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2004 MCCORKLE LECTURE

Nurses Significantly
Influence Quality Care

Ruth McCorkle PbD, FAAN
Yale University School of Nursing
PSONS Symposium Speaker

his past March I was asked by the
I planning committee to give the
McCorkle lectureship at the
annual PSONS conference to celebrate
our 25th year as a specialty organiza-
tion.I was overwhelmed with a sense of
pride of how much we have accom-
plished and yet quickly reminded of the
many challenges ahead. In accepting
this speaking engagement, I wanted to
say something meaningful to my col-
leagues and friends, but I also realized
many of the people in attendance didn’t
know me. I shared with the group a
brief history of how we got started; then
summarized my research and how I
thought the future of oncology nursing
could be influenced by advanced prac-
tice.

I have always felt my life was blessed
when Jeanne Quint Benoliel supported
my initial appointment as an Assistant
Professor at the University of
Washington School of Nursing in 1975.
Together we created a graduate pro-
gram entitled “Oncology Transition
Services” that was community based
and prepared graduates as advanced
practices nurses in oncology. As we
graduated students from the program,
they became the leaders of oncology
nursing in Seattle, the region, and sur-
rounding states. My good friend Dr. Gail
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Past McCorkle lecturers gatber for a photo at the annual PSONS conference. Left
to right:Ann McElroy, Janet Applebaum, Renee Yankee, Judy Petersen, Ruth
McCorkle, Patty Mulbern, and Mona Stage.

Hongladarom and I wrote a training
grant funded by the National Cancer
Institute. As that grant was implement-
ed, we developed an education training
program to teach nurses in their own
communities basic oncology content
and skills. Our original group was called
the Regional Oncology Nurses (RONS)
and included nurses from Idaho,
Oregon, Washington, Montana, Alaska,
and British Columbia. As part of that
grant, an annual conference was
planned and has continued through the
years today. I was fortunate to be elect-
ed the first president and when I moved

to Pennsylvania, this lectureship was
established in my honor.

Since 1975, I have had an academic
appointment in a School of Nursing and
part of my faculty responsibility has
included the development of a program
of research. I have been fortunate to
have received continuous extramural
funding for my research as a principle
or co-principle investigator. The overall
purpose of my research has been to test
the effects of the advanced practice
nurse on patient and caregiver out-
comes. A list of the grant titles, funding

Continued on page 3



McCorkle: APNs Have Positive Effect on Patient Outcomes

Continued from page 1
agencies, and selected publications is
presented in Table 1.

In my presentation, I presented back-
ground information about Advanced
Practice Nursing and statistics about the
numbers of APNs and how they have
changed over time. The term advanced
practice nurse is defined as a profession-
al nurse who has graduated from a mas-
ter’s program in a specialty field such as
an oncology advanced practice pro-
gram, including clinical nurse specialists
and nurse practitioners. The Oncology
Nursing Society has taken a position that
oncology APNs should be used in all can-
cer care delivery systems to ensure cost-
effective expert care (ONS, 1997).As of
2002, the ONS reports that there were
2,612 APNs as members in the organiza-
tion. Many barriers exist that limit APNs
from reaching their maximum influ-
ence.There have been a number of stud-
ies that have documented the effective-
ness of APNs on patient outcomes.
Regina Cunningham summarizes these
studies in an article entitled “Advanced
Practice Nursing Outcomes: A review of
selected empirical literature” in Volume
31, March, 2004 issue of the Oncology
Nursing Forum, pgs. 219-232. Reports
from our research are included in Dr.
Cunningham’s review.

Based on results of our research over
the last two decades, the following clini-
cal implications are noteworthy:

1. Nurses are encouraged to use stan-
dard measurement scales like our
Symptom Distress Scale to monitor
patient’s symptoms over time. Patients
and family members report they like
using the scale, either as a total scale or
individual items such as the pain item to
know how they are doing and how dif-
ferent interventions work.

2. Staff nurses who are responsible for
direct patient care in community health
settings and who consult with APNs
with specialized knowledge and skills
related to the disease-specific needs of
patients have influenced positive
patient outcomes, including managed
symptoms, improved function, and
fewer hospitalizations. To assist staff
nurses in dealing with the complexity of

Continued on page 4

Ann McElroy and Linda Cuaron
enjoyed the conference.

Linda Hobengarten and Leabe Raine
are regular attendees of the event.

Jormain Cady is all
smiles.

Some of the nurses enjoy lunch during a break in the
annual conference.

Principal Investigator, “Impact of
Home Care on Quality of Life Post
Prostatectomy”, American Cancer
Society, $750,000 - 1/1/98 - 12/31/00.

Giarelli, E., Monturo, C., & McCorkle,
R. (2003) Caring for a spouse after
prostate surgery: The preparedness

needs of wives. Journal of Family
Nursing, 9(4), 453-485.

Maliski, S. L., Heilemman. M. V., &
McCorkle, R. (2002). From “death sen-
tence”to “good cancer”: Couples trans-
formation of a prostate cancer diagno-
sis. Nursing Research, 51(6),391-397.

Maliski, S., Heilemann, M., McCorkle,
R. (2001). Mastery of postprostatecto-
my incontinence and impotence: His
work, her work, our work. Oncology
Nursing Forum, 28(6), 985-991.

Robinson, J. P, Pickett, M., Giarelli, E.,
Shults, J., & McCorkle, R. (2000). Effect
of biofeedback-assisted pelvic muscle
exercise training on urinary symp-
toms and quality of life post-prostatec-
tomy: Results of a pilot study.

Grant Titles, Funding Agencies and Selectied Publications

Urogram, 28(6), 18-21.

Robinson, L., Hughes, L. C., Adler, D.
C., Strumpf, N., Grobe, S. J. &
McCorkle, R. (1999). Describing the
work of nursing: The case of postsur-
gical nursing interventions for men
with prostate cancer. Research in
Nursing and Health, 22, 321-388.

Pickett, M., Cooley, M.E., Patterson,
J., & McCorkle, R. (1996). Needs of
newly diagnosed prostate cancer
patients and  their  spouses:
Recommendations for postsurgical
care at home. Home Care Consultant,
3(2):1A-12A.

Principal Investigator, “Nursing’s
Impact on Quality of Life Outcomes in
Elders,” National Center for Nursing
Research, Grant No. RO1 NR03229,
$740,428,9/30/92-8/31/96.

Hughes, L. C.,Robinson, L.A., Cooley,
M. E., Nuamah, I., Grobe, S. J., &
McCorkle, R. (2002). Describing an
episode of home nursing care for

Continued on page 4

Table 1.
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McCorkle: APN’s Future Bright in Home Care Agencies

cancer care, either an oncologist or an
APN should serve as a supervisor/con-
sultant to the team and be directly
involved in clinical decisions. As agen-
cies move to prospective payment and
greater efficiency, my hope is that the
role of the APN will factor more promi-
nently in home care agencies. APNs may
also work independently and provide
care to a group of patients, such as case
managers from an ambulatory clinic.As a
result of the Balanced Budget Act of
1997 APNs, specifically clinical nurse
specialists and nurse practitioners, prac-
ticing in any setting can be directly reim-
bursed at 85% of the physician fee
schedule for services provided to
Medicare beneficiaries. In home care,
this change has the potential to facilitate
access to care for patients who do not
have access to a home care agency or
other primary care provider, specifically
those in rural and underserved areas.

