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	Emergency Management of Anaphylaxis 
and Hypersensitivity Reactions in the Oncology Patient


Definition/Purpose: A hypersensitivity/anaphylactic reaction is a systemic, possibly life threatening occurrence resulting from exposure to a particular chemotherapy or therapeutic agent. Prompt identification of the signs and symptoms, and immediate intervention is essential to achieving the best outcome for the patient.

Personnel Responsible: Registered Nurses, Nurse Practitioners, Physicians Assistants, Physicians

Equipment/Supplies Required:


· NS 500 mL, two bags with new tubing

· Nonsterile gloves

· Oxygen with nasal cannula, mask

· BP cuff/stethoscope

· Emergency kit with these IV medications: 

BenadrylTM 50 mg

Epinephrine 1:1000

DecadronTM 20 mg

SolucortefTM 100 mg

· Emergency drug administration sheet

· Ambu bag

· CPR mask

· IV start kit with cannula

· Pulse oximeter

· Defibrillator

· Other practice-specific items: 

__________________________________________

__________________________________________

__________________________________________

Policy:

· Physicians, nurse practitioners, and nurses will have CPR training.

· A physician trained and experienced in administration of chemotherapeutic agents will supervise nursing staff performing this function.  A physician will be present in the facility when a drug or biologic agent known to cause anaphylaxis is going to be administered.  

· All registered nurses who administer chemotherapeutic agents will follow the prescribed procedure when dealing with an anaphylactic/hypersensitivity reaction.

· In the event that an anaphylactic reaction occurs, a nurse will remain with the patient at all times.

· All anaphylactic/hypersensitivity reactions will be immediately reported to a physician.  Orders for treatment will be received from the physician.

· The RN will document the patient’s signs and symptoms of anaphylactic/hypersensitivity reaction, notification of physician, actions taken (including vital signs and medications administered), and the patient’s response to those actions.

· The RN will fill out an Emergency Adverse Drug Reaction Report form and submit it to the next level manager.

Procedural Steps:

A. Prior to chemotherapy treatment, review the patient’s allergy history.

B. When administering a drug known to have an increased incidence of hypersensitivity, consider performing an intradermal skin test or IV test dose before initial dose (this requires a physician’s order).  

1. Observe the patient for at least 15 minutes after administering a test dose for local or systemic reactions.

2. If no signs of an allergic reaction occur, proceed with initial dosing.

C.   Titrate dose and slowly increase infusion rate.

D.  Localized hypersensitivity (rash, itching, flushing):  


1.  Stop the infusion for 30-60 minutes


2.  Premedicate with antihistamines and/or corticosteroids

3. Dilute the drug with additional solution

4. Increase the infusion time

5. Discuss with physician the possibility of substituting a similar drug

6. Consider desensitization with the physician present.

E. Generalized hypersensitivity/anaphylactic reaction:  

1. Signs and symptoms of a generalized hypersensitivity/anaphylactic response generally occur within the first 15 minutes from the start of the infusion and may include:

a) Generalized itching

b) Chest tightness

c) Agitation/anxiety/or “not feeling right”

d) Dizziness

e) Nausea and/or vomiting

f) Cramps/abdominal pain

g) Chills

h) Burning/tingling sensations

i) Flushed appearance (angioedema of face, neck, eyelids, hands, and feet)

j) Respiratory distress with or without wheezing

k) Hypotension

l) Cyanosis

m) Back/leg pain

n) Sudden urge to urinate/defecate

o) Difficulty swallowing or speaking

p) Localized or generalized urticaria

2. Treatment: Immediate action is imperative.  Many actions may need to be performed simultaneously.

a) Stop the infusion immediately and notify physician.

b) Begin IV hydration using NS to maintain the IV access and expand the vascular space.

c) Take vital signs (B/P, pulse, and respirations).

d) Stay with the patient.  Have other staff members notify physician and get emergency kit and oxygen (optimally will be in room).

e) Administer emergency drugs per standing orders or physician orders:

1) SolucortefTM 100 mg IV stat

2) Diphenhydramine 50 mg IV stat

3) Dexamethasone 20 mg stat

4) Epinephrine (1:1000) 0.1-0.5 mg IVP, repeat every 10 minutes

5) If wheezing is present that does not respond to epinephrine, administer nebulized albuterol solution 0.35 mL.

f) Place patient in supine or trendelenberg position as appropriate.

g) Continuously assess patient observing for signs of cardiopulmonary distress.

h) Monitor vital signs every two minutes until stable, every 5 minutes for 30 minutes, every 15 minutes for 1 hour.

i) Reassure patient.

j) Maintain the airway and anticipate the need for cardiopulmonary resuscitation or a call to 911 Emergency Services.  Administer oxygen prn.

