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1 General Session

The DISCO App: A pilot test of an electronic patient intervention to reduce
the financial burden of cancer through improved cost communication. First
Author: Lauren M. Hamel, Karmanos Cancer Center, Wayne State University,
Detroit, MI

Background: Financial toxicity, the burden of treatment cost, affects 30-50%
of people with cancer in the US. Although experts recommend patients and
oncologists discuss treatment cost to identify patients who need assistance,
cost discussions occur in fewer than half of cancer treatment discussions. We
pilot-tested the feasibility and efficacy of the Discussions of Cost (DISCO)
App, a patient communication intervention designed to improve cost dis-
cussions and other financial toxicity-related outcomes during and following
oncology treatment consultations. The DISCO App provides an individualized
list of cost-related questions patients can ask their oncologist, specific to a
patient’s economic situation. Methods: While waiting to see their oncologist,
newly diagnosed patients with breast or lung cancer (n=32) used the DISCO
App on an iPad. Clinic visits were videorecorded and patients completed pre-
and post-interventionmeasures of self-efficacy formanaging treatment costs,
self-efficacy for interacting with oncologists, cost-related distress, and per-
ceptions of the DISCO App. A trained coder observed the recordings to de-
termine the presence of a cost discussion, the cost-related topic, and any
emergent factors. Results: Findings showed increases in patients’ self-
efficacy for managing treatment costs (p=.02) and interacting with oncolo-
gists (p=.001). Cost-related distress decreased but not significantly (p=.20).
Patients reported the DISCO App was understandable (M=4.5 out of 5), useful
as they talked with their oncologist (M=4.0), and 84% of patients reported
needing less than 15 minutes to use the DISCO App. Most (94%) interactions
were videorecorded (in two cases technical difficulties prevented videos from
being collected); all (100%) of the videorecorded interactions included a cost
discussion. The most frequently discussed topics were: insurance, time off
from work, and financial navigation. Frequently, the oncologist asked the
patient for his/her question list and discussed/answered the questions.
Conclusions: Findings suggest the DISCO App is feasible to implement in the
clinic and effective in improving patient-oncologist cost discussions and fi-
nancial toxicity-related outcomes. Patient acceptance of the DISCO App and
oncologist engagement suggested the intervention prompted cost discus-
sions. Next steps include conducting a longitudinal randomized controlled trial
to determine the effectiveness of the DISCO App on financial toxicity, and
other outcomes. Clinical trial information: NCT03676920. Research Sponsor:
Karmanos Cancer Institute.

2 Oral Abstract Session

The association between clinical trial (CT) participation, pharmaceutical
costs, and savings performance in the Oncology Care Model (OCM). First
Author: Kerin B. Adelson, Yale Cancer Center, New Haven, CT

Background: The OCM is a Centers for Medicare andMedicaid Services (CMS)
alternative paymentmodel, which seeks to curb costs while improving care for
patients receiving systemic cancer therapy. CMS models the expected
spending target for each 6-month episode using historical, geographic and
clinical factors, including CTr participation. We evaluated the relationship
between CTr participation, drug costs and performance in the OCM.
Methods: We used claims for OCM episodes attributed to the Yale Cancer
Center between July 2016 and July 2018. We stratified episodes by CTr
participation and used t-tests and chi-square tests to compare total cost, drug
costs (Part B, Part D and novel cancer therapies) and whether observed
episode costs were above or below CMS targets. Analyses were conducted for
the total sample and among the most common cancer types.Results: Among
9,387 OCM episodes (5,270 unique patients), 815 (8.7%) episodes involved a
CTr. Among non-CTr patients, the mean Medicare cost per episode ($32,909)
was modestly higher than the mean episode spending target ($31,746; p ,
0.001), while in the CTr group, the mean Medicare cost per episode ($36,590)
was substantially lower than the mean episode spending target ($48,124 p ,
0.001). CTr episode costs were more likely to be under spending targets than
non-CTr episodes (66% vs 56%, p , 0.001) overall and in breast, lung, and
myeloma cancers, although only statistically significant for lung cancer (76%
CTr vs 48% non-CTr, p, .001). Overall, non-CTr had significantly higher mean
Part D drug costs per episode ($8,441 vs $3,893, p , 0.001), which was also
noted among patients with lung cancer, ovarian cancer and lymphoma. Non-
CTr episodes were also associated with higher mean novel therapies cost
($5,736) compared with CTr patient episodes ($4,346, p = 0.013). When
comparing the sum of all other expenditures, CTr episodes were significantly
associated with higher non-pharmaceutical expenditures than non-CTr epi-
sodes ($20,940 vs. $13,323, p , 0.001) overall. Conclusions: Episodes with
CTr participation out-performed non-CTr episodes in achieving savings rel-
ative to CMS spending targets. Savings were driven by lower drug costs for the
CTr episodes, particularly in the categories of Part D and novel cancer
therapies. This suggests that CTr enrollment shifts costs for expensive
pharmaceuticals away from CMS and toward the CTr study sponsor. Further
research should explore whether this finding is generalizable to other cancer
centers and payment models. Research Sponsor: None.

3 Oral Abstract Session

Costs to healthcare payers associated with clinical trial (CT) participation
in metastatic non-small cell lung cancer (NSCLC). First Author: Cristina
Merkhofer, University of Washington, Seattle, WA

Background: To assess the financial implications of therapeutic CT participation for
healthcare payers, we compared first-line (1L) and second-line (2L) total directmedical
costs between patients enrolled in 2L CT vs non-CT participants receiving 2L therapy
for metastatic NSCLC. Methods: We linked electronic health records from a single
academic center with tumor registry and claims data to identify patients with met-
astatic NSCLC diagnosed from 1/1/2007-12/31/2015. Eligibility criteria included 60 day
minimum survival, receipt of $ 1 anti-cancer drug within 180 days of diagnosis, in-
surance enrollment for $ 12 months after diagnosis and receipt of $ 2 therapy lines.
Patients on 1L trials were excluded.We calculatedmean per-patient-per-month (PPPM)
total direct medical costs from the payer perspective for 1L and 2L. We performed a
difference-of-difference analysis to estimate the effect of trial enrollment on costs by
calculating the mean PPPM difference between 2L and 1L in trial (Diff trial) and non-
trial enrollees (Diff non-trial). Then we calculated the difference between Diff trial and
Diff non-trial. We used paired and non-paired t-tests for statistical comparisons and
report all costs in 2019 US dollars. Results: Of 63 patients, 22 (35%) enrolled in a 2L
CT. CT enrollees were younger (mean age 63.5 vs 66.7 years), female (73% vs 41%),
had commercial insurance (36% vs 32%), were never smokers (36% vs 32%), had
EGFR mutations (27% vs 22%) and fewer had brain metastases (14% vs 29%). The
mean PPPM total direct medical costs decreased between 2L and 1L for patients
enrolled in 2L CTs but increased in non-trial participants (Diff trial = -$5,585, SD 6
$6,541; Diff non-trial = $1,532, SD 6 $14,739). The mean difference of difference (Diff
trial - Diff non-trial) was -$7,117 (p = 0.01; Table).Conclusions: This small observational
study suggests that CT enrollment results in substantial cost-savings to payers.
If confirmed in larger studies, our findings suggest that insurers support trial par-
ticipation for patients with NSCLC. Research Sponsor: Seattle Cancer Care Alliance
Thoracic Oncology Research Donation Funds.

Costs
Non-CT participant

(n = 41)
2L CT participant

(n = 22)

1L mean monthly total direct medical costs
($, 6 SD)

$10,496 (6 $8,629) $10,393 (6 $6,250)

2L mean monthly total direct medical costs
($, 6 SD)

$12,029 (6 $13,876) $4,808 (6 $3,370)

Diff trial (2L minus 1L; mean PPPM) - -$5,585 (95% CI: -$8,485,
-$2,685; p , 0.001)

Diff non-trial (2L minus 1L; mean PPPM) $1,532 (95% CI: -$3,120,
$6,184; p = 0.51)

-

Difference of difference (Diff trial minus Diff
non-trial; mean PPPM; 95% CI)

- -$7,117 (95% CI: -$12,499,
-$1,735; p = 0.01)

4 Oral Abstract Session

Health care coach support in reducing acute care use in patients with
cancer. First Author: Manali I. Patel, Stanford University School of Medicine,
Stanford, CA

Background: Lay health workers (LHWs) who are trained to proactively
discuss goals of care and assess patient symptoms have improved value-based
cancer care amongVeterans and aMedicare Advantage population. Little data
exists regarding the effect of integrating LHWs into community oncology care
among commercially insured populations. In this study, we implemented an
LHW intervention to assist with goals of care and symptom management in
collaboration with a private community oncology practice among patients
with advanced cancer. This randomized controlled trial evaluates the effect of
the intervention on acute care use and secondarily on goals of care docu-
mentation and patient satisfaction. Methods: Newly diagnosed patients with
advanced stages of solid and hematologic malignancies were randomized
from 8/11/2016 through 6/5/2019 into the intervention and control groups. All
patients were followed for 12 months or death, whichever was first. Patients
reported satisfaction with care using the Consumer Assessment of Healthcare
Providers and Systems survey at time of enrollment and 9 months follow-up.
We compared risk of death using Cox Models and compared rates of acute
care, palliative care and hospice use using generalized models adjusted for
length of follow-up. Results: A total of 104 patients were randomized with 52
in the intervention and 52 in the control. In both groups, the mean age was 67
years; 70% were non-Hispanic white, 25% Asian Pacific Islander, 1% Native
Hawaiian, 1% American Indian/Alaskan Native, 3% multiple races/ethnicities.
There were no differences in cancer diagnoses or stages. There were no
differences in rates of survival between the two groups. Intervention patients
as compared to the control had lower mean emergency department visits
(0.80 +/- 0.17 versus 1.9 +/- 0.46, p = 0.02) and hospitalizations (0.67 +/- 0.19
versus 1.49 +/- 0.37, p = 0.04), greater rates of goals of care documentation
(92%versus 33%p =0.002) and no differences in palliative care (88%versus
77%p=0.16) or hospice use (27%versus 21%p =0.45). At 9months follow-up
as compared to baseline, patients in the intervention experienced greater
improvements in satisfaction with their care (difference-in-difference: 0.41,
95% CI 0.22-0.60, p , 0.001). Conclusions: An LHW intervention signifi-
cantly reduced acute care use and improved patient experiences with cancer
care as compared to a control group. This intervention may be a solution to
improve care delivery and experiences for patients after a diagnosis of cancer
in community oncology settings. Clinical trial information: NCT03154190.
Research Sponsor: U.S. National Institutes of Health, Other Foundation.
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5 Rapid Abstract Session

Improving patient outcomes with oncology hospital at home: A program
model. First Author: Karen Alexandra Titchener, Huntsman Cancer Institute,
University of Utah, Salt Lake City, UT

Background: Hospital at Home provides acute hospital level care to patients
in their homes, diminishing the need for inpatient care or emergency de-
partment (ED) use. It has been evaluated for a variety of acute and chronic
conditions but not in adult oncology. Results from program evaluations have
demonstrated equivalent or improved outcomes with lower health care uti-
lization and costs and high patient satisfaction when compared to usual care.
The first evaluation of an oncology Hospital at Home program in the United
States, Huntsman at Home (HH) was launched in 2018 to provide acute level
care after hospitalization and address emergent symptoms that arise in the
home between clinic visits. We describe the structure and patient profile of HH
over the first 15 months of service. Methods: We compiled data for the 169
cancer patients admitted to HH between 8/2018 and 10/2019. We examined
patient characteristics, the reason for referral, team structure, services
provided and provider visit pattern. Results: The 169 patients referred to HH
were predominately female (62%), white (83%), with metastatic disease
(79%) and an average age 62 years. The most common diagnoses were GI,
lung, GU and GYN cancer. All required acute level medical care and were
referred by their oncology or inpatient provider after hospitalization. The HH
multidisciplinary team was led by 9 nurse practitioners (NP) partnering with
palliative care hospitalists, and the patient’s oncology team. Registered nurses
(RN) and other home health personnel were provided by a community-based
home health agency. The most common reasons for referral were acute pain,
dehydration and electrolyte imbalance, infection, unstable symptoms, failure
to thrive and post-surgical needs. Themost common interventions provided by
HH were: assessment and management of symptoms, medication monitoring
and titration, monitoring lab chemistries, intravenous management and ad-
ministration of medications and fluids, and wound, drain and line assessment
and care. Home visits varied based on need; generally, there were 3 NP visits
with 5 RN visits in the first week. Health care utilization and cost outcomes
were recently reported at the ASCO Virtual Scientific meeting and demon-
strated HH patients had fewer hospitalizations, shorter length of stay, de-
creased ED use and lower costs than the comparison group. Conclusions: HH
has proven to be an effective and efficient way to successfully manage a
variety of oncology acute care needs in patients’ homes averting further
hospitalization or ED use. Hospital at home shows promise as an oncology care
delivery model. Research Sponsor: Cambia Health Foundation.

6 Rapid Abstract Session

Redesigning care coordination from the patient’s perspective. First Author:
Mark Liu, Tisch Cancer Institute, Icahn School of Medicine at Mount Sinai, New
York, NY

Background: Cancer patients are frequently admitted to the hospital re-
quiring medical oncologists to take an active role in coordinating with multiple
teams. In an effort to redesign care to put patients at the center and address
increasing demands on our medical oncologist’s time, we created the On-
cology Coordinator (OC) role focused on care setting transitions. We aimed to
evaluate whether the OC would improve quality of care and decrease
healthcare utilization. Methods: The OCs, are non-clinical and serve as a
single point of contact for disease-based teams as patients prepare for
elective admissions or discharge from the hospital. The 3 OCs received
specialized training in systems and processes in both settings. They coordi-
nate outpatient appointments, prescription delivery, transportation while also
providing clinical support. Additionally, they facilitate two interdisciplinary
rounds per day across three dedicated oncology units and assist with patients
off-unit. We evaluated all patient discharges facilitated by the OCs during 1/1/
19-2/29/20 and compared that to non-OC facilitated discharges. Using de-
scriptive statistics, we evaluated the OCs impact on 7- and 30-day read-
missions, discharge before noon rate (DBN), average time from admission to
chemotherapy start and patient experience as measured by Hospital Con-
sumer Assessment of Healthcare Providers and Systems (HCAHPS).
Results: We had a total of 2,818 discharges between 1/1/19-2/29/20; 1,032
(36.6%) facilitated by the OCs. For those OC facilitated discharges we
observed a 5.07% reduction in 7-day readmissions and 30-day readmissions
(2.6%). We observed an overall higher average monthly rate of DBN (4.85%)
compared to non-OC facilitated discharges. In addition, the average time from
admission to chemotherapy administration decreased by 1 hour 31 minutes
(6.8%) for the OC facilitated admissions. In the HCAHPS survey, there were
improvements in Discharge Information and Care Transitions on the inpatient
units where OCs were most active. Conclusions: At our academic medical
center, the OCs have contributed to reduction in readmissions, time from
admission to chemotherapy administration as well as improvements in dis-
charges before noon and patient experience. This pilot demonstrates that
investment in dedicated lay staff to facilitate admissions and discharges for
cancer patients across care settings could lead tomeaningful improvements in
healthcare utilization, quality and the patient experience. Future work will
evaluate the sustainability of this program and evaluate association with
healthcare costs. Research Sponsor: None.

7 Rapid Abstract Session

Impact of oncology urgent care center on healthcare utilization. First
Author: Christopher Davella, Fox Chase Cancer Center, Philadelphia, PA

Background: Studies suggest that many Emergency Department (ED) visits
and hospitalizations for cancer patients may be preventable. CMS has made
changes to the hospital outpatient reporting program (OP-35) targeting ED
visits and admissions in treatment patients for preventable conditions. On-
cologic urgent care centers aim to streamline care for this population. Fox
Chase Cancer Center (FCCC) developed an urgent care center called the Direct
Referral Unit (DRU) in July 2011. We sought to assess the impact of the DRU on
care utilization. Methods: We abstracted visits to our adjacent hospital
(Jeanes) ED and the DRU from January 2014-June 2018. Visit rates represent
the ratio of visits over the total number of patients with a clinic visit at FCCC
per year. ED and DRU visits were associated with both a cancer and visit
diagnosis per the International Classification of Disease (ICD). Patient de-
mographics were abstracted. We also analyzed visit charges, inpatient ad-
mission and 30-day therapy utilization (chemotherapy, immunotherapy,
radiation). Results: A total of 13,210 visits were analyzed including 5,789 ED
visits and 7,421 DRU visits. Visits to the Jeanes ED increased over time. The
average age of patients at time of first visit was 63 and visits were most
common in females and Caucasians. Hispanic and African American (AA)
patients were more likely to visit the ED compared to the DRU (OR: 7.54 and
1.30). Patients with GI (27%) and thoracic (15%) malignancies had the most
visits. Commercial insurance use was most common (48%) followed by
Medicare (34%) and Medicaid (16%). DRU use was most frequent on Mondays
(22%), while ED use occurred the most on Sundays (17%). The most common
DRU visit diagnoses in order of prevalence were dehydration, nausea/
vomiting, abdominal pain, fever, shortness of breath, fatigue, diarrhea,
cellulitis/rash, constipation and anemia. Inpatient admission rates were similar
between the two settings (p=.8176). Patients on active cancer treatment more
frequently presented to the DRU in comparison to the ED (p,.0001). The
average charges were $2226.22 for a DRU visit vs. $10,253.44 for an ED visit.
Conclusions: The increase in ED visits over time as well the more frequent ED
use in Hispanic and AA patients both suggest a need for greater urgent care
access. Many of the most common visit diagnoses to the DRU align with CMS’s
list of preventable conditions, demonstrating the DRU’s success as a triage
center targeting these conditions. DRU visits were associated with consid-
erable cost savings, supporting the use of cancer urgent care centers as a cost-
effective method to reduce acute care. Research Sponsor: None.

8 Rapid Abstract Session

State-wide quality improvement addressing overutilization of neurokinin-
1 receptor antagonists. First Author: Emily R. Mackler, University of Michigan
Health System, Ann Arbor, MI

Background: The overuse of neurokinin-1 receptor antagonists (NK1-RAs) is a
focus of quality measurement within the American Society of Clinical Oncology
Quality Oncology Practice Initiative (ASCO-QOPI) and the American Board of
Internal Medicine (ABIM) as a Choosing Wisely measure. The Michigan Oncology
Quality Collaborative (MOQC) is a statewide collaborative with participation of
nearly 100% of oncologists. The purpose of this project was to provide quality
improvement practice support for deimplementation of NK1-RAs in the upfront
prevention of chemotherapy- induced nausea and vomiting (CINV) for low and
moderate emetic chemotherapy regimens (QOPI measure SMT28a) to less than
30% in practices across the State, with lower scores indicating better per-
formance. Methods: In 2018, MOQC added the QOPI SMT28a measure as part
of its standard quality measure module for collection by all MOQC practices. A
quality improvement intervention was initiated that consisted of 1) baseline
assessments of measure performance, prescriber knowledge and beliefs, and
pre-populated antiemetic order sets, 2) reporting practice and state-level
performance to MOQC practices, 3) state-wide CINV education, and 4) a
value-based reimbursement (VBR) related to measure performance. Post-
intervention performance was assessed with the Fall 2019 and Spring 2020
QOPI-measurement. Results: Responses from a survey assessing pre-
populated antiemetic order sets (32/43, 74% response rate), 23% of prac-
tices had a pre-populated order set for NK1-RA and/or olanzapine in moderate
emetic regimens. The post-education order set survey found that 48% of re-
spondents (25/43, 54% response rate) eithermodified or were in the process of
modifying their order sets. Conclusions: Deimplementation of unnecessary
and low value antiemetics in patients receiving low- or moderate emetic che-
motherapy was possible via a state-wide quality improvement program that
involved performance reporting to practices, collaborative-wide education,
modification of standing order sets, and VBR based on performance. Research
Sponsor: None.

SMT28a Measure Collection MOQC – Mean Performance
QOPI – Mean
Performance

Spring 2018 – Added to Module 34% 34%
Fall 2018/Spring 2019 – Baseline 27% 32%
Fall 2019 – Post-intervention 19% (p,0.05 compared to

baseline)
31%

Spring 2020 Pending Pending

2 Visit quality.asco.org to search by abstract for the full list of abstract authors and their disclosure information.
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9 Rapid Abstract Session

Feasibility of and associated cost savings from transitioning to therapeu-
tic biosimilar use in a large community oncology network. First Author:
Garrett Young, OneOncology, Nashville, TN

Background: The use of biosimilar drugs in the treatment of cancer offer an opportunity
for oncology providers to decrease total cost of carewhile preserving quality. However, it
remains unclear whether providers and patients may resist biosimilar use due to con-
cerns over safety and efficacy. Our national network of 5 practices with over 100 clinics
committed to a conversion to therapeutic biosimilars for trastuzumab and bevacizumab
after their introduction in July 2019. Methods: Common steps to foster therapeutic
biosimilar conversion included frequent communication from medical directors to
providers and staff, incorporation of biosimilars into default treatment regimen orders,
providing clinical teams lists identifying candidates for conversion, and tracking reasons
why biosimilar switch did not occur. Most practices prioritized converting patients ini-
tiating new treatments, then later transitioning patients receiving maintenance therapy.
This phased approach was taken to ensure that prior authorization and patient consent
could be obtained prior to conversion. Rates of biosimilar use were calculated by
comparing the number of administrations for which a biosimilar was given to the total
number of administrations for which a biosimilar could have been given. Cost savings
were calculated by comparing the difference in Medicare allowed rates for each origi-
nator and biosimilar drug pair at the time of administration. Results: Biosimilar use
increased over time at all practices, from 0% to an average of 67% for trastuzumab and
78% for bevacizumab. The decrease in cost attributed to the use of biosimilars in the
study period totaled over $4.4 million. Challenges to biosimilar use included physician
preference for the originator drug, difference in preferred agents across payers, and
challenges with biosimilar drug storage. Patients rarely had concerns over efficacy and
safety. Conclusions: Therapeutic biosimilar adoption in a large oncology network is
feasible and can lead to significant cost savings. Research Sponsor: None.

Month

Trastuzumab biosimilar use

Avg.Practice 1 Practice 2 Practice 3 Practice 4 Practice 5

6/19 0% 0% 0% 0% 0% 0%
12/19 0% 97% 65% 27% 18% 41%
2/20 0% 87% 71% 46% 33% 47%
5/20 27% 84% 78% 73% 71% 67%

Bevacizumab biosimilar use

Month Practice 1 Practice 2 Practice 3 Practice 4 Practice 5 Avg.

6/19 0% 0% 0% 0% 0% 0%
12/19 3% 63% 71% 46% 36% 44%
2/20 8% 83% 69% 60% 59% 56%
5/20 59% 100% 57% 84% 88% 78%

10 Rapid Abstract Session

Cost savings of biosimilars in oncology: A single institution experience.
First Author: Megan Mullalley, Intermountain Healthcare, Sandy, UT

Background: Biosimilar medications have increasingly gained regulatory
approvals in recent years. Numerous conditions in the fields of hematology,
oncology, rheumatology, and endocrinology have a biosimilar treatment
option available. Some biosimilar agents can be obtained at a significantly
lower cost than reference medications. Methods: Intermountain Healthcare
Oncology Pharmacy and Therapeutics (P&T) committee manages and main-
tains the formulary of accepted drugs. The committee consists of pharmacists,
medical oncologists and oncology nurses. Biosimilar medications were ap-
proved in place of reference medications for the following: pegfilgrastim,
bevacizumab, trastuzumab, and rituximab. Results: Annually, we administer
about 6,450 combined doses of pegfilgastrim, bevacizumab, trastuzumab,
and rituximab. Assuming 70% conversion from the reference medication to
biosimilar agent, transitioning from the above listed reference medications to
biosimilar would save an estimated $6.3 million annually (Table). This
includes a $1.75 million savings from transitioning to rituximab alone. In ad-
dition, transitioning trastuzumab from a single dose vial to multi-dose vials is
estimated to save an addition $730,000. Conclusions: Biosimilar agents can
reduce the cost of oncology care to patients treated at our institution. We are
utilizing biosimilar agents as part of our ongoing mission to decrease the
financial toxicity of treatment for patients with cancer. Research Sponsor:
None.

Reference Medication Doses Administered Annually 2021 Savings

Pegfilgastrim 2,650 $696,000
Bevacizumab 1,500 $1,700,000
Trastuzumab 1,200 $1,350,000
Rituximab 1,100 $2,500,000
Total 6,450 $6,246,000

11 Rapid Abstract Session

Leveraging performance improvement (PI) strategies to decrease emer-
gency department visits and inpatient admissions of patients receiving IV
chemotherapy. First Author: Anne Marie Barry-Weers, Aurora Health Care/
Aurora Cancer Care, Milwaukee, WI

Background: Per CMS, “in 2011, about 22% of cancer patients receive che-
motherapy each year with treatment totaling $34.4 billion.” The number of
patients receiving chemo in a hospital outpatient department (HOPD) con-
tinually increases. As patients attempt side effect management at home, their
symptoms may worsen, and provider access may be limited. These conditions
contribute to hospital admissions and ED visits for treatment management.
After review of internal data and system patterns, in response, Aurora Cancer
Care (ACC)’s leadership developed (market/site-specific) PI strategies fo-
cusing on decreasing overall ED utilization and IP admissions for patients
actively receiving IV chemotherapy. Methods: The first step of the project
was developing a systemized report capturing specific data points, including
reason for visit, time of day, day of week, and patient’s cancer type. The
population included all payor patients with an ED visit/IP admission within
30 days of receiving chemo. A subcommittee of system operational leaders
brainstormed and implemented processes such as enhancing patient triage,
restructuring APC workflow, introducing the “Call Us First Campaign” edu-
cation initiative, re-evaluating clinic access for painmanagementmedications,
and distributing free thermometers to patients allowing accurate assessment
of symptoms while at home. Results: All chemotherapy infusions were
studied for 4Q 2018 and 1Q 2020 totaling 2,018 and 2,064 infusions re-
spectively. The implementation of PI strategies resulted in significant im-
provements not only in overall IP admissions and ED visits, but also in key
areas such as time of day and primary diagnosis (see table). Conclusions: PI
strategies have demonstrated an impact on decreasing both IP admissions and
ED visits while continuing to evolve. This engagement has contributed to
change in practice patterns, aligned our institution with better side effect
management at home while relieving the burden to patients during chemo-
therapy treatment. In addition, as admissions decrease, treatment costs are
impacted as well. Research Sponsor: None.

Metric 4Q2018 1Q2020 p value

ED+IP Admissions 10.7% 8.3% 0.0097
ED Visits 5.8% 4.2% 0.0165
Time of Day (0801-1600) 4.8% 4.1% 0.2866
Pain as primary diagnosis 5.2% 3.6% 0.0177

12 Poster Session

Adherence to and determinants of guideline-recommended biomarker
testing and targeted therapy in patients with gastroesophageal adeno-
carcinoma: Insights from routine practice. First Author: Kelsey S. Lau-Min,
University of Pennsylvania Abramson Cancer Center, Philadelphia, PA

Background: Precision oncology has transformed care for patients with
advanced HER2+ gastroesophageal adenocarcinoma (GEA), where the addi-
tion of anti-HER2 therapy with trastuzumab improves overall survival and is
now incorporated into national guidelines. However, little is known about
adherence to and determinants of timely HER2 testing and trastuzumab
initiation in routine care. Methods: We performed a retrospective study of
advancedGEA diagnosed between 1/2011 and 6/2019 in the nationwide Flatiron
Health EHR-derived deidentified database. We calculated annual prevalence
and identified determinants of timely HER2 testing (defined within 21 days
after advanced diagnosis) and timely first-line trastuzumab initiation (defined
within 14 days after a HER2+ result). Log binomial regressions estimated
adjusted prevalence ratios (PR) comparing timely HER2 testing and trastu-
zumab initiation by patient and tumor characteristics. Multiple imputation was
conducted for missing data. Results: We included 6,479 patients with ad-
vanced GEA; 973 were HER2+ of whom 585 (60.1%) initiated trastuzumab.
Prevalence of timely HER2 testing increased from 22.4% in 2011 to 44.5% in
2019; timely trastuzumab initiation remained stable at 18.0% over the same
period. No appreciable differences in timely testing or trastuzumab initiation
by age, sex, race or payer category were noted. Patients with early-stage GEA
who subsequently developed metastatic disease were less likely to undergo
timely HER2 testing and trastuzumab initiation than those with metastatic
disease at diagnosis (PR 0.69, 95% CI 0.64-0.75 for testing; PR 0.44, 95% CI
0.28-0.69 for therapy). Similar findings were seen for patients who did not
receive surgery (PR 0.56, 95%CI 0.47-0.65 for testing; PR 0.57, 95%CI 0.22-
1.46 for therapy). Patients who started chemotherapy before learning their
HER2 status (PR 1.42, 95% CI 1.05-1.90) and those with concordant HER2
immunohistochemistry and FISH results (PR 1.76, 95% CI 0.99-3.13) were
more likely to initiate timely trastuzumab. Conclusions: Among patients with
advanced GEA, guideline-recommended HER2 testing and anti-HER2 therapy
initiation remain underutilized. Misclassification due to missing testing or
treatment performed outside the Flatiron Network is a study limitation. Up-
take of precision oncology may improve with implementation of universal
HER2 testing of GEA patients regardless of stage and reflex multidisciplinary
review of discordant HER2 test results. Research Sponsor: None.
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Variations in recommended surveillance in colorectal cancer survivorship
care plans. First Author: Alaina Chodoff, Johns Hopkins, Baltimore, MD

Background: Survivorship care plans (SCPs) outline pertinent information
about a cancer survivor’s treatment and follow-up care. We describe the content
of colorectal cancer (CRC) SCPs, completed as part of a randomized controlled
trial of SCPs, and evaluate whether follow-up recommendations are guideline
concordant. Methods: We analyzed 74 CRC SCPs from an academic and com-
munity cancer center. Frequency distributions and descriptive statistics were
calculated for the entire cohort and separately by recruiting site. Follow-up
recommendations were compared to American Cancer Society (ACS), Ameri-
can Society of Clinical Oncology (ASCO) and National Comprehensive Cancer
Network (NCCN) guidelines (Table). Results: Content routinely provided in SCPs
(.80%) included patient demographics, cancer diagnosis, treatment details
(surgery, chemotherapy, radiation therapy) as well as treatment-related side
effects. SCP content specified less frequently included cancer stage, cancer risk
(predisposing conditions), and recommendations for genetic counseling/testing
and health promotion. Nearly all SCPs from the community site provided uniform,
guideline-concordant follow-up. At the academic site, on average, more than 15
follow-up recommendations were listed for each surveillance modality, except
colonoscopy. Among the SCPs that specified the frequency of follow-up care, the
rate of guideline-concordant recommendations was 15/42 (36%) for follow-up
visits, 29/43 (67%) for imaging, 12/45 (27%) for laboratory and 39/39 (100%) for
colonoscopy. Conclusions: SCPs consistently provided information about CRC
diagnosis and treatment, but often omitted information about cancer risk, staging
and prognosis. There was considerable variation between cancer centers in the
follow-up recommendations suggested for CRC survivors. Future work to im-
prove the consistency of SCP follow-up recommendations with guidelines may be
needed. Clinical trial information: NCT03035773. Research Sponsor: Patient-
Centered Outcomes Research Institute.

Post-treatment expert consensus surveillance guidelines.

Follow-up
Visit

Carcinoembryonic
antigen CT scan Colonoscopy

ASCO Y1-5 Q3-6 mo Y1-5 Q3-6 mo Y1-3 Q12 mo Y1*
ACS Y1-2 Q3-6 mo Y1-2 Q3-6 mo Y1-5 Q12 mo Y1*
NCCN Y3-5 Q6 mo Y3-5 Q6 mo Y1-5^ Q6-12

mo
Y1*

Q: every; Y: years; mo: months *Repeat based on findings (may differ for patients with rectal cancer)
^ For rectal cancer, CT scan Q3-6 mo Y1-2, Q6-12 mo Y3-5

14 Poster Session

Treatment sequence, hospital practice patterns, and completion of multi-
modality therapy for locally advanced gastric cancer. First Author:
Jorge Ignacio Portuondo, Michael E. DeBakey Department of Surgery,
Baylor College of Medicine, Houston, TX

Background: Optimal oncologic care for patients with locally advanced gastric
cancer includes multimodality therapy (MMT). While both perioperative che-
motherapy and postoperative chemoradiotherapy are recommended, it is un-
clear whether one approach is more effective for ensuring patients complete
MMT. Methods: National cohort study of 5,450 patients with locally advanced
gastric cancer (i.e.: $cT2 and/or cN+) treated at 983 hospitals within the Na-
tional Cancer Data Base (2006-15). Patients were categorized as having surgery
first or chemotherapy first (patients not undergoing resection after chemo-
therapy or not receiving adjuvant after surgerywere included based on intent-to-
treat). MMT was defined as surgical resection with either neoadjuvant chemo-
therapy or adjuvant chemoradiotherapy. Hospitals were categorized into terciles
based on utilization of chemotherapy first: 1.) predominantly chemotherapy first;
2.) mixed pattern; 2.) predominantly surgery first. The association between
patient-level treatment, hospital practice pattern, and MMT completion was
evaluated using multivariable hierarchical regression and the association with
overall risk of death using multivariable Cox shared frailty modeling.
Results: Overall, 55.5% of surgery first and 64.8% of chemotherapy first
patients completed MMT (p,0.001) and five-year survival for those completing
MMT was 45.5% and 46.6%, respectively (log-rank, p=0.91). At the patient-level,
chemotherapy first was significantly associated with MMT completion (Odds
Ratio [OR] 1.61 [1.39– 1.86]). By comparison, relative to mixed hospitals, care at
surgery first hospitals was associated with MMT completion (OR 1.32 [1.08 –

1.59]), which was due to differences in case-mix and the proportion of patients
not receiving resection after chemotherapy (surgery first hospitals—4.1%; mixed
hospitals—19.0%; chemotherapy first hospitals—29.4%, p,0.001). MMT by either
approach was associated with lower risk of death (ref—surgery only; chemo-
therapy first – Hazard Ratio [HR] 0.77 [0.68 – 0.86]; surgery first – HR 0.77 [0.68 –

0.87]) while hospital practice pattern was not. Conclusions: The type of MMT
strategy is less important than ensuring patients complete MMT. After ac-
counting for treatment drop-outs (which are substantial with either strategy),
chemotherapy first appears more effective in the general community for en-
suring patients complete MMT. National guidelines should be modified to em-
phasize neoadjuvant over surgery first MMT strategies. Research Sponsor:
Cancer Prevention and Research Institute of Texas.

15 Poster Session

4R program results in breast cancer: The impact of 4RCare DeliveryModel
on timing and sequence of guideline recommended care. First Author:
Christine B. Weldon, Northwestern University Feinberg School of Medicine,
Chicago, IL

Background: We previously proposed a 4R care delivery model which enables
patients and care teams to manage timing and sequence of interdependent, time
sensitive care with a novel multimodality 4R Care Sequence plan (NCI ASCO Teams
Project; Trosman, JOP 2016). We report final results of a program which tested 4R
at 10 US centers (4 academic and 6 non-academic) from2016 to 2019.Methods: 4R
Sequences were provided to stage 0-III breast cancer patients (4R cohort, N = 422)
at participating centers. Analyses of clinical and patient-reported data compared
the 4R cohort to a historical control cohort of patients who received care pre-4R at
the same centers (N = 466). Results: We significantly improved 5 guideline
recommended referral metrics and 4 referral completionmetrics indicating receipt
of care by patients who were referred (Table). Although significantly increased,
referrals to dental visit and smoking cessation before treatment remained low (,
20% and, 10% respectively). Patient survey comments indicated that insufficient
lead time to quit smoking or obtain fertility consult before cancer treatment was a
key barrier for completing these referrals. Conclusions: 4R markedly improved
referral and receipt of interdependent guideline recommended breast cancer care
for most metrics. Future 4R program should optimize the timing of referrals within
the 4R Care Sequence to allow sufficient time for smoking cessation and fertility
care before treatment initiation. Research Sponsor: None.

Metric Guideline

% of patients referred: 4R
cohort (N = 422) vs

control (N = 466), p value

% of referral completion by
referred patients: 4R cohort

vs. control, p value (N = referrals for
respective cohort and metric)

PCP visit before
treatment

NCCN
OAO

34% vs 28%, .05 67% (N = 143) vs 44% (N = 129), .0002

Genetic consult be-
fore surgery

NCCN BR/
OV

43% vs 35%, .01 66% (N = 183) vs 53% (N = 163), .02

Flu shot before
treatment

NCCN INF 39% vs 28%, .008 67% (N = 163) vs 53% (N = 130), .02

Dental visit before
treatment

ADA 19% vs 5%, .0001 71% (N = 81) vs 57% (N = 23), .03

Smoking cessation
before treatment

NCCN SC 5% vs 2%, .02 55% (N = 20) vs 44% (N = 9), NS

Fertility consult
before treatment

NCCN BC,
AYAO

8% vs 5%, .NS 59% (N = 34) vs 32% (N = 22), NS

16 Poster Session

Evaluating compliance ofNCCNcancer and chemotherapy-induced anemia
guidelines in a community healthcare setting. First Author: Jamie Haber,
University of Connecticut Department of Medicine, Farmington, CT

Background: The National Comprehensive Cancer Network has released
guidelines for management of cancer- and chemotherapy-induced anemia
which are defined as Hb less than 11g/dL or a greater than 2g/dL decrease from
baseline. The myelosuppressive effects of cancer, chemotherapy and associ-
ated treatments, can accumulate with each cycle leading to severe and
worsening anemia. It is important to properly identify and treat anemia in
cancer patients in a timely manner. This project evaluates the degree to which
NCCN guidelines are followed within a multi-site community healthcare setting.
Methods: Obtained patientmedical records within Hartford Healthcare system
in a 4 month period (Nov. 2019-Feb. 2020), who were started on new cancer
chemotherapy treatment plans. Patients on single agent immunotherapy or
hormone therapy only planswere excluded. Reviewed patient’smedical records
to identify who met criteria for cancer- and chemotherapy-induced anemia and
who received recommended work up and treatment based on NCCN guidelines.
Age, sex, disease, renal function, and goals of treatment were also recorded.
Results: A total of 869 patient records were obtained. 598 patients met
the inclusion criteria. 452 patients (75.6%) met criteria for cancer- and
chemotherapy-induced anemia. 235 patients (52%) had anemia appropriately
documented in the physician medical record. 111 patients with anemia (24.6%)
had an iron panel performed and 29 patients (6.4%) had a reticulocyte count
resulted. For those eligible by NCCN criteria for anemia specific interventions
27 patients (40%) received appropriate iron supplementation, 95 patients
(85.6%) received appropriate blood transfusions and 10 patients (7.7%) re-
ceived appropriate EPO. Conclusions: It is apparent that based on NCCN
guidelines, monitoring, evaluation, and treatment of anemia is not being ap-
propriately performed in this healthcare setting. Based on this data a quality
improvement project for proper documentation, workup, and treatment of
anemia is being developed. Research Sponsor: None.

Total number of patients who met NCCN criteria for anemia (N = 452) (95% CI)

Documented anemia based on NCCN guidelines 52% (45.0%-59.4%)
Iron panel ordered 24.6% (20.7%-

44.7%)
Reticulocyte count ordered 6.4% (1.1%-18.6%)
Appropriate supplemental iron ordered 40% (6.4%-64.5%)
Appropriate blood transfusion received 85.6% (72.2%-100%)
Appropriate EPO received 7.7% (-1.4%-12.7%)
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Protocol concordance and impact of protocol deviations on selected out-
comes in delivery of high-dose methotrexate in acute lymphoblastic leu-
kemia in Sri Lanka. First Author: Sanjeeva Gunasekera, National Cancer
Institute Sri Lanka, Maharagama, Sri Lanka

Background: In Sri Lanka, children with acute lymphoblastic leukemia are
treated on the UKALL 2011 protocol, which includes high-dose methotrexate
(HDMTX) in high risk patients. Safe delivery of HDMTX is challenging in low
resource settings, where deviation from accepted guidelines can occur fre-
quently and result in toxicity, subsequent treatment delays, and in extreme
cases, death. The goal of this study was to compare current practices to the
treatment and supportive care details described in the protocol to identify the
incidence and impact of guideline-discordant care to deliver HDMTX more
safely children with cancer in Sri Lanka. Methods: We reviewed medical
records to assess guideline concordance in 4 critical aspects of HDMTX de-
livery: 2 consecutive alkaline urine pH readings in the 2-hour period before
starting HDMTX, 24-hour duration of MTX infusion (as opposed to early stop),
the first dose of folinic acid administered later than 36 hours from start of
HDMTX infusion (no inappropriately early rescue), and the administration of at
least 3 folinic acid doses per course (appropriate duration of rescue). We
analyzed how each deviation influenced AKI (creatinine increase of 0.3 mg/dL
or more), infection, and treatment delays (defined as recovery delayed 7 days
or longer from the 14 days expected between courses of HDMTX).Results: We
analyzed 309 HDMTX courses in 91 patients younger than 20 years, including
105 girls (34%). In 83 courses (27%) alkaline urine was not documented prior
to the start of MTX. Infusion timewas less than 24 hours in 239 courses (77%),
most of which finished 20-21 hours. In 37 courses (12%), the first folinic acid
dose was given inappropriately early, and in 25 courses (8%) less than 3 doses
of folinic acid were given. There were 2 episodes of AKI, 43 infections, 11
treatment delays and one death. None of the 4 guideline deviations were
significantly associated with AKI or treatment delays. Patient sex was also not
associated with any difference in guideline discordance or outcome (p.0.1 in
all cases). Conclusions: Significant deviations from HDMTX administration
guidelines were common, especially early completion of infusion. However,
outcomes were not impacted so quality standards may require adjustment to
focus only on extreme deviations likely to impact patient outcomes. Research
Sponsor: BTG International, Inc.

18 Poster Session

A pilot study to increase adherence to ASCO Choosing Wisely recommen-
dations for breast cancer surveillance at community clinics. First Author:
Karma L. Kreizenbeck, Fred Hutchinson Cancer Research Center, Seattle, WA

Background: ASCO 2012 Choosing Wisely recommends against serum tumor marker
tests and advanced imaging for breast cancer survivors who are asymptomatic for
recurrence. Our pilot aimed to measure and raise adherence to this recommendation
through a patient video at regional community clinics. Methods: Eligibility for study
included patients with 1+ long-term follow-up visit within 3 months of end of treatment in
the pre- or post-intervention period: Clinic tumor registries were queried for stage I-IIIA
breast cancer patients treated with curative intent. The intervention included 1) aca-
demic detailing for oncologists at a regular meeting and 2) a video about the recom-
mendation shown to patients at end of active treatment. Surveillance data was manually
abstracted. We define adherence as no asymptomatic tests in the first 13 months of
surveillance. Results: Advanced imaging adherence was high before and after the
intervention (99-100%). Tumor marker (TM) adherence is in the table. Six of seven
providers with low (,60%) TM adherence before the intervention maintained low TM
adherence after. One provider with low TM adherence and all 3 providers with moderate
(60-90%) TM adherence increased to high TM adherence (.90%). TM adherence was
better among patients who viewed the video (130 of 145, 90%) than those who did not
(452 of 556, 81%) in the post-intervention period. The higher TM adherence among
patients who viewed the video and thewide range in adherence among providers suggest
that tumor marker use may be both patient- and provider-driven. Population charac-
teristics may explain some of the variation in adherence.Conclusions: While adherence
to recommendations regarding high-cost imaging was high, wide variation in tumor
marker adherence among providers and high baseline adherence for advanced imaging
suggests that interventions targeting surveillance testingmay wish to focus primarily on
tumor markers and provider outreach. Research Sponsor: Seattle Cancer Care Alliance,
Fred Hutch.

Tumor marker adherence.

Pre-intervention Post-intervention

N Adherence N Adherence

Clinic A 123 0.83 181 0.98 (+0.15)*
Clinic B1 199 0.76 219 0.74 (-0.02)
Clinic B2 51 0.46 26 0.59 (+0.13)
Clinic C 50 0.67 47 0.72 (+0.06)
Clinic D 166 0.94 109 0.99 (+0.05)*
Clinic E 37 0.97 27 1.00 (+0.03)
ALL CLINICS 626 0.77 609 0.84 (+0.06)*

*=p,0.05

19 Poster Session

Results of a pilot study to increase adherence to ASCO G-CSF recom-
mendations at community clinics. First Author: Karma L. Kreizenbeck, Fred
Hutchinson Cancer Research Center, Seattle, WA

Background: An ASCO 2012 ChoosingWisely recommendation cautions against
the use of primary prophylactic colony stimulating factors (PP-CSF) for che-
motherapy regimens with,20% risk of febrile neutropenia (FN). Our pilot aimed
to test the feasibility and impact of using academic detailing and an automated
CSF ordering system on CSF prescribing at 6 regional community oncology
clinics inWashingtonState.Methods: The interventionwas 1) academic detailing
for oncologists during a regular staff meeting and 2) reconfiguring ordering
systems to show FN risk and PP-CSF recommendation in a passive alert and
include or exclude PP-CSF standing orders with .20% or #20% FN risk regi-
mens, respectively. Clinic tumor registrieswere queried for patients with stage II-
IV breast, non-small cell lung, or colorectal cancer starting first-line chemo-
therapy pre- or post-intervention. PP-CSF use, FN risk factors, and chemotherapy
regimens matching the study protocol were manually abstracted. A regimen
order was coded as adherent if it is low (,10%) FN risk without PP-CSF use;
intermediate (10-20%) FN risk without PP-CSF use or FN risk factors are present;
or high (.20%) FN risk with PP-CSF use. Results: The intervention was suc-
cessfully implemented at 4 out of 6 participating clinics. The remaining 2 clinics
were transitioning from paper to electronic orders in 1-2 years or using a system
managed by a non-participating hospital. Adherence across the four imple-
menting clinics increased after the intervention. *=p,0.05 Implementation of
the CSF order-entry intervention was successful across a variety of ordering
systems, including paper-based systems. Overall, while adherence prior to the
intervention was high for these clinics, the order entry systems significantly
improved adherence. Population characteristics and data availability may ac-
count for variation in adherence. Conclusions: An intervention with both ac-
ademic detailing and ordering system presets may help increase adherence to
Choosing Wisely recommendations. Research Sponsor: Seattle Cancer Care
Alliance, Fred Hutch.

Adherent regimen orders by clinic.

Pre-intervention

Adherence

Post-intervention

AdherenceSystem Type N System Type N

Clinic A Electronic 144 0.90 Electronic 111 0.96 (+0.06)
Clinic B Paper 93 0.98 Electronic 133 0.99 (+0.01)
Clinic C Paper 37 0.90 Paper 33 0.92 (+0.01)
Clinic D Electronic 147 0.85 Electronic 86 0.90 (+0.04)
ALL CLINICS 421 0.90 363 0.95 (+0.05)*

20 Poster Session

Current state assessment of the organization and delivery of systemic
treatment in Ontario. First Author: Kathy Vu, Cancer Care Ontario, Toronto,
ON, Canada

Background: In 2019, Ontario Health (Cancer Care Ontario) published 54
standards to ensure high quality and safe delivery of systemic treatment (ST)
in Ontario, along with 16 recommendations for take-home cancer drugs
(THCD). The standards/recommendations focused on 7 domains for the de-
livery of ST delivery and 8 domains for THCD. These domains varied between
the two documents but also overlapped on issues including prescribing, pa-
tient care, patient education and training and education for providers. The
standards for ST delivery were also prioritized according to Very High, High or
Mediumpriority with regards to implementation expectations. The objective of
this project was to obtain a baseline assessment of alignment with the
standards/recommendations for all ST sites within Ontario. Methods: A
validated electronic survey that linked to all standards/recommendations was
distributed to 75 ST sites in August 2019. Sites had 8 weeks to complete the
survey with their multi-disciplinary teams. Data was analyzed centrally using
quantitative analysis methods by region as well as by site level. Results: The
response rate was 100%. Overall, alignment in all domains was higher for
intravenous cancer drug (IVCD) delivery as compared to THCD delivery. Im-
portant areas of gaps include CPOE/PPO use (75% for both IVCD and THCD);
appropriate drug labels (90% for IVCD versus 52% for THCD); prescribing/
dispensing independent double checks (IDC) (95% for IVCD versus 38% for
THCD); pump independent double check (83% of sites); continuous ST with
central line (86% of sites); standardized tool for THCD education (40%); and
oncology training/education (96% of RNs versus 20% of pharmacists).
Conclusions: The main gaps that were identified through the current state
assessment were related to THCD, as opposed to IVCD. To ensure alignment
with the standards/recommendations, these gaps should continue to be an
area of focus for quality improvement. The survey was instrumental in
informing provincial, regional, and local strategies to address these gaps and
to ensure high quality, safe practices are embedded in ST delivery as outlined
in the published best practice documents. Research Sponsor: None.
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Comparing characteristics and outcomes of cancer to non-cancer patients
admitted to general internal medicine (GIM). First Author: Lawson Eng,
Division of Medical Oncology and Hematology, Princess Margaret Cancer
Centre, Toronto, ON, Canada

Background: Cancer prevalence is rising and there is a corresponding increase in
hospitalizations across the cancer continuum. However, little is known about the
patterns of care and outcomes of cancer inpatients as administrative data may
not capture in-hospital details including investigations and medications required
for characterization. Understanding how cancer inpatients aremanaged and their
outcomes can help to optimize care delivery. Methods: We conducted a multi-
center study of all patients admitted to GIM at seven hospitals (Toronto, Canada)
from 2010 to 2017where we deterministically linked administrative data with each
hospital’s electronic information (pharmacy, orders, notes, laboratory/imaging
and results) at the patient level. Multivariable regression models compared
characteristics and outcomes between cancer and non-cancer patients for the top
5 non-cancer patient discharge diagnoses. Results: Among 230,040 hospitali-
zations, 15%had cancer listed as an ICD-10 comorbidity. Themost common cancer
disease sites were gastrointestinal (20%), lung (13%) and leukemia (11%). The
most common discharge diagnoses for cancer patients were disease progression
(9%), palliative care (6%), pneumonia (4%), leukemia (4%) and lung cancer (4%),
while for non-cancer patients were: heart failure (5%), pneumonia (5%), stroke
(5%), COPD (5%) and urinary tract infections (5%). In general, compared to non-
cancer patients, cancer patients were younger (70 vs 72), had greater length of
stay (LOS; 6.4 vs 4.6 days), in-hospital mortality (16% vs 5%), ICU use (12% vs
11%), 30 day re-admission rate (17% vs 10%) and were more likely to receive CTs
(64% vs 52%), MRIs (14% vs 12%) and interventional procedures (22% vs 8%)
(p , 0.001, all comparisons). When evaluating the top 5 non-cancer patient
discharge diagnoses, results (adjusted for age, gender, Charlson comorbidity
score and hospital) were similar wherein cancer patients had a higher in-hospital
mortality (aOR = 2.02 p , 0.001), 30 day re-admission rate (aOR = 1.09 p = 0.08)
and were more likely to receive CTs (aOR = 1.88 p , 0.001), MRIs (aOR = 1.66 p,
0.001) or interventional procedures (aOR = 1.78 p , 0.001), despite similar mean
LOS (5.7 vs 5.1 days p = 0.35). Results were similar across discharge diagnoses.
Conclusions: Cancer patients represent a unique population on GIM and have
higher resource use, mortality and LOS compared to non-cancer patients, with
similar trends even for the same non-cancer diagnoses. Specialized models of
care for hospitalized cancer patients may be warranted. Research Sponsor: 1)
Department of Medicine, University of Toronto Networks Grant, 2) Department of
Medicine, St Michael’s Hospital Priorities Fund 3) Canadian Cancer Society Re-
search Institute - Innovation Grant.

22 Poster Session

Real-world patterns of chemotherapy and immunotherapy utilization at
end of life in a large community oncology network. First Author:
Stephen Matthew Schleicher, Tennessee Oncology, Nashville, TN

Background: End-of-life anti-neoplastic treatment does not improve quality
of life nor prolong survival of advanced cancer patients. It is also not cost-
effective. To-date, there has been little data examining real-world patterns of
chemotherapy and immunotherapy treatment at end of life. We investigated
use of chemotherapy and/or immunotherapy in the last 14 days of life across a
community oncology network of 5 practices, 100 sites of care, and 160 on-
cology providers. Methods: Using a real-time, network-wide database, we
identified patients with solid tumor malignancies who died during an episode
of active treatment, defined as having received intravenous (IV) chemo-
therapy and/or immunotherapy within 90 days of death. We then identified
patients in this cohort who received IV chemotherapy and/or IV immuno-
therapy within 14 days of death (TxEoL). We studied TxEoL patterns by cancer
type, treatment type, line of therapy, patient age, patient race, and oncology
provider years in practice. Statistical significance was assessed using Pear-
son’s Chi-squared test. Results: 2,858 qualifying solid tumor cancer patients
with dates of death between 1/1/2019 and 5/31/2020were identified. Observed
rates of TxEoL were 16.7% for immunotherapy alone vs. 19.6% for chemo-
therapy +/- immunotherapy (p = 0.09). We found high variation in TxEoL
across 132 oncologists that had 5 or more deceased patients (range: 0% to
50%, mean: 19.2%, median: 19.6%). We found no association of TxEOL with
physician years in practice, patient age or race. Rates of TxEoL in the first-line
setting were significantly higher than in second-line setting or later (23.3%
versus 16.4%, p , 0.01). Patients with head and neck, pancreatic, and hep-
atobiliary malignancies were the most likely to receive TxEoL, while patients
with prostate, brain, and ovarian malignancies were the least likely to receive
TxEoL. Conclusions: Our data and method identified wide variation in TxEoL
patterns across a large community oncology network, suggesting room for
provider-level interventions to improve treatment decisions in patients at high
risk of death. Studies within our group, such as examining the impact of
palliative care referrals on IV anti-cancer treatment in patients potentially
facing end of life, are ongoing. Research Sponsor: None.

23 Poster Session

Reducing futile acute care services (ACS) for terminally ill cancer patients
(Dignity Project). First Author: Hind Salama, Department of Oncology, King
Abdulaziz Medical City, Ministry of National Guard - Health Affairs, Riyadh,
Saudi Arabia

Background: Patients with terminal diseases frequently undergo procedures
and interventions that are futile andmaybe detrimental to the patients’ quality
of life. We conducted a quality improvement project aimed to reduce futile
acute care services (ACS) for cancer patients treated with a palliative intent.
Methods: A multidisciplinary team retrospectively reviewed the records of
terminally ill cancer patients who died during in the hospital at our institution,
King Abdulaziz Medical City, Riyadh, Saudi Arabia. We included all patients
expired between November 2017 to May 2018. The review aimed to assess the
magnitude of improper utilization of acute care services (ACS) such as: critical
care response team (CCRT), cardio-pulmonary resuscitations (CPR) and ad-
mission to intensive care unit (ICU). A root cause analysis and process
mapping were conducted to identify reasons for over utilization of these
services. Timely documentation of goals of care was identified as a main
reason for this problem. Then interventions were implemented to improve the
practice. Post intervention data was captured and compared to the baseline
data. Results: After delivery of staff education sessions and implementation
of mandatory documentation of goals of care in the electronic healthcare
record system, the timely documentation of goal of care for patients with
palliative intent had significantly increased from 59% of cases in the baseline
to 86% for the post intervention phase. As a result, admission to ICU de-
creased from 32% of cases in the pre intervention phase to 14% in the post
intervention phase reducingmonthly cost of admission to the ICU by 40% and
estimated to be on average of $48,000 USD monthly ($576,000 USD an-
nually). Conclusions: Our interventions resulted in improved documentation
of the goal of care leading to decrease in the utilization of acute care services
(ACS) including reduction of intensive care unit (ICU) admissions and cost. This
outcome is even more relevant nowadays during COVID-19 pandemic and the
pressure on critical care resources. Improvement is sustained by integrating
the changes in the work process and electronic medical records. Research
Sponsor: None.

24 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Use of a rapid access multidisciplinary bone metastases clinic to decrease
financial toxicity for patients undergoing single-fraction palliative radia-
tion. First Author: Jose Alberto Maldonado, University of Texas MD Anderson
Cancer Center, Houston, TX

Background: A rapid access bone metastases clinic (RABC) was instituted at
MD Anderson Cancer Center (MDACC) to allow outpatient consult, simulation
and radiation treatment (RT) initiation in , 6 hours for patients with painful
bone metastases. Patients underwent multidisciplinary evaluation with or-
thopedics and radiation oncology. One aspect of financial toxicity is distress
due to out-of-pocket (OOP) cost associated with a treatment. We hypothesized
the RABC would decrease financial toxicity for MDACC patients over tradi-
tional RT.Methods: RABC patients surveyed between April 2018 and January
2020 were included. Patients were asked to estimate OOP cost for RT (in-
cluding travel and treatment cost) and perceived cost burden of treatment.
Travel distance was hometown distance to MDACC. Subset analyses were
performed for patients receiving single fraction (1fx) and 2-5 fractions (2-5fx).
Estimated OOP cost (1fx: RABCN= 34, nonRABCN= 20; 2-5fx: RABCN= 4,
nonRABCN= 22), perceived cost burden (1fx: RABCN= 32, nonRABCN= 27; 2-5fx:
RABCN= 7, nonRABCN= 38) and travel distance (1fx: RABCN= 34, nonRABCN=
28; 2-5fx: RABCN= 7, nonRABCN= 38) were compared using a Mann-Whitney U
Test. Travel distance was also compared to OOP cost. Patients treated with 6+
fractions were excluded. Results: Median estimated OOP cost was signifi-
cantly lower for 1fx RABC patients vs. 1fx non-RABC patients ($450 [IQR
$187.5-$1,050] vs. $2,000 [$625-$4,000]; p = 0.008), but there was no
significant difference for 2-5fx ($1,900 vs. $1,375; p = 0.593). Overall patient
satisfaction with cost burden was high regardless of treatment setting (1fx: 10
[8-10]; 2-5fx: 10 [8-10]). Median travel distance was not significantly different
between clinics (1fx: 245 [39.8-351.5] vs. 262.5 [83-879.3], p = 0.3651; 2-5fx:
274 [36-1293] vs. 176 [25-626], p = 0.2721). Travel distance was directly
correlated with out of pocket cost for single fraction (1fx: R2= 0.125, p = 0.0109;
2-5fx: R2= 0.037, p = 0.3433). Conclusions: The establishment of a RABC at
MDACC significantly decreased financial toxicity for 1fx patients receiving
palliative RT, but not in the 2-5fx cohort. Increased financial toxicity was
associated with longer travel distance for 1fx palliative radiation. Imple-
mentation of a similar model in local community centers may decrease fi-
nancial toxicity for patients receiving palliative radiation. Research Sponsor:
None.
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25 Poster Session

Prognostic value of the “surprise question” among UPMC Hillman Cancer
Center patientswith select stage IV cancer diagnoses. First Author: Kristine
Gade, University of Pittsburgh, Department of Medicine, Division of
Hematology/Oncology, Pittsburgh, PA

Background: The “Surprise Question” — Would I be surprised if this patient
died in the next 12 months? — was developed to help clinicians predict when
patients are nearing the end of life. Limited data has shown that the “Surprise
Question” is modestly predictive of mortality (CMAJ 2017 Apr 3;189(13):E484-
E493), though its performance seems to be superior among cancer patients
(Palliat Med 2014 Jul;28(7):959-964). Via Oncology Pathways, a platformused
by UPMC Hillman Cancer Center and other institutions nationwide to guide
treatment decisions, asks physicians the “Surprise Question” when a new
treatment plan is implemented for patients with metastatic cancer. We
assessed the “Surprise Question’s” ability to predict survival among Hillman
Cancer Center patients with select stage IV diagnoses. Methods: We queried
the UPMCHillman Cancer Center Registry Information and Reporting Services
for cases of colorectal, non-small cell lung, prostate, pancreatic, and breast
cancer with clinic visits between 1/1/2016 and 12/31/2017 and residence in
Allegheny County, the primary referral base for the UPMC Hillman Cancer
Center network’s flagship facility. Results: The “Surprise Question” was
completed for 1,584 patients with metastatic disease of the 5,330 patients
that were screened. “No”was the response for 891 patients (56.3%). Mortality
at 12 months for patients for whom the answer to the “Surprise Question”was
“no” was 63.1%, compared to 32.5% for patients for whom the answer was
“yes” (P,0.0001). The sensitivity of the “Surprise Question”was 71.4% (95%
CI 69.0 – 73.8%), and the specificity was 58.7% (95% CI 56.3 – 61.0%). The
positive predictive value was 63.1% (95% CI 60.9 – 65.2%) and negative
predictive value 67.5% (64.8% – 70.2%). Finally, the positive likelihood ratio
was 1.73 (95% CI 1.58 – 1.89) and negative likelihood ratio 0.49 (0.43 – 0.55).
Conclusions: While a “no” response to the “Surprise Question” for UPMC
oncology patients with select stage IV diagnoses was more likely to predict 12-
month mortality than a “yes” response, the “Surprise Question” was only
modestly predictive of 12-month mortality. Future work will focus on deter-
mining if there are patient populations for whom the “Surprise Question” is
more predictive and assessing the ability of the “Surprise Question” to predict
other clinical outcomes, such as ED visits and hospitalizations. Research
Sponsor: Shadyside Foundation.

26 Poster Session

Understanding the supportive care needs of early-phase cancer clinical
trial (CT) participants. First Author: Debra Lundquist, Massachusetts General
Hospital, Boston, MA

Background: Early phase CTs investigate novel therapeutic approaches for
patients with cancer, but little is known about the use of supportive care
services among participants in early phase CTs. Methods: We conducted a
retrospective chart review of consecutive patients enrolled in Phase 1 CTs
from 2017-2019, capturing sociodemographics, clinical data, and use of sup-
portive care services from the electronic health record. We calculated the
Royal Marsden Hospital (RMH) prognostic score using data at the time of CT
trial enrollment based on patients’ lactate dehydrogenase, albumin, and
number of sites of metastasis. The RMH score ranges from 0-3, with scores of
2+ indicating a poor prognosis. We explored differences in patient charac-
teristics, supportive care use, and clinical outcomes based on the RMH
prognosis score. Results: Among 426 patients treated on Phase 1 CTs during
the study period, the median age was 63.0 years (range 20.5-85.2 years), and
most were female (56.1%), white race (85.1%), and had metastatic cancer
(97.7%). The most common cancer types were gastrointestinal (22.1%), lung
(20.0%), and breast (10.6%) cancer. Under half (31.6%) had an RMH score
indicating a poor prognosis. Patients with a poor prognosis score had a worse
performance status (ECOG $1: 80.2% v 58.3%, p , .001) and more prior
treatment (3+ prior lines: 49.5% v 35.0%, p = .001) compared to those
without a poor prognosis score. Those with a poor prognosis score were more
likely to receive palliative care before or during CT participation (40.5% v
27.1%, p = .011). We observed no significant differences in the rates of nutrition
(69.1% v 64.0%), social work (62.2% v 63.8%), or physical therapy (64.5% v
61.7%) consults between those with and without a poor prognosis score. We
found that those with an RMH score indicating a poor prognosis had a shorter
time on trial (median: 49 vs 87 days, p, .001) and worse survival (median: 139
v 379 days, p, .001). Conclusions: Early phase CT participants represent an
advanced cancer population with unique supportive care needs, and we
identified a group with a particularly poor prognosis for whom earlier inter-
vention with supportive care services may be needed. Our findings highlight
the need to prospectively examine these characteristics along with patient-
reported outcomes to better understand the distinct supportive care needs of
this population and guide the development of targeted interventions. Re-
search Sponsor: ESSCO Massachusetts General Hospital Breast Cancer Re-
search Grant.

27 Poster Session

Patient characteristics associated with time-to-consult for inpatient pal-
liative radiotherapy. First Author: Jon X Wang, University of California, San
Francisco, CA

Background: Delayed inpatient radiotherapy (RT) consultation can result in
delayed treatment, extended hospitalization, and increased costs. There are
limited data characterizing populations that may have longer time-to-consult
(TTC). Methods: A single institutional electronic health record deidentified
corporate data warehouse was used to identify adult inpatients with a con-
sultation to radiation oncology between 2014-2019. TTC was defined as time
from admission to placement of consultation. Multivariate linear regression
was used to examine adjusted associations for factors including age, diag-
nosis, admission date, admitting service, and patient-reported sex, race and
ethnicity to TTC. Continuous variables were normalized to generate stan-
dardized beta coefficients (B). Results: A total of 856 admissions with ra-
diation oncology consult were identified. Median TTC was 21 hours
(interquartile range [IQR] 5-69). Median age was 61 (IQR 49-68) and 51% of
patients were male. Most patients were white (58%) and non-Hispanic or
Latino (80%). The most common admission primary diagnoses were brain
metastasis (14%), bone metastasis (10%), and primary brain neoplasm (9%),
Most common admitting services were Neurosurgery (49%), Hospital Medi-
cine (22%), Malignant Hematology (8%), and Gynecologic Oncology (8%).
Primary brain neoplasms (vs brain metastases B = 64; P , .001), other non-
metastatic diagnoses (vs brain metastases B = 45; P, .001) and admission on
the malignant hematology service (vs neurosurgery; B = 37; P = .03) were
associated with longer TTC. Patient demographic characteristics (age sex,
race, ethnicity), and admission date did not have significant associations with
TTC. Longer TTC was correlated with longer hospitalization (Pearson’s corr =
0.48). Conclusions: No clear demographic disparities in inpatient RT con-
sultation were identified. Certain diagnoses and services were associated with
longer TTC, potentially related to clinical practice. Increased TTC was asso-
ciated with longer hospital length of stay. Research Sponsor: None.

28 Poster Session

Involvement of social work services in patients with advanced cancer in
early-phase clinical trials (EP-CTs). First Author: Andrew Johnson,
Massachusetts General Hospital, Boston, MA

Background: Early integration of supportive care in patients with advanced
cancer has improved quality of life, symptom burden, and survival. Partici-
pants in EP-CTs often are highly pre-treated and the demands of participation
can exacerbate financial and psychosocial concerns. Integration of social work
services can address a broad scope of concerns including behavioral health,
psychosocial needs, physical health, and financial concerns. Little data exists
regarding the use of social work services in this patient population.
Methods: We conducted a retrospective chart review of consecutive patients
enrolled in EP-CTs at the MGH Cancer Center during 2017-2019. Information
including sociodemographic data, clinical variables, and the use of social work
services were captured from the electronic health record. We reviewed
documentation in social work notes to determine reason for referral while
participating on trial. Results: Of 426 EP-CT participants, 64% (n = 272)
received social work consultations at any time during their cancer course
(consultations occurred a median of 23 months [range 0 – 444] following
diagnosis). Compared to those who did not receive consultation, patients
receiving consultation were younger (median age 60.5 years vs 65 years, p,
.001) and more likely to have children (63% vs 46%, p, .001). More than half
(59%, n = 159) of consultations occurred prior to EP-CT enrollment, while 14%
(n = 39) were during patients’ time on EP-CT. The most common reasons for
referral on trial included adjustment to illness (41%), limited patient resources
(23%), and home/family support (15%). A quarter of referrals (27%, n = 74)
were initiated after patients left the trial (27%, n = 74). There were no sig-
nificant differences in demographic or clinical variables between those re-
ferred on EP-CT versus before or after EP-CT. For those who received social
work consultation while on EP-CT, median time from date on treatment to
consultation was 18 days (0 – 182 days) while median time on EP-CT was
55 days (2 – 576 days). Patients received a median of 2 visits (1 – 20) while on
EP-CT. Physicians and research nurses were most likely to refer patients (31%
vs 26%, respectively) while 10% of patients self-referred to social work.
Conclusions: Over half of EP-CT participants received social work consul-
tations during their cancer course. Most patients who received consultation on
an EP-CT did so for psychosocial support. Future research should focus on
determining how best to integrate social work into the care of EP-CT par-
ticipants. Research Sponsor: ESSCO Massachusetts General Hospital (MGH)
Breast Cancer Research Grant.
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29 Poster Session

Palliative care referrals in patients with advanced cancer on early-phase
cancer clinical trials (EP-CTs). First Author: Megan Healy, Massachusetts
General Hospital, Boston, MA

Background: EP-CTs investigate novel therapeutic approaches for patients
with cancer, but little is known about the utilization of supportive care ser-
vices, specifically palliative care (PC), in this population. Methods: We
conducted a retrospective review of consecutive patients enrolled on EP-CTs
at the MGH Cancer Center from 2017-2019. Sociodemographic and clinical
variables, including utilization of PC services, were obtained via chart review.
Details of the PC evaluation were compared between patients who received
first referral to PC while enrolled on an EP-CT versus those who received a PC
referral at any point after diagnosis. Results: Among 426 patients enrolled
on EP-CTs (median age 63 years; 44%male), 249 (59%) received a PC referral
at any time following a diagnosis of cancer (median age 57 years, 58% male).
Eighty-six (35%) were referred prior to enrollment on EP-CT, 44 (18%) were
referred while on EP-CT, and 119 (48%) were referred post-EP-CT. Patients
referred on EP-CT were younger (median 56 vs 63 years, p , 0.0001) than
those enrolled on EP-CTs. For patients referred while on EP-CT, 48% had a PC
consult within 30 days of enrollment (range: 0-530 days); median number of
PC visits was 3 (range: 0-37); median time from first PC consult to death or
termination of EP-CT was 32 days (range: 1-213). Of 44 patients referred on EP-
CT, 2 (5%) died while on EP-CT. Of the remaining patients, median time from
first PC consult to date of death was 79 days (IQR: 45-178 days). Most common
reasons for referral included pain (22, 50%), non-pain symptoms (21, 48%),
and goals of care/advanced care planning (20, 45%). Of these referrals, 13
(30%) were initiated as inpatients versus 31 (70%) as outpatients. Pain was
most commonly cited for outpatient referral (35%), followed by non-pain
symptoms (25%) and goals of care (23%). Non-pain symptoms (40%) and
goals of care (36%) were most commonly cited reasons for inpatient referral,
followed by pain (24%). Of referrals while on EP-CT, 23 (52%) were made by
EP-CT staff, including MD and APP, 7 (16%) from the primary oncologist, and 1
(2%) was self-referral. 26 (57%) of patients referred to PC during trial were
also referred to hospice, with a median time from last PC consult to hospice
referral of 24 days (range: -2-322). Conclusions: A majority of patients with
advanced cancer enrolled on EP-CTs received a PC referral. The timeline and
method of referral varied, but most patients did not receive a referral until or
following enrollment on an EP-CT. Future work will focus on developing a
standard referral protocol for patients enrolled on EP-CTs. Research Sponsor:
ESSCOMassachusetts General Hospital (MGH) Breast Cancer Research Grant.

30 Poster Session

Toxicity of high-dose methotrexate administration at the Sidney Kimmel
Cancer Center (SKCC): A retrospective review to guide establishment of
an outpatient treatment program. First Author: Kelsey Sokol, Thomas
Jefferson University Hospital, Philadelphia, PA

Background: High-dose methotrexate (HDMTX) is administered for the treatment of
primary central nervous system (CNS) lymphoma (PCNSL), leptomeningeal metas-
tases, and osteosarcoma, as well as CNS prophylaxis in patients with high-risk
lymphoma and leukemia. Treatment is typically administered in an inpatient set-
ting to enable aggressive hydration, urinary alkalinization, and frequent lab moni-
toring given the risk of acute kidney injury. Multiple pediatric centers have published
experiences with outpatient administration of HDMTX. We aim to determine the
toxicity rate in adult patients at SKCC receiving HDMTX to identify a population in
which to pilot an outpatient HDMTX program. Methods: We performed a retro-
spective review of all patients receiving inpatient HDMTX at SKCC between January
1, 2018 and October 31, 2019. Results: Seventy-three patients (52% male) with
median age of 60 years (range 22-81) received 255 cycles total of HDMTX. Diagnoses
include PCNSL/vitreoretinal lymphoma (n=22), diffuse large B-cell lymphoma (n=17),
B-cell acute lymphoblastic leukemia (n=16) and other diagnoses (n= 18). Thirty-one
cycles were administered as CNS prophylaxis and 224 cycles as treatment, with a
median prophylactic dose of 3.5 g/m2 (range 1-3.5) andmedian treatment dose of 3.5
g/m2 (range 0.25-12). The most common toxicity was acute kidney injury at a median
day 3 of the cycle (range 1-7). See the table for details. Conclusions: Acute kidney
injury occurred more often in the treatment group compared to prophylaxis group. Of
all patients with AKI in the treatment group, 45% had a diagnosis of PCNSL. In the
prophylactic group, only 21% of patients (3/14) experienced AKI of which all resolved.
Of all AKI events, 90% were Grade 2 and 90% resolved. Based on these results, we
plan to pilot an outpatient HDMTX program in patients receiving prophylactic HDMTX
to determine its effect on patient quality of life and cost of care. Research Sponsor:
None.

Acute kidney injury among patients receiving HDMTX.

Patients with AKI Cycles with AKI CTCAE Grade Unresolved AKI

All Patients 32% (n=23) 12% (n=30) Grade 2 = 27 cycles 3
Grade 3 = 2 cycles
Grade 4 = 1 cycle

Prophylaxis
Group

21% (n=3) 10% (n=3) Grade 2 = 3 cycles 0

Treatment Group 33% (n=20) 12% (n=27) Grade 2 = 24 cycles 3 (Grade 2 = 2, Grade 4 = 1)*
Grade 3 = 2 cycles*
Grade 4 = 1 cycle*

*One Grade 2 and one Grade 4 deemed unrelated to MTX

31 Poster Session

Resource and reimbursement barriers to comprehensive cancer care
(CCC) delivery: An association of community cancer centers (ACCC)
survey research analysis. First Author: Al Bowen Benson, Northwestern
Medicine, Chicago, IL

Background: CCC delivery is recommended in guidelines, required by ac-
creditation bodies, and essential for high-quality cancer management. Bar-
riers, such as insufficient reimbursement and lack of specialist staff, prevent
consistent access to and delivery of CCC, particularly supportive oncology
services. Challenges especially persist in community programs, where access
to philanthropy and similar funding is limited. ACCC conducted a represen-
tative survey of its member programs to elucidate capacity and barriers to
CCC delivery in the community/academic setting in order to inform policy and
value-based payment reform. Methods: Survey development methodology
included item generation with expert review, iterative piloting and cognitive
interviews to achieve content and internal validity. An online survey was
piloted at the ACCC 2018 Annual Meeting and sent to member programs via
email link. The final survey included 22 questions on availability and funding
for supportive services. Twenty-seven supportive oncology services were
assessed for availability, reasons not offered, reimbursement/funding and
patient payment. Analyses were conducted with SAS. Results: 172 of 704
ACCC member programs responded and completed the majority of survey
as of 10/7/19. Despite a high proportion of programs offering supportive
oncology services, gaps between cost and reimbursement were present for
all (Table). Deficits in reimbursement are compensated by patient out-of-
pocket payments, grants and donations. Most centers report needing more
staffing in psychology (61%), social work (60%), navigation (59%), nutrition
(57%), palliative care (56%), genetic counseling (52%), and financial
counseling (53%). Gaps were observed regardless of region or practice type.
Conclusions: There is a lack of sufficient reimbursement, staffing, and budget
to provide CCC across the U.S., regardless of region or practice type. Oncology
care models and reimbursement policies must include CCC services to opti-
mize delivery of care. Research Sponsor: Association of Community Cancer
Centers (ACCC).

32 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Implementation of care near home model (CNH) for cancer patients in
response to COVID-19 pandemic. First Author: Abdul-Rahman Jazieh,
Department of Oncology, King Abdulaziz Medical City, Ministry of National
Guard - Health Affairs, Riyadh, Saudi Arabia

Background: Cancer care is heavily centered in health care facilities due to
the requirements of providing complex multidisciplinary care with multiple
testing and interventions. We describe our experience in implementing a new
model of care to minimize cancer patients visit to health care facilities and to
reduce the risk of infections and to decrease the pressure on the health care
system. Methods: In response to the COVID-19 pandemic, we reengineered
the cancer care process to reduce patients visit to the hospital by the
implementation of a Care Near Home (CNH) Model, which comprises of four
components: virtual clinic, laboratory testing near home, shippingmedications
and supplies, and involving local health care facilities. The effectiveness and
acceptance of this newmodel has been assessed by the delivery of timely care
successfully and assessing the satisfaction patients and healthcare providers.
Results: On March 18, 2020, we launched the virtual clinics followed by
different components of the model. The number of virtual clinic visits has
increased significantly from 399 visits in March to 1107 in April 2020. More the
90% of physicians and patients who responded to the survey expressed their
acceptance and satisfaction with the virtual clinic services. Medications were
shipped to total of 603 patients. Of those, 578 (96%) patients received their
medications (378 patients outside city, 200 patients inside city of which, 95%
received medications within 24 hours). Only 25 (4%) patients did not receive
their medications and we arrange for alternative solutions. Laboratories in
various regions were set up to perform the tests for our patients and to
communicate the results through our electronic healthcare records system.
The process of ordering and performing the test were piloted with success and
now we are at the scaling up phase. Conclusions: Although the imple-
mentation of CNH Model was driven by COVID-19 pandemic, it will be inte-
grated in our work process and utilized as a long term approach to manage
many of our patients because it is more convenient to them and more cost
effective to the health care system. Research Sponsor: None.
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33 Poster Session and Poster Highlights Session; Displayed in Poster
Session

A geriatric assessment (GA) intervention for older patients with advanced
cancer: Secondary outcomes fromaUniversity of Rochester cancer center
NCI community oncology research program cluster randomized controlled
trial (CRCT). First Author: Supriya Gupta Mohile, University of Rochester
Medical Center, Rochester, NY

Background: GA evaluates aging-related domains (e.g., function) known to be
associated with cancer treatment toxicity. We found that providing a GA sum-
mary withmanagement recommendations to oncologists reduces clinician-rated
toxicity in older patients (pts) with advanced cancer receiving high risk treatment
(presented @ASCO2020). Herein, we report secondary outcomes on the effects
of the GA intervention on aging-related outcomes.Methods: Pts aged$ 70 with
incurable solid tumors or lymphoma and$ 1 impaired GA domain starting a new
treatment regimen were enrolled. Community oncology practices were ran-
domized to intervention (oncologists received GA summary/recommendations)
or usual care (none given). Secondary analyses examined effects of the inter-
vention on functional outcomes (patient-reported falls, instrumental activities of
daily living (IADL), short physical performance battery (SPPB), geriatric de-
pression scale (GDS), and medications [total and prescription]). Outcomes were
analyzed using linear mixed effects model, logistic or Poisson regression ad-
justed for baseline values, time, and site effects as appropriate. Results: From
2013-19, 718 pts were enrolled from 41 practices. Age (mean 77 yrs), sex (43%
women), number of impaired GA domains (median 4/8), and treatment type
(chemotherapy 88%) were not different by arm. More pts in intervention were
black (12% vs 3%, p,0.01), had GI cancer (38% vs 31%, p,0.01), and had prior
chemotherapy (31% vs 23%, p=0.02). Overall, 16.4% of all pts had one new fall
over 3 months; patients in the intervention arm were significantly less like to fall
over 3 months (11.7% vs 20.7%; Risk Ratio 0.58; 95% CI 0.40-0.84, p=0.004).
There was no difference in the total number of medications (mean 5.86 vs 5.79,
p=0.80) and prescriptions (mean 4.26 vs 4.20, p=0.70) at baseline. More
medications (adjusted mean 0.23 vs 0.09, p=0.03) and prescriptions (0.19 vs
0.07, p=0.05) were discontinued during intervention, although there was no
difference at 3 month follow up. There were no significant between-arms dif-
ferences in IADL, SPPB, and GDS. Conclusions: Providing GA information to
oncologists reduces the proportion of older pts who experience a fall over
3 months and improves polypharmacy; both of these endpoints are of clinical
importance to older adults with aging-related conditions and advanced cancer
undergoing palliative treatment. Funding: R01CA177592, U01CA233167,
UG1CA189961. Clinical trial information: NCT02054741. Research Sponsor: U.S.
National Institutes of Health.

34 Poster Session

Feasibility, delivery, and acceptance of a multidisciplinary survivorship
care model based in an Asian national ambulatory cancer center: A six-
month review. First Author: Yu Ke, National University of Singapore,
Singapore, Singapore

Background: Accessible Cancer Care to Enable Support for Cancer Survivors
(ACCESS) is a multidisciplinary survivorship care model launched at the
National Cancer Centre Singapore, the largest ambulatory cancer centre
serving 70% of adult cancer patients in the public sector. ACCESS employs
routine distress screening to triage patients with varying care needs and
complexities. This study aims to examine the feasibility, delivery, and ac-
ceptance of ACCESS in providing appropriate service referrals to cancer
patients in clinical settings. Methods: As part of an ongoing evaluation, we
evaluated ACCESS for a 6-month implementation period between September
2019 and February 2020. Feasibility was assessed by proportions of (1) eligible
breast and gynecological cancer patients who completed the locally adapted
Distress Thermometer (DT) screening tool, (2) highly distressed patients, and
(3) highly distressed patients requiring multidisciplinary meetings (MDM).
Delivery was characterized by the mode and number of supportive care team
(SCT) reviews required. Acceptance rates of SCT reviews by distressed pa-
tients and the uptake rate of service referrals recommended by the SCT were
tabulated. Results: ACCESS screened 1074/1471 (73.0%) of all eligible pa-
tients within the 6-month period and identified 239/1074 (22.3%) as highly
distressed for follow-up with the SCT. Eventually, 84.5% agreed to SCT re-
view, with approximately one-fourth (26.7%) requiring MDM reviews. The
majority (62.4%) of all distressed patients were identified at their first DT
completion, whereas 19.8% and 7.4%were identified at their second and third
completions respectively. The most common modes of follow-up were
phone reviews (49.9%) and face-to-face in clinic waiting areas (48.6%).
The SCT recommended 80 referrals to distressed patients for the following
services: psychosocial (27.2%), cancer rehabilitation (5.9%), and home
hospice (5.0%). The acceptance rates of the referrals for psychosocial, re-
habilitation, and hospice services were 43.6%, 75.0%, and 80.0% respec-
tively. Conclusions: ACCESS is a feasible model for triaging Asian cancer
patients based on distress levels, and identifying complex patients requiring
care personalization through MDM. The poorer acceptance rate of psycho-
social services highlights patients’ preference for interventions targeting
physical than psychosocial issues. Future studies should explore whether the
uptake of psychosocial services is higher in the post-COVID era. Research
Sponsor: Temasek Foundation Cares (Singapore).

35 Poster Session

Managing outpatient oncology visits during COVID-19 pandemic: Address-
ing patients’ concerns and precautionary measures. First Author: Nashmia
Al Mutairi, Department of Oncology, King Abdulaziz Medical City, Ministry of
National Guard - Health Affairs, Riyadh, Saudi Arabia

Background: Implementation of precautionary measures in response to
COVID-19 pandemic involve patients pre-visit screening of patients to detect
any potential risk of infection and proper patient flow to the clinic and ad-
herence to social distancing. Our study evaluates our center experience with
the pre-visit screening calls and plans to optimize the process. Methods: As
precautionary measure to COVID-19 pandemic, all patients scheduled for
oncology outpatient visit were called by a nurse to screen them for any acute
respiratory infection (ARI) and triage their visit into physical visit or virtual
visit. Patients with high ARI score were directed for proper isolation and
COVID-19 testing process and recommended to have virtual clinic visit with
their oncologists. Those who have low ARI score and require in person clinic
visit receive confirmation of appointment during the call with visit instruc-
tions. A tally of all responses and decision were maintained for process
monitoring. Results: Between March 23, and June 13, 2020, 1,905 patients
had pre-visit screening calls. Nurses could not reach 82 (4%) patients and 23
patients expired per family member report. Out of 1800 patients who
responded to call, 1392 (77%) had confirmed physical appointment, 179 (10%)
switched to virtual appointments. Sixteen out of the 19 patients who have high
ARI score have swab done. All patients were tracked to assure proper
management of their symptoms and continuity of oncological care. A total of
229 (12.7%) patients refused to come due to COVID-19 concerns and all were
rescheduled based on primary oncologists decision. A quality improvement
project was initiated to understand the concerns of patients who refused to
come and address them properly. Conclusions: Pre-visit screening call is a
critical intervention, not just in assuring adherence to infection control
measures, but in identifying patients concerns and addressing them. There is a
need for implementation of updated patient education and awareness ap-
proach about the risk of COVID-19 infection and the importance of adherence
to their cancer treatment plans. Research Sponsor: None.

36 Poster Session

A comparison of two models of multidisciplinary lung cancer care within a
community-based healthcare system. First Author: Meghan Meadows,
Multidisciplinary Thoracic Oncology Program, Memphis, TN

Background: The Multidisciplinary Thoracic Oncology Conference (MTOC) model is
easier to implement than the Multidisciplinary Clinic (MDC) model, but does not directly
involve patients in decision-making. We compared the processes and outcomes of lung
cancer care between patients discussed in a weekly MTOC versus those seen in a MDC.
Methods: Prospective observational study of thoroughness of staging, stage confirmation
(defined as biopsy of the stage-defining lesion), National Comprehensive Cancer Network
guideline-concordant treatment, overall (OS) and event-free (EFS) survival of lung cancer
patients in a community healthcare system’s MDC and MTOC from 2014-2019. We used the
chi-square test and multivariable logistic regression to evaluate guideline-concordant
treatment and stage confirmation; Kaplan-Meier curves and multivariable Cox regression
were used to evaluate OS and EFS. We adjustedmodels for age, sex, race, insurance, smoking
status, and histology.Results: 614 patients received care inMDC; 571 inMTOC.MDC patients
were older (median age: 69 vs. 67); less likely to be active smokers (44% vs. 47%; p=0.03);
more likely to have bimodal (98% v 95%, p=0.02) and trimodal staging (60% v 46%,
p,0.0001). The stage-confirmation rate (OR: 1.55; 95% CI: 1.22-1.96) and mediastinal stage
confirmation rate (OR: 1.55; 95% CI: 1.23-1.95) were both significantly higher in MDC, even
after adjustment (aOR: 1.60; 95% CI: 1.25-2.03); (aOR: 1.58, 95% CI: 1.25-2.00). A higher
proportion of patients received guideline-concordant treatment in MDC than in MTOC (82%
vs. 73%; OR: 1.63; 95% CI: 1.21-2.20) even after adjustment (aOR: 1.64; 95% CI: 1.20-2.24).
However, MTOC patients had significantly better OS (p=0.03) and EFS (p=0.001) than MDC
patients and a lower hazard of death (HR: 0.81; 95% CI: 0.67-0.98), even after adjusting for
confounding variables (aHR: 0.79 95%CI: 0.66-0.95). Conclusions: Although the processes
of lung cancer care delivery were better in MDC than in MTOC, survival was better in MTOC.
Patient selection may have played a role in these survival differences. The MTOC model, as
implemented, seems competitive with the MDC model and is worthy of further exploration
as a more feasible model of multidisciplinary care. Research Sponsor: Patient-Centered
Outcomes Research Institute.

MDC vs. MTOC.

Clinical Characteristics (%)
MDC
N=614

MTOC
N=571

Age (median, IQR) 69 (63-75) 67 (61-74)
Sex
Male/Female 48/52 51/49
Race
White/Black/Other 66/32/2 70/28/2
Clinical Stage
1/2 34/11 37/10
3/4 26/28 27/26
Histology
Adeno/Squam/Large Cell 51/31/2 47/33/2
SCLC/Other 10/5 8/9
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37 Poster Session

Addressing reproductive health needs of cancer patients: The pilot expe-
rience of pioneering oncofertility clinic in Saudi Arabia. First Author:
Hayat Ahmed Alrabiea’a, King Abdulaziz Medical City, Ministry of National
Guard-Health Affairs, Riyadh, Saudi Arabia

Background: Fertility and reproductive health issues are commonly encountered
in cancer patients and survivors and unfortunately, they are not systematically
addressed in many cancer care centers. We are reporting the initial experience in
our dedicated Oncofertility Clinic that was established to address all reproductive
and fertility issues for all oncology patients at our cancer center. Methods: We
launched the first dedicated oncofertility clinic in the region on April 2018, staffed
by a consultant of obstetrics and gynecology with the help of a team from in vitro
fertilization (IVF) unit and a medical oncologist. It is held on a weekly basis and
receives referral from medical oncology, hematology, stem cell transplant and
radiation oncology. Eligible patients are males and premenopausal females going
for chemotherapy or radiation therapy aiming for fertility preservation or cancer
survivors who completed treatment and complaining of infertility problems. The
clinic provides fertility preservation through the following procedures: Oocytes
freezing (OF), in-vitro fertilization (IVF), sperm freezing, and ovarian transposition.
Oncofertility care also includes management of sexual and hormonal dysfunction,
and contraception methods. We are capturing the demographic, clinical data of all
patients who were served in the clinic and the number of interventions and pro-
cedures that they underwent. Results: Between April 2018 and April of 2020, the
clinic served 100 patients 60% were female, Median age was 35 years (16 -39).
Diagnoses were distributed between breast cancer (36%), lymphoma (10%), and
sickle cell anemia patients undergoing hematopoietic stem cell transplant (10%).
The table depicts the types and number of procedures performed on these patients.
Conclusions: Our pilot experience revealed the critical need of such clinic to help
patients in fertility preservation, management of symptoms of gonadal toxicity.
Future plans include implementation of systematic screening approach cancer
populations whowill benefit from the services andmonitor the long- term impact of
the clinic on the served patients. Research Sponsor: None.

