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Save the Date!

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

Fall 2013

President’s Message

Editor’s Notes

PSONS Undergoing Huge
Transition Into ‘Mega Chapter’
Reiko Torgeson, MN, RN, OCN
PSONS President

W

hen you hear the word “transition”, what comes to mind?
For me, the word that
comes to mind is “change.” I personally
do not think that is a bad thing. I find
change to be challenging and exciting,
full of new opportunities. It can be
scary at times because of the unknown.
We face transitions and changes all the
time, whether it’s small or large. Regardless of the enormity of the change, it
can stir lots of emotions within us. So,
what transitions and changes have you
faced this year?
For me, I’ve transitioned to being the
President of PSONS in March, changed
jobs and decided to take a break from
my PhD education. Some decisions
were easy to make, others took lengthy
discussions with my mentors. None
were easy. However, I thrive on being
challenged even if it shakes my confidence, tests my resilience or takes me
out of my comfort zone.
As I write this message, PSONS is
undergoing a monumental
transition. As of July
1, 2013, our chapter
tripled its membership
to 668 with the Oncology Nursing Society’s
new membership
model. We have the distinction of being one of
only six local chapters that
fall under the “mega” chapter,
having more than 500 members.
The Board anticipated a large growth
but we didn’t know how the national
office would delineate the areas. Now
that we know how many members we
have, I feel we can move forward with
more focus. Logistically, the Board will
have to consider how to efficiently run
PSONS and be true to our mission and
purpose.
I am excited about this change and
view it as a tremendous opportunity.
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Reflection on the
McCorkle Lectures:
Nursing as Art;
Nursing in Transition
Bob Chapman, RN, MN, CCRN

W

Reiko Torgeson
Our mission statement is “to promote
excellence in oncology nursing and
quality cancer care by promoting quality nursing practice through education,
communication and research; enable oncology nurses to survive in the
current challenging health
care environment;
encourage proactive
stance with respect to
professional issues; and
promote networking
among oncology nurses
served by PSONS.” I
hope that you will seize
this opportunity to network
and consider volunteering
with this chapter. We are 668
Oncology professionals strong.
Think of all that we can accomplish as we carry out our mission!
As your president, I believe the most
important thing is keeping the lines of
communication open with all of you. I
am available via psonspresident@gmail.
com. Please don’t hesitate to contact
me with any comments, suggestions or
questions.
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hat better time to engage
in reflective practice than
now; the 35th Anniversary
of the Puget Sound Oncology Nursing
Society. Over the years, the members
of the organization have demonstrated remarkable
contributions
Past McCorkle
to the care
Lectures
of patients
See our special
as well as a
McCorkle Lecture
continued
section, where
commitment
some of the past
to supportMcCorkle
ing oncology
Lectures are
nurses as a
reprinted, beginlearning comning on page 7.
munity. This
is three and
one-half decades of nursing practice in transition. The history of the
PSONS Quarterly Newsletter reveals
contributions to oncology nursing
that highlight a simultaneous doing
while reflecting on what has been
done and preparing to take action for
what is coming next. It is an honor to
be a part of this history and be among
you “she-roes” and “heroes.”
One of the defining characteristics
of nursing is reflective practice; the
capacity to reflect on action, which
engages us in a process of continuous
learning and leads to developmental
insight. As I began to think about this
in preparation for the fall newsletter,
I found myself reflecting about the
history of the McCorkle lectures and
how those lectures reveal nursing as
an art as well as nursing practice in
transition. With great pride, several
of these lectures have been reprinted
for your enjoyment and reflection,
but I also hope that you learn something new whether you are reading
Continued on page 4

Transitioning from
Trauma/Surgery
to Oncology
Dana Scharfenberg, RN, MN, OCN

N

o one could have prepared me
for the roller coaster of emotional highs and lows that I
have experienced as a registered nurse.
Many years ago as a nursing student, I
was fortunate to land a job working on a
trauma/surgery unit, which was at a level
one trauma hospital during my junior
year as a nurse technician (NT). A job
where student nurses were given similar
responsibilities as a nurse, but always
under RN supervision and NTs were
assigned lower acuity patients. The work
was always exciting and I witnessed
miracles happen every day. Our patients
would arrive to our unit confused,
broken, and bloodied fresh; they were
transferred from the emergency room
or the operating room on stretchers
with a broad range of unimaginable
injuries. We cared for people with
gunshot wounds, people who had
fallen off construction site scaffolding
and were skewered with rebar, and people who had internal organs burst from
high impact trauma. Often times while
caring for my patients they would point
to the news and say,“Hey that’s me!”
At that hospital, the amazing doctors
would perform surgeries for wounds and
injuries that were not likely to be found
in a text book, and we would perform excellent wound care. After our team was
done caring for the patients, they usually
left whole, ambulatory, and with an exciting personal story. I experienced such
a sense of pride working with that team
of healers and felt reassured that I was
doing a good job because our patients
had such a high success rate of recovery.
I was offered a position to stay after
passing the NCLEX and fully intended to
keep working in that fast paced environment where miracles happened every
day. However, my plans changed during
finals week of nursing school. My father,

a Vietnam Veteran, died suddenly and
unexpectedly. Death of a close family
member has a way of making people
introspective. I was no exception. This
abrupt loss made me consider the direction of my life, including my career path.
After careful consideration, I decided to
honor my father by seeking a position at
the local Veteran’s Administration (VA)
hospital to care for men and women
who served. In nursing school, I didn’t
have any clinical rotations at the VA and

nauseated, and developed diarrhea. It
was disheartening when patients didn’t
transition to survivorship. Our success
rate was nowhere near the success rate I
had experienced in trauma/surgery.
Those first few months as a new
nurse and new oncology nurse were
overwhelming and stressful. I remember carefully looking at every order and
double checking each medication and
treatment, but I still wondered if my lack
of knowledge and experience was contributing to my patients’ outcomes.
I studied as hard as I did while in nursing school because I thought I might be
missing subtle signs that could make a
difference. I would go home and review
medications, consider my assessment
findings, and then determine if I could
have implemented a different personal
daily plan of care for my patients. It was
not a wasted exercise, but it began to
consume my personal life and eventually started to turn into significant
moral distress. I realized I needed a
strategy; a new approach to my work
life. My new mission was to decrease
moral distress and improve work life
balance, while not compromising the
quality of my patient care. My plan
was to solicit advice from nurses who
had years of experience as oncology nurses who had what I wanted:
A healthy outlook, work life balance,
and provided excellent patient care
without cutting corners. I spoke with
two nurses, Marty and Mary, who gave
me advice that completely changed
my perspective. I still hear their
words of wisdom when I need to give
myself reminders to maintain balance.
Marty gave me advice to help me
develop a healthy perspective in my approach to caring for oncology patients.
She said,“Dana, you are not the author of
life and death. You do not have power
over who lives and who dies. But you do
have the power to be present and care
for them when they are in your charge.
Do the best you can by your patients;
that’s what you can do.” Her advice
was so simple, yet so powerful. It was
freeing to be reminded that there is a
whole team of people and I am only one
person. My efforts are important, but I
am still only one of many people contributing to each patient and their outcome.
Mary’s advice was aimed more toward

I didn’t have any exposure to oncology nursing. None the less, there was
an opening on the inpatient medicine/
oncology unit. I applied and happily accepted an offer to join their team.
My experience as a new oncology
nurse was vastly different from my
experiences in trauma/surgery. In my
new setting, our patients would arrive as
“walkie talkies” (ambulatory, alert and oriented). During their admission, our team
would send them to radiation therapy
that would leave them with mild to
severe skin burns. As nurses, we would
administer chemotherapy or biotherapy,
and provide other treatments specific to
their type of cancer. Over the course of
their treatments, patients would often
become emaciated, edematous, confused,
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Transitioning: You Are Just One of
Many Who Contribute to a Patient’s Care
Continued from page 3

helping me maintain work life balance.
Mary had been a nurse manager for years
and said she had seen nurses like me
burn out and leave oncology because
they over-reviewed their flaws instead
of celebrating what they did well. She
encouraged me to keep learning from
my mistakes, but to not dwell on them.
She also encouraged me to sit in my car
at the end of each work day and think of
three things I did that made a difference
during my shift before turning on the
ignition. Then let work go and go home.
I can’t honestly say that I followed her
advice to the letter, but it has helped tremendously to mentally review the good
work I do each shift. Her advice evolved
into keeping a log of my exceptional
efforts and positive impact I have on my
patients and their caregivers. Not only
has my personal log, helped me believe
the work I do makes a difference, it also
helps each year when I contribute to my
annual evaluation.
Through these changes in my mental
approach to my job, I have grown to
love my work as an oncology nurse. I
appreciate that the work I do matters,
but there is a whole team of wonderful
people contributing to each patient’s
care. Now that I am comfortable with

my practice as an oncology nurse, I am
free to fully appreciate my patients and
my job. As a night shift inpatient oncology nurse, one of the most rewarding
aspects of my job is when I have the
privilege of being present when people
verbally process their experiences. You
would think people sleep at night, but
if you are a night shift nurse you know
this is not true. I have spent hundreds of
hours over the years listening to people
talk about their battle with cancer, relationships, fears, hopes, and process what
they believe has given their life meaning,
or how they plan to spend the time they
have left that will give them a sense of
meaning or purpose. For patients with
a potentially terminal illness, allowing
space to process can be more powerful
than any medication we give them. I
never tire of hearing people’s stories
and believe it is an honor to be present in such a personal, emotional, and
sometimes spiritual space. The miracles
I experience as an oncology nurse are
very different from miracles I experienced working in trauma surgery. I still
cheer out loud when a former patient
visits at our unit to share that they “beat
the odds” and I cheer quietly when they
develop a positive mindset when they
feel their outcome is uncertain.
n

