Care Pathways; a Holistic Approach to the Care
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Medical Oncologist

Chooses the best systemic protocol and monitors patient throughout their treatment and may also be assessed by the
Nurse Practitioner or GPO during this time.

Radiation Oncologist

Determines the treatment plan. The Physicists work closely with the doctor to develop this plan. Many referrals made at
new patient consult i.e. SMC, dietitian, dentist, community nursing and PFC.

ST Patient Support Nurse Will see patient weekly to assess systemic side effects and reinforce teaching and side effect management.
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• Patients compromised and vulnerable due to
location of tumor
• Many patients are post-surgical
• Degree of motivation and ability to understand
goals of care
• Tumor induced cachexia
• Chewing or swallowing difficulties
• Risk for deterioration in their nutrition status
• Many patients live out of town
• Socially isolated
• Aging population
• Food insecurity or dietary quality
• Spiritual beliefs
• Difficult treatment protocols – Many dualmodality
• Limited or lack of community resources
• Alcohol or tobacco use
• Lack of general awareness

Literature Review:

Will assess patient weekly and identify areas of concerns that were not present at baseline i.e. psychosocial support,
nutrition (PEG/IV hydration), skin reactions (dressings), pain management and community nursing involvement..
Will address new and ongoing financial and emotional concerns, assist patient with lodging, return to work and disability
forms. Workshops such as mindfulness, yoga, and anxiety and exercise classes are organized regularly through this
department.
Connects with patients prior to treatment to determine baseline nutritional status, provide weekly follow-up, peg tube
teach and 2 week post treatment follow-up call.

Speech Language
Pathologist

Is available for swallowing assessment via referral from Radiation Oncologist.

Dentist

Cares for complex dental needs related to the cancer or treatments.

Pharmacist

Provides counselling services and dispensing of medications related to cancer treatment.

“A care pathway is a complex intervention for the mutual
decision-making and organization of care processes for a
well-defined group of patients during a well-defined
period.” (Vanhaecht et al., 2007)

Patient Population/Barriers:

Provides the radiation treatment according to plan.

Quality and Consistency
of Care:
• Clear direction and guidance based on
evidence, best practice and patient
expectations.
• Multidisciplinary team engagement, care
coordination and symptom management.
• Connecting the patient with the right
provider at the right time.
• Documenting, monitoring and evaluating
across the course of the treatment.
• Reduced health care costs

Increase Patient Satisfaction/
Reduce Suffering:
• Navigation of complex care system
• Pain and symptom management
• Psychosocial, financial and lodging
assistance
• Improved communication and reduced stress
• All care provided at one site
• Provides a team approach to care
• Promotes patient empowerment and
engagement
• Increased patient confidence and self
efficacy

Patient Safety: Weekly Nursing
Assessment
Patient reported symptoms - Weekly Symptom Diary
(ST)//Weekly (POSI) Prospective Outcomes and
Support Initiative (RT)
• Increases patient awareness and knowledge of
symptoms
• Treatment interventions and care are proactive
versus reactive
• Improved treatment compliance
• Engages multidisciplinary team
• Improves communication between patient and
care team
• Reinforces patient teaching and encourages selfreporting

• Multiple studies have suggested cancer patients seem to encounter many difficulties and barriers in self managing their symptoms.
• Lacking sufficient information and advice, struggling to process information, being afraid to distract doctors, believing that symptoms are an inevitable part of cancer its
treatment, and wanting to forget about the cancer. (Coolbrandt et al., 2015)
• A care plan can decrease health related distress/increase coping/ reduce anxiety, promotes self-care. (Kinnane & Thompson, 2008; Williams & Schreier, 2005)
• In recent decades there has been a growing interest in enabling people to be more actively involved than they had been previously. (Entwistle, 2012)
• Patients using a self-reporting tool resulted in improved QoL, fewer ER visits, fewer hospitalizations and longer duration of palliative therapy. (Ethan, 2016)
• More frequent/better discussions among patients and clinicians (Coolbrandt et al., 2017)
• Patient focused whereby easily understandable and continuous information is supplied is of utmost importance for cancer patients. (Voogt et al., 2005)
• The nurse is the key person in all parts of the care pathway. (Vinklund P. & Lagergren J., 2007)
• Holistic needs assessment completed at different stages of the patient’s pathway to reflect the changes of the patients’ needs. (Dempsey, L., Orr, S., Lane, S., Scott, A., 2016)
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PURPOSE:

QUALITATIVE

A two-phase, quasi-experimental, mixed methods study
was used to refine and test a theory-based hope intervention
in parents who have children with life limiting and life
threatening illnesses.

1. THE IMPORTANCE OF HOPE
“I think that since my daughter got diagnosed, hope is
something that really is important, it gets us through literally
every day and I think hope is one of the biggest differences
in that.”

BACKGROUND:
Although registered nurses in palliative care have always
supported patients through diagnosis, treatment, and
living with chronic illnesses, formalizing care and developing
interventions continue to be a key priority in improving health
outcomes. A convenient, self-administered intervention
may provide an evidence-informed tool to offer to parental
caregivers. The importance of hope for parents of children
a variety of illnesses has been described in the literature and
has provided an innovative foundation for this intervention.

METHODS:
In Phase 1, baseline parental hope, uncertainty, selfefficacy, and distress measures were collected from 15 study
participants before the hope intervention was administered.
These measures were repeated approximately two weeks
following the intervention. Follow-up qualitative, face-toface interviews were conducted with each participant to
explore their experiences.

Table 4 – Pre and post-intervention results

2. SUPPORT IN EXPLORING EMOTIONS
“It just really made me actually look within – the questions
were very specific so it made me think of you know what
were my resources, what were my supports. And the positive
thinking areas were really easy to fill out to be quite honest.”
3. SUPPORT IN IDENTIFYING THE POSITIVE
“The part that I liked the most was the three positive things
that happened in the day. I actually asked [husband] one
night I was like ‘hey, what's three good things that happened
to you today?’ and it was good to like talk about that kind
of stuff. I liked that a lot.”
4. SUGGESTED REVISIONS
“I almost wish there was a section to even think about or
pre-plan a funeral or services - grieving services - just to
prepare myself a little bit more so that everything wasn’t
rushed.”

QUANTITATIVE
Cronbach’s Alpha, Pearson Correlation Coefficient, and
within-factors MANOVA were conducted:
All measures were found to have high levels of internal
consistency.
Table 1 – Cronbach’s alpha values pre and post-intervention
Measure
HHI
PPUS
GSES
K6 Distress

PHASE 1 FINDINGS:
Demographics (N=16)
The majority of participants (68.8%, N = 11) were from an
urban area. Two (12.5%) were from a semi-urban area,
and 18.8% (N = 3) were from a rural area. The majority
of respondents were the child’s mother (N = 12) and 25%
were the child’s father (N = 4). Participants ranged in age
from 25 to 40 with a mean age of 31.00. Most participants
(93.8%, N = 15) were married or common-law while one
was divorced or separated. Childhood diagnoses included
leukemia, brain tumor, other tumors, epilepsy, congenital
heart disease, and Trisomy 18. Treatments included
chemotherapy, surgery, medication, oxygen, tube feedings,
and palliative care.

α Pre α Post
.86
.87
.91
.93
.82
.81
.83
.80

PPUS
GSES
K6 Distress

PPUS
---.48*
.57*

GSES
-----.82**

Note: * = p < .05, ** = p < .001

Table 3- Correlations between measures: Post
HHI
-.57*
.81**
-.65**

PPUS
---.69**
.27

PPUS
GSES
K6 Distress
Note: * = p < .05, ** = p < .01

PPUS
GSES
K6 Distress

Post
Statistical Information
M SD
37.38 F(1,31) = .14, p =
4.84
.715, d = .13
74.94 F(1,31) = .05, p =
19.50
.823, d = -.08
31.06 F(1,31) = .12, p =
3.38
.730, d = .12
6.13
F(1,31) = 1.67, p
4.03
= .206, d = .46

METHODS:
Phase 2 of this evaluation study is currently underway, and
involves data collection with 60 new participants over a
longer period of time (4 points over 3 to 3.5 month duration).
Participants are being randomly assigned to one of two
groups, one of which receives the intervention immediately
after Time 1, while the other receives the intervention two
weeks later. Recruitment, data collection and data analysis
are ongoing.
Demographics (N=54)
To date 54 participants have been randomized into one of
two groups that receive the KHP intervention either at Time
1 or two weeks later, at Time 2. Recruitment is currently
ongoing. Participants were both rural (48%) and urban
dwellers (40%). Six (12%) were from a semi-urban area.
The majority of respondents were the child’s mother (N =
39) and 24% were the child’s father (N = 13). Participants
ranged in age from 20 to 53 with a mean age of 32.00. Most
participants (81.5%, N = 44) were married or common-law.
Childhood diagnoses included leukemia, brain tumor, other
tumors, epilepsy, congenital heart disease, intraventricular
bleeds, stroke, Leukodystrophy, and Muscular Dystrophy.
Treatments included chemotherapy, surgery, medication,
oxygen, tube feedings, and palliative care.

LIMITATIONS AND STRENGTHS:

Statistically significant correlations were found between all
variables at pre-measurement and between all variables
except PPUS and K6 Distress at post-measurement.
Table 2 - Correlations between measures: Pre
HHI
-.51*
.74**
-.76**

HHI

Pre
M SD
38.06
5.66
73.38
19.78
31.63
5.50
8.13
4.69

GSES
-----.68**

Due to the strong correlations between variables, a
multivariate analyses of variance (MANOVA) was
conducted.

Phase 1 and Phase 2 are being used to pretest an intervention
and the research process. As such, the sample is relatively
small and somewhat homogeneous. However, the mixed
methods approach permits a broad understanding of the
feasibility and acceptability of the intervention and research
process.

CONCLUSION AND IMPLICATIONS:
Based on parental input the research process is feasible and
acceptable. The intervention was revised, given parental
input, and additional testing underway with a larger
sample. Ultimately, the intervention may support health
care providers by enhancing family care in pediatrics and
improving health outcomes for parents and children who
are affected by childhood cancer.
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Background

Ethical & Practical Issues

• Parents of children with cancer can face complex and traumatic
circumstances that lead to a complete upheaval of family life.1,2,3
• Existing research has identified common experiences such as: persistent
feelings of uncertainty, grief, loss of control, and anxiety.4,5
• Despite evidence of the challenges that many families face, some parents’
perspectives are missing from existing literature because of barriers to
research participation, including sensitivities related to their experiences and
demands on their time.6
• Therefore, innovative research can generate a more comprehensive
understandings of family life with pediatric cancer. Specifically, unobtrusive
study of parents’ online accounts can provide insight into families’ everyday
experiences, psychosocial support needs, and the meaning making process.

• The study of online accounts requires decision making about what is ethical
and practical, namely regarding consent and confidentiality. We explored
different ethical positions, along with practical concerns, asking:
Is Gaining Consent for Unobtrusive Online Research Necessary?
• YES: Some researchers believe that authors should always be informed and
asked to consent for research inclusion because their online accounts were
not produced for such purposes, especially in sensitive topic research.9, 10
• NO: Others propose that openly accessible online accounts that are not
restricted can be ethically included in research because such accounts exist
in public spaces, similar to unobtrusive observation in public places.11,12,13
Is Gaining Consent for Unobtrusive Online Research Possible?
• YES: Authors of online accounts can often be contacted via their blog page o
social media and asked for informed consent.
• NO: Some online formats might not allow private messages to be sent to
authors, and it can be invasive to post publicly or locate authors’ contact
information.

The Study

• This qualitative study explored family experiences of pediatric cancer as
shared by parents in online accounts including blogs and personal stories
shared via organizational websites in Canada.
• The aim is to improve understanding of parents’ everyday experiences of
caring for a child with cancer, and illuminate how meaning making and
coping are supported by sharing their personal narratives in online settings.

Is Ensuring Confidentiality Necessary when Publicly Available Online Content
is Included in Research?
• YES: Personal information shared publicly online should be kept private by
researchers because such accounts were not produced for research.14
• NO: Authors who share personal experiences online are aware that they are
not private, making it unnecessary to maintain confidentiality.

Methodology & Methods

• A Narrative methodology7 was used to explore the content, structure, and
audience engagement within parents’ online accounts. Holistic &
comparative analysis focused on patterns & differences in experience &
meaning-making, as well as storylines & figurative language used to narrate
personal experiences, events, & emotions.8
• A sample of pre-existing narratives was collected, which were: blogs or
personal stories on organizational websites, publicly accessible on the
Internet, & written in English in the past 10 years by a parent of a child up to
14 years of age who had received any type of cancer diagnosis & lived in
Canada.
• 6 blogs & 17 personal stories were selected which were produced by
mothers & fathers of children across the age range & with various type of
cancer diagnosis.
• Analysis involved: initial readings of narratives, memo writing, development
of a coding framework, thematic coding of narrative content, &
identification of common narrative types.

RN, PhD

How can Confidentiality be Maintained when Online Accounts are Easily
Traceable on the Internet?
• Confidentiality is possible through an analytic focus on common themes and
narrative structures. Findings can be presented as composite cases via a
‘fabrication’ approach.14 Blending the experiences of multiple individuals
can ensure participants’ privacy because exact words will not be traceable.

The Need for Ethical Flexibility

• Insights gained into the lives of families experiencing pediatric cancer can be
maximized while possible harms are minimized through ethical protections,
including: Inclusion of publicly shared, unrestricted accounts only; Effort to
gain informed consent from authors when practical; Steps to maintain
confidentiality including a ‘fabrication’ 14 approach to data representation.
Acknowledgement

This research is supported by a
Research Award from

For more information, please see: Burles, M. & Bally, J. M. G. (2018). Ethical, Practical,
and Methodological Considerations for Unobtrusive Qualitative Research About
Personal Narratives Shared on the Internet. International Journal of Qualitative
Methods, 17: 1-9.

