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Greetings to everyone and welcome to the latest issue of the 
Australian Journal of Cancer Nursing. The year is now in full 
swing and, like us, you too may be finding it hard to believe that 
it is already April.

In Australia we have been fortunate regarding the effects of 
the global pandemic which is still having devastating effects in 
Europe, the UK, the USA and many parts of Asia. Closer to our 
shores, COVID-19 is causing increasing concern in Papua New 
Guinea, where the number of cases continues to rise; many of 
those affected are healthcare workers. Our thoughts go out to 
our professional colleagues working in Papua New Guinea, and 
we hope that the situation soon improves.

While the national vaccination program has now started in 
Australia, it has become evident that this is a mammoth challenge. 
Subsequently, we are now learning that it is going to take longer 
than anticipated. As front-line nurses and health workers, many 
of you may have already had your first vaccination, yet, you will 
also know that this is not a time for complacency. We must all 
stay vigilant to the dangers of the disease, and the importance 
of infection control. This is especially important given the 
vulnerability of people with cancer.

While Australia can be applauded for the way in which it is 
addressing the pandemic, it is unfortunate that the same cannot 
be said for our aged care system. In March the final report of 
the Royal Commission into Aged Care Quality and Safety was 
published.1 This report highlighted considerable deficits related 
to accessing healthcare, system navigation, staffing levels and 
training, and funding issues. What is, however, of more concern 
are the number of cases of substandard care and abuse that now 
pervades the Australian aged care system. As stated in the report, 
“this is a disgrace and should be a source of national shame” 
(p. 68). Without doubt, it is.

Like many other countries, Australia has an ageing population. 
Our aged care system must now undergo extensive reform to 
ensure that it can fully meet the current and future needs of 
older people in our community. It is essential that older people 

are treated with the dignity and respect that they deserve. As 
nurses and healthcare professionals, we all have a role in this. 
As cancer can be considered an age-related disease, this is of 
particular relevance. Cancer nurses are and will be caring for 
people already receiving or needing aged care services in the 
future, and we challenge you to get involved. Improving your 
knowledge about aged care, increasing public awareness of 
available aged care resources, or advocating for the needs of 
older people are just some of the ways that you can help to 
make a difference. Collectively, our voice as nurses can lead to 
improvement. Working together to make aged care a national 
priority is now imperative.

The Editors,

Jacqueline Bloomfield and Karen Strickland

Reference
1. Royal Commission into Aged Care Quality and Safety. Final report: 

executive summary. Canberra: Commonwealth of Australia; 2021. 
Available from: https://aged care.royalcommission.gov.au/publications/
final-report-executive summary
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Abstract
Background Rituximab is a chimeric monoclonal antibody that targets the cluster of differentiation-20 cells found in patients with 
B-cell leukaemia or lymphoma. Rituximab is administered in conjunction with complex chemotherapy regimens to enhance probability 
of longer remission. However, rituximab can cause a hypersensitivity reaction due to the large cytokine release. Therefore, rituximab is 
administered very slowly on the first exposure.

Objective To evaluate the current practice for rituximab administration relevant to the treatment of B-cell leukaemia and lymphoma 
in order to determine the presence of any evidence-based guidance concerning dose administration times post-completion of a non-
reactive rituximab dose.

Methods A critical literature review of primary articles in CINAHL, Medline, PubMed and Joanna Briggs Institute was conducted up to 
March 2019.

Findings Eight studies met the inclusion criteria and were evaluated in the review. The rituximab hypersensitivity infusion-related 
reaction rate was 77% for the first dose, 3–8% for the second and 0% for subsequent doses, indicating the potential for modification 
of drug administration.

Introduction

The monoclonal antibody rituximab is a medication that targets 
the differentiation-20 cells (CD-20) antigen expressed on the 
surface of B-cells1. Rituximab is used to treat patients with 
B-cell leukaemia or lymphoma, typically in conjunction with a 
complex chemotherapy regime2. Rituximab is administered via an 
intravenous (IV) infusion every 4, 6, 8 or 12 weeks dependent on 
individual patient regimes for up to 24 months1. There is evidence 
to link maintenance rituximab to longer remission periods in 
patients with haematological cancer1. However, monoclonal 
antibodies such as rituximab often cause adverse immune system 
reactions due to cytokine release during the infusion.

If rituximab is administered too quickly, the release of cytokine 
can result in cytokine release syndrome (CRS)3–4. CRS is defined 

as an extreme immune response and can be toxic to the body4. 
The first dose of rituximab is often the most successful in 
reducing tumour burden and thus consequently causes a greater 
cytokine release reaction. Manufacturing guidelines recommend 
the first dose be administered over a slow titration to allow the 
patient’s immune system time to adjust to the cytokine release5,6. 
High levels of cytokine release can trigger symptoms of fever, 
chills, tachycardia, hypotension, urtcaria, dysnea, bronchospasm, 
nausea, vomiting and pain3,7. Lenz8 states up to 77% of patients 
receiving rituximab are likely to have an adverse infusion-related 
reaction during their first dose.

Following current manufacturing guidelines, the first dose of 
rituximab may take 4–6 hours for completion5. The time of 
completion for this first dose largely depends on whether the 

mailto:cfbristow@optusnet.com.au
mailto:kirstine.shrubsole@scu.edu.au
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rituximab infusion needs to be temporarily paused to control 
a hypersensitivity reaction. Once the first dose has been 
administered, the infusion rate for subsequent doses can be 
adjusted accordingly. For example, the second dose may be 
infused over 3–4 hours, then the third dose can be administered 
over 60–90 minutes if there has been no previous adverse 
reaction. The rate for each subsequent ‘maintenance dose’ is 
thereby continued unless a consequent hypersensitivity reaction 
is experienced.

However, there is little guidance available for health services 
about how to administer rituximab to patients after there 
has been a delay in their treatment regime. Consequently, 
individual health services and nursing units must develop their 
own protocols which potentially may not be evidence-based. 
For example, an unpublished hospital policy from a Queensland 
Health facility located in a metropolitan area recommends that 
if a patient fails to have their dose of rituximab within 12 weeks 
of their previous dose, the patient is required to have their dose 
over the first dose administration guidelines again, regardless 
of their history of no previous hypersensitivity reactions. This 
current rituximab administration guideline may cause difficulty 
for haematology clinics and oncology day units which are often 
running at capacity. Finding the availability to treat a patient for 
a 6-hour period is often difficult and can take days to weeks to 
accommodate due to the capacity within cancer care day units. 
Furthermore, patients themselves may get frustrated with the 
requirement to spend the full day within the unit when they 
have previously received their treatment within a 2-hour period4.

In addition to these operational challenges and patient 
dissatisfaction, it is unclear if a slowly tritiated rituximab infusion 
is clinically necessary for patients who have already received a 
reaction-free infusion. Haematology patients typically experience 
an infusion-related reaction on the first infusion due to the first 
dose of rituximab being the most effective in destroying the 
targeted CD-20 cells7. Consequently, the patient’s tumour burden 
is decreased with subsequent doses which reduces the reaction 
rates7. While a patient is on maintenance rituximab, the tumour 
burden should remain low, unless there is new evidence of 
disease relapse or progression9.

There could be a number of potential benefits if infusion units 
did not need to provide a slowly titrated rituximab dose for 
patients who previously experienced reaction-free rituximab 
infusions. Patients would benefit from the altered practice 
due to the decreased burden on their time. Additionally, unit 
productivity and efficiency may improve by increasing the 
number of infusions which could be completed each day7. This 
could also lead to a financial benefit as the change of practice 
would improve utilisation of the nursing care that patients 
require which could be used to efficiently treat other patients7. 
Consequently, we aimed to evaluate the evidence for rituximab 
administration relevant to the treatment of B-cell leukaemia and 

lymphoma. Specifically, we sought to determine the presence 
of any evidence-based guidance concerning dose administration 
times post-completion of a non-reactive rituximab infusion by 
conducting a critical review of relevant literature.

Method

Design

We undertook a critical literature review to evaluate the literature 
pertaining to dose administration times post-completion of a 
non-reactive rituximab infusion. A critical literature review was 
selected to allow for different study designs to be incorporated 
into the findings, and so the research team could make iterative 
decisions once familiar with the literature10. The specific research 
questions this review sought to address were as follows.

In the treatment of B-cell leukaemia and lymphoma:

•  What is the incidence of adverse reactions to rituximab 
infusions?

• What are the risk factors for a rituximab infusion reaction?

•  What evidence is available to guide safe titration of rituximab 
administration post-completion of a non-reactive rituximab 
dose?

Search strategy

A systematised literature search of four databases (CINAHL, 
Medline, PubMed and Joanna Briggs Institute) was conducted 
using keywords relevant to the treatment of B-cell leukaemia and 
lymphoma, and the drug rituximab. The Population, Exposure and 
Outcome (PEO) question format was used to answer the research 
questions, as this is recommended for reviews of risk factors11. 
For this review, the Population was adult patients receiving 
rituximab in their haematology treatment regimen, the Exposure 
was a rapid rituximab infusion after an extended timeframe, 
and the Outcome was the risk of a hypersensitivity or allergic 
reaction during the infusion. The key search terms used were 
rituximab infusion, hypersensitivity reaction, infusion time and 
administration. Boolean terms were not used due to the number 
of articles yielded from the original key search terms. The only 
limiter applied throughout the search process was during the 
Joanna Briggs Institute database search which was limited to the 
cancer care subject. The justification for this limiter was that this 
review is based on treatment options for haematology patients. 
The search strategy, including the databases, key search terms 
and number of articles found in the search process are shown 
in Table 1.

The critical literature search was undertaken in March 2019. No 
search limitations were placed on the date of publication, study 
design nor language of publication. The authors were open to 
explore any studies that provided guidance for rituximab titration 
and examined their rationale. Articles were considered eligible for 
inclusion in this review if they met the following criteria:
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reactions to rituximab in haematological patients. A summary of 
each study’s design, sample, results and potential limitations is 
detailed in Table 2.

Study design

Five of the studies collected data from retrospective studies 
where the data was obtained from past patient charts. The 
remaining three were prospective studies that followed the 
rituximab patient’s journey throughout the study period. There 
was a mixture of data collection methods and mixed studies 
designs.

Participant characteristics

All included studies involved adult patients only, males and 
females ranging between 18–93 years of age. Two studies7,15 found 
females were more likely to have a hypersensitivity reaction than 
males; these results can be found in Table 2. The locations of 
the included studies according to the country are also shown in 
Table 2.

