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Abbreviations 
CDU: Chemotherapy Day Unit 

VCDU: Virtual Chemotherapy Day Unit 

CNC: Clinical Nurse Coordinator 

PSC: Patient Service Clerk 

EFT: Equivilant Full Time 

SVHM: St Vincent’s Hospital Melbourne 

PAS: Patient Administration System 

MRO: Medical Records Online 

MOSAIQ: Chemotherpay prescribing platform 

MM: Multiple myeloma 

CC@H: Cancer care at home 

  



 

[Project title] Final Report 

4 

Contents 
Contents............................................................................................................................ 4 

Main Messages................................................................................................................ 5 

Executive Summary ....................................................................................................... 5 

Project Report ................................................................................................................. 6 

Section 1: Background ..................................................................................................... 6 

Section 2: Methodology.................................................................................................... 6 

i. Aim ............................................................................................................................. 6 

ii. Objectives .................................................................................................................. 6 

iv. Scope ......................................................................................................................... 6 

v. Governance ............................................................................................................... 7 

Section 3: Implementation 

Section 4: Results ............................................................................................................. 8 

Section 5: Discussion ..................................................................................................... 12 

i. Summary of Key Findings ....................................................................................... 12 

ii. Issues & Challenges ................................................................................................ 12 

iii. Lessons Learnt ........................................................................................................ 13 

iv. Conclusion ............................................................................................................... 13 

Section 6: Future Directions .......................................................................................... 13 

i. Sustainability .................................................................................................................. 13 

ii. Recommendations......................................................................................................... 13 

Section 7: Overview of Project Impact ......................................................................... 14 

i. Impact of Project ............................................................................................................ 14 

References .....................................................................................................................15 

Appendices/Attachments ...........................................................................................17 

Acknowledgements ...................................................... Error! Bookmark not defined. 

  



 

>Project title< 
5 

 

Main Messages 
MM is a complex haematological malignancy which requires constant treatment and supportive care 

therapies. SVHM must adress the impacts to quality of life receiving these therapies has on individuals 

and families. Keeping patients and families out of hospital, improving access to treatment at home, whilst 

promoting contact with expert nurses is key for promotion of quality of life.  

The Virtual CDU uses a nurse-led clinic backbone to facilitate real time pre-treatment assessment, 

positive identification, supervision of administration and disposal, as well as expert follow up education 

and support.  

Integration with hospital systems has created a sustainable and sophisticated model which facilitates 

smooth patient flow into and out of CDU. 

Over 29 patients have benefit from the new model of care during the 36 week pilot phase.  

  

 

Executive Summary 

 

Myeloma is an incurable haematological malignancy, which requires frequently constant treatment and 
supportive care. Increasing efforts are being made to improve patient quality of life by increasing access 
to treatment at home. Nurses are essential in the management of information, assessment, and 

management of SE of treatment. Myeloma treatment and supportive care makes up over half of our 
patient outpatient treatment in the CDU. 
 

Patient self-administration of the treatment Bortezomib and the supportive care immunoglobulin therapy 
has reseach to support safety. SVHM, like many organisations, lacked sophisticated models of care and 
resources to support sustained self-administration of these and potentially other subcutaneous 

medications. The Virtual CDU was developed, and has succesfully addressed this problem.  
 
A Nurse-led telehealth clinic backbone supports real time supervision and support of patient sel f-

administration of treatment and/or supportive care. The VCDU has purposefully addressed gaps which 
exist between the CDU and self-administration models of care. There is no reduction in expert nursing 
contact or support for people who self-administer treatment at home. The VCDU mirrors the back-end of 

the CDU, with full PAS/MRO/MOSAIQ integration allowing seamless visability and movement from 
CDU/VCDU. Expert nurses with EFT backfill have facilitated valuable education, created cultural change, 
sustained recruitment and delivered safe patient treatment. 

 
During a 9 month (36 week) pilot phase, the VCDU ran 1 day per week. The clinic aims to see a 
maximum of 5 patinets per day, which was reached and sustained. A total of 26 patints attended the 

VCDU 116 times, creating 178 hours of equivilant CDU capacity. There were no additional adverse 
events or un-enrolements related to the model of care. 
 

Patient experience feedback was positive, with 100% of paticipants recommending the service to others. 
Organisatonal recognition of improvement and innovation was received, with the team a finalist in the 
2024 SVHM excellence awards. The success of the model has driven further policy development and 

expansion and innovation in patient-self delivery of other treatments.  
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Project Report  

Section 1: Background 

Myeloma makes up over half of SVHM outpatient treatments.  

Most patient reside outside our CC@H catchment. 

Bortezomib has remained a key therapy in NDMM and RMM 

T-Cell directed therapies have increased the demand for Ig replacement 

Self-administration of subcutaneous Bortezomib and Ig have much research to support safety but lack 

sophisticated models of care to sustain patient recruitment, and provide a platform to support SC 

treatments of the future. 