3. Because of the barriers to entering
hospice care, home care nurses need to
become knowledgeable and highly
skilled in providing palliative care to
patients. This will require not only the
development of skills in a new area of
clinical expertise but also a paradigm
shift in the way home care nurses view
the episode of care for home care
patients. Home care has traditionally
been viewed as a component of the
long-term care delivery system.Although
the number of home visits per episode
of illness has decreased significantly,
home visits tend to be spread out over a

Continued on page 6

Table 1, continued from page 3.
elderly postsurgical cancer patients.
Nursing Research, 51(2), 110-118.

McCorkle, R. & Pasacreta, J. (2001).
Enhancing caregiver outcomes in pal-
liative care. Cancer Control, 8(1), 36-45.

*McCorkle, R., Strumpf, N., Nuamah,
I.,Adler, D., Cooley, M., Jepson, C., Lusk,
E., & Torosian, M. (2000).A randomized
clinical trial of a specialized home
care intervention on survival among
elderly post-surgical cancer patients.
Journal of the American Geriatrics
Society, 48,1707-1713.

Giarelli, E., Pisano, R., & McCorkle, R.
(2000). Stable and Able. American

Journal of Nursing, 100(12), 26-32.

Hughes, L. C., Hodgson. N.A., Muller,
P, Robinson, L. A., & McCorkle, R.
(2000). Information needs of elderly
postsurgical cancer patients during
the transition from hospital to home.

Image:Journal of Nursing Scholarship,
32(1), 25-30.

Jepson, C., McCorkle, R., Adler, D,
Nuamah, I., & Lusk, E. (1999). Effects of
home care on caregivers’ psychosocial

status. Image: Journal of Nursing
Scholarship, 31(2), 115-120.

Nuamah, I. E, Cooley, M. E., Fawcett, J.,
McCorkle, R. (1999). Testing a theory for
health-related quality of life in cancer
patients: A structural equation approach.
Research in Nursing & Health,22,231-242.

Grant Titles, Funding Agencies and Selectied Publications

Robinson, L., Nuamah, I., Cooley,
M.E., & McCorkle, R. (1997). A test of
the fit between the Corbin and Strauss
Trajectory Model and care provided to
older patients after cancer surgery.

Holistic Nursing Practice, 12(1):36-47.

Principal Investigator, “Evaluation of
Home Care for Cancer Patients,”
National Center for Nursing Research,
Grant No. 1 RO1 NR01914, $321,161,
9/1/87-1/31/90.

Jepson, C., Schultz, D., Lusk, E., &
McCorkle, R. (1997). Enforced social
dependency and its relationship to
cancer survival. Cancer Practice,
5(3):155-61.

Johnston-Taylor, E.J., Baird, S.,
Malone, D., McCorkle, R. (1993).
Factors associated with anger in can-
cer patients and their caregivers.
Cancer Practice, 1(2):101-9.

*McCorkle,R.,Jepson, C., Malone, D.,
Lusk, E., Braitman, L., Buhler-
Wilkerson, K., & Daly, J. (1994). The
impact of post-hospital home care on
patients with cancer. Research in
Nursing and Health, 17, 243-251.

McCorkle, R., Yost, L., Jepson, C.,
Malone, D.,Baird, S., Lusk, E. (1993). A
cancer experience: Relationship of
patient psychosocial responses to
caregiver burden over time. Psycho-

Oncology, 2:21-32.

Continued on page 6

Editors’ Notes: Laughter is Good Medicine in Cancer Setting

Continued from page 2

tion contributes a uniqueness to the
nursing profession. They reviewed
strategies for developing pride in our
daily work and encouraged us to not sell
ourselves short.

At our local symposium, Gretchen
Schodde, ARNP, FNP, MN and Melissa
West, MS explained ways to bring back
balance when we are feeling burned out
using techniques that include massage,
belly breathing, and guided imagery. As
we practiced these techniques, many of

us indeed felt a profound sense of reju-
venation. Scott Burton, humorist and
cancer survivor, further reminded us
that although cancer is no laughing mat-
ter, laughter is important even in the
cancer setting. It is important not only
for our patients to laugh, but for our-
selves as well. As Scott notes, “We know
that laughter, and loving our lives always
feels good”.

This edition of the quarterly includes
articles for our symposium speakers,
new therapies, how to help our patients

4 Puget Sound Quarterly

Vol. 27, No. 2

navigate the Internet to become part-
ners in their own care,and PSONS chap-
ter news. We are deeply appreciative of
the contributions that our members
make to our annual symposium and the
Quarterly. Spring is a great time to reju-
venate!

Reference

Burton, Scott (2004). www.sburton.com/
whynotlaugh.htm



Cures, Observations
and Research:
Helping Our Patients
Navigate Information

Shirley L. Williams RN, CS, AOCN
Law Consultant

Jennifer Wulff RN, BS, OCN
University of Washington Medical Center

ing patients understand their diagnosis

and treatment. Today, many patients
have information sources that were not
available just a few years ago. It is rare
when patients accept the treatment
options of one physician without ques-
tion or without doing some personal
research. They want to be knowledge-
able and more involved in treatment
decisions. Patients access information
from Internet chat rooms, web sites,
support groups and many well-mean-
ing friends who also dispense advice
they have obtained from many
sources. Freeman and Spyridakis
(2004) state that persons use the
Internet “...because it is open and
available 24 hours a day, because it pro-
vides answers to embarrassing ques-
tions, and... unlike our harried doc-
tors, it never has to cut a visit short.”
Oncology nurses are in a trusted and
unique position to help patients become
intelligent partners in their care.

The first time a person hears the diag-
nosis of cancer from their health care pro-
fessional and is given the preliminary
treatment information, they know their
life is suddenly changing. Much of the
information may be forgotten or they may
feel it is not complete. Many patients seek
out web sites, family, and friends to fill in
the blanks for that missing information.
Others are in shock and are contemplat-
ing the threat to their future or have
blocked out any information about their
diagnosis. Sometimes we give information
without asking patients about the
resources they are currently using. We
may not always provide them with the

In our practice, part of our role is help-

tools to understand good research or
what the disease implications are for their
particular life situation. Giving patients
early instruction on how to evaluate the
information gets them started on the right
path. If they have already started looking
for information or have information on
their own it is harder to help them sort
out the reliable from the unreliable.
Health professionals can begin by explain-
ing the difference between anecdotal and

/_'_Ha--"_ﬂ“'*-__

testimonial information versus well-con-
ducted observational studies, and clinical
trials.The web sites and literature from the
National Cancer Institute (NCI) at
www.cancer.gov , the Oncology Nursing
Society (ONS) at www.ons.org , and the
American Cancer Society (ACS) at

WWW.Cancer.org
information.

To some people just devastated from
the diagnosis of a life threatening illness
the most inviting and promising informa-
tion is testimonial information that is indi-
vidual stories about friends or family who
are “cured” or just greatly improved from
the same disease or even a completely dif-
ferent problem. Information from some
health magazines and web sites may also

