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2561

HEALING PATIENT PARTNERSHIPS IN CANCER CARE. Jody Reyes,
RN, BSN, OCN®, Naval Medical Center San Diego, San Diego, CA, USA;
Preston Gable, MD, Naval Medical Center San Diego, San Diego, CA,
USA; James Ellzy, MD, Naval Medical Center San Diego, San Diego,
CA, USA; Janis Dyment, Naval Medical Center San Diego, San Diego,
CA, USA; James Fitzpatrick, Naval Medical Center San Diego, San
Diego, CA, USA; Sandra Gharabaghli, RN, Naval Medical Center San
Diego, San Diego, CA, USA; and Arden Chan, Naval Medical Center
San Diego, San Diego, CA, USA.

Navigating complex health systems when you are well is challenging
enough, but when faced with a devastating diagnosis such as cancer, it is
easy to become overwhelmed. We identified that many of our cancer pa-
tients weren’t consistently receiving vital information to make informed
decisions about their care. Clinicians were often reticent to discuss
emotionally charged topics. Therefore, patients that could benefit from
supportive services were often referred late or not at all.

This dilemma presented opportunities for improvement in care coor-
dination. We created a unique 90-minute “Cancer 101 course, offered
bi-monthly, where patients and their significant others receive valuable
information on a variety of topics from an multi-disciplinary team to
include an Oncology Social Worker, Oncology Nurse, Therapist, Regis-
tered Dietitian, and Chaplain.

We designed a curriculum for “Cancer 101,” which introduced various
support services, assisting patients as they navigate the world of cancer
treatment. We developed marketing brochures for patients at an appro-
priate literacy level and a self-referral form for use after “Cancer 101,”
enabling the patient to self-identify services they need from a multitude
of professional disciplines resulting in early support and intervention.

Since July 2006, over 500 participants have attended “Cancer 101,”
resulting in improved patient and family satisfaction as measured by
post-class evaluation, and proved to be rewarding for members of the
healthcare team.

We wanted to make a difference in our patients’ lives — we did just
that! Patients perceive greater control and are more engaged in their
cancer care as a result of this new partnership with their multidisciplinary
healthcare team. We improved coordination of care and services and
thereby the quality of care for our cancer patients.

2565

DEVELOPMENT OF AN INPATIENT HOSPICE PROGRAM IN A COM-
MUNITY-BASED HOSPITAL: A NURSE DRIVEN APPROACH. Michele
Gaguski, MSN, RN, AOCN®, CHPN, APN-C, Ocean Medical Center,
Brick, NJ, USA; and Phyllis Begyn, RN, BSN, OCN®, CNA, Ocean
Medical Center, Brick, NJ, USA.

Oncology nurses posses the knowledge and expertise to meet the
needs of patients at the end of life. Prior to the development of the
inpatient hospice program, patients who were imminently dying were
transferred to an outside hospice facility. The creation of the program
provided uninterrupted, continuous care in a familiar setting.

The Nurse Manager and Clinical Nurse Specialist, both ELNEC
Trainers, identified the need to provide services that would meet the

care required by patients at the end of life. There are instances when
terminally ill patients qualify for hospice, however they are unable to
go home because there is no significant caregiver and/or the patient may
not be able to qualify for acceptance into an outside hospice facility. A
collaborative team was formed between nursing and hospice to develop
an acute inpatient program. The goal was to improve quality of life
through collaboration between the oncology nurses and the hospice team
to provide multisymptom management at the end of life.

Screening guidelines, admission criteria, policies and procedures
for coding and billing, nursing care guidelines, and standing admission
orders were created, approved, and implemented. This practice change
was accomplished through the multidisciplinary efforts of the medical
director, pharmacy, oncology nurses, access services, finance, and hos-
pice. Under the premise of shared governance, monthly meetings served
as a forum for identification of process issues, feedback from nursing
staff, progress towards goals, and educational planning. A nurse driven
hospital wide educational plan was implemented by the team.

This practice change was embraced by the staff through their involve-
ment in team meetings, publication on hospice topics in the unit based
newsletter, and presentations at educational programs and Schwartz
Rounds. The program has demonstrated a steady growth in patient
admissions. Positive feedback from grateful families and professional
commendations from hospice are other measures of success

As part of the continuum of cancer care, oncology nurses are called
upon to collaborate with other disciplines to address the needs of patients
at the end of life who are unable to receive hospice care in the home
care setting.

2566

SPIRITUAL CARE DURING THE CHEMOTHERAPY EXPERIENCE.
Marilyn Halstead, RN, PhD, AOCNS®, Towson University, Towson,
MD, USA.

Oncology nurses are mandated to assess and treat the person with
cancer utilizing a holistic framework. JCAHO requires evidence that
institutions provide training for nurses in the area of spiritual assess-
ment. Researchers found that the majority of adults in the United States
depend on spiritual resources such as prayer when facing illness. How-
ever, Silvestri et al. concluded that, although patients and families stated
that faith in God influenced chemotherapy treatment decisions, many
healthcare workers underestimate the importance of faith for patients
and families.

The experience of chemotherapy is a time when patients may ques-
tion long held, highly valued spiritual resources. Alternatively, many
patients undergoing chemotherapy find their spiritual resources comfort-
ing and inspiring. This presentation will address the need for improved
assessment and intervention of spirituality in patients undergoing
chemotherapy. Ethical considerations in providing spiritual care during
a period of increased vulnerability will be addressed.

An assessment model will be presented. Characteristics of spiritual
well-being and spiritual need will be discussed. The goals of ethical
spiritual care will be included. Interventions such as presence, listening,
hearing stories, music, journaling, and supporting religious practices
will be highlighted.
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Outcomes for the chemotherapy patient, including enhanced spiritual
well-being, decreased spiritual distress, maintaining hope and trust in a
higher power, and at peace with self and/or health status will be delin-
eated. Evaluation of the interventions will be considered according to
individual patient goals.

Implications for the oncology nurse include increased confidence in as-
sessing and addressing the chemotherapy patient’s spirituality. Resources
for additional information will enable nurses to discuss spiritual care with
colleagues, thus addressing this mandated area of nursing care.

2568

TIME CONSTRAINTS TO EDUCATE YOUR PATIENTS? DEVELOP A
SELF-DIRECTED LEARNING MODULE! Leah Scaramuzzo, MSN, RN,
C, AOCN®, The Cancer Institute of New Jersey, New Brunswick, NJ,
USA; and Jayne Camporeale, MS, RN, APN-C, OCN®, The Cancer
Institute of New Jersey, New Brunswick, NJ, USA.

Oncology nurses within the radiation department recognized a need to
provide high-quality patient education on radiation specific side effects.
Yet, finding time to offer appropriate in-depth teaching several times
each day is challenging in a fast-paced, high-volume setting. Patients and
families new to radiation are often anxious and overwhelmed, which may
impede their ability to process and retain information. Moreover, time
constraints may not allow them to attend formal teaching sessions. In or-
der to ensure that each patient receives accurate and consistent informa-
tion, a radiation oncology specific education module was developed.

The purpose of radiation orientation module was to provide patients and
families with an overview of the radiation process, side effects, self-care
management strategies, and anticipatory care guidance. Adult-learning
principles guided program structure, including self-directed interactive
teaching strategies such as text, graphics, and audio. Evidence demonstrates
that information empowers patients’ decision-making, thus facilitating ac-
tive participation in their healthcare. Improved patient satisfaction, coping,
treatment compliance, and patient outcomes were critical program goals.

The curriculum was designed using evidence-based resources, sessions
with interdisciplinary experts, and discussions with patients and families
undergoing treatment. The content, which is presented in a narrative slide
show, reviews principles of radiation treatment, logistics, roles of the
healthcare team, anticipated side effects, self care management, support
resources, and a virtual-tour. During consultation, patients and families
receive the self-directed module; a packet with various resources and
access to the slide show available on the Internet, CD-ROM, the Center’s
patient library, or downloadable to an iPod®. The self-learning module
allows patients/families to review at their own pace, identify questions,
and further clarify at future appointments.

The program has been well received by the multidisciplinary team.
The module is being pilot tested in early 2008. A Spanish version is
under development

As the nursing shortage reduces time available for patient education,
oncology nurses are in vital positions to enhance teaching by develop-
ing self-learning modules. This cost effective, low-budget module is
currently being adapted for new surgical patients and those entering the
survivorship program.

2570
AWARNESS IS THE KEY. Susan Hampton-Ash, RN, OCN®, St. Joseph
Hospital, Orange, CA, USA.

A patient experience led to creation of a nurse-led outreach program
for testicular and breast cancer awareness in adolescents. Specifically, a
man in his twenties who received inpatient chemotherapy for testicular
cancer told nurses that he would have “sought help sooner if he had
known what to do.” Nurses questioned why someone might not know
what to do with a swollen testicle or lump?

Based on cancer statistics, testicular cancer mainly affects men 15-35
years of age. Although breast cancer is rare in this age group, early detec-
tion is key, so young women should know about early detection.

The program aimed to teach adolescents how to perform self testicular
and breast exams.

Begun in 2005 the education consists of a presentation given by 3 oncol-
ogy nurses at our hospital to high school health classes in 1 school district.
Students receive a handout of key information, including statistics about
testicular and breast cancer, how to perform self examination, and rationale

for early detection. A hands-on portion of the instruction allows students
to know what a tumor may feel like using balloons filled with flour and a
bean. Small brochures explain the self examination process; students are
encouraged to use these when they try the methods at home.

To date, 75 classes have been reached by 9 nurses. The exact num-
bers of students are not known since we have not formally evaluated
this effort due to human subjects issues. Students ask many questions,
and appear engaged. Responses from health class instructors have been
positive, resulting in repeat invitations. Nurse responses have also been
positive, allowing inpatient nurses to reach out to a healthy population.
There is a waiting list for nurses to become involved.

A community outreach program involving inpatient nurses teaching
high school students about testicular and breast examinations has been
positively accepted in health classes in local high schools. Students reached
may be more attuned to their own bodies, discussing cancer-related issues
with family members. Nurses experience positive outcomes from dealing
with preventive oncology, which can enhance professional satisfaction.
Formal evaluations of students and nurses involved are warranted.

2577

PACTS—PROFESSIONAL ACTION COORDINATING TEAMS. Deborah
Cline, RN, BSN, OCN®, University of Texas M.D. Anderson Cancer
Center, Houston, TX, USA; and Patricia Johnston, MS, BSN, RN, OCN®,
University of Texas M.D. Anderson Gancer Genter, Houston, TX, USA.

The Nursing Practice Congress (NPC) and use of Professional Action
Coordinating Teams (PACTs) have empowered clinical nurses at a large
comprehensive cancer center to have control over their practice.

Based on a shared governance congressional model, 36 peer-elected
delegates have been presented with over 70 clinical nursing issues. Issues
are evaluated by the NPC and in the absence of an existing committee to
resolve the issue, a Professional Action Coordinating Team (PACT) is
formed. Each PACT is a short term, multidisciplinary committee, charged
with resolving the issue within a timeline formulated by the group. In
addition to a meeting structure designed by the PACT to encourage at-
tendance, PACTs use an electronic bulletin board to increase the partici-
pation of off-shift staff and those who work at off-site locations.

Nurses with varying levels of leadership experience are guided to
lead PACTs, using tools developed by the founding NPC group mem-
bers; mentors are available to support nurses with little or no leadership
experience.

Each new PACT chair is given a PACT Chair Guide, provided a thirty
minute in-service, and a mentor is identified if necessary. The PACT
Chair takes the responsibility to lead its members to issue resolution.
Members are identified by an institutional call-out posted weekly on
the electronic nursing news Web site. Interested parties e-mail the NPC
program coordinator and are provided with feedback regarding the PACT
chair, and their manager is notified. The PACT chair uses the PACT
Member Selection Tool and identifies the stakeholders.

A comparison of 2007 and 2008 PACT participation will be shown.
Samples of issues submitted for resolution will be outlined with various
outcomes identified.

The short term (3—24 month) commitment needed to join a PACT has
increased participation of nursing staff throughout the institution. The
staff is able to determine what interests them and they can volunteer for
the PACT of their choice.

The NPC is supporting autonomy, innovation, and nurse empower-
ment of the clinical nurse by providing opportunity for control and influ-
ence over nursing practice as well as developing future nursing leaders
within the institution.

2587

DISSEMINATING ELNEC ONCOLOGY CORE CURRICULUM AT A
NATIONAL CANCER INSTITUTE DESIGNATED COMPREHENSIVE
CANCER CENTER WITH MULTIPLE REGIONAL SITES. Anne Kolenic,
BSN, RN, OCN®, University Hospitals Ireland Cancer Center, Cleveland,
OH, USA; and Polly Mazanec, MSN, APRN, BC, AOCN®, University
Hospitals Case Medical Center, Cleveland, OH, USA.

End of life (EOL) care is an essential component of oncology nursing
practice, yet research shows that nurses receive very little formal educa-
tion about EOL care. The End of Life Nursing Education Consortium
(ELNEC) provides a curriculum which is an effective tool to fill the edu-
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cation gap. Multiple challenges continue to limit the ability to dissemi-
nate this information at a large comprehensive cancer center. Creative
strategies are needed to provide the ELNEC curriculum to nurses.

The purpose of this project is two fold:

1. To disseminate the ELNEC curriculum to the maximum number of
nurses at a cancer center with multiple regional sites, and
2. To mentor and support new ELNEC trainers in their effort to improve

EOL care and education.

The cancer center’s administration supported an initiative from the
Office of Education to host a regional ELNEC conference. Twenty
seven nurses from the hospital attended and accepted the responsibil-
ity to become trainers at individual clinical sites. These nurses worked
together under the leadership of a senior oncology nurse to plan the
module presentations, learn effective teaching strategies and support
one another. Trainers selected a module to teach. The modules were
presented over an 11 month period with one module repeated five dif-
ferent times a month at 3 sites. Contact hours were awarded for each one
to two hour presentation.

The eleven month program was evaluated by the trainers and each
presentation was evaluated by the attendees. Attendance at each module
was tracked to identify nurses who completed all nine modules.

Although nurses are receptive to EOL information, the format for dis-
seminating it is challenging. Staffing numbers, schedules and multiple
shifts were primary barriers to the monthly module presentations at the
main campus. However, this schedule worked well at the smaller sites.
The format needs to be tailored to individual sites and units of a large
cancer center. The establishment of the trainers group has been critical
to the sustainability of the project and for the growth and development
of the new trainers. Comments from both participants and trainers will
be used to refine the program for 2008.

2594

A TEAM-CENTERED MODEL FOR DEVELOPING A MISSION STATE-
MENT IN A HEALTHCARE ORGANIZATION (LDI PROJECT). Inga
Aksamit, RN, MBA, OCN®, McKesson Specialty, San Rafael, CA,
USA; Lyssa Friedman, RN, MPA, OCN®, McKesson Specialty, San
Rafael, CA, USA; Julie Wilson Ganz, PharmD, McKesson Specialty,
San Rafael, CA, USA; Cindy Baker, PharmD, McKesson Specialty,
San Rafael, CA, USA; Kimberly Bardel Whitlock, PharmD, McKes-
son Specialty, San Rafael, CA, USA; Steven Angelides, McKesson
Specialty, San Rafael, CA, USA; and Norma Martinez, McKesson
Specialty, San Rafael, CA, USA.

The National Oncology Alliance, a community oncology group-pur-
chasing organization, was acquired by McKesson in 2006. Our clinical
team of oncology nurses and pharmacists, who had functioned as content
developers for oncology practices, was incorporated along with technol-
ogy and business development teams into a multitherapeutic business
strategy group. This resulted in a need to adapt to a new culture as well
as to broaden our knowledge and skill set. Staff expressed concerns about
how to prepare for future demands and establish priorities.

This Leadership Development Institute (LDI) project was designed
to develop a shared vision for our multidisciplinary clinical team in
order to create alignment around our purpose within the larger orga-
nization and provide a foundation for strategic planning and organi-
zational change.

We convened a series of three staff meetings over a two month period.
We conducted strategic planning exercises, crafted an outline, circulated
five drafts containing components of the mission statement via email,
and reviewed modified versions until consensus was achieved. The final
product consists of a mission statement and summaries of our vision,
values, team description and strategic goals for the year.

We succeeded in creating our vision, including a statement of our
values, mission, description of our team and goals. Feedback from the
clinical team regarding the process was positive and indicated that this
was an important step in achieving consensus about our direction. The
process allowed the team to coalesce around a shared mission and gain
confidence in our ability to change and succeed.

After going through a significant organizational change, develop-
ing our mission statement helped us redefine ourselves as a team and
establish our locus in the new organization. This was accomplished in
the relatively short time frame of two months, which could easily be

replicated in staff meetings in a variety of nursing settings. This can
have applications in any number of nursing settings where change is
taking place. This activity is not one that is often conducted in nursing
settings, and if utilized more often could provide strong inspiration and
motivation to an engaged staff.

2597

BEST OF ONS. Marty Weinar, RN, MS, CCRC, Cancer Treatment Cen-
ters of America, Philadelphia, PA, USA; Louise Baca, RN, MSN, CCRP,
AtlantiCare Cancer Care Institute, Galloway, NJ, USA; and Cathy Belt,
RN, MSN, AOCN®, CNA, Hospital of the University of Pennsylvania,
Philadelphia, PA, USA.

Best of ONS was conceived and developed at a Leadership Devel-
opment Institute (LDI) in 2004 by a member of the South Jersey ONS
Chapter. The project was designed to establish a consortium of ONS
chapters in the tri-state area (NJ/PA/DE), which would enable them to
collaborate on an educational conference for local oncology nurses.

Of the 31,000 members of ONS, approximately only 6,000 attend
Congress each year. The purpose of Best of ONS was to provide nurses
in the region who are unable to attend Congress, an opportunity to hear
selected speaker presentations from that conference. Of primary concern
to the Planning Committee was that the Best of ONS be an affordable
and centrally located event.

Volunteers from seven local chapters were invited to join the Planning
Committee. After an initial face-to-face gathering, monthly meetings
were held via conference call. Nurses from the region who had been
invited to speak at Congress were contacted to determine their interest
in speaking again at Best of ONS. Speakers were offered honorariums.
Grant requests were submitted to numerous pharmaceutical companies,
and vendors were solicited to set up small displays in an exhibition room.
Each member of the Planning Committee assumed a specific role, e.g.
recruiting vendors, creating a flyer, liaison with venue site and speakers
coordinator. Marketing of this event includes distributing 700 flyers to
oncology nurses in the tri-state region.

In order to be awarded CEUS, attendees are required to submit an evalu-
ation developed according to ONS guidelines. Evaluations have been over-
whelmingly positive and speakers’ goals and objectives have consistently
been met. Attendees are attracted by the quality and variety of speakers,
the affordability of the conference and the awarding of CEUs.

Best of ONS has been a huge success and has become an annual oc-
currence. Each year the event is held in a centrally located venue within
the tri-state region. In each of the past three years approximately 100
nurses have attended. Entering its fourth year, Best of ONS 2008 is
scheduled for May 31, 2008.

2598

FACILITATING THE EARLY DETECTION OF LUNG CANCER WITH A
NURSE NAVIGATOR PROGRAM. Teri Parker, RN, MSN, OCN®, Ohio-
Health Doctors Hospital, Columbus, OH, USA; and Melanie Boren,
BSN, RN, OCN®, OhioHealth Doctors Hospital, Columbus, OH, USA.

The earliest indication of lung cancer may be an incidental finding
on radiographic imaging performed for an unrelated problem. However,
due to the complex health care system, patients can become lost in the
maze and incidental findings may not be evaluated expediently. The need
exists for oncology nurses to help patients navigate the system and to
assist with efficient evaluations.

The Nurse Navigator (NN) program at Doctors Hospital in Columbus,
Ohio provides a single point of access to coordinated and comprehensive
care for lung cancer. The NN coordinates care, ensures communication
between the primary care physician (PCP) and specialists, and provides
patient advocacy and teaching. A primary objective is to reduce the
interval between presentation of lung cancer and diagnosis in order to
begin treatment quickly.

The multidisciplinary team of specialists selected radiology alerts
to capture abnormal radiographic findings in all patients who undergo
chest imaging. The NN reviews these cases with the medical director
and offers fast-tracked next steps to the PCP. The objectives of quality,
timeliness and communication guide the NN’s decision-making process
related to patient flow. Her extensive oncology knowledge and her skills
that provide education, advocacy and communication are critical.
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It is impossible to anticipate all of the many different patient sce-
narios; but the commitment of the NN and physicians is paramount. Of
the 156 referrals the NN received in the first 7 months, 13 previously
unsuspected cancers and 7 other significant pathologies were identified.
35% of the patients are being monitored serially for possible malignant
changes. The remaining patients either required no additional work-up
or the PCP opted out. Patient satisfaction surveys and informal physi-
cian feedback were extremely positive. The sample is still too small for
statistical analysis of trends.

We found that our oncology NN facilitates the process for early detec-
tion of lung cancer, making valuable contributions to patient experiences
and to their physicians. Although the NN model is successful at this 240-
bed hospital, a different model may be needed at hospitals with larger
patient volumes. Nevertheless, the basic point person model would be
beneficial for many different diseases.

2601

IMPROVED CONTINUITY OF CARE THROUGH EVIDENCE BASED
CHARTING FOR CHEMOTHERAPY PATIENTS. Gaye Swanson, RN,
OCN®, Atlantic Health System, Morristown, NJ, USA.

The patient population at our Cancer Center has doubled in the past two
years. Our staff has increased accordingly. Our team of nurses realized the
patient charting was fragmented and did not enable easy communication
of the barriers the patients were facing. The flow sheet was not easy to
read and not consistently used. There were no guidelines for assessing the
patient’s side effects. We wanted to develop a better tool for recording
treatments the patient had previously received. We also wanted to develop
a Patient Progress Report which insured a standardized reporting of the
patient’s baseline and the side effects they experienced during treatment.

Our goal was to provide uniform charting tools for our chemotherapy
patients. We focused on consistent assessment of patient’s side effects as
well as improved documentation of medications administered and educa-
tion provided. During the process we realized our charting did not always
fulfill the Joint Commission guidelines; we sought to remedy this.

A new assessment form and flow sheet were developed by the nurses
in our unit. Since many of our nurses have worked in other Cancer Cen-
ters previously, we drew from those experiences while developing tools
appropriate for our facility. The assessment form targeted nine common
side effects which require constant monitoring. Assessment guidelines
were developed based on NCI guidelines, side effects are now graded
0—4. A new Intake form was developed. Medication Reconciliation and
Patient Education forms that had been developed by hospital committees
were added to our charts.

The newly developed evidence-based tools were implemented in the
clinical setting with a plan for ongoing evaluation. Revisions are made
as needed. The nurses rotate the task of monthly chart review for compli-
ance. These tools were developed by the complete nursing staff giving
everyone the pride of ownership.

Oncology nurses have a responsibility to their patients, their profes-
sion and the health care team to provide safe, consistent treatment. These
evidence-based tools allow us to identify and act upon the trending of
side effects and social needs that may provide barriers to the successful
completion of chemotherapy.

2607

DECISION-MAKING ISSUES WITH PROSTATE CANCER SCREENING
AMONG AFRICAN AMERICANS. Randy Jones, PhD, RN, University
of Virginia, Charlottesville, VA, USA; Ishan Williams, PhD, University
of Virginia, Charlottesville, VA, USA; and Richard Steeves, PhD, RN,
FAAN, University of Virginia, Charlottesville, VA, USA.

African American men are 1.5-2 times more likely to be diagnosed
with prostate cancer than Whites. Cultural beliefs play a major role in
screening behaviors. These beliefs may assist in the decision whether
or not to be screened for prostate cancer. To provide culturally sensitive
care, healthcare professionals must be aware of these beliefs.

The purpose of this study was to understand prostate cancer screening
decision-making among rural African Americans. The study’s goal was
to conduct an in-depth analysis of beliefs on prostate cancer screening
among rural African Americans. How these beliefs and attitudes may or
may not have influenced their health decision-making process were
explored also.

