EREAONT, BEELD DR Lh o7,

(4) ZENBHBEDOBHEAA F T4 ¥ ~OLRKE

<EWZBOIDLTA KT A4 %>

1) IDSA2009EFT A FS 4y (REREEEEY) 22

BAERT ANNVENVRIZETETNAFTA Y TOHEL PRI V. BA
HMTIE F-BRELLTERY) a5V =) (VRCZ) PRI TWL, (A-
1)

TLRxTY)Y Yy BI)RY—LABAIABHOERE L THREEI ATV S,

(A-1)

BYEBICERNGT 7 A~V F ) ZFE R BRI 7 ARV ENRFEDOE —B
RIET ITCZ VRCZTHAH, FLEIEEEIT LT )Y BYRY— Ll
#, Caspofungin, Micafungin, Posaconazole 7% ¥ b Tw 5,
<HRXRIZBUTATA NI &>

1) —BEEEFZEO-DDRELERE I T AMEEHEFATA FF 4~
ERZERST. MEREFERATA FS4 2 (2009 4)%

11 /NEDOREHERIE & I (44-48 H) .

[/NEDORIEMERIE LG8 ] ORBREHRERICEHTLIZHREILTOEY, F
itk & LT, Ay VFEIH LTI, FLCZ F7213 14 b aF v —rokd
B5 %279 MAOKDYIZT KT 2 VB OFLHES $ 7213 AFE 51T
V2D DL RBEHEBE LT I Y VYV EICHLTIE. TLAERFY VB Y
RY — LEJEEE. I 77 O F 2 HMEEE. 3D 2000E, FLCZ ok
B.AMTaF = NHAHWVIER) 3 F - VoRO%S > ESEEE, 771
TLAFRTY TV REEEZBITT 5o BIEEEL LT, BERNBEICHED
T TART)YYB VRY - LEHEE. S 77 XV ST, 0%
AL, FLCZ oEERS, 1 P73+ —LdHsr0wEERY) aF vy — Lofkd
BeGmmEeE, T3 7487 2 UB HEEEEEITT 5.

2) REMEREDOTA FIA4A VEREBERE . REMEBREOSH - 1GEY
£ F5 4 >2007.29

Bl B RAEMEREOBK EEEO 7O —F ¥ — b

G /NBRFE (24, ~25 H) , M (109-111 H) .

[/NEREIR ] ORBEHERICET 28I To®my, FHER - LR T
- BREZEI L0 LT LHBHEORAESALNL 20, HEFHEOKS
SRR - PRtz oS ELREFICHEY 5 25, Lo T, NEREBITO
MEREOHRG I, TOFMUELZEL, BIEHOE=% ) » 72 HEIZITH 4
B H 5. WIRFERS L URERR (CRP, ifFHERE %2 &) | p-D-7 v Vf
BLUHEZAOLERELS, BAWICHI T 5, 7YY ¥EICTLT, F
Fi#c5-& LTFLCZ £721 34 o3+ v —)b, BREMIKBETIEFLCZ, 1 b9 2
FI=N, TAKRTI Y UB, TR I AT ¥, EMEE TIIFLCZ,
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TARTFYY VB, $REF3I 77 0o FrEHRE5ET 5,
MHPEAE L VT AL ANJUB-111: B I3 —#x 0y #E4E, 111 I3ER L o
FIRDER,

(5) BRENEIRALAERITTORERAEREE N CRRMHFERE (L5 (1) B
) 12 onT

Antifungal activity of micafungin against Candida and Aspergillus spp.
Isolated from pediatric patients in Japan.?25
Ikeda F, SaikaT, Suzuki M, et al.
Med Mycol 2009;47:145-148
INBRERBEGE,PORETEEZLORMLZ: 983 DH IV 5L 2307
ARV FN ZZH L TCHEBEE N TO Micafungin 12 X 2 HiE B I % .
Caspofungin, Fluconazole, Itraconazole, Voriconazole, Amphotericin B ® %
& AR L 72, Micafungin (¥ Candida albicans, Candida tropicalis,
Candida glabrata (24} L T MIC 0.002-0.015x g/ml & HWiEKE R L7z, —
7} Candida parapsilosis (&, MIC 0.12-2xg/ml & MIC &EEE & - 72,
Asperugillus J& 124 L T% MIC 0.004-0.015 1 g/ml & B WHIEEIEW % /R L
725

(6) EFtod (1) 25 (5) 2B ERTEEDORZLBHEIZONT

<EHEREE - FIRIZONT>

1) HAER, BICRERTIE., REDOMKT LARWT TALIERZ - .08
RVv—F 2 EDOREGE) A7 DEWwERT Az BRNICKETL2LE H Y 721K
BILLoTEHEPBICHLAVRERBEIEDL LN CEXTERBRYIEICESR
WWRBLRTWREICH 5, EWIME T 72 1 3B 8 B HIREE S mIEE EKE
BD1.6—9 %12, BEEEKREIRD 4-15%I2ALNEEELNTEY, FO
IH 40%DBHIFFHTETEE VDO TWAE) FEFLTOBRBERNS L,
BHICEW LEUICHEET A LU ETH S, L2 LIRTII/ABIZHELTD
HAMERHAITZ v FRTI L YBYay T3 T77 0 Fr L, Fd
AR, BEHARERICIERARERID VW L0 b Z0REHITHL LTk
WZ e o T Wb, BT TORIERRESEE T 3,6,9,10,11,12) 205 1,
A RICENZEERHSAONDLZ b v, MEAKEEIZCBWTL EET X
NV ENVAZELTOBETARTA LV ERTF>TRVORBIRTH L, L
2 L. B A TIEBEIZ Micafungin 25, 7 ANV F LV ZOMNFEME L ThH T
STETBY, RATORHELOTHERIIPATINRISLDIDOLEEZEZILN
B, MR RICHAEREMA L Z I MOMELR L, LELZBNEH L&
AbNb,

