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UNIT RESIDENT 1167!!! 

 

Starting ICU/CCU?? REVISE BLS AND ACLS!!! 

 

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

terms of how we manage certain diseases. 

Golden Stuffs for admission/patient care:  

 

When taking sign outs from ER: ask for 1. Central Line 2. ER physicians callback number.  

Ask the other person to slow down and get all the information. You can request labs or tests that 

you think might be important and you can discuss with them about the case, if you want. If you 

are busy, you can ask them to get necessary tests done and then to call you back with results with 

an agreement that you will do the admission only after the tests results are available. You can 

call the on call physician/ ICU attending or fellow who approved the case for guidelines on 

managing the case or you can speak with the consultants if one has been called or you are calling 

one. You can also ask for help from Intensivist if you are admitting a very sick patient.  

 

Always clarify, during admission or at the earliest possible time, the DNR/DNI status of all 

patients. Always inform patient and family about HCP while the patient is still awake. Records 

of HCP, DNR/DNI are also available from EMR.  

 

When not sure, use following:  

1. Levophed for pressors. If pressors used for septic shock, always order hydrocortisone 100 mg 

or less q8 hours (less than 300 mg in 24 hours)  

2. NS for IVF  

3. Insulin for DM control  

4. Osmolite for OGT feeding  

5. Vancomycin 1 gm IV q12 and Meropenem 1 gm IV q 8hr for antibiotics. Both need renal dose 

adjustment. If you use cefepime, use anti-pseudomonal dose: 1-2 gm IV q 8 hr. The later is also 

the dose for CNS infection or neutropenic fever. 

6. Ensure isolation  

7. Over-treat rather than under-treat!! 

 

Other Stuffs:  

  

CBC, CMP, IP, Mg, PT, PTT, portable chest X-rays in all patients except in cardio patients in 

CCU who need CBC after cath, otherwise BMP, IP, Mg may suffice.  

Repeat cultures after 48-72 hours of antibiotics. Pancultures includes: blood, urine and deep 

tracheal aspirates.  

Vancomycin, Digoxin, Dilantin and Gentamicin levels should be ordered where relevant.  

 

Dilantin level, calcium level has to be corrected for albumin and renal function (for dilantin 

only). You can use online calculators to get the corrected levels. Online calculators are also 
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useful in the management of hyponatremia, and hypernatremia, where the resources can assist 

you in choosing the rate of different IVF. So, google and giggle!! 

 

Skin care as per nursing protocol including position changes every 2 hours or less.  

Colace/Senna (Hold if > 2 BM in 24 hours) for most of the patients particularly symptomatics or 

patients who are using narcotics including fentanyl drip.  

If the patient is awake, incentive spirometry.  

Most of the patients, especially intubated patients: head of bed elevation by 30-45 degree 

All Unit patients should have aggressive DVT prophylaxis unless contraindicated (can combine 

Heparin/LMWH and sequentials) 

 

GI Prophylaxis: Not necessary in all pt. Avoid PPI in pt taking clopidogrel (well, unless at 

higher risk of GI bleed. The latest study said no interaction!!)—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. 

 

IVF/NPO: NS is the gold standard. However, it increase volume and hence blood pressure, and 

osmolality. So, avoid in hypertensive patients, patients with CHF, patients whose osmolality is 

increasing (also if patient is hyponatremic which is correcting more rapidly than we would 

want). 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 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). DKA patients initially need NS or ½ NS depending on serum osmolality (hyperglycemia 

will falsely ‘reduce’ sodium on lab tests), later on need D5w or D51/2NS to prevent 

hypoglycemia (once FS <250). 

 

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.  
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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 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. Potassium phosphate has significant amount of potassium (e.g. 30 

mmol of Kphos contains about 44 meq of K) 

For CCU:  

 

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

Statins unless contraindicated. ACE Inhibitors or ARBs particularly if they have LV Systolic 

dysfunction. 

 

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. 

Target potassium level 4 and target Mg level 2. 

OGT feeding in Unit:  
Osmolite 1 Cal for regular patient (contains 1Kcal/ml)  

Glucerna for diabetic patients (contain 1.2 Kcal/ml)  

Osmolite 1.5 Cal if you are fluid restricting  

Pulmocare for patients with pulmonary disease  

Oxepa for patients with ARDS/SIRS-- might need approval  

The last three contain (contains1.5 Kcal/ml)  

 

A person needs about 20 Kcal/kg/24 hours or less. More can be harmful!!  

