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Supplementary Figure 1: Diagnose and Risk-Stratify Hyperkalemia1,2,3,4,5,6 
[image: ]
	BMP, basic metabolic panel
ECG, echocardiogram
ED, emergency department
	HK, hyperkalemia
K+, potassium






Supplementary Table 1: Diuretic Considerations7,8,9,10
	
	Bumex® (bumetanide)7 
	Lasix® (furosemide)8 
	Demadex® (torsemide)9 

	Label Information
	Dosage Forms and Strengths: 0.5 mg, 1 mg, or 2 mg tablet
Starting Dose: 0.5-10 mg PO
· If needed, a second or third dose may be given at 4- to 5-hour intervals up to a maximum daily dose of 10 mg
Maintenance Dose: Intermittent dose schedule; tablets are given on alternate days or for 3-4 days with rest periods of 1-2 days in between
	Dosage Forms and Strengths: 20 mg, 40 mg, or 80 mg tablet
Starting Dose: 
· Hypertension (HT): 40 mg PO 2x daily 
· If needed, add other antihypertensive agents
· Edema: 20-80 mg PO 1x daily
· If needed, the same dose can be administered 6-8 hours later, or the dose may be increased. The dose may be increased by 20 or 40 mg and given not sooner than 6-8 hours after the previous dose until the desired diuretic effect 
Maintenance Dose: For edema, individually determined single dose PO 
1-2x daily. Safest results dosing on 2-4 consecutive days per week
	Dosage Forms and Strengths: 5 mg, 10 mg, 
20 mg, or 100 mg tablet
Starting Dose: 
· Congestive Heart Failure (CHF): 10-20 mg PO 1x daily
· Chronic Renal Failure (CRF): 20 mg PO 1x daily
· HT: 5 mg PO 1x daily
Maintenance Dose: 
· CHF and CRF: If needed, the dose should be titrated by doubling until the desired response is obtained 
· HT: If a 5 mg dose is not adequate, the dose may be increased to 10 mg once daily after 4-6 weeks. If 10 mg is insufficient, an additional antihypertensive agent should be added

	Key Considerations
	Bumetanide can be substituted for furosemide at approximately a 1:40 ratio
	· Doses exceeding 
80 mg/day for prolonged periods require careful clinical observation
· Furosemide has variable oral bioavailability
	Single doses higher than 
200 mg have not been adequately studied

	
	Patients with eGFR <30 mL/min/1.73 m2 often require higher or more frequent dosing. 
Repeat serum K+ measurement within 7 days of initiating diuretics.10 

	eGFR, estimated glomerular filtration rate
K+, potassium
PO, per os (orally)





Supplementary Table 2: Management of Patients With Hyperkalemia and Metabolic Acidosis11 
	Condition
	Sodium Bicarbonate (NaHCO3) ​​

	Chronic Metabolic Acidosis
	· Chronic renal failure: 1625 to 2925 mg/day PO divided every 4 to 6 hours
· Dose adjustments are based on serum HCO3 levels
· Distal renal tubular acidosis: 48 to 168 mg/kg/day PO divided every 4 to 6 hours
· Dose adjustments are based on serum HCO3 levels
· Proximal renal tubular acidosis: 420 to 840 mg/kg/day PO divided every 4 to 6 hours




	Acute Metabolic Acidosis
	· Initiation: 2 to 5 mEq/kg/dose IV for a single dose
· Subsequent dosing is based on patient response and acid-base status

	Severe Hyperkalemia ​
(K+ >6 mmol/L)​
	· Dose adjustments are based on serum HCO3 levels
· The dose needed is empirical and unpredictable 
· Initiation: 150 mEq of NaHCO3 can be given in 1 L of 5% dextrose over 4 hours 
· More can be provided if acidosis is not corrected with this regimen
If K+ must be reduced emergently: 50 mEq of NaHCO3 IV can be given over 5 minutes

	IV, intravenous
K+, potassium
PO, per os (orally)
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Risk Classification
 Acombination of serum potassium and ECG changes are

usedtorisk classify hyperkalemia.*
* All-cause mortality significantly increases for every
0.1 mmoULrise in serum potassium 25.0 mmol/L.”

ECG Features of Hyperkalemia®

Serum px

sium
5.5-6.5 mmoUL.

Tall, “peaked"Twaves with
narrow base, best seenin
precordial leads

6.5-6.0 mmoUL. “ Peaked Twaves

« Prolonged PR interval

« Decrease amplitude of P
waves

“ Widening of ORS complex

e

~ Absence of Twave
* Intraventricular blocks,
fascicular blocks, bundie
branch blocks, ORS axis shift
 Progressive widening of
ORS resultingin bizarre
morphology
+ “Sine wave” pattsrns
(sinoventicular thythrm),
VF, asystole

. Severs hyperkalemia could bo a medical
5 emergancy that should prompt con deration
of referral to the Emergency Dopartment (ED).

Rule Out Pseudohyperkalemia

* Studies have shown up to an 86.4% incidence of
pseudohyperkalemia in repeat potassium tests.

* Ifthe patient s asymptomatic with a normal ECG,
pseudohyperkalemia should be suspected.”

« Afterthe initial BMP and ECG, repeat measurement
of serum and plasma K+ to rule out
pseudohyperkalemia.*

« Use clinical judgment to balance the importence of
verification aginst a potential delay in treatment.”

* Ifrepeat measurement shows serum K+ <5.0 mmoUL,
exitthe pathway.*

Artificially elevated potassium du to:

Hemolysis during specimen collection
Thrombocytosis
Severe leukocytosis

Prolonged tourniquet application or fist clenching during
blood draw

5. Delayed sample processing





