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Amifostine as a Radioprotector
in Head and Neck Cancer:
Overview and Management

Strategies

Rabiya Mubammedi RN, OCN

mifostine was developed dur-
A ing the height of the Cold War
by the Walter Reed Army
Institute of Research in Washington, DC,
as part of a United States Army classified
research project to protect the military
soldiers and the population against
atomic radiation in the event of Nuclear
War. Approximately 4,400 compounds
were studied as potential radioprotec-
tants and amifostine was 2,721 com-
pound studied by Walter Reed, hence
the name WR-2721 (Capizzi, 1999).
Amifostine selectively protects a broad
range of normal tissues, such as the oral
mucosa, salivary glands, lungs, bone
marrow, heart, intestines, and kidneys
without protecting tumor cells. It
reduces radiation-related and selected
chemotherapy-related toxicities. It
improves long-term functioning and
quality of life for the patient and may
prevent treatment delays and thus
improve survival (Capizzi, 1999).
Pharmacokinetics of Amifostine
Amifostine (WR 2721) is a prodrug,
which is dephosphorilated by the mem-
brane-bound enzyme alkaline phos-
phatase to the free thiol metabolite, WR-
1065. WR-1065 is the main metabolite
responsible for the radioprotective

effects of amifostine and is the metabo-
lite most readily taken up into cells due
to higher alkaline phosphatase activity,
better vascularization, and higher pH of
normal tissue. Once inside the cell, WR-
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Figure 1: Mechanism of action
Amifostine (WR 2721) is a prodrug, which is converted into free thiol metabolite (WR-
1065) in the presence of membrane-bound alkaline phosphatase. Printed with permis-
sion from MedlImmune Oncology Inc.

1065 protects against radiotherapy
induced damage by scavanging free rad-
icals (Capizzi 1999) (See figures 1 & 2).

Amifostine has a very short half-life.
Following intravenous administration, it
is rapidly cleared from the plasma (dis-
tribution half-life <1 minute). The rapid
clearance is due to fast conversion of
amifostine to its active metabolite WR-
1065. This metabolite is also rapidly
removed from plasma due to rapid
uptake into cells and conversion into
disulfide metabolite (>90% of the drug
is cleared from the plasma within 6 min-
utes) (Capizzi, 1999; Ethyol® Mono-

Continued on page 3
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PRESIDENT’S MESSAGE

Controversy Surrounds New
Nursing Practice Doctorate

Jermain Cady RN, MN, AOCN
PSONS President

I saw the reaction to Ann O’Sullivan,
PhD, CRNP, CPNP, FAAN, President of
the National Organization of Nurse
Prac-titioner Faculties, who gave the
closing address at this year’s ONS
Oncology Nurse Practitioner
Conference in November. Dr. O’Sullivan
was invited to give an overview of the
DNP (Nursing Practice Doctorate) role,
and is a well known proponent of
advancing the development of this
degree option and its implementation as
a terminal degree for clinically based
advanced practice nursing. As a prac-
tice oriented doctoral degree it offers
advanced training to prepare clinical
experts without the research emphasis
required in more traditional PhD pro-
grams. The American Association of
College of Nursing (AACN) voted to
establish the DNP degree in October
2004, and Case Western Reserve
University was the first institution to
implement this practice-focused doctor-
al degree program with more programs
soon to be joining their ranks.
While I knew this to be a relatively

It was with considerable amazement

new degree option for those
seeking advanced practice roles, I
was unaware at the time of the
(somewhat heated) controversy
surrounding this issue. The flow
of questions, accusations and
emotions that followed Dr.
O'Sullivan's presentation (she
actually had to be physically
escorted from the building so
great was the crowd that followed her
off the podium) gave a clear picture of
how divided we really are as a profes-
sion, and how vulnerable we feel about
being able to practice on our own
terms.

My initial reaction to learning of the
new degree was favorable with the
thinking that it was another degree
option, and anything that expands our
choices about career options is a good
thing, right? However, one quickly
delves into the uncertainties after
scratching the surface, and there are
clearly many important issues yet to be
worked out. Foremost among these
issues is the controversial mandate that
all clinically focused graduate programs
for advanced practice nursing roles
(ARNPs, CNSs, CRNAs, nurse administra-
tors, and so on) grant the DNP (rather

Jormain Cady

than master’s degree) by the year 2015.
Clearly the creation of a doctoral level
program for clinically focused nurse
leaders has a place in health care setting
administration, health policy develop-
ment and patient care. However, there
are some major concerns about limiting
access to care (that mid-level providers
are able to accommodate) by limiting
APN roles to only those prepared at the
doctoral level due to the resultant
increased burden of education costs,
compensation issues and possibly more
limited enrollment into DNP (versus
master’s level) programs. Proponents of
this shift in entry to advanced practice
argue the DNP is more commensurate
with actual graduate level work already
required in master’s programs (as many
MSN programs require a greater credit
Continued on page 6

EDITORS’ NOTES

Catby Goetsch and Kristin Mullen
Co-editors

fter the stretch of gray, wet days
Awe have passed though, it is a
treat to have the length of the
daylight begin to increase almost imper-
ceptibly day by day. Hopefully everyone
made it through the busy holiday season
and can now take some time for them-
selves, both personally and professional-
ly.
In this issue we offer a look at some of

your chapter members and their activi-
ties. Rabiya Muhammedi, shares an in-
depth article on amifostine stemming
from her intensive work with head and
neck cancer patients undergoing radio-
therapy or radiochemotherapy. You will
meet our incoming chapter president,
Barbara Ott, and discover the expertise
and talent of our award winning mem-
ber, Donna Berry. Jormain Cady, current
PSONS president, gives us food for
thought on upcoming advanced prac-
tice credentialing changes.
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Don't miss the upcoming events, local
and national, and opportunities for con-
tinuing education. Community Cross-
ings brings information about the
Charles Moriarty Foundation, a resource
for cancer patients. Updates on new
FDA approved drugs and the NCI rec-
ommendations for revised standard
treatment for ovarian cancer round out
the content. Enjoy the issue. Hope to see
you at symposium.



Amiifostine: Beneficial in Radiation-Induced Xerostomia and Mucositis

Continued from page 1

graph, 2003) (See figure 3).
Based on the pharmacokinet-
ics of amifostine and the
intracellular activity between
the active form and the disul-

fide form of the drug, it o ©® @ @
appears that the concentra- @

tion of drug in the normal tis- @ P D Tumor o
sues is negligible by the sec-

ond day; therefore, daily dos- ) @

ing of amifostine is recom-
mended (Bachy, Fazenbaker,
& Kifle, 2002; Cassatt,
Fazenbaker, & Kifle, 2002).
Clinical Use of
Amifostine in Head and
Neck Cancer Treatment:

+ High Vascularity

« High AP Concentration
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* Active Concentration

Amifostine

Selective Activation in Normal Tissues

@ Blood Vessels
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& Schuth, 1999). Adverse reac-
tions, including nausea, vomit-
ing, and hypotension with this
dosage were mild to moderate
and transient in nature,
although, the clinical experi-
ence suggest that nausea, vom-
iting and hypotension are the
challenging side effects of IV
amifostine. Recent preclinical
data also suggests that daily
dosing of amifostine is neces-
sary for full protection against
oral mucositis (Bachy,
Fazenbaker & Kifle, 2003;
Cassatt 2002).

Side effects of Amifostine
(Ethyol®):

Amifostine has demon-
strated clinical benefit in
reducing the incidence of
both radiation-induced xeros-
tomia and mucositis (Antonadou et al.,
2002). In United States amifostine is
indicated to reduce the incidence of
moderate to severe xerostomia in
patients undergoing postoperative radi-
ation treatment for head and neck can-
cer, where the radiation port includes >
50% of parotid glands. The recommend-
ed dose of amifostine for the prevention
of xerostomia in the radiotherapy set-
ting is 200 mg/m2 administered once
daily as a 3-minute IV infusion, starting
15-30 minutes prior to standard fraction
radiation therapy (1.8-2.0 Gy) (Brizel et
al., 2000; Package Insert 2003).Although
the current indication calls for intra-
venous administration of amifostine
over 3- minutes, starting 15-30minutes
prior to radiation therapy, the recent
data suggest a shorter administration
(rapid bolus) schedule may result in
fewer adverse effects of nausea, vomit-
ing and hypotension (Wagner, Radmard,
& Schonekaes, 1999; Boccia, 2002).