Infusion-related reactions: Incidence and risk factors

The included studies varied in their reasons for completing 
their studies, although all concentrated on analysing the cause 
of rituximab-related infusion reactions, the severity of the 
reactions, and in which cycle of treatment the reactions occurred. 
Lang, Keefe and Schultz’s1 primary purpose was to identify the 
predicting elements for an infusion-related reaction during the 
90-minute rituximab infusion. The mixed method study focused 
on those patients undergoing rapid rituximab rather than the first 
slow titrated dose. Out of the 294 patients who received the 
rapid dose, 43 (14.6%) patients experienced an adverse reaction. 
Lang et al.1 concluded patients who had higher white blood 
cell and lymphocyte counts were significantly more likely to 
experience an infusion-related reaction. The lymphocyte count 
was based on pathology testing prior to the administration of 
the planned rituximab dose. The lymphocyte count lowered 
throughout treatment and, consequently, Lang et al.1 found the 
risk of infusion-related reaction also lowered over ongoing doses1. 
The retrospective study by Lang et al.1 was conducted over 
4 years and, overall, concluded it was safe for patients to have 
rapid doses of rituximab regardless of patient characteristics.

Hong et al.9 conducted a similar mixed method study to 
Lang et al.1 although over a 7-year period. Hong et al.9 set 
out to evaluate patient risk factors for rituximab infusion-
related reactions for patients mostly with B-cell non-Hodgkin 
lymphoma. Hong et al.9 evaluated 169 patients and stated that 
all but one patient experienced an infusion-related reaction 
while undergoing the first dose of rituximab. However, only 
two patients went on to have another reaction in cycle two of 
treatment (p=0.002). Similar to Lang et al.1, Hong et al.9 proposed 
that higher lymphocyte counts may increase the probability of 
infusion-related reactions, and that these reactions may occur at 

Database Search terms No. articles

CINAHL Plus Rituximab infusion
7

    AND Hypersensitivity reactions

Medline Rituximab infusion
27

    AND Hypersensitivity reaction

PubMed Rituximab infusion

14    AND Hypersensitivity reaction

    AND Infusion time

Joanna Briggs Institute Rituximab

2    AND Administration

    Limiters Cancer care

Total records identified after database searching 50

Total records after duplicates removed 41

Table 1. Databases and search terms used to identify literature 
for review

• were published in the form of a primary research article,

• were related to any study design,

•  aimed to predict or review incidences of infusion-related 
reactions to the monoclonal antibody rituximab, and

•  involved adult patients who received rituximab for a 
haematological diagnosis.

Study selection, screening and data extraction

The first author conducted the literature searches, then screened 
potential results by title and abstract, retrieved the full text and 
excluded those that did not meet the inclusion criteria. This 
involved only one reviewer due to the scope of the paper and 
resource constraints12. For each study, the following information 
was extracted – study design, participant characteristics, data 
collection methods, study outcomes and potential limitations. 
The data extracted from the included studies was checked by 
both co-authors for accuracy. A comprehensive summary of the 
data extracted from each eligible study can be found in Table 2.

Results
The literature search method yielded 50 articles. Once the 
duplicates (n=9) were removed, titles and abstracts were screened 
for relevance (n=41). The main reasons for exclusion were that 
the article focused on other monoclonal antibody therapies in 
conjunction with rituximab. Another reason for exclusion was 
that the patient population’s diagnosis or health condition was 
not haematological in nature. After this screening process was 
completed, 17 full-text articles were reviewed and those that 
were not primary research nor closely relevant to the research 
question were removed (n=8). A further (n=1) article13 was 
removed due to being a duplicate of Laudati et al.7 once entirely 
reviewed (see Figure 1 for a modified PRISMA14 flow diagram).

Ultimately, eight studies were included in this critical literature 
review that related to factors influencing infusion-related 
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a greater severity due to CRS. The main findings of Hong et al.’s9 
study was that bone marrow involvement was the strongest risk 
factor for an infusion-related reaction. This finding highlights that 
bone marrow involvement should be identified and considered 
prior to administering rituximab, as the patient is more 48% more 
likely to react on their first dose9.

Jung et al.15 also conducted a retrospective study comparable 
to Lang et al.1 and Hong et al.9 to examine the incidence of, 
and risk factors for, infusion-related reactions to rituximab. 
The 5-year study examined 568 patients, the largest sample 
size of the included studies. Jung et al.15 reported 281 (49.4%) 
infusion-related reactions in the study, of which 40.5% occurred 
in the first infusion of rituximab. While almost half of the 
patients experienced at least one infusion-related reaction in 
their treatment, Jung et al.15 found the incidence of infusion-
related reactions for patients post the first dose of rituximab 
significantly reduced to 3–8%.

Administration factors
Laudati et al.7 focused their retrospective, comparative 
descriptive study with two arms to investigate if priming the IV 
line with rituximab before commencing the infusion decreased 
the incidence or severity of infusion-related reactions. Laudati 
et al.7 studied 200 patients over a 6-month period and found 
the incidence of infusion-related infusions was 35% higher for 
those patients whose IV line was primed with a diluent of normal 
saline 0.9% compared to those patients primed with rituximab 

(19%; p=0.01). The study demonstrated a 20% decrease in reaction 
rates for patients undergoing their first rituximab dose. The New 
York healthcare centre changed practice post their retrospective 
review and are now priming all their IV lines with rituximab prior 
to commencing the infusion for patients7.

Re-challenging rituximab
The retrospective 5-year study completed by Levin et al.6 
focused on if, or when, it is safe for a patient to re-challenge their 
rituximab if they experienced an infusion-related reaction during 
the initial dose. During the study, nine of the 67 participants were 
removed as they continued to have reactions post infusion one 
of rituximab. Levin6 found that 63% of patients experienced at 
least one infusion-related reaction during their research period. 
The conclusion from this study was that it was considered safe 
to re-challenge rituximab on the same day6 if the infusion-
related reaction was only of a grade one or two. Rituximab 
infusion-related reactions are graded between 1–4 depending on 
the severity of symptoms, as per the National Cancer Institute 
Common Toxicity Criteria for Adverse Events6.

Rapid rituximab practice
The remaining three prospective studies were completed by 
Dotson, Crawford, Phillips and Jones16, Yokoyama et al.2 and 
Atay, Barista, Gundogdu, Akgedik and Arpaci17. The three studies 
focused on the administration times post the first dose of a 
non-eventful dose of rituximab. Dotson et al.16 and Yokoyama 
et al.2 both focused on analysing patients tolerating rituximab 

Rituximab administration review 
 

 

Figure 1. Modified PRISMA flow diagram of the search screening and selection process 
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infusions safely via a 60-minute infusion. Dotson et al.16 found 
that patients had no infusion-related reactions from the second 
dose onwards and all patients tolerated rituximab safely over a 
60-minute infusion rate. Yokoyama et al.2 also asserted that it 
was safe to administer rituximab rapidly over 60 minutes once 
a patient completed a dose of rituximab without a reaction of 
any severity. However, it is important to mention the Yokoyama 
et al.2 study only had 18 patients included in their cohort by this 
stage. Yokoyama et al.2 also only conducted their prospective 
study over a period of 9 months.

Atay et al.17 examined the tolerability of a 90-minute rituximab 
infusion. In the 2-year study, patients commenced the 90-minute 
infusion from the second dose onwards if the infusion-related 
reaction during the first dose was classified as less than a grade 
three reaction. The conclusion from Atay et al.17 was that rapid 
rituximab administration over 90 minutes is safe and well-
tolerated from the second dose. The downfall of this study is the 
sample size consisted of only 75 participants which may indicate 
that further research on a larger sample is required.

Discussion
This study reviewed the evidence for administering rituximab 
infusions as part of B-cell leukaemia and lymphoma treatment. 
Unfortunately, no study specifically examined whether there is 
a relationship between the timeframe that a rituximab dose is 
administered and the incidence of an infusion-related reaction. 
However, the included literature revealed a number of potentially 
important risk factors and administration variables that may be 
used to guide titration rates for administering rituximab.

In particular, the synthesised evidence suggested that the risk 
of a post-infusion reaction is low if a slowly titrated dose had 
been previously administered with no adverse reaction or if there 
was no evidence of disease progression1,16. Specifically, it was 
found to be safe for patients to undergo their routine rituximab 
infusion rapidly over 60–90 minutes post a non-reactive dose 
of rituximab regardless of the time between doses1,16. A crucial 
safety element to highlight is all eight studies administered the 
patient’s first initial dose of rituximab over the slow titrated 
guidelines outlined in the rituximab manufacturing pamphlet. 
Only from the second dose did the infusion rate increase from 
a minimum of 60 minutes up to 240 minutes dependent on the 
facility’s guidelines or the study procedure1,2,9,16. Generally, from 
the studies evaluated, this rapid infusion practice occurred from 
the second dose of rituximab unless the infusion-related reaction 
was severe grade three or above in the first or previous dose. This 
finding aligns with the objective of the critical literature review.

The only study included in our review that excluded patients for 
having a 3-month break between rituximab doses was Dotson 
et al.16. The authors did not provide a reason for this exclusion 
criterion, which would have been a valuable and possibly 
contributing factor that could have altered the study conclusions. 
It is suggested that future research should prospectively examine 

whether the risk of an infusion-related reaction increases if there 
is a period of 12 or more weeks without a rituximab infusion.

The three retrospective studies conducted by Lang et al.1, 
Hong et al.9 and Jung et al.15 analysed the potential contributing 
factors of infusion-related reactions. All three studies found that 
patients with lower white cell and lymphocyte counts were less 
likely to react to their dose of rituximab. Consequently, these 
medical factors should be taken into consideration, particularly 
when assessing the pre-medication requirement and timing 
of infusion. Laudati et al.7 immediately changed practice and 
commenced priming all rituximab IV lines with the monoclonal. 
Laudati et al.7 suggested the reason for their decrease in infusion-
related reaction rates post first dose was due to the reduction 
in risk of CRS.

One further conclusion from the studies was that the risk 
of having an infusion-related reaction after the first dose of 
rituximab significantly decreased from 77% to 3–8% for the 
second dose. The studies further claimed there is almost a 0% 
chance of a patient experiencing an infusion-related reaction 
from dose three and this should be taken into consideration 
when prescribing pre-medication and nursing management of 
patients receiving rituximab9.

Conclusion
This critical literature review regarding rituximab infusion-related 
reactions has synthesised the evidence regarding administration 
rates for rituximab in haematology patients. There were eight 
primary studies included and analysed. The overall conclusion 
is that it is potentially safe for patients to have an infusion of 
rituximab administered rapidly once they have successfully had a 
previous dose without an infusion-related reaction. Future steps 
should focus on developing protocols for services providing 
cancer care management that incorporate this evidence and 
lead to practice change. By changing current hospital practice 
there may be an increase in productivity in the treatment 
area by improving efficiency and nursing workflow. There may 
likewise be an increase in access to appointments and improved 
patient satisfaction; this is particularly important in an emotional 
healthcare setting such as cancer care.

Therefore, healthcare institutions should consider removing the 
requirement for patients to have rituximab slowly if they have 
safely had a previous dose without a hypersensitivity reaction 
unless the patient has evidence of progression in disease due to 
the increased risk of CRS. Future studies are needed to include 
randomised clinical trials to further assess the current guidelines 
of rituximab administration and provide additional evidence to 
guide best practice.
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Abstract
Objective To evaluate a hospital-based peer support program for women diagnosed with breast or a gynaecological cancer.

