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Cancer Care: The State of Side-Effect 
Management for Our Patients

Sheryl A. Riley, RN, OCN, CMCN
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Summary

Readmissions and unplanned hospitalizations caused by side effects and poor symptom management falls on 
the shoulders of the patients, their families, and ancillary care systems, when it should be the responsibility of 
the treating physicians and their clinical teams. The following steps can go a long way in keeping patients’ side 
effects under control and decreasing unplanned hospitalizations.

Key Points

• Devote more time to patients and their families before treatment selection
• Improve patient education and teaching via conversations between the patient and a provider, care 

coach, or navigator to explain the risks and benefits of each treatment option
• Complete a thorough medical history and physical examination, and use functional or comorbid tools
• Strengthen patient–doctor communication regarding life-altering side effects

THE GOAL OF CANCER TREATMENT IS TO DESTROY 
cancer cells, whether through surgery, radiation, drug therapies, 
or a combination of these. During the course of these treatments, 
however, healthy cells can also be damaged or destroyed, leading 
to unpleasant side effects such electrolyte imbalance, dehydration, 
weight loss, fatigue, infection, lack of appetite, mouth sores, skin 
irritations, anemia, and depression. These side effects can frighten 
and even terrify patients if they have not been educated on what to 
expect; without proper guidance, they can also lead to emergency 
department visits and impact treatment adherence and completion. 

Each patient with cancer responds differently to treatment, and 
in the last few years, researchers and providers have discovered 
better ways to predict, reduce, and even prevent side effects, leading 
in some cases to more tolerable treatments and better adherence. 
Controlling side effects, adverse drug reactions, and managing 
comorbid conditions and risks should be part of every patient’s 
cancer care program. Clinical, physical, functional, cognitive, and 
psychosocial assessments, along with education and self-care, are 
also cornerstones to better care, and can be improved by taking the 
following steps:

• Devoting more time to patients and their families before    
treatment selection

• Improving patient education and teaching via conversations 
between the patient and a provider, care coach, or navigator to 
explain the risks and benefits of each treatment option

• Completing a thorough medical history and physical 
examination, and using functional or comorbid tools (eg, 
Eastern Cooperative Oncology Group performance status, 
Charlson Comorbidity Index)

• Strengthening patient–doctor communication regarding life-
altering side effects

Patient education regarding treatment options and potential 
risks, benefits, and side effects is essential and should be prioritized 
in every oncology practice and cancer clinic.As oncologists and 
oncology nurses, we have an ethical responsibility to teach and 
reinforce the proactive management of side effects, but we are 
currently falling short in this area. Too many patients who should 
be managed by their physicians and nurses are being hospitalized 
for side effects and adverse drug reactions. Clinical and financial 
data analyses show that patients who are diagnosed with late-stage 
cancers, those diagnosed with cancer at higher acuity levels, and 
those who are receiving cancer treatments are hospitalized at a 
higher rate than those with early-stage disease.

High Cost
In 2009, the Healthcare Cost and Utilization Project examined 

adult cancer hospitalizations and found that approximately 4.7 
million hospitalizations of adult patients were cancer-related; in 
1.2 million (25%) of these, cancer was the principle diagnosis.1 
This came at a cost of $20.1 billion (6%) in inpatient hospital 
costs. Patients who incurred the highest daily costs were patients 
with prostate ($4600), breast ($4100), and thyroid cancers 
($3500). Furthermore, the most common cancer hospitalizations 
among men were for prostate cancer, secondary malignancies 
or metastatic cancer, and lung cancer; hospitalizations related to 
kidney cancer in adult men increased 40% from 2000 to 2009.1 
The most common cancer hospitalizations among women 
were for secondary malignancies as well as breast and lung 
cancers. Bronchus, lung, and colon cancer, as well as secondary 
malignancies, accounted for more than one-third of the total cost 
of hospital stays for cancer.

In a separate study that same year, the Healthcare Cost and 
Utilization Project examined common cancer hospitalizations 
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again; investigators assessed hospital readmissions for cancer 
surgery in teaching versus nonteaching hospitals in New York. 
Thirty-day readmissions were assessed from 21,945 admissions 
for cancer surgery, and the overall readmission rate was 9.3%, with 
11.2% of readmissions occurring in nonteaching hospitals, and 
8.6% occurring in teaching hospitals.2 Factors that increased the 
risk for 30-day readmission for a preventable cause among patients 
with cancer were male sex, undergoing surgery at a nonteaching 
hospital, African American race, and certain comorbidities.

Four years later, little had changed. In a study by Brown and 
colleagues, Medicare estimated that the cost of readmission was 
$17 billion annually, and investigators showed that more than 50% 
of patients who were discharged after surgery had died or were 
rehospitalized <1 year after discharge.3 The same study found that 
patients with cancer receiving medical services were readmitted 
more than patients with cancer receiving surgical services, and 
noted that National Cancer Institute-designated comprehensive 
cancer centers had a higher readmission rate than non-designated 
cancer centers. 

Overall, almost one-third of patients were readmitted to 
hospitals ≤7 days after discharge; 33% of these readmissions 
were the result of potentially preventable side effects (eg, nausea, 
vomiting, dehydration, and postoperative pain).

Unplanned Hospitalizations
A study from October 2014 showed that unplanned 

hospitalization rates among patients with gastrointestinal cancers 
are higher than some other cancers, but, most importantly, are 
potentially preventable.4 The study used the Texas Cancer Registry 
and Medicare claims data for in-hospital admissions from 30,199 
patients with gastrointestinal cancer aged ≥66 years. The rate 
of unplanned hospitalization was 58.1%, and 55.9% of these 
hospitalizations occurred within the first year of cancer diagnosis. 
Moreover, the top reasons for unplanned hospitalization—fluid 
and electrolyte disorders, intestinal obstruction, pneumonia, 
congestive heart failure, chronic obstructive pulmonary disease, 
and bronchiectasis—were considered potentially preventable, 
and lead author Joanna-Grace M. Manzano, MD, noted that these 
comorbidities “may help identify areas of focus for improvement 
or intervention.” Further analysis revealed that patients with 
esophageal, gastric, pancreatic, and rectal cancers, as well as 
patients with regional and distant diseases, were at higher risk for 
unplanned hospitalization.

Another prospective study that examined drug-related 
problems and their correlation with unplanned hospitalizations 
focused on two oncology units with patients diagnosed with solid 
tumors or lymphoma.5 Results were described as predictable; 
the incidence of unplanned hospitalizations associated with 
drug-related problems was 12.4%, approximately half of which 
were potentially preventable events. The study revealed that the 
majority of the admissions related to drug-related problems were 
adverse drug reactions (Number = 155, 94.5%), moderately severe 
(Number = 155, 94.5%), and probably or definitely preventable 
(Number = 86, 52.4%). It is also important to note that febrile 
neutropenia was the most common adverse drug reaction, 
and drug combinations including antihypertensives and long-
term corticosteroids increased the risk of potential drug–drug 
interactions.

The key points in most studies were that many of the unplanned 

hospitalizations that were reported were potentially preventable 
and were related to patients’ high comorbidity scores. This means 
that oncologists do not have a clear picture of their patients—or 
their patients’ expectations—before or while making decisions 
about the most appropriate cancer treatment. Completing full 
clinical histories and examinations, as well as cognitive, functional, 
and psychosocial assessments should not be overlooked or taken 
for granted. Too often, pretesting and full clinical assessments 
of patients’ histories and care expectations are overlooked or not 
revisited once treatment is initiated. 

Treating physicians (ie, oncologists, primary care physicians, 
and other specialists) should recognize that elderly patients 
who have gastrointestinal cancer are vulnerable to unplanned 
hospitalizations. Knowing that elderly patients with gastrointestinal 
cancer are prone to more frequent unplanned hospitalizations, 
healthcare providers should promote efforts to improve the 
coordination of care among everyone involved in caring for them. 
Patients would likely benefit from continued, close follow-up with 
their oncologist, oncology care manager, or even their primary 
care physicians during treatment and for years to come.

All of this research and information affirms that the burden 
of readmissions and unplanned hospitalizations caused by side 
effects and poor symptom management falls on the shoulders of 
the patients, their families, and ancillary care systems, when it 
should be the responsibility of the treating physicians and their 
clinical teams.

Improving side-effect management for patients is a goal for 
which every oncology clinic and practice should strive. Proactive 
side-effect education and emotional support for patients and their 
families, as well as frequent, comprehensive follow-ups and 
monitoring before, during, and after treatment are essential. These 
steps can go a long way in keeping patients’ side effects under 
control and decreasing unplanned hospitalizations. In addition, the 
use of clinical assessment tools to better understand the patient’s 
comorbid history, physical health, cognitive function, mental and 
emotional health, as well as care expectations should be a key 
part of every oncology practice. Readmissions and unplanned 
hospitalizations play a role in decreasing a patient’s survival, and 
oncology care teams must improve side-effect management to 
prevent this.

Sheryl A. Riley, RN, OCN, CMCN is a Managing Partner at 
Clarion LLC, a Care Management and Consulting company.
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Do Nurses Have a Role in
Value-Based Purchasing?

Pat Stricker, RN, MEd

Summary

Nurses work closely with the patient, family, providers and other members of the extended 
health care team, and they play an integral role in ensuring that the key principles of value-
based purchasing (VBP) are accomplished. Their role will continue to evolve and expand as the 
changes in the healthcare system become fully implemented.  

