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Pan, a 69-year-old male with a Hx of CVA & TIA, was admitted to
the hospital due to oral and esophageal candidiasis, and fever.
Fluconazole 100 mg bid po was administered. CBC & differential
on admission showed a WBC count of 1000/mm? with 2% seg, a
platelet count of 90000/mm?, and a RBC count of 4 x 10%/mm>.
Baseline WBC count 1 month PTA was 4000/mm?, and the RBC and
platelet counts were WNL. Aplastic anemia was diagnosed. Bone
marrow aspiration found no stem cell at all. Series study ruled out
the possibility of AIDS. A drug history showed that the patients
started ticlopidine 100 mg tid therapy 3 weeks PTA. Filgrastim
(G-CSF) 5 mcg/kg/day was administered intravenously. However,
the ANC remained below 100/mm?3 until 2 weeks after admission
when a sudden rise of ANC above 500/mm?® was seen.
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Risks of Cardiac Arrhythmia and Mortality among Patients Using New-Generation

Macrolides, Fluoroquinolones, and B-Lactam/B-Lactamase Inhibitors: A
Taiwanese Nationwide Study

Background: Previous studies have demonstrated increased cardiovascular
mortality related to azithromycin and levofloxacin. Risks associated with alternative
drugs in the same class, including clarithromycin and moxifloxacin, were unknown.
We used the Taiwan National Health Insurance Database to perform a nationwide,
population-based study comparing the risks of ventricular arrhythmia and
cardiovascular death among patients using these antibiotics.

Methods: Between January 2001 and November 2011, a total of 10684100 patients
were prescribed oral azithromycin, clarithromycin, moxifloxacin, levofloxacin,
ciprofloxacin, or amoxicillin-clavulanate at outpatient visits. A logistic regression
model adjusted for propensity score was used to calculate the odds ratios (ORs)
and 95% confidence intervals (Cls) for adverse cardiac outcomes occurring within 7
days after the initiation of antibiotic treatment.

Results: Compared with amoxicillin-clavulanate treatment, the use of azithromycin
and monxifloxacin was associated with significant increases in the risks of ventricular
arrhythmia and cardiovascular death. The adjusted ORs for ventricular arrhythmia
were 4.32 (95% Cl, 2.95-6.33) for azithromycin, 3.30 (95% Cl, 2.07-5.25) for
moxifloxacin, and 1.41 (95% Cl, .91-2.18) for levofloxacin. For cardiovascular death,
the adjusted ORs for azithromycin, moxifloxacin, and levofloxacin were 2.62 (95%
Cl, 1.69-4.06), 2.31 (95% Cl, 1.39-3.84), and 1.77 {95% Cl, 1.22-2.59), respectively.
No association was noted between clarithromycin or ciprofloxacin and adverse
cardiac outcomes. :

Conclusions: Healthcare professionals should consider the small but significant
increased risk of ventricular arrhythmia and cardiovascular death when prescribing
azithromycin and moxifloxacin. Additional research is needed to determine
whether the increased risk of mortality is caused by the drugs or related to the

severity of infection or the pathogens themselves.
' Clinical Infectious Diseases 2015;60:566-577.

(=) BESEibtapm RBTEIH R RAEEHM X (community- acquired
pneumonia » CAP) &5 ABE » HFLA LR TR OREY
azithromycin - clarithromycin ~ moxifloxacin ~ levofloxacin ~ ciprofloxacin

- amoxicillin-clavulanate £ 54 % CAP B¥ gy R & R A+ A 7 (10 %)

(=) & BB FFdkmm AE R azithromycin # moxifloxacin B EENGE

SEREH PR R T RE? (5%9)

kA




M - 206

RIEMAE 100 PEEALHERE F RN
FIB EBRBZ2RERST % 206
=k 6 # 4 HEz¥ 3 §

AN HMBEUTEXEE A

Impact of Pharmacist Intervention in Conjunction with Outpatient Physician
Follow-up Visits after Hospital Discharge on Readmission Rate

OBIJECTIVE: The Medicare Hospital Readmissions Reduction Program (MHRRP)
which took effect on October 1st, 2012 holds providers accountable for quality of
care delivered, placing a greater focus on care coordination. Innovative strategies
in medication management in the acute care and outpatient primary care
settings require vigilant pharmacist intervention. The objective of this study is to
determine if pharmacist-provided medication reconciliation service in
conjunction with hospital follow-up outpatient physician visits reduces hospital
readmission rate.

METHODS: This was a prospective study in which physician-initiated outpatient
hospital follow-up appointment scheduling was used to identify patients at time
of hospital discharge. All patients 250 years of age were eligible for outpatient
pharmacist visits. Emergency room visits were excluded. Data collected included:
patient demographics, characteristics of identified drug therapy problems,
accuracy of outpatient medication histories and time required by pharmacist to
perform the reviews. Patient adherence to early (24-72 hours) outpatient
hospital follow-up visit was also evaluated. Previous year's readmission data for
high risk patients who received only physician visits were also collected for
comparison with those who were jointly visited by pharmacists and physicians.

RESULTS: A total of 98 patients were assigned to receive pharmacist intervention
in conjunction with physician hospital follow-up visits. Nine of the 98 patients
seen by pharmacists at hospital follow-up visits were readmitted (9.2%) to a
hospital within 30 days of discharge. Out of the 236 patients seen during the
same period the previous year (2011) for physician alone hospital follow-up visits
46 were readmitted (19.4%) within 30-days of hospital discharge. The difference
between these groups was statistically significant (p = 0.023), with patients in the
pharmacist intervention group experiencing a reduction in 30-day readmission
risk. Physician alone outpatient follow-up was associated with earlier mean time
to readmission, 12.8 days vs. 18.3 days in the pharmacist intervention group (p =
0.042).

CONCLUSION: Pharmacist involvement in hospital discharge follow-up visits
reduced overall readmission rate in high risk patients and improved monitoring
of drug therapy, and medication history accuracy when compared to
physician-alone visits.

Am J Health Syst Pharm 2015;72(11 Suppl 1):536~42.
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Eosinophilia and Fever with Levetiracetam: A Case Report

Levetiracetam is considered by many clinicians to be one of the most benign
antiepileptic medications available. We report the case of a 24-year-old man
presenting with seizures for which he was started on levetiracetam. Despite an
extensive work-up and treatment of possible infectious and noninfectious
issues, the patient remained intermittently febrile. When a marked peripheral
eosinophilia was noted, the patient's levetiracetam was discontinued and
phenytoin prescribed. The fever resolved within 24 hours, and the patient's
eosinophilia count returned to normal limits following discharge back to his
long-term care facility. We estimate the probability of this reaction related to
levetiracetam as probable based on a score of 7 on the Naranjo scale.
Clinicians should be aware of the possibility that levetiracetam may be an
offending agent in a patient with unexplained fever and eosinophilia. These
may be early signs of the progression to a more serious drug hypersensitivity
reaction, such as drug rash, eosinophilia, and systemic symptoms {DRESS)
syndrome.

Pharmacotherapy 2015;35:e131~135.
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