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Guidelines for dealing with common issues in the floors 

Always try to formulate differential diagnosis e.g. if the patient is hypotensive, is it because of 

hypovolemia, cardiogenic shock, septic shock etc.  Always make sure, you rule out serious 

conditions, if at all suspicious.  

Caution: This document was created in 2010 so few things might have changed since then in 

terms of how we manage certain diseases. 

Hypertension: Recheck BP, manually and on both arms. Must treat if symptomatic or values 

over 180/110 (except in stroke-- see below). Never lower MAP more than 25% in couples of 

hours. In ischemic stroke (except after use of tPA)-- do not treat until SBP above 220 or DBP 

above 130 and in hemorrhagic stroke, do not treat until SBP above 180 or DBP above 130. In 

patient with ischemic stroke, who have received tPA, treat to keep SBP and DBP below 185 and 

110 respectively. 

 

Meds that can used—a safe idea might be to use the meds pt has received safely in the past. Can 

use beta-blockers, CCB, Diuretics or ACE Inhibitors or ARBs after ruling out contraindications 

as follow: beta-blockers (Asthma, bradycardia, COPD, PVD), CCB (Bradycardia and heart 

failure for cardizem/verapamil), Diuretics (gout, hypokalemia), ACE Inhibitors or ARBs 

(pregnancy, hyperkalemia, angioneurotic edema in case of ACEI, RAS) 

 

 If true HTN urgency/emergency— preferred parenteral drugs as below: 

HTN encephalopathy: Nitroprusside, nicardipine, labetalol 

Malignant HTN: labetalol, nicardipine, Nitroprusside,enalaprilat 

Stroke: nicardipine, labetalol Nitroprusside,  

MI/Unstable Angina: Nitroglycerine, nicardipine, labetalol, esmolol 

Acute LV Failure: Nitroglycerine, enalaprilat, loop diuretics 

Aortic dissection: Nitroprusside, esmolol, labetalol 

 

BP management in SAH: In SAH pt. prior to definite therapy of aneurysm, the BP should not be 

too high esp. if the pt. is awake (that indicates adequate CNS perfusion)—can use nicardipine, 

labetalol or esmolol. Postop. the BP should be maintained on high side to prevent vasospasm.  

Keep systolic blood pressure 90-140 mm Hg before aneurysm treatment, then allow hypertension 

to keep systolic blood pressure less than 200 mm Hg. (NEJM    2006;354(4):387-96.) 

All SAH pt. should be on Nimodipine to prevent vasospasm, starting on day one to at least day 

21. 

 

Diabetes: FS qAC and HS. A FS of 180 in floor and 140 in Unit is acceptable. Diabetics should 

almost always have baseline insulin administration, if PO medications are to be stopped. The 

back of insulin sheet gives many information in this regard. For covering high FS, you can use a 

sliding scale: 180-200: 1-3 units, 201-250: 3-5 units, 251-300: 5-7 units, 301- 350: 6-9 units. 

Lower doses should be used for insulin sensitive patient (thin patient or based on previous 

insulin use) and higher doses should be used in insulin resistant patients (obese). For readjusting 

insulin sheet, add up the extra insulin pt received in last 24 hours and divide it into half and add 

on to the previous dose of basal (Lantus) and preprandial insulin (aspart). The total dose of 
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preprandial insulin (aspart) should further be divided into three parts for breakfast, lunch and 

dinner.  

Pt who are NPO should receive basal insulin but not preprandial. Pt. on steroid are more likely to 

get postprandial hyperglycemia, so their preprandial: basal insulin ratio should be higher (e.g. 

70:30).  

In any unstable pt. or who might go for contrast study, stop oral meds esp. Metformin and switch 

to insulin. Metformin should not be given to pt. for 48 hours post contrast administration. Avoid 

Metformin: Serum creatinine level >1.5 mg/dL (men) or >1.4 mg/dL (women); hepatic 

dysfunction; acute or chronic acidosis; local or systemic tissue hypoxia; excessive alcohol intake; 

drug therapy for CHF.  

Avoid rosiglitazone/avandia and pioglitazone/actos: documented hypersensitivity; congestive 

heart failure; active liver disease, ALT level >2.5 times upper limits of normal; DKA; type 1 

diabetes mellitus.  

