
24	  AJN | Vol. 126, Issue 3  |  March 2026

REVIEW ARTICLE 2 HOURS
Nursing Continuing Professional Development

The world is in the midst of a mental health crisis. Rates of 
depression, anxiety, posttraumatic stress disorder (PTSD), and 

other mental health disorders continue to climb, and the global 
burden of mental health disorders has increased over the past 
30 years.1 Additionally, the seminal Sequenced Treatment Alterna-
tives to Relieve Depression study (better known as STAR*D) found 
that approximately one-third of patients treated for depression 
did not respond to treatment with currently available agents—
even when multiple different agents were trialed—indicating 
treatment resistance.2 Treatment resistance is not unique to 
depression; individuals struggling with PTSD, anxiety, and other 
mental health conditions may also not get adequate relief from 
currently available first-line pharmacological treatments.3 

Over the past two decades, ketamine has emerged as a poten-
tial treatment for adults struggling with mental health conditions 
such as intractable depression, anxiety, and PTSD.4-6 Until research 
on the use of ketamine in the treatment of depression was begun, 
no agents that “engage novel synaptic signaling mechanisms” had 
been introduced since 1957.4 It is hypothesized that ketamine’s 
unique mechanism of action may be able to confer benefit when 
other interventions have been unsuccessful.7 Unlike oral antide-
pressants, which may take several weeks to confer benefits, ket-
amine has been shown to have rapid-acting antidepressant effects, 
with patients reporting symptom reduction in four to 24 hours 
after administration.8,9 

The approval status for ketamine’s use as a mental health treat-
ment is unusual. Racemic ketamine (hereinafter, simply ketamine) 
is an equal mixture of two nonsuperimposable mirror-image mole-
cules (referred to as enantiomers), S-ketamine and R-ketamine, and 
was approved by the U.S. Food and Drug Administration (FDA) as 
an anesthetic in 1970.10 Ketamine’s patent is long expired, reduc-
ing the financial incentive for pharmaceutical companies to spon-
sor large and expensive trials that could be submitted to the FDA 
for approval of new indications. This means that ketamine is being 
used off-label when the use is for any indication other than anes-
thesia. The exception is esketamine, marketed as Spravato by 
Johnson & Johnson. Esketamine is the isolated S-ketamine enan-
tiomer of racemic ketamine. It is administered as a nasal spray and 
received FDA approval for treatment-resistant depression (TRD) in 
2019. It is the only form of ketamine approved for this indication.11 

Both the potential for benefit and a lack of standardized reg-
ulation shape the current ketamine landscape. As the evidence 
base grows and formal oversight remains limited, people with 
treatment-resistant mental health conditions are often left on 
their own to navigate treatment options that vary widely in stan-
dards and supervision. This uneven landscape poses challenges 
for nurses, who may be called on to educate patients, assess med-
ication and patient safety, and support informed decision-making. 
Because nurses play a central role in direct care and system-level 
advocacy, they must approach ketamine therapy with sound clin-
ical judgment and a clear ethical grounding. This article offers a 
practical overview of ketamine’s use in mental health care, includ-
ing routes of administration, therapeutic models, regulatory gaps, 
and ethical considerations. It is intended as a foundational primer 
for nurses in all settings—bedside, community-based, and 
advanced practice—who may support patients considering, or 
receiving, ketamine therapy. By drawing on current research and 
evolving standards, we aim to equip nurses with the basic knowl-
edge they need to engage safely and thoughtfully in this emerg-
ing area of care.

FROM ANESTHETIC TO MENTAL HEALTH 
TREATMENT
Ketamine is a dissociative anesthetic related to the anesthetic 
phencyclidine.12 It was viewed as an improvement over phency-
clidine because it maintained phencyclidine’s lack of respiratory 
depression and favorable safety profile while decreasing the risks 
of delirium and psychosis, so-called emergence phenomena 
commonly seen with phencyclidine.13 Ketamine is still widely used 
in emergency settings14 and remains on the World Health 
Organization’s List of Essential Medicines as an anesthetic because 
of its effectiveness and safety profile.15 In addition to its anesthetic 
properties, ketamine also has analgesic,16 antidepressant,17 
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antisuicidal,18 and psychedelic19 properties when used at subanes-
thetic doses. 

