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PARTNERING TO MEET THE PSYCHOSOCIAL
NEEDS OF OUR PATIENTS
Carolyn Schmidt, RN, MSHA, OCN

The diagnosis of cancer and the treatment experience can have
an effect on all aspects of a patient’s well-being, including but not
limited to psychological (cognitive, behavioral, emotional) and
social functioning. These symptoms have been linked with physical
functioning under the term “distress” which can present itself
anywhere along the cancer care continuum (i.e., initial diagnosis
to completion of cancer treatment). Distress is common among
cancer patients with implications for their overall quality of life as
well as its being detrimental to their decision making, compliance
and treatment outcomes (Vitck, et al., 2007). It is estimated that
more than half of all cancer patients may suffer from distress and
have concerns about how they will be perceived by friends and
family, whether they can resume work, how they will cope with the
illness and treatment and how they will be able to pay their medical
bills (Landro, 2012). Of this number, less than 5% of patients
may be actually expressing symptoms of distress such as feelings
of increased vulnerability and isolation, worry, fear, concern,
sadness, powerlessness, anger, despair, panic, hopelessness, feeling
overwhelmed, etc. to their healthcare providers (Vitck, et al., 2007).
Efforts have been underway since 1999 to bring attention to
the psychosocial concerns of cancer patients when the National
Comprehensive Cancer Network (NCCN) began developing
and revising guidelines towards the recognition, monitoring,
documentation, and treatment of cancer distress. In 2007, two
separate reports issued by the Institute of Medicine (IOM) and the
National Cancer Institute (NCI) addressed the need to improve
cancer care outcomes and decrease suffering for patients with cancer.
Both the American Society for Clinical Oncology (ASCO) and the
Oncology Nursing Society (ONS) stepped up to the plate in 2009
by incorporating new standards for the assessment of psychosocial
concerns and the need to design interventions that reduce negative
patient outcomes (Sheldon, et al., 2012). The latest of these efforts
is being put forth by the American College of Surgeons’ Commission
on Cancer (CoC). The 2012 standards on the accreditation of cancer
care facilities requires the following three initiatives to be instituted
by 2015: 1) distress screening as the standard of care for oncology
patients; 2) development and implementation of a process to
integrate and monitor on-site psychosocial distress screening and
referral; and 3) consistency with the NCCN guidelines that distress
should be recognized, monitored, documented, and treated promptly
in all stages of disease (Rosenthal, 2012). A number of tools such as
the NCCN Distress Thermometer (DT), the Electronic Self-Report
Assessment-Cancer (ESRA-C), and CancerSupportSource have been
developed in an effort to facilitate the mandatory patient screening.

In addition to meeting the psychosocial needs of the patients, family
members and caregivers also experience higher-than-normal stress.
Multiple reasons for this increased stress include dealing with the
potential suffering of the patient or fear of losing their loved one
as well as the additional demands of providing the emotional and
logistical support and assuming new roles (Adler & Page, p.67).
Children, adolescents and young adults experience a separate set
of challenges as a result of the disruptive impact that cancer and its
treatment can have on normal developmental transitions in these
age groups (Jacobsen, et al., 2012).
Based on the distress screening results, psychosocial support
services of various types will need to be made available to individuals
identified to be in need of this support. In addition to what can be
offered in the clinic setting, there are resources already in existence
in communities throughout this country whose focus is to provide
social and emotional support, educational support in the form of
lectures and written materials, and to teach coping skills to help
people adapt to living with cancer (Coward, 2006). Patients of all
ages, family members, significant others and caregivers can benefit
from these activities in an effort to bring balance and normalcy
back into their lives. Recent studies indicate that patients with
cancer-related distress who participated in psychosocial intervention
experienced a decrease in depression, decrease in mood disturbance
and psychiatric symptoms, improvement in coping, cognitive and
emotional outcomes, and improvement in quality of life (Clark, et al.,
2012).
Located in Southeast Michigan are three organizations that provide
these unique services to cancer patients and others touched
by cancer. They are: Gilda’s Club, Royal Oak; The Wellness
Community, Ann Arbor (two organizations merged nationally
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From the Editor
Carole Bauer

from the National office describing the benefits of this new system.
These benefits include improvements that will benefit all of us- the
National office, the chapter and all of our new members.

Welcome to the first exclusively electronic issue
of the Chapter Capsule! For some years now,
I have been proposing that as a chapter we
consider an electronic only newsletter. There
are many reasons I have been thinking that
this would be a good idea for our chapter. First
of all, it will increase the readership of our newsletter
by allowing others to see the newsletter in an electronic fashion.
Secondly, it will give us much more latitude in not only design but
in the content of the newsletter. I am excited that we can even have
COLOR in the newsletter!