PSONS Webmaster in Transition, Too
Angela Knox
Fall always seems to be a time of
transition.This may have stemmed
from my love of new school supplies, back to school shopping and
the excitement of a new classroom.
It may be that I never moved on from
the school year schedule, but as the
leaves change color and vacations
wind down my mind starts to shift.
This makes starting the new position
as webmaster seem appropriate.
Aside from a personal blog and my
affinity for social media, my knowledge of managing a website is just beginning. I have to say, I am thrilled to
be starting this new position! A good
4

web page is vital for any organization. I hope to make the website user
friendly for those PSONS members
as well as those who may be learning
about the organization.
As the transition continues, I’ll also
be keeping the website information
current, keeping the calendar updated
and posting information from each
of the PSONS committees. Any input
from members is welcome; what
they would like to see, ways to make
it more user friendly or updates that
may be needed. As I transition into
this new position as webmaster, I’m
excited to update our website and
look towards the future of PSONS.
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Editor’s Note:
Nurses Are Experts at
Handling Transition
Continued from page 2

them again or for the very first time.
How do these lectures come together
to show an oncology way of nurses’
knowing? What political and social
realities influenced the McCorkle lectures of our past? How will reflecting
on these writings influence us as we
transition to the future?
Transition is a process or period that
means movement, passage or change.
It can encompass a state of being, a
stage in one’s life, a subject, or style. It
is active, kinetic and can be abrupt or
prolonged. As oncology nurses, we are
familiar with the concept of transition.
We transition to practice. We transition from one practice specialty to
another. We assist patients and families
with transitions from cure to palliation
or a peaceful death. We may be prepared or unprepared, but many nurses
handle these transitions with the skill
of an artist or what we have learned to
call “the art of nursing.”
Chinn, Maeve, and Bostick (1997)
defined the art of nursing as follows:
the nurse’s synchronous arrangement
of narrative and movement into a
form that transforms experiences into
a realm that would not otherwise be
possible. The arrangement is spontaneous, in-the-moment, and intuitive.
The ability to make the moves that are
transformative is grounded in a deep
understanding of nursing, including
relevant theory, facts, technical skill,
personal knowing, and ethical understanding; and this ability requires
rehearsal in deliberative application of
these understandings (p. 90). During
this 35th anniversary, take notice of
our McCorkle lecture history. I am
certain you will be inspired by the
writings of those who practice the art
of nursing as well as those who move
through transitions in oncology nursing with skill.
Chinn, P.L., Maeve, M.K., & Bostick,
C. (1997). Aesthetic inquiry and the
art of nursing, Scholastic Inquiry
Nursing Practice. Vol. 11, No. 83.
n

PSONS Member Profile
Lynley Fow, MN, ARNP, AOCNP®
Adult Nurse Practitioner Hematology/
Oncology: SCCA at Evergreen Health
Jody Stroh, MBA

A

s always, it’s amazing what you
learn about someone when you
have the time to sit down and
visit. Lynley, who I’ve known to be an
active outdoors enthusiast for some time
turned out to not be the Washington
native I had her pegged for. Lynley grew
up on the East Coast and while Mom
was a nurse, that’s not exactly what led
her down the nursing path. She knew
early on that she wanted a career where
she could directly help people. First, she
considered law but decided arguing in
the court room wasn’t really her style.
Next, she considered case worker, but
decided she might be stymied by the
inability to fully help people the way she
imagined. After much thought, Lynley
realized that nursing would provide her
the opportunity to have the hands-on
approach to helping people that she
envisioned.
Lynley’s first step was to get her BSN
from the University of Delaware in 1990
followed by 2 years of staff nursing in
the med/surg unit. During her job in the
med/surg unit, Lynley spent a significant
amount of time with patients living with
HIV and AIDS, hospice patients, and
oncology patients. While her start to
nursing might sound typical or right on
track, here’s a little peek into the funloving and adventurous person Lynley
is today. Although she passed all her
courses and earned her degree, Lynley
says (and I quote),“I hated school! I was
much more about the social stuff and
having fun.” So, along those lines, what
does a fun-loving, 20-something nurse,
decide to do – becomes a traveling nurse,
of course.
For the next two and a half years,
Lynley traveled to New Haven, CT; Bristol, CT; Royal Oaks, MI; Miami, FL; Lake
Charles, LA; Baltimore, MD; and Philadelphia, PA meeting tons of people, honing
her nursing skills and having fun. Following her travels, Lynley had a short stint
as a medical claims examiner for Aetna

and then took a position at Yale as a staff
nurse working in Hematology and Oncology, and BMT/PBSCT.
Yale was definitely a highlight of
Lynley’s career and a turning point as
well. She can’t speak highly enough of
the physicians and staff that she worked
closely with. Her favorite mentors at Yale
were Joel Rappaport, MD and Dennis
Cooper, MD,Transplant Attending and
Medical Director. Lynley relays to me an
experience where she paged a doctor to
Lynley Fow
pronounce a patient (in a timely fashion
Lynley took a position with the Cascade
so that when the family members who
Cancer Center at Evergreen in Kirkland.
had just left the hospital and would reWhen she started, there were only two
turn upon news of their mother’s death,
oncologists: Dr. Mathey and Dr.VanHaelst.
would not have to wait through the proSince that time (2002), there has been
cessing and could just have a moment of
large growth and numerous changes.
peace with their deceased mother) and
Most notably, Cascade Cancer Center
was told that he would be there later
has become the SCCA at Evergreen as of
as he had more important things to do.
Fall of 2012. When Lynley started, she
Lynley aggressively stood up to him on
supported one oncologist and she now
the phone, which caused him to report
her. As it turns out, her mentors and staff supports 6. Her primary responsibilities
all stood behind her actions and the doc- are chemotherapy education, cancer
tor’s claim was let go. Lynley remembers genetics and symptom/disease manageher time at Yale as one where physicians, ment. What she loves most about her job
is the feeling that each person can make
nurses and staff worked together seama difference. “It still feels intimate, like
lessly and she fondly refers to it as “The
‘Cheers’ [the TV show].
Yale experience”.
When asked about what challenges
It was on the heels of this event that
she
faces today, Lynley drifts off in
Lynley’s mentor, Dennis Cooper, MD
thought
to figure out just how to express
convinced her to pursue an advanced
it.
“I’m
ready
for new challenges but not
degree. At that time, only a handful of
sure
how
to
find
the energy.” I read her
schools offered an advanced nursing
answer
as
welcoming
a new challenge,
degree in oncology. Among others, one
but
not
knowing
exactly
what that is yet.
was in Rochester, NY and one was in
Perhaps
there
are
too
many
wonderful
Seattle. Dr. Cooper helped Lynley decide
directions
in
which
she
could
focus her
putting it this way:“You can chose 7 feet
talents.
One
thing
she
has
given
thought
of snow and Xerox or, 7 inches of rain
to
is
clinical
trials.
She
is
looking
forward
and Microsoft.” He also pointed out that
to
starting
nursing
clinical
trials
with
Seattle was the site of the Fred HutchinKathleen Shannon-Dorcy, to examine
son Cancer Research Center and home
patient care issues. One possibility is
of the BMT. Lynley, who already had a
friend in Seattle, elected to go the UW for how to minimize potentially preventable
her advanced degree. During her clinical chemotherapy side effects. Stay tuned!
Lynley definitely juggles a lot. In adwork at the UW, Lynley met new mentors
dition
to her full time role at the SCCA
who today are some of her contempoat
Evergreen
Health, Lynley is also an
raries: Patti Kwok,ARNP; Barbara Friscoe,
independent
speaker serving on several
ARNP; and Denise Bundow,ARNP.
Continued on page 6
After getting her advanced degree,
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2014 PSONS Symposium & McCorkle Lectureship
Brochures with registration information will be posted online at www.psons.org and
mailed to membership in mid-December.

New for 2014 Symposium – Poster Sessions!
• Have you developed a patient or staff education project, a quality improvement
project, a nursing research project or improved patient care? Share your work by
presenting a poster at PSONS Symposium.
• Submission forms for poster presentations are available online at www.psons.org.
If you have any questions about submitting a poster for presentation, please see
the submission form or contact the PSONS Symposium Planning Committee at
psonssymposium@gmail.com.

Save the Date!
The 36th Annual PSONS
Oncology Nursing
Symposium will be held
on February 21 & 22, 2014
at Lynnwood Convention
Center, Lynnwood, WA.

