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1. Levonorgestrel 1.5mg tablet line extension was requested by Pharmacy Department
because current formulary item, 0.75mg was removed from the US Market.
Approved levonorgestrel 1.5mg line extension
2. Levonorgestrel 0.75mg Formulary deletion
The indication for both formulations will be for treatment of post sexual assault in
the ED. 0.75mg requires 2 doses 12 hrs apart where 1.5mg only requires one time
dose administered within 72 hrs of unprotected sexual intercourse. – 0.75mg
deletion to UH Formulary approved
3. Lipid Emulsion 10% parenteral nutrition formulary deletion was requested by
Pharmacy Department due to manufacturer discontinued production. – Deletion
Approved
4. Pegfilgrastim (Neulasta®) on-body injector line extension
Request for Oncology Subcommittee to add Neulasta® on-body injector as line
extension to UH formulary was discussed. – Approved
5. Nitroglycerin SL 0.3mg formulary deletion
UH currently stocks both the 0.3mg and 0.4mg SL nitroglycerin strengths. The
usage for 0.3mg has been minimal. – Formulary deletion approved
6. Heparin 25,000 units/250ml in 1⁄2 NS premixed bag line extension
Heparin infusion bags (25,000 units/250ml) are available as premixed formulations
in D5W and 1⁄2 NS. – Formulary addition approved

Michael Chu,
Clinical Pharmacy Manager

7. Cardioplegia solution formulations
CAPS, the outsourced compounding company, has standardization initiative for the
cardioplegia solutions to be in compliance under the Drug Quality and Security Act
(DQSA). – Formulary addition of the new cardioplegia formulations and
replacement of the older formulations – Approved

Nishat Faruqui,
Clinical Pharmacist

Policies & Procedures/Floor Stock Update

Victor Pardo,
Operations Manager

Helen Horng,
Clinical Pharmacist
Polly Jen,
Clinical Pharmacist
Gregory Eilinger,
Clinical Pharmacist
Merlin Punnoose,
Clinical Pharmacist

1. UH Pharmacy Dept: Department Specific Disaster Plan 2015
Disaster plan for the UH Pharmacy Department was distributed for member review
and approval. – Approved
2. Warming of IV/irrigation solutions and contrast medical policy revision (707-600-128)
The warming temperature ranges for the large volume parenteral solutions and
irrigation solutions were updated to be consistent with the current manufacturer
recommendations. – Revision policy approved
3. Automatic stop order and renewal policy revision (707-600-103)
Orders for steroids will expire after 10 days and orders for buprenorphinecontaining products will expire after 72 hours unless approved by a certified
attending practitioner. – Revised policy approved
(Continued on page 2)

Policies & Procedures/Floor Stock Update
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4. IDS temperature monitoring policy revision
Major changes include new electronic temperature
monitoring system and accompanied process and
documentation update with this new system. – IDS
temperature monitoring P&P revision approved
5. Sample Medication policy revision
Changes include updating the sample medication
alerts to reflect same standard expected with
inpatient medication alerts. – Sample medication
P&P revision approved
6. IV medication administration guideline policy revision
Every medication within this guideline was reviewed
and cross referenced with LexicompTM to ensure
most updated administration and monitoring

recommendations were reflected. – Intravenous
medication administration P&P revised approved
7. 2014 antimicrobic susceptibility report.
Submitted for member review and approval – 2014
antimicrobial susceptibility report approved
8. 707-700-108 standard medication times
schedules policy.
Policy revisions highlight that non-time critical
scheduled medications prescribed daily or less
frequently must be administered within 120 minutes
before or after the scheduled time. Non-time critical
scheduled medications prescribed more frequently
than daily must be administered within 60 minutes
before or after the scheduled time. – Policy revisions
approved

