ICON CHEMOTHERAPY ADMINISTRATION
STANDARDS AND GUIDELINES RESOURCE
DOCUMENT
THE ROLE, RESPONSIBILITIES AND REQUISITE
COMPETENCIES OF HEALTHCARE PROFESSIONALS
INVOLVED IN THE ADMINISTRATION OF CHEMOTHERAPY

© ICON 2017 ALL RIGHTS RESERVED
1

INDEX
GENERAL INTRODUCTION DOCUMENT
1. INTRODUCTION
2. AIMS
3. ERRORS IN CHEMOTHERAPY ADMINISTRATION
4. CURRENT LOCAL GUIDELINES FOR CHEMOTHERAPY ADMINISTRATION
5. CONTROL OF MEDICINES IN SOUTH AFRICA
6. MULTIDISCIPLINARY NATURE OF CHEMOTHERAPY ADMINISTRATION
7. SCOPE OF THESE GUIDELINES
-

Oncologist

-

Oncology Pharmacist

-

Oncology Nurse

8. DEFINITIONS
9. COMPETENCY AND SKILLS
10. TRAINING
11. IDENTIFICATION OF CHEMOTHERAPY STAFF
12. RESOURCES
13. EXPECTED BASIC KNOWLEDGE
14. CHEMOTHERAPY PATIENT PATHWAY

THE HEALTHCARE PROFESSIONALS
I.

ROLE OF THE ONCOLOGIST

II.

ROLE OF THE ONCOLOGY PHARMACIST

III.

ROLE OF THE ONCOLOGY NURSE

© ICON 2017 ALL RIGHTS RESERVED
2
Disclaimer
The Independent Clinical Oncology Network (Pty) Ltd (ICON) cannot be held responsible for
the outcome or consequences of the application or non-application of these standards and
guidelines in the clinical setting. The ultimate decision to follow these standards and
guidelines rests with the individual treating professional.
While every effort has been made to ensure the accuracy of the information contained within
this publication, ICON can give no guarantees on this information or the application thereof.
In every individual case the respective user must confirm indications and accuracy by
consulting other literature and following the guidelines laid down by the their own authorities,
manufacturers of specific products or organizations that may apply.
Healthcare professionals are expected to consider all issues regarding their patient when
exercising their clinical judgment. These standards and guidelines do not override the
individual responsibility of healthcare professionals to make decisions appropriate to the
circumstances of the individual patient, in consultation with the patient and/or guardian or
carer, and informed by the practice specific guidelines or standards.
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GENERAL INTRODUCTION DOCUMENT
1. INTRODUCTION
The modern era of Oncology offers us a wide range of treatment options for our cancer
patients. These novel chemotherapeutic and hormonal agents, targeted therapies and new
combinations give us the opportunity to improve our patients’ outcomes. To ensure that we
capitalize on these gains and optimize outcomes, ICON believes in promoting safe and
competent chemotherapy administration processes.
It is with this in mind that this reference document has been drawn up by ICON. Our goal is
to collate in one document the best of recognised standards and guidelines for the
administration of chemotherapy as applicable to our local circumstances.
We recognise that:
▪ Oncology is a challenging field with high stakes and vulnerable patients
▪ Chemotherapy has narrow margins of error (therapeutic index)
▪ Chemotherapy is toxic even at therapeutic doses
▪ Chemotherapy regimens are often highly complex
▪ Chemotherapy administration is a multidisciplinary process.
2. AIMS
The focus of this document is to assist ICON oncology professionals in developing operating
procedures and processes that best serve their patients.
Central to this is the promotion of chemotherapy administration error reduction and safety
in the ICON environment:
- the safety of patients receiving chemotherapy
- the safety of professional staff involved in the prescribing, storage, handling,
preparation, dispensing, disposing and administering of chemotherapy.
While the aims of chemotherapy are far more than just error reduction and safety, this is a
critical point of departure before other goals such as improved treatment outcomes or
improved patient experience and staff job satisfaction can be considered. It is our hope that
this reference document will be a good starting point for ICON practices to achieve both
improved safety as well as outcomes.
3. ERRORS IN CHEMOTHERAPY ADMINISTRATION
Walsh et al. (2009) observed an error rate of 8.2 per 1000 medication orders in adult cancer
patients in the outpatient setting of which 5/1000 had the potential to cause harm and 1/1000
resulted in injury to the patient.
For these statistics to be improved on, ICON believes a number of aspects need to be
looked at. These include the adequate training and competencies of all healthcare
professionals involved in chemotherapy administration as well as a clear pathway with
checks and balances at critical areas. In addition, comprehensive standard operating
procedures that promote careful attention to detail at every step of the chemotherapy
administration pathway are highlighted.
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4. CURRENT LOCAL GUIDELINES FOR CHEMOTHERAPY ADMINISTRATION
There are currently no South African national guidelines or standards for chemotherapy
administration.
The administration of medicines is an important aspect of our professional practice and in
oncology the delivery of chemotherapy is a mainstay of treatment. There are currently no
South African national guidelines or standards for the safe prescribing, handling, dispensing,
preparation, administration and disposal of chemotherapy, either from the Health
Professions Council of South Africa, the oncology professional societies (SASCRO /
SASMO), the South African Nursing Council or the South African Pharmacy Council.
This document has been drawn up by ICON to start the process of addressing this lack of
standards, guidelines and competencies for chemotherapy administration in South Africa.
5. CONTROL OF MEDICINES IN SOUTH AFRICA
The control of medicines in South Africa is primarily through:
▪ The Medicines Control Council (MCC) under the Medicines and Related Substance
Act No, 101 of 1965 (amended 2003). This Act and the National Drugs Policy of 1996
deal mainly with the registration, pricing, advertising, procurement, distribution,
prescription and dispensing of medication in general.
▪ The National Health Act No. 61 of 2003 is the overarching framework for the health
system and healthcare delivery in SA and does not address the minutiae of drug
administration.
▪ The Health Professions Act No. 56 of 1974 determines that only people registered
under this act may diagnose and prescribe treatment.
▪ The Pharmacy Act No. 53 of 1974 and the Nursing Act No.50 of 1978 offer some
guidelines on scope of practice but these are very wide and non-specific and do not
address chemotherapy delivery specifically.
6. THE MULTIDISCIPLINARY NATURE OF CHEMOTHERAPY ADMINISTRATION
Safe and successful chemotherapy administration depends on a number of disciplines that
work together and rely on each other to ensure that patients are treated optimally and to
prevent administration errors. Central to this is the patient whose role should not be under
estimated.
7. SCOPE OF THESE GUIDELINES
We recognise, and highlight, the fact that the prescription, preparation and administration of
chemotherapy is not a mechanistic task simply to be blindly performed in strict compliance
with protocols, guidelines, procedures and instructions. It requires thought and professional
judgement by all healthcare professionals involved at every step of the process.
Thus, this guidance is addressed to:
I.
Doctors prescribing chemotherapy (Oncologists);
II.
Pharmacists involved in the ordering, storage, preparation, dispensing, and disposal
of chemotherapy (Oncology Pharmacists)
III.
Nurse practitioners involved in the administration of chemotherapy (Oncology
Nurses)
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For safe and effective chemotherapy administration, each step of the process must be
implemented safely and correctly – (see ‘The Chemotherapy Patient Pathway’ below.)
For this to happen it is important for there are basic, minimum standards and competency
requirements of the healthcare professionals involved, and clear processes with checks and
balances with measures of all of these in place.
This document draws on the expertise of local experts in this field as well as a number of
international guidelines.
It is our hope that these ICON Chemotherapy Administration Standards and Guidelines will
be a good starting point to achieve the above aims in South Africa and set a high standard
for all those involved in the management of patients receiving chemotherapy.
8. DEFINITIONS
▪ ‘Chemotherapy’ includes all anti-neoplastic agents used to treat cancer including
intravenous, intramuscular and subcutaneous chemotherapy, intrathecal chemotherapy,
oral chemotherapy, targeted therapy as well as oncological hormonal therapies.
▪ ‘Chemotherapy administration’ encompasses treatment that is given as ambulatory
out patient, hospitalised in patient, in a satellite clinic or self-administration at home.
▪ ‘Patient’ refers to the patient and close family members, especially the primary care
givers.
9. COMPETENCY AND SKILLS
Competency should be a measure of the actual ability to perform specific duties and not
purely a qualification or professional title.
▪ All staff involved in the administration of chemotherapy must be competent to perform
the functions associated with their area of responsibility. As these ICON Guidelines
evolve it would be our aim to specify more clearly the measures that could be used to
guide and assess competency.
▪ It is the duty of the head of each ICON chemotherapy facility to establish a process to
ensure that designated personnel have been trained, accredited and are authorised to
administer chemotherapy as a treatment modality in line with recommendations of this
document.
10. TRAINING
It is the personal duty of every healthcare professional only to perform procedures for which
they are trained and feel competent to undertake.
▪ All staff involved in the administration of chemotherapy should maintain an appropriate
knowledge and skill base.
▪ Processes should be in place to ensure continuing professional development/education,
evaluation and upskilling of all staff.
▪ Documentation of such training should be kept in the appropriate department or
personnel file.
▪ Mechanisms should be in place to ensure appropriate training and supervision of
inexperienced and new staff and trainees.
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11. STAFF IDENTIFICATION AND PATIENT CONFIDENTIALITY
Staff involved in the care of patients should be easily identifiable to the patient.
▪ Identification should be according to the discipline and speciality they represent (e.g.
nursing, pharmacy, medical, pathology, cleaning staff, volunteers, etc.) This is to ensure
the patient can direct questions about their cancer treatment to the most appropriate
person.
▪ Students and trainees must be identified to the patient.
▪ It is recommended that a document about patient confidentially should be signed by all
staff, including temporary or training staff – (see Appendix - Confidentiality document)
12. RESOURCES AND MEDICAL COVER
Understaffing and unsupported junior staff have been shown to be one of the leading causes
of errors in the administration of chemotherapy. For these reasons:
▪ Appropriate staffing numbers and skill mix should be in place to ensure that safe
practices can be followed effectively.
▪ Adequate cover and support should be maintained at times; e.g. sufficient nursing staff
to cross-check each other prior to chemotherapy administration
▪ Competent medical cover within close access should be available at all times of
chemotherapy administration in case of serious adverse event or emergency.
▪ All staff involved in the administration of chemotherapy should have access to
appropriate resources that include relevant support services and information technology
systems.
▪ The use of electronic programs to facilitate the prescribing, dispensing and
administration of cancer therapy is recommended as a way of reducing confusion and
errors.
13. EXPECTED BASIC KNOWLEDGE
Some general principles that should be understood by all ICON staff involved in the
prescription, preparation and administration of chemotherapy include:
▪ The basic principles of chemotherapy including mechanism of action, dosage methods,
scheduling and administration
▪ Chemotherapy protocols commonly used within the specific practice. This includes local
policies and procedures of the practice.
▪ Adverse effects and toxicities associated with chemotherapy including the early
identification, ongoing monitoring, principles of prevention and management of these
▪ Principles of safe handling and disposal of chemotherapy
▪ Chemotherapy medication preparation, storage and transportation
▪ Special requirements for mixing, administration and handling of certain medications
▪ Information and support needs of patients receiving chemotherapy and their families
including psychological support
▪ Ethical and legal issues associated with the use of chemotherapy as a treatment
modality for cancer, in particular those that address informed consent and the rights of
the patient.
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14. THE CHEMOTHERAPY PATIENT PATHWAY
The recommended optimal overall pathway for a patient receiving chemotherapy in an ICON
facility is:
ONCOLOGIST
PATIENT

ONCOLOGIST /MDT

DISCUSSION AND CONSENT

▪

▪
▪

▪
▪

CHEMOTHERAPY
PRESCRIPTION

PRE-CHEMO PATIENT
EDUCATION AND
ASSESSMENT
PRESCRIPTION CHECKING,
MIXING, DISPENSING
CHEMOTHERAPY
CROSS-CHECKING AND
ADMINISTRATION
POST-CHEMOTHERAPY
PATIENT
MANAGEMENT

PATIENT FOLLOW-UP
AND
TREATMENT PLAN

DISCHARGE
MANAGEMENT

Patient is diagnosed and referred to the
Oncologist/MDT

ONCOLOGY PHARMACIST
Consultation with the Oncologist/MDT
Oncologist/MDT assessment and decision on
appropriate treatment options
Oncologist discussion with the patient re treatment
options, benefits and potential side-effects
Oncologist consents the patient for chosen treatment
option

▪

Oncologist prescribes the treatment regimen

▪

Oncology Nurse assesses patient prior to
administration
Patient education by Oncology Nurse

▪

ONCOLOGY NURSE

▪

Prescription is checked, mixed and dispensed by the
Oncology Pharmacist

▪
▪

Mixed Chemotherapy is checked by 2 Oncology Nurses
Chemotherapy is administered by the Oncology Nurse

▪

Patient is given take-home information re potential
side-effects, complications and appropriate emergency
contact details
Patient is given follow up appointments for further
treatment and investigations

▪

▪

▪

Patient is monitored for both side-effects and response
to treatment
Further treatment decisions then made by
Oncologist/MDT based on these outcomes
Subsequent care plan

▪
▪

Completion of treatment and follow up arrangements
Discharge planning

▪

ICON would recommend, where possible, that this stepwise pathway below is followed.
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If this is not currently possible due to various limitations and constraints, it is the process that
should be aimed for in the ideal ICON chemotherapy environment.
ICON believes that by having at least 3 trained professionals from different, but
complementary, disciplines involved in this complex process, cross-checking each other, as
well as an educated patient, will help in the reduction of administration errors and optimize
the patient’s outcome.
__________________________________
ROLES OF THE HEALTHCARE PROFESSIONALS
The following documents address the role and responsibilities of each of the three main
professional groups involved in the administration of chemotherapy.
I.

