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Utilizing oncology nurse practitioners:  
a model strategy
Traci Young, MSN, RN, ONP
Wilshire Oncology Medical Group, Pomona, CA

When utilized as full members of the healthcare team, oncology nurse practitioners (ONPs) can help meet the 
challenge of maintaining the highest level of quality cancer care as physicians keep pace with patient demand and 
stay abreast of the latest in cancer research. ONPs possess the skills, compassion, patience, and understanding 
of a bedside nurse. They are well versed in the theories of cancer medicine and clinical decision-making. 
Through their graduate school training, ONPs learn to exercise the critical thinking and medical assessment 
skills needed to help care for patients. This article describes the experiences of an ONP in one practice that can 
serve as a model for how these healthcare professionals enhance patient care and practice management.

Practice Survival Skills
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I 
n primary care medicine and women’s 
health, nurse practitioners (NPs) are a fa-
miliar presence. But in the more special-
ized field of oncology, NPs are only slow-
ly gaining popularity and acceptance by 
the medical community. Many physicians 

are still unaware of the qualifications of oncology 
nurse practitioners (ONPs) and of the potential 
benefit of utilizing them. The need for ONPs is be-
coming more urgent as the waiting rooms of medi-
cal oncologists are inundated with newly diagnosed 
cancer patients from an aging population, as an in-
creased number of cancer patients live longer (with 
many maintaining a stable disease status on indefi-
nite treatments thanks to medical advances), and as 
more cancer treatments take place in the outpatient 

setting. If an oncologist/hematologist is willing to 
mentor and nurture his or her NP, the physician 
can establish a valuable partnership in his or her 
practice. 

According to the American Academy of Nurse 
Practitioners, there are 106,000 NPs nationwide. 
Their ranks are growing an average of 5,500 an-
nually. However, only about 2%—or some 2,400 
NPs—are certified in oncology. 

Training and background
NPs usually first receive basic nursing training 

either in an associate’s program or a 4-year degree 
program, which leads to an RN license. NPs and 
clinical nurse specialists must obtain a Master’s de-
gree. Within NP Master’s programs, there are vari-
ous specialties, but the core training includes acute 
care, pathophysiology, pharmacology, research, ed-
ucation, professional issues, and learning to per-
form clinical exams. Those who specialize in on-
cology take additional theory courses pertaining to 
that specialty. All of the clinical training of an ONP 
takes place with oncologists/hematologists and/or 
their existing NPs. 

Presently, there are only 23 programs in the US 
that offer an ONP specialty. This is why many NPs 
practicing in oncology may have clinical back-
grounds ranging from acute care to gerontology, 

An increasing number of oncologists are utilizing 
oncology nurse practitioners (ONPs).

When well trained and properly mentored, ONPs can 
ease physicians’ burden, enhance patient care, and 
improve practice management.

Introducing ONPs to patients as full members of the 
healthcare team increases patient acceptance.

ONPs can be important administrative and research 
partners.

Serving as staff liaisons, ONPs can bridge the gap 
between doctors’ and nurses’ concerns.

ONPs can perform various procedures, as well as counsel 
and educate patients.
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increasing number of NPs in the on-
cology specialty, ONS has further 
delineated the difference between 
advanced oncology certification for 
NPs and for clinical nurse specialists. 
The result is separate AOCNP and 
AOCNS designations. 

Making the ONP your 
practice partner

Understandably, critically ill pa-
tients want the attention of their phy-
sician. But patients who meet ONPs as 
part of the medical team are more ac-
cepting of their role and come to view 
them as a vital resource, asking ques-
tions they’re embarrassed to put to the  
physician for fear of “bothering” him 
or her. Often, patients are concen-
trating so hard on what their physi-
cian is saying, they forget what they 
want to ask and may wish to speak 
with an ONP after their visit for fol-
low-up question-and-answer sessions. 
There will always be difficult patients 
who are adamant about not seeing an 
NP, but often this is because they have 
not interacted with an NP and are un-
aware that many of their concerns can 
be addressed by that person. 

