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2016 NCCN Nursing Program Addresses Information 
Needs for Oncology Nurses
On March 30, 2016, NCCN hosted its 2016 Nursing Program: Advancing Oncology 
Nursing in conjunction with the NCCN 21st  Annual Conference: Advancing the 
Standard of Cancer Care at The Diplomat in Hollywood, Florida. Covering a broad range 
of topics from supportive care to disease-specific clinical advances to global outreach, 
this 1-day program provides oncology nurses with comprehensive and clinically relevant 
information regarding the management of people with cancer.

The day commenced with a presentation on the management of cardiac toxicities 
from Anecita Fadol, PhD, RN, FNP-BC, FAANP, The University of Texas MD Anderson 
Cancer Center. Dr. Fadol explained approaches for identifying causes of cardiac toxicity 
in people with cancer and discussed how cardiomyopathy can be prevented following 
anthracycline treatment. She also touched on the importance of encouraging healthy 
lifestyles in cancer survivors.

Kristen Kreamer, AOCNO, APRN-BC, CRNP, MSN, Fox Chase Cancer Center, provided 
a nutrition update, specifically focused on anorexia and cachexia. Ms. Kreamer described 
contributing causes of cancer cachexia, outlining the effects of anorexia and cachexia on 
outcomes in people with cancer and evaluating current and possible future treatment options.

This year’s program featured concurrent clinical sessions from which attendees 
could choose the subject most pertinent to them. During 63the following presentations, 
experts from NCCN Member Institutions discussed evidence-based treatment updates 
and potential future therapies, as well as described processes for identifying and treating 
adverse events that accompany treatment:

•  Clinical Updates and Issues: Metastatic Breast Cancer 
Emily Olson, APRN, CNP, MSN, OCN, Mayo Clinic Cancer Center

•  Clinical Updates and Issues: T-Cell Lymphomas 
Susan McCall, ANP-BC, AOCNP, Memorial Sloan Kettering Cancer Center

•  Clinical Updates and Issues: Relapsed/Refractory Multiple Myeloma 
Beth Faiman, PhD, MSN, APRN-BC, AOCN, Cleveland Clinic Taussig 
Cancer Institute

•  Clinical Updates and Issues: Advanced Non–Small Cell Lung Cancer 
Tracy Ruegg, MSN, CNP, AOCN, The Ohio State University Comprehensive 
Cancer Center – James Cancer Hospital and Solove Research Institute

Brenda Shelton, DNP, RN, APRN-CNS, CCRN, AOCN,  The Sidney Kimmel 
Comprehensive Cancer Center at Johns Hopkins, outlined both the recognition of signs 
of sepsis as well as treatment for the condition. Ms. Shelton also provided guidance on the 
proper documentation of sepsis for patients with cancer.

The day’s final presentation, delivered by Lori Buswell, ANP-BC, MS, OCN, Dana-
Farber Cancer Institute, focused on the need for global outreach efforts in oncology. Ms. 
Buswell discussed the importance of nurses in such efforts, highlighting the rewards and 
challenges associated.

The next NCCN Nursing Program is planned for the NCCN 22nd Annual Conference 
in Orlando, Florida, in 2017.

Live webinars for the NCCN 2016 Nursing Programs are available for those who were 
unable to attend the Conference. For more information, visit NCCN.org/events.

2016 NCCN Fellows Recognition Program Explores New 
Horizons in Quality Cancer Care
On Sunday, April 3, 2016, the NCCN hosted more than 60 fellows during 2016 NCCN 
Fellows Recognition Program: New Horizons in Quality Cancer Care, which was held 
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in conjunction with the NCCN 21st Annual Conference: Advancing the Standard of 
Cancer Care at The Diplomat in Hollywood, Florida. This half-day program is dedicated 
to providing fellows from leading US cancer centers with the opportunity to hear from 
world-class specialists about the latest treatment advances in particular disease sites.

The program commenced with a discussion around advances in the management of 
relapsed/refractory multiple myeloma and Waldenström’s Macroglobulinemia. Steven P. 
Treon, MD, PhD, Dana-Farber/Brigham and Women’s Cancer Center compared current 
treatments and summarized emerging data with novel agents and combination regimens 
for the diseases.

