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Learning Outcomes   

Upon conclusion of this conference, participants will be able to: 

• Explore the genetic basis of inherited cancer syndromes 

• Describe the genetic counseling process: referrals, genetic counseling, and genetic 

counseling 

• Explain tumor nomenclature, molecular biology concepts, diagnosis, and treatment 

principles 

• Distinguish the phases and components of clinical research trials 

• Recognize Diversity, Equity, and Inclusion (DEI) and how it relates in oncology 

• Discuss management of various vascular access devices available for use in patients with 

cancer 

• Summarize care of medical, surgical, hematological, and radiation oncology patients 

including the  common side effects, complications, and management related to treatment 

modalities 

• Examine basic pathophysiology, assessment, diagnosis and treatment interventions of 

solid tumor, hematologic malignancies, and benign heme disorders 

• Review rationale for the use of various blood products and components 

• Identify the basic process of autologous, allogenic, haplo, and cord blood transplantation 

• Recall radiation terminology and safety principles 

• Explain the different radiation treatment modalities: External Beam Therapy, 

Brachytherapy 

• Give examples of radiation disciplines coordinating patient care and treatment 

• State principles of radiation treatment planning and process 

• Differentiate the various oncologic emergencies and complications that may arise in the 

immunocompromised oncology patient 

• Summarize nutritional issues impacting patients with cancer 

• Examine survivorship issues associated with cancer diagnosis and various treatment 

modalities 

• Assess fertility and sexuality issues related to cancer diagnosis and treatment modalities 

• Differentiate between hospice and palliative care programs 

• Distinguish the treatment modalities for acute , chronic, and oncologic pain 

• Integrate coping strategies for  clinicians  when caring for patients with cancer 



• Recommend oncology rehab strategies contributing to survivorship outcomes and quality 

of life 

• Recognize various psycho-social issues pertinent to patients with cancer throughout the 

continuum of care 

• Relate knowledge from course to clinical practice 

 



















Assessment 
Completing head-to-toe assessment

Neurological  

mental status 

Respiratory 

tachypnea

Cardiovascular 

hypotension and tachycardia

Integumentary 

Fever/chills

Genitourinary 
hypo-perfusion and decreased urine output 

primary causes of sepsis in patients with cancer include lung, 
intraabdominal, bloodstream, and urinary  

TREATMENT and Provider Orders:

Recognize symptoms early 
Obtain cultures

Blood Cultures (2 sets peripheral or 1 peripheral and 1 line)
Urine and stool cultures 
Site cultures if suspected

Recommended to complete within 1 hour of fever:

CXR 

Administer broad spectrum antibiotics
Cefepime 2gm Q8 hr. and Vanco
SBP < 90 will add aminoglycosides
May consider antiviral and/or antifungal
Pneumocystis jirovecii pneumonia (PJP) prophylaxis

CT scan if warranted

Fluid resuscitation
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Late Signs and Symptoms
Prepare for ICU transfer

Multi-Organ dysfunction 
syndrome (MODS)

Hypotensive SBP < 90 
Not responsive to IVF- 
needs IV pressor
Elevated Creatinine or 
decreased Urine Output
Hypoxic and in need of 
CPAP/AIRVO or 
Intubation
Decreased LOC
Elevated Bilirubin

Test Your Knowledge 

Which of the following actions is most critical for 
the oncology clinicians to complete within the 
first hour of sepsis recognition?

a. Administer antibiotics
b. Obtain blood cultures 
c. Measure creatinine levels
d. Initiate vasopressors 
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CYTOKINE RELEASE SYNDROME (CRS)

Pathophysiology:
(CRS) is caused by a large, rapid release of pro-inflammatory cytokines 
from immune cells that results in systemic inflammatory symptoms. 

Large scale cytokine release from excessive and dysregulated immune 
activation. 
Proinflammatory mediators: tumor factor alpha, T lymphocytes, IL-1 
and IL-6. Their endotypes include Macrophages, mast cells and other 
immune cells with Fc-gamma receptors. 
activated or engaged T cells and other immune effector cells. 

