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IV Medication Guidelines UPDATES 10/31/2013

Topic

Comments

IV Med Guideline:

From the Multi-disciplinary IV Med Guideline Com - New designated Nursing areas, revision of comment
section, hyperlink to related nursing policies.

IVPB minibags for Antibiotcs

Azithromycin, Cefepime, Cefuroxime, Clindamycin, Doxycline, Ertapenem, Gentymicin, Meropenem, Oxacillin ,
Penicillin, Tigecycline, Tobramycin, Unasyn-TM

Acetaminophen IV

Dosing for IV Acetaminophen – restricted to patients who can’t take po/rectal form.

Conivaptan (Vaprisol)

Vasopressin receptor antagonist for Hypovolemic hyponatremia

Heparin Nomograms

Update links to current heparin nomograms

Hydralazine

Update on dosing and monitoring for L&D use

Iron sucrose

Update on dosing and infusion rates

Labetalol

Update on dosing and monitoring for L&D use

Lidocaine

Approved for CSDU

Nalbuphine

Update on dosing for epidural opioid induced pruritus

Palonestron (Aloxi)

For Chemotherapy Induced emesis

Perflutren Lipid

For Contrast enhancement with ECHO

(Definity&Opison)

U 500 Insulin Regular- SC

For Insulin resistant patients Only

Tranexamic acid

To reduce post-op bleeding in Orthopedic Procedures

Unasyn

Only given via minibag , deleted syringe option

Meperidine ( Demerol) PCA

Restricted to opioid intolerance and requires Pharmacist approval

Fentanyl PCA

Restricted to Sickle Cell patients in ED, Onc 6 & ICU

Dopamine, Nitroglycerin

Removed from MSDU use

Factor VII A

Continuous Infusion

Pantoprazole

IV Push and Continuous Infusion- replaces esomeprazole

Midazolam Infusions

Also for extubated ICU patients w oximetry and Capnography monitoring

Sodium GlyceroPhosphate
10/31/13

Replaces Sodium and Potassium Phosphate during shortage
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This document is meant to act as a guide in the administration of intravenous medications at John Dempsey Hospital. It should be used as a
reference, in combination with other available drug information sources. This document is a guideline and is subject to frequent changes in
information. The most recent version will be available electronically as a PDF file. Always refer to the electronic version for the most updated
guidelines. Previously printed copies will likely be older versions. Sound clinical judgment needs to be considered, along with one’s professional
“scope of practice”. If administration of a medication is found to be outside the scope of this manual, consult current references (professional
journals, Micromedex, Lex-Comp, American Hospital Formulary Services), unit-specific nursing policies, pharmacy services (Unit Pharmacist or
Pharmacy Clinical Coordinator) and Clinical Nurse Specialists. Approval from the Chairman of the Pharmacy and Therapeutics Committee may
be necessary. The Alaris Guardrail software has been updated based on the information included in this document.
ORIGINAL DATE:
9/9/08
REVISION DATES: 11/1/08, 7/09, 10/09, 12/09, 2/10, 4/10, 5/10, 6/10, 9/10, 1/26/11, 2/15/11, 3/22/11, 4/29/11, 5/2/11, 5/3/11, 5/26/11,
6/30/11, 8/5/11, 8/30/11, 10/19/11, 10/31/11, 11-22-11, 1/01/12, 3/12/12, 4/11/12, 4/18/12, 6/5/12, 7/1/12, 7/13/12, 8/6/12, 8/21/12, 9/6/12
9/25/12, 2/7/13, 2/27/13, 3/12/13, 3/28/13, 4/10/13, 4/18/13, 4/23/13, 5/10/13, 7/2/13, 8/27/13, 10/31/13
APPROVAL:
Thomas A. Pizzoferrato, PharmD
Pharmacy Clinical Coordinator, Drug Information
UNIT ABBREVIATIONS
AACU
CCL
CSDU
CARD
ECT
ED
ENDO
FSC
HD
ICU
IRad
JDH HA
L&D/OB-GYN
Med/Surg
MSDU
NCCC
Peri-Op
Psy3
PULM

Adult Ambulatory Care Unit
Cardiac Catheterization Lab / EP
Cardiac Step Down Unit
Cardiology Outpatient Clinic
Electroconvulsive Therapy
Emergency Department
Endoscopy
Farmington Surgery Center
Hemodialysis
Intensive Care Unit
Interventional Radiology
JDH Holding Area - Med-Surg trained
Labor & Delivery / Obstetrics & Gynecology
Med 3, 4, 5 / Oncology 6 / Surgery 7
Medical Step Down Unit
Neag Comprehensive Cancer Center
PACU – JDH - Critical Care trained
Geriatric Psychiatry
Pulmonary Outpatient Clinic

ABBREVIATIONS
RRT
I.I.
CI
L.D.
D5W
NS
TOF
*

Rapid Response Team
Intermittent Infusion
Continuous Infusion
Loading Dose
5% Dextrose / Water
Normal Saline
Train of Four
On Direct Order AND
in the presence of
Anesthesia
Provider
Only
LOOK ALIKE / SOUND
ALIKE
HIGH ALERT / DOUBLE
CHECK
TITRATE MED
NON-FORMULARY
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NOT ON GUARDRAIL
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Approved
04/08/2008
Revised: 04/01/11,
03/13/12 , 4/11/12

IV PUSH MEDICATIONS AND DOSES John Dempsey Hospital
DRUGS APPROVED FOR IV PUSH ADMINISTRATION for ADULTS BY ALL RNs on all UNITS.

This list is not all inclusive. Consult IV Med Guidelines for further details.
Note: Undiluted Meds should be flushed with 5 mls NS
Generic Name/Brand Name

UP TO MAXIMUM
ALLOWABLE DOSE

*Red denotes a recent change

RECOMMENDED DILUTIONS
FOR ADMINISTRATION

IV PUSH OVER

Comments
> 500 mg as IVPB

Acetazolamide (Diamox)

500 mg

Dilute in 10ml NS

1-2 min

Benztropine

(Cogentin)

2 mg

Undiluted

1 mg / min

Bumetanide

(Bumex)

2 mg

Dilute in 10 ml NS

1 mg / min

Butorphanol

(Stadol)

2 mg

Undiluted

1 mg / min

(Calcijex)

2 mcg

Undiluted

1 min

0. 25 mg

Dilute in 1 ml NS

1 min

25 gm/50 ml

Undiluted

1 - 2 min

Dilute in 5 ml NS
Dilute in 10 ml NS

1 - 2 min
3 - 5 min

Undiluted

25 mg over 2-3 min

Calcitriol
Cosyntropin

(Cortrosyn)

Dextrose 50%
Dexamethasone (Decadron)
Digoxin
Diphenhydramine (Benadryl)

Famotidine

(Pepcid)

Flumazenil

(Romazicon)

Furosemide

(Lasix)

Glucagon
Granisetron

(Kytril)

Heparin
Hydrocortisone

(Solu-cortef)

Hydromorphone (Dilaudid)

Ketorolac

(Toradol)

Levothyroxine (Synthroid)
Lorazepam (Ativan)
ETOH W/D
Other Indications
Meperidine (Demerol)
Restricted to opioid
intolerance/allergies/shivering

12 mg
0.5 mg
25 mg
(*50 mg – med or
transfusion reactions. Over 15
mins for opioid induced
pruritus)
20 mg

> 12 mg as IVPB
Monitor BP,HR before & after q
15 min x 2
< 25 mg/min

(*50 mg over 2-3 min)

Dilute in 10 ml NS

1 - 2 min

1 mg

Undiluted

15 - 30 sec

100 mg

Undiluted

< 40 mg/ 1 min

1 mg

Undiluted

1 min

1 mg

Undiluted

30 sec

10,000 units

Undiluted

1 min

500 mg

< 100 mg Undiluted
> 100 mg in 10 ml NS

2 mg*

Dilute in 10 ml NS

30 mg

undiluted

200 mcg

Dilute in 10 ml NS

> 100 mg as IVPB

1 - 2 min
2-3 min

Check RR & sedation level
in 5-15 mins. *Up to 8 mg
in extreme opiate tolerance
(ex: sickle cell)

1 - 2 min
1 - 2 min

4 mg

Diluted in equal volume NS

2 mg

Diluted in equal volume NS

< 2 mg/min
given no more frequently
than q 15 mins per CIWA
protocol

Dilute in 10 ml NS

2-3 min

100 mg

> 2 mg as IVPB

Ex: 4 mg = 2 ml drug + 2 ml NS over
minimum
2 min
Check RR & sedation level
in 5-15 mins
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Methylprednisolone
Metoclopramide

(Reglan)

Morphine

125 mg

Undiluted

1 - 2 min

10 mg

Undiluted

1 - 2 min

Dilute in 10 ml NS

2-3 min

10 mg*

Naloxone

(Narcan)

0.8 mg

Undiluted

15 - 30 sec

Ondansetron

(Zofran)

12 mg

Dilute in 10 ml NS

1 - 2 min

Palonosetron

(Aloxi)

0.25 mg

Undiluted

30 sec

40 mg

Dilute in 10 ml NS

2-3 min

< 40 mg

undiluted

< 20 mg/min

Pantoprazole
Torsemide

(Protonix)
(Demadex)

Generic name
Brand name
Med Class
Abciximab

Indications
Unstable Angina

Reopro®
GP 2b3a Platelet
inhibitor-PCI

MI or PCI

Abatecept

Rheumatoid
Arthritis

Orencia
Immune modulator

Approved
Units for
Use
CCL
CSDU
ED
ICU
CCL
CSDU
ED
ICU
AACU
NCCC

Usual Adult Dose, Maximum Dose
IV Push: 0.25 mg/kg over 5 mins 10-60
mins before PCI
then
CI: 0.125 mcg/kg/min for 18-24 hrs using
9 mg/250 D5W = 36 mcg/ml
0.25 mg/kg IV bolus (over 5 minutes)
followed by an infusion of 0.125
mcg/kg/min (MAX 10 mcg/min = 17
mL/hr) for 12 hours unless complications.
< 60 kg 500 mg
60-100kg 750 mg
> 100 kg 1000 mg
In 100mls NS - Infuse over 30 mins with an
inline 1.2 micron low sorbing (protein)
binding filter

> 125 mg as IVPB
Check RR & sedation level
in 5-15 mins
*Up to < 40 mg in extreme
opiod tolerance (ex: Sickle cell
patients)

Comments / Monitoring / Side Effects / Related Policies
Comments:
Pharmacy to filter through 0.22 micron low sorbing binding filter upon admixture.
Pharmacy to mix. Must be on a cardiac monitor during infusion.
Rapid and severe antibody-related thrombocytopenia may develop in 1% - 5%.
Monitoring: BP, HR, Plt. Ct. and for bleeding.
Side Effects: Bleeding, thrombocytopenia, anaphylaxis.
Related Policies:
REOPRO (ABCIXIMAB) INFUSION: (CARE OF THE PT RECEIVING) POST-PTCA/STENT

Comments: Use 1.2 micron low sorbing (protein) binding filter.
Monitoring: V/S’s before and after infusion.
Side Effects: Increased risk of exacerbation of COPD & other infections.
Possible acute infusion rxn’s: dizziness, hypertension, and headache were most
commonly reported (1-2%) in association with the reaction.
Stability: 24 hrs at room temperature
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Acetaminophen
Ofirev
Analgesic, ant-pyretic
Restricted Use

Acetazolamide

Pain, Fevers

All Units

Adults/adolescents: Dose:
Wt > 50 kg Dose is 1000 mg q 6 hrs or
Wt < 50 kg Dose is 15 mg/kg q 6 hrs,
infused over 15 mins. Max: 4 gm/day

Metabolic
Alkalosis

ALL UNITS

IVPush: 125-500mg dilute with 5 mls NS
over 1-2 mins .

For
acetaminophen
overdose

ALL UNITS

LD: I.I.: 150 mg/kg in 500 mls D5W over
60 mins, then CI of 50 mg/kg in 500 mls
D5W @ 125 mls/hr x 4 hrs, then 100 mg/kg
in 1000 mls D5W @ 65 mls/hr X 16 hrs.
Total dose = 300 mg/kg over 20 hrs.
Continue for 25-50 hrs if LFT’s show liver
injury or those presenting > 8 hrs postingestion. A toxicology consult is available
at any time by contacting the Poison
Control Center at 1-800-222-1222.

Diamox®
Carbonic anhydrase
Inhibitor
Acetylcysteine (N-AC)
Acetadote®

Note: Fluid restricted pts can receive lower
volumes of fluid. 100ml with load dose,
250 ml w 2nd, 500 mls w 3rd dose.

Comments: Restricted for use patients who can’ t take PO/enteral or rectal
acetaminophen. 1000 mg dose is provided in a bottle with 100 mls of diluent, no
further dilution is required. For lower doses remove excess dose from vial and
infuse desired dose over 15 mins. Eg: For 650 mg dose withdraw 35 mls from bottle.
Since the manufacturer provided bottle of IV Tylenol (OFIRMEV) has negative pressure
the following procedure must be followed to assure proper flow.
Step 1: - Using the fully extended hanger provided within the secondary IV set, lower
the primary container. Make sure the On-Off clamp of the secondary IV set is closed
prior to proceeding.
Step 2: - Open vent cap on the secondary IV set, and insert spike downward into an
upright vial. Allow the upright container to vent for around 5 seconds ( no more hissing
sounds) to ensure the negative pressure is relieved prior to inverting and hanging.
Fully squeeze and hold drip chamber and do not release until after container is inverted
and hung. NOTE: If the vial is inverted when spiked or the vent is opened after the vial
is inverted, this may result in intermittent or poor flow.
Step 3: - Hang the vial and fill the drip chamber to fill line. Prime the secondary IV set
by opening the On-Off clamp to purge air. Once air is purged, close the On-Off clamp.
Swab and connect the valve on the primary IV set to the adapter of the purged secondary
IV set. Once connected, release and fully open the On-Off clamp. Adjust flow rate to
administer the contents of the vial IV over 15 minute.
Contraindiction: Sever Liver failure
Comments: Use cautiously in respiratory acidosis & CO2 retention. Reduce interval if
CrCl<50 mls/min. Ineffective if Crcl< 10 mls/min. Stable 3 days if refrigerated, 12 hrs
at room temperature.
Monitoring: I/O’s, lytes- K, paresthesias.
Comments: Note: Under Guardrail’s as 1st, 2nd then 3rd dose. Pts who ingest more than
150 mg/kg of acetaminophen (10 gms for a 70 kg pt) within 8 hours or have a 4hr level at
the 25% hepatic risk level should receive liver prophylaxis with oral acetylcysteine for 72
hrs. Pts < 40 kg or fluid restricted can receive IV Acetadote in 50 % of the stated D5W
volumes. Oral therapy has equivalent efficacy to IV therapy and is preferred over IV use
due to the drug delivery to the liver from the first pass effect. 48 hr IV therapy = 72 hr
oral therapy. Oral therapy: 140 mg/kg x 1 dose then 70 mg/kg q 4 hrs for 17 total doses.
Dilute in cold beverage. Redose if pt vomits within ½ hr of oral dose. Consider
antiemetics (metoclopramide or ondansetron) if vomiting occurs within 1 hr of oral
dosing. Select, low-risk pts may receive an abbreviated course of oral therapy (minimum
of 24 hrs) which has been shown to be as effective as the 72-hr course. Note: Pts with
fulminant hepatic failure should have therapy continued until recovery or death.
Side Effects: IV use can cause anaphylactoid reactions, N/V, itching, flushing or
hypotension. Mgt. of anaphylactoid reactions: consider oral therapy. Flushing: no
specific tx. Urticaria: continue tx if needed, Diphenhydramine 1mg/kg max 50 mg IV.
Angioedema: stop or slow infusion, Diphenhydramine 1mg/kg max 50 mg IV, restart tx if
no symptoms. Life-Threatening: Stop med, treat symptomatically, reassess need for med.
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Renal protection

ALL UNITS

Anti-viral- herpes
simplex,zoster
encephalitis

ALL UNITS

Acetadote

Acyclovir
Zovirax®

Adenosine-

Antiarrhythmic
Agent for SVT

Adenocard®

CSDU
ED
ICU
PACU
FSC
ALL UNITS
in presence
of ICU RN
or Action
RN and LIP

Agalsidase beta
Fabrazyme

Fabray Disease

AACU
NCCC

I.I.: 600 (preferred dose) - 1200 mg in 50
mls D5W over 10-15 mins bid x 4 doses,
optimally 2 doses the day before contrast
procedure and 2 doses after the contrast
procedure.
Emergent Procedure:
600 mg X 1 dose before procedure and
continue 3 doses q 12 hrs post procedure.
Hydration is highly recommended: NS or
0.45% saline @ 1 ml/kg/hr or 0.5 ml/kg/hr
in pts with overt heart failure or EF < 40%.
Start 12 hours before procedure and
continue for 12 hrs post-procedure (total of
24hrs). For emergent procedure, fluid bolus
of 0.5 – 1 L prior to procedure.
Hydration depends on clinical status.
I.I.: 5-10 mg/kg q 8 hr over > 1 hr.
Doses:
< 350 mg / 50 mls D5W over 1 hr.
351-700 / 100 mls D5W over 1 hr.
> 700 mg / 250 mls D5W over 1 hr.
Max. Conc. 7 mg/ml

IV Push via Peripheral line: SVT Initial
dose: 6 mg rapid undiluted over 1 -3 secs at
lowest port & rapid flush w 20 mls NS.
After 1-2 mins, If PSVT persists: give 12
mg rapid IV Push undiluted over 1 -3 secs,
may repeat 12 mg in 1-2 mins if needed.
Max dose= 30 mg
IV Push via Central line: Use 50 % of
above doses : SVT Initial dose: 3 mg rapid
undiluted over 1 -3 secs at lowest port &
rapid flush w 20 mls NS.
After 1-2 mins, If PSVT persists: give 6 mg
rapid IV Push undiluted over 1 -3 secs, may
repeat 6 mg in 1-2 mins if needed.
Max dose= 30 mg
1 mg/kg IV in 500 mls NS q 2 wks, infuse
over 1.5 -3 hrs as tolerated

Comments: Pharmacy Info: Use one vial IV Acetadote to admix the # 4 doses of
diluted 600-1200 mg IV acetylcysteine/ 50 mls D5W and use a 48 hr expiration dating on
the final diluted solutions.
Oral/NG acetylcysteine (N-AC) is preferred over IV.
IV N-AC is indicated only if pt’s can not take oral / NG N-AC.
Monitoring: for anaphylactoid reactions with IV N-AC.
Risk factors for Contrast-Induced Nephropathy:
Hypotension, CHF, use of IABP, pre-existing renal dysfxCr > 1.5 and/or eGFR < 60 , age > 75 yrs, diabetes, HCT < 39 for men < 36 for women,
dehydration, concomitant use of nephrotoxic drugs- ACEI’s, Aminoglycosides, loop
diuretics, NSAID’s.
High Risk Pts include: > 2 of above risk factors or eGFR < 30 mls/min.
Caution with the use of aggressive hydration and sodium bicarbonate in pts with acute
CHF/pulmonary edema or hyponatremia.
Sodium Bicarbonate 150 meq in 1 L of D5W as 3 mls/kg bolus 1 hr prior to procedure
AND 1 ml/kg/hr during and for 6 hrs post-procedure is an option with N-AC.
Pharmacy Admixed..
Comments: Dose reductions required in renal failure (<50mls/min). Maintain
hydration.
Pharmacy: Do not refrigerate. Do not reconstitute with bacteriostatic water.
Stability: 24 hrs at room temperature
Monitoring: SrCr.
Side Effects: Phlebitis, rash.
Stability: Minibag stable for 24 hrs @ room temperature. Keep bag at room temperature
to avoid precipitation, administer in separate IV line. Reconstitute 500 mg vial w 10 mls
SW and 1000 mg vial with 20 mls SW.
Comments: With appropriate monitoring, may be given by the MD/LIP as a diagnostic
intervention. Theophylline & caffeine antagonizes effects. Persantine potentiates effects.
Central Line Use: When administered through a central venous line, adenosine has a
faster onset of action and may be subjected to less degradation as compared to
administration through a peripheral line. Use 50 % of dose administered via peripheral
line.
Monitoring: Patient must be on a continuous cardiac monitor. Requires code cart,
defibrillator at bedside.
Side Effects: Transient AV block, chest pain, bronchospasm, palpitations, headache,
flushing, dyspnea.

Comments: May administer through in-line low protein-binding 0.2 micron filter. V/S
pre-infusion and 1 min after infusion.
Monitoring: Report any signs of respiratory infection to MD/LIP before initiating
infusion.
Stability: Stable for 24 hrs if refrigerated.
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Alglucosidase
alpha

Pompe disease

AACU
NCCC

Myozyme
Albumin
Volume expander

Allopurinol

Hypovolemia,
shock, renal
failure, cirrhosis
& burns
Gout
Tumor Lysis
syndrome

ALL UNITS

All Units

20 mg/kg over 4 hrs, start @
1mg/kg/hr for 1st 30 min then
3“
next “
then
5“
next “
then
7“
for duration of infusion
I.I.:
25% @ max of 2-3 mls/min or over 15-30
min
5% @ max of 2-4 mls/min or over 15-30
min
Gout: 100 -300 mg daily over 30 minutes.
Tumor Lysis: 200-400 mg/M2/day - should
be initiated at 24-48 hours before the start
of chemotherapy known to cause tumor
lysis (including adrenocorticosteroids).

Comments: Requires 0.2 micron low protein binding filter & light protection overlap.
May require filter change if occlusion alarms. No titration needed with MD/LIP orders.
Monitoring: V/S pre-infusion and with q step increase, & post-infusion and hourly until
discharge. If reaction, stop infusion and call MD/LIP. Requires MD/LIP order to resume.
Comments: Use 15 micron IV filter set supplied by Pharmacy. Discard unused solution
after 4 hrs. Max. dose 250 gms over 48 hrs. May infuse more rapidly in emergency.
Monitoring: for rare anaphylactoid reactions: urticaria, skin rash, pruritis, edema,
hypotension and bronchospasm. May cause nausea, vomiting, increased salivation,
chills and febrile reactions.
Reconstitute each 500 mg vial with 25 mL of sterile water for injection. Solution should
be clear and almost colorless with only slight opalescence. Dilute to < 6 mg/ml
concentration with 0.9% NaCl or D5W. Administer within 10 hr of reconstitution; do not
refrigerate. Do not administer solutions that are discolored or contain particulate matter
I.V. daily dose can be administered as a single infusion or in equally divided doses at 6-,
8-, or 12-hour intervals
Maintain unire output > 2 liters/ day and maintain a neutral or slightly alkaline urine is
desirable.
Side effects: CV- arteritis, vasculitis
Derm.: various types of skin rashes, fever, chills, arhthralgia, pruritus
Blood disorders

Alpha1-Proteinase
inhibitor
Prolastin
Alprostadil

Alpha1Antitrypsin def.

AACU
NCCC

60-120 mg/kg ,infuse over 60-120 mins,
start @ 50 mls/hr X 15 mins then increase
per order.

Comments: Pharmacy to use filter needle supplied with each vial.
Monitoring: Baseline V/S, 15 mins after start, then 15 mins after infusion is complete.

Raynaud’s
disease

AACU
CSDU
ICU

CI: 500 mcg/ 500 mls NS=1 mcg/ml
Start @ 2 ng/kg/min x 2 hrs, if tolerated
increase to 4ng/kg/min x 2 hrs, if tolerated
increase to 6 ng/kg/min x 2 hrs, if tolerated
increase to 8 ng/kg/min x 1-2 hrs - NS @
50 mls/hr to be infused separately is
recommended to decrease blood viscosity
and improve microcirculation.

MI

ED
ICU
CSDU
PACU
CCL

MI: Mix 100 mg/ 100 mls SW
IVPush: 15 mg=15 mls over 1-2 mins,
then CI:
Wt < 67 kg Total of 1.25mg/kg as
0.75mg/kg (not > 50mg) over 30 mins,
then 0.5 mg/kg (not > 35mg) over 1 hr.
max: 100 mg
OR
Wt > 67 kg 50 mg over 30 mins, then
35mg over 60 mins, total dose= 100 mg

Comments: Via peripheral vein unless a central line is needed for access. The optimal
rate is one that produces vasodilation as evidenced by increased skin temp and improved
digit color without side effects.
Monitoring: Document V/S (BP, HR, RR) q 15 mins x 1 hr then q 20-30 mins after
initial rate changes, once stable infusion rate V/S may be done 1 hr, affected extremity
temp & size of ulceration & gangrene, affected area appearance - color, pain, discomfort.
Hold infusion if hypotension (SBP<90) & call MD/LIP. Prn prochlorperazine,
loperamide, acetaminophen and/or narcotics may be required for drug related side effects
or disease symptoms.
Side Effects: Hypotension, bradycardia/tachycardia, flushing dizziness, nausea &
vomiting, diarrhea & headaches. If significant changes in V/S, decrease infusion rate &
call MD/LIP.
Comments: Dilute w S/W without preservative. Prepare just before use. 8 hrs room
temperature expiration. Requires RN/LPN verification double check on MAR. Use
dedicated line. See protocols for each indication.
Stability: final solutions - 8 hrs at room temperature
Monitoring: for bleeding, hypotension.
Contraindications
- active internal bleeding
- hypersensitivity to alteplase
- severe uncontrolled hypertension

Prostaglandin E

Alteplase = TPA
Activase

®

Tissue plasminogen
activator
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Alteplase = TPA

Acute stroke

Activase®

ED
ICU
PACU

Tissue plasminogen
activator

Acute Stroke: 100 mg/100mls NS as 0.9
mg/kg (90 mg max) with 10% of total dose
as IV Push over 1-2 mins then remainder of
total dose as CI over 60 mins. Alteplase (tPA) for Acute Stroke must be administered
within 3 hours of the onset of signs and
symptoms.
ALTEPLASE (t-PA): ADMINISTRATION OF
FOR ACUTE ISCHEMIC STROKE
CEREBRAL VASCULAR ACCIDENT (CVA),
SUSPECTED

Pulmonary
Embolism

Peripheral Artery
Occlusion

CSDU
ED
ICU
PACU
CSDU
ED
ICU
IR
PACU

Empyema

Clotted catheters

Alteplase = TPA
Activase®
Tissue plasminogen
activator

ALL UNITS

PE: 100 mg/100 mls over 2 hr, then start IV
heparin.

PAO: Catheter directed infusion of 15 mg
in 500 mls NS = 0.03 mg/ml @ 1 mg/hr =
33 mls/hr or 0.5 mg/hr = 16.7 mls/hr

Loc. Pleural effusions/ Empyema:
10 mg in 50 mls NS (syringe) via chest
tube, may flush chest tube with 50 mL NS,
roll pt. to ensure distribution and clamp
with water seal for 4 hrs and may be
repeated daily (usually 2-4 doses required
Clotted Catheters: Cath Flow 2mg/ 2 mls
draw up with a 10 ml syringe. As of March
2013 the manufacturer has recommended
filtration through a 5 or less micron filter
before administration to remove possible
rubber stopper particulates.
Studies have indicated that needleCentral
venous catheters: instill volume to fill
catheter and dwell 30 mins before
aspirating, if not patent increase dwell time
to 2 hrs, If catheter function has been
restored, aspirate 4-5 mL of blood to
remove alteplase and residual clot, and
gently irrigate the catheter with 0.9% NS
HD access Grafts: instill 2 mg/ 2ml
HD Cath Cond.: add volume to fill arterial
and veno catheter then aspirate & discard
before next dialysis

- recent intracranial or intraspinal surgery or trauma (within 3 mo
- intracranial neoplasm, arteriovenous malformation, or aneurysm
- known bleeding diathesis
- history of cerebrovascular accident
- suspicion/evidence
- History of intracranial hemorrhage (ischemic stroke)
- seizure at the onset of stroke (ischemic stroke)
- platelet count less than 100,000/mm(3) (ischemic stoke)
- administration of heparin with 48 hours preceding the onset of stroke and have an
elevated activated partial thromboplastin time at presentation (ischemic stoke)
Monitoring for use with MI:
Assess for evidence of cardiac reperfusion:
- Resolution of chest pain
- Resolution of baseline EKG changes
- Appearance of reperfusion arrhythmias (eg, accelerated idioventricular rhythm,
bradycardia, nonsustained ventricular tachycardia)
- Cardiac enzyme washout phenomenon (earlier CPK peak)
- Reduced total CPK release
- Preserved left ventricular function
Related Policies:
Refer to Nephrology for specific protocols for infusions of alteplase for clotted arterial or
venous lines/grafts.

CENTRAL LINES: ALTEPLASE (CATHFLO
ACTIVATE) INSTILLATION FOR CATHETER
CLEARANCE

9

10

University of Connecticut Health Center
John Dempsey Hospital

Amikacin

Bacterial
infection

ALL UNITS

I.I.: 15 mg/kg/day , maximum 1500
mg/day.
IV divided q 8 to 12 hrs.
Dose based on weight, renal function &
diagnosis. Mix in 100 mls D5W over 30 -60
mins.

Pharmacy Admixed..
Comments: Contact RPH for assistance in dosing. Trough before 3rd dose, or 10 hrs
random after 1st dose if using daily dosing.

Atrial
Fib./Flutter,
V. Tachy.,
V. Fib.

CSDU
ICU
MSDU
PACU
ED
RRT

Atrial Fib./Flutter & Ventricular
Arrhthymias
I.I.: LD: 150mg in 100 mls D5W over 10
mins then
CI: 450mg/250mls D5W = 1.8 mg/ ml @
1mg/min x 6 hrs = 33.3 mls/hr then
@ 0.5 mg/min x 18 hrs = 16.7 mls/hr

Comments: Pharmacy Admixed..
Mix continuous infusion in D5W polyolefin bags. Central line preferred due to high rate
of phlebitis with peripheral veins. Use volumetric infusion pump. For CI, use an in-line
0.22 micron filter (supplied by Pharmacy). . Evaluate for change to oral therapy after 24
hrs infusion.
Monitoring: Continuous EKG, BP, HR, QTc.
Side Effects: Hypotension - manage by reduce rate by 50%, if unresolved hold therapy
and then restart at the lower rate. Try volume expansion. May need vasopressors.
QTc prolongation, Bradycardia & AV block: slow rate or DC
Asystole, cardiogenic shock, CHF, inc. LFT’s, VT, Pul. Disorders
Contra: cardiogenic shock, marked sinus bradycardia, 2nd or 3rd degree AV block unless a
functioning pacemaker is available.
Drug Interctions: Drug interactions with amiodarone can occur up to 4-5 months after
discontinuation of chronic amiodarone dosing and up to 2 months after a single dose due
to the extremely long half-life of the med.
Related Policies:

Amikin®
Aminoglycoside

Amiodarone
Cordarone®
Class 3
antiarrhythmic

All Units
during
RRT given
by ICU RN,
MD/LIP

Aminocaproic acid
Amicar®
Plasmin inhibitor

Systemic
hemostatic

ICU
PACU

With consent of cardiology or EP
MD/LIP’s: Higher dose of 2 mg/min may
be used for atrial flutter, recent onset a. fib,
ventricular tachycardia
Pulseless V. Tach/ shock-refractory V. Fib
(Cardiac Arrest)
IVP LD: Cardiac arrest: 300mg over 3-5
mins.
For all above indications if recurrent/
refractory arrhythmias may be treated with
a 2nd dose of 150 mg over 10 mins then
follow CI as above.
Cardiopulmonary bypass:
I.I.: LD, 50-80 mg/kg over 20-30 mins, then
CI: 25-30 mg/kg/hr PLUS
10 mg/kg in the priming solution of the
cardiopulmonary bypass pump AS
LD: 5 gms / 250 mls D5W/NS over 1st hr
then 5 gm/ 250 mls D5W @ 50 mls/hr x 5
hrs then reassess need.
CI: Maintenance dose of 1-2 gm/hr. Dilute 20
gms in 1000 mls D5W/NS= 2gm/100mls,
infuse @ 50-100 mls/hr
Systemic hemostatic:
LD: 4-5 gms / 250 mls D5W/NS over 1st hr
then 1 gm/hr with maxiumum of 30 gm/ 24
hrs, 10 gm/ 500 mls D5W @ 50 mls/hr x 6-8
hrs then reassess need.

