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efore I get into the meat of this
article, you should know I have
a bias about oncology nurses:
I’m married to one. I see first-hand the
hours my wife Susan puts in and the
investment she has in her patients. So,
with all due respect to my oncologist
colleagues, I believe that oncology
nurses are the heart and soul of
cancer care. And I believe that there
is an especially key role for oncology nurses in the Oncology Medical Home.
The cost of health care has become part of the national dialogue
on the fiscal health of the United
States. Regardless of political ideology, there is a common belief that
the federal government — the single
largest purchaser of health care —
needs to accomplish two things
concurrently: purchase quality
and efficient health care. The
two operative words are ‘quality’ and ‘efficient’, the later
referring specifically to
cost. And private payers
have adopted a similar
quest in terms of ensuring
quality health care delivery in a cost-contained
environment.
This is certainly true of
cancer care, where costs

have increased substantially with new
therapies. Attempts by Medicare and
private payers to contain costs by cutting provider reimbursement have had
the unintended consequence of consolidating the cancer care delivery market.
This consolidation is creating patient
access issues, and is increasing costs
for both patients and payers. We also
believe that reimbursement changes are
the root cause of the shortages of low-
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cost injectable cancer drugs.
The medical home model of cancer
care that the Community Oncology
Alliance (COA) is pursuing provides
elements that all primary stakeholders
— patients, payers (both primary and
secondary), and providers — want in
ensuring quality, efficient cancer care
delivery. We know this because that
is exactly what the stakeholders have
communicated to us.

What is a ‘Medical Home?’
In basic terms, the patient has a ‘medical home’ that is the central ‘coordinator’ or ‘gatekeeper’ of their medical care,
and as importantly becomes a source
of hope and comfort. Typically, the
medical home is a primary care physician who becomes the point person
for coordinating the patient’s total care,
including both primary and specialty
care. The theory is that the medical
home model of patient-centered care
results in important positive outcomes
relating to the quality, efficiency, and
cost of patient care by optimizing care
coordination. The medical home model
has been around for over 40 years and
has been evolved and piloted since its
introduction.

What is the Logic of an OncologySpecific Medical Home?
At first glance, it would appear
that the concept of an oncologyspecific medical home flies in
the face of reason by defeating the purpose of a medical
home managed by the primary care physician. However, the rationale is seen in
the complexity and severity
of cancer treatment. As all
oncology nurses well underContinued on page 3
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Reiko Torgeson, MN, RN, OCN

efine patient-centered care. I believe that most registered nurses would definitely have some choice words
or key phrases to define patient-centered care. However, I wonder how many of those definitions would fit the test
of a shared mental model, which are beliefs, ideas, images, and
verbal descriptions that we consciously or unconsciously form
from our experiences and which (when formed) guide our
thoughts and actions within narrow channels.
These representations of perceived reality (i.e., these mental
models) explain cause and effect to us, and lead us to expect
certain results, give meaning to events, and predispose us to behave in certain ways. Although mental models provide internal
stability in a world of continuous change, they also blind us to
facts and ideas that challenge or defy our deeply held beliefs.
They are, by their very nature, fuzzy and incomplete. And
everyone has different mental models (that differ in detail from
everyone else’s) of the same concept or subject, no matter how
common or simple. On your own, define patient-centered care,
then seek out a trusted colleague and compare your definitions.
Do you share the same mental model?
Now, define The Oncology Medical Home. I suspect this
one may be a bit more challenging. First, the medical home
is best described as a model or philosophy of primary care
that is patient-centered, comprehensive, team-based, coordinated, accessible, and focused on quality and safety. Does this
sound like the model of excellence we use in oncology today?
Second, then how is The Oncology Medical Home different
when placed in the context of cancer care or in the context of
patient-centered care?
I am honored to bring to you this spring edition with a focus
on The Oncology Medical Home. I have had the privilege of
collaborating with oncology leaders from across the country,
all of whom are leading change in our field. They are on the
cutting-edge of helping us all to develop a shared mental model
of excellence in oncology patient-centered care.

Bob Chapman, RN, MN, CCRN
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t’s hard to believe it has
been a year and my presidency is coming to an end.
What an incredible year it has
been.
I think the major change
during this past year has been
the ONS membership model
change. We went from approximately 300 members to
over 700 by the end of the
year. As this organization continues to grow, our challenge
will be to continue to meet
the needs of our members
Reiko Torgeson
throughout our region.
I’ve had an opportunity to
meet many of you this past year. I’ve talked with many of
you in the South Sound, North Sound, Wenatchee,Yakima
and other distant areas. PSONS Board realizes there are
unmet needs. We want to hear for you. Please share your
thoughts, ideas and concerns. Join us at the Board Meetings via phone conferencing to hear what we do. I urge
you to become involved so that we can effectively meet
your needs.
I will continue to serve the Board as the Past President
for the next year. It will be in an advisory capacity without
voting rights. If your see me out and about, don’t hesitate
to talk to me about PSONS.
Lastly, I want to thank the Board for their hard work and
commitment this past year. There is no possible way I
could have led this organization without all of you.
Fondly,
Reiko
n

D

n

PSONS Educational Opportunities
March 19th Meeting Topic:
Legal Issues Impacting Oncology Nursing: Lawsuits and Licensure
Speaker: Karin J. Mitchell RN, JD. Location: SCCA

Follow us on Twitter:
@PugetSoundONS

April 16th Meeting Topic:
Myelofibrosis

May 21st Meeting Topic:
Congress Update presented by PSONS scholarship winners
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Oncology Medical Home: Treatment of Cancer Primary Focus
Continued from page 1

stand, when a person is diagnosed with
cancer, in the majority of cases, the
treatment of the cancer becomes the
primary focus of medical care. Other
medical care needs to be coordinated
in the context of the primary goal of
treating the cancer. The complexity of
the care and potential for side effects in
treatment need to be treated in the context of the patient’s overall cancer care.
Few primary care physicians have the
expertise and facilities to administer
cancer treatment. Additionally, primary
care physicians are not trained or
comfortable with the intensity of
symptom management (e.g., related
to pain, nausea/vomiting, neuropathy,
and blood count management) typically required in providing cancer
treatment. As such, because treating
the cancer becomes the medical priority, in most cases the oncology provider team functions as the patient’s
primary medical caregiver during the
phase of active cancer treatment and
follow-up care.
As the medical home for the cancer
patient, the oncology team — especially the oncology nurse — is in the
best position to ensure that treatment is optimized and that adverse
events are minimized, with a goal of
eliminating them based on process
improvements. These events include
treatment side effects that require
additional care and, in cases, can lead
to emergency room (ER) visits and/or
hospitalizations, which can be detrimental to patient outcomes and substantially
increase the cost of patient care.

What is the Research
Supporting a Medical Home
Model in Oncology?
There are 2 reports that support the
implementation of an oncology medical
home model.
An Institute of Medicine (IOM) report
in 1999, Ensuring Quality Cancer Care,
identified specific ways to improve
cancer care. The report established that
cancer care is optimally delivered in systems whose processes of care provide:
• Standardized evidence-based guide		 lines for prevention, diagnosis, treat-

		 ment, and palliative care
• Measurement and continuous monitor		 ing of a core set of quality measures
• Agreed upon care plan prepared by
		 experienced professionals, outlining
		 the goals of care
• Access to clinical trials
• Policies to ensure full disclosure to
		 patients of information about appro		 priate treatment options
• Mechanisms to coordinate services
• Quality care at the end of life
• Policies to address the barriers to
		 receiving appropriate cancer care in
		 specific segments of the population

value of care especially complex… A
practical working description of value
in oncology would benefit many stakeholders and serve as a useful model for
other fields of medicine.” The report
states that true value in cancer care can
only be defined by the convergence of
perspectives of the patients, their families, and payers, and be based on verifiable data collected at the point of care.
The basic problem is that there is no
defined template, approach, or incentive to re-engineer the processes of care
within individual oncology practices
and to collect data to measure important endpoints/outcomes. This is
exactly what the Oncology Medical
Home model that COA is pursuing is
intended to accomplish.

