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PURPOSE: over the years, the imaging division in a large
comprehensive cancer center has expanded to over 400,000 square
feet. Such a large area, in combination with extremely varied levels of
Basic Life Support (BLS)/Advanced Cardiac Life Support (ACLS) training
has made high quality, consistent urgent care difficult to provide. In
order to solve this, an urgent response team was developed, educated,
implemented and initiated.

IMIETHODS: Physicians, nurses, and technical staff worked in concert
to create the Diagnostic Imaging Urgent Response Team (DIURT). The
DIURT is composed of one nurse, one technologist and other support
staff personnel as delegated. Each member is cardiopulmonary
resuscitation (CPR) certified, and has undergone simulation training with
the nursing educator. The mock code training situations were based on
actual prior events. Three DIURTs were formed to simultaneously cover
the imaging department for 16 hours per day. Team members rotate
carrying the call pager. Nursing leadership drafted the guidelines and
created the treatment algorithms and medication order sets necessary
to rapidly administer care for the most common urgent situations

(e.g. contrast reaction, vagal reaction). This was vetted through the
required institutional channels for approval. All DIURT activation calls
were documented and regularly reviewed by nursing leadership. The
following metrics are captured and manually loaded into an institutional
database: patient name and medical record number, event date,

time, individual activating DIURT call, event history, interventions and
outcomes. A survey was completed by staff to evaluate the program and
to offer feedback.

RESULTS: over the last 12 months (March 2010 until March 2011),
the DIURT has been activated 19 times. The average response time was
5 minutes, and the most common indication was “contrast reaction”.
The majority of calls were managed completely by DIURT; in 3 instances,
the institutional Code Blue team was activated. A departmental survey
demonstrated that 95 % of responders were aware of the DIURT roles
and responsibilities, and 70% agreed that DIURT improves patient

care and has been a beneficial addition to the diaghostic imaging
department.

CONCLUSION: It has been well documented that the use of
standard response teams (e.g. Code teams, rapid response teams)

has improved patient care. In a large, busy, healthcare facility, these
teams may be overwhelmed with acute situations and unable to render
aid in diagnostic imaging. Further compounding the problem is the
variation in training and competence of the radiologists and staff in
treating a situation involving a clinically decompensating patient. Rather
than attempting to train everyone, a decision was made to educate
select groups and make them rapidly available for urgent situations in
diagnostic imaging. Armed with order sets and treatment algorithmes,
they can quickly initiate best practices in a consistent fashion. The pilot
has clearly shown improved response times, consistent care, positive
outcomes and decreased utilization of institutional Code and rapid
response teams. Its success has led to similar urgent response team
development in other areas within the institution.

An Urgent Response Team in Diagnostic Imaging:
Better, Faster, and More Consistent Care

Kathleen Bugarin, BSN, RN, CRN; Yu-Fan Ma, BSN, RN, CRN; Danna Stone, MBA, BSN, RN, CRN; Anna McGavin, BSN, RN,
CRN, Joanna V. Po, MSN, CNS, RN, BC; Joseph R. Steele, MD, Associate Professor, Diagnostic Radiology,

The University of Texas MD Anderson Cancer Center

Diagnostic Imaging Urgent Response Team
(DIURT) Guidelines

Purpose-The purpose of the Diagnostic Imaging Urgent Response Team (DIURT) is to
respond to acute patient care situations occurring within the Division of Diagnostic
Imaging. The DIURT will provide and support clinical staff in the care of patients showing
clinical deterioration by assisting the First Responder Nurse and/or First Responder
Technologist until the Merit/Code Team arrival and/or stabilization and transport.

Scope-The Team will consist of a URT trained RN and Technologist with BLS credentials with
American Heart Association Health Care Provide Basic Life Support certification.

Hours of Operation-The Urgent Response Team will operate from 7 am -10 pm Monday-
Friday. Diagnostic Imaging will provide teams for DID, DIC and ACB. Before 7 am and after
10 pm and on weekends; DI staff will proceed with Merit/Code Team activation as the
patient condition warrants.