AMIODARONE: IV INFUSION

Comments: Avoid rapid IV push to lower risk of hypotension, bradycardia &
arrhythmias
Side Effects: Dizziness, headache, monitor HR, BP, coag’s and for bleeding. Use
cautiously in renal /hepatic disease. Max 30 gm/day = 1.25gm/hr.
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Aminophylline

Bronchodilator

Aminophylline

Reversal of
vasodilation with
Persantine
nuclear stress test
For prevention of
bradyarrhythmias
induced by
rheolytic
thrombectomy.

Ammonium
chloride

Amphotericin B

ALL UNITS

__________
Cardiac Cath

__________
EPS Lab

For severe
hypochloremic
Metabolic
Acidosis
Fungal infection

ICU

Aspergillosis
Invasive
Candidiasis

ALL UNITS

ALL UNITS

Fungizone®

Liposomal
Amphotericin
(AmBisome)

Inf. Disease
Restricted

Doses based on theophylline
LD: 5-6 mg/kg over 30-60 mins, max <
25mg/min
CI:0.2mg/kg/hr-CHFor Cirrhosis
0.4
- nonsmoking adult
0.5
- elderly
0.6
- smoking adult
125 mg IV push over 20 secs, may repeat
X1

Comments: Aminophylline 1gm = 800mg Theophylline
Theophylline 800 mg/500 mls D5W = 1.6 mg/ml order as mls/hr
Therapeutic range” 5-20 mcg/ml.
Draw level 24-48 hrs after starting or dose change.

125 mg IV push over 20 secs, may repeat
X1

CI: Calculated meq added to NS to a conc.
< 0.4 meq/ml 100 to 200 meq to 500 to
1000 mls isotonic 0.9% NS.
DNE: 5 milliliters/minute
Test Dose NOT REQUIRED: 1mg /50mls
D5W over 10- 30 mins
II: 0.25-1 mg/kg/day or 1.5 mg/kg Q.O.D.
in 500 mls D5W over 2-6 hrs
Max conc.= 0.1 mg/ml via peripheral line,
0.25 mg/ml via C. line.

Test Dose NOT REQUIRED:
1 mg /50 mls D5W over 15 to 20 mins.
I.I.: 3- 5 mg/kg daily. 1-2 mg/ml conc in
D5W over 2 hrs
.

Comments: Not with significant renal or hepatic disease
Monitoring: CL, ABG’s, serum ammonium if renal disease. Local irritation,
diaphoresis, vomiting.
Comments: Central line is preferred. Flush line with D5W. Incompatible with NS.
May premedicate with Meperidine to lessene shivering, chills and rigors that may occur
within the first hour of infusion. Have available: acetaminophen, diphenhydramine, +/hydrocortisone , oxygen and suction apparatus to lessen reactions.
Monitoring: V/S q 15 mins for 1st hr & q hr until completion, temp, HR, BP, RR,
electrolytes, Cr. Assess pt for fever, chills, rigors & signs/symptoms of respiratory
distress q hr during infusion. Provide comfort measures for fever, chills or rigors (extra
blankets, distraction, reassurance that the reactions will subside after infusion. Monitor &
record I&O q 2-4 hrs. Monitor serum electrolytes, BUN, creatinine and magnesium.
Side Effects: Fever, chills, nausea & vomiting, urticaria, headache, headache;
Myalgias/arthralgias Thrombophlebitis pain secondary to thrombophlebitis,
Nephrotoxicity, weight gain, fluid imbalances; Respiratory distress: tachypnea, shortness
of breath, wheezing, bronchospasms; Cardiovascular: hypotension, tachycardia;
Electrolyte balance: hypokalemia, hypomagnesemia; GI manifestations: anorexia, nausea,
vomiting, diarrhea.
Stability: 24 hrs at room temperature
Comments: Pharmacy to filter with 5 micron filter provided with med. Invert bag to
remix several times prior to hanging & during infusion. Incompatible with NS. Keep
refrigerated until hung. Stable 48 hrs in refrigerator and an additional 6 hrs at room
temperature. Protect from light. May premedicate with acetaminophen,
diphenhydramine, +/- hydrocortisone to lessen reactions. Treat rigors with meperidine.
Central line is preferred. Flush line with D5W. Do not filter
Monitoring: V/S q1 hr x 2 hrs - temp, HR, BP, RR, electrolytes, Cr., s&s’s of reactions.
Vitals signs can be discontinued if the patient hasn’t had a reaction or significant
change in BP or HR.

11

12

University of Connecticut Health Center
John Dempsey Hospital

Ampicillin

Bacterial
Infection

ALL UNITS

I.I.: 1 gm in 100 mls NS ( Minibag Plus)
over 30 mins,
2 gm in 100 mls NS ( Minibag Plus) over
30 mins.
use within 1 hr of reconstitution

Comments: Nursing to admix with vials due to limited stability Stable 8 hrs in NS @
room temperature, 48 hrs in refrigerator. Do not mix with D5W.
Contra: severe anaphylaxis to Penicillin (Type 1 PCN allergy). Incompatible with
Gentamicin & tobramycin. Reduce dose and frequency with renal failure.

Bacterial
Infection

ALL UNITS

Comments: Pharmacy to admix.
Stability: 8 hrs in NS @ R.T., 48 hrs in refrigerator.
Do not mix with D5W.
Reduce dose and frequency with renal failure.
Incompatible with Gentamicin & tobramycin.

Antithrombin III
deficiency,
Hereditary Thromboembolic
disorder
Prevent
Transplant
rejection

ALL UNITS

I.I.
-1.5 gm in 100 mls NS ( Minibag Plus)
over 20-30 mins- use within 1 hr of
reconstitution .
-3 gm in 100 mls NS ( Minibag Plus) over
20-30 mins
I.I . 3,000-8,000 units daily or
q 12 hrs infused over 10-60 mins

Usual dose: 1.5 mg/kg/day
I.I.: Reconstitute 25 mg with 5 mls Sterile
waater, further dilute in 50 mls NS or D5W.

Comments: Nursing to use in-line 0.22 micron filter sent supplied by Pharmacy with
product.

Antibiotic

Ampicillin/
sulbactam
Unasyn®
Antibiotic
Antithrombin III
Thrombate III

Antithymocyte
globulin

ALL UNITS

Thymoglobulin
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Treatment of
Heparin Induced
HIGH ALERT / DOUBLE thrombocytopeni
CHECK
a
Argatroban

Use Bivalirudin
w HIT + ACS

CSDU
ICU
Med/Surg
Med 4
stepdown

250 mg/ 250 mls NS= 1mg/1 ml= 1000
mcg/ml
No initial bolus dose required.
A. Initial dose: 2 mcg/kg/min for HIT,
titrate to maintain aPTT 1.5-3 x pt’s
baseline or 1.5-3 x mean of lab control
range (27 sec).=Goal aPTT 40-70 secs
Adjust rate based on aPTT:
aPTT < 30 sec - inc. CI rate by
1 mcg/kg/min, aPTT in 2 h
aPTT 30-40 sec – inc. CI rate by
0.5mcg/kg/min, aPTT in 2 hr
aPTT 40-70 sec- same rate, aPTT
repeat in 2-4 hrs, if in range
aPTT in am & daily
aPTT 71—90 sec, dec. rate by 0.5
mcg/kg/min , aPTT in 2 hrs
aPTT > 90 sec – dec. Rate by 1
mcg/kg/min, aPTT in 2 hrs
B. Pt’s with Mod Hepatic dose or Bilirubin
> 1.5, CHF, MSOF, severe anasarca:
Reduce initial dose to 0.5 mcg/kg/min, then
titrate as above.
Adjust rate based on aPTT:
aPTT < 30 sec - inc. CI rate by
0.2 mcg/kg/min, aPTT in 2 h
aPTT 30-40 sec – inc. CI rate by
0.1mcg/kg/min, aPTT in 2 hr
aPTT 40-70 sec- same rate, aPTT
repeat in 2-4 hrs, if in range
aPTT in am
aPTT 71—90 sec, dec. rate by 0.1
mcg/kg/min , aPTT in 2 hrs
aPTT > 90 sec – dec. Rate by 0.2
mcg/kg/min, aPTT in 2 hrs
Max dose is 10 mcg/kg/min for HIT.

Comments: Pt at intermediate to high risk for HIT: Unexplained Platelet Count decline > 3050% within 5-10 days of heparin or LMWH use, or <1 day with heparin/LMWH exposure in
last 3 months, suspected or proven new thrombosis, erythematous or necrosis of skin with sc
Heparin or enoxaparin, acute systemic reaction after Heparin bolus. DC all sources of heparin
(IV, sc, heparin coated catheters & flushes) & LMWH’s. Stable in NS for 24 hrs @ room temp.
Requires RN/LPN verification double check on MAR. Child-Pugh score is recommened to
assess liver function. Dose reduction is indicated with moderate to severe liver dysfunction.
Not renally cleared. No initial dose adjustment with renal impairment, in absence of factors
requiring dose reduction as listed. Can cause false elevations of INR- refer to references for
transition to warfarin. Adjust dose for approximate goal of INR 4-5 during first 5 days of
concomitant argatroban & warfarin therapy.
Monitoring: aPTT, bleeding risk, reduce dose in hepatic dis. Hepatic elimination.
Related Policies:
INTRAVENOUS ARGATROBAN THERAPY PROTOCOL
MEDICATIONS: DOUBLE CHECK
Monitoring: aPTT, bleeding risk, reduce dose in hepatic dis. Hepatic elimination.
Warfarin Overlap with Argatroban
Note: argatroban will significantly elevate and provide false PT/INR values. Follow
warfarin dosing guideline below when determining adjustment of warfarin dosing.
1. Initiate warfarin only when the platelet count has substantially recovered to at least
100,000 cells/mm3.
a. Prescribers may order warfarin daily at a low, maintenance daily dose (< 5 mg). Do
not give a loading dose of warfarin.
b. Adjust dose for approximate goal of INR 4-5 during the first 5 days of concomitant
argatroban and warfarin.
2. After 5 days of concomitant argatroban and warfarin therapy, decrease argatroban rate to 2
mcg/kg/min (if > 2 mcg/kg/min) and check INR:
a. If INR ≥ 4, Discontinue argatroban and recheck INR in 6 hrs.
1) If 2-3 (or within desired range), restart argatroban at 2 mcg/kg/min (or original
rate if <2 mcg/kg/min) and keep pt on same warfarin dose. Repeat process daily
until INR off argatroban remains 2-3 for 2 consecutive days. Then discontinue
argatroban.
2) If >3 (or above desired range), restart argatroban and reduce warfarin dose.
Repeat process daily until INR is within range for 2 consecutive days. Then
discontinue argatroban.
3) If INR <2, increase argatroban to original therapeutic rate. Increase warfarin
dose and repeat process the next day.
b. If INR < 4, return argatroban infusion to original therapeutic rate and increase
warfarin dose. Check INR daily for 2 days.
1) If after 2 days INR has not increased at all, increase warfarin dose & repeat
process.
2) If INR has increased but still < 4, repeat process at same Warfarin dose until INR
≥ 4, then follow as in # 1 above.
3) If new INR ≥ 4, follow as in number 1 above.
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Atenolol

Acute MI

CSDU
ED
ENDO
ICU

IVPush: Acute MI: 5 mg undiluted over 5
mins q 2 mins x 3 doses if tolerated

Cardiology

Atropine Sulfate
Anti-cholinergic

Azathioprine
Imuran®
Azithromycin
Zithromax®

______________
__
Rate control-A.
Fib., Unstable
angina,
hypertension
Bradycardia,
asystole, slow
PEA

Renal transplant
immunosuppressant
Bacterial
Infection

I.Rad
PACU
SDS
MD/LIP/
Action RN
on all other
units

IVPush : For rate Control or Blood Pressure
control;
1.25 – 10 mg q 4, 6 , or 8 hrs

CSDU
ED
Cardiology
ENDO
ICU
FSC
Irad
MSDU
MSDU
PACU
R.R.T.
For Code
Blue
under
direction of
LIP, given
by Critical
care RN,
Action RN
or
APRN

IVPush: Bradycardia: 0.5- 1 mg undiluted
over 1-2 min

Monitoring: EKG, HR for PVC, VT
Comments: Flush with 20cc NS.

ALL UNITS

Dilute 3-5 mg/kg dose x1 then 1-3
mg/kg/day in 50 mls D5W over 30-60 mins

ALL UNITS

I.I.: 500 mg in 250 mls D5W over 60 mins

Comments: Max conc 10 mg/ml.
Reduce dose for renal failure. Dose based on IBW, stop if WBC < 3,000.
Monitoring: CBC, LFT’s, signs of liver failure, bleeding
Comments: Pharmacy to admix non stat doses. Vials are in Pyxis for 1 st doses.
Stable 24 hrs @ room temperature, 7 days refrigerated
No dose adjustment in renal failure

Antibiotic
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Bacterial
Infection

ALL UNITS

I.I.: 1 gm in 100 mls NS over 20-30 mins
2 gm in 100 mls NS (Minibag Plus)
over 60 mins

Comments: Stable 30 hrs @ room temperature, 7 days in refrigerator.
Reduce dose in renal failure
Side Effects: Rare cross sensitivity w PCN/Ceph allergies

Bacterial
Infection

ALL UNITS

Comments: Limited stability: 6 hrs at room temperature. Mix immediately prior to use.
Do not refrigerate.
80 mg TMP/ 400 mg SMX per 5mls
DS tab= 160 mg TMP/800 mg SMX
Reduce dose in renal failure. Avoid w CrCl < 15 mls/min due to crystalluria.
Monitoring: WBC, Cr, K+, LFT’s
Note: TMP = trimethoprim, SMX = sulfamethoxazole

Belimumab
Benlysta
Human IGG1
antibody

Lupus
erythematous

All Units

I.I.: dose based on TMP component
< 80 mg TMP in 100 mls D5W over 1 hr
81-120 mg TMP in 150 mls D5W over 1.5
hrs
121-240 mg TMP in 250 mls D5W over 1.5
hrs
241-450mg TMP in 500 mls D5W over 2
hrs
Non PCP: 10 mg/kg/day given q 6-12 hrs
PCP:5-20 mg/kg/day given q6hrs
I.I. 10 mg/kg IV q 2 weeks x 3, then q 4 eks

Benztropine

Acute dystonic
reactions

All Areas

IVPush: 1-2 mg undiluted over 1 mg / min

Comments: To reverse drug-induced extrapyramidal reactions including dystonic
reactions, alathisia, and parkinsonian symptoms.
Side Effects: Potential: Confusion, Disorientated, Drug-induced psychosis,
Hyperpyrexia, Visual hallucinations, nervousness, tachycardia

St elev. MI

CSDU
ED
ICU
Inter. Rad.

IVPush: 0.1 mg/kg then CI
CI: 0.25 mg/kg/hr on units then patient is
sent to cath. Lab. with med infusing.
Mix 250 mg with 5 mls SW then dilute in
50 mls D5W= 5mg/ml

Note:
If pt arrives on unit post PCI with a CI at the higher Cath Lab dose of 1.75 mg/kg/hr, call
MD/LIP regarding potential discontinuation of med or possible need for lower C.I. @ 0.2
mg/kg/hr to finish current bag or up to 20 hrs.

Aztreonam
Azactam®
Antibiotic
Bactrim
Antibiotic

Cogentin®
Centrally-acting
anticholinergic
agent
Bivalirudin
Angiomax®
Anticoagulant
Thrombin inhibitor

Side effects: possible hypersensitivity reactions (eg, pruritus, hypotension, angioedema,
urticaria, bradycardia, myalgia, headache or hypotension ) - consider premedication for
potential infusion and hypersensitivity reactions. Use is not recommended during an
infection. May cause nausea, diarrhea, insomnia, fever, migraine or pain in the limbs
Comments:
Advise patient that live vaccines are not to be taken during therapy, and for at least 30
days b before, due to potential interference with immunization response. Instruct
female patients
of childbearing age to avoid getting pregnant during therapy and for
4 months after finishing
t treatment by using adequate contraception.

Comments: Replaces IV Heparin & usually without 2b3A inhibitor.
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Bivalirudin
Angiomax®

Per. Cut.
Transluminal
Angioplasty
ACS/NSTEM

Cath
Lab
ONLY
Inter. Rad

Higher dosing below ONLY in Cath Lab
IVPush: 0.75 mg/kg then CI
CI: 1.75 mg/kg/hr for the duration of the
procedure, mix 250 mg w 5 mls SW then
dilute in 50 mls D5W= 5mg/ml.
If pt was on unit with CI @ 0.25 mg/kg/hr,
bolus @ 0.5 mg/kg before PCI
___________________________________

Check ACT or aPTT 5 mins after bolus.
CRF: CrCl <30 mls/min: same bolus dose then CI: 1 mg/kg/hr
CRF w HD: same bolus dose then CI: 0.25mg/kg/hr

ALL UNITS

IV Push: < 2 mg undiluted @ < 1 mg/min,
flush with 5 mls NS

ALL UNITS

IVPB: > 2 – 4 mg in 50 mls D5W/NS
over 15- 30 mins

Edema, CHF

CSDU
ED
ICU
MSDU

CI: 0.5 - 2 mg / hr Max dose/hr = 4 mg/hr
Conc’s : 2.5 mg/ 100 ml D5W OR
5 mg/100mls D5W

Comments: Pharmacy to admix non-stat doses > 2 mg.
Stable for 24 hrs @ Room temperature or refrigerated.
1 mg bumetanide = 40 mg furosemide
Monitoring: BP; May cause hyperglycemia - monitor glucose levels, renal function.
Monitor potassium and digoxin levels - may increase risk of digoxin toxicity.
Pharmacy Info: Final Conc= 0.25 mg/ml by adding undiluted (0.25 mg/ml) to IV empty
bag to cover for 24 hrs

Mixed opioid
agonist
/antagonist
post dural
puncture
headache

MFICU/
OB-GYN

IVPush: 0.5- 2mg undiluted , over 1 mg /
min q 3-4 hrs prn pain

ALL UNITS

Post dural puncture headache is 300–
500 mg in 1 liter NS over 1 hr , Follow
with 1000 mL NS; infuse over 1 hour. May
administer I.M. undiluted.

Anticoagulant
Thrombin
inhibitor
Bumetanide

Edema, CHF

Bumex®
Loop diuretic
Bumetanide
Bumex

®

Loop diuretic
Butorphanol
Stadol®
Caffeine and
sodium benzoate

Caffeine
withdrawal or
migrane
headaches

Miacalcin
Calcitriol
Calcijex®
Calcium Chloride
10% 1 amp=10mls
= 1 gm Cal. Cl.
= 273 mg Ca++
= 13.6mEq
Calcium++
Calcium
Gluconate

Comments: Reduce dose in renal or hepatic failure.
Avoid in patients taking chronic opioids.
Monitoring: BP, HR, RR, sedation, pain relief
Comments: Pharmacy to admix. Use caffeine and sodium benzoate product.
500 mg caffeine and sodium benzoate = 250 mg caffeine.
Side Effects: central nervous system toxicity,9 and atrial fibrillation

30-100 mg in 250 mls NS over 30-60 mins
All Units

Calcitonin

Monitoring: ACT, BP, HR, Bleeding

3 international units/kg in 100 mls NS, over
30-60 mins

Dispense in Glass bottle

Hypoparathyroid
Hypocalcemia

ALL UNITS

IVPush: 1- 2 mcg undiluted over 1 min
OR

Monitoring: Ca++, Phos, Mag, Alk phos

Cardiac
resuscitation or
Calcium channel
blocker toxicity

Approved
for unit use
during Code
Blue ONLY

IVPush: 500 mg - 2 grams undiluted rapid
administration during Code Blue

Comments: Large vein preferred
Use calcium gluconate for Calcium replacement and Hyperkalemia.
Incompatible w Bicarbonate & Phosphate
Monitoring: EKG, BP, HR, IV site for extravasation

Calcium
replacement

ALL UNITS

I.I.: 1 gm Cal. Gluc.= 4.6meq in 50 mls
D5W over 30 -60 mins. For a 2 gm dose,
repeat the 1 gm dose

Comments: Calcium gluconate 1 gm in 50 mls D5W available as premix. For 2 gm
doses use #2 Calcium gluconate 1 gm in 50 mls D5W. Do not infuse via same line as
phosphate or bicarbonate containing solutions. Consult MD/LIP and/or Rph for change

16

17

University of Connecticut Health Center
John Dempsey Hospital

CSDU
ED
ICU
MFICU/
OB-GYN
MSDU,
Med 4
telemetry

CI: 2-10 gms in 500 – 1000 mls D5W/NS
over 12- 24 hrs
(do not exceed 200mg (1mEq)/min

Hyperkalemia

ALL UNITS

Calcium Gluconate 1 gm in 50 mls D5W X
1-2 doses over 30 minutes each dose.

Fungemia

ALL UNITS

IVPB: LD 70 mg/ 250 mls NS over 1 hr
then
Maintenance: 50 mg/ 250 mls NS over 1 hr,
in 100 mls for fluid restricted pts

Bacterial
Infection

JDH HA
PACU
FSC

IV Push: Pre-mixed 1 gm in 10 mls sterile
water, over 1-2 mins

ALL UNITS

I.I.: 500 mg in 50 mls 15-30 mins q 8 hrs .
I.I.: 1 or 2 gm in 100 mls NS Minibag
Plus over 30 mins q 8 hrs .

ALL UNITS

I.I.: 1-2 gm in 50 mls over 30 mins q 6 hrs

Calcium
Gluconate
10% 1 amp.=10
mls =1 gm Cal.
Gluc
.= 93 mg Ca++
=4.65mEq Ca++

Caspofungin
Cancidas®

Treatment of Hyperkalemia:Follow MD orders:
1.Stop K+ infusions and oral therapy and Contact MD/LIP to
Discontinue K+ infusions.
2. Consider Calcium Gluconate IVPush: 10-20 mls of 10% over 2 mins or
1 gm in 50 mls D5W X 1-2 doses over 5-10 mins)
3. Dextrose IV Push ( 50 mls of D50 IV Push) undiluted over 1-2 mins
4. Regular Insulin IVPush ( 10 units)
5. Bicarbonate IVP (50 meq= 50 mls of 8.4% over 2 mins
6. B2 adrenergics-albuterol nebs (10-20 mg=12-24 mls nebulized);
7. Loop diuretics
8. Na Polystyrene (15-60 gms)
9. Hemodialysis

Anti-fungal

Cefazolin
Ancef/Kefzol®
1st gen.
cephalosporin

Cefotetan
2nd gen. aneorbic
cephalosporin

Bacterial
Infection

to oral calcium or if IV calcium is required change antibiotic. For Calcium replacement.
Check compatibilities before mixing with other medications. Target level Total Ca++
1.1-1.3. May be given by slow IV Push undiluted in emergencies.
Monitoring: IV site for extravasation, Ca++, Phos, HR, BP. May require cardiac
monitoring determined by MD

Comments: May require cardiac monitoring determined by LIP. The recommendation
for patients with K+ > 7 and ECG evidence of severe hyperkalemia is 1 gm/ 100 mls over
2 to 5 minutes with continuous ECG monitoring
Comments: Pharmacy to admix. Stable 24 hrs @ room temperature , 48 hrs refrigerated.
Reduce dose to 35 mg in mod-severe hepatic disease.
Do not mix with any other medications.
Monitoring: for histamine reaction.
Side Effects: hypokalemia, GI, inc. in alt/ast, phlebitis, headache.
Comments: Pharmacy to admix 1. 5 – 2 gm doses.
Surg. Prophylaxis: 3 total doses includes 1 pre-op dose & 2 post-op doses, reduce dose or
interval for CRF
Allergy: Patients with a documented allergy (urticaria, anaphylactoid or anaphylaxis) to
penicillins or B-Lactam antibiotics should not receive a cephalosporin antibiotic due to a \
6-8% risk of cross-allergenicity.

Allergy: Patients with a documented allergy (urticaria, anaphylactoid or anaphylaxis) to
penicillins or B-Lactam antibiotics should not receive a cephalosporin antibiotic due to a \
6-8% risk of cross-allergenicity. If not available use cefoxitin.
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Cefepime
Maxipime®
Antibiotic

Cefotaxime

Bacterial
Infection
Anti-pseumonal
Antipseudomonas

I.I.: 1 gm / 100 mls NS (Minibag Plus) over
30 mins q 12 h
2 gm / 100 mls NS (Minibag Plus) over
30 mins q 12 h

Comments: : Pharmacy to admix

ALL UNITS

I.I.:
- 500mg - 1gm / 50 mls D5W over 15-20
mins.
- 2 gm/ 100 mls D5W over 30 mins .
Frequency based on renal function and
infection severity

Comments: Caution with Penicillin or Cephalosporin allergies.
Allergy: Patients with a documented allergy (urticaria, anaphylactoid or anaphylaxis) to
penicillins or B-Lactam antibiotics should not receive a cephalosporin antibiotic due to a \
6-8% risk of cross-allergenicity.
Stability: room temperature= 12 hrs, refrigeration= 3 days

Bacterial
Infection

ALL UNITS

I.I.: 1 , 2 gm in 100 mls NS Minibag Plus
over 30 mins q 6 hrs

Allergy: Patients with a documented allergy (urticaria, anaphylactoid or anaphylaxis) to
penicillins or B-Lactam antibiotics should not receive a cephalosporin antibiotic due to a
6- 8% risk of cross-allergenicity

Bacterial
Infection-MRSA

ALL UNITS

I.I.: 600 mg / 250 mls NS over
1 hour q 12 h

Use the constituted solution in the infusion bag within 6 hours when stored at room
temperature or within 24 hours when refrigerated at 2 to 8 degrees

Bacterial
Infection

ALL UNITS

I.I.:
500 mg- 1 gm/ 50 mls D5W over 15-20
mins
2 gm in 100 mls D5W over 30 mins q 8
hrs

Comments: Reduce dose or interval for CRF
Allergy: Patients with a documented allergy (urticaria, anaphylactoid or anaphylaxis) to
penicillins or B-Lactam antibiotics should not receive a cephalosporin antibiotic due to a
\6-8% risk of cross-allergenicity.
Note: replaced by cefepime 12/2011

ALL UNITS

I.I.
1 gm / 100mls NS (Minibag Plus) over 30
mins daily or q 12 hr
2 gm / 100 mls NS (Minibag Plus) over 30
mins daily or q 12 hr

Comments: Com. Acq. Pneumonia: 1gm IV daily
Allergy: Patients with a documented allergy (urticaria, anaphylactoid or anaphylaxis) to
penicillins or B-Lactam antibiotics should not receive a cephalosporin antibiotic due to a
6-8% risk of cross-allergenicity

Note: replaces
ceftazidime Feb
2012 for all adult
patients except
NICU
Bacterial
Infection

ALL UNITS

Claforan-R
3rd gen.
cephalosporin

Cefoxitin
2nd gen. aneorbic
cephalosporin

Ceftaroline
5th generation
cephalosporinNon-formulary
Ceftazidime
Fortaz®
3rd gen.
cephalosporin

Ceftriaxone
Rocephin-R
3rd gen.
cephalosporin

Note: Replaces
by cefepime Feb
2012 for all adult
patients except
NICU
Bacterial
Infection

Caution with Penicillin or Cephalosporin allergies.
Reduce dose and interval with CrCl< 60 mls/min.
Pharmacy: Stable 24 hrs @ room temperature , 7 days refrigerated
Allergy: Patients with a documented allergy (urticaria, anaphylactoid or anaphylaxis) to
penicillins or B-Lactam antibiotics should not receive a cephalosporin antibiotic due to a \
6-8% risk of cross-allergenicity
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Cefuroxime

Bacterial
Infection

ALL UNITS

I.I.: 750-1500mg in 100 mls over 30mins q
8 hrs

Comments: Reduce dose or interval for CRF
Pharmacy admixed: Stable 48 hrs at room temperature, 30 days refrigerated
Allergy: Patients with a documented allergy (urticaria, anaphylactoid or anaphylaxis) to
penicillins or B-Lactam antibiotics should not receive a cephalosporin antibiotic due to a \
6-8% risk of cross-allergenicity

Bacterial
Infection
Edema

ALL UNITS

I.I.: 500mg - 2gm in 50 mls over 30 mins

Comments: Stable for 24 hrs @ room temperature

ALL UNITS

I.I.: 500 – 1000 mg in 50 mls D5W over 15
-30 mins

Pharmacy to admix.
Comments: Avoid extravasation.

Hiccoughs
Agitation/
Confusion
Bacterial
Infections

ALL UNITS

I.I.: 12.5 - 50 mg in 50 mls D5W over < 1
mg / min

Comments: Not IV Push.
Monitoring: for sedation, hypotension, EPS, may lower seizure threshold.

ALL UNITS

I.I.: 200-400 mg as Premix over 60 mins

Comments: Reduced dose / interval in renal dysfunction.
Too rapid administration can cause hypotension.
Side Effects: Phlebitis, dizziness, tremor, arthralgia, headache, inj.site inflammation,
QTc prolongation.

Skeletal muscle
relaxant for
Mech.
ventilation

ED-RN
ICU
PACU

100 mg/ 100 mls D5W/NS= 1mg/ml
LD IVPush: 0.1 -0.2 mg/kg undiluted over
5-10 secs then
CI: 1-10 mcg/kg/min. Start @ 2
mcg/kg/min and Titrate by 1 mcg/kg/min q
10 mins or as ordered to achieve Train of
Four 2-3 out of 4 or as ordered .
Max: 10 mcg/kg/min unless higher max. is
ordered by MD/LIP
I.I.:
300 mg/ 50 mls over 30 mins
600 , 900 mg / 50 mls over 30 mins q 8
hrs

Comments: Pt MUST be on a ventilator.
CI requires MD/LIP order for therapeutic goal (ex: Train of Four) or reason. Titrate per
order to goal.
Stable for 14 hrs refrigerated.
Requires an analgesic and sedative.
Monitor: train of four, RR,BP,HR, apnea, resp. depression.
Related Policies:

Zinacef®
2nd gen.
cephalosporin
Cloramphenicol
Chlorothiazide
Diuril®
thiazide diuretic
Chlorpromazine
Thorazine®
Ciprofloxacin
Cipro®
quinolone antibiotic
NON-FORMULARY

Cisatracurium
Nimbex®
Neuromuscular
blocker
TITRATE MED

NEUROMUSCULAR BLOCKING AGENTS (NMBA): IV ADMINISTRATION

Bacterial
Infection

ALL UNITS

Colistimethate
Colistin

Bacterial
Infection

ALL UNITS

I.I. 2.5 – 5mg /kg/day in 2-3 divided doses
in 50 mls D%W , over 30 mins

Comments: Pharmacy admixed
Side Effects: neurotoxicity, renal toxicity
Monitor:

Conivaptan
Vaprisol
Vasopressin
receptor
antagonist

Euvolemic &
hypervolemic
hyponatremia

ALL UNITS

Loading dose: 20 mg/ 100 mls D5W over
30
Mins then continue once ot
twice daily for 1-2 days or as a CI
CI: 20 mg/ 250 ml D5W over 24 hrs X 2-4
days max.