What is the Oncology Medical
Home Model?
The Oncology Medical Home
model is about delivering, ensuring,
and measuring quality cancer care.
In short, it is a patient-focused system of delivering quality cancer care
that is coordinated and efficient. As
such, it will be designed to meet the
needs of patients, payers, and providers. Some of the key aspects of the
Oncology Medical Home model are:

Another IOM report, Assessing and
Improving Value in Cancer Care, focused
on the uncertainty of where we are
currently wasting resources (paying
for goods and services of little value)
and where we should be increasing
our resource commitments (high-value
goods and services that patients underutilize). High value services are defined
as services that improve results, reduce
potentially avoidable complications, and
reduce unnecessary resource utilization.
Scott Ramsey, MD, PhD, the Committee Chair of the Planning Committee,
eloquently pointed out that,“Nowhere
is this issue more contentious than in
the care of cancer patients… Unlike
many areas in health care, the practice
of oncology presents unique challenges
that make assessing and improving the

• Cancer care that is coordinated
with the central focus on the
patient and their entire medical
condition
• Cancer care that is optimized based
			 on evidence-based medicine to pro			 duce quality outcomes
• Cancer care that is accessible and
			 efficient, with treatment provided in
			 the highest quality, lowest cost setting
			 for the patient
• Cancer care that is delivered in a
			 patient-centric, caring environment
			 that optimizes patient satisfaction
• Cancer care that is continuously im			 proved by measuring and bench			 marking results against other facilities
			 providing care so that best practices
		 “raise the bar” in delivering care

What Does COA Want to
Accomplish by the Development
and Evolution of a Medical
Home Model in Oncology?
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Oncology Medical Home: COA Proposed Model of Care
Continued from page 3

COA wants to equip oncology providers with a model of care that will
accomplish 2 things:
• Enhance the quality of cancer care
		 while controlling overall costs of care
		 in a system where quality and value
		 are measured and continuously im		proved.
• Provide the foundation for different
		 reimbursement models that associate
		 appropriate payment with results in
		 an environment that places the
		patient first.
Cancer care has evolved dramatically
over the past 40 years from academic,
in-patient treatment to communitybased, comprehensive, and coordinated
cancer care. In the process, the United
States has developed the world’s best
cancer care as documented by actual
outcomes. However, cancer care is in
crisis as the system of community-based
care is contracting and drug shortages
threaten patient care. The Oncology
Medical Home model puts patient care
first while insuring the survival and
viability of the cancer care delivery
system. In this model, reimbursement
needs to be more appropriate, aligned
with the quality and value of cancer
care delivered, and recognize the cognitive services provided by oncologists
and oncology nurses.

What Are the Nuts and
Bolts of the Oncology Medical Home Model?
The COA Oncology Home Model is a
3-step approach that allows oncology
providers to move along a trajectory
of increasing thoroughness towards
becoming a medical home. Some of
the specific tasks that will be necessary
to accomplish this overall goal are as
follows:
• Defining a core set of standardized
		 quality and value measures to docu		 ment performance
• Developing a benchmark capability
		 that allows providers to compare
		 performance against their peers in a
		 systematic and highly efficient man		ner
• Developing a set of services and
4

		 tools – including information, materi		 als, etc – that provide a stepped ap		 proach for providers to move along
		 the trajectory of becoming a fully		 functioning medical home
• Establishing a forum of information
		 exchange for practices to continually
		 improve processes and outcomes
• Developing different payment models
		 and contracts with Medicare and
		 private payers to make the medical
		 home a viable model for oncology
It is important to understand that the
nature of oncology practice is such that
providers currently function anywhere
from 75-85% of a medical home, especially in terms of care coordination and
reliance on evidence-based medicine.
This and the fact that oncology providers inherently become the “medical
home” for the cancer patient, positions
most providers well to evolving into a
fully functioning medical home model.
What needs to happen in order to realize that evolution is practice process
change that accomplishes 2 important
facets of care:
• Places the patient clearly at the cen		 ter of care
• Measures both quality and value; and
		 has in place a mechanism for continu		 ous improvement based on measure		ments
Medicare and private payers are demanding health care delivery accountability from providers. COA believes
that oncology needs to take the lead in
developing an accountable model that
also justifies appropriate reimbursement. Without this, the landscape of
cancer care delivery will continue to
condense, and patients will face less
accessible and more expensive care,
which also will be borne by patients
and payers.

How is COA Proceeding and
What Has Been Accomplished
to Date?
COA established a Steering Committee to direct the overall efforts of the
COA Oncology Medical Home initiative.
The committee is comprised of representatives from the oncology provider
team, private payers, and patient groups.
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The committee is chaired by Bruce
Gould, MD, a practicing community
oncologist with Northwest Georgia
Oncology Centers. To date, the committee has helped define the model of the
Oncology Medical Home, starting with
identifying the needs of patients, providers, and payers in the delivery of cancer
care. This effort then allowed the committee to identify and endorse an initial
set of 16 quality and value measures of
cancer care. Additionally, the committee
backed the development of a patient
satisfaction tool, which is modification
of the Consumer Assessment of Healthcare Providers and Systems (CAHPS)
survey tool.
An Implementation Team was also
formed to identify the information, tools,
software, etc. required to turn oncology
centers into fully functioning Oncology
Medical Homes. This team is chaired
by Carol Murtaugh, RN, OCN, a practice
administrator and oncology nurse with
Hematology & Oncology Consultants
(Nebraska & Iowa). To date, the team
compromised of oncology practice administrators has identified the resources
(over 50 and counting) and is working
to pull those together into an oncology
medical home “tool kit.” The goal is to
provide practices — according to an
oncology medical home assessment — a
customized set of tools to move along a
path of increasing sophistication.
The articles that follow touch on
different facets of the COA Oncology
Home Initiative, including a unique
Come Home project made possible by a
grant from the newly established Center
for Medicare & Medicaid Innovation.
I believe that the Oncology Medical
Home is an oncology nurse’s dream in
terms of doing what they do so well —
put the focus on the patient first!

