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I
Save the Date!

The American Association for Cancer Education (AACE), the Cancer
Patient Education Network (CPEN), and the European Association for
Cancer Education (EACE) will collaboratively host the International Cancer Education Conference in Seattle, Washington from September 18-21,
2013. We look forward to seeing you there! Please check the website at
http://aaceonline.com/2013/ for further details as they become available.
The meeting has been developed to meet the changing needs of
oncology professionals who educate others as part of their practice. We
trust that the 2013 International Cancer Education Conference in Seattle,
Washington will renew enthusiasm and provide an excellent showcase
of learning opportunities from faculty around the world.
Registration is now open.

nfusion therapy, like many things
in the world of oncology, has
morphed and changed over the
years. Changes are based on technological advances, the discovery of new
therapies, and the availability of multiple
vascular access device options. Standards of care and guidelines have been
slower in catching up and some of the
downstream effects of providing continuity of care present challenges and
opportunities in every health care setting. Novice nurses in infusion therapy
frequently learn by the “see one do one
methodology” hands-on mentoring at
the bedside or in clinical settings postgraduation. Seasoned nurses often learn
of new products or therapies via short
in-services and reading materials, as well
as policies & procedures updates. As
providers of care we dive in to meet
the patient’s and care facilities’ needs.
Providing safe delivery of care within
an expected time frame is often feasible
until the changes exceed the ability to
educate during the course of a shift or
capture everyone in a society where

full-time status and localization to one type of patient or
facility is increasingly rare.
Professionally, related to
licensing and liability, nurses
are held accountable to the
standards set forth by the
infusion therapy experts. In
2010 and 2011, the “general”
experts in infusion therapy, INS
(Intravenous Nursing Society) and
CDC (Center for Disease Control)
released new guidelines and standards of care. ONS (Oncology Nursing
Society) participated in writing the INS
and CDC guidelines and updated their
specialty-specific guidelines related to
vascular access devices and chemotherapy & biotherapy administration.
Healthcare providers that perform
venipuncture and infuse via vascular
access devices must monitor & maintain
devices, educate peers and patients,
and are accountable for knowing and
implementing these updated standards
and guidelines.
Patient safety is paramount, but where
is the evidence showing a specific time
frame related to monitoring provides
better outcomes? In infusion therapy,
evidence is not in the form of a research
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study, but tied to the number of
suits filed and settled inside
and outside the court
room. In the United
States, infusion therapyrelated suits rank among
the highest and most frequently settled healthcare
legal cases outside the
court room. More often
than not, staff directly
involved in the event are
rarely aware of settlements unless the injury
is severe and testimony
is required. With bad
healthcare outcomes, two
things are evident and
rarely associated with a
specific procedure and
therapy.
First is the frequency
of assessment and second
is the patient’s ability to participate in care and decision
making related to education of
the therapy or procedure being
provided. Frequency and the
content of physical assessment
have been ill-defined and challenging related to many things in
healthcare. Policies, procedures
and guidelines specific to infusion
therapy are a great example. Often
guiding documents are vague. For
example, stating per
shift, PRN (as needed), based on the
access, based on the
fluid being administered, or periodically.
Looking at the definition of a shift alone begs
the question as to, is the
assessment time at four
Continued on page 3
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Editor’s Notes

I Never Thought
I’d be President!

Celebrating
Summers in
the Northwest

Reiko Torgeson, MN, RN, OCN
PSONS President

I

am very excited and honored to
serve as your President of the Puget
Sound Oncology Nursing Society.
Our chapter is recognized nationally
as one of the most vibrant and active
chapters of the Oncology Nursing Society. I feel blessed to be part of such an
organization and am looking forward to
this upcoming year.
Three years ago, I never fathomed
that I would be the President of this
chapter. I have been a member off and
on for several years and was not active
at all. I had this idea that, to be active
in the chapter, I had to be well known
in the local oncology nursing community and have lots of time to contribute.
I was completely intimidated by the
thought. Then one day, I had the opportunity to speak with a board member
and she encouraged me to consider becoming active in the chapter. I learned
that the time I choose to commit
was completely up to me and I could
choose how I wanted to participate. I
learned that there are people who are
willing to mentor me into the role so
that I would not feel like I was thrown
to the wolves. Soon, I was the chairperson of the membership committee
and the rest is history.
I encourage you to consider volun-

Bob Chapman, RN, MN, CCRN

S

“

Reiko Torgeson
teering in our chapter. The opportunities are endless. You can assist
with monthly educational meetings,
participate in symposium planning or
chair a committee. No matter what you
choose, the Board of Directors and I
are here to support you.
If you are interested in learning what
we do, come to a Board Meeting. The
meetings are held at Seattle Cancer
Care Alliance from 6:00-8:00 pm on the
Second Tuesday of the month on even
months. The next meeting is June 11th.
We ask that you let us know if you are
interested in attending so that we can
have dinner for you.
I can be reached at psonspresident@
gmail.com. I try to answer email
within a day or two. If you have any
questions or comments, please do not
hesitate to contact me.
n

Welcome New Members & Renewals
The PSONS Board of Director’s would like to say – “Thanks to you, our family of members.” Your membership dues help us to fulfill our mission and support our ability to be
a strong and active voice for oncology nursing throughout the Puget Sound region. You
have our gratitude!
Lauren Abeyta
Dawn Alger
Anne Bailey
Tara Barnes
Scott Bergeson
Kimberly Berry
Kelley Blake
Linda Blatt
Mary Brunetti
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Jormaine Cady
Anna Canoy
Hilary Carroll
Linda Cole
Lea Frank
Janice Gibson
Lynne Goldade
Betsy Held
Anne Holden

Julie Hooper
Merri Joy
Megan Kilpatrick
Valarie Koepnick
Katie Leicht
Hannah Lewis
Jenn Maiorca
Leah Matherne
Gail Minor

Puget Sound Quarterly Vol. 36, No. 2

Carol Oshima
Melissa Pederson
Cynthia Pompey
Donelle Rizzuto
Brenda Schlemlein
Mariel Tantoco
Kara Thomas
Janelle Wagner
Barbara Warner
Chermaine Wulff

ummertime and the livin’ is easy”
are Gershwin lyrics that remind
me of the unmistakable joy of
spending my summers growing up in
Kentucky. As I write, tactile summer
memories flood my mind. Those memories include:
• The taste of my mother’s sweet tea
		 brewed by the warmth of the sun.
• Hearing the laughter of my sisters
		 as we caught lightning bugs and
		 fell to the ground exhausted. We
		 would gaze at the night sky filled with
		 bright, dazzling stars, and the songs
		 of crickets prepared us for bed.
• Feeling the belly-ache that came
		 after eating too much penny candy.
• Seeing the blue-purple buds of
		 “Bluegrass” on a distant hill, which
		 always seemed to wait patiently for
		 me to enjoy with my fingers and toes.
Summer has its own natural celebrations. We garden. We vacation. We
spend time enjoying the beauty of the
Puget Sound from Mount Rainier to
Snoqualmie Falls to the Hoh Rain Forest.  
Even when life seems incredibly busy,
the joys of summer are available to all of
us right now.
With summer in mind, this issue highlights the importance of celebrating this
year’s ‘Symposium’. PSONS continues to
thrive after 35 years. This issue celebrates the tireless energy of oncology
nurses, providers, community partners,
and cancer survivors. I hope that you
will be inspired as you enjoy this issue.
In closing, while summer is just hitting its stride, be cognizant the Earth
is already turning towards the darker
season of fall, which is a time of transition. The nights lengthen and the days
shorten. Keep that in the back of your
mind, but enjoy and celebrate those lazy,
hazy, and crazy days of summer.
n

McCorkle Lecture: Infusion Therapy Assessment Guidelines
Continued from page 1

hours, eight, twelve, or twenty-four and
is the frequency different dependant on
the patient or device?
Specific assessment time frames
are ideally tied to the patient’s access,
anatomy, infusion being delivered and
response to therapy. Standards and
guidelines are generalized in an attempt to provide a basis for “what the
prudent nurse would do.” Experts in
the field have taken patient factors into
consideration such as peripheral site
location, ability to report and participate, prescribed therapy, health care
setting, age and established standards.
Standardization allows for tracking of
care and specific documentation time
frames providing a baseline for review
of documentation and care provided.
Although not perfect, a safety net for
improving outcomes and continuity of
care by outlining what is expected.
My first objective is to provide a
brief over view of the new INS position
paper: recommendations for frequency
of assessment of the short peripheral
catheter site. The first position is related
to the assessment of the site when any
IV is infusing. Next, I highlight several
key points of the position paper.
Routine assessment: Redness, tenderness, swelling, drainage, and/or presence
of paresthesias, numbness, or tingling at
the specified frequency.
Assessment should minimally include:
• Visual assessment
• Palpation
• Subjective information from
		 the patient and if there is
		 tenderness the dressing re		 moved and site visualized
• If there is tenderness at the
		 site, the dressing may be re		 moved to more carefully
		 visualize the site
Frequency:
a. At least every 4 hours
• Patients receiving nonirritant/
		 non-vesicant infusions, who are
		 alert/oriented and able to notify
		 the nurse
b. At least every 1 to 2 hours
• Critically ill patients
• Adults with cognitive/sensory
		 deficits or receiving sedative-type

		 medications and unable to notify
		nurse
• Catheters placed in a high-risk
		 location (e.g., external jugular,
		 area of flexion)
c. At least every hour
• Neonatal patients
• Pediatric patients
d. More frequently: Every 5 to 10 minutes:
• Patients receiving intermittent
		 infusions of vesicants
• Nurse should advocate for central
		 access administration whenever
		possible
• Peripheral infusion should be
		 limited to less than 30-60 minutes
• In addition to visual assessment
		 of the site, a blood return should
		 be verified every 5 to 10 mins.
		 during the infusion
• Patients receiving infusions of
		 vasoconstrictor agents
• Nurse should advocate for central
		 access administration whenever
		possible
• Agents can cause severe tissue
		necrosis
e. With every home/outpatient visit
• Peripheral infusions at home as
		 overseen by home care or out		 patient nurses
• Patient & family education should
		include:
- What to look for: redness,
tenderness, swelling, or site
drainage
- To check site at least every 4
hours during waking
- Ways to protect the site during
sleep & activities
- How to stop the infusion if
signs/symptoms occur
- To promptly report to the
nurse an organization’s 24-hour
contact number
Position Two: Intermittent infusions
• Access site with every catheter
		 access/infusion or at a minimum
		 of twice per day
Position Three: Temperatures
• Checked at a frequency according
		 to organizational policy/procedure
		 and more often based on nursing
		judgment
• The possibility of catheter

		 associated bloodstream infection
		 should be considered when there
		 is fever in any patient with a
		 peripheral IV catheter even in
		 the absence of site redness,
		 tenderness, swelling, or drainage.
Note that IV pushes are not addressed
in the position paper and temperatures
rely on organizations to set time frames.
My second objective is to inspire new
and innovative ways to assess central
lines and expand our physical assessment to include a history.The history
includes “the life and conditions” the
infusion device is subjected to outside
our limited time with patients. Often
this approach reveals educational needs
for patients and healthcare providers to
prevent infections and preserve the life
of the line.
A general history should include:
• When and where was the central
line placed?
• What type of central line is it and
did you receive any paperwork?
• Who takes care of your line?
• What type of education did you
receive related to potential complications and signs and symptoms
that need reporting?
• What type of education did you
receive related to protecting your
line during everyday activities?
• Were you provided with a 24 hour
number to contact?
Assessment should include:
• Bilateral comparison of left to right
upper extremities for chest asymmetry and/or contra lateral circulation (may indicate a venous thrombosis, superior vena cava syndrome,
prior unresolved infiltration /
extravasations)
• Check for caps, ask “how frequently
they are being changed or removed?”
“ Has one of the caps ever fallen off”?
“What did you do or would you do
if it happened?”
• Check for clamps and ask,“Were
there ever clamps that were re
moved? “
• Flush each lumen, does the patient
complain of “whooshing, light headedness, jaw pain, etc.”
• If unable to flush, ask “when was
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The Impaired
Professional
John Furman PhD, MSN, CIC, COHN-S

