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PATIENT IDENTIFICATION 

 

        
 
P HYSICIAN’S ORDERS 

ALLERGIES:              
  Admit Critical Care Unit   Transfer to another facility        

Attending Physician:        Consulting Cardiologist        
Diagnosis:  Acute ST segment elevation Myocardial Infarction 
Code Status:              
 
Complete Thrombolytic Therapy for AMI Inclusion/Exclusion Checklist (page 1) 
 
I. Pre Thrombolytic Administration 

1. Vital Signs:  Per unit or Emergency Department protocol. 
2. Respiratory:    O2 at 2 to 5 L/min via nasal cannula to keep O2 saturation > 92%           Other:  ____________ 
3. STAT Labs (if not already done in the ED):   

  CBC    CMP    PT/PTT  Thrombin time    Fibrinogen   
  Cardiac Injury Panel  Troponin I   Type and Screen 2 units 

      whole blood. 
4. Baseline Hematest Stool 
5. Weigh patient STAT. Record in kilograms: ________kg 
6.   IV Fluids:  2 peripheral IV lines: 

 #1: 500 mL Normal Saline  infuse at KVO 
 #2: 500 mL Normal Saline   Attach a 3-way stopcock and cap line.  Use this line for blood samples and/or additional IV access. 

7.   STAT chest x-ray portable and ECG (if not already done in the ED)  
8. Intake and Output per unit protocol  
9. BP every 15 minutes  (Do not use automated blood pressure machine) 
10. Insert Foley catheter 

 
II. Administration of Thrombolytic: Tenecteplase (TNKase®) 

  Single bolus of tenecteplase IV over 5 seconds based on patient weight 
     (reconstitute with 10 ml SW; do not infuse with dextrose) 
   Weight less than 60 kg, give tenecteplase 30mg IV 
    Weight 60-69 kg, give tenecteplase 35mg IV 
    Weight 70-79 kg, give tenecteplase 40mg IV 
    Weight 80-89 kg, give tenecteplase 45mg IV 
    Weight greater than 90 kg, give tenecteplase 50mg IV 
 

III.     Post Thrombolytic Administration x 24 Hours Observe the Following Precautions: 
1.    Observe existing IV sites for bleeding.  Avoid additional arterial punctures.  If unavoidable, compress site for 30 minutes or until bleeding  
       has stopped, then apply sterile dressing with pressure bandage.  
2.    If an IV access infiltrates, do not remove catheter for 6 hours post therapy.  Cap access until removal can be accomplished. 
3.    Do not use automatic non-invasive blood pressure monitoring. 
4.    Observe for overt or occult bleeding, unusual leg or back pain, which may indicate retroperitoneal bleeding. 
NOTIFY PHYSICIAN IMMEDIATELY IF SIGNIFICANT BLEEDING OCCURS FROM ANY SITE. 
1.    Continuous cardiac monitoring 
2.    Vital signs every 15 minutes for a minimum of 2 hours and until stable, then every 30 minutes for a minimum of 6 hours and until stable, then  
       every 2 hours for a minimum of 16 hours and until stable. 
3.    Notify physician for:  Heart rate > 120 or < 50; Respiratory rate > 30 or < 12; Temperature < 97°F or 100.5°F; Pulse oximetry < 92% 
4.      IVF:     at    mL/hr OR   INT 
5.     Labs: (Draw blood work from intravenous access for first 24 hours post thrombolytic therapy) 

  aPTT 4 hours after thrombolytic infusion complete    CBC daily for 3 days    UA     Other:  _______________
6.    Respiratory:    Oxygen at 2-5 L/min via nasal cannula to keep O2 saturation > 92%  Implement Oxygen Therapy Protocol 

  Pulse Oximetry     Once   Every shift    Unit Protocol 
7.    Initiate Cardiac Admission Order Set 
      
 
               

Signature     Date and Time 



          MR Contrast Use in Chronic Kidney Disease Patients 
 
BACKGROUND: 
Epidemiologic data strongly suggest a link between a rare disease, nephrogenic systemic 
fibrosis (NSF) and MR contrast agents.  NSF is generally severely disabling and in some 
cases fatal.  Gadolinium, which is a toxic magnetic metal, is made safe for injection when 
it is bound to a chelating agent.  In patients with stages 3 to 5 renal failure, the 
gadolinium has time to dissociate from its chelate in the body before it is excreted, 
potentially contributing to the development of NSF. 
 
DEFINITIONS: 
Stage 1 renal disease:  estimated GFR > 90 mL/min/1.73 m2 BSA with microalbuminuria 
Stage 2 renal disease (mild):  estimated GFR > 60 < 89 mL/min/1.73 m2 BSA, microalbuminuria and WHO anemia 
Stage 3 renal disease (moderate):  estimated GFR > 30 < 59 mL/min/1.73 m2 BSA 
Stage 4 renal disease (severe):  estimated GFR > 15 < 29 mL/min/1.73 m2 BSA 
Stage 5 renal disease (end stage):  estimated GFR < 15 mL/min/1.73 m2 BSA 
 
POLICY AND PROCEDURE: 

1.  Stage 1 or 2 chronic kidney disease patients can undergo contrast MR examinations. 

2.  Stage 3 chronic kidney disease patients must be assessed by the radiologist to 
determine the benefit to risk ratio before MR with contrast is used.  If MRI with contrast 
is deemed necessary, half the usual dose of Magnevist will be utilized if possible.  At the 
present time, data are insufficient for advising hemodialysis for all stage 3 chronic renal 
disease patients that receive MR with contrast.  The FDA recommends considering 
immediate hemodialysis for these patients.  Hemodialysis will be determined on a case by 
case basis.   

3.  Stage 4 and 5 chronic kidney disease patients should be under a nephrologists care.  
These patients must also be assessed by a radiologist and an order given by the 
radiologist if contrast is absolutely necessary. Alternative imaging techniques will be 
used if at all possible.  If MRI with contrast is deemed necessary, half the usual dose of 
Magnevist will be utilized, if possible. The FDA recommends considering immediate 
hemodialysis for these patients.  The ACR recommends immediate hemodialysis for 
patients on chronic hemodialysis.  Our policy is for all Stage 4 and 5 patients to receive 
immediate hemodialysis (to begin within 2 hours of contrast administration).  Repeat 
hemodialysis within 24 hours is also strongly recommended. 

4.  CAPD and CCPD are not effective enough in clearing gadolinium from the body.  
Immediate hemodialysis should be considered if these patients need MR contrast. 

5.  Patients less than 1 year of age must be assessed by a radiologist and will receive MR 
contrast only if absolutely necessary. 

6.  For patients with acute kidney injury as the cause of the low GFR, every attempt will 
be made to postpone the examination until kidney function recovers.  
 


