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According to the World Health
Organization, there are presently
42 million people worldwide

infected with human immunodeficiency
virus (HIV). Almost 1 million of these
cases live in North America. As of
September 30, 2003 there were 4823
men and 491 women living with HIV
and acquired immunodeficiency syn-
drome (AIDS) in King County,
Washington. (Public Health, 2003).

HIV/AIDS Treatment
Most persons chronically infected

with HIV are asymptomatic for months
to years. During this latent period HIV
replication will continue and T-helper
lymphocytes will decrease.As the CD4+
cell counts wane patients can experi-
ence mild symptoms such as fatigue,
oral thrush, fever, and tender lym-
phadenopathy. Continued viral replica-
tion and destruction of CD4+ lympho-
cytes can result in opportunistic infec-
tions such as pneumocystis carinii pneu-
monia and malignant neoplasms
(Holodniy & Busch, 2003).

One HIV/AIDS therapy, highly active
antiretroviral therapy (HAART), has
helped maintain a satisfactory immune
system and dramatically decreased the
incidence of AIDS-defining opportunis-

tic infections.Today, we also know more
about the biology of HIV, and currently
have 18 Federal Drug Administration
(FDA) approved medications that can
be used in various combinations. HIV
antiretroviral drugs have traditionally
fallen into three classes (a) reverse tran-
scriptase inhibitors, (b) nonnucleoside
reverse transcriptase inhibitors, and (c)
protease inhibitors. Various new drug
treatments are on the horizon. For
example, Fuzeon (T-20) is a fusion
inhibitor that is administered subcuta-
neously and blocks HIV from entering
CD4+ lymphocytes. Antiretroviral treat-
ment is individualized, but patients
along with their medical providers gen-
erally consider starting HAART once
CD4+ cell counts have fallen to <350

cells /ml and the HIV viral load exceeds
30,000-55,000 copies/ml (Carpenter et
al, 2000). In this article I will describe
AIDS defining cancers and human papil-
loma virus (HPV) related neoplasms.

AIDS Defining Cancers
Kaposi’s sarcoma (KS) was the first

cancer associated with HIV/AIDS. In
1993, the case definition for AIDS was
expanded to include Non-Hodgkin’s
Lymphoma (NHL), primary CNS lym-
phoma,and invasive cervical cancer.The
unfortunate patient with both HIV and a
malignancy may present with a more
advanced stage of cancer and experi-
ence a more aggressive clinical course
than a person with an intact immune
system (O’Connor & Scadden, 2000).

Treatments for HIV
and AIDS-Related
Malignancies and
Neoplasms

Continued on page 3
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Although great strides have been
made in the diagnosis and treat-
ment of HIV and AIDS,World AIDS

Day,December 1,2003,should remind us
that enormous obstacles persist. In 2002,
5 million people worldwide were newly
infected with the virus, and 3 million
died. That is approximately 8000 deaths
per day. The National AIDS Trust esti-
mated that in 2002, 42 million people
were living with HIV/AIDS worldwide.

As oncology nurses, we must be pre-
pared to meet the needs of HIV/AIDS

patients who have developed AIDS defin-
ing cancers and HPV-related neoplasms.
In doing so, we must begin with a basic
understanding of the illness. We need to
be aware of the special considerations
that must be taken into account when
patients are being treated with both
antivirals and chemotherapy. We must
not merely focus on the medical therapy
for these patients. Significant psychoso-
cial, financial, medical insurance, chemi-
cal dependency, and nutritional issues
may exist that we should assess.
Referrals should be made to community,
institutional, community and national
resources experienced in assisting those

living with HIV/AIDS, to ensure that this
patient population receives comprehen-
sive care.

It is our desire that this issue of The
Quarterly will provide some insight to
our readers in the area of oncology nurs-
ing that this may be a new experience for
them. HIV continues to infect thousands
of new patients in the United States each
year, and we need to be ready to assist in
their complex care. Finally,we hope that
this issue will inspire continued learning
in this area. Further information on
World AIDS day can be found at
http://www.worldaidsday.org/facts.html.

■

Linda Hohengarten, RN, BSN, MBA
PSONS President

We are a very busy chapter by
any standard. We keep doing
and doing, then periodically

check in with you to make sure that
what we are generating is meeting your
needs. That is as it should be.

The doing takes manpower…..or, to
be politically correct, person-power.
The only paid entity is for the secretari-
al support. The rest of the many hours
of dedicated work are generated by
folks like me and you…..busy, with
work and family and school and church
and life. PSONS is the classic example
of volunteerism. We believe in what we
are doing. Just as we believe in what we
are doing at our work with our patients.
It is of value or we wouldn’t be doing it.