References
National Research Council. Assessing
and Improving Value in Cancer Care:
Workshop Summary. Washington, DC:
The National Academies Press, 2009.
(Pages: In the preface to the report)
National Research Council. Ensuring
Quality Cancer Care . Washington, DC:
The National Academies Press, 1999.
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COME HOME:
An Oncology Medical
Home Pilot
Barbara McAneny, MD, CEO
New Mexico Cancer Center

H

ealth care costs are placing an
increasing burden on the federal government, private payers
and on patients. Recent attempts to reduce costs to the government, including
Pay for Performance (P4P) have resulted
in only modest savings to Medicare
(0.1% or $7 per beneficiary) (Nelson et
al 2012). Health care costs also impact
patients, with 62.1% of bankruptcies
in the US resulting from medical bills.
Among those filing bankruptcy due to
medical bills, 48% of bills are from hospitals, 18% are medications and 15% are
from physicians (MedPAC 2011).
We believe that managing high-cost
cancer patients in an outpatient setting
can provide significant cost savings to
Medicare. When patients visit a physician office that is part of a hospital’s
outpatient department, Medicare pays a
facility fee to the hospital and a reduced
fee for the physician’s services.The
combined fees paid for visits to hospitalbased practices are often more than
50% greater than rates paid to freestanding practices (MedPAC 2011).
There is growing evidence that patient centered medical homes (PCMH)
can be successful in achieving the Triple
Aim of improved quality, lower cost,
and higher patient satisfaction. Recent
studies have demonstrated that medical
homes can significantly reduce costly
ED visits by 15-50% and inpatient admissions by 10-40% in a variety of populations (Reid et al 2009; Steiner et al 2008;
Leff et al 2009; Dorr et al 2008).
With this in mind, we developed
Community Oncology Medical HOME
(COME HOME), a medical home model
for freestanding independent oncology
practices, focused on enhanced access
and symptom management to prevent
the complications of cancer and cancer

care. Cancer patients have even more to
gain from a medical home infrastructure
than primary care patients. Oncology
practices already have the infrastructure
to do infusions, labs and imaging onsite
so they can manage conditions that require those therapies outside of a hospital. These practices also have the ability
to manage patients who need multiple
days of intravenous
therapy, i.e. antibiotics,
as outpatients rather
than admitting to
a hospital.

The
COME
HOME program
has enrolled seven
independent community
oncology practices that have agreed to
transition from a traditional FFS model
to an oncology medical home by participating in this study. Those practices are
Austin Cancer Centers (Austin,TX),The
Center for Cancer and Blood Disorders (Ft. Worth,TX), Dayton Physicians
Network (Dayton, OH), Maine Center
for Cancer Medicine (Scarborough, ME),

New Mexico Cancer Center (Albuquerque, NM), Northwest Georgia Oncology
Center (Marietta, GA), and Space Coast
Cancer Center (Titusville, FL). Collectively, these practices treated 2% of all
colon, breast and lung cancers diagnosed in 2011.
The COME HOME model of care delivery builds on the concept of a patientcentered medical home, incorporating
features specific to the management
of cancer and the symptoms of cancer
treatment, evolving toward an oncology
medical home (OMH) model.
COME HOME includes six features to
ensure safe, efficient and high quality
care: best practices care using clinical
pathways, electronic health records,
team-based care, active disease management, enhanced access and financial
support. The COME HOME participating
practices utilize standardized, evidencebased pathways for the diagnosis and
treatment of seven cancer types
(breast, lung, colon, pancreas, thyroid, melanoma and lymphoma).
Additionally, they incorporate
active disease management
in the form of symptom management
pathways that allow
triage nurses to quickly
assess patients over the
phone and determine if
they can be managed remotely,
if they should be scheduled for
a same day appointment or if
emergency services should be
called. The financial support
of the grant also allows the
practices to remain open
(extended access) at least
two extra hours in the evenings and at least four hours
on the weekends, so that
patients can be seen same day
for acute symptom management.
In this way, the COME HOME practices are able to provide care when the
patient needs it, rather than when it is
convenient for the clinic. Prior to COME
HOME, many patients now seen by an
oncologist in evening or weekend hours
were referred to local emergency departments (EDs) or urgent care centers.
Prior to implementation, a task force
consisting of grant staff and practice
representatives provided education to
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COME HOME:
Implementation in
Private Practice
Steven L. D’Amato BSPharm, BCOP
Executive Director, Maine Center for
Cancer Medicine

Overview

O

n July 1, 2012, Dr. Barbara
McAneny and Innovative
Oncology Business Solutions
(IOBS) were awarded a $19.76 million
grant from the Center for Medicare and
Medicaid Innovation (CMS/CMMI) to
develop a community oncology medical
home model and implement that model
in seven practices across the country.
Innovative Oncology Business Solutions,
Inc is a for-profit corporation owned
by Dr. McAneny, and was created for
the purpose of applying for and administering the CMMI grant.This award
represented the culmination of several
years of research and development on
the part of Dr. McAneny and her staff at
New Mexico Cancer Center (NMCC).
Several concepts and strategies were
considered, vetted, and eventually tested
for viability at NMCC before inclusion in
the proposal.
The goal of COME HOME is to improve health outcomes, enhance patient
care experiences and significantly
reduce costs of care by keeping patients out of the emergency department
and hospital as much as possible.The
seven practices that were selected had
to demonstrate the ability to fulfill the
requirements of the grant.The practices
participating in the project are:
• Austin Cancer Center, Austin,TX
• Ft Worth Centers for Cancer and
		 Blood Disorders, Ft. Worth,TX
• Dayton Physicians Network,
		 Kettering, OH
• Maine Center for Cancer Medicine,
		 Scarborough, ME
• New Mexico Cancer Center,
		 Albuquerque, NM
• NW Georgia Oncology Centers,
		 Marietta, GA
6

• Space Coast Cancer Center,
		 Titusville, FL

Project Components
The first part of the project involves
the process for an Oncology Medical
Home (OMH).The requirements of an
OMH are available from the Community
Oncology Alliance.The process involves Triage Pathways, identification of
patients at high risk for complications;
same day visits, 24/7 access to the physicians of the practice, and the ability to
actively manage the disease process
and therapy complications, and enhanced
electronic medical
record with

data collection. Dr. McAneny developed
proprietary triage pathways for symptom management in oncology that all of
the practices are required to implement.
All data from the practices is collected
through software developed by Net Dot
Orange (NDO), a software company
for patient data integration and quality
of care/pathway compliance tracking.
Implementing this model required the
practices to make significant changes
to their workflow and staffing patterns.
They are required to have live “first
responders” who can initially triage calls
coming into the practice and immediately route them to dedicated triage
nurses who utilize the triage pathways
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and schedule patients into the practice
immediately for urgent care if necessary.
Extending practice hours, both during
the week and on weekends is another
requirement.Years of experience suggest that the lack of access to an outpatient facility in the early evening and
on weekends leads to more emergency
room visits and hospitalizations.
The second part of COME HOME
was to have the practices develop the
capability to provide urgent care until
8pm on weekdays and for 3-5 hours on
weekends. Having this capacity allows
patients to contact the on-call physician
for referral to the clinic for evaluation.
This can include labs or imaging, hydration, antibiotics, and other symptom
management medications. Providing
these services requires additional staffing and creative scheduling of physicians and advanced practice providers.
The grant does help pay the practices to

hire additional personnel to provide for
extended hours.The grant does not pay
for services that can be billed to CMS
such as E&M codes, infusions, lab work,
or physicians to take call.
The third part of the COME HOME
project requires both diagnostic and
therapeutic pathways to be developed
and followed in addition to the triage
pathways. CMS is interested in the appropriate use of imaging and pathology
services in oncology.This will result in
quality and cost effective care.The diagnostic pathways used will include appropriate staging tests and not include
inappropriate tests (such as PET CT for
stage I breast cancer or bone scan for
Continued on next page

PSA less than 10 in prostate cancer).
Genetic markers are becoming increasingly important for the determination of
appropriate therapy. IOBS has partnered
with KEW which has a CLIA certified
laboratory in Cambridge, MA. KEW has
developed CancerPlex; a highly versatile and comprehensive gene testing
panel to evaluate genetic changes in a
patient’s tumor to help oncologists effectively manage treatment options.The
COME HOME practices will have the
ability to send patient tissue for molecular analysis to KEW. Each practice dedicated significant physician time working
in committees on the development of
the pathways.The therapeutic pathways
were developed for seven disease states:
breast, colon, pancreatic, lung, thyroid,
non-Hodgkin’s lymphoma, and melanoma.The grant provides compensation
for physician time in the development
of the pathways.