Does Vitamin D Deficiency Play a Role in C. difficile Severity?
Clostridium difficile (C. diff) remains a common
cause of hospital acquired infections that is difficult
to treat and a significant source of mortality,
healthcare costs, and prolonged stays. Research has
shown that patients with low vitamin D levels have
more aggressive C. diff associated diarrhea (CDAD).
One study has shown that participants with low
vitamin D were 4.75 times more likely to either die or
have a repeated C. diff infection than patients with
normal vitamin D levels. This study also clarified that
low vitamin D levels were not just a marker for
comorbidity, but an independent predictor of poor
outcomes in CDAD patients.1

CDAD. This ecological study, published in the United
European Gastroenterology Journal, showed that
increased exposure to UV light decreased the risk of
CDAD mortality. Researchers collected data from the
US National Inpatient Sample from 2004 to 2011, and
correlated the geographical location of the patients to
the average amount of UV light their state receives.
Patients from Arizona, which has a long duration of
sunlight throughout the year, were 16% less likely to
experience mortality from CDAD than patients with
similar characteristics in Michigan, which has
considerably less sunlight exposure. Also, compared
seasonally, patients were more likely to die between
January and March, the winter months, and least likely
to die between July and September, when sunlight
exposure is much higher.2 Although additional studies
need to be done to confirm these findings, vitamin D
supplementation may be beneficial for the overall
health of vitamin D-deficient patients especially if they
are suffering from CDAD.

Vitamin D is mainly recognized for its importance in
calcium homeostasis and bone health. It has also been
found to benefit the immune system, since low levels
have been associated with increased susceptibility to
influenza, tuberculosis, HIV acquisition, autoimmune
diseases, and all-cause mortality in hospitalized
patients.1 Antimicrobial properties have also been
studied, since it may aid macrophages in suppressing
mycobacterial growth in vitro. This is believed to be
because it induces an antimicrobial peptide called
cathelicidin. When this peptide was administered
exogenously in mice, it was shown that cathelicidin
could prevent intestinal damage associated with
C. diff.2

References:
1. Wang WJ, Gray S, Sison C, et al. Low vitamin D level is an
independent predictor of poor outcomes in Clostridium difficileassociated diarrhea. Therap Adv Gastroenterol. 2014 Jan; 7(1):
14–19.
2. Govani SM, Waljee AK, Stidham RW, et al. Increasing ultraviolet
light exposure is associated with reduced mortality from
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Ultraviolet light increases vitamin D levels, so a study
was designed to determine whether annual UV light
exposure can decrease the mortality of in-patients with
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What Causes Patients to Fall in the Hospital?
There are many factors associated with the increased
incidence and risk of falls in patients admitted to the
hospital. Many medications commonly administered to
the patient during their hospital stay can lead to falls
because of their side effect profiles. Falls can be caused
by any medication that affects brain activity or systemic
circulation. Examples of such classes of medications
include: analgesics, benzodiazepines, anti-hypertensives,
insulin or anti-diabetics, anti-psychotics, anti-coagulants,
anti-infectives, anesthetics, and anti-cholinergics.

and cognition, dizziness, and tremors. These side
effects added to their tranquilizing therapeutic effect
lead to an increased risk of falls in patients. According
to the systemic review done by Hartikainen, Lonnroos,
and Louhivuori, “The extrapyramidal adverse effects of
antipsychotic drugs are one explanation for the
increased risk of falls, but also the anticholinergic
properties and effects on alpha-adrenergic receptors
may contribute to the risk of falling.” Examples of such
medications include chlorpromazine, haloperidol,
aripiprazole, olanzapine, risperidone, and quetiapine.

Analgesics, most commonly used for moderate and
severe pain, can contribute to increased risk of falls.
This is because the analgesics have a CNS depressant
activity which leads to increased incidence of fatigue,
dizziness, drowsiness, sedation, and blurred vision.
Examples of such medications include morphine,
codeine, hydrocodone, oxycodone/acetaminophen, and fentanyl.