Can be severe: Life threatening 
inflammatory response
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CYTOKINE RELEASE SYNDROME (CRS) 
Risk Factors

Rituximab

MoAbs

Tarlatamab (Imdelltra)
Teclistamab-cqyv (Tecvayli)
Talquetamab-tgvs (Talvey)
Glofitamab-gxbm (Columvi) 
Mosunetuzumab-saxgb (Lunsumio) 
Tebentafusp-tebn (Kimmtrak)

Cellular Therapies (BITE)

CAR-T Therapy

High disease burden- ALL, lymphoma 

SIGNS AND SYMPTOMS
Lab abnormalities

Pancytopenia's
Electrolytes
Renal function (elevated 
Creatinine)

-elevated
High C-reactive protein, 
ferritin

Clinical Manifestations vary 
from: 

Mild: Flu like symptoms
Severe: Life threatening   

systemic inflammatory response.
However, MUST include Pyrexia 
at onset

Fever

Chills, myalgia, arthralgia

Flu like symptoms

Hypotension, Tachycardia, cardiac 
dysfunction (low EF), vascular leakage

Cardiac

Cough, dyspnea, Tachypnea, Hypoxia, 
ARDS, pulmonary edema

Pulmonary
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CRS Grading

CRS vs. INFECTION
What is 
the 
difference?

Important to distinguish patients with CRS from those 
with sepsis since the treatment for CRS could be 
detrimental if used in patients with sepsis. 

It is can be challenging to distinguish sepsis from CRS. 

A large percentage of patients with severe CRS will 
fulfill the clinical criteria of sepsis.

Patients are often treated for both CRS and infection
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TREATMENT
Treat as infection

Tocilizumab: IL-6 antagonist; reduces pro-inflammatory 
TH1 and TH17 cells while increasing the number of regulatory 
T-cells.

Grade 2 or higher CRS
Can be given every 8 hours x 4 depending on cause of CRS
NON-Hazardous
Goal: administered within 30 minutes of ordering.

Symptomatic management:
Antihistamines, antipyretics, IVFs
high dose steroids (avoided in CAR-T)

Tocilizumab, a monoclonal IL6R antibody, inhibits both classical and trans-IL-6 signaling 
in the IL6 pathway via blocking IL-6 binding to both cell-associated and soluble IL-6Rs.
The approved dosage of  tocilizumab for CRS is 12 mg/kg for patients less than 30 kg 
weight and 8 mg/kg for patients at or above 30 kg weight. Fever and hypotension 
generally ameliorates within a few hours.
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Knowledge Check 

What medications are considered to treat CRS?
A. Tocilizumab and Corticosteroids 
B. Diphenhydramine and Famotidine
C. Diphenhydramine and Epinephrine
D. Dexamethasone and Keppra

Immune Effector Cell-Associated Neurotoxicity
(ICANS)

Pathophysiology:
Thought to be caused by pro-inflammatory cytokines, leading to 
endothelial activation, increased vascular permeability, and blood-
brain disruption. 
Cytokines and T cells infiltrate CNS, activating microglia and causing 
neuronal injury.
Onset: usually within first treatment cycle (median 5 days).
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Immune Effector 
Cell-Associated 
Neurotoxicity
(ICANS)

Immune 
Effector Cell-
Associated 
Neurotoxicity
(ICANS)
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Immune Effector Cell-Associated Neurotoxicity
(ICANS)

Symptoms: 
Somnolence 
 Confusion 
Agitation 
Dysgraphia 
Tremor 
Encephalopathy
Dysphasia 
Incontinence 
Localizing or lateralizing signs 
Raised intracranial pressure
Cerebral edema
Seizure

Early recognition 
and management is 

critical

Assessment & Documentation
ICE Toxicity
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Assessment & Documentation
ICANS

Assessment & 
Documentation
ICANS
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Treatment
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Treatment-cont.

Knowledge check

What is the initial sign of ICANS that often appears 
during assessment?

A. Nausea, vomiting, diarrhea, and colitis.
B. Handwriting changes (dysgraphia), difficulty 

naming objects, confusion, and impaired 
attention.

C. Back pain, numbness, weakness, and loss of 
coordination 

D. nausea, vomiting, diarrhea, fatigue, muscle 
cramps, tingling, abnormal heart rhythms, 
confusion, or seizures
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TUMOR LYSIS SYNDROME
Acute, life-threatening, metabolic oncologic emergency.

Results in rapid cell lysis from the administration antineoplastic agents, 
surgery or radiation therapy.

