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Results

Background










Approximately 90% of patients with lung cancer
and 50-70% of all cancers will experience dyspnea
with advanced stages of cancer
Episodes of dyspnea can also result in a negative
impact on the quality of life for patients as well
as their family members who may be providing
them care (Booth, Sylvester, & Todd, 2003).
Non-pharmacological approaches to managing
dyspnea have shown to be promising according to
one study (Bausewein & Simon, 2013).
The Breathing Wellness Clinic, offered at the
Carlo Fidani Cancer Centre (Trillium Health
Partners), is an outpatient program which
educates patients in the use of self-initiated nonpharmacological techniques to prevent and
manage episodes of dyspnea.
Despite the prevalence of dyspnea, there is low
program attendance.



Data emerged to form five major categories as illustrated by the purple boxes



Themes are illustrated by the green boxes



Sub-themes are illustrated by blue boxes and connected to themes by blue arrows

Objective
To understand the barriers and facilitators to enrolling
patients in the Breathing Wellness Clinic as
experienced amongst clinicians working with
outpatients at the Carlo Fidani Regional Cancer Centre

A semi-structured interviews were conducted with
two focus groups consisting of 9 (total) clinicians
who were selected for their ability to provide
meaningful data.



Audio was recorded, transcribed, and analyzed using
qualitative thematic analysis as outlined by Braun
and Clark in 2006.



Codes were identified at the semantic level within
an essentialist/realist paradigm.

1. Promote review of current research on
non-pharmacological management of
dyspnea amongst clinicians.
2. Make clinical evidence supporting
outpatient educational classes readily
available to clinicians.
3. Arrange for a patient’s ESAS score to
trigger a printout of information on
relevant symptom relief classes.
4. Improve inter-department
communication and documentation to
avoid redundant discussions with
patients regarding outpatient classes.
5. Improve accessibility of programming for
non-English speakers. (translators,
pictogram sheets, family)
6. Improve accessibility by offering
program at local community centers
after normal working hours.
7. Standardize documentation indicating
class referral
8. Hold abbreviated in-services for
clinicians
9. Encourage patients in class to share
their in-class experiences with their
clinicians.

Conclusion

Methods


Suggested Recommendations
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1) Clinicians have positive beliefs about the utility of nonpharmacological management of dyspnea.
2) The criteria clinicians utilize to select a patient for BWC
referral is not homogeneous with some clinicians referring
based on symptoms, some referring based on disease, and
others who use both methods.
3) Clinicians identify barriers and facilitators to referral
which are multifactorial including systemic, patient, and
clinician factors.
4) Clinicians have many valuable strategies which may be
implemented to increase the education of patients.

A Late Career Initiative:

Developing and Implementing Resources for Seniors with Cancer
Debbie Lawrie, RN, BScN, Con(c) and Eirena Calabrese RN, BScN, MN

Background
 In North America, the majority of people who are diagnosed with
cancer are 65 and older.
 70% of all new cancer diagnosis happen between the ages of 50-79.
 A cancer diagnosis is complicated by various co-morbidities and
psychosocial issues that are present within the aging process
 Geriatric oncology nursing is a specialized area that requires
unique knowledge and assessment skills to facilitate excellent care.
 It was identified that there were no geriatric specific resources
available at the Odette Cancer Centre (OCC)
 Recently implemented geriatric assessment

Nursing Education

Tools Developed
PATHFINDER

 Survey results used to guide
development of professional
development education session
 One one-hour education session
provided an overview of oncology
nursing
 Two 30-minute sessions geared towards specific assessments for
the geriatric population
 “In clinic interventions”- spent time in various clinics educating
and reviewing the geriatric assessment within the new patient
assessment

 A general resource for all patients over
65
 provides a variety of resources,
including financial and practical
matters information, such as hotels in
the area, and meals on wheels.

Purpose

Lessons Learned

 Identify high priority needs within the geriatric oncology population
 Encourage and promote the use of the geriatric frailty assessment
within the new patient assessment
 Develop and implement geriatric tools at the OCC
 Enhance nursing knowledge regarding geriatric nursing

POLYPHARMACY
 For patients who are on more then one
medication
 Tips on the importance of taking
medication correctly and safely
 Tips on how to store medication (such a
as a blister pack)

Learning initiatives:
Patient and Staff Engagement
 Meetings with members of the interprofessional team took place to
identify where collaboration could occur
 Interviews with patients in the waiting room: Surveys to identify
needs of older patients
 Tools were developed based on survey results
 When pathfinder was developed- brought back to patients for
feedback. Changes made accordingly
 Meeting with Geriatric Nurse Practitioner at SB
 Meeting with others involved in geriatric pilots eg. Breast Site
APN
 Collaboration with the Odette Patient Education Advisory Council

LIVING ALONE
 For patients who live alone
 Tips on staying safe in the home, how
to prevent falls, and access meals.
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 Importance of not making assumptions of what geriatric
population wants (eg. bigger font)
 Performing literature reviews to ensure evidence based practice
and care
 Pulling together an interprofessional team to development
education material
 Putting together and presenting a slideshow for nursing staff,
public speaking skills

Next Steps
 Currently piloting tools in clinic- evaluate and widely
disseminate throughout the Centre
 Continue to improve use of geriatric assessment within the new
patient assessment
 Continue to promote the use of the geriatric assessment within
the new patient assessment
 Future tool development: psychosocial needs of the older
oncology population, oral therapies, caregiver support

IMPROVING PATIENT SAFETY AND CONFIDENCE WITH ORAL CANCER THERAPY UTILIZING A
NURSE NAVIGATOR LED, PATIENT CENTERED EDUCATION PROGRAM
Background
Oral cancer therapy continues to challenge historical practices within
cancer programs. Health care providers have little control over
individual adherence and safety issues met by patients and their care
givers outside the cancer clinic. Intravenous chemotherapy classes
address symptoms of cytopenias that may have little relevance to the
patient receiving targeted oral anticancer agents. Patients need
appropriate information related to their specific treatment utilizing
evidence based tools and reliable contact information for potential
issues.

1.

The education you received before
starting your oral therapy?

2.

The ongoing support you received during
your oral therapy?

3.

Your ability to manage symptoms during
treatment?

4.

The nurse navigator's help during
therapy?

Aim

5.

The care you received from the Cancer
Centre?

1.

How your oral cancer therapy works

2.

Why your medication is reviewed before
starting cancer treatment

3.

What side effects you might have

4.

Who to call when you need help with side
effects

5.

How to take your oral cancer therapy
safely

6.

Why it is important to take all of your
meds

7.

Why it is important to stop meds if you
have symptoms

8.

When to call the Cancer Centre

9.

Patient and family support at the Cancer
Centre

The aim of our quality improvement project was to demonstrate how a
specialized oncology RN oral therapy navigator can improve patient
knowledge, safety and satisfaction through individualized classes
utilizing adult education principles and evidence based tools.

Methods
Education classes modified to each oral agent have been developed.
Evidence based tools such as MOATT (MASCC Oral Agent Teaching
Tool), symptom diaries, CCO monographs and drug specific teaching
kits from pharmaceutical companies, when available, are used. Adult
education principles modified for individual psychosocial and physical
limitations are applied.

Results
Indicators of success included; improved patient knowledge regarding
possible adverse effects of treatment, safety regarding the oral agent,
and available supports.
The education class is part of a larger nurse navigator initiative for
patients receiving oral cancer therapy that has demonstrated fewer
reported adverse effects, improved documented adherence and
improved patient/provider satisfaction.

Conclusion
CANO-AICO Annual Conference, Toronto 2015
C. Campbell NP MN CON©, M. Gorr RN CON©, P. MacIsaac RN CON©, K.
Robins RN, A. Agar RN CON©
Simcoe Muskoka Regional Cancer Program

Systems impacted in our study include patient wellbeing, patient safety and provider satisfaction.
We conclude that a dedicated oncology certified oral cancer therapy nurse navigator providing
passionate, purposeful education improves patient perception of knowledge and satisfaction.

Maintaining the Therapeutic Nurse-Client Relationship When Using Technology
at the Point of Care in the Chemotherapy Treatment Unit
Janelle Desjardins, MScN, Oncology Informatics Manager
The Ottawa Hospital Cancer Center, Ottawa, Canada

Baseline Data Collection

Purpose & Objectives

Main Concepts Defined

To develop, implement and evaluate an education
session geared towards nurses regarding the
therapeutic nurse-client relationship and the
appropriate use of technology at the point of care
(POC) in the chemotherapy treatment unit (CTU) to:

Technology in Health Care: The application of
scientific knowledge to solve health problems, which
can take the form of pharmaceuticals, medical tools,
procedures, surgeries and information systems to
manage and communicate health information.6

To understand the current context, a baseline data
collection was completed that included:

Table 2. Types of Technology Used in Oncology7

2) Two 2-hour observation periods in the CTU.

1) Increase nurses’ awareness of potential negative
impacts that the use of technology at the POC can
have on the therapeutic nurse-client relationship;
2) Increase nurses’ knowledge of practical strategies
to limit these potential negative impacts.

