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Ordering Parenteral Nutrition
POLICY STATEMENTS:

1. Parenteral Nutrition (PN) will be initiated using the Adult, Paediatric or Infant TPN Monitoring Order Sets in order to build the team with the skills and knowledge to manage PN: MRP, Dietitian, Pharmacist, Nursing and the Patient.

2. Due to the complexity, all orders and changes to orders will be captured on the Parenteral Nutrition (PN) Order Form-Adults  (1-62-PN).  

3. Dietitian and/or pharmacist will not alter sodium concentration in PN solution unless Hyponatremia is diagnosed by MRP.

4. The dietitian and pharmacist will conference on a daily basis.

5. All patients will be initiated and stabilized on PN in Owen Sound prior to transfer to a site.
PROCEDURE:

1. MRP writes the order to start PN.  If written in format other than using the PN Order Form-Adults the Dietitian or Pharmacist will transfer the order onto this form to ensure all critical data elements are captured.  All names will be captured on this form, signature of one of three is required. 
2. Order is scanned to the pharmacy department as STAT, and must be received in this department prior to 1130 hours.

3. Pharmacist completing the order will ensure Registered Dietitian has been consulted and may refuse to complete the order if the MRP has not consulted a RD.

4. If PN is ordered after 1130 am (Mon to Fri), on weekends or stat holidays or when placement of PICC line is uncertain:

a. 1 Litre standard bag with or without electrolytes will be provided(nothing added).  This product is stable for 48 hours on floor.

b. 250 ml bag of 20% lipid will be provided

c. Infusion rate will be as per PN order form.

d. If patient weighs less than 50 kg, maximum rate of aa/dex solution should be 42 ml/hour until assessed by RD.

5. Dietitian and Pharmacist will conference each morning prior to 11 am to:
a. Review electrolytes and macronutrients

b. Review patients total fluid intake (TFI)

6. If dietitian is unavailable, i.e. weekends, stat holidays, the pharmacist will conference with the MRP.

TRANSFER OF PATIENT ON PN TO SITE

1. PN will not be initiated at sites.  All patients will be initiated and stabilized on PN at Owen Sound prior to transfer to site.  
2. PN team 
a. MRP: orders PN using the Long Term PN Order Set.
b. RD at site will serve as patient’s primary RD and report on food intake (if any), Gi symptoms, weight reporting, fluid status etc.

c. RD OS will continue to monitor lab work and suggest changes to PN solution in consultation with site RD and other team members.

d. Pharmacist OS will consult with team members on all changes to PN solution and monitor lab work.
3. Same day changes not available. Orders will take effect the following day.
DISCHARGE HOME OF PATIENT ON PN 

Criteria for Sending Patient Home on PN:

1. Non-functioning or inadequate GI tract to meet nutritional needs

2. Enteral and oral nutrition supplementation/maximization trialed if possible, medications to improve absorption/transient time

3. Caution with medical conditions: diabetes, CHF, pulmonary disease, severe malnutrition, Hyperemesis gravidarum, electrolytes disorders of potassium, sodium, phosphorus, alkalosis or acidosis (ASPEN) 

4. Patient must have OHIP and be clinically stable.

5. A minimum 14 day treatment is required.

6. Patient’s home setting must have electricity, refrigerator, telephone and running water.

7. Must require no more than 2 to 4 nursing visits per day for TPN . 

8. Patient must have Central Access and double lumen PICC if TPN & IV meds are required.

9. Must have primary caregiver (spouse, friend, etc.) to assist with care unless patient has dexterity to care for line independently

10. Patient must be willing to learn how to be self-sufficient for nursing visits to decrease to once weekly

11. No foreseeable compliancy issues

12. Weekly blood work and monthly follow up with MRP. Patient has access to transportation for bloodwork or private lab set up for in home (private cost).

13. Stable on PN for 72 hours prior to discharge without any changes to prescription. 
14. MRP caring for patient in community must be agreeable to: 


· Ordering and monitoring bloodwork in association with community RD contracted by the Home & Community Care Program of the SWLHIN.

· Renewing prescription in association with community RD 

· Monthly follow up with patient

Procedure for Clinical RD, GBHS:

1. Obtain referral to SWLHIN Home and Community Care Coordinator for home PN
2. Referral must allow for 48 to 72 hours planning for transition to home.

3. RD and pharmacist collaborate to complete PN prescription form (See below)

4. RD to fax prescription and relevant RD clinical notes to Home & Community Care at 1 855 539 6970

5. Educate patient :

· Change for home PN 3 in 1 bag vs. 2 in 1

· Nursing role is to initiate and disconnect PN and teach patient how to do so independently

· Teaching re: injection of micronutrients

· Community RD and MRP role in monitoring PN

· Need for regular blood work

· Referral to SWLHIN Home and Community Care Coordinator for home PN

Role of SWLHIN Home and Community Care Coordinator: 

1. Assess eligibility and confirm criteria above.

2. Fax Adult Parenteral Nutrition Orders Form to Yurek’s Pharmacy, London and call to confirm delivery day. Yurek’s Pharmacy sends order to Brown’s Pharmacy, Walkerton.
3. Order equipment and supplies.

4. Prior to discharge call Browns Pharmacy to confirm delivery of equipment and supplies.

5. Notify patient of PN delivery on Thursdays to patient’s house from Brown’s Pharmacy.
6. Send referral and notes to home care nursing and dietitian services

7. Provide copy of Home Total Parenteral Nutrition Patient Handbook to patient.

Parenteral Nutrition Prescription

1. Clinical RD and Pharmacist will jointly complete the Adult Parenteral Nutrition Orders Form (Form 1.1.25).  MRP must sign.
2. Prescription must be faxed by Wednesday at noon for delivery the next day (Thursday).  
3. MRP to sign bloodwork requisition, with results copied to patient’s Primary Care Practitioner and community dietitian.  Bloodwork requisition provided to patient with appropriate laboratory location.

4. Requistion to include: electrolytes, random glucose, creatinine, albumin, calcium, magnesium, phosphorus, BUN, ALT, AST, Alk Phos, Total bilirubin, triglycerides, CBC with differential

5. Include  rates for lipid and AA & Dextrose as well as combined  

6. Request SMOF lipids under comments especially if patient is to remain on PN long term

7. Trace minerals to remain at 1 ml/day dose rather than 3 ml/day (as per GBHS inpatient protocol)

8. For long term patients with no GI absorption of multivit: 

a. Exceptional Access Program (EAP) application form must be completed and signed by MRP. for both Vitamin K (DIN  00804312) and Multivit-12 (DIN 02100606) 

b. Application is available from the Ministry of Health and Long Term Care website Standard Form [Request for an Unlisted Drug Product – Exceptional Access Program (EAP)]

c. Yurek pharmacy must be notified that the application is in process.  They will provide the Vitamin K and Multivit and back pay it once the application is accepted. Otherwise there is a 4-6 week wait period/turn around time for the application.  

9. MRP must sign the Parenteral Nutrition Prescription.