Practice Challenges with
Implementation
To be part of COME HOME requires a
great deal of commitment and the ability to adapt to workflow changes that
are necessary to fulfill the goals of the
project. Our practice, the Maine Center
for Cancer Medicine (MCCM) faced
such challenges. First, participating in
the project requires that all members of
the practice embrace the grant, especially leadership. MCCM had to replace
its long standing Director of Nursing
because of negativity about the project.
This was most unfortunate but necessary to move the practice forward.
The first challenge was establishing
first responders. MCCM designated two
staff receptionists as first responders
who would take all calls coming into
the practice, triage them, and send the
appropriate calls to nurse triage.The
answering service and calls sent to nurse
mailboxes were eliminated during the
day. The goal was for our patients to
always receive a live person when calling in.
The second challenge was setting up
the nurse triage system. MCCM has a
primary nurse model where we have a
physician, nurse, and secretary team.The
primary nurses would take their own
calls while working in the clinic and this
was stopped as we implemented the triage system.The requirement of the grant

is to have nurses dedicated to phone
call triage during the day. We used our
nursing office as a “command center”
where nurses were rotated and dedicated to triage using the established triage
pathways and documenting the calls
and interventions in the NDO software
package loaded on their computers.This
created several problems and morale
issues within our nursing staff because
nursing was taking calls on patients
they did not know and they sensed they
were losing continuity of care with their
patients.They stated it was taking longer
to triage patients opposed to taking calls
on patients they know well.To remedy
this issue, we provided dual computer
screens in the clinic that have NDO and
COME HOME call lists on one screen
and our EMR (Altos OncoEMR) on the
other.This allowed the nurses to pick
up the calls on their own patients. If
nurses were not scheduled in the clinic,
they were in the nursing office taking
triage calls as well.This has worked well
and the nurses have been much happier. Compliance with triage pathways
is monitored and feedback is given back
to the practice.The triage pathways have
also been adjusted as practices identify
areas of improvement.
The third challenge was extending our
hours of operation.Traditionally, MCCM
paid one of its nurses to take calls on
the weekend.This was rotated between
a few nurses who were paid overtime
for providing this coverage.To extend
hours during the week and opening the
clinic on Saturday and Sunday from 9am
to 1pm presented several challenges. We
now had to rotate the whole nursing
staff through weekend coverage and
provide a physician or advanced practice provider (APP) to cover those hours
as well. One can imagine this was not
received well initially and it required
our leadership team to get creative with
scheduling and incentives. First, we approached the physicians and advanced
practice providers.The physicians were
compensated with additional pay out
of their bonus pool if they worked the
weekend and the advanced practice
providers were given a stipend. We
ended up with the physicians and APPs
each taking two weekends per month.
Next was the nursing staff. We had to
carefully balance their work hours and

provide time off during the week if
they worked the weekend. At the same
time we had to provide them with a pay
differential for working the weekend.
This also applied to the secretaries and
medical assistants that we needed for
the weekend coverage as well. We then
discovered that we needed to have our
lab services available, so we developed a
rotation for them as well. Our pharmacy
staff would help nursing prepare for the
weekends and we periodically will have
pharmacy volunteer for the weekend to
earn additional pay. Most of this, except
for the professional services, is covered
by the grant.
What transpired made these changes
less of a challenge and embraced by our
staff. We now have patients and family
members thanking our nurses, physicians, and other staff on the weekends
for being available immediately to care
for them. Gone are the trips to the emergency room or oncology floor on the
weekends. We can provide supportive
care medications, hydration, and prevent
hospital admissions with this new model
of care. If a patient does need to be
admitted to the hospital, it can now be
a direct admit bypassing the emergency
room. We have literally had patients in
tears they are so happy they do not have
to go through that system. It has literally
been fantastic for our patients and staff.

Data
Patient and provider satisfaction surveys specific to oncology were developed by the Community Oncology Alliance and are being used by the practices
in the COME HOME project.The grant
is providing tablets to the practices to
facilitate electronic capture of this data.
Data collection and analysis will be
obtained through an interface with NDO
and will measure compliance with the
pathways on a nearly real-time basis. It
will include clinical data, pertinent complicating factors, and all charges associated with the care of the patient. Comparison data will be obtained with the help
of CMS from a practice selected locally
as the control practice and by an NCCN
hospital system. A dashboard will be
created so that data can be monitored at
frequent intervals by IOBS. Dr. McAneny
and her team estimate overall Medicare
savings of $4,178 per member per year
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Measuring Quality and
Value in Cancer Care
Bo Gamble
Director of Strategic Practice Initiatives,
Community Oncology Alliance

T

he Affordable Health Care for
America Act (ACA), which passed
November 7, 2009, was the first
official legislative attempt to increase
the quality of health care while also
reducing the expense. (Translation =
“value”.) This represents a
radical change in thinking from
the traditional approach of a
health care delivery system that
was based simply on “utilization”. If you got sick or had an
accident, you went to a health
care provider/facility and they
would address the problem – as
they thought best. There has
been minimal accountability
in this model and the services
were paid for with no regard
to quality, value or outcomes.
The ACA brought the concept
of measurable quality and value
to the forefront of negotiations
between provider and payer,
provider networks and general
payment reform. (One Hundreth Eleventh Congress, 2010)
This has also been true for
cancer care but with far less visibility
than other aspects of healthcare. This is
primarily due to the lack of understanding of the uniqueness of cancer care
by our decision makers or legislatures.
The March 23, 2010 public ACA law
mentions “cancer” 14 times within the
906 pages. The references included
six references to cancer hospitals, six
references to cancer screening, and one
reference to the importance of cancer
assays. There was only reference to cancer with regards to payment reform and
that was in reference to evidence-based
medicine (only).
The community of cancer care
8
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providers took this as a wakeup call to
organize as well as educate and propose practical solutions for all of cancer
care. This new perspective includes a
focus on quality, value and outcomes in
cancer care and how payment can be
wrapped into the equation for demonstrated achievement.
This process started with the collaboration and establishment of 19 measures

very specific to cancer care. These measures, along with standardized patient
satisfaction survey for cancer care represent a comprehensive view of what is
important in cancer care and from key
stakeholders. This 18 member team includes a mid-level provider, pharmacist,
patient (and a patient focus group), 2
practice administrators, 4 nationally recognized oncologist, 5 medical directors
from national and regional payers, and
representation from ASCO, NCCN, NPAF,
McKesson and International Oncology
Network. Together they have reached
consensus on a set of measures that is…
•
Stakeholder driven – This team
narrowed the selection of key measures
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from a starting list of over 200 to 40 to
the initial list of 16. 3 additional measures have been subsequently added.
(See http://www.medicalhomeoncology.org/coa/benchmarking.htm for
a complete list and details of these
measures.) All of these measures were
endorsed with the understanding that
they are important to providers, payers
and most importantly….patients. (OMH
Steering Committee, 2013)
•
Cancer specific – These measures are specific to key attributes and
deliverables in cancer care. And they
are measures that can be used in any
site of care or any cancer care delivery
model. Unlike some of the general or
oncology measures within the Physician
Quality Reporting System (PQRS), all of
these measures are relevant, practical
and important to any cancer
care model.
• Balanced – The entire
continuum of cancer care is
reflected in the set. Measure
categories are specific to
patient care, resource utilization, survivorship and end of
life care. The patient satisfaction survey compliments
these measurements with
summary and detail scores of
how the patient and family
perceive their cancer care
throughout their journey.
• Ongoing – The work
of this team and this effort is
not complete. As the understanding of true quality and
value continues to evolve,
this team will continue to
evaluate and endorse measures that will benefit all aspects and
stakeholders in cancer care.
The drivers and motivation for these
measures is a new payment model for
all of cancer care. We continue to see
samplings of this reform through the
Centers for Medicare and Medicaid
Services (CMS) Center for Medicare
and Medicaid Innovation (CMMI)
projects, evolvement and maturing of
ACA models, and pilot programs from
regional and national insurance carriers. The days of getting reimbursed
simply for providing care are disappearing. It is as if everyone has taken
lessons from the grand state of Missouri
Continued on next page

