence of acute kidney injury, ICU length of stay, or in-hospital mortality.

Conclusion: Nicardipine may be the preferred agent for reaching BP goal quickly in patients
with spontaneous intracerebral hemorrhage, with similar safety outcomes as labetalol.
However, logistically, the nicardipine group required more time between the medication order
and administration of drug. Based on the results of this study, nicardipine may be the
preferred antihypertensive agent for treatment of elevated blood pressure in patients with
spontaneous intracerebral hemorrhages. Limitations of this study include failure to meet
power, retrospective cohort design, and the lack of standardized blood pressure goals.

Simmons, Jessica | Winter Haven Hospital (PGY1 Resident) |
Jrsimmons1723@gmail.com

Impact of weight-based rocuronium dosing strategies in obese versus non-
obese patients undergoing rapid sequence intubation in the emergency
department

Background: Rocuronium is a neuromuscular blocking agent commonly used to facilitate
rapid sequence intubation (RSI). In patients with obesity, the choice of dosing strategy may
significantly affect adequacy of paralysis, intubation success, and safety outcomes. Weight-

based dosing may be calculated using actual body weight (ABW), defined as the patient’s
measured total body weight; ideal body weight (IBW), a height-based estimate of lean body

mass; or adjusted body weight (AdjBW), which accounts for excess body weight while
partially incorporating additional lean mass associated with obesity. In this population, ABW-
based dosing may increase the risk of excessive drug exposure and prolonged paralysis,
whereas IBW-based dosing may underestimate drug requirements and result in inadequate
neuromuscular blockade. Underdosing can lead to poor intubating conditions, aspiration,
hypoxia, and airway trauma, while overdosing may prolong paralysis and increase the risk of
unrecognized under-sedation and patient awareness. Although rocuronium is extensively
used, the lack of evidence regarding the optimal dosing strategy in obese patients during
emergency intubation drives practice variability and may compromise clinical outcomes. This
study aims to assess the impact of weight-based rocuronium dosing strategies on first-pass
intubation success and adequacy of neuromuscular blockade in obese versus non-obese
patients undergoing RSI in the emergency department.

Methodology: This is an Institutional Review Board-approved, retrospective cohort study
conducted within a 16-hospital non-profit healthcare system. Adult patients 18 years or older
who underwent RSI between June 1, 2020, and June 1, 2025, and received rocuronium were
eligible for inclusion. Patients were stratified by body mass index (BMI) into cohorts defined
as 18.5 to <25 kg/m2 and =30 kg/m2. Exclusion criteria included pregnancy, receipt of a
neuromuscular blocking agent other than rocuronium, incomplete documentation (missing
rocuronium dose, height/weight, or endotracheal intubation within the electronic medical
record), known neuromuscular disorders, acute neurologic injury, deep sedation goals
defined as a Richmond Agitation Sedation Scale (RASS) of -4 to -5, or receipt of a
continuous rocuronium infusion. The primary outcome is defined as successful first-pass
intubation without evidence of inadequate paralysis. Secondary outcomes are time to
intubation, time to post-intubation sedative and analgesic administration, time to goal of
RASS 0 to -1, and inadequate sedation documented with a positive RASS score within 45
minutes of rocuronium administration. Safety outcomes included documented aspiration,
hemodynamic instability, self-extubation, and mortality. The Tableau clinical dashboard was
used to identify intubated patients from the emergency department, and eligibility was
confirmed through individual chart review.

Results: A total of 1,220 patients were screened, of whom 366 met inclusion criteria (BMI
18.5 to <25 kg/m?, n=171; BMI =30 kg/m?, n=195). Baseline characteristics were generally
similar between groups. For the primary outcome, successful first-pass intubation without
inadequate paralysis occurred in 166 (97.1%) patients in the BMI 18.5 to <25 kg/m? group
and 186 (95.4%) patients in the BMI 230 kg/m? group (difference -0.017; 95% CI -0.022 to
0.056; p=0.393). Among secondary outcomes, time to intubation, inadequate sedation within
45 minutes of rocuronium administration, and time to goal of RASS 0 to -1 were not
statistically different between groups. Time to post-intubation sedation was shorter in the BMI
230 kg/m? group (13 vs 21 minutes; p=0.005), whereas time to post-intubation analgesia was
shorter in the BMI 18.5 to <25 kg/m? group (48 vs 86.5 minutes; p=0.026). Hypotension (SBP
<100 mmHg) occurred more frequently in the BMI 18.5 to <25 kg/m? group (27.5% vs 16.6%;
p = 0.012). No self-extubation events were reported, and no other safety endpoints
demonstrated statistically significant differences between groups.

Conclusion: Weight-based rocuronium dosing strategies during rapid sequence intubation
were associated with comparable first-pass success, adequacy of neuromuscular blockade,
and overall safety outcomes in obese and non-obese patients in the emergency department.
While adjusted body weight calculations more closely approximate conventional RSI dosing
in patients with obesity, these differences were not associated with clinically meaningful
changes in procedural effectiveness or safety. Limitations include the retrospective design,
insufficient statistical power, and reliance on electronic medical record documentation.
Prospective studies are warranted to further define optimal dosing strategies, particularly in
patients with severe obesity.
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Smith, Amy | Turley Family Health Center (PGY2 Resident) |
amysmith0017@gmail.com

Evaluation of clinical pharmacist involvement in reducing anticholinergic
cognitive burden: a medication review initiative

Background: Polypharmacy and anticholinergic medications are major concerns in older
adults due to the risk of central nervous system adverse effects. Specifically, the blockade of
acetylcholine transmission with the use of anticholinergic medications can significantly
increase risk of cognitive impairment, falls, and mortality. It is important to assess proper
utilization and optimization of medications in the older adult population to reduce the risk of
cognitive impairment. These concerns have led to the development of different tools used to
assess a patient’s cognitive burden based on medications they are taking. The
anticholinergic cognitive burden (ACB) score calculator assigns a number to each medication
with zero indicating no known anticholinergic activity and three reflecting the most significant
burden. This tool is commonly utilized to guide clinical decision-making as it can help identify
potentially inappropriate medications. Pharmacist-led comprehensive medication reviews
(CMRs) have been associated with improved medication adherence, reduced healthcare
utilization, and improved clinical outcomes. Despite widespread use of the ACB score and
pharmacist CMR services, limited data exists evaluating the impact of pharmacist-led
interventions on ACB reduction, highlighting a need for further studies. The purpose of this
study is to evaluate the impact of pharmacist-led CMRs on anticholinergic burden in patients
>65 years of age.

Methodology: This was an IRB-approved, prospective, single-arm cohort study conducted
between September 2025 — February 2026. Conducted within the BayCare Health System,
patients were included if they were 65 years of age or older, had an evaluation with a
neuropsychologist, and were on potentially inappropriate medications identified using the
updated 2023 Beers Criteria. Patients were excluded if they were pregnant or incarcerated. A
pharmacist performed CMRs remotely using reconciled medication lists to calculate a
baseline ACB score, identify potentially inappropriate medications, drug-drug interactions,
and adverse drug reactions to create recommendations for prescribers to optimize therapy.
Using interventions identified, a proposed post-CMR ACB score was calculated assuming full
implementation of pharmacist recommendations to assess cognitive burden reduction
potential. Recommendations were communicated via either direct message or fax to the
patient’s prescribers. The primary endpoint was to evaluate the mean change in ACB scores
of the study participants from baseline (pre-CMR) to proposed post-CMR assessment. To
detect a change of 1 between baseline and proposed post-CMR ACB scores, a sample size
calculation was performed. Using an 80% power, 95% confidence interval, and standard
deviation of 3, the required sample size was estimated to be 32 participants.

Results: A total of 49 participants were included in the analysis. The mean baseline ACB
score was 4.18 (SD 2.38), which decreased to 1.18 (SD 1.20) assuming implementation of all
pharmacist recommendations. This corresponded to a mean reduction of =3.00 (SD 2.05),
which was statistically significant (95% Cl -3.59 to -2.41, p < 0.001). However, this reduction
reflects projected outcomes assuming full implementation, whereas actual recommendation
acceptance was limited. On average, 0.50 (SD 1.11) medication-related recommendations
were implemented by in-network providers per participant at 1-month follow-up. At baseline,
89.8% of participants had concurrent use of two or more anticholinergic medications, and
10.2% had concurrent opioid and benzodiazepine use. Medication-related problems
demonstrated in Figure 1 were frequently identified across participants. The most common
categories included recommendations for discontinuation with an alternative provided (Alt
D/C), monitoring parameters, and dose optimization, with individual participants experiencing
up to 4-5 concurrent problems. Figure 2 illustrates the potential significant adverse drug
reactions documented by number of medications per participant. These side effects were
considered significant if the drug had a 5% or greater incidence rate. The most common
noted were headache, dizziness, somnolence, and insomnia where some participants were
taking up to 11 medications that have the potential to cause these effects.

Conclusion: Pharmacist-led CMRs identify interventions with the potential to significantly
reduce anticholinergic cognitive burden in older adults. Despite limited provider follow-up and
relatively low implementation rates of recommendations, a high prevalence of medication-
related problems and anticholinergic polypharmacy were identified highlighting substantial
opportunities for optimization. Additionally, pharmacists play a key role in optimizing patient
care by providing targeted therapeutic recommendations, including safer alternative
medications that may not be explicitly identified within standard drug information resources.
The statistically significant projected reduction in ACB scores further supports the importance
of pharmacist involvement in interdisciplinary care teams to improve medication safety and
reduce cognitive risk in older adults. Future efforts should focus on further growing
pharmacist-provider relationships, improving recommendation acceptance, and utilizing
CMRs to support payor metrics.

Smith, Angela | Memorial Regional Hospital (PGY1 Resident) |
angiec.smith1212@gmail.com

Optimizing the administration of iron dextran

Background: 1V iron therapy has advanced with improved safety; particularly
minimizinghypersensitivity risks once linked to older iron dextran formulations.
Acceleratedone-hour infusion protocols offer effective treatment, reducing chair time and
access barriers. Consensus guidelines emphasize agent selection, monitoring, and reaction
management, supporting low molecular weight iron dextran (LMWID) as a safe option when
protocols allow. Wong et.al, a single-center study of 189 patients found one-hour, 1g LMWID
infusions to be safe, with no serious adverse events. This study aims to evaluate iron dextran
use across Memorial Healthcare System in South Florida, focusing on safety, reaction
profiles, and premedication practices.

Methodology: This is a retrospective study evaluation comparing adult patients, who
received at least one intravenous dose of iron dextran between January 1, 2015, and
December 31, 2024. Patients were stratified into two groups based on infusion duration:
those who received LMWID over the standard 4 to 6 hours, and those who received the
infusion in less than 4 hours. Patients were treated with 1 gram of LMWID and were identified
through the electronic medical record EPIC. Eligible patients were included regardless of
infusion indication, provided they met inclusion criteria. Safety was assessed by documenting
all signs and reports of adverse events associated with an infusion, and details of their
treatment and resolution. Descriptive statistics were used to summarize baseline
demographic and clinical characteristics; for continuous variables, unpaired t-tests were used
to evaluate the primary outcome. A Chi-squared tests were used to assess numerical data
where a p-value < 0.05 is considered statistically significant.

Results: LMWID was used across multiple indications, including chronic blood loss, renal
disease, malabsorption, chemotherapy-related anemia, and pregnancy. Among 129 patients
who received LMWID, no serious adverse events, including anaphylaxis or need for
emergency care, were observed. A total of 8.5% of patients experienced mild infusion-related
reactions; of these, most commonly shortness of breath 27.3%, hypotension 13.6%, and
flushing 13.6%. Patients receiving a full 1,000 mg infusion demonstrated a low reaction rate
of approximately 1.5% of total patients. Pre-medications were administered in majority of
patients and were associated with overall lower rates of mild reactions. There was varied use
of pre-medication combinations in the reaction group excluding those individuals that did not
have a true reaction. Diphenhydramine 25 mg alone, was used the most commonly used
treatment, accounting for 36.36% of the total reaction population. The combination of
diphenhydramine 25 mg plus acetaminophen 650 mg was the second most frequently used,
accounting for 18.18%. For the group that received 1 gram less than 4-6 hours, all patients
100%, completed infusion with no reaction.

Conclusion: LMWID was well tolerated with a low incidence of mild reactions and no severe
adverse events observed in this study. The use of premedication with diphenhydramine and
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acetaminophen may have contributed to improved tolerability, although further evaluation is
needed. Single-dose 1,000 mg infusions appear to be a safe and efficient option for iron
repletion, offering advantages in reducing patient burden and healthcare utilization. Future
research should focus on confirming safety across broader populations, optimizing infusion
duration, and establishing standardized protocols for premedication and monitoring. These
findings support continued use and further investigation of LMWID within the Memorial
Healthcare System.

Smith, Dekera | HCA Florida West Hospital (PGY1 Resident) |
DekeraSmith2025@gmail.com

The Impact of Rapid Blood Culture Identification for Gram-Positive
Bacteremia

Background: In the United States, more than 2.8 million antimicrobial-resistant infections
occur each year. Overuse of broad-spectrum antibiotics is a common cause for the increased
development of resistant bacteria. Traditional broth microdilution culture methods require
days for identification, whereas newer technologies can provide bacterial identification and
resistance genes within hours. These rapid identification techniques allow for minimizing
exposure to empiric antimicrobial therapy. Our facility no longer offers a rapid blood culture
identification method; due to this, traditional identification methods are now used. This study
aims to assess whether utilization of accelerated blood culture identification technology
reduces time to optimal therapy and length of stay after blood culture collection.

Methodology: This retrospective study was conducted at a 515-bed academic hospital. All
patient data assessed for study purposes were de-identified. A retrospective search was
conducted between September 2023 to July 2025 via clinical surveillance system that
identified adult patients at least 18 years of age with Gram-positive bacteria in the blood.
Patients were then separated into two cohorts: those whose blood cultures were processed
using rapid blood culture identification versus traditional broth microdilution. Patients were
excluded if any of the following were present: polymicrobial bacteremia, pregnancy, positive
blood culture from an outside facility, death from any cause during admission, infection ruled
out within 24 hours of admission, or length of stay less than 24 hours. Initiation of optimal
therapy was the primary endpoint. A subgroup analysis of patients who met the primary
endpoint was performed, which compared time from blood culture collection to initiation of
optimal therapy. Secondary endpoints included time from blood culture collection to organism
identification and length of hospital stay. Patients with only one positive blood culture,
indicative of contamination, achieved optimal therapy once antibiotics targeted toward Gram-
positive bacteremia were discontinued or held. Optimal therapy for patients with true
bacteremia was achieved upon the initiation of targeted antibiotics. This research was
determined to be exempt from institutional review board oversight consistent with and in
accordance with facility policy.

Results: A total of 446 patients were reviewed. After exclusions, cohort one, representing
rapid culture identification, consisted of 91 patients and cohort 2, representing traditional
blood culture identification, consisting of 60 patients. Patient sex, age, BMI and documented
beta lactam allergy, were similar in both cohorts, as well as rate of contamination, which was
much more common than true bacteremia (88.9% and 90%, respectively). Initiation of
optimal therapy was not statically significant, (96.7% and 96.2%, respectively) (p=0.09). Time
to optimal therapy initiation was not achieved faster in the rapid blood identification method
cohort (0.65 days and 0.33 days respectively) (p=0.06). The mean length of stay was similar
between both groups (5.3 days and 5.4 days, respectively) (p= 0.12). Time to organism
identification was statistically significant between groups (1.3 days and 3.3 days respectively)
(p=0.0001).

Conclusion: Time to identification was the only significant finding, which favored rapid
culture identification. Although not statistically significant, time to optimal therapy was shorter
in the traditional culture cohort. This finding may have been impacted by patient-to-patient

variability with small sample sizes, infection source, and limitations in retrospective data
collection. Further studies should include a larger population size, expired patients, and
extended time periods for both cohorts.

Smith, Jacob | Morton Plant Hospital (PGY1 Resident) | jacobwilliam12@yahoo.com
Difference in opioid use expressed in morphine milligram equivalents
between lateral subvastus vs medial parapatellar approaches for total knee
arthroplasty

Background: Opioids are commonly prescribed to help manage postoperative pain. Studies
have shown that aggressive opioid prescribing can lead to negative outcomes, including
increased risk of addiction and postoperative complications. An orthopedic surgeon at our
institution has been using the lateral subvastus approach for total knee arthroplasty and has
anecdotally reported less postoperative pain and quicker recovery of muscle strength
compared to other approaches. The purpose of this study is to determine whether opioid
usage differs between the lateral subvastus vs medial parapatellar approaches in total knee
arthroplasty.

Methodology: This is an Institutional Review Board approved, retrospective observational
cohort study evaluating patients enrolled in elective surgery for total knee arthroplasty at
Morton Plant Hospital who underwent a lateral subvastus or medial parapatellar approach
between the dates of January 2019 to July 2025. The primary endpoint of this study is the
difference in total opioid use expressed in morphine milligram equivalents between lateral
subvastus vs medial parapatellar total knee arthroplasty. Secondary endpoints include
difference in preoperative plus intraoperative opioid use expressed in morphine milligram
equivalents, difference in postoperative opioid use expressed in morphine milligram
equivalents, difference in postoperative ambulation distance, difference in classes of non-
opioid pain medications used postoperatively and prescribed at discharge, hospital length of
stay, postoperative infection rate, and incidence of acute kidney injury (defined as increase in
serum creatinine by 50% within seven days or increase in serum creatinine by 0.3 mg/dL
within two days). All statistical data was calculated using Minitab 21 Statistical Software ™.
Using a difference of 28.9 morphine milligram equivalents, a power of 80%, and an alpha
value of 0.05, the calculated sample size for the primary outcome was 118 patients (59
patients in each group). The Student t-Test or Mann-Whitney U test was used to evaluate
continuous data, while Chi Squared or Fisher’s Exact test was used for categorical data.

Results: A total of 118 patients were included in this study with 59 patients in the lateral
subvastus group and 59 patients in the medial parapatellar group. Baseline characteristics
were similar between both groups. The difference in total opioid use expressed in morphine
milligram equivalents was statistically significant with a median of 71.5 [IQR= 45-116.25] in
the lateral group versus 123 [IQR= 75-150] in the medial group. The median preoperative
plus intraoperative morphine milligram equivalent was 30 [IQR= 30-60] in the lateral group
compared to 75 [IQR= 48-105] in the medial group, p<0.001. Postoperative median morphine
milligram equivalent was 30 [IQR= 7.5-60] in the lateral group vs 30.5 [IQR= 15-75] in the
medial group, p = 0.358. Hospital length of stay was statistically significant with a median of
27.35 hours [IQR= 12.63-30.17] in the lateral group compared to 29.07 hours [IQR= 14.72-
32.65] in the medial group. There were no statistically significant differences between both
groups in postoperative ambulation distance, classes of non-opioid pain medications used
postoperatively and prescribed at discharge, postoperative infection rates, and incidence of
acute kidney injury.

Conclusion: In patients undergoing total knee arthroplasty, there was a statistically
significant reduction in the total usage of opioids in the lateral subvastus group compared to
the medial parapatellar group. Less opioids were found to be used in the preoperative and
intraoperative setting in the lateral approach than the medial approach. Postoperative use of
opioids was found to be similar between both groups. Future studies that follow patients in

Page 112



Florida Residency Conference 2026

the outpatient setting are needed to determine if there is a difference in the postoperative
setting of opioid usage between both groups.

Smith, Makenzee | Memorial Hospital West (PGY1 Resident) |
makenzeersmith@gmail.com

Impact of an electronic health record advisory alert on early central line
placement for vasopressor therapy

Background: Timely administration of sympathomimetic vasopressors is critical for
managing hypotension in shock. Although vasopressors are traditionally administered via
central venous catheters (CVCs) due to concerns for extravasation, recent evidence supports
the safety of peripheral intravenous (P1V) administration, which enables faster therapy
initiation and may reduce unnecessary central line placement. The 2026 Surviving Sepsis
Guideline suggests starting vasopressors peripherally rather than waiting for central access
to prevent delays in therapy. Despite growing evidence, best practices for peripheral
vasopressor administration, including duration, catheter size, site selection, and monitoring,
remain unstandardized across institutions. An electronic health record advisory alert was
implemented to prompt central line placement after 12 hours of peripheral vasopressor use
across 5 adult hospitals within a community healthcare system. The objective of this study
was to evaluate the effectiveness of the advisory alert on reduction of the duration of
peripheral vasopressor administration via promotion of earlier CVC placement.

