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PODIUM ABSTRACTS

ADVANCED PRACTICE

POST-GO-LIVE SURVEY ASSESSMENT

OF REAL-TIME TRANSPLANT SEPSIS RISK
MODEL DEPLOYMENT

Cameron Carlin, MS, City of Hope National Medical
Center, Irwindale, CA; Monica Munaretto, MSN, RN,
OCN®, City of Hope, Duarte, CA; Jesee Castro, RN,
BSN, City of Hope, Duarte, CA; Sanjeet Dadwal,

MD, FACT, FIDSA, City of Hope, Duarte, CA; Ryotaro
Nakamura, MD, City of Hope, Duarte, CA; Nasim
Eftekhari, MS, City of Hope National Medical Center,
Duarte, CA

Sepsis is a leading cause of death in HCT recipients
post-transplant. It is difficult to detect sepsis with
commonly used models and tools in these patients,
as sepsis presentation may be different from gener-
al patient population. A sepsis predictive model was
trained and evaluated retrospectively on data for this
population at City of Hope National Medical Center,
which was then integrated with Epic workflows and
best practice advisories (BPAs). The predictive model
and BPAs were implemented for early identification
of moderate and high-risk transplant populations.
These workflows went through standard approval and
testing processes, including Epic, nursing and clinical
councils, as well as functional and user acceptance
testing. Following these approvals, the BPAs were
deployed alongside a real-time modeling infrastruc-
ture in June 2020. Technical measures of the system,
such as frequency of BPAs and model accuracy, were
tracked via Epic reporting, but additional research
was necessary to understand qualitative understand-
ing and acceptance of the system. Performance of the
model and Epic workflows were evaluated via sur-
veys distributed via RedCap. Surveys were distribut-
ed to all clinical staff that had received at least one
BPA since go-live (June 2020). The survey was open
for one month for response. Questions were related
to recall, feedback, and comprehension of the Sepsis
Risk system. Questions were on a scale of 1-5, indi-
cating whether they strongly disagreed, disagreed, felt
neutral, agreed, or strongly agreed with the prompt.
892 doctors, nurses, and researchers received at least
one BPA since go-live. 92 individuals responded to the
feedback survey. Of the 92 respondents, 54 recalled
seeing the BPA in the last year. Responses on ques-
tions related to overall system feedback ranged from
amean of 3.04 to 3.56 (N=54). Responses on questions
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related to system comprehension ranged from 3.64
to 4.28 (N=54). Feedback regarding the model was
generally positive and provided honest information
regarding acceptance and understanding. This sur-
vey research will guide model updates going forward,
including BPA lockout times, BPA targeting by role
or department, BPA content and actions, and model
performance. Acute care machine learning implemen-
tations are novel, and evaluation of workflows with
clinical staff are crucial to optimizing user experience
with these clinical applications.

USING HUMAN-CENTERED DESIGN

TO CREATE A CULTURALLY TAILORED
TEACHING TOOL PROTOTYPE TO IMPROVE
ENGAGEMENT OF AFRICAN AMERICANS

IN CLINICAL TRIALS

Clara Granda-Cameron, DrNP, CRNP, ANP-BC, AOCN®,
Jefferson College of Nursing, Philadelphia, PA;
Jeannette Kates, PhD, APRN, AGPCNP-BC, GNP-BC,
Thomas Jefferson University, Philadelphia, PA; Lisa
Whitfield-Harris, PhD, MBA, RN, Thomas Jefferson
University, Philadelphia, PA; Jessica Lenzo, BSN,

MPH, RN, Hospital of the University of Pennsylvania,
Philadelphia, PA

African Americans (AAs) have the highest rates of
morbidity and mortality in the U.S. for major diseas-
es including cancer, yet their underrepresentation in
clinical research trials (CRTs) deprive them of the
benefits of relevant research findings. Historically
rooted in racism and discrimination, known barri-
ers to participation of AAs in CRTs include mistrust
and lack of education. To overcome these barriers,
previous study participants recommended educat-
ing the AA community on clinical trials using digital
technology. The purpose of this study was to design a
prototype of a culturally-tailored, web-based, clinical
trials teaching tool for AAs. This qualitative explor-
atory study used human-centered design to develop
a teaching prototype on CRTs. Using design thinking,
the researchers and a graphic designer conducted
interviews and focus groups with AAs to co-create
graphics and content for the prototype. The inter-
views focused on the participants’ knowledge-seeking
preferences, attitudes towards CRTs, and recommen-
dations to increase engagement in CRTs. Using an it-
erative process, the focus groups provided feedback
on each prototype. Data were analyzed using constant
comparison analysis within a design thinking context.
A Community Advisory Board guided and provided
feedback on tool development. Twenty three indi-
viduals completed 17 interviews and 7 focus groups.
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Five themes emerged: communication with doctors,
education, racism, trust/mistrust, and learning pref-
erences. Themes formed the basis to the initial pro-
totype. Four prototypes were created based on par-
ticipants’ insights regarding amount of information,
color patterns, historic research events (i.e. Tuske-
gee), pre-clinical information, patient testimonials,
post-research information, and branding. Previous in-
terventions to increase enrollment in CRTs have had
limited success due, in part, to not addressing deep
cultural issues and not involving the community in
solutions. The design thinking approach in this study
prioritized empathy, a comprehensive understanding
of what was important to participants regarding CRTs.
The final outcome was a web-based teaching tool pro-
totype co-created with AAs for their community. This
study used a novel approach combining human-cen-
tered design and qualitative exploratory research.
Design thinking orientation brought the community’s
voice to the table and built an innovative intervention
to address low participation in CRTs. This prototype
has the potential to be an important contribution
to the improvement of health communication using
health information technology, a high-priority issue
by Healthy People 2030.

CANCER PREVENTION WITH TELEHEALTH
CASCADE GERMLINE GENETIC TESTING:
MAKING IT A FAMILY AFFAIR

Suzanne Mahon, DNS, RN, AOCN®, AGN-BC, FAAN,
Saint Louis University, St. Louis, MO

Cascade testing is the provision of germline genetic
testing for an identified familial pathogenic variant
to disease-free relatives to clarify risk for developing
malignancy. 50% of first-degree relatives are estimat-
ed to carry a pathogenic variant. Barriers to cascade
testing include cost, insurance constraints, and con-
fidentiality laws. The burden of informing relatives
about test results and their implications falls on the
patient. A no-cost to patient program is an approach
to implementing cascade testing. Some laboratories
offer free testing to family members for 3-5 months
after a pathogenic variant is detected. To purpose of
this project is to describe the impact of telehealth on
cascade testing utilization. A retrospective chart re-
view comparing the number of individuals who had
cascade testing in 2019 (in-person counseling) and
2021 (telehealth) in a midwestern university heredi-
tary cancer program using descriptive statistics was
completed. Constants included that all patients were
instructed to notify family members of the availabili-
ty of cascade testing at the time of results disclosure
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as well as in the letter each patient received outlining
recommendations for care and how relatives could
access testing. During 2019 there were a total of 606
new patients with a 32.67% increase to 804 new pa-
tients in 2021. In 2019, 96 of these new patients were
for cascade testing and in 2021, there were 351 new
patients for cascade testing; an increase of 265.62%
over 2019 when all services were in-person. In 2019,
22 (23%) of the patients established care in the sys-
tem; in 2021, 121 (34%) established care in the system.
Protocols for informing patients about the availability
and importance of cascade testing did not change, but
telehealth did make cascade testing more accessible
for patients. Although a patient may not immediately
see the value of cascade testing or be willing to drive
a distance or take a day of vacation for an in-person
appointment, they were willing to take a call and
complete the testing. It is not clear if the uptake of
cascade testing would be as high if there had been
charges for the pre- and post-test counseling. Future
studies should evaluate this as well as downstream
revenue generated by new patients who often require
extensive screening and prophylactic surgery to fur-
ther evaluate the value of no-cost telehealth cascade
testing.

AN INNOVATIVE APPROACH TO LUNG
CANCER SURVIVORSHIP CLINICS

Cassie Walker, APRN-CNP, The James Cancer
Hospital, Columbus, OH

An estimated 384,000 survivors of lung cancer living
in the United States. Institutions are struggling with
the development of clinics to serve this population.
Our goal for the development of the survivorship clin-
ic is to deliver treatment essential to the survival and
future health of patients with surgically resected lung
cancer. Dedicated Thoracic Surgery Advanced Practice
Providers run this clinic independently We intend to
bridge the gap between the thoracic surgeon and the
referring physician by serving as a patient advocate
and physician liaison. The purpose of this project is to
provide survivorship care in a disease specific clinic all
by Advanced Practice Providers. Patients experience
a one hour, face to face session to review surveillance
scans and be provided with a Survivorship Care Plan
by Thoracic Surgery specific APPs. Patients complete
a “distress” tool prior to their clinic appointment to
focus on areas of need. In order to capture the four ar-
eas of distress most common in surgically resected pa-
tients; smoking cessation, fear of recurrence, changes
in respiratory function, and pain we use the Patient-Re-
ported Outcomes Measurement Information System
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(PROMIS 43) and Dyspnea Short forms, in addition to
a Patient satisfaction survey at the completion of the
visit. Based on the results of the surveys, referrals are
placed to aid in improving and promoting health. The
Lung Cancer Survivorship Clinic launched in February
of 2019, since that time 189 patients have been seen.
Patient satisfaction survey results indicate 99% of pa-
tients would recommend this service to other cancer
survivors. In addition, patients reported feeling that
their medical, emotional, spiritual, and psychosocial
concerns are addressed at these APP lead visits. Our
goal is to challenge the status quo; to seek a more ef-
ficient and effective way to deliver survivorship care
using APPs. We are helping patients navigate the next
phase of their disease -living well after cancer. With
this new model we have been able to prioritize attend-
ing clinics for pre-operative, post-operative, and new
patient visits, thereby improving efficiency, staffing,
and decreasing wait times for new oncology patients.
By having thoracic surgery specific APPs provide these
specialized survivorship visit, the patients disease spe-
cific needs are met in a way they would not be in a gen-
eral survivorship clinic.

CLINICAL PRACTICE

INTRODUCING ANTISEPTIC BARRIER CAP
USE TO OUTPATIENT ONCOLOGY NURSING
Suzie Allen, MSN, APRN, AGCNS-BC, AOCNS®, OCN®,
Winship Cancer Institute of Emory Healthcare, Mariet-
ta, GA; Modupeola Adebayo, DNP, MSN, RN, Georgia
State University, Atlanta, GA; Miranda Hawks, PhD,
RN, CNL, Georgia State University, Atlanta, GA
Oncology patients use approximately five million
CL annually with a 12%-40% mortality rate. This
places them at higher risk for central line associated
bloodstream-associated infections (CLABSI), lead-
ing to significant morbidity and mortality. The ABC,
SwabCap, is a CL maintenance bundle intervention
which can prevent CLABSI by bathing the connector
hub with 70% isopropyl alcohol for 7 days. The aim
of the project is to enhance oncology nurse’s knowl-
edge, confidence level, and ease-of-use in applying an
antiseptic barrier cap (ABC) to central lines (CL) in
the outpatient oncology setting. A Doctor of Nurs-
ing Practice (DNP) student developed and imple-
mented an education module with a SwabCap pilot
utilizing the plan, do, study, and act (PDSA) quality
improvement (QI) framework in a Southeast U.S.
outpatient oncology center. The PDSA was combined
with a pre-test/post-test design to determine the ef-

4 ONCOLOGY NURSING FORUM  MARCH 2022, VOL. 49, NO. 2

fect of educating nurses on the proper application of
Swabcaps. Eligible subjects were outpatient oncolo-
gy nurses who used CLs. Descriptive statistics ana-
lyzed the subject demographic data. The Wilcoxon
Signed Rank Test assessed pre-test/post-test knowl-
edge changes while the System Usability Scale (SUS)
calculator examined the subject’s confidence and
ease-of-use for the SwabCap. A total of 20 outpatient
oncology nurses with varied nursing, oncology expe-
rience and CLABSI knowledge were recruited using
non-random convenience sampling. The central line
infection and SwabCap knowledge levels showed a
statistically significant improvement after providing
the educational module (Mdn. = 90) than before the
education (Mdn. = 60), z = —2.701, p = 0.007, I = —0.60.
SUS scores ranged from 65-100 with an average of 87.
These scores showed the SwabCap ease-of-use ranks
as “acceptable”, with an “A” for Grade and an “ex-
cellent” rating, along with 100% nursing confidence
when using the cap. An educational module and a
SwabCap pilot improved oncology nursing knowl-
edge, confidence levels, and found the cap easy to use
supporting its use in outpatient oncology. The caps
cost $0.25/each compared to CLABSI cost of $48,000
per episode. Outpatient oncology nurses should be
cognizant of best practices for infection prevention
of central venous catheters. Use of Swabcaps in out-
patient oncology would standardize nursing practice
and increase patient safety across all care settings by
reducing central line infection rates with passive dis-
infection of central line connector hubs.

