
1500 Oral Abstract Session

National implementation of an AI-based virtual dietitian for patients with cancer.

Marissa Lubin Buchan, Susan Bratton, Eliza Jones, Keshav Goel, Ethan Basch; Savor Health LLC., New York, NY; Perelman School of Medicine, Philadelphia, PA; The
University of North Carolina at Chapel Hill, Chapel Hill, NC

Background: Nutritional status is an established key driver of cancer outcomes and patient
experience. However, the workforce of oncology dietitians is unable to meet the needs of the
population, and 80%of patients seek but do not receive nutrition support. Advances in artificial
intelligence (AI) andmachine learning (ML) capabilities afford the opportunity to expand reach
and rapidly hone in on clinical and contextual needs to deliver evidence-based nutritional
guidance. Methods: To address this unmet need, an AI-based nutrition expert-platform was
developed. Interventions were curated by oncology-nutrition experts based on peer-reviewed
literature and clinical guidelines to facilitate self-management of cancer side effects and
optimize nutrition. A growing database of over 114,000 evidence-based interventions powers
Ina, a text-message based virtual nutrition assistant. Interventions are continually enhanced
and refined usingAI andMLapplied to an extensive learning dataset. The toolwas implemented
nationally in partnership with 25 cancer advocacy organizations. Data on demographics,
patient-reported outcomes, and utilization were systematically collected. Results: Between
July 2019 and August 2023, 3,310 users from all 50 states registered for the virtual nutrition
platform. Based on self-report, users were 73% female; mean age 57 years (18-91); most
common cancer types were GU (22%), Breast (21%), Gyn (19%), GI (14%), and Lung (12%),
representing nearly 90%of users. Usersweremedically complex,with 50% reporting Stage 3-4
disease, 64% with metastases, and 50% with 2+ chronic conditions. Nutritional challenges
were highly prevalent: 58% were overweight/obese by BMI, 83% reported barriers to good
nutrition, and 42% had food allergies/intolerances. Levels of engagement were high: 68% of
users texted queries to Ina, 79% completed surveys, and median user retention duration was
8.8months. Overall, 94%of users reported being satisfiedwith the platformand98% found the
guidance to be helpful. In an evaluation of outcomes, 84% reported actively using the nutrition
advice to guide their diets, 47% used the recommended recipes, and 82% felt the program
improved their quality of life. In this cohort with high symptom burden, 88% reported Ina
helped them manage their symptoms and 34% noted improved symptom control during
participation. Conclusions: Implementation of an evidence-based AI virtual dietitian is fea-
sible, and is reported by patients to be beneficial on diet, quality of life, and symptom control.
Ongoing evaluations are assessing impact on other outcomes. Research Sponsor: None.
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Ensuring precision medicine for veterans with lung cancer: A randomized clinical
trial.

Mikalah Thomas, Hector Gonzalez, Madhuri Agrawal, Millie Das, Manali I. Patel; Morehouse School of Medicine, Atlanta, GA; Stanford University, Stanford, CA; Medical
Services, Veterans Affairs Palo Alto Health Care System, Palo Alto, CA; Veterans Affairs Palo Alto Health Care System, Palo Alto, CA; Division of Oncology, Veterans Affairs
Palo Alto Health Care System, Palo Alto, CA