For Interventional Radiology, see IR Urgent Response Team Plan.

Strategic Vision:
Strategic Goal 1: Patient Care

Enhance the excellence, value, safety and efficiency of our patient care.
Definitions:

URT - Urgent Response Team- The team in Diagnhostic Imaging which responds to acute
patient care situations to provide support until proper management from Code/Merit team
can be provided or patient is stabilized and transported. The team will consist of a URT
trained RN and technologist.

Diagnostic Imaging Urgent DIURT

Crash Cart Location:
Location of Patient HOURS OF OPERATION : 7AM -10
PM

Building Response Algorithm ACB (Mays) [ais
Room Number: OFF SHIFT PROCEED DIRECTLY

Elevator: TO MERIT/OR CODE TEAM
Adult or Pedi:
Caller Name: \/—\
Callback Number:
First Responder
1. Stay with patient
2. Delegate someone to:
* page MERIT @ 27090, if no
response in 10 minutes call 21101
* page DIURT ACB at 713-404-5282 DIURT and
. Notify Radiologist/Attending/Primary MERIT
Service if appropriate assume pt
. Notify PSC in the immediate area. care
. Get RN support bedside
* Assess and initiate interventions per
standing orders

* Provide the patient history and
preceding events to MERIT or Activate Code

Radiologist Blue at 27099 and
Patient rapidly begin Code Blue

decompensating and/ response; and
or hemodynamically refer to the

unstable? transferring

process (see
attachemnt)

Monitor patient and
Patient respond prepare for transfer
to treatment in to higher level of
appropriate time care (See
frame? attachment on

transferring
process)

CAFIED [T relz tgiSSe
patient status P o

v

First Responder: Second Responder: Third Responder:

1. Call for help and push Code Blue button 1. Notify staff of Code Blue 1. Attempt IV

2. Stay with patient and delegate someone 2. Obtain Crash Cart, Ambu Bag 2. Help delegate Elevator Spotter and/or
to call Code Blue @ 27099 and activate 3. Apply leads, place on monitor, and Hallway Spotter
DIURT ACB at 713-404-5282 place CPR board

3. Begin CPR: Focus on chest 4. Delegate ROLES
compressions A. Airway

4. Primary nurse to be available to provide B. Chest Compressions
patient history and preceding events. C. Recorder

v
D. Elevator Spotter DIURT assumes
Yma 772011 E. Hallway Spotter supportive role to
Dr. Steele rev 10/20/09
DGS rov 12/15/09 Code Team

DGS rev 12/18/09
DGS rev 1/20/10

Continue with
resuscitative
measures until
Code Teams arrives

3. Keep family updated

4. Assist First and Second Responder in
CPR

5. Notify Radiologist/Attending/Primary
Service

ACB (Mays) Patient Transferring
Process In Diagnostic Imaging

Call Best Care Ambulance @
713-661-3443 for patient
transfer to EC in Main Bldg.

_

Transfer pt
to higher
level of

8 am to 4 pm care?
*Case manager will arrive
with Code Blue Team Is patient

Or stable?
*Call case manager Cal HFD

@ 713-745-2850 (Houston Fire Department)
9911

Patient recovered and
discharged from radiology

_/

_/

pt to higher
level of care

Emergently? Call Best Care Ambulance @
713-661-3443 for patient
transfer to EC in Main Bldg.

_/

Transferring

Process Call Best Care Ambulance @
713-661-3443 for patient
Transfer pt transfer to EC in Main Bldg.

to higher
level of

_/

Patient recovered and
discharged from radiology

_/

After4 pm
DIURT assist to contact s patient

Off-Shift Administrator
stable?
@ 713-792-7090 Cal HFD
(Houston Fire Department)

pt to higher 9911
level of care
Emergently?

_/

Call Best Care Ambulance @
713-661-3443 for patient
transfer to EC in Main Bldg.