Methods A mixed methods study: a retrospective service data audit and surveys with women, peer support volunteers and health 
service staff.

Results Data were collected from February 2016 to December 2018. A total of 464 women with breast cancer and 16 with a gynaecological 
cancer participated in the program. A total of 50 women, 21 health service staff and three peer support volunteers completed a survey. 
Women’s experiences were positive, and volunteers and health service staff perceived that the program had benefited women with 
breast or a gynaecological cancer.

Conclusions Peer support programs appear to be an effective and acceptable component of breast/gynaecological cancer care in an 
acute care setting, and are able to provide women with information and emotional and practical support at the time of diagnosis and 
during treatment.

Background
A diagnosis of breast or a gynaecological cancer and their 
treatments can have a significant negative effect on a patient’s 
physical and emotional health and wellbeing, and health-related 
quality of life1,2. Given the physical and psychological impact, 
there is a need to provide appropriate and timely interventions 

to women with these cancers3. Cancer patients often report that 
they have unmet information and education needs in relation to 
their cancer and its treatment4. Social support has been identified 
as an important contributor to wellbeing and may include the 
provision of emotional, informational or practical support1.
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Peer support has been recognised as a necessary component of 
supportive care for people diagnosed and living with cancer4,5. 
Cancer peer support programs use trained individuals with 
shared experience to provide information, and emotional, social 
and practical support to people with cancer6–8. Research and 
systematic reviews of cancer peer support programs indicate 
high satisfaction and perceived psychosocial benefits among 
participants, including a sense of belonging, decreased feelings of 
isolation, and improved mood, wellbeing, quality of life, marital 
satisfaction and cancer self-efficacy1,3,7,9–11. The unique perspective 
of a peer facilitates sharing and practical, social and emotional 
coping3,12, and can supplement informal support provided by 
family and friends2. There are a number of different models for 
the delivery of peer support, including one-on-one, face-to-face 
group, telephone and internet services1,7.

Nevertheless, to date, research about peer support has 
focused almost exclusively on peer support recipients who are 
predominately women with breast cancer; little is known about 
the experiences of women with other types of cancer or those 
of peer support providers such as volunteers1,11,13 or health service 
staff who may refer women to peer support programs. It has 
been suggested that more formal evaluations of peer support 
programs are required to assess their effectiveness in meeting the 
support needs of women who use them7, especially programs in 
acute care settings where women may be particularly vulnerable 
or have specific needs given this is a time of diagnosis and active 
treatment.

Counterpart (formerly BreaCan) is a state-wide service in Victoria, 
Australia, funded by the Victorian Government’s Department 
of Health and Human Services, which provides support and 
information to people affected by breast or a gynaecological 
cancer. The service aims to inform, support and empower 
women with cancer to live well. Counterpart does not provide 
counselling nor medical advice14.

Counterpart’s services include peer support through its Bridge of 
Support (BoS) program. In this outreach model of peer support 
service provision in an acute care setting, women undergoing 
chemotherapy, radiotherapy, surgery or attending an outpatient 
clinic for breast or a gynaecological cancer can seek support and 
information from a peer support volunteer. The peer support 
volunteers, who have themselves experienced breast or a 
gynaecological cancer, help to normalise women’s experiences, 
listen to their fears and uncertainties, and discuss ways to cope 
and adjust to living with cancer.

The aim of this study was to evaluate the BoS program from 
the perspectives and experiences of women, peer support 
volunteers and health service staff.

Methods

Study design

This was a mixed methods study evaluating the experiences 
of women (program users), peer support volunteers and 
health service staff by collecting and analysing program users’ 
demographic and service use data (data audit), and conducting 
anonymous, self-administered surveys of women with breast 
or a gynaecological cancer, peer support volunteers and health 
service staff associated with the program.

Setting and peer support program

The BoS program was introduced at Western Health’s Sunshine 
Hospital in 2015–16 for women living in the western suburbs of 
Melbourne, Victoria. The program at Western Health was initially 
for breast cancer patients but was extended to women with a 
gynaecological cancer in 2018. The BoS program provides women 
diagnosed with breast or a gynaecological cancer at Sunshine 
Hospital access to a range of pathways to supportive care, 
including peer support volunteers who are women who have 
had cancer and are trained to provide practical and emotional 
support by listening to women and drawing on their own lived 
experience where it is helpful to do so. The volunteers also refer 
women, when requested, to current, evidence-based information 
to assist them with their decision-making.

Sunshine Hospital is an acute and sub-acute teaching hospital 
with approximately 600 beds located in the western region of 
Melbourne, Australia (with a population of approximately 900,000 
people) and managed by Western Health. Western Health 
provides health services to one of the fastest growth corridors 
in Australia and one of the most culturally diverse communities 
in Victoria with more than 110 different languages/dialects and 
more than a third (38%) of patients speaking a language other 
than English at home. The community also has a diverse social 
economic status15. Western Health is the second largest provider 
of cancer-related services in the western and central Melbourne 
metropolitan area which includes a multidisciplinary breast 
service for over 300 women newly diagnosed with breast cancer 
(primary and metastases) each year.

The operation of the BoS program aligns with that of the breast 
and gynaecological cancer outpatient clinics, radiotherapy and 
day oncology services at Sunshine Hospital. Women receiving 
treatment for breast or a gynaecological cancer are referred to 
the program by clinicians, nursing and allied health staff. The 
BoS program coordinator liaises with health service staff and the 
peer support volunteers to connect women with a volunteer. 
The peer support volunteers provide emotional and practical 
support to women who are referred, and all volunteers have 
considerable training and experience in the provision of peer 
support, including in a hospital setting. Peer support is offered to 
women either by telephone or face-to-face during their hospital 
visits; these peer support ‘contacts’ refer to specific engagement 
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with a peer support volunteer which results in a conversation 
with a women about her diagnosis, treatment or the impact of 
her cancer on any aspect of her life. Data are collected about 
each woman, including details of each specific contact with a 
volunteer/the program, outcomes and any follow-up required.

Sample and recruitment

From February 2016 to December 2018, 536 women participated 
in the BoS program at Western Health. As this was an evaluation 
study, a sample size calculation was not conducted as all women 
(n=536), peer support volunteers (n=approximately 10), and health 
service staff (n=approximately 35) who had had contact with the 
program were invited to complete a survey.

Inclusion criteria

For data audit: BoS demographic and service data for all women 
(n=536) who had contact with the program from February 2016 
to December 2018.

For surveys: Women included were aged 18 years or older 
diagnosed with breast or a gynaecological cancer receiving 
treatment at Western Health, who had a contact with the 
BoS program since 2017, could read and write English, and who 
had provided their email address to Counterpart. Trained peer 
support volunteers included were cancer survivors providing care 
in the BoS program at the health service during the recruitment 
period. Health service staff included were involved with the 
BoS program at the health service, including doctors, breast 
care nurses and administrative staff associated with the breast/
gynaecological cancer clinics, day oncology and radiotherapy.

Measures

For data audit: Data audited included BoS records of ‘contacts’ 
between women with cancer and peer support volunteers. Data 
included:

•  Participant demographic and health characteristics such as 
age, country of birth and preferred language, and cancer 
diagnosis and stage;

•  The number of ‘contacts’, the types of topics discussed, and 
outcomes of the contacts (e.g. provided peer support or 
information about Counterpart or another organisation);

•  Summary data about the number of women who received 
care from breast/gynaecological cancer clinics at the health 
service during the study period; and

•  Data about the number and source of referral to the BoS 
program.

For surveys: Data were collected by self-administered, anonymous 
surveys hosted on Web Survey Creator, an online software 
survey tool. Three different surveys assessed the experiences and 
perspectives of the women, peer support volunteers and health 
service staff who had participated in the program. The surveys 

were available in English only. Completion of the surveys was 
taken as implied consent.

The survey that the women completed included 12 fixed-response 
and open-ended questions which assessed sociodemographic 
characteristics such as: ethnic background, preferred language; 
perceptions of their encounters with peer support volunteers; 
usefulness of their contacts with peer support volunteers; 
overall level of satisfaction with their contact with a peer 
support volunteer at the hospital; and the number and type of 
interactions with the peer support volunteers (telephone and 
face-to-face at the hospital). Women were asked to indicate their 
perceptions and usefulness of their contacts with peer support 
volunteers using 17 statements with a 5-point Likert scale ranging 
from ‘strongly agree’ to ‘strongly disagree’. Women were also 
asked to rate their level of satisfaction with the contact they had 
had with a peer support volunteer in the hospital using a 5-point 
Likert scale ranging from ‘very happy’ to ‘very unhappy’.

The survey that the peer support volunteers completed included 
20 questions which assessed: their experiences of providing peer 
support in an acute care setting; their perceptions of whether 
women found it beneficial for the peer support volunteers 
to share their experiences; whether the health service staff 
valued the program; and whether they had received appropriate 
training. Fourteen statements assessed peer support volunteers’ 
experiences and perceptions using a 5-point Likert scale ranging 
from ‘strongly agree’ to ‘strongly disagree’. Six open-ended 
questions asked peer support volunteers about the perceived 
benefits and challenges of the program, their expectations about 
their role, ways the program could be improved, and their training 
needs.

The survey that the health service staff completed included nine 
questions which assessed: staff members’ role at the hospital; 
interactions with the peer support volunteers; experience of the 
program and their perceptions of the benefits the program has 
for women; and confidence in and barriers to referring women 
to the program.

Procedure

All women, peer support volunteers and health service staff who 
had participated in or had contact with the BoS program (n=536) 
during the study period were invited to complete the survey 
by a member of the research team and emailed the link to the 
online survey.

Data management and analysis

Descriptive statistics were used to describe and summarise all 
study variables. Quantitative data analysis was conducted using 
IBM Statistics Version 25.

Owing to insufficient responses in some categories of the 
5-point Likert scale, agreement ratings from women about their 
perceptions and usefulness of their contacts with the peer 
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support volunteers were recoded to binary variables – ‘disagree’ 
(strongly disagree and disagree) versus ‘agree’ (strongly agree and 
agree). Level of satisfaction ratings with the contact women had 
had with a peer support volunteer were also recoded to binary 
variables – ‘happy’ (very happy and happy) versus ‘unhappy’ 
(unhappy and very unhappy).

Free-text comments provided by survey respondents were also 
analysed. The comments were de-identified, coded and analysed 
using thematic analysis techniques16. Quotes have been used 
in the text to illustrate the findings. Triangulation was used to 
combine the quantitative and qualitative findings17.

Ethics approval and consent to participate

Participation in the study was voluntary. The research project was 
approved by Western Health’s Low Risk Ethics Panel (WH LREP 
References: QA 2016.63 and QA2020.01_59026).