McCorkle Lectureship Nominations
Nominations are being accepted for the 2014 PSONS McCorkle Lectureship Award.
• The lectureship was developed in recognition of and gratitude to Dr. Ruth McCorkle, who played a key role in
developing the Regional Oncology nurses and the advancement of the Puget Sound Chapter.
• The award recipient presents the McCorkle Lecture, a regular feature of the annual symposium, on Saturday, Feb. 22, 2014.  
• A $1,000.00 honorarium will be awarded to the recipient.

McCorkle Lectureship Qualifications
The nominee must:
• Be a member of the Puget Sound Chapter of the Oncology Nursing Society.
• Demonstrate a history of active involvement as a registered nurse in the field of oncology administration, advanced
practice, clinical practice, education, or research.

Selection will be based on:
• Practice that demonstrates the ONS scope of practice (Use of theoretical concepts and the nursing process, professional
development of self and others, quality assurance and ethical decision making, multi-disciplinary approach to care,
reviews and applies research into practice).
• Effective communicator (examples from the nomination letter, presentations listed on the CV, published articles in
newsletters, reports, journals, or books).
• PSONS and community service involvement.

To nominate a colleague for the McCorkle Lectureship, please submit via e-mail to psonssymposium@gmail.com:
1) A letter of nomination
2) A copy of the nominee’s curriculum vitae (CV) or resume

The deadine for submitting nominations is October 21, 2013

Profile: Balances Full-Time Job, Speaker Engagements & Symposium Committee
Continued from page 5

speaker bureaus (primarily speaking on
breast cancer, multiple myeloma and lymphoma). Lynley also currently serves on
the PSONS Symposium planning committee as well as the PSONS Fundamentals
committee, including speaking on Myelosuppression & Fatigue, and Care of the
Immunocompromised Patient (twice /
year). Lynley has been a member of ONS
(since 1994) and PSONS (since 1998) for
many years. She also maintains a current
membership for ASCO.
I also asked Lynley about advice she
might have for oncology nurses. Two
themes surfaced immediately. First,“if
6

you’re passionate about something, figure
out how you can take that back to the
community”. It is almost immediately
apparent that Lynley’s mode of operation
is to harness her energy and turn it back
out to those in need. Whether helping
cancer patients, or teaching others how
to help cancer patients, Lynley is all
about the community. Second,“You have
to maintain boundaries with patients.
Know when to be a friend and when to
be a nurse. Don’t bring your patients
home with you.” Probably not the first
time oncology nurses have heard this
sound care-giver advice.
Wrapping up with the fun part, while

Puget Sound Quarterly Vol. 36, No. 3

Lynley strikes me as someone who puts
it all out there, you still might not know
her if you haven’t spent much time
visiting. So here are some things people
might not yet know about Lynley: she is a
self-described tomboy who likes makeup, she rides a Harley Fat Boy, she can’t
carry a tune, and she is very good with
power tools. She considers bicycling,
kayaking, running, house projects and
wine some of her favorite hobbies. But
one of my favorite surprises is that Lynley and her husband of 6 years, Jeff (who
is a Neuropsychologist at Evergreen
Health) are a Match.com success story!
n

McCorkle Lectures: A Reflection
Nursing in Transition
We look back at some previous McCorkle lectures. To view more McCorkle lectures, please visit our
website ‘archive’ page at www.psons.org.

2001

Patient-Centered Pain Management: Novel
Computer Technologies Amplify the Patient’s Voice
Diana J. Wilkie, PhD, RN, FAAN

F

or a long time, in fact my entire
24-year nursing career, I’ve
been hearing voices. No, not
those kind of voices.The voices of
health professionals debating pain
management goals and above all, the
voices of patients crying for pain
relief.The roar of the voices was deafening and compelled me to conduct
pain research focused on amplifying patients’ voices so they could
be heard and on supporting health
professionals to implement effective
pain management strategies. In this
lecture honoring Ruth McCorkle, I
share findings from several of the
many studies we have conducted
during the past 12 years.These findings
led us to create innovative uses for computer technologies to amplify patients’
voices and to support clinicians’ pain
management decisions.

Research Framework
My integrated model of pain for my
research (Figure 1),shows pain as a
multidimensional phenomenon. Specifically, the neural mechanisms of pain
interact within the person influencing
the affective, behavioral, cognitive and
sensory aspects of pain which in turn can
affect pain transduction, transmission and
perception.At the core is suffering, which
can be nonexistent or engulf the entire
person.Through investigation of various
elements of this model, I’ve been able to
clarify and amplify the patient’s voice.

Behavioral Dimension
A decade ago, we studied the behavioral correlates of lung cancer pain, focusing
on the sensory, behavioral, cognitive and
affective dimensions of pain. Early in my
clinical practice, I observed that often
patients’ voices were not heard if their
behaviors did not indicate the person
was experiencing pain. In this study I
videotaped patients in their homes with

weight off of their shoulders if patients had hypertrophic pulmonary
osteoarthropathy (HPOA) in their
shoulders. HPOA is a paraneoplastic
syndrome in lung cancer. Patients
with HPOA in their knees shifted
their weight from one leg to the
other, sometimes as often as every 20
seconds.
• put their hands to their thighs
as they shifted from one position to
another and in doing so they stabilized their low back when they had
vertebral body metastasises.
• crossed their arms to stabilize
thoracic spine lesions by holding their
arms crossed over their chest.
• positioned body parts or reclined
in special positions.
• applied pressure to particular body
areas.
• self-manipulated by rubbing, squeezing, and touching the hand and arm that
was affected by brachioplexopathy.
• massaged other painful areas.
• had very few of the facial expressions
associated with pain (grimaces) but lower
eye-lid movement (squint) was common.
In this study we gave voice to the
meaning or intent of patients’ pain behavior. Patients were clear that their behaviors were attempts to control or reduce
their pain, not to communicate their pain
to others. Overall we found that many
of these behaviors can be beneficial
but some of them might be harmful.We
still need to identify all the harmful and
beneficial behaviors related to pain.Then
we need to teach patients not to use the
harmful behaviors but to use the beneficial behaviors.
Additional information about these
behaviors and other results of the study
are published (Wilkie et al 1992;Wilkie &
Keefe, 1991).
Nurses’ Inferences of Pain Behavior. In
another study, we selected nine of the
patients on the previous videotapes and

one camera focused on their bodies and
another camera focused on their faces.
We scored the videotapes, stopping every
20 seconds to see what behaviors were
displayed by the 45 patients who had
lung cancer.We found 42 different pain
behaviors that patients used intending to
control their pain, either to reduce it or
to prevent its onset. From the patients’
perspective, these pain behaviors were
not used to let other people know they
hurt or to get secondary gain. Following
are a few examples of some of the pain
control behaviors:
• guarded the arm on the same side
as their tumor by internally rotating and
abducting the arm, holding it in a stiff
and a rigid position as they walked; they
did not have a normal gait swing. Unfortunately, this same behavior caused the
patient to have myofascial discomfort
from the stiffness this guarding produced
in the neck and shoulder region.Then
they rotated the affected shoulders and
stretched their backs to overcome the
new pain caused by a behavior they had
intended for pain control.
• braced when shifting from static positions (sit, recline, stand).
• put their thumbs in their pockets
or in their waist belt loops to take the
Puget Sound Quarterly
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McCorkle Lectures: A Reflection
Continued from page 7

showed them to about 160 nurses, about
28 to 50 nurses per patient.The nurses
were asked to make judgments about
the location and intensity of the patient’s
pain and to indicate the behaviors that
helped them make those judgments.
As Figure 2a shows, the nurses tended
to underestimate how many places the
patients hurt, but for patient #30, the
nurses indicated the patient had more
pain sites than the patient reported.As
Figure 2b shows, the nurses overestimated the intensity of pain compared to the
patients’ ratings, except for patient #29
who rated his pain as 93 and the nurses
rated his pain as 29 on average. Figure
2c shows that nurses underestimated or
overestimated the number of behaviors
related to pain as were reported by the
patient and that few of the same behaviors were noted by both the nurses and
the patients. Patient #30, an 80 year old
gentleman, used 13 different behaviors
to control his pain but the nurses didn’t
recognized many of those behaviors as
an indicator of pain. Patient 29, an African
American man with excruciating pain,
engaged in many pain control behaviors
that nurses often attributed to a pain
free state.This African American gentleman only had cough syrup prescribed to
control his severe lung cancer pain.The
results of this study show how important