Hypoglycemia: could be more deadly than diabetes. If FS <70 or pt symptomatic—give PO 

sugar (juice or sugar table) if can eat PO otherwise ½ to 1 amp of D50. Check FS every 15 min 

until above 100, then check after 1-2 hours. Patient might go into recurrent hypoglycemia, so 

might need D5 or D10 infusion for 12-24 hours. Long acting insulin/oral hypoglycemic agents 

can cause recurrent hypoglycemi esp in susceptible pt and in renal failure pt. 

Chest pain, get an EKG to rule out STEMI! If a pt is on ASA/Beta-blockers/Statin and you miss 

NSTEMI, it is of less problem but if you miss a STEMI, both the pt as well as you might get 

killed! Pt. with possibility of ACS needs serial Cardiac enzymes (every 6 hours for 2 to 3 sets) 

+/- serial EKG. Troponin levels more than 0.5 may indicate MI while CKMB is less reliable. 

You can give nitroglycerine 0.4 mg sl every 5 min for 3 doses (Avoid if SBP <100). Give 

oxygen and IV morphine if needed. 

Fever—before giving Tylenol, always make sure patient does not have immunosuppression 

(Neutropenia, use of immunosuppressants etc). If yes, start Cefepime (+/- Ciprofloxacin and 

Vancomycin) in addition to sending necessary tests (e.g. panculture, Chest Xray, Venous duplex 

etc) 

Status epilepticus: If you suspect any patient in status epilepticus (pt continues to seize), give 

lorazepam 2 mg IV push every 5 min for 2 doses. Place the pt in lateral position, suction airways 

if pt is vomiting and give oxygen. If lorazepam does not help, load dilantin 20mg/kg IV Slowly 

(less than 50 mg/min e.g. 1000 mg over more than 20 min). You can give additional 5-10 mg/kg 

IV dilantin if required. If needed, then after, intubate and give IV propofol. Check dilantin level 

after 1 hour of the completion of infusion (and within 24 hours after oral loading dose). Correct it 

for low albumin and severe renal failure (if Cr. Clearance is below 10-20). Corrected dilantin 

level: 1. Measured dilantin divided by (0.2 *albumin level + 0.1) OR 2. Measured dilantin 

divided by (0.1 *albumin level + 0.1) if Cr. Clearance is below 10-20. Additional level of 

dilantin required: (desired level – measured level) * BW in kg * 0.8. Desired dilantin level: 10-

20 mcg/ml depending on clinical response. 
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Unresponsive pt.: complete set of vitals including pul ox, check fingerstick. Lay the pt flat with 

leg elevation if this could be due to vasovagal/orthostatic hypotension. Treat hypoxia, 

hypotension, hypoglycemia, seizure and search for other possible cause. Rule out stroke or bleed. 

High ammonia levels may not be clinically significant in pt. with normal liver function. In pt. 

with hepatic encephalopathy, lactulose are given to get 2 soft bowel movements in a day. If a pt. 

is having diarrhea, lactulose are not necessarily of additional help. 

Hypotension: In hypotensive patient: accepted MAP is above 60 (or SBP above 90) AND lack 

of symptoms. Check for signs of adequate perfusion—e.g. consciousness level, warm 

extremities, strong pulse. If they are present, except in Sepsis, pt is probably not in shock but can 

be at risk. If pt is in shock, try to differentiate the cause and treat appropriately. Pt. might ve an 

echo done in the past, which might help in Dx. In any shock, a fluid challenge is always a 

reasonable idea—you can give from 250 cc to 1L of fluid and observe how patient responds to it. 

In hypovolemic and septic shock, fluid administration should be aggressive (e.g. 40-60 ml/kg or 

2-4 L). Give oxygen. Pt might need pressors, antibiotics. In septic shock requiring pressors, 

transfuse to keep Hg around 10 and give hydrocortisone 200-250 mg in a day. Levophed 

(norepinephrine) should be used as first line pressors except in cardiogenic shock when 

dopamine is preferred drug. Phenylephrine/ Neo-Synephrine can be used if pt. is having 

tachycardia e.g. in hyperdynamic septic shock. Vasopressin can be used as a 2
ND

 pressors if one 

agent is not sufficient but it should NOT be used a single agent. Dopamine is more 

arrhythmogenic than norepinephrine. 

