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ow did you become an oncology nurse? What do you want to
do in oncology? What are you
passionate about in oncology, in your
job, in your life? These are the topics
I’m going to share a bit about and hope
they help you reflect on your oncologynursing career. I hope there are some
nuggets here you will find inspiring or
at least thought-provoking.
When did you know you wanted to
be a nurse? Who were
your influences? Did
you go straight into
nursing or did you have
another career first?
I knew from the time
I was a little girl that I
Renita Vance
wanted to be a nurse.
I didn’t know any nurses and we didn’t
have any nurses in our family, so I’m not
sure where that desire came from, but it
was always there.
I’m a first-born with three siblings. I
was born in El Paso,Texas, while my dad
was in the service. My sister, who is 14
months younger than me was also born
in El Paso, then we moved to Kansas,
near where my folks had grown up. In
the next three years, my mom had my
two brothers, so there were four of us
under the age of five! I’m a firstborn
and while I have many characteristics of
firstborns, I don’t have them all. I was

not a good student! I struggled mightily
in math, and you know it’s pretty hard
to go to nursing school without math
and chemistry. In high school, I barely
managed to pass my math classes but
when it came to chemistry…that was
another story! I was distracted, as many
high school students are, so chemistry was more of a challenge
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than I thought I could handle.
Have you experienced self-doubt?
How has it impacted you? Self-doubt
has been a factor in my life in many
decisions that could have changed the
course of my life. What is self-doubt? It’s
a lack of confidence in oneself and one’s
abilities. For me and for many others,
it’s rooted in perfectionism—that characteristic that many firstborns exhibit.
It’s really all about fear—fear of failure,
fear that we won’t measure up, fear that
we are unable to do something the way
Continued on page 3
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I’ve Been a Proud PSONS
Member Since 1992
back to attending the occasional
Lenise Taylor
educational meeting and spending
PSONS President
time with my family.
In 2000, I had the opportunity to
reetings fellow PSONS
attend a Cancer Prevention “Chalmembers! As I start my
lenge” workshop at ONS. Two
tenure as President to
other PSONS members
over 870 members,
also attended; on our
I reflect over what
return, we presented
brought me to this
at an education meetpoint. After working
ing. It was my first
for 5 years on the
formal presentation
same unit, I joined
in front of a group
PSONS in 1992. I
and my new friends
was looking for a
helped me prepare
way to learn more
as well as supported
about oncology
me throughout the
nursing outside of
presentation.
my specialized area
My Symposium coof BMT. The educaChair contacted me
tion meetings gave
about a job-sharing
me an opportunity
Lenise Taylor
opportunity. We
to learn about nonplanned, interviewed
hematologic cancers
and bargained as a pair for the
as well as meet more people who
position. We spent 5 years in that
were also passionate about oncolrole and developed a position that
ogy nursing. This served me well
was both multi-disciplinary and
two years later when I was faced
with an organizational restructure. multi-institution in care management. We attended a PSONS Poster
I was able to use the connections
presentation course and presented
I made through PSONS and find
two posters at ONS Congress on
a new job, which came at a time
this multi-disciplinary work.
when there were very few to be
Later, I also volunteered on
found, especially in oncology.
the PSONS Education commitI spent four years in my new
tee where I helped put together
role. I learned more about general
monthly education meetings. I
oncology and spent more time
with my new colleagues in PSONS. was mentored by a former colleague and soon found myself
I joined the Symposium commitsomewhat comfortable working
tee for three years and served
with writing applications for conthe last year as co-Chair. On this
tinuing education, interacting with
committee, I learned to plan a
peers from industry and making
conference, worked on a deadline;
more friends and colleagues.
and discovered how to create a
During this time period, I
connection with people outside of
received my Master of Nursing
a shared work experience. I made
from the University of Washington.
a lifelong friend that would open
The chair of my Master’s Project
doors to me later in my career. I
also learned how to step outside of was both a local PSONS member
as well as nationally recognized at
my comfort zone interacting with
ONS.
familiar friends and work area. After a successful Symposium, I went
Continued on page 5
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One of the Fine Arts
Bob Chapman, RN, MN, CCRN
“Nursing is an art, and, if it is to be made
an art, requires as exclusive a devotion, as
hard a preparation, as any painter’s or sculptor’s work; for what is the having to do with
dead canvas or cold marble, compared with
having to do with the living body – the temple
of God’s spirit? It is one of the Fine Arts; I had
almost said, the finest of the Fine Arts.”
– Florence Nightingale

T

he summer issue of the PSONS Quarterly
is a chance to celebrate the rich, meaningful, and artful work that is presented
at the annual Symposium. As I reflect back over
the Symposium, I admit I think of the nurses
first. We are younger to older, taller to shorter,
skinny to (I will personally own this one)
wide. We come to the profession from a range
of socioeconomic backgrounds and cultural
identities. Maybe, a few have chosen to enter
the profession after reading all of the job-hopping excitement contained in those wonderful
novels about “Cherry Ames.” I suspect many of
us entered the nursing profession to help those
around us.
Throughout our educational endeavors, we
are taught and tested on the science of nursing. Our primary educational focus is the ability
to recall important facts, to think ahead of the
current situation, and to understand interactions
between the patient and the interventions we
provide. Symposium demonstrates our professional commitment to nursing education as a
community of life-long learners.
Elusive, yet widely recognized, the art of nursing is our ability to connect with those around
us. It is only when we begin direct patient care
that we become aware of the art of nursing.The
word art can be used to describe the results of
a particular task as well as the knowledge and
skill required to perform that task. Like other
fine art forms, nursing can be dramatic, inspirational, comedic, relaxing, comforting, joyful,
and even sad. Moreover, nursing is also creative,
existential, and has a particular rhythm.This
intangible connection can create an environment of healing, one that allows patients to fully
participate in their own recovery process or
engage in decision-making as to how they will
spend the final days of their life.
The annual Symposium spotlights for me
the art and science of oncology nursing. We
Continued on page 5

McCorkle Lecture: Nursing Self-Doubt Impacts Our Ability to Learn
Continued from page 1

the way it should be done. All of that is
immobilizing. We are constantly listening to that inner voice telling us we are
incapable of accomplishing something.
Doubt helps us to see the world in a
pessimistic way. We’re unable to see the
positive things we’re capable of achieving. Doubt impacts our ability to learn
and may contribute to becoming cynical, depressed, or anxious. Self-doubt
causes us to think we’re the only one
who is unable to do something and
therefore we feel alone. Self-doubt
occurs more often in women, probably because we constantly compare ourselves to other women
and find ourselves lacking.
My struggle with chemistry
led me to make the decision
to drop chemistry in high
school. I rationalized that it
was just too difficult (this was
the self-doubt driving me). I
didn’t think through what else
I would do, but I just knew that
I couldn’t possibly pass chemistry so couldn’t be a nurse. I
dropped the class without
discussing it with my parents.
My dad, who had a master’s degree
in math, sat me down when he found
out, and although I don’t remember the
entire conversation, I do remember that
he told me,“you’ve wanted to be nurse
since you were a little girl and you’re
not going to drop that dream because
you think you can’t get through chemistry. You CAN get through chemistry and
you’re going to go to nursing school. If,
when you get to nursing school, you
decide that it’s not right for you, then
you can change, but right now, you’re
going to pass chemistry and do what
you’ve always wanted to do. Your mom
and I are going to help you in any way
we can, but you CAN do this.”
Robertson (2011) states that every
doubt has five traits: doubts appear
plausible, doubts carry an element of
truth, doubts appear helpful, doubts are
critical, and doubts find their power in
your mind. In my case, I had told myself
that I couldn’t do math or chemistry
and I was struggling…so it seemed
realistic. The element of truth was that

I was already struggling so there was
no way I could possibly pass chemistry.
Doubts can appear helpful—in my case,
the helpful part was that I was trying to
save my parents from making a mistake in sending me to a program that I
couldn’t possibly complete. Doubts are
critical, they’re never positive. We use
our own inner voice against ourselves.

And the doubt takes on power in our
mind.
Here is another example of selfdoubt from my career…when I was in
nursing school, student nurses were
allowed to function as a fully licensed
RN, giving meds, supervising aides, and
even giving chemotherapy! I worked
as a student nurse at Mount St. Vincent
in West Seattle. Self-doubt took over
when I graduated and I was convinced
that I was not going to pass my boards.
I knew that Mount St. Vincent had
retained students who had failed their
boards, so I decided that I would just
work there upon graduation. Of course,
I passed my boards, but I made a decision to not look for work in an acute

care setting following graduation because I let self-doubt rule. While I was
at Mount St. Vincent, a social worker
introduced me to the concept of Death
and Dying from Elizabeth Kubler Ross.
I had many opportunities to work with
dying patients in this setting but, as a
new nurse, I was unprepared for the
end-of-life issues I observed. Through
this social worker, I became interested
in caring for oncology patients.
So what can you do if, like me, selfdoubt gets in the way? Find someone
who knows you and can lift you up;
someone who can reassure
you. My dad did this for me
initially and today I have
several friends who regularly
remind me that I am more
capable than I give myself
credit. Doubts have the most
power when they are inside
your head, so get them out!
One can write them down or
share them but get them out
in the open. Self-doubts are not
logical, constructive, or helpful,
so arm yourself with the truth
and that will drive the doubts
out. Create a bigger why—passion. If
you’re not passionate about what you’re
doing, self-doubt will eat you up. Doubt
is a feeling and every feeling is the result of a thought. Control your thoughts
and you control the self-doubt. Replace false thought with truth. Positive
people will lift you up and encourage
you. If you are surrounded by negativity,
your view of yourself and your world
will also be negative.
Review your successes. Barbara
Stanny, who wrote “Secrets of Six Figure
Women” says that one of the successful women she interviewed said,“I
wasn’t born with a confidence gene. It
came from doing the things I was most
afraid to do.” Most of you have heard
me speak other than this lecture, and
you may be surprised to learn that my
first speaking experience, which was
through PSONS, was a total and horrendous disaster. When I finished I never
intended to speak in public again. I
have a dream job now that involves
public speaking every day, and if I had
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McCorkle Lecture: Nursing Success Comes With Great Relationships
Continued from page 3

followed through on that feeling of
insecurity and self-doubt, I wouldn’t be
where I am today. It was the thing I was
most afraid to do! Celebrating your success allows you to more easily recall the
positive emotions and thoughts, which
can provide power to push through the
present doubts.
Faith is incredibly important to
me. Prayer is a big component
of taking the pressure off
me and helps put things in
perspective. It’s also been
instrumental in helping
lead me in the right direction. I won’t say I don’t
experience self-doubt any
longer, but several of these
tips help me deal with the
doubt.
Real success in life is
impossible without great
relationships. Every job
I’ve had has come as a result
of a relationship with a colleague. Building relationships is a
strength. Not everyone is able to do it
or is successful. What makes for great
relationships? Trust, loyalty, tolerance,
forgiveness, compassion and generosity
are components of great relationships.
Most relationships are a continuum of
these things. As an employee, you need
to know whom in the organization you
can trust. As nurses, these characteristics are a part of the therapeutic relationship we develop with patients. As
nurses, we tend to be caring, encouraging, patient, and dislike conflict. At least,
that’s me…recognizing the differences
and valuing the strengths others bring
helps me build up strengths that don’t
come quite as naturally. Networking is
an old term that today has new meaning as social networking, which has
overtaken networking in the real world.
It’s a critical skill to develop and one
that PSONS has fostered for years. The
education consortium, the symposium,
and etc. all provide opportunities for
networking.
Some quick tips for building great relationships—what do you have to offer
someone? Before asking someone for
something, think about what you can
4

offer in return. In this world of social
media, our lives are on constant display
so build a relationship, but remember to
be professional, and know the boundaries. Be prepared with what you want
to say or ask. One thing I’ve learned in
industry is that it’s important to have an

“elevator pitch,” which means that if you
have 30 seconds with the CEO or CNO,
what would you use that time to say?
Know where there’s a line to cross. In
other words, pick your battle and know
if this is “the hill you’re willing to die
on”. There are people in your organization who are in a position of authority
but don’t have any real influence or
power while someone who doesn’t
have a title is the influential person you
need to speak with; Emotional Intelligence is huge! This refers to the ability
to perceive, control and evaluate emotions. Some of us are more even keeled
emotionally than others, but developing emotional intelligence is critical to
building successful relationships. Listen
more than you speak! This goes back
to the first point about offering something—offer to listen before you speak.
Keep your word—doing what you say
you will do is one of the most important
things in developing relationships.
Abraham Lincoln said,“I don’t think
much of a man who is not wiser today
than he was yesterday.” Lifelong learn-
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ing is formal as well as informal learning. It can be work related or personal.
Characteristics of lifelong learners in
nursing are reflection, questioning,
enjoying learning, understanding the
dynamic nature of knowledge, and
engaging in learning by actively seeking
learning opportunities. Do these characteristics describe you? I would guess
for most of you, they do—you’re here
at an educational program on Saturday! As an educator, though, I
see many nurses who are not at
all interested in learning.
A Delphi study (2013, Delphi
is an interactive forecasting
method using experts who
answer questions in several
rounds) explored lifelong learning. In an effort to foster the
culture of lifelong learning in
nursing, it’s important to identify what the concept means in
the nursing profession as well
as the characteristics of a lifelong learner. Three phases were completed using an online survey tool. The
results show that lifelong learning is a
dynamic process, which encompasses
both personal and professional growth;
it is also both formal and informal. It
involves seeking and appreciating new
worlds or ideas in order to gain a new
perspective as well as questioning one’s
environment, knowledge, skills, and
interactions. The most essential characteristics of lifelong learners are reflection, questioning, enjoying learning,
understanding the dynamic nature of
knowledge, and engaging in learning by
actively seeking learning opportunities.
Keeping the mind active is essential to
both lifelong learning and being able to
translate knowledge into the capacity to
deliver high quality nursing care.
The Institute of Medicine report,The
Future of Nursing, listed eight recommendations for moving the field of nursing forward. Recommendation 6: Ensure
that nurses engage in lifelong learning.
The IOM report underscored the need
for nurses to continue both education
and training. This is more than just the
mandatory education that our employers require of us every year. The ANA
Continued on page 7

The Patient’s Voice:
What We Do With What We Hear
Donna L Berry, PhD, RN, AOCN, FAAN

Case Illustration

M

rs. Lee, a 52-year-old mother
of two teenagers, has just
completed an autologous
stem cell transplant to treat her diagnosis of non-Hodgkin’s lymphoma. She
is seen by her nurse in the lymphoma
clinic for a 30-day follow-up and is describing serious fatigue. She wakes up
every morning already tired, is unable
to carry out tasks around the house
and feels that she sits on her couch for
most hours of the day.
What will you recommend? How will
you know if it works?