Key Points

• Nurses play a significant role in VBP
• The Case Management Model Act supports the goals of VBP
• It is difficult for consumers to make value-based decisions without having 

validated price and quality information.
• Nurses play a key role in helping patients and their family understand and 

navigate the health care system

HAVE YOU EVER THOUGHT ABOUT WHAT “VALUE-
based purchasing” really means and how it affects your role as a 
nurse? At first thought, it would seem that the nurse’s role really 
doesn’t have anything to do with a new reimbursement model for 
health care providers; after all, nurses do not have any involvement 
in provider reimbursement, nor do they have anything to do with 
health care contracting or purchasing.  However, once we examine 
this in more detail, I think you will see that nurses actually play a 
very significant role in value-based purchasing (VBP).  

For decades, the health care delivery system has dealt with 
inefficiencies, fragmentation, variations in quality and cost, and a 
goal to treat illness rather than improve health. In addition, the cost 
of health care has been based on the quantity of services provided 
(fee-for-service) or on a fixed fee based on a specific diagnosis-
related group (DRG based on primary diagnosis, surgical 
procedure, age of patient, and expected length of stay). Attempts 
at restructuring the payment system to focus more on the quality of 
care provided have been very difficult to achieve.    

The Affordable Care Act of 2010 (ACA) brought about 
numerous payment and delivery system reforms that addressed 
these needs. For example, the Centers for Medicare and Medicaid 
Services (CMS) had a long-standing initiative to link the Medicare 
payment system to a value-based system to improve healthcare 
quality; the ACA made this a reality. Since hospitals account for 
the largest share of Medicare spending, the ACA included the 
Inpatient Hospital Value-Based Purchasing Program [Section 
3001(a)]. It rewards acute-care hospitals with incentive payments 
for the quality of care they provide to Medicare recipients, how 
closely best clinical practices are followed, and how well the 
hospitals enhance the patients’ care experiences during their 

hospital stay.  
However, VBP encompasses not only hospitals, but all 

providers, physicians, health plans, employers, and consumers. 
Physicians and other providers are rewarded for positive patient 
outcomes, based on performance standards, instead of being paid 
for the number of services provided, as in the fee-for-service 
(FFS) model. The VBP reimbursement model is also used in 
other delivery systems, such as Accountable Care Organizations 
and Patient-Centered Medical Homes, to reward physicians for 
increasing quality and patient-focus, while reducing unnecessary 
costs.  

The Rand report on value-based purchasing programs1 
describes VBP as a broad set of performance-based payment 
strategies that link financial incentives to providers’ performance 
on a set of defined measures. The National Business Coalition 
on Health2 defines it as a strategy to measure, report, and reward 
excellence in health care delivery that involves making decisions 
based on access, price, quality, efficiency, and alignment of 
incentives.  The Value-Based Purchasing Guide says it is a solution 
that can generate short-term savings by focusing on fundamentally 
changing the current health care delivery system.2 VBP places 
the responsibility on the health care purchasers to make decisions 
based on quality, service and cost, rather than cost alone, which 
will result in a health care system based on health improvement and 
management, and a value-driven system in which ever-increasing 
quality of care is achieved at the lowest possible cost. The Case 
Management Model Act, which establishes the key elements of 
a comprehensive Case Management Program, also supports the 
goals of VBP because it promotes “cost-effective strategies that 
promote better quality, improved outcomes, fewer readmissions, 
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and higher consumer satisfaction.”3

VBP is built upon four key principles:

1.    Standardized Performance Data Collection and Measurement
The performance of health plans, hospitals, physician groups, 

individual practitioners, and consumers related to behaviors, 
lifestyle choices and chronic disease self-management must 
be measured.  The performance measures should be based on 
actionable information regarding cost, quality, and appropriateness 
of care; and answer the question: “Is care safe, timely, efficient, 
effective, equitable, and patient-centered?” The answer to this 
question must be converted into useful, accessible information for 
informed decision making. Measurement is impossible without 
the ability to access and aggregate data from multiple payer and 
community sources that include administrative, claims, clinical, 
and patient survey data.  And, since employers are offering financial 
incentives to employees for changing behavior and choosing 
higher-value providers, they need to ensure that employee health 
and productivity are measured and tracked to determine if the VBP 
strategies and incentives are effective.
 
2.    Measurement Transparency and Public Reporting

Transparency in health care costs and quality is essential.  It 
is difficult for consumers to make value-based decisions without 
having validated price and quality information. Knowing the cost 
of procedures and visits before they occur, rather than after, and 
being aware of the quality of care they will receive, will help 
them make better decisions.  Regular and timely public reporting 
of provider performance through websites, report cards, member 
resources, and targeted mailings can be a significant motivator for 
performance improvement and a good way to guide consumers in 
making health care decisions. 

3.    Payment Innovation
“Pay for performance” reflects the principles found in the 

rest of our economy – cost should be related to quality. Provider 
reimbursements need to be based on demonstrated performance 
and desired outcomes. Previous FFS reimbursement incentivized 
providers to do more individual units of care, regardless of whether 
that care was efficient or effective.  Reimbursing for bundles of 
services, complete episodes of care, or achievement of desired 
outcomes, rewards providers for keeping patients healthy, not just 
treating their illnesses.  

4.    Informed Consumer Choice
A key element of VBP is individual consumer choice based 

on value. Consumers have many decisions to make regarding their 
health status and the cost and quality of care. Since consumers 
are typically more concerned about their own out-of-pocket cost, 
rather than the actual cost of procedures and services or the overall 
costs incurred by the health care system, they must be provided 
with clear information, incentives, and coaching to help them 
make better informed decisions. Making decisions based on price 
alone might save money initially, but it is not a sound, long-term 
sustainable strategy. Consumers must also be encouraged to 
change their behaviors and self-manage their health. 

Value-based purchasing is necessary to transform the health 

care delivery system into a high quality, affordable system.  Of 
course it is impossible to accomplish all of this immediately, so 
changes are being implemented over several years.     

Now let’s examine the role that nurses have in value-based 
purchasing.  Since nurses work closely with the patient, family, 
providers and other members of the extended health care team, 
they play an integral role in ensuring that the key principles of 
VBP are accomplished.  

While nurses may not be responsible for collecting and 
measuring the data, they are responsible for documenting all 
aspects of care and the information provided.  Some examples 
include: clinical information, gaps in care, symptom management, 
treatment options, education provided, patient interactions, 
behavior changes, lifestyle management, prevention and wellness 
care, nutrition, and medication management.  Nurses also play a 
key role in monitoring hospital admissions for length of stay, and 
appropriateness and timeliness of services, as well as preventing 
readmissions by providing discharge instructions, managing 
transitions of care, arranging community resources, and providing 
follow-up and monitoring the patients closely after discharge.  
Managing these processes and capturing this type of data ensures 
that the data will be available for collection and measurement.   

The role of the nurse as an educator, coach, and advocate 
for the patient and family has always been important, but it is 
becoming even more so now with all the changes in the healthcare 
system.  Nurses play a key role in helping patients and their family 
understand and navigate the health care system, understand their 
benefits and costs, and providing them with the information they 
need to make informed decisions about the type, quality, and cost of 
care they want to receive. The close relationship that is developed 
between the nurse and the patient and family also enhances the 
patient’s satisfaction with the overall health care experience.        

All of these actions ensure that the key principles of VBP are 
accomplished.  That being said, the answer to whether or not nurses 
affect VBP is a resounding “Yes”.  Nurses have a significant role 
in making VBP successful and their role will continue to evolve 
and expand as the changes in the healthcare system become fully 
implemented.  

Pat Stricker, RN, MEd is the Senior Vice President at TCS 
Healthcare Technologies.

©2015. Reprinted with permission by the Case Management 
Society of America (CMSA), www.CMSA.org. CMSA Today, June, 
2015. To learn more, visit www.CMSAToday.com.
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BRINGING A NURSE CARE MANAGER INTO A PRIMARY 
care practice that is transforming into a medical home not only 
adds a new function, but also revolutionizes how health care 
services are rendered. A patient-centered medical home is best 
understood as a model of primary care based on patient-focused, 
population management principles. These principles require 
practices to stratify their patient panels by risk, and implement 
proactive interventions based on the patient’s level of risk and 
specifi c needs.

A medical home operates by reaching out to healthy patients 
to schedule their annual physicals and preventive screenings, 
providing care coordination and test tracking to patients needing 
assistance to obtain specialty services, and providing intensive 
care management services to the highest risk patients to avoid 
unnecessary hospitalizations and ED visits.

To provide that level of differentiated, engaged services, 
the old model − consisting of the physician leading a team of 
subordinates to serve only patients who have appointments − 
gives way to a multi-disciplinary care team model in which each 
member has responsibilities that maximize his or her training 
and personal capabilities, combining to work together across the 
system. Moreover, the care team provides services to the entire 
patient population attributed to the practice, which involves 
proactive outreach to the patients who have not regularly scheduled 

appointments.
Within the multi-disciplinary care team, the nurse care 

manager is responsible for providing intensive care management 
services to the highest risk patients, who make up approximately 
fi ve percent of the practice patient panel who are most at risk of 
relapse, an ER visit or hospitalization. To serve these patients, the 
nurse care manager must often reach out to the patients who have 
poorly controlled conditions and often have behavioral health 
co-morbidities. Based on our observations in the Massachusetts 
Patient-Centered Medical Home Initiative, which we will discuss 
below, these outreach efforts have proven to be more effective than 
payer outreach because the nurse care manager is an integral part 
of the care team.