I

t is estimated that more than 22 million people in the U.S. abuse drugs or
alcohol.Three million are classified
with a dependence or abuse of both alcohol and illicit drugs while four million are
dependent on or abusing illicit drugs, but
not alcohol, and 15 million are dependent
on or abuse alcohol, but not illicit drugs.
The American Nurses Association (ANA)
estimates that six to eight percent of
nurses use alcohol or drugs to an extent
that is sufficient to impair professional
performance. Others estimate that nurses
generally misuse drugs and alcohol at
nearly the same rate (10 to 15 percent) as
the rest of the population.This means that
if you work with 10 nurses, one of them
is likely to be struggling with a substance
use disorder.
As far back as 1982, the ANA passed
a resolution to create non-disciplinary,
peer-assisted programs for nurses with
substance use disorders, thereby recognizing substance use disorders as a chronic,

progressive illness in the same light as
diabetes or asthma and taking a nonpunitive approach to rehabilitation. In
2011, the National Council of State Boards
of Nursing published a resource manual
for alternative to discipline substance use
monitoring programs ( https://www.ncsbn.org/2106.htm ) reinforcing the illness
model and emphasizing early recognition,
treatment, and a period of monitoring as
effective means to retain highly educated and skilled health professionals in

practice. Currently 46 states have some
type of alternative to discipline program
in place for nurses and other health care
professionals with substance use disorders.
At around the same time that the ANA
passed its resolution,Washington State
Health Boards and Commissions began
seeing an increase in the number of
health professionals whose practice was
impaired due to alcohol and substance
use. At that time, the only avenue boards
and commissions had to deal with impaired practitioners was to take disciplinary action. As a result, many practitioners
lost their licenses.
The legislature recognized that existing law did not provide for a program
of rehabilitation of health professionals
whose competency was impaired. In
1988, the legislature took action to amend
the Uniform Disciplinary Act. The Act was
amended to:
• Direct disciplinary authorities to
		 seek ways to identify and support
		 the rehabilitation of impaired
		 health professionals
• Allow health professionals to be
		 treated so they can return to or
		 continue to practice their profes		 sion in a way that safeguards the
		public
• Establish an alternative programs
Continued on next page
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		 the last time the lumen flushed
without difficulty”?
• Assess for cracks in the hub/valve/
pigtail, leaking at the entry site
• Ask “what would you do if fluid was
leaking along the pigtail or catheter
during flushing or infusions”?
• If it is a valved catheter, where is
the valve located (by the hub or at
the tip)?
• Assess Dressing and catheter from
wings to entry site
• Note dressing change date and or
needle access date greater than 7
days?
• Is the dressing dry and intact?
• What is the patient doing to keep
the dressing dry during or after
bathing?
• Is there taping around the boarders
4

or skin irritation?
• How and where is the catheter
secured? Stat lock, steri strips,
sutures
• Is there gauze under the dressing?
If so, how often is the dressing being
changed?
• Is there a bio patch? Is it applied
correctly?
• How much of the catheter is
exposed? Has it migrated in or out?
• Is the catheter under the adhesive
portion of the dressing? What are
they using to remove adhesive off
the catheter?
• Entry site
• Erythema
• Discharge and/or drainage
• Pain with palpation
• Pain with ROM
In summary, infusion therapy de-
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vices, whether peripherally or centrally
located, serves as an access to a patient’s
bloodstream and delivery system for
fluids, medications, blood products and
or nutritional support. Often, infusion
therapy devices have been defined as the
patients life line based on the potential
to save a life.The other side is the potential to cause secondary complications or
death during insertion, improper maintenance and or via infection. Currently
there are over one hundred and fifty
different types of devices on the market.
The association for vascular access offers
a certification exam which speaks to the
complexities and knowledge base. Hopefully, my objective is met and this article
provided a stepping stone related to
“fluids for thought” to be used in assessment, documentation and education of
the patient.
n

Community Partners
Bringing Magic to Families Coping with Cancer
Founded and run by University of
Washington students, Camp Kesem is a
one-week, student-run overnight summer camp for children ages 6-16 who
have or had a parent with cancer.
The camp is provided free of charge
to all of its campers. Camp Kesem is a
secular camp and is open to children of
all races, religions, national origins, and
financial statuses.

August 18 - 23, 2013
CampKesem.org/UW
Phone: (458)-206–0771
Email: uwashington@campkesem.org
Website: campkesem.org/UW
Facebook: www.facebook.com/CampKesemUW
Continued from previous page

		 to the traditional administrative
disciplinary proceedings

There are three impaired practitioners
programs in the department:
I.
		
		
		

The Washington Physicians Health
Program was founded in 1986 by
the Washington State Medical Association. The department contracts
with the Physician’s Health Program
		 to provide services to medical and
		 osteopathic physicians and physician
		 assistants, podiatrists, veterinarians
		 and dentists.
II. The Washington Recovery
		 Assistance Program for Pharmacy
		 was founded in 1983 by the
		 Washington Pharmacists Associa		 tion. The department contracts
		 with this program to provide
		 services with the pharmacy
		 profession.
III. The department established the
		 Substance Abuse Monitoring
		 Program in 1988. This program
		 was in the Board of Nursing and
		 was exclusive for nurses. In 1991,
		 the program was expanded to
		 other health professions and
		 became known as Washington
Health Professional Services
(WHPS).  The program supports the
		 nursing profession and all other
		 professions not covered by the
		 other two programs.

Mission
Our mission is two-fold:
• To provide children affected by a parent’s cancer with
a supportive, lifelong camp community that recognizes and
understands their unique needs.
• To empower college students to make a difference and build
invaluable leadership skills by developing and managing every
aspect of their Camp Kesem chapter.

History
Camp Kesem (Hebrew for magic) was originally started at Stanford in 2001, and has
since spread to over 40 other college campuses. We hosted our first session of camp in
August 2012 and are hard at work planning for our 2013 camp!

How to Apply
To apply, visit www.campkesem.org/uw/applications Don’t have internet access? Call us
at (458)-206-0771.

Health professionals come to WHPS
in several ways. Some come by way of
self-referral.  Health professionals who
enter WHPS in this manner are not made
known to their licensing authority.  Health
professionals most commonly come to
WHPS under what is called an in Lieu of
Discipline Agreement. This is the hallmark
of an alternative to discipline monitoring
program.  For those who have a substance
abuse complaint filed against their license
this allows them to enter WHPS and avoid
any formal disciplinary action against their
license. As long as they are successful, the
complaint and fact that they participated
in WHPS will never be reflected on their
license.  The final way is entering WHPS
under some type of formal licensing
authority order.
The Washington Administrative Code
(WAC) recognizes the benefit of direct
entry into an alternative to discipline
program. While unprofessional conduct,
including substance misuse, is required
to be reported to the department,WAC
246-16-220 also states that; when there
is no patient harm, reports of inability to
practice with reasonable skill and safety
due to a mental or physical condition
may be submitted to one of the approved impaired practitioner or voluntary
substance abuse program. As stated, this
allows employers and health professionals
to report directly to WHPS or one of the
other programs.

WHPS provides the following
monitoring services:
Case development: including initial
assessment and intake, treatment referrals,
and development of return to practice
and participant contract.
Monitoring activities: including identification and coordination of work site
monitors, advocacy in the work place and
with regulatory entities, and referrals to
Professional Peer Support Groups, and
random drug screening.
Outreach and education: including participation in conferences, consultation to
institutions, and professional organizations
and practice groups.
The best way for health professionals to
seek assistance from WHPS is to contact
the program directly at 360-236-2880. This
is the shortest road into treatment and
recovery, and provides for the greatest
degree of confidentiality.
A lack of knowledge about substance
use disorders is a major risk factor for
nurses and other health care professionals.  WHPS is available to provide education and consultation, free of charge,
to employers, organizations, staff and
students about substance use disorders
among health professionals and the WHPS
program.
If you have any questions or need assistance, please call us at 360-236-2880.
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Rodeo in Joliet –
A Cancer Memoir
Glenn Rockowitz
The excerpt is reprinted with permission by the author. Following his
speaking engagement at the this year’s
Symposium, Glenn has graciously
added an addendum to his narrative.

Author’s Note

forgive him for taking something that I
can’t figure out how to get back and I
forgive him for replacing it with an inexplicable fog. And, for this moment at
least, I find peace in this forgiveness.
I crane my neck over my right shoulder and I watch the cool, soft wind run
its fingers through the acres of open

I

wrote this book for two types of
people:
For my fellow survivors, to let
you know that you’re not alone. And
for those who know and love us, to
allow you to understand this disease
without having to know it.
With love, I stand up.