This study used a qualitative design. The analyzed data utilized the
hermeneutic/phenomenological approach to explore the “lived experiences”
of the participants. The “lived experience” are associated with participants’
views on prostate cancer screening. The investigators used an iterative ap-
proach to enhance the examination of the responses from the interviews.

The sample (N=17) included age 40 and older African American men
who never been diagnosed with prostate cancer, but may or may not have
been screened. Participant recruitment took place at rural community
centers (i.e. barbershops and churches). Semi-structured interviews ex-
plored health status, demographics, prostate cancer screening knowledge,
healthcare providers and family interactions, and religious beliefs. Data
collection was terminated upon moment of data saturation. Data was
analyzed using qualitative and descriptive methods.

Three main themes emerged from the collected data.

1. Men had a limited amount of education on prostate cancer.

2. Family and friends played an important role in the decision-making
process.

3. It was necessary for the men to have a trusting relationship with their
healthcare provider.

In addition, these men reported it was much later in life until they
heard about prostate cancer.

The results will give healthcare providers clues in how to sustain and
improve care they deliver to this vulnerable population. The findings
will aid in the development of a culturally-sensitive decision aid. The
study has great promise to improve interactions between healthcare
providers and patients and promote unity among the community and
healthcare systems.

2609

THE DEVELOPMENT OF AN INTERDISCIPLINARY EXERCISE PRO-
GRAM FOR PATIENTS REPORTING FATIGUE RELATED TO CHEMO-
THERAPY OR RADIATION THERAPY. Jeanette Barefoot, RN, MSSL,
OCN®, Aptium Oncology-Trinitas Comprehensive Cancer Center,
Elizabeth, NJ, USA; Carol Blecher, RN, MS, AOCN®, APN, C, Aptium
Oncology-Trinitas Comprehensive Cancer Genter, Elizabeth, NJ, USA;
James Dunleavy, PT, MS, Trinitas Hospital, Elizabeth, NJ, USA; and
Donna Filocamo, LCSW, ACSW, Aptium Oncology-Trinitas Compre-
hensive Cancer Center, Elizabeth, NJ, USA.

Fatigue is frequently an issue for patients undergoing treatment for a
cancer diagnosis. It is well documented that fatigue can have deleteri-
ous effects on quality of life affecting the person’s sense of well being,
personal relationships and their ability to cope. Exercise has been shown
to be of benefit in the management of fatigue in studies of breast cancer
patients, as well as patients with other solid tumors. Based on this data
we began developing a program to educate staff, patients and significant
others regarding fatigue and to provide an evidence based intervention
designed to relieve fatigue and improve quality of life.

This interdisciplinary program involving oncology and rehabilitation
medicine is designed to increase staff, patient and significant other aware-
ness regarding fatigue. It will provide for a systematic and effective means
for screening of all patients undergoing therapy at the cancer center and an
evidence based intervention to improve the lives of these patients.

A staff education program regarding fatigue will be presented includ-
ing the staff of the cancer center and the rehabilitation department. The
patients/significant others receive information regarding fatigue during
their treatment education sessions. Fatigue is assessed on a 0—10 scale
at each visit. Fatigue that is rated as five or greater will be reported to
the physician and an exercise intervention will be discussed. The patient
will complete the FACT F questionnaire and a quality of life survey.
They will be referred to rehabilitation medicine for an evaluation and
the development of an exercise program.

Patient evaluation of the program includes the completion of a FACT
F, quality of life survey and a patient satisfaction questionnaire at the end
of a three month period and upon completion of treatment.

Evaluation of program effectiveness will be based on chart surveys
and number of patients referred to the program based on our initial sur-
vey of patients which indicated that forty percent of patients reported
moderate to severe fatigue.

This program is designed to provide evidence based interventions to
manage fatigue in our oncology patient population. It will also enhance our
goals of comprehensive cancer services, service and clinical excellence.
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2610

PERCEPTIONS OF COLLABORATION AND COMMUNICATION BETWEEN
THE RN-MD RELATIONSHIP IN AN ONCOLOGY ICU. Barbara Stewart,
RN, BSN, CCRN, Fox Chase Cancer Center, Philadelphia, PA, USA.

According to the American Association of Critical Care Nurses
(AACN), six standards must be met to maintain a healthy work envi-
ronment. If one standard is weak, then a healthy work environment is
compromised. Nurses at this comprehensive cancer center complete the
National Database of Nursing Quality Indicators Nurses’ Satisfaction sur-
vey annually. ICU nurses have consistently rated the RN-MD relationship
low. They verbalized that this is due to lack of true collaboration and effec-
tive communication which are two of the six ACCN standards. Physicians
have never been asked their perceptions of their working relationship with
the ICU nurses. Nurses felt that this information was needed before effec-
tive recommendations for improvement could be developed.

To find a survey tool designed specifically to evaluate ICU nurses’ and
physicians’ perceptions of their working relationship. To determine any
differences in perceptions, identify problem areas and develop specific
interventions for improvement.

After a thorough review of the literature, the “ICU RN-MD Satisfac-
tion Questionnaire” was chosen. This is an evidenced based survey. This
tool uses a 1-5 Likert scale. It evaluates relationships and communica-
tion, teamwork and leadership, perceived effectiveness, managing nurses
and physicians, authority of nurse manager and medical director, and job
satisfaction. All physicians, PAs and nurses practicing in the ICU were
asked to complete it. A poster was created to present composite level
results, benchmarking and conclusions. The findings have been submitted
to ICU committee to develop interventions.

Forty-two of 111 physicians/PAs and 15 of 25 nurses completed the
questionnaire. A difference in the perceptions regarding communication,
conflict management and collaboration was evident. The physicians/PAs
wrote helpful comments and suggestions. Interestingly, they viewed the
treatment of medical and surgical patients to be different. Nurses did not
elaborate on their surveys.

The response of physicians indicated that they appreciated the oppor-
tunity to share their thoughts, valued their relationships with the nurses
and were willing to collaborate to improve the work environment. The
objective identification of the differences in perception will be the basis
for an interdisciplinary group to develop specific targeted interventions
to improve nurse—physician communication and collaboration and create
a healthier work environment.

2619

THE MAMMOSITE RADIATION THERAPY SYSTEM EXPERIENCE; THE
PATIENT’'S PERSPECTIVE. Julia Powers, RN, MSN, CCRP, Memorial
Hermann Southwest Hospital, Houston, TX, USA; Arlene Ricardo,
MD, Memorial Hermann Southwest Hospital, Houston, TX, USA;
and Kathleen Shadle, MD, Memorial Hermann Southwest Hospital,
Houston, TX, USA.

In 2002 the FDA gave clearance to the MammoSite Radiation Therapy
System, a device for delivering intracavitary brachytherapy following
breast-conserving surgery. There have been relatively few studies that
have reported long-term overall patient satisfaction and understanding
in addition to toxicities and cosmesis.

The objective of this study was to assess long-term overall patient
satisfaction and understanding of the MammoSite Radiation Therapy
System as well as evaluate toxicities and cosmestic results.

A fourteen item MammoSite Therapy Questionnaire was developed
by the authors and sent out to thirty-four patients who received treatment
for breast cancer with the MammoSite Radiation Therapy System fol-
lowing breast-conserving surgery. All patients had been post treatment
for a period of between 12 to 24 months.

The questionnaire addressed patient understanding of the treatment
system, levels of pain upon insertion and removal of the catheter, ease
of catheter care, adverse events, cosmetic results, overall satisfaction,
willingness to recommend to others and factors influencing the decision
to receive MammoSite Radiation Therapy System. Data was analyzed
utilizing descriptive statistics.

Thirty of the thirty-four patients who had received treatment with the
MammoSite Radiation Therapy System responded to the questionnaire.
All participants were between 12 and 24 months post-treatment at the

time of questionnaire completion. The age range of participants was
46-76 years with a mean age of 60 years. Twenty-seven of the thirty
participants were ER/PR+ and all thirty had negative nodes. Tumor size
ranged from .5cm to 2.5cm with a mean of lem.

MammoSite Radiation Therapy System treatment for early-stage
breast cancer was found to be well tolerated with minimal adverse ef-
fects. Patients were well informed and found the treatment regimen to
be quite convenient and catheter care posed no problems.

Overall satisfaction regarding the treatment regimen and cosmetic
result was high and participants were likely to recommend this treatment
to others. Satisfaction remained high at one year or longer post treatment
and the majority of the participants found the shorter treatment regimen
to be the influencing factor in their decision to have MammoSite Radia-
tion Therapy.

2624

DEFINING FATIGUE: THE EXPERIENCE OF PATIENTS WITH CANCER
RECEIVING RADIATION THERAPY. Loretta A. Williams, PhD, RN,
AOCN®, University of Texas M.D. Anderson Cancer Center, Houston,
TX, USA; V. Shannon Burkett, PhD, Heritage Behavioral Health,
Houston, TX, USA; Margaret H. White, BA, University of Texas M.D.
Anderson Cancer Center, Houston, TX, USA; Ibrahima Gning, MPH,
University of Texas M.D. Anderson Cancer Genter, Houston, TX, USA;
and Charles S. Cleeland, PhD, University of Texas M.D. Anderson
Cancer Center, Houston, TX, USA.

Fatigue is the most common and distressful cancer-related symptom,
affecting 65-100% of patients receiving radiation therapy. There is no
single, widely-accepted definition of fatigue. Defining the patient’s expe-
rience of a symptom is critical to assessing and managing the symptom.
The assessment and management of symptoms, including fatigue, is a
primary role of oncology nurses. Using qualitative research to define
a symptom assures that symptom aspects most important to persons
experiencing the symptom are included.

The purpose of this study is to develop a detailed description of the ex-
perience of cancer-related fatigue during radiation therapy to guide fatigue
assessment. This study addresses the content area of Research in Cancer
Symptoms and Side Effects of the ONS 2005-2009 Research Agenda.

The qualitative philosophical framework for this study is Story
Theory. Using Story Theory, the researcher allows the participant to
share the experience of a complicating health challenge in a clear and
understandable way.

This is a qualitative, cross-sectional study. A purposive sample of 21
participants receiving radiation therapy at a comprehensive cancer center
in the southern United States described their experiences of fatigue in
single audiotaped, story-based dialogues. Using an exploratory descrip-
tive method, the researcher analyzed verbatim transcripts of the dialogues
and developed themes of the fatigue experience, which were reviewed
and confirmed by 2 other researchers. The themes were used to construct
a definition of fatigue.

Three main themes surrounding the experience of fatigue were
identified.

1. Loss of strength or energy
2. Major effects of fatigue
3. Sensations associated with fatigue

Loss of energy or strength included feeling tired, weak, and exhausted
and having a lack energy and stamina. Fatigue during radiation therapy is
defined as tiredness and lack of energy which progresses to exhaustion as it
becomes more severe. Because of fatigue, patients may be unable to perform
usual activities and may become frustrated or sad. In practice or research,
fatigue, which can be alternately defined as tiredness or lack of energy, is
best measured by soliciting patient ratings on a severity scale. Interference
of fatigue with usual activities and mood is also important to assess.

Funding source: Cephalon, Inc.

2626
DIABETES PATIENT EDUCATION IN HOSPITALIZED ONCOLOGY
PATIENTS. Ashley Leak, RN, MSN, OCN®, Duke University Health
System, Durham, NC, USA; and Ellen D. Davis, MS, RN, CDE, Duke
University Health System, Durham, NC, USA.

Diabetes, a chronic disease, affects more than 21 million adults and is
a big problem in hospitalized cancer patients. An estimated 25% of hospi-
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talized patients have diabetes or hyperglycemia. Oncology patients have
aunique situation in which many of their treatments increase their risk of
hyperglycemia. The management of comorbid diabetes in cancer patients
is a rising epidemic with impact on health care. It is not uncommon for
nurses to care for hospitalized patients with cancer and diabetes. Diabetes
patient education is the center of diabetes care. In diabetes research, ef-
fective education has lowered hemoglobin A1C, has improved glycemic
outcomes, and more importantly it has improved quality of life.

The purpose is to assess staff nurses knowledge of diabetes patient
education and then provide appropriate resources.

Diabetes educators provide up to date information to oncology nurses.
The American Association of Diabetes Educators (AADE) promotes
seven self care behaviors for health care providers to educate patients.
These include healthy eating, being active, monitoring, taking medica-
tion, problem solving, reducing risks, and healthy coping. An institu-
tional pre-test of diabetes self-care knowledge for nurses will assess the
nurses’ knowledge. After the pretest, staff nurses will be provided with
the online program, unit diabetes education classes, and a health system-
wide diabetes inpatient nursing conference.

An on-line post-test will be completed to evaluate the staff nurses
understanding of diabetes patient education after the educational
interventions. Analysis will be conducted and disseminated to the nurses
and management team.

As diabetes patient education is known to be central to glycemic out-
comes, the next question becomes how to best impart diabetes self-care
information to patients. Empowerment-based diabetes patient educa-
tion techniques and motivational interviewing in diabetes provide the
evidence-based methods of education. No longer are teacher-centered,
nurse driven agendas the way to help patients; the AADE seven self-care
behaviors frame the content for patients that have shown positive results.
Our future plans involve bringing these new methods to oncology nurses
to teach patients with diabetes.

2628

PILOT STUDY OF A SEATED EXERCISE INTERVENTION FOR LUNG
CANCER PATIENTS: CLINICAL SIGNIFICANGCE. Lauri John, PhD, RN,
CNS, University of Texas at Arlington, Arlington, TX, USA.

Fatigue has been implicated as a distressing effect of lung cancer and
its treatment that negatively affects quality of life (QOL). Studies have
shown that walking programs reduce fatigue and improve general well-
being in women with breast cancer; however, there are no studies of the
effects of modified exercise programs on QOL in lung cancer patients,
whose participation in a walking program might be limited due to cli-
mate, safety, and/or scheduling concerns.

The purpose of this pilot study was to determine the feasibility of a
major research study to determine the effects of a seated exercise pro-
gram on QOL and fatigue in lung cancer patients.

The conceptual model for the study was Roy’s Adaptation Model.

The design used for the study was a randomized clinical trial with
repeated measures. Ten lung cancer patients beginning outpatient
chemotherapy with or without radiation therapy were recruited for the
study from oncology clinics in central Texas. All participants received
standard instructions about fatigue management; maintained a daily
activity diary; and completed the Functional Assessment of Cancer
Therapy-Lung [FACT-L], which measures QOL in lung cancer patients,
and the Fatigue Subscale of the FACT, which measures fatigue, every
two weeks for three months. Participants randomized to the interven-
tion group were given a videotape of a low to moderate intensity seated
exercise program and individualized instructions about how to modify
exercise intensity and were encouraged to perform the exercises at least
three times per week. Qualitative data regarding all participants’ per-
ceptions of QOL and fatigue as well as strategies used by lung cancer
patients to maintain or promote QOL were assessed at the end of the
three-month study period.

Although the sample size of this pilot study was too small to find
statistically significant differences between the control and interven-
tion groups, the qualitative data suggest clinically significant findings.
Inclusion of a tailored exercise program in chemotherapy teaching for
patients with lung cancer may improve quality of life, reduce fatigue,
and improve treatment tolerance.

Funding source: ONS Foundation/Ortho Biotech Research Grant

2630

CARING FOR PATIENTS RECEIVING CHEMO/RADIATION FOR PAN-
CREATIC CANCER. Lorraine Drapek, RN, MSN, OCN®, Massachusetts
General Hospital, Boston, MA, USA; and Esther Odette, RN, BSN,
Massachusetts General Hospital, Boston, MA, USA.

Pancreatic cancer occurs in 2% of all cancers. Yet, each year as many
patients die from pancreatic cancer as die from breast cancer. Patients
are treated aggressively to maintain quality of life and prolong survival.
Chemo/radiation of the pancreatic cancer patient presents several chal-
lenges to oncology nursing. The challenges of nutrition, GI disturbances,
fatigue, and the emotional challenge of a devastating diagnosis are faced
by patients, families, and nurses on a daily basis. Because patients are
receiving both chemotherapy and radiation concurrently, nurses in medi-
cal oncology, infusion unit, and radiation oncology must attempt to create
a seamless transition from unit to unit to facilitate trusting relationships,
manage effects of treatment, and decrease patient stress.

“Combined Chemotherapy and Radiation for Patients with Pancreatic
Cancer,” is a teaching tool for the pancreatic patient used by nurses in the
Cancer Center at this major academic teaching hospital. It was developed
to educate patients regarding expectations in terms of treatment, side ef-
fects, and managing side effects during their course of chemo/radiation.
This tool was developed to help patients understand and cope with the
day to day routine of receiving chemo/radiation. It was also developed to
demonstrate that medical oncology, infusion unit, and radiation oncology
staff all communicate with each other on behalf of the patient.

This tool is used when patients are beginning the chemo/radiation
process and during the entire course of treatment to reinforce side ef-
fects and management. The medical oncology, infusion, and radiation
oncology staff all use this same teaching tool to reinforce consistent
patient information.

The outcomes help oncology nurses in all areas of the Cancer Center
to be able to keep a global perspective of what is affecting pancreatic
cancer patients as they undergo chemo/radiation. This will assist them
in planning, assessment and intervention. Outcomes include decreased
confusion and anxiety, increased self-care behaviors, treatment compli-
ance, and patient satisfaction.

Oncology nursing practice includes anticipating patient problems,
needs, and concerns. Various studies have been done demonstrating the
positive impact of patient education, especially in the oncology patient
population. Measures to prevent and minimize side effects can also
be put into place, with the goal of preventing inpatient admission and
maintaining the patient’s quality of life at home.

2634

LEARNING NEEDS OF ONCOLOGY NURSES: THEN AND NOW.
Barbara Van De Castle, RN, MSN, APRN, BC, OCN®, Sidney Kimmel
Comprehensive Cancer Center at Johns Hopkins, Baltimore, MD,
USA; Nicole Mills, BSN, RN, Sidney Kimmel Comprehensive Cancer
Center at Johns Hopkins, Baltimore, MD, USA; and Susan Sartorius-
Mergenthaler, BS, RN, Sidney Kimmel Comprehensive Cancer Center
at Johns Hopkins, Baltimore, MD, USA.

As the multidimensional role of the nurse continues to expand, it is
imperative that nurse educators promote optimal nursing practice through
a variety of creative educational opportunities. In 1999, a paper-based
learning needs survey (LNS) was completed at an NCI designated Com-
prehensive Cancer Center to ascertain educational needs of the nursing
staff (n=11). In 2007, a new LNS was conducted using Internet survey
software using the same categories and questions. The categories in both
surveys included: Application of Knowledge, Professional Development,
Managing Resources, Preferred Learning Approaches and Other Topics/
Suggestions.

The purpose of this presentation will be to discuss learning needs of
the current oncology nurse and assess trends in education based findings
from both learning needs assessments.

A 19-question online software survey was e-mailed to the staff in
October 2007. All inpatient, outpatient and radiation oncology nurses
(n=255) received the survey via a hyperlink in an email. The hyperlink
brought them to an online survey where they could anonymously answer
the survey.

27% (n = 69) of the nurses responded to the online survey. Emergency
Situations remain the most frequently selected topic in both surveys; in
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2007 Oncology Specific Emergencies were sited, whereas in 1999 it
was Managing Clinical Emergencies. Leukemia was the current most
requested cancer education need vs Lymphoma in 1999. Stress Man-
agement and Presentation and Computer Skills were the most requested
Professional Development need in 1999 compared to Stress Management
and Critical Thinking in 2007. Mentoring continues to be the greatest
Managing Resources need and “Hands-on” education is rated the highest
Preferred Learning Approach from both surveys.

Emergency Situations continue to be the greatest area of need for
our nurses. Due to the unpredictable nature of these events, this need
will unlikely change over time. Other findings of interest are preferred
location of education and methods of learning. All findings will be taken
into consideration when planning educational topics for the future. The
benefits of this online evaluation methodology will permit regular, ef-
ficient opportunities to assess learning needs and keep clinical nursing
education programs relevant to the needs of practicing nurses.

2637

ABCs OF PRACTICE BASED EDUCATION IN ONCOLOGY NURSING.
Cynthia Chernecky, RN, PhD, AOCN®, FAAN, Medical College of
Georgia, Augusta, GA, USA; and Deborah A. Smith, DNP, RN, Medical
College of Georgia, Augusta, GA, USA.

The importance of clinical learning is recognized by many nursing
organizations (AAN, AACN, ONS). A framework is necessary for
structuring and organizing teaching to students and nurses so the clini-
cal environment can be enriched. Structure assists students in working
collaboratively with nurses in the practice setting. The ABC pedagogy
(A = Anatomy & physiology, B = Best care, including assessment and
interventions, C = Complications) is an author-developed format used
for learning about diseases/conditions (CML), signs/symptoms (CINV),
medications (Trisenox®), research updates (Hairy cell leukemia treat-
ment). This consistent approach, used for 5-years, has excellent student
and nurse feedback. Learning and competence in clinical practice has
been enhanced.

Nursing as a practice-based profession demands quality learning
based on integration of theory and practice to prepare for relevant prac-
tice in today’s world. The ABC format yields information used specific
to patient care settings and is an ideal opportunity to discuss nursing
diagnoses, issues and problems with students and to render feedback.
For undergraduates, the area most in need of assistance is identifying
complications and the assessment and interventions necessary for those
complications. For staff and advanced practice (APN) nurses the ABCs
provide a consistent format for updates on research and improving clini-
cal practice. For graduate students the inclusion of current research in
Best Care is required.

Students choose learning areas related to their patient, write ABCs
and eventually present ABCs verbally. This aids in clinical discussions,
knowledge synthesis and individualized patient care.

Students and nurses in hospitalized specialty units rated the ABC
format on a 1-5 Likert scale (1 = excellent way to learn to 5 = very bad
way to learn). Results for undergraduate students (N = 37) included 98%
rated excellent, 2% very good. Graduate students (N = 8) 88% excellent,
12% very good. Staff nurses and APNs (N = 17) 88% excellent, 6% very
good, 6% neither good nor bad.

The ABC approach is an excellent format for learning by students and
nurses in the clinical setting. Discussion with APNs revealed that bold
type or highlights would enhance the format for research and medica-
tion updates.

2645

MULTISPECIALTY PALLIATIVE CARE CLINIC: ONE STOP FOR PA-
TIENTS. Alice Matthews Beers, BSN, RN, OCN®, Washington Hospital
Center, Washington, DC, USA; Christine E. Rocchio, BSN, MSN,
AOCN®, FNP, Capital Palliative Care Consultants, Manassas, VA, USA;
Michelle Timmer, BSN, RN, Capital Palliative Care Consultants, Ma-
nassas, VA, USA; and J. Hunter Groniger, MD, Capital Palliative Care
Consultants, Manassas, VA, USA.

Providing comprehensive symptom management is a challenge for
every member of the oncology patient care team and is special consid-
eration in cancer centers with high patient volume. Inadequate symptom
management can adversly affect quality of life as well as compliance

with treatment. Although many institutions provide palliative care,
pain management, oncology rehabilitation and psychosocial support,
ulitization of these services if often not well coordinated and frequently
requires multiple appointments. Consolidating access to these services
can decrease expenditure of patients’ time, transportation costs and
physical energy and improve patient outcomes. As the largest segment
of oncology practitioners and the group that spends the most time with
patients and families, nurses are in a key position to identify a need for
improved organization of services.

In order to provide a comprehensive and convenient management
approach for patients and families, our palliative care team proposed a
targeted strategy to combine supportive care services under the auspices
of a coordinated palliative care service (PCS).

Through the PCS, the nurse/NP/physician on the team partner with
pain medicine, oncology rehabilitation, and psychosocial counseling to
provide patients with a “one-stop” visit. During any given appointment,
patients may see one or more of the participating specialists. Referrals
for PCS can be initiated by nursing or medicine. A computer based
ordering system allows for the identification of specific needs for the
patient and family.

