




This prescription is the original and will not be reused.

	Date written:________________________________
Institution:___________________________________


	PATIENT IDENTIFICATION 
Last name:
First name:
Date of birth:
Health insurance number:


	CLINICAL INFORMATION ON USER 

	Personal data
	Age: __________________ years                        Weight: __________________ kg           
Height: __________________ m                          BMI: __________________ (kg/m2)     
Allergies: __________________________________________________      ☐     None known 
Intolerances: _______________________________________________       ☐     None known



TARGET POPULATION
	[bookmark: _Hlk117083311]Person 18 years of age or older specifically diagnosed with depression resistant to optimized standard treatments



ABSOLUTE CONTRAINDICATIONS
tINDIVIDUAL PRESCRIPTION
Intravenous ketamine as acute adjunctive therapy for depression resistant to optimized standard treatments
No. xxxxxx
Place your institution’s logo here.
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	A history of allergic reaction to ketamine or esketamine 

	Active or recent delirium 

	A situation in which an increase in blood pressure could pose a significant risk (e.g., recent myocardial infarction, a severe ischemic condition or a history of intracranial bleeding) 

	Active psychotic symptoms



SITUATIONS OR CONDITIONS WHERE THE PRECAUTIONARY PRINCIPLE APPLIES 
No xxxxxx
Intégrer le logo de votre établissement ici
ORDONNANCE INDIVIDUELLE STANDARDISÉE
Thérapie aigue d’appoint par kétamine intraveineuse de la dépression réfractaire aux traitements usuels optimisés chez l’adulte



xxx 2026	Modèle d’ordonnance individuelle standardisée – Kétamine IV   1
xxx 2026	Modèle d’ordonnance individuelle standardisée – Kétamine IV   4
	The conditions were analyzed and discussed with the user, if applicable:  ☐ No     ☐ Yes
Details: ________________________________________________________________________________________ 



PRIOR APPROVAL BY THE PHARMACY AND THERAPEUTICS COMMITTEE
In accordance with the ARGHSSS and ministerial directive, an exception treatment request must be submitted to the institution’s pharmacy and therapeutics committee for each user before initiating acute adjunctive therapy.
	Exception treatment
	☐     Request                                                        ☐     Approved by the committee                                                   
Date: __________________                                  Date: __________________                                  



TEMPORARY CHANGE TO USUAL MEDICATION
	☐  No

	☐  Yes:
Indicate whether a temporary discontinuation or substitution of one or more medications is required, when the change will be made and when treatment will resume as normal.



User informed of the change: ☐ Yes  ☐ No

	Date: _________________________                                  Prescriber’s signature: _____________________________


ADJUNCTIVE THEREAPY WITH IV KETAMIINE
For more detailed instructions, please refer to the clinical tool on the optimal use of ketamine when applying this prescription, or the tool regarding the safe administration of this treatment.
	BEFORE ADMINISTERING KETAMINE

	Checks prior to administration
	Use of a medication or substance that can reduce the efficacy of ketamine or pose a risk of an interaction:
☐ No    ☐ Yes
☐ Benzodiazepine: ____________________________________________________________
Duration: Pause ______ hours before administering ketamine     Dose: _____________
☐ Opioid: __________________________________________________________________
Duration: Pause ______ hours before administering ketamine     Dose: ____________
☐ Other: ____________________________________________________________________
Duration: Pause ______ hours before administering ketamine     Dose: ____________

	Premedication
For outpatients, issue an individual prescription for the community pharmacy
	Blood pressure higher than 140/90 mmHg:
☐ ___________________________________________________________________________
Nausea:
☐ ___________________________________________________________________________
Other: _______________________________________________________________________
☐ ___________________________________________________________________________



	Date: _________________________                                  Prescriber’s signature: _____________________________



