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ADVANCED PRACTICE

DEFINING, TRACKING, AND UTILIZING
QUALITY METRICS TO ASSESS ADVANCED
PRACTICE PROVIDER CLINICAL PRACTICE IN
CANCER CENTER

Aaron Begue, MS, RN, CNP, Memorial Sloan Kettering
Cancer Center, New York, NY; Nicole Zakak, MS, RN,
CPNP, CPHON®, Memorial Sloan Kettering Cancer
Center, New York, NY

The number of Advanced Practice Providers (APPs)
continues to grow throughout every specialty area of
oncology. These providers are providing high qual-
ity care to medically complex patients. In order to
prove that high quality care is being delivered, quality
outcomes need to be monitored for each and every
APP that is practicing. The Joint Commission states
that the organized medical staff must create a pro-
cess for evaluation of a practitioners professional
practice. This should be specialty-specific, evidence
based and must meet the standard for ongoing pro-
fessional practice evaluation with a clearly defined
process that includes data collection. Our goal is to
create a process inline with the joint commission
regulations that fosters education, promotes a cul-
ture that encompasses high standards in practice,
and ultimately improve the quality of care rendered
by APPs. The APP Division has created a Partnership
with the Department of Quality and Patient Safety to
develop a single data repository to track outcomes of
APP practice related to clinical privileging. By creat-
ing unit and practice specific quality metrics we can
establish benchmarks to determine what is accept-
able practice. This will allow us to easily and quickly
identify outlier data which prompts peer review of the
records for further evaluation. The innovation of an
electronic dashboard that allows for quick and easy
access to personal metrics allows the APP to quickly
review their own quality metrics which in turn will
lead to changes in behavior, increased knowledge
and improved patient care. Framework based on six
domains of health care quality defined by the Institute
of Medicine. Safe: Avoiding harm to patients from the
care that is intended to help them. Effective: Provid-
ing services based on scientific knowledge to all who
could benefit and refraining from providing services
to those not likely to benefit (avoiding underuse and
misuse, respectively). Patient-centered: Providing
care that is respectful of and responsive to individual
patient preferences, needs, and values and ensuring
that patient values guide all clinical decisions. Timely:
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Reducing waits and sometimes harmful delays for
both those who receive and those who give care. Effi-
cient: Avoiding waste, including waste of equipment,
supplies, ideas, and energy. Equitable: Providing care
that does not vary in quality because of personal
characteristics such as gender, ethnicity, geographic
location, and socioeconomic status.

MEDICAL MARIJUANA FOR ACUTE POST-
OPERATIVE PHASE OF ONCOLOGIC SPINAL
SURGERY: EXAMINING THE EVIDENCE

Jessica Brens, FNP-BC, RN, Columbia University, New
York, NY

Pharmacological therapy is the primary pain man-
agement approach after spinal surgeries. Adequate
pain control is correlated with improvement in
ambulation, function, length of stay and prevents
development of chronic pain. Diverse pharmaco-
logical options, such as parenteral or oral narcotic
analgesics, have risks and benefits. The presentation
will use a case study to review evidence supporting
the use of medical marijuana to manage postoperative
pain. Medical marijuana use in oncology is emerg-
ing. Reviews about efficacy in pain management are
of “moderate quality”. There are studies that report
improvement in pain management and patient out-
comes. Two recent publications, a retrospective
cross-sectional study and a systematic review with
meta-analysis support the use of cannabinoids for
the treatment of chronic pain. The presentation will
highlight how a 68-year-old female, diagnosed with
spinal anaplastic astrocytoma, with a history of mul-
tiple surgical interventions associated with complex
post-operative complications and chronic pain was
successfully managed with medical marijuana. She
developed a recurrence three years after diagnosis
requiring a laminectomy with instrumentation. The
case presentation will describe the process used to
facilitate continued use of medical marijuana during
immediate post-operative period and the outcomes
achieved. Because marijuana is classified as a sched-
ule I drug, it is difficult to conduct rigorous nursing
research studies to determine its impact on the hospi-
talized patient. Case study analysis can contribute to
an understanding of how to leverage use of medical
marijuana in subsets of hospitalized patients, propel
research and inform policy decisions.

CENTRAL VENOUS CATHETER PATIENT
EDUCATION

Megan Leary, MS, RN, AGCNS-BC, OCN®, Memorial
Sloan Kettering Cancer Center, New York, NY; Faye
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Inumerables, MSN, RN, ACNS-BC, OCN®, Memorial
Sloan Kettering Cancer Center, Brooklyn, NY;
Jacqueline Patterson, MSN, RN, AGCNS-BC, OCN®,
Memorial Sloan Kettering Cancer Center, New York,
NY; Kathy Choo, MS, RN, CNS, BMTCN®, Memorial
Sloan Kettering Cancer Center, New York, NY; Sara
Haefner, MSN, CNS, PCCN, Memorial Sloan Kettering
Cancer Center, New York, NY

Central line associated blood stream infections
(CLABSIs) cost billions of dollars to the United
States Healthcare system and result in thousands of
deaths annually. CLABSIs prolong length of stay and
increase mortality. While a central venous catheter
(CVC) provides IV access, proper is essential. It is
vital that patients are educated on CVC use, especially
at home, and the importance of appropriate care to
help reduce risk of infection. In a multi-site NCI-des-
ignated cancer center spanning two states, patients
are discharged home with a CVC for continued outpa-
tient treatment. While institutional patient education
materials contained instructions for patients on
how to care for a CVC at home, it was found that
the in-depth education provided to patients varied.
Insight into the most appropriate content to teach
patients was evaluated. Hematology oncology Clinical
Nurse Specialists (CNSs) completed a comprehensive
literature review and found no evidence supporting
the safety of patients/caregivers to change their dress-
ings at home. Five comprehensive cancer centers were
consulted. Only one reported they provided in depth
education to patients on home dressing changes.
Internal volume of dressing changes performed at
the institution found that most patients could receive
dressing changes during outpatient visits at a site near
home. Therefore, patient education materials were
modified into an easy guide, eliminating in-depth
instructions on how to perform dressing changes.
Scheduled dressing changes upon discharge with the
outpatient visit, local oncologist’s office, or Visiting
Nurse Service (VNS) were made standard across all
areas. Finally, discharge supply kits were amended to
comply with updated practice. Education provided
to patients/caregivers upon discharge has reported
to be more consistent. The amended discharge kit is
predicted to reduce costs by 38%, with an estimated
annual cost savings of $33,480. The rate of CLABSIs
will be evaluated six and twelve months post-imple-
mentation. Reduction of CLABSI rates is a nationwide
mission. Providing up-to-date evidence-based patient
education materials supports efforts to decrease these
infections, improve patient safety and decrease costs.
As a result of supplying patients with the appropriate
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education, tools and resources for a healthcare profes-
sional to change their dressing, their risk of infection
will likely decrease.

ROLE OF A RADIATION ONCOLOGY ADVANCED
PRACTICE PROVIDER IMPROVES ACCESS

TO CARE FOR COMPLICATED BONE
METASTASIS PATIENTS

Prasamsa Pandey, DNP, RN, NP-C, AOCNP®, MD
Anderson Cancer Center, Houston, TX; Sarah Todd,

PA, MD Anderson Cancer Center, Houston, TX; Grace
Smith, MD, MD Anderson Cancer Center, Houston,

TX; David Grosshans, MD, PhD, MD Anderson Cancer
Center, Houston, TX; Albert Koong, MD, PhD, MD
Anderson Cancer Center, Houston, TX; Lauren Colbert,
MD, MD Anderson Cancer Center, Houston, TX
Radiation therapy (RT) is a highly effective treatment
modality for palliation of pain due to bone metas-
tases. RT can reduce opioid use, improve patients’
quality of life (QOL), and decrease skeletal related
events (SREs). MD Anderson Cancer Center is a large
cancer center with 44,000 new patients per year with
approximately 1500 patients receiving palliative bone
RT annually. Historically, the interval between radi-
ation oncology (RO) referral to treatment can range
from days to weeks, leading to decreased patient
satisfaction, increased hospitalizations for pain and
significant out-of-pocket costs for the patients. The
purpose of advanced practice provider (APP) led
triage and coordination of care in Rapid Access Bone
Metastases Clinic (RABC) was to improve access by
decreasing time from referral to consult schedul-
ing as well as provide rapid access to RT following
the consult visit. RABC is a new twice-weekly clinic,
which was started in April 2018. RABC was limited
to uncomplicated cases until the implementation of
the APP role. The role of the APP is to triage consults
that meet criteria for RABC, discuss the case with RO
physician, coordinate necessary imaging studies and
multidisciplinary work-up with orthopedic surgery
as indicated, obtain financial clearance, determine
consult date, schedule simulation, and coordinate
team care including nursing, dosimetrists and phys-
icists. The APP triaged 133 patients between May and
August 2019; 23% (30) patients were scheduled in the
RABC in that interval, 10 of which had complicated
bone metastases. T-test and chi-square test were used
to compare pre-APP and post-APP clinic consult to
radiation start times for complicated bone metasta-
ses. The implementation of an APP triage significantly
decreased mean time from consult to treatment for
complicated bone metastasis patients from 4.6 days
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to 1.6 days (t-test; p=0.017); and increased the per-
centage of patients with complicated bone metastases
receiving same day treatment from 16% to 50% (t-test;
p=0.036). For palliative bone RT, an APP led care coor-
dination decreased time from consult to treatment,
and increased the number of patients receiving same
day treatment. This model may also aid in improving
patient-centric, multi-disciplinary care, along with
potential for higher patient satisfaction and lower
financial burden. Radiation treatment centers should
consider incorporating APP role to improve palliative
RT access for patients with bone metastases.

BREAST MEDICAL ONCOLOGY
COMPETENCY-BASED ORIENTATIONS (CBO)
FOR THE ONCOLOGY ADVANCED PRACTICE
PROVIDER (APP)

Michelle Corso, APRN, Yale University, New Haven,

CT; Kathryn Daniels, APRN, Yale New Haven Hospital,
New Haven, CT; Gineesha Abraham, APRN, Yale New
Haven Hospital, New Haven, CT

CBO plans are a vital component in the onboarding
and mentorship of new/seasoned APP hires. A CBO is
an orientation program that focuses on a new APP’s
ability to actually perform the expectations of his/her
role in a disease team/setting. In 2013, a generic APP
CBO plan was developed by the Advanced Practice
Nurse (APN) Council at Yale, which focused on the
onboarding components and the five pillars of compe-
tency, which included professionalism, systems-based
practice, patient care/procedures, medical knowl-
edge, and practice based learning and improvement.
In 2018, Smilow Cancer Hospital at Yale developed
disease specific CBO plans. The purpose was to
develop a tool to outline the essential competencies
of a Breast Medical Oncology APP. This includes the
specific skill sets, education foundation, and abilities
that are required for these APPs to be successful.
Breast Oncology competencies were developed and
included proficiency at breast exams, understanding
the pathological and molecular features, and evidence
based guidelines for disease management using a
multimodality approach. An essential proficiency for
breast oncology includes prescribing of breast specific
chemotherapy, immunotherapy, targeted therapy,
endocrine therapy and supportive therapy, with a
focus on clinic trial participation. Assessment and
management of toxicities, patient and caregiver edu-
cation and adherence related to these treatments is
crucial. The APP should exhibit competency in symp-
tom management and the ability to assess patients for
acute, chronic and long-term sequelae of therapy. She/
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he should be able to refer to appropriate specialties in
a multidisciplinary approach including fertility/sex-
uality, genetics, physical rehabilitation, social work,
cardiology oncology, palliative care and survivorship.
The Breast Oncology CBO is utilized to evaluate base-
line skill set and determines the APP’s progress and
helps identify areas requiring further training in a
structured framework. The CBO will provide a frame-
work for both the new hire and mentor APP to provide
an onboarding experience that is specific, measurable
and actionable while identifying baseline knowledge
and areas of improvement. The breast oncology CBO
has enhanced the disease specific orientation for the
APP mentors and hires at Smilow. It provides detailed
guidelines regarding competencies and expectations
promoting professional growth and development that
occur throughout the course of the APP’s career.

THE ABCS OF ONCOLOGY ADVANCED
PRACTICE PROVIDER (APP) EDUCATION IN
URGENT CARE: WHAT EVERY ONCOLOGY
APP NEEDS TO KNOW ABOUT ONCOLOGY
URGENT CARE

Vanna Dest, MSN, APRN, BC, AOCN®, Smilow Cancer
Hospital at Yale New Haven Health, New Haven, CT
Our Oncology Extended Care Center (ECC) opened
in April 2017. It is an APP driven unit with four
budgeted full-time positions. The APPs have a mix
of oncology and emergency medicine experience.
The unit is open 16 hours per day, 7 days per week.
Patients are by appointment only. Referrals to ECC
are made by the disease team/care centers and/or
oncology fellows. The purpose was to develop an
educational program that assists in the orientation
and competency of APPs working in oncology urgent
care. Interventions included development of an edu-
cational curriculum for oncology urgent care, which
included didactic and shadowing/orientation in the
Oncology ECC. The curriculum focused on telephone
triage of patients, ECC workflow, referral process to
other disciplines, documentation, and billing. In addi-
tion, the assessment and management of common
presenting symptoms/problems such as neutropenic
fever/sepsis, fever, nausea/vomiting, diarrhea, dehy-
dration, uncontrolled pain, dyspnea, cardiac issues,
immunotherapy related toxicities, electrolyte imbal-
ances such as hyperkalemia, hypokalemia, acute
kidney injury, and oncologic emergencies such as
hypercalcemia, spinal cord compression, SIADH, and
tumor lysis syndrome. The didactic program was 4
hours in length and orientation to ECC for seasoned
APPs is a minimum of 12 hours. The combination of
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didactic content and “hands-on” approach has been
shown to be beneficial and effective in the orientation/
training of new skills. The didactic program covers all
the key components required to care for patients seen
in the Oncology Extended Care Clinic. The didactic
education program will be transformed into evidence
based treatment/management algorithms. Oncology
specific urgent care education provides the neces-
sary education and competencies to care for oncology
patients in the urgent setting. Oncology urgent care is
avalue added service within our organization as it has
reduced the number of hospital admissions and ED
visits as well as huge patient satisfier as reported by
Press Ganey. Sixty-eight percent of patients seen in
the ECC are discharged to home and there has been
an approximate 13.9% reduction in ED visits.

ONCOLOGY APP-DRIVEN EXTENDED CARE
CLINIC: WHAT’S THE URGENCY?

Vanna Dest, MSN, APRN, BC, AOCN®, Smilow Cancer
Hospital at Yale New Haven Health, New Haven, CT
Oncology care has shifted to a predominately ambu-
latory setting, which has increased the volume of
urgent same day visits. This has led to high utiliza-
tion of the emergency department and subsequent
admissions. In 2014, we analyzed ED utilization and
hospital admissions in a 5 month period of time and
found that the majority of patients were seen during
the daytime and estimated that 50% could have been
treated in ambulatory urgent setting. An APP same-
day visits pilot program showed that urgent visits can
reduce ED utilization and subsequent hospital admis-
sion with reduction in health care costs, increased
patient satisfaction and improved quality of life.
Constraints of the program were APP staffing and
operation hours. A business plan was approved for
an oncology urgent care center. The purpose was the
evolution of urgent oncology care to an established
APP driven Oncology Extended Care Clinic (OECC).
OECC opened on 4/3/2017. The clinic is open 7 days
from 7AM-11PM and staffed with 4 full time APPs
and the support of a supervising physician. The com-
plement of APP experience includes oncology and
emergency care. The unit capacity is 6 patients. The
providers make referrals to OECC and triaged for
appropriateness. Appropriate orientation and train-
ing was developed for staff. Patients are treated as
priority patients, similar to ED patients, with radiol-
ogy, laboratory, pharmacy, rapid response team, and
specialty consult services. Over the past 28 months
(4/3/2017-8/31/2019), there have been 6901 patient
visits. Sixty eight (68%) percent were discharged to
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home and the remaining patients were admitted. The
volume has been consistent based upon the hours and
days of the week. The highest referrals come from GI,
Thoracic, and Hematology. The most common pre-
senting complaints are categorized under symptom
management, both disease and treatment related.
Patient satisfaction has been very high as analyzed by
Press Ganey. ED utilization has decreased by 13.9%.
The OECC has been pivotal in the care of our patients
with the opportunity to access urgent care outside of
the ED, leading to reduction in hospital admissions.
After 28 months of operations, we have been able to
evaluate and modify operational issues and continue
to develop triage guidelines and oncology urgent care
treatment algorithms. Further data analysis with ED
utilization, cost effectiveness, and patient satisfaction
will continue.

COMPETENCY-BASED ORIENTATION (CBO)
FOR THE ONCOLOGY ADVANCED PRACTICE
PROVIDER (APP)

Vanna Dest, MSN, APRN, BC, AOCN®, Smilow Cancer
Hospital at Yale New Haven Health, New Haven,

CT; Marianne Davies, DNP, AOCNP®, Yale University
School of Nursing, West Haven, CT; Ruth McCorkle,
PhD, RN, FAAN, Yale University, Orange, CT

CBO plans are a vital component in the onboarding
and mentorship of newly hired and seasoned APPs. A
CBO program focuses on the APP’s ability to actually
perform the expectations of his/her role in a disease
team/setting. In 2013, a generic APP CBO plan was
developed by the Advanced Practice Nurse (APN)
Council at Yale New Haven. In 2018, Smilow Cancer
Hospital @ Yale New Haven developed disease spe-
cific CBO plans. A key purpose of the CBO initiative
was to provide nursing leadership with a standard-
ized framework to assess the essential knowledge
and skills set required for APPs to be successful to
attain initial competencies as well as assessing ongo-
ing competencies. The generic APP CBO focused on
generic onboarding components and five pillars of
competency, which included professionalism, sys-
tems based practice, patient care/procedures, medical
knowledge, and practice based learning and improve-
ment. Oncology nursing leadership team supported
the creation of disease specific CBOs by mentoring
APPs in the development process. Each disease spe-
cific CBO highlights the unique components of the
role. Through this process, a standardized policy was
implemented to ensure a structured and equitable
process to guide APPs from novice to expert. After
each disease team completed their CBO, it was peer
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reviewed for accuracy and completeness. As new hires
start, the CBO is reviewed and implemented. The
evaluation of the CBO process will assist in possible
restructuring and modification of the current orienta-
tion plan. In addition, this process will help the APP
manager during the APP’s orientation, 6 month per-
formance review, and ongoing annual performance
reviews. The CBO will assist in providing positive
APP experiences that are specific, measurable, and
actionable. Disease team specific CBOs will assist new
APPs, their mentors, and APP manager in adapting to
new practice settings, verifying initial competencies
and skills to perform their role, and shape their ori-
entation and onboarding experience. Knowledge gaps
will be identified early for modification of plan. CBOs
offer numerous advantages for the APP mentors and
hires. They provide clear guidelines regarding disease
specific competency expectations which are ongoing
and evolution of novice to APP expert. This can serve
as a model for other oncology organizations and dis-
ciplines.

CAN SELF-REPORTED ARM-SWELLING AND
LYMPHEDEMA SYMPTOMS PREDICT
OBJECTIVELY MEASURABLE LYMPHEDEMA?
Kyung Chu, AOCNP®, New Jersey Cancer Care and
Blood Disorder, and Rutgers University, Belleville, NJ;
Charlot Thomas-Hawkins, PhD, Rutgers University,
Newark, NJ; Gary Yu, PhD, New York University, New
York, NY; Mei Fu, PhD, RN, FAAN, NYU Meyers College
of Nursing, New York, NY

There is no established method to diagnose lymph-
edemain breast cancer. Patient-reported arm-swelling
and lymphedema symptoms are often the indication
of lymphedema in breast cancer survivors. How-
ever, objective measures of the lymph volume
change (LVC) have been considered in assessing and
detecting lymphedema and little is known about the
relationship between self-report of arm swelling and
lymphedema symptoms, and objectively measured
LVC. This study aimed to find if self-reported arm
swelling and lymphedema symptoms can predict
objective, measurable LVC. The data collected pro-
spectively from 140 women between December 2011
and April 2014 were analyzed. The inclusion criteria
were women aged 21 years and over who were diag-
nosed with a first-time diagnosis of stage 1-III breast
cancer and were scheduled for surgical treatment.
LVC = 5% by perometer were compared with self-
report of arm swelling and 22 lymphedema symptoms
collected on Breast Cancer & Lymphedema Symp-
tom Experience (BCLE-SEI) at pre surgery, four to
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eight weeks and one-year post surgery. There were
significant associations between self-reported arm
swelling and the perometer measurement of LVC at
four to eight weeks post-surgery (r=.202, p=.017) at
one-year post-surgery (r=.422, p=.000). The mean
lymphedema symptom score for LVC > 5% was 16.3
(SD=11.2, p=.005) and 10.0 (SD= 12.8, p=.013) at four
to eight and one-year post surgery, respectively. Par-
ticipants who reported swelling (No vs. Yes) were
five and eight times more likely to have LVC > 5%
at four to eight weeks (OR=5.852, p=.002, 95% CI;
1.867-18.339) and one-year (OR=8.784, p=.000, 95%
CI; 3.285-23.487) post-surgery, respectively. Patients
who reported having arm swelling somewhat, quite a
bit or severe were 24 times and 36 times more likely
to have LVC > 5% at four to eight (OR=24, p=.006, 95%
ClI=2.544-226.453) and one-year (OR=36.174, p=.001,
95% ClI=4.310-308.592) post-surgery, respectively.
Participants who reported total Lymphedema symp-
tom score > 5 are 2.9 times more likely to have LVC >
5% at one-year post-surgery (OR=2.90, p=.011, 95%CI;
1.274-6.648). Early detection is crucial for clinical
management of lymphedema. Self-report of arm
swelling and lymphedema symptoms is pragmatic
and cost-effective, and can be used for screen tool for
lymphedema.