The role of the nurse care manager in a medical home is 
essential if the medical home model is to be sustained. The 
nurse care manager’s focus is to prevent avoidable inpatient 
hospitalizations and ED visits, which translates to direct cost 
savings for the health care system. Those savings are essential to 
fund other practice changes associated with medical homes, such 
as EMRs, patient registries, daily team meetings, and proactive 
patient outreach.

The Massachusetts initiative, which is piloting a 46-practice 
patient-centered medical home initiative focused predominantly 
on Medicaid practices, indicates that there are several key factors 

Role of the Nurse Care Manager in a
Patient-Centered Medical Home:

Lessons Learned from the Massachusetts 
Patient-Centered Medical Home Initiative

Christine Johnson, Ph.D. and Margaret Houy, J.D., MBA

Summary

This initiative highlights key factors that infl uence the success of a nurse care manager 
within a practice-based care management system. In order for an embedded nurse care 
manager to be effective, he or she must be part of an interdisciplinary care team that 
understands and supports this new role.

Key Points

• A multi-disciplinary care team model is a model in which each member has 
responsibilities that maximize his or her training and personal capabilities, combining 
to work together across the system. 

• Within the multi-disciplinary care team, the nurse care manager is responsible for 
providing intensive care management services to the highest risk patients.

• The nurse care manager must be able to establish a trusting and positive relationship 
with the patient, and use motivational interviewing skills and shared decision-making 
tools to set realistic, personal health style goals that the patient wants to achieve.
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that determine if the nurse care manager will be successful.1 
This article discusses each of the success factors and barriers to 
achieving success.

KEY SUCCESS FACTORS FOR BUILDING A PRACTICE-
BASED CARE MANAGEMENT SYSTEM: LESSONS 
LEARNED FROM MASSACHUSETTS

Build a Multi-Disciplinary Care Team
Building a multi-disciplinary care team involves changing 

roles so that everyone is working to the top of their professional 
capacity, allowing much of the work to be done by team members 
other than the physician. This way of working involves regular 
and ongoing communication, both real time and electronic, 
among the PCP and nurse care manager. The multi-disciplinary 
team, therefore, must establish communications policies and 
procedures covering topics that maximize care team functioning, 
including formal and informal, in-person and telephonic real 
time communications (when, where, how often, what topics, and 
among whom), and electronic communications (when, by whom 
to whom, for what purpose, and response time).

Successful practices have developed communication systems, 
such as “green/yellow/red” alerts to determine the urgency of the 
communication that needs to occur between the PCP and nurse 
care manager. In one practice that had established this alert system, 
the nurse care manager received a call from a patient who was 
short of breath. Based on the patient’s history, this call generated a 
red alert, allowing the nurse care manager to immediately interrupt 
the PCP to rapidly confirm a previously agreed-upon medication 
adjustment to avoid an ED visit and possible hospitalization. As 
this example demonstrates, the care team must develop protocols 
so that nurse care managers can expand their roles to include 
such traditional physician activities as prescribing medications by 
handling prescriptions according to standing orders and protocols.

Within the multi-disciplinary care team, there must also be a 
care coordination function that provides services to approximately 
15 percent of the patient population who are high, but not highest 
risk, requiring coordination with providers outside the walls of the 
practice in order to manage inpatient transition of care, specialty 
services, and ancillary testing. This function, which can be provided 
by individuals with clinical and non-clinical backgrounds, ensures 
that these patients receive required services such as necessary 
specialty and testing services, and that consulting reports confirm 
that test results are received and integrated into the patient’s care 
plan. Formalizing this function outside of the nurse care manager 
role enables the nurse care manager to focus exclusively on the 
top 5 percent of patients at the highest risk and perform the higher 
level care management functions.

Identify the Highest Risk Patients
As previously stated, nurse care management services focus on 

those at highest risk for health deterioration, sentinel events and/or 
poor outcomes. There is no single way to identify these patients, 
and practices can easily become paralyzed trying to develop what 
they consider to be the perfect methodology for this complex 
process. Rather than trying to establish one methodology for the 
process, it is more important for the practice to use a reasonable 
approach that includes PCP involvement and review on a regular 
basis. At the simplest level, these patients can be identified by 

asking each primary care provider to list the 20 patients he or 
she is most concerned about, or, in other words, who keeps them 
awake at night. Another approach is to identify patients with one 
or more of the following characteristics:

• Three or more chronic diseases
• Poorly controlled chronic disease
• Three or more hospitalizations or ER visits in the last year
• Who are transitioning to or from hospitals and home/    

community-based care organizations
• Who are taking high alert medications (Coumadin, digoxin, 

beta-blockers and oral hypoglycemic)
• Who have diagnoses that place them at high risk for 

readmissions (COPD, CHF, Pneumonia, Asthma and CAD 
patients)

If the practice has access to payer lists of high risk patients, 
the practice should also review the lists from their top three payers 
to identify patients they might have missed.

Understand the Role of the Nurse Care Manager
To keep the nurse care manager’s time focused on the highest 

risk patients, it is essential that everyone on the inter-disciplinary 
care team understand and support the role and objectives of the 
nurse care manager. The key functions of the nurse care manager 
are:

1. Ongoing evaluation and documentation of patient progress/
risk status and appropriate scheduling of care management 
interventions. This requires using and continually updating 
documented care plans and updating a comprehensive patient 
registry tracking and documentation system.

2. Identifying and managing the patient’s primary drivers − what 
are the reasons or problems that have led to the patient being 
identified as highest risk or that caused the hospitalizations or ED 
visits.

3. Comprehensively assessing and reassessing the patient’s 
physical, mental, and psychosocial needs.

4. Maintaining an ongoing risk stratification triage system to 
identify and keep current a list of highest risk patients most in 
need of nurse care management services.

5. Coordinating care of the highest risk patients across the practice 
and health care system continuum, including identifying and 
using cultural and community resources. This includes managing 
transitions of care to or from facilities and/or providers and 
managing referrals, tests and procedures for the highest risk 
patients. Along with these roles, it is important for the care team to 
contact each patient who has been discharged from the inpatient or 
had an ED visit within 24 hours. The nurse care manager should 
follow up with previously identified highest risk patients, and other 
members of the care team should follow up with other patients 
and involve the nurse care manager when the patient’s situation 
indicates a need for more intensive care management support. The 
nurse care manager must also exchange information with the PCP 
around hospital admissions or ED visits and, when appropriate, 
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interact with the patient’s family.

Develop a Care Plan
Ideally, the patient care plan should be developed by all 

members of the patient’s care team and be made available to 
them electronically. Since few practices have that capability, it 
is reasonable for the nurse care manager to start with a simpler 
approach. The care plan should build off an intake assessment 
that identifies such key issues as: safety concerns, sleep concerns, 
special needs, medications and reconciliation issues, behavioral 
health concerns, and risk drivers. It must also identify specific 
problems and for each problem develop goals and an intervention 
plan, identify the responsible parties and provide a place to 
document evaluation and follow-up.

The care plan must be developed jointly with the patient and 
other key care team members including, wherever possible, the 
behavioral health providers. For example, one recommended form 
includes the following statement: “I have actively participated in 
the development of my Care Plan with my Care Manager/Team. I 
have a copy and will actively partner with my Team to follow this 
Care Plan.” There is a place for the patient to sign and date the 
document and each patient is provided with a copy to take home.

The nurse care manager and other members of the care team 
base their work with each patient on the patient’s care plan. When 
effectively used, care plans facilitate and prompt coordination 
among the care team members in their interactions with their 
patients.

Engage Patients
The nurse care manager works with the highest risk patients, 

many who often have behavioral health co-morbidities and a 
lifetime of poor health habits. Because of this, engaging the 
patient is both challenging and essential. The nurse care manager 
must be able to establish a trusting and positive relationship with 
the patient, and use motivational interviewing skills and shared 
decision-making tools to set realistic, personal health style goals 
that the patient wants to achieve. These goals must be measureable 
in terms of what, how often, and when.

However, the nurse care manager also needs the active 
involvement of the entire care team, so that with every “patient 
touched” by a care team member, including, for example, the front-
office staff, the patient receives encouragement and respect. Not 
all of the highest risk patients will be ready for engagement and 
such patients should be tracked and monitored. The care manager 
should actively work with those who are already engaged or ready 
for engagement.

Use Data
Creating an effective nurse care management program should 

be viewed as a quality improvement project. As such, nurse 
care managers and interdisciplinary care teams need to identify 
measures to track implementation success and use the results to 
make adjustments. Examples of measures that could be used to 
track the nurse care management function include:

•  Percentage of highest risk patients with a care plan
•  Percentage of highest risk patients contacted by the nurse care 
manager within the last 30 days
•  Percentage of patients discharged from inpatient status contacted 

by the nurse care manager within 24 hours of discharge
•  Percentage of patients contacted by the nurse care manager 
within 24 hours of an ED visit
•  Ongoing monitoring and updating of the highest risk patient list 
on a regular basis

Engaged Leadership
A practice cannot become a medical home without engaged 

leadership at both the administrative and clinical levels. Having 
engaged leadership at the administrative level means that the top 
leader sets the vision of what it means for the practice to be a 
medical home and actively executes a strategy to create a medical 
home.2  Key components of any strategy require making time and 
resources available in order to:

•  Redefine roles and responsibilities so that current physician 
work can be shared with other care team members
•  Establish and develop patient registries
•  Hold interdisciplinary care team meetings daily to discuss specific 
patients coming in for appointments, and weekly to develop new 
delivery care processes
•  Integrate quality improvement processes into the organization’s 
culture

The administrative leader must also check in regularly with 
the care team and provide ongoing leadership. For example, 
the leadership may need to convince reluctant physicians that 
delegating to others and working as a team member can be 
beneficial.

