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Objectives

o recegnize comnon 6ncelogic
Emergencies

Institute’ appropriate initial management
Refer appropriately



A word about emergencies

Not all emergencies are created egual

Response and definitive treatment may: e
required within short minutes, heurs, ...or even
the next day

Treatment approach depends on the severity of
the emergency and the prognesis of the disease

Learn to recognize, stabilize; and ask er help

Recognize whichi scenarios regquire immediate
assessment and action






Febrile Neutropenia

k1567938 www.fotosearch.com



Febrile neutropenia
Scenario

45 VI old weman, previously healthy, on
adjuvant chemotherapy. for reast cancer,
arrives:in Lady Minte Emergency.
Department with a letter saying she Is on
myelesupressive chemotherapy, and that
she IS to report for Immediate medical
assessment If she has a fever. Her
temperature was 38.2 on arrival. She
otherwise feels well.



Febrile neutropenia
Scenarios

A 55 year old man on curative chemotherapy: for
lymphoema: presents i Cowichan District Hespital
Emergency semiconscious with' a temp of 39, BP
30/40, P 120

A 60 year old woeman on palliative chemotherapy.
for lUng cancer arrves In SPH emergency: with a
temp of 38 for moest of the day, and a Wersening
cough.




Febrile neutropenia

T he definition

s Febrile — oral temperature of 38° sustained

over 1 hour or any single temperature =/over.
38.2°

x Neutropenia — Absoelute’ neutrepnil count
(ANC) of less than 0.5 or expected to be less
than 0.5 at nadir

x Relative' Neutropenia — ANC between 1.0'and
0.51

= Profound neutrepenia — ANC less than 0.1

IDSA Guidlelines 2002



Febrile Neutropenia: Definition

OR: Any SIRS criteria, sympteoms or signs,
In an afebrile patient currently receiving
chemotherapy-

Seme chemotherapy patients cannot
mount a fever; eg. LL.ong term use of
corticesteroids. If hypotensive,
tachycardic, unstable, and neutrepenic,
institute FN procedures.



SIRS criteria recognition

[he Systemic Infiammatnon Response. Synarome. (SIRS) /s
recognizea vy

M jemperatirée = 36+ C or < 36° C

s Heartrate > 90 beats/minute. (tachycarala)

s Respjratory rate:= 20 breatns/minute (tachyprnes)
s Systolic blood pressure = 90 - mim Hg (1ypo1e5/01)

SIRS critera (1 or more) preaict Serious Infection ana Sepsys /i a
chemoltnerapy patent at time: or ER. presentation./ tiiage

even. /n the absence offever




Febrile neutropenia

'he cause

s Chemo shuts down myelopoiesis until drug IS
excreted

x Neutrophilsthave short life span

= Mest chemo: pretocols have nadir cCounts
petween at 1-2 weeks and ANC recovery.
petween 3-4 Weeks



Febrile neutropenia

The problem

x Infection can be documented in 1/3 of patients with
fever and neutrepenia.

= Patients with fever and neutropenia will-have
pacteremia about 30% of the time

= Bacteremia with neutrepenia has a 8 - 23% short
term mortality and Is a e medical emergency.

x Symptoms and signs of Infection In neutropenic
patients are often minimal te albsent.

Paul, M. The Cochrane
Library, 3, 2004



Febrile neutropenia

The risk of infection Increases with

Anticipated prolonged severe neutropenia(>/= 7
days)

Severity of neutrepenia (ANC < .10)

Significant medical comorbidities, COPD; Dialetes
hepatic or renal isufficiency.

Cancer not In remission, uncontroelled, progressive
Central lines

Mucesal disruption

Cancer adiagnesis (CLL, Lymphoma, Myelema)
Inpatient at time of development ofi fever

UpToDate - Febrile Neutropenia



Febrile neutropenia

Patient assessment

= History.
Type of cancer, status of thelr disease
Type and date of last chemo
Detalls of the fever — timing, severity, rgors
Particular attention te; symptoms
m Chest and sinuses
x Dental
x Gl (mucaesitis eceurs throughout Gl tract)
m Skin (HSV, lines; cuts/abrasions/disruptions, )
s Steroid use (mask fever, adrenal suppression)



Febrile neutropenia

Physicallassessment

HOW! SIGK IS the patient at presentation?

