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1. Diclofenac sodium injection (DylojectTM) – formulary addition request
Diclofenac sodium is an injectable NSAID indicated for the management of mild to
moderate pain, as well as moderate to severe pain alone or in combination with
opioid analgesics. – Formulary addition of diclofenac sodium injection (DylojectTM)
not deemed necessary at this time
2. Fosfomycin tromethamine (Monurol®) – formulary addition request
Fosfomycin tromethamine is an oral antibiotic FDA approved for the treatment of
uncomplicated urinary tract infections (UTIs) - Formulary addition of fosfomycin
tromethamine (Monurol®) as restricted anti-infective approved
3. BSS® sterile irrigating solution in polypropylene bags – line extension
The Ophthalmology Dept. requested the provision of BSS® sterile irrigating solution
in polypropylene bags, rather than the previously supplied glass bottles. These
solution bags will be used with the new Alcon Centurion Cataract Machines. –
Line extension of BSS® sterile irrigating solution in polypropylene bags approved
4. Valganciclovir (Valcyte®) oral suspension – line extension
Formulary addition of the oral suspension formulation was requested for use in
patients where tablets cannot be used. - Line extension of valganciclovir (Valcyte®)
oral suspension approved
5. Linezolid IVPB 600 mg/300 mL sodium chloride 0.9% - line extension
Formulary addition of linezolid 600 mg/300 mL sodium chloride 0.9% bags was
requested to provide an alternate diluent for the antibiotic. - Line extension of
linezolid IVPB 600 mg/300 mL sodium chloride 0.9% approved
6. Amphotericin B liposome (Ambisome®) – formulary reinstatement
Formulary reinstatement of amphotericin B liposome (Ambisome®) was requested
following recent changes to the institution’s pricing for lipid formulations of the
antifungal. – Formulary reinstatement of amphotericin B liposome (Ambisome®)
approved
7. Amphotericin B lipid complex (Abelcet®) – formulary deletion
Formulary deletion of amphotericin B lipid complex (Abelcet®) was requested
following recent changes to the institution’s pricing for lipid formulations of the
antifungal. – Formulary deletion of amphotericin B lipid complex (Abelcet®)
approved
8. Aripiprazole (Abilify®) oral solution – manufacturer discontinued
The manufacturer has voluntarily discontinued aripiprazole (Abilify®) 1 mg/mL oral
solution due to business reasons. - Formulary deletion of aripiprazole (Abilify®) oral
solution approved
9. Aripiprazole (Abilify®) 9.75 mg/1.3 mL injection – manufacturer discontinued
The manufacturer has voluntarily discontinued aripiprazole (Abilify®)
9.75 mg/1.3 mL injection due to business reasons. – Formulary deletion of
aripiprazole (Abilify®) 9.75 mg/ 1.3 mL injection approved
(Continued on page 2)
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1. High Risk/High Alert, Look Alike/Sound Alike
Medications policy revision
Revisions to the high risk/high alert, look alike/sound
alike medications policy (#707-500- 110A) was
presented for member review and approval. – Policy
revisions approved

10. Phentolamine mesylate 5 mg injection –
manufacturer discontinued Phentolamine mesylate
5 mg injection is no longer commercially available.
– Formulary deletion of phentolamine mesylate 5
mg injection approved

HIV Guidelines Update 2015
As of April 8, 2015, the guidelines for the use for
antiretroviral agents in HIV-1 adults and adolescents
were updated. Before selecting which regimen to
use, there are certain characteristics and conditions
that will help decide the appropriate regimen for a
specific patient. First and foremost are the viral load

is usually given once daily and can be taken
regardless of food. It has few drug interactions but
does increase metformin levels and rifampin can
decrease dolutegravir concentrations. Limited
reports of resistance have been noted suggesting
dolutegravir has a high genetic barrier to resistance.
Another INSTI regimen contains raltegravir with
tenofovir/emtricitabine, which needs to be
separated from any aluminum or magnesium
antacids at least 2 hours before or 6 hours after.
The last INSTI regimen is elvitegravir/cobicistat/
tenofovir/emtricitabine and is appropriate for
patients with a creatinine clearance above 70
ml/min.
The recommended boosted PI regimen is
darunavir, ritonavir, and tenofovir/emtricitabine. In
clinical trials, darunavir with ritonavir has shown to
have good virological efficacy and is better
tolerated than the other medications in its class.
The other boosted PI regimens available are
considered alternative regimens based on efficacy,
tolerability and certain parameters like viral load
and creatinine clearance. Atazanavir-based boosted
regimens are dosed daily with food and require an
acid pH in the stomach for dissolution. Acid
suppressive medications, such as antacids,
esomeprazole and famotidine, can hinder the
absorption of atazanavir. Both darunavir and
atazanavir are also commercially available in a
co-formulated product with the booster cobicistat.
Atazanavir/cobicistat and tenofovir/emtricitabine
can only be used in patients with a creatinine
clearance greater than 70 ml/min. Darunavir/
cobicistat and tenofovir/emtricitabine also have the
same creatinine clearance cutoff.