PALLIATIVE CARE COMPETENCY BASED
ORIENTATIONS (CBO) FOR THE PALLIATIVE
ADVANCED PRACTICE PROVIDER (APP)
Christina Holt, APRN, Yale New Haven Hospital, New
Haven, CT; Leslie Blatt, APRN, Yale New Haven
Hospital, New Haven, CT

CBO plans are a vital component in the onboarding
and mentorship of new/seasoned APP hires. A CBO
is an orientation program that focuses on a new
APP’s ability to actually perform the expectations of
his/her role in across multiple disease teams and set-
ting. In 2013, a generic APP CBO plan was developed
by the Advanced Practice Nurse (APN) Council at
Yale, which focused on the onboarding components
and the five pillars of competency, which included
professionalism, systems-based practice, patient
care/procedures, medical knowledge, and practice
based learning and improvement. In 2018, Smilow
Cancer Hospital at Yale developed disease specific
CBO plans. The purpose was to develop a tool to
outline the essential competencies of the Palliative
Care APP. This includes the specific skill sets, edu-
cation foundation, and abilities that are required for
these APPs to be successful. Palliative Care compe-
tencies focus mainly on the consultant role for the
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inpatient and outpatient APP providers. This APP
works with patients and caregivers longitudinally or
episodically, depending on the need. Communica-
tion and relationship building skills are vital for this
partnership as many times conflict maybe present.
A proficient knowledge base is necessary for treat-
ing pain, disease/ treatment related affects, as well
as end of life issues. The assessment of psychosocial
support and spiritual /cultural aware is crucial. The
APP plays a role in education to providers as well
as patients/caregivers about symptoms/management
and their disease. It is necessary for the APP to be
aware of the ethical and legal issues. Of importance,
the APP focuses on the need for self-care as the role
can be emotionally challenging, with communica-
tion to other providers. The Palliative Care CBO is
utilized to evaluate baseline skill set and determines
the APP’s progress and helps identify areas requiring
further training in a structured framework. The CBO
will provide a framework for both the new hire and
APP mentor to provide an onboarding experience
that is specific, measurable and actionable while
identifying baseline knowledge and areas of improve-
ment. The Palliative Care CBO has enhanced the
disease specific orientation for the APP mentors and
hires. It provides detailed guidelines regarding com-
petencies and expectations promoting professional
growth and development that occur throughout the
course of the APP’s career.

ADVANCED PRACTICE PROVIDERS’
ATTITUDES AND KNOWLEDGE REGARDING
FINANCIAL TOXICITY AT AN NCI
COMPREHENSIVE CANCER CENTER

Patricia Kormanik, RN, MSN, NP-C, AOCNP®, UC San
Diego Health Systems North County Cancer Services,
Encinitas, CA

Advancements in oncology care are occurring rapidly
and at a high cost. Cancer is the second most expen-
sive disease in the United States with an estimated
cost of $124 billion in 2010 with a projected 27% rise
in cost to $157 billion by 2020. Consequences of finan-
cial toxicity (FT) to patients include: bankruptcy,
poor quality of life and poor clinical outcomes. The
purpose was to determine Advanced Practice Pro-
viders’ (APPs’) financial toxicity knowledge base. UC
San Diego Oncology Service line APPs completed a
nine-item QualtricsR questionnaire about cost con-
sciousness when providing cancer care, perceptions
about patient and family awareness of financial bur-
dens (FBs), awareness of financial resources for
health care and willingness to speak with patients
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and families about FBs of care. 21 APPs responded to
the survey (43%): 9 (43%) Medical Oncology; 4 (19%)
Surgical Oncology; 2 (9%) Infusion Center; 1 (5%) Pal-
liative Care; 3 (14%) BMT; 2 (9%) Hematology. 60%:
extremely important to choose treatments (tx) that
were financially responsible for patients. 5% choose
tx responsible to society. 20% choose tx responsi-
ble to health system. 5% choose tx responsible to
insurer. 33% somewhat aware of costs to patients for
recommended tests and treatments. 33% not at all or
a little aware of costs. 42% discussed FB sometimes
with patients. 14% always advised patients about
FB of treatment. 90% requested information about
healthcare financial counseling, counseling resources,
financial support resources. Results from this survey
suggest that APPs are better equipped to address FT
when they have access to FT resources, know how to
refer patients to navigation/counseling and support
programs and have strategies to discuss financial
hardships with patients and families.

DEVELOPING THE ADVANCED PRACTICE
ROLE IN INFUSION TREATMENT AREA

Deepa Shah, PA-C, NP, Stanford Health Care, Palo
Alto, CA; Clair Kuriakose, PA-C, NP, Stanford Health
Care, Palo Alto, CA; Donna Healy, MSN, RN, Stanford
Health Care, Palo Alto, CA; Sumit Shah, MD, Stanford
Health Care, Palo Alto, CA

The purpose was to better understand the role of APP
specifically in Stanford Infusion treatment area and
improve APP integration, retention and satisfaction
by providing role clarity. The number of APPs at Stan-
ford health care has quadrupled over the last 10 years.
The rate of APP turnover at Stanford health care is
14 percent, which is higher than the turnover in the
state of California. We identified APP wellness as an
area of concern through the APP shared governance
Council. Based on those findings and APP wellness
survey was launched in June 2017 with a response rate
of 62%. This survey was modeled after the physician
wellness survey to allow for comparison. The survey
showed that 38% of APPs report a moderate or higher
likelihood of leaving the institution within two years
with key areas of opportunity being top of licensure
practice and role clarity. Cancer Center has also been
impacted with APP growth in which there was a lack
of role clarity and expectations. In the last 5 years
infusion treatment center went from one site and no
APP’s to 3 sites across bay area and 6 APP’s. The meth-
odology included baseline survey of the APP’s and
physician regarding APP utilization and role clarity.
We engaged Stanford health care staff in focus groups
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to discuss views regarding APP role. We also created
and implemented educational sessions to educate
stakeholders regarding APP national trends, leading
practices and common regulatory compliance issues.
Models of care workshops were developed using a
multidisplinary approach inclusive of the full team
including nurse, ITA scheduler, all ITA APP’s, Clinic
operational mangers, ITA director and physician.
APP’s were able to guide their practice while meeting
operational needs. This has resulted is increased APP
satisfaction and retention. We have increased capacity
by 100% by incorporating prescheduled on-treatment
visits and sick calls. We have also had increased APP
participation in professional development. APP’s
have become an important resource for value-based
care. It is imperative that we recognize them as inde-
pendent providers and optimize their role leading to
improvement in APP integration in patient care teams
and APP retention and satisfaction.

NEURO-ONCOLOGY COMPETENCY-BASED
ORIENTATION (CBO) FOR THE ONCOLOGY
ADVANCED PRACTICE PROVIDER (APP)
Monika Laurans, PA-C, Smilow Cancer Hospital at
Yale New Haven Health, New Haven, CT; Matthew
Dodd, PA-C, Smilow Cancer Hospital at Yale New
Haven Health, New Haven, CT

CBO plans are a vital component in the onboarding
and mentorship of newly hired APPs. A CBO is an
orientation program that focuses on an APP’s ability
to perform the expectations of his/her role in a dis-
ease team/setting. It differs from a traditional model
in which the focus is on the cognitive knowledge
necessary for the role. In 2013, a generic APP CBO
plan was developed by the Advanced Practice Nurse
Council at Yale, which focused on the onboarding
components and the five pillars of competency, which
included: professionalism, systems based practice,
patient care/procedures, medical knowledge, and
practice based learning and improvement. In 2018,
Smilow Cancer Hospital developed disease specific
CBO plans to determine the essential functions of
the job and what knowledge, skills, and abilities are
required for APPs to be successful, assess their cur-
rent skill set, and determine required skills in order to
meet their new roles. Neuro-oncology competencies
were developed and included assessment and man-
agement of neurological presenting symptoms and
complications related to diagnosis and treatment in
this specific patient population. This included che-
motherapy prescribing and proficiency in treatment
algorithms, radiography review, and assessment of
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treatment and disease. Competencies were developed
for performing procedures such as lumbar punc-
tures, administration of intrathecal chemotherapy
as well as management of neurologic complications
related to diagnosis and treatment in oncology. Due
to rapid decline, longitudinal follow-up with ongoing
cognitive/psychosocial assessment and home care
challenges/caregiver support was emphasized. As new
Neuro-oncology APPs are hired, the CBO is imple-
mented to assist in determining the APP’s mastery of
skill set and competencies in Neuro-oncology. Meth-
ods will assist in providing positive APP experiences
that are specific, measurable, actionable, and realis-
tic. The CBO will assist new APPs in adapting to the
practice settings, verify APPs’ initial competencies/
skills, and possible reduction in the amount of time
to bring new APPs to full productivity in their roles.
APPs who have difficulty completing their initial
competencies are quickly identified with the ability
remediate/restructure their clinical experiences to
address those deficits or problem areas. CBOs offer
numerous advantages for APP mentors and hires.
They provide clear guidelines regarding competency
expectations which are ongoing and can decrease the
amount of time spent in orientation for more experi-
enced/skilled APPs.

THE JOURNEY FROM A NOVICE ONCOLOGY
NURSE PRACTITIONER TO ADVANCED
ONCOLOGY CERTIFIED NURSE
PRACTITIONER (AOCNP®) THROUGH A YEAR-
LONG NATIONALLY ACCREDITED ONCOLOGY
TRANSITION TO PRACTICE FELLOWSHIP
PROGRAM

Kristina “Kris” Mathey, MS, APRN-CNP, AOCNP®, Ohio
State University Comprehensive Cancer Center-
James Cancer Hospital and Solove Research Institute,
Columbus, OH

The objective is to describe the yearlong transition to
practice fellowship. The end result being the expec-
tation of sitting for the AOCNP® exam. As more
people are being diagnosed with cancer, the demands
on oncologists continue to increase. The changing
health care landscape and access to care issues have
created an opportunity for increased utilization of
the Advanced Practice Provider (APP). The Transi-
tion to Practice Fellowship was created to provide
specialty onboarding for the complex care needs of
oncology patients. The care of oncology patients goes
beyond introductory primary care taught in school.
Over approximately 52 weeks, 2,080 hours, the
novice nurse practitioner transitions to a competent
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oncology provider. The purpose is to detail how the
Oncology Nurse Practitioner (NP) transitions from
primary nurse practitioner to advanced oncology
certified nurse practitioner. The Transition to Prac-
tice Fellowship was created to provide specialty
onboarding for the complex care needs of oncol-
ogy patients. The fellowship covers the continuum
of cancer care; prevention, early detection, active
treatment, survivorship, and end-of-life care. Partic-
ipants develop core knowledge that enables them to
practice independently in any oncology setting with
the opportunity to pursue disease-specific areas of
focus. All participants rotate through three major
rotations; surgical oncology, medical oncology, and
hematology, with shorter rotations in survivorship,
radiation oncology, oncologic emergencies, infection,
pain, and palliative care. The APP fellows also com-
plete the online ONS course Post-Master’s Foundation
in Cancer Care. This course, with their didactic and
clinical work, gives them the specialized knowledge
and skills of an advanced oncology certified nurse
practitioner. Participants are expected to sit for the
AOCNP® certification exam to prove their special-
ized knowledge and expertise. As oncology care is
becoming more complex, increased quality at less
cost can be achieved through the use of the nurse
practitioner. The APP Oncology Fellowship provides
specialty onboarding for the complex needs of oncol-
ogy patients. At the end of this year-long fellowship,
participants have developed specialized knowledge
important to the advanced practice role in oncology
nursing. By passing the AOCNP® exam, the nurse
practitioner assures not only their employers of their
oncology care skill set, but also their fellow providers,
patients and families.

GROWTH OF A COMMUNITY HOSPITAL
THORACIC PROGRAM

Vivian Owusu-Mensah, DNP, APN, OCN®, Robert
Wood Johnson Barnabas Health, Cancer Center
Hamilton, Hamilton, NJ; Lynn Glenn, RN, Robert
Wood Johnson Barnabas Health, Cancer Center
Hamilton, Hamilton, NJ

Lung cancer is the leading cause of cancer death
among men and women ages 50 and above in the
United States surpassing breast, colon and prostate
cancer. Early detection is the key. Enrollment to the
lung program has been encumbered due to various
factors. This led to minimal enrollment causing pro-
viders to refer patients to larger institutions with
comprehensive lung/thoracic programs. The purpose
is to increase number of patients referred to RWJ
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Hamilton’s Thoracic Program, including lung screen-
ings, medical oncology treatment, and thoracic/
pulmonary procedures. The oversight of the lung
screening program was expanded to include thoracic
telemedicine, thoracic tumor board conference, and
tobacco cessation services. An Oncology nurse prac-
titioner who was experienced in lung and thoracic
program coordination and was a certified tobacco
treatment specialist was hired to oversee the Ham-
ilton lung/thoracic program. Collaboration between
the nurse practitioner, the community primary care
physicians, and the various specialty physicians made
the expansion and transition process possible. Lung
screenings increased from 91 in 2015, 23 in 2016, and
66 in 2017 to 202 by 2018. The screenings initially were
free in 2015, but changed over to insurance-covered in
2016. Screenings are usually covered by all insurance
plans in 2018/2019. Starting in 2018, RWJ Hamilton
started a Telemedicine Consultation Program, as
well as referring possible lung surgery patients to
the thoracic surgeon in New Brunswick. A total of 31
patients were referred/reviewed. A mutual Thoracic
Tumor Board was begun between New Brunswick and
Hamilton utilizing videoconferencing with partici-
pation from surgeons, oncologists, pulmonologists,
radiologists, pathology, radiation oncology, nursing,
and others on a weekly basis. In 2018, 101 cases were
reviewed, with some of these patients moving on to
the Telemedicine Consultation Program or referred
directly to New Brunswick. Tobacco Cessation con-
sultations have been steady in 2019. In 2019, the
above programs have been continuing and increasing
in numbers. The Telemedicine Program is an exam-
ple of institutions cooperating to provide excellent
care to patients who are initially seen in a community
hospital setting but need the services of an academic
medical center.

IMPROVING LUNG CANCER REFERRAL RATE:
EDUCATIONAL INTERVENTION FOR PRIMARY
CARE AND INTERNAL MEDICINE PROVIDERS
Vivian Owusu-Mensah, DNP, APN, OCN®, Robert Wood
Johnson Barnabas Health, Cancer Center Hamilton,
Hamilton, NJ

Late detection of lung cancer is largely responsible
for the high rates of lung cancer death. Only 15%
of lung cancers are diagnosed at a localized stage,
which results in poor survival rates. Recognizing
that lung cancer is a deadly disease and early detec-
tion is the key to decreasing mortality rate among
high risk patients and that providers lack of knowl-
edge of the low-dose computed tomography (LDCT)
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screening guidelines is contributing to the problem
was a step towards finding a resolution. The pur-
pose is to determine if exposing the primary care
and internal medicine providers to educational inter-
vention via PowerPoint presentation to enhance
primary care and internal providers’ knowledge about
the screening will strengthen the referral rate to
(LDCT) screening program at a community hospital
in four weeks. The intervention was an educational
component via PowerPoint presentation about lung
cancer screening guidelines, which ran about ten to
fifteen minutes. The level of knowledge on the lung
screening guidelines increased from pre-educational
intervention to post educational intervention. Major-
ity of the providers were able to correctly identify
the high-risk patients and order the appropriate
screening test. The post educational chart review
also showed significant increase in referral rate
among both the primary care and internal medicine
providers from 8 to 18. The educational intervention
created awareness of LDCT screening to the provid-
ers. Although the sample size was suboptimal and the
education delivery was challenging, the study sup-
ported the idea that educational program for primary
care and internal medicine providers was effective in
improving lung cancer screening rate and also to be
cost effective. Future studies should include larger
sample size and to include at risk patients for lung
cancer and all providers who provide patient care in
the study community. Providers were e-mailed Survey
Monkey link to complete a confidential online survey
along with educational PowerPoint presentation. The
survey utilized 24 questions from the National Cancer
Institute (NCI) Colorectal and Lung Cancer Screen-
ing Questionnaire to assess providers’ lung screening
practices, knowledge of the screening guideline and
their cancer screening beliefs. The second sampling
involved reviewing 8 pre-intervention education
charts, and reviewing 18 post-intervention education
charts over the four weeks that followed the session.

ROADMAP TO ESTABLISHING A
FIREFIGHTER CANCER PREVENTION

AND WELLNESS CLINIC

Michelle Penaranda, MSN, APRN, AOCNP®, University
of Miami, Sylvester Comprehensive Cancer Center, De-
partment of Medicine, Miami, FL; Johanna Garibaldi,
RN, EMT-P, University of Miami, Sylvester Comprehen-
sive Cancer Center, Department of Nursing, Nurse
Navigation, Miami, FL; Maritza C. Alencar, DNP, MBA,
APRN-BC, University of Miami, Sylvester Comprehen-
sive Cancer Center, Department of Medicine, Miami,
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FL; Jessica Maclntyre, MSN, APRN, NP-C, AOCNP®,
University of Miami, Sylvester Comprehensive Cancer
Center, Department of Medicine, Miami, FL; Erin
Kobetz, PhD, MPH, University of Miami, Sylvester
Comprehensive Cancer Center, Department of Medi-
cine, Miami, FL

Firefighters have chronic exposure to carcinogenic
materials and chemicals. Carcinogens such as ben-
zene and polycyclic aromatic hydrocarbons (PAHs)
are present in active burning fires. This exposure over
time has raised concerns about possible occupational
associated cancer risks. According to a retrospective
cohort study, which focused solely on firefighters
in the state of Florida, increased findings for cancer
included bladder, thyroid, testicular, and cervical. The
Firefighter Cancer Initiative (FCI) launched in 2015,
with the purpose of understanding cancer in the fire-
fighter population. As part of ongoing research, the
Cancer Prevention and Wellness Clinic was created to
provide prevention, screening and early detection of
cancer to active and retired firefighters. The objective
was to describe one institution’s roadmap to establish-
ing a Cancer Prevention and Wellness Clinic. Steps to
launch the clinic involved: (a) hiring clinic personnel,
(b) collaboration with various departments such as
marketing, IT, and other key stakeholders, (c¢) meet-
ing with local fire departments to advertise the clinic
in the community, (d) establishing clinic guidelines
and intake processes, and (e) developing in-services
for clinic nurses. Firefighters in the community have
yearly physicals as a job requirement. If results from
their yearly physical are suspicious for cancer, fire-
fighters have no designated specialists for follow up.
The purpose of this clinic is to provide an all-inclusive
service to include comprehensive exams, diagnos-
tic tests when applicable, referral to specialists and
follow up as indicated all within one established com-
prehensive cancer center. As the clinic grows, the
goal is to help further our understanding of screening
practices, as well as, create a national standard of care
for cancer screening among firefighters. The added
benefit for the firefighter population is the availability
of clinic trials offered by the center with ongoing col-
laboration with the FCI research team.

BUILDING A MODEL OF PATIENT-CENTERED
CANCER CARE WITH APPS ON THE
FRONTLINES

Mary E. Peterson, MS, APRN, AOCNP®, LIVESTRONG
Cancer Institutes Dell Medical School, University of
Texas at Austin; Rebekkah Schear, MIA, LIVESTRONG
Cancer Institutes Dell Medical School, University of
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Texas at Austin; Elizabeth Kvale, MD, MSPH, FAAHPM,
LIVESTRONG Cancer Institutes Dell Medical School,
University of Texas at Austin; S. Gail Eckhardt, MD,
FASCO, LIVESTRONG Cancer Institutes Dell Medical
School, University of Texas at Austin; Anne Courtney,
DNP, APRN, AOCNP®, LIVESTRONG Cancer Institutes
Dell Medical School, University of Texas at Austin;
Emily McLeod, MSN, RN, ACNS-BC, ACHPN,
LIVESTRONG Cancer Institutes Dell Medical School,
University of Texas at Austin

Historically, cancer care has focused on the medical
management of cancer, sometimes to the detriment
of patient goals and quality of life. Through advances
in research, cancer has become a chronic disease for
many, yet the current cancer care delivery system is
unprepared to comprehensively address and support
the cancer survivors’ practical, physical, financial
and emotional needs. Within the cancer space suc-
cessful implementation of a comprehensive model
of patient-centered cancer care is lacking due to the
fact that no universal set of quality standards exists
and the shift away from fee for service towards val-
ue-based models has yet to demonstrate financial
sustainability. In 2017-2018, we developed and oper-
ationalized a new model of patient-centered care
called CaLM (Cancer Life ReiMagined), based on the
IOM’s six key recommendations. The CaLM Model
was launched in 2018 at the LIVESTRONG Cancer
Institutes at Dell Medical School/University of Texas
at Austin. We designed a “flipped” model of care,
whereby a subset of team members, called the SWAT
TEAM spearheads coordination and management
of cancer care while the disease-specific oncology
team provides initial treatment planning and epi-
sodic decision making. The SWAT Team includes
advanced practice providers (APPs), a clinical social
worker and a patient navigator. The SWAT team deliv-
ers real time symptom management, education, and
whole-person assessment, proactively managing the
day to day care of the patient, then pulling in other
members of the patient support team (psychiatrists,
dieticians, nurses, pain management specialists,
genetic counselors, fertility specialists, pharmacists,
pathologists and radiologists) or the multidisciplinary
disease team as needed. Early data demonstrates that
the CaLM Model reduces patient symptom burden
while improving quality of life. PRO scores for our GI,
GYN, and Heme patients in the last 6 months from
baseline show that symptom severity has decreased
from “severe” to “mild-moderate”; (MDSAI 18-13%).
Additionally, physical well-being scores as assessed
with the GAD-7 and PHQ have also improved (GAD-7
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10-8% and PHQ 6-5%). The CaLM Model is an effi-
cient use of resources, compared to the traditional
high acuity oncologist-focused care model. While the
model remains in its infancy, we are producing pre-
liminary results supporting the concept that novel
care delivery models may yield patients that are better
supported and equipped to be long term cancer sur-
vivors.

