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Abstract # 1 

Medication use evaluation of prescribing practices for 
anticholinergic agents used to treat overactive bladder in 
female veterans 

Akash Agarwal, PharmD; Jennifer Griego, PharmD; Kristi L. 
Dimke, MS, PharmD, MPH 

Purpose: Overactive bladder (OAB) is a prevalent condition that 
may result in involuntary urinary leakage that can significantly 
impair a person’s quality of life. Pharmacologic treatment options 
include anticholinergic agents and beta-3 adrenergic agonists. 
Oxybutynin was the first agent added to the Veterans Affairs (VA) 
formulary in May 2011, followed by trospium in January 2017, and 
subsequently tolterodine and solifenacin in June 2021. According 
to the latest American Urological Association (AUA) guideline 
update, efficacy is comparable among these agents, however, 
their safety profiles differ considerably.  

Trospium demonstrates minimal central nervous system (CNS) 
penetration due to its limited ability to cross the blood-brain 
barrier. Therefore, it is associated with fewer CNS-related adverse 
effects and a lower observed incidence of dementia, cognitive 
decline, and falls compared with oxybutynin, solifenacin, and 
tolterodine. Given that the veteran population is predominantly 
older and often has conditions that are risk factors for developing 
dementia, such as post-traumatic stress disorder (PTSD) and 
major depressive disorder (MDD), careful medication selection is 
critical. 

At the New Mexico Veterans Affairs Health Care System 
(NMVAHCS), differences in prescribing patterns between primary 
care providers (PCPs) and specialists (urologists and 
urogynecologists) have not been formally assessed in female 
veterans diagnosed with OAB who are being prescribed 
pharmacologic treatment for the first time.  

Methods: A retrospective chart review was conducted to 
evaluate prescribing practice trends for OAB treatment in female 
veterans between January 1, 2022, and December 31, 2024. This 
medication use evaluation included female veterans aged 18 
years or older who were newly initiated on an oral anticholinergic 
medication for OAB. Patients were excluded if they had a 
diagnosis of neurogenic bladder, non-OAB-related lower urinary 
tract symptoms (LUTS), were prescribed anticholinergic agents 
for short-term procedural use, or had taken an anticholinergic 
agent for OAB prior to 2022. Female veterans enrolled in hospice 
or receiving palliative care were also excluded. All chart reviews 
were conducted through manual chart review.  

The primary outcomes were the percentages of total new 
prescriptions for each formulary anticholinergic agent by year, 
and the percentages of these prescriptions written by primary 
care providers versus specialists. Secondary outcomes included 
the percentages of total new prescriptions for each formulary 
anticholinergic agent in patients aged >65 years and <65 years, 
stratified by prescriber type (primary care providers vs. 
specialists).  

Results: The final number of evaluable female patients was 53, 
of which 17 (32%) were aged >65 years old at the time of initiation 
of the first prescription for OAB. Of note, 96% had a diagnosis of 
either PTSD or depression. Prescribing trends showed that, over 
the three-year study period, the use of trospium increased, 
particularly in 2024. Broken down by provider type (PCP vs 
Urology/Gynecology specialist), PCPs initiated oxybutynin IR 57% 
and ER 31% of the time, respectively, compared to specialists 
who used them only 16% of the time, while favoring trospium 
77% of the time. Among patients aged >65 years old who were 
treated by their PCP, 56% were initiated on oxybutynin IR, 22% 
received oxybutynin ER, and very few received either trospium or 
solifenacin. In comparison, 75% of patients in this age group who 
were treated by a specialist received trospium, and only a few 
patients received oxybutynin and solifenacin. Similarly, among 
patients aged <65 years, PCPs favored oxybutynin and specialists 
again preferred trospium.  

Conclusion: At the New Mexico VA Healthcare System, 
significant differences exist in prescribing practices between 
PCPs and specialists for OAB treatment in female veterans. 
Specialists more frequently prescribed trospium, while PCPs 
favored oxybutynin IR, even in those over the age of 65 and in 
those with at least one cognitive comorbidity or having at least 
one risk factor for a cognitive comorbidity. These findings 
highlight an opportunity to improve prescribing practices to help 
minimize cognitive risk in our vulnerable veteran population.  

 

Abstract # 2 

Evaluating Appropriate Statin Prescribing Patterns at a Ryan 
White-funded Clinic 

Kristin Bacon, PharmD; Christina Tarango; Bernadette Jakeman, 
PharmD, PhC, BCPS, AAHIVP; Kelsea G Aragon, PharmD, PhC, 
CDCES, BCACP 

Purpose:  People with HIV (PWH) are living longer due to effective 
antiretroviral therapy, with more than half now aged 50 years or 
older. As this population ages, the risk of atherosclerotic 
cardiovascular disease (ASCVD) increases, yet traditional risk 
prediction tools often underestimate their true risk. The 
REPRIEVE trial demonstrated that statin therapy reduces major 
cardiovascular events in PWH, leading to updated guidelines 
recommending moderate-intensity statins for all PWH aged 40–
75 years without ASCVD. However, real-world implementation of 
these recommendations may lag, particularly in medically 
underserved populations. This study aims to evaluate the 
appropriateness of statin prescribing among eligible PWH and 
identify gaps in ASCVD management.  

Methods: This retrospective, cross-sectional study was 
approved by the University of New Mexico Institutional Review 
Board. We will review electronic medical records of PWH aged 
40–75 years receiving care at the UNM Truman Health Services 
(THS) clinic. PWH who are receiving antiretroviral therapy and 
have no prior history of ASCVD will be included. Patients will be 
excluded if they fall outside the specified age range, have 



incomplete lipid or medication data, or have documented 
contraindications to statin therapy. Data extracted will include 
demographics, HIV viral load, CD4 count, antiretroviral therapy, 
comorbidities, lipid profiles, ASCVD risk scores, statin use, and 
provider documentation related to statin decision-making. 
Pharmacist involvement in patient care will also be noted. The 
primary outcome will be the proportion of eligible patients 
appropriately prescribed moderate-intensity statin therapy 
according to REPRIEVE-aligned guideline recommendations. 
Secondary outcomes will include the proportion of patients 
achieving lipid targets, common reasons for statin underuse or 
discontinuation, and factors associated with appropriate 
prescribing. Descriptive statistics will be used to summarize 
patient characteristics. Chi square or Fisher’s exact tests will 
compare statin prescribing rates among subgroups, and 
multivariable logistic regression will evaluate predictors of 
appropriate statin prescribing. Statistical significance will be 
defined as p ≤ 0.05. 

Results: In progress. 

 

Abstract # 3 

Assessment of bleeding and thrombotic risk in systemic 
mastocytosis 

Abby Barnett, PharmD; Jessica Lewis-Gonzalez, PharmD, BCOP; 
Ala Ebaid, MD 

Purpose: Systemic mastocytosis (SM) is an uncommon disorder 
characterized by aberrant clonal growth of mast cells. Mast cells 
have many functions in immune responses and their granules 
contain several inflammatory mediators. SM typically presents 
with a wide variety of nonspecific symptoms such as increased 
allergic/hypersensitivity reactions, gastrointestinal symptoms, 
weight loss, fatigue, headaches, or mood changes. Because 
these symptoms are nonspecific, SM is often mis- or 
undiagnosed for long periods of time, which can delay 
appropriate care.  