IMPLEMENTING AN ADULT DIFFICULT
VENOUS ACCESS TOOL IN AN AMBULATORY
ONCOLOGY INFUSION THERAPY SETTING
Melissa Arangoa, MS, APRN, ACNS-BC, AOCNS®,
UChicago Medicine, Chicago, IL; Victoria Frazier-
Warmack, DNP, MSN, RN, OCN®, UChicago Medicine,
Chicago, IL; Nicholas Kimble, RN, BSN, UChicago Med-
icine, Chicago, IL; Kathrene Castelo, RN, MSN, OCN®,
UChicago Medicine, Chicago, IL; Shereea Seals, RN,
MSN, UChicago Medicine, Chicago, IL; Bianca Solorio,
BSN, RN, OCN®, UChicago Medicine, Chicago, IL
Peripheral intravenous (PIV) access is used for various
chemotherapy regimens in the ambulatory setting in-
stead of central lines. Due to the nature of some che-
motherapy agents, such as vesicant or irritant status,
the patient is at risk for venous events of infiltration
or extravasation when these agents are given via PIV
instead of a central line. Frontline nurses wanted to
decrease venous events and empower their peers to
advocate for central lines among patients receiving
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chemotherapy with difficult venous access. A team
was formed, literature searches were performed, and a
project was developed. Educational sessions were giv-
en to clinical nurses on application of the Adult Diffi-
cult Venous Access (A-DIVA) tool, anatomical sites to
avoid when administering PIV chemotherapy and safe
administration of PIV vesicants using Oncology Nurs-
ing Society (ONS) and Infusion Nursing Society (INS)
guidelines. Outcomes of the tool guided the nurse for
intervention. If a score is 4-5 during an appointment
for chemotherapy, the nurse would contact the provid-
er regarding risk of difficult venous access and consid-
eration of central line placement. This project received
a formal Determination of Quality Improvement sta-
tus according to University of Chicago Medicine in-
stitutional policy. As such, this initiative was deemed
not human subjects research and was therefore not
reviewed by the Institutional Review Board. Pre-Inter-
vention: From February 2019 to July 2019 there was an
average of 0.24 PIV chemo-related PIV venous events
per 100 PIVs placed. During this time, 2 vesicant PIV
venous events were reported. Post-Intervention: From
July 2021 to October 2021, there was an average of 0.12
PIV chemo-related PIV venous events per 100 PIVs
placed. During this time, no vesicant PIV venous events
were reported. This represents a 50% reduction. De-
crease of venous events occurred after implementation
of this project. Next steps are to use the A-DIVA tool in
the hematology oncology clinic prior to first treatment
scheduling. This earlier assessment could provide an
opportunity to place a central line before initial treat-
ment and could further prevent venous events or delay
of care. This project is innovative since the A-DIVA tool
has not yet been applied in literature among adult on-
cology patients in an infusion setting paired with for-
mal education of PIV chemotherapy administration to
decrease venous events.

USE OF INDIRECT CONSULT TRACKER TO
CAPTURE UNRECOGNIZED CONTRIBUTIONS
OF CLINICAL NURSE SPECIALISTS

Faye Inumerables, MSN, RN, ACNS-BC, OCN®, MSKCC,
New York, NY; Erica Fischer-Cartlidge, DNP, CNS,
CBCN®, AOCNS®, Memorial Sloan Kettering Cancer
Center, New York, NY

Clinical Nurse Specialists (CNS) are one of the most
versatile Advanced Practice Nurse roles. They impact
patient care, nursing practice and organizational stan-
dards. Across the continuum, CNSs are a resource to
patients, nurses and interdisciplinary partners. While
direct patient care consultations can be captured in
the medical record, indirect consults (consultations
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to provide clinical expertise or recommendation to
staff) are not. Indirect consults are a large part of day
to day CNS practice, however capturing metrics such
as volume and common themes are not easily identi-
fied. Therefore, a use of “Indirect Consult” tracker was
essential to capture this data. This aims to discuss im-
portance of demonstrating value of CNSs, explain use
of an indirect consult tracker and identify most com-
mon consults received by CNSs. Beginning of Quar-
ter 2 of 2021, a team of 40 Clinical Nurse Specialists
utilized an “Indirect Consult Tracker” to capture in-
direct consults received daily. The tool includes, date
of consultation, reason for consults (with pre-defined
categories), comments, name of CNS or CNS, and time
spent. At the end of quarter 2, the indirect tracker was
sent to the CNS manager for analysis. From April 2021
to June 2021, the team of 40 CNSs received approxi-
mately 7700 indirect consults. Over 5000 consults re-
ceived by Day CNSs of those 54% (n = 2700) are from
inpatient units (including peri-operative areas) and
46% (n =2300) are from outpatient (including region-
al sites). Over 2400 consults received by Night CNSs
and 360 consults received by Weekend CNSs. The top
3 common reason for consults are (1) Policy/Practice
Education or Change (2) Professional Development/
Orientation, and (3) Clinical Assist. Final presentation
will include review of full data analysis and themes.
Tracking both indirect and direct CNS consults is help-
ful in demonstrating the value and impact of clinical
nurse specialist within an organization. Utilizing a tool
or log sheet provides a standardized process in which
consults are documented and from there data can be
analyzed. Data analysis should be shared with hospital
or nursing leadership to highlight the value the CNS
role brings to the organization.

NURSING RESEARCH UNIT STANDARD
OPERATING PROCEDURE TO GUIDE
ADMINISTRATION OF INVESTIGATIONAL
IMMUNE EFFECTOR CELL THERAPY

Jessica Lenzo, BSN, MPH, RN, Hospital of the Universi-
ty of Pennsylvania, Philadelphia, PA; Yael Malul, MSN,
RN, AGACNP-BC, OCN®, Hospital of the University of
Pennsylvania, Philadelphia, PA; Amanda Brock, MSN,
MBE, RN, Hospital of the University of Pennsylvania,
Philadelphia, PA

Immune Effector Cell Therapy (IECT) including chi-
meric antigen receptor T-cell (CAR T-cell) therapy is
a relatively new, advancing treatment modality. The
Foundation for Accreditation of Cellular Therapy
(FACT) has established international standards for cel-
lular therapy. However, FACT guidelines do not specify
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cell product administration technique, and there is lim-
ited literature available on the topic. This knowledge
gap often falls on the administering nurse. There is a
need for greater knowledge sharing around IECT ad-
ministration to standardize this technique across in-
stitutions. A nursing unit at an accredited institution
that pioneered the administrations of hundreds of
investigational IECT products has demonstrated ex-
pertise in safe and effective IECT administration. This
unit has developed a standard operating procedure
(SOP) for IECT administration to be used in tandem
with research protocols. To promote knowledge shar-
ing around IECT administration technique based on
the SOP of an institution that has been administering
investigational cell products since 2010. The patient
is prepped by placing an 18 to 20-G peripheral intra-
venous catheter in a competent vein. The frozen cell
product is verified by a double-nursing check. Premedi-
cation is administered. A free-flowing macro-drip grav-
ity line is established with a Y-spike adapter. The cell
product is thawed in a 37°C water bath, then admin-
istered by gravity. A back-washing procedure is com-
pleted twice to ensure complete product delivery. Vital
signs are monitored frequently. This technique is deter-
mined to be a safe and effective method to administer
IECT based on the administration of hundreds of cell
products using this method. This poster highlights the
lack of standardization of cell product administration
guidelines and prompts the need for standardization
of IECT administration. In addition, the techniques
detailed from this well-established SOP can empower
the administering nurse in other institutions to utilize
this method with confidence. IECT administration is
itself innovative. Many nursing units are just beginning
to administer IECT products and may have trepidation
around the lack of administration technique standard-
ization. The importance of knowledge sharing cannot
be overstated such that the nurse feels empowered to
administer future cell products safely, and standardiza-
tion of IECT administration can be initiated.

IMPLEMENTATION OF A STEP (SUCCESSFUL
TRANSITION AND EDUCATION OF PATIENTS)
RN IN THE INPATIENT SETTING TO
COORDINATE DISCHARGES AND DECREASE
LENGTH OF STAY

Beth (Joy) Prabhakar, RN, BSN, OCN®, University of
Colorado Hospital, Denver, CO

With increased staffing and capacity strains the inpa-
tient oncology setting, it is important to increase the
efficiency and communication associated with the dis-
charge process. Successful Transition and Education
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of Patients (STEP) RN is a unit-based RN that coordi-
nates with the multidisciplinary team and the patient
all aspects of discharge to identify barriers to discharge
and address them early in the patients care journey.
The purpose of this QI project was to standardize/ for-
malize an existing STEP RN role and bridge the com-
munication gap between the multidisciplinary team
and the patient as they work towards discharge. Also,
to decrease average length of stay (ALOS) for patients,
correct inaccuracies on discharge paperwork and im-
prove the patient discharge education process. Over a
6-week pilot and 4-month implementation period, the
collaborative STEP role was integrated into the Mul-
tidisciplinary Rounds (health care providers, nurses,
case management and pharmacy), the Clinical Lead-
ership Team and the facility Capacity Management
team. Pharmacy created workflows related to discharge
medications and prior authorizations, thus decreasing
time patients wait for discharge medications. The med-
ical director coordinated with the outpatient areas to
increase follow up appointments for at-risk popula-
tions. Four months post STEP RN implementation,
the inpatient oncology unit’s ALOS decreased in the
mixed patient population 6.7 hours. Medical Oncology
patients ALOS decreased by 0.62 days or 14.88 hours
per patient. Gynecologic Oncology patient population
ALOS decreased by 0.74 or 17.8 hours. In addition,
STEP RNs corrected medication or instructional mis-
takes in 23% of discharged patients paperwork prior to
reviewing with patients. Over 75 hours were logged for
discharge education with 206 patients. Through collab-
oration with the capacity management team and sup-
port from the multidisciplinary team, the potential for
decreasing ALOS can occur. Post implementation and
standardization with every medical surgical unit and a
new STEP RN Council was formed to share workflows,
identify, and improve gaps in the overall discharge pro-
cess. This role has implications for every discipline as
seen by the outcomes. Innovation is critical to an or-
ganization’s success. This innovative and collaborative
effort assisted in improving the capacity issues and effi-
ciencies of the patient discharge process. By improving
these process there is a potential to improve the pa-
tient’s experience.