Within our chapter we have a lot of things to offer. Included in
chapter benefits are monthly meetings: We are just opening up a fall
of great programing. Our meetings move around the city so that if
one area is far for you to come, the next month the meeting may be
close. The meetings also give you a great opportunity for learning.
The meetings generally cover cutting edge information on cancer
therapy. Even if the topic is not an area where you are currently
practicing, consider attending the meeting. It is a great opportunity
to expand your knowledge. Also as a benefit of the meetings is the
ability to network. For me, this is the most important benefit of any
professional organization. I have great oncology nurse friends across
the city that I can call on to help with questions in my practice and
even for referrals into their system for friends and family.

RN, MSN, ANP-BC, OCN, CWOCN

As a second way of welcome, I would like to welcome all of our
new members to our chapter. Welcome to those of you who prior
to this were only National members but had not yet explored the
reasons to join a chapter. I for one, am so excited to welcome
you to our chapter. This is a wonderful chapter of excellence with
many opportunities for networking, leadership development, and
learning. Within this issue of the newsletter you will find a letter

Another benefit of belonging to our chapter is our Facebook page.
This page is managed wonderfully by Susan Wozniak. Consider
joining the group! Right now there is a limited number of us but we
would welcome those of you who are more Facebook savvy than me!

PARTNERING TO MEET THE
PSYCHOSOCIAL NEEDS
OF OUR PATIENTS

the executive director and program coordinator at this organization
have their master’s degree in social work with expertise in oncology
services. A one-on-one session with the program coordinator
is arranged for each person interested in membership so that a
plan of participation can be determined to best fit the needs of the
individual. This assures that the distress assessment generated
through the cancer care facility can be reviewed and appropriate
interventions determined.

In closing, WELCOME to your new MDONS chapter
capsule- electronic!

Continued from front page
in 2009 to form the Cancer Support Community); and The Lake
House, St. Clair Shores (independent cancer support community
providing comparable in-house services). Each has a stand-alone
facility wherein patients are free to participate in designated
programs or simply engage with others in a relaxed, non-threatening
environment. Programs are designed to help facilitate coping and
reduce helplessness, promote physical well-being and encourage
persons touched by cancer to identify their own resources to handle
their individual situation (Penson, et al., 2004).

Now is the time to further expand upon a partnership that would
provide excellent supportive care for patients in their respective
clinic settings and through the outside resources discussed above.
As oncology nurses, you have and will continue to have a greater
influence on the resources your patients receive – please consider
programs already established in your communities to further
support the patient and all others touched by cancer.
References:

A listing of classes can be found on each respective website.
Activities can be disease-specific, gender-specific, age-specific, topicspecific, all-inclusive support groups; stress reduction/relaxation
activities such as guided meditation, gentle yoga, Tai Chi, Zumba;
social activities such as handcraft classes, cooking classes, selfimprovement classes, etc.; lectures and workshops conducted by
clinicians and other professionals; and special events such as parties,
potlucks and holiday celebrations. All classes are run by certified
facilitators and/or clinicians.
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Being a board member for The Lake House, I can share that both
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Highlighting
a member

approach to pain management. Carol shared that her greatest joy is
in sharing with her peers the knowledge she has acquired over the
years throughout her varied nursing exposures.

Carol Strong

Carol came to Karmanos approximately four years ago and is serving
as the agency’s pain management coordinator. She is currently
working on a pain management research project at Wayne State
University with a focus on African American cancer patients. In
addition to her Karmanos pain management responsibilities, Carol
works with hospice patients and coordinates continuing education
with MDONS.

Being awarded tahe title of MDONS Nurse
of the Year for 2013 was a tremendous
honor for this issue’s highlighted MDONS
member, Carol Strong. Carol stated
very humbly that this award
was both very special and
definitely unexpected. She was
nominated for this award by
her colleague, Deb Olszewski.
When listing Carol’s
attributes and qualifications
for this honor, Deb characterized Carol as “someone
whose work is invaluable in teaching patients how to
control their pain and following through to make sure
the specific process works for each patient.” Deb added
that Carol is an “excellent resource on the nursing units and is always
eager and available to answer questions from fellow staff members”.
Deb also asserted that “Carol goes out of her way to ensure that
personnel, particularly new residents in both medical and surgical
services, understand the appropriate use of short and long acting
analgesia, as well as interventions for more serious localized pain”.