Navigating the Patient Journey Between Health Authorities: A Process Improvement Project
Michelle Lafreniere RN BScN, K. Blashko, RN BScN, L.Cosgrave, RN BScN, M.Cyr, RN BScN, K. Hennessey, RN BScN, T. Malczewska RN BScN, K.Vaulkhard, RN BScN, MBA, T.N.Zapach RN BScN

Click to edit Master title style

Background

Process

British Columbia is experiencing increased cancer
incidence and a higher proportion of patients living with
cancer. Systemic therapy options are more diverse and
have increased in duration and complexity in response to
advancements in diagnosis and treatment development.

Recognizing that optimizing the patient cancer journey is a
shared responsibility, a multidisciplinary team of health care
providers and patient partners were formed to look at
processes.

1

Estimated New Cancer Diagnoses

British
Columbia
Vancouver
Island

2006

2016

2023

2031

17,200

26,600

31,795

39,045

--------

5,505

6,440

Prioritizing
Education

Education as a priority by theme

2

This process improvement project is part of this response
for collaboration.

•

Many leadership and key stakeholder role
changes in the last year in both health
authorities

•

Difficulty defining and capturing metrics

•

No common language- frequent
clarification of terms as they had different
meanings to each group i.e. What is a
treatment delay?

• The Patient voice lends heart and clear
intention to the process improvement work
• Start small to contain the impact and
resource demands of each change.

Team members: patient partners, inpatient team from 8
south, Royal Jubilee Hospital , Island Health Victoria and
outpatient team from BC Cancer Victoria

Objectives

 Understand and improve the linkages and
develop efficiencies between BC Cancer
and 8 South
 Reduce the process errors that negatively
impact patient length of patient stay
 Create a standardized process for inpatient
chemotherapy delivery
 Improve the patient and staff experience of
the care provided between health
authorities

Approach
The Integrated Cancer Control Program for British
Columbia; a cross sector cancer policy discussion paper,
identifies a need for greater coordination and planning
between authorities delivering cancer care provincially
and regionally. This coordination of care needs to take
place across the cancer care continuum.

Momentum was difficult to maintain
between meetings with competing priorities

Learnings

There are presently over 200,000 cancer survivors in BC

BC Health Authorities

•

Process Improvement Team

7,700

BC Cancer provides a provincial cancer control program
that plans, coordinates and evaluates cancer care with the
health authorities. Island Health is the regional health
authority on Vancouver Island, responsible for delivery of
all inpatient chemotherapy with referrals originating from
BC Cancer-Victoria. Patients frequently cross sites for
care, yet there has not been consistent standardization or
clarity of processes between health authorities. This has
resulted in inefficiencies of both human and physical
resources, negatively impacting the patient experience by
causing frequent treatment delays, longer hospital stays,
and inconsistent patient education.

Challenges:

A series of workshops that mapped out current state issues.
Patients described their experience. Analyzing issues
resulted in identifying key priorities divided into process
areas, themes and waste.
A key role for clinical nurse educators was identified in
working on improvement of existing processes and
resources in relation to patient and nurse education. This led
to a smaller working group of frontline nurses, nurse
educators, and clinical nurse leaders to identify priorities.

• What we thought would be “quick wins”
turned into projects due to impact on
multiple groups
Education as a priority by process

• Cultivating cross site relationships lends
understanding and respect for our
individual challenges.
• This work will be ongoing

Successes:

Next Steps

 There was a creation of a care plan for
admitted patients receiving chemotherapy

• Re-establishing momentum in the group

 Inpatient unit adopted the PreChemotherapy Nursing Assessment Record
used at BC Cancer to track and grade
symptoms and guide interventions
 Shared access to the Cancer Agency
Information System (CAIS) for patient
information
 A pre-chemotherapy task checklist
 Shared group chemotherapy teaching
resource
 BC Cancer website patient information
handout

1.BC Cancer Registry, PEOPLE 2017 BC Stats 02Jan2018 2. Cancer Policy Paper 2016, BC Cancer

• Re-establishing priorities
• Continuing to identify and track appropriate
and standard metrics to establish if
changes have improved patient and staff
experience
• Patient and staff surveys to determine
satisfaction of changes made
• Looking to improve more processes
between sites
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Symptom Management
Cancer and treatment related symptoms are experienced by the majority of cancer patients. Not only are
symptoms distressing for patients and negatively impact their quality of life, they also can result in treatment
delays and increased rates of hospitalization.

Ongoing professional development resources help nurses build specialized
oncology knowledge and skills to support and anticipate symptoms a patient
may experience as a result of their cancer site or treatment modality.

Oncology nurses, in collaboration with the inter-professional team, play a key role in symptom assessment
and management. BC Cancer professional Practice Nursing recognizes the need to ensure that nurses are
supported with education and resources from orientation, to practice, to ongoing professional development.
Supporting across the professional development trajectory helps build knowledge and competency in the
foundational components of oncology nursing, including symptom assessment and management.
This poster provides an overview of the ways in which symptom
assessment and management has been integrated within a variety of
education and practice resources. These resources are closely linked
and designed to increase skill, knowledge and confidence within the
oncology nurse supporting the care needs of cancer patients.

Professional Development
Resources

Practice Resources
Symptom Management Guidelines (SMG)

Orientation
On average, 80-85% of newly employed nurses at BC are new to oncology nursing. While they may
have cared for cancer patients in a variety of different environments, they often have little to no
experience in comprehensive assessment and management of cancer or treatment related symptoms
and side effects such as fatigue. The orientation program is designed to reflect the demographics of
newly hired nurses and to provide an overview of key foundational areas of oncology nursing care.

Case-Based Learning - Orientation
Case-based learning helps nurses develop assessment skills, consider possible interventions and gain
familiarity with available resources to support patient experiencing symptoms and side effects. The
workshop incorporates a variety of symptoms to support learning for new and experienced oncology
nurses. The design and the depth of the scenarios helps to explore the complexities of symptom
experience in cancer in a holistic manner. For example, nurses are encouraged to consider a pain
assessment to include not only the intensity and quality of the pain, but also the patient’s understanding
of the origin or cause of the pain as it may uncover underlying anxieties and worries of the pain being a
sign of disease progression or metastasis. The workshop also includes scenarios that highlight the
nuances of symptom assessment and management by telephone; which may be a potentially new and
unique nursing practice area and common within many ambulatory oncology centers.

Evaluation Data - Orientation
Evaluation data reveals that the symptom assessment and management workshop is the highest
ranked component of orientation. 95% of newly hired nurses have found the workshop to be useful or
very useful. The case-based learning strategy was seen as a valuable tool to reflect and strengthen
assessment skills, even amongst nurses with many years of experience

The BC Cancer SMG’s were developed by an inter-professional team as
evidence based tools to guide nursing assessment, grading, and evidence
based management of cancer-related symptoms. Interventions recommended
in the guidelines include pharmacological and non-pharmacological options
that are categorized based on the severity of the symptom experience. There
are currently 18 SMG’s that include symptoms such as: sleep wake
disturbance, acneiform rash, lymphedema, dyspnea, fatigue, sexuality and
intimacy and peripheral neuropathy. The SMG’s are currently under revision
to ensure they are up to date with current evidence and incorporate user
feedback on the existing format. Updated versions will be available on the BC
Cancer website January 2019.

Pre-Chemotherapy Nursing Assessment Record
(PCNAR)
Aligning with CANO/ACIO standards, a PCNAR is completed for all patients
prior to receiving systemic therapy at BC Cancer. It is designed to prompt the
nurse to assess and document the common treatment related side effects, as
well as drug specific side effects the patient may be experiencing. The SMG’s
and PCNAR are used collaboratively to assess, manage and document care
for patients experiencing symptoms. For example, after assessment and
grading of a symptom using the PCNAR the nurse can refer to the SMG to
identify interventions that appropriately address the severity of the patient’s
symptom experience. These two resources combined facilitate nurses to
safely assess, document, monitor and intervene to support oncology patients
facing cancer and treatment related symptoms

Common Cancer Site Learning Guides
The series of learning guides are designed to support the nurse in developing a
better understanding of the experience and course of care from diagnosis to
survivorship for 8 commonly occurring cancer sites such as breast, prostate
and lung. The case study format weaves in the complexity of symptoms that
patients may be experiencing related to the diagnosis or treatment and links the
learner to various resources such as the symptom management guidelines.
Search “Index of nursing education” on the BC Cancer website for more
information or to access the learning guides

Radiation Therapy Education Series
Approximately 50% of all oncology patients will receive radiotherapy during
their cancer care journey, often resulting in experiencing significant treatment
related side effects such as fatigue and radiation dermatitis. This series of elearning modules provides an overview of the treatment trajectory and care
needs of patients receiving radiation therapy for 8 common cancer sites. The
modules highlight the symptoms that patients being treated for particular
cancers may experience, provide an overview of management strategies and
integrate a mock case study whereby the nurse can develop a nursing care
plan for supporting care needs for patients undergoing radiation therapy.
These modules are accessible at https://learninghub.phsa.ca

Brachytherapy Review
Renelda Girouard RN, BSN, CON (C)
Abbotsford Centre BC Cancer British Columbia Canada
What’s Working?
 Closer to home for most patients
 Positive patient experience
 Continuity of care
o Smaller group of nurses
o Crossed trained to work in PAC, clinic, OR, PAR
 Able to complete XRT on cervix patients within 56 days
 Excellent collaboration with host hospital
o Anesthesia, Housekeeping, Sterile processing, MRI
 Good sized OR
 Staff dedication
 Meeting quality standards for patient care
 Centre of excellence-esophagus
 Highest number of XRT fractions for cervix in 2015/16
 Only Centre in the Province treating skin with
Brachytherapy
 Good Physics support
 Contouring/planning time efficient
 Recovering post paracentesis and thoracentesis
insertion of BCC patients from host hospital

What’s Not Working?













OR room turnover in a timely manner
Better efficiency of RO availability
Prostates booked on alternating Wednesdays only
Not optimizing the schedule d/t
o Room turnaround
o Staffing
o Underutilization of anesthesiologists (booked for full
day, only needed for a partial day)
Challenges and Complexity of scheduling
o RO, Nursing, Clerks, RT
Infrastructure does not meet accreditation standards
o Needs upgrading
Access to MRI
o Currently patients transferred to host hospital
Physics
o Timing/scheduling, process, support in planning
Book OR to patient needs not staff availability
o Currently not patient centered
Challenges with RT contouring/planning
Relying on casual staff and staff that work in multiple
areas

Background

Next Steps

Brachytherapy is the application of radioactive sources either close to or internally in the patient. The implantation of radioactive seeds into body tissue, such
as the prostate or the temporary insertion of applicators into a body cavity or tissue such as the cervix is performed under sedation or anesthesia in a
procedure or operating room. The vast majority of Brachytherapy use is of a curative intent whether alone or as adjuvant treatment along with surgery,
chemotherapy, external beam radiotherapy, or a combination of all three. Brachytherapy has a major advantage over external beam radiotherapy due to the








very rapid drop in dose around the source; this allows a much higher dose to the tumor relative to the surrounding normal tissues and organs.
British Columbia Cancer (BCC) in Abbotsford has faced many challenges within the Brachytherapy suite. The suite is underutilized due to fluctuations in
patients requiring Brachytherapy, lack of qualified staff, and scheduling of radiation oncologists and anesthesiologists. This review is intended to increase
utilization of the suite as well as to ensure that BCC is more fiscally responsible.




Overall Overall
satisfaction
with Services
Satisfaction with Services Provided

What Needs To Change
100%

 Dedicated Brachy staff
 Renovations to the OR to meet Accreditation
Standards
 Radiation Oncologist’s schedules
o Rearrange schedules to increase
utilization on OR days
 Increase number of available/qualified staff
through hiring and training
 Better utilization of Anesthesiology by cancelling
1 OR day a week to increase patient loads on
remaining OR days
 Book prostates on every OR day

90%



80%



70%
60%
Prostate

50%

Esophagus

How To Get There

Cervix

40%
30%
20%
10%
0%
Not At All

A Little Bit

Somewhat

Quite A Bit

Very Much

Statistics

Survey Results

Number of cases since opening Brachytherapy in
2009 until August 2018

146 surveys were handed out over an 18 month
period
Of those 106 replied
6-Esophagus
26- Cervix
74- Prostate
Overall respondents were satisfied with the
service provided, with over 90% of respondents
either quite satisfied or very much satisfied

Prostates 470
Cervix 852
Esophagus 127
Bronchus 11

Funding for 2 full time employed nurses to complete PAR course
Shorten cervical Brachytherapy treatments from 5 currently to 4
Decrease OR days from 3 to 2
Dedicated staff working in Brachytherapy
Clinical Nurse Leader (CNL) dedicated to Brachytherapy
Increased utilization of Brachytherapy staff on non-Brachytherapy
days
o Recover post paracentesis and thoracentesis
o Initiate IV hydration
o Initiate recovery of post G-tube BCC patients from host
hospital
PAR course for 2 full time employed nurses starting January
2019
Radiation Oncologists sharing OR days
o Increase cervical planning efficiency
o Increase cases per OR day
o Increase utilization of Anesthesiology
Slightly increase each dose delivered to cervical Brachytherapy
patients in order to decrease number of insertions from 5 to 4
Review cost of sending BCC patients to host hospital for
treatment ie; IV hydration, post insertion recovery

 PAR course for 2 full time employed nurses starting January 2019
 Radiation Oncologists sharing OR days
o Increase cervical planning efficiency
o Increase cases per OR day
o Increase utilization of Anesthesiology
 Slightly increase each dose delivered to cervical Brachytherapy
patients in order to decrease number of insertions from 5 to 4
 Review cost of sending BCC patients to host hospital for treatment
ie; IV hydration, post insertion recovery

Moving Forward






Prostate Brachytherapy patients are now booked on all OR days
Cervix Brachytherapy patients now have 4 insertions
2 casual PAR nurses have been hired
CNL implemented September 2018
Expansion to include Dentistry

What is POSI?
Putting the patient back in patient centered care.
Elizabeth Barton, BScN, RN
Radiation Therapy Department, British Columbia Cancer Agency, Abbotsford Center

Background

How is POSI currently being utilized?