Addressing Our
Patients’ Concerns
The best intervention for a patient-

President’s Message
Continued from page 2

I started my first CNS job at the same
site of my first nursing job and worked
with many of my original mentors. I
was mentored by a colleague active
in PSONS and became involved in
the PSONS Fundamentals of Oncology committee. On this committee I
worked and continue to collaborate
with many people I have looked up
to for much of my career. Not only
have they been invaluable resources in
my daily work, but incredible support
in the changing healthcare environment. They have taught me to be less
reserved and more confident, and have
shared skills to help me be more comfortable as I grow within the profession.
I could call this role as President
of PSONS an “accidental” destination.
However, the journey is what I find
is important. In the time I have been
a member of ONS, I have heard we
are different from many other chap-

reported issue or concern is based
on scientifically-sound research, your
patient’s particular needs and preferences, and the feasibility of that intervention in your practice. The result of
putting this all together with your own
expertise is an essential component of
oncology nursing practice and patient
care excellence. Professional groups and
experts have called this “evidence-based
practice” or EBP. [1] Nurses who apply
evidence to practice, deliver high quality and safe patient care and at the same
time often save time and money.

How Does a Direct Care
Nurse Get Started in EBP?
1) Think about a problem or concern
about your patients that you would
like to be different. In our caseillustration above, you want patients’

ters. We do not identify ourselves as
a “nurse from ____,” but rather as a
“PSONS member and I work at ____.”
We also have resources that are not
available in other chapters. I believe
my career is a result of my involvement with PSONS, mentors, and the
support of our membership.
Involvement in PSONS does not
mean you will eventually be asked to
serve as President; it does mean you
will have a network of friends and colleagues in one of the largest chapters
in ONS. You will have resources to
both ask and answer questions, and
to share your passion for oncology
nursing.
We want to make this chapter meaningful to you. Check out the Website,
attend an educational meeting, come
to a PSONS Board meeting, or participate in a Community Service project,
or what would be valuable for you?
Please contact me to learn more. I can
be reached via email at psonspresident@gmail.com.
n

fatigue levels to be lower during or
immediately after therapy.
2) Take a look around; find out if your
institution has a policy or clinical
pathway for cancer-related fatigue
(CRF).
3) If yes, implement it and plan a way
to see if this helps your patient or
group of patients. If no, do a little
homework and find out if there is
existing evidence for interventions to
mitigate CRF.
4) In this case, we know there is
strong evidence for home-based
activity as an intervention for CRF;
Then get some assistance in designing
a feasibility project to implement the
intervention as standard practice.
Unfortunately, a minority of nurses
actually implement EBP in their clinical settings despite much talk about it
as well as valuing EBP. Major barriers
include: time away from direct patient
care to find the evidence; planning how
to implement the new interventions in
the practice settings; lack of support
from managers and administrators; and
knowledge of how to find evidence and
Continued on page 10

Editor’s Notes
Continued from page 2

teach, we support, we communicate, we
medicate, and we coordinate patientcare events. As oncology nurses, we
are patient advocates who provide
comfort and hope to our patients and
their families. The art of nursing is in
play when we just “know” what to do
to meet a patient’s or family member’s
emotional needs: when to hold a hand,
stroke a brow, crack a joke or even just
sit and listen. Most of this is being accomplished simultaneously during each
patient interaction, often witnessed in
the artful act of nursing presence. The
science of nursing allows us to care for
our patient’s bodies; but it’s the art of
nursing, I believe, calls each of us to this
fine art.
Reference
Nightingale, F. (1868). Florence Nightingale.
In P. Van Betten & M. Moriarty (Eds.). Nursing Illuminations: A Book of Days (279). San
Diego: Mosby.
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Revisiting Our Herstory:
Celebrating the
McCorkle Lectureship
as operating room staff nurse at Maryland General Hospital (1961-1963), and
ach summer edition of the PSONS then at Women’s Hospital (1963-1964)
Baltimore, Maryland. From 1964-1966,
quarterly provides us an opportushe served as a second lieutenant and
nity to celebrate the annual Mcwas promoted to captain in the United
Corkle Lectureship, which was started
States Air Force Nurse Corps. She served
in 1987 as a special tribute to Ruth
on the nursing staff at Mather
McCorkle, PhD, RN, FAAN. She
Air Force Base, Sacramento,
was a founding member of the
California. Following her disPSONS chapter, and the lecturecharge, she was a staff nurse
ship is awarded to a PSONS
and nursing instructor in Calimember in recognition of Dr.
fornia, Washington and Iowa
McCorkle’s contributions to on(1966-1970); her focus being
cology nursing, both locally and
medical and surgical nursing.
nationally. This article provides
From 1971 to 1975 McCorkle
a brief, but hopefully compreRuth McCorkle
was employed as a psychiatric
hensive description of Dr. McCorkle’s biography as well as a sampling and oncology clinical nursing specialist
and instructor at the School of Nursing,
of her contributions to our profession.
University of Iowa City, Iowa. In 1975,
As a reader, I hope this article creates
she assumed the position of Assistant
space for you to be inspired, encourProfessor, Department of Community
aged, nurtured, or supported, but I also
Health Care Systems, University of Washhope it makes our shared history accesington, Seattle, Washington, and was
sible and available.
appointed to as Professor in 1985.
Ruth McCorkle, R.N., Ph.D., F.A.A.N.,
Dr. McCorkle’s association with the
is internationally known as a leader in
oncology nursing research and practice. University of Pennsylvania, School of
She was born in Johnson City,Tennessee Nursing, Philadelphia, Pennsylvania
spanned from 1986 to 1998.Ten of
in 1941 to John Joseph and Margaret
these years were spent as the Director
Ruth McCorkle. After receiving her
for the Center for Advancing Care in
diploma from Maryland General HospiSerious Illness, and for two as Associate
tal, School of Nursing and an Associate
Director Cancer Control at the UniverDegree from Baltimore Junior College,
sity of Pennsylvania Cancer ComprehenBaltimore, Maryland in the same year
sive Center. Additionally she held the
(1961) she went on to get her Bachposition of the American Cancer Society
elor’s in Nursing from the University of
Professor of Oncology, Philadelphia DiMaryland Baltimore, Maryland (1972),
vision, from 1986 to 1995. Active on the
and both the Master’s (1972) and Docresearch front, she was principal investitorate (1975) from the University of
gator for the following proposals:“A ProIowa, Iowa City, Iowa.
Ruth completed post-graduate studies spective and Current Study of Spouse
Bereavement,” DHHS, Health Resources
at St. Christopher’s Hospice, London,
and Services Administration, Division
Care of Terminal Patients (1972) and at
of Nursing (1986-1988 );“Center for
Ethel Percy Andrus Gerontology CenAdvancing in Serious Illness” (1995-00),
ter, University of Southern California,
National Institute of Nursing Research;
Psychosocial Aspects of Aging (1973).
After graduating from Maryland General “Implementation of an Oncology Certificate Program,”American Cancer Society
Hospital School of Nursing, she served
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(1985 ); and co-Investigator for “Fatigue
in Cancer Patients: An Exercise Intervention,” with Johns Hopkins University,
School of Nursing, Baltimore, Maryland
(1997-1999 ); and “A Family Caregiver
Education Program,” Pennsylvania
Cancer Control Program, Department of
Health, Harrisburg, Pennsylvania.
Dr. McCorkle is a charter and board
member of the Oncology Nursing Society, and board member of the International Psycho-Oncology Society. She
was the first non-medical recipient of a
National Cancer Institute, Institutional
Research Training Grant thus paving
the way for other non-medical fields
to compete in securing these research
funds. She served on the editorial board
of the Journal of Palliative Care. She was
elected to fellowship in Academy of
Nursing American Nurses Association
(1979), and to the Institute of Medicine,
National Academy of Science (1990).
Ruth is the author of numerous papers and book chapters. Her co-edited
textbook, Cancer Nursing won the
American Nurses Association Book of
the Year Award in 1996. Additionally, she
was recognized as Nurse Scientist of the
year by the Council of Nurse Researchers, American Nurses Association (1993).
Last, Dr. McCorkle has been named the
first Florence Schorske Wald Professor
at the Yale School of Nursing (YSN). She
is currently professor of Nursing, and
former director of the Center for Excellence in Chronic Illness Care. Also, she
was chair of the Doctor of Nursing Science Program from 1998-2004. Moreover,
she was the program leader for Cancer
Control at the Yale Comprehensive
Cancer Center (YCCC) from 1998-2010,
and a professor in the Department of
Epidemiology and Public Health at the
Yale School of Medicine. Ruth McCorkle,
PhD, RN, FAAN is currently the director
of Psychosocial Oncology at YCCC.

References
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McCorkle Lecture: Strive to Become a Lifelong Learner
Continued from page 4

Code of Ethics states,“The nurse owes
the same duties to self as to others,
including responsibility to preserve
integrity and safety, to maintain competence, and to continue personal and
professional growth.” The ANA Code
of Ethics addresses ongoing education
by stating that continual professional
growth, particularly in knowledge and
skill requires a commitment to lifelong
learning. This learning includes continuing education, networking, self-study,
professional reading, certification and
seeking advanced degrees. But, what if
you’re not a natural learner? Or, if your
life is busy with family, work and other
responsibilities?

The following are suggestions on
how to cultivate lifelong learning
if you’re not a natural learner:
• Always have a book or your ONS journal. It’s amazing how much just reading
a few minutes a day can contribute to
your overall learning
• Keep a “to learn” list—mine includes
things like learning how to take better
pictures, learning how to make technology work for me, learning to crochet or
knit
• Get more intellectual friends—spend
time with people who think and learn
new skills
• Guided thinking—don’t just read,
meditate, journal, think through what
you’re reading and learning
• Put it into practice—you know that
if you learn a new skill and don’t use it,
you lose it
• Teach others—you learn what you
teach
• Unlearn assumptions—actively seek
out information that contradicts your
worldview or think outside the box
• Find jobs that encourage learning.
Nursing does this but it’s changed
so that now we have to invest in our
learning ourselves, rather than have it
provided
• Start a project—do something you
don’t know how to do
• Follow your intuition—do something
unexpected, not what you’re expected
to do
• The morning fifteen—use the first 15
minutes of the morning for education

• Reap the rewards—learn information
you can use
• Make it a priority—you have the
desire to learn, so make it a priority in
your life
The benefits of lifelong learning
include economic, intellectual, cognitive, social and spiritual effects on life.
The economic effects may be a job
promotion with more money or greater
responsibility. Lifelong learning increases your intellect with the ability to use
your knowledge in diverse and meaningful ways. The cognitive benefits are
that lifelong learning helps keep your
brain functioning well, especially in
your later years. Socially, lifelong learning sparks social engagement where we
connect with others because we want
to learn from and with others. And
finally, lifelong learning feeds the spirit.
When did you first know you wanted
to be an oncology nurse? Are you
as passionate about it now as you’ve
ever been? Passion is an emotion that
comes from within you; it’s a state of
mind. Passion is innate; it exists in every
person, but not everyone brings it to
his or her current role at work. Our
success comes not so much from what
we do (our job) but how well we do
it (our passion for our job). Passion
exists within us, not in the job. If we
have passion for our work, we have
increased productivity. We work harder,
longer, and better because our work is
enjoyable. Challenge is to success what
water and sunshine is to a flower. Passion for work often leads to increased
income. The environment today is one
where the reward is not for how well
you do your job, but how long you’ve
been with the same employer. That can
squash some of your passion, which
means it has to come from within. It is
possible to increase status and often income will follow. Going back to school
for a graduate or another degree, or
getting involved in the local or national
chapter of ONS can help facilitate that.
We spend one third to one half of our
life working. Are you happy in your
work? If not, that will spill over into
your personal life and impact your attitude at home; being passionate about
your work leads to a better overall qual-

ity of life.
Passion or its absence isn’t just a
philosophical or psychological matter;
it’s a business problem as well. Passion
is rare in the workplace because organizations don’t know how to cultivate
it. Passion is innate. It exists in every
person, but not everyone brings it to
his or her present role at work. A 2002
Gallup poll found that 55% of the US
population isn’t engaged at work, and
16% of the US working population is
actively disengaged. Only 29% of the US
working population is engaged and they
are the ones we remember. Think about
where you get your coffee, or your car
repaired, or where you shop. Why do
you keep going back to that particular
business? Someone there is engaged or
passionate about his or her work. Are
you?
Think about the Seahawks. Do you
think they were passionate about winning the Superbowl? Are you passionate about your work? I am passionate
about mine, even though many think
I’m not a “real” nurse, since I work in
industry. I am passionate about oncology and patients and helping nurses be
better educators and caregivers for their
patients. I am passionate about making
a difference for the nurses and physicians that I interact with so they can be
the difference for their patients. Do I
provide direct care? No, but I make a
difference in patient lives by providing
education and asking questions about
the care patients are receiving. I help
nurses understand the science of our
products so they can help patients understand how they’re different and how
they’re going to help the patient.
Being passionate about work intensifies our focus. It enables innovation
and creativity. It provides the drive to
persevere, to avoid cutting corners, and
to pursue excellence. Being passionate
about your work creates energy among
colleagues that allows work to be
completed more quickly. Passion helps
people deal with fear of not being successful, or of challenges. Passion helps
employees want to stay in their jobs and
contribute.
What if you’ve lost your passion?
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Surgical Management of
Colorectal Cancer Patients
Greta V. Bernier, MD & Alessandro
Fichera, MD, FACS, FASCRS
Department of Surgery, University of Washington Medical Center, Seattle, Washington

W

orldwide, colorectal cancer
is the 4th most common
cancer diagnosis and 3rd
highest cause of cancer related death.
In the United States, there are over onehundred thousand new diagnoses of
colorectal cancer (CRC) and over fiftythousand deaths from colorectal cancer
each year1. However, despite these staggering numbers, the incidence of new
CRC diagnoses and death from CRC are
both decreasing2,3.