Pharmacy: use filter needle when drawing up from glass ampule
Cautions: Avoid r apid correction of serum Na +. Decrease dose in renal dysfunction.
Side effects: Injection site: phlebitis, pyrexia, hypokalemia, headache., neuro side effects
from rapid Na+ correction.

Clindamycin
Cleocin®

Comments: Compatible with Gentamicin.
900 mg option for Toxoplamosis, Pelvic Inflammatory Disease

Antibiotic
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Diagnosis of
adrenocortical
insufficiency
Bacterial
Infection

All Units

IV Push: < 0.25 mg= 250 mcg dilute with 1
mls NS over 1 min, flush with 5 mls NS

Comments: edema, dizziness.
Draw baseline serum cortisol then 30 and 60 mins after dose

ALL UNITS

Nursing to admix due to low stability.
Comments:
Limited stability: 6 hrs at Room Temperature
Dosing is based on TMP component
5 mls = 80 mg trimethoprim & 400 mg sulfamethoxazole
Reduce dose w renal impairment.
Monitor: CBC, Cr, K+, for skin rashes
Side effects: rash, immune hypersensitivity reactions, hyponatremia, thrombocytopenia,
pancytopenia, hemolysis, hyperkalemia
Pharmacy info:
Mix immediately prior to use.
80 mg TMP/ 400 mg SMX per 5mls.
Double strength (DS) tab= 160 mg TMP/800 mg SMX= 20 ml suspuspension

Snake bites

ICU

I.I.:
Sepsis/Meningitis/PCP:
15-20 mg/kg/day as TMP divided q 6 hrs
Non PCP:10 mg/kg/day as TMP divided q
6-12 hrs
0-80 mg TMP in 100 mls D5W
over 1 hr
81-120 mg TMP in 150 mls D5W
over 1.5 hrs
121-240 mg TMP in 250 mls D5W
over 1.5 hrs
241-450mg TMP in 500 mls D5W
over 2 hrs
4-6 vials in 250 mls NS over 1 hr

Severe Ulcerative
colitis, ORGAN
REJECTION
PROPHYLAXIS

ALL UNITS

1- 6 mg/kg/day as I.I. or C.I. mixed as 1-2
mg/ml D5W or NS, give over 2-6 hrs

Comments: Must be put in polyolefin bag with NS or D5W at conc. of 2mg/ml and
stable for 12 hrs at room temperature .
IV doses of cyclosporine are about 1/3 of the oral dose.

Dantrium®

Malignant
Hyperthermia
Crisis

Skeletal
muscle relaxant

Neuro-Malignant
syndrome

ICU
ORAnesthesia,
PACU w
MD/LIP in
dept.
FSC

IVPush: 2.5mg/kg, may repeat dose up to
cumulative dose of 10 mg/kg
Or 1 mg/kg rapid IV Push, may repeat
until symptoms subside or cumulative dose
of 10 mg/kg is reached, with successful
treatment continue at 1mg/kg q 6 hrs for 2448 hrs

Comments: Avoid extravasation. Protect from light.
Reconstitute each 20 mg vial with 60 mls of preservative free sterile water = 0.33 mg/ml.
Stable for 6 hrs at room temperature.
Monitoring: performance, cardiac, BP
Malignant Hyperthermia- OR Nursing policy.pdf

Daptomycin
Cubicin

Antibiotic

ALL UNITS

Comments: Pharmacy to admix.
Stable for 12 hrs at room temperature, 48 hrs in refrigerator
Adjust dose in renal impairment

Deferoxamine

Iron Toxicity

ALL UNITS

4 mg/kg in 50 mls NS only, give over 30
mins
Bacteremia: 6 mg/kg in 50 mls NS only,
give over 30 mins
I.I.: 500 mg- 2 gm in 500 mls D5W,
infusion rate should NOT exceed 15
mg/kg/hr although rates up to 40-50
mg/kg/hr maybe attempted in pts with
massive iron intoxication , Infusion time =
12 hrs.
SC Infusion: 500 mg – 3 gm, as 200 mg/ml
conc. with option of adding Hydrocortisone
10-20 mg, given over 10-16 hrs/day.

Cosyntropin
Cortrosyn®
Co-trimazole
Trimethoprim
(TMP)
Sulfamethoxazole
(SMX)
Bactrim/Septra®
Antibiotic

Crotalide
polyvalent
Immune fab
Crofab
Cyclosporine
Sandimmune®
immunosuppressant
Dantrolene

Desferal®
Iron chelator

Comments: Stable for 24 hrs @ Room Temperature
SC Use: Dispense as syringe, connect via butterfly needle and given via PCA pump for
SC use. Protect from light. Pharmacy: Reconstitute 500 mg vial with 5mls of sterile
water. = 95 mg/ml, reduce dose w Crcl<10mls/min.
Change sc site, tubing and syringe q 72 hrs.
Side Effects: Urticaria, hypotension, shock following rapid IV. Adverse ocular effects
from long term deferoxamine therapy may include decreased visual acuity, blurred
vision, night blindness, impairment or loss of color vision, optic neuropathy, and retinal
pigmentation changes.
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Desmopressin
DDAVP

Dexamethasone
Decadron®

Control of
surgical
hemorrhage ,
uremic bleeding,
Hemophilia A,
Von Willeb.
Diab. Insipidus

ALL UNITS

I.I.: 0.3 mcg/kg diluted in 50 ml NS, over
15- 30 mins

Anti-inflamma
tory,
Antiemetic

ALL UNITS

IV Push: < 12 mg dilute with 5 mls NS
over 1-2 mins, flush with 5 mls NS.
I.I.: doses > 12 mg in 50 mls D5W over
10-15 mins

Comments: Rapid administration may cause perianal discomfort
Pharmacy Admixed > 12 mg doses: 14 days at room temperature
Monitoring: Hyperglycemia
Side Effects: Tingling, sodium & fluid retention, inc. glucose, Neuropsychiatric
symptoms- sleep disturbances.
Pharmacy info: Anti-inflammatory potencies:
Dexamethasone 4mg = 2 0 mg Methylprednisolone

ICU sedation

ICU,
Anesthesia

200 mcg / 50 mls NS = 4 mcg/ ml
400 mcg / 100 mls NS= 4 mcg/ ml

Comments:
Do Not Titrate. Must be approved by ICU Intensivist/Pulmonologist and restricted to 5
day infusion.
Side Efects: Hypotension, Bradycardia, Hypertension.

IV Push.: For D.I.: 1-4 mcg diluted in 10
mls D5W or NS 1 min

Anti-adrenal
glucocorticoid

Dexmedetomidine
Precedex

Comments:
Contraind.: if Crcl < 50 mls/min
The comparable IV dose is about 1/10 the intranasal dose.
Monitoring: BP, HR, Lytes, SOB

®

I.I. LD: 1 mcg/kg infused over 10 minutes
then CI: 0.2-0.7 mcg/kg/hr , max; @
1mcg/kg/hr

Alpha agonist
Sedation
NON-FORMULARY

Dextran 10%
Dextran 40 in 5 %
Dextrose
(10% LMD)

Thrombosis
Prophylaxis s/p
vascular surgery

ALL UNITS

500 milliliters (mL) of dextran 40 (100
mL/hour) during the procedure, followed by
another 500 mL (75 mL/hour) immediately
after, then equal amounts for three
consecutive days.

Side effects: Rarely: hypotension- monitor BP q 4 hr during infusion.
Rarely anaphlactoid like reactions: flushing, erythema, or urticaria; a "strange" feeling;
lumbar pain; fever and/or shivering; mild to severe hyptension; gastrointestinal
disturbances; respiratory distress; bronchospasm; and/or cardiac or respiratory arrest.

ALL UNITS

IV Push: 25 grams=50mls of 50% undiluted
over 1-2 mins , flush with 5 mls NS, may
repeat as ordered

Comments: Be sure of good IV access to prevent extravasation .
Do not use if solution is cloudy.
Monitor: Blood glucose

Note: Not
recommended for
DVT/PE
prophylaxis by
2008 ACCP

Dextrose 50%
D50
50 mls= 25 gms

Hypoglycemia
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Dextrose 50%
D50
50 mls= 25 gms
Carbohydrate

Hyperkalemia

Diazepam

Anticonvulsant,
Sedation,
Anti-anxiety,
Muscle relaxant

Valium

®

Benzodiazapine

Digoxin
Lanoxin®
Cardiac Glycoside

CHF, A. Fib.

ALL UNITS

IVPush: 25 grams=50mls of 50% undiluted
over 1-2 mins with 10 units regular insulin
IVPush and if ordered : Calcium Gluconate
IVPush: 10-20 mls of 10% over 2 mins to
antagonize membrane effects, with bicarb
when ordered, & with Albuterol 2.5 mg/ 3
mls via neb when ordered

ED
ICU
IRad
PACU
Pre-op, GI
Endo.
MFICU/
OB-GYN,
MD/LIP in
other units

IVPush: 5-10mg undiluted at 5mg/min q 515 mins as necessary up to a max. dose of
30 mg & may repeat in 2-4 hrs if needed for
treatment of seizures,
OR
After 1st dose wait 2 mins, then give a 2nd
dose to total of 10 mg, may repeat in 2-4
hrs up to 30 mg in a 8 hr period

All Units

IVPush: < 0.25 mg dilute with 10 mls NS
over 3-5 mins, flush with 5 mls NS.
___________________________________
__
IVPush: < 0. 5 mg dilute with 10 mls NS
over 3-5 mins, flush with 5 mls NS.

__________
_____
ICU,
CSDU,MSD
U
All Units

Treatment of Hyperkalemia:Follow MD orders:
1.Stop K+ infusions and oral therapy and Contact MD/LIP to
Discontinue K+ infusions.
2. Consider Calcium Gluconate IVPush: 10-20 mls of 10% over 2 mins or
1 gm in 50 mls D5W X 1-2 doses over 5-10 mins)
3. Dextrose IV Push ( 50 mls of D50 IV Push) undiluted over 1-2 mins
4. Regular Insulin IVPush ( 10 units)
5. Bicarbonate IVP (50 meq= 50 mls of 8.4% over 2 mins
6. B2 adrenergics-albuterol nebs (10-20 mg=12-24 mls nebulized);
7. Loop diuretics
8. Na Polystyrene (15-60 gms)
9. Hemodialysis
Comments: Do not inject into small veins. If direct injection is not feasible, may inject
through infusion tubing as close as possible to the vein insertion. Avoid extravasation.
Flush before & after with NS.
Not for procedural sedation
Not compatible with any other drugs or solutions.
Not for Syringe infusion due to incompatibility with other solutions
Monitoring: BP, sedation, resp. depression, IV site.
Flumazenil must be readily available for reversal of benzodiazepine toxicity.

Comments: DIGITALIZING/ LOADING DOSE – Pt must be on a continuous cardiac
monitor. Give ½ total, ¼ of total x 2 doses given 6 hrs apart.
Amiodarone & Diltiazem inc. dig. Levels. No loading dose change in patients with renal
failure. Note: Adult & pediatric strengths
Monitoring: BP and HR; baseline and periodic ECG monitoring.
Monitor HR & BP before and q 15 mins x 2

I.I.: doses > 0.25 mg in 50 mls D5W over
15-30 mins
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Digoxin immune
FAB

Digoxin toxicity

ED
ICU

1. Acute ingestion of unknown amount of
digoxin & digoxin level not available:
10 vials= 400 mg intravenous in 50 mls
NS over 30-60 mins using an in-line
0.22 micron membrane filter, a repeat
dose may be administered but requires
MD evaluation
2. acute ingestion of known amount of
digoxin:
# vials of DIGIFAB ® = mg total digoxin
body load X 0.8 / 0. 5 mg of dig bound/vial
3. Chronic ingestion acute distress with no
steady state dig level known: 6 vials
4. Chronic ingestion, steady state dig level
known: # vials= dig level (ng/ml) x
weight in kg / 100
IVPush: 0.5-1 mg over 1-4 mins
OR
I.I.: 0.5-1 mg in 50 mls NS over 15-30 mins

Comments: Cardiac monitor is required.
Use a inline 0.22 micron filter
Each vial = 40 mg will bind 0.5 mg digoxin
Check K+ ,dig level prior to 1st dose.
Dig levels will be inaccurate for 1 week.

Migraines

ALL UNITS

A. Fib/Flutter,
PSVT

ED
CSDU
ICU
FSC
MSDU
PACU
R.R.T w
MD/ LIP
Present.
MD/LIP/
Action RN

IV Push: A.fib/flutter: initial dose
0.25mg/kg undiluted (average 20mg) over
2mins- may repeat in 15 min at a dose of
20-25 mg (0.35 mg/kg) over 2 mins then

Comments: Patient must be on a bedside cardiac monitor for IV Push/C.I.
Requires MD/LIP order for adjustments.
Do not titrate. Call MD/LIP for changes.
Do not use CCb’s for wide QRS tachy’s of unknown origin.
Cautious use with IV B Blockers.
Infusions of 3,5,7,11 mg/hr are equivalent to 120,180,240, 360 mg po daily of reg or SR
Monitoring: EKG, BP, HR for hypotension, arrhthymias, CHF, Bradycardia.
Stability: 24 hrs refrigerated
Related Policies:

All Units

I.I.: 25-50 mg diluted with 50 mls NS , over
10-15 mins

Digifab®

Dihydroergotamin
e
Ergot alkaloid
Diltiazem
Cardizem®
Calcium
Channel Blocker

Dimenhydramine
Dramamine

Motion sickness
prevention/treat
ment

CI: 125 mg / 125 mlsD5W= 1mg/ ml (by
adding 125mg (25mls) of diltiazem to 100
mls D5W
Start @ 5mg/hr to achieve rate control and
Do Not titrate. Call MD/LIP for order to
increase/decrease by usual of 5 mg/hr to
achieve rate control if indicated. Usual
max. is 15 mg/hr . Higher doses up to a
Maximum of 20 mg/hr may be indicated
and a cardiology consult is
recommended.

Comments: No greaater than 2mg/ 24 hrs or 6 mg/wk.
Do not use within 24 hrs of serotonin agonists or if MAOI’s within last 2 weeks.
Contraindicated: Severe CRF, HTN, Ischemic Disease

DILTIAZEM (CARDIZEM) INFUSION: FOR TREATMENT OF ATRIAL TACHYARRHYTHMIA
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Diphenydramine

Pruritis
Allergic reactions

ALL UNITS

Benadryl®
Antihistamine

Dobutamine
Dobutrex®
Adrenergic agonist
TITRATE MED
LOOK ALIKE /
SOUND ALIKE

__________
ALL UNITS
For
emergencies
such as
med/transfus
-ion
reactions or
__________
All Units &
for patients
with Opioid
induced
prutitis
CHF, Shock

CSDU
ED
ICU
PACU
Cardiology

IV Push: < 25mg Undiluted given over 1-2
mins, flush with 5 mls NS, MR x 1 in 15
mins.

______________________
IV Push: < 50 mg undiluted given over 1-2
mins, flush with 5 mls NS

Comments: Consider nalbuphine (mixed opiate agonist/antagonist) for pruritis due to
systemic opioids. Lower dose in geriatric population and renal failure. May be given
with metoclopramide in same syringe.
Side Effects: Sedation, dizziness. Benadryl is a respiratory stimulant not a respiratory
depressant. Can cause drying of oral secretions and urinary retention in high doses.
Monitor for sleep disturbances, Parkinson symptoms- motor restlessness, dyskinesias,
and tardive dyskinesias.

___________________________________
I.I: : > 25-50 mg dilute with 50 mls D5W
or NS, over 15-20 mins

CI:
250 mg/250mls D5W = 1mg/ml
500 mg/250mls D5W = 2mg/ml
Start @ 2.5mcg/kg/min and adjust by 2.5
mcg/kg/min q 5 mins to achieve goal CI >
2.0 or MAP, desired BP. Usual dose range:
2-20 mcg/kg/min
Max Dose:
CSDU - 10 mcg/kg/min-Do Not Titrate
ICU/ED, Cardiology - 20 mcg/kg/min
Up to 40 mcg/kg/min if MD/LIP ordered

Comments: Central vein preferred except in emergencies.
Requires MD/LIP order for therapeutic goal (ex: BP, HR, MAP) or reason. Titrate per
order to goal. Exp. date for pre-mix bag if bag is out of protective overwrap = 14 days.
Correct low BP before use. Avoid when SBP< 90-100. Tachyphylaxis with use > 4-7
days
Incompatible w bicarbonate. Taper to DC
Monitor: BP, EKG, HR, Urine O., K+, HR,BP, chest pain, angina, n, h/a
Monitor IV site for extravasation. Use Phentolamine for extravasation
Side effects: Ectopic beats, tachycardia, angina pain, palpitations, hypo-hypertension,
headache.
Related Policies:
DOBUTAMINE: IV ADMINISTRATION
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Dopamine

Hypotension &
shock

Adrenergic agonistinotrope
TITRATE MED
LOOK ALIKE /
SOUND ALIKE

Doxycycline

Bacterial
Infection

CSDU
ED
ICU
PACU
I.R.

ALL UNITS

CI:
400mg/500mls = 0.8 mg/ml - single
800mg/500mls = 1.6 mg/ml - double
Renal Dose: 1-5 mcg/kg/min
Cardiac Dose: 5-10 mcg/kg/min
Vasopressor Dose: 10-20 “
Renal/Cardi.:Titrate by 1mcg/kg/min q1030 min
Vasopressor: Start @ 5 mcg/kg/min and
titrate by 2.5 mcg/kg/min q 5 mins to
achieve increase in SBP to 100-120 or
MAP> 60 or U/O or > 30 mls/hr , or as
ordered.
Max. Dose:
CSDU, MSDU - Do Not Titrate
5 mcg/kg/min
ICU - 30 mcg/kg/min- unless higher max. is
ordered by MD/LIP
Up to 50 mcg/kg/min If MD/LIP ordered.
100mg /250mls D5W/ NS over 2 hrs q 12
hrs

Antibiotic
200 mg/250 mls D5W/ NS over 2 hrs q
12hr
Droperidol

Antiemetic

Eccalantide

Hereditary
angioedema

Endoscopy
PACU
Ed
ICU
ED, ICU,
CS2

Kalbitor®
kallikrein inhibitor
Enalaprilat

Hypertension

All Units

Vasoconstrictor,
bronchodilator

ICU, CSDU,
MSDU,
Med 4 Tele.
PACU, ED
ED
CSDU
ICU
I. Rad
PACU
FSC

Vasotec®
Ace Inhibitor

Ephedrine
Sympathomimetic
LOOK ALIKE /
SOUND ALIKE

Comments: Central vein preferred except in emergencies.
Requires MD/LIP order for therapeutic goal (ex: BP, HR, MAP) or reason. Titrate per
order to goal.
Exp. date for pre-mix bag if bag is out of protective overwrap = 14 days.
Bicarbonate will inactivate dopamine.
Taper to DC
Monitor: IV site for extravasation. Use Phentolamine for extravasation
BP, EKG, HR, Urine O.,
Side effects: Ectopic beats, n/v, chest pain,
tachy, hypo-hypertension, tremor, anxiety, headaches, resp. difficulty.
Related Policies:
DOPAMINE: IV ADMINISTRATION

Comments: Pharmacy admix.
Solutions are stable for 12 hrs @ Room Temperature , 72 hours if refrigerated and
protected from light.
Avoid extravasation. May cause severe vein irritation.
Central line is preferred.

IV Push: 0. 625 mg in 3-5 mls NS
over 1-2 mins
I.I. 0.625 mg in 50 mls D5W/NS over 1530 mins
Acute Attacks: 30 mg Sc in three 10 mg (1
mL) injections using the same or in
different anatomic locations (abdomen,
thigh, upper arm; an additional dose of 30
mg may be administered within a 24 hr
period if attack persists
I.I.: doses: 0.625 – 5 mg in 50 mls D5W
over 10-15 mins
___________________________________
IV Push: 0.625- 5 mg IV Push, diluted in 5
mls NS over 2-3 mins

Comments: Caution: higher dosing with QTc prolonging meds can cause QTC
prolongation. Recommend baseline EKG for QTc and post dose EKG.

IVPush: 5-25mg/dose undiluted over 2
mins, titrate to response. Do Not Exceed
150 mg in 24 hrs

Monitor: Cardiac monitor is required.
Palpitation, arrhythmias, tachycardia, increased BP, anxiety, tremors. Monitor BP, HR,
U/O

Comments: Available in ED and Pharmacy
Side effects: local injection site reactions: local pruritus, erythema, pain, irritation,
urticarial. Possible hypersensitivity reactions including anaphylaxis.
Monitor: Monitor patients for improvement in symptoms of acute attacks of hereditary
angioedema and above side effects.
Comments: Stable for 24 hrs @ R.T.
dosage must be reduced with renal impairment. Hypotension is more common when
hyponatremia is present.
The dose for pt's being converted from oral to IV is the same total dose per day
Monitor:
BP q 1 hr x 2 , K+, BUN, Cr. Blood pressure per unit standards.
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Epinephrine
Sympathomimetic
TITRATE MED
LOOK ALIKE /
SOUND ALIKE

Anaphylaxis,
cardiac arrest,
symptomatic
bradycardia,
bronchoconstriction

CSDU
ED
ICU
I.Rad.
PACU
For Code
Blue
under
direction of
LIP, given
by Critical
care RN,
Action RN
or
APRN

ACLS Use IV Push: 1 mg , may repeat q 35 mins
IV Push Anaphylaxis: 0.3- 0.5mg , repeat q
5-10 mins
CI: 4 mg in 250ml D5W or NS = 16
mcg/ml -single
8 mg in 250ml D5W or NS = 32
mcg/ml - double
Inotrope: Start @ 0.02 mcg/kg/min, titrate
by 0.02 mcg/kg/min q 5 mins to achieve
increase of SBP to 100-120 or MAP>60 or
Cardiac Index > 2.0 as ordered by MD/LIP.
Max: 0.2 mcg/kg/min unless MD/LIP
orders higher max.
Vasoconstriction:
>0.2mcg/kg/min, titrate to desired response
EndoTracheal: 2-2.5 mg diluted in 10mls
NS
IVP: Anaphylaxis IVP: 0.3-1 mg

Comments:Use : 10mls of 1:10,000=1mg/10ml Syringe, follow with NS flush
_______________________________________
Note: Pre-filled syringes (Epi-Pen) 0.3 mg IM for adults with anaphylaxis.
Pre-filled syringes (Epi-Pen) 0.15 mg IM for children under 40 pounds with anaphylaxis.
For anaphylaxis with severe Hypotension: Use 0.3-0.5 mls (0.3-0.5mg) of 1:10,000=
0.1mg/ml if IV ordered
Stability when Protected from Light in refrigerator: 14 days
Continous Infusion requires MD/LIP order for therapeutic goal (ex: BP, HR, MAP) or
reason. Titrate per order to goal.
________________________________________
Protect from light.
Disgard vials or solutions if turns pink or brown
Cardiac monitor is required. Titrate per order.
Central line preferred.
Monitor: EKG, HR, BP.
Side effects: Tachycardia, arrhythmias, hypertension, decreased renal blood flow,
dizziness, headache, anxiety.
Related Policies:
EPINEPHRINE (ADRENALIN): IV INFUSION

Bicarbonate will inactivate epinephrine.
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Epoprostenol for
inj.
Veletri

Room
temperature
stable
Vasodilator &
inhibitor of platelet
aggregation
HIGH ALERT / DOUBLE
CHECK

Pulmonary
Arterial
Hypertension
NYHA Class III
& IV

ED
CSDU
ICU
PACU
Inter. Rad.
OR
SDS

CI:
Usual initiation rate= 2 ng/kg/min.
Maintenance rate 2- 150 ng/kg/min.
Some pts may require higher doses.
Mixed in CADD pump reservoir in conc.
0.5- 9 mg/100mls with Sterile water as
diluent. (not Flolan diluent ).
Patients own infusion may be administered
until Pharmacy sends the initial infusion
plus a back up for emeregency use.
Initially may be infused with Alaris pump
in new pt. or if CADD is not available.
Rate changes by MD/LIP only based on
symptoms not wt. changes.
CADD pump will read rate as
mls/24hrs vs. Alaris as mls/hr.
Requires Pharmacy admixture based on
current admixture and dosing information
obtained by calling Accredo Ther. 800-3444874.
Infusion rate in mls/ 24 hr with CADD
pump =
dose (ng/kg/min) X Wt.(kg) X 60 mins\
Final conc. (ng/ml) X 24 hr

Comments : Rph or MD/LIP must call Accredo Ther. @ 866-344-4874 (ask for Boston
Pharmacy dpt) or other company provider to verify current conc., dose delivered, and dosing
weight (not current weight). Orders must be written in – ng/kg/min, conc of the CI (ng/ml) and
mls/24 in CADD pump & mls/hr via Alaris Pump by MD/LIP and verified by RPH & RN.
Central line is preferred.
Stability: No ice packs are required due to enhanced stability due to higher PH from arginine.
1. Epoprostenol for inj 1.5 mg/100mls S/W= 15,000 ng/ml -Stable in refrigerator for 24 hrs
then when used at R.T stable for another 24 hrs
2. . Epoprostenol for inj > 3 mg/100 mls S/W - Stable in refrigerator for 7 days then when
used at R.T stable for another 24 hrs.
Pharmacy: After reconstitution with sterile diluents FLOLAN must be administered through a
sterile 0.22 micron filter.
CI requires use of a CADD pump. Light protection required for drug stability.
A second CADD must be admixed for possible emergency use.
Procedure: Cassettes MUST BE numbered in sequence and the manufacturing sheet must
include these numbers with 48 hr expiration dates
Day 1: Make #2 Epoprostenol –per MD/LIP order #1 sent to nursing unit for immediate pt
use # 2 stored in nursing unit refrigerator
Day 2: Use # 2 Epoprostenol in nursing unit refrigerator– 24 hrs after # 1 initial one is
dispensed. Admix # 3 and store for next days dose
Day 3 : Continue sequence
Day of Discharge: Discard extra cassette.
All reconstituted solutions must be stored in a refrigerator until time of use and are stable for
48 hrs @ refrigerator temps.
Change tubing 3 x /week. The conc. may be increased to facilitate the 100 mls CADD bag size
limit.
A back-up peripheral line designated for emergent (lost access or dysfunctional line)
The line must have NO piggybacks meds, NO blood draws and NO flushing. A tag should be
placed on the line indicating: “Epoprostenol: DO NOT FLUSH”.
Med has a short half-life (approximately 3-5 minutes); therefore, the continuous infusion must
not be interrupted or stopped.
Abrupt withdrawal or sudden large reductions in dosage even for several minutes can
precipitate symptoms associated with rebound PAH (dyspnea, dizziness, asthenia).
No not slow or stop infusion without Pulmonary MD/LIP order and guidance.
Monitor: S&S’s of PAH: chest pain, dyspnea, palpitations, orthopnea, syncope.
Monitor for side effects of insufficient med: cyanosis, chest pain, cough, fatigue/weakness,
palpitations, shortness of breath.
Monitor for excess med: diarrhea, headache, lightheadedness/fainting, nausea, vomiting
Monitor for side effects of chronic med: depression, diarrhea, jaw pain, hypotension, muscle
pain, sensitivity to light, ascites.
Concomitant use with anticoagulants (warfarin, enoxaparin, dalteparin, lepirudin, argatroban)
or antiplatelet agents (NSAIDS, salicylates) may increase risk of bleeding.
Diuretics, antihypertensives, vasodilators may result in added reductions in BP when given
with epoprostenol.
Monitor for changes in Pulm. Fxn., dyspnea, syncope, chest pain, flushing, tachycardia,
hypoxia, N/V, hypotension.