and CD4 cell count before treatment begins. Other
characteristics like genotypic drug resistance test
and HLA-B*5701 sensitivity screening for abacavir
can also narrow down the choice of regimen. Any
co-morbidities, co-infections (like hepatitis C virus),
medication interactions and costs can affect which
regimen to use. It is also important to remember to
choose a regimen the patient can tolerate and
adhere to as well. Recommended regimens usually
contain two NRTIs (nucleoside/nucleotide reverse
transcriptase inhibitors) in combination with a
boosted protease inhibitor, integrase inhibitor or an
NNRTI (non-nucleoside reverse transcriptase
inhibitor).
There are currently five antiretroviral regimens to
use for initial treatment in naïve patients, four
integrase strand transfer inhibitor (INSTI) regimens
and one protease inhibitor (PI) regimen. Some
regimens contain a pharmacokinetic enhancer,
either cobicistat or ritonavir, to improve the kinetics
of the antiviral drugs. Two of the INSTI regimens
contain dolutegravir with either abacavir/
lamivudine or tenofovir/emtricitabine. Dolutegravir

Unfortunately, some patients may fail the initial
regimen. If there is failure of a boosted PI regimen,
(Continued on page 3)
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The goal of antiretroviral therapy is to reduce the
mortality and morbidity from HIV and the
prevention of transmission to others. Control of HIV
infection is measured by a CD4 count greater than
200 cells/mm3 and an undetectable viral load. By
choosing an appropriate regimen, antiretroviral
therapy can suppress the viral load and increase the
CD4 count, improving the patient’s immunological
response against opportunistic infections.

HIV Guidelines Update 2015
(Continued from page 2)

it is often due to poor adherence or drug/food
interactions. Clinical trials have shown that
maintaining that same regimen is as effective as
switching regimens. The regimen can be continued
given that the patient can tolerate the side effects,
stays adherent to therapy and does not have
mutations against the individual drugs. Failure of an
INSTI based regimen can be associated with
resistance to the accompanying NRTIs. Not enough
clinical trials have been done to guide healthcare
providers on how to handle INSTI regimen failures;
however, the patient may respond to boosted PI
regimens.
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Middle East Respiratory Syndrome Outbreak in Asia Possible Therapeutic Approaches and Role of
Healthcare Professionals
There has been an outbreak of Middle East
Respiratory Syndrome Coronavirus (MERS-CoV) in
South Korea with 182 confirmed cases and 33
deaths in the country as of July 2015. MERS-CoV was
first identified in April 2012 in Saudi Arabia, and this
is the first time there has been an outbreak outside
the middle-eastern country.1
The risk of MERS in the US is very low and
generally coronaviruses are not thought to be
serious pathogens. However, the 2002 pandemic of
SARS-CoV (Severe Acute Respiratory Syndrome
Coronavirus), causing 800 confirmed deaths, has
brought concerns about a possible similar pattern
(Continued on page 4)
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Middle East Respiratory Syndrome

been tested to be effective in pre-clinical studies. For
now, it is thought that prevention and supportive
care are key for management of this infection.2
Preventative measures include washing hands with
soap and water for 20 seconds, or using an alcoholbased sanitizer and disinfecting frequently touched
objects such as table surfaces and doorknobs. Other
preventative measures would be to prevent
transmission by covering one’s mouth when
coughing or sneezing, not sharing drinking and
eating utensils and limit close personal contact.
General precautions should be taken with patients
that may be suspected of MERS, such as recent
travelers from the Arabian Peninsula and South
Korea, close contacts of a traveler from the area and
patients with exposure to camels. The following
symptoms, while general, should be considered
suspicious: fever, coughing, shortness of breath,
chills, aches, nausea and vomiting. Healthcare
workers should also follow infection control
measures such as maintaining hand hygiene and
donning PPE (Personal Protective Equipment) such as
gloves, gowns and eye and respiratory protection.

