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J)aARTF FRIEE TH % vancomycin (VCM) £, pharmacokinetic/pharmacodynamic (PK/
PD) /\T X—A—|THE D\ e therapeutic drug monitoring (TDM) DRFZEIREIEZ LAY, VCM FARIES
DFERFEREZEIRIC KL DEEZEEICHT 2MEIEEV, Dhbhik, BE 10 FLL EIThTz> THREE
BT VM O TDM ZRIEL TEfefe®d, ZTOBRMEICDWVTEARNICEHE Lz, 201053 A8
1BH5 2021 £ 7 B 31 HOBRTBEICYRT VM OFEBELSGZUVERND S5, VCM 250 mg D%
EEENMEEINDEAETRE LTz, BERENEETNDEADS B, MEXNHRE VCM DFEEEE
BEHRLET S LOSS 185 L HERENRE LIZWVIELOSS BRED 2 EICHEL, BEFEDEWVICLS
BMB LULR LM% 0~24 BRI area under the concentration time curves (AUCo2s) & 2R
£ (acute kidney injury : AKl) DRI T L fz. HIZRFRILLOSS BEEEN 166, JELOSS &5
D 35 BIDET 51 BITH ofce AUCo & AKI DRFERIE, MEHCHVLTHRICERROSNGEHL o (p
=0.147, p=0.664), —7, VM DEEXRD I 1L — 3 VT, FELOSSHFEXEITSH> T ET, VCM
DFEFEBREED 1 EFISDTY 25% Bl En iz, BESDEERHEEDARETRRICELNT, VCM DIEZE
BREZHIRT ST &1d VM ORERED—BNCED EEZ B,
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Staphylococcus aureus (MRSA) J&4ediE (2553 5
A e ipidE & L CREICEI SN T b 7)) o
NRTF FRIIWETH 2, L L, VCM (&l
2B B ERGEHREE & P REBUREEHE L T8
D, HhEERE L CEICEMEEREE (acute kidney
injury : AKI) 2584252 &0H 5720, BikhE
2t U 72 therapeutic drug monitoring (TDM) @
EREHRLETH 5H"Ys TDM OFEREIZL YD, AKI %
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> 2022 L f#MTY 7 (Practical AUC guided TDM
for vancomycin AUC guided dosing & monitoring)
WEER SN, AUCIZ L 280MMEB L OZettr
APl L¥G-ReEt 2 479 2 EHERE S s HREURRAL

TERRESERAILTH B R 1-7-1

BARMLFEREFZRMSE Vol 73 No. 6



(R - BeR] 7AERERZBIS T VIM RESE

LOSS group (Vancomycin 1,500 mg/day)

[ ]
First -
dose

1.5 vials at a time

[ ]
Second —
dose

1.5 vials at a time

in 1-day vials

Fig. 1.

Non-LOSS group (Vancomycin 1,500 mg/day)

First
dose

2.0 vials at a time

Disposal of remaining drug

Second
dose

1.0 vial at a time

Comparison of the number of residual vials of VCM disposed of between the LOSS and non-LOSS

groups following administration of 750 mg of vancomycin (500 mg per vial) once every 12 hours.

LR > & — (LUF, 2Bg) © TDM (4, 2009
4£ X D Sano 5 % Microsoft” Excel TIERE L 72 f#AT
V7 MERWT, VCM O AUCw 25 L, VCM
DYGEET 2T > TV Do [TV 7 N O]/
T A=5 =%, BRMCERELROMTY 7k LTH
B2 Yasuhara b OREFIXT X — % =2 fHH L
TWah,

PUI 3 TDM BRIRFEB T 1 N F A4 » 2022 T,
VCM A 5% IR H = T 53 5 2 L3
BEINTWDEY VMO 1 H¥EG5 81X, AERE
PERE D ERIRBAE (HEERIRMA IR E (estimated
glomerular filtration rate : eGFR) XIli&E 7 L 7 F
= VM (serum creatinine : SCr)] #* 5 & &t &,
FHEIZE o TIEGHBAED S LEHEZHRNT 5
Z & THRIEENFEET B0 VEM 13 1231 7V 500 mg
OFEDH Y, A2 VCM 750 mg & 12 e B X 12
W59 52 AN LIRS NG AL, 1 o
BTLIERETH L VCM 250 mg DSBEFE SN D
(Fig. Do L # L, VCM 1,000 mg & VCM 500 mg