Medications not commonly associated with falls but
can lead to them include insulin and anti-diabetics
which cause falls because they cause hypoglycemia
leading to weakness, syncope, and tremors, all of

Benzodiazepines are the most commonly
prescribed psycotropic drugs to treat anxiety,
seizures, and insomnia. They have side effects
that include dizziness, impaired coordination,
drowsiness, and fatigue, all of which can lead to
falls in patients. Examples of benzodiazepines
include lorazapam, diazepam, alprazolam,
clonazapam, and midazolam. According to the
meta-analysis conducted by Leipzig,
benzodiazepines are “associated with an
increased risk of falls, not only in long-term use
but also after a new prescription.” This means
benzodiazepines affect short term patients as
well.
Anti-hypertensive medications are attributed
to an increased risk of falls because they can lead to
low blood pressure which may cause the patient to feel
faint or dizzy and experience orthostatic hypotension.
Examples of such include lisinopril, furosemide,
hydrochlorothiazide, spirinolactone, enalapril,
captopril, losartan, valsartan, atenolol, metoprolol,
propranolol, nifedipine, verapamil, diltiazem, clonidine,
doxazosin, hydralazine, and nicardipine. In a case
control study done by Bribbin, Hubbard, and Smith, it
was found that thiazides are strongly associated with
an increased risk of falling especially three weeks
following the initiation of the treatment.

which can contribute to a resultant fall. Examples of
anti-diabetic medications include metformin,
liraglutide, pioglitazone, glipizide, glyburide, and
colesevelam. Similarly, anticoagulants cause excessive
blood loss if not monitored properly leading to the
patient becoming dizzy and ultimately causing a loss of
consciousness and fall. Examples of anticoagulants that
may increase the risk of falls include heparin, warfarin,
dalteparin, enoxaparin, and fondaparinux. Another
group of medications not commonly known to cause
falls are anti-infectives. They indirectly lead to falls by
causing dehydration, diarrhea, and electrolyte
imbalances. Examples of anti-infectives include
ciprofloxacin, gentamicin, amoxicillin, and

Antipsychotics are known to be associated with
causing an increased risk of falls. This is because their
side effects include sedation, impaired coordination

(Continued on page 4)
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What Causes Patients to Fall in the Hospital?

polypharmacy), they may cause an even greater
increase in the risk of falls. Also, as the patient’s age
increases the patient is at a greater risk of experiencing
a potential fall if they are on any one or more of these
medications. Therefore, healthcare providers should be
careful when administering the different medications
mentioned above. This ensures that if they do
experience the particular side effects that may cause
them to fall, the medication regimen can be adjusted to
prevent the patient from falling.

(Continued from page 3)

erythromycin. Anticholinergics such as atropine,
ipratropium, diphenhydramine, and benztropine cause
such side effects as confusion, blurred vision and lightheadedness which may indirectly cause the patients to
fall. Lastly, anesthetics such as ketamine, propofol, and
thiopental can all cause side effects such as confusion,
blurred vision and light headedness indirectly leading
to falls.
A retrospective study was done to evaluate the
correlation between certain classes of medications and
patient age with an increased risk in falls. The study was
performed by pharmacy doctoral candidate students,
Alexander Mozeika, Sherin Pathickal, and Weihao Xie
under Dr. Michael Chu, at the University Hospital. They
found that although there was a clear correlation
between the increasing age of the patient and the
increased risk of falls, a correlation between the
increased risk of falls associated with certain classes of
medications was inconclusive because of the small
sample size. All in all, the groups of medications
individually increased the risk of falls, and when taken
in combination with one another (also known as

Prina Negi, Pharm. D. Candidate 2017, St. John’s University
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Can Melatonin Agonists Decrease Risk of Delirium?
In 2008, a group of researchers tested the sleepwake disturbance theory by studying the effect of
melatonin on the incidence of delirium among
hospitalized patients with hip fractures. Melatonin
works on the MT1 and MT2 receptors, which are
responsible for sleep and the regulation of circadian
rhythm, respectively. The study did not show significant
differences in risk of delirium between the group that
received melatonin and the group that received
placebo.3 This may have been due to melatonin’s short
half-life and its variability in its response to the MT1
and MT2 receptors from one patient to the next.