Each of us joins an organization and
then retains membership in an organi-
zation for a variety of reasons. Many ini-
tially join PSONS because of the reduc-
tion in the educational registration fees.
No shame here as the annual sympo-
sium has, among its many goals, the
intention of providing an entry point
into the greater oncology nursing com-
munity. Some look forward to the
opportunity to network with peers

from similar work settings. Some are
seeking CEU’s to obtain or maintain cer-
tification. It is not uncommon to find
that the motive includes seeking career
prospects since PSONS connects nurses
together from a variety of care settings.
Some have even verbalized the impor-
tance of the leadership opportunities
that PSONS provides. Or it can be as
simple as connecting with old friends or
a night out with the girls. There is no
right or wrong here.

Our chapter mission is clear: To pro-
mote excellence in oncology nursing
and quality cancer care. It takes a lot of
effort and hard work to realize these
objectives. It takes a lot of helping
hands to make the workload manage-
able and meaningful for everyone. How
that help can occur comes in a variety
of forms. Stepping forward for one of
the elected positions this next year
(President-Elect and Secretary), or one
of the committee chairman positions
(symposium, continuing education, gov-
ernment relations, for example), or as a
member on one of the committees, or
(if you require something time limited)
as a single project volunteer. The possi-
bilities are constrained only by our lack
of creativity. The bottom line is PSONS
NEEDS YOU.

We need your involvement. We need
your creativity. We need your enthusi-
asm. We need your commitment,not for
a lifetime, but for a moment in your pro-
fessional career. Experience is not a pre-
requisite!  Mentoring is one of our
strengths. Please seek out any Board
member for ideas or answers to your
questions.

The PSONS Board will be presenting
our newest Strategic Goals at the March,
2004 Symposium.. We are committed to
making them relevant and visionary for
many years to come. We sincerely wish
to see each of you become folded in as
a participant in its execution. On behalf
of the Board, I want to extend to you
and your families warm wishes for the
holidays and yet another professionally
fulfilling year.
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Kaposi’s Sarcoma

KS is the most common HIV-associat-
ed malignancy. When KS was first seen
during the early 1980s in young men
who have sex with men (MSM) it was
more aggressive and widespread than
the classic KS seen in predominantly
elderly men of Mediterranean
descent. Its incidence rose steadily
during the 1980s, but decreased in
the 1990s after the introduction of
HAART (Von Roenn,2003).A viral cofac-
tor associated with KS is human herpes
virus 8 (HHV8). It has been found in KS
lesions and may play a role in KS initi-
ation or progression (Mihalcea et al,
1999).When looking at HHV8 trans-
mission it has been found in greater
concentrations in saliva than in
genital fluids.

KS can present as a pigmented skin
lesion, an asymptomatic oral cavity
lesion, or as a life- threatening lesion
involving visceral organs such as the
lungs and gastrointestinal tract. KS can
cause lymphedema of the face, extremi-
ties, and genitalia (Krown, 2003).

Therapy can be local or systemic.The
most common treatment for patients
with KS is radiation therapy. The radia-
tion doses used are modest.The number
of fractions needed are limited due to
the fact that KS is a radiosensitive tumor
(O’Connor & Scadden, 2000). FDA-
approved drugs for systemic treatment
of KS include paclitaxol, liposomal dox-
orubicin and liposomal daunorubicin.
KS cells secrete several factors. These
include angiogenic factors and
cytokines. Cytokine modulators, such as
Thalidomide, are currently being stud-
ied (Michalcea et al, 1999). Medications
that affect the activity of HHV8 are also
being studied. Current AIDS Malignancy
Consortium trials include a Phase II trial
with topical halofuginone and a Phase I
trial with flavopiridol.
AIDS-related lymphoma 

The second most common malignan-
cy associated with AIDS is high grade B-
cell Non- Hodgkin’s Lymphoma (NHL).
The risk of NHL is approximately one
hundred fold greater for an HIV-infected
person than for a non HIV-infected per-

son. NHL is divided into three broad
categories (a) systemic, (b) primary cen-
tral nervous system (CNS), and (c) pri-
mary effusion lym-
phoma (PEL) or
body cavity-based
lymphoma. Risk fac-

tors for a poorer
prognosis include a
CD4+ <100 cells/ml and an
elevated serum lactic dehydroge-
nase.Approximately 80% of patients will
present with extranodal disease. The
most common sites are the bone mar-
row, CNS, GI tract, and liver (Scadden,
2003).

Since NHL became an AIDS-defining
malignancy several chemotherapy regi-
mens have been studied both pre and
post HAART. Most patients now receive
standard dose CHOP (cyclophos-
phamide, doxorubicin, vincristine, pred-
nisone) with Rituxan while continuing
on HAART (Scadden, 2003). The Aids
Malignancy Consortium (AMC) has a
Phase II trial evaluating EPOCH (etopo-
side, prednisone, vincristine, cyclophos-
phamide, doxorubicin) with Rituxan as
a treatment. Refractory or relapsed lym-
phoma has a poor prognosis. One sal-
vage regimen is ESHAP (etoposide,pred-
nisone, cisplatin, cytarabine). For
patients with chemotherapy-sensitive
disease high-dose chemotherapy and
stem cell transplant is an option (Gates
& Kaplan, 2003).