Ketamine is primarily a noncompetitive N-methyl-d-aspartate 
receptor (NMDAR) antagonist in the brain’s glutamate system; how-
ever, it is considered a “dirty drug” because of its affinity for mul-
tiple receptors in the brain, not just NMDARs.20 Although NMDAR 
antagonism is thought to be responsible for ketamine’s rapid anti-
depressant effects, research suggests that it is the downstream 
activation of α-amino-3-hydroxy-5-methyl-4-isoxazolepropionic 
acid receptors (AMPARs) in the glutamate system that may play a 
crucial role in ketamine’s antidepressant properties.20,21 Activation 
of AMPARs has many consequences, one being the rapid increase 
of brain-derived neurotrophic factor (BDNF) levels.20 BDNF regu-
lates synaptic growth and plasticity and plays a vital role in the 
increased neuroplasticity that ketamine induces.22 

Ketamine’s antidepressant properties were first discovered 
through research conducted in the early 2000s. Initially, these stud-
ies were conducted to investigate the psychomimetic properties 
of ketamine; it was hypothesized that ketamine could be used to 
better understand the phenomenon of psychosis.23 Instead, these 
early research participants reported that their mood had improved 
after receiving ketamine via IV infusion, which sparked further 
investigation. This research demonstrated that ketamine is a rapid-
acting antidepressant with potent anti–suicidal ideation effects.17,24 
Ultimately, these studies led to the development of esketamine, 
proliferation of ketamine-infusion clinics, and investigation into 
ketamine’s potential use in other mental health disorders.

Research has been conducted over the past two decades on 
the use of ketamine in the treatment of mental health disorders, 
especially depression. Ketamine’s effectiveness and efficacy as a 
rapid-acting antidepressant have been demonstrated across 
numerous studies.8,25,26 Esketamine received FDA approval for 
adults with TRD after clinical trials showed that study participants 
receiving esketamine were more likely to achieve depressive symp-
tom response and remission than participants receiving placebo.27 
Ketamine has also been found to rapidly reduce PTSD28-30 and anx-
iety31,32 symptoms. Research has also been conducted on the use 
of ketamine in the treatment of substance use disorders, eating 
disorders, and obsessive–compulsive disorder; initial results have 
been promising, but more research is needed to clarify whether 
ketamine is an effective treatment for these disorders.5,33,34 

The patient experience during ketamine treatment will depend 
on many factors, including the route of administration and dose 
administered. Routes of administration include IV infusion,35 intra-
muscular injection,36 sublingual lozenge,37 or intranasal spray.38 
Lower doses of ketamine will have an anxiolytic and analgesic 
effect.31,39 Higher—although still subanesthetic—doses will induce 
a dissociative experience, generating subjective changes in the 
patient’s sensorium.19 

Ketamine is a Schedule III controlled substance, meaning that, 
according to the U.S. Drug Enforcement Administration (DEA), it is 
viewed as having “moderate to low potential of physical and psy-
chological dependence.”40 Data indicate that illicit use of ketamine 
has increased over the past two decades, although it remains 
uncommon.41 However, rates of ketamine poisoning through inten-
tional misuse, suicide attempt, or unintentional exposure have 
increased in recent years.41 Long-term misuse of ketamine can 
have both cognitive and urological consequences; ketamine mis-
use has been implicated in the development of memory impair-
ment and decreased executive functioning,42 as well as the 
development of ketamine-induced cystitis and other lower urinary 
tract complications.43 

USE IN MENTAL HEALTH CLINIC SETTINGS
Ketamine may be a reasonable treatment option for patients 
struggling with mental health symptoms who have not benefit-
ted from medications or psychotherapy and who are feeling stuck. 
Ketamine offers an alternative to neuromodulation interventions 
such as transcranial magnetic stimulation (approved for TRD and 
obsessive–compulsive disorder) and electroconvulsive therapy 
(approved for depression, bipolar disorder, and psychosis).44,45 
Patients interested in seeking treatment for mental health symp-
toms via ketamine can access ketamine through a variety of clin-
ical approaches.