 

Usual way to give it is: start at 10-30 cc/hour. If tolerated, start increasing after 4 hours, by a rate 

of 10cc/hour to a goal of needed calories (e.g. 70cc/hr for Osmolite or 50cc/hr for other formulas 

for a person whose daily Kcal requirement is about 1700/24 hours). After initial orders, you can 

call a dietary CS!!  
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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. Midazolam is also short acting. 

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. Adequate sedation also important in patients with raised ICP. 

Richmond Agitation Sedation Scale (RASS) 

+ 4  Combative, violent, danger to staff 

+ 3  Pulls or removes tube(s) or catheters; aggressive 

+ 2  Frequent nonpurposeful movement, fights ventilator 

+ 1  Anxious, apprehensive , but not aggressive 

0  Alert and calm 

- 1  awakens to voice (eye opening/contact) >10 sec 

- 2  light sedation, briefly awakens to voice (eye opening/contact) <10 sec 

- 3  moderate sedation, movement or eye opening. No eye contact 

- 4  deep sedation, no response to voice, but movement or eye opening to physical stimulation 

- 5  Unarousable, no response to voice or physical stimulation 

 

Hypotension/Pressors: In hypotensive patient: accepted MAP is above 60-65 (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 (less than 300 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. Dobutamine is only used if patient has low cardiac output, 

and blood pressure on lower side but not ‘pathologically low.’ Adrenal insufficiency can be a 

cause of shock—send for serum cortisol and ACTH. If patient is relatively stable, do 

cosyntrophin stimulation test. Treat with steroids. Cortisol level < 15mcg/dl may denote adrenal 

insufficiency. 

Patients who have central line: 

Target CVP should be 8-10 if not intubated, more for intubated patients and those who have 

femoral catheters. Patients with CVP less than the target level should get fluid boluses before 
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starting pressors. However, once patient has received about 2-4 L of fluid, do not wait for CVP 

to rise, start pressors. 

Criteria for intubation: Hypoxia: Sao2 < 90% or PaO2 < 60. Patients who are retaining CO2 

e.g. COPD should not be placed on high O2 through mask. If they need O2, either use BiPAP or 

intubate. Therefore, all patients in respiratory distress should have ABG regardless of Pul Ox. 

Hypercarbia or acidosis. Clinically apparent increasing work of breathing unrelieved by other 

interventions. Apnea or hypopnea. Respiratory distress with altered mentation. Obtundation and 

need for airway protection. 

Laboratory criteria: Blood gases:  PaO2 <55 mm Hg;  PaCO2 >50 mm Hg and pH <7.32 without 

chance of rapid recovery. [Pulmonary function tests: Vital capacity <10 mL/kg; Negative 

inspiratory force <25 cm H2O; FEV1 <10 mL/kg] 

 Other criteria: Controlled hyperventilation (eg, in head injury).  Severe circulatory shock! 

Ventilation guidelines:  

Initial setting: Assist Control, Tidal volume 8ml/kg (500 or less), Rate 12-16, PEEP 5 or more, 

FiO2 40- 100%, Inspiratory:expiratory ratio of 1:2 or 1:3. 

Repeat ABG in 30-60 min. Adjust accordingly. 

To increase O2: Increase PEEP or FiO2. Goal is to keep FiO2 60 % or less except for short 

period/initially. 

To decrease CO2 (increase PH): Increase TV or rate. 

In BiPAP: Initial settings could be 12/8 or so. 

To Increase O2: Increase IPAP (first number).  

To decrease CO2: Increase EPAP (second number) 

ARDS: low tidal volume (initially 8ml/kg, over 2-3 hours reduce to less than 6ml/kg to 4ml/kg 

of Ideal Body Weight), higher FiO2 in the beginning, later on reduce it, higher PEEP and RR (up 

to maximum of 35). See at the end for a related chart. 

[The IBW is calculated using the following equations: For females: IBW = (0.65 * height) - 

50.74. For males: IBW = (0.73 * height) - 59.42. Again you can use online calculator]  

A reasonable oxygenation goal during Low Tidal Ventilation is an arterial oxygen tension 

(PaO2) between 55 and 80 mmHg or an oxyhemoglobin saturation (SpO2) between 88 and 95 
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percent. This is typically achieved by adjusting the fraction of inspired oxygen (FiO2) and the 

applied PEEP. Permissive hypercapnia allowed (up to 80 mmHg) in ARDS. 

Asthma and COPD: To minimize intrinsic PEEP, it is recommended that expiratory flow time be 

increased as much as possible. Permissive hypercapnia enables a low respiratory rate of 6-8 

breaths per minute to be used, as well as an increased I:E ratio of 1:1.5 or 1:2. Patients with 

asthma and COPD are at particular risk of barotraumatic progression to tension pneumothorax. 