Methodology: This was an IRB-exempt, retrospective, multi-center, quasi-experimental,
pre—post study that compared a 1-month period prior to implementation of the electronic
health record advisory and a 1-month period following its implementation. Upon
administration of intravenous norepinephrine, epinephrine, dopamine, or phenylephrine,
nurses electronically linked the order to a specific catheter. The order remained linked until a
nurse modified the link to another line or the order was discontinued. Based on this advisory
alert criteria, the study included adult patients at acute care facilities within a healthcare
system who received norepinephrine, epinephrine, phenylephrine, and/or dopamine, which
was linked to a PIV for at least 12 hours. Patients with CVCs at vasopressor initiation or
those who started on vasopressors outside the system’s facilities were excluded. The
primary outcome was duration (in hours) of peripheral vasopressor administration, defined as
the time the vasopressor was linked to a peripheral line until either the time of CVC insertion
or vasopressor discontinuation, whichever occurred first. Secondary objectives included the
time from advisory alert to central line placement, the proportion of patients who were
transitioned to central administration within 24 hours of vasopressor initiation, and incidence
of extravasation events and CVC-related complications. Demographics and outcomes were
reported using descriptive statistics, utilizing Student T or Mann Whitney U tests to analyze
continuous variables and Chi-square or Fisher exact tests for categorical data as appropriate
(p < 0.05 for statistical significance). Statistical analyses were performed via Social Science
Statistics. This was an IRB-exempt, retrospective, multi-center, quasi-experimental, pre—post
study that compared a 1-month period prior to implementation of the electronic health record
advisory and a 1-month period following its implementation. Upon administration of
intravenous norepinephrine, epinephrine, dopamine, or phenylephrine, nurses electronically
linked the order to a specific catheter. The order remained linked until a nurse modified the
link to another line or the order was discontinued. Based on this advisory alert criteria, the
study included adult patients at acute care facilities within a healthcare system who received
norepinephrine, epinephrine, phenylephrine, and/or dopamine, which was linked to a PIV for
at least 12 hours. Patients with CVCs at vasopressor initiation or those who started on
vasopressors outside the system’s facilities were excluded. The primary outcome was
duration (in hours) of peripheral vasopressor administration, defined as the time the
vasopressor was linked to a peripheral line until either the time of CVC insertion or
vasopressor discontinuation, whichever occurred first. Secondary objectives included the
time from advisory alert to central line placement, the proportion of patients who were
transitioned to central administration within 24 hours of vasopressor initiation, and incidence

of extravasation events and CVC-related complications. Demographics and outcomes were
reported using descriptive statistics, utilizing Student T or Mann Whitney U tests to analyze
continuous variables and Chi-square or Fisher exact tests for categorical data as appropriate
(p < 0.05 for statistical significance). Statistical analyses were performed via Social Science
Statistics.

Results: In all, 304 patients were screened for eligibility; 29 and 41 were included in the pre-
alert implementation and post-alert implementation groups, respectively. Baseline
characteristics, including age, gender, race, and ethnicity, were similar between groups. The
most common reason for admission was infections in 16 (23%) patients. Overall, 39 (56%)
patients received norepinephrine, 30 (43%) patients received dopamine, 4 (6%) patients
received phenylephrine, and 3 (4%) patients received epinephrine peripherally. Thirty-six
(51%) patients were initiated on vasopressors in the emergency department, and 29 (41%) in
the intensive-care unit. The most common etiology of shock was septic shock (60%) followed
by cardiogenic shock (16%). Median duration of peripherally administered vasopressors
decreased from 9.6 hours (IQR 4.3-22.3) in the pre-alert implementation group to 4.0 hours
(IQR 1.4-15.9) in the post-alert implementation group (p = 0.095). Among the 23 and 31
patients who received central lines in the pre-alert and post-alert groups, respectively, there
was significantly earlier central line placement post-alert implementation, as central lines
were placed an average of 5.7 hours after initiation of vasopressors in the pre-alert group
compared to 1.8 hours in the post-alert group (p = 0.022). The 24-hour transition to CVC rate
increased from 78.3% to 93.5% (p = 0.122). For safety endpoints, an extravasation event
occurred only once (2.4%) in the post-alert group (p = 1.00), and central line complication
rates were similar between groups, 13.0% in the pre-alert group and 9.7% in the post-alert
group (p = 1.00). In all, 304 patients were screened for eligibility; 29 and 41 were included in
the pre-alert implementation and post-alert implementation groups, respectively. Baseline
characteristics, including age, gender, race, and ethnicity, were similar between groups. The
most common reason for admission was infections in 16 (23%) patients. Overall, 39 (56%)
patients received norepinephrine, 30 (43%) patients received dopamine, 4 (6%) patients
received phenylephrine, and 3 (4%) patients received epinephrine peripherally. Thirty-six
(51%) patients were initiated on vasopressors in the emergency department, and 29 (41%) in
the intensive-care unit. The most common etiology of shock was septic shock (60%) followed
by cardiogenic shock (16%). Median duration of peripherally administered vasopressors
decreased from 9.6 hours (IQR 4.3-22.3) in the pre-alert implementation group to 4.0 hours
(IQR 1.4-15.9) in the post-alert implementation group (p = 0.095). Among the 23 and 31
patients who received central lines in the pre-alert and post-alert groups, respectively, there
was significantly earlier central line placement post-alert implementation, as central lines
were placed an average of 5.7 hours after initiation of vasopressors in the pre-alert group
compared to 1.8 hours in the post-alert group (p = 0.022). The 24-hour transition to CVC rate
increased from 78.3% to 93.5% (p = 0.122). For safety endpoints, an extravasation event
occurred only once (2.4%) in the post-alert group (p = 1.00), and central line complication
rates were similar between groups, 13.0% in the pre-alert group and 9.7% in the post-alert
group (p = 1.00). In all, 304 patients were screened for eligibility; 29 and 41 were included in
the pre-alert implementation and post-alert implementation groups, respectively. Baseline
characteristics, including age, gender, race, and ethnicity, were similar between groups. The
most common reason for admission was infections in 16 (23%) patients. Overall, 39 (56%)
patients received norepinephrine, 30 (43%) patients received dopamine, 4 (6%) patients
received phenylephrine, and 3 (4%) patients received epinephrine peripherally. Thirty-six
(51%) patients were initiated on vasopressors in the emergency department, and 29 (41%) in
the intensive-care unit. The most common etiology of shock was septic shock (60%) followed
by cardiogenic shock (16%). Median duration of peripherally administered vasopressors
decreased from 9.6 hours (IQR 4.3-22.3) in the pre-alert implementation group to 4.0 hours
(IQR 1.4-15.9) in the post-alert implementation group (p = 0.095). Among the 23 and 31
patients who received central lines in the pre-alert and post-alert groups, respectively, there
was significantly earlier central line placement post-alert implementation, as central lines
were placed an average of 5.7 hours after initiation of vasopressors in the pre-alert group
compared to 1.8 hours in the post-alert group (p = 0.022). The 24-hour transition to CVC rate
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increased from 78.3% to 93.5% (p = 0.122). For safety endpoints, an extravasation event
occurred only once (2.4%) in the post-alert group (p = 1.00), and central line complication
rates were similar between groups, 13.0% in the pre-alert group and 9.7% in the post-alert
group (p = 1.00). In all, 304 patients were screened for eligibility; 29 and 41 were included in
the pre-alert implementation and post-alert implementation groups, respectively. Baseline
characteristics, including age, gender, race, and ethnicity, were similar between groups. The
most common reason for admission was infections in 16 (23%) patients. Overall, 39 (56%)
patients received norepinephrine, 30 (43%) patients received dopamine, 4 (6%) patients
received phenylephrine, and 3 (4%) patients received epinephrine peripherally. Thirty-six
(51%) patients were initiated on vasopressors in the emergency department, and 29 (41%) in
the intensive-care unit. The most common etiology of shock was septic shock (60%) followed
by cardiogenic shock (16%). Median duration of peripherally administered vasopressors
decreased from 9.6 hours (IQR 4.3-22.3) in the pre-alert implementation group to 4.0 hours
(IQR 1.4-15.9) in the post-alert implementation group (p = 0.095). Among the 23 and 31
patients who received central lines in the pre-alert and post-alert groups, respectively, there
was significantly earlier central line placement post-alert implementation, as central lines
were placed an average of 5.7 hours after initiation of vasopressors in the pre-alert group
compared to 1.8 hours in the post-alert group (p = 0.022). The 24-hour transition to CVC rate
increased from 78.3% to 93.5% (p = 0.122). For safety endpoints, an extravasation event
occurred only once (2.4%) in the post-alert group (p = 1.00), and central line complication
rates were similar between groups, 13.0% in the pre-alert group and 9.7% in the post-alert
group (p = 1.00).

Conclusion: There was no statistically significant difference between the duration of
vasopressors being administered peripherally during the study periods, though it was
numerically shorter post-implementation of an advisory alert for early central line placement.
CVCs were often placed before the electronic alert was activated, implying the alert may be
unnecessary. Few extravasation events were documented during limited durations of
peripheral vasopressor administration in this cohort. Future directions include assessing
alternative strategies to identify patients who will require prolonged vasopressor therapy to
necessitate CVC placement. There was no statistically significant difference between the
duration of vasopressors being administered peripherally during the study periods, though it
was numerically shorter post-implementation of an advisory alert for early central line
placement. CVCs were often placed before the electronic alert was activated, implying the
alert may be unnecessary. Few extravasation events were documented during limited
durations of peripheral vasopressor administration in this cohort. Future directions include
assessing alternative strategies to identify patients who will require prolonged vasopressor
therapy to necessitate CVC placement. There was no statistically significant difference
between the duration of vasopressors being administered peripherally during the study
periods, though it was numerically shorter post-implementation of an advisory alert for early
central line placement. CVCs were often placed before the electronic alert was activated,
implying the alert may be unnecessary. Few extravasation events were documented during
limited durations of peripheral vasopressor administration in this cohort. Future directions
include assessing alternative strategies to identify patients who will require prolonged
vasopressor therapy to necessitate CVC placement. There was no statistically significant
difference between the duration of vasopressors being administered peripherally during the
study periods, though it was numerically shorter post-implementation of an advisory alert for
early central line placement. CVCs were often placed before the electronic alert was
activated, implying the alert may be unnecessary. Few extravasation events were
documented during limited durations of peripheral vasopressor administration in this cohort.
Future directions include assessing alternative strategies to identify patients who will require
prolonged vasopressor therapy to necessitate CVC placement.

Sokolova, Kristina-Teodora | Morton Plant North Bay Hospital (PGY1 Resident) |
krissysokolova@yahoo.com

Impact of Rapid Blood Culture Identification (BCID2) on Time Targeted
Antifungal Therapy in Patients with Fungemia: A Pre/Post Retrospective
Evaluation

Background: Fungemia is a serious bloodstream infection in hospitalized patients.
Conventional microbiologic workflows delay species identification that may result in
suboptimal empiric therapy. The BIOFIRE® Rapid Blood Culture Identification 2 (BCID2) is a
rapid, multiplex, PCR based assay capable of identifying six Candida species and
Cryptococcus from positive blood cultures within one hour of positive gram stain. The
purpose of this study is to evaluate the impact of BCID2 implementation on the timeliness of
antifungal therapy initiation in patients with fungemia across one healthcare system's
hospitals.

Methodology: This is an IRB approved, multicenter, pre/post retrospective evaluation
conducted across 11 hospitals. The pre BCID2-implementation group was between 7/1/23
and 6/30/24 and the post BCID2-implementation period was between 9/1/24 and 8/30/25.
Hospitalized patients with a positive blood culture for common fungal microorganisms were
included. Patients were excluded if they were less than 18 years old, discharged or expired
within 24 hours of admission, or initiated on antifungals prior to their blood culture being
drawn. The primary outcome was time to initiation of antifungal therapy following Gram stain
in pre group and BCID2 result in the post group. The secondary outcomes include time from
blood culture draw to positive fungus identification and antifungal initiation, ICU and hospital
length of stay, in-hospital mortality, composite of mortality with hospice/CMO, number of
treatment changes, duration of antifungal therapy, and 30-day readmission.

Results: Seventy-seven patients meeting criteria in each group were evaluated. The
baseline characteristics between the two groups were similar except there were more
patients with acute renal failure in the post group (58.4% vs 40.4% p = 0.02). For the primary
outcome, although there was a decrease in time of 1.4 hours from Gram
stain(pre)/BCID2(post) to antifungal initiation in the post group, this was not statistically
significant (3.7hr [1.6,8.3] versus 5.1hr [1.7,12.2] p = 0.46). For secondary outcomes, there
was no significant difference in the time from Gram stain to antifungal order or blood draw to
initiation of therapy. The time from blood culture draw to fungus identification was
significantly shorter in the post BCID2 group. A significantly shorter ICU and hospital length
of stay and less treatment modifications were seen in the post BCID2 group.

Conclusion: Time to the initiation of antifungal therapy did not differ significantly in the pre
group with the reporting of the Gram stain for yeast versus the post group where BCID2
fungus identification is reported at the same time as the Gram stain. The ICU and hospital
length of stay was shorter in the BCID2 group as well as the number of modifications in
antifungal therapy. BCID2 could be an important stewardship tool for assuring appropriate
initial antifungal therapy in patients with fungemia.

Spicer, Madison | HCA Florida Memorial Hospital (PGY1 Resident) |
mhouston5300@gmail.com

READMITT-ED trial: comparing 30-day READMIssion raTes beTween
Empagliflozin and Dapagliflozin in heart failure patients

Background: Sodium-glucose co-transporter 2 (SGLT2) inhibitors were introduced in the
2022 American Heart Association (AHA) guideline for the management of heart failure as a
mainstay in guideline-directed medical therapy (GDMT).1 These agents were established as
evidence-based treatment options after landmark trials demonstrated significant outcomes in
the reduction of heart failure-related hospitalizations and cardiovascular death. In both the
EMPEROR-Reduced trial and the DAPA-HF trial, the benefit of the SGLT2 inhibitor on the
primary composite outcome was driven mainly by a reduction in hospitalizations for heart
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failure.2 It is noted in the EMPEROR-Reduced trial that hospitalizations for heart failure
occurred in 181 subjects (15.9%) versus 275 subjects in the placebo arm (24.8%) [HR 0.60,
95% CI (0.47-0.78)].3 Similarly, in the DAPA-HF trial it is noted that hospitalizations for heart
failure occurred in 231 subjects (9.7%) versus 318 subjects in the placebo arm (13.4%) [HR
0.7, 95% CI (0.59-0.83)].4 Due to an absence of head-to-head trials evaluating the incidence
of recurrent heart failure hospitalizations between these two agents, this study was
conducted to directly compare empagliflozin and dapagliflozin. By comparing these agents,
this research aims to provide evidence that may generate further discussion between the use
of empagliflozin versus dapagliflozin.

Methodology: The READMITT-ED trial was a single centered, retrospective cohort review
evaluating two proportional independent variables, empagliflozin and dapagliflozin. It was
determined that a target number of 910 subjects (N=455 in the empagliflozin group; N=455 in
the dapagliflozin group) would provide a power of 80% to detect a significant difference in the
primary outcome between the two study arms with a two-sided alpha level of 0.05. Data was
collected from October 2025 to January 2026. The primary outcome was to detect a
significant difference in 30-day readmission rates between empagliflozin and dapagliflozin for
patients hospitalized with acute heart failure and pre-existing heart failure diagnoses.
Secondary outcome measures include 90-day and 365-day readmission rates for heart
failure related indications between the two study arms. All re-admissions outside of the 365-
day window were excluded. Data was measured using the Pearson Chi-Square test to
compare proportions between the two groups. The READMITT-ED trial was a single
centered, retrospective cohort review evaluating two proportional independent variables,
empagliflozin and dapagliflozin. It was determined that a target number of 910 subjects
(N=455 in the empagliflozin group; N=455 in the dapagliflozin group) would provide a power
of 80% to detect a significant difference in the primary outcome between the two study arms
with a two-sided alpha level of 0.05. Data was collected from October 2025 to January 2026.
The primary outcome was to detect a significant difference in 30-day readmission rates
between empagliflozin and dapaglifiozin for patients hospitalized with acute heart failure and
pre-existing heart failure diagnoses. Secondary outcome measures include 90-day and 365-
day readmission rates for heart failure related indications between the two study arms. All re-
admissions outside of the 365-day window were excluded. Data was measured using the
Pearson Chi-Square test to compare proportions between the two groups.

Results: Results following this intervention are pending as data collection is currently
ongoing with anticipated completion by March 2026. Safety outcomes are expected to align
with previous evidence presented in the EMPEROR-Reduced and DAPA-HF landmark trials.
Results following this intervention are pending as data collection is currently ongoing with
anticipated completion by March 2026. Safety outcomes are expected to align with previous
evidence presented in the EMPEROR-Reduced and DAPA-HF landmark trials. Results
following this intervention are pending as data collection is currently ongoing with anticipated
completion by March 2026. Safety outcomes are expected to align with previous evidence
presented in the EMPEROR-Reduced and DAPA-HF landmark trials.

Conclusion: This trial aims to directly compare dapagliflozin versus empagliflozin in reducing
hospital readmission rates at 30 days. This trial aims to directly compare dapagliflozin versus
empagliflozin in reducing hospital readmission rates at 30 days. This trial aims to directly
compare dapagliflozin versus empagliflozin in reducing hospital readmission rates at 30
days. This trial aims to directly compare dapagliflozin versus empagliflozin in reducing
hospital readmission rates at 30 days.

Stavely, Bethany | UF Health Jacksonville (PGY1 Resident) |
bethanyjrichardson98@gmail.com

Management of Hypertension in Those with Traumatic Brain Injuries

Background: Traumatic brain injury (TBI) remains one of the leading causes of death in the
emergency settings, accounting for 4.8 million emergency department visits and 69,000

deaths annually. TBI management heavily relies on maintaining adequate cerebral perfusion
pressure (CPP) through careful management of blood pressure following brain injury. In
current guidelines, there are clear and consistently linked poor outcomes between TBls and
hypotension. However, there continues to be limited data regarding safety and outcomes
associated with hypertension and the optimal, if any, timing for antihypertensive
management.

Methodology: The objective of this study is to compare the safety and functional outcomes
through changes in the Glasgow Coma Scale (GCS) of permissive and strict blood pressure
management, and to help determine the appropriate place for antihypertensive management.
This study is a retrospective, single-center cohort study of adults aged 18-99 years who have
been admitted to the intensive care unit (ICU) between January 2020 and December 2024.
Patients included must have a documented TBI categorized as severe (GCS < 8). Patients
excluded from the study fall into categories such as those presenting with stroke, pregnancy,
alcohol intoxication, end stage renal disease (ESRD), or death within 72 hours of admission.
Data collection occurred through the Trauma Databank and electronic health records. For
statistical analysis, ANOVA will be used to assess trends in the GCS, while multivariable
linear regression will help adjust for confounders. The primary outcome is to measure change
in GCS in those with permissive hypertension goals (> 160 mmHg) versus those with tighter
blood pressure goals (110-160 mmHg) within 72 hours of TBI. Secondary endpoints aim to
compare the relationship between antihypertensive use and changes in GCS from admission
to day 7 as well as timing of antihypertensive administration.

Results: A total sample size of 121 patients have been included in the results of this study.
725 patients were screened with only 121 patients meeting the inclusion criteria as stated
above. A majority of patients included presented with a GCS of 3. Demographically, patients
were mostly white males with ages that varied from 18 to 91 years. Only 18 of the included
patients had a history of hypertension. Of the antihypertensives that were prescribed most
were scheduled medications. While propranolol was the most prescribed, this medication
was primarily used for sympathetic storming that is commonly associated with severe TBls.
Amlodipine was the second most common antihypertensive being used in this patient
population. Of the PRN medications, Labetalol and Hydralazine were commonly prescribed
together with the most consistent PRN parameters being SBP > 160 mmHg. From a
neurologic standpoint, 100 of the 121 patients had neurological improvements with most of
these improvements occurring on day 2 of the hospital stay. On average, antihypertensives
were started on day 3 of the hospital stay.

Conclusion: Within this patient population, antihypertensive medications were mostly
initiated early in the hospital course with the average being on day 3. Of the PRN
medications that were used, Labetalol and Hydralazine were most common with parameters
for use mostly being systolic blood pressures > 160 mmHg. Neurologic improvement was
seen in the majority of patients but occurred in the first 2 days which was prior to most
antihypertensive therapy. These findings suggest that there may be variability in the
management of blood pressure within the population of severe TBls. There is still further
statistical analysis needed to better characterize the relationship between blood pressure
control with antihypertensives and neurologic recovery.

Stengel, Joel | Tallahassee Memorial HealthCare (PGY2 Resident) |
cstengel224@gmail.com

Intravenous Ondansetron versus Palonosetron for Prevention of Delayed
Chemotherapy Induced Nausea and Vomiting for Moderately Emetogenic
Chemotherapy Regimens

Background: Nausea and vomiting are the most common adverse events associated with
chemotherapy administration. Two common chemotherapy regimens with moderate
emetogenic risk include FOLFIRI (containing irinotecan) and FOLFOX (containing
oxaliplatin). Several antiemetics are available to prevent delayed nausea and vomiting for
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chemotherapy patients, and current guidelines recommend the use of 5-HT3 antagonists for
moderately emetogenic regimens. The two most common of these agents include
ondansetron and palonosetron. These antiemetics have similar efficacy at equivalent doses,
but palonosetron has a much longer half-life, which comes with a higher cost. The last study
comparing these medications for moderate emetogenic chemotherapy agents was over two
decades ago, and while the researchers found that palonosetron was superior to
ondansetron, clinical practice has changed since the study was conducted. Another study
found that the average total cost of care for treatment of chemotherapy induced nausea and
vomiting is $724.78, further emphasizing the need for cost effective antiemetic therapy. This
study aims to re-evaluate the 5-HT3 receptor antagonist of choice for patients receiving
FOLFIRI or FOLFOX chemotherapy regimens by measuring rates of patient-reported nausea
while accounting for the costs of the medications.

