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A Nurse’s Journey into Massage Therapy
By Brigid McCabe, R.N.

Several years ago I was approached by my Medical Director to
participate in a new program for oncology patients at Providence
Hospital called Healing Arts. The Healing Arts mission is to offer
complementary therapies to patients that will impact their quality
of life. On-going research on the benefits of these programs is a
primary focus of the Healing Arts team. A position for massage
therapist was available if I was interested. The thought of becoming
a massage therapist was both intriguing and irresistible, especially for
a nurse who enjoys the ‘hands-on’ aspect
of patient care.

Massage has many benefits for people with cancer and many options
for therapists to use. “Swedish massage, therapeutic touch, reiki
therapy and manual lymphatic drainage are just a few examples
of touch modalities that research has shown to positively affect
symptoms such as nausea, fatigue, insomnia, edema and pain.”

The Healing Arts team was excited to explore all the opportunities we
could offer patients to help them cope with their illness and the side
effects of treatment. However, it never occurred to me that massage
would be questioned as inappropriate for anyone with a cancer
diagnosis or a cancer survivor. Even within the massage community,
some still held to the misconception that massage, by increasing
circulation, could promote the spread of disease. MacDonald and
Gayle (1999) state, “There is absolutely no evidence that touch or
gentle massage causes the spread of cancer. Quite the opposite,
there is plenty of proof it greatly improves the quality of life.” As an
advocate for those living with cancer, I was inspired and motivated to
educate others and help to dispel this myth.

Continued on page 7

I recall one of my first patients, a man whose wife scheduled the
massage. To say he was displeased would be an understatement.
After I obtained his health history and
physician’s order with guidelines for
I do not claim to be responsible therapy, his response was, “Let’s get this
My journey started at Irene’s Myoover with.” I could see this was going to
for alleviating his symptoms
massology Institute. Mention the name
be quite a challenge. Noting his groshong
but something truly divine
Irene in the massage community and
catheter, colostomy and his ability to only
occurred that day.
immediately the response is one of deep
lie on one side, it took several minutes to
respect. Irene Gauthier is a true pioneer.
position him with bolsters and pillows
She has explored, studied, shared
before I started the session. He refused
her knowledge and worked tirelessly at bringing respect
any music and definitely any further conversation so I just began with
and professionalism to massage therapy. The training was
one hand on his forehead, one on his shoulder and prayed silently!
both comprehensive and holistic and I am as proud of my
certificate from Irene’s as I am of my nursing diploma.
I was so nervous; unable to remember one single massage technique I
had learned – not my finest hour. All I could manage was repetitive,
The International Myomessethics Federation (IMF) created the
slow, gentle strokes to one side around his neck, shoulder, upper arms
term myomassology in 1972. This gave a professional title to
and hands. We both must have relaxed because, at some point, he fell
those interested in training in all forms of massage and body work.
asleep and I finally regained some clarity. I finished by massaging
Certification requires a minimum of 500 hours of training from a
his feet and he left the room calmer than when he arrived but still
credentialed school, successful completion of a national exam and
not conversing. Feeling pretty ineffective, I was grateful we both
continuing education.
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From the Editor Carole Bauer, RN, BSN, OCN , CWOCN
®

Every day oncology nurses are faced with
problems related to treatment decisions and
patients are faced with these same issues.
Recently in the Oncology Nursing Forum,
Michael Limerick published an article about
a research study that explored the issue of
end of life decisions. The study found that
patients and families depend on oncology
nurses to help them sort through the medical
information and keep them informed as to
the progress of their treatments or the lack
of progress that is occurring with their fight
to conquer or at least control their disease.
This study’s objective was to understand the
process that surrogate decision makers go
through when making end of life decisions.
This week with the upcoming release of
Jack Kevorkian, we in Michigan are again
being given the opportunity to think about
the struggles people face when dealing with

terminal illness. While Dr. Kevorkian’s
methods are illegal, it gives us pause to
consider these questions, “Have we educated
our patients about all of the treatment
options including no treatment and its