Congestive heart failure: CHF responds very well to positive-pressure ventilation, which serves 

the dual role of opening alveoli and reducing preload. Many patients with CHF benefit from a 

trial of noninvasive CPAP or BiPAP.  CHF patients on CPAP or BiPAP can have fluid 

reaccumulation on discontinuation of CPAP or BiPAP 

Ventilator Troubleshooting – CALL INTENSIVIST!!  

High pressure alarms: triggered when resistance to ventilation is high (secondary to reduced lung 

elasticity or airway obstruction, or extrinsic compression). Evaluate for pneumothorax, 

bronchospasm, elevated abdominal pressure, mainstem intubation, tube plugs or kinks, tube 

biting, dynamic hyperinflation/air trapping, psychomotor agitation, and worsening pulmonary 

compliance secondary to progressive pulmonary disease. Tube suctioning and adequate patient 

sedation are recommended after other causes of obstruction are ruled out.  

Way to identify the cause is based on the following analysis. 

Peak inspiratory pressure (PIP) is a function of airways resistance and lung compliance whereas 

plateau pressure (PP) is a function of lung compliance only. The difference between PIP and PP, 

therefore, represents the pressure necessary to overcome the airway resistance.  

Decrease in lung compliance: both PIP and PP are elevated e.g. ARDS, CHF, Pneumothorax or 

right or left mainstem bronchus intubation.  

Increase in PIP with minimal increase in PP: due to increase in airway resistance e.g. 

bronchospasm, mucus secretion, kinking or other obstruction in ventilatory circuit. 

If both PP and PIP are normal and patient has respiratory distress or hypoxia: unrelated issues 

e.g. pulmonary embolism. 

Low exhaled volume alarms are triggered by air leaks (secondary to ventilatory tubing 

disconnect from the patient's tracheal tube, balloon deflation or tracheal tube dislodgement). 

Tube placement, balloon inflation, and connection to the ventilator should be carefully verified. 
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Hypoxia after intubation: secondary to hypoventilation, worsening cardiac shunting, inadequate 

FiO2, mainstem intubation, aspiration, tube dislodgement, or pulmonary edema. Increasing FiO2  

and adjusting ventilatory settings to increase PEEP or respiratory rate are useful first steps after 

excluding equipment failure and mechanical causes of hypoxia.  

Hypotension after intubation: usually attributable to diminished central venous blood return to 

the heart secondary to elevated intrathoracic pressures (treated with fluid infusions and/or 

adjustment of ventilatory settings to lower intrathoracic pressure (reducing PEEP, tidal volume, 

and, if air trapping is suspected, respiratory rate). Hypotension may also be secondary to 

vasovagal reaction to intubation, rapid sequence induction, sedation, and tension pneumothorax.  

See at the end for a related chart. 

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.  

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 
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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 

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 



 

Created by Vijaya Raj Bhatt during second year of residency (2010) at Staten Island University Hospital, New York for making unit residents’ 

life easier! vrbhatta@email.com. 1167 was the internal phone for unit resident at SIUH. I currently work as a fellow at University of 

Nebraska Medical Center. 

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. 

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. 

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.  

If you suspect VF/VT, check patient’s pulse!! 

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 

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, 
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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. 

 

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

 

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. 

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 
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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). 

 

Management of some important conditions: 

NSTEMI:   

O2.  

ASA 325 × 1, then q 24. Plavix 300mg (to 600 mg if going for PCI) load× 1, then 75 mg q 24. 

High risk patients planned for urgent PCI may also need eptifibatide (intregrillin) drip. 

Heparin drip 60Unit/kg (max about 4000 Unit) bolus f/b 12 Unit/kg IVI (max about 1000 

unit/hr) or SQ Enoxaparin (1mg/kg q 12hr) or Fondaparinux if HIT or allergic to former agents.  

Nitroglycerine 0.4 mg sl q5 min × 3 doses prn CP (if SBP > 100 mmHg) or drip if persistent CP. 

Refractoriness to nitro drip and morphine might suggest alternate Dx. Isosorbide mononitrate PO 

daily.  Metoprolol 5 mg IV q5 min × 3 doses initially if stable SBP and HR, then 25 mg PO q 6hr 

with holding parameters. Amlodipine 5-10 mg PO daily. All these agents can relieve 

CP/ischemia. 

Morphine prn esp if CP not relived by nitro. 