ROLE OF THE ONCOLOGIST

INDEX:
1. INTRODUCTION
2. SCOPE OF PRACTICE FOR THE ONCOLOGIST
- GENERAL RESPONSIBILITIES
- RECOMMENDED COMPETENCY AND SKILLS
3. THE CHEMOTHERAPY PRESCRIPTION /TREATMENT PLAN
- GENERAL AND LEGAL PRINCIPLES
- RECOMMENDED CHEMOTHERAPY PRESCRIPTION CONTENT
- ORAL CHEMOTHERAPY PRESCRIPTION - SPECIAL CONSIDERATIONS
4. INFORMED CONSENT AND PATIENT EDUCATION
- GENERAL LEGAL AND ETHICAL PRINCIPLES
- RECOMMENDED CONTENT OF THE INFORMED CONSENT PROCESS
- ORAL CHEMOTHERAPY – SPECIAL CONSIDERATIONS RE CONSENT
- PATIENT’S ROLE IN CONSENT AND EDUCATION – THE ‘VIGILANT PARTNER’
5. MANAGEMENT AND REPORTING OF ERRORS IN CHEMOTHERAPY
ADMINISTRATION
6. MANAGEMENT AND REPORTING OF CHEMOTHERAPY ADVERSE DRUG
REACTIONS
7. MANAGEMENT AND REPORTING OF CHEMOTHERAPY ADMINISTRATION
INCIDENTS
8. RECORD KEEPING
SECTION REFERENCES
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1. INTRODUCTION
The role of managing patients with diseases that require treatment using chemotherapeutic,
biologic and other anti-neoplastic agents is a complex and delicate task and should be done
by a registered medical practitioner who has adequate training in this field and continues to
keep abreast of new developments in the management of cancer.
This role encompasses, and presupposes, a clear and current knowledge of the indications,
clinical appropriateness, modes of action, interactions, potential complications and
contraindications for the use of chemotherapy. This includes the appropriate monitoring and
management of patients through and after a course of chemotherapy.
In view of the complexity of the management of oncology patients, an overall multidisciplinary team (MDT) approach is strongly recommended.
2. SCOPE OF PRACTICE FOR THE ONCOLOGIST:
GENERAL RESPONSIBILITIES
These responsibilities include, but are not limited to:
▪ Discussion/s with patient and family members about appropriate treatment options,
expected outcomes and potential side effects of the different treatment options
appropriate to the patient’s disease and overall condition
▪ Ensuring that the treatment chosen is appropriate according to the patient’s diagnosis,
laboratory parameters, performance status, organ function, comorbidities, financial
constraints and wishes
▪ Obtaining detailed informed consent - (see section on Consent below)
▪ Ensuring patient and family are educated as to the treatment to be given - (see section
on Consent below)
▪ Prescription of medication according to accepted standards including all standard premedications as well as post treatment medications to prevent or reduce known side
effects - (see section on Prescription below)
▪ Ensuring that all professional and legal responsibilities are met with respect to
prescribing
▪ Monitoring and regular assessment of the patient during a treatment course
▪ Managing and recognising chemotherapy administration side-effects, adverse reactions
and incidents:
• Expected
• Unexpected
• Emergencies
▪ Ensuring adequate medical cover at all times during chemotherapy administration for the
above-mentioned side effects, adverse reactions or emergencies
▪ Ensuring/monitoring patient compliance
▪ Checking of patient’s laboratory parameters prior to each dose of chemotherapy (for
medico-legal purposes it is recommended that these are signed and dated or noted in
clinical notes)
▪ Dose adjustments as per standard guidelines dependent on patient’s laboratory
parameters or side effects
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▪
▪
▪

Review of response/effect of treatment at appropriate intervals
Appropriate long-term follow-up post completion of treatment to monitor for late effects of
treatment
Appropriate patient record keeping – see HPCSA Booklet 14 May 2008:
www.hpcsa.co.za/condict/ethics

RECOMMENDED COMPETENCY AND SKILLS:
Chemotherapy and targeted therapy must only be prescribed by clinicians with appropriate
skills, training and qualifications in the management of cancer.
▪ Local accreditation processes should be considered for clinicians prescribing
chemotherapy and targeted therapy
▪ General Practitioners should only prescribe chemotherapy under the direction of an
Oncologist
▪ For an excellent overview of expected competencies of medical oncologists please see:
‘Specialty Training Curriculum For Medical Oncology May 2007 Joint Royal Colleges of
Physicians Training Board ‘
http://www.gmc-uk.org/Medical_oncology_3_Jul_07_v.Curr_0020.pdf_30539976.pdf
3. THE CHEMOTHERAPY PRESCRIPTION /TREATMENT PLAN:
GENERAL AND LEGAL PRINCIPLES
It is recommended that any medical practitioner prescribing chemotherapy is aware of the
legal and ethical principles pertaining to the writing of prescriptions. - (see: ‘HPCSA
Guidelines for Good Practice in the Health Care Professions – Guideline on the keeping of
patient records Booklet 14 of May 2008’ and ‘Section 28 of the Medicines and Related
Substances Act (Act 101 of 1965) http://www.hpcsa.co.za/Legislation
Some general principles and guidelines with the aim of reducing administration errors
include the following:
▪ A treatment plan should be completed by the treating doctor
▪ It is preferable that a patient’s overall treatment plan is discussed in a multidisciplinary
team (MDT) meeting prior to initiating chemotherapy
▪ The treatment plan should reflect other treatments the patient may receive or have
received, e.g. surgery and radiation therapy, and requirements in terms of scheduling of
chemotherapy in relation to these.
▪ For the sake of legibility, safety and consistency treatment plans should ideally be in a
computer-generated format with automatic prompts and standard required information
fields
▪ All chemotherapy orders should be written orders and not verbal orders except in an
emergency. This includes all alterations in treatment plans.
▪ Where the prescription changes during treatment, i.e. dose changes, delays or cessation
of treatment, this should be clearly documented, signed and dated on the treatment plan
and in the patient’s clinical notes.
▪ Significant changes of a treatment plan may necessitate a re-taking of the consent.
▪ Chemotherapy prescriptions or a copy thereof should be kept with the patient record at
all times
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CHEMOTHERAPY PRESCRIPTION RECOMMENDED CONTENT:
▪ Prescribers full name, qualification, practice number and address
▪ Patient full name and TWO other unique identifiers; e.g. ID number, hospital number,
date of birth, residential address etc.
▪ Diagnosis with ICD10 code and, where possible, a copy of the pathology.
▪ Stage of the disease (AJCC/UICC)
▪ Treatment Intent (therapeutic goal of treatment); e.g. curative, non-curative, symptom
control
▪ Allergies/hypersensitivity
▪ Known pre-existing medical conditions
▪ Concomitant regular medication
▪ Performance status (ECOG)
▪ Height and weight
▪ Name of the chemotherapy protocol
▪ The date intended for commencement of treatment
▪ Intended duration of treatment and the number of cycles for full course of treatment
▪ Days, dates, frequency and duration each drug is to be given.
▪ Multiday regimens should be written in a format that specifies the dose per m2 for each
day
▪ Where doses are to be given on specified days; e.g. day 1 AND 8 this must be clear to
avoid misinterpretation as days 1 through to 8 (1 – 8).
▪ All drugs to be given as part of the protocol should be included. This includes premedication, targeted therapy, oral chemotherapy and supportive therapy that accompany
the protocol; e.g. hydration, anti-emetics, supportive medication for home use.
▪ Maximal cumulative dose or dose limits of any agent should be clearly documented on
treatment plan where appropriate; e.g. anthracyclines.
▪ Drugs should be prescribed using the generic name. Trade names, abbreviations and
chemical names should not be used.
▪ Care should be taken where a numeral precedes a drug name; e.g. 6-mercaptopurine; 5fluorouracil, as this may be misinterpreted as a dosing instruction. The preceding
numeral can be omitted in most cases.
▪ Dose per specific patient factor; i.e. mg/m2; mg/kg; target AUC; flat dose; and the actual
calculated dose to be administered should be clearly specified.
▪ The rounding-off of doses to whole numbers or one decimal point should be considered
for larger doses in adults; e.g. Cisplatin 186 mg is preferable to 185.62 mg and reduces
the likelihood of overdose where the decimal point is missed.
▪ Chemotherapy doses must be in Arabic numbers (i.e. 1, 2, 3, 4, etc.) with metric units
and should represent the recognised measurement of the drug; e.g. Bleomycin is
expressed as international units NOT mg.
▪ Clear details of dosage form; e.g. injection, infusion, tablet, capsule, suppository, etc.
and administration route; e.g. sc, ivi, imi, po, pr, IT, etc. should be specified for each
drug.
▪ Clear administration route directions; e.g. slow infusion, bolus, daily, bd, tds, 8 hrly, etc.
where applicable are required.
▪ Duration of infusion and rate of administration should be specified where appropriate
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▪
▪

▪
▪
▪

▪
▪
▪

▪
▪

Volume of diluent and rate of administration for each drug where applicable should be
clearly specified.
Rates of administration should be unambiguous; e.g. q24 hrly can be misinterpreted as
every 24 hours or over 24 hours. This should preferably be written as ‘to be administered
over 24 hours’, etc. for safety.
Sequence of drug administration should be specified clearly - (see Appendix)
Abbreviated directions must be avoided if there is likelihood of confusion
If dose reduction is required, then the reduction factor should be clearly documented
along with the reason for the reduction; e.g. ‘dose reduced to 75% of scheduled dose
due to diarrhoea.’ Any pre-planned dose modifications according to laboratory results
and/or side effects need to be clearly documented on treatment plan.
Special investigations, e.g. blood tests, to be performed after specified number of cycles
should be clearly documented on the treatment plan.
Details of other therapeutic modalities that have or will be used; i.e. surgery, radiation,
hormonal therapy, should be documented.
The prescriber’s name, contact details, signature and the date the order was written is
required. The date of signature should be clearly differentiable from intended date of
administration if the two differ.
The name and contact details of the doctor supervising the patient while on treatment, if
different to the prescribing doctor, should be documented on treatment plan.
A copy of the informed consent signed by patient should be with the treatment plan.

