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Learning From Disaster:  
Patient Safety and the Role of Oncology Nurses

David G. Glenn, RN, MS

When the Oncology Nursing So-
ciety (ONS) was almost exactly 
half its present age, in Novem-

ber 1994, a Boston Globe health colum-
nist named Betsy Lehman was admitted 
to the Dana-Farber Cancer Institute in 
Boston, Massachusetts, to receive an in-
vestigational regimen for breast cancer. 
Her treatment ended in disaster. In one 
of the most notorious patient safety fail-
ures of modern times, Lehman was given 
severe overdoses of cyclophosphamide 
during a four-day period. On each of 
those four days, nurses, physicians, and 
pharmacists at Dana-Farber failed to no-
tice that Lehman was receiving doses four 
times greater than the intended amount 

(Aspden, Wolcott, Bootman, & Cronen-
wett, 2007). Lehman died of cyclophos-
phamide toxicity on December 3, 1994.

The Dana-Farber errors, together with 
the international patient safety move-
ment they helped spawn, have profound-
ly shaped oncology nursing during the 
past two decades. Although ONS began 
publishing chemotherapy administration 
guidelines as early as 1984 (ONS, 1984), 
the widespread publicity surrounding 
Lehman’s death gave new urgency to the 
project of standardizing and improving 
safety protocols. 

In the immediate aftermath of the Dana- 
Farber incident, oncology nurses may 
have feared that they would be distrusted 

by hospital administrators, and that they 
would be forced to work robotically ac-
cording to safety checklists over which 
they had no control. At many institutions, 
however, something close to the opposite 
happened—oncology nurses’ voices were 
taken more seriously, not less. Healthcare 
organizations have recognized that nurs-
es, because they are at the bedside more 
than any other profession, are in a unique 
position to detect, analyze, and correct 

systemic threats to the safety of patients 

with cancer. In 1995, nurses, physicians, 

and pharmacists at Dana-Farber worked 

collaboratively to devise new safety proto-

cols, with the recognition that only strong 

interprofessional communication and 

respect can prevent lethal errors (Conway 

et al., 2006). Similar safety collaborations 

were created in the mid-1990s at Yale-

New Haven Hospital in Connecticut, the 

Children’s Hospital of Philadelphia in 

Pennsylvania, and dozens of other institu-

tions—in some cases, with the assistance 

of the Institute for Healthcare Improve-

ment (Fischer, Alfano, Knobf, Donovan, & 

Beaulieu, 1996; Womer et al., 2002). 

The culmination of this interprofes-

sional safety work was the creation of 

the American Society of Clinical Oncol-

ogy (ASCO)/ONS Chemotherapy Admin-

istration Safety Standards, which were 

published in 2009 and revised in 2012 

and 2013 (Jacobson et al., 2009, 2012; 

Neuss et al., 2013). The standards are 

still relatively young, and institutions 

continue to learn how best to use them in 

the service of patient safety. For example, 

in the Allegheny Health Network in Penn-

sylvania, a multidisciplinary committee 

painstakingly translated the ASCO/ONS 

recommendations into new hospital-level 

standards of practice (Vioral & Kennihan, 

2012). Meanwhile, at Yale-New Haven  

The widely publicized chemotherapy error that led to a 
journalist’s death in 1994 caused great sorrow among on-
cology nurses and catalyzed two decades’ worth of effort 
to improve patient safety. The situation taught oncology 
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disciplinary protocols and interprofessional communication 
are essential to preserving patients’ well-being. These 
patient safety efforts, along with parallel efforts to improve occupational safety in 
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At a Glance
• The Oncology Nursing Society has played a key role in the creation of guidelines

and protocols to prevent patient safety errors.
• Guidelines and protocols are vital in the protection of oncology nurses’ own safety.
• Workplace structures and processes—not just individual nurses’ behavior—must

be addressed to promote safety.

David G. Glenn, RN, MS, is a bedside nurse on the blood and marrow transplantation unit at the Uni-
versity of Maryland Medical Center in Baltimore. The author takes full responsibility for the content of 
the article. No financial relationships relevant to the content of this article have been disclosed by the 
author or editorial staff. Glenn can be reached at david.glenn@umaryland.edu, with copy to editor at 
CJONEditor@ons.org.

Key words: chemotherapy; communication; multidisciplinary collaboration; safe handling; standards and 
guidelines

Digital Object Identifier: 10.1188/15.CJON.155-156

Safety David G. Glenn, RN, MS—Associate Editor

S
in

gl
e-

us
er

 li
ce

ns
e 

on
ly

. C
op

yr
ig

ht
 2

02
1 

by
 th

e 
O

nc
ol

og
y 

N
ur

si
ng

 S
oc

ie
ty

. F
or

 p
er

m
is

si
on

 to
 p

os
t o

nl
in

e,
 r

ep
rin

t, 
ad

ap
t, 

or
 r

eu
se

, p
le

as
e 

em
ai

l p
ub

pe
rm

is
si

on
s@

on
s.

or
g.