THEY WILL SURVIVE! DEVELOPMENT OF AN
ADOLESCENT YOUNG ADULT SURVIVORSHIP
PROGRAM

Donna Colabroy, MSN, RN, AOCNS®, Lehigh Valley
Health Network, Allentown, PA; Sloane Radcliffe,
BSW, Lehigh Valley Health Network Cancer Institute,
Allentown, PA; Kathleen Sevedge, RN, MA, AOCN®,
Lehigh Valley Health Network Cancer Institute,
Allentown, PA; Elizabeth McDonald, RN, Lehigh Valley
Health Network Children’s Cancer Center, Allentown,
PA; Dena Wich, CRNP, Lehigh Valley Physician Group
Hematology Oncology Associates, Allentown, PA;
Raizalie Roman, BSN, RN, OCN®, Lehigh Valley Health
Network Cancer Institute, Allentown, PA

Cancer in the adolescent or young adult (AYA) is often
more aggressive and advanced at diagnosis than in
children or older adults. In remission, AYA survivors
face life-long risk of adverse treatment complications
and disease effects. These unique physical, mental,
emotional and financial challenges can profoundly
affect their quality of life. Support of a multidis-
ciplinary team of oncology professionals in the
outpatient survivorship setting ensures access, edu-
cation and guidance for survivor-focused care. The
purpose was the development of a young adult sur-
vivorship clinic for cancer patients, ages 18-39, ready
to transition from pediatric or adult medical oncology
care into long-term survivorship care. The Adolescent
and Young Adult (AYA) Team at Lehigh Valley Cancer
Institute identified a gap in the provision of age-appro-
priate AYA survivorship care. There was concern that
AYA survivors could be lost to follow-up. A focus group
including oncology clinical nurses, nurse practitioner,
nurse navigator, social worker and clinical nurse spe-
cialists met to consider whether an AYA survivorship
program could be created, utilizing a CRNP-provider
model, in an existing multi-disciplinary clinic (MDC)
space. The group reviewed guidelines and literature
regarding AYA survivorship care needs and deter-
mined that with some modifications and education,
age-appropriate survivorship care could be realized.
An algorithm for Young Adult Survivorship at Survi-
vor PLACE was created. It outlined patient criteria,
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initial visit process, treatment-related physical assess-
ment, and screening recommendations based upon
pediatric and adolescent/young adult guidelines. An
educational offering detailing the unique needs of this
population including long term effects, reproductive
implications, and psychosocial needs was provided
via grand rounds presentation to MD/APN provid-
ers, nurses, social workers and support staff. At the
Survivor PLACE visit, the patient is seen by multiple
disciplines in coordinated sequential visits including:
nurse practitioner, social worker/counselor, physical
therapist, dietitian and nurse navigator. The patient’s
needs/concerns are identified and discussed; refer-
rals and appointments made, a survivorship care plan
developed, and patient education provided. To date
six young adult cancer survivors have been referred to
Young Adult Survivor PLACE. AYA’s pursuing survi-
vorship care at Young Adult Survivor PLACE express
satisfaction with a program tailored to their long term
cancer care needs, in a familiar location. Innovation:
Expansion of Young Adult Survivor PLACE to addi-
tional LVHN campuses.

A SYSTEMATIC REVIEW ON INTERVENTIONS
FOR MANAGING A SYMPTOM CLUSTER
(PAIN, FATIGUE, AND SLEEP DISTURBANCES)
DURING CANCER SURVIVORSHIP

Sameena Sheikh, RN-BC, University of Miami, Coral
Gables, FL; Charles A. Downs, PhD, RN, University of
Miami, Coral Gables, FL; Debbie Anglade, PhD, RN,
University of Miami, Coral Gables, FL

More than 40% of cancer survivors experience the
bothersome symptom cluster of pain, fatigue, and
sleep disturbances. Effective self-management inter-
ventions are needed to assist in alleviating distress
from the symptom cluster and improve quality of life.
The purpose of this systematic review was to examine
the current state of the science of randomized control
trials (RCT) of interventions aimed at self-man-
agement for the symptom cluster during cancer
survivorship. A systematic review of literature was
conducted using CINAHL, Google Scholar, PubMed,
PsycINFO, and Web of Science for RCTs. The search
terms included pain AND fatigue AND sleep distur-
bance AND cancer (2001 through June 12th, 2019).
1025 studies were found, but only 10 met inclusion
criteria for oncology patients over the age of 18,
RCTs (e.g., non-pharmacological or pharmacological
intervention), and measurement of all three symp-
toms (pain, fatigue, and sleep disturbances). A total
of 1176 cancer survivor participants were included
in the 10 studies. Interventions consisted of exercise
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movement (n=3), behavioral (n=3), pharmacological
(n=2), and other therapies (n=2). Forty percent of
interventions were effective in managing the symp-
tom cluster while 50% were effective with 1 or 2
symptoms, and 10% did not manage any symptom.
RCTs to address self-management of the symptom
cluster of pain, fatigue and sleep disturbances are
needed, especially related to treatment efficacy for the
cluster. Only a few interventions have demonstrated
preliminary effectiveness in managing the symp-
tom cluster. However, the long-term effectiveness
of these interventions is unclear, and more research
is needed to develop, test, and implement effective
interventions to manage the symptom cluster of pain,
fatigue and sleep disturbances in cancer survivors.
At the start of cancer survivorship, oncology nurses
should remain attuned to symptoms and symptom
cluster patterns, distress, frequency, and severity to
identify opportunities for intervention development
and appropriate timing to decrease symptom burden.
Therefore, oncology healthcare providers can encour-
age prevention and self-management of symptoms to
provide appropriate resources that will improve the
cancer survivors’ overall quality of life.

REVIEWING CLINICAL CARDIOVASCULAR
GUIDELINES FOR ADULT CANCER
SURVIVORS: IMPLICATIONS FOR ONCOLOGY
NURSING PRACTICE

Jacqueline B. Vo, PhD, RN, MPH, National Cancer
Institute, Rockville, MD; Eileen Dimond, RN, MS,
National Cancer Institute, Rockville, MD; Nonniekaye
Shelburne, MS, CRNP, AOCN®, National Cancer
Institute, Rockville, MD

There are 15.5 million cancer survivors living in the US,
which is projected to increase to >20 million by 2026.
Cancer treatments, such as anthracyclines, trastu-
zumab, immunotherapy, and/or radiation to the chest,
are associated with toxicity to the heart and vascular
systems leading to premature cardiovascular disease
(CVD) in survivors. Breast, lung, multiple myeloma,
lymphoma, and leukemia cancer survivors are par-
ticularly at increased treatment-related CVD risk.
Because cancer survivors are living longer, monitor-
ing for late effects of treatment including premature
CVD is an important component of survivorship care.
Our purpose is to review current clinical guidelines
addressing cardiovascular screening and management
in adult cancer survivors and provide implications for
advanced nursing practice. We identified five survi-
vorship guidelines that address cardiovascular care
of cancer survivors; four were cancer organizations
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(American Society for Clinical Oncology [ASCO],
ASCO/American Cancer Society [ACS], European
Society for Medical Oncology [ESMO], National
Comprehensive Cancer Network [NCCN]); one was
a cardiac organization (American Heart Association
[AHA]). Of the guidelines, three explicitly recom-
mend baseline echocardiograms of left ventricular
ejection fraction (AHA, ASCO, ESMO) for patients
receiving anthracyclines and/or trastuzumab, and the
NCCN deems low (<55%) baseline ejection fraction as
arisk factor for cardiotoxicity. AHA, ASCO, and ESMO
recommend regular screening while receiving car-
diotoxic treatment (e.g., every 3 months), and AHA,
ASCO, ESMO, NCCN recommend screening one year
after completion of cancer treatment. Only ESMO
recommends long-term monitoring for potential
cardiac dysfunction (4 and 10-years after comple-
tion of anthracyclines treatment). The ASCO/ACS
survivorship guidelines references NCCN cardiotox-
icity guidelines; however, its education focus included
recommendations to monitor lipid levels, provide
cardiovascular monitoring, and educate patients on
health lifestyle modification. There is a paucity of data
to support long-term guidelines. Based on current
recommendations, implications for advanced nurs-
ing practice include: 1) facilitating echocardiograms
before, during, and at minimum 1-year after treatment
completion for high-risk patients; and 2) providing
comprehensive, tailored survivorship care to lower
risk of cardiotoxicity via modifying behavioral risk
factors. Current clinical guidelines describe the need
for cardiovascular monitoring of cancer survivors
and highlight the importance of patient education.
Advanced practice nurses can facilitate implemen-
tation of clinical guidelines and provide appropriate
patient education for improved cardiac health.

NURSE-DRIVEN PRACTICES FOR REDUCING
UNNECESSARY ONCOLOGY ADMISSIONS
AND IMPROVING PATIENT CARE ACROSS
THE CONTINUUM: CHANGES TO REFLECT
THE CHANGING HEALTHCARE ENVIRONMENT
Abbey Walsh, RN, MSN, OCN®, Hospital of the
University of Pennsylvania, Philadelphia, PA; Lauren
Cullen, RN, BSN, OCN®, ASQ-CSSGB, Hospital of the
University of Pennsylvania, Philadelphia, PA; Erin
Lightheart, CEQI, Hospital of the University of
Pennsylvania, Philadelphia, PA

Nurse leaders at all levels of an 8oo-bed academic
medical center recognized the need to develop a
partnership between an outpatient Oncology Evalu-
ation Center (OEC) and an Emergency Department
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Observation Unit (EDOU). Oncology patients are
a high-risk patient population with specialized care
needs that often require immediate assessment and
intervention for disease and treatment related com-
plications. Inefficiencies in care transitions jeopardize
patient safety and the delivery of timely, quality care.
Lack of self-reported confidence and knowledge on
oncology-specific care by ED providers also yields pre-
ventable inpatient oncology admissions from the ED.
Establishing a nurse-driven partnership between OEC
and EDOU stakeholders with shared-decision making
is needed to improve clinical practice and care across
the continuum, enhance knowledge of oncology care
in an ED environment, prevent delays in care deliv-
ery, and reduce unnecessary admissions for oncology
patients. Nurse leaders supported Clinical Nurse
Greenbelts to use Lean Six Sigma Methodology includ-
ing statistical analysis and Quality Improvement tools
to improve care transitions through innovative nurse
and APRN driven practices, that aim to eliminate
waste and maximize care quality, workflow, and cost. A
pathway was implemented for patients requiring care
beyond the OEC, but not necessarily an admission, to
transition from the OEC to the EDOU where they can
remain in observation status for up to 48 hours. This
alliance included the development of evidence-based
treatment pathways and education for oncology
specific issues for ED providers; implementation of
standardized EMR documentation and a communica-
tion pathway between departments ensuring efficient
transfer of patient information; and utilization of
the oncology fellow consult service for progressive
care recommendations. The impact of these efforts
resulted in: an increase in OEC patients from 1.74
patients daily (August 2017) to 6.26 patients daily (Sep-
tember 2018); 94% patient satisfaction with OEC care,
81% of OEC patients with a disposition to home, and
87% of OEC patients requiring care in EDOU avoiding
inpatient admissions. Acuity of oncology patients con-
tinues to increase and expand to ambulatory settings,
emphasizing the need to prioritize interventions for
effectively addressing common care complications to:
maximize patient outcomes, streamline transitions in
care to prevent delays, minimize costs, enhance stake-
holder satisfaction, and reduce preventable hospital
admissions. This RN-driven partnership offers other
a translatable care model for other forward thinking
ambulatory care practices and emergency depart-
ments.

BEST PRACTICE FOR UTILIZING A NURSE
PRACTITIONER AND PHYSICIAN ASSISTANT
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IN AN INTERPROFESSIONAL NCI SATELLITE
COMMUNITY PRACTICE

Frances Leonard, RN, MSN, AOCN®, Dana-Farber
Cancer Institute, Boston, MA; Abigail Ciampa, MSN,
APRN-BC, Dana-Farber Cancer Institute, Boston, MA;
Elisia Willette, RN, MSN, Dana-Farber Cancer Institute,
Boston, MA

Patient focused oncology care continues to grow in
complexity and expand geographically. Interprofes-
sional collaboration is essential to comprehensive,
quality care delivery. High performing teams effect
positive outcomes from both the professionals’
and patients’ perspectives. Reduction of errors and
improved patient satisfaction are among the outcomes
shown in studies. A Satellite clinic of a large NCI desig-
nated cancer center developed a strategy for improving
the quality of patient care by incorporating the nurse
practitioner and physician assistant into the team and
developing several strategies for promoting interpro-
fessional collaboration. Team collaboration and care
coordination were important attributes identified in
this process improvement project. Our Satellite physi-
cian base expanded from four full-time physicians to
a practice of ten. Attendings were on site fewer days,
creating gaps in continuity of care. We instituted a new
advanced practice role, utilizing a nurse practitioner
and physician assistant to provide a comprehensive,
cohesive, safe model of patient care. The purpose of
this project was to implement a new interdisciplin-
ary model of care in our Satellite to improve quality
and continuity of care, as well as patient satisfaction
with team collaboration. An interprofessional team
designed a process map for new treatment patients and
a Priority/Pay-Off Matrix. These tools created interven-
tions allowing us to address our purpose. We expanded
the workroom space, instituted a provider communi-
cation board where Attendings listed upcoming new
treatment starts. We conducted an interdisciplinary
“Daily Morning Safety Huddle” in this space, to review
treatment plans for accuracy and completeness, for
each patient. We instituted introductions of the NP/
PA by the Attending to the patient, during the planning
visit. Data demonstrated an increase from 12% to 82%
of chemotherapy patients being introduced to the NP/
PA, from baseline to post care team model implemen-
tation. The voice of the patient was also measured.
Ninety-seven percent of patients strongly agreed that
the NP/PA played an important role in their care,
including being informed and kept up-to-date about
their treatment plans. A defined process for introduc-
ing new treatment patients to the NP/PA established
trusting relationships with patients, families and team
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members. Based on interactions with the NP/PA,
patients reported receiving high quality continuity of
care. Establishing interdisciplinary partnerships and
collaboration is essential in caring for patients across
the oncology continuum.

IMPROVEMENT IN PATIENT SATISFACTION
THROUGH IMPLEMENTATION OF AN
ADVANCED PRACTICE PROVIDER LED
CANCER SURVIVORSHIP CLINIC

Leah Wilson, DNP, APRN, Baylor Scott and White Med-
ical Center Plano, Frisco, TX

Cancer survivorship is broadly referred to as living
with and beyond the diagnosis of cancer. The Insti-
tute of Medicine (IOM) published From Cancer Patient
to Cancer Survivor: Lost in Tramsition in 2005 which
defines the standard of care across the country for
cancer survivorship. A recommendation from this doc-
ument is for all cancer survivors to be presented with
a survivorship care plan (SCP) that includes a sum-
mary of their treatment and the recommended follow
up care including long-term effects of cancer and its
treatment. This evidence-based practice (EBP) proj-
ect utilized a pre-test, intervention, post-test design
to evaluate patient satisfaction with information
received during an advanced practice provider (APP)
led survivorship clinic visit. Adult patients diagnosed
with Stage I, II, or III cancer participated in an oncol-
ogy nurse practitioner led survivorship clinic. Patients
were asked to complete a survey tool prior to the clinic
visit, and then again within thirty days after complet-
ing the clinic visit. The measurement tool was the
European Organization for Research and Treatment
Center (EORTC) Quality of Life information module,
QLQ-INFO25. Responses to the tool were evaluated
for a change in score and were measured for statistical
significance with a repeat measures t-test and McNe-
mar’s test. A statistically significant score was evident
in 8 of the 13 measurement scales. Challenges with the
delivery of survivorship information to patients can
be burdensome to oncology practices. This innovative
project evaluates an alternative method for delivery
of survivorship care. An APP led cancer survivorship
clinic is a meaningful method of delivery of cancer sur-
vivorship care that improves patient satisfaction.

CLINICAL PRACTICE

A MULTIDISCIPLINARY EFFORT TO IMPROVE
COMPLIANCE WITH RECOMMENDED
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ADMINISTRATION GUIDELINES FOR
AZACITIDINE (VIDAZA®) IN A COMMUNITY
HOSPITAL SETTING

Onyinye Mkparu, MSN, MBA, RN, OCN®, Johns Hopkins
Kimmel Cancer Center at Sibley Memorial Hospital,
Washington, DC; Kenneth Kilemi, MSN, MBA, RN,
NEA-BC, Johns Hopkins Kimmel Cancer Center at
Sibley Memorial Hospital, Washington, DC; Mirna
Henriquez, RN, BSN, Johns Hopkins Kimmel Cancer
Center at Sibley Memorial Hospital, Washington, DC;
Allison Steinberg, MSN, MPH, OCN®, Johns Hopkins
Kimmel Cancer Center Sibley Infusion, Washington,
DC; Esther Ahn, PharmD, BCOP, Sibley Memorial
Hospital, Washington, DC

Azacitidine (Vidaza®) is used for the treatment of
all subtypes of myelodysplastic syndromes (MDS),
Chronic myelomonocytic leukemia (CMML) & Acute
myeloid leukemia (AML). This medication has a very
narrow administration timeline; for Intravenous (IV)
formulations, administration must be completed
within one hour of reconstitution, otherwise, the
manufacturer’s data shows that the medication loses
its potency. During a multidisciplinary inpatient audit
process, a community hospital found that its nurses
were not able to consistently meet this one hour
reconstitution to completion of administration goal;
this had implications for the quality of care patients
received, patient satisfaction and the potential cost
of wasted medications. The purpose was to improve
compliance of administration completion of Azaciti-
dine within one hour from pharmacy reconstitution.
Interventions: (a) A multidisciplinary team convened
to review to workflow and identify potential areas
for improvement. (b) Improved pharmacy labels
to ensure expiration date and time were visible and
legible. (¢) Improved audit process to accurately cap-
ture reconstitution timeline within the pharmacy. (d)
Improved premedication delivery times and utilized
intravenous to oral conversion of Zofran to facilitate
early administration. (e¢) Required pharmacy tech-
nician to deliver Azacitidine directly to primary RN.
(f) Educated frontline nurses and pharmacy staff
regarding changes to process and workflow. Prior
to the interventions, 33% of patients reviewed were
within the recommended administration guidelines;
after intervention, compliance was 100%. Frontline
nursing & pharmacy, have a heightened awareness of
the steps and the need to administer this medication
within the recommended timeline. As large health
systems grow and integrate with smaller community
hospitals, complex patient care problems arise and
it is imperative to have a vibrant group comprised of
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physicians, pharmacists, hospital executives, nursing
leaders, admissions, pharmacy, and frontline repre-
sentatives to address these issues. The existence of
this multidisciplinary team helped to identify barriers
and gaps resulting in timely, innovative and effective
solutions. This has; translated to greater education
among frontline nurses and impacted the quality of
nursing care delivered.

COOKING WITH CHEMOTHERAPY: RECIPES
FOR KEEPING YOUR PATIENTS SAFE

Kellie Zeichner, RN, BSN, OCN®, Rutgers Cancer
Institute of New Jersey, New Brunswick, NJ; Andrew
Kass, MSN, RN, AGNP-C, AOCNP®, Rutgers Cancer
Institute of New Jersey, New Brunswick, NJ; Paul
Auriemma, PharmD, BCOP, Rutgers Cancer Institute
of New Jersey, New Brunswick, NJ

With cancer as the second leading cause of death that
affects older patients more commonly and the cur-
rent trend in staffing shortages, the combined result
can create many challenges. In a large NCI-designated
Comprehensive Cancer Center, a vast mix of experi-
ence levels comprise our outpatient infusion center
staff where nurses encounter many different specialty
providers and are tasked with providing treatment to
many different tumor groups via a variety of modali-
ties. If the nurse is well experienced, this may not be
an atypical environment to work in. However, for a
newer nurse to work with this population and these
providers, all the various treatment regimens can be
overwhelming. In order to treat patients safely and
to improve the confidence of the nurses administer-
ing therapy in an environment where management
of oncology patients is becoming more complex,
chemotherapy/tumor group reference sheets have
been developed by a multidisciplinary team to help
organize treatment regimens by tumor groups and
provide the latest symptom management. Addition-
ally, the reference sheets will provide appropriate
teaching points for the patients to follow upon dis-
charge to optimize self-care. Reference chemotherapy
sheets were developed for the 8 most common tumor
groups that exist within our practice. These sheets
include both common chemotherapy regimens
encountered for each group and side effects that are
normally attributed to those treatments. Each sheet
was reviewed within each tumor group in addition
to members of the pharmacy team. Once review of
each tumor group reference sheet has been com-
pleted, education will be rolled out regarding the new
resource. The reference sheet is not intended for use
by nurses on orientation under preceptor supervision.
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Instead, the intent is to provide supplemental
resources to nurses who have completed orientation
and are beginning to function more autonomously.
While the reference sheets are completing the review
process, prior to implementing and rolling out edu-
cation, a survey was developed to establish baseline
comfort levels of nurses in reference to managing
multiple chemotherapy regimens ordered by multi-
ple providers. The survey will be re-distributed to the
same staff after the reference sheets have been fully
implemented to determine whether the intervention
was helpful in improving their comfort level and the
impact on their nursing practice.

EARLY RECOGNITION OF SEPSIS IN THE
OUTPATIENT CANCER CENTER INFUSION
CLINIC

Kathy Keener, MSN, RN, OCN®, St. Joseph Hospital,
Orange, CA; Denise Boyd, MSN, RN, OCN®, St. Joseph
Hospital, Orange, CA

Sepsis is a life threatening response to an infection.
Mortality rates are as high as 25%. Sepsis is the leading
cause of death among hospitalized patients and the
most expensive disease to treat. It is well documented
that early recognition of sepsis saves lives. Despite
various campaigns and the availability of good evi-
dence for treatment, death rates remain high mainly
due to poor identification and delayed interventions.
Sepsis in cancer patients is an oncology emergency.
Infectious complications in oncology patients are the
most common cause of death not directly related to
malignancy. Sepsis screening tools and bundles have
been utilized for years, but are not commonly used
in outpatient settings. Oncology nurses in the Cancer
Center Infusion Clinic are in a crucial position to
recognize early symptoms of sepsis in immunosup-
pressed cancer patients. A clear need was identified
to be able to screen, identify and refer possible sepsis
patients for treatment. In the last quarter of 2017,
33 Oncology patients went to our Emergency Care
Center (ECC), 25 had sepsis and 7 had septic shock. A
quality improvement plan was developed to include:
sepsis education for RNs, an education program for
chemo patients, and qSOFA sepsis screening for all
cancer patients on every visit. A standard work flow
was developed. A 4-month retrospective chart review
identified 21 oncology patients went to the ECC, 15
had sepsis, 6 septic shock. All patients were admit-
ted to the ECC directly from home. No patients were
admitted from the MD offices or Infusion clinic. The
majority (57%) were currently being treated in the
Infusion Clinic. Preliminary results indicate patient
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education was effective. Oncology sepsis patients
decreased during the 4-month period. Also, patients
went to the ECC when symptoms presented instead
of the Infusion clinic. Further investigation needs to
be done on sepsis screening in outpatient oncology
settings. Sepsis screening can be implemented in
other departments within the Cancer Center. Sepsis
patient education needs to expand to Oncologist
offices as well. Limitations include small sample size.
Also no patients in the Infusion Clinic were directly
admitted to the ECC, so it is impossible to determine
the efficacy of RN education.