Methodology: This retrospective chart review was conducted for patients with encounters at
an outpatient cancer center at Tallahassee Memorial HealthCare (TMH). Adults 18 years of
age and older undergoing chemotherapy with FOLFIRI or FOLFOX regimens and receiving
ondansetron 16 mg or palonosetron 0.25 mg were included in the study. Patients were
excluded if their chemotherapy plan was modified to include chemotherapy agents that are
listed as highly emetogenic, received another 5-HT3 receptor antagonist, pregnant, or
received radiation therapy of the upper abdomen or cranium. The primary endpoint was
patient-reported nausea. Secondary endpoints included an extrapolation of the primary
endpoint with associated costs and the change in QTc interval from baseline. This
retrospective chart review was conducted for patients with encounters at an outpatient
cancer center at Tallahassee Memorial HealthCare (TMH). Adults 18 years of age and older
undergoing chemotherapy with FOLFIRI or FOLFOX regimens and receiving ondansetron 16
mg or palonosetron 0.25 mg were included in the study. Patients were excluded if their
chemotherapy plan was modified to include chemotherapy agents that are listed as highly
emetogenic, received another 5-HT3 receptor antagonist, pregnant, or received radiation
therapy of the upper abdomen or cranium. The primary endpoint was patient-reported
nausea. Secondary endpoints included an extrapolation of the primary endpoint with
associated costs and the change in QTc interval from baseline.

Results: 225 patient encounters were reviewed with 130 encounters being included in the
analysis (ondansetron, n = 98; palonosetron, n = 32). There was a larger number of females
in the ondansetron group (55% female) and a larger number of males in the palonosetron
group (91% male). The mean age was 63 years for the ondansetron group and 52 years for
the palonosetron group, and the primary cancer types included colon, pancreas, rectum, and
neuroendocrine. There was not a significant difference in the rate of patient-reported nausea
for ondansetron compared to palonosetron (22% v. 9%, p = 0.1). The ondansetron group had
a wider array of documented gastrointestinal co-morbidities, higher use of other anti-cancer
agents, and experienced nausea earlier in their treatment cycles. When the data was
extrapolated with cost of care for chemotherapy induced nausea and vomiting, the total cost
(including direct and indirect costs) for the ondansetron group was $15,945.16 compared to
$2,174.34 for the palonosetron group. The costs include those of the patient and the health
system.

Conclusion: In this retrospective chart review, there was not a significant difference in the
rates of patient-reported nausea when using ondansetron or palonosetron as the 5-HT3
receptor antagonist for moderately emetogenic chemotherapy regimens. The patients that
received ondansetron had a higher rate of reported nausea, which resulted in higher costs for
the patient and health system during the study period. In this retrospective chart review, there
was not a significant difference in the rates of patient-reported nausea when using
ondansetron or palonosetron as the 5-HT3 receptor antagonist for moderately emetogenic
chemotherapy regimens. The patients that received ondansetron had a higher rate of
reported nausea, which resulted in higher costs for the patient and health system during the
study period. In this retrospective chart review, there was not a significant difference in the
rates of patient-reported nausea when using ondansetron or palonosetron as the 5-HT3
receptor antagonist for moderately emetogenic chemotherapy regimens. The patients that

received ondansetron had a higher rate of reported nausea, which resulted in higher costs for
the patient and health system during the study period. In this retrospective chart review, there
was not a significant difference in the rates of patient-reported nausea when using
ondansetron or palonosetron as the 5-HT3 receptor antagonist for moderately emetogenic
chemotherapy regimens. The patients that received ondansetron had a higher rate of
reported nausea, which resulted in higher costs for the patient and health system during the
study period.

Stewart, Andrew | Orlando Regional Medical Center (PGY2 Resident) |
ats0080@auburn.edu

Evaluation of Rimegepant for Migraine on Emergency Department
Throughput

Background: This study aimed to assess the impact of rimegepant on emergency
department throughput in comparison to usual care in patients presenting with acute
migraines. Outcomes included time to discharge, pain relief, need for rescue medications,
and adverse events. This study also aimed to fill gaps in the literature relevant to current
emergency department practice. Understanding the impact of this agent on emergency
department practice could inform future migraine management protocols, better define the
role of calcitonin gene-related peptide antagonists in emergency departments, and contribute
to improved resource utilization.

Methodology: This retrospective chart review included adult patient data collected between
December 1, 2022, and June 1, 2025, with a primary international classification of diseases
diagnosis code of migraine or headache at Orlando Regional Medical Center's emergency
department and were subsequently discharged from the emergency department. Patients
were divided based on the initial migraine treatment received: usual therapy or rimegepant.
The primary outcome was the time to discharge order between the two groups. Secondary
outcomes included the need for rescue therapy, change in pain scores, pain score at
discharge, presence of bothersome symptoms at presentation and reassessment, use of
opioid therapy, emergency department return visits within 72 hours, adverse effects, and
associated drug costs. Exclusion criteria included co-administration of rimegepant and usual
therapy within 30 minutes of initial treatment, receipt of opioids, NSAIDs, or other analgesics
for non-migraine-related conditions, or administration of lasmiditan. All data were analyzed
using SPSS statistical software.

Results: A total of 200 patients were included: 178 patients received usual therapy group
and 22 patients received rimegepant. A majority of patients in both groups presented late into
migraine onset, >24 hours, with low use of medications prior to arrival. Prochlorperazine was
the most used agent in the usual therapy group. The emergency department length of stay
was not significantly different: 4.19 (£2.77) hours and 3.68 (+1.27) hours in the usual therapy
and rimegepant groups respectively. Rescue therapy was required in 37 (20.8%) patients in
the usual therapy group and 3 (13.6%) patients in the rimegepant group (p = 0.577). The
average change in pain scores for the Rimegepant group was 5 (+1.76) and the average
change in pain score for the usual therapy group was 5.72 (+2.99). Only three patients
returned to the emergency department within 72 hours, all in the usual therapy group. Neither
group experienced any medication related adverse reactions. Opioids use for rescue
treatment of migraines was similar between groups.

Conclusion: In this retrospective analysis, rimegepant did not result in shorter emergency
department length of stays when compared to usual therapy. Secondary clinical and
operational outcomes were also similar between groups. Rimegepant is significantly more
expensive, $161.29, compared to the two most common usual therapy agents
prochlorperazine and ketorolac, $11.10 and $4.50 respectively. Although rimegepant
appears to be safe and effective for the treatment of acute migraine and was not associated
with increased opioid use. Larger studies are still needed to evaluate potential differences in
clinical outcomes of rimegepant and any potential benefits.
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Tahsini, Nikta | Sarasota Memorial Hospital Venice (PGY1 Resident) |
nikkitahsini@gmail.com

Antibiotic Stewardship for Asymptomatic Bacteriuria Within the Emergency
Department of a Community Healthcare System

Background: Asymptomatic bacteriuria (ASB) is defined as the isolation of bacteria (=105
colony-forming units) in a urine sample without signs or symptoms of infection. Per the
Infectious Diseases Society of America 2019 guidelines, adult patients with ASB do not
warrant antibiotics unless they are pregnant or are undergoing an invasive urologic
procedure. A recent medication use evaluation (MUE) within the Emergency Department
(ED) of a community healthcare system identified high treatment rates of ASB and in
response, an adjustment to the ED order sets was implemented. To determine if this
adjustment was effective in reducing ASB treatment rates, this retrospective review was
developed.

Methodology: The primary outcome of this study was to measure the rate of unnecessary
treatment of ASB. Secondary outcomes included the difference in the rate of unnecessary
ASB treatment compared with baseline, Clostridioides difficile occurrence within 90 days of
receiving antibiotics, number of antibiotics received for index culture, antibiotic treatment
duration, hospital admission due to urine culture results, ED returns due to positive urine
culture results, and bacteremia within 90 days after positive urine cultures. Inclusion criteria
for this study were patients who were seen within the Sarasota Memorial Hospital Venice ED
with a positive urine culture. Exclusion criteria were patients who were pregnant, less than 18
years old, had a urologic procedure within seven days of presentation, documented urinary
symptoms, systemic signs of infection, had antibiotics administered for suspected or
confirmed concomitant infection, sexual assault victims, or neutropenic patients (ANC <1,500
cells/pL).

Results: One-hundred patients were included in this study after 612 patients were screened
from July 2025 to February 2026. Twenty-seven percent were male and 73% were female.
Eighty-two percent of patients received antibiotics for ASB. For the secondary outcomes,
there was a 10.8% increase in antibiotic use for ASB compared with baseline. Two patients
developed a Clostridioides difficile infection within 90 days of receiving antibiotics, 81% of
patients received one course of antibiotics, and 1% received two courses. The mean
treatment duration was five days, 2% of patients were admitted for ASB treatment, 1% of
patients returned to the ED due to positive urine culture results, and 1% had a bacteremia
within 90 days of positive urine culture results.

Conclusion: This study shows the rate of treatment for ASB increased after the order set
adjustment from the previous MUE. Further interventions to promote patient care
optimization should be considered. Process improvement interventions such as the removal
of the automatic selection of “UA with Reflex” from order sets, requiring providers to
document urinary symptoms to warrant antibiotic use, and ED staff education regarding ASB
management may be recommended.

Thivierge, Melissa | HCA Florida Trinity Hospital (PGY1 Resident) |
mthivierge82@gmail.com

Impact of pharmacist-led review of discharge medication lists on
anticoagulation prescribing accuracy

Background: Missing anticoagulation at hospital discharge poses a significant patient safety
risk, potentially leading to life-threatening thromboembolic events. Despite pharmacist review
of anticoagulants during hospital admission, medication errors at discharge may occur
despite appropriate inpatient management. This study aims to evaluate the impact of a

pharmacist-led discharge medication review on reducing omitted new start anticoagulant
therapy in hospitalized patients upon discharge.

Methodology: This retrospective observational study was conducted at a community
hospital in Florida across two 5-month periods: a pre-intervention phase (October 2024—
February 2025) and a post-intervention phase (October 2025—-February 2026). Adult
inpatients newly initiated on qualifying oral anticoagulants were included at the time a
pharmacy order was placed. Patients transitioned to oral anticoagulation dosage forms from
prior heparin or enoxaparin therapy during the hospital admission and those with pre-existing
anticoagulation home regimens were excluded. A clinical pharmacist reviewed laboratory
parameters and monitored discharge orders daily, identifying omitted anticoagulants,
inappropriate doses, duplications, interactions, and other drug therapy problems. Pharmacist
interventions and prescriber acceptance were recorded. Primary outcome was the number of
omitted anticoagulant prescriptions. Secondary outcomes included inappropriate
anticoagulant doses identified and corrected, total pharmacist interventions, and prescriber
acceptance rates. Statistical analyses were performed using t-tests and chi-square tests to
evaluate differences between pre- and post-intervention groups. A P-value < 0.05 was
considered statistically significant.

Results: Among 1,300 patients reviewed, 193 met inclusion criteria during the pre-
intervention phase, with 92% receiving an anticoagulant at discharge, 16 missing
prescriptions, and 34 inappropriate doses per indication. In the post-intervention phase, 188
patients met criteria for new start anticoagulation with apixaban, rivaroxaban, dabigatran or
warfarin. There was a 98% anticoagulant prescription rate, 2 missing prescriptions, and 15
inappropriate doses per indication. Pharmacists completed 39 interventions among new start
anticoagulation therapies in the post-interventions phase; 5 recommendations were rejected.
Reductions in inappropriate dosing (P = 0.005) and missing discharge prescriptions (P <
0.001) were statistically significant by chi-square analysis.

Conclusion: A pharmacist-driven discharge reconciliation process was associated with
meaningful reductions in anticoagulant omissions and reductions of inappropriate dosing.
These findings support standardized pharmacist involvement in discharge medication
reconciliation for anticoagulation to address safety vulnerabilities during care transitions.
Further evaluation should assess clinical outcomes and the feasibility and scalability of
pharmacist involvement.

Thompson, Cristina | Memorial Regional Hospital (PGY1 Resident) |
cristiutset@yahoo.com

Four-Factor Prothrombin Complex Concentrate Use in Heart Transplant: An
Evaluation of Post-operative Thrombotic Complications

Background: Heart failure (HF) remains a progressive condition that may ultimately require
mechanical circulatory support (MCS) or heart transplantation despite advances in medical
therapy. Management decisions are guided by an interdisciplinary advanced HF team,
incorporating patient optimization, risk stratification using INTERMACS profiles and NYHA
classification, and evaluation of surgical options. Both temporary MCS (T-MCS), including
Impella and intra-aortic balloon pumps (IABPs), and durable MCS (D-MCS), such as left
ventricular assist devices (LVADSs) like the HeartMate 3, play critical roles in bridging patients
to transplant or serving as destination therapy. Anticoagulation (AC) is essential across all
device types to mitigate thrombotic risk, with intravenous unfractionated heparin as standard
therapy and direct thrombin inhibitors such as bivalirudin, as alternatives in select
populations. For patients undergoing transplantation, reversal of warfarin effect—commonly
with four-factor prothrombin complex concentrate (PCC4) and vitamin K—is necessary but
carries potential thromboembolic risk. As transplant volumes increase under updated
allocation systems, optimizing AC strategies in patients supported with MCS devices remains
crucial to improving outcomes and minimizing complications in this high-risk population.
During OHT surgeries, patients can receive PCC4 and other blood/factor products to
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overcome post-operative coagulopathy. This study was undertaken to evaluate the incidence
of post-operative thrombotic complications in heart transplant patients who received PCC4
intraoperatively.

Methodology: This was a single-center retrospective chart review at a certified heart
transplant center. Eligible adult advanced HF patients underwent OHT with MCS device
explant between October 2018 and August 2024. Patients were excluded if they had
HeartMate2 or biventricular assist device MCS, were on extracorporeal membrane
oxygenation, required inotrope bridging with no MCS support, or if they were pregnant. The
primary outcome was the incidence of 30-day post-transplant thrombotic complications,
defined as venous thromboembolism (VTE), myocardial infarction (MI), stroke or other
arterial thromboembolic events between patients with prior D-MCS versus T-MCS.
Secondary outcomes included incidence of 7-day major and/or minor bleeding events per
Bleeding Academic Research Consortium (BARC) criteria, incidence of 30-day post-
operative complications (post-transplant operating room visit, emergent relisting, delayed
sternal closure, and sternal wound infections), duration of mechanical ventilation, post-
operative length of stay [intensive care unit (ICU) and hospital], and 30-day in-hospital
mortality. Descriptive statistics were used to describe the data. Chi-square tests and
Student’s t-tests were used to analyze and compare nominal and ratio data respectively. A p-
value < 0.05 was considered statistically significant.

Results: Among the 39 patients included, 14 had D-MCS and 25 had T-MCS devices prior to
OHT. The mean PCC4 dose was 3288.90+1575.39 units overall and comparable between
cohorts, with 3282.50 + 1599.37 units in D-MCS and 3115.83+1228.52 units in T-MCS.
Duration of mechanical ventilation was 4.9446.41 days overall, with 5.01+6.48 days in the T-
MCS cohort and 4.67+6.41 days in the D-MCS cohort. Post-operative ICU length of stay was
28.50 * 66.54 days in the T-MCS cohort (n=25) and 32.03 + 67.35 days in the D-MCS cohort
(n=14), yielding a 2-sided p-value of 0.88. The mean post-operative hospital length of stay
was 34.79167.87 days in the D-MCS cohort and 34.211+68.67 days in the T-MCS cohort. One
patient in the D-MCS cohort (7%) experienced an arterial thrombosis event (p=0.1758) 30-
days post-transplant, with no other postoperative thromboembolic events (VTE, MI, or stroke)
reported in either cohort. Overall, 35.9% (n=14) of patients returned to the operating room
following OHT, with 16% (n=4) in the T-MCS cohort and 71.4% (n=10) in the D-MCS cohort.
However, no patients were re-listed for transplant. Only one patient required a massive
transfusion protocol activation post-transplant. The 30-day in-hospital mortality rate was 5.1%
(n=2), with no deaths in the T-MCS cohort and 2 deaths (14.3%) in the D-MCS cohort.

Conclusion: Use of intraoperative PCC4 during OHT did not result in an increased incidence
of 30-day post-transplant thrombotic complications regardless of T-MCS or D-MCS. There
were some differences noted amongst the two cohorts when evaluating secondary
outcomes. The clinical significance of these findings must be determined in a larger clinical
trial that includes an intraoperative protocol for PCC4 use. Use of intraoperative PCC4 during
OHT did not result in an increased incidence of 30-day post-transplant thrombotic
complications regardless of T-MCS or D-MCS. There were some differences noted amongst
the two cohorts when evaluating secondary outcomes. The clinical significance of these
findings must be determined in a larger clinical trial that includes an intraoperative protocol
for PCC4 use. Use of intraoperative PCC4 during OHT did not result in an increased
incidence of 30-day post-transplant thrombotic complications regardless of T-MCS or D-
MCS. There were some differences noted amongst the two cohorts when evaluating
secondary outcomes. The clinical significance of these findings must be determined in a
larger clinical trial that includes an intraoperative protocol for PCC4 use. Use of intraoperative
PCC4 during OHT did not result in an increased incidence of 30-day post-transplant
thrombotic complications regardless of T-MCS or D-MCS. There were some differences
noted amongst the two cohorts when evaluating secondary outcomes. The clinical
significance of these findings must be determined in a larger clinical trial that includes an
intraoperative protocol for PCC4 use.

Thompson, Kyra | Memorial Regional Hospital (PGY1 Resident) |
kyraalexus@outlook.com

Time-of-Day Administration of Frontline Immune Checkpoint Inhibitors in
Metastatic NSCLC: A Real-World Analysis

Background: Immune checkpoint inhibitors (ICls) have significantly improved outcomes in
advanced malignancies yet despite their clinical efficacy, clinical outcomes remain variable.
Influencing factors include tumor biology, patient characteristics, and treatment-related
factors. Emerging evidence suggests that circadian rhythms may impact immune function
and potentially influence ICI efficacy and toxicity based on time of administration. However,
real-world data (RWD) evaluating time-of-day (ToD) administration remain limited, and no
standardized recommendations exist. This study aimed to characterize ToD patterns of ICI
administration at Memorial Cancer Institute, and compare clinical outcomes between early
and late administration, including overall survival (OS), progression-free survival (PFS), and
immune-related adverse events (irAEs), in patients with advanced non—small cell lung cancer
(NSCLC).

Methodology: A retrospective chart review was conducted of adult patients (aged 18—90
years) with metastatic NSCLC who received frontline chemoimmunotherapy between
January 1, 2021, and December 31, 2024, at a multisite academic/community healthcare
system. Data collected included patient demographics, regimen, administration timing,
survival outcomes, and incidence of irAEs. Patients were stratified based on ToD of
administration, defined as 275% of doses administered before 12:00 PM (early) or after 12:00
PM (late). Primary outcomes included ToD distribution, OS, and PFS. Secondary outcomes
included safety outcomes stratified by ToD. Statistical analyses were performed using
parametric and nonparametric methods, with significance defined as p<0.05.

Results: A total of 13,908 ICI doses were administered, with 6,969 (50.1%) occurring before
12:00 PM. Of 297 patients screened, 82 (27.6%) met inclusion criteria; 36 (43.9%) were
classified as early administration and 46 (56.1%) as late administration. At data cutoff, 52
deaths (63.4%) were observed. The early group had 21 OS events (58.3%), while the late
group had 31 OS events (67.4%). A total of 65 progression events (79.3%) occurred, with 29
events (80.6%) in the early group and 36 events (78.3%) in the late group. Median OS was
21 months in the early group versus 16 months in the late group (p=0.376). Median PFS was
13 months in the early group versus 8 months in the late group (p=0.476). Cutaneous,
hepatic, and gastrointestinal irAEs were most common. Elevated liver enzymes occurred in
27.8% of early patients versus 17.4% of late patients. Skin rash occurred in 27.8% and
19.6%, respectively, and colitis in 11.1% and 15.2%, respectively.

Conclusion: In this real-world cohort, ICl administration occurred evenly across morning and
afternoon time periods. Early administration was associated with numerically longer median
OS and PFS, however, these differences were not statistically significant. Safety profiles
were generally comparable between groups. These exploratory findings support further
evaluation in larger, adjusted datasets, including patients treated with curative intent.

Torres, Austin | Miami VA Healthcare System (PGY1 Resident) | austin.torres1@va.gov
Continuous glucose monitors impact on A1c in pharmacist-led clinics

Background: Continuous glucose monitors (CGMs) have become an increasingly
recommended tool for diabetes management, highlighted in the 2025 ADA Standards of
Care. CGMs provide real-time glucose data, improve clinical decision-making, and have
been associated with reductions in A1c and increased time in range compared to traditional
finger-stick monitoring. At the Miami VA Healthcare System, clinical pharmacist practitioners
(CPPs) routinely use CGM data through the LibreView platform to optimize glycemic
management in Veterans with type 2 diabetes mellitus (T2DM). This project evaluated the
impact of CGM initiation on glycemic outcomes in Veterans on insulin therapy followed in
pharmacist-led clinics.