TRHAIIG T H LT, HREOREIIFEETT,

LH® 70 ORBFEGEIIZED S R WG D RE L 7
%o AWFETIL, FRIEBEENKET DHIHOEG
% LOSS 5, BRERIEL AL L nkE v Ik
LOSS #5- L B g % HWBEEFICBNT, 1 HEZ
HE%2 2 27 UE AUCw X FEE T, EHEDRED
b, KBTI, 20104E3 H & b K
PSR R A MY 2 HAYE LT, VCM @3k LOSS
P& FEfti L C & 7z

HATIE, EHREMOFEFEARLEE LI L B0
TEORGEDNHIEE 7 o T b, 2019 4E12id k7 7

V) Y OWFGE RSO IE O T E 2 IR S ¢,
HIEANZ B OEE RO L 2 A L 720 €D
7290, PURIEOZ MG L H A D RGSERIHF IZ BT
LEHFETH Y, 2022 F I\ H AL RS
FLOLET L5505 [MREEOLEMBICHIT
TRE] B ENY, 2023 F1iE, EAES S
5 [HUR D BN AR B L B iR 2 X 2 728
DORAETTEE ] ASH S, PURHE O % HARTE LR 12 1A)
72 HER RSB b7z Lo, 2024 4FE3
12 —HPHIE I MAFE L 2o TBY, HEOA
LERIRIDTR N T WD, ORI THR) 28R
ie& LT, HPETIHEEL TWBIELOSS %505 z
SNTz720, ZOHE IOV THGE L 72,

AWFFETIE, PUwEE TDM BRIREE T A BT 14 »
202221220\ 72 LOSS #25-4F & JE LOSS # 5-#F 12
£ % VCM D It A FE S MIME & AUCo T llE % H
v, BRI R ORI A RS £ Y AKT 0
FERER R A L, FREREERE Y I —Ya vl
720
. AEREME
1. BEER

20104E3H1H2 520214 7H31 HE THH
FICVCM 2 fH L 72RO ) b, #BEIZHEET
VCM D IE D 7 WHEBNIZBR%E L 720 VEM @ 1
3 G 2 5 I G L, FREEBEFEDS IS A L 7 HE Bl
% LOSS 57, 1#H5 &2 A% Ic&kG L, 1%
FEBEIENFEAE L 0 WIERI % IE LOSS #x 5-#F & gk L
720 VCM 50 & fEBNZ BT, R & 2EH] i 23
FEF &R L 729 2 T, LOSS #5- & 9 LOSS
EHLOWT N2 #EIRS 7z, AUCw & iR T %
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728, VCM O35 [EAY 12 R & 7213 24 B ©
HotBEXRGRE L7,
2. BELR

PRI, s, RE, ZEA, EEE VCM M
DIREE 7 o T2 EGSEOZ WS, MR D S ki
SN7zMlR, VCM $25-4i 2 O BAr i, VCM ol
R - 587 —%, VCM o5/, VCM
Flfa o TDM #IEI %R H, VCM B4 3 H H LN
® TDM E i ¥, VCM btat» 5 @ 30 H HET
¥, VCM B (Z 2 L 72615, VCM #%5-
\ZEEE L 72 AKT OSSR Z BT 7 )V 7 THRAEHEHN
2R L 720
3. V(M @ AUC DEt&E

ATy 7 NS, MR, s, A, SCr, I
KR, VCM oM, VCM 05 A7 ¥ 2 —
WV EEkL, VCM ® AUCou % 5 L 726 AUCo
ODHEMAHFIDTOLBY TH S,

- AUCou (ug-h/mL) =VCM® 1 H #% 5 &
(mg) /VCM o&H271) 75~ A (L/hr)

G )T T A=EREEE S ke (hr') X
SrAiEAE Vd (L)

T/, ZONTY 7 M TIESCr 06 mg/dL % F
| % fEBid BB € SCr 06 mg/dL IZHIE S, 2
L7F =277 A (creatinine clearance :
Cer) 1&PUF @ Cockeroft-Gault 7 CTHH L T\ 5,

B o Cer (mL/min) = {(140 - 4F #1) x1F
& [kgll / (72xSCr [mg/dL])