AROMATHERAPY: IMPROVING SYMPTOM
MANAGEMENT WHILE RECEIVING
ONCOLOGY TREATMENTS AND

IMPLICATIONS FOR CLINICAL PRACTICE
Michele Charles, MS, BSN, RN, OCN®, Moffitt Cancer
Center, Tampa, FL; Amy Bucciarelli, BSN, RN, OCN®,
Moffitt Cancer Center, Tampa, FL; Jennifer McClennon,
MSN, RN, CNL, Moffitt Cancer Center, Tampa, FL
Although the term aromatherapy is relatively new, the
use of essential oils for healing and symptom man-
agement dates back to ancient Greece, China, and
Egypt. Oncology patients often report symptoms of
anxiety and nausea prior to or during infusion treat-
ments. Creating a healing environment and providing
patients with a sense of control is of benefit to over-
all care of this population. Literature supports using
aromatherapy to help control symptoms and healing.
No adverse effects or drug interactions were found
in articles reviewed. Also, aromatherapy is widely
used in modern healthcare throughout the world;
however, not extensively in the United States. An evi-
dence-based practice project was designed to explore
the effects of aromatherapy packets on self-reported
symptoms of anxiety and/or nausea in patients
receiving infusion therapy. Three outpatient infusion
centers at a comprehensive cancer center collected
data over a six-month period. Patients who expressed
feeling anxiety and/or nausea were asked to rate the
level of intensity both before and after inhaling a reus-
able aromatherapy blend packet during their infusion
treatment. Results demonstrated an improvement of
both anxiety and nausea after using the aromatherapy
packets. Patient reports of nausea were reduced by
57% between pre- and post-treatment, while patient
reports of anxiety were reduced by 53%. Patients
also reported that aromatherapy helped relieve their
nausea as 3.1 out of 5 on 5-point scale, while patients
reported that aromatherapy helped relieve their anx-
iety as 3.2 out of 5 on a 5-point scale. Implications for
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clinical nursing practice are substantial. Since the
project was completed, the electronic health record
was modified to include specific nursing assessment
questions for anxiety and nausea. The aromatherapy
packets are ordered and stocked on each unit and
offered to patients as needed. Although patients are
not charged for the packets their use is indicated on
the charge ticket for tracking purposes. Receiving
oncology treatments can trigger many symptoms
and feelings for patients, including lack of control in
their care. Empowering patients to play an active role
in symptom management through use of aromather-
apy may actually enhance feelings of control, thereby
increasing patient satisfaction.

A PROACTIVE NURSING CARE APPROACH

TO REDUCE UNPLANNED HOSPITAL
ADMISSIONS FOR PATIENTS RECEIVING
CHEMORADIATION FOR GASTROINTESTINAL
CANCER

Barbara Kraska, BSN, RN-BC, Seidman Cancer Center
University Hospitals, Cleveland, OH; Jennifer Dorth,
MD, Seidman Cancer Center, University Hospitals of
Cleveland, Cleveland, OH; Nicholas Damico, MD,
Seidman Cancer Center University Hospitals,
Cleveland, OH; Ellen Tiemeier, MBA, Seidman Cancer
Center University Hospitals, Cleveland, OH

Concurrent radiation and chemotherapy (CCRT) for
gastrointestinal (GI) cancer can cause numerous,
acute side effects including malnutrition and dehy-
dration that subsequently can lead to unplanned
hospital admissions. In 2017, the Seidman Cancer
Center embarked on a quality initiative to reduce
the admission rate of patients with GI cancer receiv-
ing CCRT from 42% to a target goal of below 27%.
Baseline symptom management, preventative intra-
venous (IV) hydration, and nutrition counseling
are evidence-based interventions that can be initi-
ated and managed by the radiation oncology nurse.
The purpose of this project was to plan, implement,
and evaluate a proactive approach during radiation
therapy to reduce unplanned admissions in this vul-
nerable population. Interventions were initiated by an
interdisciplinary committee in 2018. At consultation,
all patients were screened by the radiation oncology
nurse using an institutional scoring tool to identify
nutritional deficits. Following screening, the dieti-
cian met with all patients regardless of score. Patients
were informed at consultation that they would be
evaluated by the infusion center by week three of
treatment for weekly IV hydration. On a weekly
or biweekly basis, the radiation oncology nurse
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performed focused assessments, took orthostatic vital
signs, and evaluated the patient’s weight, skin, and
bowel function. Dieticians performed calorie counts
and discussed hydration and oral nutritional needs.
Patients with feeding tubes received ongoing evalu-
ation for functionality, skin breakdown, and the need
for supplemental IV hydration. Pain issues, which
can interfere with patient’s ability and desire to eat,
were monitored closely by the nurse. Referrals to pain
management were made promptly, if needed. Data
were collected during radiation treatment and thirty
days after. The average rate for unplanned admissions
demonstrated a significant reduction from the prein-
tervention rate of 28% to 7% postintervention. The
radiation oncology nurse can make a positive impact
on patients with GI cancers receiving CCRT through
the process of early targeting, focused symptom man-
agement and utilizing interventions that optimize
hydration and nutrition. Because radiation therapy is
given on a daily basis, the radiation oncology nurse
has the unique opportunity for frequent patient inter-
actions allowing for frequent assessments and close
monitoring. By adopting a proactive approach to
symptom management, the radiation oncology nurse
plays a pivotal role in reducing the rates of unplanned
interruptions of treatment and unplanned hospital
admissions.

FEBRILE NEUTROPENIA: A JOURNEY TO
IMPROVED TIME TO TREAT

Sarah Dean, BSN, RN, OCN®, Wentworth-Douglass
Hospital, Dover, NH; Marissa Arsenault, MSN, RN,
OCN®, Wentworth-Douglass Hospital, Dover, NH;
Karen Servacek, CTR, Wentworth-Douglass Hospital,
Dover, NH; Anne Cogan, MSN, RN, OCN®,
Wentworth-Doulgass Hospital, Dover, NH

Febrile Neutropenia (FN) is an oncologic emer-
gency with high morbidity and potential mortality if
not treated quickly and appropriately. There was a
lack of standardization for febrile neutropenia man-
agement at Wentworth-Douglass Hospital (WDH)
and the Seacoast Cancer Center (SCC). The process
was not optimal for timely recognition, evaluation
and treatment of patients presenting with suspected
febrile neutropenia as recommended by the Ameri-
can Society of Clinical Oncologists and the Infectious
Diseases Society of America. The recommendation
of administration of antibiotics within 60 minutes
of recognition was not being met. In June of 2017
an RN attending the Oncology Nursing Society
Congress learned about oncology centers that had
improved processes through clinical pathways. This
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RN strongly advocated for improvement in the time
from triage to antibiotic administration by creating
a nursing pathway. A multi-disciplinary team of an
SCC RN and medical oncologist, infectious disease
MD, the oncology pharmacist and quality staff met
over 15 months to create an Adult Febrile Neutrope-
nia policy which includes a nursing pathway and an
order set. These were designed to best support the
work flow of the SCC. Education of providers, nurs-
ing, and support staff took place over several weeks in
October of 2018. Once implemented a smaller team
consisting of nurses from the SCC has continued to
work on improving the process. Further improve-
ments have been made including creating a label to
alert the lab that the absolute neutrophil count results
should be prioritized over other STAT labs from the
SCC. Work is ongoing to improve the coordination of
care across WDH for at risk oncology patients. In the
year since implementing the policy, nursing pathway
and order set there has been a steady improvement
in the number of patients receiving antibiotics within
60 minutes of triage. In order to deliver the highest
quality care it takes a team approach and willingness
to make continual improvements.

3 WISHES: MAKING A DIFFERENCE AT END
OF LIFE

Allegra Bell, BSN, RN, OCN®, UCLA Health, Santa Mon-
ica, CA; Patricia Jakel, RN, MN, AOCN®, UCLA Health,
Santa Monica, CA; Rayna Ewer, BSN-RN, OCN®, UCLA
Medical Center, Santa Monica, CA; Rebecca Bank,
BSN, RN, OCN®, UCLA Health, Santa Monica, CA

The overall goal of 3 Wishes Project (3WP) is to
improve the quality of the dying experience. Eli-
gible patients are those who are imminently dying
(patients who are on end-of-life symptom man-
agement protocol or who are being discharged on
home hospice). Family members are approached and
offered ways to celebrate the patient’s life. The dying
process in the hospital environment is often in the
medical realm: titration of medications, questions of
treatments to continue or discontinue, and discus-
sions about code status. However, for patients and
families this sacred time ought to be devoted to the
human aspects of dying: celebrating the life of the
individual, expressing love and gratitude, and engag-
ing in the emotional processes that allow for healing
in a time of grief. Two nurses will discuss the goal
of compassionate care, and how meaningful deaths
are being fulfilled by 3 Wishes. We will present our
data on health care provider’s burnout and resiliency
pre and post initiation of the 3WP on the inpatient
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oncology unit at a large academic medical center.
Also, we will share examples of wishes granted and
the process to fulfill the wishes. This project seeks to
redefine the dying process by refocusing patients’and
family members’ attention towards honoring one’s
life and celebrating what remains. We will discuss
successes, barriers and the effects on the healthcare
team. The 3WP on the oncology ward is important
as it aims to help families engage in celebration,
remembrance, and healing through the fulfillment
of ‘wishes’ that are cooperatively constructed from
the unique characteristics of the patient and family.
Wishes, such as performing a wedding, decorating
a patient’s room to humanize the environment, or
creating physical mementos, help families to shift
the focus away from the medical aspects and back
to their emotional processing. Moreover, for many
of our providers, this is a way to remain engaged and
express compassion even when “there is nothing left
to be done.” In the spirit of compassionate care we
believe that humanizing the dying process benefits
all of us, leading to healing families and more caring,
loving providers.

THE POWER OF AN ORDER SET:

A STANDARDIZED APPROACH TO END

OF LIFE CARE

Megan Dolim, MS, RN, OCN®, Huntsman Cancer
Hospital, Salt Lake City, UT; Melissa Wright, BSN, RN,
OCN®, Huntsman Cancer Hospital, Salt Lake City, UT;
Kencee Graves, BS, MS, FACP, University of Utah
Hospital, Salt Lake City, UT; Jaclyn Piper-Williams,
APRN, MSN, Huntsman Cancer Hospital, Salt Lake
City, UT; Tonya Smith, PharmD, BCPS, Huntsman
Cancer Hospital, Salt Lake City, UT; Lawrence Marsco,
MSN, RN, OCN®, Huntsman Cancer Institute,
University of Utah Health, Salt Lake City, UT

Managing end of life care requires a finesse that
oncology nurses have the unique capability to pro-
vide to those that are in the process of dying. Nurses
take ownership of this process to allow for a smooth
transition from this life on (ie. comfort care). A bar-
rier was discovered to this process for nurses and
providers in the inpatient oncology setting. Within
Epic, a variety of comfort care order sets existed
that lacked clarity and totality. As a result, providers
strayed away from using the comfort care order sets
putting in orders unsystematically resulting in con-
fusion for the nurses as well as medication errors.
Additionally, comfort care orders often required con-
siderable modifications resulting in a frequent need
for order clarification and revision. Ultimately, the
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lack of a standardized process for placing orders on
comfort care patients affected the entire care team
including the patient. To address these gaps in care,
a standardized comfort care order set was developed
resulting in only one comfort care order set available
system wide for providers to use. Removing the vari-
ety of order sets streamlined the process, allowing
patients across the hospital to receive the same high
level care no matter their location. Creating the stan-
dardized comfort care order set was not enough on its
own. Education to providers, pharmacy, and nursing
staff was required to get the word out about the new
process. Support from the Supportive Oncology and
Survivorship team as well as pharmacy was key for
educating nurses on the order set. Although nurses
do not place these orders, they are highly influential
in encouraging providers to use this order set instead
of placing their own ad-hoc orders. To measure the
impact of this standardized order set, provider utili-
zation of the comfort care order set for patients at the
end of life was the primary measurement. A secondary
measurement was to assess a decrease in comfort care
medication error rates. This initiative shed light on
the importance of a standardized process for caring
for patients at the end of life. A clear process gives
way for oncology nurses to care for these patients at
their highest level of skill and knowledge.

CHALLENGES IN IMPLEMENTING A SCALP
CRYOTHERAPY PROGRAM FOR
CHEMOTHERAPY-INDUCED ALOPECIA

Mimi Bartholomay, RN, MSN, Massachusetts General
Hospital, Boston, MA; Dina Hagigeorges,
Massachusetts General Hospital, Boston, MA; Karyn
Morgan, RN, MSN, Northwestern Memorial, Chicago,
IL; Christine Marujo, AD, Massachusetts General
Hospital, Boston, MA

Chemotherapy-induced alopecia (CIA) is a common
and distressing side effect of cancer chemotherapy
and can influence a patient’s decision to accept or
decline treatment. CIA has been associated with lower
self-esteem, poorer body image, and altered quality of
life (QOL). It is one of the most traumatic side effects
patients can experience, and it is a visible reminder
to patients and those around them that they are
undergoing cancer treatment. With the emergence of
newer FDA-approved technologies and mounting evi-
dence regarding efficacy of Scalp Cryotherapy (SC), it
became imperative that SC Program be instituted in
the Cancer Center. What seemingly was going to be a
simple implementation of a new technology became
a complex, challenging program to implement. A
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multi-disciplinary group was organized with repre-
sentation from the Cancer Center, the Infusion Unit,
and Dermatology to oversee implementation of the
new SC Program. The CIA Prevention, Education,
and Treatment Team (CHIAPET) was formed with
a mission “To serve the needs of our patients with
cancer undergoing chemotherapy by providing con-
venient and equitable access to scalp cryotherapy to
prevent chemotherapy induced alopecia.” The CHI-
APET team reviewed all available technologies and
developed the general workflows. A Clinical Research
Coordinator was funded to assist with implementa-
tion and data collection regarding efficacy, QOL and
decision-making considerations. An equity program
was developed so all patients had equal access to SC
technology. The scheduling system was updated to
include scheduling both patients and SC machines
together, which a Patient Service Coordinator man-
aged through use of a dedicated email box. Extensive
education was provided to the physicians and nurs-
ing staff; super-users were identified. After successful
implementation, there proved to many unforeseen
challenges, including but not limited to: RN resis-
tance to SC; disruption of RN workflow; managing
realistic patient expectations; increased chair time;
need for dedicated, private post-SC area; managing
provider requests for off-label use; modifying Oxal-
iplatin-based chemotherapy orders to accommodate
SC; need for prioritization of machines given limited
resources; and need for patient altering prior to first
treatment. Although SC can be challenging to imple-
ment, the hurdles are not insurmountable. It has the
potential to impact positively on a patient’s cancer
experience and can give the patient a sense of control
during a distressful time.

OSTOMY 101 CLASS: MEETING THE NEEDS
OF THE ONCOLOGY OSTOMY PATIENT

Estrella Harrison, RN, BSN, CWOCN, UCSD Moores
Cancer Center, La Jolla, CA

More than 700,000 Americans have had ostomy sur-
gical diversions. Every year about 40,000 individuals
receive an ostomy diversion due to an oncology diag-
nosis. Surgical techniques, such as laparoscopic and
robotic surgery, have decreased the length of hospi-
tal stays. Therefore, the earlier discharge of the new
ostomate (individual with an ostomy) has decreased
the available time for ostomy education. Moreover,
access to education from a Certified Wound, Ostomy
and Continence Nurse (CWOCN) through a Home
Health Agency or outpatient clinic is rare due to few
WOCNSs in the community. By establishing a monthly
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Ostomy 101 Class that provides outpatient ostomy
education for new ostomates in the community, class
attendees gain knowledge about ostomy care, build
their confidence about ostomy care and make adjust-
ments to a “new normal” living with their ostomies
and maintaining their quality of life. The two-hour
Ostomy 101 Class, scheduled monthly during the
past year, covers the surgical procedure, stoma site
marking, post-operative ostomy care-management of
common pouching issues, prevention and treatment
of common skin irritation and how to obtain supplies.
It also provides resources needed for ostomates to be
confident about life after surgery, including tips for
wardrobe, going back to work, swimming, travel, exer-
cise, and intimacy. At an Ostomy 101 Class, attendees
(n=31) completed two Likert scale surveys (o=low;
5=high), Pre- and Post-class. Attendee responses
Pre-class, scoring o: No Knowledge about ostomy
care (26%), No confidence (42%), No adjustment
after surgery (45%). Attendee responses Post-class,
scoring 5: Knowledgeable about ostomy care (35%),
Confident (36%), Able to adjust after surgery (48%).
Ostomy 101 Class attendees confirmed that the Class
provided valuable education to new ostomates about
their ostomy care, built their confidence about func-
tioning with their ostomies and increased their ability
to adjust to their ostomies. As a method of collabo-
rative patient education designed and presented by a
Certified WOCN and an experienced ostomate, the
Ostomy 101 Class is an innovative forum, providing
patient education and support to new ostomates. Post
class surveys from Class attendees confirmed that the
Ostomy 101 Class can serve as a template for outpa-
tient ostomy education, relaying information about
ostomy care, boosting confidence about ostomy care
and supporting quality of life for ostomates.

IMPROVING ANTIBIOTIC STEWARDSHIP
THROUGH NURSE-DRIVEN PENICILLIN
ALLERGY TESTING

Faye Inumerables, MSN, RN, ACNS-BC, OCN®, MSKCC,
Brooklyn, NY; Erica Fischer-Cartlidge, DNP, CNS,
CBCN®, AOCNS®, Memorial Sloan Kettering Cancer
Center, New York, NY

The Center of Disease Control and Prevention esti-
mates 10% of patients in the United States report
allergy to penicillin, however <1% are truly allergic.
Approximately 80% lose their sensitivity to penicil-
lin after 10 years. Penicillin allergic patients are at
higher risk for VRE, MRSA, Clostridium Difficile, and
prolonged hospital stays. There is also an increase in
financial toxicity when more expensive antibiotics are
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utilized. Correctly identifying patients who are not
truly allergic can decrease use of unnecessary antibi-
otics and potential resistance. At one NCI-designated
Cancer Center, a Penicillin Allergy Testing program,
was developed to reduce inappropriate utilization of
antibiotics in the inpatient and outpatient settings.
An interdisciplinary group of nursing, Infectious
Disease (ID), administration, pharmacy, and clinical
nurse specialists (CNS), met to establish workflows,
policies, and electronic documentation. The program
started in the inpatient setting but transitioned out-
patient to more proactively identify patients without
active infections. The program was initiated in Bone
Marrow Transplant patients due to their high likeli-
hood of needing antibiotics during their treatment
course and the need for triplicate treatment if unable
to receive penicillin. It was expanded to include all
hematology patients. The workflow initiates with the
clinic nurse screening all new patients with reported
penicillin allergies for eligibility. Once verified by ID,
the patient is scheduled for testing in the infusion unit
where they are educated, consented and tested using
a 3-step process (scratch test, intradermal injection
and IV challenge dose). Since inception, 98 patients
were eligible (50% outpatient; 50% inpatient) and
04% of tested patients were negative and their allergy
was removed; 3% tested positive and the allergy was
maintained; 3% had delayed reactions of localized
rash. No cases of anaphylaxis were noted. Penicillin
Allergy Screening and Testing is important to be part
of the nursing assessment specially for new oncology
patients. Knowing and proving that a patient is not
truly allergic to penicillin can potentially impact man-
agement of infectious disease and could lead to better
patient outcome.

SURVIVORSHIP CARE MODEL FOR PATIENTS
WITH METASTATIC NEUROENDOCRINE
TUMORS

Angela Laffan, MS, NP, UCSF, San Francisco, CA
Neuroendocrine tumors are rare often indolent
tumors. Approximately 22% of patients present with
metastatic disease at diagnosis and can live with met-
astatic disease for years. These patient’s often don’t
identify as cancer survivors and don’t meet the cri-
teria for care in traditional survivorship clinics. The
purpose of this project was to develop, implement and
evaluate a multidisciplinary neuroendocrine wellness
clinic which addresses the unique survivorship/holistic
needs of patients living with metastatic neuroendo-
crine tumors. Patients from the Norcalcarcinets/UCSF
neuroendocrine tumor support group were recruited
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to participate in a focus group assessing the need for
and interest in attending a neuroendocrine wellness
clinic. Based on feedback, a multidisciplinary neuroen-
docrine wellness clinic was established. It comprised
of a dietician, nurse practitioner, social worker, cancer
resource specialist and exercise counsellor. Patients
are seen in the consult clinic in 30 minute increments
by each provider. Patients are given the opportunity to
have individual follow up appointments with the dif-
ferent providers as needed. Upon completion of each
clinic visit, patients are asked to complete a post-clinic
survey to assess satisfaction and helpfulness of the
experience. Patients in the support group overwhelm-
ingly agreed with the need for holistic care. Patients
identified with the term “wellness” rather than sur-
vivorship. Patients were supportive of meeting with
multidisciplinary providers on one day to decrease the
financial burden of transportation and time off work. A
referral was developed in the electronic medical record
and patients were referred to the wellness clinic from
neuroendocrine oncology clinic. Over the course of 16
months, 48 patients were referred to the neuroendo-
crine wellness clinic and 83% of patients complied with
the referral. 60% of patients completed a post-visit
survey, 84% of patients said that they were extremely
satisfied with the overall clinic experience, 100% of
patients were very satisfied/extremely satisfied with the
information received. 100% of patients said the clinic
meet their expectations and 100% of patients would
recommend the clinic to other patients. The multidis-
ciplinary neuroendocrine wellness clinic achieved its
goal of meeting the holistic needs of this unique patient
population. The implementation of the wellness clinic
demonstrated that the project was feasible and it was
met with high levels of patient satisfaction.