ORAL CHEMOTHERAPY PRESCRIPTION - SPECIAL CONSIDERATIONS:
Oral chemotherapy, oral targeted therapy and hormonal agents may carry the same risks in
terms of potential for error and toxicities as chemotherapy administered by other routes.
▪ The prescribing and dispensing or oral chemotherapy should be undertaken by staff with
the appropriate competency and skills as per above.
▪ The special considerations in education and consent for oral chemotherapy are dealt
with under Consent and Patient Education below.
▪ Treatment plans for oral chemotherapy, targeted therapy and hormonal agents should
follow the same guidelines as above.
4. INFORMED CONSENT AND PATIENT EDUCATION
GENERAL, LEGAL AND ETHICAL PRINCIPLES
The right to an informed consent flows from the South African Constitution, the National
Health Act, various other statutes, the common law and the HPCSA (see HPCSA Booklet 9).
Many of these principles, both ethical and legal, flow from clinical trials experience.
http://www.hpcsa.co.za/Legislation;
RECOMMENDED CONTENT OF THE INFORMED CONSENT PROCESS
Before initiation of a chemotherapy regimen, each patient should be given information
appropriate to the patient’s level of language skills and literacy, including, at minimum:
▪ Information regarding the diagnosis
▪ Available treatment options and the different benefits and side–effects of these
▪ Goals of therapy
▪ Planned duration of treatment, names of drugs, and the proposed schedule
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▪
▪
▪
▪
▪
▪
▪

▪
▪
▪
▪
▪
▪
▪

Potential cost of treatment to the patient for financial planning purposes
Information on possible short- and long-term adverse effects
Potential infertility risks
The patient’s right to refuse treatment
The patient’s right to change their minds about a decision at any time
The patient’s right to seek a second opinion
Regimen- or drug- specific risks or symptoms that require notification and emergency
contact information, including:
• How to contact the practice or organization
• Symptoms that should trigger a call
• Who should be called in specific circumstances (oncologist or other provider)
Plans for monitoring and follow-up, including appointments with practitioners or
laboratory testing
Patient education materials appropriate for the patient’s literacy and language
requirements
Significant changes of a treatment plan may necessitate a re-taking of the consent
Patients should be allowed time to reflect on information given and to ask questions
before the signing of consent.
Documentation including patient feedback reflecting understanding and engagement is
preferable.
Informed consent for chemotherapy should be documented prior to initiation of a
chemotherapy regimen.
The consent process should follow appropriate professional, legal and ethical guidelines.
For more information and sample forms:
• http://www.asco.org/consent
• https://www.medicalprotection.org/southafrica/advice-booklets/consent-tomedical-treatment-in-south-africa-an-mps-guide
• The HPCSA Guidelines for good practice in the health care professions- Seeking
patients’ informed consent: the ethical considerations. Booklet 9 May 2008:
www.hpcsa.co.za/condict/ethics

ORAL CHEMOTHERAPY – SPECIAL CONSIDERATIONS RE CONSENT
For all patients who are prescribed oral chemotherapy the above points apply, but in addition
they should also be provided with:
▪ Written or electronic patient education materials about the oral chemotherapy before or
at the time of prescription.
▪ Educational material that is commensurate with the patient’s reading level/literacy and
language and patient-caregiver understanding.
▪ The education plan should include family, caregivers, or others based on the patient’s
ability to assume responsibility for managing therapy.
▪ Patient education should include:
• The storage, handling, preparation, administration, and disposal of oral
chemotherapy
• Concurrent cancer treatment and supportive care medications/measures (when
applicable)
• Possible drug/drug and drug/food interactions
• The plan for missed doses – what to do or who to contact for further information
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▪

Documentation that includes patient feedback reflecting understanding and engagement
with the education and consent process is most important in the oral/self-medication
setting
Note: Details of the above should be clearly documented in patient’s records by treating
doctors for medico-legal purposes.
PATIENT’S ROLE IN CONSENT AND EDUCATION – THE ‘VIGILANT PARTNER’
The importance of the patient’s role in error reductions by being ‘vigilant partners’ should not
be underestimated. For example, the patient noticing and pointing out differences or
discrepancies from one visit to the next or remembering a crucial monitoring test that has
been forgotten could alert to a potential error. The more the patient is empowered by being
given information the more likely this is to be a further strategy of error reduction.
5. MANAGEMENT AND REPORTING OF ERRORS IN CHEMOTHERAPY
ADMINISTRATION
The above Chemotherapy Administration Guidelines are aimed at the reduction of
administration errors. However, errors may occur even where guidelines are rigorously
followed. It is important that each department has a clear process to manage these errors.
As a learning exercise, all errors should be reviewed and used to improve processes in order
to reduce further errors.
GENERAL
The 3 most frequently occurring types of medicine administration error:
• wrong dose/strength/ frequency of medicine
• omitted medicine
• wrong medicine
▪ The treating doctor should ensure that all errors or incidents in prescribing, dispensing or
drug administration are brought to their attention immediately by the appropriate person
– Medical Officer, Oncology Nurse or Oncology Pharmacist
▪ Clear lines of communication for this should be in place
▪ The patient should be informed promptly with clear information as to the error, its
implications in the way of potential side effects and efficacy of therapy, as well as any
remedial management or monitoring that may be required
▪ Appropriate remedial steps should be taken
▪ Departmental reviews of such errors should be undertaken with a view to the revision of
local policy and teaching.
REPORTING OF ERRORS
▪ Clear and timeous documentation of such errors should be made in patient notes as well
as in nursing notes and drug charts. These should include details of error; remedial
actions taken and follow up and monitoring put in place
▪ Near errors – mistakes picked up prior to drug administration – should be used as a
learning experience as well as a way of looking for weaknesses in processes and trigger
corrective action.
CONTENT OF AN ERROR REPORT - (see Appendix for Error Reporting) *
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6. MANAGEMENT AND REPORTING OF CHEMOTHERAPY ADVERSE DRUG
REACTIONS
Despite all precautions and correct pre-medications being used, acute and late adverse drug
reactions, including emergency anaphylactic reactions, may occur at any time during and
shortly after chemotherapy administration and are not uncommon.
GENERAL PRINCIPLES
▪ It is important that each department has a clear operational process to manage these
reactions.
▪ Chemotherapy administration staff (Oncology Nurses) as well as medical support staff
should have adequate training in how to detect and deal with these reactions timeously
and efficiently.
▪ Lines of communication to contact appropriate emergency medical staff should be known
to all involved and clearly displayed in the chemotherapy area.
▪ Procedures and equipment to deal with the management of acute allergic and
anaphylactic reactions must be readily available for all patients receiving chemotherapy.
LEGAL PRINCIPLES
▪ The reporting of adverse drug reactions (ADRs) or serious adverse event (SAEs) is a
legal requirement in South Africa. Regulations 34 and 37 of the Medicines and Related
Substance Act, 1965 (Act 101 of 1965) as amended and as per MCC Guideline 2.11
“Reporting of Post-Marketing Adverse Drug Reactions to Human Medicinal Products in
South Africa” of August 2014.
▪ The reporting of adverse drug reactions to ICON Head Office is also encouraged so that
any trends or clusters with regards to adverse drug reactions and product quality can be
detected and appropriate investigations and remedial action taken by ICON.
▪ It is the treating doctor’s responsibility to ensure that any adverse drug reaction is
reported to the appropriate authority and that requisite steps are taken to minimise
similar events, if at all possible.
▪ Clear contemporaneous documentation of any error and remedial actions should be
made in patient’s notes and chemotherapy treatment sheet by treating oncologist.
CONTENT OF ADVERSE DRUG REACTION REPORT - (see SOPs) *
7. MANAGEMENT AND REPORTING OF CHEMOTHERAPY ADMINISTRATION
INCIDENTS
Incidents that occur during the administration of chemotherapy can occur to either the
patient, a staff member or both.
Common Incidents include:
PATIENT:
▪ Extravasation injury
▪ Contamination by chemotherapy
▪ Injury in chemotherapy administration room
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STAFF:
▪ Needle stick injury
▪ Contamination by chemotherapy
▪ Injury on duty
Clear processes to manage these incidents should be known to the appropriate staff
members and followed - (see appropriate SOPs)
Appropriate documentation and reporting of such incidents is strongly recommended.
Patient incidents, the remedial actions and follow up should be recorded in the patient notes.
8. RECORD KEEPING
The appropriate keeping of patient records is critical to proper management of patients. The
lack of clear or complete medical records is a potential risk for errors. Good clinical notes are
also a way of ensuring proper continuation of care of a patient in the event that a patient’s
management is taken over by a colleague or junior staff member either temporarily or
permanently.
Medical records include:
▪ Hand-written contemporaneous or electronic patient notes
▪ Referral letters to and from other colleagues
▪ Prescriptions
▪ Laboratory reports and X-ray films
▪ Forms – insurance, disability, death certificates, etc.
▪ All records should be signed and dated.
For further information re alteration of records, duration of retention, ownership and access
please see HPCSA Booklet 14: Keeping of Patient Records: www.hpcsa.co.za/condict/ethics
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GENERAL INTRODUCTION:
This document consists of Standards and Guidelines.
• Standards are part of the recommended procedures and norms and are the bare
minimum requirements for good chemotherapy administration practice. These are
highlighted for ease of reference in bold and italics.
• Guidelines are highly recommended standards and the recommendation is that these
are incorporated into one’s routine practice as soon as is possible.
These standards and guidelines are what all chemotherapy administration staff should
aspire to as they will be of benefit to staff and their patients.
GENERAL PRINCIPLES
•
•
•
•

•

The guidelines in this document are to protect both the patient and staff.
As with all healthcare professionals, registered nurses are accountable for their
actions and omissions.
In administering medication, one should always think through issues and apply
one’s professional expertise and judgement in the best interests of the patient.
It is important that one only perform tasks for which one has been trained and
which one can carry out competently. If there are any concerns regarding one’s
competency in performing a particular task one must inform one’s
supervisor/manager timeously.
Some points to remember:
- If there are any uncertainties about the prescription, always check with the
prescriber/treating doctor and clarify the prescription before mixing and
administering the medication.
- Always check and be certain of the identity of the patient to whom the
medicine is to be administered. It is a good idea to confirm name and date of
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-

-

-

birth every time a patient comes for treatment even if one is familiar with the
patient.
Always check the expiry date (where it exists) of the medicine before mixing and
administering to the patient.
Always check that the patient is not allergic to the medicine before
administering it.
Where complex calculations are required to ensure the correct volume or quantity of
medication is administered, one is strongly advised to have a second registered
nurse to check the calculation independently. This will help to minimise the risk of
error.
Always make a clear, accurate and immediate record of all medicines
administered, intentionally withheld, or refused by the patient, ensuring the
date and signature is clear and legible. It is also one’s responsibility to ensure that
a record is made when delegating the task of administering medicine to a colleague.
Never leave any medicines unsecured or unattended.
Ensure all medicinal products are stored in accordance with the information leaflet
and in accordance with any instruction on the label.
Do not administer any intravenous medication unless one has received
appropriate training and has documented proof of the training.
If one is asked to take a verbal order for the administration of medicine one
must refuse and insist on a signed, written prescription from the treating
doctor before proceeding. This does not apply to emergency situations, but
careful record of this interaction should be made immediately after the
emergency.
DISCLAIMER:
These standards and guidelines do not include the prescribing or
unsupervised dispensing of medicines as these processes lie
outside the scope of practice for registered nurses.
These standards and guidelines do not apply to specialised
chemotherapy – high-dose chemotherapy, intrathecal
chemotherapy, and paediatric chemotherapy – where recognised
guidelines and processes would apply and are recommended
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THE ROLE OF THE ONCOLOGY NURSE
1. INTRODUCTION
Purpose and Scope
• Patient safety is a top priority for all oncology professionals.
• The overall aim of these guidelines is to ensure the safety of our patients.
• Increased safety is achieved not only by reducing the risk of chemotherapy
administration errors but also by ensuring that the patients are informed active
participants in this process.
• This document has been developed to provide a framework for best practice in
chemotherapy delivery.
Complexity of chemotherapy treatment
Chemotherapy drugs are primarily used in the treatment of cancer. Recently the use and
complexity of chemotherapy has increased significantly. This has been driven mainly by new
insights into cancer biology and the development of new molecules and targeted agents.
There has also been an increased use chemotherapy or biotherapy both alone and as an
adjunct to surgery and radiation treatment. Treatment regimens and combinations are
numerous, complex, and often delivered cyclically over extended periods of time.
Because of this increased complexity as well as increasing patient numbers, the risk for
administration errors is increased. For these reasons, the safe administration of
chemotherapy is best done by competent and trained professionals in properly equipped
facilities following standardized pathways and protocols.
Oncology nurses who are properly trained in all aspects of chemotherapy administration are
central to the safe management of oncology patients.
Risks of unnecessary exposure to chemotherapy drugs
Many cancer chemotherapy drugs are highly toxic to normal as well as malignant cells.
Some of these drugs are known to be mutagenic, carcinogenic, and teratogenic. For staff
working with these medicines unplanned exposure to chemotherapy and their waste during
their storage, preparation, administration, and disposal is an occupational hazard, and may
lead to both acute as well as potential late toxicities.
Additionally, patients receiving chemotherapy and their family members can also be exposed
to the hazards of chemotherapy drugs when they handle contaminated equipment or body
fluids.
Understanding these risks are further reasons for the professional staff involved in
prescribing, mixing, administering, and disposing of chemotherapy to be well trained and
competent.
The role of the patient and family
The period for potential side effects or toxicity from cancer chemotherapy is often greatest
when the patient is at home between chemotherapy treatments.
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Practical and effective education is essential in the understanding of the self-care required
during treatment for all patients receiving chemotherapy.
Information on how to access resources to handle problems or other concerns is vital.
The family and caregivers who support the patient receiving treatment also require this
knowledge.

2. THE CHEMOTHERAPY ADMINISTRATION PATHWAY
Definition of a pathway:
A course of action; a chain of events; a pre-determined route.
ICON believes that the oncology professional should follow a standardized approach for
chemotherapy delivery. This should be mutually developed, agreed to, and followed in every
practice. Using a pathway is a proven and simple method of achieving this.

3. THE PROFESSIONALS INVOLVED IN THE CHEMOTHERAPY PATHWAY
(i)
(ii)
(iii)

The Oncologist/Medical Officer
The Oncology Pharmacist
The Oncology Nurse

These professionals work directly with patients and work in collaboration with other members
of the multi-disciplinary health care team; e.g. oncology social workers, pharmacists, etc.