Most importantly, change is difficult, and the leadership 
must actively maintain the vision and provide encouragement 
throughout this process. Clinical leaders must be directly involved 
in developing new service delivery processes, and actively engaged 
in implementing them. They must provide leadership by example.

HOW TO GET STARTED
First and foremost, determine a pilot inter-disciplinary care 

team consisting of a primary care physician, behavioral health 
provider, medical assistant, nurse care manager, LPN, medical 
receptionist, and community health worker. For smaller practices, 
the care team will usually consist of the primary care provider, 
the nurse care manager, the medical assistant, and the medical 
receptionist. Meet weekly.

Once your care team is established, identify the highest 
risk patients. As discussed above, the easiest first step is to ask 
the physician to identify his or her most concerning patients. If 
possible, check the list with the practice’s top three payers or against 
a list of recent hospital admissions. At this point, it is important 
for the team to understand the current work flow to understand 
how the highest risk patients are currently receiving services. To 
achieve this understanding, it is helpful to map the way the work is 
currently done for highest risk patients, using colored Post-it notes 
to signify different team member responsibilities.

Next, identify gaps. When identifying these problem areas 
in the current state – including problems around “dropping the 
ball,” significant delays, and communication breakdowns – focus 
work on the 20 percent of the areas that cause 80 percent of the 
problems. Next, the team will need to determine new roles and 
responsibilities with a focus on identifying who does what when 
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working with this patient population.
After mapping the ideal interdisciplinary care management 

workflow, start implementing small changes, test their effectiveness, 
and adjust as necessary. The goal is to have a highly functioning 
care team that is coordinating its work through development and 
implementation of an integrated and multi-disciplinary care plan.

CONCLUSION
Embedding nurse care managers, whether provided by a 

payer or funded by the practice, is not a passing fad. Rather, the 
role is increasingly being seen as a vital component of effective 
primary care. Within multi-specialty practices moving toward risk 
contracts, the nurse care manager will have a vital role in managing 
transitions of care between inpatient services and community-
based services for the most complex and highest risk patients. In 
order for an embedded nurse care manager to be effective, he or 
she must be part of an interdisciplinary care team that understands 
and supports this new role. Because this is an innovation in health 
care, it takes time for everyone to understand the role and requires 
firsthand experience by all stakeholders.

Start with a pilot, learn from the experience, and then spread 
the new processes throughout the practice.

Close communication is key. Experience has shown that when 
the primary care provider and nurse care manager are in very close 
communications, they are more successful in diverting ED visits 
and inpatient admissions than those who are not in close contact. 
Moving to team-based care that includes a nurse care manager is 
hard work which will pay off with improved clinical outcomes, 
lower costs and an increased sense of professional satisfaction 
among practice members.

Leadership must be engaged at two levels. The top 
administrative leaders of large practices must set the vision, provide 
resources, and manage the difficult process of change, whereas the 
provider champion must galvanize the care teams to utilize the 
resources of an embedded nurse care manager. Merely welcoming 
the nurse care manager is not enough; the practice champion must 

demonstrate how to partner with the nurse care manager to meet 
the needs of the highest risk patients. Moreover, leaders need to 
appreciate that bringing the nurse care manager into the primary 
care practice is one step toward meeting the standards being set by 
the global health care system reform that is currently underway. 
With strong leadership, practices can redesign themselves to meet 
national health care system reform requirements in a manner 
consistent with revitalizing primary care as the hub of our health 
care system. 
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THE FOLLOWING IS A SUMMARY OF THE 2015 
National Patient Safety Goals (NPSGs) as determined by The Joint 
Commission. The Joint Commission is an independent, not-for-
profit organization that accredits and certifies more than 20,500 
health care organizations and programs in the United States. 
Joint Commission accreditation and certification is recognized 
nationwide as a symbol of quality that reflects an organization’s 
commitment to meeting certain performance standards. Their 
mission is to continuously improve health care for the public, in 
collaboration with other stakeholders, by evaluating health care 
organizations and inspiring them to excel in providing safe and 
effective care of the highest quality and value. 

A panel of widely recognized patient safety experts advises 
the development and updating of the National Patient Safety 
Goals. This panel, called the Patient Safety Advisory Group, is 
composed of nurses, physicians, pharmacists, risk managers, 
clinical engineers and other professionals who have hands-on 
experience in addressing patient safety issues in a wide variety of 
health care settings. The Patient Safety Advisory Group works with 
Joint Commission staff to identify emerging patient safety issues, 
and advises The Joint Commission on how to address those issues 
in NPSGs, Sentinel Event Alerts, standards and survey processes, 
performance measures, educational materials, and Center for 
Transforming Healthcare projects. Following a solicitation of input 
from practitioners, provider organizations, purchasers, consumer 
groups and other stakeholders, The Joint Commission determines 
the highest priority patient safety issues and how best to address 
them. The Joint Commission also determines whether a goal is 
applicable to a specific accreditation program and, if so, tailors the 
goal to be program-specific.

Below is the 2015 priority list and how to best address them. 
 
I.  Identify Patients Correctly

a.  Use at least two ways to identify individuals served. For 
example, use the individual’s name and date of birth. This is 
done to make sure that each individual served gets the correct 
medicine and treatment. 
b.  Make sure that the correct patient gets the correct blood 
when they get a blood transfusion.

II.  Use Medicines Safely
a.  Before a procedure, label medicines that are not labeled. 
For example, medicines in syringes, cups and basins. Do this 
in the area where medicines and supplies are set up.
b.  Take extra care with patients who take medicines to thin 
their blood.
c.  Record and pass along correct information about an 
individual’s medicines. Find out what medicines the individual 
served is taking. Compare those medicines to new medicines 
given to the individual served. Make sure the individual served 
knows which medicines to take when they are at home. Tell 
the individual served it is important to bring their up-to-date 
list of medicines every time they visit a doctor.

III.  Prevent Infection
a.  Use the hand cleaning guidelines from the Centers 
for Disease Control and Prevention or the World Health 
Organization. Set goals for improving hand cleaning. Use the 
goals to improve hand cleaning.
b.  Use proven guidelines to prevent infection after surgery.
c.  Use proven guidelines to prevent infections that are difficult 
to treat.
d.  Use proven guidelines to prevent infection of the blood 
from central lines.
e.  Use proven guidelines to prevent infections of the urinary 
tract that are caused by catheters.

IV.  Identify Patient Safety Risks
a.  Find out which individuals served are most likely to try to 
commit suicide.
b.  Find out if there are any risks for patients who are getting 
oxygen. For example, fires in the patient’s home.

V.  Prevent Mistakes in Surgery
a.  Make sure that the correct surgery is done on the correct 
patient and at the correct place on the patient’s body.
b.  Mark the correct place on the patient’s body where the 
surgery is to be done.
c.  Pause before the surgery to make sure that a mistake is not 
being made.

VI.  Improve Staff Communication
a.  Get important test results to the right staff person on time.

VII.  Use Alarms Safely
a.  Make improvements to ensure that alarms on medical 
equipment are heard and responded to on time.

VIII.  Prevent Patients from Falling
a.  Find out which patients are most likely to fall. For example, 
is the patient taking any medicines that might make them 
weak, dizzy or sleepy? Take action to prevent falls for these 
patients.

IX.  Prevent Bed Sores
a.  Find out which residents are most likely to have bed sores. 
Take action to prevent bed sores in these patients. From time 
to time, re-check residents for bed sores.

You can find more detailed information about the 2015 
National Patient Safety Goals on the Joint Commission’s website 
at www.jointcommission.org.
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The Changing Landscape of Oncology 
Nurse Navigation

Sheryl Riley RN, OCN, CMCN and Cortney Riley BS, DPT

Summary

The core value of the original navigation model for oncology focused on cancer screening/prevention and 
the importance of follow-through once testing has been completed. Over the last twenty years, there have 
been several advances in group and organizational support and federal involvement that has led to changes 
and growth of nurse navigation programs. This article defines nurse navigation, where it started, and the 
role it played and continues to play in the care of oncology patients. It reviews the birth, changing landscape 
and expansion of the navigator’s role from lay person to oncology nurse, nurse practitioner, and social 
worker, to further additions of responsibility for care coordination and management. The authors discuss the 
development and benefits, patient and provider satisfaction, and overall value of navigation, including real 
examples of how nurse navigation has improved awareness and screening. Although nurse navigation still 
struggles in its original state to prove financial improvements, the expanded model of navigation plus care 
coordination show clinical, collaborative and communication improvements between physicians, patients 
and navigators, plus immediate value from both financial and clinical outcomes perspectives.

Key Points

• The role of a navigator is to assist patients and their families assess the cancer care system, overcome 
barriers and facilitate timely, quality care provided in a culturally sensitive manner.

• Navigator types in cancer care: oncology nurse navigator, lay navigator, novice.

TODAY’S CANCER PATIENTS FACE MANY CHALLENGES 
when trying to understand and navigate the healthcare system—
from the time of diagnosis, throughout treatment, during follow 
up care, and survivorship. For these patients, understanding their 
diagnosis and treatment plans should be paramount on their mind; 
yet, due to our fragmented system and the numerous avenues 
available to patients during the process of screening, diagnosis, and 
treatment, many patients either wait too long before implementing 
treatment or do not seek treatment at all. Waiting only further 
decreases the patients’ ability to obtain an appointment with the 
proper specialist in a timely manner; especially when they have an 
abnormal test result. Even worse is that more people are starting 
to forgo treatment all together due to an inability to navigate the 
process.