In our practice, we see 15–20 pa-
tients per day, and I am the first per-
son to meet with each new patient. 
I review their records, various histo-
ries (medical, surgical, gynecologi-
cal, family, and social), and introduce 
myself as Dr. Linda Bosserman’s 
practice partner. I explain that I am 
in charge of reviewing their chart and 
cancer diagnosis and will perform a 
physical exam. Then I present the 
new patient to Dr. Bosserman, who 
focuses on treatment options and 
planning with the patient. When a 
patient’s treatment plan is estab-
lished, I explain to the patient that 
since Dr. Bosserman and I are part-
ners, we are each aware of every pa-
tient’s course of therapy, so the next 
appointment may be with either one 
of us. If further treatment decision-
making is required for patients with 
recurrent or progressive disease, they 
usually see Dr. Bosserman. 

Administrative partner
An ONP’s medical expertise is key 

to properly documenting and coding 
treatments in order to bill correct-
ly. Clinical assessment and decision-
making by an ONP mean that, rather 
than bill for a “nursing visit,” the cod-
ing can be billed as a more extensive 
visit requiring evaluation and man-
agement. There is an additional ben-
efit: By providing clinical expertise 
and treating patients prophylactical-
ly, an ONP can prevent hospitaliza-
tions due to severe pain or neutrope-
nia. ONPs also have the writing and 
clinical skills, and first-hand knowl-

family practice, etc. Partnering with 
NPs who have a clinical background 
in something other than oncology is 
beneficial in that they can bring vary-
ing types of skills and experience into 
the practice. For example, an NP with 
a family practice background would 
have additional skills in managing 
patients with comorbidities such as 
cardiac and pulmonary diseases. This 
would translate into familiarity with 
the typical medications and diagnos-
tics associated with managing hyper-
tension, diabetes, and hypercholes-
terolemia, for example. 

NPs are licensed as registered 
nurses by the states and certified by 
all but six states to prescribe medica-
tions to adolescents and adults. (The 
exceptions are Alabama, Florida, Ha-
waii, Kentucky, Missouri, and Texas.) 
NPs may be certified nationally; in 
some states, national certification is 
required in order for NPs to practice 
and bill for Medicare.

Some ONPs are also certified 
by the Oncology Nursing Society 
(ONS) and have the designation of 
Advanced Oncology Certified Nurse 
(AOCN). However, because of the 

What’s the difference between a physician’s assistant  
and a nurse practitioner? 
■ A nurse practitioner (NP) must first be a nurse; physicians’ assistants (PAs) come from 

many backgrounds, including nursing.
■ The medical model in PA training differs from the nursing model and is the same 

approach used for training MDs.
■ All PAs are trained in general medicine (internal medicine, family practice, surgery, 

OB/GYN, pediatrics, psychiatry, etc), whereas NPs are all trained as specialists 
(adult medicine, pediatrics, OB/GYN, etc). 

■ Details of licensing vary by state, with the Nursing Board overseeing NPs and the 
state Board of Medical Licensure overseeing PAs. 

■ All PAs must have an MD in a supervisory role, whereas NPs need to have a 
“collaborating physician” in many states but often can practice independently. 

■ In general, PA students have more hours of supervised clinical practice in their 
training than do NPs. Although there are differences among NP programs in this 
regard, PA programs are fairly standardized, with a year of clinical rotations at 
approximately 40–50 hours per week. 

■ Currently, all NP degrees are at the Master’s level, whereas some PA programs are at 
the Bachelor’s level. But all PA programs will be at the Master’s level by 2006. 

ONPs bring an especially important skill to the oncology specialty—psychosocial assess-
ment, evaluation, and treatment. Psychosocial and holistic care is not part of the medical 
model, and since PAs are trained under the medical model, these aspects of healthcare 
may easily be overlooked.

To send the message that the oncology 
nurse practitioner (ONP) is a respected 
member of the practice, seemingly 
minor details have import: 
■ Include the name of the ONP in the 

clinical directory of the office and on 
the door of the office.

■ Prominently display the ONP’s 
business cards along with those of 
the physicians. 