Types and number of procedures performed. (N=100)

Gender
In vitro Fer-
tilization (IVF)

Oocyte
Freezing

Administration Gonadotropin
Releasing Hormone Agonist

Sperm
Freezing

Refused
Intervention

Lost
Follow-
up

Female 10 8 32 5 5
Male 40

38 Poster Session

Multiple myeloma (MM) therapy within a Medicare-insured patient pop-
ulation: Role of care setting and oncologist sub-specialization in hema-
tologic malignancies. First Author: Amy J. Davidoff, Yale School of Public
Health, New Haven, CT

Background: Dramatic increases in oncology practice consolidation with
hospitals may affect care setting and whether patients see oncologists that
specialize in their cancer, with downstreameffects on treatment patterns. This
may be particularly true for MM, where approval of new immunomodulatory
drugs (IMiDs) and proteasome inhibitors (PIs), coupled with evidence sup-
porting PI-IMiD combinations, maintenance (MT), and stem cell transplant
(SCT) among fit patients, have expanded options, complexity and lines of
therapy (LOT).Methods: We selected adults with MM diagnosis (dx) between
07/07-12/15 from the SEER-Medicare linked database. We required continuous
Medicare Parts A and B enrollment and noHMO/PPO coverage from 12months
prior to dx (1 month prior for Part D) through death or end of study (12/16) and
MM therapy initiation w/in 12months post dx. Outcomes including LOT1 PI-IMiD
combination, SCT, MT, and any LOT2, 3 or 4 were constructed using claims
indicators for oral and IV drugs and receipt dates. Provider setting was
assigned as academic and/or NCI cancer center, non-teaching hospital, or
community (non-hospital) based on the most recent oncologist E and M visit
prior to LOT1 initiation. Percentage of patient panelwith hematologicmalignancies
(Heme%) was calculated for each oncologist, using a pooled sample of 11 major
cancer sites reported in SEER-Medicare.Multivariable logistic regressions included
care setting,%Heme, with controls for demographics, health status, and diagnosis
year. Results: The cohort (n = 4930) was 14% Black, and 51% age $75 years.
Care settingwas 23%academic, 14%non-teaching hospital, and 63%community;
community setting decreased from72 to 58%during observation period (2007 to
2015). Mean Heme% (31% overall) was higher in academic hospitals (44%)
comparedwith community practices (27%; p, .001). LOT1 PI-IMiD, LOT 2, 3 and 4
were receivedby21%,55%,31%and 18%respectively,with53%MT, and7%SCT.
Higher %Heme was associated with increased likelihood of LOT1 PI-IMiD, SCT,
LOT3, and LOT4. Relative to academic/NCI, community care was associated with
higher adjusted odds for LOT1 PI-IMiD: aOR 1.33, p, .001; but lower odds for any
LOT4: aOR .67, p = .001). Conclusions: Using a novel measure of oncologist sub-
specialization in hematologic malignancies, we found positive associations with
receipt of initial PI-IMiD therapy and ongoing LOTs in a Medicare insured pop-
ulation treated for MM. Surprisingly, care in a community setting was associated
with recommended initial PI-IMiD therapy, but fewer LOTs. Research Sponsor:
Leukemia and Lymphoma Society.

39 Poster Session

Testicular cancer management: Population-wide, rapid case ascertain-
ment to drive early expert engagement and reduced practice variation.
First Author: Andrea Harzstark, Kaiser Permanente, Oakland, CA

Background: Research priorities in germ cell tumor (GCT) management have
moved sharply from therapeutic improvements to cancer care delivery re-
search and biomarker-based decision making. Early intervention with cen-
tralized decision support and oversight by expert teams result in best
therapeutic outcomes and survivorship with decreased resource utilization.
We describe Kaiser Permanente Northern California’s (KPNC) re-organization
of care delivery through rapid case ascertainment and early expert input, as
well as early results of reduction in practice variation and system-wide
practice change. Methods: In 2016, KPNC reorganized oncology from a dis-
tributed generalist model to a model led by a centralized multidisciplinary
expert team to share in initial and ongoing care delivery for all GCT patients in
the system. Central to the re-organization was rapid ascertainment of the
entire population of patients with GCT within the system and early expert
engagement in treatment decision-making. Results: Between May 2016 and
June 2018, 274 GCT patients were recorded in the tumor registry, of whom
69% were , 40 years of age, 16% were non-white, 56% had seminoma and
63% had stage 1 disease. Rapid case ascertainment identified 89% (95% CI,
86-93%) of the cases, increasing from 79% in 2016 to 97% in 2018 as false
negatives were identified and used to improve the case finding algorithm. The
overall positive predictive value was 57% (52-62%) and number needed to
detect was 1.75 (1.62-1.91). Of the 274 cases, 92% (89-95%) were engaged by
the expert team. In addition, the team reviewed 61 testicular cancer patients
who had recurrences or metastatic cancers. Among 177 patients with stage I
seminoma, the preferred use of active surveillance over adjuvant chemo-
therapy or radiation therapy rose from48% (95%CI, 35-62%) in 2015 to 87%
(75-99%) in 2018 (p = 0.0005). For patients with nonseminoma, the rate of the
preferred option of retroperitoneal lymphadenectomies being performed by a
high volume urologic surgeon increasedmarkedly from 62% in 2015 to 95% in
2018. Conclusions: To our knowledge, the KPNC re-organization of GCT care
deliverywith comprehensive rapid case ascertainment is unique for integrated
health care delivery systems in the USA. While early, KPNC has a working
platform for early, expert multidisciplinary review and bidirectional commu-
nication with local care teams for population-based care. Early evidence points
to system-wide reductions in practice variation and improvements in practice.
Research Sponsor: Kaiser Permanente Delivery Science Grant.

40 Poster Session

The optimal living and survivorship program: Piloting a novel survivorship
care model. First Author: Stacie Corcoran, Memorial Sloan Kettering Cancer
Center, New York, NY

Background: Multiple agencies define cancer survivorship as beginning at the
time of diagnosis. However, traditional care models deliver “survivorship
care” months or years after diagnosis, which can cause care disruption and
“transition anxiety”. We hypothesized that an approach centered around
wellbeing could be applied across the cancer continuum (starting at diagnosis)
and serve as a novel survivorship care model. Methods: We developed the
Optimal Living and Survivorship Program with 3 key components: 1) a cen-
tralized model that provides multidisciplinary care; 2) an individualized
Wellness Plan (WP); and 3) enrollment at the time of diagnosis tomitigate post-
treatment transition. Participants complete a digital wellness questionnaire
(WQ) prior to the 1st medical oncology consult, receive a validated algorithm-
based WP, and meet with a Wellness Advanced Practice Provider (WAPP). The
WP consists of individualized education and referrals (e.g., nutrition, exercise,
financial counseling). The WAPP will assume post-treatment (“survivorship”)
care. We piloted this approach in patients diagnosed with breast cancer be-
ginning in 11/19. The primary outcome is feasibility defined by completion of the
WQ. Secondary outcomes include participation in the WAPP visits, attendance
at appointments, and quality of life (QOL).Results: Due to COVID-19, the pilot
was paused in 2/20. Data collected from 11/19 through 2/20 reveal a total of 67
eligible patientswith newly diagnosed breast cancerwere approached, with 65
enrolled. All participants completed the WQ and all received a WP with sup-
portive referrals and educational resources. All participants engaged with WP
recommendations. Participants were screened at high risk for an average of
3.8 unmet needs, and 98% were at high risk for 2 or more needs at time of
diagnosis. Exercise was the highest unmet need (83%). There was 76% ad-
herence with referral to the program’s Exercise Physiologist. Other areas of
needs were nutrition (59%) and sleep quality (51%). WAPP tele-visits began in
6/20; visit completion rates will be presented. Qualitative data regarding
patient experience and QOL will be obtained via interviews and feedback will
be categorized in thematic domains. Conclusions: Most patients enrolled in
the program, completed a WQ and engaged with the WP. Our findings suggest
that this early intro to survivorship is feasible. Earlier engagement and in-
corporation of wellness and supportive services from time of diagnosis may
improve our ability to address multifactorial needs during and after cancer
therapy. Research Sponsor: None.
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41 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Assessing burnout among oncologists in Ontario, Canada. First Author:
Simron Singh, Sunnybrook Odette Cancer Center, University of Toronto,
Toronto, ON, Canada

Background: Provider experience and physician burnout has been recog-
nized as a critical issue in medicine. Ontario, Canada has a single payer cancer
system run by Ontario Health (Cancer Care Ontario) with a mandate covering
system level planning and delivery of cancer services, funding, and quality
improvement. As part of a larger provincial initiative to address clinician
burnout, we examined the prevalence and drivers of burnout in practicing
physician oncologists in Ontario. Methods: In November-December 2019,
surgical, medical, hematological, and radiation oncologists in Ontario were
invited to complete an anonymous online survey to assess burnout and its
drivers. Burnout prevalence was assessed through the Maslach Burnout In-
ventory – Human Services Survey for Medical Personnel (MBI-HSS MP). Data
on demographic, workplace, engagement, and practice profiles were collected.
Logistic regression modeling was conducted to assess key variables associ-
ated with “high” burnout using a common definition of high scores on the MBI
subscales of emotional exhaustion (EE) (. 27) and/or depersonalization (DP)
(.10). Results: Response rate to the survey was 44% (n=418) with 72%
reporting high levels of burnout. Mean scores for EE (30.7, SD 12.1) and DP (9.9,
SD 6.7) were consistent with high burnout. Participants endorsed known
drivers of burnout including: 1) a poor culture of wellness at work (e.g., not
comfortable talking to leadership (72%), 2) inefficiencies of practice (e.g.
feeling insufficient documentation time (67%)) and 3) personal resilience (e.g.
not feeling they are contributing professionally in ways they value (21%)). Age
(,45yrs) (OR: 2.15), poor/marginal control over workload (OR: 4.42), feeling
used/unappreciated (OR: 2.63), working atmosphere that feels hectic/chaotic
(OR: 2.68), and insufficient time for documentation requirements (OR: 2.52)
significantly impacted the odds of high burnout in the regression model
(p,0.05). Conclusions: The high rate of burnout among oncology physicians
in a single payer public cancer system in Ontario is concerning for the well-
being of providers, patients and system sustainability. Drivers important for
maintaining a culture of wellness and efficiency of practice will require local,
regional and provincial health policy to improve. Next steps will include raising
awareness with provincial initiatives/policy to address key burnout drivers,
and examining the impact of working under pandemic conditions (Covid-19) on
oncologist burnout. Research Sponsor: None.

42 Poster Session

The effect of COVID-19 on revenue cycle staff. First Author: Stacey L Poole,
Tennessee Oncology, Nashville, TN

Background: The COVID-19 pandemic caused a public health emergency
declaration inMarch 2020. A safer at home order was issued by the Tennessee
governor on March 12 urging non-essential employees to stay at home. The
decision was made to offer telecommuting to employees at Tennessee On-
cology (TO) who could effectively work from home. 90% of the revenue cycle
staff (RCS) began working remotely within a week of the decision.
Methods: TO had been conducting a telecommuting pilot involving 20 RCS.
This pilot was expanded within a week to accommodate 130 RCS including
billing, credentialing, collections, financial counseling, analysts, authorization
and benefit specialists. Employees signed telecommuting agreements and
provided equipment based on IT recommendations. IT installed software
which allowed secure connection through a Citrix gateway. Surveys were later
conducted to measure work-from-home satisfaction. Less than 10 RCS
remained onsite to perform essential duties. Results: Compared to the prior
year there was an 80% reduction in turnover and an 82% reduction in un-
scheduled absences for telecommuting employees vs in-office employees.
92% reported an improved work/life balance. Productivity metrics by
team are displayed below: Key financial metrics including payer turn-
around, days in AR and patient payments improved over prior months. Payer
turnaround dropped by 3 days and days in AR decreased by 3.9 compared to
February. Patient payments were up 14% compared to the prior year.
Conclusions: COVID-19 has been a challenging time in healthcare but it has
taught us some valuable lessons. Telecommuting could be the wave of the
future showing positive financial return in the form of employee retention,
reduction of non-productive time (including unplanned absences) and in-
creased employee satisfaction. Data shows these factors lead to higher
producing teammembers who yield superior results. Research Sponsor: None.

RCS role Benefit Advocates Billing Collections Auth Specialists

Productivity impact 37% 5% 3% -20%

43 Poster Session

Inadequacies in genetic testing referrals and counseling in prostate can-
cer. First Author: Yash Suri, University of Alabama at Birmingham,
Birmingham, AL

Background: Recent studies have recognized the high prevalence of germline
mutations in genes affecting DNA repair in patients with prostate cancer. In
recognition of their growing clinical significance, the NCCN guidelines rec-
ommend genetic counselling in prostate cancer pts with certain risk factors.
The application of these guidelines in clinical practice were evaluated.
Methods: All new clinic visits of prostate cancer pts at UAB from January
2019 – June 2019 were identified and analyzed. We constructed a flow diagram
of the UAB two-step referral model, and performed a chart review and an-
alyzed the new clinic visits. We then sent a 10-item questionnaire to providers
at UAB to collect information on germline genetic testing patterns, general
approach to testing, and the barriers of GC, and actions to overcome barriers.
Results: From January to June 2019, 57 new prostate cancer patients were
seen, of which 23 had metastatic disease, 20 had high or intermediate risk
localized disease and remaining had biochemical recurrence. In total, 38 had
an indication for GC. Themost common indicationwasmetastatic disease in 23
pts (40%) and localized high risk in 15 pts (26%). Significantly 33% of 24
patients with early onset prostate cancer, 60 yrs did not meet NCCN defined
criteria for testing. Only 39% of the 38 eligible patients were referred, with
testing completed in 11% of those with indications. The response rate to the
surveywas 91%. 30%of respondents reported that theywould be comfortable
completing genetic counseling themselves, and the most commonly reported
barrier to providing the testing themselves was time, and lack of expertise/
experience. 70% percent of providers cited that lack of genetics workforce
was a barrier to genetic testing, and 60% cited lack of knowledge of genetic
testing and genetics and the inadequate coordination of referrals were bar-
riers. Conclusions: While a majority of prostate cancer patients seen in the
oncology clinic meet criteria for GC, referrals are inconsistent, and only a
handful of eligible patients complete testing. From the survey results, the
areas that need to be improved from the provider’s side are education and
comfort with genetic testing. From a systems perspective, the need for more
genetics workforce, and better process workflows are required to improve the
uptake of Genetic Testing Referral and Testing. The interventions of practice
transformation and education need to be implemented, and tested at UAB to
improve adherence to the NCCN guidelines for genetic testing of prostate
cancer. Research Sponsor: None.

44 Poster Session

Emotional impact of COVID-19 preparations on metro and regional cancer
workforces in Queensland Australia: "We are all in this together". First
Author: Natasha Anne Roberts, Royal Brisbane and Women’s Hospital,
Herston, QLD, Australia

Background: Australia has achieved a “flattening of the curve” with a sus-
tained COVID-19 roadmap to recovery in place. We explored the emotional
impact of COVID-19 on our cancer workforce, during the preparation phase of
the pandemic. Methods: We developed and pilot-tested an online survey to
capture the emotional impact on cancer care staff during the COVID-19 health
system response. Two large cancer centres were identified for study sample,
one metropolitan and one regional, in Queensland, Australia. All cancer care
staff with patient-facing roleswere invited via all-staff email to participate on a
weekly basis, uniquely also including ancillary and administrative workers. The
final survey questionnaire included qualitative domains with open text re-
sponses for reflections on difficult decisions and subsequent emotional im-
pacts. At the same time, a prospective diary of organizational developments
was independently maintained by two investigators in order to contextualize
changing survey responses over time. Qualitative data analyses by four in-
vestigators included independent, multiple cross-coding, memos, dataset
review and member-checking to ensure methodological rigour. Data were
synthesised into key themes utilising the Framework Method (Gale, 2013).
Results: 117 metropolitan and 59 regional staff were surveyed over a 6-week
period. Participants were medical, nursing, allied health, administrative and
ancillary staff, working across inpatient and outpatient oncology services.
Four key themes were emergent across the trajectory of the COVID prepa-
ration phase; ‘Strategies for protection’ (self-isolation, using PPE, protecting
patients, families and each other), ‘Navigating rules and keeping up’ (com-
pliance, exceptions, conflict and complex decision fatigue), ‘Tempered optimism’

(this is grief, strategies for coping, pride in one’s place), and ‘Framing the new
normal’ (using new technology, second wave, uncertainty). At different time
points, one theme dominated more than others. Conclusions: Despite rapid
adaptations to system changes, staff responses highlight that it was their sense
of connectedness that had the greatest influence on their reflections during
the COVID-19 pandemic, but also underpinned the humanistic aspects of their
responses. Staff perceptions of feeling supported and prepared, permeated
through theduration of the survey. Results from the recoveryphase are awaited.
Research Sponsor: None.
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45 Poster Session

Managing the delivery of quality cancer care during the COVID-19 pan-
demic in a small community cancer clinic. First Author: Kashyap B. Patel, Tri
Cty Onc, Charlotte, NC

Background: The global pandemic resulting from COVID-19 has resulted in over 400,000 deaths and
nearly 7million active cases at the timeofwriting this abstract (WorldHealthOrganization, 2020). This Public
Health Emergency (PHE) represents an unprecedented challenge for oncologists and cancer patients alike.
They are met with the challenge of providing uninterrupted care to cancer patients, a predicament that
includes abalancebetween theuseof immunosuppressivechemotherapy, it’s potential impacton contracting
COVID-19 and the risk of cancer progression. Liang et al reported that cancer patients were not only at very
high risk of contracting COVID -19, but also at a much higher risk of complications and death. Our medium
sized oncology practice rapidly adapted to meet the challenge to continue to provide care.
Methods: Employee and patient safety: Implement CDC recommendations in waiting room, infusion suites
and supply of PPE. Categorize patients into priorities based on severity and need of treatment. Implement
telehealth. Implement care in accordance to Cancer Patients Assessment and Treatment Priority Deter-
mination (top, intermediate and low priority)–Table. As a part of our initial strategy, we discussed the risk and
balance of postponing chemotherapy or elective surgery for stable cancer patients during the first phase of
closures.Wealso focusedonmore intensive surveillance in theolderpatient population or thosewithmultiple
high-risk comorbidities. For patients in complete remission on maintenance therapy, we balanced risk and
benefit of stopping chemotherapy. In other patients, we considered the option of switching their chemo-
therapy regimen from IV to oral therapies, where clinically appropriate, to decrease the frequency of clinic
visits and potential exposure. In caseswhere the option ofnon-immunosuppressiveoral therapy is existed,we
implemented the same. Results: Our clinic continues to provide uninterrupted care since the declaration of
PHE. We saw a drop of 25% patient volume inMarch and 35% in April. However, with instant adaptation and
implementation of CDC recommendations patient volume reached back to pre COVID 19 related emergency.
None of our employees, their dependents nor any of our patients have contracted COVID-19 to date
(according toDHEC feedback) at the time ofwriting.Wehad a total of 5082patients visits (1261 chemo visits).
Conclusions: By implementing the right steps and precautions, it is possible to provide continued care for
and protect staff, physicians and patients. Research Sponsor: None.

Treatment pri-
ority category Description

Examples of treatment with precision medicine
guided targeted agents

Top Priority(A) Patients with newly diagnosed aggressive tumors such as DLBCL,
ALL, AML, Small cell lung cancer, brain mets with swelling; pancy-
topenia, stage IV non-small cell lung cancer (just to name a few)

Immunotherapy, targeted agents as well as oral
agents, such as BTK inhibitors, Venetoclax, TKIs,

PARP inhibitors just to name a few
Intermediate
Priority(B)

Most patients requiring ongoing outpatient chemotherapy will be
priority B. For patients starting therapy, recognizing that there are
little to no data supporting long delays, this will be a clinical

judgement call for each individual patient.
Patients already receiving therapy will need to be assessed as to
whether they require ongoing treatment and should be considered
Priority A. Those patients that can possibly wait weeks before
continuing treatment should be considered Priority B. Also, con-
sideration should be made for those patients that can be switched
over to oral agents (consider less immunosuppressive agents),

Maintenance regimen for lymphoma
Convert patients on oral therapies if possible (BTK,
targeted therapies, TKIs), patients on on-going

PARP inhibitors, CDK4/6
Convert Multiple myeloma patients on all oral

regimen

Low priority(C) Patients receiving oral hormonal therapy, especially in the
adjuvant setting, such as HMA for low grade and low risk MDS,
growth factors for low grade MDS; adjuvant hormone blockers
for prostate cancer; patients receiving bisphosphonates only.
Patients on maintenance treatment with deep remission

46 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Relationship between clinical work intensity, hopefulness and well-being
among medical oncologists. First Author: Matthew F. Hudson, Prisma Health,
Greenville, SC

Background: Oncology providers’ well-being particularly concerns adminis-
trators, as projections suggest a shortfall in number of providers available to
care for an increasing cancer survivor population. This pilot study solicited
medical oncologists’ ratings on Clinical Work Intensity (CWI), well-being, and
hope constructs: agency (goal-directed determination) and pathways (plan-
ning ways to meet goals), to understand relationships between clinical work
intensity, hopefulness and well-being.Methods: Eleven providers (8 =MD and
3 =NP) practicing in three distinct community-based oncology sites completed
the CWI measure, NASA-TLX, immediately following an office visit, for 20
separate visits. Each provider also completed one well-being index and one
Adult Hope Scale that included agency and pathways subscales after the 20
visits. Lower well-being scores indicated higher well-being; higher hope scores
indicated greater hopefulness. Results: Clinical work intensity positively
correlates with well-being (Spearman rho = 0.16; p = 0.02). Clinical work in-
tensity was inversely related to the total hopefulness score (Spearman rho =
-0.25; p, 0.001) and Hope construct subcomponents of perceived pathway to
goal achievement (Spearman rho = -0.24; p , 0.001), and determination to
meet goals (agency) (Spearman rho = -0.15; p , 0.001). Favorable provider
well-being was also related to agency (Spearman rho = -0.71; p , 0.0001).
Conclusions: Higher provider-rated work intensity in sampled clinical en-
counters correlates, albeit weakly, with less favorable well-being scores.
Higher CWI also correlates with lower hope scale scores. Thus, providers’
perceptions of their mental workload in clinical care are potentially related to
their sense of well-being and hopefulness. Results also suggest provider
determination to meet goals (agency) is also reflected in sense of well-being.
These findings support further investigation using larger, more diverse
samples to affirm observed relationships. Future research may also elucidate
intervention targets through which to abate provider distress portending
burnout. Insights gleaned from future work may inform improvements to the
work life of oncology care providers. Research Sponsor: The Hope Foundation.

47 Poster Session

Reducingmedical oncology infusion no-show rate by improving patient and
intra-clinic communication. First Author: Radhika Kainthla, The University of
Texas Southwestern Medical Center, Dallas, TX

Background: Parkland Health and Hospital System (PHHS) is the safety-net
health system for Dallas County. In a resource-limited health care system, no-
shows create waste and delay care. We sought to decrease the no-show rate
(NSR) for patients scheduled for infusions, transfusions, and injections in the
PHHSmedical oncology infusion center by 33% in a 4-month period.Methods: A
multidisciplinary team reviewed the NSR from January 2020 to May 2020. The
reasons for missed appointments were investigated via chart review to better
developan intervention formeaningful change.A telephone follow-upprotocol by
the infusion nurses with standardized documentation and communication with
the clinic and scheduling teams (intra-clinic communication)was implemented for
each missed infusion appointment starting in February 2020. Results: The in-
fusion centerhada 16.4%NSR inJanuary2020.Of the306missedappointments,
therewas no documented reason for 44% (159). 19% (70)were related to change
in plan-of-care; 19% (67) were in patients who had been admitted. Patient-related
issues (transportation, illness, work/family obligations, etc.) were 13% of no-
shows.Only40 (11%)of theno-showshada follow-up call. After implementationof
follow-up telephone calls, the NSR was 11.2% by May 2020, a 32% decrease.
57.8% (204/1822) of patients who no-showed received a follow-up call to doc-
ument reason for the missed appointment.Conclusions: We decreased the NSR
in the PHHS medical oncology infusion center by 32% over a 4-month period,
nearly reaching our goal, by implementing standardized post-no-show follow-up
calls. Through our process, we discovered that communication, with the patient
and intra-clinic, accounted for themostmissed appointments rather than patient-
related or other factors. Perhaps confounding our results were changes brought
about by the COVID-19 pandemic, including mandatory telephone screening of
patients prior to infusion appointments. Next steps include integrating pre-
appointment calls into the workflow, standardizing change-in-plan communica-
tion, and cost analysis of interventions in our resource-limited setting. Research
Sponsor: Stavros Niarchos Foundation.

48 Poster Session

Optimizing internal referrals within an academic breast oncology practice.
First Author: Jamie L Carroll, Mayo Clinic, Rochester, MN

Background: Improving new patient access to medical oncology clinics is a
priority. Unlike external referrals which undergo a review process, internal
referrals (from any Mayo department or community-based, affiliated health
system) are scheduled directly. At times, these internal referrals lack nec-
essary clinical information, or may be more appropriate for electronic con-
sultation (e-consult). This impacts the patient experience, provider
satisfaction, and access to new patient visits. A pilot program was imple-
mented in the Medical Oncology breast clinic to review new internal referrals
prior to scheduling. Methods: In 2018, all internally referred patients to
Medical Oncology breast clinic were reviewed by an advanced practice pro-
vider in breast oncology. Electronic medical records were reviewed to collect
diagnosis, pathology, radiology information and treatment to date. Internal
referrals were either accepted directly to medical oncology breast clinic,
triaged to an internal medicine clinic for workup of a new breast mass,
converted to an e-consult, or declined as no medical oncology need was
identified. Results: 52 patients were referred internally to Medical Oncology
breast clinic. Of these, 29 (55.8%) were accepted directly as new consulta-
tions, 8 (15.4%) were triaged to the Internal Medicine clinic, 6 (11.5%) were
converted to e-consults, and 6 (11.5%) were declined as not requiring breast
medical oncology input. Of the 8 patients that started in the IM clinic, 6
eventually requiredMedical Oncology breast clinic consults for invasive breast
cancers. The most common e-consult was for extending adjuvant endocrine
therapy (3/6). 1/6 e-consults required a follow up consultation. The most
common reason for declining a consult was no diagnosis of an invasive breast
cancer (4/6). A total of 16/52 referrals (30.2%) did not require a breast
oncology new consultation. Conclusions: Review of internal referrals im-
proved the efficiency of new breast cancer medical oncology consultations.
This review process has been implemented across the entireMedical Oncology
practice. Research Sponsor: None.
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49 Poster Session

Time to COVID-19 RT-PCR clearance among patients with cancer. First
Author: Wenxin Xu, Beth Israel Deaconess Medical Center, Boston, MA

Background: COVID-19 in oncologic patients presents a clinical dilemma. To
reduce the risk of adverse events as well as the risk of exposing others, many
institutions have established protocols to define COVID-19 clearance. How-
ever, the optimal criteria for discontinuing infection precautions and/or re-
suming anticancer therapy in COVID-19 patients is unknown. Methods: We
identified patients with a positive COVID-19 PCR at a tertiary care hospital
between 3/25/2020 and 6/6/2020, and who also had seen an oncologist for a
cancer-related diagnosis within the last 3 years. COVID-19 PCR testing was
performed using the Abbott Laboratories m2000 platform in conjunction with
either the Aldatu Biosciences PANDAA qDxTM SARS-CoV-2 or Abbott Real-
Time SARS-CoV-2 assays. At our institution, and per current ASCO guidelines,
discontinuation of COVID-19 precautions requires two consecutive negative
viral PCR tests . 24 hours apart. Results: During the follow-up period, we
identified 32 patients with a positive COVID-19 PCR who were receiving active
oncology care. Half of this cohort (16/32) hadmetastatic disease at the time of
COVID-19 diagnosis. 17 patients were on active treatment at time of COVID-19
diagnosis (8 receiving cytotoxic chemotherapy). Among patients who met
criteria for COVID-19 PCR clearance, median time to clearance was 37 days
(range, 10-58 days). When accounting for censoring at the time of last COVID-
19 assay, median time to clearance for all patients was estimated at 50 days. 14
patients resumed anti-cancer treatment prior to COVID-19 clearance (5 re-
ceived cytotoxic chemotherapy), requiring substantial allocation of staff and
resources for safe treatment isolated from other oncology patients. Among
the 13 patients who met clearance criteria, 2 subsequently had a positive
COVID-19 PCR after resumption of treatment.We explored COVID-19 clearance
time under an alternative symptom/time based strategy based on CDC criteria
(at least 10 days after first positive PCR and 3 days after last day of symptoms).
Under this strategy, median time to COVID-19 clearance would be 14 days.
Conclusions: In patients with cancer who develop COVID-19 infection, viral
shedding can persist for many weeks after disease onset, but the implications
of this shedding on likelihood of infection is unknown. Treatment of COVID-19
positive oncology patients requires substantial planning and resources. Test-
based versus symptom/time-based strategies for determining discontinuation
of precautions and resumption of treatment should be further investigated to
provide safe and effective care. Research Sponsor: None.

50 Poster Session

Oncology treatments during COVID-19 pandemic in Israel: ONCOR study.
First Author: Ido Wolf, Tel Aviv Sourasky Medical Center, Tel Aviv, Israel

Background: The SARS-CoV-2 pandemic outbreak declared by the World
Health Organization in March 2020 challenged health systems in affected
countries and raised concerns for its potential direct and indirect impact on
cancer patients. Cancer patients are at high risk for COVID-19 infections and
complications due to factors related to their underlying condition and
treatments. We aimed to evaluate the impact of COVID-19 on clinical activity of
the oncology departments in Israel, and to assess the implementation of
measures aimed at containment of COVID-19 diffusion, while allowing con-
tinuation of quality cancer care. Methods: A national survey among 18 of 19
oncology departments in Israel was conducted on April 2020 focusing on the
institute’s preparedness for treatment of their cancer patients during the
COVID-19 pandemic. Results: Prevention measures against COVID-19 spread
were taken prior to patients’ arrival and at arrival or while staying at the
departments. most participants reported employing a quick triage of patients
and caregivers, prior to their entrance to the oncology units. Most depart-
ments limited the entrance of caregivers; one third not allowing entrance of
any caregivers and more than half allowing entrance of only one caregiver.
Some differences between large and small/medium sized medical centers
were observed, with less strict measures taken by the smaller hospitals. Most
departments implemented steps aimed at reducing unnecessary visits to the
clinic. These included a shift to telephone interactions or telemedicine (78%)
and switching to oral therapies, rather than intravenous ones, when possible.
This approach was taken mostly by the medium/small hospitals compared to
large hospitals (60%vs. 92%, p = 0.1).Conclusions: Oncology departments in
Israel were able to prepare and adapt their services to guidelines and re-
quirements related to the COVID-19 pandemic with little harm to their
treatment capacity. However, some differences between large and small
hospitals were noted. These findings call for either better allocation of re-
sources in case of an epidemic. Research Sponsor: None.

51 Poster Session

Effects of COVID-19 on an academic breast oncology center in New York
City. First Author: Jake Prigoff, Columbia University Irving Medical Center,
New York, NY

Background: The influx of patients to the healthcare system due to COVID-19
impacted healthcare practices including the care of breast cancer patients.
Our aim is to describe the impact this pandemic had on breast cancer care
delivery at an academic center in NYC to inform policy and procedure for
future crises that limit patient access to on-site facilities. Methods: A survey
was sent to physicians involved in the care of patients with breast cancer at
Columbia University Irving Medical Center in May 2020. Participants were
asked about practice structure and changes to breast cancer care. The pri-
mary outcome was the degree that providers believed breast oncology pa-
tients’ clinical outcomes were significantly impacted by COVID-19. Secondary
outcomes included changes in diagnostic and management approaches and
advice for future providers faced with a similar pandemic. Results: The re-
sponse rate was 65.4% (17/26). This included physicians from medical on-
cology (n = 7), radiology (n = 4), breast surgery (n = 3), radiation oncology (n =
2), and plastic surgery (n = 1). Seventy-six percent of physicians somewhat
agreed, agreed, or strongly agreed that oncologic outcomes may be signifi-
cantly impacted by the COVID-19 pandemic. Nearly half (47%) of respondents
reported delays in the workup of patients due to COVID-19 with 50.0% for
mammograms, 47.5% for bone scans, 46.0% for ultrasounds, 43.8% for PET
scans, and 43.3% for biopsies. Eighty-two percent reported delays in overall
oncologic management. Delays to systemic therapy were: intravenous/
targeted therapy (37.9%), intramuscular/subcutaneous endocrine therapy
(28.3%), oral chemotherapy/targeted therapy (22.9%), and oral endocrine
therapy (12.8%). Delays to local therapy were: surgery (64.4%) and radiation
therapy (44.6%). Almost two-thirds (64.7%) reported it necessary to use
alternative oncologic management strategies. The most common piece of
advice our providers offered was to increase testing capacity to all patients,
especially when coming to a healthcare facility. Conclusions: The COVID-19
pandemic has caused major disruption to breast cancer practices. Breast
oncology physicians reported delays in management in over 80% of patients,
and the need to use alternative management strategies in over 60% of pa-
tients. Effects of these disruptions on oncologic outcomes are unknown, but
over 75% of our physicians believe this will significantly impact breast on-
cology patients’ outcomes. There’s a need for policies and procedures to
structure patient care should there be a future crisis that limits patient access
to oncologic care. Research Sponsor: None.

52 Poster Session

Geriatric assessment-driven interventions among hospitalized older
adults with cancer (GAIN-HOSP): A prospective pilot study. First
Author: Leana Chien, City of Hope, Duarte, CA

Background: Older adults with cancer often have age-associated vulnera-
bilities and challenges, especially during hospitalization. Geriatric assessment
(GA) can help identify such vulnerabilities, generate recommendations, and
guide the choice of interventions. Recently, GA-driven interventions have
been shown to decrease chemotherapy toxicity among older adults with
cancer in the outpatient setting. However, few studies have examined its role
in the inpatient setting. Our purpose was to evaluate the feasibility of GA-
driven interventions among hospitalized older adults with cancer.
Methods: Hospitalized patients, age 75+, with a solid tumor malignancy were
eligible. Each patient completed a GAwhile hospitalized at T1 (Timepoint 1) and
one-month post discharge T2 (Timepoint 2). An Advanced Practice Nurse
(APN) reviewed the T1 GA, provided targeted care utilizing GA results and
implemented interventions based on predefined triggers built into the GA’s
various domains. An APN also completed follow-up visits by phone at 1 week
and 1 month post discharge. The primary outcome was feasibility, defined as
the percentage of participants who received GA-guided interventions and was
pre-specified as successful if . 80% were given recommendations. A sec-
ondary outcome of the study was to capture unplanned readmissions within
1 month post discharge. Results: Between 9/19/2017 and 5/3/2019, 49 pa-
tients were eligible and 40 were enrolled, an 82% participation rate. The
median age was 80.5 years (range 75-88), 58% male, 63% Non-Hispanic
white, 18%Hispanic, 15%Asian, 70%. a high school education, 73%married/
partner, and 48% had stage IV cancer. Most common cancer types: GI (28%),
GU (23%), lung (20%). All 40 patients (100%) had$ 1 predefined trigger in the
GA generating interventions and completed$ 2 follow-up visits with the APN.
In total, 857 interventions were recommended, and the mean number of
interventions generated per patient was 11. The top 4 interventions were
Occupational Therapy/Physical Therapy (n = 66), Social Work (n = 52), Nu-
trition (n = 39), and Pharmacy (n = 36). Overall 89% of GA-guided inter-
ventions were implemented. Unplanned hospital readmission was low with
only one patient readmitted within 30 days (3%). Conclusions: Among
hospitalized adults over age 75 with cancer, using GA to identify vulnerability,
and provide GA-driven multidisciplinary interventions is feasible. Further
studies are warranted to examine the impact of GA-driven interventions on
outcomes among hospitalized older adults with cancer. Research Sponsor:
Center for Cancer and Aging.
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53 Poster Session

Oncologist- versus hospitalist-led service: Differences in hospital utiliza-
tion for solid tumor patients. First Author: LesleyWu, Mount Sinai Beth Israel,
New York, NY

Background: Hospitalists have been practicing alongside oncologists to provide high
quality care for hospitalized cancer patients. We examined the differences in hospital
utilization and outcomes among solid tumor patients admitted to oncologist-led teams
(OT) versus hospitalist-led teams (HT).Methods: Weperformed a retrospective cohort
study of patients with solid tumors admitted to the OT or HT at Mount Sinai Hospital
from July to December 2019. We excluded patients less than 18 years of age, primary
hematologic malignancies, or admission to intensive care or surgical units. We used the
Activity Measure for Post Acute Care (AMPAC) and Charlson Comorbidity Index as a
measure of functional ability and illness severity, respectively. We performed bivariate
and multivariate analyses comparing differences in length of stay, ICU transfers,
palliative care consults, healthcare proxy (HCP) decision, new DNR decision, read-
mission within 30 days and inpatient mortality by type of admitting service (OT vs HT).
Results: A total of 544 patients were identified; 61% (334) admitted to HT. There were
significant differences according to race and cancer type (p= 0.001 for both). HT
patients had more functional impairment (p,0.0001) and poorer prognosis
(p=0.0002). In bivariate analysis, HT had significantly more ICU transfers (OT, 2% vs
HT, 8%; p=0.008), new DNR decisions (OT, 7% vs HT, 16%; p=0.002), and inpatient
mortality (OT, 4% vs HT, 9%; p=0.02) while OT had significantly more palliative care
consults (OT, 45% vs HT, 20%; p,0.0001). Multivariate analysis (Table) demonstrates
HT had significantly more new DNR decisions (odds ratio [OR]: 0.46, 95% confidence
interval [CI]: 0.23-0.93) andOT had significantlymore palliative care consults (OR: 4.01,
95% CI: 2.51-6.43). Conclusions: At our academic hospital, inpatient cancer care led
by hospitalists is comparable to that of oncologists despite HT caring for more severely
ill oncology patients. From a value perspective, hospitalists facilitating care for hos-
pitalized cancer patients will allow oncologists to maximize ambulatory time and focus
on active cancer treatment. Research Sponsor: None.

OR 95% CI P-value

Length of stay 0.97* 0.85 - 1.10 0.63
HCP decision 1.24 0.75 - 2.05 0.40
Readmission in 30 days 1.26 0.78 - 2.06 0.35
ICU transfers 0.25 0.02 - 4.11 0.33
Palliative care consult 4.01 2.51 - 6.43 ,0.0001
New DNR decision 0.46 0.23 - 0.93 0.03
Inpatient mortality 0.61 0.24 - 1.50 0.27

*Days, not OR

54 Poster Session

Process of the integration of patient advisors in oncology: Patient advi-
sors’ views. First Author: Marie-Pascale Pomey, Centre de Recherche du
CHUM, Montréal, QC, Canada

Background: Since 2017, in Quebec (Canada), a research project is focusing
on the feasibility, the processes, and the contribution of integrating patients
who have already had cancer experiences (named patient advisors (PA)) in the
oncology clinical team. In fact, the trained PA meet patients in health care
settings in addition to the other health professionals in order to improve
health care and partnership between professionals and patients. This pre-
sentation communicates the PA’s perception of their contribution and the
factors influencing implementation of these programs in 4 establishments.
Methods: Between April and May 2020, semi-structured virtual interviews
lasting about 60minutes were conducted on 12 patient advisors involved since
2017 in the elaboration of these support programs. The interviews were
recorded and transcribed completely. The data analysis was donewith content
analysis using the QDA Miner 5.0 software, applying the qualitative analysis
quality standards. Results: First of all, the 12 PAs have reported that the
accompaniment of 67 patients have allowed them to share their experiential
knowledge not only related to living with the illness but also about healthcare
organization and the anticipation of treatments. They also highlighted their
capacity to share situations that can be improved by healthcare professionals
(example: wait times for exams; patients’ difficulty in understanding their
illness, etc). However, they also highlighted 4 factors which limit the imple-
mentation: 1) organizational (the unclear and changing nature of the breast
cancer consultation schedule, difficulty of access to consultation rooms and
unsuitable schedules for the PA’s reality.; 2) leadership (lack of clinicians
promoting the intervention; managers’ low involvement; lack of clarity of
roles); 3) human (work overload and employee turnover); 4) PA’s status
(lack of compensation and of recognition). Also, to optimize their inte-
gration, the PA’s suggest to work on a lasting bond of trust with the pro-
fessionals, the creation of a status recognized by health establishments, the
recognition of their role by the clinical team, to give them access to physical
spaces, and an openness of the teams to their complementary knowledge.
Conclusions: These first results suggest the importance during the imple-
mentation of such programs of working proactively with the PAs and the
professionals on organization, leadership, resources, and status factors to
allow the people dealing with cancer to benefit from experiential knowledge of
other patients within their clinical team. Research Sponsor: Canadian Insti-
tutes of Health Research, Quebec Health and Social Services Minister.

55 Poster Session

Outcomes from a multidisciplinary thoracic oncology conference (MTOC)
versus serial care (SC) in a community healthcare system. First Author:
Matthew Smeltzer, University of Memphis, School of Public Health, Memphis,
TN

Background: Lung cancer care delivery is complex, with disparate quality and
outcomes. Prospective multidisciplinary case planning is a recommended but
poorly validated solution. We conducted a prospective comparative effec-
tiveness trial to evaluate the impact of multidisciplinary care on care pro-
cesses and long-term survival in a large community-based healthcare system.
Methods: We previously reported primary objective results comparing pa-
tients in the multidisciplinary clinic (MDC) with those not cared for in the MDC
i.e. usual, SC. However, a subset of the SC subjects (and all MDC subjects) were
discussed at a weekly MTOC. In this secondary analysis, we compare all
subjects who were prospectively discussed at MTOC (with or without MDC)
with ‘true’ SC (TSC). Subjects were frequency matched by age range, race,
insurance, performance status, and initial clinical stage. We compared the
thoroughness of staging, use of guideline-concordant treatment, and survival.
Models were stratified by frequency matched variables and adjusted for age,
sex, and histology as covariates. Statistical methods included chi-square,
logistic regression with adjusted Odds Ratios (aOR), and Proportional Haz-
ards models with adjusted Hazard Ratios (aHR); both with 95% confidence
intervals. Results: Of 526 subjects enrolled, 246 (47%) were discussed at
MTOC. MTOC patients were older (median age 68 v 66, p = 0.03), less intense
smokers (p = 0.03), and more commercially insured (p = 0.02). Fewer MTOC
subjects were clinical stage IV (33% v 45%, p = 0.01). The MTOC patients had
significantly greater odds of bimodal staging (aOR: 2.2 [1.3, 3.8]), trimodal
staging (2.6 [1.8, 3.8]), invasive stage confirmation (2.6 [1.7, 3.9]), and me-
diastinal stage confirmation (2.4 [1.6, 3.6]; all p , 0.01). The additional stage
confirmation resulted in more patients who were up- or down-staged in MTOC
(44% v 33%, p = 0.03). MTOC patients were twice as likely to receive National
Comprehensive Cancer Network guideline-concordant treatment (aOR: 2.0
[1.3, 3.2]). Despite more thorough care, time from initial lesion detection to
treatment was similar (mean: 2.86 vs. 2.83 months, p = 0.71). Health-related
quality of life measures did not differ between the two arms (P = 0.07 to 0.99).
We found no difference in overall (aHR: 1.1 [0.9, 1.4]) or disease free survival
(aHR: 1.1 [0.9, 1.3]) between MTOC and TSC. Conclusions: MTOC improved the
thoroughness of care and delivery of appropriate treatment, without delays in
treatment initiation or survival improvement. Research Sponsor: Patient-
Centered Outcomes Research Institute (PCORI).

56 Poster Session

Improving the efficiency of same-day ill calls. First Author: Gregory Bociek,
Department of Internal Medicine, Division of Oncology and Hematology,
University of Nebraska Medical Center, Omaha, NE

Background: Burnout is a syndrome whose manifestations include pervasive
emotional and physical exhaustion, depersonalization, a lack of motivation
and an inability to complete tasks efficiently. We sought to use quality im-
provement (QI) methodology to approach problems contributing to burnout
and workplace stress in our oncology care team. Methods: Through a broad
survey of cancer center team members, we identified the coordination of
same-day outpatient visits for acutely ill oncology patients as a source of
excessive stress for team members across various disciplines including case
managers, infusion clinic nurses, advanced practice providers, and physicians.
We used the Plan-Do-Study-Act (PDSA) framework to identify a feasible,
appropriate intervention to reduce the time required to coordinate visits with
the specific aim of reducing the time to schedule an ill patients by 25%. We
generated a cause and effect diagram to map the elements involved in the ill
call scheduling process, and used a priority/payoff matrix to evaluate possible
countermeasures that could streamline the process by re-designing/
improving the efficiency of the workflow for scheduling ill calls. Our initial
workflow involved paging individual practitioners at three locations. The
process led us to the creation of a HIPPA-compliant group text to simulta-
neously coordinate scheduling of an ill call among/between three campuses
in a more collaborative/efficient manner. We tracked time from patient call to
time of scheduled appointment pre- and post-test of change (Voalte group
text). We also tracked quantity of phone calls required to arrange a visit and
perceived frustration with the process. Results: After one PDSA cycle, we
found case manager time required to arrange a visit had decreased by 21%,
number of calls required by 59% and frustration with the process by 41%.
Conclusions: While we did not meet our specific aim of decreasing scheduling
time by 25%, we feel use of a QI approach led to an easily implemented, yet
effective modification to streamline a previously inefficient and disruptive
workflow. The use of QI methodology ensured we understood the baseline
process and involved all stakeholders before implementing a change and also
ensured we followed data to understand the impact of our intervention on
team members. Viewing sources of burnout and workplace frustration
through the lens of QI may lead to more consistently high-yield interventions
than traditional wellness-based, administrative approaches. Research Spon-
sor: None.
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57 Poster Session

Support by peers in the clinical team in oncology: Perception of the
contribution of patient advisors to improve the patient experience. First
Author: Marie-Pascale Pomey, Centre de Recherche du CHUM, Montréal, QC,
Canada

Background: Since 2018, three establishments in Quebec have introduced
patient advisors (PA) in their healthcare team in order to improve cancer
patients’ experience. These PA, who have had a cancer experience, meet
patients undergoing radiotherapy treatments or in oncogenetics for breast
cancer on the healthcare site. They conduct consultations to complete the
offer of services by bringing emotional, informational, and educational sup-
port. Methods: A longitudinal study of multiple cases was completed from
January to June 2020. After each accompaniment, the PA filled out a logbook
to document the main themes covered and the accompanied patient fill out a
survey to evaluate their experience one week after the intervention. A
qualitative analysis of the logbook content and descriptive statistics were
conducted. The REDCAP platformwas used formonitoring the process of data
collection and to administer the surveys online. Results: In total, 67 patients
were accompanied by 4 PA. 71 logbooks were completed by the PA. The
logbooks show that 70.3% of accompaniments took place right before ra-
diotherapy and 63.6% following the results of the genetic test in oncogenetics.
50% of meetings took place in person in the establishment (in a space
dedicated to the PA or not) and 45.8% were by phone. The meetings lasted
approximately 37minutes (min: 15minutes andmax: 90minutes). Themajority
only met once (93.1 %). The most common themes discussed are: the role of
the PA (94.1%), returning to day life (57.6%) and dealing with stress and
anxiety (52.2%). 96% of PA felt that they did not encounter any difficulties
during the accompaniment. For the accompanied women, the partnership was
most beneficial for their experience with the illness (sharing experiences of
side-effects, on the impact of the illness on every day life, with their social
circle). 79% of patients found that the accompaniment met their needs. 90%
of patients estimate that these meetings are complimentary to the healthcare
professionals’ interventions. Finally, 89.5% of accompanied patients think
that it would be very important to develop these types of meetings on a larger
scale. Concerning the adaptation of spaces for the meetings, 26.3% are very
satisfied and 26.3% are rather satisfied (probably an area for improvement).
Conclusions: Overall, the partnerships seem to answer the needs of the
accompanied patients and the PA can share their experience inside the clinical
team. Research Sponsor: Canadian institutes of health research, Quebec
Health and Social Services Minister.

58 Poster Session

Care coordination challenges between a high-volume center and rural
physicians treating patients with pancreatic cancer. First Author:
Matthew DePuccio, The Ohio State University College of Medicine,
Columbus, OH

Background: Pancreatic cancer (PC) patients treated at high-volume centers
(HVCs) benefit from specialty services that may not be accessible to rural
patients: complex treatment planning, advanced surgical and chemo-radiation
options, and multidisciplinary team-based care. As a result, rural PC patients
often seek treatment at multiple locations for different episodes of care
(i.e., chemotherapy and surgery). The facilitators and barriers to coordinating
care between rural physicians and HVCs for rural PC patients treated by both
types of providers are not well-understood. Methods: We conducted semi-
structured interviews with PC specialists (medical, surgical, and radiation
oncologists, n = 9) at a HVC (The Ohio State University) actively treating and
co-managing rural PC patientswith rural physicians. Using rigorous qualitative
methods, two co-authors independently coded the interview transcripts to
develop a thematic account of HVC-rural physician care coordination barriers
and facilitators. Results: Initial interactions between PC specialists and rural
PC patients often require duplication of diagnostic testing (i.e., imaging) due to
inadequate transfer of medical records at the time of consultation. This is
partly due to inefficient phone communication between HVCs and rural
physicians. Such inefficiencies often discourage two-way communication
between HVCs and rural physicians, and this can hinder development of a
shared understanding of patients’ treatment plans. Specialists suggested a
dual-approach may help to improve care coordination in this context: (a)
developing better personal relationships with rural physicians to facilitate
information-sharing and “closing-the-loop” on patients’ treatment plans; and
(b) implementing data systems that permit physicians to share patients’
records across organizations. Several specialists acknowledged the benefit of
having a dedicated care coordinator who could help patients connect with
specialists, navigate the different healthcare systems, and relay information
between providers. Conclusions: Given the challenges that can complicate
the PC treatment process for rural patients, it is important to consider op-
portunities to address these issues. Taking steps to improve efficiency in
communication may help facilitate the development of cohesive treatment
plans and promote team-based care. Further studies are needed to examine
the effects of care coordination interventions, like the use of care coordi-
nators, on improving care for rural PC patients. Research Sponsor: None.

59 Poster Session

Fostering interspeciality learning in cancer survivorship care: Learning
suite results. First Author: Genevieve Chaput, McGill University, Montreal, QC,
Canada

Background: As survivorship provision declines within cancer centres, pri-
mary care providers are increasingly entrusted in the follow-up care of cancer
survivors. Empowering specialists and primary care providers about survi-
vorship through educational interventions is essential. Interspecialty education
is poorly integrated into residency training, which may impede collaboration
between different providers in practice. Interspecialty partnership can positively
impact patient and resource- use outcomes. The aim of this study was to assess
if a cancer survivorship learning suite (LS) impacts attitudes of family medicine,
radiation oncology and medical oncology trainees towards interspecialty col-
laboration in Montreal, Canada. Methods: A survivorship (LS) developed by a
Manitoba-based team under the sponsorship of a Canadian Partnership Against
Cancer grant held by Cancer Care Ontario was delivered to 49 McGill University
family medicine, radiation oncology, and medical oncology trainees. The LS
comprised in-person delivery of a 3-hour case-based workshop, presented by a
radiation oncologist and a family physician, both experienced in the field of
survivorship. An adapted version of the Readiness for Interprofessional
Learning Scale (RIPLS) was completed by participants before and after workshop
delivery. Statistical analyses included Wilcoxon Signed-rank test comparisons.
Results: Response rate was 63.2%, and included family medicine (65%),
radiation oncology (26%), and medical oncology (10%) trainees, respectively.
Following the workshop, participants were significantly more likely to agree that
interspecialty learning in residency “would help physicians become better team
workers”, (Z = 2.7, p , 0.008, n = 31), and “improves relationships between
physicians of different specialties in independent practice afterwards”, (Z = 2.6,
p, 0.009, n = 31). Participants were also significantly more likely to agree that
“shared interspecialty learning , would . increase , their . ability to un-
derstand clinical problems”, (Z = 2.8, p , 0.005, n = 31). Conclusions: While
much literaturehas focusedon interprofessional collaboration at different levels
of educationandpractice, few studieshaveassessed interspecialty collaboration
of physicians of different specialties. This survivorship LS demonstrated fa-
vorable changes in attitudes towards interspecialty learning. Research Sponsor:
None.

60 Poster Session

Better treatment at what cost?A study ofmyeloma spending. First Author:
Rohini Naipaul, Provincial Drug Reimbursement Programs, Ontario Health
(Cancer Care Ontario), Toronto, ON, Canada

Background: Multiple myeloma represents less than 1.5% of new cancer
cases in Canada. Currently, the estimated median overall survival is at least 5-
6 years, primarily driven by therapeutic advances over the past decade. As
treatment protocols routinely use doublet and triplet combinations, there are
increasing concerns about the ability of health systems to afford growing
costs of treatment. To inform system planning in Ontario, we examined trends
in costs and utilization of myeloma drugs funded by Ontario’s New Drug
Funding Program (NDFP) and the Ontario Drug Benefit program (ODB).
Methods: NDFP primarily funds IV cancer drugs while ODB funds take-home
cancer drugs (THCD). Treatment volumes and government costs, including
drug costs and pharmacy fees where applicable, were obtained from ODB and
NDFP claims data. Based on the available data, trends were examined from the
2010/11 to the second quarter of the 2019/20 fiscal year. Results: A total of 7
myeloma drugs (3-IV cancer drugs, 4-THCD) were examined. Over 9 years
(2010/11 - 2018/19), spending on publicly-funded myeloma drugs increased by
303% while treatment volumes increased by 116%. Between 2014/15 and
2018/19, bortezomib spending decreased by 72%, largely due to generic
pricing policies, while lenalidomide spending increased by 158%, likely due to
new indications. By 2018/19, these 7 drugs accounted for 17% of the total cancer
drug costs under Ontario’s publicly funded programs. NDFP spending on IV
cancer drugs by the second quarter of 2019/20 has surpassed the annual ex-
penditures in 2018/19 due to the addition of daratumumab. Conclusions: Since
2010/11, growth in Ontario’s public expenditures on myeloma drugs has out-
paced savings from pricing policies and this growth ismainly driven by the high
cost of the novel agents. Research Sponsor: None.
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61 Poster Session

Healthcare resource utilization and economic burden of cytokine release
syndrome (CRS) and neurologic events (NE) in patients (pts) with
relapsed/refractory multiple myeloma (RRMM) receiving idecabtagene
vicleucel (ide-cel, bb2121) in KarMMa. First Author: Parameswaran Hari,
Medical College of Wisconsin, Milwaukee, WI

Background: Incidence, healthcare resource utilization (HRU), and management
costs associated with CRS and NE were assessed among pts in the KarMMa trial
(NCT03361748) treated with ide-cel, a BCMA-directed CAR T cell therapy for RRMM.
Methods: HRU occurring from onset to resolution of CRS and/or NE and consistent
with trial management guidelines were identified from the clinical trial database.
Costs associated with CRS or NE by grade (Gr) were applied using public databases
and literature on United States national average costs from the health system
perspective and aggregated across duration of events. Results: Of 128 pts treated
with ide-cel, 107 had CRS with or without NE including 84 (65.6%) with CRS only and
23 (18.0%) with both; no pts had NE only. All cases of CRS with NE occurred con-
currently ($1 d of overlap). Most pts with CRS and/or NE had Gr#2 events (96/107,
89.7%); none had both Gr $3 CRS and NE. Of the 23 pts with both, 22 (95.6%) had
CRS before or on the same day as NE. Among the 15 pts who had CRS before NE, NE
developed amedian of 2 days after CRSonset. Of the 107 ptswith CRSwith orwithout
NE, 67 (62.6%) received tocilizumab, 26 (24.3%) received both tocilizumab and
corticosteroids, and 19 (17.8%) received intensive care. Only 5 pts (4.7%) required
dialysis or intubation, all of whom had Gr$3 events. Management costs for CRSwith
or without NE were largely driven by hospitalizations (Table). Median costs
ranges were $18,497-$23,285 for Gr #2 CRS, $33,183 for Gr #2 CRS with NE, and
$60,588-$121,535 for Gr$3 CRS with or without NE. Overall median costs for Gr#2
vsGr$3CRSwith orwithoutNEwere $21,693 vs $99,894.Conclusions: In KarMMa,
CRS or NE events were primarily Gr#2. An increase in HRU and management costs
were associatedwithmore severe CRS or NEwith a sharp increase in Gr#2 vs Gr$3.
Clinical trial information: NCT03361748. Research Sponsor: Bristol-Myers Squibb
and bluebird bio.

HRU and median costs per category for each pt subset.

Severity Gradea n (%)

Intensive
Care Unit,
n (%)

Tocilizumab,
n (%)

Median
Length

of Stay, d
Diagnostics,

US$
Procedure,

US$
Drugs,
US$

Facility,
US$

Total,
US$

CRS only 1 52
(48.6)

1 (1.9) 20 (38.5) 6 663 0 2582 15252 18497

2 29 (27.1) 7 (24.1) 21 (72.4) 6 672 0 4819 17794 23285
3 2 (1.9) 0 (0) 2 (100) 16 2322 0 17593 40673 60588
4 1 (0.9) 1 (100) 1 (100) 30 1895 1256 12037 106346 121535

CRS & NE CRS & NE £2 15 (14) 3 (20) 15 (100) 10 1435 0 6327 25420 33183
CRS ‡3 & NE £2 4 (3.7) 4 (100) 4 (100) 30 4332 993 16652 94011 115988
NE ‡3 & CRS £2 4 (3.7) 3 (75) 4 (100) 19 3137 8977 11783 68555 92453

aLee criteria (CRS); CTCAE v4.03 (NE)

62 Poster Session

Practice patterns in bone modifying agent utilization: An analysis in
patients with metastatic cancer and bone involvement at an NCI-
designated center. First Author: Poorni Manohar, University of Michigan,
Seattle, WA

Background: Bone modifying agents (BMA) can reduce skeletal related
events for patients with metastatic cancer and bone involvement. ASCO
supports use of Zoledronic acid (ZA) and Denosumab (DB), with specific
endorsement of both an every 3 to 4-week (Q1 month) and every 12-week
(Q3 month) schedule for ZA in metastatic breast cancer. Trends in BMA
utilization may identify areas to improve value in cancer care. Methods: We
retrospectively reviewed utilization of BMAs at Seattle Cancer Care Alliance/
University of Washington from fiscal year 2015-2019. We identified 1,286
patients who underwent 12,594 administrations. Data was categorized by BMA
(ZA acid vs DB) and disease group. A 45-day cutoff defined interval of
treatment (Q1 vs Q3). Whole-sale acquisition cost (WAC) and administration
costs were estimated from CMS allowed charges. We calculated total costs
spent during time period and projected potential savings for switching fromQ1
to Q3 ZA administration. Results: A total of 904 patients received ZA (7201
administrations) and 473 patients received DB (5,393 administrations). The
breast, myeloma, prostate, and kidney groups accounted for 81% of admin-
istrations. In breast, 427 patients received ZA (1,761 administrations) and 411
patients received DB (2,708 administrations). Among all patients, DM and ZA
administrations remained constant over time, however, in breast, there was a
trend towards less DB and more ZA administrations. The administration
frequency (Q1 vs Q3) for both drugs stayed constant in the total cohort. Among
ZA administrations in breast, there was a reversal in the trend for Q1 vs Q3,
with Q1 being most common in 2015, and Q3 the most common in 2019
(crossover in 2018 fiscal year). In breast, 30 patients transitioned from Q1 to
Q3, with majority occurring before 2017 ASCO update. Total costs on BMA
utilization was estimated as $11,672,189,80, 90% attributable to DB. The
projected savings for switching from Q1 to Q3 ZA administration was
$1,223,961.08. Conclusions: BMA prescribing patterns from 2015-2019 show
no change in ZA and DB utilization, though a trend towards increased ZA and
decreased DB use in breast cancer was observed. There was a transition in
practice patterns to adopt the Q3 ZA administration over time, however, the
uptake of this has been incomplete. It is hoped that raising awareness of these
practice patterns will lead to adoption of guideline-based decision making and
promote value-based cancer care. Research Sponsor: None.

63 Poster Session

Medical cost of care by line of treatment (LoT) in Medicare Fee-for-Service
(FFS) beneficiaries with KRAS-mutated metastatic non-small cell lung
cancer (mNSCLC). First Author: Tara Matsuda, Amgen, Global Health
Economics, Thousand Oaks, CA

Background: While no targeted therapy is currently approved for patients with KRAS-
mutated mNSCLC, new therapies are being developed for patients with KRAS p.G12C-
mutated NSCLC. However, real-world evidence on cost of care in managing this population
is currently lacking. This study addresses this gap by describing costs of mNSCLC patients
withKRASmutations, stratified by LoT and relative to exposure to a PD(L)1 inhibitor [PD(L)
1i]. Methods: Medicare FFS claims (100% sample, Parts A/B) and the PROGNOS NSCLC
Explorer dataset were linked to identify patients with mNSCLC, a positive KRAS biomarker
test result, and anti-cancer treatment from July 2014 - June 2018. Patients were followed
from date of metastasis and stratified by LoT and prior and current exposure to PD(L)1i.
Mean total medical costs included all Medicare-covered Parts A/B costs. On treatment
medical costs during each LoT were reported per patient per month (PPPM) and were
categorized as anti-cancer drug costs ormedicalmanagement costs (excluding anti-cancer
drugs). Results: 438 beneficiaries met inclusion criteria: median age 75 years, 54%
female, 91% white, 116 with G12C mutations. 1L patients receiving PD(L)1i had higher total
medical costs ($14,331) than those not receiving PD(L)1i ($10,055). Total medical cost of
care was similar between patients on 1L ($12,178) and 2L/3L ($12,042). Although total cost
of care was similar among 2L/3L patients, irrespective of PD(L)1i exposure status, the
medical management costs in patients who progressed after a PD(L)1i or had never
received a PD(L)1i were almost twice the medical management costs of the PD(L)1i treated
patients. Conclusions: This study demonstrates a high economic burden exists among
Medicare patients with KRAS-mutated mNSCLC who have progressed after 1L therapy and
for whom there are no targeted treatment options available. Research Sponsor: Amgen,
Inc.

N
Total Medical Costs

PPPM
Anti-cancer Drug Costs

PPPM (%)
Medical Management Costs

PPPM (%)

Patients Receiving 1L 438 $12,178 $7,258 (60%) $4,920 (40%)
PD(L)1i based
regimen

174 $14,331 $10,000 (70%) $4,331 (30%)

No PD(L)1i based
regimen

264 $10,055 $4,555 (45%) $5,500 (55%)

Patients receiving any
2L or 3L

121 $12,042 $7,329 (61%) $4,713 (39%)

Prior PD(L)1i
exposure

31 $12,675 $5,972 (47%) $6,703 (53%)

PD(L)1i in PD(L)1i
näıve*

76 $11,911 $8,405 (71%) $3,506 (29%)

No PD(L)1i in PD(L)1i
näıve*

30 $11,864 $5,026 (42%) $6,838 (58%)

*A same patient may contribute to both categories for different lines of therapy (2L and 3L)

64 Poster Session

Ovarian cancer patients’ perspectives on facilitators and barriers to
accessing financial assistance. First Author: Margaret Irene Liang,
University of Alabama at Birmingham, Birmingham, AL

Background: Our aim was to obtain ovarian cancer patients’ perspective on accessing
financial assistance programs. Methods: We recruited ovarian cancer patients re-
ceiving systemic therapy who screened positive for financial distress using Compre-
hensive Score for Financial Toxicity ,26. Two interviewers conducted 45-minute
interviews on the costs of care, whichwere recorded and transcribed. Three coders used
inductive thematic analysis to identify themes.Results: There were 18 of 22 interviews
currently evaluable.Medianagewas57and68%ofparticipants reported income,$40,000.
Facilitators and barriers to accessing financial assistance are shown in the table below.
Conclusions: Patients’ reliance on existing support systems and cancer organizations
highlight a need for health systems to leverage these relationships and improve or-
ganized efforts to provide information related to financial assistance. Proactively asking
about financial needs and providing resources to all patients, regardless of income, may
mitigate patient reported barriers to accessing financial assistance. Research Sponsor:
U.S. National Institutes of Health, University of Alabama at Birmingham Center for
Women’s Reproductive Health.

Facilitators and barriers to accessing financial assistance.

Facilitators
Experience from existing support

systems
“[My best friend] had to... go through the same process [to apply
for disability] simply because she had been diagnosed with brain
cancer so she had gone through what I was about to go through.

She helped tremendously”
Information from cancer organizations “I’ve gotten a lot of information from Ovacare, Ovacome, Laura

Crandall Brown Foundation, and American Cancer Society... and
I’ve just jumped into it”

Barriers
Reluctance to ask for assistance “I hated having to ask for help. For my husband, he considers it

to be a sin to ask for help from anybody”
Lack of awareness of available assistance “I would have wanted a list of people who I could call or who

could contact me... a list of financial assistance links, people that
give assistance... I could’ve been able to go from there and see

what I could do”
Difficulty accessing assistance

Assistance not currently available or
hard to access
Not eligible for assistance despite fi-
nancial need
Inconsistent assistance

“[The financial counselor] said... two of the firms were out of
money already... They had so much red tape”

“I even tried to see could I get some financial aid, but they said
because of my income, I was above the poverty level. So, I could

not get any kind of aid whatsoever”
“I just wish they would be more consistent... wish they would say
maybe once a month you can get a grocery card, instead of it

just being a one-time thing”
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65 Poster Session

Adolescent and young adult cancer patients’ health insurance experi-
ences, expectations, and literacy. First Author: Austin R. Waters,
Huntsman Cancer Institute, University of Utah, Salt Lake City, UT

Background: Adolescent and young adult (AYA) cancer patients (15-39 years
of age) often report health insurance concerns and financial toxicity due to
their life-saving treatment. AYAs often have limited experience with health-
care prior to their diagnosis, which may limit their understanding of health
insurance concepts, coverage, and costs. To describe AYA health insurance
experiences, expectations, and literacy, we conducted semi-structured in-
terviews with AYA cancer patients and survivors. Methods: Eligible partici-
pants were 18-39 years, diagnosed with cancer, and insured. Participants were
recruited through an AYA cancer navigation program in Utah from 10/2019-
03/2020. Participants were purposively sampled to achieve equal age strata
(18-25 vs. 26-39), as patients under 26 often remain on their parents policy.
Individual interviews were recorded, transcribed, and analyzed. Inductive
qualitative analysis was conducted to describe their experiences with and
understanding of their insurance. We calculated descriptive statistics of de-
mographics and the Health Insurance Literacy Measure (HILM), a continuous
measure ranging from 0-84 (higher scores indicate higher comfortability and
literacy). Associations of age (18-25 vs. 26-39) and policy holder (yes vs. no)
with HILM score were evaluated with t-tests. Results: AYAs (N = 24) were
nearly even by gender, female (58%), primarily heterosexual (92%), Non-
Hispanic White (79%), and had at least some college (92%). Less than half of
participants were policy holders (41.7%). Three themes emerged from anal-
ysis: 1) Lack of knowledge and experiential learning throughout treatment, 2)
Unclear expectations of health insurance, and 3) Difficulties navigating cov-
erage and the complex systems. Most AYAs were unaware of the specifics of
their coverage and how their insurance plan impacted their costs. Most
AYAs were surprised at the lack of coverage and high costs they encoun-
tered during treatment. Most AYAs experienced substantial difficulty
navigating coverage issues, particularly the appeals process. The mean HILM
score was 55.63 (SD = 10.06), no differences by age group or policy holder
status. Conclusions: AYAs with cancer report substantial difficulty navi-
gating the complex health insurance system and demonstrate low levels of
health insurance literacy. Health insurance education focusing on insurance
concepts (e.g., cost-sharing mechanisms) may help AYAs better manage costs
and enable them tomake informed health insurance decisions despite being at
higher risk for financial toxicity. Research Sponsor: U.S. National Institutes of
Health.

66 Poster Session

Systematic review and meta-analysis of incremental cost-effectiveness
ratio (ICER) for new cancer drugs. First Author: Fernanda Alves Oliveira,
American Society of Clinical Oncology, S~ao Paulo, Brazil

Background: This systematic review and meta-analysis compared incre-
mental cost-effectiveness ratios (ICERs) of cancer drugs and their relationship
with society’s willingness to pay (WTP) across different countries, scenarios
and indications. Methods: We sought for cost-effectiveness studies in
PubMed, Embase, Cochrane and LILACS published from December 2012 to
December 2017. CAR-T cell therapies were excluded given short follow-up. We
converted ICERs value and respective annualized 1time the Gross Domestic
Product per capita (GDP) - used as a proxy for WTP threshold - into purchase-
parity-power dollars (PPP) for better economic reality comparisons. Eco-
nomics data came from the International Monetary Fund website. Charac-
teristics studied in the distribution of ICERs values were compared using the
Mann-Whitney or Kruskal-Wallis U-test with multiple comparison correction
and simple linear regression. The chance of ICER being below the 1x GDP
threshold was expressed as odds ratio and 95% confidence interval, calcu-
lated by logistic regression. Results: We retrieved 354 drug-versus-drug
different assessments. PPPconversion increased median ICER of middle-
income countries ($32k to $68k;P , 0.001). Median ICER was highest in
USA ($154k), followed by other high-income countries ($76k; P , 0.001). In
multiple regression, anti-VEGF (P , 0.001) and US-led (P = 0.03) studies had
highest ICERs, while curative therapies (p = 0.02) had the lowest ones. 22% of
studies were below the WTP bar, none of anti-VEGF, sipuleucel, anti-CD-30,
castration-resistant, hepatocarcinoma, and renal cell ones. Immune check-
point inhibition (OR 8.70; P = 0.045) and middle-income (OR 7.40; P, 0.001)
studies were more likely above WTP, whereas curative therapies were more
likely below WTP. Conclusions: Cancer therapies’ cost exceeding the WTPs
is a worldwide pattern, with some factors related to ICER variation. These
findings may foster better understanding and aid stakeholders deal with the
global issue of high oncology care costs. Research Sponsor: Union for In-
ternational Cancer Control (UICC).

67 Poster Session

Applying the ASCO and ESMO Value Frameworks to nasopharyngeal
cancer treatments: Is adding induction chemotherapy or adjuvant che-
motherapy to concurrent chemoradiotherapy worthwhile? First Author:
Teng Hwee Tan, National University Cancer Institute Singapore, Singapore,
Singapore

Background: To determine and compare the incremental clinical benefit (ICB)
and costs of induction chemotherapy (IC) when added to concurrent che-
moradiotherapy (CCRT), concurrent chemotherapy (CC) added to RT and CC +
adjuvant chemotherapy (AC) when added to RT for locally advanced naso-
pharyngeal cancer (LA-NPC). Methods: We searched phase III randomized
controlled trials (RCTs) which reported overall survival (OS) benefit with the
use of IC, CC and CC+AC in LA-NPC. We quantified the ICB using the ASCO and
ESMOvalue framework.We calculated the incremental drug costs in US dollars
using the lowest average wholesale price reported in the Lexicomp drug
database.Results: We identified three RCTs on IC, three RCTs on CC and four
RCTs on CC + AC. The ICB was judged to be Grade A based on the ESMO
framework. The ASCO Net Health Benefit Score (NHBS) ranged from 17.43 to
57.39. The incremental drug costs ranged from 133.46 to 626.14. There were
no statistically significant differences in the means of NHBS [39.37 (IC) vs
37.61 (CC) vs 33.98 (CC+AC), P = 0.89] and costs [383 (IC) vs 253 (CC) vs 460
(CC+AC), P = 0.27] between these three approaches. There was no statistically
significant correlation between ICB and costs. Conclusions: The magnitudes
of ICB and incremental drug costs of adding of IC to CCRT, CC to RT and CC +
AC to RT for LA NPC are not significantly different. Research Sponsor: None.

68 Poster Session

Is less more? The association between hospital volume and low-value
breast cancer surgeries. First Author: Christina AhnMinami, Breast Oncology
Program, Dana-Farber/Brigham and Women’s Cancer Center, Boston, MA

Background: Hospital volume is often equated with surgical quality. In breast surgical
oncology, higher hospital volume has been associated with higher overall survival rates,
but whether it is a proxy for quality with respect to low-value care remains unexplored. We
thus examined the association between hospital volume and the use of three breast
surgeries identified as low-value by the Choosing Wisely campaign. Methods: Patients
with stage 0-III unilateral breast cancer diagnosed from 2013-2016 were identified in the
National Cancer Database. The outcomes of interest were: 1) contralateral prophylactic
mastectomy (CPM), 2) axillary lymph node dissection (ALND) for breast conserving
therapy (BCT) patients with cT1-2N0 disease and,2 positive nodes, and 3) sentinel lymph
node biopsy (SLNB) in women.70 years old with cT1N0 hormone receptor-positive (HR+)
cancer. Multivariable regressionmodels with restricted cubic splines were used to examine
the association between annual hospital volume and outcomes of interest, after adjusting
for patient-, disease-, and hospital-level risk factors. Results: Overall, 13.6% of 841,610
women with unilateral Stage I-III breast cancer underwent CPM, 9.2% of 832,205 BCT
patients with clinical T1-T2N0disease underwent ALND, and85.7%of women.70 years of
age with cT1N0 HR+ cancer underwent SLNB over the study period. In adjusted analyses
that defined hospital volume by decile, patients treated in the first and tenth decile
hospitals had lower odds of undergoing CPM as compared to those treated in the middle
deciles (Table). BCT patients with cT1-2N0 disease treated in hospitals in the first and
second decile had higher odds of undergoing an ALND than patients treated at higher
volume hospitals. Hospital volume did not have an overall significant associationwith SLNB
use in women .70 years old with cT1N0 HR+ disease. Conclusions: The relationship
between hospital volume and performance of low-value breast surgeries differed for each
Choosing Wisely recommendation, indicating that hospital volume is not a reliable proxy
for quality with respect to low-value practices. Additional studies to identify practice-
specific deimplementation strategies are needed. Research Sponsor: None.

Hospital Volume Decile
CPM

OR (95%CI)
ALND

OR (95% CI)
SLNB

OR (95% CI)

1 (reference)
2 1.2 (1.1-1.4) NS* NS
3 1.2 (1.1-1.3) 0.7 (0.6-0.9) NS
4 1.3 (1.2-1.5) 0.7 (0.5-0.8) NS
5 1.4 (1.2-1.6) 0.6 (0.4-0.7) NS
6 1.5 (1.3-1.7) 0.5 (0.4-0.7) NS
7 1.3 (1.1-1.5) 0.6 (0.5-0.8) NS
8 1.6 (1.3-1.9) 0.6 (0.4-0.8) 0.8 (0.6-0.9)
9 1.3 (1.1-1.6) 0.4 (0.3-0.6) NS
10 NS 0.6 (0.4-0.9) NS

*not significant
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69 Poster Session

Employment concerns experienced by ovarian cancer patients and care-
givers. First Author: Margaret Irene Liang, University of Alabama at
Birmingham, Birmingham, AL

Background: Our aim was to obtain patient input on the impact of cancer treatment on
employment. Methods: We recruited patients with ovarian cancer receiving systemic
therapy who screened positive for financial distress using Comprehensive Score for Fi-
nancial Toxicity,26. Participants completed a 45-minute interview with 2 interviewers on
their costs of care, including employment concerns. Interviewswere recorded, transcribed,
and coded by 3 analysts using inductive thematic analysis. Results: Of 22 participants,
86% were,65 years old and 28% were on curative intent treatment. There were 18 with
currently evaluable interviews. Themes are shown in the table. Conclusions: Cancer care
has a negative impact on patient and caregiver work productivity, income, and employer
benefits. Incorporating resources to navigate workplace factors, such as Family Medical
Leave Act benefits and negotiating accommodations with an employer, could improve care
delivery. Research Sponsor: U.S. National Institutes of Health., University of Alabama at
Birmingham Center for Women’s Reproductive Health.

Themes related to employment during cancer treatment.

Patient concerns

Loss of work productivity “Being sick at work and having to leave early sometimes, or missing the whole
day, missing out on training... I have missed maybe two promotions”

Inability to work “Prior to [my cancer diagnosis], I was an ER nurse... And then I’ve been on
disability since trying to go back to work. But every time I go back to work or try
to go back full time, the cancer returns... my body can’t do what it used to... So,
no, I don’t know if I’ll ever get to go back to work. I want to because I love what I

do”
Keeping employer-based
insurance

“If you’re out of work, you get to keep that insurance, but you have to pay what
the hospital would normally pay plus. So it was like six or eight-hundred

dollars a month for me to be able to keep that on just myself”
Caregiver concerns
Transportation “I have to have someone drive me because I can’t drive now... my husband will

try to take some time... if my mother is feeling well, which she has cancer also.
She’ll try to bring me... and my sister, she’s let her business slide trying to bring

me at times”
Symptom management “When the... effects of the chemo had me so down where I couldn’t get out of

bed, he had to stay home”
Workplace factors
Family Medical Leave Act “My time has ran out at work... So I am on family medical leave. They said they

would hold my job, but I am not getting paid when I am off”
Workplace accommodations “[My daughter] didn’t change jobs, [but] she got a promotion, so she could work

from home so she could care for me”
“[My workplace] did not really believe me. They just thought I wanted to be off

work. So they gave me a really hard time“

70 Poster Session

Prevalence of financial and health insurance literacy and their association
with financial hardship in cancer patients. First Author: Nandita Khera, Mayo
Clinic, Phoenix, AZ

Background: The prevalence of health insurance literacy (HIL) and financial
literacy (FL) in cancer patients is not well described. Further, a better un-
derstanding of the association between these constructs and the domains of
financial hardship (FH) can guide potential interventions. Methods: We ex-
amined the prevalence of HIL and FL and FH in cancer patients on active
treatment at our institution. HIL and FL were assessed using Health Insurance
Literacy Measure (HILM) and 5 questions from the National Financial Capa-
bility Study respectively. COST FACIT and National Health Interview Survey
(NHIS) questions were used to examine overall FH and its 3 domains (material,
behavioral and psychological hardship). Pearson correlation coefficient was
used to describe the relation between the COST score and FH domains
assessed by NHIS questions. Logistic regression analysis was performed to
determine the associations of overall FH (measured by COST FACIT) with FL
and HIL. Results: Among 256 patients approached, 202 completed ques-
tionnaires. Median age was 67 (range 22 to 91) years. 51% were male, 93%
Whites and 5% were Hispanic. 69% had a solid tumor with 37% stage IV.
Median number of lines of treatment was 4 (range 1 to 18). 21% were currently
employed, 59%had$college degree, 41% had private insurance and 42%had
monthly income$$7000. 50% participants answered at least 4/5 FL ques-
tions correctly, indicating high FL. Beingmale, White, having insurance, higher
education and income $$7000 were associated with higher FL. 72% of
participants had high HIL, and they were more likely to be Non-Hispanic,
married and have receivedmore lines of treatment. FL significantly correlated
with HIL (r = 0.29, p , .001). 65% patients endorsed FH based on NHIS
questions (10% behavioral, 20% material, and 62% psychological hardship).
48% patients had FH based on a COST score , 28 (Median score), which
correlated withmaterial (r = -0.59, p, .001), psychological (r = -0.55, p, .001)
and behavioral FH (r = -0.42, p , .001). The association between FH and HIL
was not significant (OR 0.78; p = 0.08), though higher FL was associated with
lower FH (OR 0.69; p = 0.02). Conclusions: Despite high FL and HIL (as
compared to national standards), the prevalence of FH in our relatively af-
fluent patient cohort was high, drivenmainly by psychological hardship.We did
not find strong association between the HIL and FH unlike in the reported
literature. Our findings behoove us to develop tailored interventions to ad-
dress unique domains of the FH in a diverse population. Research Sponsor:
None.

71 Poster Session

Exploring the three domains of financial hardship experienced by ovarian
cancer patients. First Author: Margaret Irene Liang, University of Alabama at
Birmingham, Birmingham, AL

Background: We sought to obtain ovarian cancer patients’ perspective on the 3 domains
of financial hardship (psychological response, material conditions, and coping behav-
iors).Methods: We recruited ovarian cancer patients on systemic therapywho screened
positive for financial distress using Comprehensive Score for Financial Toxicity
(COST) ,26. Two interviewers conducted 45-minute interviews about patients’ expe-
riences dealing with the costs of care. Interviews were recorded, transcribed, and coded
by 3 analysts using inductive thematic analysis to identify common themes.Results: 22
patients completed interviewswith 18 available for analysis. Median agewas 57 years old,
36% were black, and participants had a median COST of 12 (range 0-23). We identified
themes within each domain (Table). Conclusions: Ovarian cancer patients predomi-
nantly experienced financial hardship through psychological response and negative
impact on their material conditions. These require increased provider awareness and
targeted interventions. Patients did not report negative health-related coping behaviors
as they prioritized their health care over immediate cost concerns. Research Sponsor:
U.S. National Institutes of Health., University of Alabama at Birmingham Center for
Women’s Reproductive Health

Patient experiences with financial hardship.

Psychological response

Depression and anxiety “It affected me mentally. It was very stressful, depressing sometimes, worrying
about how I was going to get this done, paid for or get that bill paid... So it was
very, very stressful having to deal with that and with the diagnosis as well. And

going through treatment”
Fear and shame “When you sit in fear of answering the telephone and summons is being sent to

your door saying that you owe this money that they’re going to sue you and put
you in jail... it’s very hard because we’ve always been you know, you pay your
bills. You do that on time and you hold a lot of pride and everything in that. And

now it’s like being ashamed”
Material conditions
Depleted assets “Basically, we depleted everything we had. We’re at that. It’s scary, but we’re

there.... We’ve sold everything we’ve had. It’s kind of sad”
Accumulated debt “Borrowing from family and friends, taking out payday loans, taking advance-

ments off my credit cards”
Inability to pay bills “When I didn’t have it to pay, I just didn’t pay. And a lot of bills started stacking

up... Some of them has gone to collectors because of my inability to pay them and
get them paid on time”

Coping behaviors
Health prioritized over

costs
“It would have been devastating, but to me what my most important thing was
getting the care, and just worrying about the cost later, or however the cost

came”

72 Poster Session

Healthcare resource utilization and total cost of care in older patientswith
acutemyeloid leukemia ineligible for intensive chemotherapy. First Author:
Thomas William LeBlanc, Duke University School of Medicine, Durham, NC

Background: Limited data are available on the economic burden of care for older
patients with AML ineligible for intensive chemotherapy. This study aimed to evaluate
healthcare resource utilization (HRU) and total cost of care (TCC) in this population.
Methods: A retrospective observational study of Surveillance, Epidemiology, and End
Results data (Jan 1, 2010 – Dec 31, 2015) linked to Medicare claims (up to Dec 31, 2017).
Patients were $ 60 years old; newly diagnosed with AML; had $ 12 months of con-
tinuous Part A and B coverage before diagnosis; and initiated treatment on a hypo-
methylating agent: azacytidine (AZA) or decitabine (DEC)#90 days after diagnosis, or
best supportive care (BSC). HRU (hospitalization, monitoring, transfusions, office
visits, emergency department [ED] visits) and TCC reported in per patient per month
(PPPM) were evaluated. Results: Among 3,905 patients identified, 877 (22%) re-
ceived AZA, 899 (23%) received DEC, 2,129 (55%) received BSC. At a mean follow-up
of 4.1 month (mo), mean TCC in BSC was $22,479.48 PPPM (standard deviation [SD]:
$20,183.72). Hospitalization was the main cost driver (83.7% of TCC) in BSC, followed
by Part B services and transfusions. At a mean follow-up of 11.9 vs. 13.0 mo, and mean
treatment duration both at 5.4 mo, the mean TCC was $15,805.76 PPPM (SD:
$19,368.16) in AZA vs. $20,518.71 PPPM (SD: $23,400.68) in DEC. All HRU decreased
after AZA or DEC treatment initiation, except an increase in hospitalizations after
treatment discontinuation (Table). During treatment on AZA and DEC, the main cost
driver was hospitalization (60.7% vs. 60.9%) followed by drug costs and transfusions.
After treatment discontinuation, hospitalization remained themain cost driver (77.2%
vs. 78.9%) followed by transfusions and Part B services. Conclusions: This study
quantifies the sizeable TCC in older patients with AML ineligible for intensive che-
motherapy with hospitalization as the primary cost driver. Novel treatments that
reduce hospitalizations, transfusions, and Part B services could lower the burden to
the overall healthcare system. Research Sponsor: F. Hoffmann-La Roche.

HRU in older patients with AML ineligible for intensive chemotherapy.

Mean PPPM
During AZA treat-
ment (n=877)

Post-AZA treat-
ment (n=601)

During DEC treat-
ment (n=899)

Post-DEC treat-
ment (n=685)

BSC
(n=2129)

Hospitalization 0.52 0.54 0.57 0.58 0.94
Monitoring 5.73 3.02 6.64 3.89 2.25
Red blood cell

transfusion
1.00 0.70 1.10 0.70 1.00

Platelet
transfusion

0.70 0.55 0.83 0.56 0.47

Office visits 3.31 1.71 3.57 2.04 1.15
ED visits 0.78 0.68 0.74 0.70 1.27
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73 Poster Session

Cost-effectiveness of filgrastim-sndz as primary prophylaxis (PP) versus
secondary prophylaxis (SP) to prevent chemotherapy-induced febrile
neutropenia (FN) in breast cancer patients at intermediate risk. First
Author: Edward C. Li, Sandoz, Princeton, NJ

Background: According to clinical practice guidelines, the threshold for routine
myeloid growth factor (MGF) PP is a high risk (.20%) of developing FN. However,
in response to the COVID-19 pandemic, a recent recommendation expands this
threshold for using MGF PP to include patients at intermediate risk (10-20%) of
developing FN, with the goal of reducing emergency room and hospital visits.
Patients with breast cancer receiving potentially curative chemotherapy consisting
of docetaxel or paclitaxel (every 21 days) are at an intermediate risk (10-20%) of
developing FN. This study evaluates the cost-effectiveness of PP vs. SP using a
biosimilar MGF, filgrastim-sndz, in early-stage breast cancer patients at interme-
diate risk of FN.Methods: AMarkovmodel with a lifetime horizon was constructed
to evaluate the total costs and clinical outcomes when using filgrastim-sndz as PP
vs. SP in 56 year old early-stage breast cancer patients receiving adjuvant
docetaxel (following doxorubicin/cyclophosphamide) every 3 weeks for 4 cycles.
Patients had$1 FN risk factor (i.e., recent surgery) without the receipt of anti-HER2
therapy, representing a 16% baseline FN risk. Average Sales Price (ASP) calculated
from the Centers for Medicare & Medicaid Services July 2020 ASP Drug Pricing
File was used as the filgrastim-sndz cost. Incremental cost-effectiveness ratios
(ICERs) were calculated for cost per FN event avoided, life-year saved (LYS),
and quality-adjusted life-year (QALY) gained from a United States payer per-
spective. Deterministic and probabilistic sensitivity analyses (PSA) were conducted.
Results: Filgrastim-sndz asPPvs. SPprovidedanadditional 0.102FNeventsavoided,
0.065 LYS, and 0.056 QALYs at an incremental cost of $2,106. The ICERs were
$20,656, $32,624 and $37,333 for cost per FN event avoided, cost per LYS, and cost
per QALY gained, respectively. In the PSA, the likelihood of cost-effectiveness at a
willingness-to-pay (WTP) threshold of $50,000 per QALY gained was 71.3%.
Conclusions: For early-stage breast cancer patients at intermediate risk of FN re-
ceiving adjuvant docetaxel with 1 or more risk factors, PP with filgrastim-sndz
compared to SP is cost-effective based on a WTP threshold of $50,000/QALY.
Research Sponsor: This study was designed and conducted by Xcenda, in collabo-
ration with the Sponsor, Sandoz Inc.

PP (comparator) vs. SP (reference) using filgrastim-sndz.

Δ
Costs

Δ FNs
Avoided

Δ
LYs

Δ
QALYs

Incremental $/FN Event
Avoided

Incremental
$/LYS

Incremental $/QALY
Gained

$2,106 0.102 0.065 0.056 $20,656 $32,624 $37,333

74 Poster Session

Effectiveness of immunotherapy given to cancer patients in the hospital-
ized setting. First Author: Mojisola O Araoye, University of Connecticut
Department of Internal Medicine, Farmington, CT

Background: Immunotherapy is a type of cancer treatment that uses an indi-
vidual’s immune system to fight cancer. Most clinical trials involving immuno-
therapy have been done on healthy patients, thus excluding many hospitalized
patients. Many oncologists feel there are less significant toxicities to immuno-
therapy and thus may give them to sicker patients. This may delay discussions
regarding goals of care and contribute to increased costs at end of life. This
exploratory study focuses specifically on the use of immune checkpoint inhibitors
in hospitalized patients to determine outcomes of patients treated in the inpa-
tient setting. Methods: This is a retrospective chart-review study. Data on pa-
tients from the Hartford Healthcare system was extracted from EPIC. Patients
were eligible if they had received at least one dose of a PD1 or PDL1 inhibitor
(pembrolizumab, nivolumab, atezolizumab) during a hospital stay. The number of
doses received in total, side effects, aswell as discharge statuswas also recorded.
Results: A total of 74 patients received at least one dose of a PD1 or PDL1 in-
hibitor during a hospital stay. 46% of the total patients treated either died in the
hospital (16.2%) or were discharged to hospice (29.3%). 54 percent of patients
were discharged with a plan to continue with therapy. For the subgroup of the 27
patients whose treatment was initiated in the hospital, 48% of them received
only one cycle of treatment and 74% received less than 4 treatments total. The
average number of cycles was 5.3. The percentage of patients who died in the
hospital was 11.1% and the percentage of patients discharged to hospice was
33.3%. 55.5%were successfully discharged with a plan to continue with therapy.
Conclusions: For patients who receive immunotherapy in the hospital setting
there is a questionable benefit with more than 45% dying in the hospital or being
discharged to hospice. Further evaluation can be done looking at increasing the
cost, delaying palliative care, and patient/family satisfaction with their end of life
care by giving immunotherapy in the hospital. A new quality measure looking at
time from last immunotherapy to hospice enrollment or death may need to be
followed in the future due to these poor outcomes in the hospitalized setting.
Research Sponsor: None.

Percentage Total Population (95% CI) Initial treatment in hospital

Died in hospital 16.2% (8.7 to 26.6) 11.1% (2.3 to 29.1)
Discharged to hospice 29.3% ( 19.7 to 41.4) 33.3% (16.5 to 54)
Died or Discharged to hospice 46 % (24.2 to 58) 44.4% (25.4 to 64.7)
Discharged to home 54 % (42.1 to 65.7) 55.5% (33.5 to 74.5)

75 Poster Session

Linking reimbursement to patient-reported quality of life: Provider per-
spectives. First Author: Bruce A. Feinberg, Cardinal Health, Dublin, OH

Background: In the value-based era, policymakers have begun incorporating
quality of life (QoL) components into paymentmodels, such as theMerit-based
Incentive Payment System (MIPs), Oncology Care Model (OCM), and Ac-
countable Care Organization (ACO), to increase accountability. This qualita-
tive research study sought to understand how providers address their
patients’QoL issues in a value-based environment.Methods: A livemeeting in
September 2019 brought together community oncology healthcare providers
(HCPs) from across the United States. Participants submitted their demo-
graphic information via a web-based pre-meeting survey and their responses
pertaining to patient QoL via an audience response system during the live
meeting. Participant responses and their practice demographics were ana-
lyzed using descriptive statistics. Results: 71 HCPs participated in this live
market research program: 51 medical oncologists/hematologists (herein re-
ferred to as physicians) and 20 nurse practitioners or physician assistants
(herein referred to as APPs). 50% of physicians and 25% of APPs were from
privately owned community practices. Half of HCPs indicated that their
practices are collecting and reporting QoL data through value-based pro-
grams: 28% of physicians and 60% of APPs were in OCM-participating
practices. Regarding accountability, over 80% of HCPs strongly agreed
that they have a role in improving patients’ QoL. However, 32% of physicians
and 25% of APPs agreed that their payment should be tied to patients’ QoL
improvement. According to HCPs, the top factor impacting patients’ QoL was
symptom and symptom burden (83%). To address QoL in their patients, HCPs
reported addressing patients’ psychosocial needs (78%), implementing sur-
vivorship care planning (76%), and using nurse navigators (69%). 70% of
physicians and 95% of APPs were confident that their patients have reliable
resources for managing their QoL issues. Conclusions: HCPs recognize their
role in improving patients’ QoL, and their practices have made several
transformations to improve patients’ QoL; they are confident that their pa-
tients have resources formanaging QoL issues. However, many HCPs disagree
with linking QoL improvements to their payment. Further studies are needed
to understand QoL from patients’ perspectives in the value-based environ-
ment. Research Sponsor: Cardinal Health.