and is saying “Show me.” Patients are
demanding quantifiable quality, value,
and outcomes in cancer care. Payers,
including Medicare and Medicaid, are
demonstrating that they are willing to
pay for these distinctions.
These concepts, the recommended
changes to the care process, measurement, benchmarking, and payment
reform are all part of establishing
your team as “medical home” for your
patients and their families. There are
many cancer centers/practices leading
this effort and they are being noticed
by employers, payers and other entities. You can be champion within your
own team by accepting the challenge
of:
a) Transitioning your thoughts and
deeds to those based on quantifiable
improvement in quality, value and
outcomes.
b) Promote your measurable differences so that your cancer care team is

adequately recognized and rewarded
by national and regional payers and
employers.
c) Continue to make measurable
improvements to that your patients
receive the best cancer care available.
Please join us in this national effort
to reshape how cancer care is viewed
and rewarded. Visit www.medicalhomeoncology.org to learn more.
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COME HOME Implementation
Continued from page 7

(PMPY), which represents a savings rate of
approximately 6.276%. Based on a Medicare enrollment of 8,022 patients over 3
years, the projected Medicare savings are
$33.5 million and net savings of $13.76
million (after budget costs).The University
of Tennessee Health Science Center will
also be a partner for evaluation and cost
analysis.
The results of Dr. McAneny’s project
could redefine the delivery of cancer care.
This is one of the first projects that could
pave the way towards a bundled payment
model. If her hypothesis is correct, and
community oncology practices provide
quality care at a lower cost, that is more
convenient for patients, the model could
be exported to other practices and payers.
http://www.comehomeprogram.com/index.php/come-home-practices/
n

n

Medical Home Pilot: Significant Training Given to Triage Staff
Continued from page 5

practice staff, and recruited volunteers
to take part in medical home activities
including working extended hours and
staffing the telephone triage lines. Significant training was given to the triage
staff to use the newly developed triage
pathways. Physician extenders were
hired by the practices to increase the
available same day appointment slots so
that patients who needed them could
be offered same day appointments for
symptom management.
The enhanced access, enhanced care
and active disease management portions
of the grant have been implemented.
This includes the use of triage pathways
for symptom management, extended
hours in the evenings and weekends
and patient education. The final two
phases of implementation will include
roll out of the clinical (diagnostic and
therapeutic) pathways, and application
for Oncology Medical Home certification. For all phases of implementation,
we have leveraged information technology to aggregate data across all practices and conduct monthly data reviews to
identify trends, monitor process mea-

sures and evaluate outcomes, allowing
for rapid cycle feedback on the effectiveness of the model.
Because inpatient and ED care is
extremely expensive and, many times,
unnecessary for our patients, we believe
that the cost savings associated with utilization reductions in these areas will be
sufficient to more than offset the cost of
this OMH infrastructure. Only looking
at the Medicare patients, the net savings
from COME HOME are projected to be
$4,178/patient per six month episode
of care.These savings reflect reduced
hospitalizations ($3619), reduced ED
visits ($593) and reduced pharmacy
costs ($450). They also reflect increased
physician outpatient costs ($484) which
are attributed to additional visits to the
oncology practice for acute symptom
management. Total savings for the three
year period of the grant are predicted to
be approximately $33 Million.
Our final analyses will include ED
visit rate, inpatient hospitalization rate,
all-cause mortality and total cost of care,
both longitudinally for the COME HOME
practices and in comparison with
patients treated at non-COME HOME

practices.
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The Oncology Medical Home:
What Patients Want Remains No
Surprise to the Oncology Nurse
Scott Parker, Executive Director
Northwest Georgia Oncology Centers, P.C.

W

• Easy/ Timely Access to Staff and Office
• Honesty about Diagnosis and Prognosis
• Education and Engagement in their
		 Care Plan
• Coordination of Care/Communication
		 with Other Providers & Facilities
• Least Amount of Pain,  ER Visits &
		Hospitalizations

hen the Community Oncology Alliance (COA) established
a Steering Committee in late
2011 comprised of patients, payers and
providers, the intent was to develop a
blueprint for a model of care that
would demonstrate quality of care
for our patients, value and adherWhat Patients Want
ence to evidence based guidelines
for payers, and a reduction in
Process
bureaucratic hurdles along with a
sustainable reimbursement model
Evidence Based Medicine
for our providers and staff.
• Adherence to nationally recognized
The patient is obviously the
guidelines
cornerstone for the COA Oncol• Access to clinical trials
ogy Medical Home and was our
Access
initial focus. Shortly after Dr. Bruce
• Urgent appointments available for
Gould was appointed Chairnew patients
man of the Steering Committee
• Same day appointment available
Northwest Georgia Oncology
• Structured telephone triage
Centers (NGOC) began engaging
its patients. NGOC was fortunate
Patient Engagement
enough to have been an early part• New patient orientation
ner in COA’s Patient Advocacy Net• Financial counseling
work (CPAN). As a result of our
• Chemotherapy education
CPAN participation we were able
• Patient portal
to solicit feedback from a group of
Team Based Care
twenty patients who were active
• Ensure that other providers are informed
CPAN participants. NGOC paid
• Referrals and appointments arranged
an outside consultant to interview
these patients, and ask one quesPatient Satisfaction Survey
tion. “As a cancer patient what’s
• Survey used to monitor/improve patient
most important regarding your
experience
interaction with your physician
and our office staff?”

Below is a summary of the
responses we received:
• Best Possible Outcome
• Best Quality of Life
• Doctors Ability (education),Availability
		 and Friendliness/Caring
• Timely Communication of Test Results
• Friendly, Compassionate, Competent
		Staff
10

Expectations
Evidence Based Medicine
• Best quality outcome
• Best quality of life
• Least amount of pain, hospitalizations
Access
• Doctor availability
• Easy/timely access to staff and office
• Coordination of care with other provider’s
facilities
• Reduced ER visits and hospitalizations
• Timely communication of test results
Patient Engagement
• Education and engagement in care planning
• Honesty about diagnosis and prognosis
• Easy/timely access to staff and office
Team Based Care
• Coordination of care with other provider’s
facilities
• Easy/timely access to staff and office
• Timely communication of test results
Patient Satisfaction Survey
• Doctor’s ability, availability and friendliness/
caring
• Friendly, compassionate, competent staff
• Easy/timely access to staff and office