8
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it is that we amplify patients’ voices to
help them be heard and get pain relief.
Telling Others about Pain. In several
studies,we also found that about half of
the patients say that they try not to let
others know when they hurt.The other
patients say that when they hurt, they just
tell other people. For those patients who
say they tell others, it is not clear if they
tell efficiently.We have not studied the
efficiency of telling, but we have studied
ways to help patients communicate their
pain to other people, especially their
oncology clinicians.
Coaching Patients. Because so many
people tended not to tell others about
their pain, we started coaching patients
to tell others about their pain in 1990. Dr.
Donna Berry joined our group in 1994
and together we worked with 9 different
cancer clinics here in the Puget Sound
area to recruit patients with lung cancer.
We coached them how to monitor their
pain and then to tell their doctors
and nurses about their pain.We
hoped to make patients’ voices
heard and that clinicians would
then prescribe analgesics to relieve
patients’ pain.We completed the
five-year study with 154 lung cancer
patients.We randomly assigned the
patients to an experimental group
that we coached and a control
group that received usual cancer
care.The people we coached saw a
12 minute videotape teaching them
why and how to tell their doctors
and nurses about the pain.We also
showed them how to self monitor their pain using a grease pencil
to mark their pain on laminated
McGill Pain Questionnaire pages.
If the pain changed, they could
rub off the mark and make a new
one.We also gave them weekly
coaching reinforcements, either in
person or on the telephone weekly
for the next 3 weeks.The focus of
the coaching reinforcements was
tailored to the pain information
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the patient told the clinician, which we obtained by
listening to an audiotape
of the interaction between
the patient and the clinician
at the previous clinic visit.
Based on what they told the
provider, we acknowledged
and praised them for the
information they had shared
and encouraged them to
share any missing information so that
their doctor or nurse would know about
the pattern, area, intensity and nature of
the pain that they had reported using a
McGill Pain Questionnaire.We also role
modeled to those people who hadn’t
told their doctor or nurse— how to do
so at the next clinic visit.We continued to
audiotape clinic visits, measure their pain
and record the analgesic prescriptions
given to these patients.
As Figure 4a shows, with the combined efforts of the patients telling and
the clinicians’ assessing pain, at baseline
about 70% to 90% of the patients told
their doctor or nurse about the location,
intensity, quality and pattern of their pain.
This finding was good news from a clinical perspective and bad news for a study,
because there were high rates of telling
when both the patient and the clinician
know they’re being tape recorded for a
pain study.There were no differences between our groups at baseline, and that’s
good news from a research perspective.
At the end of four weeks, the notcoached group tended to decrease telling
about all four pain parameters (Figure
4b).We found a statistically significant
difference between the groups in telling about pain intensity and quality; the
coached group tended to increase their
telling. Clinicians need to know about
pain intensity in order to titrate pain
medications. Pain quality is important
to help clinicians know whether or not
the pain is neuropathic (nerve damage),
which requires different analgesic agents
than pain related to tissue damage (nociceptive pain).
We were pleased to see these increases
after our coaching.We were discouraged,
though, that coaching did not improve
telling about pain pattern or pain location over the four-week study. Overall,
however, the number of pain parameters
(0-4) that were communicated during the
clinic visit was significantly improved in
the coached group (Figure 4c).
Even though we increased the telling
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about pain intensity, we didn’t see any
difference in either the visual analog scale
of pain intensity or pain relief (Figure
4d).Again, this finding is good news for
clinical practice but bad news for our
research. I think it was really exciting to
find that the average pain intensity for
this group of lung cancer patients was
19, which is really low in comparison to
other studies.This finding indicates that

Puget Sound area clinicians are controlling pain better now than they did 15
years ago (Greenwald, Bonica & Bergner,
1987). Unfortunately coaching did not
reduce the pain intensity further, perhaps
because there was no change in the prescribed pain medications.
Patient-Provider Communication about
Pain. Dr. Berry analyzed some of the
audiotapes, and found that often when
patients tried to talk about their pain
or other symptoms, the provider interrupted.This finding would help us to
understand why the pain medications
were not changed.As we look at these
data, we found that coaching improved
the sensory pain data reported, but it was

very time intensive. It
didn’t give an adequate
return on the amount
of time we invested
with these patients.
We knew from the
audiotapes, the providers cared about their
patients, so it was a
puzzle - Why would
they interrupt the patient? Our hypothesis
was that the patient
mentioned pain at the
end of the visit, when
the provider needed
to see the next patient.
Those of us who do
pain work know the
end of the visit is the
wrong time to talk
about pain, because
once a patient starts
talking about pain,
it can take 15 to 20
minutes to complete a
pain assessment using
an interview format.
It is possible that
these skilled oncology
providers knew they
didn’t have that much
time. So the easiest
thing to do was to
interrupt.
We found the patient’s voice was being
muffled by interruptions, even for those
patients who were coached to tell others
about their pain. One patient said,“You
know, I had to go and grab the doctor’s
arm and say, Doctor, let me tell
you about my pain!”This example
shows the extent to which this patient
tried to communicate.We don’t
think many patients are going to
be that persistent, to insist upon
reporting their pain. Based on
these observations, we knew that
we needed to think of another
way to communicate pain information to clinicians.We thought
of using computer technology
to collect the sensory pain data
and then to summarize it for the
clinician as an extension of the
coaching intervention. Computerized PAINReportIt.To that end,we
developed the first, computerized
McGill Pain Questionnaire and
tested it in several studies here in

the Puget Sound area.We wanted to find
out how long it took patients to complete
the questionnaire, because we know how
important time is in clinical care today.
We can let the computer calculate the
time.We also used an acceptability scale
with 13 items, for patients to tell us their
opinion about completing the computer
pain assessment tool.We also wanted to
know, if they completed all the parts of
the questionnaire or if they would leave
questions blank.
When we started these studies, we
recruited people from the general public
to test our program because we could
not bear to let sick cancer patients test
a program that might crash as they tried
to use it.We put two computers in our
Comfort Coach, a 27 foot mobile home
used to conduct behavioral observation
research.We parked in the parking lots of
Fred Meyer’s, Sam’s Club, senior centers,
or other high foot-traffic areas to recruit
people who had chronic pain without
cancer.We also recruited patients at a privately owned radiation oncology clinic in
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Tacoma, and at the University of Washington in oncology
inpatient units.We asked these people
and patients to use our program (Figure
5). PAINReportIt runs on Windows 95 or
98 and patients used a 19” touch screen
monitor, like banking at the ATM.They
completed the McGill Pain Questionnaire,
demographic questions and computer
usability questions.These data are automatically stored in an Access7 database
as soon as the patient pushes the button
to go to the next page, so there’s no data
entry for the researchers.The patient
is able to draw on the body outline by
touching the location of the pain.They
then indicate the intensity of their pain by
touching numbers, pick
from 78 words to show
the quality of their pain
and from nine words
to show the pattern of
their pain.
Once they give us the
information, we’re able
to generate a one-page
summary report for
patients and a two-page
PAINConsultNt for clinicians based on the patient’s data. For example,
the PAINConsultNt gives
recommendations for
analgesics based upon
the patient’s age and
weight and the pain
intensity level and pain
quality derived from
the verbal descriptors.
If the patient describes
neuropathic pain,
PAINConsultNt gives suggestions including use of amitryptiline or Doxipen or
Gabapentin for pain control. Based upon
the information that the patient shares,
PAINConsultNt also shows the data from
the patient’s pain location, summarizes
all the intensity data and categorizes the
verbal descriptors as indicative of nociceptive pain,neuropathic pain, emotional
response, the patient’s coping response,
and the temporal pattern of the pain.
PAINConsultNt also includes information
about things that aggravate the pain and
things that alleviate it. If the patient gives
data about pain medications, PAINConsultNt includes equal analgesic doses of
other opioid drugs and lists drugs the patient reported that worked or didn’t work
10