Mast cells also play a role in thrombosis & hemostasis and their 
granules are known to carry mediators such as both heparin and 
tissue-type plasminogen activator (tPA). Cytopenias are also a 
common symptom of advanced disease, and bleeding diathesis 
are reported in almost half of all patients diagnosed with SM. 
Because of this, there is a question of whether patients with SM 
have a significantly increased risk of bleeding or thrombosis 
compared to the general population. While there are clinical 
tools such as the International Society of Thrombosis and 
Hemostasis Bleeding Assessment Tool (ISTH-BAT) used to 
identify patients in the general population with bleeding 
disorders, no assessment tool has been validated in SM. The 
purpose of this study is to assess the incidence of bleeding and 
thrombotic events in patients with SM.  

Methods: This single-center cross-sectional study evaluated 
patients seen at the University of New Mexico Cancer Center. 
Patients 18 years or older with a confirmed diagnosis of systemic 
mastocytosis were included. Exclusion criteria were concomitant 
diagnoses of another bleeding or prothrombotic condition and 
patients who were pregnant or incarcerated at the time of study.  

Chart review was used to collect demographic data such as age, 
sex, race, ethnicity, height, and weight, as well as data regarding 
SM diagnosis such as date of diagnosis and treatment history. A 
prospective patient survey was created to record patients’ 
thrombotic histories as well as calculate their ISTH-BAT score.  

Survey responses will be analyzed with descriptive statistics.  

Results: 38 patients documented as having mast cell disorders 
were screened for inclusion. 15 had a confirmed diagnosis of 
systemic mastocytosis, and 10 consented to take the survey. The 
median age was 48, and all patients included in the survey were 
of White race; only one patient was male. 6 of the 10 patients 
were on active treatment for SM. Two patients reported a 
thrombotic history: one patient had a post-operative VTE that 
was determined to be provoked, and another reported a distant 
history of TIA.  

Regarding ISTH-BAT scores, the median total score was 4 points 
for all patients and 3.5 for female patients. The most common 
categories of bleeds were cutaneous and oral cavity bleeding. 
The highest total score for a single patient was 9 points. There 
were only 2 patients who scored above the ISTH-BAT cutoff score 
used to identify patients in the general population who have 
abnormal bleeding tendencies. Higher ISTH-BAT scores did not 
appear to correlate with use of active treatment for SM.  

Conclusion: The ISTH-BAT is not a tool that could successfully 
predict bleeding incidence in patients with systemic 
mastocytosis in this population. Patients may report increased 
bleeding episodes, but this is not diagnostic for SM. Additionally, 
our sample size did not appear to have a significantly increased 
incidence of thrombotic events. 

 

Abstract # 4 

Medication Use Evaluation of Anticoagulation Reversal 
Agents Used at the New Mexico VA Healthcare System 

Gene Betanco, PharmD; Brittney Snell, PharmD; Amanda Noel, 
PharmD; Brittni Plumero, PharmD 

Introduction: In scenarios of life-threatening bleeding, critical 
site bleeding and/or patients that require emergent procedure 
who are at high-risk for bleeding due to being on an oral 
anticoagulant (OAC), the use of reversal agents are often needed. 
National guidelines previously recommended 4-Factor 
Prothrombin Complex Concentrate (4F-PCC) as the 1st line agent 
for reversing both Factor Xa inhibitors (FXai) and warfarin, but 
were updated in 2020 to recommend Andexanet alfa as the 1st 
line agent for reversing FXai. In 2022, the New Mexico VA 
Healthcare System (NMVAHCS) created an anticoagulation 
reversal guidance document that provided specific guidance on 
agent selection and dosing reflective of national guidelines. 
However, it was unknown if the providers at the NMVAHCS were 
adhering to the local Pharmacy and Therapeutics Committee 
(P&T) approved anticoagulation guidance. The primary objective 
of this project was to evaluate if OAC reversal agents at the 
NMVAHCS were being prescribed in accordance with the facility 
P&T approved anticoagulation reversal guidelines.  



Methods: This was a single-center, retrospective medication use 
evaluation (MUE) of Andexanet alfa, 4F-PCC and Vitamin K 
reversal agents used in the inpatient setting at the NMVAHCS 
from March of 2022 to September of 2025. Patient electronic 
medical records were reviewed to extract data related to the OAC 
used, reversal agent(s) used, time of administration of reversal 
agent(s), relevant labs and diagnostic imaging. All adult patients 
on OAC that were reversed with either Andexanet alfa or 4F-PCC 
met inclusion criteria. The only exclusion criteria were patients 
that received reversal for any other indication besides life-
threatening bleed or emergent procedure. The primary outcome 
was evaluated through determining the percentage of patients 
where guideline-directed reversal agent was administered and 
percentage of patients who received the correct dose. The 
secondary outcomes were the mean times elapsed between time 
of patient triage and time of administration of reversal agent(s), 
time of positive diagnostic imaging to time of administration of 
reversal agent(s), percentage of patients with documented plan 
for restarting OAC at discharge, percentage of patients with OAC 
restarted in accordance with established resumption plan or 
within 30-days of reversal when deemed clinically appropriate 
and percentage of patients that had documented follow-up 
appointment with a clinical specialist following reversal for a life-
threatening bleed. Data analysis was completed using 
descriptive statistics.  

Results: A total of 46 patients at NMVAHCS who received OAC 
reversal agent(s) were reviewed, 38 patients met inclusion 
criteria and were evaluated for primary and secondary outcomes. 
The majority of patients (97%) were male and the median age of 
included patients was 77 years of age. A total of 30 patients (79%) 
received the guideline-directed reversal agent(s) and 33 patients 
(87%) received the correct dose of the reversal agent(s) used. 
Overall, 71% of included patients received the guideline-directed 
agent and correct dose. An average of ~5 hours elapsed between 
time of triage nursing /RRTP notes or diagnostic imaging positive 
for life-threatening bleed and administration of reversal agent(s). 
Approximately 87% of patients had a documented OAC 
resumption plan, 100% successfully had their OAC restarted 
within 30-days when deemed clinically appropriate and 68% of 
patients with life-threatening bleeding had documented follow-
up with a specialist.  

Conclusion: This MUE demonstrated that providers at the 
NMVAHCS were primarily prescribing OAC reversal agents in 
accordance with the facility P&T approved anticoagulation 
reversal guidelines for 7 of 10 Veterans. A concerning average of 
~5 hours elapsed between time of patient triage or diagnostic 
imaging positive for life-threatening bleed and administration of 
reversal agent(s) was observed in this MUE. Thus, indicating a 
need for improved adherence with the NMVAHS Anticoagulation 
reversal Guide as well a need to improve the ordering process for 
OAC reversal agents in the event of a life-threatening bleed or 
emergent procedure. 

 

Abstract # 5 

Is it time to team up? Assessing Bacterial Infection Rates in 
Patients with Newly Diagnosed Multiple Myeloma 

Chelsea Rae Castor, PharmD, Jessica M Lewis-Gonzalez, 
PharmD, BCOP 

Purpose: Patients with newly diagnosed multiple myeloma 
(NDMM) are at increased risk of infection early in treatment, due 
to disease-related immunosuppression and intense induction 
therapies. The TEAMM trial demonstrated reduced febrile 
episodes with levofloxacin prophylaxis in NDMM, but most 
patients received induction with thalidomide-based regimens. 
Induction therapy for NDMM has since shifted to non-
thalidomide regimens associated with lower infection rates. At 
the University of New Mexico Cancer Center (UNMCC), 
levofloxacin prophylaxis is not standard practice due to concerns 
of fluoroquinolone toxicity, antibiotic resistance, lack of mortality 
benefits, and relevance of the TEAMM trial findings. The purpose 
of this study was to evaluate infection rates among NDMM 
patients at UNMCC and to assess the necessity of levofloxacin 
prophylaxis.  