76 Poster Session

Health care resource utilization (HCRU) and total costs of care (TCOC)
among patients (pts) with diffuse large B-cell lymphoma (DLBCL) treated
with chimeric antigen receptor (CAR) T-cell therapies in theUnited States:
An analysis of four claims databases. First Author: Scott J. Keating, Bristol-
Myers Squibb Company, Summit, NJ

Background: Non-Hodgkin lymphoma comprises a heterogenous group of hematologic malignancies,
including aggressive lymphomas such as DLBCL. Novel treatment modalities include CAR T cell
therapies. Limited real-world data exist on HCRU and costs among pts treated with FDA-approved CAR
T cell therapies. Methods: Pts with DLBCL treated with CAR T cell therapies were identified in 4
databases (IBMMarketScan, n = 60; OptumClinformatics, n = 56; PharMetrics Plus, n = 75; andHumana,
n = 14) from September 2017–H2 2019. Mean total, inpatient, outpatient, and pharmacy costs were
calculated and adjusted to 2019 US dollars. HCRU and costs were stratified by adverse events (AEs) of
interest—cytokine release syndrome (CRS) and neurological events (NEs)—identified through unvali-
dated “loose” and “strict” criteria.Results: A total of 205 pts were identified. Across databases, mean
age ranged from55.2–68.9 years, 63%286%weremale, and 88%2100%received CART cell therapy
in the inpatient setting. In the 3 months after CAR+ T cell infusion, mean TCOC for all pts ranged from
$353,6422$525,772 across databases (Table); mean TCOC were highest among pts who had CRS
($344,4862$730,224; strict CRS criteria). Mean inpatient length of stay (LOS) ranged from 17221 days
and was longer among pts who had CRS (18223 days; n = 62) or NEs (20224 days; n = 89) (strict CRS/
NE criteria). Conclusions: HCRU and TCOC among pts with DLBCL treated with CAR T cell therapies
were generally higher among pts who experienced CRS or NEs. Payors and health care systems may
benefit from considering the total cost of CAR T cell therapy, including HCRU associated with
treatment-emergent AEs. Research Sponsor: Bristol-Myers Squibb Company.

Variable
Clinformatics
(n = 56)

Humana
(n = 14)

MarketScan
(n = 60)

PharMetrics
(n = 75)

Costs, mean
Total $353,642 $395,648 $525,772 $453,490
Inpatient $236,135 $384,809 $486,533 $363,540
Outpatient $112,285 $9,897 $36,071 $86,525
Pharmacy $5,222 $942 $3,169 $3,425
CRS, n (%)
Loose criteria 47 (84) 13 (93) 45 (75) 63 (84)
Strict criteria 29 (52) 6 (43) 21 (35) 46 (61)
Severe CRS, n (%) 12 (21) 2 (14) 9 (15) 24 (32)
NE, n (%)
Loose criteria 38 (68) 12 (86) 35 (58) 52 (69)
Strict criteria 23 (41) 10 (71) 18 (30) 38 (51)
Severe NE, n (%) 17 (30) 9 (64) 15 (25) 32 (43)
Inpatient LOS, d
Mean 21 17 17 21
Median (range) 16 (1–91) 16 (1–48) 14 (1–65) 17 (2–69)
Subsequent therapy after
CAR T cell therapy

Received, n (%) 16 (29) 3 (21) 16 (27) 21 (28)
Median time to next treatment,
d

98 106 104 107
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77 Poster Session

Biosimilar usage in practices within the ASCO PracticeNET learning net-
work. First Author: Brian Bourbeau, American Society of Clinical Oncology,
Alexandria, VA

Background: In recent years, several antineoplastic biosimilar products have been
approved and marketed for use. We analyzed data from the ASCO PracticeNET learning
network to gain insights on the adoption of biosimilar products for bevacizumab, rit-
uximab, and trastuzumab. Methods: Our analysis included the following products:
bevacizumab, bevacizumab-awwb, bevacizumab-bvzr, rituximab (excluding rituximab
and hyaluronidase), rituximab-abbs, trastuzumab, trastuzumab-anns, and trastuzumab-
dkst, administered from July 2019 to March 2020. 19 practices submitted their billing
data; practices ranged in size from 2 to 29 hematologists/oncologists. Products were
identified through use of healthcare common procedure coding system codes. The
proportion of biosimilar product doses administered, as a percent of total doses for all
related products, was calculated per participating practice. Results: Use of biosimilar
products for bevacizumab (first biosimilar approval in September 2017) was first de-
tected in August 2019, averaging 1.4% of administered doses (confidence intervals in-
cluded in Table) with a range from 0% to 27% among participating practices; by March
2020, average use increased to 31% with a range from 0% to 100%. Use of biosimilar
products for rituximab (first biosimilar approval in November 2018), was first detected in
January 2020, averaging 2.6% of administered doses, with range of 0% to 30%; by
March 2020, average use increased to 18%, with a range of 0% to 61%. Use of biosimilar
products for trastuzumab (first biosimilar approval in December 2017) was first de-
tected in September 2019, averaging 0.9% of administered doses with a range of 0%
to 17%; by March 2020, average use increased to 35%, with a range of 0% to 98%.
Conclusions: The release of biosimilar products has been identified as a potential op-
portunity to lower the cost of drug therapy for cancer patients. Our analysis identified an
approximate 2-year lag from product approval to initial utilization followed by a steady
increase in the use of biosimilar products, along with a wide range of use among
practices. Research Sponsor: None.

Average use of biosimilar products per reference product (95% confidence intervals in parentheses).

Month Bevacizumab Rituximab Trastuzumab

Jul-19 0% 0% 0%
Aug-19 1.4% (0%, 4.3%) 0% 0%
Sep-19 3.7% (0%, 10%) 0% 0.9% (0%, 2.7%)
Oct-19 12% (0.3%, 24%) 0% 13% (0%, 27%)
Nov-19 14% (2.4%, 27%) 0% 20% (4.3%, 37%)
Dec-19 17% (5.8%, 28%) 0% 26% (8.5%, 43%)
Jan-20 22% (9.2%, 35%) 2.6% (0%, 6.1%) 29% (11%, 48%)
Feb-20 27% (11%, 43%) 11% (3.9%, 18%) 29% (12%, 46%)
Mar-20 31% (15%, 48%) 18% (7.2%, 29%) 35% (17%, 53%)

78 Poster Session

Financial and employment toxicity related to breast reconstruction fol-
lowing mastectomy in a diverse population-based cohort. First Author:
Nicholas L. Berlin, University of Michigan Health System, Ann Arbor, MI

Background: Despite mandated private insurance coverage for breast re-
construction following mastectomy, health care costs are increasingly passed
onto women who seek these procedures through cost-sharing arrangements
and high-deductible health plans. In this population-based study, we sought to
characterize financial and employment toxicities related to pursuing breast
reconstruction following mastectomy. Methods: Women (white, African
American, and Latina-English and Spanish speaking) with early stage breast
cancer (stages 0-II) diagnosed between July 2013 to September 2014 and who
underwent mastectomy were identified through the Georgia and Los Angeles
Surveillance, Epidemiology, and End Results (SEER) registries and surveyed.
Primary outcome measures included patient-reported appraisal of financial
toxicity and employment status following breast cancer treatment using
previously developed measures. Multivariable models evaluated the associ-
ation between breast reconstruction and self-reported financial and em-
ployment status.Results: Among 868 breast cancer patients who underwent
mastectomy, 43.5% (n = 378) did not undergo breast reconstruction and
56.5% (n = 490) underwent reconstruction. 43.4% of the cohort reported
being worse off financially since their diagnosis (49.4% with reconstruction
vs. 35.0% without reconstruction, P, .001). Among women who were
employed at time of breast cancer diagnosis (n = 535), 70.2% who underwent
reconstruction reported being worse off regarding employment status
compared to 51.1% who did not undergo reconstruction (P, .001). Receipt of
reconstruction was independently associated with a self-reported decline in
financial status (Odds Ratio (OR) 2.1, 95% Confidence Interval (CI) 1.4-3.4, P=
.001). Similarly, reports of being worse off regarding employment status were
also higher in those who underwent reconstruction vs. not (OR 2.2, 95% CI 1.2-
3.8, P= .006). Spanish-speaking Latina women more often reported being
worse off regarding employment status (OR 4.3, 95% CI 2.1-9.0, P, .001) than
white women. Conclusions: In this diverse cohort of women who underwent
mastectomy for early stage breast cancer, women who elected to undergo
reconstruction experienced more self-reported financial and employment
toxicities. Patients should be counseled regarding the potential costs related
to these procedures. Policy-makers should be aware of the financial barriers
for women who undergo reconstruction despite mandatory insurance cov-
erage in the United States. Research Sponsor: U.S. National Institutes of
Health.

79 Poster Session

Pharmacoeconomic savings associated with alternate dosing strategy of
nivolumab and ipilimumab combination therapy. First Author: Allison Kupsh,
UW Medicine/Seattle Cancer Care Alliance, Seattle, WA

Background: Nivolumab (NIVO) plus ipilimumab (IPI) is a commonly used
therapy for advanced melanoma. Original weight-based dosing of NIVO 1 mg/
kg plus IPI 3 mg/kg (NIVO1+IPI3) was approved in 2017. Recently, the
CHECKMATE 511 trial demonstrated improved tolerability of NIVO 3 mg/kg
plus IPI 1mg/kg (NIVO3 + IPI1) compared to the original dosing regimenwithout
observed differences in efficacy.Objective: To determine the pharmacoeco-
nomic implications of NIVO1+IPI3 and NIVO3+IPI1 with a dose banding strategy
applied.Methods: Patients with advancedmelanoma (N = 21) who received IPI
and NIVO in combination between 4/2019 – 7/2019were evaluated via a single-
center retrospective chart review. A total of 118 checkpoint inhibitor doses (59
NIVO, 59 IPI) were analyzed.Weapplied a dose banding strategy to both
NIVO1+IPI3 andNIVO3+IPI1 regimens to examine pharmaceutical expenditures
using the two dosing regimens, whichincluded our organization 10% dose-
vial rounding policy. Pharmaceutical expenditure using average wholesale
price (AWP), which was $32.42 per mg of NIVO and $180.03 per mg of
IPI, was calculated for each dosing strategy (NIVO1+IPI3 and NIVO3+IPI1).
Results: The anticipated cost savings of patients receiving NIVO3+IPI1
combination therapy compared to NIVO1+IPI3, (both with dose rounding
strategy applied), was $1,459,473 or .$70,000 per patient, representing a
47.2% savings from the original NIVO1 +IPI3 regimen (Table).Conclusions: In
addition to improved tolerability and comparable efficacy for NIVO3+IPI1 vs
NIVO1+IPI3, our study shows that adoption of the NIVO3+IPI1 regimen results
in significant savings in drug costs. Considerations should be made in future
combination trials to compare NIVO3+IPI1 as a treatment arm to NIVO1+IPI3 to
see if comparable clinical results can be obtained with less toxicity and de-
creased pharmaceutical spending. Research Sponsor: None.

Estimated expenditure by dosing strategy.

Regimen
Use of NIVO

(mg)
Cost of NIVO

($AWP)
Use of IPI

(mg)
Cost of IPI
($AWP)

Total NIVO + IPI Ex-
penditure
($AWP)

NIVO1+IPI3 5,660 $183,474.56 16,150 $2,907,549.1 $3,091,023.66
NIVO3+IPI1 15,620 $506,337.92 6,250 $1,125,212.5 $1,631,550.42

80 Poster Session

Cost-health literacy training in fellowship: A QI initiative. First Author:
Katrina Fischer, Univ of California Los Angeles, Los Angeles, CA

Background: Limited cost-health literacy is a significant factor in the phy-
sicians ability to discuss and navigate patient financial concerns. Because
these skills are not formally taught during training, the cost-health literacy of
graduate medical trainees is unknown. This study describes a QI initiative to
measure and improve upon the cost-health literacy skills of oncology fellows
as it pertains to objective knowledge and self-perceived cost communication
practices. Methods: All oncology fellows (n = 19) at the University of Cal-
ifornia, Los Angeles were invited to participate in QI project during the fall of
2019. Fellows participated in a case-based curriculum over three months,
consisting of a group didactic on financial toxicity (45 minutes) and an in-
teractive case based learning scenario that highlighted financial toxicity risk
factors and areas for intervention (30 minutes). We concluded with a group
discussion (30 minutes) to review and consolidate strategies, identfying in-
ternal and external resources that enable physicians to navigate financial
toxicity in direct patient care. A cost-health literacy survey was administered
at baseline and at the conclusion of the curriculum to evaluate the impact of
the program. Results: Of 19 participants, 17 participated and 16 completed
both the pre and post survey. These 16 were included in the analysis. After the
intervention, participants were more likely to report comfort discussing out of
pocket costs (50% v 19%, p = 0.005) and to feel they could help a patient
experiencing financial toxicity (62% v 6%, p = 0.005). Fellows were more
likely to report awareness of resources that were available to them to help
patients manage financial toxicity (69% v 19%, p 0.003) but were no more
likely to report asking patients about their subjective distress due to treatment
related costs (57% v 50%, p = 0.759). Conclusions: We can teach and im-
prove upon cost-health literacy skills through participation in a targeted, brief
curriculum. Further studies arewarranted to determine how this approach can
be applied in other settings and how it objectively impacts cost communication
practices. Research Sponsor: None.
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81 Poster Session

Compliance with every 12-week zoledronic acid dosing guidelines for bone
metastasis in breast cancer patients. First Author: Monika Kumar,
University of Texas Southwestern Medical School, Dallas, TX

Background: Bisphosphonates, including zoledronic acid (Zometa), decrease
skeletal-related events in breast cancer patients with bone metastasis but are
also associated with side effects and utilization costs. Data from a randomized
trial supporting 12-week versus 4-week dosing of Zometa was released in July
2016 and officially published in January 2017. We examined the practice
pattern of Zometa dosing over time in our practice to determine compliance
and develop interventions for improvement. Methods: We conducted a ret-
rospective chart review on all breast cancer patients treated at Parkland
Health and Hospital System oncology clinic to identify patients who were
initiated on Zometa for bone metastasis between June 2015 and September
2019. The initially prescribed dosing frequencies were assessed for time pe-
riods before and after the Zometa dosing data was made available. The
prescribing patterns were also compared between teaching and non-teaching
clinics. An educational review of the guidelines was presented to providers in
all clinics in March 2020 to improve compliance. Results: In the year prior to
July 2016, of the 27 patients who started Zometa, only 1 (4%) was on every 12-
week dosing. In the six months after release of the data, 29% (6/21 patients)
were placed on 12-week Zometa dosing. Between January 2019 and Sep-
tember 2019, 52% of patients were started on the recommended 12-week
dosing interval. These patterns were consistent between teaching and non-
teaching clinics. Conclusions: We found that the variability in Zometa pre-
scribing patterns persisted despite updated national guidelines and multiple
studies supporting 12-week dosing intervals. In addition to educational in-
terventions, we plan to implement electronic interventions to improve rates of
compliance with the goal of 80% adherence by September 2020. Improved
adherence will likely lead to a reduction in potential complications from
treatment as well as infusion costs (estimated $482.81 saved per patient
annually). Research Sponsor: None.

82 Poster Session

Comparison of perspectives and practices to mitigate financial toxicity
between advance practice providers and attending oncologists. First
Author: Meera Vimala Ragavan, Department of Medicine, Stanford
University School of Medicine, Stanford, CA

Background: Characterizing the oncology provider’s role in addressing the
growing epidemic of financial toxicity faced by cancer patients is of increasing
importance. Advance practice providers (APPs) increasingly serve as primary
providers formany cancer patients, but no studies to date have examined their
perspectives and practices in addressing financial toxicity, nor compared them
to that of attending physicians. Methods: We developed an 18-question
electronic, anonymous survey informed by an extensive literature search
regarding perspectives on the provider’s role and current practices in
addressing financial toxicity. We emailed the survey to 75 attending physicians
and 117 APPs at our institution’s cancer center. Responses during the study
period 12/12/2018-1/31/2019 were analyzed. Results: 32 attending physicians
and 28 APPs completed the survey. Response rates were higher among at-
tending physicians (42%) compared to APPs (24%). Attending physicians
were more likely than APPs to agree that providers should openly discuss cost
(75% vs. 36%, p = 0.002). APPs were more likely to agree that providers
should defer cost conversations to a third party (57% vs. 31%, p = 0.04) and
make the same treatment recommendation regardless of cost (50% vs. 25%,
p = 0.022). Use of cost-effectiveness (CE) guidelines was higher among APPs
compared to attending physicians (71% vs. 31%, p = 0.0019). Awareness of out
of pocket costs, frequency of referrals to financial counselors, and ranking of
top barriers to cost conversations (price transparency, knowledge of re-
sources, and time) were similar between attending physicians and APPs.
Conclusions: While APPs and attending physicians differed considerably in
their perspectives on the role oncology providers should take in mitigating
financial toxicity, they were more consistent in current practices and iden-
tification of barriers to cost conversations. APPs were interestingly more
likely to use CE guidelines than attending physicians. Higher response rates
among attending physicians may reflect inherently stronger opinions re-
garding the provider’s role in addressing financial toxicity. Future studies
should explore these differences to better inform provider-level interventions
to reduce financial toxicity. Research Sponsor: None.

83 Poster Session

Financial burdens of insured adolescent and young adult cancer patients:
A need for crowdfunding platforms, fundraisers, financial grants, and cost
conversations with their cancer care team. First Author: Karely Mann,
Huntsman Cancer Institute, University of Utah, Salt Lake City, UT

Background: Cancer patients in the United States often experience distress
surrounding out of pocket costs from treatment. Adolescents and young
adults (AYA) are more likely to be underinsured, skip care due to cost, go into
debt, and file for bankruptcy after a cancer diagnosis than patients diagnosed
at older ages. We conducted semi-structured interviews with AYA cancer
patients and survivors to evaluate their experiences with health insurance,
cancer costs and use of crowdfunding. Methods: Eligible participants were
ages 18-39, diagnosed with cancer, and currently insured. Recruitment oc-
curred largely through patient navigators at two large cancer centers from
October 2019 to March 2020. Data was collected via individual semi-
structured telephone interviews, which were analyzed for content. Ques-
tions were asked pertaining to crowdfunding platforms, fundraisers, satis-
faction with current health insurance policy, and cost conversations with their
cancer care team. Interviews were analyzed applying two rounds of thematic
content analysis. Summary statistics were calculated for demographics.
Results: Twenty-four interviews were completed, with more than half of
participants being female (58%), most participants being Non-Hispanic White
(79%), mean age at 26.5, and currently receiving cancer treatment (79%).
Three themes emerged about AYAs’ experience with treatment costs and
health insurance: 1) Even with insurance, cancer care was unexpectedly ex-
pensive and burdensome on financial wellbeing; 2) Conversations about cost
with cancer care teams were brief and rare and 3) Crowdfunding platforms,
fundraisers or financial grants were often used as financial safety nets, and did
not cover all out of pocket costs. More than half of participants expressed
interest in having cost conversations with their oncologist, nurse or social
worker. All participants expressed a need for education on managing cancer
costs and a particular interest in educational information on appeals and out of
pocket costs. Conclusions: AYAs with cancer report unexpected costs and
are interested in discussing this with their cancer care team. AYAs often
receive money from fundraisers, financial grants or crowdfunding platforms
to assist with the expenses of treatment. Discussions between cancer care
teams and AYA patients about health insurance policies and cost saving
mechanisms may help reduce out of pocket costs and reliance on external
financial mechanisms. Research Sponsor: U.S. National Institutes of Health.
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84 General Session

Disproportionate impact of COVID-19 disease among racial and ethnic
minorities in the U.S. cancer population as seen in CancerLinQ Discovery
data. First Author: Danielle Potter, American Society of Clinical Oncology,
Alexandria, VA

Background: Patients with cancermay face difficult care decisions during the
COVID-19 outbreak in the US. Understanding COVID-19 risk factors may help
patients and oncologists identify high-risk patients and plan for the best
cancer treatment in a timely fashion. This analysis provides an assessment of
racial and ethnic risk factors for COVID-19 disease within the CancerLinQ
(CLQ) Discovery database. Methods: CLQ is a health technology platform
developed by ASCO, which collects and aggregates longitudinal electronic
health record (EHR) data from oncology practices throughout the United
States. Patients with a diagnosis of a malignant neoplasm and at least two
encounters in the past year at a reporting CLQ practice were defined as the
underlying cancer patient population at risk for SARS-CoV-2 infection. COVID-
19 caseswere identified via a positive RT-PCR test for SARS-CoV-2 RNA and/or
an ICD-10 code for coronavirus (e.g., B97.29, U07.1, or U07.2). Relative risks
and 95% CI were calculated using SAS. Results: We identified 232,428 pa-
tients with cancer. From 1/1/2020-4/30/2020, we identified 223 COVID-19
cases in patients with cancer. Of these, 203 had a positive RT-PCR, 26 had an
ICD-10 diagnosis code for SARS-CoV-2, and 6 had both. SARS-CoV-2 cases
were identified from 19 of the 35 CLQ practices (52.8%) reporting data during
the study period. Compared to white patients, African Americans were ap-
proximately 2 times more likely to have COVID-19 disease (RR = 1.95; 95% CI =
1.40-2.71), and Hispanics were more than 4 times more likely (RR = 4.65; 95%
CI = 3.36-6.43). Patients with hematologic cancerswere 1.5 times as likely to be
diagnosed with COVID-19 (RR = 1.53; 95% CI = 1.09-2.16) compared to patients
with solid tumors. At the time of this abstract, 10 patients (4.5%) died.
Conclusions: These results are based on data from a sample of CLQ practices
and represent an initial analysis of COVID-19 in the CLQ population. The el-
evated risk for COVID-19 among African Americans and Hispanics with cancer
is noteworthy, particularly since these patients often suffer poorer cancer
outcomes. The elevated risk among patients with hematologic cancers is also
worth noting because these patients often have compromised immune sys-
tems and are already susceptible tomany other types of infection. Because the
US is in the midst of an active outbreak, we are continuing to analyze new
cases and additional risk factors, such as geographical location, anti-cancer
treatments, and other cancer variables (e.g. stage). Research Sponsor: ASCO
CancerLinQ.

85 General Session

Utilization of a multisite financial reimbursement program to promote
racial/ethnic diversity and inclusion in therapeutic cancer clinical trials:
The iMPACT Study. First Author: Hala Borno, University of California, San
Francisco, San Francisco, CA

Background: A lack of racial/ethnic diversity among cancer therapeutic
clinical trial (TCT) participants remains a critical problem. The significance of
costs, both direct and indirect, associated with cancer TCT participation are
increasingly understood. Here, we report findings observed in the IMproving
Patient Access to Cancer clinical Trials (IMPACT) study, a pilot feasibility study
investigating the feasibility and efficacy of offering a financial reimbursement
program (FRP) during cancer TCT discussion with or without additional
outreach in improving enrollment and diversity. Methods: Participants for
this study were recruited at two Comprehensive Cancer Centers (CCCs) from
April to September 2019. Patients were randomized 1:1 to receive a brochure
about a FRP at time of consent for a TCT or receive brochure and outreach
through a scripted follow-up phone call regarding the FRP. Results: No
difference in TCT enrollment was observed between study arms. Among 170
patients approached to participate, 132 (78%) provided consent. The par-
ticipant mean age was 57 years old (std dev = 14 years). Among participants
57% were male and 49% were white. The remaining major racial/ethnic
groups were Black (5%) Asian (13%) and Hispanic (26%). The proportion of
non-whites was greater among IMPACT study (43%) compared to CCC TCT
(28%) participants. Among FRP participants, 24% reported a household
income , $25,000 and 14% from $25,001 to $56,000. Conclusions: This
study observed that offering an FRP as part of TCT discussion is feasible and
effective at CCCs. An outreach phone call is not required in order to influence
enrollment in TCT. FRP recipients are racially/ethnically diverse and low
socioeconomic status. Research Sponsor: Lazarex Cancer Foundation.

86 Oral Abstract Session

Association of cancer history and medical financial hardship with mor-
tality in the United States. First Author: K Robin Yabroff, American Cancer
Society, Atlanta, GA

Background: Cancer survivors frequently experience medical financial
hardship in the United States. Little is known, however, about its long-term
health consequences. In this study, we examine the associations of cancer
history, medical financial hardship and mortality in a large nationally repre-
sentative sample.Methods: We identified cohorts of adults aged 18-64 years
(n = 415,114) and 65-79 years (n = 73,571) from the 1997-2014 National Health
Interview Survey (NHIS) and the NHIS Linked Mortality Files with vital status
through December 31, 2015. Medical financial hardship was measured as
problems affording care or delaying or forgoing anymedical care due to cost in
the past 12 months using survey questions consistently available in all NHIS
years. Risk of mortality estimated with weighted Cox’s proportional hazards
models with age as the time scale, controlling for the effects of sex, race/
ethnicity, educational attainment, marital status, comorbid conditions, region,
and survey year. Health insurance coverage was added separately to multi-
variable models. All estimates accounted for the complex survey design.
Results: Among adults aged 18-64 years, 29.6% with and 21.3% without a
cancer history reported financial hardship Among adults aged 65-79 years
with and without a cancer history, the same percentage reported financial
hardship: 11.1%. Among adults aged 18-64 years, cancer survivors with fi-
nancial hardship had the highest adjusted mortality risk (hazard ratio [HR]:
2.14, 95% confidence interval [95CI]: 1.92-2.37); followed by cancer survivors
without medical financial hardship (HR: 1.93, 95CI: 1.81-2.06); and adults
without a cancer history with medical financial hardship (HR: 1.36; 95CI: 1.31-
1.41) compared with adults with neither a cancer history nor financial hardship.
Similar pattern was observed among adults aged 65-79 years: cancer sur-
vivors with (HR: 1.62, 95CI: 1.45-1.82) and without (HR: 1.34, 95CI: 1.28-1.24)
medical financial hardship and adults without a cancer history with financial
hardship (HR: 1.17, 95CI: 1.10-1.24) had elevated mortality risk. Further ad-
justment for health insurance coverage reduced the magnitude of association
of financial hardship and mortality among adults 18-64 years, but further
adjustment for insurance had little effect on mortality risk among those aged
65-79 years. Conclusions: Medical financial hardship was associated with
increased risk of mortality among adults with and without a cancer history,
highlighting the need for efforts to mitigate financial hardship in the United
States. Research Sponsor: None.

87 Oral Abstract Session

Disparities in the use of telehealth during the COVID-19 pandemic. First
Author: Cardinale B. Smith, Icahn School of Medicine at Mount Sinai, New York,
NY

Background: NewYork City was the epicenter of the COVID-19 pandemic. Public
concern about exposure and policies to “flatten the curve” led to abrupt cur-
tailment of health care service use, including cancer. Innovative strategies to
mitigate the disruption, including telemedicine, was utilized. However, this may
be less accessible to minority populations. We evaluated the differences in
telehealth use among minorities and non-minorities with cancer. Methods: Our
health system includes an NCI designated cancer center and 8 ambulatory sites
across New York City. Utilizing the electronic medical record (EMR) we collected
data on all cancer patients with an in-person or telehealth visit during the peak of
the pandemic from March 1, 2020 to June 1, 2020. Race/ethnicity and visit type
data was collected from the EMR. Telehealth includes video visits and telephone
encounters. We used ANOVA and-chi square where appropriate to identify
differences between the racial and ethnic groups in terms of use and type of
telehealth and compared any differences to baseline cancer center demo-
graphics. Results: There were a total of 7,681 telehealth visits during 3/1/2020-
6/1/2020; 76% were video visits. At baseline in 2019, , 1% of all patient visits
were conducted via telehealth. Within our cancer center our demographic
breakdown for patients seen in 2019 includes 42% patients were white, 23%
Black, 14% Hispanic and 7% Asian. Among those patients utilizing video visits,
50% patients were white, 17% Black, 8% Asian, and 5% Hispanic. Among those
patients utilizing phone encounters, 43% patients were white, 23% Black, 7%
Hispanic and 6% Asian. Conclusions: During the COVID-19 pandemic our uti-
lization of telehealth increased exponentially. There were significant disparities
observed in the use of telehealth with Black, Hispanic and Asian patients having
less utilization. These findings are important as telehealth use will now become
more integrated into standard oncologic care, and it is likely that we will have a
second or third wave of COVID-19 infections. Future work to understand the
determinants of these disparities and interventions are needed. Research
Sponsor: None.

Characteristic All Patients
White
N, (%)

Black
N, (%)

Hispanic
N, (%)

Asian
N, (%)

Other
N, (%) p-value

Age, mean 6SD 63 6 5 64 6 5 63 6 4 61 6 3 65 6 4 64 6 4 0.32
Telehealth 7681 (100) 3714 (48) 1450 (19) 456 (6) 547 (7) 1514 (20) 0.02
Video Visit 5857 (76) 2929 (50) 1006 (17) 318 (5) 451 (8) 1153 (20) 0.003
Phone 1824 (24) 785 (43) 419 (23) 135 (7) 99 (6) 386 (21) 0.02
Total patient population 14791 6274 (42) 3410 (23) 2100 (14) 1020 (7) 1987 (13)
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88 Oral Abstract Session

The COVID-19 pandemic impact on breast cancer care delivery at an
academic center in New York City. First Author: Tejus Satish, Columbia
University Vagelos College of Physicians and Surgeons, New York, NY

Background: The coronavirus disease 2019 (COVID-19) pandemic has altered
healthcare delivery. To save resources and reduce patient exposure, non-
urgent care has been postponed. Previous work has focused on cancer pa-
tients with COVID-19, but little has been reported on the impact on patients
without COVID-19. We aimed to characterize breast cancer (BC) patients
without COVID-19 whose care was impacted by the COVID-19 pandemic at an
academic center in New York City. Methods: We performed a retrospective
cohort study of BC patients treated at a medical oncology practice between 2/
1/2020-4/30/2020. Patients were included if they were scheduled to receive
intravenous or injectable therapy or were scheduled as a new patient. Patients
were excluded if they tested positive for COVID-19 or transferred care during
the study period. Demographic and treatment information were obtained by
chart review. Delays/changes in systemic therapy, imaging, interventional
radiology procedures, radiation, and surgery were tracked. Delays were de-
fined as postponements of scheduled care. Changes were defined as care
alterations without postponements. Care impact was defined as any change/
delay in any of the above oncologic care a patient was scheduled for. We
conducted a univariate analysis to compare demographics and care impact
using x2 analyses. Results: Of 351 eligible patients, the majority had stage 0-
III BC (71.9%) and hormone receptor-positive HER2-negative BC (69.5%). Less
than half were Caucasian (43.9%). Care was impacted due to the pandemic in
149 (42.5%) of patients. Surgery changes/delays were most frequent (37 of
84 patients, 44.0%), followed by changes/delays in systemic therapy (90 of
351 patients, 25.6%) and imaging (58 of 282 patients, 20.6%). Patients of
Asian, Black, and other non-reported races were more likely to experience a
care impact vs. Caucasian patients (47.1% vs. 44.4% vs. 55.6% vs. 31.2%, p =
0.001). Hispanic patients were more frequently impacted vs. non-Hispanic
patients (47.6% vs. 35.9%, p = 0.06). Medicaid and Medicare patients were
also more frequently impacted vs. commercially insured patients (54.7% vs.
41.4% vs. 36.2%, p = 0.02). BC stage and hormone receptor status were not
significantly associated with care impacts.Conclusions: We found that nearly
half of our BC patients experienced a change/delay in workup or treatment
during the COVID-19 pandemic. We also found significant racial and socio-
economic disparities in the likelihood of care impact. Ongoing studies will
determine the impact of alterations in care on cancer outcomes. Research
Sponsor: None.

89 Rapid Abstract Session

The association between Medicaid insurance, biomarker testing, and out-
comes in patients with advanced non-small cell lung cancer (aNSCLC).
First Author: Cary Philip Gross, Yale School of Medicine, New Haven, CT

Background: Prior work suggests that patients (pts) with Medicaid experi-
ence lower quality cancer care and worse outcomes than pts with private
insurance. It is unclear whether these disparities persist in the era of per-
sonalized medicine. We therefore examined the relation between Medicaid (vs
private) insurance and receipt of biomarker testing, targeted therapy, and
overall survival in a contemporary cohort of pts with aNSCLC. Methods: We
conducted a retrospective study of pts with aNSCLC, diagnosed Jan 2011
through Sep 2019 using the nationwide US Flatiron Health EHR-derived de-
identified databases comprising data from over 280 (largely community
based) cancer clinics (~800 sites of care) and representing more than 2.4
million US cancer patients available for analysis. Eligible pts were 18-64 years
old, had either Medicaid or Commercial insurance at the time of advanced
diagnosis, and had a visit #120 days after advanced diagnosis. We assessed
evidence of receipt of biomarker testing (ALK, EGFR, BRAF, ROS1, PDL1)
according to year of diagnosis. The likelihood of testing, biomarker-driven
therapy (immunotherapy (CIT) or tyrosine kinase inhibitor (TKI) treatment and
mortality were compared by insurance type using Cox regression adjusted for
baseline characteristics. Results: The sample included 6,145 commercially
insured and 865 Medicaid pts. Compared with commercially insured pts,
Medicaid beneficiaries were more likely to be Black (20% vs. 9.3%); P, 0.01)
and less likely to have evidence of testing with any biomarkers (57% vs. 71%;
P , 0.01). In the adjusted analysis, Medicaid pts were less likely to have ev-
idence of testing (HR [95%CI]: 0.81 [0.74, 0.89], p , 0.01), any 1L treatment
(HR [95%CI]: 0.72 [0.66, 0.79], p , 0.01) and 1L biomarker-driven therapy
(HR [95%CI]: 0.70 [0.58, 0.84], p , 0.01). A higher risk of death was ob-
served in Medicaid vs. commercially insured pts (HR [95%CI]: 1.23 [1.13, 1.34],
p , 0.01) which was partially ameliorated after adjusting for testing and
treatment (HR [95%CI: 1.15 [1.05, 1.25], p, 0.01). Among Medicaid pts, those
who had no biomarker tests had a 27% higher risk of mortality compared
to those who had at least one test (HR [95% CI: 1.27 [1.06, 1.53], p , 0.01).
Conclusions: Medicaid pts with aNSCLC had a 23% higher risk of mortality
than commercially insured pts. The increased risk of mortality was partially
mediated by disparities in testing and treatment, and improved access to
these resources may improve outcomes for Medicaid beneficiaries. Re-
search Sponsor: Genentech.

90 Rapid Abstract Session

Associations of rural residence and low socioeconomic status on the risk
of new onset cardiovascular disease (CVD) in cancer patients. First Author:
Atul Batra, Tom Baker Cancer Center, Calgary, AB, Canada

Background: Cancer patients are predisposed to CVD due to cancer treatments
and shared risk factors (smoking/physical inactivity). We aimed to assess if rural
residence and low socioeconomic status (SES) modify the risk of developing
CVD. Methods: Patients diagnosed with non-metastatic solid organ cancers
without baseline CVD in a large Canadian province from 2004 to 2017 were
identified using the population-based registry. Postal codes were linked with
Census data to determine rural residence as well as neighborhood-level income
and educational attainment. Low income was defined as ,46000 CAD/annum;
low education was defined as a neighborhood in which ,80% attended high
school. Myocardial infarction, congestive heart failure, arrythmias and cere-
brovascular accident constituted as CVD.We performed logistic regression
analyses to examine the associations of rural residence and low SES with the
development of CVD, adjusting for measured confounding variables.
Results: We identified 81,275 patients diagnosed with cancer without pre-
existing CVD. The median age was 62 years and 54.2% were women. The
most prevalent cancer types included breast (28.6%), prostate (23.1%), and
colorectal (14.9%). At a median follow-up of 68 months, 29.4% were diagnosed
with new CVD. The median time from cancer diagnosis to CVD was 29 months.
Rural patients (32.3 vs 28.4%,P , .001) and those with low income (30.4% vs
25.9%,P , .001) or low educational attainment (30.7% vs 27.6%,P , .001)
experienced higher rates of CVD. After adjusting for baseline factors and
treatment, rural residence (odds ratio[OR], 1.07; 95% confidence interval[CI],
1.04-1.11;P , .001), low income (OR,1.17;95%CI,1.12-1.21;P , .001) and low edu-
cation (OR,1.08;95%CI,1.04-1.11;P , .001) continued to associate with higher
odds of CVD. Further, patients with colorectal cancer were more likely to de-
velop CVD compared with other tumors (OR,1.12;95% CI,1.04-1.16;P = .001). A
multivariate Cox regressionmodel showed that patients with low SESweremore
likely to die, but patients residing rurally were not. Conclusions: Approximately
one-third of cancer survivors develop CVD on follow-up. Despite universal
healthcare, marginalized populations experience different CVD risk profiles that
should be consideredwhenoperationalizing lifestylemodification strategies and
cardiac surveillance programs. Research Sponsor: None.

Hazard ratio 95% confidence interval P-value

Rural residence 1.02 0.99-1.05 .121
Low-income 1.19 1.15-1.23 , .001
Low-education 1.10 1.07-1.13 , .001

91 Rapid Abstract Session

Racial disparities in adolescent and young adult cancer clinical trial en-
rollment. First Author: Elizabeth Siembida, Center for Health Innovation and
Outcomes Research, Northwell Health, Manhasset, NY

Background: African American/Black (Black) patients have historically been
underrepresented in cancer clinical trials (CCTs); additionally, adolescents and
young adults (AYAs; diagnosis between 15-39 years) enroll on CCTs at
alarmingly low rates. However, few studies have explored the participation of
Black AYAs in CCTs. Therefore, we aimed to assess Black AYA CCT enrollment
onto National Cancer Institute (NCI)-sponsored CCTs and compare enrollment
of Black AYAs to enrollment of Black children (, 15 years) and adults (40+
years).Methods: Utilizing data from the Cancer Therapy Evaluation Program,
we examined Black AYA enrollment onto CCTs from 2000-2016. We described
the total Black AYA enrollments and the proportion of Black AYA enrollments
by age (15-19, 20-29, 30-39 years) and sex.We also compared the proportion of
Black AYA enrollments to the proportion of Black children and adult enroll-
ments. Enrollment proportion was defined as Black enrollments over total age
group enrollment. The x2 test was used to assess differences in proportional
enrollment between groups. P values , 0.05 were considered statistically
significant. Results: From 2000-2016, 3,893 Black AYAs enrolled onto NCI-
sponsored CCTs. Black AYA enrollment was lowest among 20-29 year-old
AYAs (N=719) compared to 15-19 year-old (N=1,074) and 30-39 year-old AYAs
(N=1,408). The proportion of enrollments of Black AYA patients age 15-19 was
significantly higher than enrollments for AYAs age 20-29 and 30-39 (12.6% vs.
10.9% vs 10.9%, respectively, both p’s,0.003). The proportion of male Black
AYA enrollments decreased by age, with 61.8%, 40.9%, and 22.6% male
enrollment for patients age 15-19, 20-29, 30-39, respectively. Despite a sig-
nificantly higher incidence of cancer in AYAs compared with children, 20.5%
more Black children enrolled on trials compared with Black AYAs. The pro-
portion of Black AYA enrollment was marginally higher than Black children
(11.3% vs. 10.6%, p = .04), and significantly higher than Black adults (11.3%
vs. 8.0%, p , .001). The proportion of Black AYA enrollments did not sig-
nificantly change between 2000-2007 and 2008-2015 (10.9% vs 11.8%,
p=0.33).Conclusions: Racial disparities exist within AYA enrollment on CCTs,
with Black AYAs age 20-29 and Black male AYAs least likely to enroll. Despite
an increasing focus on improving CCT enrollment of underrepresented
groups, enrollment of Black AYAs has not increased. Future studies are
needed to elucidate barriers and facilitators to CCT enrollment and guide
future intervention development. Research Sponsor: None.
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92 Rapid Abstract Session

“When offered to participate”: A systematic review and meta-analysis of
patient agreement to participate in cancer clinical trials. First Author:
Joseph M. Unger, Fred Hutchinson Cancer Research Center, Seattle, WA

Background: Patient participation in clinical trials (CTs) is vital for knowledge
advancement and outcomes improvement. The rate of CT participation for
adult cancer patients is between 5%-8%; many CTs fail due to poor accrual.
Although patient decision-making is a common focus of studies examining
barriers to CT participation, the rate of trial participation for patients actually
offered a CT is unknown. Methods: We conducted a systematic review and
meta-analysis using PubMed,Web of Science, andOvidMedline search engines
to identify studies over 20 years (1/1/2000-1/1/2020) that examined CT par-
ticipation. Studies must have been conducted in the United States and
specified the number of patients offered a CT and the number enrolled. We
conducted a meta-analysis of single proportions using random effects. Rates
were examined for both treatment trials and cancer control (CC) studies. We
also compared the rates of enrollment between Black, Hispanic, and Asian
patients versus White patients. Clinical care setting (academic vs community)
was examined as a potential moderator. Results: We screened 3,241 unique
citations and identified 35 (30 treatment and 5 CC) studies among which n =
9,759 patients were offered CT participation. Overall, 55.0% (95%CI: 49.4%-
60.5%) of patients offered a CT agreed to enroll. Trial participation rates did
not differ between treatment (55.0%, 95% CI: 48.9%-60.9%) and CC trials
(55.3%, 95% CI: 38.9%-71.1%, p = .98); however, participation rates were
significantly higher at academic centers (58.4%, 95% CI: 52.2%-64.5%)
versus community centers (45.0%, 95% CI: 34.5%-55.7%, p = .04). In
common studies, Black patients agreed to participate at similar rates (58.4%,
95% CI: 46.8%-69.7%) compared to White patients (55.1%, 95% CI: 44.3%-
65.6%, p = .88). Results were also similar comparing White versus Hispanic or
Asian patients. The main reasons for non-participation were treatment choice
or lack of interest. Conclusions: More than half of all cancer patients who are
offered CTs do participate; results were consistent between major race/
ethnicity groups. This finding upends several conventional beliefs about
cancer clinical trial participation, including that Black patients are less likely to
agree to participate and that patient decision-making is the primary barrier to
participation. Policies and interventions to improve CT participation should
focus more on modifiable systemic structural and clinical barriers, such as
improving access to existing trials and broadening trial eligibility. Research
Sponsor: The Hope Foundation for Cancer Research.

93 Rapid Abstract Session

Eligibility of real-world patients with metastatic lung cancer for clinical
trial participation: A population-based analysis. First Author: Atul Batra,
Tom Baker Cancer Center, Calgary, AB, Canada

Background: Due to highly selective enrollment in clinical trials, the generalizability of
results may be limited. This study aimed to identify the proportion of real-world patients
with metastatic lung cancer (MLC) eligible to participate in a clinical trial. Methods: We
identified patients diagnosed with MLC in a large Canadian province from 2004 to 2017.
Ineligibility to participate in a clinical trial was defined by common exclusion criteria: age.
75 years, anemia, comorbid conditions (heart disease, uncontrolled diabetes, kidney
disease, or liver disease) and history of a prior malignancy or immunosuppression. Lo-
gistic regression models were used to describe the likelihood of receiving systemic
therapy and Cox regressionmodels were constructed to determine the association of trial
ineligibility with overall survival (OS). Results: A total of 13,996 patients were included;
the median age was 70 years and 46.9% were women. Of these, 8,615 (61.6%) were trial-
ineligible. The common reasons for ineligibility were age . 75 years (11.5%), abnormal
renal function (8.3%) and prior immunosuppression (3.2%). Further, 32.3% of patients
were ineligible by multiple exclusion criteria. In the real-world, 40.6% and 21.8% of trial-
eligible and ineligible patients received systemic therapy (P , .001), respectively. After
adjusting for age and sex, trial-ineligible patients had lower odds of receiving systemic
therapy (odds ratio, .84; 95% confidence interval [CI], .76-.92; P , .001). At a median
follow-up of 66.2 months, the median OS of trial-eligible patients was 5.1 months as
compared to 2.9months in those deemed ineligible (P, .001). Receipt of systemic therapy
was associated with longer OS in both trial-eligible (10.5 vs 2.7 months, P , .001) and
ineligible (9.3 vs 2.1 months, P, .001) patients. In a Cox regressionmodel that adjusted for
age, sex and systemic therapy, ineligibilitywas predictive of worseOS.Conclusions: More
than half of patients with MLC are ineligible to participate in clinical trials. Real-world use
of systemic therapy was generally low, but its use was associated with improvement in OS
even among individuals considered trial-ineligible. Clinical trials should broaden their
eligibility criteria to better represent the phenotype of real-world patients so that findings
are more generalizable. Research Sponsor: None.

Hazard ratio (95% confidence interval) P-value

Age at diagnosis 1.01 (1.00-1.01) .005
Sex 1.20 (1.16-1.24) , .001
Female
Male
Trial-ineligible 1.14 (1.09-1.18) , .001
No
Yes
Systemic therapy .43 (.42-.45) , .001
No
Yes

94 Poster Session

Do eligibility criteria restrict access to clinical trials? First Author: Nessa
Stefaniak, Roswell Park Comprehensive Cancer Center, Buffalo, NY

Background: Stringent eligibility criteria may be a barrier to oncology clinical trial
enrollment. We examined patients meeting basic trial eligibility criteria defined in a
clinical pathway where the trial was not selected, and then performed a thorough
review of full trial eligibility.Methods: Locally available trials are embedded into a
pathways tool used at the point of care by medical oncologists at a tertiary cancer
center. The physician can choose to have the patient fully screened for the rec-
ommended trial or bypass it. Patients where the physician bypassed the trial for
eleven Phase 2 and 3 solid tumor trials from April 2018 to December 2019 were
reviewed for trial eligibility. Basket trials and adoptive cellular therapy trials were
excluded. Trials selected for the audit were presented formore than 20 patients and
were bypassed in 80% or more cases. For each trial a random set of 20% of cases
or a minimum of 15 cases minimum were reviewed. Results: Among the 184 cases
reviewed, 149 (81%) were trial ineligible based upon one or more criteria. The most
common reasons for patients’ ineligibility were the wrong biomarker profile, prior
drug treatment, and health conditions including co-morbidities, autoimmune dis-
eases, other cancers and poor performance status. Conclusions: The majority of
patients meeting basic eligibility in a clinical pathways system did not meet strict
eligibility criteria. This suggests the trials may not be reflective of the needs of the
cancer population being treated and may limit the applicability of trial results to the
general cancer population. Use of the pathway program to define eligibility is limited
by the numerous and nuanced eligibility criteria that cannot be programmed into
the pathways system. Clinical trials eligibility criteria and pathway tools need to
adapt to the patient population to help advance cancer research. Research Sponsor:
None.

Disease
Type

Patient Summary Reason for non-eligibility

Poor perfor-
mance status

N
reviewed

Already
enrolled
to the
trial Eligible

Not
Eligible

Bio-
Marker
Profile

Prior
Tx

Other
Health

Conditions
Other
Reasons

Colorectal 71 2 15 56 39 16 10 9 1
Prostate 15 0 2 13 1 10 1 0 2
Lung 69 0 7 62 35 16 19 5 6
Pancreatic 14 2 7 7 0 1 1 5 0
Ovarian 15 0 4 11 0 16 0 0 0
Total 184 4 35 149 75 59 31 19 9

95 Poster Session

Role of oncology-advanced practitioners to enhance clinical research. First
Author: Christa Marie Braun-Inglis, University of Hawaii Cancer Center,
Honolulu, HI

Background: Oncology Advanced Practitioners (APs), including Nurse
Practitioners, Physician Assistants, Clinical Nurse Specialists, and Pharma-
cists are highly trained health care providers that contribute significantly to
quality cancer care. Given low clinical trial enrollment among adult oncology
patients, understanding current research responsibilities of APs could lead to
identification of opportunities to leverage this workforce to enhance accrual
and conduct of clinical trials.Methods: A65-item validated survey addressing
attitudes, beliefs and responsibilities of oncology APs participating in clinical
research was distributed from January 22 through March 6, 2020. Outreach
via the Association of Community Cancer Centers (ACCC) and Harborside was
utilized to reach a sample set of 14,601 oncology APs’ emails. The survey was
administered and data were analyzed using Survey Monkey. Results: 408
U.S. oncology APs completed the survey. Respondents were primarily white
(83%), female (92%) and nurse practitioners (71%). Thirty-five percent
practiced in an academic setting and 62% practiced in a community setting.
Nearly all respondents believed that clinical trials are important to improve
oncology care standards and more than 90% reported that clinical trials were
available at their practice. Nearly 80% reported that they are comfortable
discussing treatment options with patients, discussing clinical trials in general,
and know where to find clinical trials. Furthermore, 80% participate in the
care of patients enrolled on clinical trials. Only 60%, however, are comfortable
discussing trials available at their practice and only 38% routinely explore
whether a clinical trial is available for their patients. While 70% of APs ap-
proach eligible patients about clinical trials at their practice, only 20% re-
ported doing so “a great deal” or “a lot”. Ninety percent of APs reported that
they should play a role in clinical research and 75% would like to be more
involved in the clinical trial process. Barriers to greater involvement in clinical
trials include lack of time, inadequate awareness of clinical trial specifics, and
under-representation on research committees. Conclusions: The majority of
oncology APs are engaged and interested in clinical trials and believe that
research is important to improve cancer care. However, they are not being
utilized to their full scope. Multidisciplinary team integration, trials-related
education, and policy change is needed to allow this group of skilled pro-
fessionals to realize their full potential within cancer clinical trials. Research
Sponsor: None.
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96 Poster Session

Factors associated with clinical trial participation for patients with pros-
tate cancer. First Author: Brian Shinder, Section of Urologic Oncology,
Rutgers Cancer Institute of New Jersey and Rutgers Robert Wood Johnson
Medical School, New Brunswick, NJ

Background: Clinical trials are critical for the development of new treatment
paradigms for Prostate Cancer (PCa). The primary aim of this study was to
characterize the factors associated with clinical trial participation for patients
with PCa. The secondary objective was to examine survival outcomes in the
clinical trial and control cohorts. Methods: The National Cancer Database
(NCDB) was queried for patients with PCa who were coded as having enrolled
in a clinical trial. Trial patients were matched in a 1:8 ratio to controls based on
clinical stage. Sociodemographic variables were compared between the two
groups and univariate and multivariate logistic regression models evaluated
factors associated with clinical trial participation. Kaplan-Meier product limit
estimate was used to compare overall survival (OS) between the groups.
Results: From 2004-2015, 495 patients enrolled in clinical trials were in-
cluded for analysis. The mean age of trial patients was 63.2 compared to 66.4
in the matched cohort (p , 0.0001). More patients in the trial group had a
Charlson-Deyo comorbidity score of 0 (89.3% vs. 82.1%, p = 0.0002). On
multivariate analysis, patients who traveled between 50-250 miles (OR 1.59;
95%CI 1.15-2.19, p = 0.005) or came froma zip codewhere greater than 93%of
the population has a high school degree (OR 4.97; 95%CI 2.89-8.54, p ,
0.0001) were more likely to participate in a clinical trial. There was no as-
sociation between race and insurance status on clinical trial participation.
Median OS was not significantly different among clinical trial participants than
the control cohort (120.9 months vs. not reached, p = 0.928). Conclusions: In
this contemporary analysis of PCa patients from a national hospital registry
database, we found that certain patient sociodemographic factors remain
associated with clinical trial participation, though clinical trial participants do
not seem to experience a difference in OS. Further work, both qualitative and
quantitative, is necessary to identify clinical and non-clinical barriers to re-
search participation in order to improve the validity of PCa trials. Research
Sponsor: U.S. National Institutes of Health.

97 Poster Session

Racial disparities in cancer clinical trials. First Author: Pushti Khandwala,
Crozer Chester Medical Center, Upland, PA

Background: Cancer-related mortality has been found to be disproportion-
ately higher in racial minorities andmedically underserved populations.[1] This
necessitates adequate representation of these subgroups in clinical trials for
these practices to become an acceptable benchmark for all.However, this has
been historically challenging and various studies have failed to show the
equitable representation of various ethnic groups in these trials that ulti-
mately guide clinical practice.Methods: We reviewed all abstracts presented
at the 2020 ASCO Virtual meeting, from which we selected abstracts dis-
cussing results from phase III trials. Of these, we included phase III studies that
provided explicit information on the demographic distribution of the clinical
trial participants with respect to their race/ethnicity. We then extracted in-
formation on the demographic data of participants in the clinical trial using the
slides or posters available on the ASCO website. Further, we utilized de-
scriptive statistics to analyze and compare the clinical trial populationwith the
general cancer population using the 2020ACS Cancer statistics. However, our
analysis was potentially limited by the absence of full demographic distri-
bution when previously described elsewhere and the lack of uniform reporting
of different ethnicities among these abstracts. Results: Of the total 476
abstracts studied, 120 described phase III studies. Among these, 23 did provide
detailed demographic (race/ethnicity) distribution. However, 98 studies did
not include standardized subgroups (White, African American, and Others)
and 6 studies provided data only on Whites. A total of 9 studies were included
in the final analysis. Overall, the following was found: White 7083 (76.8%),
African Americans 675 (7.3%), and “Others” 1466 (15.9%). Meanwhile, a
comparison of cancer demographic data from the American Cancer Society
(ACS) demonstrates the overall cancer incidence rates from 2012-2017 was
found to be 464.6/100,000 in non-Hispanic whites and a comparable 460/
100,000 in Non-Hispanic Blacks. However, our analysis shows that these
ethnic minorities continue to be severely underrepresented in these phase III
clinical trials. Conclusions: Despite several efforts, health care disparities
persist and racial minorities continue to be underrepresented in cancer clinical
trials. Further measures are needed to ensure adequate representation,
healthcare equity and the generalizable nature of these “practice-changing”
trials. References: 1. https://seer.cancer.gov/csr/1975_2017/results_merged/
topic_race_ethnicity.pdf. Research Sponsor: None.

98 Poster Session

The association between Medicare’s next generation sequencing (NGS),
national coverage decision (NCD), and NGS utilization. First Author:
William Bruce Wong, Genentech, Inc., South San Francisco, CA

Background: In 2018, Medicare released a NGS NCD memo which would
facilitate reimbursement for NGS tests for patients (pts) with advanced or
metastatic cancer who had not been previously tested using NGS for the same
cancer and genetic content. We examined the association between the NCD
and: a) NGS utilization trends in commercially-insured and Medicare pts and b)
repeat NGS testing.Methods: We conducted a retrospective study of pts with
advanced non-small cell lung cancer (aNSCLC), metastatic colorectal cancer
(mCRC), metastatic breast cancer (mBC) or advanced melanoma (aM), di-
agnosed 2011 (2013 for mCRC) through Dec. 2019 using the Flatiron Health
EHR-derived de-identified database, comprising data from over 280 (largely
community based) cancer clinics (~800 sites of care). Pts were classified as
Medicare or Commercially insured based on age and insurance type, and
grouped into quarters based on their advanced or metastatic diagnosis date.
NGS testing rates per quarter were based on evidence of first NGS test within
60 days from diagnosis. We used an interrupted time series analysis to assess
NGS utilization trends pre- and post-NCD policy effective date (March 2018).
The frequency of repeat NGS testing was assessed among those pts with only 1
primary cancer. Results: The utilization analysis included 70,290 pts while
the repeat NGS testing analysis included 51,385 pts. Across the 4 tumors
combined, the use of NGS was , 1% in 2011 (both insurance types) and in-
creased to 41% in commercially-insured pts and 37% in Medicare in 2019. In
each tumor, NGS utilizationwas,6% inQ1 2014; however, the rate of increase
varied by tumor, with aNSCLC increasing to 58% in commercial and 48% in
Medicare, while mBC and aM remained , 20% in Q4 2019. Among pts with
aNSCLC, mCRC, or mBC, the quarterly rate of increase in NGS testing was
higher post-NCD compared to pre-NCD (p , 0.05 for pre-post difference in
rate of NGS increase within each cancer type). The difference in trends pre-
and post-NCD was not significantly different between commercial and
Medicare in any of the tumors (p. 0.05 within each cancer type). Repeat NGS
testing increased over time from 17.8% (in Q3 2014 to Q2 2016) to 29.6% (in
Q2 2018 to Q4 2019). Conclusions: NGS utilization trends significantly
changed post-NCD, however the rate of change was not significantly different
by insurance, indicating private insurers may also be following the guidance of
the NCD. We observed an increase in repeat NGS testing, despite the NCD not
covering repeat testing with the same NGS test. Research Sponsor:
Genentech.

99 Poster Session

Access to palliative care services for limited English proficient patients
with advanced NSCLC. First Author: Bonnie Leung, BC Cancer, Vancouver,
BC, Canada

Background: More than a quarter of people living in British Columbia, Canada
speak languages other than English in their homes. Immigrants often en-
counter communication challenges with their health care providers (HCPs),
have poor health literacy, and have a limited understanding on navigating the
health care system. NSCLC patients with limited English proficiency (LEP)may
receive less palliative care services despite high symptom burden and sig-
nificant needs due to these factors. The study goals were to observe the
difference in access to community palliative home care (CPHC) and rate of
completing a DoNot Resuscitate (DNR) form between NSCLC patients who are
English proficient (EP) and LEP. Methods: All patients with advanced NSCLC
referred to BC Cancer–Vancouver Centre in 2016 and received medical care
were included (N=176). Patients seen with a medical interpreter were con-
sidered to be LEP. Demographics and clinical information were collected
retrospectively. UVA using X2 test and Fisher’s exact test were used to
compare EP and LEP patients. Mann-Whitney test was used to compare the
median time fromCPHC referral and signed DNR to death between EP and LEP
patients. Results: Language of communication: English 65%, Cantonese
22%, Mandarin 6%, Korean 1%, Tagalog 1%, and other 5%. Baseline char-
acteristics: median age 69 EP vs 76 LEP, female 44% EP vs 65% LEP, non-
squamous 68% EP vs 72% LEP and squamous 14% EP vs 6% LEP. There was
no difference in the rate of CPHC referral (87% EP vs 80% LEP, p=0.342) and
signed DNR form (92%EP vs89%LEP, p=0.549). Themedian time fromCPHC
referral to death was 10 weeks EP vs 15 weeks LEP (p=0.039). Themedian time
from signed DNR to death was 5 weeks EP vs 6 weeks LEP (p=0.806). There
was no statistically significant difference in location of death between the two
groups: acute care 20% EP vs 24% LEP, home 27% EP vs 13% LEP, hospice
36% EP vs 39% LEP, and tertiary palliative care unit 17% EP vs 24% LEP
(p=0.251). Conclusions: EP and LEP patients with NSCLC had similar rates of
CPHC service referrals and end of life planning. This suggests assistance of
medical interpreters at the time of oncology visits help message delivery
between LEP patients and HCPs. LEP patients had earlier referrals to CPHC
prior to death whichmay reflect an enhanced awareness and effort by HCPs to
have earlier conversations with patients who may have language and cultural
barriers with discussing goals of care. Good communication improves patients
and their family’s understanding of the goals and scope of palliative care
services and allow HCPs to better understand the patients’ wishes. Research
Sponsor: None.
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100 Poster Session

Assessing disparities in engagement in a post-discharge virtual visit
follow-up program. First Author: Abdullateef Abdulkareem, Thomas
Jefferson University Hospital, Philadelphia, PA

Background: Transitions of care are a frequent focus of quality improvement
initiatives. In attempt to improve upon the transitions of care for oncology
patients, our institution implemented a post discharge virtual visit follow-up
program. Previous studies have suggested that socioeconomic status impacts
engagement in technology based interventions. Herein, we report the impact
of socio-economic status based on area deprivation index (ADI) on engage-
ment with the program. Methods: All patients admitted to the elective
chemotherapy service were included. Retrospective analysis of characteris-
tics of each participant was conducted. Data included eligibility (access to the
internet, appropriate device, English language proficiency, ability to set up
video visit and a patient portal account) for video visit, interest in participating,
completion of the visit and any interventions performed during the visit. In
addition, ADI was calculated for each individual. Patients were classified into
quartiles based on ADI (quartiles increased with ADI). Chi squared testing was
performed to assess whether socioeconomic status affected enrollment in
video visits. Simple descriptive analysis was also performed. Results: One
hundred seven unique patients were included for review. Of these, 33 (31%),
39 (36%), 16 (15%) and 19 (18%) were in quartile(Q) 1, 2, 3 and 4 respectively.
Eligibility per quartile was 29 (88%), 34(87%), 13(81%), and 15(83%). ADI
quartile did not significantly affect virtual visit eligibility (p = .50). A total of 91
patients (85%) were eligible for video visits; of these, 46 patients declined. Of
the 46 patients that declined 9 (19%), 20 (43%), 8 (17%), and 9 (19%) were in
Q1, Q2, Q3 and Q4 respectively. Fifteen patients cited technology issues as
reasons for declining telehealth visits - 10 (67%) from Q1 and Q2 and 5 (33%)
from Q3 and Q4. The vast majority cited lack of interest as reason for de-
clining. Conclusions: ADI as a measure of socioeconomic status did not
significantly affect eligibility for or enrollment in video visits. This may be
explained by more ubiquitous access to internet services in a large urban
setting. Current research is currently being conducted to understand patient
barriers to engagement in virtual visits. Research Sponsor: None.

101 Poster Session

Characterizing participants in the North Carolina Breast and Cervical
Cancer Control Program (NC BCCCP): A review of 90,000 women. First
Author: Sarah D. Tait, Duke University, Durham, NC

Background: Overall breast cancer mortality in the US has declined since 1990, but
racial/ethnic disparities have worsened. Since 1992, NC BCCCP has provided free/low-
cost breast cancer screening to underserved women as part of a national effort by the
Centers for Disease Control and Prevention (CDC) to mitigate these disparities. We
sought to characterize and evaluate benchmarks for this previously unstudied, state-
level cohort. Methods: We identified women $18y who underwent their first breast
cancer screening via NC BCCCP from 2009-2018. Univariate analysis was used to
compare differences in timeline of care and rates of breast pathology (i.e., cancer or
atypia) by race/ethnicity and age. Logistic and negative binomial regression were used
to identify factors associated with cancer diagnosis and time from enrollment to di-
agnosis (TTD) and treatment (TTT), respectively. Results: 88,893 women with com-
plete records were identified (median age 50y, IQR 44-56): 45.5% were Non-Hispanic
(NH) white, 30.9% NH black, 19.5% Hispanic, 1.7% American Indian (AI), and 1.1% Asian.
Overall participation peaked in 2012 but steadily increased among Hispanic women over
time (p , 0.001). Breast pathology was diagnosed in 2,016 (2.3%) women, with rates
ranging from 1% in Hispanic women to 2.7% in NH whites. After adjustment, Hispanic
women were least likely (vs NH white women: OR 0.40; 95% CI 0.34-0.47) to be di-
agnosedwith breast cancer. Median TTDwas 19d and TTTwas 33d, bothwithin the CDC’s
60d standard. In univariate analyses, women, 50 had shorter TTD (median 18d vs 21d)
and TTT (median 30d vs 35d) vs women $50 (both p , 0.01), and there were no
significant differences by race/ethnicity or between women with atypia vs cancer. In
multivariate models, however, older age and NH black race were associated with longer
TTD and TTT. Conclusions: NC BCCCPmeets national quality benchmarks for TTD and
TTT. These data also highlight broader opportunities to achieve racial/ethnic parity and
improve equity for breast cancer prevention. Research Sponsor: U.S. National Institutes
of Health.

TTD* IRR
(95% CI) P-Value

Overall
P-Value

TTT* IRR
(95% CI) P-Value

Overall
P-Value

Age 1.01 (1.01 - 1.02) , 0.001 , 0.001 1.01 (1.01 - 1.01) , 0.001 , 0.001
Race/

Ethnicity
0.02 0.001

NH White -REF- -REF-
Asian 1.09 (0.72 - 1.64) 0.69 1.05 (0.73 - 1.5) 0.81
Hispanic 1.16 (0.98 - 1.37) 0.08 1.22 (1.05 - 1.41) 0.009
AI 0.73 (0.48 - 1.10) 0.13 1.02 (0.71 - 1.46) 0.92
NH Black 1.17 (1.06 - 1.29) 0.002 1.20 (1.1 - 1.31) , 0.001
Unknown 0.99 (0.58 - 1.69) 0.98 1.04 (0.65 - 1.66) 0.86

IRR, Incidence Rate Ratio. *Also adjusted for funding, pathology, program year

102 Poster Session

The effects of COVID-19 on new oral oncolytic treatments. First Author:
Rachel L. Mitchell, Tennessee Oncology, Nashville, TN

Background: Dependable and timely dispensing and delivery of oral onco-
lytics to patients with a new indication for therapy is a central part of modern
cancer care. The COVID-19 pandemic has presented numerous impediments
and challenges to patients receiving oral therapy from many specialty
pharmacies in a timely due to remote pharmacy staffing and drug shipment.
Tennessee Oncology has an integrated URAC and ACHC accredited Specialty
Pharmacy to ensure the seamless care for our patients prescribed oral
oncolytics. We investigated the effect of COVID-19 on the number of patients
initiating care with an oral oncolytic and the time to fill during the pandemic.
Methods: We analyzed the number of overall new patients to the practice and
new patients receiving oral oncolytics in two year-to-year comparisons: (1)
January-March 2019 vs. January-March 2020 and (2) April-May 2019 vs. April-
May 2020. We then compared the average pharmacy turnaround time (de-
fined as the time of entry of a regimen in the electronic medical record that
contained an oral oncolytic until the time that prescription was ready for
shipment) and the average time from regimen entry until the patient received
that medication. Prescriptions received and filled on the day of order entry
were recorded as a one-day turnaround time.Results: Ayear to year increase
of 7% in practice new-patient volume was associated with a 13% increase in
new oral oncolytic patients from January-March 2020. Year to year April and
May comparisons, noted a 33% decrease in new-patient volume to our
practice with an associated 10% decrease in new oral oncolytic patients. Time
to fill remained consistent in March and April 2020 at 1.84 days vs. 1.78 for
2019. The time from regimen entry to patient shipment receipt was also stable
year to year (3.10 vs. 3.06 days). Conclusions: Our in-house Specialty
Pharmacy was able to continue delivery of new prescriptions for oral onco-
lytics during the COVID-19 pandemic. There was a fall in the number of new
patient dispensing in April-May 2020 that we attribute to a decrease in cancer
diagnoses related to COVID-19 as reflected by a fall in total practice new
patients. New patient on-boarding activities including prior authorizations, co-
pay assistance, patient education were maintained and the measured time to
fill from regimen entry to patient receipt were unchanged. Research Sponsor:
None.

103 Poster Session

Maintaining treatment volumes during the COVID-19 pandemic. First
Author: Rachel L. Mitchell, Tennessee Oncology, Nashville, TN

Background: Uninterrupted care is essential for optimal outcomes in cancer
care. The COVID-19 pandemic presented numerous challenges in providing
continuity of care for many facilities. Our practice was able to deliver ongoing
treatment for a large volume of our patients while maintaining a safe envi-
ronment. Methods: A practice-wide effort to continue therapy in cancer
patients undergoing active treatment began in March 2020 as the peak of the
pandemic was beginning in Tennessee. Those patients who were receiving
active treatment continued the planned treatment while reducing non-acute
treatment visits. We assessed the volume of patients receiving treatments in
our facilities for two periods: JanuaryDecember 2019 and January-May 2020.
We compared the aggregate number of chemotherapy infusions, therapeutic
infusions and injections as well as total treatments. Results: Overall, treat-
ments remained relatively stable without a significant change in treatment
volumes. There was a 3.69% decline in total treatment with therapeutic in-
fusions (-9.68%) and injections (-7.85%) which accounted for the majority of
deferred treatments. Chemotherapy infusions remained stable with an av-
erage increase (1.90%) in treatments. Conclusions: During the COVID-19
pandemic, our facility was able to maintain stable treatment numbers while
providing safe care to our patients. We had no known diagnosed COVID-19
cases from potential exposures in our clinics. Decreases in treatment reflected
less critical therapies. There did seem to be a delay for chemotherapy/
immunotherapy that seemed to resolve as the peak passed for this region.
Offloading of less critical treatments can result in continued treatment of
cancer patients during a pandemic. Research Sponsor: None.

Month Chemotherapy Therapeutics Injections Total

Jan-20 -0.73% -0.53% -0.23% -0.51%
Feb-20 -0.65% 0.95% -1.38% -0.55%
Mar-20 -2.26% -18.70% -10.78% -7.77%
Apr-20 1.18% -24.45% -15.98% -9.64%
May-20 11.95% -5.68% -10.88% 0.04%
Average 1.90% -9.68% -7.85% -3.69%
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104 Poster Session

An Optimal Care Coordination Model (OCCM) for Medicaid patients with
lung cancer: Finalization of the model and implications for clinical practice
in the United States. First Author: Randall A. Oyer, Ann B Barshinger Cancer
Institute at Penn Medicine Lancaster General Health, Lancaster, PA

Background: In 2016, the Association of Community Cancer Centers (ACCC)
launched a 3-year initiative to design, test, and refine an OCCM for Medicaid
patients with lung cancer. The aim was to help cancer programs identify and
reduce the barriers experienced by Medicaid patients by strengthening lung
cancer care delivery systems.Methods: Phase I included Model development.
Phases II and III included selection of 7 community-based cancer programs as
testing sites to implement quality improvement projects, utilizing qualitative
and quantitative assessments. Beta testing demonstrated the Model’s ability
to offer practical guidance on improving care coordination to achievable
target levels in high-impact areas such as patient access to care, prospective
multidisciplinary case planning, and tobacco cessation. Opportunities were
identified to improve care coordination beyond lung cancer to other tumor
sites. Refinements for clarity of intent, ease of use, specificity, and uniformity
across assessment areas were implemented, based on feedback from testing
sites. Members of the Technical Expert Panel and the Advisory Committee,
ACCC staff, and consultants revised the Model using consensus decision-
making. Results: The final OCCM is composed of 12 inter-related assessment
areas: patient entry into lung cancer program; multidisciplinary treatment
planning; clinical trials; supportive care; survivorship care; financial, trans-
portation, and housing needs; tobacco education; navigation; treatment team
integration; physician engagement; electronic health records and patient
access to information; and quality measurement and improvement. Each
assessment area has 5 levels and corresponding metrics—level 1 represents
the most basic provision of care, and level 5 represents optimal care coor-
dination, which may be attainable for some cancer programs and aspirational
for others. Progress implies cumulative and sustained fulfillment of lower level
criteria. The OCCM can be deployed by cancer programs, regardless of size,
setting, resource level, or cancer type. Dissemination to promote wider use is
planned through an online benchmarking tool, blogs, a brochure, podcasts,
and other resources. Conclusions: The OCCM can be utilized by cancer
programs for objective self assessments of care delivery capabilities across 12
high-impact areas. Dissemination can advance multidisciplinary coordinated
care delivery and improve clinical outcomes for patients nationwide, re-
gardless of cancer type. Research Sponsor: Bristol Myers Squibb Foundation.

105 Poster Session

An Optimal Care Coordination Model (OCCM) for Medicaid patients with
lung cancer: Results from the beta model testing phase of a multisite
initiative in the United States. First Author: Matthew Smeltzer, University of
Memphis, School of Public Health, Memphis, TN

Background: Medicaid patients with lung cancer have poorer outcomes than
non-Medicaid patients, partly because of suboptimal care quality. The Associ-
ation of Community Cancer Centers (ACCC) launched a project to develop, test,
and refine an OCCM. Methods: The OCCM comprised 13 areas, spanning care
access to supportive care/survivorship. Using the OCCM, 7 cancer programs in 6
US states conducted self-assessments of care delivery systems and imple-
mented quality improvement projects. Sites worked with ACCC to conduct data
benchmarked projects. Data collection and analysis were centralized. Statistical
analyses used Kruskal2Wallis and chi-squared tests. Results: There were 926
patients (257 Medicaid/dual eligible; 669 non-Medicaid) across 7 sites.
Medicaid/dual eligible patients were 52% male, 69% Caucasian, 48% active
smokers, and 45% clinical stage III/IV. Prospective multidisciplinary case
planning (PMCP), patient care access, and tobacco cessation were commonly
selected for projects. PMCP evaluation used fortnightly tumor board (FTB),
virtual tumor board (VTB), and multidisciplinary team huddle (MTH). Presen-
tation of eligible patients was higher for VTB and MTH (FTB: 23%, VTB: 100%,
MTH: 100%, p , 0.0001). While FTB and MTH discussed all cases prospectively,
VTB achieved 80%. Median days (d) from diagnosis to presentation were 18
(FTB), 14 (VTB), and 9 (MTH, p = 0.14). Patient care access was evaluated with
timeliness metrics at 2 sites. Site 1: Medicaid patients had a median of 13 d from
lesion discovery to diagnosis and 21 d from diagnosis to treatment (not different
from non-Medicaid; p = 0.96 and 0.38). 94%met the goal of treatment initiation
within 45 d. Site 2: Medicaid patients had a median of 16 d from discovery to
diagnosis and 27 d from diagnosis to treatment (not different from non-
Medicaid; p = 0.68 and 0.83). Similar benchmarks were collected and com-
pared for other assessment areas. Sites identified enhanced collaboration and
improved programming (e.g., patient navigation) as successes. Challenges at
project start included inadequate staffing and lack of centralized data collection
and benchmarking. Importance of lung cancer–dedicated navigation, PMCP, and
Medicaid patient needs were key transferable lessons. Conclusions: The OCCM
is useful for cancer programs’ self-assessment of care delivery to Medicaid
patients across 13 high-impact areas. Dissemination can advance multidisci-
plinary coordinated care delivery, but sites may need additional resources to
evaluate outcomes. Research Sponsor: Bristol Myers Squibb Foundation.

106 Poster Session

Disparities in utilization of oral anticancer agents and related costs in
elderly patients with metastatic renal cell carcinoma in the United States.
First Author: Lauren EWilson, Duke University School of Medicine, Durham, NC

Background: Although survival among patients with metastatic renal cell
carcinoma (mRCC) has improved with the introduction of targeted therapies,
substantial disparities in mRCC survival persist. The purpose of this study was
to identify patient characteristics associated with differential adoption of
emerging oral anticancer agents (OAAs) and related costs in the management
of mRCC. Methods: SEER-Medicare patients diagnosed with mRCC aged 65
years or older from 2007-2015 continuously enrolled in Medicare Part D
benefits for at least 1 year after diagnosis or until death were included. As-
sociations between patient-level characteristics and OAA receipt were ana-
lyzed using univariable andmultivariable log-binomal regression; associations
between patient characteristics, OAA receipt, and total, cancer-specific, and
OAA-specific costs in the 12 months following diagnosis were modeled as
relative cost ratios using generalized linear regression with a gamma link.
Reported costs were adjusted to 2015 dollars. Results: 2,792 patients with
mRCC met inclusion criteria; 32.4% received an OAA in the 12 months fol-
lowing diagnosis. The majority of patients receiving an OAA used either
sunitinib or pazopanib. Receipt increased slightly over the study period from
2007 (31% of patients) to 2015 (37%). In multivariable-adjusted models,
patients of advanced age (. 80 years RR 0.50; 95% CI 0.42-0.60) or residing
in the Southern US (RR 0.83 95% CI 0.70-0.98) were less likely to receive
OAAs. Married patients were 20% more likely (RR 1.19; 95% CI 1.04-1.37) to
receive OAAs. After multivariable adjustment, receipt of OAAs was associated
with higher total and cancer-specific costs, as was Hispanic ethnicity. Among
patients receiving an OAA, the cost of OAAs to Medicare increased approx-
imately 7% per year (95% CI 4%-9%), while patient out-of-pocket spending
for OAAs decreased approximately 10% per year (95% CI 7%-14%). Out-of-
pocket OAA costs were consistently lower for Black, Hispanic, and Other
patient race/ethnicity categories compared to the White Non-Hispanic cate-
gory. Conclusions: Patient characteristics including age at metastatic di-
agnosis, marital status, geographic region, and certain comorbidities are
related to the likelihood of receiving OAAs. Future research is warranted to
investigate if such differences in OAA use lead to differences in survival.
Research Sponsor: U.S. National Institutes of Health.

107 Poster Session

Resource utilization rates among English versus limited English proficient
patients (pts) by patient-report of low health literacy (LHL). First Author:
Nadine Jackson McCleary, Dana-Farber Cancer Institute, Boston, MA

Background: About 30 million people in the US report Limited-English Pro-
ficiency (LEP). LEP cancer pts are less likely to understand their medical
condition(s) and are at increased risk of LHL, emergency department (ED) visits
or hospitalizations. We examined the relationship between LEP, LHL, and ED
visits/hospitalization in oncology. Methods: Dana-Farber Cancer Institute’s
New Pt Intake Questionnaire (NPIQ) documents clinical and social determinants
of health, including LHL. Pts reported LHL if they responded “a little bit”,
“somewhat” or “not at all” to 1 of 2 questions: 1) “How confident are you in filling
out medical forms?” and 2) “How confident are you in understanding medi-
cal statistics?”. Pts reported LEP if they noted a primary language other
than English at registration. ED visits/hospitalizations were determined from
Partners Healthcare System records. Statistically significant relationships
between LEP, LHL and ED visits/hospitalizations and pt demographics (age, sex,
race/ethnicity, zip code) and clinical (disease center, treatment intent) char-
acteristics were determined with x2 tests. Results: From 5/30/15 – 4/30/20,
21570 of 98200 eligible pts responded to NPIQ (response rate 22.0%).
LHL differed by age (p-value , 0.001), gender (p-value , 0.001) and race/
ethnicity (p-value = 0.007). Among LEP pts reporting LHL, financial distress
(p-value = 0.004), emotional distress (PROMIS score; p-value = 0.014), and prior
cancer (p-value = 0.006) were more prevalent; however, there was no sig-
nificant statistical increase in ED visits (p-value = 0.237) or hospitalizations
(p-value = 0.965) compared to LEP not reporting LHL. Conclusions: The re-
sults indicate that sociodemographic and other pt characteristics contribute
to ED and hospital utilization in LEP cancer pts. Future studies will employ
prospective data to examine the covariates’ predictive ability for resource
utilization with LHL among LEP pts. Research Sponsor: None.

LHL High HL p-value LEP & LHL LEP & High HL p-value

Age category , 70 3881 (28.1) 9934 (71.9) , 0.001 Difficulty meeting monthly
bill payments

Very difficult 23 (79.3) 6 (20.7) 0.004

70+ 1431 (38.4) 2296 (61.6) Extremely difficult 14 (73.7) 5 (26.3)
Gender Female 789 (24.8) 2396 (75.2) , 0.001 PROMIS Mental Abnormal #42 184 (71.6) 73 (28.4) 0.014
Race/Ethnicity White 1972 (35.4) 3603 (64.6) 0.007 Prior cancer Yes 94 (75.8) 30 (24.2) 0.006

Black 210 (41.7) 294 (58.3) No 41 (54.0) 35 (46.1)
Latinx 16 (36.4) 28 (63.6) ED visit Yes 66 (72.5) 25 (27.5) 0.237
Other 332 (38.2) 536 (61,8) Hospitalization Yes 71 (67.6) 34 (32.4) 0.965
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108 Poster Session

Anxiety due to COVID-19 and impact on patients receiving chemotherapy
in an inner-city minority population. First Author: Muhammad Junaid Tariq,
Department of Internal Medicine, John H. Stroger Jr. Hospital of Cook County,
Chicago, IL

Background: Cook County Health (CCH) is one of the largest public safety net hospitals
in the United States. COVID-19 pandemic significantly affected patient care. Although
hospitals took measures to keep patients safe, there is a general level of anxiety in
patients about coming to the hospital. This study was undertaken to see the impact of
COVID-19 and anxiety in patients actively receiving infusional therapy at our institution.
Methods: All patients coming to our Infusion Center were offered an anonymous
written questionnaire. The survey was given for 10 calendar days in June 2020 after
Chicago moved into Phase-3 of re-opening that indicated significant control of COVID-
19. The survey was offered in English, Spanish and Polish. It also included the GAD scale
for anxiety assessment. Statistics were done using the t-test and z-test.Results: A total
of 107 patients completed the survey. About 55% were women with 67% patients over
50 years old. Of the 90 people that specified their race, 44%were black and 42%were
Hispanic, 9% whites, and 5% others. Overall 68% had high school or less level of
education with Hispanics having significantly lower education than blacks. About 30%
had testing for COVID-19 with 81% being negative. Treatment interruption occurred in
39% patients. Despite 75% finding our infusion center extremely or very safe for
treatments 28% still felt moderately or severely anxious on the GAD scale. Blacks had
similar levels of anxiety compared to Hispanics in March 2020 but no significant change
over the months compared to Hispanics who had a significant reduction in anxiety over
time. Blacks also had significantly higher rates ofmoderate to severe anxiety on theGAD
scale (33%), while no Hispanic had severe anxiety and 18% had moderate anxiety.
Despite a higher level of anxiety, blacks were less likely to have treatment interruptions
compared to Hispanics (Table). Conclusions: Despite low levels of anxiety, Hispanics
weremore likely to have treatment interruptions during the COVID pandemic compared
to blacks who had a higher level of anxiety but lower levels of treatment interruptions.
The cause of this may be the level of education and awareness between the groups.
However, overall there is still a significant amount of anxiety in the inner-city minority
population regarding COVID-19. Research Sponsor: None.

AA Hispanics p-value

n 40 38
Education high school or less 53% 74% ,0.0001
Treatment interruption 38% 47% ,0.0001
Mod-sev anxiety (GAD) 33% 18% ,0.0001
Mean anxiety in March 3.6 3.02 NS
Mean anxiety in June 3.15 2.36 0.007
Change in anxiety (p-value) 0.86 0.026

109 Poster Session

Effect of time to treatment and comprehensive care at commission on
cancer-accredited practices on survival in rural patients with colorectal
cancer. First Author: Suneel Deepak Kamath, Cleveland Clinic Taussig Cancer
Institute, Cleveland, OH

Background: Rural cancer care in the United States has unique challenges from variable
access to care. This study examined differences in time to first treatment (TTT), a sur-
rogate for access, and predictors of overall survival (OS) between rural and non-rural
colorectal cancer (CRC) patients.Methods: Patientswith stage I-III CRC from2004-2012 in
the National Cancer Database of Commission on Cancer (CoC)-accredited facilities were
included and categorized into rural and non-rural groups. Differences in demographic,
disease characteristics, socioeconomic (SE) factors and TTT (, 4 weeks, 4-8 weeks and.
8weeks) between rural and non-rural patients were assessed by Chi-square test. The effect
of demographics, SE factors, and TTT on OS were assessed using Cox models.
Results: The study population comprised 605,913, 11,649 (2%) of whom were rural.
Compared to non-rural patients, rural patients were more likely to be age . 65, male,
Caucasian, receive care at non-academic centers, have government insurance, have lower
income and less education (p,0.0001 for all). Significant demographic and SE differences
are shown in Table. Rural patients had similar mean TTT compared to non-rural patients
(2.76 vs. 2.84 weeks, p = 0.35). Slightly more rural patients had TTT , 4 weeks (77% vs.
75%, p ,0.0001). Shorter TTT (both,4 weeks vs. 8 weeks and 4-8 weeks vs. . 8 weeks)
was associated with improved OS (HR: 0.87, 95% CI: 0.85-0.89, p,0.0001 and HR: 0.74,
95% CI: 0.73-0.76, p,0.0001, respectively). After adjusting for demographic, disease and
SE factors, rural status was associated with modestly better OS compared to non-rural
status (HR: 0.96, 95% CI: 0.92-0.99, p=0.006). Conclusions: Despite several adverse
demographic and socioeconomic factors, rural CRC patients had modestly better OS
compared to non-rural patients. Rural and non-rural CRC patients had similar TTT in this
cohort. These data suggest the comprehensive cancer care delivered by CoC-accredited
practices is associated with rapid TTT and improved OS in rural CRC patients. It is unclear
whether our data apply to non-CoC-accredited facilities in rural United States. Research
Sponsor: None.

Rural Non-Rural P value

Age > 65 65% 62% ,0.0001
Female Gender 46% 49% ,0.0001
Race
Caucasian 92% 85% ,0.0001
African American 6% 11%
Other 2% 3%
Academic Center 15% 26% ,0.0001
Private vs. Government Insurance 26% vs. 69% 35% vs. 60% ,0.0001
Community Median Income < $38,000 43% 17% ,0.0001
% No High School Degree ‡ 21% 33% 17% ,0.0001
Time to Treatment (weeks) 2.76 2.84 0.35

110 Poster Session

Effect of rurality and neighborhood disadvantage on clinical trial interest
and decision-making style in patients with cancer living in the Deep South.
First Author: Nicole Caston, University of Alabama at Birmingham,
Birmingham, AL

Background: Patients living in rural or disadvantaged settings are historically
underrepresented in clinical trials. This study sought to understand associ-
ations between neighborhood characteristics and both interest in clinical trial
participation and decision-making style preference. Methods: This cross-
sectional study used patient-reported outcome data from patients with
cancer treated at the University of Alabama at Birmingham fromJanuary 2017
to May 2019. Rural-Urban Commuting Area Codes (RUCA) scores were used to
determine rurality of patient residence. Area Deprivation Index (ADI) values
(range 0-100) were used to identify patients living in the most disadvantaged
(top 15%) census block groups. The Control Preferences Scale captured
decision-making preference. Likelihood of interest in clinical trial participation
by rurality and neighborhood disadvantage was estimated using risk ratios
(RR) and 95% confidence intervals (CI) from modified Poisson regression
models. Multinomial regression was used to calculate RRs and 95% CIs es-
timating likelihood of preferred decision-making style by rurality and neigh-
borhood disadvantage. Models were adjusted for age, sex, race, cancer type,
cancer stage, ECOG performance status, and phase of care. Results: Of 1005
patients with cancer, mean age was 67 (SD 11), 68% were female, and 74%
white. Gynecologic cancer (32%) was the most prevalent diagnosis, followed
by hematologic (20%) and breast (15%) cancer. Of this sample, 16% of pa-
tients lived in a rural setting and 18% lived in a disadvantaged neighborhood.
Interest in clinical trial participation was no different for patients living
in rural vs. urban (RR 0.93, 95% CI 0.73-1.17) or disadvantaged vs. non-
disadvantaged neighborhoods (RR 0.88, 95% CI 0.69-1.13). Patients living in
rural vs. urban settings trended toward increased likelihood of preferring
physician- to patient-driven decision-making (RR 1.67, 95% CI 0.95-2.94).
Patients living in disadvantaged vs. non-disadvantaged neighborhoods tren-
ded toward increased likelihood of preferring physician- to patient-driven
decision-making (RR 1.39, 95% CI 0.82-2.35). Conclusions: Though clinical
trial participation interest was similar, patients with cancer living in rural vs.
urban settings trended toward increased likelihood of preferring physician-
vs. patient-driven decision-making. Opportunities exist for providers to en-
gage historically underrepresented patients for trial participation. Research
Sponsor: Genentech.

111 Poster Session

Psychosocial impacts of COVID-19 on oncology workforces: Metro versus
regional Australia. First Author: Elizabeth Stephanie Ahern, Royal Brisbane
and Women’s Hospital, Herston, QLD, Australia

Background: The COVID-19 pandemic poses psychosocial challenges to the
oncology workforce. We postulate that these impacts may affect the entire
patient-facing workforce. Whether distress is different in varying settings
(metro vs regional hospitals) is unknown. Methods: Cancer Care staff were
approached via all-staff email for a weekly online survey administered at two
hospital sites, Royal Brisbane and Women’s Hospital (RBWH) (metro) and
Sunshine Coast Hospital and Health System (SCHHS) (regional). Surveys in-
cluded Likert-scale items exploring perceptions of departmental preparation,
COVID-19 related query burden and staff well-being, and distress thermometer
derived from NCCN. Mean and 95% confidence interval were calculated, with
non-parametric t-tests adjusted for multiple comparisons (Holm-Sidak); sig-
nificance was deemed p, 0.05. Results: 117 participants at RBWH and 59 at
SCHHS consented. The survey opened April 3, 2020. Data is presented for the
initial 6 weeks (COVID-19 preparation phase). Highest survey response was
noted in week 1 (87%) and lowest at week 6 (36%). 65% unique responses
were from RBWH. 60% participants worked in an outpatient setting, while
37% had inpatient care role. The remainder worked in either community-
based ormixed settings. Significant heterogeneity was detected between sites
(RBWH vs SCHHS) for some occupational roles: RBWH had more represen-
tation of administrative (19% vs 8%, p, 0.001) and ancillary staff (2% vs 0%,
p = 0.005) but SCHHS hadmore allied health (28% vs 17%, p = 0.005). Nursing
andmedical staff proportions at SCHHS and RBWHwere similar (50%vs 45%,
and 14%vs 18% respectively). Higher levels of distress were noted early; mean
(95% CI) distress thermometer result (0-10) during week 1 was 4.7 (4.3-5.2) at
RBWH and 4.9 (4.2-5.5) at SCHHS. Mean distress scores significantly reduced
over time: correlative scores during week 6 were 3.2 (2.3-4.1) at RBWH and 2.5
(1.6-3.4) at SCHHS. Distress levels comparing RBWH with SCHHS were similar
(p = 0.22-0.76). No significant difference was noted in staff perception of self-
support comparing RBWH with SCHHS, and over 80% responders felt well-
supported at work most, or all of the time. Concurrently, participants per-
ceived that the Cancer Care department of their site was either “well” or “very
well” prepared for COVID-19 over 85%of the time, with no difference between
sites. Conclusions: High perceptions of support and preparedness were
evident, with no regional difference. Distress scores reduced over time during
the COVID-19 preparation phase, in the context of low COVID-19 rates. Re-
search Sponsor: None.
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112 Poster Session

Temporal changes in rural-urban treatment patterns for early-stage non-
small cell lung cancer in North Carolina, 2006 to2015. First Author: Joshua
Herb, Cecil G. Sheps Center for Health Services Research, Chapel Hill, NC

Background: Rural-urban disparities in the receipt of surgery for early-stage
non-small cell lung cancer (NSCLC) have been noted, but few studies have
considered access to other available treatments (i.e. radiation) or examined
changes over time. Rural hospital closures, regionalization and workforce
changes could lead to temporal changes in treatment access. Therefore, the
primary objective was to evaluate geographic disparities in lung cancer
treatment modalities in North Carolina and to characterize how practice
patterns are changing over time. We hypothesized that rural patients would be
less likely to undergo treatment compared to urban patients with widening
disparities over time. Methods: North Carolina cancer registry data linked
with Medicaid, Medicare, and private insurance claims were used to identify
patients with Stage I or II NSCLC from 2006-2015. The primary outcome was
first course treatment modality: surgery, radiation, or no treatment. Rural-
urban status was defined based on Rural-Urban Commuting Codes. Calendar
years were split into early (2006-10) and late (2011-15) periods. Multivariable
logistic regression was used to assess the association of rural/urban status
and time period with surgery and any treatment (surgery or radiation) while
controlling for clinical, demographic, and area-level factors. Results: Among
7532 patients, 4144 (56%) patients underwent surgery, 1991 (27%) received
radiation, and 1397 (19%) had no therapy. Rural patients were as likely to
undergo treatment in either time period as urban patients. Among rural
patients, the odds of surgery decreased over time (2011-15 vs. 2006-10 OR
0.79, 95%CI 0.66,0.94) and the odds of radiation increased (2011-15 vs.
2006-10 OR 1.46, 95%CI 1.40,1.78). Meanwhile urban patients had no
significant change in surgery over time, but also had an increase in like-
lihood of undergoing radiation (2011-15 vs. 2006-10 OR 1.34 95%CI 1.18,1.52).
Conclusions: Between 2006-2015, nearly 1 in 5 insured patients in North
Carolina did not receive any treatment for potentially curable lung cancer.
Over time, rural patients are less likely to undergo surgery, the standard of
care, while radiation use is increasing everywhere. As rural patients are less
likely to undergo surgery over time, this may have downstream effects on
rural-urban disparities in survival. Furtherwork aims to understand the patient
and system level drivers behind these trends. Research Sponsor: Lineberger
Comprehensive Cancer Center, Other Government Agency.