Respiratory distress: If a patient is in respiratory distress: check pul ox, do CXR, EKG, ABG, 

d-dimer, venous duplex +/- CTA chest and other tests based on possible cause. Rule out airway 

obstruction, COPD/Asthma exacerbation, CHF, Pulmonary embolism, OSA/OHS, Shock, Sepsis 

etc. Two most common conditions are COPD/Asthma versus CHF or both. COPD(/Asthma): 

history of smoking, known hx of these conditions, wheezing/crackles, hyperinflation of lung in 

CXR, no hx or risk factors for CHF e.g. CAD, normal echo in the recent past. CHF: Gallop 

(difficult to detect), JVD, crackles at lung bases, pedal edema, congestion in CXR etc. COPD  

with Cor pulmonale can have many of these features.  

Arrhythmia: Do not suppress sinus tachycardia rather treat underlying cause e.g. fever, pain, 

dehydration, pulmonary embolism etc 

Atrial fibrillation: If acceptable BP—use cardizem or metoprolol. If low BP-- amiodarone or 

digoxin. These patients should be anticoagulated (Heparin, warfarin) unless contraindicated.  

Low urine output— make sure the calculations are right; maintain volume status and acceptable 

blood pressure. Rule out retention and obstruction. A fluid trial is reasonable. Foley 

insertion/irrigation may be needed. 

Agitation/Neuropsychiatric issues: Try to find out any possible organic cause e.g. hypoxia, 

major organ failure, hypoglycemia, pain, fever etc. Pt. might have to be restrained if can pull 
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lines or be threat to self or others. Use 1:1 sit esp. if suicidal ideation. Psychiatry CS for suicidal 

ideation or to determine competency (e.g. if pt refuses impt. Treatment or wants to leave AMA). 

Use haldol for delirium with or without ativan. In elderly pt. avoid haldol, rather use seroquel if 

needed. Rule out delirium tremens in alcoholic pt.  who need thiamine, folate, vitamin, 

chlordiazepoxide (if mild and in absence of liver problem) or ativan (if severe or liver prob.). 

They might need frequent and high doses of ativan until adequate sedation is acheived. Avoid 

Ativan drip in pt who are not intubated. Alcoholics are more likely to have hypoglycemia, and 

electrolyte deficiency including Mg and Phos. Ask last dose of alcohol and drug abuse and send 

Urine tox.  

 

Insomnia: Rule out any organic causes e.g. pain. Use sedative carefully in elderly pt. (also lower 

the dose e.g. use half the dose of ambien) or pt. admitted for change in mental status etc. 

Otherwise, you can give Zolpidem (Ambien) or temazepam (restoril). Avoid use of sedative in pt 

with respiratory problem, esp OSA/OHS. 

For long term insomnia, you have rule out 100s of possible causes including depression (may use  

Mirtazapine, trazodone/nefazodone, paroxetine) and anxiety (may use Paroxetine). For long-term 

insomnia, a pt. should not be empirically treated with sedatives for more than a month—sleep 

hygiene is impt. 

 

Drop in Hgb or Bleed: Repeat CBC and send type and cross. If pt. is at risk of hemodynamic 

compromise, should have good IV access (2 18G or central line). Perform guaiac and NG lavage. 

Look for signs of retroperitoneal bleed e.g. recent cath, abdominal pain or distension. Might need 

CT scan. If hypotensive, manage as shock. Transfusion indication: if symptomatic, Hgb less than 

7 (or 8) or actively bleeding. Hgb 7(8)-10: might need transfusion e.g. if acute drop in Hgb or in 

CAD where Hgb target is 9-10. For leukemic pt. or pt. who require multiple transfusion – order 

Leukocyte depleted irradiated CMV negative blood. Avoid transfusion in pt. who might be a 

candidate for transplant e.g. young renal failure pt. If you ve to, order Leukocyte depleted 

irradiated CMV negative blood. 

Platelet transfusion indication: if counts less than 10,000 or bleeding. If pt. is bleeding, transfuse 

if platelet less than 50,000 or 100,000 (in case of intracranial bleed). If patient is going for 

invasive procedure, transfuse if less than 50,000. Platelets are not to be transfused when 

thrombocytopenia is due to platelet destruction (e.g. antibody mediated thrombocytopenia such 

as ITP or drug induced, TTP, HUS, HELLP syndrome, etc), unless the patient has life 

threatening bleeding not treatable by other means. 