Recently in the Oncology
Nursing Forum, Michael
Limerick published an article
about a research study that
explored the issue of end of
life decision.
consequences?” Have we discussed with
them their end of life wishes? Have they
shared their wishes with their families?
In order to assist our patients, the place to
begin may very well be with us. Have we

told our families what our wishes would be
in an end of life situation? Have we filled out
a medical durable power of attorney? I am
finding that I am more and more frequently
talking with my colleagues about what I
would want. I will depend on them to guide
my family if I am unable to express my wishes
and there is no hope for recovery. I have told
my husband and daughter my wishes, but
it is hard as a family member to be true to
wishes that may mean end of life. I have a
medical durable power of attorney. I am even
working of getting my young adult children
to complete one. It is never too early. It can
only be too late.
My charge to you this quarter is simple. Fill
out a medical durable power of attorney for
yourself and talk to your family about your
wishes! Do it for your family. Do it for those
who will care for you one day. Just do!

Highlighting a Member: Carolyn Schmidt, RN, MSHA, OCN

®

Carolyn first contemplated
a nursing career during
high school, however, upon
graduation
decided
to
become a legal secretary. She
was married at the “ripeold” age of 19 and had her
first son while her husband
was a student in seminary
school. Their second son was
born in Oregon (husband’s
first church) where she
also began her pre-nursing
studies. Her family returned to Michigan
where she continued her education at OCC
and finally earned her BSN from WSU.
During this time, their two-year-old son was
diagnosed and treated for a Wilm’s tumor,
and her father was diagnosed, treated and
eventually died of prostate cancer. Until her
personal experiences with cancer, Carolyn
had envisioned that she would either be
an OR or ER nurse. Following these two
events, her role in oncology was determined.
In addition to these life-changing events,
Carolyn felt extremely fortunate to have
had a WSU nursing instructor, Lois Hunt, as
her mentor during nursing school and well
into her career. Lois’ direction and obvious
love for what she did helped Carolyn choose
oncology care.
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Carolyn
is
now
the
Administrative Director for the
St. John Health System Breast
Program. She is responsible
for bringing System sites
together to provide consistent
and quality breast care for St.
John patients. Prior to this
position, her professional
interests were in the area
of oncology clinical trials
where she was director of
the program at the Henry
Ford Health System for 16+ years followed
by a medical science liaison position with
Novartis Oncology.
Carolyn has been an MDONS member since
1988. Carolyn says that when she doesn’t make
a monthly meeting, she really feels like she’s
missed out on something special - not only
with the presentation, but more importantly,
the networking with her special friends.
When asked why MDONS is important to
her, Carolyn stated, “It is my local lifeline to
my chosen professional career. I feel right
at home when I’m part of MDONS and just
love being around the people there because I
know that each and every one of them gives
so much to so many - and I dearly appreciate
that trait in people.”

Next year Carolyn and her husband Walt,
who is a Lutheran minister, will celebrate a
milestone-wedding anniversary. Their two
sons (one a cancer survivor) both live out of
state along with five “super” grandkids. All
plan on trekking down to Disney World next
year for the big anniversary celebration.
This summer, Carolyn and her husband plan
on touring the Austrian, German and Swiss
Alps. This is the 10th tour that her husband
has hosted, and Carolyn feels very fortunate
to have seen so many interesting and exciting
places in this world.

Carolyn has been an MDONS
member since 1988.
In closing, Carolyn shared some words of
wisdom “Always be true to yourself - follow
your heart - and always try to do what is right.
Don’t let yourself become too judgmental
about your actions - only try to learn from
your mistakes.” Carolyn said that she has
always supervised other individuals, and
even in patient care issues whether she was
involved directly or indirectly, she found this
way of thinking to be extremely valuable.
Submitted by Deborah Hasenau, RN, MS