4. COMPETENCIES, SKILLS, AND TRAINING
COMPETENCIES
Specific knowledge and skills are required by oncology nurses before administering
or providing care to patients receiving chemotherapy.
Nurses are personally accountable for the provision of safe and competent nursing
care.
It is the responsibility of each nurse to maintain the competence necessary for
current practice.
Maintenance of competency includes the participation in ongoing professional development
to maintain and improve knowledge, skills, and attitudes relevant to practice.
The development of local practice policies and procedures for constant improvement,
education and upskilling is strongly recommended.
Nurses are aware that undertaking activities not within their scopes of practice may
compromise the safety of persons in their care. These scopes of practice should be
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tailored to each nurse’s education, knowledge, competency, extent of experience and
lawful authority. Clear guidance to this is encouraged at practice level.
Nursing staff should have satisfactorily completed appropriate education/ in-service training
and achieved competency in chemotherapy administration prior to administering any
chemotherapy medication.
Oncology nurses administering chemotherapy drugs must:
• have up to date general knowledge of the drugs being given.
• be aware of the correct administration procedure, following an agreed to
protocol.
• be aware of possible immediate, short, and long term systemic and local side
effects and adverse reactions and the remedial actions to be taken if these
occur.
• understand the overall treatment plan for each patient.
It is strongly recommended that oncology nurses be aware of patients’ educational,
psychological, and supportive care needs.
BASIC REQUIRED SKILLS
• Cannulation Skills
- Cannulation of a vein for intravenous chemotherapy should be carried out only
by a staff member who has been trained and assessed as competent in this
procedure.
- Metal needles / ‘’butterfly needles’’ should never be used for the administration
of chemotherapy.
- An oncologist should be consulted, and the decision documented prior to
cannulation of the arm of a patient who has undergone mastectomy and/or
axillary node dissection/radiotherapy.
•

Venous Access Device Skills
Chemotherapy staff should be trained, and deemed competent, to use infusion
devices to administer parenteral therapy according to the devices used at their
institution.
- Chemotherapy staff required to administer parenteral therapy through a central
line device should have successfully completed central venous access device
competency training.
-

•
-

Calculation of Drug Dosage
Most chemotherapeutic drug doses are calculated based on body surface area
(BSA).
BSA is expressed in square meters.
BSA is generally calculated from the patient’s height and weight using a BSA
calculator or a nomogram.
Drug dose is ordered in milligrams per square meter.
A doctor must check the dose calculations as the dose range of a drug may vary with
different drug regimens.

© ICON 2017 ALL RIGHTS RESERVED
27
-

It should be noted that controversy exists about whether to use the patient’s actual
(i.e. current) or ideal body weight when calculating BSA. There are significant clinical
implications, particularly for obese patients or patients with amputations.
- Actual body weight is used most of the time, with two exceptions:
▪ In clinical trials using very high doses (i.e. bone marrow transplantation).
▪ In clinically obese patients defined as those individuals weighing more than 30%
of ideal body weight.
- Dose reductions may be needed for patients with:
▪ Pre-existing liver disease.
▪ Impaired renal function.
▪ Poor performance status.
▪ Toxicity related to prior chemotherapy administration.
▪ Other co morbid conditions.
•

-

-

-

The Oncology Nurse’s Role in Chemotherapy Calculations
- All oncology nurses must be familiar with the formulas used to calculate
chemotherapy doses and be able to verify these.
- These include:
▪ body surface area (BSA.)
▪ area under the curve (AUC) for carboplatin dosing.
▪ glomerular filtration rate (GFR), which is used in calculating AUC.
The formulas do not have to be memorized but posting the formulas on a bulletin
board is recommended. Slide-rules and calculators can be used to assist in
calculations, but manually performing the calculations or using a verified computer
chemotherapy prescription program is recommended to verify the validity of the other
tools being used.
Oncology nurses must understand the medications being used and the ability
to verify the doses ordered as appropriate.
It is strongly recommended that oncology nurses double check calculations
performed by physicians or pharmacists to ensure that intended doses are
administered.
Double checking is mandatory for oncology nurses who mix and/or issue
chemotherapy.
The ability to recognize chemotherapy regimens as appropriate for patients is useful
and recommended.

TRAINING
All oncology nurses required to administer chemotherapy and related therapy, must
receive the appropriate training
The oncology nurse’s training must include, at a minimum, the following:
•

•

The principles of cancer chemotherapy, including cancer cell biology, goals of
treatment, cellular kinetics of normal and malignant cells, classifications and
mechanism of action, drug selection, and standard treatment regimens.
Assessment of the person receiving cancer chemotherapy and his/her family.
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•
•

•

•
•
•

Safe Handling and Disposal of chemotherapy, including Proper use of Personal
Protective Equipment (PPE)- (See SOP).
Principles of safe administration of chemotherapy by all routes (See SOP),
including
- Spill management – (See SOP)
- Managing Hypersensitivity reactions – (See SOP)
Prevention and Management of Extravasation – (see SOP).
Toxicities, side effects, and adverse events associated with cancer
chemotherapy, including early identification, ongoing monitoring, and
principles of prevention and management of these adverse effects and
toxicities.
Selection, care, and maintenance of vascular access and CVAD’s.
The use of mechanical devices required for care, such as ambulatory infusion
pumps.
Reporting and Documentation of all the above.

It is strongly recommended that teaching includes:
• The holistic assessment of patients receiving chemotherapy
• Patient education and support.
All training and training assessments should be documented, and documents kept in the
department in which one works.
It is recommended that all staff members administering chemotherapy should have a current
certification in basic life support (BLS). BLS should be renewed bi annually.
It is strongly recommended that there is always one person on duty in the
chemotherapy delivery room with competency and training of BLS.
STAFF IDENTIFICATION
• Staff must be easily identifiable at all times while on duty.
• Staff must wear name badges and distinguishing devices at all times.
AUXILIARY NURSING PERSONNEL / STUDENTS
•

Nursing staff who are undergoing their training, or enrolled nurses, may only
give chemotherapy under the direct supervision of authorised staff. Trainees
should be clearly identified as such.

5. CHEMOTHERAPY MANAGEMENT – GENERAL DUTIES FOR THE ONCOLOGY
NURSE
This role is often filled by a trained Oncology Nurse in South Africa.
Guidelines for the oncology nurse in this circumstance: -
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RECEIPT OF CHEMOTHERAPY
• Chemotherapy must be delivered to a qualified nurse who takes responsibility
for the storage as per requirements of the manufacturers.
• Drugs must be delivered to a pharmacy area where a spillage kit is available.
• Bags/boxes must not be left unattended or with untrained staff on arrival.
• While opening the packages, the oncology nurse must wear safety equipment,
i.e. gloves.
• Primary packaging must be carefully inspected for damage and/or
contamination. If packaging is visibly damaged (crack, break, contamination)
the drugs and packaging must be disposed of observing the proper rules for
protection and disposal. (See C below) The incident must be documented, and
copies sent to the manufacturer/distributor.
• Receipt of drugs must be in accordance with the manufacturer’s requirements.
• Maintenance of the cold chain must be confirmed if applicable.
STORAGE OF CHEMOTHERAPY
• The storage of chemotherapy medicines should be in a designated area that is
marked as such, is secure and exclusively used for this purpose.
• Chemotherapy that is to be stored at room temperature should be kept in a
designated temperature controlled locked cupboard or drug storage room in an
approved clinical area. An appropriate log must be kept of all temperatures daily. The
temperature of storage room should be between 18-25 degrees centigrade in
general.
• Access to chemotherapy storage areas must be limited to authorised staff.
• The storage area must be designed in a manner that will prevent containers of
chemotherapy from falling. Such storage areas must be clearly labelled with
cytotoxic warning labels.
• Chemotherapy must be stored separately from other drugs.
• Intrathecal doses must be stored in a designated intrathecal storage area.
• It is recommended that oral chemotherapy medications should be stored in a locked
facility or refrigerator that is clearly marked as ‘’Cytotoxic’’.
• On-site refrigeration with an alarm for refrigeration failure and a back-up
system is required.
• These refrigerators must be exclusively used for the storage of chemotherapy.
• These fridges must be monitored daily to ensure that the temperature is
maintained between 2 to 8 degrees centigrade and temperature readings
should be documented daily.
• No food or drinks may be kept in these fridges.
• Clinical trial drugs must be kept separately from other drugs and stored per the
clinical trial instructions.
• The access door to chemotherapy storage areas must be closed and locked
when unattended. Only authorized personnel must be granted access to the
mixing room and drug store room.
• Keys for these areas must be kept on the person and not left in the doors or
cupboards.
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•

If an institution/practice maintains its own pharmacy, there should be a policy
document regarding the safe storage of chemotherapy, including separation of lookalike products, sound-a-like products, and investigational and agents available in
multiple strengths.

MANAGEMENT OF EXPIRED OR DAMAGED OR CONTAMINATED DRUGS
• All goods found to be non-conforming in any way (damaged, expired, signs of
contamination) during monthly stock checks must be removed from the
shelves and set aside for return to supplier. These goods must be placed in a
dedicated container, clearly separated from other goods.
• The container with non-conforming goods must be clearly marked as such,
identifying the contents by indicating ``Return to supplier`` or ``Do not use``.
• Arrangements must be made for return of these goods. All the necessary stock
adjustments must be made for accounting purposes.
PREPARATION AREA (MIXING AREA)
The mixing room must be a dedicated room for the mixing/preparation of
chemotherapy drugs.
It is recommended that the work station should be designed to provide easy access to all
items necessary to prepare, label, and transport final products. Work stations should contain
all equipment related waste disposal e.g. disposal containers, spill kit, etc. within close
reach, in order to avoid inadvertent contamination of the work area.
•
•
•
•
•
•

•
•
•
•
•

Only authorized personnel and trained cleaners are allowed in the mixing area.
The mixing area must be clearly labelled with suitable warning and danger
signs.
It should have adequate light.
The doors of the mixing area must be closed while mixing is in progress.
Open ventilation is forbidden in the mixing room, i.e. no open doors, no open
windows.
All drugs should be prepared in a laminar flow / biohazard cabinet which is
kept clean at all times and serviced regularly (per the manufacturer’s
instructions).
The mixing area must be kept clean.
Cleaning staff must be educated about risks and hazards of the mixing area.
All activities and interruptions likely to impair the concentration of the person
mixing the drugs should be prevented during the mixing process.
No food or cosmetics are allowed in mixing area.
There should be a hand wash basin with hot water, soap, paper towel
dispensers, and waste bins must be in place.
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CHEMOTHERAPY PRESCRIPTION
•

Prescription Standards

Refer to Oncologist’s guidelines for prescribing standards
• Prescription check
All prescriptions for cytotoxic agents must be checked by a trained and competent
oncology nurse.
Checking includes:
- prescription for chemotherapy is signed manually or by using electronic approval by
oncologist/medical officers.
- chemotherapy regimen. If this varies from the standard regimes used in the practice
this should be checked with the treating oncologist.
- rationale for any exception. This should be clearly documented in the patient’s
medical record, dated, and signed.
It is recommended that the practice uses standardized or regimen-specific pre-printed or
electronic forms for prescription of chemotherapy.
The oncology nurse is responsible for ensuring that:
- weight and height have been recorded and updated as needed.
- dose calculations are appropriate in line with the BSA.
- accurate doses have been prescribed. (A maximum of 5% variance may be permitted
in dosage calculation as defined by local policy. In the absence of a local policy,
discrepancies exceeding plus or minus 5% of the dose, calculated per the patient’s
treatment plan, must be clarified with the oncologist)
dose modifications to previous treatments need to be maintained and are still
appropriate.
- all chemotherapy drugs and appropriate supportive therapies including anti-emetics
and hydration have been prescribed.
- the patient is not allergic to the prescribed medicines.
- the route of administration and the duration of infusion have been specified on the
prescription.
- an appropriate interval between treatments days and cycles within a course is
prescribed.
- all relevant safety parameters such as full blood counts, renal and hepatic
function, and patient evaluation for side-effects or toxicity are in line with the
patient’s treatment plan and protocol guidelines.
- the prescription must be cross-checked and verified with a second staff
member/pharmacist.
- any discrepancies identified must be discussed with the prescribing doctor
prior to administering the medication(s).
- documentation of any discrepancy and the resolution is completed in the
patient’s medical record. (See; Annexure B- Checks against the chemo
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prescription). (Physical and staffing resources should enable the nurse to check a
prescription away from distractions and interruptions to maximise safety).
• Verbal Orders
Chemotherapy staff must not accept verbal orders for chemotherapy drugs or for
adjustments to doses of chemotherapy drugs, except to hold or stop chemotherapy
administration or in the cases of an emergency. All changes to a prescription must be
documented and signed by the treating doctor.
• New Orders
Any new orders or changes to existing prescription, including changes to oral chemotherapy
regimens (e.g. dose adjustments communicated directly to patients), need to be documented
and signed by the treating doctor.
• Electronic systems
Electronic systems used for the prescribing, preparation and administration of cytotoxic
drugs must have:
- Secure mechanisms to guarantee the security of access to those healthcare
professionals alone who are competent to take part in the prescribing, clinical
screening, preparation, and administration of cytotoxic drugs.
- Clear audit trails for recording who has taken part in the provision of cytotoxic
drugs, from the prescriber, to the pharmacy clinical screening and preparation to
the administration by nursing staff.
- Where the whole process of prescribing, clinical screening and administration of
cytotoxic chemotherapy is recorded electronically (i.e. there is no paper based
recording of any part of the process), the system must provide all the relevant
details listed above, in a manner that does not introduce new risks to the process.
- Where electronic prescribing systems are used, the process for adding and
deleting regimens onto the system must be clearly set out in Standard Operating
Procedures and each element pertaining to prescribing, clinical screening and
administration must be validated by the appropriate clinical discipline involved in
that element of the pathway.
• Prescription Double check
Before preparation, a second person—a practitioner or an oncology nurse —
independently verifies:
- Patient’s name
- Two patient identifiers (DOB/Picture/ID).
- Drug name.
- Drug dose.
- Route of administration.
- Rate of administration
- Stability dates and/or times.
- The calculation for dosing, including the variables used in this calculation.
- Treatment cycle and day of cycle.
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-

The health care setting that administers intrathecal chemotherapy has a policy
that specifies that intravenous vinca alkaloids are administered only by
infusion, for example, mini-bags.