INITIATING A PRIMING PRACTICE CHANGE
TO REDUCE HYPERSENSITIVITY REACTION

IN PATIENTS RECEIVING RITUXIMAB
INFUSIONS

Flora Kechedjian, MSN, RN, OCN®, CNL, BMTCN®,
Stanford Healthcare, Stanford, CA; Theresa Latchford,
MS, RN, CNS, AOCNS®, BMTCN®, Stanford Health Care,
Los Gatos, CA; Lauren Giordano, RN, BSN, Stanford
Health Care, Palo Alto, CA; Michael Baron, RN, BSN,
OCN®, Stanford Health Care, Palo Alto, CA; Casey
Schade-Villanueva, BSN, RN, OCN®, PCCN, Stanford
Health Care, Palo Alto, CA; Lauren Dolan, RN, BSN,
Stanford Health Care, Palo Alto, CA

On an academic Hematology and Oncology unit,
patients may be developing higher incidences of
hypersensitivity reaction to Rituximab compared to
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industry standards with a lack of standard operat-
ing procedures that are supported by evidence. After
reviewing a ONS publication, a staff nurse addressed
the lack of standards with Rituximab priming as pro-
ponent to hypersensitivity rate reactions. The purpose
of this process change was to lower the incidence of
hypersensitivity reaction by educating and develop-
ing a standard workflow for Rituximab priming and
infusing. Prior to this project, there was no standard-
ized workflow or guideline for nursing staff to follow.
There were multiple different methods of Rituximab
set ups. Team also discovered variation in practice on
restarting infusion after a reaction as well as commu-
nication on subsequent cycles. Approximately over
half of the patient with first time Rituximab admin-
istration experienced a reaction. Literature review
was performed which supported the premise of this
project. Process team members consulted with the
manufacturers nurse educator to verify medica-
tion guidelines. Manufacturers administration and
priming guidelines were reviewed. Government and
professional practice criteria for hazardous drug
administration was reviewed to ensure Rituximab
priming would not pose any exposure risk for nursing
staff. Standard work was created to help streamline
the workflow by use of Tip Sheets. Nursing staff was
educated and taught one-on-one with new Rituximab
priming methods and standard work. Restarting of
infusions after a reaction and communication of sub-
sequent cycles is currently being addressed. Staff was
open to standard work development and changes with
Rituximab infusions. There has been less documented
use of hypersensitivity rescue medications given since
this implementation. Staffing ratios with first time
rituximab has improved with less reactions and stan-
dard workflow. The development of standard work
based on current evidence can improve the nurses’
workflow, as well as decrease the use of rescue medi-
cation and improve patient experience.

DECREASING EMERGENCY DEPARTMENT
VISITS AND INPATIENT ADMISSIONS 30

DAYS POST-CHEMOTHERAPY

Amanda Musial, MN, RN, MBA, OCN®, University
Hospitals Geauga Medical Center, Chardon, OH; Katie
Ludlow, RN, BSN, University Hospitals Geauga Medical
Center, Chardon, OH

Chemotherapy side effects experienced by cancer
patients can be severe, resulting in emergency depart-
ment (ED) visits and inpatient admissions. Nurses
can predict these manageable side effects, and if
proactively assessed and addressed can increase the
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patient’s quality of life and decrease healthcare costs.
To decrease the number of ED visits and inpatient
admissions by 30% through side-effect management
30-days post chemotherapy. This will be accomplished
through the use of a screening tool and follow-up
monitoring plan. There are ten diagnoses included as
manageable chemotherapy side-effects by the Centers
for Medicare & Medicaid Services (CMS). An assess-
ment tool was developed utilizing unit data from the
CMS dry run in 2016, multidisciplinary team feed-
back, and current literature. Contributing factors were
defined for what may increase a patients’ risk of an ED
visit and/or inpatient admission. This tool was utilized
by the nurse navigator upon patient referral and at
the first visit to the cancer center. When a patient is
identified as high-risk for experiencing one of these
side effects, the patient was put on a follow-up call
schedule after each chemotherapy treatment. A nurse
calls these patients 57 days following every chemo-
therapy treatment and completes a comprehensive
phone assessment. From this assessment a number
of outcomes may be implemented. The patient may
only need education on signs and symptoms to report
or symptom control measures they can implement
at home, such as a new home medication. Patients
could require a call back in 2448 hours for further
assessment, and/or asked to come in for a physical
assessment and supportive care measures within the
infusion center. Of the high risk patients identified,
32.7% required an intervention resulting from the
assessment call. There was a 54% decrease in ED and
inpatient admissions for qualifying encounters within
a 12-month period. Oncology nurses are integral to
patient education, a vital component in ambulatory
setting to assure adherence to the follow-up care plan.
Patients require care when outside the clinic space,
a nurse-driven approach to assuring safe care within
the home can prevent poor outcomes. CMS intends to
reduce ED visits and inpatient admissions for predict-
able conditions that are treatable in the ambulatory
setting. The overall goal is to assess the outpatient
care and inform on quality improvement efforts.

BEYOND THE BIRDS AND THE BEES: A
STANDARDIZED PROCESS FOR FERTILITY
PRESERVATION WITHIN THE HEMATOLOGY/
ONCOLOGY SERVICE LINE

Julia Olsen, MN, RN, CNL, Froedtert & Medical College
of WI, Milwaukee, WI; Nancy Froggatt, MN, RN, CNL,
Froedtert & Medical College of WI, Milwaukee, WI

A diagnosis of cancer can be devastating and over-
whelming for any patient. For those of child bearing
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age, learning that the cancer treatments can negatively
impact their fertility can cause more stress toan already
stressful situation. There are nearly 500,000 cancer
survivors of reproductive age in the United States;
it is important to discuss fertility preservation prior
to treatment so that patients understand all options
available to them. Previously, one nurse coordinator
within a large academic medical center was responsi-
ble for providing fertility preservation education to all
hematology/oncology patients identified by physicians
as candidates. This created a heavy workload burden
on a single employee and our team identified gaps in
access to this information for patients. The purpose
of this project is to standardize the process of provid-
ing inpatient hematology/oncology patients with the
proper information regarding fertility preservation
options and offering sperm cryopreservation to male
patients prior to undergoing treatment. Clinical nurse
leaders at a large academic medical center created a
standardized method of fertility preservation educa-
tion and services for inpatient hematology/oncology
patients. This new method includes specific handouts/
educational resources, structured consultations by
designated staff members with standardized docu-
mentation, coordination with the andrology lab and
courier services, and collaboration with the interdisci-
plinary team. All handouts and educational resources
have been vetted through the health system’s Repro-
ductive Medicine Center and the hematology/oncology
leadership team. The entire process has been orga-
nized into an easy-to-follow flowchart diagram so that
coordinators follow the appropriate process and do
not miss any pertinent steps. The goal of this project
is to have a standardized method for providing fertil-
ity preservation education and services to inpatient
hematology/oncology patients. Since the implemen-
tation of this new method, we have ensured that all
patients receive current and accurate information, and
have the necessary resources available to make an edu-
cated decision related to their future fertility needs.
Providing fertility preservation information and ser-
vices to hematology/oncology patients ensures that
they are knowledgeable about their fertility risks asso-
ciated with cancer treatment and are provided with all
options available to minimize or mitigate these risks
for life after cancer. Other institutions may wish to
adopt this method to ensure patients receive timely
and necessary fertility preservation information prior
to starting treatment.

DON’T PUT OFF UNTIL TOMORROW WHAT
YOU CAN DO TODAY: A PROCESS IMPROVE-

ONF.ONS.ORG



Downloaded on 05-02-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

MENT PROJECT FOR EARLIER DISCHARGE
TIME FOR ONCOLOGY PATIENTS

Nancy Froggatt, MN, RN, CNL, Froedtert & Medical
College of WI, Milwaukee, WI; Julia Olsen, MN, RN, CNL,
Froedtert & Medical College of WI, Milwaukee, WI

The majority of discharges from three HemOnc units
at this academic medical center occurred after 1500.
The delay in discharging patients caused an overlap
with peak admission times, putting undue pressure
on both staff and patients due to boarding patients
in outpatient spaces and Intensive Care Units. While
nursing staff ratios remain steady between shifts, Pro-
vider staffing reduces in the late afternoon during this
peak discharge/admission time overlap. After several
safety events were attributed in part to this overlap,
a multidisciplinary team of Registered Nurses, Pro-
viders, Pharmacists, Case Managers, Social Workers,
and a Process Improvement Specialist assembled to
identify opportunities for earlier discharges. For one
month, Charge Nurses gathered information on activ-
ities that were being performed for patients on the
day of discharge. This effort identified opportunities
around transportation arrangements, blood prod-
uct transfusions, prescription delivery, scheduling
of outpatient appointments, and Attending Physi-
cian rounding. Nursing, Provider, and Pharmacy staff
created lists of tasks their respective discipline per-
forms 24- and 48-hours prior to discharge. Conflicting
tasks were identified and workflows were adjusted
accordingly. Laminated checklists of the improved
workflows were provided to staff and poster-sized
checklists were hung in shared spaces and work areas.
The project team met every two weeks to monitor
progress and identify barriers. In the first quarter
after implementation, the distribution of discharges
shifted with an increased number of discharges
in every hour between 1000 and 1400, the largest
increase occurring between 1200 and 1300. The
improvements continued across all three units in the
second quarter but the most significant improvement
occurred on the transplant and cellular therapy unit.
This unit achieved a nearly one hour improvement
in peak discharge time and a 1.5 hour improvement
in average discharge time. Lessons learned for this
patient population are being applied to the other
oncology populations. This process improvement
project has highlighted the importance of coordi-
nated efforts among the multidisciplinary team. Small
tests of change with close monitoring and frequent
adjustments throughout the project have resulted in
positive changes that affect both patients and staff,
and this approach easily translates into almost any
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problem scenario. The successes of this project are
forming the foundation for another project to reduce
average inpatient length of stay.

UTILIZATION OF EVIDENCE-BASED
PRACTICE (EBP) COMPETENCIES IN THE
DEVELOPMENT OF AN ONCOLOGY NURSE
NAVIGATOR (ONN) ORIENTATION MODEL
Suzie Allen, MSN, APRN, AGCNS-BC, AOCNS®, OCN®,
Winship Cancer Institute, Emory Healthcare, Atlanta,
GA; Joanne McAuliffe, DNP, RN, OCN®, NEA-BC, Life-
Bridge Health System, Baltimore, MD; Karen Russell,
MSN, RN, AOCNS®, Emory Healthcare, Winship Cancer
Institute, Atlanta, GA

A long-established ONN program existed in a
National Cancer Institute designated Comprehensive
Cancer Center (NCICCC) but lacked structure and
defined outcomes as a navigation program. Practice
depended on the setting, local needs, and physi-
cian demands. A common set of core competencies
and baseline performance was needed for all ONNs
regardless of specialty. This multi-phase project
was designed to evaluate the application of the 2017
ONN core competencies to build an evidence-based
orientation model for novice ONNs in an NCICCC.
Phase 1 involved assessing current-state role and job
functions, reviewing the job description, developing
competency measurement requirements, identify-
ing learning opportunities from self-assessment, and
developing ONN education. Incumbent ONNs were
evaluated to ensure minimum qualifications were
met. They provided input into operationalizing
competencies for role delineation. Pre- and post-ed-
ucation self-assessments were utilized to identify
learning opportunities and led to the development
of learning plans and schema for an emerging ONN
program. A two day multi-modal education course
was developed to address competency areas collec-
tively ranked weakly. Criteria for each competency
were identified as a method of measurement. Prior to
intervention, ONNSs scored themselves as Level Zero
or One (limited experience and knowledge) for 19 of
40 competencies. Post education, only five competen-
cies were rated Level One or less and the number of
ONN s indicating an acceptable level of proficiency
for each competency increased by 50% to 100%. All
of the ONNSs reported appreciation of the education
course along with improved confidence and knowl-
edge. While, utilizing nursing competencies is not
new practice. However, developing an orientation
program framework that allows ONNs to measure
improved performance of required knowledge in
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their roles will have far reaching implications. Oper-
ationalizing the 2017 ONN competencies established
baseline measurement requirements for ONN educa-
tion. This framework will be utilized moving forward
for novice ONN onboarding and professional devel-
opment. The ONN core competencies guided the
development of an evidence-based practice orienta-
tion framework and allowed standardization across
disease specialty nursing practice. This orientation
model prepares nurses with a variety of oncology
experience and applies nursing competencies across
the broad continuum of oncology care. This abstract
will add to the literature relevant to the application
of the ONS ONN competencies in development of an
orientation program model.

COORDINATION OF CARE FOR PATIENT
RECEIVING RADIATION THERAPY FOR HEAD
AND NECK CANCERS

Suzanne Sanders, RN, Sarah Cannon at Johnston
Willis Hospital, Richmond, VA

The radiation oncology nurse plays a key role in coor-
dination of care with patients receiving head and neck
(H&N) radiation therapy. Through the nursing pro-
cess and evidence-based practice, the goal is to insure
there are minimal delays in care, implement measures
to decrease the severity of toxicities and manage
toxicities earlier to prevent missed treatments and
hospitalizations. It isimportant for the nurse to under-
stand the anticipated toxicities based on treatment
field, early intervention to manage toxicities, collabo-
rate with members of the multidisciplinary team, and
begin patient education at the time of consult. The
project purpose was to determine if a nurse led mul-
tidisciplinary team would improve the process and
coordination of care for patients receiving radiation
therapy for H&N, and thus lead to minimizing delays
in care, implementation of measures to decrease and
manage toxicities earlier, and prevention of missed
treatments/hospitalizations. Features put into place:
an educational program by the radiation oncolo-
gist detailing the unique needs of these patients;
implementation of biweekly/PRN OTVs with an RN;
establishment of collaboration with the gastroenter-
ologists for PEG placement; assuming responsibility
for patient education and care of PEG by the radiation
RN in partnership with the dietitian; early collab-
oration with the social worker; implementation of
new skin care and additional oral care measures. A
2018 review of our “Missed Treatments Report” and
“Morbidity and Mortality Report”, was conducted
to identify patients who received treatment to the

24 ONCOLOGY NURSING FORUM MARCH 2020, VOL. 47, NO. 2

H&N, the number and reason for missed treatments,
and interventions taken to address these issues.
A more in depth review was performed to deter-
mine if outcomes could have improved with a nurse
lead, multidisciplinary team. The results of the 2018
review: four patients, missed a combined 11 days, two
admissions and one incomplete course of treatment.
After implementing these changes, results from Jan-
June 2019 showed nine H&N cancer patients treated,
toxicities were grade <2, one patient with weight loss
of >10%, a combined total of 5 missed treatments,
zero hospitalizations. The addition of the new fea-
tures have improved outcomes by decreasing the
number missed treatments, no hospitalizations, and
100% completion rate. Ongoing research to assess the
severity and timing of toxicities, addition of speech
therapy and implementation of technologies, ie. low
level laser therapy, to improve patient outcomes.

NURSE-LED MEDICATION RECONCILIATION
SAFETY INITIATIVE

Kathy Mooney, MSN, RN, ACNS-BC, BMTCN®, OCN®,
Sidney Kimmel Comprehensive Cancer Center at
Johns Hopkins, Baltimore, MD; Emily Kornet, BSN, RN,
CCRN, Sidney Kimmel Comprehensive Cancer Center
at Johns Hopkins Hospital, Baltimore, MD; Jamie
Seashore-Ludlow, BSN, RN, BMTCN®, Sidney Kimmel
Comprehensive Cancer Center at Johns Hopkins
Hospital, Baltimore, MD; Sergio Vazquez, BSN, RN,
BMTCN®, Sidney Kimmel Comprehensive Cancer
Center at Johns Hopkins Hospital, Baltimore, MD;
Sara Zachmann, BSN, RN, BMTCN®, Sidney Kimmel
Comprehensive Cancer Center at Johns Hopkins Hos-
pital, Baltimore, MD

Medication reconciliation errors during inpatient care
transitions place patients at risk for adverse drug-re-
lated events. In the fall of 2017, the blood and marrow
transplant (BMT) unit nurses at this NCI-designated
Comprehensive Cancer Center identified a trend in
medication errors, specifically omission of medica-
tion orders, through the hospitals event-reporting
system and feedback from the staff that was placing
patients at risk. Nursing and physician leadership
agreed that daily medication review during rounds
might help prevent this type of error. In November
2017, daily medication review during rounds was
implemented using the orders tab in the electronic
health record. New physician staff were provided with
educational materials that reviewed BMT specific
medications requiring special consideration when
completing medication reconciliation and common
issues seen while admitting patients. For eight
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months, the teams were verbally reminded to com-
plete medication review, however full adoption by the
team did not occur and medication omission errors
continued. During this time, six omission events were
reported with 50% discovered during medication
review on rounds. The units Safety Committee deter-
mined that a paper audit tool to track compliance of
physician-initiated medication review should be used
to further increase adoption and decrease omission
errors. The audit tool was completed by the charge
nurses on rounds for four months, resulting in an
increase in medication reviews completed on rounds
from 57% at baseline to 86.5%. In the eight months
post auditing, three omission events were reported
with 100% identified during daily medication review
on rounds. This patient safety initiative demonstrated
that daily medication review on rounds is an effective
and simple way to improve medication safety on inpa-
tient units that led to a 50% decrease in medication
omission events, and a 50% increase in omission
events that were discovered during daily medication
review. With persistence from the nursing staff, and
continued communication between nursing and phy-
sician leadership to share audit data and reported
errors, the provider teams now initiate medication
review without prompting and have more meaningful
conversations about patients’ medications. Physician
leadership has seen the positive effect of this practice
and as a result are educating the new providers about
the importance of multidisciplinary medication rec-
onciliation during rounds.

THE ROLE OF THE NURSE IN AN EMBEDDED
PALLIATIVE CLINIC

Diana Sullivan, RN, BSN, The James Comprehensive
Cancer Center Thoracic Oncology Clinic, Columbus,
OH; Christine Eastep, BSN, James Comprehensive
Cancer Center, Columbus, OH

Thoracic oncology patients have significant and com-
plex pain. Nurses in the ambulatory oncology setting
may be the first clinician that the patient can confide
in when talking about their pain. The patients have
a large pain burden and may be undertreated due
to the current climate of the opioid epidemic. Due
to the patients’ specific needs, many have to make
multiple trips to different providers to receive holis-
tic treatment. To best meet the needs of the patient
population, a palliative team was embedded into
the operations of a high volume thoracic oncology
clinic. This model allows the medical oncologists
to focus on cancer treatment while palliative team
addresses symptom management. Nurses connect
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with the patient on a personal level, creating a setting
for healing. The thoracic oncology clinic integrated
a palliative team into the clinic twice a week. This
team includes a palliative physician and nurse who
performs an assessment focused on pain, symptoms
and medication use. Additionally, the nurse per-
forms urine-drug toxicity screenings, counseling,
alternative pain management and specialized com-
fort and support in times of transition to hospice. A
survey was administered to evaluate the knowledge
base of the thoracic team pre and post integration of
the palliative team into the outpatient clinic. After
implementation, patient satisfaction score positively
increased, pain scores decreased as well as phone
calls related to pain. Oncologists endorse overall
satisfaction with the support of a palliative team to
manage the patient’s complex symptoms. Patients
voice appreciation that they are able to have their
holistic needs met in one multidisciplinary visit.
Nursing staff knowledge increased related to their
knowledge of palliative care. Data to be shared upon
selection. Nurses are essential in collaborating with
members of the team that provide specialized care to
patients. This model allows nurses to collaborate with
physicians to provide better outcomes in an efficient
manner. As a nurse working in a clinic with this new
embedded clinic within a multidisciplinary system, it
is my intent to show how the RN is an integral part of
the team and an advocate for the oncology patient. As
described, we have the data to show the effectiveness
of this clinic concept for the patient and the health-
care team.

DISCHARGE IN CONFIDENCE:
IMPLEMENTING AN INTERDISCIPLINARY,
STANDARDIZED DISCHARGE CHECKLIST
Andrea Wagner, MSN, RN, OCN®, New York
Presbyterian, New York, NY

Healthcare standardization is a concept which pro-
vides a guided framework ensuring patients receive
the same quality of care. On average, Hematopoietic
Stem Cell Transplant (HSCT) patients have a 51%
readmission rate due to transplant complications.
As a result, discharge education is important for this
population because it effects care post discharge.
Our nursing team recognized that discharge educa-
tion was not consistent and the need to standardized
the discharge education. The purpose of this study
was to see how an interdisciplinary patient discharge
checklist effected standardization of the discharge
process on a 16-bed in-patient academic medical
center HSCT unit. From January-March 2019, an
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interdisciplinary HSCT discharge checklist was imple-
mented. In-services were conducted the month prior
to implementation. Staff educated included all HSCT
nurses, physician assistants, pharmacists, and social
work. The checklist addressed discharge education
topics including emergencies, do’s and don’ts post
transplant, readmission reasons, medications, home
services, caregiver support, central line care, and a
patient specific education area. The checklist was
introduced on admission and lived in the discharge
folder. Throughout the hospitalization and upon
discharge, interdisciplinary teams initialed checklist
topics for which they educated. Nurses were the last
to educate patients. If a section was not signed, nurs-
ing reached out to the appropriate team for education.
A total of 22 HSCT nurses completed a 7 question pre
(December 2018) and post (March 2019) intervention
survey. The survey, based on the Likert scale, helped
to assess nursing discharge standardization through
questioning process, consistency, interdisciplinary
education, and patient education. Post intervention,
the largest survey increase was 29% in the discharge
standardization domain. There was a 28% improve-
ment in the domains education consistency and
interdisciplinary education. Nurses expressed this
study promoted self-reflection about patient educa-
tion and ensured all patients were educated equally.
Limitations of this study included checklist utili-
zation compliance. An interdisciplinary discharge
checklist helps to increase discharge standardization
and education. Oncology nurses play a pivotal role in
discharge ensuring all patients receive the same infor-
mation. To effectively educate patients, all nurses
and members of the interdisciplinary team should be
proactive and work together. In the future, we plan
to audit discharge checklist usage to increase compli-
ance and explore other areas that could benefit from
standardization.