LEADERSHIP/MANAGEMENT/EDUCATION

A 4-DAY WORK WEEK FOR NURSING
LEADERS: MAKING IT A REALITY AT A NCI
COMPREHENSIVE CANCER CENTER
Jennie Gilliland, MSN, RN, OCN®, Fox Chase Cancer
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Center, Philadelphia, PA; Anna Liza Rodriguez, MSN,
MHA, RN, OCN®, NEA-BC, Fox Chase Cancer Center,
Philadelphia, PA; Marie Riehl, RN, BSN, OCN®,

Fox Chase Cancer Center, Philadelphia, PA; Erin
Longstreth, RN, MSN, OCN®, Fox Chase Cancer

Center, Philadelphia, PA; Tara Delgrippo, RN, MSN,
NE-BC, OCN®, Fox Chase Cancer Center,

Philadelphia, PA

Nursing leaders assume a traditional five-day work
week, working well over eight-hours per day with
24/7 accountability. Most often than not, nurse lead-
ers are frequently checking email from home, at-
tending virtual meetings while off-site, and are mak-
ing themselves available to staff during non-work
hours. As nurse leaders retire or leave the profes-
sion, the younger generation of staff nurses may find
the role to be increasingly demanding and less ap-
pealing due to the lack of flexibility that staff nurs-
ing roles provide putting organizations at risk to re-
cruit and retain the best and brightest in leadership
roles. Not only does nurse leader job satisfaction
impact the leader’s desire to stay in their position
and their job performance, it also affects team per-
formance which impact patient care and outcomes.
The Chief Nursing Officer at a NCI Comprehensive
Cancer Center advocated for the work-life balance
of nursing leaders at the organization. Nurse leaders
were granted the option to work four days a week
with the following expectations: all due work will
be completed, adequate coverage is arranged, and
staff continue to feel supported. The purpose of this
flexible work schedule is to improve nurse leader’s
role satisfaction, decrease workplace burnout, and
provide work-life balance in an innovative. A pre-in-
tervention survey established the following base-
line: 67% very/extremely satisfied with level of job
satisfaction, 28% satisfied with work-life balance,
66% with 10+ hours worked each day, 78% agree/
strongly agree having some level of guilt associated
with time off, and 67% very/extremely confident in
the ability for their units to run efficiently in their
absence. Positive communication from leadership
teams to staff was imperative, as staff buy-in is crit-
ical for the nurse leader to feel comfortable taking
a day off when they would usually be on site. Staff
were made aware there would always be a member
of the leadership team on site they could contact di-
rectly. Leaders will be surveyed again at three and
six months post 4-day work week implementation
to determine if the shorter work week contributes to
an increase in job satisfaction, work life balance, and
a desire to remain in their current role.
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OUTCOMES OF A NCI SUPPORTED TRAINING
COURSE IN PALLIATIVE CARE FOR
ONCOLOGY APRNS

Betty Ferrell, RN, PhD, MA, CHPN, FAAN, FPCN, City

of Hope Comprehensive Cancer Center, Duarte,

CA; Judith Paice, PhD, RN, Northwestern University,
Chicago, IL; Patrick Coyne, MSN, ACHPN, ACNS-BC,
FAAN, FPCN, Medical University of South Carolina,
Charleston, SC; Laura Fennimore, DNP, RN, FAAN,
University of Pittsburgh School of Nursing, Pittsburgh,
PA; Cheryl Thaxton, DNP, RN, CPNP, FNP-BC, CHPPN,
Texas Womans University, Frisco, TX

Providing palliative care to patients across the spec-
trum of cancer is a key role of Oncology Advanced
Practice Registered Nurses (APRNSs). There is strong
consensus (National Consensus Project (NCP) for
Quality Palliative Care, 2018) that delivering this care
requires APRNS as primary care providers to incorpo-
rate this care into their role and collaborate with pal-
liative care specialists in clinical settings. The purpose
of this NCI Funded R25 training grant was to prepare
oncology APRNs through 5 national training courses
to improve palliative care in their settings and incor-
porate this care in their role. Training courses were
held from 2018-2021. The 3 day course content was
based on the 9 domains of palliative care addressing
topics such as pain and symptom management, struc-
tures and processes of care, cultural considerations,
grief and bereavement care, spiritual care and self
care. The course included adult and pediatric focused
APRNs. The course content was supplemented by
monthly webinars for one year and by structured col-
laboration with the palliative care team in the APRN’s
institution. A total of 430 APRNs from 46 states at-
tended the training with 20% from minority popula-
tions. Evaluation was done pre course, post course
and at 6 and 12 month follow up. Data demonstrat-
ed high ratings for usefulness of the course content
(rated 4.91 on a o-5 scale). Participants developed
goals prior to attending the course for their imple-
mentation and 12 month follow up data demonstrat-
ed significant increases in the APRNs involvement
in conducting family meetings, communication with
patients, referrals to palliative care, offering bereave-
ment support and training their nursing colleagues in
palliative care. This training course has documented
the vital role that oncology APRNs can play in serving
as change agents to implement improved palliative
care and in the delivery of this care through their own
clinical practice. The training program is innovative
in providing a goal directed training program, foster-
ing APRN and PC team collaboration, and providing
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outcome data regarding the impact of training APRNs
to improve the quality of palliative care in oncology.

DEVELOPING EDUCATIONAL MATERIALS
ABOUT BIOSIMILARS FOR CANCER
PATIENTS AND CAREGIVERS

Danelle Johnston, MSN, RN, HON ONN CG, OCN®,
Cancer Support Community, Washington, DC; Kirstin
Fearnley, MALS, Cancer Support Community,
Washington, DC; Jenny Karubian, MA, Ready to
Launch Research, Los Angeles, CA; Claire Saxton,
MBA, Cancer Support Community, Washington, DC;
Maria Gonzalo, MS, Cancer Support Community,
Washington, DC; Asia Cutforth, BA, Cancer Support
Community, Washington, DC

The first anti-cancer biosimilars became available in
the Unites States market in 2019. As more patients are
either recommended by their provider or financially
incentivized by their insurance to use a biosimilar,
patients will likely have many questions and confu-
sion about this new class of biologic therapies. It is
increasingly important that patients become aware
of biosimilars and understand that these drugs are
safe and effective. The Frankly Speaking About Can-
cer (FSAC): Biosimilars program focuses on building
awareness among patients and caregivers about bio-
similars and their safety and efficacy as well as poten-
tial policy impacts. The objective of this project was
to inform the development of educational materials
and resources aimed at educating cancer patients
and their caregivers about biosimilar drugs. Between
2019 and 2021, Cancer Support Community (CSC) fa-
cilitated a series of iterative focus groups and online
discussion board testing of biosimilar patient educa-
tion with a mix of cancer survivors (N=31) and care-
givers (N=4). Findings assisted in the development of
a booklet, infographic, and two videos. Participants
were asked to review and provide feedback on the
clarity of definitions and concepts, such as: What is a
biosimilar drug? How are biosimilar drugs made? Are
biosimilar drugs safe? Why am I getting a biosimilar?
Results were derived via qualitative analysis of group
and discussion board responses. Qualitative analysis
of discussion board and focus group responses re-
vealed that while participants judged the materials
and most of the concepts to be clear and informative,
patients and caregivers desired more clear informa-
tion about the following: (a) Differences between
biosimilar, biologic, and generic drugs, (b) safety and
efficacy of biosimilar drugs, (c) composition of bio-
similars, and if they are made from chemicals or liv-
ing cells/tissue, and (d) whom they should talk with
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about biosimilars. Following feedback, the materials
were revised to reflect participants’ input. CSC’s qual-
itative research indicates that understanding safety
and efficacy of biosimilar drugs are top of mind for
patients. By addressing those concerns, patients are
able to consider biosimilars equally with other treat-
ment options. This underscores the importance of de-
veloping resources to help patients and caregivers un-
derstand biosimilar drugs and foster an open dialogue
with health care providers about treatment decisions.
These materials are available through CSC and Gilda’s
Club affiliates, program partners, and CancerSupport-
Community.org.

ONCOLOGY EXTERNSHIP FOR ACUTE CARE
NURSE PRACTITIONER STUDENTS;
PREPARING STUDENTS FOR ADVANCED
ONCOLOGY PRACTICE

Cassie Walker, APRN-CNP, The James Cancer
Hospital, Columbus, OH

The college curriculum prepares the Advanced Prac-
tice Provider (APP) for general practice in general-
ized practice specializing in acute or primary care.
New graduates from these APP programs are prepar-
ing to enter a healthcare environment that is highly
specialized. The Oncology Externship was created
to provide select Acute Care Nurse Practitioner Stu-
dents (ACNP) the opportunity to be exposed to all
areas of oncology care. Clinical based experiences
and education go beyond the primary oncology care
taught in school. The purpose of this project was to
describe a three-semester program focused on oncol-
ogy and oncologic education for ACNP students. The
Oncology Externship was created to provide specific
oncology clinical education and experience as part of
graduate education. The innovative program provides
APP students with direct clinical experience in areas
of oncology, hematology, surgical oncology, radiation
oncology, survivorship, emergency oncology care and
palliative oncology. The Externship also provides
supplemental education around oncology care in the
form of didactic, observation experiences, and on-
cology conferences. Participants rotate through five
clinical areas over the course of three semesters, 600
clinical hours. During the externship, the students
gain an elevated oncology exposure that enables them
to enter the workforce with enhanced knowledge for
practice. This program was created in 2020, in its ini-
tial year four students were accepted, three students
completed the externship. All three of these students
then applied to an oncology specific fellowship pro-
gram and were accepted. Due to their experience from
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the externship, their future employer appreciated the
dedication and passion that was sought to focus on
oncology education and patient and therefore they
were some of the top candidates for future nurse
practitioner jobs in a transition to practice program.
The 2021 cohort has increased to five students. There
is increased pressure for students entering the work-
force to have an educational background to set them
apart from their cohorts. As oncology care is becom-
ing more complex, there is increased need for new
APPs to have a more thorough educational and clini-
cal experience. The Oncology Externship was created
to provide this specialty education and all participants
in this program have gone on to graduate and obtain
jobs in the oncology field. The program provides APP
students with direct clinical experience in oncology to
prepare them for transition to practice.

QUALITY IMPROVEMENT

CANCER DIAGNOSTIC CLINIC
E-COMMUNICATION INITIATIVE: REDUCTION
OF TIME TO DIAGNOSIS AND TREATMENT
Aviva Emmons, BSN, BA, RN-BC, Duke Cancer
Institute, Duke University Hospital, Durham, NC; Kara
Threatt, MSN, ANP, AOCNP®, RN, Duke Cancer Center,
Duke University Hospital, Durham, NC; Yousuf Zafar,
MD, Duke Cancer Institute, Durham, NC; Donna
Phinney, MSN, RN, Digital Strategy Office, Duke Uni-
versity Health System, Durham, NC; Therese Hennig,
MPAS, PA-C, Blood Cancer Center, Duke Cancer
Institute, Duke University Hospital, Durham, NC; Hope
Uronis, MD, Duke Cancer Institute, Durham, NC
Patients presenting with symptoms concerning for a
new malignancy present unique diagnostic and refer-
ral challenges to primary care and emergency medi-
cine clinicians. Absence of standard referral pathways
leads to delayed diagnosis and treatment, incorrect
specialty referrals, unplanned emergency department
(ED) visits and subsequent admissions with extensive
workups. These delays can increase costs and harm
patient outcomes. E-Communications, or E-Consults,
are asynchronous telehealth advice requests ordered
in the electronic medical record (EMR) to facilitate
specialist case reviews on behalf of another provider
to advise patient care. The purpose of this project was
to institute a Cancer Diagnostic Clinic E-Commu-
nication for primary care (PCP) and emergency de-
partment providers managing patients with a concern
of malignancy of unknown primary. Goals include:
expedite time to diagnosis and treatment, reduce
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emergency department visits and unnecessary admis-
sions, improve health equity, and improve provider
satisfaction. After reviewing E-Communications’ effi-
cacy used by other services lines in the health system,
the site-specific Advance Practice Provider (APP)-led
Cancer Diagnostic Clinic E-Communication was de-
veloped in collaboration with leaders from primary
care, emergency department, and information tech-
nology for six areas of clinical concern: lymphade-
nopathy, carcinomatosis, abdominal lesion, thoracic
lesion, pelvic mass and renal mass. E-Communication
services are completed within 24-48 hours result-
ing in same-day or next day visit, care coordination
of diagnosis, and expedited referral for treatment.
Since pilot implementation (March 8, 2021), over 230
E-Communications have been completed; 18.8% from
ED and 81.2% from PCPs. Turnaround time averaged
6.24 hours. For patients needing oncology care, medi-
an lead time to first appointment was 9 days (range
0-106 days), mode 1 day; pre-pandemic baseline me-
dian 8.1 days. E-Communication expanded to our
community-based hospital and low-income outpa-
tient clinic in May and September 2021, respectively;
preliminary outcomes pending. E-Communications
improves care coordination between referring pro-
viders and oncology specialists, expedites oncology
workup, and may reduce time to diagnosis. Health eq-
uity in oncology care is improved by partnership with
our community clinic. Increased satisfaction is re-
ported by APPs participating in the Cancer Diagnostic
Clinic and by participating ED and Primary Care pro-
viders. This E-Communication is limited to internal
providers, but an external second opinion platform is
being implemented to fill this need.

