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Reason to suspect Tumor Lysis Syndrome (TLS)?

|

Labs

CBC, CMP, Mg, Phos, LDH, uric acid, UA, EKG, CXR

Patient meets criteria for TLS?

Laboratory Definition:
Malignancy and recent chemo plus = 2
of the following:
e Uricacid>8 *
« Potassium>6 *
« Phosphorus >4.5 *
e Corrected Ca<7 *
* Or 25% increase from baseline

of the following:

e Arrhythmia
« Seizure
« Sudden death

Yes

v

Consult heme/onc and begin treatment as follows:

Clinical Definition:

(See Appendix 1)

Laboratory syndrome (Left) plus = 1

« AKI (Cr > 1.5x baseline)

Usual care or consult heme/onc

!

Uric acid >8 or 25% increase from
baseline, Creatinine 1.5x baseline

« 2L bolus of Normosol

« 3 mg rasburicase |V if uric acid > 8
« 6 mg rasburicase IV if uric acid > 12

« Consult renal for CRRT if uric acid > 10
despite 0.2 mg/kg of rasburicase™ (See Appendix 2)
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Phosphorus > 4.5 or 25%
increase from baseline

Avoid IV phosphate
Sevelamer 1600 mg PO

If > 7.5 or refractory, consider
dialysis
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K > 6, or 25% increase from baseline

<7, no EKG changes:
« Albuterol 20 mg neb

« Insulin 0.1 u/kg IV

* 25% dextrose 2 mL/kg
« Kayexelate 1 g/kg

> 7 or EKG changes:
« Albuterol 20 mg neb

Insulin 0.1 u/kg IV

25% dextrose 2 mL/kg

Kayexelate 1 g/kg

Sodium bicarbonate 1-2 mEq/kg
Calcium gluconate 100-200 mg/kg; only
if life-threatening arrhythmia

Dialysis if persistent
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Calcium < 7, or 25% decrease from.
baseline

« First treat hyperphosphatemia

« If symptomatic !, give 50-100 mg/kg
IV of Ca gluconate (minimum dose
to treat symptoms)
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Disposition

Admit to ICU for close cardiac, electrolyte monitoring & repletion (will need g4 labs)



TUMOR LYSIS SYNDROME APPENDICES:

Appendix 1

Factors that increase suspicion for TLS:

e Diagnosis of lymphoma or leukemia

e Recent chemotherapy

e Large tumor burden or extensive metastasis

* Clinical signs of volume overload or renal failure

e Seizures, delirium, neuromuscular irritability, arrhythmia, tetany, paresthesias
e High WBC

* Hyperkalemia

e Hypocalcemia

Appendix 2

Dialysis Considerations:

Consider emergent CRRT if:

 Severe oliguria or anuria

* Intractable fluid overload

* Persistent hyperkalemia

* Symptomatic hyperphosphatemia-induced hypocalcemia, or Ca-phosphate product > 70 mg2/dL2
e uric acid > 10 despite rasburicase

**|f checking a second uric acid level after administration of rasburicase, the sample must be sent on ice.




