
LIFEROUNDS INTERN SURVIVAL GUIDE 

Disclaimer: this is meant to be a helpful teaching tool.  Medical decisions should not be based off this document or 
the information therein.  Its is only here for educational purposes.  Your treatment of your patients should be 

based on your clinical exam and after discussion with your attending only! 

Good remember-alls 
1. On any given day, your job is simply this: Take care of people. (that’s nurses, each other, your family, and 

of course your patients.  It’s everybody.  That’s what being a doctor is really all about) 
2. Day 1: learn and remember the name of everyone you meet.  Day 2: Ask how can I help? 
3. Be flexible.  Most of medicine…and life for that matter…is grey with no absolutes.  Your way may be right 

or completely wrong depending on a small piece of additional information.   
4. Be a problem solver not a problem pointer-outer.   
5. Be afraid of hurting someone.  
6. Get out of your chair and go see the patients they’re calling you about. 
7. Have a sensitivity for an emergency (hypoxia, “he doesn’t look right”, “she’s unresponsive”) 
8. Each attending is different and may have a slight…or not so slight variation on these algorithms.   
9. Never disrespect a nurse. 
10. Always document a quick progress note in the EMR with your attendings name for record keeping on floor 

calls 
11. Read orders carefully before electronically signing off on them and do not sign ones you did not write for! 
12. Lastly, ALWAYS answer the “Why?” (why are they sick?, why did they fall?, why is my lab abnormal?) 



Common Calls 

Hypos/Hypers (Always call your senior before treating!) 
Hypocalcemia – always correct with an albumin (add 0.8 to Ca++ level for every 1 below 4 albumin level.  i.e. albumin 
of 3.0 and calcium of 7.0, the corrected calcium is 7.8 and may not need to be treated.) 
 Calcium gluconate 1 gm IV will usually raise a calcium level around 0.5-0.6  
Hypercalcemia – always attempt to treat the underlying cause (i.e. milk alkali synd, cancer, dehydration etc) should be 
discussed with senior resident prior to treatment as treatments can vary. 
 IVF if dehydrated such as NS at 100-150cc/hr 
Hypoglycemia –  
 For BS < 60 and patient alert, give orange juice and crackers and recheck in 20-30 mins. 
 For BS < 60 and patient is not alert give D50 (dextrose 1 amp) IV and recheck in 10 mins 
 For BS < 60 and patient is not alert with no IV access while attempting access (EJ) 
  Glucagon 1mg IM, place NGT and put OJ down it 8 oz 
  Call senior for a central line if required 
Hyperglycemia: make sure recent BMP to address possibility of DKA (DKA addressed elsewhere) 
 General rule for subQ insulin coverage for your new/controlled diabetic (called a sensitive scale) 
   

   
  
Hypokalemia – in general 10 mEq of KCL = .1 rise in K+ level.  But the lower you go the less it will raise the K+.  Goal K
+ is 4.0  Remember to be careful in ESRD/CKD patients (ESRD: HD will usually address K+ levels; CKD: won’t clear K+ 
that is given to them) 
 Check Mg level 
 10 mEq KCL for every 0.1 below 4.0 (i.e. total of 80 mEq KCl for K+ of 3.2)  
 Each 10 mEq is given over 1 hour 
Hyperkalemia – (all Stat) Notify attending promptly 
 Repeat BMP! 
 EKG – assessing for hyperacute Twaves, widened QRS, Sinosoidal waveforms (all bad) 
 Calcium gluconate 1gm IV 
 Kayexalate 15-30 gm po x 1 
 NaHCO3 1 amp IV 
 Dextrose 1 amp IV (if sugar <250, if > 250 probably don’t need it) 
 Regular insulin 10 units IV (watch for rebound hypoglycemia if creatinine is high as insulin isn’t broken down) 
Hypomagnesemia 
 <1.0 give 3 grams IV Mg over 3 hours and recheck level 
 1.1-1.5 give 2 grams IV mg over 2 hours and recheck level 
 1.6-1.7 give 1 gram IV and check in am if desired 

Blood Sugar Coverage (Novolog SQ)