Methods: This was a retrospective, descriptive chart review that 
included patients > 18 years of age with newly diagnosed 
multiple myeloma undergoing treatment at UNMCC between July 
1, 2023 to July 1, 2025. The primary endpoint was to determine 
the number of bacterial infections and febrile neutropenia 
episodes in newly diagnosed multiple myeloma patients during 
the first 3 months after diagnosis. Secondary endpoints included 
the average time to first infection, the number of deaths from 
infection, and what baseline characteristics, if any, made 
patients with MM more susceptible to bacterial infections.  

Results: A total of 28 patients with newly diagnosed multiple 
myeloma were included in this study. Of the 28 patients, only 5 
patients had a documented infection within the first 3 months of 
MM diagnosis (3-month infection-free survival: 82%). Within 3 
months of MM diagnosis, no patients had a febrile neutropenia 
episode and only one patient had a documented ANC below 0.5 × 
109/L. There were no patient deaths from infection. No baseline 
characteristics or individual induction regimen were associated 
with increased risk of infection.  

Conclusion: Given the low incidence of infection and no 
incidence of febrile neutropenia or death from infection, this 
study demonstrates that levofloxacin prophylaxis is likely not 
warranted for patients with newly diagnosed multiple myeloma 
utilizing contemporary regimens. 

 

Abstract # 6 

The Great Steroid Exit: Abrupt versus Tapered - Who Wins? 

Dr. Harrison Dang, PharmD;  Dr. Jarrid Young, PharmD, RPh, 
BCPS, Dr. Amy Bickel, PharmD, RPh, BCPS, BCCCP 

Purpose: Patients with septic shock are more likely to become 
hemodynamically unstable and will typically require 
vasopressors. The 2021 Surviving Sepsis Campaign guidelines 
discuss the possibility of adjunct use of IV corticosteroids for 
patients with septic shock refractory to a single vasopressor. 
However, it is not clear as to what method of cessation (tapering 
versus abrupt discontinuation) of these IV corticosteroids is 



preferred. Some studies have compared these two methods, but 
there is no clear evidence to support one method over the other. 

Methods: This retrospective study will review ICU patients in 2 
hospitals that are prescribed stress-dose IV hydrocortisone 
(defined as a minimum of 200 mg/day) for presumed septic 
shock for at least 48 hours in adjunct to vasopressor use. Abrupt 
discontinuation of corticosteroids will be defined as 
discontinuation without any dose reduction or change in 
administration time intervals, whilst tapered discontinuation will 
be defined as a dose reduction or a change in administration time 
intervals for at least 2 days. Patients who are on chronic 
corticosteroids in the outpatient setting, started corticosteroids 
for any indication besides septic shock, have a history of 
Addison’s disease, and death prior to hydrocortisone 
modification will be excluded. The primary outcome will be the 
incidence of adverse effects upon 24 hours of cessation of IV 
corticosteroids (rebound hypotension, defined as MAP less than 
65 mmHg and hyperglycemia, defined as blood glucose greater 
than 180 mg/dL). Secondary outcomes include ICU length of 
stay, hospital length of stay, and all-cause mortality. 

Results: The primary outcome, incidence of rebound 
hypotension was not significantly different between groups 
(abrupt group: 58.95% versus tapered group: 53.49%; p = 0.547). 
And likewise, the incidence of hyperglycemia was not 
significantly different between groups (abrupt group: 40% versus 
tapered group: 41.86%; p = 0.837). The ICU length of stay (in 
days) was significantly shorter in patients whose steroids were 
abruptly discontinued, (mean for abrupt group: 11.09 and 
tapered group: 16.93; p = 0.012). The hospital length of stay (in 
days) was significantly lower in patients whose steroids were 
abruptly discontinued, (mean for abrupt group: 14.4 and tapered 
group: 20.3; p = 0.019). There was no significant difference in all-
cause mortality between groups (abrupt group: 52.63% versus 
tapered group: 60.46%; p = 0.391). 

Conclusion: There were no significant differences in incidence of 
adverse effects (rebound hypotension and hyperglycemia) and 
all-cause mortality between groups. However, there were 
statistically significant differences between groups in terms of 
both ICU and hospital length of stay. Further studies are needed 
to elucidate an optimal discontinuation method. 

 

Abstract # 7 
 
Evaluation of a Pharmacist-Led Penicillin Allergy Delabeling 
Protocol at CHRISTUS St. Vincent Regional Medical Center in 
Santa Fe, New Mexico 

Lucy Johnson PharmD, Jasmina Demirovic PharmD BCIDP, 
Melinda Montoya PharmD 

Purpose: We aim to assess the efficacy of inpatient pharmacist-
led delabeling for very low and low-risk penicillin allergies, and its 
impact on antibiotic stewardship. Nearly 10% of admitted 
patients report a penicillin allergy. However, fewer than 5% of 
penicillin allergies are confirmed.  Consequently, many 
individuals who report penicillin allergy receive antibiotics that 
are unnecessarily broad-spectrum, less effective than penicillin 
agents, and confer increased risk for Clostridioides 

difficile infection. The goal of the penicillin allergy delabeling 
protocol is to increase, by at least 30%, the number of screened 
patients with a very low and/or low risk penicillin allergy patients 
who are delabeled directly or via amoxicillin oral challenge- 
between October 2025 and March 2026.  

Methods: In this single-center, prospective, observational study, 
patients > 18 years of age with penicillin allergy documented in 
their EMR were recruited to the study between October 1st, 2025 
and March 31st, 2026. Patients with a documented penicillin 
allergy were assessed by a trained pharmacist to determine the 
type of allergic reaction, offending agent, tolerance of other beta-
lactam agents, and elapsed time since their reaction. Patients 
were risk-stratified using the PEN-FAST tool. Very low-risk 
patients (PEN-FAST score of 0) were automatically delabeled. 
Low-risk patients (PEN-FAST score of 1 or 2) underwent 
supervised direct oral challenge (DOC) with amoxicillin, following 
patient and provider consent. Exclusion criteria for DOC were 
moderate or severe allergy history using the PEN-FAST tool, 
hemodynamic instability, mechanical ventilation, or pregnancy. 
Following amoxicillin DOC, patient outcomes were defined as 
either: 1) negative DOC with no reaction, or 2) positive DOC with 
either immune-mediated or non-immune-mediated adverse 
reactions. Adverse reactions to the DOC were documented and 
managed by anaphylaxis medication order sets. The primary 
endpoint was the proportion (%) of patients who were delabeled 
either automatically or after DOC. Secondary endpoints include 
the proportion (%) of patients who had penicillin antibiotics 
prescribed after intervention and the percentage (%) of providers 
who accepted pharmacist recommendations for delabeling. 
Safety outcomes include the number and type of safety events, 
positive reactions to DOC, and the number of anaphylactic 
medication order sets utilized.  

Results: After interviewing 68 patients, 49 (72%) were eligible to 
be safely delabeled based on their PEN-FAST risk score. Of the 68 
patients interviewed, 48 (70.6%) were successfully delabeled 
either directly or by DOC. The majority of patients delabeled 
(80%) had a very low–risk penicillin allergy (PEN-FAST score of 0) 
and all patients were delabeled. The remainder of patients had 
low-risk penicillin allergies (PEN-FAST score ≤2), and 9 out of 10 
of these patients were delabeled following an amoxicillin DOC 
(90%). One patient had a positive DOC with possible immune-
mediated benign isolated urticaria versus tinea versicolor 
infection. No anaphylactic order sets were utilized. All attending 
providers accepted pharmacists’ recommended allergy 
delabeling. Following delabeling, 70.8% of patients were 
prescribed a penicillin or cephalosporin antibiotic.   