Recent articles  noted that, in relation to how patients are 
managing and or dealing with their oncology care, approximately 
60% of all bankruptcies are related to patient’s trying to cover 
their medical costs and cancer patients are 2.5 times more likely 
to file for bankruptcy than people without cancer. Also, there is a 
growing number of patients that do not get regular screenings for 
colon, rectal, breast and prostate cancers; for those that do, they 
are not following up and/or are not getting an accurate diagnosis.11 
These realizations helped to form the basis for the birth of a patient 
navigator.

Evolution of Patient Navigation
In 1990 Harold Freeman, created the first patient navigator 

program in Harlem Hospital, NY. At that time, the program focused 
on underserved women with breast cancer. The major goals of the 
program were:

• Expand access to cancer screening 
• Clinical follow-up among medically underserved women 

through community outreach 
• Elimination of health access barriers
• Remove lack of insurance 
• Remove distrust
• Deal with cultural and communication barriers
• Decreasing the time for abnormal diagnosis to diagnosis and 

or treatment
• Improve 5 year survival rates

Overall, the study was a success since the main achievement 
of the study was the noted increase in patient survival from breast 
cancer, which was 31% over 5 years from 1995 to 2000.11 Another 
important aspect of the program was that, at that time, Dr. Freeman 
held firmly to the idea that the role of the navigator in his scenario 
be served by a lay person and not by a nurse or social worker. This 
aspect worked in his model of screening and improved access to 
care.
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Dr. Freeman’s concept of navigation is not the only one. Other 
organizations such as the National Cancer Institutes’s (NCI) Center 
to Reduce Cancer Health Disparities (CRHCD) defines the process 
as supporting and offering guidance to persons with abnormal 
cancer screening or a new cancer diagnosis. They believe that the 
role of a navigator is to assist patients and their families assess 
the cancer care system, overcoming barriers and facilitate timely, 
quality care provided in a culturally sensitive manner. It targets 
those who are most at risk for delays in care. In the NCI scenario, 
specific time points in the cancer continuum are the focus and 
attempts to reduce the complexity to the patient.7

Patient navigation programs were developed to reduce such 
gaps in care by improving access to, and timeliness of, cancer 
services. Navigation added a strong provision of support and 
guidance for timely access to the cancer care system, addressing 
barriers, and facilitating quality care.

In keeping with that definition, there are many different levels 
of navigators in the field today. The following professionals have 
the necessary background and certifications to qualify them for 
this position.

Oncology nurse navigator. An oncology nurse navigator 
(ONN) is a professional registered nurse with oncology-specific 
clinical knowledge who offers individualized assistance to patients, 
families, and caregivers to help overcome healthcare system 
barriers and facilitate informed decisions including timely access 
to quality health and psychosocial care throughout all phases of the 
cancer continuum.

Lay navigator. A lay navigator is a trained nonprofessional 
or volunteer who provides individualized assistance to patients, 
families, and caregivers to help overcome healthcare system 
barriers and facilitate timely access to quality health including 
Psychosocial care from pre-diagnosis through all phases of the 
cancer experience.

Novice. A nurse who has worked two years or less as an ONN 
and is building upon his or her academic preparation and nursing 
knowledge is a novice navigator. This person is usually attempting 
to gather oncology experience to develop expertise in the ONN 
role.

Navigators can be disease, condition, or service specific. 
Many specialize in areas such as breast, prostate, lung, or any other 
form of cancer. Other navigators focus primarily on the role of 
financial navigator. Many others provide assistance, as the original 
navigators did, in the areas of screening and testing. Patient 
navigation in cancer care currently tends to focus on assisting 
patients in the coordinating of care among providers, community, 
the patients and their families. Resolution is achieved when patient 
follow-up is completed and one of two things occurs: either the 
patient begins therapy, or no cancer is found. Many of the current 
patient navigator programs are focused primarily on providing 
guidance to the racial/ethnic minority as well as low-income 
populations among which less wellness education is available and 
a greater difference can be achieved. In 2009, National Coalition 
of Oncology Nurse Navigators (NCONN) published the first 
competencies that defined the role of the ONN.13 Developed in 
consultation with active professional oncology nurse navigators 

throughout the United States, these core competencies cover five 
areas: 1) professional, legal and ethical nursing practice; 2) health 
promotion and health education; 3) management and leadership; 
4) negotiating the healthcare delivery system and advocacy; and 5) 
personal effectiveness and professional development.

Patient navigation in its original form from 1990 has many 
accomplishments. Programs were developed to improve access to 
and timeliness of administration of cancer services, which in turn 
reduces gaps in care. Navigation improved access to the cancer 
care system by addressing community, facility and literacy barriers 
as well as monitoring and facilitating quality care. To date, studies  
regarding patient navigation are demonstrating that navigation 
programs increase participation in cancer screening and adherence 
to diagnostic follow-up; however, these studies have lacked control 
groups or have had relatively small sample sizes.6, 8, 10, 11 

As to whether or not the original model saves money, here are 
a few of those studies to consider:

The Patient Navigation Research Program (PNRP)3

• 10,521 individuals, January 1, 2006 to March 31, 2010.
• Cost-consequence analysis of navigation versus usual care.
• Abnormal breast, cervical, colorectal, or prostate cancer 

screening.
• Diagnostic resolution was higher for navigation versus usual 

care at 180 days (56.2% vs 53.8%; P = .008) and 270 days 
(70.0% vs 68.2%; P < .001).

• Probability of having diagnostic resolution was higher for 
the navigation group versus the usual-care group (84.5% vs 
79.6%; P < .001). 

• Cost of Navigation $275 dollars per patient.

Comprehensive community cancer center accredited by the 
American College of Surgeons, southeastern United States5

• 1,037 analytic cases of cancer in 2007.
• 48 patients (28 navigator and 20 non-navigator) and 26 

employees, including physicians, nurses, and other support 
staff.

• A 10-item survey with Likert scale was sent to a stratified 
sample of 100 newly diagnosed patients with cancer.

• A five-item survey with the same format was sent to 40 staff 
working with the patients.

• Patients who received navigation services responded more 
positively to survey statements. Statistical significance (p > 
0.05) was identified in 7 of 10 statements when patient groups 
were compared.

• Patients with cancer and oncology staff reported that patient 
navigation is effective in increasing patient satisfaction and 
decreasing barriers to care.

One of the more recent studies, in which cost saving was 
proven, was sponsored by the Pfizer Foundation at the Ralph 
Lauren Cancer Center. At that particular center they were able to 
measure the time interval as well as the cost between an abnormal 
cancer finding, diagnostic resolution, and treatment initiation. 
The cost-effectiveness ratio ranged from $511 to $2080 per breast 
cancer diagnostic resolution achieved and $1192 to $9708 per 
colorectal cancer diagnostic resolution achieved; furthermore 
these numbers were not inclusive of the medical treatment costs 
saved.  This would indicate that overall saving is much higher than 
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what was reported in the study.8

Over the last 20 years, we have seen many changes that are 
meant to decrease barriers to care and improve overall outcomes 
for underserved populations. Although these groundbreaking 
accomplishments are too numerous to mention, I have highlighted 
a few below. 

First in 2001, the President’s Cancer Panel that was 
established with the National Cancer Act of 1971 revealed that 
barriers limiting or preventing access to cancer care are not unique 
to poor Americans but are experienced by Americans across all 
socioeconomic levels.11 These findings were contrary to the 
thoughts of most people in political power at the time. Many in 
power thought that the only people not receiving proper and timely 
care were the poor, but they were wrong. There were various other 
reasons why people of all socioeconomic level where not getting 
screened and then treated, which were primarily related to fear, 
literacy, culture and religion.

Then, later in the decade, President George W. Bush signed 
the Outreach and Chronic Disease Prevention Act, which began 
the Patient Navigator Society. The president signed an Act to 
provide financial grants for the development and operation of 
patient navigator services for the purpose of improving health care 
outcomes.15 Each approved hospital was to add a full time navigator 
to work with patients and their families. These funds were exactly 
what some facilities required to begin implementing programs. 
Even though there was data to support the use of navigators at that 
time, it appeared to be only anecdotal evidence and consequently 
made it difficult to get internal funding. The federal funding 
allowed facilities to participate without compromising on staff or 
the number of patients that could participate.

Most recently, in 2012, the American College of Surgeons 
Commission on Cancer (ACoS CoC) released standards  that 
reflected the goal of “ensuring patient-centered care.” One of the 
new standards, to be phased in for 2015 (Standard 3.1) required all 
cancer programs seeking accreditation to have a patient navigation 
program.16

While advances in cancer treatment have helped save millions 
of lives over the last three decades, now more than ever before, 
patients face far more complex treatment decisions and follow-up 
options than they did in the past (see Figure 1). Efforts made by 

hospitals to make the system clearer and to increase coordination 
among doctors have not always kept up with the changes, and patient 
navigation is seen as one possible solution to the problem. This 
leaves us in a quandary and leads us to question how do we drive 
the value of patient navigation to keep cadence with the growing 
healthcare needs of cancer patients and their families. What are the 
necessary tests required to prove that patient navigation not only 
has clinical and psychosocial benefits but can also save money? 
The most logical answer is to define the endpoints and expand the 
role by creating a distinct set of health services that are required 
to complete an episode of cancer-related care and utilizing care 
management/coordination models.