Preclinical and clinical data also sug-
gest that the cytoprotective effects of
amifostine may be maintained beyond
30 minutes, allowing a longer therapeu-
tic window between amifostine admin-
istration and radiation treatment
(Ethyol® Monograph 2003). Although
the current indication calls for amifos-
tine administration 15-30 minutes prior
to radiation treatment, the recent data
shows that optimal pretreatment win-

Figure 2:Amifostine does not protect the tumor due to low vas-
cularity, low pH, low alkaline phosphatase and passive diffusion.
Printed with permission from MedImmune Oncology Inc.

dow of amifostine administration is 20-
60 minutes corresponding to the peak
levels of the active metabolite in tissue
(Koukourakis 2000, Anne 2002, Cassatt,
2002, Cassatt 2003, Ethyol® Monograph
2003) (See Figure 7) and the SC admin-
istration provided significant mucosal
protection (up to 4 hours) compared to
IV administration (Cassatt 2003).
Amifostine is not FDA approved for
the reduction of radiation-induced
mucositis in head and neck cancer.
However, a number of clinical trials
examined the safety and efficacy of ami-
fostine in the prevention of radiation
and radiochemotherapy induced
mucositis in three major cancer areas:
head and neck cancer, non small cell
lung cancer (NSCLC), and pelvic can-
cers (Antonadou, 2003; Antonadou et
al., 2002; Antonadou et al., 2001; Anne,
2002; Komaki, Lee & Bunyamin 2001;
Werner-Wasik et al., 2001; Koukourakis
et al., 2000). Based on the extensive
worldwide data available, amifostine
now has off-label use for mucosal pro-
tection, and is indicated to reduce the
incidence of mucositis in patients
receiving radiation therapy or radiation
therapy combined with chemotherapy
(Ethyol USP-DI May, 2003). The dose of
amifostine for mucosal protection is
300-340 mg/m2 IV  (Antonadou,
Pepelassi &  Synodinou, 2002;
Antonadou et al., 2001; Buntzel, Glatzel

The most common side
effects seen with intravenous
amifostine are nausea, vomit-
ing and hypotension. Nausea
and/or vomiting associated
with amifostine are related to dose and
duration of administration. In a phase III
randomized head and neck trial (Brizel
et al., 2000) grade III nausea was 3% and
vomiting was 5%. Grade III and IV
hypotension (i BP > 20mmHg) occurs
infrequently at the amifostine doses rec-
ommended for radiation protection and
was reported in only 3% of patients by
Brizel et al (2000). Other side effects
include flushing/feeling of warmth,
sneezing, somnolence, dizziness,
chills/feeling of coldness, hiccups, and
Continued on page 4

Amifostine -
From Prodrug to Active Agent
Amifostine (WR-2721)
Prodrug
H,N-(CH,),-NH-(CH,),-S-PO;H,

‘ Membrane-bound AP

WR-1065 (active form)
H,N-(CH,);-NH-(CH,),-SH

Oxidation ‘1 Reduction

Symmetric disulfide (WR-33278)
H,N-(CH,)5-NH-(CH,),-S-
-H,N-(CH,);-NH-(CH,),"S

AP= alkaline phosphatase

Figure: 3. Reprinted with permission from
MedImmune Oncology Inc.
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Amifostine: Management of Side Effects

Continued from page 3

fever. Decrease in serum calcium has
been reported, but clinically significant
hypocalcemia has occurred rarely
(<1%). Allergic reactions, including
fever, chills/rigors, dyspnea, skin rashes
and urticaria have been reported. Other
skin reactions including erythema mul-
tiforme, and in rare cases Stevens -
Johnson syndrome, toxic epidermal
necrolysis, toxoderma and exfoliative
dermatitis have been reported and is
seen frequently when amifostine is used
as a radioprotectant. There have been
rare reports of anaphylactoid reactions,
including hypoxia, laryngeal edema,
chest tightness, and possible cardiac
arrest.

Strategies to Improve
Amifostine Tolerability

1. Administration of Amifostine by
Rapid IV Bolus:

Recent data (Boccia, 2002) suggest
that low dose amifostine (500 mg)
administered as a 10 second bolus, as a
radioprotectant is safe and well tolerat-
ed (little or no nausea/vomiting in 31of
34 patients and hypotension was tran-
sient, clinically insignificant in 3 of 34
patients) (See Figure 3).

2. Subcutaneous route of
Amifostine Administration:

Subcutaneous amifostine is not FDA
approved, but may be a practical alter-
native to IV administration due to fol-
lowing reasons:
 Eliminates need for personnel
trained in IV administration
¢ Less time-intensive, easier, more
practical

¢ Eliminates logistics of
patient transport and
treatment window

e Improved cost-effective-
ness

¢ Nausea, vomiting, and
hypotension appear to be
less common. In a phase II
SC trial there was no Grade
3nausea/vomiting or
hypotension vs. 3%, 5% and
3% respectively with IV ami-
fostine (Anne, 2002) (See
Figure 4).

e Bioavailability is identical
by SC and IV routes (Shaw,
Bonner & Schuchter, 1999;
Cassatt, Fazenbaker & Kifle,
2003; Cassatt, 2002; Bachy,

Can be Challenging

Rapid Intravenous Push vs.
Standard Intravenous Administration
Adverse Events with Amifostine 200mg/m
60 57

Adverse effects lower in bolus groups (P=.01)

Nausea

Hypotension
M Infusion (15 min)*

Vomiting

I Infusion (5 min)**  [J Bolus’ [ Bolus®
*n=14; 15minut e infusion, pretreatment with anitiemetics and dexamenthasone

**n=9; 5minut e infusion, pretreatment with anitiemetics and dexamenthasone
*n=10; bolus injection

° n=9; bolus injection, pretreatment with anitiemetics and dexamenthasone

Figure 3. Rapid IV bolus gives fewer side effects
of nausea, vomiting and bhypotension.

Fazenbaker & Kifle, 2002;

Bachy, Fazenbaker & Cassatt, 2002).

¢ Reduction in radiation-induced
xerostomia is comparable by both
routes (Anne, 2002; Koukoukarakis et
al., 2000).

Though, in phase II SC trial the effica-
cy was almost comparable to IV amifos-
tine administration and the incidence of
nausea, vomiting and hypotension were
significantly less severe than historically
observed with IV administration, the
subcutaneous route was associated
with increased localized and general-
ized cutaneous reactions - Grade 3 gen-
eralized toxicity 13% vs. 3% for IV (See
Table 1 on page 6). Cutaneous toxicity
such as localized skin reactions at the
injection sites (all grades combined)
was the most significant side effects in
phase II trial (Anne, 2002) (See Table 1
on page 6).