NURSE-PHYSICIAN COLLABORATION LED

TO NEW BLADDER CANCER TREATMENT
PROTOCOL

Jennifer Occhipinti, BSN, RN, Fox Chase Cancer
Center, Philadelphia, PA; Christine Amoroso, BSN,

RN, OCN®, Fox Chase Cancer Center, Philadelphia,

PA; Andres Correa, MD, Fox Chase Cancer Center,
Philadelphia, PA; Alexander Kutikov, MD, FACS, Fox
Chase Cancer Center, Philadelphia, PA; Rebecca
Farrell, MSN, RN, AG-CNS, Fox Chase Cancer Center,
Philadelphia, PA; Debora Gallelli, RN, BSN, Fox Chase
Cancer Center, Philadelphia, PA

Non-muscle invasive bladder cancer (NMIBC) con-
sists of 75% of new bladder cancer diagnosis. Treat-
ment involves complete transurethral resection of
bladder tumors followed by adjuvant intravesical
therapy with Bacillus Calmette-Guerin (BCG) for
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intermediate and high-risk tumors. Unfortunately,
patients undergoing BCG therapy have a 40% failure
rate. When high-risk patients fail BCG therapy, per
EAU and AUA guidelines, cystectomy is recommend-
ed. There are patients, however, who are not cystec-
tomy candidates or prefer not to undergo cystectomy.
In these cases, alternate intravesical salvage therapy
can be offered. At our institution, intravesical Gemcit-
abine and Docetaxel (Gem/Doce) is used as a salvage
option after BCG failure. Salvage Gem/Doce requires a
9o-minute Gemcitabine dwell time which can be chal-
lenging for a significant number of patients; potential-
ly impacting the efficacy of the therapy. Interventions
in catheter management, use of bladder medications
(Mybetriq and Ditropan) and patient position chang-
es have been mostly unsuccessful. It has been report-
ed that alkalinizing the urine reduces irritation of the
acidic Gemcitabine. In collaboration with the treating
urologist, we instituted Sodium Bicarbonate tablets
(1300 mg) the night before and morning of treatment.
With this intervention, our initial eight patients were
able to successfully hold the Gemcitabine dwell for
go-minutes. Because of this, the nurse and physician
collaborative led to a successful practice change. Pa-
tient education is crucial to the success of this inter-
vention. Each patient has a 1:1 education session with
the clinical nurse prior to the initiation of induction
or monthly maintenance Gem/Doce therapy. Patients
are instructed on the benefit of urine alkalization to
optimize their dwell times. Through their education
session, patients were able to engage in their care
therefore improving patients’ outcomes as they are
now active participants of their care team. Since Au-
gust 2021, eight patients successfully tolerated the full
go-minute dwell time of Gemcitabine because of So-
dium Bicarb administration. Surveillance cystoscopy
with bladder cytology is performed at 3-month inter-
vals to track disease progression. Since this protocol
is fairly new, we will continue to track data of each
patient (diagnosis, Sodium Bicarb, and dwell times).
We would like to share this protocol with other uro-
logic oncology teams so their patients will also benefit
from the full treatment of intravesical chemotherapy
for treatment of NMIBC without cystectomy.

CREATING AN EFFECTIVE PROCESS TO
UTILIZE A TRANSPORTATION GRANT AND
REDUCE TREATMENT BARRIERS FOR
CANCER PATIENTS DURING THE COVID-19
PANDEMIC

Renjitha Kolambel, RN, MSN, OCN®, MHHS, Missouri
City, TX; Shelita Anderson, MBA, RN, BSN, OCN®,
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Memorial Hermann Health System, Houston, TX;

Carol Kirton, BSN, RN, OCN®, ONN-CG, Memorial
Hermann Health System, Houston, TX; Angela Sisk,
MSN, RN, OCN®, ONN-CG, Memorial Hermann Health
System, Houston, TX; Tam Huynh, MSN, RN, FNP-C,
CBCN®, AOCNP®, Memorial Hermann Health System,
Houston, TX

According to the Health Research & Educational
Trust 2017, transportation challenges prevent 3.6
million Americans from receiving medical care each
year and are the third leading cause of missed med-
ical appointments for seniors. During the COVID-19
pandemic, an increased number of patients were hav-
ing transportation challenges due to lost wages and
unemployment. Due to the pandemic, the transpor-
tation services that oncology team typically relied on
were discontinued in March 2020 during the pandem-
ic. The American Cancer Society approached Memo-
rial Hermann with a transportation grant opportuni-
ty. The Oncology Team was tasked with developing a
transportation assistance program to identify trans-
portation barriers and utilize grant funds to best serve
our patients with transportation needs. The purpose
of this project was to develop a process to assess can-
cer patients for transportation barriers and connect
with appropriate transportation assistance. Increase
the number of rides provided to cancer patients
to ensure they continue to receive treatments in a
timely manner. An initial grant of $7500 was used to
provide gas cards for patients. On completion of the
first grant, an additional $40,000 grant was received
for use in FY21. Since gaps were still present as not
all patients had access to cars, additional transpor-
tation options were identified and utilized with the
funds. The oncology team assessed all patients they
interacted with to identify transportation barriers.
Once patients’ needs were identified, the oncology
nurse navigation team checked insurance and exist-
ing community resources for available transportation
assistance. If none available, the ONN would follow
the approval process for utilizing ACS grant funds to
provide a gas card or a ride. The Oncology Team suc-
cessfully developed a standardized process to identify
transportation barriers and connect patients with the
appropriate transportation assistance. The number of
rides provided to cancer patients was increased over
previous years, thus reducing transportation barriers
to cancer care during the COVID-19 pandemic. Strate-
gies implemented were effective in reducing transpor-
tation barriers. In 2020, the transportation program
provided rides for 3903 treatments, including 896
for chemotherapy, 2854 for radiation therapy, and 99
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clinic visits. Monthly data provided an opportunity to
identify areas for further improvement. Plan to apply
for future grants and tracking no show rates and time-
liness to care in relation to transportation barriers.

IDENTIFYING AND ADDRESSING
TECHNOLOGY BARRIERS TO CARE IN
ONCOLOGY PATIENTS

Jessica Maclntyre, ARNP, NP-C, AOCNP®, University

of Miami Sylvester Comprehensive Cancer Center,
Miami, FL; Sophie Torrents, MHA, LSSGB, University
of Miami Sylvester Comprehensive Cancer Center,
Miami, FL; Danielle Morales, BSN, RN, OCN®, Uni-
versity of Miami Sylvester Comprehensive Cancer
Center, Miami, FL; Nancy Farfan, BSN, RN, University
of Miami Sylvester Comprehensive Cancer Center,
Miami, FL; Aixa Figueroa, CMA, University of Miami
Sylvester Comprehensive Cancer Center, Miami, FL;
Gilbert Pebanco, RN, University of Miami Sylvester
Comprehensive Cancer Center, Miami, FL
Technology’s role in enabling virtual care as a replace-
ment for in person appointments was generally seen
as a positive development during COVID-19. Howev-
er, the impact on patients and their outcomes has yet
to be fully understood. Technology can be stressful
especially within vulnerable populations. Similarly,
patients from diverse, educational, cultural, and lin-
guistic backgrounds may also have problems utilizing
these technologies. Addressing limitations with tech-
nology early on can decrease barriers allowing for in-
creased access to care. The purpose of this project was
to identify and address barriers in accessing virtual
visits for all new oncology patients through the Nav-
igation Department. From June to December 2021,
the Navigation Department added a new section to
the intake form within the electronic medical record
for all new oncology patients to collect information
on barriers to accessing a virtual (telemedicine) visit.
If a patient had a scheduled telehealth appointment,
the Nurse Navigator (NN) would assess if the patient
was able to appropriately navigate the technology
needed for that visit to occur. If the patient could not
access the virtual visit, the NN would provide educa-
tion and support in setting up their visit. Lastly, if the
NN assessed the patient did not have the appropriate
technology or was still unable to access the visit after
education was provided, the visit would be convert-
ed to an in-person visit. From June-December 2021 a
total of 789 telehealth visits were scheduled, making
up 6% of all new patient visits. Most patients were
50-79 years old. The malignant hematology patients
utilized telehealth the most at 40%. A total of 31 bar-
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riers to telehealth were identified (3%) and 11 visits
were converted to in person (1%). Additionally, NN
reported they identified a need for a physical assess-
ment leading to the conversion of some appointments
to in person visits. NNs have a critical role in identify-
ing barriers to care. Although many are eager to adopt
new technology, there is often lack of access to devic-
es and support. Assessment of patients’ knowledge of
the technology needed and how to access care via a
mobile device or computer is important to assist with
maximizing the potential of technology to facilitate
access to care.

EMOJI MEDICATION SIDE EFFECT CARDS
IMPROVE EDUCATION FOR ONCOLOGY
PATIENTS

Kathleen Wolf, RN, BSN, MBA, NEA-BC, Fox Chase
Cancer Center, Philadelphia, NJ; Erin Longstreth-
Papsun, RN, MSN, OCN®, Fox Chase Cancer Center,
Philadelphia, PA

Oncology patients receive many medications, in-
cluding complex drugs causing side effects requiring
additional medications for symptom control. It is
essential that patients understand medication pur-
pose and side effects. Nurses teach to multiple edu-
cational levels and lack of understanding may not be
easily identified. Consequences of inadequate under-
standing include potential adverse drug events, inad-
equate therapeutic effect, inadequate symptom relief
and even ED visits. The purpose of this project was
to improve nurse-patient education and patient un-
derstanding related to communication about medica-
tions, their purpose and side effects through an easy
to read card that can be used for all education levels
and language barriers. Nurses collaborated with phar-
macists to identify the most commonly administered
medications and side effects. Nurses then designed
emoji cards that represented the side effects; nurses
were educated; the cards were printed and piloted
on one inpatient unit and Radiation Oncology. Pa-
tients responded well to the cards and nurses liked
the visual tool. The emoji cards were quickly imple-
mented on all inpatient units and each unit defined a
process for access. Nurses requested additional med
cards and they were added. Nurses were encouraged
to use them not only for new meds but existing ones
if assessed as needed. Months later, infusion nurses
requested chemotherapy med cards and 30 addition-
al cards were developed. Over 100 educational cards
are in use. Currently nurses are working on additional
infusion meds and development of oral agent chemo-
therapy cards. For the inpatient HCAHPS question
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“Tell you what the new medicine is for” scores in-
creased, resulting in outperformance of National Can-
cer Institute peer group for 6 of 7 quarters. For “Staff
describe medication side effects” outperformance is
7 of 7 quarters. Outpatient oncology mean score for
“Information Provided about Medications” has risen
for the recent two quarters. Emoji cards for medica-
tions are valuable tools to improve patient education
in the inpatient and outpatient settings. They are easy
to design, easy to use, and inexpensive. Emoji cards
that are specific to oncology medications, as well as
general medications, provided a new strategy to help
patients with understanding their medications. When
Covid vaccine clinic was initiated, instead of printed
handouts, a vaccine emoji card was quickly developed
and distributed to patients, enabling an easy to under-
stand visual summary of side effects.

RESEARCH

SCREENING FOR GENETICALLY
TRANSMISSIBLE CANCERS: PATIENT
PERSPECTIVES AND IMPLICATIONS FOR
CANCER CARE

Jeannine M. Brant, PhD, APRN, AOCN®, FAAN, Billings
Clinic, Billings, MT, and City of Hope, Duarte, CA; Deb
Bowen, PhD, University of Washington, Seattle, WA;
Barb Norquist, MD, University of Washington, Seattle,
WI; Kevin Cain, PhD, University of Washington, Seattle,
WA; Jamie Besel, PhD, RN, Billings Clinic, Billings, MT;
Laurie Riemann, RN, BSN, Billings Clinic, Billings, MT
Approximately 5-10% of cancers are genetically in-
herited. Identifying patients with genetic mutations
can lead to strategies that can prevent cancer or de-
tect them at an earlier stage, leading to dramatic im-
provements in morbidity and mortality. Unfortunate-
ly, very few individuals have been tested for genetic
mutations. Most often, testing occurs at the time a
patient presents with a potential genetically trans-
missible malignancy, thus prompting individual and
family testing. Wide-spread implementation of rou-
tine cancer risk assessment and screening is lacking.
The EDGE (Early Detection of Genetic Risk) study is
a randomized-cluster study that compares two meth-
ods, direct contact versus a mailed approach, for iden-
tifying individuals who have a family/personal history
of cancer and encourages these high-risk individuals
to obtain testing for germline mutations. The sam-
ple includes individuals 25 and older from 12 primary
care clinics in the northwest US. Here we share pre-
liminary numbers of risk assessment participation,

12 ONCOLOGY NURSING FORUM MARCH 2022, VOL. 49, NO. 2

preliminary prevalence rates of genetic mutations,
and individual perspectives regarding testing. Nine
months of testing have yielded 8,170 risk assessment
screenings. 46.21% of individuals approached agreed
to take the risk assessment; 53.79% declined. Most in-
dividuals shared positive perceptions about the risk
assessment and free screening. The top three reasons
for not participating include ‘Not interested’, ‘Already
approached at and/or completed screening at previ-
ous visit’, and ‘No relevant family history of cancer’.
Once at-risk patients were identified, each was con-
tacted by their primary care provider who shared
the positive results and referred them to a genetic
counselor. Of the 655 tested, 47 (7.18%) have had a ge-
netic mutation. An individualized previvor plan that
outlines NCCN patient surveillance and follow-up
guidelines is provided to each high-risk individual. As
more individuals with genetic mutations are identi-
fied, significant implications exist for cancer centers
and oncology nurses. As individuals discover their ge-
netic risk, they will seek information and education
from cancer care professionals regarding options for
risk reduction and health promotion strategies. To
address this increasing volume, some cancer centers
have opened high-risk clinics to provide consultation
and education for high-risk patients. Overall, oncol-
ogy nurses have opportunity to promote innovative
primary care risk assessment and screening programs
like EDGE, to identify family clusters within the pop-
ulation and aid in the prevention and early detection
of genetically transmissible malignancies.

