 St.  Clair Hospital
	Pittsburgh, PA 15243
Intravenous rituximab-pvvr (Ruxience) 
Physician Order Set
                                                     
[bookmark: _GoBack]
Name: ____________________________________   Date of Birth: _________ Allergies: _____________
Weight: ______kg   _______ lbs.   Height: _______ in.   BSA: _______ m2    |_|   Actual  |_|   Adjusted
Diagnosis: |_|   B-Cell Lymphoma                |_|   Other   _________________________________   
Start Date: _______________________________ Cycle #: _____________________________
	Premedications

	Dexamethasone
(Decadron)
	
10 mg IV push over 3 to 5 minutes, 30 minutes prior to rituximab-pvvr
	
Day 1______

	Diphenhydramine
(Benadryl)
	25 mg IV push over 2-3 minutes, 
30 minutes prior to rituximab-pvvr
	
Day 1______

	Acetaminophen
	650 mg PO 30 minutes prior to
 rituximab-pvvr
	Day 1______

	Meperidine 
(Demerol)
	25 mg IV  push over 4 minutes, 
ONCE PRN for rigors related to rituximab-pvvr
	
Day 1______

	 Drug/ Administration
	Dose/Unit
	Final Dose
	Date

	Rituximab-pvvr (Ruxience)*  IV on Day 1 in NSS
-  Final concentration 1 mg/mL
-  Initiate first dose at 50 mg/hr for 30 min
-  If tolerated, may increase rate by 50 mg/hr every 30 min  
    to maximum rate of 400 mg/hr
-  If first cycle tolerated, may begin subsequent cycles at  
    100 mg/hr, increasing by 100 mg/hr every 30 min to 
    maximum rate of 400 mg/hr
|_| Dose capped   _____________________   
|_| Dose Reduction   ________%   
Reason:  ________________________________________
	








375 mg/m2
	








________mg
	








Day 1 ___________



* Hepatitis B & C testing recommended for all patients prior to first rituximab-pvvr dose (Hepatitis B Surface Antigen; Hepatitis B Core Antibody, Hepatitis C Antibody)
Additional Orders
|X| Check vital signs every 15 minutes x 1 hour, then with each increase in rituximab-pvvr infusion; 
       or every 30 minutes. 
|_| PICC line insertion          |_| Access port          |_| CMP, Routine          |_| CBC with differential, Routine

Physician Signature: _________________________________ Date:___________________ Time:_________________  