I’m sure most of you are not surprised
by these responses and if faced in a
similar situation might respond in a
similar manner.
A well-constructed Oncology Medical
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Home incorporates processes of care
that if implemented are designed to
meet the expectations that our patients
are telling us are important to them.
As the adoption of the Oncology
Medical Home evolves, the idea of
“patient centered” care is certainly not
a new concept for the oncology nurse.
In my seventeen plus years at NGOC, I
am always humbled by the never ending
level of care and compassion displayed
by our nursing staff. Whenever I have
the pleasure of interacting with patients
there are always unsolicited compliments regarding the kindness, personal
touch, and level of support provided by
our nursing staff.
Rest assured the team at COA is
working hard to ensure that the Oncol-

ogy Medical Home model succeeds in
meeting all stakeholders’ expectations
and helps to maintain the viability of
Community Oncology.
n

Patient Satisfaction Survey
Journey to Patient-Centered Care
Marsha DeVita, RN, NP, AOCN
Chief Clinical Officer of Medical Oncology
Hematology Oncology Associates of Central
New York

Patient engagement is considered a
cornerstone of High Quality Cancer
Care. Measurement of patient satisfaction with CAHPS based survey questions focused on patient centered care
is an important step on the journey to
become an Oncology Medical Home.
Hematology Oncology Associates of
Central New York administered the Oncology Medical Home survey to their
patients in 2012 and 2013 and used
the results to examine and change
practice process and improve care

T

here are many reasons why
oncologists should be using a patient satisfaction survey. Patients
desire a better healthcare experience
and a greater level of participation in
healthcare decisions. Cancer care is
complex. Engaging patients in their
care requires good communication
skills. Providers need to understand
patients’ values and preferences as they
discuss the diagnosis, prognosis and
treatment options. Measurement of patient satisfaction gives us the feedback
we need to ensure that we are meeting
our patients needs and serves as a useful
quality improvement tool. Favorable patient satisfaction scores can differentiate
one healthcare facility from another.
There is a trend toward increasing
transparency of quality and patient satisfaction scores in healthcare.The Center
for Medicare and Medicaid (CMS) publishes hospital quality measure scores
and patient satisfaction survey results
on their Hospital Compare website. It is
likely that the Physician Compare website will follow the same path. Patient
experience surveys will gain importance in our increasingly transparent,
competitive marketplace where patients

seek quality, value and a satisfying experience.
Hematology Oncology Associates of
Central New York (HOACNY) is a comprehensive private ambulatory oncology practice with five office locations
serving a six county area in Central
New York. We have fourteen medical
oncologists, three radiation oncologists
18 non-physician providers with a total
staff of 260. Treatment modalities available within our organization include;
medical oncology, radiation oncology,
cyber knife, CT imaging, laboratory, infusion, dispensing pharmacy, psychosocial
care, registered dietician consultation,
cancer rehabilitation, integrative oncology and wellness.
We began to obtain patient experience data with the use of suggestion
boxes several years ago. In 2008 we initiated a monthly patient satisfaction survey with approximately 60-70 responses
each month. We added Consumer
Assessment of Healthcare Providers and
Systems (CAHPS) based survey questions to the monthly survey in 2011 as a
preparation for anticipated CMS patient
satisfaction reporting requirements.
We administered the Community
Oncology Alliance (COA) Oncology
Medical Home (OMH) Patient Satisfaction Survey for the first time in
September 2012. The OMH survey is
made up of 40 CAHPS based questions,
divided among four categories: Timeliness,Thoroughness, Communications,
and Friendliness-Helpful. Surveys were
mailed to 3023 patients who were seen
by a provider for an office visit during
a 30-day period. Our response rate was
46% with 1307 responses.
We were pleased with our overall results and the ability to benchmark. The
OMH survey reporting allowed us to
compare our results to other practices
within our state and nation. We were
able to study the survey results by ques-

tion, category, location and provider.
The ability to sort by question, provider,
and location is helpful in the evaluation
process for quality improvement.
Communication is at the heart of
patient centered care.The Institute of
Medicine lists six components of high
quality cancer care and ranks patient
engagement first (2013). We decided
to focus on a question related to communication and patient engagement for
our quality improvement project. We
selected the following question. “In
the last 12 months, when this provider
ordered a blood test, x-ray, or other test
for you, how often did someone from
this providers office follow up to give
you those results?” The patient is asked
to select one of the following answers:
never, sometimes, usually or always.
88.1% of responders reported that they
were usually or always given the results
of labs and other tests.
As we began to look at process we
discovered variation in satisfaction
scores by location and individual providers. We determined that variation was
likely related to several factors including: scheduling practices, availability of
testing and turnaround time for results
by location, the importance providers
placed on relaying normal results, and
concerns about the amount of staff
time it would take to call patients with
normal lab results.
Notification of lab test results was
primarily done on a “need to know”
basis. The definition of “need to know”
includes results that are abnormal, have
some effect on the disease, treatment,
or health and wellness of a patient.
This did not necessarily include normal
results.The satisfaction survey results
prompted us to examine our attitudes,
patient preferences and best practices.
Studies have shown that the majority
of patients want all test results, including normal results. Providing all test
results improves satisfaction and enlists
patients in a safety net for missing tests.
(Baldwin et al 2005)
Access to laboratory testing with
rapid turnaround time varies by office
location. Our largest site typically produces a chemistry panel result within
an hour while the other locations send
results to a central office for process-
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PSONS Member Profile
Kari Ann Felzer, RN, BSN
Infusion Nurse, Seattle Cancer Care Alliance
Jody Stroh, MBA

I

n the years I have been writing these
profiles, we have never featured a
nurse fresh out of school. For the
most part we have featured tenured,
well known nurses and even a few advance practice nurses. Needless to say,
I was tickled when a request went out
to the Board for profile suggestions and
Kari Ann’s name came back with a great
deal of enthusiasm.
Kari Ann was born into a close family
in Everett. The only other individual in
health care was Mom who worked in
medical insurance and billing. Growing up, Kari Ann, like so many children,
was definitely afraid of needles. So one
might wonder how she got over that
and selected nursing as a career. Kari
Ann was exposed to cancer at an early
age. When she was 9, her father was
diagnosed with a brain tumor. It was a
blessing for the family that he was able
to survive his cancer for 10 years. Sadly,
when Kari Ann was 19, her father lost
his decade long battle with cancer.
During the 10 years Kari Ann and her
family dealt with brain cancer, she was
a first hand witness to the incredible
nursing care her father received. It was
an observation that would steer her
into nursing. She worried that oncology nursing might hit too close to home
and considered pediatric nursing as she
started her education. Her first step was
completing her Associate degree in nursing at Edmonds Community College in
2009. Kari Ann then completed her BSN
in August 2012 at Seattle University.
The selection of Seattle University
for nursing school would end up being
serendipity for Kari Ann. Unbeknownst
to Kari Ann, the SCCA had been reaching out to the University of WA with the
idea of creating an out-patient clinical
rotation. When that could not be realized, the SCCA turned to Seattle University who agreed the out-patient clinical
rotation would be a wonderful oppor12