Page 118



Florida Residency Conference 2026

Methodology: A retrospective review was conducted on Veterans with T2DM who initiated a
CGM between June 2024 and February 2025. Patients were identified through CGM
dispensing records. Inclusion criteria included diagnosis of T2DM, active insulin therapy, and
pre-CGM A1c >8%. Exclusion criteria included type 1 diabetes, <80% active sensor use, and
CGM initiation outside the VA system. Utilizing the Miami VAHS EHR (CPRS) and LibreView,
data collected included pre- and post-CGM A1c, post-CGM glucose management indicator
(GMI), time in range, sensor adherence, and number of CPP follow-ups and therapy
interventions.

Results: A total of 36 patients met inclusion criteria, with an average age of 67 years, 91.7%
male, and 8.3% female. The mean pre initiation A1c was 9.00%, which decreased to 7.36%
post-CGM initiation, representing an average absolute reduction of 1.64% and a relative
reduction of 22.82%. The mean post initiation GMI was 7.24% with a relative difference of -
1.63% when compared with A1c. The average time in target glucose range (70—180 mg/dL)
was 64.24%. Patients had an average of 4.86 CPP follow-up visits and received an average
of 3.88 medication interventions with an average follow-up period of 7.8 months.

Conclusion: Initiation of CGM in Veterans with T2DM receiving insulin therapy within
pharmacist-led clinics at the Miami VA was associated with considerable improvements in
A1c, more informed medication interventions and frequent patient follow-up. These findings
support the clinical value of CGM use in diabetes management and the role of CPPs in
optimizing outcomes for patients with uncontrolled T2DM.

Torres, Brian | Bay Pines VA Healthcare System (PGY2 Resident) |
brian5912@hotmail.com

Improving sodium-glucose cotransporter-2 inhibitor metrics in diabetic
patients with atherosclerotic cardiovascular disease, heart failure and/or
chronic kidney disease

Background: SGLT2 inhibitors are a class of oral antihyperglycemic agents initially
developed for the management of type 2 diabetes mellitus (T2DM). In addition to improving
glycemic control, these medications have demonstrated significant cardiovascular and renal
protective effects. Randomized controlled trials have shown benefits in reducing major
adverse cardiovascular events and slowing progression of CKD. As a result, recent clinical
guidelines recommend SGLT2 inhibitors for patients with T2DM and comorbid conditions
such as ASCVD, CKD, or HF. Despite strong evidence supporting their use, barriers such as
adverse drug reactions (ADRs) and incomplete documentation may limit appropriate
utilization.

Methodology: This study is a single-center retrospective cohort study conducted at the Bay
Pines VA Healthcare System specifically focused on the St. Petersburg, Bradenton, and
Sarasota clinics. Patients with T2DM and comorbid ASCVD, CKD, and/or HF without active
prescription for SGLT2 inhibitor were identified using the VA Academic Detailing Diabetes
Dashboard. Chart review performed to identify those who previously used an SGLT2 inhibitor
but no longer have an active prescription to determine reasons for therapy discontinuation.
ADRs identified in clinical documentation were entered into the electronic health record as
historical ADRs when appropriate. Data collected included patient demographics, ADR
documentation status, and alternative reasons for discontinuation. Outcomes include the
number of patients with undocumented ADRs, number of patients with non-ADR
discontinuation reasons, and changes in SGLT2 inhibitor utilization metrics following project
completion. Providers were notified in the event there was no documented reasoning for
discontinuation of SGLT2 inhibitor in chart to consider resumption.

Results: A total of 123 patients were evaluated for prior SGLT2 inhibitor use and
discontinuation reasons. 49 ADRs were newly documented in the electronic health record,
and provider communication notes were entered for 50 patients without a clinical ADR-
related reason for discontinuation. Following the data extraction period, 20 SGLT2 inhibitor
prescriptions were renewed. Two patients did not receive a provider communication note

given recent hospitalizations for acute kidney injury due to dehydration. Two patients was
excluded due to documented death. When further evaluating the 50 patients who received a
provider communication note the identified reasons for discontinuation included the following:
20 for expired prescriptions that required renewal, 16 for undocumented discontinuation
rationales, 6 for non-true allergies/ADRs, 5 patients for refusing SGLT2 inhibitor use, and 3
for other specific explanations. SGLT2 inhibitor metrics showed notable improvement,
increasing by 4.9% in Bradenton, 4.8% in Sarasota, and 3.0% in St. Petersburg after
implementation of project. Overall, the review acknowledged a substantial number of patients
with previously undocumented or unclear discontinuation reasons, leading to improved
accuracy of ADR documentation and patient status.

Conclusion: The chart review and documentation initiative demonstrated meaningful
improvements in the accuracy of SGLT2 inhibitor related metrics within the VA Diabetes
Dashboard. Nearly half of the evaluated patients required ADR updates, highlighting a
significant gap in prior documentation that may contribute to the underutilization of SGLT2
inhibitors in patients with clear indications. Renewed prescriptions following reassessment
suggest opportunities to optimize therapy in Veterans with T2DM who also have ASCVD,
CKD, and/or HF. Provider notifications were associated with improved prescribing of SGLT2
inhibitors in patients with compelling indications. Limitations of this project was the short
follow-up period, which restricted the ability to fully assess whether prescribers acted on the
provider communication notes. Also, improving of SGLT2 inhibitor use is a VA-wide initiative,
meaning improvements in metrics may not solely be indicative of this projects efforts.

Trilla, Jonathan | Cleveland Clinic Weston (PGY1 Resident) | trillajon@gmail.com
Efficacy and Safety of Alteplase for Impella-Associated Thrombosis

Background: The utilization of the Impella has increased over the past decade with the
expansion of FDA approved indications for cardiogenic shock, high risk PCI, and expanded
duration of use. In the United States, clinical databases show that approximately 19,000
Impella systems were placed in 2017 alone, reflecting its expanded role in practice. As
utilization increases, recognition and management of device-related complications such as
Impella-associated thrombosis (IAT) is critical to optimizing patient outcomes. Alteplase is a
recombinant tissue plasminogen activator (tPA) that initiates local fibrinolysis by binding fibrin
in a thrombus and converting entrapped plasminogen to plasmin. Alteplase administered via
the purge solution has been used in recent case series and reports to manage suspected or
confirmed IAT, improving device function and maintaining circulatory support. However,
these studies are small and use inconsistent dosing regimens and markers of thrombosis
resolution. In addition, these studies do not address the bleeding risk associated with
thrombolytic therapy in this critically ill patient population. The purpose of this study was to
determine the efficacy and safety of alteplase purge solution in patients with IAT.

Methodology: This was a single-center, IRB-approved, retrospective observational study
conducted from January 2020 to December 2025 on adult patients (=18 years) who received
alteplase 2 mg in 50 mL sterile water via purge solution for suspected or confirmed IAT.
Patients were excluded if they received alteplase for a non-IAT indication. Patients were
identified through review of the electronic medical record and medication orders for Impella
purge solutions. The primary outcome was the resolution of IAT, measured by the
normalization of purge pressures. The normalization of purge pressures was defined as a
220% reduction from the peak purge pressure recorded before alteplase administration.
Overall purge pressure reduction was calculated using the final purge pressure recorded
before alteplase discontinuation. Impella parameters were obtained through the device
flowsheet, managed by nursing staff. Baseline parameters were recorded every four hours
(21 hour) for 48 hours before alteplase administration, and parameters during alteplase
administration were recorded hourly. Secondary outcomes included the time to resolution in
hours from alteplase administration to normalization of purge pressure, incidence of major
bleeding within 48 hours of alteplase administration as defined by the International Society
on Thrombosis and Hemostasis (ISTH) criteria, Impella pump exchange or removal within
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seven days of alteplase administration, and hospital mortality. Data was analyzed using
descriptive statistics. Microsoft Excel was used to perform statistical analysis. Continuous,
non-parametric data were presented as median (IQR 25-75%). Continuous, parametric data
were presented as mean + standard deviation. Categorical data was presented using
frequencies and percentages.

Results: A total of 2,863 medication orders were screened, with 11 patients meeting criteria
for inclusion. The majority of patients were Caucasian (54.4%) males (91.1%), with a mean,
age of 56.9 + 12.25 years receiving support with an Impella 5.5 for decompensated heart
failure. Systemic anticoagulation was within the therapeutic range at least 70% of the time
before alteplase treatment in 54.5% of patients. Sodium bicarbonate was the most common
purge solution, used in 72.7% of patients. The median duration of support before alteplase
administration was 7 days [IQR 5-22], while total support duration was 16 days [IQR 6-33].
Resolution of thrombosis occurred in 8 of 11 patients (72.7%), with purge pressures
normalizing without the need for Impella device exchange within 3 hours [IQR 1.5-4.5]. The
median purge pressure reduction was 414 mmHg [IQR 98-574], with an overall median purge
pressure reduction of 39.5% [IQR 9.2-56.4] exceeding our predefined normalization
threshold. One patient experienced a major bleeding event, a hemorrhagic stroke. This
patient was supratherapeutically anticoagulated at baseline and during alteplase treatment.
Impella device exchange and removal occurred in 18.2% and 27.3% of patients, respectively.
The hospital mortality rate was 63.6%, reflecting the critical condition of the study population
and could not be attributed to Impella-associated thrombosis or alteplase.

Conclusion: In patients with suspected or confirmed IAT, administration of alteplase purge
solution was associated with normalization of purge pressures in the majority of patients.
However, this study is limited by its retrospective design, small sample size, and device
parameters recorded at inconsistent time intervals. Our study shows the administration of
alteplase 2 mg in 50 mL sterile water achieved thrombosis resolution in a median time of 3
hours, supporting its role in the timely management of IAT when attempting to avoid device
exchange or when exchange is not feasible. Future studies are needed to determine optimal
patient selection and to standardize treatment strategies.

Trout, Michelle | UF Health Jacksonville (PGY1 Resident) |
Michelledevieretrout@gmail.com

Living with Uncertainty: anxiety and response patterns in long term opioid
therapy

Background: National shortages of opioids have introduced new challenges for patients who
depend on them for chronic pain. While most literature deals with abuse and control, very few
studies have examined the psychological and behavioral consequences of shortages in
chronic pain patients. From the pharmacist’s perspective, opioid shortages introduce clinical,
ethical, and communication challenges. Community and hospital pharmacists often serve as
the first point of contact when a patient learns their prescription cannot be filled. Increasingly,
pharmacists are encountering patients expressing significant anxiety, fear of withdrawal, and
behaviors that may be characterized as aberrant—such as pharmacy hopping, medication
hoarding, or self-dose adjustments. This study aims to quantify and characterize the anxiety
experienced by patients who may not receive their opioid medications when due, explore the
role in fear of withdrawal and how that influences their behavior, and assess the potential
correlation with aberrant behaviors.

Methodology: This study will be a cross-sectional, anonymous, voluntary survey study. The
survey will be distributed to individuals who are at least 18 years of age, with an active
prescription for opioids related to chronic pain management. Individuals will be selected from
UF Health Jacksonville and associated clinics on a voluntary basis and will remain
anonymous throughout. Data will be analyzed using descriptive statistics. This study will be a
cross-sectional, anonymous, voluntary survey study. The survey will be distributed to
individuals who are at least 18 years of age, with an active prescription for opioids related to

chronic pain management. Individuals will be selected from UF Health Jacksonville and
associated clinics on a voluntary basis and will remain anonymous throughout. Data will be
analyzed using descriptive statistics.

Results: Results are still being determined by the resident. Will be presented on in full at
conference.

Conclusion: Study data and results will be used to establish correlations between opioid
availability and anxiety prevalence within individuals based on opioid class, strength and
duration of therapy. Findings will be provided to practitioners in efforts to provide a better
understanding of patient perspectives and counseling points that can be done to mitigate the
risk of increased associated anxiety. Ultimately, this study will help to contribute to better and
more effective communication between providers and patients as well as help to be proactive
in contingency planning in the event of opioid shortages. Study data and results will be used
to establish correlations between opioid availability and anxiety prevalence within individuals
based on opioid class, strength and duration of therapy. Findings will be provided to
practitioners in efforts to provide a better understanding of patient perspectives and
counseling points that can be done to mitigate the risk of increased associated anxiety.
Ultimately, this study will help to contribute to better and more effective communication
between providers and patients as well as help to be proactive in contingency planning in the
event of opioid shortages. Study data and results will be used to establish correlations
between opioid availability and anxiety prevalence within individuals based on opioid class,
strength and duration of therapy. Findings will be provided to practitioners in efforts to
provide a better understanding of patient perspectives and counseling points that can be
done to mitigate the risk of increased associated anxiety. Ultimately, this study will help to
contribute to better and more effective communication between providers and patients as
well as help to be proactive in contingency planning in the event of opioid shortages.

Tulloch, Janiel | Miami Veterans Affairs Medical Center (PGY1 Resident) |
janieltulloch@gmail.com

Retrospective review of vancomycin dosing and therapeutic monitoring in
patients with spinal cord injuries at the Miami VA Medical Center

Background: Vancomycin has been used for decades to treat Gram positive infections,
including Methicillin-resistant Staphylococcus aureus (MRSA) infections, with initial dosing
based primarily on age, weight, indication, and most importantly renal function. Since
vancomycin is primarily renally eliminated and displays a dose related response, inaccurate
assessment of kidney function can lead to toxicity or treatment failure. In patients with spinal
cord injuries (SCI), creatinine clearance is often overestimated due to reduced muscle mass,
making serum creatinine an unreliable marker of renal function. This leads to challenges in
determining appropriate initial vancomycin doses and achieving therapeutic drug levels.
Common mitigation strategies include rounding serum creatinine values or using alternative
equations such as eGFR formulas incorporating cystatin C. Cystatin C provides a more
accurate estimate of renal function in patients with spinal cord injury because it is unaffected
by the severe muscle loss that makes creatinine falsely low and creatinine- based eGFR
markedly inaccurate. Cystatin C—based equations consistently closely match measured GFR
across multiple studies and current guidelines recommend cystatin C as the preferred
biomarker for assessing kidney function in individuals with SCI, where creatinine generation
is markedly altered.

Methodology: Patients were identified using a report generated by the Computerized Patient
Record System (CPRS) of all veterans treated with vancomycin during October 1st, 2024
and September 30th, 2025 at the Miami VA Medical Center. Once identified; patients were
then cross-referenced with the most updated census of patients with a spinal cord injury who
received care at the Miami VA. The remaining patients were included in this review if they
had a vancomycin trough level resulted in the Computerized Patient Record System (CPRS).
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The following information was collected: age, weight, serum creatinine, cystatin c,
vancomycin doses received, vancomycin troughs, treatment duration and indication.

Results: Across the cohort, 24% of patients were dosed using an eGFR based formula,
achieving therapeutic troughs in 100% of cases. In comparison, patients dosed using actual
serum creatinine, achieved therapeutic troughs 75% of the time, while those whose
creatinine was rounded achieved therapeutic levels only 50% of the time. These findings
highlight important differences in dosing accuracy based on the renal function equation used.

Conclusion: Several renal function equations were used for initial vancomycin dosing, but
the small sample size limits definitive recommendations. All initial vancomycin levels from
patients that were dosed using eGFR-creatinine-cystatin were within therapeutic range.
Routine cystatin-C labs should be considered for all SCI patients to reduce over-estimation of
renal function due to lower muscle mass and improve dosing accuracy.

Turner, Jordan | UF Health Jacksonville (PGY1 Resident) | jtpharmd@outlook.com
he Effect of Tranexamic Acid on Blood Product Use in Trauma Patients with
Thromboelastography Demonstrated Coagulation Phenotypes

Background: Trauma is one of the leading causes of death and disability in the United
States, despite advances in management of trauma and facilities equipped to deal with them.
Mortality in the trauma population has improved with a focus on managing acidosis,
hypothermia, and coagulopathy - the key components of the “trauma triad”. The adoption of
thromboelastography (TEG) in trauma centers has guided management of coagulopathy and
is a guideline recommendation by American College of Surgeons (ACS) to direct transfusion
of blood products. Tranexamic acid (TXA) has demonstrated a mortality benefit in the trauma
population in the CRASH-2 trial, but this benefit has not directly translated in the United
States. Further evidence including the PATCH-Trauma trial, including a subgroup analysis,
have demonstrated the efficacy of TXA is greatest within 90 minutes of injury. There are,
however,few studies that evaluate the effect of blood product use guided by different TEG
phenotypes such as hyperfibrinolysis and fibrinolytic shutdown in the literature.

Methodology: This was a single center, retrospective cohort study evaluating patients seen
in ED’s at the UF Health Jacksonville Downtown and North campuses for trauma from
January 1, 2022 to July 1, 2025. Included patients 18 or older and received at least 1 dose of
TXA. Patients were excluded if incarcerated or pregnant, or if they had an active cancer
diagnosis or history of a hypercoagulable disease state. The primary endpoint was the
comparison of blood product use in patients with a lysis percent at 30 minutes greater than 3
percent versus less than 3 percent. Secondary endpoints included a comparison of TEG
parameters to traditional coagulation assays (PT/aPTT/Fibrinogen/D-Dimer), rates of venous
thromboembolism, hospital mortality, change in GCS from admission to post administration
of TXA, and blood product use at 48 and 72 hours. Statistical analysis is pending completion.

Results: Of 1,400 patients screened, 50 met inclusion criteria. Forty-eight patients (96%)
were classified as having fibrinolytic shutdown (LY30 <3%), and 2 patients (4%) as having
hyperfibrinolysis (LY30 >3%).

Median injury severity scores were 46.5 in the hyperfibrinolysis group and 32 in the
fibrinolytic shutdown group. Median blood product utilization was higher in the
hyperfibrinolysis group (49 [30.5-76.5] units) compared to the fibrinolytic shutdown group
(12.5 [8-22.2] units); however, this difference was not statistically significant (p = 0.286).
Thromboembolic events occurred in 2 patients (4.2%) in the fibrinolytic shutdown group and
none in the hyperfibrinolysis group. In-hospital mortality occurred in 16 patients (33.3%) in
the fibrinolytic shutdown group and none of the patients in the hyperfibrinolysis group.

Conclusion: In this cohort, no statistically significant difference in blood product utilization
was observed between TEG-defined fibrinolytic phenotypes among patients receiving TXA.
The marked imbalance in group sizes, particularly the low number of patients with
hyperfibrinolysis, limits meaningful comparative analysis.

Larger, adequately powered studies are needed to evaluate the role of TXA in trauma
patients stratified by TEG phenotype.

Urreta, Gabriela | South Miami Hospital (PGY1 Resident) | gabiurreta@outlook.com
Implementation of Pharmacist-Led Intervention on Asymptomatic Bacteriuria
Treatment in Adult Patients

Background: Urinary tract infections (UTls) are amongst the most common infections across
patient care settings; however, antimicrobial treatment of patients with asymptomatic
bacteriuria (ASB) has become a prevalent issue. ASB is the presence of bacteria in the urine
without symptoms (i.e. dysuria, urgency, frequency, suprapubic pain). The incidence of ASB
is around 35% in older women and 50% in those who reside in a long-term care facility.
Several antimicrobial and diagnostic stewardship studies have supported the impact of
provider education, decision-making guidance, and diagnostic alerts on the rate of
inappropriate ASB therapy. The aim for this quality improvement project was to assess the
impact of pharmacist-led ASB interventions on the use of antimicrobial therapy for ASB.

Methodology: This was a single-center, retrospective, quasi-experimental evaluation
conducted at a 450-bed community hospital. Adult patients admitted for 224 hours and
initiated on antimicrobials for ASB were included. Patients with indications for ASB treatment,
chronic UTI antimicrobial prophylaxis, fever, sepsis, Infectious Diseases-restricted
antimicrobials, infections requiring antimicrobials, one-time antimicrobial doses, comfort
measures only, or hospice were excluded. A pharmacist-led ASB intervention was
implemented January 1st, 2026 through March 31st, 2026, consisting of targeted pharmacist
education and daily antimicrobial review reports with real-time interventions. Outcomes from
the post-implementation period were compared to the pre-implementation period (January
1st, 2025 through March 31st, 2025). The primary outcome was duration of antimicrobial
therapy in days. Secondary outcomes included pharmacist interventions, adverse drug
events, hospital length of stay, and 30-day infection-related outcomes. Based on an expected
primary outcome incidence of a 50% reduction in days of therapy with 80% power, the
calculated minimum sample size was determined as 102 patients in total (51 patients per
group). This project was deemed exempt from Institutional Review Board review.