Primary CNS Lymphoma

Primary CNS lymphoma is rare and is
usually only seen in the context of
severe immunodeficiency. The Epstein-
Barr virus (EBV) is found in a large pro-
portion of NHL, and in all primary CNS
lymphomas (Scadden, 2003).

Zidovudine (AZT) has been
shown in vitro to inactivate
EBV-positive lymphoma cells

and is often incorporated into
the HAART regimen.
Prior to HAART the
median survival of AIDS-
associated primary CNS
lymphoma was only 2-5

months. Chemotherapy, radia-
tion therapy, and HAART have
been used in various treatment
regimens (Gates & Kaplan,
2003). One patient in our prac-
tice has been disease-free for

more than a year post treat-
ment with AZT, ganciclovir,

and Interlekin-2. In this modern
era of HIV care it would appear
that prognosis is improving.

Primary Effusion Lymphomas
Primary Effusion Lymphoma (PEL) is

the least common NHL.The sites affect-
ed are the pleura, cardiac, and abdomi-
nal cavities.PEL is typically diagnosed in
patients with advanced HIV disease.
HHV8 is present in nearly all tumors.
Fifty percent of patients will have a
prior history of KS.The median survival
is 3-5 months. Local radiation may pro-
vide symptom relief and a reduction in
the effusion in patients unable to toler-
ate chemotherapy (Gates & Kaplan,
2003). One patient in our practice was
treated with high dose chemotherapy
and stem cell transplant, but died 3
months later.
Other Cancers Associated With
HIV/AIDS

Some of the other non-AIDS defining
cancers seen in HIV infected people
include skin cancer (basal cell and
melanoma), head and neck cancer, lung
cancer, colorectal cancer and smooth
muscle tumors (Cooley, 2003).

The AIDS-Cancer Match Registry
study group looked at 366,034 persons
with AIDS to distinguish immunosup-
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pression-associated cancers from other
cancers that may be seen more fre-
quently in persons with HIV/AIDS.
Hodgkin’s disease, lip cancer, and testic-
ular seminoma may be linked to
immunosuppression (Frisch et al,2001).
HPV-Related Neoplasms

The human papilloma virus (HPV) is
the most common sexually transmitted
disease in the United States. A positive
cervical test for HPV can mean a 10-20
fold increase risk for developing cervi-
cal dysplasia. Different strains of HPV
have been identified, but only a few are
associated with neoplastic disease in
humans. Low risk types 6 and 11 are
associated with condyloma, and high-
risk types 16 and 18 have been found in
cervical cancer specimens. It is estimat-
ed that HPV can be found in 60% of sex-
ually-active women at some time in
their life, but only 2%-3% will go on to
develop cervical dysplasia. Other risk
factors for cervical dysplasia include (a)
early age of first coitus, (b) greater than
six sexual partners, (c) smoking, and (d)
other sexually transmitted diseases. In
studies done with HIV-positive women
they have shown a higher prevalence of
HPV with single and multiple strains.
The HIV epidemiology research study
group (includes 1310 women) found an
increased prevalence of HPV. The risk
factors for HPV infection were a CD4+
<200cells/ml and an HIV viral load
>10,000 copies/ml. Treatment options
for biopsy proven non-invasive cervical
dysplasia include (a) cryotherapy, (b)
laser therapy, and (c) loop electrosurgi-
cal excisional procedure (Stier, 2003).

HPV also plays a role in anal neo-
plasms. Risk factors for anal dysplasia
are similar to those of cervical dysplasia
(a) HPV, (b) other sexually transmitted
diseases, and (c) smoking.The incidence
is increased in homosexual men. The
risk for developing high-grade anal squa-
mous intraepithelial neoplasia (ASIL) is
increased with HIV and immunosup-
pression. The prevalence of HPV, num-
ber of strains of HPV, and prevalence of
ASIL increases with lowering of the
CD4+ count. Current treatments for
ASIL include (a) laser therapy, (b)

cryotherapy, and (c) topical 5-flu-
ourouracil. Novel treatments being
studied for ASIL vary from therapeutic
vaccines for HPV infection designed to
stimulate cell-mediated immune
response to HPV antigens (Klencke &
Palefsky, 2003). Presently, the best tool
we have to decrease the incidence of
cervical and anal dysplasia is regular
screenings using cervical pap and anal
smears.

This is a brief look at HIV/AIDS relat-
ed malignancies and neoplasms. As our
AIDS/HIV population, currently being
treated with HAART therapy, age we
will likely see more targeted treatments
and vaccine-based therapies for AIDS
related malignancies. They will also be
at risk for developing cancer associated
with aging.

Some of the HIV/AIDS clinical trials are
available through the AIDS Clinical Trials
Group (ACTG) and the AMC. Virginia
Mason Medical Center is one of fifteen
centers that participate in the AMC.