<EEHE - HEIZOo0wT>
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11) #ryYFMmERHT5EEE LTIREATIE 50mg AT 300mg £ T
BHEHETEALAZ LI TWVE, TREFN/NEEHETIE Cmax 28X
lmg/kg 7 5 BREHFI T 6mglkg & LTV 5, 2620 FHAERDEYEEICONWTD
WMEIIIC 4,5,7,8,10 ICH B 25, TN SHMTHT5 & A RICIE, EY
7T 7 YANEL ., AEOMAFEREICTA720121, AR XS &Y
W5 ZTELEVPHLIPD LNV, LPAL, TARVELVZBEIZET % MIC
P59 5L 1mgkg TORS5# 24 BB OMETHEE (GCH 10) & THE 24 205
TANNVFNVAED MIC 5 1mgkg OHRGTHERELZL T+ NN—TEX 5L
ERAOoND, BEETHRERARLS, JEAKEEZHINE LI LLLETH
5o BABLT/NEDOHEEEATIX 200mg  /MNET 6mg/kg)? 5 D Cmax
EHLrORAREGEIEIEZ DD THNIE, XHL9 ® Benjamin b DHED Tt
1000g Bl EDJETIE Tmg/kg/day. 1000g KifiZ 5 10mg/kg/day & 7= 5 A%,
3000g DHFTER., ToEK 1 r AEROHAREEE L T, 6mg/keg/day % i
KEGEELTRETHIII)BDRELEEL T,

ZNW R, UToL) aHxIGEFEL L,
AREEREZEDNCEIFITZI7VFYF MY YA E LT lmg(H kg % 1
H1ESHEEEY 50 BAE X 22 IZEERME 7 X~V F )V ZFE I IFAERICIE U T
BTE&572% 1H 6mg(Jifli)kg 2 LBRE T 5,

<FRRBFEDITIZOWT>

1) Micafungin (X, 7 ¥ ¥ ¥ J&(Candida parapsilosis Z & {)B L U7 A~
FNUABIIH L TREVCHED ZHSL, MoER EOREER IV L X
D, BRRIICERBREESEDNRECTHEHT L NI TR2EATH
BEEZTWA, BEEMEOMBICELTLXEI RUARTB I % o RS
BRCHLUME 14 L0, MELZVWIEARESNTVS, BIVEHICEELTH £
COMRE D 6 CCHR 3,6,9,10,11,120EE CEY R G2 L1220 0nED
ZEZEHMEEINZBS T, AETIEIRACERTEVEH?S WIS 459
PoDHoI, GOEZHAMBERTHILBERIRIF)ITHS, WTFNOEIVEA
bERDIUBETEDLLE 2B DE v, RKETRIZARICH LT AR
SNTBLT, TAFITAVICHEBYEHZREINL TRV RV, EU $#H
WZBWTE, YTV FICF L TRFERE SO /AR T TEREENT WV SIS,
TARVFEN AR T BERBIZZONTOWRVODPEIRTS 5, BWRERS MR
BRCIE, Bk 25 TORLE ) CRZMETSHLZEDEHERTEY,
IR E LTHERZWIET TH S, L2ABAFICBWTIR, ARIZHFLTD
HARTIAYTE, TVERTIY VB, ZVvaF = IVERSZEL NIV TOMA
DVERBENTBY, TUyA7) Y BREFEESE, EYMEERAEZERT 54
B, TVaAF = VIZHERTREEHATBENZ EFFHENRTEY ., &
FEZOFHERS HMERICH 5, PlE X Y Micafungin D4 IR @B kT
FAEREBRICBWIHEEICEELER 5,

4, ERINESHABROEE L 2O HEE
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B4 16
SERDI-HDOEIEFLE (Neonatal and Pediatric Pharmacology. Third ed. Edited by SJ Yaffe & JV Aranda 2005)

NICUT— I FSNHERS

=1

MERDEL (HYO. LX)

e () CORE (AREL HBETOREH (HEERRE
EAE B . _ EXNe. 77 ) BERE20105 B DIE
#2|1"g) AR st AL T(NICUT =27 It = ERE2010%ROL)
Wafg) )
t}Acetaminophen [FEFFPI/Tx2 }10-15mg/kg/dose p.o/p.r. X -Contraindicated in G6PD deficiency BARER. FERBLIUIY
: =TS
g 6-18hr, max 75mg ~Caution in liver failure g;ﬁ?ﬁﬁ;ﬁ;ﬁ)ﬁm
-Extend interval for preterm neonate q8—12hr HEITL TR
2{Acetaminophen |4l 0.5-1mg codeine/kg/dose p.o. R *Contains 12mg codeine + 120mg AL
w/codeine elixir q 4-6hr acetaminophen per 5mi.
3jAcyclovir FioaeE 20mg/kg/dose iv. g 8hr O «infuse over Thr: monitor BUN, SCr A IRBEIA LR ()L |10meg/keZ 8B
liver enzymes, CBS ARRIE 20mg/ke% LIBET B
4{Adenosine FFIw 50 i g/kg rapid i.v.p; ‘increase = 0075:(03 e +Flush with saline immediately INRE (T AR TR
dose by 50- ¢t g/kg increments TEa ,ﬁﬁi ’ M/ RE B +Adenosine 6 mg/2mL vial size: dilute with IILTLVELY
e /-
q 2min until return of sinus NS 1mL/9mL NS = 300 i g/mL. (for doses<0.2 mL)
rhythm; max 250 ¢ g/kg - After converting SVT to NSR give digoxin or
propranolol
-Decreased effect when theophylline/caffeine on—
board due to competitive antagonism
5[Albumin 5% AME7 LTI |05-1g/ke/dose iv. over 30- e \o,;éﬂr.iﬂﬁig*? - Adomister through 5- (¢ m filter INBZEICH T DRt LR
120 min 5/%?_%&" i - - *Consider normal saline as colloid (Neonatal ISLLTLVELY
10mL/keZ 1B R THE  S%D T LTI - -
WRERIS Resuscitation Guidelines 2000 satates that
Hd alubumin—containing solutions are no longer the
fluid of choice for initial volume expansion
secondary to increased risk of infectious disease
and associated increased mortality
*May be placed in TPN when treating fluid
due to third spacing
*Too rapid of infusion may result in vascular
overload
-25% concentration should be avoided secondary
possible risk of hemolysis and IVH in preterm
neonate
N i *For catheter occlusion; Dwell for 30-60 minutes _
6|Alteplase 4-PA) |PILTTFS5—+  [0.5-1mg via catheter; dwell X and NREFICHTEREMEIRE
SLLTLVRLY

time 2 hr

aspirate back
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=Syringes are compounded in pharmacy 2mg/2mL
~Note: syringes are frozen, so allow for thraw time