Meeting Summaries >>>>>>>>>>>>>>>>>>>>
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MDONS 17th Annual Cancer Conference:
Updates in Oncology Care
Presenters: Cheryl Grigorian, M.D., CT’s, PET’s and Biopsies,
Oh My!
Josephine Mondro, RD, In the Mood for Food: Eating
to Boost your Healing Power
Jessica Jacobs, MPH and L. April Gago, M.D., Share
the Secret: Cancer and Infertility
Mary Ellen Lesperance, RN, MSN, CIC, Keeping the
“Bugs” out of Line: Venous Access Infections in 		
Oncology Patients!
Sara Smolenski, JD, Is Life Funny? You be the Judge
Roland Chu, M.D., Looking Into the Future: Late 		
Effects on Childhood Cancer Survivors
Summarized by Sheryl Abrams, RN, BSN, OCN
Not even one of this winter’s biggest snow storms could keep away
oncology nurses on February 14, 2007. By the time everyone arrived
we all seemed to have our own adventure story as to what it took to
make it to the MDONS 17th Annual Cancer Conference. Thankfully,
all those that made the effort were well rewarded with quite an
enlightening and informative conference.
To begin the day, Cheryl Grigorian, M.D., discussed some of the
current trends in radiological testing. Today, PET (Positron Emission
Tomography) scans are becoming more commonplace in cancer
work-ups. The premise behind why PET’s are so helpful is that the
radioactive tracer, 2-Flouro-Deoxy-Glucose or FDG, has increased
uptake in tumor cells due to the fact that many cancer cells are highly
metabolic and thus synthesize the radioactive tracer. The area of the
tracer is measured and assigned a SUV (standard uptake value) and
SUV’s greater than 2.5 are considered suspicious for malignancy. PET
scan’s in addition to CAT scan’s are becoming increasingly important
in the diagnosis and staging of lymphomas and colorectal cancers.
Dr. Grigorian states that although Magnetic Resonance Imaging
(MRI) and ultrasound are frequently used in diagnosing breast
cancer, the gold standard remains the mammography. The use of
an MRI may be more sensitive in identifying microcalcifications in
women who are symptomatic, but have had a negative ultrasound.
In addition to the current radiological tests, two new procedures have
become available for more accurate cancer screenings. The first test
is Galactography, which is an x-ray which uses mammography and
contrast material to create pictures of the breast’s milk ducts. The
second procedure is the virtual colonoscopy a CT guided map of
the colon.
Our second speaker for the day was Jo Mondro, registered dietitian.
Jo discussed a variety of nutrition support modalities, side effect
management, how to optimize nutrition to decrease the risk of chronic
disease, and future medical nutrition therapies. Jo pointed out that it
is important to note approximately 75% of patients diagnosed with
cancer are already malnourished at diagnosis. In addition 60-90%
of those patients will have progressive weight loss. With that said,
an accurate and timely nutrition assessment is crucial to providing
oncology patients with the nutritional support they need.