Following Dr. Treon, Robert J. Morgan, MD, City of Hope Comprehensive Cancer 
Center, explored recurrence therapy for ovarian cancer, outlining specific categories of 
recurrence therapies for ovarian cancer and assessed recent recommendations for such 
therapies in patients, including appropriate dose selection, sequencing, adverse event 
management, and when to cease therapy.

During their presentation on surgical approaches to systemic therapies in the 
management of kidney cancer, Steven L. Chang, MD, MS, and Toni K. Choueiri, 
MD, Dana-Farber/Brigham and Women’s Cancer Center, summarized the benefits and 
risks of current surgical and systemic treatment options and evaluated the promising 
immunotherapy approaches currently being studied in clinical trials.

Billy W. Loo Jr, MD, PhD, Stanford Cancer Institute, followed with a presentation on 
recent advances in radiation therapy for non–small cell lung cancer, including stereotactic 
ablative radiotherapy in early-stage lung cancer and highly conformal radiation therapy in 
locally advanced lung cancer.

During the day’s final presentation, Al B. Benson III, MD,  Robert H. Lurie 
Comprehensive Cancer Center of Northwestern University, and Doulas W. Blayney, 
MD, Stanford Cancer Institute, discussed the variances between careers at academic 
centers versus community hospitals. Dr. Benson and Dr. Blayney touched on important 
considerations for the fellows in attendance, including but not limited to determination of 
personal priorities, definitions of career success, desire to teach, and salary.

NCCN plans to hold the next NCCN Fellows Recognition Program during the 
NCCN 22nd Annual Conference in 2017 in Orlando, Florida. 

For Breast Cancer, When to Screen or Not to Screen? 
That is the Question Plaguing the Minds of US Women— 
and Their Clinicians

In 2015, the American Cancer Society 
(ACS) caused a stir in the oncology 
community—and among women in 
general—with the updated 
recommendation that women of average 
risk for breast cancer should commence 
annual mammography at age 45. 
Previously, ACS recommended that 
mammography begin at age 40 years, 
which is the same age recommended in 
the NCCN Clinical Practice Guidelines 
in Oncology  (NCCN Guidelines) for 
Breast Cancer Screening and Diagnosis. 
Moreover, the U.S. Preventive Services 

Task Force (USPSTF) recommended age 50 years. 
Because breast cancer is the most prevalent cancer, as well as the second leading cause 

of cancer death in US women, the community wants answers.1
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To shed light on the screening conundrum, NCCN brought together experts from 
the 3 leading guidelines organizations to discuss the screening controversies during its 
21st Annual Conference on April 2, 2016.

Facilitated by Mary Lou Smith, JD, MBA, Co-Founder, Research Advocacy Network, 
and 21-year member of the NCCN Guidelines Panel for Breast Cancer, the panel included 
Therese Bevers, MD, The University of Texas MD Anderson Cancer Center, representing 
NCCN; Kirsten Bibbins-Domingo, MD, PhD, MAS, University of California, San 
Francisco (UCSF), representing USPSTF; and Kevin Oeffinger, MD,  Memorial Sloan 
Kettering Cancer Center, representing ACS.
Following are citations for the 3 organizations’ recommendations:

•  ACS: Oeffinger KC, Fontham ET, Etzioni R, et al. Breast cancer screening for 
women at average risk: 2015 guideline update from the American Cancer Society. 
JAMA 2015;314:1599–1614.

•  NCCN: NCCN Clinical Practice Guidelines for Breast Cancer Screening and 
Diagnosis (Version 1.2015) © 2015 National Comprehensive Cancer Network, 
Inc. Available at: NCCN.org. Accessed March 28, 2016.

•  USPSTF: Screening for breast cancer: U.S. Preventive Services Task Force 
recommendation statement. Ann Intern Med 2016;164:279–296.

The panel agreed that indeed there are benefits to breast cancer screening. However, there 
is debate over whether those benefits outweigh potential negative effects and as to where 
the value lies in cancer screening. And the conclusions vary by one’s point of view.

In establishing treatment guidelines, experts consider reduction in not only breast 
cancer mortality but also treatment-related morbidity, said Dr. Bibbins-Domingo, who is 
the Lee Goldman, MD Endowed Chair in Medicine and Professor of Medicine and of 
Epidemiology and Biostatistics at UCSF School of Medicine.