A total of 256 referrals have been made to PCS since February 2007.
The nursing staff has evaluated the PCS as an invaluable addition to our
cancer program. The opportunity for patients to see multiple practitio-
ners during once visit lessens the physical and financial toll on patients/
families and has been well received. Collection of patient and practitioner
satisfaction data is an on-going part of the project.

Nursing awareness and willingness to recommend supportive services
to patients/families is pivotal in fostering acceptance and utilization
throughtout the continuum of cancer care. At present, our approach to
multi-specialty palliative care is unique to our institution. However, our
model can serve as an example to other oncology institutions as they
address efforts to enhance the quality of their care and improve patient
satisfaction and outcomes.

2648

IMPROVING DOCUMENTATION: CREATING A BMT-SPECIFIC NURS-
ING CARE PLAN. Sarah Thirlwell, RN, MSC, MSC(A), CHPN, OCN®,
Moffitt Cancer Center, Tampa, FL, USA; Amy Jones, RN, BSN, OCN®,
Moffitt Cancer Center, Tampa, FL, USA; and Terry Sylvanus, RN, MSN,
APRN-BC, AOCN®, Moffitt Cancer Center, Tampa, FL, USA.

Accurate, thorough documentation is a crucially important oncology
nursing activity that helps ensure quality patient care and demonstrate
accountability for care delivery. As noted by the American Nurses Asso-
ciation, challenges arise when documentation becomes a burden and time
spent documenting actually compromises quality patient care. Audits
revealed that Blood and Marrow Transplant (BMT) staff nurses were
inconsistently or incompletely documenting the comprehensive, holistic,
family-centered care they were providing for patients receiving high dose
chemotherapy and stem cell transplant. Concerns were also raised that
our institution’s narrative “Assessment-Plan-Intervention-Response”
format presented barriers to proper documentation.

Our BMT-unit-based Continuous Quality Improvement and Educa-
tion Committees collaborated to evaluate these challenges and proposed
a new format for documentation of nursing care to meet national and
institutional standards. Our goal was to create a simplified, structured
format that would decrease the burden of documentation and reflect the
unique elements of BMT nursing care delivery.

Our committees decided to base the new chart form on traditional
NANDA-based Nursing Care Plans. Selection of appropriate BMT-
specific problems, goals, interventions and responses for inclusion in
a checklist-based form was based on reviews of current literature and
oncology nursing standards, as well as frequent input from all staff
members. Additional space for narrative documentation of variances
from expected outcomes was also included. A three-month demon-
stration project was initiated in December 2007 to evaluate this new
documentation tool.

The BMT Nursing Care Plan is being audited monthly to determine
if documentation standards are met, if documentation is complete and
consistent, and if the plan of care is clear and continued across shifts.
Feedback on the new form is also regularly solicited from nursing staff
and other disciplines. Preliminary results indicate improved outcomes,
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including consistent, thorough documentation of time-sensitive nursing
outcomes. In addition, BMT nurses express increased satisfaction with
the new form and decreased burden of documentation.

Creation by staff nurses of a unique, evidence-based form for BMT
nursing documentation is an important part of ensuring quality oncology
care. Future directions include adapting the form to electronic medical
record format and creation of similar documentation forms for other
units in our institution.

2650

ONCOLOGY PATIENTS’ PERCEPTION OF THE QUALITY OF NURSE
PRACTITIONER CARE DURING AN AUDIT AND FEEDBACK INTER-
VENTION TO IMPLEMENT CLINICAL PRACTICE GUIDELINES FOR
CANCER PAIN. Dorothy Dulko, PhD, AOCNP®, Institute for Medical
Education and Research (IMER), Miami, FL, USA; Jennifer Bacik, MS,
Memorial Sloan Kettering Cancer Center, New York, NY, USA; Elisheva
Hertz, BS, OCN®, Memorial Sloan Kettering Cancer Center, New York,
NY, USA; Jerelyn Julien, BS, OCN®, Memorial Sloan Kettering Cancer
Center, New York, NY, USA; and Kathleen Mooney, PhD, FAAN, Uni-
versity of Utah College of Nursing, Salt Lake City, UT, USA.

Research has suggested that perception of care is a more promising
indicator of healthcare quality than satisfaction. Oncology nurse prac-
titioners (NP) provide direct healthcare to meet the acute and palliative
care needs of cancer patients. Despite the fact that NPs have the potential
to impact on outcomes, studies reveal that healthcare consumers relegate
little importance to the NP.

Oncology patients’ perception of healthcare is affected by symptoms
and clinicians’ response. Sequelae of cancer and its treatment makes
supportive care imperative. The evaluation of NP interventions is neces-
sary to determine the potential effect on perception of care provided.

Audit and feedback (A&F) incorporates data collection relevant to
performance with a summary given to providers. An A&F intervention
was implemented to determine effect on hospitalized patients’ self-
report of pain and perception of care received from NPs. The Oncology
Patients’ Perception of Quality of Nursing Care Scale (OPPQNCS) was
used to measure perception of care. The Brief Pain Intensity was used
to measure pain intensity and interference. Association between extent
of disease, current treatment, change in pain severity, or change in pain
interference scores and perception of NP care were determined.

Results did not demonstrate a statistically significant difference in
perception of NP care as a result of the intervention despite a decrease
in interference of pain on function. All patients who provided OPPCNCS
data perceived NP care as high quality. More than 80% of participants
rated NP care as “excellent.” Although quality of life (QOL)was not
measured, high OPPQNCS scores support prior research indicating that
satisfaction with care is likely related to subjective (QOL)versus objec-
tive factors (disease stage).

Self-reported health status may be more important than clinical
variables in understanding patient perception of healthcare. Although
survival and disease recurrence are the usual measured outcomes in
cancer, satisfaction with treatment and perception of care represent
important intermediate outcomes that can facilitate continuity of care
and increase treatment compliance. Future study that evaluates the as-
sociation between perception of care and symptoms may be valuable
in delineating the contribution of NPs to the provision of supportive
care throughout the cancer continuum. Expressing dissatisfaction with
care may be important for patients, regardless of the usefulness of their
opinions for quality improvement interventions.

2651

THE SAFETY PROFILE OF PANITUMUMAB MONOTHERAPY IN PA-
TIENTS WITH METASTATIC COLORECTAL CANCER (MCRC) ACROSS
10 CLINICAL TRIALS. Teresa Knoop, MSN, RN, AOCN®, Vanderbilt
Ingram Cancer Center, Nashville, TN, USA.

Panitumumab, a fully human monoclonal antibody directed against the
epidermal growth factor receptor (EGFr), is indicated as monotherapy in
patients with EGFr expressing mCRC refractory to chemotherapy. The
safety profile for EGFr inhibitors is unique and based on molecularly
targeted activity, manifesting in skin toxicities of varying degrees of
severity as common side effects. In addition, administration of mono-

clonal antibodies can result in infusion reactions, which are rare, but
can be severe.

It is important for oncology nurses to know safety data associated
with EGFr inhibitor administration to properly manage their patients.
This presentation provides a summary of panitumumab monotherapy
safety in mCRC patients.

Data from 10 clinical studies (including 2 extension studies) of panitu-
mumab monotherapy were pooled. Patients received at least one dose of
panitumumab at 2.5 mg/kg once per week (QW), 6 mg/kg every 2 weeks
(Q2W), or 9 mg/kg every 3 weeks (Q3W). Adverse events (AEs) were
graded using the NCI CTCAE version 2, except certain dermatologic
toxicities graded using the NCI CTCAE version 3.

In this analysis, 966 mCRC patients were included (59% male; median
age [range]: 61 [20-88] years). Most (81%) patients received panitu-
mumab 6 mg/kg Q2W. A total of 7618 panitumumab infusions were
administered; (median [range]: 5 [1-94] infusions/patient). Treatment
related AEs were experienced by 94% of patients, 20% had grade 3/4
AEs. Skin related toxicities (any grade, = or > grade 3) included: pruritis
(54%, 2%), erythema (53%, 5%), dermatitis acneiform (53%, 6%), rash
(38%, 3%), and paronychia (20%, 0%). 1% of patients discontinued pa-
nitumumab because of skin related AEs. There were rare severe infusion
reactions: 4 (0.4%) patients had grade 3; no patients had grade 4. Overall,
only 11 patients (1.1%) had infusion reactions of any grade (1-4).

Oncology nurses involved in the assessment and management of
AEs benefit from ongoing safety information updates on oncology
therapeutics. In this analysis, most AEs were mild to moderate with an
expected skin toxicity profile that infrequently resulted in discontinua-
tion of panitumumab administration; furthermore, infusion reactions of
any grade were rare.

2652

END-OF-LIFE CONTENT IN THE CURRICULA OF BACCALAUREATE
NURSING PROGRAMS. Mary Schueller, RN, MSN, OCN®, CHPN, St.
Nicholas Hospital, Sheboygan, WI, USA.

Registered nurses care for individuals at the time of birth and at the
time of death. All nursing curricula contain education on obstetrical care,
but education on end-of-life care is not as prevalent. Several key nurs-
ing organizations have declared that content on end-of-life care must be
integrated into the curricula of every basic nursing program.

The purpose of this descriptive study was to identify the end-of-life
content in the curricula of baccalaureate nursing programs in the state
of Wisconsin. Jerome Bruner’s Constructivist Theory, which focuses on
learning as an active process in which learners construct new ideas or
concepts based upon their current and past knowledge, was the theoreti-
cal framework utilized for this study.

The survey instrument was researcher-developed, based on the EL-
NEC (End-of-Life Nursing Education Consortium) model, and contained
nine topical areas. The survey was mailed to the 16 baccalaureate nurs-
ing programs in the state of Wisconsin that are accredited by the CCNE
(Commission on Collegiate Nursing Education) or NLNAC (National
League of Nursing Accrediting Commission). Twelve of the surveys
(75%) were returned.

Findings revealed that 30 of 44 (68%) of the subtopics from the EL-
NEC model are minimally, moderately, or extensively included in the
curricula of each of the responding nursing programs. The topical areas
of Pain Management and Communication in End of Life Care were found
to be extensively included in curricula. Achieving Quality Care at End of
Life and Preparation and Care for the Time of Death were topical areas
found to be minimally included in curricula.

Now that end-of-life content has been identified in the curricula of
the nursing programs, a logical next step would be to further examine
how the content is delivered. Recommendations for the future include
involving registered nurses in identifying the end-of-life content areas,
in addition to the ones from the ELNEC model, that are most crucial to
oncology nursing practice today, utilizing the study findings to design
staff development programs, and examining the impact of the 44 subtop-
ics of the ELNEC model on patient outcomes.

2654
CAN CENTRAL VENOUS CATHETER EXIT SITE INFECTIONS USING
THE BIOPATCHO BE LINKED TO EPISODES OF FEBRILE NEUTROPE-
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NIA? Carrie Maxwell, BSN, RN, Medical University of South Carolina,
Charleston, SC, USA.

The Centers for Medicaid and Medicare have recently released infor-
mation stating that they will no longer reimburse for health care associ-
ated infections. Episodes of febrile neutropenia lead to antibiotic use and
increased length of stay. Blood stream infections have been identified as
a major source of infection for cancer patients, but few studies on exit
site infections have been done. Cancer patients are highly susceptible for
infections related to decreased circulating white blood cells. The CDC esti-
mated that approximately 14 % of central line infections are related to faulty
health care practice. The BiopatchO dressing is a chlorhexidine gluconate
product which is currently marketed to prevent any bacterial colonization.

This pilot study will determine associations between the use of the
BiopatchO in central line dressing changes to the increased risk of exit
site infection. This study aims to link organisms cultured from the Bio-
patchO to episodes of febrile neutropenia.

The clinical model for the chain of infection is the foundation for
this study.

To review data from patients who experienced an episode of febrile
neutropenia, and had a culture sent from a central venous catheter exit
site. This study seeks to establish the unique characteristics of cancer
patients related to organisms normally sensitive to chlorhexdine.

Secondary analysis of data provided by microbiology reports on 20
consecutive neutropenic patients on a medical oncology inpatient unit who
have exit site cultures reports from an episode of fever. The evaluation will
classify organisms most frequently occurring in this population.

This pilot study has the potential to establish that further testing is
needed for the BiopatchO in a neutropenic population. Resistance to
chlorhexdine caused by long term antibiotic prophylaxis in bone marrow
transplant patients can impact hospital reimbursement. Substantial proof
that cancer patients are a unique population and that risk of infection can
be linked to other circumstances other then poor health care might lead to
a change in reimbursement procedures for this vulnerable population.

2659

AVOIDING CAREGIVER BURNOUT: STAYING WELL IN HEALTH CARE.
Rachel Behrendt, MSN, RN, APN-C, AOCNS®, Robert Wood Johnson,
New Brunswick, NJ, USA.

Nurses play a primary role in caring for dying individuals. That oncol-
ogy nurses, regardless of setting, must deal with death is indisputable.
The coping mechanisms and attitudes expressed may influence both the
nurses themselves with regard to burnout and caregiver fatigue as well
as the care rendered to the patients and their families. Sherman indicates
that dealing with death, dying, and bereavement can, through focusing
attention on the topic of death, lead to increased stress and anxiety. Un-
derstanding how nurses in cope can improve professional support and
interventions leading to better nursing retention. These interventions may
ultimately improve care of patients.

This lecture will: provide data regarding burnout and compassion
fatigue; offer insight into understanding the differences between them;
and review current best-practices to prevent both and thus support oncol-
ogy nursing staffs.

Developing and maintaining competent and passionate oncology nurses
is a top priority for oncology nurse leaders. Retaining nurses who remain
compassionate and committed can be a challenge as nurses experience
burnout due to prolonged exposure to patient suffering, death and dying The
coping mechanisms and attitudes expressed toward death, dying and dealing
with the grieving experienced by patients and their loved ones influences
both the nurses themselves with regard to burnout and caregiver fatigue as
well as the care these nurses render to patients and their families. Identifying
ways in which burnout can impact care delivery and developing a resilient
work force by creating a healthy work environment will be discussed. In-
cluded will be the keys to effective peer and self-support and understanding
how enhancements in these areas will ultimately improve employee satisfac-
tion and retention, as well as care delivery and patient satisfaction.

Project goals are not evaluated according to specific measures. Rather,
improved retention, nurse satisfaction and patient satisfaction are ex-
pected outcomes of implementing interventions to reduce/avoid nurse
burnout and compassion fatigue.

Discussion of methods to avoid burnout, create a healthy work envi-
ronment and ensure resiliency will be the major foci of the lecture.

2661

WHEN ENOUGH IS ENOUGH: BMT NURSES’ ROLE IN INTEGRAT-
ING CONCEPT OF PALLIATIVE CARE. Maria Encarlita Tee, BSN, RN,
OCN®, University of Texas M.D. Anderson Cancer Center, Houston,
TX, USA; and Myra A. Granada, BSN, RN, OCN®, University of Texas
M.D. Anderson Cancer, Houston, TX, USA.

In the Bone Marrow Transplantation (BMT) setting, nurses admin-
ister complex treatment orders, assess patients’ response to treatment,
and manage treatment side effects before, during, and after transplant.
Because of the longevity of BMT treatment and recovery, nurses often
develop well-established, personal rapport with patients and caregivers.
For some patients, BMT provides a final treatment option; and therefore,
while striving for remission, patients must be informed of the possibility
of unfavorable response to treatment. Discussions about futile treatment
options can be difficult for some healthcare providers. Often these dis-
cussions are not initiated prior to treatment, but are addressed only after
patients’ healthcare status deteriorates. However, because healthcare
providers have ethical and legal obligations to ensure patient rights for
informed decision-making regarding treatment options and plan of care,
end-of-life discussions need to occur at treatment initiation while patients
are able to ask questions and determine personal preferences.

To provide a forum for patients and caregivers to proactively discuss
stages of the BMT process and options in the event of treatment failure.

Patient care conferences were initiated by nurses and healthcare team
members to provide opportunities for patients and families to openly
discuss their feelings and desires regarding treatment goals and actions
to be taken in the event of treatment failure. Accurate assessment and
discussion of patients’ awareness and understanding of possible treatment
failure provided opportunities to include advance directives, durable
power of attorney, palliation, and other comfort care as options to assure
optimal quality of life throughout the BMT experience.

The multidisciplinary conferences provided a forum for enhanced
communication about treatment options, informed decision-making
about treatment, and documentation of patients’ wishes in the medical re-
cord. Nurses described positive experiences with opportunities to express
concerns about individual patients’ responses to care. Positive feedback
from families regarding support of their family members’ end-of-life care
decisions also confirmed appropriateness of the intervention.

Nurses have an important role in advocating patient rights to par-
ticipate in end-of-life decision-making. Facilitating early discussions of
options in the event of treatment failure supports patients’ participation
and informed decision-making about their plan of care.

2663

GLYCEMIC LEVELS IN HEMATOPOIETIC STEM CELL TRANSPLANT
RECIPIENTS—AN INDICATOR FOR INFECTION STATUS AND MOR-
TALITY? Marilyn Hammer, DC, MN, RN, University of Washington
School of Nursing, Seattle, WA, USA.

Many patients with hematological malignancies who fail standard
therapies and/or relapse can be rescued through hematopoietic stem
cell transplantation (HSCT). Among the serious adverse outcomes,
infections can be one of the most life-threatening. HSCT is an effective
therapy that can lead to prolonged survivability when the pernicious
risks can be circumvented. Patients with hematological malignancies
who are also diabetic and/or become hyperglycemic due to treatments
associated with HSCT appear to have a higher incidence of infections,
have greater infection-related complications, and higher mortality rates
than normoglycemic patients. Glycemic status in HSCT recipients has
not been well described in the literature.

The purpose of this study was to describe glycemic status in HSCT
recipients prior to, during, and following the stem cell transplant process.

The theory of cancer immune surveillance describes the relationship
between cancer and an immunocompromised system. The role of im-
mune function sequela to hyperglycemia in patients with hematological
malignancies receiving HSCT is a portal of this conceptual framework.

A descriptive, retrospective, cohort study was conducted to describe
glycemic status throughout the HSCT process. Patient data that were
recorded in the Fred Hutchinson Cancer Research Center stem cell
transplant database, Seattle, WA from transplants given between March,
1998 and April, 2006 were evaluated 25 days prior to transplant through
day 100 post transplant.
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Among the 1,968 patients analyzed, 57.3% were hyperglycemic (> 126
mg/dl) at one or more time points throughout the transplant process. Of
significance, 76% of the hyperglycemic patients showed elevated serum
glucose levels post transplant. Further, median hyperglycemic trends
increased and peaked on days 46—50 post transplant, coinciding with
increasing post transplant infection incidence rates noted in the literature.
Implications for future research include evaluation of infections incurred at
various glycemic levels and the contribution of glycemic status to mortal-
ity as mediated by infection. Future investigation also needs to focus on
determining predictive measures for infection incidence base on glycemic
levels and implementing protocols for tighter glycemic control. Transla-
tion of this research to nursing practice would include closer monitoring,
implementation of new protocols, and enhanced patient education.

2664

COMPUTER-BASED TESTING OF THE BRADEN SCALE FOR PREDICTING
PRESSURE SORE RISK®. JoAnn Maklebust, MSN, APRN-BC, AOCN®,
FAAN, Karmanos Cancer Genter, Detroit, MI, USA; and Morris A. Magnan,
PhD, RN, St. Joseph Mercy Health System, Pontiac, MI, USA.

This research evaluated the effect of web-based Braden Scale training
on nurses’ knowledge of pressure ulcer risk assessment and prevention.
Advanced Practice Nurses (APNs) observed that staff nurses rated
patients higher on the Braden Scale than was warranted by patient as-
sessment data.

It was thought that educating staff nurses about correct use of the
Braden Scale might lead to more reliable Braden Scale assessments.

The method was a quasi-experimental design. Study participants were
Registered Nurses (N = 1392) working at three medical centers located in
Michigan. Nurses at participating hospitals completed web-based Braden
Scale training consisting of pressure ulcer assessment and prevention
content as well as case study exemplars. Five case studies with associ-
ated quizzes were designed to reflect acute care patients with conditions
that placed them at pressure ulcer risk: generally not at risk, mild risk,
moderate risk, high risk, or very high risk. Each case study quiz required
nurses to use case study data to complete a Braden Scale risk assessment
and answer questions related to pressure ulcer prevention. Outcomes of
interest included reliability and competence associated with using the
Braden Scale for pressure ulcer risk assessment and selecting appropriate
preventive interventions.

After training, nurses correctly rated Braden Scale levels of risk
82.6% of the time. Numeric ratings assigned to Braden subscales were
more reliable when case study data indicated extreme levels of risk than
when data indicated mid-levels of risk. Nurses’ knowledge of appropriate
risk-based prevention interventions was high, but correlated poorly with
ability to correctly assign numeric ratings to Braden subscales.

Web-based training alone may not be sufficient to ensure reliable
estimates of pressure ulcer risk for patients at all risk levels. New users
of the Braden Scale improved their risk assessment scores after training
but regular users of the Braden Scale did not. Regular users of the Braden
Scale may need additional strategies to ensure reliable risk assessments
such as annual updates and clinical practice with expert supervision.
Further research is needed to clarify linkages between ability to cor-
rectly score Braden subscales and the process of selecting risk-based
prevention interventions.

Funding source: Blue Cross Blue Shield Foundation of Michigan

2667

CONTINUATION OF COMMUNITY ACQUIRED EXTERNAL CHEMO-
THERAPY PUMP DURING HOSPITALIZATION. Jane Caplinger, RN,
OCN®, William Beaumont Hospital, Royal Oak, MI, USA; Jennifer
Martens, RN, BSN, OCN®, William Beaumont Hospital, Royal Oak, M,
USA; and Janice Ditri, RN, ADN, OCN®, William Beaumont Hospital,
Royal Oak, MI, USA.

There has been an increase in the number of oncology patients being
admitted to the hospital with community acquired external chemotherapy
pumps infusing. Current hospital policy dictated that external chemotherapy
pumps be stopped on the patients’ admission. The medication had to be
reordered and dispensed from pharmacy. This resulted in an interruption
in the chemotherapy protocol, difficulty in calculating how much of the
drug needed to be ordered, and an additional cost for replacing the original

chemotherapy infusion. To better meet the needs of our patients, a new pol-
icy/procedure for patients entering the hospital with external chemotherapy
pumps had to be developed. Oncology nurses are responsible for the safe
and efficient administration of chemotherapy.

The purpose of this project was to develop a policy/procedure that would
allow competent, oncology patients to continue their chemotherapy
administration in the hospital through a community acquired external
pump. An increase in the number of patients receiving chemotherapy
through external pumps at home made it necessary for us to better man-
age these patients when they entered the hospital.

An interdisciplinary team of nurses, physicians, biomedical engineers
and pharmacists was formed. A literature review was completed. Case
studies were analyzed to identify strengths and weaknesses in our cur-
rent handling of community acquired external chemotherapy pumps. A
policy/procedure and waiver were developed to allow competent patients
admitted to the hospital to continue their chemotherapy infusion that had
begun as an outpatient.

Oncology patients will be surveyed to determine their satisfaction with
the new policy/procedure. Case studies will be reviewed and interpreted.
The cost savings realized from allowing the outpatient chemotherapy
infusion to continue will be calculated.

New guidelines for the management of patients receiving chemotherapy
through community acquired external pumps will empower the patient and
oncology nurse by providing the necessary information for prompt, safe
and effective chemotherapy administration. This will enhance the quality of
patient care and improve patient satisfaction. This policy/procedure will be
adapted for use throughout the corporation for all adult oncology patients.

2668

A COMPARISON STUDY OF COAGULATION TESTS OBTAINED FROM

VENIPUNCTURE AND CENTRAL VENOUS ACCESS DEVIGCES IN ADULT

ONCOLOGY INPATIENTS. Zu-Kei (Ruth) Lin, RN, MSN, AOCN®,

APN-C, Morristown Memorial Hospital, Morristown, NJ, USA; Craig

Dise, MD, PhD, Morristown Memorial Hospital, Morristown, NJ, USA;

and Susan Fowler, RN, PhD, CNRN, FAHA, Morristown Memorial

Hospital, Morristown, NJ, USA.

