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	Assisting with Bone Marrow 
Aspiration and Biopsy


Definition/Purpose: Bone marrow aspiration is the removal of a small amount of the liquid organic material in the medullary canals of selected bones (sternum and the posterior superior iliac crests) for laboratory analysis. Bone marrow biopsy is the removal of a core of marrow cells from these same areas.

Policy:
· Bone marrow aspirations and biopsies are performed using sterile technique by a physician, physician assistant, or nurse practitioner. The physician is assisted in the procedure by an RN, LPN/LVN, medical assistant, and/or lab technician.

· Bone marrow aspirations and biopsies are done to diagnose hematologic malignancy, metastatic disease, anemia, thrombocytopenia, and other bone marrow diseases

 Pre-procedure Scheduling and Billing Considerations: Although Children’s Cancer Alliance office will not be performing the procedure it is important to have all pre-procedure requirements in place.
Determine special needs such as:

A. Time of day to schedule procedure based on shipping requirements for specimens (eg, cytogenetic studies)
B. Prior authorization/insurance regulations regarding procedure, eg, special diagnostic, laboratory, or medication administration

C. If drugs are to be administered during procedure, coordinate availability with pharmacy, if necessary

D. Please instruct the patient where the procedure will be taking place and make sure the family has any instructions regarding fasting prior to sedation.

E. Please confirm with South Counties Pediatric Office that the physician is confirmed for the procedure.

Should a bone marrow aspiration be done in the CCA office the full text of the policy is located in the NOA Policy Manual

Procedural Steps:

A.   Identify the patient and explain the procedure.

B.   Obtain/verify informed consent for procedure.

C.   Assess and record vital signs. 

D. Review current medication use and recent labs, such as PT, PTT, and platelet count.

E. Assess patient’s ability to assume and maintain proper position.

F. Assure premedication is administered by appropriate personnel.

G. Notify lab of impending procedure.

H. Wash hands.

I. Set up sterile procedure tray and sterile gloves for physician.

J. Place sharps container and trash container within easy reach.

K. Determine site to be biopsied, assist patient into correct position (prone position with iliac crest exposed, supine for sternal), and help patient maintain the position throughout the procedure.

L. Assist patient throughout procedure:

1. Describe steps of procedure as they are implemented by physician.

2. Ensure patient comfort and assess for untoward reactions.

K. Collect and label specimens as ordered.  Determine specimen requirement for cytogenetic studies and logistics of sending specimens to outside laboratories.

M.  Following the procedure, apply pressure bandage to the biopsy site, maintaining manual pressure until bleeding has stopped.

N.  Remove excess BetadineTM from the area.

O.  For post-iliac crest procedure, assist patient to assume prone position to further assist in preventing bleeding. Patient must stay in this position for a minimum of 15 minutes. If, at the 15-minute interval, patient is still bleeding from site, have him/her remain in position and reassess every 15 minutes.

P.  Carefully dispose of equipment and sharps; wash hands.

Q.  Prior to discharge, recheck dressing, document vital signs, and assess patient’s level of consciousness if premedicated.

Patient/Caregiver Instructions:

Provide oral and written instructions for discharge, which should include:

A. What to expect in terms of side effects

B. When and how to remove dressings

C. Signs or symptoms that should prompt a phone call to physician, such as:

1. Swelling

2. Redness

3. Continuous bleeding 

4. Site drainage

D. Any restrictions in activity, showering, food, fluids, etc.

E. Instructions for medication use for discomfort

Documentation:

A. Medical Records

1. Document date and time along with physician’s name.

2. Document 

a) Procedure performed

b) Patient’s tolerance

c) Location of puncture site

d) Dressing type

e) Amount and color of marrow aspirated [documented by individual performing procedure]

f) Lab tests ordered (if applicable)

g) Any medication given by order prior to procedure [documented by individual administering medication]

3. Document all vital signs taken

B.  Billing 

1. Individual performing procedure should mark encounter form to bill for procedures and all appropriate equipment, supplies (BM tray), and tests ordered.

2. Individual administering medications should mark and bill for any premedications (J codes) and/or IV fluids given in conjunction with procedure.
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