» Hemodynamic status: clinical stablity

= Hydration status

= Mental Status

x Particular attention to

Mouth (Sstomatitis)
Chest (findimgs minimal in' dehydrated, neutropenic patient)
Abdominal; perneum; AVOID; rectal exam
Skin (cellulitis, lines, HSV, perianal infections)

CVS signs of infection

Be aware of the possibility’ off meningitis, sinusitis; H zoster, H
simplex, thrush



Febrile neutropenia

Laboratory assessment

= Required
CBC, diff stat
Blood culture X2 (ene from line If present)
Urine culture; urinalysis

CXR (findings may increase with hydration and neutrophil
recovery)

Lytes, urea, creat, glucose (esp. If on steroid)
Bilirubin, transaminases, alkaline phesphatase

a Others as suggest by History and Physical
sputum, LP (not routine)
Consider monitoring procalcitonin (not yet on our protocols)



Febrile neutropenia

Management

= \Where?

Hoespital In most cases
Outpatient for low: risk?
Call patient's medical encoelegist

s FlUid management — consider aggressive fiuia
fesuscitation In septic patients with glekal
AypPoepReriusion

m Initial Antibiotics?



Pathogens of Febrile Neutropenia

Eange of Pathogens Encountered in Febrile Neutropenic Patients

Commonly cultured organisms in febrile neutropenic patients
Gram negative Gram positive
erichia coli Coagul: Vi : ~idiurn difficile

Less commonly cultured organisms in febrile neutropenic patients
Gram negative Gram positive




PROTOCOL GOAL:

One Hour to Antiblotic




Febrile neutropenia

Empirc Antikietics
= Need coverage for

Gram negative (not most commeon, but more lethal)

m PSseudemoenas; seeding of the bleodstream by endegenous Gl
bacteria

Gram positive (more common)

Anaerohes?
m I sinus; dental, albdominal, pelvic source

Fungl (net reutine)
Viruses (not routine)



Febrile neutropenia

Antikiotics
= Some good Initial .choeices (cheose ene)

RIREraClny/tazenactamid Sgrivagens
Imipenemycilastatints00ma IVag6is
Cefepime2am IVaash
MErepERemIsSOONNENVAG6H

(ellowhighlightt=catey el > ="0Urlocal PIEIETENGE)

Penicillin allergy: Clindamycin 450 mg IV g8h plus Ciprofiexacini 400
mg IV gi2h
Metronidazele If suspect anaerebes, C. difficile
x Use Vancomycin initially 1f suspect MRSA, line infection, or
patient in shock
1g IV gl2h, adjust for renal function



Febrile neutropenia

IV Combination Therapy.
x  Aminoeglycoeside plus antipseudomonalpenicillin: +/= betalactamase inhibiter
categon/
x  Avoeid amineglycoside I platinum chemotherapy: was given —nephroetoxic)

Oral Therapy: (Iow risk patients only)
m  kor residents and kP's: designation of low: risk shoeuld be discussed with the treating or on
call' encolegist.

m  Cipro plus amoxicillin/clavulanate
Cipro plus clindamycin i penicillinrallergy.
Not on prier guinelene prophylaxis; If pt was on quineloene prophylaxis, go to I\ antibiotics

Summary: initial antibietics must be broad spectrum, consider:local antibiotic susceptibility
patterns, bactericidal, antipseudomoenas; coverage, recent antibiotic use.