Risk Factors
Colon cancer develops as a series
of alterations of normal epithelium,
through stages of adenoma and ultimately carcinoma with metastases.
Several genetic mutations occur in the
development of carcinoma including
loss function of APC, K-ras, DCC and
p53 genes. Inherited germline mutations
may also lead to a genetic predisposition to colon cancer, most notably with
familial adenomatous polyposis (FAP)
and hereditary nonpolyposis colorectal
cancer (HNPCC, or Lynch Syndrome).
FAP is inherited in an autosomal dominant pattern and is caused by deleterious mutations in APC. Individuals with
FAP develop hundreds of colonic polyps
starting in as a teen and have a 100%
cancer risk, with most diagnosed before
age 40 years. Screening colonoscopy is
recommended beginning age 12.
HNPCC is also inherited in an autosomal dominant pattern and is caused by
mutations in one of several mismatch
repair genes (MLH1, MSH2, MSH6 &
PMS2).The lifetime cancer risk is slightly lower at 70-90% and diagnosis is usually before age 45. HNPCC tumors are
usually right sided, poorly differentiated
and often do not arise from a polyp.
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Additionally, a heavy lymphoid reaction
may be seen on pathologic evaluation.
Screening colonoscopy is recommended starting age 25 or 10 years younger
than youngest affected relative.
In addition to genetic risk, additional
risk factors for CRC include age greater
than 50 years, family history of CRC or
colon polyps, high-fat or low-fiber diet
and obesity4.

copy6. Current screening recommendations for an average risk person as
guided by the United States Preventive
Services Task Force (USPSTF) include
three options, all to be started at age 50:
annual FOBT, flexible sigmoidoscopy every 5 years with FOBT every 3 years, or
colonoscopy every 10 years7. Individuals
with a first degree relative with CRC
begin screening at age 40 years or 10
years younger than the age of relative’s
diagnosis, whichever younger. Individuals with two first degree relatives and/
or one first degree relative diagnosed
under age 50 are recommended to undergo more frequent colonoscopies at
an interval of every 3-5 years, not simply
at an earlier age. In addition, findings
on screening colonoscopy may change
the follow-up colonoscopy screening

Table 1: TNM Classification

AJCC Stage TNM Classification Definitions
Stage 0

Tis (carcinoma
in-situ)

Tis: Tumor involves mucosa only

Stage I

T1 N0
T2 N0

T1: Tumor invades submucosa
T2: Tumor invades muscularis propria

Stage IIA
Stage IIB
Stage IIC

T3 N0
T4a N0
T4b N0

T3: Tumor invades subserosa
T4a: Tumor invades surface of visceral peritoneum
T4b: Tumor directly invades adjacent structures

Stage IIIA

T1-2, N1, M0
T1, N2a, M0
T3-4, N1, M0
T2-3, N2a, M0
T1-2, N2b, M0
T4a, N2a, M0
T3-4a, N2b, M0
T4b, N1-2, M0

N1: Metastasis to 1-3 regional lymph nodes
N2a: Metastasis to 4-6 regional lymph nodes

any T, any N, M1a
any T, any N, M1b

M1a: Distant metastasis confined to one organ or site
M1b: Distant metastases in more than one organ/site
or the peritoneum

Stage IIIB
Stage IIIC

Stage IV a
Stage IV b

N2b: metastases to ≥7 regional lymph nodes
N3: any node along major named vascular trunk

Diagnosis - Screening
There are two main types of CRC
screening: stool based tests (i.e. fecal
occult blood test and stool DNA panel)
and endoscopic/radiologic examinations (i.e. colonoscopy, double contrast
barium enema and CT colonography).
Yearly screening with fecal occult blood
test (FOBT) resulted in a 33% decrease
in CRC related mortality with an absolute reduction of 3 individuals per
10005. In a subsequent study, the sensitivity of FOBT was increased from 24%
to 76% with the addition of sigmoidos-
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schedule. A hyperplastic polyp does not
alter the screening schedule. Multiple
adenomatous polyps, one large (>1cm)
adenomatous polyp, or the finding of
carcinoma in situ (CIS) increases the
frequency of repeat colonoscopy to
every 3 years. A singular small adenoma
without CIS only increases recommended colonoscopies to every 5 years.

Staging and Prognostic Factors
If colon cancer is identified during colonoscopy, the patient must
Continued on next page

Continued from previous page

staging.

undergo a series of tests and studies
to determine the stage of their cancer
and appropriate management pathway.
Colorectal cancer is currently staged
using the TNM classification (Table 1,
page 8), describing depth of tumor
penetration, nodal involvement and distant metastases, respectively.Treatment
decisions are made based on a patient’s
pre-treatment staging. Endoscopic
ultrasound (EUS) is useful to determine
depth of tumor penetration as well as
evidence of nodal disease for rectal cancer. Computerized tomography of the
chest, abdomen and pelvis and/or PET
scan are utilized to diagnose metastases.
It is important to note that the clinical
staging (pre-operative assessment) may
not be the patient’s true pathologic
stage, which is obtained after evaluation
of the surgical specimen. A minimum of
12 lymph nodes in the surgical specimen is required for adequate pathologic

Multidisciplinary Treatment
Surgical Management
Management of benign or early disease
Local excision may be appropriate
for those with early or benign lesions,
especially if there are significant patient
comorbidities.The risk of lymph node
metastases for those with benign or
low-grade disease on biopsy is low, on
the order of 1-3%.This risk is increased
in tumors with increased depth of
invasion into submucosa, presence of
lymphovascular invasion, poor differentiation, extensive budding and flat or
depressed lesions. Benign tumors or T1
tumors without these findings could
be considered for local excision.Types
of local excision include endoscopic
mucosal resection (EMR), transanal excision (TAE) and transanal endoscopic microsurgery (TEM). As evidenced in the
name, EMR involves resection of the mucosa alone and would only be appropri-

ate for benign or in-situ lesions. Benign
or low grade T1 tumors of the rectum
can be treated with transanal excision
(TAE), or transanal endoscopic microsurgery (TEM). Evidence of high risk T1
disease or greater on surgical specimen
from EMR, or TAE/TEM should prompt
radical resection including lymph node
basins and appropriate margins.
Radical Resection – Gold Standard
Treatment for curative intent of all
colorectal cancers either high risk T1 or
more advanced requires radical resection.The principles surgical resection
for colon cancer include thorough
abdominal exploration, lymphovascular
ligation at the origin of the feeding vessel with en bloc resection of draining
lymph nodes (≥12 nodes) and adequate
bowel margins (≥5 cm proximally
and distally).Total mesorectal excision
(TME) is added to these principles for
treatment of rectal cancer for adequate
Continued on page 12

McCorkle Lecture: Be Willing to Take on New Nursing Challenges
Continued from page 7

Here are some tips for helping to
rejuvenate your passion: share stories
of success and inspiration, along with
examples of challenges. Talk to team
members about humorous situations
and share the laughter that accompanies
those situations. Take on a new challenge by volunteering. There is nothing
quite like working with someone who
has less or different challenges to help
generate thankfulness and passion for
what you have and do. Reminisce about
those patients and colleagues who had
a positive impact on you and your team.
Make a list of positive things related to
your job, your organization and your
team members. Positive thoughts
generate positive emotions. Become a
mentor to others. Make use of whatever
continuing education and training opportunities are available to acquire new
skills.
My journey to become an oncology
nurse can be summarized in the four
topics I’ve discussed today—self-doubt
and how to overcome that, developing
and maintaining relationships, cultivating lifelong learning and passion—for

work and life. I appreciate so much my
family and those of you who have come
alongside me to support and mentor me
as I’ve grown in this wonderful world of
oncology nursing.

References
Bucci, M., Have Passion For What You Do,
Retrieved from http://www.askmen.com/
money/successful/39b_success.html
Davis, L,Taylor, H, Reyes, H, Lifelong learning
in nursing: A Delphi Study, Nurse Educ Today,
2013 may 9. Pii:S0260-6917(13)00139-1. Doi:
10.1016/j.nedt.2013.04.014
Edelson, M., Lifelong Learning, Johns
Hopkins Nursing Magazine, Retrieved from
http://magazine.nursing.jhu.edu/2012/11/
lifelong-learning/
Fogarty, N., 8 Tips for relationship building
in business, Retrieved from http://www.
virgin.com/entrepreneur/8-tips-relationshipbuilding-business
Grier, S.,How Passion for Your Job Can Lead
To Success, Retrieved from http://itmanagersinbox.com/1559/how-passion-for-yourjob-can-lead-to-success
Heacock, S. Remembering Your Nursing
Passion, Nursetogether.com, Retrieved from
http://www.nursetogether.com/remembering-your-nursing-passion

Inam, H.,Forbes, Retrieved from http://www.
forbes.com/sites/hennainam/2013/10/24/fiveparadigm/shifts-to-align-work-and -passion/
Kingsley, J., Don’t Go to Work Without
Your Passion, Fox Business, Retrieved from
http://www.foxbusiness.com/business-leaders/2013/05/24/don’-go-to-work-withoutyour-passion/print
Laal, M., Salamati, P., Lifelong Learning: why
do we need it?, Procedia Social and Behavioral Sciences, 31 (2012) 399-403
Robertson,T., 11 Ways to Murder Self-Doubt,
Retrieved from http://travisrobertson.com/
personal-development/11-ways-murder-selfdoubt/
Su,T., How to Find Passion in Your Job,Think
Simple Now, Retrieved from http://thinksimplenow.com/happiness/how-to-find-passionin-your-job
Thaik, C., Self-Doubt Destroys the Heart,
Mind, Body and Soul, Huffpost Healthy
Living, Retrieved from http://www.huggintonpost.com/dr-cynthia-thaik/selfdoubt_b_2960936.html
Tucker, K., A Passion for Work, Gallup Business Journal, Retrieved from http://buinessjournal.gallup.com/content/379/passionwork.aspx

Puget Sound Quarterly

n
Vol. 37, No. 2

9

The Patient’s Voice: EBP Requires Nursing Groups to Work Together
Continued from page 5

access to evidence
There are a few success stories of
oncology nurses coming together with
researchers who can facilitate the
process of EBP. City of Hope, the Seattle
Cancer Care Alliance (SCCA) and the
Dana-Farber Cancer Institute (DFCI) all
have conducted EBP projects and have
published the results.[3-5] The SCCA and
DFCI had implemented an approach
called Science and Practice Aligned
Within Nursing (SPAWN) in which direct
care nurses, advanced practice nurses
and nurse researchers collaborate.[6]
Which problems in our patients with
cancer have evidence that we can apply
to practice? Table 1 lists and describes
four common concerns and available
evidence.
In summary, there are evidencedbased interventions that can help your
patients have better outcomes. What
will do? Will you try to make a difference? I know you can!
.[2]

8. Kangas, M., D.H. Bovbjerg, and G.H. Montgomery, Cancer-related fatigue: a systematic
and meta-analytic review of non-pharmacological therapies for cancer patients. Psychol
Bull, 2008. 134(5): p. 700-41.
9. Cramp, F. and J. Byron-Daniel, Exercise for
the management of cancer-related fatigue in
adults. Cochrane Database Syst Rev, 2012. 11:
p. CD006145.
10. Ruiz Garcia, V., et al., Megestrol acetate for
treatment of anorexia-cachexia syndrome.
Cochrane Database Syst Rev, 2013. 3: p.
CD004310.
11. Berry, D.L., et al.,The Personal Patient
Profile-Prostate decision support for men
with localized prostate cancer: a multi-center

Fatigue

13. Minton, O., et al., Drug therapy for the management of cancer-related fatigue. Cochrane
Database Syst Rev, 2010(7): p. CD006704.
14. Dewey, A., et al., Eicosapentaenoic acid
(EPA, an omega-3 fatty acid from fish oils) for
the treatment of cancer cachexia. Cochrane
Database Syst Rev, 2007(1): p. CD004597.

n

Anorexia

Medication
Adherence

Decisional
Conflict

Nonpharmacologic

• Psychosocial
Interventions show
promise, but with
mixed results
Cognitive behavioral
therapy, supportive-expressive
therapy, behavioral
therapy, counseling,
educational training,
and restorative
training
• Exercise with aerobic
and strength training
components was
found to be more
effective in reducing
CRF than aerobic
exercise alone
Supervised exercise
was found to be more
effective than
home-based exercise
Cochrane review
concluded that aerobic
exercise can be
regarded as beneficial
for individuals with
cancer-related fatigue
during and
post-cancer therapy,
specifically in solid
tumors. [7-9]

• Dietary advice
(nutrition counseling,
with or without oral
nutritional
supplements, may
improve weight, body
composition and grip
strength[10]

• Discharge
teaching before
discharge with
written instructions
followed by
telephone call from
RN 2-3 days after
discharge effective
for increasing
patient knowledge
of medication name,
dose, route and
frequency. [4]