It is common knowledge in healthcare that the concept of 
patient navigation is based somewhat on the care management/
coordination model; this has four key components that will be 
highlighted here:

• Case identification, which is a systematic approach to the 
identification of those individuals with abnormal cancer 
screening in need of follow-up care or incident cancers

• Identifying individual barriers to receiving care. Navigators 
contact patients and elicit information regarding the barriers 
to completion of recommended care

• Developing an individualized plan to address the barriers that 
are identified

• Tracking, a systematic method of following each case through 
resolution of the problem

Another area of interest in considering the future of nurse 
navigation is the role of nurse care managers. Nurse care 
management practice is a specialty. This specialty is a dynamic 
and collaborative approach to facilitate, provide, and coordinate 
comprehensive care to assess and meet patients’ needs which 
enhances patient knowledge and self-management as well as 
improves the quality and cost-effectiveness of care by decreasing 
fragmentation and duplication of services and care. Even though 
there are similarities it might be impossible for one person to do 
both jobs and have equally excellent outcomes. Research has 
shown that there are similarities in these two approaches and the 
evidence is provided here:

Figure 1
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• Coordination and continuity of care were similarly important 
to the roles of patient navigator, nurse care manager/ 
coordinator, and nurse navigator in the literature.7 

• Fillion et al. (2009)  favored professionally led models of 
patient navigation that compare with comprehensive case 
management models through the cancer care continuum. 
Case management models involve assessment, outreach, and 
referrals; comprehensive models add advocacy, education, 
problem solving, and support. Doll et al. (2007)  defined the 
role of the navigator as interactive between patient and nurse, 
to mutually identify unmet needs, and tailored to help the 
patient move through the system as smoothly as possible.18

• In this comparative analysis, nurse navigators included breast 
health nurse, nurse case manager, oncology nurse navigator, 
oncology patient navigator, pivot nurse in oncology, and nurse 
navigator. Coordination of care and ensuring continuity of 
care were described as overarching roles and responsibilities 
in an integrative review demonstrating the value of the RN in 
ambulatory care.14

The Benefits of Adding Care Coordination to Patient 
Navigation

Adding care coordination to patient navigation has many 
benefits to physicians as well as to patients and their families. 
For the physicians, it enhances interaction among physicians, 
increases patient awareness and self-management, improves 
patient education and satisfaction, and allows oncologists to focus 
on treatment and clinical management. It also increases referrals 
for nutrition, physiological care, physical and services needs. For 
the patient and the family, care coordination simplifies the process, 
because there is only one person to call. Other benefits include 
improved education of patient and family, increased collaboration 
and communication among the patient and the healthcare team, 
improved patient self-care and satisfaction, increased multi-
disciplinary care. Care coordination also facilitates access to 
ancillary and community services and resources.

Expanded role of nurse navigation with care coordination 

shows immediate cost savings, and validation of the savings is 
easier than with navigation alone. 
Care Management/Coordination models  have proven, reliable 
benchmarks to study results from over the last 15 years. Utilization 
of ED visits, hospitalization and effective therapy management as 
well as the use of supportive services, palliative care and hospice 
can all be measured in the expanded model (Figure 2, 3).17

Hospitals around the country have been adding patient-
navigation with care coordination services in the last couple of 
years, helped by funding from government and private groups. The 
Commission on Cancer, part of the American College of Surgeons, 
issued new standards  this year that will require cancer centers 
to offer patient-navigation services by 2015 to meet accreditation 
requirements.13 More recently, the Center for Medicare and 
Medicaid Services (CMS) has created pilot programs to attempt 

to drive oncologists to focus more 
on navigation with coordination 
of care within their practice, such 
as the Patient Centered Medical 
Home and most recently with 
the Oncology Care Management 
funding. 

Conclusions
We must find a way to prove 

the value of the blended model and 
have them pay for themselves so that 
we can eventually use the funding, 
the government and other sources 
are utilizing for navigation and care 
coordination for patient support and 
financial needs. One such group, 
The American College of Surgeons 
Commission on Cancer (ACoS 
CoC), is working collaboratively 
with ACS, ONS, and NNON 
to achieve this goal by creating 
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globally accepted measures of the navigation process to help prove 
its economic outcomes.16 The development and dissemination of 
the process and outcome measures allowing communities and 
researchers to evaluate the results of their programs as well as the 
creation and funding of more programs that study different types 
of navigation models, the original and expanded models. What is 
needed to truly study the economic impact is a better definition 
of which model is best for evaluating navigation: cost-effective 
analysis or budget impact analysis.

Starting in 2015, the new standard  from the American College 
of Surgeons Commission on Cancer (CoC) will be the establishment 
of patient navigation programs in all CoC-accredited facilities. 
As both patient advocate and educator, the ONN partners with 
physicians to help support the cancer patient’s journey throughout 
the course of disease, with the ultimate goal of improving care 
and outcomes. Currently the greatest presence is in the community 
hospital setting, this trend is changing, as more oncology and 
radiation practices are adding navigation to their cancer programs.

In a survey  conducted by the NCONN utilizing approximately 
1000 ONN’s, they asked them to identify the many tasks involved 
in a typical day in practice, which included new patient intake; 
patient education; outreach and community education; appointment 
scheduling; accompany patients to visits; patient phone or in 
person follow-ups; physician calls/discussions; arrange/discuss 
transportation issues; assist/discuss/arrange financial issues; social 
work/counseling-related discussions; in-house meetings, such as 
tumor board/cancer conferences.13 This is not a sustainable model 
and as with all models before this, they ask too much of one person. 
One person cannot be all things to all stakeholders and all patients. 
Therefore, as we move forward we will need to make adjustments 
to create a sustainable and scalable model that will withstand the 
test of time. 

The patient navigation/coordination model desires to continue 
to morph to meet the ever changing requirements of our cancer 
patients and their families. Therefore, we must create a new model, 
and we start by holding fast to the guiding principles that gave birth 
to such a unique practice but remember that change and evolution 
are required to keep pace with our ever changing healthcare 
system. This author believes that a focused team approach will add 
the depth and breadth that patients and their families necessitate. 
Working as a team and, allowing experts to focus in their areas 
of expertise, will lend itself to work satisfaction and a more 
cohesive and comprehensive model. It will expand engagement 
and outreach, drive collaboration and communication and positive 
outcomes. In closing, as individuals we can and will do good work 
but we are at our best and strongest when we function as a team 
and our patients and their families only deserve the best we have 
to offer.

Sheryl A. Riley, RN, OCN, CMCN is a Managing Partner at 
Clarion LLC, a Care Management and Consulting company.

Cortney Riley, BS, DPT works for Summit Medical Group, NJ.
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Independent RN Patient Advocacy: 
A Professional Nursing Model That Addresses Critical 

Problems in the Medical System
Karen Mercereau, RN, iRNPA and Jessica Koegel, RN, BSN, iRNPA

Summary

The independent patient advocate is an emerging role for nurses who wish to improve quality 
and patient outcomes. This role is not restricted by payors and providers as the patient or 
client seeks to employ the nurse advocate of their own accord.

Key Points

• Medical errors and misdiagnoses are more commonplace than most realize.
• Conflicts of interest with payors and providers can lead to results that are not   

optimal for the patient.
• Independent patient advocates eliminate conflicts of interest and utilize the most   

efficient treatment options.

HARM AND DEATH CAUSED BY PREVENTABLE 
medical errors are a huge problem.  As we are getting older and 
sicker with chronic illnesses, we are not sufficiently health literate 
to understand our illnesses and manage our own health.   

Patients often report feeling lost within the medical system.  
They often become angry or confused because they feel no one 
is listening to them.  They often find that, despite their best 
compliance with the treatment plans created by their physicians, 
they are still not getting better.

Let’s take a look at some of the underlying causes:
• “At the national level, our country is distinguished for its 

patchwork of medical care subsystems that can require 
patients to bounce around in a complex maze of providers 
as they seek effective and affordable care.”  In 2013, John 
James Ph.D. published his study which revealed that, in the 
hospitalized population, between 210,000 and 440,000 deaths 
occur each year due to preventable medical errors.1

• Based on research concluded in 2013, Dr. Hardeep Singh 
reported that 12 million Americans are misdiagnosed as a 
result of doctors failing to follow up on “red flags” for cancer 
and other serious illnesses every year.2

• According to a new Census Bureau report, there were 40.3 
million people age 65 and older on April 1, 2010, up 5.3 
percent from 35 million in 2000.  This is the major setting 
for the epidemic of chronic illness in the US as described by 
the Centers for Disease Control.  As of 2012, about half of all 
adults—117 million people—had one or more chronic health 
conditions. One of four adults had two or more chronic health 
conditions.3 

• Only 12 percent of adults have Proficient health literacy, 
according to the National Assessment of Adult Literacy.  
Fourteen percent of adults (30 million people) have below 
basic health literacy.4   

Patients who are facing serious diagnoses often do not 
understand what is happening and wonder if they have been told 
of all potential therapeutic options that address these diagnoses.  
People need to make sense of things and want to have control over 
their lives.  They want to feel empowered, but, within our current 
complex healthcare system, this is nearly impossible.  Clearly 
there is a need for patient support.

Professional nursing historically has risen to the challenges in 
the medical system by creating new practice models.  One creative 
professional nursing response to these systemic problems is the 
new nursing model of the independent nurse patient advocate . 
The  patient advocate, a nurse, is “independent” because they are 
contracted directly by the patient/client or the family so there is no 
competing interest or outside influences.