Goal: IVantibieticsWithinfene hou eliFpresenting With iever:



Requisite Factors for Outpatient EN' Management

ASCO 2013

NG prior: fluereguinelene

Age less than 65

ECOG 0 or 1

Albumin > 35

NG previeus ENepisedes

NOt an advanced stage cancer

Cancer In remission (CR not
PR)

NG grade 3 mucesItis or
diarrhea

LLess than 2 ce-morhbidities
(2 Increases risk hy 67%o,
3 Increases risk 1259%0)
ANC = 0.2

Daily clinic evaluation fer 3
days

Daily telephone contact
Daily: menitering off ANC

Return to hespital If recurrent
fever or persistent fever after
48 heurs

Lives < 30 miles from: the
treating hoespital

Oncologist agrees

Able to comply.

Family: member at home 24/7
ACCeSS to telephone 24/7



Febrile Neutropenia

Use of G-CSk

= Granulocyte coleny stimulating factor
Speeds resolution of neutrepenia
No change in mortality 1 used in ENP
Reduces hoespital stay by 1 day
LLocal use'Is not consistent

Consensus is to use If
» Profoeund neutrepenia; shock, co morbidities
x Wersening clinical course and expected prolonged neutropenia

= Documented infection I neuterpenic patient not responding to
antipioetics

D_olse) IS 5Sjueg/kg SC daily (choose between 300 and 480pcg
vials

ASCO guidelines 2006



Febrile neutropenia

Management in hospital

m Dally site specific H&P, daily: review: of labs and cultures, evaluate response to
therapy, fever trends, signs and symptoms of nfection, fluid balance, drug
toxicity. (LET, renal function).

= |f afebrile
x Continue nitial antibietic until bloed cultures available (=48 hrs)
Adjust antibiotic' guided: by: culture/sensitivity

5-7 days of IV antibietic i1t blood culture pesitive, and repeat
cultures are negative

I remain; febrile
a Stable, no new symptoms
Do noet adjust antibiotic for 5 days
After 4 days reassess (fungal? disease related?)
= Unstable, new symptoms

Broaden coverage to anaerobes, resistant gram neg and gram pos
organisms, Candida coverage, add G-CSk

Infectious Disease consult



Febrile neutropenia

Management 1n hoespital

= Criteria for discharge
Afebrile 24 hrs

Neutrophil recovery = 0.5 spontaneous, or = 1.0 if GCSE
used

Negative cultures
= Antibiotics duration

If all' cultures negative, ne focus of infection identified, and
neutrephils recovered — stop

Complete a full' antibiotic course for documented infections;
appropriate to the source of infection.



Febrile neutropenia

Fever In a neutropenic patient Is life threatening.

Prompt medical assessment and prompt
aggressive broad spectrum antibiotic coverage IS
essential. One heur deor te antibiotic

Fever may. be the only Ssign of Impending septic
Shock 1IN a neutrepenic patient.

Septic shock requires aggressive fluia
management.



Guidelines: Monotherapy. Choice

Cochrane adatalase systematic review

Paul 2010

RCIS comparing effectiveness of anti-pseudomoenal
peta-lactams as empiric menotherapy: for febrile
neutrepenia (n=44)

Pip-Taze = Imipenem = Meropenem
(@ll' cause mortality)



References

NCCN Guidelines Version 2.2011

National'Comprehensive Cancer Network

Prevention of Cancer-Related Infections

BCCA Welsite-Supportive Care- Febrile
Neutropenia



island health Clinical Order Set

Oncology - Fever and Neutropenia -
Adult

Page 10f 3 e
Key:  Req — Requisition  MAR — Medication Administration Record K — Kardex  Dis — Discontinued
Patient Population

— Fever (Temp 38.3°C or greater orally Or 38°C or greater tympanic x 1 reading 0r93B“C or greater orally on 2 readings,
1 hour apart And Neutropenia (Absolute Neutrophil Count [ANC] less than 1 x 107/L)

— On Active Therapy: Chemotherapy. Radiation Therapy and/or Post-BMT for patients still on immunosuppression or
within 1 year of BMT, and active blood cancers with cytopenias

Consults

# Oncology consulted - Dr aware. Page Oncologist with ANC result and clinical assessment

Vitals/Monitoring
* HR, RR, BF, Oz sats qh and PRN Or

» Temp gq8h and PRN Or
» [FUNSTABLE [J-LDC, 1BP, J-Perfusin} HR, RR, BP, O;sats — every 15 minutes until stable and consider ICU consult
» Mo rectal temp, no rectal exam

