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[(HE] BRY R T FREA(MIX) PEYRE LB RS AR ETf B ITRAMEHEXVHEL, AE BILA LRk H
fG s T 2016 12 A 7 B ESNREZF 2 RKF P A% (HDMTX, 2.5 ¢/m’ )77, F LT B et it 45 (LCV) Ak K
AW IT . % 42 h o9 MTX R B (MTX 42 h) 4 18.21 pmol/L, i it 38 An LCV FEI A Z Fe B AKAL MTX 66 h # 12. 34 pumol/L,
Bl B A IUAF B2 fe 4R E 28 MTX ¥ 4,12 A 10 B #AKRILAE5 %4795 % (PICU) , 23822 h 49 i AR R R4, AkE
[ U7 A 25 0 0 42 A o M7, 45 A B JUHE UL, R 35 45 M 4 k-5 Bk A i 98 2T (CVVH) 7 R 1 MTX, 2 R iR i% 30 mL/min, 78 it iRk
500 mL/h, A& & ifLik 500 mL/h, B8] % MTX 118 ~ 144 h, £53R 23326 h ¢9 CVVH,MTX e 25 3R JE de ik F %, CVVH 4 % )5,

Yk 847 LCV FR3L KA R £ 0.25 pmol/L AT R BRI B e AL EirR Mk E2 2y, Eig. £ 80 F0R%
ARG TR BH MTX A6 2 34 7 06 R B I Fels R 25 T B85 08 MTX P a9 XA,

[EEBIA] P RIS fri AL d i R 3 St B IR B ARG 7
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One Case of Methotrexate Poisoning Successfully Treated by Continuous Renal Replacement

Yu Lihua', Tao Shaohua', Lin Danna', Wen Luping’, Wang Liqing’, Yang Lihua'(1. Zhujiang Hospital of Southern
Medical University, Guangdong Guangzhou 510282, China; 2. The Seventh Affiliated Hospital, Sun Yai-sen University, Guangdong
Shenzhen 518107, China )

[ Abstract] Objective: To probe into the causes of methotrexate (MXT) poisoning and its rescue strategies, and the benefits of the
combined treatment model of physicians and pharmacists. Methods: Children with acute lymphoblastic leukemia received the second

high-dose methotrexate (HDMTX, 2.5 g/m”) chemotherapy in the external hospital on Dec. 7", 2016, and routine administration of
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levofloxacin (LCV) rescue and hydration. The MTX blood concentration of 42 h (MTX 42 h) was 18. 21 wmol/L, after addition of LCV
rescue dose and active hydration, the MTX of 66 h was 12. 34 umol/L, and the liver and kidney function of patient was found to be

abnormal. Considering MTX poisoning, the patient was transferred to the pediatric intensive care unit (PICU) in our hospital on Dec.

10", and the effect of 22 h hemoperfusion was poor. According to the comprehensive analysis of physicians and pharmacists, combined

with the conditions of children, continuous veno-venous hemofiltration (CVVH) was used to remove in vivo MTX, the blood pump flow

rate was 30 mL/min, the filtration flow rate was 500 mL/h, and the replacement pump flow rate was 500 mL/h for MTX 118 ~ 144 h.

Results;: MTX plasma concentration of patient decreased rapidly after 26 h of CVVH. The patients continued to receive LCV rescue and

hydration until the concentration of MTX decreased to less than 0.25 pmol/L and the function of liver and kidney returned to normal

state. Conclusion: The successful experience of using CRRT to rescue MTX poisoning suggests that the combination of clinicians and

clinical pharmacists in the treatment of MTX poisoning is worth promoting.

[ Keywords | methotrexate; blood purification; hemoperfusion; continuous renal replacement

I E

BILE 7 2 2 R Sk bk e 40 i (s 2 S A
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2015-ALL J7 3897, 2016 4E 11 A 23 H %A S1byr
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JE(MTX 42 h) A 18. 21 wmol/L BN LCV K& ( WL
£ 1) MK, MTX 66 h K 12. 34 pmol /L, [R5 It 7
JLEF(Cr) 130 pmol/L, JRR (UA) 475 pmol/L, N Z TR 2
FLF RSN (ALT) 78 U/L, UL H UG (143 37.8 C ),
ToREmk SN kA, s MTX e 12 H 10 HiE AT
B LR ECAE WP b3 (PICU) 4K43ATT . FE ATRBE 12T .
2R v 5 B D e 3 5 IF D R B 3 2 PRk T i
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15,1 pwmol/ L, Bl BP A7 1l 8 V8 37t , 10 Y 8 0 245 o, MTX
118 h 7 10.0 wmol/L, 22 h Ay IfiL ¥ HE L % kA, B
Ui AN 24 0 26 5] 23 A T MTX rf 2 19 T B8 SR Iif PR 24 Uifi
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g 5 LR AT BRI 1 A R 3R DU A R A R
fifi 3 [ (MTHFR) £ &%, i /R MTHFR-677 C>T W24
5878, MTHFR-1298 A >C N 4% & 2278, A I #F aif 9 I
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HoAth R 26 B R0
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NSAIDs e \PP1 FI 5 85 245, A Le 25 ] 5 Hw 4
M3RER F PSS A, SRR R BRI, sk £ fh by, A<k
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Pharmaceutical Care for One Pediatric Patient with Drug Hypersensitivity Syndrome

Xia Minggian, Bi Jing, Zhang Yafang ( Baoding Children’ s Hospital, Key Laborary of Clinical Research on Respiratory Digestive
Disease, Hebei Baoding 071000, China)

[ Abstract | Objective: To explore how pediatric clinical pharmacists played a role in the treatment of rare diseases. Methods: Clinical
pharmacists provided pharmaceutical care for the child with drug hypersensitivity syndrome from many respects and ensured rational
medication through pharmacological monitoring for children with drug hypersensitivity syndrome. Results: Through the pharmaceutical
care provided by clinical pharmacists, the child was cured and discharged from the hospital. Conclusion: Clinical pharmacists can take
advantage of pharmacy expertise in the treatment of rare diseases, improve efficacy and ensure the medication safety for children.
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