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	Chemotherapy Administration


Definition/Purpose: Intravenous chemotherapy administration is the most common route of antineoplastic drug administration. It is defined as the delivery of chemotherapy into the venous system.
Personnel Responsible: Chemotherapy Nurses or physician if peripheral I.V site is used.

Equipment/Supplies Required:
 

· Personal Protective Equipment

· Drugs to be administered

· IV solutions

· IV administration set/tubing

· Alcohol wipes

· IV access device (needle)

Policy:

1. All chemotherapy treatments will be administered by registered nurses with specialized training and skill.  

2. All patients will receive education and information on the drugs to be administered, expected side effects, schedule of treatments, and required laboratory testing.  

3. Prior to the administration of chemotherapy, each patient will have appropriate pre-chemotherapy lab tests, which may include: CBC, chemistry profiles, tumor markers, ejection fractions,. The results of these tests will be reviewed by the treatment nurse and reported to the physician as necessary.  

4. All chemotherapy treatment regimens and roadmaps require physician approval prior to administration. This approval may be in the form of a written/signed order..

Procedural Steps:

A. Establish work area to organize materials: IV start materials, syringes, flush, IV fluids and prepare infusion room.

B. Select needle size and type according to the patient’s central venous access device and treatment to be administered. All chemotherapy agents are administered via a central venous access device for the safety of the patient. If the patient does not have a cvc then the physician administeres the chemotherapy.

C. Prepare the pediatric patient for the procedure e.g have family nearby,a favorite toy a video for a longer infusion

D. Ensure adequate lighting and visualization of area to be accessed.

E. Remove clothing near access site.

F. Vesicants: all vesicant drugs will be given by bolus method sidearm to free-flowing IV fluids, with the exception of administration through a patent central venous access device.

1. Patency of venous access will be checked during bolus administration after every 2-3 mL of medication to monitor for infiltration/extravasation.

H. Nonvesicants can be administered by IV, IM, SQ, intradermal, intrathecal (IT by physician only).

I.      Visualize the venous access device and check the site and the device itself if a Broviac or PICC is used.

J. Utilize an appropriate sterile technique for access. (see policy 3.4)

K. Upon accessing the central venous access device a blood return must be easily established.

L. Secure needle with tape, while ensuring visualization of the site.

M. Flush needle with sterile NS, or other “plain” intravenous fluid to clear the line and establish patency. Observe the site at this time to ensure that swelling is not occurring at the port site or that there is no leaking if a cvc is used.

N. Check patient’s condition periodically during drug administration, and explain actions being taken, when appropriate.

O. Monitor the status of the venous access site periodically during the process.

P. Administer antiemetics (if not already given).

Q. Ensure drug containment at all times. Wipe any droplets at the connector or Y-site with a gauze pad.

R. Administer chemotherapy drugs as ordered

1.  IV Push:

a. Use slow, steady pressure

b. Check for a blood return every 2-3 mL 

2. Free Flow

S. Check for a blood return before and after each drug.

T. Flush between each drug with sterile NS or to avoid drug admixture and potential precipitation.

U. When administering short-term infusions, establish the infusion, securing all tubing connections, and set the appropriate flow rate.

V. If applicable, place long-term infusions on an infusion pump.Flush after last drug with sterile NS or.If appropriate, discontinue the IV needle. For peripheral sites, hold pressure manually over the site for a few minutes, then apply small, sterile dressing.

W. Discard all materials (needles, syringes, bags, tubing, gown, gloves, etc.) appropriately.

X. Assess patient’s status and provide for follow-up: transportation, return appointment, and prescriptions.

Patient/Caregiver Instructions:

A. Review chemotherapy education, including:

1. Drugs administered

2. Possible side effects and management

3. Physician contact phone number for after-hours emergencies

4. Patient’s response to therapy, as observed in the clinic

B. Review postchemotherapy supportive care drug regimen and give written instructions for chemotherapy medications and antiemetics, if possible.

Documentation:

A. Medical Record

All chemotherapy administration procedures should be documented in the Medical Record. This documentation should include: name of drug/dose given, route of administration, stop and start times for all infusions as well as any assessments performed during administration, eg, vital signs, patency of venous access (blood return checks).


B. Billing 

Mark encounter form to bill for appropriate units of medication (J codes), IV solutions, and supplies as well as chemotherapy administration procedure codes (96400, 96408, 96410, 96412). Bill Level 1 E&M code (99211-nurse visit) as appropriate.
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