Documentation see under ACTION STEPS 6.

6. CHEMOTHERAPY MIXING
In institutions/practices where there is no pharmacist, the mixing or reconstitution of
chemotherapy may only be done by a registered nurse, with documented chemotherapy
preparation, education, training, and annual competency validation.
Mixing by oncology nurses should always be done under the direct supervision of an
Oncologist with a Dispensing License.
•

Preparation:

The oncology nurse responsible for preparation must check the following:
- Drug doses
- Supportive drugs
- Allergies
- Cumulative doses and maximum doses
- Drug-drug, drug food and drug-disease interactions
- Intervals between treatments and scheduling
- Dose modification to previous treatments are maintained if appropriate
- The administration details are correct for the protocol chosen.
•

Recommended Personal Protective Equipment (PPE)

For chemotherapy preparation/mixing the following PPE is recommended:
Gloves:
- Chemotherapy gloves designed and validated for chemotherapy preparation should
be worn. Chemotherapy gloves offer specific protection for specific times. The best
glove is a level 6 which can be used for 8 hours.
- Personnel must double-glove, with a sterile or non-sterile non-latex glove against the
skin and a latex or non-latex chemotherapy over glove. This procedure is used if the
person is latex-sensitive.
- Gloves are changed regularly; every 30 minutes is preferable (as per glove
specification) or immediately if they are torn, punctured or contaminated. Gloves
must be changed whenever it is necessary to exit and re-enter the chemotherapy
preparation area/mixing room.
- The inner glove is worn under the gown cuff and the outer glove over the cuff.
- Gloves must be stored in a way that does not impair their quality.
- The Gloves must have test results for penetration in accordance with DIN EN 374.
- Wash hands thoroughly with antiseptic soap and water as per the WHO/clinic hand
washing procedure before donning gloves, and immediately after removing gloves.
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Gowns:
- A long sleeve, back closure, water repellent, protective garment with solid front and
tight-fitting cuffs and neck which is changed daily or if soiled during
preparation/handling and which is not worn outside the chemotherapy preparation
area.
- Must have the ISO (International Organization for Standardization) or EN (European
Committee for Standardization) for use with cytotoxic drugs.
Masks:
- Properly fitted N95 masks must be used when performing BSC decontamination or
cleaning a spill.
- Common surgical masks offer no protection against aerosols. Ideally masks or
respirators according to DIN EN 149 must be worn.
- Protective eyewear (i.e., safety glasses with side shields) is necessary during drug
preparation and must be used for cleaning and decontamination procedures, and
during the clean-up of any spills, or when there is a risk for splashes or sprays.
Shoe covers:
- Dedicated shoe covers should be used and must be liquid-repellent and cover the
entire foot.
•

Reconstitution

-

The oncology nurse reconstituting chemotherapy drugs must have adequate
knowledge of drug stability, appropriate mixing solution and infusion and
infusion times of each drug.
Luer-lock syringes must to be used when mixing cytotoxic agents.
Use the following formula for dose calculations;

-

Dose required
--------------Dose in stock

volume
x

--------1

-

Light sensitive drugs must not be reconstituted in bright light and must be
protected from direct sunlight during infusion.

•

Labelling of Chemotherapy

The labelling of the prepared cytostatic solutions must take place immediately after
mixing to prevent confusion.
Chemotherapy labels should include the following 10 elements:
1. Patient’s name.
2. A second patient identifier.
3. Full generic drug name.
4. Drug dose.
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5.
6.
7.
8.
9.

Drug administration route.
Total volume required to administer the drug.
Date the medication is to be administered.
Stability/Expiration/Reconstitution of drugs dates and/or times when applicable.
Sequencing of drug administration, when applicable, and total number of products to
be given when medication is provided in divided doses—each product should be
labelled with the total number of products to be administered and the individual
products sequence within that total grouping, for example, one of five, two of two, etc.
10. A warning or precautionary label or sticker (cytotoxic stickers), as applicable, to
special storage and handling requirements may be included within the label or on an
auxiliary label.
All chemotherapy prepared per patient should be kept in a container with a single
patient’s name on it.
Labels for medications issued from the practice to be taken at home should include:
- Patient’s name.
- A second patient identifier.
- Date of preparation and expiration.
- Full generic drug name.
- Dosage form and strength.
- Quantity issued within each container.
- Number of pills per dose when the container holds more than one dose.
- Administration schedule, including number of times per day and days on and off
treatment, when applicable.
- Administration instructions related to food ingestion and other medications.
- A warning or precaution statement, as applicable, to storage and handling.
- Caution statement label attached to the prepared product, for example, caution:
“CHEMOTHERAPY” or “CYTOTOXIC/HAZARDOUS DRUGS”.
- Storage conditions.
- Prescriber name.
- Information leaflet or pamphlet if possible.
- Details of contact numbers for queries or emergencies
The practices that administer intrathecal medication must maintain a SOP that specifies that
intrathecal medication is:
- Prepared separately.
- Stored in isolated container or location after preparation.
- Labelled with a uniquely identifiable intrathecal medication label.
- Delivered to the patient only with other medication intended for administration into the
CNS.
- To be administered immediately after a double check procedure that involves two
chemotherapy staff members.
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•

Issuing

The following must be reviewed by an oncology nurse prior to issuing of
medication(s):
- Patient detail verification, i.e. name and two other identifiers.
- Treatment regime.
- Complete and accurate drug, dose, route, administration, administration timing
and duration of each medication.
- Patient-specific factors including allergies, EMR alerts (e.g. patient-specific
limitations), laboratory values, and body surface area.
The information required above is to be taken directly from the patient’s treatment record, for
chemotherapy orders.
Any discrepancies identified must be resolved by the designated person in discussion with
the prescribing oncologist.
•

Transportation of Chemotherapy
(For Wards, Satellite Units or Mobile Units)

-

Prepared chemotherapy must be transported in designated transport bags or boxes.
These should be sturdy, secure, and leak-proof and should be clearly labelled:
“CHEMOTHERAPY” or “CYTOTOXIC/HAZARDOUS DRUGS”.
Additional precautionary labels should be added to the containers and the transport
bags or boxes as appropriate, for example room temperature or refrigerated storage
required.
Patient details must be clearly visible.

-

-

All staff involved in the transportation of chemotherapy must be trained to
follow the ‘Cytotoxic Spillage’ procedure.
Syringes should not be transported with needles in place.
Intrathecal doses must be transported separately to all other medication.
If damaged or leaking cytotoxic products are received, the receiver should put on
gloves and an apron, and place the damaged product into a leak proof container and
the Spillage procedure followed as appropriate. The product should be immediately
returned to pharmacy, or disposed of according to standard protocols (See ‘Disposal
of Waste SOP’).

Documentation of Potential Chemotherapy Exposure During Mixing:
• Any potential exposure of staff to chemotherapy during mixing must be clearly
documented.
• Documentation (Drug mixing register) should include a record of the type and
quantity of the chemotherapy mixed and administered by each employee.
• This register should be signed every day by the oncology nurses who are involved in
mixing of chemotherapy (See template of Mixing Register).
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7. CHEMOTHERAPY ADMINISTRATION
Key to a nurse’s role and responsibility when administering chemotherapy is:
Accountability:
As a registered nurse, the duty of care to patients is to ensure that they receive safe and
competent care. The for handing over of all relevant information to other nursing staff is
required to ensure continuity of care.
Competence:
The South African Nursing Council (SANC) states that all nurses must maintain their
professional knowledge and competence.
ACTION STEPS
These ‘action steps’ are stepwise, process-orientated sequence intended as an aid to the
safe administration of chemotherapy in the out-patient setting. Following a routine sequence
of processes is helpful in ensuring consistency among all staff members in a unit. ICON
believes that this will go a long way to the reduction of errors and improving both patient and
nursing staff experience. The goal is to increase safety and optimise patient outcomes.
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ACTION STEPS
STEP 1.
PRE-CHEMO PATIENT ASSESSMENT, EDUCATION, AND INFORMED CONSENT
1.1 Patient Assessment prior to each chemotherapy administration
Oncology nurses providing cancer chemotherapy care must perform and document
appropriate health assessments:
•
•

At the onset of cancer chemotherapy treatments, and
Prior to each subsequent chemotherapy treatment.

The Patient Assessment includes: (see Patient Assessment Checklist)
•
•
•
•
•
•

•
•
•
•

Patient’s overall health status.
Consent and patient education, prior to every new chemotherapy regimen
Patient parameters (height, weight, BSA), prior to every new chemotherapy regimen.
Vital signs
Relevant laboratory values including blood counts, urea and electrolytes, liver function
tests.
Chemotherapy sister should contact the oncologist/medical officer where results fall
outside acceptable parameters or there is concern as to the patient’s overall health
status.
Weight is measured if patient reports weight loss or weight gain, or if observed.
Treatment toxicities
Pain Assessment (if applicable)
Applicable laboratory results (Note: for new patients or patients beginning a new course
of chemotherapy, there is a minimum standard of 4 weeks against which nurses will
check baseline blood tests).

Administration of cytotoxic therapy should NOT COMMENCE or should STOP if:
• The patient requests the treatment to stop
• There is any doubt regarding the stability of the drug, route and method of
administration, expiry, drug dosage, pre-treatment investigations or the
prescription is unclear
• The environment in which treatment is being administered is deemed unsafe
• The patient demonstrates side effects or complications, particularly signs of
hypersensitivity reaction or anaphylaxis
• The equipment fails to function effectively
• There is any doubt regarding the integrity of the venous access device being
used.
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1.2 Patient Education
Oncology nurses will provide education/teaching to all patients receiving chemotherapy.
Definition:
Patient education is a structured process to assess and impart knowledge that will increase
comprehension and participation by the patient in the management of their health care needs.
Before initiation of chemotherapy via any route, each patient (parent/caregivers/family
as appropriate) must be provided with verbal and written information about their
treatment.
Oncology nurses are expected to be able to provide patients and family with knowledge
specific to their cancer treatment (if not already provided by the treating oncologist).
This includes:
•

The purpose, route and schedule of the cancer chemotherapy and related medications.

•

The potential immediate, early, late and delayed side effects of the proposed
chemotherapy and the methods of prevention or management thereof.

•

Information on safe management of any mechanical devices, infusion pumps and
vascular access devices that the patient may need to manage at home.

•

Information of possible complications of such devices and whom to contact if a
complication arises.

•

Rationale for the required monitoring investigations to be done during the treatment.

•

Frequency of blood tests and other diagnostic investigations to be done during the
treatment.

•

The importance of the self-reporting of symptoms, side-effects or problems. This
includes clear information on the correct process to follow, the relevant contact people
and telephone numbers.

•

Contact information and details in case of emergency.

N.B. Education materials must be appropriate for the patients or carers’ reading or
literacy level, language requirements and ability to understand. Details of verbal and
written patient education provided should be documented in the patient record.
1.3 Informed Consent
Definition: The process by which a patient learns and understands the purpose, benefits and
potential risks of a medical intervention and then agrees to receive this intervention.
Consent is preferably done by the treating oncologist, at time of consultation prior to
chemotherapy administration.
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Oncology nurse should check the following:
•

•
•
•
•

•
•

All patients receiving chemotherapy have been fully informed of their treatment and
given full written consent for each new line of chemotherapy. Practice may vary on who
ensures the consent is documented, but this must be defined by local practice policy.
If the signing of consent is done by the oncology nurse, it is good practice to ensure that
consent is taken following the patient education and orientation session.
Consent should be documented on the appropriate form and patients may receive a
copy of the signed consent form, if they so wish.
If there is a change in treatment, then patient must be re-consented by the treating
doctor.
If a change in the current chemotherapy regimen or re-challenge with a previously used
chemotherapy is necessary, it is preferable that patients are re-consented after having
received specific details. This must be clearly documented. It should be done by the
person who did the initial consent (treating doctor preferably).
Informed consent should include details of both common and serious toxicities of
treatment which have been discussed with the patient.
Effects on fertility should be discussed and documented, if appropriate, prior to
commencing chemotherapy.