TLS has an estimated mortality rate of 29-79% if not treated at onset. 

Pathophysiology:

Rapid destruction and release of massive amounts of proliferating tumor 
cells over a short period of time (24-72 hours after treatment initiation)

Massive release of cellular cytokines with chemotherapy induction

Cell rupture and nucleic acids are converted into uric acid by the liver, 
releasing potassium and phosphorous into the bloodstream

Malignant cells are destroyed and the intracellular contents are released 
into the extracellular milieu (DNA, proteins, phosphorous)
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TUMOR LYSIS SYNDROME

Risk Factors:

and elevated LDH (140-280), preexisting renal 
impairment, dehydration, DM and Gout
hematologic malignancies: leukemia (Non-
Hodgkins, ALL) lymphoma

solid tumors: SCLC, lymphosarcoma, soft tissue 
sarcomas, ovarian, prostate, breast, renal cell, GI

In patients with bulky, rapidly dividing tumors that are 
responsive to chemotherapy, TLS can occur 12-72 hrs 
post treatment. 

TUMOR LYSIS SYNDROME

Signs and symptoms:
Related to electrolyte imbalances

Nausea
Vomiting
diarrhea
parasthesia
muscle weakness/cramps
 lethargy/syncope
Acute Kidney Injury
Cardiac arrythmias
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ELEVATED ELECTROLYTES
Hyperuricemia  (greater than 8 

mg/dL or 25% increase from 
baseline) 

results from conversion of nucleic 
acid to uric acid

 ***hallmark increase***

N/V/D, lethargy, edema, flank 
pain, hematuria, and 
crystalluria (urine crystals 
precipitate and eventually 
obstruct renal tubules causing 
renal failure

Hyperkalemia (greater than 6 
mEq/L or 25% increase from baseline)

weakness, muscle cramps, nausea, 
diarrhea 

EKG changes: tall peaked T waves, 
shortened QT interval, PR- prolongation 
and widened QRS complexes

- may also present low K+,

Hyperphosphatemia (greater than 
4.5 mg/dL or 25% increase from 

baseline)

oliguria, anuria, renal 
insufficiency

DECREASED ELECTROLYTES

Hypocalcemia (less than 7 mg/dL or 25% decrease from baseline)

muscle twitching, tetany, hypotension, seizures

Hypomagnesemia 

acute pancreatitis, diarrhea
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Focused History and 
Physical Exam for TLS

Laboratory Vs. Clinical TLS

TREATMENTS and NURSING 
INTERVENTIONS

Isotonic fluids 2000-3000 
L/m2/day 

Q6 hours electrolytes

urine output >150-200 
ml/hour 

Daily weights

Monitor for edema

Lasix or Mannitol to 
counteract oliguria

Decrease uric acid levels
administer 
allopurinol/aloprim/

    rasburicase 

if Po4 is problem, reduce 
urine Ph
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PROPHYLACTIC TREATMENTS and NURSING 
INTERVENTIONS

Hydration, Hydration, Hydration
Teach patients to drink at least 1.5-2L of water per 
day.
IV hydration

May be part of treatment plan or as a therapy plan

Monitor Blood Chemistries
Patient/family education 

Dietary modifications

Debulking process
use a debulking agent first or step up drug 

Anti-hyperuricemia agents 
Comorbidities

Allopurinol vs. Rasburicase
Rasburicase (active TLS)

Does not increase excretion of xanthine, 
therefore no increase in crystallization in 
kidneys
Transforms uric acid into allantoin (soluble)
Recombinant form of urate oxidase
Antibodies develop in about 10% 
Dosages range from 0.05-0.20mg/kg/day (IV 
or IM) up to 3-5 days
Dedicated line 
Uric acid samples must be kept at 4 degrees 
C during transport to prevent any 
endogenous breakdown of uric acid by 
rasburicase in the sample
Use for high risk TLS and spontaneous TLS

Allopurinol (prevention) 

Inhibits xanthine oxidase and prevents the creation of 
uric acid from xanthine and hypoxanthine, thereby 
lowering uric acid levels

Decreases rate of new formation of uric acid but does not 
effect preexisting levels of uric acid