N

DIURT Pager Schedule for 2011

_ Mays Rose Green
_ 2011 ' Nurse AM Tech AM Nurse PM Tech PM Nurse AM Tech AM Nurse PM Tech PM Nurse AM Tech AM Nurse PM Tech PM
1/3/2011 to 1/7/2011 Alice Benson | Dorothy Page Aley Varghese Dan Morrissey  |BelindaOna  |Carlos Garcia Evelyn Castor : Donnlcl.tuer Val Rioux Velvet Duncan MaiTe Carampatan Rodney Bass
1/10/2011 to 1/14/2011 Elsy Thomas  |Mark Toatley Leonora Sumodobila |Dan Morrissey  |Cecil Ferrer Ruber Roberson | Becky Perry k -IWPIII'E,I‘III ; | Annie Daniel Michael Boyne Evangeline Ramas Shireen Elsayegh
1/17/2011 to 1/21/2011 Violeta Bentulan |Jerry Montalvo Maria Mallari Paula McCoy Vivien Esquivel  |CarlosGarcia ~ |Evelyn Castor M‘Jﬂf | val Rioux Velvet Duncan MaiTe Carampatan Rodney Bass
1/24/2011 to 1/28/2011 Alice Benson | Dorothy Page Aley Varghese Paula McCoy Sisinio Anduyan Rtlb!l‘ Robetm | Becky Perry _ lov?mﬁhn ¥ ,! Annie Daniel Michael Beyne Evangeline Ramas Shireen Elsayegh
1/31/2011 to 2/4/2011 Elsy Thomas Mark Toatley Leonora Sumodobila |Dan Morrissey WOOM or 2 WM EW'WW - Doﬂﬂﬂl?;ﬁf' Val Rioux Velvet Duncan MaiTe Carampatan Rodney Bass
2/7/2011 to 2/11/2011 Violeta Bentulan |Jerry Montalvo Maria Mallari Dan Morrissey Cedlfurar | Ruber Roberson Mhﬂv et . Jwﬁl% | Annie Daniel Michael Boyne Evangeline Ramas Shireen Elsayegh
2/14/2011 to 2/18/2011 Alice Benson | Dorothy Page Aley Varghese Paula McCoy Vlvlenm ' Clrlosﬁlrm Evelyn Castor ﬁogtk[:%w | Val Rioux Velvet Duncan MaiTe Carampatan Rodney Bass
2/21/2011 to 2/25/2011 Elsy Thomas  |Mark Toatley Leonora Sumodobila |Paula McCoy Sisinio Anduyan ) Rulm R&eﬁm |Becky Perry e l.lov?u;mlln |Annie Daniel Michael Boyne Evangeline Ramas Shireen Elsayegh
2/28/2011 to 3/4/2011 Violeta Bentulan |Jerry Montalvo Maria Mallari Dan Morrissey  [BelindaOna |Carlos Garcia Evelyn Castor X D’nﬂnlelmr | Vval Rioux Velvet Duncan MaiTe Carampatan  |Rodney Bass
3/7/2011 to 3/11/2011 Alice Benson | Dorothy Page Aley Varghese Dan Morrissey | Cecil Ferrer Rubel Inbemn Becky Perry “ ; qu ‘_ alan  |Annie Daniel Michael Boyne Evangeline Ramas Shireen Elsayegh
3/14/2011 to 3/18/2011 Elsy Thomas  |Mark Toatley Leonora Sumedobila |Paula McCoy VMauMM icdeamh Evelyn Castor B Mlﬂi:h;! | Val Rioux Velvet Duncan MaiTe Carampatan Rodney Bass
3/21/2011 to 3/25/2011 Violeta Bentulan |Jerry Montalvo Maria Mallari Paula McCoy Mkﬂmn &nhrl(ehmh | Becky Perry L prl’unﬁm : Val Rioux Michael Boyne Evangeline Ramas Shireen Elsayegh

Acute Mock Training Scenarios

1. A patient in MRI has a mental status change upon IV insertion. Her vital signs
are stable, yet she is not responding to orientation questions appropriately and
her friend states “she is not acting right”.

2. A co-worker faints in the nurses’ station while working. She becomes responsive
again, yet on assessment has an elevated heart rate of 165.

3. A patient in CT is experiencing an allergic reaction. After receiving Benadryl the

patient experiences a near syncopal episode and shows a blood pressure of 69/40.