*Cnotraindicated: bleeding

Amikacin

*0-4wk, <1,200g: 7.5mg/kg i.v. g 18~24hr
Postnatal age

=<7d, 1,200-200g: 7.5mg/kg i.v. q 12hr
»>7d, 1,200-200g: 7.5mg/kg iv. q 8~12hr
*>7d, 1,200-200g; 7.5~10mg/kg/dose
iv. g 8-12hr

~Reserved for tobramycin—resistant
gram—negative pathogens

* Thrapeutic levels: peak 20-30 1 g/mL, through <
41t g/mb

*Monitor BUN, Scr, UO

FERCGRREESD)

1[E6mg/keZ 1 H2[H
GEEBR)

-6mg/kgD 30O BT T
DE—V1BIF12~17 yt g/mlL

00

Aminophylline

?E/?ﬂ))ﬂﬁﬂ

Loading dose 4-6mg/kg/dose i.v. over
Maintenace dose 1.5~-3mg/kg/dose i.v.
q 8-12hr

Aminophylline drip, start at 0.2mg/kg/hr i.v.
»B6wk~6mo: 0.5mg/kg/hr
*6mo-1yr: 0.6-0.7mg/kg/hr

=Apnea level 7-12 (1 g/ml.
-BPD level 10-15 1 g/mL

=Only concentrations = 1mg/mL are only
compatible with

TPN/lipid

*Half-life is variable per age:

Premature 20~30, Term 10~25, <6mo 14, >6mo 5hr
*Serum levels reduced in neontes due to
decreased binding of

theophylline to fetal albumin, resulting in greater
free drug

=Draw theophylline level 3d after therapy initiated
or changed

*Adjust frequency of théophylﬁne dosing in
aniticipation of

change of half-life

- Toxic levels can result in tachicardia, seizures
*Dose of theophylline for continuous drips
(mg/kg/hr)

0.008 X postnatal age (wk) + 0.21

+See standard drip concentration table (Table A
1.8) for

drip concentrations

«Increases theophylline level: erythromyecin,
furosemide,

hypothyroid

*Decreases theophylline level: phenobarbital,
phenytoin,

riphampin, high—protein diet

*In preterm infants approcimately 30% of
aminophylline or :

theophylline is converted to caffeine

SRR RITR S E

YIERE5E 4~6mg/ke
HWiFE 2~6mg/kg/B%

1H2~3E. #RIHE
meREITHCCEEER

Amoxicillin

FEXIUKH
Y

+50mg/kg/d div q 8hr p.o.

-20mg/kg p.o. q.d. for prophylaxis due to

nephrosis

*Prophylaxis to continue until voiding
cystourethrography
completed

NRFIZHT DR EMITR
IELTLVELY
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FEFU K

10}Amoxicillin/ 7 30mg/keg/d div g 12hr p.o. X .'Clavulanic acid binds and inhibits beta- INBEITH T AR TR
clavulanic acid 7:77.5‘/&7:”'1) from inactivating amoxicillin . ILLTLVEL
*Administer with feeds to decrease Gl side effects
. FIAFOUER , «Limited data available in neonates and safety and
11]Amiodarone i LD 5mg/kg slow IVP over 5min X efficacy not Tfﬁ(éﬁ?‘égggﬁ[iﬁg
MD 5-15meg/g/min established - &
+Class Il anti~arrhythomic which inhibits
adrenergic stimulation
and decreases A-V conduction for recurrent
ventriclar
fibrillation or ventricular tachycardia not
responsive to other
therapy
*Contain benzy! alcohol
*Monitor for clinical signs of hypo/hyperthyroidism
= Contain 37% iodine by weight
*Inhibits Cytochrome P450 isoenzyme: increase
plasma levels
of Digoxin, Theophylline, and Phenytoin
+See Standare Drip Concentration Table
12| Amphotericin B |7 LikT 1) B [Dose: 1mg/kg iv. over 2-3 hr X +Total cumuitative dose 15 mg/kg

Bladder irrigation: 5-15 mg/100cc

Instill 10cc/kg via catheter; clamp for 60—
120

min; perform irregation 3-4 times /d for 2-4

0.1~0.25mg/keg/ B Fit % CRAMA
L.

SEIRE RAHDH05me/ke/ B THESE.

BAREB05~1mg/ke/ B

*Total cumultative dose 20-25 mg/kg for
persistent fungemia

or CNS involvement

*Binds to ergosterol, altering cell membrane
permieability and

causing leaking of cell components

+Shortend infusion time is tolerated well in
neonates

Incompatible with TPN/lipids

«Monitor BUN, SCr, liver enzymes, electrolytes
(hypokalemia,

hypomagnesemia) and CBC

-DO NOT FLUSH WITH ANY SOLUTIONS
CONTAINING SALINE

Final concentration 0.1 mg/mlL

+Fluid-restricted patients may concentrate up to
0.5 mg/mL in

D5W/D10W through a central venous catheter
-Poor CSF penetration

MREFITHT BREMITRE
LTV

Amphotericin B

lipid complex

FUEY—L

5 mg/kg/dose i.v. q 24 over 2hr (may be
dosed up to 7.5-10 mg/kg in refractory

cases

~Exhibits nonlinear kinetics with hight tissue
concentration in

liver, spleen and lung

PRFICHT DR EHERE
ILTLVELY
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(Abelcet)

per ID recommendation)

~Incompatible with TPN/lipids

“DMC restricted criteria:

1. Failure on conventional therapy (after 4 d)

2. Impaired renal function secondary to traditional
amphotericin B

treatment OR preexisting renal failure or
deterioration

+Compatible in DSW or D10W
*DO NOT ADD HEPARIN

«Monitor renal, hepatic, electrolyte, and
hematologic status

*Final concentration: Tmg/mL

*Maximum concentration of 2 mg/mlL. may be used
in fluid-

restricted patients

14| Ampicillin FoEIYL *Postnatal <7d X Incompatible with TPN MNERE-FAEORELL EHIEAORE R
<2kg: 25 mg/kg/dose iv./im. q 12hr; H AR E1 200g3R 75 HAER 1H 50 ~200mg/ke%r
50 mg/kg/dose i.v./im. q 12hr (meningitis) Eﬁ%o““ﬁ@ 50~ 100mg/ke/ 1285 2~AR|ZS T TEGE
>2kg: 25-37.5 mg/kg/dose q 12hr; 1,200~2,000g:
GBS meningitis 50 mg/kg/dose iv./im. g BH0~T7:8  50~100mg/ke/ 1285
*Postnatal >7d BHp7~ 50~ 100mg/ke/ 8B &
<1,200 g: 25 mg/kg/dose i.v./im. q 12hr 200kgil .k
1,200-2,000 g; 25 mg/kg/dose i.v./im. q 8hr | BER0~7# 50~ 100mg/ke/ 8K
>2 keg: 25 mg/kg/dose iv./im. q 6hr H#R7~ 50~ 100mg/ke/6BE 155
15| Atenolol F5/0—)L 0.8-1mg/kg/dose po qd X +Selective S 1 blocker with little to no effect on BHAGER HE8. 7
B 2 receptors.
) . RHBELSNMNREICH
(Tenormin) Max 2 mg/kg/day *2 mg/ml oral solution compounded from tablets. FRR M LRETI LTIV
*Monitor blood pressure, heart rate, respiratory Ly
rate.
16{Sodium ST MY L|2-3 mEg/ke/d div g6-8hr p.o. X ~Each mL contains 1 mEq of HCO; and 1mEq Na* [/NRE (34 2R &ML RE
citrgte/citric *Monitor serum Na, K, HCO3, urine pH IZLTLVGRLY
(Bicitra) *Conversion to bicarbonate may be impaired with
icitra hepatic failure
“Polycitra contains 2 mEq/mL bicarbonate, 1
mEq/mL potassium,
and 1 mEg/mL sodium
*Polycitra K contains 2 mEq/mL bicarbonate and
2 mEa/mL potassium
17|Caffeine citrate |Z7ITEEHTT A |Loading dose: 20 mg/kg Lv./p.o. RARE *Trough level: 5-25 fg/mL ERICEEKDIIA DOHBRE. EEdD

(Cafcit)

(specify caffeine
citrate when

ordering)

Maintenance dose: 5 mg/kg/d Lv./p.o.

Consider switching to p.o. as soon as possible
due to cost

+Caffeine citrate is 1/2 caffeine base

*Order dose as caffeine citrate
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+May require larger maintenance dose for preterm
infants

18| Calcium gf;iﬂ'/ﬁﬁﬁ)b gdsa';r:tenance 360-1260 me/ke/d p.o. div REKBIE 6.5% syrup contains 115 mg elemental Gl
glubionate calcium per 5 mL=1.2 mEq calcium/mL
i . . |Symptomatic hypocalcemia: 100-200 «Avoid giving vi B B Sk - o
19]Calcium sravEsne [P T ryznnr— TR Avoid giving via UAC MNERAE-BEOR#HLGL
gluconate 2N dose Lv. gbhr 4; ‘ i s *Not recommended for infusion with TPN due
|Maintenance treatment: 200-800 mg/kg/d  [1~2ml/kg&5% LA EM T TEE to Ca:PO4 ratio limitations
FEEEEANL D LME:3 ~ +lonized calcium is preferred measurement due to
6mL/kg/ poor correlation
& b between serum ionized calcium (free) and total
BE R serum calcium
especially with low—albumin states and acid/base
imbalances
Initiate as bolus for true hypocalcemia only and
consider
ordering
-Normal calcium levels:
Preterm<{1 wk: 6—10 mg/dL
Term <1 wk: 7-12 mg/dL.
Total corrected Ca in low-albumin states =
total serum Ga + 0.8 (4 ~ measured serum albumin)
. Preterm: 0.01 mg/kg/dose p.o. g8-24hr and - .
1 .
20| Captopril HINTun citrate X Administer 1 hr before feeding IR BT R
. - _. . hva [RYA(R
(Gapoten) ;::;:éo.os 0.1 mg/kg/dose p.o. q8-24hr; -Management of CHF, HTN IZLTLVE
up to 0.5 mg/kg/dose maximum -AQE fnhlbltor. which decreases angiotensin II,
which increases plasma
renin activity and decreases aldosterone secretion
21|Carbamazepine [HIL/ATEEL 10-20 mg/kg/day po X Therapeutic range 4-12 microgram/ml s R 1E INBIRER ., ERICHLT
(Tegretol) divided 2-3 times daily -Adjust dose to clinical response and levels. 1B8100-600mgZMAR
=3rd line agent in neonates not responding to
conventional therapy.
«Cytochrome P450 isoenzyme:
May induce metabolism of Midazolam,
Phenytoin, Theophylline, Valproic acid,
22|Carnitine H=F> ZS()Smkgg(L standard in TPN for all neonates o] -Prevention and treatment of carnitine deficiency |7RE A ERMIE. A#F L1 B30~60me/kg, 3B =4 IR
levocanitine LD —F ot . . *Facilitates transport of long—chain fatty acids .\ e
chloride it doses of 10-20 mg/kg/d have been used in into mitochondria [eqinthd *WE, BEESLVRES
preterm infants whose triglyceride levels OB OBERIEXSD

remain high
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23{Caspofungin HARI7F 1 mg/kgiv. q24hr over 2 hr 3 -Safety and efficacy not established in children  |E2#%7%5L
*Reserved for last-line therapy secondary to
refractory fungemia
*Infectious disease approval only
*FDA approved for aspergillosis, invasive
candidiasis, esophageal
*Noncompetitive inhibitor of beta—(1.3)-glucan
synthase in the
echinochandin class
*Dilute to final concentration of 0.2 mg/mL
+Monitor for increase in liver enzymes, infusion—
related
reactions (thrombophlebitis)
*Nd compatiblewith TPN/lipids
+DO NOT USE DILUENTS/FLUSHES
CONTAINING DEXTROSE
. o . Reserve for caftazidime-resistant gram-negative
24{Cefepime hvkd N 50 mg/kg/dose i.v. q12hr pathogens i INB T BR LM LEE
(Maxii ) ) *Monitor closely for increases in bilirubin ILLTLVELY
axipime especially in
preterm infants
Fourth—generation cephalosporin
*No data for infants < 2 months
25|Cefotaxime tIHEE L i'vo/'i“mweeks' <1200 g: 50 me/kg/dose - Compatible with TPN A EIRPERARE S . G/ R 1 50~ 100/me/Kg, 3~4
(Claforan) q12hr * Third-generation cephalosporin b3 340 BHoHBIREE, #atE
+ >1.2 kg and >7d : 50 mg/kg/dose q8hr EERRIEICHL TR 150mg
/KeETHEEL. 3~4EZ5F
Fx
— ) " ; " : - N R Y P
26[Ceftazidima  |[£IRST L 50 mg/kg/dose i.v. q12hr Compatible with TP RUlAE. BATEORRE ) o F140~100/mg/Kg, 2~ 4[E]
BT, BAttE-LEER
BAECIFRERISEC TR
150mg/KgETHEEL. 2~4EIZ%H
Bi#x
(Fortaz) . 50 mg/kg/dose iv. g8hr if 1.2 kg and >7 - Third~generation cephalosporin TER IR A B 4 % 0~3 B i
20/mg/KeZ 18 2~3M[E. 4#%48
B LIR%20/me/Ke% 1 B 3~4E%
p= 8
SAMELFEEREEICLE
RIZHLT150me/KeETREL, 2|
~4EIZEIEE
27|Chioral hydrate [fskom5—p  |Sedative: 25 me/ke/dose p.o. prior to *Avoid in hepatic/renal failure BICISA RH SRR E