I am here.
I sit with my legs stretched out in
the butterscotch sand and I stare at
the ocean hundreds of feet below
the bluff. I stop to glance up at the
sun and I see that it’s just over three
hours away from being swallowed
up by the frown of the earth.
Its relentless march across the sky
is no longer inconspicious, no longer
the soft-focus stranger it once was.
But all of my days are like this
now.
Everywhere I walk, everywhere I
drive, everywhere I sit or stand or
run or breathe, I have endless hyperawareness of the sun’s place in the sky.
A gnawing reminder of exactly how
many moments of light are left in my
day. I can no longer look at a piece of
art or watch a movie or sit through a
TV show wihtout noticing light shifts
between scenes or shadow changes on
sidewalks or color variations in water
relfections without feeling betrayed by
the truth in all of them.
I can no longer be fooled into believing that there is ever more time than
there is.
I put my head between my legs and
I stare at the dirt and I breathe in and I
close my eyes and I decide in this moment to finally forgive God. I forgive
him for trying to take me from Danny.
I forgive him for killing my father. I
6

grassland behind me like dozens of invisible men trying to make crop circles.
I think about Jay and I think about the
day I got the news. I think about Gene
and I think about the poison. I think
about London and I think about Bill and
David and Tim and Trish. I think about
Russell and I think about Tammy. And
then I think about how blessed I am to
be able to look at all of these things in
my rearview mirror.
As the sun marches on, the shadows
from the evergreens begin to cool the
small of my back and make their way
up to the base of my neck. I stand and I
put on my headphones and I begin the
walk back home. I follow the dirt path
that snakes through the edge of the
park and I smile when the words from a
song I have listened to hindreds of times
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finally register in my head.
We’re forced to bed
But we’re free to dream.
All us human extras, all us herded
		beings.
But after a glimpse over the top
The rest of the world becomes a gift
		shop.
I make my way through the neighborhood and up my driveway and I see that
the sun has dipped below the tree line
in my backyward, the sky now a giant
blue parachute concealing a flame. I
reach over the wooden fence and I
loosen the rusted-out latch and
I open the gate and I see Danny
playing in the middle of the lawn.
I walk over and I sit down next to
him. We play with his truck and
we make funny noises and every
time he gets close to me I kiss his
cheek and he swats me away and
I laugh and I kiss him again.
My phone vibrates in my
pocket. I take it out and I look
at the display. Leonard, my new
Jay. I stand and I walk over to the
porch steps and I sit.
“Dr Krieg.”
“Glenn.”
“What’s going on?”
“This is a bad time?”
“No such thing. What’s up?”
“Bad news.”
Fuck.
“The cyst we removed –“
“Shit.”
“I’m sorry…”
Shitshitshit.
“So…?”
“So…no one seems to know much
about it.”
Silence.
“It’s a really rare form. We’ve only
seen it only a handful of times outside
the brai—“
He interrupts himself.
“—well, all we know for sure is that
there’s not much we can do—“
Oh my God.
The rest of his words are underwater,
the backyard turns to Vaseline and I
search for the sun.
It’s nowhere to be found.
I close my phone and and I lay down
on the porch and I stare up at the
bruise-colored sky and I know only one
Continued on page 8

PSONS Member Profile
Marivic Mangila, RN, BSN
Charge Nurse, Highline Medical Center
Jody Stroh, MBA

I

f you need to lift your spirits, spend
some time with Marivic Mangila. She
has to be one of the cheeriest people
I’ve met – and we met at 5:00 pm which
was after her shift!
Marivic was born and raised in the
Seattle area, a true native of the Northwest.
After completing High School at Kennedy
in Burien, Marivic decided to stay in- state
for college and was pursuing a business
degree at Western WA University when her
aunt suggested to her that she try volunteering at Highline Medical Center.  Her
aunt, one of six sisters to Marivic’s mother,
just happens to be a nurse. In fact, 2 of
the 6 daughters in her Mom’s family went
into nursing, as did several cousins. The
“family” nurses all work in the area at Veterans, Overlake, Harborview, and Virginia
Mason, although none happened to go
into oncology. It was her volunteer experience at Highline that changed not just
Marivic’s educational direction, but also
her choice of colleges. Marivic left Western
and enrolled in Seattle Pacific University,
changing her studies from business to
nursing. After graduation, Marivic’s mother
was diagnosed with breast cancer. That set
the stage for Marivic to pursue oncology
nursing.  Fortunately, her mother is a breast
cancer survivor today.
After receiving her BSN from SPU in
2005, Marivic left the NW to test out life in
California where she had friends. She took
her first job after nursing school at UCLA
Medical Center. Marivic spent a year as a
Clinical Nurse II in the solid tumor oncology unit. While she loved oncology and
California, she started to get home sick for
family and Seattle friends. So, with solid tumor oncology experience under her belt,
Marivic returned to Seattle and accepted a
position at Virginia Mason Medical Center,
where she worked in the in-patient hematology/oncology unit for a little over a year.
As a staff nurse, Marivic was relegated to
the night shift. “It was a great experience
but tough at the same time. I felt like I had
to put in my dues.”
And that she did, and after a year of

night shifts, an opportunity came up at
Highline Medical Center in the form of a
per diem position in the outpatient setting.
Marivic was eager to get off nights and
was interested in seeing what the outpatient experience would be like. Marivic
took her chances with the per diem job
and eventually the opportunity turned into
a regular full time position.  Her official
title is Highline Cancer Center Oncology
Marivic Mangila
Nurse but Marivic has many roles. Among
works.
the numerous jobs Marivic performs on a
It should come as no surprise that when
regular basis include: Charge Nurse, Infuasked about what challenges she has oversion, Case Management (including workcome that Marivic starts out with the soluing with Hospice), Prior Authorizations
tion. Apparently the process of moving
guru, chemo competency class organizer
patients throughout the clinic and infusion
and teacher. In addition to the roles she
suite had been open for discussion for
has at Highline Medical Center, Marivic is
some time, and was still open for solving.
also a part-time clinical nurse instructor at
Marivic took it upon herself to create a
South Seattle Community College (SSCC).
LEAN process flow chart to present to the
You might wonder how such a young
director and manager. The presentation
nurse is becoming so accomplished so
was well received and resulted in a new
quickly. Marivic is not hesitant to tell you
flow process for the practice.
that she has a wonderful mentor in Mona
What is next on Marivic’s horizon? She
Stage.
Many of you will know Mona Stage from has her sights set on getting her Nurse
Practitioner’s degree, but that is about 2
her years as a PSONS member and leader.
years out because right now she is planMarivic and Mona worked together at
ning a wedding for the spring of 2014.
Highline on updating policies and proMarivic and Lo, her boyfriend of several
cedures for the nursing staff and clinic.
years are tying the knot! There was a
Marivic credits Mona with enabling her to
surprise proposal on Saturday night, March
get scholarships from PSONS and ONS for
16th. After spending the day at Sympoa number of courses. “She is a really good
manager – the best one ever” says Marivic. sium, Marivic and Lo went out to dinner
followed by a surprise proposal on the Fer“Mona went out of her way to seek out
teaching opportunities for me for example, ris wheel at the Seattle waterfront.  How
romantic, right?! I would say they are off
leading our annual chemotherapy comto a great start.
petency class. Teaching at SSCC has really
Currently, Marivic is an active member
helped me feel more confident presenting
of PSONS. In 2011, she was able to attend
in front of people.”
Congress in Boston.  Last year in 2012, she
When asked what was special about
became a first time member of the Symher small community hospital and clinic,
Marivic related this story:“Our patients say posium planning committee and she has
it is their second home. When we recently agreed to serve as a committee member
again for 2013.
lost a female patient, her husband, who
Her advice to other oncology nurses;
had accompanied her there every week
“Our job can be very stressful; it is easy
on Tuesdays, continued to return to the
to get wrapped up in patients’ emotional
clinic on Tuesdays to work on the puzzles
and have coffee, in spite of the fact that his journey…take time for yourself.” And then
she adds that it is hard to take her own adwife had passed away.” It is very apparent
vice. Something I think we all can work on.
that as Marivic relates these stories, you
Continued on page 10
can sense that she truly loves where she
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Scholarship
Committee
Announces
Summer 2013
Scholarships
Mona Stage
BSN, RN, NE-BC, OCN

The purpose of scholarship
awards is to support a professional
nurse interested in improving
cancer care through scholarship
opportunities.
Summer 2013 scholarships will
be awarded to PSONS members for
the following:

ONCC Test Registration
• One - $275.00 for OCN or
CBCN test registration
• Two - $275.00 Advanced Practice test registration

Poster Scholarships
For development of poster to be
presented at a national conference
• Two - $250 scholarships

Connections, Advancing
Care Through Research,
Fall 2013
• One - $1,200.00 scholarship
National Oncology Specialty
Conference-i.e., Breast, Radiation
Oncology, BMT, Hematology, etc.
(Conference dates through July 31,
2014)
Visit the PSONS web site for detailed information.
The application deadline is July
1st 2013. Please submit the
application to Mona Stage at
psonsscholarship@gmail.com.
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Rodeo in Joliet: Survivor of Four
Primary Cancers Helps Young Patients
Continued from page 6

thing:
The sun has disappeared.
It is Magic Hour.
Dusk or dawn, it’s hard to say.
I breathe in, I breathe out.
And I stand up.
I stand up.
Welcome to the Rodeo.
Addendum (April 2013)
A lot has happened since my first
cancer. For one, I have to use the term
“first cancer” which, sadly, implies that
I’ve had more. And I have.
Three more to be precise.
Look at my face: three more primary
cancers!
Primaries. Not recurrences.
Don’t be jealous.
I really would love to share my cancer luck with other people, but apparently the gods have decided I should
hoard them all.
Fair enough.  It is the hand I’ve been
dealt, as they say.
And I have tried really hard to turn
that pain into something that will hopefully help other people avoid it in the
future.
The doctors believe that at least two
of the cancers I’ve had since the first
one are directly related to the treatment
of the first. And yes, I could be sad
about that but I’m not.
Because I’m alive.
And I’ve seen things that I was never
supposed to see.
According to my histrionic oncologist
friend, I wasn’t supposed to see my son
beyond the first 3 months of his life.
But I did.
And now I am teaching him how to
drive.
I wasn’t supposed to outlive my
father and get to honor his wish for me
to take care of and support my younger
sister.
But I did.
And now that 12-year old girl is in
medical school.
I certainly wasn’t supposed to spend
my days working as an advocate for
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other newly-diagnosed young cancer
patients, helping them navigate a world
I learned on on-the-fly and alone.
But I am.
And I love every second of it.
I don’t love the pain and the sadness
and the bad news that often comes
with the job.
I love the fact that I get to experience
the pain and the sadness and the bad
news.
I know that sounds bizarre, but I love
the fact that I get annoyed when my
son doesn’t put away his dishes. Or that
he gives me attitude because I don’t
understand the delicate intricacies of
half of his ridiculous video games.
I love it because it means I’m alive,
that these ridiculous little things are my
biggest worries these days.
And that is a gift I never thought I
would get to experience.
The gift of being present, of being
alive, of being here for the great things
and the horrible ones.
The gift of having one the best days
in my life recently when I got to stand
in front of a room of oncology nurses
and share a moment I was never, ever
supposed to see.
The gift of looking out into a sea of
my heroes all in one room.
To me, you are the firefighters who
ran back into the towers on 9/11.
You are the ones who carried me
through each of my cancers and who
looked in my eyes and assured me that
deep down I had something inside of
me that could push through the pain
and the sickness and the hopelessness
and stand back up.
So after four cancers to be able to
stand on a stage I was never supposed
to stand on, to speak to a sea of people
I was never supposed to know, to cry
publically for the first time in my life, to
shake hands I was never supposed to
shake, to hug people I was never supposed to hug? That is a gift I will take
to the grave with me. And I’m not sure
that life gets much better than that.
n