Investigations

» Access Central line (all lumensiports) and draw bloodwork. If no Cenfral line then draw peripheral blood work with
peripheral intravenous start

& Blood cultures x 2 (one from CVC, if present, plus peripheral blood, or 2 from separate peripheral sites)

& Hematology profile, sedium, potassium, chloride, carbon dioxide total, creatinine, glucose, bilirubin, ALT

[ Lactate if unstable

# Urine Macraoscopic; Urine Culture and Sensitivity

» Chest x-ray

» |f Clinically indicated: [ Throat swab Culture and Sensitivity [ Sputum Gram Stain Culture and Sensitivity
[ Stool Culture and Sensitivity [ Stool for C difficile toxin
[ Precalcitonin [ WoundiSkin culture

Other:

IV Fluids

& Start 0.8% sodium chlorde I'V at mLih (maintenanca)

O 0.8% sodium chioride IV bolus mL over minutes

Medications

* Mo rectal medications
+ acetaminophen 500 to 1,000 mg PO g4h PRN FOR FEVER OMLY to a max of 4 g daily from all sources

Signature, Designation College License # Date Time Page 1/2
OncoB82820ct2013 C/BfAdult Fewer Meutropenia DM 0-130W 1/




. Clinical Order Set
island health iicalraer

Oncology — Fever and Neutropenia -
Adult

Page 2 of 3 ey
Key: Req — Requisition  MAR — Medication Administration Record K — Kardex  Dis — Discontinued

Antibiotic Therapy — Goal: Within one hour of presentation at hospital

» 1st Antibiotic dose to be given STAT as soon as bleod cultures drawn. Do not wait for ANC result
If ANC less than 1 x 10°/L:

» ADMIT

[ piperacilinitazobactam 4.5 g IV q8h

or

[ imipenemicilastin 500 mg IV q&h

For patients with severe beta-lactam (penicillin/cephalosporin) allergy (eg anaphylaxis, angioedema):
O clindamycin 600 mg IV q&h

And [ ciprofloxacin 400 mg IV g12h

For patients with possible central line infection or suspected MRSA or hemodynamic
instability add:

vancomycin dosing guidelines — see Page 3 (dosed on total body weight [TBW])

[ vancomyein mg I\ loading dose (25 mg/kg [TEW] round to nearest 250 mg) then

vancomycin mg IV q h

Subsequent vancomycin dosage adjustments
» As ordered by pharmacist. Target trough 10 to 15 mgfL

Investigations
# Further lab investigations for monitoring vancemycin therapy to be ordered by phamacistmedical microbiclogist

If C. difficile suspected:

[ vancomycin 125 mg PO qh » 10 days

Or Chemotherapy induced mucositis or typhlitis make patient NPO:
[ metroNIDAZOLE 500 mg IV q&h x 10 days

Venous Thromboembolism (VTE) Prophylaxis
[ dalteparin 5,000 units subcut once daily. Hold if platelets less than 50

Signature, Designation College License # Date Time Page 2/3

Onco82820ct2013 ClBfAdult Fever NeutropeniaMDM0-130V 17
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Dosing Guidelines for vancomycin Clinical Decision Support
ACTUAL Body Weight LOADING DOSE MAINTENANCE DOSE
(kg) (25 mgkg) (15 mgikg)
40 to 50 1250 mg 750 mg
51to 60 1500 mg 1000 mg
61t 70 1750 mg 1000 mg
71to B0 2000 mg 1250 mg
81 to 90 2250 mg 1250 mg
91 to 100* 2500 mg 1500 mg

* For 100 kg and above obtain Pharmacy Consult. Max 2500mg/dose
o Algorithm to determine Vancomycin Target TROUGH and Initial Dosing INTERVAL

+ For the following infections a higher trough should be targeted (15 to 20 mg/L): severe
infections due to methicillin-resistant Staphylococcus aureus (MRSA) such as endocarditis,
osteomyelitis/deep abscess, pneumonia, meningitis