Background: National guidelines recommend molecular testing for patients with non-small
cell lung cancer, yet this is not routinely completed in practice. In prior work, we identified
barriers to testing in the Veterans Affairs. First, physicians are unaware if and when testing has
occurred. Second, patients are unaware of testing and the implications on treatment and clinical
outcomes. In response, in collaboration with a Veteran and Caregiver Advisory Board, we
created a multilevel intervention led by a peer volunteer who: 1) provides tailored education
of molecular testing for 1 month for Veterans newly diagnosed with lung cancer and, 2) alerts
clinicians via secure messaging if tumor samples have not been tested. We conducted this
randomized clinical trial to assess whether the intervention improves patient knowledge of
molecular testing and patient activation and increases receipt of molecular genomic testing
comparedwith usual care.Methods:All veterans.18 years oldwith anewdiagnosis of any stage
non-small cell lung cancer were eligible. Exclusions included inability to consent. All partic-
ipants completed baseline assessments at randomization and at 1-month follow-up comprised
of a 3-question validated precision medicine knowledge questionnaire and a 13-question
validated patient activation measure. Genomic testing was assessed by chart review at 6-
months followup. We used regression models to assess differences in mean knowledge and
activation scores over time between groups and compared rates of genomic testing. Results: 75
Veterans were screened with 46 eligible. All 46 consented to participate, with 23 in each group.
All were male (100%), had mean age of 76.3+/-5.54 years; 31 (67.4%) were Latinx; 2 (4.4%)
Asian; 11 (23.9%) Black; 1 (2.2%) Native Hawaiian; 32 (69.6%) White; 32 (69.6%) had Stage 4
disease. At 1 month follow-up mean knowledge scores increased over time in the intervention
group and remained stable in the control group (mean score 2.30 +/- 0.97 versus 1.16 +/- 1.15,
p=0.014). At 1-month follow-up, patient activation increased for the intervention group more
than the control group (46.7 +/- 11.3 versus 37.6 +/- 9.26, p=0.002). There were no significant
differences in tumor testing between groups (intervention: 95.6% versus control: 86.9%,
p=0.62). Conclusions: A volunteer led effort improved patient education regarding precision
medicine and patient activation among Veterans as compared with usual care alone. Inter-
ventions that include volunteers and other support can enhance care and clinical outcomes
among veterans with lung cancer. Clinical trial information: NCT05795959. Research Sponsor:
LUNGevity.
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Geriatric assessment in older patients with non-small cell lung cancer: Insights
from a cluster-randomized, phase III trial—ENSURE-GA study (NEJ041/CS-
Lung001).

Naoki Furuya, Nobuhiro Kanaji, Keiki Yokoo, Takashi Yanagawa, Hiroshi Yamamoto, Koichi Takayama, Shigeo Kawase, Kazuto Matsunaga, Kenichi Takeda,
Hiromi Nagashima, Tomohiro Sakamoto, Takamasa Hotta, Yuichi Takiguchi, Hitomi Nogawa, Yasuhiko Nishioka, Kunihiko Kobayashi, Takeshi Isobe, Yukari Tsubata;
Division of Respiratory Medicine, Department of Internal Medicine, St. Marianna University School of Medicine, Kawasaki, Japan; Department of Respiratory Internal
Medicine, Kagawa University Faculty of Medicine, Kita-Gun, Japan; Department of Respiratory Internal Medicine,Teine Keijinnkai Hospital, Sapporo, Japan; Department of
Respiratory Medicine, NHO Hamada Medical Center, Hamada, Japan; Department of Respiratory Medicine, Tokyo Metropolitan Institute for Geriatrics and Gerontology,
Tokyo, Japan; Department of Pulmonary Medicine, Kyoto Prefectural University of Medicine, Kyoto, Japan; Department of Respiratory Internal Medicine, Kure Kyosai
Hospital, Kure, Japan; Division of RespiratoryMedicine and Infectious Disease, Graduate School of Medicine, Yamaguchi University, Ube, Japan; Department of Respiratory
Medicine, Matsue City Hospital, Matsue, Japan; Department of Internal Medicine, Division of PulmonaryMedicine, Iwate Medical University, Shiwa-Gun, Japan; Department
of Multidisciplinary Internal Medicine, Division of Respiratory Medicine and Rheumatology, Tottori University Faculty of Medicine, Yonago, Japan; Department of
Respiratory Medicine, Shimane Prefectural Central Hospital, Izumo, Japan; Department of Medical Oncology, Chiba University, Chiba, Japan; Department of Respiratory
Medicine, Yamagata Prefectural Central Hospital, Yamagata, Japan; Department of Respiratory Medicine and Rheumatology, Graduate School of Biomedical Sciences,
Tokushima University, Tokushima, Japan; Department of Respiratory Medicine, Saitama Medical University International Medical Center, Hidaka, Japan; Department of
Internal Medicine, Division of Medical Oncology & Respiratory Medicine, Shimane University Faculty of Medicine, Izumo, Japan