• Education and
coaching tailored to
personal values and
preferences resulted in
lower decisional
conflict in men with
early stage prostate
cancer.[11]
• Values clarification
intervention in
low-literacy women
with breast cancer
resulted in lower
decisional conflict.[12]

Pharmacologic

• Methylphenidate,
has shown efficacy in
two trials
• Modafinil has been
efficacious only in
one trial of patients
with the most severe
fatigue
• Bupropion efficacy
in two [13]

• Megestrol acetate
Increases appetite
and small weight
gain; increased risk
of blood clots, fluid
retention resulting in
swelling of the feet
or hands[10, 14]

N/A

N/A
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Sticking to the Game Plan:
Oral Anticancer Agent
Adherence
Carla Jolley, ARNP, MN, AOCN, CHPN
Oncology/Palliative Care APN
Whidbey General Hospital

T

he game plan is changing in the
delivery of oncology care and
its treatments.The increasing
integration of oral anticancer agents
into treatment plans, or as a single agent,
challenges oncology nurses to be able
to define their role on “the
team”. Oral agents made up
about 10% of cancer treatments
in 2010, and by the end of
2013 were predicted to be 25%
(Esper, 2013). New drugs in the
pipeline are said to be 25% oral
agents (Weingart, 2008).The
plethora of new target therapies
has brought new hope for treating numerous malignancies, but
challenges as well to address patient and family needs outside
of the clinic or the infusion
suite.
Some institutions have embraced new models to meet
these challenges and are writing
about the new creative models
that are being implemented.
The development of the role
of “Oral Chemotherapy Nurse”
to ensure support and education for patients prescribed oral
agents, is one such model created to respond and is described
by Moody (2010). Others are
using new work flows and processes to provide structure and
improve outcomes to address patient
safety and adherence concerns. Oncology nurses should be at the forefront in
these efforts.
Strategies to improve adherence have
been borrowed from other disease entities and disciplines, but currently oncology nurse researchers are studying the

many implications and facets related to
adherence to oral anticancer agents and
starting to publish their work. As this
body of the research becomes available,
it is the oncology nurse’s responsibility to integrate what is to be defined as
best practice. Moreover, the translation
of this research will lay the foundation
for future evidence based practice approaches.

patients became isolated in the current
practice of receiving prescriptions, was
another. They identified the role of the
nurse’s effectiveness in their ability to
identify patients at risk during “entry
into oral chemotherapy” and the need
to be visible to other care providers in
the coordination of care.The shifting
of traditional roles and responsibility
of managing the medication from the
nurse to patient and family requires a
new model for patient education, monitoring, and support (Barefoot, 2009).
Who better than the oncology nurse to
create and implement this? It is recognized that the primary responsibility for
adherence remains with the patient, but
the oncology nurse through assessment,
communication, and education is in a
key position of influence.

Case Study: The Game
Plan for Millie
Eighteen months ago, Millie
was diagnosed with metastatic
colon cancer. She presented
with elevated LFTs, fatigue, and
weight loss. She is widowed, but
has a supportive daughter that
lives next door. She received
surgery for an obstructing tumor,
and recovered without complications at seventy four years of
age. She also did well with the
following twelve months of chemotherapy, but now six months
after finishing, has more fatigue,
decreased functional status, and
enlarging liver lesions. She also
has co-morbid conditions of
atrial fibrillation, COPD, and a
general anxiety disorder. She has
been prescribed Capecitabine as
a monotherapy 1800 mg twice
a day.
Nancy Nurse is tasked with
providing the initial teaching
to the patient and her daughter.
The new process implemented
in her organization for oral anticancer agents included a follow
up appointment after a provider
wrote the prescription; and then have
the patient/family obtain the medication to bring along as well as have a
family member/friend/caregiver with
them for the session. Nancy Nurse and
her colleagues agreed on a standardized

As an oncology nurse, it is important
to recognize the need to be proactive in the care delivery for patients
on oral anticancer agents.Yagasaki’s
(2013) focus group study of oncology
nurses revealed the need for nursing
presence emerged as a core category.
The need for nurse involvement, as
Puget Sound Quarterly
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Colorectal Cancer: Moving Toward Laparoscopic Assisted Resections
Continued from page 9
vival and quality of life in patients with
radial margins. Abdominal exploration
stage III and stage IV disease, although
includes examination of the liver, perito- for some stage IV patients this is for palneal surfaces, omentum and ovaries for
liative treatment and not curative intent.
evidence of metastases and evaluation
Studies are ongoing to assess the benefit
of the primary tumor and its lymphatics of adjuvant chemotherapy for high-risk
for evidence of fixation and locoregionstage II patients, defined as those with
al spread. Care should be taken to avoid
T4 disease or those who present with
inadvertent bowel perforation as this in- obstruction, angiolymphatic invasion,
creases the risk of recurrence. Intraperi- microsatellite instability or inadequate
toneal colon and upper rectal cancers
lymph node sampling.There is evidence
are treated with excision and primary
of a small survival advantage in stage
anastomosis. Middle or low rectal canII patients using 5-FU based chemocers are treated with low anterior resec- therapy, however many low-risk stage
tion as long as adequate margins can
II patients likely do not benefit from
be achieved. Reconstruction includes a
adjuvant therapy. Using the AJCC TNM
coloanal anastomosis with side-to-end
system, 5 year survival rates are 93.2%
configuration or a colonic J-pouch. An
for stage I, 84.7% for stage IIA, 72.2% for
abdominoperineal resection should be
stage IIB, 83.4% for stage IIIA, 64.1% for
performed if there is inadequate distal
stage IIIB, 44.3% for stage IIIC and 8.1%
margin as determined by the surgeon.
for stage IV14. It has been speculated
As previously mentioned, total mesothat the decrease in survival for Stage
rectal excision is required for adequate
IIB as compared to IIIA is due to the
regional margins for low and mid rectal
aforementioned controversial use of adcancers. Prior studies have shown a dejuvant chemotherapy in Stage IIB colon
cline in local recurrence from 15-40% to cancer patients. Radiation therapy is not
4-11% with implementation of TME8,9.
currently indicated for the treatment of
As technology and education continintraperitoneal colon or upper rectal
ues to advance, many providers are mov- cancers.
ing toward a laparoscopic assisted resec- Combined Modality Therapy for Rectal
tion.The Clinical Outcomes of Surgical
Cancer
Therapy (COST) Study Group compared
Radiation therapy in addition to surgioutcomes between laparoscopically
cal resection has been shown to reduce
assisted (n=435) and open colectomy
local tumor recurrence for colorectal
(N=428) for colon cancer and found no
cancer.This reduction is only clinically
difference in overall survival, disease
significant in rectal cancer where the
free survival and wound recurrence10.
risk of local recurrence is increased as
These findings are consistent with the
compared to colon cancer.There is no
Barcelona Trial (n=219)11 and Meta-Anal- difference in overall survival with the
ysis of Trans-Atlantic Group (N=1765)12.
addition of radiation therapy.TraditionDue to the inherent differences beally,T1 and T2 tumors are treated with
tween rectal and colon cancer, namely
surgery alone, whereas T3-4 or N1
increased rate of anastomotic comtumors are treated with pre-operative
plications and local recurrence, these
neoadjuvant chemotherapy and rafindings cannot be extrapolated to the
diation, termed combined modality
rectal cancer population.The ACOSOGtherapy (CMT). Current neoadjuvant
Z6051 trial13 is currently in Phase III to
CMT includes 5.5 weeks of 5-FU-based
compare laparoscopic assisted to open
chemotherapy and radiation, followed
resection of rectal cancer. Similar studby 6-10 weeks of recovery, then surgical
ies looking at the role of robotic-assisted resection, again followed by 6 weeks of
resection are underway.
recovery and finally systemic adjuvant
Chemotherapy for Colon Cancer
chemotherapy. With the wide accepCurrent treatment algorithms include
tance of total mesorectal excision, expeprimary resection alone for stage I and
rienced centers report local recurrence
stage II colon cancer patients. Primary
rates as low as less than 10%. Given this
resection with adjuvant chemotherapy
improved recurrence rate as well as the
has been shown to improve both surunderstanding that CRC patients die of
12
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disseminated disease, studies are now
investigating the importance of pre-operative CMT and the concern that it may
only delay systemic chemotherapy.
The MSKCC Pilot Study 07-02115
designed selective use of chemoradiation in which participants were treated
with 6 cycles of FOLFOX and those
with no response were treated with the
traditional 5.5 weeks of CMT, whereas
those with a response went directly to
resection with TME. MSKCC 07-021 supported this as a safe treatment algorithm
with a 3 year overall survival of 97% and
disease free survival of 90%.This is now
being investigated by the PROSPECT
trial16 in which participants are randomized to the standard arm or “selective arm” of treatment, which follows
MSKCC 07-021 guidelines, however
defines response as greater than or less
than 20% response.

Metastases
The liver is the most common site of
hematogenous spread of CRC. Patients
with resectable hepatic metastases
alone without evidence of other disseminated disease may be treated with
resection with intent to cure. Unresectable liver metastases may be treated
with systemic chemotherapy or regional
chemotherapy through the hepatic
artery. Regional chemotherapy has been
found to increase survival by several
months.
Given the complete drainage of the
colon to the portal system, isolated pulmonary metastases are unlikely.They are
more common in the setting of widespread disease and therefore are associated with a poor prognosis. In contrast,
the rectum drains via both the portal
system and systemic system, therefore
isolated pulmonary metastases are
relatively more common in this setting
and resection of pulmonary disease can
result in a 5-year survival rate of 20%17.

Follow Up
Identification of CRC recurrence is of
importance as some instances of recurrent CRC can be cured. Fifty percent of
CRC recurrences occur by 18 months
and 80% by 36 months. In addition, 5%
of CRC patients harbor a metachronous cancer. Post-operative follow-up
Continued on next page

Official Puget Sound Oncology Nursing Society Logo
The PSONS logo was created by
board member Bob Chapman, RN, MN
and presented to the general membership in February, 2014. The “ONS”
typography shows our direct connection to our national organization;
the Oncology Nursing Society. The
green color used pays homage to our
historical logo, which were evergreen
trees. Mount Rainier demonstrates
the strength of the PSONS membership and reveals ice melting into

life-sustaining water that flows into a
hand, which represents the care our
members use to support one another
and the lives they support of those affected by a cancer diagnosis.
The PSONS logo is the main brand

mark for the Puget Sound Oncology
Nursing Society. Any product, service,
communication, or promotional piece
associated with the organization will
be branded with this logo. It will appear on all literature, advertising, and
electronic material that is representative of the organization.
We are in the process of developing
Logo use guidelines. We will post them
to the PSONS website once they are approved by the Board of Directors.

Colorectal Cancer: CEA Levels Can Yield Important Tumor Response Information
Continued from previous page

worsening oncologic outcomes.

regardless of adjuvant therapy includes
clinic visits every 3 months for the first
3 years and every 6 months up to year
5. CT scans are obtained every year for
the first three years. Patients should
be evaluated with colonoscopy within
three years post-diagnosis, ideally within
1 year post-op. If colonoscopy is unrevealing, repeat surveillance colonoscopy
is recommended on an every 3-5 year
schedule. CEA levels, while not disease
specific, can yield important information regarding disseminated disease
and tumor response when compared to
pre-treatment levels. In addition to CRC
surveillance, our practice is to recommend a walking regimen of at least one
hour per day six times per week. We
also recommend a daily baby aspirin
and vitamin D supplement.

References

Conclusion

Colorectal cancer is a common
disease requiring a multidisciplinary
team for adequate treatment including
surgical resection and a combination of
adjuvant or neoadjuvant chemotherapy
or radiation. As with all cancers, early
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Game Plan: Patient Education Needs to Be Tailored to Each Individual
Continued from page 11

approach and use the MASCC MOATT
tool for their assessment and a checklist
rather than each nurse using a different
approach.
Nancy Nurse assessed for some significant findings that had the potential
to affect Millie’s adherence. Millie is on
warfarin for her atrial fibrillation, has
been on a stable dose for a while, and
only gets her protime monthly. Millie
has macular degeneration and cannot
read labels so her daughter Joan, sets up
her medisets weekly. Joan works during
the week at Boeing and leaves on the
4:30 AM ferry and worries about her
mother during the day, but
will have dinner with her in
the evening to “keep an eye
on her”. Millie likes to sleep
in until noon and rarely
if ever eats breakfast. Her
daughter has noted some
short-term memory problems that she doesn’t “own
up to” and has spent more
time “napping” and doing
less. She also expressed
concern, (though they
picked up the Capecitabine
this time), that the next
prescription will be in the
“donut hole” of her Medicare D coverage and will be a financial
hardship to Millie. Millie is already worried about diarrhea and not being able
to participate in water aerobics though
she hasn’t had the energy to attend for
several weeks.

Planning the Plays
What makes up the game plan when
starting oral anticancer therapy? First,
we know that patient education needs
to be tailored to the individual; it is
important to establish rapport and to
engage them to be a team player. But we
also need to establish the entire makeup of the team? What other support can
be accessed or engaged? We need to
size-up (identify) the opponent (barriers) and find strategies that play to
patient and family strengths.Then finally,
there needs to be a fall back plan, or
“Plan B”.
Teaching points include information
about the medication such as dosing
14

and scheduling, with or without food,
what to do about missed doses, safe handling and storage of the medication (table 2), and follow up appointments, labs
and obtaining refills.The key constructs
in teaching side effects and symptom
management are communicating about
what can be self-managed versus what
meets the threshold for contacting the
health care team.Toxicities may play
the most important role in maintaining optimal doses of therapy. When not
managed adequately, side effects can
result in dose modifications, interruptions, discontinuation of treatment, thus
compromising outcomes.