all provide excellent

contain testimonials.Adding a real person
to the equation seems to give it credibili-
ty.An example of a cancer treatment that
gained considerable popularity by testi-
monials is the Burzynski Clinic’s
“Antineoplaston” therapy. Stanislaw
Burzynski M.D. who came to this country
after receiving his medical education in
Poland founded the clinic in Houston,
Texas. He lists a PhD after his name, but
this degree could not be verified. He
received a license to practice medicine in
1973. In 1976, he opened the clinic to
treat cancer patients despite having no
formal training in either cancer care or
cancer research. He first used a peptide
extract from human urine he called
Antineoplaston A that he claimed “neutral-
ize” cancer cells. He treated 21 patients
(Green, 2004). He continued to extract
other peptides from human urine and
blood and use them as treatment. A study
in 1992 concluded that the
Antineoplastons did not neutralize can-
cer cells (Green, 1992). Word of
Burzynski successes came mostly from
his clinic and testimonials. His “miracle
patients” were featured on popular talk
shows. After five of these miracle
patients died, he was indicted in 1995
for mail fraud and marketing of an unap-
proved drug. Due to the publicity about
his “cures” he was not convicted. In
1998, the Texas Attorney General
secured several agreements and a cash
settlement to limit the use of the drugs
and inform consumers (Barrett &
Herbert, 2004). Patients can still go the
Burzynski Clinic for treatment with
Antineoplaston at the cost to them of
$36,000 to $60,000 a year (American
Cancer Society, 2004).The information on
the Burzynski Clinic web site states “other
groups have replicated and expanded Dr.
Burzynski’s work, including the NCI
(Burzynski Clinic, 2004). However, when
you go to the NCI's web page entering the
word Antineoplaston their sponsored
studies were closed prior to completion
because of lack of accrual, therefore no
conclusions could be made (National
Cancer Institute, 2004). Other information
about Antineoplaston therapy can be
found on the ACS web page (American
Cancer Society, 2004). To understand the
appeal of this treatment, there is a well-
written first person account by a free-
lance writer who first fought the Federal

Continued on page 8
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McCorkle: Home Care Nurses Assist in Managing Symptoms

Continued from page 4

greater period of time, usually a 60-day
certification period. For patients requir-
ing palliation, home care may need to be
very intensive over a relatively short
period of time requiring only two to four
visits to stabilize patients. In this model,
the home care nurse can assist the
patient and family in methods of manag-
ing symptoms and coping with the care-
giving role. In the long term, as the
patient’s disease progresses, the patient
and caregivers will need “booster” visits,
but the majority of visits and care may
be given in short periods of time, when
the patient and caregivers are most in
need.

4. Patients are usually hospitalized
when symptoms get out of control.
When patients are hospitalized, compre-
hensive discharge planning and follow-
up by skilled nurses is needed to ensure
that the plan is implemented, evaluated,
and revised as needed.These nurses may
be based in a variety of settings, such as
home care agencies, clinics, and private
offices. The complexity of symptom
management following hospitalization
may require the advanced skills of an
APN to provide consultation to the staff
nurse or to implement a plan of care
with a patient and family caregiver.

5. Patients who have complex prob-
lems and receive home care nursing
need family caregivers who have been
taught skills to provide care.In the event
these caregivers are ill themselves, addi-
tional or complementary services need
to be provided to help with the patients’
care. Nurses providing home care for ill
patients should conduct ongoing assess-
ments of family caregivers, including
their health and demands made upon
them. When appropriate, the nurse
should see the patient and caregiver as a
dyad and charge for both visits.
Standardized educational programs to
teach family caregivers skills to provide
care are needed and should be a part of
routine home nursing care.

6.The use of innovative models must
be considered as a strategy for providing
care to patients and families. Telephone
visits have been shown to be a very
effective strategy to help families cope
with the caregiver role. Under prospec-

Grant Titles, Funding Agencies and Selectied Publications

Table 1, continued from page 4

Yost, L., McCorkle, R., Buhler-
Wilkerson, K., Schultz, D., & Lusk, E.
(1993). Determinants of subsequent
home health care nursing service use
by hospitalized patients with cancer.
Cancer, 72:3304-12.

Principal Investigator, “A Prospective
and Concurrent Study of Spouse
Bereavement,” DHHS, Health Resources
and Services Administration, Division of
Nursing, $214,510, Grant No.
NR-01626-01, 1986-1988.

McCorkle, R., Hughes, L., Robinson, L.,
Levine, B., & Nuamah, I. (1998). Nursing
interventions for newly diagnosed older
cancer patients facing terminal illness.

Journal of Palliative Care, 14(3), 39-45

*McCorkle, R., Robinson, L.,
Nuamabh, 1., Lev, E., Benoliel, J. (1998).
The effects of home nursing care for
patients during terminal illness on the
bereaved’s psychological distress.

Nursing Research, 47(1), 2-10.

Robinson, L., Nuamah, L.E, Lev, E., &
McCorkle, R. (1995). A prospective
longitudinal investigation of spousal
bereavement examining Parkes and
Weiss’ Bereavement Risk Index.

Journal of Palliative Care, 11(4):5-13.

Principal Investigator of “Evaluation
of Cancer Management,” DHHS, Health
Resources and Services Administration
Division of Nursing, NU 01001,
$593,707, 1983-1986.

Lev, E.L., Nuamah, I.E, Robinson, L.,
& McCorkle, R. (1995). Smoking
behaviors, grief and bereaved family
members’ health status and psycho-
logical distress. The Journal of

Smoking-Related Disorders, 6:99-108.

Sarna, L., Lindsey, A., Dean, H.,
Brecht, M.L., & McCorkle, R. (1994).

Weight loss and lung cancer: relation-
ships with symptom distress, function-
al status, and smoking. Research in
Nursing and Health, 17(5):371-9.
McCorkle, R. & Benoliel, ].Q. (1990).
The importance of functional status in

planning care. Key Aspects of

Comfort: Functional Activity and
Recovery. New York: Springer

Publishing Company.

*McCorkle, R., Benoliel, ].Q.,
Donaldson, G., Georgiadou, E,
Moinpour, C. & Goodell, B. (1989). A
randomized clinical trial of home nurs-
ing care of lung cancer patients.
Cancer, 64:199-206.

McCorkle, R. & Saunders, J. (1985).
Problems, coping strategies and cop-
ing effectiveness after diagnosis.
Proceedings of the American Cancer

Society 4th Cancer Nursing Research
Conference, June 18-20, 1985,

Honolulu, Hawaii.

McCorkle, R. & Benoliel,].Q. (1983).
Symptom distress, current concerns,
and mood disturbance after diagnosis
of life-threatening disease. Social
Science and Medicine, 17(7):431-8.

McCorkle,R. (1987). _The complica-
tions of early discharge from hospitals.
Proceedings of the Fifth National
Conference - Human Values and
Cancer. New York: American Cancer
Society.

Principal Investigator of “Cancer
Patient Responses to Psychosocial
Variables,” HEW National Cancer
Institute Grant Proposal. Funded by
Division of Nursing, Public Health
Services, Grant No.NU 00730,
$97,512,1979-1981.

McCorkle, R. & Young, K. (1978).
Continued on next page

tive payment for home care, home care
providers are no longer constrained by
the per-visit method of reimbursement,
and telephone visits can be integrated
into the plan of care. Telehealth pro-
grams have also been used effectively
with populations of patients at home.As

6 Puget Sound Quarterly

Vol. 27, No. 2

the technology becomes less expensive,
increased opportunity to implement
these strategies including monitoring
patient’s status by internet will occur.
Ensuring quality cancer care today is
every nurse’s responsibility and this can

Continued on page 7



Why Not Laugh?

Scott Burton
Humor Therapy
PSONS Symposium Speaker

aving faced stage IV osteo sarco-
Hma, chemotherapy and multiple

limb-saving surgeries, I have seen
the profound imprint — both good and
bad — that cancer leaves on every per-
son touched by it. Knowing the struggle,
I have something to say to each of us
affected.And, in speaking with fellow sur-
vivors and oncology professionals coast
to coast,I often hear the same sentiments
that reinforce this opinion. Yes, cancer is
one of the greatest struggles you'll ever
have.Yes, it is a life and death issue.And,
yes, those you love will suffer too. But, in
the midst of this life-defining battle, why
not allow for laughter?