Background
Technology use by nurses at the POC has
significantly increased with the advances in science
and technology.1
The use of technology at the POC can effect how
nurses interact with the patient and their family
member(s), negatively impacting the development
of the therapeutic nurse-client relationship.1
Nurses are oftentimes unaware of these possible
negative impacts.2

Purpose

Examples of Technology

Preventative

Vaccines
Diagnostic imaging
Monitoring devices
POC testing
Radiation therapy
Systemic therapy
Automated medication
dispensing cabinets
Infusion pumps
Artificial limbs
Braces
Mobility aids
Bar code scanners
Tablets & smart phones
Bedside computers
Telemedicine

Diagnostic
Therapeutic
Supportive
Rehabilitative
Organisational &
Administrative

Table 1. Summary of Negative Impacts & Practical Strategies

Negative Impacts1-5

Practical Strategies1-5

Dehumanizes care
Disrespects the patient
Challenges the nurse
presence
Negative reactions to
technology
Patient fears &
misconceptions

Maximize every
interaction
Acknowledge & engage
Minimize the
technology’s presence
Manage frustrations &
difficulties
Explain interactions
with technology

The Therapeutic Nurse-Client Relationship:
Nurses establish and maintain this key relationship
by using nursing knowledge and skills, as well as by
applying caring attitudes and behaviours that
contribute to the client’s health and well-being.8
Fig.1. Components of Therapeutic Nurse-Client Relationship8

Therapeutic Nurse-Client Relationship
Trust

Professional Intimacy
Empathy

Respect

Power

1) A beliefs and perceptions questionnaire on the use
of technology at the POC and its impact on the
therapeutic nurse-client relationship with 3 nurses;

Table 3. Frequency of Technology Use in CTU

Technology Used
Infusion Pump
Computers
Portable Vital Sign Machine
Height/Weight Scale
Glucose Meter
Point of Care Urinalysis
Tablets

Frequency
(f)
63
30
25
2
0
0
0

Results
In the post evaluation, all nurses stated having the
intention of respecting the therapeutic nurse-client
relationship when using technology at the POC and
incorporating the information learnt during the
education session into their practice.
In the one-month post evaluation, the majority of
nurses (75%) reported having used the strategies
suggested when using technology at the POC.
Nurse comments included:
“the education session made me change my
practice for the best”
“it was eye-opening and moved me towards being
mindful of how technology impacts patient care”

Education Session / Evaluation
The education session included a 45 minute
presentation with a supporting document.
Post evaluations were completed to determine the
nurses’ intention of adopting the strategies
suggested during the education session.
One-month post evaluations were completed to
determine if nurses had indeed adopted the
strategies recommended.
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One-Stop Comprehensive Lymphedema Assessment & Treatment Planning
Margaret Forbes RN(EC), MN, BScN, CON(C)¹ ², Kathy Coskey RN, BScN, CCRP, CON(C)¹, Bonnie Smith, Advanced Certified Compression Fitter³
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Lymphedema after lymph node surgery or
radiation for cancer treatment is common. To
address this a NP led the development and
operationalized a clinic for patients with cancer
related lymphedema. To optimize patient
outcomes a specialized oncology nurse and
advanced certified fitter were added to the model
of care. After a comprehensive consult, the team
collaborates with the patient to develop a
treatment plan that incorporates skin care
principles, exercise, health body weight,
compression therapy with or without manual
lymphatic drainage therapy (MLD). Patients are
provided with a teaching session, take home
pamphlets, and their personalized treatment plan.
MLD and other lymphedema services are
coordinated to be delivered close to home.
Patients are followed until they are self-managing
and
accessing
lymphedema
resources
independently. Within this outreach model,
collaboration with lymphedema related health
care providers has led to enhancement of patient
centred care. Based on prevalence, demand for
services,
and
established
successes,
a
lymphedema teaching class has been recently
implemented, as a prevention / risk reduction
strategy aimed at patients who are at risk for
lymphedema.

Individualized Plan
of Care

Refer to Lymphedema
Clinc

Swelling

Individual

•Patient, NP, RN &
Certified Fitter
collaborate to
develop
treatment plan &
match community
resource

•Nurse
Practitioner
completes
comprehensive
consultation

at risk for
Lymphedema

No Swelling

Lymphedema
Teaching Class
Prevention strategies:
•Skin care
•Limb exercise
•Monitoring for swelling
•What to do if swelling
begins

Update Care Plan

Patient Education &
Coaching
•Skin care
•Limb exercise
•Maintain healthy
BMI
•Compression
•Refer for MLD

Follow-Up Visit

Progressive or Unstable
Lymphedema

• Mentor & Coach Patient
about update care plan
• Book next Follow-Up
visit

• Work with patient to
identify root cause
• Select new strategies
• Match new resources

• Re-evaluate overall
health status
• Assess & measure limb

Every 4 months
Discharge from Lymphedema
Clinic

Stable Lymphedema

•Independently accesses
community lymphedema
resources

•Patient is Self-managing
•Verbalizes plan of care and
how to manage worsening
lymphedema

Community Lymphedema Resources
CCAC (Specially trained Home Care
Nurses) – Compression Bandaging

Manual Lymphatic Drainage /
Combined Decongestive Therapy

Social Worker – psychosocial
counseling

Assistive Devices Program – financial
assistance for compression

Physiotherapy – limb dysfunction

Cancer Rehabilitation program for safe
exercise

Pain Diaries: Do Patients and Health Care Providers Use Them and Are They Helpful?
Jessica Holmes, BScN, CON(C), Kristy Dillon, BScN, CON(C), CHPCN(C), Janet Cory, RN, BScN, Ingrid Harle, MD, FRCS(C), CCFP, FCFP, ABHPM (cert)
Cancer Centre of Southeastern Ontario at Kingston General Hospital

Abstract
An interprofessional palliative care (PC) team at the
Cancer Centre of Southeastern Ontario developed four
pain diaries to improve education and communication
between patients, caregivers and their health care
providers (HCP). The diaries were piloted with patients
consulted in the ambulatory PC clinic. Patient and HCP
satisfaction surveys were completed to evaluate the
effectiveness of the tool. Results indicate that the diaries
were found to be helpful when they were used, however
some practical challenges were identified. In conclusion,
the use of a pain diary is an asset and a practical tool
used to assess and help manage pain.

Results
Patient Survey
• 18 of 32 (56%) patients who received a diary completed
the survey. Reasons patients could not complete the
survey included: admission to an inpatient unit, increased
symptom burden, missed appointments and increased
clinic demands.
• 15 of 18 (83%) surveyed patients responded ‘yes’ when
asked ‘did you use the pain diaries given to you?‘.
Reasons patients indicated for not using the diary included:
“Lack of time”, “pain resolved quickly” and “no
breakthrough required”.

Background
PC HCPs encourage patients to track opioid usage and
pain severity using the Edmonton Symptom Assessment
Scale (ESAS). Prior to this initiative, no standardized
tools were readily available to guide this information
collection. Some patients would track opioid usage using
their own method, such as journaling. The PC team
recognized that this lack of standardization posed
challenges for both patients and HCPs. A review of the
literature demonstrated that pain diaries have been
shown to improve pain management in patients,
including those receiving PC and those with cancerrelated pain (Allard, P., et al., 2001; Lind, L., et al., 2007;
Schumacher, K., et al., 2002). By creating a simple and
easy-to-read communication tool, the team’s overall goal
was to improve quality of pain management for patients
in the ambulatory PC clinic.

Methods
Over a period of 6 months in 2014, a team consisting of
nurses, a patient educator, a PC physician and
patient/family advisors identified specific goals for the
pain diary development. These goals included:
 Meet health literacy standards
 Contain key messages to educate patients on
pain management and opioid usage
 Simple layout
Separate diaries were created for the following pain
opioid schedules:
• Regular (Q12H, Q8H and Q4H), and
• Breakthrough (when needed)
32 newly consulted PC patients with pain participated in
a pilot of the pain diary. Each patient received the diary
and verbal instructions by their HCP. At the next clinic
visit, these patients were asked to complete a written
evaluation survey. Feedback was encouraged.
HCP working in the palliative care clinic also completed
a written evaluation survey.

Health Care Provider Survey
• 8 of 8 (100%) HCP who work regularly in the PC clinic
completed the survey.
• HCP feedback for future improvements included: rename
columns (“Day 1-7”) and increase the ability to record a
one month schedule.
• Challenges identified were: patients can forget to bring the
diary to their follow-up appointment and role clarity around
distribution/education of diary with patients.
• Many benefits were identified, including: standardization of
recording for all patients, reinforcement of important
instructions, increased tracking of breakthroughs used and
helping to evaluate the need for dosage changes
(especially over the phone and at the initiation of opioids).