Clinicians generally assume that
patients are taking medications as prescribed and believe their patient when
they say they are doing so. Patients
show a tendency to over report adherence rates due to patient’s desire to
please health care providers. Adherence
is a cluster of behaviors rather than a
single construct and is simultaneously
affected by multiple factors, such as
patient factors, provider factors, and
health-care system factors.Thus informing us, there is not a stand-alone strategy that is going to be the answer, but
the need to have a variety of coaching
approaches that nurses are going to
need to implement (Strategy Table). It is
important to evaluate what the patient
and family have retained from the
education received.The MASCC MOATT
tool (2009) has a follow up format to
employ that is standardized and helpful (Evaluation table). Re-evaluation
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is important at each point of contact
following, whether it is with follow up
phone calls or visits. Each practice/clinic should create a program that can be
evaluated for the effectiveness of processes and produce measured outcomes
(Re-evaluation table).

Millie’s Playbook
For Millie, it was enlisting the help of
her support system in a creative way.
Nancy Nurse adapted the schedule to
have Millie take her first dose at noon
when she got up, she agreed to have a
small meal at this time, and take her pills
within 30 minutes. Her boy-friend, who
came over daily to bring the mail, would
schedule his visits about this
time to ensure she took them.
Her daughter would make sure
she gets her evening meal and
dose as well.
Nancy Nurse had the oncologist make a referral to the home
health nurse, as Millie had functional decline with her advancing
disease, and she was getting out
only for medical appointments
and church.The home health
nurse could help monitor for
side effects, check her protime
at home more frequently (as the
Capectabine has a black box
warning related to warfarin), and also
monitor patient’s adherence. Nancy
Nurse sent the home health nurse the
“Safe Handling” teaching sheet, and
chemocare.com drug information sheet,
as well as reviewed the side effects
that would require follow up with the
oncologist.The oncology nurse as part
of her role is able to facilitate continuity
of care and improve standardization of
the information the patient and family
receive through his/her contacts and
referrals in the community.
In follow up, the patient financial
advocate met with the patient and
daughter at the next appointment and
addressed some of the distress caused
by medication costs through pharmacy
program assistance. Finally, the daughter
enlisted Millie’s water aerobics friends
to come to lunch weekly to decrease
her isolation and improve her social
support network. She was able to stay
Continued on next page

Fall 2014 Scholarship Applications Due July 1st
Mona Stage BSN, RN, NE-BC, OCN
Scholarship committee

2014 Scholarship Recipients

PSONS scholarships are
Educational Program
Scholarship Recipient
Amount Awarded
awarded to support a professionPSONS Symposium - Funded
Daraan Kao
$240.00
al nurse interested in improving
by the Rose Preston Scholarship Fund
Anna Marie DeVito Kane
$240.00
cancer care through scholarship
Kathy Millson
$1,200.00
opportunities.
ONS Congress
Laurel Bettridge
$1,200.00
Four more 2014 scholarships
Mesha Park
$1,200.00
are available.The applications are
due July 1, 2014:
OCN Test Registration
Gabrielle Hunt
$275.00
n ONCC Test Registration
• Two - $275.00 test
AOCN Test Registration
$275.00
Martha Clay
			 registration scholarships
Poster Development - Funded by the
		 • One - $275.00 Advanced
$250.00
Toni Black
Ellen DeBondt Scholarship Fund
			 Practice test registration
			 scholarship.
National Oncology Conference
Jennifer Lamharzi
$1,200.00
n Poster Development
2014 Scripps Cancer Care Symposium
		 Scholarship
		 • One $250 scholarship for
			 national oncology conference.
psons.org for submission criteria and
			 the development of poster to
Visit the PSONS website www.
detailed application information.
			 be presented at a local or

Game Plan
Continued from previous page

on therapy with the strategies applied
(with one dose reduction, but without
any hospitalizations) for another five
months until further progression of her
disease. She then enrolled in hospice,
which was consistent with her goals.

Oncology Nurses Role
The Chemotherapy Administration
Safety Standards, an ASCO/ONS collaborative project developed the standards
to which oncology practices and nurses
will be held. Number 17,“All patients
who are prescribed oral chemotherapy
are provided written or electronic
patient education materials about the
oral chemotherapy before or at the time
of prescription.”“A. Patient education
includes the preparation, administration, and disposal of oral chemotherapy”
“B.The education plan includes the
family, caregivers, or others base on the
patient’s ability to assume responsibility for managing therapy”. (Vioral &
Kennihan, 2012) The implementation of
this will be defined by the setting and
complexity of the delivery system the
oncology nurse works in. But our role as
oncology nurses needs to put us front
and center as this plays out in oncology

care and in our individual settings the
next few years.
Oncology nurses play an important
part in coaching patients to success.
Through the therapeutic alliances
formed with patients and their families,
and identifying strategies that create
an individualized game plan, there is
significant opportunity to improve oral
anticancer adherence and patient safety.
Esper (2013) acknowledges “the
increasing number of new therapies
may bring new challenges to the entire
healthcare team but, most importantly,
they bring greater hope to patients with
a cancer diagnosis.”
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The Power of Protons
in the Pacific Northwest
Ed Kim, MD
Assistant Professor, UW Dept. of Radiation
Oncology

Elise Vicente, RN BSN
Clinical Nurse Manager, SCCA Proton
Therapy, A Procure Center

R

adiotherapy has been used to treat
cancer for well over 100 years. It
causes tumor cell death by inducing damage in the DNA of cancer cells.
The likelihood of tumor control is related
to the amount of radiation that can be
delivered to that tumor. However, the
goal of tumor control has to be balanced
against the risk of collateral damage to
adjacent organs. The delicate balance
between delivering enough radiation to
kill tumors without creating unwanted
normal tissue complications is a major
principle of the practice of radiation
oncology.
Over the years, advances in treatment
planning and delivery techniques (like
CT based planning, intensity modulated
radiotherapy, and image guided radiotherapy) have greatly refined radiation
oncologists’ ability to treat tumors safely
and accurately. However, these improvements in radiotherapy remain limited by
the physical properties of x-rays, which
can hit a tumor, but then continue to
travel, depositing exit dose in normal tissue beyond the intended target.
Unlike x-rays, protons carry radiation
via charged particles that stop at a set
distance in tissue, leaving no exit dose
beyond their target. This unique physical
property distinguishes proton therapy
from other forms of radiation. Essentially,
proton therapy provides “brakes” for
radiation, eliminating radiation exposure
to tissue beyond the tumor.
Proton therapy first became available
to patients in the Pacific Northwest in
February 2013, with the opening of
the Seattle Cancer Care Alliance Proton
Therapy,A Procure Center. This was the
11th center to provide proton therapy
to cancer patients in the United States.
Prior to the opening of the center,
patients from the region had to travel to
Loma Linda, CA or Oklahoma City, OK

16

to find the nearest facilities that offered
proton therapy.
Although it is new to the region,
proton therapy is a technology that has
been used to treat cancer patients since
the 1970s. It was first used at centers in
Loma Linda, CA, and Boston, MA. These
were followed by centers in Europe
and Japan. Today, over 90,000 patients
have been treated with proton therapy
world-wide. Its use has been described
in scientific papers from research centers

across the world in multiple diseases including pediatric tumors, prostate cancer,
lung cancer, sarcomas, chordomas, ocular
melanomas, liver tumors, lymphomas (in
children and young adults), brain tumors,
spinal tumors, and recurrent tumors in
previously irradiated fields.
The stopping power of protons offers
several distinct benefits compared to
other forms of radiotherapy:
1) The improved ability to spare
normal tissue can reduce radiation
to nearby normal organs, reducing
side effects. This is particularly important for tumors located near
radiosensitive organs such as brain,
spinal cord, certain nerves, kidneys,
or bowel.
2) The decreased dose to normal
tissue allows radiation oncologists to
potentially increase the dose of radiation to tumor targets – thereby 		
improving the chances of cure. The
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maximum radiation dose that can be
delivered to a tumor is often limited
by the tolerance limits of normal
tissues next to the tumor. In these
situations, protons allow delivery of
a higher dose of radiation to the
tumor without exceeding the tolerance limits of nearby normal tissues.
This allows intensification of therapy
without increase in toxicity.
3) The reduced dose of radiation to
normal tissue may potentially decrease the risk of developing second
malignancies. This is particularly
relevant for pediatric and young adult
patients, who have a much higher
statistical risk of developing second
malignancies after radiation exposure
than older patients.
The capital investment required to
develop a proton center is significant. In
the current climate of health care cost
control, it is important to ensure that advanced therapies are used appropriately
for patients who can benefit the most
from their unique capabilities. However,
the improved sparing of normal tissue
with protons creates an opportunity to
reduce treatment costs by reducing the
expense of managing cancer treatment
related toxicities. Additionally, proton
therapy can allows delivery of higher
doses of radiotherapy over shorter time
periods, also known as hypofractionated
therapy. This can potentially reduce
costs by reducing the number of radiation treatments needed for cure.
There are currently several large ongoing studies comparing protons with
other forms of radiotherapy for common
diseases such as prostate and lung cancer.
The proton therapy center in Seattle is
staffed by physicians from the University
of Washington and Seattle Cancer Care
Alliance with a focus on proton therapy
research. At SCCA Proton Therapy center,
A Procure Center, greater than 95% of
patients to date have been treated on
clinical trials or a research registry to
track outcomes of patients treated with
proton therapy.
Proton therapy is a powerful tool for
cancer treatment that can build upon the
advances that have already been made in
modern radiation therapy. For patients
who need it as part of their cancer treatment plan, that resource is now available in the Pacific Northwest.
n

Life Against Death:
The Depth Psychology
of Heroism
Patti Kwok, ARNP, PhD
“In order to help an ailing person in
a tragic life situation . . . we must also be
able to face our own tragic situation”
~Guggenbuhl-Craig

I

have worked as an oncology nurse for
more than thirty years. Several years
ago I decided to return to school and
pursue a PhD, not in nursing, but in depth
psychology. Studying this field of
psychology allowed me to step back
a thousand steps to the center of my
being and find a wholeness and healing not found in modern day medicine.
In a culture that denies death, I find
patients are often so traumatized they
can hardly make important end-of-life
decisions. I began to more deeply appreciate the underside of our motivations and a personal death anxiety that
is more comprehensible, genuine and
unavoidable.
Interestingly, as clinicians working
in a specialty of medicine that deals
frequently with death, we are probably
less aware of our own personal death
anxiety than most individuals. What
might be the implications of unconscious death anxiety and the mythical
system we’ve created where the hero
is the doctor who saves? What I have
realized over time is to get in touch
with my own death anxiety, because truly
it is not only the patient who is dying.
Most importantly, it is not the immortal
nurse or doctor who is going to save
the patient. The patient and doctor are
essentially one and the same, and no one
is going to save us from ourselves, despite
the professional or tailored cloaks we don
for protection. Liechty (1995), a former
hospice social worker and currently a
social work professor helps illuminate this
dilemma —“those who are most realistic
and unrepressed, people for whom this
awareness is right on the surface, are
those least able to act. Likewise, those

who are the most able to act with equanimity and ease are those who are the
most repressed and oblivious to this basic
reality” (p. 103). From my perspective, our
situation is only tragic if we avoid who
we are as mortally wounded humans and
prefer a death defying heroism. It is not
my intention to criticize the physician but
rather how our culture projects on this
individual who naturally shoulders most

of the burden. Secondly, our steadfast
belief in the hero physician who saves
severely undermines the nurse and her or
his extraordinary voice and wisdom. This
isn’t the only way to view death nor am
I claiming some ultimate truth. In full disclosure, I have no idea about how I might
die. I voice my concerns as an expert witness from a soul who cares deeply.

What is Depth Psychology?
Depth psychology is a branch of psychology that takes into account unconscious motivations, beliefs and attitudes
that affect our behaviors. In essence