Pain Management in
the Gynecologic Patient
Faina Spaeth BS, BSN, MSN, ARNP, MT

C

ancer pain presents a significant
burden on the patient, family,
healthcare costs and society at
large. The overall prevalence of pain is
53% in patients of all stages combined,
and up to 69% in those with advanced
stages 1. Multidisciplinary and multimodal
approach is necessary to address cancer
related pain. Interventions may include
surgery, chemo-radiation, pharmacologic
agents and interventional therapies. Pain
syndromes may be tumor related,
treatment related and unrelated
causes, such as pre-existing chronic
pain conditions.
Normal processing of pain and
response to noxious stimuli is
complex. Pain signals undergo
the processes of pain transduction, transmission, perception and
modulation. At each of these phases
various pharmacologic interventions may be used to target specific
neurochemical receptor sites to
decrease pain nociception. The treatment
plan depends on initial assessment of
pain etiology location, effect on quality of
life, as well as the patient’s prior experience with pain management strategies.
Particular pain characteristics may target
specific pharmacologic agents.  For
example, tingling, burning, electric shock
and numb sensations may be associated
with neuropathic pain, while aching,
sharp, dull and throbbing descriptions
may point towards somatic type pain.
Visceral structures are highly sensitive to
distension, ischemia and inflammation,
which may be described by the patient as
poorly defined, difficult to localize, diffuse
or may be referred to other locations.
The World Health Organization has established a step approach to the management of cancer pain.
Level I addresses mild to moderate pain
and includes acetaminophen, NSAIDs and
adjuvant analgesics.
Level II medications are appropriate for
moderate to severe pain and include com-

bination opioids with acetaminophen,
such as Percocet and Vicodin, as well as a
weak opioid (tramadol) and a mixed mu
agonist and SNRI (tapentadol). Adjunctive
pharmacologic agents from Level I may
also be utilized.
Level III medications are targeting
severe pain and include opioids, such as
morphine, fentanyl, methadone, hydromorphone and others, as well as adjuvants 2.
There are many opioids available on
the market today that vary in formulation,
duration of action, potency, price and

availability.  For many patients, who have
difficulty swallowing or tolerating oral
preparations, a number of transdermal,
transmucosal or liquid preparations are
available. In general, medications in the
opioid class have the potential to cause
similar side effects, such as nausea, vomiting and constipation.  However, there is
great individual variation in severity of
side effects and effectiveness of specific
agents in each patient.  For example,
morphine may not be safe in patients
with renal dysfunction, while those with
extensive first pass metabolism, such as
oxycodone, methadone, and acetaminophen containing products, are not recommended for patients with compromised
liver function. Unfortunately, there are
also risks of using these medications in
the short and long term, such as opioid
induced hyperalgesia, opioid induced endocrinopathies, exacerbation of migraines
and fibromyalgia symptoms, immune suppression, exacerbation of mood disorders
and sleep disturbances, greatest of which

is sleep apnea. There is evidence that
opioids may actually cause sleep apnea
symptoms, and certainly may worsen
preexisting sleep apnea, especially central
sleep apnea. In regards to opioid induced
hyperalgesia (OIH), it is an exaggerated
response to a noxious stimulus and
related to glutaminergic system n-methyld-aspartate (NMDA) receptor activation.
Protein kinase C is activated by an opioid
and maintains activation of NMDA receptor. Prolonged use of opioids, especially
at high dose, may cause neurotoxicity of
the inhibitory system, activation of spinal
and cortical glial cells and contribute to
central sensitization, leading to OIH development.  Some of the ways to treat OIH is
to block the NMDA receptor directly with
such NMDA antagonists, as ketamine,
methadone or tricyclic antidepressants,
as well as enhancing of descending
inhibition with tricyclic antidepressants, serotonin-norepinephrine
receptor inhibitors or tramadol.
Descending inhibition occurs in
the cortex, thalamus, and brainstem
and modulates the incoming pain
impulses.
Adjunctive medications include
a vast number of medications with
varying mechanisms of action to
treat pain in addition to, or in place
of opioids. These include atypical
anticonvulsants, muscle relaxants, serotonin-norepinephrine reuptake inhibitors, tricyclic antidepressants, ketamine,
supplements, corticosteroids and bisphosphonates. Atypical anticonvulsants block
neurotransmission by binding to calcium
or sodium channels, thereby modulating
or blocking it, depending on a specific
agent. Muscle relaxants include agents
such as cyclobenzaprine, methocarbamol,
tizanidine, baclofen and carisoprodol.
Each should be targeted and used with
caution in each specific patient, depending on their side effect profile.  For
example, cyclobenzaprine and tizanidine
may be quite sedating, carisoprodol is
highly habit forming, while tizanidine
may also lower blood pressure due to
its alpha 2 adrenergic receptor blocking
effects. Tricyclic antidepressants at higher
doses may be beneficial for pain control,
however with increased doses may also
potentially increase anticholinergic side
effects of constipation, dry mouth, blurred
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2013 PSONS Monthly Education Programs
Seattle and South Sound Area
Seattle programs will be held on the third Wednesday of each month. South Sound
programs will be held on the second Wednesday of each month. Information announcing more details, including specific location, will be e-mailed to members 3-4
weeks prior to the event. Detailed information will also be available on our website
www.psons.org
Month

Seattle

South Sound

July

July 17th - Seattle
Genetics Presentation

No meeting

August

August - 21st
Radioimmunotherapy
Cancer Research

No meeting

September

September 18th Drug Update

Sept 11th Genetics and Cancer

Member Profile:
Marivic Mangila
Continued from page 7

So what is something we don’t know
about Marivic?  Here are a couple of
things, she loves to swim and was on swim
team in high school, and she loves to go
snowboarding with Lo when the weather
cooperates.  However, the most interesting story has to do with her unique and
beautiful name. When she was born,
Marivic’s mother had chosen to name her
Alyssa. However, after the delivery while
Mom was sleeping, Dad decided to take
care of the naming paperwork and listed
her name as Marivic which is a combination of Dad’s parents’ names (Maria and
Vicente). What a surprise for Mom when
she woke up! Mom’s advice to Marivic,
“don’t fall asleep after you deliver!”
n

Pain Management: Be Aware of Treatment’s Side Effect Profile
Continued from page 9

vision, dizziness and urinary retention.
This class of medications may be most
effective for neuropathic or visceral pain
syndromes. Some supplements that have
been found to be helpful for neuropathic
pain include acetyl L carnitine and alpha
lipoic acid.
A number of intravenous medications
in addition to opioids, such as morphine,
hydromorphone and fentanyl, include
acetaminophen, ketamine, methadone,
ketorolac, methocarbamol and diazepam.
Caution is warranted with use of ketorolac, due to significant gastrointestinal and
renal complications and increased risk
of bleeding, especially with prolonged
use, as well as habit forming properties
of diazepam. Use of diazepam beyond 5
days is not recommended.
Interventional therapies are constantly
evolving to improve safety and effectiveness of targeted medication or treatment
delivery. Intrathecal catheter or pump
placement allows for direct opioid and
adjunct medication delivery to the spinal
cord. Epidural catheter placement would
also allow for this, although on a more
temporary basis. This is helpful when
opiate dose is escalating, as some side
effects may be circumvented when they
are administered intrathecally. There is
additional advantage of using ziconotide
10

(Prialt) or local anesthetics intrathecally
using this modality for neuropathic pain.
Chemical neurolysis with alcohol, phenol or glycerol causes disruption of pain
signal along the neural pathways (3). It has
the potential to relieve pain for up to six
months 3. Visceral innervation involves a
number of structures, including superior
hypogastric plexus, ganglion impar, celiac
plexus and inferior mesenteric plexus. Of
these, inferior mesenteric plexus may be
performed intraoperatively, so this is not a
viable option for most patients. Superior
hypogastric plexus block may be helpful
for patients with pelvic pain related to
ovarian or low cervical location. Ganglion
impar block typically would cover pain
originating in the perineum or vagina.
Celiac plexus block is usually reserved for
patients with pain originating from liver
metastases. All these procedures carry a
small risk of infection. In addition, superior hypogastric plexus block may also
result in intravascular or neuroaxial injection, discitis, neuritis, bladder or bowel
dysfunction or incomplete pain relief 4.
Ganglion impar block carries a risk of rectal puncture and epidural spread, primarily due to the injection technique 5.
Other sources of patient’s pain may not
be at all related to a physical cause, such
as psychosocial, financial or psychiatric
issues. These should not be minimized.
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Patients’ use of tobacco or elicit substances, may also exacerbate pain symptoms.
Dealing with end of life issues, as well
as other symptoms, such as nausea, difficulty breathing or swallowing, may be
challenging and managed appropriately.
A multidisciplinary approach to care,
involving social work, case management,
patient and family educators, psychologists or psychiatrists, financial counselors, therapists and spiritual care, has
the potential to contribute most to best
outcomes in cancer treatment, as well as
pain management.
References
1. van den Beuken-van Everdingen MH, de Rijke
JM, Kessels AG, et al.: Prevalence of pain in
patients with cancer: a systematic review of the
past 40 years.Ann Oncol 2007, 18:1437–1449.
2. Davies, PS, D’Arcy,Y. Cancer Pain Management. 2013, 44-46.
3. Koyyalagunta D, Burton AW:The Role of
Chemical Neurolysis in Cancer Pain. Curr Pain
Headache Rep (2010) 14:261-267.
4. Gamal G, Helaly M, Labib YM: Superior
hypogastric block: transdiscal versus classic
posterior approach in pelvic cancer pain. Clin J
Pain 2006, 22:544-547.
5.Turker G, Basagan-Mogol E, Gurbet A, et al.:A
new technique for superior hypogastric plexus
block: the posteromedian transdiscal approach.
Tohoku J Exp Med 2005, 206: 277-281.

n

Membership Committee Report
Sandra Olson, BSN, RN, OCN

PSONS Logo Contest!
The winner will receive $500 towards an oncology class, conference, or educational event of your choice.
Deadline for submissions: October 31, 2013. Please contact psonsmembership@
gmail.com to have a detailed packet of submission requirements mailed to you.