Related Policies:
MEDICATIONS: DOUBLE CHECK
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Epoprostenol
sodium
Flolan®

Requires ice
packs
Vasodilator &
inhibitor of platelet
aggregation
HIGH ALERT / DOUBLE
CHECK

Pulmonary
Arterial
Hypertension
NYHA Class III
& IV

CSDU
ICU
I.R.
ED
PACU
OR
SDS

CI:
Usual initiation rate= 2 ng/kg/min.
Maintenance rate 2- 150 ng/kg/min.
Some pts may require higher doses.
Mixed in CADD pump reservoir in conc.
0.5- 9 mg/100mls with Flolan diluent.
Patients own infusion may be administered
until Pharmacy sends the initial infusion
plus a back up for emeregency use.
Initially may be infused with Alaris pump
in new pt. or if CADD is not available.
Rate changes by MD/LIP only based on
symptoms not wt. changes.
CADD pump will read rate as
mls/24hrs vs. Alaris as mls/hr.
Requires Pharmacy admixture based on
current admixture and dosing information
obtained by calling Accredo Ther. 800-3444874.
Infusion rate in mls/ 24 hr with CADD
pump = dose (ng/kg/min) X Wt.(kg) X 60
mins\ Final conc. (ng/ml) X 24 hr

Comments : Rph or MD/LIP must call Accredo Ther. @ 866-344-4874 or other
company provider to verify current conc., dose delivered, and dosing weight (not current
weight). Orders must be written in – ng/kg/min, conc of the CI (ng/ml) and mls/24 in
CADD pump & mls/hr via Alaris Pump by MD/LIP and verified by RPH & RN.
Central line is preferred and requires a dedicated line.
CI requires use of a CADD pump with ice packs (change q 4-6 hrs) or in case of
emergency with Alaris - ice packs & light protection required for drug stability.
A second CADD must be admixed for possible emergency use.
Procedure: Cassettes MUST BE numbered in sequence and the manufacturing sheet
must include these numbers with 48 hr expiration dates
Day 1: Make Two Epoprostenol (Flolan) –per MD/LIP order #1 sent to nursing unit
for immediate pt use # 2 stored in Pharmacy refrigerator
Day 2: Dispense # 2 Epoprostenol (Flolan) to nursing unit – 24 hrs after # 1 initial one is
dispensed Admix # 3 and store in Pharmacy refrigerator for next days dose
Day 3 : Continue sequence
Day of Discharge: Discard extra Flolan stored in Pharmacy refrigerator
All reconstituted solutions must be stored in a refrigerator until time of use and are stable
for 48 hrs @ refrigerator temps.
Change tubing 3 x /week. The conc. may be increased to facilitate the 100 mls CADD
bag size limit. Back-up peripheral line designated for emergent (lost access or
dysfunctional line) FLOLAN use must be present at all times. The line must have NO
piggybacks meds, NO blood draws and NO flushing. A tag should be placed on the line
indicating: “FLOLAN: DO NOT FLUSH”. Flolan has a short half-life (approximately 35 minutes); therefore, the continuous infusion must not be interrupted or stopped. Abrupt
withdrawal or sudden large reductions in dosage even for several minutes can precipitate
symptoms associated with rebound PAH (dyspnea, dizziness, asthenia). No not slow or
stop infusion without Pulmonary MD/LIP order and guidance. Concomitant use with
anticoagulants (warfarin, enoxaparin, dalteparin, lepirudin, argatroban) or antiplatelet
agents (NSAIDS, salicylates) may increase risk of bleeding. Diuretics, antihypertensives,
vasodilators may result in added reductions in BP when given with epoprostenol
Monitor: S&S’s of PAH: chest pain, dyspnea, palpitations, orthopnea, syncope.
Monitor for side effects of insufficient med: cyanosis, chest pain, cough,
fatigue/weakness, palpitations, sob. Monitor for excess med: diarrhea, headache,
lightheadedness/fainting, nausea, vomiting. Monitor for side effects of chronic med:
depression, diarrhea, jaw pain, hypotension, muscle pain, sensitivity to light, ascites.
Monitor for changes in Pulm. Fxn., dyspnea, syncope, chest pain, flushing, tachycardia,
hypoxia, N/V, hypotension
Related Policies:
FLOLAN (EPOPROSTENOL SODIUM): CONTINUOUS IV ADMINISTRATION

Related Policies:
INTRAVENOUS ARGATROBAN THERAPY PROTOCOL
MEDICATIONS: DOUBLE CHECK
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Eptifibatide
Integrilin®
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ACS:Unstable
angina or non-Q
wave MI

CSDU
ED
ICU
PACU

PCI Procedure

Cath Lab

Bacterial
infections
Non-formulary

ALL UNITS

Bacterial
Infection,
Promotility

ALL UNITS

Anemia assoc.
with CRF &
malignanc

ALL UNITS

PSVT, Rate
control for
Afib,A,Flutter

ED
ICU
I.Rad
PACU

Platelet (G2b3a)
inhibitor
See Protocol

Ertapenem
Invanz®
Antibiotic
Erythromycin
Antibiotic
Erythropoietin
Procrit® or
Epogen®
RBC stimulator
Esmolol
Brevibloc®
Beta adrenergic
Blocker
TITRATE MED

ACS - Normal Renal function
IVPush Bolus: 180mcg/kg over 1-2 mins
using 20mg/10 mls vial
CI: Premix= 75mg/100 mls
2mcg/kg/min up to 72 hrs or as directed
Renal Dosing CrCl < 50 mls/min
IVP Bolus: 180mcg/kg
CI: 1mcg/kg/min up to 72 hrs or as
directed
PCI- as above but add 2nd bolus 10 mins
after 1st bolus, may continue infusion until
discharge, or for up to 18-24 hr, or as
directed MD/LIP orders, minimum of 12 hr
of infusion
I.I.: 1000 mg in 100 mls NS (Minibag Plus)
over 30 mins daily.

Comments : Requires RN/LPN verification double check on MAR.
Must be refrigerated until used. Use vented set.
Reduce dose for creatinine >2 (if CrCl is unavailable). Compatible with alteplase,
dobutamine heparin, lidocaine, morphine, nitroglyerin, potassium.
Not compatible with furosemide.
Monitor: Bleeding, thrombocytopenia, anaphylaxis. Avoid unnecessary arterial &
venipunctures. Cardiac monitor is required.
Related Policies:

I.I.: up to 500 mg in 250 mls NS over 60
min.
Promotility Agent: 3-4mg/kg q 6 hr- usual
doses 125- 250 mg in 100 mls NS q 6 hrs
IVPush: 1,000-20,000 units undiluted over
> 1 min.
SC preferred

Comments :Stable for 24 hrs @ Room Temperature with NS or 7 days in refrigerator
If D5W is used must be buffered. Central line is recommended due to phlebitis risk.
Phlebitis, abd. Pain, N/V

LD IVPush: PSVT: load 500 mcg/kg
(remove dose from pre-mix bag) over 1min
then
CI: Pre-Mix 2500 mg/250 mls NS = 10
mg/ml
Start @ 50 mcg/kg/min X 5 mins & if
desired HR (goal HR reduction of 15-20%)
is
not achieved by 5 mins, repeat above LD &
inc. CI by 50 mcg/kg/min to 100
mcg/kg/min for 5 mins. May repeat above
LD and CI in increments of 50 mcg/kg/min
until therapeutic response ( decrease of HR
to 60-80 or SBP to 100-120) or as ordered.
Max of 200 mcg/kg/min , unless higher
max. is ordered.

Comments : Use 25 mg /5 ml for bolus only.
CI requires MD/LIP order for therapeutic goal (ex: BP, HR, MAP) or reason. Titrate per
order to goal.
Central line preferred but peripheral line for emergencies until central line can be
inserted.
Calculation of drip rate (mls/hr)= wt (kg) X mcg/min X 0.006
Monitoring: EKG, BP, HR
Side Effects: hypotension, bradycardia, chest pain, CHF, bronchospasm, nausea &
vomiting
Related Policies:

INTEGRILIN (EPTIFIBATIDE) INFUSION

Comments: Pharmacy admix.
Stable at Room Temperature for 6 hrs or 24 hrs in refrigerator.
Caution if prior anaphylactic reactions to beta-lactams. CrCl< 30 mls/min- 500 mg daily.
Do not mix with other medications or use diluents containing dextrose.

Comments : Flush before and after w NS. No not dilute.
Do Not Shake Vial
More effective when given subcutaneously
Withhold dose if Hg > 12g/dl- increased risk of thrombotic event, may exacerbate
Hypertension, CHF, seizures.

ESMOLOL HYDROCHLORIDE: IV ADMINISTRATION

.
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Esomeprazole
Nexium®

Stress ulcer
Prophylaxis,
Gerd, PUD

Proton Pump
Inhibitor

ALL UNITS

ALL UNITS
Variceal UGIB

Esomeprazole
Nexium®
Proton Pump
Inhibitor
Estrogens
Conjugated

Uterine bleed

ALL UNITS

Uremic bleeding
Premarin®
Ethacrynic acid
Edecrin

Edema, CHF

Loop diuretic

Ethanol
NOT ON GUARDRAIL

Alcohol
withdrawal
syndrome (AWS)
if resistant to
benzodiazepines
Or if
benzodiapines
might mask
neuro
assessments.

CSDU
ED
ICU
PACU
All Units
ICU
OR

IV Push: 40mg dilute with 5ml NS over 3-5
min, flush with 5 mls NS.
Severe hepatic failure 20mg
OR

Comments: May store at room temperature.
H2 antagonists (ranitidine) should be considered for Stress Ulcer Prophylaxis unless the
patient has an active upper Gi bleed or a Hx of GI bleeding.

I.I.: doses > 40 mg in 50 mls NS over 1015 mins
UGIB: LD: 80 mg in 100 mls NS over 1520 minutes then
CI @ 80 mg in 250 mls NS @ 8 mg/hr =
25 mls/hr x 24- 48
with switch to IV Intermittent or oral 4080 mg po bid

Stability: 48 hrs at room temperature, 5 days if refrigerated

I.I.: 25 mg diluted in 50 mls D5W over 2030 mins may repeat in 6-12 hr
I.I.: 0.6 mg/kg/day diluted in 50 mls D5W
over 20-30 mins x 3-5 days
IV Push: 0.5-1 mg/kg over 2-5 min

Comments: Reconstitute with 5 mls of sterile water.
May cause flushing if given too rapid.
Monitoring: control of bleeding, nausea & vomiting

I.I.: 0.5-1 mg/kg in 50 mls D5W over 15-2
0 mins
Ethanol Infusion:
1. Initiate ethanol infusion at
1 mL/kg/hr (10% ethyl alcohol in D5W, NS
or ½ NS), via a peripheral or central venous
line. If the pt’s BAL is unmeasurable at the
time of the initiation of the infusion, a
loading dose equal to 0.5-1 mL/kg of 10%
ethyl alcohol should be given.
The MD/LIP should adjust the Ethanol
dosage according to the pt’s clinical
condition.
Dose: initial bolus of 0.5-1.0 mL/kg of
10%, followed by an increase in drip rate of
10-20 mL/hr q 4-6 hrs. One or max. two
additional boluses of 0.5-1 mL/kg can be
given if the pt’s clinical condition warrants
additional ethanol prior to the next increase
in the rate of infusion.
The pt generally should not receive > than
100 mL/hr of 10% solution.
Usual duration of infusion is 6-7 days as the
pt is detoxified.

Monitoring: BP & HR during rapid administration
Side Effects: Hypotension, h/a, dizziness, hypovolemia, muscle cramps, hyperuricemia,
hyperglycemia, hypokalemia, hypocalcemia, metabolic alkalosis.

Comments:
Inclusion Criteria: Pts consuming large quantities of alcohol on a chronic basis, pts
receiving narcotic-based analgesia, or those with compromised respiratory function when
use of benzodiazepines may predispose a pt to severe respiratory depression. With
Ethanol infusion the goal is to administer a non-sedating dose to prevent Alcohol
Withdrawal Syndrome (AWS) and Delirium Tremens.
Ideally, the BAL should remain at very low-to-undetectable levels (i.e. BAL < 20
mg/dL), however rare pts may require a higher BAL for control of their AWS.
Exclusion Criteria:
Active pancreatitis, Active upper GI bleed, Pregnancy, Acute subdural hematoma, pts
receiving any of the following medications with Disulfiram-like (Antabuse®) effects:
Bromocriptine (Parlodel®), Cefoperazone (Cefobid®), Griseofulvin, Metronidazole
(Flagyl®), or Procarbazine (Matulane®), Chronic alcoholic end-organ diseases; cirrhosis,
portal hypertension, pancreatitis, cardiomyopathy, thrombocytopenia due to
splenomegaly, evidence of bone marrow suppression, chronic myopathy, chronic
neuropathy, and Wernicke’s or Korsakoff’s syndrome.
Caution: should be exercised for the following clinical conditions:
Type II diabetics (NIDDM) receiving sulfonylureas such as glyburide or glipizide
(hypoglycemia), and metformin (lactic acidosis), gout, pts receiving a continuous
infusion of lorazepam to prevent development of alcohol withdrawal syndrome.
(Lorazepam may only be administered on a prn basis for treatment of anxiety).
Monitoring: Per CIWA Protocol. During AWS pts may have fevers & tachycardia.
Signs & Symptoms of alcohol withdrawal should be assessed and documented q 2-4 hrs.
Notify MD/LIP if BAL>50 mg/dl.
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Etomidate
Sedative,
hypnotic/gen.
anesthetic.
Factor VII
Coagulation factor
7
Factor VII (Cont.)
Novoseven®

ER intubation

FACTOR VII
deficiency –
Bleeding
/ surgery
Inhibitors to
Factor VIII or
IX- bleeding
Episodes

ED/ICU RN
in presence
of MD/LIP/
CRNA for
intubation
ALL UNITS

IVPush: 0.2 – 0.6mg/kg over 30-60 secs

Comments: IN PRESENCE OF MD/CRNA.. Full resp. support must be available.
Monitor EKG, BP, HR, O2 sat. Monitor for apnea, laryngospasm, tachycardia,
bradycardia. Can cause transient venous irritation. Available in Intubation Kit in nursing
unit Pyxis.

IV Push: 15-30 mcg/ kg over 2-5 mins q 46 hrs until hemostasis
CI: 15-20 mcg/kg/hr in NS over 12 hrs

Comments: Nursing to reconstitute bolus doses. Follow Package Insert instructions for
reconstitution. Bring factor system to Room Temperature, remove caps from vials, wipe
with alcohol swab, to avoid foaming inject specified volume of Sterile Water diluent
slowly against wall of vial-not directly into powder, gently swirl vial to dissolve contents
until clear colorless solution.
Swirl vial. Do not shake vial. Do not use inline filter. Administer within 3 hrs after
reconstitution. Flush lines with NS. Frequency & duration of use varies.
Monitoring: Document baseline TPR and BP on flowsheet, assess pt’s prior experience
with Factor VII administration and ask about any possible past reactions, instruct the pt
about the infusion and the signs and symptoms to report to the RN/LPN, administer the
Factor VII as ordered, document TPR and BP 15 minutes after the start of the infusion
and then hourly for the duration of the infusion, if temp increases more than 1.8°F or 1°C
from baseline, stop the infusion and notify the LIP, observe for and report signs of
anaphylaxis (urticaria, chest tightness, rash, pruritis, edema, shock, dyspnea). If present,
stop the infusion, notify the MD/LIP if any signs are present and continue to document.
VS q 15 minutes as ordered and assess pt as condition warrants. The risk of anaphylaxis
is low.
Dose, frequency and duration varies with pt weight, extent & type of bleed, levels.
The risk of anaphylaxis is low.
Side Effects: nausea, inj. site pain, fever, chills, headache.
Uncommon: allergic/anaphylactic reactions thrombosis, bleeding, arthralgia.
Uncommon:allergic/anaphylactic reactions (urticaria, chills, chest tightness, rash,
pruritus,edema), thrombosis, bleeding, fever, arthralgia.
Stop if acute hypersensivity reaction

90 mcg/ kg over 2-5 mins q 2hrs until
hemostasis- modify for severity of bleed
+/or response

Coagulation factor
VII

Inhibitors to
Factor VIII or
IX- surgical
bleeding or
Treatment of
severe bleeding
due to
Disseminated
Intravascular
coagulation

Bolus dosing:90 mcg/ kg over 2-5 mins
immediately prior to surgery. Minor
surgery: continue q 2hrs X 48 hrs then q 2-6
hrs until hemostasis. Major surgery q 2hrs
x 5 days then q 4 hrs until healed .
CI: Mix desired total mg needed per 12 hr
period with the factor VIIA diluent only to
give a conc. of 1mg/ml in a 60 mls syringe.
Administer desired mg/hr= mls/hr via the
PCA Guardrail using a PCA pump. Prime
line and infuse maintence IVF’s as close to
venous access site as feasible. Solution is
stable for 24 hrs at room temperature.
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Factor VIII
Von Willebrand
factor(V. W. F.)

All Units
Bleeding in
V.W.Deficiency

Humate-P ®

____________
Surgical bleeding
in V W
deficiency

Factor VIII
Recombinate-®
Antihemophilic

______________
Bleeding in
Hemophilia A

__________
____
All Units

__________
All Units

40-80 units V.W.F: RCO = 17-33 Int. units
of factor VIII)
Dose: 15-75 Int. unit FactorVIII/ kg q 8-12
hrs, repeat until hemostasis or appropriate
elevation in V.W.F: RCO, VWF contents
vary with batch. Use Humate only for V.W.
deficiency.
___________________________
60 int. unit/kg – over 3-20 mins, max. @
4mls/min
40-80 units V.W.F: RCO = 17-33 Int. units
of factor VIII) about 2-2.4 int.
_________________________
IV slow Push: LD: undiluted 15-50 Int.
units/kg or max. @ 10 mls/min unless
ordered as IV Push, then may repeat q 8-12
hrs.
Higher dose for life threatening bleeding.
CI : contact Pharmacy Dept.
Diluted to 10 units/ml NS with rate based
on weight and labs , infuse within 12 hrs of
admixing.
Do not use Recombinate- ® in
V. W. disease.
Keep refrigerated until use.

Factor IX
Benefix®

Bleeding in
Hemophilia B,
with inhibitors to
factor VIII

ALL UNITS

moderate hemorrhage (desire levels to 25%
to 50% of normal Factor IX level), 25-50
international units/kg q 12 to 24 hours for 2
to 7 days, @ 2-4 mls/min, then may repeat
q 8-12 hrs

Comments: Nursing to reconstitute bolus doses
Follow Package Insert instructions for reconstitution.
Humate-: bring factor system to Room Temperature, remove caps from vials, wipe with
alcohol swab, pierce the Sterile Water vial with blue tip of transfer device or with, pull
off remaining clear package, turn Sterile Water vial with device and pierce factor powder
vial, when Sterile Water is empty unscrew counterclockwise the Sterile Water vial with
blue portion, draw air into empty syringe and then screw into the white portion of system
by turning it clockwise, push air into vial and then turn upside down to withdraw solution
into syringe. The contents of more than 1 vial of factor may be combined into the same
syringe.
Swirl vial, do not shake vial. Do not use inline filter.
Administer within 3 hrs after reconstitution.
Flush lines with NS.
______________________________________________________________________
Recombinate- follow above procedure, pierce the Sterile Water vial with clear tip of
transfer device, turn Sterile Water vial with device and pierce factor powder vial, when
powder is dissolved take off blue cap and draw up factor with a syringe. The contents of
more than 1 vial of factor may be combined into the same syringe
Monitoring: Document baseline TPR and BP on flowsheet, assess pt’s prior experience
with Factor VIII administration and ask about any possible past reactions, instruct the pt
about the infusion and the signs and symptoms to report to the RN/LPN,. administer the
Factor VIII as ordered, document TPR and BP 15 minutes after the start of the infusion
and then hourly for the duration of the infusion, if temp increases more than 1.8°F or 1°C
from baseline, stop the infusion and notify the LIP, observe for and report signs of
anaphylaxis (urticaria, chest tightness, rash, pruritis, edema, shock, dyspnea). If present,
stop the infusion, notify the MD/LIP if any signs are present and continue to document.
VS q 15 minutes as ordered and assess pt as condition warrants.
The risk of anaphylaxis is low.
Dose, frequency and duration varies with pt weight, extent & type of bleed, levels.
Side Effects: nausea, inj. site pain, fever, chills, headache.
Uncommon: allergic/anaphylactic reactions thrombosis, bleeding, arthralgia.

Comments: Nursing to reconstitute bolus doses. Follow Package Insert instructions for
reconstitution. Bring vial(s) system to Room Temperature., remove caps from vials, wipe
vials with alcohol, remove plastic cover from short end of double-needle and insert into
diluent vial, remove cap from the long end of needle and insert into the powder vial, to
avoid foaming allow the diluent transfer to contact vial wall not the powder, vacuum will
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Surgery or major
trauma

ALL UNITS

Hemophilia A or
B
Hemorrhage with
inhibitors of
Factor VIII, XI,
or XII -

ALL UNITS

Benefix®

ANTIINHIBITOR
COAGULANT
COMPLEX
Feiba-®
Autoplex

desire levels to 50-100% of normal Factor
IX level- 50-100 unit/kg pre-op and q 12-24
hrs
Keep refrigerated until use.

25 to 100 Units/kilogram, max rate of 2
units/kg/min. Max. dose = 200 unit/kg.
Joint hemorrhage: 50 units/kg (up to 100
units/kg) q 12 hrs
Mucous membrane bleed: 50 units/kg q 6
hrs
Soft tissue hem.: 100 units/kg q 12 hrs
(max)
Severe hem.: 100 units/kg q 12 hrs up to q 6
hrs
Keep vials refrigerated until use

wwithdraw the diluent into the concentrate vial, swirl vial, do not shake vial, and then
using a desired syringe remove dissolved Factor IX. The contents of more than 1 vial of
coagulant complex may be combined into the same syringe. Do not use inline filter.
Administer within 3 hrs after reconstitution. Flush lines with NS.
Monitoring: Document baseline TPR and BP on flowsheet, assess pt’s prior experience
with Factor IX administration and ask about any possible past reactions, instruct the pt
about the infusion and the signs and symptoms to report to the RN/LPN, . administer the
Factor IX as ordered, document TPR and BP 15 minutes after the start of the infusion and
then hourly for the duration of the infusion, if temp increases more than 1.8°F or 1°C
from baseline, stop the infusion and notify the LIP, observe for and report signs of
anaphylaxis (urticaria, chest tightness, rash, pruritis, edema, shock, dyspnea). If present,
stop the infusion, notify the MD/LIP if any signs are present and continue to document.
VS q 15 minutes as ordered and assess pt as condition warrants. The risk of anaphylaxis
is low.
Side Effects: nausea, inj. site pain, fever, chills, headache.
Uncommon: allergic/anaphylactic reactions (urticaria, chills, chest tightness, rash,
pruritus, edema), thrombosis, bleeding, fever, arthralgia. Stop if acute hypersensivity
reaction
Comments: Nursing to reconstitute bolus doses. Follow Package Insert instructions for
reconstitution. Bring vial(s) system to Room Temperature, remove caps from vials, wipe
vials with alcohol, open package of device by peeling away the lid, pierce the Sterile
Water diluent vial w tip of transfer device, pull off remaining clear package, turn Sterile
Waater vial with device and pierce factor powder vial, vacuum will draw the diluent into
the concentrate vial, swirl vial, do not shake vial, turn the device handle down towards
the complex vial and remove the cap of syringe connections, draw air into the syringe and
connect to device, inject air into the concentrate, turn system upside down and draw
concentrate into the syringe, attach desired syringe to side port and remove contents. The
contents of more than 1 vial of coagulant complex may be combined into the same
syringe. Do not use inline filter. Administer within 3 hrs after reconstitution. Flush lines
with NS.
Monitoring: Document baseline TPR and BP on flowsheet, assess pt’s prior experience
with ANTI-INHIBITOR COAGULANT COMPLEX administration and ask about any
possible past reactions, instruct the pt about the infusion and the signs and symptoms to
report to the RN/LPN,. administer the ANTI-INHIBITOR COAGULANT COMPLEX
as ordered, document TPR and BP 15 minutes after the start of the infusion and then
hourly for the duration of the infusion, if temp increases more than 1.8°F or 1°C from
baseline, stop the infusion and notify the LIP, observe for and report signs of anaphylaxis
(urticaria, chest tightness, rash, pruritis, edema, shock, dyspnea). If present, stop the
infusion, notify the MD/LIP if any signs are present and continue to document. VS q 15
minutes as ordered and assess pt as condition warrants. The risk of anaphylaxis is low.
Side Effects: nausea, inj. site pain, fever, chills, headache.
Uncommon: allergic/anaphylactic reactions (urticaria, chills, chest tightness, rash,
pruritus, edema), thrombosis, bleeding, fever, arthralgia. Stop if acute hypersensivity
reaction
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Famotidine
Pepcid-

®

Stress Ulcer
Prophylaxis,
Duodenal ulcer,
GERD

ALL UNITS

H2 antagonist

Fat Emulsion
20 %

Corlopam®
TITRATE MED

Comments: Increase interval for renal impairment.
Monitoring: Platelet’s, mental status changes.

I.I.: 40 mg in 50 mls D5W or NS over 1015 mins- Pharmacy admix
Calories for TPN

ALL UNITS

Treating Local
anesthestic
toxicity- Notify
Anesthesia/
Medical
team/Pharmacy
stat

Fenoldapam

IV Push: 20 mg dilute with 5 mls NS over
1-2 mins, flush with 5 mls NS, daily – q 12
hrs

Severe HTN

20% 250 mls over 12 hrs= 20 mls/hr

Bolus: 1.5 ml/kg (lean boody weight) IV
over 1 min (79 kg = 100 mls) , then
CI: 0.25 ml/kg/min ( about 18-20 mls/hr
Persistent Cardiovascular collapse ( low
BP/HR:
Repeat bolus once or twice and increase CI
to 0.5 mls/kg/min ( 70kg- 40 mls/hr)
ICU

Never give as bolus.
CI: 0.1-0.3 mcg/kg/min, inc. by 0.05-0.1
mcg/kg/min q 15-20 mins until target BP is
reached, usual dose 0.1-1.6 mcg/kg/min, up
to 48 hrs.

Comments: Infused separately from AA/Dextorse/Electrolytes 20% provides 2 kcal/ml.
Attach to Y site after TPN 0.2 micron filter.
Not to infuse > 12 hrs to lessen risk of bacterial/fungal growth.
Notify Anesthesia/Medical team/Pharmacy stat .
Airway management: Ventilate with 100 % Oxygen
Seizure suppression: Lorazepam IV
Basic & Advanced Life support may require prolonged effort.
Continue CI for Local anesthetic toxicity for at least 10 mins after attaining circulatory
stability. Max: 10 mls/kg (70kg=350 mls) over first 30 mins. Avoid vasopressin, Beta
blockers, calcium channel blockers, or local anesthetics. Complete a PSN.

Comments: Dilute to 40 mcg/ml as 10 mg/ 250 mls D5W.
Requires MD/LIP order for therapeutic goal (ex: BP, HR, MAP) or reason. Titrate per
protocol to goal. Must use Infusion Pump. Titrate per order.
Monitoring: BP, HR, EKG, renal/hepatic tests, K+
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Fentanyl*
Narcotic Analgesic
LOOK ALIKE /
SOUND ALIKE
TITRATE MED
HIGH ALERT /
DOUBLE CHECK

Moderate
Conscious
sedation, Gen.
anesthetic

ED
GI Endo
ICU
I.Rad
PACU

______________
_

__________
_____
CSDU
ICU
PACU
MSDU
Med 4 Tele.
Surg,
L&D
__________
_____
ICU

Pain control,
reduce work of
breathing,
Sedation

Narcotic Analgesic
LOOK ALIKE /
SOUND ALIKE
TITRATE MED
HIGH ALERT / DOUBLE
CHECK

Comments: Requires RN/LPN verification double check on MAR for Infusions, epidural

___________________________
Epidural: per standard order with
bupivicaine- Pharmacy mixed In NS 4
mcg/ml-Surg, 2mcg/ml-L&D

Side Effects: Somnolence, coma, resp. depression, CNS depression, arrhythymias,
hypotension, bradycardia, pruritus, nausea & vomiting

Cardiology
Cath Lab, EP
FSC

Epidural

Fentanyl*

IVPush: 12.5-100 mcg undiluted over <
1min
IV –titrate per MD/LIP order PCA IV:

Pain, Sedation

ICU
ED
FSC
ICU, ED,
ONC 6

& PCA only.

Warning: Fentanyl is 100 x as potent as Morphine.
Fentanyl 100 mcg= Morphine 10 mg= Dilaudid 1.5 mg
Decrease dose in renal failure & elderly
Monitoring: Pain relief, loss of consciousness, resp. depression, RR & depth, HR, BP,
mental status, N/V.
If respiratory side effects are noted monitor pulse oximetry.

Related Policies:
MEDICATIONS: High Alert DOUBLE CHECK for Infusions, epidural & PCA only

___________________________
C.I. : for Analgesia for opioid tolerant
patients
refractory to other narcotics or severe
allergy to morphine derivatives:
2500 mcg/250 mls D5W = 10 mcg/ml.
Start @ 25 mcg/hr, and may titrate if
ordered by 25 mcg/hr q 30 mins or as
ordered to desired sedation (to ordered pain
scale or RASS of -1 to -2 or), analgesia and
reduced work of breathing. Max.= 200
mcg/hr, unless MD/LIP orders higher max.

IVPush: 12.5 -1 200 mcg undiluted over <
1min

Naloxone must be readily available as a reversal agent for opioid induced respiratory
depression.

See above

___________________________________
PCA: Low conc: 500 mcg/ 50 mls NS= 10

When Fentanyl is ordered as a continuous infusion plus PCA dosing, it can only be
ordered for patients with sickle cell pain. These patients may only be cared for in the
ICU or on Oncology 6.

mcg/ml
High Conc: 2500 mcg/ 50 mlNS = 50

The Fentanyl continuous + PCA cannot be titrated. Any changes in the dose will require
a new order by the MD/LIP.

mcg/ml
Dose determined by MD”s/LIP’s/ Rph or
Pain Team
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Filgrastim

Neutropenia

CSDU
ED
ICU
Med/Sur.
AACU

I.I.: 300-480 mcg in D5W only (not NS)
with minimum conc. of 15 mcg/ ml over
15-20 mins )

Fungal Infection

ALL UNITS

I.I.: Pre-Mix
100 mg / 50 mls over 1h
200 mg/ 100 mls Premix over 1h
400 mg/ 100 mls Premix over 2h

Reversal of
benzodiazepine
in conscious
sedation and
overdose

ALL UNITS

Reversal Conc. Sedation:
IV Push: < 1 mg, undiluted over 15-30 secs
and wait 1 min, may repeat 0.2 mg at 1 min
intervals until adequate response, max dose
= 1mg and not > than 3 mg in 1 hr
Benzo. Overdose:
IVPush: 0.2 mg over 30 seconds, wait 30
secs with repeat dose of 0.3 mg, then 0.5
mg q 1 min to a total max. of 5mg for those
with partial responses
C.I.: 2mg/ 250 mls D5W or NS
IVPush: up to and including 1 mg diluted in
3-5 mls NS over 1 min
I.I: < 1 mg in large volume IVF’s
LD: 15 mg/kg in 100 mls D5W over 30
mins, then 10 mg/kg q 12 hrs x 4 doses,
then 15 mg/kg q 12 hr thereafter until
ethylene glycol levels < 20 mg/dl & pt. is
asymptomatic with normal PH
I.I.: 150 mg/ 150 mls NS over 30 mins

Neupogen®
Granulocyte
Colony
Stimulating Factor
Fluconazole
Diflucan®

Romazicon®
Benzodiazepine
antagonist

ALL UNITS

Folic Acid
Vitamin
Fomepizole
Antizol

Fosapreptitant
Emend®
P/NK1 receptor
antagonist
Foscarnet

Ethylene Glycol
or methanol
ingestion

ICU

Prevention of
Chemotherapy
induced nausea
and vomiting

All Units

Cerebyx®
Anti-seizure

Status epilepticus

Comments: Do not refrigerate
Dose based on diagnosis and renal function .
Side effects: May cause abdominal pain, diarrhea, nausea.
Possible QT prolongation with high doses and high risk patients. Leukopenia, including
agranulocytosis and neutropenia, has been reported.
Stability: 100 mg dose: 30 hrs at room temperature, 7 days refrigerated
Comments: Compatible with D5W, LR, and NS solutions.
Monitoring: for extravasation into peripheral tissues.
Side Effects: Hypotension, bradycadia, agitation, anxiety. Return of sedation. Risk of
Seizures if patient on chronic benzo’s, Tri Cyclic Antidepressants, cocaine, buproprion .

Comments: Protect from light.

Comments: Fomepizole is dialyzable and is given q 4 hr during HD.
Monitor plasma/urinary osmolarity, ethylene glycol levels, lytes, ABG’s, fomepizole
levels desired 100-300 umol/L = 8-25 mg/L

Stable for 48 hrs at room temperature or refrigerated

ALL UNITS

I.I.: 50-120 mg/kg diluted to 12mg/ml
peripheral or 24 mg/ml centrally in
D5W/NS over 60 mins

Comments: Stable for 24 hrs @ R.T.
Max. of 12 mg/ml via Peripheral line. Max. of 25 mg/ml via Central line. Hydration of 1
Liter with dose is suggested. Max. rate: 1mg/kg/min. Handle as cytotoxic.