Generally used now in patients at relatively low risk for 
TLS

Dosages range from 200-400 mg/mg2/day to 800mg/day

IV dosing of Aloprim is 200-400mg/mg2/day to 600 
mg/day
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Patient Monitoring Rasburicase

Hypersensitivity
Bronchospasm
Dyspnea
Chest pain
Hypotension
Rash, pruritis, 
uticaria

Causes enzymatic degradation 
of uric acid in blood samples at 
room temperature which results 
in falsely low levels of uric acid

Collect samples in pre-chilled 
heparin tubes and place in ice 
immediately

Analyze samples with 4 hours of 
collection

DISSEMINTED INTRA-VASCULAR 
COAGULATION (DIC)

Pathophysiology:
Develops when clotting 
cascade becomes disrupted

Activation of clotting 
cascade causes plasmin and 
thrombin to circulate, which 
induces bleeding and clot 
formation
Platelet aggregation leads to 
thrombocytopenia and 
additional consumption of 
clotting factors

Excess thrombin results in 
multiple fibrin clots in 
circulation
Excess clots trap platelets 
which leads to 
microvascular and 
macrovascular thrombosis
Thrombosis and organ 
damage occur due to excess 
platelet aggregation

Fibrinolysis is initiated and 
FDPs are not removed 
effectively from circulation 
the RES
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CANCER PROCESS
Risk factors: 

Sepsis
Malignancies: leukemias, mucinous tumors(gastric, ovarian, pancreatic) 
myeloproliferative disorders
trauma

vascular disorders
metabolic acidosis

immune reactions
hematologic and hepatic abnormalities

Tissue injury occurs with malignancy that expresses pro- coagulant 
material (on surface tumor cells or on vasculature surface)

Solid tumors develop new vasculature with an abnormal endothelial lining 
that activates pro-coagulant system

Some tumors release necrotic tissue or tumor enzymes that can activate 
coagulation system

Acute Promyelocytic Leukemia (APL)

Lab tests

This Photo by Unknown Author is licensed under CC BY-SA-NC
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Signs and Symptoms

Diffuse bleeding 
(petechiae, menses, GI, 
GU, gingiva)

Thrombotic 
manifestations 
(lungs, kidneys, 
and/or vessels)

LABS
prolonged PT/PTT
low fibrinogen (less than 
100)
low platelet (less than 100, 
000)

elevated D-Dimer (3000-
4000 ug/l) protein 
fragment produced when  

      blood clots are dissolved 

(schistocytes)

TREATMENT

Correct PT/PTT
(PT >17 seconds, FFP neutralizes excess thrombin and slows 
process)
Administer plt. <50,000 or bleeding
Fibrinogen <100mg/dl (Cryoprecipitate replaces fibrinogen)

Treat underlying cause of disease
Obstetrics
Sepsis-antibiotics
Cancer

55

56



TEST YOUR KNOWLEDGE

Which blood products would you anticipate 
needing to order or administer if your patient 
has DIC?

 a. Packed RBCs
 b. Salt poor albumin
 c. Platelets
 d. Whole blood

SYNDROME OF INAPPROPRIATE 
ANTIDIURETIC HORMONE (SIADH)

Pathophysiology:
Overproduction of the antidiuretic hormone (ADH)-
keeps fluid in the body

This leads to fluid retention (free water), decreased 
sodium, and inability to excrete dilute urine
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SIGNS AND 
SYMPTOMS

Thirst, headaches, muscle 
cramps, and tiredness
Hypertension
N/V, weight gain, some 
confusion
Danger levels=seizures
Intracellular edema (cerebral 
edema)
SOAKED INSIDE low lab values

https://www.youtube.com/watch?v=hK
FGGv0E-5A 

LAB RESULTS

low serum osmo <280mOsm/kg (excessive water retention in kidneys)
increased urine Na >25mEq/l
high urine osmo >330mOsm/kg (high urine concentration) 
decreased BUN and creatinine
Decreased uric acid
Decreased albumin
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TREATMENT

Water restriction (500-1000ml/day), NSS with diuresis, 3% 
hypertonic saline
Determine and treat the underlying cause

Assess daily weights, neuro checks, plasma and urine osmo

DDAVP 

Tolectin  - vasopressin receptor antagonist (VRA) is an agent that 
interferes with action at the vasopressin receptors

Salt tabs 

TEST YOUR KNOWLEDGE

Which lab result could indicate SIADH?
a. Sodium 123
b. Potassium 3.6
c. Uric Acid 4.5
d. Platelets 45
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HYPERSENSITIVITY REACTION

Pathophysiology:
An undesirable reaction produced by normal 
immune system in response to exposure to an 
antigen or allergen; may refer to allergic 
reactions or infusion-related reactions; anti-
cancer therapy (ACT), supportive therapy, 
blood products and pre-meds.