TRYPTOPHAN AND KYNURENINE PATHWAY
METABOLITES AND PSYCHONEUROLOGICAL
SYMPTOMS AMONG BREAST CANCER
SURVIVORS

Hongjin Li, PhD, MS, BSN, University of lllinois
Chicago, Chicago, IL; Mark Lockwood, PhD, RN,
University of lllinois at Chicago, Chicago, IL; Oana
Danciu, MD, University of lllinois at Chicago, Chicago,
IL; Ardith Doorenbos, PhD, RN, FAAN, University of
lllinois at Chicago, Chicago, IL

Pain, fatigue, depression, anxiety, and sleep distur-
bance are the most common and distressing psycho-
neurological (PN) symptoms that cluster together
among breast cancer survivors. Inflammation-induced
activation of the kynurenine (Kyn) metabolic path-
way of tryptophan (Trp) degradation may play an
important role in PN symptoms and warrants further
investigation in cancer population. The purpose of
this study is to investigate the relationship between
Trp-Kyn pathway metabolites and PN symptoms
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among breast cancer survivors. This is a cross-sec-
tional study. Symptoms and fasting blood were col-
lected among breast cancer survivors (N=78) who
finished major cancer treatments. PN symptoms were
assessed by PROMIS short form. We semi-quantified
250 common metabolites, including four major com-
ponents of the Trp-Kyn pathway (Trp, Kyn, kynurenic
acid and quinolinic acid) in relative units correspond-
ing to chromatographic peak areas using Comprehen-
sive Hydrophilic Metabolites Panel liquid chromatog-
raphy mass spectrometry. Latent class analysis was
used to identify subgroups of women based on the se-
verity of pain, fatigue, sleep disturbance, depression,
and anxiety. Mann-Whitney U tests and multivariable
logistic regression were used to compare targeted me-
tabolites between subgroups. Two distinct symptom
cluster subgroups (81% in low and 19% in high) were
identified based on the severity of pain, fatigue, sleep
disturbance, depression, and anxiety. The high PN
symptom subgroup had lower Trp levels than the low
PN symptom subgroup (p=0.029). In the multivariate
analysis, advanced cancer stage (beta=0.84, p=0.052),
lower education level (beta=-0.97, p=0.017), higher
body mass index (BMI) (beta=0.26, p=0.003), cur-
rently taking anti-depressants (beta=3.02, p = 0.007)
and lower Trp levels (beta=-0.002, p = 0.004) were
associated with increased risk of being in the high
PN symptom cluster subgroup. Higher Kyn/Trp ratio
(beta=69.56, p = 0.028) was associated with increased
risk of being in the high PN symptom cluster sub-
group after adjusting BMI and anti-depressant status.
This study suggests that Trp-Kyn pathway and im-
paired Trp availability greatly contribute to the devel-
opment of PN symptoms. Results of study helps us
better understand biological mechanisms associated
with the severity of PN symptoms among breast can-
cer survivors. Interventions targeting Trp metabolism
can be developed to reduce PN symptoms. This was
the first study to investigate the relationship between
Trp-Kyn pathway metabolites and the PN symptom
cluster among breast cancer survivors after major
cancer treatments.

PATTERNS OF HEALTH-PROMOTING
BEHAVIORS AND ASSOCIATED FACTORS

IN FAMILY CAREGIVERS OF PEOPLE WITH
CANCER: A LATENT PROFILE ANALYSIS
Hyojin Son, PhD, RN, National Institutes of Health
Clinical Center, Bethesda, MD; Gwenyth Wallen, PhD,
RN, National Institutes of Health Clinical Center,
Bethesda, MD; Robert Cox, MHA, RN, National
Institutes of Health Clinical Center, Bethesda, MD;
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Sharon Flynn, MSN, CRNP, National Institutes of
Health Clinical Center, Bethesda, MD; Li Yang, PhD,
National Institutes of Health Clinical Center, Bethesda,
MD; Elizabeth Mendoza-Tirado, BA, National Institutes
of Health Clinical Center, Bethesda, MD; Lena Lee,
PhD, RN, National Institutes of Health Clinical Center,
Bethesda, MD

Practicing health-promoting behaviors is important for
family caregivers to protect themselves from stress-re-
lated diseases. Caregivers tend to prioritize the needs
of their patients and neglect their own. As patterns of
health-promoting behaviors can vary among caregivers,
classifying health-promoting behaviors and identifying
factors associated with the classification would be ben-
eficial in developing tailored interventions. However,
previous studies often averaged each health-promot-
ing behavior into a single linear measure. The purpose
of this study was: (1) to determine whether classes of
health-promoting behaviors can be identified in can-
cer caregivers; and (2) to investigate whether caregiv-
er characteristics, perceived stress, caregiving burden,
self-efficacy, and psychological factors can predict
those classes. A secondary cross-sectional data analy-
sis was conducted using the datasets of two indepen-
dent studies examining health-promoting behaviors
in family caregivers of patients who received cancer
treatment at a national research hospital: a longitudi-
nal survey study (N=129) and a randomized controlled
trial (N=50). Latent profile analysis was performed to
identify classes of health-promoting behaviors using
the Health-Promoting Lifestyle Profile II. After identi-
fying the classes of health-promoting behaviors, mul-
tinomial logistic regression analysis was conducted to
determine factors predicting those classes. Caregiver
characteristics, perceived stress, caregiving burden,
self-efficacy, and psychological factors (loneliness, de-
pression, anxiety) were included as potential predic-
tors in the analysis. Caregivers (N=179) were primarily
female (n=129, 72%), white (n=133, 74%), and with the
mean age of 47.6+12.88 years. About half were spouse/
partner of the patient (n=87, 49%). Three distinct la-
tent classes of health-promoting behaviors were iden-
tified: Low overall level (n=35, 21%); Moderate overall
level (n=99, 56%); and High overall level (n=40, 23%).
Controlling for age, sex, body mass index, and annu-
al income, higher perceived stress, higher caregiving
burden (lack of family support), and lower self-efficacy
were risk factors for poorer levels of health-promoting
behaviors. This study demonstrated that health-pro-
moting behaviors of family caregivers of cancer pa-
tients are clustered into distinct classes, suggesting
the importance of developing tailored interventions
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for each class. In addition, the findings provide further
evidence for caregivers at high risk of practicing poor
health-promoting behaviors, which may lead to the
development of targeted interventions, for example,
health education and/or support programs to decrease
stress and caregiving burden and increase self-efficacy.
Further studies with larger samples and longitudinal
designs are needed to validate the findings.

SYMPTOM CLUSTERS IN COLORECTAL
CANCER SURVIVORS WITH AND WITHOUT
COMORBID DIABETES

Susan Storey, PhD, RN, AOCNS?®, Indiana University
School of Nursing, Indianapolis, IN; Xiao Luo, PhD,
Purdue School of Engineering and Technology, India-
napolis, IN; Jie Ren, PhD, Indiana University School of
Medicine, Indianapolis, IN; Kun Huang, PhD, Indiana
University School of Medicine, Indianapolis, IN; Diane
Von Ah, PhD, RN, FAAN, The Ohio State University
College of Nursing, Columbus, OH

Diabetes (type 2) is a common comorbidity among
colorectal cancer survivors (CRCS). A concurrent di-
agnosis of diabetes and cancer may exacerbate symp-
tom clusters across the treatment trajectory. Few
studies have compared the symptom clusters of CRCS
with/without diabetes. The purpose of this study was
to examine the symptom clusters of CRCS with/with-
out diabetes at three key timeframes over the cancer
trajectory o-6 months (T1); 12-18 months (T2); 24-30
months (T3). These timeframes represent the span
of time from the acute treatment period to early ces-
sation of treatment, through early survivorship. This
was a descriptive cohort study. CRCS diagnosed be-
tween January 2007-December 2017 were included.
Using natural language processing, eight pre-selected
symptoms (fatigue, peripheral neuropathy (PN), gas-
trointestinal issues (GI), cognitive issues, sleep dis-
turbance, physical function, depression, and anxiety)
were obtained from the clinical notes of electronic
health records. Exploratory factor analysis was used
to identify the clusters among eight symptoms during
the three timeframes. Two or more factor loadings of
>0.4 were considered meaningful. Symptom clusters
were assessed for patterns and clinical relevance. 2433
CRCS were included, of which 26.3% had a diagno-
sis of diabetes. Symptom clusters over time differed
among CRCS with/without diabetes. At T1 and T2
CRCS with and without diabetes each had two symp-
tom clusters, however, the clusters in the CRCS with
diabetes comprised of more individual symptoms
than CRCS without diabetes. At T3, CRCS with dia-
betes had more symptom clusters (3 vs 1) than CRCS
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without diabetes. PN, GI, fatigue, and anxiety were
identified in the symptom clusters across all three
timeframes among CRCS with diabetes. GI, PN, and
fatigue were the only symptoms noted to crossload in
the symptom clusters, whereas among CRCS without
diabetes depression was the only symptom that cross-
loaded on a symptom cluster. These findings indicate
that CRCS with diabetes may experience more pro-
found symptom clusters and long-term effects from
cancer treatment than CRCS without diabetes. Strat-
egies to facilitate CRCS to manage comorbid diabe-
tes through the treatment trajectory is an important
component of cancer care and may mitigate symptom
clusters. CRCS are living longer post diagnosis, and
the prevalence of diabetes is increasing. Survivorship
models that include multispecialty practitioners and
guidelines for the management of diabetes are war-
ranted to improve symptoms/symptom clusters.

POSTER ABSTRACTS
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A QUALITATIVE STUDY ON STRESS, COPING
AND PERCEIVED MUSIC INTERVENTION
AMONG WOMEN WITH CANCER RECEIVING
CHEMOTHERAPY DURING COVID-19
PANDEMIC IN VIETNAM

Khanh Thi Nguyen, RN, PhD candidate, The Neth-
ersole School of Nursing, CUHK, Shatin; Nhung Thi
Hong Vu, RN, MSN, Nam Dinh University of Nursing,
Vietham, Nam Dinh; Mai Thi Thanh Tran, RN, MSN,
Nam Dinh University of Nursing, Vietnam, Nam Dinh;
Carmen WH Chan, RN, PhD, The Nethersole School of
Nursing, CUHK, Shatin

Breast and gynaecological cancer patients receiv-
ing chemotherapy is anticipated to experience more
stress during the COVID-19 pandemic. Nurse-led
music intervention has been an effective and safe
approach to alleviate the stress for the patients.
However, most hospitals have not used music as an
intervention in Vietnam. This study aims to explore
stressors, coping strategies and perceived music in-
tervention among breast and gynaecological cancer
patients in Vietnam. The findings of this study would
provide evidence for nursing practice to adapt Viet-
namese culture in music intervention. An exploratory
qualitative study design with individual face-to-face
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semi-structured interviews was adopted. The sample
size was determined by the data saturation princi-
ple. Twenty patients with breast and gynaecological
cancer receiving chemotherapy were recruited using
convenience sampling from an oncology centre of
a public hospital. Open-ended questions were de-
veloped based on the Transactional Model of Stress
and Coping and a guideline for music therapy prac-
tice. Field notes and interview transcriptions were
analysed following a qualitative content analysis ap-
proach. Although all patients experience the same
chemotherapy situation, the situation that causes
stress is different in each patient throughout cancer
treatment. Stressor themes included two categories:
undesirable experiences during treatment and unable
to fulfil their own roles and responsibilities. Among
the stressors, COVID-19 caused difficulty for patients
to access medical services and adhere to chemother-
apy plans. Compared to the Transactional Model of
Stress and Coping, self-realisation of responsibilities
for the family was found to be a new coping strate-
gy. Three categories of perceived music intervention
consisted in perceived beneficial effects, acceptance
of music intervention and the music choice for stress
reduction. Religious music, soft melody music, revo-
lutionary music were the preferred music of the par-
ticipants. COVID-19 pandemic causes more stress
for breast and gynaecological cancer patients during
chemotherapy. Self-realisation of responsibilities for
the family as a new emotion-focused coping was used
by the breast and gynaecological cancer patients in
this study. We suggest that patients’ preferred music
genre may be a potential tool to cope with stress for
women with breast and gynaecological cancer.