ALL UNITS

I.I.: LD: 15-20 mg Phenytoin equivalents
(PE) /kg in NS at rate of 100-150 PE/ min
in conc. of 1-25 PE/ml. DNE rate of 100150 mg PE/min
Maintenance: 4-6 mg PE/kg/day divided in
1-3 doses per day at rate of 100-150 PE/
min

Comments: Fosphenytoin 75 mg= Phenytoin equiv 50 mg
Use dedicated line. Monitor BP, HR. Can be given IV or IM.
Less venous irritation than Phenytoin. May be preferred in patients with no venous access
(give IM) to those with PVD.
No Filter needed. Conversion from fosphenytoin to phenytoin is complete 2 hours after
intravenous administration.

Foscavir®
Fosphenytoin-

More effective when given subcutaneously.
Do not dilute with saline at any time - product may precipitate.
Side effects: RARE: ARDS and splenic rupture

Antifungal
Flumazenil

Comments: IV only if SC not feasible
Flush before and after with D5W not NS.
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Furosemide

Edema, CHF

All Units

Lasix®
All Units

Loop Diuretic

__________
All Units
Ganciclovir

I.I.: 2-6 mg/kg in 100mls D5W-NS over 60
mins
Max. conc. = 10 mg/ml

Bacterial
Infection

ALL UNITS

I.I.:Traditional dosing: 3-5 mg/kg/day in
50 mls given q8-12h.
Gentamicin premix as 120 mg/ 100 mls
Once daily dosing: per protocol- doses up
to 800 mg in 50 mls D5W over 30 mins q
daily or doses up to 200 mg in 50 mls over
30 mins q 8-12 hr

Antihypoglycemi
c

All Units

Reversal of
Beta/Calcium
Blocker toxicity

__________
____

IV Push: Hypoglycemia < 1 mg
undiluted over 1 min, flush with 5 mls
NS.
IVPush: Radiologic exam:1- 2 mg
undiluted over 1 min
___________________________________
__
Beta Blocker/Calcium Channel toxicity:
initial bolus dose of 1-10 mg , may repeat in
10 mins. May need CI: 1 - 5 mg/hr or 0.07
mg/kg/hour as 5 mg / 100 mls D5W
IVPush: 0.1 – 0.2mg undiluted over <1 min
OR
I.I. in 50 mls NS over 10-20 mins

Elevates Glucose

ICU, CSDU,
MSDU
Glycopyrrolate
Robinul®
Anti-cholinergic

Granisetron
Kytril®
5HT3 antagonist
Non-formulary
Use Ondansetron

Comments: Pharmacy admix.
Refrigerate until ready to use-stable for 7 days in refrig.
Requires an 0.22 micron in-line filter.
Chemotherapy precautions- wear nitrile gloves while handling and dispose in hazardous
waste container.
Comments:
Pharmacy to admix.
Stability 24 hrs at room temperaturre or 48 hrs in refrigerator
Consult unit Rph for assistance in dosing multiple doses per day or once daily dosing.
Modify dose or interval for renal impairment. Trough levels recommended for
monitoring.
Renal and/or ototoxic.

ALL UNITS

Antibiotic

Glucagon

Comments: Do not refrigerate CI’s.
Protect from light. Stable for 24 hrs @ R.T.
Furosemide 40 mg = Bumetanide 1mg = Torsemide 20 mg
Monitor: BP & HR during Continuous infusions.
Side effects: Hypotension, headache, dizziness, hypovolemia, muscle cramps,
hyperuricemia, hyperglycemia, hypokalemia, hypocalcemia, metabolic alkalosis.
Ototoxicity can occur with high IV push doses.
Stability: CI: 24 hrs at room temperature

CMV
INFECTION

Cytoven®
Antiviral
Gentamicin

IV Push: < 100 mg undiluted over 1-2 mins
given < 40 mg/min, flush with 5 mls NS.
_________________________
I.I.: >100 mg in 50 mls D5W
only over 15- 30 mins
___________________________________
CI: 1 - 40 mg/ hr in D5W with conc’s of
1mg/ml or 2 mg/ml

Premedication for
anesthetic,
procedure,
Reversal of
neuro-muscular
blockade

CSDU
ICU
PACU
FSC
All Units

Antiemetic
AntagonistChemo only

ALL UNITS

Comments: Dissolve with Sterile water not with manufacturer’s phenol containing
diluent. Solution should be clear and water like. Use immediately.
May cause nausea and vomiting

________________________________________________________________________
For BB or CCB toxicity must be on telemetry.
Contraindicated: Pheochromocytoma , Insulinoma due to risk of severe hypertension..

Side effects: Less than atropine: Possible: Arrhthymias, Palpitations, Agitation, dec.
sweating, constipation, urinary retention, , Temporal headache, Hypertension,
Tachycardia, and Mydriasis

I.I. in 50 mls NS over 10-20 mins

IV Push: 1mg undiluted over 30 sec, flush
with 5 mls NS. OR
I.I.: 1 mg in 50 mls D5W/NS over 10-20
mins

Side effects : RARE- headache,dizziness
Watch for fever, rash, pruritis, and restlessness
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Haloperidol
Haldol®
Antipsychotic

Agitation/
aggression in
ICU psychosis &
other agitated
states

CSDU
ED
ICU
PACU
MSDU
Other noncritical care
units
ICU

Heparin
Anticoagulant

DVT/PE,
Cardiac,
Ischemic Stroke,
DIC

__________
All areas for
Palliative
Careconfusion/
agitation,
nausea/vomting, hiccups
ALL UNITS

HIGH ALERT / DOUBLE
CHECK
LOOK ALIKE /
SOUND ALIKE

Hetastarch 6%
Hespan®

Volume
expansion for
Shock

ALL UNITS

IV Push: 1-5mg undiluted over 1-2 mins
I.I.: up to 10mg in 50 ml D5W over 30
mins
Oral or IM preferred
___________________________________
I.I.: up to 5 mg in 50 ml D5W over 30 mins
Oral or IM preferred.
___________________________________
CI: 100 mg/100 mL D5W): Rates of 1-25
mg/hour
___________________________________
I.I.: 1-4 mg in 50 ml D5W over 30 mins

Comments: Comments: Applies to non-Palliative Care patients: Recommend
baseline Magnesium, potassium and calcium and replace any deficiences before IV
haloperidol is administered to lessen the risk of QTC prolongation and
tachyarrthymias/torsades de pointe.
Recommend baseline EKG for QTc. (Avoid if QTc > 470 msec in women & > 450
msec in men or if patient is on interacting meds.)
Daily EKG / continuous cardiac monitoring is recommended.
Use lowest dose especially for elderly and consider oral or IM dosing in elderly to
control symptoms.
Contrad: Hx of Extrapyramidal movements=EPS. Incompatible with Heparin.
Low risk of EPS, Tardive dyskinesia and neuroleptic malignant syndrome with short term
use. Other alternatives; oral/IM haloperidol, lorazepam. Correct K & Mg deficiencies if
haloperidol is not a emergency. Monitor for EPS, NMS. Do not give decanoate form IV.
Other routes: IM. Oral to IV conversion (approximate): oral dose x 0.625 = daily IV dose
Continuous IV Dosing: An initial bolus dose of 10 milligrams followed by continuous
infusion beginning 3-25 milligrams/hr for severely agitated patients.

See dosing Nomograms under Medication
References.
1. High Intensity- DVT/PE
2. Low IntensityCardiac/Interventional/Stroke
3. Ultra-filtration
IV Push: : < undiluted over 1 min,
CI: per protocols , standard is 25,000 units
in 500 mls D5W= 50 units/ml

Comments: Requires RN/LPN verification double check on MAR.
Refer to Protocols. May give bolus dose IV Push. Use with caution if pt has active or
recent bleed, severe HTN, endocarditis.
Related Policies:

CI: dose and rate depend on fluid losses and
BP.
Usual dose: 500 -1000 mls infused 0.5- 4
hrs.

Side effects: Immune hypersensitivity reaction
Contraindication: severe bleeding disorders, renal failure with oliguria or anuria not
related to hypovolemia,
May increase risk of bleeding in select patients.

MEDICATIONS: DOUBLE CHECK
Protocols\HCH-2282 -Intravenous High Heparin Nomogram - Venous Thrombosis (3-2-11).doc
Protocols\HCH - 2281 - Intravenous Low Intensity Heparin Nomogram - Cardiology and
Vascular Interventional Procedures Ischemic Stroke (3-17-11).doc

Nonprotein colloid
LOOK ALIKE /
SOUND ALIKE
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Antihypertensive,
Essential HTN
emergency

Peripheral
Vasodilator
LOOK ALIKE /
SOUND ALIKE

Hydrocortisone
Succinate

Antiinflammatory

CSDU
ED
ICU
I.Rad
PACU
__________
All units

IVPush: up to 20mg bolus undiluted or in 5
mls NS over 1-2 mins .

L&D

L&D IV push:
5-10 undiluted over 2 minutes, followed at
20 minute intervals by doses of 5-10mg
Maximum total cumulative dose of 30 mg

All Units

Solu-Cortef®
Adrenal
glucocorticoid

__________
CSDU
ED
ICU
PACU
SDS

___________________________________
I.I.: up to 20 mg in 50 mls NS over 15-30
mins

CI: 100 mg/500 mls= 0.2 mg/ml, start @
50 mcg/min and adjust per MD order up
to 400 mcg/min
IV Push:.
Doses <500 mg undiluted over 1-2 mins
I.I.: > 500 - 1000 mg diluted with 100 mls
NS, over 10-20 mins .
___________________________________
IVPush: Doses up to 10 gms undiluted < 1
min

Comments: Pt must be on a cardiac monitor for IV Push.
Decrease dose in geriatric population & decrease frequency in renal impairment.
Will form precipitate with heparin so flush line with NS.
Monitor: BP and HR, Record baseline blood pressure parameters prior to
administration.
Side effects: Hypotension, tachycardia, flushing, edema, malaise, fever
______________________________________________________________________
Comments: Flush line with NS since will form precipitate with heparin
The fall in blood pressure begins within 10 to 30 minutes and lasts from two to four
hours.
Monitor: Cardiac monitoring is not required. Consider cardiac monitoring in cardiac
patients or those with hypotension or tachycardia.
BP & HR Q5 min x 20 mins during IV push loading dose. For continous Infusion monitor
BP and HR Q30 min during hydralazine maintenance.
Monitor: Fluid & electrolytes changes, hyperglycemia, hypertension, leukocytosis,
mental status changes, pancreatitis, muscle weakness, CHF.
May mask signs of infection
Restlessness and psychosis in high doses
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Hydromorphone

Analgesic

All Units

Dilaudid®
Narcotic Analgesic
LOOK ALIKE / SOUND
ALIKE
HIGH ALERT / DOUBLE
CHECK

_______
ICU
ED
ENDO
PACU
FSC
SDS
ONC 6,
ICU, CSDU,
MSDURestrict to
sickle cell
patients

IVPush: Doses < 2mg, dilute in 5 mls NS,
over 2-3 mins
I.I.: Doses > 2 mg / 50 D5W over 10-15
mins
For Highly Opiate Tolerant patients:
Eg: Sickle cell patients: IV Push : up to < 8
mg
_________________________
IVPush: Doses < 4 mg, dilute in 5 mls NS,
over 2-3 mins

_________________________
PCA - SC route: Indicated for control of
Sickle Cell pain when oral or IV routes
can’t be utilized.
Goal: Improved Pain control , 1 ml/hr
-Rate: < 5mg/hr; Use Conc. of 5 mg/ ml 30mls in a 60 ml syringe
-Rate: > 5 mg/hr -Use conc. of 10 mg/ml30mls in a 60 ml syringe

Comments: Continous Infusions require RN/LPN verification double check on MAR.
Warning: Dilaudid is 5-6 x as potent as Morphine.
Dilaudid IV 1.5 mg= Morphine IV 10 mg= Fentanyl IV 100 mcg
Increased risk in frail and elderly or pre-existing respiratory compromise
Monitor : Pulse oximetry, level of consciousness, RR & depth, HR, BP, mental status.
Side effects: Somnolence, coma, resp. depression, CNS depression, arrhythmias,
hypotension, bradycardia, pruritus, nausea & vomiting
Naloxone must be readily available as a reversal agent for opioid induced respiratory
depression.
Related Policies: MEDICATIONS: DOUBLE CHECK
Related Policies: MEDICATIONS: DOUBLE CHECK

Naloxone must be readily available as a reversal agent for opioid induced respiratory
depression.
See Nursing Protocol for Sc Hydromorphone with PCA pump in Nursing Practice
Manual: Pain ( acute): Care of the patient receiving IV or SC Narcotics via PCA Pump.
Change sc site, tubing and syringe q 72 hrs.

Listed in Guadrails ( ONC profile) under
Hydromorphone (Dilaudid) SC-Sickle cell.
Hydromorphone
Dilaudid®
Narcotic Analgesic

ALL UNITS
PCA

-Epidural: see protocol
__________________________________
-PCA: 0.2 mg/ml-see protocol

LOOK ALIKE / SOUND
ALIKE
HIGH ALERT / DOUBLE
CHECK

__________________________________
-CI: Low Conc.= 20 mg/ 100 ml
D5W= 0.2 mg/ml

PCA-7/13/13- All patients who receive an IV continuous opioid infusion or an IV PCA
therapy with basal rate require continuous capnography and pulse oximetry monitoring,
and all respiratory rates must be obtained via capnography.

CI: Use this Low concentration ( 0.2 mg/ml) unless consumption exceeds reasonable
rate of bag change. Can use 50 mg/ 250 mlsD5W=0.2 mg/ml. If pts dosing or if severe
fluid restriction requires a higher conc. , specific MD/LIP orders must be written and
Pharmacy & Nurse Manager must be consulted for patient safety. Rate of dose
escalation must be specified for all CI’s.
CI is a Titrate Med if ordered.
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Ibutilide

Recent onset
A. Fib.

Ordered by
Cardiology
Attending or
card. Fellow
or in EP by
LIP and
must be
present
during RN
administration in CC
Cluster, Cath
Lab or EPS.

1. Magnesium-within normal limits, give
magnesium 2gm’s/100NS over 10 mins
before Ibutilide
2. Ibutilide
PT’s > 60 kg: II: 1 mg/50 ml D5W /
NS over 10 mins
PT’s < 60 kg: II: 0.01 mg/kg/50 ml
D5W / NS over 10 mins
Note: Lower doses should be considered if
used via a central line
3. Repeat Magnesium dose to start
10 mins after ibutilide & give
over 30- 60 mins
4. A 2nd dose may be admin. 10
mins after the 1st dose if A. Fib. persists.

Comments: Criteria for Use:
Baseline Lab values: K+ > 4.0, Mg & Calcium -wnl, EKG w QTc < 450 msec or < 500
msec if on amiodarone, no Hx of Polymorphic VT’s, consider not using if on meds that
prolong the QTc interval- erythromycin, clarith., azole abx’s, phenothiazines, TCA’s,
consider anticoagulation for several weeks if a. fib. duration is > 3-4 days.
No dose adj. with renal or hepatic impairment
Monitor required, have intracardiac pacer, a cardioverter/ defibrillator and meds for
sustained. V. T’s available during and after use of ibutilide.
Monitor V/S q 5 mins during infusion and up to 10 minutes after completion of the
infusion, then q 30 minutes X2.
12 lead EKG for baseline and 4 hrs after infusion. Stop the infusion as soon as the
presenting arrhythmia is terminated of if new or worsened ventricular arrhythmia
develops during the infusion, or for significantly prolonged QT interval.
Use with extreme caution if C1A anti-arrhythmics have been used due to prolonged Qtc
intervals and risk of pro-arrhythmic events.

Gaucher Disease

CCCU

2.5 -60 units/kg once a week or q 4 weeks
in NS

Primary Immune
def’s,
Autoimmune
ITP, IDP=
Inflammatory
demyelinating
polyradiculoneur
opathy

ALL UNITS

Dosing: Consult references
II: start slowly at 30-50 mls/hr for 30 mins,
if tolerated increase to 60-100 mls/hr for
30mins then if tolerated increase to 120-200
mls/hr.
Consult specific product info. for filtration
requirements. Current formulary product is
Gammagard-R liq. 10% that does not
require filtration. Gammagard Sd for pt’s
with IgA deficiency.
Max. rate = 5 mls/kg/hr. If pt is on
alternative product refer to pkg information.

Crohn’s,
Ulcerative
Colitis, Rheum.
Arthritis,
Psoriasis

ALL UNITS

I.I.: 3 mg-10 mg/kg diluted to 250 mls with
NS over 2-3 hrs using in-line low protein
binding 1.2 micron filter.
Start @ 10 mls/hr X 15 mins, then
Inc. to 20 mls/hr X 15 mins, then
Inc. to 40 mls/hr X 15 mins, then
Inc. to 80 mls/hr X 15 mins, then
Inc. to 150 mls/hr X 15 mins, then
Inc. to 250 mls/hr for duration of infusion.
Slow infusion for new complaints, stop and
notify MD/LIP if dyspnea, hypotension,
chest pain, muscle swelling, chills, fever,
angioedema, or pruritis.

Comments: Each vial of imiglucerase (Cerezyme (TM)) contains 212 units of enzyme
which provides a withdrawal dose of 200 units
Monitoring: V/S pre-infusion and 15 mins post-infusion.
Comments: Use separate IV line. No not shake. Stable for 7 days if refrigerated.
Refrigerate. Hydration is recommended before use to lower risk of renal toxicity in pts
with pre-existing renal insufficiency, diabetes mellitus, age greater than 65, volume
depletion, sepsis, paraproteinemia, or pts receiving known nephrotoxic drugs.
Contra: history of severe systemic allergic reaction to IVIG
Monitoring : V/S (T,P,R,BP) pre-infusion and before each rate change or a minimum of
q 30 mins while the rate is being increased. Once the maximum rate is reached, vital
signs should be taken hourly until six hours into the infusion If the infusion continues
beyond six hours once the max rate is reached, vital signs should be taken q 4 hours or
per MD/LIP order for the remainder of the infusion.
Side Effects: Allergic hypersensitivity reactions: sudden resp. difficulty, tachycardia,
hypotension, flushing, C-V & resp. collapse. Tx as anaphylactic reaction.
Infusion-related symptoms- muscle pain, malaise, headache, chills, flushing, low back
pain, joint pain, fever, tightness of the chest, and nausea. May be pretreated with a
nonsteroidal anti-inflammatory agent and antihistamine, along with slowing or
interrupting the infusion as needed. Rate related SE’s: Do not shake.
Comments: Assess for S/S of infection. Report if present and consider holding infusion.
Review medical record for TB testing, if not tested notify MD/LIP before infusion is
prepared. Do not shake. Use within 3 hrs of preparation.
Dispense in dehp free bags and non-pvc tubing. Nursing to use in-line 0.2 micron low
protein binding filter dispended with product by pharmacy
Monitoring: V/S pre-infusion, q 30-60 mins during infusion.
Side Effects: Mild and transient Acute reactions: urticaria, dyspnea, hypotension, fever,
chills, chest pain, headache. If occur lower infusion rate , dc infusion and tx with
antihistamines. Pts with a hx of these reactions can be pretreated with hydrocortisone 100
mg IV,diphenhydramine 25 mg IV, neb-albuterol 0.5 ml, epinephrine 1:1000 0.3 ml sc,
acetaminophen and for rigors meperidine 25 mg in 10 mls NS over 1 min.

Corvert®
Class lll –Antiarrhythmic

Imiglucerase
Cerezyme®
Immune Globulin

Infliximab
Remicade®
Monoclonal AB7
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Hyperglycemia

Regulates serum
glucose
HIGH ALERT / DOUBLE
CHECK
Hyperkalemia

All Units

IVPush: all doses undiluted, flush with
NS over < 1 min

________
All Units

___________________________
CI: 100 units / 100 mls NS= 1unit/ml,
0.05-0.1 units/kg/hr
_______________________
IVPush: 10 units regular insulin in 10 mls
NS

____ ___
All Units

Comments : Only regular Insulin may be given IV.
Requires RN/LPN verification double check on MAR.
Follow Insulin Protocol
Side effects: Hypoglycemia.
Stability: CI: 24 hrs at room tmeperature
RN Policy for CI: Glucose must be monitored (by either glucose meter or lab draw) at
least q 6 hrs or as ordered by the practitioner. Must be checked by a second RN or LPN
for correct medication, dose, and rate of infusion. The double check must be done when
initiating the insulin infusion and with every dose change. Refer to the policy
Medications: Double Check, for double check guidelines and documentation of the
double check.
DESIRED PATIENT OUTCOME: The patient's blood glucose level will be within desired
parameters as ordered.
CLINICAL ASSESSMENT AND CARE:
1. Prior to Starting Infusion:
a. Obtain baseline laboratory data as ordered.
b. Obtain insulin drip from pharmacy. The standard dilution for insulin is 1 unit per ml (mixed
in normal saline).
c. Prime the IV tubing and flush through an extra 10-15ml. (Insulin binds to the plastic in the
IV tubing, thus, flushing the tubing with an extra amount of fluid will assure the tubing has
been saturated with as much insulin as it will hold.)
2. During the Infusion: a.
Monitor the patient's blood glucose (from lab draws or glucose meter) every 1-6 hours,
depending on patient response to infusion and LIP orders.
b.Notify practitner of all results outside of parameters.
3. Nursing Considerations:
a.Beta Blockers, MAO inhibitors, salicylates and tetracy-cline increase the hypoglycemic
effect of insulin.
b. Corticosteroids and thiazide decrease insulin's effect. A change in the corticosteroid dosage
can cause wide fluctuations in blood glucose levels.
REPORTABLE CONDITIONS:
1. Blood glucose levels outside ordered parameters.
2. Significant differences between glucometer and lab value results.

Related Policies:
MEDICATIONS: DOUBLE CHECK

Treatment of Hyperkalemia:Follow MD orders:
1.Stop K+ infusions and oral therapy and Contact MD/LIP to
Discontinue K+ infusions.
2. Consider Calcium Gluconate IVPush: 10-20 mls of 10% over 2 mins or
1 gm in 50 mls D5W X 1-2 doses over 5-10 mins)
3. Dextrose IV Push ( 50 mls of D50 IV Push) undiluted over 1-2 mins
4. Regular Insulin IVPush ( 10 units)
5. Bicarbonate IVP (50 meq= 50 mls of 8.4% over 2 mins
6. B2 adrenergics-albuterol nebs (10-20 mg=12-24 mls nebulized);
7. Loop diuretics
8. Na Polystyrene (15-60 gms)
9. Hemodialysis
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Iron Dextran
Iron

Iron Def. Anemia

ALL UNITS

II Test dose: 25 mg in 50 mls NS over 5-10
mins
I.I.: up to 1000 mg in 250 mls NS over 1-2
hrs

Iron Def. Anemia

ALL UNITS

I.I.:
As of 5/2 Restricted to 125 mg in 100 mls
NS over 90 mins.

Iron Def. Anemia

ALL UNITS

Tuberculosis

ALL UNITS

I.I.: Usual dose 100 mg in 100 mls NS
over 15 -30 mins.
200 mg / 100 mls NS over 30-60 mins
300 mg / 250 mls NS over 90 mins
400 mg / 250 mls NS over 150 mins
start slowly and increase as tolerated
IVPush: 100-200 mg undiluted over 2-5
mins
150-300 mg 50 mls D5W over 60 mins

Bradycardia,
Cardiogenic
shock

ICU

Imferon®
50 mg iron / ml
Iron Gluconate
Ferrlecit®
12.5 mg iron / ml

Iron Sucrose
Venofer

®

20 mg iron / ml

Isoniazid
Nydrazid®
Isoproterenol
Isuprel ®
Ketamine

Ketorolac
Toradol®
NSAID

Anesthesia
ED
Onc 6
FSC

Antiinflammatory,
Non-Narcotic
Analgesic

ALL UNITS

Bradyarrhythmia, acute symptomatic:
1 mg/ 250 mls D5W= 4 mcg/ml - 1
mcg/min (15mls/hr) to 10 mcg/min
I.I. doses per Anesthesia or ED MD’s
CI: 100 mg/ 100 mls or 250mg/250ml of
NS.
Ketamine Infusion for Chronic Cancer Pain
or Sickle Cell pain: for 72 hours:
1) Start at 0.05mg/kg/hour
2) After 4 hours + certain conditions, can
increase to 0.1mg/kg/hour
3) After an additional 4 hours + certain
conditions, can increase to 0.15mg/kg/hourr
4) After another additional 4 hours + certain
conditions, can increase to 0.2mg/kg/hour
(Maximum dose of 300mg per 24 hours
IV Push: < 30mg undiluted over 1-2 mins
I.I.: 60 mg / 50 D5W over 15 mins
I.I.: LD: 15-30 mg in 50 mls D5W over
10-15 mins
Age<65 LD:30 mg then 30 mg q6h
Age>65, renally impaired or wt
< 50kg LD:15 mg then 15 mg q6h

Comments: Stable for 7 days if refrigerated. Iron sucrose is the preferred agent with
lower risk of acute reactions
Monitor: H&H, serum ferritin, Iron sat, V/S’s.
Side Effects: Allergic hypersensitivity reactions: sudden resp. difficulty, tachycardia,
hypotension, flushing, c-v & resp. collapse. DC infusion & Tx as anaphylactic reaction.
Delayed reactions:arthralgia, backache, myalgia, urticaria, flushing, dizziness, malaise,
headache, chills, fever, chills, tightness of the chest, and nausea.
Comments: Has lower rate of acute hypersensitivity anaphylactic reactions than iron
dextran (listed above).
Monitor: H&H, serum ferritin, Iron sat, V/S’s
Side Effects: Delayed reactions:arthralgia, backache, myalgia, urticaria, flushing,
dizziness, malaise, headache, chills, fever, chills, tightness of the chest, and nausea.
Allergic hypersensitivity reactions: sudden resp. difficulty, tachycardia, hypotension,
flushing, c-v & resp. collapse. Incidence is reported less than dextran and comparable to
iron sucrose.
Comments: Has lower rate of acute hypersensitivity anaphylactic reactions than iron
dextran (listed above).
Monitor: H&H, serum ferritin, Iron sat, V/S’s
Side Effects: Delayed reactions:arthralgia, backache, myalgia, urticaria, flushing,
dizziness, malaise, headache, chills, fever, chills, tightness of the chest, and nausea.
Stability: diluted IV solutions are stable for 7 days in refrigerator

Pharmacy to admix.

Comments Titrate to heart rate, rhythm response, BP
Comments :0.1 – 0.5MG/KG/HR, FOLLOW Ketamine Protocol

Comments: Avoid use in renal failure. PO/IV combined use limited to 5 days.
Has same GI complications as p.o. NSAIDs.
Side Effects: Nausea/vomiting, GI bleeding, decreased renal fx, fluid retention.
Avoid in aspirin allergic pts. Caution use in hepatic dysfunction. Contraindicated with
severe renal impairment.
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Labetolol

Hypertension

Normodyne®
Trandate®

MSDU- IV
Push only,
No
Continuous
infusion

B1 &2 Blocker &
alpha blocker

Hypertension

IV Push &
CI:
ED
Endo
ICU
CSDU
I.Rad.
MFICU/
OB-GYN
PACU
FSC

L&D

IVPush: 5 -20mg over 2 mins, if required
follow with a 2nd dose of 10-20 mg in 10
mins, and if a satisfactory response is not
obtained in 10 mins follow with a 3rd dose
of 20-40 mg in 10 mins.
CI: Titrate Med if ordered
500 mg/ 500 mls D5W= 1 mg/ml
1000 mg/ 500 mls D5W =2 mg/ml
Start @ 0.5 mg/min, if increase is needed
re- bolus before increasing CI by 0.5
mg/min q 15-30 minutes to decrease SBP to
100-120 or MAP > 60 or HR 60-80 or as
ordered. Max. of 2-3 mg/min = 120-180
mg/hr unless higher max. is ordered by
MD/LIP.

IV Push: Begin with 5- 20 mg undiluted
over 2 mins, if required follow with a 2nd
dose of 10-20 mg in 10-mins, and if a
satisfactory response is not obtained in 10
mins follow with a 3rd dose of 10-20 mg.
CI: Titrate Med if ordered
1000 mg/ 500 mls D5W =2 mg/ml
Start @ 0.5 mg/kg/hr, increase by 0.5
mg/kg
q 30 mins ( max dose of 3 mg/kg/hr) until a
SBP of no less than 140 and a diastolic of
no less than 90. is aceived as ordered by the
physician.