Case Study
This case study illustrates how the pain diaries are used
in the ambulatory PC clinic.
• Name: Martha L*, Gender: Female, Age: 71 years
• Diagnosis: Metastatic non-small cell carcinoma of the
lung
• On July 7, Martha was initiated on regular Q4H
Morphine as well as a breakthrough dosage to
manage 7/10 pain rated on the ESAS scale.
• Two pain diaries (Q4H and Breakthrough) were
introduced by the HCP to Martha and her husband
Richard* with specific education on how to use each
diary. Questions were addressed at this time.
• Martha and Richard, as well as other family members,
consistently used the diaries to record opioid
adjustment, breakthrough usage and pain levels.
• Richard and the PC RN communicated regularly over
the telephone. Richard faxed the diary to the clinic to
communicate Martha’s pain (and other symptoms),
which aided communication over the telephone and at
follow-up clinic visits.
• The PC HCPs used Martha’s diary to assess pain
levels and adjust opioids in order to achieve adequate
pain control. The diaries facilitated an efficient
assessment of pain management needs and plan of
care.
*Names have been changed

Conclusion
The use of a pain diary is an asset to both the patient
and HCP in assessing and managing pain. This
practical, standardized tool meets health literacy
standards and provides important education to patients
about opioid use and management. It provides the
opportunity to engage patients and family in actively
participating in their care.
Opportunities for future improvement include:
• Addressing practical challenges identified by the
surveyed HCPs, i.e., making the pain diaries readily
available in patient care areas.
• Clarifying roles regarding who distributes the diaries
in relation to clinic flow. This would also include
further HCP engagement and education.
• Creation of focused diaries for management of other
symptoms, such as constipation, nausea and
dyspnea (depending on symptom burden).
• Adding and making changes to targeted education
messages according to patient and HCP feedback.
This quality improvement project was an opportunity for
an interprofessional team to work together on a patientfocused initiative in an attempt to improve pain
management and quality of care.

Example of Martha’s pain diary
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Orientation Programs: Retaining and Easing the
Transition into the Practice of Oncology Nursing.
A new twist on a new reality in ambulatory nursing
Marilyn Landry, RN, BA, B.Ed, BN, M.Ed, Unit Resource Nurse, QE II HSC, Central Zone, Nova Scotia Health Authority
The issue
Hiring specialty oncology RNs into the ambulatory oncology settings is
changing. “The pool is drying-up.” As a nursing team, we began to see
the trend of fewer and fewer experienced inpatient oncology nurses
applying to work in our ambulatory treatment areas.
Given this, we realized our two week unit orientation is not adequate to
prepare new graduate nurses (new grads - NGs) or experienced RNs
with limited or no oncology nursing (Øonc RNs) for the role.
We began asking, “How can we prepare for this new reality?”

Suggestions from the literature for orientation
of ‘new’ oncology RNs to ambulatory care
NGs and Øonc RN orientation should include…
1. multiple learning opportunities.
2. individualization orientation programs based on competency and
needs assessment.
3. recognition/acknowledgment of past nursing knowledge and
experience.
4. mentoring and continued guidance from preceptors and other RNs in
the treatment area.
5. education of current nursing staff of the importance of strong,
comprehensive orientation to maintain quality patient care.
Twibell, R. et.al, 2012 discussed the importance of the above features to
providing quality nursing care, to lessen the shock of transitioning into
the new role, and to increase job satisfaction and retention.
Furthermore, there is a higher risk of orientation failing, nurses leaving
and quality patient care being negatively affected if the above are not
included.

Nursing orientation questions
1. What are the learning needs of new RNs transitioning from school to
the ambulatory oncology setting?
2. What are the learning needs of experienced RNs with no or limited
oncology experiences transition to the ambulatory setting?
3. How can we best support new RNs?
4. What do the preceptor and RNs working in the units require in terms
of support and resources to fulfill their role of assisting RNs new to the
units?

Our approach to addressing our orientation
challenges
The literature provided us with some direction but we also wanted to
know form RNs who were currently on the units.
We identified 3 groups of RNs;
1. Recently orientated Øonc RNs.
2. Recently oriented RNs with oncology nursing experience.
3. Preceptors and other RNs.
We hoped individual discussions would provide us with the content to
identify the strengths, weaknesses, challenges, gaps and unmet needs
in our current orientation program
Sometimes it’s
(orientation) like trying to
put a puzzle together with
the pieces missing.

Orientation is not the place
to save on the budget.
We cannot cut corners.

Preceptor and other RNs
1. All staff can participate by being welcoming to new staff,
available to answer questions and provide guidance.
2. Develop orientation to meet individual needs.
3. Built in education time throughout the orientation to provide
best learning, including smaller assignment for preceptor.
4.Consistent preceptor and follow-up with nurse educator.
5. Develop preceptor binder including checklist to keep
orientation on task, provide consistent education, language, and
knowledge sharing.
6. Develop needs/competency tools to identify learning needs, to
know where to start, what has successfully been met and what
areas require ongoing support.
7. No assumptions (require time to learn in new environment).

Moving forward

I was worried about
being set free…

I had to learn new
ways of nursing…This
was scary.

Feedback from interviews

Many nurses just
know…They play
detective…Why?

A nurse is not a
nurse.

Feedback from interviews
Consistently the RNs interviewed reported in order for orientation to be
success the following are necessary;
Recently orientated Øonc RNs and RNs with oncology experience
1. Best preceptor match to meet needs of preceptee.
2. Consistent preceptor and follow-up with nurse educator.
3. Important to identify individualized learning needs, goals and plan.
4. In-service/shadowing (pharmacy, clinics, social work).
5. More active and dedicated time for learning.
6. No assumptions (time to learn new ways of nursing).
7. Written resources – cannot provide care by memory.

1. Developing an orientation binder and tools.
Needs assessment and orientation checklist.
New employee check-in interviews.
End of orientation evaluation of preceptor and process.
2. Change in our hiring practice.
3. Begin discussions of ways to attract NGs and Øonc RNs to
ambulatory oncology nursing (job fairs, university connections).

Conclusion
We have begun our journey of changing the status quo of hiring
and orientating RNs to ambulatory oncology nursing, We are
seeking ways to;
1. identify resources to better support preceptors and all staff to
transition new RNs to assist with retention.
2. individualize orientation programs to support development of
skills to work successfully in the new role.
3. continuously evaluate to move towards meeting the needs
of all RNs seeking to work in our ambulatory oncology setting.
References:
Brixey, L. (2010). Ambulatory care nursing orientation and competency assessment guide. (2 nd ed.) Pitman, NJ: American Academy of
Ambulatory Care Nursing.
Twibell, R et al. (2012). Tripping over the welcome mat. Why new nurses don’t stay and what the evidence says we can do about it.
(American Nurse Today, 7(6). Electronic issue.

Relationship between Chelation and Clinical Outcomes in Lower-Risk Patients
with Myelodysplastic Syndrome (MDS): Registry Analysis at 5 Years
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• Patients who are transfusion-dependent typically have a poorer prognosis,1 which may be due
in part to the complications of transfusional iron overload.2
• Data from multiple observational studies suggest that iron chelation therapy may be associated
with increased survival in patients with MDS who receive regular transfusions.3-7

• The majority of enrolled patients were Caucasian (86.6%) and male (57.8%) (Table 1).

Variable

Chelated
(N=271)

Chelated
≥6 Months
(N=202)

Median age, y (range)

77.0 (47-99)

75.0 (21-94)

74.5 (21-94)

58.8

56.5

52.0

38.5 (0-620)

44.0 (0-620)

Male, %

• A summary of data collected 5 years following enrollment of the first patient is presented,
including hematologic parameters, overall survival, and the time to AML transformation.

Median serum ferritin level (range), ng/mL

Primary Objective
• To evaluate the impact of chelation on overall survival in patients with lower-risk MDS with iron
overload.
Secondary Objective

Median number of lifetime units infused (range)

7.7

Nonchelated

Low

55 (34.4)

58 (43.3)

41 (40.2)

Intermediate-1

105 (65.6)

76 (56.7)

61 (59.8)

System Organ Class, n (%)a
Cardiac
Vascular
Endocrine
Gastrointestinal
Musculoskeletal
Neoplasms
Respiratory
Neurologic/psychiatric
Ophthalmologic
Audiologic
Infectious disease
Hepatobiliary
Renal

 Serum ferritin >1000 µg/L

Nonchelated
(N=328)

Chelated
(N=271)

Chelated
≥6 Months
(N=202)

172 (52.4)
196 (59.8)
145 (44.2)
122 (37.2)
111 (33.8)
41 (12.5)
42 (12.8)
34 (10.4)
56 (17.1)
31 (9.5)
22 (6.7)
9 (2.7)
7 (2.1)

93 (34.3)
130 (48.0)
101 (37.3)
97 (35.8)
72 (26.6)
32 (11.8)
27 (10.0)
40 (14.8)
24 (8.9)
26 (9.6)
19 (7.0)
11 (4.1)
3 (1.1)

62 (30.7)
91 (45.0)
72 (35.6)
69 (34.2)
49 (24.3)
24 (11.9)
15 (7.4)
30 (14.9)
18 (8.9)
18 (8.9)
14 (6.9)
9 (4.5)
1 (0.5)

A patient is counted at the System Organ Class level if at least 1 condition is reported.

a

• After 5 years, a greater percentage of patients who did not receive chelation therapy had died
compared with patients who received chelation therapy (P=0.005) (Table 3).