(Continued from page 3)

for MERS. Unlike SARS-CoV, which originates from
bats, the MERS-CoV pathogen originates from
camels in the Middle East countries, such as Oman,
Egypt, Jordan, United Arab Emirates and Saudi
Arabia.1
MERS-CoV is transmissible by close contact and
respiratory secretions. MERS symptoms range from
having no symptoms to fever, cough, shortness of
breath, headache, dysnpea, myalgias, nausea,
vomiting and diarrhea.2 There are concerns in
detecting MERS-CoV because its symptoms resemble
influenza and laboratory tests can be (produce) false
negatives when the sample swabs are taken from
the upper respiratory tract.
Currently there are no treatment or prophylaxis
options for MERS-CoV, but there are studies showing
a possible target for therapy. MERS-CoV is a single
stranded RNA virus which codes for 4 proteins. The
S protein plays an important role in viral membrane
fusion and cell entry. The MERS-CoV S protein
subunit, S1 binds to CD26 (DPP4) surface receptor.
To inhibit viral entry, there are current studies to
develop vaccines that target the receptor binding
domain (RBD) of S1. There are also studies to inhibit
the MERS-CoV protease.3,4 Anti-MERS-CoV
Convalescent Plasma Therapy is another ongoing
study but has yet to recruit participants. The
method is to administer the immunoglobulin of
previously MERS-exposed and recovered patients to
MERS-infected patients. A systematic review and
meta-analysis by University of Nottingham
confirmed convalescent plasma therapy for MERS
may be the most promising and immediate therapy
to be available for infected patients.5

As for supportive care, infected patients or patients
of high suspicion should be placed in an Airborne
Infection Isolation Room (AIIR). If not available, they
should be transferred to a facility with AIIR and covered
with a facemask before arrival. Only essential personnel
should enter the AIIR and prompt communication
among health workers is recommended. Supportive
therapy for infected patients include hydration with IV
fluids, antipyretics/analgesics for fevers and respiratory
support.2
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Because MERS is a new viral disease, no vaccines
have been developed for clinical use, but few have
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Optimal Treatment and Prevention for Acute
Diarrhea in Children
Overview:
Diarrhea is the one of the leading causes of death
among children under the age of 5. It accounts for
approximately 700,000 child deaths each year
worldwide—mostly due to contaminated food, water
sources and poor hygiene. In modern society, fatality
from diarrhea can be easily avoided with proper
sanitation methods and access to clean water supply.
However, 780 million individuals around the world still
lack the access to clean water and 2.5 billion lack
improved sanitation. It is estimated that nearly 88% of
diarrheal deaths is due to inadequate safe water and
poor hygiene practices. Children are much more prone
to severe consequences from diarrhea leading to
mortality and stunting, especially those who are
malnourished and immunosuppressed. Timely
management and widespread awareness of its
consequences world-wide can help to prevent further
increase in child mortality due to diarrhea.
Diagnosis/Treatment:

and intestinal damage. This type of diarrhea is most
commonly caused by Shigella, a bacterial organism
that can be responsible for the most severe cases of
diarrhea.3 The last type is persistent diarrhea, which is
classified as the type of diarrhea where symptoms last
for at least 14 days with or without blood.

Diarrhea is defined as “the passage of three or more
loose or liquid stools per day”.1 Symptoms can last for
several days, leading to loss of essential nutrients and
severe dehydration in children. The outcome can be
even more fatal to those children who are
malnourished or have poor immune systems, which is
common in developing countries. Diarrhea is most
often caused by infections from a variety of pathogens
including bacterial, viral, or parasitic organisms and is
usually transmitted via the oral-fecal route. In 2006, the
United Nations Children’s Fund (UNICEF) and the
World Health Organization (WHO) reported on the
importance of appropriate and prompt treatment to
prevent diarrheal death in children. There has been
continuous efforts to shed light on the importance of
international collaboration to reduce the mortality rate
since the 1970’s, but it was constantly overshadowed
by other global emergencies.

The key management in treating any acute diarrhea
in children is immediate fluid and nutrient
replenishment. Children suffering from diarrhea are
prone to severe dehydration and malnutrition, which
can rapidly lead to spiking mortality rates. Recent
guidelines recommend oral rehydration therapy (ORT)
as first line treatment, or the more advanced oral
rehydration salts (ORS). The ORS mixture consists of
clean water, salt, and sugar and is absorbed in the
intestines to replenish the fluids lost in the stool. For
those suffering from critical diarrhea where a patient is
severely dehydrated or is in a shock state, the first line
treatment would be IV fluids. Unfortunately in the
developing countries, only 39% of children with
diarrhea receive the recommended ORT.3 For every
episode of diarrhea, children are at higher risk of
stunted growth and development. Therefore, it is
crucial to implement a mainstay therapy and training
program in communities to promptly manage and
treat these children for dehydration and malnutrition
to prevent future damage.