The  Independent Nurse Patient Advocate Role: Connecting 
the Dots in the Healthcare Continuum 

Connecting the dots is a dynamic matrix with many interrelated 
elements that support and inform each other.  It is patient-centered 
and based on active participation of both the patient and involved 
family members.  The independent nurse patient advocate 
represents the needs and wishes of the patient and the goal is 
to empower them in their healthcare.  They ask those questions 
the patient cannot and ensures close attention to every health 
detail.  This information is shared with all providers to facilitate 
communication that is so critical in today’s medical system.

An independent nurse patient advocate works with patients 
at all levels of need: from wellness teaching and coaching all the 
way to the ICU setting.  They may specialize in one area, such 
as oncology or neurology, or opt to work as generalists.  There 
are many emerging career options in addition to the traditional 
specializations, including corporate wellness programs which act 
as the nationwide provision of one of the central tools developed 
within the process.
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 These advocates are the clients’ healthcare safety net: 
Advocating, Educating and Guiding.  In compliance with the 
states’ Nurse Practice Acts, they do not diagnose, prescribe or do 
hands-on patient care. By incorporating all of the major medical 
paradigms in use in the US, they can most effectively ensure the 
integrity of the diagnostic process as well as teach their clients the 
full range of potential therapeutic options.

They teach their clients about their conditions both individually 
and in the larger community setting through the Community 
Health Literacy Programs created to address the low level of 
health literacy.  Certainly clients who are better prepared and who 
understand the pathophysiology of what is happening to them will 
be more proactively involved in their care and more compliant 
with their treatment regimen.  

Due to their extensive clinical knowledge base and facility 
with data mining, independent patient advocates can spot potential 
problems and deal with them effectively by communicating closely 
with all physicians involved.  This ability is particularly valuable in 
the matter of polypharmacy.  They do extensive checking into the 
pharmaceutical treatments of their clients – analyzing drug/drug 
interactions, drug/food interactions, drug/supplement interactions 
as well as the nutrient blocking effects of the medications in 
question.  They also include pharmacogenetic information, which 
has proven to be useful in helping physicians to best select the 
drugs for their patients.

Physicians and institutions alike have demonstrated their 
appreciation of the independent nurse patient advocate role.  They 
are especially open to the health analytics tools developed within 
the process.  Many preventable medical errors that occur are 
due to a dearth of information sharing. Medical records do not 
seem to belong to the patient and are widely scattered.  The right 
information has to be presented to the right person in the right 
format at the right time.  The patient advocate health analytics 
model does precisely that.  Emergency Room personnel have 
repeatedly expressed the desire for all their patients to have their 
own independent advocate.

A case in point:
Ron is a 65 year old Certified Public Accountant with diabetes, 

severe pain in both lower extremities along with undiagnosed 
black, suppurating ulcers destroying tissue on both thighs, clinical 
depression, hypertension, status post kidney transplant, and 
hypercholesterolemia.  He has an implanted defibrillator as well.  
There were six physicians involved in his care and he had had 
many hospitalizations in various facilities.  His nutrition consisted 
of diet soda and processed frozen dinners.  His pain medications 
were not working and his ability to ambulate was seriously 
impaired.  Two institutions were arguing about the diagnosis for 
the leg ulcers and as a result his treatment consisted only of weekly 
debriding at a burn center and silver sulfadiazine dressings.  His 
medical records were widely scattered – a phenomenon common 
throughout the medical system - and communication amongst his 
physicians was scant.  This was the situation when Ron’s partner 
called an independent patient advocate for help.  

What did his independent nurse patient advocate do?  She 
listened to the patient’s story.  She asked what Ron wanted to 
achieve in his healthcare and asked him to identify his top goals, 
setting out a plan to achieve those goals as closely as possible.  She 
then communicated with his primary physician and collected all 
available medical records to create a focused time line which was 
then shared with all his providers.  Since the two specialists treating 
Ron’s legs were in disagreement as to his diagnosis and treatment, 
it was agreed that a third opinion was necessary.  His independent 

nurse patient advocate arranged for his entry into the Mayo Clinic 
system for a diagnosis on the leg ulcers.  She accompanied him 
there armed with all possible medical history documents and a 
long list of questions.  Other steps taken included:
• Health coaching focusing on nutrition education and meal 

planning in addition to a nutritional consultation.
• Working closely with his physicians to arrange for homecare 

and assistive devices.
• Arranging for more appropriate pain control measures (his 

physician was unaware that the pain control measures were 
not optimal).

• Establishing a treatment team to incorporate the therapeutic 
strategy as designed by the Mayo Clinic (the ultimate 
diagnosis was calciphylaxis).

• Family health coaching to support his home care.
• Accompanying Ron to his physician appointments to ask all 

the relevant questions at each stage of his care.
 Within 3 months working closely with his advocate, he was on 

the mend and back to work with a dramatically improved therapy 
regimen and nutritional planning.

What background and qualifications make an independent 
patient advocate?

No particular clinical specialty is necessarily more cogent 
than another for clinical nurses considering this new role.  
What matters most is depth of clinical knowledge as well as 
facility with functioning within the entire healthcare continuum.  
Other qualifications include a passion for patient advocacy, a 
commitment to being a lifelong learner, well developed teaching 
and communication skills, the ability to work autonomously in a 
self-directed manner, excellent critical thinking skills, a penchant 
for conducting online data mining and, of course, a current and 
active nursing license.

Karen Mercereau, RN, iRNPA, a visionary leader in 
healthcare (Dr. Joan Shaver,  University of Arizona College of 
Nursing) has functioned as a clinical RN for 47 years.  Working 
in many ICU settings, Karen has also been a clinical instructor 
for paramedics, created RN credentialing/career ladders, and is 
the founder of RN Patient Advocate  RN Patient Advocates works 
independently with patients to assist them in finding the best 
healthcare and treatment outcomes possible.

Jessica Koegel, RN, BSN, iRNPA, has been a nurse for 
32 years and is a recent graduate of the RN Patient Advocates, 
PLLC and University of Arizona’s College of Nursing Learning 
Intensive. 
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Summary

The image of ‘nursing’ often brings to mind bedside nursing activities in a hospital setting. 
This is how one will start their nursing career, but acquiring experience and specialty 
education opens doors to nursing positions you may not have imagined.

Key Points

•  Using current job postings will give you insight into what educational requirements and 
experience is needed to progress into different nursing roles.

Use Job Listings to Provide Insight into 
the Emerging Roles for Nurses

Kathy Quan, RN, BSN, PHN

NURSING IS A NOBLE PROFESSION. I’M SURE YOU’VE 
heard that many times. But it really is. It’s one of the few professions 
that combine a science of knowledge, skills, techniques, critical 
thinking and abilities with a passion for helping others that forms 
an art unequaled by many other professions. Florence Nightingale 
wrote about this 2 centuries ago. 

Nurses come to the profession with the passion for helping 
others and learn the science of how to do this with skill and 
finesse. As science and technology continue to grow and evolve, 
nurses must continue their education for the life of their career. 
Continuing education is required to renew nursing licenses, and to 
move from one level to another within the field (LP/VN to RN to 
BSN to MSN to PhD).
Technology Provides New Opportunities 

Along with this evolution of science and technology come 
many new career paths for nurses to expand their horizons and 
find new and challenging fields. When you tell someone you’re a 
nurse they may conjure a picture of you working at the bedside in 
a hospital, but nursing offers so many other opportunities. There 
will always be nurses who love and are driven to bedside care and 
thankfully so as it is an essential part of nursing. Nursing education 
begins with bedside care but it doesn’t end there.  

Nursing is enormously challenging, physically and 
emotionally. Out of necessity, nursing provides many different 
opportunities to provide care to others. These range from bedside 
care in general hospital settings to very specialized units. Nurses 
work in clinics and physician’s offices, schools and corporations. 
Nurses continue their education to teach others how to become 
nurses. Nurses work in research and clinical trials. IT has many 
expanding opportunities for nurses to become involved in areas 
such as informatics and EHRs (electronic health records), software 
development and implementation of virtual care, just to name a 
few.

Nurses need to learn to explore and investigate other roles. 

A job search can be a good way to begin to explore and find 
information about the requirements, such as experience and 
education, along with specific details about other roles for nurses. 
Nurse Entrepreneurs 

Many nurses are reaching far beyond their comfort zones to 
invent products and become entrepreneurs who help other nurses 
and laymen learn to help themselves as well as others. Nutrition, 
yoga, reiki, holistic practices and using herbs and oils, are just a 
few of the branches spreading and budding into the profession. 
Teaching patients to become responsible for their own wellness and 
health status has become the paradigm of meeting the needs of the 
public today. Patient education and information is an essential part 
of health care. Nurses have been charged with the responsibility of 
imparting the information and education, and from this rises the 
need for entrepreneurial thinking and invention. We are all charged 
with improving outcomes while lowering the staggering costs of 
health care.
Don’t Get Stuck 

Student nurses often feel pressured to find a niche right away, 
and when they love every new rotation as much as the last one 
it can be overwhelming. Established nurses can feel trapped in a 
career role that provides them little challenge, few opportunities 
for career growth and basic burn out. There is no reason for 
that to happen. Nursing offers so many growing and changing 
opportunities. 

Researching the many nursing specialty organizations can 
provide insight into your next career move as well. There is no 
reason to feel stuck or to burn out. Preparation and planning are 
needed, but that should come natural to nurses. Life is too short to 
not love being a nurse! 