It’'s important to remember that there
is not and never will be anything funny
about cancer — which is why some feel
they can’t, or shouldn’t, laugh. But what is
funny — is life. It always has been. From
your first greeting in the world being a
smack on the bottom to the fact that time
will eventually turn you into your par-
ents, life is a wondrous comedy.In dealing
with cancer, life is different, but not any
less present. So, just as there was humor
in life before cancer, there can be humor
in life during cancer.

I remember the first time I made some-
one laugh during my one year battle. My
brother was visiting me in the hospital

after an operation and I was explaining
that, before the operation, I'd had my very
first prostate exam. He could see how
shaken I was when I told him.“I had my
first prostate exam. Wow!” As he smiled
sympathetically I stumbled on, “I mean,
that was a new experience. I'd heard... I
mean, I knew what it was but... wow. I'd
never done..” After another pause, I
turned to him and, with genuine concern,
said,“Are they supposed to use a puppet?”
The laughter from my brother was so
real, so genuine and free, it changed the
face of all our conversations throughout
the rest of my operations and chemo.

With one fell swoop, that hearty, joyous
laughter cut through the tension of being
in the hospital, of facing cancer, of my
brother’s discomfort watching me go
through the ordeal. With that laughter, I
found a way to communicate that would
do both, keep fears at bay and draw oth-
ers closer.

So it is true, cancer is no laughing mat-
ter but, whether it is cancer or any other
trial in life, laughing does matter.

In assessing all the ways I could've
responded to my diagnosis — my surg-
eries, my seven months of chemo —
laughter was the only one that made
sense. I could have raged. I could have
kept to myself and stewed. I could have
felt slighted, cheated or abused by life. I
could have felt a world of different things
from depression to cynicism. But laughter
was the only response that, as T used it,

helped me grow.And there was a byprod-
uct to sharing laughter. While loosening
up my body, easing fears of others and
building lines of communication, it pro-
vided the most powerful and needful tool
in fighting any trial in life — a positive
attitude.

The other reactions; anger, depression,
suppression, denial, took a little piece of
me with them. Each made me feel just a
little less human. Yet laughter made me
more open to ideas, more inviting to oth-
ers, and even a little stronger inside. It
proved to me that, even as my body was
devastated and my spirit challenged, I was
still a vital human.

It’s often hard to understand the heal-
ing power of laughter because it doesn’t
make sense to relate physical and spiritu-
al mending to the same feeling you got
when Milton Berle donned a dress. But
it’s there. Medical scientists have proved
the existence of healing endorphins
released by laughter but, in plain terms,
the magic of laughter is, when you laugh
— if only for that moment — you love
your life. And, when facing tragedy, that is
a deep knowledge we all can use.

So I exercised my sense of humor
whenever possible. While in pre-op, dur-
ing one of my nine surgeries, I was
propped up atop my gurney with pillows
as the staff scurried throughout the room
and a young attendant brought me heated
blankets and checked to see if there was
anything I needed. Even though I was in
for surgery, with everyone running about
and attending to me while I sat as their
audience, I felt as if I were a Roman noble-
man at the forum. Embracing the brief
moment of regal splendor, I turned to the

Continued on page 9

McCorkle

Continued from page 6

best be accomplished by forming part-
nerships between staff nurses and APNs.
Today’s crisis in health care can be
improved by these partnerships.I believe
the nurses in PSONS have the ability to
set an example and role model for other
nurses throughout the country. Thank
you for this opportunity to return where
our journey began and where together
we can forge a new path on our journey
to ensuring quality care for every patient

with cancer.
n

Table 1. Continued from page 6

Development of a symptom distress
scale. Cancer Nursing, 1(5):373-378.

Benoliel, J.Q., McCorkle, R. & Young,
K. (1980). Development of a Social
Dependency Scale. Research in
Nursing and Health, 3, 3-10.

*McCorkle, R. & Benoliel, J.Q.
(1983). Symptom distress, current
concerns, and mood disturbance after
diagnosis of life-threatening disease.

Social Science and Medicine,
17(7):431-8.
Mumma, C. & McCorkle, R.

(1982-1983). Driever, M. & McCorkle,
R. (1984). Patient concerns at three

and six months past diagnosis. Cancer
Nursing, 1:235-241.

Germino, B. & McCorkle, R. (1985).
Acknowledged awareness of life-threat-

ening illness, International Journal of
Nursing Studies, 22(1):33-44.

*Major research paper describing study
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Continued from page 5

Drug Administration (FDA) for Burzynski’s
treatment of her chronic Non-Hodgkin’s
Lymphoma. Faced with a diagnosis of can-
cer and told by mainstream medicine at
that time that they had “nothing to offer”
this treatment was appealing and was
advertised as a cure.As the writer became
sicker from the Antineoplaston treatment
she consulted the physician who made
the originally diagnosis. The biopsies
showed the lymphoma had become more
aggressive. She agreed to stop the
Antineoplaston therapy and try standard
chemotherapy. Following the chemother-
apy she was entered into a trial with mon-
oclonal antibodies at a well-known uni-
versity hospital. After completing that
therapy she was in complete remission
(Lynn, 1998).1t is interesting to follow her
journey from a staunch advocate of
Burzynski to one who rejected his therapy
and became appreciative of mainline
medicine.The lesson of her story for pro-
fessionals is that rather than telling
patients there is nothing to offer, help
them to better understand the nature of
their cancer while offering ways to
improve quality of life and symptom man-
agement.

Web sites, newspaper articles and mag-
azine articles can also be deceiving as to
the real creator of the information. Using
words like “Research Foundation” or the
“National Association of—-“ or the
“University of—-“ may not really represent
any recognized organization or institution
of higher learning. Authors of the articles
may or may not have the valid credentials
they claim to have (Jarvis & Barrett, 2004).
To assist patients in finding credible
resources on the Internet direct them to
web sites of recognized organizations
such as the NCI,ACS or any major univer-
sity. If patients do a search by using their
actual type of cancer or the word cancer
they may get a host of sites many of which
may not be credible.The web page of the
NCI may seem overwhelming at first, but
there is a great wealth of information for
both patients and professionals. Because
there is so much information it would be
helpful to review the web site together
with the patient and point out areas that
will help them better understand their
cancer. It will also demonstrate what con-

Cathy Goetsclo and Angela
Hall.

& Roberta Mitchell.

2004 ONS Congress Well
Represented by PSONS Members

Carla Jolley, Renee Yanke, Nancy Thompson,
and Renita Vance.

“;ﬂ

- i
Carlotta Reynolds, Nancy Thompson, Renita Vance,

Marilyn Birchman and Martha
Purrier.

Dierdre Slaybaugh & Mary Jo Sarver:

stitutes credible web sites. There are
many publications about the evaluation of
online health information that may assist
you in educating your patient including
extensive bibliographies (Coleman, 2003;
Freeman & Spridakis, 2004).

Even credible organizations and institu-
tions in their quest to offer hope and treat-
ment can mislead patients in several ways.
Institutions can be blinded by their own
biases and statistics. They report prelimi-
nary results that are then interpreted as
the “state of the art” by other physicians
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and patients. For example, several well-
known cancer researchers and institu-
tions began using high dose chemothera-
py with bone marrow transplants or
hemapoetic stem cell support for metasta-
tic breast cancer in the late1980’s despite
preliminary results indicating no differ-
ence in long term survival compared to
conventional doses (Bonadonna &
Gianna, 1990;Antman & Gale, 1988;Bitran,
1990). Recent studies confirm the same
results (Stadtmauer et al, 2000; Berry et al,
2002; National Cancer Institute, 2004).