P395

REDUCING CLINICALLY INSIGNIFICANT
INFUSION PUMP AIR-IN-LINE ALARMS
DURING SODIUM BICARBONATE INFUSION
WITH ANTI-SIPHON VALVE

Emiko Ajisaka, BSN, RN, BMTCN®, USC Norris Cancer
Hospital, Los Angeles, CA; Nancy Ohanian Gerhard,
MN, RN, CNS-BC, AOCNS®, BMTCN®, CPON®, USC
Norris Cancer Hospital, Los Angeles, CA; Joanna Ocol,
BSN, RN, BMTCN®, USC Norris Cancer Hospital, Los
Angeles, CA; Theresa Treadwell, MSN, RN, NP, USC
Norris Cancer Hospital, Los Angeles, CA

Nurses on our inpatient unit reported frequent episodes
of air-in-line (AIL) infusion pump alarms in patients re-
ceiving sodium bicarbonate. Pre-data revealed 138 AIL
alarms in nine patients during bicarbonate infusions
over 24 days. Safe administration of high-dose metho-
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trexate (HDMTX) to treat patients with hematologic
malignancies at this institution requires urine alkalin-
ization with intravenous (IV) sodium bicarbonate for
urine pH goal of 7 or higher. This is to prevent intratu-
bular MTX crystallization and associated acute kidney
injury. Sodium bicarbonate infusions cause AIL alarms.
To reduce AIL alarms, the Association for the Advance-
ment of Medical Instrumentation (AAMI) Foundation’s
National Coalition for Infusion Therapy Safety recom-
mends adding an anti-siphon valve (ASV) at the end of
IV tubing to slightly increase the internal pressure in
the IV line. This pilot study seeks to reduce the number
of clinically insignificant AIL alarms during adminis-
tration of sodium bicarbonate via infusion pump with
an ASV. AIL alarms can interrupt patient’s sleep, delay
infusion time, increase nursing workflow, and cause
alarm fatigue. Review of evidence on alarm reduction
strategies revealed that an ASV significantly decreased
clinically insignificant AIL alarms in patients receiving
24-hour infusion of doxorubicin-etoposide-vincristine
combination chemotherapy regimen. Following educa-
tion on use of an ASV by the Clinical Nurse Specialist
and Clinical Educator, nurses trialing this infusion de-
vice huddled to discuss its implementation. A bicarbon-
ate IV fluid pump alarm log was created for data col-
lection. Between October 14, 2020 and December 30,
2020, an ASV was used in hematology patients ordered
a sodium bicarbonate infusion. The ASV was attached
at the end of the primary IV line tubing containing bi-
carbonate. Sixty-seven alarms were triggered during
sodium bicarbonate infusions in 12 patients when com-
paring 24 days of pump data pre-and post-implementa-
tion of ASV. An ASV reduced the number of AIL alarms
by 51.4%. An ASV for sodium bicarbonate before and
after HDMTX administration improves patient safety.
Oncology nurses play a pivotal role in reducing clinical-
ly insignificant infusion pump AIL alarms through inno-
vative interventions, such as ASV. Based on the success
of ASV in sodium bicarbonate infusions, this device can
be implemented at other institutions to provide further
evidence supporting use in these infusions and drive
evidence-based practice. This is the first study using an
ASV for sodium bicarbonate infusions.

P396

EVIDENCE-BASED STRATEGIES TO MITIGATE
THE EFFECTS OF COMPASSION FATIGUE
AMONG ONCOLOGY NURSES

Reagan Payson, BSN Student, CNA, Saint Mary’s
College, Notre Dame, IN

Oncology nurses are at a higher risk of suffering from
compassion fatigue (CF) compared to other nursing
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specialties. The purpose of this evidence-based paper
is to provide evidence-based knowledge and recom-
mendations to minimize oncology nurses’ vulnerabili-
ty experiencing CF. Five studies, consisting of a mixed
methods study, three cross-sectional studies, and a
randomized controlled trial, were reviewed to better
understand the impact of CF on oncology nurses. The
evidence revealed that work-related stress, ethical di-
lemmas, and psychological factors play a major role
causing CF, which negatively impacts nurses physi-
ologically and psychologically, affecting their ability
to provide quality care to patients and families. The
evidence suggested that CF can be reduced and pre-
vented via knowledge acquisition on self-care, coping
strategies, and stress relieving techniques. To best
mitigate CF, oncology nurses must become educated
on approaches aimed at reducing its effects to provide
quality and safe patient care.

P397

IMPLEMENTING THE KANGAROO™
INTEGRATED REAL-TIME IMAGING SYSTEM
(IRIS) TECHNOLOGY FOR DOBHOFF
PLACEMENT IN ADULT ALLOGENEIC
HEMATOPOIETIC STEM CELL TRANSPLANT
PATIENTS

Tina Holmberg, BSN, RN, OCN®, BMTCN®, CHPN,
UCHealth University of Colorado Hospital, Aurora, CO;
Katie Harper, MS, RD, CNSC, CSO, UCHealth University
of Colorado Hospital, Aurora, CO

Undergoing a hematopoietic stem cell transplant
(HSCT) comes with risk of malnutrition due to the
side effects from chemotherapy and total body irradi-
ation that can greatly impair oral intake. Side effects
include mucositis, nausea, vomiting, diarrhea, and
anorexia. The 2017 guidelines from the European So-
ciety for Clinical Nutrition and Metabolism (ESPEN)
recommend enteral nutrition (EN) over parenteral
nutrition unless contraindicated. Historically, fluo-
roscopy has assisted with the placement of post-py-
loric Dobhoff tubes (DHTs) when blind placements
at the bedside were difficult or unsuccessful. Due to
barriers scheduling with fluoroscopy, initiation of EN
was delayed in these high-risk HSCT patients. New
technology has become available to nurses to aide
in DHT placement. The purpose of this project was
to evaluate implementation of the Kangaroo™ IRIS
technology to improve time to place DHTs at bedside,
reduce required x-ray images and decrease the time
to initiate EN in allogeneic HSCT patients. In April
2021, the use of the Kangaroo™ DHT per IRIS was ini-
tiated. This process consisted of inserting a tube with
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camera capabilities to allow for direct visualization of
real-time anatomy. This technology was utilized on
75% of allogeneic HSCT patients from April to June
2021 who met malnutrition criteria determined by
the American Society of Parenteral and Enteral Nu-
trition (ASPEN) or a conditioning regimen including
12 Gray radiation. Data analysis compared the time to
place Dobhoff’s and the time to initiate EN pre-IRIS
(January to March 2021) and post-IRIS (April to June
2021). Pre-IRIS, the average time for tube placement
with fluoroscopy was 19.39 hours and 22.54 hours to
initiate EN. Post-IRIS, the time for tube placement
decreased to 1.39 hours and 9.94 hours to initiate EN.
Pre-IRIS, valuable feeding time was lost as we coor-
dinated tube placement with fluoroscopy. The imple-
mentation of IRIS technology revealed benefit for the
allogeneic HSCT patients with the ability to decrease
time delays to initiate EN. Additionally, this bypassed
the need for fluoroscopy assistance post the IRIS roll-
out. This innovative technology and training allowed
the ability to utilize this route of nutrition to help
meet their nutritional needs and potentially decrease
malnutrition rate. It also assisted in quicker confirma-
tion of tube placement which is of critical importance.

P398

COMBINING A CARDIOVASCULAR CRITICAL
CARE UNIT WITH AN ONCOLOGY ACUITY
ADAPTABLE UNIT IN A NEW HOSPITAL

Mary Allen, MSN, RN-BC, AOCNS®, ACNS-BC, IU
Health, Bloomington, IN; Melissa Faulkenberg, BSN,
OCN®, IU Health, Bloomington, IN

At IU Health Bloomington Hospital we had the great
opportunity to build a new hospital campus and to
deliver care in a more innovative way. Our legacy
hospital was land-locked and we were limited in the
ability to expand services for our oncology patients.
We needed to brainstorm ways that we could deliver
comprehensive skilled care to our oncology patients
without having to transfer them to different units
based on level-of-care. The purpose of our work was
to develop a unit that could deliver care without hav-
ing to transfer our patients between units if their lev-
el-of-care changed. A patient who was being admitted
for respiratory failure due to a new diagnosis of lung
cancer would not have to go to ICU to receive care
while ventilated and needing to start chemotherapy.
We had a team of nurses and interdisciplinary col-
leagues who worked together to plan the unit and
train the staff. Our planning involved focus groups
of staff nurses, patient care assistants, ancillary staff
and nursing leaders. With assistance from profession-

ONF.ONS.ORG



Downloaded on 04-23-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

al staff development specialists, we were able to start
training the oncology nurses with cardiovascular crit-
ical care core classes. We also began to train the car-
diovascular nurses in our world of oncology care. We
are only one month into our new Regional Academic
Health Campus and we continue to work as a team to
improve our new unit. We continue to cross-train our
staff and have begun to pod our nursing care with the
team. At-the-bedside training, learning, and education
occurs on a daily basis. We will continue to analyze
and evaluate. Our next step is to perform a self-needs
assessment and plan quarterly education and compe-
tency based on the results. This new unit has been a
great satisfier for both our oncology patients as well
as our oncologists. With the combined skill sets of the
cardiovascular nurses and the oncology nurses our
patients are getting the best continuity of care. This
new cardiac-oncology critical care/acuity adaptable
unit is a new concept and we are excited to continue
to grow our nurses and improve our patient care and
patient outcomes.

P399

UNDERSTANDING THE NIOSH LIST OF
HAZARDOUS DRUGS

Jerald Ovesen, PhD, CDC-NIOSH, Cincinnati, OH

The NIOSH List of Hazardous Drugs in Healthcare
Settings is a tool used to identify potential health haz-
ards to workers in healthcare settings. While working
in oncology treatment settings workers often work
in areas with, handle, and administer many different
drug treatments, some of which may pose a hazard
to the workers handling them. Exposure to some of
these treatments, either routinely or acutely, may lead
to adverse health effects in the workers that handle
them. Identifying which drugs are a potential hazard
for workers is the first step in managing the risk of
exposure. In recent years NIOSH has worked to re-
vise and update the NIOSH List of Hazardous Drugs
in Healthcare Settings. In this session we’ll learn
where the current NIOSH List of Hazardous Drugs
in Healthcare Settings can be found and what infor-
mation is available there. We’ll discuss how proposed
changes to the NIOSH List affect how it may be used
during hazard identification in workplaces that ad-
minister oncology drugs. We’ll talk about what infor-
mation can be found on the NIOSH List as well as the
limits of the available information it provides. This
will provide users of the NIOSH List with the basic
knowledge they need to identify which treatments in
their workplace may be identified as potential hazards
to workers in their practices.
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NURSING IMPLICATIONS FOR INFUSING
JELMYTO VIA NEPHROSTOMY TUBE

Kathy Morris, BSN, RN, OCN®, RNC, Rutgers Cancer
Institute of New Jersey, New Brunswick, NJ

A diagnosis of upper tract urothelial carcinoma used to
mean a nephroureterectomy. Now, with the techniques
of endoscopic surgery, the kidney may be saved while
the tumor is removed from the ureter. Once the tumor
has been removed a local treatment is often the best
option for minimizing recurrence of the tumor. Placing
a drug locally in the kidney includes having a nephros-
tomy tube. In 2021, UroGen Pharma developed Jelmyto,
a gel-based mitomycin treatment that is administered
weekly for a six-week course of treatment. Jelmyto does
have some special considerations and techniques for
the nurse to remember when treating the patient. At
the time of diagnosis, the physician will need to mea-
sure the size of the renal pelvis. Once the volume has
been determined, the pharmacist will prepare the drug,
which takes approximately 1.5 to 2 hours. Once mixed it
can be held for up to 8 hours at room temperature, until
ready to administer. The patient is instructed to take so-
dium bicarbonate tablets to maintain a basic urine ph.
Upon patient arrival, symptoms are assessed and labs
checked. The mixture can be placed on ice for 10 min-
utes and then the practitioner has 50 minutes to com-
plete the administration. Placing it on ice will make it
become liquified again for the installation. The licensed
practitioner will then prepare the syringe with the ap-
propriate volume and place it in the administration
syringe before it solidifies. The practitioner will have
1 minute to administer the Jelmyto via the nephrosto-
my tube and then flush with 2-3 cc of iced normal sa-
line to clear the tube of the medication. Patients may
report feeling a cool sensation in the kidney area since
the solution has been chilled. The nephrostomy tube is
then capped, site cleansed, and dressing applied. The
patient is instructed to monitor for blood in the urine,
kidney pain, fatigue, urinary issues and vomiting. Our
policy is to have weekly labs including CBC and chemis-
try panel. Timing is one of the most important aspects
of this treatment, from the diagnosis to giving the actual
treatment at the bedside. The nurse needs to be aware
of the time constraints on the mixing, dispensing, ad-
ministering, patient education, and follow up required.