There are 3 main types of acute childhood diarrhea
which differ in treatment: acute watery diarrhea,
bloody diarrhea, and persistent diarrhea. Acute watery
diarrhea is mostly associated with cholera, which can
lead to rapid fluid loss and severe dehydration.
Pathogens mostly responsible for this type of diarrhea
are V. cholerae, E. coli, and rotavirus. The second type
of acute diarrhea is bloody diarrhea, also termed
dysentery. It is associated with significant nutrient loss

(Continued on page 6)
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nutrition replacement to prevent further complications.
However, it is also important to keep in mind that
proper hygiene and sanitation go hand-in-hand along
with treatment. It is imperative to raise awareness on
drinking safe water, washing hands properly, and
practicing good sanitation methods (such as putting a
stop to open defecation which is common in some
countries). By enforcing proper treatment under the
recommended guidelines and promoting preventive
methods worldwide, many children’s lives can be saved
and the overall mortality rate from diarrhea can be
drastically reduced.

Optimal Treatment and Prevention for Acute
Diarrhea in Children (Continued from page 5)
Vitamin A and zinc supplements are also
recommended in order to alleviate the severity and
duration of symptoms. Studies have shown a reduction
in mortality by nearly 30% in children receiving these
supplements.3 In the case of bloody diarrhea,
antibiotics may be given. However, widespread usage
of antibiotics is not preferred due to the possibility of
developing resistance to bacterial organisms. Instead,
providing immunizations for pathogens that can cause
diarrhea can help reduce mortality. A pathogen known
as rotavirus is responsible for approximately 40% of
hospitalizations in children due to diarrhea worldwide, leading to hundreds of thousands of deaths each
year. Implementation of this vaccine in those countries
most afflicted with children’s diarrhea can drastically
lower the risk of death due to diarrhea.
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Overall, it is crucial to highlight the importance of
implementing the proper guidelines in treating
childhood diarrhea especially in the developing
countries. The first and foremost key in treating
children with acute diarrhea is immediate fluid and

FDA ALERT: DPP-4 Inhibitors and their association
with severe joint pain
treatment of T2DM and work by increasing incretin
levels (more notably GLP-1 and GIP) to inhibit
glucagon release, increase insulin secretion, and
improve beta-cell functioning. Since sitagliptin’s
approval in 2006, the DPP-4 drug class has proven
to be effective in reducing HbA1c levels by up to
1% when used in combination with diet and
exercise.

On August 28, 2015, the U.S. Food and Drug
Administration (FDA) issued an alert regarding the
dipeptidyl peptidase-4 (DPP-4) inhibitor drug class,
used for treatment of type 2 diabetes mellitus
(T2DM), and their association with severe joint
pain. The medications included in this class are
listed in table 1.
Table 1. List of FDA-approved DPP-4 inhibitors
DDP-4 Inhibitors

Combination Products

sitagliptin (Januvia®)

sitagliptin/metformin (Janumet®)
sitagliptin/metformin ER (Janumet XR®)

saxagliptin (Onglyza®)

saxagliptin/metformin ER (Kombiglyze XR®)

linagliptin (Tradjenta®)

linagliptin/empagliflozin (Glyxambi®)
linagliptin/metformin (Jentadueto®)

alogliptin (Nesina®)

alogliptin/metformin (Kazano®)
alogliptin/pioglitazone (Oseni®)

The FDA alert involving the DPP4 class comes after a search of
the FDA Adverse Event Reporting
System (FAERS) database yielded
33 cases of severe arthralgia
(joint pain) linked to these
medications from October 16,
2006 through December 31,
2013. Of these 33 cases, mostly
patient-reported, 28 involved
sitagliptin. This finding mirrors
(Continued on page 7)

DPP-4 inhibitors are oral medications used in the
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PDA ALERT: DPP-4 (Continued from page 6)

and initiate treatment with another drug class that
is FDA approved for T2DM. All package inserts for
DPP-4 inhibitors have been updated to include this
recent FDA alert.

the fact that sitagliptin accounts for more than 80%
of DPP-4 prescriptions by healthcare providers.
The reports of severe arthralgia occurred anywhere
from 1 day to years after starting DPP-4 medication
therapy. Once therapy was discontinued, the
arthralgia subsided within a month; when providers
attempted to reinitiate therapy, some patients
developed the same severe joint pain again.