As medical care advances so do objective data rating systems to
measure symptoms and disease processes of patients. However,
as nurses we are taught that beyond technology and numbers lie
the patients. Patient centered care is the core of nursing, and from
this, best evidence-based practice can be implemented.
As Dershpande states, “The outcomes of a clinical intervention
obtained by the patient i.e. patient-reported outcomes (PROs) are
seemed to be of more importance in future than any other
outcomes like clinical, physiological or caregiver-reported (2011).”
This serves as a reminder that as the medical system advances
we must not leave the patient behind. POSI is an initiative by BC
Cancer aimed at doing just that.

At present, patients receiving radiation therapy at all BC Cancer sites
who are eligible for POSI are given an initial questionnaire to complete
prior to starting XRT. This questionnaire is presented on an IPAD and
provided to the patient. Every tumour site is given a different
questionnaire that has been approved by a questionnaire committee
within POSI to ensure it is current and evidence based. From this initial
questionnaire a baseline is obtained. Radiation Oncologists,
Registered Nurses, and other health care professionals are then able
to view the data points and intervene as needed. Post radiation
therapy, all patients will have an attempted follow up with POSI. For
some this will happen at a clinic appointment. For others the attempt
will be made by telephone completed by Registered Nurses.
Depending on the tumour site this follow up may be done once or at
every clinic follow up appointment, related to their XRT. With this
information Radiation Oncologists, Registered Nurses, Registered
Dieticians, and other health care professionals can see what
symptoms were improved with radiation therapy or what symptoms
were triggered and/or worsened by receiving radiation. Radiation
Oncologists have been able to observe trends in their patients care
and implement appropriate interventions as well as anticipate
expected symptoms and outcomes. Currently data collected through
POSI is being utilized to conduct research in analyzing and changing
care in the oncological community.

What is POSI?
Prospective Outcomes and Support Initiative (POSI), a patient
reported outcome (PRO) initiative, was founded in 2013 by BC
Cancer Agency and is utilized across British Columbia at all BC
Cancer centers. Created as an initiative designed to drive patient
centred care across the province through the collection, analysis,
and innovative clinical use of PROs, the success of POSI lies in
the members of every patient’s interdisciplinary team, including
Registered Nurses. Through clinical process improvements and
research focused on PRO data, collection, and utilization, POSI
aims to improve cancer care through the development of a
translatable model of system improvement driven by patients’
perspectives.
BY THE NUMBERS: As of September 30th, 2018 89,178 patients have been
given POSI across BC. POSI is estimated to reach the 100,000 mark by
February 2019.

Accrual percentage by type for 2018 at Abbotsford Center
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Nursing impact
Registered Nurses are vital in the implementation of POSI. While
POSI is the tool used to collect PROs, the variance in care begins
with the implementation of interventions for patient specific
symptoms. When PROs signal that intervention is needed,
Registered Nurses are commonly those that intervene and
implement interventions to reduce patient reported symptoms.
Additionally, Registered Nurses are completing the POSI
questionnaire over the phone with patients for some tumour sites.
This not only allows patients to express their needs, but also
provides an opportunity for nurses to make immediate
recommendations and initiate interventions fostering
instantaneous patient centered care based on patient reports.

Future of POSI and it’s potential.
POSI is aimed at providing PRO driven care for all patients
undergoing Radiation Therapy with the eventual inclusion of
Medical Oncology patients. Always looking forward towards
improvement, POSI aims to continually update questionnaires
while ensuring that, in the future, every patient being seen at BC
Cancer is given equal opportunity to be able to contribute to their
care through PROs. When health care professionals look at the
trends found in POSI, individually and collectively, protocols can
be changed, prevention begun, and processes modified to better
meet the needs of the patients. Doing so puts care into the hands
of the patient empowering them to have a voice in their care. In
addition, it teaches the medical community what textbooks cannot:
the patients’ wishes.
For a field that is focused on innovation, cure, and quality of life,
POSI will add to this focus while also bringing further
empowerment and insight into the life of patients as “ROs are
helpful in the determination of quality of life in cancer patients
(2011).” When implemented as designed, POSI has the potential
to change the landscape of cancer care.

Who is POSI for?
Eligibility for POSI within BC Cancer is dependent on the patient’s
treatment site and at which center they receive radiation therapy
(XRT). Currently every center has independent eligibility criteria.
This is reliant on the request of each cancer center, what radiation
treatment sites are offered at the site, and whether a POSI
questionnaire is being trialed or not. Currently throughout BC,
patients receiving radiation therapy for brain metastasis, lung
cancer, bone metastasis, gynaecological cancer, prostate cancer,
head and neck cancer, and breast cancer are being given POSI
questionnaires. Abbotsford Center is currently the only center in
which a portion of Medical Oncology patients receive a form of
POSI. Patients of Medical Oncologist Dr. Jenny Ko receive the
Edmonton Symptom Assessment Scale (ESAS) questionnaire
prior to seeing Dr. Ko. POSI helps to support her in a busy follow
up clinic.

Contact
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Management of Patients Receiving Immunotherapy:
The Current Patient Education Process at the Cancer Centre of South Eastern Ontario
Lourdes M Abella, RN, CON (C); Janet Giroux, RN (EC), MScN, CCN(C), CON(C), de Souza APN; Yeongkyeong M Kim RN, BScN; Leah Jodoin MN, RN(EC), NP, CON(C)
Kingston Health Sciences Centre, Kingston, Ontario

Immunotherapy Patient Education Flow:

Background
• Patient education and clinical advice are cornerstones of oncology nursing
care.
• The use of immunotherapy has grown across multiple disease sites over the
last few years and is projected to continue increasing.

Initial teaching, one on one, once decision to treat has been made. Patient
receives medication information, and adverse effect teaching begins.
- occurs between Oncologist and/or Primary RN and patient.

• The patient's knowledge-base is supplemented by the experiences of people
they have known to have undergone traditional therapy.
• The immunotherapy patient would be at a disadvantage, due to the newness
of this class of therapy.
• A need to bridge the gap and provide a firm educational foundation on which
the patient may build their experience, nursing strategies to enhance
immunotherapy patient outcomes was identified.

wed.

Immunotherapy Class - Scheduled as close to start date as possible.
Patient and family/caregivers participate in a group event that is taught by
the Patient Educator. Patient is given a copy of presentation slides.

Patient receives further education from Pharmacist, when in treatment
chair for first treatment. Patient’s current meds are reviewed, and
Pharmacist reiterates adverse effects to be aware of.

Nursing Implications
• This process requires a patient educator specializing in Oncology,
independent of the direct oncology team.
• This process also favours the Primary Nursing Care model, providing for
an Oncology trained RN, specializing in a particular site; acting as care
path and symptom manager, as well as immediate point of contact for
communication.
• Thorough knowledge of the Immune Checkpoint Inhibitor Toxicity
Management Algorithms developed by Cancer Care Ontario is a essential.
• The required resource material must be readily available, specifically
medication information, and adverse effect / management information,
either in hard copy format or digitally.
• Dedicated, protected time for RN’s to manage practices, and full support
and acknowledgement from the rest of the care team and management is
essential.

Methods

• A multi-disciplinary collaborative approach was utilized to develop a
practical educational audio/visual presentation.
• The presentation was incorporated into a new group education process,
supplemental to pre-existing individual patient teaching process.
• Patient satisfaction surveys were administered after each group teaching
session to gauge effectiveness and to obtain feedback.
• Complementary patient/caregiver information regarding medication, as well
as adverse effects, was provided, sourced from “in house” developed
materials, the CCO website, and from the respective pharmaceutical
companies.

Treating RN in Systemic Therapy treatment suite reviews adverse effects
again during first treatment.

Conclusion & Key Points
Primary RN continues to reiterate adverse effects with followup phone call
within one week of initial treatment, and with each assessment prior to
subsequent treatments.

Immunotherapy Class Presentation:
Selected Slides

• Reiteration of adverse effects and how to identify when to contact
Oncology team has led to better absorption of information and greater
compliance with regards to reporting to team.
• Hard copies of all information should be provided for patient and family/
caregivers, providing at home reference resources.
• Providing multiple methods of communication was key in facilitating an
ongoing conversation between the patient and the Oncology team. i.e.
team contact numbers, email options, triage RN contact numbers, and how
to reach the on call Medical Oncologist.
• Primary RN assessments assisted in gauging whether the patient required
regular communication and continuing teaching

Results Of the Immunotherapy Class
Participant Satisfaction Survey

• Re-education in class has been identified as an option for those patients
that exhibit the need after continuous treatment of 6 months to 1 year.

Acknowledgements
• The following have contributed to this presentation:
Dr. Tara Baetz MD, FRCPC, Renée Hartzell RN, MN, CON(C), Sarah Chambers
RN, BNSc, CHPCN(C), Cancer Care Ontario

References
Strongly Disagree = 1
Disagree = 2
Neither Agree nor Disagree = 3
Agree = 4
Strongly Agree = 5

Bayer, V., Amaya, B., Baniewicz, D., Callahan, C., Marsh, L. & McCoy, A.S. (2017). Cancer Immunotherapy: An Evidence-Based Overview and Implications for Practice.
Clinical Journal of Oncology Nursing, 21, 13-21. DOI: 10.1188/17.CJON.S2.13-21
·
Becze, E. (2016, September 13). An oncology nursing overview of new immune checkpoint inhibitors. ONS Connect. Retrieved from http://voice.ons.org/comment/
276083
·
Bohnenkamp, S., Pelton, N., Rishel, C.J., & Kurtin, S. (2014). Implementing Evidence-Based Practice Using an Interprofessional Team Approach. Oncology Nursing
Forum, 41, 434-437. DOI: 10.1188/14.ONF.434-437
·
Friedman, C.F., Proverbs-Singh, T.A., & Postow, M.A. (2016). Treatment of the immune-related adverse effects of immune checkpoint inhibitors. JAMA Oncology, 2,
1346–1353. doi:10.1001/jamaoncol.2016.1051
·
Gordon, R.A., Kasler, M.K., Stasi, K., Shames, Y., Errante, M., Ciccolini, K., Skripnik, A., Raasch, P., & Fischer-Cartlidge, E. (2017). Checkpoint Inhibitors: Common
immune-related adverse events and their management. Clinical Journal of Oncology Nursing, 21(2), 45-52. DOI: 10.1188/17.CJON.S2.45-52
·
Registered Nurses’ Association of Ontario. (2012). Toolkit: Implementation of best practice guidelines (2nd ed.). Toronto, ON: Registered Nurses’ Association of
Ontario.
·
Roman, R. (2011). Immunotherapy for advanced melanoma: The emerging role of therapeutic antibodies against CTLA-4 for metastatic melanoma. Clinical
Journal of Oncology Nursing, 15, 5, On-Line Exclusive.
DOI: 10.1188/11.CJON.E58-E65

Introducing an Inter-departmental Program Providing
Care for Acute Leukemia Patients Closer to Home
Fatima Canseco & Patti Marchand

Collaboration and alignment
with Provincial Cancer Agency

Background and assessment
• Patients within the geographic proximity to
a local hospital who require highly specialized
care for hematological malignancies are
referred for definitive or complex care to a
metropolitan cancer centre further from home.
Acute Leukemia Service Sites and Referral
Patterns
• Recognizing an opportunity to expand the
capacity of the existing malignant hematology
system through displacement of routine care to
secondary treatment centres, the provincial
cancer agency has established a “Shared Care”
program.
Feasibility and Opportunity
• Early discussions and engagement
among administrative and clinical leadership
of both centres were critical initial steps to
inform the partnership
• A medical expert was on boarded to assess
current resources and to provide
guidance on areas of development within
the local cancer centre.
Proposal and approval from Senior
Management Team
• The SMT was presented with a
formal proposal for shared care and
its alignment to the hospital’s
strategic direction plan and its
vision, goals, and objectives.

• The Nurse Specialist worked with the
specialized oversight member of the cancer
agency to support standardization of care
across the province. The cancer agency
contact was available to the local hospital
to answer questions, be able to provide
guidance, and linking with other shared
care centres who may be able to support.

Education
Session Agenda
Acute
Leukemia
overview

Complications

Local Hospital
Strategic
Directions
Provide the best
experience for
you and your
family

Allows patients to receive care closer to home, this will reduce
the stress of a long commute for assessments and treatments.
Family members and care givers may be able to provide more
support or be present for appointments if the care is closer to
home.

Relentlessly
focus on quality
and performance

Ensure the provision of safe & effective cancer care based on best
evidence. A clinical specialist will ensure continuity of care and
oversee evidence based practice. Policies are created to support
various departments throughout the hospital that may care for
these patients.

Working with
partners to
improve your
care

Continuous collaboration and communication with the shared
care site to ensure continuity of care and alignment of policies
and procedures.

Attract and
inspire the best
people

Increase clinician’s knowledge through education sessions and
clinical specialist support.

Psychosocial
issues

Patient
experience
Acute Leukemia Education Day

Local Hospital Strategic Direction Alignment

Shared Care Program
Deliverables
• A set of deliverables and expectations were set
by the provincial cancer agency as part of the
agreement for the shared care program including but not
limited to:
-Providing care according to the agency’s guidelines
-Identify key hospital stakeholder contacts for
the Program to provide input, advice, expertise, and
feedback
-The collection and submission of data
-Participate in provincial acute leukemia program planning

Creating email distribution lists for both centres to
standardize communication between sites.

Organize an Acute Leukemia
Education Session
• An education session was
organized with collaboration from
the metropolitan cancer centre.
The presentation was delivered by
an inter-professional team and
available to all health care
providers from departments that
contribute to the care of acute
leukemia patients

• Deliverables and expectations were also
set for the clinical lead role as part of
the agreement with the provincial
cancer agency. Deliverables include:
- Knowledge dissemination
-The creation of supportive
documents, tools, and templates
-The participation in provincial
events and working groups

Create supportive
policies and
procedures
documents
Engagement with
the expert medical
consultant

Nurse
Specialist

Enhance
communication
between the two
shared sites

2
3

Organize, facilitate
and develop
(where necessary)
education sessions

Provide
continuous clinical
support across the
continuum of
providers and
departments

1

Creating a policy at the local cancer centre for the
management of febrile neutropenia

Development of a
business plan and
program proposal

Organizing a key
stakeholder task
force and engage
in discussion and
planning

• Support patients with febrile neutropenia who have recently
received complex chemotherapy, support in-patient admission

Development of business case,
operational, and implementation plan
Identified Capacity at Local Hospital
• Identified capacity at local hospital
• The information from the expert, the
gap assessment, the comparison
assessment of a similar size site were
all used to inform a business case.
This was well received by SMT and
they approved going forward with
Organize a key stakeholder task force
the program.
• A CMH task force with representation
from leaders of various departments
impacted by the CMH population was
organized to lead and guide the
implementation of the shared care
program. The task force came together
in the preliminary phase of the program
and will continue to meet to ensure its
ongoing success.