 

 

Pain: 
Many analesgics need dose adjustment in renal and liver ds. 

Tylenol 650 mg every 6 hours prn. Avoid in liver ds. Can use motrin in liver ds. Avoid NSAIDs 

in peptic ulcer ds. Avoid in empty stomach. 

Percocet, morphine, dilaudid and fentanyl patch. Learn the equivalent analgesic doses of 

different meds. Use laxative (e.g. senna) and antiemetic (e.g. reglan) in pt. on narcotics. Use 

lower doses of narcotics in elderly. Give breakthrough (order 10% of total daily dose as needed, 

given every hour to every 2 hours for PO and every 30 min to 60 min for IV). 

Subsequently, to readjust-- Add additional breakthrough doses to regular dose, however, be 

aware of drug-seekers. 
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Care of immobilized pt.: 
Needs DVT px, colace/senna, incentive spirometry, skin care as per nursing protocol including 

position changes every 2 hours or less. Head of bed elevation by 30 degree in intubated pt. 

 

DVT: Start anticoagulation. LMWH preferred to heparin unless contraindicated. 

 

Warfarin: If you are starting a pt on warfarin, begin with the (low) dose that you think patient 

would require in long term. Avoid using a dose more than 5mg. Effect of warfarin takes about 3 

days to show off, so give subsequent doses based on this knowledge. Monitoring based on daily 

INR. Any pt. with life-threatening bleeding e.g. Intracranial Hge or massive GI Bleed should 

have rapid reversal of INR using prothrombin complex concentrate (30 units/kg) or FFP and Vit 

K IV followed by repeat INR and further treatment. 

  

Heparin: Initial dose is 80Units/Kg IV bolus, then 18Units/kg/hour. However, if you are using a 

very high dose (e.g. more than 10,000), be cautious-- chances of bleeding are higher. Be "gentle" 

when you are adjusting the subsequent doses. Monitoring based on PTT-- repeat every 6 hours 

until two PTTs are within the target range (50-70), then do it once in 24 hours. Every time you 

change the heparin drip, you ve to repeat PTT every 6 hours until two PTTs are within the target 

range (50-70).  

 

Heparin reversal: with protamine—give protamine 1mg per 100 units of heparin received in the 

previous 2 hours. If the heparin infusion was stopped for greater than 30 minutes but less than 2 

hours then use half the dose of protamine sulfate; If it was stopped for greater than 2 hours, then 

use a quarter of the dose. The maximum dose of protamine sulfate is 50 mg. Inject the dose into 

a 100 mL NS and run at 10 mL/min. Monitor hypersensitivity rxn during and after the infusion. 

Recheck PTT 15 min after the completion of the infusion to ensure reversal and then repeat 

every 6 hours for 24 hours. 

  

LMWH: Tinzaparin-- fixed dose based on body weight. For therapeutic purpose, dose is 175 

Units/kg SC daily. Be cautious if you are using very high doses. Do not use in patient with 

Creatinine clearance of <30. Try to avoid if patient is very obese or might be going for an 

intervention. Use cautiously if creatinine clearance <60. Mortality rates are higher for elderly 

renal failure pt. 

  

In pt with Metalic Mitral valve replacement; or metallic Aortic valve replacement AND Atrial 

fibrillation, use IV Heparin. 

 

All heparin including flushes are contraindicated in HIT—use agratroban. 

 

IVF/NPO: NS is the gold standard. In patient with LV systolic dysfunction, use ½ NS. In pt with 

NPO, use D5NS or D51/2 NS. Avoid hypotonic fluid (e.g. D5w or ½ NS) in pt with stroke—can 

use NS or D5NS. Things to consider whether or not a patient continues to need IVF largely 

depends on indication e.g. if it was started because pt was NPO, can stop once pt. resumes diet; if 

for hypercalcemia, ve to continue until Calcium level normalizes; if used for hydration, can stop 

it once pt. has started taking PO fluid, his vitals are stable, urine output is adequate (except in 
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ESRD pt!), BUN/Cr. is normal/at baseline. Use of high amount of fluid can predispose to CHF, 

so be careful in pt. with heart prob or low EF. IVF is needed in high amount in pancreatitis and 

DKA (150-200 ml/ hr or so). 