Oncology nurses know the benefits of good nutrition are improved
wound healing, strengthened immune systems, an enhanced feeling
of well-being and an increased tolerance for treatments and related
side effects. Some of the hints Jo offered to increase oral intake of the
cancer patient are to consider modifying the texture of food (i.e. soft
or pureed vs. regular diet), low lactose diets and scheduled eating.
All suggestions are designed to encourage frequent calorie intake.
Assisting patients to think of food as “medicine” may make eating
less intimidating. It is important that nurses understand that pain,
nausea, diarrhea, taste changes, swallowing difficulties, anxiety, lack
of strength and loss of social interaction are all factors that affect a
patient’s desire to eat. We must be cognizant of the ever changing
needs of our patients.
One of the interesting discoveries in the future of nutrition is
something called nutrigenomics. Nutrigenomics is the study of the
effects that bioactive food components have on genes. Bioactive foods
may be able to alter hormone production, turn on helpful genes,
while turning off unhelpful genes and encourage apoptosis.
Jessica Jacobs, MPH and L. April Gago, MD gave an informative
review of cancer and infertility. They both impressed upon the group
that options for patient fertility exist before, during and after cancer
treatment and that infertility is a top survivorship issues today. One
of the reasons it has become a top issue is because less than 25% of
all medical oncologists inform patients about fertility issues related
to treatment.
Fertile Hope is a national non-profit organization founded in 2001.
Its primary focus is on awareness and education. Fertile Hope
provides industry guidelines and professional educational programs
as well as being a cancer and fertility resource guide for patients.
Cost is considered to one of the number one barriers to accessing
fertility treatments. Fertile Hope offers some financial assistance for
treatments. One of the ways they do this is by discounting the costs
related to sperm banking and embryo or egg freezing.
Some of the options currently available for patients include but are
not limited to embryo freezing, ovarian tissue freezing, radiation
shielding of gonads, ovarian transplantation, ovarian suppression,
donor embryos/sperm, sperm banking, testicular sperm extraction
and adoption.
The take home message is to refer patients for a consultation visit at
the very least and prior to beginning their treatments if possible. This
gives patients the choice thus creating a feeling of empowerment in
their care.
Mary Ellen Lesperance, RN spoke to the group about infection
control in patients with central lines. She reviewed the components
in the chain of infection and how important it is to break that chain
in order to eliminate the increasing number of “superbugs”. These
superbugs (i.e. MRSA, VRSA, VRE) are microorganisms that are
becoming more resistant to antibiotics. A few of the ways in which
this antibiotic resistance is caused are by spontaneous mutation or
genetic transfer, the high rate of antimicrobial use and the increasing
duration of patient exposure to antimicrobials. Mary Ellen also
pointed out that 50-70% of all antibiotic prescriptions for adults
Continued on following page
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are written by primary care physicians for conditions for which
antibiotics have little or no impact on the course of the illness
(i.e. virus).
A few important points mentioned to reduce central line catheter
infections included, performing proper hand hygiene, use of
maximal sterile barriers during catheter care, provide antisepsis
with chlorhexidine gluconate, choosing appropriate insertion site
for lines and finally to avoid routine central venous catheter (CVC)
replacement. Removing lines as soon as the patient doesn’t need
it anymore and keeping IV tubing off the floor may be helpful in
decreasing line infections.
Finally, good hand hygiene, using only approved personal soaps and
lotions, encouraging other healthcare professionals to do the same
and getting annual flu shots are all ways for nurses to help fight the
constant battle against CVC infections.
For a shot of comic relief the very funny and entertaining Judge Sara
Smolenski reminded the audience that sometimes the best medicine
is “laughter”. With her unique perspective and hilarious stories of
everyday life in the United States courts system she pointed out that
humor is everywhere no matter how serious the situation is.
Sometimes you just have to be able to laugh at yourself and not take it
all so seriously. Judge Sara was a wonderful addition to the otherwise
medical/technical, albeit interesting presentations.
Our final speaker of the day was Dr. Roland Chu whose topic was the
late effects on childhood cancer survivors. Dr. Chu suggests that there
are approximately 67,000 childhood cancer survivors in the U.S. and
it is possible that one half of them may be likely to develop disabilities
that alter quality of life.
Typically, radiotherapy effects are more likely to surface later while
chemotherapy produces acute toxicities which, are usually transient
and but occasionally may persist. In general children tolerate
acute toxicities better than adults although young children are
more vulnerable to delayed sequelae such as growth, fertility and
neuropsychological effects.
During treatment, children commonly have decreased linear growth.
Potential long term effects may include scoliosis, osteoporosis,
atrophy/hypoplasia, avascular necrosis, changes in dentition/tooth
discoloration, hearing loss, ADD, ADHD, hypothyroidism, infertility
and possible cardiovascular toxicities. One particularly devastating
latent effect is the increased risk of a second malignancy. Dr. Chu
stresses that regular annual head to toe assessments are key to
catching long term side effects early. Identifying potential problems
quickly should be the first step in helping these childhood survivors
live as symptom free as possible.
To sum up the day, it was absolutely worth the trek outside on a snowy
Valentine’s Day. The presenters gave a new perspective on some of
the current issues that the oncology patient population is contending
with. The more informed we are as oncology nurses the more our
patient will benefit from our care. Excellence in cancer care is what
oncology nurses strive for.
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Anti-VEGF Therapy in Non-Small Cell Lung Cancer
Presented by Gena Middleton, MS, RN, CNS, AOCN
Summarized by Nancy Morrow, RN, BSN, OCN
This meeting discussed the newest use of Bevacizumab, or Avastin,
for first-line treatment of lung cancer, specifically, unresectable,
locally advanced, recurrent or metastatic, non-squamous, non-small
cell lung cancer (NSCLC). The presentation by Gena Middleton, a
clinical oncology coordinator at Genentech, gave us insight into facts
about lung cancer, the process of VEGF, and the need for Avastin in
targeting VEGF to combat lung cancer.
Historically, the prevalence of lung cancer in men was noticed
after World War I and in women, after World War II. Lung
cancer is the leading cause of death in men and women. As Gena
pointed out, being number one is not always a cause to celebrate.
Non small cell lung cancer represents 87% of all lung cancer and
includes adenocarcinoma, squamous cell and large cell carcinoma.
Adenocarcinoma, which affects the peripheral airways, is not highly
vascular. Squamous cell carcinoma is localized in the thoracic cavity
and even though it is in the endothelial lining is slower growing.
Large cell carcinoma includes undifferentiated and neuroendocrine
tumors. In a study with combination therapy including Avastin used
for small cell lung cancer, the maintenance phase showed an increased
occurrence of tracheoesophageal fistula, therefore, Genetech has
advised that Avastin is not indicated for use in small cell lung cancer.
Vascular Endothelial Growth Factor (VEGF) interaction results in
endothelial cell proliferation and new blood vessel formation. This is
an important factor in tumor angiogenesis, enhancing development
and survival of tumor vessels in order to support tumor growth and
metastasis. Tumor vasculature is abnormal with overproduction of
VEGF. This promotes leakage of plasma proteins, caused by increased
pressure on the outside of the vessel, increased fluid accumulation and
decreased oxygenation resulting in an unfavorable environmentfor
anticancer drug delivery. The proposed effect of an anti VEGF agent
is regression, reduction and/or normalization of mature vessels
which then reverses the abnormal environment in tumor vasculature,
improving the capacity for drug delivery. Avastin is not considered to
be “chemotherapy”, but is categorized as an anti-angiogenic agent, or
“anti VEGF”. Avastin is a humanized monoclonal antibody that binds
to and inhibits the mechanism of VEGF interaction. This reduces
growth and progression of the tumor and metastatic disease.
One of the advantages of Avastin is that the humanized aspect
decreases the risk of a hypersensitivity reaction and requires less
premedication for treatment. Administration is by infusion only,
not IV push or bolus. The dosing of Avastin for NSCLC is 15mg/
kg every 3 weeks in combination with Paclitaxel 200mg/m2 and
Carboplatin with an AUC of 6, times 6 cycles, then Avastin alone
every 3 weeks until disease progression or unacceptable toxicity.
NURSING CONSIDERATIONS:
The development of new blood vessels is a requirement for wound
healing therefore; it is recommended that surgical procedures should
be delayed at least four weeks after treatment with Avastin for nonContinued on page 6