Assessment of infrastructure and complete an
impact analysis with respective departments and
programs
• The CMH task force came together to review
various aspects of patient care impacting their
department as a result of starting this program.
They considered the anticipated increase needs
of resources within their department along
with bed availability, laboratory capacity,
blood bank & Infectious Disease
requirements and health human
resources.

Participate in relevant working groups and
present the shared-care program approach
at a provincial event or meeting.

Identify key hospital stakeholder contact(s)
for the Program to provide input, advice,
expertise, and feedback as requested to the
cancer agency.

Participate in knowledge training and
exchange activities to ensure expertise is
available at the hospital for acute leukemia
program development and implementation.

In collaboration with the provincial
cancer agency, the local cancer centre
formally launched as a shared care site for
CMH. This formal communication was
distributed externally to the metropolitan
cancer centre along with other shared care
sites. It was also communicated internally
within the cancer centre and the rest of
the hospital.

Participate in provincial acute leukemia
program planning as requested

Provincial Cancer Agency Deliverables

Transition task force to CMH oversight
• Following the launch of the shared care
program, the task force has transitioned to an
oversight committee meeting quarterly to
review data, assess impacts and provide input
on further expansion of CMH.
• The team also reviews documents such as
medical directives, policies, and patient
resources. Since key stakeholders from the various
departments are well versed about the program,
they are able to bring forth any concerns or
suggestions to best support patients
with acute leukemia.

In patient
days
Outpatient
visits to the
local cancer
centre

Medical
subspecialty
consultations

Based on historic
resource utilization at
the metropolitan
cancer centre, and the
aspects of assumed
care for CMH patients
it was estimated that
the impact to these
areas was established
and quantified

ER visits

Roles and Responsibilities of the Nurse Specialist

Provide acute leukemia services in
accordance with the cancer agency’s clinical
guidelines, recommendation and advice
documents

Formally launch as a hospital accepting
shared care for Complex Malignant
Hematology (CMH) patients

Engage cancer centre leadership
and clinicians
• The cancer centre is responsible for
supporting outpatient infusions of
packed cells and platelets along
with any other supportive infusions
such as electrolyte replacement or
IV hydration. The cancer centre
staff are familiar with these
therapies as they are also given
for other malignancies. This
infrastructure was available
as there is already a
dedicated section within
the systemic therapy suite

• Provide supportive and palliative care when required

To support knowledge dissemination,
develop and submit an abstract describing
the successes, challenges and lessons
learned in establishing a shared-care
program.

Collect and submit data for treated patients
as detailed in agreement.

Shared Care Vision, Goal, and Objectives

Recruitment of Nurse Specialist
• A nurse specialist was recruited to help
support the introduction of shared care
and continue to support ongoing
collaboration with the metropolitan
cancer centre

To create documents to support the care of
shared-care patients such as directives,
tools, and templates, as well as a guiding
document that describes the necessary
steps to establish such a program

Provide care for patients with acute
leukemia in accordance with clinical
practice. Services include:
a. Inpatient admissions for febrile
neutropenia;
b. Ambulatory care visits; and
c. Coordination of care between the
Recipient and the Princess Margaret Cancer
Centre.

Streamline the referral process between the
two sites through the creation and distribution
of charts outlining the process for both centres.

Developed Policies and processes to support shared care

• Provide outpatient supportive management of leukemia patients
who require blood products and medical assessments pending the
recovery of their hematopoiesis post chemotherapy

Shared Care
Program
Deliverables

Clinical Lead Role Deliverables

Develop policies and processes to
support heath care providers at both
sites to best support shared care
• Many processes, policies, and
forms needed to either be
standardized or created to support
effective and safe patient care

Supportive
Care issues

Alignment with CMH Program

Clinical Lead
Role
Deliverables

Formal Launch Letter

Red blood
cell unit
transfusions

CMH Task Force

ICU days
Objectives

Platelet
transfusions

Responsibilities

Hospital Impact assessment

The development of an operating
model for CMH at the local hospital

Define the incremental resource
requirements and the risk for
unanticipated incremental
resource requirements that is
associated with the anticipated
expansion of the hematology
services.

To assess the ongoing operational
aspects of shared care program as
it progresses and matures.

Discuss the ideal model of CMH
care from the patient and
caregiver perspectives and create
a service delivery plan that
includes a quantitative and
qualitative description of patient
care needs, and a model for its
delivery at the local hospital.

Identify resource requirements for
the shared model of care
(including human resource,
infrastructure,
knowledge/educational and other
applicable requirements.

Identify what gaps, if any, exist
within the current structure of
each department, and consider
opportunities to fill such gaps,
with a focus on patient and family
centered care, operational
capabilities and resources

CMH Task Force Objectives and Responsibilities
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Collaborative Oncology Education to the Front Line Emergency Nurse
Amanda Lamarche RN, BScN, CON(C) & Stephanie Crampton RN, BSN, ENC(C)

The Royal Victoria Regional Health Centre (RVH) and the Simcoe Muskoka Regional Cancer Program (SMRCP)
continue to strive for safer practice and patient care within the community, representing excellence in
Oncology: our patients, our passion.

Background

Data and Looking Ahead

Emergency Department (ED) needs assessment was disseminated to nursing in the fall of 2017. Opportunities for
learning including CVAD/IVAD, Alteplase care and maintenance and anticipated Oncological Emergencies.

Design
RVH Vitalsigns, 2018

SMRCP and ED leadership collaborated resources to facilitate an education initiative. Factors assessed included:
resources, availability of staff, funding and time frame for
completion. ED leadership supported success of the initiative by funding each staff to attend a mandatory paid education session.

Method
SMRCP and ED Clinical Nurse Educators collaborated to
create and deliver in partnership a comprehensive 4 hour
training session encompassing
 Oncological Emergencies,
 CVAD/IVAD care and maintenance
 Alteplase installation and removal
 Return demonstrations
 On-line learning modules
 Regional standardized learning package with quiz
 Policy and Procedure Review

Outcomes
Sessions were attended by 75% of ED nursing staff.
Feedback included,
 limitations in current CVAD/IVAD supplies
 Alteplase 2mg availability in automated dispensing
unit.
 Limited utilization of hospital wide Alteplase pre-printed
order set

TAC education provided and signage posted at entrance to triage. Permanent signage posted after
successful pilot.
 Referrals from ED to TAC via phone to collaborate
for continuity of care, M-F 0800-1530.
 Positive feedback by both ED and Oncology staff regarding update to process and timeliness of access
to specialized care.
 Continued education to patients and families regarding the importance of notifying ED staff of current
cancer therapy treatment to assist in expediting appropriate care.


By the Numbers

Future Directions
ED orientation addition:
 Oncological emergencies
Critical Care Orientation addition:
 Alteplase (policy and procedure/pre-printed order
set)
Interprofessional Orientation addition:
 CVAD/IVAD- policy and procedure, return demonstrations
Collaborative additions:
 Standardize central line supplies
 Collaboration with ED physician group, increasing
awareness, knowledge and compliance of Alteplase
pre-printed order set
 Collaboration with Pharmacy, to add Alteplase 2mg
vials to minor exam automated dispensing unit
 Increase toxicity assessment clinic (TAC) and ED
communication with pilot May to September 2018.

TAC program initiated Fall 2016
Fall 2017 SMRCP/ED education planning & roll
out
▪ Spring 2018 TAC/ED Pilot roll out
SMRCP and ED data highlights that specialized and
timely access to care decreased ED wait times and improved overall organizational savings.
▪
▪

A Passion for Knowledge: The Canadian Vascular Access Association
Guidelines on Vascular Access and Infusion Therapy
The Canadian Vascular Access Association

Sample Recommendations

Guideline Development Structure

A non-profit multi-disciplinary organization of healthcare
professionals who are dedicated to enhancing the practice
of vascular access and infusion therapy

A. CLINICAL PRACTICE
1.

Steering Committee
(SC)
Executive Director
Board of Directors

What are Best Practice Guidelines

Guideline Development
Group (GDG)

Infusion
Therapy

Clinical
14

Other Access
5

2.

Use a collaborative multidisciplinary team approach (e.g., administrators, dietitians,
infection prevention and control, nursing, pharmacy, physicians, social work) across
the continuum of care. [ICVAA]

3.

Ensure members of the specialist service are educated and knowledgeable in specific
theory and practice related to vascular access and/or infusion therapy such as:
assessment, insertion, care and maintenance, administration, monitoring,
complications and removal (INS, 2016; RCN, 2016). [IC]

A. INFUSION THERAPY
4. Use the knowledge, skills, and validated competencies of the specialist service to
POWER
INJECTION
support
the patient experience, organizational requirements, and HCP role (INS, 2016;
RCN,
2016). [IA]
Practice
Recommendations

Infusion
Therapy
10

VAD Selection
& Insertion
5
VAD
Management
8

1. Use IVAD for power injection only when IVAD is identified as manufacturer-rated for
5. Require
members
ofunique
the specialist
service
to obtain
and
CVAA(C)
power injection
by
identifier
labelled
as “CT”,
as maintain
seen on radiographic
image or
certification.
[ICVAA]
two identifiers if using documentation (e.g., operative report, patient card) (INS,
6.

VAD
Complications
12

CVAD’s
2016). [IC]
Advocate
for
and
integrate
champions
of
vascular
access
and/or
infusion therapy to
a) Do not rely on palpation bumps on septum as(2the
sole identifier.
BPG’s)
helpb)
theUse
specialist
service facilitate
and
sustain
best practice.
[ICVAA]
only non-coring
needles
that
are labeled
and rated
for power injection.

This type of needle can be used for subsequent/non-power-required
Promotetreatment.
and use the specialist service as a resource for best practice and clinical
guidance
to improve
and needle
influence
structure,
process,
and outcomes,
as (INS,
c) Assess
the IVAD,
placement,
and
surrounding
skin aftersuch
power
injection
2016; RCN,
2016):
[IC]
to ensure needle was not dislodged and is still safe to use for infusion therapy.
a) to
Patient
experience
Refer
Power
Injection
A. OTHER
ACCESS
b) Decreased or elimination of risks of complications
c) Length
of stay,
readmission,
costs,
and liability
2011; INS,
2.
the power
injectable
limits unnecessary
of the VAD and
add-on
devices (CDC,
(e.g., non-coring
1. Confirm
IVAD
(Other
Access)
2016).needle,
[IC]
IVAD access
extension sets, needle-free connectors) to prevent device rupture

7.

(INS, 2016). [IC] Refer to IVAD
Practice
Recommendations
8. Support
members of the specialist service to be educated, knowledgeable, and active
1. participants
Identify type
of
IVAD (single
or double
port body)
and assess
locationthrough
and skin(INS,
depth
intip
integration
ofin
valid
reliable
research
and
evidence
3. Ensure CVAD
location is
the and
superior
vena
cava pre
and
post power
injection
prior to
access and use (INS, 2016). [IC]
2016):
[IC]
(e.g., scout
scan, CXR). [ICVAA] Refer to CVAD Malposition
a) Development and implementation of organizational policies, procedures, and
2. Do not
access IVAD
when(RCN,
pocket infection
is suspected (e.g., red, tender, swollen).
practice
guidelines
4. Confirm
VAD patency
before and2016)
after [IC]
use with a power injector. [ICVAA]
Draw blood cultures peripherally (not through IVAD). [ICVAA] Refer to Blood
Sampling
5. During and after power injection, assess for signs of VAD rupture (e.g., localized
swelling, erythema, pain) and subsequent complications (e.g., extravasation, catheter
3. Access IVAD septum with appropriate non-coring IVAD access needle (size and length)
embolism) [ICVAA] Refer to Infiltration and Extravasation; Catheter and Wire
using single-use and sterile supplies following aseptic technique (INS, 2016). [IC]
Embolism
a) Palpate to ensure proper IVAD septum orientation and depth to determine
needle length.
b) Perform skin antisepsis and allow to completely dry prior to needle insertion.
Refer to Skin Antisepsis
c) Use aseptic technique and sterile gloves for needle insertion. Consider use of
mask. [ICVAA]
d) Alternate needle insertion site within septum with each access to maintain the
integrity of the skin and the septum. [ICVAA]
e) Use 22-gauge sized non-coring IVAD access needles, unless otherwise
indicated. [ICVAA]
f) Use appropriate length based on depth of port. Ensure needle platform sits
flush with skin and the non-coring needle hits the back of the port body on
insertion. [ICVAA]

Implementation Timelines
Objectives
Purpose
• To develop consensus based, standardized, evidenceinformed recommendations for safe vascular access and
infusion therapy practice
• To provide Canadian standards of practice that can be used
as the basis for evaluation of policies, procedures and
practice guidelines for an organization
• To increase an organization’s capacity to implement the
guideline recommendations and evaluate their organization’s
vascular access and infusion therapy programs
• To develop resources to guide the implementation of the
guideline recommendations into the healthcare provider’s
practice

(Clinical Practice)

Practice Recommendations
1. Support the development of a designated specialist service (team or individual HCP)
to lead the pursuit of excellence and quality care in vascular access and/or infusion
therapy within the organization (INS, 2016; RCN, 2016). [IC]

“Systematically developed statements (based on best
available evidence) to assist practitioner and patient
decisions about appropriate health care for specific clinical
(practice) circumstances” Field & Lohr, 1990.