procedure

SR

#KRIOF—)LELT/NETIX30-
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*Use caution in neonates, especially in preterm

TRANR

50me/KeZ BURBIIEMLEH

H tic: 50-7 k .0./p.r. 8
(Noctec) ypniotic: 50~75 mg/kg/dose p.o./p.r neonates with %ﬁﬁﬁﬂ%l:?ﬁ(?éﬁﬁ' KRS LN T30
repeated doses due to accumulation of matabolite (I3 5 B d e
rone Some/ kg 6L TR
Prolonged use is associated with a direct
hyperbilirubinemia
28{Chlorothiazide |70RQF 7R + 10~30 mg/kg/d p.o. div g8-12hr ES i *Monitor electrolytes at initiation of therapy EGL A
(Diuril) - 2-6 ma/ke/d iv. div qi2hr "May require sodium supplementation for diuretic—
induced
hyponatremia
*Generally initiated for babies >1 mo in the
management of BPD
29[Cholestyramine |ALAFFI :?:aream: apply 3-4 times/d to diaper rash X -Reserved for severe diaper rash INRFIZHTAREMITRE
hva VERLY
(Questran) *Compounded by pharmacy IZLTLVEL
30|Clindamycin YA IALL |+ 5 mg/kg/dose iv. g12hr O +Compatible with TPN Bt gE. 'MEE L. hE A5 Y \
(Cleocin) - 5 mg/kg/dose i.v. q8hr if > 2 kg or > 7 d *Infuse slowly over 30 min gggaisgﬁziggﬁg&g%%i
o= =2N =) - i
*Contains benzyl alcohol JElzRtL T B40mg/Kg§‘Gi§%
*Preferred agent for Mycoplasma hominis cultured L. 3~4EIZH BT
from
- endotracheal tube
iy S . . *Use with methicillin-sensitive Staphylococcus BRCIE7ELY o0
31{Cloxacillin ooxgys >1 mi: 50-100 mg/kg/d p.o. div qbhr X aureus T b KR
(Tegopen) (ABPC/MCIPC)
32|Desmopressin | FAEIL I = 0.1 mg p.o. q.d. (range 0.1-0.5 mg p.o. q.d. X «Treatment for diabetes insipidus chiE {4 R B i NR25~5ug 1B1~2@ &8
(DDAVP) per endocrinology) *Crush tablet in Ora~sweet to make 0.1 mg/mL
+ 5 g/dintranasally div 1-2 times/d
5-30 ug/d)
- e Airway edema/extubation: 0.6-2 mg/kg/d -Monitor BP, glucose metabolism, Gl bleed, weight
33|Dexamethasone | FHFYAZT | 7L X loss SLIB NE DTS (R
(Decadron) qbhr for 4 doses (begin 24 hr prior to IR A RREE, RURIB R EBAET |- Consider concomitant ranitidine therapy (total LTLVELY
ecadron

extubation)

N

BEF2.05mg/ke/B D2TEE

dairy dose of

ranitidine may be plased in TPN)

*Use of dexamethasone is controversial in CLD
and the AAP

statement in Pediatrics February 2002 states “the
routine use of

systemic dexamethasone for the prevention or
treatment of CLD

in infants with VLBW is not recommended”
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Diazoxide CTIRUE 10-15 mg/ke/d p.o. div g8-12hr o) *Inhibits pancreatic insulin release BAVAUAENRE |y b pyhE 1 B3~8me/Ke
%2~3EITH IR, F=ZLIR 5 BR%R
B (X1 B3~5meg/KgZ2~3HE|Z5H
B
(Proglycem) For hypoglycemia due to hyperinsulinemia
«Peak hyoerglycemic effect within 1 hr when given l&%*ﬁ)ﬁﬁ?—%}?ﬁ 1??{;2%%(;
v ~ < TR 2
orally B(E1B5~ 10me/KeZ2~3EI=%
R
N . o8 T _ : . =03 =Monitor for elevated liver enzymes,
Dicloxacillin SHoaxHiyr 125-50 mg/ke/d p.o. div gbhr RAEE thrombocytopenia, eosinophilia
-Food decreases rate and extent of absorption RBEEBHMRTRS
*Sodium content of suspension: 2.9 mEq/5 mL
Digoxin sy o ds:::c:a/i 'ZraD as initial dose, then 1/4 TDD in 2 ST R 5¢
SomELTE [MERIZENRFE: ST Fy
™D Maint dose ELT28 LT 1H0.06~0.08mg/Kg
sl L Z3~4EIZ, 288 LI L1R0.04~
Pt 700065 T 0.06me/KeZ3~4E (<538
Full-term  25-35  20-30 6-10 58
(Lanoxin) +Adjust dose for renal impairment DEME-EEI- LA sk BFIE01/5~1/31
%4 iR
~Therapeutic range 0.8-2 ng/mlL (s )asaEE. o950y
ELTHER RBRE1BH0.03~
0.05mg/KeZ3~4RIZ5HEl, 5
F-lEHE
-Draw trough level just prior to next dose 28811 F 1 H0.04~0.06mg/Kgk3
~4[E Iz, 28 3L E180.02~
0.04mg/KeZ 53 &l BT FE 35
+Half-life: preterm 61-70 hr, term 35-45 hr HEEE B 1/10~1/58
EFERIEEE
Diltiazem SIWFFHL 15-2 me/ke/d p.o. div tid-gid. X -Managen?ent of paroxysmal supraventricular IR 2R MR
tachycardias (PSVT), - -
) . IZLTLVEL
(Caedizem) atrial fib, atrial flutter
*i.v. form reserved as antiarrythmic
Dobutamine KJ4&z> 2-20 1 g/kg/min i.v. continuous; titrate to O *Compatible with TPN INREE-FEORBLGL [FI430ELT. 19MbY
response “t1/2 = 2 min EHERER HER 5 |1~ e/ kemiBaiE. 850
-Stimulates B —1-adrenergic receptors, increases |1, #hiB E£f-I2/NRIZES e T N
Stimulate RGBSR RIEY BT, SRR, 2E
increases contractility [SATWDENGHEICHE b5 B8 IIT1 9 HH =Y
«Little effect on 8 -2 or & -receptors ¥3 20 g/kegE TR TED,
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=Treat extravasations with phentolamine
»Consider double-concentrating infusion drip,
especially in the ELBW neonate, since drip
volume is diminishing volume from TPN