113 Poster Session

Incorporating of telementoring (Project ECHO) into practice: Efficacy of
Point Of Service Testing-Breast Cancer (ePOST-BC). First Author:
Lauren Elizabeth Nye, University of Kansas Medical Center, Kansas City, KS

Background: An estimated 327,630 breast cancers (BC) will be diagnosed in the
US in 2020, and as high as 14% (45,868) may be related to a hereditary cancer
syndrome. Testing eligible patients in clinical practice is hindered by multiple
barriers including time, available workforce, cost, lack of organizational path-
ways, provider knowledge, as well as health disparities. To address some of these
barriers, our team provided a telementoring and process improvement inter-
vention for cancer care programs primarily serving rural patients across Kansas
and Western Missouri using Project ECHO. We aimed to improve the process
surrounding access to genetic education and testing for patients with BC.
Methods: Rural and community cancer care teams were invited by the Masonic
Cancer Alliance, the outreach arm of the University of Kansas Cancer Center, to
participate in ePOST-BC. Five 1-hour Project ECHO sessions (community building,
didactic, and case-based learning) covered topics included: 1) essential elements
of HCS and genetic testing, 2) guidelines for genetic testing in BC 3) enhanced
understanding of risk, screening, and management including precision medicine
in HCS, and 4) overcoming barriers to genetic testing and management in low
resource settings. Provider and practice readiness was assessed using the Or-
ganizational Readiness for Implementing Change survey. A REDCap database
was used for registration, surveys and data collection. Results: Ten practices (6 =
metro; 4 = rural) participated in the telementoring sessions and five practices
participated in the optional process improvement intervention. Provider and
clinic interest and participation was high and readiness was varied. Improve-
ments were identified in knowledge, readiness, and patient access to genetic
education and testing. The level of engagement in process improvement was
impacted by an identified champion (either MD and/or APP), organizational
commitment, andmotivator (i.e., accreditation standard, business development).
Conclusions: Rural and community oncology providers are interested and
willing to engage in telementoring to improve implementation of point of service
genetic education and testing. This improves provider knowledge, readiness and
implementation of testing. Demonstrating a change in testing completion for
eligible patients is difficult in a community setting without intensive data col-
lection. Next steps include the incorporation of technology and standardized
tools into practice to address provider and care team burden. Research Sponsor:
Association of Community Cancer Centers (ACCC) and Pfizer Grants for Learning
and Change, University of Kansas Cancer Center/Masonic Cancer Alliance.

114 Poster Session

Differences in rural versus urban cancer patients’ perception of care
coordination. First Author: Izumi Okado, University of Hawaii Cancer
Center, Honolulu, HI

Background: Although advances in anticancer treatment have improved
survival of patients with cancer overall, cancer mortality rates remain dis-
proportionately high in rural areas. Disparities in rural cancer health outcomes
are partially attributed to challenges with care coordination in rural areas.
However, little is known about rural-urban differences in patients’ perception
of cancer care coordination. In this exploratory study, we compared rural and
urban cancer patients’ perception of care coordination (CC) using a Care
Coordination Instrument (CCI), a validated self-report measure.Methods: We
conducted a secondary analysis of cross-sectional survey data from two
community-based cancer care delivery studies from 2018 and 2019 focused on
cancer patients’ perception of CC. Patients receiving active therapy for any
cancer completed a 29-item CCI. The CCI assesses overall perceptions of CC
(Total) and across 3 domains: Communication, Navigation, and Operational.
The rural patient cohort was derived from the American Cancer Society Hope
Lodge Hawaii, which provides lodging for patients from neighbor islands
(rural) receiving cancer care on Oahu (urban). The urban comparison group
included patients residing on Oahu. Multivariate regression analyses were
conducted to compare rural and urban patients’ perception of CC with ad-
justment for age, gender, and cancer type. Results: Data from 243 patients
were analyzed; 23 (9.5%) were rural and 220 (90.5%) were urban. The rural
and urban groups were similar with respect to patient demographics (age,
gender) and clinical status. Rural patients reported significantly lower overall
mean CCI scores than urban patients (54.7 vs 61.6; p = .02). Rural-urban
differences in patients’ perception of CC were found for Communication (29.5
vs 35.1; p = .004) and Operational (19.7 vs 22.0; p = .02) domains. There were
no rural-urban differences for Navigation. Conclusions: Our results dem-
onstrate that rural patients had significantly poorer perception of care co-
ordination overall than urban patients. Specifically, the observed rural vs
urban differences in patients’ perception of care coordination were related to
communication and operational challenges. Required coordination with a
patient navigator to facilitate access to Hope Lodge may have confounded
analysis in the Navigation domain. These findings highlight the need for in-
terventions to address communication and operational CC challenges for rural
patients in order to improve the quality of cancer care and reduce health
disparities for rural cancer patients. Research Sponsor: University of Hawaii
Cancer Center.

115 Poster Session

Is there any health and geographical disparity in indigenous and non-
indigenouswomen ofWesternAustralia (WA)?A retrospective reviewwith
respect to de novo metastasis. First Author: Azim Khan, Fiona Stanley
Hospital, Perth, WA, Australia

Background: Indigenous womenwith breast cancer have substantially higher
mortality then non-Indigenous women. They are more likely to live in more
remote communities with potential delays to presentation, investigation and
diagnosis as well as slower access to cancer treatment facilities, potentially
impacting survival. Here we explore by evaluating the diagnosis of de-novo
metastasis and any association of remoteness, highlighting the geographic
and possibly early access to treatment. Methods: A cohort of patients was
retrospectively selected comprising age- and remotenessmatched Indigenous
and non-Indigenous women in a 1:1 ratio from the Western Australian Cancer
Registry. Further data were collected from medical records and results sys-
tems. Remoteness was defined by the ARIA system. In addition, the distance
from the nearest treatment center was calculated. The survival analysis was
performed by Indigenous status and remoteness. Results: The final cohort
comprised 250 Indigenous and 261 non–Indigenous women. Of the total, 7.6%
(19/250) and 7.7% (20/261) were identified to have de-novo metastasis. At 10
years of follow up, most de-novometastatic patients in both groups were from
remote communities, distributed as 10.1, 9.1, 7.8, 8.7 and 5.0 % in metro-
politan, inner regional, outer regional, remote and very remote areas respec-
tively. In Indigenous group with de-novo metastasis the average distance of
patient from treatment center was 1720km for vs 1018 km in Non-Indigenous
patient with a p-value of 0.03. In non-metastasis cohort, Indigenous patient
has 1065 km v 1241 km in non-indigenous group. Considering outcomes for
those developing metastatic disease, median survivals after metastatic
diagnosis were shorter for Indigenous patients, 21 v 33 months, p = 0.03.
Conclusions: Indigenous women in WA with metastatic breast cancer have
inferior survival outcomes from diagnosis of metastases relative to non-
Indigenous peers. Most de-novo metastatic patients were from remote lo-
cations in both cohorts but no relation between remoteness and de-novo
metastasis, identified to be impacting survival. Future studies are needed to
better elucidate if any geographical, health care disparities and improve on
treatment related outcomes. It is suggested to derive targeted policies to
improve survival outcome of all Indigenous cancer patients, particularly
those residing in remote areas. Research Sponsor: None.
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116 Poster Session

Multidisciplinary care for rural pancreatic cancer patients: Providers’
perspectives about patients’ challenges navigating between rural health-
care settings and high-volume centers. First Author: Natasha Kurien, The
Ohio State University College of Medicine, Columbus, OH

Background: Multidisciplinary care from high-volume centers (HVCs) im-
proves outcomes for patients with pancreatic cancer (PC). However, rural PC
patients lack access to high-volume PC specialists, resulting in the need for
them to travel to distant HVCs for specialized treatment. The barriers and
challenges rural PC patients face when seeking care at distant HVCs is poorly
understood. Methods: We conducted semi-structured interviews with PC
specialists (medical, surgical, and radiation oncologists, n = 9) at a HVC (The
Ohio State University) actively treating and co-managing rural PC patients
with rural physicians. Using rigorous qualitative methods, two coders inde-
pendently coded the interview transcripts to develop a thematic account of
challenges rural PC patients encounter when receiving care at distant HVCs.
Results: PC specialists commonly identified transportation as amajor barrier
they believed their rural PC patients experienced, and noted both the distance
these patients needed to travel and difficulties patients reported in navigating
major cities to receive care at HVCs. Similarly, providers commented that rural
PC patients and their families reported having difficulty finding affordable
lodging near HVCs sometimes resulting in the need for frequent and incon-
venient back-and-forth travel between the HVC and the patient’s home. One
interviewee stressed the importance of health literacy and the need for
providers to improve physician-patient communication as well as provide
resources to help rural PC patients better understand their condition and
recommended treatment plan. PC specialists also indicated that some rural PC
patients had expressed discomfort about contacting physicians outside their
in-person clinic visits. They also reported that the possible duplication of
services such as diagnostic imaging that could occur may result in increased
financial stress for their patients. Conclusions: PC specialists noted several
challenges they perceived their rural PC patients may face when navigating
care between rural healthcare settings and HVCs. Notably, these challenges
may both impact the delivery of high-quality multidisciplinary care and cause
additional stress for rural PC patients. Future studies should examine how
interventions (e.g., patient navigators, support groups, educational resources)
aimed specifically at addressing barriers to multidisciplinary PC care for rural
PC patients can be designed and implemented. Research Sponsor: None.

ABSTRACT
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118 Poster Session

The association of polypharmacy with functional status impairment,
frailty, and health-related quality of life in older adults with gastrointes-
tinalmalignancy: Results from theCancer andAgingResilience Evaluation
(CARE) registry. First Author: Darryl Alan Outlaw, UAB Hematology Oncology
Fellowship, Birmingham, AL

Background: The majority of new cancer diagnoses occur in adults greater
than 65 years of age. Polypharmacy is a common and potentially devastating
problem amongst older adults; however, its prevalence and impact in older
adults with gastrointestinal (GI) malignancy is poorly understood. Our ob-
jective was to examine the prevalence of polypharmacy and its association
with functional status impairments, frailty, and health-related quality of life
(HRQoL) in older adults with GI malignancy. Methods: The Cancer and Aging
Resilience Evaluation (CARE) registry at the University of Alabama at Bir-
mingham (UAB) is an ongoing prospective cohort study that uses a brief
geriatric assessment (CARE survey) in older adults with cancer. We evaluated
older adults diagnosed with GI malignancy prior to starting cancer therapy.
Our primary outcomes of interest were functional status impairments, in-
cluding dependence in activities of daily living (ADL) and instrumental ac-
tivities of daily living (IADL), frailty (as defined by a frailty index derived using
the principles of deficit accumulation), and HRQoL (assessed via PROMIS
10 global that includes physical and mental scores). Patients were dichoto-
mized into those taking $9 vs. , 9 medications. Multivariable analyses
examined associations between polypharmacy and the above-listed out-
comes, adjusted for age, sex, race, cancer type, cancer stage, and comorbidities.
Results: Overall, 357 patients met eligibility criteria; mean age: 70.1 years;
primary diagnoses: colorectal (33.6%), pancreatic (24.6%), hepatobiliary
(16.2%), gastroesophageal (10.9%), other (14.6%). Patients reported taking a
mean of 6.2 medications: 27.7% with 0-3 medications, 48.2% with 4-8
medications, and 24.1%with$ 9medications. Patients taking$ 9medications
were more likely to report limitations in ADL (adjusted odds ratio [aOR] 3.29,
95% CI 1.72-6.29) and IADL (aOR 2.86, 95% CI 1.59-5.14). Polypharmacy was
also associated with frailty (aOR 3.06, 95% CI 1.73-5.41) and lower physical
(aOR 2.82, 95% CI 1.70-4.69) and mental (aOR 1.73, 95% CI 1.03-2.91) HRQoL.
Conclusions: Independent of comorbid conditions, polypharmacy was as-
sociated with functional status limitations, frailty, and reduced HRQoL in older
adults with GI malignancy. Further study of specific medications and inter-
actions is warranted in order to reduce the negative consequences of poly-
pharmacy in this growing and vulnerable population. Research Sponsor: U.S.
National Institutes of Health.

119 Poster Session

Equitable application of pancreatic cancer treatment guidelines to miti-
gate racial and insurance disparities at a comprehensive cancer center.
First Author: Andrea M. Schiefelbein, Morgridge Institute for Research,
Madison, WI

Background: Race and ethnicity-based treatment and survival disparities are
documented for pancreatic cancer. Studies cite patient genetic, biological, and
social factors and differences across treatment centers and geographical
areas that may contribute to disparities. We investigated treatment and
survival disparities for a cohort of 1,569 pancreatic cancer (PC) patients at the
local level within a National Cancer Institute-designated comprehensive
cancer center.Methods: Data from 1,569 PC patients aged over 18 diagnosed
with adenocarcinoma, NOS or infiltrating duct carcinoma, NOS from 2004 to
2016 who received some or all of their care at the University of Wisconsin
Carbone Cancer Center were included in the study. Sequential models of
adjusted Cox proportional hazard regression were performed to describe the
association between race/ethnicity and overall survival. Model I included age,
sex and race/ethnicity; model II added BMI, Charlson Comorbidity Index and
stage; model III added rurality, treatment course and payer. Treatment course,
defined as the receipt of chemoradiation, surgery with/without chemo-
radiation, or no treatment, rurality, and insurance status were factors of
interest.Results: 38.6% of patients were diagnosed with metastatic disease.
Overall survival was 11.6 months. Non-Hispanic black (NHB) patients experi-
enced an 88% increased risk of death (95% CI: 23%-188%) and patients
categorized as other race/ethnicity experienced a 32% (10%-60%) increased
risk of death compared to NH white (NHW) patients in model II. After adding
treatment course and insurance status, the hazard ratio for NHB patients
decreased to 1.41 (0.92-2.17) and other race/ethnicity patients decreased to
1.27 (1.05-1.53) compared to NHW Patients. Medicaid patients had an adjusted
hazard ratio of 1.41 (1.01-1.95) and unknown/uninsured patients had an adjusted
hazard ratio of 1.62 (1.71-4.02) compared to managed care patients. Incar-
cerated patients had an adjusted hazard ratio of 1.28 (0.98-1.67) compared to
managed care patients. Conclusions: To reduce disparities across race/
ethnicity and insurance status, organizations should invest in financial sup-
port programs for patients in need and monitor treatment courses for people
of color, underinsured or uninsured patients to verify access to treatment,
equitable treatment, and adherence to treatment guidelines. Future studies
should investigate the contribution of clinician and healthcare system bias to
race and ethnicity-based cancer disparities. Research Sponsor: U.S. National
Institutes of Health, University of Wisconsin Pancreatic Cancer Task Force.

30 Visit quality.asco.org to search by abstract for the full list of abstract authors and their disclosure information.

HEALTH EQUITY AND DISPARITIES

http://quality.asco.org


120 Poster Session

Factors associated with time to targeted therapy for patients with met-
astatic lung cancer with driver mutations. First Author: Suwei Wang, IBM
Watson Health, Union City, CA

Background: Targeted therapies are superior to chemotherapy in metastatic
lung cancer with driver gene mutations. Delays in initiation of targeted
therapies may result in faster symptom progression, decline in quality of life,
and shortened survival. We examined factors associated with time to initiation
of targeted therapy (TTT) in patients withmetastatic lung cancerwith selected
driver mutations. Methods: In this retrospective cohort study, IBM Market-
Scan claims data was used to identify patients who had an initial diagnosis of
metastatic lung cancer, defined as continuous insurance enrollment 12months
pre- to 6 months post-diagnosis, with tumor biomarker (i.e., EGFR, ALK, ROS1,
BRAF V600E, NTRK)-directed targeted therapy performed within 6 months of
the initial diagnosis, during the timeframe of 1/1/2013 to 12/31/2018. Trends in
TTT were evaluated with Wilcoxon–Mann–Whitney. Quantile regression, a
robust model that analyzed factors on different outcome-related quantiles,
was used to identify associations among TTT and covariates including age, sex,
comorbidity, insurance type, and US region. Results: Among 8977 patients
identified with an initial diagnosis of metastatic lung cancer, 710 (7.9%) re-
ceived targeted therapies within the 6-month timeframe, and 1040 (12%)
had tumor biomarker testing performed. The overall median TTT was 21 days
(IQR = 36 days). Median TTT decreased from 25 days in 2013 to 18 days in
2018 (p = 0.03). Factors associated with longer TTT (median, 50% quantile)
were increasing age (p = 0.04), cardiovascular disease (“CVD”, p = 0.03),
HIV (p = 0.04), and mild liver disease (p = 0.05). For the lower quantile (, =
1 day, 5% quantile), female sex (p = 0.01), HIV (p = 0.04), and mild liver
disease (p = 0.002) were associated with longer TTT. Having a PPO health
plan extended TTT (p = 0.05) at the upper quantile (79 days, 90% quantile).
Conclusions: Our study showed an encouraging 5-year trend of the median
TTT decreasing by 28%. Numerous factors associated with longer TTT in-
cluded increasing age, CVD, HIV, mild liver disease, female sex, and PPO plan.
This study provides insights into patient-related factors associatedwith longer
time to initiation of targeted therapies for patients withmetastatic lung cancer
with drivermutations. Additional research is needed to identify the reasons for
longer TTT and to develop strategies to expedite delivery of optimal therapies.
Research Sponsor: IBM Watson Health.

121 Poster Session

Nonconscious nonverbal synchrony and patient and physician affect and
rapport in cancer treatment discussions with black and white patients.
First Author: Lauren M. Hamel, Karmanos Cancer Center, Wayne State
University, Detroit, MI

Background: Clinical communication is poorer with Black patients than with
White patients, but most studies are limited to verbal communication. Non-
verbal synchrony, the nonconscious coordination of movement between in-
dividuals, has been shown to reflect relationship quality. We investigated
nonverbal synchrony’s association with patient and physician affect and
rapport in cancer treatment discussions, and if those associations differed by
patient race. Methods: We used motion detection software to measure
overall synchrony and synchrony based on who is leading in the interaction
(similar to leading in dancing) in video recordings of 68 Black patients and 163
White patients discussing treatment with their physicians. Näıve observers
rated the interaction for six constructs: patient and physician positive and
negative affect and patient-physician positive and negative rapport. We ex-
amined associations between patient race, nonverbal synchrony and the six
constructs. Results: In interactions with Black patients, overall synchrony
was positively associated with patients’ positive affect and positive patient-
physician rapport and negatively associated with patients’ negative affect and
negative patient-physician rapport. When the physician was leading, syn-
chrony was positively associated with patients’ positive affect and positive
patient-physician rapport and negatively associated with patients’ negative
affect and negative patient-physician rapport. When the patient was leading,
synchrony was positively associated with patients’ and physicians’ positive
affect and positive patient-physician rapport, and negatively associated with
patients’ negative affect and negative patient-physician rapport. In interac-
tions with White patients, overall synchrony was positively associated with
patient positive affect; when the physician was leading, synchrony was
negatively associated with patient negative affect. Conclusions: This is the
first study to use a dynamic, jointly-determined measure in patient-physician
communication. Synchrony was related to patient and physician affect and
rapport in interactions with Black patients, but only patient affect in inter-
actions with White patients, suggesting nonverbal synchrony is particularly
important in interactions with Black patients. Next, we will investigate asso-
ciations with patient outcomes, such as satisfaction. Findings could contribute
to physician training to enhance coordination and outcomes in oncology in-
teractions. Research Sponsor: U.S. National Institutes of Health.

122 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Racial differences in hospitalizations associated with COVID-19 in pa-
tients with cancer. First Author: Chintan Pandya, Dana Farber Cancer
Institute, Boston, MA

Background: Reports concerning possible racial disparities in Covid-19 illness
severity and health consequences for U.S. minority population have been
emerging. Similar data for patients with cancer diagnosis have been scant. We
aimed to evaluate the effect of race on primary outcome of hospitalization in
patients with cancer who tested positive for Covid-19. Methods: Retrospective
observational quality of care study of electronic health records for patients with
cancer who tested positive for Covid-19 between March 1 and June 10, 2020 and
had at least one visit in the past 1-year at the cancer center. Demographics, non-
cancer comorbidities, cancer type and treatment were captured. Primary out-
come of hospitalization and secondary outcome of emergency department (ED)
visits were assessed from index event up to 30 days after index event, which is
laboratory-confirmed diagnosis of Covid-19. Logistic regression analysis was
performed to evaluate the association of race with outcomes after adjusting for
confounding factors.Results: 557 patients tested positive for Covid-19 and had
at least one visit at the cancer institute in past one year. Of the total positive
patients, 325 (58%) were females, 79 (14%) were blacks, and 225 (40%) had 2
ormore comorbidities. Themost commoncancerswere gastrointestinal (N=105)
and other cancers (N=194); 47 had any systemic cancer treatment in the past
30 days before Covid-19 test. 56 patients had ED visit out of which 26% were
blacks (p=0.002) and96had inpatienthospital visit out ofwhich blackswere 19%
(p=0.13). The mean length of hospital stay (LOS) was 7.86611.6 days. On mul-
tivariate analysis, after controlling for demographics, comorbidities, and cancer
variables, black race was independently associated with higher odds of hospi-
talization (Odds Ratio=2.19, confidence interval=1.2 to 3.8). Conclusions: In a
large cohort of patients with cancer who tested positive for Covid-19, while 14%
were blacks, they contributed to 17% hospitalizations and 26% ED visits as-
sociated with Covid-19. Black race was independently associated with higher
odds of hospitalization due to Covid-19 than white race, after adjusting for
confounding factors. Research Sponsor: None.

123 Poster Session

Effect of hospital volume on outcome of stage IV pancreatic cancer. First
Author: Suleyman Yasin Goksu, UT Southwestern Medical Center, Dallas, TX

Background: The effect of hospital volume on the outcome of stage 4 pan-
creatic cancer is not well known. We evaluated the effect of hospital volume on
time to treatment and survival in patients with stage 4 pancreatic adenocar-
cinoma (PDAC). Methods: We used the National Cancer Database, including
1,319 hospitals to identify the study population. Adult ($ 18 years) patients with
stage 4 PDAC were included. We excluded the patients who had other histol-
ogies, unknown follow-up, and survival of less than 30 days. We categorized the
hospital volume as three groups: low- (,25th centile), medium- (25th–75th
centile), and high-volume hospitals (HVH) (.75th centile). Time from diagnosis
to chemotherapy initiation was classified as early (# 6 weeks) or late (.
6 weeks). Kaplan-Meier and Cox regression methods were used to evaluate the
overall survival (OS) between HVH and low-volume hospital (LVH) groups.
Results: Among 72,531 patients with stage 4 PDAC; 65% received chemo-
therapy. Patients treated at HVH had higher rates of chemotherapy (73% vs.
60%, p,.001), and late chemotherapy initiation (27% vs. 20%, p,.001) com-
pared to LVH. Patients at HVH were more likely to be younger, have less
comorbidity score, private insurance, treated at the academic center, and need
to travel more than 50miles (all p,.001). Patients treated at HVH had better OS
than LVH (6 vs. 4 months, p,.001). In multivariable analysis, HVH was inde-
pendently associated with better OS versus LVH (HR 0.79 [0.72-0.87]). In ad-
dition, HVH was associated with better OS in patients who received
chemotherapy (HR0.78 [0.69-0.88]), while early treatment initiation, age, black
race, uninsured status was not. Conclusions: Treatment at an HVH is inde-
pendently associated with improved survival among patientswith stage4 PDAC.
Patients seen at HVH had a higher rate of chemotherapy administration but a
longer time to treatment initiation. Research Sponsor: None.

Low-volume
hospital

High-volume
hospital

p-
value

Received chemotherapy 60 % 73 % ,.001
Late treatment initiation 20 % 27 % ,.001
Academic facility 6 % 81 % ,.001
Private insurance 32 % 43 % ,.001
Travel distance > 50 miles 4 % 25 % ,.001
OS (months) 4 6 ,.001
OS for patients who received chemotherapy
(months)

6 8 ,.001
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124 Poster Session

Early-onset colorectal cancer in younger patients: A population-based
study. First Author: Hu Huang, IBM Watson Health, Cambridge, MA

Background: In the US, the incidence of colorectal cancer (CRC) is increasing
in patients younger than 50 years whomay present with advanced stage, high
grade, left-sided colon or rectal cancers with signet ring cell histopathology,
aggressive clinical course, and reduced overall survival. Understanding the
characteristics of this population could inform screening, early detection, and
optimal treatment. In this study, we describe the attributes of adults who are
50 years and younger with a first diagnosis of CRC and ascertain molecular
testing rates and time to surgery by using data from a commercially insured
cohort in the U.S.Methods: This retrospective study of patients ages 50 and
younger with a first diagnosis of CRC utilizes the IBM MarketScan database,
and focuses on claims from January 2013 to December 2018. Included patients
had continuous insurance enrollment of 12 months before and 6 months after
diagnosis. We determined rates of tumor testing for microsatellite instability
(MSI) or immunohistochemistry (IHC) for mismatch repair (MMR) proteins and
referral to genetic services in all patients, as well as mutational analysis of
KRAS, NRAS, and BRAF in metastatic CRC patients. Time to surgical resection
of primary tumor (TTS) in non-metastatic colon cancer patients was mea-
sured. Results: During the 5-year period, 10,577 patients ages 18 to 50 years
had a first diagnosis of CRC, which was 15.6% of the 67,921 adults of all ages
with CRC. Claims for MSI or IHC for MMR proteins within 120 days of initial
diagnosis were done in 4,429 (41.9%) patients and referral to genetics
services/counseling within 1 year of initial diagnosis were done in 443 (4.1%)
patients. Among metastatic CRC patients, KRAS, NRAS, or BRAF tumor
mutational analyses within 120 days of initial diagnosis were documented in
323 (31.5%). The median TTS ranged from 7 to 15 days with no statistically
significant differences based on geographic region or health insurance plan
type. Conclusions: Younger patients with early onset CRC had low rates of
referral to genetics services, tumor MSI or IHC for MMR proteins testing, and
KRAS, NRAS, and BRAF mutational analysis. There were no geographic or
insurance type trends in TTS in non-metastatic colon cancer patients. Al-
though underreporting is possible in our study, the findings of low utilization of
genetic services and tumor genomic testing in these younger patients with
early onset CRC should alert the oncology community to critical management
gaps in the care of this population. Research Sponsor: IBM Watson Health.

125 Poster Session

The relationship between treatment intensity and characteristics of pa-
tients with early-stage breast cancer. First Author: Jeffrey Franks,
University of Alabama at Birmingham, Mount Olive, AL

Background: Clinical trials are used to generate standard-of-care, yet often
do not reflect patient populations treated in real-world settings. Elderly pa-
tients or patients of color who are often underrepresented in trials, whichmay
impact what types of treatments are prescribed. This study examines how
patient characteristics are associated with treatment intensity in early stage
breast cancer. Methods: This retrospective cross-sectional study included
women with a stage I-III breast cancer from American Society of Clinical
Oncology’s CancerLinQ database treated by chemotherapy from 2005-2019.
Seven standard-of-care regimens were characterized by intensity. For pa-
tients with ER+/- HER2- breast cancer, low-intensity regimens were Taxol and
Cyclophosphamide or Adriamycin and Cyclophosphamide; while Taxol,
Adriamycin, and Cyclophosphamide was considered high intensity. For pa-
tients with HER2+ breast cancer, the low intensity regimen was Taxol and
Herceptin; while Adriamycin and Cyclophosphamide followed by Taxol and
Herceptin; Taxol, Carboplatin, and Herceptin; or Taxol, Carboplatin, Herceptin,
and Pertuzumab were considered high intensity. A model estimating the
likelihood of intensity was calculated using log-binomial regression, in order to
produce relative risks. The models were adjusted for patient demographics
and cancer stage. Results: Of 24,383 patients, 51% had ER+HER2-, 20% ER-
HER2-, and 29% HER2+ breast cancer. Most patients were White (60%), age
40-69 (80%), had stage II breast cancer (39%), and received higher intensity
treatment (65%). Adjusted for the other covariates, patient who were Black
were more likely to receive high-intensity treatment than patients who were
White (61% vs 58%; RR 1.05, 95%CI 1.02-1.06. Additionally, older adults were
more likely to receive low-intensity treatment, with 42% of patients over 70
receiving low intensity treatment, and 29% of patients between the ages 40
and 69 received low intensity treatment (RR 1.5, 95% CI 1.44 -1.54).
Conclusions: Differences in treatment intensity were observed for patients
with differing demographic characteristics. Further research is needed to
determine lack of representation in clinical trials impacts on prescribing
patterns, regimen intensity, and survival. Research Sponsor: Robert Wood
Johnson Foundation.

126 Poster Session

Trends in obesity among patients registered to SWOG cancer clinical
treatment trials. First Author: Riha Vaidya, Fred Hutchinson Cancer
Research Center, Seattle, WA

Background: Rising obesity rates have been documented in the United States
population since the 1980s. Several studies have shown links between obesity
and the incidence of – and the outcomes of – specific cancer types. Few studies
have examined the prevalence of obesity among cancer patients at the time of
diagnosis or among those who participate in clinical trials. We examined the
prevalence of obesity over a 35-year period among patients enrolled in clinical
treatment trials conducted by the SWOG Cancer Research Network.
Methods: We analyzed body mass index (BMI) at registration among patients
enrolled in phase II or III clinical trials conducted by SWOG. Adult patients
(age$18) participating in trials in obesity-related cancers between 1985 and
2020 were included. Obesity was classified as BMI $ 30 kg/m2. Multivariable
logistic regression was used to examine time trends, adjusting for age, sex,
race, and treatment type. Time was defined as year of enrollment and ex-
amined in separate models as continuous years and as 5-year intervals. We
examined trends among patient subgroups by sex and by treatment type
(chemotherapy, immunotherapy, and targeted therapy). Results: 16,374
patients enrolled in SWOG clinical trials conducted between 1985 and 2020
were analyzed. Patients were most commonly enrolled in trials for breast
cancer (n = 6,327, 38.6%), colon cancer (n = 2,408, 14.7%), multiple myeloma
(n = 2,112, 12.9%), and rectal cancer (n = 1,785, 10.9%). Overall, 32% of patients
were obese (n = 5,252). Unadjusted obesity rates among trial participants
increased from 18% in 1985-1990 to 42% in 2016-2020, compared to an in-
crease from 23% to 42% among US adults over a similar period. Obesity
prevalence rates increased over time for all sex, age, and race subgroups.
Overall, there was an increasing linear trend in obesity (OR = 1.36 for each 5-
year increase, 95% CI: 1.33-1.39, p , .0001). These trends persisted with
adjustments for age, sex, race, and treatment type (OR = 1.35 per 5-year
increase, 95% CI: 1.31-1.39, p , .0001). Positive linear trends in obesity
prevalence were observed for all subgroups by sex and treatment type. There
was no evidence of difference in trends between males and females or be-
tween the three treatment types. Conclusions: We observed an increasing
trend in obesity among patients participating in clinical trials for obesity-
related cancers, mirroring US adult obesity rates. Our findings indicate good
representation of obese patients in clinical treatment trials, which has fa-
vorable implications for the applicability of trial findings to this group of
patients. Research Sponsor: U.S. National Institutes of Health, Other
Foundation.

127 Poster Session

Survey of challenges in access to diagnostics and treatment for neuro-
endocrine tumor (NET) patients (SCAN): Global disparities in quality
healthcare for NETs. First Author: Dirk Van Genechten, VZW NET & Men
Kanker Belgium, Kortrijk, Belgium

Background: Neuroendocrine tumors (NETs) are rare and complex neo-
plasms with increasing incidence and prevalence worldwide. SCAN assessed
global delivery of healthcare to NET patients. This analysis focused for the first
time on healthcare quality evaluation by economic areas–Advanced Econo-
mies (AE) and Emerging and Developing Economies (EDE) classification used
as per the International Monetary Fund.Methods: During Sept-Nov 2019, NET
patients and healthcare professionals (HCPs) completed an online survey
(available in 14 languages). Results: There were 2795 respondents from 68
countries across 6 continents. AE NET patients/carers were 88% [2076/
2359], EDEwere 12% [283/2359]. HCPs were evenly spread 51%AE [221/436]
vs. 49% EDE [215/436]. The average evaluation score provided by NET pa-
tients to the healthcare received in the country they reside in for more than
6 months was 3.6 in AE, while one point lower 2.5 in EDE on a 5-point Likert
scale (1-poor, 5-excellent). HCPs’ and NET patients’ scores were aligned: 3.9 as
per AE HCPs (94% [208/221]), vs. 2.6 by EDE HCPs (68% [190/283]). The
availability of top 3 most used NET treatments over the past 12 months was
significantly lower in EDE: surgery in AE reached 85% (1765/2076) vs. EDE
71% (201/283) p,0.0001 [Chi-squared], somatostatin analogues - in AE 67%
(1391/2076) vs. EDE 59% (167/283) p,0.0001, PRRT was 57% in AE countries
(1183/2076), vs. EDE 33% (93/283) p,0.0001. Specialized services were of
low usage globally and in deep disparity by economic areas, namely: NET
specialist consultations (AE 55% [1143/2076] vs. EDE 40% [112/283]
p,0.0001), multidisciplinary team care 34% (AE 34% [706/2076] vs. EDE
22% [63/283] p,0.0001), a clinical nurse specialized in NETs (AE 28%
[589/2076] vs. EDE 7% [21/283] p,0.0001), psychological care (AE 13%
[261/2076] vs. EDE 5% [15/283] p,0.0001), physical activities like yoga
classes, trainings designed for cancer patients (AE 11% [220/2076] vs. EDE
3% [7/283] p,0.0001). State healthcare coverage was claimed by half of AE
NET patients (51% [1064/2076]). National healthcare plan that covered
NETs was mentioned by only a third of EDE NET patients (30% [85/283].
Conclusions: Availability of treatments and access to specialized NET
healthcare is a global challenge and is in need of improvement. Additionally,
the gap between AE and EDE in terms of treatments availability, support
services usage, and state healthcare coverage is significant and manifests
deep inequality. Research Sponsor: IPSEN, ITM, Novartis.
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128 Poster Session

Breaking down barriers: A strategic initiative to collect sexual orientation
and gender identity information in the oncology patient population. First
Author: Georgina T. Rodgers, Cleveland Clinic, Cleveland, OH

Background: The LGBT community is a diverse population that crosses race,
ethnicity, socioeconomic status, age, and other factors. It is estimated that 8.8
million Americans are part of the community and the number is likely higher
due to under reporting. The population is at increased risk for certain cancers,
sexually transmitted infections, and is more likely to use alcohol, tobacco,
drugs, and suffer from obesity, and behavioral health issues. LGBT patients
face barriers to accessing care due to being under-insured, fear of discrimi-
nation and lack of access to culturally competent health care providers. Our
cancer center embraced the need to collect sexual orientation/gender identity
(SOGI) data as a means to identify and address the comprehensive needs of
our patients and set a goal to provide an inclusive, patient-centered envi-
ronment through education of our teams to build a trusted patient-provider
relationship.Methods: We implemented a history section in the EHR to assist
with data collection including, preferred name, sexual orientation, gender
identity, legal sex, and sex assigned at birth. A project team was developed in
2019 to improve utilization of the existing tool and provide education to in-
crease the comfort level of our caregivers. Our target groups consist of
advance practice providers, RN care coordinators, social workers and phy-
sicians. Educational sessions occurred through multiple modes and “cham-
pions” were identified within target groups to keep the momentum going.
Results: There was initial hesitation in utilization due to lack of under-
standing of the impact on patient care and lack of confidence in communi-
cation. Training was modified to include communication techniques and the
why collection of SOGI data is important. Conclusions: A monthly report was
developed to determine utilization of the SOGI fields and as of May 2020 have
increased from 1.5% utilization to 17.5% utilization. A survey has been
deployed to education attendees to determine pre and post education comfort
levels in addressing the SOGI needs of patients and early data is showing a
marked improvement in the comfort level of caregivers. Research Sponsor:
None.

129 Poster Session

The use of validated geriatric assessment instruments among U.S. com-
munity oncologists. First Author: Ajeet Gajra, Cardinal Health, Dublin, OH

Background: Older adults are disproportionately affected by cancer and
may be under-treated due to concerns for adverse events or may suffer
excessive toxicity from standard cancer treatments due to comorbidity and
diminished physiologic reserve. A geriatric assessment (GA) can assist with
risk stratification, inform treatment decisions and improve outcomes in
older adults with cancer. This descriptive study aimed to assess knowledge,
perceptions, and utilization of GA instruments among community oncologists/
hematologists (cOH) with an overall goal to identify actionable disparities in
themanagement of older adults with cancer.Methods: Questions about GA in
the care of older adults with cancer were developed by two medical oncol-
ogists (AG and BAF) and presented to cOH with diverse geographic repre-
sentation at live meetings and a preceding web-based survey between
September 2019 and February 2020. Descriptive statistics were used to an-
alyze the results. Results: Of the 349 participants, the response rate was
100%. The cut-off age used to define older adults by cOH was: $ 65 years
(22%),$ 70 years (39%), and$75 (32%). The proportion of patients aged$
70 years in their practices was reported as: 26-50% (48%) and. 50% (22%).
Most cOH (60%) performed no formal GA to inform treatment decisions. The
two most common reasons for not performing GA were: “Too cumbersome to
incorporate into routine practice” (44%), and “Adds no value beyond the
comprehensive history and physical exam” (36%). cOH awareness of vali-
dated GA/related instruments was: Mini-Mental State Exam (MMSE; 63%),
Comprehensive GA (CGA; 37%) and CARG (Cancer and Aging Research Group)
GA tool (22%); 22% were not aware of any validated instruments. Outside of
clinical trials, the most frequently used validated GA instruments were: MMSE
(54%), CGA (23%), CARG (12%), and CRASH (9%). For older adults with
cancer, ECOG performance status and comorbidities were the two GA-related
surrogate factors utilized in treatment decisions (88% and 73%, respec-
tively). Conclusions: A majority of US community oncologists do not incor-
porate formal GA with validated instruments in the decision-making for older
patients with cancer due to lack of time, resources and awareness. Education
directed towards community oncologists may change perception and practice.
Research Sponsor: Cardinal Health.

130 Poster Session

Long-term impact of patient navigation (PN) for breast cancer (BCA)
screening in an urban academic medical center. First Author: Lisa
Phuong, Montefiore Medical Center, Bronx, NY

Background: PN improves BCA screening rates in underserved women, and
decreases health care disparities. However, there is limited data regarding
the ability of PN effect sustained change. We evaluated the long-term impact
of PN for BCA screening at our institution, by assessing the rate at which
women who underwent screening mammogram (SM) in 2017, with the aid of
PN, completed subsequent (f/u) SM within guideline-concordant time frames.
Methods: Patients (pts) consisted of women seen by our institution’s primary
care providers, with referral for SM in the electronicmedical record (EMR), but
without scheduled appointment, who received PN between June 1 and Sep-
tember 30, 2017, and successfully completed SM in 2017. Pts were identified
from the screening navigation database. EMR was reviewed to obtain de-
mographic data, rate of f/u SM, and time from 2017 SM to prior and f/u SM.
Wilcoxon signed-rank test was used for analysis. Results: 179 pts completed
SM with the aid of PN in 2017. Median age was 58 (range 37-77), 52.5% were
Hispanic, 26.8% Black; and 2.8% Asian. Preferred languages were English
(70.4%) and Spanish (25.7%). 6 pts had never had prior SM; 30 had no prior
SM at our institution. Median time between 2017 SM and prior SM was
29months (mo) (range 12-104); only 20 pts (11.2%) had a prior SMwithin 24mo.
177 pts were eligible for f/u SM in 2018 and 2019 (1 diagnosed with BCA on 2017
SM; 1 died in 2017). 85 pts (48%) completed f/u SM; 68 (39%) completedwithin
24mo. Only 2 pts required PN to complete f/u SM. In pts with time to screening
data available for both 2017 SM and f/u SM (n = 80), median time to SM
improved from 24 to 16 mo (p, 0.01). Decreases were seen in Black (22 to 14
mo, p,0.01), White (31 to 16mo, p = 0.03), and Hispanic pts (28 to 18.5mo, p,
0.01), and in English (22 to 15mo, p, 0.01) and Spanish speakers (26 to 20mo,
p , 0.01). Conclusions: A single episode of PN for BCA screening had a
sustained impact on pts at our institution, leading to improved compliancewith
future SM. Improvement was seen in pts of diverse races, ethnicities, and
language preferences. Focused PN for pts who did not complete f/u SM is
planned. Research Sponsor: National Accreditation Program for Breast
Centers (NAPBC) Patient Navigation Project.

131 Poster Session

“Coming out” against cancer: How local outreach to the LGBT community
can reduce cancer disparities. First Author: S Timpet, Cleveland Clinic,
Cleveland, OH

Background: Lesbian, Gay, Bisexual, and Transgender (LGBT) individuals
make up an estimated 4% of the population, qualifying them as a sexual
minority. LGBT individuals are also more likely to be a racial or gender mi-
nority, to live in poverty, and to have less social support than their hetero-
sexual peers. LGBT populations are disproportionately affected by mental
health issues such as depression, which are correlated not onlywith behavioral
risk factors, but with less likelihood to comply with healthcare screening or
treatment. Approximately 30% of LGBT adults do not seek health care ser-
vices or lack a regular health care provider, compared with 10% of hetero-
sexuals. Research studies demonstrate that knowledge about increased risks
and need for screening is low in LGBT populations. Sub-populations are less
likely to have had a recent mammogram, anal or cervical Pap, or a prostate
exam. Methods: We implemented a population-oriented program into our
community outreach team in 2019 to address LGBT cancer disparities. A
programmanager partneredwith community resources and leaders, including
the Cleveland LGBT Community Center, Plexus LGBT Chamber of Commerce,
and Trans Ohio. First year programming included a mammogram clinic for
sexual/gender minority (SGM) women, “Cancer is a DRAG” show, and a
tobacco-free campaign for LGBT pride month. Results: Creating meaningful
partnerships was extremely important to community leaders and organiza-
tions. Strategic plans include direct community input and engagement
through a community council, in conjunction with the LGBT Community
Center, a breast cancer awareness campaign, in conjunction with local en-
tertainers, and a tobacco cessation program, through our Center for LGBT
Care. We educated over 150 people and screened over 85 within the first year.
Conclusions: When our healthcare institution met local LGBT people within
their community, the result was quite impactful. This pilot program proved
successful at educating members of the community about their increased
cancer risk, which resulted in higher cancer screening rates for LGBT people.
More programs tailored to LGBT-specific health concerns are important to
continue reaching these populations and eventually decrease health dispar-
ities in the community. Research Sponsor: None.
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132 Poster Session

Racial disparities in performance status among cancer patients at a com-
munity oncology practice. First Author: Joanne S. Buzaglo, Concerto
HealthAI, Boston, MA

Background: Performance status is used to characterize patient ability to
tolerate chemotherapy and as a selection criterion for clinical research. Poor
performance status can exclude patients from clinical trial participation.
Further, African American cancer patients are underrepresented in cancer
clinical trials. The study purpose was to document performance status at the
initial patient visit to a community oncology practice and to explore racial
disparities between White and Black patients. Methods: This study used a
retrospective, observational design with ePRO collected via the Patient Care
Monitor™ (PCM). All study data were collected as part of routine clinical care
at a community oncology practice during 1/2019–11/2019. An Eastern Coop-
erative Oncology Group (ECOG) score was automatically calculated after
patients at an initial clinic visit completed a 1-item question that assessed
performance status via e-tablet. Results: 6,613 patients completed the PCM
survey (mean age 59; 33% male/67% female; 55.4% White, 38% Black).
Cancer type was known for a subset of patients (22% breast, 9% hematologic,
4% lung, 5% colorectal, 3% prostate, 11% other types). The average ECOG
score for the total sample was 0.97. 50% indicated they were able to complete
their normal daily activities without any restriction; 26.9% were able to
complete their normal daily activities and some light work. In contrast, 10.3%
indicated they could take care of themselves, but could not work and are in
bed/chair less than half the day. 10.3% could take care of themselves
sometimes but could not work and are in bed/chair more than half the day.
4.5% indicated they could not take care of themselves and were in bed/chair
almost always. When assessing racial differences between those self-
identifying as White or Black/African American, average ECOG score was
higher in Black patients [Mean(SD) = 1.03(1.24)] when compared to White
patients [Mean(SD) = 0.93(1.14)] (p = 0.003). We observed a higher percentage
of Black patients reported not being able to take care of themselves (51.9%
Black v. 41.0% White). In contrast, a higher percentage of White patients
reported being able to complete all daily activities without restriction (38.3%
Black v. 54.5% White). Conclusions: This study shows significant racial
disparities in performance status among patients seen at a community on-
cology practice with Black patients exhibiting significant worse performance
status than White patients. These findings have implications for disparities in
treatment outcomes and racially biased access to clinic trials. Research
Sponsor: None.

133 Poster Session

Financial toxicity, financial well-being, and quality of life among bladder
cancer patients. First Author: Reginald Tucker-Seeley, Leonard Davis School
of Gerontology, University of Southern California, Los Angeles, CA

Background: Due to a long course of surveillance, and for some patients,
multimodal therapy with chemotherapy and surgery, bladder cancer (BC) can
present a financial burden to the household. Yet, there are several terms used
to describe this burden such as financial hardship and financial toxicity (FT);
and it is unclear whether different measures of financial circumstances are
correlated and whether they are associated with quality of life (QOL). The goal
of this study was to determine whether FT and financial well-being (FWB) were
correlated and to determine whether FT and FWB were similarly associated
with QOL among BC patients.Methods: Patients that had BC treatment in the
last 2 years were recruited from two NCI designated cancer centers for our
study (N = 100). The Comprehensive Score for Financial Toxicity (COST) was
used to assess FT, the Consumer Financial Protection Bureau’s (CFPB) FWB
measure was used to assess FWB, and a BC-specific Functional Assessment of
Cancer Therapy (FACT) questionnaire was used to assess physical, social,
emotional, and functional domains of QOL. Bivariate analyses were conducted
to determine the association among FT, FWB, and QOL; and separate logistic
regression analyses predicting FT and FWB were used to determine the as-
sociation between FT and FWB and each domain of QOL. Results: Bivariate
results showed that FT and FWBwere highly negatively correlated (r = -.76; p,
.0001); however, only FWB was correlated with the total QOL score (p , .05).
FT was correlated with physical (p , .01), emotional (p , .05), and functional
(p, .05) QOL; and FWB was correlated with physical (p, .05) and functional
(p , .05) QOL. Logistic regression models adjusted for socioeconomic and
demographic characteristics showed that those reporting higher physical QOL
(OR = 1.18; CI: 1.04-1.35) and higher functional QOL (OR = 1. 15; CI: 1.03-1.28) had
higher odds of reporting high FWB. Conclusions: Given the surveillance and
treatment processes for BC patients, it is important to better understand their
financial circumstances as they are navigating andmanaging care. Our results
suggest that physical and functional QOL is relevant for predicting FWB, but
after considering socioeconomic and demographic characteristics, no domain
of QOLwas a significant predictor of FT amongBC patients. Research Sponsor:
Bladder Cancer Actiona Network Young Investigator Award, USC The Robert
E. and May R. Wright Foundation Research Awards.

134 Poster Session

Disparities in advanced-stage breast cancer: The socioeconomic and geo-
graphic contributions. First Author: Kelli Clemons, Medical College of Georgia,
Augusta, GA

Background: Socioeconomic disparities in healthcare have been well docu-
mented in America, with cancer being a critical area. One in four deaths are
caused by cancer, and the effects on different communities are not equal.
Clinical observations suggest that poorer socioeconomic circumstances lead
to more frequent, later stage diagnoses and worse outcomes. The aim of this
project was to quantify the sociodemographic and geographic contributions to
disparities in advanced, metastatic breast cancer within the Augusta pop-
ulation and surrounding areas. Methods: Records of patients managed for
breast cancer at the Georgia Cancer Center between Jan 2009- Jun 2019were
reviewed. 80 patients who presented with early stage breast cancer (clinical
stage I) without positive lymph nodes were compared with 80 patients who
presented with advanced, metastatic disease (clinical stage III-IV). Their race,
breast cancer characteristics, insurance status, geographic proximity to a
mammography site or major healthcare facility, and time interval between
diagnosis and treatment were compared. Results: Results show that 73.75%
early stage patients had private insurance, while 41.25% late stage patients
had private insurance (p value, 0.0001). Results also show that 25.0% of late
stage patients had annual mammography screenings, while 77.78% of early
stage patients had regular screening for mammograms (p value , 0.0001).
80.6% of patients that received regular mammograms had private insurance,
while the remaining 19.4% of those patients had public insurance. No sta-
tistical difference was shown in late and early stage presentation based on
HER2 and/or triple negative (ER-, PR-, HER2-) status. Conclusions: There is a
significant outcome of advanced, metastatic breast cancer in patients that do
not have private insurance and in those that do not receive regular mam-
mograms. Our findings support the importance of investing resources into
alleviating differences in various socioeconomic populations as they relate to
the amount and quality of cancer healthcare available. While the incidence of
mortality in breast cancer is decreasing nationwide, disparities in morbidity
and mortality will most likely continue unless there is an aggressive effort
towards addressing said differences. Research Sponsor: Medical Scholars
Program.

135 Poster Session

Assessing the demographics of fertility preservation discussions in can-
cer patients. First Author: Michael E Auster, University of Texas Health
Science Center at San Antonio, San Antonio, TX

Background: Young adults undergoing cancer treatment often face increased risk of
infertility. Despite current ASCO guidelines recommending prompt fertility preservation
education, knowledge about prevalence and barriers to oncofertility care is lacking. This is
particularly true for patients in medically underserved and minority communities. This
study sought to characterize the utilization of oncofertility counseling in a major Hispanic
serving institution.Methods: Retrospective chart review was performed at the University
of Texas Mays Cancer Center San Antonio and included patients diagnosed with testicular,
early stage breast cancer or leukemia/lymphoma between age 18-40 from 2015-2019.
Demographic data including ethnicity, race, funding, zip code were collected. Chart
reviewed determined if fertility counseling was provided and which patients elected for
oncofertility treatments. Results: Of 304 evaluable patients, only 120 had documented
fertility discussions. There was no significant difference in the odds of counseling between
gender, funding, or race. However, the odds of receiving fertility discussions was higher in
non-Hispanic whites compared to Hispanic whites with an odds ratio of 1.94 (P value of
0.032). For those who opted for fertility treatment there was no statistically significant
difference between diagnosis, race, ethnicity, or payment status. Conclusions: Our study
demonstrates oncofertility discussions occur in a relatively small proportion of eligible
patients. Additionally, patients who self -identify as Hispanic were less likely to receive
fertility discussions. This study demonstrates that more research is necessary to evaluate
the barriers to fertility discussion and treatment, and how these barriers result in de-
creased oncofertility education in Hispanic young adults with curable malignancies. Re-
search Sponsor: None.

Odds of receiving fertility discussion.

Variable Units OddsRatio CI.95 p-value

Sex Female Ref
Male 1.22 [0.50;2.99] 0.657106

Diagnosis Testicular Cancer Ref
Leukemia 0.41 [0.13;1.29] 0.126598
Lymphoma 0.36 [0.13;0.98] 0.045080

Non-Metastatic Breast Cancer 1.42 [0.45;4.53] 0.550290
Ethnicity Hispanic Ref

Non-Hispanic 1.94 [1.06;3.54] 0.032258
Race African American Ref

Asian 10.72 [0.59;193.70] 0.108120
White 2.09 [0.56;7.84] 0.274084

Insurance Carelink Ref
Medicaid 0.81 [0.29;2.26] 0.683177
Medicare 1.04 [0.23;4.68] 0.956929

Private insurance 0.91 [0.42;1.95] 0.804667
Self pay/Unfunded 0.58 [0.20;1.68] 0.315380
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136 Poster Session

Opioid prescribing practices in adolescent and young adults with sarco-
mas. First Author: Melissa Beauchemin, Columbia University Mailman School
of Public Health, New York, NY

Background: Adolescents and young adults (AYAs) with sarcoma undergo pro-
cedures that can result in acute and chronic pain. Adult cancer patients are at
increased risk of chronic opioid use, and AYAs are vulnerable to misuse. However,
opioid prescribing practices in AYAs with sarcoma are not known. We described
opioid prescribing during active therapy and identify factors associated with
continued opioid prescription post-treatment in AYAs with newly diagnosed sar-
coma. Methods: Patients 10–26 years who were diagnosed with sarcoma between
2008–2016were identified using IBMMarketscan database. Included subjects received
anti-cancer therapy (chemotherapy, procedures, and/or radiation) within 30 days of
diagnosis and were continuously enrolled in one insurance plan (commercial or
Medicaid).12-months both before diagnosis and after last therapy. Primary outcome
was opioid use, defined as at least one opioid prescription during the 12 months
following treatment completion. Covariates included age, sex, insurance, treatment
type, mental health (MH) and substance use (SU) diagnoses. Results: We included
1,349 patients, 75% had commercial insurance, 21% had a previous MH, and 4% had
previous SU diagnosis. 63% of subjects used opioids during treatment and 28%
received at least 1 prescription in the year post-therapy. Medicaid insurance was
associated with 60% higher likelihood of opioid use during treatment and those with
prior usewere three-timesmore likely to continue post- therapy.Conclusions: Opioid
prescriptions in AYAs with sarcoma are common during treatment. A significant
proportion of patients continue to receive opioids post-therapy, particularly those
with a history of use pre-diagnosis. Medicaid insurance and MH disorder are also
associated with continued use post-therapy. Further research is needed to establish
safe and effective opioid prescribing practices in AYAs with sarcoma. Research
Sponsor: U.S. National Institutes of Health, Conquer Cancer Foundation of the
American Society of Clinical Oncology, P30CA013696.

Multivariable model: Opioid rx during- and post- treatment (Tx).

During Tx Odds ratio (OR) After Tx OR

Age (10 – 17 v 18 – 26 years) 1.24 0.82
Sex (F v M) 0.95 0.89
Insurance (Medicaid v Commercial) 1.64* 1.56*
Prior Use (Y v N) 1.77* 2.98*
MH diagnosis 1.03 2.08*
SU disorder 1.55 1.73

*=p,0.01
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137 Oral Abstract Session

Cumulative incidence of financial hardship in metastatic colorectal cancer
(mCRC) patients (pts): Primary endpoint results for SWOG S1417CD. First
Author: Veena Shankaran, University of Washington, Seattle, WA

Background: Despite evidence that rising cancer care costs contribute to “financial
toxicity” in cancer pts, no studies, to our knowledge, have prospectively assessed the
financial impact of cancer diagnosis (dx) using both self-reported and objective fi-
nancial measures. S1417CD, led by the SWOG Cancer Research Network and conducted
in the NCI Community Oncology Research Program (NCORP), was the first national
prospective cohort study to evaluate time-to-first evidence of major financial hardship
(MFH) in pts with newly diagnosed mCRC. We present results of the primary endpoint
analysis. Methods: Pts age $ 18 within 120 days of mCRC dx receiving systemic
treatment completed surveys every 3 months (mo) for 12 mo. MFH was defined as $ 1
occurrence of self-reported increase in debt, new loans, selling home, refinancing
home, or $ 20% income decline during the 12 mo study period. Cumulative incidence
(CI) of MFH was estimated to account for competing risk of death. Multivariate logistic
regression was used to evaluate the association between pt characteristics with de-
velopment of MFH. Results: 380 pts (median age 59.9) across 126 clinic sites were
enrolled. Most pts were white (78%), male (61%), and insured (98%), with annual
income # $50,000 (56%). Cumulative incidence of MFH at 12 mo was 71.5% (95% CI:
65.9%-76.3%), with 24.6%, 52.4%, and 61.8% at 3, 6, and 9 mo; 104 (41%) pts
reported $ 2 elements of MFH. Age, race, marital status, employment, and annual
income (# vs. . $50K) were not significantly associated with MFH. In a post hoc
analysis, income ,$100,000 and total assets ,$100,000 were both adversely asso-
ciated with MFH. Each increase in number of these 2 risk factors from 0 to 1 and 1 to 2
was associated with a 49% increased risk of MFH (p,.001). Conclusions: In a national
sample of mCRC pts on systemic tx, financial hardship, most commonly in the form of
increased debt, accumulates progressively over time. Nearly 3 out of 4 pts experiencing
MFH at 12 mo despite access to health insurance coverage. These findings underscore
the need for clinic and policy solutions such as early financial navigation and elimi-
nation of cost sharing to protect pts from financial devastation as they continuewith tx.
Research Sponsor: Conquer Cancer Foundation of the American Society of Clinical
Oncology, Other Foundation, U.S. National Institutes of Health.

Cumulative incidence of MFH in mCRC.

Questionnaire Administration Time Points

3 mo 6 mo 9 mo 12 mo

Any MFH (%) 24.6% 52.4% 61.8% 71.5%
Debt 19.2% 39.7% 48.6% 56.7%
New loans 8.7% 20.1% 23.7% 25.8%
‡ 20% income decline 2.4% 6.8% 11.8% 26.7%
Refinancing home 0.3% 1.9% 2.2% 3.4%
Selling home 0.5% 1.6% 1.9% 2.6%
MFH (excluding debt) (%) 10.3% 24.4% 31.9% 42.9%

138 Oral Abstract Session

Effects of a geriatric assessment (GA) intervention on symptomatic
toxicity burden reported by older adults with advanced cancer during
treatment. First Author: Eva Culakova, University of Rochester Medical
Center, Rochester, NY

Background: GA evaluates aging-related domains (e.g., function) known to be as-
sociated with cancer treatment toxicity. We found that providing a GA summary
with management recommendations to oncologists reduces clinician-rated toxicity in
older patients with advanced cancer receiving high risk treatment (presented at
ASCO2020). Herein, we report on the effects of the GA intervention on symptomatic
toxicities measured by Patient-Reported Outcomes Common Terminology Criteria for
Adverse Events [PRO-CTCAE]. Methods: In the national cluster randomized clinical
trial eligible patients (n=718) had age.70, advanced solid tumors or lymphoma, 1+ GA
impairment, and were initiating a new treatment regimen with high risk of toxicity.
Severity grade of 24 PRO-CTCAE items was collected on a 0-4 scale at enrollment, 4-
6 weeks, 3, and 6months. Of 24 items, 11 (e.g. fatigue, dyspnea) were classified as core
(Reeve 2014). Baseline adjusted method (Basch 2016) was used to determine symp-
tomatic toxicities: if the severity of any item increased after baseline to grade 2 or
higher, the patientwas classified as experiencing grade$2 event (similarly for grade$
3 events). The effects of GA intervention on symptomatic toxicities were assessed
using generalized linear mixed model (GLMM) with random effect for the practice
cluster.Results: Mean agewas 77 years (range 70-96); 43% female, 87%white; 34%
had gastrointestinal and 25% had lung cancer; 27% received prior chemotherapy. 710
patients provided PRO-CTCAE data (366 usual care, 344 intervention), 85.6% re-
ported grade$2 and 49.4% grade$3 events at baseline. After baseline, compared to
usual care, patients in the GA intervention arm reported fewer grade $2 overall
symptomatic toxicities (76.5% vs. 84.7%) and fewer core symptomatic toxicities
(grade $2: 71.8% vs. 82.0%; grade $3: 46.2% vs. 53.6%). Specifically, less dyspnea
and less fatigue was reported in GA-arm (Table). Conclusions: GA intervention
resulted in fewer symptomatic toxicities as evaluated by PRO-CTCAE. Clinical trial
information: NCT02054741. Research Sponsor: U.S. National Institutes of Health.

Baseline adjusted method

Symptomatic toxicities
(% of events)

GLMM with random effect for
cluster

Usual Care GA P-value
GA vs Usual Care
Risk ratio (95% CI) P-value

Grade‡2 (All items) 84.7 76.5 0.01 0.91 (0.83-1.00) 0.05
Grade‡3 (All items) 66.4 58.7 0.03 0.91 (0.78-1.05) 0.19
Grade‡2 (Core items) 82.0 71.8 ,0.01 0.88 (0.81-0.95) ,0.01
Grade‡3 (Core items) 53.6 46.2 0.05 0.86 (0.74-1.00) 0.05
Fatigue (Grade ‡2) 47.3 39.2 0.03 0.83 (0.70-0.98) 0.03
Dyspnea (Grade ‡2) 28.1 18.9 ,0.01 0.68 (0.49-0.96) 0.03

139 Rapid Abstract Session

4R program results: What is the impact of 4R care delivery model on
patient self-management and which patients benefited? First Author:
Julia Rachel Trosman, Center for Business Models in Healthcare, Chicago, IL

Background: We previously proposed a 4R model of teamwork and patient self-
management (pSM) in cancer care (NCI ASCO Teams Project, Trosman JOP 2016). 4R
(Right Info/Care/Patient/Time) enables patient and care team to manage complex
care with an innovative 4R Care Sequence plan, including a novel visual feature
describing timing and sequence of care. We report final results of a program which
tested 4R at 5 safety net and 5 non safety net US centers from 2016 to 2019.
Methods: Patients with stage 0-III breast cancer received 4R plans (4R Cohort). We
surveyed 4R cohort and a historical control cohort of patients receiving care at same
centers pre-4R. We assessed the usefulness of 4R to the 4R cohort and the impact on
pSM in 4R cohort compared to historical cohort. Results: Survey response rates:
63%, 422/670 (4R cohort); 47%, 466/992 (control). 4R significantly increased the
composite pSM score and 5 of 7 pSM metrics vs control (Table). The increase was not
influenced by patient age, stage or whether treated at safety net site. pSM scores
increased in 4R vs control cohort to a similar extent for patients, 65 years old (74%
vs 51%, p = .0001) as for patients $ 65 years old (78% vs 57%, p = .0002). pSM
improved similarly for patientswith stage 0 or I breast cancer (77%vs 56%, p = .0001)
as for patients with stage II or III breast cancer (72% vs 54%, p = .0001). Safety net
patients showed pSM increase (77% vs 51%, p = .0001) similar to non safety net
patients (74% vs 58%, p = .0002). Within the 4R cohort, 80% found 4R useful for
organizing care and 70% found the novel visual feature useful to manage care timing
and sequence. Usefulness was similar for age groups and stages, but higher for safety
net than non safety net patients (88% vs 74%, p = .0008). Conclusions: 4R
markedly improved patient self-management in early breast cancer across age
groups and cancer stages, but further enhancements are needed to benefit as many
patients as possible. 4R benefits in safety net setting indicate that 4R may reduce
disparities. Research Sponsor: None.

pSM metric
% 4R cohort N =

422
% Control cohort N =

466
P

value

Know your cancer stage 90 76 .0001
Care plan clear 84 69 .0001
Able to explain your care to others 82 78 .2
Incorporated preferences in care plan 81 80 0.6
Able to manage your care 79 72 .02
Seldom overwhelmed, not in control of your
care

76 64 .0001

Timing and sequence of care clear 66 55 .001
High composite pSM score (> 2.8 on 0-4
scale)

75 55 .0001

140 Rapid Abstract Session

The association of patient fatigue and outcomes in advanced cancer: An
analysis of four SWOG treatment trials. First Author: Julia Mo, University of
Pennsylvania, Philadelphia, PA

Background: Prior studies have suggested that patient-reported outcomes
may be associated with cancer outcomes. We evaluated the association be-
tween clinically significant fatigue (CSF) and adverse events (AEs), quality of
life (QOL), and overall survival (OS) during cancer treatment. Methods: Four
phase II or III chemotherapy trials, two each in advanced non-small cell lung
cancer (NSCLC) and advanced hormone-refractory prostate cancer (HRPC),
were used to compare patients with or without baseline CSF. Baseline CSF was
defined as a rating of 2 or greater on the FACT fatigue survey question or an
EORTC QLQ-C30 fatigue symptom score of 50% or greater. Change in QOL
from baseline, AE rates, and survival were compared according to baseline
CSF with linear regression models, equality of proportions chi-squared tests,
and Kaplan-Meier survival estimates and Cox regression models, respectively,
separately for each trial. Results: Of 1,994 participants, 1,907 had complete
baseline QOL survey data, with 52% reporting CSF at baseline. Baseline CSF
was associated with an increased incidence of grade 3-5 constitutional (16.5%
vs 9.4%, p = 0.002 and 13.9% vs 6.3%, p = 0.002) and neurological (11.7% vs
6.1%, p = 0.006 and 9.0% vs 3.9%, p = 0.01) AEs, respectively, in two studies of
advanced HRPC. Overall, patients with baseline CSF had significantly lower
baseline QOL across all four domains (p , 0.01). Across all four studies,
baseline CSF was associated with higher mortality rates, with adjusted hazard
ratios (95% confidence interval, p-value): 1.34 (1.14, 1.57, p , .001) and 1.30
(1.02, 1.66, p = 0.03) in NSCLC studies, 1.49 (0.95, 2.35, p = 0.09) and 1.53 (1.12,
2.11, p = 0.008) in HRPC studies.Conclusions: Oncology trial participants with
baseline CSF had significantly lower baseline QOL, experienced more adverse
events and had poorer survival compared to participants without CSF. We
have confirmed previous work indicating that fatigue is an important baseline
stratification factor that should be considered in all oncology treatment trials.
Consistent with other research, our results indicate that fatigue should be
measured and ameliorated wherever possible among advanced cancer pa-
tients. Research Sponsor: U.S. National Institutes of Health, Other Foundation.

36 Visit quality.asco.org to search by abstract for the full list of abstract authors and their disclosure information.

PATIENT EXPERIENCE

http://clinicaltrials.gov/show/NCT02054741
http://clinicaltrials.gov/show/NCT02054741
http://quality.asco.org


141 Rapid Abstract Session

Quantifying treatment preferences and their association with financial
toxicity in women with breast cancer. First Author: Courtney Williams,
National Cancer Institute, Bethesda, MD

Background: This study sought to understand treatment preferences and
their association with financial toxicity in breast cancer patients served by
Patient Advocate Foundation (PAF). Methods: This cross-sectional study
used survey data from a nationwide sample of women with breast cancer who
received assistance from PAF. Choice-based conjoint analysis elicited patient
preferences and trade-offs. Latent class analysis segmented respondents into
distinct preference groups. The Comprehensive Score for Financial Toxicity
(COST) tool captured financial toxicity (range 0-44, lower scores indicate
worse financial toxicity). Cramer’s V determinedmagnitude of relationships in
bivariate associations. COST score differences by preference archetype was
estimated by least squaremeans and näıve 95%confidence intervals (CI) from
adjusted generalized linear models. Results: Of 220 respondents (65% re-
sponse rate), median age was 58 years (interquartile range [IQR] 49-66) and
60% had household incomes , $40,000. Most respondents were diagnosed
with early stage cancer (91%), with 41% diagnosed within the past 2 years;
38% had recurred. Almost two-thirds (61%) were on active treatment.
Treatment choice was most affected by preferences related to affordability
and impact on activities of daily living (ADLs). Two distinct treatment pref-
erence archetypes emerged. The “Cost-Prioritizing Group” (75% of respon-
dents) was most concerned about affordability, impact on ADLs, and
burdening care partners. The “Functional Independence-Prioritizing Group”
(25% of respondents) was most concerned about ability to work, physical side
effects, and interference with important life events. Cost- vs. functional
independence-prioritizing respondents were more often diagnosed with an
early stage cancer (88% vs. 78%; V = .22), white (78% vs. 56%; V = .21), or
privately insured (45% vs. 36%; V = .12). Functional independence- vs. cost-
prioritizing respondents more often had household incomes, $40,000 (76%
vs. 54%; V = .20), identified as Hispanic/Latino (20% vs. 9%; V = .15), or had
Medicaid (15% vs. 7%; V = .12). COST scores were similar between archetypes
in adjusted models (Cost-Prioritizing COST = 12, 95% CI 9-14; Functional
Independence-Prioritizing COST = 11, 95%CI 9-13).Conclusions: Patientswith
breast cancer prioritized affordability or maintaining functional independence
when making treatment decisions. Because of this variability, preference
evaluation during treatment decision-making could optimize patients’ treat-
ment experiences. Research Sponsor: Breast Cancer Research Foundation of
Alabama.

142 Poster Session

Caregiver burden: Empowering caregivers with shared decision-making
strategies and skills to improve patient quality of life and outcomes. First
Author: Martha Ann Raymond, Raymond Foundation, Central Square, NY

Background: Data from the National Cancer Institute’s Surveillance, Epide-
miology & End Results (SEER 2016) program estimates there are 15.5 million
cancer survivors in the United States who rely on cancer caregivers every day.
Caregivers play an essential role throughout the care continuum greatly
impacting a patient’s quality of survivorship. Methods: August 2019–March
2020 the Raymond Foundation hosted nationwide caregiver focus groups and
an online survey. Primary goals were reaching caregivers and the patients
they serve in rural, urban, and community oncology settings to gain per-
spective from diverse populations. Focus groups were held in person and
online via video conferencing. Results: 1012 caregivers and the patients they
care for (41% male, 59% female) participated in our focus groups and online
survey: 92% reported a lack of educational resources necessary to participate
in shared decision making regarding treatment protocol; 90% reported they
lacked communication strategies required to effectively communicate with
their healthcare team; 87% reported they would like to learn more about
clinical trials but did not know where to start; 85% reported they did not feel
comfortable reporting treatment adverse effects; 94% reported working
toward a patient-centered, advocate based care approach would lead to
enhanced quality of life and improved outcomes. Conclusions: Cancer
caregivers and the patients they assist understand the importance of shared
decision-making and patient centered care. Based on our focus groups and
survey findings, our call to action includes developing the Cancer Caregiver
Advocacy Plan. This unique educational resource will provide key information
to address educational gaps and empower caregivers to become informed
healthcare advocates. The Cancer Caregiver Advocacy Plan will be a com-
panion resource to the Raymond Foundation’s 2018 Cancer Caregiver Action
Plan as we continue to expand our education and outreach to minimize cancer
burdens for patients and caregivers. Research Sponsor: Raymond Foundation.

143 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Caregiver-oncologist concordance in patient prognosis, caregiver depres-
sion, and caregiver mastery. First Author: Kah Poh Loh, University of
Rochester Medical Center, Rochester, NY

Background: Caregivers of older adults with advanced cancer often have a
different understanding of the patient’s prognosis compared with their on-
cologist. Among patients, accurate prognostic awareness is associated with
greater depressive symptoms, except when patients utilize more adaptive
coping skills. We examined the relationship between caregiver-oncologist
prognostic concordance and caregiver depressive symptoms and explored
whether this relationship differed by caregiver mastery, the capacity to cope,
adjust, and adapt to problems. Methods: We utilized data from a national
geriatric assessment cluster-randomized trial (URCC 13070: PI Mohile) that
recruited patients aged $70 with incurable cancer considering any line of
cancer treatment at community oncology practices, their caregivers, and
oncologists. At enrollment, caregivers and oncologists estimated the patient’s
prognosis (0-6 months, 7-12 months, 1-2 years, 2-5 years, . 5 years); same
response was considered concordant. Caregivers completed Ryff’s mastery
subscale (range 7-35, higher is better) at enrollment and depression screen
(the Patient Health Questionnaire (PHQ)-2 (range 0-6) 4-6 weeks later. To
assess the association of prognostic concordance with caregiver depressive
symptoms, we used generalized estimating equations in models adjusted for
cancer type, study arm, practice sites, and caregiver demographics. We then
assessed moderation effect of caregiver mastery on this association.
Results: Among 410 caregiver-oncologist dyads, mean caregiver age was
66.5, 75%were female, and 26%were caregivers of patients with lung cancer.
Mean mastery score at enrollment was 27.6 (SD 4.7) and 19% screened
positive on PHQ-2 at week 4-6. Among dyads who provided response (N =
370), 28% were concordant. Prognostic concordance was associated with
higher caregiver depressive symptoms (b = 0.30; p = 0.04). Significant
moderation effect was found between concordance andmastery for caregiver
depressive symptoms (p = 0.02). Among caregivers with low mastery ( ,
median), prognostic concordance was associated with higher depressive
symptoms (b = 0.68; p = 0.003). Among caregivers with high mastery
($median), concordance was not associated with depressive symptoms (b =
-0.06; p = 0.67). Conclusions: There is a need to study how prognostic un-
derstanding might lead to depression in at-risk caregivers. Interventions
targeting caregiver prognostic understanding need to consider its relationship
with depressive symptoms, while seeking to increase caregiver mastery.
Research Sponsor: U.S. National Institutes of Health.

144 Poster Session and Poster Highlights Session; Displayed in Poster
Session

The impact of a cancer diagnosis on worker productivity: Results from a
survey of cancer patients and caregivers. First Author: Suepattra GraceMay,
Precision Health Economics and Outcomes Research, Austin, TX

Background: Traditional approaches to capturing health-related productivity
loss--e.g. the human capital method--focus only on the foregone wages of
affected patients, overlooking the losses caregivers can incur. Thus, the value
of lost productivity is often underestimated. This study comprehensively
estimates and describes work-related productivity losses due to a cancer
diagnosis among working-age (18-65) breast cancer (BC) and non-small cell
lung cancer (NSCLC) patients and their unpaid caregivers in the United States.
Methods: A cross-sectional survey of BC and NSCLC patients and caregivers
measured loss associated with time absent from work (absenteeism) and
reduced effectiveness (presenteeism). Respondents reported pre- and post-
cancer diagnosis income, hours worked, and time to complete tasks. Ex-
ploratory multivariable analyses examined correlations between re-
spondents’ clinical and demographic characteristics—including industry of
employment—and post-diagnosis productivity. Results: Of 204 patients (104
BC, 100 NSCLC) and 200 caregivers (100 BC, 100 NSCLC) who completed the
survey, 319 participants (162 BC, 157 NSCLC) working $40 weeks/year pre-
diagnosis were included in the analysis. Over a third of the NSCLC (33%) and
BC (43%) patients left the workforce post-diagnosis, whereas 15% of care-
givers left. Estimated mean annual productivity loss equaled $125,975
($50,328 using traditional method) for NSCLC patients and $120,404
($37,445 using traditional method) for BC. For caregivers, estimated mean
annual productivity loss was $97,062 ($39,751 using traditional method) for
NSCLC and $123,669 ($33,410 using traditional method) for BC. Exploratory
analyses found that greater patient age and later stage at diagnosis were
correlated with greater absenteeism. Conclusions: Although patients typi-
cally experience greater absenteeism, productivity loss incurred by caregivers
is also substantial. Our results underscore the importance of holistic ap-
proaches to understanding the broad impact of cancer on both patients and
their caregivers. Research Sponsor: AstraZeneca.
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Missed work, lost income, and job loss in survivors of colorectal cancer and
their partners: A dyadic study. First Author: Christine M Veenstra, University
of Michigan, Ann Arbor, MI

Background: Many survivors of colorectal cancer face long-term job loss stemming from their
diagnosis. However, little is known about employment outcomes among their partners and virtually
nothing is known about employment impacts among survivor-partner dyads. Methods: In 2019-20
we surveyed 1150 patients who, in 2014-18, underwent resection of Stage III colorectal cancer and
were seen at a community oncology practice, academic cancer center, or reported to Georgia SEER
(51% RR). Patients gave a separate survey to their partner. 299 partners (73% RR) completed
surveys. Patients and partnerswere asked about employment consequences of the patient’s cancer.
Availability of job support benefits and prevalence of adverse employment outcomes were de-
scribed among partners. Descriptive statistics were generated to identify trends in job loss within
dyads. Results: Among partners, 56% were ,age 65, 63% female, 86% white, 27% had , high
school education. 61% were employed at time of patient’s diagnosis. Among these, 15% had no job
support benefits. 33%had paid sick leave, 47%had flexiblework schedule, 28%had unpaid time off.
Due to the patient’s cancer, 43% missed 7-30 days work and 13% missed .1 month. Due to the
patient’s cancer, 18% lost $2000-$10,000 in income and 11% lost .$10,000. 27% were no longer
working at the time of survey. In 47% of dyads, both patient and partner were working before
patient’s diagnosis. Among those, in 29% only 1 member of dyad was still working at time of survey
and in 11% neither member of dyad was still working. In 15% of dyads, only the partner was working
before patient’s diagnosis. Among those, in 50% the partner was no longer working at time of
survey. In 16% of dyads, only the patient was working before diagnosis. Among those, in 48% the
patient was no longer working at time of survey. Job loss in dyads was associated with older age,
lower annual income, and lack of flexible work schedule. Conclusions: Missed work and loss of
income are common among partners of patients with colorectal cancer. Job loss affects nearly half
of dyads in the survivorship period. Employer accommodations such as flexible schedulingmay help
mitigate job loss among survivors and their partners.Research Sponsor: U.S. National Institutes of
Health.

Trends in job loss within dyads.

Characteristic

Proportion of dyads affected by job loss

Patient & partner working at
diagnosis

Only partner working at
diagnosis

Only patient working at
diagnosis

Age (of partner)
<50 11% 0% 14%
51-64 36% 42% 33%
>65 80% 68% 73%
Annual income
<$60,000 65% 59% 63%
$60,000-
$89,000

48% 56% 50%

>$90,000 23% 33% 27%
Flexible
schedule

No 60% 57% 59%
Yes 29% 41% 17%

146 Poster Session

Using retrospective adverse event data to assess the impact of visitor
management during a pandemic emergency plan at a community oncology
practice. First Author: Larry Edward Bilbrey, Tennessee Oncology, Nashville,
TN

Background: During the COVID-19 pandemic, our community oncology
practice, with over 150 providers at 33 locations, incorporated infection
control guidance from the CDC into our Pandemic Emergency Plan, including
visitor restrictions at all locations. There was an increase in patient fall events
in our clinics after visitor restrictions were implemented in March 2020, as
there were fewer care-givers available in the clinics to assist patients.
Methods: Using our adverse event reporting system, we abstracted and
trended all safety events that involved patient falls from March 2019 through
May 2020. We compared patient fall events during the period of visitor re-
striction (March-May 2020) to the same period in 2019, and to the 3 months
preceding March 2020 and the implementation of COVID-19 restrictions. We
report patient fall events per 1,000 patient visits. Results: Prior to COVID-19,
patient fall events averaged .207 falls per 1,000 patient visits for March thru
May 2019 and .137 falls per 1,000 patient visits for Dec 2019 thru Feb 2020.
Following the implementation of visitor restrictions in March 2020, patient fall
events increased to .271 per 1000 visits, with a vast upward trend resulting in
.435 patient fall events per 1,000 visits in May of 2020 when the restrictions
were tightened, more than double previous averages prior to COVID-19.
Conclusions: Family members and care-givers play an important role in
the patient’s care team. We are confident that the significant increase in
patient falls in May 2020 is attributed to visitor restrictions. These findings
support the vital role of family and care-givers in patient safety. They not only
provide transportation, emotional support and information on patient health
status, but assist with ADLs, ambulation and transfer needs during the pa-
tients’ visits to the clinics. Healthcare facilities are often under-resourced and
under-staffed to fully address patients’ physical needs. Limiting care-givers
during a pandemicmay reduce the transmission of infection, but alsomay lead
to other unexpected adverse events. Using these findings, we will be imple-
menting standard fall prevention procedures. The practice’s emergency
pandemic plan on visitor restrictions will also be amended to take this into
account. Research Sponsor: None.

147 Poster Session

Communicating the components of informed treatment decision-making in
patients with pancreatic cancer receiving preoperative therapy. First
Author: Howard J. Lee, Massachusetts General Hospital, Boston, MA

Background: Preoperative therapy for localized pancreatic cancer repre-
sents an emerging treatment paradigm with the potential to provide signif-
icant benefits, yet with complex risks. Research is lacking about whether
clinicians effectively communicate key components of informed decision-
making for patients considering this treatment. Methods: From 2017-2019,
we conducted a two-part, mixed methods study. In part 1, we conducted in-
terviews with clinicians (medical/radiation/surgical oncology, n = 13) and
patients with pancreatic cancer who had received preoperative therapy (n =
18) to explore perceptions of information needed to make informed decisions
about preoperative therapy, fromwhich we generated a list of key elements. In
part 2, we audio recorded the initial multidisciplinary visits of patients with
pancreatic cancer eligible for preoperative therapy (n = 20). Two coders (94%
concordance) independently identified whether clinicians discussed key ele-
ments from part 1. Patients also completed a post-visit survey reporting
whether clinicians discussed the key elements. We explored discordance
between audio recordings and patient reports using qualitative, explanatory
themes. Results: In part 1, we identified 13 key elements of informed treat-
ment decision-making, including treatment logistics, alternatives, and po-
tential risks/benefits. In part 2, recordings showed that most visits included
discussions about logistics, such as the chemotherapy schedule (n = 20) and
use of a port-a-cath (n = 20), whereas few included discussions about risks,
such as the potential for hospitalizations (n = 7), urgent visits (n = 6), or
needing help with daily tasks (n = 6). Patients reported hearing about potential
benefits, such as likelihood of achieving surgery (n = 10) and cure (n = 7), even
when these were not discussed. Qualitative themes across these discordant
cases included clinician optimism regarding present day results versus his-
torical findings andmentions of positive outcomes from prior patients without
citing specific data or potential adverse outcomes. Conclusions: We identi-
fied key elements of information patients with pancreatic cancer need tomake
informed decisions about preoperative therapy. Although clinicians frequently
disclosed much of this information, we found multiple cases of patient-
clinician discordance for certain key elements, which underscores the need
for interventions to enhance patient-clinician communication regarding
pancreatic cancer treatment decisions. Research Sponsor: American Cancer
Society Institutional Research Grant.

148 Poster Session

Patient and physician decision-making on the use of novel agents in
chronic lymphocytic leukemia (CLL): What drives preferences? First
Author: Hannah Le, AstraZeneca LP, Gaithersburg, MD

Background: CLL treatment has changed dramatically with the approval of novel agents,
but data to guide treatment decisions are still lacking. How patients (PTs) and oncologists
(ONCs) prioritize treatment attributes is unknown.Methods: ONCs and PTs completed an
online survey to quantify preferences for first-line (1L) CLL treatment with novel agents
via a discrete choice experiment; ONCs and PTs chose between hypothetical treatment
profiles with varying attribute levels taken from product labels, registrational trials, and
real-world studies. Hierarchical Bayes models were used to estimate attribute level
preference weights, which were used to compute relative importance (RI), a measure of
how influential an attribute is in treatment choice out of a total of 100%. Results: For
ONCs (N=151), 72%were in community practice. PTs (N=220) had amedian age of 56 years;
32% were in active surveillance, 36% were in/had completed 1L treatment, and 32%were
relapsed/refractory. Increasing 2-year progression-free survival (PFS) from 75% to 95%
had the greatest impact on preferences, with a mean RI of 40% for PTs and 30% for ONCs
(Table). When assessing trade-offs between 2-year PFS and other attributes, ONCs re-
quired the largest increase in PFS (11%) to compensate for an increased risk of atrial fi-
brillation (AF) from 5% to 20%. PTs required the largest increase in PFS (6%) to
compensate for an increased risk of infection from7%to 20%.ONCs (vs PTs) required 2–4-
times higher increases in PFS to accept an increased risk of AF, discontinuation due to
adverse events (AEs), bleeding, tumor lysis syndrome (TLS), and arthralgia/myalgia.
Conclusions: ONCs and PTs valued PFS most when selecting a novel CLL agent. While
both groups accepted potential risks in exchange for increased PFS, ONCs were less likely
to accept a higher risk of AEs. ONCs and PTs may perceive the risks and benefits of novel
agents differently. ONC–PT communicationmay be improved by amore focused discussion
on the risks of AEs, relative to treatment outcomes, with patient goals in mind. Research
Sponsor: AstraZeneca.

Attribute RI by respondent type.

Attribute Change from least to most desirable level
ONCs
RI %

PTs
RI
%

2-year PFS** 75% to 95% 30 40
All-grade (G) AF** 20% to 5% 17 11
Discontinuation due to

AEs**
21% to 4% 16 9

G3/4 infection 20% to 7% 12 13
G3/4 arthralgia/

myalgia*
36% to 11% 9 8

Administration** Intravenous (IV) monthly for 6 months + daily oral until progression to no
IV + daily oral until progression

6 9

G3/4 bleeding 8% to 1% 5 5
G3/4 TLS* 13% to 3% 5 6

Ratio data: 40% is twice as important as 20%. *p,0.01; **p,0.001.
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Physician-reported comorbidities and treatment management in patients
with non-metastatic castration-resistant prostate cancer. First Author:
Sreevalsa Appukkuttan, Bayer U.S. LLC, Whippany, NJ

Background: With the emergence of potent therapies in non-metastatic castration-
resistant prostate cancer (nmCRPC) there is a need to understand the impact of
nmCRPC treatments on patient comorbidities and concomitant medications. The goal
of this study was to understand treatment management of nmCRPC in patients with
pre-existing comorbidities from a physician perspective. Methods: Physicians who
treated nmCRPC patients with systemic therapy were recruited from a US physician
panel for an online survey (Sept-Oct 2019). Physician responses included physician
treatment practice, demographic characteristics, and their ’typical’ nmCRPC patient
profile from the past 6months (e.g., health profile, diseasemanagement, and quality of
life [QOL]).Results: Fifty US physicians (56%urologists, 44%oncologists) with 2166
years in practice, treated on average 30 nmCRPC patients in the past 6 months. The
most common nmCRPC treatments were leuprolide acetate (82%), enzalutamide
(80%) and apalutamide (70%). The most common comorbidities reported were hy-
pertension (96%), sexual dysfunction (94%), diabetes (92%), myocardial infarction
(88%) and urinary issues (88%). 78% of the physicians reported taking comorbidities
and medications for comorbidities into consideration when prescribing nmCRPC
treatments. Between 15%-28% of physicians reported a change in nmCRPC prostate
treatment and 19%-26% reported a dose change in nmCRPC treatment for up to 1/3 of
their patients due to comorbidities (Table). For QOL, urologists versus oncologists
indicated more days with poor health status among nmCRPC patients (e.g., median
poor mental health days 30-days prior to treatment: urologists=15 days vs
oncologists=5 days). Conclusions: Many physicians take into account pre-existing
comorbidities and their medications when prescribing nmCRPC treatments. Differ-
ences in perceived QOL were observed between physician specialty. These findings
highlight the importance of considering therapies that lessen the treatment burden in
nmCRPC. Research Sponsor: Bayer Pharmaceuticals.

Physicians reporting treatment change for £1/3 of their nmCRPC patients in the past 6 months.

Patient
Comorbidity

nmCRPC Treatment Change in £1/3 of
patients

nmCRPC Treatment Dose Change in £1/3
of patients

Due to
Comorbidity

Due to comorbidity
medication

Hypertension 27.1% 22.9% 18.8%
Diabetes 26.1% 28.3% 28.3%
Urinary Issues 20.5% 20.5% 29.5%
Sexual
Dysfunction

19.1% 14.9% 25.5%

150 Poster Session

RELEVANT study: Patient (Pt) and physician (PI) perspectives on mean-
ingful outcomes in advanced pancreatic ductal adenocarcinoma (PDAC).
First Author: Rille Pihlak, The University of Manchester/The Christie NHS
Foundation Trust, Manchester, United Kingdom

Background: PDAC is an aggressive cancer with median overall survival (OS) ~6 months (m).
Methods: Pts with advanced PDAC due to start first-line chemo (Chx) completed 1 study survey
and 2 quality of life (QoL) questionnaires (QLQ-C30 and PAN26) on 3 time-points: baseline (T1),
before (T2) and after (T3) their 1st on-treatment CT scan, PIs filled in paired surveys T1/2/3.
Results: 71 Pts and 12 PIs were recruited. 4% Pts died/deteriorated between consent and T1,
28%between T1 - T2 (~2.3m later), 13%between T2 - T3 (~1.3m), only 55% reached T3. 49%Pts
preferred to share decision making with their PI, 31% Pts preferred to make the final decision
about treatment after considering PI opinion. 86% Pts had personal goals to reach (12% PIs
knew of these). 70% Pts were aware that Chx was unlikely to cure cancer however, they had
much higher expectations than PIs (%, Table). Choosing between treatment options Pts pri-
oritised: 54% OS, 26% balance between side-effects (SEs) and OS, 15% could not choose and
5%symptom control. These did notmatchwith PIs (p,0.001). Pts who prioritisedOS had higher
symptom burden (p=0.03). OS was different in these Pts: who prioritised symptom control- OS
2.8m from T1, OS priority- 6.4m, could not choose- 8.7m and balance priority- 9.2m (p=0.01). At
T1 Pts had low QoL (57/100, higher better). ‘Future worries’ and ‘planning of activities’ were
scored the worst (58 and 56/100, lower better). Clinically significant (+/- 10p) worsening be-
tween T1/2/3 were: PF (10p), nausea/vomiting (NV, 12p), body image (18p p=0.01), taste (25p
p=0.002). Financially 29%Pts were “a little/ lot” out of pocket at T1, 41% at T2 (p=0.036), 42%
at T3 (p=0.034). Acceptability of SEs showed that least acceptable SEs (ranked 1-10, 10-least)
were the ones Pts were already struggling with: NV (ranked 9/10, 46p/100 on QLQ), diarrhoea
(8/10, 45/100); fatigue (less acceptable T3 (p=0.05), 46/100); appetite loss (7-8/10, 47/100). In
contrast,most Pts (97%)werewilling to take few/mediumand around50% large amount of SEs
as a trade-off for extra time, whilst 9%PIs thought that Pts would accept excess SEs (p,0.001).
Conclusions: Ptsworry about future, have high symptomburden and high expectations of Chx.
Pts want to be involved in decisions, but the contrasting views betweenPts and PI showdiffering
aims. Research Sponsor: None.