LOW-TARGET 10 to 15 mall. HIGH-TARGET 15 to 20 mall,
INITIAL DOSING INTERVAL {hours) INITIAL DOSING INTERVAL (hours)
SCr Age Group (years) SCr Age Group (years)
memolil 5 T30~ [40- |50 [eo- [7o- | ™™ (20-[30- [40- [s0- [e0- [70- |80
29 39 49 59 69 79 29 39 49 59 69 79 89
40-60 8 & 12 12 12 18 40-60 8 8 8 ] 8- 12 12
12*
61-80 8 12 12 12 18 18 61-80 8 8 g-12* | 12 12 12 12-
18+
81-100 12 12 12 18 18 18 81-100 12 12 12 12 12- |18 18
18*
101-120 12 12 18 18 18 24 101-120 12 12 12- 18 18 18 18
18*
121-140 12 18 18 18 24 121-140 12 18 18 18 18 18-
24+
141-160 18 24 24 24 141-160 18 18 18 18- | 24
240
161-180 24 24 161-180 16- | 24 24 24
241
181-200 24 * If more aggressive therapy is desired, select more frequent
dosing interval

o Shaded boxes: patients have unstable and/or reduced renal function, and the nomogram may
not be as predictive;
For those with an interval stated, patients should receive a loading dose followed by 3 hour and
pre-2nd dose serum levels to determine appropnate dosing
For those with no dosing interval stated, patients should receive a loading dose followed by 3
hour and 24 hour post-dose serum levels to determine subsequent dosing
A clinical pharmacist should be contacted for assistance with dosing and mterpretation of levels




What's the diagnosis?

54 year old man, no known' Illlnesses

6 Week history of Increasing hack pain,
Upper lumbar area

Makes appointment With his' GP as the
palniis getting his attention

Distant histery of smoking, quit 20 years
10[0)



What's the diagnosis?

The painis fairly localized to the Upper: lumhoar
SpIne, Sseems Worse wWhen lying supine, or with
coughing. He recently has felt some discomiort
In his left leg. On guestioning, bladder and
powel function are Iintact, but it feels a little
funny When he wWipes with tollet paper.

You examine him and find:

Mild bilateral leg weakness, slightly decreasea
pPINPrick sensation both feet, stocking
distrbution; plantar reflexes are upgoing; DITRs
are orisk.



Clinical Presentation
Spinal Cord Compression

Pain IS the commoenest symptom

eOccurs in 80-90% of SCC

eLocal and neuropathic pain often
precedes other progressive symptoms by
2-3 months

eMotor weakness
eQOccurs in 50 to 60%
eRapidity of onset variable, often sub
acute over days —weeks, but can be very
sudden and complete



Malignant Spinal Cord Compression

Mechanism of cord damage

eMechanical compression by tumor or
bone resulting in demyelination

e\Vascular Compression —arterial
insufficiency and ischemia

eEdema of neural tissue

eDirect tumour infiltration/invasion of
neural tissue



Malignant Spinal Cord Compression

Wa0l: L 450









Malignant Spinal Cord Compression

Urgent treatment to reduce Incidence of
parapelegia...very snort time-line: from onset of
neureloegic findings to irreversiple cord damage.

URGENT MRI= put the suspected diagnesis on
the reqguistion, reguires a phoene consult with the
radieloegist. MRIFentire spine: may: have multiple
lesions.

One guarter of patients with SCC due to _
malignancy: have ne' previous; cancer adiagnosis

Occurs in 5 to 14 % of cancer patients



Malignant SCC

Prognostic Factors

Good prognostic factors:

Radio-or chemo-responsive tumour
Early detection

Gradual/slow onset

Ambulant

Good performance status

Poor prognostic factors:

Vertebral collapse

Acute onset with rapid progression
Flaccid paralysis

Autonomic dysfunction

Poor performance status



Malignant Spinal Cord Compression

Metastatic prostate; breast and lung
CANCEers Most common

Myelema, lymphomas; melanema
Children: neuroblastomas and sarcomas



Malignant Spinal Cord Compression

Treatment: high dese dexamethasene 8mg tid,
tapering 2 weeks post RTF completion

Urgent Radiatien: Therapy - same day. ideal and
can prevent parapelegia, several fractions may.
e given ever 1 to 2 Weeks

If Ne previous; cancer history, histelogic
diagnosis Is essential: attempt te PIGPSY: the
lesion, core, ENA, open



Hypercalcemia of Malignancy.

