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Guidelines for Intravenous Albumin Administration at Stanford Health Care

Policy:
e Pharmacists will evaluate all intravenous albumin orders prior to verification to ensure compliance
with the criteria outlined in this guideline*.
o All orders must include a definitive endpoint of therapy.
o Doses will be rounded to the nearest vial size.
e Albumin is NOT approved for Pyxis override.
e These guidelines do not apply to intraoperative use.

*NOTE: To request use of albumin that is not in accordance with these guidelines, approval must be
obtained from one of the physician approvers: Drs. Norm Rizk, Ann Weinacker, David Spain, or Charles Hill.

Likely Benefit
(Approved indications)

Large Volume Paracentesis in Patients with Cirrhosis
Defined as >4 L removed with documented cirrhosis (or any amount removed if creatinine is >1.5
gm/dL)
Dosing recommendation:

Albumin 25% 6-8 g per liter of ascitic fluid removed
Plasmapheresis
Dosing recommendation:

Albumin 5% as per plasmapheresis protocol (based on plasma volume and serum fibrinogen level)

May Benefit
(Approved indications)

Postoperative volume resuscitation after Cardiac Surgery
Albumin 5% may only be used if 23 L crystalloid has been administered within a given 24-hour period
without an adequate hemodynamic response.
e This only includes crystalloids given as a bolus (excludes maintenance fluids, carrier fluids,
etc.)
e This excludes fluid given intraoperatively

For diaghosis of Suspected HRS
Defined as acute renal dysfunction (serum creatinine >1.5 mg/dL) in the presence of cirrhosis
Dosing recommendation:
Albumin 25% 1 g/kg/day for 2 days (dose up to a maximum of 100 g per day) See #iii below for the
definition of confirmation of the diagnosis.

Hepatorenal Syndrome (HRS), confirmed
Defined as:
i. Serum creatinine >1.5 mg/dL in the presence of cirrhosis

ii. Absence of shock, ongoing bacterial infection, and/or current treatment with nephrotoxic drugs

iii. Absence of sustained improvement in renal function after discontinuation of diuretics and a trial
of albumin 1 g/kg

iv. Absence of proteinuria (<500 mg/day) or hematuria (<50 red cells per high-power field)

v. Absence of ultrasonographic evidence of obstructive uropathy or parenchymal renal disease

Dosing recommendation:

1. Albumin 25% 25-50 g daily for a total of 72 hours (starting 1-2 days after initial diagnostic trial of
albumin, if applicable), and consult nephrology and hepatology services to determine whether to
continue

2. Should be used in addition to midodrine and octreotide
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May Benefit, cont’d

(Approved indications)

Spontaneous Bacterial Peritonitis (SBP) and cirrhosis
Defined as patients with ascitic fluid PMN counts 2250 cells/mm3 plus at least one of the following:
1.Serum creatinine >1 mg/dL
2. Blood urea nitrogen >30 mg/dL
3. Total bilirubin >4 mg/dL
Dosing recommendation:
Albumin 25% 1.5 g/kg within 6-hours of detection (day 1) and 1 g/kg on day 3

Major Hepatic Resection (>40% resected)
May be useful after liver resection in patients with serum albumin <2.5 g/dL if crystalloids alone fail to
achieve adequate intravascular volume.
Dosing recommendation:
Albumin 25%, 25 gm/day until albumin is 22.5 gm/dL.
e If serum albumin remains <2.5, may continue albumin dosing up to 4 days; consult liver
surgeons thereafter for consideration of continued use.

Postoperative Heart Transplant
May be useful to treat anasarca in patients with albumin <3 gm/dL
Dosing recommendation:
1. Albumin 25%, 25 gm IV BID x2 doses (or 12.5 gm IV g6h x4 doses) may be used in
combination with diuretics.
2. Monitor urine output and volume status and assess daily. If successful at achieving diuresis,
may reorder albumin until serum albumin is >3 gm/dL but must be renewed each day after
daily assessment.

Postoperative Lung Transplant

Grade 2 or higher Primary Graft Dysfunction

Dosing recommendation:
Albumin 25%, 25 gm IV BID x2 doses (or 12.5 gm IV g6h x4 doses) for up to 48 hours may be used
in combination with diuretics to improve oxygenation.

Postoperative Liver Transplant
May be useful for the control of ascites and peripheral edema if serum albumin is <2.5 gm/dl
Dosing recommendation:
Albumin 25%, 25 gm/day until albumin is 22.5 gm/dL.
e If serum albumin remains <2.5, may continue albumin dosing up to 4 days; consult liver
surgeons thereafter for consideration of continued use.

Unclear Benefit
(Approval by nephrology attending required prior to use)

Severe Nephrotic Syndrome (e.g. with anasarca or pulmonary edema)
May be used in demonstrated nephrotic syndrome (>3 g/day of urinary protein excretion [or spot
protein equivalent] + hypercholesterolemia + hypoalbuminemia) and loop diuretic resistance (defined
as an “insufficient response” to an intravenous bolus dose of 2160 mg furosemide or 4 mg bumetanide
followed by =8-hour infusion of 220 mg/hr furosemide or 20.5 mg/hour bumetanide)
Dosing recommendation:
Albumin 25%, 25 gm in combination with diuretics to effect adequate diuresis. Additional dosing must
be approved by nephrology attending.
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(Will NOT be approved)
Acute Respiratory Distress Syndrome
Maldistributive shock (eg. Septic Shock)
Traumatic Brain Injury
Major Trauma
Hypoalbuminemia
Kidney Transplant
Hemorrhagic Shock
Abdominal Compartment Syndrome

Cost Comparison of Available Therapies:
Product Description | Price per Unit Price Key |

1 Liter Normal Saline $

1 Liter Normosol $

1 Liter Lactated Ringer’s $ 5 =$1-9%9

1 Liter Plasma-Lyte $$ $$ =$10-$24

1 unit of Albumin 5% 250 mL: $$$ $$$ = $25 - $50
500 mL: $$$$ $$$$ = >$50

1 unit of Albumin 25% 50 mL: $$%
100 mL: $$$$

Comparison of Therapy Components:
pH | Osmolarity | Sodium | Chloride | Potassium Calcium

(mOsm/L) | (meg/L) @ (meq/L) (meq/L) (meq/L)

Normal 5.5 308 154 154 0 0

Saline?

Normosol? 7.4 294 140 98 5 0 Mg = 3 meg/L
Acetate = 27
megq/L
Gluconate =
23 meg/L

Lactated 6.6 275 130 109 4 3 Lactate = 28

Ringer’s” meg/L

Plasma- 55 294 140 98 5 0 Mg = 3 meg/L

Lyte® Acetate = 27
meq/L
Gluconate =
23 meg/L

Albumin 5%° | 7.4 310 145+15 145+15 0 0

Albumin 7.4 312 145+15 145+15 0 0

25%°

(AHospira labeling information, BBaxter labeling information)
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