Likelihood of:
- respond to Chx Not at all/slightly Moderately Very/completely

Pts 12 42 34 p=0.001
PI 24 70 6
- give a longer life
Pts 12 37 34 p,0.001
PI 27 66 7
Extend pt life by 1- 6m 6m- 1y 1- 5/>5y
Pts 12 30 58 p,0.001
PI 81 19 0
Min important time
Pts 17 39 43 p,0.001
PI 76 23 0

151 Poster Session

The impact of within-visit and pre-visit decision aids for localized prostate
cancer on patient knowledge. First Author: Jon Charles Tilburt, Mayo Clinic,
Rochester, MN

Background: Decision aids (DAs) for prostate cancer treatment can improve
knowledge and reduce decisional conflict, but the relative effect of pre-visit
and within-visit DAs is not known, and effect sizes forminority populations has
not been estimated. Methods: We conducted a 3-arm, patient-level-RCT in
specialty urology and radiation oncology practices in Ohio, South Dakota, and
Alaska, test the effect of pre-consultation and with-in consultation decision
aids on patient knowledge immediately after specialty consultation compared
to usual care. We used linear regression to estimate effects of each inter-
vention arm, including the respective standard error, two-sided 95% confi-
dence interval, and two-sided P value for testing the study’s hypotheses.
Results: 103 patients were recruited and randomized to receive either the
pre-visit decision aid, within-visit decision aid, or neither decision aids (usual
care). In 2017 and 20018, we accrued similar numbers of men to pre-
consultation aid (n = 37), during-consultation aid (n = 33) and usual care
arms, respectively (n = 33). The median (range) age in years was 64 [49, 81];
67.6% were White, 15.7% were Black or African American, 16.7% were
American Indian or Alaska Native, and 1% were not reported. 47.6%, 45.6%,
and 6.8% had a baseline clinical stage of T1, T2, and T3, respectively. The
median [range] prostate specific antigen (PSA) was 8.0 [2.4, 53.7]. Therewere
no clinically notable imbalances. We obtained usable data on 102 of the 103
patient-participants. The pre-visit decision aid arm showed a mean knowledge
effect of 0.694 (0.636, 0.753). The within-visit decision arm showed a very
similar mean knowledge effect of 0.686 (0.625, 0.748). The usual care arm
showed a mean knowledge effect of 0.644 (0.582,0.705). The linear re-
gression model showed, that, compared with usual care, neither intervention
effect achieved statistical significance in the primary analysis (p = 0.24, 0.330,
for pre-visit and within-visit, respectively). Conclusions: Modest knowledge
gains of pre-visit and during-visit decision aids for prostate cancer treatment
were not statistically significant. Clinical trial information: NCT03182998.
Research Sponsor: U.S. National Institutes of Health.

152 Poster Session

Patient-centered communication: Collaborative learning and communica-
tion strategies for patient and healthcare providers in the new normal of
COVID-19. First Author: Martha Ann Raymond, Raymond Foundation, Central
Square, NY

Background: Data from the National Cancer Institute’s Surveillance, Epide-
miology & End Results (SEER) program estimates in 2020 over 1.8 million new
cancer diagnoses will occur. SEER data also indicates that over 15.5 million
patients/survivors are currently living with a cancer diagnosis in the United
States. Amid COVID-19, transitioning care beyond the clinic to minimize ex-
posure for patients and healthcare providers is essential. Nowmore than ever,
new and evolving ways to communicate openly and effectively are crucial for
patients and their healthcare team.Methods: March-May 2020 the Raymond
Foundation hosted nationwide virtual focus groups and town halls for cancer
patients, survivors, and caregivers to gain a better understanding of how
COVID-19 is affecting their cancer care, communication with their healthcare
team, and shared decision-making. Primary goals included reaching patients in
rural, urban, and community oncology settings to gain perspective from di-
verse populations. Results: 489 patients, survivors, and caregivers (54%
female, 46% male) provided the following insights: 89% reported commu-
nication with their healthcare team had deteriorated since the pandemic; 94%
indicated the need for increased communication with their healthcare team;
42% had a general knowledge of telehealth while 58% had little to no
knowledge; 98% indicated they would like to learn more about telehealth
options and would try this advanced class of service if offered by their
healthcare team; 64% reported they were not able to accurately commu-
nicate treatment adverse effects leading to increased suffering; 96% re-
ported increased isolation and fear of the unknown care landscape.
Conclusions: Cancer patients realize the importance of patient-centered
communication to facilitate a personalized dialogue to actively participate
in their care. Empowering patients with the skills they require to compre-
hensively perceive telemedicine, virtual care, and remote monitoring will
help minimize patient risk and provide an opportunity for patients to engage
with their healthcare team throughout the care continuum. Implementing
strategies to skillfully serve patients via telemedicine and teleconferencing
may be the new normal as we virtually revive the classic house call. Research
Sponsor: Raymond Foundation.
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153 Poster Session

Baseline cancer worry and tumor marker testing among earlier-stage
breast cancer patients participating in a Choosing Wisely pilot. First
Author: Karma L. Kreizenbeck, Fred Hutchinson Cancer Research Center,
Seattle, WA

Background: We developed a patient-facing video aimed at raising early breast
cancer survivors’ adherence to ASCO’s Choosing Wisely recommendation
against surveillance tumor marker testing. To understand the impact of the
video on cancer worry regarding recurrence, we surveyed breast cancer sur-
vivors before and after viewing the video. Methods: Women with stage I-IIIA
breast cancer (N=246) treated at six regional community clinics were surveyed
prior to viewing a video at the start of surveillance, then again at follow-up one
year later (N=171). Both surveys included the Cancer Worry Scale (CWS-8 items,
4-point Likert scale). Tumor marker (TM) testing during surveillance was col-
lected for 728patients and linked to surveys among thosewho provided consent
(N=105). Results: Most women (77%) were white age 50+. Among women who
completed both questionnaires (N=153), the average CWS summary score was
17.1 at baseline (range=9-29) and 16.9 at follow-up (p=0.48, range=8-30).
Women who did not view the video (A) and those with high baseline cancer
worry (B) who viewed the video had similar rates of TM testing (19%) compared
to patients with low baseline cancer worry (C) who viewed the video (3%).
Cancer worry is highly correlated with the decision to use of TM testing. Viewing
an informational video that provided evidence-based advice on follow-up and
testing did not impact cancer worry. Enrollment among eligible patients was
impacted by challenges to proactively identify and consent patients during their
transition to surveillance. Conclusions: Patients with high baseline cancer
worry may need different or additional guidance beyond an educational video
during their transition to surveillance for breast cancer. Research Sponsor:
Seattle Cancer Care Allliance, Fred Hutch.

(A) Nonparticipants
(N=556)

Participants*
(N=105)

Video + baseline questionnaire No Yes
Cancer worry Unknown (B) High†

(N=31)
(C) Low‡
(N=31)

Received TM testing 18.7% 19.4% 3.2%
Odds Ratio for TM testing ref 1.04 (p=0.92) 0.15 (p=0.06)

*linkable TM testing + survey data who consented to link (excl. 141 ppts); †upper tercile baseline CWS
score ($20); ‡lower tercile baseline CWS score (#13)

154 Poster Session

Leveraging patient-reported outcomes (PROs) in patients with pancreatic
cancer: The Pancreatic Cancer Action Network (PanCAN) online patient
registry experience. First Author: Arjun Gupta, Sidney Kimmel Comprehensive
Cancer Center, Baltimore, MD

Background: By allowing patients (pts) to self-report key issues related to
their quality of life and symptoms, PROs have important clinical and research
implications. The PanCAN Registry, which began collecting data in July 2015,
is a pancreatic cancer-specific global online registry enabling pts to report
sociodemographics, disease/management characteristics, and PROs via
online surveys. We sought to describe pt experiences with the PanCAN
Registry. Methods: We assessed individual characteristics and interactions
with the registry (visits, survey completions, and longitudinal use) from 7/
2015-10/2019 for pts who provided permission to use their data. The registry
allows pts to complete surveys about their experience (e.g. basics of pan-
creatic cancer, general information), symptoms (e.g. fatigue, pain), diagnos-
tics (e.g. labs, scans), and drug therapy (e.g. type, frequency). We validated
PROs using the PanCANKnowYour Tumor database. For a subset of pts (those
with de novometastatic disease), we compared PROs, treatment patterns, and
side effects by age (+/- 65 years) and treatment site (community or academic).
Results: Of 2,836 pts who visited the registry, 2,076 (73%) completed at
least one survey (median age = 64 [range: 18-97], 48% women, 92% white,
32% metastatic disease). Pts most commonly completed the basics (73%),
general information (39%), and drug therapy (37%) surveys. Overall, 10%
answered surveys longitudinally. We observed 95% concordance between
PROs and the PanCANKnowYour Tumor database. Among the 667 pts with de
novo metastatic disease, 34% were older (age 65+) and 50% were treated at
academic sites. Younger pts were more hopeful about the treatment plan
(strongly agree: 24% v 12%, p , .01) and reported less constipation
(moderate/severe: 33% v 48%, p, .01) compared with older pts. Pts treated
at academic sites reported less frequent treatment breaks of. 2 weeks (28%
v 58%, p = 0.01) and more frequent severe cytopenias (27% v 12%, p = 0.01)
compared with those treated at community sites. Conclusions: With. 2,800
pts visiting the PanCAN registry and . 70% completing a survey, these
findings demonstrate the feasibility, robustness, and research potential of an
online PRO registry. We observed important differences by age and treatment
site regarding pts’ outlook, symptoms, treatment patterns, and side effects.
With increasing focus on PROs, registries like this can facilitate standardized
PRO reporting and monitoring, while also providing a valuable research da-
tabase. Research Sponsor: PanCAN.

155 Poster Session

Idecabtagene vicleucel (ide-cel, bb2121), a BCMA-directed CAR T-cell
therapy: Qualitative analyses of pretreatment patient interviews in the
KarMMa trial. First Author: Julia Braverman, Bristol Myers Squibb, Princeton,
NJ

Background: Outcomes remain poor in triple-class exposed (to an immuno-
modulatory agent, a proteasome inhibitor, and an anti-CD38 antibody) patients
(pts) with relapsed and refractory multiple myeloma (RRMM), and there is no
standard of care. Ide-cel, a BCMA-directed CAR T cell therapy, showed deep,
durable responses in heavily pretreated RRMM pts in the pivotal phase 2 KarMMa
trial (J Clin Oncol 38:2020. Suppl; abstr 8503). Limited data are available on pts’
experience with prior therapies and expectations on ide-cel. By embedding pt
interviews in KarMMa, we assessed pts’ initial knowledge of and expectations on
ide-cel beyond pt-reported outcome measures prior to ide-cel therapy.
Methods: This qualitative study was conducted in triple-class exposed pts re-
fractory to their last regimen who entered the KarMMa trial (NCT03361748). Pts
were invited to participate in the optional interview component that included up
to 11 interviews. We present results of the first interviews that occurred between
initial consent and leukapheresis. The interview topics were pts’ initial knowledge
of ide-cel, decision making, expectations, hopes, and concerns, and current well-
being. All interviews were recorded, transcribed, and coded. Results: Forty-
seven pts from 14 clinical sites participated in the interviews. Most pts were able
to describe the overall process of CAR T cell therapy and one third first heard
about the therapy from their local healthcare professionals. According to pa-
tients, key decision-making factors were potential outcomes with ide-cel, rec-
ommendation from a doctor, and lack of other options. The most frequently
perceived differences between ide-cel and prior treatments are shown (Table). Pt
hopes were mostly focused on remission and improved quality of life. Most pts
reported some restrictions on their daily activities due to the disease.
Conclusions: RRMM pts need new treatment options. Most pts reported the
limitations of prior therapies, expectations on ide-cel, impact of the disease, and
differentiated ide-cel from other treatments. The ongoing interviews will further
assess pt experience during and after ide-cel therapy. Clinical trial information:
NCT03361748. Research Sponsor: Bristol-Myers Squibb and bluebird bio.

Potential efficacy No. of pts*

Ide-cel has potential for long-term or complete remission 28
Past treatment did not work/stopped working 24
Potential side effects
Lower side effect burden than other treatments 11
Avoids chemotherapy side effects 9

*Forty-five pts were asked about their perspectives on ide-cel vs previous treatments.

156 Poster Session

Healthy lifestyle challenges among older female cancer survivors. First
Author: Jessica L Krok-Schoen, Division of Medical Dietetics and Health
Sciences, School of Health and Rehabilitation Sciences, The Ohio State
University, Columbus, OH

Background: Healthy lifestyles including consuming a healthy diet, being
physically active, and maintaining a normal weight can improve prognosis and
health-related quality of life (HRQoL) among cancer survivors. The largest
proportion of cancer survivors are older adults ($65 years), yet their lifestyle
behaviors are understudied. This study examined the lifestyle behaviors (diet
quality, physical activity, maintaining healthy weight) of older female cancer
survivors and associations with HRQoL. Methods: Women aged 65 years or
older, with all cancer subtypes and stages, who had completed primary cancer
treatment (i.e., chemotherapy, surgery, radiation) within the past five years,
were eligible to participate. Older female cancer survivors (n = 171) completed
one-time surveys to assess HRQoL (RAND-36), unintentional weight loss, body
mass index (BMI), diet quality (Diet History Questionnaire II), and physical
activity. Demographic information and medical record data were also col-
lected. Diet History Questionnaire II results were converted to Healthy Eating
Index (HEI)-2015 scores. Descriptive analyses, correlations, and stepwise
linear regressions were utilized. Results: The majority of the sample (median
age = 74.5068.43 years) were white (90%), married (54.7%), breast cancer
survivors (67.7%), and completed at least a bachelor’s degree (54.7%).
Physical and mental HRQoL of the sample were low; 41.94610.50 and
48.4767.18, respectively, out of 100. Physical activity was low; 75.3%, 54.2%,
and 68.1% reported no strenuous, moderate, and mild physical activity, re-
spectively. Mean BMI was 27.7166.24 (overweight), with 64% of the partic-
ipants being overweight or obese. Mean HEI-2015 scores were 66.54+10.0 out
of 100 and below the cutoff score of 80, which represents a “good diet”.
Participating inmoderate physical activity was associatedwith higher physical
HRQoL (b = 0.42, p = 0.004). Being older (b = 0.27, p = 0.025), white (b = 0.53,
p , 0.001), and having higher HEI scores (b = 0.30, p = 0.011) was associated
with higher mental HRQoL. Conclusions: Older female cancer survivors re-
ported lifestyle challenges including poor diet quality, low levels of physical
activity, and high rates of being overweight or obese, which were associated
with HRQoL. Results indicate the need for tailored health interventions for
older female cancer survivors regarding their lifestyle behaviors to improve
prognosis and HRQoL. Research Sponsor: None.
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157 Poster Session

Health-related quality of life and its predictors in patients receiving first-
line treatment for newly diagnosed glioblastoma multiforme in EU5: A
real-world study. First Author: Bryan Bennett, Bristol Myers Squibb, Uxbridge,
United Kingdom

Background: This study describes health-related quality of life (HRQoL) and
its predictors including the role of O6-methylguanine DNA methyltransferase
promoter (MGMT) testing in first-line (1L) patients (pts) with newly diagnosed
glioblastoma multiforme (GBM). Methods: Real-world data were drawn from
the GBM Disease-Specific Programme – a cross-sectional study administered
to medical and neuro-oncologists who provided information on demographic/
clinical status and treatment (tx) patterns for their next 4 consulting 1L GBM
pts from May to July 2016 in EU5 countries. Pts voluntarily completed self-
completion forms (PSCs), comprising the EORTC QLQ-C30, BN20, and EQ-5D-
3L. Linear regressions were conducted using QLQ-C30 global health status
(GHS), EQ-5D-3L utility, and EQ-5D visual analogue scale (VAS) scores as
dependent variables. Demographic and clinical factors were included as in-
dependent variables. Statistically significant results with P,0.05 are pre-
sented.Results: 279 1L GBMpts completed a PSC, with amean age 58.7 years
old, 63% were male. 68% (n=189) were MGMT-tested with known results, of
which 58% (n=110) were methylated and 42% (n=79) unmethylated. Mean
GHS was 45.6 (SD=19.4), utility was 0.57 (SD=0.35), and VAS was 53.5
(SD=18.3). All functional domain scores of the QLQ-C30 were below reference
values for general brain cancer population, with differences larger than
published thresholds for clinical importance. Age .75 years and ECOG score
of 2+ were associated with decreased HRQoL. Longer 1L tx duration, stable/
responding disease, and receiving care in Germany, Italy, Spain, or UK (vs
France) were associated with increased HRQoL. Results were similar for the
subset of pts that was MGMT-tested; however, a greater Charlson index score
and not receiving steroids (or RT) were associated with increased HRQoL.
MGMT status did not appear to be an independent predictor of HRQoL.
Conclusions: HRQoL in pts with GBM receiving 1L treatment is poor. Func-
tional domain scores indicate clinically meaningful problems for these pa-
tients. Important predictors of HRQoL include age, performance status, time
since tx initiation, country of care, comorbidities, and steroid use alongside RT.
Results suggest there remains an unmet need in the tx management of GBM.
Research Sponsor: Bristol Myers Squibb, Lawrence Township, NJ, USA.

158 Poster Session

Assessment and reporting of quality-of-life measures in pivotal clinical
trials of hematological malignancies. First Author: Samer Al Hadidi, Baylor
College of Medicine, Houston, TX

Background: The importance of assessment and reporting of health related quality
of life (QoL) has been increasingly recognized in the field of oncology. QoLmeasures,
which reflect patient’s perceived benefits and satisfaction, might be especially
important in hematological malignancies clinical trials, where the intervention may
not result in cure with modest overall survival benefit. Methods: Data on health
related QoL were obtained from studies’ protocols and product labeling available
publicly at Drugs@FDA. Drugs approved from 2016 to 2020 were analyzed. On the
basis of publicly available study protocols and Food and Drug Administration (FDA)
reviews, the authors reviewed the assessment of health related QoL in 53 clinical
trials supporting 50 drug approvals from 2016 to 2020. Those trials resulted in
approval of medications to treat leukemia, non-Hodgkin lymphoma, Hodgkin lym-
phoma,myelodysplastic syndrome, andmultiplemyeloma.Results: A total of 14,819
patients were assessed in the 5 years period after exclusion of unpublished studies.
We calculated the frequency of assessment of health related QoL and if QoL
measures were reported in the subsequent publications. After exclusion of 7 un-
published studies, we analyzed 46 clinical trials for reporting of HRQOL. Thirty
percent of the protocols included assessment of health related QoLwith only 43%of
them (13% of all the analyzed clinical trials) reported the results of health related
QoL. The results were consistent across all subtypes of hematological malignancies
and were similar regardless of the studied primary endpoint. Conclusions: QoL
measures are under studied in clinical trials of hematological malignancies. Studies
that measured health related QoL didn’t report the results in more than half of the
time. Although results may be reported in separate future publications, improve-
ment in assessing and reporting of QoL will help to incorporate QoL measures in
patient care and therapy choice decision. Research Sponsor: None.

Summary of pivotal studies and reporting of HRQoL in hematological malignancies.

Disease
Number of

trials
Number of
patients

Number (%) of study protocols that assessed
HRQOL

Number (%) of studies that reported
HRQOL

CLL/SLL 6 2678 2 (33) 1(17)
CML 3 728 1(33) 1(33)
ALL 4 922 3 (75) 2 (50)
AML 9 2312 1 (11) 0 (0)
cHL 3 1639 1 (33) 0 (0)
DLBCL 3 281 0 (0) 0 (0)
MCL 2 210 0 (0) 0 (0)
FL 5 2068 1 (20) 0 (0)
PMBCL 1 53 0 (0) 0 (0)
T cell

lymphoma
2 357 1 (50) 1 (50)

MM 5 2973 3 (60) 1 (20)
MF/MPN 1 289 0 (0) 0 (0)
MDS 1 229 1 (100) 0 (0)
HCL 1 80 0 (0) 0 (0)

159 Poster Session

Patient-reported outcomes (PROs) in older adults with gastrointestinal
(GI) cancer undergoing surgery. First Author: Helen Perry Knight, Brigham
and Women’s Hospital, Boston, MA

Background: Older adults with GI cancer often experience poor surgical
outcomes, yet little is known about their PROs, such as physical function,
quality of life (QOL), and physical and psychological symptom burden.
Methods: As part of a randomized trial of perioperative geriatric care, we
prospectively enrolled adults age $65 with GI cancer planning to undergo
surgical resection. We asked patients preoperatively to self-report their
physical function (activities of daily living [ADLs] and instrumental ADLs
[IADLs]), QOL (EORTC QLQ-C30), symptom burden (Edmonton Symptom
Assessment System [ESAS], scores . 3 considered moderate/severe [mod/
sev]), depression symptoms (Geriatric Depression Scale [GDS], scores . 4
represent a positive screen for depression), and comorbidities. We used re-
gression models to explore relationships among PROs and clinical outcomes
(receiving planned surgery, postoperative complications [Clavien-Dindo],
hospital readmissions within 90 days, and survival). Results: From 9/2016
- 4/2019, we enrolled 160 of 221 (72.4%) patients approached (median age: 72,
range: 65-92). At baseline, most (53.1%) reported at least one comorbidity and
required assistance with ADLs (94.8%) and IADLs (52.3%). Patients reported
an average of 2.56mod/sev ESAS symptoms, and 27.7% screened positive for
depression. For surgical outcomes, 137 patients (85.6%) underwent planned
surgery, and 99 (72.2%) of these had at least one postoperative complication.
Greater independence with ADLs was associated with undergoing planned
surgery (OR = 1.21, P = .02), lower risk of complications (OR = 0.81, P, .01), and
improved survival (HR = 0.87, P = .02), but not readmissions. Greater inde-
pendence with IADLs was associated with undergoing planned surgery (OR =
1.30, P = .03) and improved survival (HR = 0.73, P , .01), but not other
outcomes. Higher baseline QOL was only associated with lower risk of
postoperative complications (OR = 0.97, P = .04). Higher depression scores
were only associated with worse survival (HR = 1.13, P = .02). Higher baseline
symptom burden predicted for shorter time to readmission (HR = 1.13, p = .03).
Patient-reported number of comorbidities was associated with shorter time to
readmission (HR = 1.49, p = .03) and higher risk of complications (OR = 1.70, P =
.03). Conclusions: Older adults with GI cancer often have baseline functional
limitations and a high symptom burden, all of which are associated with worse
clinical outcomes. Future work should study whether addressing preoperative
PROs could improve older patients’ surgical outcomes. Clinical trial infor-
mation: NCT02810652. Research Sponsor: NCCN Foundation Young Investi-
gator Award.

160 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Demographic, socioeconomic, and clinical factors associated with oncol-
ogy patient experience in the Ontario cancer system. First Author: Mary
Mahler, Department of Medicine, University of Toronto, Toronto, ON, Canada

Background: Your Voice Matters (YVM) is an electronic real time Patient Reported Experience Measure (PREM) collected on all
adult patients accessing cancer services in Ontario by Cancer Care Ontario/Ontario Health. To our knowledge, this is the largest
oncology PREM dataset worldwide. A total of 25 Items are assessed including care coordination, wait times, access to care and
satisfaction with healthcare providers. We attempted to identify demographic, socioeconomic and disease factors that predict
for a positive patient experience.Methods: Responses were collated from 18 individual cancer centers between Jan 2017 andDec
2019. Each item was dichotomized into positive/negative experiences. Multivariable logistic regression was constructed for each
of the 25 items. Results: Demographics are described in table. Males (OR=1.11, p=0.0032), genitourinary patients (OR=1.30,
p=0.0031) and those receiving radiation (OR=1.39, p=,0.0001) were more likely to have a positive experience. Patients aged 18-
39 (OR=0.74, p=,0.0001), receiving chemotherapy (OR=0.76, p=0.0002), and with central nervous system or lung cancer (OR=
0.56, p=,0.001; OR=0.79 p=0.0059, respectively) were more likely to have a negative experience. Lowest income patients were
more likely to have a negative experience with healthcare providers (OR=0.83, p=0.0119) and patients from the highest im-
migration areas had a worse quality experience (OR=0.82, p=0.0029).Conclusions: Age, sex, disease site, visit type, income and
immigration status significantly influence patients cancer care experience. This information helps promote equity and the use of
PREM data to improve cancer care delivery. Research Sponsor: Ontario Health, Cancer Care Ontario.

Demographics, reference group highlighted.

Characteristic All Patients (n=41,298) Significant Positive Items (x/25) Significant Negative Items (x/25)

Disease Site
Breast 9312 (28.4%) 6 0
CNS 523 (1.6%) 0 16
GI 4410 (13.4%) 3 0
GU 4990 (15.2%) 16 0
Gyne 2433 (7.4%) 2 0
Heme 5444 (16.6%)
H&N 1011 (3.1%) 0 4
Lung 2539 (7.7%) 0 14
Other 525 (1.6%) 0 0
Skin 1647 (5.0%) 6 0

Age
18-39 1594 (4.9%) 0 20
40-64 15127 (46.1%) 4 0
65+ 16113 (49.1%)

Sex
F 19019 (57.9%)
M 13815 (42.1%) 16 0

Last Visit
Chemotherapy 5384 (16.4%) 0 12
Consult 17642 (53.7%)
Procedure 400 (1.2%) 0 0
Radiation 5592 (17.0%) 13 0
Unknown 3816 (11.6%) 3 3
Rural 4521 (13.8%) 4 0
Urban 28313 (86.2%)

Income Quintile
Highest 8149 (24.8%)
Med-High 7880 (24.0%) 8 0
Middle 6568 (20.0%) 1 0
Med-Low 5736 (17.5%) 0 1
Lowest 4501 (13.7%) 2 11

Immigration Tercile
Highest 2500 (7.6%) 0 16
Middle 6642 (20.2%) 0 0
Lowest 23692 (72.2%)
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161 Poster Session

Evaluating risk characteristics for patients who die within 30 days of
hospitalization. First Author: Christine Kurian, Thomas Jefferson University,
Philadelphia, PA

Background: Advanced cancer patients often receive aggressive end of life
care despite questionable benefit. As a result, there are ongoing efforts to
improve end of life care and coordinate palliative care supportive services.
This study is an expansion of a previous study performed examining de-
scriptive data in a population of oncology patients who died within 30 days of
admission. Here, we compare patients who died within 30 days of admission
against those who survived to evaluate differences in patient characteristics
and healthcare utilization. Methods: Adult oncology patients who were ad-
mitted from 10/1/2018-3/30/2019 at an academic medical center were eval-
uated. Two groups of patients were studied–oncology patients who died within
thirty days of admission and those who survived. The patients were selected
using ICD-10 codes, EMR systems support, and manual chart review. Addi-
tionally, we examined demographic (i.e. gender, ethnicity, cancer diagnosis)
and clinical characteristics (i.e. level of care, code status, previous palliative
care consult, palliative care consult in the hospital, nutrition status, clinical
trial status, advance care planning, hospice enrollment). Statistical analysis
included chi-squared and ANOVA tests, and logistic regression models.
Results: A total of 267 patients were included in the analysis. For all patients
in the study, 38% had a change in code status during their admission. 26% of
patients had palliative care involvement and 23% were known to palliative
care prior to admission. Twenty three percent spent the duration of their
admission in the ICU for their end of life care. Significant mortality-level
variation was found compared to overall mean number of admissions for the
past 6months (ANOVA F=25.3, p,0.0001). We conducted a logistic regression
and adjusted for ethnicity, number of admits in the last 6months, and length of
stay to identify the outcome of patients who died within 30 days of admission
vs. those who did not. Factors associated with increased odds of mortality
included the number of admits in the last 6 months (OR 1.753, 95% CI: 1.397-
2.200). Length of stay did not increase one’s odds for mortality (OR 0.989,
95% CI: 0.965-1.014). Conclusions: Low utilization of palliative care and
advanced care planning was seen widely in both populations. Previous hos-
pitalization in the last 6 months was a predictor of mortality in this patient
population. Research Sponsor: None.

162 Poster Session

Patient-reported outcomes in routine oncology care: Perceptions, execu-
tion, and barriers. First Author: Ajeet Gajra, Cardinal Health, Dublin, OH

Background: There has been an increased emphasis on patient-reported outcomes
(PROs) in recent oncology trials, and the benefits of incorporating PRO assessments
during routine care have been established. The aim of the present study was to assess
the perceptions, adoption and barriers to implementation of PROs in community
practices during routine care.Methods: A livemeeting in September 2019 surveyedUS-
based community oncology health care providers (HCPs), including medical
oncologists/hematologists and advanced practice providers (APPs; defined as nurse
practitioners and physician assistants) regarding their perceptions of PROs and their
adoption of PROs during routine patient care. Participants completed both a web-based
premeeting survey and live queries captured via audience response system. Data were
summarized using descriptive statistics. Results: 71 HCPs (51 medical oncologists/
hematologists and 20 APPs) participated. HCPs described their practices as: urban
50%, suburban 37%, and rural 13%.Over 80%reported having collectedPROdata from
their patients. Over 90% indicated that PROs are important to guide their treatment of
patients, irrespective of the data sources (clinical studies or in real-world). Commonly
collected PRO data included disease symptoms (66%), activities of daily living (62%),
physical function (61%) and adverse events (59%). The NCCN Distress Thermometer
(41%) was reported as the most common PRO instrument used during routine oncology
care (Table). Despite understanding the importance of implementing PROs, 54% in-
dicated thatmore resources (software and incentive systems) are needed, and 53%said
that discussing PRO results with each patient is critical to facilitate the collection and
utilization of PRO data. 84% were unaware of results of a seminal study which dem-
onstrated that PROs improve quality of life and survival (Basch et al 2016, 2017).
Conclusions: Most of the community oncology providers surveyed collected PRO data
and acknowledged its value. However, more resources are needed to increase collection
and use of PROs during routine care. Education directed towards community oncology
providers is needed to highlight the value that PROs can add in cancer care. Research
Sponsor: Cardinal Health.

PROs collected during routine care.

PRO instrument % HCPs (n=69)

NCCN Distress Thermometer 41%
A validated tool for depression screening (e.g., PHQ-2/9) 39%
A validated QoL tool (e.g., FACT, EORTC, EQ-5D) 14%
Any PROMIS domain (e.g., depression, fatigue, QoL) 9%
Patient Care Monitor 4%
NCI-PRO-CTCAE 3%
Other symptom assessment tool 35%
None 13%

163 Poster Session

Capturing the financial hardship of cancer in military adolescent and
young adult patients: A conceptual framework. First Author: Christabel K.
Cheung, 525 W. Redwood St., Baltimore, MD

Background: Cancer can be a setback for young active-dutymilitary patients,
with potential implications for their financial well-being, early career paths,
and young families. Despite the assumption of sufficient material support for
military patients, cancer and its treatments still result in substantial out-of-
pocket expenses and lost-opportunity costs that can lead to financial hardship.
Although prior cancer survivorship studies have put forth a material, psy-
chosocial, and behavioral conceptual framework for describing financial
hardship following a cancer diagnosis, it is unknown whether this framework
adequately depicts the experience of financial hardship among military ad-
olescent and young adult (AYA) patients. The primary aim of the current study
was to extend this conceptual model of financial hardship following a cancer
diagnosis for application among military AYA patients. Methods: Using Gale
and colleagues’ Framework Method for qualitative multi-disciplinary health
research, the investigator team conducted focus groups and key informant
interviews (n=24) with active-duty AYA cancer patients, cancer care pro-
viders, and commanding officers at both a military medical center and a
military post in Hawaii. Subsequently, content analysis and thematic ab-
straction produced results that were sorted to characterize the material,
psychosocial, and behavioral domains of financial hardship. Finally, investi-
gators employed health behavioral change theories to construct a conceptual
framework. Results: Data analysis revealed that young active-duty military
patients’ experiences of financial hardship following a cancer diagnosis occur
within material, psychosocial, and behavioral domains that are uniquely sit-
uated within the environments of AYA development and military culture.
Hence, we elaborated upon an existing conceptual framework of the financial
hardship of cancer, by extending it to capture two meso-level contexts that
emerged from our findings: (1) life course development and (2) occupational
culture. Conclusions: Differentiating individual experiences of financial
hardship within the contexts of life course development and occupational
culture, may enable the development of interventions that are informed by the
aspect of financial hardship most impacted by cancer care for this special
population. Future research should further explicate the meso-level contexts
in our study, and investigate the associations among and between factors
within these social and environmental contexts. Research Sponsor: None.

164 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Design of eSyM: An ePRO-based symptom management tool fully inte-
grated in the electronic health record (Epic) to foster patient/clinician
engagement, sustainability, and clinical impact. First Author: Michael J.
Hassett, Dana-Farber Cancer Institute, Boston, MA

Background: Chemotherapy and surgery can cause distressing symptoms,
which can be a burden for health systems to address. Programs that directly
engage patients, including electronic tracking of patient-reported outcomes
(ePROs), can improve symptom control and decrease the need for acute care.
Previous ePRO programs have relied on third party vendors with limited EHR
integration, constraining their clinical utility and scalability. An integrated
solution could offer distinct advantages.Methods: As part of NCI’sMoonshot-
funded IMPACT consortium, 6 health systems and Epic built an electronic
symptom management program (eSyM) based on the PRO-CTCAE ques-
tionnaire that is fully integrated into the EHR. The agile, user-centered design
process engaged patients, clinicians, and institutions. The core functional
components include: 1) symptom surveys in the postoperative period or be-
tween chemotherapy visits, 2) self-management tip sheets, 3) clinician alerts,
and 4) dashboards for population management. Critical points of integration
with supporting EHR functions and workflow impacts were identified; and
major challenges of integration and implementation were described.
Results: eSyM, which was implemented at two health systems (Baptist Me-
morial in Tennessee andMississippi andWest Virginia University Health) in the
fall of 2019, required multiple supporting EHR functions: 1) access a secure,
HIPPA-compliant patient portal/messaging system (MyChart); 2) record di-
agnosis, procedure and chemotherapy treatment plan data; 3) identify target
populations and track metrics/events; 4) define and execute autonomous
logic-based workflow rules; 5) generate reports for clinicians/patients; and 6)
documentation. Major challenges included: 1) working within pre-existing EHR
system standards and capabilities, which limited the ability to customize in-
terfaces and workflows specifically for the eSyM use case; and 2) adapting to
different EHR configurations and polices across multiple health systems.
Conclusions: The eSyM build leveraged many existing EHR capabilities and
overcame regulatory hurdles; but it required design and workflow compro-
mise. Integration of ePRO-based symptom management programs into the
EHR could help overcome barriers, consolidate clinical workflows, and foster
scalability/sustainability. Ongoing efforts include launching eSyMat fourmore
sites and evaluating its adoption, usability, and impact on clinical outcomes.
Research Sponsor: U.S. National Institutes of Health.
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165 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Stakeholder feedback at four ePRO-näıve healthcare institutions about
the need, effectiveness, and barriers to usage of a fully EHR-integrated
ePRO tool. First Author: Deborah Schrag, Dana-Farber Cancer Institute,
Boston, MA

Background: Collecting patient-reported outcomes (PROs) is a proven method
to enhance doctor-patient communication and care. With the influx of tech-
nology and usage of telehealth services, electronic PROs (ePROS) have become
the mainstay for ascertaining how a patient is doing at home. Collection of
ePROs is particularly valuable for providers caring for rural and vulnerable
populationswith limited access to high quality care. A fully EHR-integrated ePRO
collection system could help bridge the gap. Methods: To inform the design,
function, and deployment of a newEHR-integrated ePRO symptommanagement
system, focus groups with stakeholders were conducted at four institutions
caring for largely rural-based populations (Baptist Cancer Center, West Virginia
University Cancer Institute, Dartmouth-Hitchcock Medical Center, Maine Med-
ical Center). Sessions were conducted 2 to 3months prior to the launch of a new
ePRO platform and included oncologists, surgeons, practice nurses, tech ana-
lysts, operations staff, and institutional leadership. Each group included a 30-
minute overview of the new tool followed by a 30-minute discussion with
qualitative open-ended questions and clicker-enabledmultiple-choice questions.
Developed questions utilized the CFIR and RE-AIM implementation frameworks.
Results: In total, 134 stakeholders participated from the four institutions. RNs
made up nearly half of respondents (47%). 97% of participants felt a new ePRO
system would complement existing healthcare initiatives and 64% felt it would
be extremely effective/very effective in improving symptommanagement. Each
group was asked to rate the barriers to patient usage of an ePRO system in the
home-care setting. Computer literacy (51%) and access to an internet-enabled
device (48%) ranked as the highest barriers. Other barriers perceived to be of
less significance included privacy, distrust, and limited English-language pro-
ficiency. Consequently, two-thirds of respondents felt patients would only be
somewhat likely/not so likely to use an ePRO system; one-third felt patients
would be likely/extremely likely to utilize the system. Conclusions: From the
perspective of stakeholders at four engaged institutions, an integrated ePRO
tool is considered a widely acceptable symptom management solution, but
uncertainty remains around patient acceptance and uptake. Future researchwill
include post-implementation discussions with stakeholders and evaluation of
patient utilization and clinical outcomes. Research Sponsor: U.S. National In-
stitutes of Health.

166 Poster Session

Exploration of the use and impact of patient-reported experience mea-
sures (PREMs) in oncology settings: A systematic review. First Author:
Olivia Cook, Monash University, Clayton, VIC, Australia

Background: In addition to patient-reported outcome measures, the use of
patient-reported experience measures (PREMs) is also developing as a
patient-centred method for evaluating health performance. PREMs are tools
that measure patients’ experience of health care including accessibility, the
physical environment of services, and their interactions with health service
providers and clinicians. This systematic review aimed to explore the use and
impact of PREMs in the clinical care of cancer patients and survivors.
Methods: This systematic review followed the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses. An a priori protocol was established
and systematic searches of major databases (CINAHL, Medline, PsycINFO,
Ovid Emcare and Scopus) were conducted between 2009 and 2019. Quanti-
tative studies of adult or paediatric populations were eligible for inclusion.
Articles reporting patient satisfaction only were excluded. Quality appraisal
was conducted using the Johanna Briggs Institute Critical Appraisal Tools. A
narrative synthesis of findings was conducted. Results: A total of 3246 ar-
ticles were screened for eligibility with 45 studies included in the systematic
review. The majority of included studies (n=37) were cross-sectional in design
with a variety of PREMs used, most commonly the National Cancer Patient
Experience Survey. Most studies were assessed as ‘moderate’ to ‘high’ for
quality. Studies were categorised according to the use of the PREM with the
majority (n=40) utilising a PREM to evaluate cancer services at the service or
national level, and five using a PREM to evaluate a specific clinical inter-
vention. Various gaps in care were identified across studies highlighting areas
for improvement such as time to diagnosis and information provision. Few
studies reported the barriers or enablers to PREM collection or discussed
service improvement initiatives arising from them.Conclusions: Whilst PREM
collection is becoming more common in oncology settings, the use and impact
of this valuable data is not well reported. Patients willingly share their ex-
periences of oncology care, yet planned or complete actions resulting from the
data to improve care are seldom reported. The collection of PREMs should be
met with a commitment to service improvement and longitudinal collection of
PREMs is recommended to evaluate quality improvement initiatives. Research
Sponsor: None.

ABSTRACT
WITHDRAWN

168 Poster Session

An evaluation of adult cancer-related neuropathic pain treatment at a
large academicmedical center. First Author: Elizabeth KyungMin Ko, 12850 E
Montview Blvd, Aurora, CO

Background: Cancer-related neuropathic pain (CNP) is a common comor-
bidity among patients due to treatment and/or tumors that can cause neu-
ronal damage. At present, there is no proven method to prevent CNP and no
published widely followed national guideline for CNP management with a
defined treatment algorithm. Further evaluation of CNP treatment is needed
to help guide the development of clinical algorithms for CNP management.
Methods: Health Data Compass, a data mining warehouse, was used to
identify adults treated at the University of Colorado Hospital (UCH) who had a
new diagnosis of cancer between January 1, 2014 and May 31, 2019 in addition
to neuropathy during the same time frame. Individual patient electronic
medical records were then reviewed for information unable to be obtained
through Health Data Compass. The primary objective of the study was to
describe CNP treatment at our facility. Descriptive statistics were used to
define study population demographics and the primary outcome. Results: A
total of 316 patients met study inclusion. The majority of the patients were
white (86.7%) and female (67.4%). Themost commonly included cancer types
were breast (39.4%) and gastrointestinal (35.6%). Patients with all cancer
stages were represented in the study. The majority of patients (n = 283) had a
diagnosis code of neuropathy on or after the date of their cancer diagnosis; 33
patients had neuropathy documented prior to their cancer diagnosis. Themost
common CNP management strategies included: opioids only (37.7%), opioids,
gabapentin or pregabalin, and an antidepressant (20.3%), opioids and anti-
depressants (19.6%), or opioids and gabapentin or pregabalin (17.7%). Nearly
half of medications used in CNP were not prescribed prior to the patient’s
neuropathy diagnosis date (47.3%). Approximately one-third of the patients
(33%) had no dose changes from their initial CNP treatment dose.
Conclusions: We completed a large single center study to identify the most
commonly used medications for CNP treatment. The study included a wide
variety of cancer types and all stages. Opioids were the most commonly used
medication to treat CNP at UCH. Next steps will be to evaluate the efficacy of
opioids compared to other treatment combinations for the management of
CNP. Research Sponsor: None.
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169 Poster Session

Using machine learning to identify older adults at high risk for hospital-
ization and mortality via the Patient-Reported Outcomes version of the
Common Terminology Criteria for Adverse Events (PRO-CTCAE). First
Author: Huiwen Xu, University of Rochester Medical Center, Rochester, NY

Background: PRO-CTCAE captures symptomatic adverse events (e.g. pain,
fatigue) and may indicate poor treatment tolerability in older patients (pts)
with advanced cancer. Using unsupervised machine learning which can detect
unknown patterns in data, we aimed to evaluate if clusters identified based on
PRO-CTCAE severity were associated with hospitalization and survival.
Methods: We included pts randomized to the control arm of GAP 70+ (URCC
13059; PI: Mohile), which enrolled pts aged$70, with incurable solid tumors or
lymphoma, and $1 geriatric assessment (GA) domain impairment starting a
new treatment regimen. Measures included 24 PRO-CTCAE items (v1.0) with
severity attributes (item 0-4; total score 0-96, higher score = greater se-
verity). The unsupervised algorithm (K-means with Euclidean Distance)
clustered pts at baseline based on similarities of severities of the 24 items. We
examined if the clusters were associated with treatment-related hospitali-
zation within 3 months and lower survival at 6 months using Logistic and Cox
regressions. Results: Of the 369 control pts, 366 completed GA and PRO-
CTCAE at baseline (mean age 77.2, 94.3%white, 30.9%with GI and 31.4%with
lung cancer; mean number of impaired GA 4.4). By PRO-CTCAE, the most
prevalent symptoms were fatigue (82.7%), pain (60.9%), and decreased
appetite (58.7%). Greater GA impairment was associated with 20 PRO-CTCAE
items (fatigue, pain, and decreased appetite having the strongest associations;
all Pearson’s r . 0.33). Three clusters were identified: Low Severity (51.4%);
Moderate Severity (34.4%), and High Severity (14.2%). Mean total severity
score was 6.9 (low), 16.9 (moderate), and 28.7 (high), respectively (p , 0.01).
No difference in demographics was found among clusters. Percent of pts
hospitalized were 21.3% (low), 36.5% (moderate), and 38.5% (high) (p,0.01);
survival rates were 81.9% (low), 71.4% (moderate), and 55.3% (high) (p ,
0.01). Controlling for cancer type and GA, compared to pts in Low Severity
cluster, pts in Moderate and High Severity were more likely to be hospitalized
(odds ratio = 1.77, p = 0.03); pts in High Severity cluster were more likely to die
(hazard ratio = 2.23, p = 0.01). Conclusions: Unsupervised machine learning
was able to partition pts into different PRO-CTCAE severity clusters; pts with
higher baseline severity weremore likely to be hospitalized or die. PRO-CTCAE
provides additional information to GA. Funding: R01CA177592, U01CA233167,
UG1CA189961. Research Sponsor: NCI R01CA177592, NCI U01CA233167, and
NCI UG1CA189961.

170 Poster Session

Influenza in hospitalized cancer patients: A propensity score matching
analysis. First Author: Jiarui Li, Peking UnionMedical CollegeHospital, Beijing,
China

Background: Cancer patients are vulnerable to influenza viruses and are at
great risk of developing related complications. However, few studies have
assessed the impact of influenza infection among hospitalized cancer patients
in the United States. Methods: We identified cancer-related hospitalizations
from National Inpatient Sample between 2012 and 2014. A 1:1 propensity score
matching analysis was conducted to compare the clinical outcomes between
hospitalized cancer patients with and without influenza. Results: We iden-
tified 13,186,849 cancer-related hospitalizations, and 47,850 of them (0.36%)
had a concomitant diagnosis of influenza. After propensity score matching,
cancer patients with influenza had a higher mortality (5.4% vs. 4.2%; odds
ratio [OR]: 1.3; 95% confidence interval [CI], 1.13 to 1.49; P , 0.001), longer
length of stay (6.3 vs. 5.6 days; P,0.001) but lower costs (14605.9 vs. 14625.5
dollars; P , 0.001) in hospital than those without influenza. In addition, pa-
tients with influenza had a higher incidence of pneumonia (18.4% vs. 13.2%;
OR, 1.49; 95% CI, 1.37 to 1.62; P, 0.001), neutropenia (7.1% vs. 3.4%; OR, 2.18;
95% CI, 1.91 to 2.50; P, 0.001), sepsis (19.5% vs. 9.3%; OR, 2.36; 95% CI, 2.16
to 2.58; P,0.001), dehydration (14.8%vs. 8.8%; OR, 1.80; 95%CI, 1.65 to 1.97;
P , 0.001), and acute kidney injury (19.9% vs. 17.6%; OR, 1.16; 95% CI, 1.08 to
1.25; P , 0.001) than those without influenza. Conclusions: Influenza is as-
sociated with worse clinical outcomes among hospitalized cancer patients.
Influenza vaccination is recommended in this population. Research Sponsor:
This work was supported by grants from the National Natural Science
Foundation of China (No. 61435001) and the CAMS Innovation Fund for
Medical Sciences (No.2016-I2M-1-001, No. 2017-I2M-4-003).

171 Poster Session

Machine learning to classify clinically meaningful patient groups by ESAS
symptom clusters in oropharyngeal cancer patients undergoing initial
treatment. First Author: Ghazal Haddad, Faculty of Medicine, University of
Toronto, Toronto, ON, Canada

Background: Cancer patients often experience symptoms in clusters, which
could contribute to patient outcomes and quality of life; yet most analyses de-
scribe only individual symptom scores or a summation of symptom scores rather
than symptom clusters. We compared machine learning to traditional statistical
methods for grouping patients by symptoms in a heavy symptom burden patient
population: oropharyngeal cancer patients undergoing initial treatment with
radiation or chemoradiation (C/RT). Methods: K-means clustering was com-
pared to traditional statistical methods (i.e., histogram-analysis; use of quantiles;
categorization by clinico-demographic features) for classifying patients based on
Edmonton Symptom Assessment System (ESAS) symptom scores in newly di-
agnosed oropharyngeal cancer patients before and after C/RT initiation.
Results: 278 patients were classified into 3 K-means groups at each of two
timepoints: pre-C/RT and post-C/RT. These groupings were formed primarily
based on differences by symptom burden and were thus labeled: low, moderate,
and high symptom-burden patient groups. The table shows dynamic change as
patients moved from group to group during C/RT treatment. Greatest symptom-
burdens in pre-C/RT patients were anxiety and tiredness; in post-C/RT, poor
appetite and tiredness. Chi-squared residuals attributed being female (residuals
of -3.95 for low, -2.46 for moderate, and 2.41 for high burden) and HPV-negative
cancer (residuals of -1.48, -0.52, and 2.57, respectively) to being associated with
higher symptom burden pre-C/RT; no clinico-demographic characteristics were
associated with high symptom burden post-C/RT, suggesting this was a previ-
ously unidentified patient group. Although separation into K-means clusters in
this population was primarily related to symptom burden, K-means better
identified the number of patient groups and classified patients at the boundaries
between groups (involving up to a quarter of patients) when compared to tra-
ditional statistical methods. Conclusions: Machine learning clustering analysis
separated patients into discrete groups by symptom burden. K-means provided
an objective means for clustering patients in a clinically-meaningful way when
compared to traditional statistical methods for grouping patients. Research
Sponsor: McLaughlin Scholarship at the University of Toronto.

Pre-C/RT Symptom Group Post-C/RT Low Post-C/RT Moderate Post-C/RT High

Low - 164 (100%) 80 (49%) 70 (43%) 14 (8.5%)
Moderate - 68 (100%) 18 (26%) 35 (51%) 15 (22%)
High - 46 (100%) 6 (13%) 27 (59%) 13 (28%)

172 Poster Session

Electronic patient-reported outcomes (ePRO) platform engagement in
cancer patients during COVID-19. First Author: Susan A Frailley,
Tennessee Oncology, Nashville, TN

Background: Tennessee Oncology partnered with an ePRO platform solution
to support patients during their cancer care journey. This cloud-based ePRO
platform is designed to assist in improving the management of symptoms.
Providing two core pieces of functionality allow both the patient and care
teams to retrieve information quickly and communicate effectively. The pa-
tient portal is patient input driven and allows the patient to communicate with
their care team, track symptoms, and access their health records via website
or mobile app. The clinician portal provides multiple care teams the ability to
manage and prioritize patient needs as well as communicate directly with
patients. In March 2020, due to the pandemic, patients needed a convenient
and remote way to communicate with the care team. Our communication plan
had to be nimble and provide immediate updates to our large patient pop-
ulation. We leveraged our ePRO platform to meet this need. Methods: We
focused efforts on increasing patient engagement by educating them on the
benefits of this communication platform.We utilized securemessaging to send
appointment details and for Telehealth visits a link to the visit was sent. We
were able to provideweekly updates outlining our latest information regarding
our safety protocols. Results: We noted an increase in the activation of
patient accounts and patient-initiatedmessages in our ePRO platform.We saw
an average of 1,000 new patient accounts activated eachmonth during March,
April and May. We saw that patient-initiated messages through the platform
showed a 15% increase from February to March. The response rate for pa-
tients completing post-treatment questionnaires increased 8% from February
to May. Conclusions: By providing patients with a single communication
platform to contact their care teams outside of their office visits, patients
become an active part of their care journey. As an organization, we continue to
identify ways to connect our patients to their care team in a meaningful way
through technology. Whether during normal business hours or after-hours,
patients need a simple, reliable and consistent way to engage with their care
team. Research Sponsor: None.
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173 Poster Session

Patterns of physical and mental health well-being in older female cancer
survivors. First Author: Audrey M Sigmund, Divisions of Hematology and
Medical Oncology, Department of Internal Medicine, The Ohio State University
Comprehensive Cancer Center/The James Cancer Hospital & Solove Research
Institute, Columbus, OH

Background: The majority of cancer survivors are older adults ($65 years), but
their lifestyle behaviors are understudied. Factors associated with improved
physical and mental well-being in older female cancer survivors are not well un-
derstood. The objective of this study was to evaluate the factors associated with
physical and mental well-being in older female cancer survivors, including the role
of malnutrition, physical activity, and level of emotional support. Methods: Older
female cancer survivors (n=171) completed surveys to assess health related quality
of life (HRQoL) using SF-36, malnutrition screening tool (MST), and physical ac-
tivity. Demographics were also collected. The data was analyzed using descriptive
analyses, correlations, and ANCOVAs. Survivors were divided into four phenotypes
for analysis using the SF-36 physical and mental composite scores (PCS; MCS)
stratified based on the sample’s mean scores (table). Factors associated with the
four groups were assessed including demographic characteristics, cancer type,
level of emotional support, risk for malnutrition, and physical activity.
Results: The majority of the cohort (mean age=74.5 years) were white and highly
educated. 68.4% were breast cancer survivors, with 10.5% hematologic malig-
nancy survivors, 5.3% gynecologic malignancy survivors, and 15.8% other. Mean
PCS and MCS were 41.94 and 48.47, respectively, comparable to general older
adult population means. When divided into four groups based on PCS/MCS, there
were no significant differences by demographic characteristics or cancer type.
Survivors with higher emotional support scores had significantly higher PCS/MCS
scores (p,0.001). There was also a significant difference in risk for malnutrition, as
those with high PCS/MCS were at lower risk for malnutrition (p#0.001). Survivors
with low PCS/MCS engaged in less moderate exercise as compared to those with
high PCS/MCS (p=0.028). Conclusions: This study suggests that lower risk for
malnutrition as well as higher levels of emotional support are associated with
higher physical and mental well-being in older female cancer survivors. These are
two potential modifiable targets for interventional studies to optimize physical and
mental well-being among older cancer survivors.Research Sponsor: None.

Low MCS High MCS Total

Low PCS 25 (14.6%) 41 (24%) 66 (38.6%)
High PCS 26 (15.2%) 79 (46.2%) 105 (61.4%)
Total 51 (29.8%) 120 (70.2%) 171

High-low HRQoL based on sample’s mean scores.

174 Poster Session

Patient self-reported awareness of COVID: Overconfidence in knowledge,
underestimation of risk. First Author: Ruth Kieran, St. James’s Hospital,
Dublin, Ireland

Background: Oncology patients have had to adapt to minimize the risks of
contracting COVID-19. We assessed patient knowledge of COVID, and the
impact of the pandemic on their behaviours, concerns and healthcare expe-
rience, to identify any further education/quality improvement needs.
Methods: Following ethical approval, a 16 page survey was distributed to 120
oncology patients attending the day unit of a tertiary Irish cancer center for
systemic anti-cancer therapy (May/June 2020). The Irish COVID rate during
this period was 33.8 new cases/day (pop. 4.9 million). Results: 101 responses
were received. Cancer types included breast (19%), gastrointestinal (29%),
head and neck (11%), and lung (13%). 31% had been tested for COVID; just 1
patient was positive. 100% were aware of advice to “cocoon” and reported
good understanding of this. 75% reported complete compliance, but of those,
73%were not social-distancing within their homes, 22% received visitors, and
36% continued to shop in-store; of these, 42% shopped as/more often than
pre-COVID. Of the 51 patients regularly shopping, many were not using risk-
reduction strategies e.g. social distancing (22%), mask-wearing (20%), using
“priority shopping’ hours (31%), avoiding public transport (26%). 94% felt
confident/very confident in recognizing COVID symptoms, but 66% did not
recognize two or more key symptoms from a list of 10, most frequently aches/
pains (58%), fatigue (55%), altered smell/taste (33%) and dyspnea (14%). The
number recognized did not correlate with confidence (p = 0.9) or desire for
more information about COVID (p = 0.9). 40% did not feel they were at higher
risk of contracting COVID, while 15% thought they were no more likely to be
very sick than an average person if infected. Many did not know that che-
motherapy, steroids, radiation, and immunotherapy can impact morbidity/
mortality in COVID (31%, 70%, 44% and 49% respectively). 46% were
somewhat/very fearful of COVID, but this did not strongly predict for either
protective (e.g. mask-wearing: OR 1.1, 95%CI 0.3-4.8 p = 0.9), or risk behaviors
(e.g. continuing to shop frequently: OR 0.5, 95% CI 0.1-1.4 p = 0.2). 66%would
like more cancer specific information, particularly about prevention (45%)
and symptoms (33%), with a preference for written information (74%).
Conclusions: Despite self-reported confidence in knowledge, patient’s self-
assessments of their risk category and the preventative strategies they should
use may be inaccurate. Increased education about risk, cocooning and
symptom recognition is necessary. Research Sponsor: None.

175 Poster Session

Associations between perceptions of care experiences and receipt of
mental health care among older adults with cancer. First Author: Lisa M
Lines, University of Massachusetts Medical School, Worcester, MA

Background: Older adults with cancer and worse self-rated mental health
report worse care experiences. We hypothesized that, controlling for health
and demographic characteristics, older adults with cancer who received care
for anxiety or mood disorders would report better care experiences.
Methods: We used SEER-CAHPS data to identify Medicare beneficiaries, aged
66 and over, diagnosed fromAugust 2006 through December 2013with one of
the 10 most prevalent solid tumor malignancies. To identify utilization for
anxiety or mood disorders (screening, diagnosis, or treatment), we analyzed
inpatient, outpatient, home health, physician, and prescription drug claims
from 12months before through up to 5 years after cancer diagnosis. Outcomes
of interest were global care experience ratings (Overall Care, Personal Doctor,
and Specialist; rated on a 0-10 scale) and compositemeasures (Getting Needed
Care, Getting Care Quickly, and Doctor Communication; scored from 0-100).
We estimated linear regression models and also used a Bayesian Model Av-
eraging approach, adjusting for standard case-mix adjustors (including
sociodemographics and self-reported general health and mental health status
[MHS]) and other characteristics, including cancer site and stage at diagnosis.
We also included interaction terms betweenmental health care utilization and
MHS.Results: Approximately 22%of the overall sample (n = 4,998) had both
cancer and a claim for an anxiety or mood disorder, and of those individuals,
18% reported fair/poor MHS. Only 7% of those in the cancer-only cohort
reported fair/poor MHS. Before adjusting for mental health utilization, worse
MHS was significantly associated with worse experience of care. After ac-
counting for anxiety/mood disorder-related utilization, linear regression
models showed no significant associations between fair/poor MHS and worse
care experiences, while Bayesian models found that reliable associations
remained between worse MHS and lower global ratings of Overall Care and
Specialist. Conclusions: Utilization for anxiety/mood disorders mediates the
association between fair/poor MHS and worse care experiences. Although
MHS is a case-mix adjustor for CAHPS public reporting, it is important to
recognize that care for anxiety or mood disorders may improve care expe-
riences among seniors with cancer. Research Sponsor: U.S. National Institutes
of Health.

176 Poster Session

Initial pilot testing of a smartphone app for detection of chemotherapy-
induced peripheral neuropathy. First Author: Daniel Louis Hertz, University of
Michigan College of Pharmacy, Ann Arbor, MI

Background: Chemotherapy-induced peripheral neuropathy (CIPN) is a
common side effect that manifests in the hands or feet primarily as numbness
or tingling but can also have motor or painful components. CIPN monitoring is
typically conducted by patients self-reporting symptoms during appointments
or via questionnaires. Objective CIPN testing may improve early detection but
is not typical during treatment, perhaps due to the need for specialized
equipment and personnel. The objective of this pilot study was to conduct
initial testing of a smartphone app that collects patient-reported and objective
CIPN data.Methods: NeuroDetect V1.0 (available in iOS app store) includes a
patient-reported CIPN questionnaire (EORTC CIPN20) and two functional
assessments available within ResearchKit, the Gat and Balance and 9-Hole Peg
tests. Patients who had completed neurotoxic chemotherapy were enrolled to
complete NeuroDetect assessments one time. Study participants were clas-
sified as CIPN cases if they answered $ 3 for at least one of the first four
CIPN20 questions, which ask about numbness or tingling in the hands or feet
on a 1-4 scale. User acceleration data features were extracted with two
open source tools, mhealthtools and pdkit. The results of the functional
assessments were compared between CIPN cases and controls in princi-
pal component analysis and partial least squares discriminant analysis.
Results: Twenty-four patients who had completed neurotoxic chemotherapy
enrolled and completed the NeuroDetect assessments. Integration across all
87 features measured in the gait and balance test explained 42% of the
difference between CIPN cases (n = 14) and controls (n = 10) and 9 individual
featureswere significantly different between cases and controls (all p,0.05).
In the 9-hole Peg Test, hand speed explained 77% of the difference between
CIPN cases and controls. CIPN cases took longer to complete the 9-hole peg
test though the difference was not statistically significant (dominant hand
mean 407.3 vs. 406.2 ms, p = 0.075). Conclusions: App-based functional
assessment may detect evidence of CIPN. We are developing additional CIPN
functional assessments for NeuroDetect V2.0 to test CIPN detection in a
longitudinal study of patients undergoing neurotoxic chemotherapy. Research
Sponsor: None.
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177 Poster Session

Associations of care experiences with survival among people with cancer
in SEER-CAHPS, 2006 to 2017. First Author: Lisa Dimartino, RTI
International, Research Triangle Park, NC

Background: A growing body of literature indicates associations between cancer
care experiences and survival. Several studies suggest people with cancer who report
worse care experiences have greater mortality. However, studies in general patient
populations have found worse care experiences are associated with lower mortality.
To our knowledge, no study has evaluated the relationship between care experiences
and survival using a large, nationally representative sample of cancer patients.
Methods: We used linked SEER cancer registry-Consumer Assessment of Healthcare
Providers and Systems (CAHPS) data to identify people diagnosed 8/2006-12/2013
with one of the top ten solid tumor cancer siteswith the highestmortality rates among
those over age 65 (lung, colon, prostate, pancreas, breast, bladder, ovary, esophagus,
kidney, or liver cancers). We included people who completed a survey between 6-
24 months post-diagnosis and were continuously enrolled in Medicare A & B
from #6 months pre-diagnosis through survey completion. CAHPS outcomes were
ratings of Overall Care, Specialist Physician, Health Plan, and Prescription Drug Plan
(PDP) and composite scores of Getting Needed Care. We used survey-weighted Cox
proportional hazard models to compare those who gave lower (0-8) vs higher ratings
(9-10), and lower (0-89) vs higher (90-100) scores. Results: We identified 2,403
eligible people. Mean survival was 46months and 26%died by 5 years after diagnosis.
In unadjusted models, lower Overall Care ratings were significantly associated with
higher mortality (HR=1.25, p=.04), but this did not persist in the adjusted model. In
contrast, lower ratings of PDPwere significantly associatedwith lowermortality after
covariate adjustment (HR=.63, p=.02). Conclusions: Except for PDP, survival was
similar among those with worse vs better care experiences. People with better cancer
prognoses may perceive worse services from their PDP compared to those with
poorer prognoses. Future research examining mechanisms underlying this associa-
tion may be warranted. Research Sponsor: U.S. National Institutes of Health.

Selected factors associated with mortality (model n=937).

Variable Hazard Ratio 95% Confidence Interval

PDP rating 0-8 (ref = 9-10) 0.63† 0.43 - .94
General health status: fair/poor
(ref = excellent/very good/good)

1.86† 1.22 - 2.82

General health status: missing 3.68† 1.59 - 8.53
NCI Comorbidity Index 1.23† 1.12 - 1.36
Cancer stage: distant
(ref = local)

4.50† 2.09 - 9.69

Cancer stage: unknown 5.46† 1.96 - 15.20

*model also adjusted for survey year, demographics, healthcare utilization, and cancer site. †p,.05

178 Poster Session

Perceptions of care coordination among older adult cancer survivors: A
SEER-CAHPS study. First Author: Michelle Mollica, National Cancer Institute,
Bethesda, MD

Background: Care coordination represents deliberate efforts to harmonize
and organize patient care activities. This study examined sociodemographic
and clinical predictors of patient-reported care coordination among Medicare
beneficiaries older than 65 with a history of cancer. Methods: This study
utilized the Surveillance, Epidemiology, and End Results-Consumer Assess-
ment of Healthcare Providers and Systems (SEER-CAHPS) linked data, in-
cluding SEER cancer registry data, Medicare CAHPS patient experience
surveys, and Medicare claims. We identified Medicare beneficiaries who
completed a CAHPS survey within ten years after their most recent cancer
diagnosis and reported visiting a personal doctor within six months be-
fore their survey (n = 14,646). Multivariable regression models examined
associations between cancer survivor characteristics and care coordina-
tion, with higher scores indicating better coordination (scale of 0-100).
Results: Residing in a rural area at time of diagnosis (1.2-points greater score
than urban; p= 0.04) and reporting . 4 visits with a personal doctor within
6 months (3.0-points greater than 1-2 visits; p, 0.001) were significantly
associated with higher care coordination scores. Older age (p, 0.001) and
seeing more specialists (p= 0.006) were associated with significantly lower
care coordination scores. Patients with melanoma (women: 5.2-point differ-
ence, p, 0.001; men: 2.8 points, p= 0.01) and breast cancer (women: 2.4
points; p, 0.001) also reported significantly lower care coordination scores
than did men with prostate cancer (reference group). Conclusions: Adult
cancer survivors who are older, have a history of breast, lung, or melanoma
cancers, or see more specialists report worse care coordination. Future re-
search should explore and address themultilevel influences that lead to worse
care coordination for older adult cancer survivors. Research Sponsor: None.

179 Poster Session

An independent oncology second opinion program: 2020 pilot project. First
Author: Philip D. Leming, Cincinnati Cancer Advisors, Cincinnati, OH

Background: The estimated number of new cancer cases in the United States
in 2020 is 1.8 million with an estimated 606,000 deaths. The science and
technology of oncology has dramatically increased in recent years. EMR
demands, RVU reimbursements, restriction of time/visit demanded by sys-
tems, bureaucratic hurdles, and physician burnout has resulted in reduced
patient-focused time available for oncologists. A pilot project for 2020 was
established to determine if a fully funded oncology second opinion consult
program would be feasible and have value to patients/families and their
physicians. Methods: Planning started December 2019 for an independent
oncology second opinion program that was of no cost to the patient, funded by
The Cincinnati Cancer Foundation. The first patient was seen January, 2020.
Two hours of face to face or teleconference time was spent with the patient
and family including a comprehensive history and physical in face to face
cases. After the initial consultation, a comprehensive literature, clinical trial,
and case data review was completed. A phone call was made to the treating
physician to discuss the case and recommendations. A one-time follow-up was
offered to the patient where recommendations were reviewed and the pa-
tient’s questions answered. Surveys were sent to the patient and treating
physicians for real-time feedback. Results: From 1/2/2020 to 6/1/2020, 70
patients were seen in consultation from 12 different hospital systems with 29
different diagnoses. 4% (3) of consultations were done by video conferencing
and 96% (67) were done in person. 54% (36/67) of patient surveys were
returned. The overall value of the consultation (1-5 scale with 5 being the best)
to the patient was: 97% (35)-5, 3% (1)-4. 20.5% (18/88) of physician surveys
were returned. The overall value of the consultation to the physician was: 83%
(15)-5, 17% (3)-4. Of the 70 patients, the amount of change in the patient’s plan
of care due to the consultation was: None 28.5% (20), Small 50% (35),
Moderate 18.5% (13), Significant 3% (2). Conclusions: Our findings establish
the feasibility of a comprehensive second opinion service in cancer. The
feedback from participants support the value and acceptance of an inde-
pendent oncology second opinion consultation program to both patients
and referring physicians. Research Sponsor: The Cincinnati Cancer
Foundation.

180 Poster Session

Shared decision-making attitudes and practices in multidisciplinary can-
cer care teams. First Author: Christina Mangir, Association of Community
Cancer Centers, Rockville, MD

Background: Patients who engage in decision making are more likely to
experience confidence in treatment decisions, satisfaction with treatment,
and trust in clinicians. The Association of Community Cancer Centers (ACCC)
conducted a survey to explore multidisciplinary team attitudes and practices
around shared decision-making (SDM) and health literacy. Methods: ACCC
convened a steering committee of multidisciplinary specialists and advocacy
representatives to guide this research. The survey included 26 mostly closed-
ended questions and was open to multidisciplinary cancer programs from 10/
29/19 to 2/20/20. Exploratory analysis was performed on this data set of 305
complete responses. Results: While most respondents reported engaging
patients in decision-making to some degree, only 50% reported that SDM is a
top organizational priority. 33% reported organizational efforts to formally
integrate SDM into the clinical workflow, with only 15% indicating staff op-
portunities for basic SDM training. The three most frequently cited perceived
barriers to engaging in SDM were patients feeling overwhelmed (53%),
wanting to defer decisions to clinicians (46%), and having limited health
literacy (46%). Only 13% indicated that lack of time was a barrier. Less than
half (41%) of respondents reported using patient decision aids to support SDM.
Respondents represented a wide range of multidisciplinary team members,
though surgical oncologists and general surgeons (20%and 16% respectively)
are overrepresented in the results. Conclusions: SDM is commonly accepted
as essential to patient engagement but clarity in terminology and prioritizing
formal integration of SDM into practice is limited. Strategies to improve in-
tegration of SDM into oncology practice should include: 1) Educational ini-
tiatives and tools to overcome barriers to SDM, including patient decision aids
and SDM training, 2) Initiatives to address health literacy as it relates to patient
and caregiver engagement in decision making, 3) Psychosocial support for
patients whose emotional upset is a barrier to SDM, 4) Healthcare policies that
encourage and incentive providers to engage in SDM. Future analyses will
require concurrent assessment of patient, caregiver, healthcare professional,
and administrator perspectives. Research Sponsor: Pfizer Oncology.
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181 Poster Session

Understanding patient perspectives on window of opportunity clinical
trials. First Author: Divya Ahuja Parikh, Division of Oncology, Department
of Medicine, Stanford University School of Medicine, Stanford, CA

Background: In “window of opportunity” (WOO) clinical trials, people with
newly diagnosed early-stage cancer are exposed to an experimental drug
during the period of time between diagnosis and definitive anti-cancer
treatment. These trials allow investigators to study drug efficacy in un-
treated disease, which can expedite drug development. However, for trial
participants, the WOO approach requires them to decide about an altruistic
clinical trial during an intense time immediately after cancer diagnosis. This
qualitative study aimed to understand patient perspectives on WOO clinical
trials.Methods: We recruited adults newly diagnosed with early-stage breast
cancer who were awaiting definitive therapy at a single academic medical
center. We developed an interview guide grounded in the theoretical
framework, the Theory of Planned Behavior (TPB). TBP is a well-validated
decision-making model with three domains that guide behavior: (1) attitudes
(2) normative factors and (3) perceived difficulty of a behavior. We conducted
one-on-one semi-structured interviews that were audio-recorded and tran-
scribed. Transcripts were analyzed to ensure interrater reliability and content
analysis was performed to assess themes that emerged. Results: We inter-
viewed 15 women (age 32-72) with early-stage breast cancer, and the majority
were White (n = 12, 80%) and at least college educated (n = 12, 80%). Key
themes that emerged included favorable attitudes towards participating in a
WOO trial that were altruistic, including the desire to contribute to science (n =
10, 67%) and to help future breast cancer patients (n = 5, 33%). Several
individuals also identified a potential benefit to themselves (n = 10, 67%),
including access to a targeted drug (n = 4, 27%) and adding meaning to their
diagnosis (n = 3, 20%). However, most interviewees reported concerns about
drug side effects (n = 12, 80%) and whether side effects would impact other
planned treatments (n = 10, 67%). Interviewees also expressed familywould be
an important normative factor in decision-making (n = 8, 53%). A key theme
that emerged as a difficulty was the potential delay in standard treatment (n =
14, 93%). Despite this concern, at the end of the interviews, most interviewees
stated they would participate in a WOO trial if offered (n = 10, 67%).
Conclusions: WOO trials are becoming increasingly common in oncology
research. In this qualitative study, interviewees weighed altruism against the
possibility delaying or impacting other treatments. Our results may inform
trial design and communication approaches in future WOO efforts. Research
Sponsor: Department of Defense.

182 Poster Session

C-CRES: COVID-19 and cancer research engagement study. First Author:
Louis Fox, King’s College London, London, United Kingdom

Background: Emerging reports suggest that continuation of clinical trials is
feasible and safe even in hospitals admitting COVID-19 patients-given the
appropriate safety procedures. However, to our knowledge no studies have
yet addressed how to again engage patients in cancer research. C-CRES was
developed to identify factors that may be affecting participation in cancer
research during the COVID-19 pandemic. We aimed to examine patient-specific
concerns around research participation. This information will help inform
future strategies for mitigating the impact of COVID-19 on cancer research.
Methods: Between 5-13 June 2020, we advertised an anonymous survey
using our research group’s Twitter account and tagged a variety of cancer
patient organisations/charities. Patients aged 18 with a current cancer di-
agnosis were eligible to participate and asked about their diagnosis/
treatment, experience in cancer research, and beliefs about future cancer
research participation given the COVID-19 pandemic. We specifically asked
about potential concerns relating to research engagement. Results: A total
of 75 patients filled out our questionnaire, of whom89%were UK-based. 65%
of respondents were male and the majority was of a white background (89%).
The median age category was 60-69 years. 47% of patients had prostate
cancer, 15% breast, 12% bladder, and 9% kidney cancer–a reflection of the
cancer types our research team focuses on. Interestingly, 49% of participants
had never participated previously in research. We therefore set out to make
comparisons of patient concerns with regards to research participation during
the COVID-19 outbreak between those with and without research experience.
Those who had never taken part in research before were more likely to have
concerns about currently being on cancer treatment (p=0.02) and about
the type of cancer they had been diagnosed with (p#0.05), with regards to
taking part in cancer research during the current COVID-19 outbreak.
Conclusions: Thosewith no prior experience of taking part in cancer research
may be more likely to have concerns related to their cancer type and current
treatment, in terms of participation during COVID-19. Efforts should be made
to reassure potential cancer research participants about safety of partici-
pating during the COVID-19 pandemic. Research Sponsor: None.

183 Poster Session

Improving timeliness of care for breast, GYN, and aerodigestive cancer
patients with nurse navigators in a safety net hospital. First Author:
Christine Rehr, Emory University School of Medicine, Atlanta, GA

Background: The Georgia Cancer Center for Excellence (GCCE) at Grady
received a 5-year MERCK Patient Centered Grant in 2017 that focuses on im-
proving care to vulnerable cancer patients (pts) through the introduction of
nurse (RN) navigators, a dietician and a part time exercise coach. A review of the
literature shows improved patient outcomes and satisfaction with decreased
time to treatment for breast and lung cancer pts. [1-2] RN navigation has been
shown to expedite care and one of our goals for theMERCK grant was to study the
effect of introducing RN navigation in a safety net hospital for three cancer sites.
Methods: Three RNnavigatorswere hired for the Breast, GYN andAerodigestive
cancer programs since 2017. RN navigators meet all newly diagnosed cancer pts
during clinic and track their progression of care, often intervening for timeliness
of work up and treatment. Each RN navigator keeps a record of pts navigated. An
audit of this prospectively collected data measuring time from diagnosis to
treatment for breast, GYN and aerodigestive cancer pts took place for 2018 and
2019. Inclusion criteria: diagnosed and treated at Grady, navigated by RN, and not
Stage IV disease. Results: The total numbers of cancer pts navigated over the
past two years were 244 breast, 131 GYN, and 265 aerodigestive pts. Using
the inclusion criteria described in the methods section, the time from diag-
nosis to treatment decreased for these three cancer sites (see Table).
Conclusions: Implementation of RN navigators within the cancer program
trended towards decreases in time from diagnosis to treatment for our breast,
GYN, and aerodigestive cancer patients. These measurable improvements over
three cancer sites are largely attributed to RNnavigation and suggest that cancer
outcomes will improve over time for our patients treated in our safety net
hospital. We plan to study patients who were retained in the system or were
adherent to care to better understand the importance of RN navigation in our
system. References: (1)Bleicher RJ, Ruth K, Sigurdson ER, et al. Time to Surgery
and Breast Cancer Survival in the US. JAMA Oncol 2016;2(3):330–339. (2) Olsson
JK, Schultz EM, Gould MK. Timeliness of care in patients with lung cancer. Thorax
2009;64:749-756. Research Sponsor: MERCK Foundation.

Mean time (in days) from diagnosis to first treatment.

Cancer Type
2018

Mean, Median
2019

Mean, Median
P-value

(t-test mean)
P-value

(Wilcoxon test median)

Breast (n=# pts) 46, 41 (n=100) 42, 40 (n=77) 0.041 0.194
GYN (n=# pts) 62, 49 (n=47) 46, 41 (n=32) 0.318 0.811
Aerodigestive (n=# pts) 77, 48 (n=40) 55, 43 (n=38) 0.264 0.509
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184 Rapid Abstract Session

Improving the quality of oral cancer drug delivery across a health system.
First Author: Katherine Enright, Ontario Health (Cancer Care Ontario),
Toronto, ON, Canada

Background: Oral systemic therapy (ST) presents unique care delivery challenges.
Gaps in patient education and monitoring for patients on oral ST delivery are well
documented and can result in decreased adherence or increased toxicity. Within
Ontario, cancer care is provincially coordinated throughOntario Health- Cancer Care
Ontario (OH-CCO), but locally implemented by 14 Regional Cancer Programs (RCPs).
Using a centrally coordinated, but regionally implemented quality improvement (QI)
approach, we aimed to improve the quality of oral ST delivery across Ontario by
enabling the use of patient specific monitoring plans to optimize treatment ad-
herence and toxicity management. Methods: Between 2018 and 2020 a 2 year
focused QI project was undertaken. A suite of 19 quality measures were developed to
measure different quality domains for oral ST delivery including treatment plan
documentation, patient education, toxicity/adherence monitoring and toxicity
outcomes. In year 1, all regions used the suite of quality measures to establish
baseline performance and develop a QI plan using rapid cycle improvement
methodology to improve performance in at least 1 domain based on regional gaps
and priorities. Projects were implemented and evaluated during year 2. OH-CCO
provided QI coaching through dissemination of standardized QI tools, a monthly
discussion forum and project specific feedback. At the end of year 2, a post-
implementation evaluation was performed for each region. Results: 15 centers
participated, representing all RCPs across Ontario. The participating centers
implemented QI projects focused on treatment plan documentation (N = 3), patient
education (N = 10) and toxicity/adherence management (N = 5), with some focusing
on multiple domains. All centers reported an improvement in at least 1 domain (see
Table). Key enablers identified include engagement with a multi-disciplinary team
and the use of technology, while barriers include lack of onsite dispensing pharmacy.
Future work will continue to focus on quality of oral ST delivery and better pharmacy
integration. Conclusions: Through a centrally coordinated, locally implemented QI
project, improvement in quality of oral ST care was achieved across Ontario. This
model of QI focus has the potential to be adaptable across health systems. Research
Sponsor: Ontario Health - Cancer Care Ontario.

Domain
Performance – Baseline

(%)
Performance – Post

(%)
Range of improvement per

RCP (%)

Treatment Plan
Documentation

86 90 -13 – 21%

Patient Education 65 71 -20 – 41%
Adherence/Toxicity 74 82 -49 – 49%
Outcomes as a result of
toxicity*

21 19 -21 – 11%

*Lower is better result

185 Rapid Abstract Session

A hopefulness survey of SWOG members: Relationships among hope, job
stress, and burnout. First Author: David Feldman, Santa Clara University,
Santa Clara, CA

Background: Hope is a cognitive, goal-directed phenomenon that is mea-
surable. It is “a cognitive set that is based on a reciprocally-derived sense of
successful agency (goal-directed determination) and pathways (planning to
meet goals).” Although hope has been explored in patients, few studies have
investigated hope in physicians and other healthcare providers. Low hope has
been shown to predict work burnout in other professions. This survey in the
SWOG Cancer Research Network tests the relationships among hope, work
stress, burnout, and general satisfaction with life. Methods: SWOG members
randomly selected and invited to participate by email linked to a 10-minute
online survey consisting of the following: The Adult Hope Scale, Satisfaction
with Life Scale, demographic questionnaire, and items assessing burnout,
work stress, and general social support. Of 1000 invitees, 226 responded to the
survey, including physicians (n = 77) and RNs (n = 46). Results: On average,
respondents reported relatively high work stress (M = 3.59 out of 5). Levels of
work stress were positively associated with burnout (r = .58, p, .001), but not
with general satisfaction with life (r = .11, p = .08). Hope levels were negatively
associated with burnout (r = -.21, p = .003) and positively associated with
satisfaction with life (r = .58, p, .001). Consistent with past research showing
that people with greater availability of general social support suffer from
lower rates of burnout and experience higher levels of psychological well-
being, we found that social support was negatively associated with burnout (r =
-.18, p = .007) and positively associatedwith life satisfaction (r = .38, p, .001). In
addition, we tested a meditational model using Hayes’ bootstrapping approach
via the PROCESS macro in SPSS. In this model, hope partially mediated the
relationships between social support and both burnout and life satisfaction. In
themodel, job stress also predicted burnout, but, as in the previous correlational
analysis, had no relationship with general life satisfaction. Conclusions: Our
cross-sectional results suggest that hope may mitigate the effects of burnout.
Our data indicate that the particular combination of social support andhopemay
prove helpful for reducing job burnout and increasing general satisfaction with
life. Single-session hope-enhancementworkshops that incorporatebothof these
elements have been shown to increasehopeandpsychological well-being in non-
medical populations. Such interventions for healthcare professionals warrant
further study. Research Sponsor: SWOG Cancer Research Group.

186 Rapid Abstract Session

Use of patient-reported outcomes (PROs) to predict treatment outcomes
in patients with advanced cancer. First Author: Aparna Raj Parikh, University
of California San Francisco, San Francisco, CA

Background: PROs assessing quality of life (QOL) and physical symptoms
often correlate with clinical outcomes in patients (pts) with cancer. Yet, data
are lacking about the use of PROs to predict treatment response.We evaluated
associations of baseline PROs with treatment response, healthcare use, and
survival among pts with advanced gastrointestinal cancer. Methods: We
prospectively enrolled pts with metastatic gastrointestinal cancer prior to
initiating chemotherapy at Massachusetts General Hospital. At baseline (start
of treatment), pts reported their QOL (Functional Assessment of Cancer
Therapy General [FACT-G], subscales assess QOL across 4 domains: func-
tional, physical, emotional, social well-being) and symptom burden (Edmonton
Symptom Assessment System [ESAS]). Higher scores on FACT-G indicate
better QOL, while higher scores on ESAS represent a greater symptomburden.
We used regression models to examine associations of baseline PRO scores
with treatment response (clinical benefit [CB] or progressive disease [PD] at
the time of first scan based on clinical documentation), healthcare use (un-
planned hospital admissions), and survival.Results: From5/2019-3/2020, we
enrolled 112 of 131 (85.5% enrollment) consecutive pts (median age = 62.8,
61.6% male, 45.5% pancreatobiliary cancer). For treatment response, 64.3%
had CB and 35.7% had PD. Higher ESAS-physical (B = 1.04, p = .027) and lower
FACT-G functional (B = 0.92, p = .038) scores at baseline were significant
predictors of PD. On the specific ESAS items, pts who experienced PD were
more likely to report moderate/severe poor well-being (57.9% vs 29.7%; p =
.001), pain (44.7% vs 25.0%; p , .050), drowsiness (42.1% vs 20.3%; p =
.024), and diarrhea (23.7% vs 4.7%; p = .008) at baseline. Lower FACT-G total
(HR =0.96, p = .003), FACT-G physical (HR =0.89, p, .001), FACT-G functional
(HR = 0.87, p, .001), and higher ESAS-physical (HR = 1.03, p = .028) scores at
baseline were significantly associated with greater risk of hospital admission.
Lower FACT-G total (HR = 0.96, p = .009), FACT-G emotional (HR = 0.87, p =
.014), as well as higher ESAS-total (HR = 1.03, p = .018) and ESAS-physical (HR =
1.03, p = .040) scores at baseline were significantly associated with greater
risk of death. Conclusions: We found that baseline PROs predict treatment
response in pts with advanced cancer, namely physical symptoms and
functional QOL, in addition to healthcare use and survival outcomes. These
findings further support the use of PROs to predict important clinical out-
comes, including the novel finding of treatment response. Research Sponsor:
None.

187 Rapid Abstract Session

Trends in short-term, long-term, and high-risk opioid use among older
cancer patients. First Author: Mia A Salans, University of California, San Diego
School of Medicine, La Jolla, CA

Background: While opioids represent a cornerstone of cancer pain man-
agement, the timing and patterns of persistent and high-risk opioid use in the
context of the ongoing opioid epidemic are not well studied. This study sought
to explore longitudinal trends in short-term, long-term, and high-risk opioid
use among older cancer patients. Methods: Within a cohort of 84,994
Medicare beneficiaries $ 65 years old diagnosed with cancer between 2007
and 2013, we determined the likelihood of being prescribed an opioid after
cancer diagnosis (0-6 months, 6-12 months, and 1-2 years post-diagnosis) and
of receiving a daily morphine equivalent dose (MED) $ 200 mg, a dose as-
sociated with higher opioid-related mortality. Multivariable logistic regression
models were used to identify patient and cancer risk factors associated with
outcomes. Results: The rates of opioid prescription at 0 to 6 months, 6 to
12 months, and 1 to 2 years after diagnosis were 60.7%, 32.7%, and 38.2%
respectively. Among patients who were prescribed an opioid, 4.0% received a
MED $ 200 mg within 2 years of diagnosis. The likelihood of opioid pre-
scription 0 to 6 months after diagnosis increased over the study period (OR =
1.05 per year, CI = 1.04 to 1.06), while the likelihood of opioid prescription 6 to
12 months (OR = 0.98 per year, CI = 0.97 to 0.99) and 1 to 2 years (OR = 0.98
per year, CI = 0.97 to 0.99) after diagnosis decreased over the study period.
The probability of receiving a MED$ 200mg decreased over the study period
(OR = 0.98 per year, CI = 0.96 to 0.99). On multivariable analysis, Black (OR =
1.14, CI = 1.06 to 1.23) and American Indian/Native Alaskan (OR = 1.46, CI = 1.06
to 2.02) patients were more likely to receive opioids 1 to 2 years after diag-
nosis. Patients living in areas with higher rates of poverty (OR = 1.40, CI = 1.32
to 1.48) were also more likely to receive an opioid 1 to 2 years after diagnosis.
Black (OR = 1.72, CI = 1.59 to 1.86), Asian (OR = 1.46, CI = 1.19 to 1.80), and
Hispanic (OR = 1.36, CI = 1.23 to 1.51) patients were more likely to receive a
MED$ 200mg.Conclusions: While the rate of short-term opioid use is rising,
rates of persistent and high-risk opioid use are declining among cancer pa-
tients. This may reflect growing awareness of the dangers of opioid misuse
among clinicians treating patients with cancer. Nevertheless, racial and so-
cioeconomic disparities in patterns of opioid use are persistent in the cancer
population. Research Sponsor: U.S. National Institutes of Health.
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188 Poster Session

A multicentered academic medical center experience of a simulated root
cause analysis (RCA) for hematology/oncology fellows. First Author:
Danielle Wallace, University of Rochester Department of Medicine,
Rochester, NY

Background: Quality improvement and patient safety education is an Ac-
creditation Council for Graduate Medical Education (ACGME) common pro-
gram requirement for hematology/oncology fellowships. Specifically, the
ACGME requires trainee participation in interprofessional clinical patient
safety activities, such as root cause analyses. These can be challenging to
incorporate into busy schedules and are intimidating to some trainees, but
simulated RCAs are a novel way to assure trainees gain important patient
safety skills. We report on a multicentered experience utilizing a simulated
RCAeducationalmodule in an attempt to provide fellowswith the tools needed
to participate in a live RCA and to increase awareness of the need to analyze
patient safety events. Methods: The two-hour module included a didactic
session explaining the basics of an RCA including common terminology, ef-
fective chart review, and personal interviews. The fellows assessed a patient
safety event of a missed coagulopathy and created an event flow map and
fishbone analysis. They then formed root cause/contributing factor
statements and proposed a solution. Seventeen fellows from two insti-
tutions completed pre- and post-session surveys regarding the experi-
ence. Results: There was a 47% increase in both the percentage of fellows
who felt comfortable participating in live RCAs in the future, and in the number
of fellows who felt comfortable with using the tools typically utilized in an RCA.
70.59% of respondents felt that as a result of the mock RCA, they were more
likely to report a near miss or adverse event. Conclusions: Mock RCAs are a
feasible method of incorporating ACGME-required patient safety activities
into hematology/oncology fellow education and are effective in increasing
their comfort and understanding of important quality improvement skills
Research Sponsor: None.

189 Poster Session

Increasing lung cancer screening rates in HIV clinics. First Author: Shawn
Jindal, Montefiore Medical Center, Bronx, NY

Background: Data at our institution shows lung cancer is more prevalent and
aggressive in HIV patients. A study of lung cancer patients revealed a mean
age of 55.8 years in thosewith HIV vs. 68.0 in thosewithout. Additionally, 67%
of HIV patients had metastasis at time of diagnosis, compared to 49% in the
overall population. One study found an 18.9% reduction in lung cancer
mortality among HIV patients who receive NLST-recommended screening.
Despite this, data from 2018 estimated only 13% of eligible HIV patients had
completed screening at our institution. We pursued a quality improvement
initiative to increase lung cancer screening in our HIV clinics. Methods: Our
multi-disciplinary team studied charts of the 628 HIV clinic patients seen in a
four-month span to identify those who had not received lung cancer screening
and potential reasons why referrals were not made. We also spoke with clinic
providers to identify improvement areas. Our intervention encompassed HIV
patients that met CMS screening criteria (i.e. age 55-77, 30 pack-year
smoking). Our process measure was new referrals to our dedicated screen-
ing coordinator, who contacts patients to arrange for CT scans. We plotted
trends in appointment referrals on a run chart. Results: Areas for im-
provement included EMR documentation to assess screening eligibility and an
occasional lack of awareness regarding criteria. Providers also cited time
constraints may limit referrals. Our team identified patients that met
screening criteria and generated EMR reminders for providers to refer pa-
tients to radiology. We also held sessions with providers and nursing staff to
increase awareness of our screening program. Of 628 patients, 128 (20.4%)
had sufficient documented smoking history to assess for screening eligibility.
81 patients (63.3%) met our criteria. Of these patients, 58 (71.6%) had not
been screened or referred for screening. Through our most recent inter-
ventions, 16 (31.3%) patients have been referred to our screening coordinator,
and 7 (12.1%) have received screening CT scans. Our interventions ultimately
led to an increase from 23 of 81 (28.4%) patients with completed screening
to a projected 46 of 81 (56.8%). Conclusions: Providing education and EMR
alerts to raise awareness regarding eligibility, we substantially increased the
screening rate in our clinics. Our interventions will be broadened as we return
from COVID stoppages. Future interventions include increasing smoking
history documentation in the EMR to allow for automated identification of
screening eligibility. PDSA and interventions are ongoing with continued
follow-up of efficacy. Research Sponsor: None.