psychology means language of the soul
(psyche means soul/logos means language). Depth psychology uses psychoanalytic approaches to therapy and research
that take into account the unconscious
and the way it might be expressed in our
conscious lives. Freud is described as one
of the first founders of depth psychology
because of his work with the repressed
unconscious through dream analysis.
Carl Jung, a prominent Swiss psychologist, believed that we are all connected
through our mythologies, religions, and
fairly tales and therefore coined this
universal connection the “collective unconscious.” Jung believed that our search
for meaning is deeply and unconsciously
inspired and we need to be awakened to
how the unconscious or “soul” needs to
make meaning. Jung’s main intent was to
bridge together these expressions of
soul coming from the unconscious in a
way more suitable for modern society.
Medicine and soul, or science and philosophy were at one time much more
closely affiliated.What is underneath
our goals of progress and technological innovation is often buried under
our defensive identities and attachments to life. Jung believed these
repressed contents of the unconscious,
if left unaddressed, could ultimately
be dangerous and destructive to the
human species. Jung proclaimed the
ultimate result of our attempt to conquer death and ultimately nature:
Western man has no need of more
superiority over nature, whether outside or inside. He has both in devilish
perfection. What he lacks is conscious
recognition of his inferiority to the
nature around him. He must learn that
he may not do exactly as he wills. If
he does not learn this, his own nature
will destroy him~ C. G. Jung, CW par 535.
For the purposes of this article, I will
argue that one of the most repressed fears
that unconsciously motivates much of our
daily behavior is our personal mortality
and death anxiety. We all have inherent
death anxiety that inevitably transfers to
patient care and so much of this dynamic
is unconscious.As clinicians working in
oncology, we are expected to cope with
an uncommon amount of death and dying.We sufficiently learn to protect and
bury our fears and anxieties in order to
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being alive in 5 yrs. The more I learned
about the statistics like that it was the
second leading in cancer mortality after
lung cancer; yet it can be prevented. It
seemed crazy that we weren’t doing
more to educate people.
I decided I would start with my kid’s
school. March was Colon Awareness
Month. I decided to have a Dress in Blue
Day; blue is the colon cancer awareness
color. The kids could wear jeans and
first grade together and yet I knew noth- blue clothes instead of their uniforms
Anita Mitchell, Survivor, Stage IV
ing about colon cancer and the sympthat day if they brought a dollar to
Colon Cancer,
toms or screening guidelines. I felt like
donate to research.They took screenFounder, Colon Stars Support Group
God wanted me do something. It had
ing messages home to their parents and
y story begins in 2005 when I
hit my family and friends and then me; it grandparents. I got the paper to come
was diagnosed with Stage IV
had to be a sign.
out and take a picture, which then
Colon Cancer. I had been to
I wanted to do something to help
spread the story around the West Seattle
my primary doctor four months earlier
other families to not have to go through Community.Three years later we partfor blood in my stool and diarrhea and
what I went through. I first sent a thank
nered with the Colon Cancer Alliance
told not to worry. I didn’t need a
and they took it nationally. It is now
colonoscopy. My symptoms contina nationally recognized awareness
ued and escalated after looking up
program.
the symptoms in a medical encycloI have lobbied in Washington
pedia I was worried.
DC, received National Awards,
I called my mom to find out the
helped pass a bill in our state and
family history piece. I was 16 when
even started a Non Profit for Colon
my father, at age 47, died of cancer;
Cancer within our state, colonstars.
my parents were divorced and he
org, to help educate and support
lived in another town. Back then no DON’T LET ANOTHER STAR FADE
patients going through this. I have
one ever talked about what kind of
been lucky in life and it has been 9
cancer someone had died from. In fact,
you in the school letter for all the nice
years since I was diagnosed. My youngI thought it was bone cancer. I rememthings people were doing for our family. est of the three will graduate high
bered him limping when I was a kid.
Along with the thank you letter, I put in
school this June; a day I didn’t think I
Come to find out…his was colon cancer screening guidelines and symptoms for
would live to see.
that spread to his bones.
colon cancer. I was becoming an advoSTARS could use more help; if you
After my colonoscopy, I was sent to
cate without even knowing it.
ever want to get involved please go to
have surgery to remove a foot and oneI then got involved with the Washour website at http://www.colonstars.
half of my colon, 14 lymph nodes, and
ington State Colon Cancer Task force to
org. You can say you met the “Dress
one ovary. As soon as I recovered from
try and help educate others about the
in Blue” lady. I am the one that has the
surgery, I was started on a strong cheimportance of screening. I had no idea
150-pound inflatable colon in her garage
motherapy every other week to treat
I was having symptoms of colon cancer
and is sometimes seen in the Red “Polly
the other seven spots already growing
and that I should have been screened
the Polyp” costume. Our Nation has a
on my liver.
early because of my history. Most cancer goal of reaching an 80% screening rate
During this time I reflected on the
is NOT preventable, but with colon
by 2018; go to www.NCCRT.org and
irony of the fact that I was third parent
cancer you can remove a polyp before it make sure you have done your part get
at my children’s school diagnosed all
becomes cancerous. If you are diagyour test and tell a friend.
under the recommended screening age
nosed at an early stage you have a 90%
n
of 50. In fact, I had lost a dear friend 7
cure rate. Not so good when you get
years before. Our oldest kids were in
to where I was. I had an 8% chance of
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Life Against Death: Numbing Grief and Pain Also Numbs Joy and Happiness
Continued from page 17

function and maintain a proper professionalism on the job. Brene Brown (2012),
a professor of social work who studies
vulnerability and worthiness, believes
that we cannot numb our grief, pain, and
vulnerability without also numbing positive healthy emotions such as joy, gratitude, and happiness—emotions that give
us meaning and purpose. We also numb
our vulnerability by forcing everything
that is uncertain into certainty. This mode
of comprehension is a deeply engrained
philosophy in science, research, medicine,
and religion, to name a few examples.
Medical education is all about
teaching the doctor to be in power and control, bringing certainty
and unfailing confidence to the
bed side. Brown believed that we
cannot have a healing connection
if we do not learn to let ourselves
be seen. Remen, a physician and
clinical professor of community
and family medicine, believed
that the doctor’s resistance to
his or her vulnerability leads to
isolation, loneliness, and burnout
through an inability to grieve
(Remen, 1997; Remen et al., 1997). Brown
(2012) summarized that we are hard
wired neurobiologically to make connections with others, and that is the sole
purpose of why we are here. As Kemeny’s
research shows, finding meaning and
connection to others is also associated
with improved mental and physical health
and can boost immunity (2000). These
authors posed serious considerations for
those caring for the suffering that might
have numbed their own vulnerability
and positive emotions in exchange for
certainty and perfection.
Although nurses may seem more
comfortable with the spectrum of life and
death, perhaps it may be what society
expects of the nurse, so we act our parts as
best we can in spite of our own protected
death anxieties. Remen (2006) described
a patient telling her how she sensed so
much fear wherever she walked into a hospital. Dr. Remen asked her if it was the fear
of the patients. She said,“Oh no. It’s the
fear of the physicians and nurses” (p. 89).

The Hero in Healthcare
We are all, physician and patient alike,

made of the same clay and travel the same
path –“from dust to dust.” (Berger, 2002, p. 147)
Cultural expectations of the oncologist
are prevalent throughout various forms
of media including the prevailing Seattle
Magazine’s Top Doctor issue.Testimonies
from patients often include statements
about their doctors such as “he saved
my life, I wouldn’t be here if it wasn’t
for him.”These advertisements have also
been helpful for patients and family who
might need expert advice and did not
know who to turn to for some of the best
cancer care. As a social worker reminded
me “sometimes these advertisements give

patients hope and instill some trust and
possibly lessen fear.” It is not unusual to
see these magazine issues lying next to
the optimistically titled Cure magazine.
However, from a depth psychological
approach, there are underlying anxieties
and unrealistic expectations motivating these types of advertisements and
promotions.We seem to have cultivated
a mythical heroic paradigm that sets up
a false sense of security against nature,
death and life itself. Patients are often
so traumatized when the possibility of
death finally seems real that it sometimes
becomes a significant struggle to make
critical choices related to quality of life or
a dignified death. Patients often become
disillusioned about life, their therapy and
even their doctor who in the end did not
save him.The question that wins the most
praises is “what other drug or therapy can
I treat you with that will help you live longer?” In our focus on only living longer we
seem to have lost a sense of the depth of
life and who we are before we die. Chen,
a transplant surgeon who wrote about her
own mortality awareness in Final Exam,
believed that “by defining death only as

the result of errors, we erase the face of
our patients and insert our own fiercely
optimistic version of immortality” (2007,
p. 119).We deny death with remarkable skill and ease. This mythical heroic
system often inspires hope but is full of
untruths and disappointments.We have
blindly adopted medical feats of heroism,
those acts that often undermine are very
own survival skills and a deeper sense of
wholeness.
In his book Fate and Destiny, Meade
(2010) reminded us that we cling to lives
not fully lived:
Now, the mystery of new life with its
threads of fate and hints of destiny
becomes reduced to statistical
measurements. The “vital signs” no
longer include glimpses of the vital
symbols that are the inner inheritance of each child. Birth has become more literal, life has become
more linear, and death has become
mostly a dead end. (p. 107)
Contained in literary and poetic
imagination are the metaphors and
inspiration that dare offer more
insight and plead empathy into
the plight of the human condition.
The epic of Gilgamesh is one of the most
widely read texts describing the necessity of facing and accepting one’s own
mortality (Jaeger, 2001). Throughout
Gilgamesh’s journey, he learned that most
of his struggle had to do with trying to
escape his mortal condition. At first he set
out on a journey obsessed by his need to
conquer the world and assume his illusion
of immortality. He chose a path that led
from the edge of a human fantasy world
of brute power back to the heart of life
and to his own city of Uruk. He then was
able to immerse himself fully in building
a more human and humane world by
facing a more realistic part of himself—his
own city of self. The epic of Gilgamesh
is a powerful message about the inevitability of death and calls for the bridging
of a wide gap between technology and
psyche, matter and soul,“between a life
of mere narcissism to one of wisdom and
celebration of human life” (Jaeger, p. 137).
Why is the oncologist such a powerful hero and transference object in our
society? What might be the implications of
our savior endorsements? As if we’ve now
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expected technology, in the hands of a
powerful cultural hero, to cure death. How
might these expectations affect the nurse’s
role and the orders she or he must carry
out? Transference is an important dynamic
that helps explain how our interactions
might affect each other, especially in culture of our own repressed personal death
anxiety and its unconscious projections.

Concept of Transference
Not every patient can be saved, but his
illness may be eased by the way the doctor responds to him—and in responding
to him the doctor may save himself . . . . It
may be necessary to give up some of his
authority in exchange for his humanity,
but as the old family doctors knew, this is
not a bad bargain. . . . He has little to lose
and everything to gain by letting the sick
man into his heart. (Broyard, 1992, p. 57)
Transference describes the dynamics
of the bond between leader and follower
or between the individual and group. As
humans, because we are mortal and finite
beings, one of the ways we cope with this
realization and resulting death anxiety is
to attach ourselves to symbolic icons of
power. In healthcare the most powerful
icon is naturally the physician. Liechty
(2002), believed that “transference
relationships function as external sources
of power by which one claims and
represses innate human anxiety rooted
in the mortal human condition” (p. 83).
Liechty described the immense value in
recognizing the influence of transference
and countertransference on the healing of
both patient and clinician. Transference
is normal and helps to buffer against our
innate repressed death anxiety. Transference does provide an undeniable source
of hope and trust (Liechty, 2002; Katz &
Johnson, 2006). However, Becker (1973),
an anthropologist who wrote extensively about the denial of death, believed
“instead of experiencing the stark terror
of losing oneself as a disappearing object,
one clings to the image of someone else”
(p. 103). Becker believed that we avoid
our own significance when caught up
in a world of others’ interpretations of
mortality and immortality because we are
afraid of an emptiness and final extinction.
The patient often projects an exaggerated
sense of power onto the physician in order to avoid an otherwise overwhelming
20

sense of anxiety. How might this complicated relationship between a patient and
his oncologist ultimately impact patient
care? Is there an opportunity to face the
full realization of our humanness and
individuation within the entanglement of
such a complex relationship, one that implies such obvious hierarchy and intense
death anxiety for everyone involved?
None of us are immune to the projections
of our death fearing culture and how it
shapes our behavior in both our personal
and our professional lives.
I am disheartened to see the how many
times a patient is labeled in the chart as
having an anxiety disorder, depression,
denial, problems with coping, when all
the while the clinician who is caring for
the patient most likely has death anxiety
and denial as intense and as real as the
patients.The more this anxiety and fear is
repressed, the more its unconscious torment can be projected onto our patients.
As Liechty (2000) wrote,“Cultivating
mortality awareness draws us closer to
others as people, fellow mortal human
beings with whom we mutually suffer
the limitations and anxieties of being-towards-death” (p. 7). Yalom, an existential
psychotherapist and philosopher believed
that personal death anxiety lies deeply
rooted in the human condition and usually is transformed into something less
toxic. As clinicians in oncology we are
especially adept at keeping this death anxiety in the shadows so we can perform
how our patients expect us to perform—
with confidence and reassurance.Also in
our interactions with fellow clinicians we
prefer humor and other distractions that
keep us from realizing our underlying
fears.As Yalom (2008) described:
Adults who are racked with death
anxiety are not odd birds who have contracted some exotic disease, but men and
women whose family and culture have
failed to knit the proper protective clothing for them to withstand the icy chill of
mortality. (p. 117)
Sontag (1978) described that “everyone
holds dual citizenship in the kingdom
of the well and in the kingdom of the
sick” (p. 3). She believed that we prefer
to identify ourselves as citizens of that
other place. Guggenbuhl-Craig (1971)
also referred to the intricate dyad between patient and helper where one is
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all-knowing and powerful and the other
is ignorant and powerless. The physician
is sometimes caught up in the game of
enforcing his own ideas about illness and
health, robbing the patient of the mastery
of his own soul. Eventually a paradoxical
situation develops where the physician is
convinced he or she is more deeply initiated into life and death while in actuality
more threatened and fearful of death.
Chen (2007) adopted a similar belief
when she said that physicians, who are
“attracted to medicine in part because of
our own particular anxieties, . . . may be
a self-selected lot who eagerly suppress
these fears as we adopt a professional
ethos that embraces denial” (pp. 60–61).
Chen described the deeply rooted anxiety
and angst about death that is suppressed
during medical training and how it becomes only more destructive and replicated, like “some hereditary disease” (p.
73). As a surgeon who must frequently
work with oncologists and other specialists, Chen was passionate in her descriptions about the paramount role of the
physician as “the guardian of those last
days” (p. 73). She believed that in order
to be effective as a physician during all
phases of a patient’s illness, the physician
must look within at his or her own fear of
death. She admitted that the act of writing her book, Final Exam, gave her lasting
insight into her own deeply rooted fears
and crippling anxieties related to death.
Chen claimed that her personal insight
had allowed her to be more present for
her patients.
Guggenbuhl-Craig described the necessity for the physician to see himself as
patient and as a mortal being:
The doctor can only work creatively
if he bears in mind that, despite all his
knowledge and technique, in the final
analysis he must always strive to constellate the healing factor in the patient.
Without this he can accomplish nothing.
And he can only truly activate this healing
factor if he bears sickness and an existential possibility within himself. (p. 92)
When reflecting on the concept of
transference and countertransference, it
is imperative to recognize the implications for both doctors and nurses as we
care for our patients.We work in a culture
and profession that ironically does not
Continued on page 22

PSONS Member Profile
Elissa (Lisa) Westmoreland, RN, OCN
Staff Nurse for Swedish Cancer Institute, Med/Onc
Jody Stroh