- D Cer (mL/min) =% ® Cer (mL/min)
%x(0.85
4. AKI OFFm

AKI OjEF%IE, VCM #5110 SCr 2 &HE L LT,

VCM #5412 SCr %505 mg/dL EA-"#H 5\ % 15

BEULEO EAYE L7ze AKITDY) A7 WFYE LT,

PRI LINC Y Ny 0 - BT V) VB
AU (B-7 27 % L RPUHE, AVT 7
ANFHY = PYRXNTYLEH, TI T
aY FARPIRE, VARV =< VT LKT) VB,
TOXFT Y VEMEBRINERE, T XL T

YZEARREDUE, JEA T O A NUEPUESE, FIREE) Y,

PUAE G, AR, SEERE L7238
HiEEEE%E, eGFR<30 mL/min/1.73 m*>, VCM
OEHE (>4 g/H), BREEMEH 7 BELE), AUC
>600 ug - hr/mL ¥ 721k 9 7{E>15 pg/mL T
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VCM % #£5- L 7Bl % U L 72,
5. VAM EREERDYZ a1l —¥ 3>
(1) fEF 7 —RICED < FH

VCM OFMEFNA 7 IVEB & OHRBEF N A 7
Bz, EF ANV T 2 AW CTHRARMICIEL 72
LOSS # G-I BVTIE, EBICBEFENFA LI2E
Bl Xt RIZ, A= - BEER - BER - BESHT
Bl L7ze —7, FELOSS 58 Tld, EERICE
WTBEEIRFEAE L T o 7228, IRIZ LOSS #5-
BT o e OHE L EFEREY Y32 b —Yay
WCEDEHBL, EML L CRER - BEFEE - BExE
BREE R LT,
(2) BgEEEZAWN I aL—YavETIV

HA KT A PR SN BERER VCM $¢5-53%
At/ E7 T AIZHEILL CRRER A RE L, D
¥k 5EENC IO & VCM OBEHER B L VBEESH
rE Lo, BgEEIE, A% 50 kg, Cer 60 mL/
min &MGEL, #FEHE 750 mg % 12 FeE B X212 14
ARG Lz LT, YIalb—Yaryz%EMmli,
Y3alb—varid, LOSS#HE TIL 750 mg % 12
R B %, JELOSS # 5- T ix 1,000 mg & 500 mg
ERHEAZ 12 B EOHRG & Lz, BESHOH
HZIE, 2024 4 4 H o FAfcE 12 B1F %5 VCM 500
mg N4 T IVEFI O & Fvi7z. VCM 55 dh
ERIERD DY), FMEDSD L 720, REfilitg (754
M) & ARffitg (648 1) TEHE L7z,

VCM Offifi s, BédEm, BEIEEOH ML I7HEIED
ToLBYTHS,

AR (mg) =FPRUCEM L7z VEM O3 1 7
v x #itg (500 mg)

-BEFE= (mg) == (mg) —HHEICHMHL
7e¥ 58 (mg)

CBEEEE (%) =FEFE (mg) /A= (mg) X
100
6. FRETREMT

2 Mo Eix, EZR (version 1.61) % flw T,
AR 2 F 2% L €t Mann-Whitney U M€, 7 7
T — % L Tl Fisher O IEFEMERTEIC &
DARFT IR % 1T - 727 e B, p<005 & H =
KL L, FfiEidhguiE [25~75%] T L7z,
7. RSB

RIFEIE, ANaxtS e 3 2ESR/MEICHET 26
MRS & sF L, UBEOmEZR B Sh O PR KRE



(R - BeR] 7AERERZBIS T VIM RESE

Patients received VCM between March 1, 2010, and
July 31,2021

(n="796)

Patients that had previously received VCM at our clinic
(n=182)

Patients that had not previously received VCM at our
clinic
(n=614)

Patients that did not require dosage adjustment in 250 mg

Patients that required dosage adjustment in 250 mg
units of VCM

(n=148)

units of VCM

(n=1466)

Patients with a VCM dosing interval of 12 or 24 hours
(n=51)
] '

LOSS group
(n=16)

(n=35)

Patients in which the VCM dosing interval exceeded 24
hours

(n=97)

Non-LOSS group

Fig. 2. Flow diagram of the patient selection process.

VCM: vancomycin

Between March 1, 2010, and July 31, 2021, we used VCM in 796 patients.