Coagulation blood samples drawn from venous access devices (VAD)
may differ from those drawn via peripheral venipuncture. Prior studies
have shown inconsistent results of coagulation tests such as prothrombin
time (PT), activated partial thromboplastin time (APTT), and interna-
tional normalized ratio (INR) in samples drawn from VADs compared
with those from peripheral venipuncture. Consequently current guide-
lines from the Oncology Nursing Society do not exist. ONS recognizes
using VADs for coagulation studies remains controversial and further
research investigating blood sampling is needed.

To compare PT, APTT, and INR in blood samples collected from
VADs with blood collected from peripheral venipuncture.

A descriptive comparative study was used to evaluate coagulation
blood sampling.

1. One hundred and fifty six blood samples were collected from 39 on-
cology inpatients in the following manner. After a 24 hour intravenous
crystalloid solution infusion through the VAD, one blood sample was
obtained through venipuncture and three blood samples of 3ml each
collected from the VAD after discarding an initial 6ml. Each sample
was sent for determination of PT, APTT, and INR.

2. The Spearman’s Rank Correlation Coefficient (r) was used to determine
the correlation of PT, APTT, and INR between the venipuncture sample
and the three individual VAD samples. Agreements of sampling results
between the venipuncture sample and the three individual VAD samples
were measured as bias + standard deviation.

There is high correlation between blood samples from peripheral
venipuncture and VAD for all coagulation tests (PT r>0.98, p <0.001;
APTT r> 0.96, p<0.001; INR r> 0.98, p <0.001). There was no
difference in coagulation test results among the three VAD samples,
indicating 6 ml is an adequate discard volume prior to blood sampling
from the VAD. These findings indicate that coagulation test results of
blood samples taken from a VAD after a 24 hour intravenous crystalloid
solution infusion are as reliable as those from peripheral venipuncture.
This change of the practice limits unnecessary venipunctures which can
be uncomfortable for patients and, in some cases, very difficult due to
the size and integrity of patients’ veins.
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2669

SUCCESSFUL RECRUITMENT OF AFRICAN AMERICAN BREAST CAN-
CER PATIENTS FOR TELEPHONE GROUP INTERVENTION. Sue Heiney,
PhD, RN, CS, FAAN, Palmetto Health South Carolina Cancer Center,
Columbia, SC, USA; Linda Wells, RN, MA, Palmetto Health South
Carolina Cancer Center, Columbia, SC, USA; and Hiluv Johnson, BA,
Palmetto Health South Carolina Cancer Center, Columbia, SC, USA.

African American (AA) women are underrepresented in research. Many
factors including the Tuskegee Study and lack of trust in the medical system
have been proposed to explain low participation rates. Based on previous
analyses of barriers to recruitment, we developed the Heiney-Adams Re-
cruitment Framework (H-ARF) to improve recruitment in a population with
low literacy and high levels of health disparities, especially among AA.

The purpose of this abstract is to report on an evaluation of the H-ARF
in a sample of AA women with breast cancer (AAWBC) being recruited
to the NCI funded study, Teleconference Group: Breast Cancer in African
Americans (RO1 CA 107305) subtitled STORY (Sister Tell Others and
Revive Yourself).

The H-ARF combines social marketing from marketing theory and
relationship building from person centered counseling theory. Relation-
ship building, especially in AA’s increases trust, identifies benefits and
creates a partnership between the patient and study staff. Social market-
ing includes identification of target groups and market segments using
community feedback, assessing media availability and production of ma-
terials and emphasizes cultural sensitivity of messages and materials.

IRB approval was obtained for the larger study. Printed materials were
developed using social marketing strategies. The recruitment script uti-
lized principles from person centered counseling. Recruitment data on all
potential patients were entered into a tracking database. Descriptive sta-
tistics were computed to determine effectiveness of overall recruitment
strategies as well as by referral source. Since we recruited for patients in
multiple replicate sets (“waves”), we also analyzed results by wave.

We report on recruitment of the first five waves of patients (n = 309).
Recruitment rates averaged 66% for eligible AAWBC and range from
52 to 80% within the five waves. Among referral sources, recruitment
ranged from 33 to 100%. Less than 3 % of patients were unable to
be contacted and 65% were not eligible. The implementation of our
framework was very effective in recruiting AAWBC into a psychosocial
intervention study. Given the high cost of recruitment, future researchers
should consider using a framework for development of a recruitment plan
so that success can be measured and strategies modified if needed.

2670

MANAGEMENT OF HYPOMAGNESEMIA IN PATIENTS TREATED
WITH ANTI-EPIDERMAL GROWTH FACTOR RECEPTOR THERAPIES.
Andrew Guinigundo, RN, APRN-BC, MSN, Oncology/Hematology Care,
Inc., Cincinnati, OH, USA.

Hypomagnesemia, or low blood magnesium, is a common side effect of
cancer therapies that target epidermal growth factor receptor (EGFr), such
as panitumumab and cetuximab. This class of drugs appears to compromise
renal magnesium retention, leading to hypomagnesemia in approximately
half of patients receiving panitumumab and cetuximab in clinical trials.
In clinical practice, however, virtually all patients will develop the condi-
tion to some degree. Oncology nurses are already adept at monitoring lab
results, putting them in a unique position to follow metabolic testing, such
as magnesium and calcium levels, in these patients.

The clinical objectives are to promote nursing recognition of increased
risk of hypomagnesemia in patients receiving anti-EGFr therapies, iden-
tify patients with additional risk factors for hypomagnesemia, specify
signs and symptoms of hypomagnesemia, and define management strate-
gies for patients with hypomagnesemia.

The oncology nurse needs to follow a systematic approach to managing
patients in this clinical setting. In addition to receipt of anti-EGFr therapies,
additional clinical risk factors for hypomagnesemia include age, baseline
magnesium concentration, and duration of therapy. Baseline and routine
monitoring of all electrolytes permits detection of magnesium values that
fall below normal. Interventions could be more effective when magnesium
is at a National Cancer Institute Common Toxicity Criteria for Adverse
Events grade 1 rather than grade 2—4. The signs and symptoms of severe
hypomagnesemia include hypocalcemia, hypokalemia, tetany, positive
Chvostek and Trousseau signs, changes in electrocardiogram readings,

and ventricular dysrhythmias. Patients can be effectively managed by
replacement with oral or intravenous magnesium.

The severity and duration of hypomagnesemia events in patients
receiving anti-EGFr therapies would be expected to decrease with con-
certed efforts to identify the onset of hypomagnesemia and aggressively
treat patients with the condition.

Hypomagnesemia in patients receiving anti-EGFr therapies is predict-
able and manageable. Oncology nurses are in a position to proactively
manage this adverse event in this patient population. Future research
should focus on the frequency of laboratory blood draws, when to use
oral or intravenous magnesium, and the dosing of various magnesium
supplements. The formulation of guidelines would assist the oncology
nurse by formalizing interventions.

2675

A FEASIBILITY STUDY OF LOW-COST PATIENT-ADMINISTERED SKIN
CARE INTERVENTION AMONG HEAD AND NECK CANCER PATIENTS
RECEIVING CHEMO-RADIATION. Mimi Bartholomay, RN, MSN,
AOCN®, Massachusetts General Hospital, Boston, MA, USA; Catherine
Mannix, RN, MSN, OCN®, Massachusetts General Hospital-MGH Can-
cer Center (MGHCC), Boston, MA, USA; Margaret Barton-Burke, PhD,
RN, Consultant-Massachusetts General Hospital-MGHCC, Boston, MA,
USA; Mary Liz Bilodeau, RN, MS, CCRN, CCNS, CS, BC, Massachu-
setts General Hospital-MGHGCC, Boston, MA, USA; Robin Delaney, RN,
BSN, OCN®, Massachusetts General Hospital-MGHCC, Boston, MA,
USA; Carol Doherty, RN, BSN, OCN®, Massachusetts General Hospital-
MGHCC, Boston, MA, USA; and Maryellen Lewis, RN, BSN, OCN®,
Massachusetts General Hospital-MGHCC, Boston, MA, USA.

Research on management of skin reactions to date is limited with
equivocal interventions, populations and outcomes, making effective
evidence-based interventions difficult to ascertain. The small sample
sizes, variety of interventions, methodologies, tumor sites, radiation
regimens, and clinical outcomes measured, leave substantial gaps in
knowledge about skin reactions. Head and neck cancer patients receiv-
ing chemoradiation are particularly vulnerable to disruptions in skin
integrity, which can lead to treatment delays, increased risk for infection,
and cause pain for the patient. Additionally, impaired skin integrity can
require intensive wound management that is costly to the patient in terms
of both time and money.

The purpose of this study is to minimize skin toxicity experienced by
head and neck cancer patients undergoing chemoradiation through a low-
cost, patient-administered skin care intervention. We will explore patient
compliance with a patient-administered intervention, and the impact on
skin toxicity. Furthermore, we will evaluate whether pre-selected socio-
demographic and clinical effect modifiers (including tumor location, stage,
treatment, age, co- morbidities, education, income, insurance, drug cover-
age, marital status, and other clinical information) influence the degree of
toxicity experienced as measured by NCI skin toxicity grade.

The study is guided by theoretical and conceptual underpinnings of
the Model of Symptom Management.

This prospective study uses a quasi-experimental design. Patients are
recruited from Radiation Oncology at a tertiary academic medical center.
Anticipated enrollment is 150 patients. Enrollment criteria includes: male
and female, English-speaking, age 21 years or older, diagnosed and being
treated with concurrent chemoradiation for head and neck cancer. Data
collection, chart review and serial photographs will be done at baseline
and weekly throughout the course of radiation, as well as first follow-up
visit after treatment completion. Patients receive a standardized skin care
product kit including: unscented, hypoallergenic, fragrance-free moistur-
izing soap, moisturizing lotion containing avena sativa (oat), lip emol-
lient, sun-block containing SPF 30, and specific skin care instructions.
Patients complete a weekly skin care diary to determine compliance with
self-administered skin care regimen. Data analysis will include standard
graphical summaries, descriptive statistics and bivariate analyses.

Patient enrollment started in December, 2007 and data collection is
ongoing.

2678

NEUTROPENIC RISK ASSESSMENT AND RELATIVE DOSE INTENSITY
OF CHEMOTHERAPY RECEIVED. Theresa Degennaro, RN, Montefiore
Medical Center, Bronx, NY, USA; Mary McPartland, RN, BSN, Mon-
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tefiore Medical Center, Bronx, NY, USA; Susan Sakalian, RN, BSN,
Montefiore Medical Center, New York, NY, USA; and Una Hopkins,
APRN, Montefiore Medical Center, New York, NY, USA.

Chemotherapy induced neutropenia (CIN), as a major dose limiting
toxicity in chemotherapy administration has been identified as a major con-
tributor to patients recieving suboptimal doses of chemotherapy. Patients
receiving decreased relative dose intensity (RDI) have been associated with
poorer patient outcomes in the literature. Nurses are in a unique position
to identify those patients at a higher risk of experiencing neutropenic dose
delays and reductions that compromise relative dose intensity (RDI).

To determine if the implementation of nurses’ routine, systematic as-
sessment of neutropenic risk in patients initiating a new chemotherapy
regimen will impact the rdi achieved in that regimen.

A neutropenic risk assessment tool was developed by the nursing staff
referencing national oncology practice guidelines and implemented with all
patients starting a new regimen starting January 2008. As per the assessment
tool, patients identified as being at risk will be presented to the prescribing
practitioner as a potential candidate for prophylactic growth factor.

Relative dose intensity achieved by a randomly selected group of
patients before and after implementation of the tool will be evaluated.

It is important to identify nursing interventions that impact patient
outcomes. The role of oncology nurses is clarified by documenting and re-
porting nursing interventions and related nurse sensitive patient outcomes.
This project will help to define the relationship of nursing interventions for
the prevention of neutropenia and the patient outcome of RDI.

2679

AN EVIDENCE-BASED APPROACH TO CANCER PATIENT CARE: THE
ROLE OF THE NURSE NAVIGATOR. Jay Swanson, RN, BS, BSN, OCN®,
St. Elizabeth Regional Medical Genter, Lincoln, NE, USA.

Oncology nurses have long struggled to provide adequate education
and emotional support for their patients. Time constraints, reduced nurse-
patient ratios and increased documentation requirements allow less time
for the oncology nurse to spend with their patients. The Nurse Navigator
position is being developed across the nation, seeking to fill these needs
of the oncology patient.

This presentation will describe interventions the Nurse Navigator can
employ to enhance patient quality-of-life following a new or recurrent
diagnosis, assist with breaking down barriers to patient care, and serve
as a resource for the cancer patient post-discharge.

A review of the literature will be presented summarizing evidence of
nursing interventions that effectively improve quality of life for patients
with cancer and describe how the Nurse Navigator role can be implement-
ed to support those needs. The role of the Oncology Nurse Navigator as a
member of the interdisciplinary team will be described in relation to meet-
ing the needs of this patient population across the continuum of care.

Data gathered using the Distress Thermometer quantifies the indi-
vidual’s Practical, Family, Emotional, Spiritual, and Physical distress.
Based on the individual’s scores, the Nurse Navigator formulates a plan
with a goal to reduce patient distress scores. The literature suggests that
reduced distress scores contribute to greater adherence to treatment plans
and decreases hospital admissions. Information empowers patients and
access to community resources allows them to feel in control of their
care and better able advocate for themselves.

The National Comprehensive Cancer Network guidelines identify
the Distress Thermometer as essential for patient care and it has been
found to be a reliable data collection tool. The Nurse Navigator is able to
employ the tool to guide care planning relative to needs for information
and empowerment. Research has shown that independently, information
and empowerment result in improved patient satisfaction scores; how-
ever there is no evidence to assess the effect of addressing these needs
in combination. It is our assumption that addressing information and
empowerment in combination will produce synergistic effects, resulting
in a more comprehensive, concise and compassionate approach to patient
care as evidenced by reductions in Distress Thermometer scores.

2680

IDENTIFYING BARRIERS TO CLINICAL TRIALS—A PILOT ASSESS-
MENT SURVEY IMPLEMENTED BY THE TREATMENT COMMITTEE
OF THE CONNECTICUT COMPREHENSIVE CANCER CONTROL PLAN,

2005-2008. Camille Servodidio, RN, MPH, CRNO, OCN®, CCRP,
Hartford Hospital, Hartford, CT, USA; Kevin Kelly, DO, Yale University
Medical Center, New Haven, CT, USA; Linda Versea, APRN, MSN, RN,
Whittingham Cancer Center at Norwalk Hospital, Norwalk, CT, USA;
Mary Heery, RN, MSN, Norma F. Pfriem Cancer Institute Bridgeport
Hospital, Bridgeport, CT, USA; Sue Gran, RN, MPH, CCRC, Danbury
Hospital Praxair Cancer Center, Danbury, CT, USA; Mary Miller, LPN,
Carl and Dorothy Bennett Cancer Center—Hematology Oncology, P.C.,
Stamford, CT, USA; and Roberta Votino, RN, Connecticut Oncology
& Hematology, LLP, Torrington, CT, USA.

The National Comprehensive Cancer Network, NCCN, states that
the best management for any cancer patient is through participation in
a clinical trial. The NCCN encourages patients to participate in clinical
trials. Nationally, 2-5% of all cancer patients enroll in clinical trials.
Oncology nurses can play an important role in identifying barriers for
clinical trials for patients, nurses, and physicians. There is a paucity
of data, which describe the clinical practice barriers to clinical trial
participation.

Identifying barriers to clinical trial participation can provide the
framework to build an action plan to address these barriers. This identifi-
cation of clinical trial barriers coincides with the ONS Research Agenda
and impacts primary and secondary prevention trials, trials that study the
late effects of cancer as well as translational research.

The treatment committee of the Connecticut Comprehensive Cancer
Control Plan, 2005-2008, is charged to increase patient access to can-
cer clinical trials, identify and remove barriers to cancer clinical trials,
and develop a statewide network. No statewide baseline data regarding
barriers to clinical trials presently exists. Based on interdisciplinary
conference call discussions between oncology nurses, physicians, and
health professionals, the committee agreed to create and send a pilot as-
sessment survey to health care professionals in oncology practices and
centers throughout the state of Connecticut.

A 40 question pilot clinical trials assessment survey was developed to
address access and barriers to clinical trials. Sixteen surveys were sent
to the major cancer centers throughout the state of Connecticut and ten
were returned.

Barriers most commonly identified by oncology staff for clinical trial
participation included overextended physician staff (7/10 or 70%), limited
access to novel trials (5/10 or 50%), financial constraints (3/10 or 30%),
limited administrative support (3/10 or 30%), limited RN staff/data man-
agement staff (2/10 or 20%), and limited access to phase I trials (1/10 or
10%). This pilot clinical trials assessment survey provides baseline data for
further probing the barriers related to clinical trials. Providing physician
support and increase access of novel clinical trials to practices throughout
the state may have an impact on patient accrual for cancer clinical trials.

2681

A STUDY OF STAFF NURSES’ ADMINISTRATION PRACTICE PATTERNS
AND ATTITUDES REGARDING THE TITRATION OF OPIOIDS OF DYING
PATIENTS IN THE ACUTE CARE SETTING. Carol Mulvenon, RN-BC,
MSN, AOCN®, St. Joseph Medical Center, Kansas Gity, MO, USA; Mar-
garet Barnett, APRN, BC-PCM, University of Kansas Medical Center,
Kansas City, KS, USA; Patricia Dalrymple, RN, MSN, CHPN, Providence
Medical Center, Kansas City, KS, USA; and Lynne Connelly, PhD, RN,
University of Kansas School of Nursing, Kansas City, KS, USA.

Opioids are commonly given to provide comfort at the end of life, yet
patients often experience poor control of pain. How opioids are used to
manage symptoms varies between nurses. In order to improve patient
care and outcomes, a better understanding of nurses’ practice patterns
and attitudes related to opioid titration is needed.

The purpose of this study was to investigate nurses’ current practice
patterns and attitudes about the titration of opioids for dying patients.
This knowledge should help to improve symptom management at the end
of life through education and organizational standards of care.

The theory of unpleasant symptoms and current best practices in-
formed this study. The assessment of overlapping symptoms at the end
of life and knowledge of the best practices should be part of the decision-
making process in titrating opioid infusions and yet nurses are not always
providing the best pain management. Examining the current perceptions
of nurses will help to focus educational efforts.
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An investigator-developed survey was used, with content validity as-
sessed by a panel of national experts. Descriptive statistics and content
analysis summarized the data. Power analysis for descriptive studies
indicated a sample of 100 was needed. IRB approval was obtained.

The survey was returned by 181 acute care nurses at 3 medical centers
in a Midwest urban area who were 91% female, average of 39 years
old and 13 years of RN experience working in a variety of units; ICU
(22%), medical-surgical (15%), oncology (11%) or telemetry (11%). A
majority of nurses (78%) felt always/often comfortable titrating opioids.
Nurses who used titration in the last year (n = 104) and those with more
experience were significantly more comfortable (p =.007 & .013). How-
ever, only one knowledge question was answered correctly by greater
than 50% of respondents (52.8%). The range on the other 3 knowledge
questions was 9.4% to 49.8%. Most nurses used similar assessment
parameters to determine if doses were too high or too low. A majority
(85%) indicated a need for more education and 52% were unaware of
hospital policies regarding opioid titration. Findings will assist in making
recommendations for educational programs and policy.

Funding source: Grant from the Delta chapter of Sigma Theta
Tau

2682

AN INTERDISCIPLINARY TEAM APPROACH TO MANAGE CANCER
CACHEXIA. Clara Granda-Cameron, RN, BSN, MSN, AOCN®, Joan
Karnell Cancer Center at Pennsylvania Hospital, Philadelphia, PA, USA;
Debra DeMille, MS, RD, Joan Karnell Cancer Center at Pennsylvania
Hospital, Philadelphia, PA, USA; and Mary Pat Lynch, RN, MSN,
AOCN®, CRNP, Joan Karnell Cancer Genter at Pennsylvania Hospital,
Philadelphia, PA, USA.

Cancer cachexia occurs in approximately one third of newly diag-
nosed cancer patients. Cancer cachexia may result in delayed or missed
treatments and if poorly tolerated, decrease in chemotherapy dosing.
Aggressive supportive care can result in fewer hospital days, fewer
missed treatments, and improved outcomes. An interdisciplinary clinic
to address cachexia allows for an integration of services available to the
patient and takes the burden off of the patient to pursue referrals to the
supportive care team.

The Palliative Care Program of a Cancer Center developed a 12-week
pilot project: The clinic, specific to the treatment of cachexia is called
the CARE clinic (Cancer Appetite and Rehabilitation). The goal of
this project is to assess the impact of an interdisciplinary approach on
symptom management, nutrition, function, and quality of life (QoL) of
cancer patients at high risk for malnutrition.

The CARE clinic team includes a physician, a nurse practitioner, a
registered dietitian, a physical therapist, a speech therapist and additional
support staff as needed. The clinic is run one afternoon per week with
a maximum of 6 patients scheduled per session. The clinic provides
medical, nutritional, speech therapy and physical therapy evaluations
followed by an individualized medical, nutritional and rehabilitation
program directed to meet patient’s needs and improve his/her overall
quality of life. Brief post-clinic team meetings assure for maximum
coordination of services.

Patients are referred by their oncologists, nurses, or self-referred. High
risk populations identified though not limited to, are lung, head and neck,
and gastrointestinal cancers. Patient outcomes are measured by symptom
management, QoL instruments (ESAS, FAACT), and nutritional and
functional parameters. Early intervention and aggressive symptom man-
agement may improve performance status and overall QoL. Results from
this project will be used to expand such an innovative program.

An interdisciplinary clinic is a strategy for the management of cancer
cachexia. The process that we followed to develop and implement this
clinic may help oncology nurses and other health care professionals to
improve management of cancer cachexia and overall cancer care.

2683

INTERNATIONAL EDUCATION ON THE WEB: www.Cure4Kids.org PE-
DIATRIC ONCOLOGY NURSING COURSE. Ayda Nambayan, RN DSN,
International Outreach Program, Memphis, TN, USA; Yuri Quintana,
PhD, International Qutreach Program, St. Jude Children’s Research
Hospital, Memphis, TN, USA; Ana Shuler, International Qutreach
Program, St. Jude Children’s Research Hospital, Memphis, TN, USA;

Richard O’Brien, International Qutreach Program, St. Jude Children’s
Research Hospital, Memphis, TN, USA; and Raul Ribeiro, MD, St. Jude
Children’s Research Hospital, Memphis, TN, USA.

International Outreach Program (IOP) is a humanitarian initiative from
St. Jude Children’s Research Hospital; its mission is to improve survival
of children with catastrophic illness worldwide. To accomplish this mis-
sion, IOP partners with low-resource countries to provide consultation and
mentoring. The education of health care workers, particularly nurses, is one
of the program’s top initiatives. The educational website (www.Cure4Kids.
org) serves as a platform to deliver pediatric oncology focused education.

The Cure4Kids Pediatric Oncology Nursing Course is a comprehensive
repository of pediatric oncology nursing information. It was developed to
provide educational support and training for international nurses.

Course design allows for the content to be tailored to the institutional
need and can be used as an on-site live course or independently via self-
paced instruction. The course contains fourteen modules designed to
assist the nurses as they develop a plan of care for children with cancer.
Each module contains several stand-alone documents that are enhanced
by web links and related Cure4Kids seminars. One module is left open
for course users to share country-specific content, thus encouraging
worldwide collaboration.

Course efficacy is determined by its utility and knowledge gained.
Utility is measured by the many ways the course is being implemented
and the number of access. Knowledge is measured through a module
quiz. To date, 8,154 worldwide users accessed the course 11,584 times.
Course usage include: as teaching materials for traditional didactic live
course taught by a local educator; as resources for a cafeteria-style course
development wherein the documents are chosen according to institutional
needs, and either taught didactically or through supervised independent
study; individual nurses using documents for independent study and, as
an easily available resource for specific issues in their units. Over 700
quizzes have been completed by 353 users.