Special thanks to David Aboulafia,MD,
Hematology/Oncology, Virginia Mason
Medical Center, Seattle, WA for his
advice and support with this article.
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Denise Bundow, ARNP
Virginia Mason Medical Center

Kaposi’s sarcoma (KS) is a vascular
neoplasm that usually involves
the skin and mucosal surfaces,

but almost any organ can be affected. It
occurs most commonly in homosex-
ual men who are infected
with human immunodeficien-
cy virus (HIV) and human her-
pes virus type 8 (HHV8)
(Chang et al, 1994). Visceral
involvement can occur in
almost 50% of all cases,
although only a limited num-
ber of patients become symp-
tomatic (Gill et al, 1989).
Although the prevalence of
Kaposi’s sarcoma as a pre-
senting manifestation of
acquired immunodeficiency
syndrome (AIDS) has
decreased from nearly 30% in
the early 1980s to less than
10% in recent years, it
remains the most common
tumor in patients with HIV
infection (Aboulafia, 2001;
Hengge et al, 2002). KS growth is
multifactorial. The most resistant
form occurs often in patients without
HIV viral suppression, in those with
depleted CD4+ T helper counts,and with
elevated HHV 8 viral loads (Quinlivan et
al, 2002).

Highly active antiretroviral therapy
(HAART), the standard treatment for
most patients with HIV infection, can
lead to KS regression (Aboulafia, 1998;
Yeni et al,2002). A substantial number of
patients, however, have widespread
mucocutaneous disease and lymphede-
ma, which proliferates in spite of a viro-
logic response to conventional HAART

and requires additional treatment with
chemotherapy and occasionally radiation
therapy. The most active drugs for the
treatment of Kaposi’s sarcoma include
liposomal anthrocyclines, paclitaxel,
vinca alkaloids and bleomycin.
Unfortunately, little has been published
on potentially dangerous drug interac-
tions between cytotoxic chemothera-

peutic agents and antiretroviral medica-
tions for the treatment of HIV (Gill et al,
2002). I will describe a devastating con-
sequence of such a drug/drug interac-
tion.

Case Study

A 49-year-old Caucasian homosexual
man with a CD4+ T-lymphocyte count of
87 cells/mL (normal range 400-1100
cells/mL), an HIV viral load (VL) of
12,000 copies/mL, and a 10-year history
of KS received various therapies for indo-
lent, cutaneous Kaposi’s sarcoma. When

his KS growth accelerated and he devel-
oped more than 50 new skin lesions dur-
ing a two-month period his HAART regi-
men was changed to include (a) an HIV
protease inhibitor (PI) lopinavir and
ritonavir (LPV/r) 400 mgs twice daily, (b)
a non-nucleoside reverse transcriptase
inhibitor (NNRTI) delavirdine 600 mgs
twice daily, and (c) the nucleoside
reverse transcriptase inhibitor (NRTI)
didanosine 400 mgs extended release
capsules once daily. The viral load was
checked two months after this regimen
was started; the result reached unde-
tectable blood level and his CD4+ cell
count rose to 129 cells/mL (Yeni et al,
2002).

His KS,unfortunately,continued to pro-
liferate at a rapid rate.Paclitaxel, adminis-
tered on a clinical trial,was started at the

modest dose of 100 mg/mL2 intra-
venously with plans for an every
two-week administration cycle.

His initial laboratory profile, includ-
ing CBC, was within normal lim-
its. Three days after receiving
paclitaxel, he experienced signif-
icant side effects including myal-
gias and arthralgias that were
presumably caused by paclitaxel.

On day 8, he presented to the
clinic acutely ill with fever,
tachypnea and a productive
cough. Physical exam revealed
moderate to severe mucositis
without oral thrush or leuko-
plakia. His laboratory studies
were notable for a leukocyte
count of .5 109 L,a hematocrit of
26%, and a platelet count of only
16,000. His prothrombin time,

partial thromboplastin time and
chemistry and liver function tests

were all within normal limits.
Broad-spectrum antibiotics were

promptly administered along with granu-
locyte colonies stimulating factor (G-
CSF). However, his condition deteriorat-
ed rapidly. He was transferred to the
intensive care unit for blood pressure
support and mechanical ventilation. A
basal pulmonary infiltrate was identified
on a post-intubation radiograph and the
cardiac echocardiogram revealed
markedly elevated pulmonary artery
pressures and right heart strain. Shortly
thereafter he became hypotensive.A car-
diac rhythm strip showed electro-

Potential Drug
Interactions Between
Chemotherapy and
Antiretroviral Therapy
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mechanical disassociation and despite
resuscitative efforts he died.Autopsy find-
ings included severe oral esophageal
mucositis, streptococcus viridians pneu-
monia, a massive saddle embolus-despite
a platelet count of 13,000-and a negative
screen for disseminated intervascular
coagulation.