P401

REDUCING TREATMENT WAITING LENGTH
TIME IN OUTPATIENT CLINIC

Marie Evelyne Parisien, MSN, RN-BC, OCN®, UF Health
University of Florida Health Jacksonville, Jacksonville,
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FL; Brandon Waked, MBA, MHA, UF Health University
of Florida Health, Jacksonville, FL

The evaluation of schedule of patients waiting time
to provide safe and timely care delivery, to improve
patient satisfaction and enhance financial outcomes
for the Infusion Clinics, comes as a results of servic-
ing numerous patient population from a variety of
medical specialties. The aim of the study is: 1) to iden-
tify the difference in waiting length time in 6 differ-
ent infusion clinics providing the same treatments to
Oncology patients; 2) to decrease clinics experienc-
ing higher staff overtime, lengthier treatments time,
whereas others had none for the same number of pa-
tients. A retrospective data analysis of a year divid-
ed in 6 months intervals between 2019 and 2020 was
examined between the different clinics. The following
findings were noted: (a) Each clinic used a various
coding abbreviation verbiage to schedule patients
such as CS, CL or other who had no meanings. (b)
No treatment duration list was available to schedulers
who were not medically trained. Two hours treatment
in one clinic could be four hours in another clinic due
to lack of uniformity. (¢) No protocol process was in
place for staff to follow both schedulers and nursing
which generates same day patient cancellation. Based
on findings, the follow are the concluding recommen-
dations: (a) Preparation of treatment duration time list
for all treatments oncology and non-oncology, (b) Up-
dating Chemo Drug Nursing Administration Booklet
by Oncology pharmacy, (c) Utilization of Acuity-Based
Scheduling grid based on Evidence-Based Practice ad-
opted by many Ambulatory Oncology Centers, and (d)
Implementation of Institute Health Improvement Pro-
posal Queueing theory to track improvement.

INDUSTRY-SUPPORTED

P383

CLINICAL STRATEGIES FOR MITIGATION

OF CYTOKINE RELEASE SYNDROME AND
NEUROTOXICITY WITH CHIMERIC ANTIGEN
RECEPTOR T CELL THERAPY CILTACABTA-
GENE AUTOLEUCEL IN MULTIPLE MYELOMA
Ines Stefania Mancia, AGPCNP-BC, Icahn School

of Medicine at Mount Sinai, New York, NY; Jessica
Fowler, PhD, 2Janssen Research and Development,
Raritan, NJ; Deepu Madduri, MD, 3Janssen R&D,
Raritan, NJ

As chimeric antigen receptor T cell (CAR-T) thera-
pies expand to different indications with new targets
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and constructs, it is crucial that patients receive the
maximum benefit from treatment while mitigating
serious adverse events (AEs) such as cytokine re-
lease syndrome (CRS) and immune effector cell-as-
sociated neurotoxicity syndrome (ICANS). The aims
of this analysis are to characterize CRS and neuro-
toxicity data for the B-cell maturation antigen-tar-
geting CAR-T ciltacabtagene autoleucel (cilta-cel)
from two multiple myeloma (MM) clinical trials,
CARTITUDE-1 and CARTITUDE-2 cohort B, as well
as to describe patient management strategies for
movement and neurocognitive treatment-emergent
AEs (MNTs) in the CARTITUDE program. CARTI-
TUDE-1 is a phase 1b/2 study in patients with re-
lapsed or refractory MM (RRMM) with >3 prior lines
of therapy or are double refractory to a proteasome
inhibitor (PI) and immunomodulatory drug (IMID),
and prior exposure to PI, IMID, and anti-CD38 an-
tibody. As of July 2021 (~2-year median follow-up),
no new safety signals were observed relative to pre-
viously reported data, including no MNTs since an
~1-year median follow-up. After implementation of
patient management strategies for MNT across the
development program (including early aggressive
treatment of CRS and ICANS, and extended moni-
toring and reporting of neurotoxicity) informed by
analysis of 2 or more risk factors (eg, high baseline
tumor burden, previous ICANS, grade >2 CRS, and/
or high CAR-T cell expansion and persistence), ap-
proximately 200 patients have been dosed with
cilta-cel across the CARTITUDE clinical develop-
ment program as of October 2021 and overall MNT
incidence has decreased to 0.5%. In CARTITUDE-2
cohort B, 19 patients with MM after early relapse fol-
lowing one line of prior therapy including a PI and
an IMID have received cilta-cel as of October 2021.
Neurotoxicity (26%) and CRS (84%) incidence rates
were comparable to those in CARTITUDE-1. One
patient experienced grade 3 MNT; this patient was
treated with high-dose methylprednisolone, plasma-
pheresis, and intravenous immunoglobin and was re-
ported to be stable with some improvements at data
cutoff. Data collected in CARTITUDE studies have
informed patient management strategy develop-
ment that may assist nursing strategy (eg, frequent
monitoring and recognizing symptoms, grading of
CRS and ICANS, patient education) for management
of AEs in patients receiving cilta-cel in the future.
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MANAGING TOXICITIES IN PATIENTS
TREATED WITH FIBROBLAST GROWTH

ONF.ONS.ORG



Downloaded on 04-23-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

FACTOR RECEPTOR INHIBITORS (FGFRI):
THE ROLE OF THE ONCOLOGY NURSE

Paige Griffith, CRNP, The Sidney Kimmel Compre-
hensive Cancer Center, The Johns Hopkins Hospital,
Baltimore, MD; David M. Savastano, PhD, Helsinn
Therapeutics (U.S.), Inc., Iselin, NJ; Judith Schreiber,
PhD, RN, Helsinn Therapeutics (U.S.), Inc., Iselin, NJ;
Amit Mahipal, MBBS, Mayo Clinic, Rochester, MN
Fibroblast growth factor receptors (FGFR) are recep-
tor tyrosine kinases involved in a wide range of bio-
logical functions, including cell proliferation, survival,
migration, and differentiation. FGFR genetic alter-
ations have been identified in several solid tumor ma-
lignancies, including cholangiocarcinoma and bladder
cancer, in which selective FGFR inhibitors (FGFRi),
including infigratinib, pemigatinib, and erdafitinib,
have shown promising antitumor activity. Although
generally well tolerated, FGFRi have a distinct adverse
event (AE) profile that includes hyperphosphatemia,
stomatitis, skin/nail toxicities, and ocular toxicities,
not commonly observed with other anti-cancer ther-
apies. Here we provide guidance on managing four
common toxicities more unique to FGFRi: (a) Hyper-
phosphatemia is the most common on-target effect of
FGFR inhibition. During treatment, patients should
reduce high phosphate foods and limit dietary phos-
phate to 600-800 mg/day. Patients who develop hy-
perphosphatemia should initiate a phosphate binder
(e.g. sevelamer, lanthanum carbonate) while taking
the FGFRI, and dose reduction or dose interruption
should be considered for phosphorous levels >7 mg/
dl. (b) Stomatitis is also common, with painful oral
lesions appearing rapidly after FGFRi initiation. Thor-
ough and frequent oral hygiene along with non-phar-
macologic measures may help prevent stomatitis.
For mild stomatitis, dexamethasone elixir 0.5 mg/ml
‘swish and spit’ three times daily is recommended; for
grade 3 stomatitis, the FGFRi should be withheld until
resolution to grade <1; clotrimazole lozenges 3-5 times
daily may be added. (c) Skin/nail toxicities should be
identified early and supportive measures (e.g. urea
preparations, steroid creams, or nail soaking) intro-
duced where indicated, together with antibiotics for
bacterial infection. Referral to a dermatologist/podi-
atrist should be considered for more severe AEs. (d)
Ocular AEs range from dry eyes to less common, but
more serious, conditions such as serous retinal de-
tachment. Baseline and periodic examination by an
ophthalmologist is recommended during treatment,
with onset of visual symptoms warranting urgent
evaluation. Dry eyes can be managed using artificial
tears. Although seldom severe or life threatening, it is
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important to educate and monitor patients to identify
AEs early in their development and manage AEs to al-
low patients to stay on FGFRi therapy and derive the
full benefit of treatment. Through their interaction
with patients during the course of treatment, nurs-
es can help improve quality of life and contribute to
better treatment adherence and outcomes. Detailed
guidelines will be presented during the meeting.
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MEASURING AEROSOLS GENERATED BY
TOILET FLUSHING, AND EVALUATING
EFFECTIVENESS OF SPLASHBLOCKER

Seth Eisenberg, ASN, RN, OCN®, BMTCN®, Oncology
Nurse Consulting, Federal Way, WA; Tom Connor,

PhD, Formerly NIOSH, Cincinnati, OH; Changjie Cai,
PhD, MS, BS, University of Oklahoma Health Science
Center, Oklahoma City, OK; Yingtao Liu, PhD, MS, BS,
University of Oklahoma, Norman, OK

Flushing a hospital toilet that does not have a lid can
produce aerosols that may contain excreted hazard-
ous drugs (HDs) and/or infectious microorganism.
Aerosolization can result in contamination of the sur-
rounding area and exposure of hospital personnel. To
date, an effective method of prevention has not been
studied. A study was designed to measure aerosol
concentration after flushing, and determine whether
using a removable device, (Splashblocker™) to cover
the toilet reduces aerosols. Testing was performed in-
side an aerosol chamber test bathroom at the Univer-
sity of Oklahoma Health Sciences Center Department
of Occupational & Environmental Health. 48omL of
1% fluorescein was used as a surrogate for urine and
placed into a hospital-grade toilet. Flush pressure was
set to 55 PSL. All tests were performed three times
with and without the Splashblocker™. Bathroom air
flow was controlled and HEPA-filtered between tests
to minimize background aerosols. Baseline and test
measurements were taken with a Scanning Mobility
Particle Sizer (SMPS) for aerosols of 0.016-0.593 pm,
and an Aerodynamic Particle Sizer (APS) for aerosols
0.523-19.81 nm to continuously measure concentra-
tions for up to five minutes after each flush. Ultravi-
olet-visible spectrophotometry was used to quantify
the fluorescein deposited on the Splashblocker™.
Average aerosol concentrations for the uncovered
toilet peaked in the first minute at 134 #/cm3 (SMPS)
and 1.08 #/cm? (APS) compared to 70 #/cm3 and 0.2
#/cm? with the Splashblocker™, both of which were
near baseline measurements. Large fluorescein drop-
lets were captured by highspeed camera and were
visible on the floor with UV light but not detected
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when the Splashblocker™ was used. Droplets of fluo-
rescein on the underside of the Splashblocker™ were
visible and quantified. This study corroborates prior
studies showing the generation of aerosols of varying
size after flushing a hospital toilet, with the highest
concentration occurring during the first two minutes.
Reducing or eliminating inhalation of aerosols is an
important goal for promoting healthcare worker safe-
ty. Although when used, a respirator can prevent aero-
sol inhalation, it has no impact on surface contamina-
tion or subsequent healthcare worker exposure. The
Splashblocker™ was able to decrease particle concen-
tration to near pre-flush levels when left on the toilet
for one minute after flushing, providing a safe option
for reducing the possibility of aerosol inhalation.
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COMBINATION OF DAROLUTAMIDE WITH
ANDROGEN-DEPRIVATION THERAPY AND
DOCETAXEL INCREASES SURVIVAL FOR
PATIENTS WITH METASTATIC HORMONE-
SENSITIVE PROSTATE CANCER IN THE
PHASE 3 ARASENS STUDY