Conclusion: We surpassed our delabeling goal, successfully 
delabeling 70.6% of patients that met criteria for inclusion. Most 
patients admitted with a penicillin allergy are at low risk for 
having an allergic reaction and are great candidates for 
delabeling efforts. This observational study demonstrates that 
pharmacists can safely and effectively remove unnecessary 
penicillin allergy labels using the PEN-FAST scoring tool. 
Consequently, more patients can be safely prescribed 
appropriate penicillin and cephalosporin antibiotics, leading to 
less broad-spectrum antibiotic therapy and adverse effects. 

 



Abstract # 8 

Identifying medication- and non-medication-related factors 
contributing to hospital readmissions at a rural hospital: A 
retrospective review to guide pharmacy interventions 

Ilana Johnston Pharm.D, Patrick Leung Pharm.D., RPh, BCPS, 
PhC, BCCCP, Adlina Chang, B. Pharm, RPh, MBA, MPH, BS-ICT 

Purpose: Hospital readmissions represent a significant financial 
burden for healthcare institutions and are often preventable. 
National studies suggest that approximately one-quarter of 
readmissions may be avoidable, with both medication-related 
and non-medication-related factors contributing to these events. 
At the study institution, identifying the primary contributors to 
readmissions enables the development of targeted, pharmacy-
led interventions aimed at reducing preventable readmissions, 
improving patient outcomes, and lowering healthcare costs. 

Methods: This study is a retrospective review conducted at a 
190-bed community hospital, evaluating 30-day readmissions 
occurring between January 1, 2025, and August 31, 2025. Chi-
square goodness-of-fit test will be used for primary outcome 
analysis. Eligible participants include adults aged 18 years or 
older who are readmitted within the study period, have complete 
medical records for both the index admission and subsequent 
readmission, and have readmissions attributable to medication-
related or non-medication-related factors. 

Exclusion criteria include patients with incomplete or 
inaccessible medical records, readmissions unrelated to 
medication or non-medication management (e.g., routine 
surgical follow-ups or trauma), and patients discharged to 
hospice or palliative care services. 

The primary outcome is the rate of medication-related versus 
non-medication-related causes of readmission. Medication-
related factors include inappropriate medication use relative to 
evidence-based guidelines, drug–drug interactions associated 
with polypharmacy, adverse drug events, and inadequate 
optimization of chronic disease management. Non-medication-
related factors include nonadherence to prescribed regimens, 
high out-of-pocket medication costs, limited patient 
understanding of therapy, and barriers related to health literacy 
or social determinants of health. 

Demographic and clinical variables collected include age, 
gender, ethnicity, primary language, admitting diagnosis, length 
of stay, comorbidities, discharge disposition, discharge 
medications, as well as readmission diagnosis and length of stay. 
Findings are analyzed to identify opportunities for pharmacist-
driven interventions. This study has received Institutional Review 
Board approval. 

Results: The study includes 150 patients readmitted to Memorial 
Medical Center within 30 days of discharge between January 
2025 and August 2025. All patients meet inclusion criteria, 
including age ≥18 years, readmission within 30 days of index 
discharge, complete medical records, and identifiable 
contributing factors. Planned or elective readmissions, trauma-
related readmissions, and patients discharged to hospice are 
excluded. 

Preliminary analysis of primary outcome showed that vast 
majority of readmitted patients had both medication-related 
(88.7%) and non-medication-related (96.7%) contributing 
factors, with 86.7% having factors from both categories 
simultaneously. Data analysis is ongoing. 

Conclusion: In Progress 

 

Abstract # 9 

Evaluation of pharmacist-driven area under the curve based 
vancomycin dosing protocol 

Susie Jung PharmD, Tara Lindeman PharmD 

Purpose: Vancomycin, a glycopeptide antibiotic in its 
intravenous (IV) formulation, has activity against gram-positive 
organisms such as methicillin-resistant Staphylococcus aureus 
(MRSA), Staphylococcus epidermidis, Enterococcus spp., and 
Streptococcus spp., leading to its continued use in patient care. 
Given its narrow therapeutic index, vancomycin requires careful 
monitoring. The goal is to achieve an area under the curve to 
minimum inhibitory concentration (AUC/MIC) ratio of 400 to 600 
mg·hr/L, optimizing exposure over a 24-hour period for serious 
MRSA infections. Staying below 600 mg·hr/L reduces the 
potential for nephrotoxicity, while being above 400 mg·hr/L 
optimizes therapeutic effectiveness and reduces the chances of 
antimicrobial resistance. Maintaining this AUC/MIC range 
ensures maximum efficacy while minimizing the risk of 
nephrotoxicity. With the importance of early, appropriate therapy 
in these infections, target AUC exposures should be achieved 
preferably within the first 24 to 48 hours of starting vancomycin. 

AUC monitoring can be derived from two different methods: 
Bayesian-guided dosing, and first-order pharmacokinetic (PK) 
analytic equations. Bayesian-guided dosing quantifies the 
sequential relationship between the estimated probability 
distribution of an individual patient’s PK parameter values prior to 
administering the drug based on the way the drug behaved in a 
population of prior patients. Alternatively, the AUC can be 
accurately estimated based on the collection of 2 timed steady-
state vancomycin concentrations and the use of first-order 
kinetics. A limitation of the first-order kinetic equations is that 
they are not as adaptive like the Bayesian approach as it can only 
provide a snapshot of the AUC for the sampling period and highly 
prefers concentrations that are collected at near steady-state 
conditions.  

In 2020, a pharmacist-driven AUC based pharmacokinetic dosing 
service was implemented utilizing first order kinetics. The 
primary objective was to identify the frequency of therapeutic 
AUCs with the use of the in-house vancomycin calculator at the 
New Mexico Veterans Affairs Healthcare System (NMVAHCS). 
Additional observations included if vancomycin regimens were 
being evaluated at or near steady-state for patients, the 
frequency of initial therapeutic vancomycin levels, and time to 
therapeutic levels (evaluated in patients who became 
therapeutic on vancomycin). Safety outcomes included the 
incidence of an acute kidney injury (AKI). 



Methods: A single-center, retrospective chart review at the 
NMVAHCS was conducted. Patients from June 30, 2021 to June 
30, 2025 who had both vancomycin peak and trough levels were 
included. Chart review was conducted using the Computerized 
Patient Records System to obtain pertinent data points from 
progress notes, laboratory records, and pharmacy records. The 
most recent 50 patients on empiric or definitive AUC-based 
dosing strategies were selected. Patients were excluded if any 
other strategy besides AUC-based was used or with peak levels 
collected inaccurately and not redrawn per dosing guidance.  

Results: The most recent 50 patients on AUC-based vancomycin 
dosing regimens at the NMVAHCS had a total of 69 vancomycin 
regimens evaluated with 34 (49%) therapeutic AUCs. Initial 
vancomycin regimens were calculated to have been within the 
therapeutic range 38% of the time. For patients with therapeutic 
AUCs, time to therapeutic levels averaged at 64.67 hours overall. 
If therapeutic on initial AUC evaluation, time to therapeutic levels 
was 54.95 hours. Regarding safety outcomes, five (10%) total 
patients developed an AKI on vancomycin therapy.  

Conclusion: Ultimately, the continued use of AUC-based 
vancomycin dosing strategies through the pharmacist-driven 
protocol at NMVAHCS has resulted in an increased number of 
therapeutic regimens with minimal incidence of AKI. An updated 
note template for vancomycin dosing services would provide 
standardization in documentation. Additionally, to further 
support appropriate use, ongoing pharmacist education on the 
AUC calculator during onboarding and periodic educational 
sessions will help ensure accurate timing and evaluation of 
dosing regimens, leading to more reliable AUC assessments. 