4. A patient walks into CT, scanned hours earlier, complaining of chest pain. Her
color is dusky and she is short of breath.

5. A patient in Nuclear Medicine begins to wheeze and complaining of difficulty
swallowing after receiving IV contrast lodine.

6. A patient family member falls and hits their head on the wall near the elevator.
Another patient informs the nurses in Nuclear Medicine. Upon assessment the
patient is responsive.

/2 Mock Code Online 2011 - Windows Internet Explorer provided by M. D. Anderson Cancer Center
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1. Mock Code Competency
2. Steps To Mook Code Competenay
3. Emergency Care for Responders
4. Team Dynamics & Communication
5. Emergency Cart
5. Emergency Cart Drawers
T Aimay & Intubation
2. Code Blue Documentation Exercizes
3. MERIT
10, Mook Code Wideo
11. Post-Test
12, Resources

132, References

Mock Code Competency

The Mock Code Competency will prepare you to recognize the need and ini
emergency procedures including Basice Life Support (BLS) and use of eme
in resuscitation efforts. This module will cover adult and pediatric patients.

The American Heart Association (AHA) BLS for Healtheare Providers
is a prerequisite to participate and complete this competency. These fundamen

Mock Code Debriﬁng Form

. Date: Time: Unit:

. Time to call CODE: Time to call DIURT:

Time to call MERIT:

. Team evaluation:

a. Time of first chest compressions:

b. Quality of chest compressions: [ Adequate [J Needs improvement
c. Interruption of chest compressions: [J Frequent  [] Minimal
d. Placement of pads: [1 Adequate [J Needs improvement

e. Time of first analyze:

f. Time of first shock (if shockable rhythm):

g. Overall use of monitor: [J Adequate [J Needs improvement
h. Proper set-up of ambu bag: [1 Adequate [ Needs improvement

1. Quality of ventilation: [1 Adequate [J Needs improvement

J. Communication amongst team members: [1 Adequate [] Needs improvement

k. First responder role function: [] Adequate [J Needs improvement
1. Second responder role function: [1 Adequate [1 Needs improvement
m. Subsequent responder role function: [1 Adequate [] Needs improvement

n. DIURT presence helps to manage emergencies more efficiently L1 Adequate [ Needs improvement

Comments/suggestions:

Team lead signature

Diagnostic Imaging - FY10 DIURT Activation & QA Log

ITHE UNIVERSITY OF EXAS

MD Anderson
CancerCenter

Making Cancer History”

THE UNIVERSITY OF TEXAS

Anderson Management of Contrast Media Reactions - Adult

G&HG@F(:enter This practice algorithm has been specifically developed for M. D. Anderson using a multidisciplinary approach and taking into consideration circumstances particular to M. D. Anderson,

including the following: M. D. Anderson’s specific patient population; M. D. Anderson’s services and structure;, and M. D. Anderson’s clinical information. Moreover, this algorithm is not

MEMEBER
DATE TIME RECORDING [TIME ACTIVATED [TIME TO RESPOND|MEMBERS RESPONDED |Background, Action and Resolution)

OUTCOME ( SBAR FORMAT: Situation,
QA ITEMS - ACTION ITEMS FOR PI

3/18/2010 905 | Danna

Pt not feeling well, wife states he is not talking normally. Pt for
CT CAP, Melanoma, Diabetes, Allergic to lodine, Took premeds of
Prednisone prior toarrival. No CT scan done as of yet. Called
Merit. Pt Bradyied down, Called Code, Placed on Pacer,
Transported by 0845 to EC Main, Primary MNotified. Ptoont Flowed well, no system glitches. All persons knew
5905 | Danna, Jerry reponsive on transport. their roll.

3/31/2010 2100|T. Talley

pt came to area after receiving blood products and medication
via j-tube on high flow ocxygen,oxygen saturation was 32%.
Ceygen sats dropped rapidily . The patient was ng suctioned and
200 cc of fluid was removed. The sats returned in the 20's but he
wias unable to maintain them . The merit team was called when |pt moved to higher care in reazonable time. No
2130 T.Talley pt heart rate increased told4d and sats went to 70s on nrb mask. |delayswere noted in transferring care.