Results: A total of 100 patients were included (pre-implementation n=60; post-
implementation n=40), with no significant differences in baseline demographics or clinical
characteristics. Median duration of antimicrobial therapy was significantly reduced from 7
days pre-implementation to 2 days post-implementation (p<0.001). During the intervention
period, 36 (90%) patients received a successful pharmacist intervention, compared to 7
(12%) patients in the pre-implementation group (p<0.001). Total number of pharmacist
interventions increased from 7 pre-implementation to 37 post-implementation, with most
common interventions being antibiotic discontinuation (60%) and duration of therapy
optimization (30%) in the post-implementation group. Across both groups, there were no
reported adverse drug events related to antimicrobial therapy. The median hospital length of
stay was 3 days in the pre-implementation group and 5 days in the post-implementation
group (p=0.02), which was likely attributable to non-infectious differences between groups as
there were no 30-day infection-related mortalities or UTl-related readmissions in either group.
A total of 100 patients were included (pre-implementation n=60; post-implementation n=40),
with no significant differences in baseline demographics or clinical characteristics. Median
duration of antimicrobial therapy was significantly reduced from 7 days pre-implementation to
2 days post-implementation (p<0.001). During the intervention period, 36 (90%) patients
received a successful pharmacist intervention, compared to 7 (12%) patients in the pre-
implementation group (p<0.001). Total number of pharmacist interventions increased from 7
pre-implementation to 37 post-implementation, with most common interventions being
antibiotic discontinuation (60%) and duration of therapy optimization (30%) in the post-
implementation group. Across both groups, there were no reported adverse drug events
related to antimicrobial therapy. The median hospital length of stay was 3 days in the pre-
implementation group and 5 days in the post-implementation group (p=0.02), which was
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likely attributable to non-infectious differences between groups as there were no 30-day
infection-related mortalities or UTI-related readmissions in either group.

Conclusion: Implementation of pharmacist-led ASB intervention results in substantial
reduction in antimicrobial therapy duration, without impacting 30-day infection-related
mortality or UTl-related readmission rates. Implementation of pharmacist-led ASB
intervention results in substantial reduction in antimicrobial therapy duration, without
impacting 30-day infection-related mortality or UTI-related readmission rates.

Villanueva, Josiah | Ascension St. Vincent's Riverside (PGY1 Resident) |
josiahv0125@gmail.com

Comparison of hydrocortisone dosing strategies in the management of
septic shock

Background: The 2021 Surviving Sepsis Guidelines suggest low-dose intravenous (IV)
hydrocortisone (HCT) at 200 mg/day for patients with septic shock with an ongoing
vasopressor requirement. However, the 2024 ICU-focused corticosteroid guidelines
reference 200-300 mg/day as the most commonly studied dosing range, despite limited
evidence supporting the higher end of the range. Most clinical trials evaluated HCT 200
mg/day, leaving uncertainty about the efficacy and safety of 300 mg/day. This variability in
recommended dosing may lead to inconsistent clinical practice and uncertainty in optimizing
patient outcomes. Therefore, the purpose of this study was to evaluate the effectiveness and
safety of IV HCT dosing strategies in patients with septic shock.

Methodology: This was an IRB-approved, single-center, retrospective, non-inferiority study
that was conducted at a health-system composed of four hospitals. Subjects were included if
they were adults that received either HCT 200 mg/day or 300 mg/day for septic shock.
Subjects were excluded if they were diagnosed with other types of shock, received HCT for
less than 48 hours, received HCT for other indications, received both regimens during
hospitalization, received HCT before vasopressor initiation, received systemic corticosteroids
within the prior seven days of HCT initiation, use chronic systemic corticosteroids, were
pregnant/breastfeeding, or incarcerated. The primary outcome of this study was time to
shock resolution. Secondary outcomes included hospital mortality, incidence of shock
resolution, vasopressor-free days, need for additional vasopressors, maximum number of
vasopressors, incidence of shock recurrence after HCT discontinuation, duration of
mechanical ventilation, ICU and hospital length of stay (LOS), hyperglycemia, increase in
insulin requirements, and hypernatremia. To achieve 80% power with a non-inferiority margin
of 6 hours and an alpha of 0.05, a total of 236 subjects were required. Chi square and
Fisher's Exact tests were conducted for nominal and categorical data, as well as a Student’s
T-test and Wilcoxon rank-sum test for ordinal and continuous data. To adjust for possible
confounding variables, a multivariable linear regression was utilized.

Results: A total of 591 subjects were screened, in which 236 subjects met inclusion criteria.
The most common reason for exclusion was receipt of HCT for less than 48 hours. Baseline
characteristics were largely similar between the two groups, but some notable differences
include a higher proportion of subjects receiving midodrine in the HCT 200 mg group and
significantly higher SOFA scores in the HCT 300 mg group. Further details on baseline
characteristics are provided in Table 1. For the primary outcome, time to shock resolution,
HCT 200 mg did not meet non-inferiority when compared to HCT 300 mg (60.3 vs. 42.98
hours, p=0.964). However, a superiority analysis showed that HCT 300 mg demonstrated a
statistically significant reduction in time to shock resolution compared to 200 mg (p=0.026). A
multivariable linear regression was performed to adjust for BMI, history of liver disease,
midodrine use, time on vasopressors before HCT, and SOFA score. In this adjusted model,
the 300 mg group reached shock resolution 15 hours sooner, however, this was not
statistically significant (p=0.073). As far as secondary outcomes, subjects receiving HCT 200
mg had significantly longer treatment durations (95.25 vs. 71.42 hours, p<0.001) and more
shock recurrences (11.02 vs. 3.39%, p=0.044) compared to those receiving 300 mg.

Additionally, no significant differences were observed in adverse outcomes between the HCT
200 mg and 300 mg groups, including hypernatremia (21.2 vs. 33.1%, p=0.057),
hyperglycemia (78.0 vs. 71.2%, p=0.295), or mortality (42.5 vs. 57.6%, p=0.05). Other
outcomes are listed in Table 2. Limitations of this study include dependency on the accuracy
and completeness of existing documentation. An additional limitation is the absence of data
collected on potential benefits of HCT previously reported in literature, such as ventilator-free
days and ICU-free days. Strengths of this study include the novel therapeutic comparison of
HCT 200 mg to 300 mg and a sufficiently large sample size required to meet power. Overall,
this study may help to fill literature gaps and prompt further research to determine the ideal
dosing for HCT in septic shock management.

Conclusion: In subjects with septic shock, HCT 200 mg/day did not meet non-inferiority to
300 mg/day in time to shock resolution. Compared to 200 mg, HCT 300 mg hastened shock
resolution, without increasing the risk of mortality, shock recurrence, or adverse outcomes.
Further research is needed to investigate the superior efficacy of HCT 300 mg in the
management of septic shock.

Villar, Angel | Doctors Hospital (PGY1 Resident) | angelmiguelvillar@hotmail.com
Evaluation of a Pharmacist-Led Glycemic Control Protocol in Non-Critical
Care Patients

Background: Inpatient dysglycemia is common among hospitalized adults and is associated
with worsened clinical outcomes, including increased morbidity and safety risk.
Hyperglycemia occurs in approximately 30% of hospitalized patients, whereas hypoglycemia
occurs in approximately 22%, with a subset of events classified as severe. Current guidelines
recommend a target blood glucose range of 100 to 180 mg/dL for non-critical care patients.
Standardized basal-bolus insulin regimens have demonstrated superior glycemic control
compared with correction-only strategies, although insulin remains a high-alert medication
requiring close monitoring. The growing emphasis on inpatient glycemic quality is further
reflected by forthcoming Centers for Medicare and Medicaid Services mandatory reporting
requirements for severe hyperglycemia and severe hypoglycemia. Pharmacist-led insulin
management protocols represent a promising strategy to improve glycemic control, reduce
variability, and mitigate insulin-related adverse events in the hospital setting.

Methodology: This longitudinal pre-post implementation evaluation included consecutive
adult non-critical care inpatients identified through the electronic health record across 3
periods: baseline (March 2024—November 2024), pilot (December 2024—March 2025), and
assessment (April 2025-December 2025). The intervention was a pharmacist-led glycemic
control protocol initiated through an insulin consult order. Pharmacists conducted structured
assessments of patient-specific clinical variables and initiated or optimized subcutaneous
insulin therapy using a standardized order set, with daily titration, documentation, and
discharge guidance. The primary outcome was occurrence of severe hypoglycemia (<40
mg/dL) and severe hyperglycemia (>300 mg/dL) per Centers for Medicare and Medicaid
Services definitions. Inclusion criteria were adults aged =18 years, admission >24 hours,
active pharmacy-to-dose insulin consult, and hospitalist-managed care. Key exclusions
included pregnancy, critical care admission, hospice, insulin pump use prior to admission,
active endocrinology management, diabetic ketoacidosis, and hyperosmolar hyperglycemic
state.

Results: During the baseline period, severe dysglycemia events were observed, including
663 severe hyperglycemia readings (>300 mg/dL) among 189 patients, corresponding to an
average of 3.5 readings per patient, and 12 severe hypoglycemia readings (<40 mg/dL)
among 10 patients meeting inclusion criteria. In contrast, no severe hypoglycemia events
were observed among consult-managed patients during either the pilot or intervention
periods, suggesting an important safety signal associated with pharmacist-led insulin
management. Severe hyperglycemia remained present in consult-managed cohorts, with 34
readings >300 mg/dL among 21 patients during the pilot period (1.6 readings per patient) and
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40 readings >300 mg/dL among 14 patients during the intervention period (2.9 readings per
patient). Notably, in the pilot phase, severe hyperglycemia events were concentrated within a
small subset of patients, as 8 of 21 patients accounted for all 34 readings and 2 patients
contributed more than 50% of these events.

Conclusion: A pharmacist-led insulin consult service in non-critical care patients was
associated with improved glycemic safety, particularly through prevention of severe
hypoglycemia in consult-managed patients. Persistent severe hyperglycemia suggests a
need to refine consult triggers and escalation strategies to further reduce extreme glycemic
events. Expanded utilization and tracking of additional glycemic outcomes may enhance
program impact and support compliance with upcoming Centers for Medicare and Medicaid
Services reporting requirements. Broader adoption across the health system may improve
glycemic safety and standardize inpatient insulin management. These findings should be
interpreted in the context of a retrospective, single-center design and relatively small consult-
managed cohorts.

Viola, Christian | St. Josephs Hospital, BayCare (PGY1 Resident) |
cviola1234@gmail.com

Assessing Hypersensitivity Frequency and Severity in Patients Administered
Calaspargase compared to Pegaspargase for Acute Lymphoblastic Leukemia

Background: Acute lymphoblastic leukemia, ALL, is a form of cancer that begins in the bone
marrow and targets lymphocytes. Under normal conditions, lymphocytes are a primary part of
a healthy immune system. A lymphoid stem cell becomes a lymphoblast cell and then one of
three types of lymphocytes: B, T or natural killer cells. However, patients with ALL will
develop too many stem cells that become lymphoblasts and not mature B or T lymphocytes.
The abnormal, uncontrolled rates of lymphoblasts quickly replace healthy lymphocytes and
can result in anemia, neutropenia and thrombocytopenia. Hypersensitivity reactions when
using asparaginase products include anaphylaxis (symptomatic bronchospasm with or
without urticaria), parenteral intervention indicated, allergy-related edema/angioedema and or
hypotension. In an effort to decrease the risk and severity of HSRs in both calaspargase and
pegaspargase the use of premedication was utilized. Both calaspargase and pegaspargase
used famotidine 0.5mg/kg and diphenhydramine 1mg/kg as premeditation. The purpose of
this study is to compare the frequency and severity of HSRs between calaspargase and
pegaspargase

Methodology: The primary objective was to determine the frequency and severity of HSRs
of patients who received calaspargase compared to pegaspargase and the secondary
objective was to determine efficacy and safety profile of the medications. This was a
retrospective chart review including patients from St Joseph's Children Hospital from January
2020 to September 2025.

Results: The primary outcome resulted in 12 HSR reactions for calaspargase (26.7%) and 5
HSR reactions for pegaspargase (9.4%)

Conclusion: Calaspargase was associated with a higher incidence of HSR, all patients were
given proper pre-medicaitons

Vo, Katherine | Memorial Regional Hospital South (PGY1 Resident) |
phuonguyenkvo@gmail.com

Evaluation of Bleeding Risk Prediction by Comparing DOAC and HAS-BLED
Scores in Patients on Oral Anticoagulation for Atrial Fibrillation

Background: Patients with atrial fibrillation are at higher risk for stroke, requiring prophylaxis
with anticoagulation agents such as warfarin or a direct-acting oral anticoagulant (DOAC).

HASBLED is a scoring tool that was created and validated to predict bleeding risk for patients
taking warfarin but has not been validated and may not be as accurate in patients on

DOACSs. The DOAC score was created and validated to predict bleeding risk using patients
from the landmark trials. Determining an accurate scoring tool to predict bleeding will
minimize risk to patients and allow for proper monitoring and education in higher risk
patients. The purpose of this study is to determine the predictability of the DOAC score
compared to the HASBLED score in the prediction of bleeding for patients on DOACs.

Methodology: This study is a retrospective chart review that evaluated patients presenting
witha non-traumatic bleed on a DOAC. The study included patients between 18 and 89 years
of age presenting to Memorial Healthcare System from January 2025 to June 2025 with a
documented bleed on a DOAC for the indication of atrial fibrillation (AF). Patients with trauma
related bleeding, genetic disorders related to increased bleeding risk, patients on warfarin,
and patientson DOAC solely for venous thromboembolism or prophylactic indications were
excluded. The HASBLED and DOAC scores were calculated by collecting patients’
information from the electronic medical record. Data points such as location of bleed, age,
sex, renal function, comorbidities, use of dual antiplatelet therapy, and bleeding history were
reviewed and documented. The scores were stratified to see how well they predicted the
incidence of a major bleed as defined by the International Society on Thrombosis and
Hemostasis. The primary endpoint was the predictive accuracy of the DOAC score compared
to the HASBLED score. Thesecondary endpoints were the reinitiation of anticoagulation and
bleeding complications,including recurrent bleeding events.

Results: A total of 255 patients were evaluated based on the time range and
patientqualifications. Of those, 205 were excluded based on the inclusion and exclusion
criteria. The HASBLED and DOAC scores were evaluated for the remaining 50 patients. The
HASBLED score categorized 32 patients (64%) in the high to very high bleed risk category,
while the DOAC score predicted 23 patients (46%) to be high/very high risk. Twenty-three
patients scored in differentrisk groups with the two different scores with the HASBLED score
successfully placing 18 of those patients in higher risk groups. For the secondary outcomes,
a DOAC was re-initiated in 76% of patients. Thirty-two. patients received the same DOAC at
the same dose, and 2 received the same DOAC at a reduced dose, and four patients were
converted to a different DOAC agent. Only one patient had an incident of re-bleed with no
DOAC continuation, and nine patients had bleeding complications that lead to extended
hospitalization and interventions.

Conclusion: The HASBLED score demonstrated greater predictability for bleeding
riskstratification in patients on DOACs for AF compared to the DOAC score. However, both
the HASBLED score and the DOAC score do have limited predictive accuracy.

Waer, Mary Layton | UF Health Shands Hospital (PGY1 Resident) |
mllancaster0716@gmail.com

Rule of tens versus parkland formula in burn resuscitation

Background: Extensive burns trigger significant intravascular volume depletion due to a
profound systemic inflammatory response that results in substantial loss of fluid and protein
from the intravascular space, causing inadequate organ and tissue perfusion. Consequently,
fluid resuscitation is the cornerstone of burn management, particularly for burns affecting >
20% total body surface area (TBSA). However, both under-resuscitation and over-
resuscitation carry significant risks ranging from tissue ischemia and organ dysfunction to
pulmonary edema and abdominal compartment syndrome, respectively. Historically, the
Parkland formula has served as the most widely utilized resuscitation strategy; however,
concerns of over-resuscitation have prompted reevaluation of traditional approaches. The
Rule of Tens offers a simplified approach that multiplies the % TBSA by 10 to estimate initial
fluid rates in patients with burns > 20% TBSA, versus the conventional 4 mL/kg/%TBSA
administered over the first 24 hours following injury as seen in the Parkland Formula. There
remains a paucity of literature directly comparing different resuscitation formulas and their
impact on clinical outcomes. As a result, burn centers utilize various fluid resuscitation
protocols, and the optimal approach remains an active area of investigation.
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Methodology: The study was an IRB-approved, single-center, retrospective, quasi cohort
study conducted at a 27-bed regional burn center and evaluated fluid volume requirements
and clinical outcomes in adult patients who sustained thermal burn injuries affecting 220%
TBSA. Patients aged 18-89 years admitted to the burn intensive care unit (ICU) within 12
hours of injury between August 2023 and August 2025 were included. Those admitted prior
to August 2024 were resuscitated according to the Parkland Formula, and those from August
2024 onward were resuscitated according to the Rule of Tens following a change in
institutional protocol. Patients were excluded if they had burns involving less than 20% total
body surface area, did not receive acute fluid resuscitation, died within 48 hours of burn
injury, or had only electrical or chemical burns, were a polytrauma, pregnant, or incarcerated.
The primary outcome was the total amount of fluid intake (mL/kg/%TBSA) in the first 24
hours of the initial resuscitation period. Secondary outcomes included total amount of fluid
intake (mL/kg/%TBSA) in the first 48 hours of resuscitation; mortality at 7 days, 30 days, and
hospital discharge; ICU and hospital length of stay; ventilator days; incidence of acute kidney
injury (AKI), kidney replacement therapy and extracorporeal membrane oxygenation
(ECMO); incidence of tracheostomy, escharotomies, fasciotomies; number of burn-related
surgical procedures; incidence of acute compartment syndrome, and the input/output ratio.
Statistical analyses were performed using SPSS and JMP Student Edition version 19.
Continuous variables were analyzed using t-tests or Mann-Whitney U tests as appropriate,
while categorical variables were analyzed using chi-square or Fisher's exact tests.

Results: A total of 64 patients were included in the analysis: Parkland Formula (n = 28) and
Rule of Tens (n = 36). Baseline demographics were similar between groups as outlined in
Table 1. However, the Rule of Tens cohort sustained larger burns with significantly higher
third-degree burn percentage (median 3.75% vs 24.25%, p = 0.016). For the primary
outcome, the Parkland Formula group received significantly more fluid in the first 24 hours
compared to the Rule of Tens group (median 4.75 vs. 3.49 mL/kg/%TBSA, p = 0.0096). This
difference persisted at 48 hours (median 7.57 vs. 5.68 mL/kg/%TBSA, p = 0.011). The Rule
of Tens group received significantly more albumin (median 956 vs. 2173 mL, p = 0.0003) in
the first 24 hours and this difference persisted through the first 7 days post-injury (median
2835 vs. 5412 mL, p = 0.0069). No significant differences were observed in mortality at 7
days, 30 days, or hospital discharge; ICU length of stay; ventilator days; AKI incidence; need
for RRT; or rates of escharotomy, fasciotomy and compartment syndromes. The Rule of
Tens group demonstrated significantly higher input-to-output ratios at both 24 hours (p =
0.024) and 48 hours (p = 0.025). ECMO utilization trended higher in the Rule of Tens group
(3.6% vs. 19.4%, p = 0.07), likely reflecting practice changes over time.

Conclusion: In this single-center retrospective study, the Rule of Tens protocol was
associated with significantly lower total fluid administration in the first 24 and 48 hours
without significant differences in mortality, AKI, length of stay, or other clinical outcomes
compared to the Parkland Formula. These findings suggest that the Rule of Tens may
achieve adequate resuscitation with reduced fluid volumes. Larger, prospective, randomized
controlled trials are needed to definitively establish the optimal fluid resuscitation strategy in
major burns.

Walters, Fenisha | Broward Health (PGY2 Resident) | fxwalters1@gmail.com
Operating Room Optimization for 340B Maximization & WAC Reduction

Background: In 2023 alone, $115 billion was spent on medications, driven in part by
pharmaceutical companies raising prices on existing drugs”1. Rising costs can hinder patient
outcomes by reducing affordability and limiting access to necessary care and resources.
Exparel® and Zynrelef® are two high-cost, non-opioid medications used for post-surgical
pain management. These two medications are administered within surgical areas where
inconsistent practices in inventory management, medication optimization, and documentation
can create financial challenges for both patients and health systems. This project was
designed to improve key aspects of pharmacy operations within the operating room (OR)
through preference card optimization, standardized medication mixtures, and targeted

education to the department of surgery. These strategic initiatives aimed to enhance
medication compliance and financial stewardship by reducing avoidable wholesale
acquisition costs (WAC) through proper medication use, documentation, and waste
minimization. Additionally, the project sought to streamline nursing workflows by auto-
populating the correct medication dosages based on procedure type. It also aimed to
positively impact inventory management by ensuring appropriate medication quantities are
selected, reducing the need for additional vials and limiting excess waste.

Methodology: This was a prospective, pre-post, IRB-exempt study that assessed two
medications (Exparel and Zynrelef) identified for optimization in the OR due to issues with
improper documentation, incorrect dose selection for the indicated procedures, and high
costs associated with WAC purchases across two hospitals within the Broward Healthcare
system. Educational sessions were conducted for the Department of Surgery, the operating
room leadership, and nursing staff to emphasize the importance of accurate documentation
and the financial impact on both the health system and patients. Preference cards for Exparel
were updated to reflect the appropriate quantities based on surgical type, with the goals of
streamlining nursing workflow, minimizing waste, and optimizing medication cost savings.
Additionally, standardized medication mixtures, including an alternative formulation for
patients with nonsteroidal anti-inflammatory drug allergies, were revised and incorporated
into the operating room infusion panel. The primary outcome was the reduction in avoidable
wholesale acquisition expenditures, measured by the number of medication orders
purchased at WAC compared to discounted rates (e.g., 340B and group purchasing
organization pricing). The secondary outcome was documentation accuracy, assessed by the
number of unreconciled cases in which the quantity dispensed did not align with the amount
administered, returned, or documented as administered or wasted.