190 Poster Session

Multisite quality improvement initiative to repair incomplete electronic
medical record documentation as one contributor to provider burnout. First
Author: Carolyn Russo, St. Jude Children’s Research Hospital, Memphis, TN

Background: Provider burnout is a challenge adversely affecting the quality,
safety, and cost of health care. We measured burnout among pediatric on-
cology providers in the St. Jude Affiliate network and used a Plan-Do-Study-
Act (PDSA) improvement cycle to address one of the factors contributing to
burnout. Methods: Within the framework of the American Society of Clinical
Oncology (ASCO) Thematic Quality Training Program (QTP) we sent theMini Z
2.0 Survey to 47 pediatric oncology providers. Applying a fishbone diagram
and Pareto chart we analyzed potential causes of provider burnout. Based on
the analysis, we used a PDSA approach to address documentation of oral
chemotherapy adherence for children with acute lymphoblastic leukemia to
mitigate burnout among providers. Results: The burnout survey response
ratewas 44.6%. Burnout was identified in 42.9%of providers. Documentation
in the electronic medical record (EMR) was cited as the second most common
contributor to burnout, and it was this issue we chose to address based
on a priority matrix. We improved the completeness of oral chemotherapy
documentation from a baseline of 13% compliance to 87% compliance
within 3 months. The improved compliance was achieved by standardiz-
ing the documentation process in the EMR for content and location.
Conclusions: The EMR was one of the contributing factors in the burnout
survey of the pediatric oncology providers in the St. Jude Affiliate net-
work. A PDSA improvement model to improve clinical research docu-
mentation was successful in addressing one of several contributing
factors to provider burnout. Research Sponsor: St. Jude.

191 Poster Session

Protecting high-risk oncology patients during the pandemic of COVID-19
by creating an outpatient cancer clinic for febrile neutropenia (California
clinic). First Author: Manidhar Reddy Lekkala, University of Rochester Medical
Center, Rochester, NY

Background: Delivering care for vulnerable cancer patients during a pan-
demic is challenging given the competing risks of death from cancer versus the
high case fatality rates from SARS-COV-2 (CV-19). Data currently available
suggests a total fatality rate close to 30%-50% with CV-19 in active malig-
nancy patients. In addition to adapting guidelines from national organizations
to reduce the social footprint of patients in order to minimize risk of exposure
of CV-19, our cancer center implemented an isolated clinic with personal
protective equipment (PPE) and direct access to a CV-19 rule out floor (if
admission warranted) in order to manage those with febrile neutropenia (FN)
who otherwise would have been triaged to the emergency room (ED).
Methods: We implemented an outpatient isolated extended hour clinic with
access to PPE, blood work, intravenous antibiotics and fluids for FN patients
as a pilot project from mid-April with expected duration during the pandemic
with the aim to decrease the ED admissions for FN by 50%. We used the
Multinational Association of Support Care in Cancer (MASCC) validated tool to
assist with outpatient versus inpatient management of these patients. All
patients were screened via polymerase chain reaction nasal swab for CV-19 to
identify CV-19 in a high-risk population. Our PDSA (Plan Do Study Act) cycles
have been in 2-week sessionswith constant re-education tomultiple providers.
Results: Prior to CV-19, our databases show an approximate 15 to 20 FN
hematology and oncology patients permonthwho are triaged to ED during the
business hours. Since the implementation of our clinic in the last 45 days, we
have screened 8 patients, of which 2 were discharged home with oral anti-
biotics on isolation until CV-19 testing returned, 6 were directly admitted to
CV-19 rule out floor avoiding ED. Our overall patient numbers were low during
the peak of the pandemic and we expect to see increasing number of patients
utilizing the clinic over the next few months. Conclusions: Implementing the
California clinic has thus far successfully decreased the social footprint of our
highest-risk cancer patients, those with FN, in hopes of decreasing their
possible exposure to CV-19 as well as the unnecessary exposure of the clinical
personnel. Research Sponsor: None.

PDSA Cycle (q15 day) PDSA 1 PDSA 2 PDSA 3

No of patients who utilized the clinic 0 4 4
Patients admitted directly to CV-19 rule out floor 0 3 3
Patients discharged home after appropriate therapy 0 1 1
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192 Poster Session

The prevention of anticancer therapy extravasation events in the oncol-
ogy clinic infusion patient: A quality improvement study. First Author: Lisa
Ciafre, Allegheny Health Network Cancer Instiitute, Pittsburgh, PA

Background: The Allegheny Health Network Cancer Institute (AHNCI) Med-
ical Oncology is comprised of 19 infusion clinics located in the western
Pennsylvania region. Safety quality assurance data revealed an extravasation
rate of 0.12% for vesicant anticancer therapies. A literature review identified a
benchmark for these extravasations to be 0.09% confirming that the AHNCI
had an opportunity to improve patient safety. Methods: A multidisciplinary
quality team with support from ASCO’s Quality Training Program was de-
veloped to decrease extravasation occurrences utilizing problem solving tools
and PDSA methodology. A process flow map and cause and effect diagram
revealed opportunities in the following categories: People–Lack of formal IV
training resulting in care dependent on experiential knowledge only;
Process–There is not a standardized process for IV starts; Plant–Supply
standardization was non-existent. Offices and staff utilized the catheter of
their choice with varying levels of technology for early detection of vein
cannulation. The use of catheter stabilizing dressings or devices did not exist.
Diagnostic data analysis revealed that a majority of extravasation events
occurred peripherally in the forearm with a 24g, 0.75” catheter. Therefore,
this quality team’s focus was on the prevention of peripheral extravasations.
Gemba walk utilizing an observation tool identified that nurses often made
decisions based on personal comfort rather than best practice. Process mea-
sures: Process Change #1: Standardize IV Catheters across the network to re-
duce variation and ensure that the chosen catheter’s manufacture technology
includes early vein cannulation technology and to implement IV start kits with a
securement dressing. Process Change#2: Educate nurses in vein assessment
technique, catheter selection and insertion skill. Results: Allegheny Health
Network Cancer Institute was able to decrease extravasation events from0.12%
to 0.02% due to the innovation of this quality improvement team by stan-
dardizing supplies and ensuring staff competency with peripheral IV insertion
knowledge and skills. Conclusions: Validating a problem through data is
essential–we can’t manage what we can’t measure.Validating a problem’s value
through evidence is necessary (patient harm). Benchmarkingmust be supported
with a high level of evidence. Eliminating variation improves investigative
outcomes. Implementing process measures through best practice evidence and
not hypothesis is essential. Research Sponsor: None.

193 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Improving patient retention by optimizing appointment scheduling in an
underserved oncology populationwithin a public safety-net health system.
First Author: Jessica Meshman, University of Miami-Sylvester Comprehensive
Cancer Center, Miami, FL

Background: Cancer patients in underserved populations are at high risk for
patient attrition and treatment delay. We theorized that decreased appointment
scheduling was contributing to a high no-show rate within an urban safety-net
hospital. Clinic appointments were being scheduled in the department-specific
record and verify system rather than the hospital-wide electronic health record
(EHR).We sought to adopt EHR schedulingwith the long-termgoal of decreasing
the no-show rate. Our aimwas to utilize the Lean Six Sigma (LSS)methodologies
to increase EHR scheduling of follow-up and rescheduling of no-show ap-
pointments to 50%.Methods: While involving the entire clinic staff, we utilized
the LeanSix SigmaDMAICmodel: define,measure, analyze, improve andcontrol,
to improveEHRappointment scheduling.Appointment datawas collected for the
3 months prior to and during the intervention time period. We determined the
root causes for delinquent scheduling, including lack of staff availability to
schedule patients into two electronic systems and to call no-show patients.
Interventions included implementation of an electronic order for follow-up
scheduling and blocked time for personnel to contact no-show patients and
verify scheduling. After the formation of a novel process map, control plan, and
Failure Modes Effects Analysis (FMEA), the pilot study ran for 2 months.
Results: Follow-up appointment scheduling into the EHR improved from 2% to
98% (p , 0.01). After the first intervention month, the no-show rescheduling
rate improved from 0% to 43% (p , 0.01): below goal. The team revised the
process map by substituting a no-show EHR order in place of the calendar in-
tervention. This constituted the beginning of month 2 and no-show appointment
rescheduling subsequently improved from 43% to 87% (p , 0.01). The patient
no-show rate was 19% during the pre-intervention period, 17% for the first in-
tervention cycle and 15% for the second intervention cycle (p = 0.3).
Conclusions: Utilization of LSS allowed for successful adoption of EHR ap-
pointment scheduling within our department. While not yet significant, the no-
show rate appears to be trending downward as a result of improved scheduling,
and we expect the no-show rate to continue to decline as the study matures.
These findings suggest that optimized appointment scheduling may decrease
patient retention in an at-risk population. Future directions include evaluating
cancer outcomes and decreased healthcare costs as a result of higher patient
retention. Research Sponsor: None.

194 Poster Session

Improving vaccine administration in patients with solid malignancies in
the outpatient setting. First Author: Mariam Alexander, Montefiore Medical
Center, Bronx, NY

Background: Pneumococcal and influenza vaccinations are recommended
for all patients with any malignancy in accordance with the Infectious Disease
Society of America. Patients undergoing chemotherapy for solid tumors
have a 40-50 fold higher risk for the development of invasive pneumococcal
disease compared to healthy adults with a case fatality rate of 35%and should
receive the sequential 13-valent pneumococcal conjugate vaccine (PCV13) and
23-valent pneumococcal polysaccharide vaccine (PPSV23). In the outpatient
setting, lack of provider knowledge, complexity of the pneumococcal vaccine
regimen and disruption in work-flow of a busy clinic can lead to low rates of
administration. Towards this end, we conducted a quality project to improve
administration of both pneumococcal and influenza vaccines by at least 50%
at one of our outpatient oncology clinics at Montefiore Medical Center in
Bronx, NY during a 4 month period.Methods: We first provided provider and
nursing educationwith regard to safety and efficacy of the vaccines in both the
clinic as well as the infusion setting. Nurses were then prompted to screen
patients and offer the vaccines during intake prior to all infusions and clinic
visits. We created bulk orders which allowed nurses greater control of re-
leasing vaccine orders previously entered by the director of the clinic. We also
posted “cheat-sheets” on optimal timing, safety and sequence of adminis-
tration of the vaccines in every patient room and nursing station. After our
first cycle, we identified that there was a delay in work-flow in the outpatient
clinic with delivery of the vaccines to the clinic from the pharmacy. We
therefore obtained a secure vaccine fridge that was placed at the nursing
station, which allowed nurses easy access to the vaccines. Results: When
vaccine administration during the 2018-2019 influenza season was compared
to the 2019-2020 influenza season, we found that these interventions im-
proved the administration of the influenza vaccine by 70%. There was a
dramatic increase in the number of PCV-13 vaccines administered by 350%
(more than 5-fold) and increase in PPVS-23 by 12.5%. No immediate adverse
reactions during this cycle were reported to our nurse manager.
Conclusions: A simple intervention of improved work-flow of vaccine ad-
ministration and increased education of providers and nurses translated to a
dramatic improvement in the administration of influenza and PCV-13 vaccines
in a busy outpatient oncology clinic. Research Sponsor: None.

195 Poster Session

Closing the gap in health care disparities by improving the rate of lung
cancer screening in an intercity hospital. First Author: Anika Bhargava,
MedStar Washington Hospital Center, Washington, DC

Background: The National Lung Cancer Screening Trial showed reduced lung
cancer mortality with low-dose computed tomography (LDCT) screening.
Although LDCT is generally covered by private and government insurance, the
rate of LDCT screening has been reported to be very low (2-3%) in previous
studies. One of the main barriers in adequate screening was assessment of
smoking history to identify eligible populations. Purpose: To increase the rate
of lung cancer screening in Medstar Washington Hospital Center Internal
Medicine (WHCIM) clinics from a baseline rate of 2.88% by 50% over a 3-
month period. Methods: Retrospective baseline data was collected over a 2-
week period 01/06/2020–01/17/2020 from patients visits at WHCIM to assess
the rate of lung cancer screening. A session was held with physicians and
nursing staff to find the barriers in identifying eligible patients for lung cancer
screening and to create a fishbone diagram. The first plan-do-study act cycle
(PDSA) was initiated from 02/24/2020–03/13/2020 where we piloted a
clinical reminder in the form of a print-out filled out by the medical assistants
at check in and then given to physicians. The form included the patient’s age
and simple smoking questionnaire according to the lung cancer screening
guidelines. Data was collected during this time period which included docu-
mentation of patient’s smoking history, lung cancer screening eligibility and
referral to LDCT. Results: By retrospective analysis from the time period of
01/06/2020-01/17/2020 providers documented a smoking history in only 16%
of patients seen and only 2.88% of all patients seen over the age of 55 were
referred for lung cancer screening. Post intervention for the time period of 02/
24/2020-03/13/2020 increased the amount of documented smoking history
by providers to 26% and number of patients sent for lung cancer screening to
6.0%. Of patients who met the criteria for lung cancer screening, prior to the
intervention only 42% of patients were referred. However, after the clinical
reminder has been initiated, 86% of patients who did meet the criteria were
sent for screening. Conclusions: The clinical reminder has increased docu-
mentation of smoking history by 62%and lung cancer screening for those who
meet the criteria according to the guidelines by a relative increase of 105%.
We are currently working on PDSA cycle 2 to incorporate education materials
in the encounter room and PDSA cycle 3 to incorporate this clinical reminder
into the electronic medical record and to implement hospital wide. Research
Sponsor: None.
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196 Poster Session

Improving the referral rate of universal genetic counseling for pancreatic
ductal adenocarcinoma (PDAC) at the Cleveland Clinic Taussig Cancer
Center: A quality improvement project. First Author: Kanika G. Nair, George
Washington University School of Medicine, Washington, DC

Background: While most PDAC are sporadic, up to 10% are inherited. In 2018,
ASCO and NCCN guidelines were updated to recommend that all patients with
PDAC be considered for genetic counseling (GC) and germline testing. Fur-
thermore, interest in treating patients with targeted therapy, such as olaparib,
for germline mutations is increasing. We implemented a quality improvement
project to identify the referral rate to GC for patients with PDAC, with the goal
of improving the referral rate to 60%.Methods: Barriers to GC referral were
identified using quality improvement tools developed at the ASCO Quality
Training Program. Three “plan, do, study, act” (PDSA) cycles were imple-
mented: 1) updating the electronic order and tumor board template to include
GC recommendation (Aug–Oct 2019), 2) physician education (Nov–Dec 2019)
and 3) patient education and physician reinforcement (Jan–Feb 2020).
Baseline data to evaluate impact of PDSA intervention (from April to June
2019) on documented discussions about GC and placement of the referral
order was completed via chart review. Results: Between April 2019 to
January 2020, 199 patients with PDAC were seen in medical oncology clinic as
new patient visits. Thirteen patients had previously completed GC. For the
remainder, baseline discussion and referral rates were 25% and 9%, re-
spectively. Discussion and referral rates improved to 55% and 30% after
PDSA 1, to 73% and 33% after PDSA 2, and to 95% and 58% after PDSA 3,
respectively. Forty-nine patients were referred at the first visit and 23 were
referred at a subsequent visit. Forty-six patients underwent GC. In patients
who completed germline testing 8.9% (4/45) were found to have a pathogenic
variant in BRCA2, TP53, ATM, and MUTYH. Conclusions: With increased
physician and patient education, we were able to improve the GC discussion
rate from 25% to 95% and referral rate from 9% to 58%. While we did not
meet our aim of 60% GC referral rate, we identified obstacles and outlined an
improved process for early GC referrals. Enacting processes to reinforce GC
referrals for patients with PDAC is likely to increase detection of germline
mutations in this population. Research Sponsor: None.

197 Poster Session

Improving documentation of cancer staging at an academic cancer center
utilizing an EMR-based system with public accountability. First Author:
Jade Zhou, UC San Diego Health, San Diego, CA

Background: Accurate TNM staging of malignancy is essential to quality care
of cancer patients but maintaining consistent documentation of appropriate
staging remains a challenge. We identified documentation of TNM staging at
our institution to be below target levels. We sought to improve documentation
of staging in all patients at our cancer center with a diagnosis ofmalignancy by
implementing both automated and manual reminders through our electronic
medical record (EMR) software (Epic), as well as by using team accountability.
Methods: We defined an expectation that all patients seen at UC San Diego
Moores Cancer Center with a billing diagnosis of malignancy would have TNM
staging documented in the EMR within 1 month of their initial visit. The project
started in 1/2016, with a phased rollout to individual teams, including education
and outreach prior to the start of performance tracking. We used the AJCC
staging module in Epic and focused on all new patient visits with a billing
diagnosis of malignancy. Providers were asked to add this diagnosis to the
problem list and then document the stage using the AJCC staging module in
EPIC. We tracked compliance by individual provider and by team and emailed
performance reports to all providers on a monthly basis. To facilitate com-
pliance, we initiated automatic Epic messages to providers for an unstaged
cancer diagnosis on the problem list and followed up with a personal email
from administrative staff if documentation was not completed in a timely
manner. Results: At the initiation of this project, there was no standardized
documentation of cancer staging. The project was phased in with the skin
cancerandheadandneck cancers teams inphase I. Compliance in the initialmonth
of measurement was 28%. Within 3 months of implementation of the project,
compliance was over 50%, and within 27 months, over 90%. Compliance has
remained . 90% since. For 3/2020, 368 patients were eligible for staging and
98% were staged within a month of their visit. Conclusions: Documentation of
TNM staging of malignancy was significantly improved by both automated and
personal reminders with a vital component of team accountability. Further efforts
to improve the current practice and culture of documentation for diagnosed
cancer patients remains a crucial aspect of quality and safety. Research Sponsor:
None.

198 Poster Session

Organizational partnership to expand the ASCO Quality Training Program
to oncology pharmacists. First Author: Emily R. Mackler, University of
Michigan Health System, Ann Arbor, MI

Background: Pharmacists have a recognized role in optimizing medication
management and enhancing patient quality of care. In an effort to enhance
knowledge related to oncology quality improvement (QI), the Hematology/
Oncology Pharmacy Association (HOPA) partnered with the American Society
of Clinical Oncology (ASCO) Quality Training Program (QTP) to provide a 1-day
HOPA-ASCO QTP Workshop.Methods: HOPA’s Quality Oversight Committee
identified several areas of priority focus, including identifying and developing
opportunities for members to participate in education focused on oncology
value and quality-based patient care. The ASCO QTP program most closely
met HOPA goals for training due to the practical outcomes associated with the
program, the interdisciplinary focus, the successful experience of prior HOPA-
member participants, and expertise of the faculty. In addition, both organi-
zations have a unified goal in improving the care of cancer patients. Surveys
were formulated to assess knowledge pre- and post-participation and ac-
tionable efforts participants made given knowledge gained from the work-
shop. Results: A total of 24 HOPA members participated in the 1-day
workshop with 40% having been in oncology practice for 15+ years and 70%
involved in some aspect of QI within their role. Primary reasons for partici-
pation were – to help lead oncology multidisciplinary initiatives in my orga-
nization (44%), to increase skills to complete QI projects (28%), and to help
lead oncology pharmacy practitioners in my organization (20%). Measures of
knowledge and competence increased after participation. Knowledge in-
creased by an average of 3 points from 4.57 to 7.55 (0-10 scale) and com-
petence increased an average of 2.8 points from 4.48 to 7.32. In a 3-month
follow-up survey (67% response rate), the majority (93%) of participants
indicated they were very likely or extremely likely to use the skills gained from
the workshop in practice and 88% of respondents indicated they used the
skills gained from the program somewhat often, very often or extremely often.
Since the 9 months from the workshop, 2 pharmacists who participated have
enrolled in the ASCO QTP 6-month course. Conclusions: The 1-day HOPA-
ASCO QTP Workshop proved to be a successful partnership between the two
organizations, providing excellent training and education to HOPA members.
Next steps of this collaboration include additional 1-day workshops available to
more members and a modified 6-month ASCO QTP program for HOPA
members with oncology pharmacists serving as the interdisciplinary team
leader. Research Sponsor: None.

199 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Treatment navigation to reduce emergency room (ER) visits in cancer
patients. First Author: Henrique Zanoni Fernandes, Instituto De Oncologia Do
Vale, S~ao Paulo, Brazil

Background: The practice of conventional oncology has undoubtedly
changed in the last 15 years, becoming more efficient, but also more complex
and expensive. This complex care needs significant coordination. In the last 2
years in half of the continuing development of our care coordination working
in the "Navigation Treatment" domain, the impact on reducing ER visits was, in
media, 75%. Methods: In 2015 IOV developed a patient-centered Navigation
System based on Kanban (board and visual signals-KNS) for managing the
treatment plan of our patients that was successful. In 2016 with support of an
educational grant fromQTP-ASCO, we extended this system tomanage pain to
others cancers and treatment-related symptoms, education, resource referral
or Coordination of multi-disciplinary care. This study addresses only de-
creased ER visits between Dec 15 and May 20 by all patients monitored by
Nurses navigators. We measured the proportional reduction of ER visits re-
lated to pain to the total ER visits in three successive periods: development of
the NKS (dec15-jul16), pilot phase (aug16-oct17), and as an adopted best
practice (oct17-until today). The KNS comprises a set of standardized pro-
cedures and successive checks for patients in treatment based on three
procedures: (a) standardized treatments prescriptions to pain and symptoms
controls; (b) standardized follow up in 24 and 48 hours, 1, 2 and 4 weeks; and
(c) manage side effects of opioids or other emerging problem (constipation,
confusion, mucositis, diarrhea, fever, etc.). Any patient initiating opioid use is
included in the KNS until opioid is discontinued. Once pain is adequately
controlled, the frequency of checks become wider up to once a month if no
toxicity is identified. Any new condition (will restart the 24-48 hours loop. The
KNS is managed by oncology nurses using phone or video calls, messaging,
and appointments; Mon-Sun from 6AM to 8 PM.Results: The KNSmanaged a
median of 204 (table*) patients permonth during the last 32months (Oct 17 to
May 20). Patients with pain, symptoms, or side effects that were effectively
managed by the team avoided an unwanted visit to the ER, in media by 75%.
Pain represents 20% of ER visits generally; in pilot phase 15% of ER visits, and
actually 4% of ER visits, an 80% reduction in pain-related ER visits. ER visits
represent patients with uncontrolled pain and not effectively managed by the
KNS. Conclusions: The development of a system to deliver more effective
care patients resulted in a 75% reduction of ER visits and adequate pain
control in our practice. Research Sponsor: ASCO Quality Training Program,
Instituto de Oncologia do Vale.
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200 Poster Session

Geriatric assessment tool to assist physicians in providing patients with
quality care in rural community oncology setting. First Author: Mari
Montesano, Columbia Memorial Hospital, Astoria, OR

Background: Currently in the USA, 60% of all cancers and 70% of cancer
mortality occur s i n people aged 65 and older. However, there are significant
gaps in knowledge of oncology treatment outcomes in the geriatric pop-
ulation. The Cancer and Aging Research Group developed a Comprehensive
Geriatric Assessment (CGA) tool in 2 007 to assess the abilities of older
patients to make judgments and carry out daily activities. The assessment was
created to help doctors recognize issues in the geriatric population and de-
velop comprehensive treatment plans with the aim to improve outcomes in
this age group. The purpose of the study was to assess whether the CGA tool
would be useful in the physician’s decision-making process and in making
appropriate and timely patient referrals in a rural community oncology set-
ting. Methods: Newly diagnosed cancer patients with non-hematological
cancers above 65 years of age seeking care at the Columbia Memorial
Hospital -OHSU Knight Cancer Collaborative during May to August of 2019
were consented and asked to take the CGA survey. A summary of the patient’s
responses with the scores and a list of recommendations was provided to the
physician at the time of the initial consultation. Along with this summary, a
single question survey was given to the physician in order to assess whether
the feedback was helpful in their treatment planning. Results: Of the 49 new
patients seen at the CMH-OHSU Knight Cancer Collaborative who qualified to
participate in the study 22 (44.8%) completed the survey,18 (36.7%) did not
complete the survey, 5 (10%) did not come in for their clinic appointment, and
5 others were disqualified from the survey for other reasons. The results
indicate that the survey tool aided the clinician in the majority (95%) of the
cases to make overall assessments of their patient’s health and helped make
management decisions. The results showed that more referrals were made to
physical therapy & primary care clinics in patients who took the survey as
compared to the patients who did not take the survey [14% vs 5%].
Conclusions: We conclude that the oncologists at our cancer center found
that the CARG assessment tool is beneficial for physicians in their decision-
making process while assessing an elderly patient and helped them provide
timely and more comprehensive treatment care plan. Research Sponsor:
None.

201 Poster Session

Characteristics and outcomes of patients (pts) who developed immune-
related adverse events (irAEs) with an initial presentation in the emer-
gency department (ED). First Author: Ryan Holstead, Division of Medical
Oncology, Queen’s University, Kingston, ON, Canada

Background: Management of irAEs due to immune checkpoint inhibitors
(ICIs) requires a high degree of suspicion, and management of severe irAEs
require timely initiation of corticosteroids (CS). This can be challenging in the
ED, where providers may not be aware of an individual pt’s cancer treatment
or its toxicities. Methods: We performed a retrospective single-center chart
review for pts treated with ICIs in 2018 and 2019 who subsequently presented
to ED. New irAEs with first presentation in ED were analyzed and pt outcomes
were recorded. Descriptive statistics compared this population to irAEs
identified in outpatient setting, as well as rates of ED utilization in pts on
doublet ICI (dICI). Results: Of 351 evaluable pts treated with an ICI, 129 (37%)
had at least one presentation to ED. Seventeen pts had a first presentation of a
new irAE. These pts had received amedian 2 cycles of ICI prior to presentation
(interquartile range [IQR] 1-3) Twelve of these pts presented with generalized
fatigue or pain, twelve required admission, 4 were admitted to intensive care
within 30 days, and two died. Toxicities included hypophysitis (5), arthritis (2),
colitis (2), myocarditis (2), neuritis (2), pneumonitis (2), adrenalitis (1), hepatitis
(1). Median admission was 8.5 days (IQR 2-32), and median time to cortico-
steroids was 30.5 hours (range 4-269). Grade 3 or higher toxicity was more
frequent in the ED pts compared to the total ICI pt population (70.5% vs.
32.2%). Pts on dICI (n = 41) had a higher rate of ED utilization (n = 23, 56.1%)
and ED visits were more likely to be for first presentation of a new irAE (n = 7,
30.4% of dICI ED visits) compared to single-agent ICI regimens. Conclusions: Pts
with irAEs that first present at the ED often have generalized symptoms,
prolonged hospitalizations, and can have long delays to initiation of CS.
Development of a protocolized approach for pts on ICI at the point of care in
the ED may improve identification of irAEs, ‘door-to-steroid’ time, and
patient outcomes. Research Sponsor: None.

202 Poster Session

Characteristics of medical malpractice claims related to cancer in Florida.
First Author: Guanming Chen, University of Florida, Gainesville, FL

Background: Florida is among the states that have highest number of cases
and total medical malpractice payments. The aim of the study is to exam-
ine the characteristics of cancer-related malpractice cases in Florida.
Methods: Cancer-related malpractice claims with payment occurred during
Jan. 2005 to Dec. 2015 were identified from the Florida Office of Insurance
Regulation (FLOIR) database. The characteristics of malpractice cases ex-
amined in the study includes cause of allegation, severity of injury, specialty
of healthcare provider, length of delay in diagnosis, settlement stage, and
indemnity paid. Results: A total of 811 claims were identified. The most
common general cause was delay in diagnosis (49.8% of total claims),
followed by failure to interpret test result (9.3%) and failure to perform
procedure (9.2%). Among the claims of delay in diagnosis, 22.7% were
breast cancer, followed by lung cancer (11.1%), and head and neck cancer
(10.9%). About 30% claims reported death caused by malpractice. Radiol-
ogist (26.1%)was themost common specialty among all specialties, followed
by general practice (12.2%) and internal medicine (11.6%). Radiologists were
also more likely to have recurrent malpractice claims. The median payout
was $250,000 (mean $277,493). The period from case report to settlement
was 1.64 years on average. Conclusions: Delay in diagnosis was the most
common cause of cancer-related malpractice suits. Our results aligned with
previous reports that radiologists were more likely to be involved in the
malpractice claims. This study highlights possible pathways to reduce
malpractice litigation, as well as improving quality of care in cancer
treatment. Research Sponsor: None.

203 Poster Session

The effect of body mass index (BMI) on survival in patients with breast
cancer and obesity-associated conditions. First Author: Keenan B. Caddell,
Duke University, Durham, NC

Background: Previous studies have demonstrated an association between body
mass index (BMI) and survival after breast cancer diagnosis, but the direction and
strength of this relationship is inconsistent. Comorbidities that are more com-
mon in patients who are obese (BMI$30) – including diabetes (DM), hypertension
(HTN), and hyperlipidemia (HLD) – are often conflatedwith obesity with regard to
their effects on breast cancer outcomes. We sought to determine the effect of
BMI on overall survival (OS) among women with breast cancer after controlling
for obesity-associated conditions. Methods: Women$18y diagnosed with stage
0-IV breast cancer at an academic institution from Jan 2014-Jul 2016 and with
known BMI at diagnosis were identified. x2 and ANOVA tests were used to
compare intergroup differences. BMI was categorized as normal (,25), over-
weight (25-29.9), class 1 obesity (30-34.9), and class 2/3 obesity ($35). Unad-
justed OS by BMI class was estimated with the Kaplan-Meier method. Cox
proportional hazards models were used to estimate the association of BMI with
OS after adjusting for covariates including obesity-associated conditions.
Results: 1027 patients were included (median follow-up 46.8mos): 296 (28.9%)
were overweight, 227 (22.1%) had class 1 obesity, and 207 (20.2%) had class 2/3
obesity. Non-Hispanic (NH) black women were overrepresented among obese
patients, making up 25% (n=257) of all patients but 37.5% of obese patients.
Rates of DM, HTN, and HLD increased with increasing BMI (all p,0.01). Unad-
justed OS differed significantly by BMI class, with overweight women having the
worst 5-year OS (log-rank p=0.02). After adjustment, BMI continued to be as-
sociated with OS, with overweight women having significantly worse OS vs
normal-weight women, but there was no significant association between obesity
and OS (Table). Conclusions: Despite higher rates of DM, HTN, and HLD with
increasing BMI, a diagnosis of obesity was not associated with worse OS in
women with breast cancer but being overweight was, suggesting the need for a
more nuanced understanding of body composition, obesity-associated condi-
tions, and their respective potential impact on breast cancer outcomes. Research
Sponsor: U.S. National Institutes of Health, Philanthropic funds.

HR (95% CI) P-Value Overall P-Value

BMI class
Normal REF 0.049

Overweight 2.42 (1.01 - 5.81) 0.048
Obese - Class 1 1.25 (0.46 - 3.41) 0.67
Obese - Class 2/3 0.83 (0.27 - 2.58) 0.75

DM (yes vs no) 1.76 (0.79 - 3.94) 0.17
HTN (yes vs no) 1.20 (0.63 - 2.28) 0.58

HR, hazard ratio. *Also adjusted for age, race/ethnicity, biomarker status, and clinical stage; HLD excluded to avoid
overfitting.
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204 Poster Session

Development of a personalized follow-up care algorithm for Medicare
breast cancer survivors. First Author: Stephanie B. Wheeler, The
University of North Carolina at Chapel Hill, Chapel Hill, NC

Background: The rapidly growing number of cancer survivors in the US have
substantial healthcare needs requiring surveillance and care for the late and
long-term effects of cancer treatment and comorbidities. Lacking a clear
system of care, experts recommend a personalized approach to survivorship
care. The objective of this study was to test a clinical prediction algorithm to
distinguish low-complexity breast cancer survivors who may be suited to self-
manage their survivorship care and be followed by their primary care provider
(PCP) from survivors who require specialty care. Methods: We used the
Surveillance and Epidemiology End Results (SEER) registry – Consumer As-
sessment of Healthcare Providers and Systems (CAHPS) survey data to
identify women diagnosed with stage 0-3 breast cancer between 2003 and
2011. Cross-validated random forest machine learning models separately es-
timated survivors’ independent risk of all-cause death, cancer-specific death,
recurrence, or severe late effects within 3 years following treatment com-
pletion. The absence of these outcomes identified survivors as potentially
eligible for self-management and PCP care. Predictors included measures of
baseline health status and health care utilization, patient socio-demographic
characteristics, cancer characteristics, and financial burden.Results: Among
the 4,516 survivors in the primary cohort, 82%were white, and the mean (SD)
age was 75.1 (7.8) years. Almost 50% were diagnosed with Stage I breast
cancer, followed by 25.2% with Stage 2, 19.3% with Stage 0, and 5.6% with
Stage III. Within the 3-year follow-up period, 372 (8.2%) survivors died (111 or
2.5% from cancer), 665 (14.7%) experienced recurrence, and 488 (10.8%)
were hospitalized due to severe late effects. Predicting all-cause death
resulted in 91.9% out-of-sample accuracy, a 37.6% improvement over an
uninformed model. Important predictors across outcomes included age,
geographic region, diagnosis year, financial burden, comorbidities, and cancer
stage. Conclusions: Survivors requiring specialty care are characterized by
higher comorbidity, lower educational attainment, and advanced age, sug-
gesting that, in addition to cancer characteristics, personalized care pathways
developed in response to our findings must account for social and contextual
factors as well. Research Sponsor: American Cancer Society.

205 Poster Session

Pre-COVID-19 food insecurity prevalence and risk factors in caregivers of
pediatric cancer patients at a children’s cancer hospital. First Author:
Stephanie J. Wells, UT MD Anderson Cancer Center, Houston, TX

Background: Food insecurity (FI) affects 1 in 5 US households with children and is associated with malnutrition and
poor diet quality in children. Malnutrition negatively impacts clinical trial outcomes, chemotherapy tolerance, and
survival rate in cancer patients, whomay be at higher FI risk given the financial toxicity of treatment. Thus, we aimed
to assess FI prevalence and sociodemographics of pediatric patient caregivers at MD Anderson Cancer Center
Children’s Cancer Hospital (MDACC-CCH) and to identify healthcare provider sociodemographics and FI practice
considerations.Methods: We surveyed caregivers and providers at MDACC-CCH anonymously fromDecember 2019
to January 2020. Caregiver surveys included sociodemographics and The Hunger Vital Sign FI screening tool.
Oncologists and other providers were surveyed on FI-related practice considerations. Univariate relationships
between known covariates and FI were explored using purposeful covariate selection and multivariable logistic
regression tomodel variables associated with FI risk factors.Results: Baseline characteristics are listed in Table. Of
67 caregiver responses, 36% were positive for FI. Univariate analyses revealed that race, education level, spousal/
child support, marital status, and household income were associated with FI status. Final logistic regression model
indicated that race other than Non-HispanicWhite and lower education level were positively associatedwith FI. Of 38
provider responses, 58% reported being knowledgeable about FI to some extent. No providers referred patients to
community food access resources. Conclusions: In a small pilot study, FI is prevalent in families of pediatric cancer
patients at MDACC-CCH and may be associated with race and education level. Further research is needed to assess
the impact of the COVID-19 pandemic on FI in this population and to determine appropriate interventions and clinical
pathways to improve FI status. Research Sponsor: None.

Participant characteristics.

Characteristic Mean (SD) or Percentage

Age (years) 30.4 (14.8)
Gender -
F 64.2%
Race -
Non-Hispanic White 49.3%
Other 50.7%
Education Level -
Elementary/Some high school 20.9%
High school/GED 23.9%
Some college and college grad 20.9%
College 31.3%
Marital Status -
Married/Partner 40.3%
Single 46.3%
Divorced 11.9%
Spousal/Child Support* -
Y 4.5%
N 10.4%
Household Income -
$0-29,999 22.3%
$30,000-89,999 32.9%
>$90,000 23.9%
Insurance -
Y 79.1%
N 14.9%

*Of divorced/separated participants, how many receive spousal or child support

206 Poster Session

Knowledge and evaluation of geriatric assessment (GA) domains among
U.S. community oncologists/hematologists (cOH). First Author: Ajeet
Gajra, Cardinal Health, Dublin, OH

Background: GA is a multidisciplinary assessment consisting of the following
domains: physical function, comorbidity, cognition, mood, social support,
nutrition and medication review. Conducting a GA with validated instruments
to assess these domains has been shown to improve outcomes in older adults
with cancer [Soo, et al ASCO2020]. The utilization of validated GA tools and its
domains versus use of other surrogates from history and physical exam (HPE)
for risk-stratification in older adults in the community practice setting is
unclear. In this survey-based study, we assessed the knowledge of GA and the
methods used to evaluate GA domains among cOH. Methods: Questions
pertaining to GA and the care of older adults with cancer were developed by
two medical oncologists (AG and BAF) and presented to cOH with diverse US
geographic representation at live meetings and via web-based questionnaire
between September 2019 and March 2020. Results were analyzed using
descriptive statistics. Results: Of the 173 participants surveyed, 59% re-
ported performing no GA, while 13% and 28% reported performing GA on all
and selected older adults, respectively. When presented with a list of daily
living activities, over half of cOH were unable to correctly identify all activities
of daily living (ADLs) and instrumental ADLs (56%and 70%, respectively). The
top 2 methods used by cOH to assess physical functional were the ECOG
performance status (82%) and HPE (42%). For assessment of cognition, most
cOH used HPE (78%) or the Mini Mental State Exam (MMSE; 12%). Social
support was assessed via HPE (44%) or GA (27%). cOH reported that med-
ication review is performed by an office staff (medical assistant 31%, nurse
12%, pharmacist 5%), with the physician signing off on the information re-
ported in the chart irrespective of who entered the medication information
(50%). Regarding chemotherapy dosing in older adults with cancer, only 7%
utilized GA to inform chemotherapy dose; 48% reported starting at a lower
chemotherapy dose with intent to escalate, while 33% reported starting at the
standard dose with intent to de-escalate if toxicity is encountered. Lastly, 27%
stated that oncologists are not adequately equipped to care for older adults
with cancer given the complexity involved. Conclusions: Many cOH do not
utilize validated instruments to assess the domains of GA. There also appear to
be knowledge gaps regarding individual domains of GA. There is a need to
further the education of cOH regarding the components and value of GA in
older adults with cancer. Research Sponsor: Cardinal Health.

207 Poster Session

Comparing cancer survivors’ perceptions on lifestyle behaviors between
adolescent-young adult (AYA) andmiddle-aged patients (pts). First Author:
Spencer Soberano, University Health Network, Toronto, ON, Canada

Background: Lifestyle behaviours such as smoking, physical activity, and
alcohol consumption are important determinants of cancer survivorship.
Previous studies have compared the lifestyle behaviours of elderly andmiddle-
aged patients (pts), yet no studies have compared these behavioural per-
ceptions between AYA (aged 18-39 years) to those ofmiddle-aged pts (MA, 40-
64 years). Methods: Cancer pts across various tumour types at a compre-
hensive cancer centre were surveyed with respect to their perceptions of how
their well-being was affected by smoking, physical activity and alcohol con-
sumption after diagnosis. Univariate logistic regression models evaluated
factors associated with perceptions on the effect of various adverse lifestyle
behaviours on health andwell-being.Results: Of 200AYA (57% female, 43%
male) and 772MA (56% female, 44%male) pts, a positive smoking historywas
reported by 33%of AYA and 48%of MA (P,0.001). At time of diagnosis, 55%
of AYA and 59%ofMA pts consumed alcohol, 16%of AYA and 16%ofMAwere
ex-drinkers, and 28% of AYA and 25% of MA were never drinkers (P=0.62).
Among AYA, 26% exercised compared to 20% in the MA group (P=0.19). The
majority (72-92%) of pts perceived that smoking and lack of activity after
cancer diagnosis negatively affected quality of life, survival chances, and
fatigue; there were no significant differences between age groups. In contrast,
both age cohorts displayed misperceptions about how alcohol affects health,
which was characterized by perceiving neutral or beneficial influence on their
overall well-being: Fifty-seven percent of MA pts had a borderline greater
misperception versus 49% of AYA pts (P=0.06). Misperceptions regarding
how alcohol affects survival were observed in 49% of AYA pts and 58%of MA
pts (P=0.05). Misperception with respect to how alcohol affects fatigue was
observed in 40% of AYA pts compared to 52% of MA pts (P=0.005). Fur-
thermore, MA pts had 1.63 (95% CI 1.16–2.29) times the odds to have mis-
perceptions regarding how alcohol affects fatigue, and 1.41 (95% CI 1.01–1.97)
times the odds to have misperceptions on how alcohol affects survival
compared to AYA pts. Conclusions: Both the AYA and MA population were
not adequately informed about how alcohol affects cancer survivorship
health; with more misperceptions in MA pts. Results from this study advocate
for survivorship programs to implement emphasis on the deleterious effects
of alcohol, with particular efforts tailored to the MA group. Research Sponsor:
Lusi Wong Family Foundation, Alan B. Brown Chair in Molecular Genomics,
Posluns Family meeting, CREMS program (University of Toronto).

Visit quality.asco.org to search by abstract for the full list of abstract authors and their disclosure information. 53

QUALITY, SAFETY, AND IMPLEMENTATION SCIENCE

http://quality.asco.org


208 Poster Session

Prospectively assessing risk of acute care utilization for patients with an
active cancer diagnosis. First Author: Valerie Pracilio Csik, Sidney Kimmel
Cancer Center, Philadelphia, PA

Background: Acute care utilization (ACU)--emergency department visits or
hospitalizations--is common in patients with cancer. As many as 83% of all
patients with cancer visit the emergency department annually; nearly three
quarters of patients with advanced cancer are hospitalized in the year after
diagnosis. Much of this ACUmay be preventable. Identifying patients at risk for
ACU using model-based approaches has shown potential for risk stratifying
certain patient subgroups. However, a model applicable to any patient with an
active cancer diagnosis is needed. We developed a real time clinical prediction
model to assess risk for acute care utilization in patients with an active cancer
diagnosis.Methods: Wecompleted a retrospective cohort analysis of patients
with an active cancer diagnosis (defined as at least one medical oncology
encounter in a 12 month period) at one health system. Clinical factors with
potential to impact disease progression and ACU were identified through a
clinical review. Significant variables were defined by multivariate logistic
regression. Risk of ACU was further characterized through the development
of a point scoring system to define the upper decile of patients at highest risk.
Results: We included 8,246 patient records in the analysis. Seven variables
were determined to be statistically significant: An emergency department visit
in the last 90 days, chronic obstructive pulmonary disease, congestive heart
failure, chronic kidney disease, low hemoglobin, low albumin, and low absolute
neutrophil count. The model produced an overall C-statistic of 0.726 Each
significant variable was assigned a score of 0 or 1 (with the exception of ED
visits, which were given one point for each visit, with three points maximum).
Each patient received a total score, resulting from the summation of the
individual variable scores. An evaluation of the distribution of points deter-
mined that 10% of the patients achieved a score of 2 or higher and contributed
to 46% of ACU in the last 90 days. Patients receiving 0 points were defined as
low risk (73% of patients contributing to 30% of ED/admissions). Patients
receiving 1 point were deemed intermediate risk (17% of patients contributing
to 24% of ED/admissions). Conclusions: Risk of acute care utilization for
patients with an active cancer diagnosis can be prospectively assessed. This
tool is currently integrated into our clinical practice and is updated every
14 days, or any time the chart is accessed. Assessment of efficacy is ongoing.
Research Sponsor: None.

209 Poster Session

Strategies for comprehensive implementation of survivorship care: A
qualitative analysis of CoC-accredited cancer programs. First Author:
Soohyun Hwang, University of North Carolina Chapel Hill, Chapel Hill, NC

Background: The Commission on Cancer (CoC) seeks to promote com-
prehensive approaches to implementing survivorship programs among
accredited cancer programs. In practice, cancer programs’ approaches range
from cursory (e.g., developing care plans without robust services) to com-
prehensive (e.g., facilitating follow-up care). This study identified strategies
that were unique to cancer programs with comprehensive approaches to
implementing survivorship programs. Methods: We sampled 39 CoC-
accredited cancer programs with approaches to survivorship program
implementation ranging from cursory to comprehensive, as reported in CoC
annual surveys. Within sampled cancer programs, we conducted in-depth
semi-structured interviews with a total of 42 healthcare professionals (1-2/
program). We identified strategies unique to cancer programs with compre-
hensive approaches by comparing them to cancer programs with cursory
approaches. Results: Cancer programs with comprehensive approaches to
implementing survivorship programs had formal committees with ample
opportunities to evaluate the progress, revise roles, and acquire multiple
stakeholders’ support. Keeping a good record system enabled these cancer
programs to meet accreditation requirements and improve processes. Buy-in
from upper management and key physicians was deemed crucial in leveraging
cancer program resources. These programs also had clear roles with shared
accountability among multidisciplinary groups. Like cancer programs with
comprehensive approaches to implementing survivorship programs, many
cancer programs with cursory approaches also had formal committees;
however, cancer programs with cursory approaches lacked buy-in from key
stakeholders, relying on few staff or a champion for implementation. Cancer
programs with cursory approaches had limited resources, cumbersome
processes, and team members with unclear roles. Conclusions: Cancer
programs with comprehensive approaches to survivorship program imple-
mentation gained broad stakeholder buy-in and established clear team
member roles with shared accountability. Study findings will informmore than
1500 CoC-accredited US cancer programs’ approaches to implementing
survivorship programs. At the conference, we will have results from quan-
titative and measures validation companion studies. Research Sponsor:
Alliance.

210 Poster Session and Poster Highlights Session;
Displayed in Poster Session

Reducing the wait time to initiate inpatient chemotherapy at Lyndon B.
Johnson Hospital. First Author: Andrew James Wiele, University of Texas MD
Anderson Cancer Center, Houston, TX

Background: Delays in initiating inpatient (inpt) chemotherapy (chemo) for
planned admissions can decrease patient (pt) satisfaction and increase length
of stay and healthcare costs. Our center, a community public teaching hospital,
lacked clear standard operating procedures for scheduled chemo admissions,
resulting in significant delays. We developed a process improvement initiative
to reduce the pt wait time from admission to chemo administration (time to
chemo [TTC]). Methods: A multidisciplinary team was formed to clarify
workflows and identify root causes prolonging wait times for pts admitted to
the inpt chemo unit. We implemented two Plan-Do-Study-Act (PDSA) cycles
over a 6-month period. First, in early March, we collaborated with pharmacy
and nursing to standardize the inpt chemo operating procedures and extend
pharmacy’s evening hours for chemo preparation (prep) from 7pm to 9pm.
Second, in early June, we implemented a Pre-admission Checklist that was
visibly displayed in clinic for fellows to review with faculty, and began dis-
cussing pts scheduled for admission during the daily, multidisciplinary huddle
that already occurred on the inpt chemo unit. Using the electronic medical
record and available time stamps, baseline data was collected fromNovember-
December 2019, post-intervention data for PDSA cycle 1 was collected from
March-April 2020, and data collection for PDSA cycle 2 is ongoing.
Results: Root cause analysis identified late afternoon admissions and PICC
line placements as two main sources for TTC delays. Hospital procedures also
limited inpt PICC line placement between 8am-4pm and inpt chemo prep
between 7am-7pm. Baseline data revealed 77.4% (24/31) of pts were admitted
between 3pm-10pm, the median TTC was 20.4 hrs, and 6.5% (2/31) of pts had
chemotherapy initiated within 12 hrs of admission (TTC , 12). Additionally,
56.5% (26/46) of pts had PICC lines placed during their admission, but 69.2%
(18/26) of the pts with PICC lines were eligible for outpatient port placement
according to institutional intravenous (IV) access guidelines. After PDSA cycle
1, median TTC decreased by 10% to 18.4 hrs, and 33.3% (5/15) of pts had
TTC , 12. Conclusions: After standardizing inpt chemo procedures and
extending chemo prep times, PDSA cycle 1 resulted in a 10% reduction in TTC
and a 26.8% increase in the rate of TTC, 12. Although admission times cannot
be controlled at this time, the impact of improving pre-admission planning, and
specifically addressing IV access, for PDSA cycle 2 is currently being evaluated
and will be reported at the time of abstract presentation. Research Sponsor:
None.

211 Poster Session and Poster Highlights Session;
Displayed in Poster Session

A pilot study of risk stratification and outreach to hematology/oncology
patients during the COVID-19 pandemic. First Author: Chelsea K. Osterman,
Division of Oncology, Department of Medicine, University of North Carolina at
Chapel Hill, Chapel Hill, NC

Background: Cancer patients have many medical and psychosocial needs, which may
increase during the coronavirus pandemic and may be difficult to identify or address in the
absence of in-person patient visits. We sought to (1) risk stratify hematology/oncology
patients using general medicine and cancer-specific methods to identify those at high risk
for acute care utilization, (2) measure the correlation between risk-stratification methods,
and (3) perform a phone-based needs assessment with intervention for these patients.
Methods: Patients were risk-stratified using a general medical health composite score
(HCS) embedded in the electronic medical record, and a cancer-specific risk (CSR) strat-
ification based on disease and treatment characteristics. The correlation between HCS and
CSR was measured using Spearman’s correlation. A multi-disciplinary team developed a
focused needs assessment script with recommended interventions for patients categorized
as high-risk by either method. The number of patient needs identified and referrals for
services made in the first month of outreach are reported.Results: 1,421 patients were risk
stratified, with 15% high-risk using HCS and 21.2% high-risk using CSR. Overall correlation
between HCS and CSR was modest (r = 0.39). During the first month of the pilot, 287
patients were called for outreach with 245 contacted (85%). Commonly identified needs
were financial difficulties (17%), uncontrolled symptoms (15%), and interest in advance care
planning (13%), resulting in referral for supportive services for 33% of patients.
Conclusions: There is a high burden of unmet medical and psychosocial needs in
hematology/oncology patients during the coronavirus pandemic. A phone-based outreach
program results in identification of and intervention for these needs, however additional
cancer-specific risk models are needed to improve targeting to high-risk patients. This
process can serve as a framework for other institutions wishing to implement similar
outreach programs during this pandemic. Research Sponsor: U.S. National Institutes of
Health.

Needs identified during outreach, no. (%).

Issue or Need Identified Patients (n = 245)

Financial difficulties 42 (17)
Uncontrolled symptoms 36 (15)
Interest in advance directives or healthcare power of attorney 31 (13)
Medication issues (i.e. refills, questions, compliance, cost) 31 (13)
Uncertain how to contact care team 24 (10)
Question about plan of care 17 (7)
Unaware of next oncology appointment 17 (7)
Distress score ‡ 8/10 14 (6)
No future appointment scheduled or schedule is incorrect 7 (3)
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212 Poster Session

Decreasing the number of authorization denials in an academic medical
oncology practice. First Author: Monaliben Patel, University Hospitals
Cleveland Medical Center, Cleveland, OH

Background: Prior authorizations in medical oncology generate additional
work and subsequent stress to providers, contributing to physician burnout.
Denials of payments can also impact patient care and lead to loss of revenue
for the institution. In 2018, first pass denial rates averaged 8.41% permonth at
our institution. Imaging/scans denials created the majority of this additional
work for providers. We aimed to decrease the monthly first pass denial rate
average of oncology scans by 25% by May 31, 2020. Methods: Following the
creation of a process map of the current prior authorization process and a
cause and effect diagram, we identified many factors that could not be
controlled (i.e. Insurance company policies). We subsequently created a
priority/pay-off-matrix using factors that we could control. Introducing
standardized order template for oncology scans was identified as a high
impact and feasible countermeasure. Plan-do-study-act cycles (PDSA) plan
was developed using this countermeasure to achieve our aim. PDSA 1 included
creating template for order entry, educating the nurse partners and advance
practice providers (APPs). PDSA 2 included educating physicians and mea-
suring the compliance rate of the template. PDSA 3 addressed the barriers for
compliance and education on resources was provided. PDSA 4 included ed-
ucation of the prior authorization staff and reinforcement of template use. A
sustainability plan created consisting of a designated RN liaison for review of
peer-to-peer requests for oncology scans.Results: PDSA 1: 100%of the nurse
partners and APPs were educated. PDSA2: 80% of physicians were educated
and 32.8% compliance rate of template use. PDSA 3: 39.2%compliance. PDSA
4: 95% of the radiology prior authorization staff was educated. While our
compliance rate for the standardized order template use did increase, we
identified many other opportunities to improve the process. Unfortunately,
due to COVID-19 pandemic outbreak, resources have been temporarily allo-
cated to relief efforts and the sustainability plan continues to be a work in
progress. Conclusions: Peer to peer requests for imaging/scans following
authorization denials consume time and effort of providers contributing to
burnout and potentially impacting patient care. While many factors cannot be
controlled, standardizing ordering process and educating the involved per-
sonnel may decrease the number for peer to peer requests. ASCO’s quality
training program process helped our institution identify a provider controlled
barrier and helped standardize this approach. Research Sponsor: None.

213 Poster Session

Factors determining oncology on-call service utilization and implications
for quality improvement. First Author: MartaWioletaWronska, Department of
Medicine, Division of Oncology-Hematology, NYU Long Island School of
Medicine, Perlmutter Cancer Center, NYU Winthrop Hospital, Mineola, NY

Background: Most ambulatory oncology practices utilize an on-call service
that is essential for continuity of cancer care after office hours, yet there is
limited literature about the dynamics of this care delivery model and how to
improve it from a quality standpoint. We hypothesize that patients with more
advanced cancers are more likely to require the on-call service due to acute
symptoms arising during their treatment, and that this information can be
used to create a risk model to predict subsequent hospitalization.
Methods: We performed a single-center, retrospective review of sequential
overnight and weekend calls received by an oncology practice with 16 phy-
sicians over a 20-week period fromJanuary-May 2020. Calls were classified as
being either urgent, requiring immediate attention, or non-urgent, which could
be addressed during office hours. Data were summarized using descriptive
statistics, continuous and categorical variables were compared using Wil-
coxon rank-sum test and Fisher’s exact test, respectively. Multivariate ana-
lyses were estimated by logistic regression using the penalized maximum
likelihood estimationmethod.Results: The data set included 236 consecutive
calls among 176 patients, with 65% females and median age of 68 (range: 25-
87). Of these, 185 calls (78.4%) were deemed urgent, among which 139 (75%)
were symptom-related. Among the 202 calls (85%) from patients with cancer,
164 (81%) of them were urgent, mostly due to symptoms (82%). Of these
urgent calls, 44 (27%) resulted in admission within 24 hours (P , 0.0001),
primarily related to treatment toxicity or disease progression (81%). Patients
with stage 4 cancers (42%) or hematologic malignancies (28%) were more
likely to use the on-call service. There was no significant difference between
call urgency and treatment regimen (P = 0.06). In a multivariable model,
advanced age [OR = 1.03(1.0-1.07)] and urgent calls [OR = 33.1(2.7-401.0)] were
independently associated with risk of hospitalization. Of note, there were no
differences in admissions before or after the peak of the COVID-19 pandemic in
New York City (P = 0.49). Conclusions: We identified an association between
after-hours calls and more advanced malignancy, which was independent of
treatment regimen. The majority of on-call issues were urgent and symptom-
related, with advanced age and urgent calls being most likely to result in
hospital admission. These results suggest that strategies can be developed to
prevent hospitalizations in patients at higher-risk for adverse events based
on a multivariable risk model. Research Sponsor: None.

214 Poster Session

Admission to the ICU in the last 30 days of life and systemic anticancer
therapy in the last twoweeks of life at LifespanCancer Institute (LCI). First
Author: Han You, Rhode Island Hospital, Providence, RI

Background: The ASCO Quality Oncology Practice Initiative identifies ICU
admission in the last 30 days and systemic anticancer therapy in the last
14 days of life as indicators of overly aggressive end-of-life care. We sought to
delineate clinical factors associated with these indicators. Methods: An IRB
approved retrospective chart review was conducted on patients with solid
tumors at LCI who died in timepoints ending in January, July and November of
2016 and 2017. Patients were identified through our tumor registry. Patients’
medical records were reviewed for cancer stage, care received, palliative care
contact, site of death, ICU admission in last 30 days, and receipt of systemic
anticancer therapy (excluding antihormonal therapy) in last 6 months and
2 weeks of life. Results: A total of 250 patients were included in our analysis.
18.8%of LCI patients were admitted to the ICU in the last 30 days of life, 12.8%
received systemic anticancer therapy in the last 2 weeks of life, and 19.2%
experienced death in the hospital. Significant factors associated with an ICU
admission in the last 30 days of life were a diagnosis of lymphoma compared
to breast, gynecologic, gastrointestinal, lung, genitourinary, melanoma/
carcinoma of unknown primary/head and neck cancer, or other (42.9% vs
20% vs 14.3% vs 9% vs 23.1% vs 25% vs 0% vs 26.3%; P = 0.01), systemic
anticancer therapy in last 2 weeks of life (40.6% vs 16.1%; P , 0.005), and
age# 45 years at time of metastatic disease compared to age 46-65 or age$
66 (50% vs 15.9% vs 18.1%; P , 0.05). A significant factor associated with
systemic anticancer therapy in the last 2 weeks of life was age # 45 years at
time of metastatic disease compared to age 46-65 or age $ 66 (35.7% vs
16.9% vs 9.4%; P, 0.05). Lastly, a significant factor associated with death in
the hospital was lack of palliative care team contact (28.9% vs 15%; P, 0.05).
Conclusions: Understanding factors associatedwith intensive care at the end
of life is critical to the provision of value-based cancer care. In this study, a
diagnosis of lymphoma, systemic anticancer treatment in the last 2 weeks of
life, and age#45 years at time ofmetastatic disease were associated with ICU
stays in the last 30 days of life. Age # 45 years at time of metastatic disease
was associated with systemic anticancer treatment in the last 2 weeks of life,
while lack of palliative care involvement was associated with greater chance of
death in the hospital. Further understanding of the complex interplay that
governs care and decision making at the end of life is required. Research
Sponsor: None.

215 Poster Session

Is inpatient chemotherapy overutilized? First Author: Natalie S Berger,
Icahn School of Medicine at Mount Sinai, New York, NY

Background: Inpatient palliative chemotherapy has been associated with more ag-
gressive end of life care, reduced utilization of hospice services and decreased quality
of life. The decision to administer chemotherapy in the inpatient setting is not always
standardized which may lead to overutilization. Methods: We performed a retro-
spective chart review of all patients who received inpatient chemotherapy at an Ac-
ademic center during the year 2016. Patients were stratified by solid tumor (ST) versus
hematologic malignancies (HM) and assessed for the urgency of chemotherapy. We
also evaluated response to treatment, death within 30 days of chemotherapy ad-
ministration, and other qualitative and quantitative variables. We used descriptive
statistics and odds ratios (OR) were estimated from logistic regression models.
Results: We identified 141 patients; 47% HM. Select significant patient outcomes (p-
value #0.05) are summarized in Table. At the time of admission, the majority of ST
patients had stage 4 cancer (71%) with a poorer performance status (p= 0.0005) and
were more often admitted due to symptoms related to their cancer (p,0.0001). HM
patients weremore likely to be directly admitted for chemotherapy (p,0.0001). Among
ST patients, 29% received chemotherapy because the admission coincided with a non-
urgent planned cycle compared to 11% of HM. Reason for inpatient chemotherapy was
documented as urgent for 94% HM and 67% ST patients. ST patients were more likely
to receive a palliative care consult (65% vs 24%; p,0.001) and to die within 30 days of
index admission (15.8% vs 6.2%; p=0.019). In the adjusted analysis, the most important
factor associated with urgent chemotherapy was the cancer type (OR: 8.25, 95% CI
2.13-31.97, p=0.002). Conclusions: Our study indicates that there is an overutilization
of inpatient chemotherapy in ST patients as well as increased mortality within 30 days
of inpatient chemotherapy administration compared to HM. The administration of
inpatient chemotherapy can be avoided in many cases which can lead to improved
quality of life and cost savings. Creation of a standardized algorithm on the appro-
priateness of inpatient chemotherapy may be a useful tool to guide decision making.
Research Sponsor: None.

Solid N=75 (%) Hematologic N=66 (%) P-value

KPS .0005
£50% 38 (51) 13 (20)
Reason for admission ,.0001
Symptoms/Cancer

Complications/POD
47 (63) 24 (36)

Direct admission for chemo 18 (24) 36 (55)
Reason for inpatient chemotherapy .0005
Admitted during planned cycle 22 (29) 7 (11)
Inpatient chemo required 16 (21) 6 (9)
Urgent indication - Yes 50 (67) 62 (94) ,.0001

Visit quality.asco.org to search by abstract for the full list of abstract authors and their disclosure information. 55

QUALITY, SAFETY, AND IMPLEMENTATION SCIENCE

http://quality.asco.org


216 Poster Session

The impact of social determinants on receipt of colonoscopy in an under-
resourced hospital service area: A retrospective cohort study. First Author:
Amina Dhahri, University of Maryland Capital Region Health, Internal Medicine
Department, Cheverly, MD

Background: Although colorectal cancer (CRC) screening with colonoscopy reduces the risk
of CRC mortality, screening rates remain low among African Americans and low social eco-
nomic status (SES) patients. However, few studies have assessed CRC screening rates in under-
resourced hospital service areas. Using a granular measure of socioeconomic deprivation
(SED), we examined the association between social determinants and CRC screening.
Methods: We conducted a retrospective cohort study from 2014-2019 to identify primary care
patients referred for CRC screeningwith colonoscopy at an academic hospital system. Patients
were assessed at annual visits for completion of colonoscopy. SEDwas assessed using the area
deprivation index (ADI), a composite measure of 17 SED indicators including income, housing,
education, and employment at the census block group level. Other social determinants an-
alyzed were race and insurance status. Frequency and multivariable logistic regression were
used for statistical analysis. Results: 1040 patients met CRC screening guidelines and were
referred for colonoscopy. 136 (13.1%) underwent colonoscopy in the follow-up period. High and
low SED made up 655 (63%) and 77 (7.4%) of patients, respectively. SED, race, age, and sex
were not associated with higher screening rates. Uninsured patients had a lower rate of
screening. After controlling for other social determinants, uninsured patients had the lowest
odds of colonoscopy (OR 0.28; 95% CI, 0.08-0.92). Conclusions: In this under-resourced
hospital service area, receipt of colonoscopy for CRC screening is significantly lower than
previously reported. Furthermore, screening rates were persistently low across strata of SED,
race and insurance status, with uninsured patients having the lowest odds of screening. These
data suggest that in an under-resourced hospital service area with extensive SED, further
research is needed to understand the role of social determinants and behavioral factors to
address disparities in CRC screening with colonoscopy. Research Sponsor: None.

Relative odds of colonoscopy: Multivariable logistic regression.

Odds Ratio (95% CI) P value

ADI (ref: low SED)
Moderate SED 0.85 (0.38-1.87) 0.680
High SED 1.09 (0.52-2.28) 0.821
Age 0.99 (0.97-1.02) 0.709
Race (ref: White)
Black 1.47 (0.72-3.03) 0.294
Hispanic 1.71 (0.63-4.65) 0.291
Other 1.61 (0.31-8.46) 0.577
Male Sex (ref: Female) 1.36 (0.94-1.98) 0.101
Insurance (ref: Private)
Medicare 1.31 (0.82-2.07) 0.257
Medicaid 0.76 (0.47-1.21) 0.242
Uninsured/Self-pay 0.28 (0.08-0.92) 0.037

217 Poster Session

Identifying high-risk features for readmission in patient with metastatic
solid tumormalignancies at an academic community hospital. First Author:
Nathan Reuben Teich, Winthrop Oncology Hematology Associates, Mineola,
NY

Background: Readmission of oncology patients to hospitals is an undesirable
outcome for both the patient and healthcare system. These can lead to delays
in treatment and increased resource utilization. 30-day readmission have
been a target of multiple national quality initiatives. Adverse outcomes have
been associated with readmission in multiple patient populations. The aim of
this study was to perform a qualitative and quantitative analysis on inpatient
solid tumor medical oncology readmissions to an academic community hos-
pital. Additionally, identifying additional risk factors for readmission such as
need for fluid drainage and rate of palliative care involvement were assessed.
Methods: Using ICD-10 codes, 183 patients were identified as being read-
mitted within 30 days with a known oncological diagnosis from January 2019-
Decemember 2019. Only themost recent readmission was included for review.
54 of these patients were selected at random for manual chart review to
generate data. Results: In the 54 patients who underwent detailed review, 21
were identified as having stage IV metastatic sold tumor disease primarily
under the care of a medical oncology team. Common factors identified for
readmission included malignant abdominal ascites (6 patients), thoracic
pleural effusions requiring drainage (5 patients), CNS/spinal metastases (4
patients). Palliative care was consulted in the index admission in 48%of cases
analyzed. In patients with metastatic solid tumor disease, 17/21 (81%) of pa-
tients were discharged on a weekday. Examples of preventable readmissions
identified included inadequately treated hypercalcemia of malignancy and
cerebral edema due to brain metastases discharged with insufficient corti-
costeroid dosing. Conclusions: The high-risk features identified (e.g. recur-
rent malignant ascites) may benefit from novel systems-based approaches
(i.e. EMR alerts, daily oncology/palliative care team huddle to discuss high risk
patients). Most patients readmitted to the oncology service with metastatic
disease were not discharged on a weekend day. This analysis also revealed
under-utilization of palliative care during the index admissions for these
oncology patients with known metastatic disease. Further quality initiatives
will be directed at creation of a risk score for readmission in this subset of
patients with high disease burden. Research Sponsor: None.

218 Poster Session

Disparities between provider assessment and documentation of care
needs in the care of adolescent and young adult patients with sarcoma.
First Author: Grace Eileen McKay, University of Wisconsin Carbone Cancer
Center, Madison, WI

Background: Given the occurrence of cancer during a complex developmental time, adolescent and
young adult (AYA) patients have unique psychosocial needs, necessitating supportive care
guidelines including National Comprehensive Cancer Network (NCCN) AYA guidelines. We sought to
assess compliancewithNCCNAYAguidelines and compare to oncology provider identifiedAYAcare
needs. Methods: Retrospective chart review was performed on AYA patients (15-39 years) with
sarcoma seen at least once in 2019 at theUniversity ofWisconsin (UW), identifying documentation of
discussions deemed critical per NCCN AYA guidelines. As per ASCO’s Quality Oncology Practice
Initiative certification, we considered a threshold of 75%or higher to be compliant. Compliance was
compared with an electronic survey of UW oncology providers regarding AYA patient needs, with
items determined to have adequate resources if noted sufficient by .75% of providers.
Results: We identified 43 AYA patients with sarcoma. As seen in table, ,75% of patients had
documentation regarding contraception, fertility, finances, genetics, social work referral and clinical
trials indicating non-compliance. Surveys, completed by 38 oncology providers, showed significant
discordance between provider’s perception of adequate access to resources and compliance on
chart review. Conclusions: Disparities between oncology provider assessment of AYA care needs
and lack of documentation of critical components of AYA patient care demonstrates the need for
novel tools to evaluate AYA care needs beyond provider assessments. Care needs identified in our
study will serve as the basis of an ongoing quality improvement project to better support AYA
patients at UW. Research Sponsor: University of Wisconsin-Madison School of Medicine and Public
Health Shapiro Summer Research Program.

Documented components of patient care versus provider perceptions of care needs.

AYA Issue

Charts with
Documentation

(n=43)

Chart Compli-
ance
(>75%

Documentation) Resources

Providers
Perceiving
Adequate
Access to
Resources

Provider Deter-
mined

Adequate Re-
sources (>75%
Providers Noting
Adequate Access
to Resources)

Concordance Be-
tween Chart Com-
pliance and Survey
Identified Ade-

quate Resources?

Contraception 15 (35%) N Sexual Health 13/26 (50%) N Y
Fertility 17 (40%) N Fertility Pres-

ervation/ Re-
productive
Health

23/31 (74%) N Y

School/ Employment
Status

37 (86%) Y School/
Employment

9/25 (36%) N

N
Finances 9 (21%) N Insurance/ Fi-

nancial
Planning

21/25 (84%) Y N

Genetics 10 (23%) N Genetics 27/31 (87%) Y N
Social Work 25 (58%) N Social Work 29/33 (88%) Y N
Clinical Trials 15 (35%) N Clinical Trials 26/29 (90%) Y N

219 Poster Session

Defining and measuring quality cancer survivorship care: An environmen-
tal scan. First Author: Lena Ly, The University of Melbourne, Parkville, VIC,
Australia

Background: It is recognised that current models of survivorship care are
suboptimal and unsustainable. The landmark Institute ofMedicine (IOM) report
‘From Cancer Patient to Cancer Survivor: Lost in Transition’ suggested four
essential components of survivorship care: prevention of recurrent and new
cancers; surveillance for recurrent or second cancers; intervention for con-
sequences of cancer and its treatment, and coordinated care between health
providers. The report also recommended “quality of survivorship care mea-
sures should be developed... and quality assurance programs implemented to
monitor and improve the care that all survivors receive.” Nekhlyudov et al
(JNCI 2019) built on the IOM’s recommendations to develop a quality of cancer
survivorship care framework. We undertook an environmental scan to un-
derstand how quality survivorship care is conceptualised internationally, and
what metrics are available. Methods: This scan comprised limited literature
review, review of organisations’ websites, and expert consultation to source
documents that described and measured quality survivorship care. Docu-
ments were assessed against the domains proposed by Nekhlyudov et al.
Metrics were categorised as policy, process or outcome measures.
Results: The search yielded 40 documents from six countries. There was
agreement that quality survivorship care is founded on the IOM elements,
expanded by Nekhlyudov et al. The review also noted risk stratification/
personalised pathways of care and patient self-management as other ele-
ments of quality care. Many countries have proposed or implemented quality
measures, with greater emphasis on processes over outcome assessments.
Only the USA was found to have implemented policy measures. In the process
domain, frequently reported metrics included completion of needs assess-
ments and survivorship care plans, and adherence to recommended follow up
guidelines. Regarding outcome measures, patient-reported outcomes and
experiences were commonly proposed, however there was a lack of specific
elements, or recommended instruments. Conclusions: There is broad
agreement on what constitutes quality survivorship care internationally.
Future work should consider policy or structural elements that support op-
timal care. Findings from this scan will inform amodified reactive Delphi study
to establish consensus-based criteria for high quality survivorship care. Ad-
ditional work should consider how to define and implement metrics of quality
care, and how to use metrics to improve survivors’ outcomes. Research
Sponsor: Department of Health and Human Services Victoria.
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220 Poster Session

ECO Experts’ consensus on establishing renal cancer healthcare quality
measures in Spain. First Author: Vicente Guillem, Fundación ECO, Medical
Oncology Service, Instituto Valenciano de Oncoloǵıa, Valencia, Spain

Background: The ECO Foundation (Excellence and Quality in Oncology)
proposes to establish a set of healthcare quality measures (including indi-
cators and standards) for the diagnosis, treatment and follow-up of renal
cancer in Spain which all healthcare professionals involved can assume, being
suitable for implementation in the continuous improvement process of our
healthcare system.Methods: a) International literature review on the quality
of healthcare in renal cancer; b) multidisciplinary driving group (9 oncologists
with expertise in renal cancer plus 2 methodologists) to identify and choose
possible quality measures to be applied in Spain; c) global evaluation of the
relevance of thesemeasures through experts’ consensus (Delphimodified by a
stratified state panel, n = 55 oncologists specialized in renal cancer); d) se-
lection of definitive measures, according to their feasibility and efficiency
(information provided/effort in obtaining it) using a quantitative online pri-
ority grid; e) standard wording of the chosen measures: definition, indicator,
sources of information, exclusions, clarifications, categorization and ac-
ceptable standard. Results: The nominal group proposed 43 quality mea-
sures for the Delphi panel. Consensus agreement rate = 84.5% (47/55). The
professional consensus was reached on 40 measures (4 structural, 33 in
healthcare procedures and 3 in clinical results). Therefore, there is a high level
of consensus (93%) among Spanish oncologists who specialize in renal cancer
on the content of the healthcare quality measures in the management of renal
cancer. The final measures were chosen using a high confidence level (95%) in
the unanimity of the experts (oncologists in the driving group) for prioriti-
zation depending on the feasibility and efficiency in the healthcare system.
Finally, 25 measures were chosen (2 structural, 20 in procedures and 3 in
results). Conclusions: The level of consensus and prioritization of measures
achieved, will most likely translate in a widespread acceptance and viability for
implementation in the National Health System. This could provide a valuable
tool for quality assessment and equality in the care of renal cancer patients in
Spain. Research Sponsor: Bristol-Myers Squibb.

221 Poster Session

Oral chemotherapy education: Hitting the mark? First Author: Jonathan L
Berry, Beth Israel Deaconess Medical Center, Boston, MA

Background: ASCO’s Quality Oncology Practice Initiative (QOPI) includes process
measures on oral chemotherapy education. Whether achievement of these mea-
sures has an impact on clinical outcomes and if an intervention to improve these
measures can improve outcomes is not yet known. Methods: A retrospective
analysis was conducted of patients initiated on oral chemotherapy in an academic
medical center site and a community oncology practice between January 2016 and
October 2019. The primary aim was to compare the time to emergency department
(ED) within 90 days from initiation of oral chemotherapy of patients who met the
QOPI process measure through an intervention of pharmacist-driven education
with a comparison group of patients who had not received formal education. A
secondary aim was to assess for a difference in oral chemotherapy medication
persistence. Data were also analyzed by demographics, concurrent parenteral
therapy, intent of therapy, and disease group. Results: 285 patients in the edu-
cation group and 284 patients in the non-education group were analyzed. The
education group had a higher proportion of patients with gastrointestinal and gy-
necologic cancers, and a lower proportion of patients with hematologic malignan-
cies, compared to the non-education group. The education group also had a higher
proportion of patients treated at the community practice compared to the non-
education group. There was no statistical difference in median time-to-ED, with
49 days (IQR 37-74) in the education group and 59 days (IQR 41-60) in the non-
education group (p=0.15). Conclusions: In patients receiving oral chemotherapy,
pharmacist-driven education with improvement in QOPI process measures did not
result in an improvement in time to ED. One factor contributing to this result may be
that only 20% of patients required ED-level care within 90 days of starting oral We
continue to collect data regarding medication persistence, which may be a more
sensitive outcome measure. At this point, further work is needed to determine if
achievement or modification of the QOPI oral chemotherapy process measures
results in a clinically significant change in outcome. Research Sponsor: Massa-
chussets Society of Clinical Oncologists.

Time to ED visit.

Non-Education (N=284) Education (N=285) p-value1

ED visit 90 days, n(%) 58 (20) 45 (19) 0.71
ED visit 90 days, median (IQR) 59 (37-74) 49 (41-60) 0.15

1 Kruskal-Wallis test used for comparing continuous variables.

222 Poster Session

Evaluation of Spanish hospitals participating in the Quality Oncology
Practice Initiative program. First Author: Rafael Lopez, Fundación ECO,
Medical Oncology Service, Hospital Cĺınico Universitario de Santiago de
Compostela, Santiago De Compostela, Spain

Background: Measuring and tracking quality of care is highly relevant in
today’s healthcare. The Quality Oncology Practice Initiative (QOPI) program
is a referral for evaluating oncology practices worldwide. The ECO Foundation
(Excellence and Quality in Oncology), a collaboration of oncology experts from
the major Spanish hospitals involved in cancer treatment, reached an
agreement with ASCO (American Society of Clinical Oncology) to include
Spanish hospitals in its QOPI program. Methods: We analyzed the results of
the QOPI core module measures from 19 Spanish hospitals submitting their
data in nine rounds (from Fall 2015 to Fall 2019). Results: Of the 19 hospitals,
15 participated more than once; none participated in all 9 rounds (2 hospitals
participated in 8 rounds). The highest scores were for pathology report
confirming malignancy, documenting plan of care for moderate/severe pain
and chemotherapy dose, and chemotherapy administered to patients with
metastatic solid tumor with performance status undocumented. Measures
regarding a summary of chemotherapy treatment, tobacco use cessation
counseling, and assessment of patient emotional well-being were among the
lowest scored measures. Six of the 15 practices who participated repeatedly
achieved a better score in their last round compared to their first. Overall,
scores of Spanish hospitals improved from 67.79% in Fall 2015 to 68.91% in
Fall 2019.Conclusions: This is the first study to evaluateQOPI scores in Spain;
it showed that repeated participation enhances quality of care, although there
is room for improvement. The ECO Foundation will continue supporting and
engaging with practices to increase their participation in order to improve
oncology care and implement strategies that address the areas for im-
provement. Research Sponsor: Bristol-Myers Squibb, Mundipharma and
Novartis.

223 Poster Session

Barriers and facilitators to implementation of serial point-of-care hearing
tests using a novel iPad-based audiometry in platinum chemotherapy-
treated cancer patients (pts). First Author: Spencer Soberano, University
Health Network, Toronto, ON, Canada

Background: Platinum-based chemotherapy agents cause significant hearing
loss in 40-80% of treated cancer pts. Lack of follow-up serial testing has
created gaps in knowledge regarding hearing loss onset, progression, and
possible recovery between treatment cycles. This study aims to determine
barriers and facilitators to implementation of a tablet-based point-of-care
hearing test, as a serial screening tool to address these knowledge gaps.
Methods: From Jul 2019 to Mar 2020, 53 pts receiving high dose platinum
agents were recruited from three clinics (Thoracic, head and neck, and tes-
ticular cancer) at a comprehensive cancer centre, to undergo serial audi-
ometry testing. Baseline hearing tests, mid cycles (3,6, and 9 weeks), and post
treatment tests (3,6,9,12, 19 and 24 months) were completed during the pts’
clinic appointments. Clinical research coordinators (CRCs) collected feedback
from physicians, nurses, and pts to identify barriers and facilitators of
implementing serial point-of-care hearing tests in these clinics. An inductive
and iterative approach was used to identify themes. Implementation was
tailored and mapped to the CIHR Knowledge to Action Framework (KTA).
Results: Barriers: Logistical barriers included: locating quiet and accessible
rooms to administer the test; pts being distracted or interrupted while
completing the test; presence of family members adding to noise levels;
concerns over the serial testing during treatment; length of each test; and
clinic staff burden. Facilitators: User-friendly self-administered tests; in-
creasing healthcare staff education and pt management. Adapting to the local
context: Logistical barriers were resolved by CRCs designating quiet spaces
for the study to occur, and meeting pts upon arrival to utilize their wait time. A
‘hearing test in progress’ sign put on exam room doors prevented interrup-
tions. CRCs utilized the test’s ‘assisted mode’ feature to keep pts attentive
and/or accelerate the process. Low noise level was emphasized to obtain
accurate test results. Pt engagement in their test results facilitated retention
in the study. Test length may be shortened in the future by omitting low
frequency testing. Conclusions: Participants and stakeholders expressed
support for in-clinic hearing tests and identified personal and systemic bar-
riers to implementation. These findings suggest that implementation should
focus on addressing concerns related to accessible rooms, pt time investment
and overall clinic flow. Research Sponsor: Alan B. Brown Chair in Molecular
Genomics, CREMS program (University of Toronto).
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224 Poster Session

Improving medication reconciliation in ambulatory cancer care. First
Author: Carissa Milley-Daigle, University Health Network, Toronto, ON, Canada

Background: Adverse drug events are common in ambulatory oncology where
care spans multiple providers and medication documentation is often poor. We
undertook aQI project with the aim of having 30%of patients have a best possible
medication history (BPMH) or medication reconciliation (MedRec) documented
within 30 days of starting systemic therapy. Methods: An Electronic Medical
record-Integrated Tool (EMITT) was developed to facilitate documentation. 2
Plan-Do-Study-Act (PDSA) cycles have been completed to date; PDSA 1 consisted
of piloting EMITT in 3 clinics run by physician champions. PDSA 2 which consisted
of expanding pharmacy support and addition of a 4th clinic was impacted by care
changes related to COVID. The proportion of patients with BPMH/MedRec
documented in EMITT was calculated monthly for each period (PDSA 1, PDSA 2
pre-COVID and PDSA 2 post-COVID). The balancing measure of time to complete
an entry was evaluated through a timemotion study.Results: Between 9/9/2019
and 31/5/2020, 9.4% (233/2488) of patients had BPMH/MedRec completed;
Table shows proportion of patients by month. BPMH and MedRec were most
frequently performed by pharmacists followed by pharmacy students and nurses.
On average, it took 5.5 minutes to complete an entry (n = 10; median number of
medications per patient = 12.3). Conclusions: BPMHwas documentedmore often
than MedRec. While some usage was sustained, the changes to care as a result of
COVID-19 negatively impacted ambulatory medication reconciliation. Future
PDSA cycles will involve engaging patients in MedRec and extending EMITT to all
ambulatory cancer clinics where medication management is a major component
of care. Research Sponsor: Princess Margaret Cancer Foundation.

Period Month BPMH (%)a MedRec (%)b

PDSA 1 Sept (n=247) 1.2 0.4
Oct (n=271) 5.2 1.9
Nov (n=268) 4.5 2.6
Dec (n=276) 7.8 5.4
Jan (n=321) 6.5 3.1

PDSA 2 Pre COVID Feb (n=280) 17.9 4.3
Mar (n=307) 9.1 2.0

PDSA 2 Post COVID Apr (n=291) 2.1 0.7
May (n=227) 5.3 0.4

a. BPMH= documentation of name, dose, frequency and route for all non/prescription medications,
vitamins and supplements b. MedRec= evaluation of potential issues with medications following
additions, changes or discontinuations

225 Poster Session

4R Care Delivery Program results: Impact of implementation metrics on
patient self-management and 4R usefulness. First Author: Julia Rachel
Trosman, Center for Business Models in Healthcare, Chicago, IL

Background: We previously proposed a 4R care delivery model that facilitates teamwork
and patient self-management (pSM) in cancer care (NCI ASCO Teams Project, Trosman
JOP 2016). 4R (Right Info / Care / Patient / Time) enables patient and care team tomanage
complex care with an innovative 4R Care Sequence. We tested 4R at 10 US sites in a
stepwise mode 2016-2019.Methods: Step 1 included 1 academic and 2 nonacademic sites;
step 2 included 3 academic and 4 nonacademic sites. Patients with stage 0-III breast
cancer received 4RSequences (4RCohort).We surveyed4Rand historical control cohorts
of patients treated at the same sites pre-4R. We assessed the impact of implementation
metrics on usefulness of 4R to the 4R cohort and on improvement of pSM in 4R cohort vs
historical control cohort. Results: Survey response rates: 63%, 422/670 (4R cohort);
47%, 466/992 (control cohort). Three of the five implementation metrics significantly
impacted patient usefulness of 4R (Table). Patients at step 2 sites; sites with a systematic
care process; and sites with small practices reported significantly higher 4R usefulness
than patients in the comparison subgroup within respective metrics. 4R usefulness was
not affected by practice setting or availability of patient navigators. pSM was significantly
improved between control and 4R cohorts along all implementationmetrics (p, .001), but
themagnitude of incremental improvement between comparison subgroups varied across
metrics (Table), with the largest increment associated with the program step metric.
Conclusions: 4R is useful to patients across settings, with or without patient navigators.
Stepwise design is effective in increasing 4R impact overtime. Future 4R Program will
investigate an expanded array of implementation metrics and their influence on 4R
outcomes. Research Sponsor: None.

Implementation
metric

Comparison subgroups
of patients for each
implementation metric

% of patients in 4R cohort
who found 4R useful in one
comparison subgroup vs

other, p value

Incremental improvement in
% of high pSM* from histor-
ical control to 4R cohort in
one comparison subgroup vs

other

Program step Accrued at step 1 vs step 2 75% vs 84%, .02 15% vs 26%
Care process Accrued at site with a

systematic care process
vs site without

85% vs 76%, .01 24% vs 17%

Practice size Accrued at small vs big
practice

85% vs 75%, .01 17% vs 24%

Practice setting Accrued at nonacademic
site vs academic

80% vs 79% vs, .8 22% vs 18%

Site resources Accrued at site with pa-
tient navigators vs

without

80% vs 79%, .7 17% vs 25%

*High pSM: composite pSM score . 2.8, on 0-4 scale

226 Poster Session

Providing uninterrupted oral oncolytic therapies during the COVID-19
pandemic. First Author: Edward Arrowsmith, Tennessee Oncology,
Nashville, TN

Background: Uninterrupted utilization of oral oncolytics is critical to maximizing
safety and efficacy of cancer treatment. The COVID-19 pandemic presented
numerous challenges to delivering a continuous and safe supply of oral oncolytics
to patients with cancer including potential loss of insurance coverage, patient lost
income making copays more difficult, remote pharmacy staffing difficulties, and
logistical challenges in safely distributing drug to cancer patients. Tennessee
Oncology has an in-house Specialty Pharmacy that utilizes home delivery of oral
oncolytics while coordinating care with providers during changing patient situ-
ations. Methods: We analyzed patients who received an oral oncolytic from our
pharmacy in two periods: January-May 2019 and January-May 2020. We com-
pared the aggregate patient copay amounts during these periods, the number of
patients who utilized copay assistance or foundational financial support. For
insights on continuation we also assessed the medication possession ratios (MPR,
the sum of the day’s supply for all fills of a given drug in a particular period divided
by the number of days in that period) during these time periods for five of our
most commonly dispensed drugs. Results: The aggregate patient copay was
similar between the two time periods. A 22% increase in the utilization of copay
cards indicated patient’s insurance coverage was sustained. We also observed a
12% increase in the number of patients utilizing foundation support for pre-
scriptions filled. MPRs for five commonly dispensed oral oncolytics were un-
changed during COVID-19. Conclusions: Our in-house specialty pharmacy
maintained delivery of oral oncolytics during the COVID-19 pandemic. Patient cost
sharewas contained by our pharmacy staff proactively utilizing copay cards for all
eligible patients and diligently securing foundational grant support. The pharmacy
interventions allowed for affordability, uninterrupted pharmacy operations, and
consistent medication supply. This led to continued medication adherence. MPR
for the 5 top dispensed medications was consistent in a year-on-year comparison.
Research Sponsor: None.

MPR 2019 2020

Lenalidomide 94.29% 94.64%
Palbociclib 94.85% 94.35%
Ibrutinib 95.91% 96.37%
Nilotinib 94.05% 92.14%
Abiraterone 97.92% 94.53%
OVERALL 95.13% 94.86%

227 Poster Session

Moving palliative care upstream for patients diagnosed with head and neck
cancers. First Author: Tamara M Day, University of Missouri, Columbia, MO

Background: Adults with cancer face complex treatment choices and
symptom burden that impact their quality of life. Goals of palliative care (PC)
are to reduce symptom burden and improve quality of life. Strong evidence
exists that PC helps reduce symptom burden, decreases hospital utilization,
and improve quality of life. Yet, PC remains underutilized, especially in the
context of cancer care. Methods: This descriptive longitudinal study evalu-
ated whether use of a psychosocial distress screening tool would help identify
patients eligible for PC. A convenience sample of adults with diagnosis of head
and neck cancers presenting to an otolaryngology clinic, located in the cancer
center of a Midwestern academic health system, were screened for eligibility
for PC referral. If eligible, the provider was notified and introduced PC to the
patient. Upon acceptance, a PC referral was ordered. The project consisted of
baseline (n = 61) and follow-up chart reviews (n = 60) of patients seen in clinic
during over a 3-month period. Results: We found an increase in PC referrals
from 14.6% at baseline to 30.8% in follow-up, a 227% increase. Psychosocial
distress screenings increased from 5% at baseline to 45% in follow-up, an
increase of 200%. Of patients who received a PC referral, 85.6% accepted.
There were statistically significant differences found between the pre- and
post-intervention groups for marital status, x2 (3) = 9.67, (p = .02); and cancer
stage x2 (4) = 21.35, (p = .00) with increased referrals for married patients at
higher cancer stages in the prospective group. Conclusions: This study has
shown physicians maybe more likely to offer PC referrals based on cancer
stages, and not based on psychosocial distress symptoms. Potential barriers to
early referral to PC were identified and could serve as useful information for
future studies. Research Sponsor: None.
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228 Poster Session

Improving care for patients with stage III/IV NSCLC: Learnings for mul-
tidisciplinary teams from the ACCC National Quality Survey. First Author:
Ravi Salgia, Beckman Research Institute of City of Hope, Duarte, CA

Background: Refinement of the multidisciplinary team (MDT) approach continues
to offer significant potential for improving the quality of non-small cell lung cancer
(NSCLC) care and adherence to guideline-recommended protocols. This opportunity
arises, in part, from insufficient characterization of MDT practice patterns and
barriers to optimal care provision within U.S. cancer programs. The Association of
Community Cancer Centers (ACCC), therefore, conducted a national survey to
improve understanding on how patients with stage III/IV NSCLC were diagnosed and
managed across different practice settings, with the aim of informing the design and
execution of process-improvement plans to address identified barriers.
Methods: ACCC convened an expert steering committee of multidisciplinary spe-
cialists, including oncologists, thoracic surgeons, pathologists, pulmonologists, and
representation from patient advocacy, for a comprehensive, double-blind, web-
based survey (January–April 2019) to obtain insights on cancer care delivery for
patients with NSCLC in a diverse set of U.S. community cancer programs.
Results: Of 1211 questionnaires, 639 responses affiliated to 160 unique cancer
programs across 44 U.S. states were suitable for analysis. In total, 41% (n = 261) of
respondents indicated that their cancer program did not have a thoracic multidis-
ciplinary clinic. Nurse navigators (P = 0.03) and radiation oncologists (P = 0.04) were
significantly more likely to engage in shared decision-making practices than other
disciplines. The average time to first therapeutic intervention in newly diagnosed
patientswas 4weeks (range = 1–10 weeks; n = 298). A significant negative correlation
between frequency of tumor boardmeetings and time to complete disease staging (P
= 0.03) was observed. The most challenging barriers to delivering high-quality
NSCLC care are listed (Table). Conclusions: Multiple opportunities exist to im-
prove the delivery and quality of care for patients with stage III/IV NSCLC, including
reducing barriers to effective care coordination and patient education, screening,
diagnosis and biomarker testing, and adherence to evolving standards of care.
Research Sponsor: AstraZeneca.

Key barriers to delivering quality nsclc care.

Care coordination Screening Diagnosis

Insufficient quantity of bi-
opsy material

Lack of primary care pro-
vider referral

Cost

Coverage and
reimbursement

Lack of community
awareness

Poor handling of biopsy samples

Turn-around time Cost Scheduling challenges and/or limited access to
biopsy procedures

229 Poster Session

Defining high-quality NSCLC care at U.S. cancer centers. First Author:
Mark A. Socinski, AdventHealth Cancer Institute, Orlando, FL

Background: While clinical guidelines for non-small cell lung cancer (NSCLC) pro-
vide recommendations on individual components of care and advocate multidisci-
plinary collaboration, guidance spanning the complete patient journey is lacking. We
aimed to compile quality-focused recommendations for the multidisciplinary team
and selected clinical criteria for ideal NSCLC care, and propose a new set of metrics
encompassing the entire care continuum. These metrics would be used as a new
benchmark for ideal NSCLC care via the Association of Community Cancer Centers’
(ACCC) national quality care initiative for patients with advanced (stage III/IV)
NSCLC. Methods: The ACCC convened an expert steering committee of multidis-
ciplinary specialists and representation from patient advocacy to compile evidence-
based recommendations via a systematic search of clinical and quality care
guidelines and peer-reviewed journals. Quality recommendations were organized
within key care areas of the patient journey: care coordination and patient education,
diagnosis and biomarker testing, staging and treatment planning, and survivorship.
Results: A total of 32 recommendations were included across the 4 key NSCLC care
areas. Key quality recommendations are listed (Table). Conclusions: The full set of
recommendations define ideal NSCLC care and serve as a valuable guide for mul-
tidisciplinary practice and quality improvement initiatives. Research Sponsor:
AstraZeneca.