for his or her pain.With the one-page
pain summary or the two-page PAINConsultNt we give voice to the patient’s
pain, because the patient has given the
computer the information. In less than
two minutes, this information is made
available to the provider by the computer,
giving voice to the patient’s pain.
Patients in our initial studies of PAINReportIt were aged 50 to 65 years on
average,many of them with no computer
experience (Figure 6).We found the following:
• In the outpatient sample, all of the  
sections were completed by every patient and at least one pain site was validated with evidence of disease for all of the
patients.These patients
had bone metastasises so
a bone scan showed indication of tumor in the
area where the patients
had reported their pain.
Overall, 87 percent of
the sites were validated
usually by bone or CT
scans.
• The hospitalized
patients completed all
sections of the computer questionnaire. One
patient who was vomiting profusely insisted on
completing it.
• When we first
created this computer
program and tested it in
the general public, three
subjects did not complete one section of the
McGill Pain Questionnaire, perhaps because
they were pushing the
“next” button too quickly.We fixed the
problem.
• How long did they take to complete
PAINReportIt?
• hospitalized patients, really sick
people, took on average 17.3+7 minutes.
• outpatients from radiation oncology
took 11.4+5 minutes.
• general public sample took 14.5+6.1
minutes.
• These results are important since the
paper and pencil tool takes 10 to 15 minutes, but the data must be summarized,
interpreted and entered in the computer
for research or quality assurance purposes.There was no difference in the
amount of time that it took people with
computer experience and those who had
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never touched a computer, to complete
this program.
We were very excited about the acceptability numbers. On a scale of 0- 13, where
13 is maximal acceptability, the average
scores were be-tween 11.1 + 1.7 and 11.8
+ 1.4. Patients found PainReportIt© a very
acceptable way to report their pain.
In conclusion, we demonstrated the
feasibility of this idea, identified some
program changes that we already made,
and clarified ideas we are pursuing in current studies. PainReportIt© is an innovative method of amplifying the patient’s
voice related to the pain. If health care
centers seek more time efficient, patient
centered ways to monitor the health
status, this method might be a very effective way of doing so.We believe this
technology is an alternative way to elicit
the essential information that patients
need to share with clinicians about their
pain in order to improve the efficiency
for doctors and the nurses.We want the
computerized tools to augment clinical
practice rather than replace providers.We
want to let the patient tell the computer
the simple questions about the pain and
leave it to the health professional, who
has expert skill and knowledge, to do the
more complex assessments.We found in
our focus group work that patients are
definite, they do not want the computer
replacing their doctor or nurse. They
were concerned that because of managed
care,we were developing PainReportIt©
to take the doctor or nurse out of the pain
assessment loop.We don’t want to do so,
but we want to improve the efficiency in
health care so that doctors and nurses can
deal with those issues that are very,very
difficult to program a computer to do.
Currently we are conducting a couple
of studies in the Puget Sound area and
getting ready to start another study in
Arizona. Look for results of these studies
in the literature or at future PSONS meetings where we will share additional information about amplifying the patient’s
voice in pain and symptom management
using computer technology.Additionally,
look for an innovative teaching tool that
we are developing at the UW School of
Nursing using some of the research data
that we’ve collected over the past decade.
This program, developed with funding
from the Robert Wood Johnson Foundation, is called TNEEL (Toolkit for Nursing
Excellence at the End of Life Transition).
We will provide a CD-ROM free of charge
to every school of nursing in the coun-
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try and to about 1000 clinical agencies.
TNEEL will be an innovative teaching/
learning tool for nurse educators, both in
schools of nursing, and nurse educators
in clinical agencies to use multimedia
teaching tools to improve care to dying
patients and their families.Agencies interested in obtaining a free CD-ROM should
contact me at diwilkie@u.washington.
edu.The CD ROM will be available in
September and we will teach people how
to use it at a hands-on workshop held
at the Space Needle on August 2, 2001.
Contact the UW CNE department and
ask about “Weaving End-of-Life Care into
Nursing Education” if you or a colleague
is interested in attending this inaugural
workshop.
With our development of TNEEL we
have come full circle.We are using what
we learned in the very first study about
pain behaviors to be able to teach about
pain control behaviors in clinical care.
These video clips help us to be able to
recognize that when we give voice to
patients in a patient centered way, we
interpret their behaviors cautiously based
upon their intent.We can give voice to
their sensory aspects of their pain by
using standardized instruments as much
as possible.As we move forward with
the computer technologies available
to us,we’ll be able to use standardized
instruments in a much more efficient
way.We believe these innovations can be
integrated into our clinical care.We hope

that our research will help you integrate
evidenced-based practice into the cancer
care. In doing so you will amplify the
patient’s voice in the management of pain
and other symptoms.Then the voices I
hear will be silenced!
References
Berry, D.L., Wilkie, D.J., Huang, H.Y., & Blumenstein,
B.A. (1999). Cancer pain and common pain: Comparison of Patient-Reported Intensities. Oncology
Nursing Forum, 721-726.
Berry, D.L., Wilkie, D.J.,Thomas, C.R., Fortner, P.
Clinicians Communicating with Patients Experiencing Cancer Pain. In Review.
Coward, D.D., & Wilkie, D.J. (2000). Metastatic
Bone Pain: Meanings Associated with Self-Report
and Self-Management Decision-Making. Cancer
Nursing, 23, 101-108.
Greenwald, H. P., Bonica, J. J., & Bergner, M. (1987).
The prevalence of pain in four cancers. Cancer,
60(10), 2563-2569.
Wells, M.J., Wilkie, D.J., Brown, M.A., Judge, M.K.M.,
Shannon, S.E., Farber, S., & Corless, I.B.Technology
Survey of Nursing Programs: Implications for
Electronic End-of-Life Teaching Tool Development.
Submitted to Journal of Cancer Education.
Wells, M.J., Wilkie, D.J.Technology Available in
Nursing Programs: Implications for Developing
Virtual End-of-Life Educational Tools. Submitted to
Journal of Cancer Education.
Wilkie, D. J. (1995). Facial expressions of pain in
lung cancer. Analgesia, 1, 91-99.
Wilkie, D. J., & Keefe, F. J. (1991). Coping strategies
of patients with lung cancer-related pain.The
Clinical Journal of Pain, 7, 292-299.
Wilkie, D. J., Keefe, F. J., Dodd, M. J., & Copp, L. A.
(1992). Behavior of patients with lung cancer:
description and associations with oncologic and
pain variables. Pain, 51, 231-240.
Wilkie,D.J. (1995). Facial expressions of pain in
lung cancer. Analgesia, 1, 91-99.
Wilkie, D.J.,Williams, A.R., Grevstad, P., & Mekwa,
J. (1995). Coaching persons with lung cancer to

report sensory pain: Literature review and pilot
study findings. Cancer Nursing, 18, 7-15.
Wilkie, D.J., Kampbell, J., Cutshall, S. Halabisky,
H., Harmon, H., Johnson, L.P., Weinacht, L., &
Rake-Marona,M.(2000). Effects of Massage on Pain
Intensity, Analgesics and Quality of Life in Patients
with Cancer Pain: A Pilot Study of a Randomized
Clinical Trial Conducted within Hospice Care
Delivery.The Hospice Journal, 15, 31-53.
Wilkie, D.J., Huang, H.Y., Riely, N. & Cain, K.C. (In
press). Nociceptive and neuropathic pain in patients with lung cancer: A comparison of pain
quality descriptors. Journal of Pain and Symptom
Management.
Wilkie, D.J. (2001, in press). Patient Resources: Multimedia
Resources for Pain Education. Cancer Practice , 9(4).
Wilkie, D. J., Huang, H.Y., Berry, D. L., Schwartz,A.,
Lin,Y. C.,Ko,N.Y., Chen, C. C., Gralow, J., Lindsley,
K., Fitzibbon, D. (In press, 2001). Cancer Symptom
Control: Feasibility of a Tailored, Interactive Computerized Program for Patients. Journal of Family
and Community Health.
Wilkie, D.J., Judge, M.K.M., Berry, D.L., Dell, J.,
Zong, S. & Gilespie, R., (Accepted pending minor
revisions, 2001). Usability of a Computerized
PainReportIt© in the General Public with Pain and
People withCancer Pain. Journal of Pain and
Symptom Management.
Wilkie, D.J. How to talk to your doctors and nurses
about pain. In press Fetzer Series on Pain and PainRelated Suffering.
Wilkie, D.J., Huang, H.Y., Chen, C.C., Berry, D.L.
Standardized Instructions for Using Visual Analogue Scale of Pain Intensity. In Review.
Wilkie,D.J., Berry,D.L., Cain, K., Huang,
H.Y., Mekwa, J., Lin,Y.C., Chen, C.C., & Ko, N.Y.
Coaching Patients with Lung Cancer to Report
Cancer Pain: Effects on Communications,
Analgesic Prescriptions, Sensory Pain, Emotions,
and Coping. In Review.
Wilkie, D.J., Judge, M.K.M.,Wells, M.J., Berkley, I.M.
Excellence in Teaching End-of-Life Care:A New Multimedia Toolkit for Nurse Educators. In Review.
n

2002

Mentorship: Mazes and Miracles
Patricia C. Buchsel, RN, MSN, FAAN

T

he health care environment of
today is plagued with numerous
catastrophic concerns surrounding compromised patient care. One of
the greatest challenges facing the clinical
care of patients is the current nursing
shortage, unlike any other crisis in professional nursing history.The causes are well
known, the solutions woefully dismissal.
Hohengarten (2002) and Goetsch (2002),
in separate articles, have recently presented an outstanding review of the nursing
shortage.
Many national and regional solutions
have been suggested such as federal government intervention with the Nurse Re-

investment Act and the Health Resources
and Services Administration’ s Nursing Education Loan Repayment Program (Moore,
2002).The Oncology Nursing Society, the
American Nurses Association and Sigma
Theta Tau are launching programs in cooperative efforts to enhance the nursing
profession. Equally important is the community response to the absence of qualified nurses. For example, Johnson and
Johnson announced its multi-year campaign that includes national advertising to
attract more people to nursing in hospitals and extended care facilities, where an
acute shortage, expected to triple in coming years, raises health concerns for the
vast majority of Americans.The campaign,
which is estimated to exceed $20 million

over the next two years,was developed
with national nursing organizations (J & J
Press Release, 2002).
On the local level the Puget Sound
Oncology Nursing Society chapter leaders
have initiated mentorship programs such
as that of the relationship of ONS mentors
with Seattle Pacific University nursing
students.The North Valley California ONS
chapter is recruiting high school students
into the nursing profession by giving
guest lectures on the benefits of the nursing profession (ONS News, 2002).
Along with recruitment problems,
retention issues are common and pathetically overlooked.To further exacerbate
the problem, the disappearing mother
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lode of experienced professional nurses
raises the question of “ who will mentor?”
those who have chosen nursing as a profession.This query is so astounding that
nursing programs nationwide are offering
advanced education mentoring programs
to develop and enhance leadership skills
in new and emerging administrators in
baccalaureate and graduate nursing programs (http://aacn.nche.edu 2002).
Historically, nursing has mentored
is own. One now wonders if this rich
resource is diminishing with the demise
of the professional nurse. Mentorship of
our fledging nurses continues to be our
responsibility and it is imperative that
those of us who are seasoned do not lose
sight of this concept in our turbulent
times. Mentorship is not limited to only
new graduates but to the continued growth and development of
advanced nurse practitioners to
reach professional excellence.