Membership Model Change
ONS National and all local chapters will be undergoing a membership model
change. ONS national membership will include local chapter membership dues
beginning in July. PSONS is no longer accepting local chapter membership dues
at this time. We anticipate details about this transition to come in June from ONS
and will share them with you. In the meantime, please contact psonsmembership@
gmail.com for questions.

Help us find you!
If you have not been receiving the monthly e-newsletter or invitations for educational dinners, please contact psonsmembership@gmail.com to ensure we have
your current e-mail address correct!

Puget Sound Chapter of the
Oncology Nursing Society
Contact Information for
PSONS Board, Committees and Project Teams
Please utilize the following email addresses for contact.
We want your input and would love to hear from our
members!
All board meetings are open to the membership.

Board of Directors
President: Reiko Torgeson
E-mail: psonspresident@gmail.com
President-Elect: Lenise Taylor
E-mail: ltaylor@seattlecca.org
Secretary: Jennifer Wulff
E-mail: psonssecretary@gmail.com
Treasurer: Heather Freeborne
E-mail: psonstreasurer@gmail.com
Immediate Past President: Lois Williams

Standing Committees
Chairs are board members

Nominating Committee: Vacant
E-mail: psonsnominating@gmail.com

Treasurer’s Report
January 1, 2013 - April 30, 2013
INCOME
Jan-April 2013
Ellen Debondt Memorial Scholarship Fund.........................$250
Advertising.............................................................................50
Fundamentals..................................................................15,561
Membership......................................................................3,391
Monthly Educational Evening Programs.............................3,086
Older Adult Class..............................................................2,408
Symposium......................................................................57,614
Total Income

$82,360

EXPENSES
Jan-April 2013
Board Meetings..................................................................$456
Older Adult Class.................................................................599
Fundamentals..................................................................17,006
Monthly Educational Evening Programs.............................2,067
Newsletter.........................................................................1,591
Office Supplies.....................................................................252
Postage and Mailing.................................................................6
Symposium......................................................................35,567
Operations - Other.................................................................14
Total Expenses

$57,558

Membership Committee: Sandra Olson, Chair
E-mail: psonsmembership@gmail.com
Education Committee: Judy Petersen &
Ann Breen, Co-Chairs
E-mail: psonseducation@gmail.com
Communications Committee:
Bob Chapman, Chair		
E-mail: psonscommunications@gmail.com
Webmaster: Karl Rusterholtz		
E-mail: psonswebsite@gmail.com
Research Committee: Robyn Haaf, Chair
E-mail: rhaaf@fhcrc.org
Government Relations Committee:
Ellen Nason, Chair
E-mail: psonshealthpolicy@gmail.com
Symposium Committee: Deb Leslie, Chair
E-mail: psonssymposium@gmail.com
Oncology Nursing Education Cooperative
Committee: Lenise Taylor
E-mail: ltaylor@seattlecca.org

Project Teams

Vendor Relations: Mary Jo Sarver
E-mail: msarver@nwhsea.org
Lisa Westmoreland
E-mail: elw13@comcast.net
Community Service: Nancy Thompson
E-mail: nancy.thompson@swedish.org
Scholarship: Mona Stage
E-mail: mstage@highlinemedical.org
Letters, articles and announcements are requested from all PSONS members and other
readers on topics of interest to the membership. Submissions and questions should be
sent in electronic format to psonscommunications@gmail.com. Neither the Puget
Sound Chapter of the Oncology Nursing Society, the Oncology Nursing Society, the
Board of Directors, nor the American Cancer Society assumes responsibility for the
opinions expressed by authors. Acceptance of advertising does not indicate or imply
endorsement by any of the above-stated parties. The PSONS Quarterly is published four
times a year by the Puget Sound Chapter of the Oncology Nursing Society with the support of the American Cancer Society. To contact the PSONS please communicate with
above individuals or go to our website at www.psons.org for additional information.
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of 100 patients believed to have Stage
1 or 2 ovarian cancer (but with inadequate initial staging), rigorous restaging
by a gynecologic oncologist resulted
in 31% being upstaged to a higher
stage.4 With inadequate surgical staging
women may not be offered potentially
curative chemotherapy if initial “staging” suggests she has Stage I disease, but
in reality, she has Stage II or III ovarian
cancer.
Fertility sparing surgery is standard
and 3) perform staging biopsies includfor young women with most types of
Kathryn F. McGonigle, MD
ing removal of lymph nodes, peritoneal
early stage non-epithelial, epithelial
ignificant advances in the manbiopsies and omentectomy. Only those
ovarian tumors, such as germ cell tuagement of patients with ovarian
patients with Stage I, low grade ovarian
mors. In these cases, unilateral salpingocancer in the last few decades
cancers do not require chemotherapy
oophorectomy (preservation of uterus
have improved outcomes.The American after surgery.The standard of care for
and contralateral ovary) along with
Cancer Society estimates there will be
optimal management of a woman with
omentectomy and lymphadenectomy is
22,240 cases of ovarian cancer in the
an ovarian mass suspicious for ovarian
performed.  Fertility sparing
United States in 2013 and
surgery for young women
Uterus
Ovarian Cancer
14,030 deaths, making
with early stage epithelial
ovarian cancer the most
ovarian cancers is controverlethal of all gynecologic
sial, but may be appropriate
cancers.1 Overall, fivein certain cases. Small case
year survivals are less
series, suggest that fertility
than 40%.  For the appreservation may be an opproximately 75% of cases
tion for young women with
presenting with Stage III
Stage IA epithelial ovarian
or IV disease, five-year
cancers.5 However, there are
survival is less than 25%.2
no randomized trials evaluatManagement of these
ing the safety of conservative
patients presents sigmanagement in this setting
nificant challenges to the
and extensive counseling is
physician, patient and her
mandatory.
Normal ovary
family. Treatment requires
Advanced Stage
Cancer
a multimodality approach
Ovarian Cancer
with optimal surgery and
In advanced stage ovarVagina
chemotherapy. Surgery
ian cancer the disease has
is pivotal in the initial
spread beyond the ovary,
management of both early
and there may be extensive
and advanced stage ovarian cancer. The
cancer requires she undergo her initial
involvement of intra-abdominal organs.
discussion will focus on surgical mansurgery with a gynecologic oncologist.
Even in advanced stages, ovarian cancer
agement of epithelial ovarian cancer,
A gynecologic oncologist is a gynecologenerally remains in the abdomen, with
the most common and deadly type of
gist who has received special training,
pleural effusion being the most comovarian cancer.
both medical and surgery to care for
mon extra-abdominal spread of disease.
women with gynecologic cancers. UnEarly Stage Ovarian Cancer
Meticulous, thorough initial surgery is
fortunately, many women with ovarian
Staging of ovarian cancer is perkey in the initial management with a
cancer, particularly those with early
formed surgically. Stage I or early stage
focus on surgical cytoreduction.
stage disease, do not receive optimal
disease represents 10-15% of patients
For most solid tumors, surgical resecsurgical staging and many women are
with epithelial ovarian cancer. These
tion is justified only if complete removal
patients have the highest cure rates, gen- not receiving their initial surgery by a
with “negative margins” can be obtained.
gynecologic cancer surgeon. Studies
erally >75% overall.  For patients with
Unlike most other solid tumors, there
suggest that that nearly half of women
early stage disease the goals of surgery
is substantial theoretical and clinical
are to 1) remove the ovarian mass, usual- with early ovarian cancer were inadeevidence to support surgical cytoreducly in conjunction with bilateral salpingo- quately staged by general gynecologists
tion of ovarian cancer in the absence of
and general surgeons compared with 3%
oophorectomy and hysterectomy, 2)
3
Continued on next page
confirm the diagnosis of ovarian cancer, of gynecologic oncologists. In a study

Surgical Management of
Ovarian Cancer: Challenges
and Opportunities
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Surgical Management of Ovarian Cancer: 40 Years Since First Study
Continued from previous page

complete removal of all disease. It has
been almost 40 years since Griffiths et
al 6 published the first study in ovarian
cancer cytoreductive surgery demonstrating an improvement in median survival with a reduction in the size of the
largest residual metastatic tumor mass.
In this key study, the median survival for
patients with greater than 1.5cm tumors
was only 11 months compare with 29
months for those with residual disease
between 0 and 0.5 cm. More recently
studies have demonstrated median
survival after optimal tumor resection
is 39-60 months compared with 17-24
months in those undergoing a suboptimal tumor cytoreductive surgery. 7
Surgical cytoreduction, where appropriate, is the standard of care for patients
with advanced ovarian cancer. Evidence
supports numerous benefits to optimal
surgical cytoreduction including an
improved response to postoperative
chemotherapy. Small tumors are well
perfused and mitotically active and the
tumor is less likely to develop resistance
clones to chemotherapy. Removal of
bulky disease is associated with a reduction in tumor associated symptoms
such as abdominal pain, ascites, pleural effusions, early satiety and fatigue.
There is also evidence to support that
optimal resection of tumor is associated
with prolongation of life and palliation
of symptoms and significant psychological benefits. Furthermore, although
the majority of women with advanced
ovarian cancer are not cured of their
disease, only those women undergoing
an “optimal” tumor resection have an
opportunity to be cured.
For patients with advanced ovarian
cancer, surgery involves removal of
uterus, tubes and ovaries, omentum, and
any enlarged lymph nodes. In order to
obtain an “optimal resection,” removal
of organs involved by tumor such as
bowel, spleen, portion of liver or diaphragm may be necessary.The definition of an optimal tumor resection has
evolved over time from less than 2 cm
to less than 0.5cm maximal tumor diameter. 8 Patients who have resection of
all gross disease are more likely to have
a more favorable outcome . Patients
with Stage IV ovarian cancer (usually

due to parenchymal liver metastases or
pleural effusion) may be candidates for
cytoreductive surgery. 9 These patients
should not be automatically excluded
from an attempt at surgery, and the risk/
benefits must be carefully evaluated in
these cases.
The likelihood of obtaining an
optimal resection depends on the
amount and location of disease, surgical effort and the training of the surgeon. Evidence suggests patients with
advanced ovarian cancer who undergo
surgery by a gynecologic oncologist
have an improved survival compared
with those who had surgery without a
gynecologic oncologist present.10 With
maximal surgical effort, optimal cytoreduction should be possible in at least
75% of cases. After surgery, all patients
with advanced ovarian cancer require
chemotherapy. With improved surgical
techniques, surgical training, anesthetic
techniques along with modern medical
peri-operative management, the risks
of surgery for advanced ovarian cancer
have been reduced. Approximately 5%
of women suffer major morbidity with
< 1% mortality.11

Surgery After Neoadjuvant
Chemotherapy for Advanced
Ovarian Cancer
Although surgery followed by chemotherapy is the preferred approach for
women with advanced ovarian cancer,
certain patients are best treated with
chemotherapy first. Patients with a poor
performance status or with obviously
“unresectable” disease should be treated
with chemotherapy before surgery. The
surgeon must beware of declaring disease “unresectable” based on CAT Scan
findings alone since radiologic studies
are notoriously poor at predicting resectability.12 Prior to treatment with “neoadjuvant” chemotherapy, cytology (from
ascites or pleural fluid) or biopsy of a
peritoneal implant should be performed
to confirm the diagnosis of ovarian cancer.After 3-6 cycles of chemotherapy, depending on the patient’s response and/or
an improvement in her performance status, a tumor cytoreductive surgery may
be performed. If the patient progresses
on primary chemotherapy, her prognosis
is quite poor and it is not likely that she

will benefit from surgery.