 

Abstract # 10 

Impact of switching between fidaxomicin and vancomycin on 
clinical outcomes in Clostridioides difficile infection: a 
retrospective cohort study 

Emily E. Leonard, PharmD, Molly E. Benning, PharmD, PhC, 
BCPS, BCIDP, Emily A. Shephard, PharmD, BCIDP, Blain G. 
Thayer, PharmD, AAHIVP, BCIDP 

Purpose: Clostridioides difficile infection (CDI) is a common and 
serious healthcare-associated infection characterized by toxin-
mediated gastrointestinal inflammation, with clinical severity 
ranging from mild diarrhea to fulminant colitis and death. 
Established risk factors include recent antibiotic exposure, 
advanced age, healthcare exposure, and immunocompromise. 
Current treatment guidelines recommend oral fidaxomicin or oral 
vancomycin for initial CDI therapy, with fidaxomicin preferred due 
to lower recurrence rates; however, real-world use may be limited 
by cost, formulary restrictions, or clinical deterioration, resulting 
in treatment initiation with or transition to alternative agents. 
While prior studies demonstrate non-inferiority of fidaxomicin 
compared with vancomycin and suggest reduced recurrence, 
limited data exist evaluating outcomes when therapy is switched 
mid-course. Available evidence suggests comparable clinical 
cure, recurrence, and readmission rates when patients transition 
from fidaxomicin to vancomycin prior to completing a full 
treatment course, though the impact of switching from 

vancomycin to fidaxomicin remains poorly defined. Further 
evaluation is needed to clarify clinical outcomes associated with 
antimicrobial switch strategies in CDI management. The 
objective of this study is to evaluate clinical outcomes for 
patients with initial episode of non-fulminant CDI who 
transitioned from either fidaxomicin to vancomycin or from 
vancomycin to fidaxomicin during their treatment course.  

Methods: This single-center, retrospective cohort study 
conducted at the University of New Mexico Hospitals evaluated 
patients with an initial episode of non-fulminant CDI who 
received at least one dose of fidaxomicin or oral vancomycin and 
were transitioned to the alternative agent prior to completing 
therapy. The primary outcome was CDI recurrence within 8 weeks 
of treatment completion. Descriptive and inferential statistical 
analyses were performed to evaluate study outcomes.  

Results: A total of 153 patients were included, with 51 per 
treatment arm (vancomycin monotherapy, fidaxomicin 
monotherapy, and bidirectional switch therapy). CDI recurrence 
occurred in 8% (n=4) of patients who received vancomycin, 8% 
(n=4) who received fidaxomicin, and 12% (n=6) who underwent 
switch therapy. All recurrences in the switch cohort occurred 
among patients transitioned from vancomycin to fidaxomicin.  

Conclusions: Switch therapy for the treatment of CDI had similar 
rates of CDI recurrence compared to monotherapy groups. 

 

Abstract # 11 

National analysis of post-graduate training on pharmacist 
burnout 

Miranda B. Montoya, PharmD; Anthony W. Bissey, PharmD; 
Keenan L. Ryan, PharmD, PhC, MPH; Lisa Anselmo, PharmD, 
BCOP 

Purpose: Healthcare burnout is a psychological syndrome 
characterized by emotional exhaustion, depersonalization, and a 
reduced sense of personal accomplishment. Burnout among 
healthcare personnel is increasing, particularly among 
pharmacists. Pharmacist burnout not only threatens personal 
well-being but also compromises patient safety, increases staff 
turnover, and contributes to workplace shortages. Among all 
healthcare professionals, pharmacists have consistently 
reported the highest burnout rates (65%) since 2020. While many 
pharmacists pursue post-graduate training, its impact on 
pharmacist burnout remains unknown.  

The primary objective of this study is to compare burnout severity 
between pharmacists who have completed post-graduate 
training and those who have not. Secondary objectives include 
describing the prevalence and severity of burnout among actively 
working pharmacists and evaluating associations between 
burnout and practice site type.  

Methods: This cross-sectional survey study evaluates burnout 
among pharmacists across the United States. Eligible 
participants included actively working pharmacists regardless of 
organizational membership. Pharmacists currently completing 
post-graduate training or not actively working are excluded.  



Survey invitations were distributed through national pharmacy 
organizations, including American Society of Health-System 
Pharmacists (ASHP), American College of Clinical Pharmacy 
(ACCP), and Vizient. Participants were given 8 weeks to complete 
an anonymous electronic survey with one reminder sent during 
the final week. Data collected includes demographics (age, 
gender, race/ethnicity), professional characteristics (years in 
practice, post-graduate training history, practice site type, work 
hours), and access to workplace well-being resources. Burnout 
will be measured using the validated 9-item Mayo Clinic Well-
Being Index. Additional survey questions will assess perceptions 
of workload, utilization of well-being resources, and the impact of 
COVID-19 on practice.  

Descriptive statistics will summarize baseline characteristics 
and survey endpoints. Comparative analyses will assess 
differences in Well-Being Index scores. Multivariable regression 
models will evaluate associations between burnout severity and 
practice site type, years in practice, and post-graduate training, 
adjusting for potential confounders.  

This design will provide national data to compare burnout rates in 
pharmacists who have and have not pursued post-graduate 
training to inform strategies that support pharmacist well-being.  

Results: In progress.  

Conclusion: In progress. 

 

Abstract # 12 

Assessing benefit of therapeutics for hypertriglyceridemia: a 
single center experience within the Indian Health Service 

Alexander J. Nihart, PharmD, Cathy Young, PharmD BCPS NCPS 
PhC 

Purpose: Hypertriglyceridemia (HTG) is a condition comorbid to 
many disease states affecting American Indian and Alaska Native 
(AI/AN) patients served by the Indian Health Service (IHS). AI/AN 
groups have historically experienced a higher burden and 
incidence of coronary artery disease (CAD) in the United States. 
One cohort found 40% of participants were diagnosed with CAD 
[1]. Management of HTG is integral to preventing hospitalization 
and mortality due to acute pancreatitis, and reducing the 
atherosclerotic cardiovascular disease (ASCVD) risk associated 
with persistent HTG [2,3]. HTG also impacts metabolic syndrome 
which adversely contributes to diabetes and obesity, increasing 
foci of chronic disease management [4]. 

Methods: At the Albuquerque Indian Health Center (AIHC), we 
have observed many patients with HTG being treated with Fish Oil 
supplementation as adjunct to statin therapy. The STRENGTH 
trial comparing eicosapentaenoic acid (EPA) and 
docosahexaenoic acid (DHA) to corn oil for ASCVD risk reduction 
did not show significant improvement [5]. Whereas the REDUCE-
IT trial used a relatively higher concentration of EPA in patients at 
risk for ASCVD and showed significant primary endpoint 
outcomes for cardiovascular events. 

In this retrospective study we will review patients with 
Hyperlipidemia to determine their eligibility for HTG add-on 

therapy using serum triglycerides and patient risk factors. These 
factors include: Age > 50, Smoking, Hypertension, High Density 
Lipoprotein < 40 (male) <50 (female), High Sensitivity-C Reactive 
Protein (hs-CRP) >3.0 mg/L, Creatinine Clearance < 60mL/min, 
Retinopathy, Micro- or Macroalbuminuria, ABI < 0.9, and 
Diabetes. 45-year-old individuals with previous cardiovascular 
event will also be considered eligible [6]. 