SIGNS AND SYMPTOMS
Transient flushing/rash
Fever less than 100.4 F
Urticaria
Bronchospasm
Cough
Scratchy throat
Hypotension
Angioedema or edema
Chills / rigors
N/V/D
Tachycardia
Back pain
Dysarthria 

Anaphylaxis~ Epi pen
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Nutrition and Weight Management

Balanced, plant 
forward dietary 

patterns

Avoidance of obesity Management of 
treatment-related 
nutritional deficits

Referral to oncology 
dietitians

Tobacco and Alcohol Use

Smoking 
cessation 
programs

Alcohol 
recommendations

Counseling and 
pharmacologic 

support

Integration into 
routine follow-up
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Vaccinations and Preventative Care

Vaccines are safe for most cancer survivors, including those with partial immune 
suppression. They reduce preventable infection, hospitalizations, and mortality in 
cancer survivors. Considerations for tx-related immunosuppression, immune 
recovery, and ongoing therapies.

Annual inactivated flu vaccine and other if  indicated vaccines: COVID-19(primary 
series and booster per age and risk), Pneumococcal, Tdap/Td (booster q 10 yrs), Hep 
B (non-immune or High risk), HPV ( reccomeneded through age based guidelines, 
beneficial even after ca tx)

Age- appropriate preventive screenings

Coordination with PCP

Reducing Risk of Cancer Recurrence

Adherence to surveillance plans
Lifestyle modifications
Medication adherences
Patient education and empowerment
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Long Term and 
Late Side Effects

Long term- begin during 
tx and persist afterwards. 
May stabilize , worsen, or 
improve over time

Late- appear months or 
years after tx. Can be 
progressive and 
unexpected

Chemo Related Effects

Peripheral Neuropathy Sensory loss, pain, gait instability
Common w/ platinum agents, taxanes, vinca 
alkaloids

Cardiotoxicity/ Metabolic Reduced EF, heart failure, DM
Common w/ anthracyclines and HER-2 targeted 
therapies

- Attention, memory, and executive dysfunction

Infertility and gonadal dysfunction Dose and age dependent

Secondary malignancies Therapy related leukemia or myelodysplastic 
syndromes

25

26



Radiation Therapy Related Effects (site 
dependent)

Fibrosis Skin, lung, and soft tissue scarring

Cardiovascular disease Accelerated CAD after chest irradiation

Pulmonary toxicity Restrictive lung disease, pneumonitis

Endocrine dysfunction Thyroid and pituitary disorders

Secondary solid tumor Risk increases with time exposure

Surgical and Local Therapy Effects

Lymphedema Common after lymph node dissection
Can also happen with radiation 

Chronic pain syndrome Neuropathic or musculoskeletal

Functional Impairment Swallowing, speech, bowel  or urinary dysfunction

Body image Psychosocial and sexual health impact 
Can also happen with chemo and/or RT
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Hormonal and Targeted Therapy Effects

Bone loss and fracture risk AI and ADT 

Metabolic changes Weight gain, dyslipidemia, insulin resistance

Sexual dysfunction Libido loss, ED, vaginal dryness
Can also happen with chemo and/radiation

Vasomotor symptoms Hot flashes, night sweats

Management of Fatigue

Most common 
survivorship 

symptom

Rule out 
medical 
causes

Exercise as 
first-line 

intervention

Psychosocial 
support and 

sleep hygiene
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Mental Health

Anxiety, depression, PTSD, 
grief, guilt
Screening tools
Psychosocial oncology 
referral , social workers, 
local organizations for 
support groups
Normalizing emotional 
responses

Fear of 
Cancer 

Recurrence

Common and persistent

External and internal triggers

Communication strategies

Cognitive- based interventions

Reassurance through structured follow-up
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Social and 
Financial 