0-60 Give snack/D50 and call resident

60-149 No coverage

150-200 2 units 

201-250 4 units

251-300 6 units

301-350 8 units

351-400 10 units

401-450 12 units

> 450 Call resident



Rapid Responses 
This is meant to help you with the hardest part of responding to codes/RRT’s and that is “what do I do when I walk into 
the door?”  Your job is to lead the process (at the senior/attendings discretion).  The process is what saves lives when 
the problem is found quickly.  Rapid responses are generally called when a patient is in distress or unresponsive.  No 
matter who they are, they need all the components of “OMI” addressed and possibly the DoN’T. 

 I say “OMI I DoN’T want 2 screw this up” enroute to each RRT/code every time 

Oxygen – check sat, supplement with NC, Venti, NRB or BVM if patient unresponsive (ensure proper E-C  
 technique or grab each posterior point of the mandible and do jaw thrust if poorly ventilating with thumbs on 
the mask) 
Monitors –  
 Now vital signs 
 Defibrillator monitor hooked up with pads attached + chest leads (defib won’t work w/o leads) 
 Assess the rhythm & treat according to ACLS 
IV access – what do they have for access, do we need an external jugular or central line if no access can be found 
Dextrose – ask nursing to check a blood sugar.  If patient is an unresponsive diabetic, you can cautiously just push 1 
Amp of D50 IV.   Blood sugar going from 300 to 450 wont’ kill them, delayed treatment of hypoglycemia can! 
Narcan – have they received ANY narcotics, benzo’s, barbituates, sleepers recent ETOH use.  Beware of synergized 
medicines  (Ativan + morphine, 1 + 1 = 5) 
  If narcotics have been given, assess for 3 cardinal signs of overdose (2/3 indicated the need   
  
   for narcan if narcotics are on board. 

1. Pinpoint pupils – can be confounded with eye drops 
2. Depressed mentation 
3. Depressed respiratory rate 

 Opiate reversal (TAKE OFF FENTANYL PATCHES!!!!) 
  Naloxone (Narcan)  
   1 mg in 10cc NS, have nurse push slowly over 2-3 minutes 
   If no response give 0.5-1mg Naloxone IV x 1 
   If no response give 2 mg naloxone q 2-3 minutes until response 
Thiamine – rapidly reversible cause of AMS (alcoholics, malnourished patients) 
 Thiamine 100mg IV x 1 ain’t hurtin nobody! (unless it delays treatment of something more likely  at 
work) 
2 questions to be asked  

1. Do they have a pulse 
2. Are they sufficiently breathing? (don’t be fooled by fish-gulping agonal respiration) 

Intubation 
 For work of breathing, hypoxia, hypercapnia, sepsis, acidosis etc 
 Pre-Oxygenate (nitrogen washout) with 100% BVM or NRB 
 Set up suction, select blade (generally MAC #3/Miller#3),  
 Things you need: 
  Medication choices 
   Induction 
    Etomidate 0.3mg/kg push (avoid with sepsis) 
    Versed 2-4mg push 
    Propafol (pushed by anesthesia only, watch for hypotension) 
   Paralytic 
    Succinylcholine 1mg/kg push (avoid with hyperkalemia, nerve injury hx, Increased ICP) 
    Vecuronium 10mg push (ensure adequate ventilation first) 
  Stuff you need 
   Endotrachial tube 7.0-7.5 for women, 8.0-8.5 for men 
   Stylette – maintains the rigidity of ETT 
   10 cc Syringe – always pre-inflate your bulb to ensure its not torn and holds pressure 