Results: At Site 1, the primary outcome analysis demonstrated a reduction in WAC
purchases of Exparel, decreasing from 3 packages in the pre-study period to 0 in the post-
study period. In contrast, WAC purchases of Zynrelef increased from 1 package pre-study to
3 packages post-study. At Site 2, Exparel total package purchases decreased from 139 in
the pre-study period to 127 in the post-study period, with WAC purchases declining from 10
to 5. Zynrelef total purchases also decreased, from 143 to 102 packages; however, WAC
purchases increased from 44 pre-study to 84 post-study. Secondary outcomes showed a
favorable reduction in unreconciled cases and missing revenue across both sites and
medications. At Site 1, the primary outcome analysis demonstrated a reduction in WAC
purchases of Exparel, decreasing from 3 packages in the pre-study period to 0 in the post-
study period. In contrast, WAC purchases of Zynrelef increased from 1 package pre-study to
3 packages post-study. At Site 2, Exparel total package purchases decreased from 139 in
the pre-study period to 127 in the post-study period, with WAC purchases declining from 10
to 5. Zynrelef total purchases also decreased, from 143 to 102 packages; however, WAC
purchases increased from 44 pre-study to 84 post-study. Secondary outcomes showed a
favorable reduction in unreconciled cases and missing revenue across both sites and
medications.

Conclusion: For Site 1, Zynrelef WAC purchase increase was attributable to a national drug
code (NDC) change that required establishment of neutral inventory; therefore, the three
WAC purchases were considered appropriate. For Site 2, Zynrelef WAC purchases was
attributable to mismatch in the medication crosswalk, resulting in inaccuracies in 340B
accumulations and discrepancies in purchasing. This study demonstrated that targeted
education and the introduction of preference cards resulted in an improvement in inventory
management and documentation accuracy.
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Wan, Herbert | Florida/USVI Poison Information Center - Jacksonville (PGY2 Resident)
| herbw98@outlook.com

Herbal Product Exposures Among Females Reported to a Poison Center
Network

Background: Herbal products have a long history of being used as a homeopathic remedy
for various illnesses. They are often perceived to be “natural and safe,” widely available, and
inexpensive. Women especially, are more likely to use herbal products because they are
often marketed to support women'’s health issues (i.e., pregnancy complications, menstrual
and menopausal symptoms, urinary tract infection treatment). Currently, there is limited
literature that describes herbal product usage in women and the associated clinical effects.
The objectives of this study were to characterize (1) temporal trends in select herbal product
exposures in women; (2) reasons for herbal product use; and (3) clinical effects, treatments,
and outcomes in women experiencing adverse health effects attributed to herbal product use
reported to a poison center network.

Methodology: This was a retrospective study of exposures to select herbal products
reported to a poison center network from June 1st, 1995, to October 1st, 2024. Female
patients between the ages of 10 and 99 were eligible for inclusion if they had a documented
exposure to an herbal product of interest (mugwort, pennyroyal, parsley, black cohosh, blue
cohosh, rue, and/or oregano). Patients were excluded if their exposure was to an unrelated
product or if the intent for exposure was accidental or unintentional, as the study aimed to
focus on intentional use and deliberate behaviors and motivations for herbal product
consumption. Data related to the exposures, including the patient’s age, pregnancy status,
number of weeks pregnant if applicable, herbal product type, herbal product formulation,
exposure reason, reason for calling the poison center, management site, medical outcomes,
clinical effects, and therapies provided were collected. Cases were categorized with an
exposure reason of “suspected abortion” if the patient was confirmed/suspected to be
pregnant, and case documentation implied that the patient was using the product for abortion
purposes.

Results: A total of 164 cases were identified for review; 108 cases were included in the final
study dataset. In this cohort, the most used herbal product was oregano (60, 55.6%) followed
by black cohosh (30, 30.6%). Herbal supplement use reported to the poison center network
increased over time, especially in 2017. Most patients used the herbal products as a
treatment for infection or menopausal/menstrual symptoms (35, 32.4%). The majority of
symptoms reported were minor (77, 71.3%), with most of them being managed at home (73,
67.6%). Black cohosh and oregano were responsible for the highest number of adverse
effects, those being gastrointestinal (31, 26.5%) and neurologic effects (19, 16.2%). Twelve
(11.1%) patients were either confirmed or suspected to be pregnant at the time of exposure.
Ten of the confirmed or suspected pregnant patients were using the herbal product to induce
an abortion. Pennyroyal (4, 40%) was the most common product reported in these cases.
Unfortunately, fetal outcomes of the attempted abortion cases were not reported.

Conclusion: The use of herbal products in women have increased over the past three
decades. Oregano and black cohosh were the most used products for self-treatment of
various health issues, and most patients only experienced mild symptoms from herbal
product use. This study provides further information regarding patient demographics, clinical
effects, and outcomes of herbal product usage, which was minimally documented in literature
previously. This study also reinforces the fact that herbal products are not benign and without
risk, so it is important for practitioners and providers to be cognizant of patients who are
taking these products. Future directions include characterization of herb-drug interactions,
determining fetal outcomes of pregnant patients using herbal products as an abortifacient,
and larger, more diverse cohort studies to help expand on our initial finds and better identify
factors that may influence clinical outcomes.

Ward, Joshua | HCA Florida West (PGY1 Resident) | joshua09.ward@gmail.com
Evaluation of Dosing Limits on Weight Based Unfractionated Heparin
Protocols

Background: The purpose of this study is to evaluate outcomes of a weight-based heparin
dosing protocol that caps starting doses based on weight in the obese population. First-line
treatment for venous thromboembolism (VTE) continues to include unfractionated heparin
(UFH). Multiple approaches are used to effectively manage overweight and obese patients,
with dose capping of UFH being one potential option to limit the risk of major bleeding without
negatively affecting time to therapeutic anticoagulation.

Methodology: This was a single-center retrospective study of patients aged 18 years or
older receiving an infusion of UFH for VTE. Dose capping occurred for any patient who
exceeded 125 kg of actual body weight as part of the high dose heparin protocol. The
primary outcome was the incidence of therapeutic anti-Xa levels within 24 hours. Secondary
outcomes included the percentage of initial anti-Xa levels that were below or above the target
range. Safety outcomes included the incidence of major bleed events. This was a single-
center retrospective study of patients aged 18 years or older receiving an infusion of UFH for
VTE. Dose capping occurred for any patient who exceeded 125 kg of actual body weight as
part of the high dose heparin protocol. The primary outcome was the incidence of therapeutic
anti-Xa levels within 24 hours. Secondary outcomes included the percentage of initial anti-Xa
levels that were below or above the target range. Safety outcomes included the incidence of
major bleed events.

Results: Of the 153 patients assessed (52 capped dose, 101 uncapped dose), there was no
observed difference in the percentage of patients who achieved therapeutic heparin levels
within 24 hours (75% vs 65%, p = 0.22). The percentage of patients with initial anti-Xa levels
below (17.3% vs 13.9%, p = 0.57) and above (65.4% vs 60.4%, p = 0.55) the therapeutic
range did not differ between groups. A total of 29 patients showed evidence of major
bleeding between the two groups, with no observed difference (22.8% vs 11.5%, p = 0.09).
Incidental findings were noted in results stratified based on sex, with significance noted in the
primary outcome for females (79% vs 51%, p = 0.02) and percentage of supratherapeutic
initial anti-Xa levels (70.7% vs 53.9%, p < 0.01) between females and males respectively. Of
the 153 patients assessed (52 capped dose, 101 uncapped dose), there was no observed
difference in the percentage of patients who achieved therapeutic heparin levels within 24
hours (75% vs 65%, p = 0.22). The percentage of patients with initial anti-Xa levels below
(17.3% vs 13.9%, p = 0.57) and above (65.4% vs 60.4%, p = 0.55) the therapeutic range did
not differ between groups. A total of 29 patients showed evidence of major bleeding between
the two groups, with no observed difference (22.8% vs 11.5%, p = 0.09). Incidental findings
were noted in results stratified based on sex, with significance noted in the primary outcome
for females (79% vs 51%, p = 0.02) and percentage of supratherapeutic initial anti-Xa levels
(70.7% vs 53.9%, p < 0.01) between females and males respectively. Of the 153 patients
assessed (52 capped dose, 101 uncapped dose), there was no observed difference in the
percentage of patients who achieved therapeutic heparin levels within 24 hours (75% vs
65%, p = 0.22). The percentage of patients with initial anti-Xa levels below (17.3% vs 13.9%,
p = 0.57) and above (65.4% vs 60.4%, p = 0.55) the therapeutic range did not differ between
groups. A total of 29 patients showed evidence of major bleeding between the two groups,
with no observed difference (22.8% vs 11.5%, p = 0.09). Incidental findings were noted in
results stratified based on sex, with significance noted in the primary outcome for females
(79% vs 51%, p = 0.02) and percentage of supratherapeutic initial anti-Xa levels (70.7% vs
53.9%, p < 0.01) between females and males respectively.

Conclusion: When utilized for the treatment of venous thromboembolism, the heparin dose
capping protocol does not result in statistically different therapeutic or safety outcomes when
comparing the treatment of obese patients less than 125kg to obese patients 125kg or
greater. Further research is needed to assess inter-gender differences of heparin dosing in
obese patients. When utilized for the treatment of venous thromboembolism, the heparin
dose capping protocol does not result in statistically different therapeutic or safety outcomes
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when comparing the treatment of obese patients less than 125kg to obese patients 125kg or
greater. Further research is needed to assess inter-gender differences of heparin dosing in
obese patients. When utilized for the treatment of venous thromboembolism, the heparin
dose capping protocol does not result in statistically different therapeutic or safety outcomes
when comparing the treatment of obese patients less than 125kg to obese patients 125kg or
greater. Further research is needed to assess inter-gender differences of heparin dosing in
obese patients. When utilized for the treatment of venous thromboembolism, the heparin
dose capping protocol does not result in statistically different therapeutic or safety outcomes
when comparing the treatment of obese patients less than 125kg to obese patients 125kg or
greater. Further research is needed to assess inter-gender differences of heparin dosing in
obese patients.

Warrayat, Aseel | Broward Health Medical Center (PGY1 Resident) |
aseelwarrayat@gmail.com

Propofol Washout in the Pediatric Intensive Care Unit

Background: Propofol is routinely utilized intravenous anesthetic and sedative agent in
pediatric practice, indicated for induction and maintenance of short-term intensive care
sedation. The pharmacodynamics and pharmacokinetics of propofol in children are distinct
from adults due to developmental differences in drug metabolism, body composition, and
organ function. Clearance is significantly reduced in neonates and infants, leading to
prolonged recovery and washout times as compared to older children and adults. Studies
investigating propofol washout in pediatric patients consistently demonstrate that propofol
rapid context-sensitive decrement times facilitate faster recovery and emergence compared
to benzodiazepines. This allows clinicians to titrate sedation more precisely. There is
currently limited evidence supporting the use of propofol washout in the pediatric population.
Given its potential to reduce benzodiazepine and opioid exposure, propofol may offer an
effective strategy for sedation weaning in medically complex pediatric patients.

Methodology: This IRB approved study is a retrospective chart review of pediatric patients
admitted to the intensive care unit (ICU) at Broward Health Medical Center, Salah
Foundation Children’s Hospital. Eligible patients were less than 18 years of age, intubated in
the ICU, receiving sedation and underwent a propofol washout between January 1, 2019,
and January 1, 2025. Patients who received propofol were identified through pharmacy
dispensing records, and electronic medical records were reviewed to extract data. Patients
who received propofol for procedural or surgical purposes, or outside of the pediatric ICU,
were excluded. Data collected included doses of concomitant sedatives before and after
propofol washout (fentanyl, hydromorphone, midazolam, dexmedetomidine, and ketamine),
duration of propofol therapy, initial propofol dose, dose titration, and extent of sedative
weaning. Baseline characteristics included age, sex, race, weight, triglyceride levels pre and
post propofol, and post treatment lactate and creatine kinase (CK) levels. The target sample
size was 50 patients. Descriptive statistics were used for analysis, with means reported for
continuous variables and frequencies and percentages for categorical variables. This IRB
approved study is a retrospective chart review of pediatric patients admitted to the intensive
care unit (ICU) at Broward Health Medical Center, Salah Foundation Children’s Hospital.
Eligible patients were less than 18 years of age, intubated in the ICU, receiving sedation and
underwent a propofol washout between January 1, 2019, and January 1, 2025. Patients who
received propofol were identified through pharmacy dispensing records, and electronic
medical records were reviewed to extract data. Patients who received propofol for procedural
or surgical purposes, or outside of the pediatric ICU, were excluded. Data collected included
doses of concomitant sedatives before and after propofol washout (fentanyl, hydromorphone,
midazolam, dexmedetomidine, and ketamine), duration of propofol therapy, initial propofol
dose, dose titration, and extent of sedative weaning. Baseline characteristics included age,
sex, race, weight, triglyceride levels pre and post propofol, and post treatment lactate and
creatine kinase (CK) levels. The target sample size was 50 patients. Descriptive statistics

were used for analysis, with means reported for continuous variables and frequencies and
percentages for categorical variables.

Results: A total of 8 patients were included in the final analysis. Baseline characteristics of
the study showed a majority of patients 5/8 (62.5%) were African American ethnicity. The
gender was equal male to female. The average sedatives patients were on prior to propofol
was about 3.5. The average dose of fentanyl prior to propofol was 3.25 mcg/kg/hr, after
washout was 0 mcg/kg/hr. The hydromorphone dosing before was average 1.02 mg/kg/hr,
after washout was 0 mg/kg/hr. The dose of midazolam before was 0.718 mg/kg/hr after was
0 mg/kg/hr. The dexmedetomidine dose before was 1.28 mcg/kg/hr and the dose after was
averaged 0.15 mcg/kg/hr. The averaged ketamine dose prior to propofol was 0.625 mg/kg/hr
and after was averaged to be 0.2 mg/kg/hr. Amongst all 8 groups they were started on a
propofol drip minimum of 50 mcg/kg/min - to maximum 125 mcg/kg/min. The average days
on propofol as a washout was about 2.3 days. All 8 groups had a successful sedation
weaned down. As for lab values the triglyceride levels, lactic acidosis levels stayed within
normal range not indicating severe risk factors such as propofol related infusion syndrome
with propofol washout.

Conclusion: The result of this study brings to light the potential benefits of using propofol as
a washout strategy to patients on maximum dosing of sedatives with difficulty of safe
sedation. The benefit of stable lab finding post the initiation of propofol and the 100% patients
able to wean down off of sedatives show a promising response with propofol washout.
However, no concrete conclusions can be made, and further research is required to establish
a direct result of initiating propofol as a washout and the correlation of weaning down other
sedatives while maintaining safety amongst pediatric patients.

Weingarten, Rachael | St. Joseph's Hospital (PGY2 Resident) |
rachael.weingarten@gmail.com

Assessment of Time to Antibiotic Administration During Trauma Alerts when
a Decentralized Pharmacist is Present

Background: Traumatic injuries remain a leading cause of death worldwide. Prior to the
widespread use of prophylactic antibiotics, sepsis was a frequent and often fatal complication
of traumatic injury. Although substantial advances have been made to promote timely
antibiotic administration, infection continues to be a common post-trauma complication and
remains a significant contributor to morbidity and mortality. Open fractures represent
particularly severe orthopedic injuries and are associated with a high risk of infection due to
extensive soft tissue damage and the potential for bacterial contamination. In patients with
open fractures, timely and appropriate antibiotic prophylaxis has been shown to significantly
reduce the risk of infection. Antibiotics may also be indicated for other traumatic injuries,
including gunshot wounds, stab wounds, animal or human bites, and thoracic trauma. Ideally,
antibiotics should be administered as soon as possible following injury and no later than one
hour after arrival to the emergency department. Antibiotic selection depends on several
factors, including wound size, degree of contamination, and fracture classification when
applicable. The presence of a pharmacist in the emergency department has been shown to
improve the timeliness of medication administration. Therefore, the purpose of this study is to
evaluate the impact of pharmacist presence on time to antibiotic administration during trauma
alerts.

Methodology: This IRB-approved, single-center retrospective chart review was conducted at
a Level Il trauma center. The study period included trauma cases occurring between January
1, 2023, and December 31, 2024. Patients were eligible for inclusion if they were 218 years
of age, presented to the emergency department as a trauma alert, and received antibiotic
therapy for a traumatic injury. Patients were excluded if they received antibiotics during
prehospital care, received their first antibiotic dose more than three hours after emergency
department arrival, or were pregnant. The primary outcome was time to antibiotic
administration, defined as the interval in minutes from emergency department arrival to the
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documented time of antibiotic administration. Pharmacist involvement was determined based
on whether the trauma activation occurred during established emergency department
pharmacist coverage hours. Secondary outcomes included the proportion of patients
receiving antibiotics within 60 minutes of arrival and the appropriateness of antibiotic dosing.
Assuming a large effect size (Cohen’s d = 0.8), the minimum required sample size was 52
patients. The primary outcome was analyzed using the Mann—Whitney U test, while
secondary outcomes were evaluated using chi-square tests.

Results: Baseline characteristics are summarized in Table 1. The median age was
approximately 35 years in both groups, and the majority of patients were male. The most
common mechanisms of injury leading to trauma activation were motorcycle or motor vehicle
collisions and penetrating trauma, including stab and gunshot wounds. The presence of a
pharmacist during trauma activation was associated with a statistically significant reduction in
time to antibiotic administration, with the median time decreasing from 61 minutes to 21
minutes (P = 0.015). Additionally, a significantly higher proportion of patients received
antibiotics within 60 minutes of emergency department arrival when a pharmacist was
present compared to when a pharmacist was absent (68% vs. 48%, P = 0.043). There was
no significant difference between groups in the rate of appropriate antibiotic dosing.

Conclusion: Current Surgical Infection Society guidelines recommend the use of
prophylactic antibiotics for open extremity fractures and other high-risk traumatic injuries, with
initiation as soon as possible and a target of administration within one hour of emergency
department arrival. Based on the findings of this study, the presence of a decentralized
emergency department pharmacist during trauma activations was associated with a
significant reduction in time to antibiotic administration. Several limitations should be
considered, including the retrospective study design, small sample size, incomplete or
inconsistent documentation, and the transition from paper-based to electronic medical record
documentation during the study period.

White, Emily | Cleveland Clinic Weston (PGY1 Resident) | emilygw98@yahoo.com
Withholding rifaximin during broad-spectrum antibiotics: Real-world efficacy
in hospitalized patients with liver disease

Background: Rifaximin is an oral, non-absorbable antibiotic with broad-spectrum
antimicrobial activity, used in the treatment and prevention of hepatic encephalopathy (HE) in
patients with liver disease. Infection is a common precipitating factor for HE, which often
results in hospitalization and treatment with broad-spectrum antibiotics. In clinical practice,
rifaximin is often administered concurrently with systemic antibiotics. However, most clinical
trials evaluating rifaximin excluded patients receiving antibiotics. Recent studies in critically ill
populations have demonstrated no significant differences in HE-related outcomes when
rifaximin was withheld during broad-spectrum antibiotic therapy, while also reducing
medication costs. This led to the implementation of an enterprise-wide pharmacist-driven
protocol that restricted the use of rifaximin to patients not receiving broad-spectrum
antibiotics. Further evaluation is needed to assess the safety and effectiveness of this
strategy in non-critically ill hospitalized patients.

Methodology: This was an interim evaluation of a retrospective pre-post cohort study
assessing the implementation of an enterprise-wide pharmacist-driven protocol. Adult
hospitalized patients with cirrhosis were included during the pre-restriction period (March 1 -
July 31, 2024) and the post-restriction period (March 1 - July 31, 2025). The primary outcome
was days alive and free of delirium and coma to day 14 in hospitalized patients with liver
cirrhosis treated with the combination of broad-spectrum antibiotics and rifaximin (pre-
restriction) or with broad-spectrum antibiotics alone (post-restriction). Patients were identified
using an antimicrobial stewardship (AMS) alert integrated into the electronic medical system
that flagged patients receiving broad-spectrum antibiotics who were eligible for rifaximin de-
escalation or reinitiation following completion of antibiotic therapy. Descriptive statistics were
used to summarize baseline characteristics. Continuous variables were reported as median

(interquartile range) and categorical variables as frequency (percentage). The primary
outcome was compared between groups using median regression and reported as median
difference with 95% confidence intervals. Statistical analyses were performed using Stata.
Secondary outcomes including rifaximin cost savings and protocol adherence will be
evaluated in the final analysis.