Not recommended for rate control.
Bedside Cardiac monitoring is required for IV Push or infusion for patients other than
L&D patients.
IV Push:
B/P & HR should be measure immediately before, and 5 minutes and 10 minutes after
the initial dose. The maximum effect usually occurs within 5 minutes of each injection.
If desired response is not obtained, additional doses (i.e. 40, 80, 160 mg) may be given, at
10 minute intervals per MD/LIP order, to a cumulative maximum dose of 300 mg.
Each successive dose is usually double the amount of the prior dose.
Notify the physician/LIP if the specified SBP or HR is not achieved at the maximum
dose, or if significant hypotension (BP < 90), decreased HR (< 60), intolerable dizziness,
seizure activity, or an abnormal glucose occurs .
CI requires MD/LIP order for therapeutic goal (ex: BP, HR, MAP) or reason. Titrate per
order to goal.
Frequent BP monitoring is necessary, as rapid falls in either systolic or diastolic blood
pressure may occur. Monitor patient’s BP every 15 minutes during titration until
patient's BP is within desired parameters and then monitor patient’s BP.
and HR every 1 hour and prn.
Notify the physician/LIP if the specified SBP or HR is not Maintain HOB no > 30
degrees up to 3 hours after titration is completed due to potential orthostatic changes.
achieved at the maximum dose, or if significant hypotension (BP < 90), decreased HR (<
60), intolerable dizziness, seizure activity, or an abnormal glucose occurs .
Maintain HOB no > 30 degrees up to 3 hours after titration is completed due to potential
orthostatic changes.
Potential Complications:
a. Do not use in patients with a history of bronchial asthma.
b. Use cautiously in patients with CHF, chronic bronchitis and emphysema.
c. Bronchospasm may occur, which may necessitate the administration of epinephrine
and/or an aerosolized beta – agonist per MD/LIP order.
2

d. If severe hypotension or bradycardia occurs, stop the infusion and notify MD/LIP.
e. Excessive bradycardia may be treated with atropine or epinephrine per MD/LIP order.
f. The beta adrenergic blockage reduces the release of insulin in response to
hyperglycemia. It also may prevent the appearance of premonitory signs and symptoms
of hypoglycemia. It is recommended that a serum glucose or a fingerstick glucose be
checked every 6 hours.
Comments : Stable for 72 hrs if refrigerated.
Also stable in D5W. Incompatible with bicarbonate
Side effects: fatigue, dizziness, hypotension, bradycardia, n/v, bronchospasm .
Related Policies:
LABETALOL (NORMODYNE, TRANDATE): IV ADMINISTRATION
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Direct thrombin
inhibitor (DTI)
for Heparin
Refludan®
Induced
HIGH ALERT / DOUBLE Thrombocytopeni
CHECK
a (HIT)
Lepirudin

ALL UNITS

Use Bivalirudin
w HIT + ACS

A. CrCl > 60 mls/min
IVPush LD: If no renal dysfunction & if
perceived life-or limb threatening
thrombosis: 0.2 - 0.4 mg/kg (max 44 mg,
taken from IV bag & given over 15-20 secs,
then maintenance
CI: 0.1 mg/kg/hr (initial rate DNE 16.5
mg/hr) to target aPTT range 1.5 x 2 x
patients baseline or mean of lab normal
range (26 sec). = goal aPTT 40-60 secs
100 mg/ 250 mls NS =0.4 mg/ml
B. CrCl < 60 mls/min
IVPush LD: 0.2 mg/kg (max 22 mg) taken
from IV bag & given over 15-20 secs, then
maintenance CI:
Cr
mg/kg/hr
1-1.5
50%
0.05
> 1.6
Use Argatroban
With start of CI , Draw aPTT in 4 hrs and
after each dose change , then daily when
aPTT is within therapeutic range.
JDH aPTT lab control 26 sec(6-08)
Adjust rate based on aPTT:
aPTT < 40 sec - inc. CI rate by
20%, aPTT in 4 h
aPTT 40-60sec - same CI rate, aPTT in 4
hr x
2, if in goal range then daily
aPTT
aPTT > 60 sec - hold lepirudin x 2 hrs,
decrease rate by 50%, draw aPTT in 4 hrs

Comments : Nursing See protocol in Med referneces
Criteria for Use:
Pt. at intermediate to high risk for HIT :
Unexplained Platelet Count decline > 30- 50% within 5-10 days of heparin or LMWH
use, or < 1 day with heparin/LMWH exposure in last 3 months, suspected or proven new
thrombosis, erythematous or necrosis of skin with sc Heparin or enoxaparin, acute
systemic reaction after Heparin bolus.
DC all sources of heparin (IV, sc, heparin coated catheters & flushes) & LMWH’s.
Do not use with Crcl < 15 mls/min or HD- argatroban is preferred
Target aPTT range 1.5 x 2 x pts baseline or mean of lab normal range (26 sec) = goal
aPTT 40-60 secs.
Use DTI -Lepirudin in patients with secvere liver failure..
Use DTI argatroban for patients with moderate- severe renal dysfunction.
Requires RN/LPN verification double check on MAR.
Warfarin Overlap with Argatroban
Note: Lepirudin will not significantly elevate PT/ INR values as does argatroban . Neither
does fondaparinux. Thus, the detailed transition that is described with argatroban to warfarin is
not necessary with lepirudin. Follow warfarin dosing guideline below when determining
adjustment of warfarin dosing.
1. Initiate warfarin only when the platelet count has substantially recovered to at least 100,000
cells/mm3 preferrably 150,000 cells/mm3.
a. Prescribers may order warfarin daily at a low, maintenance daily dose (< 5 mg). Do not
give a loading dose of warfarin.
b.Adjust warfrain dose to achieve INR goal of 2-3 during the first 5 days of concomitant
Lepirudin and warfarin.

c.Continue lepirudin x 5 days after starting warfarin to avoid a prothrombotic effect &
until INR is within therapeutic range 2.0- 3 .0 x 2 consecutive days, then DC
lepirudin.
Monitor for bleeding. Also stable in D5W.
Related Policies:
MEDICATIONS: DOUBLE CHECK

Leucovorin

Chemo adjunct
Megaloblastic
anemia

ALL UNITS

IV Push: 10-20 mg/ 20 mls NS over 1-2
mins
I.I.: any dose in 50 mls NS/D5W , < 500
mg over 15 mins, > 500 mgover 30-60
mins,max 160 mg/min

Comments :Protect from light after reconstitution.
Refrigerate.

Levetiracetam

Seizures

ALL UNITS

I.I.: 500 - 1500 mg in 100 mls D5W over 15
mins

Bacterial
Infections

ALL UNITS

I.I.: 250-500 mg Premixed over 60 mins
750 mg Premixed over 90 mins

Comments :Reduce dose for renal insufficiency.
Monitoring : for seizure activity & CNS changes.
Stability: 24 hrs at room tmeperature
Comments : Too rapid administration can cause hypotension.
Side effects: Phlebitis, dizziness, tremor, arthralgia, headache, inj.site inflammation, QTc
prolongation.
Reduced dose / interval in renal dysfunction.

Keppra®
Levofloxacin
Levaquin®
Antibiotic
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Hypothyroid,
Myxedema coma

All Units

Synthroid®
Thyroxine
Replacement
Med/Surg
Lidocaine

Arrhythmias

Anti-arrhythmic

Linezolid
Zyvox®
Lorazepam
Ativan®
Benzodiazepine

ED
ICU
CSDU
I.Rad
PACU
FSC
.

Bacterial
Infections –
MRSA,VRE

ALL UNITS

Anti-seizureStatus
epilecticus,
Anxiety,
CIWA Protocol

All Units

Ativan®

IVPush:
For ETOH Withdrawal Doses:
< 4 mg diluted with equal volume NS,

mg/min,

given @ 2
flush with 5 mls
NS.
Ex: 4 mg = 2 ml of drug + 2 mls NS = 4
mls total given over minimum of 2 mins
Anxiety/agitation:

__________
ICU
Endo PACU
SDS
Lorazepam

IV Push: < 200 mcg dilute with 5 mls
NS, given over 1-2 mins, flush with 5
mls NS.
Maint. Dose 12.5 – 400 mcg
Myxedema coma – Initial dose 200500mcg ,
Day 2 100-300mcg
I.I.: dose in 50 mls D%W / NS over 10-15
min
IVPush: Cardiac Arrest: from VT/VF
1-1.5 mg/kg=50 -100mg undiluted over 2-3
mins , may repeat in 3-5 mins,max. of 3
mg/kg
IVPush: Non arrested pt: Stable VT, wide
c. tachy’s, ectopy: 1-1.5 mg/kg=50-100mg
undiluted over 2-3 mins, repeat at 0.5-0.75
mg/kg q 5- 10 mins, max total dose of 3
mg/kg
ET: 2-4 mg/kg diluted in 10 mls NS
CI: 2 grams/ 500 mls D5W premix= 4
mg/ml @ 1-4 mg/min. Max 4 mg/min, may
bolus @ 0.5 mg/kg while on CI if
arrhythmia reappears
I.I.: 600 mg/ 300 mls over 60 mins

Maximum dose for IV Push: 4 mg
CIWA Maximum dose for IV Push:
4 mg, given no more frequently than
q 15 mins per CIWA protocol.

Comments :Reconstitute 200 mcg vial with 5 ml preservative free NS only= 40 mcg/ml,
use immediately. Discard any unused portions.
Note: during shortage Endocrine consult is required for extended interval dosing to
conserve supplies.
Shake well and use within 15 mins.
The IV dose of levothyroxine is 50-80% of the expected or previously established oral
dose.
Contraindicated: Acute MI, untreated angina, untreated HTN, adrenal insufficiency
Comments: Exp. date for pre-mix bag if bag is out of protective overwrap = 14 days.
Must be on monitor.
Prophylactic dose in AMI not recommended.
Reduce dose in renal, hepatic,, left v. dysfunction
Related Policies:
LIDOCAINE: IV ADMINISTRATION

Comments: Store atRoom Temperature. Dose adjustment not required in renal failure .
Side Effects: Nausea, diarrhea, myelosuppression, including anemia, thrombocytopenia,
leukopenia, pure red cell aplasia, and pancytopenia, severe lactic acidosis, headache, Inc.
LFT’s, Serotonin syndrome – review drug interactions
Comments: Stable for 7 days if refrigerated. Use glass bottles or polyolefin bag for
CI’s-stable for 24 hrs. Use standard conc. of 1 mg/ 1 ml. Monitor for precipitation. Use
0.22 micron filter. Use lower doses in elderly pts. For CI requires MD/LIP order for
therapeutic goal (ex: RASS or explanation of desired level of sedation) or reason. Titrate
per protocol to goal. Consider adjunctive valproic acid 200 mg po tid, When lorazepam
CI approaches 10 mg/hr risk of met. Acidosis increases
Monitoring: BP, RR, inj. site, mental status
Side Effects: hypotension, persistent sedation, resp. depression, apnea, pain at inj. site ,
thrombophlebitis.
Flumazenil must be readily available for reversal of benzodiazepine toxicity.
ETOH wihdrawal: Midazolam infusions may be used as an alternative to Lorazepam
infusions during lorazepam shortages.

___________________________________
Other indications: Anxiety, agitation:
< 2 mg diluted with equal volume NS,

@ 1 mg/min

given
, flush with 5
mls NS.
Ex: 2 mg = 1 ml of drug + 1 mls NS = 2mls
total given over minimum of 2 mins.
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Benzodiazepine

- Sedation for
vented pt.
- ETOH
withdrawal
If refractory to
or impractical to
use
intermittment IV
push

ED
ICU

IV Push: < 10 mg or 0.1 mg/kg, may
repeat dose in 5 to 15 min if needed for
treatment of seizures.
CI: 100 mg/ 100 mls D5W=1mg/ml . only
in Non-PVC container to minimize
absorption and loss of lorazepam.
Start @ 1 mg/hr & titrate by 1mg/hr q 30
mins to achieve sedation with RASS of -1
to -2, or as MD/LIP orders. Max: 15 mg/hr
, unless higher max. is ordered by MD/LIP.
Titrate per Order.

Magnesium
Sulfate

Electrolyte def.

CSDU
ED
ICU
I.Rad.
Med/Surg
PACU
NCCC
__________
_____
CSDU
Codes
ED
ICU
PACU
Rapid
response
__________
_____
MFICU/
OB-GYN

I.I.: 1 gm (8meq) in 50 mls D5W over 3060 mins , 2 gm (16 meq) as #2 – 1 gm
doses over 1-2 hrs for Mag. Def.

1gm= 2mls of
50%=
8 meq Mag++
__________
V.Tach w
torsades de
pointe

____________
Preeclampsia

Comments :Magnesium sulfate 1 gm available as Pre Mix.
For Magnesium sulfate 2 gm’s use #2 – 1gm pre mixes
Rapid infusions may cause Cardiovascular toxicity, CNS and Respiratory depression.
Higher doses may be used for tocolysis in OB pts.
Use with caution in patients with renal failure.

___________________________
IVPush:1-2 gm or 1 gm / 50 mls D5W X 2
doses over 1 -2 mins for Torsades de
pointe, may need CI of 0.5 gm - 1 gms/hr
for 5- 48 hrs

___________________________________
__
Using Magnesium sulfate 40 gm/1000 mls
I.I.: LD
- 4 gm, set volume @ 100 mls, rate@ 300
mls/hr then for CI @ 1gm/hr reset volume
@ 900 mls with rate @ 25 mls/hr or for 2
gm/hr reset with rate @ 50 mls/hr
- 6 gm , set volume @ 150 mls/hr, rate@
300 mls/hr then for CI @ 1gm/hr reset
volume @ 850 mls with rate @ 25 mls/hr or
for 2 gm/hr reset rate @ 50 mls/hr
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Mannitol
Osmotic Diuretic

Inc. CNS
pressure,
Inc. Intraocular
pressure
____________
Renal
Prophylaxis w
chemotherapy

All Units

I.I.: 0.25 – 2 gm/kg (12.5 – 200 gm) over
30-60 mins

All Units

I.I.: 12.5 – 100 gm , using 20% premix 250
ml bag = 50 gms, over 30-90 mins.
___________________________________
__
Oliguria: 12.5 - 100 grams (20% pre-mix
bag 250 mls= 50 gm) over 30-90 mins.

Oliguria
Meperidine
Demerol®
Narcotic Analgesic

Meropenem

Intermittent doses
or PCA-restricted
to opioid
intolerance and
short term
therapy without
renal failure
______________
_
Approved for
shivering
Bacterial
Infection

CSDU
ED
Endo
ICU
I.Rad.
PACU
FSC

IV Push: 12.5 – 100 mg over <1 min or
over 1-2 mins

ALL UNITS

Comments: Pharmacy to admix.
Use undiluted reconstituted product within 2 hrs of mixing.
Stability: in NS: 6 hrs @ room temperature, 5 days if refrigerated.
Reduce dose with renal insufficiency.
HD dosing: 1 gm q 24 hrs after HD
Peritoneal D.- 1 gm q 48hrs
CVVHD- same as if CrCl > 50 mls/min
May increase seizure risk if Hx of seizures.
Contra: in pt’s with anaphylaxis to beta lactams.
Monitoring: renal fx, CBC.

Urinary
Protectant with
Ifosfamide &
cyclophosphamid
e
Opioid maint.,
pain

ONC 6
NCCC

I.I.: 500-1000 mg in 100 mls NS (Minibag
Plus) preferred over 60 mins.
-Empiric or documented Pseudomonas A.
infections in non-neutropenia: 1gm q 8 hrs
or 500 mg q 6 hrs
- 2 gm doses q 8 hrs for bacterial meningitis
or with patients > 50% over Ideal Body
Weight. Infuse over 2 hrs for better
efficacy.
Severe edema, pancreatitis, CNS infections,
neutropenic hosts
-Non-pseudo. Infections in nonneutropenia- 500 gm q 8 hr.
I.I.: see Chemo protocol for dose in 100 mls
diluent over 5-30 mins

I.I.: dose in 50 mls NS over 10-15 mins

Comments: Not appropriate for most patients due to long duration of action and complex
pharmacokinetics may result in cumulative sedation
Caution for dosage conversion consult Rph.
Reduce dose in renal failure.
QTC prolongation.
Monitoring: for pain relief, respiratory & CNS depression, loss of consciousness, N/V,
CNS changes.

Merrem®
Formulary
Carbapenem

Mesna
Mesnex®

Methadone
Narcotic Analgesic

Comments :Must use an in-line filter. Do not refrigerate.
Stable for 24 hrs @ Room Temperature or warmer.
Available in vials as 25% (12.5gm/50ml)
Do not mix with blood, do not add Sodium or potassium.
Caution: vesicant.
Contraindicated in severe renal failure, active intracranial bleeding.
Note: for infusions containing 20% or more of mannitol at concentrations of 15% or
greater, mannitol may crystallize at low temperatures.
Caution in CRF & CHF pts due to volume & electrolyte
shifts.
Monitoring: Lytes, Bun/Cr, fluid balance, pulse oximetry/EKG monitoring

PCA (10 mg/ml conc) : restricted to
patients with intolerance to other opioids
and Pharmacy approval.

Med/Surg 5

ALL UNITS

Comments : Not indicated for chronic pain.
Consider other narcotic analgesics for acute pain. For PCA -Requires RN/LPN
verification double check on MAR. May precipitate with Heparin, so flush prior & after
with NS. Contraindicated in pts taking MAOI’s, in renal failure and caution in elderly
due to accumulation of normeperidine which can cause myoclonus & seizures.
Monitoring: for pain relief, respiratory depression, loss of consciousness, N/V, CNS
changes. naloxone must be readily available as a reversal agent for opioid induced
respiratory depression.

Comments: Compatible with Ifosfamide & cyclophosphamide.
Pharmacy: Vials may be used for 8 days.
Stable in syringe for 9 days.
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Methyldopa

Hypertension

ALL UNITS

I.I.: 250-500 mg in 100 mls D5W over 60
mins, > 500 mg in 250 mls D5W over 60
mins

Comments: Caution in elderly or renal impairment.
Monitoring: BP during infusion, CBC, LFT’s.

Methylene Blue

Methemoglobinemia,
Ifosamide
toxicity
Postpartum
hemorrhage,
associated with
uterine atony or
subinvolution
AntiInflammatory
agent

ALL UNITS

IV Push: over 3-5 mins

Comments: Not to be used for adding to enteral feeds for detecting leaks. Call Dietitian
for food dye.

L&D

IV Push: 0. 2 mg over 1-3 mins

All Units

IV Push: doses < 125 mg undiluted over 12 mins.
I.I.: doses > 125-1000mg in 50 mls D5W
or NS, over 15-20 mins.

CSDU
ED
ICU
Med Step
Down 4
PACU

Spinal Cord Injury protocol:
30 mg/kg in 100 mls D5W over 15 mins,
then wait 45 mins then start maintenance
infusion CI @ 5.4 mg/kg/hr x 23 hrs (when
< 3 hrs post injury or x 47 hrs (when > 3
hrs-8 hrs post injury Round all doses to
nearest 50 mg, use separate IV line.
IV Push: < 10 mg undiluted given over 1-2
mins, flush with 5 mls NS.
ED-Migranes- 10-20 mg in 50 mls D5W
over 5-10 mins.

Methylergonovine
Methergine®

Methylprednisolone
Sodium Succinate
Solu-Medrol®

Monitoring: electrolytes Na+ and K+,glucose, CNS changes,

Adrenal
Corticosteroid

Metoclopramide
Reglan®
Promotility,
Antiemetic

Comments : Stable for 24 hrs @ R.T.
Only the succinate form can be given IV,
Rapid administration of high doses can cause circulatory collapse

Antiemetic
GI Stimulant

ALL UNITS

Comments: Reduce dose to 5mg in renal failure & with elderly.
Contraindicated: Pheochromocytoma, Seizure disorder.
Can be admixed in same syringe with diphenhydramine
Side Effects: Sedation, diarrhea.
Chronic use of metoclopramide has been linked to tardive dyskinesia, which may include
involuntary and repetitive movements of the body.
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Metoprolol

Acute MI

Lopressor®

Lopressor

®

Beta blocker

Metronidazole
Flagyl

®

Antibiotic
Midazolam
Versed®
Short acting
Benzodiazepine

IVPush: Acute MI: 5 mg undiluted over 1-2
mins q 5 mins x 3 doses if tolerated

Cardiology

Beta blocker

Metoprolol

CSDU
ED
ENDO
ICU

Rate controlAtrial Fib.,
Unstable angina,
hypertension

______________
Maintenance
dose: Rate
control-A. Fib.,
Unstable angina,
hypertension
Anerobic
Bacterial
Infection

Conscious
sedation

I.Rad
PACU
SDS
MD/LIP/
Action RN
on all other
units
ED
ENDO
ICU
Cardiology
MSDU
Med 4
Telemtry

I.Rad
PACU
FSC
SDS
MD/LIP/
Action RN
on all other
units
Med 3, 4, 5,
Oncology 6,
Surg 7

Monitor: Patient must be on a bedside cardiac monitor for IV Push.
Check BP& HR 15 mins before & after med. Obtain hold parameters. Elderly may
require lower doses.
Serious side effects:: Bronchospasm, heart block
Common side effects: Bradycardia, hypotension,
Contraindicated:
Pheochromocytoma, Heart block, Cardiac failure.

___________________________________
IVPush : For rate Control or Blood Pressure
control:
1.25 – 10 mg undiluted over 1-2 mins q 4,
6 , or 8 hrs .

I.I.: < 2.5-10 mg in 50 mls NS/D5W @
rate of 1 mg/min or over 10 - 20 mins

Cardiac monitor is not required for Intemittent slow administration

ALL UNITS

I.I.: 500 mg in 100 mls Premix q 8 hrs over
60 mins

Comments: Usual doses 500 mg q 8 hr, 500 mg IV q12hr.
Educate patients to Avoid alcohol to prevent antabuse reaction (N/V, flushing).
Do not refrigerate.
Side Effects: Loss of appetite, nausea/vomiting, metallic taste, headache

ED
GI Endo
ICU
I.Rad.
PACU
FSC
SDS

Slow IVP: 0.5- 2 mg over 1- 2 mins– and
repeat small doses.
q 2-3 mins prn to desired sedation. Doses
as low as 1 mg may achieve the desired
effect for conscious sedation.

Comments: Reduce dose with Liver/Renal failure or if pt. is on narcotics or other
sedatives.
CI requires MD/LIP order for therapeutic goal (ex: RASS or explanation of desired level
of sedation) or reason. Titrate per protocol to goal.
Monitoring: BP, RR, inj. site, mental status
Side Effects: hypotension, resp. depression, apnea, pain at injection site ,

Cardiology
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Midazolam
Versed®
Short acting
Benzodiazepine

Milrinone

- ICU sedation
-- ETOH
withdrawal
If refractory to
or impractical to
use
intermittment IV
push

ICU &/or
action nurses

__________
ICU, ED

IV Push LD: 0.01 to 0.05 mg/kg or 0.5 – 4
mg slowly over 2mins
CI: 50 mg/50 mls or 100 mg/ 100 mls NS=
1mg/ml.
Initial 0.02-0.1 mg/kg/hr = 0.5- 2 mg/hr,
titrate by 0.5 mg/hr q 10 mins to achieve
sedation with RASS of -1 to -2, or per
MD/LIP orders. Titrate Med if ordered.
CI: 100 mg/ 100 mls NS =1mg/ml .
Start @ 1 mg/hr & titrate by 1mg/hr q 30
mins to achieve sedation with RASS of -1
to -2, or as MD/LIP orders. Max: 15 mg/hr
, unless higher max. is ordered by MD/LIP.
Titrate per Order.

Cardiogenic
shock

CSDU
ICU
PACU

LD: 50 mcg/kg slowly over 10 mins then
CI: start @ 0.375 mcg/kg/min and Do Not
Titrate unless ordered by MD/LIP. Desired
patient response is increase of Cardiac
Index, PAOP and CI > 2.0.
Premix: 40 mg/ 200 mls D5W=200 mcg/ml

Pain,
MI,CHF,
Dyspnea
Work of
breathing,
Comfort
measures

All
Units

IV Push: doses < 10 mg diluted in 5 mls
NS, over 2-3 mins
I.I.: Doses > 10 mg / 50 D5W over 10-15
mins
For Highly Opiate Tolerant patients:
EG: Sickle cell patients : IV Push : up to <
40 mg
-Epidural: see order sets
-PCA: 1 mg ml- see order sets
-CI:
Std Conc.= 100 mg/ 100 ml D5W= 1 mg/ml
High Conc.= 100 mg/ 100 ml D5W= 5
mg/ml
Use this std. conc. unless consumption
exceeds reasonable rate of bag change.
If pts dosing or if fluid restriction requires a
higher conc. , specific MD/LIP orders must
be written and Pharmacy must be consulted
& Nurse Manager/designee notified. Rate
of dose escalation must be specified for all
CI’s
CI: 1 vial of vial #1 and 1 vial of vial #2=
10mls to at least 500 mls of IVF over at
least 1 hr

Phosphosdiester-ase
inhibitor

thrombophlebitis.
Infusions are reserved for ICU patients both intubated and extubated patients with
continuous monitoring of oximetry and capnography. Midazolam infusions are permiited
in monitored extubated ICU patients who a. still need sedation after extubation or b. for
ETOH withdrawal when metabolic acidosis is present from high dose lorazepam.
Related Policies:
MIDAZOLAM: CARE OF THE Patient RECEIVING CONTINUOUS MIDAZOLAM INFUSION

Flumazenil must be readily available for reversal of benzodiazepine toxicity.

ETOH wihdrawal: Midazolam infusions may be used as an alternative to Lorazepam
infusions during lorazepam shortages. Midazolam equivalency to Lorazepam is difficult
to predict but may be 50 % of the usual lorazepm doses when used for sedation or
treating ETOH withdrawal symptoms.
Comments: Patient must be on a cardiac monitor.
CI requires MD/LIP order for therapeutic goal (ex: BP, HR, MAP, Cardiac Index) or
reason. Due to long half-life of 2-3 hrs expect a duration of action up to 6-8 hrs after the
drip is DC’d.
Incompatible with furosemide.
Reduce dose in renal dysfunction
Side Effects: Ventricular arrhythmias, hypotension, angina.
Related Policies:
MILRINONE (PRIMACOR): CONTINUOUS INFUSION

Morphine
Sulphate
Narcotic Analgesic
LOOK ALIKE /
SOUND ALIKE
HIGH ALERT / DOUBLE
CHECK

Multiple Vitamin

Vitamin
deficiency

CSDU
ED
GI Endo
ICU
I.Rad.
PACU
FSC
SDS

ALL UNITS

Comments: Requires RN/LPN verification double check on MAR.
Decrease dose in renal failure & elderly.
Monitor: Pain relief, loss of consciousness, resp. depression, RR & depth, HR, BP,
mental status, N/V. If respiratory side effects are noted monitor pulse oximetry.
Side Effects: Somnolence, coma, resp. depression, CNS depression, arrhythymias,
hypotension, bradycardia, pruritus, nausea & vomiting
Related Policies:
MEDICATIONS: DOUBLE CHECK

Naloxone must be readily available as a reversal agent for opioid induced respiratory
depression.

Comments: Stable for 48 hrs @ R.T.
1 vial of water soluble & 1 vial of fat soluble vitamins= 1 vial of MVI
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Mycophenolic acid
CELLCEPT

Prophylaxis
against cardiac,
renal or liver
transplant
rejection

ALL UNITS

II:
1 gm in 150 mls D5W, 1. 5gm in 250 mls
D5W, giver over 2 hrs.
Cardiac transplant rejection; Prophylaxis:
1.5 g IV/ORAL twice daily
Liver transplant rejection; Prophylaxis
1 g IV twice daily
Renal transplant rejection; Prophylaxis
1 g IV/ORAL twice daily

Nalbuphine
Hydrochloride

Pain
Pruritis while on
Epidural

ALL UNITS

I.I.: 2.5-10mg in 50ml D5W or NS over
10-15
Max dose: 0.4 mg/kg

Reversal of
narcotics,

All Units

IV Push: 0.8 mg undiluted over 15-30
secs, flush with 5 mls NS , may repeat q
2-3 mins as needed.
Use lower doses in patients who are opioid
dependent to avoid sudden withdrawal.
___________________________
CI: for initial positive response but patient
reverses to sedative state or if patient is on
long acting narcotics, start asap
4 mg/ 250 D5W / NS=16 mcg/ml , usual
rate of 0.4 mg/hr or 2/3 rd’s of initial bolus
doses required in 1 hr for reversal or 0.0025
mg/kg/hr , Recommended maintenance rate
after pt is arousable is 0.04 - 0.08 mg/hr
(2.5 – 5 ml/hr).
0.5 mg / 250 mls D5W or NS= 2 mcg/ml,
infuse @ 0.25 mcg /kg/hr to
reduce symptoms of pruritus without
causing an increase in pain.

Comments: Switch to oral therapy as soon as it can be tolerated by the pt. Negative
serum or urine pregnancy test (sensitivity of at least 25 mIU/mL) within 1 week prior to
initiation in all women of childbearing age required. Consult references for dose
reduction in renal failure. Only stable for 4 hrs
Possible Serious side effects: Anemia, Gastric ulcer, Gastrointestinal
hemorrhage, Gastrointestinal perforation, Leukopenia, Malignant epithelial neoplasm of
skin, non-melanoma, Malignant lymphoma, Neutropenic disorder (Severe), Opportunistic
infection, Pleural effusion, Progressive multifocal, leukoencephalopathy, Pulmonary
fibrosis, Sepsis,Thrombocytopenia. Others include: Hypotension, peripheral edema,
hypo/hyperkalemia, hyperglycemia, hypocalcemia, hypomagnesemia, GI- abd pain,
diarrhea/constipation, N/V, abnormal LFT’s, headache, tremors, inc. BUN/Cr, Dyspnea,
cough.
Comments: Ceiling dose for pain: 0.4mg/kg
Reduce dose in hepatic or renal insufficiency. Other routes: IM
Side Effects: similar to other narcotics.

Nubain®
***
Naloxone
Narcan®
Narcotic Antagonist
CSDU
ED
ICU
PACU

____________
Pruritus with
epidural
narcotics - if
antihistamines
Fail to control
symptoms

All Units

Comments: Stable for 24 hrs in refrigerator.
Continuous infusions may be required to reverse long acting narcotics.
Use cautiously if seizure history, avoid if meperidine induced seizures.
If no response after 10 mg check for other causes.
Monitor: BP, HR, RR, return of sedation.
Side effects: Opioid withdrawal- nausea/vomiting, sweating, tachycardia, tremulousness,
cardiovascular changes, Pulmonary edema, Arrhythmias, Hyper/hypo-tension
May need additional IV bolus doses after the CI is initiated.
Use Pulse oximetry with CI

The incidence of pruritus, nausea and vomiting and urinary retention are likely
more more frequent with morphine than hydromorphone or fentanyl. Monitor for
relief of pruritus and pain control per standard pain assessments and frequencies.
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Natalizumab
Tysabri®
recombinant
immunoglobulin-4
(IgG4) monoclonal
antibody directed
against alpha(4)
integrin

Neostigmine
Cholinergic agonist

Crohn's disease
(Moderate to
Severe)
Multiple
sclerosis

Onc 6,
Cancer
Center,
AACU

I.I. 3-6 mg/kg per monthy treatment or
300 mg / 100 mls NS IV given over
approximately 1 hr, repeat every 4 weeks
(28 days)

Comments: Natalizumab dosing should be withheld immediately at the first sign or
symptoms suggestive of Progressive multifocal leukoencephalopathy (PML) which is a
an opportunistic viral infection of the brain that usually leads to death or severe disability.
PML may manifest as progressive weakness on one side of the body or clumsiness of
limbs, disturbance of vision, confusion, personality changesConcurrent corticosteroids,
antineoplastic, immunosuppressant, or immunomodulator therapy the can ncreased risk of
PML
Monitor: Observe the patient during infusion and for 1 hour after the infusion is
complete. Discontinue the infusion at any sign or symptom of a hypersensitivity reaction
(urticaria, pruritus, dizziness, headache, rigors). No other medications should be mixed
with natalizumab or injected into a side port of the infusion
Side effects: Hypersensitivity reactions: Anaphylaxis/anaphylactoid – bronchospasm,
headache, dizziness, fatigue, urticaria, pruritus, and rigors
GI- abdominal discomfort, nausea.
Infections- of Respiratory & Urinary tract , opportunistic infections, Arthalgias.
CNS- headache, Progressive multifocal leukoencephalopathy (PML)- may include
depression, , drowsiness, inattentiveness, Babinski sign , inability to sit or stand,
tendency to fall to left side, impaired cognition, disabling hemiparesis, depressive and
aggressive episodes, and dysarthric speech.
Antibody-positive to natalizumab included hypertension and tachycardia, along with
infusion reactions, myalgia, dyspnea, and anxiety.
Pharmacy: Available via restricted distribution program called the TOUCH™ Prescribing
Program. To prepare the solution for infusion, withdraw 15 mL concentrate from the
single-use vial and admix with 100 mls NS. Infuse over 1 hr. Gently invert the solution
to mix; do not shake. Following dilution, natalizumab should be used immediately or
kept under refrigeration and used within 8 hours.
MD evaluation: for Multiple Sclerosis
1) MRI (number of new gadolinium-enhancing lesions); prior to therapy and
periodically (eg, monthly or bimonthly)
2) Evaluate, as required by TOUCH (TM) Prescribing Program, 3 and 6 months after
the first infusion and every 6 months thereafter [1]
3) Signs of clinical relapse
4) Improvement in disability (eg, Kurtzke Expanded Disability Status Scale)
5) Well-being/quality of life assessments (interview

Reversal agent
for depolarizing
muscle relaxants

PACU
ICU
FSC

IVPush: 0.05 mg/kg or 0.5-2 mg undiluted
over < 2-3 mins

Colonic Pseudoobstruction,
Myasthenia
Gravis

MD/LIP
only in
ICU, CS2

IV Push: 0.5-2.5 mg IV

Comments: Reduce for renal impairment, elderly.
Max. of 10 mg/24hrs for Treatment of Myasthenia Gravis & 5mg for reversal of
neuromuscular blockers. Monitor required.
Side Effects: Bradycardia, A-V block, bronchoconstriction, inc. salivation, N/V,
diarrhea, diaphoresis, muscle spasms. Atropine or glycopyrrolate must be at bedside to
treat bradycardia.
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Nesiritide
Natrecor®
B Nateuretic
Peptide

Class-3-4
Decompensated
CHF-restricted to
Cardio
/Intensivists/
Nephrology

CSDU
ICU

IVPush LD: Remove from CI bag: 2
mcg/kg over 1 min then
CI: 1.5 mg/ 250 mls D5W= 6 mcg/ml , start
@ 0.01 mcg/kg/min, may increase by 0.005
mcg/kg/min after 3 hr intervals up to a max
of 0.03 mcg/kg/min

Comments:: Relative Contraindicated with SBP<90.
Monitor: BP, HR. Obtain BP parameters for holding or stopping. If hypotensive, reduce
dose or stop and call MD/LIP.
Side Effects: hypotension, bradycardia, V-Tach., headache, nausea.
Incompatible w Heparin, Insulin, enalaprilat, furosemide. Use solution within 24 hrs
Related Policies:

Acute HTN
encephalopathies

ICU

CI: 25 mg/ 250 mls D5W / NS= 0.1 mg/ml.
Initiate @ 2.5 - 5 mg /hr, increase by 2.5
mg/hr q 5 mins up to desired BP goal (25%
reduction of MAP) or a max of 15 mg/hr.
After achieving BP control decrease rate
slowly to 3mg/hr and adjust to BP goals.
Titrate Med if ordered as such.