Toxicity

Employment challenges 

Insurance and access to care

Financial counseling resources

Impact on treatment adherence

Sexual Health and Intimacy 
Considerations
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Sexual Health as a Survivorship Issue

Integral to 
quality of life

Often under-
addressed in 
clinical care

Affects all 
genders and 

ages

Responsibility 
of healthcare 

team

Impact of Cancer and Treatment on 
Sexual Function

Surgery-
related 

changes

Chemo 
effects

Hormonal 
effects

Radiation-
induced 
damage

Psychological 
contributors
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Common Sexual Health Concerns

Decreased libido

Erectile dysfunction

Vaginal dryness and dyspareunia

Body image and intimacy concerns

Barriers to 
Sexual Health  

Discussions

Time constraints
Provider discomfort
Patient embarrassment
Cultural and societal factors
Lack of resources
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Frameworks for 
Sexual Health 

Communication

PLISSIT model
Permission-based 
discussions
Normalizing the topic
Routine assessment

Sexual Health 
Assessment

Open-ended questions
Inclusions of partners when 
appropriate
Gender-affirming care
Documentation and follow-
up
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Management of Female 
Sexual Health Concerns

Vaginal moisturizers and lubricants

Pelvic floor therapy

Vaginal dilation

Hormonal and non-hormonal options

Referral to gynecology or sexual health 
care provider

GU Survivorship clinic            

Management of Male Sexual Health Concerns

PDE-5 inhibitors

Vacuum erection devices

Penile rehabilitation strategies

Urology referral

GU Survivorship clinic
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Fertility, Reproductive Health, and 
Survivorship

Fertility preservation counseling (BEFORE TX STARTS)
Pregnancy after cancer
Contraception considerations
Referral to reproductive specialist

LGBTQI A+ Sexual Health 
Considerations

Inclusive language
Unique treatment impacts
Minority stress and access issues
Affirming survivorship care
Center for Inclusion Medicine
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Patient Cancer Survivorship Education and 
Self- Management

Teaching 
symptom 

recognition

Written and 
digital 

resources

Empowering 
survivors

Shared 
decision-

making

Interdisciplinary Survivorship Care 

Oncology, PCP,  Onc Rehab, Navigation team
Mental health specialists, social  workers, Patient 
Ambassador program
Integrative Oncology, Exercise programs, Weight loss clinic, 
GU clinic, Osteoporosis clinic, Reproductive Medicine, 
Cardio-Oncology
Communication across providers
Care continuity 
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Measuring Survivorship Outcomes  and Future 
Directions in Care

Patient reported outcome measures
Quality of life assessments
Functional status tracking
Continuous care improvement
Survivorship research gaps
Health equity considerations

Key Takeaways and Clinical Implications

Survivorship is 
lifelong care and 

starts at 
diagnosis

Evidence follow-
up improves 

outcomes

Sexual health is 
essential to 

assess
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Contact Info and Questions

Survivorship Nurse Navigators

Nicole Kulasa RN,BSN,OCN (Pittsburgh locations)  
Email: nicole.kulasa@ahn.org 
Tel:412-585-5356 
                    
 Sarha Field RN,BSN (Erie, Beaver, Butler, Grove City)
Email: Sarha.Field@ahn.org
Tel: 814-452-6087

Resources

AHNCI Sexual Health and Intimacy patient education. 2018. Revised 2025
American Society of Clinical Oncology. Cancer Survivorship. 2017.
American Cancer Society. (2025). Cancer Treatment and Survivorship Statistics, 2025 
(2025). CA: A Cancer Journal for Clinicians, Fast Facts: Cancer Treatment and Survivorship
Chang, R.J, et al. (2023) Effectiveness and Implementation of Models of Survivorship Care: 
An Overview of Systemic Reviews. Journal of Cancer Survivorship: Research and 
Practice,17 (1), 197-221
Improving your Vulvovaginal Health. (2017). Retrieved from  https://www.mskcc.org/cancer-
care/patient-education/vaginal-health
Katz, Anne. 
Kluwer, Wolters. Issues of Cancer Survivorship.  2016.
NCCN 2025 Survivorship Guidelines 
https://www.nccn.org/professionals/physician_gls/pdf/survivorship.pdf
Steele R.J (2018) Screening and Surveillance Principles and Practice. The British Journal of 
Radiology, 91(1090)
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Allegheny Health Network 

Pittsburgh, Pennsylvania 

 

Fundamentals of Oncology Course Post-Assessment- Day 4 

Version 1- (2026)  

 

 

Section I (Multiple Choice) 

The following items are multiple choice. There is only one correct answer for each question. 