Mott Community College in Flint is where Carol earned
her RN. She then received her BSN from University of
Phoenix.
What little “free” time Carol has is divided between
her family, her pastimes – reading and riding her
motorcycle – and being an active, participating
MDONS member. Carol proudly speaks of her three
fabulous adult daughters and the fact that she is anxiously
awaiting the birth of her granddaughter, Inaya Ann, due
October 4th. Carol is most definitely looking forward to bearing the
title of grandmother.
Working collaboratively with oncology nurses and working with
the oncology population has been extremely rewarding work for
Carol. She feels very strongly that oncology nurses are tremendously
compassionate, caring, and devoted individuals, and it is an honor
and privilege to work side by side with these very special people.
Carol is very proud to be an active member of MDONS. She
recognizes the organization’s important role in promoting excellence
in oncology nursing and quality cancer care. She views MDONS as
a means of sharing knowledge and promoting togetherness across
hospital systems.
Gayle Snider, rn, MSN, OCN

Carol’s nursing background is quite diverse, including experience
in critical care, open heart, and home infusion arenas. Since 1988,
however, her primary area of focus has been pain management,
a topic about which Carol is extremely passionate. She feels like
she has grown up with the “Pain Management Movement” and
has witnessed many changes over the years in the medical field’s

Meeting Summaries >>>>>>>>>>>>>>>>>>>>
April

The Keynote Presentation was entitled The Role of Health IT in
Healthcare Transformation by Judy Murphy, RN, FACMI, FHIMSS,
FAAN; the Deputy National Coordinator for Programs and Policy
in the Office of the National Coordinator for Health Information
Technology at the Department of Health and Human Services. She
described her personal history with information technology and
nursing beginning in the 1980’s with an ancient CRT monitor on
a cart through today’s walk around laptops and handheld devices,
noting the painful transitions and “learning curves” to electronic
health records. We do agree that technology has transformed
healthcare. There are currently “meaningful use core objectives”
such as CPOE (computerized physician order entry), E-prescribing,
drug interaction lists and recording demographics. Key priorities
now and in the future are health information exchange, patient
engagement by enabling the patient to have access to their own
records, enabling consumers to take action with their information
and shift attitudes to support the patient-provider relationship.
Some of the biggest challenges to be met are “meaningful use of
meaningful use” and health reform.

ONS 38th Congress
Summarized by Nancy Morrow, RN, BSN, OCN, CBCN
In the heart of downtown Washington DC, surrounded by centuries
of Americanhistory, in the presence of thousands of oncology nurses
from around the world What better place for the ultimate pep rally - The opening ceremony
for the 38th Annual ONS Congress. We received a boisterous
red, white and blue welcome from the host chapters followed by
presentations of the 2013 ONS Excellence awards.
ONS President Mary Gulatte, PhD, RN, ANP, BC, AOCN, FAAN then
challenged us to be “thought leaders” with vision and knowledge for
the future. She also encouraged us to turn the “force of one to the
power of one”: to imagine, mentor, inspire and empower.
Selinza Mitchell, a renowned motivational speaker, professional
oncology nurse, educator and entertainer who believes “Music is
Medicine for the Soul”, then led us in singing the R. Kelly song “I
Believe I Can Fly”.

As standards and criteria are met, there will be a gain in incentives.
She ended by stating the 3- part aim of information technology in
healthcare is “better healthcare, better health and reduced costs.”
Continued on following page
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ONS 38th Congress continued

Saturday began with the ONS Foundation/Pfizer Oncology 5K Fun
Run/Walk & Wheelchair at Anacostia Riverwalk trail. Warm up
at 6:15 AM. Our time and energy made a difference in supporting
the Ann Olson Scholarship Fund, which in turn supports oncology
nurses pursuing higher education.

As we left the main learning Ccenter, we were all given journals in
which to write our own vision during Congress with the key words
plan, write, post, live. In other words, JUST DO IT! Believe in the
possibilities.

The Mara Morgenson Flagherty Lecture was The Patient’s Voice:
Are We Hard of Hearing? It was presented by Donna Berry, BSN,
MSN, PhD, RN, AOCN, FAAN; Director of the Phyllis F. Cantor
Cancer Center at the Dana Farber Institute in Boston MA, Associate
Professor of Medicine at Harvard Medical School. Through real life
experiences, Ms. Berry related evidence based approaches to capture
the patient experience by “listening to their life” and using a personal
patient profile to reduce decisional conflict. Communication and
symptom management play key roles in this effort.