+See standard drip concentration table (Table
A1.8) for

standard stregths

2-20 (1 g/kg/min i.v. continuous; titrate to

39|Dopamine [ AR response Compatible with TPN ANEETRSE 1-5 4 g/ke/ S CHERSEL . B
1/2 =2 min U?ﬁﬁ-ﬁ(:frﬁL:TZOu e/keETHE
*Treat extravasation with phentolamine TES
«Low dose : stimulates dopaminergic receptors,
renal and
mesenteric vasodilatation
*Intermediate dose: stimulates both dopaminergic
and f3 ~1-adrenergic
receptors, increases heart rate contractility
«High dose: stimulates « —adrenergic receptors;
increases BP and
vasoconstriction
*See standard drip concentration table (Table
A1.8) for
standard stregths

40|Enalapril 35Ty 0.1 mg/kg/d p.o. q24hr *Injection contains benzyl alcohol as preservative /NRE (-4 AR eMIIRE

(Vasotec) 5-10 y g/kg/dose i.v. q8~24hr +Use with caution in preterm neonates IZLTLVRLY

- Adjust dose in renal impairment
-Indicated for mild~severe hypertension, CHF, and
asymptomatic
left ventricular dysfunction

41]Enoxaparin T/%H Prophylaxis (;;l;l;erzter::nt or prophylaxis of thromboembolic ﬂ_‘ﬁ%[:?ﬂ"ﬁ'éﬁﬁﬁ(iﬁ

(Lovenox) 0.75 mg/kg/dose SC q12 Potentiates the action of antithrombin Il and TLTNVEL
Treatment inactivates coagulation factor Xa.

1.5 mg/kg/dose SC q12

*Monitor: CBC, platelets, stool occult tests, other
signs of

excessive bleeding or bruising

+*Closely monitor platelet decreases <100000 or
greater than

50% from baseline

*Required therapeutic doses as high as 2.5
mg/kg/dose SC q12

reported in literature for preterm infants.

*Can be reversed with Protamine but not
completely.

Only 60-75% of aXa activity can be reversed.

*Monitor antifactor Xa levels :
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Anti-factor Xa Dose Time to repeat
Titration Anti-factor Xa
€0.35 units/ml Increase dose 4 hours after
by 25% next dose
0.35-0.49 Increase dose 4 hours after
units/ml by 10% next dose
05-1 unit/mi Keep same Repeat level
dose the next day
then as
needed
weekly |
1.1-15 Decrease dose Before next
unit/ml by 20% dose
1.6-2 unit/mk Hold dose for Before next
3 hours and dose then
decrease 4 hours after
dose by 30% next dose
>2 unit/ml Hold all doses Before next
dose until and every
antifactor Xa 12 hours
fevel is 0.5 until antifactor
unit/mi and Xa level
then decrease <05 units/m}
dose by 405

42|Erythromycin ITHRATAL Y |10 mg/kg/dose iv./p.o. abhr »Compatible with TPN k% . -
55357 M40~ 50mg/ke/ B 3T /MR ISR 25~ 50me/Ke., 4~6[E]
?D\ : (25 B GEEERE)
T
S:‘:yisucclnate: for chlamydial conjunctivitis 2~3:8M Reduces theophylline clearance; monitor levels  |AIBR. B3 &4 (28R 28T MNRAEHESSL
pneumonia: 12.5 mg/kg/dose p.o. abhr % REHMPIRENEN &
A S EREREE 10~ N
?;3;,32?;5’/ ERRRS510 HHBHDTEHEE DRI
23T2~37 A EK)
43|Erythropoietin | TYZAARTFL  [50-200 units/ke/dose s.c.0. MWE iﬁ‘r‘;’g;’;’e”t with iron concurrently, to provide for | 41 g gy 1[E12001U/Kg. 20 & F 3T
i i i f , at
(Epogen) Or 100 units/kg/dose s.c. 5 times/wk ge:;;irgn/e;ts during expansion of red cell mass, a
Or 200 units/kg dose s.c. every other d for. of elemental iron
10 doses
t.v. route requires an increase of 30%-50% of
dose
44|Esmolol IREO—IL SVT ~Class I antiarrhythmic for SVT {EHERER HER Z
(Brevibloc) LD 100-500 mcg/kg over 1 min *Blocks respose to f3 1-adrenergic stimulation. 5%%2%&%%{!]}3%&{:\?
Use i ‘on in pati . - v £
MD 200 meg/kg/min Use inextreme caution in patients with hyper: i