The oncology nurse must check prior to proceeding that correct authorization
procedures have been followed.

STEP 2.
ADMINISTER PRE-TREATMENT MEDICATION
Pre-medications(pre-meds) are medicines given prior to the start of the chemotherapy to
prevent or alleviate side-effects and are critical for safe administration of chemotherapy.
The oncology nurse should ensure that:
• the appropriate pre-meds have been prescribed.
• pre-meds are given in time to allow for their full benefit before chemotherapy is
administered.
• pre-meds are not given too far ahead of administering chemotherapy.
• he/she is aware of the unit’s standard pre-medication protocols.

STEP 3.
CHEMOTHERAPY ADMINISTRATION
Oncology nurses are responsible for safe administration of chemotherapy.
They are also responsible for handing over of this information to other nursing staff as required,
to ensure continuity of care.
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The oncology nurse must ensure that the appropriate medical support is available (close by)
prior to chemotherapy administration.
3.1 Patient Identification
Prior to administration of each chemotherapy session the oncology nurse and checker
must confirm patient identification as follows:
• Ask the patient to provide his/her name, address and date of birth.
• Check that this corresponds with the prescription.
• Refer to the patient’s treating doctor before proceeding if any discrepancies are
identified.
• By identification with patient’s photo in Practices using EMR.
3.2 Double Checking
Double-checking of chemotherapy doses is recommended as best practice.
The chemotherapy, targeted therapy, and related treatment must be checked at the point
of administration by two oncology nurses with the appropriate training and skills.
The following information stated on the medication chart must be checked with the second
competent person.
• The patient name (first name and surname), date of birth and unique identifying
number.
• The name of the medication.
• The dose of the medication.
• The route of administration.
• The date and time of administration.
• The expiration date of the medication.
• Patient drug allergies.
The performance of these checks must be verified by signing and dating on the
chemotherapy medication chart by both persons.
Preparations for parenteral administration must be checked for leaks, cloudiness or
signs of precipitation.
Some preparations will require gentle agitation prior to administration to ensure an even
dispersion of drug in the diluent as medication can settle on storage e.g. paclitaxel.
Qualified advice should be sought where this information is not present.
3.3 Cannulation
The oncology nurse must ensure appropriate venous access with regards to:
a) Site
b) Position
c) Patency
d) Integrity
e) Visibility
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Oncology nurses must:
• be trained and found competent in phlebotomy and cannulation.
• ensure that the patient has a patent venous access prior to and during the
administering cytotoxic drugs.
The dorsum of the hand, the antecubital fossa, the feet or other sites close to joints, tendons,
nerves or major arteries should not be used unless no other access is available. Avoid using
limbs with compromised circulation or poor lymphatic drainage.
Cannulation should be performed proximal to any recent venepuncture i.e. blood sampling or
failed cannulation attempts.
Metal needles / ‘’butterfly needles’’ should never be used for the administration of
chemotherapy.
Extreme caution must be taken if multiple cannulation attempts have been made as this
carries a high risk of extravasation.
An absorbent pad should be placed underneath the arm/wrist through which the chemotherapy
is to be given.
3.4 Chemotherapy Administration Process
Staff who are undergoing their chemotherapy training, or enrolled nurses, may give
chemotherapy only under the direct supervision of a competent oncology nurse.
All chemotherapy must be given per the sequencing of the protocol where stated or
according to local administration policy. This includes line flushing.
When administering a series of chemotherapy drugs, the sequence should be vesicants first,
irritants and then non-irritants. Small volume infusions are commonly administered prior to
large volume infusions.
Programming for infusion pumps must be independently checked by a second
competent oncology nurse to include calculation of infusion rates. Care must be taken to
ensure the rate is correctly set according to the required time span i.e. ml/hour or ml/24 hours.
Intravenous lines must NOT be primed with chemotherapy.
Please see information on extravasation, vesicants, venous patency and hypersensitivity
reactions under section 8. MANAGING SIDE-EFFECTS AND ADVERSE EVENS DURING
CHEMOTHERAPY ADMINISTRATION
3.5 Completion of Chemotherapy Process:
When disconnecting tubing, needles and other equipment, cover the connection site with
gauze to catch any droplets.
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Following chemotherapy administration, the mainline is flushed with compatible IV solution,
according to practice protocols.
3.6 Documentation of Chemotherapy Process
All observations and actions must be documented in the nursing process/patient
records including education provided, side effects and care of patient during and after
administration.
Documentation of chemotherapy administration should confirm that eight parameters were
verified:
• Drug name
• Drug dose
• Infusion volume
• Rate of administration
• Route of administration
• Drug expiry dates/times
• Appearance and physical integrity of the drugs
• Rate set on the infusion pump, if used.
Also, to be documented:
• The patient’s identity.
• The patient’s clinical status during and upon completion of treatment.
• Administration site assessment before, during and after infusion or injection.
• Establishment of blood return before, during and after administration.
• Pre-medication and post-medication and other administrations.
• Any complaints by the patient of discomfort and symptoms experienced before, during
and after chemo infusion.
• Information given on patient self-management of side effects and schedule of follow up
blood counts, appointment, and tests.

STEP 4.
POST-CHEMOTHERAPY PATIENT MANAGEMENT
Most chemotherapy regimens require the administration of medication after administration of
the chemotherapy.
This medication includes anti-emetics, fluids, and medication to decrease/reverse the toxic
effect of chemotherapy (reversal medication), e.g. folinic acid, mesna.
The oncology nurse must ensure that these medications are prescribed and
administered according to the regimen requirements and practice policy.
Following chemotherapy administration, the oncology nurse must check /provide the following:
• Arrangements (forms and clear dates) for appropriate interval investigations and tests
relevant to the chemotherapy regimen.
• An appointment for medical review, if applicable.
• An appointment for the next cycle of treatment.
• That all prescribed post chemotherapy medication e.g. anti-emetics, anti-diarrhoeal, etc.
are issued or prescribed for the patient to take at home.
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•

•

Written information or access to information on the treatment administered including
expected side effects, precautions to be taken and what to do in the event of adverse
effects (e.g. uncontrolled nausea and vomiting, a febrile episode or severe diarrhoea).
The afterhours phone numbers of health care professionals who are available as a
contact for advice and emergencies are provided.

All post-administration actions must be documented in patient records/nursing notes.
This includes discussion of the management of possible side-effects and care given
during and after administration.

STEP 5.
ORAL CHEMOTHERAPY
The same guidelines as those for all other chemotherapy must apply to oral chemotherapy.
In addition:
• The patient or their carer will be responsible for the administration and compliance of
oral chemotherapy in the out-patient setting. It is therefore important that they must are
given clear, adequate and understandable verbal and written information to assist with
this. A 24-hour telephone contact number for queries would be recommended.
General:
• Oral chemotherapy should be taken as per manufacturer’s instructions and prescription
directives.
• Tablets should not be crushed, or capsules opened unless specific advice is sought to
support this.
• Patients should be reviewed prior to every course of oral chemotherapy for side effects
and compliance history.
• Patients must be adequately counselled about correct drug storage and handling
precautions at home.
• Keeping drugs out of reach of children and animals must be emphasised.
• It is important to ensure that the patient understands:
- how and when to take/omit medicines.
- what to do in the event of missing one or more doses.
- what to do in the event of vomiting after a dose.
- likely adverse effects and how to manage them.
- when and how to obtain further supplies.
- the role of their GP in his/her chemotherapy treatment.
- principles of safe storage and disposal.
- the importance of compliance.
Storage or oral chemotherapy at home:
• Cytotoxic medicines must be stored at the appropriate temperature in a safe place out
of the reach of children. This aspect must be stressed to the patient and his/her family.
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STEP 6.
COMPLETION OF CHEMOTHERAPY ADMINISTRATION RECORDS
(DOCUMENTATION)
Good record keeping is an integral part of nursing practice and is essential to the provision
of safe and effective care. It is not an optional extra.
• The oncology nurse must document all assessments, interventions, and
evaluations of care.
• Clear and complete details about the administration of the chemotherapy must be
done for each patient. This includes the documentation of the infusion times
(start and stop times) of all drugs administered.
• Full documentation of cannula size, position, and number of attempts at cannulation,
time and date of cannulation should be documented.
• Details of post chemotherapy care and information must be done.
• The chemotherapy records should include a nursing record, including care given, with
each entry signed and dated by the nurse responsible.

8. MANAGING SIDE-EFFECTS AND ADVERSE EVENTS DURING CHEMOTHERAPY
ADMINISTRATION
Oncology nurses administering chemotherapy will be involved with the management of
symptoms, treatment side effects and adverse events during and shortly after chemotherapy
administration. Management will usually be in collaboration with other members of the multidisciplinary health care team.
•
•

The oncology nurse must be familiar with the prevention and management of
hypersensitivity and anaphylactic reactions according to local procedures.
The prevention and management of other side effects associated with the
administration of chemotherapy, both during and after administration, e.g.
extravasation, nausea, vomiting, pruritus, rashes etc.) must also be part of an
oncology nurse’s competencies.

ALLERGIC REACTIONS - HYPERSENSITIVITY AND ANAPHYLAXIS:
• The oncology nurse must be aware of the risk of hypersensitivity reactions
(HSRs) or anaphylactic reactions (ARs), and be able to identify which
medications have potential for these reactions. (See SOP on ‘Management of
Anaphylactic/Hypersensitivity Reaction’)
• In all cases of a reaction or suspected reaction the infusion must be stopped
immediately and the doctor on duty notified if the patient shows any sign of an
anaphylactic reaction or a drug extravasation or hypersensitivity.
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Prevention and Management of HSRs and AR:
- Baseline, comprehensive allergy assessments, including careful allergy history
taking, are important in reducing or preventing hypersensitivity reactions.
- Standard pre-medications to prevent or reduce potential allergic reactions must be
followed. Units should have standardised local policies in place for each
chemotherapy medication.
- Guidelines for staff about appropriate interventions and responses to infusion
reactions must be in place at all units.
- Oncology nurses must be trained in, and aware of, the symptoms that can indicate
infusion or hypersensitivity reactions timeously.
- Symptoms of an allergic reaction must be monitored for in all patients receiving
chemotherapy.
- Oncology nurses must be aware of appropriate emergency response as well as
management of delayed or biphasic hypersensitivity reactions. Chemotherapy
staff must be well-prepared for these often-common events.
- The strategies to manage reactions, including patient desensitization, alteration of
infusion rates and skin testing must be understood, and unit policies should be in
place.
EXTRAVASATION:
• The oncology nurse must be aware of the risk of extravasation and be able to
identify which medications are vesicants/irritants or exfoliants. Staff must be
able to manage an extravasation per local policy (See: ‘Policy on the Prevention
& Management of Extravasation’).
• Extravasation management policies and procedures must be defined by each
department or unit and records of this kept.
• These policies and procedures should be guided by current literature and recognised
guidelines.
• The extravasation policy must be readily available wherever chemotherapy is
administered to assist staff to deal with such events promptly and appropriately.
• All chemotherapy staff must know the vesicant potential of the drug being
administered and take appropriate action to minimize the potential for problems to
occur.
• Patients can play an important role in the prevention and minimization of
extravasation. Involve the patient before commencing chemotherapy administration
and ensure that they promptly report any sensations of burning, pain or discomfort
from the cannula/CVAD during or following the administration of chemotherapy.
• Extra vigilance in patients with altered sensory function, or those who cannot
communicate easily is recommended.
• Observation of the insertion site for evidence of drug extravasation should be
maintained during post administration monitoring of patients.
VESICANTS:
• Vesicants should preferably not be administered continuously via peripheral infusion.
If a vesicant requires administration by continuous infusion, a central venous access
device (CVAD) is recommended and an infusion pump is required.
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VENOUS PATENCY:
• The oncology nurse must monitor peripheral venous patency while
administering the drug, regardless of which method is used (bolus/infusion).
REPORTING OF CHEMOTHERAPY ADVERSE DRUG REACTIONS
• It is important that chemotherapy staff report and document all drug reactions
as per local guidelines and legal requirements.
• All chemotherapy facilities must have an official form for the reporting of patient
adverse drug reactions. This applies to the reporting on reduced or lack of expected
reactions to a medication. This may indicate issues with the quality of the product.