My focus for learning experiences from that point was genetics, high
risk assessment for breast cancer, nurse navigation and survivorship.
This included special interest group meetings every day. These
also are hard working groups with online access that have mission
statements, strategic Goals and work hard to enhance nursing
practice. There were a multitude of session choices and many
educational opportunities within the vendor areas, plus numerous
chances to win an iPad. The poster and podium sessions were
reflective of the hard work going on across the world by nurses.
ONS Edge and industry also filled the day with theater presentations
and one-on-one nurse educator consultations.

To top off this day’s events, University of Michigan’s own Peg Esper,
DNP©, MSN, MSA, RN, ANP-BC, AOCN, recipient of the 2013 ONS
Clinical Lectureship Award,
spoke to us about Effective
Some of the strategies for nurses to improve care include providing
Symptom Management to
Optimize Care with Oral
emotional support with more frequent visits when starting oral
Cancer Therapy.
therapy, keeping patient diaries and logs to monitor prescriptions

Later that Thursday, we
were all invited to the
Oncology Nurses Day
Celebration. Also that
evening was the 2013
and their dispersal and consistent education and follow through of
In 2013, it is estimated that
CURE Extraordinary
early management of toxicities.
25% of all oncology agents will
Healer Award for Oncology
be oral. With many advantages
Nursing Celebration
over IV therapies, one of the
featuring Marlee Matlin;
biggest issues within oral cancer therapy is maintaining patients
who related the story of her career, overcoming barriers and facing
on treatment. These include patient and treatment related issues
challenges with the support of her parents and eventually Henry
which affect adherence. Oral agents also present an educational
Winkler; to enable her to “bloom into a rose guided by the right
challenge as well as misconstrued perception of side effects and
craftsman.” We then listened to the letters written by patients and
toxicity challenges. Some of the strategies for nurses to improve care
their families telling the stories of the top 3 nurse nominees for the
include providing emotional support with more frequent visits when
award. They were all awesome.
starting oral therapy, keeping patient diaries and logs to monitor
prescriptions and their dispersal and consistent education and follow
Friday morning began with the ONCC Recognition Breakfast with
through of early management of toxicities. Peg is a great speaker.
guest speaker, Yvonne Conte. Humor, laughter and joy reached all
She approaches her topic with a “down to earth” perspective and
of us even at such an early hour. She shared many words of wisdom
that makes it easier to assimilate her ideas into practice. She ended
such as “pain is inevitable, suffering is optional,” the 80/20 rule:
her talk with “science doesn’t mean anything if patients still have
“20% are glad it happened to you and 80% really don’t care;” “stress
toxicities and unresolved side effects.”
is not an event, it’s a perception;” “perceptions may not be our own
idea;” “see the absurdity in any situation” and “do what you have
To sum all of this up: The ONS brochure advertising this year’s
control over, lift the rest up.”
Congress said:
The Bench to Bedside Lecture, Obesity and Cancer Risk, was
• Renew the joy of oncology nursing
presented by Stephen D. Hursting; Professor and Chair, Department
of Nutritional Sciences, University of Texas at Austin and Professor
• Deepen your passion with more education and networking
of Molecular Carcinogenesis, University of Texas, MD Anderson
Cancer Center. He spoke of the links between diet, obesity,
• Step forward in your career
metabolism and cancer with diet recommendations including a focus
on phytochemicals and obesity prevention. He noted that cancer is
• Advocate for your patients
the number one cause of death in the world and the most expensive
These objectives were met every day, all day. Each day was packed
and obesity is in the way of progress in the war against cancer.
full of information and went by very quickly. Comfortable shoes
Obesity is thought to be the number one lifestyle factor contributing
made a difference both in the conference area and around town
to cancer risk with the majority of it preventable and modifiable.
when sightseeing.
He did mention the Nurses’ Health Study: physical activity after
Congratulations to Susan Wozniak! We celebrated her 2013 ONS
breast cancer diagnosis and the numerous benefits of physical
Excellence in Health Policy and Advocacy Award at the Opening
activity; including improving quality of life and fatigue, functional
Ceremony, a reception at the convention center and then a dinner
capacity and improving survival. He also mentioned the
at The International Spy Museum visited by none other than James
pharmacokinetic alterations in obesity with examples of resistance to
Bond himself!
the full benefits of drugs such as gemzar and tamoxifen.
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of the process. A good way to see your vision is to write it down.
Mary Jane stated that studies have shown that if you write something
down, you’re 55 times more likely to achieve it. Once your vision is
clear, you must then commit to that vision. Doing things repetitively
will create a pattern, the pattern will create a habit, the habit will
be duplicated over and over, and this is how you will make things
happen for yourself.