ACE or ARBs 

Statins (initially high dose e.g. Lipitor 40-80 mg PO daily; then low dose) 

TIMI score for NSTEMI/UA: Each carry one point— 

1. Age > 65 years 

2. More than 3 risk factors - hypertension, diabetes mellitus, smoking, family history, 

dyslipidaemia 

3. Prior coronary angiogram showing > 50% stenosis 

4. Aspirin use in the past 7 days 

5. At least 2 episodes of rest pain in the past 24 hours 

6. ST deviation on admission > 1 mm 

7. Elevated cardiac markers - CK, Troponin 

 

TIMI score for STEMI: 

 

Age: 65-74: 2 points  75 or more: 3 points 

DM/HTN/Angina: 1 point  

SBP < 100 mmHg: 3 points 
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HR > 100 bpm: 2 points  

Killip Class II-IV: 2 points 

Weight < 67 kg (147.7 lbs): 1 point 

Anterior ST Elevation or LBBB: 1 point  

Time to Treatment > 4 hrs: 1 point 
 

 

CHF: 
O2, Head of bed elevation, BiPAP or CPAP, 2 gm sodium diet 

Lasix (high dose if CKD). Can use lasix drip (might be more effective). Can add metalozone for 

increasing the efficacy of lasix. Spirinolactone if NYHA III or IV. 

Morphine pushes 

Lasix and morphine can have immediate effects 

Nitroglycerin drip if SBP >100 mm Hg. 

Dopamine or Norepinephrine drip if cardiogenic shock. 

Beta-blockers (carvedilol preferred to metoprolol) once stabilized 

ACE or high dose ARBs 

 

Try to find out the underlying cause (EKG, Tp/CKMB/CK, Echo). 

 

Be aware of Pericardial tamponade: Muffled heart sound, hypotension, JVD, bottle-shaped 

cardiomegaly on CXR!! Electrical alternans in EKG (alternate high and low amplitude) 

 

 

Hypertensive Urgency/emergency 

Emergency: end organ damage. Decrease MAP by 25% in min to 2 hours. Use IV agents. 

Urgency: No rush. Reduce BP in hours. Use PO agents. 

MAP = [(2 x diastolic)+systolic]/3. Can use online calculator! 

 

Preferred parenteral drugs: 

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: esmolol, labetalol, nitroprusside 

 

Sinus Bradycardia: If asymptomatic: no worries. Just apply trans-cutaneous pacemaker! 

Otherwise, atropine or pacing. 

 

Mobitz Type II AV block (blocked impulses with consistent PR interval) or 3
rd

 block: 

pacemaker. 

 

Tachycardia: Sinus—try to find out the cause and treat.  Narrow complex— to simplify the 

mngt: use cardizem or metoprolol (always use low dose first—can always increase the dose). 
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Before using rate limiting agents in Afib, ideally should always rule out wolf Parkinson white 

(delta wave, slurring of QRS and short PR). Wide complex— did you read ACLS? Its your time 

now. Shock if pulseless and unresponsive. Amiodarone if VT but has pulse.  

 

Atrial Fibrillation:  
If unstable: Shock!! 

Rate control: cardizem or metoprolol if stable BP. If low BP, digoxin ( 0.5mg IV f/b 0.25 mg IV 

q 6 hr × 2 doses (=loading dose: 1 mg), then maintenance with 0.125 mg q 24hr. Needs renal 

dosing) OR amiodarone (150 mg IV over 10 min f/b/ 1mg/min for 6 hours, then 0.5mg/min for 

18 hours). IVF pushes can help increase BP transiently. 

 

Heparin IVI in new-onset in case procedure planned. Long-term anticoagulation based on 

CHADS2 score.  

 

CHADS2 Score for Determination of Stroke Risk in Patients With Atrial Fibrillation 

CHADS2 Risk Criteria Score 

Prior stroke or TIA 2 

Age > 75 yr 1 

Hypertension 1 

Diabetes mellitus 1 

Heart failure 1 

 

 

Anticoagulation Recommendations Based on CHADS2 Score 

Score Risk 

 
0 Low Aspirin  

1 Moderate Aspirin daily or warfarin  

2 or greater Moderate or High Warfarin  

 

COPD: Nebs initially round the clock (albuterol does not necessarily cause significant 

tachycardia, so can be used if pt is in respiratory distress and tachycardic), steroids (use early 

than late as needs several hours to cause effect), O2 (avoid high FiO2), Antibiotics if infection. 

ABG important even if normal pul ox (as can be retaining CO2); CPAP: initiate early if 

mod/severe resp distress/Intubation. 