The estimated incidence of delirium during
hospitalization of elderly patients ranges from 3% to
56%.1 It is an increasing problem, accompanied by
increasing healthcare costs. In 2008, a study found
that, in the United States, the national burden of
delirium ranged from $38 billion to $150 billion a
year.2 The high cost of delirium stems from the fact
that there is no current FDA-approved medication for
its treatment. The underlying mechanism of delirium is
not very well understood, making its treatment options
limited and difficult to determine. Some theories
suggest that delirium might be due to a disturbance in
the sleep-wake cycle, especially for patients in the
hospital setting, where 24/7 activity is common and
many patients do not receive proper rest. Following
this theory, many treatment guidelines for delirium
focus on recommendations of minimizing disturbances
to the sleep-wake cycle; they include suggestions such
as keeping the patient in a well-lit room during the day
to prevent napping and keeping the patient in a dark
environment at night, limiting any interruptions from
the staff to assure proper rest.

Three years later, in 2011, a group of researchers
from Japan took the melatonin theory to the next step.
Instead of studying melatonin, they decided to study
the effects of ramelteon instead. Ramelteon is a
melatonin agonist that has a longer half-life (due to its
active metabolite) and a stronger binding affinity for
the MT1 and MT2 receptors. They studied the effect of
the drug on the incidence of delirium in 67
hospitalized patients between the ages of 65 and 89
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years old. The study took place between September 1,
2011 through October 31, 2012 in 4 university
hospitals and 1 general hospital and the results from
the study were published online on February 19, 2014.
All patients were admitted to a hospital because of
serious medical conditions and were able to take
medications orally. Patients were randomly assigned to
receive ramelteon (8 mg/d, n = 33) or placebo (n = 34)
every night for 7 days.3

study had a small population size and stands alone in
its results; no other study has followed it. Further
research in this area is warranted in order to try and
reduce the national burden of delirium, both on the
rising healthcare costs and more importantly, on the
patients themselves.
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The study revealed that “ramelteon was associated
with a lower risk of delirium (3% vs 32%; P = 0.003),
with a relative risk of 0.09 (95% CI, 0.01-0.69). Even
after risk factors were controlled, ramelteon was still
associated with a lower incidence of delirium (P =
0.01; odds ratio, 0.07 [95% CI, 0.008-0.54]).”3 The
results of this study supported the hypothesis that
delirium may be caused by disturbances in the sleepwake cycle. Furthermore, the results offered up
potential treatment options for delirium. However, this

New Use in Plastic Surgery for Leukotriene Antagonists
painful breast that has hardened.3 There are many
suspicions for why this occurs, but the accepted
consensus is an inflammatory response caused by
leukotrienes.2
In previous years, surgeons would prescribe steroids
to help the breast inflammation, however they have
potential long-term complications so this method has
fallen out of favor.3 Leukotriene antagonists became
relevant to plastic surgeons due to their mechanism of
action for immunomodulation. Zafirlukast inhibits all
three leukotrienes (LTC4, LTD4, LTE4), while montelukast
only inhibits one leukotriene (LTD4).2 Inhibiting these
leukotrienes would ultimately stop the inflammation
process, and therefore end the painful scar tissue
buildup around the breast implant. Several patients
have reported different outcomes while using the
leukotriene antagonists post operation. One doctor
reported giving zafirlukast to patients who developed
capsular contracture but did not desire a second
surgery to fix the issue. He initiated zafirlukast 20mg by
mouth twice a day in five patients and all of them
reported that within 1-3 months their breasts softened
and the distortion had resolved.3 In a second study, a
doctor selected 19 patients who presented with
capsular contracture to receive montelukast 10mg daily
for ninety days. Two of the nineteen patients were