NURSES BRIDGE THE MULTI-DISCIPLINARY
COMMUNICATION GAP TO IMPROVE
CONCURRENT CHEMORADIOTHERAPY
PATIENT CARE

Danielle Wright, MSN, RN, OCN®, Dana-Farber Cancer
Institute, Boston, MA; Holly Lopes, BSN, RN, OCN®,
Dana-Farber Cancer Institute, Boston, MA; Benjamin
Maslow, BS, Dana-Farber Cancer Institute, Boston,
MA; Laura Ma, BSN, RN, OCN®, Dana-Farber Cancer
Institute, Boston, MA

When a concurrent oncology treatment plan is
prescribed, it is imperative that patients start chemo-
therapyas close as possible to the initiation of radiation
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therapy to maximize radio sensitivity of their tumor.
Historically at our institution, medical oncology and
radiation oncology worked as separate entities, and
patient care was not coordinated between disciplines.
Without a standardized process for early identifi-
cation and collaboration of concurrent modalities,
patients may be scheduled inappropriately resulting
in decreased benefit of treatment. The purpose of this
project was to utilize nurse navigators and radiation
nurses to bridge multidisciplinary communication to
improve the coordination of care for patients with a
concurrent oncology treatment plan. Manual chart
reviews were performed for patients who underwent
treatment for Head and Neck and Thoracic cancers
to measure the interval between the start date of
new chemotherapy and the start date of new radia-
tion treatment. Nurse navigators and radiation nurses
shadowed each other to gain better understanding of
each other’s roles and to facilitate team work. Nurse
Navigators and radiation nurses attended weekly hud-
dles to facilitate multi-disciplinary care. Additionally,
nurse navigator workflow was redesigned to assist
in multi-disciplinary care plan coordination with
newly consulted patients. Analysis included using a
Pareto chart. Preintervention data indicated that 9%
of patients in the head and neck and thoracic clinics
were started on chemotherapy or radiation therapy
more than 7 days from the start dates of the initial
therapy administered. Postintervention data showed
that after the nursing interventions were initiated
in Head and Neck and Thoracic cancers, only 2% of
patients were started on chemotherapy or radiation
therapy more than 7 days from the start dates of the
initial therapy administered. Building a multi-disci-
plinary team of radiation nurses and oncology nurse
navigators improved communication and care coor-
dination amongst multidisciplinary team members.
The nursing intervention demonstrated a positive
impact on clinical patient care and outcomes. The
implementation of oncology nurse navigation in
the multidisciplinary care plan optimized care coor-
dination in conjunction with weekly huddles with
radiation nurses. Identification of concurrent patients
has become systematically identified resulting in zero
patients being scheduled to start chemotherapy out-
side of a 7-day window.

UTILIZING THE ELECTRONIC HEALTH RECORD
TO IMPROVE SAFETY OF NEPHROTOXIC
CHEMOTHERAPY ADMINISTRATION

Julianne Brogren, MSN, RN, OCN®, University of Kan-
sas Cancer Center, Westwood, KS; Danielle Young,
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MSN, MHSA, RN, CPHQ, CPPS, University of Kansas
Health System, Kansas City, KS; Kathy Hulen, RN,
MSN, OCN®, University of Kansas Cancer Center, West-
wood, KS; Heather Figary, MSN, RN, OCN®, University
of Kansas Cancer Center, Westwood, KS

At an ambulatory Cancer Center, labs were drawn
and couriered to a main processing site prior to the
administration of chemotherapy. A serious safety
event related to the administration of chemother-
apy prior to reviewing the labs, led to an evaluation
of nursing practice and safety standards. A change in
policy was implemented to state creatinine must be
resulted within two calendar days prior to adminis-
tration of nephrotoxic chemotherapy. Additionally,
point of care creatinine testing was made available
and scheduling practices changed to decouple lab
draws and treatment appointments. The utilization
of the electronic health record (EHR) and workflows
were then evaluated to improve compliance. The
purpose of this patient safety project was to utilize
functions within the EHR to improve compliance and
workflow sustainability of reviewing lab results prior
to the administration of nephrotoxic chemother-
apy. The project team, consisting of the Education
Specialist, Quality Coordinator, and Nursing Lead-
ership collaborated with the Clinical Informatics
team to assess capabilities within the EHR. A Best
Practice Advisory (BPA) was developed within the
EHR to activate during the release of the chemother-
apy order if there was not a documented creatinine
result in the patient’s chart within the last 2 calen-
dar days. This BPA could not be bypassed until an
action was taken. Prior to implementing the BPA, a
silent test was performed in September 2018 resulting
in 125 potential BPA activations. The BPA was offi-
cially implemented in October 2018 resulting in 9o
BPA activations. The BPA utilization decreased in the
months following with an average activation of 45.7
times per month between November 2018-August
2019, and a record low recorded in February 2019 at
31 activations. Post-implementation, there were no
safety events reported due to nephrotoxic chemo-
therapy administration prior to lab results review.
The implementation of a BPA provided an electronic
automated safety check prior to the administration
of chemotherapy. As nurses and providers became
more attentive to the updated policy and practice
changes, the necessity of the activation of the BPA
significantly decreased, signifying a change in safe
practice standards and increased compliance with the
policy. Collaborating with the Informatics team and
utilizing IT improvements made this patient safety
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project sustainable and helped to reduce the chance
for human error.

IMMUNOTHERAPY: ARE WE ON THE SAME
PAGE?

Fatemeh Youssefi, PhD, RN, OCN®, UTSW, Dallas, TX
Integration of immunotherapy in cancer treat-
ment provides significant improvement in patient
outcomes. Immunotherapy may be given as mono-
therapy, in combination with other immunotherapy,
or in combination with chemotherapy. However, these
agents may compose side-effects and immune-related
adverse reactions (irAEs). Thus, educating oncology
nurses in identifying side-effects and providing inter-
vention guidance appropriately is imperative to safe
patient outcome. Organizations including Oncology
Nursing Society (ONS) and National Comprehen-
sive Cancer Network (NCCN) provided resources
and pathways to identify and manage side-effects of
irAEs. Utilizing resources will ensure oncology nurses
are well informed of irAEs and can provide consis-
tency in patient education. A survey was developed
to assess baseline knowledge of both oncology nurses
and non-nurse research coordinators practicing in an
academic ambulatory cancer center to identify educa-
tional gaps for improvement. The 10-question digital
survey consisted of two demographic questions and
eight knowledge-based questions. The assessment
focused on recognizing categories of immunotherapy,
mechanisms of action, checkpoint inhibitor side-ef-
fects, and interventions for skin toxicity. An example
question included, “Your patient asked how check-
point inhibitors attack cancer cells. Please select the
most appropriate response”. Four answer choices
were provided: “It affects the cell cycles of the cancer-
ous cells”; “They remove the brake on T-Cells of the
immune system”; “By preventing the blood supply to
the cancerous cells”; and, “By attacking their disguise
protein”. Survey analytics allowed for proper data to
see shortfalls in understanding. A total of 50 partic-
ipants responded to survey. Impressively, over 60%
responded accurately to questions regarding under-
standing of checkpoint inhibitors. However, less than
50% responded accurately to questions identifying
and managing irAEs. The overall data revealed the
need for further education and periodic educational
in-service. While immunotherapy has a tremendous
impact on patients’ survival rate, unique properties
of these agents, especially checkpoint inhibitors, can
cause serious side-effects. Nurses have a key role in
providing treatment information, managing side-ef-
fects, and offering emotional support to patients
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receiving immunotherapy. Thus, it’s clear educational
sessions would be beneficial to staff. Presently, ONS
and NCCN provide many educational guidelines to
identify and manage side-effects. Adherence to these
guidelines and consistency of care for patients receiv-
ing immunotherapy continues to be challenging. By
assessing knowledge and providing in-services, oncol-
ogy nurses can retain and receive reinforcement of
the information.

INTERNATIONAL

A SINGLE-CENTER EXPERIENCE OF NORMAL
SALINE SOLUTION IN PATENCY OF CENTRAL
VENOUS CATHETER: A RETROSPECTIVE
STUDY

Matheus de Deus, Clinica OncoStar, Sao Paulo; Elson
Souza, Clinica OncoStar, Sao Paulo; Juliana Reis,
Clinica OncoStar, Sao Paulo; Silvia Bastos, Clinica
OncoStar, Sao Paulo; Erika Legnaro, Clinica OncoStar,
Sao Paulo; Camila Romano, Clinica OncoStar, Sao
Paulo

Central venous catheters (CVC’s) are widely uti-
lized in clinical practice, especially in intensive care
units. Heparin solution (HS) was commonly chosen
since 1970’s to maintain the patency of CVC’s. How-
ever, the comparative efficacy between heparin saline
and normal saline (NS) solution remains controver-
sial. The use of heparinised saline is associated with
potential risks, as coagulation disorders. Recent stud-
ies have shown no statistical difference in catheter
patency when comparing NS to HS solution. This
study is aiming to show the results of 1-year follow-up
with cancer patients only using normal saline as the
solution to lock CVC’s. Use of 2oml with pulsatile
technique of normal saline (sodium chloride 0,9%)
and positive pressure to lock CVC’s. In 1-year fol-
low-up we use NS 165 times in patients to lock CVC’s.
From July 2018 to July 2019 we did not have any case
of catether occlusion by using 2oml with NS to lock
CVC’s. On the other hand, we had 4 events of infec-
tion, which was not related to the use of NS. More
studies to compare efficacy between HS and NS are
needed due to the inconclusive evidence availables.
Our experience have shown until now that NS could
be a safe and effective solution to lock CVC’s. In our
ambulatory we believe that NS could be a safe choice
to lock CVC’s and we use only this solution since
the ambulatory was opened. Furthermore, using NS
decreases adverse events and the costs. By doing this,
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we reinforce the necessity of more studies to stan-
dardize in global scale which solution is better for the
patient.

DETERMINANTS OF RESILIENCE IN BREAST
CANCER PATIENTS RECEIVING TREATMENT
Hsin-Tien Hsu, RN, PhD, Kaohsiung Medical University
Hospital and Kaohsiung Medical University, Kaohsi-
ung; Chiung-Hui Juan, RN, MSN, Kaohsiung Medical
University Hospital, Kaohsiung; Ming-Feng Hou,

MD, Kaohsiung Medical University Hospital, Kaoh-
siung; Hsiu-Fen Hsieh, RN, PhD, Kaohsiung Medical
University Hospital and Kaohsiung Medical University,
Kaohsiung

Although these treatments have improved the sur-
vival rate, breast cancer patients face many challenges
during the recovery process. The first year is also a
period of recoveryand adaptation to living with cancer.
Promotingresilience is an essential component of psy-
chological and social care for cancer patients. The aim
of this study was to investigate relationships among
body image, stress, hope, social support, coping, and
resilience in breast cancer patients during treatment.
This cross-sectional descriptive correlation study
used a structured questionnaire to collect data for
a convenience sample of 160 breast cancer patients
undergoing treatment at cancer centers or outpatient
clinics at two regional hospitals and a medical center
in southern Taiwan. Pearson correlation coefficient
and a stepwise multiple regression analysis were used
to identify predictors of resilience. The data showed
that resilience was significantly associated with body
image, stress, hope, support from family members
and medical staff, and coping (confrontation and
acceptance-resignation). In stepwise multiple regres-
sion analysis, the explained variance in resilience
was highest for hope (44%) followed by stress (7%)
and body image (2%). The model accounted for 53%
of the total variance in resilience. The standardized
equation was resilience = .48 x hope - .22 x stress — .18
x body image. The data collected in this study pro-
vide a useful reference for designing interventions for
increasing resilience in breast cancer patients under-
going treatment.

CONVERSION TO AN INPATIENT ONCOLOGY
UNIT IN A CANADIAN COMMUNITY
HOSPITAL: UNIQUE CHALLENGES AND
PERSPECTIVES LEARNED

Roger Perez, RN, MSN, ENC(C), Markham Stouffville
Hospital, Markham, Ontario; In Geol (Leo) Cho, RN,
BScN, MScHQ, CON(C), Markham Stouffville Hospi-
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tal, Markham, Ontario; Alyssa Couture, RN, BScN,
Markham Stouffville Hospital, Markham, Ontario;
Elissa Hagey, RN, BScN, Markham Stouffville Hospital,
Markham, Ontario

Cancer is the leading cause of mortality and the
number of new cancer diagnoses is expected to
increased over the next decade. In 2013, cancer
has accounted for over 27,600 deaths in Ontario.
Consistent with this trend, Markham Stouffville
Hospital (MSH) has observed a significant increase
with patients requiring cancer care. Without an inpa-
tient unit dedicated to care for oncology patients,
this specific patient population were admitted to
any available medical beds. Thus, to consolidate care
provided to the oncology patient population and to
ensure smooth transition in patient care, a medicine
unit was converted to an inpatient oncology unit.
The purpose was to translate experiential knowledge
gained from the process of converting a medicine
unit into an inpatient oncology unit related to plan-
ning phases, implementation strategies, and resource
management. Objectives were to: (1) Discuss the
planning phases and implementation strategies used
for conversions, stakeholder engagement, funding
allocation, and resource management. (2) Identify
challenges, barriers, and obstacles found throughout
implementation phases. (3) Recognize successes in
process enhancement and sustainability planning to
meet the needs of in patient chemotherapy adminis-
tration. Through stakeholder engagement, the need
to provide specialized oncology care throughout the
entire disease trajectory was recognized. A multiphase
approach was used for the conversion process from a
stroke unit to an oncology unit. Phase 1, which was
a 6 month process, consisted of the planning phase
including staff and fiscal resources. Phase 2, which
was a 1 year process, consisted of providing frontline
staff with the training appropriate to manage oncol-
ogy patients using the D’Souza Institute Education
Program. Phase 3, which was a concurrent 6 month
process, involved the cross training of staff to the Che-
motherapy Clinic. Phase 4, is the ability to administer
chemotherapy on the inpatient unit. Throughout the
phases, staff recruitment for oncology is a recognized
challenge due to the required skills and training.
Further discussions amongst internal stakeholders
continue regarding patient ratios and models of care
while taking into consideration fiscal responsibilities.
Consolidation of patients onto one unit provides
Oncologists the ability to provide timely and efficient
care to their patients. Streamlined care and com-
munication between outpatient clinic and inpatient
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unit is enhanced therefore contributing to a positive
patient experience. Additionally, staff are provided
the opportunity for growth and professional devel-
opment.

EFFECT OF MUSIC ON STRESS IN CANCER
PATIENTS

Gunnar Taets, Nursing College of Federal University of
Rio de Janeiro, Rio de Janeiro; Christian Taets, Federal
University of Rio de Janeiro, Rio de Janeiro; Thelma
Taets, Federal University of Rio de Janeiro, Rio de
Janeiro; Mariana Scheidegger, RN, Federal University
of Rio de Janeiro, Rio de Janeiro; Rafael Jomar, PhD,
Brazilian National Cancer Institute, Rio de Janeiro

In nursing, the use of music is applied as a comple-
mentary form for pain relief, well-being promotion
as well as for the relief of other nursing diagnoses,
namely: spiritual anguish, sleep disorders, hopeless-
ness, risk of loneliness, social isolation and stress.
This is because the use of music promotes posi-
tive physiological effects, such as changes in blood
pressure, heart and respiratory rate and reduction
of pain sensory stimuli. In response to cancer and
| or its treatment, a large number of patients pres-
ent, in addition to physical symptoms, decreased
functionality, loss or departure from work, social
isolation, fear, sadness, anger, anxiety, depression
and uncertainties, which cause Emotional suffer-
ing. The purpose was to evaluate the effect of music
on the physiological and emotional stress of cancer
patients undergoing treatment. This is a quasi-ex-
perimental study conducted between January and
July 2018 in a Public Hospital located in Macaé,
Brazil. The study design followed the recommenda-
tions for interventional studies from the Standard
Protocol Items: Recommendations for Interven-
tional Trials (SPIRIT). The study was approved by
the Research Ethics Committee of the Federal Uni-
versity of Rio de Janeiro. The single intervention
with 26 patients occurred individually using head-
phones, and lasted 15 minutes with 3 songs chosen by
the patients themselves. The present study showed
statistical evidence that the use of music with cancer
patients was able to reduce physiological and emo-
tional stress. This study brings two contributions
not only to nursing, but to all health professionals
who care for cancer patients. The first concerns the
choice of the method not commonly used in nursing
studies, especially when it is intended to confer sci-
entificity to an intervention, in this case, the musical
intervention by attributing the possibility of measur-
ing biological changes. The second has to do with the

MARCH 2020, VOL. 47, NO. 2  ONCOLOGY NURSING FORUM 29



Downloaded on 05-02-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

fact that we have found a small number of studies
that comprehend this research object, so it is very
important to study the effects of the use of music
in cancer patients, expanding the possibilities of
attending this type of patient and promoting a non-
invasive and non-pharmacological therapeutic form,
but which may still be able to act upon the physical
and emotional needs of these patients.

LEADERSHIP/MANAGEMENT/EDUCATION

PHARM TO BEDSIDE NURSING: AN INPATIENT
ONCOLOGY UNIT’S INTERDISCIPLINARY
EFFORT TO IMPROVE RN ONCOLOGICAL
PHARMACEUTICAL KNOWLEDGE

Rachel Adrian, MPH, BSN, RN, OCN®, Mount Sinai
Hospital, New York, NY; Claire Murphy, BSN, RN,
OCN®, Mount Sinai Hospital, New York, NY; Carli

Beall, PharmD, Mount Sinai Hospital, New York, NY;
Gretchen Copeland, RN, Ed.D, OCN®, Mount Sinai
Hospital, New York, NY

Inpatient oncology patient care is increasingly com-
plex due to scientific treatment advances and the
expansion of outpatient services. Hospitalized patients
receive intense pharmacological interventions in both
antineoplastic treatment and supportive care. As a
result, the bedside oncology nurse is responsible for
staying up to date and well versed in oncologic phar-
macology. This is particularly important in a teaching
hospital with highly specialized drug regimens and
rotating medical staff with variable experience
levels. At one urban, NCI designated cancer center, a
Hematology/Oncology/BMT unit initiated an interdis-
ciplinary lecture series to address self-identified gaps
in staff nurses’ pharmaceutical knowledge. Two OCN
staff RN’s, Nurse Manager, Oncology Nurse Educa-
tor, and Oncology Pharmacy Director collaborated
to determine the goals, structure, and content of the
lecture series. Project goals were to increase staff
knowledge, measured with pretest-posttest ques-
tions, and to deliver topics that nurses would rate
highly as applicable to their practice, using a 5 item
Likert scale. Monthly lectures take place on the unit
at a time when staff from both day and night shifts can
attend. Unit RNs share topic suggestions on a board
posted in a conference room frequented by staff
throughout the day. Lecture dates and topics are dis-
tributed via broadcast email and flyers posted on the
unit. Topics are chosen based on staff suggestions, as
well as new medications/protocols and clinical issues.
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Pharmacology residents present pathophysiology on
different drug classes, side effects and adverse reac-
tions, dosages and administration, and provide time
for questions and answers. Topic examples include
“Antiemetic Management for Chemotherapy-Induced
Nausea and Vomiting”, “A Review of Blinatumomab
and Daratumumab”, and “Alkalization Management
with High-dose Methotrexate”. The informal, on-unit
setting promotes attendance and discussion between
nurses and pharmacists. Reviews of pre/posttest
knowledge questions and ratings of topic applicability
have shown increased nursing knowledge about onco-
logical pharmacy and high ratings for applicability to
practice. The program fosters communication and
collaboration between pharmacists and nursing staff
in reviewing best practices and promoting excellence
in care delivery. Future plans include preparing edu-
cation materials for use in orientation and expanding
the program to other oncology units.

USING SIMULATION TO ASSESS
COMPETENCE IN MANAGING TOXICITIES

OF CHIMERIC ANTIGEN RECEPTOR (CAR) T
CELL THERAPY

Christina Barrow, BSN, RN, BMTCN®, Baylor University
Medical Center, Dallas, TX; Cathy Zmolik, BSN, RN,
OCN®, Baylor University Medical Center, Dallas, TX
CAR T therapy is a new line of immunotherapy that
utilizes genetically engineered T cells to target cancer
cells for destruction by the patient’s immune system.
These therapies are available commercially and
through multiple ongoing clinical trials in hematologic
malignancies and solid tumors. Specific guidelines for
the management of these patients are mandated by
either Institutional Review Board (IRB) protocols
or the Food and Drug Administration (FDA). CAR
T therapy toxicity management was identified as an
annual competency for nurses in the inpatient oncol-
ogy units at Baylor University Medical Center, since
it is a lower frequency treatment that carries a higher
risk due to the prevalence and severity of cytokine
release syndrome (CRS) and neurotoxicities. Simula-
tion exercises involving CRS and neurotoxicity post
CAR T cell infusion were developed as one of the
methods to demonstrate competence. The scenarios
were programmed into a high fidelity manikin, and the
simulation exercises took place in one of the oncol-
ogy patient rooms. Car T therapy resources (CAR T
Side effect management order set and CARTOX 10
neuro-assessment form) were made available during
the exercise. The simulation exercise centered on
assessment, recognition of side effects related to
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CRS and neurotoxicity, appropriately notification of
the physician, and initiating appropriate interven-
tions required per the order set. In a post exercise
survey, nursing staff reported the exercise to be very
helpful. Staff enjoyed the hands-on opportunity to
utilize the order sets and gain additional experience
in utilizing the CARTOX assessment. Nursing staff
and leadership requested more CAR T simulation
opportunities in the next fiscal year. Staff from three
inpatient oncology units with varying degrees of CAR
T therapy management experience participated in the
exercise. This provided a valuable unexpected benefit
of allowing the more inexperienced staff to learn from
the more experienced staff during the exercises and
the debriefing. Simulation is an effective method to
provide hands-on opportunities to demonstrate com-
petence in managing CRS and neurotoxicity related to
CAR T therapy and can be utilized in inpatient oncol-
ogy settings. It also allows the staff to gain experience
and increased confidence in managing higher risk situ-
ations that occur infrequently and need to be managed
effectively and in a timely fashion to prevent harm.