M

ost often I interview people
I haven’t met yet and consequently, I am always curious what they will be like, rushed or
laid back, introverted or extroverted,
guarded or open. So it always a pleasure
to walk into a known situation and in
this case, interview a friend.
Lisa and I have worked together on
the Symposium committee for two
years now so I certainly know her
through our volunteer experience but
today I get to dig a little deeper and find
out how she got where she is.
Always there with a warm smile and
a hug, today was no different as we
sat down in the conference room at
Swedish Ballard. A true native, Lisa was
born in Longview, WA on Mother’s Day
of all days! As a youngster, Lisa had to
contend with ureter and kidney issues
including frequent infections and surgeries. She learned from her mom that
she was quite a handful at the hospital,
screaming when she was told she didn’t
need labs but the phlebotomist walked
by her room anyway. Lisa’s mom also
knew early on that Lisa was a planner.
When she was only 5 years old, Lisa announced that she was going to become
a nurse. And by eighth grade Lisa was
making sure she was registered for
courses that would support her nursing
goals. Lisa says “I told my best friend
in 8th grade that we should register for
algebra for our careers and she said she
didn’t need to because she was getting
married! That’s how much of a planner
I am.”
Lisa went to the University of WA
with the plan of getting into the UW
nursing school. When she realized
her junior year that she wasn’t going
to make it into the very competitive
program there, she switched to Shoreline. While she completed her nursing
training at Shoreline, she moonlighted at
Northwest Hospital in the rehab unit as

the unit secretary. She graduated Shoreline in 1986 with her Associate Nursing Degree and was immediately hired
onto the med/surg unit at NW. While
Lisa was in nursing school, she thought
she was interested in pediatric nursing. Then came life on the med/surg
unit and one patient in particular. Lisa
had a patient with pancreatic cancer in
her care and even to this day, almost 30
years later, she remembers her name,
each of her many complications, her
family and everything else that goes
into being his nurse. “She is the reason I
passed my NCLEX! She was like a living
case study.” The impact of caring for
this patient is still written all over Lisa’s
animated face.
Lisa continued on as a staff nurse at
NW Hospital until 1989. It was at that
time, as a newlywed (she married Jeff
in 1988), that she and Jeff decided they
should travel and take advantage of
not yet having kids. Their travels took
them to Honolulu, HI where Lisa found
a staff nurse position in oncology at
The Queen’s Medical Center. Because
it was a full oncology unit rather than
just med/surg, Lisa was able to really
advance her knowledge in oncology.
Two of her important memories from
that time were her first leukemia patient
and the NIH study patients that were
receiving IL2. Lisa and Jeff enjoyed life
in Hawaii for two years before realizing
they wanted to move back and start a
family in Washington.
It’s funny how we have an idea of
what our paths will be and then life
takes us in a different direction. When
Lisa arrived back in Seattle, she wanted
to work at the UW in the oncology unit
but she did not want to work nights
which was where she would have had
to start. So she went back to work at
NW Hospital in the med/surg unit only
to wind up on the night shift where
she worked until her daughter came
along. Then she transferred to the ortho
unit down the hall to get back on days.

Lisa Westmoreland
While on the ortho unit, she begged Dr.
Birchfield at Puget Sound Cancer Center
for a position at the clinic. Well he did
have a position open and Lisa was hired.
This was her first outpatient opportunity and she loved it. “Outpatient is
fabulous! I got to see all the patients
who survived their leukemia. I got
to see a whole new oncology patient
population” say Lisa. Lisa had found not
just where she wanted to be but where
she wanted to stay. The only change she
has made since starting at PSCC was
necessitated by the purchase of PSCC
by Swedish in 2013. Lisa moved over
to the Swedish Ballard (and the SCCA
moved into the vacated PSCC site).
I asked Lisa who some of her most
memorable mentors were. “Judy
Petersen taught me everything I knew
when I started at Northwest Hospital.
She would say ‘you should read this’,
‘you should look into this’” says Lisa.
Judy writes this about Lisa:“Lisa’s commitment to her patients and oncology
nursing has always been there. Along
with her expertise, she conveys enthusiasm, a caring attitude and a beautiful
smile, all of this she readily shares. It’s a
delight to know Lisa.” Two other mentors that are top of mind are Holly Glass
and Cathy Thomas, both senior nurses at
Puget Sound Cancer Center when Lisa
had started. Lisa says “Holly and Cathy
trained every nurse that went through
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Life Against Death: Humor Often the First Line of Defense in the Face of Death
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support recognition of our own mortal
wounds and finitude.We have an overreliance on humor and denial. On the surface
this humor can appear to lessen our
personal anxiety, but can often do just the
opposite.What happens is we scapegoat
others due to our own sense of insecurities and deeply repressed anxieties. Backstage and irreverent humor often provide
a safe way to release pent-up emotions
such as intense fear or guilt from frequent
exposure to death. However, this humor
can turn into a form of cynicism, leading
to burnout and avoidance of one’s true
death concerns or fears (Chen, 2007; Remen 2006). Neil Elgee, a retired endocrinologist from Swedish Medical Center,
writes about humor in medicine. In his
article “Laughing at Death,” he described
humor as often a first line of defense in
the face of death. He said that “through
laughter we cope with that peek through
the sacred canopy, and then quickly patch
it up again” to a safer place where our
cultural worldview is reaffirmed (2003,
p. 477). From Elgee’s point of view, if we
lack humor, it is questionable whether
we would have survived at all, given the
incongruity between one’s mortality and
dreams of immortality. However, Elgee defined the difference between a hostile wit
that ridicules at the expense of others and
an affiliative life-affirming humor that can
be therapeutic. His main message was to
increase our awareness of the distancing
and denying of our own humanness by
an overreliance on a humor that tends
to marginalize others rather than unite
and console our human suffering. Understanding the phenomenon of transference
can help us as clinicians take back their
unhelpful projections and realize a deeper
sense of personal wholeness.
Although physicians might use denial
effectively when treating patients, the
seriously ill and vulnerable are sensitively
attuned to how their doom might affect
the physician. “The doctor’s disillusionment, depending on maturity, will show
as sympathy, anger, disgust, indifference,
interest, disappointment, or embarrassment. . . .The hardest to bear is indifference because it is so defensive, so weak,
that the patient cannot believe that which
such a man tells him” (Kasper, 1959, p.
269). The doctor can be more effective
22

and trustworthy by connecting to his
own hidden fears and weaknesses as well
as hope. Kasper believed that “realizing
the human condition, he will not be too
disturbed by his failure and disillusionment” (p. 270). Chen’s (2007) concern is
that when we do not acknowledge our
own fallibility and mortality, we also deny
ourselves the ability to grieve.
In his essay “Mortality Anxiety:An Existential Understanding for Medical Education and Practice,” Elgee (2002) passionately advocated for physicians to be more
aware of the existential aspects of illness
and death. He discovered Ernest Becker’s
book The Denial of Death, which presented to him “an organizing principle that reduced the dissonance, that explained the
gulf,” so that he “could better approach
such complicated patient care” (p. 138).
He began to better understand patients’
belief systems and how they could ignore
or resist his scientific explanations. Elgee
believed the physician’s awareness of his
or her own existential beliefs ultimately
enhances a more therapeutic relationship
between the physician and the patient.
Elgee’s recommendation is for the medical community to become more aware
of their unconscious anxiety defenses,
which are often triggered when confronting death. Often the doctor and patient
are caught up in the saving illusions of
medicine, which create more suffering
and avoid the deeper source of anxiety
and illness.
“How many opportunities for awareness the idealistic definition of health
has hindered we can never know.”
– Hillman

Terror Management Theory
Becker (1973), a cultural anthropologist with an interdisciplinary perspective, wrote extensively about the denial
of death. His major work,The Denial of
Death, won him a Pulitzer Prize for exploring human motivations and behaviors
resulting in denial of one’s own mortality.
The main question that influenced his
research was the following:What makes
humans act the way they do? Becker
believed we strive to become heroic because that is the only acceptable response
to the terror of our own mortality.Terror
management theory explains one aspect
of Becker’s theory, but also has important
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implications for the over reliance on technology in medicine.
Solomon et al. (1991), contemporary followers of Becker’s work, developed what
is known as terror management theory.
Their research is designed to measure and
describe how we might project our mostly unconscious death-related anxiety onto
others. Terror management theory (TMT)
is based on the premise that we are motivated by the fear of death, so our life accomplishments are undertaken mostly to
manage this anxiety. TMT argues that we
are motivated to preserve life like other
creatures, although with the evolution of
consciousness, we are now faced with the
knowledge of our own inevitable mortality. This awareness creates the potential
for paralyzing fear and anxiety (Solomon
et al., 1991). TMT describes how we manage and attempt to decrease these unconscious fears by two main cultural anxiety
buffers. One method consists of having a
cultural worldview, giving one a sense of
value and meaning. In essence, the purpose of this cultural worldview provides
an explanation for existence. Second,
self-esteem is then achieved by believing
and adhering to the cultural worldview,
which provides standards of conduct.
Solomon et al. (1991) have shown that a
considerable amount of social behavior is
directed toward maintaining worldviews
and resulting beliefs in order to minimize
one’s terror of death.
More than 40 experiments conducted
in five different countries have supported
the mortality salience hypothesis derived
from terror management theory. (Arndt,
Greenberg, Pyszynski, & Solomon, 1997).
Basically, mortality salience describes
awareness of one’s eventual death. According to Arndt et al., reminding people
of their mortality should increase their
need to defend their cultural worldview
and lead to more positive reactions
towards those who support it and more
negative reactions towards those who do
not. Mortality salience has been shown to
lead to more severe evaluations of moral
transgressors or those who criticize the
culture, and more favorable evaluations
of those who uphold moral values or
praise the culture. In other words, making
one’s mortality more conscious affects
decision making, often leading to more
Continued on page 24

Excellence in Cancer Nursing
Education Award: Juanita Madison
Kathleen Shannon-Dorcy, RN, PhD

I

n the fall of 2013, Lynley Fow, Nancy
Thompson, & Kathleen Shannon
Dorcy nominated Juanita Madison
for the Oncology Nursing Society (ONS)
Mary Nowotny Excellence in Cancer
Nursing Education Award. Juanita has
been an Oncology Nursing Society
(ONS) member since 1988. She has held
multiple offices at the local level of the
Puget Sound Oncology Nursing Society
(PSONS). In many of her roles over the
years she has served as a leader in local,
national and international education in
oncology nursing. Her clinical expertise
and knowledge has been a resource for
nurses around the world. She builds all
of her presentations on clearly articulated goals with measurable objectives.
Juanita has mentored many graduate
students in oncology research and currently is working with a young woman
for the second academic semester from
the University of Washington. Juanita
shares her skills and time generously
and is always available to help draft
abstracts, make posters or assist in the
practice of presentations.
Juanita is an oncology expert who
embodies all the aspects of the Mary
Nowotny Award. She teaches, mentors,
and showcases the talents of others.
Her work is best accomplished she
feels when nurses are informed, competent, and still inquiring about new
horizons. She is an essential role model
for oncology teaching and practice.
Juanita’s curriculum vita provides
indisputable evidence of how broadly
she has participated in teaching oncology related courses, many of those for
ONS programs. She has made it her goal
to always stay current and ahead of any
changes in practice that alter the delivery of care to oncology patients so as to
assure excellence in her teaching.
In Juanita’s own words from the application it is clear how well she qualifies for this award.
Over the past 34 years, I have acquired extensive experience as an
oncology staff nurse, clinical educator,
and Clinical Nurse Specialist (CNS). I

have been privileged to work my entire
career in oncology and as an educator.
The opportunity to educate nurses,
clinicians, patients, and family members
represents a sacred place in the practice
of oncology. Knowledge and competence are key factors to ameliorating the
suffering brought about by cancer. In
my role I serve in the pivotal position
of teaching, educating and continuing
to learn myself how best to address the
needs of oncology patients and clini-

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: Lenise Taylor
E-mail: psonspresident@gmail.com
President-Elect: Sandra Olson
E-mail: presidentelect@gmail.com
Secretary: Jennifer Wulff
E-mail: psonssecretary@gmail.com
Treasurer: Heather Freeborne
E-mail: psonstreasurer@gmail.com
Immediate Past President: Reiko Torgeson

Standing Committees
Chairs are board members

Nominating Committee: Kay Walz, Chair
E-mail: psonsnominating@gmail.com
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

Juanita with her award.
cal providers. I am humbled that my
colleagues have chosen to nominate me
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Nursing Education Award. It is an affirmation of my deep devotion and dedication to oncology education as well as a
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visions and strive to make a difference
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that Mary Nowotny’s scholarship focused on hope and cancer patients and
I am honored even to be nominated for
the award that recognizes the power of
hope and education in oncology care.
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aggression and violence (Solomon et al.,
1991). Solomon et al. have shown that
the less aware one is about one’s own
mortality, the more aggressive one will become when reminded of his own death:
“Threats to meaning should engender
anxiety and defenses, and such defenses
should in turn reduce anxiety” (p. 25).
For example, judges for whom mortality
was made salient set significantly higher
bonds for moral transgressors than judges
in the control group not reminded of
their mortality (Solomon, Greenberg, &
Pyszczynski, 1998). The authors described
their astonishment at the large differences
in bonds set, given that the judges were
all given the same materials except for the
presence or absence of mortality salience
manipulation. Arndt et al. (1997) believed
that “although people may seem relatively
unaware of, or seem to deny their concern with death, the evidence from these
and other recent studies suggests that it
is precisely when people are unaware of
this fear that it has the strongest impact
on behavior” (p. 384).Terror management theory explains an extreme form
of projection motivated by our refusal to
admit our own helplessness and terror in

the face of death. This theory has serious
implications for the way medicine is practiced in society, where mortality is denied
and heroic attempts often become more
aggressive during the last phase of one’s
illness (Brownlee, 2007).Anything that
threatens one’s meaning in life, whether
it is a personal illness or in some way an
external reminder of one’s mortality, could
threaten a sense of meaning and increase
anxiety, leading to harmful defenses (Solomon et al., 1991). In the film, Flight from
Death, mortality salience and its affect on
human behavior are clearly demonstrated.