References:
FDA. (2015, August 28). FDA drug safety communication: FDA
warns that DPP-4 inhibitors for type 2 diabetes may cause severe
joint pain. Retrieved from
http://www.fda.gov/downloads/Drugs/DrugSafety/UCM460038.
pdf
Januvia® [package insert]. Whitehouse Station, NJ; Merck and
Co., Inc.; 2010
American Diabetes Association. 2015, January. Standards of
Medical Care in Diabetes. Retrieved from http://
diabetes.teithe.gr/UsersFiles/entypa/STANDARDS OF MEDICAL
CARE IN DIABETES 2015.pdf

Both patients and healthcare providers are urged to
report any future cases involving DPP-4 inhibitors
and arthralgia to the FDA MedWatch Program. It is
not necessary to discontinue use of DPP-4 inhibitors
in patients already stable on their medication. If a
patient experiences arthralgia while on a DPP-4
inhibitor, it is recommended to discontinue therapy

Contributed by:
Freddy G. Mejia, Pharm.D Candidate 2016, Rutgers University
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Newark High School Students from the Rutgers
University-New Jersey Medical School Pre-Medical Honors
Program Visit the Pharmacy
more about the overall responsibilities
pharmacists have and the challenges they face
on a day-to-day basis. With the help of Dr.
Gregory Eilinger (IRB Pharmacist) and Freddy
Mejia (Pharmacy Student), the students were
able to experience how each part of the
pharmacy runs. A brief talk was given on the
educational and licensing requirements for
pharmacists, what roles a pharmacist has in
healthcare, and the multiple areas of practice
available for work as a Doctor of Pharmacy
(Pharm.D).
The most notable reaction from the
students was when they got to see the
medical leeches stored in the pharmacy,
although some kept their distance! The students
were engaged throughout their visit and asked
meaningful questions, to help them decide if being
a pharmacist was right for them. The pharmacy
always welcomes students from the Pre-Medical
Honors Program to help promote pharmacy
awareness and encourages students to consider a
career in pharmacy.

Every so often, high school students from the PreMedical Honors Program at Rutgers University-New
Jersey Medical School get the chance to visit
multiple sites of University Hospital to better
understand how different healthcare professionals
contribute to the multidisciplinary care of patients.
Once weekly, students attend lectures and
participate in interactive sessions alongside mentors
currently in the medical school.

Contributed by:
Freddy Mejia, Pharm.D Candidate 2016, Rutgers University

The most recent visit was on October 7th, where
20 students were able to visit the pharmacy to learn
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Welcome New Clinical Pharmacist
Joe Hessell, Pharm. D., BCPS -DSRIP Clinical Pharmacist
Dr. Hessell received his Doctor of Pharmacy degree from Ernest Mario School of Pharmacy at
Rutgers University in 2012. He then completed a PGY-1 pharmacy practice residency at Saint
Michael’s Medical Center in Newark, NJ, where he continued to work as a clinical pharmacist
specializing in infectious diseases for 2 years. Seeking an opportunity involving more direct patient
care, he found the DSRIP pharmacist position of the Healthy Heart program to be an exciting
opportunity. He is honored to become a member of the UH Pharmacy and Ambulatory Care
Center. Outside of work, he enjoys playing music, snowboarding, rock climbing, and traveling.

Welcome New Pharmacy Technician
Cerry has been working as a pharmacy technician since 2012. She enjoys doing
pharmacy work and learning new things about it. She loves to help and serve other people
especially those who are in need. She likes to sing and dance. She works hard for all the
things she wants. She believes in the saying “If you can dream it, you can do it.”

Happy Retirement Mr. Shirish
Mr. Shirish Shukla, RPh has
been an asset to the
pharmacy department for 15
years. He is knowledgeable,
energetic, kind, sees the best
in everyone and has the
biggest heart. Always curious
to learn, he had three times the continuing education
needed in any license renewal period. He made our day
a lot better by his presence. Even though he had
reached the age of retirement, Mr. Shirish was one of
the “sharpest knives in the drawer”. His intelligence,
energy, and zeal are all way above average. It is actually
quite difficult to keep up with this senior citizen! Even
at the gym, Mr. Shirish moves faster than a speeding

bullet, keeping up with the teenagers there. He is a
force to be reckoned with.
When one decides to retire, the general rule of
thumb is to treat the person retiring–not Mr. Shirish, he
treated all three shifts and some nursing departments
in other areas like chemotherapy. This was with food
ordered from the local restaurant. It happened that
somebody mentioned that they missed his Indian food
and for that Mr. Shukla’s wife made an Indian spread
that filled the long conference room table and mind
you, this was after his retirement!!!! He is a wonderful
person who is missed every day. We enjoyed working
with him, and we have his standards to try to keep up
with now. Thanks to Mr. Shirish, none of us will let old
age slow us down.
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