F. TaxolTM hypersensitivity reactions:

1. TaxolTM infusion should be stopped if patient develops

a) Significant change in blood pressure

b) Chest pain

c) Dyspnea

d) Facial edema with flushing

2. It is not necessary to discontinue TaxolTM infusion for bradycardia, tachycardia, or flushing unless these symptoms are associated with the symptoms described in #1 above.

3. If the patient experiences the symptoms described in #1 above, the nurse should

a) Stop TaxolTM infusion

b) Begin NS administration

c) Administer BenadrylTM 50 mg

d) Monitor vital signs

e) Contact physician for further orders

4. Epinephrine 1:1000 subcutaneously should NOT be administered if the patient is experiencing hypertension.

 Patient/Caregiver Instructions: 

A. Assess the patient’s mental status and his/her ability to participate in reporting the signs and symptoms of an anaphylactic/hypersensitivity reaction.

B. Inform the patient/caregiver of the potential for allergic/hypersensitivity reactions, and the necessity to report any of the following symptoms:

1. Uneasiness, agitation, or anxiety

2. Abdominal cramping

3. Generalized or local itching

4. Chest tightness

5. Shortness of breath

6. Dizziness

7. Chills

8. Facial flushing

9. Nausea

10. Difficulty swallowing or speaking

11. Sudden, urgent need to void or defecate

12. Pain in back, chest, or legs

Documentation:

A.  Medical Records—Emergency Adverse Drug Reaction Form

1. Observations and assessment of patient, both subjective and objective. Note time the reaction started.

2. Notification of the physician

3. Immediate actions taken including but not exclusive to 

a) Vital signs

b) Position of patient

c) Fluids administered

d) Airway maintenance (oxygen use)

4.  Note staff present, attending to patient’s needs

5.  Medications including dosages and times administered

6.  Patient’s response to actions/medications and time involved

7.  Any patient/family teaching and level of understanding

8.  Follow-up care indicated

B. Adverse Drug Reaction (ADR) Report Form 

Complete the ADR report form as described in the ADR Surveillance and reporting nursing procedure. Send this completed document to the next level of nursing management.

Emergency Adverse Drug Reaction Report

Patient Name: _____________________________
Date: ___________

Name of Physician Notified:  ____________________
Time: ___________

Drug Administered: ______________________
Baseline Vital Signs: ________________________

Assessment:

Signs/Symptoms:

_______ Uneasiness/agitation/anxiety

_______ Abdominal cramping

_______ Generalized or local itching

_______ Chest tightness

_______ Shortness of breath

_______ Dizziness

_______ Chills

_______ Facial flushing

_______ Nausea and/or vomiting

_______ Difficulty swallowing or speaking

_______ Sudden, urgent need to void or defecate

_______ Pain in back, chest, or legs

_______ Other, describe ___________________________________________________________




 ___________________________________________________________

Actions Taken:

Vital Signs

	Time
	Blood Pressure
	Pulse
	Temperature
	Resps.
	RN

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


IV Fluids Administered:

	Type of Fluid/Amt./Rate
	Time Started/Ended
	RN

	
	
	

	
	
	

	
	
	

	
	
	


Medications Administered:

	Name
	Dosage
	Time Given
	RN

	1)
	
	
	

	2)
	
	
	

	3)
	
	
	

	4)
	
	
	


Airway Maintenance


Oxygen? Yes/Liter Flow _________________  No ________________

Patient's response to actions taken:

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

Patient/family teaching:

______________________________________________________________

______________________________________________________________

______________________________________________________________

Follow-up care, if required:

______________________________________________________________

______________________________________________________________

______________________________________________________________

Form completed by ______________________

Date ______________
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