Table 3. Follow-up at 5 Years

–– Non-MDS, life-threatening conditions (life expectancy <1 year)
Patient Disposition, n (%)
On-study
Lost to follow-up
Completed study
Death
Other

Nonchelated
(N=328)

Chelated
(N=271)

Chelated
≥6 Months
(N=202)

25 (7.6)
35 (10.7)
14 (4.3)
239 (72.9)
15 (4.6)

36 (13.3)
31 (11.4)
32 (11.8)
161 (59.4)
11 (4.1)

28 (13.9)
25 (12.4)
26 (12.9)
115 (56.9)
8 (4.0)

• The most common causes of death in the nonchelated and chelated groups were MDS/AML
(31.4% and 26.9%, respectively) and cardiac (11.0% and 7.7%, respectively) (Figure 1).
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Group 3: Chelated for ≥6 months

75
P<0.0001
50
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1500.00 (33-16,422) 1486.00 (81-16,422)
0

Chelated

0

100

300

200

400

500

Months

Figure 2. Overall Survival

–– At least 1 of the following serum ferritin or transfusion requirements:

• Recommended assessments included demographics, disease status, MDS therapy, serum
ferritin level, ongoing transfusion requirements, concomitant illnesses, laboratory studies, and
cause of death.

5.2

Table 2. Baseline Concomitant Conditions

–– Lower-risk MDS (based on World Health Organization, French-American-British, and/or
International Prognostic Scoring System criteria)

• Follow-up occurred every 6 months for up to 60 months or death.

26.9
5.9

• From the date of diagnosis, the overall survival for patients who received chelation therapy was
significantly longer than that for patients who did not receive chelation therapy (Figure 2).

–– Age ≥18 years

• Patients were analyzed according to their chelation status: nonchelated or chelated.
Nonchelated patients did not receive iron chelation prior to or during the study. Chelated
patients received iron chelation therapy at any point. A subset of chelated patients who
received ≥6 months of chelation as of the cutoff date was also analyzed.

11.0

6.6

• At baseline, cardiac, vascular, and ophthalmologic concomitant conditions were more common
in the nonchelated group compared with the chelated group (Table 2).

• Inclusion criteria

• Exclusion criteria

8.2

Group 1: Nonchelated

2.6

MDS, myelodysplastic syndromes; AML, acute myeloid leukemia; CVA, cerebrovascular accident; GvHD, graft-versushost disease.

• This is a 5-year, noninterventional registry of 599 patients with lower-risk MDS from 107 US
centers that enrolled patients over a 2-year period.

–– Approved and experimental MDS therapies were permitted

20 (0-250)
1367.75 (3-7379)

31.4

Group 2: All chelated

MDS, myelodysplastic syndromes.

METHODS

 Ongoing transfusion requirement of ≥6 units every 12 weeks

MDS/AML
Cardiac
Infection
Other
Unknown
Malignancy
Respiratory
Multi-organ failure
CVA
GvHD/transplant

0.7

P<0.0001

100

0.7
1.1 1.8

4.9

MDS risk status, n (%)

• To investigate the relation between iron chelation and cardiac/vascular comorbidities, as well as
endocrine comorbidities.

 ≥20 packed red blood cell units

0.9 0.3 0.9

8.8

Nonchelated
(N=328)

• This US registry was initiated to prospectively collect data on the clinical outcomes of patients
with lower-risk MDS who received chelation or nonchelation transfusion therapy.8

Figure 3. Time to Progression to Acute Myeloid Leukemia

4.3

Table 1. Baseline Demographics

• To date, no prospective data are available that assess the impact of iron chelation on overall
survival; a randomized, controlled trial is ongoing.

OBJECTIVES

2.1

• Patients who received chelation therapy had more lifetime units transfused and a higher median
serum ferritin level compared with patients who did not receive chelation therapy.

• Although the number of patients who progressed to AML was numerically greater in the
nonchelation group than that in the group receiving chelation therapy (34 vs 17), this difference
was not statistically significant.

CONCLUSIONS
• At the conclusion of this 5-year, prospective, noninterventional registry that enrolled
599 patients with lower-risk myelodysplastic syndrome, overall survival was
significantly greater in patients who received iron chelation therapy than in those who
had not.
• Time to progression to acute myeloid leukemia was longer in patients who received
chelation therapy than in those who did not.
• At 5 years, a greater percentage of patients who had not received chelation therapy
had died of cardiac causes compared with those who had received chelation therapy.
• Limitations of this registry include:
–– Missing data (assessments were optional)
–– Potential clinical bias in patient selection; patients with longer predicted survival
may have been chosen for chelation therapy on this basis
–– At baseline, fewer patients who had been receiving chelation therapy had cardiac,
vascular, or endocrine concomitant conditions than those who had not been
receiving chelation therapy

1.00

Survival Distribution Function

• Myelodysplastic syndromes (MDS) are characterized by aberrant hematopoiesis resulting in
cytopenia and increased risk of progression to acute myeloid leukemia (AML).

Figure 1. Cause of Death

RESULTS

Proportion Surviving without AML (%)

INTRODUCTION

0.75

0.50

0.25
Group 3: Chelated for ≥6 months
Group 2: All chelated
P<0.0001

P<0.0001

Group 1: Nonchelated

0.00
0

100

200

300

400

500

Time Until Event or Censoring (months)

• Presence of concomitant cardiovascular or endocrine conditions did not affect the overall
survival of patients regardless of their chelation status (Table 4).

Table 4. Overall Survival (OS) of Patients by Chelation and Concomitant
Condition
Median OS, mo

Nonchelated
(N=328)

Chelated
(N=271)

Chelated
≥6 Months
(N=202)

No CV condition
With CV condition
No endocrine condition
With endocrine condition

34.0 (n=42)
43.4 (n=286)
38.5 (n=162)
44.6 (n=166)

69.3 (n=72)a
67.7 (n=199)a
67.1 (n=149)a
75.0 (n=122)a

79.3 (n=60)a
72.6 (n=142)a
69.6 (n=114)a
81.8 (n=88)a

CV, cardiovascular.
a
P<0.0001 compared with nonchelated patients.
• The time from diagnosis of MDS to progression to AML was longer for patients who received
chelation therapy compared with that in patients who did not receive chelation therapy
(P<0.0001) (Figure 3).
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Nurse Practitioner-Led Outpatient Management of the
AML Patient Receiving Consolidation Therapy
Isabella Petti, RN, BScN, CON(c), Ruth Jenkins, RN, CON(c), Princess Margaret Cancer Centre, Toronto, ON

Abstract

Consolidation Follow-Up Care

Consolidation Therapy

Acute leukemia is a rapidly progressive cancer of the white blood cells.2. Patients
diagnosed with acute myeloid leukemia (AML) have traditionally received highintensity consolidation chemotherapy as an inpatient. The shift to outpatient
management is increasingly becoming more common due to health care costs,
resource utilization and consideration of patient quality of life. Our centre has been
supporting over 200 patients yearly with outpatient consolidation chemotherapy in
a nurse practitioner (NP)-led clinic for over a decade.







There is a great amount of planning necessary in order to successfully and safely
treat patients from the start of chemotherapy administration, through their nadir
until blood count recovery. Nurse practitioners and registered nurses (RN) work
together alongside a multidisciplinary team in providing optimal care. Expert
nursing care and patient education is provided for the transfusion of blood
products, central venous catheter (CVC) care, medication management,
preventative oral care, bowel regimens, and the use of ambulatory infusion pumps
(AIP). Unit-developed educational handouts are provided and include a
communication tool for potential community emergency department visits. Urgent
care issues such as febrile neutropenia are often treated in the ambulatory setting.





Consolidation Therapy Week 1

Background
The Transfusion Centre at Princess Margaret Cancer Centre, part of the University
Health Network, is a nurse practitioner-led ambulatory clinic providing specialized,
complex care to a large group of malignant hematology patients; delivering
intensive, outpatient consolidation therapy to both younger and older patients with
acute myeloid leukemia (AML) for over 13 years.1

Follow-Up Care/Count Checks Weeks 2-4

2

 Assess patient to ensure they are still safe to proceed
 Review chemotherapy protocol and home medications with patient before
starting
 Treatment lasts 4-5 consecutive days depending on protocol
 AIP teaching to patient and/or family to learn how to disconnect their take-home
chemotherapy pump; AIP booklet provided
 Supplies provided for patient and/or family to disconnect AIP
 Chemotherapy spill kit provided to take home
 Leukemia Outpatient Team pamphlet always given to ensure patient/family
knows how to contact hospital 24/7
 AML Consolidation letter provided detailing their treatment dates, transfusion
parameters and antibiotic guidelines for febrile neutropenia for their local,
community hospitals (e.g. if febrile after hours)
 Printed schedule provided or shared care hospital follow up arranged
 Blood work done on day 4 of treatment and blood products infused if needed