Potential cost, benefit, and reduction of ASCVD risk & acute 
pancreatitis rates will be evaluated. 

Incorporating high-dose concentrated omega-3 supplementation 
in place of lower concentration therapies may provide similar 
benefit for the Native American population served at AIHC and 
improve our management of HTG as a facility. If desired by AIHC, 
an interventional extension of this project may be considered. 

Results: In Progress. 

Conclusion: Though this project is in progress, we expect benefit 
shown in the REDUCE-IT trial to be applicable to our patients 
within IHS. This is supported by the inclusion of Icosapent Ethyl 
in the 2026 guideline update from the American College of 
Cardiology/American Heart Association on Dyslipidemia [7]. 
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Abstract # 13 

Prescribing patterns of sodium-glucose cotransporter-2 
inhibitors (SGLT2i) and incretin agonists in a Medicare value-
based contract 

Isaac Olona, PharmD, Ngoc-Yen Pham, PharmD, PhC, BCACP, 
CDCES, Briana St. John, PharmD, PhC, BCPS 

Introduction Sodium-glucose cotransporter-2 inhibitors (SGLT2i) 
and incretin agonists provide cardiovascular and renal benefits in 
addition to glycemic control in type 2 diabetes mellitus (T2DM). 
Current guidelines recommend these agents for patients with 
chronic kidney disease (CKD), heart failure (HF), or established 
cardiovascular disease (CVD) regardless of glycemic control or 
metformin use. Since the recent updates in the clinical 
guidelines, prescribing practices for these agents in eligible 
patients remain unknown. Value-based contracts tie 
reimbursement to clinical outcomes and may encourage 
adoption of prescribing evidence-based therapies. This study 
evaluates the percentage of eligible patients prescribed an 
SGLT2i and/or incretin agonist and examines factors influencing 
prescribing patterns within a Medicare value-based contract.  

Purpose To determine prescribing rates of SGTL2i and incretin 
agonists in patients with T2DM and CKD, HF, or established CVD.  

Methods This descriptive study was a retrospective, single-
center chart review at the University of New Mexico (UNM) 
Hospital that evaluated adults ≥18 years with T2DM and CKD, HF, 
or established CVD enrolled in a Medicare value-based contract 
and received care from a UNM provider between February 1, 
2025 and August 31, 2025. Adults with type 1 diabetes, end-stage 
renal disease, dialysis, pregnancy, incarceration, hospice or 
palliative care, or lack of a UNM provider were excluded. Claims 
data for the study population was provided from the Medicare 
value-based contract. Eligible patients were reviewed, and data 
was collected for demographics, clinical characteristics, 
prescribing information, and clinic utilization. The primary 
outcome is the percentage of eligible patients prescribed an 
SGLT2 inhibitor and/or incretin agonist. Secondary outcomes 
include prescribing patterns across medical specialties and 
factors influencing prescribing, such as comorbidities, financial 
coverage, and clinic utilization. Outcomes were analyzed using 
descriptive statistics. Data is reported as percentages and 
means with standard deviations. Secondary outcomes were 
assessed using t-tests and chi-square tests.  

Results A total of 164 out of 294 (55.7%) patients met eligibility 
criteria. The mean age of all eligible patients was 72.2 ± 7.4 years. 
The study population were made up of 48.8% female patients, 
79.9% identified as white, and 47.6% were Hispanic. In addition 
to T2DM, 66.5% of patients had CKD, 29.3% had HF, and 42.7% 
had established CVD. At baseline, 45.7% patients were 
prescribed metformin, 42.1%SGTL2i, and 33.5% an incretin 
agonist. The mean A1c prior to the most recent PCP visit within 
the study period was 7.3% ± 1.7%.  

 

Out of 164 patients, 75.6% of patients were prescribed any 
SGLT2i and/or incretin agonist. A total of 48.1% of patients were 
prescribed any SGLT2i and 44.5% of patients were prescribed any 
incretin agonist. Among patients newly prescribed a SGLT2i 
and/or incretin agonist, 10 patients started a SGLT2i, 18 patients 
started an incretin agonist, and 1 patient started both agents. 
Primary care providers were mostly likely to newly prescribe a 
SGLT2i while pharmacist clinician providers were mostly likely to 
newly prescribe an incretin agonist.  

The mean number of appointments attending during the study 
period was 3.9 ± 2.0 visits. Out of the 164 eligible patients, 4.9% 
of patients had appointments with endocrinology, 32.2% with 
nephrology, 40.9% with cardiology, 4.3% with vascular, and 
27.4% with a pharmacist clinician. Additional results in progress.  

Conclusion SGLT2i and/or incretin agonists were prescribed in 
75.6% of adult patients with T2DM and CKD, HF, or established 
CVD enrolled in a Medicare value-based contract. Among eligible 
patients, 48.1% were prescribed a SGLT2i and 44.5% were 
prescribed an incretin agonist. Despite guidelines 
recommendations, these agents are underutilized in eligible 
patients. Additional research is needed to further define potential 
barriers to prescribing these therapies. 

 

Abstract # 14 

Evaluation of alternative nimodipine dosing strategies in 
aneurysmal subarachnoid hemorrhage 

Josue Portillo, PharmD; Amoreena Most, PharmD, BCCCP; 
Elizabeth Shald, PharmD, BCCCP; Audrey Pleger, PharmD, 
BCCCP 

Purpose: Nimodipine is a first-line pharmacologic therapy for 
aneurysmal subarachnoid hemorrhage (aSAH) and has been 
shown to reduce mortality, decrease the incidence of cerebral 
vasospasm, and improve long-term functional outcomes. The 
standard dosing regimen of 60 mg every 4 hours is associated 
with a high incidence of hypotension, often leading to 
interruptions in administration and missed doses. Alternative 
dosing strategies aiming to maintain drug exposure while 
mitigating hypotension are often utilized in clinical practice; 
however, data on their safety and efficacy remain limited. The 
purpose of this study was to evaluate the hemodynamic effects 
of nimodipine 15 mg every hour compared to 30 mg every 2 hours 
in patients with aSAH. 

Methods: This single-center retrospective chart review included 
adult patients with non-traumatic aSAH admitted to the 
neuroscience ICU at the University of New Mexico Hospital 
between August 2020 and July 2025. Patients who received at 
least 24 hours of each modified nimodipine dosing regimen (15 
mg every 1 hour and 30 mg every 2 hours) were included. Patients 
were excluded if they received only the standard regimen (60 mg 
every 4 hours), transitioned from standard dosing to a single 
modified regimen without completing at least 24 hours on both 
modified regimens, had non-aneurysmal SAH, or underwent 
withdrawal of care within 72 hours. The primary outcome was the 



incidence of hemodynamic adverse events, defined as a systolic 
blood pressure decrease ≥10 mmHg or escalation in 
vasopressor/inotrope requirements within 24 hours of 
nimodipine initiation. Secondary outcomes included daily 
cumulative nimodipine dose, incidence of clinical or radiographic 
delayed cerebral ischemia, modified Rankin Scale at discharge 
and 3 months, intensive care unit and hospital length of stay, and 
mortality. Descriptive statistics and comparative analyses were 
performed, as appropriate. 

Results: A total of 54 adult patients met study inclusion criteria. 
The primary outcome of hemodynamic adverse events did not 
differ between patients receiving nimodipine 15 mg every hour or 
30 mg every 2 hours (90.7% vs. 88.9%, p=0.75). A systolic blood 
pressure decrease ≥ 10 mmHg occurred in 48 patients (98%) and 
47 patients (97.9%), while vasopressor or inotrope escalation 
occurred in 17 patients (34.7%) and 17 patients (35.4%), 
respectively. Median (IQR) daily cumulative nimodipine dose was 
341 (303-357) mg in the 15 mg regimen and 353 (340-361) mg in 
the 30 mg regimen (p<0.01). The percent of expected dose 
received was 89.6% and 95.1%, respectively.  