Please select and circle the correct answer. (1 point each) 

 

1. Management of hypercalcemia includes which of the following? 

a. Denssumab (Xgeva) 

b. 3% saline 

c. Declomycin 

d. 0.45% saline 

2.   Which of the following is the most common presenting symptom of hypercalcemia? 

a. Nausea and vomiting  

b. Excessive thirst 

c. Loss appetite 

d. Mental status changes   

3. What must be implemented first for a patient presenting with the following counts? 

           WBC: 2.5 K/uL                                                Temp: 38.0 

            Neutrophils: 2                                                  Pulse: 28 

            Hbg: 8.9                                                           RR: 28 

            Hct: 25.0                                                          BP: 100/60 

            Plt: 90,000              

 

a. Blood cultures 

b. IV fluids 

c. Chest X-Ray 

d. Antibiotics  
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4. Which of the following antibiotics treats gram negative neutropenia sepsis? 

a. Vancomycin 

b. Acyclovir 

c. Micafungin   

d. Imipenem  

5. One of the most common diagnoses associated with tumor lysis syndrome includes:  

a. Sarcoma 

b. Leukemia 

c. Colon-rectal 

d. Multiple Myeloma 

6. Which of the following lab results indicates the highest potential for tumor lysis syndrome? 

a. Magnesium 1.6 mg/dl 

b. LDH 620 U/L 

c. Potassium 4.8 mmol/L 

d. Uric acid 7.0 mg/dl 

7. Which oncologic emergency is manifested by a patient presenting with the following labs?  

                         WBC: 4.0                              NA: 132              PT/INR:   3.2/4.5 

                         Hbg: 7.9                                K: 5.0                  PTT: 100 

                         Hct: 22.0                                CA: 10.0             

                         Plt   22, 000 

                          

                          

a. DIC 

b. SIADH 

c. Tumor lysis 

d. Hypercalcemia 
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8. Treatment of SIADH with a sodium level of 118 includes which of the following? 

a. 3% saline at 150 ml/hr  

 

b. NSS at 150ml/hr 

 

c. 0.4% saline at 100ml/hr 

 

d. 3% saline at 30 ml/hr 

9. The major and only definitive treatment for DIC is: 

a. providing medications to suppress the symptoms. 

b. managing tumor- or therapy-related cause. 

c. reversing clotting cascade with heparin.  

d. administering platelets, fresh frozen plasma, and cryoprecipitate. 

10.  Which of the following tests are specific and sensitive to determine the diagnosis of DIC? 

a. D-dimer assay and fibrinogen degradation product (FDP) titer 

b. Platelet count and fibrinogen level 

c. Anti-thrombin III and plasminogen level 

d. Hemoglobin and platelet count 

11. The type of pain most frequently associated with spinal cord compression is: 

a. bone. 

b. nociceptive. 

c. radicular. 

d. inflammatory.  
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12. A patient presents with complaints of dyspnea, facial swelling, head fullness, nasal stuffiness, 

hoarseness and cough. They also report headaches, lightheadedness, and distorted vision. 

This patient is most likely experiencing: 

a. pericardial tamponade.  

b. TIA.  

c. superior vena cava syndrome. 

d. congestive heart failure. 

13. A patient with metastatic breast cancer presents with dry, non-productive cough. The 

physical exam reveals diminished breath sounds and dullness to percussion. This patient is 

most likely experiencing: 

 

a. malignant pleural effusion. 

b. cardiac tamponade. 

c.  Pneumonia. 

d. superior vena cava syndrome. 

14. Clinical manifestations of cardiac tamponade may include: 

a. productive cough with green-yellow sputum, dizziness. 

b. shortness of breath with productive cough.  

c. retrosternal chest pain causing patient to lean forward, progressive dyspnea, 

restlessness. 

d. blood-tinged frothy sputum, periods of apnea, frontal headache. 