A Different Kind of Heroism
As Meade postulates;“then the hidden
beauty and seeded story must wait for
another season to return to awareness
and awaken again. For what is native and
indigenous to one’s soul will keep trying
to manifest itself throughout one’s life”
(2010, p. 35).
On the rise, in 40 different cities across
the country, there are Death Cafes-- described as informal gatherings in coffee
shops where people come to discuss
philosophical thoughts and questions
related to death. I have been to two of
these forums and notice a type of post
traumatic stress syndrome—people are
traumatized and saddened over the way
their loved ones succumbed in the hands

of modern medicine.Their stories need to
be heard. Quite possibly the death café
phenomenon reflects a deeper need to
explore a more personal mythology about
death, because institutionalized medicine
has repressed much of our imagination
and longing towards a different vision,
one that is beyond an irrational belief in
untethered technology.
My intention is to raise awareness of
personal death fears and where they
might originate from.There is even more
need for oncologists to relate to their
personal fears and concerns, because
they are predominantly dealing with others’ fears and are often expected to cure
death. Instead, they are taught how to
communicate with just the right words,
but our language and behavior is still
loaded with undisclosed personal anxiety.
And what happens to the nurse who is
caught in the middle, but often knows
more deeply what the patient desires? I
found it very healing and stimulating to
attend a death café forum. Following is an
excerpt from an article I wrote describing
one of these meetings:
After two wonderful and insightful
hours of discussion between folks of
various ethnic backgrounds and spiritual
beliefs, the final request was to reflect on
Continued on next page

Member Profile: Lisa Westmoreland
are older, are more volunteer roles. Lisa
has been a member of ONS and the
PSCC for 30 years. Even the hospital
local chapter for over 20 years now.
staff said to call Holly or Cathy if you
Recently, she has served as the Vendor
had any oncology questions from the
inpatient unit”. Lisa also credits a travel- Contact to industry, and on the Sympoing nurse from Hawaii that was a wealth sium Planning Committee. Many of you
will recognize her from manning the
of knowledge when she was treating
vendor sign in table at Symposium the
her first leukemia patient at Queens
past two years.
Hospital in Honolulu. And Kay Skaftun
Speaking of Symposium, Editor Bob
and Jim Bowers (both were her first
Chapman
has a question for Lisa,“What
charge nurses) should be added to the
lesson(s)
did
you learn while attending
list. “Some of my best friends to this day
Symposium
and
how do you plan to
are nurses I’ve worked with” says Lisa.
incorporate
it
into
your practice?” Lisa’s
What is next for Lisa? “Getting my
response,
“What
I
have
learned from
BSN” she responds with a smile. With
Symposium
is
that
the
Puget
Sound Area
nearly 30 years of nursing under her
has
a
wealth
of
oncology
knowledge.
belt you might wonder why now. Well
it certainly is not for lack of knowledge. We are so lucky! This year’s symposium
just reinforced my practice of encouragLisa could probably teach some of the
ing my friends, family and patients to get
courses herself. Rather it is a requiretheir routine screenings done for colon
ment with her new position in Ballard.
Also on her radar, now that her children cancer. I am now armed with a few
more resources to help patients who
24
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have ostomies. And I have been reminded of the usual treatment progression for patients with colorectal cancer.
I always come away from these events
feeling supported and part of something
bigger!”
Lastly, Lisa’s advice to nurses considering oncology,“People often say “How do
you do oncology? Isn’t it depressing?’
and I say, I get to use ALL my nursing
skills and teaching, body systems, psychosocial, end of life, and maternity. You
also really get to know your patients
well. It is a privilege to become part of
their family.” To use an admirer’s words,
Lisa is truly an “unsung hero”. She is
an unassuming sole with a heart of
gold. If you get the chance to meet her
and are looking for a way to strike up a
conversation, ask her how she won the
money in nursing school to buy herself
a moped.
n
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how we might be more alive in the world.
The conversation was stripped bare of
any simple faith, bible quotes or antidotes.
At times we became joyfully infected with
a more sensitive and realistic strain of
death.As one woman summarized,“At 56,
I am older than my father when he died.
I’m four years younger than my mother
when she died. Coming from the German
culture, it feels natural to engage with
death. I long for the opportunity to allow
death to exist in conversation. It seems to
me that, at all times, we can characterize
ourselves as living or as dying. Both are
true.Why choose between them? I’m living and dying.”
There is a wonderful depth psychological principle introduced by Carl Jung
known as enantiodromia.This term pertains to how the natural world maintains
equilibrium. Life and death are inconceivably closer than we let ourselves imagine.
It is only because we exclude death until
we run out of “therapies” that it becomes
more and more foreign to us. However,
according to the enantiodromia, whenever there’s a superabundance of any one
source, let’s say unrestrained technology,
psyche’s way is to erupt with a correction
or an increased awareness of this extreme.
For those of us still working as oncology
clinicians it is my hope that we remain
not only in awe of technology, but the human struggle in the face of life and death;
what does it mean to be human? If we are
lucky, we have paid attention to our disillusionment as it calls forth the tension of
opposites: of life and death. This psychological disruption foreshadows a rebirth
of the personality and calls forth a greater
wisdom; a new dignity and meaning.We
work in a culture that projects significant
amount of fear around not only death,
but also illness. It is an environment that
makes it so hard to do what all of us must
do—we must die.As clinicians caring for
cancer patients, the bottom line is— we
are just dying in slower motion. Depth
psychology is a lens to look through
that helps explain the irrationality of our
behaviors in the face of death.Where is
the true life that could be saved? Depth
psychologist Lopez-Pedraza eloquently
described,“Today death is in the hands
of medical technology and we know that
technological Titanism does not recognize death. The memory of death in the
soul is absent” (1990, p. 75). Death then

becomes an unintended crisis. All too
often and too late, one is caught up in the
predicament Elizabeth Strout (2008) so
poignantly described in her novel Olive
Kitteridge:“Are you feeling poorly?” Olive
asks her ailing friend. And he replies,
“Only soul poor. The body bangs on” (p.
268). As Ziegler (1983) claimed,“Illness
is our only heritage, for it requires but a
glance at human life to determine that life
ends in death by way of illness” (p.15).
The current optimistic technological society has forced this awareness far into the
background. Ziegler described our true,
genetic, unavoidable heritage as a “pre-programmed suicide” and that nature has for
its priority an ultimate demise (p. 16). We
continue to function with an exaggerated
image of ourselves, which often leads us
towards living a life against nature or life
against death. Instead we have a predominant focus on overall survival and while
important for the advancement of medi-

cine shows an overreliance on the length
rather than quality and depth of life. Sadly,
technology has undermined the mystery
and beauty of life. Although important
for the progress and success of medicine,
the predominant focus on overall survival
has significant implications for the cost of
health care and often represents a more
significant burden than cancer. Many
of the endpoints used in research offer
the pharmaceutical companies a significantly greater advantage than they do the
patient. Sadly, social inequalities grow with
each decade in our greed for profit and
myopic search for immortality. One only
needs to pause and reflect on the state of
our health care crisis. We must remember
that no one can relive their life within 2
additional months of “improved survival”
and no one is going to save you from
yourself. Our overall is zero— therefore,
we must invent and reinvent who we are
Continued on page 26
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PSONS Members Attend
2014 ONS 39th Annual Congress
Which way to the
posters, SIG networking, learning
sessions, and key
note address?

Poster Presentation: Kelley, Donna, and Anne
from UW Medicine, Valley Medical Center.

PSONS Members Dana and Yeshe network and make
friends with Ipromene and Joia from Texas.
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until we become both the person we can
live with and die with. Perhaps we are
missing the better part of our jobs; the potential for communal rapture that remains
buried under unacknowledged personal
death anxiety. How we respond to others’
deaths is a significant clue to how we feel
about our own.
Czelaw Milosc’s poem helps to restore
a sense of balance to an overreliance on
objectivity and certainty:

Encounter
We were riding through frozen fields in a
wagon at dawn.
A red wing rose in the darkness.
And suddenly a hare ran across the road.
One of us pointed to it with his hand.
That was long ago. Today neither of them
is alive,
Not the hare, nor the man who made the
gesture.
Oh my love, where are they, where are they

26

Chapter group photo op in the arena.

going?
The flash of a hand, a streak of movement,
rustle of pebbles.
I ask not out of sorrow, but in wonder.
(1988, p. 27)
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MASCC MOATT Assessment Questions
1) What have you been told about this
treatment plan with oral medications?
• Verify that the patient
knows that these oral agents
are for cancer and are taken by
mouth for their cancer.
2) What other medications or pills do you
take by mouth?
• If you have a list of medicines, go
over the list with the patient.
• If you do not have a list, ask the
patient what medicines he/she is
taking, (both prescription and nonprescription), herbs, complementary,
or other treatments.
3) Are you able to swallow pills or tablets?
If no, explain.
4) Are you able to read the drug label/
information?
5) Are you able to open your other
medicine bottles or packages?
6) Have you taken other pills for your
cancer?
• Find out if there were any problems,
for example, taking the medications or
any adverse drug effects.
7) Are you experiencing any symptoms
that would affect your ability to keep
down the pills, for example nausea or
vomiting?
8) How will you fill your prescription?
* Delays in obtaining the pills may
affect when the oral drugs are started
9) Have you had any problems with your
insurance that has interfered with
obtaining your medicines?
http://www.mascc.org/assets/documents/
MOATT_English_2010.pdf

Strategies to Employ
• Provide written information (Rx
supplied, chemocare.com) use
consistent information in your setting
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• Start with the need to know, then
the nice to know, prioritize information
• Use calendars (MedActionPlan.com),
Rx sites
• Is there an APP for that? ( MedCoach)
• Implement a strategy for checking
medication interactions at the clinic
• Put medications reminders/
medications same visible location
• Partner with caregivers to provide
reminders calls/pill checks
• Follow up visits, phone calls
• Consider implementing flow sheets
to standardize approach
• Consider dedicated nurses to
manage these patients
Scneider (2011); Hartigan (2003)

Evaluation
You have received a lot of information
today. Let’s review key points.
• What is/are the name(s) of your
cancer pill(s)/tablet(s)?
• When will you take your cancer
pill(s)/tablet(s)?
• Does it matter if you take this pill/
tablet with food or not?
• Where do you plan to keep your
medications?
• When should you call the_________?
• Where will you keep the number?*
• How confident or certain are you
about what you need to call about?*
• What would you like to review
again?*
• Do you have any other questions?
http://www.mascc.org/assets/documents/
MOATT_English_2010.pdf

Re-evaluation
• Let me confirm again what you are
taking, can you tell me the medication
you are taking for your cancer and the
Milosz, C. (1988).The collected poems (1931–
1987). New York, NY: Ecco Press.
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dose or strength?
• Can you tell me about how you
schedule your medication? Do you
take it with or without food?
• How many doses do you think you
might have forgotten or missed this
last week, month, last few months?
• What helps you to remember? What
usually happens when you forget?
• What side effects have caused you to
not take your pills or which ones
might make you consider not taking it?
• Can we review and have you tell me
the side effects or how bad they need
to be before you give the clinic a call?

Safety Considerations
and Teaching
• Proper storage to maintain efficacy
and prevent accidental ingestion (e.g.
keep out of reach of children & pets)
• Instructed not to crush or open
capsules and to swallow medication
whole
• Plan for missed doses
• Patients should wash hands before
and after handling medications, and
not have other people handle if
possible
• Caregivers to wear gloves when
handling medications and bodily fluids
• Basins should be washed with soap
and water. Soiled items should be kept
in a sealed, leak-proof bag before
being washed, and they should be
washed separately from other laundry.
• If possible, order one course of oral
agents at a time
• Ensure to have patient return
unused medication to clinic or
pharmacy for proper disposal
Moody 2012; Lester 2012; Winkeljohn 2007;
Esper 2013
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McCorkle Lecture

The Making of
an Oncology Nurse
Renita Vance, MSN, RN

H
Thank You, Nancy!

A

very special thank you to
Nancy Thompson for her
amazing energy! She is
pictured here taking a needed rest
after another successful community service project benefitting the
Lynnwood Food Bank.
And thanks to the generous
support of those attending the
Symposium!

ow did you become an oncology nurse? What do you want to
do in oncology? What are you
passionate about in oncology, in your
job, in your life? These are the topics
I’m going to share a bit about and hope
they help you reflect on your oncologynursing career. I hope there are some
nuggets here you will find inspiring or
at least thought-provoking.
When did you know you wanted to
be a nurse? Who were
your influences? Did
you go straight into
nursing or did you have
another career first?
I knew from the time
I was a little girl that I
Renita Vance
wanted to be a nurse.
I didn’t know any nurses and we didn’t
have any nurses in our family, so I’m not
sure where that desire came from, but it
was always there.
I’m a first-born with three siblings. I
was born in El Paso,Texas, while my dad
was in the service. My sister, who is 14
months younger than me was also born
in El Paso, then we moved to Kansas,
near where my folks had grown up. In
the next three years, my mom had my
two brothers, so there were four of us
under the age of five! I’m a firstborn
and while I have many characteristics of
firstborns, I don’t have them all. I was

not a good student! I struggled mightily
in math, and you know it’s pretty hard
to go to nursing school without math
and chemistry. In high school, I barely
managed to pass my math classes but
when it came to chemistry…that was
another story! I was distracted, as many
high school students are, so chemistry was more of a challenge
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than I thought I could handle.
Have you experienced self-doubt?
How has it impacted you? Self-doubt
has been a factor in my life in many
decisions that could have changed the
course of my life. What is self-doubt? It’s
a lack of confidence in oneself and one’s
abilities. For me and for many others,
it’s rooted in perfectionism—that characteristic that many firstborns exhibit.
It’s really all about fear—fear of failure,
fear that we won’t measure up, fear that
we are unable to do something the way
Continued on page 3
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