PE: Also do echo and send BNP and cardiac enzymes in major PE. These might suggest RV 

strain and a need to thrombolyse. O2, Morphine, IVF, anticoagulation. 
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GIB: NG lavage and guaiac in all pt. No need of guaiac if you can see blood! Always double-

check to make sure there is a valid type and screen. Rapid reversal of warfarin (can use Vit K, 

FFP and prothrombin complex concentration); Platelets if low or recent use of 

Aspirin/clopidogrel. Stop NSAIDs as well. NPO. IVF. Line (two 18 G or central or PICC). 

If UGIB or unknown: PPI (drip might be better than bolus. Omeprazole or pantoprazole 80 mg 

IVPB f/b 8mg/hr for 72 hrs). If chances of varices e.g. h/o liver problem, icteric etc: octreotide 

50 microgram IV f/b/ 50 microgram/hour infusion and antibiotic prophylaxis (quinolone, 

augmentin etc reduces mortality). GI and Sx CS. 

LGIB: GI, Sx and IR CS. If heavy bleed, angiogram and embolization. If moderate bleed, 

colonoscopy. If mild bleed, bleeding scan may be useful. 

If LGIB and abd tenderness, rule out mesenteric ischemia—send lactic acid/ABG! 

Acute pancreatitis: NPO/IVF/analgesics. Monitor labs. If febrile: might need imipenem or other 

antibiotics.  Leucocytosis can be present without infection. 

Acute Liver Failure: send acetaminophen level (might need acetylcysteine—call poison 

center!), Utox, hepatitis profile. Lab monitoring. Reverse coagulopathy with Vit K and FFPs. 

Avoid and treat hypoglycemia. Thiamine and other vitamins/electrolytes esp if alcoholic. PPI, 

lactulose (lactulose not needed if having diarrhea!!). Low protein diet e.g. 0.8-1gm/day. Avoid 

sedatives. Antibiotics. Head of bed elevation and Rx cerebral edema. For hepatorenal syndrome: 

send urine tests etc; fluid challenge to make sure pt is not fluid depleted and in prerenal ARF 

(hepatorenal syndrome also has low urine sodium). Then, octreotide + midodrine (or 

norepinephrine) + albumin. 

Cholecystitis/Diverticulitis: Most of such GI tract infection require—NPO/IVF, analgesics, 

antipyretics and antibiotics (Cipro or 3
rd

 gen. cephalosporins and Metro). 

Number of FFPs needed 

Higher the INR, greater the amount needed. Normalization of INR should be monitored by 

frequent lab test after transfusion. 

In general, FFP volume required: (40% -estimated factor activity{EFA}) × plasma volume. 

EFA: 15-20% if INR 2-3; 5-10% if INR > 3.5. 

Plasma Volume (ml): 40 × Body Wt (Kg) 

FFP bag: 200-250 ml 

Hyponatremia: History (V/D/diuretic/lots of sweating followed by free water intake/co-

morbidities) and clinical features of volume status (mucosal dryness, pulse strength, blood 

pressure, EDEMA, urine output, BUN/Cr etc) are help for Dx. 

Send serum osmolality, urine osmolality/lytes; TSH and cortisol level. 

((Hyponatremia with a high serum osmolality:  due to mannitol use or hyperglycemia. Normal 

serum osmolality: psuedohyponatremia due to elevations of lipid or protein.)) 
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Most of the important causes have low Serum Osmolaltiy: 

1. CHF/Cirrhosis/Renal failure or Nephrotic syndrome: hypervolemic hyponatremia; restrict free 

water.  

2.  Hypovolemic hyponatremia (vomiting, diarrhea, diuretics): give NS 

3. Euvolemic hyponatremia: SIADH and Polydipsia.  

If LARGE amount of DILUTE urine (Uosm<100): Polydipsia. 

If someone is drinking a lot or is in fluid repleted, urine will be dilute, hence low Uosm whereas 

if fluid depleted, Uosm will be high. In SIADH, free H2O will get reabsorbed. Therefore, Uosm 

(>100mOsm/L), urine sodium (>20 mmol/L) and Urine specific gravity (>1.020) will be high 

and amount of urine production will be on lower side. Patients with SIADH will often be on 

drugs like tricyclic antidepressants, SSRIs, carbamazepine, haloperidol, thioridazine, NSAIDs, 

nicotine, diuretics, chlorpropamide etc or have CNS or Pulmonary lesions. Hypothroidism and 

hypocortisolism are other causes. 

Treatment: 

If patient has seizure or change in mental status in the setting of ACUTE hyponatremia with 

VERY LOW level e.g. <110 mEq/L:  use 3% hypertonic saline. In such case, initial rapid 

correction is warranted with the rate of correction as high as 2mEq/L for first 3-4 hours or until 

some clinical improvement (e.g cessation of seizure). However, the total rate of correction at the 

end of 24 hours should be 12mEq/L. 