 

15. The most common presenting symptom for patent with increased cranial pressure is:  

 

a. dizziness. 

b. blurred vision. 

c. burning eyes. 

d. headache. 
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16. Which of the following would be appropriate to recommend to a patient experiencing  

       ongoing fatigue two months after completing treatment?       

 

A. Take daily naps lasting 45 minutes or more 

B. Establish a plan to conserve energy 

C. Decrease caloric intake 

D. Register to run a 5K. 

 

 17. A patient has been unable to button clothes and has had several falls. Upon assessment,  

       which adverse effect is suspected?  

A.   Dyspareunia 

B.   Failure to thrive 

C.   Peripheral neuropathy 

D.   Anorexia 

 

18. A patient presents with new onset of treatment related dermatitis recommendations would  

      include: 

A. Wearing tight constrictive clothing. 

B. Applying SPF 15. 

C. Taking hot showers. 

D. Using mild soap. 

 

 

19. Which of the following surveillance approaches align best with evidence-based survivorship  

        care? 

 

a. Routine imaging at every follow-up visit regardless of symptoms 

b. Tumor marking testing for all cancer survivors 

c. Symptom-focused history with selective testing based on risk 

d. Annual PET/CT scans for early detection 
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20. Which survivorship care model most effectively balances oncology expertise with  

             comprehensive preventative care? 

 

a. Oncology led model 

b. Primary care led model 

c. Shared care model 

d. Multidisciplinary clinic model 

 

21. Which of the following is considered a late effect of cancer treatment rather than a long-   

             term effect? 

 

a. Peripheral neuropathy beginning with chemo 

b. Fatigue persisting immediately after radiation treatment 

c. Nausea occurring during active treatment 

d. Cardiovascular disease developing years after chest irradiation 

 

22. Why is it important to include routine sexual health discussions during patient visits? 

 

a. Sexual side effects are rare and usually insignificant 

b. Sexual dysfunction resolves without intervention 

c. Patients may hesitate to raise sexual concerns unless prompted by clinicians 

d. Sexual health issues are only relevant during active treatment 

 

 

23. The hospice approach to care involves: 

a. interdisciplinary team.  

b. nursing care 24 hours per day. 

c. undefined time limits. 

d. oncology treatment for eligible patients. 
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24. Hospice services are best paid for by: 

a. the patient. 

b. Medicare. 

c. Medicare, Medicaid, and private insurance companies. 

d. private insurance companies. 

 

Scenario: A woman with non–small-cell lung cancer was initially treated with right lung 

resection and radiation therapy that she completed 3 months ago. She feels well except 

for persistent aching in the right side of her chest with occasional burning pain that has 

increased over the past several weeks. The pain increases if clothing touches the healed 

incision, but areas proximal to the scar are numb to light touch. She is taking 

hydrocodone and ibuprofen, which provide partial relief; however, she requests 

stronger pain relief.  

 

25. Which of the following is the most appropriate to add to his patient’s pain management 

             plan? 

 

a. Nabumetone 

b. Oxycodone (5mg)/acetaminophen (325 mg) every 4 hours, as needed 

c. Meperidine, 50 to 100 mg every 4 to 6 hours as needed  

d. Gabapentin, 100 mg 3 times daily 
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Scenario: A man with prostate cancer and widespread bone metastasis has failed 

hormonal therapy and is being considered for chemotherapy. He is currently taking: 

 

 

 

He reports a pain level of 1/10 to 2/10. He wants to decrease the dose of pain medicine 

due to concern that his pain will worsen in the future, and he will already be taking 

maximum doses. 

26. Which of the following is most appropriate explanation? 

a. Opioids have no ceiling dose 

b. Tolerance limits the amount of opioid that can be taken over time 

c. Taper the controlled-release oxycodone 

d. Switch to intravenous medications 

 

 

Section II Short Answer/Fill in the blank) 

The following items are short answer/fill in the blank. (1 point each) 

 

27. Calculate the corrected calcium based on serum calcium 10.2 and albumin 2.8. 

_______________________ 

28. Calculate the corrected calcium based on the serum calcium 12.8 and albumin 3.4. 

________________________ 

29. Name three foundational skills of the Primary Palliative Care Model 

 

 

Controlled-release oxycodone, 80 mg every 12 hours. 

Ibuprofen, 600 mg 3 times daily; and 

Oxycodone, 15 to 20 mg up to twice daily with no side 

effects 
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