Comments: Central vein is preferred due to irritation with peripheral veins. Change IV
site q 12hrs if given via peripheral line. Stable for 24 hrs @ R.T. CI requires MD/LIP
order for therapeutic goal (ex: BP, HR, MAP, Cardiac Index) or reason. Titrate per order
to goal. Start lowest dose with elderly. Incompatible with furosemide & heparin. Avoid
excessive reductions in dose to lower risk of precipitating renal, cerebral or coronary
ischemia. May worsen ischemia & CHF in CAD pts. Monitor BP, EKG, HR.
Side Effects: hypotension, edema, flushing, Vent. Premature Contractions, tachycardia,
& EKG changes, chest pain.

Pulmonary HTN,
CHF w AMI,
Angina, HTN
crisis

CSDU
ED
ICU
ORAnesthesia
PACU

CI: 50 mg/ 250 mls D5W = 200
mcg/ml - single,
100 mg/ 250 mls D5W = 400
mcg/ml- double
Start @ 10 mcg/min, increase by 10
mcg/min q 5 mins to usual desired relief of
chest pain, decrease of SBP to 100-120 or
MAP > 60, or as ordered. Max of 200
mcg/min in ICU, Ed, PACU unless MD/LIP
orders higher.
Recommended > 50 mcg/min for coronary
vasodilation if patient tolerates.
Titrate Med if ordered as such.

Comments: Pt must be on a cardiac monitor. Use glass bottle.
CI requires MD/LIP order for therapeutic goal (ex: BP, HR, MAP, Cardiac Index)
or reason. Titrate per order to goal.
Contra: head trauma or CNS hemorrhage. Tolerance develops in 24-48 hrs. Titrate off
slowly. Compatible w Amiodarone, Dobutamine, Dopamine, Heparin, Diltiazem,
Esmolol, Furosemide
Monitoring: BP, HR, PAOP.
Side effects: hypotension, headache, flushing, dizziness, reflex tachy., n/v, restlessness,
diaphoresis, abd. pain
Related Policies:

NATRECOR: IV ADMINISTRATION

Nicardipine
Cardene®
Calcium Channel
Blocker
NON-FORMULARY

Nitroglycerin
NTG
Vasodilator

Prevention of
arterial spasm in
catheters

IR, Cardiac
Cath., OR

NITROGLYCERIN: IV ADMINISTRATION

.

Catheter: (Diamondback 360 System by
CSI). 1000 NS with 20cc of Viper Slide
(lubricant ), 5mg of Nitroglycerin, and 5mg
of verapamil.
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Vasodilator
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Hypertensive
Crisis
Pul. HTN
Intracranial
Hemorrhage

ED
ICU
ORAnesthesia
PACU

CI: 50 mg/ 250 mls D5W=200
mcg/ml or
100 mg/ 250 mls D5W= 400
mcg/ml
Start @ 0.3 mcg/kg/min, increase by 0.3
mcg/kg/min q 5 mins to usual desired
decrease of SBP to 100-120 or MAP>60 ,
or as ordered.
Max dose: 10 mcg/kg/min, unless MD/LIP
orders higher max.
Extreme HTN emergency doses up to 10
mcg/kg/min can be used for < 10 mins
titrate Med if ordered as such.

Comments: Pt must be on a cardiac monitor. CI requires MD/LIP order for therapeutic
goal (ex: BP, HR, MAP, Cardiac Index) or reason. Titrate to goal per order.
Stable for 7 days @ R.T. Protect from light. Avoid in Aortic stenosis, coarctation of
aorta
Use black bag from manufacturer to protect from light. Use with caution in hepatic/renal
disease. Risk of cyanide toxicity @ mod-high doses. Consider use of Thiosulfate 1 gm
per 100 mg of Nitroprusside. Consult Pharmacy. Consult references for antidotes with
thiocyanate toxicity.
Incompatible with NS.
Monitoring: EKG, BP, HR ,Renal function
Side Effects: hypotension, dizziness, headache, flushing, thiocyanate levels (should be <
10 mg/dl) for prolonged tx > 24-48 hrs. Monitor for metabolic acidosis

Severe
hypotension or
Shock

ED
ICU
PACU

Comments: Stable when protected from light in refrigerator: 14 days and 24 hrs @ R.T.
Pt must be on a cardiac monitor. CI requires MD/LIP order for therapeutic goal (ex: BP,
HR, MAP, Cardiac Index) or reason. Titrate per order to goal. Central line is preferred.
Bicarbonate will inactivate norepinephrine.
Monitoring: EKG, BP, HR, RR, U/O, per. Circulation
Side Effects: hypertension, palpitations, tachy., angina, gangrene at peripheral site
Extravasation can cause tissue necrosis.
If extravasation infiltrate Phentolamine (5mg/1ml in 9 mls of NS) ASAP.
Related Policies:

Carcinoid
Syndrome

ALL UNITS

CI: in D5W (preferred) or NS
4 mg/250 mls = 16 mcg/ml - single
16 mg/ 250 mls = 64 mcg/ml - double
Pharmacy to label as above
Start @ 0.03 mcg/kg/min and titrate by 0.03
mcg/kg/min q 2 mins, titrate to achieve
usual increase in SBP to 100-120 or MAP >
60, or as ordered. Max dose: 0.3
mcg/kg/min, unless MD/LIP orders higher
max. Titrate Med if ordered as such.
IVPush: 50-500 mcg then
CI: 50 mcg/hr for 8- 24 hrs
_________________________________
IVPush: dose undiluted or in 5mls NS over
3 mins
OR
I.I.: 50-200 mcg q 8 hrs in 50 mls NS over
10- 20 mins
_________________________________
CI: 500 mcg/100mls NS= 5 mcg/ml, start
@ 25 mcg/hr= 5 mls/hr
1,250 mcg/250mls NS= 5 mcg/ml
50 mcg/hr= 10 mls/hr
IV Push: < 12 mg dilute with 5 mls NS
given over 1-2 min, flush with 5 mls NSgiven q 6-8 hrs prn n/v.
I.I.: > 12 mg/ 50 mls D5W over 5 mins

Pul. HTN,
Intracranial
Hemorrhage

Norepinephrine
Levophed®
Alpha & B1
agonistvasoconstrictor

Octreotide
Sandostatin®

____________
Diarrhea
Somatostatin

____________
Esophageal
bleeding
Ondansetron

Antiemetic

ALL UNITS

Zofran®

NOREPINEPHINE (LEVOPHED): IV ADMINISTRATION

Comments: Refrigerate ampules/vials until used.
IV push administration may result in increased gastrointestinal adverse effects.
Octreotide may be given as a rapid IV bolus in an emergency situation (eg. Carcinoid
crisis)
Can elevate serum glucose in NIDDM and lower serum glucose in IDDM. Clearance of
drug reduced by 50% in dialysis patients.
Protect C.I. from Light.
Side Effects: flushing, edema, headache, dizziness, glucose changes, nausea,
bradycardia, QTC prolongation.
.

Comments: Pharmacy to admix doses > 12 mg/ 50 mls D5W
Severe Hepatic Impaired do not exceed 8mg/day
Monitoring: for fever, rash, pruritis, and restlessness
Side Effects: RARE- headache,dizziness

5HT3 antagonist

Oxacillin
Antibiotic

Bacterial
Infection

ALL UNITS

Chemotherapy Induced Emesis: 8-20 mg or
0.15 mg/kg in 50- 100 mls over 2-15 mins
I.I.: 1-2 gm 100 mls NS (Minibag Plus)
over 30 -60 mins q 4-6 hrs.

Comments: Contraind:Type 1 hypersensivity to Penicillin or Cephalosporins
Stability: 24 hrs @ room temperaturem, 7 days if refrigerated
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Oxytocin
Pitocin®
LOOK ALIKE /
SOUND ALIKE

Palonesetron
Aloxi®
Pamidronate
Aredia® Formulary
Inpatient IV
Biphosphonate.
Pancuronium

Uterine
contractions for
Labor & increase
tone to limit
postpartum
bleeding

L&D,
Holding
Unit, PACU
FSC

Antiemetic for
CIE

ALL UNITS

Hypercalcemia
ass. w
malignancy, MM,
Pagets disease

Paralytic for
intubation

Pavulon®
Neuromuscular
blocking agent

CI: 20 units/ 500 mls = 40 milliunits/ml,
start
@ 2 milliunits/min =3 mls/hr and increase
by 2 milliunits/min q 30 min or as ordered
by the physician until an adequate labor
pattern is established. When the infusion
rate reaches 20 milliunits/ min notify the
physician.
IV Push: Postpartum 10 units over 3-5 mins
IV Push: < 0.25 mg undiluted given over
30 sec, flush with 5 mls NS.

Comments : Compatible in D5W, NS, L/R.
Monitoring: uterine contractions, HR, BP, intrauterine pressure, I/O’s.
Side Effects: Uterine tachystole, hypertonus, fetal bradycardias, n/v,

All Units,
NCCC

I.I.: 30, 60 or 90 mg in 500-1000 mls D5W
or NS or 0.45% over 2-4 hrs

MD/LIP in
ICU, ED,
PACU,
ORAnesthesia

IVPush: 0.04 – 0.1mg/kg undiluted over 1-2
mins with additional doses at 60 min
intervals.

Comments: Formulary Inpatient IV Biphosphonate. Minimum 7 days between doses.
Zoledronic acid (Zometa-®) usually only for outpatient. Hydration is recommended.
Monitoring: Ca++. P, Mg, BUN, Cr, phlebitis, hypersensivity rxn’s, malaise, GI-n/v,
bone pain.
Side Effects: Vein irritation, hypersensitivity reactions, CNS- malaise, fever, N/anorexia,
bone pain
Comments: Pt MUST be on a ventilator. Must be sedation before use. Consider
analgesia. Reduce dose in renal impairment & w elderly.
Contra: with steroids due to high risk for prolonged neuro-muscular blockade.
Monitoring: TOF, HR, BP, Pulse Ox.
Side Effects: Tachycardia
Related Policies:
NEUROMUSCULAR BLOCKING AGENTS (NMBA): IV ADMINISTRATION

Pantoprazole
Protonix

Stress ulcer
Prophylaxis,
Gerd, PUD
UGIB

Proton Pump
Inhibitor

ALL UNITS

ALL UNITS

IV Push: 40mg dilute with 5ml NS over 2-3
min, flush with 5 mls NS.
Severe hepatic failure 20mg
OR

I.I.: doses > 40 mg in 50 mls NS over 1015 mins

Comments: May store at room temperature.
H2 antagonists (ranitidine) should be considered for Stress Ulcer Prophylaxis unless the
patient has an active upper Gi bleed or a Hx of GI bleeding.
Infusion 80 mg/ 250 mls NS is stable for 2 days at room temperature, 14 days
refrigerated.

UGIB: LD: 80 mg in 100 mls NS over 1520 minutes then
CI @ 80 mg in 250 mls NS @ 8 mg/hr =
25 mls/hr x 24- 48
with switch to IV Intermittent or oral 4080 mg po bid
Pegloticase
Krystexxa
Pegolaayted urase

Tophaceous Gout
refractory to
standard agents

AACU

I.I. 8 mg ( 2mls) in 250 mls NS, infuse over
a minimum of 2 hrs

Comments: Requires pretreatment with corticosteroid ( methylprednisone) &
antihistamine ( diphenhydramine).
Monitoring: Signs and symptoms of anaphylaxis or delayed infusion reactions can be
seen during or after the infusion. For infusion reactions slow or stop the infusion and
restart at a slower rate.
Stability: after dilution is stable for 4 hrs at room temperature or refrigerated
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Bacterial
Infection

ALL UNITS

Pentamidine

PCP

ALL UNITS

Pentobarbital

Mgt. of inc.
intracranial
pressure, status
epileticus

ICU , PACU

To prolong
contrast
enhancement
with ECHO

Echo Lab
ICU
CS2

Withdraw 1.3 ml ( 1.43 mg) of definity and
dilute with 8.7 mls NS= 10 mls total.
Administer initial IV injection of up to 2
mls over 30-60 secs. May repeat until
optimal image is obtained.
Max dose: 20 mls in one patient study.

To prolong
contrast
enhancement
with ECHO

Echo Lab

Initial dose : 0. 5ml flush with NS
Do not exceed 1 ml over 1 sec
May repeat unitl optimal image is achieved.
Max dose: 8.7 ml in one patient study.
Do not exceed 5 mls in any 10 min study.

Penicillin K+
Antibiotic

Barbituate
LOOK ALIKE /
SOUND ALIKE

PERFLUTREN
LIPID
MICROSPHERE
Definity

PERFLUTREN
LIPID
MICROSPHERE
Optison

ICU

I.I.:
1, 2, 4, 5 million units / 50 mls D5W over
30-60 mins
3 million units pre-mix given q 4 to 6 hrs
in 50 mls D5W over 30-60 mins
I.I.: 4mg/kg/daily in 250 mls D5W over 60
mins
Status epil.: II:10-15 mg/kg in 100 mls
D5W over 1 hr
then
CI: 0.5 mg/kg/hr
Pentobarb. Coma: 10-15 mg/kg over 1 -2
hrs then CI: 1-3 mg/kg/hr

Comments: Benzathine PCN & Procaine PCN not IV.
Contraind: Penicillin or Severe Type 1 Hypersensitivity/Anaphylaxis to Cephalosporins.
Caution: Hyperkalemia with K PCN doses
Pen K+ has 1.7 meq K/ 1 million units
Stability: Admixed: room temperature= 24 hrs, refrigeration= 7 days
Comments: Pharmacy admix. Use Pentam. Stable for 24 hrs in refrigerator. Dilute to <
6 mg/ml.
Side Effects: Hypotension
Comments: Pt MUST be on a ventilator.
Consider continuous EEG monitoring.
Taper gradually to DC.
Monitoring: temp, RR, BP, HR, mental status.
Side Effects: hypothermia, hypotension, resp. depression.
Follow manufacturer directions for preparation and handling.
Dilute entire vial of definity 1.3 mls with 8.7 mls NS = 10 mls.
Possible Side Effects:
Hypersensitivity reactions: urticaria,pruritus, dizziness, chest pain, dyspnea, back pain
Headaches, anaphylaxis.
Diphenhydramine 25 mg IV x 1 prn for rash.
For anaphylaxis:
Diphenhydramine 25 mg IV, Methylprednisolone 125 mg IV,
Epinephrine 0.3 ml SC
Follow manufacturer directions for preparation and handling.
Dilute entire vial of Otison ………….
Possible Side Effects:
Hypersensitivity reactions: urticaria,pruritus, dizziness, chest pain, dyspnea, back pain
Headaches, anaphylaxis.
Diphenhydramine 25 mg IV for rash.
For anaphylaxis:
Diphenhydramine 25 mg IV x 1 for rash or anaphylaxis
Methylprednisolone 125 mg IV x 1 for anaphylaxis
Epinephrin )
0.3 mlg SC x 1 for anaphylaxis
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Pertuzumab

Metastatic
Breast cancer

Infusion Ctr.
ONC 6

Perjeta

anti–human

Dosing and administration:
Initially IV dose of 840 mg/250 ml NS (not
D5W) over 60 minutes., followed every 3
weeks with 420mg /250 mls NS over 60
minutes. Do not administer this drug as
an IV push or bolus.

epidermal
growth factor
receptor 2
(HER2)

Storage: Keep vials in refrigerator at 20C to 80C (360F to 460F) until use. Do not freeze.
Do not shake. Keep vial in outer carton to protect from light.
Stability: Administer the drug immediately after preparation. If not administered
immediately, the preparation can be stored under refrigeration (20C to 80C) for up to 24
hours.
Preparation: Use aseptic technique to prepare the solution for infusion.
1. Withdraw appropriate volume of Pertuzumab from the vial (28mls for 840mg loading
dose and 14mls for 420mg maintenance dose).
2. Dilute into a 250ml 0.9% Sodium Chloride PVC or non-PVC polyolefin infusion bag.
Do not use dextrose solution. Reconstituted concentration for the loading dose will be
3.36mg/ml and for the maintenance dose 1.68mg/ml.
3. Do not shake. Mix the diluted solution by gentle inversion.
4. Administer immediately upon preparation.
Visually inspect the infusion bag for particles and discoloration prior to administration.
Comments: Observe patients for 60 minutes after the first dose and 30 minutes after
subsequent doses for significant infusion related reactions. Upon occurrence of such
reactions, slow down or interrupt the infusion and administer appropriate medications.

Phenobarbitol
Barbiturate

Anticonvulsant

LOOK ALIKE /
SOUND ALIKE

Phenobarbitol
Barbiturate

CSDU
ICU
ED
All Units

LOOK ALIKE /
SOUND ALIKE

Phenylephrine
Neosynephrine®
Alpha agonistvasoconstrictor

Severe
hypotension or
Shock

ED
ICU
ORAnesthesia
PACU

I.I.: Status epilecticus: 10-20 mg/kg in 50
mls NS over 10-15 mins. May repeat with
5 mg/kg q 15- 30 mins. Max 40 mg/kg/day
DNE: 50 mg/min
I.I.: Status epilecticus: 10-20 mg/kg in 50
mls NS over 10- 15 mins
I.I.: Maint dose: 1-3 mg/kg in 50 mls NS
over 10-15 mins DNE: 50 mg/min
CI: in D5W (preferred) or NS
10 mg/250 mls = 40mcg/ml -- single
20 mg/250 mls = 80 mcg/ml – double
Start @ 10 mcg/min & titrate by 20
mcg/min q 2 mins to usual desired increase
of SBP to 100-120 or MAP>60. Max :180
mcg/min, unless MD//LIP orders higher
max. dose. Once BP stabilizes decrease to
40-80 mcg/min. Titrate Med if ordered as
such.

Comments: Protect from light. Stable for 14 days @ R.T. For emergency situations
only. Avoid extravasation/alkaline. Reduce dose in renal/liver failure and the elderly.
Therapeutic range: 15-40 mcg/ml
Monitor: temp,RR, BP, HR, mental status, Phenobarbital level
Side effects: drowiness, residual sedation, apnea, headache, vertigo, resp. depression,
hypotension, coma.

Comments : Stable when protected from light in refrigerator: 14 days .
Pt must be on a cardiac monitor.
CI requires MD/LIP order for therapeutic goal (ex: BP, HR, MAP, Cardiac Index)
or reason. Titrate per order to goal.
Central line is preferred.
Extravasation can cause tissue necrosis. If extravasation, infiltrate area ASAP with
Phentolamine (5mg in 9 mls of NS).
Monitor: BP, HR, RR, EKG, U/O, IV site
Side effects: Vasoconstriction, hypertension, reflex bradycardia decreased renal
perfusion, arrhythmias
Related Policies:
PHENYLEPHRINE (NEOSYNEPHRINE): IV ADMINISTRATION
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Anticonvulsant

CSDU
ICU
ED
______
All Units

IV Push: doses <100 mg undiluted over 3-5
mins or at rate of 25 mg/min , no filter
needed if given undiluted.
___________________________
I.I.: up to 500 mg in 100 mls NS over
30mins
> 500 mg in 250 mls NS over 30- 60
mins. Nursing to use 0. 2 micron filter in
Pharmacy Pyxis.

Phosphate (K or
Na)

P replacement

ALL UNITS

Physostigmine

Reversal agent
for non-depolarizing muscle
agents;

ICU,
PACU
MD/LIP
only
FSC
ALL UNITS

I.I.:
15 mM in 250mls D5W over 3-4 hrs
15mM KPO4 as Pre mix
30 mM – Follow the 1st- 15 mM dose with a
nd
2 - 15mM over 3-4 hrs
1st dose: 0.5-1 mg up to 20 mg over > 2-5
min, may repeat q 20 mins until response or
side effects

Phenytoin
Dilantin®

cholinergic,
parasympathomimetic
Phytonadione

Bleeding with
elevated INR

Vit K

I.I.: 1- 10 mg in 50 mls D5W over 30
Mins
SC: 1-10 mg

Coagulant
Piperacillin/Tazob
actm
Zosyn®
Antibiotic

Bacterial
Infection

ALL UNITS

I.I.:
- 2.25, 4.5 gm Premix over 30 mins q 6, 8
or 12 hr depending on renal function.
- 3.375 gm/ 100 ml NS Minibag Plus over
30 mins q 6, 8 or 12 hr depending on renal
function.

Comments: Loading Dose:15-20 mg/kg at a max. rate< 50 mg/min
Maintenance: 5-7 mg/kg/day in 2-3 divided doses.
Load Level: 2-4 hrs post IV load or 24 hrs post po load
Maint Levels: at steady state 10-21 days, 2-4 days post load to estimate of accumulation
or deficiency of fixed maint. dose , if suspect sub therapeutic response (seizures) or
toxicity.
Therap. Range 10-20 mg/ml
Dosing; for each μg/mL desired increase in the
phenytoin serum level, increase the loading dose by 0.75 mg/kg
DNE 50 mg/min. Nursing to use 0. 2 micron filter.. NS only. Flush before and after with
NS. Incompatible in D5W and with other meds. Central line is preferred.
To minimize extravasation: dilute med, NS flush before and after med, give slowly, avoid
small hand, wrist or foot veins.
Monitoring: for dose related side effects: drowsiness, confusion, nystagmus, ataxia,
slurred speech, nausea, mental changes, hypotension, resp. depression, coma.
Non-dose related: IV site for extravasation, medication induced Lupus Erythromatosis.
Corrected Phenytoin=Measured Level /(0.2 x albumin)+ 0.1
Consider fosphenytoin for pts with poor venous access.
Comments: Do not infuse via same line as calcium containing solutions.
Each 3 mM of K Phosphate has 4.4 meq of K
Each 3 mM of Na Phosphate has 4 meq of Na
Monitoring: P, K, Ca, Na
Comments : Atropine or glycopyrrolate must be at bedside to treat bradycardia
Monitor: EKG, Vitals, bradycardia, AV Block, hypersalivation, inc. salivation,
diaphoresis, N/V, diarrhea, resp. distress, muscle spasms.

Comments: Rapid IV Push or infusions can cause hypotension and or anaphylactoid
reactions. Stable for 24 hrs in refrigerator. Protect form light. Hypotension is less with
I.I. than IV Push. Low doses and slow infusion rates of vitamin K are recommended to
prevent overcorrection which can lead to refractory states and systemic reactions. IV
reserved for situations where other routes not feasible (oral)
Monitoring: BP, INR, bleeding.
Comments: Stable for 24 hrs @ R.T or 7 days in refrigerator.
Contraind: Penicillin allergy & caution with Cephalosporin allergy.
Reduce dose or interval in renal failure. Do not mix with gentamicin or tobramycin.
1gm has 2.8 meq Na. MD/LIP to Monitor Cr, CBC
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Potassium
Chloride

Hypokalemia

All Units

A. Peripheral Line:
I.I.: 10 meq/100mls over 1 hr to minimize
Site Burning/ Phlebitis.
Max: 20 meq/100 mls hr over 1 hr IVPB
with continuous IVF’s infusing is
recommended.
C.I.: Max: 40 meq / Liter
Reassess need for replacements

B. Central Line:
I.I: 10- 20 meq/100mls over 1 hr.
- Rapid response or code or life
threatening arrhythmias with
hypokalemia:
Max. Rate: 20 meq /100 mls over 0.5 hr

Comments :
Potassium chloride/acetate/phosphate may NEVER be administered IV
undiluted or direct IV push.
Low magnesium needs correction with hypokalemia for proper K+
correction.
Recheck K+ level 1- 4 hrs after treatment.
Cardiac monitor required with rates > (greater than) 20 meq/hr.
Monitor:
Pain & venous irritation can be minimized by administering IVPB K+ with
a running IVF’s.
Hypokalemia : Report signs: ileus, muscle weakness, hypoactive DTR’s,
prolonged QT or prominent U wave.
Hyperkalemia:Report signs: numbness, tingling, flaccid paralysis, AV
block, QRS widening > 25% of baseline.
These guidelines are the usual recommended doses and times of infusion for
Potassium but they are not definitive in all clinical situations.

Cardiac monitor required with
rates > (greater than) 20 meq/hr.
C.I.: Max: 80 meq/ Liter

Sodium
GlyceroPhosphate
As of 10//31/13 This IV
phosphate product will be
used during the critical
shortages
Of sodium and potassium
phosphate

________________
Potassium
Phosphate

Hypophosphatemia

ALL UNITS

I.I.:15 mM Sodium glycophos/ 250mls NS
over 3. 3 - 4 hrs
For 30 mM – Follow the 1st 15 mM dose
with a 2ND 15mM over 3. 3 - 6 hrs

______________
Hypophosphatemia

__________
ALL UNITS

___________________________________
I.I.:
15 mM in 250mls D5W over 3. 3 - 6 hrs
15mM KPO4 as Pre mix

Pharmacy: 1 ml Sodium GlyceroPhosphate contains 1 mM Phosphate & 2 meq
sodium
Comments: Pharmacy admix. Do not infuse via same line as calcium containing
solutions. DNE: 7 mmol/hr

_____________________________________________________
Comments : Pharmacy admix. Available as pre-mix as 15 mM in 250 mls D5W.
For 30 mM doses use #2- 15 mM premix doses.
Do not infuse via same line as calcium containing solutions. DNE: 7 mmol/hr
Each 3 mM of K Phosphate has 4.4 meq of K

For 30 mM – Follow the 1st 15 mM dose
with a 2ND 15mM over 3 . 3 - 6 hrs
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Procainamide
Antiarrhythmic

Prochlorperazine

Advanced cardiac
life support Ventricular
arrhythmia
Ventricular
arrhythmia, Lifethreatening
Phenothiazine
Anti-emetic

Compazine®
Promethazine

Anti-emetic

CSDU
ICU
ED

Comments : Stable for 24 hrs @ R.T. 12 lead Cardiac monitor required.
In cardiac or renal dysfunction, reduce LD to 12 mg/kg and CI to 1-2 mg/min.
Monitor: Proarrhthymic esp. in AMI, hypokalemia or hypomagnesemia, Monitor BP,
EKG, QTc, can cause AV block, rarely V. Fib.
MD/LIP to Monitor: Procainamide ( 4-10) and NAPA (10-30-active metabolite) levels.
Proc
Related Policies:

All Units,
MFICU/
OB-GYN

Load: a. Slow IV Push as 100 mg over 2-3
mins q 5 mins until rhythm is controlled or
hypotension, QRS is prolonged > 50% or a
total of 15- 17 mg/kg total dose is given
then
CI: 2000 mg/500 mls NS= 4mg/ml at
maintenance @ 1- 6 mg/min
Max. 9 grams/ 24 hrs
IVPush: No
I.I.: doses up to 10mg in 50 mls NS over
15-30 mins

ALL UNITS

IVPush: NO

Comments : IM or PO preferred.
High Risk for extravasation and tissue damage.
Use lowest dose possible to minimize adverse CNS side effects.
- Assure patent venous access and administer into tubing of a running IV due to high risk
of extravasation tissue damage. DC at once if extravasation occurs. Do not use hand or
wrist vein. 2. 2. -- Central vein preferred.
- Administer through large-bore vein only, no hand, wrist or foot vein.
- Check patency of access site.
- Educate pt to inform a health care professional if they experience pain or burning
during or after injection
- Not IV Push due to High risk for resp. depression, delirium, hypotension, sedation, EPS,
& extravasation.
- Use IVPB, po or IM
For adverse Eps:benadryl 12.5- 25mg IVP or benztropine 0.5-1mg
Comments : Pt MUST be on a ventilator since causes resp. depression (exception:
conscious sedation in presence of an anesthesiologist).
Use Sedation Holiday (SH) as indicated.
Spontaneous Breating Trial (SBT)as indicated
Replace bottle aand tubing q 12hr to decrease fungal contamination.
Caution in hypertriglyeridemic pancreatitis
Emergency Use only & in the presence of the MD/APRN
Monitoring: BP, RR, triglyceride level q 2-3 days, adm. Site, mental status.
Side effects: hypotension, bradycardia, MI depression, flushing, rash, hyperlipidemia,
phlebitis.
Related Policies:

Phenergan®

I.I.: 6.25-12.5 mg in 50 mls D5W/ NS for
elderly given over 15-30min ,
12.5 – 25 mg for others

phenothiazine

Propofol
Sedative,
Anesthetic
HIGH ALERT / DOUBLE
CHECK

Propofol
Sedative,
Anesthetic

Sedation of
Intubated pt

ICU, PACU,
ED in
presence of
MD/LIP for
intubation

ED
ICU
PACU
FSC

IV Push: 10-20 mg over 3-5 mins
Use in an emergency to rapidly increase
depth of sedation (ie. to gain ventilatory
control) in pts who are hemodynamically
stable and when hypotension is unlikely to
occur.
CI: 1% = 10 mg / ml Premix
Start @ 10 mcg/kg/min, titrate by 10
mcg/kg/min q 5 mins to achieve desired
sedation with RASS -1 to -2 or as ordered
by MD/LIP. Max dose is 50 mcg/kg/min,
unless MD/LIP orders higher max. Titrate
Med if ordered as such.

PROCAINAMIDE: IV ADMINISTRATION

Comments :Not recommended for IV use due to High risk for resp. depression,
hypotension, sedation, EPS.
Caution with seizures.

PROPOFOL: CARE OF THE PT RECEIVING CONTINUOUS PROPOFOL INFUSION

HIGH ALERT /
DOUBLE CHECK
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Protamine

Pyridoxine =Vit
B6

Regadenoscon
(Lexiscan)
Rifampin
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Reversal of
elevated aPTT
from heparin.