Patient comes 2x/week to the Transfusion Centre
Self Assessment Tool (SAT) completed by patient and/or family on arrival
Quick assessment done while RN draws blood work from CVC
Patient given pager and waits outside Transfusion Centre for results
Charge RN monitors for counts, orders blood products based on the
HTA algorithm3 and assessment done by resource RN in allocated
rooms; patient given pager and waits outside Transfusion Centre until
treatment is ready
Blood products transfused same day, unless patient prefers to delay to next
visit (if clinically safe) in order to provide patient-centred care
Once blood products are ready, patient paged back in for full physical
assessment (including coping at home) by RN
RN is in constant communication with NPs (who work inside Transfusion
Centre) updating assessment and concerns
Upon discharge patient is given itinerary for future visits
Patient visits can be anywhere from 2-9 hours
Follow-up care lasts 3 weeks or until count recovery (platelets 100;
neutrophil 1.0) and then return to leukemia clinic to assess for next
consolidation

Potential Complications During Follow-Up Care
 In leukemia, the bone marrow produces a large number of abnormal white blood cells5,
causing serious clinical consequences including life threatening problems with infection and
bleeding
 Careful monitoring/assessment of patient required for potential reactions to blood products,
line infections (e.g. rigors one hour after blood draw from CVC line), febrile neutropenia,
sepsis and chemotherapy side effects
 Blood product reactions: transfusion stopped and intervention based on acute transfusion
reaction guide4
 Febrile Neutropenia: blood cultures drawn peripherally and from CVC lumens, IV antibiotics
via AIP started immediately; patient will return next day
 Sepsis: patient transferred to REACH (reduce emergent and acute care hospitalization) in
Princess Margaret Cancer Centre, if possible, or treated in Transfusion Centre until admitted
to inpatient unit or transferred to Toronto General Emergency Department
 Follow-up care generally managed on an outpatient basis unless patient is unwell
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Summary


Largest treatment center of leukemia patients in the Greater Toronto Area
(GTA)



Transfusion Centre cares for 50-60 patients daily in 24 treatment chairs/beds.



Treating over 200 AML patients annually1



Led by two NPs specialized in oncology with additional hematology education



Staffed by 11 specialized oncology nurses (including a charge RN and resource
RN) with national certification in oncology through the Canadian Nurses
Association, additional knowledge, clinical skills and critical decision making in
managing leukemia patients

Princess Margaret Cancer Centre is the largest treatment centre in the GTA
treating AML patients. Our team is passionate about supporting AML patients
and their families undergoing an intensive outpatient consolidation therapy
through the comfort of their homes. Through specialized education in
malignant hematology, the NPs and RNs, working together with an expert
multidisciplinary team, deliver skilled, safe, patient-centred care to a complex
group of oncology patients. Due to the high volume of leukemia patients
treated in the Transfusion Centre, the NPs and RNs have become trailblazers
in providing exceptional consolidation therapy in the ambulatory setting.

Mary Doherty, NP, Diana Incekol, APNE, Cindy Murray, NP, Shannon Nixon, NP,
and Hassan Sibai, MD
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People, Purpose, Passion: We are passionate about supporting patients and their families through intensive outpatient chemotherapy

Developing a community of practice for student nurses interested in oncology
Presenter: Tracy L. Powell BScN, RN, MN
Bachelor of Nursing and Midwifery - Faculty of Health, Community and Education
6 October 2015

28th Annual CANO Conference, Toronto, ON

PROBLEM/BACKGROUND
IDENTIFICATION OF A NEED
At the local and national level, oncology settings and oncology nursing groups have expressed a keen
interest in providing exposure to oncology and cancer care to nursing students both at the undergraduate
and graduate levels.
Nursing educator/professor observations:
a) Nursing students exposure to oncology and cancer care is often informal within their nursing education.
b) Students commonly ask questions and inquire about learning more regarding oncology and cancer care
c) Individuals and family members who experienced cancer express a keen interest in ‘telling their story’ to
students.
Following consultation with the local Canadian Association of Nurses in Oncology (CANO) chapter and
practicing oncology nurses at the local cancer centre in Calgary, Students Interested in Oncology Nursing
(SION) was developed as part of a Future Leadership Expansion (FLEx) project in the Bachelor of Nursing
program at Mount Royal University (MRU).

ENGAGING CONNECTIONS
Education Sessions:
6 education sessions have been facilitated since Spring 2013. Sessions have included: Young Adults with
Cancer, Breast Cancer Update, Emotional Needs of Lung Cancer Patients and Survivorship and QOL in
CLL patients. Sessions are also sometimes combined with local chapter of CANO (ONIGA).
Attendance has ranged from 6-30 students *
Each session has been comprised of an RN/student AND each session has at least 1 individual who
speaks about their cancer experience and answers questions posed by the students/participants.

Social Media:

STUDENTS INTERESTED IN ONCOLOGY NURSING (SION)
There is an understanding that interest and a passion for oncology nursing can begin as a result of: i) life
experience; ii) from exposure to cancer care during clinical placements; as well as, iii) through mentorship
opportunities while in undergraduate studies.
SION is an interest group for nursing students who have a passion for oncology nursing.
SION provides opportunities for nursing students in leadership and knowledge acquisition.
No specific clinical experience in oncology is required to join SION.

Mission Statement:
To develop leaders among nursing students who have a special interest in oncology nursing.

Vision:
As future Registered Nurses, nursing students are in an optimal position to develop a passion for, and
become leaders in, cancer care. This group is comprised of students who want to become more aware of
the specialized body of knowledge and skills required to provide quality oncology nursing care. Knowledge
and information exchange occurs through education sessions and social media connections. SION is also a
location where resources and supports can be obtained. There is an understanding that the experiences of
cancer patients and their families are best understood through stories. These stories can then better inform
the care that nursing students provide in the area of cancer care.

116 members on the SION Facebook site (closed site)
Site allows for members to post links to research articles, news articles, events, City Council events/policy
initiatives and oncology nursing news (including conferences and calls for abstracts) *
Members include current students and alumni/RN.
* Represents less than ideal areas of active engagement by members.

FUTURE CONSIDERATIONS
Continue to encourage membership of nursing students at MRU and other nursing education institutions in
and outside of Calgary.
Continue with education sessions and encourage attendance.
Intentionally focus on 4th year nursing students to develop, facilitate and present on oncology related topics
for Flex projects.
Research the type and overall impact of exposure to oncology in undergraduate nursing programs and a
student’s intention of pursuing their career in cancer care.
Continue to advocate for an oncology course at MRU.

KEY REFERENCES
Abbott, L. (2011). Rotation placements helps students’ understanding of intensive care. Nursing Children and Young People, 23 (6), 20-23.
Komprood, S.R. (2013). Nursing student attitudes toward oncology nursing: An evidence-based literature review. Clinical Journal of Oncology Nursing, 17 (1), E21-28.
Lapidus-Grahan, J. (2012). The lived experience of participation in student nursing association and leadership behaviours: A phenomenology study, Journal of the New York State Nurses
Association, 43(1), 4-12.
White, J. (1999). The impact of clinical experiences during preregistration diploma in nursing courses on initial career choice. Journal of Nursing Management, 7, 157-165.
Wiernikowski, J. and Chapman, K. (n.d.) Adult Cancer Survivorship: A Self-Learning Resource for Nurses. Retrieved on August 2, 2014 from
http://www.cano-acio.ca/~ASSETS/DOCUMENT/CANO_Survivorship%20Module__.pdf

A PLEDGE OF SAFETY FOR OUR PATIENTS
FOR MORE INFORMATION CONTACT:
Corrin Primeau RN, BA, BScN, CON(C)
Clinical Practice Coordinator| Inpatient Oncology
Windsor Regional Hospital
corrin_primeau@wrh.on.ca
519.254.5577 ext. 52703

THE NEED FOR A SAFETY PLEDGE:
•
•
•

Despite interventions there were still issues related to patient falls, medication errors and
hospital acquired infections.
Nurses were inconsistently applying safety measures in an effort to keep patients safe.
Practices were “hit or miss” and not integrated as part of a safety culture.

AIM:
The Safety Pledge was developed to maximize patient engagement, create accountability, and reduce adverse events.

PROJECT DESIGN and STRATEGIES FOR CHANGE:
The Safety Pledge was designed as a strategy for change because:
1. It declares expectations for practice (which are all consistent with College Standards and our organizational policies).
2. It’s simple (1-2 minutes).
3. It’s scripted, yet allows for creativity (put your own spin on it, yet hit all the high points).
4. It is consistent with the organization’s focus on transparency. It lays out expectations.
5. It encourages patient engagement by asking patients to remind the nurse if he/she forgets anything that they have promised.
6. It allows for accountability. Unit leaders can engage in conversations with patients and ask them if their nurse pledged the promise of safety.
7. Most importantly, it creates consistency. The first thing the nurse does when he/she enters the room is an introduction followed by the pledge. It becomes
automatic/engrained.

CHANGES AND IMPROVEMENTS:
•
•
•
•
•

There is positive feedback from patients and families.
Patients and families like the pictures since they can recognize the nurse who is responsible for their care.
New physicians know who is caring for their patients.
Other disciplines i.e. porters know who is caring for which patient.
Clear expectations leads to accountability.