Esketamine is administered only under the supervision of a 
health care practitioner in a clinic setting; esketamine cannot be 
obtained through a pharmacy. Esketamine comes in prefilled 
single-dose devices containing 28 mg of the drug. Patients self-
administer one, two, or three doses, depending on the prescrip-
tion; most patients are prescribed 56- or 84-mg doses.46 Because 
of the risk of adverse reactions, such as dissociation, sedation, a 
feeling of intoxication, nausea, dizziness, and increased blood 
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pressure, patients must be monitored for at least two hours after 
esketamine administration and cannot drive themselves home.46 
While under observation, patients are typically not provided with 
structured therapeutic interventions; instead, they may engage in 
activities such as listening to music, reading, or using electronic 
devices. Clinics vary in approach, but the environment is generally 
designed to be calm and supportive, with periodic monitoring by 
trained staff. 

Per the manufacturer’s prescribing instructions, esketamine is 
administered twice per week for four weeks, then once per week 
for four weeks, and then once every one or two weeks as mainte-
nance treatment.46 Although esketamine’s structured dosing and 
in-clinic monitoring help ensure patient safety, they can also pres-
ent significant logistical challenges, particularly for individuals 
working full-time or with childcare responsibilities. The requirement 
to remain on-site for at least two hours following administration 
may necessitate time off work, flexible scheduling, or the use of 
leave benefits. These demands may pose a barrier to initiating or 
sustaining treatment for patients in jobs without such flexibility or 
who do not have alternative childcare support. 

Clinics or hospitals offering esketamine must be enrolled in the 
esketamine Risk Evaluation and Mitigation Strategy (REMS) pro-
gram.47 Esketamine may be prescribed by a psychiatric practitio-
ner (such as a psychiatrist or psychiatric–mental health NP) or a 
practitioner trained in another discipline, such as anesthesia, who 
has received additional training. Initially, esketamine’s FDA label-
ing required it to be prescribed in conjunction with daily oral anti-
depressants. Following an FDA priority review, esketamine was 
recently approved as monotherapy for adults with TRD.48 Health 
insurance coverage of esketamine varies.49 Out-of-pocket costs 
range from $1,000 to $1,500 per esketamine treatment session50; 
patients may be eligible for assistance through the esketamine 
withMe program offered by Janssen Pharmaceuticals.51 

IV infusion. In the early studies of ketamine use for mental 
health disorders, the drug was administered intravenously,17,24 and 
the protocols developed through these early studies continue to 
shape clinical practice today. Clinics typically begin with an induc-
tion phase of two or three infusions per week for three to five 
weeks, followed by individualized maintenance sessions as 
needed. Dosing starts at 0.5 mg/kg infused over 40 minutes and 
may be titrated based on patient response and tolerability.35 

Unlike esketamine, which is subject to the FDA’s REMS pro-
gram, there is no equivalent federal protocol for IV ketamine. This 
lack of standardized regulatory oversight results in greater vari-
ability at clinics regarding monitoring practices, patient selection, 
and practitioner training.52 However, professional organizations 
such as the American Psychiatric Nurses Association have devel-
oped ketamine-infusion guidelines.53 Ketamine infusions may be 

provided by psychiatric practitioners, anesthesiologists, certified 
registered nurse anesthetists, or physicians trained in other disci-
plines. Infusion clinics often employ RNs to start IV lines and mon-
itor patients. Because of ketamine’s off-label status, insurance 
does not typically cover ketamine infusions, requiring patients to 
pay out of pocket for services.54 

Ketamine-assisted psychotherapy (KAP) is precisely what 
the name implies: ketamine is administered in conjunction with 
psychotherapy.55 Although specific practices differ among clinics, 
KAP practitioners generally follow a four-phase model: assess-
ment; preparation; administration, in what is known as a medi-
cine session; and integration.37 The preparation and integration 
phases are individual therapy sessions without the administration 
of ketamine. KAP aims to make use of the psychedelic properties 
of ketamine—patients may experience alterations in their sensory 
perceptions (such as to sight or hearing) and sense of self (ego 
dissolution) while under the influence of ketamine—and prolong 
the psychological benefits of ketamine treatments.6,56 The fre-
quency of medicine sessions and duration of treatment vary. 
However, most patients participating in KAP will have at least two 
medicine sessions over the course of several weeks. The ketamine 
in KAP is most commonly delivered via intramuscular injection or 
sublingual lozenge, although some clinics use IV infusion or an 
intranasal spray composed of compounded racemic ketamine. 
The dose of ketamine administered during a medicine session will 
vary based on the route of administration and targeted experi-
ence, and medicine sessions last from two to three hours. KAP 
practitioners may be psychiatric practitioners, psychotherapists, 
or physicians trained in other disciplines. As with ketamine infu-
sions, KAP is generally not covered by insurance and must be paid 
for out of pocket. 