Presidents Meeting
Presented by Mary Jane Mapes, CSP
Summarized by Melissa James, BSN, RN

You Can Teach a Pig to Sing-Create Great Relationships with
Anyone, Anytime, Anywhere was the focus of the presentation
Now that you have your vision planned it is time to stomp your PIG.
given by Mary Jane Mapes, CSP in Royal Oak this past May. The
Your mood, affect, and mindset directly affect others around you.
presentation provided the
Mary Jane emphases to “Think
audiences with an educational and
about your thinking” and how
whimsical look at how to change
How often in a conversation do you leave the
might your beliefs sabotage your
and create amazing relationships
relationships. It’s time to let your
present to dig up the past or jump into the future?
with people that you thought could
PIG know that they are exceptional
never happen.
If you are completely engaged in the conversation
and nothing less than exceptional.
Once you start telling yourself that
and
actively
listening
you
will
be
well
on
your
way
So what is the PIG? The PIG
everyone is exceptional, you will
(Particularly Irritating Guy/Gal) is
to great communication with others.
soon start to believe it.
that person in your life (personal,
professional, or social) that you
cannot tolerate. This is the person
that is limited in self-awareness and resistant to change. We all
know one!

So now that you have realized that
everyone, including your PIG, is exceptional you can start to analyze
yourself. What comes out of your mouth will always elicit a response
good or bad. The words that you choose to say and your body
language can send powerful messages. As Mary Jane states, speak
life not death. Look into yourself and stop any negative comments or
thoughts about others. Do not get caught up in negative talk, gossip,
and banter that takes place around you. What words could you offer
to your PIG and encourage them to respond more favorably?

Mary Jane developed this investment quiz to help you decide if there
is a need for change.
•

Am I often in conversations where I feel the need to defend
my position?

•

Is it typical for me to get into heated arguments with others?

•

Am I sometimes accused of not listening?

•

Are there certain types of people who seem to irritate me?

•

Am I losing sleep (or spending too much time) over a
relationship that just doesn’t seem to improve?

•

Do people sometimes respond negatively to my helpful advice?

•

Are there people in my life with whom I always seem to be
at odds?

•

Do I find it hard to forgive people who wrong me?

•

Do I often end up with hurt feelings over what others say or do?

Being a good listener is also important for your relationship to be
positive and successful. Are you fully present when someone is
conversing with you? How often in a conversation do you leave
the present to dig up the past or jump into the future? If you are
completely engaged in the conversation and actively listening you
will be well on your way to great communication with others.
The last step of the process is to finally confront the PIG. Mary Jane
suggests using her PARTNER approach.
P: Positive intentions. Begin with a statement of what you believe
the other person’s positive intentions are, and then state your own.
A: Ask permission. Ask permission to have the conversation.
R: Relate the incident. Share specifically what happened that led to
this conversation.

If you answered yes to four or more of the questions, it might be the
time for you to get rid of the PIG and start on your path to change.

T: Tell about the effect. Share how your PIG’s behavior has affected
you.

Once you have recognized that there is a need for change in your
relationship, you can then move forward with the action plan.
You first want to identify your PIG. Who is this person and why
do they act the way they do. You may be wondering why you have
to be the one to change and not the PIG, it’s because the PIG is not
going to, so it will be up to you to make the first move. Change
begins with you.

N: Negotiate a solution. Let the other person know what you would
like to see changed.
E: Express positive consequences. Assuming the PIG agrees to a
solution, share the positive effect of doing what was agreed upon.
R: Reaffirm faith. As a way to conclude the conversation, reaffirm
your faith in the PIG.

Now that you have identified your PIG, you can create your vision.
What is the outcome that you are looking for while interacting
with this person? How would your life be different if you had the
relationship that you wanted? The vision is a very important part

In conclusion, what you focus on in life you will find. Have a positive
relationship with everyone you come in contact with, and remember
that everyone is exceptional.
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Dialysis-related amyloidosis is due to deposition of fibrils derived
from beta-2-microglobulin, which accumulate in end-stage renal
disease when being maintained for prolonged periods by dialysis.
Treatment is a kidney transplant.

Everything You Want to Know
About Amyloidosis, But Didn’t
Know to Ask!