Although it is universally accepted that continued nursing education
correlates well with improved care, in countries with limited resources, it
is not often a priority nor easily available. A flexible, easy-to-use course
that is readily accessible via the internet is a solution to provide educational
opportunities and collaboration with our nursing partners abroad.

2685

EXPLORING CANCER SUPPORT RESOURCES FOR AFRICAN AMERI-

CAN ELDERS. Margaret Dudik, RN, BSN, MSN, Johns Hopkins Hos-

pital, Baltimore, MD, USA; Jennifer Wenzel, PhD, RN, Johns Hopkins

University School of Nursing, Baltimore, MD, USA; Nicole Mills, BSN,

RN, Johns Hopkins Hospital, Baltimore, MD, USA; Erin Marsh, Johns

Hopkins School of Nursing, Baltimore, MD, USA; and Linda Darrell,

MSW, Morgan State University, Baltimore, MD, USA.

Older African Americans currently face substantial barriers to state-
of-the-art cancer care from screening to diagnosis to treatment and
survivorship. Implementing culturally appropriate sources of support
during cancer therapy for this population is critical to improving cancer
outcomes and quality of life for this at-risk population.

Specific aims of this study include
1. To understand financial issues related to cancer care as experienced

by older African American men and women

2. To elicit from older African Americans resources and strategies which
are helpful in assisting with the financial aspects of cancer care.

3. To explore African American cancer survivors’ ability to identify
and characterize a person whom they relied on for support during
diagnosis and treatment and the role s/he played

A hermeneutic/phenomenological approach guides the research. This
method relies on the belief that people make meaning from their lives
through narrative construction.

An exploratory, inductive focus group method is being used to examine
cancer survivors’ (0—5 years past diagnosis) experiences with cancer diag-
nosis and treatment among older African Americans > 65 years residing
in an urban, east coast city. Participants’ recommendations regarding a
culturally-appropriate cancer support intervention addressing information
related to the administrative responsibilities of managing the cancer diag-
nosis and treatment, treatment-related decisions, and financial challenges
are being obtained. Treatment-related needs, psychosocial support strate-
gies, resources, and desired support with financial aspects of cancer care
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are included. Data analysis is ongoing and will be accomplished through a
reflexive process of transcript review, categorization and interpretation.

Information gained from this study will be used to enhance under-
standing of urban African American elders’ experiences with cancer
diagnosis and treatment. Particular support needs of this vulnerable
population will also be identified. Culturally appropriate resources and
supportive strategies will be identified from African American cancer
survivors based on their recent cancer experiences.

Focus group findings will be used to create a culturally tailored
support intervention addressing resource, education and support needs
identified by older African Americans who have survived cancer diag-
nosis and treatment.

2687

SEXUALITY WORKSHOP FOR ONCOLOGY NURSES. Mary Hughes,
BS, MS, RN, CNS, University of Texas M.D. Anderson Cancer Center,
Houston, TX, USA.

Sexuality is a quality-of-life issue not routinely addressed by oncol-
ogy nurses. Patients do not readily bring up sexual concerns which are
easy to overlook when a patient has other co-morbid conditions such
as cancer. The patient thinks that if sexuality were important, the nurse
would address it and the nurse thinks the patient would bring it up if
it is important. Consequently, sexuality goes unaddressed. A one-day
workshop in this large comprehensive cancer center was designed to
desensitize and educate oncology nurses about this issue.

The purpose of this presentation is to describe the workshop, “Essen-
tials of Human Sexuality and Cancer,” including the multidisciplinary
staff who teach it. Initially, this was a 3-day workshop which evolved
into a 1-day workshop because of time limitations. Advanced Practice
Nurses from various oncology disciplines designed the initial workshop
and continued to refine it along with other disciplines as it as it evolved
into its final form. It is free and is limited to only 12 registered nurses
due to the importance of open discussion of this sensitive topic.

The first part of the workshop is presented by a professional sexuality
educator and helps attendees to explore their own foundation of sexuality
education and to define their sexual values. Advanced Practice Nurses
present the next topic which describes various sexuality assessment
models. A social worker and a chaplain discuss how diversity affects
sexuality. Interventions must be creative are often limited due to other
co-morbid conditions. Nurses’ barriers to addressing sexuality issues and
how to overcome them are also discussed. An Advanced Practice Nurse
closes the day by focusing on sexual dysfunction of specific cancers
and the role emotions play. Participants do role play to become more
comfortable addressing sexuality issues.

Nurses participating in this workshop report being more comfortable
including a sexual assessment with patient visits and knowing when and
to whom to refer patients for sexual dysfunction.

This helps the patient have a resource for sexuality questions and not
feel isolated and alone without anyone addressing these issues.

2688

IMPLEMENTING A CANCER PALLIATIVE CARE PROGRAM IN THE
INTENSIVE CARE UNIT: A PILOT PROJECT. Clara Granda-Cameron,
RN, BSN, MSN, AOCN®, Joan Karnell Cancer Center at Pennsylvania
Hospital, Philadelphia, PA, USA; Margaret Growley, RN, MSEd, AOC-
NP®, Pennsylvania Hospital, Philadelphia, PA, USA; MaryPat Lynch,
MSN, CRNP, AOCN®, Joan Karnell Cancer Center at Pennsylvania
Hospital, Philadelphai, PA, USA; David Mintzer, MD, Pennsylvania
Oncology Hematology Associates, Philadelphia, PA, USA; Carol Miller,
SW, Pennsylvania Hematology Oncology Associates, Philadelphia,
PA, USA; and Helen Grosky, MSW, Joan Karnell Cancer Center at
Pennsylvania Hospital, Philadelphia, PA, USA.

A significant number of studies suggest that some patients in Intensive
Care Units (ICU) undergo prolonged end of life with invasive life-
sustaining treatments and poor quality of life. Palliative Care Programs
have emerged as an alternative pathway to improve quality of life of
chronically ill patients, improve patient/family satisfaction, and poten-
tially reduce hospital costs in different settings, including the ICU.

The Palliative Care Program of a Cancer Center developed a pilot project
in the ICU of its 505-bed affiliated hospital. The purpose of this project was

to assess the impact of palliative care services in the ICU for a two-month
period. This project was designed to support a proposal to establish a per-
manent in-patient Palliative Care Program at the affiliated hospital.

Over a two-month period, data on 14 patients was collected. The pal-
liative care team participated in weekly ICU rounds, where the plan of
care for each patient was discussed. Once the referral to the palliative
care team occurred, the team met with patients, families and nursing staff
and coordinated multi-disciplinary family meetings. The palliative care
physician and the internal medicine resident assessed patients’ medical
conditions and met with the primary physicians to clarify treatment plans.
After completion of the project, a survey of the ICU staff was conducted
to evaluate their satisfaction with the palliative care team.

The most frequent diagnoses were cardiac disease, pulmonary failure,
post-surgical complications and cancer. All patients were receiving high-
tech and costly treatments in spite of poor prognoses. The satisfaction
survey for the ICU staff strongly supported the benefits of palliative care
services in the ICU.

Nurses should use palliative care as strategy to improve the quality
of life of not only cancer patients but also patients with other chronic
illnesses. Palliative Care interventions in the ICU may improve patient-
family satisfaction and reduce length of stay by improving communica-
tion between families and the medical team and expediting patient care
processes. Palliative care referrals should occur sooner to allow time to
establish a trustworthy relationship with the patient-family unit.

2691

EVALUATION OF PATIENTS’ PERCEPTIONS OF INPATIENT POST-
OPERATIVE EDUCATION FOLLOWING BREAST SURGERY. Elisheva
Hertz, RN, BSN, OCN®, Memorial Sloan Kettering Cancer Center, New
York, NY, USA; Bridgette Thom, MS, Memorial Sloan Kettering Cancer
Center, New York, NY, USA; Karen A. Monthie, BSN, Memorial Sloan
Kettering Cancer Center, New York, NY, USA; and Nancy E. Kline,
PhD, RN, CPNP, FAAN, Memorial Sloan Kettering Cancer Center, New
York, NY, USA.

With nearly 200,000 cases diagnosed annually, breast cancer is one
of the most common malignancies in women. Primary treatment for the
majority of patients includes breast-conserving surgery or mastectomy
with or without reconstruction. These procedures may include axillary
lymph node dissection and the temporary insertion of drains to prevent
seroma formation of a seroma. Physical recovery from surgery is often
uncomplicated, enabling discharge as early as one to two days postop-
eratively, which places the onus of care for the incision and drains on the
patient and family. Education is pivotal in optimizing patients’ ability to
safely care for themselves following discharge.

This project seeks to determine patients’ perceptions of standard
postoperative breast surgery education delivered at an NCI-designated
cancer center.

Patients receive one-on-one bedside education from their nurse.
Additionally, patients attend the Breast Surgery Rehabilitation Group
(BSRG), which provides information regarding self-care and a forum
to discuss issues that accompany breast surgery.

Two hundred patients were admitted to the breast surgery service dur-
ing the 12 week study period. They were contacted by telephone between
two and four days after discharge and surveyed to assess whether BSRG
combined with one-to-one bedside education enhances knowledge of
postoperative self-care. Eighty-two (41%) participated, 62 (31%) could
not be reached, and the remainder did not meet inclusion criteria. Survey
results revealed that 95% of patients felt comfortable performing drain
care, and 92% were able to verbalize signs of infection. Ninety-one
percent of patients surveyed found the one-on-one education helpful,
and 80% of those who attended the class found it increased their under-
standing of how to care for drains and incisions. Overall, 95% of patients
felt they received enough information while they were in the hospital to
prepare them for self-care at home.

On the whole, patients were satisfied with the education received
during their inpatient stay. Results indicate patients valued the one-to-
one bedside education over the BSRG. Further research is necessary
to explore ways to modify the BSRG for maximum patient benefit.
Understanding the patient’s perception of a tailored teaching methodol-
ogy allows oncology nurses to customize educational interventions and
better foster effective patient-provider partnerships.
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2692

MERGING NEW TECHNOLOGY INTO NURSING PRACTICE: INCORPO-
RATING THE USE OF PET/CT IN RADIATION ONCOLOGY. Ethel Beeling
Law, RN, MA, OCN®, Memorial Sloan Kettering Cancer Center, New
York, NY, USA; Carol Pinola, RN, BSN, OCN®, Memorial Sloan Kettering
Cancer Center, New York, NY, USA; and Joanne Frankel Kelvin, RN, MSN,
AOCN®, Memorial Sloan Kettering Cancer Center, New York, NY, USA.

PET scan is widely used as a diagnostic tool in oncology. It is also
used with CT to plan treatment with radiation therapy. Adding PET
enables us to discover tumor undetected by CT and distinguish fibrotic
tissue which does not require treatment. Thus, radiation oncologists can
improve the accuracy of the treatment plan for a higher radiation dose to
a better defined tumor volume. This can improve therapeutic results and
decrease the toxicity of treatment. PET/CT is used most commonly in
patients with lymphoma, lung, head and neck, esophageal, cervical and
anal cancer. Incorporation of this technology has expanded the radiation
oncology nurse’s role, requiring new procedures, staff education, and
changes in how patients are prepared for simulation.

This presentation will describe the steps used to expand the radiation
oncology nurse’s role to support the incorporation of PET/CT scanning
during simulation at a NCI-designated comprehensive cancer center.

We organized a team including radiation oncology nurses, nursing educa-
tion, radiation safety, and nuclear medicine. After reviewing evidence about
the use of radioactive isotopes, we developed a procedure and planned train-
ing to ensure competence (readings, observations, and return demonstra-
tion). We then developed documentation forms for use by physicians, nurses,
and therapists. Finally, we collaborated with administration and radiation
therapists to outline patient flow and clarify new responsibilities.

The procedure was reviewed and approved by radiation safety, nuclear
medicine, nursing leadership, and radiation oncologists. Nursing com-
petency was evaluated in the areas of patient education, patient assess-
ment, proper administration of the radioactive isotope and maintaining
radiation safety precautions. In the past year we have performed over
225 PET/CT scans. The effectiveness of our planning enabled us to suc-
cessfully support this activity.

The oncology nurse must continually meet the challenge of incorpo-
rating new technology into practice. This presentation will describe the
multidisciplinary approach used to do this. The procedure developed has
helped us maintain safety and consistency in practice among nurses in
radiation oncology. It can be used as a guide by all oncology nurses faced
with a similar challenge of merging new technology into practice.

2693

RADIATION-INDUCED ESOPHAGITIS: EVIDENCE-BASED NURSING
GUIDELINES FOR LUNG AND ESOPHAGEAL CANCER PATIENTS.
Elizabeth Pena-Greenberg, RN, BSN, OCN®, Memorial Sloan-Kettering
Cancer Center, New York, NY, USA; Ethel Law, Memorial Sloan-
Kettering Cancer Center, New York, NY, USA; and Joanne Frankel
Kelvin, RN, MSN, OCN®, Memorial Sloan-Kettering Cancer Center,
New York, NY, USA.

There are predicted to be 15,558 and 213,374 new cases of esopha-
geal and lung cancer in 2007. Radiation therapy is used alone or with
chemotherapy to treat these patients. With chest irradiation the esopha-
gus is often in the treatment field. Cumulative doses of radiation to the
esophagus can cause esophagitis: peristaltic dysfunction, inflammation
and esophageal sphincter incompetence causing dysphagia, odynophagia
and gastroesophageal reflux. The incidence and severity vary with the
dosage of radiation received. Inadequate management can lead to pain,
nutritional deficits, and breaks in treatment. These may impact on quality
of life and treatment effectiveness. Nurses play a key role in collaborat-
ing with physicians to manage esophagitis.

This presentation describes the evidence-based process used to update
guidelines used by oncology nurses to manage esophagitis.

Radiation oncology nurses at an NCI-designated comprehensive cancer
center identified a need to improve our management of esophagitis and
framed clinical questions encompassing lifestyle changes and nutritional
and medical management. We searched for evidence in CINAHL and
Medline databases, evidence-based practice web sites, and by benchmark-
ing with other institutions. Selected evidence was analyzed to evaluate
its clinical significance and applicability to radiation oncology nursing
practice. Findings and recommendations were summarized and presented

to nurses, the nurse leader, and collaborating radiation oncologists for
feedback.

Findings from the evidence about interventions to manage esophagitis
include: lifestyle changes (smoking cessation, avoiding recumbency for
three hours after meals to decrease distal esophageal acid exposure),
nutritional changes (decreased fat intake), and medical management
(proton pump inhibitors for symptomatic relief and pro-motility agents
as an adjunct to acid suppression). Nurses can incorporate these findings
in practice in a number of ways.

Written guidelines on the collaborative management of esophagitis have
been developed to guide nurses in assessing and managing patients, includ-
ing collaboration with physicians for concomitant medical management.
Staff will be inserviced on the evidence and the new guidelines, and patient
education materials will be updated. These resources can be implemented
by radiation oncology nurses in other settings. In addition, this process can
be used to address other side effects of cancer treatment.

2699

ELEVATING EXCELLENCE IN ONCOLOGY PATIENT CARE: CANADIAN
STANDARDS AND COMPETENCIES FOR ONCOLOGY NURSING. Kim
Chapman, RN, MSC(N) CON, Canadian Association of Nurses in On-
cology, Vancouver, BC, CA; and Jennifer Weirnikowski, RN, MN, ACNP,
CON(C), Juravinski Cancer Centre, Hamilton, ON, CA.

The Canadian Association of Nurses in Oncology/Association
canadienne des infirmiéres en oncologie (CANO/ACIO) is a national
organization that supports oncology nursing in Canada to promote
and develop excellence in practice, education, research and leader-
ship. Established in 1984, one of CANO’s major priorities and ac-
complishments has been to identify standards of care for oncology
patients and, more recently, clarify how oncology nurses can meet
those standards of care through the development of practice standards
and competencies.

The Practice Standards and Competencies for the Specialized Oncol-
ogy Nurse was created specifically for nurses who work in clinical areas
where the primary focus is cancer care delivery.

An expert group of CANO/ACIO nurses developed the Practice
Standards and Competencies for the Specialized Oncology nurse. The
resulting document is a useful and relevant resource to oncology nurses
that helps nurses understand what skills are needed to meet the require-
ments of their role as care providers. The document and accompanying
self assessment tool were finalized and disseminated to CANO members
at the annual conference in October 2006.

The document and associated tool are now being implemented in all
settings where cancer care is delivered. The next phase of the project is
to evaluate the up-take of the standards and competencies into practice.
A special initiative under the leadership of a project leader has been
established to complete the evaluation phase of the project.

Through use of the self assessment tool, nurse educators and nurse
managers can work with staff nurses to assess performance and com-
petency. Nurse administrators will value the document as a guide to
creating and sustaining quality practice settings with the necessary
infrastructure to elevate oncology nursing practice and improve patient
care. This presentation highlights the development, implementation and
evaluation of the standards and competencies and provides examples of
how the document has been used by oncology nurses and nurse leaders
in clinical settings across Canada.

2700

A CLINIC BASED SELF-STUDY MODULE FOR ADMINISTRATION OF
CHEMOTHERAPY VIA VENTRICULOSTOMY. Rita Steinbauer, RN, BSN,
OCN®, Duke University Oncology Treatment Center, Durham, NC, USA,;
and Susan Schneider, PhD, RN, AOCN®, Duke University School of
Nursing, Durham, NG, USA.

In times of advanced technology, oncology nurses are challenged
to stay efficient and safe in their delivery of patient care. Intrathe-
cal chemotherapy given through an Ommaya Reservoir is done by
the oncology nurse clinicians in our outpatient treatment center. This
highly skilled procedure is done infrequently. An accurate review of
Ommaya anatomy, intraventricular drugs, and equipment utilized for
this procedure is needed in a readily accessible format for the oncology
staff. A PowerPoint tutorial on intrathecal chemotherapy, which can be
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downloaded on the nurse’s computer desktop, was developed to meet
this educational need.

During staff meetings and through informal unit surveys, the oncology
nursing staff verbalized a need for a self-directed tutorial on intraventricular
chemotherapy administration. Both experienced and novice oncology nurs-
es, who were being instructed on how to administer chemotherapy through
an Ommaya Reservoir, requested an abbreviated educational tool.

The self-study module, modified from the Duke Educational Depart-
ment credentialing packet was used to develop this educational resource.
The tutorial reviews the anatomical placement of an Ommaya Reservoir,
objectives of intraventricular chemotherapy, a standard operating pro-
cedure, and equipment needed for ventricular chemotherapy and CSF
sampling. The PowerPoint presentation involves twenty-five slides and
takes fifty minutes to complete for continuing education credit. For refer-
ence in the clinic setting, any slide can be accessed for quick review.

A small pilot was conducted with 5 nurses who used the self-study
module prior to administering intrathecal chemotherapy. All nurses
found that the module was helpful and were able to administer the
chemotherapy safely and confidently, according to procedure. The
self-study module will be presented to the Oncology Clinical Practice
Committee for review and by the Duke Oncology Educational Staff so
it will be accessible throughout the healthcare system.

Offering an accessible and visual tool for the oncology nursing staff
in this busy unit on the safe administration of chemotherapy via an
Ommaya Reservoir can serve as a cost effective way to reinforce their
knowledge base.

2703

REDESIGNING THE AMBULATORY CHARGE NURSE ROLE. Marjorie
Mosley, RN, OCN®, Memorial Sloan Kettering Cancer Center, New
York, NY, USA; Alice Gianella, RN, MA, Memorial Sloan Kettering
Cancer Center, New York, NY, USA; and Susan Dosil-Loiacono, RN,
MS, Memorial Sloan Kettering Cancer Center, New York, NY, USA.

The Adult Day Hospital (ADH) is an outpatient chemotherapy unit that
has undergone extensive change in the past year. A major change was the
appointment of a new nurse leader. The nurse leader took an interest in
improving the flow of patient activities in the unit, increasing staff moral,
and retaining experienced staff. An improvement method chosen was to re-
design the role of outpatient charge nurse. This role lacked clear guidelines
concerning the duties, responsibilities, and competencies needed for opti-
mum role performance, and the criteria used to evaluate performance.

The purpose of the project was to develop a program that would pro-
vide the charge nurse with the tools necessary to be successful in that
role and the nurse leader the ability to evaluate competency.

A review of the literature found that there was a need to identify the
competencies and guidelines needed for the outpatient charge nurse role.
The staff was asked to complete a survey that would identify what they
believed should be the traits and characteristics of a charge nurse. The
literature search, hospital policy, and the survey provided the founda-
tion for this project and for the development of a resource manual that
resulted in the formation of standardized guidelines for the role of the
charge nurse.

A postimplantation survey showed that the objectives of the project
were achieved.

The project was well received by all staff members and will be used to
orient and evaluate future charge nurses. The Ambulatory Nurse Leader
Council expressed an interest in using this program to standardize the charge
nurse orientation throughout MSKCC ambulatory areas.

When implementing new roles and responsibilities it is important to
allow all participants involvement in the project. The staff took owner-
ship of this program, which enhanced its ability to succeed.

2705

CHOOSING SMART PUMP TECHNOLOGY; MORE THAN A PRODUCT
REVIEW. Pamela Kedziera, RN, MSN, AOCN®, Fox Chase Cancer
Center, Philadelphia, PA, USA.

Institutions are looking for ways to optimize safety and patient
outcomes. Medication related errors consisted of > 9% of the reported
sentinel events listed by The Joint Commission as of September 2007.
Technology can be an ally in providing safe healthcare but poses new
challenges in selection of equipment. Historically, nurses have been the

clinicians that tested and selected infusion pumps. Converting to smart
pump technology may seem like an obvious choice however the addi-
tion of this technology affects multiple layers of the healthcare delivery
system and requires support and resources beyond the pump itself.

A multidisciplinary team of specialists was convened by nursing to re-
view the state of the art of smart pump technology for Patient Controlled
Analgesia (PCA). This group would drive the selection of the safest, most
effective, Patient Controlled Analgesia device.

Upon reviewing the evidence in the literature, particularly the ECRI
Institute 2006 Report on PCA infusion Pumps, the group recognized the
need to align the facilities needs with the capital investment plan and the
strategic technology plan. In order to procure this technology in the most
cost effective manner, the group needed to look beyond the immediate
single use pump. More input and support was solicited from the hospital
leadership. Selection criteria grew to include integration of a system
that would grow with the institution’s broader strategic plan. Additional
informational presentations were provided to key players. Stakeholders
were recruited from various departments. Timelines were readjusted.
Enthusiasm grew and the project was expanded to include all infusion
pumps in the hospital and the outpatient infusion department.

The process took over eighteen months to complete. The selection of
a vendor took longer than the actual implementation. Evaluation of the
implementation identified areas for improvement. These areas could have
been barriers had the key players not embraced the plan. Future expan-
sion will be easier secondary to comprehensive first line planning.

Technology will continue to be an integral part of improving patient
safety. Multiple layers of interdisciplinary collaboration are required to
meet these safety needs. Planning for this process requires broad vision
and updated skills for the nursing leader.

2708

TRANSFORMING CARE AT THE BEDSIDE: SIMPLIFYING CHEMO-

THERAPY. Mary Ann Long, MS, RN, OCN®, Roswell Park Cancer

Institute, Buffalo, NY, USA; Darryl Somayaji, RN, MSN, CCRC, Roswell

Park Cancer Institute, Buffalo, NY, USA; Doreen Tober, RN, Roswell

Park Cancer Institute, Buffalo, NY, USA; Cathy O’Connor, RN, Roswell

Park Cancer Institute, Buffalo, NY, USA; Tara Salge, RN, BSN, Roswell

Park Cancer Institute, Buffalo, NY, USA; and Eileen Kelly, RN, BSN,

Roswell Park Cancer Institute, Buffalo, NY, USA.

Chemotherapy remains a major treatment modality for cancer care.
Administering chemotherapy is a complex and anxiety producing activ-
ity, especially for new nurses or those not experienced in this field. Some
examples of the complexity of this process include:

1. Attempting to decipher chemotherapy orders so chemotherapy agents
and associated treatments are delivered in precise order.