Definition: Corrected serum calcium > 2.67 mmol/L

Paraneoplastic
= Ectopic production of PTH related protein
= Ectopic production of calcitriol
s Ectopic PTH secretion (rare)

Lytic: local release of cytokines (osteoclast activating factors)

Unrelated —hyperparathyroidism etc....

Most common malignant metabolic abnormality
Consider this diagnosis in any confused patient



Clinical Presentation

. . Renal
Gastrointestinal :
polyuria
Dehydration
PplEE Renal insufficienc
e\/omiting y

eConstipation

eAbdominal pain .
P Cardiac

Neuromuscular Bradycardia
Prolonged PR

-Lethargy, fatigue Shortened QT
eConfusion, drowsiness Wide T waves
eMuscle weakness Arrythmias



Hypercalcemia Treatment

Hyadration: Normal saline

|\/-Bisphesphonates
x Pamidronate 60 to 90 mg I\ over 60 min
s Zoledronic Acid 4mg IV ever 15 min (avoid if

renal failure)

Denesumal 120/ mg sc
Discontinue: Calecium, Vitamin D, thiazides,

NSAIDS



Tumor Lysis Syndrome

Metaboelic complications Which occur: after

treatment of bulky chemo-responsive neoplasias. Most
common are high grade lymphomas and leukemias.
Occasional spontaneous; or pPost radiation therapy.

Hyperphoesphatemia

Hypocalcemia (due to precipitation of calcium phoesphate)
Hyperkalemia

Hyperuricemia (lbreakdown of celltular RNA/DNA)

Acute renal failure



Tumor lysis Syndrome

Prevention:
Hydration N saline
Allepurinol, pre and pest chemotherapy.

Uric acid nephropathy: :raspuricase rapid
degradation of Uric acid.



Reference: The Tumor Lysis Syndrome
NEIM 364:1.9" May 12 2011
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" Oncology - Fever and Neutropenia -
Adult
| Fage 1 of 3

Koy:  Rog - Hequision  MAR - Medicsir Adminstibon Becod K- Rarnlex Dis - Lascimd et

Patient Population

Feawpr [Tomnp 38,370 or groater orally Qr 3570 or grealer benpani o1 neacing O 3870 or groeate: crally on 2 radings,
1 b caprierl Amd Bleatpsia (Abssiute Neulupinl Soued [AHS] less a1 x 1090

— n Aot Tharapy: Ghematherapy, Badialion |haragy ancdor Post-BM | for patiants sl on IMmMEesuEpression or
wiathin 1 yasr of B | arg acdis blood cannsm witn gyiepaniss

' Conaults
« Omcology ronsulted - Dir avare Page Drookast with ANC result and clinizal assessmant
| Vitals/Monitoring

« HR, RA.BP, O sais ath =nd PRH Or

s Terp gBhand PRN OF

» IFUNSTABLE (LLOC . FBP, dPefusion) HR. RR, BP, C-s6is — svery 13 minutes urtil stable and consider ICU coanslt
+ Mo mctal tamp, no reclal pean

Clinical Order Sat

Investlgatlons

« droass Central ling (&1 lumorsiars and drae Blonckecck. IFog Gredial liek: Bhes cdivee pra gzl Blond vwork wilk
peripharal intrvvenoos start

= Blocd culluras o Z fona fran SVEL A prazent. plus panpreal blood or 2 from sopanats pcr'pheral stes)

& Henalelogy profle, sociom, pulsssion. chloide, cbon dicesde olal, gealivie, glososs, sliuobin, LT