Age-related (senile) systemic Presentation includes ventricle
and septal thickening due to amyloid deposits. Renal involvement
is rare. Carpal tunnel syndrome may be seen. Older adults,
especially African Americans, need to be screened if they present
with restrictive cardiomyopathy. The survival rate for this type of
amyloidosis compared to AL amyloidosis is longer at 75 months
compared to 11 months.

Presented by Steve Burt, BSN, NP-C
Summarized by Theresa Benacquisto, RN, BSN, OCN
Amyloidosis is defined as a medical condition resulting from
aggregation of extracellularity deposited abnormal proteins called
amyloid fibrils that cause damage to the organs and tissues. These
fibrils are insoluable, linear, rigid and measure approximately
7.5 to 10 mm in width. Amyloidosis was discovered by Rudolph
Virchow in 1854 and named amyloid based on color after staining
these proteins with iodine and sulfuric acid. Congo red staining, the
definitive test, results in bright green fluorescence/birefrine apple
green color when viewed under polarized light.

Hereditary amyloidosis is rare with a rate less than 1 per 100,000
of the population. The disease variants are slow progressing and
mostly limited to the kidney.
Steven went on to discuss AL amyloidosis presentation as this is the
most common form of Amyloidsis.
Cardiac presentation includes restrictive cardiomyopathy,
right sided heart failure, angina, sudden death, pre-synscope/
syncope, ECG abnormalities, arrhythmia, cardiac tamponade, and
hypotension.

Among multiple myeloma patients, amyloidosis is reported with
variable frequency,but rarely exceeds 20%. The majority of patients
without myeloma associated amyloidosis, occur in the setting of an
apparently benign monoclonal gammopathy. This is characterized
by low concentrations of monoclonal Ig’s in serum and urine. There
is also often occult low grade monoclonal plasma cell proliferation in
the bone marrow.

Pulmonary presentation includes pulmonary effusions,
parenchymal nodules, tracheal and bronchial infiltration causing
hoarseness, airway obstruction and dysphagia.

Presentation of myeloma includes increased light chain and or
SPEP; bone disease; bone marrow biopsy aspiration > 10%; anemia;
increased calcium, kidney dysfunction; and no additional organ
dysfunction. Presentation of amyloidosis includes increased light
chain; proteinuria; level SPEP; bone marrow biopsy aspiration <
10%; edema; hepatosplenomegaly; hearth failure; and carpal tunnel
syndrome. Classification of amyloidosis includes 23 different human
subtypes named based on A for amyloid followed by the precursor
protein e.g. AL, AH.

Renal presentation includes nephrotic syndrome in 30-50 % of
patients, proteinuria, renal failure leading to kidney transplant or
dialysis.

Primary amyloidosis is the most common form. It is a disorder
of blood plasma affecting the bone marrow. It is also referred to as
light chain amyloidosis and AL amyloidosis. Fibrils are composed
of fragments of monoclonal light chains. Amyloid protein build-up
primarily affects the heart, kidneys, lungs, skin, tongue, nerves, and
intestines. It may also occur in association with multiple myeloma,
Waldenstroms Macroglobulinemia, or non-hodgkins lymphoma.
95% are over age 40 and 66% are men.

Integument presentation includes skin nodules, plaques, easy
bruising, and thin skin.

Hematology presentation includes bleeding abnormalities. They
are not candidates for major surgery due to excessive bleeding.
Muscular presentation includes hypertrophy of muscles such as
macroglossia that occurs in 10-20% of patients.

Purpura, petechiae and ecchymoses in skin and mucous membranes
due to intracutaneous hemorrhage. This results from amyloid
infiltrating and weakening blood-vessel walls.
These lesions occur spontaneously and are common in skin folds
such as eyelids, axillae, umbilicus, and anogenital area.

Secondary amyloidosis is also referred to as AA. It occurs as a
result of a pre-existing inflammatory condition or chronic infection,
most common is rheumatoid arthritis. Symptoms of AA may
include protein in the urine, edema, and extreme fatigue. Treatment
depends on the underlying disease management for the amyloidosis
to be addressed. AA fibrils are deposited mainly in the liver, spleen,
and kidneys. The most common presentation is kidney failure.
Digestive tract complications are frequent with chronic diarrhea with
bleeding, abdominal pain and poor absorption of nutrients.