Hypotension 
 Stat vital signs repeated, BP in both arms, see and examine patient 
 Place patient in reverse Trendelenburg  
 NS bolus 250cc-500cc over 15-30mins and recheck (unless in heart failure) 
 If fluid responsive increase IVF rate 
 If not fluid responsive try repeating bolus and transferring to ICU with central line access 
 Workup: EKG, Cardiac enzymes, AM cortisol, CXR, ECHO 
  HR issue? Tachycardia mediated hypotension? Bradycardia mediated hypotension? 
   Metoprolol/Cardizem for AFIB/RVR 
   Atropine/Pacer Pads for Symptomatic bradycardia 
  Structural blockage of venous return? (pneumothorax, cardiac tamponade) 
  Strutural leakage of arterial/venous blood? (GIB, aortic dissection) 
  Sepsis induced hypotension? (decreased SVR) 
  Relative/Absolute adrenal insufficiency? (Hx of steroids usage, presence of sepsis) 
   AM cortisol 
   Hydrocortisone 50mg Q6hr or 100mg Q8hrs 
  Anaphylaxis mediated hypotension? (bees, meds with edema, hives, stridor, wheezes) 

  Epinephrine 0.3mg SQ max of 1mg 
  Solumedrol 125mg IV 
Famotidine 20mg IV (H1 blocker)  

Benadryl 12.5-25mg IV (H2 Blocker) 



Cardiac 

Chest Pain 
 Ask for new vital signs & stat EKG and tell nurse you’re on your way 
 Examine and interview (OLDCARTS the new pain/or recurrence of previous pain) 
 Labs: CBC, BMP, Mg, Cardiac Enzymes, D-dimer, PT/INR (in case of cath) 
 Meds (MONA-Be-Have) 
  Morphine 2mg IV  
  Oxygen 2L NC 
  NTG 0.4mg SL Q 5mins x max of 3 doses 
  ASA 162mg PO now 
  Beta Blocker (metoprolol 12.5-25 mg PO or 2.5 – 5mg IV) 
  Heparin gtt per protocol 
 DDx: PE!!, MI, GERD, PUD, Aortic Dissection, Pneumothorax 
   
Atrial fibrillation with Rapid Ventricular Response 
 Tachycardia with hemodynamic instability (SBP <90, MAP <65)  
  –SHOCK EM! Call attending first and make sure it’s synchronized!! 
 Tachycardia that is hemodynamically stable  
  Stat EKG, Mg, BMP, Cardiac enzymes if new development or complaints of chest pain. 
  Metopolol 2.5-5 mg IV  up to 10mg or  
  Cardizem 
   0.25 mg/Kg IV then if no response in 30 mins or so 
   0.35mg/kg IV then if no response in 30 mins or so 
   Drip start at 5mg/Hr and titrate for HR <110 or 
  Digoxin 0.125 - 0.250 mg IV load then daily (call attending prior!) 
Sinus Tachycardia 
 In general we do not treat this, we look for its underlying cause 
 Sinus tachycardia can have a million reasons, so a detailed history is important 
Sinus Bradycardia 
 Stat EKG, Mg, BMP, Cardiac Enzymes 
 Assess for hypotension (figure out symptomatic vs asymptomatic) 
 Asymptomatic sinus bradycardia – call attending, may just watch or reduce current medications (CCB, BB) 
 Symptomatic sinus bradycardia – call attending 
  Atropine 0.5mg IV and repeat as needed (may give up to 3 mg) 
  External Pacer pads (WITH CHEST LEADS too)  
   Back up rate of 30-50 
   Ensure anterior/posterior position in large people/poor capturing people 
  Transvenonus pacer – transfer to ICU first, call cardio 
  
Ventricular tachycardia (non-sustained, wide complex tachycardia for < 30 seconds) 
 Stat EKG, Mg, BMP, cardiac enzymes (CKMB, Trop, CPK) 
 Treat K+ to goal of 4.0, Treat mg++ to a goal of 2.0 
 Treat underlying problem (i.e. hypoxia, hypokalemia, hypomagnesemia)  

Flash Pulmonary Edema (Wheezing/crackles, LE edema, JVD, Hx CHF) 
 Lasix 40-80 mg IVP 
 Morphine 2mg IV 
 NTG paste ½ - 1 inch 
 Bipap Trial (some positive pressure will force fluid back into capillaries) 
 Intubation 