9. HEALTH AND SAFETY
A. PATIENT AND STAFF HEALTH AND SAFETY
GENERAL:
A well-equipped, specifically designated area should be used at all times for chemotherapy
administration. Such an area, designed around the safe administration of chemotherapy, will
improve the ability of staff to manage patients optimally and efficiently and to deal with
adverse events timeously. This will mean a reduction in the incidence of errors. These
advantages will mean increased safety to both patients and staff as well as better patient
outcomes.
FACILITIES
• The patient should receive his/her chemotherapy treatment in an area that is
equipped to manage any possible adverse events that may be associated with the
medication and/or route of administration.
• Areas designated for the administration of chemotherapy should have all relevant
policy and protocols documents easily available. (See ‘Index of the required SOPs).
• Facilities should include easy access to expert help and all the equipment necessary
for the management of emergencies.
• Facilities must have access to running water, i.e. clinical hand wash basin(s) in the
treatment area and toilets close to the administration area.
• Chemotherapy must be handled under conditions that promote patient safety, worker
safety, environmental protection, and infection prevention.
• Access to areas where chemotherapy is mixed must be restricted to authorized
personnel only.
• Chemotherapy handling areas must be located away from waiting areas, breakrooms
and refreshment areas for personnel and patients.
• Signs designating the hazard must be prominently displayed at the entrance to these
handling areas.
EQUIPMENT
All areas in which cytotoxic drugs are administered must have the following equipment and
staff trained to use them:
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Emergency Equipment
Required basic emergency equipment includes:
• Emergency bell.
• Resuscitation equipment
• Emergency Trolley – fully equipped plus:
- defibrillator,
- saturation monitor
- ECG machines
- suction machines
• Cytotoxic spillage kit.
• Eye wash kit / access to running water.
• Disposal Equipment e.g. appropriate sharps containers and Cytotoxic waste bins.
• Copies of relevant policies and procedures.
Standard Administration Equipment
All administration equipment or other equipment used to assist with chemotherapy
administration, monitoring and support must:
• be appropriately installed and validated
• have a current maintenance certificate.
Equipment includes:
• Electronic administration pumps
• Sphygmomanometer (BP monitor)
• Thermometers
• Scales
All equipment should be checked for consistent performance on a regular basis by staff. Unit
policies and clear records of this are recommended.
The equipment should be appropriate for the prescribed purpose and used by
competent/trained staff.
Administration sets (Giving sets)
• Standard solution giving sets should be used for most drugs, unless otherwise
indicated by the drug companies. (Exceptions include Paclitaxel, in which case nonPVC giving sets with a 5-micron filter must be used. Some drugs, e.g. Dacarbazine
require special light protection set.).
• Chemotherapy must be infused via needle free/Luer lock administration sets.
Central Venous Access Devices
Please refer to SOP ‘’Guideline for the care of Venous Access Devices for the Administration
of Chemotherapy’’.

B. HEALTH WORKER HEALTH AND SAFETY
INTRODUCTION
All health workers involved in the mixing and/or administering of chemotherapy have the
potential to become contaminated with potentially hazardous material. This may also include
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staff involved in general cleaning and maintenance of chemotherapy mixing and
administration areas.
Studies have shown that working without adequate protection and precautions staff may
inadvertently contaminate themselves, their patients and their work environment.
The potential for exposure to chemotherapy exists during tasks such as drug mixing, drug
administration as well as the disposal of chemotherapy waste, chemotherapy equipment or
patient waste.
For these reasons, all staff involved in the delivery and handling of chemotherapy or working
in this environment must be aware of all relevant health and safety procedures. These
procedures should be documented and kept on file for references purposes and the training
of new staff. They should be reviewed regularly.
Some chemotherapy can cause acute or short-term health effects including irritation to the
skin, eyes and mucous membranes.
Potential long-term side effects included infertility and secondary cancers.
COMMON ROUTES OF EXPOSURE
The common routes of exposure are:
• contact with skin or mucous membranes from aerolisation or splashing.
• inhalation during mixing and administration due to leaks and aerolisation.
• ingestion through eating, drinking or smoking in contaminated areas or from poor
personal hygiene.
Less likely routes of exposure include:
• needle-stick injuries during the mixing or administration of these drugs.
• chemotherapy spillage.
PERSONAL PROTECTIVE EQUIPMENT (PPE)
There is good evidence for the risks associated with occupational exposure to chemotherapy
by chemotherapy staff. Despite this, the use of the recommended personal protective
precautions by chemotherapy nurses is not universal or standardised. This may be related to
several factors including a lack of clear information or a lack of serious concern for the
potential hazards.
Nurses who administer chemotherapy may be regularly exposed to aerosols or droplets or
spills of drugs during administration.
Body fluids of patients receiving hazardous drugs are also a potential source of exposure.
Because of this lack of standardisation and international guidelines, it is recommended that
the use of PPEs should be agreed to, standardised and adhered to by all staff working in a
single facility.
Documentation of this should be made and kept on file for reference purposes, for the
training of new staff, and for regular review.
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Recommendations for PPE during Chemotherapy Administration:
• Some form of PPE must be worn by all chemotherapy personnel involved in the
handling of chemotherapy to reduce the risk of exposure to cytotoxic agents and
waste.
• A water repellent gown/apron and gloves to be worn by all chemotherapy staff
handling and administering chemotherapy (minimum standard).
• To minimize cytotoxic contamination or exposure outside the chemotherapy room,
protective equipment should not be worn outside of the administration area except
when managing a cytotoxic spill or in an emergency.
Controversies around PPE:
• Some guidelines recommend that the PPE consists of a long sleeve, back closure,
water repellent, protective garment with solid front and tight-fitting cuffs and neck
which is changed daily or if soiled during preparation/handling and which is not worn
outside the chemotherapy preparation area. An area of concern about this is that in
practice a chemotherapy sister administering chemotherapy is dealing with more
than one patient at a time and so the risk of cross-contamination of patients may be
higher.
• Some institutions recommend bare forearms for staff working with patients to
facilitate regular proper hand and arm washing between patients to facilitate sterile
processes and decontamination if any skin exposure. This increases the risk of skin
contamination and requires careful washing procedures.
DECONTAMINATION, CLEANING AND DISINFECTION
• All areas where chemotherapy is handled (e.g. receiving, mixing,
transportation, administration and disposal areas) and all reusable equipment
and devices (e.g. carts, drip stand, trollies and trays) must be routinely
decontaminated and cleaned. (See SOP on Decontamination of Medical
equipment and area).
• All healthcare personnel who perform deactivation/decontamination, cleaning
and disinfection activities in HD handling areas must be trained in appropriate
procedures to protect themselves and the environment from contamination. All
personnel performing these activities must wear appropriate PPE.
WORKER CONTAMINATION
• Procedures must be in place to address worker contamination.
• Protocols for appropriate medical attention must be developed.
• Emergency kits containing isotonic eyewash supplies (or emergency
eyewashes, if available) and soap must be immediately available in areas
where hazardous drugs are handled.
• Workers who are contaminated during the spill or spill clean-up or who have
direct skin or eye contact with hazardous drugs require immediate treatment.
CHEMOTHERAPY SPILLAGE MANAGEMENT
Definition of Chemotherapy Spillage:
• The uncontrolled release of chemotherapy which may be solid, liquid or gas.
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•

•
•

Chemotherapy Spillage includes chemotherapy or any bodily fluid of a patient that is
considered to be contaminated with chemotherapy or active chemotherapy
metabolites.
Small volume spillage is less than 5ml or 5g of an agent.
Large volume spillage is more than 5ml or 5g of an agent.

NB. Never leave a spillage unattended.
•

•
•

•

All relevant new employees should receive an orientation to the unit guidelines
related to the Safe Handling and Administration of Chemotherapy as soon as
possible after commencement of employment (See SOP on ‘The safe handling of
chemotherapy’).
All staff members who handle chemotherapy should receive safety training that
includes recognition of hazardous drugs and appropriate spill response.
Hazardous drug spill kits, containment bags (linen saver and plastic bag), and
disposal containers must be available in all areas where hazardous drugs (HDs) are
handled. (See: ‘Handling of Chemotherapy Spillage’)
All spillage and potential contamination should be documented, and an incident
report form completed. Incident reports need to be used as a potential for learning
and to improve current standards in a facility where applicable.

CHEMOTHERAPY STAFF MEDICAL SURVEILLANCE
Medical surveillance of staff working in chemotherapy mixing, dispensing and administration
must be part of a comprehensive exposure control program that complements safe work
processes, and promotes the use of PPEs and raises awareness of the risks associated with
chemotherapy handling and administration.
The general purpose of staff surveillance is to minimize adverse health effects among staff
personnel potentially exposed to hazardous medicines.
Routine Surveillance:
• Facilities should ensure that all healthcare workers who handle chemotherapy as a
regular part of their job assignment are enrolled in a medical surveillance program.
Policies for this programme should be in place for review purposes, training and
orientation of new staff. These policies should be reviewed regularly.
• Medical surveillance programs involve:
- baseline assessments
- regular assessments.
• Symptoms, complaints, physical findings, and laboratory values (such as a blood
count) at baseline need to be measure and documented.
• Regular assessments are recommended to determine any deviation from the
expected norms and to be compared to the baseline findings.
Medical Surveillance Programmes:
Medical surveillance program (See SOP) should be consistent with the facility’s HR policies
and should include:
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•
•

•
•

an organized approach to identify workers who are potentially exposed to HDs based
on their work duties.
an initial baseline assessment (pre-placement) of a worker's health status and
medical history. Data elements collected include a medical (including reproductive
history) history and work history to assess exposure to HDs, physical examination,
and laboratory testing.
Medical records of surveillance should be maintained in the department and copies
available to the relevant staff member.
Completion of an exit examination when a worker's employment at the entity ends, to
document the information on the employee's medical, reproductive, and exposure
histories. Examination and laboratory evaluation should be guided by the individual's
history of exposures and follow the outline of the periodic evaluation. (See SOP)

Suspected Exposure-related Health Changes:
Clear guidelines as to the processes and follow up of staff members that show evidence of
health changes that could be associated with HD exposure need to be documented in every
unit.
The occurrence of any exposure-related health changes in a staff member should prompt
the immediate re-evaluation of primary preventive measures (e.g. administrative and mixing
standards, PPE) in the unit.
If used in this manner, medical surveillance acts as a check on the effectiveness of controls
already in use and allows for the:
• Development of an improved plan of action that will prevent additional exposure of
workers.
• Medical surveillance to be provided to all workers exposed to chemotherapy incident.
• Detection of health changes in a staff member suggesting toxicity or who have
experienced an acute exposure.
• Development of a follow-up plan for workers who have shown health changes. This
follow-up plan should include evaluation of all current safety, administrative controls
and all equipment used in the unit to ensure that all systems are appropriately and
accurately implemented.
Post Contamination Surveillance:
The following actions should be taken post known contamination of a staff member:
• A post-exposure examination tailored to the type of exposure (e.g. spills or needle
sticks from syringes containing HDs) needs to be performed.
• An assessment of the extent of exposure should be conducted and included in an
incident report.
• The physical examination should focus on the involved area as well as other organ
systems commonly affected (i.e. the skin and mucous membranes for direct contact
or inhalation; the pulmonary system for aerosolized chemotherapy).
• Treatment and laboratory studies as indicated and guided by unit protocols, e.g.
saline eyewashes and personal decontamination.
• A clear follow up policy for that staff member.
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10. MANAGEMENT AND DISPOSAL OF CYTOTOXIC WASTE
CYTOTOXIC WASTE DISPOSAL
Disposal of all cytotoxic waste must take place through a waste disposal facility that
is licenced in terms of the Western Cape Health Care Waste Management Act, 2007
(Act 7 of 2007) and National Environmental Management Waste Act , Act No. 26 of
2014: Waste Amendment Act, 2014
Cytotoxic waste must be bagged separately, labelled as hazardous, and kept in a soiled
holding room for removal.
• Biological agents (including monoclonal antibodies) and oral chemotherapy used in
cancer treatment should be treated in the same way as other cytotoxic drugs for the
purposes of waste disposal since it is not yet clear how hazardous it is if there is
inadvertent exposure to these agents.
• The facility must ensure that chemotherapy waste is handled only by companies
permitted to transport and dispose of it. Disposal must take place through a waste
disposal facility that is licenced in terms of the National Environmental Management
Waste Act.
CYTOTOXIC WASTE BINS
Cytotoxic waste bins must:
• not be overfilled / damaged.
• must be closed with a fitting lid, to prevent inhalation of cytotoxic fumes.
• have the lid sealed on its perimeter with tape compatible with the box once full.
• must be clearly marked as cytotoxic contaminated waste and clearly identifiable to all
staff who will be involved in handling this waste.
• Clean boxes or containers must be stored separately and must be stored in a dry
area.
SHARPS DISPOSAL CONTAINERS
Sharps i.e. used sharp items for disposal e.g. syringes with needles, port needles, scalpel
blades and glass ampoules (not vials) must be disposed of into a specialized sharps
container.
Sharps disposal containers must be:
• a rigid walled container (puncture-proof).
• positioned as near as possible to the work area.
• closed and sealed when two thirds full to prevent injury on disposal.
• stored safely to prevent unauthorized access.
• disposed of by incineration by authorized and licensed companies.
ADDITIONAL WASTE DISPOSAL RECOMMENDATIONS
• Contaminated Disposable Equipment
- Wear PPE at all times when disposing of contaminated equipment e.g. needles,
syringes, giving sets, empty ampoules/vials or infusion bags.
- Dispose waste into a rigid waste or sharps disposal box with a lid clearly labelled
‘Cytotoxic Waste’.
- Giving sets should not be removed from infusion bags prior to disposal.
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•