Discussion

Paclitaxel and liposomal anthrocy-
clines are the most commonly pre-
scribed cytotoxic chemotherapy agents
for treatment of aggressive Kaposi’s sar-
coma. For paclitaxel the response rate,
complete or partial, to a dose of 100
mg/m2 administered on an every 14-day
basis is in the range of 50%-60% (Gill et
al, 1989; Welles et al, 1998). The side
effect profile in HIV infected persons is
similar to those non-HIV infected individ-
uals.These include myalgias,mild cytope-
nias, peripheral neuropathy, and occa-
sional alopecia.At the moderate dose of
100 mg/m2 these are usually quite man-
ageable.

Taxanes are oxidized to a less active
metabolite by hepatic cytokine p450
enzyme, especially the CYP3A4 isoen-
zyme (Cresteil et al,1994).The likelihood
for significant metabolic interactions
with other medications is increased
when a major metabolic step is catalyzed
by a single CPY isoenzyme (Boven,
2002). Metabolism can be very variable
among individuals.The protease inhibitor
ritonavir produces the most profound
inhibition of the CYP3A system (Yeni et
al, 2002). The non-nucleoside reverse
transcriptase inhibitor delavirdine shares
the same metabolic pathway (Freimuth,
1996).Other commonly prescribed med-
ications used for HIV-infected individu-
als, which share this metabolic pathway
include clarithromycin,benzodiazepines,
barbituates, and most protease inhibitors
including indinavir, saquinavir and nelfi-
navir (Flexner, 1998).

Since the introduction of protease
inhibitors, nucleoside reverse transcrip-
tase inhibitors, and non-nucleoside
reverse transcriptase inhibitors there
have been major therapeutic advances in
the treatment of HIV disease and, ulti-
mately, a profound decrease in the num-

ber of deaths related to HIV.These drugs,
when given in combination to HIV
infected individuals, produce rapid and
sustained declines in plasma RNA and a
concomitance elevation in CD4+ cell
counts. They are metabolized, however,
through the same cytochrome P450
pathway as taxanes.

The use of non-therapeutic doses of
ritonavir 100-200 mg twice daily instead
of the standard dose of 600 mg twice
daily, as was prescribed in my patient to
increase and maintain serum levels of
another therapeutic protease inhibitor
(PI),has become an important strategy to
increase PI potency, impede develop-
ment of HIV resistance and improve con-
venience of a dosing regimen. PI
enhancement by ritonavir increases the
trough level of the therapeutic PI, there-
fore minimizing the likelihood of resis-
tance development. Ritonavir combina-
tions have the capacity to induce or
inhibit other drug metabolism in
humans.As illustrated in this case, when
taken in conjunction with delavirdine
and paclitaxel, concern regarding the
potential for significant pharmacokinetic
drug interactions should be raised
(Piscitelli et al, 1996; Schwartz et al,
1999).

Complications arising from interac-
tions between HAART and many other
drugs pose an enormous clinical chal-
lenge. Medications such as delavirdine,
saquinavir,ritonavir and lopinavir (LPV/r)
may enhance paclitaxel toxicities due to
their CYP3A metabolic pathway. It is
imperative that providers understand
this potentially life-threatening drug
interaction. An AIDS malignancy consor-
tium study, sponsored by the National
Cancer Institute, is currently evaluating
potential interactions between paclitaxel
and protease inhibitors in HIV infected
patients with Kaposi’s sarcoma. This
study has completed accrual and after
the results are analyzed should shed
more light on potentially dangerous
drug/drug interactions between various
components of HAART and paclitaxel.
Until more information is available, it is
suggested that taxane doses be carefully
monitored and initial dose reductions be
considered in patients who are receiving
HAART regimens.
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The LDI faculty and guest speakers
focused on the importance of clarifying
and leading by your values. Whether
working on a single project or being
long-term members of a multi-function
team, individuals on a team must have a
congruent value system.Without this, it is
difficult for the team to have a shared
vision of the future. When values are
aligned, a leader can help the individual
team members see themselves as part of
the vision, inspire those team members
to be passionate about the vision, and
move the team members into the future
with a common purpose. In cancer nurs-
ing, the common purpose is quality
patient care with the vision being how to
best provide that care by the team.

The speakers provided research data
and anecdotal evidence to remind the
Fellows of three basic leadership truths.
First,morale is a function of the way peo-
ple treat each other, and the way team
members treat each other during crisis
defines the true morale of the team. If
members of the team leave during peri-
ods of high stress, the team may dissolve
completely. Maintaining positive morale,
especially during trying times, is essential
to the life of the team. Second, leaders
who model the behaviors and actions
they expect from the team will increase
the productivity of the team.They do this
by setting a good example, establishing
high standards,and “practicing what they
preach.”Third, leaders need to recognize
individual team members for their con-
tributions and performance. Finally, lead-
ers need to put the patient at the center
of all decisions.