From the President Ruth Dein, MA, BSN, OCN , LLPC, NCC
®

I had not had the opportunity to attend
Congress in a number of years, therefore, I
was looking forward to attending on multiple
levels. #1 1995 was the last Congress I had
attended and I longed to re-experience the
personal and professional boost that comes
from spending time and learning from peers
who really understand oncology nursing
challenges; #2 I’ve never been to Las Vegas;
#3 I am casino naïve (yup, never been to one
anywhere); #4 time for personal growth and
exploration (aka escape the daily grind); #5
A chance to prove to myself and my family
that I can get somewhere faraway and back
by myself. We all have our reasons and
motivations, well, these were mine.
Flying on an airplane is not on my itinerary
very often and so the flight in itself was
exciting. A number of colleagues were on the
same flight out of Detroit which contributed
a sense of troop maneuvers to the travel.
It was 11:30 p.m. when the plane circled
Las Vegas. The light show from the air was
impressive, like Christmas, only better. Even
though it was 1 am Detroit time (10 p.m.
Vegas time) a trio of us explored the hotel in
search of something to eat on check-in.
I was blown away by the immensity of the
hotel complex the congress was held at. It was
a city within a city. A friend had warned me
about how much walking I would be doing
in getting to sessions, to take comfortable
shoes and allow 15 minutes to get where
you needed to go. She had been there and
done that. Boy, am I glad I paid attention to
her advise. As the week went on I observed
a plethora of designer Band-Aids on the

feet of my nurse colleagues as we rode the
up escalators. Sleeping at night was “no
problema” even in a strange room, strange
bed and pillow, and people walking up and
down the hall at all hours. Physically and
mentally I wore myself out everyday.
The multicolored floral inlaid marble work on
the floors and walls of the hotel were unlike
anything I had ever seen. This was a really
posh hotel and although I was appreciative
of the beauty of my surroundings and the
amenities of being a guest I was grieved to
think that the cost of building and operating
it was fueled by people willing to part with