Cancer professionals may be tempted
to offer treatments that have a slim chance
of helping their patients.This may be espe-
cially true for patients that are searching
for any treatment that will cure them.
Patients do not always understand the
ramifications of the treatment in terms of
their existing overall health, desired quali-
ty of life, and financial burdens to their
families. Even when patients understand
that a treatment has very little chance of
helping them they may still want to go
ahead.They need a thorough review of all
the factors and be offered palliative care
choices as well. This is an important part
of patient education. Clinics may become
the subject of adverse media attention or
law suits over the cancer treatments given
when patients or their families reflect on
the cost and quality of life versus the ben-
efit (Lerner, Howatt, & McEnroe, 2003;
Acosta, 2004).

Some study findings can seem credible,
but the results may not hold up when
studied over a larger, more diverse popu-
lation or a longer time period. In the early
1940’s, papers began to promote the ben-
efits of replacement hormones for “estro-
gen deficiency” in all menopausal women
(Hamblin, 1946; Neustaedter, 1943).
Several papers were published in the late
1980’s and early 1990’s on the effects of
postmenopausal estrogen and coronary
artery disease. The studies that reported
an increased cardiovascular survival in the

estrogen users were highly promoted.As a
result of these studies it was unusual to
find post-menopausal women not on
estrogen replacement in the last ten years.
It seemed like a good solution to a serious
health threat for women. Estrogen also
assisted women with postmenopausal
symptoms. On reflection these studies
had many flaws. The users of estrogen
were younger with less chronic disease.
The non-users were older with more
chronic diseases. There were more than
twice as many estrogen users studied than
non-users and the studies were observa-
tional rather than clinical trials (Stampfer
et al, 1985; Sullivan et al, 1990; Bush et al,
1987; Gruchow et al, 1988). About the
same time, studies were published that
showed no difference and urged caution
until large-scale studies could be conduct-
ed (Mosher & Whelen, 1981; Wilson,
Garrison & Castelli, 1985; Saville, 1987). In
1983, one clinical trial was the Heart and
Estrogen-Progesterone Replacement
Study known as HERS. The results from
this five-year clinical trial concluded that
there is increased risk for cardiovascular
disease and cancer from postmenopausal
hormone use (National Institutes of
Health (NIH), 2004). The Women’s Health
Initiative, a division of the NIH, launched
larger scale studies in 1991 to continue to
better answer questions related to hor-
mone replacement use (NIH, 2004).

As an oncology nurse it is important

that you are able to navigate the web sites
and research to assist your patient in
understanding the options and benefits
available to them. It may seem like a diffi-
cult task to help patients evaluate infor-
mation, but by steering them to reliable
information early in their diagnosis and
giving them guidelines to evaluate that
information you empower them to
become a part of the decision making
team.The process can result in a more sat-
isfying experience for both the patient
and the nurse.
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Laugh: Laughter and Loving Adds Humanity to Our Lives

Continued from page 5
attendant and, with playful airs, said,
“Fetch the oncologist... he amuses me.”

I once tried to convince a friend that,
along with chemotherapy, radiation thera-
py or the complimentary humor therapy,
there was such a thing as nasal therapy.
“What happens is, as you drink a glass of
milk, the doctor makes you laugh and the
tumor shoots out your nose. They're still
testing to see if it works with 2% and skim.
They’re also having a hard time finding a
doctor who can make people laugh”

There are numerous ways to allow for
laughter in our lives; rent comedy videos,
read the funnies, take the time to remem-
ber the laughter in your past. For my
money, listening to Carl Reiner’s and Mel
Brooks’Two Thousand Year Old Man rou-

tine is guaranteed laughter. Just getting
out and talking freely to others works.
You'd be surprised, when you actually
converse with and engage people around
you, how often laughter is the result.
And this is not meant to say laughter is
the only way to embrace our humanity. It
is not the only knowledge we have of lov-
ing life. Cancer patients shouldn’t be
thinking up new gags they can do with
their bed pans or making crank calls from
their rooms. Nobody is calling for a new
generation of chronic disease comics.
Embracing laughter does not mean non-
stop guffaws.There are other ways to stay
in touch with our humanity. There are the
little things, such as smiling. There is gen-
uine love. There is doing whatever it is
you do that makes you feel human: read-

ing, hugging, writing, talking, maybe alli-
gator wrestling, whatever it takes for you.
Many times even tears help us feel our
true humanity.

We live in a dehumanizing society that
is centered on image, demographics, sales
and numbers. We seem to be valued only
by what we have or how famous we are.
Our humanity and love of life has been
buried and hidden. Then cancer comes
along and tries to take what is left.
Through laughter, through loving,
through our own passion for living we
can take control of our humanity once
more. We see that life can be simple. We
admit that cancer can be part of life. And
we know that laughter and loving our
lives always feels good.

]
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ANTI-ANGIOGENESIS

A New Paradigm
in Cancer Therapy

Linda Cuaron MSL

Deborab Berg MSL
Genentech

ngiogenesis, the process of gener-
A:;t‘ing new blood vessels is a funda-
ental requirement for the normal
physiologic process that begins in the
embryo and is required for organ and
limb development, as well as survival. In
the adult, vascular angiogenesis is less
active and restricted to wound healing,
longitudinal bone growth, and female
reproductive function (ovulation, men-
struation and placental development).
Normal physiological angiogenesis is a
balanced process with regulation of pro-
and anti-angiogenic factors.

Normal blood vessels are genetically
stable, have an ordered pattern, and are
nonpermeable’. Cells need a constant
supply of oxygen to enable their diverse
molecular processes. Oxygen is delivered
via red blood cells, so nearly all of our
cells are within a tenth of a millimeter
from a blood vessel or capillary. Tumor
cells are no exception. Collections of
cancerous cells that grow much larger
than a millimeter will starve themselves
of oxygen unless new blood vessels are
created. Therefore, many cancer cells
capitalize on the process of angiogenesis
to build their own blood supply .

Angiogenesis occurs in pathologic con-
ditions such as cancer, rheumatoid arthri-
tis, psoriasis, retinopathies, and age-related
macular degeneration. It is a process that
has been recognized for over a century.
In the late 1800’s, several German physi-
cians observed that some tumors were
very vascular, suggesting that new blood
vessels might be important in the cancer
process. By 1948, Isaac Michaelson pro-
posed that an angiogenic element “Factor
X”was responsible for the vascular prolif-
eration seen with diabetic and other
retinopathies.>  Vasculature involved in
tumor growth and metastasis was studied

by Judah Folkman. In 1971 he described
the therapeutic implications of tumor
angiogenesis by reporting that without
new blood vessels, tumors could grow
only 1 to 2 mm’. In 1989, the vascular
endothelial growth factor (VEGF) was iso-
lated and sequenced as a novel growth
factor important for angiogenesis.
Subsequently, a research group at
Genentech Inc. led by Napolean Ferrera
reported the development of a mono-
clonal antibody against VEGE which inhib-
ited tumor growth in animal models 7.

VEGE a ligand, is the key signal used by
oxygen-hungry cells to promote growth
of blood vessels. A ligand is a small mole-
cule that binds to a larger molecule
(receptor). The VEGF ligand binds to spe-
cialized receptors expressed on the sur-
faces of endothelial cells. VEGF brings
together two receptors (a process called
dimerization) so the two intracellular
kinase regions are close enough to add
phosphate groups to each other. The sig-
naling apparatus inside the cell recognizes
these phosphate groups, sending signals
to the nucleus of the cell, which begins
the next process of angiogenesis1?.