 

Sedation in Units: Propofol is short acting, so can stop it easily for sedation vacation or to 

evaluate mental status. It can cause hypotension to some extent. Ativan can be used alone or on 

top of propofol but should be avoided in liver failure pt. Fentanyl can be used esp. if pt. has 

condition that might cause pain. Pt. in ARDS or vented pt. should generally be adequately 

sedated. Inadequate sedation can be one of the causes for breathing over ventilation. 

 

GI Prophylaxis: Not necessary in all pt. Avoid PPI in pt taking clopidogrel—might use H2 

blocker (pepcid). Indications are: Mechanical ventilation (>48 hours), Coagulopathy, Renal 

failure, Hypoperfusion (sepsis, shock, or organ dysfunction), High-dose corticosteroids (>250 

mg/day hydrocortisone or equivalent), Brain/spinal cord injury, Significant burn injury (total 

body surface area >35%); Concomitant use of a non-steroidal anti-inflammatory drug (NSAID), 

History of upper gastrointestinal hemorrhage, peptic ulcer disease, or gastritis. Might also be 

needed in Concomitant or recent corticosteroid use. 

  

Replacement of electrolytes: 

IV should be given if low levels or cannot take PO. If levels low, repeat BMP the same day 

otherwise next day. Caution in renal failure pt. 

Potassium: Rough guideline- 10 meq of K increases K level by 0.1. Kdur PO or KCl IV. Rate of 

IV K supplementation should not be more than 10 meq per hour. E.g. KCl 40 meq IV in 250 cc 

NS or 100 cc sterile water over 4 hours.  

Magnesium: Magnesium oxide 500 mg PO every 8-12 hours OR Magnesium Sulfate 1-2 gm in 

50 cc sterile water over 2 hours. Can be combined with KCl e.g. KCl 40 meq and Magnesium 

Sulfate 1-2 gm IV in 250 cc NS over 4 hours. 

Calcium: Corrected calcium level: Measured Calcium + 0.8 * (4 - measured albumin level in 

gm/dl). IV supplementation if corrected calcium is below 7.5, pt is symptomatic or has 

prolonged QT (rough guide for measuring QT-- prolonged QT is more than half the RR interval). 

Calcium gluconate 1 gm in 100 cc NS slowly over 10 min OR Calcium citrate or carbonate PO. 

Phosphate: Supplement if symptomatic (muscle weakness, ileus, fatigue of respiratory and 

cardiac muscles, encephalopathy, seizure) or way below 2 mg/dl. PO/via NG tube is preferable 

to IV. Neutrophos 1 packet PO every 8-12 hours OR Sodium or potassium phosphate 15 to 30 

mmol in 250 ml NS over 4 hours. 

Drug levels: Vancomycin trough level—after 3 steady doses, drawn just before the 4
th

 dose. 

Target level is 10-20 mcg/ml depending on severity of infection. Vancomycin should be renal 

dosed: the lower the GFR, the wider should it be spaced. In ESRD: 500 mg IV post HD. 

Gentamycin trough level: should be below 2 mcg/ml to avoid toxicity. 
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Preventive Medicine: In clinic: please pay attention to preventive care services. Offer pap smear 

(all sexually active pt, annually), mammogram (>40-50, annual to biennial basis), PSA (>40 if 

African American, >50 if white, annually), Colonoscopy (>50, every 10 years). Offer annual 

influenza vaccine (>50 or risk factors), pneumococcal vaccine (once after 65 or if risk factors), 

herpes zoster vaccine (once >65 years), hepatitis B and A vaccine in patient with Hepatitis C or 

liver problem. Offer Dexa scan in female >65 or risk factors.  

Diabetic pt should get annual ophthalmological exam and podiatry referral, annual EKG; 6 

monthly urine microalbumin/creatinine ratio (should be less than 30); quarterly to 6 monthly 

lipid profile and HbA1C. They should be on ASA if have any other CVS risk factors including 

age > 40, smoking, HTN, Obesity, albuminuria, hyperlipidemia, Family h/o CAD. Some recent 

guidelines suggest using ASA as primary prevention of CAD in diabetics only in men older than 

50 and women older than 60 who have one or more additional major cardiovascular risk factors. 