At-home therapy. At-home self-administration of ketamine 
may occur via sublingual tablets or subcutaneous injections. 
During the initial emergent phase of the COVID-19 pandemic, the 
DEA suspended the requirement that prescribers see a patient in 
person before prescribing a controlled substance.57 This reduc-
tion in regulation led to a proliferation of online ketamine clinics 
offering virtual assessment services and at-home ketamine ther-
apy. Several safety concerns have been raised about these vir-
tual ketamine clinics: the thoroughness of the assessment 
process of some online clinics has been called into question; high 
doses of ketamine have reportedly been prescribed, potentially 
leading to misuse or abuse of ketamine; and there may be no 
monitoring during the ketamine sessions.58 A survey of at-home 
ketamine recipients revealed that 55% took more ketamine than 
prescribed,59 suggesting that misuse is common. Unintentional 
overdose due to inappropriate prescribing practices has been 
reported.60 In October 2023, the FDA issued a warning about the 
use of compounded ketamine products such as those prescribed 
through these online ketamine clinics.61 In 2024, at least one online 
clinic was known to have offered injectable ketamine for at-home 
use without any requirement for the patient to be monitored by 
a health care practitioner.62 Prescribers employed by virtual ket-
amine clinics may or may not have a background in psychiatric 
care. Insurance does not cover at-home ketamine treatments. 

CONTRAINDICATIONS TO KETAMINE THERAPY
Ketamine treatment is not appropriate for all individuals, and in 
some cases, the potential benefits of ketamine treatment do not 

Nurses interested in administering 
ketamine therapy should consult their 
state’s nurse practice act to determine 
whether ketamine administration falls 
within their scope of practice.
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be thoroughly educated on the potential risks and benefits of ket-
amine therapy, the various means through which ketamine ther-
apy is available, and alternatives to ketamine therapy.72 Patients 
interested in ketamine therapy should be advised that only esket-
amine is approved for a mental health indication and that all pre-
scriptions of racemic ketamine are therefore off-label and likely 
not covered by insurance. Patients should be encouraged to 
inquire about a practitioner’s credentials, including formal psychi-
atric training, completion of advanced ketamine therapy certifica-
tion, and a demonstrated record of safe and effective clinical care. 
Nurses interested in administering ketamine therapy must be pre-
pared to provide a thorough informed consent process so that 
patient autonomy is respected.

The ethical principles of beneficence and nonmaleficence 
require that nurses promote the well-being of their patients and 
prevent harm when possible.73 These two ethical principles are 
fundamental in ketamine therapy because of the vulnerability of 
patients seeking out this form of treatment. Ketamine is not yet a 
first-line treatment for mental health disorders, meaning that indi-
viduals seeking ketamine treatment have often spent years seek-
ing to treat their mental health symptoms with medication or 
psychotherapy. Understandably, these patients may be desperate 
for relief from their symptoms and, out of that desperation, seek 
out care without thoroughly vetting their options or practitioners. 
Experts have advocated for the development of a ketamine reg-
istry to track ketamine prescribers and adverse outcomes,74 but 
no such registry yet exists. Without the oversight that a national 
registry would provide, patients seeking relief from their mental 
health symptoms are left susceptible to potentially unscrupulous 
practitioners who may lack the training to safely care for this vul-
nerable population, leading to patient harm and adverse outcomes. 
Furthermore, the advent of at-home ketamine treatments may 
lead patients to seek out forms of care that lack any supervision 
during ketamine treatments, which is a safety concern and may 
increase the risk of ketamine misuse. Although ketamine does 
have a favorable safety profile with minimal risk of respiratory 
depression, it is still a dissociative anesthetic. Even at the sub-
anesthetic doses used to treat mental health disorders, ketamine 
should not be used without supervision. Nurses administering ket-
amine should be sensitive to how the ethical principles of benef-
icence and nonmaleficence can be upheld while caring for 
vulnerable patients. 