The LDI faculty and speakers were a
“Who’s Who of the Oncology Nursing
Society.” They represented the very prin-
ciples that they were trying to impart to
the participants. They themselves have
taken risks. They have volunteered their
time and gifts to be leaders not only to
this particular project but also have pro-
vided leadership over the many years to
ONS. Carla Jolley said, “The heartfelt
mentoring and the polished presenta-
tions to guide the group along the lead-
ership path were appreciated and pro-
vided the much needed inspiration as the
group realized the work that was going
to ensue in trying to meet the goals we
had set.”

The keynote speaker Marie Manthey

MNA, FRCN, FAAN, inspired and empow-
ered the group to understand and
explore the relationship between
responsibility,authority,and accountabili-
ty. Her thoughts, concepts, vision, and
work with nurses and professionals in
developing effective leadership have
come from her many years and vast
experiences in nursing and she spoke
from her core. The afternoon follow up
by Jim Kouzes, author of  “The
Leadership Challenge”and creator of the
“Leadership Practices Inventory” gave
the group practical tools to apply. He
emphasized and reviewed the Five
Practices of Exemplary Leadership: 1)
Model the Way,2) Inspire a Shared Vision,
3) Challenge the Process, 4) Enable
Others to Act, and 5) Encourage the
Heart. The final charge came from Dr.
John Igwebuike, to inspire us to examine
what makes life worthwhile. The quality
of the program as a whole was excellent
and a testimony to what great leadership
can accomplish.

Mary Gunkel said, “LDI not only
allowed me to learn new skills and learn
about leadership from many angles but
also gave me the opportunity to network
with other ONS members who were
interested in leadership growth. One of
the surprising benefits of LDI was the
mirror that was held up to me of myself
as a leader. The other ONS members that
participated in LDI held up this mirror.”
This opportunity for reflection was very
powerful and gave the Fellows a special

confidence that comes from colleagues’
feedback. It was wonderful for the 51
Fellows to hear about the challenges that
Oncology Nurses from around the world
face. Many of these challenges were
common to each participant,and Fellows
were able to learn from each other’s fail-
ures and successes. Mary also recounts
that,“the support of being with ONS col-
leagues for four days was a wonderful
experience and one I will not soon for-
get. My father passed away while I was at
LDI and I could not have been around a
better support system while waiting to
be with my family.”

Another benefit of attending LDI was
seeing the national office and gaining an
even greater understanding of how pow-
erful and unique ONS is. ONS gives so
much to its members and LDI is an exam-
ple of that. Being selected to participate
in the LDI and spending concentrated
time understanding where you fall on
the leadership development continuum
is an exciting opportunity for nurses in
the ONS. After completing this program,
nurses decide which areas they want to
concentrate on and formulate their pro-
ject plans. With the support and
accountability of an LDI-assigned men-
tor, they will accomplish their goals.
ONS is committed to this type of oppor-
tunity for its members. Mary Gunkel
said, “The change and growth that LDI
produced in me will influence many oth-
ers for years to come. I have a greater

Continued on next page

Front to back (bottom step to top step, or R to L): Kerry, Susan, Mihkai, Carla,
Marry.

Continued from page 11
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appreciation for ONS for providing me
with the experience and giving me
enhanced ability to shape the future in
oncology nursing.”

Susan Nixon stated that, “the applica-
tion process was relatively simple, and
the forms were easily downloaded from
the ONS website.” The information
required for submission included an
application form with general personal
and professional information, as well as a
self-assessment of learning needs in the
areas of leading and managing. A current
resume was also required, along with a
one-page essay describing reasons for
interest to the LDI, learning objectives,
areas of interest in leadership, and a per-
sonal vision statement. Upon accep-
tance to the LDI, Fellows had several
homework assignments that were
required before attending the 3-day con-
ference. This homework provided par-
ticipants with the opportunity to under-
stand the foundations for the program
and better understand their own style of
leadership. Participation in the LDI is at
no cost to participants. The program is
supported by the ONS Foundation’s
Center for Leadership, Information, and
Research (CLIR) through a grant from
GlaxoSmithKline.

Also required was a commitment to
the LDI from each fellow to actively par-
ticipate in the Fall Meeting at ONS
Headquarters in Pittsburgh. Each fellow
is to develop a plan for personal leader-
ship development and implement a
Leadership Project. The commitment
also requires the Fellows to participate in
online discussion sessions, participate in
periodic dialogue with faculty partners,
and attend a one day Spring Meeting the
day before the 2004 ONS Congress. All
51 participants are looking forward to
the reunion in Anaheim to reconnect
with each other and celebrate the suc-
cess of each Fellow’s Leadership Project.

The Leadership Development Institute
was a life-changing experience for these
five Seattle-area Fellows. The investment
that the ONS placed in each of them is
not something that they take lightly.
Each participant in this program feels
compelled toward a higher level of lead-
ership and has been provided with tools
to reach their goal.

Applications for the 2004-2005 LDI

will be posted on the web site,
http://ldi.ons.wego.net/. You do not
need to be in any formal leadership posi-
tion to attend the Leadership
Development Institute. Oncology nurses
from all settings with different educa-
tional levels and backgrounds are invited
to apply. Please feel free to contact any
of this year’s fellows for questions about
the LDI. They would love to discuss this
incredible opportunity and how it has
enhanced their leadership abilities… and
encourage you to apply!