Pulmonary Complaints 
Dyspnea 
 Get stat repeat vital signs and ABG, P-CXR and go see patient 
 Assess work of breathing 
 Oxygen administration (max) 
  NC 6 Liters = 44% FiO2 
  Venturi Mask (venti) = 55% 
  Hi-Flo = 100% 
  NRB = 100% 
  Bipap = 100% 
  Intubation = 100% 
 Begin with trial of Bipap if in distress or subjective dyspnea (ranges in IPAP/EPAP #s of 10/5 – 18/10) 
  12/6 100% with ABG in 30 mins – 1 hr 
  Increase IPAP if PaCO2 is high or tidal volumes are low 
  Increase EPAP if low PaO2 (12/8) 
 Consider the killers: PE, MI, Dissection, PNA, Pneumothorax 
Mucous plugging 
 If awake = Albuterol/mucomyst/hypertonic saline nebs with Chest PT 
 If not awake = consider deep suctioning vs intubation 
 When intubated, deep suction sometimes aided by 10cc NS shot down the ETT 
Wheezing 
 Albuterol 2.5mg Neb Q 4-6 hrs and Q1 hr prn 
 Solumedrol 125 mg IV 



GI Complaints 

Abdominal Pain – go see patient! Consider cardiac, constipation, ischemia, infection, obstruction etc causes) 
Constipation – assess for small bowel obstruction/volvulus 
 Colace 100mg PO BID 
 Glycerol Suppository PR PRN 
 Milk of Magnesia – 30 ml PO Q 6hrs prn 
 Senekote 2 tabs PO BID 
 Dulcolax suppository PRN 
 Fleets Enema (Avoid in CKD as can Phosphate load a patient and send into ARF) 
 Soap Suds enema 
Dyspepsia – aka upset stomach. Beware of upset stomach! Can be an angina equivalent. 
 Maalox 30ml po x 1 or q12 prn 
 GI cocktail 30 ml po x 1 (Dannotol, viscous lidocaine, Maalox) 
Dysphagia 
 GI cocktail 30 ml po x 1 
 Candidal dysphagia: nystatin swish and swallow 15 ml QID 
 Assess for underlying cause: cancer, stuck food bolus 
Diarrhea  
 Asssess stool reports for visualized blood, mucous, hx abx, chance of C.Diff.  In general, diarrhea is first  
 diagnosed by its source then treated accordingly.  You don’t want to give medicine to stop it if it is from C. Diff  
 or enteropathogens 
Nausea/Vomiting 
 Assess for possibility of cardiac equivalent/small bowel obstruction 
 If distended abdomen with rigidity or abdominal pain get stat KUB/CXR to assess for SBO/free air 
 Zofran 4mg IV Q 6-8 hrs 
 Phenergan 12.5-25 IV or 25 – 50 PO/PR Q4-6 hrs 
GI bleeding 
 Go see patient 
 Assess hemodynamic stability (tachycardia is often precursor to hypotension) Hgb maybe normal early on 
 Hypotension in GIB 
  Stat CBC, type and cross 2 units, cardiac enzymes (anemia can precipitate MI) 
  IVF 250-500cc Q30 mins for SBP >90 
  Alert ICU if patient hemodynamically unstable 
  Transfuse to a goal of Hgb 7-8 or hemodynamically 
  Consider placing NGT and injecting 100-200cc water then aspirating.  If NGT beyond pylorus and no 
blood, unlikely     to be an upper GI bleed 
 Medications 
  Protonix 40mg IV daily or BID 
  Protonix gtt 80mg bolus then 8mg/hr for severe/active 
  Octreotide gtt 50mcg bolus and 50mcg/hr for variceal bleeding (pt have stigmata of liver dz) 



Infectious Disease 

Guide to reading sensativities 
 MIC is the minimum inhibitory concentration and is different for every antibiotic.  A <4 for one antibiotic and <2 
for another has no bearing on the antibiotics potency.  What matters is seeing a < sign meaning the bacteria does not 
grow even in concentrations less than that found in the blood during therapy.  This indicates the bacteria is sensitive to 
the antibiotic. 