2. Associating chemotherapy agents with specific instructions that are
tied to them, including the use of a specific tubing, etc. Simplifying
the processes affiliated with chemotherapy will improve patient safety
and increase the comfort of nurses who administer theses agents.
Because chemotherapy orders are written by category of medication

and not by sequence of administration, nurses must determine the order
of administration for hydration, premedication, and chemotherapy as
well as the implementation of special instructions such as neurologi-
cal evaluation prior to chemotherapy. The ever expanding arsenal of
chemotherapy agents used to treat cancer makes it difficult for nurses
to master and retain the information needed to safely administer these
potent medications. Direct care nurses intimately involved in the process
of chemotherapy administration presented these issues as well as propos-
als for improvement.

The nursing staff at the bedside proposed and developed these strate-
gies to improve the chemotherapy process.

1. Designed a roadmap specific to the chemotherapy regimen, which
outlined the order of administration and associated instructions.

2. Created a handy, pocket-sized book that contains the most frequently
prescribed chemotherapy agents at Roswell Park Cancer Institute,
side effects, and special instructions. These pocket guides are pro-
vided to all nurses in the facility.

This presentation will include information on the positive impact
that these interventions have made on nursing satisfaction as well as
demonstrate a decrease in the number of medication errors associated
with chemotherapy administration.
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Chemotherapy continues to be challenging because of new agents
and the combination of agents in cancer treatment. It is imperative that
bedside nurses are empowered to identify issues and transform the care
that they provide to the safest method possible. Oncology nurses in other
settings where chemotherapy is administered will be interested in this
presentation.

2711

COMPASSION FATIGUE NURSING SUPPORT GROUP IN AMBULA-
TORY CARE GYNECOLOGY/ONCOLOGY NURSING. Paula Absolon,
RN, MA, ANP, OCN®, Memorial Sloan Kettering Cancer Center, New
York, NY, USA; and Carol Krueger, LCSW, Memorial Sloan Kettering
Cancer Center, New York, NY, USA.

Compassion fatigue (CF) is a known stressor in nursing which can lead
to burnout and/or coexists with burnout. CF effects morale, performance,
absenteeism, and retention. Nurses in gynecology (GYN) oncology have
been attending conferences/reading the literature/talking together and
with the GYN social worker (LCSW) have been made aware that com-
passion fatigue (CF) is a concern for nurses working with cancer patients
in the ambulatory care setting. One of the ways the nurses in GYN are
addressing this issue is by starting a nursing support group.

To illustrate the benefits of a nursing support group in GYN nursing in
addressing compassion fatigue in the outpatient ambulatory care setting.

The nurses met for 10 weekly yoga sessions in the department with a
trained yoga instructor for stress reduction—a self-care technique used to
address CF. Additionally, they identified a need for a support group/dia-
logue with an expert in their midst. The LCSW is a Certified Compassion
Fatigue Therapist. Together they organized an hour long monthly pre-clinic
support group for the nurses to assess the stressors involved in caring for
this patient population and to address the effects of compassion fatigue
and burnout in both their professional and personal lives. Ground rules for
confidentiality and safety are implemented so that the topics, but not per-
sonal anecdotes can be shared with those who cannot attend. The LCSW
is sharing the literature and workshop materials at these meetings.

Recognition of the need for ongoing/daily support has resulted in the
creation of a network for collegial care and compassion. The support
group is helping nurses develop strategies of managing compassion
fatigue. The valuable outcome has been recognized by other services
with support groups being organized throughout the institution.

By focusing and addressing an important issue of CF in nursing
through a LCSW led support group, the nurses in a high stress setting
are recognizing and developing strategies of managing CF.

2719

THE MISSING LINK: BRINGING SURVIVORSHIP TO THE CONTINUUM
OF CANCER CARE. Susan Daubman, RN, BSN, OCN®, Nebraska Medi-
cal Center, Omaha, NE, USA.

Historically, the primary focus of cancer care has been assisting patients
to grasp their diagnosis, be involved in treatment and manage related side
effects. Although healthcare providers have often viewed the end of treat-
ment as a time to move on, survivors have ongoing concerns including
long term/late effects and issues surrounding life after cancer.

With an estimated 10.3 million cancer survivors in the US and over 1
million patients becoming survivors annually, the development of a cancer
survivorship program is crucial. The vision behind establishing such a pro-
gram at our facility was championed by a medical oncologist, cancer ad-
ministrator and oncology nurse. During the planning phase, strategies were
employed to obtain a comprehensive understanding of cancer survivorship.
A patient forum was conducted to determine important components. It was
clear that survivors must continue their defined follow up care for cancer
surveillance. Additionally, it was evident that survivors need a primary
care provider to address other health care requirements.

The design of our Cancer Survivorship Program is structured with two
clinics. The comprehensive survivorship assessment clinic is for patients
who have completed chemotherapy/radiation treatment. A comprehen-
sive individualized plan of care is developed with a multidisciplinary
team addressing the ongoing health care needs related to survivorship.
The internal medicine survivorship clinic focuses on implementation of
the survivorship plan of care and general health care needs.

Evaluation through regular meetings and patient surveys has guided
program improvements. Patients and families have expressed satisfac-

tion with the services provided in both clinics promoting a new focus
on life after cancer.

Providing survivorship care helps individuals move beyond their can-
cer diagnosis and treatment. Oncology nurses are in a unique position to
recognize the importance of survivorship care. Knowledge regarding the
cancer trajectory including long term/late effects is critical to conduct-
ing clinical assessments, planning care and providing individualized
education. The oncology nurse can take the lead through collaboration,
communication and commitment in addressing survivorship issues.
Ultimately, this will give patients the link to a life after cancer.

2721

IMPROVING PERIPHERAL INTRAVENOUS CANNULATION IN NURS-
ES: COMPUTER BASED EDUCATION VERSUS INTENSIVE PRACTICE.
Colleen O’Leary, RN, BSN, OCN®, Northwestern Memorial Hospital,
Chicago, IL, USA.

IV cannulations are uncomfortable to the patient and costly in terms
of time and equipment. Oncology patients have more difficult cannula-
tions due to sclerosing of veins, dehydration, or limited use of veins in
a limb. The incidence of local or bloodstream infections associated with
peripheral venous catheters is low, but serious complications produce
considerable annual morbidity due to the frequency with which these
catheters are used.

Studies comparing different methods of teaching IV insertion skills sug-
gest that a low performance rating was influenced by the lack of specialty
skills and not general nursing experience in particular. Given the lack of
evidence for one particular type of education, a combination of methods
based on availability and student preference may be effective. Ongoing
education to improve skills in intravenous cannulation is important.

A pilot program was conducted aimed at improving IV cannulation
skills. An assessment tool was developed to measure the nurses’ perfor-
mance in provision of patient education, correct choice & use of catheter,
appropriate site selection and preparation before insertion, correct insertion
technique & attachment of IV line. A total of 21 nurses with 2 or less years
of experience were recruited. Each nurse was assessed by a trained data
collector on 10 IV cannulation attempts before any additional education.
Nurses were randomly assigned to one of two education groups. Group
A was sent to ambulatory surgery to start IVs. Group B used a computer
generated training program. Following the educational experience, nurses
were assessed on an additional 10 IV cannulations.

Pre- and posteducation scores will be reviewed for each nurse. It is
believed that an improvement in IV cannulation skills will be found. It is
unclear if one educational method will be more successful than the other.
An education program will be chosen based on level of improvement
from baseline scores for each method. An increase in patient and nursing
satisfaction is expected in regards to IV cannulation.

An education program will be chosen based on level of improvement
from baseline scores for each method. An increase in patient and nursing
satisfaction is expected in regards to IV cannulation.

2722

STRENGTHENING THE FOUNDATION FOR ONCOLOGY NURSES: AKEY
TO RETENTION. Joan Moore, RN, MN, APRN, AOCN®, Yale-New Haven
Hospital, New Haven, CT, USA; Lisa Barbarotta, MSN, RN, AOCNS®,
Yale-New Haven Hospital, New Haven, CT, USA; and Monica Fradkin,
BSN, RN, OCN®, Yale New Haven Hospital, New Haven, CT, USA.

Retention of nurses is essential to building experienced oncology nurs-
ing staffs. Our inpatient oncology units experienced significant turnover,
> 23%, during fiscal year 2007, with a major reason cited as insufficient
education and support. Especially challenging was the lack of seasoned
preceptors to support the number of novice nurses. The length and cost
of orientation increased. With plans to open a new Cancer Hospital at
Yale in 2009, this trend clearly needed to be reversed.

To describe the strategies implemented at orientation to meet oncology
nurses educational needs and provide the foundation to advance nurses
along a professional career path in oncology nursing.

An overall Oncology Nursing Education Coordinator and Unit Based
Educator (UBE) were hired as additional education resources to work with
the Oncology Clinical Nurse Specialist (CNS) in May 2007. As a result
of assessment and evaluation by the educators, managers, preceptors, and
new nurses, the oncology orientation was restructured. The competency
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based orientation was streamlined with a calendar that included weekly as-
signment progression and reading assignments. Weekly meetings with the
preceptor, orientee, CNS and UBE addressed assignments, care planning,
critical thinking, safety, relationships with team members, and emotional
support. A Fundamentals of Oncology Nursing Course was offered in the
first 12 weeks of orientation. Outpatient observation experiences were
developed in partnership with the Oncology Treatment Centers and Radia-
tion Therapy, to increase awareness of care continuity and communica-
tion across settings. Emotional support groups were initiated. Seasoned,
experienced and novice nurses were strengthened by formal unit education
on disease and symptom management. A forum to address preventing er-
rors and revisiting lost opportunities (P.E.A.R.L.S.) was developed for all
nurses to learn through review of critical incidents. To encourage Certifica-
tion, an Oncology Nursing Review Course was offered.

Evaluation and retention rates pre and post interventions will be
compared to evaluate the effectiveness of the education redesign. Results
are positive to date.

Continued partnering with outpatient areas is in progress to conduct
chemotherapy practicums, along with formal and informal education.
Insuring a strong foundation allows nurses to start and advance on an
oncology nursing career path that extends across settings and encour-
ages retention.

2725

DEVELOPING BASIC CLINICAL COMPETENGIES AND KNOWLEDGE
BASE FOR NURSES CARING FOR ONCOLOGY PATIENTS. Betsy
Collins, RN, MSN, AOCN®, Lancaster General Hospital, Lancaster,
PA, USA; and Carla Brutico, RN, OCN®, Carson Tahoe Cancer Center,
Carson City, NV, USA.

There exists an institutional and regional variation of basic competen-
cies for in-patient oncology nurses. As technology advances and patients
are living longer, cancer is becoming a chronic disease. Patients are now
being cared for in community hospitals without dedicated units and/or
trained oncology nurses.

The purpose of the project is to develop a set of oncology nursing
competencies basic to nurses caring for oncology patients.

A team consisting of oncology nurses from varied clinical settings and
geographical locations was formed from the Management and Program
Development Special Interest Group (SIG) of ONS. Each team member
contributed competencies and skill sets that were considered basic for
nurses caring for oncology patients. In addition, the team networked with
other hospitals/cancer centers to determine which competenices were felt
to be central to the knowledge base.

A list of competencies considered to be the “skeleton’ on which to build
a more comprehensive knowledge base was developed. With the basic
competencies mastered, a nurse caring for oncology patients can continue
to build the ncessary knowledge base as technology advances and we learn
more about cancer biology and the management of side effects.

Nurses caring for oncology patients, no matter the setting, should
master the basic competencies that enable them to understand the com-
plexities of cancer care. Oncology nurses play and important role in
empowering patients through education and therefore must possess the
competencies to empower themselves.

2728

PROMOTING PATIENT ADHERENCE TO ORAL CANCER TREATMENT.
Susan Moore, RN, MSN, ANP, AOCN®, CancerExpertise, Chicago, IL,
USA; and Yvette Stoker, URA Rx, Englewood Cliffs, NJ, USA.

Self-administered oral cancer therapy enhances patient control and
independence during protracted cancer treatment; however, suboptimal
adherence can affect efficacy and quality of life. Increasing use and
complexity of oral regimens have created patient education and adher-
ence challenges. Low oral therapy adherence rates have been reported
in oncology literature for many years, thus questioning the long-held
assumption that cancer patients have high adherence rates because of
the risk of disease recurrence or progression.

The primary purpose of this project was to introduce oncology nurses
to behavioral models originally developed to assess patient motivation
and risk/benefit beliefs in primary medicine. Models that may be applied
to cancer populations include Becker’s Health Belief Model (HBM)
and Bandura’s Self-Efficacy Model (SEM). Patient selection can be

assessed by using pre-treatment questionnaires based on Johnson’s Self-
Regulation Theory (SRT). Building upon these models, the 2007-2009
ONS research agenda, and oncology nursing needs assessments, adher-
ence tools have been developed and await validation through nursing
research projects. A secondary purpose was to broaden the scope of
oncology nursing to include nurse-run telephone support services for
patients undergoing oral cancer therapy.

During the course of treatment, oncology nurses assessed patient
selection using questionnaires based on the SRT, and patient motivation
using the HBM and the SEM. Adherence was tracked by patient self-
report, treatment diaries and communication with nurse-run telephone
support services.

Comprehensive patient screening and education, use of adherence tools
and early management of adverse events through nurse-run telephone sup-
port services resulted in an additional 3 cycles of oral chemotherapy for
patients with metastatic breast cancer (MBC) and 5 additional cycles for
those with metastatic colorectal cancer (mCRC). MBC and mCRC patients
participating in the nurse-run support service reported 40% fewer grade
3/4 adverse events than those not enrolled in the program.

Oncology nurses can assist patients to improve oral cancer therapy
adherence by screening with the Health Belief and Self-Efficacy models
and Self-Regulation Theory; monitoring patients with self-management
tools and providing nurse-run telephone support services. Concerns about
patient adherence strongly suggest that oncology nurses must develop
additional tools to assess patient selection, motivation, and adherence
during therapy.

2729

IMPLEMENTING NATIONAL QUALITY STANDARDS IN A RURAL
HOSPITAL SETTING. Patrice Steininger, RN, OCN®, John Randolph
Medical Center, Hopewell, VA, USA.

The National Comprehensive Cancer Network (NCCN) has devel-
oped a comprehensive set of diagnostic, treatment, and supportive care
guidelines with the goal of improvement in quality, effectiveness, and
efficiency of oncology practices. A gap exists in the implementation of
national guidelines in rural settings due to the low volume of patients
and limited number of care providers. Of note is the higher incidence of
mastectomies versus lumpectomies in rural areas despite clear evidence
of similar outcomes with breast sparing surgery. Implementation of the
guidelines would enhance consistent care of oncology patients regard-
less of setting.

The goal was to implement site specific quality standards in our rural
facility. Recent national statistics indicate that 85% of all cancer patients
are treated at community hospitals. These patients deserve the same
standard of care as those treated in urban medical centers.

The NCCN guidelines were presented to the Cancer Committee by
the Oncology Nurse Director. The committee discussed and adopted the
national standards for colon and breast cancer. Specific physicians were
targeted as champions for this initiative. Through review and discus-
sion of site specific guidelines plans were developed and initiated for
implementation in our setting. At Cancer Conference attendees received
copies of pertinent guidelines to promote discussion, evaluation and
understanding of appropriate treatment.

The medical staff was receptive to the presentation and plans for
implementation. Prior to implementation of these standards, the pa-
thologist stopped examining the lymph nodes once a positive node was
identified. Now the surgeon obtains and the pathologist examines at least
twelve nodes in every patient. Data has shown an increase in diagnoses
of high grade colon cancers with this change. Oncology nurses developed
a program of colorectal screenings and education to heighten awareness
for both the hospital staff and community.

Implementation of NCCN standards and ongoing data collection were
employed to insure that care provided at the rural level was consistent
with that in urban areas. Success of standardization was dependent upon
participation and acceptance from the multidisciplinary team who are
dedicated to the provision of quality care.

2730

KNOWLEDGE AND USE OF CANCER-RELATED FATIGUE RESEARCH
EVIDENCE BY ONS RNs: PSYCHOMETRIC ANALYSIS OF A MEASURE-
MENT INSTRUMENT. Lawrence Wilcox, ARNP, BC, New York State
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Department of Corrections, Brocton, NY, USA; Jean Brown, PhD,
University at Buffalo, Buffalo, NY, USA; Yow-Wu Wu, PhD, University
at Buffalo, Buffalo, NY, USA; and Kay Sackett, EdD, University at Buf-
falo, Buffalo, NY, USA.

The ONS FIRE project implemented decades ago sought to improve
the timely dissemination of research supported nursing interventions to
manage various symptoms experienced by cancer patients. The literature
demonstrates that there are multiple potential barriers to research find-
ings use in clinical practice. Diffusion theory demonstrates how new
knowledge is acquired by adopters, yet the literature does not adequately
describe whether diffusion strategies have improved the research to
practice gap that many argue exists in the nursing profession.

To establish the validity and reliability of an instrument designed to eval-
uate whether ONS RN have acquired the knowledge of research supported
interventions to manage cancer-related fatigue symptoms in their patients
and whether they utilize those interventions in their oncology practice.

Roger’s Theory of Innovation Diffusion provided the theoretical
framework for this investigation.

A panel of five experts with acknowledged expertise in the area
of cancer-related fatigue symptoms reviewed a draft Cancer-Related
Fatigue Knowledge and Use (CRF) instrument for content validity. To
determine CRF instrument reliability test-retest methods were utilized. A
nationwide random sample of 400 ONS RN’s was recruited for participa-
tion in the study utilizing the CRF instrument.

After expert panel review, revisions to the CRF instrument resulted
in a content validity index score of 0.91 for the CRF instrument. After
test-retest responses were returned, 64 responses were accepted by the
authors for psychometric analysis. The analysis demonstrated a reli-
ability of 0.80 and 0.83, respectively, on the variables of knowledge and
use of cancer-related fatigue symptom management interventions. The
psychometric analysis demonstrated acceptable values for validity and
reliability for the CRF instrument. This work allows the investigation
to be expanded to a much larger sample and to capture nurse’s views on
barriers to research use and professional and demographic information
pertaining to the sample.

Funding Source: Genentech BioOncology (unrestricted grant
through the ONS Foundation)

2733

THE DEVELOPMENT AND IMPLEMENTATION OF A NURSING STAFF
EXECUTIVE COUNCIL AT ROSWELL PARK CANCER INSTITUTE.
Penny Tirpak, RN, BSN, Roswell Park Cancer Institute, Buffalo, NY,
USA; Marilynn DiCara, RN, BSN, CCM, Roswell Park Cancer Institute,
Buffalo, NY, USA; and Linda O’Malley, RN, BSN, CCRC, OCN®, Roswell
Park Cancer Institute, Buffalo, NY, USA.

Our comprehensive cancer care center has a long standing history of
participating in a shared governance type of management. Shared Gov-
ernance is the term used to describe the involvement of direct care nurses
in the decision-making process. A Nursing Staff Executive Council was
developed to formalize our shared governance style.

In 2007, nursing by-laws were developed and a Nursing Staff Execu-
tive council was elected. The purpose of the Nursing Staff Executive
Council is to serve as the hub of our other nursing councils and to sup-
port professional nursing practice at our facility. This council provides
a forum for discussion of Nursing practice issues and shared decision
making by the President of the Nursing Staff and the elected representa-
tives of the council. The Nursing Staff Executive Council is a forum to
implement the process of planning, organizing, directing, and evaluating
evidence-based oncology nursing practice.

Members of the council are nominated by co-workers and adminis-
trators and a general nursing election is to be held in May of each year.
Three officers are elected: President of the Nursing Staff, Vice-President,
and a Secretary. The President also serves as the chairperson of the coun-
cil. The other elected members of the council represent all areas of the
Institute where nurses are employed. All staff members are encouraged
to present nursing practice issues to their area representative or an officer
of the council. These members are charged with the responsibility of
sharing information with the constituents of their represented areas and
engaging other nurses in discussions regarding nursing practice.

Over 40% of registered nurses participated in voting for the inaugural
council members. We will be tracking voter turn-out each year. At the

time of the congress, we will be able to present one year’s information
on improvement of processes including communication with nurses,
completion of goals developed by the council, and lessons learned.

This process can be adapted by any facility looking to improve em-
powerment of the oncology nurse.

2734
COLORECTAL SCREENING INITIATIVE: A MODEL FOR KANSAS. Eliza-
beth Lindal, RN, OCN®, Via Christi Cancer Center, Wichita, KS, USA.

Routine colorectal screening can reduce death from colorectal cancer
by detecting the disease at early, more treatable stages. According to
2004 statistics only 21.7% of Kansans ages 50 and older had a fecal
occult blood test (FOBT) within the past year. The Via Christi Cancer
Outreach Coordinator, an oncology certified nurse, partnered with the
American Cancer Society and Walgreen pharmacies in March 2007 to
launch a community colorectal screening event in low-income areas of
Wichita, Kansas for participants ages 50—65. Via Christ Volunteers—
Partners in Caring funded the screening.

The purpose of the project was twofold: distribute free fecal occult
blood test kits in low-income areas of Wichita, and increase overall
awareness of the need for colorectal screening.

Kits included the FOBT cards, return mailing envelope, educational
literature, and instructions in English and Spanish. These were distributed
at two Walgreen pharmacies. Participants completed an information
card, which gathered basic demographic data (gender, age, ethnicity,
identification of a primary physician, and zip code) and allowed for
follow-up. Awareness activities included announcements on the hospital
and pharmacy marquees and public service announcements on the radio.
The Cancer Outreach Coordinator was the contact person for additional
questions about the screening and provided follow-up notification.

One hundred and seventy-nine kits were distributed and 88 kits were
processed. Of the 179 participants 70 had never received a colon cancer
screening. Participants and their physicians received test results by mail.
Referrals to community safety-net clinics were given to participants who
did not have a physician. There were seven positive readings. Phone calls
were made to those seven participants with positive readings to inquire
about additional testing and follow-up. One twenty-eight-year-old female
participant with a positive reading received a follow-up colonoscopy and
subsequent polypectomy. Although outside the identified age-range for
screening she was given a test kit because of her family history.

As a member of the Kansas Cancer Partnership the Cancer Outreach
Coordinator provided the model for the “Kansas Colorectal Cancer
Project 2008,” a document available from the Kansas Department of
Health and Environment.

2735

DOES SCHEDULED MEPERIDINE DECREASE THE SEVERITY OF
RIGOR RELATED TO THE ADMINISTRATION OF INTERLEUKIN 2?
Colleen O’Leary, RN, BSN, OCN®, Northwestern Memorial Hospital,
Chicago, IL, USA; and Jessica Palis, RN, BSN, OCN®, Northwestern
Memorial Hospital, Chicago, IL, USA.

Interleukin 2(IL-2) is a glycoprotein produced by activated T-helper
cells to stimulate natural killer cells to become lymphokine-activated-
killer cells (LAK). Treatment with IL-2 has provided a more positive
outcome for patients with metastatic renal carcinoma and metastatic
melanoma, but dose-limiting side effects that occur with the use of IL-2
are often the determining factor for participation in therapy. These side
effects include fever, chills, nausea, vomiting, muscle pain, shortness
of breath, pulmonary edema, hypotension, abnormal liver or kidney
function, thrombocytopenia, anorexia, diarrhea, skin and neurological
changes. Fever & chills, occurring in 85% of patients receiving treatment
develop into rigors and is referred to by patients as the most uncomfort-
able side effect related to IL-2. To reduce the effect of these rigors,
Meperidine (Demerol) an opiate agonist, is often administered.

IL-2 administration includes premedications of Tylenol, Benadryl &
Zofran with each dose. Demerol is administered at the onset of chills which
occur anywhere between 1.5 hours to 3 hours after administration of IL-2.
Administering Demerol on a scheduled basis following IL-2 therapy may
decrease the severity of rigors and make patients more comfortable.