A LARGE, MAGNET, HEALTH NETWORK
INTEGRATES A CLINICAL LADDER SYSTEM
INTO THE CANCER INSTITUTE

Erin Beers, RN, BSN, OCN®, Lehigh Valley Health
Network, Allentown, PA; Colleen Skochko, RN, BSN,
OCN®, Lehigh Valley Health Network, Allentown, PA

In 2018 Lehigh Valley Health Network (LVHN) devel-
oped a clinical ladder system entitled “Program
for Recognition of Individual Merit and Excellence
“(PRIME) to reduce nurse turnover in the inpatient
setting. In 2019, two direct patient care nurses from
the Cancer Institute were involved in planning and
implementing PRIME within the outpatient setting.
Implementing a clinical ladder system has been linked
to increased staff satisfaction, increased employee
engagement, and decreased turnover rate. Bimonthly
meetings with the clinical ladder committee were held
to create the PRIME policy and eight professional and
developmental categories. These categories include:
Service, Profession, Leadership, Recognition, Engage-
ment, Education, Teaching and Research. Points for
each category are acquired based on the nurse’s exper-
tise and contributions. Educational drop in sessions
were held during the PRIME application window.
Each nurse that chose to apply completed an online
application that included supporting evidence of their
accomplishments with manager sign off. After the
application period closed, the committee reviewed and
scored each application to determine PRIME status.
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Each nurse applicant fell into a numerical category,
levels 1-4. (Level 1 novice-Level 4 expert). All nurses
who applied were notified of their PRIME status in writ-
ing. Those nurses with higher levels (3 & 4) received a
monetary one-time bonus. Nurses with lower levels
(1&2) did not receive a bonus but were encouraged
to pursue opportunities for advancement and reapply
for PRIME next year. Within the Cancer Institute 55%
of eligible colleagues submitted for PRIME status; of
those 31% achieved PRIME level 3 or level 4. Employee
surveys conducted at LVHN have shown an increase
in overall satisfaction related to career development
and professional growth. Since inception of PRIME at
LVHN, the network has seen a 37% reduction in nurse
turnover. LVHN requires that applicants reapply on an
annual basis. This encourages nurses to remain actively
engaged and empowered to grow and pursue their
professional goals. Increase opportunities for staff to
develop professionally. Continue to evaluate staff sat-
isfaction and turnover rate; this will be critical in fine
tuning the clinical ladder system.

INCORPORATING ONCOLOGY SIMULATION

IN A BACHELOR OF SCIENCE IN NURSING
PROGRAM

Rosaleen Bloom, PhD, APRN, ACNS-BC, AOCNS®, Tex-
as State University, Round Rock, TX; Regina Jillipalli,
MSN, RN, Texas State University, Round Rock, TX
Patients with cancer are some of the most complex
patients a new graduate nurse may encounter. New
nurses are often hired directly onto oncology units
without any experience. However, many Bachelor
of Science in Nursing (BSN) programs only briefly
address oncology patients in didactic pharmacol-
ogy and medical-surgical courses. Few programs
have implemented simulations focused on oncology
patients. In the literature, nursing student simulations
related to oncology patient care included: pediatric
patient receiving chemotherapy, skin cancer screen-
ing, palliative care and end-of-life communication,
and mock-codes. Some hospitals have successfully
created and implemented oncology simulations for
new graduate nurses and experienced nurses new to
oncology in order to aid the transition to the oncol-
ogy specialty. However, most new nurses do not have
these simulations available to them. The purpose
was to introduce BSN students to the complexity of
caring for an oncology patient. In the Spring of 2019
we created an oncology focused simulation using
high-fidelity mannequins for our Nursing Care Across
the Life Span course. The simulation scenario focused
on a multiple myeloma patient experiencing multiple

MARCH 2020, VOL. 47, NO. 2  ONCOLOGY NURSING FORUM 31



Downloaded on 05-02-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

lab abnormalities, an active infection and pain. The
simulation took place late in the semester due to
the complexity of care required. Over two days, 104
Junior BSN students participated in the simulation.
During de-briefing students verbalized they appreci-
ated the challenges the scenario provided specifically:
caring for a patient with cancer experiencing pain
who required complex and evolving pain manage-
ment; identifying infection risk and active infection;
and interpreting abnormal diagnostic test results and
intervening when necessary. During a follow-up meet-
ing with clinical faculty, faculty verbalized the value of
this type of scenario and how the scenario challenged
the students. Further integration of complex oncol-
ogy patients earlier in BSN preparation is essential
to ensure new graduate nurses are prepared for the
patients they will encounter. Oncology simulations
can increase confidence with the oncology popula-
tion and highlight the oncology specialty as a possible
career path. Further evaluation of this simulation will
continue as we work to refine and add to the scenario.
Innovation: Applying clinical judgement to a complex
oncology patient scenario in a BSN program.

CREATING STANDARD WORK AND A TEAM-
BASED COMPETENCY SIMULATION FOR THE
MANAGEMENT OF ONCOLOGY INFUSION
HYPERSENSITIVITY REACTIONS ACROSS A
MULTI-SITE HEALTHCARE SYSTEM

Holly DeFeo, MSN, RN-BC, The Hospital of Central

CT, New Britain, CT; Mary Eanniello, DNP, RN, OCN®,
Hartford Hospital, Hartford Hospital, CT

Patients must be educated and monitored during
infusions with a risk of hypersensitivity reactions.
Chemotherapy infusion related reactions can be
reduced by checking for prior history of allergies,
ensuring appropriate premedication, and monitoring
for signs and symptoms of a hypersensitivity reaction.
Simulation is strongly correlated to improved patient
outcomes and increased learner confidence. Team-
based simulation best represents real world clinical
scenarios. At HHC Cancer Institute clinical sites, gaps
in EHR protocol implementation and documented
safety events identified a need for education and
assessment of content application. The purpose was
to create best practice standard work and test content
application utilizing an inter-professional team-based
competency simulation. Standard work and a pre-sim-
ulation Health stream module were created for staff
to follow when educating about the risk of a hypersen-
sitivity reaction, responding to the grade of reaction
being experienced, and documenting the event. An
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inter-professional simulation based team compe-
tency for all chemotherapy trained nurses (9 infusion
centers and 5 acute care hospitals) was developed.
118 inpatient and outpatient chemotherapy nurses,
Advanced Practice Providers and pharmacists within
the health system participated in a session. Quali-
tative feedback from participants at the end of each
session was overwhelmingly positive. The sessions led
to identification of multiple opportunities to improve
patient safety and implement evidence-based practice
changes utilizing the LEAN PDSA cycle. These include
changes in the preparation of CD-20 and desensi-
tization medications by the pharmacy, epinephrine
dosage and route in the hypersensitivity order proto-
col, and access to rescue medications in department
Pyxis machines. There were significant changes in
adverse event EHR documentation implemented and
an increase in compliance with online institution
safety event reporting. Nursing leadership has part-
nered with nursing informatics to create enhanced
communication of these safety events through stan-
dardized documentation. An inter-professional,
team-based simulation competency is a meaningful,
effective, fiscally responsible approach to validating
staff competency and improving the management
of an oncology patient experiencing an infusion
related hypersensitivity reaction across a multi-site
healthcare system. Innovation: The development of
standard work, implementing evidence based practice
changes using LEAN PDSA methodology and validat-
ing competency of the inter-professional team using
team-based simulation to impact patient outcomes
from hypersensitivity reactions.

ONCOLOGY NURSING ORIENTATION AND
PRECEPTOR SURVEY

Sarah Lanahan, RN, BSN, Brigham and Women’s
Hospital, Boston, MA; Christina Hale, RN, Brigham and
Women'’s Hospital, Boston, MA; Cathleen Rowland,
RN, MPH, MSN, OCN®, BMTCN®, Brigham and Wom-
en’s Hospital, Boston, MA; Caitlin Guerrero, BSN, RN,
OCN®, Brigham and Women'’s Hospital, Boston, MA
Nurses hired at Brigham and Women’s Hospital
complete a comprehensive orientation within their
specialty. In 2018 the oncology service expanded to
include an additional 34 inpatient beds. In 2018 over
a hundred new nurses have been hired. The oncol-
ogy divisional committee recognized this as a unique
opportunity to collect data to evaluate and improve
our orientation process. We surveyed nurses who had
precepted within the last five years, and nurses who
had completed orientation within the last five years.
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The oncology division committee compiled questions
for a survey that were emailed to the oncology service
for completion. For preceptors, 104 nurses responded.
For orientees, 114 nurses responded. Staff was encour-
aged to complete this survey by their nurse directors,
professional development managers, and fellow oncol-
ogy division committee members. The results of the
survey were broken down by themes. There were
themes that both the preceptor and orientee survey
responses included. Communication was the number
one theme that both preceptors and orientees identi-
fied. There was a gap in the communication between
the preceptors for an individual. That is, when asked
how preceptors communicate an individual’s progress
to the next preceptor 65% responded that there was no
communication at all. When orientees were asked what
could be improved, communication was a strong con-
cern. They responded that they would have appreciated
more communication with the nursing leadership
throughout their orientation. They also responded that
they appreciated communication in the form of feed-
back from the preceptors. The results of the survey
prompted short and long-term goals. In an immediate
effort to improve communication between preceptors,
we are implementing that the primary preceptor is
responsible for printing the orientees calendar sched-
ule and updating it each shift to denote the orientees
patient load, as well as experiences completed and
those needed. To address the orientee concern regard-
ing last of communication with leadership staff, the
PDM/ND meetings have been re-invigorated. Our long-
term goals include the development of a task force
that uses the survey results as a guide to re-vamp and
improve the orientation process based on the feedback.
Another long-term goal will focus on improving the
communication and relationship between the entire
staff, from charge nurses to patient care assistants.

DEVELOPMENT OF A PATIENT EDUCATION
PROGRAM TO IMPROVE SYMPTOM
MANAGEMENT OPPORTUNITIES, DECREASE
EMERGENCY DEPARTMENT VISITS AND
UNPLANNED ADMISSIONS WHILE
INCREASING URGENT CARE UTILIZATION

AT A FREE-STANDING CANCER CENTER
Amber Lamoreaux, BSN, RN, MSN, OCN®, CCCTM,
Moffitt Cancer Center, Tampa, FL; Susan Vallan, MSN,
OCN®, CBCN®, Moffitt Cancer Center, Tampa, FL
Patients undergoing chemotherapy are at risk for
adverse events (AEs) and may seek treatment at an
Emergency Department (ED) which can lead to an
unplanned admission. As many as 56% of ED visits
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that do not require admission could have been avoided
with greater availability of outpatient services. Avoid-
able healthcare utilization contributes to $38 billion
in wasteful spending annually. The most common
cancers associated with ED visits are breast, prostate
and lung cancers. In 2020, the Centers for Medicare &
Medicaid Services (CMS) will be adding an oncology
measure to its Hospital Outpatient Quality Report-
ing (OQE) Program. Measure OP-35 is “designed to
assess the quality of care for chemotherapy patients
and encourage improvement” and may impact reim-
bursement of claims. OP-35 focuses on unplanned
readmissions for 10 specific conditions within 30
days of outpatient chemotherapy: anemia, nausea,
dehydration, neutropenia, diarrhea, pain, emesis,
pneumonia, fever and sepsis. In an attempt to better
serve our patients and proactively prepare for CMS
OP-35, we employed measures to decrease ED utiliza-
tion and unplanned readmissions while increasing the
use of the center’s Urgent Care (UC) services. Clinic
nurses began having meaningful conversations with
patients about the center’s UC and services available.
A handout was developed to educate patients about
UC, when to seek care at our UC and what medical
conditions may warrant an ED visit instead. Because
of recent changes to our UC and to decrease team
member confusion, we also developed nurse educa-
tion that helped review the changes and how UC can
be utilized by our patients. Knowledge was assessed
with pre/post surveys. In order to evaluate the impact
of the changes, we collected data for three outcome
measures: Patients’ cost of care by utilizing our
UC vs. an outside ED, utilization of ED services by
cancer patients, and unplanned admissions of cancer
patients. Data is currently being collected and inter-
ventions will be reevaluated based on the results. We
are continuing to work on improving outcomes for
our patients and more interventions may be neces-
sary; this will be evaluated as the program continues.

EVOLUTION OF A NEWLY LICENSED NURSE
ONCOLOGY RESEARCH NURSE RESIDENCY
PROGRAM

Kristen Legor, JD, RN, OCN®, Dana Farber Cancer In-
stitute, Boston, MA; Caryn Caparrotta, BSN, RN, OCN®,
Dana Farber Cancer Institute, Boston, MA; Leah Killion,
MSN, RN, OCN®, Dana Farber Cancer Institute, Boston,
MA; Cameron Sze, BSN, RN, Dana Farber Cancer Insti-
tute, Boston, MA; Anne Gross, PhD, RN, NEA-BC, FAAN,
Dana Farber Cancer Institute, Boston, MA

Clinical research nursing is a specialized practice.
The required skills are not taught in nursing schools.
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so newly licensed nurses (NLNs) lack the clinical
and research skills required for the role, limiting the
availability of qualified candidates. We developed and
implemented an oncology clinical research nurse resi-
dency program for NLNs. Because of sustained growth
in clinical trial volume s and the need to hire research
nurses to support patients on these trials, our organiza-
tion funded the residency program for an initial cohort
of two residents, who entered the program in Septem-
ber, 2016. A steering committee was formed to oversee
the residency program curriculum development, mon-
itoring and ultimately evaluation. The curriculum was
developed by experienced clinical specialists, research
nurses and leaders, guided by the associate chief nurse
for research with the full support of our chief nursing
officer. It is a comprehensive program including class-
room learning for research fundamentals, online ONS
classes for foundational knowledge, medication admin-
istration training in the Clinical Research Center, as
well as an inpatient hospital rotation, three outpatient
hospital rotations and various observation experiences
with interdisciplinary colleagues and departments. To
monitor progress through the one year program, the
NLNs present case studies to the steering committee
at the end of select rotations, submit journals for their
inpatient rotations and write a final paper critiquing
their overall program experience. Based on the feed-
back from graduates of the first cohort, the 2017-2018
program was revised to include: strategy sessions prior
to each assignment; continuity for the NLNs with the
same preceptors; review of expected competencies for
each experience; and program restructuring for the first
two months to better balance observation experiences
with computer training time. For the 2018-2019 cohort,
a self-assessment tool was implemented to allow the
NLNs to monitor their competency milestones. As
shown in the provided graph, self-assessed competency
scores were collected in 12 categories. The average
improvement in combined competency scores ranged
from 26%-50%. The program has been successful with
100% of the six graduates working as oncology clini-
cal research nurses and 83.3% of them are employed in
our organization. The program was deemed an exem-
plar for Magnet in 2019. The 2019-2020 program has
enrolled six NLNs and a formal evaluation and pursuit
of accreditation is planned for 2020.

SUSTAINING THE PIPELINE OF PHD-
PREPARED SCIENTISTS IN ONCOLOGY
NURSING

Rebecca H. Lehto, PhD, RN, FAAN, Michigan State
University, East Lansing, MI; Gwen Wyatt, RN, PhD,
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FAAN, Michigan State University, College of Nursing,
East Lansing, Mi

It is recognized that research-intensive nursing pro-
grams nationally are struggling to maintain adequate
enrollment of PhD students. Such trends are partic-
ularly ominous for oncology nursing given the aging
of senior scientists and necessity for developing next
generations of nurse-scientists capable of developing
new science around critical emerging areas such as
omics and advancing technologies in cancer care. New
multi-faceted strategies are demanded to shift to a
paradigm that will build and sustain a cohort of future
scientists. The purpose is to present information on
strategic tactics that may inform building and sustain-
ing a pool of PhD students interested in developing
oncology-nursing science for the discipline’s needs.
Our PhD program has developed new approaches to
overcome ongoing challenges to recruit promising
doctoral students. One innovative strategy was the
assignment of a tenure-system faculty to the role of
PhD Recruitment Pipeline Coordinator. This faculty
works directly with our undergraduate program by
visiting classes, visiting programs across the state,
organizing recruitment luncheons, giving presenta-
tions, meeting with potential students, and hosting
social events. The aim is early opportunities for expo-
sure to research to foster interest. Given our strong
focus on symptom science and cancer, we have devel-
oped an undergraduate research program that links
promising students with faculty mentors who guide
early research experiences, with 17 participants cur-
rently enrolled. Further, we have incorporated current
PhD students in recruitment activities such as student
panels, networking during conferences and present-
ing at recruitment programs. We have also increased
outreach to promising international students, follow-
ing a coordinated evaluation of academic background,
English scores, faculty match and research goals. We
have developed a strong list of potential students
who are well matched interest-wise for whom we
maintain contact as they near completion of their
academic programs. Plans are also in development
to ease matriculation for individuals with Doctor
of Nursing Practice degrees who are interested in
research careers. While our process in building the
PhD program is new, results are moving in a promising
direction. Our goal is to inform more students of the
oncology nurse-scientist role to ensure that our col-
lege is a leader at the forefront in responding to the
national crisis of declining PhD student enrollments,
and ultimately to prepare oncology nurse researchers
who will advance the science for our specialty.
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CANCER-RELATED FATIGUE: TEACHING
ONCOLOGY NURSES HOW TO SAFELY
RECOMMEND PHYSICAL ACTIVITY

Barbara Lubejko, RN, MS, Oncology Nursing Society,
Pittsburgh, PA; Deborah Struth, MSN, RN, PhD,
Oncology Nursing Society, Pittsburgh, PA

Despite strong evidence that physical activity (PA)
can ameliorate cancer-related fatigue (CRF), people
with cancer are provided PA recommendations less
than 50% of time. While recommending PA falls
within the scope of nursing practice, oncology nurses
often do not recommend PA because of lack of knowl-
edge, fear of causing harm, safety concerns, and
perceived lack of time. The purpose of this innovative
educational activity was to help oncology nurses gain
the knowledge and skills required to safely provide PA
recommendations to patients. An interactive online
course with required patient teaching and goal setting
was developed and offered to oncology nurses. The
course included didactic information, a case study
integrated into learning checkpoints, tips for provid-
ing PA recommendations and a PA recommendation
tool. As a course requirement, a PA recommendation
tool was use by each learner with 10 patients. The PA
recommendation form included sections focused on
current level of PA, assessment for medical clearance,
patient specific PA recommendation, identified goals,
and patients’ commitment to increasing PA. To com-
plete the course, learners were required to teach 10
patients and submit a copy of the PA recommenda-
tion tool for each patient. One hundred-six nurses
completed the online course. The activity yielded PA
recommendation data from 1,061 patients between
the ages of 18 and 9o receiving treatment for cancer.
Of these patients, 72% (n=763) were not physi-
cally active prior to treatment. After receiving the
nurse-initiated PA recommendation, 91% reported
commitment to attempt PA and 46% of these patients
had no risk factors requiring medical review prior to
PA. Course participants stated that required prac-
tice of assessing and making PA recommendations to
patients was valuable. The use of an innovative, online
platform with required application to practice was
successful in educating nurses about PA recommen-
dations and provides insight into the implementation
of this evidence-based recommendation into prac-
tice not previously found in the literature. Oncology
nurses caring for patients receiving cancer treatment
can assess CRF and appropriately provide individ-
ualized exercise recommendations. This online
course required application of evidence-based con-
tent on exercise for CRF in clinical care. This project
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demonstrated that an online delivery method can be
used to teach skills and support implementation of a
new process into practice.

ONCOLOGY NURSE RESIDENCY: THE UNIQUE
IMPACT ON RETENTION AND RESILIENCY
FOR NEW GRADUATE NURSES

Cassidy Kotobalavu, BSN, RN, OCN®, Huntsman Can-
cer Institute, University of Utah Health, Salt Lake City,
UT; Zachary Drury, BSN, RN, CCRN, OCN®, Huntsman
Cancer Institute, University of Utah Health, Salt Lake
City, UT; Katy Leigh Crezee, BSN, RN, Intermountain
Health Care, Salt Lake City, UT; Gigi Austria, MS, RN,
OCN®, Huntsman Cancer Institute, University of Utah
Health, Salt Lake City, UT; Lawrence Marsco, MSN,
RN, OCN®, Huntsman Cancer Institute, University of
Utah Health, Salt Lake City, UT; Susan Childress, MN,
RN, OCN®, Huntsman Cancer Institute, University of
Utah Health, Salt Lake City, UT

Nurse residency programs have been shown to be an
excellent recruitment tool for new-graduate nurses.
As the baby boomers retire and healthcare organi-
zations grow, the nursing shortage is predicted to
reach over 1 million nurses by 2024. In FY19, 84% of
newly hired inpatient nurses at Huntsman Cancer
Institute (HCI) were new-graduates. Knowing that
specialty nurses are difficult to recruit, the need for
oncology-based residency programs that address the
potential for compassion fatigue, burnout and turn-
over is critical. Organizational commitment to the
training and support of new-graduate nurses at HCI
led to the development of the Huntsman Oncol-
ogy Nurse Residency (HONR) program in 2013. The
HONR program is a 12-month nurse residency for all
new-graduate nurses hired at HCI. Through oncolo-
gy-specific didactic, the program provides the tools to
be successful in the first year of practice. In 2016, it
was found that curriculum needed to adapt to proac-
tively approach the unique challenges that oncology
nurses face. Resiliency workshops and a structured
mentorship program were integrated to provide extra
support. Nurse residents now experience peer-to-
peer support, improved networking, and workplace
cohesion, which are all linked to job satisfaction and
decreased perception of stress. Program evaluations
demonstrate the formation of a life-long commitment
to oncology nursing and a strong desire to stay in the
organization. The HONR program fulfills a dual pur-
pose of recruitment and retention of a strong core
group of oncology nurses able to provide safe, quality
care. Participant retention is continually measured
at 1, 2, and 3 years. Prior to the implementation of
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resiliency training and mentorship, retention rates
were 90% at 1 year, 80% at 2 years, and 56% at 3 years
(n=59 nurses). Post-implementation retention rates
are now 100% at 1 year, 100% at 2 years, and 93% at 3
years (n=79 nurses). Of the 79 nurses who have gone
through the program since 2016, 75 of them are still
employed today (95%). The HONR program aims to
improve knowledge and retention, while fortifying
personal resiliency and the ability to face inevitable
challenges with strength and adaptability. Nurse resi-
dent retention data will continue to be measured and
analyzed. Program curriculum will continue to evolve
to meet the needs of our newest oncology nursing
professionals.