SPECIALIST SERVICE

Guideline publication
Toolkit development
Final consensus document
External review
GDG and SC consensus meeting
SC in-person review
Weekly consensus video conferencing
Bi-weekly consensus video conferencing
GDG preparation and revision of draft guidelines
GDG in-person meetings
Prepare Summary of Evidence Table
Guideline Selection, Agree II Review
Develop framework based on ADAPTE Methodology
Identify GDG and Steering Committee (SC) membership

Next Steps

• Develop Implementation Tools for Recommendations
• Disseminate Guidelines
• Revise Occlusion Management Guidelines

Acknowledgement
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aspiration, alternate gently flush and draw back 2-3 mL at a time; ask patient to cough
and
change patientand
position.
If no blood Development
return after 10 mL instilled,
suspect
needle
Committee
Guideline
Group
for their
malposition, de-access, and access with a new sterile non-coring needle. [ICVAA]
Refer
to Patency, Flushing,
Locking;
CVAD Occlusion to this initiative.
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and and
tireless
commitment

4.

2016

2017

2018

5.

Secure and cover non-coring IVAD access needle with sterile dressing (INS, 2016). [IB]
Refer to Dressing Change

6.

Use IVAD for power injection only when IVAD is identified as manufacturer-rated for

Chemotherapy Medication Reconciliation
at Winchester District Memorial Hospital
Jacqueline McMillan RN, Emily Mulligan HBSc, Michelle Renaud BScN CHPCN(C) CON(C), Penny Webster BScN,
Joanne Leclair BScPharm, Dr. Mohamed Gazarin Pharm D

Introduction
Medication Reconciliation is an important collaborative
process between healthcare providers, patients, and
families; at varied interfaces, encounters, and changes
in level of care.
Having an accurate medical profile can:
• prevent issues such as adverse drug effects, drug
interactions, and unnecessary medication.
• resolve lack of connection between medication from
different areas of service and from home.
• maximize a patient’s treatment efficacy and accuracy.
• reduce errors and unnecessary costs.
• increase patient safety.
Medication reconciliation is especially important for
patients receiving chemotherapy treatment, who
throughout their treatment will receive numerous
medications including:
• Pre-existing medications for pre-existing conditions
• Anti-neoplastic agents
• Medications to manage side effects
• Medications post chemotherapy
• Medications prescribed by different service providers
e.g. oncologist, family MD, emergency MD,
naturopaths
• Medications for other emerging conditions

Methods
• Use MedsCheck program, funded by the MOHLTC of
Ontario, (patient criteria: valid OHIP number, taking
three or more medications, chronic condition).
• If a patient qualifies for and consents to MedsCheck,
a form developed by WDMH pharmacy , is faxed to
the patient’s retail pharmacy requesting them to
conduct a MedRec via a MedsCheck review.
• The retail pharmacy is responsible for completing the
MedRec and faxing the outcome to the WDMH
pharmacy.
• WDMH pharmacists review the medication list and
investigate any safety concerns, including drug
interactions.
• If there are no concerns, the physician is notified and
the outcome is documented in the Oncology Patient
Information System (OPIS).
• If drug interaction concerns are present, WDMH
pharmacists reach out to the patient’s physician or
retail pharmacy to consult and the outcome is
documented in OPIS.

Results

Conclusions

An audit to evaluate the application and efficacy of the
strategy was performed .

90% of cases are complete or nearing completion.
Forms are being resent to the patient’s retail
pharmacy and the records are being updated.
This level of success is significant and unique in a
rural hospital.

Out of 77 total cases, 36 (47%) were completed, 13
(17%) were incomplete, 20 (26%) were not applicable
(26%), and 8 (10%)contained gaps.

Of the 10% of cases that were not performed, all but
one of the cases could have been corrected by
ensuring the patient profile form was up-to-date as well
as with the implementation of a standardized medicine
list for the MedRec criteria.

The 17% of cases that were incomplete were due to
retail pharmacies not receiving the faxed MedRec.
The remaining 10% were characterized as “process
gaps”. 25% (2 out of 8) of the errors could be
attributed to an out of date patient profile form, and
75% (6 out of 8) included process gaps such as the
fax was not sent, nurse discretion based on the type of
the medication the patient was taking and a unique
case where a patient transferred.

Therefore, with accurate execution of the medicine
reconciliation strategy discussed, in addition to the
implementation of strategies to mitigate the identified
gaps, an even greater proportion of cases could have
been reconciled accurately. This level of potential
success is significant and unique in a rural hospital.

Prior to any follow up, 73% of chemotherapy cases
(47% complete + 26% not applicable) were
successfully completed using medicine reconciliation.
Of these completed cases, 8% were found to have a
potential drug interaction that required some sort of
pharmacist intervention and/or communication with the
physician.

An effective plan requires systematic and
comprehensive review of medications to ensure the
safety of oncology patients and proper communication
between interfaces of care.

This method of reconciliation does not require
significant funds or a high level of direct contact
between the interfaces of health-care.
Future studies comparing these results to results
obtained by other hospitals with their own systems
would be worthwhile to pursue in the future.

17%

Unfortunately, several studies have documented that
perhaps due to gaps in medicine reconciliation, a
concerning percentage of chemotherapy patients have
an error in their medications, most attributed to taking an
unnecessary medication.

25%

10%

47%

As a rural hospital WDMH needs to be economical and
highly optimize the different aspects of healthcare.

75%

Old Form

In the current strategy developed and used by the
Winchester District Memorial Hospital (WDMH)
chemotherapy unit, the community pharmacists have the
responsibility of reviewing the patient’s pre-existing
medication profile, while the pharmacists at the hospital
work to collate this profile with a patient’s chemotherapy
regimen.

Criteria Deviation

26%

Incomplete
Figure 1: Simplification of medicine reconciliation strategy employed at Winchester District
Memorial Hospital (WDMH), Ontario, CAN. Medication information passes from WDMH
chemotherapy nurses (1) to the retail pharmacy of the patient (2) to the WDMH pharmacy
department (3) during the reconciliation process and each member has their respective duties
(a,b,c).

Process Gaps

Not Applicable

Complete

Figure 2: Results of WDMH medicine reconciliation strategy from July 14, 2016 - August 9, 2016 Chemotherapy Audit. Complete cases represent those that were successfully
reconciled. Not applicable cases represent those patients who did not meet the criteria or had other circumstances that made a MedRec unnecessary. Incomplete cases represent those
which were not reconciled due to an error or gap in one of the steps of the medicine reconciliation process that was not due to WDMH. Errors represent cases which an error occurred
due to WDMH (either nurse errors or old forms being supplied).
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Introduction
•

•
•

•

Nivolumab is a fully human IgG4 programmed death-1 (PD-1) immune
checkpoint inhibitor antibody approved for the treatment of advanced
or metastatic renal cell carcinoma (aRCC) after treatment with
antiangiogenic therapy1
Ipilimumab is a human cytotoxic T-lymphocyte antigen-4 (CTLA-4)
immune checkpoint inhibitor antibody approved for treatment of
metastatic melanoma2,3
CheckMate 214 was the first phase III trial to demonstrate superiority
of nivolumab plus ipilimumab (N+I) versus standard-of-care sunitinib
(S) in the first-line treatment of intermediate/poor-risk aRCC patients,
with a manageable safety profile4
-Based on these results, combination therapy with N+I received US
Food and Drug Administration approval on April 16, 2018, for the
treatment of patients with intermediate- or poor-risk, previously
untreated aRCC1,2
Here, we report additional safety data from CheckMate 214 to better
define the benefit-risk profile of N+I combination therapy in first-line
aRCC

Methods

Adults with clear cell aRCC were randomized 1:1 to N 3 mg/kg plus I
1 mg/kg every 3 weeks for four doses (induction) then N 3 mg/kg
every 2 weeks (maintenance), or to S 50 mg orally once daily for 4
weeks(6-week cycle), as presented previously4
-This differs from the approved combination dosing regimen for
patients with melanoma (N 1 mg/kg, followed by I 3 mg/kg on the
same day, every 3 weeks for four doses, then N 240 mg every 2
weeks or 480 mg every 4 weeks)1,2
-Patients were stratified by International Metastatic Renal Cell
Carcinoma Database Consortium (IMDC) prognostic score (0
[favorable] vs 1–2 [Intermediate] vs 3–6 [poor]) and by region
(United States vs Canada or Europe vs rest of the world)
• No dose reductions were allowed for N+I, while two dose reductions
were allowed for S (consistent with the product label)
• Dose delays for adverse events (AEs) were permitted in both arms
• Patients treated with N+I had to discontinue both nivolumab and
ipilimumab if they had a treatment-related AE during the induction
phase that required discontinuation, and could not continue on to
nivolumab maintenance therapy
Endpoints
• Co-primary endpoints were overall survival (OS), progression-free
survival (PFS), and objective response rate (ORR), all in intermediateand poor-risk patients (per IMDC); secondary endpoints included ORR
and OS in the intention-to-treat (ITT) population, and the incidence rate
of AEs in all treated patients
• Here, we present treatment-related AEs leading to discontinuation, as
well as treatment-related select AEs and time to onset and resolution
-Select AEs were pooled by organ category and defined as AEs that
may be immune-mediated, differ from those caused by nonimmunotherapies, may require immunosuppression for management,
and whose early recognition may mitigate severe toxicity
•

Results
A total of 1,096 patients were randomized (patients treated: N+I, n = 547; S, n =
535)
• Baseline demographic and clinical characteristics of the ITT population were
similar between the N+I (N = 550) and S (N = 546) arms
-Median (range) age was 62 years (26–85) in the N+I arm and 62 years 21–
85) in the S arm
-Patients were from the United States (28% in both N+I and S), Canada or
Europe (37%, N+I; 36%, S), or other (35%, N+I; 36%, S)
-In the N+I and S arms, 22% and 20% of patients had favorable IMDC risk
scores, 60% and 62% had intermediate risk scores, and 19% and 18% had
poor risk scores, respectively
Exposure
• The median (95% confidence interval [CI]) duration of treatment for all treated
patients was 7.9 months (6.5–8.4) with N+I and 7.8 months(6.4–8.5) with S
• In all, 79% of patients received all four doses of ipilimumab in combination with
nivolumab
• Among patients treated with N+I, N dose delays occurred in 58%, and I dose
delays occurred in 27%; among patients treated with S, dose delays occurred in
59%, and dose reductions in 53%
Efficacy
• Minimum follow-up was 17.5 months
-N+I demonstrated statistically significant improvements in OS versus S
(hazard ratio [HR], 0.63; 99.8% CI, 0.44–0.89; P < 0.001; Figure 1)4
-Confirmed ORR was 42% versus 27% (P < 0.001) and the complete
response rate was 9% versus 1% in patients treated with N+I versus S,
respectively (Table 1)4
-Median PFS favored N+I (11.6 months) versus S (8.4 months) (HR, 0.82; P =
0.0331), but the difference was not significant per the prespecified threshold4
• Among all ITT patients (favorable, intermediate, and poor risk), median OS was
not reached (NR) with N+I and 32.9 months with S (P < 0.001, favoring N+I)4
-Twelve- and 18-month OS rates (95% CI) were 83% (80–86) and 78% (74–
81) in the N+I arm versus 77% (74–81) and 68% (63–72) in the S arm
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Figure 4. Time to onset of any-grade treatment-related select AEs in the N+I arm

•

Given the underlying immune-mediated mechanism of select AEs, treatment-related select
AEs are presented in Table 3 for patients treated with N+I only
• Times to onset from treatment initiation of any-grade treatment-related select AEs are
presented in Figure 3 for the N+I arm only
• Of the 436 patients treated with N+I who experienced an any-grade treatment-related
select AE, 35% received high-dose glucocorticoids (≥40 mg of prednisone per day or
equivalent)
• Times to resolution from onset of any-grade treatment-related select AEs are presented in
Figure 4 for the N+I arm only
Table 3. Any-grade treatment-related select AEs occurring in >5%
of patients with treatment-related AEsa
•

-ORR (95% CI) was 39% (35–43) with N+I and 32% (28–36) with S (P = 0.0191)
Safety
• Any-grade treatment-related AEs occurred in 93% (n = 509) of patients
treated with N+I versus 97% (n = 521) of patients treated with S
-Common treatment-related AEs are presented in Figure 2
Figure 2. Any-grade treatment-related AEs occurring in ≥15% of patients in either
treatment arm (all treated patients)

Conclusions

• The overall safety profiles of both N+I and S were consistent with
expectations based on previously reported data in terms of AE type,
frequency, and severity5,6
• Most treatment-related select AEs were low-grade with median onset
occurring during the induction period; most resolved and were manageable
using the recommended treatment guidelines for early workup and
intervention
• The statistically significant improvement in OS and favorable benefit-risk
profile provided the basis for the recent US approval of first-line N+I in
aRCC and support the use of N 3 mg/kg plus I 1 mg/kg every 3 weeks for
four doses then N 3 mg/kg every 2 weeks as a new standard-of-care option
for patients with aRCC

Figure 1. Overall survival in IMDC intermediate/poor-risk patients
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Table 2. Summary of safety (all treated patients)

Table 1. Antitumor activity in IMDC intermediate/poor-risk patients
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Figure 3. Time to onset of any-grade treatment-related select AEs in the N+I arm

PPE = palmar-plantar erythrodysesthesia

• Safety for both arms is summarized in Table 2
-Events leading to discontinuation in ≥1% of patients in the N+I arm
were diarrhea (3%), increased alanine aminotransferase (ALT; 3%),
increased aspartate aminotransferase (AST; 2%), hypophysitis (1%),
and arthralgia (1%)
-Events leading to discontinuation in ≥1% of patients in the S arm were
diarrhea, fatigue, increased ALT, increased AST, PPE syndrome, skin
ulcer, and thrombocytopenia (all 1%)
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The Implications of Marijuana Utilization in our Transplant Population
Kristen Brazel, RN BScN, Leslie Lepage, RN BScN, Phillip Nguyen, RN BScN

Abstract
Medical Marijuana is a substance that has
become an important complimentary
therapy to manage treatment associated
side effects for oncology patients. Patients
who undergo stem cell transplants may
suffer from potentially debilitating side
effects such as nausea, vomiting, weight
loss, anorexia, cachexia, and pain. Along
with the potential benefits, there are also
potential drawbacks to marijuana use –
especially in our neutropenic patients. We
intend to explore the various medical
marijuana options available; risks and
benefits of using marijuana in patients who
have received a stem cell transplant.