Interval Surgery After Initial
Suboptimal Cytoreductive Surgery
for Advanced Ovarian Cancer
Studies have evaluated a possible role
for “interval tumor cytoreductive surgery”.  For patients whose initial surgery
resulted in “suboptimal” resection of
disease, surgeons theorized that there
may be an improvement in outcomes
by performing an “interval” or second
attempt at surgical cytoreduction after
several cycles of chemotherapy. In a
cooperative group study by the GOG
(gynecologic oncology group), patients
with advanced ovarian cancer who
were unable to undergo an optimal
tumor resection with maximal surgical
effort at primary surgery were treated
with 2 to 3 cycles of chemotherapy
followed by an “interval surgery” to
attempt to resect residual tumor to an
optimal level. Unfortunately, this study
failed to demonstrate an improvement
in progression free or overall survival
with this approach.13 Several smaller
studies have confirmed these findings.
Demonstration of maximal surgical effort is KEY! A European study suggests
that patients undergoing a suboptimal
surgery without maximal surgical effort
(either because of her poor performance status or because her surgery
was not performed by a gynecologic oncologist), then chemotherapy followed
by a secondary surgical cytoreduction
may be beneficial.14

Second Look Surgery After
Chemotherapy in Advanced
Ovarian Cancer
For many years, second look surgery for ovarian cancer was routinely
performed for patients with advanced
ovarian cancer after completion of chemotherapy. Because of the absence of
non-invasive modalities to determine if
patients are in complete pathologic remission after initial surgery and chemotherapy, many patients were subjected
to a laparotomy or laparoscopy to assess
disease status. Patients with a “negative second look” have an improved
prognosis compared with those with
disease at second look, but still have an
approximately 50% risk of recurrence
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Ovarian Cancer
Continued from page 13

of disease.15 A study published from the
Gynecologic Oncology Group demonstrated no improvement in survival
for women undergoing second look
surgery compared with those who did
not undergo the surgery.16 As a result,
second-look surgery has largely been
abandoned unless the patient is undergoing the procedure as part of a clinical
research trial.

Surgery for Patients with
Recurrent Ovarian Cancer
The majority of ovarian cancer recurrences occur within the abdominal
cavity and thus are potentially amenable
to cytoreductive surgery. Patients with
recurrent ovarian cancer are defined
as having either “platinum sensitive” or
“platinum resistant” disease. Patients
whose disease has recurred greater
than six months since her last platinum
treatment have “sensitive disease” and
generally have a better response to 2nd
line chemotherapy compared with those
whose disease recurred earlier. Since
these patients have incurable disease,
surgery in this setting is palliative, but
may be associated with a prolongation of
survival and/or improvement in quality
of life. Patients most likely to benefit
from secondary cytoreductive surgery
are those with a long interval of time
between completion of platinum based
chemotherapy and disease recurrence.
Patients with extensive miliary disease
in the abdomen rather than an isolated
disease recurrence likely will gain less
benefit from secondary surgery and generally should proceed to chemotherapy
without secondary surgery. There is
increasing evidence that patients whose
disease cannot be resected to “no gross
residual” are not likely to benefit from
secondary cytoreductive surgery. There
are significant controversies on the benefits of secondary cytoreductive surgery.17
A Gynecologic Oncology Group Study
that randomizes patients with platinum
sensitive recurrent ovarian cancer to
chemotherapy with or without prior
secondary cytoreductive surgery will
hopefully help to answer these questions.
It will be many years before the results of
this important study are available.
Patients with recurrent ovarian
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cancer often require surgery to palliate
symptoms. Patients who present with a
small or large bowel obstruction may be
candidates for surgery, usually an ileostomy or colostomy.18 A gastrostomy tube
should be considered for patients whose
bowel cannot be safely diverted. On
occasion a patient requires surgery as a
result of a bowel perforation or fistula or
to palliate pain from a tumor mass.

Summary
Surgery plays a key role in the management of all stages of ovarian cancer
and almost all patients with ovarian
cancer require surgical management.
Conscientious surgical staging is essential for patients with early stage disease.
Surgical cytoreductive surgery should
be performed thoroughly for patients
with advanced stage disease. In conjunction with standard chemotherapies,
appropriate surgical therapy has a significant impact on prognosis and overall
survival of patients with ovarian cancer.
Whenever possible, surgery should be
performed by a gynecologic oncologist.
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Nursing Management
of Patients with EndStage Ovarian Cancer
Holly Tomashek, RN BSN

T

he final months of life for an ovarian cancer patient often present a
constellation of difficult-to-relieve
symptoms. Therefore, the nursing care
we provide can make a real difference
in the quality of their last weeks of life.
Metastatic ovarian cancer is generally
limited to the abdominal cavity and
the pleural spaces; rarely does it spread
elsewhere.  However, since these two
areas are home to a majority of our
vital organ functions, symptoms can be
quite debilitating.
One of the most distressing symptoms is GI dysfunction and the resulting malnutrition. The cause can range
from carcinomatous ileus to partial or
complete bowel obstruction secondary to tumor, to massive ascites.
Often, the onset of the dysfunction
is an insidious course and happens
over the course of months, which
causes the patient to slowly become
malnourished, and exacerbates weakness and fatigue from their months
of chemotherapy treatments. Nursing
interventions include educating patients
about diet modifications and bowel care
as well as assessing for signs and symptoms of dehydration and bowel obstruction (i.e., vomiting, pain from cramps,
bloating, and inability to move bowels).
Once a patient has such severe GI
dysfunction that they vomit daily, even
several times daily, a venting G-tube can
be placed for decompression of the GI
tract. This can be quite challenging in
a patient with extensive disease in the
abdomen and on the bowel, and ascites
makes it even more difficult. Palliation
of the symptom of constant vomiting
is a key intervention to improving the
quality of life in these patients.
Intractable ascites can also lead to

malnutrition and bowel dysfunction. Ascites results when tumor implants block
or impede normal peritoneal lymph
flow. This leads to the peritoneal surfaces producing an increased amount of
fluid, and this protein-rich serous fluid
begins to accumulate. An abdominal
paracentesis can relieve the symptoms

caused by the ascites, but stopping the
re-accumulation of ascites is only possible by treating the cause – the cancer.
End-stage patients have likely developed
chemo-resistant disease. Therefore the
possibility of finding something to stop
the ascites is very unlikely.  However,
treatment includes frequent abdominal
paracentesis, placement of a PleurX®
drainage catheter in the abdomen, or occasionally, and intra-peritoneal infusion
of Interferon or Carboplatin.
It is important for the nurse to know
that fluid from ascites is mostly protein

and the frequent drainage of fluid can
contribute to the patient’s malnutrition.
As patients become more malnourished,
they can become cachectic down to the
rib cage, and extremely bloated with
ascites in the abdomen. All the pressure
from the fluid in the abdomen, coupled
with low albumin due to malnutrition,
can cause patients to third space fluid
in their lower extremities, which leads
to the development of terrible pitting edema, and deep vein thrombosis
(DVT). Diuretics are rarely of benefit
in this situation; nursing interventions
include educating patients on skin care
and positioning in the cases of excessive edema, and assessing for signs and
symptoms of DVT.
Similar to the mechanism causing
ascites, the pleura can be affected by
tumor and pleural effusions can
accumulate. If the patient is symptomatic (i.e., dyspnea, orthopnea,
coughing, or pain with inspiration),
then a thoracentesis will usually
relieve the symptoms.  However, it is
likely that the cancer is not responding to treatment, and the effusion
will re-accumulate. Diuretics are not
helpful in this situation and palliation
techniques include frequent thoracentesis, placement of a PleurX®
catheter, or a medical procedure for
pleurodesis. The goal of Pleurodesis
is to obliterate the pleural space by
scarring the tissues, which, if effective, will prevent the re-accumulation
of fluid. This can be a painful procedure, and requires hospitalization,
sometimes up to a week or more.
Nursing interventions include educating patients on recognizing their
symptoms as well as when they may
need a thoracentesis. This helps to
plan for the procedure as compared to
the procedure happening in an emergency.
In closing, because these patients usually diminish over a period of months,
educating them on the natural course
of the disease is an important nursing
function. Every opportunity we have to
dialogue about what is going on, what
it means, and what lies ahead helps
the patient and family prepare for the
end-of-life. And one can never be overprepared for that event.
n
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Leading for the Future
Linda Tieman RN MN FACHE

I

n a time when health care is undergoing a nationwide shift, nurses have
the opportunity and responsibility to
collaborate with other health care professionals and lead change to advance our
health.That means we all have to be on
the same page about what is expected of
us, and how we can champion the transformation for the better.
In October 2010, the Institute of Medicine, a nonprofit organization that conducts rigorous research on issues related
to healthcare in the United States and
advises congress, published the report
“The Future of Nursing: Leading Change,
Advancing Health.”The report has since
become the blueprint for planning and
redesigning nursing in our country. Based
on a two-year study led by Donna Shalala,
former Secretary of Health for President
Clinton, and 12 other members, five of
whom were nurses, the report analyzed
the level of preparedness in nursing, and
the country as a whole, for a healthcare
reform law, the talk of which was slowly
gaining momentum at that time.
It concluded that nurses’ roles must
evolve to meet changing patient needs.
Nurses should lead change and influence
policy so that we all have access to patient-centered care.The key recommendations from the report include: remove
scope of practice barriers (advanced
practice nurses should have the ability
to practice at the top of their education
and training); expand opportunities for
nurses to lead collaborative improvement
efforts; implement residency programs;
ensure that at least 80 percent of nurses
have a BSN or higher by 2020; double
the numbers of nurses with doctorates
by 2020; facilitate nurses’ engagement
in lifelong learning; prepare and enable
nurses to lead change; and build the
healthcare database necessary to inform
key decisions.
The Robert Wood Johnson Foundation and AARP created the Campaign to
Champion Nursing in America (CCNA)
to implement these recommendations
nationwide. The Washington Nursing
16