Results

Data audit

A total of 536 contacts with the program from women occurred 
during the study period and most of these (n=464, 87.9%) were 
women diagnosed with breast cancer. Not all women disclosed 
or knew the stage of their cancer; however, approximately 15.3% 
(n=81) of contacts with the program were from women with 
advanced (metastatic) cancer. Almost half of the women (n=262, 
69.5%) who had had a contact with the program were aged 
over 50 years, over a quarter were from a non-English speaking 
country (n=141, 26.2%), and more than three quarters reported 
that their preferred language was English (n=323, 76.3%) (Table 1).

More than half of the women (n=192, 58.0%) who had contact with 
the BoS program also received peer support over the telephone 
with peer support volunteers based in the Counterpart Resource 
Centre.

Women were referred to a BoS peer support volunteer from 
a number sources within the hospital, and some women were 
referred from more than one source. About a third (n=116, 30.55%) 
were referred by a Counterpart staff member or volunteer, 
approximately a quarter (n=101, 26.6%) by a breast care nurse, and 
a tenth (n=38, 10.0%) from another nurse (e.g. radiotherapy).

Surveys

Women’s survey: An invitation to complete the evaluation 
survey was sent to 234 women who had contact with the 
program during the study period and who had provided their 
email address to Counterpart. Of these, 50 completed surveys 
were returned, a response rate of 21.4%.

Of the women who completed the survey, four (18.2%) stated that 
they were from a non-English speaking background. Almost half 
of the women (n=24, 48.0%) had their first contact with a peer 
support volunteer in a breast clinic, followed by day oncology 

(n=18, 36.0%), a surgical ward (n=5, 10.0%), and radiotherapy (n=4, 
8.0%).

Just under half of the women (n=22, 44.0%) had had a contact 
with a peer support volunteer more than once at the hospital, 
and a similar proportion had had contact with a peer support 
volunteer over the phone (n=9, 40.9%). Of those who had 
experienced phone contact with a peer support volunteer, most 
(n=6, 70%) reported that they found it very helpful.

Most women reported positive experiences, with the peer 
support volunteers including that it was helpful to have someone 
to talk to (n=45, 91.8%), especially someone who had been 
through what they were going through (n=44, 89.8%), and that 
the volunteers helped to increase their understanding of what 

Table 1. Sociodemographic and cancer characteristics of women 
who had a contact with the BoS program

Characteristic Number (%)

Age (n=528)

19–30 years 19 (3.6%)

31–40 years 71 (13.4%)

41–50 years 87 (16.6%)

51–60 years 115 (21.9%)

61–70 years 97 (18.3%)

71–80 years 44 (8.3%)

More than 80 years 6 (1.1%)

Unknown 91 (17.3%)

Country of birth (n=536)

English speaking country* 127 (23.8%)

Non-English speaking country 141 (26.2%)

Unknown 266 (49.6%)

Preferred language (n=423)

English 323 (76.3%)

Other 100 (23.7%)

Required an interpreter (n=423) 11 (2.6%)

Cancer diagnosis (n=528)**

Breast cancer 464 (87.9%)

Lobular carcinoma in situ (LCIS) /  
ductal carcinoma in situ (DCIS)

6 (1.1%)

Endometrial/uterine cancer 8 (1.5%)

Ovarian cancer 12 (2.3%)

Cervical cancer 2 (0.4%)

Other types of cancer*** 40 (7.6%)

Unknown 6 (1.1%)

Cancer stage (n=528)

Advanced (metastatic cancer) 81 (15.3%)

* English speaking countries: Australia, Ireland, New Zealand, UK, South Africa and USA.
** Some women had more than one cancer diagnosis.
*** The other types of cancer were often secondary cancers.
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This is a response rate of 32.8%. The surveys were completed by 
clinicians and administrative staff.

Most staff (n=17, 81.0%) reported that they were confident 
referring women to a peer support volunteer at the hospital 
and did not believe there were any barriers to referring women. 
Those that did report barriers (n=4, 19.0%) identified that the time 
taken to connect the woman to a volunteer, having to remember 
to make a referral, knowing whether peer support volunteers 
were at the hospital on that particular day, and having insufficient 
resources to assist with the referral of women from non-English 
speaking backgrounds often made it difficult to refer women to 
the BoS program.

Peer support volunteers survey: Ten peer support volunteers 
were invited to complete a survey, and three surveys were 
completed. This is a response rate of 30.0%.

All the peer support volunteers believed that: women benefitted 
from the information they were able to give them and sharing 
their experiences; the hospital staff valued the BoS program; 
they had received adequate training to undertake their role; and 
they would like to continue in the role. None of the peer support 
volunteers reported that being in the hospital environment was 
confronting or made it difficult to provide peer support to 
women, they felt ill-equipped to deal with women’s concerns, 
nor that volunteering was more challenging than they had 
anticipated.

Survey free-text comments: The free-text comments from all 
survey respondents (women, peer support volunteers and health 
service staff) reflected their satisfaction with the program, and 
the benefits of women receiving support from a peer who has 
had a similar lived experience:

It was like meeting a new friend whom you can talk to 
about what you have been going through [Woman who 
participated in the BoS program].

Contact with my Counterpart ‘angel’ was invaluable. I can’t 
put a value on the worth that I got out of my interactions 
with [peer support volunteer’s name] and [peer support 
volunteer’s name]. Seeing them calm, beautiful, lovely and 
strong women – made me have some clarity from the ‘fog’ 
that I was engulfed in. It was like a light at the end of a 
very long dark tunnel. I think every oncology ward should 
come with such ‘angels’ for newly diagnosed women who 
just have no one to talk to [Woman who participated in the 
BoS program].

Women feel comforted knowing they have access to 
speak to another woman who has been through the same 
experience [Health service staff member].

I think some women really connect and enjoy the peer 
aspect of the service [Health service staff member].

I think I can offer support and comfort to women who have 
just been diagnosed or are having their chemotherapy – as I 

Table 2. Women’s perceptions of their first contact with a peer 
support volunteer

Survey item Strongly agree / 
agree (n, %)

The person I spoke to was friendly (n=50) 48 (96.0%)

The information I received was helpful at the time 
(n=49)

45 (91.8%)

It was an intrusion on my treatment (n=48) 5 (10.2%)

It was helpful to have someone to talk to (n=49) 45 (91.8%)

It was annoying (n=49) 0 (0.0%)

It was helpful to meet someone who has been 
through what I am going through (n=49)

44 (89.8%)

It was helpful to have somewhere private to talk 
to a volunteer (n=49)

35 (71.4%)

It was helpful to better understand what to 
expect in terms of side effects of treatment 
(n=49)

39 (79.6%)

It was helpful meeting someone who had been 
diagnosed several years ago (n=49)

42 (85.7%)

It was helpful to have someone explain how 
Counterpart can/could provide support (n=49)

46 (93.9%)

Survey item Strongly agree / 
agree (n, %)

Knowing there was someone who understood 
what I was experiencing (n=48)

46 (95.8%)

It gave me contact with a service based outside 
the hospital (n=46)

38 (82.6%)

It gave me hope (n=47) 40 (85.1%)

Meeting someone who could listen (n=47) 40 (85.1%)

Meeting someone with whom I could share my 
experiences (n=47)

41 (87.2%)

Table 3. Women’s perceptions about what was useful in their 
contact with a peer support volunteer

to expect in terms of treatment and side effects (n=39, 79.6%) 
(Table 2).

Women found their contacts with the peer support volunteers 
particularly useful in terms of giving them hope (n=40, 85.1%), 
knowing there was someone who understood what they were 
experiencing (n=46, 95.8%) and with whom they could share their 
experiences (n=41, 87.2%), and having someone to listen to them 
(n=40, 85.1%) (Table 3).

Most of the survey respondents (n=45, 90.0%) reported that 
overall they were very happy or happy with the contact they had 
had with a peer support volunteer at the hospital.

Health service staff survey: A total of 64 health service staff were 
invited to complete a survey, and 21 surveys were completed. 
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have been there and so we share ‘common experiences’. The 
women immediately feel safe to talk and often see me as 
an example of someone who has been through this and so 
they think maybe they can to. To be able to offer someone 
‘hope’ in this very difficult time of their life – is incredible 
[Peer support volunteer].

Some women indicated that although they appreciated the 
peer volunteer support, they did not require it at the moment; 
similarly, health service staff identified that the program was 
particularly useful at certain times in women’s treatment:

The last time I spoke to someone from Counterpart she was 
helpful as I had completed my treatments and was ready 
to talk. It was reassuring to know that there was someone 
to talk to if I felt I had the need to do so [Woman who 
participated in the BoS program].

The program is especially useful in the radiotherapy setting 
as this is close to the end of the treatment pathway where 
women might have a sense of abandonment as they are no 
longer seeing a health professional on a regular basis. The 
Bridge of Support program is extremely useful in being that 
first line of support [Health service staff member].

It’s especially helpful for patients at the one year mark 
when some struggle with survivorship [Health service staff 
member].

Barriers to accessing peer support, especially for women from 
different cultural and linguistic backgrounds, were also identified 
by the survey respondents:

I had problems with the language barrier but they were very 
friendly and joining the mail list was helpful [Woman who 
participated in the BoS program].

It’s an opportunity to meet with peers. Lots of these women 
have not had that opportunity; different cultural/language 
issues critical to that [Health service staff member].

Bridge of Support is a great service. I would like to see 
it accessible to all women with cancer and not just 
breast cancer patients. I would also like to see it be more 
progressive in providing a service to our culturally and 
linguistically diverse patients. At Western Health patients are 
often doubly disadvantaged and the non-English speaking 
patients are often the one who needs our support the most 
but have the least access to these wonderful programs 
[Health service staff member].

Survey respondents reported that another benefit of the 
program was that it provided an additional avenue of support 
for women. Health service staff stated that this was particularly 
beneficial given the limited time they often have to spend with 
their patients:

The [peer support volunteer] that approached me while 
attending radiotherapy was lovely and made me feel people 
cared. I’m fortunate that I have good family support, but 
for people that don’t, the [peer support volunteers] are a 

blessing [Woman who participated in the BoS program].

Their support helps cover a lot of aspects of patient care 
that I cannot provide as a clinician [Health service staff 
member].

It takes the pressure off the nursing staff to provide the 
support that they need, time constraints can sometimes 
inhibit and interrupt the care coordination pathways 
[Health service staff member].

Bridge of Support at Sunshine is a valuable service to 
many women in the west and needs to continue. For some 
women, the contact with [the program] may be their only 
means of peer support during their treatment regime. It is a 
strategic way of connecting with a vulnerable sector of our 
community – women who may have little or no cultural or 
family support, who are in a poor financial situation or who 
have poor health literacy [Peer support volunteer].

Health service staff also commented that the program had 
improved women’s clinical outcomes:

When patients are better supported, they have better 
health outcomes and shorter recovery times [Health service 
staff member].

Discussion
The aim of this study was to evaluate the experiences and 
perspectives of women, peer support volunteers and health 
service staff who participated in an acute care peer support 
program for women with breast or a gynaecological cancer. The 
findings indicate that the BoS program is an acceptable way of 
providing peer support to women with breast or a gynaecological 
cancer in an acute care setting.