After receiving these signals, cells build
specialized proteases to break through
the basal lamina, and migrate into the
oxygen-starved region. Once there, the
cells multiply and form into tubular struc-
tures, creating new vessels for blood flow.
Tumor cells use these same processes to
create their own oxygen supply. Through
mutation, they gain the ability to either
create abnormally large amounts of VEGF
or to block the action of inhibitors of
angiogenesis. (Interferons a/b, angio-
statin and endostatin are a few examples
of inhibitors of angiogenesis.) * This is
the “angiogenic switch,” marking a key
transition as cancer cells gain the ability
to direct their own blood supply. With
this ready blood supply, the tumor can
grow much larger. The switch also
enhances the ability of the tumor to
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metastasize, since a custom-made blood
supply can be constructed wherever new
tumors begin to grow.

Tumor blood vessels are dependent on
growth factors for endothelial cell sur-
vival and are architecturally abnormal.
The tumor blood vessels are leaky, fragile,
and prone to rupture. They lack support
structures, are twisted, dilated, and disor-
ganized. Growth factors (e.g., epidermal
growth factor, transforming growth fac-
tor-beta, platelet-derived growth factor,
basic fibroblast growth factor) as well as
cytokines (e.g., IL-6) also stimulate VEGF
expression’.

VEGF belongs to a family of glycopro-
teins that are members of the platelet-
derived growth factor (PDGF) superfami-
ly of growth factors. VEGF-A has six
known isoforms (1-6). VEGF-A was first
described as vascular permeability factor.
Tumor-secreted VEGF-A can lead to
ascites formation as a result of this vascu-
lar permeability and plasma leakage.
Other members of the VEGF family
include VEGF-B, VEGF-C, VEGF-D, VEGF-E
and placenta growth factor (PIGF). VEGF-
A and C bind and activate VEGF receptor-
2 (VEGFR-2 or Kkif-1/kdr) which is a
receptor tyrosine kinase that is expressed
by endothelial cells and endothelial prog-
enitors. Placenta growth factor is strong-
ly expressed in the placenta and is
thought to play an accessory role in
pathologic angiogenesis by potentiating
the activity of VEGF-A. Mice that lack
VEGF-B are viable, but have small hearts,
suggesting that this cytokine has a role in
coronary artery development. VEGF-C
binds to the receptor VEGFR-3 that is
expressed on lymphatic endothelium and
is thought to be involved in lymphangio-
genesis.*

Inhibition of VEGF appears to result in
vasoconstriction, partly through the
downregulation of nitric oxide synthase
in endothelial cells. Nitric oxide synthase
is an enzyme central to endothelial func-
tion and vasodilatation. VEGF governs
endothelial nitric oxide synthase expres-
sion through a KDR/FIk-1 receptor and
protein kinase C signaling pathway. It has
been hypothesized that inhibition of
VEGF may contribute to hypertension by
interfering with nitric oxide generation
and other pathways that result in vaso-
constriction °.

For several reasons, inhibition of VEGF
was seen as a promising approach for the



design of cancer therapy. VEGF expres-
sion has been shown to be elevated in a
wide variety of human solid and hema-
tological tumors. Several studies have
also demonstrated that VEGF is
expressed in tumor-associated stromal
cells, which are most likely upregulated
by environmental conditions such as
hypoxia.VEGF expression has been asso-
ciated with increases in tumor microves-
sel density and aggressive tumor
growth. VEGF can also stimulate cell
migration and inhibit apoptosis"?. In ani-
mal models the inhibition of VEGF has

Table 1. Efficacy Summary in metastatic
colorectal cancer: IFL + bevacizumab or placebo

tions.This pathway is dependent on the
Von Hippel-Lindau (VHL) gene product.
The VHL gene product blocks VEGF
expression in response to high oxygen
availability. In the absence of the VHL
gene product, high levels of VEGF accu-
mulate, resulting in highly vascular
tumors.This gene is mutated in over 50%
to 80% of spontaneous renal clear cell
carcinomas. The Von Hippel-Lindau dis-
ease is distinguished by predisposition
to develop highly vascular tumors. Yang
(2003) studied the anti-VEGF antibody
Avastin®  (bevacizumab) in a random-
ized, double-blind, three-
arm, phase II trial of 115
patients with metastatic
renal cell carcinoma. This

laceh IFL ;AVZStinTMk study compared placebo

IFL(ILpﬁi? o [>me/ ( ng=/ 202‘7)%6 | with a low-dose (3mg/kg/

Overall Survival q2weeks) vs high-dose
Median survival 15.6 20.3 (10mg/kg/q2weeks)
(months) Avastin™. The study was
Hazard ratio 0.GG stopped early after data
Progression free reviewed at an interim
survival (months) 6.4 10.6 analysis met the criteria
for early stopping. A sig-

Hazard ratio 0.54 nificant prolongation of
Overall Response the time to progression of
Rate® 35% 45% disease in the high dose
Rate (percent) group vs placebo (HR
Duration of 2,55, p <0.001) was
response 7.1 10.4 noted although little dif-
Median (months) ference was seen

‘p<0.001 by stratified logrank test
2004 Product Information Sheet-Genentech!
"p<0.01 by x2 test

been shown to inhibit tumor growth
and lead to vascular regression.

VEGF levels are elevated in many
types of cancer including lung, breast,
kidney, bladder, ovary, endometrial,
hematological, colorectal, to name a few.
Elevation of VEGF plasma levels is seen
in the earliest stages of angiogenesis and
tumor development. Elevated levels are
associated with increased risk of recur-
rence, metastasis and a poorer prognosis
for survivall®.

VEGF-A transcription can also be
potentiated by activated oncogenes
such as H-ras and by tyrosine kinases
such as the epidermal growth factor
receptor and erbB2. The transcription
factors hypoxia inducible factor-1 and 2
(HIF-1,2) are degraded by proteasomes,
under conditions of normal oxygena-
tion, and stabilized in hypoxic condi-

between the placebo and
low-dose group. At the
last analysis, the primary
objective of the study,
overall survival, showed no differences
between groups ®.

In February 2004, the FDA approved
the first anti-angiogenic agent Avastin.
Avastin, a recombinant humanized mon-
oclonal IgGlantibody is shown to have a
survival benefit. The addition of
Avastin™ resulted in improvements in
response rate and median survival when
used in combination with the IFL regi-
men (Irinotecan, Leucovorin, 5-FU,
Saltz)>.  Based upon safety data,
Avastin™ was approved for treatment of
metastatic colorectal cancer, (5mg/kg IV
Q2week) in combination with any intra-
venous 5FU/leukovorin containing regi-
men. Avastin™ has a long half life (aver-
age 20 days) and is amenable to
chemotherapy regimens with q2 week
dosing. This randomized, double-blind,
Continued on page 13
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PSONS PROFILE

Diana Benton RN, BSN

Judy Updegraff RN, OCN

Virginia Mason Medical Center

iana Benton has been the triage
Dnurse for the Bone Marrow

Transplant (BMT) outpatient unit
at the Seattle Cancer Care Alliance for six
years and a “flex” nurse on the yellow
and blue team for one year.This position
came at a very providential time in her
career, and she feels grateful for the per-
fect fit of experience and skills needed to
do her job well.

Diana’s father was in the military. He
passed away in 1987. She was born in
Hokkaido, Japan and traveled quite a bit
as a child. Her family moved to the States
when she was four years old. She
describes herself as the daughter of a 76-
year-old mother, the sister of two siblings
(she is the middle child with a sister and
a brother), a wife of 23 years, and the
mother of a son and a daughter. When
asked who is her family, she replies that
she has her own personal family but, in
addition, has a school and work family,
and a church family. In her spare time
she enjoys traveling, river rafting, a book
club, and “Curves”.