•
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Sharps and disposal boxes containing cytotoxic waste must be regularly
collected. (See Cytotoxic Waste Disposal Policy)
- Cytotoxic waste bins and sharps containers should not be over-filled. These
containers must be closed with a fitting lid, to prevent inhalation of cytotoxic
fumes.
- Once full the container lid must be sealed on its perimeter with tape compatible
with the box.
- Incinerate waste at 1000ºC to ensure degradation of the cytotoxic agent is
recommended. (See Sharps Disposal Policy)
PPE and Cleaning equipment
- Contaminated protective clothing worn during the administration of
chemotherapy, and all used cleaning equipment should be placed in a disposal
box with a lid marked as ‘CYTOTOXIC WASTE’ and sent for incineration.
- After a cytotoxic spillage (see ‘Cytotoxic Spillage SOP), special arrangements
must be made for immediate collection of the rigid cytotoxic bin.
Contaminated Non-Disposable Equipment/Items
- Wear PPE at all times when disposing of contaminated items.
- All re-usable items, e.g. plastic or metal trays, trollies, drip stands, beds, chairs,
should be cleaned appropriately. (See SOP)
Unused Oral Chemotherapy Doses
- Any unused oral chemotherapy doses (e.g. tablets that have been dropped,
damaged or returned, etc.) should be disposed of in a cytotoxic waste bin.
- To minimise the risk of potential contamination, loose tablets/capsules should be
put into a sealable plastic bag or a medicine bottle/urine sample pot securing the
lid, before placing in a cytotoxic waste bin.
Patient Waste/Body Fluids
The chemotherapy waste disposal precautions above apply to all body fluids/patient
waste.
- Patient waste e.g. urine, faeces, vomit may contain high concentrations of
cytotoxic drugs or active metabolites both during chemotherapy administration
and up to seven days after treatment has ceased.
- It has been shown that unaltered cytotoxic drugs or active metabolites can be
irritant to the skin, eyes and mucous membranes. Although evidence of long-term
toxicity is inconclusive and conflicting, all staff handling waste should take
reasonable precautions to limit exposure and ensure contamination and
absorption does not occur
- Particular care should be taken with patients receiving high dose chemotherapy
or intra-vesical treatment.
- Wear gloves and protective aprons (PPE)
- Double flushing of toilets/sluices after emptying potentially cytotoxic contaminated
matter from bedpans, catheter bags, etc. is recommended.
- Bedpans should be put through a bedpan washer twice at high temperature.
- Ideally patients should use separate toilet facilities to staff and the public.
- Men should be advised to void their bladders sitting down to minimise splashing.
Following voiding, toilets should be flushed twice, with the lid down (again to
minimise splashing and aerolisation).
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11. INCIDENT RECORDING, REPORTING, AND MANAGEMENT
•
•

•

•

•

•

•

•
•

An effective incident reporting and documentation system is the cornerstone of a safe
and effective chemotherapy administration practice.
Apart from being a key part of good patient care, it can also function as a practical
management tool. As part of an integrated quality assurance programme, incident
reporting can be used as a measure of progress towards achieving staff and patient
safety, internal accountability and the safeguarding of assets and reputation of the
staff and institution.
Having clear and robust processes in place to report, discuss, learn from and
implement corrective changes, is one of the lessons healthcare can learn from the
aviation and nuclear power industries. These processes in a unit can go a long way
to prevent an adverse incident occurring
Even in the best systems incidents occur. These incidents can be close calls or true
incidents or adverse events. Adverse events can be either major or minor depending
on the harm caused or potential to cause harm.
More common are near misses and minor incidents, also called ‘close calls’ or
‘warning events’. In some ways these incidents, often ignored or brushed aside, are
more important from a learning and preventative perspective than major incidents.
The detection of a near miss – an error that is detected prior to it having an impact on
a patient or staff member – offers an important opportunity to prevent major
incidents. The importance of these types of incidents being reported and acted on
before a true adverse event cannot be underestimated and should be encouraged by
means of an easy, open and non-threatening system.
Having clear, easy and effective systems in place to deal with near misses and true
errors (accidents) will allow for the proper focus needed to improve the existing
process processes in a unit.
Both true adverse events or near misses should follow a similar process as per Fig.1
below.
This will lead to an increase in learning opportunities for staff and result in a more
resilient system.

GENERAL PRINCIPLES OF INCIDENT REPORTING AND MANAGEMENT
▪ Non-punitive: Reporters of adverse incidents should be free from fear of
victimisation for reporting an adverse incident.
▪ Confidentiality: The identities of the patient, the incident reporter or persons
involved in the incident are best never revealed.
▪ Timely: Incident reports should be completed immediately after an incident has
detected. Remedial measures, analysis and further steps must follow promptly. Once
the manager is notified of an adverse incident, immediate investigation should be
conducted.
▪ Responsive: Managers should commit to immediate implementations of
recommendations arising from the incident.
▪ Learning culture: Learning from failures of the system in place at the time of the
incident is central to this process.
▪ Feedback: There must be a constructive response with feedback on data analyses
and recommendations for improvements to all appropriate staff as part of the learning
and prevention process.
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Fig. 1. Flow Diagram of Adverse Incident Reporting and Management

EXAMPLES OF INCIDENTS
1. Patient related:
• Extravasation injury
• Accidental injury, e.g. patient fall
• Contamination by chemotherapy
• Adverse drug reactions
• Adverse reactions to blood/blood products
• Errors in procedures
• Unexpected death
2. Medication errors:
• Wrong dose/strength/frequency of meds
• Wrong medication
• Wrong patient
• Wrong route
• Omitted medication
3. Staff related
• Needle stick injury
• Contamination by chemotherapy
• Injury on duty
• Chemotherapy spillage
Please note that this list in not exhaustive and is a guide only. If in doubt, report it!
KEY REQUIREMENTS OF AN INCIDENT REPORT
- The incident entries must be clear and legible and if possible in block capitals and
black ink (paper incident form only).
- All incident report forms should be completed in full.
- Only facts should be reported, not opinion. In the event of litigation, the form could be
requested for disclosure and therefore should be accurate and factual.
- The incident should be graded as to its severity.
- Any factors that could have led up to the incident should be determined and
completed in the relevant section. These could be lack of signage of a wet floor, lack
of training, alcohol abuse by the patient, low staffing levels, illegible documentation
etc.
- Any factors/actions that the reporter feels could have prevented the incident should
be recorded.
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DOCUMENTATION OF AN INCIDENT
- Each institution should develop procedures for documenting incidents that occur. It is
recommended that such records be maintained indefinitely and that a regular review
takes place to ensure that any procedural changes may be implemented as required.
- These documents should be used for teaching of new staff members and for ongoing
competency training and updates.

IMPLEMENTATION OF QUALITY ASSURANCE IMPROVEMENTS
For incident reporting and documentation to lead to improvements in the safe practice of
chemotherapy administration and be an effective learning tool, every incident - whether a
near miss or a true adverse event - needs to be reviewed and discussed by the staff.
The learnings from these discussions then need to feedback into either:
• reaffirming current process - near miss detection prior to causing harm
• changes to current process - prevention of further similar incidents
• evaluation of whether further training by staff is required.
Without this feedback loop, incident reporting loses its greatest value – the improvement in
the quality of the staff involved in chemotherapy administration and the potential to improve
the safety and outcomes of our patients on chemotherapy.

APPENDICES
APPENDIX A
GUIDELINES FOR CHEMOTHERAPY NURSES WHO ARE PREGNANT,
BREASTFEEDING OR ACTIVELY TRYING TO CONCEIVE
For staff involved in the preparation and administration of chemotherapy an added level of
protection is needed for those who are pregnant, breastfeeding, or actively trying to
conceive.
Hazardous Drugs (HD) defined
Exhibits one or more of the following characteristics in humans or animals:
• Carcinogenicity
• Teratogenicity/developmental toxicity
• Reproductive toxicity
• Organ toxicity at low doses
• Genotoxicity
Handling anti-neoplastic agents or chemotherapy may result in reproductive risk, including
structural defects in a foetus because of occupational exposure during pregnancy; adverse
reproductive outcomes, including foetal loss, miscarriage, or spontaneous abortions;
infertility; and preterm births and learning disabilities in offspring of nurses exposed during
pregnancy. Although consistent and thorough use of primary engineering controls and
personal protective equipment when handling hazardous drugs minimizes risk of
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occupational exposure, it does not eliminate it (Polovich, 2011). Because of the increased
susceptibility for harm, an added level of protection is needed for nurses who are pregnant,
breastfeeding, or actively trying to conceive.
Male and female healthcare workers who handle chemotherapy, biotherapy, and other
hazardous drugs are accountable to notify their employers about such situations or if they
have other medical reasons to avoid exposure. Upon notification, employers should provide
alternate duty that does not include the preparation or administration of hazardous drugs.
Collaboration with the employee’s primary care physician and obstetrician/gynecologist
should be part of the decision-making process (ASHP, 2006; Polovich, 2011).
We often hear of concern with non-nursing personnel such as ancillary staff. It is important
to note that much of the reproductive risk research has been done on healthcare personnel
who prepare and/or administer chemotherapy. Although the risk of exposure appears to be
lower with clinical activities not directly related to preparation and administration, risk still
exists.
Ultimately, the responsibility lies with healthcare workers themselves to inform their
employer of their health condition and desire to perform alternate duties that do not involve
handling hazardous drugs.
Implementation of alternate duty
Temporary reassignment of duties, often within the same job, to prevent a healthcare worker
from handling hazardous drugs (HDs):
• A process should be in place to identify job tasks and responsibilities that do not
include HD handling that may be performed by pregnant or breastfeeding workers or
those who are actively trying to conceive
• Alternate duty is voluntary, and nurses are responsible for informing employers of
their desire to avoid handling HDS. Avoid assigning patients who are actively
receiving HD to nurses who are pregnant, breastfeeding or actively trying to conceive
• Allowing such nurses to perform independent double checks, and care of the patient
receiving HD, but refrain from actual administration and handling of HDs
• If possible, during the period in which the nurse is pregnant, breastfeeding or trying to
conceive, relocating to another unit where HDs are not present or administered.
REF: American Oncology Nursing Society – Article
Their Resources;
• Connor, Lawson, Polovich & McDiarmid (2014). Reproductive health risks associated
with occupational exposures to antineoplastic drugs in health care settings: A review
of the evidence. J Occup Environ Med, 56(9): 901-910.
• Lawson et al. (2012). Occupational exposures among nurses and risk of
spontaneous abortion. Am J Obstet Gynecol. 206(4): 327.e 1-327. E8.
• NIOSH List of antineoplastic and other hazardous drugs in healthcare settings, 2016
• Polovich M. (Ed.). (2011). Safe handling of hazardous drugs, 2nd Ed. Oncology
Nursing Society
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APPENDIX B
DOCUMENT DEFINITIONS AND ABBREVIATIONS
DOCUMENT DEFINITIONS:
Oncology nurse

An Oncology Nurse is often called a Chemotherapy sister in SA, and
it refers to a registered nurse who specializes in caring for patients
with cancer.

Chemotherapy
staff

Refers to oncology nurses, students, enrolled nurses and dedicated
oncology pharmacists working in the chemotherapy environment.

Chemotherapy

Refers to the wide range of therapeutic options used in the
treatment of malignant diseases, including cytotoxic drugs, biologics,
immunotherapies, targeted drug therapies, hormonal treatments,
and high dose chemotherapy regimens supported with
haematopoietic stem cell transplant.

Patient

Represents both the people living with cancer and their families,
unless otherwise specified.

Adverse Incident

Any event or circumstance that could have or did lead to
unintended, unplanned or unexpected harm, suffering to a patient or
staff member and/or loss or damage to a healthcare facility.

Adverse Event

An event or circumstance that resulted in unintended harm or
suffering to a patient or staff member i.e. incidents where actual
harm was a consequence. Loss or damage at or to a health facility
is also included under this definition.
Any incident that could have had adverse consequences but did not.
Consequences that would have been indistinguishable from actual
adverse events.
The actual impact/outcome of the incident on the patient, staff or
health facility.

Near Miss

Consequence

DOCUMENT ABBREVIATIONS:
SOP

Standard Operating Procedures

PPE

Personal Protective Equipment
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