Patients in whom VCM had been used prior to this period at our hospital were excluded (n = 182). Of the pa-
tients who required dose adjustment with 250 mg units of VCM, the dosing interval was 12 to 24 hours in 51
patients. Patients were classified into two groups: the LOSS group, in which vials of VCM remained unused and
had to be disposed of, and the non-LOSS group, in which the treatment regimen was adjusted to prevent dis-

posal.

2R THEML: UKEEE S 1 3-16)0
I #ER
1. BEE=R

WFFEBIE I VCM 2 fEH L 72 796 Bl 3 _TD
FEBNZ IR H S-S FE S LT 7ze 796 Bl 9
H, BFT Y BT VCM O R BR A 22 W E B 1T
614 TH oo TDHE, TDM Y I 2 b — 3
> T VCM 250 mg O FH A3 F S ML WE B %,
VCM D25 T8I B A% 24 ¢ [ % #8 2. % 5 ) & BRoh L
7oA, BEMEGNZ 51 6 (LOSS ¥ 54 16 %1, JE
LOSS#5-#:3561) & 7%= 0 (Fig 2), BEHERIE
Table 1 1278 L72o VCM 2MER S 72 EG9E N, 1
TIEGYE 24 11, SEBERF R ERBAE 16 B, B2 Ek
TR AE 8 B, FRIGECUE 3 6, WO & e e
7B, EREg 1B, PEREPIRGE 160, BN
JE1BICTH o720 ML b MEEIYEN R D L5 o
7= (LOSS ¥ 5-7 751, 3E LOSS #% 5-% 17 f51) 75,
FIIAD SN o7z (p=0.760) MFEGED 24
JEBIC BT, M 22 5 MRSA 13 461 (p=
0.295) , coagulase-negative
Staphylococcus 1% 13 1 (p=1.000), Enterococcus

methicillin-resistant

faecium 1Z 2 6] (p=1.000) A HrH & 7z, Tl
THERWICEIIRO bk ro 7z 1E20 5 EF O
Wi 22 5 5 1%, Corynebacterium )& & 4 B, 24 b
THRETE R o727 7 ABERE 1 BIH R Sh
726
2. VCM D AUGon & b5 7MBICDWNT

VCM @ AUCo &, LOSS #25-#F & IE LOSS % 5-
cEnEN, 4705[4356~523] ug - h/mL & 506
[4555~543] pug-h/mL T & - 72 (p=0147), *
72, VCM @ b 7 7 fiil%, LOSS #5-# & 3E LOSS
Bh#cEnENn, 122 [113~148] ug/mL & 121
[114~126] pg/mL T 0, WBEIZH L2235
Do iz (p=0722)
3. AKI

VCM o @& (>4 g/H) (& LOSS #% 5-F 2 1
EIELOSS #45-# 141 (p=0229), MMM (7
HPLE) 13X LOSS $:5-# 11 61 & 9E LOSS #% 5-# 16
Bl (p=0.145), AUC>600 ug - hr/mL F 721k + 5
7l >15 pg/mL 1% LOSS $% 5-# T 2 f5] & 3 LOSS
BHHET 36 (p=0643) TH -7,

AKI DEFIZFEY L 7EBE, LOSS #5-# 3 4,
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Table 1. Patient backgrounds

LOSigroup Non—LOfS group pvalue
(n=16) (n=35)
Age 76 [64-86] 68 [62-75] 0.1029
Weight (kg) 47.6 [43.2-53.4] 56.0 [46.1-67.6] 0.071
Sex (male) 10 24 0.753
Chronic heart failure 3 3 0.363"
Type 2 diabetes mellitus 4 7 0.723"
Malignant tumor 6 28 0.004%
Concomitant use of nephrotoxic drugs 15 32 1.000")
B-lactams 6 28 0.145
Tazobactam/piperacillin 1 9 0.140"
Sulfamethoxazole trimethoprim 3 9 0.730"
Aminoglycosides 2 2 0.581%
Liposomal amphotericin B 0 4 0.295"
Angiotensin-converting enzyme inhibitor or angiotensin receptor blocker 2 6 1.000”
Non-steroidal anti-inflammatory drug 5 4 0.118Y
Diuretic 7 15 1.000”
Concomitant use of antimicrobial agents 12 34 0.029"
Concomitant use of vasopressor drugs 3 2 0.309”
High care unit or intensive care unit admission 2 4 1.000”
Estimated glomerular filtration rate <30 (mL/min/1.73 m?) 0 0 NaN
Serum creatinine before VCM administration (mg/dL) 0.74 [0.60-0.85] 0.67 [0.53-0.83] 0.204%)
Creatinine clearance before VCM administration (mL/min) 42.4 [38.9-61.2] 73.3[63.9-94.8] 0.00022)
Duration of VCM administration 11 [6.5-14.5] 14 [9-19] 0.095%
Date of first TDM after VCM administration 2[2-3] 2[2-4] 0.171%
Number of TDMs performed within 3 days of VCM administration 14 23 0.176”
Number of deaths within 30 days after the start of VCM administration 2 3 0.643"
Number of cases of fever resolution after VCM administration 15 28 0.221%
Acute kidney injury occurring after VCM administration 3 4 0.664"