Recently, plastic surgeons have been looking into
leukotriene antagonists, such as zafirlukast (Accolate®)
and montelukast (Singulair®), for off-label use in
patients that present with capsular contracture. The
incidence of capsular contracture is variable (anywhere
from 2-30%),3 but no matter the occurrence, it is very
uncomfortable for the patient and often requires a
second surgery. Capsular contracture occurs when scar
tissue engulfs an implant and results in a distorted,

(Continued on page 6)
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New Use in Plastic Surgery for Leukotriene
Antagonists (Continued from page 5)

Pharmaceuticals, Wilmington, DE) eight cases of liver
failure occurred, mostly in women, 2 to 18 months
after treatment was initiated.1 From November 1, 1997
to October 31, 2002, 867 adverse events were
reported for zafirlukast. There were 66 cases of
hepatitis or liver failure in patients receiving a normal
dose, and 13 of these patients were taking no other
medication. Of the 66 cases, two required liver
transplants and twenty-three deaths occurred (eight of
them were on no other medications).1 Ultimately, the
Adverse Event Reporting System states there is nothing
“verified as to a cause-and-effect relationship and
cannot be used to estimate the incidence of adverse
drug reactions.”1 The first study (5 patients) was
discontinued after the doctor learned about the severe
side effects of zafirlukast. The patients were switched to
montelukast and had a total of four months treatment
on leukotriene inhibitors. Two patients stopped
treatment still due to “severe hair loss” and “recurrent
headache and nausea.”1

treated prophylactically due to their history of capsular
contracture. The follow-up data was taken five to
thirty-six months after the surgery and two patients
worsened, three had no change, five improved, and
seven completely resolved. Patients reported seeing
positive changes within two months of treatment at
maximum.2
Zafirlukast and montelukast were reported to show
positive changes, however the safety of these
medications needs to be investigated if they are going
to gain a new indication for capsular contracture. The
second study (19 patients) reported that montelukast
had a safer adverse event profile than zafirlukast. With
montelukast, the most common symptoms were
headache, abdominal pain, cough, and dyspepsia.
Only one patient ended up reporting a side effect
(fatigue) and the patients that discontinued their
montelukast regimen did so because they felt they no
longer needed it.2 In the first study (5 patients), they
compared the zafirlukast data with the montelukast
data and saw that although montelukast was easier to
take because it was once daily, there was a better
response in those treated with zafirlukast, perhaps due
to the medication working on all three leukotrienes as
opposed to just LTD4.3

Overall, more trials need to be introduced before
leukotriene antagonists have another indication added
to their package inserts. Other options, such as
papaverine hydrochloride 150mg twice daily, are being
looked into as well.1 All studies agreed that prevention
is the best course of action for capsular contracture,
but we need to be confident that the medications used
have more benefits than risks for the patients.

At a meeting for the American Society for Aesthetic
Plastic Surgery in 2002, updates on the adverse effects
of zafirlukast and montelukast were requested. It was
discussed that the potential risks of zafirlukast turned
out to be more significant than monte-lukast.
Zafirlukast has a warning for possible liver dysfunction,
and according to the manufacturer (AstraZeneca
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Initiation of Heparin Bridging: Who is it Appropriate For?
Among patients who are interrupting oral
anticoagulant therapy prior to an elective and/or
invasive operation, it is crucial that appropriate
measures be taken to ensure that the patient’s INR is
within therapeutic or desirable ranges and to minimize
any risks of venous thromboembolism (VTE) or major
bleeding perioperatively. Bridging with heparin can be
utilized at appropriate time intervals to provide shortacting anticoagulation once warfarin is temporarily
discontinued prior to an invasive or risky procedure.
It is imperative however to consider this on a caseby-case basis and perform a risk assessment for patients
before initiating any anticoagulation bridging. The
CHEST guidelines for perioperative antithrombotic
therapy stratify risk by classifying patients as either low,
moderate, or high risk patients. The highest risk
patients involve those with any mechanical heart
valves, a CHADS2 score of 5-6, recent VTE, and other
high risk factors. Low risk patients include patients with
a CHADS2 score of 0-2 or no history of VTE within the
past 12 months. The difficulty arises when assessing
moderate risk patients or patients with characteristics
of both low and high risk patients.
Recent studies, including the BRIDGE trial and the
AFCAS study, are suggesting new conclusions about
when to bridge anticoagulation. The BRIDGE trial, a
randomized, double-blinded, placebo-controlled study
examined patients with atrial fibrillation undergoing
interruption of warfarin therapy to prepare for a
surgical procedure. It ultimately concluded that opting
not to bridge anticoagulation was not only non-inferior
to bridging with heparin but also advantageously came
with a lower incidence of major bleeding (1.3%) than
heparin bridging (3.2%). The AFCAS study
prospectively examined patients in multiple centers
with atrial fibrillation undergoing percutaneous
coronary intervention (PCI) and concluded similar
results. Higher risk patients who underwent heparin
bridging had greater incidence of bleeding without a
significant decrease in VTE compared to patients who
used oral anticoagulation.