Diana’s husband is a presser for a local
dry cleaner and he has the reputation as
the “best spot remover” in the area. Her
daughter is majoring in Art Education at
Evergreen College and her son is a junior
at Garfield High School. Diana has been
encouraging her son to think about nurs-
ing as a profession in the future, but, at
this time, this is not a consideration. He
is, however, interested in patient advoca-
Cy.

In her role as triage nurse, Diana per-
forms a variety of functions. She interacts,
face to face, with as few as two and as
many as eight patients daily. Most days
she sees two to four patients. These
patients are BMT recipients who do not
have a scheduled appointment, but are
having symptoms such as fever, shortness
of breath, Graft Versus Host Disease
(GVHD) skin rash, nausea and vomiting,
pain, dehydration, dizziness, Hickman cen-
tral line problems, cold symptoms to
name a few. To sum it up in one word, she

is a “troubleshooter”. Some of the chal-
lenges of her position include not know-
ing ahead of time or having only a few
minutes to prepare for the unexpected,
too many patients, and not enough
rooms. Many of us who have worked in
outpatient infusion areas can certainly
identify with these issues. On “slow days”
Diana helps in the infusion area monitor-
ing patients, and willingly accepts assign-
ments if needed. Everyone in the area is
responsible for answering call lights and
working as a team member.

PSONS
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The rewards of this position she states
are caring for awesome families, person-
al growth that comes not only from the
successes of this area of nursing, but also
from learning to deal with the disap-
pointments and complications of BMT.

Diana graduated from the School of
Nursing at the University of Washington
(UW) in 1978. Public Health was her
first choice, made during her senior
practicum. However, all of the public
health spots were taken and her only
choice was oncology. Ruth McCorkle
was her senior practicum professor.
‘When Ruth gave the “McCorkle lecture”
at a recent symposium, Diana enjoyed
reconnecting with her. The recollection
of being one of her students brought
back great memories.

After graduation from UW, Diana held
positions at the old Doctor’s Hospital,
Swedish Hospital, the Northwest Kidney
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Center, and the “Hutch” which has
evolved into the Seattle Cancer Care
Alliance. She actually has been involved
in nursing since 1976 when she worked
as a resident nurse in the walk-in emer-
gency area at Group Health Medical
Center. She worked in medical/surgical
nursing for three years, and
dialysis/nephrology for five years. In
1985 she felt drawn back to oncology
and worked in the BMT inpatient unit for
11 years before assuming her present
position.

Diana’s non-nursing positions have
been many and varied. She was an ele-
mentary school PTSA president for 2
years, vice-president and assistant secre-
tary of her church missionary society, a
Sunday school teacher for 11 years, finan-
cial secretary for the Mary Mahoney
Professional Nurses Organization for 2
years, a parent advocate for the Urban
League for a year,and is currently a men-
tor for three students. Her nursing back-
ground has helped her in these positions
she feels by providing transferable skills
such as patience and the knowledge
necessary to deal with different styles of
teaching, learning, and difficult life expe-
riences that we all encounter.

Diana has enjoyed her association
with Oncology Nursing Society (ONS)
and our chapter. She attended a national
ONS meeting in Denver last year, and
also attends our local PSONS symposium
about every two years. She enjoys the fel-
lowship with other oncology nurses, and
receiving all the  publications.
Educational updates and the opportunity
to network and collaborate are also a
welcome benefit of membership she
stated.

When asked what she would like to do
in the future both professionally and per-
sonally, she would like to give herself the
gift of higher education—an MSN.
Diana’s dedication to and love of nursing
were obvious in my interview with her.
She is another example of the high cal-
iber of nurses who are members of the
nursing community here in the Puget

Sound area.
[



Anti-Angiogenesis: Phase 11l Study Improved Survival Rate

placebo-controlled phase III study result-
ed in a statistically and clinically signifi-
cant improvement in survival, response
rate,and median progression free survival
with the addition of Avastin™ (Table 1)'.

Based upon data from earlier phase II
trials, four safety signals were identified
for close monitoring. These were hyper-
tension, proteinuria, delayed wound heal-
ing, and thrombosis. Patients requiring
anti-coagulation therapy were excluded
from the trial. However those who expe-
rienced a thromboembolic event while
on trial were allowed to be treated with
full-dose anti-coagulant therapy (8% of
patients in the control arm and 14%in the
treatment arm). Of this group, two
patients in each arm developed bleeding
complications. The following grade 3
and 4 (CTCv2) adverse events were
increased in the treatment arm. Grade 3
hypertension was increased (43% vs
60%) as was grade 4 hypertension (2% vs
7%). Grade 3 hypertension was managed
with common antihypertensive agents,
such as beta blockers, diuretics, or calci-
um channel blockers, allowing patients to
continue therapy. Diarrhea (25% vs 34%)
and leukopenia (31% vs 37%) were
increased in the treatment arm. Other
adverse events of any grade were epis-
taxis (10% vs 25%) and grade 2 protein-
uria (24 vs 36%). In addition, two of 396
(0.5%) patients in the control arm and
four of 392 (1%) patients receiving
bolus-IFL plus Avastin™ developed a
wound dehiscence during study treat-
ment. An unexpected serious adverse
event that occurred at low frequency and
with no consistent pattern was gastroin-
testinal (GD) perforation. This occurred in
6 patients (2%) receiving Avastin™  but
not in any of the patients receiving place-
bo. GI perforation resulted in 1 death;the
other 5 patients recovered. Three
resumed therapy.

The nursing implications for this treat-
ment include understanding the research
results so that patients can be informed of
the outcome as well as common adverse
events. These include: A) hypertension
developing over time, but managed with
medication B) mild, bland proteinuria
which will require monitoring through
urinalysis, C.) epistaxis that will usually
resolve with tissue and gentle pressure.
Other potential adverse events include

thrombosis (usually managed with anti-
coagulation therapy) and delayed wound
healing. Avastin administration should be
delayed for 7 days after minor surgery and
28 days after major surgery. Gastric per-
foration is a serious adverse event that
was seen in 2% of patients treated with
Avastin™, Because of that potential risk,
prompt attention should be given to
patients who complain of severe abdomi-
nal pain, particularly in the presence of
vomiting and constipation.

Other adverse events that were seen in
non-colorectal studies are reported in the
Avastin™ product information sheet. In
a phase II study for NSCLC 4 of 6 patients
died due to pulmonary hemorrhage. All
of these patients had squamous cell his-
tology and several of these patients had
cavitation and/or necrosis of the tumor.
Subsequent clinical trials excluded
NSCLC patients with squamous histology.
In phase II studies of patients with breast
cancer, congestive hear failure was report-
ed in six of 44 patients (14%) receiving
Avastin™ and concurrent anthracycline,
and 13 of 299 (4%) of patients who
received prior anthracycline and/or left
chest wall irradiation.’

The results of the Avastin™ first-line
metastatic colorectal trial represent the
first Phase III validation of a survival ben-
efit using an antiangiogenic strategy to
treat human cancer. This survival benefit
was achieved with little appreciable toxi-
city as bevacizumab was shown to have a
favorable safety profile.  Avastin™ is
being studied in several colorectal cancer
clinical trials to determine its role as
potential 1st line therapy with other
chemotherapy regimens, in 2nd line ther-
apy, and in the adjuvant setting. Although
safety interim data have been reported,
efficacy results of the ECOG 3200 trial of
Avastin™ +/- FOLFOX in the 2nd line set-
ting are expected later this year.

Avastin™ is being investigated in sever-
al ongoing phase III clinical trials in com-
bination with various therapeutic modali-
ties. A large clinical development pro-
gram is evaluating its potential use in
renal cell, breast and non-small cell lung
cancers. Avastin™ is also being evaluated
in earlier stage trials in pancreatic, ovari-
an, melanoma and several other types of
solid tumor cancers and hematologic
malignancies. Some regimens involve

Avastin™ as monotherapy and others are
designed with chemotherapy drug com-
binations.