Comparative Non-Hemotologic Toxicities
Brizel (IV) and Koukourakis (SC) studies

Grade 1-3 Grade 3

Hypotension 50 Nausea Vomiting
20 40 40
30 30
I mwv | mwv |
20 []sc 20 []sc
10 10

Grade 1-3 Grade 3

IV=Intravenous SC=Subcutaneous

Grade 1-3 Grade 3

Figure 4. SC amifostine bas fewer side effects of nausea, vomiting and bhypoten-

sion compared to IV amifostine.
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Management of Side Effects
of Amifostine

Management of Hypotension

To minimize the risk of hypotension,
patients should be advised to drink
atleast a liter of fluid (4 eight-ounce
glasses of water) at home 1-2 hrs prior
to amifostine administration and contin-
ue drinking extra fluids at home
throughout the day (avoiding caffeinat-
ed beverages and alcohol). Amifostine
should not be given to a patient who is
dehydrated (orthostatic, poor skin
tugor, dizzy/light headed, tachycardic
and /or concentrated urine). In cases
where patients are not adequately
hydrated, IV hydration of 500-1000ml of
normal saline 1-2 hrs prior to adminis-
tration of amifostine is recommended.
Patients should be kept in a reclining
position during administration and
shortly after the administration. Blood
pressure should be monitored before
drug administration and 5 minutes after
and as clinically indicated thereafter. If
significant hypotension occurs, patients
should be placed in the trendelenburg
position and IV normal saline given
until blood pressure returns to baseline.
If patients are on anti-hypertensive
medications, advise them to take them
after their daily dose of amifostine or as
recommended by their physicians.
Management of Nausea/Vomiting:

To minimize the risk of nausea and
/or vomiting antiemetic medications

Continued on page 6



COMMUNITY CROSSINGS

Charles Moriarty

Foundation

Patricia M. Henness MPA
Judith Petersen RN, MN, AOCN

The Charles Moriarty Foundation
was established in 1999 based on
the experience a family had in
dealing with a cancer diagnosis. Charles
Moriarty, the namesake for the founda-
tion, was a lifelong learner, a Washington
state lawmaker, a husband and a father.
His many talents and abilities however,
did not prepare him for the day when
he was told he had cancer.

“The burden of his diagnosis dimmed
his spirit and enthusiasm for everything
life had to offer said his wife Marion.
“As we made our way through the diag-
nosis and into treatment, we became
overwhelmed by the medical world and
with the life-altering decisions facing us.
We needed knowl-
edge and answers.”

This focus on the individual is what
sets the Charles Moriarty Foundation
apart from other community based
organization such as the American
Cancer Society, Gilda's Club or Cancer
Lifeline. According to Martin, her out-
reach efforts are geared toward the indi-
viduals who are not able to avail them-
selves to a support group or classroom
type program. She goes on to state that
of the hundreds of people in our com-
munity that are diagnosed with cancer,
many of them turn to a family member
or trusted friend to help them find assis-
tance. Many of them are alone and have
no family or support system. The indi-
viduals who have no one to turn to are
those the foundation focuses on and
provides assistance to on a variety of
issues ranging from transportation, find-
ing and evaluat-
ing clinical pro-

The answers the grams, dealing
Moriarty family Charles with health
needed came to Moriarty insurance and
them through an  poundation prescription
advocate, Shelley coverage to con-
Martin, who is now necting people
the Executive Phone:206-855-0886 to supportive

Director of the foun-
dation. She worked
one-on-one with the

Email: info@charlesmoriartyfoundation.org

Website: www.charlesmoriartyfoundation.org

counseling.
There are
more than 10

family and helped
them face the practical challenges of liv-
ing with cancer. Martin's health care
background allowed her to research
treatment options, deal with insurance
issues, navigate the medical system and
guide the family toward the best quality
of life possible.

After Mr. Moriarty passed away,
Marion approach Shelley with the idea
of establishing an organization to pro-
vide advocacy to people living with can-
cer. In the seven years the foundation
has been in operation, it has provided
advocacy services free of charge to
more than 1200 individuals.

million people
living with cancer in the United States
and 3 out of 4 family members or
friends will help care for that individual.
It is the support a person receives that
will allow them to focus on their physi-
cal and emotional well-being. “This
practical support or advocacy is the
essence of our organization,” says
Martin. “Every individual we work with
is unique and has different needs. We
believe everyone should have an advo-
cate and be able gain the knowledge
necessary to alleviate some of the bur-
den cancer carries with it”

Not only does the foundation provide

advocacy, they are working to help peo-
ple affected by cancer become self-
advocates. During the first and third
week of March the foundation will be
hosting two classes, Familiar Caregiver
and Cancer 101. These classes will not
replace the one-on-one advocacy pro-
vided through the foundation rather the
courses will provide critical advocacy
information to cancer survivors.
Survivors are those who have been diag-
nosed with cancer as well as the people
in their lives who are affected by the
diagnosis, including family members,
friends and caregivers. Advocacy begins
at the moment of the diagnosis and con-
tinues through the balance of life.

To learn more about the Familiar
Caregiver and Cancer 101 courses,
please call 206-855-0886 or send an
email to info@charlesmoriartyfounda-
tion.org. Detailed course information
will be posted on the foundation web-
site www.charlesmoriartyfoundation.org
the week of February 6th.

The Charles Moriarty Foundation is a
501(c)3 charitable organization. The
organization recently received a grant
from the Northwest Cancer Foundation
and the Dupar Foundation to support
the educational component of their

advocacy services.
|
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President’s Message:

Continued from page 2
burden to achieve the degree than mas-
ter’s programs in other specialties). It is
also felt that like other professions with
practice based doctorates (for example
EdD, PharmD, JD, PsyD, and DDS,
amount others), doctoral preparation
for APNs keeps pace with the increasing
complexity of health care and health
care systems and will offer our profes-
sion parity with other professions and a
“seat at the (proverbial) table”.
Opponents say implementing the
DPN as entry to advanced practice will
jeopardize graduate nursing education
(as not all colleges with master's level
programs will be able to transition to
doctoral programs, and faculty is lacking
for this) and may weaken PhD programs
by sapping potential students who see
the DNP alternative as being more read-
ily achievable (and thus jeopardizing
advancement of the profession by los-
ing potential nurse researchers). There
is also concern about changes in state
regulation of nursing practice to incor-
porate the new degree, and that open-
ing settled Nurse Practice Acts may be
fraught with unintended consequences.
Still more uncomfortable is how best to
address the regulatory issues of APNs
currently practicing with master's
degrees. Decisions about “grandfather-
ing” current practitioners to maintain
their scope of practice is likely to be
decided by local state nursing boards
and therefore may vary from state to

DNP Similar to Other Practice-Based Doctorates

state. Additionally, many argue it will be
confusing to patients. Doctors (that is,
physicians) are already chiding the role
as “Doctor Nurses”, and see this purely
as an attempt to gain status by further
blurring the lines between the two
domains.

I think this is a valid complaint. While
the DNP degree is meant to encompass
all APNs, what is being most heavily pro-
moted is the gained value in providing
independent practice, especially in pri-
mary care. As an oncology nurse, I see
my practice as collaborative with but
distinctly different than, that of my
physician colleagues. It is disingenuous
(of a profession identified as having the
highest ethics by the public) to say this
is about improving patient care. I
strongly believe doctorally prepared
clinical nurses have an important per-
spective and deserve parity among the
health professions, but I think we best
serve ourselves and our patients by
emphasizing the value of nursing care,
differentiating nursing from medicine,
and collaborating (rather than compet-
ing) with physicians.

Before we can achieve parity in the
eyes of the public and other professions
we must first as a profession embrace
who we are and what we do as nurses.
Articulating what we bring to the table
that is unique to our practice and essen-
tial to patient care, and therefore differ-
entiate our practice from that of others
(although no doubt there is much over-

lap in many environments). Let's focus
on strengthening the role of the RN, fos-
tering cohesion within our diverse (and
divergent) profession, and encouraging
leadership at all levels of nursing prac-
tice (DNPs may gain a “seat at the table”,
but what about the vast majority of
RNs?). I fear projecting all APNs to the
doctoral level in clinical practice may
further distance the “nurse leaders”
from nursing's core (does it really make
sense that doctoral preparation is entry
into advanced practice in a profession
that does not require a baccalaureate for
entry to practice?).

While personally a clinically oriented
doctoral nursing option is appealing
and I believe nursing has much to gain
from exploring such alternatives, the
way in which this role is implemented
may have a significant impact on nurs-
ing as a profession in the near future.
These changes will impact nursing edu-
cational structure and capacity, organi-
zation and image in ways that will affect
RNs and APNs alike. ONS has been
asked to endorse the DNP as entry to
advanced nursing practice proposal and
is in the process of carefully considering
a response to this. There are many
facets to consider,and many compelling
arguments for both viewpoints - help
guide their response and let them know
your perspective in this important
issue. For more information on the DNP
degree and guidelines, visit www.nonpf.org.

