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Premedications

Diphenhydramine:

 EMLA topical cream (Lidocaine 2.5% and Prilocaine 2.5%): apply to SQ needle site prior to access PRN for pain upon needle insertion.
 RN to instruct patient to hydrate pre/post infusion.
 RN to instruct patient to take Diphenhydramine 25-50 mg PO (max dose 400 mg/daily) and Acetaminophen 325-650 mg PO
(max dose 3000 mg/daily) every 4-6 hours for 24-48 hours as needed to prevent/treat post infusion headache.
Notify physician if headache persists/worsens.
 Other (Physician to specify):

Adverse Reaction Orders
In the event of an infusion reaction (ie: fever, chills, backache, headache, rigors) the following orders will be followed
 and physician will be notified:
 Mild reaction: Pause infusion and administer Diphenhydramine 50 mg PO x1 dose. If needed, give an additional dose of 
Diphenhydramine 50 mg PO x1 dose (Max 2 doses). Resume infusion once symptoms resolve.
 Moderate reaction: Diphenhydramine 50 mg PO x1 dose and stop infusion.
 Severe reaction (w/breathing problems): CALL 911; administer Epinephrine IM 0.3 mg or 0.15mg (as determinded by patient weight).
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Dispense:
1 months supply, refill x12mos
unless otherwise noted
 Other

 Preferred Product Infuse SQ per manufacturer guidelines OR
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Titration rate according to pharmacy
protocol.
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 Give premedication 30 minutes prior to infusion (generics will be dispensed)
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