ACADEMIC NURSE NAVIGATION: UNIQUE
ASPECTS AND STRATEGIES FOR SUCCESS
Eleanor Miller, MSN, RN, OCN®, CBCN®, Penn Medi-
cine, Philadelphia, PA

The type of institution where a nurse navigator is pro-
viding care is an important variable to consider when
developing a navigation model. Patients seek care
at an academic medical center unsure of what they
need, requesting first or second opinions, subspe-
cialty care, clinical trials or with varied expectations.
This abstract will highlight the unique aspects that
an academic nurse navigation team has faced and
strategies used for program development, growth and
success. The unique aspects of academic navigation
include: high patient and staff volume and expecta-
tions, numerous referral sources, subspecialty model
of care, varied system entry points and processes, and
a large infrastructure of roles including nursing, sup-
portive care, administrative and leadership. In order to
be successful it was important for the team to become
both clinical and operational experts. This has been
achieved and is ongoing through multiple strategies:
Defining and evolving the role, building relationships
and a network, creating role visibility/accessibility/
reliability, setting boundaries, learning processes,
data collection and analysis, disease site professional
development, and disease site integration at a clinical
and leadership level. With this established model, our
team of 8 navigators are able to facilitate multimodal-
ity access and care coordination across specialties and
locations, for both new and established patients, aver-
aging 1000 patients a year per navigator. Outcomes
have demonstrated double digit increased patient
retention. Additional analysis is ongoing, specifically
looking at patient and provider satisfaction. Fun-
damentally, the trust and credibility of the role has
evolved as relationships developed with patients, the
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disease teams, and health system. The blend of clini-
cal and operational expertise enables the navigator to
cross through the silos that exist in this matrix health
system in order to assess where patients are at in the
treatment process, determine the type of clinical care
needed and with whom, and actually get that accom-
plished. Despite the complexity and volume of an
academic medical center, it is possible and essential
to integrate effective navigation by building rela-
tionships, establishing reliability and credibility and
demonstrating outcomes. The team is now positioned
as crucial members of the health system, not just the
cancer center, and of most importance, able to pro-
vide personalized care to patients in order to best
meet their needs and help them access the academic
care they desire.

EDUCATING NURSES: TORSADES DE
POINTES IN THE ONCOLOGY PATIENT,
INTEGRATING AND PRESENTING SPECIALTY
CONCEPTS USING WEB-BASED LEARNING
Jennifer Mitchell, MSN, RN, OCN®, Wake Forest Bap-
tist Health, Winston Salem, NC

Clinical events in which oncology patients experi-
ence Torsades de Pointes (TdP) often result in poor
patient outcomes. Despite a vast amount of TdP lit-
erature available, there is a lack of direct information
on its implications in the oncology patient population,
and topic/population-specific educational offerings
for nurses. The purpose was to evaluate the impact
of an educational intervention on participant’s sub-
ject knowledge and satisfaction with the methods of
information delivery. RNs working in patient care roles
were recruited for study participation via email. The
intervention consisted of a mobile device friendly edu-
cational website, designed using the Universal Design
for Learning, which focused on TdP and its relation to
the oncology patient. The site included written summa-
tive information regarding key project elements, was
self-paced, and included multiple modes of information
delivery. Quantitative knowledge gains were assessed
by evaluating pre/post-intervention scores using an
independent samples t test and the Mann-Whitney
U test. Qualitative gains and participant satisfaction
were assessed using participant surveys. Statistically
significant gains were made in testable knowledge
(test scores for group 1 (M=17.35, SD 6.23) and group
2 [M=25.57, SD 2.51; t(99.43)= -10.26, p=.000]; (eta
squared =.45). The Mann-Whitney U test compared
median values for each group (Ho= distribution of
test scores would equal across both test groups; sig-
nificance level =.000 (<.001); Ho is rejected). Content
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of participant surveys demonstrated >/= 96% positive
feedback related to content, knowledge gains, and
satisfaction with methods used. Nurses need to under-
stand the individual components of TdP, and issues
that are inherently unique to the oncology patient. Wit-
nessing nurse reactions and patient outcomes during
clinical events have revealed a knowledge gap. Current
learning platforms are insufficient for preparing nurses
to understand, prevent, recognize, and treat TdP in the
oncology patient. Todays nurse needs to be presented
with information in a context specific format to rein-
force how it affects patient care and medical treatment.
Content analysis of participant surveys revealed a need
and desire for cross over education for nurses, and that
web-based, multiple media, mobile device friendly edu-
cational platforms are positively received. Integrating
concepts that span multiple specialties is necessary
in the comprehensive care of the oncology patient.
This can be achieved through innovatively designed
education and presented in web-based, mobile device
friendly formats.

DURING THE WORST, PUT YOUR SAFETY
FIRST: CREATING AN ONCOLOGY NURSE-LED
CHEMOTHERAPY SPILL RESPONSE TEAM
Mary Molloy, MSN, RN, OCN®, Northwestern Memo-
rial Hospital, Chicago, IL; Jennifer Reilly, BSN, RN,
CMSRN, Northwestern Memorial Hospital, Chicago, IL;
Danielle Ready, MSN, RN, CNL, OCN®, Northwestern
Memorial Hospital, Chicago, IL

In response to the United States Pharmacopeia
Chapter 800 (USP800) standards for safe handling
of hazardous drugs, a large urban academic hospital
completed a gap analysis to identify which require-
ments were not currently compliant. One area of
opportunity identified was related to spill control,
specifically with the new respiratory personal pro-
tective equipment (PPE) requirement and reporting
process. This project aimed to create and implement
a chemotherapy spill emergency response team,
design a formalized training program for nurses
involved, implement the process to minimize risk of
hazardous drug exposure, and expand USP8oo com-
pliance and preparedness. A multidisciplinary team
was assembled that included Nursing, Pharmacy,
Corporate Health, Performance Improvement, Envi-
ronmental Services, Supply Chain and Facilities. The
team reviewed current policy and practice, USP8oo
guidelines, ONS guidelines and similar institutions’
practice. The team updated spill definitions and team
members were assigned clear roles/ responsibilities
for responding to a chemotherapy spill. Additionally,
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the process for reporting chemotherapy spills was
streamlined to accurately capture how often spills
occurred, and to ensure appropriate follow-up for
staff involved in a chemo spill. Nursing Education
Coordinators (ECs) developed competencies and
training for the spill clean-up process. Training for
nurses covered a USP8oo overview, updated PPE and
safe handling practices, PAPR use and requirements,
spill competency with PAPR, and the spill team
pilot process. The emergency response spill team
was implemented over six months and monitored
for impact to practice and operations. Feedback was
gathered and incorporated into future education and
process for further expansion outside oncology. The
number of nurses formally trained on chemotherapy
spill clean-up and PAPR use increased from o to 38.
Chemotherapy spill reporting increased from 10 spills
reported in calendar year 2018 to 26 reported since
the new process was implemented in January 2019.
Through creating the chemotherapy spill response
team, the appropriate team members responsible for
clean-up were identified, clear responsibilities of each
team member were assigned, and one clear process
for reporting a spill was implemented. This process
has helped to decrease occupational exposure during
the clean-up process, as well provide data into the
root cause of spills, to hopefully prevent future che-
motherapy spills.

A HEALTH SYSTEM APPROACH TO
TRANSFORMING INFUSION CARE AND
IMPROVING PATIENT EXPERIENCE THROUGH
ONGOING PROCESS IMPROVEMENT
INITIATIVES

Lindsey Zinck, MSN, RN, OCN®, NEA-BC, University

of Pennsylvania Health System, Philadelphia, PA;
Caitlin O’Neill, MSN, RN, OCN®, University of Penn-
sylvania Health System, Philadelphia, PA; Pamela
Cappucci, MS, RN, OCN®, ASQ, CSSGB, Hospital of the
University of Pennsylvania, Philadelphia, PA; Robert
Tobin IIl, BSN, RN, OCN®, Hospital of the University of
Pennsylvania, Philadelphia, PA; Lisa Figueroa, BSN,
RN, OCN®, Hospital of the University of Pennsylvania,
Philadelphia, PA; Melissa Maminski, MSN, RN, Penn
Presbyterian Medical Center, Philadelphia, PA

The vast majority of oncology care continues to
migrate from inpatient to ambulatory arenas. More
movement is projected as innovative solutions to site
of care emerge and infusion care delivery continues to
advance. As a result, oncology infusion areas nationally
have faced challenges with increasing patient volumes,
growing case complexity, and heightened demand
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for patient satisfaction amidst a competitive market.
Infusion nurses stand at the front lines of ambulatory
cancer care, and are charged with maintaining patient
safety while acclimating to these challenges. Infusion
Nurse Leadership at an academic health system averag-
ing 125,000 visits annually, sought to improve patient
experience across a rapidly expanding network of 13
Infusion Suites through the utilization of replicable
quality improvement initiatives. Interventions were
completed in phases at individual infusion sites, and
once proven effective, the interventions were imple-
mented at the remaining applicable sites throughout
the system. iQueue for Infusion Centers was deployed
to manage patient wait times through advanced sched-
uling analytics. Fast Track processes were established
for short duration appointments, to improve patient
dissatisfaction with lengthy wait times for quick treat-
ments. A pre-treatment patient education program was
designed to enhance the patient experience, inclusive
of video orientation, dedicated teaching visits, writ-
ten patient materials, and a telehealth visit option for
patients desiring advanced education without travel.
Nurses partnered with providers in a Serious Ill-
ness Conversation Program, with a goal of improving
advanced care and goal planning through coordinated
nurse educational interventions. To improve patient
safety related to dosing errors, a standard process
was established for height and weight measurements
in Infusion. Extensive improvements were noted in
patient experience as a cumulative result of these rapid
cycle projects. In comparing fiscal year 2018 to 2019,
increases to percentile rank from combined Press
Ganey patient satisfaction scores across 13 sites were
noted: “overall” by 62%, “information about delays” by
165%, “skill and knowledge of the nurse” by 26%, and
“nurses concern for questions and worries” by 51%.
Oncology infusion nurses are uniquely positioned to
improve the patient experience through involvement
in quality improvement initiatives. Forward thinking
Infusion Nurse Leaders looking to improve care deliv-
ery amidst growing challenges can implement similar
interventions for high reward outcomes. These innova-
tive interventions have proven success across a health
system containing a diverse variety of Infusion Suites.

A NURSE-DRIVEN EDUCATION PROGRAM
FOR ONCOLOGY EMERGENCY MANAGEMENT
AT AN OUTPATIENT INFUSION CENTER

Caitlin M. O’Neill, MSN, RN, OCN®, Hospital of the
University of Pennsylvania, Philadelphia, PA; Lindsey
Zinck, MSN, RN, OCN®, NEA-BC, University of Pennsyl-
vania Health System, Philadelphia, PA; Mike Lynch,
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BSN, RN, CFRN, CEN, Hospital of the University of
Pennsylvania, Philadelphia, PA

With increasing care complexity in outpatient oncol-
ogy, nurse leaders at an academic infusion suite
averaging 60,000 infusion visits annually recognized
the need for a standardized educational program
regarding management of acute infusion reactions and
clinical emergencies. Oncology patients are a special-
ized population receiving high-alert medications in
an ambulatory setting; many carry increased risk of
anaphylaxis, leading to cardiopulmonary arrest. Infu-
sion nurses must be able to quickly assess changes in
patient condition, intervene early, and escalate care.
Nurses in outpatient settings often express discomfort
with clinical emergencies and resuscitative measures
due to the complex nature of these events. In partner-
ship with the hospital’s Rapid Response Team, Infusion
Nurse Leadership designed a sustainable educational
program for the nursing staff. Infusion nurses were
surveyed regarding equipment, medications, and clin-
ical scenarios they felt needed further reinforcement.
Multi-disciplinary debriefing sessions following events
highlighted further opportunities for education. Liter-
ature review provided nurses with the most relevant
strategies for managing hypersensitivity reactions
and anaphylaxis. The program consisted of 60-minute
small group sessions led by a Rapid Response Nurse
Coordinator in an infusion room for a realistic train-
ing experience. Didactic teaching was combined with
simulation of a hypersensitivity event, progressing to
full cardiopulmonary arrest. Nurses had the oppor-
tunity to practice with the department’s emergency
equipment, including cardiac monitors, AEDs, portable
suction, and bag valve masks. Roles of staff during an
arrest event were reviewed, and nurses were able to
practice resuscitating a manikin and documenting on
the hospital’s standardized code documentation sheet.
Return demonstrations and teach-back methods evalu-
ated competency. Patient experience responses to the
question skill and knowledge of the nurse was at the
oth percentile pre-intervention for FY17. Following the
implementation of the educational program, patient
responses increased to the 35th percentile for FY18.
The program was maintained annually, with 100% of
staff participating, and scores for skill and knowledge
of the nurse improved again at the 44th percentile for
FY19. Qualitative data from nursing evaluations rate
the program favorably across all categories. As cancer
care continues to shift to the ambulatory setting, infu-
sion nurses must adapt their skill and knowledge for
managing acute patient events. Given the success of
this model for clinical emergency nursing education,

ONF.ONS.ORG



Downloaded on 05-02-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

it had been adapted and implemented in satellite infu-
sion suites across the health system.

DEVELOPING ONCOLOGY NURSES THROUGH A
TRANSITIONAL ONCOLOGY NURSE ACADEMY
Cathy Ollom, RN, MSN, AOCNS®, Miami Cancer Insti-
tute, Miami, FL

The lack of experienced oncology nurses can strongly
impact the ability of oncology centers to meet the needs
of patient with cancer. This is particularly true in some
parts of south Florida, where the shortage threaten to
make it impossible of new outpatient oncology centers
to deliver optimal care. The purpose was to develop a
transitional oncology nurse residency program capa-
ble of taking experienced nurses without oncology
specialty training and provide them with the basic
knowledge needed to safely care for cancer patients.
Using sources such as COPI, FACT, Joint Commission,
and ONS educational requirements for oncology nurse
competency were identified. Using these standards as
a starting point, a group of expert nurse educators sur-
veyed current oncology training programs offered at
our hospital system and identified potential gaps. From
these gaps, curriculum was developed and formalized
into a 12-week Transitional Nurse Oncology Academy.
Students were evaluated on knowledge of domains such
as safe administration of chemotherapy and immuno-
therapy, hazardous drug safety, symptom management,
and oncologic emergencies at baseline and comple-
tion. Since October 2018, a total of 27 RNs in 3 separate
cohorts have successfully completed the 12 week pro-
gram. Retention among RNs in the program has been
100%. The average pre-test score among nurses was
42%. Following successful completion of the program
average scores rose to 98.2%. Results show a structured
12-week transitional oncology nurse academy devel-
oped by nursing experts using educational standards
issued by benchmark societies can successfully increase
nursing knowledge of key domains in oncology and
successfully prepare nurses to transition into oncology
practice. This program developed by nurses in coordi-
nation with established benchmarks provides a practical
means of addressing an oncology nursing shortage.

IMPROVING COMPLIANCE IN KEY SAFETY
METRICS BY IMPLEMENTING NURSE
SCORECARDS

Paula Pike, RN, BSN, MSN/A, MBA/Hc, NE-BC, Yale
New Haven Hospital, Woodbridge, CT

Cancer care in the ambulatory setting is high-risk
and complex, and errors can lead to catastrophic out-
comes. Leaders of high reliability organizations must
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continually monitor compliance of key performance
metrics and adherence to safety standards; identi-
fying opportunities for improvement and coaching
staff to meet expectations. Smilow Cancer Hospital is
Connecticut’s largest provider of cancer care with 12
locations throughout Connecticut and the only com-
prehensive cancer facility in the Northeast. At three of
these Cancer Care Centers a review of overall compli-
ance scores in regards to verification of chemotherapy,
completion of post-treatment phone calls, and provid-
ing written instructions to patients after an infusion
visit, identified adherence less than 100% throughout
2018. The purpose was to improve compliance in three
safety domains: (1) performance of 2-RN verification of
chemotherapy prior to administration; (2) documenting
post-treatment calls within 72 hours of a cycle one, day
one, chemotherapy administration; and (3) providing
the infusion patient with an after visit summary. Regu-
lar discussions at each Cancer Care Center highlighted
the impact to the patient, patient experience, and safety
outcomes when compliance was 100% for the safety
domains. An Excel workbook was used to collect and
record compliance data and create individual nursing
scorecards which were emailed monthly to each nurse.
Additionally, positive feedback was included in the
email to highlight success, along with verbiage of expec-
tations for improvement when compliance was less
than 80%. Individual scorecards increased the nurses’
awareness of their performance in each safety domain.
Routine dialogue with peers and Care Center leaders
became commonplace and nurses worked together to
identify and employ systems to achieve 100% compli-
ance. Scores in all three safety domains significantly
increased month over month. Nurses who did not meet
goal would request the cases for which they were not
compliant and perform research to identify the gap and
then share what they would do in the future to achieve
100% compliance with leadership. To achieve great
results a leader must communicate effectively with
the team, establish and convey clear goals, and provide
consistent and fair feedback. By doing this, nursing
behaviors changed and compliance scores improved in
all three safety domains. The use of a monthly score-
card with a personal note providing feedback improved
compliance in key safety metrics.

INCLUSION OF SELF-CARE IN THE
INTERDISCIPLINARY PROGRAM
DEVELOPMENT AND EVALUATION OF AN

HCT DISCHARGE CLASS FOR CAREGIVERS
Kathleen Kelly, RN, BSN, OCN®, City of Hope, Duarte,
CA; Jackelene Valdez, RN, BSN, CPHON®, City of Hope,
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Duarte, CA; Dhruti Ramchandani, MPH, MCHES®, City
of Hope, Duarte, CA; Gabriela Flores, MSW ASW, City
of Hope, Duarte, CA; Ranee Kang, MSW, LCSW,
ACM-SW, ACHP-SW, OSW-C, City of Hope, Duarte, CA;
Artis Rivera, MHA, City of Hope, Duarte, CA

Caregivers experience significant stress, especially
caring for the Hematopoietic Cell Transplant (HCT)
patient. Many hospitals require a caregiver to be with
a patient post-transplant. A focus on caregivers is crit-
ical because their distress can match or surpass the
distress levels of the HCT patient. Caregivers report
lack of support and skills in self-care and higher
rates of depression and anxiety. This negatively
impacts caregivers’ physical and mental health, and
the patient’s recovery. An interdisciplinary team at
a NCI-designated cancer center was established to
develop the HCT Discharge Class for Caregivers,
which aims to prepare caregivers to care for the HCT
patient at home and promotes caregivers self-care.
The team consisted of oncology Clinical Social Work-
ers (CSW), Registered Nurses (RN), a health educator,
and consultative members (hematology physicians,
dietitians, occupational therapy). The health educa-
tor applied health literacy best practices. The class
was offered twice monthly in the hospital and was
co-lead by an RN and CSW. The CSW provided edu-
cation on self-care practices, sexuality, relationship
adjustments, and caregiver resources. The RN cov-
ered the home environment, pets, socializing, food
safety, nutrition, infection precautions, medication
management, daily health assessment, graft versus
host disease, and communicating with the medical
team. PowerPoint presentations were supported by
print materials, a caregiver toolkit, and open discus-
sion of caregiver concerns. The class survey assessed
caregiver readiness for the care for HCT patient at
home and self-care awareness. Among 48 caregivers,
ages 18-65+; 71% female and 43% spouse/partner. Pre
and post surveys were analyzed using a paired t-test.
Using a o-10 point Likert scale, caregiver readiness
to care for the patient was significantly higher in the
post-survey 8.63+2.21 than the pre-survey 6.81+2.83, t
48=-3.50, p<0.05. Awareness of caregivers’ own needs
were also higher in the post-study 8.83+2.09 than the
pre-survey 7.33+2.48, t 48= -3.21, p<0.05. HCT edu-
cational programs are routinely offered to prepare
caregivers for patient needs, however less content
has focused on education to prepare caregivers for
self-care. After attending this class, caregivers report
feeling more prepared for patient care at discharge as
well as meeting their own needs. The program cap-
italizes on an interdisciplinary oncology care team
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to create a class that supports home care of the HCT
patient while directly addressing caregiver self-care
needs.

CHANGE IS GOOD: MODIFYING THE
ORIENTATION STRUCTURE FOR NEW
GRADUATE NURSES

Ellie Rubenfeld, BSN, RN, CCRN, Nebraska Medicine,
Omaha, NE; Beth Mortenson, MSN, RN-BC, OCN®,
Nebraska Medicine, Omaha, NE

In February 2019, the oncology service line at
Nebraska Medicine, which includes four 36-bed inpa-
tient units, identified an opportunity to improve
orientation for new graduate nurses by modifying the
orientation structure. For each inpatient unit, the tra-
ditional orientation structure consisted of 3, 12-hour
shifts each week with varying lengths of 8 to 12 weeks
depending on the unit’s level of care. Pressure from
budget reductions and inadequate staffing prompted
our team to focus on modifying the orientation time-
line to help address these challenges. The purpose
of modifying our orientation structure was to better
support both the new graduate nurse and organiza-
tion. The goals included decreased orientation length,
repetition of technical skills, teamwork, accelerated
socialization into the unit, bridging relationships
with medical teams, increased knowledge retention,
consistent patient assignments, continuity of care
for the patient and increased professional develop-
ment opportunities for current staff (i.e. precepting).
Following a review of literature and house-wide ori-
entation practices, our leadership team modified the
orientation structure utilizing a combination of 8-
and 12-hour shifts. This change was implemented to
provide the orientee more consistent exposure to the
specialized patient population, skills and the multidis-
ciplinary team approach. Repeat exposure decreases
gaps in learning, which can be<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>