Online calculator can be used to obtain the rate of IV infusion. Alternatively, 1.5 mL/kg of 3% 

hypertonic saline can be given in less than an hour, along with small dose (20 mg) of intravenous 

furosemide.  

Formula for manual calculations include: 

Sodium requirement= total body water * (desired sodium – serum sodium) 

Rate of infusion (cc/hr)= Sodium requirement (mmol) * 1000 Divided by [Infusate sodium 

(mmol/L) * time (hours)] 

This is the classical formula.  

Total Body water=  60 % of body wt in Male and 50% in Female (less in elderly) 

No matter which formula you use, it is essentially important to monitor actual rise in sodium. If 

you are using 3% hypertonic saline, you should monitor sodium every 2 hours or less. If 

hyponatremia is being corrected more rapidly than 2mEq/L, you can use D5w. 

((An ABG might be of some help to get a rough idea of electrolyte correction, probably, if you 

have a baseline ABG done before initiation of therapy, however, a BMP should be sent for 

confirmation.)) 
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In case there are no emergencies, rate of correction should be less than 10-12mEq/L in 24 hours. 

For SIADH, this requires fluid restriction. For hypovolemia, however, you should give NS. 

 

Hypernatremia 

The principle of mngt is similar (in many ways) to that of hyponatremia including the tests 

(serum osmolality, urine osmolality/lytes). 

Determine volume status. 

If volume depletion (e.g. old nursing home demented patient): IVF 

Hypervolemia (rare): Hypertonic saline or mineralocorticoid excess. 

Euvolemic: DI (Uosm less than Plasma osm if complete DI) 

The goals of treatment are to replete the volume and correct the increase in sodium slowly (over 

48 hours or so). 

You can use online calculators. 

Free Water Deficit (in L) = Total Body Water * ((Current Serum Na/Desired Serum Na)-1) 

Desired serum sodium = 140.  

Total free water deficit to be replaced over about 48 hours or so. The rate of correction of sodium 

should be less than 10-12mEq/L in 24 hours. If patient is dehydrated, you can give about 1L NS 

or so relatively rapidly. You can use 1/2NS, D51/2NS or D5w or give NS with free H2O via NG 

tube. 

Hyperkalemia 

Recheck. Patient with CKD can tolerate hyperkalemia better; but if in doubt, treat! Check for 

drugs like ACE inhibitor, spirinolactone etc. Low Potassium diet. 

If high, get an EKG to look for cardiac involvement (tall T wave is not included as an EKG sign 

of cardiac involvement. Look for prolonged PR interval, wide QRS. Other signs are:  shortened 

QT interval, and ST-segment depression, decreased amplitude of the P wave, blocks, 

arrhythmias, asystole)  

If above signs present on EKG:  give calcium gluconate (1-2 amps IVPB slowly). 

If not: 1amp of D50 AND REGULAR Insulin 10 units IV as well as Kayexalate PO/PR (up to 

1gm/kg). 

You can also give, esp. if refractory: bicarbonate, albuterol  inh or IV, lasix. Dextrose infusion 

may be needed to prevent ‘rebound.’ 

If very high or refractory, might need urgent HD. 

Hypercalcemia 
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Immediate treatment may not be needed if less than 12mg/dl and asymptomatic.  

Aggressive IVF (4-6L/day or 200ml/hr or more). Use Lasix with IVF if renal insufficiency or 

heart failure (check electrolyte): aggressive diuresis should not be routine.  

Calcitonin (4 to 8 IU/kg IM  q6hrs-12hrs) esp. if high level e.g. >14mg/dl and for 2 days, later on 

develops tachyphylaxis. Calcitonin can lower calcium for about 2 days while pamidronate effect 

is building. 

Pamidronate (60 to 90 mg over 2 hours). Zoledronic acid (4mg IV over more than 15 min) 

preferable but may be NF in our hosp. 

Steroids in sarcoidosis and malignancy. 

Acute renal failure 

Send UA, urine lytes, creatinine, BUN and osmolality to calculate FeNa. Renal/bladder USG. 

Check CK for rhabdo, repeat after several hours. Foley cath and strict I and O. 

IVF if pre-renal. Rx hepatorenal syndrome with octreotide, albumin and midodrine/epinephrine. 

ITP 

Emergency treatment also requires IVIG in addition to steroids. 