GI presentation includes organomegaly, gastroparesis, constipation,
and malabsorption.
Neuropathic presentation includes peripheral neuropathy with a
history of carpal tunnel frequently elicited. Neuropathy is usually
distal, symmetric and progressive. Cranial nerve and autonomic
nerve involvement are common. However, motor neuropathy
is rare.
AL amyloidosis or primary amyloidosis is the most common form
of systemic amyloidosis in the United States. Diagnosis involves a
suggestive pattern of organ dysfunction. Cardiac work-up includes
2D echo or MUGA scan and cardiac MRI. Serum labs used in
diagnosing AL amyloidosis are CBC, chemistries, PT, PTT, TSH,
cortisol, electrophoresis & immunofixation (SPEP), 24 hour UPEP,

The prevelance of the most common types of amyloidosis varies
in different parts of the world. In developed contries, AL is the
most common type. In developing contries, AA is more frequent
and is due to higher burden of chronic infectious diseases such as
tuberculosis, leprosy and osteomyelitis.

Continued on following page
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There are several clinical trials available for those with amyloidosis
including current Karmanos Clinical Trials. These trials include:

continued

free light chain assay, B-type natiuretic peptide (BNP), and troponin
1. Biopsy confirmation is essential for diagnosis. Many tissues can
be tested for the presence of amyloid. These include fat pad biopsy,
bone marrow biopsy with Congo Red Staining, and organ biopsy.

2012-086 a Phase 3 study of MLN 9708 + Dexamethasone or
physician choice in relaspe / refractory AL amyloidosis.
2011-155 with Polmalide / Bortezomib / Dexamethasone for newly
diagnosed.

Treatment of AL amyloidosis first includes determining if they are
auto bone marrow transplant eligible. Eligibility is stricter because
of increased organ dysfunction.

Bendamustine / Dexamethasone with relasped AL amyloidosis.
In conclusion, amyloidosis is a generic term referring to the
extracellular tissue deposition of fibrils. There are two major
forms, AL (primary), and AA (secondary). Clinical manifestations
are dependent on the type of amyloid and the affected organ(s).
Treatment is typically a combination of chemotherapy +/- auto BMT.
Clinical trials are on-going and essential to discover a more effective
and longer lasting response.

Candidates with an early auto stem cell transplant showed
improved survival related to less organ compromise compared to a
later transplant.
Greater than 80% of patients are not eligible for BMT. Treatment
of those ineligible includes Melphalan + Steroids (old school),
Bortezomib regimens (new school), and immunomodulatory
derivatives such as Thalidomide and Lenalidomide.

From the President
ANGELA MAYNARD
RN, msn, ocn, cbcn

The foundation for oncology nursing that makes
us extraordinary leaders is the stewardship of
evidence-based practice and accountability for
patient outcomes. The Statement on the Scope
and Standards of Oncology Nursing Practice
from ONS reflects constant forces that reinforce
our need to provide leadership in oncology. These forces include:
The needs of patients and their families

•

Recognition of cancer as a major health problem

•

The advances of technology in providing new treatments

•

The perception of cancer in the public and professional venue

•

Culture that denies death as part of life and views death as a
failure of the health system

•

Changes in scope of nursing practice and health delivery systems

•

Increasing attention to the relief of suffering in tandem with
treatment

IOM, 2010 report on “The Future of Nursing: Leading Change
and Advancing Health” that identifies the opportunity for nurses
to lead through partnership to redesign and improve health care.

•

Disparities in health care and underserved populations

•

Impending shortage of nurses that will impact patient care

•

Health care reform

In health policy arenas nurses participate and lead decision making.
In Michigan the Michigan Department of Community Health has
formed a Public Health Code Advisory Committee to align the public
health code with the way services are delivered today. Members
of this committee include a family nurse practitioner and a nurse
consultant. Oncology nurses already assume accountability for
patient care outcomes and are in a good position to expand their
leadership skills, knowledge, and leadership capacity. The Clinical
Nurse Leaders (CNL) was developed from 1999-2003 in response
to IOM’s 2001 report, “Crossing the Quality Chasm: a New Health
System for the 21st Century”. CNL act as integrators or nurse
navigators of care for oncology patients. You all have competencies
that have been identified for CNL’s and practice them form the
bedside to the clinic. They are: advocate, clinician, educator,
information manager, interdisciplinary collaborator, member of a
profession, outcomes manager, systems analyst, and team manager
delegating the teams’ resources.

Along with these forces are contemporary issues and trends that
have implications and opportunities for leadership in our practice.
These forces include:
•

Changes in the ethnic minority, increases in the elderly
population, and the economically disadvantaged

A leader takes responsibility for identifying problems and
implementing improvement plans, tracking the improvement, and
making necessary adjustments to realize established goals. Does
this sound familiar? Our nursing process we learned from day one
in school, no matter our level of education introduced us to the
nursing process which if the above leadership process was restated
includes assessment of the problem, planning, implementation, and
evaluation of the plan to meet established goals.