ALL UNITS

I.I.: 10-50 mg in 50 mls NS over
10-15 mins
100 mg in 50 mls over 20-30 mins

______________
_____
Regional line
reversal of
Heparin with
CVVh ,
ultrafiltration
Vit B6
dependency or
deficiency states,
Vomiting
In pregnancy

ICU, CS2

___________________________________
_

for non-exercise
stress testing 15
sec IV
Bacterial
Infection

CCL

ALL UNITS

II: Doses up to 600 mg in 500 mls NS over
3 hrs

Non-hodgkins
lymphoma,
Chronic
lymphoid
leukemia

ALL UNITS

I.I.: 375 mg/m(2) IV infusion to a final
concentration of 1 mg/ml NS, start @ 50
mls/hr, if tolerated increase by 50 mls/hr q
30 mins to max. of 400 mls/hr until
completed.

250mg/ 250 mls NS at rate prescribed

ALL UNITS

I.I.: 25-100 mg in 50 mls D5W or NS over
10-15 mins
Pyridoxine dependency syndrome
10 to 250 mg daily.
Vitamin B6 deficiency;25 mg/day X 3
weeks, followed by maintenance therapy
with 1.5 to 5 mg/day in a multivitamin
preparation.
IV Push: 15 sec IV

Rifadin®
Antibiotic
Rituximab
Rituxan®
Monoclonal
antibody

Rheumatoid
arthritis (RA)
Rocuronium
Zemuron®

Skeletal muscle
relaxant for
Mech. ventilation

RA: 1000 mg

ED-RN
ICU
PACU
FSC

Neuromuscular
blocker
TITRATE MED

Scopolamine
Anticholinergic

Pre-Op Sedation

Comments: Stable for 24 hrs @ R.T.
Rapid administration may cause severe hypertension/hypotension and anaphylactoid
reactions. Each mg neutralizes 100 units of heparin infused in last 2 hrs. obtain PTT 5-15
min after protamine. If 30-60 mins have elapsed before starting protamine:use 0.50.75mg/ 100 units of heparin given in preceding 2 hrs. If > 2 hrs have elapsed: use 0.250.375 mg/100 units. Monitor thrombin time with open heart pt’s.

IRad
PACU
FSC
SDS

500 mg/ 100 mls D5W or NS= 5mg/ml
LD IVPush: 0.6- 1 mg/kg undiluted over 510 secs then
CI: 5-16 mcg/kg/min. Start @ 5
mcg/kg/min and Titrate by 1 mcg/kg/min q
10 mins or as ordered to achieve Train of
Four 2-3 out of 4 or as ordered .
Max: 16 mcg/kg/min unless higher max. is
ordered by MD/LIP
IV Push: 0.3-0.6 mg Over < 1 min

Comments: Pharmacy admix. Stable for 24 hrs @ R.T. Dilute to max. of 6mg/ml &
administer within 24 hrs of preparation. Avoid extravasation. Central line is preferred.
Adjust for renal dysfunction. Can increase metabolism of some meds. Caution may stain
clothing. Causes red-brown colored stool, sweat, body fluids. Remove contacts during
use to avoid permanent staining.
Comments: Premedication with acetaminophen, diphenhydramine & corticosteroid
should be considered before each infusion of rituximab, as well as withholding of
antihypertensive agents 12 hours prior to rituximab administration
Monitoring: CBC, Renal Fx, BP, HR
Side Effects: Infusion related reactions, severe mucocutaneous reactions, hypotension,
neutropenia, N/V, thrombocytopenia. If hypersensitivity or an infusion-related event
develops, the infusion should be temporarily slowed or interrupted.
Stability: Infusion solutions are stable for 24 hrs at refrigerator temps then
another 24 hrs at room temp.
Comments: Use in ICU when other NMB’s (cisatracurium or vecuronium) are not
available. Has rapid onset and intermediate duration of action and low cardiovascular side
effects similar to cisatracurium. Pt MUST be on a ventilator.
CI requires MD/LIP order for therapeutic goal (ex: Train of Four) or reason. Titrate per
order to goal. Stable for 24 hrs at room temperature. Requires an analgesic and sedative.
Monitoring: train of four, RR,BP,HR, apnea, resp. depression.
Related Policies:
NEUROMUSCULAR BLOCKING AGENTS (NMBA): IV ADMINISTRATION

Side effects: Tachycardia, hypotension, dizziness, dry mouth
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Secretin
Sincalide

Gall Bladder &
Pancreatic studies

ENDO

Metabolic
acidosis

CSDU
ICU
I.Rad
Med/Surg

Kinevac®

Sodium
Bicarbonate 8.4%
Systemic alkalinizer

Sodium
Bicarbonate 8.4%
Systemic alkalinizer

Hyperkalemia

All Units

0.2 – 0.4 mcg/kg 2 mcg/mL 1 min
0.02 mcg/kg ( 1.4 mcg/70 kg) over 30-60
secs depending on procedure. If a
satisfactory contrqaction of the gallbladder
does not occur in 15 mins, a 2nd dose of
0.04 mcg/kg may be given. To reduce
intestinal side effects an IV infusion of 0.12
mcg/kg in 100 mls NS may be given @ 2
mls/min.
For Secretin-Kinevac test of pancreatic
function, a Kinevac dose 0.04 mcg/kg IV
over 30 min, starting 30 min after the
initiation of secretin 0.25 units/kg IV over
60 min
IVPush for Codes: 0.5- 1meq /kg Over < 1
min
ICU: Push over <1 min in non- code
CI: 50-150 meq/L D5W , rate determined
by base deficit & MD/LIP
For prevention of Contrast Dye Induced
renal failure:
150 meq/ 1 Liter D5W @ 150 mls/hr x 1 L

IVPush 50 meq = 50 mls over 1-2 mins

Comments: See specific protocols for each procedure
Side Effects: abd. Pain, cramps, N, dizziness.
Contra: Bowel obstruction

Comments: Do not piggyback with Calcium solutions.
May cause hypernatremia, hypokalemia, hypocalcemia, met. Alkalosis, CHF,
edema.
Pharmacy note: Stable for 7 days in refrigerator
Monitor: ABG’s & Lytes

Consider IV Hydration & acethylcysteine to prevent contrast dye induced renal
failure
Comments:

Treatment of Hyperkalemia:Follow MD orders:
1. Stop K+ infusions and oral therapy and Contact MD/LIP to
Discontinue K+ infusions.
2. Consider Calcium Gluconate IVPush: 10-20 mls of 10% over 2 mins or
1 gm in 50 mls D5W X 1-2 doses over 5-10 mins)
3. Dextrose IV Push ( 50 mls of D50 IV Push) undiluted over 1-2 mins
4. Regular Insulin IVPush ( 10 units)
5. Bicarbonate IVP (50 meq= 50 mls of 8.4% over 2 mins
6. B2 adrenergics-albuterol nebs (10-20 mg=12-24 mls nebulized);
7. Loop diuretics
8. Na Polystyrene (15-60 gms)
9. Hemodialysis
Stability: 24 hrs at room temperatire,7 days refrigerated
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Sodium chloride
3%

To reduce inc. in
Intracranial
Pressure (ICP) &
Cerebral edema

ICU

CI: 250 mls of 3 % NaCl = 125 meq as a
bolus over 15-20 mins, then 40-70 mls/hrwith Goal of Serum Na 145-150 meq/L.

Relative Contra: Serum Na+ > 130, serum Osm >330, uncomp. CHF.
Comments: Requires IV Pump. Central line required.
If a central line can not be obtained a large patent peripheral vein msy be used for
maximum concentration of 2 % Hypertonic saline. RN assessment of the peripheral
vein for inflammation and phlebitis q shift .
ICP and/or clinical response (neurological exam) q 1-2 hours
- Na level >160 mMol/L evaluate risk versus benefit
1. “Rebound” cerebral edema, central pontine myelinolysis: neurological
exam q 1-2 hours
2. Electrolyte abnormalities: serum sodium and chloride to be checked
4 – 6 hours post dose
3. Natriuresis/Diuresis: input/output q 1 hour and daily weight
4. V/S: BP, HR, RR, O2 Sat q 1 hour
Blood for testing should NOT be drawn via the central line through
which the 3% NaCl is infusing.
5. Monitor: BP for hypotension, S&S’s of hemolysis, Pul. Edema, neuro status, Na,
K, Cl, Glucos , osmolarity & V/S q 1 hr.

____________
Severe
Symptomatic
Hyponatremia
Serum Na+ < 120

________
ICU

___________________________
Acute hyponatremia should be
corrected over hours.
Chronic hyponatremia should
be corrected over days.

_________________________________________________________
Comments: Serum Sodium increase > 0.5 meq/L/hr - Notify MD/LIP.
Rapid correction (increase in Na+ > 12meq/L in 24 hrs is associated with osmotic
demyelination syndrome with neurologic events including flaccid paralysis,
dysphagia, palsy, lethargy, coma and seizures. Stop infusion immediately and
contact MD/LIP immediately if any of these are observed.
Use caution with patients with congestive heart failure, renal insufficiency, and sodium
retention disorders.
The administration of 3% sodium chloride injection in hyponatremic pts has been
associated with vein damage, pulmonary edema, CNS complications and volume
overload.
Orders must specify 3% NaCl conc., specific volume to be infused over a specific
number of hrs or a rate as mls/hr for a specific # of hrs.
3% NaCl has 513 meq/L NaCl & 1027 mOsmol/L
2 mls of 3% NaCl = 1 meq Na

For severe acute symptomatic
Hyponatremia < 120 meq/L:
Follow Dosing Chart to achieve goal of
Serum Na+ @ 120 meq/L.
When Na+ is > 120 meq/L, reduce rate for
slow correction of Na+ (25-50% of initial
rates).
Replace half the Na deficit with 3% NaCl
over 24 hrs and the remaining Na
requirement with 0.9% NaCl over 24-48
hrs.
Na deficit= (140 meq/L- pt’s serum Na+) x
0.6* X IBW in kg, sub 0.5 for females in
equation.
Usual rates = 40-70 mls/hr.
Max. rate = 72 mls/hr unless ordered by a
Nephrologist.
Give 1/3- 1/2 Sodium deficit over first 8-12
hrs at rate of 25 - 50mls/hr (DNE 72
mls/hr), then replace the remaining over the
next 16-24 hr .
Serum Na+ correction should be no more
than 12 meq/L in a 24 hr period.

Initial Dosing Chart for Initial Rapid correction of Serum Na < 120 meq/L for
Severe Symptomatic Hyponatremia
with Goal of Serum Na+ @ 120 meq/l
Rate of 3 % NaCl to inc.
Ideal body wt Total Body water Na+ by max. of 0.5 meq/hr
with Goal of Serum Na+
@120 meq/l
40 kg
24 Liters
24 mls/hr
60 kg
36 Liters
36 mls/hr
80 kg
48 Liters
48 mls/hr
100 kg
60 Liters
60 mls/hr
120 kg
72 Liters
72 mls/hr
Monitor: BP for hypotension, S&S’s of hemolysis, Pul. Edema, neuro status, Na, K,
Cl, Glucos, osmolarity & V/S q 2- 4 hrs.
Decrease or stop infusion if Serum Na exceeds increase of
Adverse effects: hypernatremia, hyperchloremic acidosis, fluid overload and
electrolyte abnormalities.
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Sodium glycophos
As of 10//31/13 This IV
phosphate product will be
used during the critical
shortages
Of sodium and potassium
phosphate

________________
Sodium Phosphate

Succinylcholine
Neuromuscular
blocker

Hypophosphatemia

ALL UNITS

I.I.:15 mM Sodium glycophos/ 250mls NS
over 3. 3 - 4 hrs
For 30 mM – Follow the 1st 15 mM dose
with a 2ND 15mM over 3. 3 - 6 hrs

______________

__________
ALL UNITS

Hypophosphatemia

Skeletal muscle
relaxant for
intubation

ED/ICU,
PACU - RN
in presence
of
MD/CRNA
for
intubation.
FSC
ALL UNITS

__________________________________
I.I.:15 mM in 250mls D5W over 3. 3 - 4
hrs
15mM NaPO4 as Pre mix
For 30 mM – Follow the 1st 15 mM dose
with a 2ND 15mM over 3. 3 - 6 hrs
IVPush by MD/CRNA:
0.5-1 mg/kg undiluted over 15-30 secs

Terbutaline

Tocolysis

OB

Brethine®

Priapism

ED

0.25 – 0.5 MG mg in 50 mls D5W or via

ALL UNITS

I.I.: 100 mg in 50 mls D5W or NS over 3040 mins
CI: in IVF’s

Prograf®

Prevent organ
transplant
rejection

Immunosuppressant

Thiamine
Vitamin

________________________________________________________
Comments: Do not infuse via same line as calcium containing solutions. DNE: 7
mmol/hr
Each 3 mM of Na Phosphate has 4 meq of Na

Comments: In presence of MD/CRNA for intubation only. Atropine pretreatment may
be needed to treat bradycardia. Do not administer with hyperkalemia. Consider
analgesia and sedation before use. Quick onset, short duration.
Side Effects: Hypotension, flushing, hyperkalemia, bradycardia, Consider sedation and
analgesia before use.
Related Policies:
NEUROMUSCULAR BLOCKING AGENTS (NMBA): IV ADMINISTRATION

I.I. : 0.01 to 0.05 mg/kg/day ( 0.5 – 2 mg in
100 mls D5Wor NS IV , > 2 mg in 250 mls
D5W or NS over 2 hrs )
Final conc. 0.0040.02 mg/mL
Tacrolimus must be administered in
Dextrose 5% injection or Sodium Chloride
0.9% injection, stored in glass or
polyethylene containers, and discarded after
24 hours
0.25 mg undiluted over 15 sec

Tacrolimus

Pharmacy: 1 mM Phosphate & 2 meq sodium / 1 ml Sodium glycophos
Comments: Do not infuse via same line as calcium containing solutions. DNE: 7
mmol/hr
Each 1 mM of Na GlycoPhos has X meq of Na

Comments: Stable for 24 hrs @ R.T. In Glass or polyolefin.
Switch to oral therapy as soon as tolerated.
Side Effects: anaphylaxis, thrombocytopenia, leukopenia, nephrotoxicity, severe HTN,
hyperkalemia, seizures, neurotoxicity, immunosupression, infections, malignancy, QT
prolongation, cardiac hypertrophy, pericardial effusion. Common side effects: GI- abd.
Pain, diarrhea, anorexia; CNS-headache, insomnia, asthenia, fever, hypomagnesemia,
hyperglycemia, anemia, inc. LFT’s, per. edema, inc. BUN/Cr, cough. Cyclosporine
should not be administered concomitantly with tacrolimus. Increases in trough
cyclosporine levels associated with elevations in serum creatinine have been observed
with the combination
Comments: Preferred route is SC.
Monitoring: BP, HR, RR, FHR per protocol.
Comments: Resolution of priapism can occur within 4-5 mins following injection.
Monitoring: Assess HR, BP, RR before and after dose.
Side Effects: CV- PALPITATIONS, TACHYCARDIA, increases in EJECTION
FRACTION, increases in CARDIAC OUTPUT, GI-NAUSEA and VOMITING ,
CNS- HEADACHE, NERVOUSNESS, DIZZINESS, SOMNOLENCE, and
INSOMNIA,Tremors
Comments: Pharmacy admix. Stable for 24 hrs @ R.T.
No IV Push due to risk of anaphylaxis
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Tigecycline

Infections

ALL UNITS

Com. acquired pneumonia/ intraabdominal/ skin & skin structure
infections: IV.: Initial: 100 mg x1 dose
then 50 mg/ 100 mls NS or D5W. q 12
hours for 5-14 days, Infuse over 30-60
minutes through dedicated line or via Y-site

Tobramycin

Bacterial
Infection

ALL UNITS

Rheumatoid
arthritis
(Moderate to
Severe)

ALL UNITS

I.I.: Traditional dosing: 1-2 mg/kg q 8-12
hrs in 50 mls D5W over 30-60 mins
Once daily dosing: per protocol- 2-7
mg/kg/day depending on site of infection
and renal function in 100 mls D5W over
30-60 mins q daily
4 mg/kg IV infusion over 1 hr q 4-wk;
increase to 8 mg/kg based on clinical
response; doses exceeding 800 mg per
infusion are not recommended.

Edema, CHF

All Units

Antibiotic

Tocilizumab
Actemra

Torsemide
Demadex

_______
All Units
______
CSDU
ICU
ED
Med 4 Step
Down
PACU
Cardiology

IV Push: < 40 mg undiluted
given < 20 mg/min, flush with 5 mls
NS.
___________________________________
I.I.: >40 - 100mg in 50 mls D5W
only over 15- 30 mins
___________________________________
IV Push: up to 50 mg undiluted
over 1-2 mins
CI: 1 - 20 mg/ hr in D5W

Comments: Pharmacy to admix.
Severe hepatic impairment (Child-Pugh class C): Initial: 100 mg single dose;
Maintenance: 25 mg q 12 hours
Reconstituted solution may be stored at room temperature for up to 6 hours or up to 24
hours if further diluted in a compatible I.V. solution. Alternatively, may be stored
refrigerated at 2°C to 8°C (36°F to 46°F) for up to 48 hours following immediate
transfer of the reconstituted solution into NS or D5W.
Reconstituted solution should be yellow-orange; discard if not this color.
Comments: Pharmacy admix. Consult unit Rph for dosing & monitoring. Modify
dose or interval for renal impairment. Peak & Trough levels recommended for monitoring
of traditional dosing.
Monitor trough with once daily dosing.
Renal and ototoxic with high troughs for extended periods.
Stability: 24 hrs at room temperasture, 14 days refrigerated
Comments: Pharmacy: From a 100 milliliters infusion bag or bottle, withdraw a volume
of 0.9% Sodium Chloride Injection equal to the volume of tocilizumab solution required
for the patients dose. Slowly add tocilizumab and mix gently by inverting the bag to
avoid foaming. Patients should be closely monitored for the development of signs and
symptoms of infection during and after treatment with tocilizumab
Side effects: Skin reactions, including rash, pruritus, and urticaria
MD/LIP to Monitor: ALT & AST , CBC q 4-8 weeks
Comments: I.I.: Pharmacy Admix. Do not refrigerate CI’s.
Protect from light. Stable for 24 hrs @ Room Temperature
Torsemide 20 mg= Furosemide 40 mg= Bumetanide 1mg
Monitor: BP & HR during rapid administration
Side effects: Hypotension, h/a, dizziness, hypovolemia, muscle cramps, hyperuricemia,
hyperglycemia, hypokalemia, hypocalcemia, metabolic alkalosis.
.
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Tranexamic acid

Treprostinil
Remodulin®
Prostacyclin with
Vasodilatory &
inhibitor of platelet
aggregation
HIGH ALERT / DOUBLE
CHECK

Hemophiliahemorrhage

ALL UNITS

Reduce bleeding
for Orthopedic
Hip/Knee
arthroplasty

OR

Pul Artery
Hypertension
(PAH)
With NYHA
class II-IV
symptoms

CSDU
ICU

I.I.: up to 2000 mg in 50 mls NS over 30
mins,
Max. rate = 100 mg/min
Open Heart
100 mg/kg IV pre-op, then 50 mg/kg IV
post-op, OR 15 mg/kg IV followed by an
infusion of 1 mg/kg/hr for 5-6 hours started
prior to initiating coronary bypass
___________________________________
Orthopedic Procedures:
Usual dose: 1gm= 10 mls mixed with 10
mls NS= total volume 20 mls given pre-op
and may repeat intra-op

Comments: Usual dose: 10 mg/kg
Increase interval for renal impairment.

CI: Usual initiation rate= 2 - 6 ng/kg/min.
Maintenance CI at 2- 500 ng/kg/min.
Continuous SC or IV via ambulatory
infusion pump with special syringe with
rate set as mls/24 hrs or as mls/hr with
Alaris infusion pump.
Initially may be infused with Alaris pump
in new pt. or CADD not available.
Calculation is based on pt’s wt. and drug
conc.
The therapeutic potency of treprostinol is
less than that of eprostenol (Flolan). Thus
acceptable starting rates of treprostinol IV
or SC are 2-3 x the starting doses of
epoprostenol. Titration q 6 -24 hrs based
on therapeutic response and/or side effects.
Rate changes by MD/LIP only based on
symptoms not wt. changes.
Infusion rate = Dose (ng/kg/min) x weight
(kg) x 0.00006 / conc. (mg/ml).
Ex: a 80 kg pt. receiving 22.5 ng/kg/min
with a vial conc. of 5mg/ml = 0.02 ml/hr.
Pts with mild to moderate hepatic
impairment or those who cannot tolerate the
usual rate due to systemic effects might
benefit from a reduced starting dose or
slower titration.

Comments:
Rph or MD/LIP must call company___________________ to verify
current conc., dose delivered, and dosing weight (not current weight).
Syringes are changed q 2 days and site change q 3-7 days.
Admission orders must include: • dose in ng/kg/min, • dosing weight , • concentration of
treprostinil , • initial infusion rate in mL/hr (collaborate with Pharmacy) , • volume of
infusion (collaborate with Pharmacy).
Pharmacy Admixing: recon. Soln’s expire at 48 hrs @ R.T.
IV administration: prepare a 50 mL volume of diluted treprostinil infusion. Determine the
dose (in mg) needed based on the pt’s total body weight and the infusion rate
(ng/kg/min): (no dose adjustment needed for obesity)
Sudden withdrawal or large reductions in dosage may result in worsening of pulmonary
arterial hypertension symptoms.
Do not slow or stop infusion without Pulmonary MD/LIP order and guidance since this
may be life-threatening.
If a pt is admitted the process of conversion to the JDH pump and guardrail system
Concomitant use with anticoagulants (warfarin, enoxaparin, dalteparin, lepirudin,
argatroban) or antiplatelet agents (NSAIDS, salicylates) may increase risk of bleeding.
Diuretics, antihypertensives, vasodilators may result in added reductions in BP when
given with epoprostenol.
Advantages over epoprostenol: longer half-life- sudden interruption of therapy less
dangerous, easier prep – no recon., less pt. manipulation- change reservoirs q 2 days, no
ice packs and light protection required.
Monitoring: for S&S’s of PAH: chest pain, dyspnea, palpitations, orthopnea, syncope.
Monitor for side effects of insufficient med: cyanosis, chest pain, cough,
fatigue/weakness, palpitations, sob.
Monitor for excess med: diarrhea, headache, lightheadedness/fainting, nausea, vomiting
Monitor for side effects : inj. Site pain , infusion site reactions: rash, erythema or
induration,, others: headache, diarrhea, nausea, jaw pain, hypotension, and edema.
Related Policies:
FLOLAN (EPOPROSTENOL SODIUM): TRANSITION TO IV REMODULIN OR IV
EPOPROSTENOL FOR INJECTION
MEDICATIONS: DOUBLE CHECK
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Trimethoprim
(TMP)
Sulfamethoxazole
(SMX)

Bacterial
Infection

ALL UNITS

I.I.:
Sepsis/Meningitis/PCP:
15-20 mg/kg/day as TMP divided q 6 hrs
Non PCP:10 mg/kg/day as TMP divided q
6-12 hrs
0-80 mg TMP in 100 mls
D5W
over 1 hr
81-120 mg TMP in 150 mls D5W
over 1.5 hrs
121-240 mg TMP in 250 mls D5W
over 1.5 hrs
241-450mg TMP in 500 mls D5W
over 2 hrs

Comments: Nursing to admix due to limited stability.
Limited stability: 6 hrs at Room Temperature
Dosing is based on TMP component
5 mls = 80 mg trimethoprim & 400 mg sulfamethoxazole
Mix immediately prior to use.
80 mg TMP/ 400 mg SMX per 5mls.
DS tab= 160 mg TMP/800 mg SMX= 20 ml susp.
Reduce dose w renal impairment.
Monitor: CBC, Cr, K+, for skin rashes
Side effects: rash, immune hypersensitivity reactions, hyponatremia, thrombocytopenia,
pancytopenia, hemolysis, hyperkalemia

Seizures,
Behavorial
management

ALL UNITS

Comments: Pharmacy admix. Stable 24 hrs @ Room Temperature.
Side effects: nausea, vomiting, somnolence, sedation, bleeding, increase in LFT’s,
pancreatitis.
Monitor levels.

Gram Positives
Infections

ALL UNITS

I.I.: 10-15 mg/kg/day given 2-3 x a day as
125-1000 mg in 100 mls D5W over 60
mins, increase at 1 week intervals by 5-10
mg/kg/day until the desired therapeutic
effect is reached or adverse effects occur
I.I.: Infusion rates -updated 11/1/13
500-750 mg/ 100 mls D5W over 1 hrs
1000-1250 mg/ 250 mls D5W over 1.5 hrs
1500-1750 mg/ 250 mls D5W over 2 hrs
>2000
mg/250 mls D5W over 2.5 hrs

Vasodilatory
shock

For Code
Blue
under
direction of
LIP, given
by Critical
care RN,
Action RN
or
APRN

Bactrim/Septra®
Antibiotic

Valproic acid
Depacon®
Antiseizure
Vancomycin
Antibiotic

Vasopressin
Pitressin®
Vasoconstrictor
LOOK ALIKE /
SOUND ALIKE

______________
Vasodilatory
shock

______________
Esophageal
variceal bleed

ICU

IVPush: Cardiac Arrest - pulseless
VT,VFIB: 40 units x 1 per ACLS

Comments: Pharmacy admix.
Consult Unit Rph for assistance in dosing and monitoring.
Slow or stop infusion if flushing or hypotension develops.
HD patient’s: random levelsafter dialysis.
Monitoring:
Pharmacist is responsible for ordering troughs
Side Effects: Red neck syndrome (infuse slowly), eosinophilia
Stability: 24 hrs at room temperature, 14 days refrigerated
Comments: CI for sepsis is non-titrable and requires MD/LIP order for changes in rate.
Stable for 48 hrs in refrigerator.
Monitor: BP, urine Na & sp. Gr. , serum osm., I/O’s
Side effects: May provoke angina in pt’s w CAD and may cause water retention,
bradycardia, MI, hypertension, arrhythmias, bronchospasm and neuromuscular diseases.

Shock: CI: 60 units / 60 ml NS= 1
units/ml, 0.04 unit/min, = 2.4 mls/hr,
Do Not Titrate
___________________________
Esophageal varices CI: 0.2 -0.4 unit/min=
30-60 mls/hr with 200 units/ 500 mls NS=
0.4 units/ml, titrate to max. of 1 unit/min,
when bleeding stops continue for 12 hrs
then taper off within 24-48 hrs
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Vecuronium

Intubation & for
Mech.
Ventilation

ED
ICU
PACU
FSC

IVPush: Load Dose: 0.1 mg/kg (2-10mg)
over 1-2 mins, q 1-2 hrs

SVT, AFib.,
Hypertension
______________
__
Prevention of
arterial spasm in
catheters
Anti-fungal
Aspergillosis,
invasive,
including
disseminated and
extrapulmonary
infection:

ICU

Monitor: EKG, HR, BP
Side effects: bradycardia, AV block, V-Fib., asystole, hypotension.

Vitamin
deficiency

ALL UNITS

IVPush: 2.5 -10 mg over at least 2 mins,
repeat dose x 1 if no response in 15-30 mins
CI: 50-100 mg/250mls @ 2-10 mg/hr
Catheter: ( Diamondback 360 System by
CSI). 1000 NS with 20cc of Viper Slide
(lubricant ), 5mg of Nitroglycerin, and 5mg
of verapamil.
I.I.: Initial: Loading dose: 6 mg/kg q 12
hours for 2 doses; followed by maintenance
dose of 4 mg/kg q 12 hours
1st & 2nd Load doses in 250 mls D5W/NS
over 2 hrs then maintenance dosing in 100
mls over 1.5 hr.
Duration of therapy should be a minimum
of 6-12 weeks or throughout period of
immunosuppression:
CI: 1 vial of MVI-12 to at least 500 mls of
IVF
IVPush: 1-10 mg undiluted over 1-2 mins

Comments:
400mg/100mls=4 mg/ml –Pharmacy to send # 2 admixtures- one for load and one for
maintenance dosing. Max. conc. is 4 mg/ml
Stable for 8 hrs @ R.T., for 24 hrs in refrigerator. Use dedicated line.
Adjust for renal dysfunction.
Comments: Minimum 7 days between doses. Hydration is recommended. Do not
administer. V&S pre & post infusion.
Renal impairment (multiple myeloma/metastatic bone lesions from solid tumors):
3.5-mg IV (CrCl = 50 to 60 mL/min); = 87.5 mls of 4 mg/ 100 mls premix
3.3-mg IV (CrCl = 40 to 49 mL/min); = 82.5 mls of 4 mg/ 100 mls premix
3-mg IV (CrCl = 30 to 39 mL/min) = 75 mls of 4 mg/ 100 mls premix
RN Note: Use guardrails and set VTBI per above doses and volumes based on
4 mg/ 100 ml premix

CI: 100 mg/ 100 mls = 1 mg/ ml @ 0.8- 1.2
mcg/kg/min

Comments: Pt MUST be on a ventilator. Must be sedation before use. Consider
analgesia.
Renal failure & hepatic dysfunction can prolong blockade.
Contra: with steroids due to high risk for prolonged neuro-muscular blockade
Monitor: TOF, HR, BP, electrolytes
Related Policies:
NEUROMUSCULAR BLOCKING AGENTS (NMBA): IV ADMINISTRATION

Verapamil
Calan/Isoptin®
Cal. Channel
blocker
Voriconazole
VFend®

Vitamin - multiple
Warfarin
Coumadin®
Zidovudine

IR, Cardiac
Cath., OR

ALL UNITS

All Units

L&D

AZT

Prevent viral
transmission to
infant

LD: 2mg/kg/hr x 1 hr @ 4mg/ml D5W/NS
I.I.: 1 mg/kg/hr @ 4mg/ml in D5W/NS until
cord is clamped or a minimum of 3 hr
before C/S or vag. delivery

Anti-retroviral
Zoledronic acid

Osteoporosis

NCCC

I.I.: 5 mg in 100 mls D5W or NS over 2030 mins

Hypercalcemia
ass. with
malignancy,
Multiple
myeloma, Pagets
disease

NCCC

I.I.: 4 mg in 100 mls NS , infuse @ 300
mls/hr over 20-30 mins

Reclast- given
yearly
Zoledronic acid

Zometa-R Formulary Inpatient
IV Biphosphonate

Comments: Stable for 48 hrs @ R.T. 1 vial of water soluble & 1 vial of fat soluble
vitamins= 1 vial of MVI
Comments: Requires RPH approval. Dilute each vial with 2.7 mls of S/W.
Stable for 4 hrs.

Monitoring: Ca++. P, Mg, BUN, Cr, phlebitis, hypersensivity rxn’s, malaise, GI-n/v,
bone pain. Consider acetaminophen or ibuprofen to reduce incidence of acute-phase
reaction symptoms. Reduce dose for CrCl < 60 mls/min for Multiple myeloma &
Metastatic bone lesions from solid tumors
Side Effects: Vein irritation, hypersensitivity reactions, CNS- malaise, fever, N/anorexia,
bone pain.
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