Biology of the Cannabis Plant
• The 3 most common strains of cannabis
are: C. Sativa, C. Indica and C. Ruderalis.
Sativa is known as a high THC plant,
Indica is more of a mixed THC_CBD plant,
and Ruderalis is a high CBD plant.
• THC (tetrahydrocannabinol)- psychoactive,
anti-inflammatory, neuro-protective, anti
nausea and analgesic.
• CBD (cannabidiol) – non-psychoactive,
mitigates the side effects of THC. It is
considered to have a wider scope of
medical applications

Endocannabinoid System

Indications For Marijuana Use

This is a newly discovered signalling system in
the human body. Its function is to maintain
balance or homeostasis and to protect the body
against stressors. Receptors have been found in
nearly all tissues, cell walls, neurons and are
most concentrated in the nervous system (CNS
& PNS) and the Immune System.

• Analgesic

• Neuroprotective

• Anti-emetic

• Anti-Inflammatory

• Appetite Stimulant

• Anxiolytic

• Antioxidant

• Anti-depressant

• Relaxant

• Decrease intraocular
pressure

• Anti-epileptic

You can treat multiple symptoms with one drug!

Dosages and Methods of Administration
•
•
•
•

Nursing Implications
1- Prescribing/Authorizing
2 - Routes of administering Cannabis (dose, type)

Inhalation: Smoking or Vaporizing
Ingestion: Sublingually – Tinctures
Orally: Oil, Capsules, Edibles, Teas
Topically : patches or Ointment

4 - Engaging in Education and Research
5 - Developing a Public Health Policy/Guidelines

Dosing Titration

6 – Supporting the patients decision to use fosters
an open nurse patient relationship

Risk

3 - Providing Harm Reduction Strategies

Ease of Use

Printed by: TOH Printing Services

• 74% of Cancer patients would have preferred to learn about
Cannabis from their medical provider (NEJM Feb 2017)
• Patients worry about fear of discrimination and impacting
the doctor patient relationship
• For transplant patients we would prefer that they DO NOT
smoke cannabis as the risk for life threatening fungal
infections (Aspergillus) is quite high.
• Drugs that potentiate the activity of cannabis include
amiodarone, aprepitant, diltiazem, fluconazole
• Drugs that decrease the activity of cannabis include
carbamazepine, Dilantin
• Cannabis that increases the activity of other drugs include
fentanyl, granisetron, olanzapine, amitriptyline
• Nabilone has long been the drug of choice for some
physicians but research has shown that you will get more
benefit from using the whole plant than one synthetic single
chemical.

Dosing:
Dependent on:
Concentration of THC - varies widely (1% to 30%)
Experienced vs. Naïve user
Route – guidelines refer to smoked/inhaled

Time to Peak
Plasma Level
Duration of Action

Cannabis and the Transplant Patient

Future Recommendations and
Conclusions

Inhalation
6-10 min

Ingested
60-240 min

2-4 hours

8-12+ hours

Easy

Challenging

Respiratory

Overconsumption

Complex

Easy

Until cannabis becomes legalized, there is limited
research data available thereby inhibiting effective
counselling to our patients. Once legalized more
formalized research is both possible and critically
needed. Patients undergoing stem cell
transplants are at greater risk for infections,
fungal pneumonia, and potential drug interactions;
as a result, they require individualized care plans
specific to their needs.
What is important to the patient must be seen as
what’s important to their plan of care!

Cancer Coaching:
Model of Activation

The Ottawa Regional Cancer Foundation is

committed to helping families who are touched by

Authors: Linda Eagen, MBA, Founder, Cancer Coaching, President and CEO, Ottawa Regional Cancer Foundation. Patricia Barrett-Robillard, RN, BScN, MNRS. CHN (C)
Cancer Coach Ottawa Regional Cancer Foundation. Michelle Renaud, RN, BSCN. CHPCN (C), CON (C) Cancer Coach, Winchester District Memorial Hospital

Introduction
Just about everyone in Canada has been or will be touched by cancer in some way.
An estimated 206,200 new cases of cancer and 80,800 deaths from cancer occurred in
2017. 1 in 2 Canadians will develop cancer in their lifetime and 1 in 4 will die of the
disease. 60% of Canadians diagnosed with cancer will survive at least 5 years after
diagnosis. i
As cancer care providers, we know clients with cancer have growing needs and
demands for supportive care. Registered health care professionals are well positioned
to understand the client, family and the cancer care system which remains highly
specialized and fragmented. In supporting cancer survivors, interventions that develop
client capacity and patient activation are gaining widespread attention as a way of
improving health care outcomes and the cancer care experience as well as reducing the
per capita cost of care.
The Ottawa Regional Cancer Foundation surveyed cancer survivors and found that
there were important gaps in their physical, emotional, informational and spiritual care.
Navigating and accessing resources was a challenge and they wanted more personal
time with their healthcare providers. Cancer Coaching, developed by the Cancer
Foundation, is a community-based model of care for clients or their loved ones facing
cancer. Coaches and clients enter into a partnership that fosters expertise, engagement
and empowerment.

The Cancer Coaching
Model of Activation
Equipped with in-depth knowledge
of cancer patients’, and survivors’
needs, and understanding of current
health care constraints, the Cancer
Foundation undertook the development
and establishment of a new person
centred health and social care program:

Cancer Coaching.

Funded philanthropically through
community donations,

3375

individuals have been
coached since 2011.

Cancer Coaches are regulated health
professionals with a background in
oncology, all of whom have completed
Cancer Coaching Certification.
Clients each receive five hours of free
coaching, and do not need to be
referred by a health care professional.
It is available at any point in the cancer
experience for patients and/or
caregivers.

85%
80%
92%

After cancer coaching, our clients agreed:

88%

“My Cancer Coach
worked with me to
understand my
needs and develop
an action plan that
worked for me”

“Achieved the
goals in their
action plan”

89%

“Their Cancer Coach
was very or extremely
effective at helping
me navigate the
cancer care system”

90%

It is widely accepted that harnessing the power
of patient activation will be key to effecting systemic
changes that will improve the quality of the
experience while reducing costs.
Changing How Care Is Delivered
The Cancer Foundation reviewed several national
and provincial cancer care studies. They all
conclude that the increasing incidence of cancer, its
evolution as a chronic disease and fiscal pressures
are creating an urgent need to shift cancer care out
of hospitals into home and community.
In addition to major biomedical and technological
breakthroughs in cancer treatments, there have
been some promising innovations in how care is
delivered. Person-centred, patient activation care
enlists patients as partners in their care and
considers the individual’s needs, values and
preferences. Community care addresses gaps in
services and barriers to access.vii Recent literature
demonstrates that improved capacity helps to
enable patients to meet the cancer related demands
of health care and lifeviii, and patient activation
increases an individual’s skill and confidence to
manage their own healthix.

What is Coaching?

“I am more confident
that I can do
something about
my cancer and/or
my well-being”

“My quality
of life has
improved”

“Satisfied with
their Cancer
Coaching service”

Conclusion

It is helping a person to learn rather
than teaching them.

EXPERTISE

The Ottawa Regional Cancer Foundation has delivered Cancer
Coaching as a community-based service through the philanthropic
support of its many donors. Building from this support to develop
a promising model for supporting person-centered cancer care,
the Cancer Foundation has identified the need to look at more
innovative approaches to expand Cancer Coaching to address
more of the community’s needs and build the evidence of healthcare
impacts collaboratively.
There is tremendous opportunity for improvement in the lives of
those suffering from cancer, with equal potential to improve both
clinical and healthcare cost outcomes. The Cancer Foundation’s
vision for Cancer Coaching is that it will one day be a standard of
care for cancer patients and survivors.

EMPOWERMENT

It is directly concerned with
skills development and
confidence building.

It involves supporting people to
plan and reach their own goals
rather than what professionals
want them to achieve.
It is holistic and focuses on what
matters most to the individual.

community through local clinical trials and research.

Health Outcomes

It is helping people take ownership
of their health.

It is helping a person access the
information and resources they
need when they need them.

bringing new and innovative treatments to our

The benefits of Cancer Coaching are so significant that we are compelled to
pursue expansion opportunities. We will further outcomes measurement and
establish partnerships to spread and scale. This will include offering our Cancer
Coaching Certification to health professionals and developing a Community of
Practice. We are increasing accessibility to Cancer Coaching through our use of
the NexJ Connected Wellness Portal which allows for virtual coaching and
sharing of resources for both clients and health professionals.
While many possible healthcare outcomes can be considered from the
implementation of Cancer Coaching, we are focused on tangible outcomes that
align with broader system priorities. As of April 2018, all new clients are being
assessed using the Patient Activation Measurement (PAM). Research is
showing that measuring patients activation levels at the beginning of their
cancer experience and providing increased support to those with a lower
activation score can improve outcomes.ix Clients will be reassessed at regular
intervals to see if Cancer Coaching has improved their scores. More activated
clients are more likely to adhere to treatment regimens, to monitor conditions, to
obtain recommended care and to have better clinical outcomes.ix
In assessing opportunities to lower the per-capita costs of healthcare through
improved outcomes, we believe Cancer Coaching will objectively:
• Reduce the average number of emergency room visits for Cancer
Coaching clients compared to other cancer patients.
• Reduce the average number of physician visits, including both family
physicians, oncologists, and other specialists, compared to other
cancer patients.
The Cancer Coaching program directly aligns to the Triple Aim Framework.
The Canadian Foundation for Healthcare Improvement, in collaboration with the
U.S. Institutes for Healthcare Improvement, has been working with healthcare
leaders across the country to advance the Triple Aim goalsx.
For modern healthcare systems, the Triple Aim strives for:
• Better health for populations;
• Improved experience of care for patients; and,
• Lower costs of the system.

It is unlocking a person's potential
to enhance their own wellbeing.

It is grounded in established adult
learning, motivational and
psychological approaches.

unique programs and helping extend lives by

Discussion

Source: Ottawa Regional Cancer Foundation, Cancer Coaching Client Experience Survey 2017-April 2018 .
Percentages refer to survey respondents who agreed completely or somewhat to survey questions.

Background
The High Cost of Cancer
As the number of cancer cases increases, so will
demands on our healthcare system, which is
currently facing fiscal constraints. Currently, cancer
costs Canadians over $3.8 billion a year in direct
healthcare costs.ii One estimate finds that over the
next 30 years, cancer will cost the Canadian
economy an estimated $177.5 billion in direct
healthcare costs, and will be responsible for losses
of $199 billion in corporate profits, $250 billion in
taxation revenues, and $543 billion in wage-based
productivity.iii
Cancer patients are among the top 10% of high
cost healthcare users (over $100,000 per person
during treatment). Cancer patients visit emergency
rooms, on average, nearly once a month and have
regular contact with primary care providers, for both
cancer-related and non-cancer-related reasons.
Factors driving high utilization patterns include
gaps in care. For example, 30% of patients require
more information about their treatment options and
25% need more emotional support.iv Recent
research has found that approximately 15% of
cancer patients who were low-cost healthcare users
prior to their treatment become high-cost users after
treatment.v
Cancer has been recognized as a chronic disease
by the World Health Organization.vi As more
individuals continue to survive their cancer, the
long-term effects of the disease and its treatment
add to the burden of costs faced by these patients,
their families and the healthcare system.

Client Experience Survey Results
From 2017-2018

cancer, by improving local cancer care, providing

Experience of Care

EXPERTISE

Supported Self-care

People develop the
knowledge, skills and
confidence they need to
manage their health

ENGAGEMENT

ENGAGEMENT
Care Navigation

People access the
resources they need
and transition well
between levels of care

Per Capita Cost
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EMPOWERMENT

Person-centered care

People gain control over
their health and healthcare
and focus on what
matters to them
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Implementation of a Medical Directive to Support
Nicotine Replacement Therapy in an Ambulatory Cancer Centre
Anne Dionne, RN, BA, Smoking Cessation Nurse, The Ottawa Hospital Cancer Centre
Robin Morash, RN, BScN, MHS, Advanced Practice Nurse (retired), The Ottawa Hospital Cancer Centre

BACKGROUND
Smoking cessation in cancer patients has many benefits: 1)
fewer complications after surgery including less infections and
shorter recovery times; 2) improved efficacy of chemotherapeutic
treatments; and 3) improved effectiveness of radiotherapy1.
As of January 1st 2018, The Ottawa Hospital was designated as a
smoke free environment in concordance with the Smoke-Free
Ontario Act2. As a result, strategies were required to help support
patients who were no longer allowed to smoke on hospital
property.
Best practice guidelines for smoking cessation developed by The
3
Registered Nurses’ Association of Ontario , The Ottawa Model for
4
5
Smoking Cessation , and Cancer Care Ontario provided
evidence based recommendations to support the development
and implementation of this medical directive, stating that:
• Tobacco interventions be integrated into daily nursing practice
in all care settings including outpatient areas3,4,5;
• All clinicians including registered nurses consistently identify
and treat tobacco users with available counselling, treatments
and pharmacotherapies3,4,5;
• The “3 A’s” approach be used as the framework for smoking
4,5
initiatives (Ask, Advise, Act) .

WHY A MEDICAL DIRECTIVE?
Withdrawal from nicotine while receiving treatment in the
outpatient chemotherapy and radiation therapy units had the
following impacts on tobacco users and the nursing team:
• Patients demonstrated withdrawal symptoms (increased
irritability, anxiety and discomfort) when unable to leave the
unit to smoke during treatment;
• Chemotherapy treatment was fragmented due to patients
taking breaks between therapies in order to leave the unit to
smoke;
• Patients refused ongoing treatment due to the inability to
smoke while receiving treatment.
Best practice guidelines and evidence alone are insufficient to
change routine clinical practice. The medical directive provides a
tool to ensure that smoking cessation support is systematically
and easily accessible to all tobacco users as part of routine care.