Tyre and Quan reviewed the importance of prompt administration
of medications to greatly reduce the severity of side effects. Success-

ONCOLOGY NURSING FORUM - VOL 35, NO 3, 2008

502



Downloaded on 07-02-2024. 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.

ful administration of I1L-2 is facilitated by anticipating and proactively
managing toxicities according to Schwartz, Stover, and Dutcher. Stud-
ies agree that a rapid response and expectation of rigors benefit patient
care. However, no research was found regarding scheduled doses of
Demerol.

My study compares scheduled and PRN Demerol administration
for the control of rigors with IL-2 administration. A control group will
receive Demerol PRN with the onset of rigors while an experimental
group will receive Demerol at a scheduled time.

A Likert scale will be completed by each patient to determine the
severity of rigors. Results from this study will be used to determine best
practice at our institution.

Nursing staff will be educated on best practice and standing orders devel-
oped for the administration of Demerol based on the results of this study.

2739

REDUCING DELAYS IN ADMINISTRATION OF ANTIBIOTIC THERAPY
FOR FEBRILE NEUTROPENIC ONCOLOGY PATIENTS. Sally Black, RN,
MSN, MBA, OCN®, University of Chicago Medical Center, Chicago, IL,
USA; Lisandra Ayala, RN, BSN, OCN®, University of Chicago Medical
Center, Chicago, IL, USA; Corrin Steinhauer, RN, BSN OCN®, University
of Chicago Medical Center, Chicago, IL, USA; Pamela McCall, RN,
BSN, OCN®, University of Chicago Medical Center, Chicago, IL, USA;
and Portia McBride, RN, BSN, University of Chicago Medical Center,
Chicago, IL, USA.

Neutropenic fever, which may be the only symptom of a life-threaten-
ing infection in Oncology patients, is deemed an oncologic emergency.
Progression of infection can be rapid; therefore administration of anti-
biotic therapy within 60 minutes is an essential life-saving intervention.
Oncology nurses and physicians have the responsibility to effectively
coordinate patient care to ensure appropriate treatment for all febrile
neutropenic patients.

The purpose of our project was to identify all causes of delay in initial
antibiotic administration and propose a standard for prompt and effective
treatment of neutropenic fever. The aim of the project was to reduce the
time from first temperature elevation to initial antibiotic administration
in febrile neutropenic patients.

Chart reviews were done at four intervals from a total of 60 charts
of Oncology patients with febrile neutropenia (patients already on IV
antibiotics were excluded). Findings were used to
1. Identify delays in the antibiotic administration process.

2. Develop an evidence-based Neutropenic Fever standard protocol
focused on reducing those delays.

Findings one month after implementation of the Neutropenic Fever
standard protocol revealed significant improvement in time to initial
antibiotic therapy administration (median time decreased from 3.5 hours
to 43 minutes; mean time decreased from 12.6 hours to 1.12 hours).
Findings after one year revealed a continued improvement in time to
initial antibiotic administration (median time increased insignificantly
from 43 minutes to 60 minutes; mean time decreased from 1.12 hours
to 52 minutes). Ongoing surveillance continues to show improvement
in time to initial antibiotic administration (median time decreased from
60 minutes to 38 minutes; mean time decreased from 52 minutes to 50
minutes). Implementation of the Neutropenic Fever standard protocol
has shown to have significantly improved the time to administration
of initial antibiotics and they are now consistently administered within
60 minutes.

By performing this collaborative project, the team was able to develop
a Neutropenic Fever standard protocol, which is now a standard of prac-
tice amongst the Oncology team. It has allowed for “best practice” in the
management of febrile neutropenic patients by ensuring effective and
prompt treatment, therefore decreasing the overall risk for developing
life-threatening infections and/or complications.

2744

IMPLEMENTING THE NIOSH HAZARDOUS DRUG GUIDELINES IN A
TERTIARY CARE HOSPITAL AFFILIATED WITH AN NCI-DESIGNATED
COMPREHENSIVE CANCER CENTER. Sharon Miller, RN MSN, Univer-
sity of Pittsburgh Medical Center (UPMC)—Shadyside, Pittsburgh, PA,
USA; Mary Madeya, RN, MSN, UPMGC Cancer Centers, Pittsburgh, PA,

USA; William Smith, BA, UPMC, Pittsburgh, PA, USA; James Natale,
PharmD, UPMC Cancer Centers, Pittsburgh, PA, USA; and Paul Sumic,
RPh, UPMC Shadyside, Pittsburgh, PA, USA.

In 2004, NIOSH issued an alert outlining recommendations for pro-
tecting healthcare workers from exposure to hazardous drugs. At the
comprehensive cancer center that is the focus of this discussion, many
of the recommendations had already been implemented. However the
expansive list of drugs and updated guidelines for medical surveillance
and excretion safety necessitated an evaluation of current practices and
implementation of the NIOSH guidelines throughout the 490-bed inpa-
tient hub of the cancer center. The inpatient oncology advanced practice
RN assumed the primary responsibility for this project.

The purpose of the project was to fully implement the NIOSH guide-
lines throughout the hospital. This included three medical oncology
inpatient units, where antineoplastic drug precautions were practiced
daily, units such as ICUs and surgical services, where varying degrees of
precautions were practiced, and low-volume medical-surgical and ancil-
lary areas, which were largely unfamiliar with the NIOSH guidelines.

The interventions that will be discussed include the following.

1. Identifying a multidisciplinary team to discuss strategies for imple-
mentation

. Customizing the NIOSH hazardous drug list for this healthcare system

. Finalizing decisions about protection and disposal supplies

. Developing a cost estimate

. Adjusting the waste disposal practices to accommodate the large
increase in hazardous drug handling supplies

. Expanding the spill clean-up plan to include all areas of the hospital

. Developing a mechanism for nurses to identify the hazardous drugs

. Updating the medical surveillance program

. Providing initial and ongoing staff education in all areas of the hos-
pital.

The evaluation that will be presented includes cost information and a
proposed model for implementing the NIOSH guidelines at other hospi-
tals. Areas for further development include planning for regular updates
to the hazardous drug list, adopting a consistent strategy for restricting
duties in high-risk staff (example, during pregnancy), and translating the
risk information for patients and families.

The 2004 NIOSH Alert has heightened the awareness of healthcare
workers in all areas about the occupational risks associated with more than
200 drugs. Oncology nursing, having more than two decades of experience
with hazardous drug precautions, must assume a leadership role in educat-
ing other nurses and healthcare providers about these practices.

WA W
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ADVANCE DIRECTIVES AND ADVANCED CANCER. Barbara Biedrzycki,
RN, MSN, AOCN®, CRNP, Johns Hopkins, Baltimore, MD, USA.

Advance directives document the patient’s wishes for end of life care
and prompt discussion on issue that may be uncomfortable for families
and oncology nurses to discuss. We know that most of the public does not
have advance directives, but what about people with advanced cancer?

The purpose of this study is to learn more about the use of advance
directives and advanced cancer. Advanced directives provide insight into
the patient’s wishes for end-of-life care and symptom management, a high
research priority for ONS. In fact, the ONS Research Agenda 2005-2009
indicates that the 1.1 priority topic is symptom management at the end of
life. The rationale for this priority rating is that “many patients and their
families in palliative stettings continue to unecessarily suffer from pain and
other symptoms and experience existential, spiritual, and psychological
distress. Recognizing the prevalence of advance directives in patient at the
end of life may provide insight into how oncology nurses can facilitate
comunication and education about decision making for end of life care.

The conceptual model that guides this research is the Health Belief
Model. Patients with advance cancer as well as their family, oncology
nurses, and other health care providers need to see the value in advance
directives before they will take action to use them.

Patients who had the diagnosis of advanced gastrointestinal cancer
were sent a mailed survey after their first consultation at a major academic
cancer. Mailed survey research participants indicated whether or not they
had advance directives and the type of advance directives they had. If they
did not have an advance directive, they provided a reason as why not. Over
two hundred surveys were analyzed using descriptive statistics.
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Advance directives are under-utilized when people have advanced
cancer. Findings from this study indicate the importance of oncology
nurses advocating for the use of advance directives at the end-of-life.
Most were aware of advance directives even though they did not com-
plete the forms. Several survey research participants who did not have
advance directives had indicated that they intended to do so “soon.” The
rationales provided for not having advance directives provide insight into
how oncology nurses may facilitate the use of advance directives.

2746

FACTORS INVOLVED IN SELECTION OF A FITNESS PROGRAM FOR
CANCER SURVIVORS: PERSONALITY AND EXERCISE PREFERENCES.
Pauline Osborne, RN, BSN, OCN®, Overlake Hospital Medical Genter,
Redmond, WA, USA; Donna Berry, University of Washington, Seattle,
WA, USA; and Basia Belza, University of Washington, Seattle, WA,
USA.

There is preliminary evidence that exercise has benefit for cancer
survivors on a broad range of quality of life parameters including the
physical, emotional, and social domains. Despite documented benefits,
studies have shown that individuals reduce exercise participation during
cancer treatment and for several years after treatment. Understanding
personal and treatment-related reasons for low participation rates may
help professionals address adherence to, maintenance and overall enjoy-
ment of exercise. However, little is known about whether personality and
demographic and medical variables are associated with cancer survivors’
preferences for exercise.

Therefore, the purpose of this study was to describe factors involved
in cancer survivors’ selection of a fitness program. It examined the re-
lationships between personality characteristics, demographics, exercise
behavior, medical and treatment variables, and exercise preferences in
60 cancer survivors.

The two theoretical frameworks used to guide this study were Ajzen’s
theory of planned behavior (TPB) and Costa and McCrae’s Five Factor
Model. The TPB proposes that a person’s intention is the key determinant
of behavior because it reflects one’s level of motivation and desire to put
forth effort. The FFM is the dominant framework for studying personal-
ity and its potential utility in the health domain has been supported.

A descriptive study design with correlational analysis was used to
evaluate the factors involved in cancer survivors’ choice of a fitness pro-
gram. A quantitative, self-report questionnaire was developed to include
the NEO-FFI to measure personality, demographics, exercise behavior,
medical and treatment variables, and exercise preferences based on the
work of previous studies. Participants were asked to choose home-based
walking (HBW), Nia, or EnhanceFitness after watching a 6 minute video
that introduced the participants to an overview of each exercise program
type and included video clips of actual activities of each. Analyses in-
cluded chi-square tests for categorical data.

Fitness program preference was significantly correlated with personal-
ity factor conscientiousness, income, and level of enjoyment of current
or past physical activity. HBW was the most preferred fitness program,
particularly by those TBA. Therefore, these relationships and exercise
preferences should be considered when assisting cancer survivors in
choosing a fitness program.

2747

SWALLOWING DYSFUNCTION IN PATIENTS WITH HEAD AND NECK
CANCER RECEIVING RADIATION THERAPY: USING PERFORMANCE
IMPROVEMENT TO ENHANGE PRACTICE. Lisa Cox, RN, BSN, OCN®,
Memorial Sloan Kettering Cancer Center, New York, NY, USA; and
Mary Elizabeth Davis, RN, MSN, AOCNS®, Memorial Sloan Kettering
Cancer Center, New York, NY, USA.

Forty thousand patients are diagnosed with head and neck cancer in
the United States each year. Half of these present with locally advanced
disease and are treated with chemotherapy and radiation. Swallowing
difficulties (dysphagia) may develop after treatment, potentially resulting
in percutaneous endoscopic gastrostomy (PEG)-dependence, nutritional
deficits, and a decline in quality of life. Nurses are in a unique position to
lead teams in developing strategies to educate patients about swallowing
and establishing a process for early interventions.

Oncology nurses at an NCI-designated cancer center led a multidis-
ciplinary team to standardize practice related to dysphagia prevention

using a performance improvement methodology. This presentation will
review the steps taken and share the strategies developed to address
dysphagia.

Our multidisciplinary team, including physicians, nurses, swallowing
specialists, and dietitians found we had no standard practice in place to pre-
vent dysphagia. Patient-, treatment-, and clinician-related factors contribute
to dysphagia. Our goals were to establish a process for early intervention
and to ensure consistent patient education. The team reached consensus
about how to standardize practice: All patients to be seen before and during
radiation therapy by swallowing specialists and dietitians; patients to be
encouraged to eat and drink during treatment regardless of whether or not
they have a PEG tube unless defined signs of aspiration become evident;
and swallowing exercises to be performed during and after treatment with
ongoing reinforcement from involved nurses.

Pretreatment evaluations by swallowing specialists increased from
8% to 60%. A new education booklet was developed addressing how
disease and treatment impacts swallowing and teaching exercises to
prevent dysphagia. A fact card was developed for patients with PEG
tubes outlining strategies for resuming oral feedings. Educational
programs were provided to nurses to ensure consistent instructions are
given to patients.

Nurses are in an ideal position to lead multidisciplinary performance
improvement teams. The process used to address dysphagia can be ap-
plied to other clinical problems. In addition, the strategies developed
to prevent dysphagia (early intervention by swallowing specialists and
dietitians and written education materials for patients) can be used by
other nurses caring for patients with head and neck cancer receiving
radiation therapy.

2748

EFFICIENCY AND SAFETY, COEXISTENCE: THE CASE FOR FAST TRACK-
ING PATIENTS THROUGH THEIR AMBULATORY CHEMOTHERAPY
EXPERIENCE. German Rodriguez, RN, MSN, Memorial Sloan Kettering
Cancer Center, New York, NY, USA.

In the ambulatory oncology setting, chemotherapy regimens have
become increasingly complex, with the development of new drugs and
clinical trials. Our volume of chemotherapy patient visits has increased
significantly. This resulted in patient dissatisfaction with prolonged
wait times during their chemotherapy visits. Our goal was to reduce
wait times and demonstrate that efficiency and safety can coexist in a
dynamic environment

A multidisciplinary team attended a three-day workshop, which
utilized a qualitative and innovation methodology approach to focus on
the patient chemotherapy experience. Brainstorming sessions generated
hundreds of ideas, procedures, and process changes. Members were
encouraged to “prototype,” test, and improve their ideas. The concept of
fast forwarding patients through our chemotherapy process, “Fast Track-
ing,” was born. This presentation will cover the development, design,
future challenges, and outcomes of this project.

Through our system, patients and chemotherapy orders were sorted
primarily by the first-come first-serve rule at the queues for activities.
Activities that occur during a visit can vary from 15-570 minutes. We
“fast-tracked” patients based on the following criteria: those with shorter
treatment times (fewer than 75 minutes) and those whose drugs can be
prepared in under three minutes. These patients were placed on a separate
track by prioritized queues and supported by dedicated resources in the
system. This process would get patients through the system quickly, re-
sulting in shorter wait times and efficient use of resources. Fast-Tracking
was implemented in June 2005.

Today we are allocating nursing staff to treat this population. After
the implementation, nurses were surveyed as to their satisfaction with
this process and the added benefits to the patients. Overall responses
were positive. Nurses were empowered to participate in prototyp-
ing, impacting nursing satisfaction. Our patient satisfaction survey
demonstrated overall increased satisfaction with their chemotherapy
experience.

When providing this service we were able to increase space utiliza-
tion at our busiest chemotherapy unit without increasing cost, improving
efficiency, and maintaining safety. We plan to expand this process in
other chemotherapy suites and continue evaluating patient and nursing
satisfaction.
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2752

SYMPTOM CLUSTERS AND QUALITY OF LIFE IN PATIENTS WITH
ESOPHAGEAL CANCER. Pamela Ginex, RN, MPH, OCN®, Memorial
Sloan Kettering Cancer Center, New York, NY, USA; Maureen Jinge-
leski, RN, BSN, Memorial Sloan Kettering Cancer Center, New York,
NY, USA; Jennifer Dennehy, RN, BSN, Memorial Sloan Kettering
Cancer Center, New York, NY, USA; Bridgette Thom, MS, Memorial
Sloan Kettering Cancer Center, New York, NY, USA; Alain Vincent,
BS, Memorial Sloan Kettering Cancer Center, New York, NY, USA;
and Manijjit Bains, MD, Memorial Sloan Kettering Cancer Center, New
York, NY, USA.

Incidence of esophageal cancer is increasing and it is currently the
eighth most common cancer worldwide. In 2007, 15,560 new cases of
esophageal cancer were diagnosed in the United States. Surgery remains
the primary curative treatment although the addition of radiation and
chemotherapy has improved survival for patients diagnosed with advanced
disease. Multimodality therapy, coupled with significant lifestyle changes
following surgery, provides a challenge to nurses managing patient symp-
toms. Research on symptom clusters is an emerging topic in oncology
nursing research and has not been investigated in this population.

Esophageal cancer treatment leads to multiple lifestyle changes in-
cluding changes in sleeping, eating, drinking, pain, endurance, anemia,
and weight loss. Each can be significant, but when experienced together,
they can be devastating. The proper management of symptoms is es-
sential to a successful recovery. The first step in symptom management
for this population is to recognize the symptoms that are occurring as
well as the pattern of change during recovery that will help to improve
quality of life (QOL).

Lenz’s theory of unpleasant symptoms guided this analysis. The theory
suggests that symptoms cluster together and reinforce each other. Symp-
toms also influence outcomes such as QOL. The effect of symptom clusters
on QOL in this unique patient population will be explored.

Patients were recruited from a thoracic surgery clinic at a compre-
hensive cancer center to an IRB approved protocol evaluating quality of
life following esophageal surgery. The Memorial Symptom Assessment
Scale was administered pre-operatively, post operatively and at 6 and 12
months post surgery. 225 patients participated in the study. The average
number of symptoms and most common symptoms at each visit will be
presented. Data analysis will include identification of symptom clusters
at each visit. In addition, correlation of symptoms to overall QOL and to
stage of disease and comorbid conditions will be reported.

Nursing management of patients following treatment for esophageal
cancer is challenging and complex. Identification of symptom clusters
preoperatively and during recovery will assist the nurse with patient
education to help minimize long term complications following treatment
and improve QOL.

2754

REVISING THE CHEMOTHERAPY CONSENT FORM: A SUCCESSFUL
QUALITY IMPROVEMENT PROGESS. Carolyn Weaver, RN, MSN,
AOCN®, Fox Chase Cancer Center, Philadelphia, PA, USA.

In Pennsylvania, physicians must obtain informed consent prior to
administration of chemotherapy. For many years, our NCI-designated
comprehensive cancer center utilized a uniform one-page consent form.
The physician circled side effects of the drug regimen on the form.
Nurses and physicians recognized this form was inadequate because we
could not ensure that each patient was educated adequately and appro-
priately. Thus, the nursing-led Patient Education Committee decided to
take the lead to improve the informed consent process.

The purpose of this project was to ensure that patients were receiving
appropriate and accurate chemotherapy drug information to provide a
true informed consent.

The initial step was to assemble the multidisciplinary team including
infusion room nurses, advanced practice nurses, medical oncologists,
physician’s assistant, pharmacists, director of risk management, and the
patient education coordinator who chaired the task force. In gathering
evidence, we reviewed the literature, consulted the latest government
mandates, and surveyed other NCI-designated comprehensive cancer
centers to determine best practices. The group used several different
resources to develop the content and assist them in using lay language.
Side effects were categorized as likely, less likely or rare, but serious.

Each drug profile was then checked for accuracy by a pharmacist. The
revised two page consent form and accompanying drug information
sheets were then sent through the four committee approval processes.
The Information Technology Facility was brought in to develop a user-
friendly online version of the consent and drug information sheets.

The revised consent form and use of the drug information sheets will
be evaluated for ease of use and completeness by physicians and nurses
in the clinic. Patients in the clinic will be surveyed regarding their un-
derstanding of the information provided.

While not all states require informed consent prior to chemotherapy,
patients still need to be educated about side effects of their treatment.
Oncology nurses should consider working with a team to develop similar
sheets to ensure consistent, accurate education occurs.

2755

PATIENT EMPOWERMENT THROUGH EDUCATION. Patricia Jane
Wilcox, RN, MSN, AOCN®, Alvin and Lois Lapidus Cancer Institute,
Lifebridgehealth, Baltimore, MD, USA; and Eileen Marks, BSW, MEd,
Alvin and Lois Lapidus Cancer Institute, Lifebridgehealth, Sinai Hos-
pital, Baltimore, MD, USA.

Newly diagnosed cancer patients arrive at the infusion center afraid,
overwhelmed and quite anxious. They are usually unprepared and unre-
alistic about their treatment. Oncology nurses devote huge amounts of
time to education, reassurance and psycho-social issues. The introduc-
tion of multi-sensory general education prior to their first treatment can
contribute to empowering the patient by giving them the necessary tools
to actively participate in their care beginning with the first treatment.

In an attempt to standardize the information and make it successful
to all ranges of learning capabilities several educational modalities were
developed by a multidisciplinary team of nursing, social work, oncology,
nutrition, and physical therapy.

Patients and their families are invited to a one hour orientation ses-
sion. To facilitate some control over their environment, they are taught
time management and organizational skills in addition to teaching them
healthy eating behaviors, basic activity skills, and giving them tools to
maximize their interaction with their oncologist. An oncology nurse
discusses preparation for their chemotherapy visits, provides a tour of
the infusion area and answers general questions. They are provided
with the patient education binder that contains the information they
have previously received verbally and visually. This binder also allows
for personalization by including sections for that patient’s specific
treatment regimens. A DVD is provided that includes the orientation
information, plus discussions from oncologists and patients. The
intranet page contains information on chemotherapy agents, different
types of cancer, symptoms and side effect management, common tests
and interventions. The material is consistent, clear and written at the
third grade level.

Nurses report that patients who have their orientation experience are
better prepared, have an easier time acclimating, and utilize the tools
they have been given. Patients and families have been effusive in their
gratitude for these programs and resources. To monitor satisfaction, we
have added a question regarding this education to the infusion center
survey.

The implications for oncology nursing are paramount. By prepar-
ing the patient preemptively they present to the infusion center at an
improved state of readiness to learn.

2757
SUPERSATURATED ELECTROLYTE ORAL RINSE AIDS QUALITY OF LIFE
FOR HEAD/NECK CHEMORADIATION PATIENTS. Marilyn Haas, PhD, RN,
CNS, ANP-C, Mountain Radiation Oncology, Asheville, NC, USA.
Nearly all chemoradiation head/neck cancer patients (HNCpts) experi-
ence mucosal toxicity. 1. Oncology nurses (ONs) desire evidence to sup-
port interventions for HNCpts during therapy. Both radiation oncologists
and medical oncologists seek improvements in treatment modalities to im-
prove locoregional control without increasing toxicities. 2. & 3. ONs deal
with the daily patient toxicities: oral mucositis (OM), acute xerostomia,
pain, skin complications, nutritional dysfunction (dysphagia, odynophagia,
taste changes), and fatigue. Education about useful management strategies
provides confidence in recommendations, improved patient quality of life,
potential cost savings for patients, and more efficient use of nursing time.
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This report concerns the preliminary information about a supersaturated
electrolyte oral rinse to assist in management of OM.

Chemoradiation often results in physiological or functional impair-
ment, psychological distress, and disruption in social and family interac-
tions, all of which impact upon HNCpts QOL. 4. Interventions by ONs
can greatly affect these complications. This study reviews registrational
data collected to evaluate the effect of a supersaturated electrolyte oral
rinse on OM toxicity with HNCpts.

After IRB approval, HNCpts at risk for development of OM were
given Caphosol® (Cytogen Corporation, Princeton, NJ) to rinse 4-10
times daily. Caphosol, an FDA-approved supersaturated electrolyte rinse
lubricates tissues, minimizes friction, and decreases ulceration/pain by
substituting for decreased or absent saliva as a result of treatment. 5.
Practitioners and patients completed surveys regarding symptoms in
four clusters: dysphagia, pain, and clinical and functional mucositis/
stomatitis. Severity levels were scored with NCI-CTC toxicity scales
and 0—10 rating scale. ONs assisted in data collection.

Of the 93 patients evaluated to date, 25 (27%) were HNCpts. Overall,
50% of HNCpts report being “very satisfied” with Caphosol, helping
with pain relief and oral comfort, and would recommend Caphosol for
HNCpts. No one reported being unsatisfied. The data revealed 13% of
practitioners reported no mucositis at end of the study, and 25% rated
Caphosol “good” in which no patients required additional therapies.