Kathy Quan, RN, BSN, PHN is a registered nurse, published 
author, and a freelance writer. http://www.kathyquan.com/ 
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Changes in Managed Care: 
Transition from ICD-9 to ICD-10

CareNational Healthcare Services

MANAGED CARE HAS ALWAYS BEEN AN EVOLVING 
industry, today more than ever! Since 2010, we’ve seen tremendous 
changes within healthcare and we wanted to further that with a 
discussion of current and future modifications to the industry. We 
started by asking the many healthcare experts we work with every 
day: What changes in the Managed Care industry are you dealing 
with on a daily basis, and what do you see on the horizon?

In this installment of “Ask the Expert,” we spoke with Mr. 
Glen Reiner, BSN, MBA to detail some changes in the Managed 
Care industry, and how he views the effects of those transitions 
moving forward. Glen has several decades of Medical Management 
experience, primarily within Claims and Reimbursement 
Management. He is currently a Senior Vice President for a national 
organization specialized in revenue cycle management.

When I sat down with Mr. Reiner to discuss some upcoming 
challenges for Health Care Services in 2015, the first thing that 
came to mind was the ICD-10 transition. ICD-10 refers to the 10th 
update of the International Classification of Diseases, which is the 
standard diagnostic tool for epidemiology, health management, 
and clinical purposes. According to the World Health Organization 
(WHO): “ICD is used by physicians, nurses, other providers, 
researchers, health information managers and coders, health 
information technology workers, policy-makers, insurers and 
patient organizations to classify diseases and other health problems 
recorded on many types of health and vital records, including death 
certificates and health records.” ICD-10 was actually approved at 
the international level in 1990, and most overseas health systems 
have already fully implemented this tool.

Things have not being going as smooth here in the United 
States. We were on track with the rest of the world until 1996 and 
the Health Insurance Portability and Accountability Act (HIPAA) 
of 1996. Under this law adopting new healthcare codes becomes 

a matter for federal legislation. The US implementation has been 
delayed several times already, with October 1, 2015 as the latest 
drop-dead date. From all indications, there will be no additional 
delays this year.

Glen sees this as a major industry challenge, even though the 
writing has been on the wall for some time now. Some experts 
feel there will be organizations like smaller health plans, physician 
practices, and potentially even some large national health plans, 
that simply won’t be ready to process claims by the 1st of October. 
It will take clinical and non-clinical staff significant time to learn 
68,000 diagnosis codes and 87,000 procedure codes compared 
to the 13,000 diagnosis and 4,000 procedure codes in the ICD-9 
system. There may not even be enough sufficiently trained coders 
in the country! Many organizations are considering out-sourcing 
their coding efforts oversees (at least for the first few years), since 
they have decades of experience in ICD-10.

“We see ICD-10 as one of the most significant changes to 
impact the healthcare business in the last 20 or 30 years. The scale 
of this change is both exciting and a touch worrisome.   The switch 
to ICD-10 has the potential to be a driver for many clinical area 
changes impacting nearly every facet of the patient experience, 
from service delivery, to the revenue cycle.”

Additionally, if the staff and physicians don’t learn and correctly 
implement the new codes, there could be a loss of productivity 
estimated from 10%-50% which could put any practice at risk. 
Productivity can impact the patient experience, and there is a 
growing concern that physicians and nurses will spend more time 
searching for codes instead of directly treating patients. That is just 
on the Provider side; Payers can expect increased coding backlogs 
due to coder shortages, increased delays in claim processing and 
payer remittance, increased rate of denials and required appeals, 
and so on. Nevertheless, Glen sees the silver lining on that cloud:

“Conversely, it will create new opportunities, better data for 
evaluating the severity of illnesses and quality of care so that we can 
improve patient outcomes, increase the specificity of information 
shared by health care providers and reporting agencies and allow 
for more meaningful analysis of complications. We have never 
before had the technology or ability to capture so much detailed 
information.”

Special thanks to Mr. Glen Reiner, BSN, MBA for providing all 
this great information. He is a highly credentialed and experienced 
healthcare professional with demonstrated success throughout his 
many years of working in Managed Care. If you would like to 
speak with Mr. Reiner about these topics, contact the author, Ron 
Amodio, the Regional Director for our Scottsdale, AZ office. Call 
him at 1.800.974.4828 ext 104, or email ron@carenational.com
CareNational was founded with the goal of assisting Health Plans, 
Hospitals, and their ACO or HMO-type mixed entities. We do 
this by providing boutique Medical Management consulting and 
recruiting support to help our clients properly staff their teams with 
the best Case Managers, Utilization Review Nurses and Quality 
Improvement Specialists. 
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A RECENT SURVEY OF OVER 1,000 RNS SUGGESTS 
that there are several barriers preventing implementation of 
evidenced-based practices to improve patient outcomes. One of the 
primary barriers mentioned was resistance from nursing leadership. 
Also ranking high on the list were politics and organizational 
cultures. The cultures that avoid change are certainly damaging to 
implementation of these standards of care.

There is a disconnect among new graduate nurses and seasoned 
nurses in understanding the need for evidence-based practice. New 
grad nurses hear the term “evidence-based practice” and understand 
that these methods lead to greater patient outcomes, decreased 
length of stay, and decreased healthcare costs. Well seasoned 
nurses, whose education did not have a focus on evidence-based 
practice, tend to brush off the idea of implementing evidence-
based practice into their care. They have done it a certain way for 
so long, who is some young-gun of a nurse to come along and 
suggest a different way.

But experienced nurses are not resistant to evidence-based 
practice because they do not want the best for their patients. They 
are most often part of an organization that is resistant to change. 
Also, the lack of available education, access to information, and 
support make it difficult to implement and stick to new processes. 
It’s also tough when no-one else seems to get on board.

I’ve witnessed many processes that had attempted 
implementations. Most nurses would attempt a few times to do 
it the new way. A few nurses would regress to their previous 
practices, the other nurses would see this and follow suite. There 
is a great herd mentality in healthcare. There is a greater sense of 
safety and security in doing what everyone else is doing, and to the 

nurse it can seem like that is what is best for the patient.
The survey confirms the trend I have myself witnessed. A little 

more than half of those surveyed stated that their organizations 
were consistently using evidence-based practice. And only a third 
said their colleagues consistently used the practices.

Education appears to be the key in evidence-based practice. 
Those with more education had greater confidence in implementing 
evidence-based standards of care. However, as referenced above, 
the longer a nurse has been in practice, the less he or she was 
implementing or learning about evidence-based practices.

“This was a distressing finding,” Bernadette Melnyk, RN, 
PhD, CPNP/PMHNP, FNAP, FANN, the study’s lead author and 
Dean of the College of Nursing and chief wellness officer at Ohio 
State University, said in a news release. “And it’s a huge problem. 
The average age of nurses is 47, and they were educated at a 
time when evidence-based practice was not well integrated into 
educational programs. 

“As a result, many nurses are practicing the way they were 
taught or steeped in tradition of the healthcare system in which 
they work. When new graduates who have learned to take an 
evidence-based approach to care are meeting these nurses in real-
world settings, they encounter this prevalence of a ‘this is the way 
we do it here’ culture.”

If you are interested, the study is titled The State of Evidence-
Based Practice in US Nurses: Critical Implications for Nurse 
Leaders and Educators and appears in the September issue of the 
Journal of Nursing Administration. The study abstract is available 
online.1

Evidence Based Practice: 
Nurses Barriers to Implementation?

Brittney Wilson, RN, BSN

Summary

As is the case with any hierarchy, change is either met with great enthusiasm or stubborn 
apprehension. This struggle exists within the nursing industry as well. Practices evolve as 
healthcare progresses, and changes are often met with resistance from professionals who are 
‘set in their ways’.

Key Points

• Evidence Based Practice is part of the curriculum for new nurses, however, it can be met 
with resistance in implementation by nurses who were not formally educated on this 
practice.
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Implementing Evidence-Based Nursing Care

In order to successfully implement evidence-based practice 
into nursing care, we must ensure that these standards are taught in 
nursing school. Patients also need to feel empowered to question 
the nature of their nursing care. They need to be informed about 
evidence-based practice to understand why care is delivered in a 
certain manner.

I’ve never been one to accept a method of nursing care as the 
standard just by taking someone’s word for it. I’ve always wanted 
facts and evidence to support the nursing care I provided. When 
I was a new nurse, this created a great challenge for me, as the 
seasoned nurses expect that I should just bow down and gravel at 
their mighty years of experience. When I knew what they had told 
me was in contrast to information I had learned in school, I would 
question it.

Boy did they hate that.
But I did try to explain that it was not because I did not trust them 

or think they were not good nurses. I simply could not understand 
how anyone could just take the “that’s the way it’s always been 
done” answer as good enough. They could never answer the “yes, I 
understand how, but why?” question. “Just because” or “This is the 
real world now” would always be the answer. They would often 
bully me into keeping quiet. After all, they were the experienced 
nurses. Who was I to question them? The more I attempted, the 
more lateral violence I experienced.

If only all nurses could appreciate each other for what each 
of us bring to the table. New grads may be inexperienced in their 
technical skills, but their knowledge is fresh and they are excited 
to share it. And “evidence-based practice”, that many of you might 
think is a crock, is actually pretty cool.

What’s Best for the Patient

I challenge you to ask yourself this question: If you were the 
patient, would you want the care you received to be based upon the 
“because this is the way we’ve always done it” answer? Or would 
you rather evidence and research back up your nursing care?

Evidence-based practice can improve healthcare for all 
involved. Before you shrug off a new practice, read the research. 
Confirm or deny if outcomes are approved. And then decide if you 
think the practice should be implemented.

Brittney Wilson, RN, BSN, also known as The Nerdy Nurse, is a 
blogger, author, and community manager for Next Wave Connect. 
www.thenerdynurse.com
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