WHAT WAS INCLUDED IN THE MEDICAL DIRECTIVE?
The medical directive covers the following:
• Administration of NRT including patches, inhalers and gum as
needed based on guidelines provided.
• Recommendation that a referral be sent to the Smoking
Cessation Nurse for an in-depth and personalized smoking
cessation intervention.
Tobacco user
receiving
chemotherapy
and/or radiation
therapy

+

Tobacco user having
nicotine withdrawal
or cravings during
treatment

=

If yes, offer NRT as
per medical
directive & referral
to Smoking
Cessation Nurse

=

PURPOSE
To develop and implement a medical directive for registered
nurses to optimize the use of nicotine replacement therapy (NRT)
in cancer patients who experience withdrawal symptoms while
receiving treatment in the outpatient chemotherapy and radiation
therapy units at The Ottawa Hospital Cancer Centre.

If no, offer referral
to Smoking
Cessation Nurse

IMPLEMENTATION
During the implementation phase, the following was completed:
• Education session with the nurses in the outpatient
chemotherapy and radiation therapy units;
• Education session with the Regional Systemic Therapy
Satellites;
• Education session with the radiation therapists;
• Addition of NRT patches, inhalers and gum to the automated
medication dispensing cabinets throughout the Cancer Centre;
• Addition of smoking cessation education to the nursing
orientation for all new hires in the Cancer Centre;
• Addition of smoking cessation information to the new patient
chemotherapy education sessions for the general and head &
neck patient populations.

NEXT STEPS
Recent discussions with frontline staff has identified the need for
ongoing training regarding the use of the medical directive and
NRT. Following further training, a formal evaluation of the use of
the medical directive will be initiated.
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Maximizing The Scope Of Practice In The Oncology World
Registered Practical Nurse Working In The Ambulatory Cancer Centre
Shawna Ropson RPN, SMRCC
Jennifer Baker RPN, SMRCC

IMPLIMENTATION OF
COMBINED SKIN CLINIC

RPN/LPN SCOPE
•
•
•
•
•
•
•
•
•

Became a diploma program in 2004
RPNs are now able to specialize in specific areas
Medication administration including intravenous
Dressing changes, VAC therapy, health teaching
Insertion of Ng Tubes, G-tube care, ostomy
maintenance
Monitoring chest tubes, assisting with procedures
Catheterization, blood product administration
IV Starts, CVAD assessments and care
Pre/post operative assessments

•
•
•
•
•
•
•
•

COMBINED SKIN CARE
ROLE

PAST
• Implementation of RPNs working in systemic chemo
therapy
• Communication to staff
• Allow input with development of new model
• Ample opportunity to questions and feedback
• Examine current policy/documents to support change
• Create job description/postings/hiring
criteria/examination of educational resources and
opportunities for RPN
• Inclusion in councils and documents

PRESENT
•
•
•
•
•
•
•
•
•
•
•
•
•

CVAD blood draws/care and assessments
Blood transfusion/IVIG/Iron/magnesium/hydration
IV initiation
Leads the nursing portion of the Children’s tour
Bone marrow/lumbar puncture assist
Administer supportive medications and injections
Health histories
Supporting Toxicity Assessment Clinic with managing
patients who require more care
Patient admissions during clinic hours keeping our
Oncology population out of ER
Skin Clinic
Oncology certifications courses
Physical assessments
Management of transfusion reactions

@TeamRVH

Team RVH

Consultation with key stakeholders
Model of care examination within the cancer program
Fiscal restraints and funding model
Scope of practice
LEAN
3 Factor Framework
Environmental Scan
Consultation with professional practice

BENEFITS
•
•
•
•

Increased capacity for chemo patients, RNs freed to administer chemo
Patients have a clearer picture of where their treatments will take place
Decreased wait time for patients
Smoother transition for same day patients who have seen the doctor and
may need add on treatments
• Skin clinic running in a faster pace and therefore patients do not need to see
multiple doctors on different appointment days

• Multi-disciplinary skin clinic started 2017. Collaborating
general surgery, radiation oncology and nursing for
positive skin lesions that need treatment. With
collaborative approach, able to assess and treat many
patients same day. No multiple appointments rather a
smooth transition and plan.
• RPN works alongside the Radiation Oncologist, assessing
background history, taking pictures, documenting current
lesions with pathology results and performing dressings
changes.
• RPN assists to facilitate CT sim appointments that are
sometimes even same day for positive lesions
• RPN provides patient information package and a tour of
the radiation department.
• If surgical incision is decided as best route for treatment
the RPN transitions the patient to surgical team
• RPN also responsible education of the patients, sun
exposure preventions, smoking cessation and risks etc.

FUTURE
• Being a role model for other cancer center’s to optimize
chair time and decrease wait time for patients
• Increasing skills
• Bigger space with more nurses
• Radiation Department
• Supportive nursing in Oncology clinics

www.rvh.on.ca

Peer Support – the value of the lived
experience in an online environment
Lacey Horta, Senior Support Specialist, SSW
Laura Burnett, VP Cancer Information and Support Services, RN BScN, MPH

We’re here…
Peer Support Online

“I live in a small community where there is no support group available.
The CancerConnection has become my support group and I am very grateful.”

Background
The Canadian Cancer Society (CCS) provides peer support in a variety of forms:
In-person

•

By phone

•

Online-Cancerconnection.ca

Conclusion

CCS sought to better understand the quality of engagement; assess and define the perceived
deepening of the sense of community; and determine if the purpose and goals of the
community are being met both internally and by the membership.

•

People are coming to the community for its’ intended purpose: to connect with others,
to find information, and to find support.

•

91% found that participating in CC.ca contributed to at least one of the following;
positively to their ability to cope, reduce anxiety, gather information, and feel more
confident in their ability to make decisions and advocate for their care.

•

CC.ca has the advantage of having greater reach than the limits of a geographical local 		
community.

•

There is a very high level of perceived trust and caring from the members of CC.ca.

•

While the survey purposely did not focus on technology it was identified that the usability
of CC.ca needs to be addressed.

The survey was informed by consultation with leading experts in the field and based on:

Anytime, Anywhere, Any Device
We get it!

•

Survey Overview

•

Sense of community measurements

•

The Health Education Impact Questionnaire

•

Measures of empowerment

Survey Participants
•

N= 232 people (229 members of CC.ca and 3 non-members)

•

9/10 provinces and 1/3 territories represented

•

2 from USA

•

56 respondents agreed to future interviews

“As a mental health counsellor myself, I have found this community very helpful,
informative and above all very positive. I would highly recommend to others.”

Moving Forward
• The survey proved to be a meaningful way to learn about the community and the
experience of those who use it. A similar quality assessment survey will be undertaken 		
annually.

Key Findings
Being a member of Cancerconnection.ca has helped me

Cancerconnection.ca (CC.ca) aims to provide a healthy, safe, and constructive environment
for discussion, peer support and the exchange of information about managing cancer.
In 2017, almost 150,000 people visited the online community.

Realize that if others
can cope so can I

The online community provides unique virtual support that fits outside of the box. It allows
for 24/7 availability, members to connect with individuals across Canada and targets both
caregiver and people living with cancer.

“Members are helpful and always caring and ready to help even if their own situations not
the best, a great community.”

• Findings informed a mobile optimization project. It is now easier than ever for people 		
living with cancer and their loved ones to access our online communities from the device 		
of their choice (computer, tablet/IPAD, mobile device).

51%

Learn from others with
similar problems

To help ensure a safe and supportive environment, we practice reactive moderation led by
Canadian Cancer Society staff and a team of Community Mentors who have lived experience
and share their knowledge and experiences to support new members.

• CCS to conduct follow up interviews with a sample of the 56 respondents who offered 		
their participation.

69%

Feel confident about having the
skills to manage my health

24%

Purpose
The value of peer support has been explored in a variety of health care contexts. A survey of
Cancerconnection.ca community members was conducted in late 2017. The survey provided
information and context regarding the value and the support received through participation
in the community. These insights were collected to inform program operations and quality
improvement projects.

Feel better equipped to make
decisions about my health

22%

Supported me to be a better
advocate in my own health

33%

55%

Know more about Cancer
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42%

Reduced my anxiety

51%

Cope better
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•

People are coming to the community: to connect with others (34%), to find information 		
(32%) and to find support (24%)

•

67% of respondents did not know anyone with a similar diagnosis before registering
for CC.ca.

•

The majority of respondents agree (60%) or strongly agree (18%) that their needs
are being met as a direct result of being part of CC.ca.

•

Ninety-one percent (91%) of respondents trust the members of the community and
97% feel the members care for one other

•

10

Several participants identified issues with usability and poor user experience.

… because we’ve
been there
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Transfer of care: Effective Communication to Promote Improved Patient Experience
and Outcomes
Taylor Cline RN, CON(C), CHPCN(C), BScN, BHSc
Clinical Research Nurse Coordinator III
Princess Margaret Cancer Centre

ABSTRACT
Background: As the world of cancer research continues to evolve, clinical trials
remain a vital component to discover new treatment modalities in the fight against
cancer. Across Canada, this percentage is closer to 5%. As cancer treatment evolves ,
it is imperative that our nursing care and culture does as well in order to support
our patients appropriately. There remains a dichotomy of care between patients
participating in a clinical trials and patients who are on standard therapies. Nursing
practice and processes can be different for each and ultimately the patient is
affected by this. Reflecting on our practice, there has not been a formal way of
transitioning patients between different types of treatment and care.
Method : As clinical trial nurses, we have designed a standardized worksheet for
nurses to effectively provide more effective transition of care. Over a 6 week period
from March 19th to April 30th, 2018 , 13 ambulatory and trial nurses completed the
worksheet for 29 patients in two GYNE and Thoracic clinics at Princess Margaret
Cancer Centre. The worksheet is straight forward, quick and easy to complete.
Results: Feedback from nurses was evaluated through a multiple choice

Jared Cullis RN,BScN,CON(C)
Clinical Research coordinator III
Princess Margaret Cancer Centre

Nazanin Nouriany ,RN,MScN,CCRP,CON
Clinical Research Nurse Coordinator III
Princess Margaret Cancer Centre

METHODS

RESULTS

• Based on participation in various clinical trials, reviewing what is
publically available and drawing from our experience, we created a tool
highlighting patients backgrounds, nursing assessments, V/S, booking
appointments to create effective communication and collaboration
between trial and clinic nurses .
• Tool was reviewed by the hospital Nurse Educator and Nursing staff in
Nursing Unit Council .
• Ambulatory nurses provided an in –service prior to initiation of the tool
and a feedback form was completed at the end of the pilot .
• Piloted by 7 ambulatory nurses and 6 trial nurses , 2 clinics over 5 days
a week for 29 patients .

• Feedback comments from nursing staff:
“Tool was quick to utilize”
“Tool is simple, clear and relevant”
• Useful in determining patient’s background, V/S, booking appointments
and assessment findings all in one page for more comprehensive care
plan.
• Facilitate to predict a nursing care plan .
• Streamlining the information delivery between Ambulatory and Trial
nurses and should be incorporated to daily clinics .

questionnaire (Likert scales). Clinical trial and Ambulatory Nurses strongly
agreed that the worksheet was helpful in streamlining important aspects of
care for our patients, improvement in the flow of busy clinics, alerting nurses to
important tests, procedures, treatments and toxicities . With the increased
awareness of nurses in both trial and ambulatory setting and improved
communication amongst the interprofessional team, the team was more
efficient and proactive.

Conclusion: The form facilitates effective communication and collaboration between
clinical trial nurses and ambulatory nurses in clinic. Our initiative is grounded in
improving continuity of care for the patients and they transition between the two
modalities. We will discuss the worksheet component, feasibility amongst disease
sites, feedback received and other positive implications of the hand over
standardization process.

BACKGROUND

Staff Feedback Form – CCRU Transfer of Accountability Form (CTAF)
What is your role in oncology team?
Clinical trial Nurse

£

Ambulatory Nurse

£

1-Do you feel the CTAF was easy to navigate through?
Not at all
£

to an extend
£

fair extend
£

great extend
£

very great extend
£

2- Do you think that the sections captured most important aspects of the patient
transfer between Ambulatory and trial nurses?

• Pilot provided the opportunity to transfer knowledge and effective
communication between trials and ambulatory nurses and ensure
the same level of competency and patient care between the team
members .

Not at all
£

• Provided an opportunity for team collaboration.

4 – Do you recommend using this form for all patients in clinic who transferred
between standard and clinical trial treatment?

fair extend
£

Not at all
£

to an extend
£

to an extend
£

fair extend
£

fair extend
£

• To highlight how the transfer of accountability improves patient safety
and satisfaction with care .
• To incorporate the tool within the interdisciplinary team to discuss and
manage patients transitioning between different types of treatment
and care.

very great extend
£

great extend
£

great extend
£

very great extend
£

very great extend
£

5 – Do you have any comments to improve this form? Please add your comments
below.
Thanks for your participation.

• To provide a tool for ambulatory and trial nurses to provide more
effective transition of care .

great extend
£

3-Do you think using the tool has the potential to increase patient’s safety and facilitate
communication between Ambulatory and trial nurses?

Not at all
£

OBJECTIVES

to an extend
£

CONCLUSIONS
• Streamlining patient care and paying particular attention to the care
plan when patient transfer between clinical trial and standard
treatment.
• Positive feedback from various staff involved, discussion to initiate the
tool as part of routine transfer of care.
• Improved collaboration within multidisciplinary team .

Building Community among Provinces, Professions and Patients through the Development of Patient and Caregiver Resources
Stephanie Freire, BSc, RT(T) Charlottetown, PE, Canada
INTRODUCTION
A multi-disciplinary, multi-center approach, that also involved patients and their
families, was undertaken among Radiation Therapy (RT) programs in Atlantic Canada to
develop patient-centered care initiatives and educational materials.
Three collaborative projects were undertaken by 6 RT centres throughout Atlantic
Canada:
1. The Standardization of Skincare Guidelines.
2. The Development of a Quality Display Board to Increase Patient Engagement.
3. The Standardization of Guidelines for the Management of Head and Neck
Radiation Therapy Side Effects.
Team Members

Radiation
Oncologists
Nurses

Physicists
Patients
and
Caregivers

Radiation
Therapists
Speech
Language
Pathologists

Dentists

COLLABORATIVE PROJECT #2

COLLABORATIVE PROJECT #3

The Development of a Quality Display Board

Standardization of Guidelines
for the Management of Head and Neck Radiation Therapy
Side Effects

Goal:
• To increase patient engagement in Atlantic Canadian Radiation Oncology Departments by creating a
quality display board that is visible to patients and the general public.
Process:
• 10 display topics were formulated using the Canadian Partnership for Quality Radiotherapy (CPQR) key
quality indicators (KQI) as a guide.
• An initial patient and caregiver survey was developed to assess interest in the 10 topics.
• This initial survey was distributed by Cancer Care Nova Scotia (CCNS) among the cancer centres in
Halifax and Sydney, NS.
• Presentation slides for the quality display board were created based on patient and caregiver feedback.
• The slides were revised with the help of CCNS Patient Engagement and Education Coordinators and
interested survey participants.
• Final slide approvals were obtained by local departmental leadership.
• Once the display was live, a follow up survey was distributed in the Halifax and Sydney Cancer Centres.
Outcomes:
Initial Survey
• 40 patients and caregivers participated in an initial survey to assess 10 potential display topics.
• 2 of the proposed topics demonstrated consistently strong interest between both patients and
caregivers.
• 8 of the proposed topics demonstrated differing interest between patients and caregivers.