■ Introduce the ONP to patients as 
your practice partner.
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edge of patient status, to craft letters 
for patients’ work disability. 

In our practice, I’ve also helped to 
customize and create templates for 
our new electronic medical record 
(EMR) system; troubleshoot for the 
nurses, physicians, and office staff; 
and create patient questionnaires on 
the EMR system. All this is accom-
plished without adding hours of work 
for the physician.

Research partner
ONPs are leaders in conducting re-

search, from grant-writing to enrolling 
patients in clinical trials. They take on 
primary roles in research projects from 
quality-of-life assessments, to neutro-
penic risks during chemotherapy, to 
cancer prevention trials such as STAR 
(Study of Tamoxifen and Raloxifene), 
and many other areas. 

In our practice, I discuss clinical 
trials with patients and answer their 
questions about consent forms and 
perform the necessary physical exam 
requirements for a particular proto-
col, whether it’s a fundoscopy, pel-
vic exam, or neurological exam. As a 
satellite site for the National Surgi-
cal Adjuvant Breast and Bowel Proj-
ect’s breast cancer prevention trial, I 
help manage, along with our clinical  
trial department, all STAR patients; I 
conduct all of their follow-up exams, 
manage symptoms, and ensure pa-
tient adherence. I also enroll patients 
in many of our supportive care studies 
for growth factors, quality of life, etc. 
In addition, I serve as a sub-investi-
gator, participating in investigator 
meetings around the country in place 
of our physicians.

Liaison 
ONPs serve as mediators between 

nurses and physicians, and between 
patients and physicians. They are ad-
ept at maintaining the lines of com-
munication and even in assisting with 
“nursing education.” ONPs have the 
time and the skills to explain to their 
fellow nurses the rationale for a new 

treatment protocol, disseminate new 
information about changing trends in 
treatment, and provide explanations 
and clarifications of physicians’ orders. 
Sometimes, the ONP can help by just 
lending an ear to nurses having to deal 
with difficult patients or sometimes a 
difficult physician. 

Because I am not a regular RN or a 
physician, I have insight into the nurs-
es’ difficulties and dilemmas and have 
a camaraderie with them. On the other 
hand, I see and treat patients as a phy-
sician would and also understand the 
MDs’ struggles with decision-making. 
I spend a lot of time with the front 
and back office staff and usually ad-
vise them on what to anticipate so that 
clinics can run smoothly. For example, 
if I know that a follow-up patient is 
being seen to review restaging scans, 
and the medical assistant tells me that 
these scan results are not ready, I in-
struct the assistant to reschedule the 
patient because I know that we need 
the scan results to develop a treat-
ment plan. Typically, the medical as-
sistant would need to ask the physi-
cian whether the patient should be 
rescheduled.

Triage nurse
I usually take all the calls that the 

nurses are unable to handle, in ad-
dition to talking with patients who 
ask specifically for me. Typically, the 
calls from patients are related to new 
symptoms, side effects to new medi-
cations, or questions about a test re-
sult. I also take calls from nurses in 

our other clinic. Many of these calls 
concern patients with new complaints 
that the nurse needs orders for, such as 
blood cultures for fever, growth factor 
for neutropenia, pain medication, or 
treatment reactions. I also take calls 
from the front office about issues with 
clinic scheduling dilemmas (“We’re 
double booked in every time slot, but 
there is a very nervous new patient 
who needs to be seen. Where should 
we put her?”). 

Independent clinic operator
Some ONPs have their own clin-

ic in addition to sharing a clinic with 
their physician. Although NPs can 
practice completely independently of 
the physician, standardized protocols 
agreed upon between NPs and their 
physicians need to be in place. The NP 
must always be in contact with a phy-
sician in case an emergency arises. 