3/31/2010 2015 |Evelyn

Pt.wias scheduled for CT CAP & developed severe reaction to iv
icdine contrast-unresponsive to stimulus-seizure like
activity.Shallow breathing tachycardia, neck distended & both
eyes reddish in color. Code team activated until pt. stabilized &
2020|Evelyn/Vianey/Rebecca transferred to EC by two nursing staff. there was team work

47172010 Leonora

Pt. arrived in CT area barely rezsponsive to stimuli, very letharsgic
and weak . She was breathing and had pulse .Blood sugar within
normal was 160 and v/s within normal range . IV hydration of NS

1&:30 | Leonora, Maria was started immediately . Pt transferred to EC . The patient was safely transported to EC and stabl

4/19/2010 1300|Leanne

CT. Pt became unconscicus after injection of IV icdine contrast.
Walked into CT 8 with Sisinio perfforming compressions and an IR |DIURT not paged. We only knew of code throush cal

Pt's husband notified and consoled by chaplain. Pt became patient were either BLS instructors or on DIURT.

1302 | Leanne, lodo, Joy conscious and transported to EC. Flowed well, persons involved knew their roll.

doctor present. Called Code, radiclogists present, started BLS.  |for help from employees. Nurses who responded tg

6/2/2010 2042 | Becky DIURT not called NJA

Pt's ct brain angicgram was done & the CHAwas assisting the pt.
to get of the table; pt. was conscious & conversant @ this time
then suddenly became nonresponsive with very shallow
breathing & faint pulse. 02 via non-rebreather mask
administered & iv fluids given. After 5 minutes pt. became DUIRT was at the scene when it cccurred. There wa
Becky, Wianey, Myrla, Rose, responsive to verbal stimuli, PR 858, 02 sat 130% on 02. Pt. taken |teamwork among the nursing staff & the technolosi

Ruth [technologist) to EC by nurzing staff. & everyone knew what to do.

76.00%

74.00%

72.00%

70.00%

68.00%

66.00%

64.00%

62.00%

in rectal area [pt has perineal wound). Primary 0X: Advanced

Survey Respondents Agree on DIURT

The DIURT
improves patient

care

The DIURT helps The DIURT has
to manage been a beneficial

emergencies more addition to DI
efficiently

Making Cancer History intended to replace the independent medical or professional judgment of physicians or other health care providers. This algorithm should not be used to treat pregnant women.
Any signs or symptoms of HSR/allergic reaction, consider notifying the Diagnostic Imaging Urgent Response Team and notify the Radiologist
If patient unresponsive at any point, call a “code” (in a manner appropriate for your area) and call Radiologist to bedside.
PRESENTING TREATMENT
SYMPTOMS
("« No treatment in most cases )
e If pruritus bad or progressing:

Urticaria (hives), » DiphenhydrAMINE 25 mg PO/IM/IV, may repeat up to 50 mg total dose or Continue monitoring and consider
rash, itching, —»| «HydrOXYzine 25 mg PO/IM if allergic to DiphenhydrAMINE —)Cmns fer to appropriate level of carD
facial flushing o If severe/widely disseminated and no cardiac contraindications':

e HydroCORTisone 100 mg IV Push over 1 minute, if no improvement in 5 minutes, give:

\_ * EPINEPHrine (1:1,000) 0.3 mL subcutaneously ) f. Call MERIT Team if in ACB or Main N\

q call 9-911 for ROC or SCRB3
Yles o Continue monitoring and consider
\_ transfer to appropriate level of care )

(e Legs up; Trendelenburg position, monitor )
EKG, oxygen saturation (pulse oximetry)