Amifostine

Continued from page 4

should be administered in a timely man-
ner prior to administration of amifos-
tine, since timing plays an important role
in the management of nausea/vomiting
associated with amifostine administra-
tion. Antiemetics should be given orally
90-120 minutes or IV 30-60 minutes
prior to amifostine administration. All
patients should be assessed for the risk
of nausea/vomiting. Patients who are
receiving highly emetogenic chemother-
apy along with radiation treatment
(combined modality treatment), or who

Continued on page 12

Amifostine Subcutaneous vs. Intravenous Administration
Grade 3-4 Adverse Events Anne et al Brizel et al
SC Amifostine + RT |V Amifostine + RT
(n=54) (n=153)
Rash 4 (7%) 1(1%)
Allergic reaction 3 (6%) 4 (3%)
Nausea 0 (0%) 4 (3%)
Vomiting 0 (0%) 8 (5%)
Hypotension 0 (0%) 4 (3%)
SC = subcutaneous IV = intravenous RT = radiation therapy

Table 1. Printed with permission from MedImmune Oncology Inc.
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National Cancer Institute
Announces Preferred Method
of Treatment for Advanced

Ovarian Cancer

The National Cancer Institute
(NCD), issued a clinical announce-
ment on January 4, 2006, encour-
aging treatment of women with
advanced ovarian cancer, after surgery,
with combined intravenous (IV) and
intraperitoneal (IP) chemotherapy.
These methods of therapy extend over-
all survival for women with advanced
ovarian cancer by about a year.

The NCI clinical announcement,
aimed at surgeons and other medical
professionals who treat women with
ovarian cancer, was made with the sup-
port of six professional societies and
advocacy groups. The announcement
was timed to coincide with report of
recent clinical trial data that supports
the recommendations. Results of a large
clinical trial by Deborah Armstrong,
M.D., medical oncologist and an associ-
ate professor at Johns Hopkins Kimmel
Cancer Center in Baltimore, MD, and her
colleagues in the NCI-supported
Gynecologic Oncology Group (GOG)
research network are published in the
New England Journal of Medicine .* This
is the eighth trial evaluating the use of
IP chemotherapy for ovarian cancer.
Together, these trials show a significant
improvement in survival for women
with advanced ovarian cancer.

An estimated 22,220 women in the
United States were diagnosed with ovar-
ian cancer in 2005. It causes more
deaths in the United States than any
other cancer of the female reproductive
system, with an estimated 16,210
women dying from the disease in 2005.
The most recent statistics show that
only 45 percent of women survive five
years after being diagnosed with ovari-
an cancer; the rate increases to 94 per-
cent when the disease is diagnosed
before it has spread. However, women
with ovarian cancer frequently have
only mild, nonfocal symptoms until the

disease is advanced. As a result, only 19
percent of all cases are detected at that
early, localized stage. For this reason
effect treatments are essential.

The Armstrong trial involved 429
women with stage III ovarian cancer
who were given chemotherapy follow-
ing the successful surgical removal of
tumors. It compared two treatment reg-
imens: 1) IV paclitaxel followed by IV
cisplatin, to 2) IV paclitaxel followed by
IP cisplatin and the subsequent admin-
istration of IP paclitaxel. "IP therapy is
not a new treatment approach, but it
has not been widely accepted as the
gold standard for women with ovarian
cancer," said Armstrong. "There has
been a prejudice against IP therapy in
ovarian cancer because it's an old idea,
it requires skill and experience for the
surgery and for the chemotherapy, and
it's more complicated than IV
chemotherapy. But now we have firm
data showing that we should use a com-
bination of IP and IV chemotherapy in
most women with advanced ovarian
cancer who have had successful surgery
to remove the bulk of their tumor."

Standard treatment for women with
stage III ovarian cancer has been surgi-
cal removal of the tumor (debulking),
followed by six to eight courses of IV
chemotherapy given every three weeks
with a platinum drug, such as cisplatin
or carboplatin, and a taxane drug, such
as paclitaxel. The new NCI clinical
announcement recommends that
women with advanced ovarian cancer
who undergo effective surgical debulk-
ing receive a combination of IV and IP
chemotherapy. IP chemotherapy allows
higher doses and more frequent admin-
istration of drugs, and it appears to be
more effective in killing cancer cells in
the peritoneal cavity, where ovarian can-
cer is likely to spread or recur first.

"In our trial, women who received

part of their chemotherapy via an IP
route had a median survival time 16
months longer than women who
received only IV chemotherapy," said
Armstrong. The 205 women treated via
the IP route fared better, even though
most of them received fewer than the
six planned treatments. Complications
associated with the abdominal catheter
used to deliver the IP chemotherapy
were the main reason only 86 of the
women completed all six IP treatments.
Women who received IP chemotherapy
had more side effects than those treated
with IV chemotherapy alone, but most
side effects were temporary and easily
managed. One year after treatment,
women in both study groups had the
same reported quality of life.

"Randomized, multicenter clinical tri-
als, including this most recent study,
clearly show the value of IP chemother-
apy-an extended life for women with
advanced ovarian cancer," said Philip
DiSaia, M.D., chairman of the GOG. "For
most women who have had successful
surgical removal of tumors to less than
one centimeter in size, we now know
that the longest survival may be
achieved by giving their chemotherapy
directly into the abdomen," said Beth
Karlan, M.D., president of the Society of
Gynecologic Oncologists and director
of Gynecologic Oncology and the Gilda
Radner Ovarian Cancer Program at
Cedars-Sinai Medical Center in Los
Angeles, Calif.

In response to this announcement,
the Ovarian Cancer National Alliance's
outgoing president, Ginger Ackerman,
and its executive director, Sherry Salway
Black, said the Alliance would widely
disseminate this information on IP ther-
apy to their patient community. "We
welcome the results of the recent trial
that demonstrates increased survivor-
ship," said Salway Black.

"It is important for women to have
the facts about when it is appropriate to
consider IP chemotherapy," said Karl
Podratz, M.D., Ph.D., chairman of the
board of the Gynecologic Cancer
Foundation (GCF) and professor of
obstetrics and gynecology at the Mayo
Clinic, Rochester, MN. "GCF looks for-
ward to working with NCI and the ovar-
ian cancer community to educate
women about the results of this very

Continued on page 8
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Ovarian Cancer Treatment: More Studies Needed for Reliability

Continued from page 7

important clinical trial, and what it
means for women with advanced ovari-
an cancer."

Karen Stanley, R.N., M.S.N, president
of the Oncology Nursing Society, and
Susan Vogt Temple, R.N., president of
the Society of Gynecologic Nurse
Oncologists, noted that their societies
have plans in place to teach oncology
nurses and women with ovarian cancer
how IP chemotherapy can be given
safely and reliably.

More studies are needed to determine
the best IP drug regimen and the opti-
mal number of IP treatments. Future tri-
als also will address how to reduce tox-
icity associated with IP administration.
In addition to continued research to
improve ovarian cancer treatment, NCI
is funding studies to identify disease
markers and develop improved screen-
ing techniques, enabling earlier detec-
tion and treatment of the disease.

WWW.SZNO0.0rg

Professional Societies and Advocacy Groups

Gynecologic Cancer Foundation: http://www.thegcf.org
Contact: Marsha Wilson, (301)320-3342

Gynecologic Oncology Group: http://www.gog.org
Contact: Marsha Wilson, (301)320-3342

Oncology Nursing Society: http://www.ons.org
Contact: Karen Hochberg, (412) 859-4667

Ovarian Cancer National Alliance: http://www.ovariancancer.org
Contact: Sharon Flynn, (202) 331-1332

Society of Gynecologic Nurse Oncologists:

Society of Gynecologic Oncologists: http://www.sgo.org
Contact: Marsha Wilson, (301)320-3342
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More Information

For more information please visit the
NCI Web site at http://www.cancer.gov
or call NCI's Cancer Information Service
at 1-800-4 CANCER (1-800-422-6237).