Although comparison of peer support studies can be difficult 
due to the range of variables that can influence the effectiveness 
of the support, including the form and duration of peer support 
as well as the instruments used to assess its effectiveness18, 
similar to other studies7,12,19,20 we found that a peer support 
program can provide emotional and informational support to 
women with cancer. Women in our study reported a high level 
of satisfaction with the program and particularly appreciated the 
perspective of the peer support volunteers who had had similar 
experiences. Other perceived benefits of the program reported 
by women included an increase in understanding and knowledge 
about their treatment and its side effects.

As found in other studies19, health service staff also perceived 
that the peer support program had many benefits for the 
women who participated, including providing complementary or 
increasing the number of support options that are available to 
women who are experiencing breast or a gynaecological cancer.

This study also provides insights into the experiences of 
peer support volunteers. Similar to others2, the peer support 
volunteers in our study reported that working as a peer support 
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volunteer was a positive and beneficial experience. Peer support 
volunteers have gained experiential knowledge through the 
process of surviving their cancer and are able to share that 
knowledge with others19. The peer support volunteers in our 
study found it particularly valuable to have the opportunity to 
share their common experiences with women, provide emotional 
and informational support, and ‘normalise’ women’s experiences.

Strengths and limitations

This was a small study which recruited participants from one 
health service. A strength of this study is that it evaluated the 
perspectives and experiences of not only the users (women) but 
also the providers (peer support volunteers) of the peer support 
program as well as clinical and administrative staff of the health 
service where the program was located.

Nevertheless, the results are limited by the recruitment of 
participants from only one health service which was located in a 
metropolitan area. Accordingly, the perspectives and experiences 
of participants in this study may not reflect those of users and 
providers in other settings. The program also only included 
women with breast or a gynaecological cancer and therefore, it 
is not possible to generalise the findings to people with other 
cancers. It was also not possible to survey women who did 
not participate in the program in order to understand if their 
needs and preferences are different to those of women who do 
participate.

Implications for health practice and policy

The findings of this study suggest that a peer support model 
such as the BoS program is able to provide emotional and 
informational support for women with breast or a gynaecological 
cancer, can be successfully provided within an acute care setting, 
and is acceptable to a diverse range of women including younger 
women, women with metastatic cancer, and women from 
culturally and linguistically diverse backgrounds. Nevertheless, 
possible challenges to providing such a program may include 
implementing and sustaining referral pathways with clinicians, 
meeting women’s needs with a limited number of peer support 
volunteers, promoting the program to clinicians, providing 
support in languages other than English, and securing funding to 
maintain and extend the program.

Future research

Only a small number of women with a gynaecological cancer 
participated in the program, and further investigations are 
required to ensure that the program is acceptable and meets the 
needs of women with a gynaecological cancer.

Although women from culturally and linguistically diverse 
backgrounds participated in the program, it was not possible 
to offer peer support to women who did not speak English. It 
has been suggested that peer support needs to be culturally 
appropriate and recognise the spiritual, linguistic, experiential 

and historical contexts of the intended participants8,21. Future 
research should investigate the needs and preferences of peer 
support for participants and volunteers from different cultural 
and linguistic backgrounds to ensure it meets their needs.

Conclusions
A peer support program such as BoS appears to be an effective 
and acceptable component of breast/gynaecological cancer 
care in an acute care setting and is able to provide women with 
information and emotional and practical support at the time of 
diagnosis and during treatment.
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Introduction
The Registered Nurse Standards for Practice (NMBA)4, Standard 3 
states an RN “maintains capability for practice”; however, 
capability is not clearly defined. Exploring this area from the 
perspective of oncology mentors will provide insight into how 
capability is recognised in the clinical practice setting, adding to 
the body of knowledge in this area.

The diverse nature of oncology requires the RN to have expert 
knowledge and capability. Capability is defined as being able to 
work in unfamiliar environments, being able to critically analyse 
and to problem-solve unfamiliar problems, and having a justified 
confidence in clinical decisions5,6. Senior RNs who mentor novice 
nurses appraise capability not only through the application of 
knowledge and technical skills but also through the nurse’s ability 
to navigate the complexities of working within the specialised 
healthcare setting3. For this study, senior level roles refer to 
nurses working as clinical nurse educators, nurse unit managers 
and associate nurse unit managers. The novice RN refers to 
nurses who are graduates, RNs with less than 2 years’ experience, 

Abstract
The oncology nurse role is wide-ranging. It involves complex patient assessment, caring for the neutropaenic septic patient, community 
cancer prevention and detection strategies, patient education, supportive care, and symptom management1. Within this specialised field, 
and as part of continuing professional development (CPD), the registered nurse (RN) is required to undertake practical assessments, or 
clinical competencies, to demonstrate competence in practice. The senior oncology nurse is required to allocate staff and workload. 
Anecdotally, it is difficult to determine which nurse is capable of caring for which patient(s) based on clinical competencies alone2,3. 
To help understand the decision-making process, this qualitative interpretive description study sought to explore how mentors of 
novice RNs evaluated capability in the oncology clinical practice through semi-structured interviews. Findings were framed and evolved, 
resulting in five categories of: evaluation; characteristics of capability; competency versus capability; postgraduate studies and their 
impact; and barriers to evaluation and capability building.

or nurses new to the field of oncology despite their clinical 
experience.

Within clinical practice, the oncology nurse is required to 
undertake in-practice assessments to show their competence 
in completing technical tasks such as safe administration and 
handling of chemotherapy medications and accessing central 
venous access devices. Oncology practice settings frequently 
use ‘sign-off competencies’ to determine the nurse’s ability 
to perform a specific task. However, assessing competence in 
nursing practice has long been problematic, often reduced to a 
tick-box system of performing certain tasks or competencies2 
and, while competencies are important for improving nursing 
quality, challenges remain around the structure of nursing 
competencies7.

Professional capability is positively influenced by maturity, 
greater clinical experience, and extensive continuing education8. 
Continuing education and preceptor support are fundamental 
for nurses who work in specialised areas where there are high 
levels of mortality and complex technical clinical tasks such 

mailto:janewett@utas.edu.au
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as oncology. One of the objectives of the research was for 
the participants to consider whether RNs with a postgraduate 
qualification in oncology were more capable than RNs without 
such postgraduate qualification. The RN with postgraduate 
qualifications is more likely to be equipped to meet the 
demands of complex specialised nursing and to contribute to 
the advancement of patient care9. In addition, postgraduate 
education may increase professional behaviours and confidence10. 
However, the link between capability and postgraduate studies 
has not been clearly identified. An unintended finding from 
this study goes some way to support the relationship between 
postgraduate studies and developing capability of the RN.

Aim

The broad aim of the research was to develop an understanding 
of how senior oncology RNs evaluate capability in novice nurses 
in clinical practice.

Method

Design

This study used a qualitative interpretive-description11. Data were 
collected using semi-structured interviews with senior oncology 
RNs with mentor roles in clinical practice. The data were analysed 
through identifying associations, relationships and patterns from 
the interviews to recognise emerging phenomenon. Bromley’s3 
Capability Wheel and Capability Framework (PG Cert NIC) was 
adopted to determine capability in the oncology nurse.

Setting

This study was conducted in an in-patient hospital setting in 
Australia where RNs provide care to oncology patients.

Participants/recruitment

A letter of recruitment was distributed to purposive sampled 
participants at the participating healthcare organisation. Each 
participant received a copy of the information sheet with a 
request from the researcher inviting them to be involved in the 
study. Informed consent was gained from each participant prior 
to the study commencing.

Inclusion and exclusion criteria

Inclusion criteria were RNs working in senior level roles in 
oncology who undertook mentorship of postgraduate RNs and 
provided education to novice oncology RNs. RNs who did not 
consent to participate, those working in junior roles in the area of 
oncology, and enrolled nurses/assistant nurses were not included 
in the study.

Ethics and governance

Ethics and site approval was obtained prior to the commencement 
of the research (#H0018375). Due to the small scale of this study 
and the limited number of nurses working in senior level mentor 
roles within the area of oncology, special attention was given 

to maintaining the confidentiality of participants. Numerical 
codes (i.e. RN#1) were allocated to each participant. Permission 
to conduct the interviews was gained from the organisation’s 
Assistant Director of Nursing, Research and Practice Development.

Data collection

Semi-structured interviews generated rich data from this research. 
The participants were provided with three overarching questions:

•  What is the evidence provided by the novice RN that he/she 
has particular capability?

•  Do you think students who have undertaken postgraduate 
studies in their specialist field are more ‘capable’?

•  Do clinical competencies reflect capability in the oncology 
nurse?

The use of semi-structured interviews provided the researcher 
with the opportunity to probe and explore topics further which 
were not at first considered in the original interview guide.

Data analysis

Each interview was recorded and transcribed to text verbatim by 
the researcher; transcripts were cross-checked against recordings 
to ensure accuracy. The data gathered were analysed using an 
interpretive-description approach11. Data were organised, revised 
and reorganised; analysis took place by making connections 
and associations between pieces of data. From this process, 
codes were generated to allow for consideration from different 
perspectives and analysed thematically in order to make 
comparisons across all interviews. Expert advice was sought from 
another investigator, Dr Patricia Bromley, to seek clarity regarding 
the concepts of capability. The findings for this study were 
framed and evolved into five categories.

Rigour

The research was conducted under the guidance of an experienced 
researcher and an academic team from the Tasmanian Institute of 
Learning and Teaching, University of Tasmania. The interpretations 
from each participant interview transcript were examined by the 
researcher at regular intervals throughout the study. Justification 
of the data analysis and interpretation of themes was provided 
from a second expert researcher which supported the findings. 
As the study focused on what is evaluated by mentors of the 
novice oncology RN, participants were purposively sampled to 
provide the researcher with control of any selection bias inherent 
in pre-existing groups12. The recorded interviews were listened to 
by the researcher several times during the coding process. This 
contributed to the overall coding accuracy of the study findings13. 
The words of participants were utilised within the research 
findings to ensure confirmability of the research14. While the 
focus population of this study was the novice oncology nurse, 
transferability can be implied if the findings can be applied to 
novice nurses within other specialised clinical fields15.
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Demographics

Five senior level RNs in mentoring roles participated in this 
study, with a combined experience of 55 years in oncology. Four 
participants were female. Professional roles included managerial 
and clinical education.

Findings
Findings were framed and evolved, resulting in five categories: 
evaluation; characteristics of capability; competency versus 
capability; postgraduate studies and their impact; and barriers 
to evaluation and capability building. The five categories align 
to the evaluation of capability in the novice oncology nurse, 
learning and teaching opportunities for both mentors and 
novice RNs, and how nurses are supported to allow growth in 
their professional careers. Within each of these categories there 
is a strong appreciation for individualised evaluation to novice 
oncology RNs and not a ‘one-size-fits-all’ approach [RN#4].