risk patients. Higher risk patients may have very well
benefitted from anticoagulation bridging.
Ultimately, for clinicians involved in the management
of patients in this population, guidelines will likely
change and continue to change as more extensive
studies are performed to examine the safety of
bridging anticoagulation. Risk stratification and
assessment will be profoundly important in managing
this population.
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It is somewhat unclear who should receive
anticoagulation bridging, but it is clear that each
patient’s risk must be assessed case by case. Despite its
conclusions, the BRIDGE study presented some
limitations in its study, as its subjects were classified as
relatively low to moderate risk patients, with mean
CHADS2 scores of 2.1 to 2.8 and excluded other high
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Point-of-Care (POC) Tools: The Rise in Quantity and Fall in Quality
clinical evidence because they lack the crossreferencing of several completed clinical research
sources and only cite one source.

Clicking, scrolling, and typing have become the
new set of skills that has taken the place of writing,
thinking, and speaking. In today’s fast-paced
society, maximizing the use of time is becoming the
most valuable resource, especially in the healthcare
world. In reaction to such demand, the millennial
residents and students are spending more time in
front of the computer screens evaluating patients.
For example, new programs such as DynaMed and
hospital formulary systems such as EPIC increase
patient safety through clinical guideline support
and duplicative therapy alerts, respectively1. In
regards to the clinical decision-making process,
healthcare professionals are growing in adapting to
the new age of technology by incorporating policies
with new software. But is there true credibility in
trading such hard-earned professionalism for timesaving convenience?

On the other hand, a randomized controlled trial
showed that clinicians answered more clinical
questions using DynaMed than without it. More
questions were answered, by 4.6% (13 questions out
of approximately 250), and clinicians also changed
answers by 5.1% (15 questions out of approximately
250)3. Furthermore, the time spent searching for the
answers for all the questions, either using a POC tool
or not, was the same. Unfortunately, POC tools have
a high potential of creating type III errors, the right
answer to the wrong question3. This means that
clinicians may find the correct treatment options
based on correct information, but are not asking the
right questions, moreover, producing an incorrect
diagnosis.

Point-of-care (POC) tools have been a standard in
allowing healthcare professionals to remember
specific treatment information2. The term for the
use of POC tools for clinical decision making is
called knowledge translation (KT)4. In the British
Medical Journal (BMJ) Yamada et al describes it as
“a complex process occurring between researchers
and knowledge users that includes the synthesis,
dissemination, exchange and ethically sound
application of knowledge to improve
health…provide more effective health services and
products, and strengthen the health care system4.”
Therefore, these POC tools need evidence and
credited sources to allow users access to clinical
data and terms.