Section 2: Methodology 

i. Aim 

The VCDU aims to optimise the current self-delivery model of care for people with Myeloma at St 

Vincent’s Public Hospital Melbourne, specifically:  

Reduce gaps between nurse-administration and self-administration. 

Facilitate benefits of self-administration, without loss of expert nursing support.  

Decrease time and financial toxicity of eligible treatments.  

Improve assessment and safety with telehealth supervision.  

Recruit new patients though creation of a sustainable business model.  

Improve the capacity of the chemotherapy day unit (CDU). 

 

ii. Objectives 

Recruit 50/50 anti-cancer treatment and supportive care 

Sustain treatment schedules 

Reduce hospital attendance by 75% - 100% for eligible treatments 

See additional expansion of objective outcomes in results. 

 

iii. Scope 

Initial scope: patients with MM on standard of care velcade based regmines, or Ig replacement.  
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iv. Governance 

Project Lead and second 

Laura Wells and Rebecca Taylor-Marshall 

 

Steering committee 

Steering committee – to guide clinical practice and policy development. To use as an enabler 

when implementing new practice, as well as optimise patient recruitment. 

Clinical Haematology representative: Hang Quach and Shirlene sim 

Cancer Services leads: Jane Taylor and Melisa Darby  

NUM CDU: John McPherson  

Pharmacy representative: Shaun O’Connor  

Myeloma CNCs: Laura Wells or Rebecca Taylor-Marshall  

WCMICS representative: Michael Barton 

PSC Representative: Katie Butterworth 

 

Expert Working Group 

Expert nursing group, to inform current clinical practice and aid policy development, as well as 

aid creation of patient material and inform assessment of context, analysis of barriers and 

enablers. 

NUM CDU: John Mcpherson 

Ig nurse expert: Meg Kelliher 

Myeloma CNCs: Laura Wells and Rebecca Taylor-Marshall 

SURC nurse representative: Menila Daniel and Jessica Robertson  

Mosaiq Nurse: Cam Brent 

Administration representative: Katie Butterworth 

Consumer Representatives from Day treatment centre: for review of patient material via usual SVHM 

communications review pathway. 
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Section 3: Implementation 

The myeloma nurse team reviewed current model of care, specifically sustainability barriers and 

workflow differences, then benchmarked against other similar models of care.  

A quality improvement project was proposed and supported by haematology and nursing leadership. A 

Western and Central Melbourne Integrated Cancer Service grant and a successful business case funded 

the project lead and VCDU clinical nurse. 

Multidisciplinary steering committee and expert nursing group oversaw pre-pilot setup of model of care, 

inclusive of all patient facing material and organisational deliverables, the physical clinic, and full 

integration of hospital systems. 

There was a 4 month gap between the pre-pilot and pilot phase due to both HREA application delays, 

and SVHM new role business case delays.  

The Virtual CDU business case uses active VINAH referrals and billing for CNC-led haematology clinics 

using billing code 40.48. 

Education and training of key stakeholder teams including heamatology, pharmacy, nursing team, 

administration team, took place during this gap. 

A 9 month pilor phase followed, ending with a sustainable and ongoing care opton for patients.  

Steering committee meetings were held initially every month during the pre-pilot phase, then every 2-3 

months throughout the pilot phase. 

Patient satisfaction surveys were electronically sent and collated with the assistance of PSC teams. 

Expansion planning has been positive, with the main limitation being the limited physical capacity of the 

clinic to recruit further patients. 

The project has been shared via hospital communications platforms to the community, and has been 

formally presented at 2024 National haematology conferece Blood with positive feedback. Further 

invitations to present this work to local nursing specialist teams, and other major metropolitan hospitals 

followed. 

 
 
 



 

>Project title< 
9 

 

 
 

 



 

[Project title] Final Report 

10 

Section 4: Results 

Running each Friday for 36 weeks as of 1/11/24, the VCDU has successfully transitioned 26 patients out 

of the CDU, with many more planned. 116 VCDU attendances created 178 hours of treatment capacity in 

the CDU. No mode of care related adverse events or clinical incidents have been notes thus far.  

Eligible treatments include bortezomib and subcutaneous immunoglobulin. Whilst initially myeloma 

focused, eligibility expanded as immunoglobulin therapy crosses haematology streams.  

 

Treatment protocols have been sustained, with all patinets able to continue planned treatment regimen 

where clinically indicated.  

The longest sustained Velcade treatment regimen is 9 months thus far – the entirety of the VCDU 

running time. 

1x patient had treatment suitably withheld after virtual assessment due to treatment SE.  

1 x patient became ineligible to continue due to carer status change.  

1 x patient discontinued treatment (unrelated to VCDU).  

1x Velcade patient declined to self-administer, all other eligible velcade patients were successfully 

enrolled inot VCDU.  