	KETAMINE ADMINISTRATION AND PERI- AND POST-ADMINISTRATION MONITORING

	Dose
	· Target IV ketamine dose = 0.5 mg/kg.
· Exceptionally, the ketamine dose can range from 0.25 to 1 mg/kg. It is generally diluted in 100 to 250 mL of 0.9% NaCl and should be administered over a minimum of 40 minutes.
· The ketamine dose is calculated based on the user’s actual weight when the BMI is 30 or less.
· If the BMI is greater than 30, the dose is calculated using the adjusted weight according to the following formula: AdjBW = IBW + 0.4 x (TBW – IBW) 
· AdjBW = Adjusted body weight
· IBW = Ideal body weight
· TBW = Total body weight
· 0.4 = Correction factor (40% of the excess weight)
The following formulas are generally used to calculate the ideal weight:
· Men: IBW (kg) = 50 + 2.3 × (height in inches - 60) OR
IBW (kg) = 50 + 0.91 × (height in cm - 152.4)
· Women: IBW (kg) = 45.5 + 2.3 × (height in inches - 60) OR
IBW (kg) = 45.5 + 0.91 × (height in cm - 152.4)

	Acute therapy
(Maximum of two doses per week)
	Weight used for the dose calculation ☐ Actual weight: ______ kg   ☐ Adjusted weight: _______ kg

	
	Ketamine infusion
	Dose calculated based on the BMI

	
	☐ ____ mg/kg in ____ mL of 0.9% NaCl in ____ minutes.  Date: ___________
	________ mg

	
	☐ ____ mg/kg in ____ mL of 0.9% NaCl in ____ minutes.  Date: ___________
	________ mg

	
	☐ ____ mg/kg in ____ mL of 0.9% NaCl in ____ minutes.  Date: ___________ 
	________ mg

	
	☐ ____ mg/kg in ____ mL of 0.9% NaCl in ____ minutes.  Date: ___________ 
	________ mg

	
	☐ ____ mg/kg in ____ mL of 0.9% NaCl in ____ minutes.  Date: ___________ 
	________ mg

	
	☐ ____ mg/kg in ____ mL of 0.9% NaCl in ____ minutes.  Date: ___________
	________ mg

	
	☐ ____ mg/kg in ____ mL of 0.9% NaCl in ____ minutes.  Date: ___________ 
	________ mg

	
	☐ ____ mg/kg in ____ mL of 0.9% NaCl in ____ minutes.  Date: ___________ 
	________ mg

	Supportive medication

	Nausea or vomiting
☐	Dimenhydrinate 50 mg PO PRN x 1 dose
☐	Dimenhydrinate 50 mg IV PRN x 1 dose 
☐	Ondansetron 8 mg PO PRN x 1 dose
☐	Ondansetron 8 mg IV PRN x 1 dose
	BP remains high despite infusion having been stopped – after 15 minutes:
☐	Clonidine 0.05 mg PO STAT x 1 dose
☐	Captopril 6.25 mg PO STAT x 1 dose
BP higher than 180/110 mmHg: notify the physician
☐	Clonidine 0.1 mg PO STAT x 1 dose
☐	Captopril 12.5 mg PO STAT x 1 dose
	Severe dissociation:
☐	Lorazepam 1 mg PO STAT x 1 dose
☐	Lorazepam 1 mg IV STAT x 1 dose
☐	Lorazepam 1 mg IM STAT x 1 dose

	
	
	
	Headache:
☐	Acetaminophen 1000 mg PO PRN x 1 dose

	Where administered: _________________    Date: ____________     Prescribers signature: _________________



	END OF KETAMINE ADMINISTRATION AND POST-TREATMENT INSTRUCTIONS

	Resumption of the usual medication that was paused prior to the administration of ketamine
	☐ Does not apply – no particular instructions to be given
☐ Benzodiazepine: ____________________________________________________________
Resume ______ hours after the administration of ketamine     Dose: _____________
☐ Opioid: __________________________________________________________________
Resume ______ hours after the administration of ketamine     Dose:  ____________
☐ Other: ____________________________________________________________________
Resume ______ hours after the administration of ketamine     Dose: ____________



PRESCRIBER IDENTIFICATION  
Last name, first name:
License number:
Telephone number (ideally, direct)
Mailing address:
Signature:
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