Easily accessible and digestible evidence
summaries provide an efficient way of saving time
and energy in finding correct information. In
addition, with constant technological advances,
healthcare is becoming cleaner, faster, and more
organized compared to the days of filing cabinets
and large paperback references. It is inevitable that
POC tools and search programs will change the
traditional methods of information gathering. But in
order to maintain the integrity of professionalism,
the healthcare world has to realize that the best way
to utilize the clinical information may be through
the complicated, yet experienced biological software
known as the human mind.
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In the United States, the Agency for Healthcare
Research and Quality (AHRQ) funds comparative
effectiveness reviews (CERs) for specific medical
interventions5. These CERs are systematic reviews
that are compiled through the Effective Health Care
Program to justify funding and format proper
citations for evidence. Out of various POC tools, the
three main players, DynaMed, UpToDate, and
FirstConsult had the best overall scores, in terms of
quality, information coverage, and update times,
but ranged from 0%-30% CER citation5. This means
that these POC tools may have proper information
in citing specific informative sources, but lack the
accredited CER citations that are backed up by the
AHRQ. Therefore, these programs for evidencebased medicine (EBM) may not be utilizing optimal
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Welcome to Five New Pharmacists
Joshua Colorado, Pharm.D.
Dr. Colorado earned his Doctor of Pharmacy degree from the Ernest Mario School
of Pharmacy at Rutgers University in 2014. He went on to complete a PGY-1
pharmacy practice residency at Community Medical Center in Toms River, NJ in
2015. He has developed a passion for Emergency Medicine, Critical Care,
Cardiology and patient counseling. Outside of work, he enjoys writing music,
playing basketball, and traveling.

Marion Reuben, Pharm.D.
Dr. Reuben graduated from Temple University School of Pharmacy in 2012 and
worked in retail pharmacy for 3 years. Before joining University Hospital pharmacy
team, she also worked a clinical pharmacist for Indian Health Services (IHS). She
enjoys reading, writing, sports and being around family and friends.

Ron Koshy, Pharm.D.
Dr. Koshy graduated from St. John’s University in 2011. He worked as an
overnight pharmacist with CVS/pharmacy for 3 years, a staff pharmacist with Health
Care Pharmacy for 2 years, and as a perdiem pharmacist for a number of
independent pharmacies in New Jersey and New York before coming to University
Hospital.

Andressa Goncalves, RPH
Andressa Goncalves, RPH graduated in Brazil in 2004 in Pharmaceutical
Sciences with a minor in Biochemistry. She came to America in 2005 to learn
English, ended up falling in love with this country, and decided to stay. After
learning English while studying Biology Pre-medicine at Essex County College, she
started to pursue her license as a pharmacist in NJ. She achieved her goal in 2015
and began working for University Hospital in the same year. Andressa feels very
blessed to start her career as a pharmacist in such a wonderful institution. Besides her professional life,
she is also a mother of 3 year old twins girls and has been happily married for 6 years.

Chimaobi Odumuko, MBS, Pharm.D.
Dr. Odumuko is originally from Nigeria. He received his Masters degree in
Biomedical Science from University of Medicine & Dentistry of NJ and a Doctor of
Pharmacy degree from Massachusetts College of Pharmacy & Health Science in
2012. After graduation he worked at Rite Aid Pharmacy for 3 years. While at Rite
Aid, he was chosen by the store’s customers as 2014 Favorite Pharmacy Team
Member. Outside of his professional life, Dr. Odumuko enjoys listening to music,
playing sports, cheering for his favorite baseball team (Go Yankees!!) and has been
blessed with his first child this August.
Ultimately, he plans to open up a pharmacy and an elementary school in his home town in Nigeria to
help provide free access to healthcare and education for those in need. Dr. Odumuko is thankful to the
Pharmacy Department for providing him with this unique opportunity.
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Welcome New Pharmacy Technicians
Lynn N. Benson
Lynn is excited to experience the different demands of a hospital pharmacy after a
few years as a retail technician. She is grateful to say that Legacy- University Hospital
serves her well as she is also a student at RBHS. During her free time she enjoys
dancing, event planning, reading and playing volleyball.

Henry Velastequi
Henry has been working in the field of pharmacy since 2009. He started his
career in retail working for an independent pharmacy, then moved to Walgreens
corporation. He enjoys sports, traveling and spending time with family and friends.
He hopes to have a successful career in the medical field.
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