as rendered by expert nurses. She guides
mentors, as experienced individuals, to
take an active role in the professional and
personal development of less experienced persons. Since 1984, the nursing
profession has radically shifted to an environment of few mentors, resulting from
unfilled positions left by retiring professors of nursing. Over fifty-two percent of
deans of baccalaureate nursing programs
are over the age of fifty five and only 5%
of deans are under age 45.The average
age of a registered nurse is 45 years and
less than 10% of nurses are under the age
of 30 (ONS News, 2002). Exacerbating
the present dearth of expert professional
nurses is the overworked and underpaid
nursing staff that has little or no time
to teach and mentor fledging nurses.
In 2002, the mentoring and teaching of

The Concept of Mentoring

The language of mentoring
originates from ancient Greece
mythology. Mentor was the name
of the protector and teacher of
Odysseus’ s son Telemachus.Thus
the term mentor has been handed
down to become a noun: a wise
and trusted teacher and counselor,
or a verb: (a). to serve as a trusted
counselor or teacher especially
in occupational settings and (b) a
process by which persons of rank,
achievement and prestige, instruct
counsel, guide, and facilitate the
development of those identified as
protégés.
The concept of mentoring or
coaching in nursing has a long history. It has its origins in the early Christian
era when the rich and powerful trained
members of the clergy to care for the sick
and poor.Throughout the middle ages, religious orders such as the Sisters of Mercy
and Sisters of Charity cared for the sick
and were mostly trained by physicians. In
1860 Nightingale opened the first modern
training school for nurses at St.Thomas
Hospital in London (Donahue, 1996). In
the 1900s, most nursing schools were
modeling skills acquisition as outlined
in Patricia Benner’s seminal book, From
novice to expert (1984). Benner applied
a model of skill acquisition developed by
professors Hubert L. Dreyfus and Stuart
E. Dreyfus. Benner she offers a lucid,
colorful description of nursing practice
12

nurses is every nurse’s responsibility be it
preceptorship or mentorship.This is our
legacy to give to the millions of patients
who need our care.
Mentorship is distinct from preceptorship.The mentorship process begins
with an invitation from the mentor to the
novice who subsequently provides counseling on successfully moving through a
nursing career.The classic mentor-protégé
relationship is intense, conscious, and
exclusive. Most often, this relationship
is stimulated by personal chemistry that
attracts each person. Each role must
compliment the other. The mentor also
has a responsibility to protect the novice
from hazardous choices along the road
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to success (Joel, 1997). Similarly, protégés
have obligations to their mentors that are
rooted in respect and courtesy.
Mentorship is a mutual relationship
with numerous benefits to the mentor as
well as the mentee. The benefits lie in the
quality of the relationship. Participating
in the growth and development of the
protégé rewards mentors.Witness the joy
in the face of a novice author as she or he
reads their name in a national journal.
Listen as you hear them already planning to share their expertise by writing
yet another article. Mentors are also
motivated to keep current and benefit
from feedback from the protégé .Think
how often those of us who did not have
the benefit of learning immunology
in school are challenged now to learn
complex biological concepts from our
novice colleagues. Protégés learn
from assisting their mentors with
their work by collecting data for a
research study, performing literature
searches, and participating in proofing article for publication.
Another life enriching experience for the mentors is usually the
development of a positive, long-term
relationship even as the protégé
achieves career excellence. Finally,
the mentor knows that the protégé
will, in turn, offer similar support to
others in the future thus enriching
the future of nursing.
Often metaphors are powerful
descriptors of human behavior and
situations. In the perfect world,
perhaps only perfect mentors exist.
One authority on mentorship uses
the metaphor of a gardener (mentor) and a plant (protégé ) (www.
ispub.com/journals/IJANMP/
Vol2N@/mentoring html).
In reality, not all mentoring relationships are fruitful, and some can be
described as toxic. Some errors in
mentoring have been described using the
metaphors of the sculptor, the show-biz
mom, and the master-slave apprentice.
The sculptor approach has its roots in
older models of childrearing in which
the parent was responsible for molding
the child. Unfortunately, this concept still
exists in some mentoring situations. For
example, the mentor sees himself or herself as the ultimate model whose goal it
is to shape the novice into a duplicate of
them.The show-biz mom mentor is also a
parenting model in that the mother is superior, the child dependent and helpless
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and submissive to the parent.
This type of mentoring usually fails as the child becomes
less dependent on the mother
and finds its own wings.The
master-slave relationship is another abusive relationship in
which the superior controls
the experience of the protégé
.An example is the facultystudent relationship whereby
the faculty uses the student as
free labor. Rather than sharing
authorship with the student,
the faculty will use the student’s work as their own.

of mentoring, your reward
is an opportunity to leave a
legacy and smooth your own
rough edges as your protégé
matures into full bloom.
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Taking a Risk and Sharing Our Creative Side
Judy Peterson, RN
NexCura

I

am honored to have been chosen by
my peers to present this lecture and
I thank you for being here. I believe
much of what I have to offer you today
are merely reflections of what I have
learned from you my nursing colleagues.
My goal is for you to think about some
strategies for applying and sharing creativity in your own nursing practice,and
perhaps challenging yourself to take
risks as you do that. I hope my talk will
stimulate your thinking and move you to
action.
First I want to say, I don’t pretend to
be an “expert” on the concept of creativity, (and believe me there are many out
there who define themselves as an expert
on this topic). I am an oncology nurse,
like you, interested in advancing my
profession, improving the care of can-

cer patients and today, sharing with my
colleagues; this is just the topic through
which I’ve chosen to explore and share
my thoughts with you.
“All of us yearn to be creative, but few
of us feel we truly are” (Howard Hendricks, Color Outside the Lines).
I believe that all of us can foster the
creative spirit in ourselves and share that
with each other.There are untapped possibilities in each of us.Amazing things can
happen when we look with a different
perspective; when we go beyond what is
comfortable and predictable.

Defining Creativity

Gilmartin, writing about creativity describes creativity as a “process of becoming sensitive to problems…identifying
the difficulty; and searching for solutions”
(Gilmartin, 1999). I think of nurses as constantly challenged to find solutions and
yes,we are being creative! We’ve had to
be creative to solve patient care problems
with ever shrinking resources.
Another nursing author, Hall says,“One
of the greatest enemies of creativity is
the inner critic. It is vital that nurses
work with gentleness and respect toward
themselves, and honor their many abilities and strengths” (Hall, 2001).I’ve got
one of those inner critics; I bet many
of you do too. Many times as I thought
about this talk my inner critic told me I
didn’t have anything to share, but here
I am, taking the risk that you will hear
something today that will inspire you to
think about your own creativity!

The dictionary defines creativity as
“The quality of being able to produce
original work or ideas in any field” (Funk
S Wagnalls, 1995). I can agree with that,
but I believe creativity also means taking
something we do all the time and changContinued on page 14
ing it a little or adding a new twist to it.
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Who are Creative People?
Think of someone you know whom
you consider creative.Why do you consider them creative? What characteristic is it
that makes you identify them as creative?
I bet you have some of that in you, too.
When we think of a creative person we
often think of the super artists, creative
geniuses who paint pictures and sing
songs and write volumes. Personally
I don’t know a lot of nurses that are
creative in those very artistic ways but,
nurses are creative people in many other
ways, that’s you,that is the person next
to you.
What are some of the
characteristics of creative
people that came to your
mind?
Here is the list I came up
with. Creative people are
willing to take risks, share
ideas, step outside boundaries, that describes many
nurses I know.
Which of these characteristics describe you? We can
unleash our creativity, and
share it with each other. I
believe this will strengthen
us as a profession and help
us to help ourselves in the
ever-changing health care
environment.
How do you unleash the
creativity you have inside
you? What does it take to be
creative?
I believe we can start by giving each
other permission.We stifle each other at
times, often unintentionally, discouraging
or just by not encouraging each other to
questions the rules and consider tipping
the sacred cow.
Ask each other for help! Don’t be afraid
to do this and do it often. If you are a
new nurse, find a mentor. If you are an
experienced nurse, who do you share
your ideas with? It can take support and
encouragement to be creative. I believe
we should get that from each other.
Creative Strategies in Nursing
Now as I share some examples of risk
taking and creativity think about your
own nursing practice. Let’s start by looking at some examples of risk taking.