Action Coalition, which the Washington
Center for Nursing co-leads with the
Washington Health Foundation, was
established in 2011 and was appointed
to implement the recommendations in
Washington State. Some of the work
had already been started earlier. Since
the Washington Center for Nursing (the
statewide non-profit nursing resource
and workforce center) was established
10 years ago, we have focused on making
sure our state has an adequate, appropriately-educated nursing workforce to take
care of our population.
In the past decade,WCN has promoted
nursing as an important and desirable
career, conducted research on
education and employment
trends, managed and executed the Master Plan
for Nursing Education,
worked to highlight
practice issues and
increase capacity and diversity in nursing, joined
the national Forum of Nursing Workforce Centers and
promoted partnerships
among the key players in
nursing education, as well
as practice and regulatory boards to align
our efforts for a healthy Washington State.
Educational progression is a priority for us.The US needs a more welleducated nursing workforce – on the
BSN, masters and doctorate level.We’re
becoming the least-educated nurses in
the world. More education, application of
research on patient care, care coordination, and leadership will result in better
patient outcomes. In the 2011 Gallup
poll, nursing was again ranked as the
most ethical and trusted profession, but
less than 11 percent of the respondents
thought nurses have any influence on
shaping healthcare policy. Nurses do
not acknowledge or take credit for what
we do, or we over-simplify the complex
work planning, delivering, evaluating and
managing care.Time to be proud of what
you do.
Each nurse can take part in redefining
our profession. Language is powerful, and
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the words you choose to describe what
you do make a difference.Things you do
in your job require complex knowledge,
skills and precision; prove that when describing your actions. Say,“I’m assessing
his breathing,” or “I recover people from
surgery.” Eliminate “just a nurse” from
your vocabulary.
Another step is embracing leadership
as a crucial quality of successful nursing.
Your license requires you to use leadership every day, no matter what you do:
evaluating the outcomes of care, directing others, dealing with missteps in care,
directing quality efforts, bringing solutions to problems. Stretch beyond your
profession: join a board in your community – at the local school, religious organization, arts organization, humane society,
environmental organization, or a professional organization.Your skills apply, and
you can change your community.
Identify nursing issues that
concern you, and tell your
legislators what you think
about those issues. Elected
officials pay attention to
whoever communicates
with them.Who do you
want speaking for nursing?
Finally, listen and observe:
who is an influential figure
in your workplace who
you admire? What does that
person do that you do not?
Perhaps there is something
you can learn; but also remember: successful people are those who show passion
and curiosities, battle-hardened confidence, have team smarts, a mindset that
can simplify complexity, and fearlessness.
These qualities describe nurses. Leadership starts with each of us, and we need
to understand the integral role we can and
should play in shaping the future of care.
Oncology nurses have been in the
forefront of challenging the status quo,
putting patients and families first, and
delivering care innovatively.This time of
dramatic change for nurses calls to each
of you to step up and once again, show
nursing what leadership looks like!
Follow the updates from WCN and the
IFN. Give us feedback; tell us how we’re
doing and email us at info@wcnursing.org
to see how you can join our efforts.
n

Hot Topics in Oncology
Nursing: Facing the
Uncertainty Together
Mindi Chouinard RN, BSN, OCN

E

ach year, as oncology nurses, we
are faced with new challenges
and obstacles that we are dared to
overcome on behalf of patients who put
their care and trust in us. This past year
is certainly no exceptions. Gandhi said,
“The future depends on what you do
today”. Never were words more true.
The oncology healthcare team is dealing with the early results of the Patient
Protection and Affordable Care Act
(PPACA), a billing and reimbursement
landscape that has failed to keep pace
with high-tech, high-priced treatment
modalities, and a myriad of new drugs
approved at a rate never before seen by
the FDA and unprecedented regulatory
oversight. Moreover, care has shifted
back to the hospital-based setting from
private practice, which brings with it its
own unique set of challenges.  However,
we have also seen positive changes in
the healthcare delivery system with the
advent of the Oncology Medical Home
model and enormous gains in survival
rates necessitating survivorship programs to manage the unique healthcare
needs of patients winning their hard
fought battle with a cancer diagnosis.
What follows is a summary of the content presented at the 35th Annual Oncology Nursing Symposium “Oncology
Nursing Challenges: Raising Awareness,
Treatment, & Survivorship”.
Healthcare in the United States accounts
for 20% of the gross domestic product. In
2012, the United States spent $2.8 trillion
on healthcare, more than Germany, France,
Spain, UK, Italy, China, Japan, Canada,
Brazil & Australia combined.  To put this in
perspective, in the aftermath of Hurricane
Sandy, in December of 2012 the US spent
$60 million on cleanup efforts.  This equals
what is spent weekly on healthcare. This
enormous spending is caught up in an

antiquated billing and reimbursement system that has not experienced any serious
attempt at overhaul in decades. Trapped
in a partisan political tug of war, healthcare costs, reimbursement and payment
structures create a scenario where profit is
king and patients are caught in the middle.
Regardless of political affiliation, most
prudent healthcare providers agree that
something has to give.
Fee for service is a model of healthcare
delivery where providers or healthcare institutions are paid for each service (office
visit, test, or procedure) provided. Services
are unbundled and paid for separately.
Payment is based on quantity of care and
not quality. In hospital-based systems, a
key driver in the fee for service model is
the “chargemaster”. The chargemaster is
a list of services and procedures including room accommodations, tests, supplies,
drugs/biologics, radiopharmaceuticals, and
etc. Decades ago this was a document
about the size of the local phonebook.
Currently, it is a massive computer file
thousands of items long and maintained
by each individual hospital. There are no
regulatory controls for the chargemaster.
Hospitals can and do charge what they see
fit. The idea is that by charging an exorbitant “fee” for a particulate service either a
3rd party or private payer will reimburse
at that rate or close to it. The intent is to
compensate for the under and uninsured.
This concept is described well in Steven
Brill’s Bitter Pill:Why Medical Bills are Killing US (Time, February 20, 2013).  For example,Wholesale Acquisition Cost (WAC),
for the commonly used biologic Neulasta
is $3300 per 6mg syringe.   However, one
health system in Texas charges patients
nearly $16,000 per 6mg syringe.  This
same organization charges $13, 702 for a
dose of Rituximab while WAC is around
$4000.  This is the charge master at work.  
From diapers to acetaminophen, patients
are at the mercy of a system that is both

outdated and outrageous. This system falls
short because, while a hospital is able to
charge whatever it deems appropriate
for its services, payers are equally able to
reimburse as they see fit.   For Medicare
and Medicaid patients,“Fee Schedules”
are set up by the federal government to
determine set rates at which services will
be paid. This is in an attempt to gain some
control over charges and costs, but all
this does is create a gap between what is
charged and what is reimbursed and the
patient is on the line for the difference. A
piece of this complex puzzle that no one
could have predicted decades ago is the
high cost of high-tech therapies. Researchers continue to amaze with the development of novel and targeted therapies to
attack cancers at their origin. While no
one argues the promise of these agents,
questions are starting to arise regarding
appropriateness of treatment. In 2012, the
FDA approved over twelve new therapeutics for oncology indications. This is an
unprecedented approval rate and while it
opens wide the door for novel therapies
to treat the most aggressive cancers. A
decade ago a month’s supply of a single
cancer agent was approximately $4500.  
Today the median cost is $10,000.  Keep in
mind this is for single agent therapy. The
majority of patients are treated with multidrug regimens. Many patients are on their
fourth and fifth line of treatment and will
continue on these regimens until progression of disease. This could be months. Patients treated with chemotherapy average
between $18,000 to $111,000 annually for
their cancer treatment and approximately
2% of cancer patients are driven to bankruptcy by the cost of their treatment.
Ado traztuzumab emtansin (Kadcyla®),
the so called “Super Herceptin” was approved by the FDA in February of 2013.  
This exciting new option for women with
Her2 positive breast cancer combines chemotherapy with a monoclonal antibody to
create a true stealth delivery mechanism
of chemotherapy delivery.The Herceptin
molecule carries the emtansine depositing it in the heart of the Her2+ cells.  In
a robust clinical trial involving over 900
patients, Kadcyla® showed a progression free survival (PFS) advantage of  9.6
months vs. 6.4 months over the control
arm. Kadcyla® has a similar toxicity profile
to that of Herceptin and carries an FDA
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box warning due to cardiac and hepatotoxicity. The approximate monthly cost
is $9800 and patients are treated with
Kadcyla® until disease progression is
noted.
Regorfaenib (Stivarga®) was FDA approved in September of 2012. This novel
agent has a dual approval for metastatic
colorectal (mCRC) and gastrointestinalstromal tumor (GIST). It is an oral,
multikinase inhibitor which targets
the angiogenic, stromal, and oncogene
receptor tyrsine kinase. It represents the
trend toward single agent, oral therapy.
Approval was based on a large (n = 760),
multinational, multicenter double- blind
placebo controlled trial. It showed an
overall survival (OS) advantage of 6.4
vs. 4 months and PFS advantage of 2.0
months vs. 1.7. Taken for 21 days of a 28
day cycle, Stivarga® has a FDA box warning for hepatotoxicity and a side effect
profile that includes anorexia, fatigue,
hand-foot syndrome, diarrhea and mucositis.  Average monthly cost is $9500 and
patients are treated with Stivarga® until
disease progression is noted.
Afibercept (Zaltrap®), approved in
August of 2012, is FDA approved as second line therapy for mCRC patients who
have progressed on or following FOLFIRI.  
Zalptrap® is an anti-angiogenesis agent.
Like Kadcyla®, Zalptrap® is an intravenous treatment agent. Approved following a double-blind, placebo controlled trial
(Zalptrap® + FOLFIRI vs. FOLFIRI + placebo) with an N-1266, Zalptrap® showed
an OS of 1.4 months over placebo. Zalptrap® is an intravenous agent with a side
effect profile which includes neutropenia,
diarrhea, fatigue mucositis, hypertension and muscle weakness. The average
monthly cost is $11,063 and patients are
treated until disease progression.
The ethical questions begin. Rationing
versus rational? No one questions the
elegance of the science on display with
the approval of the three aforementioned
agents. But one must question the cost,
and overall risk-benefit ratio against the
survival data. Recently, in an Op-ed
piece for the New York Times, Peter Bach
and colleagues describe the formulary
process and Memorial Sloan Kettering’s
(MSK) decision to not add Zalptrap®
18