The ethical principle of justice stipulates that individuals 
should be treated equitably73; nurses should be aware of the 
challenges in creating equitable access to ketamine therapy. 
Ketamine therapy can be prohibitively expensive, reducing 
access to a potentially beneficial treatment. Although esket-
amine is an FDA-approved treatment for TRD, not all insurance 
plans will cover it, and the out-of-pocket cost ($1,000 to $1,500 
for a single treatment) can be a substantial barrier to care.50 
Insurance plans generally do not cover other forms of ketamine 
therapy, such as IV infusions, KAP, or at-home treatments, 
because of its off-label status, and each ketamine treatment 
can cost several hundred dollars. This leaves patients in a bind: 
those who most need treatment for intractable mental health 
symptoms might be least able to access it. Geographic access—
physical proximity to care—to ketamine treatment is another 
equity issue. Perhaps the most compelling argument in favor 
of virtual ketamine clinics is that they give individuals living in 

outweigh the risks. Psychiatric contraindications for ketamine 
treatment include a history of psychosis or mania.63 Ketamine 
increases cardiovascular tone, so a recent history of myocardial 
infarction or cerebrovascular accident and currently uncontrolled 
hypertension are contraindications; ketamine is also contraindi-
cated in individuals with severe hepatic disease.64 Patients with a 
remote history of myocardial infarction, cerebrovascular accident, 
or currently controlled hypertension should consult with their pri-
mary care practitioners or specialists before proceeding with ket-
amine treatment. Additional contraindications to ketamine 
treatment include active ketamine or other substance abuse, preg-
nancy, and previous adverse reactions to ketamine.63,64 Prolonged 
use of high doses of ketamine, particularly with illicit use of ket-
amine, has been shown to cause genitourinary complications such 
as interstitial cystitis.65 In light of these safety concerns, regulatory 
oversight is crucial in guiding appropriate use.

REGULATORY IMPLICATIONS
Because ketamine is a legally available Schedule III controlled sub-
stance, its use is regulated by the DEA, and prescribers must hold 
an active DEA license to prescribe it.40 However, when it comes to 
the use of ketamine in treating mental health conditions, regula-
tion is fragmented and inconsistent. There are no federal guide-
lines that specify which health care practitioners are permitted to 
administer ketamine for psychiatric use, what training is required 
prior to doing so, or how to determine appropriate patient eligibil-
ity. The murky regulatory landscape surrounding ketamine can lead 
to legal consequences, such as lawsuits or the revocation of DEA 
licenses, as has been reported in the media, if ketamine is admin-
istered outside established safety and regulatory standards.66,67 This 
lack of standardized oversight has contributed to significant vari-
ability in practice and raised concerns about patient safety and 
practitioner qualifications.68 Esketamine, the only form of ketamine 
approved by the FDA for a psychiatric indication, is the one excep-
tion and is subject to the FDA’s REMS program, which outlines spe-
cific requirements for practitioner training, patient eligibility, 
in-clinic administration, and postdose monitoring.69 

Nurses interested in administering ketamine therapy should 
consult their state’s nurse practice act to determine whether ket-
amine administration falls within their scope of practice. In addi-
tion, they should confirm that their malpractice insurance explicitly 
covers ketamine-related services. Psychiatric-mental health NPs 
who plan to administer esketamine must register with the esket-
amine REMS program and follow all associated protocols to com-
ply with federal regulations.

ETHICAL IMPLICATIONS
The current landscape of ketamine therapy raises multiple ethical 
concerns for nurses, especially as off-label use grows and formal 
oversight remains limited.70 As nurses strive to uphold the ethical 
principles of autonomy, beneficence, nonmaleficence, and justice, 
they must navigate a treatment modality characterized by thera-
peutic promise, evolving evidence, and a lack of standardization 
in practice. The most prominent of these ethical questions are 
those surrounding informed consent, the potential vulnerability of 
patients seeking ketamine therapy, and equitable access to 
treatment.

A fundamental way to respect a patient’s autonomy is to obtain 
informed consent for a proposed intervention.71 Patients should 
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rural areas without nearby in-person options a means to access 
treatment. 

Based on current research, there is justified optimism about 
ketamine’s potential to alleviate symptoms in individuals with oth-
erwise intractable mental health disorders. However, optimism 
must be tempered by ethical awareness. The off-label status of 
racemic ketamine, variability in practitioner training, and lack of 
consistent regulation may expose patients to harm. Nurses must 
maintain an understanding of these evolving dynamics to effec-
tively advise patients seeking ketamine therapy.