The special sessions when
we all meet together were
inspirational and greatly
uplifting.
their money in hopes of “hitting it big” even
when the odds are grossly against them. I
took a bus tour up the Strip to appreciate
the architectural wonders of the various
casino complexes. As I took in the sights, my
inner reflective thoughts were at times selfchastising as people should be free to do and
spend money as they like. It is just hard to
watch money being spent in that way when so
many of the patients we work with and care
for have literally nothing. Walking past the
hundreds of slot machines and gaming tables
in the hotel everyday was a real conundrum
for me.
The Congress sessions were awesome. I was so
proud of Rita DiBiase (MDONS member)

and her work on Disenfranchised Grief. Her
presentation really emotionally impacted
the nurses attending just like it had for me
months ago when she first presented it to
our chapter.
The special sessions when we all meet together
were inspirational and greatly uplifting.
The work we do is difficult and requires
dedication. That difficulty and dedication
separates us from the masses, those who say
“I don’t know how you take care of people
with cancer”. Our response should be more
than “someone has to do it.”.
At the 1995 congress the attendance was
15,000 nurses, in 2007 we were 6,000 nurses.
A smaller number but just as dedicated and
proud to be an oncology nurse. We have so
much to be grateful for. God Bless our ONS
National officers who have dedicated their
careers to making our service as oncology
nurses better and better. Be proud of who
you are and what you do to make the world a
better place for us all.
I accomplished my objectives. I came back
to Detroit revitalized about oncology nursing
and what we can contribute to the healthcare
of patients. I can now say I’ve been there to
Las Vegas, I didn’t loose a dime (although my
friends were quick to point out that you have
to play to be honest about winning or losing)
and I know where most of the wedding
chapels are. It was refreshing to get away but
I was glad to get home to the normal hubbub
of family. I told my husband that the only
real thing in Las Vegas that week were the
oncology nurses.

Finance Committee Report 2005
REVENUES		

EXPENSES

Dues.......................................................................$3,910
Program Fees........................................................ 6,390
Exhibit Fees..........................................................14,500
Donations...................................................................800
Interest.................................................................... 1,745
Miscellaneous...........................................................175
TOTAL..................................................................$28,020

Operations............................................................$5,110
Educational Programs......................................11,599
Awards & Scholarships.....................................10,890
ONFC........................................................................... 100
Info Technology..........................................................80
Misc.................................................................................45
TOTAL.................................................... $27,824

For further information please contact Joan McNally at 734 453-9114
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small cell lung cancer because Avastin with a half-life of 21 days
can result in the development of wound dehiscence, in some instances,
resulting in fatality. If surgery has already occurred, administration
is delayed until the wound has fully healed before beginning
treatment.
Safety information incorporated into patient education has to include
the possibility of side effects both common and serious. As the use of
Avastin has evolved with treatment for metastatic colorectal cancer,
and now lung cancer, more side effects during treatment have emerged
and some of these are serious enough to end treatment. Common side
effects consist of nosebleeds, hypertension, proteinuria, neutropenia,
fatigue, and difficulty breathing. Some of these can lead to grade
4 toxicities.
Endothelial cells line the vasculature of normal tissue. They normally
provide a balanced barrier against foreign components and inhibit
coagulation. This is disrupted with an anti-VEGF agent such as
Avastin tjus there is a risk for grade 1 epistaxis, grade 4 hemoptysis, or
arterial thromboembolic events, such as cerebral infarction, transient
ischemic attacks, myocardial infarction and angina. Pulmonary
hemorrhage can also occur. It is recommended that Avastin not be
give to anyone with a recent episode of hemoptysis measuring greater
than one half teaspoon of blood. Gastrointestinal perforation, fistula
formation and/or intra-abdominal abscess still may occur during
NSCLC treatment although the rate of occurrence is lower than
when Avastin is used for colon cancer. Because the kidneys are highly
vascular, proteinuria may occur requiring monitoring to prevent
nephrotic syndrome. Reversible posterior leukoencephalopathy
syndrome, RPLS, is a neurological disorder presenting as headache,
seizure, lethargy, confusion, blindness and possible severe hypertension
may also occur with Avastin. It can occur 16 hours to one year after
the first dose of Avastin. Discontinuing the drug will usually resolve
the symptoms.
There have been many advances in surgical techniques, radiation
treatments and chemotherapy from the 50’s through the 90’s when
the studies with platinum doublets established the standard of care
for non small cell lung cancer to carboplatin. In combination with
platinum based chemotherapy, Avastin is the first treatment regimen
to push median survival beyond one year (from 10.3 months to 12.3)
in any Phase III metastatic NSCLC trial. It has also demonstrated
an increase in progression-free survival from 4.5 to 6.2 months.
At our January MDONS meeting the topic presented by Dr. Mario
Lacouture focused on the skin toxicities caused by anti-VEGF therapy.
Gena Middleton took us to another level with her presentation of
Avastin for NSCLC. This is an exciting time for oncology nurses as
we administer, provide education and monitor the progression of
monoclonal antibodies and anti-VEGF agents as targeted therapy.