Are we in the midst of a paradigm shift
in the treatment of cancer? Paradigm
comes from the Greek word paradeigma,
meaning “pattern” or “example”. A shift
paradigm is a radical change of paradigm.
It is a successful new theory that explains
a phenomenon. The recent approval of
Avastin™ | which was based upon the
greatest improvement in survival ever
seen in a phase III study, suggests that the
paradigm has indeed shifted with the
anti-angiogenic theory becoming a suc-
cessful treatment modality.

References

Avastin™ (bevacizumab) Product Information
Sheet, Genentech 2004.

Bergers G. & L.E. Benjamin. (2003)
Tumorigenesis and the Angiogenic Switch.
Nature Reviews. 3(6): 401-410.

Camp-Sorrell, D.(2003) Antiangiogenesis: The
Fifth Cancer Treatment Modality? Oncology
Nursing Forum. Vol. 30, No 6, pp 934-944

Dvorak, H. (2002) Vascular Permeability
Factor/Vascular Endothelial Growth Factor:A
Critical Cytokine in Tumor Angiogenesis and
a Potential Target for Diagnosis and Therapy.

Journal of Clinical Oncology. Vol 20, No 21
(November 1), pp4368-4380.

Fam, N.P, Subodh, V, Kutryk, M. Stewart, DJ.
(2003) Clinican Guide to Angiogenesis.
Continued on page 14

FUTURE ONS MEETINGS

ONS Congress
2005: April 28 - May 1

¢ Location: Orlando Florida
2006: May 3 - 6,2006

¢ Location: New Orleans, LA

Institutes of Learning
2004: November 5 - 7

¢ Location: Nashville, TN
2005: November 11 - 13

* Location: Phoenix,AZ
2006: November 10 - 12

* Pittsburgh, PA
Eighth National Conference on
Cancer Nursing Research
2005: February 3 - 5

» Fort Lauderdale, FL

Puget Sound Quarterly

Vol. 27, No. 2 13



COMMUNITY CROSSING

Cancer Lifeline Offers
New Healing Place

Susan Olds
Program Director
Eastside Cancer Lifeline

This February Cancer Lifeline opened
its doors to their new Eastside facility. The
park-like setting pleasantly surprised the
first visitors. Located in the “Eastgate
Office Park” in Bellevue, WA, Cancer
Lifeline-Eastside is more like an oasis in an
urban office environment. The term
“office park” brings to mind utilitarian,
cement and glass buildings with large
parking lots and limited green belts. What
has surprised and delighted visitors about
this new site is the lush park-like setting
where tall evergreens, grassy knolls, a
duck pond, a fountain and a waterfall
along with ample parking surrounding
the office buildings. On their way to yoga
classes and support groups, clients can
pause to enjoy the serenity of the pond or
take a few moments for quiet reflection
by the gurgling fountain.

To take full advantage of the natural
amenities Cancer Lifeline-Eastside has
scheduled some new activities for the
spring-summer session such as an after-
noon nature walk and picnic with horti-
cultural therapist Sheila Taft. The office
park is adjacent to a nature trail that leads

directly to Robinswood Park where
another much larger pond is the habitat
of dragonflies, ducks, geese, songbirds,
and, even a Great Blue Heron. Sheila plans
to add a bird watching and nature journal
component into the walk because the
location is rich with wildlife and native
plants. The Tuesday morning yoga clients
have formed a regular lunch group that
meets in the Sisters Deli after class. Now
they are talking about adding an after-
noon walk to their Tuesday activities. One
of the yoga clients summed up her expe-
rience,“I love coming here. It is so peace-
ful- a real sanctuary”The office and recep-
tion area on the second floor look out
over the fountain and patio.The yoga and
exercise room is private and offers locker
rooms complete with showers and sauna.
Individual classrooms are large, bright, air-
conditioned and fully appointed. There is
a small kitchen for preparing tea and
refreshments. A support group member
said,” “When you're facing cancer treat-
ment and endless trips to the hospital, it’s
great to know there’s a place like this to
feed your soul”

A true counterpart to the Dorothy S.
O’Brien center in Seattle, Cancer Lifeline-
Eastside offers similar amenities and pro-
grams for “Eastsiders” who prefer not to

cross the bridge to Seattle. Providing easy
access to Cancer Lifeline’s services and
programs for Eastside residents was one
of the main reasons for opening this new
location. According to Eastside program
coordinator, clients and visitors have been
coming from North Bend, Marysville,
Maple Valley, Bellevue, Kirkland and
Everett all towns within a 50 mile radius.

Evergreen Medical Center and
Overlake Hospital, as founding communi-
ty partners, recognized the demand for
client support services a few years ago.
Both institutions have been integrally
involved in the funding, planning and
operation of the Eastside location. Since
the opening of Cancer Lifeline-Eastside in
February, support groups have included a
colorectal support group that meets once
a month, a lymphedema support group
and a caregiver support group that each
meet twice a month. In May, a kids and
parents support group will be added to
the program. Along with gentle yoga,
other programs at Eastside include (a)
Ikebana, (b) nutrition and fatigue, (c) heal-
ing words writing workshop, (d) a drop-in
art studio, (e) art and transformation lec-
ture series, (f) Reiki and (g) Soaring Crane
Qigong. More programs are planned for
the fall and the winter. Cancer Lifeline’s
mission statement “Optimizing the quality
of life for people living with cancer...”is
now being put into action on the
Eastside.The combination of accessibility,
amenities, programs, support services,
and this beautiful natural setting equate
to what one client described as a “truly
healing place.”
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TREASURER’S REPORT
for First Quarter 2004

$78,087.59

Uncleared checks last quarter ............ 350.00

A. BEGINNING BALANCE . ... . e $77,087.59

REVENUE

DUBS . i 8,042.50

Program Fees ......... ... ... . . . . ... 41,925.00

Interest Checking . ......... ..., 17.28

Interest Savings .. ...t e 0.37

GainIDS ... - 88.70

Donations . ....... . 12,000.00

Exhibit Fees ....... ... ... . . 2,000.00

Fundraising . .......... ... e 0.00

Miscellaneous Other (Advertising) . ................... 15.00

B. TOTAL REVENUE . .. .. . . i $63,911.45
EXPENSES

Printing (Typing, xeroxing, etc.) ................... 7,881.40

Postage . ... 620.68

Supplies ... 1,149.19

Meetings (Place, refreshments, etc.) ............... 7,396.42

Travel (Airfare, hotels) .. ........... ... .. ........ 1,721.20

Bank Service Charges . ......... ... i 0.00

POBoxRental ........ ... . 0.00

Honorariums and Speakers ...................... 6,000.00

Grants/Scholarships/Awards . ........... ... .. ........ 0.00

Fundraising . ......... i 0.00

Miscellaneous . .......... ... . i 5,143.20

C. TOTAL EXPENSES ... ... . e $29,912.09

D. ENDING BALANCE THISPERIOD ............ ... ... 111,736.95

E. Outstanding Checks ... ... .. . . i 15,126.74

Total Outstanding Deposits . ...t 9,125.00

F. TOTAL (Balance + O Checks + O DEPOSIt) . ... ouvre et $117,738.69

Balance Checking ......... ... . ... . . i 77,879.93

Balance Savings ....... ... 1,175.78

Balance Investment Savings Account . ................... 38,682.98

TOTAL ASSET BALANCE ... ... e $117,738.69
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