DATA AND THE IMPACT:
•
•
•
•
•

Preliminary data indicates a positive improvement in safety indicators.
Data will continue to be tracked and results monitored for longer term success.
Positive feedback from patients and families.
Consistent messaging.
Clear expectations leads to accountability.
*Increase in reporting initiative implemented

SUSTAINABILITY PLAN:
•
•
•
•
•
•
•
•

Continue with leadership rounding
Provide staff with examples of positive feedback from patients and families
Routinely speak of the Safety Pledge at staff meetings
Identify champions to roll out the safety initiative to other units
Include compliance as part of staff evaluations
Provide positive feedback to staff when they have hung their picture and shared the pledge with their patients
Share post implementation data with staff
Link initiative to corporate 2 X 4 project – two patient identifiers and 4 moments of hand hygiene

LESSONS LEARNED:
•
•
•
•

Failure to hold staff accountable leads to drift.
Staff thrive on positive feedback.
Staff engagement is key to sustainability.
Some staff were resistant to having their pictures posted and alternative strategies were developed.

AUTHORS:
C. Clarke, M . Lot, M . Hack

When you make a promise you have created a
small sanctuary of trust within the
jungle of unpredictability
– Lewis B . Smedes

Experience Evaluation of a Breathing Wellness Program at a Regional Cancer Center
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Background	
  
v

v
v

v

Results	
  

Dyspnea is a subjective experience of breathing discomfort that derives
from interactions among physiological, psychological, social and
environmental factors.1
~70% of patients with advanced cancer experience

Table 1. Baseline characteristics of study participants (n=6)

dyspnea2

Dyspnea is reported as one of the primary reasons for emergency visits in
advanced stages of cancer3
A combination of both medical and non-pharmacological treatments are
most effective in providing relief4,5

v

The Peel Regional Cancer Center Breathing Wellness Program (BWP) was
implemented in 2011 to guide participants through breathing and coping
strategies

•

Age	
  

Gender	
  

Diagnosis	
  	
  

PaAent	
  001	
  

72	
  

Female	
  

Lung	
  Cancer	
  

PaAent	
  002	
  

75	
  

Male	
  

Lung	
  Cancer	
  

PaAent	
  003	
  

55	
  

Female	
  

MetastaAc	
  Breast	
  Cancer	
  

PaAent	
  004	
  

55	
  

Female	
  

Lung	
  Cancer	
  

PaAent	
  005	
  

60	
  

Female	
  

MetastaAc	
  Breast	
  Cancer	
  

PaAent	
  006	
  

69	
  

Female	
  

MetastaAc	
  Breast	
  Cancer	
  

Theme	
  Flow	
  Diagrams	
  
a)

v

Discussion	
  

List of recommendations for program improvement:
1. Increase class participant recruitment
2. Run classes with at least 4 participants
3. Place more emphasis on gentle relaxation and respiratory muscle building
exercises

Examples:	
  

4. Play the instructional CD during the class so patients can realize its value
and use it more at home

Patient 005 [Confidence]
“I found it very helpful because in the beginning
I was very panicky and nervous but now I am a
little more confident because I have this exercise
and I can catch my breath easily”

5. Spend more time actively performing exercises with patients
6. Allocate time to strategies specific for smokers

Lacking a formal evaluation, the impact of the BWP on a patient’s ability to
self manage and cope with dyspnea is currently unknown

7. Give more time to discussing mental health & well-being

b)

v To understand cancer patients experience managing shortness of
breath one month after attending a BWP and, based upon this,
recommend areas for program improvement

Qualitative Research Study Design
1. Recruitment: patients (n=6) recruited from the BWP at the Peel Regional
Cancer.
2. Data Collection: semi-structured phone interviews were completed and
transcribed
3. Data Management: files were stored on an encrypted computer with a
secure network
4. Data Analysis: six phase thematic analysis was conducted
5. Primary outcomes:
I. Patient experience attending the BWP
II. Whether patients benefited from attending
III. Strategies patients continue to utilize

	
  

8. Avoid didactic teaching style and make program more interactive
Pa#ent	
  003	
  [Eﬀec#ve	
  BWP	
  exercises]	
  
“I	
  do	
  these	
  [breathing	
  recovery	
  posi5ons]	
  when	
  I	
  
come	
  up	
  the	
  steps.	
  That	
  helps	
  when	
  I	
  come	
  up	
  each	
  
step”	
  

ObjecDve	
  

Methods	
  

After reviewing transcripts four major themes (and several sub-themes)
emerged from the data: 1) Emotional well-being, 2) Shortness of breath
management, 3) Limitations, and 4) Program recommendations

9. Provide alternatives for exercises patients find difficult to complete

Conclusion	
  
c)

d)

Pa#ent	
  002:	
  [Engagement]	
  
“More	
  class	
  par5cipa5on	
  would	
  be	
  great,	
  and	
  
making	
  it	
  more	
  interac5ve.	
  	
  BeBer	
  doing	
  it	
  yourself	
  
than	
  watching	
  the	
  instructor”	
  

•

The BWP has a positive impact on the emotional well-being and breathing
management of cancer patients with dyspnea.

•

Areas of improvement for the BWP can be targeted to efficiently improve
patient experience and potentially reduce further episodes of dyspnea
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Patient 005 [Exercise Difficulty]
“I only do one exercise because the other
exercises I find difficult to do”
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Figure 1. Four major themes (and examples) uncovered during the patient interview process about experience with the BWP: a)
Emotional well-being, b) Shortness of breath (SOB) Management, c) Recommended improvements, and d) Limitations
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Promoting professional development through the initiation of a hematology/BMT special interest group
Cherie C. Severson RN, MN, CON(C), BMTCN.
TBCC, Calgary, Alberta.

Background Information: Professional development is a requirement for Registered Nurses by provincial regulatory bodies, certification
associations, healthcare leaders, educators and colleagues. Connecting through an online special interest group (SIG) allows RNs to
network, share, expertise, ignite passion in the specialty and further improve on research, education, leadership and clinical practice.
Method: An online Hematology/BMT SIG has been developed on the Canadian Association of Nurses in Oncology (CANO) website to
promote professional development and spark interest in the specialty of hematology and blood and marrow transplant (BMT). The SIG
was advertised in the Canadian Oncology Nursing Journal (CONJ). An online needs survey was conducted. Narratives have been
developed to allow novice to expert nurses to increase their knowledge related to hematology and BMT. Each narrative poses questions to
foster critical thinking and salience. Unique articles of interest are posted to expand available literature to the members. An events page is
available to advertise dinner meetings or conferences. A quarterly newsletter is created highlighting events and issues in hematology and
BMT. The newsletter is available to both CANO and Canadian Blood and Marrow Transplant Group (CBMTG) members. Plans for a
blog and webinars have been discussed. Results: Members of the Hematology/BMT SIG have expressed interest in discussing issues
related to research, education, leadership and clinical practice. An online survey monkey indicates 80% of the respondents wish to
increase their awareness of upcoming events in the specialty. Subjective data indicate novice and expert nurses are faced with challenges in
professional development. Themes identified include lack of knowledge, time, support for furthering their education and difficulty with
role delineation. Baseline membership has increased 10 times in addition to another 50 potential members expressing interest.
Conclusion: The developing online Hematology/BMT SIG is an opportunity for RNs to network, ignite passion, share knowledge and
express concerns related to leadership, research, education and clinical practice.

The role of biosimilar GCSF (Zarzio) for progenitor cell mobilization and the treatment of therapy induced neutropenia in a
hematopoietic stem cell transplant setting.
Cherie C. Severson RN, MN, CON(C), BMTCN
TBCC, Calgary Alberta
Background Information: Neupogen is used to mobilize peripheral blood stem cells (PBSC) and treat therapy induced neutropenia in hematopoietic cell transplant (HCT)
settings. A more cost effective biosimilar GCSF (Zarzio) is in use in Europe since 2009 and is now approved in the USA for all 5 indications as Neupogen. These 5 indications
include patients with cancer who are receiving myelosuppressive or myeloablative chemotherapy, patients with acute myeloid leukemia receiving induction or consolidation
chemotherapy, patients with cancer undergoing blood and marrow transplantation, patients undergoing autologous peripheral blood progenitor cell collection and therapy and
those with severe neutropenia. Thesis: Zarzio is reported as safe, equally efficacious and more cost effective than its originator GCSF (Neupogen). Summary: Schmitt et al.
reviewed 23 published studies on the use of biosimilar GCSF for mobilization in autologous and allogeneic HCT (17; 6 respectively). 904 patients with hematologic malignancies
and healthy donors underwent mobilization using a biosimilar GCSF. The median CD34+ count is 3-10.2 x 106/kg (range 1-23x106/kg). Median number of apheresis collection is
1 with few 2nd and 3rd collections. Median time to ANC (>0.5G/L) and PLT engraftment (>20G/L) is 11-15 (range 7-23) and 12-14 days (d) (range 6-33d) respectively. In
allogeneic HCT, ANC engraftment is similar but median PLT recovery is 25d (range 0-33d). The SE profile is comparable (H/A, bone and muscle pain, flu like symptoms and mild
fever). Schmitt et al. report biosimilar GCSF is safe and as effective as Neupogen. The authors report the EBMTA does not recommend biosimilar GCSF use in healthy donors.
Bassi et al. performed a retrospective study with 56 auto HCT pts to assess the safety and efficacy of biosimilar GCSF starting on day 5 post HCT with BEAM conditioning
chemotherapy. Median number of days biosimilar GCSF was administered is 7 (range 4-9d). Median CD34+ cells infused is 2.2-7.76X106/kg. Median time to ANC and PLT
recovery is 10d (range 8-11d) and 12d (range 8-23d) respectively. Again the SE profile is comparable with some febrile neutropenia reported. The cost of Zarzio is $13.50/vial
USD compared to $96.65/vial USD for Neupogen. Aapro et al. report across European G5 countries the cost (converted from EUROs) incurred for one patient during one cycle of
treatment 1-14d for Neupogen 300ug is $169.52/d CDN to $2373.40/14d CDN vs. Zarzio 300ug $126.27/d CDN to $1767.80/14d CDN. Conclusion: The use of Zarzio in
autologous HCT is safe, comparable, equally efficacious and more cost effective than Neupogen.