Titrate 50-100 mcg/kg min q5-10 min
(Range 300-1000 mcg/kg/min)

reactive airway disease.
*Do NOT administer through UAC line.
*See Standard drip concentration table.
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45|Fentanyl T Sedation/analgesia: 1-4 i g/kg/dose g2~ O *Adjust dose in renal failure LEHE. BT g KGRI BT
. v . . N1 ~5 p /Ke T R ERICHR
(Sublimaze) Continuous: 0.5-2 (£ g/kg bolus, then 0.5~1 Revevtse with naloxone . LA Bh, T TR OEEEFIZHRL
we/ke/hr *Slow i.v.p. over 3-5 min to prevent chest wall TEES T
rigidity
+Less histamine effect (more suitable in CLD with
less airway narrowing)
*Less Gl motility impairment, less urinary retention
*Decreases peripheral vascular resistance, which
is potentially
useful in PPHN
*See standard drip concentration table (Table
A1.8) for
standard stregths
46|Ferrous Sulfate |HEEESk 2-4 mg elemental iron/kg d div q12-24hr X Fer-in—sol contains 25 mg elemental iron/mL INERZ-BEORELL
(Fer-in—sol) Max 15 mg/d = 0.6 mL/d +Delay initiating iron supplementation for infant
until 1 mo of age, since oral iron may reduce . N
vitamin E absorption flt%t‘ E)';)_ E%%EB%(Q E/
) Ferrous sulfate +Iron—fortified formulas contain 12 mg iron/L, =i = )
Weight (g) (ml./d)
750-1.000 0.12 providing approximately 2 mg/kg/d
1.000-1,500 0.18
1,500~-2,000 0.24
>2,000 03
>3.000 0.36
47|Fluconazole INarJ—1u Loading dose 12 mg/kg i.v. X *Monitor liver enzymes
BHEKER. HER 3
. . _ e . 5 T B ~
(Diflucan) aﬁaasjzzeg:nce dose 6 mg/kg iv. q24-72hr %i%@?aﬁifa)%ﬁﬁﬂ@ﬁﬁ - Adjust for renal failure ?é%iﬁfi%]\{,ﬁ%[:?
. [FREILTULVE
estational age keZ1E/38 . 1~ 2B M (T HER Ly
£ & o %
SEETCREIAEZIE/ 2B TRS
48]Flucytosine TNy 50~100 mg/kg/d div q12-24hr and up to X - Therapeutic level: 25-100  g/mL !Ec&ﬂftlﬁ@bi HER. R
- 1 =%
(Ancoban) 150 mg/kg/d div gbhr 50~100mg/ke/ B 74 THED Draw level 2 hr postdose on or after day 4 ?%gziﬁi%{%ﬁi{;z
*Good CNS penetration Ly
=Not be used as monotherapy
49{Flumazenil 2NREIL 0‘9‘ me/ke i.v. over 15 s; repeat every X *Treatment of benzodiazepine overdose BHEKRER. LR, 5
minute . RBYRELITDREF T
(Romazicon) fo‘r cumulative dose of 0.05 mg/kg or total +Onset of action within 1-3 min TERSMIIRTLTIVE
1 mg, whichever is lower Ly
50}Furosemide JO&sF 1-2 mg/kg/dose q12-24hr i.v./p.o./im. X *Monitor electrolytes MNEBE-FHEOREHEL
(Lasix) BX 1 ~2me/kg/ B8~ 12115 *Poor oral bioavailability EHEKER ILEI-HL
#0:2~3mg/ke/B H2~3 - Compatible with TPN T.ERALOEEHY
51|Ganciclovir Hosoaen 15 mg/kg day divided q12 X *Congenital CMV infections as recommended INBEICRT BT e
- % ¢
12mg/kg/ B 6:EM. 72 TIERLLED ﬁL'CL\iLL\

T
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rUEERE

by ID specialist

. . . HRELLIIHERY 1+
+Adjust dose in renal failure AR ORERE TR
*Monitor CBG, platelets, urine output, SCr, liver  |[ZLTLVEELY, ERTESHY
enzymes
52| Gentamicin FoRTALY *Premature; <1,000 g 3.5 mg/kg/dose O - Therapeutic level peak 5-12 tf g/mbL RmiE ., ks .
*0-4 weeks, <1,200 g: 2.5 mg/kg/dose q18- Trough 0.5-1 fg/mL; up to 2 mcg/mL has been %‘glgg@%ﬁmggﬁgi?%%%
24hr reported ! PR A
*Postnatal >7 d, <2,000 g: 2.5 mg/kg q8- in litrature 2FEMNTTEA
+>2,000 g: 2.5 mg/kg q8hr - Concentration—dependent killing
+Desired peak level = 8 times MIC
53]|Glycopyrrolate |Z'JaE QL —b  |p.o. 40-100 u g/kg/dose 3-4 times/d RRBE *Decreases oral secretions EELL
im./iv. 410 y g/kg/dose q3-4hr *Oral absorption in poor
»Contains benzy alcohol as preservative and
should therefore
be used with caution in neonates when given
parenterally
54Heparin AU M Loading dose: 75 units/kg X * Treatment of thrombosis INREICR T BRI SR
1]~ 1 T L . : s e . . i ~ :
Maintenance dose : 28 units/kg/hr AIRYF R L (DIC) :30~50B |- Obtain APTT 4 hr after initiation of infusion and SELTLLY
/kg& every 4 hr after
~ S 33 7 ~ iy
Adjust to APTT of 60-85 s %énﬁrﬁ'}&‘ 15~ 205841 /ke/ B infusion rate change
ESd=8] ~Monitor for signs of bleeding
*Contraindicated in IVH, GI bleed, Platlet count
Dose Time to <50,000
?:JT@ st repeat APTT AU (IREE) : 70~ 100842 |-See standard drip concentration table (Table
units/kg bolus, 4hr after
increase infusion infusion g kg?()ﬁf*%‘zfﬁ 5B g/ BE T A1.8)
rate by 10% change ~ SHT N A/KE §E
50-59 Increase infusion 4hr after % for standard strengths
rate 10 % infusion i
change . . . [
60-85  Continue same dhr after Vi SEOVAUMAC . i:: J I M0 ik 3= 3510
rate ‘“fxs‘on B5ik) B, MR ImLBHT-U1 BRI DR
change <
86-95 Decrease infusion 4hr after EE
rate 10% infusion B
change
96-120  Hold infusion 30 min; 4hr after
then decrease infusion
infusion rate change
by 10%
2120 Hold infusion 80 min; 4hr after
then decrease infusion
infusion rate change
by 15 %
55|Hydralazine Ll N B DA +0.1-0.5 mg/kg dose i.v. qg6-8hr X *Low bioavailability when given orally INERE-REDRELL

(Apresoline)

-0.25-1 mg/kg dose p.o. q6—8hr
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Hypotension: 2.5 mg/kg/dose i.v. gbhr X

