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Discussion

• Discuss the oral SACT nurse led model.
• What makes oral monitoring different.
• Monitoring , interven=on early and support.
• Impact of a nurse led model.
• Scale and sustainability. 
• Key messages.



Background
• Demand for cancer services is growing. Increased cancer diagnoses, improved 

survival rates, and an aging pa=ent popula=on in the region, increase the burden of 
care on oncology services 

• Which may not be sustainable with an aging oncology workforce, limited gradua=ng 
new prac==oners and few fellowship posi=ons

• The projected deficit in medical oncologists to support future oncology services this
presents an opportunity for others such as Nurse Prac==oners, oncology nurses, 
pharmacists, and nurse navigators to play larger roles in care management



The Problem/audit
Oral therapy shi-s accountability into the home — without always shi-ing support with it

>100%
Increase in oral SACT pa1ents
2020 → 2024 (53 to 107 pts)

43%
of pa1ents had NO treatment plan documented

37%  received NO follow-up call a5er star8ng therapy

Why oral therapy demands a designed model

Complex regimens — Mul$ple dosing windows, pill burdens, strict compliance — without 
nursing oversight at each administra$on.

Toxicity at home — Significant side effects (haematologic, GI, hypertension, fa$gue) can 
occur between visits — invisible to the team.

Drug interac7ons — Oral SACTs interact with complementary medicines, antacids and common 
co-medica$ons — oHen undisclosed.

Delayed escala7on — Pa$ents under-report or wait. A Grade 2 toxicity becomes Grade 3 before 
clinical contact is made.

Adherence failure — Both under- and over-adherence carry risk: subop$mal response vs severe 
toxicity and early cessa$on.



What Makes Oral Monitoring Different
Contrast with IV chemotherapy follow-up — the differences demand a new model

Aspect IV / Tradi0onal Chemotherapy Oral SACT

Observa0on Nurse sees administra-on, vitals, allergic reac-on in real -me Administra+on happens at home — nurse cannot observe

Adherence Adherence is 100% by default (nurse gives the drug) Adherence depends en+rely on the pa+ent — both under- and 
over-dosing occur

Side effects Acute reac-ons detected and managed at once in clinic Toxicity develops over days to weeks, mostly at home, o?en 
under-reported

Timing Fixed clinic appointment schedule drives clinical contact Contact must be nurse-ini+ated, proac+ve, scheduled by the team

Educa0on Pa-ent present at every dose; ongoing reinforcement 
opportunity

Pa+ent educates once then manages independently; one robust 
session is cri+cal

Escala0on Pa-ent is already in clinic when unwell — no delay to 
interven-on

Pa+ent must know what to look for, how to grade it, and when to 
call

Drug interac0ons Administered in a controlled clinical environment Pa+ent takes with other home medica+ons — interac+on risk 
ongoing



The Nurse-Led Model
A structured, mul<disciplinary surveillance system — not passive pa<ent self-management

📋

Baseline
Assessment

🎓

Educa7on
Session

📞

Follow-up
Calls

🩺

Toxicity
Screening

🔺

Escala7on

Oral SACT Clinic
Dedicated nurse-led clinic model: Educate, template for documenta6on, script 
for suppor6ve meds, book F/U apt, blood slips, send scripts etc. 

Pharmacist Integra7on
Clinical pharmacist: medica6on history, interac6on checks (including CAM), first-
cycle supply coordina6on, pa6ent counselling on administra6on and safe 
handling.

SURC (Symptom Urgent Review Clinic)
Cancer nurse hotline for symptom management. Unwell oral SACT pa6ents 
escalated to NP. Combined follow-up for IV+oral regimens (CAPOX, Pem/lenva).

GP & Community Pharmacy
Structured leQers to GPs and community pharmacists. Email contact pathway. 
Con6nuity beyond the hospital boundary.



Escalation Pathways
Nursing surveillance connected to a complete escala<on system

Oral SACT NP / Nurse

SURC

Pa0ent/Caregiver

Medical Oncologist

Community
Pharmacy General Prac00oner



Highest-Risk Moments in Oral SACT
Where nurse surveillance makes the biggest difference to pa<ent safety

🚀
Treatment Ini7a7on
Highest incidence of early haematologic toxicity varies .Niraparib: 
thrombocytopenia any grade 67.1%, grade ≥3 39.7%, grade ≥4 in 26.9%. 
Weekly blood counts and BP essen-al. Nausea, fa-gue and insomnia peak 
early — proac-ve an--eme-c planning at baseline. This varies.

🔄
Concurrent Events
Intercurrent illness, infec.on
Pa-ents on oral SACT who develop intercurrent illness (e.g. dental , URTI, 
shingles) may need therapy held. Without nursing follow-up, these events 
go undetected. 

🏠
Transi7on to Home
A1er each clinic visit
The gap between appointments is the highest-risk period. Pa-ents at 
home self-manage. Without a structured call or check-in schedule, toxicity 
escalates unseen. The NP follow-up calls and the SURC hotline bridge this 
gap.



