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Fleet Flip Flop 

There is a movement to reduce 

the use of Fleet enemas in our 

homes.  The standard Fleet 

enema contains a tremendous 

amount of phosphate, which 

stimulates the bowel, triggering 

rapid evacuation.  Unfortunately, 

weak kidneys have a limited 

ability to remove excess 

phosphate.  Calcium-phosphate 

crystals may form in blood 

vessels and kidneys, causing 

permanent damage. Electrolyte 

disturbances - depressed serum 

calcium and potassium, and 

elevated sodium can cause an 

acute metabolic crisis. Deaths 

have been reported in the 

vulnerable elderly.    

 

One of our astute Medical 

Directors decided to replace all 

the Fleets in his home with the 

mineral oil Fleet enema.  He 

reasoned that this would be a 

better option than ordering the 

mineral oil product only for 

those with renal impairment. 

Even if good kidney function is 

maintained, dehydration, CV 

disease, and other debilities 

increase the risk of harm with the 

phosphate formulation. 

 

A wholesale change to the 

mineral oil variety of Fleet is the 

best option.  It is safer, and its 

lubricant action makes it more 

effective in treating fecal 

impaction.  Fleet Mineral Oil 

enema is ODB-covered, so there 

is no cost to your residents or 

their families.  If you wish to 

make this change, let us know. 

 

Keep Glucose in Range 

The Glucose Reduction in Type 

2 Diabetes (GRADE) study 

yielded some interesting drug-

specific results. “New”  Type 2 

diabetics (< 10 years from Dx) 

were prescribed one of four 

meds: sitagliptin, glargine 

insulin, glimepiride (a 

sulfonylurea like Diamicron®), 

or liraglutide (a GLP-1 agonist 

like Ozempic®). All 

participants had a current Rx 

for metformin. 

 

During a two-week portion of 

this multi-year study, 

participants had a continuous 

glucose monitor (CGM) 

applied to track glucose levels 

24 hours per day.  Episodes of 

hyperglycemia, extreme 

hyperglycemia, hypoglycemia, 

extended hypoglycemia, and 

time in range (TIR) and time in 

tight range were reviewed. 

 

The incretin drugs (liraglutide 

and sitagliptin) did the best.  

They produced the longest TIR 

and lowest mean time below 

range.  When glucose cannot be 

controlled with insulin, a GLP-

1 agonist and a DPP-4 inhibitor 

(sitagliptin/linagliptin) may 

produce safer, more consistent 

glucose levels.  Residents with 

advanced Type 2 diabetes will 

likely require added insulin. 

Rybelsus, Repatha, & ODB  

Two interesting drugs were 

added to the ODB list via LU at 

the end of March.  Rybelsus® 

is the tablet form of 

semaglutide (Ozempic®), and  

Repatha® (evolocumab) is an 

injectable drug used to treat 

stubborn LDL cholesterol 

elevations. 

 
Rybelsus® is a complex product.  

The original (R1) formulation 

is very poorly absorbed (less 

than 1%).  It is taken alone on 

an empty stomach with up to 

120ml of water.  The resident 

must not eat for 30 minutes. 

Dosing starts at 3mg daily for 

one month and is titrated 

upward monthly to 7mg, then 

14mg, if necessary.  The 14mg 

dose is most common. 

 

A newer formulation, R2, has 

an added protectant drug called 

salcaprazoate.  This additive 

protects semaglutide from 

stomach acid and enzymes, 

thereby increasing its 

absorption.  The R2 form is 

available in 1.5mg, 4mg, and 

9mg tablets. Rybelsus® is 

covered under LU code 662 

when metformin Tx is not 

tolerated or is unsuccessful.  

 

Repatha® is very expensive 

(⁓$330 every 2 weeks) but is 

covered with LU code 527 

(statin + ezetimibe 

unsuccessful or not tolerated) if 

the LDL target cannot be 

reached.  LU code 737 applies 

if an ACS event occurs while 

on a statin and ezetimibe.     