Trying a New Path
Some of us really can take a risk, or
that is how I see the example Deborah
14

Hodges has set for us. Deborah has her
own business as a nurse consultant; her
principle services are oncology nursing
education and performance improvement. She wanted to forge her own
direction to see what would happen. She
was willing to break with convention
and take a risk.
This is the 4th year of Deborah’s successful entrepreneurial business. I asked
Deborah for advice on being creative.
She wants to remind us that we need
to trust ourselves, we are of value! We
have a lot to contribute in so many ways.
She encourages trying something new,

sion is to provide healthcare education
and information to patients, caregivers,
and providers, that is individually-tailored
to a patient’s situation.We develop online
interactive tools that enable patients to
make better informed decisions about
treatment options.When I began this
venture 3 years ago, the internet was a
new arena for nurses like myself.There
have been few role models for me in my
current work environment, but my own
clinical knowledge and experience have
served me well in this oh, so foreign business environment.
I am very proud of the work I’ve done
to support NexCura’s mission.We
have reached over 200,000 cancer
patients. I am happy in my current position,but yes, I sometimes
do still miss the direct interaction
with patients and you my nursing
colleagues, but I know from the
comments we receive from those
who use the Profiler, our decision
support tool, that I still am able to
make a difference in patients lives,
just in a different way.
Risk taking isn’t always trying
something necessarily new. It
can mean just acting on what we
can do with the knowledge and
resources we have and not waiting
for a better or the best solution.

Humor

but also know what your comfort level
is, what can you live with. If you need
constant change, don’t be afraid of the
unknown. Set up, organize and go after
what you want in a planned fashion.
Deborah, congratulations on your successes and thank you for allowing me to
share your story (and your picture).
There are many of you within our
PSONS family with this same creative,and
entrepreneurial spirit willing to take
risks. It felt risky to me too as I left my
safety zone, the community hospital I
had worked in for 17 years.Three years
ago I resigned my position there and set
out to do something different, to face
new challenges, hoping I could stretch in
new ways as an oncology nurse. I have
done just that as I’ve grown right along
with NexCura,a small company of 30
employees here in Seattle, NexCura’s mis-
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Humor is definitely a creative
strategy.Who amongst your colleagues makes you laugh or knows
how to make their patients laugh?
I know of several but I have a
couple of stories I’ll tell you now
and I expect that your own examples are
just as amusing.As health care and the
world around us changes it sometimes
seems it would be easier to resist change
and continue on with the way it has
always worked. No doubt all of us have
been through many cycles of change in
our profession and personal life.The pace
with which we are confronted with new
information can be so overwhelming. But
we are nurses,we cope,for the most part.
Well, once upon a time there was a physician who thought he could resist change
and pull us back from the evil direction
we were headed! As the electronic medical record moved forward this particular
physician resisted by complaining to no
avail.This physician was very unhappy
about looking for current patient data in
the computer. One day he decided he’d
had enough, so he wrote a physician
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order, and his order declared that all nursing documentation for his patient was to
be done on the “ blue bordered”progress
notes page. So, how was the nursing staff
going to respond to that order? Kay decided the only solution was a humorous
one, prior to the physicians next visit to
the nursing unit,she proceeded to outline
one of the computers with blue tape.
Voila, the documentation was now within
the blue border!

Meeting PT Needs Outside
the ‘Lines’
How many of you colored outside the
lines when you were young? Now do you?
Let me share some examples from you
of oncology nurses who looked beyond
the rules and colored outside of the lines!

comfort and healing”!

Sue and the Mother’s Day Party
Sue describes a family anxious to
celebrate a last Mother’s day for their
mother dying of cancer.They wanted for
their matriarch a special day, but she was
unable to leave the hospital.A hospital
room though, is not a great party room
for a family, so the nursing staff arranged
for a room normally reserved for hospital
meetings to be made available for the
Sunday gathering.The room was decorated and the day was very special for this
patient and her family. How different the
memory of that Mother’s Day might have
been if the staff had not challenged the
“meeting room rules”.They heard that
families need and responded.

Leslie and the Wife
Recently a nurse described for me a
memorable patient and wife she cared for
in the hospital.This cancer patient had an
ileostomy and now a profusely draining
fistula that also needed to be bagged.The
wife was the patient’s caregiver at home
and was at the bedside when Leslie was
first changing the patient’s ileostomy bag
and managing fistula care. Leslie noted
that the patient’s skin was in near-perfect
condition. She commented on this to the
patient’s wife and began to discuss with
her how she had done his ileostomy care.
The wife jumped forward to assist Leslie
explaining her rule that every last minutia
of adhesive must be off the skin before
applying the new appliance;as she talked
she began, ungloved, to demonstrate
how she accomplished this with her
fingernails! As nurse and wife talked and
provided the patient care together, they
learned from each other.
Leslie was able to assess the wife’s
abilities and technique as well as teach
about asepsis, and learn from her what
worked best for his skin and ostomy care,
which was different from what Leslie had
planned. She also learned that the wife
really wanted to do this care herself,to be
allowed to participate in her husband’s
care, his healing.This was incorporated
into the care plan, and the patient, wife,
and nursing staff all benefited from Leslie’s willingness to involve the patient’s
spouse. I don’t think this is a unique
occurrence in care of cancer patients but
it points out again how important it is
to listen carefully and be open to trying
things a little different. Leslie cheerfully
and pridefully described this creativity as
“containment of secretions that provided

ence. Liz was the visiting nurse for a man
I’ll call Jim, dying of lung cancer. He lived
alone in a small cluttered apartment and
that’s where he wanted to die. Despite his
goal to die at home alone, he eventually
did ask his son to return from out of the
country to be with him.As Jim got closer
to death, as expected,he became weaker,
dehydrated, barely able to talk; but generally physically comfortable.The end
could not be far, yet Jim’s condition had
changed little in several days. For some
reason he hung onto life. Liz searched for
what else she could do to help him. She
recalled that he had been raised in the
Catholic faith,although he had not been a
practicing Catholic for many,many years.
Something told Liz he needed to see a
priest. She located a priest in Jim’s neighborhood who agreed to see him later
that day. Liz had seen the patient earlier
that day and found him unable to talk to
her, and she wondered if the priest visit
would be of any help to Jim.The priest
arrived and administered last rites.The
priest and Jim talked at length, the visit a
clear benefit to the patient. He died soon
after the priest’s visit.
I am guessing you are thinking of
your own examples of how you colored
outside of the lines to meet the needs
of your patients. Have you shared those
stories with others?

Sharing Our Creativity in
Nursing Education in Big Ways
Kay and the Cat
Kay cared for a cancer patient in the
hospital whose cat clearly missed it’s
owner and would not eat. Discharge date
was not near, and Kay’s patient suffered
over the thought of her cat’s refusal to eat
because she was not there. Kay encouraged the patient’s friend to bring the
cat to the hospital. Cat and patient were
united for a short but much-needed visit
in the patient’s hospital room; the cat sat
purring on the patient’s chest; the patient
napped too, almost purring herself.Thecat was taken home and promptly ate a
good dinner to her human friend’s relief.
Kay stretched the rules, caused no harm,
and supported this patient’s healing.

Liz and the Priest
Liz’s example is another that shows
how looking beyond the obvious physical needs of a patient and acting on our
caring instincts can make all the differ-

So let’s talk now about nursing education and creativity.Time to think outside
the box! Creativity in nursing education
can happen in big ways or little ways. Let
me share what I call a big example first.
Vicki Whipple’s leadership stirred the
collective creativity of our oncology nursing community that initiated the work of
what became the Puget Sound Oncology
Nursing Education Consortium and the
successful development of a 4 day course,
“Fundamentals of Oncology”. I distinctly
remember the phone call I received
from Vicki in the fall of 1998 describing
her ideas to get a group of Puget Sound
oncology clinical nurse specialist’s and
nurse educators together to brainstorm
if and how we might share the challenge
of the ongoing need to provide oncology education to nurses..The community
responded yes let’s do it; the work was
begun. Boundaries were crossed and
resources shared within a competitive
health care market.The curriculum for
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the 4 day educational program was developed and the first successful course was
offered in the fall of 1999.
Vicki provided the leadership for this
group for over 2 years as the cooperative
group grew. Currently the consortium
has completed 8 classes with an average
of 100 attendees per class.The number
of institutions has expanded to 22. I hope
you have had an opportunity to benefit
from the ongoing collective creativity
of this group that continues on,now
chaired by Martha Purrier.
What have you individually or with others within your work environment done
that you could share beyond your immediate institution walls? How might you
do that? Perhaps an article in the newsletter, or other publication? A presentation
at PSONS education meeting? Again, I
encourage you to share your creativity.

30 different questions.The question were
designed to encourage the nurses to use
the standards manual to find the answers.
To motivate the nurse beyond his or her
own desire to learn about our wonderful
standards program, we had a contest. If
you answered the question on your fortune cookies correctly on the contest entry blank you were eligible to win a prize.
We successfully repeated this fun fortune
cookie contest to promote standards
awareness 3 successive years. Knowledge
can be gained while still having fun!