to their systems formulary. Bach, et. al.
stated,“In most industries something that
offers no advantage over its competitors
and yet sells for twice the price would
never even get on the market. But that is
not how things work for drugs.The FDA
approves drugs if they are shown to be
“safe and effective.” It does not consider
what the relative costs might be once the
new medicine is marketed.”When comparing the cost, toxicity profile and survival advantage of  Zalptrap® + FOLFIRI
vs FOLFIRI alone MSK made the decision
to not add Zalptrap® to their formulary
citing a 1.4 month as not significant
enough to warrant the cost to the patient
or the system.  Lauded by some, vilified
by others, MSK’s decision sets a precedent for the directions providers, health
systems and patients are heading. Where
do we go from here?
There are several promising avenues
being heavily researched and trialed in an
effort to get our collective arms around
a healthcare system busting at the seams.
So called “Pay for Performance” is a shift
to an outcomes- based payment system.
Essentially, federal and private payers are
now requiring clinical evidence to support care that is provided to patients. The
National Comprehensive Cancer Centers
(NCCN) and the American Society of
Clinical Oncology (ASCO) have heard
this loud and clear, developing evidencebased standards that payers look at when
determining if care will be paid for or
not. Medicare and Medicaid are looking
at outcomes to determine when and at
what rate care will be paid for at a given
health system. One example of this centers around hospital acquired infections.
Hospitals and health systems that receive
payment from Medicare are required to
report infection rates for twelve different
types of possible infections, for example
central line associated blood stream infections (CLABSI).  Benchmarks have been
set and hospitals and health systems that
hit a collective rate for 12 infection types
are at risk for a decrease in Medicare
reimbursement anywhere between 1-3%.
A reduction of this much could be devastating to the systems bottom line.This
could be as significant as a 0.2% decrease
in Medicare reimbursement, resulting in a
$4 million loss of revenue.
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The Oncology Medical Home (OMH)
model is also gaining favor. This model
of care, derived from the primary care
world, was created in response to physician and care team frustration with a
fragmented system. The goals include:
increase patient satisfaction by minimizing fragmentation of care, decrease unnecessary emergency department visits,
decrease hospital admissions and length
of stay, and to increase private group and
health system bargaining position with
third party payers.  In the OMH model,
there is single point of contact for all
appointment scheduling, on site triage
with defined physician sponsored, nurse
driven treatment algorithms, RN navigation, fully integrated electronic medical record, on-site financial counseling,
primary palliative care, ancillary services
(social work, oncology dietetics, PT/OT,
complimentary therapies) and aggressive supportive care management. The
published results of the first OMH, Consultants in Medical Oncology Hematology
(CMOH) in Drexel, PA have placed them
in strong bargaining position with local
and regional payers. At the end of five
years CMOH had shown a 65% decrease
in ED visits, 51% decline in hospital
admissions and a 21% decrease in length
of stay. These results are resonating with
Medicare and third party payers to the
extent that the Community Oncology Alliance (COA) is working with Medicare to
create a demonstration project encouraging the OMH model.
Another controversial area of development comes from the Patient Protection
and Affordable Care Act (PPACA), which
was voted into law in March 2010. A
provision within the PPACA establishes
a clinical pathway for clinical development and FDA approval of so called
“biosimilars”. Unlike generics, biosimilars
are considered “highly similar” to their
reference product.The reference product
is the original molecule considered to be
proprietary to a biotech or pharmaceutical manufacturer. Once established as
clinically therapeutic and interchangeable, a product can be substituted without intervention of a healthcare provider
prescribing the reference product. The
Act also allows for 12 years exclusivity
Continued on next page
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for reference/original product. Per the
FDA standards, biosimilars will only be
approved if data on the final product
demonstrates it to be safe, equally efficacious and having minor differences in
clinically inactive ingredients. Also, there
must be no clinically meaningful differences between the biological product/biosimilar and the original product in safety,
purity or potency. Proponents argue
that biosimilars will create a completive
landscape between entrepreneurial competitors and the original manufacturers
driving drug costs down by an estimated
20-50%. In reality, coverage and reimbursement has yet to be agreed upon.
Biosimilars will require strict, mandated
FDA oversight, pharmaco-vigilence and
most likely a Risk Evaluation and Mitigation Strategy (REMS) for each product
approved.
What can we do to combat the challenges we face each day? As nurses, we
play a significant role in the level of care
delivered, development of evidencebased standards, and outcomes of our
care delivered to patients and families. A
few pragmatic ideas include: knowing
your systems payer mix, learning about
your care settings formulary, and advocating for a nurse navigator program. Data
on nurse navigators and their contribution to positive patient outcomes as well
as better overall utilization of healthcare
dollars is ample. Programs that have
a robust prior authorization team and
resources devoted to determining what
services are covered support making
informed choices by both the patient and
the care team.  Finally, a way to support
patients and their ability to pay for the
care they receive is a working knowledge
of the many pharmaceutical and co-pay
assistance programs available. Each year
hundreds of thousands of dollars are left
on the table that could cover most of a
patient’s out of pocket costs associated
with drugs used to treat their cancer.
It would be easy to bemoan all that has
resulted from an oncology healthcare
delivery system that has grown faster, bigger, and more complex than anyone could
have predicted, but there have been unimaginable strides since Nixon declared
the war on Cancer in 1971. As a result,

the National Cancer Institute estimates
that as of 2008 there are 12 million cancer
survivors in the United States.  Five year
survival rates have increased to 67% and
every 2 of 3 cancer patients will survive
five years and beyond. This represents
an increase from one of two patients in
the 1970’s. As a result, oncology programs are faced with a group of patients
whose unique needs place them at risk
for once again falling through the cracks,
or as described by patients,“falling off a
cliff” as they are caught between primary
providers who attribute all health related
concerns to their original cancer diagnosis and oncologists who suggest the
reverse. The road to survivorship began
in 2005 with the Institute of Medicine and
National Research Council’s reports, From
Cancer Patient to Cancer Survivor: Lost
in Translation. Since then, survivorship
has taken a center stage in the building
and panning of cancer programs from
community to academic centers. Concerns raised by ASCO in 2011 and the
growing Livestrong  movement led to the
American College of Surgeons (ACoS)
Commission on Cancer (CoC) requiring that cancer programs have survivor
programs and detailed care plans as part
of their continuum of care. This requirement went into effect in April of 2012 and
standard 3.3 mandates programs seeking
ACoS and CoC accreditation have a survivorship plan that is prepared by principal
provider(s) involved in the planning
and directing of the care of patients, and
should include input from other providers involved in the care of the patient.
The care plan should include: a detailed
summary of diagnosis and stage; treatment plan and toxicities, others involved
in therapy such as dietetics, social work,
naturopath and rehabilitation specialists; recommendations for follow up and
surveillance care; and health promotion
strategies such as smoking cessation. As
cancer programs embrace this standard
and partner with survivors we make a
lasting impact that will allow them to reintegrate into their life in a more positive
and meaningful way.
As oncology nurses it is imperative to
continually reinvest in our profession
with continuing education, volunteerism
and reminders of what matters in our

personal and professional lives. As the
writer of this article, it is bearing witness to my eight nieces and nephews as
they embark on adult lives of their own.
With the risk of developing a cancer
diagnosis at 1 in 2, it is important for me
to stay informed, support technology and
research, and continually avail myself and
my family of the latest information related
to cancer screening, health and wellness, and a lifestyle that is preventative in
nature. Oncology nurses will always be
faced with challenges related to a world
that is fast paced and ever changing. We
will do better when we arm ourselves
with current knowledge and strategies to
face these challenges together. Changes
and the unknowable are so often thought
of in negative terms, yet I am reminded
of the words of Gilda Radner who lost
her battle with ovarian cancer in 1989.
“I wanted a perfect ending. Now I’ve
learned, the hard way, that some poems
don’t rhyme, and some stories don’t have
a clear beginning, middle, and end. Life is
about not knowing, having to change, taking the moment and making the best of it,
without knowing what’s going to happen
next. Delicious Ambiguity.” What a perfect description of the work of oncology
nurses.  Here’s to you!
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I
Save the Date!

The American Association for Cancer Education (AACE), the Cancer
Patient Education Network (CPEN), and the European Association for
Cancer Education (EACE) will collaboratively host the International Cancer Education Conference in Seattle, Washington from September 18-21,
2013. We look forward to seeing you there! Please check the website at
http://aaceonline.com/2013/ for further details as they become available.
The meeting has been developed to meet the changing needs of
oncology professionals who educate others as part of their practice. We
trust that the 2013 International Cancer Education Conference in Seattle,
Washington will renew enthusiasm and provide an excellent showcase
of learning opportunities from faculty around the world.
Registration will open in April 2013.

nfusion therapy, like many things
in the world of oncology, has
morphed and changed over the
years. Changes are based on technological advances, the discovery of new
therapies, and the availability of multiple
vascular access device options. Standards of care and guidelines have been
slower in catching up and some of the
downstream effects of providing continuity of care present challenges and
opportunities in every health care setting. Novice nurses in infusion therapy
frequently learn by the “see one do one
methodology” hands- on mentoring at
the bedside or in clinical settings postgraduation. Seasoned nurses often learn
of new products or therapies via short
in-services and reading materials, as well
as policies & procedures updates. As
providers of care we dive in to meet
the patient’s and care facilities needs.
Providing safe delivery of care within
an expected time frame is often feasible
until the changes exceed the ability to
educate during the course of a shift or
capture everyone in a society where

full-time status and localization to one type of patient or
facility is increasingly rare.
Professionally, related to
licensing and liability, nurses
are held accountable to the
standards set forth by the
infusion therapy experts. In
2010 and 2011, the “general”
experts in infusion therapy, INS
(Intravenous Nursing Society) and
CDC (Center for Disease Control)
released new guidelines and standards of care. ONS (Oncology Nursing
Society) participated in writing the INS
and CDC guidelines and updated their
specialty- specific guidelines related
to vascular access devices and chemotherapy & biotherapy administration.
Healthcare providers that perform
venipuncture and infuse via vascular
access devices must monitor & maintain
devices, educate peers and patients,
and are accountable for knowing and
implementing these updated standards
and guidelines.
Patient safety is paramount, but where
is the evidence showing a specific time
frame related to monitoring provides
better outcomes? In infusion therapy,
evidence is not in the form of a research
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study, but tied to the number of
suits filed and settled inside
and outside the court
room. In the United
States, infusion therapyrelated suits rank among
the highest and most frequently settled healthcare
legal cases outside the
court room. More often
than not, staff directly
involved in the event are
rarely aware of settlements unless the injury
is severe and testimony
is required. With bad
healthcare outcomes, two
things are evident and
rarely associated with a
specific procedure and
therapy.
First is the frequency
of assessment and second
is the patient’s ability to participate in care and decision
making related to education of
the therapy or procedure being
provided. Frequency and the
content of physical assessment
have been ill-defined and challenging related to many things in
healthcare. Policies, procedures
and guidelines specific to infusion
therapy are a great example. Often
guiding documents are vague. For
example, stating per
shift, PRN (as needed), based on the
access, based on the
fluid being administered, or periodically.
Looking at the definition of a shift alone begs
the question as to, is the
assessment time at four
Continued on page 3