Oncology Nursing:

This two-day conference will offer continuing education topics relevant to oncology nurses who
work in both the inpatient and outpatient settings. Planned topics include targeted therapy, leader-
ship, symptom clusters, palliative care, and cancer survivorship.

Make plans now to attend this important conference!

- CE's pending -

For more information call PSONS at 206-283-9292 or visit the PSONS website at www.psons.org

New this year per request from many members, will be online registration. Secure online registration and pay-
ment will be available through the PSONS website at www.psons.org. This online registration will be
available when the symposium flyers reach your mailbox.

28th Annual
Oncology Nursing
Symposium
presented by the
Puget Sound Chapter of the Oncology Nursing Society

March 17 - 18, 2006
The Meydenbauer Center
11100 NE 6th Street, Bellevue, WA
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Berry Wins

Excellence in Nursing
Informatics Award

Catby Goetsch MSN, ARNP, AOCNP
Jormain Cady RN, MN, AOCN

he ONS Excellence in Nursing
Tlnformatics Award was established

in 2000 to recognize and support
excellence in the emerging field of
oncology nursing informatics leading to
enhanced quality cancer care.

Donna Berry, RN, PhD, AOCN, FAAN
longtime PSONS chapter leader and
member, was awarded the 2005
Excellence in Nursing Informatics
Award. IMPA Medical Systems, Inc. pro-
vides the support for this award; a com-
memorative plaque and $1500. Dr. Berry
was nominated by our chapter through
the efforts of our current president
Jormain Cady, MS, ARNP, AOCN.
Excerpted text from the nomination fol-
lows.

Outstanding practice in oncology
nursing and eHealth

Dr. Berry has demonstrated outstand-
ing leadership and mentorship in oncol-
ogy nursing, particularly with in the field
of informatics. PSONS is honored to have
the opportunity to nominate her for the
Excellence in Nursing Informatics
Award. She is a recognized leader in the
field of informatics through her prolific
contributions to research publications,
teaching (presentations and web-based
seminars) and other peer-reviewed activ-
ities. She has made significant advances
in utilizing technology to enhance the
patient care experience.

Her pioneering work in informatics,
which dates back almost 10 years, has
been in two important spheres: patient
centered oncology care and nursing lead-
ership within oncology research. Using
her patient-centered paradigm, she for-
mulated and led an interdisciplinary
team (nursing, medicine, bioengineering,
and informatics) to design and imple-
ment the use of computerized tools to
assess symptom experience and quality
of life variables.This work is changing the
culture of cancer care by bringing the

cancer patient into full partnership in
decision making about care trajectory.
In 1999, she began development of a
nursing informatics system for symptom
and quality of life monitoring, and
received full funding in 2001 for contin-
uing development and clinical imple-
mentation to enhance patient care.
Subsequently she developed an interac-
tive web-based treatment decision aid for
oncology patients and continues to
investigate applications for this tool.

Donna Berry RN, PbD, AOCN, FAAN

Dr. Berry's commitment to improving
symptom management will transform
nursing because it informs nursing prac-
tice in a very important way. Her patient
-centered focus and use of technology to
document troubling symptom conditions
are consistent with ONS core principles.
With 10 vyears of interdisciplinary
research experience, Donna continues to
bridge the differences in professional, dis-
cipline-specific language, values and
practices. She is committed to helping
make the service recipient (our patients)

the focal point. Currently she is driving
an initiative to plan a center for technol-
ogy-enhanced health assessments and
interventions that incorporate the talents
and energies nursing, medicine, bioengi-
neering, and informatics. Melding these
sometimes-disparate approaches into a
concerted effort for the betterment of
patient care is a demonstration of her
leadership skill.
Enhancing oncology nursing prac-
tice through information systems
Sustained effort spanning a breadth of
extensive experience in utilizing infor-
mation systems and bringing them to
patient care characterizes her work. She
has collaborated to develop and test
informatic systems for pain and fatigue
assessment and intervention.Additionally
she was the principle investigator in
studies developing unique cancer symp-
tom and quality of life monitoring tools.
These tools have been implemented into
clinical practice at Overlake Hospital and
Medical Center, and are incorporated
into screening for social work referrals.
Expert in Nursing Informatics

As a recognized leader in this field, she
has presented her work with informatics
in patient centered symptom assessment
both nationally and internationally. Her
collaboration with other researchers to
broaden the use of this modality in the
clinical arena continues. She serves as co-
investigator with Dr. Lynn Mandel on a
study to pilot the use of computerized
cognitive testing of patients with cancer.
Funded by the Seattle Cancer
Consortium, this research highlights
another aspect of technology utilization
in symptom assessment.This is on top of
her teaching at the graduate level “Patient
Centered Technologies - Decision
Support” provides mentoring for gradu-
ate students in this expanding field.
Additional directions include conducting
web-based training seminars on infor-
matics and projects using internet-based
symptom education and decision tools
for patients with prostate cancer to
enhance their voice in their treatment
choices.

As Professor in the University of
‘Washington (UW) School of Nursing and
Adjunct Associate Professor in the
Department of Medical Education and

Continued on page 10
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Nursing Award: Significant Contributions to Body of Knowledge

Continued from page 7

Biomedical Informatics, Dr. Berry has
made significant contributions to the
body of knowledge in the field of clinical
informatics as it relates to patient care.
Her groundbreaking work has been
widely presented and published in nurs-
ing and multidisciplinary journals includ-
ing: CIN: Computers, Informatics,
Nursing; the Journal of Family and com-
munity Health; and the International
Journal of Cancer among others.

Her active collaboration with other sci-
entists, researchers, and clinicians has fur-
ther advanced the understanding and
applicability of informatic systems in
health care. At the UW she is taking the
lead in an initiative to create a multidisci-
plinary research center, which will capi-
talize on the expertise of its varied mem-
bers. By bringing technology experts
into communication with clinicians it
with further advance the utility of tech-
nology-based tools for symptom assess-
ment and intervention. Her leadership is
recognized internationally as she collab-
orates with investigators from Canada
and Switzerland to introduce new per-

spective of their scholarship into the
field. Nursing leaders nationally honored
her with a recent induction as a fellow of
the American Academy of Nursing

(FAAN).

Assisting other oncology nurses

For PSONS, Dr. Berry has worked tire-
lessly to de-mystify nursing research. She
has mentored chapter nurses to begin
research efforts that they had considered
too hard or out of their skill level. She
was the co-chairperson for the PSONS
Research Committee for two years. Her
knowledge and enthusiasm about infor-
mation technology have benefited nurs-
es throughout our region. Her ability to
form close relationships with those who
share her goals of bringing informatic
solutions to clinical problems has
enabled the formation of strong research
teams, enhancing the stature of nursing
in the broader academic community. This
important role has opened the door for
the advancement of nurse researchers in
a field previously dominated by technical
rather than human-focused specialists.

As the first doctorally-prepared nurse

accepted in an on-going position of deci-
sion-making leadership at the Southwest
Oncology Group (SWOG), a large, nation-
al, cooperative group that initiates and
sponsors National Cancer Institute fund-
ed cancer clinical trials, she has gained a
place at the table for nurse scientists in a
traditionally medicine dominated arena.
The quality of her work and her stature
as a scientist gives credence to those
who will come behind her. Through this
work Dr. Berry has broadened the role of
the nurse oncologist in clinical trials
from that of administrative coordinator
to having the potential to contribute to
the development of research questions,
oversight of ongoing study integrity, and
critical participation in the data analysis
and interpretation of study findings.

Her work in bringing her symptom
evaluation program to everyday oncolo-
gy nurses and patients has brought to life
the science of informatics at the bedside.
Her success in this endeavor is changing
the reality of oncology care for the better
and leads us into the future.

MINORW JAMES wmenicaL, pui

REGISTERED NURSES

Large, growing, multi-specialty clinic has immediate opening for Oncology experienced
RN’s who are passionate about customer service for our growing Oncology Department
and Infusion Center. Washington State licensure required.