Results: There were 82 patients[FK1] [WEZ2] that met inclusion criteria, including 60 patients
in the pre-restriction cohort and 22 patients in the post-restriction cohort. Baseline
characteristics were generally similar between groups, although patients in the post-
restriction group were older with a higher incidence of non-alcoholic steatohepatitis as the
underlying etiology of cirrhosis, while preadmission rifaximin use was more common in the
pre-restriction group (Table 1). Median days alive and free of delirium or coma through day
14 were[FK3] 13 days in the pre-restriction cohort and 13.5 days in the post-restriction
cohort. Median regression was used to compare days alive and free of delirium and coma
between groups which demonstrated no difference between groups (median difference 0
days; 95% CI -2.71 to 2.71; p = 1.00). [FK1]Would be worth mentioning how many charts
were reviewed. EX. Xyz many charts were reviewed and 82 patients met inclusion criteria.
[WE2]Post group- 158 and pre- group 135 patients for a total of 293. The problem | feel like
we run into if | include this is it gets confusion or complicated trying to explain that 293 charts
were reviewed, 82 patient are in this study but 99 met inclusion criteria. [FK3]I would move
this sentence up in your methods section since it doesn't flow well to have it at the end. My
recommendation for placement of the sentence:There were 82 patients that met inclusion
criteria, including 60 patients in the pre-restriction cohort and 22 patients in the post-
restriction cohort. Baseline characteristics between both groups were overall similar with a
few notable differences which can be seen further in Table 1. Median days alive and free of
delirium or coma through day 14 were 13 days in the pre-restriction cohort and 13.5 days in
the post-restriction cohort. Also, that baseline characteristics sentence can be beefed up..
maybe you could mention which are the notable differences (1 or 2 differences) between the
groups that are significant and relevantThere were 82 patients[FK1] [WE2] that met inclusion
criteria, including 60 patients in the pre-restriction cohort and 22 patients in the post-
restriction cohort. Baseline characteristics were generally similar between groups, although
patients in the post-restriction group were older with a higher incidence of non-alcoholic
steatohepatitis as the underlying etiology of cirrhosis, while preadmission rifaximin use was
more common in the pre-restriction group (Table 1). Median days alive and free of delirium or
coma through day 14 were[FK3] 13 days in the pre-restriction cohort and 13.5 days in the
post-restriction cohort. Median regression was used to compare days alive and free of
delirium and coma between groups which demonstrated no difference between groups
(median difference 0 days; 95% Cl -2.71 to 2.71; p = 1.00). [FK1]Would be worth mentioning
how many charts were reviewed. EX. Xyz many charts were reviewed and 82 patients met
inclusion criteria. [WE2]Post group- 158 and pre- group 135 patients for a total of 293. The
problem | feel like we run into if | include this is it gets confusion or complicated trying to
explain that 293 charts were reviewed, 82 patient are in this study but 99 met inclusion
criteria. [FK3]l would move this sentence up in your methods section since it doesn't flow well
to have it at the end. My recommendation for placement of the sentence:There were 82
patients that met inclusion criteria, including 60 patients in the pre-restriction cohort and 22
patients in the post-restriction cohort. Baseline characteristics between both groups were
overall similar with a few notable differences which can be seen further in Table 1. Median
days alive and free of delirium or coma through day 14 were 13 days in the pre-restriction
cohort and 13.5 days in the post-restriction cohort. Also, that baseline characteristics
sentence can be beefed up.. maybe you could mention which are the notable differences (1
or 2 differences) between the groups that are significant and relevantThere were 82
patients[FK1] [WEZ2] that met inclusion criteria, including 60 patients in the pre-restriction
cohort and 22 patients in the post-restriction cohort. Baseline characteristics were generally
similar between groups, although patients in the post-restriction group were older with a
higher incidence of non-alcoholic steatohepatitis as the underlying etiology of cirrhosis, while
preadmission rifaximin use was more common in the pre-restriction group (Table 1). Median
days alive and free of delirium or coma through day 14 were[FK3] 13 days in the pre-
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restriction cohort and 13.5 days in the post-restriction cohort. Median regression was used to
compare days alive and free of delirium and coma between groups which demonstrated no
difference between groups (median difference 0 days; 95% CI -2.71 to 2.71; p = 1.00).
[FK1]Would be worth mentioning how many charts were reviewed. EX. Xyz many charts
were reviewed and 82 patients met inclusion criteria. [WE2]Post group- 158 and pre- group
135 patients for a total of 293. The problem | feel like we run into if | include this is it gets
confusion or complicated trying to explain that 293 charts were reviewed, 82 patient are in
this study but 99 met inclusion criteria. [FK3]I would move this sentence up in your methods
section since it doesn't flow well to have it at the end. My recommendation for placement of
the sentence:There were 82 patients that met inclusion criteria, including 60 patients in the
pre-restriction cohort and 22 patients in the post-restriction cohort. Baseline characteristics
between both groups were overall similar with a few notable differences which can be seen
further in Table 1. Median days alive and free of delirium or coma through day 14 were 13
days in the pre-restriction cohort and 13.5 days in the post-restriction cohort. Also, that
baseline characteristics sentence can be beefed up.. maybe you could mention which are the
notable differences (1 or 2 differences) between the groups that are significant and
relevantThere were 82 patients[FK1] [WEZ2] that met inclusion criteria, including 60 patients in
the pre-restriction cohort and 22 patients in the post-restriction cohort. Baseline
characteristics were generally similar between groups, although patients in the post-
restriction group were older with a higher incidence of non-alcoholic steatohepatitis as the
underlying etiology of cirrhosis, while preadmission rifaximin use was more common in the
pre-restriction group (Table 1). Median days alive and free of delirium or coma through day
14 were[FK3] 13 days in the pre-restriction cohort and 13.5 days in the post-restriction
cohort. Median regression was used to compare days alive and free of delirium and coma
between groups which demonstrated no difference between groups (median difference 0
days; 95% Cl -2.71 to 2.71; p = 1.00). [FK1]Would be worth mentioning how many charts
were reviewed. EX. Xyz many charts were reviewed and 82 patients met inclusion criteria.
[WEZ2]Post group- 158 and pre- group 135 patients for a total of 293. The problem I feel like
we run into if | include this is it gets confusion or complicated trying to explain that 293 charts
were reviewed, 82 patient are in this study but 99 met inclusion criteria. [FK3]I would move
this sentence up in your methods section since it doesn't flow well to have it at the end. My
recommendation for placement of the sentence:There were 82 patients that met inclusion
criteria, including 60 patients in the pre-restriction cohort and 22 patients in the post-
restriction cohort. Baseline characteristics between both groups were overall similar with a
few notable differences which can be seen further in Table 1. Median days alive and free of
delirium or coma through day 14 were 13 days in the pre-restriction cohort and 13.5 days in
the post-restriction cohort. Also, that baseline characteristics sentence can be beefed up..
maybe you could mention which are the notable differences (1 or 2 differences) between the
groups that are significant and relevant

Conclusion: In this interim analysis, withholding rifaximin during broad-spectrum antibiotic
therapy was not associated with differences in days alive and free of delirium or coma in
hospitalized patients with liver cirrhosis. These findings support the safety of the pharmacist-
driven rifaximin restriction protocol during systemic antibiotic therapy. Final analyses will
further evaluate clinical outcomes, protocol adherence, and potential cost savings associated
with this antimicrobial stewardship strategy.

Williams, Brianna | Cleveland Clinic Indian River Hospital (PGY1 Resident) |
blgwilliams369@gmail.com

Evaluation of Pharmacist-led Post-discharge Medication Reconciliation for
High-risk Patients

Background: Medication errors and discrepancies remain a problem in transitions of care.
Several studies have shown the potential impact that pharmacists have in the post-discharge

setting. These include reducing discrepancies, preventing life-threatening harm, and
decreasing healthcare costs1,2. Despite these positive impacts, many hospital systems

continue to underutilize pharmacists in the transitions of care settings. Having a pharmacist
conducting post-discharge medication reconciliation assists in correcting and limiting
discrepancies using guideline-based practices, aiding in a safer transition with optimal patient
outcomes. The purpose of this study is to evaluate the impact of a pharmacist-led post-
discharge medication reconciliation for high-risk patients with heart failure (HF) or chronic
obstructive pulmonary disease (COPD).

Methodology: This quality initiative assessed the impact of a pharmacist-led comprehensive
medication reconciliation after patient discharge. Hospitalized patients were included if they
were 18 years old or older, defined as high risk with a history of HF or COPD, and
discharged from Cleveland Clinic Indian River Hospital (CCIRH). Medication reconciliation
reviews were conducted between October to December 2025. Patients were contacted within
14 days of discharge to assess medication-related discrepancies. The primary outcome of
this project is the number of medication discrepancies found. Secondary outcomes include
the type of pharmacist interventions performed, type of medication-related discrepancies
identified, number of pharmacist interventions performed, acceptance of pharmacist
interventions, and completion rate of pharmacist services. Discrepancies were categorized
by type, including indication, safety, efficacy, and adherence. A standardized template was
utilized to guide conversations with patients and collect pertinent data.

Results: 87 patients were discharged from CCIRH with an average age of 78.9 years. 86
patients screened had at least one cardiovascular comorbidity, including acute myocardial
infarction, stroke, atrial fibrillation, dyslipidemia, or hypertension. Of the 58 excluded patients,
17 were discharged from a planned admission or had already had their PCP visit when
screened. 29 patients met inclusion criteria, 19 with HF, 7 have COPD, and 3 with both
comorbidities. The completion rate of medication reconciliation was 79.3%. For the primary
outcome of medication-related discrepancies, 52 instances occurred across 40 patients. The
types of medication-related discrepancies in the secondary outcomes included 26 adherence
related, 21 safety and efficacy-related, and 5 indication-related. The pharmacists performed
139 interventions which included 56 vaccination recommendations, 35 disease state
educations, 32 medication educations, 8 adherence educations, and 7 OTC medication
modifications. Of the 23 pharmacist recommendations made to providers, the acceptance
rate was about 26%.

Conclusion: Pharmacists play a valuable role in post-discharge medication reconciliation in
high-risk patients with HF and COPD. Medication-related discrepancies were identified in
most people, and this pilot project potentially prevented many medication related safety
events from occurring. Pharmacists play a valuable role in post-discharge medication
reconciliation in high-risk patients with HF and COPD. Medication-related discrepancies were
identified in most people, and this pilot project potentially prevented many medication related
safety events from occurring.

Wood, Savanah | HCA Florida Largo Hospital (PGY1 Resident) | sav82998@gmail.com
Albumin utilization in the Progressive Care Unit (PCU) based on established
hospital criteria. Medication Use Evaluation (MUE)

Background: Albumin is a plasma-derived colloid solution available in 5% and 25%
concentration. The firstclinical reports of albumin being used for septic shock were published
in the 1940s. Since then, widespread use ofalbumin has been accepted into clinical practice
without established safety and efficacy1. Albumin is FDA-approved forhypovolemia,
hypoalbuminemia, acute respiratory distress syndrome, acute nephrosis, cardiopulmonary
bypass, andspecific complications of liver disease2,3. Albumin 5% functions similarly to
crystalloids in resuscitation; 25% is oftenselected for patients with cirrhosis-related
complications or significant third spacing2,3. While albumin may provide physiological
benefits, data supporting routine use in inpatient scenarios remain inconsistent. Large,
randomized trials, such as the SAFE trial, demonstrated no overall mortality benefit of
albumin compared to normalsaline for fluid resuscitation in critically ill patients4. The ALBIOS
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trial found no significant difference between 28-day and90-day mortality with albumin
replacement to maintain serum albumin = 3 g/dL in patients with severe sepsis or
septicshockb. In addition to uncertain benefits in various clinical settings, albumin is
substantially more expensive than crystalloidsolutions, creating significant opportunities for
cost containment when used outside evidence-based criteria. Inappropriateutilization has
been reported to be 30-40% with such indications: nutritional supplementation, correction
ofhypoalbuminemia without hypovolemia, routine use in infections other than spontaneous
bacterial peritonitis, andpancreatitis1. Buckley, Sumit, and Erstad found that a clinical
pharmacist-led stewardship for albumin helped reduceinappropriate albumin utilization by
86%, resulting in annual cost savings of $421,4551. Within our institution, approved
indications for albumin are as follow: liver cirrhosis and associated complications, secondline
treatment for fluid resuscitation after non-protein colloids and crystalloids in critically ill
patients, large volumeparacentesis, spontaneous bacterial peritonitis, hepatorenal syndrome,
plasmapheresis, cardiac surgery, major surgery,nephrotic syndrome, liver transplant, and
burn (after first 24 hours). Despite well-defined approved indications for albumin,our
institution has seen an increase in albumin utilization in Q4 of 2025. There has been a 15.7%
increase in utilizationcompared to 3.3% in Q3, which warrants a deeper analysis of albumin
appropriateness and prescribing trend within ouroutlier progressive care unit. Primary
objective of this evaluation is to determine whether albumin 5% and 25% prescribing within
PCU aligns withcurrent evidence-based guidelines and predefined institutional criteria. The
goal of this evaluation is to identifyopportunities for targeted albumin stewardship, promote
cost-effective prescribing, and ensure optimal patient-centeredoutcomes.

Methodology: Patient data was extracted via EMAR record from our institutions' pharmacy
surveillance system. Inclusion criteria: albumin orders that were placed between October 1,
2025 through December 31, 2025, patientsadmitted/transferred into the progressive care unit
(3C/3D) during study period, and aged 18 years or older. Exclusion criteria: Albumin orders
within study period that were overridden or ordered by anesthesia providers, patientsnot in
progressive care unit (3C/3D) within study period. Data that was collected: albumin order
(5%, 25%), provider whoordered albumin and their specialty, indication including overrides,
and appropriateness based on criteria for use withinour institution.

Results: Overall there was 526 orders placed for albumin 5% and 25% in October through
December 2025. There were166 orders for 5% and 360 orders for 25%. CTS surgery
providers had the most unapproved indications set by hospitalprotocols for albumin utilization
for 5%. 55% of inappropriate 5% albumin orders were ordered under a CTS provider. Where
in 25% albumin orders there was a range but consistent with providers in nephrology, critical
care, advanced heartfailure and GME residents. Indication 25% Albumin (n=166) %
(count)Second Line Fluid Resuscitation 46% (76)Liver Cirrhosis 9% (5)Overridden 9%
(15)HRS 2% (3)Liver Transplant 7% (12)Dialysis 7% (12)Cardiac Surgery 5% (9)Nephrotic
Syndrome <1% (1)No Indication 2% (3)Other 6% (10)Major Surgery <1% (1)Large Volume
Paracentesis 4% (6)Indication 5% Albumin (n=360) % (count)Second Line Fluid
Resuscitation 20.8% (75)Liver Cirrhosis 1.7% (6)Overridden 44.5% (145)Plasmapheresis
2.8% (10)Cardiac Surgery 26.1% (94)LVAD 0.3% (1)Liver Transplant 0.8% (3)Dialysis 0.8%
(3)Other 2.5% (9)Major Surgery 0.3% (1)Large Volume Paracentesis 4% (6)MCS 4% (6)No
indication 4% (6)

Conclusion: Nearly half of 25% albumin orders were used for second-line fluid resuscitation,
while only 6% were for high—evidence-based indications such as hepatorenal syndrome
(HRS) and large-volume paracentesis. Notably, 11% of orders lacked adocumented
indication, raising concerns for inappropriate use. Overall, 39% of albumin orders (5% and
25%) wereinappropriate during October through December 2025. Additionally, 30.4% of all
orders were placed using overridefunctionality without an indication, representing a major
contributor to inappropriate utilization. Some targeted strategies toreduce inappropriate use
is to require mandatory indication selection during order entry, eliminate override
capabilities,and remove “other” as a selectable indication.

Woolgar, Charlie | Ascension Sacred Heart Pensacola (PGY1 Resident) |
charlielouisewoolgar@gmail.com

K+ comparison: a study on the safety and efficacy of sodium zirconium
cyclosilicate vs. sodium polystyrene sulfonate in hyperkalemia management

Background: Hyperkalemia is a potentially life-threatening electrolyte disorder leading to
frequent emergency department visits and inpatient admissions each year. It is associated
with prolonged hospital stays, higher healthcare costs, and increased 30-day hospital
readmission rates. Sodium polystyrene sulfonate (SPS) and sodium zirconium cyclosilicate
(SZC) are agents that exchange cations for potassium in the gastrointestinal tract to facilitate
excretion of bound potassium. Limited data exists comparing the safety and efficacy of these
agents for acute management of hyperkalemia. This study aims to compare the reduction in
serum potassium from baseline to first repeat level following treatment with SPS or SZC.

Methodology: This single-center, retrospective, cohort study was conducted at an academic
medical center. The study time period was September 1, 2024 to February 28, 2025. Adult
patients presenting hyperkalemia, defined as a serum potassium level 25.1 mEg/L, that
received either SPS or SZC and had repeat potassium levels within 24 hours of receiving
either medication were included in the study. Patients were excluded if they received any oral
potassium binder in the past 48 hours prior to the first dose of either SPS or SZC, had
hemolyzed blood specimens or suspected pseudohyperkalemia. Patients could also not be
pregnant, have DKA or HHS, receive a dialysis session during the interval of time between
study agent administration and obtaining first repeat potassium level after study drug
administration, or have concurrent use of sorbitol. Additionally, outpatient use of either study
drug or lactulose based on physician documentation or fill history prior to the first repeat
potassium level warranted exclusion. The primary outcome measure was change in serum
potassium level from pre-treatment to first repeat level. Secondary outcome measures were
the percentage of patients that required repeat doses of either study agent and those who
achieved normokalemia within 48 hours after study agent administration.

Results: Of the 200 patients that were screened for inclusion, 67 were included in the SPS
group and 47 patients were included in the SZC group. For the primary outcome, SPS
exhibited an average change of -0.82 mEg/L in serum potassium and SZC exhibited an
average change of -0.71 mEg/L in serum potassium. The percentage of patients that
required a repeat dose of SPS was 44.8% and 40.4% for SZC. Normokalemia was achieved
within 48 hours of study agent administration in 83.6% of patients who received SPS and
66% of patients who received SZC.

Conclusion: Both SPS and SZC demonstrated effectiveness in reducing serum potassium
levels in patients with hyperkalemia, with comparable short-term reductions observed
between groups. While SPS showed a slightly greater average decrease in potassium and a
higher proportion of patients achieving normokalemia within 48 hours, these differences were
modest and should be interpreted within the context of the study’s retrospective design and
sample size. The need for repeat dosing was similar between groups, suggesting
comparable initial treatment responses. Overall, these findings support the use of either
agent for acute potassium lowering, though further prospective, randomized studies are
warranted to better delineate differences in efficacy, safety, and clinical outcomes to guide
optimal agent selection in practice.

Zaidi, Jasmine | Mount Sinai Medical Center (PGY1 Resident) |
zmjasmine4@gmail.com

Optimizing electroconvulsive therapy: transitioning to etomidate-based
induction therapy in patients with inadequate seizure response receiving
propofol and remifentanil

Background: Electroconvulsive therapy (ECT) is an effective treatment for medication-
refractory psychiatric conditions including major depressive disorder, bipolar disorder, and
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psychotic disorders. The therapeutic response is dependent on generation of a seizure
through controlled electrical stimulation; however, seizure thresholds often increase during
prolonged or maintenance ECT courses which may compromise treatment efficacy and
necessitate adjustments in anesthetic strategy. Propofol is commonly used as an induction
agent for ECT due to its favorable hemodynamic profile and rapid recovery; however,
propofol is associated with dose-dependent reductions in seizure duration. To mitigate this
effect, remifentanil is often combined with reduced doses of propofol for improved seizure
duration and maintenance of adequate anesthesia. Despite these advantages, this strategy
may become insufficient in patients with progressively rising seizure thresholds. Etomidate
may be used as an alternative induction agent in patients with rising seizure thresholds due
to its minimal anticonvulsant properties and association with longer seizure duration.
However, comparative real-world data evaluating seizure quality and safety when
transitioning from propofol-remifentanil regimens to etomidate-based therapy remain limited.
The purpose of this study was to evaluate seizure quality and safety outcomes in patients
with high seizure thresholds undergoing ECT who required a transition from reduced-dose
propofol with remifentanil to an etomidate-based induction regimen.

Methodology: This IRB-approved retrospective pre-post observational study was performed
at a large, single-center, private, independent, not-for-profit teaching hospital. Adult patients
aged 18 years or older who underwent ECT between January 1, 2017 and September 30,
2025 were screened through the electronic health record. Patients were included if they had
documented difficulty achieving adequate seizures during ECT as defined by an
electroencephalogram (EEG) seizure duration less than 20 seconds or provider
documentation of inadequate seizure activity and subsequently required a transition from
reduced-dose propofol with remifentanil to an etomidate-based induction regimen. Patients
with incomplete anesthetic, EEG, or clinical documentation or with medical conditions that
could confound seizure outcomes were excluded. The primary outcomes included EEG
seizure adequacy, defined as EEG seizure duration of at least 20 seconds, and composite
seizure measures calculated as the longest EEG or motor seizure duration divided by the
number of electrical stimulations administered during an ECT session. Secondary outcomes
included incidence of safety events and utilization of adjunct agents. Demographic and
clinical variables collected included age, sex, race, body mass index, psychiatric diagnosis,
comorbid conditions, hospitalization status, and ECT treatment parameters. Descriptive
statistics were used to summarize baseline characteristics. Nonparametric tests including the
Mann-Whitney test and Wilcoxon matched-pairs test were used to compare seizure
outcomes and treatment parameters between induction regimens.

