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MEDICATION ORDER

Patient to be observed for 30 minutes following the any administration.
In the event of an adverse reaction occurring in the infusion clinic, utilize the Immersiv Health adverse reaction protocol. 

REFILLS:

Orbactiv® (Oritavancin) 1200mg IV in 1000ml D5W over 3 hours

OTHER:

*Flush with D5W before and after infusion

*Use only D5W for dilution and flushing, as NS is not compatible with Orbactiv®

http://www.immersivhealth.com/
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