Open positions - FT, PT and per diem Monday - Friday, in the Oncology Department
with no weekends or holidays. We offer a hiring bonus as well as an excellent benefit
package, EOE, non-smoking and drug-free work place.

Please fax or mail your resume to: Human Resources, 515 Minor Avenue, Suite 200,
Seattle, WA 98104 or FAX 206-386-9538 or joann.wray@minorandjames.com.

Minor & James Medical, PLLC
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PSONS PROFILE

Barbara Otto RN, MSN, CNRN, OCN

PSONS President Elect

Ann McElroy RN, MSN, AOCN

arb will take over the reins of our

chapter at the March 2006

Business Meeting, during the annu-
al symposium. Here is a profile to get to
know more about our new chapter
leader.

Barbara is the Clinical Educator at
Harrison Memorial Hospital in Bremerton.
The focus of her education responsibili-
ties is oncology care. In the last several
years, Barbara has undertaken the large
and important task of community out-
reach, again focusing on cancer educa-
tion, prevention and detection. The chal-
lenge for Barb is trying to do it all while
working PARTTIME! On top of that, Barb
recently completed the End of Life
Nursing Education Consortium (ELNEC)
trainer course on End of Life Care. As part
of her completing the course, she will be
offering classes to health care providers in
her work setting and the community on
end of life issues, care.

Five years ago, Barb moved to
Bremerton from Pittsburgh where she
had worked at different times as staff
nurse, manager, and clinical coordinator
in a busy neurosurgery / neuro-oncology
service, including ICU, inpatient, and out-
patient settings.

Barb had the opportunity to work with
clinical trials for treatment of brain
tumors in the NCI Brain Tumor
Cooperative Group at the University of
Pittsburgh. She found working with brain

tumor patients rewarding. To follow and
become close to these patients and their
families, from diagnosis to death, Barb
saw as “a privilege and a gift”.

Barb loves to teach, and anyone who
has heard Barb talk has felt that enthusi-
asm and gained from her expertise. She
came to oncology through her neuro-
surgery specialty. She was invited to
speak on brain tumor research several
times at national conferences of the
American Association of Neuroscience
Nurses.

Since moving to the Northwest, Barb
has become very involved with PSONS,
sharing in the duties and responsibilities
of its Oncology Nursing Education
Consortium (ONEC). When new to the
area and working in a small hospital, she
appreciated the opportunities ONEC
offered to her professionally, as well as to
her workplace. Being a member of
PSONS, Barb feels she can tap into multi-
ple resources, experts, and support
through its network, education programs,
and Quarterly newsletter. As President-
elect, one of her first duties/privileges
was to attend the ONS Mentorship
Weekend this past spring, in Pittsburgh
where she spent two days with leaders
from other chapters around the country.

One highlight in Barb's career was two
years spent in Sierra Leone, Africa work-
ing in a remote mission hospital (it did
have electricity). The hospital had 50
beds, delivering medical care and basic
surgery for adults and children. Most of

Barbara Oftto

their pediatric patients were admitted
with malnutrition. Malaria and parasitic
infections were also prevalent. When not
working at the hospital, Barb would out-
reach to neighboring areas, setting up a
day clinic for immunizations.

Barb and her husband are frequent fly-
ers to Pennsylvania, visiting grown chil-
dren, parents and siblings still in the
Keystone State. In her leisure time, Barb
enjoys reading, attending theatrical and
ballet performances. She is also a
SeaHawks season ticket holder. Barb is
very involved with Kitsap County's four
Relays for Life benefiting American
Cancer Society and is the cancer educa-
tion resource for the Relays' teams.

In the future, Barb would like to travel
more, hopefully return to Sierra Leone.

Professionally she wants to keep doing
what she is doing and continue to
improve. Hail to our future chief!

|

UrPCOMING EVENTS

Future ONS Congress Meetings
May 4-7, 2006 * Boston, Massachusetts
April 24-27, 2007 °Las Vegas, Nevada

Future Institutes of Learning
November 10-12, 2006 ® Pittsburgh, Penn
November 9-11, 2007 ® Chicago, Illinois

Joining Forces Against Hereditary Cancer:
First Annual Conference on Hereditary
Breast and Ovarian Cancer
February 10-11, 2006 ¢ Tampa, Florida
Presented by FORCE
Information: Claire Modarelli, (888) 456-2840
Email: Modareca@moftitt.usf.edu.

Issues After Breast Cancer

Sat., March 11, 2006
Oregon Convention Center, Portland OR
Sponsor: Susan G. Komen Breast Cancer Foundation
Information: www.komenoregon.org

NW Regional Rural Health

Conference: Dare to Prepare

March 23-24 ¢Spokane WA

Sponsor: Eastern WA Area Health Education Ctr. (WSU Ext.)

Registration info: Charlotte Hardt (509/358-7643,
email: hardt@wsu.edu) or Cathi Lamoreaux
(509/358-7509, email: lamoreaux@wsu.edu

2nd Annual Alaska Palliative

Care Symposium

April 3-5, 2006 * Anchorage,AK
Sponsor:Alaska Native Tribal Health Consortium
Registration information at www.palliateveak.org

10th Bienniel Symposium on Minorities,
the Medically Underserved & Cancer:
Committed to Eliminating Disparities
April 19-23, 2006 * Washington, DC
Sponsors: Intercultural Cancer Council and Baylor
College of Medicine
Registration information: www.iccnetwork.org
The Emerging Role of Screening &
Prevention in Women's Cancers
May 4-5, 2006 * New York, NY
NYU School of Medicine
Presented by Lynne Cohen Foundation
Web: http://www.lynnecohenfoundation.org/conferences.html

Realizing the Promise: Early Detection
of Cancer Symposium & Workshop
May 23-25, 2006 * San Jose, CA
(Doubletree Hotel)
Presented by The Canary Fund
Web: www.canaryfund.org/symposium-06.html
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Amifostine

Continued from page 6

have experienced severe nausea/vomit-
ing with previous chemo-therapy, or are
prone to nausea/vomiting (history of
nausea/vomiting during pregnancy or
motion sickness) are at high risk and
should be given oral or IV 5HT3 recep-
tor antagonists in combination with
other antiemetics to reduce/ minimize
the risk of nausea/vomiting. Additional
doses of antiemetics, such as prochlor-
perazine or lorazepam, should be given
as needed throughout the day per their
manufacturers' Prescribing Information.
Management of Cutaneous
Reactions With or Without Fever:
Cutaneous toxicity due to amifostine
usually appears as a typical drug rash.
Pruritic, erythematous, generalized rash-
es may occur with or without accompa-
nying fever or other symptoms.
Commonly they appear after 10 days of
amifostine dosing with radiotherapy.
Severe cutaneous toxicity such as
Stevens - Johnson syndrome (§JS) or
toxic epidermal necrolysis (TEN) have
been reported and may accompany
fluid filled blisters on the hands and feet
and/or mucosal lesions or erosions.
Amifostine should be immediately and
permanently discontinued and the
patient managed as medically indicated;
however, other causative agents should
be considered in the evaluation and
management of these reactions (pack-
age insert, 2003; Boccia et al., 2003).
Cutaneous reactions with amifostine
may appear as maculopapular or urticar-
ial rash and can be categorized by distri-
bution as either local injection site/radi-
ation port reactions or generalized/non-
injection site reactions. Evaluate patients
for distribution and severity of cuta-
neous reactions, relationship of reaction
to amifostine administration, other
potential causes of rash, such as, con-
comitant medications (antibiotics), radi-
ation itself, possible infection, or if the
patient is immunocompromised (neu-
tropenic fever). A patient who experi-
ences a cutaneous reaction with or
without fever should be carefully evalu-
ated to determine if amifostine could be
safely continued.
Management of Localized
(injection-site)/ Radiation Port
Reactions:

The localized reactions should be
graded according to NCI toxicity grad-
ing scale. For Grade lor 2 localized reac-
tions (injection site), rotate injection
sites, treat with local measures (warm
moist compresses), hold amifostine for a
day or two, and begin antihistamine per
manufacturers' Prescribing Information.

