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P&T COMMITTEE ACTIONS 
 

POLICY UPDATE 
Regional Chemotherapy and Biotherapy 
Administration Policy 

This new policy provides guideline for 
the safe administration of chemotherapy and 
biotherapy agents.  The appendix of this policy 
includes the manufacture’s guidelines for 
administration, storage, use of solutions, and 
stability of commonly used agents.  Unless the 
prescriber specifies a specific administration 
rate of an agent, the manufacturer’s guideline 
will be used. 
 
 

DRUG SHORTAGE!! 
For enquiring physicians who wish to know 
the details of the latest drug shortages, the 
American Systems Healthcare Pharmacist 
(ASHP) Drug Shortage link is available for 
review on the new PTMC intranet.  Refer to 
the “QuickLinks” on the front page of the 
site, which has up to date information about 
drug shortages, including reasons for the 
shortage and likely duration. 
 

Current Shortage Impacting PTMC 
(Intermittent availability) 
Metoclopromide (Reglan) IV 
Erythromycin IV 
 
 

MEDICATION UTILIZATION REVIEW 
Regional Insulin IV Protocol Pilot 

The Diabetes and P&T committee have 
recommended adopting the Regional IV Insulin 
protocol.  The pilot of this protocol at PTMC 

has been expanded to all patients in the ICU 
and CVIUC as staffing allows.    

The MUE (Medication Utilization 
Evaluation) for the IV insulin protocol found the 
following: on the average, the time to reach 
therapeutic glucose range was about 4.7 hours 
and patients were on the therapy for about 2 
days compared to 6.7 hours and 1.8 days for 
the old protocol. 

Documenting the insulin infusion rate 
at the time of blood glucose measurement, 
and making correct infusion rate 
adjustments are the components of the 
protocol which most need improvement. 

 
FDA Drug Warnings:  
Aliskiren-containing Medications  
 Amturnide (aliskiren, amlodipine, and 

hydrochlorothiazide)  
 Tekturna (aliskiren)  
 Tekturna HCT (aliskiren and hydrochlorothiazide)  
 Tekamlo (aliskiren and amlodipine)  

FDA notified healthcare professionals of 
possible health risks when using blood 
pressure medicines containing aliskiren and 
angiotensin converting enzyme inhibitors 
(ACEIs) or angiotensin receptor blockers 
(ARBs), in patients with diabetes or renal 
impairment.  

These drug combinations are 
contraindicated in patients with diabetes, and 
the use of aliskiren with ARBs or ACEIs in 
patients with moderate to severe renal 
impairment (GFR< 60 mL/min) should be 
avoided. The labels for the aliskiren drugs are 
being updated based on preliminary data from 
the clinical trial, “Aliskiren Trial in Type 2 
Diabetes Using Cardio-Renal Endpoints 
(ALTITUDE).” 
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MEDICATION SAFETY 
Management of Steroid Induced 
Hyperglycemia 

Hyperglycemia is a common complication 
of glucocorticoid therapy with prevalence of 20 – 
50% among patients without a previous history of 
diabetes.  Corticosteroid therapy exacerbates 
postprandial hyperglycemia by increasing hepatic 
glucose production and impairing glucose uptake 
in peripheral tissues.   
 

Management strategies for corticosteroid-
induced hyperglycemia have not been 
systematically studied in prospective trials.  This 
review is for inpatients on intravenous 
glucocorticoids.  Management will differ for 
patients with a history of diabetes, pre-diabetes, 
diabetes controlled with oral medications, and 
diabetes treated using basal/bolus insulin.   
 

The Endocrine Society practice guideline 
suggests discontinuing oral antidiabetic agents 
and starting subcutaneous basal bolus insulin 
therapy for hospitalized patients with 
glucocorticoid induced hyperglycemia.  They also 
suggest starting basal bolus insulin doses of 0.3 
to 0.5 units/kg/day for these patients.  Clore et al 
advocates the following starting dosing strategy2.   
Prednisone 

(mg/Day) 
Methylpred-

nisolone 
(mg/Day) 

Dexametha-
sone 

(mg/Day)  

NPH 
Insulin 

(Unit/kg) 
> 40 > 40 6 0.4 
30 30 4.5 0.3 
20 20 3 0.2 
10 10 2.3 0.1 

NPH, glargine (Lantus), or detamir (Levamir) may 
be used for the basal insulin.  Table 1 is a 
comparison of different insulin preparations in 
onset and duration of action1.   
 
Table 1. Pharmacokinetic of insulins  

 Insulin Onset Peak Duration 

US Aspart, lispro 
(Novolog, 
Humalog) 

5-15 min  1-2 h 4-6 h 

S Regular 30-60 min 2-3 h 6-10 h 
IM NPH 2 - 4 h 4-10 h 12-18 hr 
L Glargine 

(Lantus) 
2 h --- 20-24 

L Detemir 
(Levamir) 

2 h --- 12-24 h 

Duration:  US = ultra short; S = short; IM = Intermediate; L = long  
 

Prednisone or methylprednisolone 
(SoluMedrol) IV demonstrates a peak effect at 4 – 
8 hours and duration of effect of approximately 12 

– 16 hours. Use of NPH insulin, with a similar 
pharmacokinetic profile has been suggested for 
optimal treatment.  Dexamethasone (oral and IV) 
has an activity duration of 20 – 48 hours and a 
longer acting basal insulin may be appropriate3,4.  
For patients already on insulin, this may be added 
to the existing regimen.   

 
Due to variability of the effect of 

glucocorticoids on the insulin dose, changes in 
insulin should be cautious, with an initial 
increment of about 20%.  Doses of insulin should 
be reviewed if steroid doses are increased or 
tapered to prevent hypoglycemia.    
 Long-acting insulin plus prandial insulin, in a 

ratio of 30:70 to 50:50 has been suggested.  
As glucocorticoid is tapered, the long-acting 
insulin may have to be discontinued while the 
prandial doses are continued, since the 
fasting glucose level decreases first. 

 Intermediate-acting insulin plus short or fast-
acting insulin in the morning (these two will 
make up one-half to two-thirds of the total 
daily dose), short or fast-acting insulin before 
the evening meal, and intermediate-acting 
insulin at bedtime.  As glucocorticoids are 
tapered, the bedtime insulin is tapered first3.  

 
Severe hypoglycemia has been reported at 

PTMC when multiple insulins including rapid 
acting, intermediate, and long-acting insulin were 
prescribed by more than one physician.   
A single physician managing insulin therapy is 
recommended when more than one long acting 
insulins are prescribed.    
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