Extraordinary Leaders

•

•

New roles in nursing, the foundation of oncology nursing,
contemporary issues and trends of our society place oncology nurses
in an excellent position to lead change. Yes, you are a leader. There
are opportunities to grow that leadership ability through MDONS
and ONS through serving on committees, running for office, and
leadership courses provide by ONS. Providing leadership in
oncology at the bedside, clinic, policy arena, and your professional
organization will improve patient and health care outcomes.
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News from national: Question and answers
about the new chapter membership rules
of various dollar amounts. The dues amount charged by chapters
varied greatly, with some chapters charging no dues, some minimal
dues, and some up to $40. The average amount charged by all
chapters was about $21, with the amount depending on what
products and services each chapter offers, and whether or not the
dues amount covered attendance at the chapter’s dinner meetings.

What the New Chapter Membership
Model Means for You and Your
Chapter
Effective July 1, chapter membership is now included in ONS
national membership, eliminating the need for members to maintain
separate national and local memberships.

The task force and Board wanted to keep the dues amount as
reasonable as possible while still providing chapters with enough
revenue to maintain their current level of operations.

Why Is This New Model Being
Implemented Now?

A financial analysis showed that, because of the large influx of new
members, virtually all chapters will realize a significant increase in
dues revenue, even at the $10 amount. Keep in mind that the average
chapter’s membership will now triple. If your chapter currently has
50 members, and you charge $20 for dues, your dues revenue is
$1,000 per year. With 150 members paying $10, your dues revenue
will now be $1,500.

During 2011 and 2012 a Membership Models Task Force of the ONS
Board of Directors reviewed various aspects of the ONS membership
experience to determine ways to continually improve that experience
and to position the Society for future growth and sustainability. Their
work took into consideration a significant amount of data, including
member feedback derived from a number of sources. Among other
key outcomes, this research revealed that members who were
engaged in ONS at the local level tended to be much more engaged
at the national level as well, demonstrated higher levels of overall
satisfaction, and were much more likely to retain their membership
for a number of years.

How Will This New Model Benefit
Chapters?
No more collecting and processing separate dues

However, at the time, only about one-third of all ONS members
belonged to their local chapter. These factors contributed to the task
force recommending, and the Board approving, a new membership
model whereby chapter membership is no longer an optional add-on
experience but automatically included as part of ONS membership.

No more maintaining separate membership lists and reconciling that
with ONS national office
Three times as many chapter members
Larger pool from which to recruit new chapter leaders.

How Will the New Chapter
Membership Model Work?
•

Members already affiliated with a chapter will remain affiliated
with that chapter

•

Members not yet a chapter member will be assigned to the closest
chapter based on the zip code of their preferred mailing address
(home or work)

•

Members will have the option of changing their default chapter
assignment and/or adding additional chapter memberships when
they join ONS or renew their membership

•

$10 will be added to the ONS dues amount to cover the chapter
membership, and that amount will be rebated back to each
member’s chapter.

How Will the New Model Benefit
Members?
For existing chapter members:
•

Eliminates need to maintain separate national and local
memberships

•

Eliminates need to pay two separate dues amounts

•

In most cases will result in a decrease in chapter dues.

For new chapter members:

Why $10?

•

Expanded opportunities for local education

•

Additional networking and leadership opportunities

•

The ONS membership experience close to home.

The Task Force and the Board collected and analyzed data regarding
dues from all ONS chapters and considered the financial implications

Submit Your Congress Abstract
Present your work and build your portfolio at Congress, the largest oncology nursing
conference this spring. Submit your abstract for a blind peer review by December 3!
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The Chapter Capsule

…is a publication of the Metropolitan Detroit Chapter of theOncology Nursing Society. MDONS is devoted to improving
the quality of care given to patients experiencing cancer. This newsletter is published four times a year, in spring, summer,
fall and winter. Letters and articles from members are welcomed. All material is subject to editing for space and clarification.
Neither the Metro Detroit Chapter nor the ONS National Office assumes responsibility for opinions expressed herein.
Acceptance of manuscripts does not indicate or imply endorsement. Materials may be submitted to:
Carole Bauer, RN, MSN, ANP-BC, OCN, CWON • 6116 Smithfield Drive, Troy, MI 48085
Nancy Morrow
Nanmor04@yahoo.com
Melissa James
objee@gmail.com
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