VCM: vancomycin, TDM: therapeutic drug monitoring
a) Mann-Whitneys U test, b) Fisher's exact test
Values are expressed as median [interquartile range].

FELOSSHGHABITH ) ZELVBOSNR o 72
(p=0.664) . VCM B % ¥ @ AKI 3 4 H 1&, LOSS
PG 1LHE, 120H, I3HETH Y, JELOSS
PG #IE3HHE, 7THH, 10HH, HUHHTH-
720 AKISSRERICIET L22HERNIE, LOSS #%45-% 1%
161, JELOSS #5HX0FITH -7 (p=0314)
4. VCM DEEER

(1) fEFT—2ICED < FHf

AHFFEIZ BT B LOSS 5 5-# D VCM D il & 13,

FEFTI6 N4 TV ThH Y, VCM Ol =3 L
T30% (217 /84 7 )V : 140616~163618 1) A
F L7572 (Table 2)o —7J7, JELOSSH#5-#1HB
F% VCM O &%, #5F2346 N1 7V Th -
720 FELOSS #5847 LOSS % 5-5 & 7 Uk 577
L TWwWERET S L, VCM Ol H &= 13485
2696 /54 7 ey, FAERAEICH LT 13% (350
INA TV 1 226800~263900 M) AEERE S NS L
EE N,
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(2) BEgEEZAWN Y IaL—2 3 VFHE

VCM % 1] 750 mg, 12 Ref B 12 14 H M5
T5HYIalb—TariBne, FELOSSHG L7
BiE\, BN T VEIE 42854 7TV L,
LOSS 5 L 72358556 XA T & oize T2,
LOSS #%5- L 7285613 VCM DFRIEBEFENFEE T %
720, FAHEICR LT 25% (14 /84 7V 1 9072~
10556 ) 72SBEFEL 7 - 7= (Table 3),
n. ==

BHOERNNDOITA KT 4 202 8wT, VCM
@ pharmacokinetic / pharmacodynamic (PK/PD)
DOIREIZ AUC # &£# 2L TWwb, AUCIE 1 H¥%
HGaEPFEETh UL, 1HHGELZEHLTLEL
Vo ZO720, bitbiud 1 Hofx5 =+ 2T
U1 G CHRREEBEIE D I L e W EA~EE
L, SEHIFREEICBIT S VCM OFSEREFL 2 (¥
IELOSS 5 HExE 2 720 AWIFE T, FRIEFEHE
AEFEET B LOSS #5 5-#F & IF LOSS B 58 & i L
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Table 2. Comparison of vancomycin vial usage, observed disposal and estimated disposal and disposal cost
between the LOSS and non-LOSS groups based on retrospectively collected patient data

G Total vialsused ~ Total vials disposed Disposal rate Disposal cost (JPY)
roup . .

(vials) (vials) (%) Highest price Lowest price
LOSS 716 217 30 163,618 140,616
Non-LOSS 2,346 (2,696 ) 0(350") 0(13%) 0(263,9007) 0(226,800")

"Values for the total number of vials disposed and the disposal rate in the non-LOSS group are based on a hy-
pothetical scenario assuming LOSS group. In actual clinical practice, no vials were disposed of in this group.
Note: Disposal costs were calculated based on the April 2024 reimbursement prices for vancomycin 500 mg vi-
als: 754 JPY for the branded product and 648 JPY for the lowest priced generic equivalent.