Summary

Creativity in Nursing
Education in Small Ways
This symposium is another example
of an annual meeting that we reserve
for learning and reconnecting with our
peers.These examples are the exception
or should be to the frequent learning that
is required as new oncology information
and health related information surfaces
daily. More often than long seminars or
conferences,we attend shorter presentations, maybe an hour or 50 minute
lecture. Sometimes though this lecture
format just doesn’t do the trick.The content you need to convey just doesn’t fit
that format. Or maybe the lecture format
will work but lack of time to plan or attend prevents using the classroom format.
Time to get creative! This next example
comes from my own experience again.
Many moons ago, in the early 1990’s
when I was an OCNS at NWH, the nursing management team was making plans
to do some hospital wide nursing education to raise awareness of our nursing
standards. JCAHO requires that nursing
competency be maintained through a
combination of competence assessment
and educational activities, but enticing
nursing staff to participate in review
of material that is viewed as less than
exciting can be a challenge.To meet this
challenge we developed a poster explaining our standards model; this poster, with
examples, was placed on each nursing
unit for “Standards Awareness Month”.
During one week of that month we distributed 1200 fortune cookies containing
16

learning new things, networking with
others and thinking about how to apply
new knowledge and ideas to my own
nursing practice. Do you plan reflective
time? Perhaps we all should. In this busy
world we live in it is important to give
yourself time to unwind and let your subconscious mind do its work and support
your creative side.
Nursing is a science and an art.Art
requires creativity. I would ask you to
consider some different ways of looking
at yourselves and your practice as nurses.
When we dare to be creative, we enrich our practice, profession and selves.
And it makes us feel good! Dare to depart
from the ordinary!

Other fun approaches to learning can
include a nursing skills fair, where review
of psychomotor skills through demonstration, practice,and mock scenerios, allows
multisensory learning; there is nothing
like getting your hands on those tubes,
pumps, ostomy equipment, and code
equipment.The Jeopardy game was a
favorite of a rehab clinical nurse specialist
I worked with. Games and activities allow
us to learn experientially- we learn from
what we do rather than what we are told.

Making Time for Reflection
When do these good ideas come to us?
On our way home from work,as we drive
home, or in my case on good weather
days my walk or bike home. Maybe for
you it is in the shower. Getting ideas in
the shower or while you are driving has
almost become a cliché, but it is true. It is
a time when you are free to think. I can
think of many a staff nurse I know who
when they sat down to chart at the end
of a very busy shift, suddenly had time to
“think” and had all kinds thoughts, and
questions about their patients,“Freed from
the busyness of the day, creative energy
emerges.“ (Kalischuk and Thorpe, 2002)
My own creative ideas often surfaces
when I am at conferences like this one,
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I would like to close by sharing with
you some small bits of advice.You will
find this in the fortune cookies that are
on your table, in the little white boxes,
but before you leave, you have to share
with me. I would like you to write down
something that you think is important
to share with your oncology nursing
colleagues, whether it is a nursing tip you
have found especially successful or your
own brand of creativity that others would
benefit from.As you take a cookie, please
give back advice, wisdom, a nursing tip
that you would like to share.
As I said when I started, I don’t consider
myself especially creative, I view myself as
a practical person who is not afraid to try
a new idea and apply it to old problems.
I have learned well the adage, nothing
risked, nothing gained.And I believe what
we gain is worth sharing with each other.
I believe nursing will only grow through
our collective efforts; as individuals we
can contribute to that by sharing our successes with each other.Whether you agree
that the stories I’ve shared here today are
examples of creativity or just what we do,
I hope that I have given you a chance to
reflect on your nursing practice, and think
about what you can share with other
oncology nurses.
Many thanks to all of you who have
inspired me and keep me impassioned
about oncology nursing. I tend to be one
whose cup is always at least half full and
my wish is that someday we won’t need
oncology nurses to care for patients with
cancer, but instead our jobs will focus
mainly on prevention.At that point, if I’m
not to old,I plan to switch my specialty to
occupational health on the nearest space
station.
n
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Why I am Still an Oncology Nurse: Breast Cancer Prevention Update
Cathy Goetsch, MSN, ARNP, AOCNP
Virginia Mason Cancer Institute

A

s I considered what I might share
with my colleagues in this year’s
McCorkle Lecture, my mind turned
to how long I have been an oncology
nurse and how far we have come in that
time.Then I recalled when I first had
awareness of breast cancer.

That Was Then:
I remembered my 8th grade health
class and the report I did on breast
cancer. It was 1963. I didn’t know anyone
with breast cancer, or at least I didn’t
know that I did. Nobody talked about it,
but I know now those ladies in church
with elephantine arms were survivors.
They had been treated with the Halstad
radical mastectomy with full lymph node
dissection, a procedure that was still
standard of care in the U.S. into the early
1960s. One in ten women were destined
to develop breast cancer, but only 50%
of these women survived their diagnosis.Thanks to ongoing research and the
brave women who participated in it,
we’ve come a long way baby.
I wanted to put this vast change into
perspective of other changes over the
same time frame. So I decided to present
a snapshot of mainstream of life of the
time. Below I share some of the things
that were normal in 1963 and those that
were innovative or novel.
The television was a big part of our
lives. It was becoming the major fixture
of information and entertainment in
our lives. Most of middle class America
watched TV every day. In 1963 we
watched the first live broadcast from
space. Network news lengthened to 30
minutes and the majority of Americans
watched it every night. Outer Limits and
General Hospital debuted. Leave it to
Beaver ended a six-year run of portraying
what we thought family life should be.
In sports the Brooklyn Dodgers finally
triumphed over the Yankees in the World
Series. In music the Beatles and Roy
Orbison topped the popular charts while
Johnny Cash’s Ring of Fire held the country music pinnacle position.The movies
that year included Cleopatra -- the most

expensive film ever made to that time,
The Pink Panther opened, and the foreign
film 8 1/2 was first seen.
It only took 5 cents to mail a letter.
Prayer was banned in schools.ASCII
uniform computer code was introduced,
which opened the door to having them
“talk”to each other.The Smiley Face was
conceived.The books Where the Wild
Things Are and Clifford the Big Red Dog
were first seen. Locally the second Lake
Washington Bridge opened and was
named after past state governor Albert D.
Rosellini.
Political life was tumultuous as always.
The Civil Rights movement was gaining
momentum. Martin Luther King, Jr. made
his “I Have a Dream” speech.Alabama’s
governor George Wallace blocked
federally mandated desegregation of the
University of Alabama prompting the
president to send in the National Guard
to enforce is enactment. Medger Evers
was assassinated. In Washington, D.C. the
congress passed the first Clean Air Act
and the Equal Pay Act for Women.
The thing most people remember
about 1963 is the assassination of
President John Kennedy.We shared the
national tragedy in real time through national TV coverage. Unfortunately we also
watched together as Jack Ruby shot Lee
Harvey Oswald on live TV.
In the world of medicine many advances were occurring. In 1963 the first
artificial heart machine was used during
surgery.The Au (Australian) antigen was
identified that led eventually to identification of Hepatitis B.Valium received
FDA approval and became the most
prescribed drug.The American Heart Association began its antismoking efforts. In
the cancer world, the role of estrogen in
breast cancer was theorized, and clinical
trials on mammograms were begun. Prior
to this time there was no early detection for breast cancer.Women found a
lump and went to surgery not knowing
whether they would wake up without a
breast. Diagnosis was made in the operating room.The Halstad radical surgery
that had been done since the 1890’s was
beginning to be challenged as the only
treatment for breast cancer. Radiation in
addition to simple mastectomy was mak-

ing inroads as appropriate care.

This is Now:
Mammograms are widely available
and we know that annual screening has
helped to dramatically reduce the death
rate from breast cancer.Additionally,
research has helped us recognize risk factors for breast cancer that help us identify
who is at risk and how high of risk (See
figure 1).

Risk Factors for Breast Cancer
• Increased age
• Family history of breast cancer
• Personal history of breast cancer
• Inherited cancer predisposition mutation
• Atypical hyperplasia, LCIS or DCIS
• Menstrual period before age 12
• First birth after age 30
• Late menopause (after age 50)
• Estrogen replacement therapy (longer use
increases risk)
• Oral contraceptive use (especially long term,
high dose)
• Radiation exposure: Chest irradiation for other
diseases including prior cancers
• Alcohol consumption: Two or more servings per day
• Diet/Weight gain/Obesity/Lack of exercise
Figure 1.
We also recognize breast cancer initiation as a stepwise progression that starts
and the DNA level in the nucleus of cells.
This paradigm shift began in the 1960s as
breast cancer was finally recognized as a
systemic rather than a local disease.The
Iceberg analogy has been used to conceptualize how the transition from normal
to cancerous cell occurs (See figure 2 on
next page).
We understand breast cancer is a
disease of transformation and proliferative progression that happens over time.
In most cases about five years of growth
with about 20 cell doublings are required
before the size of 1mm is reached where
mammogram can detect an abnormality.
This argued for the effectiveness of sequential, annual mammograms to detect
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Save the Date!

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