Hypotension with : : : Patient
Bradycardia/ —» » Oxygen 6_10. hters./mlm,lte via mask symptoms (o Call MERIT Team if in ACB or Main, A /7 . ™\
) e Bolus IV fluids (Ringer’s lactate, NS, or DSW) : If no improvement,
Vagal Reaction to maintain appropriate blood pressure as improve? call 9-911 for ROC or SCRB3 call Radiologist
.. 1 approp P No e Atropine 0.5 mg slow IV infusion SIS
\_ clinically indicated ) > : o Lo —»| call CODE, and
o Continue monitoring vital signs and .
: : transfer to higher
repeat Atropine every 3-5 minutes up to level of care
0.04 mg/kg or 3 mg total dose & j
\- J
e Racemic EPINEPHTrine 2.25% nebulized
("« EPINEPHrine' (1:1,000) 0.3 mL subcutaneously. ) Patient Yes with .1'3 inhalations until rel.ief
Facial/Laryngeal o Oxygen 6-10 liters/minute via mask, titrate to oxygen e Consider transfer to appropriate level of care
. symptoms
Edema saturation greater than or equal to 92%. orove?
\° Monitor EKG and saturation (pulse oximeter) ) p '

No Call CODE team 2-7099 and call
Radiologist to bedside

("« Continue monitoring and prn\
medications
N e Consider transfer to
Yes \_ appropriate level of care )

No -~ "Call CODE team 2-7099 and call
Radiologist to bedside

! Use epinephrine with caution in patients on beta blockers
*Nebulized agent by respiratory therapy preferred over beta agonist inhalers such as Albuterol, terbutaline, and metaproterenol.
Respiratory therapy stocks premixed Albuterol 0.083 % (2.5 mg/3 mL).

~

e Oxygen 6-10 liters/minute via mask. Monitor EKG and oxygen saturation (pulse oximeter)
e If on beta blockers, call Radiologist to bedside

Bronchospasm —»| e If not on beta blockers:

« Beta-agonist inhaler or nebulized agent per Respiratory Care’

« EPINEPHTrine' (1:1,000) 0.3 mL subcutaneously.

Patient
symptoms
improve?

- J

Continue monitoring and consider
Yes transfer to appropriate level of care

~N

(o Legs up; Trendelenburg position, monitor Continue monitoring and
Hypotension EKG, oxygen saturation, and blood pressure Patient consider transfer to
with —» o Oxygen 6-10 liters/minute via mask. symptoms appropriate level of care
Tachycardia e Rapid administration of 1-3 liters Ringer’s improve? Pationt Yes
lactate, NS or D5W' No EPINEPHTrine (1:1,000) atien
\ J symptoms
0.3 mL subcutaneously : 0
improve N
O ( Call CODE 2-7099, call
Radiologist to bedside
and transfer to ICU
(. Oxygen 6-10 liters/minute via mask. Monitor EKG, oxygen saturation (pulse oximeter), blood pressure\ / Continue monitoring. notify DI ™\
e Clonidine 0.2 mg loading dose PO followed by 0.1 mg PO per hour until blood pressure has lowered or S 4
Severe Urgent Response Team and

—»| for a total dose of 0.8 mg
e For pheochromocytoma, call primary physician and Radiologist: Phentolamine (Regitine®) 5 mg IV for

\_ one dose )

consider transfer to appropriate
\level of care )

Hypertension

This is a printed copy of the Order Set. Please refer to the official Order Set version in ClinicStation.
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Date Printed: 10/11/2011 MRN: 282273
Pt Name: TEST, PATIENT
09/06/1988 Sex: F

This is a printed copy of the Order Set. Please refer to the official Order Set version in ClinicStation.

Date Printed: 10/11/2011  MRN: 282273
Pt Name: TEST, PATIENT
09/06/1988 Sex: F

[:] Inpatient |:| Outpatient

Admit To Location

Continued from Previous Page — Page 3 of 3

dhalexin (Keflex), Cephalosporins, Cephalosporins, Codeine, Iodides Tincture, Iodine
elp), Iodine I 131 Tositumomab, Iodine Resublimed, Iodine Solution, Iodine Strong

This is a printed copy of the Order Set. Please refer to the official Order Set version in ClinicStation.