Table 3. Simulated vancomycin usage, disposal, and disposal cost in a hypothetical patient under the LOSS
and non-LOSS groups

G Total vialsused ~ Total vials disposed Disposal rate Disposal cost (JPY)
roup ) :

(vials) (vials) (%) Highest price Lowest price
LOSS 56 14 25 10,556 9,072
Non-LOSS 42 0 0 0 0

Note: This table presents a simulation using a hypothetical patient described in the methods section. Non-LOSS
group simulated alternating doses of 1,000 mg and 500 mg every 12 hours, allowing complete use of each vial
with no waste. Therefore, the disposal rate and disposal cost for non-LOSS group were zero. Disposal costs were
calculated based on the April 2024 reimbursement prices for vancomycin 500 mg vials: 754 JPY for the branded

product and 648 JPY for the lowest priced generic equivalent.

7oAER VCM @ AUCen & + 5 71, B £ UV AKI
BIEBOWTNICBWTHEIED LN Lo 72
(p=0.147, p=0.722, p=0.664).

ARWFE % il L 72 2010 4£12 8T, HAO TDM
A KT A 2 TIEVCM OFERR & BREE) 22
(ZBEE 2 HEE AUCTHASED H LTV e h2 o 72,
L2L, HBETIEZVCM O TFRED A v 4+ 71H
400 g - hr/mLY % &#12, ~J 76 10~20 ug/
mL 2> AUCox 75400 ug - hr/mL BLEIZ 22 5 & 5
ICREETLC, TDM % FE i L TWw7z, L72A5 T,
2022 47 LLHT O AW 58 D AT 6 RAEBNIZ BV T b K
FOHA RT A PR TV 5,

VCM IZFE W HEE AUCu \CEIET 5 2 & 2NE
BRIR A ED D L SN TV ALY ARKIFZETlE, LOSS
eh#c2 [2~3] HH, JELOSS #58T2 [2~
4] HHIZVCM oAl TDM % %Ejifi L T\ 7z (p=
0171)o VCM B#5#% 30 H OB TEIZ BT, #%
BRI X B3R o 72 (p=0643)

—7J7C¢, AUC>600 ug - hr/mL 7213 b J 71&
>15 ug/mL % Z 2 AEFNE, LOSS #5-5 2 i &
JELOSS % G- # 3B TH - 72 (p=0.643), IELOSS

BGHETIE, B OFEFI S E EICE < (p=0.004),

VCM#E G A O Cer i3 FEZICHMETH - 72 (p<

0001)s LAL, VCM IZ & % AKI OF5EIZ#IE
Lotz (p=0664).

AREFFE O H L, LOSS # 45 & 3 LOSS #% 5 @
AUCwu: SHZETH ), AKI OFIERICH BEAEL %
WELEMERT LI ETHL, D20, Byl
Zhk L < L7c#ER, RWZEoEfuid 2z <, VCM
EOANES X O REMXERT 2 1EA 45T
Ho RN H B, L L, VCM OFFfliiEIE T
5 AUC ERFONA R4 2572 b DT
»HY, VCM @ AUC RN Tca v b — &
NTWeZ ehb, HGHEPRZ>THWTLHER)
HEBLOREEEIFAETHL LEZHNL,

RIFFEN BT B EHEE % V72 VCM BEEZE D
YIalb—3a3rTid JELOSS#G L iR T
LOSS #%5-T 1EBH 72 ) DfERH NA 7 IV EA 14
INATVEIML, BERNL T VDS 5 25% A
AR B IR SN EHT— 2 I2BT 5
VCM BEFEZH 1L, LOSS #5-#T30% Tdh o720
xtL, JELOSS #4584 LOSS #45 L g L7254
DEEHEHIL 13% TH o 720 LOSS 55 & IE LOSS
PGB T Cor LA BEEDVRBDODLNTBY, BEHE
ROEBIEGEFTOBNIRNT L EEZ HND,

512, LOSS #5-# THEFE S L7z VCM 217 Y
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L TNIZONWT, YIalb—3 3 BT aEERE