Background: To determine optimal treatment in older cancer patients, it is recommended to
conduct a geriatric assessment (GA) before chemotherapy. The ENSURE-GA study, which
focused on patients aged 75 and older with non-small cell lung cancer (NSCLC), reported that
the implementation of GA not only enhanced patient satisfaction with regards to communi-
cation with their physicians, but also improve the patients’ quality of life. Additionally, we
assessed whether GA could improve overall survival and serve as a predictor for severe adverse
events. Methods: Patients aged $75 with NSCLC who were unable undergo radical treatment
were enrolled. All patients underwent a standardized GA before treatment. The participating
institutions were cluster-randomized into either intervention group or control group. For the
intervention group, GA summaries and recommendations for GA-guided interventions were
provided to guide physicians in selecting treatments and interventions. The control group did
not provide physicians with GA summaries. Geriatric 8 (G8) and CARG scores were calculated at
enrollment, and we investigated whether adverse events during a 3-month follow-up could be
predicted. Results: Between 2019 and 2022, 1,021 patients were enrolled from 78 institutions in
Japan. No significant differences were observed in patient characteristics or for GA domains
between intervention and control groups. Additionally, there were no significant differences
seen in 1-year overall survival (20.7m vs 18.8m, p = 0.414), or the incidence of grade 3 or higher
adverse events in patients treatedwithmedical treatment (36.8% vs 38.1%, p = 0.732). The ROC
curve for G8 regarding the occurrence of grade 3 or higher adverse events in cases receiving
cytotoxic chemotherapy yielded an AUC of 0.525, indicating no discriminatory ability. Fur-
thermore, there was no difference in the incidence of adverse events between low-risk and
high-risk patients based on the CARG score. Conclusions: The implementation of GA and
interventions basedon its results enhances patient satisfaction.However, additional studies are
needed before incorporating GA into an adverse event prediction system. Developing risk
scoring tools specific to cancer types and races may prove useful. Clinical trial information:
UMIN0000037590. Research Sponsor: Japan Agency for Medical Research and Development.
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Acute care and overall survival results of a randomized trial of a virtual health
intervention during routine cancer treatment.

Robert Michael Daly, Karolina Bryl, Raymond E Baser, Angela Green, Tony Hung, Erin F. Gillespie, Katherine Panageas, Michael A. Postow, Jun J. Mao; Memorial Sloan
Kettering Cancer Center, New York, NY; University of Washington, Seattle, WA; Department of Medicine, Memorial Sloan Kettering Cancer Center, New York, NY

Background: Despite rapid development of virtual health interventions, little is known of their
impact on acute healthcare utilization and survival outcomes. This study aimed to evaluate the
effectiveness of Integrative Medicine at Home (IM@Home), a virtual mind-body fitness pro-
gram, on unplanned hospital admission and overall survival among patients undergoing
systemic cancer treatment. Methods: We conducted a randomized clinical trial of IM@Home
(choice of 23 weekly virtual live mind-body and fitness classes) compared with an enhanced
usual care (EUC) control intervention consisting of asynchronous recordings (standard of care
plus access to 17 pre-recorded online meditation resources) for patients with melanoma,
thoracic, gynecological, or head/neck cancers on systemic treatment who reported moderate
or greater fatigue. The study intervention lasted up to 12 weeks, and patients were followed
thereafter for clinical events. Admission to a hospital over the study period was collected from
patient-reported-outcomes and the electronic medical records and compared between arms.
Overall survival was estimated using the Kaplan-Meiermethod. Results: Between October 2021
and March 2023,128 patients were randomized: (mean age 64 years) 109 (85.2%) were female,
106 (82.8%) white, 10 (7.8%) Black, 7 (5.5%) Asian, and 118 (92.2%) non-Hispanic. 49 (38.3%)
patients had thoracic, 44 (34.4%) gynecological, 25 (19.5%) head/neck, and 10 (7.8%) mel-
anoma cancer. 58 (45.3%) were receiving chemotherapy, 45 (35.2%) immunotherapies, and 29
(22.7%) targeted therapies. Compared to EUC, patients in the IM@Home group were less likely
to be hospitalized (4/64 [6.3%] vs. 12/63 [19.1%], p=0.038) and spent fewer days in the hospital
(4.3 vs. 10.5 mean days per patient, p,0.001) during the 12-week study period. Overall survival
results were assessed in Feb 2024 after a median follow up of 20.3 months. Median overall
survival was 24.3 months in the EUC arm and was not reached in the IM@Home intervention
arm (p=0.06). Conclusions: Participation in the virtual IM@Homeprogram reduced unplanned
hospitalizations and number of hospitalization days among patients with cancer receiving
systemic treatment. Larger studies with longer follow-up are needed to confirm the effect of
virtual supportive care on improving overall survival and reducing acute healthcare utilization.
Clinical trial information: NCT05053230. Research Sponsor: National Cancer Institute/U.S.
National Institutes of Health.
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A randomized study comparing electronic patient-reported outcome (ePRO)
monitoring with routine follow-up during trastuzumab deruxtecan treatment in
patients with metastatic breast cancer (PRO-DUCE study).