Conclusion: Patients receiving modified nimodipine regimens for 
aSAH management demonstrated similar hemodynamic 
tolerability when receiving 15 mg every hour dosing compared to 
30 mg every two hours. Both regimens had similar rates of 
hemodynamic adverse events; however, the 15 mg regimen was 
associated with a lower daily cumulative nimodipine dose. These 
findings suggest that while both regimens are feasible when 
standard dosing is not tolerated, the 30 mg every two hours 
dosing may be preferred in clinical practice due to higher drug 
exposure and reduced administration burden. Future research is 
needed to explore optimal modified nimodipine dosing strategies 
in aSAH. 

 

Abstract # 15 

Medication use evaluation of ticagrelor duration of therapy in 
cardiac indications at the New Mexico VA Health Care System 

Tou V. Thao, Jillian Sherrod, Ashley Tindel 

Purpose: Dual antiplatelet therapy (DAPT) with a P2Y12 inhibitor 
and aspirin is the standard of care following acute coronary 
syndrome (ACS), with a recommended default duration of 12 
months. In 2025, the American Heart Association and American 
College of Cardiology guideline for the management of ACS 
updated the recommendation to prefer ticagrelor over 
clopidogrel for ACS patients undergoing percutaneous coronary 
intervention. Within the VA Pharmacy Benefit Management 
formulary and New Mexico VA Health Care System, the 
prescribing restriction for ticagrelor was recently removed 
allowing for broader prescribing. Following the guideline update 
and the formulary restriction removal, an evaluation of ticagrelor 
duration of therapy and prescribing practices at the New Mexico 
VA is warranted to ensure local practice aligns with the guideline. 

Methods: This single-center, retrospective medication use 
evaluation included patients newly initiated on ticagrelor at the 
New Mexico VA between March 1, 2022, and June 30, 2024. The 
objectives were to describe the duration of ticagrelor 

prescriptions consistent with the default 12 months duration, 
and reasons when the duration of ticagrelor therapy deviates 
from the default duration. Patients with a cardiac indication were 
eligible for inclusion, and an estimated 50% of eligible charts 
were randomly selected for detailed review. The primary outcome 
was the percentage of patients completing 12 months (+30 days) 
of therapy. Secondary outcomes included percentage of shorter 
and longer durations, as well as documented reasons for 
deviations. An adapted DAPT score and total stent count were 
recorded when available. 

Results: Of 132 new ticagrelor prescriptions within the study 
period, 128 met the inclusion criteria and 63 charts (49%) were 
reviewed. For the primary outcome, 16% of patients chart 
reviewed completed the default 12 months duration. For the 
secondary outcomes, sixty percent of patients chart reviewed 
received therapy for less than 12 months (median 3.3 months), 
with the most common reasons for a shorter duration due to 
adverse events (45%), and planned shorter duration (26%). 
Dyspnea (15.9%) and bleeding (6.3%) were the most common 
adverse events. Twenty-four percent of patients chart reviewed 
received ticagrelor for more than 12 months (median 16.8 
months), with the most common reasons for a longer duration 
due to unintentional continuation (73%). One patient had 
ticagrelor dose reduction to 60 mg twice daily. 

Conclusions: At the New Mexico VA, only 16% of ticagrelor new 
starts completed the recommended 12 month default duration, 
while the majority were on therapy shorter or longer than the 
default duration. A significant portion of patients on longer 
duration of therapy appeared to have prescriptions that were 
unintentionally continued, putting these patients at an increased 
risk of bleeding adverse events. Implementation of a pharmacist-
led monitoring strategy may improve adherence to guideline 
directed duration and reduce the risk of unnecessary exposure to 
ticagrelor. 

 

Abstract # 16 

Evaluation of Methylprednisolone Dosing in Status 
Asthmaticus in Critically Ill Pediatric Patients 

Lauren Thompson, PharmD; Kennedy Freeman, PharmD; Ellen 
Fernandez, PharmD, BCPPS 

Purpose: Corticosteroids play a role in first-line treatment of 
asthma exacerbations unresponsive to bronchodilation with 
beta-2-agonists alone. In critically ill patients, intravenous (IV) 
methylprednisolone is often used to manage severe asthma 
exacerbations, also known as status asthmaticus. However, 
there are no clear methylprednisolone dosing recommendations 
for this indication, and dosing varies widely depending on severity 
of illness, provider preference, and institutional practice. This 
study aims to characterize prescribing practices of 
methylprednisolone and clinical outcomes for pediatric status 
asthmaticus.  

Methods:  This single-site, retrospective study included 
encounters of patients aged 2 to 17 years admitted to the PICU 
between January 1, 2021 and May 31, 2025 who received 
methylprednisolone for status asthmaticus. Exclusion criteria 



included advanced airway placement at an outside facility, 
baseline tracheostomy and/or ventilator requirements, ECMO 
support, chronic systemic corticosteroid use, pregnancy, and 
breastfeeding. Methylprednisolone dosing was calculated as the 
total daily dose (mg/kg/day) using a weighted average to account 
for dose adjustments. Encounters were then compared by dosing 
cohorts: low-dose methylprednisolone (≤ 2 mg/kg/day) and high-
dose methylprednisolone (>2 mg/kg/day). The primary outcomes 
were PICU and hospital length of stay (LOS). Secondary 
outcomes included need for adjunct therapies and non-invasive 
or invasive respiratory support.  

Results: Out of 235 encounters identified, 225 eligible 
encounters were included and divided into low-dose (n = 110) 
and high-dose (n = 115) methylprednisolone groups to compare 
primary and secondary outcomes. Across all encounters, the 
mean methylprednisolone dose was 56.4 mg/day (range: 11.2-
218.1 mg/day), with a mean weight-based dose of 2.4 mg/kg/day 
(range: 0.5-4.3 mg/kg/day). Of note, doses were adjusted in 25% 
of PICU admissions: 13% were increased and 12% were 
decreased. Compared to the low-dose group, those receiving 
high doses were more likely to have a viral respiratory infection 
(91% vs. 77%, p=0.01). Median hospital LOS (3.5 [IQR: 2-5] vs. 4 
[IQR: 2-5] days, p=0.99) and median PICU LOS (2 [IQR: 1-3] vs. 2 
[IQR: 2-4] days, p=0.2) were similar between low and high-dose 
groups. Analysis of secondary outcomes demonstrated no 
difference in the requirement for high flow nasal cannula, bilevel 
positive airway pressure, continuous positive airway pressure, or 
endotracheal intubation. Low-dose and high-dose 
methylprednisolone had similar median duration of 
supplemental oxygen (2.8 [IQR: 1.8-4.9] vs. 2.4 [IQR: 2.2-4.9] 
days, p=0.2). However, high-dose methylprednisolone was 
associated with significantly higher use of continuous albuterol 
(44% vs. 40%, p=0.01), IV magnesium (83% vs. 65%, p=0.002), 
and continuous IV terbutaline (13% vs. 3%, p=0.04) than the low-
dose group.  

Conclusion: Methylprednisolone dosing varied widely and was 
commonly adjusted during PICU admission. There was no 
difference observed in hospital or PICU LOS between low and 
high-dose methylprednisolone groups. Although high-dose 
methylprednisolone was associated with increased use of 
adjunct asthma therapies, this is likely confounded by perceived 
severity of illness. 