O Leselane iTunstaide

= Urine Macasoopes; Lidre Sulure ard Sensitiviby

» Chissl a-1ay

& AT Glriczilly ivnfics: el 7] Toonemal mewetts Collune and Sersiliv Ly [ Spulum S Slain Culw= sl Sensitivil
[ Btond Cullue s Seyailivily L Skl tow O lilfeils temir
L1 Frualcitonin [ wicundiEkn cultune

Cher:

I Fluids

w Start DEdt gadium cnlkonds |V st rmL'h (mantananca)
O 0.5% socium chioride W holus il g miirtubes
Medicalions

& Mo ekl nedivelions
= goslamitophen S0060 1,000 g 10 g40 RN FOR FEVER OMIY 15oa mox of 4 g daily from all sorees

I Signatwa, Designation Collisge | iberse 1 Tirne Mrage 143 i
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Oncology — Fever and Neutropenia -
Adult

Clinical Order Set

Page 2 of 3
Key: Req - Requisition MAR — Medication Administration Record K — Kardex Dis — Discontinued

Antibiotic Therapy — Goal: Within one hour of presentation at hospital
s 1st Antibiotic dose to be given STAT as soon as blood cultures drawn. Do not wait for ANC result

KEY

If ANC less than 1 x 10°/L:

s ADMIT

[ piperacillin/tazobactam 4.5 g IV q6h
Or

[ imipenem/cilastin 500 mg IV géh

For patients with severe beta-lactam (penicillin/cephalosporin) allergy (eg anaphylaxis, angioedema):
[ clindamycin 600 mg IV q8h
And [ ciprofloxacin 400 mg IV q12h

For patients with possible central line infection or suspected MRSA or hemodynamic
instability add:

ycin dosing guideli - see Page 3 (dosed on total body weight [TBW])
[ vancomycin mg IV loading dose (25 mg/kg [TBW] round to nearest 250 mg) then
vancomycin mg IV q h

Subsequent vancomycin dosage adjustments

« As ordered by pharmacist. Target trough 10 to 15 mg/L

Investigations

« Further lab investigations for monitoring vancomycin therapy to be ordered by pharmacist/medical microbiologist

If C. difficile suspected:

[ vancomycin 125 mg PO g6h x 10 days

Or Chemotherapy induced mucositis or typhlitis make patient NPO:
[] metroNIDAZOLE 500 mg IV q8h x 10 days

Venous Thromboembolism (VTE) Prophylaxis
[ dalteparin 5,000 units subcut once daily. Hold if platelets less than 50

Signature, Designation College License # Date Time Page 2/3

Onco82820c¢t2013 C/8/Adult Fever Neutropenia/MD/10-13/V1/
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Dosing Guidelines for vancomycin Clinical Decision Support

ACTUAL Body Weight LOADIHG DOSE MAINTENANCE DOSE
(ka) k

40 to 50
51 to 60
611070 _ 1750mg
71to 80 2000 mg
811090  1250mg
91 lo 100° 2500 mg 1500 mg
* For 100 kg and above obtain Pharmacy Consult. Max 2500mg/dose

Algorithm to determine Vancomycin Target TROUGH and Initial Dosing INTERVAL

For the following infections a higher trough should be targeted (16 to 20 mg/L): severe
infections due to methicillin-resistant Staphylococcus aureus (MRSA) such as endocarditis,
osteomyelitis/deep abscess, pneumonia, meningitis

_INITIAL DOSING INTERVAL (hours)
Age Group (years)

il O A

Eﬂ---
12 12 -

18
18

*If more aggressive therapy is desired, select more frequent
dosing interval

+ Shaded boxes: patients have unstable and/or reduced renal function, and the nomogram may
not be as predictive;
For those with an interval stated, patients should receive a loading dose followed by 3 hour and
pre-2nd dose serum levels to determine appropriate dosing
For those with no dosing interval stated, patients should receive a loading dose followed by 3
hour and 24 hour post-dose serum levels to determine subsequent dosing
A clinical pharmacist should be contacted for assistance with dosing and interpretation of levels
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