i Date Printed: 10/11/2011  MRN: 282273
rder Pt Name: TEST, PATIENT

Adult Acute Contrast 09/06/1988 Sex: F
Media Reactions

[:l Inpatient D Outpatient

Admit To Location

UBAidson  Physician
<L (_enier

Continued from Previous Page — Page 2 of 3

n (Keflex), Cephalosporins, Cephalosporins, Codeine, Iodides Tincture, Iodine
odine I 131 Tositumomab, Iodine Resublimed, Iodine Solution, Iodine

ications — continued sition. Document time and condition upon release and clinical impression regarding
Jult Acute Iodine Allergic Reaction Management Record - access from Clinic Station,
the disease site sub-folder: "Patient Care Management Record”).

ducation. Reinforce the following instructions:

E] Inpatient |:| Outpatient

Admit To Location
Continued on Next Page - Page 1 of 3 0) 0.3 mL subcutaneously every minutes if symptoms persist.

Attending Physician: ute via mask and titrate to oxygen saturation greater than or equal to 92%
Height: _167 cm Weight: _ 56 kg Adjusted Body Weight: kg BSA:_1.61 m?

Cancer Diagnosis:

continuously monitor O, saturation.
inute via mask and titrate to oxygen saturation greater than or equal to 92%.

Allergies: Cefazolin (Ancef), Cephalexin (Keflex), Cephalosporins, Cephalosporins, Codeine, Iodides Tincture, Iodine
(Antiseptic), Iodine (Kelp), Iodine I 131 Tositumomab, Iodine Resublimed, Iodine Solution, Iodine Strong,

(date) [(CJam[lem

adiologist to bedside.
v Date/time of reaction:
mg nebulized now and may repeat times one in 4 hours

1000) 0.5 mL subcutaneously
st to bedside (if not present), and transfer to ICU.

v'  Medications being infused:
Interventions
1. Immediately: » STOP INFUSION
> Assess airway, breathing, circulation and orientation immediately.
» If patient unresponsive at any point, call a “code” (appropriate for patient’s location).
2. Review Management of Acute Iodine Reactions - Adult algorithm as needed.
3. Call on-call physician STAT and notify attending physician. Document names and times each was notified
(see Adult Acute Iodine Allergic Reaction Management Record - access from Clinic Station, Patient Care
Tools, under the disease site sub-folder: "Patient Care Management Record”).

4. Enter event as an Observed Adverse Drug Reaction (ADR) in Nursing Documentation in Clinic Station.
5. Other interventions:

10/11/2011 Time: 01:55 PM

and monitor oxygen saturation.
ute via mask and titrate to oxygen saturation greater than or equal to 92%.

5 minutes give:
mL subcutaneously and call CODE, call Radiologist to

Vital Signs Monitor and document vital signs every 5 minutes until patient is stable (see Adult Acute Iodine Reaction

Management Record).
@ 4 ute via mask and titrate to oxygen saturation greater than or equal to 92%.

and monitor oxygen saturation.

Medications
1. Hypersensitivity / Reaction medications
For hives (urticaria), rash, itching, facial flushing:
If pruitus or progressing symptoms:
a. DiphenhydrAMINE _25 mg _IV  may repeat up to 50 mg total dose or
b. If allergic to DiphenhydrAMINE, give:
HydrOXYzine 50 mg _PO
D If severe widely disseminated and no cardiac contraindications:
a. HydroCORTisone _100 mg IV Push over 1 minute.

b. If no improvement within 5 minutes then give:

EPINEPHrine (1:1000) 0.3 mL subcutaneously.

[ ] Hypotension with bradycardia/vagal reaction:
a. Legs up; Trendelenburg position.

mg loading dose PO followed by 0.1 mg PO per hour until blood
for a total dose of 0.8 mg

d Radiologist for pheochromocytoma:
tine®) 5 mg 1V for 1 dose.
Medications and Additional Orders Continued on Next Page
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b. Atropine 0.5 mg slow IV infusion
C. Call Radiologist if no improvement, call CODE and transfer to higher level of care.
Medlications and Additional Orders Continued on Next Page

Signature/Credentials/ID code:
Pager: Date: 10/11/2011 Time: 01:55PM
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