April
CHIROPRACTIC CARE IN CANCER PATIENTS
Presented by Bryan Born, BS, DC
Summarized by Kay Reinke, RN/OCN
The specific practice of chiropractic care has held mystic qualities
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throughout the age of medicine. During his lecture, Dr. Bryan Born
brings some positive points of validity to consider as to chiropractic
care in cancer patients. One myth Dr. Born dispelled is the one that
places the curriculum requirement of chiropractic education in
question. The average program length for the Doctor of Chiropractic
Degree (DC) is four years, which is comparable to that of a Doctor
of Medicine Degree (MD). The physical therapy degree and massage
therapy degree are noted less than four years. The classroom and
clinical study hours prior to graduation differ only by one-hundred and
fifty-five hours with the medical curriculum being the higher number
of required hours. Dr. Born also noted that a chiropractic doctor
neither prescribes nor dispenses medication. A DC uses a handson approach to achieve the primary goal of proper spinal function
to remove nerve
interference.

How amazing to view the
documented dermatome
diagram of the human spine
and be able to actually see
the possible nervous system
dysfunction that can occur to
each body region.

One quote from
Dr. Born’s lecture
notes
states
“When there is no
interference, your
nervous system
controls
the
healthy function
of virtually every
cell, tissue, organ,
and system of your body.” How amazing to view the documented
dermatome diagram of the human spine and be able to actually see
the possible nervous system dysfunction that can occur to each body
region. The innervations are by afferent fibers from one spinal root,
therefore with this statement it can be concluded that pain pathways
can also be innervated for pain relief for cancer patients. Once the
determination of the nerve dysfunction is established the possibilities
for relief utilizing chiropractic care are an option for consideration.
There are, as stated by Dr. Born, two fundamental styles and over
one-hundred chiropractic techniques. The first style is manual
adjustment (hands-on already mentioned) which is taught in all
schools to all doctors and instrument-based adjustments utilized in
approximately 60% of patients being the other style.
The three biggest fears about chiropractic care include:
• Comfort (back cracking and twisting necks)
• Safety (fear of stroke, fracture)
• Efficacy (placebo effect, disbelief)
The statistics do not however support these fears. The incidence
of injuries related to chiropractic care for pain relief are lower in
percentage than the long term side effects of narcotic drug medications
prescribed for pain relief. Detection, prevention, treatment and cure
of cancer are primary goals the medical field has long endured and
are attempting to achieve. Many positive advancements in cancer
care have been obtained and the battle wages on.
These cancer milestone modalities occurred because one health care
provider envisioned the potential and out of that potential grew a
reality. The treatment values of chiropractic care in cancer patients
are measurable and can be evaluated to determine the potential
they may hold and the relief they could provide. We as healthcare
providers must remain open to the many treatment options in order
to meet the challenges cancer care presents.

Legislative Update Angela Maynard, RN BSN OCN

®

On March 6, 2007 the MNA sponsored the
Michigan Nurses March in Lansing with
the goal of personally communicating with
legislators and their staff to discuss legislative
and public policy matters that affect the
practice and profession of nursing. Prior to
the march an informational session was held
describing public policy issues that impact
nursing practice and patient care.
A summary of key legislative issues addressed
are safe patient care, safe patient handling,
nursing shortage and adequacy of nurse
education funding, advance practice nursing
scope of practice, nurse staffing for long term
care, Medicaid funding, and universal access
to affordable health care.
• Safe patient health care legislation would
amend Michigan’s Public Health Code to
prohibit the practice of mandatory overtime
that forces nurses to work long consecutive
hours. The bill also would require hospitals
to develop staffing plans and implement
minimum nurse-to-patient staffing ratios to
ensure safe patient care.