In our practice, my physician 
may be absent in order to lobby in 
Washington, lecture throughout the 
world, or attend meetings. In these 
instances, I see patients in the clin-
ic, triage calls, give orders, and com-
municate any questions I may have 
to my physician by phone. Usually I 
send a list of non-urgent issues via 
e-mail. I usually explain to patients 
expecting to see her that she and I 
reviewed their test results by phone 
or e-mail and have decided on a 
particular plan so that we can start 
treatment without delay. Patients are 
usually satisfied with this explana-
tion. On rare occasions, I may dis-

Roles of oncology nurse practitioners
Practice partner: private or academic, inpatient or outpatient

Administrative partner: documentation and coding 

Research partner: enrolling patients, developing assessment tools, writing new study 
protocols

Liaison: between nurses and physicians, as well as between patients and physicians 

Triage nurse: taking patient phone calls, seeing all walk-in patients, performing chair 
rounds in infusion rooms

Independent clinic operator: practices independently while collaborating with 
physicians on treatment decisions

PRACTICE SURVIVAL SKILLS Young

continued on page 223



 May/June 2005 ■ COMMUNITY ONCOLOGY 223 Volume 2/Number 3

cuss with my physician’s colleagues 
any ideas I am not sure of; they are 
always supportive.

Special skills
There are a number of other ONP 

skills that help meet patient needs, as 
follows:

Psychosocial care

The ONP is almost always called 
upon when dealing with the psychoso-
cial needs of patients. Whether there is 
a social worker or psychologist work-
ing within the practice, the ONP can 
assess, evaluate, and treat the psycho-

social needs of the oncology patient. 
And should the oncologist be the one 
who needs to spend additional time 
with the patient and/or family regard-
ing psychosocial or end-of-life issues, 
the ONP can maintain the clinic, see-
ing other patients on the schedule. 

Patient education

Many research protocols require 
a great deal of explanation; patients 
have many questions concerning treat- 
ment schemas and even the reasons 
for taking part in a clinical trial. The 
ONP can discuss these issues in 
greater detail after the oncologist has 

obtained informed consent. ONPs 
can also help with patients’ follow-
up questions regarding the effects of 
chemotherapy treatments, explana-
tions of restaging scan results, and 
treatment planning. Such questions 
can be too time-consuming for infu-
sion room nurses to address. 

I also spend many hours develop-
ing patient handouts to assist nurses 
with patient education. In addition, 
I have assisted in writing treatment 
guidelines. For example, I wrote an 
anemia treatment tree that explains 
when to start growth factors for ane-
mia, recheck labs, start oral iron, and 

‘B EFORE HIRING ONCOLOGY 
nurse practitioners [ONPs], 
we were drowning in 

work,” says Linda D. Bosserman, 
MD, president of Wilshire Oncolo-
gy Medical Group in La Verne, Cal-
ifornia. “But since taking on ONPs, 
my practice has more than doubled, 
and the satisfaction rates are sky-
high.” Not only do Dr. Bosserman’s 
ONPs share the load, they keep the 
clinic humming while she travels or 
lectures. 

Rescue appeared in the form of 
Tammy Miller, a former oncology 
nurse who had enrolled in UCLA’s 
oncology nurse practitioner program 
and completed her final semester 
in a clinical rotation at Wilshire 
Oncology. 

“As I trained Tammy, she got 
better and better,” says Dr. Bosser-
man, who then hired her. At first 
the other medical oncologists in Dr. 
Bosserman’s practice were skepti-
cal. But her seven partners are now 
believers. Her practice is the largest 
among them. 

ONPs as lifelines
By Idelle Davidson

It’s about time
The volume of work, coupled with 

the complexity of each case and ex-
panding treatment options, all add 
up to patients needing large blocks 
of time. “We try to run on schedule, 
but bad news stops your whole clinic,” 
says Dr. Bosserman, who primarily 
sees breast cancer patients. “We’re not 
going to just tell a patient, ‘Gee, Mrs. 
Smith, your cancer recurred. We’re 
going to give you chemo. Step into the 
chemo room.’ When patients get bad 
news, they feel shocked and numb, 
and they need someone to talk to.”