Resume amifostine:
a.When toxicity grade is stable.

b. Local rash is not progressing.
c.There is no fever and no signs and
symptoms of generalized rash are present.

Continue to premedicate daily with
antihistamine for future amifostine
injections.

Discontinue amifostine:
a.If rash reappears or worsens after
antihistamine prophylaxis.
b.If there is a second Grade 2 injection
site reaction at any site.

c. If there is local injection site reaction
with fever.

d. Skin reactions begin to extend out-
side the radiation field.

For Grade 3 localized cutaneous reac-
tion, discontinue amifostine and treat as
medically necessary.

Management of Generalized or
Non-injection site Reactions:

Generalized cutaneous reactions
should also be graded according to NCI
Common Toxicity Criteria. For general-
ized or non-injection site cutaneous
reactions or cutaneous reactions that
appear outside the radiation port with-
out a known etiology, or if there is local
injection-site reaction with fever, stop
amifostine, consider dermatologic con-
sultation and possible skin biopsy, begin
antihistamine as needed, offer Aveeno®
baths (Johnson & Johnson Inc., Fort
Washington, PA) for comfort, and treat
with oral or IV glucocorticoids as med-
ically appropriate. Monitor daily for
fever and treat as appropriate.
Reinitiation of amifostine administration
should be at the clinician's discretion
based on medical evaluation and appro-
priate dermatologic consultation.

In December of 2002, the Ethyol®
Cutaneous Treatment Advisory Panel
(ECTAP) reviewed postmarketing
reports and provided recommendations
for evaluation and management of seri-
ous skin reactions during treatment
with amifostine (Boccia et al., 2003;).

The panel recommended cutaneous
evaluation prior to each dose of amifos-

12 Puget Sound Quarterly

Vol. 29 No. 1

tine administration with particular
attention paid to the development of fol-
lowing;:

a.Any drug rash on lips or mucosa not
due to another etiology (e.g. radiation
mucositis, herpes simplex, etc.)

b. Erythematous, edematous, or bullous
lesions on the palms of the hands
and/or soles of feet; or other cutaneous
reactions on the trunk (front, back,
abdomen).

c. Cutaneous reactions with associated
fever or other constitutional symptoms.

The panel classified skin reactions as
“local injection site/radiation port reac-
tions” (LIS/RPR) or “non-injection site
reactions” (NISR).

Cutaneous reactions must be clearly
differentiated from radiation-induced
dermatitis and from cutaneous reactions
related to alternate etiology. For cuta-
neous reactions that appear outside the
injection site or outside the radiation
port without a known etiology, amifos-
tine should be withheld and dermato-
logic consultation and biopsy should be
considered to classify the reaction.

Cutaneous reactions may be part of
severe allergic reactions characterized
by one or more of the following mani-
festations during or after amifostine
administration: hypotension, fever,
chills/rigors, dyspnea, hypoxia, chest
tightness, urticaria and laryngeal edema.
Serious, sometimes fatal skin reactions
including erythema multiforme, and in
rare cases, Stevens - Johnson syndrome
and toxic epidermal necrolysis have
occurred. Amifostine should be immedi-
ately and permanently discontinued and
the patient should be managed as med-
ically indicated. Increased nurses/physi-
cian awareness, proper patient manage-
ment, monitoring prior to each dose
with early intervention and discontinua-
tion of amifostine for non-injection site
reaction (NISR) may further reduce inci-
dence of cutaneous reaction and
enhance the safety profile of amifostine
(Boccia et al., 2003).

Conclusion

Xerostomia and mucositis are the
most common, debilitating, and dose
limiting toxicities of radiation treatment
to head and neck cancer. Although, ami-
fostine has been shown to reduce these
dose-limiting toxicities (Brizel et al,

Continued on next page
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2000; Anne, 2002; Antonadou et al.,
2003; Antonadou et al., 2002;
Antonadou et al., 2001; Komaki, 2001;
Koukourakis et al., 2000), but unfortu-
nately it has its own challenging side
effects of nausea, vomiting, hypoten-
sion and cutaneous reactions.The com-
parison of phase II (Anne) and the
phase III (Brizel) trial found that SC
amifostine reduced the incidence of
nausea, vomiting and transient
hypotension (See Table 2) and that the
rates of acute xerostomia were compa-
rable to those of patients treated with
IV amifostine reported by Brizel et al.,
2000, the most serious side effect of SC
amifostine was a localized skin reac-
tion (See figure 5).

The Manufacturer (MedImmune
Oncology Inc. , Gaithersburg, MD) has
ongoing effort to better understand
these cutaneous reactions and any con-
tributing factors as well as potential
prophylactic measures to prevent
these cutaneous reactions from amifos-
tine. In the mean time, the clinicians
should follow the guidelines provided
by the Ethyol Cutaneous Treatment
Advisory Panel (Boccia et al., 2003) as
discussed earlier.
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(2002). Preclinical studies on the radiopro-
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Experience IOL through Virtual Sessions

Did you miss the ONS 6th Annual
Institutes of Learning (IOL) and
Oncology Nurse Practitioner
Conference in Phoenix in November?
With over 2100 nurses in attendance,
it was a great opportunity for net-
working, educational sessions, and
other learning opportunities. It pro-
vided oncology nurses current, up-to-
date information in order to continue
to provide the best possible patient
care.

Unfortunately, less than 10% of the
ONS membership was able to attend,
and many attendees who wanted to
participate in the ancillary education-
al events were unable to do so. To
remedy this problem, Oncology
Nursing Services (OES) is offering on-
line access to several sessions.

These exciting virtual sessions
allow you to get the complete IOL
educational experience without trav-
eling. These online sessions combine
streaming audio and presentation
slides for a multi-media IOL experi-
ence in the comfort of your office or
home. Most of the syllabi for these
programs are available as PDF down-
loads. Many contain tools that may be
immediately useful to you in your
daily practice.

To access this go to the ONS web
site (www.ons.org) and click on
Nursing Education.

Sessions Available Online

Advocacy: Supporting People With
Cancer and Oncology Nurses

Presented by Ilisa Halpern, MPP, and Ruth
Dennison, RN, OCN®

Baby Boomers Come of Age:
Challenges in Caring for the Older
Adult With Cancer

Presented by Diane Cope, PhD, ARNP, CS,
AOCN®, Deborah Boyle, RN, MSN, AOCN®
FAAN, and Maria Carroll, MSN,APRN, BC

Competent Pain Management for
Older Patients With Cancer

Presented by Janice Reynolds, RN, BSN,
OCN® Jeannine Brant, RN, MS,AOCN® and
Denice Economou, RN, MN,AOCN®

From Molecular Mutations

to Modern Management of

Patients With Leukemia and
Myelodysplastic Syndrome
Presented by Sherry Wolf, RN, MS, OCN®,
Jennifer Rogers, RN, MS, FNP and Carol Viele,
RN, MS

Issues in Palliative and

End-of-Life Care

Presented by Lisa Troesch, MSN, APRN, BC-
PCM, Jennifer Fournier, RN, MSN, AOCN®,
CHPN, and Elizabeth Morse, RN, MPA, MSN

Mesothelioma: The Basics and Beyond
Presented by Sue Gardner, RN, MS, CRNP,
AOCN® and Marianne Davies, RN, MSN,
APRN,ACNP

Patient-Specific Vaccine Therapy for
Non-Hodgkin Lymphoma

Mini-Institute 7 (Time: 2 hours, 18 min-
utes)

Presented by Maribeth Hohenstein, RN,
BSN, OCN®  Susan Blumel, RN, BSN, OCN®,
CCRC and Susan King, RN, MS, OCN®

Risk Assessment: Taking the Reins
in Rural Health Care

Open Session L (Time: 1 hour, 26 min-
utes)

Presented by Loretta Morehead, RN, BSN,
OCN® and Jill Fallon, RN, CRNI, MSN,
OCN®

Treatment Decision Making in
Prostate Cancer: Choices, Chances,
and Challenges

Mini-Institute 4 (Time: 2 hours, 13 min-
utes)

Presented by Anne Katz, RN, PhD and Mary
Schoen, RN, MSN, MPH, OCN®

What Are the Hot Issues and
Trends in Surgical Oncology?