■

Continued from previous page

Uncleared checks last quarter  . . . . . . . . . . . . . . . . . . . . . . . . . .1,990.19

A. BEGINNING BALANCE
(Ending Balance Last Report)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$70,552.93

REVENUE
Dues  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .87.50
Program Fees  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .4,707.22
Interest Checking  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .8.77
Interest Savings  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1.06
Gain IDS  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .454.31
Donations  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .175.00
Exhibit Fees  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1,600.00
Fundraising  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .30.00

Miscellaneous Other (Advertising)  . . . . . . . . . . . . . . . . . . . . . . . . . . .1,220.00

B. TOTAL REVENUE  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$8.553.86

EXPENSES
Printing (Typing, xeroxing, etc.)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .2,216.12
Postage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .300.64
Supplies  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .13.20 
Meetings (Place, refreshments, etc.)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .864.99
Travel (Airfare, hotels)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .0.00
Bank Service Charges  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .0.00
PO Box Rental  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .0.00
Honorariums and Speakers  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .0.00
Grants/Scholarships/Awards . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .0.00
Fundraising  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .0.00
Miscellaneous  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .3,136.62

C.  TOTAL EXPENSES  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$6,531.57
D.  ENDING BALANCE THIS PERIOD  . . . . . . . . . . . . . . . . . . .  . . . . . .72,575.22
E. Outstanding Checks  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1,910.12

Total Outstanding Deposits  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .5,050.00

F. TOTAL (Balance + O Checks + O Deposit)  . . . . . . . . . . . . .  . . . . .$74,485.34
Balance Checking . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .37,024.64
Balance Savings  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1,173.36
Balance Investment Savings Account  . . . . . . . . . . . . . . . . . . .36,287.34

TOTAL ASSET BALANCE . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$74,485.34

TREASURER’S REPORT
for Third Quarter 2003, ending September 30th

NEW MEMBERS

Mihkai Wickline
Seattle Cancer Care Alliance

Terri Pointer

Kim Hinnebusch
Cascade Cancer Center
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Kathleen Tilton, RN OCN
Seattle Cancer Care Alliance    

Does the phrase Super Woman
mean anything to you?   Mary Jo
Sarver is the essence of that per-

son!  I had the pleasure of meeting Mary
Jo Sarver at her office at Northwest
(NW) Hospital, Seattle,Washington. She
is the Clinical Nurse Specialist (CNS)
and Advanced Registered Nurse
Practitioner (ARNP) for Oncology and
Surgery at NW hospital.

Mary Joe wears a variety of hats.
Besides her role as CNS at NW hospital,
she teaches the Bellevue Community
College’s RN refresher course in the
evening at NW hospital. She is also
preparing to be an instructor for the
Fundamentals in Oncology class next
March. She serves on the board at the
Puget Sound Oncology Nurse Society
(PSONS). She is an Internet consultant
for the Oncology Nurse Society (ONS).
She was recently asked to serve on the
Oncology Education Society (OES)
speaker bureau. Mary Jo is a wife and
mother of six children. These hats are
not listed in their order of importance! 

Mary Jo and I met at the end of a day
that would tire most. However, Mary Jo
was filled with energy and enthusiasm
and was excited about discussing her
many roles. She is an advocate for nurs-
ing, especially oncology nursing. She
promotes nursing at every opportunity.
Recently,she traveled to the University of
Nevada to speak to new graduate stu-
dents about the many career opportuni-
ties available in nursing. Mary Jo’s enthu-
siasm for nursing is contagious to all! 

Mary Jo describes her job at NW hos-
pital as “exciting”. Besides her many
activities, her regular responsibilities at
NW include:
■ Attending tumor board meetings
■ Attending breast care conferences 

and tracking patients
■ Overseeing short stay surgery,

chemotherapy, and biotherapy 
treatment

■ Writing and overseeing policy 
and procedures

■ Lending a hand in the
lymphedema clinic

■ Provides professional
nursing education.

Mary Jo clearly sees the needs
of those she serves. For exam-
ple, she recently observed that
some nurses were reluctant to
give chemotherapy because
they do not give chemotherapy
regularly.They had  “chemo-pho-
bia.” When Mary Jo discovered this, she
made arrangements with Holly Glass,
nursing manager at the Puget Sound
Cancer Center, for those nurses to
spend on-the-job time at her facility.
This collaboration allowed the nurses
to observe how other oncology nurses
interact with patients receiving
chemotherapy. It was helpful for them
to see that showing care and respect,
not fear, can change patient percep-
tions of their treatment.