To train her nurse practitioners 
(NPs) how to deal with such situa-
tions, Dr. Bosserman includes them 
in every patient visit “to hear how I 
talk to patients. How do I tell them 
about their cancer? How do I tell 
them about the pros and cons of che-
motherapy and other treatment op-
tions? How do I give them bad news? 
If we need to transition to hospice, 
how do I introduce the subject? It 
takes time to explain an initial diag-
nosis, deal with an emotional patient, 

explain clinical trials, and end-of-life 
care. We teach and teach and teach, 
and that’s where NPs can help,” says 
Dr. Bosserman.

A great partner
Three years ago, Ms. Miller left 

Dr. Bosserman’s practice for Co-
lumbus Hematology & Oncology, 
a practice in a Mississippi town of 
about 25,000 people. She works 
with John P. Whitecar, Jr., MD, who 
has been practicing since 1970 and 
treats all cancers. “Hiring Tammy 
was a matter of survival,” he says. 
As a solo practitioner, Dr. Whitecar 
was seeing more than 30 patients 
each day. Hiring another physician 
was not an option, he says, because 
of the scarcity of oncologists in his 
state. Dr. Whitecar was impressed 
with Ms. Miller’s experience and 
credentials. “Her knowledge is pret-
ty darn deep,” he says.

Tammy Miller’s successor in Cal-
ifornia is Traci Young. Dr. Bosser-
man says she pays Ms. Young “very 
well” and throws in lots of bonuses. “I 
make sure this is a great job because 
she is a great partner.”

Idelle Davidson is a medical writer based in Los 
Angeles, CA.
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W E OFTEN DO ENCOUNTER pa-
tients who are adamant about 

seeing only the physician. In these sit-
uations, my colleague Tammy Miller 
and I have perfected the following 
technique: We enter the exam room 
and tell patients that we’d like to get 
their visit started so they don’t have 
to wait too long. During this time, we 
ask about any new problems they are 
experiencing, how they’re doing with 
their medications, and whether they 
have any questions. As we’re talk-
ing to them, we perform the physical 
exam. By the time we’ve “started” the 
visit, it’s essentially completed and all 
their questions have been answered. 

At this point, most patients feel 
completely satisfied. They’re pleased 

that their visit is finished, their ques-
tions have been answered, prescrip-
tions written, and follow-up orders 
given to them. At this point, they 
usually decide they don’t need to 
wait and see the physician after all. 
If a patient still wants to see the phy-
sician, at least clinic time and sched-
ules have not been compromised. For 
this patient, the doctor can just walk 
in and say, “Hello, you’re doing great, 
we’ll see you back in 3 months.” 

I’ve used this technique daily 
during the past 4 years, and the re-
sult has been more patient accep-
tance and trust of NPs, smoother 
running clinics, and less stress on 
my physician.

—Traci Young  

When patients resist seeing  
a nurse practitioner
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anemia treatment tree that explains 
when to start growth factors for ane-
mia, recheck lab results, start oral 
iron, and increase or decrease doses. 
Having materials of this sort to give 
patients helps nurses streamline pa-
tient care and standardize some of the 
protocols for all of our six offices. 

Performing procedures

The technical skills of an ONP are 
limited only by his or her experience 
and by what the oncologist is willing 
to teach. Most ONP programs teach 
bone marrow biopsies and aspira-
tions, insertion of central lines, and 
lumbar punctures, as well as perform-
ing Pap smears and pelvic and digital 
rectal exams. The spectrum of techni-
cal skills varies widely, of course. 

I perform bone marrow biopsies/
aspirations, pelvic exams, prostate ex-
ams, and administer chemotherapy 
via an Ommaya reservoir. On rare oc-

casions, I may be called upon to start 
a peripheral IV line. I have not had 
any patient refuse any of the proce-
dures that I perform. I’ve learned that 
confidence is reassuring to patients. If 
I walk into a room and tell patients 
exactly what they need to know and 
what my plan is for them and what 
needs to be done, they are usually re-
ceptive and appreciative.

In summary, an increasing number 
of community oncologists are incor-
porating ONPs into their practices. 
Many oncologists view NPs as part-
ners, serving the needs of patients. 
By supporting ONPs through train-
ing and collaboration, community on-
cologists can enhance and build their 
practices.
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