• Safe patient handling would establish
ergonomic standards to safely treat and
move patients without running the risk of
debilitating musculoskeletal disorders to
themselves or to their patients.
• Support for addressing the nursing
shortage and nurse education funding
with nursing scholarships, fostering
collaborative partnerships between nursing,
nursing schools, hospitals, and the nursing
community.
• Enabling advance practice nurses to fully
practice within their scope of practice and
national certification, including independent
prescriptive authority.
• Modernizing of existing minimum nursing
home staffing ratios to ensure safe patient
care to this vulnerable and increasing patient
population.
• Assure adequate funding of Medicaid
to avoid cuts in covered services and the
elimination of eligible individuals from the
Medicaid caseload.

• Legislative solution to the growing
number of uninsured such as health care
for all Michigan residents regardless of
economic status.
Jeanette Klemczak, Chief Nurse Executive
spoke about the Michigan Nursing Corps
(MNC), an initiative to train new nurses.
Governor Granholm proposes that we will
prepare 500 nursing educators to train 3,000
new nurses in just three years. The program
is expected to cost $45 million over three
years. Nurses will receive financial support
for their education and in return, they will
sign contracts to teach in Michigan nursing
education programs. The MNC funding
will only be possible if there are new state
revenues. The Governor’s service tax (2
cents) proposal, if passed, could provide the
revenues for the MNC.
Let your legislators know how these issues
impact you and constituents in their districts.
Also, follow up with them and let them
know you are watching what is happening
with issues related to nursing. You do make
a difference.

A Nurse’s Journey into Massage Therapy Continued from page 1
survived the experience. The next day his wife called to share that her
husband, who had been suffering from insomnia and uncontrolled
nausea, had not only slept through the night but also was nausea free.
The biggest surprise was that he wanted another massage!
I do not claim to be responsible for alleviating his symptoms but
something truly divine occurred that day. Perhaps helping him relax
allowed the medication to work more effectively or the distraction
from treatment brought a brief respite to his symptoms. All I know is
that I am truly blessed to have witnessed this moment. And I learned
that positive intentions and just being present with someone in their
suffering is what makes this practice so sacred.
For massage therapists interested in working with patients living with
cancer, specialized education, training and clear communication
with the oncologist is essential. Knowing what is appropriate or
contraindicated for a patient ensures a safe and beneficial massage
experience. There are many programs available. A current list can be
obtained from the American Massage Therapy Association website
http://www.amtamassage.org.2 In my practice, I found two books to
be extremely helpful: Massage Therapy and Cancer by Debra Curties,

R.M.T. and Medicine Hands, Massage Therapy for people with Cancer
by Gayle MacDonald, M.S., L.M.T. They along with Tracy Walton
M.S., LMT and many other massage therapists have contributed in
educating the massage community that there is a way to safely offer
gentle, soothing touch to people with cancer.
I am fortunate to have found my passage in oncology nursing. By
adding massage therapy to my skills it enhances care I can offer
for the whole person. Oncology patients should never be denied
compassionate nurturing touch. As nurses we are in a unique position
to do this. Perhaps my story will inspire other nurses to explore this
exciting practice.
Bibliography
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Virtual Communities
ONS Chapter Virtual Communities (VC) have been developed to
improve communication among chapter leaders and members. To
navigate to your individual chapter VC, visit the Main ONS VC at
http://chapter.VC.ons.org/ and select “Find a Chapter” from the side
navigation on the home page. There are many useful features in
each Chapter VC that are useful to members including My Chapter’s

Page, About Us, News, Discussions, and ONS National Announcements. To locate our chapter’s page visit the Virtual communities at
http://metrodetroit.vc.ons.org/
If you have questions or problems navigating your Chapter’s VC
please contact Jenny Shinsky at jshinsky@ons.org.
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The Chapter Capsule
…is a publication of the Metropolitan Detroit Chapter of the
Oncology 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:

MDONS Chapter Capsule
6116 Smithfield Drive
Troy, MI 48085

Carole Bauer, BSN, RN,OCN,CWOCN
6116 Smithfield Drive,Troy,MI 48085
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q One Year $20.00

q 3 Years $50.00

Lisa Zajac
LMZ06@aol.com

Ruth Chaplen
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Institution Name: _ ____________________________________________________________
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Preferred Mailing Address: q Business
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