Cost of Zarzio vs. Neupogen

Authors

Scottish Medicines
Consortium, 2011 *

Ianotto et al., 2012

Lefrere et al., 2011

€95.45/1day- €1336.46/14d

€10.85/13.50 USD/one vial
Mean cost per pt for one total
treatment=€76.22 (USD=95)

£3,442/course*

127 €/pt in lymphoma 140€/
pt in myeloma
127€/pt vs. 42838€ total cost
of transplant in lymphoma

95€/300ug dose
150€/480ug dose

€128.16/1day- €1794.30/14d

€77.53/96.65 USD/one vial
Mean cost per patient not
reported

£3,047/course*

617€/pt in lymphoma 564€/pt
in myeloma
140€/pt vs. 32894€ total cost
of transplant in myeloma.

119€/300ug dose
187€/480ug dose

Aapro et al, 2011

Bassi et al, 2015

Zarzio (300ug SC)

Neupogen (300ugSC)

€=Euro; USD= United States Dollar; pt=patient; *One course=10d/tx and 5 cycles/course

Pan-Canadian Oncology Symptom Triage and
Remote Support (COSTaRS) Project
www.ktcanada.ohri.ca/costars
Dawn Stacey1,2, Meg Carley2, Myriam Skrutkowski3, Barbara Ballantyne4, Brenda Sabo5, for the Pan-Canadian Oncology Symptom Triage and Remote Support (COSTaRS) Team
1.University of Ottawa, ON; 2. Ottawa Hospital Research Institute, ON; 3. McGill University Health Centre, Montreal, QC; 4. Health Sciences North, Sudbury, ON; 5. Dalhousie University, Halifax, NS.
METHODS
BACKGROUND
PURPOSE
The COSTaRS team used the CAN- To build an effective and sustainable approach for implementing evidence-informed
Design: Comparative case study with mixed methods, guided by the Knowledge to Action Framework
IMPLEMENT(c) methodology to
protocols for nurses to use when providing remote symptom support for patients
Setting: 3 ambulatory oncology programs in different Canadian provinces
develop 13 validated protocols for
undergoing cancer treatments. Specific objectives:
Data collection: Knowledge user teams: a) assessed factors influencing nurses using protocols; b)
cancer treatment-related symptoms. - Assess barriers influencing nurses’ use of protocols for remote symptom support;
adapted protocols for local use; c) intervened to address barriers; d) evaluated protocol use (chart
Protocols were informed by clinical
audit); e) monitored changes in barriers (repeat focus groups, surveys)
- Adapt symptom protocols for local use, design implementation strategies, and
practice guidelines and formatted to
Analysis: Case study descriptive analysis. Barriers were identified using thematic analysis guided by
implement;
narrow the know-do gap.
- Monitor use and evaluate outcomes of using symptom protocols for remote support. the Ottawa Model of Research Use and triangulated with survey findings within and across settings
RESULTS

Implementation of guideline-informed telephone support protocols for managing cancer
treatment-related symptoms: the COSTaRS mixed methods study

Sites
2 3






CIHR Logo Usage Guidelines

Document Document
Clerk
Protocol
Training
role
on existing on protocol
attached to
workform
form
clarified
message
shops
Sites
Sites
Sites
Sites
Sites
1 2 3 1 2 3 1 2 3 1 2 3 1 2 3

  
  
  
  
  



   



   




  
 


Lignes directrices sur le logo des IRSC

Booster Pocket
Colour
coded
sessions/ guides
huddles
posters
Sites
Sites
Sites
1 2 3 1 2 3 1 2 3














Extra
forms
Sites
1 2 3




    
    
  
 





It’s important to read the f ollowing caref ully .
Lisez attentiv ement ce qui suit.
All guidelines must be f ollowed if y ou are to be allowed to use the Canadian
Si on v ous accorde la permission d’utiliser le logo des Instituts de
Institutes of Health Research (CIHR)’s logo.
recherche en santé du Canada (IRSC), v ous dev ez respecter toutes les
lignes directrices.
! "#$ %&'& ()* +&, -$ ./$0 &+ )+* (),$12)% ,#), 2+312+'$/ &+ ,#$
intellectual property of CIHR or other rights, or that disobey s any
municipal, prov incial, f ederal, or international law.
! "#$ %&'& ()* +$4$1 -$ ./$0 2+ )+* 5)* ,#), 5&.%0 0$3)($ 6789:

! I$ %&'& +$ ;$., ;)/ J,1$ .,2%2/K /.1 .+ $(;%)<$($+, L.2 ;&1,$
atteinte à la propriété intellectuelle des IRSC ou à d’autres droits,
ou qui contrev ient à des lois municipales, prov inciales, f édérales ou
internationales.

! "#$ %&'& (./, +&, -$ 02/,&1,$0 2+ ;$1/;$<,24$ &1 );;$)1)+<$= &1
changed in any manner whatsoev er.

! I$ %&'& +$ ;$., ;)/ J,1$ .,2%2/K 0$ 3)M&+ N +.21$ N %) 1K;.,),2&+ 0$/
IRSC.

! "#$ %&'& ()* &+%* -$ ./$0 &+ >$- ;)'$/ ,#), ()?$ )<<.1),$
ref erences to CIHR, and must be display ed on the same page as the
1$3$1$+<$: "#$ >$- ;)'$ /#&.%0 -$ /$, .; /& ,#), 2, 2/ <%$)1 ,& ,#$
42$5$1 ,#), ,#$ >$- ;)'$ 2/ ,#$ <&(;)+*@/ >$- ;)'$ )+0 +&, ,#), &3
6789: 7+ ;)1,2<.%)1= &+ )+* >$- ;)'$ &+ 5#2<# 2, ./$/ ,#$ %&'&= ,#$
company must also display , in the primary and more prominent
;&/2,2&+= 2,/ &5+ >$- ;)'$ ,2,%$= ,1)0$()1?/= )+0 %&'&/:

! I) ;$1/;$<,24$ &. %@);;)1$+<$ 0. %&'& +$ ;$., ;)/ J,1$ (&0232K$ &.
changée en aucune manière.

Use of protocols by 75% of
remote symptom support calls
Change in barriers to nurses
using protocols

Protocol use -chart audit
Protocol use - survey self-report
Baseline: Focus groups/interviews (nurses, patients/family), Nurse Survey
Post: Focus group with nurses at site 1, Nurse Survey
Reached eligible nurses
Satisfied with training
Improved confidence: symptom management/protocol use

! I$ %&'& ;$., /$.%$($+, J,1$ .,2%2/K /.1 %$/ ;)'$/ >$- L.2 3&+,
$B;1$//K($+, 1K3K1$+<$ ).B 79O6 $, 2% 0&2, J,1$ )332<#K /.1 %) (J($
;)'$ L.$ %) 1K3K1$+<$: I) ;)'$ >$- 0&2, J,1$ 02/;&/K$ 0$ 3)M&+ N <$
que ce soit év ident pour la personne qui la regarde qu’il s’agit de la
;)'$ >$- 0$ %@$+,1$;12/$ $, +&+ 0$ <$%%$ 0$/ 79O6: -D%./ ;)1,2<.
%2P1$($+,= /.1 %$/ ;)'$/ >$- &Q $%%$ .,2%2/$ %$ %&'&= ;$. 2(;&1,$ %)
page, l’entreprise doit également af f icher, en premier plan et de
3)M&+ ;%./ K420$+,$= %$ ,2,1$ 0$ /) ;)'$ >$-= /$/ ()1L.$/ 0$
CIHR reserv es the right to withdraw permission to display its logo, and may commerce et ses logos.
request any party that has prev iously been granted permission to change or
discontinue any use of the logo.
! O.1 %$ >$-= %$ %&'& 0&2, ,&.R&.1/ )4&21 .+ %2$+ )<,23 L.2 1$+4&2$ N %)
;)'$ 0@)<<.$2% 0$/ 79O6 0&+, %@)01$//$ $/,ST #,,;TUU555:<2#1
"#$ 6789 %&'& ()* +$4$1 -$ ./$0 $B<$;, 2+ )<<&10)+<$ 52,# 5#), 2/
irsc.gc.ca.
outlined abov e.
Les IRSC se réserv ent le droit de retirer la permission d’af f icher le logo et
;$.4$+, 0$()+0$1 N +@2(;&1,$ L.$%%$ ;)1,2$ N L.2 2%/ &+, 0KRN )<<&10K
l’autorisation de le f aire, de modif ier son utilisation du logo ou d’y
renoncer.
! A+ ,#$ >$-= ,#$ %&'& (./, 1$,)2+ )+ )<,24$ %2+? ,& 6789@/ #&($;)'$
at http://www.cihr-irsc.gc.ca/.