tunity for their nursing students.
The SCCA created only 8 spots for
this inaugural opportunity. Kari
Ann applied and was accepted
into the pilot program. She loved
the experience and knew she was
onto something inspirational at
the Seattle Cancer Care Alliance!
Meanwhile, Kathleen ShannonDorcy, RN, PhD was spearheading
a new opportunity at the SCCA.
Kathleen was working to create a
Kari Ann Felzer
new graduate nursing residency
program that would be split half
time in transplant (at the SCCA) and half Ann and Kathleen goes both ways so
time in infusion (at the SCCA). Kathleen I gave Kathleen the opportunity to
did get the program up and running just include some thoughts on Kari Ann:
“Kari Ann has been a dedicated young
in time for Kari Ann to be among the
first participants in this unique opportu- woman to learning about oncology and
nity. Kari Ann spent eight months in the implementing her knowledge into clinical practice since we first met. Kari Ann
residency program and three months
volunteered to be a participant in the
before it was completed, she accepted
pilot project between Seattle University
a position at the SCCA as an infusion
and Seattle Cancer Care Alliance where
nurse.
senior Medical/Surgical clinical rotations
I asked Kari Ann about mentors she
remembers as being particularly influen- could be completed in the Outpatient
Clinic. Kari Ann was a pioneer in that
tial. It is an easy question for her to answer. At Seattle University, Karla Mather, program which has become a tremendously successful collaboration between
RN, was a first time Clinical Leader and
Instructor. “She really stepped up to the SU and SCCA. Kari Ann then opted to
plate!” says Kari Ann. “Karla worked part do her senior practicum with SCCA in
the summer term of her senior year. At
time at Virginia Mason, juggled a family
that time SCCA had formulated the first
with kids, commuted from Bainbridge
residency program for our clinical site
Island to work in Seattle, and ran the
and Kari Ann was hired into that role.
SCCA clinical rotations for Seattle U!”
Throughout all the complex orientaThe admiration from Kari Ann is readily
tions and multiple areas of learning,
apparent.
Kari Ann was a steady committed nurse
The other mentor Kari Ann quickly
who always seized all opportunities to
mentions is Kathleen Shannon-Dorcy,
RN, PhD. During Kari Ann’s residency at enhance her professional growth. Following her time in residency, she was
the SCCA, she had monthly 1 to 1 meetthen hired into a position within the
ings with Kathleen as she rolled out the
Infusion Room at SCCA. It has been a
new program. “We were building it as
privilege to have Kari Ann as a partner
we went along. Because she was so exin this new adventure into working with
perienced, Kathleen was like a mother
nursing students, developing a residency
figure to me. She always knew what I
program, and now hiring a talented
was coming up against next, and could
young dedicated professional nurse.”
draw me out and help put things back
Kari Ann, a PSONS scholarship reinto perspective.”
The mutual admiration between Kari
Continued on next page

Puget Sound Quarterly Vol. 37, No. 1

PSONS Member Profile
Continued from previous page

cipient for Symposium 2013, says she
wasn’t as familiar with ovarian cancer
and she wanted to try to incorporate as
many extra educational opportunities as
possible. “Ovarian cancer was an area I
wasn’t as exposed to so I really learned
a lot at Symposium and I felt way more
prepared to care for that patient population” says Kari Ann. She also says now
that school is over and she has a great
new job (and a great new husband!)
that she will definitely be joining ONS/
PSONS.
I asked Kari Ann about advice she
might give to other new nurses and
she offered something I had not heard
before:“Most nursing students tend to
go to the hospital and start in med/surg
for a year to get experience but I broke

the mold and went into out-patient and
directly into oncology. If you know
what you want to do, go for it!” Clearly
it paid off for Kari Ann.
Our Editor, Bob Chapman, RN, posed a
question for Kari Ann:“How do you promote evidence-based practice as a way
to improve quality patient outcomes or
improve a quality patient experience?”
She responded,“During my time at the
SCCA, I have never been told “We do
things this way, because it is the way
it has always been done.” Whenever I
have inquired why something is done in
a particular way, the answer has always
been based on science, research, and/or
best practice standards. Throughout the
residency program, I was taught how to
care for our patients based on the policy
and procedures of the SCCA, which
have all been created and implemented
based on science, research studies, and/

or best practice standards. Evidencebased practice guides the way I care
for our patients every day, and is what
allows me to provide the best quality of
care for our patients.”
Kari Ann and her new husband (an
Environmental Studies grad “out to
save the world!”) have two sweet dogs,
a lab Sadie and a puggle Gaje whom
they love to treat to parks and hikes on
the weekends. The new couple is also
recent homeowners and busy themselves with lots of yard work and home
projects in their spare time. Something
you might not know about Kari Ann but
won’t be surprised to know either is
that she graduated Summa Cum Laude
from Nursing School. “It was really hard
work” she says,“but it really paid off”.
Well I know a whole group of nurses
and patients who would agree to that!
n

Patient Satisfaction Survey: Secure Patient Online Portal Saves Staff Time
Continued from page 11

ing. When test results take longer, more
patients leave our office without their
result. This creates additional work and
translates into more staff time to call
patients and follow up on results. It also
leads to a greater opportunity for lab
result communication failure.
We explored several options to ensure
that normal lab results and abnormal
results are communicated. We ruled
out mailing and calling normal results
because of the volume and related staff
time.We decided to use our secure
patient portal to deliver lab results to
patients.The process of uploading the results was automated to save on staff time.
We encourage every patient who comes
into our office to join the portal. The secure portal is a great tool to deliver labs
and improves access in other areas.
We examined our process of sharing
imaging results with patients.
Imaging tests are routinely scheduled
so that a provider will see the patients
the same day with a stat imaging result
or within one or two days following a
test.This enables the provider to have
ample time to discuss the result with
the patient. We have rare occasions
when a patient has a test scheduled
without a follow up appointment

within a day or two. When this occurs,
it is up to the physician and care team
to notify the patient of the results via
telephone.
After review of our processes we
were able to use our electronic medical
record to develop a tracking system to
ensure that we relay results to patients.
The imaging test order is linked to an
imaging results quality checklist. All
imaging is tracked and remains on the
check list until the patient is given the
result. This tracking system is beneficial
from a quality standpoint and a satisfaction standpoint.
We saw a modest improvement in
our score on this question when we
repeated the survey in 2013. Initially
88.1% of 1307 responders stated they
usually or always received their test
results and this increased to 91.4% of
1430 responders in April 2013.
We will continue to follow the satisfaction survey results, evaluate, and look
for opportunities to improve. Our next
survey will be administered in the first
quarter of 2014. We believe that our
tracking system for imaging results and
utilization of the patient portal to relay
lab test results will continue to improve
our satisfaction score and patient experience.

Many physicians, nurses and other
healthcare workers are drawn to
cancer care in part because of a desire
to improve the patient’s journey.This
is a great time to be a part of patient
centered changes that will positively
affect satisfaction, outcomes and the
success of your organization. Measuring the patient experience is an ongoing
commitment to review process, practice
style and beliefs about what patients
want and need.The COA OMH survey is
a powerful tool when used to examine
your patient experience and ensure that
you can set yourself apart from your
competition by meeting your patient’s
needs.
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Radiation Safety for Nurses
in Medical Imaging and
Radiation Therapy
Trang Marquez CNMT, PET, ARRT (CT)