CAD pt should, at least, be on ASA +/- Plavix, betablockers (coreg or metoprolol) and Statins 

unless contraindicated. 

CHF— ACE inhibitors (or ARBs in high doses), Carvedilol, spirinolactone have mortality 

benefit if no contraindication. Spirinolactone used in selected pt. with NYHA III or IV 

symptoms. 

Pt with risk factors of osteoporosis including age and hx of fracture should be on Calcium+ D 

and Actonel/Fosamax (preventive or treatment dose) 

 

 

 

 

 

 

Different tubes used for blood draws: Yellow/gold—BMP/CMP, IP, Mg, TSH, HIV, LDH, 

most of the drug levels; Levander —CBC; Blue—PT/PTT (needs to be filled to the top/blue 

line); Green—Cardiac enzymes, ammonia level (send specimen in ice); Pink—type and screen. 

If any confusion or need more info. Call central lab (9400). Blood cultures needs both anaerobic 

and aerobic bottle; draw at least 5 ml in each bottle. For lactate level, you can order an ABG if 

that is also required OR use grey tube (send specimen in ice). 

Communication 

How to Page? 49>enter beeper no. after dial tone>enter call back no. and press # 
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It is a good idea to take the cell no. of your seniors and colleagues 

Communicate with Primary Medical Doctor and Family Members frequently esp. if there is any 

change in patient's status 

Know your seniors and their spectra esp. before your calls 

  

Vending machine located in cafeteria (2nd floor)-- carry changes 

Sturbucks closes at 3AM (located in First floor in heart tower) 

  

Miscellaneous Information 
As soon as you are assigned a patient, always double check the medications they were taking at 

home-- this is very important information you will need at the time of discharge. 

 

Always clarify, at the earliest possible time, the DNR/DNI status of preferably all pt. but esp. 

very sick pt. Always inform pt and family about HCP while the pt is still awake. Records of 

HCP, DNR/DNI are available from medical records/EMR. 

 

Always try to find out the baseline functional status of patient. Always compare abnormal test 

results with baseline result e.g. in case of anemia, renal failure or previous EKG. 

 

During calls, intern working in 3E/team 4 covers telemetry patient in ER and one in 4
th

 

floor/team 5 cover non-telemetry patient in ER. However, during night float, intern in 3E covers 

all the patients in ER. 

 

Always look for dose of medication before prescribing. Always check for allergy before 

prescribing. 

 

If there is any change in pt. status, make sure it is not because of any new or even old meds. E.g. 

sedatives in pt with change in mental status! 

 

When you prescribe any narcotics or control drug, write down your DEA no. in the script. DEA 

no. are obtainable from pharmacy. 

 

Try to complete your required procedures early in your internship. 

 

In any rapid response or code, interns should help each other. One should start calling the family 

member and attending, others should be involved in getting more information, lab work etc 

Interns in code team do not have to worry so much—you are not supposed to run code! All you 

have to do is chest compressions  

 

Scripts for Innohep and oxygen – give them early to social workers (they will like you )! 

Innohep—175 units/kg SC once daily. You have to mention diagnosis, height (and weight) of the 

pt.  

Oxygen—you have to mention rate of oxygen flow. “Oxygen 2-3L via NC 24 hours a day. 

Oxygen concentrator.” You have to mention diagnosis, pul ox in RA, body ht and wt.  

Indication for long term oxygen: Arterial PO2 less than or equal to 55 mmHg, or an arterial 

oxygen saturation less than or equal to 88 percent. PaO2 less than or equal to 59 mmHg, or an 
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SaO2 less than or equal to 89 percent, if there is evidence of cor pulmonale, right heart failure, or 

erythrocytosis (hematocrit >55 percent). 

 

Always write quick notes if RN informs you of any change in pt’s condition or you do something 

for any pt. You should write a quick note on patients downgraded or upgraded from Unit 

(ICU/CCU). 

 

Before writing any order based on RN’s suggestion, always at least look at the patient. E.g. If 

RN wants you to write for Maalox for ‘gas’—do a brief evaluation, just to make sure pt is not 

having MI!  

 

Many medications need to be dosed based on GFR.  You can call pharmacy 9232 for any dosing 

problem. 

 

Best of Luck and enjoy your intern year!! 