Kara Olivier, NP, APRN-BC, Massachusetts General
Hospital Cancer Center, Boston, MA; Betrand Tombal,
MD, Cliniques Universitaires Saint Luc, Brussels; Silke
Thiele, MD, Bayer AG, Berlin; Rui Li, MS, Bayer Health-
Care, Inc, Whippany, NJ; Heikki Joensuu, MD, Orion
Pharma, Espoo; Matthew Smith, MD, Massachusetts
General Hospital Cancer Center, Boston, MA

Current standard treatment for metastatic hor-
mone-sensitive prostate cancer (mHSPC) combines
androgen-deprivation therapy (ADT) with docetaxel
or an androgen-receptor (AR)-pathway inhibitor (abi-
raterone, enzalutamide, or apalutamide). Although
median overall survival (OS) is improved with these
combinations versus ADT alone, there is a need for
more efficacious treatment approaches that not only
delay progression and improve OS but also minimize
additive with manageable toxicity to preserve pa-
tients’ quality of life. The burden of treatment with
docetaxel includes adverse events (AEs) such as
neuropathy and neutropenia, while the AR-pathway
inhibitors abiraterone acetate, enzalutamide, and
apalutamide have been associated with fatigue, falls,
fracture, rash, mental impairment, and hypertension.
In the phase 3, double-blind, placebo-controlled ARA-
SENS trial, darolutamide in combination with ADT
and docetaxel significantly reduced the risk of death
by 32.5% versus standard of care ADT and docetaxel
alone (hazard ratio [HR] 0.675, 95% confidence inter-
val [CI] 0.568-0.801; P<0.0001) in mHSPC patients.
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Time to pain progression and time to subsequent
cancer therapies were also significantly prolonged in
the darolutamide group. Most patients completed 6
cycles of docetaxel therapy in both groups (87.6% and
85.5%, respectively). The overall incidence of AEs was
similar between treatment groups, and most common
AEs were alopecia, neutropenia, fatigue, and anemia,
which are expected AEs of docetaxel. As such, their
incidences were highest during the time overlapping
with docetaxel treatment in both groups. Oncolo-
gy nurses play an important role in helping patients
manage disease symptoms and treatment side effects
by providing education and support. Counseling pa-
tients on preventive measures and management op-
tions for anticipated AEs can help alleviate treatment
decision anxiety, optimize treatment outcome, and
minimize the impact of AEs on patients’ quality of
life. The results of ARASENS provide valuable infor-
mation for the management of patients with mHSPC.
The addition of darolutamide to ADT and docetaxel
met key treatment goals of increasing survival and
prolonging the time that patients were free from pain
progression and the need for other systemic therapies
for cancer, without increasing the incidence of AEs.
This treatment regimen has the potential to become a
new standard of care in patients with mHSPC.

P387

PRACTICAL GUIDE FOR INFUSION-RELATED
REACTION (IRR) MANAGEMENT WITH
AMIVANTAMAB FOR EXON 20 INSERTION
MUTATION (EX20INS) NON-SMALL CELL
LUNG CANCER (NSCLC): A NURSE’S VIEW
Lindsay Dougherty, DNP, CRNP, Abramson Cancer
Center, University of Pennsylvania Health System,
Philadelphia, PA; Amitabha Bhaumik, PhD, Jans-

sen Research & Development, Titusville, NJ; Denise
D’Andrea, MD, FACP, Janssen Scientific Affairs, LLC,
Horsham, PA; Andy Johnson, D.Phil, Janssen Scientific
Affairs, LLC, Horsham, PA

Amivantamab, an EGFR-MET bispecific antibody,
was recently FDA-approved for the treatment of pa-
tients with Ex2oins NSCLC. IRRs, a common toxicity
of monoclonal antibodies observed within minutes
to hours post-infusion, were reported in 67% of pa-
tients receiving amivantamab in the phase 1 CHRYS-
ALIS study. Symptoms associated with amivantamab
IRRs include pyrexia, nausea, vomiting, chest pain,
chills, and shortness of breath. This post-hoc anal-
ysis evaluated infusion duration, time to onset, and
resolution of IRRs with descriptive summary statis-
tics (mean, median, interquartile range [IQR], range).
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97% of amivantamab IRRs were grade 1-2, and 98%
occurred during the first dose infusion, with median
onset of 60 minutes from infusion initiation. Nota-
bly, grade 3-4 IRRs occurred in only 2% of patients
and included dyspnea, hypoxia, hypotension, hyper-
tension, and vomiting. Median infusion times at Cy-
cle 1 Day 1 (C1D1) were 4.70 hours for the 1050-mg
dose and 5.08 hours for the 1400-mg dose, decreasing
to 2.20 and 2.25 hours, respectively, by C1D22. Most
IRRs were manageable with intervention strategies or
treatment modifications (dose interruptions in 56%;
dose reductions in 53%; only 1% led to discontinua-
tion) and resolved in a median of 60 minutes (IQR:
30-118). Additionally, dose interruptions > 28 days
were not associated with IRRs upon reinfusion, and
only 7 IRRs occurred post-infusion (median: 28 min-
utes). Nurses play a critical role in the prevention,
identification, and timely management of IRRs, along
with educating patients/caregivers on what to expect
with amivantamab infusions. The multiple strategies
nurses can use to prevent and mitigate IRRs include:
administration of premedications (antihistamines,
antipyretics, and glucocorticoids) prior to amivan-
tamab infusion on CiD1/D2 and as necessary for
subsequent infusions; infusion rate reductions; and
infusion interruptions/dose reductions. Nurses can
also help set patient expectations on the anticipated
frequency and length of clinic visits, especially during
the first 4 weeks of treatment, and provide overarch-
ing support to patients and caregivers throughout the
treatment journey. Here we present the latest data
from CHRYSALIS on the incidence, timing, and man-
agement of IRRs, as well as nursing recommendations
to optimize prevention and management of IRRs with
amivantamab infusion. In summary, amivantamab
IRRs are representative of those reported with other
antibody infusions and can be effectively managed by
nurses with appropriate guidance.
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PATIENT IDENTIFICATION FOR CHIMERIC
ANTIGEN RECEPTOR T-CELL THERAPY:
INITIAL INSIGHTS FROM THE CARTITUDE
PROGRAM IN MULTIPLE MYELOMA

Ines Stefania Mancia, AGPCNP-BC, Icahn School of
Medicine at Mount Sinai, New York, NY; Lisa
Kallenbach, MD, 2Janssen USMAF, Horsham, PA;
Deepu Madduri, MD, 3Janssen R&D, Raritan, NJ
Chimeric antigen receptor T-cell (CART) therapies
for multiple myeloma (MM) have been predomi-
nantly investigated in patients with heavily pretreat-
ed or refractory disease. The CARTITUDE clinical
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trial program was designed to investigate the safety
and efficacy of ciltacabtagene autoleucel (cilta-cel)
in MM in patients with varying prior treatment his-
tories and in newly diagnosed MM where CAR-T
therapy may provide deep and durable clinical ben-
efit. This analysis aims to describe patient popula-
tions included in the CARTITUDE studies. Inclusion
criteria for all CARTITUDE trials include adults
with MM and Eastern Cooperative Oncology Group
(ECOG) Performance Status grade <1. In the sin-
gle-arm studies CARTITUDE-1 and CARTITUDE-2,
participants received ciltacel infusion with a target
dose of 0.75x10° CARpositive viable T cells/kg. CAR-
TITUDE-4 and CARTITUDE-j5 are randomized trials
comparing cilta-cel infusion with current standard-
of-care therapy. CARTITUDE-1 has completed en-
rollment, and efficacy data including a high response
rate have been reported.' In CARTITUDE-1, 97 par-
ticipants (median [range] age, 61 [43-78] y) received
cilta-cel. Per eligibility criteria, no patients received
prior CAR-T or B-cell maturation antigen-targeted
therapy. At baseline, 39 (40.2%), 54 (55.7%), and 4
(4.1%) participants had ECOG scores of 0, 1, or 2, re-
spectively (all participants met the inclusion criteria
of ECOG score <1 at screening). At least 1 ongoing
comorbidity at screening was reported in 96 (99%)
participants, the most common being peripheral
sensory neuropathy (n=6o, 61.9%), fatigue (n=s3,
54.6%), anemia (n=48, 49.5%), and hypertension
(n=44, 45.4%). Mean (standard deviation) creatinine
clearance at baseline was 94.2 (31.6) mL/min/1.73m>
Overall interpretations of 12-lead electrocardiogram/
multiple-gated acquisition results at screening were
normal in 77 (79.4%) participants, abnormal but
clinically insignificant in 17 (17.5%) participants, and
abnormal with clinical significance in 3 (3.1%) partic-
ipants. The mean (standard deviation) left ventric-
ular ejection fraction was 60.8% (5.0%). In conclu-
sion, current and future data from the CARTITUDE
trials will aid characterization of patients with MM
who may benefit from CAR-T therapy. Participants in
CARTITUDE-1 had generally good functional status
and adequate renal and cardiac function. Monitoring
of real-world patient characteristics once cilta-cel is
commercially available will be important to identify
physicians’ prescribing preferences.

P389

ASSOCIATION BETWEEN DECLINES IN
PROSTATE-SPECIFIC ANTIGEN AND
PATIENT-REPORTED OUTCOMES IN PATIENTS
WITH ADVANCED PROSTATE CANCER
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TREATED WITH APALUTAMIDE IN THE
SPARTAN AND TITAN STUDIES

Jennifer Lloyd, MSN, FNP-C, OCN®, Huntsman Cancer
Institute, University of Utah, Salt Lake City, UT;
Katherine B. Bevans, PhD, Janssen Global Commer-
cial Strategy Organization, Horsham, PA; Amitabha
Bhaumik, PhD, Janssen Research & Development,
Titusville, NJ; Sabine D. Brookman-May, MD,
Ludwig-Maximilians-University, Munich, and Janssen
Research & Development, Los Angeles, CA; Kara
Olivier, NP, Massachusetts General Hospital Cancer
Center, Boston, MA

Monitoring prostate-specific antigen (PSA) kinet-
ics in patients with prostate cancer is helpful and
cost-effective for early identification of aggressive
disease at high risk of progression, enabling prompt
treatment intensification as needed. Treatment with
apalutamide plus androgen deprivation therapy
(ADT) improved overall survival, resulted in rapid
and deep PSA declines, and reduced risk of disease
progression while preserving health-related quality of
life (HRQoL) compared with placebo plus ADT in pa-
tients with nonmetastatic castration-resistant pros-
tate cancer or metastatic castration-sensitive prostate
cancer in the phase 3 SPARTAN or TITAN studies,
respectively. This post hoc analysis evaluated the as-
sociation of a deep PSA decline with patient-reported
outcomes (PROs) following apalutamide treatment
in SPARTAN and TITAN. Patients receiving contin-
uous ADT were randomized to apalutamide (240 mg
QD) or placebo: SPARTAN 2:1 (N = 1207; apalutamide
n = 806), TITAN 1:1 (N = 1052; apalutamide n = 525).
Each cycle was 28 days. PROs were assessed using
Functional Assessment of Cancer Therapy-Prostate
(FACT-P), Brief Pain Inventory-Short Form (BPI-SF;
TITAN only), and Brief Fatigue Inventory (BFI; TI-
TAN only) at baseline, specific cycles during study
treatment, and post progression up to 1 year. Asso-
ciation between deep PSA decline (< 0.2 ng/mL) and
time to subsequent deterioration in PROs was evalu-
ated at landmark 3 and 6 months. Time-to-event end
points were analyzed by Kaplan-Meier method and
Cox proportional hazards model. Survival estimates
were conditional on the group membership of pa-
tients at the landmark time. Median treatment dura-
tions were 32.9 months (SPARTAN) and 39.3 months
(TITAN). At each cycle, > 50% of patients complet-
ed PRO questionnaires. Patients in either study who
achieved deep PSA decline to < 0.2 ng/mL at Month 3
had a lower risk of deterioration in FACT-P Total or
Physical Wellbeing. Patients in TITAN who achieved
PSA decline to < 0.2 ng/mL at Month 3 had a lower risk
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of BPI-SF worst pain intensity or BFI worst fatigue
intensity progression. Similar results were found at 6
months. Patients with advanced prostate cancer who
achieved deep and rapid PSA responses following
treatment with apalutamide were also likely to have
more favorable HRQoL and lower intensity pain or fa-
tigue. An understanding of this association may help
clinicians guide care and counsel patients.
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NURSING EXPERIENCE WITH PATIENTS
RECEIVING SOTORASIB FOR KRA