 

The model of care has supported patients of mixed ages and demographics. The model has supported 

patients of NESB and patients who identify as first nations.  The model has supported elderly patients, 

and younger patients. The model has been accessed by traveling patients, as far as interstate.  

 



 

>Project title< 
11 

 

 

 



 

[Project title] Final Report 

12 

Section 5: Discussion 

i. Summary of Key Findings    
The VCDU met the projected 7x aims and objectives, as outlined in the original project plan as below: 

 

Met: To enhance the contact between the patient with myeloma, and the expert myeloma nurse.  

 

Met: To create a safe and effective virtually supervised self-administration model of care, for the anti-

myeloma therapy Velcade, and the supportive care medication SCIg. 

 

Partially Met: To complete the selected patient reported outcome measurement tool for at least 70% of 

the nurse-patient virtual assessments during the pilot.  

To note: PROMs were used only where clinical assessment indicated this would be additionally 

beneficial, n=1. Lack of electronic PROM integration into MOSAIQ platform made this challenging.  

 

Met and exceeded,: To complete at least 8 full cycles of Velcade based therapy, across varied patients, 

during the pilot. This is equivalent to a minimum of 24-32 individual doses of subcutaneous only Velade 

therapy days delivered during the pilot.  

Total 53 individual doses of velcade delivered. 

 

Met and exceeded: To complete at least n = 8 doses of SCIg during the pilot phase. 

n = 24 patients tranitioned from CDU > VCDU for weekly SCIg. 

 

Met: To enrol 8 hours’ worth of treatment into the virtual chemotherapy day unit chair by the end of the 

Pilot phase. Daily n = 5 , OR equivalent to the physical chemotherapy day unit allocated times for each 

therapy, noting routine treatment times and break times.  

n= 4 (per clinic day) met by week 10 and sustained. 

n = 5 (per clinic day) met by week 30, and sustained until present 

 

Met: To decrease demand on chair capacity of CDU for treatment on this patient group which will free up 

capacity for other treatments. 

ii. Issues & Challenges 

Nursing resources: backfill of VCDU is dependant on specialist trained staff avaliability.  

Clinical Trials: Standard of Care trial regimen arms are ineligible for model of care. This issue is 

essential to address in home delivered models of care, as clinical trial recruitment increases.  

Demand for Scig: There is a high demand for SCIg, which competes with the aims of the VCDU. 

Recruitment balance between anti-cancer treatment and SCIg is challenging. 

Patient Fluctuation: Dosing of anti-cancer treatments fluctuates, which can be challenging to forward 

plan.  
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iii. Lessons Learnt 

 

Ideally staff trained to backfill will have ability to pickup supplimentry shifts without impacting concurrent 

CDU role. 

Designated EFT and role facilitates sustained patient recruitment.  

Virtual assessment capabilities is usful for improved assessment of treatment related toxicities,  like 

peripheral neuropathy and site reactions. 

The virtual clinic should be run from within the cancer clinic area if possible, for ease of access to support 

staff and the multidisciplinary team. 

 

iv. Conclusion 

 

The Virtual CDU uses a nurse-led clinic backbone to facilitate real time pre-treatment assessment, 

positive identification, supervision of administration and disposal, as well as expert follow up education 

and support.  

Integration with hospital systems has created a sustainable and sophisticated model which facilitates 

smooth patient flow into and out of CDU. 

 

Section 6: Future Directions 

i. Sustainability 

 

Early success of model of care has facilitated innovative work into delivery of Daratumumab via self-

administration, and exciting future development in patient centred care for people with Myeloma. At this 

time we are close to being able to recruit our first daratumumab patient. The model is suitable to support 

the addition of various SC delivered therapies for various malignancies. 

Chemotherpay reference group VCDU medication addition application creation facilitates this process 

with suitable clinical governance. 

ii. Recommendations 

 
VCDU team to create a suite of medications which can be administered using the VCDU platform by 

expert cancer nurses 

As medications are added, patient information and resources will need creating also. This process 

should be straighfrward using the backbone of the patient resources which exist to support the current  

medications. (1x pre-compounded, 1 x requires drawing up) 

As treatment availability grows, recruitment can increase. Expansion of EFT may be considered.  

Expansion of EFT may require suitable oversight by ANUM/Care coordinator, with Myeloma CNC EFT 

limited to be able to support this. 
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Section 7: Overview of Project Impact  

i. Impact of Project 

New model of care option for Myeloma patients. 

Reduction in patient hospital attendance for eligible treatments from 75% - 100% 

Reduction in patient cost of treatment from $10 - $350 per attendance (patient reported) 

Reduction in time spent receiving treatment by 2.75 - 4.75 hours per attendance (patient reported) 

No reduction in nursing contact per treatment attendance. 

Creation of 178 hours of equivilant CDU capacity over 36 VCDU days. 
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