This preliminary data is encouraging for ONs who manage HNCpts.
Caphosol is a resource that nurses can suggest at the beginning of therapy
to help patients with oral pain and related symptoms of chemoradiation-
induced mucosal toxicity.

2760

SAFETY CONSIDERATIONS IN ELDERLY PATIENTS WITH METASTATIC
COLORECTAL CANCER (MCRC) TREATED WITH BEVACIZUMAB-
CONTAINING REGIMENS: IMPORTANT INFORMATION FOR ONCOLOGY
NURSES FROM THE BRITE STUDY. Alice Senko, RN, MS, Genentech,
Inc., South San Francisco, CA, USA; E. Samuelson, RN, MS, AOCN®,
Genentech, Inc., South San Francisco, CA, USA; P. Gowland, RN, BSN,
OCN®, CCRC, Ingalls Hospital, Harvey, IL, USA; and N. Merriman, RN,
OCN®, CCRC, Mark H. Zangmeister Center, Columbus, OH, USA.

Bevacizumab is a humanized monoclonal antibody that binds VEGF
and prevents the binding of VEGEF to its receptors on endothelial cells.
Age subgroup analyses (> = 65 years versus < 65 years) in randomized
clinical trials (RCTs) with bevacizumab + chemotherapy showed sig-
nificant improvement in progression-free survival and overall survival
without increased toxicity in older patients. Bevacizumab-associated
safety events in older patients were further characterized in the BRiTE
observational cohort study. Patient education and recognition of the po-
tential adverse events in this special population of patients who comprise
the majority of mCRC patients is an important role of the oncology nurse
in providing optimal care.

The purpose is to provide safety information from an observational
study of bevacizumab treatment in mCRC patients and to increase the
oncology nurse’s knowledge of bevacizumab-associated adverse events
in a large, elderly cohort.

Bevacizumab, in combination with intravenous 5-FU-based chemo-
therapy, is indicated for first- and second-line treatment of patients with
mCRC. Across clinical trials of bevacizumab, certain safety issues, e.g.,
arterial thromboembolic events (ATE), appear more frequently in the
elderly population. The BRiTE study included a large number (n = 896)
of patients > = 65 years receiving bevacizumab-containing treatment for
mCRC. These data provide clinically important information for oncol-
ogy nurses who are responsible for educating, treating, and managing
bevacizumab-based regimens for patients > = 65 years.

Bevacizumab-targeted adverse events identified in the phase III trial
and further evaluated in the BRiTE study include gastrointestinal perfo-
rations, bleeding, wound-healing complications, arterial thromboembolic
events, and hypertension. For this elderly subgroup analysis, patients
were grouped into age-based cohorts: 65-74y,>=75y and >=280y.

BRITE’s large cohort of mCRC older patients offers a unique op-
portunity to observe bevacizumab + chemotherapy safety and effective-
ness outcomes in a population poorly represented in RCTs and who
comprise the majority of mCRC patients. Results indicate that age alone
should not be a barrier to bevacizumab-containing treatment for mCRC.

Understanding the specific safety issues for older patients with mCRC
receiving bevacizumab-containing therapy will allow the oncology nurse
to provide optimal care.

2762

IDENTIFYING THE UNMET NEEDS OF CANCER PATIENTS AND CARE
GIVERS IN AN OUTPATIENT TREATMENT CLINIC. Sandra Finestone,
PsyD, Hoag Cancer Center, Newport Beach, CA, USA; Carolyn Hendrix,
RN, BSN, Hoag Cancer Center, Newport Beach, CA, USA; and Susan
Kelly, RN, Hoag Cancer Center, Newport Beach, CA, USA.

Following participation in a DELEtCC education symposium held at
the City of Hope Cancer Center in Duarte, CA; Hoag Cancer Outpatient
Treatment Clinic (COTC) developed a survey to identify unmet needs
of cancer patients and their care givers

Two survey tools were created, one for the patient and one for the care
giver.These tools were modified from an instrument that was provided at
the symposium. The patient tool focused on symptom assessment as well
as social service needs. The eleven (11) areas of focus in the symptom
management section included pain, fatigue, nausea, depression, anxiety
and shortness of breath. A: Likert scale was used for symptom manage-
ment ranging from one to ten, one being the best and 10 being the worst.
There were seven (7) areas of needs assessment in the social service
section of the survey. Patients were asked to check boxes for additional
information or assistance. The boxes included such items as home care,
pastoral, social worker intervention, nutritional needs and hospice. The
care giver survey listed only seven (7) areas of symptom assessment,
eliminating pain, nausea, shortness of breath and drowsiness, but listed
the same seven (7) areas requesting additional information or assistance
for social service support.

400 patient surveys and 79 care giver surveys were completed over a 30
day period. Patients and care givers were given the survey at time of check
in to the clinic which became part of their permanent record. Data from
the survey was collected and compiled for analysis. Immediate needs were
identified and referrals were made to the appropriate support personal.

Depression and nausea were the most frequently identified symptoms
by patients, yet they were not scored as the most problematic. Fatigue
and difficulty with sleep were rated by patients as most problematic.
Highest concerns identified by care givers were lack of appetite and lack
of sleep but anxiety was rated as the most problematic.

An unexpected finding showed a striking difference in the amount
of social support needs identified by caregivers versus those listed by
patients. This finding clearly indicates the need for early intervention in
providing social services for care givers of cancer patients.

2764

DETERMINING THE UTILIZATION OF PALLIATIVE CARE SERVICES
DURING A PATIENT’S TERMINAL ADMISSION. Karen Roesser, RN,
MSN, AOCN®, Thomas Johns Cancer Hospital at CJW Medical Center,
Richmond, VA, USA; and Catherine Harvey, DrPH, RN, AOCN®, Oncol-
ogy Associates, Raleigh, NC, USA.

With increasing attention given to quality-of-life issues in cancer care,
palliative care has emerged as an integral part of comprehensive cancer
care. However, although 39% of cancer patients receive hospice care,
most are referred too late for comprehensive palliative care to exert its
full benefit.

The purpose of this project was to evaluate the use of palliative
measures utilized in the care of patients who died at a comprehensive
community cancer center. Through this assessment, the need for further
palliative care services and the development of a palliative care team
would be determined.

Data was collected via chart review and computerized data on all
patients who died over a four month period of time. Any patients who
died from sudden death/accidental death were excluded from this re-
view. Measures evaluated included: resuscitation status and timing of
initiation of DNR to death, advanced directives availability, referrals to
hospice, and consults to case managers or chaplains. Age, length of stay,
presenting problem/diagnosis, level of care (ICU versus general unit),
and financial data were assessed.

One hundred and twenty patients were evaluated with 88% representing
Medicare patients. The median age of this cohort was 77 years with ap-
proximately 40% receiving intensive care during this terminal admission.
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Almost 20% of patients received cardiopulmonary resuscitation with 13%
of patients never having a DNR order. While only 1/3 of patients were
referred to hospice, the average length of stay prior to transfer was 9.9
days with most patients dying within 1-2 days of transfer. Financial data
determined that costs could be decreased through utilization of palliative
resources along with decreased level of care and hospital days.

Through review of this data, it was determined that there was an
opportunity to reduce the futility of care and thus provide for better
quality of life especially in our elderly population. It was apparent that
palliative care type measures were not regularly occurring on terminal
admissions, let alone prior to this admission. This data has led to the
hiring of a palliative care team.

2765

THE ROLE OF NONELECTRONIC SIMULATION IN FOSTERING
CRITICAL THINKING SKILLS FOR NURSES WHO PROVIDE SYSTEMIC
THERAPY. Laura Beamer, CNP, CNS, AOCNP®, AOCNS®, Centegra
Health System, McHenry, IL, USA.

Nurses that work on medical-surgical units often have only intermit-
tent opportunity to administer systemic anticancer agents. It is difficult
to develop and maintain critical thinking skills that focus on systemic
therapy as well as management of toxicities and oncology emergencies
in this sort of situation.

The purpose of this project was to use non-electronic simulated
clinical oncology situations (wrong medication, wrong dose, altered
lab values, oncology emergencies, chemotherapy spill, extravasation,
etc.) to foster critical thinking skills in nurses who provide systemic
therapy before those dilemmas were encountered while caring for
actual patients.

Written case studies were developed from “Cancer Chemotherapy
Scenarios,” edited by Parkerson and Thompson, and published in 1997
by the Oncology Nursing Press, Inc. Additional case studies from our
clinical setting were added to the measurement tool. Nurse attendees
were given a packet of 14 case studies to complete. Using the case
studies, the nurses were required to identify treatment priorities and
rationales. The nurses were allowed and encouraged to use the resources
normally available in an actual clinical setting to complete the cases
studies (e.g., CNS, pharmacist, charge nurse, books, Internet, calculators,
policy manuals, and colleagues). All 14 case studies were completed
during one session held in the library of the cancer center.

During 20062007, 26 nurses completed the oncology critical thinking
class. All of the nurses commented about the usefulness of this course.
They rated their satisfaction as medium or high. The medical oncologists
complemented the increased knowledge base of the nurses. Averting the
guessing that may occur with multiple choice questions was a benefit of
requiring answers in narrative form.

Nonelectronic simulation is a practical solution to limited opportuni-
ties for the attainment of clinical knowledge and critical thinking skills
in oncology nursing. This format can be implemented in low resource
settings and is inexpensive. Since our initial training sessions were
greatly successful, we added an annual critical thinking competency
based on a new medication given within our health system. This
course, in addition to the ONS Chemotherapy and Biotherapy Course
and Clinical Practicum, is required for chemotherapy credentialing at
our institution.

2766

MANAGING URINARY INCONTINENCE FOLLOWING ROBOTIC PROS-
TATECTOMY WITH SYSTEMATIC PHYSICAL THERAPY. Kimberlee
Moses, RN, BSN, OCN®, St. Joseph’s Hospital, Orange, CA, USA; Kevin
Wright, RPT, CCCE, St. Joseph’s Hospital, Orange, CA, USA; and Dana
Rutledge, RN, PhD, California State University, Fullerton, CA, USA.

Treatments for prostate cancer often cause urinary incontinence (UI),
diminishing life quality. The value of conservative management of post-
prostatectomy Ul remains uncertain. Pelvic floor muscle training (PFMT)
with/without biofeedback may speed return to continence.

Robotic prostatectomy (RP) is a new approach to prostate removal,
done since the early 2000s. In a report of 2,766 cases, median time to
complete urinary control was 3—5 weeks; 82% of men had no urinary
leakage at 1 year. No studies were found evaluating effects of PFMT
with RP.

To evaluate outcomes from a physical therapy (PT) program to assist
post-operative RP patients gain urinary continence through pelvic floor
exercises.

Since mid-2007, all men in our hospital who undergo RP are offered
post-operative PT as a preventive measure for UI. Records are available
on 20 men. In the PT department, therapists assess strength, duration,
and symmetry of pelvic floor contractions along with exercise perfor-
mance. Education is given on anatomy, bladder capacity and pelvic
floor function, fluid intake, food/liquids that effect bladder irritability,
and isolation of pelvic floor from other muscles. Daily logging is done
for water intake, UL, and pad use. As appropriate, biofeedback is added,
exercises are progressed. The program ranges from 6 to 8 weeks, and is
highly individualized based upon baseline function.

This poster shows initial outcomes from an ongoing program in a
community cancer center. Outcomes include duration of U, Ul severity,
pad use, health related quality of life using the American Urologic As-
sociation Prostate Symptom Score.

Ul is a major quality of life issue following treatments for prostate
cancer. PT is a noninvasive, safe way of managing post-prostatectomy
Ul and improving quality of life. While UI symptoms improve over time,
irrespective of management, this program offers men support and guided
education during the crucial post-operative period, aiming to hasten the
return to continence in men who have had RP. Nurses can refer patients
to programs and enhance outcomes by reinforcing training and alerting
patients/physical therapists of potential issues.

2767

EVOLUTION OF A COMPREHENSIVE BLOOD AND MARROW STEM
CELL TRANSPLANT ORIENTATION PLAN. Melissa Dufresne, RN,
OCN®, Karmanos Cancer Center, Detroit, MI, USA; Rita J. DiBiase,
MSN, APRN, BC, AOCNS®, Karmanos Cancer Center, Detroit, M, USA;
and Kathleen Fedoronko, RN, BSN, OCN®, Karmanos Cancer Center,
Detroit, MI, USA.

Caring for blood and marrow stem cell transplant (BMT) recipients
is a highly specialized and rewarding area of nursing. BMT nurses must
acquire excellent assessment skills and recognition of complications.
Information received during orientation is often overwhelming and dif-
ficult to retain. Limited knowledge results in anxiety and difficulty in
role transition described as reality shock.

A BMT specific orientation plan was developed to complement and
expand on the cancer hospital orientation, with the objective of producing
a competent BMT nurse. The existing orientation binder required exten-
sive revision and a theory based competency checklist was developed
to document orientees’ progress. The Preceptor, Clinical Manager and
CNS utilized a team approach, providing ongoing guidance and support
to orientees during orientation and transition from novice to expert.

The 12-week orientation grid outlines a schedule of readings, skills,
lectures and activities, providing a constant foundation among all new
staff. The orientation binder sections include: overview of BMT; intro-
duction to diseases; multidisciplinary team; BMT nursing standards; lab
tests; immunosuppression diet; medications; preparative regimens; care
of autologous and allogeneic patients; early and long term complications;
blood administration; HLA typing; discharge planning. Preceptors are
given instructions ensuring standardization of the teaching process and
evaluation. The competency checklist outlines skills, knowledge and
outcomes, requiring a score of 4 in the mandatory areas before comple-
tion of orientation. Evaluations occur every 2 weeks with the orientee,
Preceptor, Clinical Manager and CNS.

The competency checklist and formal evaluation meetings provide
continual feedback regarding strengths and areas for improvement, thus
all parties are aware of opportunities for enhancement. To obtain feed-
back and provide mentorship, the Preceptor, Clinical Manager and CNS
meet with orientees at 3-month intervals for the first year.

With specific parameters and a detailed timeline, preceptors and
orientees find the orientation plan highly effective. Orientees that have
completed the revised orientation program have transitioned successfully
to BMT nursing.

The use of a comprehensive orientation plan is critical for develop-
ment of proficient oncology nurses. Preceptors, Clinical Mangers and
CNSs can work together in creation and revision of orientation plans that
are effective for both orientees and preceptors.
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2770

KOREAN BREAST CANCER MOTHER AND CHILD’S LIVED EXPERI-
ENCE OF THEIR RELATIONSHIP. Sue Kim, RN, PhD, NP, Yonsei
University, Seoul, KR.

Breast cancer has been the number one cancer among Korean women
since 200. Among new cases identified in 2002, 57.4% were between the
ages of 30—49, in contrast to the West where breast cancer is commonly
found in women 50 or older.

For younger women the situational crisis of a breast cancer diagnosis
may compound the developmental task of caring for young dependent
children, especially in cultures such as Korea where the family tradi-
tionally centers on the child rather than the couple or family as a whole.
However, despite the growing research on the parent-child relationship
following a cancer diagnosis in the West, there have been no studies in
Korea to identify the patterns of mother-child relationship changes and
meanings following diagnosis of breast cancer.

The purpose of this explorative study was to identify the lived ex-
perience of Korean mother-child dyads regarding their relationship
following diagnosis of breast cancer. Through identifying the quality of
connections and changes in the relationship it ultimately aims to inform
the development of family-focused psychosocial and behavioral nursing
interventions for breast cancer mothers and their children.

This explorative study builds on phenomenological inquiry, seeking
to discover the experience and meaning of the mother-child relationship
following breast cancer diagnosis.

Following IRB approval women with breast cancer and their school-
aged child or adolescent were recruited through advertisements posted
in the breast cancer clinic, nurse referral, and snowballing. Mother and
child were interviewed in-depth for 1-2 hours at least once in a private
location. The main question was, “What is your experience of your
relationship with your mother/child following diagnosis of breast can-
cer?” Interviews were recorded with participants’ consent and will be
transcribed verbatim. Content analysis will be done to identify themes
and domains following Colaizzi’s guidelines. Preliminary findings will
be cross-checked with a subset of participants invited to a focus group,
for credibility, fittingness, and confirmability.

This study is in-progress and findings are expected to inform nurses
in providing relevant anticipatory guidance for Korean breast cancer
patients on their relationship with their children.

2772

THE ONCOLOGY NURSES’ PATH TO TRANQUILITY AND ITS IMPACT
ON PATIENT CARE. Allegra Cloud-Jackson, RN, BSN, MBA, CNOR,
OCN®, M.D. Anderson Cancer Center, Houston, TX, USA.

Nurses face challenges in health care with regard to safe care delivery.
Challenges include the nursing shortage, complex treatment modalities,
long shifts, and increased patient acuity. Exposure to infectious agents
and various other stimulants that disrupt concentration and the ability
to take breaks, make workplace fatigue a constant threat posing risk for
patients and nurses.

The Tranquility Room provides staff nurses a place to take a break,
relax, recharge and regain inner peace. This activity can benefit the nurse
by sharpening mental acuity and reducing stress associated with caring
for a high needs oncology population. Patients benefit from being cared
for by nurses who are mentally in tune to the care being delivered; result-
ing in quality care and a safe environment.

The Tranquility Room is private, outfitted with a sleeper chair, has
low light, and minimal sound penetration. When nurses find themselves
mentally overwhelmed with an immediate need to recharge they negoti-
ate use of the room in 15 to 45 minute blocks with the charge nurse. The
nurse reports off to a colleague, signs out in a log, enters the Tranquility
Room, sets a timer, and relaxes. Once use of the room is complete, the
room is returned to its original state, the nurse signs back in, and com-
pletes a survey of the experience. The survey captures how the experi-
ence reduced stress and impacted patient safety.

Use of the Tranquility Room has impacted patient safety by helping
staff remain more alert, reduce errors, foster clearer communication,
increase overall productivity, and reduce unscheduled absences.

Nurses verbalized use of the Tranquility Room for reasons such as
feeling overwhelmed with assignments, inability to get adequate rest,
the need to regain their mental acuity, and general fatigue. Fatigue may

lead to safety problems and potential increase in errors for patients and
negative health problems for staff.

After using the room for periods ranging 15-45 minutes, all surveyed
nurse’s report some relief of exhaustion; citing that they felt more men-
tally alert and better able to concentrate on the care they delivered.

2777

MANAGING NEUTROPENIA AND RELATED EVENTS IN LYMPHOMA
PATIENTS TREATED IN THE COMMUNITY SETTING. Judith Bosley,
RN, BSN, Sinai Hospital of Baltimore, Baltimore, MD, USA; Mary
Oroszlan, RN, OCN®, Sinai Hospital of Baltimore, Baltimore, MD,
USA; Pamela Nickoles, RN, BSN, OCN®, Sinai Hospital of Baltimore,
Baltimore, MD, USA; and Stephen Noga, MD, PhD, Sinai Hospital of
Baltimore, Baltimore, MD, USA.

The timely delivery of full-dose chemotherapy is related to improved
survival in lymphoma patients. Neutropenia-related events, which in-
clude dose reductions, dose delays, and febrile neutropenia (FN), can
keep patients from achieving adequate average relative dose intensity
(RDI). As front-line caregivers, oncology nurses can help prevent this
potential complication of chemotherapy. In clinical trials, supportive
therapy with colony-stimulating factors reduced the incidence of FN.
However, this has not been studied extensively in community prac-
tices

The FIRST study enrolled patients from 319 centers; approximately
75% were community oncology practices. The impact of first- and
subsequent-cycle pegfilgrastim use on dose reductions, dose delays,
grade 3/4 neutropenia, FN, and RDI was evaluated.

Patients with cancers excluding leukemia and myelodysplastic syn-
drome, but including older patients and those with major comorbidities,
were enrolled. 371 patients [325 non-Hodgkin lymphoma (NHL), 46
Hodgkin disease (HD)] received 6 mg pegfilgrastim approximately 24
hours after each cycle of chemotherapy. Dose reductions, dose delays,
and incidence of neutropenia-related events were monitored. RDI was
calculated for patients who received standard regimens.

Most NHL patients received CHOP or CHOP-R; most HD patients
received ABVD. Neutropenia-related dose reductions or delays hap-
pened infrequently; this contributed to a mean average RDI of 77% for
patients receiving CHOP or CHOP-R and 83% for patients receiving
ABVD regimens. Most grade 3/4 neutropenia and FN occurred in the
first cycle. Only 1 treatment-related serious adverse event was reported:
a patient with HD reported bone pain.

Patients in this community-based study received myelotoxic chemo-
therapy with very few neutropenia-related alterations to chemotherapy
dose and schedule. Oncology nurses are the first line in supportive care
and can facilitate on-time and full-dose delivery of chemotherapy. With
results from clinical trials, such as those from the FIRST study, nurses
are in the position to collaboratively incorporate these findings into their
everyday practice.

2719

A DESCRIPTIVE STUDY OF WOMEN’S SYMPTOMS PRECEDING
OVARIAN CANCER DIAGNOSIS. Carol Cherry, MSN, RN, APRN, BC,
Fox Chase Cancer Center, Philadelphia, PA, USA; Mary Daly, MD, PhD,
Fox Chase Cancer Center, Philadelphia, PA, USA; and Eric Ross, PhD,
Fox Chase Cancer Center, Philadelphia, PA, USA.

Ovarian cancer has the highest mortality rate of all gynecologic can-
cers. Survivor advocates have worked diligently to raise awareness about
the symptoms that precede diagnosis, which often have been overlooked
or attributed to other causes. Given the lack of a reliable screening test,
recognizing the symptomatology is crucial for both women and the
healthcare community to take early action if the disease is suspected.
Survival and cure rates improve significantly if the disease is diagnosed
in early stages. Studying symptoms is one strategy to help identify this
cancer early and improve health outcomes.

The purpose of this study is to characterize the physical symptoms
preceding the diagnosis of ovarian cancer as described by a sample of
53 recently diagnosed patients. Nursing research in secondary ovarian
cancer prevention is limited.

This is a nurse-led qualitative descriptive study. The common sense
model guided the design.
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Semi-structured qualitative interviews were conducted either in per-
son or by telephone. Recorded interviews were transcribed; symptoms
extracted from typed transcriptions were categorized using an induc-
tive approach. Data analysis was performed independently by a team
to ensure consensus of interpretation. Statistical calculations tallied
frequencies on
1. Demographics by age, stage of disease, and time from diagnosis.

2. Symptom categories.
3. The most common symptom combinations.
4. Symptoms by stage at diagnosis.

Fifty-three women were interviewed. Symptoms were combined into
ten categories: bladder, upper GI, bowel, menstrual/vaginal changes,
weight changes, pain, bloating, fatigue, respiratory and “other.” All
women except two (3.7%) had symptoms, regardless of stage at diag-
nosis. Nearly seventy percent (69.8%) of women had symptoms from
three or more categories. The most commonly occurring categories
were pain (71.7%), bloating (66%), and bladder (43.4%). Findings have
been incorporated into educational materials for community outreach
and genetic counseling with high-risk women. The study preceded and
supports the evidenced-based national consensus statement on ovarian
cancer symptoms released in 2007. Increased knowledge of the physical
experiences preceding ovarian cancer diagnosis will support nurses’ ef-
forts to promote cancer education, prevention and early detection.

2782

EDUCATIONAL PARTIES AS A STRATEGY TO PROMOTE BREAST
HEALTH AWARENESS AND SCREENING IN THE UNDERSERVED
FEMALE POPULATION. Sharon Byrne, RN, MSN, APN, Cooper Uni-
versity Hospital, Camden, NJ, USA.

Despite the decline in breast cancer deaths, beast cancer continues as a
major health problem in minority communities. From 2000 through 2004,
Camden County, NJ, had a combined incidence rate for breast cancer of
128 new cases per 100,000 women with a lower proportion of Hispanic
and Black women diagnosed in the early stages of breast cancer than their
non-minority peers. Only 48% of women from the area reported having
a mammogram within the past yea