Xk
H AT (Cer 60 mL/min, #E+:H &= 1,000 mg &
T - 10 [ B 3 n . 1) Rybak M ], Le ], Lodise T P, Levine D P, Bra-
500 mg & 22 WA 12 WM 45 &, 14 HREG) T dley J S, Liu C, et al: Therapeutic monitoring of
LOSS $¢5- 217> 72356, 5 % OEBICHNET 4, vancomycin for serious methicillin-resistant
< . . 5 Staphylococcus aureus infections: A revised
)/\ | H~ b} =1
VEM AR ST 2 FBEE SR B L, consensus guideline and review by the Ameri-
HAGHEGICEEINLIEIIE R TH S 2 & DRIE can Society of Health-System Pharmacists, the
N2 Infectious Diseases Society of America, the Pe-
° diatric Infectious Diseases Society, and the So-
VCM & H RIZ BT 5 PrHfbs2 9 5: O key drug ciety of Infectious Diseases Pharmacists. Am J
. . . s Health Syst Pharm 2020; 77: 835-64
sjeoz RIE Y (1A V8 R SR - e e e - .=
ISIRESAUTH DT, MRSA ORUEIGIEAEIE S LT 2) AAMLEBEERIRE TDM 74 K5 4 21
RSN TVLIEN, B-F 75 ARIHEET LIV %ﬁE%QﬂHP&%%H%ﬁ%F74V
) e e B AN E RS i PRI TDM B
F— BB ORMBNC B 2 BT RS O3 REBET A KT 4 > 2022, BALESRE 2022 70:
ELTLHERIN TV DY, 2006 425 2015 4D 2 }7%753’&]35)3 Sk WREL B S
. B - R SRR, BEBOLEL - R b8y 3
WFe 77— # 12 X iE, $T MRSA {BEEORFEH = 24U 8T A — & EIC BT A E T o
D50% & VEM A EH T W29, 29 L gs, MEfo BB 2008, 34: 112
e B § . - 4) Yasuhara M, Iga T, Zenda H, Okumura K,
5, BEIRGOMIEHIBRA: U 72121k, 35 Sl Oguma T, Yano Y, et al: Population Pharma-
- 7% S R TE BB A SR Y cokinetics of Vancomycin in Japanese Adult
Lﬂ’bﬁij—% VCM 0)5%‘%75 Eun’;ﬁ E. ) &Li@—}?/ = é;t,
) . Patients. Ther Drug Monit 1998; 20: 139-48
BT RV EZZONS, 5) HAMLFMES | HRBIIESS | 1R
B B B LR, BEREAR L= 3517 % B2 BN AT 2 | AR
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Benefits of avoiding disposal of residual vancomycin following
vancomycin treatment

Hitomi Tada’, Takeshi Hagino”, Takeo Yasu’ and Shin Takahashi’

U Department of Pharmacy, Tokyo Metropolitan Tama-Hokubu Medical Center, 1-7-1 Aoba, Higashimurayama, To-
kyo, Japan

? Department of Hematology, Tokyo Metropolitan Tama-Hokubu Medical Center

¥ Department of Medicinal Therapy Research, Meiji Pharmaceutical University

Vancomycin (VCM) is a frequently used antimicrobial drug for the treatment of infectious diseases. Pre-
vious studies have reported on the usefulness of therapeutic drug monitoring (TDM) guided by pharma-
cokinetic/pharmacodynamic parameters to optimize VCM therapy. To the best of our knowledge, no pre-
vious studies have reported on the economic benefits of minimizing residual drug disposal of VCM follow-
ing VCM treatment. At our institute, we implemented TDM for VCM and introduced a system designed
to minimize residual drug disposal. We conducted this retrospective study to evaluate our application of
TDM for VCM over the past decade using this system. We enrolled patients admitted to our hospital who
underwent TDM for VCM between March 1, 2010, and July 31, 2021, had no prior history of use of VCM,
and received a treatment regimen following which 250 mg of VCM was expected to remain to be disposed
of. The patients (n=51) were classified into two groups: the LOSS group (n=16), in which vials of VCM re-
mained unused and were subsequently disposed of, and the non-LOSS group (n=35), in which the treat-
ment regimen was adjusted so as to prevent disposal. The efficacy and safety of the two administration
methods were evaluated by calculating the area under the concentration time curves (AUCo2) and the
number of acute kidney injury (AKI) events. The AUC. and number cases with AKI events were similar
between the two groups (p=0.147, p=0.664). In the non-LOSS group simulations, residual VCM vial disposal
was reduced by 25% per case. Recently, the supply of certain drugs has become unstable; therefore, reduc-
ing the disposal of residual VCM may be expected to contribute to improving the stability of VCM supply.
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