Evaluation

Evaluation is a vital part of professional growth and learning within 
nursing. This study identified that evaluation can be undertaken 
in various ways, illuminating how senior level nurses evaluate 
capability in clinical practice. RN#2 implies that evaluation of 
capability is multifaceted, involving face-to-face interactions, 
the completion of online modules and conversations with peers, 
proposing that:

… it’s really about trying to unpack how much that person 
might know about what they’re doing or the patient clinical 
picture in these interactions [RN#2].

The literature describes capability as something that is often 
easily recognised but difficult to measure6. The participants also 
identified this; that, while evaluation was important, it is difficult 
to measure capability in the novice RN:

It’s always very challenging, because it’s not really a set [of] 
measurable outcomes that you can say they reach this 
particular level so therefore, tick [RN#2].

The literature describes learning is best achieved when the 
learner is pushed a little outside of their comfort zone; Mezirow16 
describes this as “disorientating dilemmas”. One participant 
described how exposing the novice nurse to difficult situations 
within a supportive environment assisted her in evaluating the 
nurse’s level of understanding and ultimately capability:

If I know the newer nurse will be adequately supported, I 
will give them something more challenging… to help them 
demonstrate their capability and develop their individual 
goals [RN#3].

Characteristics of capability

The findings from these interviews suggest that during the 
evaluation of the novice RNs in practice, these mentors were 
identifying characteristics of capability in the oncology novice 
nurse. All participants described various attitudes and values of 

the novice oncology RN. However, many identified the novice 
oncology RN as being “task-focused” and explained that the 
capable RN had a deeper understanding of their actions and their 
patients’ care needs:

I see capability as having that deeper understanding and 
knowledge that goes behind, say, a particular task or a 
process that they’re doing [RN#2].

Other participants also identified this concept of the capable 
novice nurses’ ability to “unpack situations” [RN#4] and being able 
to problem solve and think critically:

I want the novice RN to be able to rationalise why they’re 
doing what they’re doing essentially [RN#5].

RN#2 described her assessment of critical thinking as being able 
to demonstrate:

... thinking of the bigger picture rather than just events in 
isolation [RN#2].

Being able to work well with each other and nurture 
interprofessional relationships is described in the capability 
literature6. This study also identified this same key theme:

… we’re looking for junior RNs who are effective team 
members who can focus on solutions rather than problems 
[RN#1].

The mentors associated capability with the novices’ ability to 
take on an equal share of work, to delegate within the team, and 
to show initiative in both learning and educational needs:

… the novice needs to be open to learning, questioning, 
asking, looking at the clinical reasoning [behind their actions] 
[RN#1].

RN#2 further described the capable RN as one who not only 
utilises resources available to them, but who also looks beyond 
provided resources. They believed this empowered the novice, 
enhancing confidence, as well as improving patient assessment 
and communication skills:

I guess the capable nurse is able to articulate to me how 
they’re travelling and how they’re feeling… I get concerned if 
they don’t give me anything and tell me ‘I’m good, nothing 
to worry about’ [RN#3].

Interdisciplinary and interpersonal communication was considered 
an important indication of capability:

Interactions are essential… all of our interactions are hands 
on, there are complex relationships [between staff and 
patients] and you need to be pretty good at communicating 
to be of benefit to one another [RN#1].

All participants identified that capability was linked to strong 
time management skills and the ability to prioritise patient care 
for complex oncology and haematology patients. RN#1 described 
capability as being able to balance care needs by setting priorities 
and being able to justify the reasoning for addressing particular 
care needs at specific times:
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You have to be able to look at the demands [of the patient] 
in terms of medications, blood products and cell support…. 
How are they going to balance this, what are the priorities? 
[RN#5].

The characteristics of capability described in these interviews 
demonstrate to the mentor how the novice RN is able to provide 
safe and compassionate care to all patients within the oncology 
space.

Competency versus capability

Within oncological clinical practice, RNs are required to undertake 
clinical competency assessments. The successful completion 
of these competencies implies the RN to be competent in, 
and safe to practise, these specific technical tasks. However, 
the participants suggested that being able to undertake these 
specific clinical skills does not necessarily reflect capability:

I have seen nurses who have been deemed competent at 
being able to perform a skill but they’re not necessarily 
understanding it in its entirety in terms of if things go wrong 
[RN#2].

RN#1 suggested that many of the current assessment tools used 
within oncology did not reflect the nurse’s ability to rationalise 
and troubleshoot, attributes of capability:

They have to think more critically and that’s when it can 
become a bit challenging… If something goes wrong that’s 
when it becomes more complex… the novice needs to reach 
back into that critical thinking framework…  [RN#1].

While all participants agreed that certifications of skill 
competency did not reflect capability, many considered these 
competencies were a good starting point. Participants were 
asked what, if any, assessment tools could potentially reflect 
capability within the oncology setting. All participants identified 
the eviQ17 resources – which provide evidence-based, consensus-
driven cancer treatment protocols and frameworks – as an 
assessment tool which aided mentoring and evaluation of many 
characteristics of capability. For example, the novice was able to 
work effectively in unfamiliar environments, was able to critically 
analyse and problem solve unfamiliar problems, and had justified 
confidence in their clinical decision-making. While the eviQ17 

assessments remain a ‘tick-box approach’ to evaluating practice, 
it has a more thorough approach to assessment and provides 
guidance for the mentoring nurse.

Postgraduate studies and their impact

Within the regulated profession of nursing, it is essential RNs 
continue to meet CPD requirements and opportunities are often 
provided through postgraduate education. The link between 
postgraduate studies and capability were explored within this 
study. Participants agreed that while postgraduate studies 
provided nurses with an opportunity to gain further knowledge 
around pathological processes of oncological and haematological 
diseases and their treatments, a postgraduate qualification was 

not an indication of capability:

Having all the pieces of paper in the world does not 
reflect capability… the nurse is still required to apply that 
knowledge in a practical setting [RN#1].

RN#2 concurred, identifying that while some nurses can be 
extremely intelligent and engage with postgraduate studies, this 
does not always translate well into the clinical context. Having 
said this, participants recognised that oncology nurses who have 
undertaken postgraduate studies were more confident in their 
practice, showed good insight into their education needs, were 
driven to seek knowledge and “were more likely to invest in their 
own capability building” [RN#3]. Furthermore:

They appear more confident and empowered on the floor... 
I guess it’s because they have had that opportunity to 
unpack clinical situations and you can see them connecting 
things within their practice [RN#2].

This concept of specialist expertise is described in the capability 
literature, whereby the capable person has the confidence to 
apply their knowledge and skills within changing and complex 
situations6.

Barriers to evaluation and capability building

While the focus of this study was to explore how senior level 
nurses in the field of oncology evaluate the capability of novice 
RNs, throughout the data collection process it was evident that 
there were barriers impacting on both the novice and senior 
level RN in building and evaluating capability. RN#1 suggested that 
nurses within the oncology setting are working under demanding 
conditions, which in turn makes it difficult to provide support:

… unfortunately, there are times when we are just too 
time-poor that there’s no alternative… We essentially need 
more nursing hours to be able to achieve what we want to 
achieve and to foster our novice nurses [RN#1].

This was supported by other participants who describe the skill 
mix of nurses on any given shift as being predominantly junior, 
resulting in a loss of time spent with novice nurses and loss of 
“critical teaching moments” [RN#2]:

It’s just little pockets of education here and there… you’ve 
got those demands of patient care and sometimes those 
critical moments are lost [RN#2].

All participants explained the difficulty in allowing novice nurses 
the opportunity to experience challenging situations:

Our newer nurses and novice nurses don’t get exposed to 
that skill set… it is the time and the pressure factor… [RN#4].

One mentor recognised a discord between the growing 
complexity of the patients and the changes in skill mix of 
nurses on the ward; novice nurses are often missed in learning 
opportunities [RN#5]. This is a sentiment echoed by others:

…. we are put under more and more pressure to care for 
more complex patients with more novice nurses in the mix… 
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this requires a certain skill level and in that moment the 
senior nurse will say ‘I’ll do that, you go and you go do basic 
care’ and that becomes the default position [RN#3].

The mentors suggested that these missed learning opportunities 
could be attributed to changes to workplace-based education, 
where clinical educators are spending less time on the ward 
teaching facilitating novice RNs and more time in non-clinical 
education roles. One participant describing these changes as 
“leaving a gap” [RN#5] and an inability for the novice RN to 
consolidate learning. This has resulted in nurses being competent 
at skills, but not capable in problem-solving, critical thinking, time 
management and communication.

Discussion
While several categories were identified in this study, this 
discussion will focus on the characteristics of capability 
and competency versus capability as the participants placed 
great importance on these two aspects. The characteristics 
of capability highlighted the attributes being evaluated by 
mentoring senior nurses with a focus on how the novice RN 
engaged within the clinical space rather than their ability to 
undertake a technical task. This is supported by Scott et al.18 who 
describe capable RNs as not only having a high level of technical 
competence, but also interpersonal and cognitive abilities. 
Bromley’s3 research also found that capability was associated to 
concepts of professionalism, skill and knowledge, interpersonal 
communication and relationships.

The participants within this study described interpersonal 
communication skills and relationships as important 
considerations when evaluating capability in the novice RN. 
Participants recognised capability as the ability to communicate 
in a variety of different situations and being able to navigate the 
oncology setting in a confident manner. Kassman et al.19 describe 
communication that is clear and delivered in a sensitive manner 
as being beneficial to patients and families experiencing cancer. 
Open communication and confidence in interactions is a way of 
demonstrating capability to patients19,20. Good communication 
is not only based on the physical abilities of nurses within 
specialised clinical settings but also on their education, support 
and experience21.

Capability is considered as a much broader concept than 
competence6. Evaluating competence within healthcare is often 
reduced to assessing the ability to perform certain tasks. 
Competence in this study was described as a process of 
becoming competent at completing clinical skills, which the 
participants explained did not reflect capability. Stephenson 
and Yorke6 and O’Connell, Gardener and Coyer22 recognised 
that work-based learning improves skill set and helps to develop 
a basic understanding of a particular process, but it does not 
reflect capability. Flinkman et al.23 describe capability as a “highly 
abstract phenomenon which is complicated to assess and 

measure” (p. 1036). Tools used to assess competence are often 
simplistic and present a ‘reductionist’ tick-box approach24 to 
assessing practice.

This study identified that senior level nurses within the clinical 
area of oncology use procedures and tools such as those derived 
from eviQ17 to guide their assessment of clinical competencies. 
The intention of this tool is not outwardly to assess or evaluate 
capability. However, the participants considered this tool did go 
some way to capture some of the key concepts of capability. 
For example, when the novice is being assessed for completing 
a technical skill such as infusing chemotherapy, the tool prompts 
the mentor to ask the novice questions related to the importance 
of involving the patient in the evaluation process by asking 
questions such as Did you understand why you were receiving 
this treatment? Was the communication from the RN clear? The 
participants believed this approach to assessing practice aided to 
identify cues and behaviours from the novice that they identified 
as capability.