 

Abstract # 17 

Effect of nicotine patch therapy on delirium in critically ill 
patients 

Devin Vasquez, PharmD, Aileen Scheibner, PharmD, BCCCP, 
Rowan Rosewarne, PharmD, MPH 

Purpose: An estimated 11.5% of adults in the United States 
smoke cigarettes, and with more than 5 million individuals 
admitted to the intensive care unit (ICU) annually, there is a large 
population at risk for nicotine withdrawal. Substance withdrawal 
significantly increases the risk of agitation and delirium in the 
ICU. Delirium is associated with worse clinical outcomes, 
prolonged ICU length of stay, and increased healthcare costs, 

making its prevention a priority. The efficacy of nicotine 
replacement therapy to prevent withdrawal in critically ill patients 
is not well established and its use remains a controversial topic. 
This study aims to assess the effect of nicotine patch use on 
delirium and agitation in critically ill patients. 

Methods: This is a retrospective chart review of adult (≥18 years 
of age) patients admitted to a University of New Mexico Hospital 
ICU from August 1, 2023 to August 1, 2025 who had a history of 
smoking as identified by ICD-10 codes. Patients are excluded if 
they were incarcerated, transferred from an outside hospital, 
admitted to the ICU for less than 48 hours, received continuous 
infusion neuromuscular blocking agents, or if they were 
diagnosed with alcohol withdrawal, status epilepticus, acute 
respiratory distress syndrome, an aneurysmal subarachnoid 
hemorrhage, a traumatic brain injury, meningitis/encephalitis, or 
a hemorrhagic or ischemic stroke during their hospital 
admission.  

The primary outcome of this study is the difference in the average 
number of delirium positive days between the patients who 
received nicotine replacement therapy via a nicotine patch and 
those who did not receive nicotine replacement therapy. Delirium 
positive days is defined as any day in which the patient had a 
positive Confusion Assessment Method for the ICU assessment. 
Secondary outcomes included the difference in average time in 
restraints and the difference in the average number of agitation 
positive days defined by a Riker Sedation Agitation Scale (SAS) 
score greater than 4. Baseline characteristics will be analyzed 
using descriptive statistics. Primary and secondary outcomes 
will be compared via independent samples t-test. 

Results: A total of 64 patients met inclusion criteria and received 
a nicotine patch during ICU admission. This cohort was matched 
with 64 patients who did not receive nicotine patch therapy. In 
the nicotine patch group, the mean age was 57.2 years, 26 
(40.6%) patients were female, and 53 (82.8%) were White/Anglo. 
In the no nicotine patch group, the mean age was 51.6 years, 23 
(35.9%) patients were female, and 45 (70.3%) were White/Anglo. 
The median ICU length of stay was 112.8 hours (IQR 73.2 - 164.1) 
in the nicotine patch group compared to 90.4 hours (IQR 67.9 - 
140.7) in the no nicotine patch group. Outcomes analysis are in 
progress. 

 

Abstract # 18 

Multi-site rasburicase use assessment for tumor lysis 
syndrome in adult and pediatric patients 

Jiyoung Yun, Deann Tims, Rosanne Henson 

Tumor lysis syndrome (TLS) is an oncologic emergency in both 
adult and pediatric patients with hematologic cancer. There are 
multiple pharmacologic approaches and institutional guidelines 
to manage TLS. The purpose of this quality improvement project 
is to further explore preliminary findings from a rasburicase 
medication use evaluation conducted across all facilities within 
Presbyterian Healthcare Services (PHS). The objectives of this 
project are to quantify rasburicase use to identify alignment with 
current clinical guidelines and contemporary literature, evaluate 
fixed-dose versus weight-based dosing strategies, and assess 



potential cost savings for the institution. Findings from this 
project will be used to implement clinical guidance documents 
and corresponding electronic medical record (EMR) order sets to 
promote oncology stewardship practices within PHS. A 
retrospective chart review of rasburicase use from December 
2019 through December 2025 was conducted using the EPIC 
EMR system. Adult and pediatric patients were included for 
review. The intervention will include development and 
implementation of rasburicase use criteria in an institutional TLS 
clinical guidance document. Rasburicase use will be reassessed 
during a post-implementation period from January 2026 through 
April 2026 to evaluate preliminary changes in prescribing 
practices. Initial review of 500 medication administration records 
(MAR) suggests there is room to optimize appropriate rasburicase 
use across our organization. Full results and conclusions will be 
presented. This quality improvement project was approved 
through the organization’s local Institutional Review Board. 

Abstract # 19 

Risk of infections and eGFR decline among kidney transplant 
recipients transitioned to belatacept: a retrospective study 

Kaitlyn Zbylut, PharmD; Ngoc-Yen Pham, PharmD. PhC, BCACP, 
CDCES, Ashlee Dauenhauer PharmD, PhC, Pooja Singh MD, 
FASN 

Purpose: Belatacept is an alternative immunosuppression 
to calcineurin inhibitors for allograft survival without deteriorating 
renal function effects. However, most studies evaluating 
estimated glomerular filtration rate (eGFR) progression and 
infection risks were largely with belatacept de novo post renal 
transplantation. To the best of our knowledge, there are currently 
no studies that have evaluated eGFR decline and infection 
rates in recipients whoare transitioned from calcineurin inhibitors 
to belatacept. This study aims to investigate the infection rates 
and rate of GFR decline in kidney transplant recipients who are 
converted to belatacept from calcineurin inhibitors.     

Methods: This was a single center retrospective study evaluating 
kidney transplant recipients who were at least 18 years of 
age, on belatacept for at least 1 year between January 1st, 2019 
and September 10th, 2025, and followed by the transplant clinic. 
Kidney transplant recipients below the age of 18, who are 
incarcerated, unable to consent, not receiving belatacept, on 
quadruple immunosuppressive therapy with 
both belatacept and calcineurin inhibitors or were started 
on belatacept de novo post-transplant were excluded.  The 
primary outcome evaluated the incidence of infections 
associated with belatacept use in post-renal transplant 
recipients. The secondary outcome evaluated the rate of eGFR 
decline among patients on belatacept in post-renal transplant 
recipients.  There were 70 patients at our center 
receiving belatacept who were screened for eligibility. Data 
collected from the electronic medical record 
include demographics, type of transplant, reason for transition 
to belatacept, kidney function measured in eGFR, infection 
types, malignancy, rejection data, graft function, and 
death.  Efficacy and safety data were collected at 6-,12-,24-
 months. Statistical analysis included analyzing categorical data 
with Chi-square test or fisher exact tests, descriptive 
data utilizing mean with standard deviation.   

Results: A total of 32 patients were included in the study out of 
70 eligible patients. For the primary outcome, of the 32 patients 
that were included in analysis, 62.5% had an infection at 6 
months and 53.1% at 1 year. Of the 29 patients that were 
continued on belatacept for at least 2 years, 62.1% of them had 
an infection at 2 years. Renal function was stable after the 
transition to belatacept with an average eGFR of 44.34 ± 17.69 
ml/min/1.73m2 at initiation, 42.53 ±14.65 ml/min/1.73m2 at 6 
months, 45.66 ± 21.26 ml/min/1.73m2 at 1 year, and 42.31 ± 
17.05 ml/min/1.73m2 at 2 years. Death from any cause only 
occurred in 1 patient. For exploratory outcomes, we found that 4 
(12.5%) of patients developed malignancy and 0 developed graft 
loss during the study period.  

Conclusions: In kidney transplant recipients that were 
transitioned to belatacept, patients were shown to have an 
increased risk of infection, but with stable eGFR after 2 years. 