NURSING IMPLICATIONS
As ketamine therapy for mental health indications becomes more 
common, nurses across a variety of roles—from bedside nurses 
to advanced practice clinicians—will increasingly encounter 
patients who are curious about, receiving, or recovering from 
ketamine treatment. These interactions can occur in diverse 
settings, including outpatient clinics, inpatient units, EDs, schools, 
and community-based programs. Nurses must therefore be 
prepared to educate patients and families, assess safety and 
appropriateness, and advocate for evidence-based, ethically 
sound care.

Patient and family education is essential before and during ket-
amine treatment. Nurses should explain the treatment process, 
expected effects, safety precautions, and signs of adverse reactions. 
This includes discussing the differences between FDA-approved 
esketamine and off-label uses of racemic ketamine, as well as poten-
tial risks, adverse effects, and treatment alternatives. Education 
should also address the importance of adherence to follow-up care 
and participation in psychosocial supports—such as cognitive 
behavioral therapy, mindfulness-based approaches, sleep hygiene 
strategies, and movement-based practices75-77—and reinforce the 
importance of avoiding unsupervised or nonclinical ketamine use.

Nurses administering or supporting ketamine therapy must be 
familiar with common adverse effects, including dissociation, nau-
sea, elevated blood pressure, and sedation, as well as potential 
adverse effects such as bladder dysfunction or cognitive changes 
with long-term use.78 Patients should be advised to fast prior to 
ketamine administration to reduce the risk of nausea, and vital 
signs should be monitored throughout the session to support 
early detection of hypertension or excessive sedation. Clinically 
significant hypertension may be managed with medications such 
as metoprolol or clonidine; nausea may be managed with ondan-
setron or dimenhydrinate.78 Nurses can further enhance patient 
comfort by creating a calm, supportive environment during treat-
ment; simple interventions such as dimmed lighting and comfort 
items like blankets or pillows can be effective. 

In addition to managing acute effects of ketamine, nurses 
should be vigilant for signs of ketamine misuse or diversion, 

especially when patients receive ketamine at home or through 
online clinics.59 As part of comprehensive safety monitoring, nurses 
must also consider pharmacological factors that can influence ket-
amine’s therapeutic response or introduce new risks. Although no 
significant interactions have been documented between ketamine 
and most conventional antidepressants,79 some medications may 
influence its efficacy. Benzodiazepines may dampen ketamine’s 
antidepressant effects and increase sedative effects, and although 
evidence is mixed, lamotrigine may also attenuate ketamine’s 
impact.80 Furthermore, medications that induce the cytochrome 
P-450 (CYP) isozymes CYP2B6 and CYP3A4 may reduce ketamine’s 
effectiveness, whereas CYP2B6 and CYP3A4 inhibitors may 
increase the risk of adverse effects.79 

Significantly, nurses working in diverse settings such as outpa-
tient mental health clinics, inpatient mental health units, primary 
care, and public health may encounter patients who are curious 
about or actively receiving ketamine therapy. In these roles, nurses 
are well positioned to offer education, promote safety, assess 
patient understanding, and help coordinate ongoing care, even if 
they are not directly administering or prescribing ketamine them-
selves. Nurses should remain aware of systemic barriers to care, 
such as high costs, limited insurance coverage, and geographic 
hurdles, that shape who receives ketamine therapy and under 
what conditions. Advocating for equitable access—particularly for 
those who qualify for treatment but cannot afford care—is a pro-
fessional and ethical imperative.

CONCLUSIONS
Ketamine is an emerging treatment for depression and other men-
tal health conditions. Although ketamine has been shown to rap-
idly reduce mental health symptoms such as depression and has 
a favorable safety profile, the use of ketamine is not without risk, 
and patients should be advised only to use ketamine in clinically 
supervised settings. Nurses should be prepared to discuss ketamine 
with their patients, along with its relative potential risks and bene-
fits and the ways in which ketamine can be administered. 
Furthermore, nurses should be aware of the regulatory and ethical 
implications associated with the use of ketamine in the treatment 
of mental health disorders. However, ketamine treatment that is 
administered safely and ethically by trained nurses who are guided 
by the available evidence can help mental health patients strug-
gling with otherwise intractable mental health conditions.  ▼

For 145 additional nursing continuing professional  
development activities on drug therapy topics, go to  
www.nursingcenter.com/ce.
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