Mary Jo admits her involvement in
PSONS has greatly contributed to the
nurse she is today.She describes herself
as once a quiet timid student. She was
afraid to raise her hand in class for lack
of confidence in her knowledge. Her
involvement in PSONS has been
extremely valuable. She stated that “The
leadership of PSONS (Mona Stage,
Martha Purrier, and many others) took
me under their wing and mentored me,
giving me the confidence to do things I
couldn’t imagine doing. In my first edu-
cational co-operative meeting I felt so
out of place, ‘I only had my RN’. I had
no experience and I felt so nervous.
How will I be able to contribute?
Regardless of my insecurity, I was given
a job. The job wasn’t just dropped on
my lap. They mentored me every step
of the way and helped me believe in
myself.” Furthermore, she believes that
the members in this organization freely
share information. They are not con-
cerned with the initials behind your
name. This experience and others dri-

ves Mary Jo’s enthusiasm as a nurse
advocate. She encourages nurses to be
involved with PSONS and to become
OCN certified.

This profile would not be complete
without describing her family life. Mary
Jo is a wife and mother of six children.
Her children range in age from 13 to 20
years old and include a set of twins.
Mary Jo’s oldest son is serving our
country in Afghanistan and she is very
proud of this. Mary Jo is currently tak-
ing over the position as main income
earner for the family due to family
health issues. She speaks highly of her
supportive husband who only recently
stepped down from his position as a
nuclear probe designer and has
become Mr. Mom.

Mary Jo worked the majority of her
career at Stevens Hospital, Edmonds,
WA as an RN. She continued her edu-
cation at the University of Washington
(UW) while working, and then man-
aged to finish her Master’s Degree
keeping her fresh perspective!  I asked
Mary Jo to describe one of her most
memorable moments as a nurse. She
tells of a night when she was working
night shift on the oncology/surgical
floor at Stevens Hospital. Bob, her
assigned patient, was having scheduled
blood sugar checks. When Mary Jo
went to check Bob’s blood sugar he
asked her not to do it. He shared that
he was tired of everything and wanted
to stop his treatment.This was her first
experience of a patient refusing care.

PSONS PROFILE

Mary Jo Sarver

Mary Jo Sarver
MN, ARNP, AOCN

Continued on next page
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She spent a long time with Bob to be
clear that he understood the decision
that he was making.After notifying his
physician it was agreed to comply with
Bob’s wishes. As difficult as it was she
did respect Bob’s decision.When Mary
Jo returned to work two nights later
Bob was described as completely unre-
sponsive. It was no surprise to her that
Bob had most likely slipped into a dia-
betic coma having not received insulin
for more than two days. Mary Jo
approached Bob’s bed and quietly
spoke to him telling him that she
would be his nurse tonight.To the sur-
prise of everyone he opened his eyes
and replied, “you’re back tonight?” It
was an alarming experience, complete-
ly unexpected. During her night with
him, Bob shared with Mary Jo that he
would like her to stay with him. He did

not want to be alone. Mary Jo did stay
with Bob. He died a couple hours later.
It was such a memorable experience
for her because he appeared to be
unconscious but he was still aware at
some level. Mary Jo said that she had
heard that people can hear when they
are in this state, but she had never
experienced it before.

There is much more that can be said
about Mary Jo. We talked easily and
learned a lot about each other in the
hour that we spent together. She is a
hard working, committed person who
contributes greatly to the oncology
community. It is no surprise to me why
Mary Jo Sarver was asked to be the fea-
ture person of my interview. It was an
honor to interview Mary Jo and write
this feature about such a Super Woman
and Super Mom.

■

Continued from previous page

Profile: Mary Jo Sarver

Our goals are to support PSONS
nurses to conduct nursing research
and to disseminate that information to
others. We also encourage oncology
nurses to enhance their ability to criti-
cally review research manuscripts so
that they can be strong practitioners
and patient advocates.

Research Grant Information:

A research grant of $1,000, and a
research dissemination grant of $500
is available to any PSONS member in
good standing. Information can be
obtained by contacting any member of
the research committee. Details and
application are also on the website,
www.PSONS.org.

Coming Soon!

Early in 2003 we will be sponsor-
ing a poster-making class. This will be

a two-part series. For the first class,
participants should be prepared to
bring something they want to present
in a poster format (i.e., research
results, a side-effect management strat-
egy, education on a new therapy regi-
men or report on an oncology nursing
article). The second class will be at the
UW Computer Lab where the poster
will actually be designed. Everyone
will leave with an 81/2 x 14 sample of
their final poster and a disc-copy if
they want to enlarge it further. Check
the website or with any of the mem-
bers of the research committee for
more information.
Committee Members  

Linda Cuaron, (Chair); Barbara
Cochrane, Shirley Williams, Janet
Bagley, Linda Eaton, Aurora Branvold,
Jennifer Wulff, Eileen Hanson.

The Research Committee is alive and well!

PSONS Member Accepted
Into ELNEC Course

Colleen Simpson was accepted
into the first End-of-Life Nursing
Education Consortium (ELNEC)
course specifically developed and

designed for oncology nurses. She
was among the 64 nurses chosen to
take this highly competitive course.
Congratulations!