Strengths and limitations

The small sample size was a clear limitation of this study; also, 
all participants were known to the researcher prior to the study 
taking place. To mitigate for researcher bias and assumptions, the 
findings were peer reviewed. Another limitation was the data 
only captured how the senior RNs evaluate the capability of 
novice RNs. It was outside the scope of this research to explore 
the opinions of the novice RN. However, this would warrant 
further investigation.

The experiences and expertise of the participants is a strength 
of this study. The words of participants were documented within 
the research findings to ensure confirmability of the research14. 
While the generalisability of the findings presented is limited 
to the oncology clinical context, if other disciplines identify 
with the characteristics of this context the understandings 
from this study may be transferable and inform other nursing 
specialisations and education programs15.

Implications and recommendations
This study has added to the limited body of knowledge which 
seeks to understand the capability of novice RNs working within 
the specialised field of oncology. The participants identified 
the characteristics and qualities that demonstrate capability 
in the novice RN. They also identified the absence of a formal 
framework to help guide mentoring nurses in evaluating capability. 
The findings support the development and implementation of 
a framework to provide both the mentor and the novice RN 
with a clear pathway to achieve capability within the oncology 
setting. A framework would give mentors more confidence to 
have conversations with the novice on professional progression 
and the trajectory of capability. The participants of this study 
identified the eviQ17 frameworks as a useful tool to evaluate 
skill, knowledge and understanding related to specific practical 
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tasks. A potential for future research would be to critique 
and determine whether this tool goes some way to evaluate 
capability of the novice oncology nurse.

Conclusion
This is the first known qualitative study that attempts to evaluate 
how capability is assessed in the novice oncology RN. The 
findings of this study demonstrate the complex environment 
for nurses working in oncology and the challenges that may 
present to the mentor who is evaluating the novice nurse. The 
participants recognised the evaluation of capability is complex 
and difficult to measure without a guiding framework. The 
participants valued the eviQ17 skill assessment tool, identifying 
the potential for assessing capability in practice. Postgraduate 
studies were also recognised as a key factor in developing the 
capable oncology nurse. This study goes some way to address 
a gap identified from the literature identifying how capability 
is evaluated in specialised clinical settings. It is anticipated the 
learnings from this research will go some way to support mentors 
and better prepare the capable oncology nurses.
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Introduction
Cancer-related lymphoedema is a chronic accumulation of 
interstitial fluid (lymph) caused by impaired lymphatic drainage 
due to damage to the lymph nodes and associated lymphatic 
vessels caused by cancer metastasis or cancer-related treatment 
such as radiotherapy and surgical lymph node removal1,2. Less 
invasive procedures such as sentinel lymph node biopsy and 
partial mastectomy are also associated with cancer-related 
lymphoedema3. A systematic review and meta-analysis of 47 
studies prospectively assessing cancer-related lymphoedema 
reported an overall incidence of lymphoedema to be 15.5% and 
that it varied by malignancy, with estimates being: melanoma, 
16% (upper extremity, 5%; lower extremity, 28%); gynaecologic 
cancers, 20%; genitourinary cancers, 10%; head/neck cancers, 

4%; and sarcoma, 30%. Increased lymphoedema risk was noted 
for patients undergoing pelvic dissections (22%) and radiation 
therapy (31%)4.

Cancer survivors live longer, and the issues of survivorship 
are more extensive2,5. The impact of lymphoedema on cancer 
survivors is associated with negative self-identity related to the 
disfigurement of the body, frustration and social discomfort, 
impaired activities of daily living, psycho-social wellbeing, and 
physical wellbeing4,5. Impaired physical wellbeing ranges from 
experiencing tightness and heaviness associated with the swelling 
of the extremities, to chronic discomfort and pain which can 
progress to chronic inflammation and formation of cutaneous 
blisters that leak lymph (lymphorrhoea)2,6. Lymphoedema-
induced chronic inflammation is associated with debility and 

Abstract
Aim To conduct a scoping review on the scope of practice of oncology nurses in identification, management of symptoms, and 
treatment of cancer-related lymphoedema.

Background Cancer-related lymphoedema arises from removal and/or injury to the lymphatic system caused by cancer metastasis and/
or cancer treatment. Early identification is crucial for prevention of this chronic condition.

Methods A search of six electronic databases was undertaken in May 2020 to identify relevant studies. Primary research studies that 
reported on the nursing scope of practice were included. Two reviewers independently screened articles and completed data abstraction 
including data charting.

Results 2515 references were retrieved; three studies were included for the study. One study considered the nursing scope of practice; 
two articles focused on general descriptions of nurses’ role in patient education, symptom management and patient referral.

Conclusion Oncology nurses’ scope of practice in identifying, treating and managing lymphoedema is not clearly defined.



24 Volume 22 Number 1 – May 2021

Australian Journal of Cancer Nursing

immobility, muscle wasting and weight gain, and adipogenesis, a 
formation of new adipose tissue which contributes to obesity2,6,7. 
The risk of recurrent cellulitis is higher8.

The impact of cancer-related lymphoedema can be minimised if 
patients were to be identified early and referred to lymphoedema-
specific services1,4,8–10. This is challenging as cancer-related 
lymphoedema has a broad onset of symptoms, with some cases 
reported up to 20 years after cancer treatment when patients are 
often no longer seen by their primary cancer-treating teams1,4,11.

Nurse-led patient education regarding risk-reduction and 
lymphoedema associated with cancer treatment leads to better 
patient outcomes and is seen as one of the major roles for both 
oncology and non-oncology nurses12. Patients reported receiving 
lymphoedema information most often from surgeons and 
nurses prior to surgery; however, years after cancer treatment, 
patients resorted to the internet as the most frequent source 
of information, followed by oncologists and lymphoedema 
therapists, with nurses low on the list13. As lymphoedema care is 
part of a cancer patient’s experience, the question arose as to 
what is the role of oncology nurses in lymphoedema care?

This scoping review aims to identify what is defined as the nursing 
scope of practice in the identification, symptom management 
and treatment of cancer-related lymphoedema for oncology 
nurses regardless of whether they are engaged in advanced 
practice. As cancer-related lymphoedema can occur following 
treatment of a variety of tumours, this scoping review focused 
on oncology nurses’ scope of practice associated with cancer-
related lymphoedema in general rather than on a specific type 
of cancer.

Materials and methods

Research question

This review was guided by the question What is the scope of 
practice for oncology nurses in identification, management and 
treatment of cancer-related lymphoedema? For the purposes of 
this study, a scoping review is defined as a research synthesis that 
aims to “map the literature on a particular topic or research area 
and provide an opportunity to identify key concepts; gaps in the 
research; and types and sources of evidence to inform practice, 
policymaking and research”14. The review protocol was registered 
through Open Science Framework15 and a PRISMA statement was 
used to guide the reporting16.

Study design

This scoping review employed the methodological framework 
developed by Arksey and O’Malley17, Levac et al.18 and the Joanna 
Briggs Institute19,20 using the Population, Concept, Context (PCC) 
framework. The population of interest are registered nurses 
working in the oncology setting. The context is defined as 
the oncology setting which includes acute care and primary 
healthcare settings. The concept is the nursing scope of practice 

whereby the scope of practice is defined as “that in which 
nurses are educated, competent to perform and permitted by 
law”21. This is influenced by “the context in which the nurse 
practises, the health needs of people, the level of competence 
and confidence of the nurse and the policy requirements of the 
service provider”21 and the National Registered Nurse Standard 
of Practice21. Furthermore, in Australia, it is recognised that, as per 
the National Professional Development Framework for Cancer 
Nursing, “Nurses need to be… negotiating their scope of practice 
with other health professionals involved in cancer control”(22,p2) 
with specific competencies required. Both definitions suggest an 
evolving, fluid scope of practice subject to context of practice, 
organisational policies, the needs of patients/consumers, and 
nurses’ education and experience22. Within the context of this 
study, the scope of practice encompassed information provision, 
patient education, identification and symptom management, and 
treatment of cancer-related lymphoedema.

Eligibility criteria

Studies were eligible if they broadly defined and/or outlined 
nurses’ scope of practice in the identification, management or 
treatment of a cancer-related lymphoedema. Primary research 
reports (qualitative and quantitative), systematic reviews, 
guidelines or metanalyses published with no time limits imposed 
and pertaining to nursing scope of practice were eligible for 
inclusion. Articles published in languages other than English were 
excluded due to no available resources for translation.

Search strategy

Literature searches were conducted in May 2020 using CINAHL 
(EBSCO), Cochrane Library (Wiley), EMBASE (Ovid), Medline 
(Ovid), Emcare (Ovid) and Scopus databases. The key search 
terms included truncated versions of nurse AND lymphedema. 
An additional search string included variations of the following 
terms: scope, practice, standards, competencies, role, task, 
responsibility, management, identify, treat, skill, knowledge, 
expertise, performance, care or caring, proficiency, implement, 
monitor, communicate, liaise, authorise, refer, function, 
judgement and evaluate. The inclusion of this search string 
proved too limiting and was excluded. No additional limits were 
applied to this search due to expected scarcity of available 
information on the topic.

Citation management

All citations were imported into EndNote X8.2 (EndNoteTM). 
The 2515 citations were then imported into the web-based 
systematic review software Covidence (Verital Health Innovation, 
Melbourne, Australia) where duplicates were removed, citations 
screened for relevance through title and abstract screening, and 
eligible full text articles assessed.
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Title and abstract relevance screening

The eligibility criteria were used for screening citations during 

the title and abstract screening. A title and abstract relevance 

screening form was developed by the authors and pre-tested 

using five citations to evaluate reviewer agreement. Thereafter, 

the title and abstract of each citation were independently 

screened by two reviewers. Reviewers met regularly to resolve 

any conflicts.

Data charting, summary and synthesis

Following title and abstract screening, all articles eligible for full 

text analysis were procured. As eligible articles were retrieved, 

information was charted on a Microsoft Excel spreadsheet 

(Microsoft 365, Microsoft Corporation, Redmond, WA) 

that captured article title, authorship, methodology, study 

participants, study setting, key findings, strengths and limitations. 

To counteract any discrepancies, the characteristics of each 

full text article were extracted by two independent reviewers. 

Any disagreements were discussed and resolved amongst the 

research team. A risk of bias was not conducted since, as per 

the Joanna Briggs Institute Methods Manual for Scoping Reviews 

guidelines20,23, this is not required for scoping reviews. The 

synthesis of data focused on capturing the oncology nursing 

scope of practice with respect to cancer-related lymphoedema 

and thematic analysis on what oncology nurses considered to 

be within their scope of practice when managing patients with 

cancer-related lymphoedema.

Ethics

As this is a scoping review, no ethical approval was required.

Results

Search and selection of relevant studies

The search strategy resulted in 2515 articles across six databases 
relevant to the research question. After removing 1437 duplicates, 
1078 articles were screened for title and abstract, with 971 studies 
deemed irrelevant. From remaining 107 full-text studies, 104 were 
excluded, leaving three articles that met the inclusion criteria 
(Figure 1). Two articles are from the United States11,24 and one from 
Jordan (Table 1)25. All three articles are of cross-sectional survey-
based design. It is noteworthy that Fu et al.11 and Ryan et al.24 
report from the same sample data.