According to Dr. Bibbins-Domingo, USPSTF has relied on randomized controlled 
trials and more than 200 observational studies to develop models for their evidence-based 
guidelines. She noted that observational studies are necessary to capture data on the 
newest screening techniques.

With old film screens from the 1970s and 1980s, the randomized clinical trials 
for breast cancer screening showed about a 20% reduction in mortality, explained Dr. 
Oeffinger, primary care physician and Director of the Cancer Survivorship Program at 
Memorial Sloan Kettering Cancer Center. Today’s observational studies, in contrast, 
show that mammography is reducing mortality by closer to 30% to 35% in certain 
populations. The ACS recommendations are influenced by the burden of disease and the 
potential benefits and harms associated with screening, focusing on 5-year increments 
in age, he said.

The NCCN Breast Cancer Screening and Diagnosis Panel considers both the 
randomized clinical data and the data from modern screening used in the observational 
studies, noting that women who are screened are less likely to be diagnosed with an 
advanced stage cancer, said Dr. Bevers, Professor of Clinical Cancer Prevention and 
Medical Director, Cancer Prevention Center and Prevention Outreach Programs at The 
University of Texas MD Anderson Cancer Center.

She added that an often-neglected, yet important, measurement is the life years 
gained. Although, as a group, women in their 40s show a lower number of deaths averted, 
they also have the highest number of years of life gained when cancer is found and treated.

With regard to earlier screening for breast cancer, there is controversy surrounding 
the belief that earlier breast cancer screening leads to overdiagnosis and greater incidence 
of false-positives.

“How do you weigh false-positives, overdiagnosis, and anxiety?” asked Ms. Smith.
“False-positives mean 2 things,” said Dr. Oeffinger. The first is a call back for imaging, 

which typically takes place the same day as mammography. Second, in a smaller percentage 
of women (6%–7%), a core biopsy will be performed, he explained. “While there is anxiety 
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related to having a false-positive finding or a biopsy, this remains an understudied area in 
the United States,” Dr. Oeffinger said.

Dr. Bevers explained the importance of differentiation between prevalent false-
positives (those found on the first mammogram) and incident false-positives (those found 
on subsequent mammograms) in understanding the true incidence of false-positives 
for women in their 40s and 50s. More false-positives are found on the initial screening 
mammogram; this occurs because there are no prior mammograms for comparison to 
reassure the radiologist that a finding is benign. She went on to explain that the higher 
incidence of false-positive screenings in women in their 40s is due, in part, to the fact that 
screening typically commences in this decade.  

“If we move the initiation of screening to 50, we will see an increase in prevalent 
false-positives in women in their 50s and a jump in the overall false-positive incidence for 
women in this decade,” she said.

Overdiagnosis is a screen-detected cancer that would not have led to symptomatic 
breast cancer if undetected by screening, resulting in overtreatment. However, there 
remains much uncertainty about how common overdiagnosis is, the panel noted.

All things considered, “it comes down to understanding a woman’s values and 
preferences and having a conversation with her physician about whether to start screening 
earlier,” said Dr. Bibbins-Domingo.

Dr. Bevers agreed that there is some level of overdiagnosis that accompanies earlier 
screening, but that it’s very difficult to quantify, and it doesn’t speak to when to start 
screening or how often, but only whether to screen and when to stop screening.

“Overdiagnosis is a harm of screening that is incurred regardless of the age screening 
starts or the screening interval as the mammographic finding—be it a calcification or 
other finding—will not go away unless it is treated,” she noted. “To address the issue of 
overdiagnosis, we need to know which lesions won’t progress,” she added.

The patient population that is most negatively affected by overdiagnosis, said Dr. 
Bevers, is the older women, because of their likelihood for competing comorbidities.

Dr. Bevers argued that harms of screening should be weighed against the harms of not 
screening, rather than comparing the harms of screening to no harms. Women who do not 
get screened can incur significant harms, including breast cancers diagnosed at a later stage 
that require more intensive treatments and are more likely to recur, and they also are more 
likely to die of their breast cancer than women who get routine screening mammograms, 
she said. Often the discussion of the harms of screening does not mention the harms of not 
screening, making it falsely appear that there are no harms associated with not screening, 
added Dr. Bevers.