Open Session C (Time: 1 hour, 33 min-
utes)

Presented by Christine Smith, RN, MSN,
CNOR, and Denise Bickert, RN, MS, CNOR

Writing for Publication

Presented by Joyce P. Griffin-Sobel, RN, PhD,
AOCN® and Rose Mary Carroll-Johnson, RN,
MN

Research Funding Available From PSONS

Do you need money to conduct
an oncology nursing research pro-
ject? Have you completed an
oncology nursing research project,
but need money to disseminate the
findings?

If you answered “yes” to either of
these questions, funding is available
from PSONS.The chart at right has a
description of the research and dis-
semination funding that will be
awarded in 2000.

Visit the Puget Sound Oncology
Nursing Society website at
www.psons.org for other chapter
information and job opportunities.

PSONS Research Funding

How much is the funding reward?

$1,000

$500

How can | use the award?

To carry out a
research project

+ Development of a poster or
paper for presentation

+ Development of a manuscript
for presentation

«Travel or registration to a
meeting to present data

What are the eligibility criteria?

Active member
of PSONS

Active member
of PSONS

When is the application due?

March 1,2006

March 1,2006
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Amifostine

Continued from page 13

tective efficacy and pharmacokinetics of
subcutaneously administered amifostine.

Seminars in Oncology, 29, 2-8.

Cassatt, D.R., Fazenbaker, C.A., & Kifle, G.
(2003). Subcutaneous administration of ami-
fostine (ethyol) is equivalent to intravenous
administration in a rat mucositis model.
International Journal of Radiation Oncology
Biology Physics, 57, 794-802.

Capizzi, R.L. (1999). Clinical status and opti-
mal use of amifostine. Oncology, 13, 47-59.

Capizzi, R.L. (1999).The preclinical basis for
broad-spectrum selective cytoprotection of
normal tissues from cytotoxic therapies by
amifostine. Seminars in Oncology, 26, 3-21.

Data on File (2000). Summary of Advisory
Panel on Cutaneous Reactions Associated
with Ethyol, Philadelphia PA. Available from
MedImmune Oncology, Inc. Gaithersburg,
MD.

Dicker,A., Harrison, L., Picken, C., Sessions, R.
(1999). Oropharyngeal Cancer. In L.
Harrison, R. Sessions, W. Houg (Eds.), Head
and Neck Cancer A Multidisciplinary
Approach (pp 445-480). Philadelphia PA:
Lippincott-Raven Publishers.

Epstein, J.B., Robertson, M., & Emerton, S.
(2001). Quality of life and oral function in
patients treated with radiation therapy for
head and neck cancer. Head & Neck, 23,389-
398.

Epstein, J.B., Vander Meij, E., & McKenzie, M.
(1997). Post radiation necrosis of the
mandible. Oral Surgery, Oral Medicine, Oral
Pathology, Oral Radiology, and Endodontics,
83, 657-662

Ethyol monograph (Package Insert, 2003).

MedImmune Oncology, Inc. Gaithersburg,
MD.

Fazenbaker, C.A., Kifle, G., & Cassatt, D.R.
(2002). Optimal window of amifostine (ethy-
oD) administration is 30-60 minutes prior to
radiation (Abstract). Proceedings of the 38th
Annual Meeting of the American Society of
Clinical Oncology, 21,Abstract No. 2565.

Haas, M., & Kuehn, E. (2001). Head and Neck
Cancers. In D. Watkins-Bruner, G. Moore-
Higgs, M. Hass (Eds.), Outcomes in Radiation
Therapy Multidisciplinary Management (pp.
195-213). Sudbury Massachusetts: Jones and
Bartlett Publishers.

Jemal, A., Tiwari, R.C., Murray, T., Ghafoor, A.,
Samuels, A., Ward, E., et al. (2004). Cancer
Statistics, 2004. CA: A Cancer Journal for
Clinicians, 54, 8-29.

Komaki, R., Lee, J.S., & Bunyamin, K. (2001).

Randomized phase III study of chemoradia-
tion +/- amifostine in patients with inopera-
ble stage II-III non-small cell lung cancer
(Abstract). Proceedings of the 37th Annual

Meeting of the American Society of Clinical
Oncology, 20,Abstract No.1298.

Koukourakis, M.I., Kyrias, G., Kakolyris, S.,
Charalambos, K., Frangiadaki, C.,
Giatromanolaki, A., et al. (2000).
Subcutaneous administration of amifostine
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ized phase II study. Journal of Clinical
Oncology, 18, 2226-2233.

MedImmune Oncology Inc. (2003). A Guide
to Administering Ethyol® Prior to Radiation:
A Focus on Dosage and Administration and

Strategies for Optimal Patient Management.
MedImmune Oncology Inc, Gaithersburg,
MD

NCI (National Cancer Institute) Common
Toxicity Criteria-Version 2. (Revised: April

30, 1999) Retrieved on March 30, 2004 from
http://www.fda.gov/cder/cancer/toxici-
tyframe.htm

Shaw, L.M., Bonner, H., & Schuchter, L.
(1999). Pharmacokinetics of amifostine:
Effects of dose and method of administra-
tion. Seminars in Oncology, 26, 34-36.

USP-DI (2003). Amifostine, Finalized Drug
Information (May 2003). Retrieved March
30, 2004 from Micromedex database.

Wagner, W., Radmard, A., & Schonekaes, K.G.
(1999). A new administration schedule for
amifostine as a radioprotector in cancer
therapy. Anticancer Research, 19,2281-2284.

Werner-Wasik, M., Axelrod, R., Friedland, D.,
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Preliminary report on reduction of esophagi-
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therapy. Clinical Lung Cancer, 2, 284-289.
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TREASURER’S REPORT
Fourth Quarter 2005
$81,362.47
Uncleared checks last quarter ............ 250.00
A.BEGINNING BALANCE . .. .. e $81,362.47
REVENUE
DUES .. 277.50
Program Fees ......... .. . . 75.00
Interest Checking . ...... ... 7.38
INterest SAVINGS . . ... oo 0.42
Gain IDS . . . 29.32
Donations . ......... .. 1,140.00
Web page . ...t 0.00
Exhibit Fees . ..... ... ... . 1,840.00
Fundraising .. ... 0.00
Grants . ... 0.00
B.TOTAL REVENUE . . ... ... e $3,369.62
EXPENSES
Printing (Typing, xeroxing, etc.) ................... 2,078.48
Postage . ... 2,125.71
Supplies .. 421.58
Meetings (Place, refreshments, etc.) ................ 234.17
Travel (Airfare, hotels) . .......... ... ... ... . .. ... .. .. 0.00
Honorariums/Speakers . ......... .. .. . . . i, 0.00
Scholarships/Grants . ......... ... .o 0.00
Website . ... .. 0.00
Chapter DUES . . ...t 0.00
Miscellaneous (refund) . .. ........ ... 50.00
C. TOTAL EXPENSES ... . e $4,909.94
D. ENDING BALANCETHISPERIOD .. ...... .ot $79,822.15
E. Outstanding Checks ... ... ... . . . 1,365.61
Total Outstanding DEPOSILS . ... .ottt 0.00
F. TOTAL (Balance + Checks + DEPOSItS) .. .. .......orreret e $81,187.76
Puget Sound Quarterly Vol. 29, No. 1 15



Millennium salutes
Puget Sound Chapter of the Oncology Nursing Society
and all those who

Embrace challenges
Endeavor to overcome them

Enable others to succeed.

AR MILLENNIUM

Oreakthirough sacloncs . Oraaktheosugh madicine = WAL, m“lﬂ'““i”"‘aﬂﬂlfl

Puget Sound Quarterly appreciates the generous support of SR MILLENMNIUM

American Cancer Society
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