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Letter to the Editor

Commun Oncol 2007;4:527

Dear Editor: 
In the July 2007 issue of Commu-

nity Oncology, Laufman, Sickle-San-
tanello, and Paquelet reviewed a report 
of extravasations of liposomal doxoru-
bicin (Doxil) that occurred during the 
agent’s clinical trials.1 The article they 
reviewed describes the use of scalp vein 
needles to administer the drug.2 How-
ever, Laufman et al wrote that the agent 
was administered using “scalp veins in 
the upper extremity.” Metal needles, 
such as scalp vein or butterfly needles, 
are not appropriate for administering 
chemotherapy.3 They can easily punc-
ture the back wall of the blood vessel 
during insertion, or if the needle or pa-
tient moves, leading to extravasation.  

Further, in describing their own case 
of extravasation of liposomal doxoru-
bicin, Laufman et al wrote that their 
policy allowed the administration of 
chemotherapy into an implanted ve-
nous access device even though it “nev-
er had an adequate blood return.” This 
is extremely dangerous, and as a clinical 
nurse specialist with an interest in the 
prevention and management of extra-
vasation, I would not want any reader to 
think this is an acceptable practice. 

All central lines must have a blood 
return prior to administering IV fluids 
or medications such as chemotherapy 
into the central line.4–6 If there is no 
blood return, efforts must be made to 
obtain it and to verify placement and 
patency of the device. The patient can 
be repositioned from sitting to supine, 
or the port can be reaccessed with a new 
Huber point needle. Should these ef-
forts be unsuccessful, a medication such 
as alteplase (Activase) should be instilled 
to restore the blood return.7  If two doses 
of alteplase are not effective in restoring 
a blood return, the central line cannot be 
used until it is proven safe to use.

Central lines without a blood return 
must always be checked for structural or 
placement problems using a diagnostic 

imaging study, such as a port flow study 
with contrast, before they are used.4,5 In 
the absence of a good blood return, us-
ing an infusion of IV fluid into the port 
to test for evidence of extravasation does 
not provide proof of port and catheter 
patency or structural integrity. As the 
case study showed, this “fluid infusion 
test” did not prevent extravasation when 
the port was used.  

The chest wall can accept a large 
volume of fluid without evidence of lo-
cal swelling or other signs of extravasa-
tion.4 So, continuing to use this proce-
dure as a way to check the structural 
integrity of an implanted port is not a 
sound practice. Ports need to flush easily 
and without resistance and have a good 
blood return, not only prior to use but 
during and after as well. Drug admin-
istration must stop if the blood return 
is lost during administration and can-
not be restarted until the blood return is 
restored or a diagnostic study confirms 
the integrity of the device. Doing any-
thing less is a disservice to patients and 
places them at risk for a poor outcome.  

Jeanne Held-Warmkessel,  RN, 
MSN, AOCN®, APRN, BC

Clinical Nurse Specialist
Fox Chase Cancer Center

Philadelphia, PA 
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Dr. Laufman’s reply: 
In her letter, Ms. Held-Warmkes-

sel lists classic textbook guidelines for 
chemotherapy administration—already 
well known to physicians, nurses, and 
clinical nurse specialists who adminis-
ter chemotherapy. Unfortunately, she 
does not recognize that clinical practice 
sometimes requires practical choices, 
adjusting for real-world situations. 

Chemotherapy patients do not al-
ways receive their treatment in a text-
book-perfect world, ie, in tertiary hos-
pital settings, and therefore may not 
have immediate access to x-ray ma-
chinery or interventional radiology. 
In fact, the majority of chemotherapy 
is administered in alternative settings, 
which is the raison d’être for this jour-
nal. Community oncology often re-
quires subtle practical adjustments in 
patient care to fit the clinical setting. 
In the absence of interventional ra-
diologists, a simple bedside test (such 
as the rapid administration of a large 
fluid bolus) may allow patients to re-
ceive their chemotherapy on schedule. 
It may also allow them to avoid a port 
flow study with intravenous contrast, 
with the attendant dangers of dye sen-
sitivity and renal failure. Some ports are 
finicky enough that they require a con-
trast study before each use. 

We hope that the purpose of our re-
port—whether liposomal doxorubicin  
is an irritant or vesicant—is not lost in 
this discussion. The proper treatment of 
drug extravasation, however it occurs, is 
of great importance to us all.
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