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	Assisting with Lumbar Puncture


Definition/Purpose: A lumbar puncture is a sterile procedure performed by a physician, nurse practitioner, or physician assistant (state-specific) in which a spinal needle is introduced into the subarachnoid space of the spinal column. A lumbar puncture is performed to measure cerebrospinal fluid pressure, to obtain cerebrospinal fluid (CSF) for visual and laboratory examination (usually to diagnose brain or spinal cord disease in the oncology setting), and to inject anesthetic, diagnostic, or therapeutic agents.

Personnel Responsible: Performed by a Physician assisted by an RN, LPN, Medical Assistant and Child Life Specialist if available.

Equipment/Supplies Required:
 

· Lumbar puncture tray with appropriate pediatric spinal needle

· Sterile 4x4 and 2x2 bandages

· Lidocaine

· Sterile gloves in appropriate size for physician

Policy:  Appropriate care and procedures must be followed when assisting with a lumbar puncture to ensure patient safety and adequate sample collection.

Pre-procedure Scheduling and Billing Considerations:

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

Procedural Steps:

A. Identify patient and explain the procedure.  

B. Verify/obtain informed consent.

C. Assess and record vital signs.

D. If chemotherapy is to be administered, RN or pharmacist is to verify dose and drug with physician and draw up chemotherapy using sterile technique. All drugs and solutions must be preservative-free to be administered intrathecally. Be alert to the special indications for intrathecally compatible drugs.
E. Determine if antiemetic premedication is necessary and administer, if appropriate.
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F. Position the patient for the procedure in lateral decubitus (fetal) position with head and neck flexed. Bring both arms and knees toward center of body. Expose back. 

G. Wash hands.

H. Set up sterile tray and make it accessible for the physician. Open the sterile gloves and leave them ready for physician.

I. Assist patient throughout procedure:

1. Help to maintain correct position by supporting patient.

2. Reassure patient in coaching manner, describing steps in procedure as appropriate.

J. Place garbage bin and sharps container within reach of physician for safe disposal of used items.

K. Verify which sample collection tubes are for each particular test.

L. As the samples of spinal fluid are collected, label each sample with the patient’s name and apply the corresponding lab request sticker to each vial.

M. Sample label should include patient’s name, date, time, number of tube collected, RN initials, and physician initials.

N. When the procedure is finished, apply pressure to the site and/or dressing.

O. Have patient lie flat on back and monitor site for 1 hour following procedure before patient is discharged from office.

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. Severe headache

2. Nausea 

3. Vomiting

D. Swelling, redness, continuous bleeding or other drainage

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

F. Instructions for medication use for discomfort

Documentation:

A. Medical Records

1. Document procedure performed, including date and time, physician’s name, and patient’s tolerance of procedure.

2. Document patient’s vital signs, neurologic status of legs, i.e., movement, sensation, muscle strength pre and post procedure.

3. During and after procedure observe patient for and document:

a) Changes in level of consciousness and reaction

b) Respiratory status, vital signs

c) Numbness, tingling, or pain radiating down legs

d) Document any drainage on dressing.

4. Individual administering medication must document any medication administered, including dosage, route, time and response.

B. Billing 

Include appropriate charges for procedure (62270 or 96450 if chemo administered), equipment, supplies (LP tray), medication (J codes), if given, and tests, if ordered.
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