Trained all nurses who provide
remote support

CONCLUSIONS
• Using a systematic process, interventions resulted in some use of the protocols on charts (11-47%) or self report (67-82%).
• Nurses were satisfied and felt more confident using the protocols after attending training workshops.
• Further interventions are required to address remaining barriers and support protocol use.
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Results

- Health records approval and institutional logo (2/3 sites)
- Added more documentation space (2/3 sites)
- Created pocket guide versions (3/3 sites)
- Triage calls for efficient use of nurses time (1/3 sites)
- Attach protocol to telephone messages (2/3 sites)
- 30-45 minute training session using COSTaRS protocols
- Reinforcement sessions with nurses as needed
- 1-2 times/week issues discussed during morning “huddles”
- Added to new staff orientation

1


Measure/indicator

Protocols
adapted by
(examples):
Clerk role
clarified by:
Training,
Booster
sessions,
Huddles

Factors
Not enough space for comments
Not enough or missing info
Order of components
Not self-evident how to complete
Learning curve to use protocols
Lack of flexibility
Lack of awareness of protocols
Lack of clear mandate
Easy access to the protocols
Provide education/ training
Lack of time, high workload
Service inefficiencies
Outcome Goals

Description of implementation interventions

Implementation interventions Protocols
adapted
mapped onto barriers to
using the COSTaRS protocols

Protocol

Site 3

Nurse

Site 2

Organization

Site 1

Main centre + 1
Two main
Main centre + 14
outreach site
outreach sites
centres
#nurses provide
~25
~16
~35
remote support
(Main Centre)
(Main Centre)
Model
Primary nurse
Primary nurse
Primary nurse
Provision of remote support
Mode
Telephone only Telephone only Telephone only
Hours
Daytime (M-F)
Daytime (M-F)
Daytime (M-F)
Patients call
Message line
Nurse directly
Message line
Documentation
Paper
Paper
Paper
Symptom protocols
Previous training
No
Yes
No
For triaging calls
3%
50%
39%

Study
Outcomes

Characteristics
Setting

11%, 32%, 47%
79%, 67%, 82%
Barriers identified
Mixed changes
90%
94% recommend
p<0.01
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Transitions to breast cancer survivorship:
Generating knowledge & support via reflective writing
Roanne Thomas, Wendy Gifford, Chad Hammond
University of Ottawa
RATIONALE
•

Psychosocial needs may arise from long-term physical challenges
(e.g., lymphedema)
Difficult for women to find resources post-treatment to address
emotional issues left unexamined

•

Post-treatment involves critical transitions
Few community-based interventions to support women

METHODS




Partnered w. professional writer to develop workshops & guide
Intervention delivered to 11 breast cancer survivors in Ottawa
Compressed format (14 hours over 2 days)

Embodied approach to writing
Collage activity

Balancing Self-Care with Other Needs

WORKSHOP EVALUATIONS
What did you like best?
•
•
•

Now I’m back at work & everything is getting really busy again.
I think I’ve got to find an outlet…something to manage my
stress. Because I don’t want to go back to that really busy life.

PARTICIPANTS
Ages 43-75
6 mos. – 9 yrs. post-diagnosis
Completed average of 11 journal entries (6-17) with average of
23 pages (13-41)
11/12 completed and shared collages
8/12 had previously discussed breast cancer experiences in
groups and/or with health professionals

I see through my tears – a sky of seagulls, a few clouds…can I
take this moment with me? I don’t want to lose me. I don’t
want to be lost…my big fear is that I might die.

•
•

•

•

Writing helps bring out deep rooted feelings. Buried thoughts
come to the surface & are shared/released
How writing in this way can bring me in touch with me
emotions, bring out emotions I haven't expressed. Underlined
that cancer is a life-changing, continued experience
The word "Cancer" is just that - a word. I truly believe it has
lost its power. Thank you for that
That writing & journal keeping can be an important therapy
tool
While the physical journey of breast cancer is so varied, the
emotions & fears are so consistent

Overall, did you enjoy the workshops?
•
•
•

CONCLUSIONS

Opportunities to meet others on cancer journey (n=6)
Writing exercises & learning different styles of writing (n=5)
Learning to tap into unrecognized thought patterns

What did you learn?

•

Qualitative & quantitative data:
Workshop transcripts
Copies of written journals
Surveys
Telephone interviews

•
•

I decided I was going to journal during my treatment…I think I
did it twice and that was it! My focus was always on the physical
aspect. And, now that it’s finished, I’m an emotional wreck.

Self-care was recognized as important, but participants felt it was
challenging to allow themselves time to engage in healthy practices.

Workshops:

•
•
•

Safe Space for “Negative” Emotions
Participants felt they needed to protect themselves &/or family
members from negative emotions during treatment. Writing &
workshops provided safe spaces to explore these emotions.

•

Participants showed there are significant gaps in psychosocial care
Community & arts-based programs can cost-effectively provide safe spaces
to support personally defined, meaningful transitions
during breast cancer survivorship

For more information, visit www.roannethomas.ca
This research was undertaken, in part, thanks to funding from the Canada Research Chairs program

Absolutely. More importantly, they have given me a new
insight into how I deal with this episode in my life
Yes, essential for breast cancer care
Absolutely. It has been a huge comfort (& inspiration) to me to
meet this wonderful group of women.
Absolutely! Wish it would carry on!

Clinic Checklist

Patient / Caregiver Eligibility Criteria
Dose – Adjusted R- EPOCH (DA-R-EPOCH)

•
•
•
•
•
•
•
•
•
•

•
•

•

•
•
•
•
•
•

Current weight entered in Aria prior to each cycle of
chemotherapy.
Baseline Hepatitis B, Hepatitis C and HIV screening test done
and results reviewed.
Ensure patient is booked for PICC line or tunneled catheter.
Patient suitability and eligibility for ambulatory pump reviewed.
Consent for treatment completed and scanned into Aria.
Physician completes pre-printed order set, out-patient
prescriptions and filgrastim orders.
Pharmacare & Home Cancer Drug Program applications
completed & submitted.
Patient is given outpatient prescriptions for supportive care.
Contact pharmacy (787-1902) to inform them of start date for
cycle #1 to ensure pump is secured for patient.
Ensure patient is booked at 24 hour periods beginning day 1 to
day 5 in the Treatment Room. Contact CRN (or designate) to
schedule a “pre-review of CADD Solis Pump and Regimen
teaching”.
Patient is booked for twice weekly CBC, type and screen and RN
assessment while on treatment.
Patient is booked to see physician prior to each cycle of
chemotherapy with CBC, full biochemistry results.
Ensure patient is booked for filgrastim injections and teaching to
start on day 8. If patient or caregiver is not able to administer
injections, home care will be consulted. Consult must include
physician orders with start date and total number of doses for
each cycle.
If the patient is diabetic, Endocrine consult is initiated.
Intrathecal treatments booked as per physician order checklist.
Urgent Cancer Care, Cancer Helpline and after-hours physician
support contact information provided.
Base-line MUGA/ECHO scan booked. Subsequent scan booked
after cycle #4.
Patient information sheet and medication calendar to be given
to patient.
Patient is booked for weekly PICC dressing changes.

•

Patient / caregiver must be able to read, write, speak and understand
English.

•

Patient / caregiver must have a telephone.

•

Patient / caregiver must be willing to attend an education session to
review the chemotherapy regimen, spill kit instructions, cytotoxic
precautions, self-care management, self-disconnection procedure and
reverse demonstration. The caregiver must be informed that the
medication infusion is cytotoxic and may be harmful to the caregiver’s
health.

•

Patient/ caregiver must have the visual acuity and dexterity to perform
the skill of disconnection and flushing the line.

•

Patient / caregiver must be able to identify different scenarios when
they would seek assistance for problems with the pump, disconnection
process or patient adverse events.

Article Supporting Regimen

CADD Solis VIP Competency Checklist

Patient Information for DoseAdjusted R-EPOCH regimen

Low-Intensity Therapy in Adults with Burkitt’s Lymphoma
Conclusions:
Low-intensity EPOCH-R–based treatment
was highly effective in adults with sporadic or immunodeficiencyassociated Burkitt’s lymphoma.
(Funded by the National Cancer Institute; ClinicalTrials.gov
numbers, NCT00001337 and NCT00006436.)
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