Results: A total of 53 patients met inclusion criteria. The cohort had a mean age of 53.6
years, and 52.8% were female. The most common indication for ECT was major depressive
disorder (54.7%), followed by bipolar disorder (28.3%). Patients were transitioned from
propofol with remifentanil to an etomidate-based regimen after an average of 11 ECT
sessions (range 1-96 sessions). Mean EEG seizure duration increased from 33.5 seconds
with propofol-remifentanil to 49.3 seconds with etomidate (p = 0.01). EEG seizure composite
scores improved from 39.1 to 54.3 (p = 0.0007), and motor seizure composite scores
increased from 26.9 to 36.6 (p = 0.003). The proportion of sessions achieving adequate
seizure duration increased from 75.5% to 98.1% with etomidate (p = 0.0009). Additionally,
sessions requiring more than one electrical stimulation decreased from 32.1% with propofol-
remifentanil to 15.1% with etomidate (p = 0.007). The mean number of electrical stimulations
per session was 1.4 with propofol-remifentanil versus 1.2 with etomidate (p = 0.09). Safety
profiles were comparable between treatment groups. Rates of apnea, hemodynamic
instability, post-ictal agitation, and premature termination of sedation were low and did not
differ significantly between groups. Adjunctive sedative agent use was higher in sessions
utilizing etomidate-based therapy compared to propofol-remifentanil.

Conclusion: ECT requires adequate seizure activity to achieve therapeutic benefit, and
anesthetic adjustments are often necessary during prolonged treatment courses. In this
cohort of patients with previously inadequate seizures during ECT, transition from reduced-
dose propofol with remifentanil to an etomidate-based induction regimen was associated with

improved seizure outcomes. Based on these findings, timely transition to etomidate may
optimize therapeutic outcomes. Limitations of this study include the retrospective design,
small sample size, and potential variability in ECT parameters and medication dosing.
Further prospective studies are warranted to better define optimal anesthetic strategies for
patients with rising seizure thresholds undergoing ECT.

Zapata, Joel | Tampa General Hospital (PGY1 Resident) | jazapata4d@gmail.com
Effective Management of Irinotecan-Associated Dysarthria

Background: Irinotecan-based regimens are used worldwide for the treatment of several
advanced or recurrent gastrointestinal malignancies. Common adverse effects of irinotecan
observed in clinical trials include nausea, vomiting, diarrhea, mucositis, and neutropenia. In
post-marketing reports, dysarthria, a rare adverse effect, has been associated with
irinotecan. In case reports, dysarthria was reported during various cycles of irinotecan
administration with sporadic onsets from administration time. Management of irinotecan
associated varies widely in case reports with no standard management. The purpose of this
study is to assess the number of patients who have experienced dysarthria and review
management strategies that were employed to support patients who experienced this rare
adverse effect.

Methodology: This is a single-center, retrospective chart review of patients with irinotecan
associated dysarthria treated at a large academic medical center cancer institute. Adults at
least 18 years of age were included in the study if they received Irinotecan at the cancer
institute with curable intent and documentation of dysarthria during the time-period of June 1,
2023, to March 1, 2025. The primary objective analyzed was the number of patients who
experienced dysarthria, number of patients who stopped the irinotecan infusion and required
a higher level of care, and number of patients who continued the irinotecan infusion with
supportive care or a modification. Secondary objectives analyzed include pre-medications
utilized prior to irinotecan administration, concurrent medications with known dysarthria risk,
temporality, cholinergic symptoms, supportive care measures utilized for dysarthria
management, and alternative regimens utilized.

Results: A total of 154 patients were reviewed with 120 patients included in the final analysis
after meeting inclusion criteria. The average age of study participants was 61.1 years (SD
11.8 years), 65% male, and an average BSA of 1.89 m2 (SD 0.29 m2). The initial planned
regimens in the analysis included mFOLFIRINOX (n=54), FOLFIRINOX (n=25), FOLFIRI+
Avastin (n=18) and FOLFIRI (n=12). Out of the 120 patients included in the final analysis,
eight patients were identified as having experienced dysarthria. A total of 1047 irinotecan
administrations were analyzed throughout the study period with fourteen associated
dysarthria events identified (1.3% occurrence rate). Management of irinotecan associated
dysarthria varied with details outlined in Table. 2.

Conclusion: This study is consistent with literature of dysarthria being a rare adverse effect.
Irinotecan-associated dysarthria was reported with eight patients with symptom onset ranging
from during the infusion to shortly after the completion. Neurological manifestations included
changes in speech, difficulty swallowing, and subjective remarks of having a “fat tongue”.
The management of irinotecan associated dysarthria in this study varied widely with no
standard protocol and was not effective at appropriately managing dysarthria. Future
research should focus on implementation and management with a standardized protocol to
effectively manage the symptoms.

Zekhtser, Anatolly | Memorial Regional Hospital (PGY1 Resident) | 7tolly7@gmail.com
An Evaluation of Once versus Twice Daily Enoxaparin for VTE Prophylaxis in
Trauma ICU Patients

Background: Background: Trauma patients are at substantial risk of venous
thromboembolism (VTE) due to vascular injury, prolonged immobility, and a hypercoagulable
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state. Despite pharmacologic prophylaxis, VTE remains a serious and persistent
complication in this population. Objective: To evaluate the effectiveness and safety of once-
daily versus twice-daily enoxaparin prophylaxis in adult trauma ICU patients.

Methodology: This retrospective study was conducted at a Level | trauma center, including
adult trauma ICU patients receiving enoxaparin for VTE prophylaxis. The primary outcome
was the incidence of VTE, defined as objectively and radiographically confirmed deep vein
thrombosis (DVT) or pulmonary embolism (PE). The secondary outcome was incidence of
major bleeding defined by International Society on Thrombosis and Haemostasis (ISTH)
criteria (i.e., fatal bleed, critical site bleed, hemoglobin drop 22 g/dL within 24h, or transfusion
of 22 units of blood secondary to bleeding). Patients were stratified into two dosing cohorts:
once-daily enoxaparin prophylaxis (2019) and twice-daily enoxaparin prophylaxis (2024).
Eligible patients had received the first enoxaparin dose within 72h after admission. Exclusion
criteria included therapeutic anticoagulation, active VTE treatment, death within 24h of
admission, intracranial hemorrhage or other bleeding diatheses, heparin-induced
thrombocytopenia, severe renal impairment (CrCl <30 mL/min), thrombocytopenia (platelets
<50x109/L), pregnancy, and thrombophilias. Data was collected via electronic medical record
(EPIC), including admission details, demographics, labs, imaging, transfusions, and provider
documentation. Continuous variables were reported as means with standard deviations and
medians with interquartile ranges. Comparisons were performed using the Mann-Whitney U
test. Categorical variables were reported as frequencies with percentages and compared
using Fisher's Exact test. A p-value <0.05 was considered statistically significant.

Results: A total of 66 patients were included: 35 in the QD cohort and 31 in the BID cohort,
with 29 BID patients evaluable for the primary outcome. The BID group was notably younger
(median age 34 vs 50 years) and had a higher proportion of penetrating trauma (22.6% vs
11.4%). VTE occurred in 3 QD patients (8.6%) versus 2 BID patients (6.9%) (p=1.0). Major
bleeding by ISTH criteria occurred in 16 QD patients (45.7%) versus 14 BID patients (45.2%)
(p=1.0). No statistically significant differences were observed in any outcome.

Conclusion: Once-daily and twice-daily enoxaparin demonstrated similar VTE and major
bleeding rates in this trauma ICU cohort. Although the twice-daily cohort demonstrated
numerically lower VTE incidence, this did not reach statistical significance, likely reflecting
insufficient sample size rather than absence of a true pharmacological effect. The broader
evidence base, including pharmacokinetic rationale, anti-Xa data, WTA guidance, and prior
studies suggesting inadequacy of once-daily dosing in trauma patients, supports a twice-daily
approach. Future research should focus on adequately powered prospective randomized
trials and incorporate individualized strategies such as weight-based dosing and anti-Xa
guided monitoring to better define optimal prophylaxis in trauma ICU patients.

Zerdo, Hanna | Orlando Health Orlando Regional Medical Center (PGY1 Resident) |
hannazerdo17@gmail.com

Oseltamivir in Non-Critically Il Children Hospitalized with Influenza

Background: Influenza remains a leading cause of pediatric respiratory illness and
hospitalization, particularly among children under five years of age. Current guidelines from
the American Academy of Pediatrics recommend initiating antiviral therapy with oseltamivir
for all hospitalized children with suspected or confirmed influenza, regardless of iliness
severity or symptom duration. Despite these recommendations, prescribing practices remain
variable, with clinicians often reserving treatment for critically ill patients or those with chronic
respiratory disease due to limited high-quality evidence supporting benefit in non-critically ill
hospitalized children. Existing studies evaluating oseltamivir efficacy in pediatric patients
have shown mixed results. The variability and observational nature of available data highlight
persistent uncertainty regarding oseltamivir’s clinical impact in this subgroup. Considerations
related to oseltamivir's side effect profile, as well as heterogeneity in patients’ presenting
symptoms, may further influence prescribing practices. At our institution, variation in
prescribing practices exists. The primary objective of this study was to evaluate the clinical

impact of oseltamivir use in non-critically ill pediatric inpatients with influenza by comparing
length of stay between those who received oseltamivir and those who did not.

Methodology: This was a retrospective chart review conducted at a single institution.
Children who were admitted to Arnold Palmer Hospital with influenza between September 1,
2021, and August 31, 2025, were screened for inclusion. Patients were excluded from this
study if they had hospital-acquired influenza, were admitted for reasons other than influenza,
were transferred after outpatient influenza diagnosis and/or oseltamivir initiation, received an
alternative neuraminidase inhibitor, required PICU or step-down care on admission, or were
immunocompromised. The primary outcome was to evaluate length of stay in patients with
influenza treated with oseltamivir versus those who were not. Secondary outcomes included
differences in need for sustained escalation in respiratory support, incidence of adverse
effects related to treatment, escalation of care related to infection, incidence of secondary
bacterial pneumonia, readmission within 7 days of hospital discharge, time to fever
resolution, and total duration of therapy in patients treated with oseltamivir. Statistical
analyses included the Mann-Whitney U test for non-normally distributed continuous data, and
Fisher’s exact test or Chi-squared test for categorical data. A p-value of <0.05 was
considered statistically significant.

Results: Of 783 patients screened for inclusion, 195 were included in the final analysis. 113
patients were treated with oseltamivir, and 82 did not receive treatment. Baseline
characteristics are outlined in Table 1. Most patients across both groups were male, with a
median age of 3 years and 5 months in the treatment group, and 4 years and 6 months in the
control group; neither was statistically significant. For baseline characteristics, there was a
statistically significant difference in symptom duration <48 hours on admission between the
groups (50.4% vs. 18.3%, p < 0.001). Specifically, more patients in the oseltamivir group
presented with fever on admission and more patients in the control group presented with
nausea and vomiting. For the primary outcome (Table 2), observed reduction in hospital
length of stay was not statistically significant (1.77 vs 2.02 days, p = 0.057). Almost all
patients who received oseltamivir were treated for 5 days and only 6.2% had documented
adverse effects, with majority reported as nausea/vomiting. Several secondary outcomes
occurred more frequently in the treatment group, including escalation of care (2.7% vs 0%, p
= 0.265), secondary bacterial pneumonia (3.5% vs 2.4%, p = 1.00), and readmission within 7
days (4.4% vs 3.7%, p = 1.00), however these results were not found to be statistically
significant. There was a statistically significant difference in time to fever resolution between
the groups (27 hours vs. 36 hours, p = 0.023).

Conclusion: This study is among the few to evaluate the effectiveness of oseltamivir in non-
critically ill children hospitalized with influenza. While there was a trend towards a shorter
length of stay in patients treated with oseltamivir, the reduction of ~0.25 days does not reflect
a clinically meaningful improvement. However, oseltamivir may provide a modest reduction in
time to fever resolution with minimal reported adverse effects. There were no significant
differences in escalation of care, secondary bacterial pneumonia, or early readmissions
between patients who received oseltamivir and those who did not. Overall, the findings
suggest that although oseltamivir may not meaningfully shorten hospitalization in non-
critically ill children with influenza, it may offer modest symptomatic benefits with low risk of
harm. Further investigation with larger sample sizes and prospective study design is
warranted to clarify whether oseltamivir meaningfully improves outcomes in this population.

Zhang, Nina | Health First Regional Medical Center (HRMC) (PGY1 Resident) |
ninazhang@hf.org

A Dose of Preparedness: Take-home Naloxone Kits for Emergency
Department and Obstetric Patients

Background: The epidemic of opioid overdoses remains a significant public health challenge
today. Opioid overdose is one of the primary causes of mortality in the United States,
encompassing both prescription and illicit usage. The excessive prescribing of opioid
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analgesics, along with a surge in the consumption of heroin and powerful synthetic opioids
like fentanyl, has played a significant role in the alarming increase in opioid-related overdose
fatalities among the general population, including pregnant persons. Naloxone is a life-saving
medication that combats the deadly effects of opioids in the individuals experiencing an
overdose. It is an opioid antagonist that competitively displaces opioids from their receptors,
thereby reversing respiratory and central nervous system depression. Although research has
recognized cost and the absence of drug insurance as obstacles to obtaining pharmacy-
dispensed naloxone, these factors are not relevant in our context, since patients will be
provided with take-home naloxone kits (THNKSs) at discharge provided by Florida’s Overdose
Prevention Program. Other steps that have been taken to reduce access barriers for
naloxone include Food and Drug Administration approving naloxone for over-the-counter use
and Health and Human Services releasing guidance for healthcare providers to prescribe or
co-prescribe naloxone for individuals at risk for opioid overdose. This study aims to enhance
take-home naloxone distribution to the community.

Methodology: This is a multi-center, IRB exempt, retrospective study that will use a quality
improvement framework based on the Plan-Do-Study-Act (PDSA) cycle to assess and
improve the distribution of take-home naloxone here at Health First. It will be carried out in
iterative cycles (every month) to facilitate small-scale testing of interventions, assessments of
results, and continuous refinement of processes. We will utilize our Electronic Health Record
system, Epic®, along with our Vigilanz® pharmacy surveillance software and Midas care
management tools, to identify potential patients. Our inclusion criteria include patients 18 and
older, and patients or caregivers requesting a kit. Investigators and other healthcare
providers will then provide patient education about the use of the take-home naloxone kit as
well as instructions and education to healthcare providers on the methods for screening
patients. The primary outcome was to evaluate the impact of process improvement and
service line expansion by comparing the number of take-home naloxone kits distributed post-
implementation with the quantity of take-home kits prior to the intervention. The secondary
outcome was to assess hospital admissions and readmissions for individuals who are
provided with a take-home naloxone kit after experiencing an overdose. Furthermore, the
study will examine trends of overdoses within Brevard County. The IHI Model for
Improvement will be used to analyze data by using tools like Pareto charts, run charts, and
control charts to guide and evaluate quality improvement efforts and determine if there’s
statistical significance.

Results: Following implementation of the THNK program, we observed notable
improvements in awareness across both the emergency departments (ED) and obstetric
units. THNK utilization initially declined in the ED due to the absence of a proper THNK order
set in EPIC. After the order set was implemented, use began to rise. Despite early visual
education, utilization stayed low, but consistent weekly education, huddle reminders, and in
person staff engagement led to steady improvement in the THNK distribution process. The
expansion of pharmacist led initiative placed a significant role in these outcomes. With the
increase from one to five ED pharmacists, the team was able to consistently screen
discharge patients, provide thorough counseling, collaborate directly with providers, and
reinforce THNK ordering when appropriate. This pharmacist led workflow contributed to more
consistent identification of eligible patients and increased prescribing of THNK. Over time,
the ED showed a clear shift in THNK prescribing habits. Initially, providers ordered THNK
mainly for overdose cases or patients with known opioid use disorder, with only one provider
consistently prescribing it alongside opioid discharges. As education and awareness
increase, more providers began prescribing THNK for any patient discharged with an opioid,
even without an overdose or opioid use disorder history. This marks a meaningful cultural
shift toward safer opioid prescribing and improved overdose prevention in the ED. When the
THNK initiative launched on the obstetric floor, educational flyers alone did not generate
consistent use, and staff engagement remained limited. In person nursing education was
added to help nurses identify eligible patients and prompt providers when opportunities were
missed, but no THNK distributions have been documented to date. A major barrier has been
the difficulty in delivering consistent provider education due to variable schedules and

variable responsibilities. Since the initiative is still new to obstetric providers, many are not
yet familiar with the workflow or accustomed to prescribing THNK for patients discharged
with opioids or with a history of opioid use disorder.

Conclusion: With consistent education for both nursing staff and providers, we observed
clear improvements in THNK prescribing habits over time. The addition of a pharmacist led
THNK initiative further strengthened these changes, helping make naloxone prescribing and
distribution more reliable and consistent.

Zibner, Andre | Lakeland Regional Health (PGY1 Resident) | andre.zibner@gmail.com
Effect of Intravenous Insulin Bolus and Infusion versus Continuous Infusion
Alone on Diabetic Ketoacidosis Outcomes in the Emergency Department
(INVOKE)

Background: Hyperglycemic crises are associated with substantial morbidity, mortality and
healthcare costs. Diabetic Ketoacidosis (DKA) is a serious, acute and life-threatening
hyperglycemic emergency characterized by a triad of hyperglycemia, increased serum
ketone concentrations and metabolic acidosis. The median hospital and ICU length of stay
(LOS) for DKA is currently 3 and 4 days respectively, with patients having a 1-year corrected
mortality rate that is 13 times higher than the general population afterdischarge. For over a
decade, the American Diabetes Association (ADA) has recommended two intravenous (1V)
insulin regimens for managing DKA, either a 0.1 unit/kg IV bolus followed by a 0.1 unit/kg/hr
infusion or a 0.14 unit/kg/hr continuous infusion alone. These guidelines acknowledge
conflicting studies questioning the necessity and safety of an initial insulin bolus. In June
2024, the ADA published an updated consensus report recommending IV short-acting insulin
infusion alone as the preferred choice, with the suggestion to administer an initial bolus if a
delay in setting up the infusion is expected. Overall, evidence supporting an initial insulin
bolus is limited and concerns about hypoglycemia and hypokalemia risk remain. INVOKE
seeks to add clarification to the current literature surrounding the conflicting outcomes of
insulin bolus plus infusion or continuous insulin infusion alone in the management of DKA in
the emergency department (ED).

Methodology: This study was an IRB-approved, single-center, retrospective cohort
evaluation that was conducted at a large tertiary care hospital, high-volume emergency
department. All data were obtained from the institution’s electronic health record. Patients
were included if they were 18 years of age or older, admitted with a diagnosis of DKA per
ICD-10 coding and received IV insulin in the ED between October 1, 2024 and December 15,
2025. Patients were excluded if pregnant, received subcutaneous insulin therapy for DKA,
received multiple IV insulin boluses or were transferred out of the institution within 6 hours of
insulin initiation. The primary outcome was a composite safety outcome of interruption of
insulin infusion, the incidence of hypoglycemia (serum blood glucose < 70 mg/dL) or
hypokalemia (serum potassium < 3.4 mEQ/L) within 6 hours of insulin bolus administration or
continuous infusion initiation. Secondary outcomes included the time to discontinuation of
insulin drip, need for dextrose 50% administration afterinsulin administration, ICU and
hospital length of stay and all-cause mortality during hospital admission. Mann-Whitney U
was used to analyze continuous data and the Chi Square test or Fischer's Exact test were
used to analyze categorical data where applicable. A p-value of <0.05 was considered to be
statistically significant.

Results: A total of 467 charts were screened and 250 patients were included in this analysis.
Baseline characteristics are outlined in Table 1. A statistically significant difference was noted
in the age, sex, first episode of DKA, end stage renal disease status, serum creatinine, initial
serum glucose, beta-hydroxybutyrate level and anion gap between the bolus and non-bolus
groups. The primary outcome occurred in 27.2% of patients who received a bolus and 17.6%
of patients who received an infusion only (p = 0.07). Analysis of the individual components of
the composite outcome revealed a statistically significant difference in the interruption of
insulin infusion within 6 hours between the bolus and non-bolus group (17.6% vs. 3.2%; p = <
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0.01). No significant differences were noted between the two groups respectively in regard to
the incidence of hypoglycemia (1.6% vs. 1.6%; p = 1) or hypokalemia (15.2% vs. 14.4%; p =
0.85). Secondary outcomes were analyzed as pre-specified in Table 2. There was a
statistically significant difference in the ICU length of stay between the bolus and non-bolus
groups (2 days [2-3] vs. 2 days [1-2]; p = 0.01). All other endpoints were not statistically
significant.

Conclusion: The results of this study indicate that there is not a significant increase in
adverse effects when administering an initial insulin bolus for DKA management in the
emergency department. However, given conflicting literature on patient safety outcomes,
continuous infusion alone may be the preferred approach as this study reveals less insulin
infusion interruptions and a shorter ICU length of stay.
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