Key quality recommendations for ideal stage III/IV NSCLC care.

Care coordination and
patient education

Diagnosis and bio-
marker testing

Staging and treatment
planning Survivorship

$ Standardize patient
participation in
shared decision-
making
$ Educate patients on
all aspects of NSCLC
management, includ-
ing diagnosis, stag-
ing, and treatment
$ Provision of access
to an MDT care nav-
igator for informa-
tion on financial
aspects of treatment

$ Multidisciplinary eval-
uation of suspicious

findings
$ MDT coordination for
efficient biopsy collec-

tion
$ Use of broad molecu-
lar profiling to identify
actionable and rare

mutations

$ Incorporation of inva-
sive staging procedures
for increased sensitivity

and specificity
$ Staging and use of ap-
propriate techniques is
paramount to define
treatment planning

$ Biomarker tests to in-
form all treatment-re-

lated decisions
$ Repeat biopsy and/or
plasma testing in the
setting of insufficient

tissue

$ Implementation of
standard protocols for
short- and long-term

surveillance
$ Provision of survivor-
ship care plans to all pa-
tients diagnosed with
advanced NSCLC

MDT, multidisciplinary team; NSCLC, non-small cell lung cancer

230 Poster Session

Identifying areas for quality improvement through outpatient mortality
review. First Author: Denise Gococo-Benore, Mayo Clinic Florida, Jacksonville,
FL

Background: Inpatient mortality review is commonly used to improve patient care.
Individual review of outpatient deaths is less common, yet 30-day mortality after
hospital stay is an important quality metric. In this study, we sought to identify
opportunities for care improvement by reviewing outpatient mortalities for cancer
patients who died within 30 days of hospitalization. Methods: We identified 48
patients at Mayo Clinic Florida, with a hematologic (heme) or solid tumor (onc)
cancer, who died within 30 days of an index hospital stay in 2018. We created a 32-
question review survey to address quality of care around the hospital stay. The
review team consisted of 1) heme or onc attendings, 2) heme/onc fellows, and 3)
palliative care attendings. Each case was reviewed by one member of each of the 3
groups, split into heme or onc cases. Discrepancies in objective data points were
resolved by the research team. Results: Of 143 surveys sent to 13 physicians (3
heme), 112 responses from 11 physicians (1 heme) for 47 patients were received.
Twenty-one patients (45%) received cancer therapy within 30 days of death, and 23
(49%) were admitted.2 times in 2 months prior to death. For onc cases, attendings
rated prognosis as discussed 83% of the time, vs 65% of fellows and 39% of
palliative care; in heme cases, the attending rated prognosis as discussed 11% of the
time, vs 86% of fellows and 50% of palliative care. In heme cases, the attending
rated expected survival ,3 months in 33% of cases vs 71% by fellows and 89% by
palliative care; in onc cases, the reviews weremore consistent (79% attending, 85%
fellow, 93% palliative care). See Table for timing of prognosis discussions and
palliative care involvement. Conclusions: The most common improvement op-
portunities identified by reviewing heme/onc patients who died within 30 days of a
hospital stay included documented prognosis discussion and involvement of palli-
ative care. Opportunities differed between heme and onc patients. Future directions
include identifying andmitigating barriers that providers face in reaching these goals
for their patients. Research Sponsor: None.

Total
(n=47)

Hematology
(n=18)

Oncology
(n=29)

Prognosis discussed at initial consultation 30 (0.64) 12 (0.67) 18 (0.62)
Prognosis discussed at admission to the hospital 21 (0.45) 5 (0.28) 16 (0.55)
Palliative care involved during hospitalization 28 (0.60) 8 (0.44) 20 ( 0.69)
Palliative care involved in 30 days prior to death 31 (0.66) 9 (0.50) 22 (0.76)

231 Poster Session

Real-world practice patterns in follicular lymphoma (FL) care at commu-
nity oncology centers. First Author: Paul M. Barr, University of Rochester
Medical Center, Rochester, NY

Background: Though FL generally has good outcomes, patients with high risk FL have
poorer outcomes; proper risk stratification for early intervention has been shown to
improve overall benefit in some patients. In a quality improvement (QI) initiative
conducted in 4 community oncology systems, we assessed practice patterns involving
prognostication and the integration of patient-disease-and treatment-related factors
to improve decision-making for patients with FL.Methods: Between 10/17/2019 and 3/
4/2020, we surveyed hematology/oncology health care professionals (HCP; N=59) to
assess challenges, barriers, and self-reported performance of quality FL care. Elec-
tronic medical records (EMR) of 100 patients were audited for demographics, disease
characteristics, risk stratification, treatment, and patient-centered metrics. To address
suboptimal guideline-aligned care, teams participated in audit-feedback sessions to
develop action plans for resolving identified gaps. Results: The EMR audit demon-
strated low levels of documentation of staging, grade, and criteria required by risk
stratification models (Table). Despite 92% of HCP indicating the use of risk stratifi-
cation or prognostic models to determine treatment choice, only 23% of charts in-
dicated use of a model for risk stratification. 55% of HCP indicated testing for t(14;18),
though no patients had documented evidence of t(14;18) testing results. Survey findings
indicated low confidence integrating patient-related factors to determine appropriate
risk group (24%). Treatment choice was aligned with guidelines. In surveys, providers
reported uncertainty about when to initiate treatment (13%), which treatments are
most appropriate for each patient (23%), and engaging patients in shared decision-
making (28%) as top barriers to care. During audit-feedback sessions, teams created
action plans to improve documentation for variables of risk stratification, patient
symptoms, molecular results, and shared decision-making. Further, teams identified
the need for improved resources and personnel. Conclusions: These findings reveal
important challenges to providing individualized FL care in community settings, such as
documentation of clinically important metrics, care coordination, and engaging pa-
tients in shared decision-making. These gaps may inform future QI and implementation
science initiatives. Research Sponsor: This project was funded by an educational grant
from Genentech. The study sponsor did not play a role in the design or analysis of the
study or in the decision to submit for presentation.

EMR audit data.

Measure EMR Documented, N=100 (%)

Performance Status 95
Stage 57
Grade 55
Absolute Lymphocyte Count 26
Hemoglobin 52
B2-microglobulin 19
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232 Poster Session

Patterns of care in ALK+ or ROS1+ non-small cell lung cancer (NSCLC) in
community systems. First Author: Benjamin Philip Levy, Johns Hopkins
Sidney Kimmel Cancer Center, Washington, DC

Background: For patients who have ALK or ROS1+ NSCLC, targeted therapies have
greatly improved treatment options, though challenges personalizing care have hindered
effective integration. In a quality improvement (QI) program conducted in 2 community
oncology systems, practices involving the use of targeted therapies for NSCLC were
assessed.Methods: Between 01-04/2020, retrospective EMR audits of 100 patients with
ALK or ROS1+ NSCLC were analyzed for demographics, molecular testing, disease
characteristics, treatment history, and shared decision-making (SDM). Surveys were
administered to evaluate healthcare professionals’ (HCP; N = 47) challenges and barriers.
HCP teams participated in audit-feedback sessions and developed action plans for re-
solving identified gaps. Results: 64% of HCPs indicated high confidence in utilizing
molecular tests to inform treatment and properly sequencing targeted therapies; how-
ever, the EMR audit demonstrated challenges efficiently integrating guideline-aligned
testing into practice. The mean time from diagnosis to molecular testing results was
22 days and documentation of testing for genetic aberrations other thanALK/ROS1 during
work-up were low (Table). Delays in receiving molecular testing results may have pre-
sented challenges aligning treatment practices to guidelines as some patients were not
receiving frontline targeted therapies (31% ALK+, 24% ROS1+). Additionally, EMR audits
suggested sub-optimal use of distress screening (37%), tobacco counseling (38%), quality
of life screening (60%), and engagement/documentation of various aspects of SDM
(Table) for patient-centered care. Importantly, given the role internalized stigma can play
in lung cancer, only 59% of those surveyed indicated that they routinely use tools to
identify patients affected by stigma. During audit-feedback sessions, teams identified
increased documentation, improved molecular testing/collaboration with pathology
team, and provision of patient-centered care, including reduction of smoking-associated
stigma as action items. Conclusions: These findings reveal important performance gaps
in providing targeted and patient-centered treatment for NSCLC in community settings.
These findings may be relevant for future QI programs. Research Sponsor: This project
was funded by an educational grant fromGenentech. The study sponsor did not play a role
in the design or analysis of the study or in the decision to submit for presentation.

EMR audit data

Patient Measure EMR Documented, N = 100 (%)

Molecular Testing
EGFR 1
NTRK 23
PD-L1 39
Patients asked about goalsa 41
Patients counseled about treatment risks and benefitsa 56
Patients provided time for their questionsa 49

aAssessed by qualitative content analysis of progress notes

233 Poster Session

Synchronizing advance directives among patients across a health system.
First Author: Sherri Rauenzahn Cervantez, UT Health San Antonio MD
Anderson Cancer Center, San Antonio, TX

Background: Advance directives (ADs) are legal tools that direct treatment
or decision making and appoint a surrogate decision-maker (health care
proxy). The presence of ADs is associated with decreased rates of hospital-
ization, use of life-sustaining treatment, and deaths in a hospital setting.
Additionally, completed ADs lead to increased use of hospice or palliative care,
more positive family outcomes, improved quality of life for patients, and
reduced costs for healthcare. Despite the benefits of advance care planning,
only 18-36% of adults have completed advance care plans. The aims of our
pilot study were to 1) implement a synchronized system for advance care
planning across the UT Health San Antonio health system and 2) improve
advance care planning rates in a primary care clinic and palliative oncology
clinic. Methods: During a 10-month prospective period, system processes for
advance care planning were reviewed with identification of three primary
drivers for advance care plan completion: a) electronic/EMR processes, b)
clinical workflows and training, and c) patient resources and education. As a
result of this quality improvement initiative, standardized forms, resources,
and processes for obtaining advance care plans were implemented in the
selected clinics. Results: At baseline, the primary care clinic had 84/644
(13%) patients and the palliative oncology clinic had 25/336(7%) with com-
pleted advance care plans.With the implementation of a standardized process,
108 patients (23% increase in rate of completion) in the primary clinic and 56
patients (71% increase in rate of completion) in the palliative oncology setting
completed advance care planning (ACP). Additionally, there was a 5-fold in-
crease in billing of ACP CPT codes within the clinics during the first 6 months
compared to the prior full year. Conclusions: While this quality improvement
pilot initiative was limited to two clinics, the synchronized modifications
suggest that the system changes could be expanded to other clinics in our UT
health system to promote ACP discussions, completion of plans, and ulti-
mately improved patient care. Research Sponsor: None.

234 Poster Session

Quality indicators of colorectal cancer care in a public healthcare insti-
tution in Uruguay: Results from a retrospective population-based study.
First Author: Santiago Fontes, Servicio de Oncoloǵıa Cĺınica, Hospital De
Cĺınicas, Universidad de la República, Montevideo, Uruguay

Background: There is an urgent need to assess quality of cancer care in Latin
America, especially amongst the most prevalent tumors, such as colorectal
cancer. The main aim of this study was to assess adherence to previously
validated quality indicators (QIs) for colorectal cancer in the context of a public
healthcare provider in Uruguay. Methods: Data regarding all colorectal
cancers registered between January 1, 2008 and December 31, 2019 at the
National Cancer Institute of Montevideo was collected through retrospective
analysis of medical records. We used 12 QIs (4 diagnostic, 7 treatment,1
surveillance) validated in previous publications. Each QI was analyzed as a
proportion (%) and compared to target values with 95% confidence interval.
Results: A total of 808 colorectal cancers were identified; only 10.1% were
diagnosed by screening, 87% were diagnosed after reporting symptoms and
29.5% underwent emergency surgery. A complete preoperative colonoscopy
was performed in 47% of patients, 64% had a CT-TAP scan and 63% of locally
advanced rectal cancers had staging MRI prior to definitive treatment. Sur-
gical resection with tumor free margins was obtained in 97% of cases, and for
68% at least 12 lymph nodes were examined. Neoadjuvant radiotherapy plus
chemotherapy as first therapeutic strategy was implemented in 79% of rectal
cancers. High risk stage II and III colon cancer received adjuvant chemo-
therapy within 16 weeks of surgery in 72,9% of cases. Postoperative follow up
with CEA was registered in 97% of our series. Most patients# 75 years of age
with metastatic unresectable colorectal cancer at diagnosis underwent first-
line chemotherapy or bio-chemotherapy. A low level of adherence was
identified in micro-satellite and RAS status testing, 16 and 22 patients re-
spectively. Conclusions: This study is a pioneer study in Latin America. The
standardization of QI definition to achieve interregional comparative goals
remains an unmet need.Our data indicates there is much to improve in early
diagnosis, preoperative staging, neoadjuvant therapy and molecular testing.
QI indicators in surgery and adjuvant chemotherapy prescription are similar to
those reported in international studies. Research Sponsor: None.

235 Poster Session

Mitigating provider burnout due to infusion center delays: Analysis of
sustainability. First Author: Sarah Sewaralthahab, Washington Hospital
Center, Washington, DC

Background: Physician burnout affects over 50% of physicians in the US and is
related to the high workload and loss of anonymity. The result is physical exhaustion,
moral distress, and increased rates of suicide. At our institution, burnout was
identified in 42.1% of providers & 55.6% of staff surveyed using AMA/ASCO burnout
questionnaires with treatment delays in the infusion center (IC) implicated as the
biggest culprit.Methods: We tracked causes of delay in starting chemotherapy in the
IC and utilizing Pareto Chart identified that over 80% of delays were due to missing
chemotherapy orders on the day of IC appointment. Process flow charts for providers
noted significant variations in practices. Retrospective chart review, 6/21/2019 to 8/
30/ 2019, revealed that an average of 13.18% of patients scheduled to receive
chemotherapy at the IC had missing orders on the day of the infusion, resulting in up
to a 111-minute delay in starting chemotherapy. We set out to sustainably decrease the
number of missing chemotherapy orders in the IC by 50%, decreasing the resultant
stress on providers and IC nurses. Results: Four interventions were implemented
over 2 plan-study-do-act (PDSA) cycles and resulted in decreasing the average
number of missing orders on the day of IC appointment to 7% achieving our aim
(Table). To ensure sustainability of results, we continued the interventions and
maintained faculty engagement via periodic updates. Sustainability analysis revealed
that the median number of patients with missing orders between 12/2/2019 and 2/28/
2020 remained at 5% effectively achieving our goal. The effects of this intervention on
physician/staff burnout will be reassessed after 1 year of intervention implementation
using the same AMA/ASCO burnout questionnaires. Conclusions: Systematically
standardizing a process achieves a sustainable impact, promotes a more effective
workplace environment and decreases burnout on physicians and staff. Research
Sponsor: None.

Date PDSA Cycle Results

10/2/19 –

10/21/
19

PDSA1:
$Providers to obtain labs 48 hours prior to IC

appointment
$Providers to review and sign orders by 2 pm

the day prior to the IC appointment
$ Email each provider a list of their scheduled
patients in the IC the coming day with missing

or incomplete orders

Median percentage of patients with missing
orders decreased to 7%

10/22/19 –

11/11 /19
PDSA 2:

$Reinforce PDSA1
$Pharmacy to release premedications in a

timely manner

Median percentage of patients with missing
orders remained at 7% for 10/22/19 until 11/3/
19, and further decreased to 5% in the re-

mainder of the PDSA cycle

PDSA cycles and results.
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236 Poster Session and Poster Highlights Session; Displayed in Poster
Session

An effectiveness-implementation hybrid trial for informatics-based can-
cer symptom management. First Author: Justin D. Smith, Northwestern
University Feinberg School of Medicine, Chicago, IL

Background: Oncology outpatients can facesignificant cancer- and treatment-
related symptoms that compromise health related quality of life and quality
health care. Although the burden of symptoms on patients’ lives are well-
known, most health care systems are not ideally set up to relieve them. Patients
are not typically drawn into meaningful engagement with the health care team
in ways that enable symptom self-management. As a result, opportunities for
early identification and treatment are lost, causingavoidable human suffering and
cost. The Northwestern University IMPACT (NU IMPACT) project aims to evaluate
the effectiveness and implementation of an informatics-driven symptom moni-
toring and web-based self-management intervention. The project uses PROMIS
measures, integrated into the EHR, to trigger response and intervention. This
presentation describes the effectiveness-implementation hybrid trial design and
measurement of implementation. Methods: NU IMPACT will test the effective-
ness and implementation of a system-wide symptom management intervention,
across six adult hematology/oncology and gynecologic oncology outpatient
clinics at Northwestern Memorial HealthCare, using a cluster randomized prag-
matic roll-out implementation trial with an embedded individual-level randomized
clinical trial. This unique design allows for a fully-powered randomized trial
to establish the efficacy of the intervention, as well as a randomized test of
implementation. We are enrolling approximately 6,000 patients in pre-
implementation and 6,000 in post-implementation, with half of the latter group
randomly assigned to enhanced symptom management, and the other half
to usual care. Results: Implementation process is guided by the Exploration,
Preparation, Implementation, and Sustainment (EPIS) model with evaluation
following the RE-AIM framework. Particular focus is paid to adoption at the clinic
and provider levels, the extent to which the intervention achieves meaningful
reach to cancer patients, and the potential for sustainment. Additionally, we are
testing and validating a newly developed method for tracking and reporting
dynamic changes to implementation strategies.Conclusions: Achieving the aims
of the NU IMPACT project is a critical step in the advancement of informatics-
driven symptom management interventions for cancer patients. The innovative
implementation trial design and measurement approach will aid in the rapid
translation of findings to other healthcare systems. Clinical trial information:
NCT03988543. Research Sponsor: U.S. National Institutes of Health.

237 Poster Session

Increasing non-opioid pain management in the cancer patient presenting
to the emergency department. First Author: Adriana Wechsler, MD Anderson
Cancer Center, Houston, TX

Background: The opioid epidemic is claiming more than 115 lives daily in the
US (1). Pain is commonly the chief complaint of cancer patients presenting to
the emergency department (ED) and aggressively managed with opioids. A
recent study of cancer patients presenting to the ED showed they were also at
high risk for opioid misuse (2). Non-opioid analgesia is often avoided from
concerns of masking fevers, intolerance due to nausea/vomiting, or bleeding
risk in thrombocytopenia. Our aim was to identify opportunities to reduce
opioid usewhile safely alleviating pain in patients presenting to the Emergency
Department of a comprehensive cancer center.Methods: Following the PDSA
model, baseline data on current opioid use was obtained and perceived
barriers to non-opioid analgesia were identified through questionnaires.
Comfort level with non-opioid analgesia in cancer patients and current pain
management practice was also queried. Patients eligible for non-opioid an-
algesia (solid tumors, no fever, pain score , 7) were then identified through
retrospective chart review and the prevalence of contraindications for non-
opioid (renal/liver failure, thrombocytopenia, oral intolerance) and patient
preference for opioids was calculated. This data and opportunities to use non-
opioid analgesia was shared with providers in education sessions. Medication
order panels were modified to provide easy access to oral and intravenous
acetaminophen (APAP) and nonsteroidal anti-inflammatory drugs (NSAIDs).
After two months the change in opioid prescribing was calculated.
Results: Providers self-reported barriers to prescribing opioids as: low
platelets, patient preference, and poor oral intake. Of 237 patients presenting
to the MDA Emergency Department with complaints of pain between January
2018 and May 2018, 76 (32%) were eligible for non-opioid analgesia. Only 3
patients had absolute contraindications to both APAP or NSAIDs. After
provider education, order entry simplification and prescribing guidance, the
use of non-opioid analgesia rose from 3.9% to 9.4%. Patient satisfaction with
pain control rose from 57.4 to 60.4 % following the intervention based on
Press Ganey results. Conclusions: There is opportunity for non-opioid acute
pain management in the solid tumor patients. Contraindications to non-opioid
analgesia are uncommon. In the emergency department, safe pain relief can
be provided by non-opioids such as NSAIDs and APAP. Research Sponsor:
None.

238 Poster Session

ED utilization trends for medical oncology patients at Thomas Jefferson
University during COVID-19. First Author: Zachary L. Quinn, Thomas
Jefferson University, Philadelphia, PA

Background: For patients receiving cancer care, utilization of acute care
resources can be frequent and, in many instances, is avoidable. At Thomas
Jefferson University (TJU), up to 50% of emergency department (ED) visits
for medical oncology patients on active treatment (receiving intravenous or
oral chemotherapy within 30 days) may be preventable based on OP-35
criteria. The COVID-19 pandemic drastically altered healthcare delivery,
prompting providers and patients to re-evaluate the safety and necessity of
acute care. We aimed to evaluate the effect of the COVID-19 pandemic on ED
utilization for medical oncology patients at TJU. Methods: We reviewed the
total number of visits to the TJU ED for all patients and for medical oncology
patients from January 1, to May 31, 2020. We defined the months of January
and February as “Pre-COVID” and themonths of April andMay as “COVID”. We
excluded data from March in our analysis. For medical oncology patients, we
tallied both the number of patients with an ED visit and total ED visits for each
month.We stratified patients bywhether or not theywere on active treatment.
We reviewed the outcome of each ED visit and categorized results as ad-
mission (inpatient admission or observation) or discharge. We classified each
ED visit as avoidable or unavoidable using OP-35 criteria. Results: In the Pre-
COVIDmonths there were 489 total visits by 432 oncology patients; 41% (179)
of these patients were on active treatment. During COVID months there were
313 visits by 284 oncology patients; 48% (137) were on active treatment at the
time of visit. During COVID, total ED visits decreased by 37%. Visits bymedical
oncology patients decreased by 35%. For medical oncology patients on active
treatment, we observed a 21% reduction in ED visits. In the Pre-COVIDmonths,
38% of oncology patient visits were considerable potentially avoidable and
41% of visits ended with a discharge to home. In comparison, during COVID,
31% of visits were considered potentially avoidable and 35% of visits ended
with a discharge to home. Conclusions: We observed a decrease in ED uti-
lization by oncology patients that mirrored decrease in total ED utilization
following the COVID-19 outbreak. The decrease was less prominent for pa-
tients on active treatment. The percent of visits that were potentially
avoidable and the percentage of patients discharged to home from the ED
decreased slightly during the COVID period. Further analysis is ongoing to
understand factors driving reduction in ED utilization observed immediately
following the COVID-19 outbreak. Research Sponsor: None.

239 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Using the Risk Assessment Index to predict mortality and quality of life in
breast and gynecologic cancer patients. First Author: Ellen Ormond, UPMC
Hillman Cancer Center, Pittsburgh, PA

Background: Cancer patients vary considerably in health status making it
challenging to evaluate the risk of complications from cancer treatment. To
aid oncologists in identifying patients with highest risk for adverse outcomes,
we investigated the Risk Assessment Index (RAI), a validated tool used to
assess frailty in patients prior to elective surgery. We assessed whether the
RAI could serve to predict mortality, hospital utilization, and quality of life in
cancer patients.Methods: Participants were breast and gynecological cancer
patients treated at UPMC Magee Women’s Cancer Center who completed the
RAI between July 2016 and December 2017. Patients completed patient re-
ported outcomes (PROs) during each visit including the Short Form (SF)-12,
Edmonton Symptom Assessment, anxiety and depression screens, and MD
Anderson Symptom Inventory (MDASI) andwere analyzed up to 180 days from
the RAI date. Mortality was assessed at 90, 180, and 365-day intervals, and
hospital utilization was assessed within 90-days of RAI. Results: There were
1,764 unique breast and gynecological cancer patients. Significant correla-
tions between the RAI and mortality were observed for both groups with frail
patients having higher rates of mortality at each interval. Frailty was asso-
ciated with higher rates of hospitalization compared to non-frail patients (31%
vs 20%, p = 0.05 & 50% vs 34%, p = 0.02 for breast and gynecologic patients,
respectively). Frailty correlated with fair/poor ratings on the SF-12 for breast
and gynecologic patients (r = 0.13, p = 0.01; r = 0.37 p,0.001, respectively). On
the Edmonton, frailty correlated with lower ratings of well-being in breast
cancer patients (r = 0.11, p = 0.012) and higher symptom burden in gyneco-
logical patients (r = 0.23, p = 0.01). No correlations were observed between the
RAI and anxiety or depression. For gynecologic patients, therewere significant
correlations between the RAI andMDASI with frail patients having higher rates
of pain, fatigue, appetite, diarrhea, and memory. Conclusions: We demon-
strated that the RAI is correlated with mortality, self-reported quality of life,
and hospitalizations in breast and gynecologic cancer patients. Using this tool
to risk-stratify patients may help to guide shared decision-making discussions
and provide appropriate treatment and/or supportive services for this vul-
nerable population. Research Sponsor: None.
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240 Poster Session

Using an integrated social-behavioral text message approach to improve
screening mammography in African American women. First Author: Amina
Dhahri, University of Maryland Capital Region Health, Internal Medicine
Department, Cheverly, MD

Background: The rate of breast cancer among Black and White women is
nearly equivalent but the death rate is 40% higher for Blacks. This disparity is
often attributed to lower screening mammography rates in Black women. The
effectiveness of textmessages on increasing screeningmammography among
Black women is not well known. Importantly, the themes that are most ef-
fective at promoting behavioral changes in Black women’s breast cancer
screening practices through text message interventions have not been ex-
plored. An integrated social-behavioral approach was used to identify themes
associated with Black women’s response to two types of text messaging:
reminder and educational texts.Methods: A qualitative study was conducted
in Metropolitan Baltimore with two focus groups among Black breast cancer
survivors. Participants completed a demographic survey and indicated text
messaging practices and preferences for future breast screening texts via
survey. Participants provided feedback on a series of 17 educational and
reminder textmessages. Focus groupswere digitally recorded and transcribed
for analysis. Text message preferences were analyzed using a content analy-
sis approach. Multiple themes were identified, discussed and recorded.
Results: 17 participants had an average age of 60. All participants reported
cell phone ownership and 82%of participants reported texting. 46% reported
an interest in reminder text messages and 54% reported an interest in ed-
ucational text messages. Four main themes were derived from participants’
responses the text message series: 1) access to cancer care surveillance, 2)
social network support, 3) patient-centered approach, and 4) self-advocacy.
Text messages that included themes of self-advocacy, social network support,
and patient-centered approach generated positive responses and the text
messages that included access to cancer care surveillance were perceived as
demotivating. Educational text messages were perceived to be more moti-
vating than reminder text messages. Conclusions: Breast cancer screening
behaviors are affected by various demographic, social-behavioral, and so-
cioeconomic factors. The findings from this study suggest that developing an
educational text message content that incorporates social and behavioral
themes focusing on the patient may be more beneficial to improve breast
cancer screening rates in this population. Research Sponsor: None.

241 Poster Session

Investigating factors associated with postmastectomy emergency de-
partment visits: A population-based analysis. First Author: Steven
Langer, Department of Surgery, Cumming School of Medicine, University of
Calgary, Calgary, AB, Canada

Background: In 2016, a multi-pronged pathway was implemented in 13 hos-
pitals across the province of Alberta, Canada to improve the mastectomy
perioperative care experience focused on two objectives: 1) to increase same
day surgery mastectomy rates and 2) decrease the number of unnecessary
postoperative ED visits. The pathway successfully increased same day mas-
tectomy rates from 1.7% to 47.8%, however the rate of postoperative ED visits
remained high at 22-27%, a rate several-fold greater than described at other
centers (3.1-12.8%) in spite of focused interventions at the patient and pro-
vider level to enhance perioperative support. Objective: To investigate po-
tential factors associated with high postoperative ED visits following
mastectomies in Alberta, Canada. Methods: Data was collected using the
Discharge Abstract Database, and the National Ambulatory Care Reporting
System database. Eligible patients included all women over 18 years old who
underwent a mastectomy in the province of Alberta between 2004 and 2018.
Patient demographics and operative variables including age, SES, Charlson
comorbidities, date of surgery, surgery type (same-day vs. overnight) and
health regions were collected. Primary outcome of interest was an ED visit
within 30 days of mastectomy. Univariate and multivariate analyses were
performed to identify independent predictors for post-operative ED visits.
Results: A total of 18,076 patients had mastectomy during the study period,
of which 4219 (23.3%) had an ED visit within 30 days of surgery. The most
common causes of ED visits were infection, pain, and nausea/vomiting. In-
dependent factors associated with ED visits were increasing age, overnight
stay mastectomy, having reconstruction, cerebrovascular disease, chronic
pulmonary disease, peptic ulcer disease, diabetes, depression, and living ru-
rally. There was a slight decrease in ED visits post-implementation of the
perioperative pathway (21.6% vs. 23.7%) but it was not statistically significant
in the multivariable analysis. Conclusions: Post-operative ED visits remain
high despite initiating a province-wide surgical pathway in 2016 which em-
phasizes patient education and improved perioperative care and supports. ED
visits are associated with geographic location, specific comorbidities, and
overnight stays. Currently, the majority of ED visits are manageable in non-
emergent settings. Further investigations are necessary to discern whether
additional perioperative interventions can curb the high ED visit rate. Re-
search Sponsor: None.

242 Poster Session

Combining two implementation strategies to increase reach for tobacco
treatment with cancer patients: Ask-Advise-Connect and closing care
gaps. First Author: Terri Wolf, University of California Davis Comprehensive
Cancer Center, Sacramento, CA

Background: Tobacco treatment is an important component of cancer care,
and pragmatic strategies are needed. The University of California Davis
Comprehensive Cancer Center (UCD CCC) was selected to join the National
Cancer Institute Cancer Center Cessation Initiative (NCI C3I) to integrate
tobacco treatment with cancer care. As a matrix cancer center, UCD had
tobacco treatment workflows established in primary care, with Health Man-
agement Education group classes and a quitline order, but less so in cancer
care. Methods: We use the RE-AIM framework for our study evaluation.
During the two-year study period (1/2018-12/2019) patient data were reported
in 6-month periods to NCI C3I from core Cancer Center clinics including
medical, surgical, and radiation oncology. Three strategies were implemented
serially and in convergence. Strategy #1 involved cancer provider and staff
education and training, Strategy #2 initiated the Ask-Advise-Connect work-
flow with medical assistants assessing and referring within the clinic en-
counter, and Strategy #3 conducted Closing Care Gaps outreach to contact
“unassisted” smokers outside of the clinic encounter. Stakeholder perspec-
tives for implementation readiness across units were engaged at least bi-
monthly by multidisciplinary members of the Cancer Committee, led by the
physician-in-chief. Implementation strategies were developed in partnership
with clinic management and Health Management Education staff withmonthly
rapid feedback reports for referral orders. Results: Our project Reach im-
proved tobacco assessment from 83.6% to 96.4% and tobacco treatment
program orders and outreach by 6-fold (from 40 to 254) over the four NCI C3I
6-month reporting periods. For tobacco treatment program Effectiveness,
among 118 patients who engaged in treatment (January 2018-June 2019), past-
week abstinence at 6 months was 22.9% (missing data assumed to be
smoking) Adoption and Implementation of tobacco treatment program re-
ferrals were highest in medical (5-10 fold) and surgical oncology (3-fold)
annual increases. In contrast, radiation oncology referrals remained low due
to a different clinic workflow and electronic health record module. Booster
trainings have helped toMaintain referrals in the clinic.Conclusions: Amatrix
cancer center can rapidly adopt and implement tobacco treatment strategies
that are internal and external to the clinic visit, with the goal of offering
tobacco treatment and maximizing reach to all cancer patients who smoke.
Research Sponsor: U.S. National Institutes of Health.

243 Poster Session

Implementing a ride share program for patient transportation home from a
hospital admission. First Author: Erin Lightheart, Hospital of the University of
Pennsylvania, Philadelphia, PA

Background: This quality improvement project takes place within a large
hospital, on a team that manages about 1700 oncology discharges per year.
The hospital emphasizes the importance of discharging patients early in the
day to encourage more efficient patient flow. On advanced medicine units
within the hospital, 19% of discharge delays were reported as stemming from
transportation issues related to family being delayed. Methods: A multidis-
ciplinary group utilized a ride share company to implement a HIPPA compliant
transportation program. Upon admission, each patient was screened for
potential transportation barriers by a coordinator. Patients outside of a 35-
mile drive from the hospital were excluded. Patients who expressed a con-
cern about reliable transportation were offered enrollment. The patient
completed a consent form, agreeing to be texted by the company with lo-
gistical information about their ride. At the end of the patient’s stay, the
coordinator scheduled a “will call” ride within the vendor’s electronic system,
which could then be activated by the patient via phone upon discharge. The
coordinator tracked each patient’s barriers alongwith an estimated number of
hours saved. Results: The average time saved per patient was 5.3 hours and,
at peak, the average number of rides per month was 36. The estimated ad-
ditional capacity created was 7.2 patients annually. About 14% of trans-
portation barrier screenings resulted in a ride being scheduled. Of the patients
that declined, 53% preferred to travel with family or friends, 28% were ex-
cluded due to distance, 10% were too ill to utilize the service, and 8% declined
for other reasons. Conclusions: The intervention provided clear value to the
institution and the patient, and the organization is now exploring a system-
wide ride share transportation program. The team identified an untapped
opportunity in using the program for admissions. Suggested patient pop-
ulations for expansion include patients leaving the Emergency Department,
those with fairly predictable lengths of stay, such as gastrointestinal surgery
patients, and populations of relatively lower acuity since they are more likely
to bewell enough to get into their homewithout assistance. Research Sponsor:
None.

Other meaningful outcomes are summarized in the table below.

Metric Baseline Pilot

Average discharge time 3:14 PM 1:23 PM
Average % of patients discharged before noon 30% 41%
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244 Poster Session

Use of CARG toxicity tool to predict chemotherapy toxicity in older
veterans to facilitate better treatment outcomes. First Author: Srinivasu
Chamarthy, Wright State University Boonshoft School of Medicine, Dayton, OH

Background: Traditionally the Eastern Cooperative Oncology Group (ECOG)
performance status has been used to assess objective patient well- being and
to determine whether geriatric patients can tolerate chemotherapy. Hurria
and colleagues from The Cancer and Aging Research Group (CARG)
developed a validated geriatric assessment model for adults . 65 yrs. to
predict the risk of grade 3-5 chemotherapy toxicity in the treatment of solid
tumors. The CARG score, ranging from scores of 0 to 19, incorporates
measures of functional status such as fall history, hearing problems, physical
capabilities, performance status as well as objective measures including age,
gender, height, weight, cancer type, type and dose of chemotherapy, hemo-
globin, and creatinine clearance.Methods: At the Dayton VA Medical Center,
the utility of the CARG tool was studied in patients to predict chemotherapy
tolerance for treatment näıve veterans age.65 yrs. whowere diagnosedwith
solid tumor malignancies excluding leukemias. CARG scores were stratified as
low (score 0-5), intermediate (score 6-9) and high risk (score 10-19). The CARG
toxicity score was compared with standard use of ECOG performance status
alone to predict chemotherapy toxicity. Subsequent changes in chemotherapy
dosage, treatment delays due to adverse effects as well as mortality rate after
treatment were also monitored. Results: The study, which enrolled 20 pa-
tients over 1 year, revealed that out of 18 patients with ECOG 0-2, 94% had at
least an intermediate CARG risk for chemotherapy toxicity and 50% were
shown to have high CARG risk for chemotherapy toxicity. Of the 11 high-risk
CARG patients in the study, 45% had chemotherapy intolerance. Of the 17
treated patients with calculated CARG toxicity risk 50% or higher, there was a
41% mortality rate. Conclusions: Geriatric assessment modalities are inte-
gral to predict chemotherapy toxicity in geriatric patients. These modalities
should be part of routine assessment of geriatric cancer patients in order to
adequately incorporate their functional status when calculating chemother-
apy dosage as the solitary use of ECOG performance status appears to be
inadequate for this purpose. The calculated CARG risk percentage may be a
better predictor of mortality rate than the ECOG score. Research Sponsor:
None.

245 Poster Session

Differences in rates of low-dose computed tomography screening for lung
cancer amongst various outpatient care centers. First Author: Lukas
Delasos, University of Connecticut Health Center, Farmington, CT

Background: Despite low-dose computed tomography (LDCT) screening for lung
cancer recommended by the United States Preventive Services Task Force (USPSTF)
demonstrating a relative reduction in mortality, there remains low rates of testing
nationwide. Yet studies are limited regarding specific differences in screening rates
amongst various outpatient care settings.Methods: We performed retrospective chart
reviews of patients followed by resident providers within an academic internal medicine
residencyprogramwhometUSPSTFguidelines for lungcancer screeningbetween2015-
2020. This was conducted at three separate outpatient clinic sites including a state-
funded academic institution, inner city community health center, and veteran affairs
medical center. Data collection included patient demographic and smoking histories as
well as ratesof orderedand completedLDCT screening.Results: A total of832patients
were identified as current or former smokers between the ages of 55 and 80 years: 320
from Hartford Hospital Community Health Center (HHCHC), 262 from University of
Connecticut Health Center (UCHC), and 250 from the Veteran Affairs (VA) Medical
Center. 85 (27%) of these patients from HHCHC, 84 (32%) from UCHC, and 56 (22%)
from theVAmet USPSTF eligibility criteria for LDCT screening.Overall compliance rates
of screening were found to be 44% at HHCHC, 59.5% at UCHC, and 51.8% at the VA.
Results are outlined in Table. Conclusions: Screening rates for lung cancer with LDCT
remain low but have been steadily improving throughout the United States following
new recommendations and increased awareness provided by multiple medical orga-
nizations. We sought to compare differences in compliance rates amongst various
outpatient clinics within the same internal medicine residency program at University of
Connecticut. Our findings demonstrate significant differences in LDCT screening for
lung cancer between the program’s community health center versus its state and
federally funded outpatient clinics. Automatic reminders to providers can potentially
improve rates of lung cancer screening. Patients should also be educated about the
importance of screening to improve adherence with imaging. Research Sponsor: None.

Patient demographic and social variables with LDCT compliance rates at each site.

HHCHC
(n=85)

UCHC
(n=84)

VA
(n=56)

Average age (years) 64.2 62.6 67.1
Male gender 50% 57% 73%
Current smoker 53% 46% 62%
Average pack-year history 39.7 53.7 55
LDCT ordered 61% 73% 68%
LDCT completed 44% 60% 52%

LDCT = low-dose computed tomography imaging

246 Poster Session

Care redesign of pelvic radiotherapy using Design Thinking: An enhanced
quality improvement initiative. First Author: Cho Hao Francis Ho, National
University Cancer Institute, Singapore, Singapore

Background: Cone Beam Computed Tomography(CBCT) is the cornerstone
of image guided radiotherapy(IGRT) which is an integral part of pelvic cancers
like prostate cancer. Each pelvic radiotherapy (RT) session is preceded by a
planned CBCT to ensure target localisation and organ at risk avoidance. When
these criteria are not met, an unplanned CBCT is performed until the CBCT is
satisfactory. Possible reasons for an unsatisfactory CBCT include an under
filled bladder, distended rectum or prostate gland movement. Repeated un-
planned CBCT results in unnecessary excess radiation for patients. We aimed
to reduce the incidence of unplanned CBCT from a baseline of 21% to 9% over
5 months. Methods: We conducted the project using both conventional
quality improvement methodology and the design thinking methodology. In
the diagnostic phase up to March 2017, the baseline incidence of CBCT in
patients receiving pelvic RT was 21%. We hypothesized that there were re-
versible factors leading to a higher incidence of unplanned CBCT and sought to
identify and rectify these reversible factors to reduce the incidence of un-
planned CBCT. Using human centred design, we designed a new process of
performing a bladder ultrasound prior to CBCT to ensure a full bladder prior to
RT using the steps empathy, define, ideation, prototype, testing, sharing.
Results: A total of 97 patients that underwent pelvic radiotherapy were
included in this study, 40 patients were pre intervention and 61 patients re-
ceived the bladder ultrasound intervention implemented from April 2017
onwards. After intervention, incidence of unplanned decreased from 21% to
5.8%. A 2 sample t test was used to compare the unplanned CBCT pre and post
intervention. We found the mean pre and post intervention difference in
pooled mean incidence of unplanned CBCT to be significantly different by
13.3%. The reduction in unplanned CBCT translated to saving each patient on
average equivalent to 3000 chest x rays worth of unnecessary radiation.
Conclusions: Design Thinking is a feasible strategy in quality improvement.
We report the first design thinking project in radiation oncology quality im-
provement. An automated ultrasound bladder is a feasible strategy to screen
for bladder filling prior to each CBCT to reduce reliance on CBCT and also
patient exposure to radiation in IGRT of pelvic cancers. Research Sponsor:
None.

247 Poster Session

Monitoring COVID-19 initiatives and safety concerns at a comprehensive
cancer center. First Author: Carmen E. Gonzalez, The University of Texas MD
Anderson Cancer Center, Houston, TX

Background: The COVID-19 pandemic brought national and local concerns,
particularly to a comprehensive cancer center. Cancer patients’ clinical
immunosuppressed status puts them in a vulnerable position for serious
complications from COVID-19, including a higher risk of death. The institution
developed five operational priorities (OP) to minimize exposure to the virus
and contain and mitigate COVID-19 transmission and saw the need to monitor
and evaluate those priorities. The project aim was to develop a monitoring
system to promote timely identification of system threats and failures of the
multiple safety processes implemented by engaging and empowering the front
line workforce and area leaders to report concerns through a reporting tool.
Methods: The COVID-19 Safety Control Center was developed, which con-
sisted of a triage controller, SharePoint tool for front-line and area managers
to report concerns or questions using handheld devices and a telephone
hotline for urgent/emergent issues. Delegates from each were designated to
review and respond to the reports within 24 hours. Metrics were developed for
each of the initiatives. An interactive dashboard was built to communicate to
leadership the status and trends of safety concerns. Project leadership met
weekly to evaluate its’ efficiency and efficacy. Results: During the first
60 days, 476 events were reported and, on average, closed within 19 hours.
The highest entries were related to policy and procedures of the hospital entry
points, COVID-19 testing, and patient care. No high harm events were reported.
A decreasing trend in entries was observed coinciding with the institution
providing timely information to employees through daily COVID-19 briefings,
weekly town hall meetings and increased familiarity with institutional COVID-
19 processes. Conclusions: When multiple interventions are instituted and
compliance to these measures are required in a rapid time frame, there needs
to be a platform to monitor the process changes and address safety concerns
quickly. Providing timely resolution to concerns of the front line staff serve to
identify the threats, decrease the potential failures and provide opportunities
to improve processes. The steps taken by the institution are a part of the
journey toward high reliability. Research Sponsor: None.
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Session

Impact of a built-in electronic medical record prompt on guideline-
recommended prophylactic antiviral usage in patients with multiple my-
eloma receiving proteasome inhibitors. First Author: Garrett Young,
OneOncology, Nashville, TN

Background: Guidelines support the use of prophylactic antivirals to prevent
reactivation of herpes varicella in patients with multiple myeloma (MM) on
proteasome inhibitors (PI). In our network of five oncology practices spanning
over 100 clinic sites, one practice has a built-in prompt for acyclovir use in patients
receiving a PI, while the other four practices do not. We used this natural ex-
periment to determine the impact of this prompt on appropriate prophylactic
antiviral usage in this patient population.Methods: We retrospectively identified
all patients in our network withMMbeginning a regimen containing a PI between 1/
1/19 and 5/28/20. Of these patients, we identified those with documentation of a
prescription for acyclovir or valacyclovir before or within 2 days of the first PI
dose. We compared prophylactic usage across five practices. Practice 1 had built a
prompt for the prescription of acyclovir in regimens containing bortezomib or
carfilzomib within the electronic medical record (EMR) which both reminded
physicians and nurses and simplified the prescribing process. No other practices
had similar EMR prompts. Results: We identified 583 patients with MM who
received a PI during the study period. Wide variation in rates of prophylactic
antiviral usage existed across the five practices (range 21%-94%). The highest
rate of prophylactic antiviral usage was practice 1 (94%). This was the only
practice with a built-in EMR prompt for acyclovir usage in PI regimens. We found
no association between use of prophylactic antivirals and individual provider-level
volume of patients with MM. Conclusions: Use of prophylactic therapy is het-
erogeneous across practices. A comprehensive treatment plan containing a
prompt in the EMR can markedly increase appropriate utilization. We plan to add
an EMR prompt and analytics-driven reminders across our network to improve
utilization of all guideline-recommend, orally administered prophylactic medi-
cations. Research Sponsor: None.

Practice
Patients receiving a
proteasome inhibitor

Rate of prophylactic
antiviral prescription

1 247 94%
2 139 52%
3 114 65%
4 67 21%
5 16 56%

249 Poster Session

EHR innovations to optimize cancer care delivery in New York City during
the COVID-19 pandemic. First Author: Aarti Sonia Bhardwaj, Icahn School of
Medicine at Mount Sinai, NYC, NY

Background: The Mount Sinai Health System was in the epicenter of the COVID-19 pandemic in
NYC. We implemented dynamic testing, isolation and treatment policies in order to continue
delivering necessary cancer treatments and ensure the safety of our patients and our staff. Here,
we describe the rapid rollout of IT optimizations to enhance the delivery of quality cancer care
during the COVID-19 pandemic. Methods: We developed a cancer center incident command
structure that involved integration of a health informaticist, IT analyst, and data analyst alongwith
cancer center leadership to help create and optimize electronic health record (EHR)-based tools to
support the clinical mission. Results: We developed and implemented EHR-based COVID-19
screening protocols, clinical decision support, reporting and analytics tools, and telehealth
technology related to COVID-19 (Table). Conclusions: Dynamic EHR optimizations were essential
to continue our cancer care delivery services during the pandemic. Research Sponsor: None.

Screening Protocols Triage Telephone Encounter

EHR Templates RN Conducted COVID Screening Templates: updated symptom and
travel screening

SARS-CoV-2 Results and Treatment Templates: documented results of
testing and course of cancer care

Clinical Decision Support If a patient was SARS-CoV-2 positive/PUI a best practice alert would
activate upon release of chemotherapy by the nurse. It required the
nurse to acknowledge that chemotherapy would not be given or would
be administered at the discretion of the treating team for specific

scenarios
SARS-CoV-2 Test Results and Infection Status columns embedded in
master schedules to easily determine status of scheduled patients
SARS-CoV-2 Test Results and Infection Status columns embedded in
inpatient team lists to develop a rounding strategy/plan for extended

use PPE
Analytics and Reporting Created Epic Reporting Workbench Reports of patients with ap-

pointments in the next 72 hours and the status of their COVID-19
testing in order to ensure testing prior to chemotherapy

appointments
Master report of oncology patients and their COVID-19 status for long

term outcome analytics
Patient Facing- Inpatient and ED- to minimize

exposure and PPE
Utilized a telehealth platform called “Intouch Health” -Communication
via an app on an iPad on wheels that was placed in a patient’s room
“E-consult” note templates created for non-face to face encounters

for COVID-19 patients
Patient Facing -Outpatient Utilized “Epic My chart” as the main platform for telehealth en-

counters and developed a “SmartPhrase” that contained necessary
billing elements

250 Poster Session

Improving performance status documentation by hematology-oncology
fellows. First Author: Ana I. Velazquez Manana, University of California, San
Francisco Medical Center, San Francisco, CA

Background: Accurate performance status (PS) documentation is essential as poor
PS is a strong predictor of treatment-related toxicity. At our institution, a baseline
chart review revealed missing PS documentation in 28% of Fellow-seen new patient
visits (NPV); PS documentation as unstructured text comprised the remainder. The
lack of structured PS documentation represents a missed opportunity for accurate
data in registries, trial registration, and supportive care referrals. Methods: To
improve standardized documentation of PS for NPV, we designed a Fellow-led
quality improvement (QI) initiative over the course of 2 PDSA cycles. Specifically,
we developed and implemented a structured PS smart data element tool (SDET) into
our electronic medical record (EMR). PDSA cycle 1 (7/2019–11/2019) included SDET
implementation and publicity using flyers & emails. PDSA cycle 2 (12/2019–4/2020)
incorporated individualized feedback to Fellows, biweekly email reminders, and
outreach to attendings regarding our SDET. We calculated cumulative usage of our
SDET for PS documentation during the 2019-2020 academic year among NPV seen
by Fellows. Our aim was to assess and document PS in at least 50% of NPV seen in
person. Results: During PDSA cycle 1, cumulative structured PS documentation
increased from 8% to 31% (Table). Focus groups revealed that Fellows were not
consistently incorporating our SDET into their note templates or were relying on
attending-written templates. Over PDSA cycle 2, the cumulative structured PS
documentation rate increased from 24% to 54%. Overall our cumulative docu-
mentation rate is 40%, in large part driven by cycle 1 because of a drop in NPVs and
the transition to telehealth during the COVID-19 pandemic. Conclusions: Our
Fellow-led QI intervention improved cumulative structured PS documentation from
8% to 40%using two rapid PDSA cycles. Our intervention highlights the importance
of real-time data review and stakeholder feedback to identify ongoing challenges.
Our third PDSA cycle will include expansion to all clinic providers (Fellows, at-
tendings, and advanced-practice providers), as well as the incorporation of tele-
health encounters and follow-up visits. We also hope to align our QI initiative with
broader steps toward data interoperability via the ASCO-sponsored mCODE ini-
tiative. Research Sponsor: None.

PDSA cycle #1 PDSA cycle #2

July
2019

Aug
2019

Sep
2019

Oct
2019

Nov
2019

Dec
2019

Jan
2020

Feb
2020

March
2020

April
2020

Total NPV (n) 84 71 61 95 60 38 82 72 32 6
Monthly PS documentation rate
(%)

8 24 30 45 48 24 46 74 66 50

Cumulative PS documentation
rate (%) per PDSA cycle

8 15 19 27 31 24 39 52 54 54

251 Poster Session

Standardization of cardiac monitoring practices in patients receiving
cardiotoxic cancer therapy at an ambulatory oncology center. First
Author: Hannah DeLuna, NorthShore University HealthSystem, Chicago, IL

Background: A significant number of cancer-directed therapies are associ-
ated with cardiotoxicity. This adverse effect is well-established in anthracy-
clines and anti-HER2 agents. At our ambulatory oncology practice, the recent
availability of echocardiograms with strain imaging has prompted an evalu-
ation of current practices for cardiotoxicity monitoring. A review of the
electronic health record (EHR) in 2019 found that although our institution
maintains high rates of baseline monitoring, follow-up monitoring is not
standardized and not consistent between different practices. Methods: A
multidisciplinary team was formed to conduct a quality improvement project
with the aim of increasing the rate of follow-up monitoring in patients who
receive anthracyclines or infusional anti-HER2 agents. A survey of providers
identified the potential reasons that follow-up cardiac monitoring was not
completed. A Pareto chart showed that lack of familiarity with clinical ne-
cessity and appropriate timing were the most common barriers to follow-up
monitoring. Our first plan-do-study-act focused on addressing these barriers,
and a pilot in breast cancer treatment plans was started. Cardiac monitoring
orders were added to curative intent protocols containing doxorubicin,
trastuzumab, or pertuzumab. Education was provided to physician and
nursing teams regarding utility and timing of cardiotoxicity monitoring.
Collaboration with the cardiology group ensured timely access and result
turnaround time. Results: An initial review of the EHR was conducted to
identify current trends in cardiac monitoring. The review showed that there
was an increase in the use of echocardiogramswith strain imaging for baseline
and follow-up monitoring in our patients. From January to April 2020, there
was a total of 102 echocardiogramorders whichwas a 23% increase compared
to the same timeframe in the previous year. The majority (61%) of those
echocardiogram orders included strain imaging compared to 8% in the
previous year. Review of treatment plan utilization and appropriate timing of
cardiac monitoring in breast cancer patients is ongoing. Conclusions: This
quality improvement project suggests that efforts to standardize cardiac
monitoring practices can be achieved through provider education and
workflowmodifications. Further long-term review of the EHRwill be needed to
determine whether the timing of follow-up monitoring is appropriate and to
identify what changes to the intervention should be made. Research Sponsor:
None.
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Adverse event clusters present at dose-reduction in CLL patients on
ibrutinib in the U.S. Veterans Health Administration. First Author:
Christopher R Frei, South Texas Veterans Health Care System, San
Antonio, TX

Background: Previously, we reported that adverse events (AEs) were the top
reason for dose reductions in VHA patients on novel agents. Some AEs might
be problematic but might not directly lead to dose reduction; however, these
concomitant AEs should not be overlooked. This study describes AE clusters
that occurred with the primary AE that led to dose reduction in VHA CLL
patients receiving ibrutinib. Methods: This is a retrospective chart review
study of CLL patients treated with ibrutinib in the VHA from October 2013 to
March 2018. Variables included the presence of dose reduction, the reasons
for dose reduction, primary AEs leading to dose reduction, and concomitant
AEs present at the time of dose reduction. Descriptive statistics were used to
summarize AE clusters. Results: Out of 1069 CLL patients on ibrutinib, 285
patients experienced dose reduction due to AEs and were included in this
analysis. The most common AEs leading to dose reduction were: musculo-
skeletal (11%), bleeding (11%), fatigue (10%), infection (9%), atrial fibrillation
(8%), diarrhea (8%), and rash (8%). Fatigue was the leading concomitant AE
present at dose reduction among patients who were dose reduced due to
musculoskeletal (18%), infection (12%), diarrhea (18%), and rash (25%). Fa-
tigue was also the second-leading or third leading concomitant AE among
those who were dose reduced due to atrial fibrillation (13%) or bleeding (10%).
Musculoskeletal was the leading or second-leading concomitant AE present at
dose reduction among those who were dose reduced due to fatigue (17%),
infection (12%), or diarrhea (14%). Bleeding was the leading concomitant AE
among those who were dose reduced due to atrial fibrillation (17%) and vice
versa. Conclusions: This study provides evidence that fatigue and muscu-
loskeletal AEs are problematic in CLL patients on ibrutinib in the VHA. These
were not only among the most common primary AEs but also the leading
concomitant AEs present at dose reduction. Although not directly leading to
dose reduction, these ‘nuisance’ AEs can greatly affect quality of life among
CLL patients and warrant more attention from clinicians. A better under-
standing of all AEs present at dose reduction may help clinicians better
manage patients on novel agents. These data also highlight the unmet need for
novel agents with a ‘cleaner’ safety profile. Research Sponsor: AstraZeneca.

253 Poster Session

Use of antiemetic prophylaxis and oral breakthroughmedication for highly
emetogenic chemotherapy (HEC) in a large community oncology network.
First Author: Garrett Young, OneOncology, Nashville, TN

Background: Prophylaxis for highly emetogenic chemotherapy (HEC) is well
established in clinical guidelines, but real-world treatment patterns are unclear.
Today, consistent use of prophylaxis is more easily accomplished due to the in-
corporation of ordering premeds into the workflow prior to administration of in-
travenous chemotherapy. However, prescription of oral agents for treatment of
breakthrough chemotherapy induced nausea and vomiting (CINV) is less consistent
and standardized and has a scant evidence base. In an effort to standardize utili-
zation, we evaluated the use of prophylaxis and oral breakthrough medications in a
large national community oncology network. Methods: Data from electronic
medical records at five practices comprising over 100 clinic sites was analyzed to
examine the frequency of guideline-recommended triplet 5-HT3 receptor antago-
nist, NK-1 receptor antagonist, and corticosteroid use for prophylaxis prior to the
administration ofHEC agents. Oral breakthroughmedication use and preferencewas
also analyzed. Data was collected and analyzed at the practice level. Results: We
identified 2645 patients that received HEC between 1/1/2019 and 5/8/2020. We
found consistently high utilization of guideline-concordant triplet prophylaxis reg-
imens for patients receiving HEC, ranging from 90-100% at each of the five prac-
tices. In addition, most patients (mean 83%, range 67% - 94%) received a
prescription for at least one oral breakthrough medication, but the agent(s) utilized
varied widely across practices (Table). Ondansetron was the most commonly pre-
scribed oral breakthrough medication (mean 68%, range 53% - 88%), while
olanzapine use for either prophylaxis or breakthrough CINV across practices ranged
from 1% - 4%.Conclusions: In this national community oncology network, standard
recommended triplet agent prophylaxis for HEC was delivered successfully. How-
ever, opportunity exists to increase appropriate use of olanzapine and reduce
variation of oral breakthrough antiemetic medications in order to optimize clinical
care. Research Sponsor: None.

Oral breakthrough antiemetic use at practice level.

Practice

Patients
receiving
HEC

Ondansetron
prescription

Prochlorperazine
prescription

Promethazine
prescription

Olanzapine
prescription

Any oral pre-
scription for

CINV

1 316 65% 30% 0% 2% 78%
2 1365 68% 68% 14% 4% 87%
3 785 53% 90% 19% 3% 94%
4 98 66% 33% 1% 0% 67%
5 81 88% 86% 0% 1% 90%
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Prospective validation of a clinical tool developed withmachine learning to
identify high-risk patients with cancer and reduce emergency department
visits. First Author: Lorinda A Coombs, University of North Carolina
Lineberger Cancer Center, Chapel Hill, NC

Background: Clinicians in oncology are often challenged to identify when
patients with cancer are at high risk for adverse outcomes and would benefit
from more intensive clinical care. Preemptive identification of these patients
may improve efficiency and improve patient care. The objective of this quality
improvement pilot was to prospectively validate a machine learning (ML)-based
clinical tool designed to identify patients with cancer who are at high risk for an
emergency department (ED) visit, and whether they met eligibility criteria for
clinical services at home, such as Huntsman at Home (H@H).Methods: Patients
with cancer who received care at Huntsman Cancer Institute (HCI) between Jan.
4 and Feb. 7, 2020 were included in the analysis. For patients with HCI contact
in a given week, the ML-based tool predicted the probability of an ED visit in the
next 60 days to identify “high risk” patients using real-time structured EHR data
(e.g. demographic characteristics, vital signs, and laboratory values). Risk of an
ED visit was used as a proxy for eligibility for H@H. Patients were randomized to
two cohorts to assess eligibility precision and outcome forecast precision. Eli-
gibility precision was defined as the percentage of ML-classified high risk pa-
tients whowere confirmed by a nurse practitioner to be eligible for admission to
H@H. Outcome forecast precision was defined as the percentage of ML-
classified high risk patients who experienced a future ED event within
60days andwas compared to the baseline prevalence of EDvisitswithin60days
during the same time period. The IRB determined this to be a quality im-
provement project. Results: This quality improvement pilot included 1,236
patients; 53%werewomen,median agewas65years, and84%wereCaucasian.
The most common cancers, excluding non-melanoma, were breast, prostate,
lung, and myeloma. The observed prevalence of an ED visit within 60 days was
7%. The tool classified 9% of patients as high risk. The eligibility precision was
0.76 (95%CI: 0.62-0.89), demonstrating concordancewith clinician assessment
among patients classified as high risk. Compared to a baseline of 0.07, the
outcome forecast precision was 0.22 (95% CI: 0.12-0.34) for future ED events.
Conclusions: This quality improvement pilot demonstrates the potential ap-
plication of an ML-based tool to identify patients with cancer who may benefit
from further support through the H@H program. The approach creates a
framework for ML-based tools to enhance clinical services at home. Research
Sponsor: Flatiron Health (Pharmaceutical Company), Other Foundation.

255 Poster Session

Provision of smartphones in a symptom monitoring program of gyneco-
logic and breast cancer patients during active therapy. First Author:
Michelle Joy Naughton, Department of Internal Medicine, The Ohio State
University, Columbus, OH

Background: With advances in technology, smartphones are being used for
multiple research and clinical care functions. However, not all patients have
these devices, leading to disparities in participation. We report on a quality
improvement program that provided smartphones to patients without these
devices.Methods: Gynecologic (n = 120) and breast (n = 193) cancer patients
under active treatment were enrolled in a 12-month text-based symptom
monitoring program to facilitate communication and optimize patient man-
agement. Patients without a smartphone were provided with an iPhone
through a partnership with a U.S. wireless company. The company provided
smartphone devices at zero cost, and program funds paid for 12 months of
phone service. Program staff helped patients set up the iPhones, and provided
basic education and ongoing phone support. After 12 months, patients were
able to keep their iPhones, but had to secure their own phone plan for calling
and texting functions. Results: iPhones were provided to 42 (13.4%) patients
across all cancer types. Patients who received iPhones, compared with those
who had a smartphone, had incomes below $50,000/year (p = 0.03) and an
educational level of , high school (p , 0.0001). Program staff had few dif-
ficulties training patients to operate the phones or in patients’ adherence to
symptom monitoring after receiving the iPhones. Phone service charges
averaged $40 permonth or $500 per person for 12months. Greater than 90%
of patients believed the phones enabled them to better communicate with
their health care team and family/support networks, and 95% believed the
phones had a positive impact on their life. However, only 70% planned on
getting a phone service plan at the end of the 12 months, due to cost or
believing a smartphone was not a necessity. Conclusions: Providing
smartphones to patients enabled them to better communicate with their
health care team and families, and participate in remote symptom monitoring
during active treatment. Programs such as these are needed to reduce dis-
parities in patient care, and support quality improvement efforts using
electronic devices. Research Sponsor: Merck Foundation.

256 Poster Session

Impact of increased understanding of personal and family health history on
patients. First Author: Lynn A. McCain, University of Michigan, Ann Arbor, MI

Background: The InheRET personal and family health history survey was
administered to 384 patients at three Michigan Medicine Clinics (2 primary
care (11% of patients) and one breast and ovarian cancer risk clinic (89% of
patients)) between October 1, 2018 andMay 31, 2019. Since family history alone
misses ~30% of those with deleterious germline mutations, this study follows
these patients to determine what, if any, impact completion of the histories
had on patients’ lifestyle choices, cancer prevention screenings, and risk-
reducing therapies adopted based on perceived risk status: Meeting or not
meeting NCCN Guidelines for referral to genetics for further evaluation.
Methods: One year after patients completed their health histories, a follow-
up survey was emailed to patients inquiring into actions taken following
completion of the InheRET health history form. Anonymous responses were
automatically collected into a Google Datasheet and analyzed.Results: As of
June 16, 2020, 61 patients had returned their surveys; 37 (60.7%) reported
being referred to a genetics specialist, of whom 92% kept their counseling
appointments and 100% of these were recommended to be tested. At the time
of survey completion, 29 patients had been tested and 32 patients had not
been tested. We analyzed the actions taken between these two groups and
discovered that 75% of patients who did not meet NCCN Guidelines and were
not recommended for counseling and testing (population risk patients) still
made lifestyle changes to improve their health and engaged in at least one
cancer screening activity in the past year to reduce their cancer risk. The only
preventivemedical treatments received by this groupwere Tamoxifen (12.9%)
and Hormone Replacement Therapy (3.2%). Among patients meeting NCCN
Guidelines and tested (4 positive, 17 negative, 8 inconclusive/VUS/unknown
results), 58.6%made positive lifestyle choices, 86.5%engaged in one ormore
cancer screening activities, and 34.5% sought additional medical interven-
tions such as chemoprevention, hormone replacement and/or prophylactic
surgery. Conclusions: By learning more about their personal and family
health histories, patients who did not meet referral guidelines and were not
referred for counseling and testingwere proactive in taking actions to improve
their overall health and reduce their cancer risk. This demonstrates the im-
portance of knowing and understanding one’s family health history, even for
those not meeting NCCN referral guidelines. Research Sponsor: U.S. National
Institutes of Health.

257 Poster Session

Pilot randomized controlled trial (RCT) in women with non-small cell lung
cancer (NSCLC) to assess the feasibility of delivering group-based psy-
chosocial care via videoconference. First Author: Kathrin Milbury, University
of Texas MD Anderson Cancer Center, Houston, TX

Background: Women with lung cancer are vulnerable to psychological dis-
tress and social isolation, which may be related to the smoking-related stigma
of the disease. We developed a group-based psychosocial intervention seeking
to address the specific needs of this understudied patient population. The
goal of this pilot RCT was to examine the feasibility and acceptability of
delivering group-based psychosocial care via videoconference (i.e., Zoom).
Methods: Women with NSCLC within 3 months of diagnosis completed
baseline measures of their computer literacy and were then randomized to a
group-based psychosocial intervention receiving coping skill training or a
group-based attention control (AC) arm receiving psychoeducation. Both arms
involved five, 60 min. videoconference sessions (groups of 3-5 patients) that
were led by a master-level counselor. Participants completed one Zoom
“practice run” prior to starting the group sessions. After the last session, they
rated the overall experience of the intervention delivery and the specific
software. Results: Seventy patients (mean age = 66 yrs with 54% over age
65; 71% non-Hispanic White; 50% college educated; 75% advanced stage)
consented (63% consent rate) and 65 were randomized (intervention: N = 33;
AC: N = 32). At baseline, 47% indicated that they use a computer daily while
50% said they rarely or never use a computer. Attendance was high in both
arms (means: intervention = 3.18; AC = 3.56 with 63% attended all sessions).
Across arms, 89% preferred a group-delivery and 92% preferred online
delivery. The majority used a smartphone or tablet to participate (72%).
Regarding the Zoom software, 71% said it was easy to use, 65% of women
would recommend it to others, and 41% felt comfortable with it after one use
(but 26% said they felt never comfortable with it). Only 44% thought that the
sessions via Zoom were the same as they would have been in-person.
Conclusions: It seems to be feasible and acceptable to deliver group-
based psychosocial interventions via videoconference in women with
NSCLC undergoing treatment. Challenges regarding scheduling the group
sessions and familiarizing infrequent computer users with the technology
were encountered but were resolved over the course of the trial. Clinical trial
information: NCT03731585. Research Sponsor: Duncan Family Foundation.
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258 Poster Session

The role of telehealth in improving patient care and satisfaction during a
pandemic: University of California Cancer Consortium experience. First
Author: Pelin Cinar, University of California San Francisco, San Francisco, CA

Background: The adoption of telemedicine in providing patient-centric care
has been limited due to concerns related to upfront cost and the uncertain
reimbursement models. Telehealth modalities, which encompass broader
services, quickly became a central focus of how we delivered care in cancer
centers across the nation during the COVID-19 (C19) pandemic. Our aim is to
describe five University of California (UC) Cancer Centers’ experience with
telehealth during the pandemic.Methods: BetweenMarch and June 2020, UC
Cancer Centers developed or increased the use of telehealth modalities to
continue to provide care to our oncology patients during the pandemic. Digital
platforms were used to screen for symptoms and exposures related to C19, as
well as for symptoms of distress. In addition, providers performed remote
visits via video and telephone visits. Each of our centers monitored visit
volumes as well as patient satisfaction scores during the pandemic.
Results: Our Cancer Centers, each with various levels of pre-pandemic (Jan-
Feb) use of telehealth, saw an increase in the volume of patients who were
seen via remote visits including video and telephone visits during the pan-
demic (Mar-Apr). UC Davis, UC Los Angeles and UC San Francisco had
implemented telemedicine prior to the pandemic, but the rates of use were 1%,
0.4% and 7%, respectively. In contrast, UC Irvine and UC San Diego did not
offer remote visits prior to the pandemic. Despite these differences, during the
pandemic, telemedicine rates increased to 50-70% of visits in the cancer
centers. In addition, patient satisfaction scores were comparable to in-clinic
visits. The use of digital platforms allowed 80% of patients to be screened for
risk of C19 prior to their in-clinic visits. Conclusions: While differing levels of
implementation was in place for telehealth services in our cancer centers prior
to the pandemic, each cancer center was able to continue to see patients via
remote visits. In addition, telehealth technology automated activities that
would have been performed manually pre-pandemic. The increased use of
telemedicine visits with high patient satisfaction scores is an indication that
some patients can continue to receive their care via telehealth beyond the
pandemic. Research Sponsor: None.

259 Poster Session

Implementing clinic to home telehealth services to promote quality of life
for ambulatory oncology palliative care patients. First Author: Megan
Begnoche, Lifespan Cancer Institute, Providence, RI

Background: The Lifespan Cancer Institute (LCI) identified strategies to
improve the palliative care experience and outcomes by providing clinic to
home telehealth services. LCI is an integrated academic medical center
program combining three hospital programs operating at five outpatient sites.
One quality goal is to embed and increase palliative care within the fabric of
oncology by providing palliative telehealth in the home to avoid office visits,
ED and hospital admissions. Methods: LCI’s multidisciplinary palliative care
team, including administrators, physicians, advanced practice providers and
community partner physicians assessed telehealth challenges with a vul-
nerable patient in the home setting. Process development included opera-
tions, technology, patient and staff education. The group modified existing
Lifespan system workflows, clinic to clinic video for behavioral health and
clinic to clinic for providers, to create the clinic to home method. This process
benchmarked patient and behavioral health noting video differences with the
clinic setting versus the home. Results: Outcome metrics include no show
rate, chemotherapy within 14 days of death, ED/ICU within 30 days of death,
patient and provider experience. Initial data shows no show rates decreased
from 10% (January) to 6% (May) as telehealth increased. Patients marked
deceased within 3 months of a LCI visit for January (n = 52) and May ( = 61)
unfortunately did not have a negative trend for chemotherapy in the last
14 days of life (Jan: 8%, May 15%). ED and ICU visits both had modest de-
creases from January (ED 50%, ICU 29%) to May (ED 48%, ICU 21%). In
anticipation of future Press Ganey results, patient feedback includes an in-
crease of comfort while at home. Provider satisfaction increased with the
ability to assess the patient in their own home instead of the sterile clinic
environment. Encountered challenges include insurance restrictions for
Rhode Island (not a rural state), technology, and remote trouble shooting.
Conclusions: The success of clinic-to-home telehealth services set the
foundation for the COVID-19 telehealth insurgence and led to the palliative
team acting as role models to medical and radiation oncology. End of life
oncology patients stayed home while having their palliative needs addressed
remotely. The innovative approach to implementing telehealth services will
serve as a model for future LCI telehealth programs including treatment
education sessions, oral chemotherapy follow-up, survivorship and post
hospital discharge assessments. Research Sponsor: None.

260 Poster Session and Poster Highlights Session;
Displayed in Poster Session

Perception of patients regarding telemedicine at times of COVID-19: Did
they miss the personal touch? First Author: Shira Peleg Hasson, Tel Aviv
Sourasky Medical Center, Tel Aviv, Israel

Background: The patient-oncologist relationship is cultivated from the first
clinic visit, trust and assurance established throughout the follow up period
until the end of life. In March 2020, with the break of the COVID-19 pandemic,
social distancing restrictions were implement throughout Israel. The adop-
tions of telemedicine services were incorporate as a response at our insti-
tution. Almost all ambulatory activity in the oncology division in Tel Aviv
Medical Center was converted to telemedicine services. Several studies report
favorable results regarding patient preference and cost effectiveness of
telemedicine. Methods: We conducted a telephone interview questionnaire
assessing patient satisfaction. Inclusion criteria included solid tumor patients
over 18 years who utilized the telemedicine platform at Tel Aviv Sourasky
Medical Center between March 2020 - May 2020. We aimed to evaluate pa-
tient’s perspectives and preferences regarding telemedicine and assess
whether this virtual communication affects the patient-doctor relationship.
Results: Following the COVID-19 outbreak, 400 telephone calls were made to
patients, 100 patients agreed to participate and surveyed. Fifty-two percent
were female. The majority of patients independently downloaded the tele-
medicine application and did not encounter technical constraints (67%).
Family members and friend attended 45% of telemedicine visits. Patients
cancer diagnosis included colorectal cancer (47%), breast cancer (18%),
genitourinary cancer (18%), sarcoma (9%) lung malignancies (6%), gyne-
cological cancer (1%) and CNS tumors (2%). Visit intent included post-
treatment follow up (40%), active treatment follow (53%), and first visit
intake (7%). The majority of patients felt their emotional needs were met
(88%) and felt that their treatment was not harmed due to absence of a
physical visit (84%). Almost all patients (99%) felt their privacy was main-
tained. Ninety-five percent of patients affirmed that the virtual visit relieved
their worries regarding treatment interruption. Importantly, 75% of patients
affirmed their interest to continue telemedicine regardless of COVID-19
pandemic. Conclusions: Telemedicine is an acceptable platform that may
replace follow up visits without comprising patients’ experience. Our data call
for research and development of tools enabling long-term implementation of
remote telemedicine and assess the patient-physician relationship and quality
of care among oncology patients. Research Sponsor: None.

261 Poster Session

Active Living After Cancer: Converting a group physical activity inter-
vention for cancer survivors to a virtual format in response to the
coronavirus pandemic. First Author: Karen Basen-Engquist, The University
of Texas MD Anderson Cancer Center, Houston, TX

Background: Active Living After Cancer (ALAC) is an evidence-based group program to
help cancer survivors improve their physical functioning and quality of life through
increasing physical activity. It has enrolled over 800 cancer survivors in the Houston and
El Paso areas. The program prioritizes serving minority and medically underserved
survivors and is offered in both English and Spanish. As a result of the coronavirus
pandemicwe converted the program to a virtual format. Herewe report preliminary data
on the outcomes of the virtual program. Methods: ALAC teaches cognitive and be-
havioral skills for increasing physical activity to cancer survivors through 12 group
sessions. We converted the group sessions to a virtual format using the Zoom platform.
Group attendance was monitored by health educators teaching the program, and
participants completed questionnaires and did a 30-sec sit-to-stand test before and after
the program to assess outcomes (physical activity, quality of life, physical functioning,
programsatisfaction).We comparedoutcomes for the virtual groups to those of previous
in-person groups. Results: Five classes with 32 participants were started as in-person
groups and converted to virtual. The dropout rate was higher (37.5%) in the virtual
groups, compared to in-person groups (23.1%). However, both in-person and virtual
group participants showed similar increases in physical activity, physical functioning,
physical quality of life, and had high satisfaction (see table). Conclusions: Preliminary
data indicate that the virtual format is feasible and produces similar outcomes when
compared to the in-person format, although drop-out is higher in the virtual format.
Virtual group participants may experience fewer mental health benefits (although this
could be due to the stress of the pandemic). Additional analyses will include current
participants who are completing all sessions virtually. Research Sponsor: Cancer Pre-
vention & Research Institute of Texas, private philanthropy.

Changes in outcomes in participants who completed groups in person versus virtually.

Outcomes

In-Person Virtual

Baseline
Post-

intervention Baseline
Post-

intervention

% reporting 150+ min of moderate-vigorous physical
activity

43% 70% 63% 90%

30-sec sit-to-stand: % above the 50th percentile 35% 50% 53% 68%
PROMIS global QOL:
% increase in physical domain 2.1% 3.9%
% increase in mental domain 3.3% -0.9%
% would recommend program to another survivor 96% 100%
% “extremely” satisfied with the program 88% 100%
% “extremely comfortable” talking openly in their

group
46% 85%
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262 Poster Session

Implementing teleoncology in a safety-net hospital during the COVID-19
pandemic. First Author: Andrew James Wiele, University of Texas MD
Anderson Cancer Center, Houston, TX

Background: In response to the COVID-19 pandemic, telehealth has emerged
as a key strategy to ensure the safety of patients and healthcare workers and
minimize disease spread. Lyndon B. Johnson Hospital (LBJ) is a safety-net
hospital that mainly serves low income and uninsured patients (pts), and MD
Anderson Medical Oncology faculty and fellows diagnose and treat over
800 new cancer cases per year in the LBJ Oncology Clinic. We piloted a
teleoncology (TO) program to replace in-person visits for pts with clinic ap-
pointments (appts) during the COVID-19 pandemic. Methods: A multidisci-
plinary team was formed to implement TO in the LBJ Oncology Clinic. Fellows
and APPs screened their appts in advance and used guidelines to determine
pts appropriate for TO. Clinic visits were prioritized for new pts, treatment
consents, and symptomatic pts; stable pts on treatment and surveillance had
appts changed to TO. Pts were notified when their appts were converted, with
integrated video visits preferred over telephone visits. To limit disease ex-
posure, 3 fellows rotated in clinic for one week at a time and cared for the
pooled clinic pts; the other 16 fellows and 2 APPs conducted TO and remotely
staffed their pts with faculty on their assigned clinic day. We reviewed TO visits
during the initial 1-month pilot period and survey results from involved per-
sonnel. Results: From 4/13/2020 – 5/8/2020, we identified 251 pts that
utilized TO. Median age was 57 years (range, 20-88) and 66% were female;
63% were Hispanic and 21% were African American; 52% spoke Spanish and
46% spoke English. 57% of TO visits were conducted via telephone and 43%
via video. 48% of the TO visits were for pts on active treatment, including IV
therapy (35%) and oral targeted agents (13%); 15%were surveillance pts with
(9%) or without (6%) restaging imaging, 8% were pts on endocrine therapy,
and 16% had transitioned to the Survivorship Clinic staffed with APPs. Survey
response rate was 100% (5/5) for faculty, 74% (14/19) for fellows, and 100%
(2/2) for APPs. 80% of faculty, 57% of fellows, and 100% of APPs were
generally satisfied (agree/strongly agree) with the patient care delivered via
TO; 100% of faculty, 64% of fellows, and 100% of APPs believe patients were
generally satisfied with TO. Conclusions: This study demonstrates that
implementing TO in a fellows’ teaching clinic at a safety-net hospital is feasible
and effective. Nearly half of the TO visits conducted during this pilot period
were for pts on active cancer treatment and the majority of caregivers were
satisfied with TO. Pt care via TO is ongoing and pt survey data is currently
being collected. Research Sponsor: None.

263 Poster Session

Utilization of telemedicine to meet the demand throughout the COVID-19
pandemic at a community oncology practice. First Author: Larry Edward
Bilbrey, Tennessee Oncology, Nashville, TN

Background: A large community oncology practice in Tennessee participates
in value-based payment arrangements, the success of which depends on close
patient monitoring. Telemedicine as an innovative solution was initiated in
2017. The service was limited, due to regulation, licensure requirements, and
lack of reimbursement, to survivorship visits, clinical trial consent visits, rural
hospital consults and genetic counseling. During the COVID pandemic and
loosening of restrictions, telemedicine services were expanded.Methods: We
identified a cloud-based platform that allowed patients to use any device
with a camera and microphone and required no software downloads. On-line
training sessions were provided to clinical staff. All training and workflow
implementation were completed in a 2-week time frame. Telemedicine was
expanded to include surveillance, urgent care, psychology, palliative care and
post-BMT visits as well as new patient consults for medical, radiation and
gynecologic oncology patients. Patient satisfaction surveys were adminis-
tered. Results: Our telemedicine visits increased weekly beginning March 1,
peaking in the month of April with an average of 77 scheduled telemedicine
visits per day across the practice. During themonth of April, our practice saw a
record clinical trial accrual in our Phase-1 Drug Development Unit with a 22%
increase over the previous average. Patients who responded to a satisfaction
survey were highly satisfied with the telemedicine visit with a 73% positive
response rate. Nearly half of our eligible patients did not have the tech-
nology or broad-band access to be able to participate in telemedicine.
Conclusions: Our prior experience with telemedicine, though limited, facili-
tated the development of an infrastructure that provided adequate number of
devices and internet bandwidth capacity to support rapid expansion of tele-
medicine. We were able to maintain high quality care and access to clinical
trials during the pandemic and see the value of this service long-term.We hope
to add tele-pharmacy and care coordination services. Political leadership and
patient advocacy groups should explore ways to ensure that all patients may
benefit from this technology, especially those in under-served areas. Research
Sponsor: None.

264 Poster Session

Creation of a telehealth task force to improve successful use of telehealth
to maintain patient access during the COVID-19 pandemic. First Author:
Avnish K Bhatia, Thomas Jefferson University Hospital, Philadelphia, PA

Background: In response to the COVID-19 National Emergency, the Sidney Kimmel
Cancer Center (SKCC) medical oncology practice desired to greatly expand tele-
health (TH) utilization to decrease patient risk while maintaining access to care. TH
utilization requires resources (smart phones, internet) and there are disparities in
digital media access in our patient population. A digital literacy survey performed at
the SKCC in 2018 noted that 30% of patients used Android phones and . 60% of
patients accessed the internet from a PC. Methods: In response to increased TH
demand and need for support, the SKCC launched an oncology-dedicated Telehealth
Task Force (TTF) to address barriers to TH access. The TTF team consisted of nine
full-time individuals with digital and healthcare literacy to assist in telehealth and
patient portal troubleshooting. Critical functions of TTF’s targeted patient solutions
include; set-up and delivery of smartphones, creating email accounts, performing
test visits, creating EHR patient portal accounts, real- time assistance during TH
visits with implementation of this intervention beginning on April 3, 2020 with
monitoring of patient interactions/touchpoints. Results: The SKCC medical on-
cology TTF noted increased interactions with patients immediately with a marked
increase in the composite of medical oncology appointments completed by TH
(51.0% in April 2020 compared to a prior level of 15.7% inMarch 2020). Additionally,
there was a statistically significant increase in the proportion of patients have an
active patient portal EHR account during this same period (14.6%; 95% CI, 12.3% to
16.9%; p , 0.0001). Oncology infusion treatment appointments remained relatively
consistent over time. Conclusions: The SKCC medical oncology practice experi-
enced an exponential rise in TH utilization during an uncertain public health crisis.
Disparity in digital literacy and resources essential for successful TH use were
quickly appreciated as potential barriers to access. The creation of a dedicated
Telehealth Task Force was critical in maintain access to care for oncology patients
given their vulnerability to infection. Further investigation of TH supports to improve
TH use are warranted. Research Sponsor: None.

TTF impact on TH/Patient Portal access.

Month
TTF

touchpoints
Proportion of visits
completed via TH (%)

Active patient portal
account (%)

Oncology treatment
visits

Dec 2019 - 1.1% 38.5% 2146
Jan 2020 - 0.9% 39.0% 2268
Feb 2020 - 0.9% 40.7% 2051
Mar 2020 - 15.7% 51.4% 2008
Apr 2020 204 51.0% 66.0% 1710
May 2020 146 46.2% 64.3% 1652

265 Poster Session

Telemedicine usability for cancer care during the COVID-19 pandemic. First
Author: Christian Miller, The GeorgeWashington University School of Medicine
and Health Sciences, Washington, DC, DC

Background: Healthcare delivery via telemedicine has increased substan-
tially amid COVID-19. The George Washington Cancer Center (GWCC) now
provides cancer care services via tele-visits for patients at high risk of
morbidity and mortality secondary to COVID-19. This study was performed to
assess usability of virtual cancer care delivery for patients and providers
across specialties. Methods: Participants included patients and providers
surveyed to assess baseline usability after initiating tele-visits. Surveys in-
cluded demographics, Telehealth Usability Questionnaire (TUQ), and ques-
tions on perceived safety and preferences around telemedicine. Subjects also
provided open-ended feedback for quality improvement. Results: For pa-
tients (n = 105), 96% of surveys sent were completed and analyzed. Most
patients were ages 50-59 (22%), 60-69 (25%), 70-79 (25%). Breast cancer
(38%) was the most commonly reported cancer type. Median patient TUQ
scores were: 5/5 for Interaction Quality (ItQ) and Ease of Use (EU), 4/5 for
Usefulness (U), Interface Quality (IfQ) and Satisfaction (S), and 3/5 for Reli-
ability (R). No association was found between TUQ scores and age groups (p =
0.15), sex (p = 0.69), or timing of diagnosis in relation to telemedicine visit (p =
0.67). Compared to in-person visits, 70% of patients agreed/strongly agreed
that telemedicine made them feel safer, 63% agreed/strongly agreed that it
reduced stress, and 59% expressed interest in using it with other medical
specialties. For providers (n = 85), 88% of surveys sent were completed and
analyzed. Most providers were ages 30-39 (37%), 50-59 (23%), and 47% had
50 or more experiences with telemedicine. The predominant specialty par-
ticipating was Internal Medicine (31%). Median provider TUQ scores were 4/5
for ItQ, EU, U, IfQ and S, and 2/5 for R. No association was found between TUQ
scores and experience with telemedicine (p = 0.31), though providers aged 60-
79 had significantly more negative views of telemedicine (p = 0.02) as
compared to other age groups. The majority (97%) agreed/strongly agreed
that telemedicine improves access to care, yet 57% expressed concern about
missing something they may have caught in person. Conclusions: The use of
telemedicine in cancer care was perceived favorably by patients and pro-
viders. All patient groups scored highly on perceived safety, reduced stress
and improved access, independently of subject characteristics. Providers
demonstrated some dissent, particularly in older age groups. These findings
provide a useful benchmark for advancement of virtual care delivery in cancer
care. Research Sponsor: None.
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266 Poster Session

Barriers to telehealth: The patient perspective. First Author: Charles Douglas
Bodine, UAB, Birmingham, AL

Background: During the COVID-19 pandemic, the need for telehealth has
come to the forefront of healthcare. In the right clinical context, telehealth is
an easy and effective way for providers to deliver high quality care, while also
taking away barriers to care access such as clinic inconvenience, distance
traveled, financial toxicity, etc. An abundance of data exists regarding the
benefits and potential of telehealth, but most data is from the perspective of
the provider. Unfortunately, there is little information regarding the patient’s
perspective and satisfaction; and even less regarding accessibility issues in
terms of technology and cultural perception of telehealth. We postulate that
there is a need for individualized grass root level understanding of the
population being served to make sure telehealth adoption is sustained and
equitable. We are studying this using a rapid cycle improvement project
using a Plan Do Study Act format (PDSA), with a cohort of veterans in a
medical oncology clinic in Birmingham, AL. Methods: We spoke with a pilot
cohort of 67 patients in themedical oncology clinic at the VAMedical Center in
Birmingham, AL. Surveys were done on all patients prior to their initial tel-
ehealth visit. Patients first agreed to participate, and then answered a 6-
question survey regarding their perception of telehealth, their willingness to
participate, and their perceived barriers to participation. We then identified
barriers to intervene upon, with the plan to engage senior VA Leadership for
the same. Results: 67 medical oncology patients in the Birmingham VA
betweenMay 1 andMay 31, 2020, agreed to participate in a survey prior to their
first telehealth appointment. We found that of the 67 patients surveyed, only
48 (71.6%) had a video capable phone and only 41 (61.2%) had high-speed
internet or data to support that call. Interestingly 25 patients (37%) did not
feel they could access the video on their own phone. While this presented
one barrier to telehealth, we also found that 11 patients (16.4%) would not
want to participate in telehealth even if they had a video capable device.
Conclusions: This data, while not exhaustive, clearly captures some unique
barriers to telehealth that may not have been previously studied or under-
stood. Hearing the voice of the patient is critical in developing culturally
competent forms of telehealth delivery. We will use this data to implement
interventions that not only provide access of technology for our patients but
will also make sure to specifically address the cultural/socioeconomic barriers
to this form of healthcare distribution and how to overcome those barriers.
Research Sponsor: None.

267 Poster Session

Telehealth to expand access of oncology care in Utah during COVID-19
pandemic. First Author: David Michael Gill, Intermountain Healthcare, Salt
Lake City, UT

Background: Intermountain Healthcare has used telehealth since 2015 to
expand oncology care for patients living in rural Utah communities. Telehealth
services have historically not been widely available to patients living in non-
rural locations due to restrictions in reimbursement policies. Changes during
the COVID-19 pandemic, including the 1135 waiver authority and the Coro-
navirus Preparedness and Response Supplemental Appropriations Act, allows
for reimbursement of provider professional fees for electronic visits occurring
at any location including a patient’s home. This has allowed greater access to
telehealth care for patients with cancer, many of whom are at increased risk of
contracting SARS-CoV-2. Methods: Patient visits from Intermountain
Healthcare’s two largest oncology sites, Intermountain Medical Center and
Dixie Regional Medical Center, were evaluated from the electronic health
record (iCentra). Four types of encounters were considered “televisits”:
scheduled video visits (SVVs), alternative video visits (AVVs), telehealth visits,
and phone visits. All visits were synchronous. Patients were seen from home
except for telehealth visits where patients were seen remotely from a rural
Intermountain site. SVVs occurred over Intermountain’s Connect Care soft-
ware platform. AVVs utilized a non-Intermountain software such as FaceTime,
Google Duo, Skype, or Webex. Visits were analyzed from December 1, 2019 to
June 1, 2020. Results: From December 2019 to May 2020, there were 1,798
televisits performed. Three-month televisit totals increased from 175 from
December-February to 1,623 from March-May (Table). Intermountain Medical
Center increased televisits from 8 to 514 over these same time periods.
Conclusions: Televisits have been utilized to maintain continuity of oncology
care while minimizing patients’ exposure to healthcare facilities. On May 15,
2020, Governor Gary Herbert issued an executive order de-escalating Utah
COVID-19 risk phase from moderate to low-risk. This may be associated with
the decrease in televisits from April to May. Research Sponsor: None.

Dec ‘19 Jan ‘20 Feb ‘20 Mar ‘20 Apr ’20 May ‘20

Dixie Regional Medical Center 45 66 52 259 536 314
Intermountain Medical Center 2 4 6 131 219 164
Total Dec-Feb and Mar-May 175 1,623

268 Poster Session

Readiness of health care systems to generate RWE: Frequency of radio-
graphic imaging of metastatic disease during first-line systemic therapy.
First Author: Brandon Chan, BC Cancer, Vancouver, BC, Canada

Background: Regulatory and Health Technology Assessment (HTA) agencies are in-
creasingly using real world data (RWD) to support real world evidence (RWE), but the
readiness of healthcare systems to reliably generate RWE is unknown. As a quality
assurance measure we examined the preparedness of a single payer system to provide
RWE by evaluating the frequency of CT imaging during standard first line metastatic
systemic treatment of breast, colorectal (CRC) and lung cancer. Methods: A 1-year
cohort of de novo metastatic breast, CRC, lung cancer patients treated with first line
systemic therapy (excluding hormone therapy) referred to BC Cancer in 2016 was
retrospectively reviewed. Duration of first line treatment was calculated from first to last
dose of therapy. Baseline CT included imaging within 8 weeks prior to and 3 weeks after
treatment initiation (first cycle). Last CT included imaging up to 8 weeks after the last
dose of therapy. Results: A cohort of 675 patients was identified from the BC Cancer
Registry. The distribution of de novo metastatic disease at diagnosis was lung (n = 379),
CRC (n = 214) followed by breast cancer (n = 82). Conclusions: In our publicly funded
health care system, baseline CT scans within 4 weeks prior to treatment ranged from 57-
72%. The median CT imaging interval during first line metastatic treatment was ranged
from 7.9-11.3 weeks. RWD from routine clinical practice differs significantly from clinical
trials, the gold standard for regulatory and HTA assessments. Population-based data
may contribute to RWE with caution due to limitations imposed by clinical practice.
Research Sponsor: None.