DKA: Find out and treat underlying cause (e.g.cardiac enzymes, EKG, amylase/lipase, 

pancultures)—ask for noncompliance; Establish diagnosis: send glucose (diabetes), urine and 

serum ketones (ketosis) and pH/ABG (acidosis).  

Aggressive IVF e.g. NS 1 or 2 L bolus or more initially during first 1or 2 hours. Then, 150 to 

200ml/hr—titrate as per volume status e.g. urine output. If hypernatremic or sodium on higher 

side, use 1/2NS of D51/2NS. Remember, hyperglycemia will falsely cause low sodium.  

For corrected sodium, you can use online calculator. Roughly, add 1.6mEq per each 100mg/dl 

increase in glucose from 100-440 and add 4mEq per each 100mg/dl increase in glucose beyond 

440. 

As hyperglycemia is corrected, sodium level will rise on its own. 

Insulin: It is wiser to AVOID insulin bolus. Start with 0.1U/kg/hour Regular insulin. Response 

should be decline in glucose level by about 50mg/dl every hour or so. Titrate insulin dose 

accordingly. 

Potassium supplementation: If K is <4.5, add 20-40 mEq of potassium to each L of IVF. 

Phosphate replacement if very low. 

Most of the time, even when pH is very low, does NOT require bicarbonate. Can consider its use 

if pH<7 or cardiac instability. 

Monitor FS hourly or more. Monitor BMP q4-6 hours, Phos, Mg 
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Once FS <250, change to D5NS (to prevent hypoglycemia). Once anion gap if closed and 

bicarbonate is normal, feed the patient and give SQ lantus. After an overlap of IV insulin and SQ 

lantus for 2-3 hours, stop insulin. Short-acting insulin e.g. aspart will not ve long lasting effect, 

so use of lantus is essential when patient is off IV insulin. 

Treatment of hyperosmolar hyperglycemia state is same as DKA. 

In many metabolic disorders e.g. for metabolic acidosis, also send serum osmolality (calculation 

of osmolar gap helps in the identification of other alcohols in body), urine lytes. 

Calculated Serum osm = (2 x serum [Na]) + (serum [glucose]/18) + (blood urea nitrogen/2.8) 

If the difference between measure and calculated serum osm is > 10, it might indicate presence 

of osmolar gap. 

Infection Rx: 

Gram Positive: Penicillin, First Gen Cephalosporins, macrolides, vancomycin, zyvox, 

tetracyclines, bactrim 

Gram Negative: Aminoglycosides, Cephalosporins, Aztreonam, Carbapenems, 

Fluoroquinolones   

Anaerobics: Metronidazole, clindamycin, meropenem. 

Atypicals: Azithromycin, Avelox or Tetracycline. 

PCP:  Bactrim (if allergic, atovaquone). Steroid if hypoxemic. 

Ertapenem, Tigecycline: does not have pseudomonas coverage. 

Blind coverage: Vancomycin and Meropenem OR Vancomycin and Cefepime (+/_ 

Avelox/Cipro). 

The principle of treatment of any infection is to cover possible spectrum of organism. Empiric 

therapy at times require coverage of Gram positive, negative and anaerobes +/_ atypical. 

For pseudomonas coverage: you need to give high dose Abx e.g. Cefepime 2gm IV q 8hrs. 

HCAP: Vancomycin and Meropenem OR Vancomycin, Cefepime and Avelox/Cipro. (Given in 

the back of Abx sheet). Also think of PCP. Possible PCP with hypoxemia needs steroid therapy. 

UTI: Ceftriaxone if serious or Gram Negative coverage 

GI Inf e.g. cholecystitis, diverticulitis: Cipro/Cephalosporins and Metronidazole (Gram Negative 

and anaerobes). 

SBP: 3
rd

 gen CP e.g. Ceftriaxone (E. coli—the commonest org) 

Diarrhea: Metronidazole 500mg PO q8hrs if C.Diff. If severe or complicated C.Diff: Vanco 125 

mg PO q6hrs. If C. Diff neg: watery diarrhea does not necessarily need treatment with Abx. 

Even bloody diarrhea-- in the absence of fever, chills, belly pain, tenesmus, high white count etc 

(features of invasive diarrhea): does not need treatment. 
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DFU/Cellulitis: Unasyn IV (Augmentin PO); Cefazolin 

If MRSA suspected (recent hospitalization, nursing home resident, recent Abx, hemodialysis, 

HIV/IV drug abuser, previous positive culture) or possibility of osteomyelitis: Vancomycin IV 

(Bactrim PO).  

Limb elevation and local silvadene cream 1% q12-q24hrs.  