Ms. Smith asked the panel to consider the harms of biennial screening—every 
2 years—opposed to annual screening, which is another area of the mammography 
controversy.

As mentioned earlier, higher rates of screening—at any interval—leads to higher 
incidence in false-positives, said Dr. Bibbins-Domingo. The USPSTF has found that there 
is a small incremental benefit to screening annually but the harms of annual screening are 
higher.

Dr. Oeffinger explained that there is a significant difference in the benefits of annual 
versus biennial screening in premenopausal women compared with postmenopausal women 
because of tumor biology and the aggressiveness of the disease. But by the time women are 
postmenopausal—on average after age 55 years—biennial screening is effective.

He added that ACS believes it is very important for women to have the opportunity 
to continue annual screening after age 55 years if that is in their best interest based on 
their personal preferences and values, he added. His fellow panelists agreed.

For NCCN, there were several factors considered in recommending annual 
screening, said Dr. Bevers. First, there are fewer cancer deaths in the annually screened 
population than those undergoing biennial screening; second, although there are 
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fewer deaths from breast cancer averted for women in their 40s, their years of life 
gained are significantly greater, she said. The NCCN Breast Cancer Screening and 
Diagnosis Panel strongly felt these benefits far outweighed the possibility of a recall 
and possible biopsy.

The fact that 3 groups have different recommendations based on the same data shows 
there is no consensus on what constitutes a harm and where the benefit/harm threshold 
lies, Dr. Bevers said.

To address this, a Breast Cancer Screening Consensus Conference was held in 
Washington, DC in January 2016, to start the process of formulating a consensus statement. 
The group is working toward a manuscript that will identify points on which all 8 participating 
organizations can agree, as well as detailing where and why they disagree, Dr. Bevers said. 
These organizations are USPSTF, ACS, NCCN, American College of Radiology, American 
Academy of Family Physicians, American College of Physicians, American College of 
Surgeons, and American College of Obstetricians and Gynecologists. Stakeholders from 
more than 22 other women’s organizations and patient advocates also attended.

For more coverage of the NCCN 21st Annual Conference, visit NCCN.org/news.
(NOTE: The recommendations discussed in this panel are specifically for women of 
average risk for breast cancer. Specific recommendations have been published for women 
with higher risk due to familial or genetic predisposition as well as atypical hyperplasia or 
lobular carcinoma in situ.)

Reference
1. American Cancer Society. Cancer Facts & Figures 2016. Available at: http://www.cancer.org/research/

cancerfactsstatistics/cancerfactsfigures2016/. Accessed April 7, 2016. 

In the Face of Chronic Pain, Clinicians Seek Best Practices 
for Management while Evading Opioid Abuse

As opioid abuse in the face of chronic pain becomes a 
major health concern, pain management for people 
with cancer is a challenge for providers.

On April 2, 2016, Judith Paice, PhD, RN, 
FAAN,  Robert H. Lurie Comprehensive Cancer 
Center of Northwestern University, presented safe and 
effective opioid prescribing, discussing safety concerns, 
as well as best practices in oncology, during the NCCN 
21st Annual Conference: Advancing the Standard of 
Cancer Care. Dr. Paice is a member of the  NCCN 
Clinical Practice Guidelines in Oncology  (NCCN 
Guidelines) Panel for Adult Cancer Pain.

The goal of pain control is balance—balance 
of pain relief, enhanced function, and safety of the 
patient, prescriber, and community, explained Dr. 
Paice. Proper assessment of the patient is the ideal way 
to ensure safety for all three parties, she said.

Safe Patients
Patient assessment includes not only the physical aspects of the pain but also the effect 
of the pain on the patient’s quality of life; other medications that the patient takes 
on a regular basis; previous treatments and outcomes; comorbid conditions, including 
biopsychosocial, spiritual, and financial conditions; risk for misuse; and the patient’s 
goals for pain care, she said.