 O
N

S
 r

es
er

ve
s 

al
l r

ig
ht

s.



156 April 2015  •  Volume 19, Number 2  •  Clinical Journal of Oncology Nursing

Hospital, an interprofessional team of nurs-
es, physicians, and pharmacists created 
new protocols for responding to accidental 
chemotherapy overdoses (Nelson, Moore, 
Grasso, Barbarotta, & Fischer, 2014).

Not all patient safety challenges in on-
cology have to do with chemotherapy, of 
course. Oncology nurses have sought to 
improve practices related to fall hazards 
(Overcash & Beckstead, 2008), lymph-
edema (Ridner, 2002), and central line 
infections (Horvath et al., 2009), among 
other problems. Scholars also have ex-
amined oncology nurses and “failure to 
rescue”—that is, the failure to notice and 
respond to postsurgical complications 
and unexpected oncologic emergencies 
(Friese & Aiken, 2008).

Some strands of safety research since 
1995 have looked not at specific hazards, 
but at how systemic features of health-
care delivery affect the overall safety of 
patients with cancer. Researchers have ex-
plored the relationship between nurse-pa-
tient ratios and the well-being of patients 
with cancer (Friese, 2005). Others have 
studied the effects of nurse fatigue and 
12-hour shifts (Berger & Hobbs, 2006). 

Alongside the efforts to improve pa-
tient safety have been projects designed 
to protect oncology nurses. Occupational 
exposure to chemotherapy has been 
associated with chromosomal damage 
(McDiarmid, Oliver, Roth, Rogers, & 
Escalante, 2010), spontaneous abortion 
(Lawson et al., 2012), and impaired fer-
tility (Fransman et al., 2007). The fed-
eral government issued guidelines in 
2004 (National Institute for Occupational 
Safety and Health [NIOSH], 2004) for the 
safe handling of antineoplastic drugs. In 
a series of studies, however, Polovich 
and Martin (2011) and Polovich and Clark 
(2012) demonstrated that oncology nurs-
es have relatively low awareness of the 
NIOSH recommendations and that they 
often fail to follow best practices when 
using personal protective equipment.

The effort to promote oncology nurses’ 
occupational safety has important paral-
lels with the struggle to promote patient 
safety. Occupational and patient safety are 
strongly tied to workplace structures and 
processes. For example, Friese, Himes-
Ferris, Frasier, McCullagh, and Griggs 
(2012) found that outpatient oncology 
nurses are less likely to experience der-
mal or eye exposure to chemotherapy if 
they work in settings that they perceive 

to have adequate staffing and resources. 
Similarly, Polovich and Clark (2012) found 
that nurses are more likely to use the cor-
rect precautions if they report that their 
workplace has a strong safety climate and 
that they face few barriers to obtaining 
and using personal protective equipment. 
Such structural characteristics of the 
nursing environment must be analyzed 
systemically and cannot be addressed 
simply by imploring individual nurses to 
follow better safety practices.

Maintaining Urgency
Twenty years after Lehman’s death, how 

much progress has been made in patient 
safety? The evidence is mixed. In a report 
by Levinson (2010), the Department of 
Health and Human Services Office of In-
spector General estimated that, in a single 
month, 134,000 Medicare beneficiaries 
experienced adverse events in hospitals, 
of which about half were preventable. 
Better news arrived when the Agency for 
Healthcare Research and Quality (2014) 
estimated that certain hospital-acquired 
conditions, including adverse drug events, 
had declined by 17% in U.S. hospitals from 
2010–2013. Even if that estimate is broadly 
accurate, however, that would still suggest 
that more than 100,000 Medicare ben-
eficiaries continue to experience adverse 
events in a typical month.

ONS and its partner organizations can 
take pride in the steps that have been 
taken since 1994 to develop strong pa-
tient safety protocols in oncology. How-
ever, much work remains to be done, 
including the further development of 
interprofessional simulation exercises to 
prepare staff members for rare emergen-
cies, standardized rules for reporting 
and analyzing near-miss incidents, and 
improving safety during patient handoffs 
and discharges. Above all, healthcare 
organizations must maintain the same 
sense of urgency that the Dana-Farber 
Cancer Institute embraced after the trag-
edy of 1994. 

As the safety pioneer Lucian Leape, MD, 
said in a 2001 interview, “When people 
see that leadership is serious and change 
actually results, reporting of errors has 
gone up 20-fold or more. The atmosphere 
changes to a positive environment. Errors 
become an opportunity for improvement; 
morale increases, and staff work more ef-
fectively” (Buerhaus, 2001, p. 77).
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