86|Hydrocortisone |EREZULFTY 1) "0 X - Third-line agent for treatment of hypotension /MR- BEDEBLL
ZIRBR = o
(Solu~cortef) :g:: taper to 1.25 mg/kg/dose qbhr X zfﬁm]gﬁﬁ;ﬁkﬁ‘ LR in neonate not responding to inotropes for a
then to 0.625 mg/kg/dose q6hr X 48hr, 10~20mg/keZi85E. LUL B E5240% short-course therapy X 24-48 hr
then stop. it Fa
Antiinflammatory or immunosuppressive: 1T CHESE R, XD 3TEE Extended therapy will require slow tapering
_ X -Monitor for edema, hypokalemia, hyperglycemia,
1-5 mg/kg/d iv. arowth
suppression, suppresion of HPA function
57|Ibuprofen 1477aozy For infants >6 mo PDADARREES L TRERPE * Analgesic/antipyretic A, f85%
*Use with caution with impaired renal or hepatic /NRIZIE11~ 151400~ 600me, 8
(Motrin, Advil) 4-10 mg/kg/dose p.o. q6-8hr uncti ~10&300~400mg, 5~ 75200~
unction 300mg, 3EZ5 AR
- Studies are currently being conducted with i.v. '
ibuprofen for the treatment of PDA in preterm
infants
Imipenem/cilast | . o =0-4 wk <1,200 g: 20 mg/kg/dose iv. q18~ *Reserved for more serious or refractory st
58| 4 AERTL 24hr X infections R, BRERE /MBI 1£30~80/me/Kek 3~4[H
30~60mg/ke/H T, 1EI305 ELEANT |-Monitor for seizures BHEKER, HERISH 2517 T0HLLEANT TR
HSE, BRI (2 (4100me/ke/ B TARSMBRMILTIG |k EEMR) At O
. : 2] 1L T/h R 100mg/KgE
(Primaxin) +>7 d 1,200-1,500 g: 25mg/kg/dose iv. q8hr |E T = THETEE
N X *Ch, to g24 if UO <1 mL/kg/hr; d d
59findomethacin  [4/KA%L  |Treatment of PDA (iv. q12hr, me/ke): o e 1 mL/kg/hr deoreased | snim o EYRRESTATESE IR |- m PRI R L FAE AR 12~ 24
FRENMRMOHE) (MM TR EMIRNES T
Bo

(Indocin)

Age at

dose 1 Doset 2 3
<48 hr 02 0.1 0.1
2-7d 0.2 02 0.2
>7d 0.2 0.25 0.25

increase in SCr, in the ELBW neonate

*Hold dose with oliguria UO <0.6 ml_/kg/hr

*Monitor BUN, SCr, platelets, UO

Incompatible with TPN and lipido

+Use immediately after reconstitution
Indomethacin is tightly bound to albumin and
may displace bilirubin

=Contraindicated: active bleeding, significant
thrombocytopenia (Platlet <60K), BUN >30,

SCr >1.6 (as high as 1.8 reported), coagulation
defects, NEC

4B RIRG 02, 0.1,
0.1mg/Kg

HEHko~THKH 02,02,
0.2mg/Kg

EH®THLE: 02, 025,
0.25mg/Kg

BE®RICRREIEZR(RE:
0.6ml/Ke/hrk i) Ao T=
o, BHENERLTIETRD
BEFTOENIE,

18%50ME2E B O SR BARE
OREAELALHEE, LD
BEFTHTIRBERELTE
ELZARGLY,
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60}Insulin ALY +0.05-0.2 units/kg/hr continuous infusion X *Use for presistent glucose intolerance in ELBW [NERE-BEOREHLL
(regular insulin) +0.05-0.2 units/kg s.c. g6~12hr +Compatible with/in TPN ML RELETHRE
+Preterm infants are insulin resistant HY
*Treatment for hyperkalemia requires glucose load
of 5 mg/kg/min
*Flush approximately 10 mL through tubing to
saturate
binding sites of tubing
*See standard drip concentration table (Table
for standard strengths
61{Iron dextran HTHERARS Anemia of prematurity: 20 mg/kg/wk i.v. SRERREE +Can be added to TPN EREAL
Anemia of CRF: 6 mg/kg/wk i.v.
62|Isoniazid AJZTFIKR Treatment: 10-15 mg/kg/d p.o. div q.d.~b.i.d. O *Monitor liver enzymes S E LUV FDMOER
. *Cytochrome P-450 inhibitor, may increase 4~10me/KeZ1~3E =1 TH
Prophylaxis: 10 mg/kg/d p.o.q.d. concentrati BE-IEB2E13 5 GEEER).
ations N
. N WEIIFE 135K 20me/KeET
of phenytoin, carbamazepine, diazepam HETEZ
63|Isoproterenol |4V FOFL/—L|0.05-2 i g/ke/min X -Do not administer through UAC INRRE-BEORELL

ST 2 BN AEEE 005~2
ue/

*Indicated for ventricular arrhythmia secondary to
AV nodal block

kg/ 5 THER A S *See standard drip concentration table (Table
for standard strengths
64 “_/ ?""_r_"U"e fEsTOJyy 500-750 mg/kg/dose i.v. over 2-6 hr O *Infuse in a dedicated line EH IOy meE
MERTESFMESBEICHLT
(IVIG) Bl S
S:c:s‘sga/rl;g over Zh and repeat in 12h if isoimmune hemolytic disease (IEEEHS SO SE)|EE D
65 Lansoprazole Fv7F5 )= 0.5-2 mg/kg/dose PO qd X *Inhibits gastric acid secretion by inhibition of NIz d AR IERERT
(Prevacid) hydrogen potassium ATPase LT
= 1mg/ml oral liquid is prepared from capsules. [AvA(R
66]Levothyroxine |LEFOFL 10-15 pg/kg/d p.o., 5-8 g/kg/d iv. O Incompatible with TPN BRFID A - BL4h 1B B R IS4 BRI E1E10 4 o/Ke CHE
(Synthroid) *Administer i.v. dose immediately after REIE T ¥R RBIBICIZIR1E, 54
reconstitution rapid i.v. push g/Kgb.‘BE'ﬁ?SLSB BAhsi@E10y
g/Ke GHE R
67|Lidocaine 1% YrhA2 2-5 mg/kg s.c., 0.5-1 mg/kg endotracheally X -Use s.c. for ring or nerve blocks INBEICHT AR e LR
DERE 1~2me/kefiiE - Consider adding sodium bicarbonate to buffer SZLTLVE

HEHRE A ~dmg/ B THGRRS

lidocaine to decrease pain (2 mEq NaBicarb in 20
mL of 1% lidocaine)