Types of bacteria (and a few examples) 
 Gram (+): streptococcus, staphylococcus 
 Gram (–): E. Coli, pseudomonas, proteus, klebsiella 
 Anaerobes: Bacteroides, peptostreptococcus, fusobacterium 
 Atypicals – mycoplasma, legionella, chlamydia  
 Spirochetes –Treponema pallidum, Borelli borgdorferi,  
 Ensure in your antibiotic coverage you’re always treating these 5 categories if suspected 

Tick Borne Illnesses (suspect in any tick bite but know takes 6 weeks for titers to be +) 
 5 tests to order: 

1. Lyme PCR, IgG/IgM 
2. Peripheral smear (thick and thin) when patient shows a fever –babesiosis 
3. RMSF IgG/IgM 
4. HME (IgG/IgM) - ehrlichiosis  
5. HGE (IgG/IgM) –anaplasmosis 

Sepsis 
Systemic Inflammatory Response Syndrome  
 WBC > 12,000 or < 4,000 or >10% bandemia 
 Temp >100.4 or <96.8 
 HR >90 
 RR > 20 
 PCO2 <32 mmHg (indicates tachypnea) 
Sepsis Syndrome 
 2 SIRS criteria + presence or suspected presence of an infection 
Severe Sepsis = sepsis syndrome + any of the following 
 Lactate > 4mmol 
 SBP < 90 
 Presence of end-organ damage 
Septic Shock  
 Lactate > 4mmol  
 SBP <90 
 *That is refractory to 30ml/kg IV NS bolus 

Severe Sepsis/Septic Shock warrant EGDT 



Pain Complaints 

All patients complaining of pain without an identifiable cause should be seen and examined to assess if their pain is 
hinting at something more serious (abdominal pain = perforation, epigastic pain = MI, leg pain = ischemia limb etc) 

Non-narcotics (this is where you start) 
Tylenol 650mg PO/PR Q4-6 hrs prn pain max daily dose acetaminophen (APAP) = 4 grams 
Motrin 400-800 mg PO Q 6 hrs prn pain (NSAID) avoid in ARF,CKD,ESLD 
Toradol 15-30mg IM/IV Q6 hrs max of 3 days (NSAID) avoid in ARF, CKD, ESLD 
Lidocaine patch for localized MSS pain/arthritis 1 patch applied to affected area Q12 hrs onQ12 hrs off 

Weak narcotics (does not mean benign!) 
Tramadol 50-100mg Q4-6 hrs max of 400mg/day 
Tylenol #3 (APAP/Codiene) 300/15mg q4-6hrs prn max APAP 4gms 

Moderate strength narcotics 
Lortab/Norco (hydrocodone/acetaminophen) 5/325mg 1-2 tabs PO Q4-6 hrs prn pain (max 4gm APAP/day) 
Percocet (oxycodone/acetaminophen) 5/325 mg 1-2 tabs PO q4-6hrs prn pain 
Morphine 2mg IV Q4 hrs (realizing morphine is a q3 hr drug usually) 
 Acute abdominal pain dose 0.1 mg/kg injection 

High strength narcotics (Never order these by yourself) 
Dilaudid 1mg IV Q4-6 hrs (Dilaudid is 6-7x more potent than morphine!!! Dilaudid 1mg IV = morphine 7mg IV) 
Fentanyl 25-50 mcg Q3-4 hrs prn pain 
Fentanyl patch 12mcg/hr up to 100mcg/hr (never order this by yourself) 

Sleepers 
Try to ask to unit nurses to avoid awakening patient if it can be helped 
 Ambien 5mg PO QHS 
 Ambien 10mg PO QHS 
 Trazadone 50mg PO QHS 
 Xanax .25-.5mg IF PATIENT TAKES IT AT HOME (BZD generally not recommended as sleep aid) 
 Benadryl 12.5mg -50mg PO QHS (avoid in elderly) 

Allergic reactions 
 Benadryl 12.5 IV or 25-50mg PO (H1 blocker) 
 Famotidine 20mg IV (H2 blocker) 
 Solumedrol 125mg IV (steroid) 
 *Red-man syndrome is caused by Vancomycin that is infused too quickly and very rarely is a true allergy.  Ask 
nursing to   
  infuse it more slowly.