Dietitians

Process: (completed and ongoing)
• Clinical Practices from multiple cancer centres were gathered and used to help generate
standardized guidelines.
• Canadian Association of Radiation Oncology Q&S + CPQR patient engagement committee
members to help design/distribute a questionnaire that will focus on patient engagement
and educational material for nation-wide distribution.
Outcomes:
• This project is ongoing with regular monthly meetings among participating centres.

CONCLUSION
“COMMUNITY THROUGH COLLABORATION”
• The success of these collaborative projects among cancer centres in Atlantic Canada has
demonstrated the benefit of establishing a community among professionals, patients, and
caregivers.
Definition of Community:
• We have defined community as a feeling of fellowship with others, as a result of sharing
common attitudes, interests, and goals.

COLLABORATIVE PROJECT #1
Standardization of Skincare Guidelines
Goal:
• To standardize skincare practices among Radiation Oncology Departments in
Atlantic Canada.
• To generate a standard resource document to be used by patients, care givers, and
Radiation Oncology professionals.

Goal:
• To standardize the management of head and neck radiation therapy related side effects in
Radiation Oncology Departments in the Atlantic Canada.
• To generate a resource document to be used by patients, care givers, and Radiation
Oncology professionals.

Follow up Survey
• 27 patients and caregivers participated.
• The majority of participants felt there was no content that made them uncomfortable.
• Having the displayed content made them feel more comfortable with their treatments.

Benefits of Community in a Professional Setting:
• Networking leading to an expansion of contacts and promotion of future collaborations
provincially and nationally.
• Development of understanding of multiple professional perspectives on the same issue.
• Creation of a personal and professional growth mindset for staff.
• Recognition of the importance of including patient and caregiver voices as an essential
component of the team.
• The feasibility of a multi-disciplinary, multicenter approach to patient centered care.

PROJECT COLLABORATORS

Process:
• Clinical Practice Guidelines for the Prevention and Treatment of Acute and Late
Radiation Reactions from the Multinational Association of Supportive Care in
Cancer (MASCC) were used as evidence to develop our document.
• A draft document was presented to the Radiation Oncologists, Clinical Associates
and Nurse Practitioners for education and approval.
• The document was then launched throughout Atlantic Canada.

Collaboration #1: Standardization of Skin Care Guidelines
Carol-Anne Davis 1,2, Denise Roy 5, Amanda Caissie 1,4, Jo-Ann Martin 1, Kara McQuaid-Duffy 2, Karen
MacPherson 1, Karine Lagace 5, Kelli Mitchell 6, Laura Lynn Steeves 4, Laurie Fiander-Lawrence 1,
Leigh-Ann Locke 2, Natalie Hache Losier 5, Stephanie Freire 2, Stephen Hall 4, Colleen Colville 1, Nancy
Sheaves 1

Slide Example:

Outcomes:
• The skincare guideline is being used clinically in 5 of 6 clinics that participated in the
project.

Collaboration #2: The Development of a Quality Display Board
Lisa Peters 1, Stephanie Freire 2, David Bowes 1,2, Lara Best 1,2, Amanda Cherpak 1,2, Meagan Darling 1,
Tracy Day 1, Laura Lynn Steeves, Kathryn Moran 1,2, Jill Trask, Lisa Sinclair 1

Collaboration #3: Standardization of Guidelines for the Management of Head and Neck Radiation
Therapy Side Effects
Amanda Caissie 1,4, Carol-Anne Davis 1,2, Cheryl Boone 6, Stephanie Freire 2, Jennifer Avery 2, Jennifer
DeGiobbi 1, Karen MacPherson 1 , Kayla Andrews 6, Laurie Fiander Lawrence 1, Leigh Ann Locke 2, Kara
McQuaid Duffy 2, Melanie Ryan 6, Kelli Mitchell 6, Rodney Molloy 7, Nancy Sheaves 1, Denise Roy 5,
Laura Lynn Steeves 4, Stephen Hall 4, Donna Warner 4, Waseem Sharieff 1,2, Farah Naz 2,4

Quotes from participants:
• “Informative, passes the waiting time :)”
• “I found it informative, as I didn't have a lot of knowledge about Radiation Therapy.”
• “A very good idea to display information.”
Ongoing work:
• Maintain quality display boards with updated/current content.
• Manuscript submission based on project outcomes.

1.
2.
3.
4.
5.
6.
7.

Nova Scotia Health Authority
Dalhousie University Department of Radiation Oncology
Prince Edward Island Cancer Treatment Centre
Horizon Health Network
Vitalité Health Network
Cancer Care Eastern Health
Patient Representative

CORRESPONSDENCE
Stephanie Freire, BSc, RT(T)
safreire@ihis.org

Quality Living and Dying Initiative: Family Survey Results
Kalli (Kalliopi) Stilos, RN, MScN1,2; Shauna Watson, RN, MScN; Allyson Nowell, RN, MScN1
1Lawrence

QUALITY LIVING AND DYING INITIATIVE
(QLDI)
• As a tertiary academic hospital, death and dying
are significant elements of the overall patient and
family experience

Bloomberg Faculty of Nursing; 2Palliative Care Consult Team, Sunnybrook Health Sciences Centre

QUANTITATIVE RESULTS
Domain 1: Patient’s Pain & Symptom
Management
Pain

Domain 2: Information to Prepare Family for
Death
Received Information

• Approximately 19 deaths per week in the acute
care setting
• Vision: “Dying patients and their families receive
the highest quality care” regardless of care setting

METHODS

Average: 40.5%

RESEARCH POSTER PRESENTATION DESIGN © 2015
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Amount of information
from MD

80%

Timely updates

78%

No trouble understanding
information

66%

“If you could change one
thing about the care…?

30% of comments were
related to communication:
-

Continuity of care
Inconsistent information
No prognosis discussion

Survey Question

Breathing

Wanted More Information

QLDI End of Life (EOL) Survey
• Mailed 4-6 weeks following the family member’s
death in acute care unit (exclusions: ED nonadmitted, women & babies, palliative care unit
(PCU), patient’s without a complete address
listed for contact)
• Survey consists of 47 quantitative questions
exploring the 8 Domains of Care:
1. Patient’s pain and symptom management
2. Information to prepare family for approaching
death
3. Timely/clear communication
4. Spirituality/dignity/respect for patient
5. Patient centered decision-making
6. Practical needs of the family
7. Supportive needs of the family
8. Caregiver satisfaction with staff & hospital
facilities
• Survey consists of 1 qualitative question: “If you
could change one thing about the care…?”

“Yes” Responses

Domain 5: Patient Centered Decision-Making

• Patients who are actively dying
(hours/days/weeks) and care goals have been
clarified to be comfort
• Collected survey results from January 2011 to
December 2016

Survey Question

Average: 88.3%

Study Participants

QUALITATIVE RESULTS

Domain 3: Timely/Clear Communication

Average: 45.0%
Average: 92.1%

Did you or your family member
discuss his/her Living Will or Power of
Attorney with a member of the health
care team?
Did your family member discuss
Advance Care Planning?
Was the care that your family member
received consistent with his/her
wishes?

“Yes”
Responses
58.5%

Amount of support at
time of family member’s
death
Amount of support
following family
member’s death

59.1%

“Very
Supported”
Responses
53.0%

“Somewhat
Supported”
Responses
31.3%

29.8%

45.8%

Survey Question

“Be informed more about the illness, the treatment and
what to expect.”
“My husband was asked far too many times what
care he wanted in the event that his health failed.
Each doctor, resident, intern – and there were a
lot of them – asked him. This caused him great
alarm. Once he had responded, there was no
need to keep asking.”

40.4%

Domain 6/7: Practical/Supportive Needs of Family
Survey Question

“The doctors as part of the team need to deliver
(communicate) a more clear and consistent plan of
care Even though we were satisfied with my
mother's care for the most part, we were given
different information from each doctor, leaving us
unclear at times what was going on with my
mother's plan of care. “

“Not at All”
Responses

Team suggested someone to turn to if
stressed

47.2%

Talked re: how you’d feel after family
member death

31.2%

LIMITATIONS
• Response rates
 ~40% (N=40-50 per quarter)
 They increased with bereavement calls, which
confirm the address of the next of kin
• Unexpected vs. expected death
• Subjective recall bias and selection bias
• Missing patient’s experience
• Survey only available in English
• Omits patients transitioned from acute care to PCU
or Hospice for EOL care

FUTURE DIRECTIONS
• Adding patients who died in the PCU to the survey
• Will ACP conversations impact survey results?

ACKNOWLEDGEMENTS
Thanks to Fanchea Lau for the poster design.

Development of an Initial Patient Completed Questionnaire
in an Ambulatory Oncology Setting
C. Fifield, RN, BSc(biochem), MSc(A)N, CON(C); L. Eastham, RN CON(C); L. Penney, RN; C. Preeper, RN;
S. Sancton, RN CON(C); A. Whynot, RN, BScN, CON(C); J.Hamilton, RN, BN, MSc(A)N
QEII Cancer Care Centre, Nova Scotia Health Authority (Central Zone), Halifax, NS

October 2018
Background

Conclusions of NPC Pilot

The nursing practice council (NPC), a group of specialized ambulatory care nurses, was reviewing nursing practices and
processes to identify areas that could be streamlined. The discussion led to the following questions:
How can we be more efficient in collecting initial patient
information?
Are we collecting all the information we need to understand, support
and help the patient/family manage the cancer experience the best
they can?

Conclusion

• Patient-completed questionnaires are common practice in many cancer
centres and are a reliable and valid method of collecting information

Some patients have commented that they appreciate being encouraged to
share their individual needs

The majority of nurses have voiced that they gain much richer information
about their patients
Nurses and allied health have found it simpler to locate general information
about patients in the electronic health record when they return for follow
up

Challenges with Cancer Centre-Wide Pilot
Some patients and nurses have felt the form was too long or too intrusive

Revision and Cancer Centre-Wide Pilot

the literature?
• Some Canadian cancer centres are using a nurse-completed assessment combined with a
patient completed distress screen
• Some centres have been using a patient completed assessment for many years
• Many initial assessments included the components of the distress screen

• (Basch et al, 2014; Brunelli et al, 2014; Efficace et al, 2014; Gravis et al, 2013; Flores et al, 2012; Krska et al, 2011; Laugsand et al, 2010)

The Initial Patient-Completed Questionnaire did not ↓ the amount of time
for the assessment but nor did it ↑ it.

The change in practice was a non event; it went smoothly without a major
impact on practice.

Investigation: Are cancer patients currently completing questionnaires in Canada and is this approach supported by

Review of
Literature

Most patients are able to complete the form without issues

For follow up appointments, all key information was saved in one document
in the electronic health record.

Clinical Question: Can patients complete a initial visit questionnaire efficiently
and reliably to provide nursing with general information about them?

• Patient Reported Outcomes (PRO’s) are widely supported in the literature as valid and reliable
• Patient self reports can lead to improved communication and satisfaction
• Patient reports have not added to workload, clinic visit times or phone call burden
• Patient and clinician satisfaction has been consistently high

The vast majority of patients were able to complete the form themselves or
with a support person. If they could not, the RN did it with them.

Nurses all felt that they obtained more comprehensive information about
the patient.

How can we empower patients to be active participants in their
cancer care?

Across
Canada

Thoughts and Findings to Date of Cancer Centre-Wide Pilot

Identifying patients at time of booking is key to ensure patients arrive with
adequate time to complete the form
Objectives for Revision
Identifying which patients to direct to complete the form at time of
registration
To include all
clinic nurses in
process

To balance depth of
information gathered
without making form
too long

To incorporate space for
nursing documentation
including prompts for
To assess the content for
patient support resources
readability and level of
health literacy

Cancer care currently delivered at multiple sites with varying processes for
registration

To involve experts in the
development of health promotion
questions (ie. smoking, alcohol
use, physical activity)

Where do we go from here?
Review of
evaluations

Development of an Initial Patient-Completed Questionnaire (IPQ) and launch of
NPC Pilot
Wider
Discussion

Develop
Tool

Further
streamline
process

Where are We Now?

• Conclusions presented by NPC to all nursing staff
• Nurses expressed support to move forward with tool development

• Both patient and nurse perspective
• Evaluation to be completed in
December

• Better identification of patients at time
of booking and at time of registration

Referral Officers
• Adapted questions from tool we were currently using for initial nursing assessments
• Adopted questions from assessment tools of other cancer centres
• Engaged staff to identify other aspects of care they wanted to learn about
• Sought ongoing feedback from nurses who would be using the tool

• The NPC nurses piloted the Initial Patient-Completed Questionnaire for 6 months.
• Nurses timed the initial visit (comparing it to the ‘usual approach’)
Evaluate • Patients completed a very short evaluation with the nurse
NPC Pilot • Nurses documented observations and thoughts through the pilot and then provided overall
feedback

The Cancer Centre-Wide pilot (now
including all nursing staff) was launched
Sept 4th , 2018
This change in process has impacted
many members of our care team

Health Records

Unit Aides

Reception Clerks
Change
in
Process

Meet as a large
nursing group

Patients and Families

• Revise wording if questions have been
identified as unclear
• Discuss length of form
• Decide which questions will be removed to
decrease length
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