Highest-Risk Moments in Oral SACT
Where nurse surveillance makes the biggest difference to pa<ent safety

⚙
Dose Adjustments
A1er hold or reduc.on
Restar-ng aYer a dose hold requires close monitoring. Follow guidelines 
for dosing delays and dose reduc-ons for individual oral therapies

📉
Silent Non-Adherence
Ongoing risk
WHO defines adherence as extent behaviors coincide with medical advice. 
Under-adherence → drug resistance, subop-mal response. Over-
adherence → increased severe toxicity, premature cessa-on. Both lead to 
earlier disease progression and decreased overall survival.

💊
Polypharmacy & Interac7ons
Ongoing risk
Oral SACTs interact with common medica-ons and complementary 
therapies. Pharmacist-led medica-on history at ini-a-on captures these, 
but ongoing vigilance is needed as community medica-ons change. 







Patient Education & Adherence
"Adherence is the extent to which a person's behaviors coincide with medical or health advice" — WHO, 2003

The Teach-Back Framework

1 Explain informa$on in plain language — no jargon, 
culturally appropriate

2 Ask the pa$ent to explain back in their own words

3 Re-explain anything misunderstood

4 Repeat steps 2–3 un$l comprehension is confirmed

What the Educa;on Session Covers

Administra0on — Dose, 6ming, food interac6ons, correct swallowing (whole 
capsule), dose administra6on aids, and calendars.

Side effects — Named, graded, described in plain language. Pa6ent given 
wriQen resource.

Self-monitoring — Temperature, BP, bruising, bleeding, fa6gue — what to 
record and when.

Escala0on pathway — When and how to contact SURC. Contact number. 
What to say. GP communica6on.

Drug interac0ons — Complementary medicines, antacids, OTC medica6ons —
pa6ent prompted to show all.

Tools used — MASCC teaching resource, eviQ protocol, wriQen pa6ent 
handout, GP and community pharmacy leQer



Outcomes & Impact What the Peninsula Health oral SACT model has achieved

180
Individual pa6ents
supported through

Oral SACT Clinic

202
Review appointments
shiXed to oral SACT

clinic model

22
OSACT pathways
built in CHARM

>100%
Growth in oral SACT
volume — the model

is ready to scale

✅
Adherence — Pa6ents educated in structured sessions with 
teach-back confirma6on. Dose administra6on aids and calendars 
provided. Community pharmacy leQer to reinforce dispensing-
point educa6on.

🛑
Toxicity management — Early detec6on through serial 
pathology and proac6ve calls. Grade 2+ toxici6es ac6oned within 
the same clinical contact. Dose holds and reduc6ons within NP 
scope, reducing delays.

🏥
Hospital avoidance — SURC provides triage and management 
without requiring ED presenta6on. Pharmacist and NP manage 
most events in ambulatory se]ngs.

🔗
Escala7on quality — CHARM pathways standardise escala6on 
triggers. SURC escala6on to NP removes varia6on in unwell call 
management. Pa6ent knows exactly who to contact and when.

📈
Service capacity — 202 appointments shiXed from medical 
oncology to nurse-led model. Pharmacist integra6on 
Monday/Friday supports sustainable model without increasing 
physician burden.



Scale & Sustainability
What services must build before oral therapy volumes grow further

👩⚕ Workforce

• NP / nurse prac66oner leadership with clear clinical scope.
• Oncology nurses trained in oral SACT pharmacology and toxicity 

grading.
• Defined SURC nursing scope — including unwell calls and escala6on.
• Clinical pharmacist embedded in the team, not just a consul6ng 

resource.

🖥 Digital & Systems

• CHARM (or equivalent) pathways for all oral SACT regimens.
• Virtual oral SACT chair to allocate pathways/protocols to.
• Structured EMR documenta6on templates/fields —for educa6on, 

follow-up, toxicity grading.
• Allocated funded clinic with template.
• Email and phone contact phone infrastructure.

📋 Protocols

• Standardized baseline assessment tool for all new oral SACT starts
• Teach-back confirmed educa6on documenta6on
• Toxicity grading guides aligned to CTCAE
• Escala6on decision trees accessible to all team members

🌐 Community Integra9on

• Structured GP communica6on leQer at commencement and dose 
changes.

• Community pharmacist leQer with regimen and contact details.
• Pa6ent Alert card — regimen, contact number.
• Video/phone consult capacity for pa6ents.



Key Messages
What every oncology service needs to understand about oral SACT

01 Oral therapy is not simpler than IV therapy — it transfers complexity to the pa6ent and caregiver, who require structured, 
proac6ve nursing support to manage it safely.

02 A designed surveillance model — not passive self-management — is the only safe approach as oral SACT volumes grow. At 
Peninsula Health, pa6ent numbers doubled in 4 years.

03 Nurses are best placed to lead oral SACT monitoring: proac6ve calls, toxicity screening, adherence assessment, educa6on, and 
escala6on within scope — preserving physician capacity for complex decisions.

04 Standardiza6on cuts varia6on. Teach-back educa6on, CHARM pathways, CTCAE grading, structured escala6on triggers, and 
community leOers all reduce the risk of pa6ents being managed differently based on who happens to call.

05 Service development . Workforce capability, digital systems, protocols, and community connec6ons need to be established 
before volume pressure makes safe care impossible.



Thank You

Lisa Taylor | Nurse Prac00oner
ltaylorlove5@phcn.vic.gov.au
oralsact@phcn.vic.gov.au
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