R

adiation is everywhere. It is
naturally found in our environment. It comes from outer space
through cosmic rays and the ground
through soil. It is in our food we eat,
the water we drink as well as building
materials used to build homes. In fact,
most of our natural exposure comes
from radon; a gas released from the
earth’s crust into the air we breathe in.
All this natural radiation is called background levels. No adverse health effects
have been found from these levels of
natural radiation exposure.
The average annual exposure from
natural radioactive sources is 310 millirem or mrem in the US 1. A millirem is
a unit used to measure doses of radiation. Radiations from man-made sources
contribute another 310 mrem to our annual average radiation exposure through
medical, commercial, and industrial
events 1. Consumer products such as
tobacco, fertilizer, exit signs, and smoke
detectors add more than 10 mrem to
our annual radiation exposure 1. For
radiation exposures from occupational
source of radiation the US Nuclear
Regulatory Committee (NRC) and State
Radiation protection officers require
that all licensed medical facilities that
use radioactive materials or machine
generated radiation to limit occupational nurse radiation exposure to 5,000
mrem (50 mSv) per year 1. For more
information regarding state and federal
regulations and radiation exposure limits can be found on the NRC website in
Title 10 of the Code of Federal Regulations, Part 20 or Washington State Office
of Radiation Protection’s website.
Natural and man-made radiation
exposure affects us all in the same
way, causing ions to be formed in cells.
The human body has mechanisms to
repair damage to living cells caused by
radiation. The biological effects of radia14

tion affect cells in three ways 1. One
outcome occurs when damaged cells
repair themselves, causing no further
biological effects to the person. Second,
the cell dies and is replaced through
normal biological processes. Lastly, the
cells do not repair the damage or repair
themselves incorrectly which leads to
potential negative outcomes. Radiation
risk is then based on the amount of
radiation encountered, the area of the
body exposed and the amount of time
over which the exposure happened.
The relationship between radiation
exposure and the cause of cancer are
mostly based on populations that have
received high levels of ionizing radiation such as the Japanese atomic bomb
survivors. A high-dose exposure of
greater than 50,000 mrem show cancer
development for leukemia, breast, bladder, colon, liver, lung, esophagus, ovarian,
multiple myeloma, and stomach cancers
1
. According to the National Cancer Institute, lifestyle factors such as smoking,
alcohol consumption, and diet, contribute largely too many of these same diseases 1. National Academy of Sciences is
asked every 10-15 years to evaluate the
risks of radiation at low levels because
there is no scientific evidence to show
the occurrence of cancer resulting from
exposure to low dose of 10,000 mrem 1,
which is double the occupational dose
limit for workers.
What is the benefit of using radiation in medical imaging and therapy?
Medical imaging and radiation therapy
is needed for screening, diagnosing, and
treating cancer. It’s a set of important
tools in diagnosing and treating cancer and other human health problems.
Radioactive materials and x-ray radiation
are commonly used in medical imaging
and cancer therapy procedures, with
more than 20 million nuclear medicine
studies and 300 million x-rays given
each year in the US 4. While it’s very
easy to measure or estimate the amount
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of radiation workers are exposed to,
it’s not always as easy for workers to
see the benefits that are derived from
the radiation exposure, and compare
that to the risk. Federal law requires all
workers to be trained in radiation safety
if their annual occupational exposure
is more than 100 mrem and monitored
if their exposure will be more than 500
mrem per year 4.
To minimize radiation exposure to
all employees, the “As Low As Reasonably Achievable” (ALARA) principle is
applied according to state regulations.
This principle means that a reasonable
effort is made to maintain exposures to
ionizing radiation as far below the dose
limit as possible. In addition, our goal
is to keep the annual radiation dose
to nurses below one-tenth the Federal
occupational limit of 5,000 mrem per
year. One-tenth of the Federal occupational limit is 500 mrem 2 & 3. This allows
lifetime occupational exposure to be
kept low. To date, we have never had
one nurse have more than 500 mrem in
a year (nor do we ever expect anyone
to)! Well done!
The ALARA may be achieved by
nurses practicing several simple work
practices, namely controlling one’s time
and distance Time: A nurse can keep his
or her exposure as low as possible by
limiting the time they spend in an area
where radiation is present when performing their duties. These areas usually
include rooms marked with radiation
warning signs, and lights that indicate
when x-ray equipment is in use. Materials that emit ionizing radiation are kept
in areas that are marked with warning
signs, and the time in those areas should
be limited. Patients receiving known
doses of radioactive materials that emit
radiation are considered safe by regulatory agencies however you can still
minimize time spent close to radioactive patients. Distance: Exposure to
ionizing radiation can be minimized by
keeping some distance between oneself
and the source of the radiation, except
as needed to provide the appropriate level of care. In fact, doubling the
distance between yourself and a source
of radiation reduces your exposure to
one quarter of its original rate. Casual
social contact with our patients will not
expose employees to unsafe levels of
Continued on next page

radiation. Other methods of minimizing radiation exposure include wearing
protective gloves when working with
radioactive patients and washing hands
immediately after leaving the room if
handling bodily fluids such as blood and
urine.
Each licensed facility has an assigned
Radiation Safety Officer that evaluates
the Radiation Safety Program and to ensure that all occupational staff members
adhere to the State and Federal guidelines with keeping radiation exposure
levels below the set allowed annual
limit. Devices used to measure radiation exposure for nurses are dosimeter
badges. The Radiation Safety Officer
provides dosimeter badges when working with x-ray equipment, radioactive
patients, and radioactive materials to

measure occupational radiation exposure. Dosimeter badges are not to be
worn if one needs an x-ray for medical
or dental reasons. Medical doses resulting from necessary medical and dental
procedures do not need to be included
in the documentation of the radiation
exposure of the wearer. It is important
to review the dosimetry report when
available to help monitor and minimize
radiation exposure. The Radiation Safety
Office will contact any person whose
dose exceeds acceptable levels. And
every facility is inspected, either by a
State Office of radiation protection as in
Washington, or by the Federal Nuclear
Regulatory Commission.The inspections
are to evaluate the program, and judge
whether the facility is operating in compliance with all regulations and safety
practices.
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efore I get into the meat of this
article, you should know I have
a bias about oncology nurses:
I’m married to one. I see first-hand the
hours my wife Susan puts in and the
investment she has in her patients. So,
with all due respect to my oncologist
colleagues, I believe that oncology
nurses are the heart and soul of
cancer care. And I believe that there
is an especially key role for oncology nurses in the Oncology Medical Home.
The cost of health care has become part of the national dialogue
on the fiscal health of the United
States. Regardless of political ideology, there is a common belief that
the federal government — the single
largest purchaser of health care —
needs to accomplish two things
concurrently: purchase quality
and efficient health care. The
two operative words are ‘quality’ and ‘efficient’, the later
referring specifically to
cost. And private payers
have adopted a similar
quest in terms of ensuring
quality health care delivery in a cost-contained
environment.
This is certainly true of
cancer care, where costs

have increased substantially with new
therapies. Attempts by Medicare and
private payers to contain costs by cutting provider reimbursement have had
the unintended consequence of consolidating the cancer care delivery market.
This consolidation is creating patient
access issues, and is increasing costs
for both patients and payers. We also
believe that reimbursement changes are
the root cause of the shortages of low-
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cost injectable cancer drugs.
The medical home model of cancer
care that the Community Oncology
Alliance (COA) is pursuing provides
elements that all primary stakeholders
— patients, payers (both primary and
secondary), and providers — want in
ensuring quality, efficient cancer care
delivery. We know this because that
is exactly what the stakeholders have
communicated to us.

What is a ‘Medical Home?’
In basic terms, the patient has a ‘medical home’ that is the central ‘coordinator’ or ‘gatekeeper’ of their medical care,
and as importantly becomes a source
of hope and comfort. Typically, the
medical home is a primary care physician who becomes the point person
for coordinating the patient’s total care,
including both primary and specialty
care. The theory is that the medical
home model of patient-centered care
results in important positive outcomes
relating to the quality, efficiency, and
cost of patient care by optimizing care
coordination. The medical home model
has been around for over 40 years and
has been evolved and piloted since its
introduction.

What is the Logic of an OncologySpecific Medical Home?
At first glance, it would appear
that the concept of an oncologyspecific medical home flies in
the face of reason by defeating the purpose of a medical
home managed by the primary care physician. However, the rationale is seen in
the complexity and severity
of cancer treatment. As all
oncology nurses well underContinued on page 3