Can also give Clindamycin and Avelox. If severe infection: Unasyn + Aminoglycosides; OR 

Vanco + aztreonam + metronidazole; OR vanco + meropenem (for gram neg coverage) 

Meningitis: CT before LP if change in MS or focal signs/symptoms.  

In case of traumatic tap, True WBC in CSF = Actual WBC in CSF – (WBC in blood x RBC in 

CSF/ RBC in blood).  

Alternatively, there is an excess of 1 WBC for every 600 RBC or  so. 

Ceftriaxone 2 gm IVq12hr AND vancomycin 1 gm IV q 12 hr. If > 50 years: Add ampicillin 

2gm IV q 4 hr for Listeria or bactrim if PCN-allergic. Dexamethasone 10 mg (0.15mg/kg) IV 

q6hr for 4days, first dose before or with first dose of Abx if GCS 8-11. Use of dexamethasone is 

recommended for bacterial meningitis, more so for suspected pneumococcal meningitis (the most 

common cause in adults) and it should be avoided if HIV positive. 

If suspect of HSV encephalitis (olfactory hallucation, focal seizure, involvement of temporal or 

frontal lobe in imaging or EEG, lots of RBC in spinal tap, positive herpes PCR): use acyclovir 

Neutropenic fever: Cefepime and gentamicion/Cipro if critically ill. Add vanco if: catheter-

related infection, known colonization (send nasal and rectal swabs), positive gram stain or 

culture, hypotension or cardiovascular impairment. Vanco also indicated if mucositis or prior use 

of quinolone prophylaxis. Patients on quinolone prophylaxis should not be treated with Cipro. 

Stroke 

Always do CT head before starting Antiplatelets. 

Thrombolysis per neuro!! 

Use Antiplatelets (ASA, Aggrenox q12, Plavix), Statins, Oxygen. Avoid hypoxemia, 

hyperglycemia. Permissive HTN. 

In case of hemorrhage: RAPID and complete reversal of warfarin using prothrombin complex 

concentrate (most efficacious and early reversal), FFP, Vit K—can coordinate with blood bank. 

Platelet target around 100, 000. Platelet transfusion also if use of ASA or Plavix. 

Cerebral Edema/Raised ICP 

Appropriate clinical scenario e.g. mass or bleed; headache, N/V esp. in the morning; Change in 

mental status, decerebrate or decorticate rigidity, unilateral pupil dilatation, FND. Bradycardia, 

HTN and irregular breathing (Cushing’s triad): late feature!! 
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Head of bed elevation by 30 degree. Oxygen. Laxatives, complete pain control, adequate 

sedation. Avoid hypoxemia, hyperglycemia, fever etc. The idea is to optimize brain metabolism. 

Permissive HTN. 

CT. Neuro and NeuroSx. 

Mannitol 1gm/kg bolus over 30 min or so, then 0.25 to 0.5gm/kg IV q6hours. Monitor urine 

output and serum sodium and osmolality. Serum sodium >150 mEq/L, serum osmolality >320 

mOsm, or evidence of evolving acute tubular necrosis (reduced output) are contraindications. So, 

check serum sodium and osmolality to be checked before each dose. 

Furosemide (can cause dehydration), hypertonic saline are other alternatives.  

Steroids used in case of CNS mass/malignancy and infection e.g. abscess. 

Cord Compression 

For example back pain—new or worsening--- in patient with malignancy or bone mets. Can 

occur without other FND. Require very high dose of IV steroid, emergent neurosx CS and 

imaging. 

SAH 

CT scan head is diagnostic except in a small percentage, who might need spinal tap.  

 Oxygen. Laxatives, complete pain control. Avoid hypoxemia, hyperglycemia, fever etc. The 

idea is to optimize brain metabolism.  

All SAH pt. should be on Nimodipine 60mg PO q4hr to prevent vasospasm, starting on day one 

to at least day 21. 

 

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.  

 

IVF: NS at 75-100cc/hr to maintain euvolemia. 

Short acting sedative and analgesics as required. 

Antiepileptic therapy may be required on an individual basis. 

Seek neurosurgical opinion for optimum mngt including A-line and central line access. 

Headache or change in MS after stabilization: Repeat CT Head. Could be due to rebleed, or 

hydrocephalus. 

Vasospasm: Transcranial Doppler (at baseline) and after 3 days or more to rule out vasospasm. 

Clinically presents with features of brain ischemia/stroke. Can be seen in radio studies. Treat 
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with IVF and pressors (phenylephrine or dopamine). Urgent Neurosx CS for angiogram and 

intra-arterial vasodilators injections. 

Fever in SAH: could be due to the disease process itself or infections including meningitis. 

 

 

 

 