There are five emerging themes that relate to the research 
question. These are: nursing scope of practice; nurses’ knowledge 
of cancer-related lymphoedema; information provision and 
patient education; identification and symptom management of 
cancer-related lymphoedema; and treatment delivery of cancer-
related lymphoedema.

Nursing scope of practice

Neither of the three papers defined what was meant by the 
nursing scope of practice. Ryan et al.24 used the Oncology Nursing 
Society (ONS) professional competencies for advanced practice 
nurses (APNs), which includes oncology nurse practitioners and 
the oncology clinical nurse specialists, as the framework for 
their study. These competencies encompass aspects of cancer 
care such as prevention, diagnosis, intervention, rehabilitation 
and survivorship. The authors specify that across nursing 
positions there are commonalities such as the identification 
of cancer-related risks, development and implementation of 
treatment plans, and patient and staff education. The authors 
extrapolated that, within the context of lymphoedema care, the 
competencies encompass risk reduction, prevention, treatment 
and management of cancer-related lymphoedema. Ryan et al.24 

Figure 1. PRISMA study flow diagram.
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correctly to questions on patient education on lymphoedema 
risk reduction. Overall, nurse navigators/case managers had the 
highest knowledge and least variability, whereas staff nurses 
had the lowest scores and most variability24, also reported by Fu 
et al.11. While nurse navigators were expected to have a greater 
total knowledge, they were not superior in any specific aspect of 
lymphoedema care11.

Using logistic regression analysis, Ryan et al.24 report that perceived 
competence in lymphoedema risk reduction, treatment and self-
management significantly increased the odds of nurses providing 
education on risk reduction, lymphoedema treatment and self-
management of lymphoedema.

Information provision and patient education

All three studies11,24,25 highlight the importance of nurses 
working within the oncology setting in educating their patients 
appropriately on risk reduction, lymphoedema treatment and 
self-management of lymphoedema. Fu et al.11 identify oncology 
nurse navigators as playing a significant role in lymphoedema 
prevention through patient assessment and education. 
Interestingly, Ryan et al.24 report that clinically active APNs did 
not have an increased likelihood of providing education for 
lymphoedema care in comparison to other oncology nurses, 
despite being the most educated and appropriately placed to 
provide this education.

Fu et al.11 add that educating patients on complete decongestive 
therapy (CDT), outlined to include manual lymphatic drainage, 
multilayer compression bandaging, remedial exercise, skin 
care, compression garments and ongoing patient education, is 
essential to help patients to reduce their risk and self-manage 
lymphoedema. There was a strong correlation between perceived 
competence for oncology nurses in risk reduction, with 95% of 
nurses agreeing that this was a responsibility of the nurse11. The 
study found that having a higher perceived knowledge of risk 
reduction increased the likelihood of providing this education 
to the patient. However, this study did not assess whether the 
patients received nurse-led education to effectively implement 
self-management techniques, such as CDT, and whether nurses 
knew they were meant to deliver this education11.

Identification and symptom management of cancer-related 
lymphoedema

Ryan et al.24 described oncology nurses as being in the ideal 
position to identify and prepare at-risk patients and reduce 
the severity of lymphoedema. However, nurses’ capacity to 
undertake this role is questioned as Fu et al.11 and Ryan et al.24 
report on perceived and actual knowledge of self-management 
for patients with lymphoedema as low. Fu et al.11 suggest 
that, while the success of daily implemented self-management 
techniques such as CDT is increased with suitable and timely 
patient education, the oncology nurse navigators did not perform 
better than other nurses participating in the study. Nevertheless, 

identifies completing referrals to lymphoedema therapists and 
mental health practitioners for psychosocial support as within 
the scope of the APNs. However, the authors did not define 
what is considered under ‘treatment’ or ‘management’ of cancer-
related lymphoedema within the context of nursing as opposed 
to lymphoedema therapists, also known as lymphoedema 
practitioners26, nor mental health practitioners. Fu et al.11 
hypothesised that the role of oncology nurse navigators is in 
risk reduction, treatment and self-management of cancer-related 
lymphoedema, aiming to evaluate oncology nurse navigators’ 
perceived and actual knowledge of lymphoedema care. This study 
does not describe what constitutes risk reduction, treatment 
nor self-management components. Nevertheless, where nurses 
believed that it was within their scope and responsibility to 
provide care for lymphoedema, there was an increased likelihood 
that the nurse will provide care associated with risk reduction, 
treatment and self-management11,24.

Abu Sharour25 also did not define the oncology nurse scope 
of practice with respect to cancer-related lymphoedema care. 
Rather, the study aimed to establish a baseline to develop 
educational programs and competencies needed to provide 
lymphoedema care.

Nurses’ knowledge of cancer-related lymphoedema

Abu Sharour25 reported that, of 150 Jordanian oncology nurses 
from surgical and outpatient clinical settings managing the 
treatment of patients with breast cancer, 70% of participants 
showed a knowledge deficit on assessment and examination 
of lymphoedema, including prevention interventions and 
precautions, contributing risk factors, patient education, 
consultation, and follow-up appointments. In this study, 60% 
of participants failed the knowledge test, with 56.7% of nurses 
lacking knowledge on patient education and consultation. It is 
noteworthy that while the author reports significant difference 
between nurses’ knowledge and academic qualifications, only 
four nurses with postgraduate level were included in the study as 
opposed to 125 nurses with a bachelor’s degree25.

Ryan et al.24 evaluated both perceived and actual knowledge 
amongst 238 members of the ONS active in clinical practice. 
While overall perceived knowledge and competence were low 
for all participants, perceived knowledge and competence in 
risk reduction were highest for the nurse navigators, followed 
by clinical nurse specialists, nurse practitioners, then staff 
(ward) nurses. With respect to perceived knowledge on patient 
self-management of lymphoedema, clinical nurse specialists 
ranked highest, followed by staff nurses. Overall, there was 
a high correlation between the nurses’ perceived knowledge 
and perceived competence for all areas of lymphoedema 
care24. When the actual knowledge was assessed, the lowest 
percentage score for all nursing positions (combined) was for 
the knowledge of lymphatic system anatomy and physiology 
(14% correct answers). In contrast, 88% of all nurses responded 
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higher perceived competence in self-management significantly 
increased the odds of nurses providing education regarding 
self-management. Neither Ryan et al.24 nor Fu et al.11 report on 
whether the nurses had the opportunity to assess patients to 
identify early lymphoedema nor manage any of the symptoms 
of cancer-related lymphoedema.

Treatment delivery of cancer-related lymphoedema

Neither of the three studies have defined if the nursing 
scope of practice includes nurse-led treatment of cancer 
related-lymphoedema or what type of treatment can be nurse-
initiated11,24,25. While Fu et al.11 highlight treatments such as CDT, 
the authors do not define whether nurses required additional 
qualifications to deliver CDT. Instead, Ryan et al.24 and Fu et al.11 
report on perceived and actual knowledge of lymphoedema 
treatment in the form of patient education as means of 
empowering the patient to self-manage lymphoedema. When 
examining nurses’ knowledge of treatments of cancer-related 
lymphoedema, Fu et al.11 and Ryan et al.24 report that perceived 
knowledge of treatment was low for all groups. Ryan et al.24 
report that 69% of oncology APNs believe that the treatment 
of cancer-related lymphoedema is the responsibility of another 
discipline. However, the study did not identify which ‘other’ 
discipline is proposed as responsible nor how this impacted 
APNs’ practice.

Discussion
Lymphoedema management is an interdisciplinary event and 
identification of cancer-related lymphoedema is everybody’s 
business2. This scoping review identified three studies that 
demonstrate that, overall, the knowledge of nurses on risk 
reduction, symptom management and treatment of cancer-
related lymphoedema is low, regardless of advanced practice 
qualifications11,24,25. Neither of the three studies11,24,25 clearly 
identifies what is the nursing scope of practice in cancer-related 
lymphoedema care, including treatment. To improve cancer 
survivorship journey for patients experiencing cancer-related 
lymphoedema, and as oncology nurses spend more time with 
cancer patients than any other healthcare professional22, it is 
essential that nurses are equipped with the right knowledge and 
defined nursing scope of practice to implement risk-reduction, 
symptom management and treatment of cancer-related 
lymphoedema. Within the Australian context, the Australasian 
Lymphology Association (ALA), which provides a register of 
accredited lymphoedema practitioners in Australia and New 
Zealand, recognise registered nurses as practitioners who can 
provide initial diagnostic assessment, ongoing assessment, and 
treatment of people with lymphoedema if they meet the initial 
and ongoing ALA accreditation requirements for lymphoedema 
practitioners26. However, how these link to Registered Nurse 
Standards of Practice21 and the National Professional Development 
Framework for Cancer Nursing22 remains to be investigated. This 
mapping is essential, as patient education on the identification 

and risk reduction of cancer-related lymphoedema is most 
effective when implemented before the cancer treatment 
commences and is revisited throughout cancer treatment and 
the survivorship journey27.

Once the mapping is undertaken, the scope of practice can 
be delineated, regardless of whether the nurse has advanced 
practice qualifications, and crystalises when to refer the patient 
to other specialists managing cancer-related lymphoedema such 
as physiotherapists. Furthermore, clearer scope of practice may 
define what it means to a lymphoedema nurse specialist in the 
context of Australian oncology healthcare settings.

With respect to limitations of the resources, it is noteworthy 
that there is a paucity of original, primary research in this area to 
answer the review question, with most literature comprised of 
expert commentaries.

This scoping review reveals many avenues for future research 
directions within the nursing scope of lymphoedema care. 
For example, within Australian context, using the NMBA 
definition of nursing scope of practice, the National Registered 
Nurse Standard of Practice21 and the National Professional 
Development Framework for Cancer Nursing22, research can 
focus on investigating what nurses believe is within their scope 
of practice, regardless of their qualification levels, and how they 
think this relates to their interdisciplinary work with other teams 
such as physiotherapists or medical practitioners. Using this 
information and relevant frameworks, lymphoedema-specific 
competencies for all oncology registered nurses, accounting for 
advanced practice qualifications, can be developed. Through 
development of those competencies, oncology nurses will 
be better equipped to identify this patient group and initiate 
appropriate interventions to minimise the impact of cancer-
related lymphoedema.

Conclusion
The risk of developing cancer-related lymphoedema can be 
decreased through concerted nurse-led efforts in patient 
education, empowering patients to identify early onset of 
lymphoedema throughout the cancer survivorship journey. 
Knowing when to reach out to appropriate services to receive 
further information on self-management and receive timely 
treatments and referral to lymphoedema services would assist 
patients in reducing the burden of this condition. By clearly 
defining the nursing scope of practice and competencies in the 
identification, management and treatment of lymphoedema in 
the context of delivering effective lymphoedema care, nurses 
can make a critical contribution to increased surveillance of 
cancer-related lymphoedema, thus minimising its impact on 
patients’ quality of life.
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