Many times, complete pain relief is not possible; however, it is important to work with 
patients to identify a measureable and attainable goal for progress, such as being able to 
walk around the block or playing with their grandchildren, she added.
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Overtreatment & Undertreatment
As part of the overall balance required for safe opioid prescribing, there is the consideration of 2 
distinct populations: those at risk of overtreatment and those at risk for undertreatment, she said.

“We do not want to lose sight of the need for pain control,” she said, noting that there 
are several populations most at risk for undertreatment for pain including, but not limited 
to, infants and children, the elderly, cognitively impaired patients, nonverbal individuals, 
and those with good performance status.

On the other hand, patient groups most at risk for overtreatment are long-term 
survivors; patients with a lack of financial resources; patients with preexisting substance 
abuse disorders; and those with comorbid mental health conditions, such as anxiety, 
depression, and sleep disorders. The threats of overtreatment include cognitive difficulty, 
depression, sexual dysfunction, and risk of overdose, said Dr. Paice.

Safe Community & Responsible Assessment
According to the CDC,1 for every 1 death due to opioid abuse, there are 10 treatment 
admissions, 32 emergency department visits for misuse or abuse, 130 people who abuse or 
are dependent, and 825 nonmedical users.

Dr. Paice noted that responsible assessment, proper opioid prescribing, and patient 
counseling can lead to lower abuse within the community itself. Patients must understand 
the responsibility that accompanies opioids, including that these medications should, 
ideally, be locked up to prevent theft and illegal distribution. Safe disposal is also key, she 
explained, noting options such as take-back programs.

Responsible assessment includes differential diagnosis of noncompliance and aberrant 
drug-taking behavior, which Dr. Paice separated into 5 distinct groups:

•  Pseudo-addiction, in which the amount of drug ordered is too low or patients have 
insurance limitations. These patients, she said, tend to display behaviors that are 
misunderstood as drug-seeking, although they are following dosage allowances.

• Psychiatric disorders, including chemical coping or mood disorders
•  Inability to follow a treatment plan due to low literacy, use of pain medication for 

other symptoms such as sleep deprivation, or anxiety
• Addiction
• Criminal intent

Safe Prescribers
According to Dr. Paice, a number of factors are “red flags” for patients who are at high risk 
for addiction, such as current and past misuse of prescription or other street drugs, alcohol 
use, smoking, family or friends with substance abuse disorder, and sexual abuse, particularly 
as a child or preteen.

With all groups, she added, there are precautions that prescribers can take to monitor 
adherence, including urine drug testing, pill counts, and prescription drug monitoring programs.

Treating the Whole Patient
Dr. Paice noted the importance of ensuring that patients with substance abuse disorder are 
treated not only for their pain, but also for any psychosocial conditions that put them at 
risk for abuse. In order to do so, Dr. Paice suggested ongoing assessment of the patient with 
consistent differentiation of misuse and abuse behavior from undertreatment. Finally, she 
said, it’s important to discuss concerns openly with the patient.

A multidisciplinary approach to care following risk stratification is ideal for this 
patient group; however, there should be one prescriber. This multidisciplinary approach 
helps ensure that patients are treated for the underlying psychiatric disorders and have 
treatment tailored to their physical needs. For instance, patients with opioid misuse history 
may require higher doses of drug, she said.

Clinicians should also consider support systems for this patient population, including 
family and friends of the patient, increased outpatient visits, or even inpatient or outpatient 
treatment for addiction, Dr. Paice added.
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Measures for Success
When a patient moves from active treatment for addiction to long-term recovery and 
sobriety, consistent monitoring is essential. Dr. Paice suggested tactics for both clinicians 
and patients that will help ensure success in the transition period.

Clinicians, she said, should encourage patients to maintain ongoing participation 
in their recovery through including open communication to help identify stressors for 
relapse.   Also important is to access a support system, such as a 12-step program, seek 
psychiatric support, and an active sponsor; maintain stability in the home; and get regular 
sleep and exercise.

For more information about safe opioid prescribing, download the NCCN 
Guidelines for Adult Cancer Pain at NCCN.org.

For more coverage of the NCCN 21st Annual Conference, visit NCCN.org/news.

Reference
1. Centers for Disease Control and Prevention. Injury Prevention and Control; Opioid Overdose. Available at: 

http://www.cdc.gov/drugoverdose/index.html. Accessed April 7, 2016.
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