Breast cancer n
= 82

Colorectal cancer n
= 214

Lung cancer n =
379

Median age (IQR) 56(49-66) 65 (56-73) 67 (60-72)
Sex
Female 79 (96%) 86 (40%) 212 (56%)
Male 3 (4%) 128 (60%) 167 (44%)
Baseline imaging (up to 3 wks after 1st tx)
Within 4 wks prior to tx AND prior to tx 48 (59%) 104 (49%) 177 (47%)
Within 4 wks prior to tx initiation 59 (72%) 127 (59%) 216 (57%)
Within 6 wks prior to tx initiation 70 (85%) 164 (77%) 298 (79%)
Within 8 wks prior to tx initiation 77 (94%) 187 (87%) 346 (91%)
First line treatment Chemo 59 (72%) Single agent 39 (18%) Chemo 278

(73%)
HER2 tx 23 (28%) Multi-agent 175 (82%) Targeted 101

(27%)
Median duration of first line treatment, weeks

(IQR)
14.6 (9.0-47.3) 25.3 (8.0-49.4) 12 (7.0-27.9)

Median number of CT scans during first line
treatment (IQR)

2 (1-3) 2 (1-3) 2 (1-3)

Median CT imaging interval, weeks (IQR) 10.9 (6.6-17.7) 11.3 (8.0-15.2) 7.9 (5.0-12.1)

269 Poster Session

Real-world clinical outcomes in avelumab-treated patients (pts) in the
United States (U.S.) from SPEAR-Merkel: Study informing treatment
pathway decisions in Merkel cell carcinoma (MCC). First Author: Abhijeet
Bhanegaonkar, EMD Serono, Inc, A business of Merck KGaA, Darmstadt,
Germany, Rockland, MA

Background: MCC is a rare, aggressive disease associated with poor prognosis.
Avelumab, a fully human anti–PD-L1 monoclonal antibody, was the first im-
mune checkpoint inhibitor approved by the FDA for the treatment of meta-
static MCC (mMCC). In the JAVELIN Merkel 200 trial (Clinical trial information:
NCT02155647), avelumab resulted in durable responses and a high objective
response rate (ORR) in pts with mMCC. This retrospective descriptive study
assessed real-world clinical outcomes in avelumab-treated pts with locally
advanced MCC (laMCC) and mMCC in a US community oncology setting.
Methods: This study included data on avelumab-treated laMCC and mMCC pts
from 1/1/17 to 3/31/19 within The US Oncology Network. Study data were captured
through 9/30/19 using structured fields and chart review of iKnowMed electronic
healthcare records. Real-world ORR was assessed. Duration of response (DOR),
progression-free survival (PFS), and overall survival (OS) were estimated using
the Kaplan-Meier method. Results: 33 pts initiated treatment with avelumab
(laMCC n = 11; mMCC n = 22) and were followed up for a median of 10.9 months
(range, 0.5-27.2 months). Median age was 77 years (range, 44-90+ years), 78.8%
of pts were male, and the majority (84.8%) of pts were treated in the first-line
setting. During treatment, 27.2% of pts had emergency department visits and
39.4% were hospitalized; 1% and 23.1%, respectively, were treatment related.
Clinical outcomes are reported in the table. Conclusions: This is the first study to
examine pts with laMCC treated with avelumab in a real-world setting. Although
the sample population is small, results suggest the clinical benefits in the real
world in pts with mMCC treated with avelumab are consistent with benefits re-
ported in the JAVELIN Merkel 200 trial. Research Sponsor: This research was
financially supported by EMD Serono, Inc., a business of Merck KGaA, Darmstadt,
Germany, and is part of an alliance between Merck KGaA and Pfizer.

laMCC mMCC

ORR, % (95% CI) (Physician assessed) 54.6 (23.4-83.3) 54.6 (32.2-75.6)
Median DOR (Months) (95% CI) NR (NR-NR) 9.6 (2.6-15.5)
DOR Rate at 6 Months (95% CI) % 100.0 (100.0-100.0)* 66.7 (33.7-86.0)
Median PFS (Months) (95% CI) NR (2.3-NR) 8.9 (2.8-NR)
PFS Rate at 6 Months (95% CI) % 72.7 (37.1-90.3) 63.6 (40.3-79.9)
Median OS (Months) (95% CI) NR (9.2-NR) 20.2 (10.0-NR)
OS Rate at 6 Months (95% CI) % 100.0 (100.0-100.0)* 77.3 (53.7-89.8)

NR, not reached; *Based on small N
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272 Poster Session

Real-world patient pathway of care for diffuse large B-cell lymphoma
(DLBCL). First Author: Fei Yang, Roche Diagnostics Information Solutions,
Basel, Switzerland

Background: Use of immunophenotyping and molecular diagnostics is the
most important first step in the care process for DLBCL patients according to
recommendations by the NCCN and the WHO. Process mining is a novel ap-
proach of statistical and graphical analytics and may provide insights on real-
world patient pathway of care and guidelines-recommended diagnostic testing
for appropriate DLBCL classification in clinical settings. Methods: This ret-
rospective study included patients diagnosed with DLBCL between 01/01/2011
and 12/31/2019, using the Flatiron Health electronic health record-derived de-
identified database. The database includes information on the date of diag-
nostic testing and corresponding results abstracted from pathology reports or
clinical visit notes. This study included information on diagnostic testing by
immunohistochemistry (IHC) and molecular diagnostics through fluorescence
in situ hybridization (FISH) or karyotype for markers with a confirmed known
result that can be used to classify cell of origin according to Hans algorithm
and to identify double-/triple-hit lymphoma and double expressor lymphoma.
We explored the application of process mining analytics to produce patient
pathway graphs for visual investigation on the real-world care process for
DLBCL patients, from initial diagnosis through diagnostic testing and line of
therapy, until death or end of the study follow-up. Results: A total of 5387
patients (female 45%, mean age at diagnosis 66.4613.6 years) were included.
During amedian follow-up of 19.2months (IQR: 6.1-43.8), 4400 (82%) patients
had evidence for IHC testing, 3205 (59%) had evidence for molecular testing,
and few had information for next-generation sequencing (n = 91). Among those
with evidence of diagnostic testing, 3721 (85%) and 1613 (50%) had the first
test performed on the day (specimen collection date) of DLBCL diagnosis by
IHC and molecular testing, respectively. During the study follow-up, most
patients (n = 5005, 93%) started treatment within a median of 24 days (IQR:
14-36) and few participated in clinical trials (n = 131). When we stratified
analysis by year of DLBCL diagnosis, patients with evidence of diagnostic
testing increased from 67% (249/372) in 2011 to 86% (506/591) in 2019 for
IHC and 50% (184/372) in 2011 to 67% (396/591) in 2019 formolecular testing,
respectively. Conclusions: In DLBCL, use of recommended diagnostic testing
appeared to increase from 2011 to 2019. Clinical insights generated using
process mining could be used by institutions for benchmarking and for care
pathway optimization. Research Sponsor: Roche Diagnostics Information
Solutions.
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Trends in germline genetic testing and results into survivorship for women
diagnosedwith breast cancer or ovarian cancer, 2013 to 2017. First Author:
Steven J. Katz, University of Michigan, Ann Arbor, MI

Background: Genetic testing is increasingly central to breast and ovarian
cancer prevention and treatment. Yet, little is known about trends and dis-
parities in receipt of testing and test results after diagnosis. Methods: We
linked all female patients with breast or ovarian cancer diagnosed from 2013-
2017 in Georgia and California and reported to SEER registries to genetic
testing results from four laboratories (Ambry Genetics, GeneDx, Invitae,
Myriad Genetics). We combined test results from all labs with SEER data. We
classified a test as a multigene panel (MGP) if it included other genes in ad-
dition to BRCA1/2. We grouped pathogenic variants (PVs) by level of evidence
that supported clinical testing: BRCA1/2; other genes associated with well-
established syndromes (syndromic genes); genes whose cancer association is
less certain (emerging genes); and any other tested genes (other genes). We
categorized patients with a variant of unknown significance (VUS) in any gene
but no PVs as VUS-only. We examined trends in receipt of testing and test
results overall and by race/ethnic groups. Results: One quarter (25.5%) of
198,001 breast cancer patients, and 34.5% of 15,461 ovarian cancer patients
had genetic tests. Test rates increased by only 2% annually; while the number
of genes tested per patient increased by 28%. The mean number of genes
tested rose from 10 to 35 during the study period. In early 2013, 18.3% of
testers had a PV or VUS result, which increased to 37.2% in late 2017. The
upward trend was largely due to increase in VUS-only findings. The proportion
of tested breast cancer patients with any PV increased from9.1% to 9.9%: PVs
in BRCA1/2 decreased from 7.5% to 5.0% (p,.001), while PV yield for the two
other clinical categories (syndromic and emerging genes) increased from 1.6%
to 4.9% (p,.001). PVs in any of the other 61 genes were very rare (,1%). By
contrast, the VUS rate in breast cancer patients increased markedly from
9.6% in 2013 to 26.2% in 2017. The VUS rate was higher in racial/ethnic
minorities (41.0% Asian, 36.5%% Black, 28.0% Latinas versus 25.6% non-
Hispanic Whites diagnosed in 2017; p,.001). We observed similar findings for
patients with ovarian cancer. Conclusions: A large gap persists in testing
ovarian cancer patients (35% versus 100% recommended). Testing more
genes per patient was associated with a substantial racial/ethnic gap in VUS
with little difference in yield on clinically relevant PVs. Testing a limited subset
of genes may optimize yield-to-noise of genetic testing, particularly for racial/
ethnic minorities. Research Sponsor: U.S. National Institutes of Health.

274 Poster Session

Treatment patterns of advanced or recurrent endometrial cancer following
platinum-based therapy in the U.S. real-world setting. First Author:
Andrew J. Klink, Cardinal Health, Dublin, OH

Background: Patient (pt) prognosis is poor following disease progression on or after pri-
mary (1L) platinum-based therapy (PBT) for advanced/recurrent (A/R) endometrial cancer
(EC), and no consensus on standard second-line (2L) therapy exists. This retrospective
analysis aimed to understand real-world (RW) treatment patterns of pts with A/R mismatch
repair deficient/microsatellite instability-high (dMMR/MSI-H) EC who progressed after 1L
PBT. Methods: Physicians in Cardinal Health’s Oncology Provider Extended Network sub-
mitted retrospective data by abstracting outpatient electronic medical records of pts
who received systemic treatment for A/R EC following PBT from 2016 to 2018. Demo-
graphics, clinical characteristics, treatments, and outcomes were summarized descriptively.
Results: This study included 84 pts with A/R dMMR/MSI-H EC (table). The majority of
participating physicians were hematologists/medical oncologists (80%) and practiced in the
community setting (70%). Median duration of therapy (mDOT) in 1L was 4.9months (95%CI,
4.47–5.57); 64% of pts discontinued treatment due to completion and 35% due to disease
progression. In contrast, mDOT in 2L was 6.2 months (95% CI, 5.40–6.37); 37% of pts
discontinued treatment due to completion and 44% due to disease progression. The most
common MMR/MSI testing modalities were next-generation sequencing (NGS) only,
immunohistochemistry (IHC) only, and polymerase chain reaction (PCR) only (table).
Conclusions: RW treatment patterns in pts with A/R dMMR/MSI-H EC show that most will
undergo PBT retreatment. However, progression is the main reason for discontinuation
during retreatment. An urgent need exists for durable therapies that improve prognosis.
Opportunities to improve timely testing of MMR/MSI exist. Funding: GlaxoSmithKline,
Waltham, MA, USA. Research Sponsor: GlaxoSmithKline.

A/R dMMR/MSI-H EC pts
N = 84

Age, median (range) 58 (38–79)
Disease stage at initial diagnosis
II 8%
III 50%
IV 42%
Test modality by frequency
NGS only 45%
IHC only 14%
PCR only 12%
Combination 29%
Test timing
Initial diagnosis: NGS, IHC, PCR 62%, 80%, 56%
Recurrence: NGS, IHC, PCR 35%, 14%, 17%
Post-progression regimen
Platinum retreatment 68%
Pegylated liposomal doxorubicin 13%
Hormone therapy 10%
Other 9%

275 Poster Session

Patient-reported outcomes (PRO) in patients (pts) with advanced or re-
current dMMR/MSI-H endometrial cancer (EC) treated with dostarlimab in
the GARNET trial. First Author: Rebecca Sophie Kristeleit, Guys and St
Thomas’ NHS Foundation Trust, London, United Kingdom

Background: PRO enable direct measurement of the experiences of patients
with cancer. Anti-programmed death 1 (PD-1) therapies have shown favorable
PRO in lung cancer but a data gap remains in EC. Dostarlimab is an investi-
gational anti-PD-1 monoclonal antibody which has shown promising activity in
GARNET in advanced mismatch repair deficient (dMMR) EC pts and a low
incidence of symptomatic grade $3 treatment-related adverse events. Here,
we report on PRO measures collected from pts with dMMR/microsatellite
instability high (MSI-H) EC in the single-arm GARNET trial. Methods: Pts with
dMMR/MSI-H EC confirmed by local tests, with recurrent or advanced disease
that progressed on a platinum regimen were enrolled. Pts received 500 mg
Q3W of dostarlimab for 4 cycles, then 1000 mg Q6W until disease progression
or discontinuation. PRO assessment was an exploratory endpoint and was
measured by the EORTC Quality of Life Questionnaire (QLQ-C30), a validated
instrument used evaluate quality of life (QOL), functioning, disease symptoms,
and treatment-related side effects. PRO were collected at each dose ad-
ministration, end of treatment, and follow-up. A mixed-model for repeated
measures was used to assess change from baseline, accounting for time and
baseline ECOG scores. The threshold to determine clinicallymeaningful group-
level change was 610 points. Results: PRO data were available for 43 pts.
Compliance rates were 98%. Relative to baseline, pts reported meaningful
improvements in pain, insomnia, and social and emotional functioning over the
trial duration. Appetite, nausea, vomiting, constipation, diarrhea, and physical
and role functioning were stable over the trial duration. QOL and global health
status were also maintained. Conclusions: PRO from 43 pts enrolled in the
GARNET trial show that disease- and treatment-related symptoms and QOL
are improved or maintained while receiving treatment. These data, along with
the efficacy and safety profile of dostarlimab, strongly support the use of
dostarlimab in dMMR/MSI-H advanced EC. Funding: GlaxoSmithKline, Wal-
tham, MA, USA. Clinical trial information: NCT02715284. Research Sponsor:
GlaxoSmithKline.
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Machine learning to predict tamoxifen adherence among U.S. commer-
cially insured breast cancer patients. First Author: Tyler J. O’Neill, Roche
Diagnostics Information Solutions, Pleasanton, CA

Background: Adherence to tamoxifen among women diagnosed with hor-
mone receptor positive metastatic breast cancer (mBC) can improve survival
andminimize recurrence. Screening for non-adherence at treatment initiation
may support personalized care, improve health outcomes, and minimize cost
of care. This study aimed to use real world data (RWD) and machine learning
(ML) methods to classify tamoxifen non-adherence. Methods: A cohort of
women diagnosed with incident mBC from 2012 to 2018 were identified from
Truven MarketScan Commercial Claims and Encounters and Medicare sup-
plemental administrative claims databases. Patients with , 80% proportion
of days coverage (PDC) in the year following treatment initiation were clas-
sified non-adherent. Training and internal validation cohorts were randomly
generated (4:1 ratio). Clinical procedures, comorbidity, treatment and
healthcare encounter features in the year prior to treatment initiation were
used to train logistic regression, boosted logistic regression, random forest,
and feed forward neural network models and internally validated based on
area under receiver operating characteristic (AUROC) curve. The most pre-
dictive ML approach was evaluated to assess feature importance. Results: A
total of 3,022 patients were included with 39.9% classified as non-adherent.
All ML models had moderate predictive accuracy. Logistic regression (AUROC
0.64) was easily interpreted with sensitivity 94% (95% confidence interval
[CI]: 0.89, 0.92) and specificity 0.31 (95%CI: 0.29, 0.33). Themodel accurately
classified adherence (negative predictive value 88.7%) but was non-
discriminate for non-adherence (positive predictive value 47.7%). Variable
importance identified top predictive factors, including patient features ($55
years old) and pre-treatment procedures (lymphatic nuclear medicine, radi-
ation oncology, arterial surgery). Conclusions: ML using baseline adminis-
trative data predicts tamoxifen adherence. Baseline claims may not be
sufficient to predict treatment non-adherence. Further validation with
enriched longitudinal data may improve model performance for incorporation
of predictions into clinical decision support. Research Sponsor: Roche
Diagnostics.
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Concordance of MRI-guided and systematic prostate biopsy for the de-
tection of prostate cancer (PCa). First Author: Matthew Parsons, University
of Utah, Salt Lake City, UT

Background: MRI/US guided biopsy (fusion biopsy) is increasingly utilized over sys-
temic 12-core transrectal ultrasound biopsy (12-core biopsy) for men with MRI-visible
prostate lesions. Methods: Patients with MRI visible prostate lesions who underwent
fusion and 12-core biopsy from 2016-2020 in the Intermountain Healthcare (IHC)
system were consecutively analyzed. This was in the setting of a continuous quality
assurance initiative among the reading radiologists. Primary outcome was PCa de-
tection defined by Gleason grade group (GGG) 1 or higher. Clinically significant cancer
(CSC) was defined as GGG 2 or higher. Patients were stratified by date biopsy was
performed, 2016-2017 and 2018-2020, and lesions were stratified by PI-RADS v2
category. For men with multiple lesions, the highest PI-RADS v2 category lesion was
used. Results: A total of 142 men with 254 MRI-detectable lesions underwent both
fusion and 12-core biopsies in the IHC system from 2016 to 2020. CSC was detected in
21.6% (55/254) of fusion biopsies. Comparing PI-RAD v2 categories 1-3 to PI-RADS v2
categories 4-5, the PPV for detecting CSC was 9% (15/162) compared to 44% (40/92)
respectively. Fusion and 12-core biopsies were concordant for any PCa in 79% of men
(112/142) and CSC in 83% (118/142). Fusion biopsy detected any PCa in 22/84 (26%) and
CSC in 15/103 (15%) of men in whom 12-core biopsy was negative. 12-core biopsy
detected any PCa in 8/70 (11%) and CSC in 9/97 (9%) of men in whom fusion was
negative. In total, 15 patients (11%) had a CSC that would have been missed if fusion
biopsy was omitted while 9 (6%) had a CSC that would have been missed without 12-
core biopsy. Conclusions: Omitting fusion or 12-core biopsy for PI-RADS v2 lesions
would have resulted in a missed CSC in 11% or 6% of patients from 2016-20, re-
spectively. The combination of MRI/US-guided fusion biopsy and systematic 12-core
biopsy increased detection rate of CSC. These results are in the setting of a continuous,
multi-disciplinary quality assurance program and results are not necessarily applicable
to other healthcare systems. Research Sponsor: None.

All
Patients

Fusion +/12 core
+

Fusion -/12 core
+ Fusion +/ 12 core - Fusion -/ 12 core -

Total
positive

Any PCa 50 (35%) 8 (5%) 22 (15%) 62 (44%) 80/142
CSC 30 (21%) 9 (6%) 15 (11%) 88 (62%) 54/142
2016-2018
Any PCa 34 (40%) 4 (5%) 11 (13%) 37 (43%) 49/86
CSC 20 (23%) 6 (7%) 8 (8%) 52 (60%) 34/86
2018-

2020
Any PCa 16 (29%) 4 (7%) 11 (20%) 25 (45%) 31/56
CSC 10 (18%) 3 (5%) 7 (13%) 36 (64%) 20/56

278 Poster Session

Biomarker testing patterns and use of targeted therapy in Medicare Fee-
for-Service (FFS) beneficiaries newly diagnosed with metastatic non-
small cell lung cancer (mNSCLC). First Author: Anik Patel, Amgen, Global
Health Economics, Thousand Oaks, CA

Background: The number of targeted therapies approved for treatment of
mNSCLC has increased over the past 5 years. Strategies to identify eligible
patients with actionable mutations for targeted therapy include simultaneous
testing of $ 2 genes via next generation sequencing (NGS) or multiple si-
multaneous gene testing (MSGT) and sequential single gene testing (SSGT).
Current clinical practice guidelines strongly recommend broad molecular
profiling in all patients for the simultaneous assessment of multiple genes,
including EGFR, ALK and ROS1, that may have potential roles in cancer de-
velopment. Limited real-world (RW) evidence is available describing the up-
take of these strategies and receipt of targeted therapy. Methods: Medicare
beneficiaries age 65 years or older, newly diagnosed with mNSCLC and tested
for mutations of interest in mNSCLC (ALK, EGFR, ROS1, BRAF, HER2, KRAS,
MET, NTRK, RET) from July 2014 - June 2018 were identified using Medicare
FFS claims (100% sample) linked to biomarker results in PROGNOS NSCLC
Explorer. Patients were followed from date of first metastatic diagnosis and
stratified by line of therapy, testing strategy, and year of mNSCLC diagno-
sis. Those testing positive for an actionable biomarker were identified and
then segmented by timing of receipt of a subsequent targeted therapy.
Results: 12,272 beneficiaries met inclusion criteria: median age: 75 years,
51% were female, 86% white. Among mNSCLC patients with at least one
biomarker test result, EGFR and ALK mutation status were the most com-
monly tested and reported in 85% and 63% respectively. Overall, 1540
(12.5%) tested positive for EGFR, ALK or ROS1. The relative use of NGS or
MSGT vs. SSGT for biomarker testing increased over time, from63% in 2014 to
80% in 2018. During this period, 789 patients were identified as having at least
one positive biomarker test result prior to initiating 1L therapy: 635 were
identified via NGS or MSGT while 154 were identified via SSGT. Despite a
positive test for mutations of interest, only 292 patients received a targeted
drug at 1L. Conclusions: This RW study of mNSCLC patients demonstrates an
increasing trend to test patients for multiple biomarkers at once via NGS or
other MSGT methods. The number of patients receiving appropriate targeted
therapies was low, suggesting the need to address the barriers to adminis-
tration of guideline-recommended therapy. Research Sponsor: Amgen.

279 Poster Session

Impact of 12 months of immunotherapy for metastatic cancer patients on
oncology workload. First Author: Victoria Andreotti, Department of Medicine,
University of Udine and Department of Oncology, University Hospital of Udine,
Udine, Italy

Background: In the last years, the introduction of immune checkpoint inhibitors (ICI) in
clinical practice translated into major changes in oncology workload. We conducted a study
aimed to estimate the shift in workload generated, within 1 year of first consultation, by any
new metastatic cancer patient receiving ICI at the Oncology Department of the Academic
Hospital of Udine, Italy. Methods: We collected from our electronic accountability system
data all new cases of metastatic cancer between 01.01.2017 and 31.12.2018, leading to at
least a second clinical episode (treatment sessions, unplanned presentations, hospitali-
zations, re-evaluations, follow-up, and inpatient oncology advices) during the following
year. Patients (pts) were divided into those receiving ICI (anti-CTLA4/PD1/PDL1) versus pts
receiving other treatments. Mean number per patient and standard deviation were cal-
culated for clinical episodes, and the mean numbers in each group were compared using
Student’s t-test (significance p,0.05). Follow-up continued until 31.12.2019. Results: 969
pts were included: 115 were treated with ICI, 854 received other treatments. In the first
group a greater number of treatment sessions, re-evaluations and unplanned presentations
was generated, with a statistically significant increased workload. On the other hand, pts
receiving other treatments generated a greater workload in terms of follow-up. In detail,
data are reported in Table. Conclusions: ICI have transformed the oncology landscape,
leading to longer lasting treatment periodwith emerging toxicities. Estimating theworkload
generated by ICI is crucial for the implementation of more sustainable systems and for
planning clinical activities. Mean number of clinical episodes in the first year of treatment
with ICI for metastatic disease. Mean number per patient is represented by mean value and
standard deviation (SD). Total number of clinical episodes is shown (N=). Data are reported
for ICI versus other treatments group. Research Sponsor: None.

Metastatic
disease

Treatment
sessions

Follow-
up

visits Hospitalizations

Inpatient on-
cology
advices

Re-
evaluations

Unplanned
presentations

Total
n° of

patients

Other cancer 6.83 0.83 0.73 0.58 1.88 1.51 854
treatments (SD 6.48) (SD

1.24)
(SD 1.58) (SD 1.09) (SD 1.77) (SD 2.63)

total episodes
(N=10548)

N=5829 N=711 N=623 N=493 N=1605 N=1287

Immunotherapy 9.59 0.63 0.61 0.60 2.55 2.19 115
total episodes (SD 5.99) (SD

0.99)
(SD 1.04) (SD 1.36) (SD 1.87) (SD 2.42)

(N=1859) N=1103 N=72 N=70 N=69 N=293 N=252
P value <0.0001 0.0432 0.2784 0.8641 0.0002 0.008
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Real-world evidence for U.S. Food and Drug Administration-approved
oncology products, 2015 to 2020. First Author: Bhakti Arondekar, Pfizer
Inc., New York, NY

Background: Since the 21st Century Cures Act, there has been growing in-
terest in using real-world evidence (RWE) to support regulatory filings for new
drugs and indications. The goal of this study was to provide a comprehensive
source of RWE use cases of U.S. Food and Drug Administration (FDA) ap-
provals for oncology products. Methods: A systematic review of FDA new
drug applications (NDAs) and biologics license applications (BLAs) from 1/
2015-2/2020 for approved oncology products was performed. Data on the
RWE study were extracted (data source, study design, statistical methods,
results), and corresponding FDA comments were synthesized to identify
patterns of the FDA’s review. Results: We identified 102 NDAs and BLAs, 8
(8%) of which included RWE, all post-Cures Act (see Table). RWE supporting
avelumab, axicabtagene ciloleucel, and avapritinib were received positively
and used by the FDA in their approval decision. RWE results were used to
provide contextualization to the pivotal trial, rather than statistical com-
parison. Common data sources included Flatiron (38%) and chart reviews
(38%). FDA critiques included lack of a priori study protocol, incomparability
with the pivotal trial population and endpoints, and uncontrolled confounding.
Conclusions: There have been few examples of RWE in oncology submis-
sions, and most served to complement clinical trial results. To meet FDA
standards, RWE studies should be clearly designed and discussed with the FDA
and include robust methods to minimize bias. Research Sponsor: Pfizer.

Avelumab
2017

Axicabtagene
ciloleucel 2017

Lutetium Lu 177
dotatate 2018 Entrectinib 2019 Erdafitinib 2019

Selinexor
2019

Avapritinib
2020

Tazemetostat
2020

RWE study
design

Retrospective review of
electronic health rec-
ords and chart review

Meta-analysis of
trial and obser-
vational data

Retrospective
analysis of Ex-
panded Access

Program

Analysis of Flatiron
Health Analytic
Database (FHAD)

Analysis of Flatiron-
Foundation Medicine Inc.
Clinico-Genomic Database

Analysis of
FHAD

Retrospective
chart review

Retrospective
chart review

RWE
primary
endpoint

Overall response rate
(ORR)

ORR, complete
response, over-
all survival (OS)

ORR Time to treatment
discontinuation

OS, tumor response, dis-
ease control rate

OS ORR ORR
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Real-world outcomes among patients with epidermal growth factor recep-
tor (EGFR)mutated non-small cell lung cancer treatedwith EGFR tyrosine
kinase inhibitors versus immunotherapy or chemotherapy in first-line
setting. First Author: Daniel Simmons, AstraZeneca plc, Gaithersburg, MD

Background: While EGFR tyrosine kinase inhibitors (TKIs) are the NCCN-
recommended first-line (1L) therapy for non-small cell lung cancer (NSCLC) pa-
tients (pts) with EGFR mutation (EGFRm), many pts initiate immunotherapy (IO) +
chemotherapy (chemo) prior to receiving EGFRm test results. This study assessed
clinical outcomes associated with initiating EGFR-TKI vs other therapies in stage IV
EGFRm NSCLC.Methods: A retrospective study was conducted in adults with stage
IV EGFRm NSCLC who initiated 1L EGFR-TKI, IO (+ chemo), or chemo alone from 5/
2017-12/2018, using Flatiron Health Electronic Health Record data. Treatment pat-
terns were characterized with respect to timing of EGFRm test results. Kaplan-Meier
analysis and log-rank tests were used to evaluate the median duration of therapy
(DoT) and time to next therapy (TTNT), as proxies for progression-free survival.
Adjusted hazards ratios (HR) and 95% confidence intervals (CI) representing the
effect of 1L therapy on the risk of discontinuing treatment or death (DoT) and the risk
of initiating second-line therapy or death (TTNT) were reported from multivariable
Cox proportional hazards models controlling for differences in demographics,
smoking history, histology, cancer stage, ECOG score, NCI index, time from diagnosis
to 1L initiation, and year of 1L initiation, across treatment arms.Results: Among593
study pts,mean agewas 67.5 years and65.4%were female. EGFR-TKIwas used as 1L
therapy for 77.2% of pts (n=458), IO in 13.3% (n=79) and chemo in 9.4% (n=56).
7.2% of EGFR-TKI pts, 54.4% of IO pts, and 57.1% of chemo pts initiated 1L before
receiving EGFRm test results. Compared to pts on IO and chemo, pts on EGFR-TKI had
longer median DoT (EGFR-TKI: 8.7 months [mo]; IO: 4.8 mo; chemo: 3.0 mo, p,0.01)
and median TTNT (EGFR-TKI: 12.3 mo; IO: 6.5 mo; chemo: 4.0 mo, p,0.01). Adjusted
analyses showed that compared to pts on IO or chemo, pts on EGFR-TKI had sig-
nificantly lower risk of discontinuing therapy or death (DoT) and initiating second-
line therapy or death (TTNT) (Table). Conclusions: Substantial numbers of pts
initiated IO + chemo in 1L and EGFR-TKI was associated with better clinical outcomes
than IO + chemo, suggesting the importance of adhering to NCCN-recommended
therapy for stage IV EGFRm NSCLC pts. Research Sponsor: AstraZeneca.

Association between 1L therapy and real-world clinical outcomes.

DoT TTNT

HR 95% CI HR 95% CI

EGFR-TKI vs IO 0.49 0.34-0.70 0.12 0.05-0.29
EGFR-TKI vs chemo 0.20 0.13-0.33 0.36 0.21-0.60
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Utilization of anti-HER2 regimens among HER2-positive metastatic
breast cancer patients. First Author: Sandhya Mehta, Daiichi Sankyo Inc,
Basking Ridge, NJ

Background: HER2-positive (+) metastatic breast cancer (mBC) has a poor
prognosis and many patients require multiple lines of HER2 targeted regimens.
This study aims to examine the treatment sequencing of anti-HER2 regimens for
HER2+ mBC among Medicare beneficiaries.Methods: A retrospective study was
conducted using linked 1999-2016 Surveillance, Epidemiology, and End Results
(SEER) cancer registries and Medicare claims. Adults patients who had mBC
diagnosis, HER2+ status documented in SEER or claims of $1 anti-HER2 drug,
continuous enrollment in Medicare from the date of mBC diagnosis until end of
study period/death, and 2 anti-HER2 regimens with or without chemotherapy (Ch)
or hormonal therapy (HT) were included. Discontinuation of anti-HER2 regimen
was defined as the absence of claims for all anti-HER2 drugs for .60 days, or
initiation of a different anti-HER2 drug. Re-initiation of the same regimen
after .60 days was considered as a new regimen. The first two anti-HER2
regimens and subsequent therapies were summarized. Results: 804 patients
with 2 anti-HER2 regimens were included. Trastuzumab (T) based regimen (de-
fined as: T6Ch/HT; without other anti-HER2 drugs) was the most common 1st
regimen (82%), followed by T+ pertuzumab (P) (14%) and lapatinib (L) (3%). For
the 2nd regimen, T (52%) was most common, followed by T+P (18%), L (11%),
trastuzumab emtansine (T-DM1) (11%) and T+L (7%). After a 2nd regimen, 578
(72%) initiated a subsequent therapy, with over half switching to non-targeted
therapies [52%; HT alone (35%), Ch6HT (17%)] followed by T (17%), T-DM1 (12%)
and T+P (7%). Among those with subsequent therapy, 2 T-based regimens fol-
lowed by HT alone (21%) was the most common sequence. After the 1st regimen,
52% patients reused the same anti-HER2 drugs in the 2nd regimen, 21% added
another anti-HER2 drug and 27%switched to a different anti-HER2 regimen. After
the 2nd regimen, 14% reused anti-HER2 drugs and 6% added another anti-HER2
drug, 25% switched to a different anti-HER2 regimen; 15% reused anti-HER2
drugs from the 1st regimen. Conclusions: Trastuzumab based regimen was the
mainstay of anti-HER2 drug regimens during the study timeframe. Despite
availability of multiple anti-HER2 drugs, reuse of prior anti-HER2 drugs and
switching to non-targeted therapies alone were common after using 2 anti-HER2
regimens. These findings underscore the unmet needs in later lines of therapy.
Recently approved anti-HER2 agents may provide additional treatment options
for pre-treated HER2+ metastatic breast cancer patients. Research Sponsor:
Daiichi Sankyo, Inc. & AstraZeneca, Plc.
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An evaluation of administrative data linkage for measurement of real-
world outcomes of large clinical panel sequencing for advanced solid
tumors. First Author: Ramy Saleh, McGill University Health Center,
Montreal, QC, Canada

Background: There is limited real-world evidence of impact of large clinical
panel sequencing on treatment-matching for patients with advanced solid
tumors. The province of Ontario has a single payer, publicly funded health care
system. We linked genomic testing results from a prospective province-wide
trial, OCTANE (Ontario-Wide Cancer TArgeted Nucleic Acid Evaluation), to
administrative data to determine the feasibility of this approach for evaluating
survival and the impact of sequencing on treatment matching. Methods: We
linked all Ontario patients from Princess Margaret (PM) with panel testing
results (tumor-only 555-gene panel) to province-wide administrative data on
treatments and outcomes. Patients were recruited from August 2016 to
August 2018. Only clinically actionable variants based upon OncoKB anno-
tation (Level 1 and 2) were assessed for genotype-informed treatment
matching. Results: All 888 eligible patients were successfully linked to ad-
ministrative data. Mean age was 58 (613) years, 635 (71.5%) were female.
Most common disease sites were ovary (26.4%), uterus (14.0%), colorectal
(11.8%) and breast (9.5%). Administrative data vital status wasmore complete
than trial collected data with 262 of 476 deaths only recorded in adminis-
trative data. Median survival was 1.70 years (95% confidence interval 1.50-
1.91). 247 (27.8%) had actionablemutations, most commonly PIK3CA (54.7%),
BRCA1 (15.8%), BRCA2 (15.0%) and BRAF (8.9%). 37 (15.0%) and 42 (17.0%)
patients with actionable mutations received targeted therapy within 6 and
12 months of test report date, respectively. Conclusions: This is the first
known feasibility study of linked administrative data to measure outcomes of
large clinical panel sequencing for patients with advanced solid tumors. Vital
status was more complete with administrative data compared to trial-
collected data, and treatment data was successfully linked. About one in
twenty-one enrolled patients received genome-informed treatments within
12 months, or about one in six of all patients with actionable mutations. This
may be due to short interval follow up, trial and drug access, successful
standard of care treatments, early patient deterioration or limited alterations
covered by the panel, among other causes. Research Sponsor: Ontario In-
stitute for Cancer Research (OICR).
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284 Poster Session

Saving the best to the last: Can we wait for second-line? First Author:
Renana Barak, Institute of Oncology, Tel Aviv Sourasky Medical Center, Tel
Aviv, Israel

Background: A common perception of some oncologists is that the vast
majority of their patients with metastatic disease will receive second-line
treatment upon progression. Therefore, “saving” good treatment options for
the future may be acceptable. We aimed to examine whether this perception
correlates with real-life. Methods: Using an oncology electronic database,
consisting of .27,000 patients treated at our institution, we selected con-
secutive patients with metastatic or locally advanced lung, colon, pancreatic,
bile duct and gastric cancers who started standard first-line. We then assessed
the correlation between proceeding to second-line therapy and demographic
and clinical variables, including age, gender, initial performance status, BMI,
hemoglobin, WBC, creatinine, glucose, calcium, as well as duration on first line
therapy and survival. Results: A total of 492 patients met the inclusion
criteria. Their median age was 67 and 285 were men. Their diagnoses were
colon (169), lung (102), pancreas (101), bile duct (65) and gastric (55) cancers.
Only 52% (255) received second-line treatment for at least 30 days (36%
colon, 26% lung, 18% pancreas, 9% bile duct and 11% gastric). Receipt of
second-line therapy was associated with disease site (P=0.001) as well as with
age, with patients who received second-line being 5 years younger compared
to thosewho did not (64 vs. 69 years, P=0.004). Patients who reached second-
line had better performance status and higher hemoglobin level at presen-
tation, additionally their median duration on first-line chemotherapy was
substantially longer (P,0.007 for all comparisons). Survival of patients not
starting second-line was significantly shorter across all tumor types (19.8 vs
6.5 months P=0.001). General deterioration and toxicity were the major
reasons for avoiding second-line therapy at progression, 43% and 30% re-
spectively. Conclusions: These real-life data indicate that only half of the
patients starting standard doublet or triplet treatment for advanced cancers
will commence second-line therapy; and this can be hardly predicted in ad-
vance using standard clinical and laboratory characteristics. Our data chal-
lenge the practice of saving good treatment options for subsequent lines, and
call for the development of tools enabling prediction of response and toler-
ance to treatment, pursuing for better patient selection and patient-tailored
therapy. Research Sponsor: None.

285 Poster Session and Poster Highlights Session; Displayed in Poster
Session

Disparities in COVID-19 severity and risk of death in cancer patients:
Experiences from a U.K. cancer center. First Author: Beth Russell, King’s
College London, Division of Cancer Studies, Cancer Epidemiology Group,
London, United Kingdom

Background: There has been widespread evidence emerging regarding dispar-
ities between COVID-19 outcomes in patients of varying ethnicities and back-
ground. It is, however, unclear howvarious patient characteristics affect COVID-19
severity and risk of death in a cancer population. Methods: Our Cancer Centre
was at the epicentre of the COVID-19 outbreak in the UK. A total of 156 cancer
patients had a confirmed COVID-19 diagnosis between the 29th of February
through the 12th of May 2020. Logistic/Cox proportional hazards models were
used to identify which demographic and/or clinical characteristics were associ-
atedwith COVID-19 severity/death. The regressionmodels were defined through a
directed acyclic graph (DAG) to decide upon theminimal adjustments required for
each statistical model.Results: Of the 156 COVID-19 positive cancer patients, the
most frequently reported tumour types were urological/gynaecological (29%),
followed by haematological (18%) and breast (15%). 128 (82%) presented with
mild/moderate COVID-19 and 28 (18%) with severe disease. Initial diagnosis of
cancer.24mbefore COVID-19 (OR:1.74 (95%CI: 0.71-4.26)), presentingwith fever
(6.21 (1.76-21.99)), dyspnoea (2.60 (1.00-6.76)), gastro-intestinal symptoms (7.38
(2.71-20.16)), or higher levels of CRP (9.43 (0.73-121.12)) were linked with greater
COVID-19 severity. During median follow-up of 37 days, 34 patients had died of
COVID-19 (22%). Asian ethnicity (3.73 (1.28-10.91), palliative treatment (5.74 (1.15-
28.79), initial diagnosis of cancer.24m before (2.14 (1.04-4.44), dyspnoea (4.94
(1.99-12.25), and increased CRP levels (10.35 (1.05-52.21)) were positively asso-
ciated with COVID-19 death. Socioeconomic status (SES) was not found to be
associated with either COVID-19 severity or risk of death. We will present updated
data with more mature follow-up. Conclusions: In cancer patients, Asian eth-
nicity was found to be positively associated with COVID-19 death compared to
Caucasian patients. However, SES was not associated with COVID-19 severity or
risk of death thereby implying this was not due to poor access to healthcare.
Future studies hence need to identify the underlying biological and/or societal
reasons explaining these ethnic disparities in COVID-19 outcomes for cancer
patients. Research Sponsor: National Institute for Health Research (NIHR)
Biomedical Research Centre (BRC) based at Guy’s and St Thomas’ NHS
Foundation Trust and King’s College London (IS-BRC-1215-20006), Cancer
Research UK King’s Health Partners Centre at King’s College London and Guy’s
and St Thomas’ NHS Foundation Trust Charity Cancer Fund.

286 Poster Session

Real-world utilization of quality-of-life data: Perspectives from commu-
nity oncology providers. First Author: Bruce A. Feinberg, Cardinal Health,
Dublin, OH

Background: Quality of life (QoL) is commonly assessed in oncology clinical
trials. However, it is unclear if oncology healthcare providers (HCPs) perceive
value in these metrics or if they impact clinical practice. We sought to
assess the real-world utilization of QoL data and barriers to its adoption
among US community oncology providers. Methods: Medical oncologists/
hematologists, and advanced practice providers (APPs) participated in a
survey to assess their perceptions and the utility of QoL data for routine
practice during a live meeting in September 2019. Responses were captured
via a web-based premeeting survey and an audience response system during
the live meeting. Participant characteristics and responses were summarized
using descriptive statistics. Results: A total of 71 HCPs (51 physicians and 20
APPs) participated. Regarding perceptions of QoL in oncology, 50% of
physicians and 32% of APPs reported aligning with the sentence “It is im-
portant to haveQoL, but efficacy is obviously themost critical endpoint.”HCPs
reported that QoL may outweigh overall survival (OS) in certain clinical
scenarios, such as in end-of-life (81%), frail patients (67%), or metastatic
tumors (62%). When selecting between two agents with similar efficacy,
safety was the most important factor (78%), followed by QoL (40%). 64% of
physicians utilized aggregate QoL data from registrational trials or real-world
studies to keep informed about QoL of different treatments, while 69% of
APPs relied on their personal or practice experiences. 85% of physicians and
84% of APPs responded that it is important to perform formal QoL assess-
ments during routine patient visits. 88% of HCPs expected that QoL/patient-
reported outcomes (PRO) collection will increase their workload. Patient
burden (58%) and provider resources (43%)were other barriers for QoL/PRO
collection. HCPs were largely split regarding their understanding of QoL
versus PRO, with 34% reporting that PRO was a subset of QoL and 28%
reporting that QoL was a subset of PRO.Conclusions: Efficacy and safety are
prioritized as clinical endpoints among oncology HCPs; however, there are
certain clinical scenarios where QoL may provide more impactful data for
HCPs in managing patients. Barriers remain to successful collection of QoL,
and there is a need for further education among HCPs regarding PROs and
QoL. Research Sponsor: Cardinal Health.

287 Poster Session

Evaluation of outpatient cancer rehabilitation for upper extremity func-
tioning for individuals with breast cancer. First Author: Mackenzi Pergolotti,
The University of North Carolina at Chapel Hill, Chapel Hill, NC

Background: Specialized cancer rehabilitation is recommended for individ-
uals with breast cancer from diagnosis throughout survivorship to mitigate
the negative acute, late and lasting effects of cancer and cancer treatment on
upper extremity functioning. However, evidence supporting the impact of
community-based outpatient rehabilitation services is lacking, especially for
older adults. Methods: Individuals with breast cancer attended cancer-
specialized outpatient physical or occupational therapy provided by a sin-
gle institution withmultiple locations across the US in 2019, and completed the
Quick DASH (Disabilities of the Arm, Shoulder and Hand). From de-identified
rehabilitation records, we abstracted patient and therapy characteristics,
Quick DASH scores and therapy satisfaction scores (0-10 point scale) for
individuals with a history of breast cancer (identified by ICD code). We used
descriptive statistics to summarize characteristics, paired samples t-tests to
evaluate Quick DASH scores from initial evaluation (pre) and discharge (post)
therapy, and independent samples t-test to comparemean pre-post difference
for individuals younger than 65 ( , 65) versus 65 and older ($ 65).
Results: Patients (N= 556) were 60.56 6 12.24 (range = 31.52-89.95) years
old and predominantly female (n= 551, 99.1%). They attended cancer reha-
bilitation (Physical: n= 477, 85.8%, Occupational: n = 79 (14.2%)) for a median
of 8 (IQR= 5.0 – 13.0) sessions over 8.97 6 7.57 (range = 0.71-47.7) weeks.
Average pre-post change in Quick DASH score (-13.51) was significant (p, .01)
and exceeded the validated minimal clinically important difference (-11.20).
There was no significant difference between average pre-post change for
Quick Dash scores between , 65 (n = 334, 60.1%) and$ 65 (n = 222, 39.9%)
groups (-15.84 vs. -10.01, p = .07). Therapy satisfaction was rated high (median =
10.0, IQR = 10.0-10.0). Conclusions: Specialized rehabilitation for individuals
with breast cancer was associated with statistically and clinically significant
improvement in upper extremity function and high rates of satisfaction.
Older adults demonstrated benefits similar to younger adults. These find-
ings add to the growing evidence for specialized outpatient cancer reha-
bilitation. Research Sponsor: None.
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289 Poster Session

Digital engagement preferences of individuals aged 65 and older with
cancer. First Author: Matthew Allison, Pack Health, Birmingham, AL

Background: Recent reviews suggest that digital solutions play a prominent
role in the context of geriatric oncology. While interventions ranging from
remote monitoring to nutrition and physical activity support have demon-
strated feasibility in older adults (aged 65 and older), little is known about
facilitators and barriers to eHealth uptake in older adults diagnosed with
cancer. Insights into the digital engagement preferences of older adults with
cancer may help to inform which platforms may be best aligned to optimal
engagement and outcomes. Methods: A retrospective analysis was con-
ducted to examine patient engagement preferences (phone, text and/or email)
among older adults with cancer enrolled in a digital health coaching program.
Descriptive statistics were used to summarize patient characteristics. Chi-
square tests were used to evaluate differences in patient engagement pref-
erences by race. Results: Of 513 individuals, the majority (n = 308; 60%)
preferred information be provided by phone, email and text, while 20% (n =
105) requested content by phone and text only. Less than 10% of the sample
requested content via phone only (n = 45; 8%), phone and email, (n = 31; 6%),
email only (n = 11, 2%), or by email and text (n = 9; 2%). Interestingly, adults
aged 65 and older had a significant predisposition to phone only communi-
cation (8.77%) compared to 2.25% in the general oncology population (p ,
0.001). Among adults aged 65 and older with a phone preference, there were
on average 8.39 calls over the course of the program with an average of 9.51
minutes per call over the course of 12-weeks. For those with text message
preference, there were an average of 14.17 outbound and 8.30 inbound texts
over the 12-week engagement, and for those with email preference a 62.38%
open rate was observed. Retention over a three month coaching period was
highest among those engaged via phone, text and email (56.17%), and email
only (54.55%). Race was significantly related to engagement preference, with
black members twice as likely (p, 0.001) to choose phone and text, and three
times as likely (p , 0.001) to choose phone only compared with white
members. However, no differences emerged between race and retention.
Conclusions: Engagement preference was associated with differences in
retention and race. Our results highlight the importance of offering different
mechanisms for patient engagement and the need for attention to specific
demographic differences such as race, which may impact access to and
preference for engagement types when employing digital health solutions for
older adults with cancer. Research Sponsor: None.

290 Poster Session

Oncologist experiences regarding patient-recorded clinical encounters:
Implications for the patient-doctor relationship. First Author: Rachel
Jimenez, Massachusetts General Hospital, Boston, MA

Background: The high prevalence of smartphone use means that most pa-
tients can easily audio record medical consultations. Oncologists’ attitudes
towards recording visits are unknown yet may impact patient care.
Methods: Amail survey of oncologists practicing at 5 U.S. Alliance for Clinical
Trials in Oncology sites collected information on clinicians’ beliefs, prefer-
ences, and practices regarding patient-initiated recordings, along with soci-
odemographic and practice characteristics. Descriptive statistics and
bivariate analyses were calculated. Results: Of 523 eligible oncologists, 352
(67%) completed the survey. Median age was 47 years, 33%were female, and
86% worked in an academic setting. 53% were medical oncologists, 30%
surgical oncologists, and 17% radiation oncologists. Virtually all (93%) re-
ported experience with patients recording visits, 79% at least weekly. The
majority (74%) perceived that patients record visits in order to help under-
stand treatment choices. While 79% reported that they “always” agree to
recordings, 26% reported discomfort. Nearly one-third (29%) reported
concerns about liability, 26% felt recording made discussion less natural, and
18% felt recording changed the way they conveyed information. Although
86% agreed that patients have the right to record visits, nearly all felt
physician permission was required and 53% reported having been previously
recorded without permission. Only 51% believed recording had a positive
impact on the patient-doctor relationship. One-quarter (28%) felt that re-
cording led to a less detailed conversation and 33% felt it contributed to
avoidance of difficult topics, such as prognosis. Most preferred the patient/
family taking notes or having access to a written summary. Views did not vary
significantly based on practice setting, specialty, or region of the country.
Older age and greater years in practice were associated with both greater
comfort with recording and the perception that recording has a positive
impact on the patient-doctor relationship (p , 0.001). Conclusions: While
most oncologists report comfort with audio recording and recognize benefits
for patients, a substantial minority have reservations about its impact on
clinical discussions and their liability exposure. Adopting clear institutional
policies about recording could help address some concerns, such as surrep-
titious recording, while ensuring that patients’ interests are served. Research
Sponsor: The Greenwall Foundation.

291 Poster Session

Use of BRCA testing among patients diagnosed with pancreatic cancer:
Analysis of commercial claims database in the United States. First Author:
Gboyega Adeboyeje, Merck & Co., Inc., Kenilworth, NJ

Background: The role of BRCA testing to guide the course of pancreatic
cancer treatment has evolved in the last couple of years. In December 2019,
FDA approved the first PARP inhibitor for pancreatic cancer. However, little is
known about the use of BRCA testing among pancreatic cancer patients. This
study assessed the trend in the prevalence of BRCA testing and predictors of
receiving a BRCA test among newly diagnosed pancreatic cancer patients.
Methods: The study assessed 2012-2018, Optum Clinformatics Datamart
database. Patients newly diagnosed with pancreatic cancer, continuously
enrolled in a health plan for $6 months before and after diagnosis were in-
cluded in the study. Claims for BRCA testing were identified after diagnosis
using HCPCS, ICD-9/10 procedure, and LOINC codes. The prevalence of BRCA
testing was calculated for patients diagnosed in each year from 2012-2017.
Multivariable logistic regressionwas used to assess predictors of BRCA testing
controlling for sociodemographic and clinical factors.Results: Froma total of
5,339 pancreatic cancer patients included, 293 (5.5%) patients received a
BRCA test. The prevalence of BRCA testing increased from 1.2% in 2012 to
7.7% in 2017. Of patients receiving a BRCA test, 198 (67.6%) were tested
within 1 year of diagnosis. The median time to receive a BRCA test from di-
agnosis was 158 days (mean: 269.1 days). Results from logistic regression
indicated that younger age at diagnosis (eg.18-44 years versus $75 years,
odds ratio [OR] = 3.24), diagnosis in recent years (eg. 2017 versus 2012, OR =
6.86), presence of metastasis (OR = 1.86), family history of cancer (OR = 2.26),
plan type (point of service versus health maintenance organization, OR = 2.31)
and Charlson comorbidity index score (0 vs $3, OR = 1.87) significantly (p ,
0.05) increased odds for receiving BRCA test. The odds for the BRCA test did
not vary statistically significantly by gender (female, OR = 1.25), insurance type
(commercial versus Medicare Advantage, OR = 0.90), and census region (eg.
Northeast versus West, OR = 1.03). Conclusions: The prevalence of BRCA
testing among pancreatic cancer patients was low but increased steadily over
time. Several demographic and clinical factors were associated with the use of
BRCA testing among pancreatic cancer patients. Research Sponsor: Merck &
Co.,Inc.
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Review of time to treatment for head and neck cancer patients at a rural
Maine cancer center. First Author: Antoine Joseph Harb, Northern Light
Cancer Institute, Brewer, ME

Background: Time to Treatment (TTT) for head and neck (H&N) malignancies
were reviewed for all patients treated at Northern Light Cancer Institute, from
2013 to 2017. A total of 297 cases were identified.Methods: TTT was defined
as time of tissue diagnosis by biopsy to the first treatment day. Data was
compared to a comprehensive study of 51,655 cases conducted by Murphy
et al (JCO, 34; 2, Jan 10, 2016). Median days to treatment were compared by
tumor site and treatment modality. Comparison of the distribution of cases
where TTT exceeded the critical time point of 67 days (determined byMurphy)
was also made. The primary mode of treatment was a combination of che-
motherapy and radiation (concomitant) in 39.5% of patients. Other treatment
modalities included radiation only (17.2%), and surgery, either as stand-alone
treatment, or followed by subsequent additional treatment (32.4%). These
treatment modalities comprise 89.1% of all cases. Results: We identified 82
(27.7%) patients with oral cancer, 99 (33.5%) with oropharyngeal malignancy
and 92 (31.1%) with laryngeal cancer. Median TTT was 40 days (compared to
34 days found by Murphy) for chemo-radiation patients, 42 (versus 31) for
radiation only, and 34 (versus 17) for surgery. TTT for surgery patients was
significantly shorter than the other two treatment modalities (p , 0.05).
There were no significant differences in TTT based on primary site. All
comparisons to Murphy (treatment and primary site) were significantly lower
than our median values (p , 0.05). Median TTT over 5 years maintained the
same relationship between the treatment modalities. 29.2% of our patients
were treated within 30 days, 50% from 31-52 days, 10.6% from 53-67 days,
and 10.2% beyond 67 days, compared with 59.5, 23.3, 8.3, and 9% respec-
tively found by Murphy. Conclusions: TTT for H&N cancers has been rela-
tively stable over the 5-year time course examined. The majority of our
patients (50%) are treated in the 31-52 day timeframe compared with the first
30 days (59.5%) with Murphy. Our data suggest similar percentages (10.2
versus 9%) after which patients had poorer outcome. Further efforts should
be entertained to make sure patients are seen sooner in the oncology clinic.
Research Sponsor: None.

293 Poster Session

Optimization of the triage nurse’s time by decreasing time spent on non-
nursing functions. First Author: Jennifer Pugh, Medical Oncology Hematology
Consultants, Newark, DE

Background: Triage nurses are an essential part of the multidisciplinary
management of the oncology patient. Because of the nature of their role, they
spend a significant amount of time performing non-nursing functions,
resulting in a delay in patient care and decreased job satisfaction. This study
will examine whether implementing a central phone triage system and
commensurate process improvements in a large oncology practice will de-
crease the amount of time that the triage nurses spend on non-nursing
functions. Methods: Nine triage nurses at our practice participated in a
survey to obtain baseline data. The survey focused on data regarding the non-
nursing issues that are encountered during the work day. We then developed a
survey for the nurses to determine how much time per 8-hour work day, was
spent on the identified non-nursing functions. A new telephone operator
system was evaluated for suitability and then implemented. With the new
system, the central operator answers all phone calls coming into the practice,
and directs them to appropriate department via a messaging system, thus
eliminating phone calls to the triage nurses’ direct extensions. Two months
after the implementation of this new system, we recollected data to measure
the time spent on the previously identified non-nursing functions. A job
satisfaction survey was collected pre- and post-study. Results: The initial
data collected showed that triage nurses spent approximately 60 minutes per
day on non-nursing functions. These functions included the following: the
amount of time listening to and taking off patient messages, pre-cert issues,
order clarifications and social work issues. The data collected after
implementing a new telephone system showed that this time dropped to
approximately 12 minutes per day, a 78% reduction in non-nursing calls re-
ceived by nurses. Additionally, there was a 7% increase in the triage nurse job
satisfaction. Conclusions: After implementing a new telephone operator
system, the nurses at this large oncology practice were able to better optimize
their time taking care of patient related nursing functions. This improved their
work flow, increased their time performing direct patient care related func-
tions, and increased their overall job satisfaction. During this process, we also
learned the importance of taking triage nurses input to improve their job
function. Further research is recommended to better define the role of the
phone triage nurse with the multidisciplinary care team of complex
hematology/oncology patients. Research Sponsor: None.

294 Poster Session

Identifying resources available to physicians for management of financial
toxicity: A Fellow-driven QI initiative. First Author: Katrina Fischer, Univ of
California Los Angeles, Los Angeles, CA

Background: Insufficient patient-physician cost communication stems in part
from limited physician awareness of actionable interventions when cost issues
arise. Oncologists report low awareness of resources to help patients with
financial toxicity and often feel underprepared to discuss and navigate this
issue. Methods: All oncology fellows (n = 19) at the University of California,
Los Angeles were invited to participate in QI project during the fall of 2019. As
part of the curriculum, fellows were individually paired with an experienced
attending and asked to review a hypothetical case of financial toxicity. The
case described an elderly widow on Medicare, living hours from the cancer
center who was non-adherent to her oral cancer therapy due to high copays.
Participants were asked to identify at least four financial toxicity risk factors in
the case, and to identify resources and strategies that a physician could use
help navigate her financial concerns. A cost-health literacy survey was ad-
ministered at baseline and at the conclusion of the curriculum to evaluate the
impact of the program. Results: Of 19 participants, 16 completed the case
based scenario. Nine categories of risk factors were identified (63% of par-
ticipants identified an insurance issue, 44% lack of social support, 44% drug
cost, 50% fixed income, 50% distance from treatment center, 31% logistical
transportation concern). Physician directed solutions were primarily focused
on three categories: drug cost, insurance issue, and transportation concerns.
Together, an institutional specific financial toxicity tip sheet was generated for
further dispersal at the cancer center. After participation in the intervention,
more fellows agreed/strongly agreed that they could help a patient experi-
encing financial toxicity (62% v 6%, p = 0.005). Conclusions: A focused
intervention can increase awareness of resources and strategies available to
physicians in themanagement of patient financial concerns, whichmay impact
physician engagement with issues of financial toxicity. Standardized educa-
tion programs to further educate physicians on financial toxicity management
strategies is warranted. Research Sponsor: None.

295 Poster Session

Impact of immune assessment on patterns of care in stage II colon cancer.
First Author: Afsaneh Barzi, City of Hope Comprehensive Cancer Center,
Duarte, CA

Background: Approximately 25% of patients with colon cancer are diag-
nosed at stage II. Recommendations for adjuvant chemotherapy and follow-up
for these patients are risk-based, however the benefit of therapy is not
supported by consistent, robust evidence and there are physical and financial
harms associated with adjuvant treatments. Immunoscore is a novel paradigm
for risk refinement through measurement of the immune response to the
tumor. However, the impact of this tool on physician recommendations for
clinical management has yet to be defined. Methods: Medical oncologists
were presented with 10 patient profiles (real-life, de-identified stage II cases
submitted for clinical Immunoscore testing) and queried for their recom-
mendations (adjuvant chemotherapy and frequency of surveillance) via an
online survey. Next, they took part in a live meeting where the Immunoscore
data were introduced and completed the same patient survey, but this time
with the Immunoscore classification (High or Low) assigned. A physician was
counted as influenced by immune response assessment when there was at
least one therapeutic modification (chemotherapy decision or surveillance de-
intensification) after an Immunoscore test result was provided. We hypoth-
esized that a rate of practice change of 30% (H1) would be considered an
impactful result, while 10%would not be impactful (H0). According to A’Hern’s
design with a one-sided alpha of 5% and 80% power, 25 physicians needed to
be included to test the hypothesis. If 6 ormore practice changes ($ 24%)were
observed, the study would be considered positive. Results: Twenty-five
physicians were enrolled, representing a range of practice settings from
academic medical centers, to high-volume hospital networks, to private
community practices; all physicians had experience in treating stage II colon
cancer. On average, physicians elected to change their chemotherapy and/or
surveillance recommendations 56% of the time, therefore the objective of the
study was reached. All but one physician (96%) changed their recommen-
dations for at least one case, while 92% (23/25) changed their preference for
chemotherapy in at least 1 case. The rate of change for chemotherapy pre-
scription was 36% per patient case (range: 7-13 changes). Altered surveillance
strategies were infrequently observed when chemotherapy recommendations
changed. Conclusions: In this physician survey of real-world stage II colon
cancer cases, Immunoscore classification significantly impacted decision-
making. This impact can translate into a significant reduction in non-value
care. Research Sponsor: HalioDx.
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296 Poster Session

Evaluation of a centralized toxicity view in the electronic health record
(EHR) for physician-recorded Common Terminology Criteria for Adverse
Events (CTCAE). First Author: Rebecca Levin-Epstein, Department of
Radiation Oncology, University of California, Los Angeles, CA

Background: Patients’ treatment-related acute and late toxicities are es-
sential clinical data, yet this information is widely dispersed among notes in the
EHR. This lack of structure impedes clinician ability to efficiently and com-
prehensively integrate toxicity information into clinical management. We
aimed to consolidate toxicity data to improve clinician efficiency in accessing
this information, and to evaluate the utility of this tool in radiation oncology.
Methods: We developed an auto-updating flowsheet view (“Synopsis”) in the
Epic EHR that longitudinally integrates physician-graded CTCAE toxicity se-
lected using a SmartForm embedded in EHR notes. Physicians timed them-
selves performing 4 tasks to assess acute and post-treatment toxicity
information for patients seen in follow-up, alternating with vs. without use of
Synopsis. Wilcoxon Rank-Sum testing compared recorded task times with and
without Synopsis. A survey was sent to physicians regarding qualitative utility
of Synopsis. Results: Six physicians reviewed 98 patients seen in follow-up
(49 with Synopsis, 49 without Synopsis) at median 8.1 months (Synopsis) and
6.5 months (no Synopsis) since completion of radiation (p = 0.88). Use of
Synopsis was associated with significantly faster assessment of: overall
toxicity history (median 50 vs. 93 seconds, p = 0.0007), highest acute toxicity
during treatment (median 19 vs. 40 seconds, p = 0.0002), highest post-
treatment toxicity (11 vs. 65 seconds, p , 0.0001), and longitudinal review
of a single symptom (8 vs. 61 seconds, p, 0.0001). Among 10 physician survey
respondents, 100% reported that Synopsis improved efficiency and 30%
reported it led to a change in management. All physicians felt it was important
to understand a patient’s toxicity history, but 80% reported that time required
with the note-based EHR structure was prohibitive; with use of Synopsis, 90%
reported that this task was now feasible. Specific domains most improved
included ability to: identify high-grade toxicities (100%), contextualize new
symptoms (80%), summarize treatment-related toxicity (80%), navigate in
the EHR to a time of high-grade toxicity (60%), evaluate the success of an
intervention (30%), and decide whether to discuss a reported new symptom
(30%). Conclusions: A centralized toxicity view in the EHR improves clinician
efficiency in evaluating longitudinal toxicity data and enhances clinician ability
to comprehensively integrate toxicity information into patient care. Research
Sponsor: UCLA Health Resident Informaticist Program.

297 Poster Session

Mobile health tool for monitoring cancer treatment complications. First
Author: Amit Sanyal, SSM Health Cancer Care, Madison, WI

Background: Side effects after cancer treatment are ubiquitous, seen in up to
98.3% of patients in one Phase III lymphoma trial. Additionally, cancer pa-
tients are at a greater risk of mortality from infections such as coronavirus
disease 2019 (COVID-19), prompting recommendations for routine screening.
Current care delivery model, reliant on self- triaging of symptoms by patients
results in delayed management and avoidable emergency room visits and
hospitalizations. Technology based symptom monitoring allows early identi-
fication of complications, reduces symptom burden, cost of care and enables
early detection of relapse. We studied utility of amobile-health tool for toxicity
monitoring and COVID-19 screening. Methods: We developed an application
that periodically delivers disease specific toxicity questionnaires to patients
following cancer treatment. Based on NCI- PRO-CTCAE form builder, the
questions are delivered through SMS or e-mail. Responses crossing pre-
specified thresholds are flagged for manual care team follow-up. Patient
and staff experience as well as medical interventions are captured.
Results: Currently, 68 patients with different malignancies are enrolled.
Median age 60 years (range 24-85), 35 males, 31 females. 72.35% patients
rated user experience at 4 or higher (1-5 scale, 5 highest). Aggregate provider
rating was 3.25 (1-5 scale, 5 highest). Of 639 captured responses, 157 reported
fatigue, 145 no symptoms, 57 nausea/vomiting or diarrhea, 52 numbness/
tingling and 48 shortness of breath. 76 responses were flagged for nurse
follow-up calls. These resulted in 72 successful outpatient symptom man-
agement, 2 hospitalizations for neutropenic fever, 1 MRI diagnosis of radiation
necrosis and 1 diagnosis of lymphoma progression. 92% of patients received a
follow up within one business day. Median time between response recorded
and follow up completed was 55 minutes. Of 1299 responses recorded by
COVID-19 screening, 1175 reported no symptoms. All positive responses (47
cough, 52 diarrhea, 5 fever and 20 dyspnea) were false positives. Study is
ongoing with recent implementation of a distress screening and survivorship
modules. Conclusions: Electronic capture of symptoms using connected
technology is feasible and can be used to screen cancer patients for treatment
related complications aswell as pandemic related illnesses. Research Sponsor:
None.

298 Poster Session

Initial implementation of an electronic oncology trigger tool for adverse
event detection. First Author: William Lyons, Memorial Sloan Kettering
Cancer Center, New York, NY

Background: In 2009, the Institute for Healthcare Improvement (IHI) con-
ceived the Global Trigger Tool (GTT), a method for identifying adverse events
that relies on correlated clinical documentation, “triggers”, in the medical
record. This method is intended to augment traditional quality of care, data
collection initiatives that primarily depend on voluntary reporting or error
tracking. However, the original trigger tool called for amanual identification of
trigger events and is too broad to be useful in an oncology setting. We
propose a method for the development, selection, electronic extraction and
management of triggers relevant to an oncology setting, with the primary aim
of improving our understanding of the prevalence of adverse events occurring
during an inpatient stay. Methods: Our implementation of an Electronic
Trigger Tool includes three parts: trigger selection, review system develop-
ment, and the chart review process. Through literature review, we developed a
library of 40 oncology-relevant trigger tools. We then selected two pilot
triggers based on expert opinion and a trigger analysis on length of stay, cost,
and patient satisfaction. Next, we developed a web-app that allows reviewers
to automatically receive trigger events. Finally, two clinical professionals
reviewed five trigger events from each trigger for five subsequent weeks.
Results: We selectedNarcan administration (M9) and unexpected/unplanned
ICU admission after non-emergent surgical procedure (S3) as pilot triggers.
Our reviewers each performed a chart review on 25 for each trigger, resulting
in 100 independent reviews. We found that M9 had a positive predictive value
(PPV) of .52 (26 AEs / 50 reviews) and S3 had a positive predictive value of .88
(44 AEs / 50 reviews). We also found that most of these adverse events were
not found by other quality systems. Conclusions: Our pilot of two triggers
demonstrated we can capture adverse events that exist outside known quality
and safety resources on a small scale and with high PPV. We anticipate using
novel trigger information to inform process improvement and quality of care
for patients with cancer at our hospital. Research Sponsor: None.

299 Poster Session

Development of self-management tip sheets for medical oncology and
surgical patients electronically reporting symptoms in the home-care
recovery setting. First Author: Deborah Schrag, Dana-Farber Cancer
Institute, Boston, MA

Background: Patients receiving cancer treatments, including chemotherapy
and surgery, often face immense morbidities. Poor symptom control fre-
quently leads to decreased quality of life and an increased need for acute care
services. For patients undergoing chemo, adverse side effects can deter them
from receiving life-saving therapies. Similarly, poorly managed postoperative
symptoms can delay recovery and timely receipt of adjuvant therapies.
Empowering patients to proactively monitor, electronically report, and ef-
fectively treat symptoms in the home-care setting is critical to improving
clinical outcomes. Methods: Through the NCI’s Moonshot-funded IMPACT
consortium, 6 health systems developed a library of 70 open source symptom
management tip sheets for medical oncology and surgical patients. The study
team went through an iterative process with medical oncologists, surgeons,
practice nurses, health educators, and patient advocates. Careful attention
was paid to minimize the usage of regional dialects or idioms to ensure
scalability and acceptability. The tip sheets achieved passing scores on two
validated healthy literacy and readability tools. Results: Tip sheets were
accessible to patients participating in the novel eSyM (electronic symptom
management) program, a fully EHR-integrated ePRO model.eSyM and the
incorporated tips were deployed at four health systems between fall 2019 and
spring 2020 (Baptist Cancer Center, West Virginia University, Dartmouth-
Hitchcock Medical Center, and Maine Medical Center). Patients enrolled in
eSyM had access to the tip sheet library through their patient portal and could
view them at any time. In addition, after completing an ePRO questionnaire,
patients were given dedicated links to the tips for symptoms they reported.
Each developed tip sheet included 4 sections: 1) things you can do on your own,
2) with over-the-counter medications, 3) with the help of your care team, 4)
when to call your care team for help. This simplified structure allowed patients
to determine how to manage symptoms on their own and when to seek out
assistance. Conclusions: Presenting self-management tip sheets in response
to patient-reported symptoms through a fully integrated patient portal
platform is a novel approach to symptom management. Future efforts will
include deploying the library and platform at two additional health institutions
and evaluating the adoption, acceptability, and utilization of the tip sheets and
their impact on clinical care outcomes. Research Sponsor: U.S. National In-
stitutes of Health.
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300 Poster Session

Reducing burdens of site feasibility assessments for conducting clinical
trials. First Author: Dax Kurbegov, Sarah Cannon, the Cancer Institute of HCA
Healthcare, Nashville, TN

Background: Current methods to assess site feasibility for industry-funded
clinical trials are onerous and delay patient access to novel treatment options
and high-quality clinical trials. Industry sponsors and contract research or-
ganizations (CROs) often probe for unnecessary and/or duplicative infor-
mation. These burdens prolong trial start-up times and are a barrier to site
participation in oncology trials. The American Society of Clinical Oncology
(ASCO) Research Community Forum convened a task force to identify ways to
improve the site feasibility assessment process. Methods: Data were col-
lected in 3 steps: 1) survey to assess site burdens, 2) collation of sample
feasibility questionnaires (FQs), and 3) stakeholder meeting to discuss po-
tential solutions. The task force then developed recommendations for process
improvements and obtained stakeholder feedback through a survey.
Results: 113 oncology practices (66 community, 47 academic) reported
completing a median 5 FQs and 2 pre-study site visits (PSSVs) per month. FQs
took a median 2 hours to complete whereas PSSVs took a median 4 hours to
complete. Most considered FQ (81%) and PSSV (91%) content redundant to
information previously provided, and FQs similar between different sponsors
(86%). The median time from first contact to first patient enrolled was
6 months. The 40 respondents to the stakeholder survey represented 19
academic- and 9 community-based sites, 8 industry sponsors, and 4 CROs.
Most preferred amodel with a short FQ plus a PSSVwhen there was not a prior
relationship. If there was a prior relationship, either a PSSV or teleconference
was preferred. All stakeholders identified time savings, expedited start-up,
fewer staff resources, and cost savings as the greatest benefits. The greatest
barriers to adoption were buy-in from sponsors and CROs, and insufficient
information about site capabilities. Conclusions: Site feasibility assessments
for industry-sponsored trials are important to ensure patient safety and ac-
cess to high quality clinical trials. However, current methods are inefficient
and time and resource intensive. This initiative provided insights about
challenges for sites and the viability of a fundamental change to site feasibility
assessments. ASCO recommendations are forthcoming on improving pro-
cesses, standardizing and minimizing questions, and using portals that are
effective across all trials and clinical research scenarios. Research Sponsor:
ASCO program support (Research Community Forum).

301 Poster Session

Analysis of systemic therapy delivery for gastrointestinal cancer patients
during the COVID-19 pandemic. First Author: Robert Power, Trinity College
Dublin, Dublin, Ireland

Background: As of June 16, 0.51% of the Irish population has had a confirmed
diagnosis of COVID-19, and incidence of new infections peaked on April 10.
Cancer patients treated with systemic anticancer therapy (SACT) may have
increased risk of contracting COVID-19, and greater incidence of adverse
outcomes. We aimed to assess the impact of a COVID-19 SACT clinical pathway
on the incidence of SARS-CoV-2 infection in gastrointestinal cancer patients,
and alterations to SACT regimens attributed to the COVID-19 pandemic.
Methods: A COVID-19 SACT clinical pathway for patients undergoing treat-
ment in a haematology oncology day care (HODC) service was designed and
implemented. Interventions included visitor restrictions, telephone clinics,
mandatory masks and temperature checks for staff, social distancing at all
workspaces, and establishment of a COVID-19 screening pod. A prospective
registry of all gastrointestinal cancer patients attending the HODC clinic
between February 1 and April 31 2020 was initiated following institutional
ethics board approval. Clinical data were retrieved from electronic health
records including demographics, performance status, comorbidities, SACT
regimen (including changes to treatment), SARS-CoV-2 testing, and radiologic
treatment responses. Results: In this period, 175 gastrointestinal (88 gas-
troesophageal, 8 hepatobiliary, 79 colorectal) cancer patients attended 931
HODC outpatient clinics. Of this, 41 (23%) underwent at least one SARS-CoV-2
test. No patients tested positive. Two gastroesophageal cancer patients un-
dergoing neoadjuvant chemoradiotherapy presented with SARS-CoV-2-
negative suspected viral pneumonia and respiratory failure; both required
intensive care unit admission and one died. SACT regimen was altered in 48
(27%) patients due to the COVID-19 pandemic. Changes involved prescription
of alternative oral therapies (21; 12%), treatment breaks (17; 9%), and stopping
treatment (11; 6%). Most (88%) regimen changes took place in a single 3-week
period (6-27 March) that coincided with the announcement of government-
mandated social distancing measures. Conclusions: Implementing a COVID-
19 SACT clinical pathway resulted in a low incidence of SARS-CoV-2 infection in
gastrointestinal patients undergoing systemic treatment. SACT regimen
changes were common; prospective monitoring of this cohort is ongoing to
determine whether these alterations affect patient outcomes. Research
Sponsor: None.

302 Poster Session

Utilization of a clinical pathways decision support (CPDS) tool to guide
myeloid growth factor usage in metastatic cancer. First Author: Jeff Dang,
New Century Health, Brea, CA

Background: Myeloid growth factors (MGF) are used to prevent and treat
febrile neutropenia caused by immunosuppressive therapy. In the curative
setting, the use of a full dose-intensity chemotherapy plus an MGF are rec-
ommended based on the febrile neutropenic risk levels, as maintaining the full
dose intensity has been shown to increase the chance of cure. In the meta-
static setting, instead of administering an MGF to maintain dose-intensity,
decreasing the dose and/or delaying the chemotherapy to allow recovery of
the neutrophils is a reasonable alternative. This is supported by the American
Society of Clinical Oncology (ASCO) where a review did not find data to
support the use of MGFs to maintain dose-intensity in the treatment of
metastatic cancer. In addition, no improvements in disease-free or overall
survival were reported for any common cancer with the use of MGFs. New
Century Health’s goal is to proactively educate and promote appropriate
utilization of MGFs in the metastatic setting by incorporating several non-
invasive questions into a Clinical Pathways Decision Support (CPDS) tool that
aligns with ASCO’s recommendation (e.g. has a dose reduction/delay been
attempted?). Methods: For a Medicare population, approved treatment re-
quests involving the use of chemotherapy in metastatic cancer in the baseline
period (baseline: January 2019 to May 2019, n = 606) were compared to
requests approved in the implementation period (intervention: June 2019 to
November 2019, n = 615). Two states were included in the analyses: Arizona
(baseline: n = 200, intervention: n = 237) and Florida (baseline: n = 442, in-
tervention: n = 422). Chi-square (x2) tests were performed to evaluate dif-
ferences in requests during the baseline period as compared to the
intervention period. Results: In Arizona, Florida, and total sample, treatment
requests for MGF inmetastatic cancer were lower in the intervention period as
compared to the baseline period (Arizona: 21.52%vs. 28.50%, Florida: 18.48%
vs. 23.98%, and total sample: 18.86% vs. 25.25%). In the total sample, the
findings suggest that treatment requests for MGF in metastatic cancer were
significantly lower in the intervention period as compared to the baseline
period (x2 = 7.25, p = .007). Conclusions: ASCO recommendations were
incorporated into a CPDS tool to help align prescribing behavior. Real world
data was used to help evaluate whether this change led a reduction in the
utilization of MGFs in metastatic cancer. These findings suggest that such
approaches can help guide providers to best practice. Research Sponsor:
None.

303 Poster Session

The success of the Rapid Diagnostic Clinic (RDC) detecting new cancers in
patients with non-localizing symptoms. First Author: Jan Sindhar, Kings
College London, London, United Kingdom

Background: Rapid Diagnostic Clinics (RDC) are being set up across the UK
allow primary care physicians to refer patients with symptoms concerning for
cancer that do not fulfil tumour-specific twoweek wait urgent referral criteria.
Guy’s RDC was established to address the high cancer related mortality in our
network. There is little data assessing the effectiveness of RDC models is
available in a British population.Methods: We evaluated all patients referred
to Guy’s RDC pilot scheme between December 2016-June 2019 (n=1,341) to
assess the rate and type of cancer diagnosed and clinical outcomes.
Results: Of 1341 patients, 96 cancers were diagnoses (7.2%). Most common
were lung (16%), haematological (13%) and colorectal (12%). A third were at
early stage (I-II) and 40% received radical treatment. Median time to cancer
diagnosis 28 days (IQR 15-47) and treatment 56 days (IQR 32-84). 75% of
patients were suitable for anti-cancer treatment: surgery (26%), systemic
(24%) and radiotherapy (14%). We plan to present updated data on . 2000
patients referred until June 2020. Overall 6% of patients were diagnosed with
pre-malignant conditions. Conclusions: RDCs provide a streamlined pathway
for complex vague symptoms patients which are challenging for primary care.
The 7% rate of cancer diagnosis exceeds many tumour specific urgent
pathways which supports the need for rapid tailored diagnostics. The de-
tection of pre-malignant conditions in 6% allows surveillance and intervention
to potentially improve long-term outcomes. RDCs are likely to be pivotal in the
cancer recovery phase of the COVID-19 pandemic. Research Sponsor: None.
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304 Poster Session

Development and implementation of an evidence-based malignant hema-
tology clinical pathway program. First Author: Amanda Brahim, Memorial
Healthcare System, Pembroke Pines, FL

Background: Clinical pathways provide a means to maximize value-based care for
cancer patients. They have been associated with decreased costs and outcome
improvements. Our institution entered a transformative partnership with an NCI
designated comprehensive cancer center for the treatment of hematologic malig-
nancies. As part of the collaboration, amultidisciplinary task forcewas established to
adapt clinical pathways within our system. Given themultiple new drug approvals for
the treatment of Acute Myeloid Leukemia (AML), this was the first pathway created.
Methods: The taskforce consisted of physicians, pharmacists, nurses, quality
manager, and information technology staff. The group met weekly to draft algo-
rithms in accordance with national guidelines, updated evidence and institutional
preferences. Electronic Medical Record (EMR) treatment plans were reviewed in a
secondary multidisciplinary workgroup and validated to ensure compliance with the
AML pathway. When applicable, specific criteria for use were developed to aid in
medication use optimization. The finalized pathway and treatment plans were
presented and approved at our clinical standards committee meeting. A chart audit
was performed one year after pathway implementation to assess adherence, with a
goal of 80% or higher. The results were compared to an audit assessing adherence
to best available clinical evidence for the year prior to implementation.Results: The
group established a consensus on treatment, laboratory testing, and supportive
care, including anti-emetic, anti-microbial, and tumor lysis syndrome (TLS) pro-
phylaxis. Electronic order sets were created for bone marrow biopsies, transfusion
support, TLS and febrile neutropenia. Thirty-two EMR treatment plans for AML were
built and/or revised, while five were inactivated. A total of 88 patient charts were
included in the pathway adherence audit (44 before and 44 after implementation).
Pre and post pathway adherence was 64% and 89%, respectively (p=0.006). De-
viations were categorized by type (table). Conclusions: AML pathway development
and implementation resulted in standardization of treatment regimens, supportive
care and higher adherence to institutional evidence based practices. Research
Sponsor: None.

Deviation Pre Pathway Post Pathway

Medication omitted 2 1
Medication added 2 2
Dose variation 1 0
Different regimen 5 2
Supportive care 6 0
None 28 39
Total 44 44

305 Poster Session

Finding value in social media: A collaborative online communication plat-
form linking providers to education and an online tumor board across a
large community of oncology practices. First Author: Davey B. Daniel,
Tennessee Oncology, Chattanooga, TN

Background: Clinical collaboration across fragmented and often small clinic
sites can be challenging. As a potential solution, OneOncology, a national
community oncology network, launched OneCommunity, a secure, interactive
online platform used across our network of six practices and over 130 clinic
sites. One feature is a “virtual” tumor board where physicians can post
complex cases at any time and obtain input from disease-specific experts
from within the network. Members can also post, comment and dissemi-
nate information about policy and education updates affecting oncology.
Methods: OneCommunity launched on December 15, 2019 and all 442
members of OneOncology were allowed access. We tracked numbers of
membership, tumor board cases, policy updates and questions, views and
responses per post, and response time for tumor board and policy posts during
the study period from launch through June 11, 2020. Results: In the first six
months of use, 277 providers signed up and logged into the platform. 71 in-
dividual patient cases were presented across 10 specialty tumor boards. The
mean time to first response was 35 hours (, 1 hour, 297 hours), median time
was 20 hours, and 73% of postings had a response within 48 hours of original
posting. The most robust tumor boards were breast, GI, and lung cancers.
Therewas also a set of general posts that was nonspecific to patients including
policy, COVID updates, and educational reviews. The average number of re-
sponses for tumor boards was significantly greater than general posts (3.5 vs.
1.8, p,0.05). The number of views for both types of posts, however, were high
(406 vs. 346, p , 0.05). Conclusions: An online communication platform is
feasible and allows physicians to receive treatment suggestions for complex
cases relatively quickly and across geographies. Tumor board cases received
more interaction than policy and education updates. The platform lends itself
to rapidly adding other aspects of cancer care such as COVID-19. Future
applications include a network wide real-time molecular tumor board. Re-
search Sponsor: None.

306 Poster Session

Status of digitization of medical records in oncology centers in India: A
survey of current status. First Author: Karthika Nageswararaj, Sri
Ramakrishna Hospital, Coimbatore, India

Background: Electronic medical or health record (EMR/EHR) system is yet to be universally
adopted in India. In 2012 and 2016 Indian Ministry of Health published a detailed roadmap for EHR
adoption. We wanted to assess the status of EMR/EHR adoption in oncology centers in India.
Methods: Authors developed a short online survey to capture the use of paper charts vs. generic
EMR vs. oncology specific EMR by practicing oncologists in India. The survey was shared to on-
cologists on June 6, 2020 through closed social media groups. Responses to the survey were
collected anonymously and data aggregated for analysis. Survey will remain open till July 4, 2020.
Results: At the time of abstract submission on June 16, there were 48 unique survey responses. Of
thosewho responded to the survey, 69%were 25-45 years of age, 73%male, 71%were practicing in
the state of Tamil Nadu, and 21% were practicing in a rural area or close to a small city. Oncologists
from all subspecialties were represented in the survey including radiation oncology (65%), surgical
oncology (25%), medical oncology (6%), and pediatric oncology/nuclear medicine (4%). About
46% had completed their training within the last 10 years, and 30% of respondents have done part
of their training in foreign countries. Summary of responses to our survey is provided in the table
below. Conclusions: Paper chart is still the predominant mode of clinical data capture within
oncology. Administrative barriers and cost are perceived as major obstacles despite most oncol-
ogists reporting that they would very likely adapt to an onco specific EMR. Research Sponsor: None.

Primary Practice Setting (where >50%
of time spent) Second Practice Setting (if any)

Government or
Non-Profit Private

Hospital
N=12

Private Hospital or
Private Solo Prac-

tice
N=36

Government or
Non-Profit Private

Hospital
N=2

Private Hospital or
Private Solo Prac-

tice
N=12

Mode of clinical data entry [n, (%)] 7 (58%) 22 (62%) 1 (50%) 12 (100%)
Paper Charts 2 (17%) 7 (19%) 0 (0%) 0 (0%)
Generic EMR 3 (25%) 7 (19%) 1 (50%) 0 (0%)
Oncology Specific EMR 5 18 1 3
Barriers to adapt from Paper Chart
to EMR (may choose more than
1)

2 11 Total answered n=1 6

Administrative Barriers 3 3 1 (100%) 5
Cost 1 6 3
Lack of Awareness Total answered n=9 Total answered

n=29
Total answered n=12

Culture as Barrier 8 (89%) 16 (55%) 8 (68%)
How likely are you to adapt from
Paper chart/Generic EMR to an
Onco EMR

1 (11%) 8 (28%) 1 (8%)

Very Likely 5 (17%) 2 (16%)
Somewhat Likely 0
Neutral 1 (8%)
Somewhat unlikely
Very Unlikely

307 Poster Session

Impact of curated data on electronic quality measure capture rates within
CancerLinQ. First Author: Katrina Caridad Rios, American Society of Clinical
Oncology, Alexandria, VA

Background: Accurate calculation of key quality measures is critical for informing high-
quality, value-based cancer care that is consistent with clinical guidelines. The American
Society of Clinical Oncology (ASCO)’s CancerLinQ enables oncology organizations
around the US to view near-real time quality measure dashboards sourced from
structured electronic medical record (EMR) data; however, use of structured data in key
fields is highly variable. Unstructured content, such as progress notes, contains im-
portant clinical information on treatment and disease status, which can then undergo
curation. This process involves trained data abstractors searching for key data elements
through a combination of manual review and natural language processing (NLP) to
extract structured data from unstructured content. We hypothesize inclusion of curated
data substantially augments structured data alone by more accurately representing the
patient journey, thus improving validity of quality measures across EMRs. Methods: A
total of 96,399 records across 57,232 patients from4EMRs vendorswere analyzed from
2018-2019 across structured EMR and curated data. Each record represents 1 of 7 key
data elements used to calculate the StagingDocumentedwithin OneMonth of First Office
Visit quality measure. Structured documentation of these data elements determines if a
patient is concordant with themeasure, meaning they were stagedwithin 31 days of their
first visit after diagnosis, or non-concordant, meaning they were not staged within the
appropriate window.Results: More than a quarter of records from patients concordant
or non-concordant with the measure (28.85%) had key data elements sourced from
curation. In total, 33% of all records among concordant patients were sourced from
curation. Relying on structured data alone would show only 67% concordance versus
97.5% concordance among curated records. This demonstrates that appropriate care
may often be delivered but documentation may be missing in a significant fraction of
structured EMR data, thus limiting accurate reporting capabilities. Conclusions: NLP-
assisted curation canmeaningfully supplement structured EMR data by providing amore
accurate picture of care rendered, which can have substantial impacts on clinical care,
quality reporting, and business operations. Research Sponsor: None.

EMR
Distinct
Patients

# of Structured Data
Elements

# of Curated Data
Elements

% Total Data Elements from
Curation

EMR
1

12,668 10,842 4,454 29%

EMR
2

12,555 13,011 4,849 27%

EMR
3

26,594 26,589 14,938 35%

EMR
4

5,415 4,465 2,891 39%

Total 57,232 54,907 27,132 33%
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308 Poster Session

Tag you’re it! Development of a clinical decision support tool to identify
NCCN regimens without a costly pathways program. First Author:
Aarti Sonia Bhardwaj, Icahn School of Medicine at Mount Sinai, New York, NY

Background: Reducing variation in care can improve outcomes and decrease
costs. Evidence based medicine drives cancer guidelines and adherence
promotes quality cancer care. Value based programs are based on adherence
to pathways. Most institutions adopt costly cloud based clinical pathways
products but none are mature products that fully integrate with the EHR and
they require additional data entry. We present our simple Clinical Decision
Support (CDS) tool for identifying best practice treatment protocols driven by
the cancer diagnosis in the EMR for our large, multi-site, mixed academic and
community cancer system. Methods: Our chemotherapy council must ap-
prove all protocols that are published in the system’s Epic Beacon library
using a rigorous scoring system based on level of evidence and FDA or NCCN
approval. Then each protocol is “tagged” appropriately: “Tier 1A”: Preferred
Regimens/NCCN Approved; “Tier 1B”: Preferred Regimens/Chemo Council
Approved (but not NCCN Approved); Tier 2: Specific Disease Management
Team approved regimens; and finally “Other” or research protocols. When the
oncologist enters the treatment plan in EPIC, a list of protocols are suggested,
ordered by level of evidence, based on the cancer diagnosis and with the easily
visible level of evidence or “tag” to allow data driven decision making.
Results: We implemented our CDS tool December 12, 2019. As of mid-June,
2020 a total of 1637 treatment plans have been implemented. Of those, 1323
(81%) are Tier 1A, 310 (2%) are Tier 1B and 4 (.2%) are Tier 2. Thus dem-
onstrating 81% adherence to NCCN approved regimens across the system,
regardless of the line of treatment. GI and breast cancers were responsible for
the most plans with the highest adherence to Tier 1A plans, specifically 92%
among the breast cancer group. Multiple Myeloma and Sarcoma were tied for
the lowest adherence rate of 58%. This data can be further stratified by
medical oncologist. Interestingly, Multiple Myeloma had the highest utilization
of Tier 1B protocols perhaps reflecting the rapidly changing literature that is
ahead of the guidelines. Conclusions: We demonstrated adherence to NCCN
protocols 81% of the time over a 6 month period and over multiple cancer
types. Protocol tagging and reporting utilizing the EMR alone could be used
as a powerful model for value based care. We identified disease areas that will
require further education regarding evidence based treatment and can
consider interventions including real time feedback to clinicians and/or best
practice advisories or quality based incentives. Research Sponsor: None.

309 Poster Session

A provider-focused, point-of-care technology to improve clinical trial ac-
crual. First Author: Sidharth Anand, Univ of California Los Angeles med Ctr,
Los Angeles, CA

Background: Low accrual to clinical trials is a significant burden to advancing
research efforts, particularly detrimental to patients who may benefit clini-
cally from enrollment in a promising trial. Low accrual has been linked to a lack
of provider awareness of clinical trials at the point of care and current
technology solutions have not adequately addressed this important issue.
Methods: We aimed to develop a system to improve clinical trial access for
patients throughout UCLA Hematology-Oncology through the development
of a point of care web-based tool to allow providers to easily identify available
clinical trials for their patients. First, we built a comprehensive database of
current clinical trials at UCLA, with special emphasis on streamlined exclusion/
inclusion criteria. We incorporated this database into a front-end web and
mobile-responsive tool with a user-friendly interface allowing users to rapidly
identify patients eligible for clinical trial enrollment. We launched this tool 1/15/
2019 to 56 oncologists at UCLA Health. Results: From 1/15/19 to 6/14/19 we
had had a total of 713 unique logins to the clinical trials website. This included
“academic oncologists,” those oncologists specializing in a particular disease
sub-type and often a ‘hub’ for clinical trials, with an average of 6.4 logins per
oncologist, and “community oncologists” with an average of 18.8 logins per
oncologist over that time frame. A brief survey of users who logged in over
4 times during that time revealed that on average, 4-5 additional pa-
tients per user were screened for clinical trials not previously identified.
Conclusions: Clinical trial accrual can be enhanced through improved pro-
vider awareness of available trials at the point-of-care. A well-designed user
interface with features to help facilitate provider navigation to available trials
and quick inclusion and exclusion criteria were critical to the success of the
tool. Although the web-based tool achieved its primary purpose in improving
clinical trial awareness, its utility diminished over time due to the lack of real-
time updates of trial data. Based on provider feedback, if the available trial
data can be updated and maintained on a regular basis, this can be a valuable
tool to improve clinical trial awareness and subsequently, accrual. Research
Sponsor: Institutional Funds.
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