Yuichiro Kikawa, Yukari Uemura, Tetsuhiko Taira, Chiyoe Kitagawa, Hideki Maeda, Hiroaki Kato, Naoki Hashimoto, Mitsuchika Hosoda, Yohei Hamanaka, Yuko Tanabe,
Tatsuya Yoshida, Kaori Tane, Daisuke Takabatake, Takashi Ishikawa, Takayuki Iwamoto, Takeshi Yamaguchi, Daisuke Takiguchi, Hirofumi Mukai, Naruto Taira,
Takafumi Sangai; Department of Breast Surgery, Kansai Medical University Hospital, Osaka, Japan; Center for Clinical Science, National Center for Global Health and
Medicine, Tokyo, Japan; Department of Oncology, Sagara Hospital, Kagoshima, Japan; Department of Medical Oncology, National Hospital Organization Nagoya Medical
Center, Nagoya, Japan; Department of Breast Surgery, National Hospital Organization Hokkaido Cancer Center, Sapporo, Japan; Department of Chest Surgery, Teine
Keijinkai Hospital, Sapporo, Japan; Department of Breast Surgery, Aomori Prefectural Central Hospital, Aomori, Japan; Department of Breast Surgery, Hokkaido University
Hospital, Sapporo, Japan; Department of Breast and Endocrine Surgical Oncology, Tohoku University, Sendai, Japan; Department of Medical Oncology, Toranomon
Hospital, Tokyo, Japan; Department of Breast Surgery, Saiseikai Yokohamashi Nanbu Hospital, Yokohama, Japan; Department of Breast Surgery, Hyogo Cancer Center,
Akashi, Japan; Department of Breast Surgery, Shikoku Cancer Center, Matsuyama, Japan; Breast Surgical Oncology, Tokyo Medical University, Tokyo, Japan; Department
of Breast and Thyroid Surgery, Kawasaki Medical School Hospital, Kurashiki, Japan; Oncology Medical Science Department, Daiichi Sankyo Co. Ltd., Tokyo, Japan; Division
Of Medical Oncology, National Cancer Centre Hospital East, Kashiwanoha, Japan; Department of Breast and Thyroid Surgery, Kitasato University School of Medicine,
Sagamihara, Japan

Background: Trastuzumab deruxtecan (T-DXd) is a highly effective agent for HER2-positive
metastatic breast cancer (MBC), but is associated with adverse events such as nausea, fatigue,
and interstitial lung disease. Based on recent studies showing that symptom monitoring and
alert notifications via ePROs could improve patient quality of life (QoL) and prognosis, we
hypothesized that employing this method may diminish the treatment burden for patients
receiving T-DXd. Methods: In this multicenter, randomized controlled exploratory study
(jRCTs031200387), we randomized patients with HER2-positive MBC eligible for T-DXd to
either the ePRO monitoring (ePROm) group or the usual care (UC) group. ePROm involved
weekly symptom and daily body temperature/SpO2 reports via a smartphone or computer at
home. If any symptoms exceeded the predetermined thresholds, an email alert was sent to the
medical staff, the ePRO was evaluated, and, if necessary, a phone consultation was provided.
The primary endpoint was the change in the Global QoL score of EORTC QLQ-C30 frombaseline
at week 24. Secondary endpoints included score changes in the functional and symptom scales
of EORTC QLQ-C30, and the time to deterioration of Global QoL (defined as a 10-point decrease
from baseline). For a score difference between groups of 10 points and a standard deviation of
24, the required number of patients was 55 in each group, with a two-sided alpha error of 10%
and a power of 87%. We analyzed the primary endpoint using a mixed-effects model for
repeated measures. Results: Between March 2021 and January 2023, 111 patients were enrolled
at 38 hospitals in Japan, with 56 assigned to ePROm and 55 to UC; the full-analysis set for QoL
assessment included 54 and 52 patients, respectively. During the 24-week period, there were
1223 ePRO reports (95% compliance rate) in the ePROmgroup, including 427 alert notifications
(7.9 per patient) to healthcare providers. Overall compliancewith the questionnaire for QoLwas
97%. Mean changes from baseline scores in Global QoL at week 24 showed that ePROm was
significantly better than UC (mean difference 8.0 [90% CI 0.2, 15.8]; p=0.091). Role, cognitive,
and social functioning were better in ePROm, with mean differences of 10.0 (95% CI 1.1, 18.9;
p=0.028), 6.3 (1.1, 11.5; p=0.017), and 10.9 (3.9, 18.0; p=0.003), respectively. There was no
difference in nausea/vomiting (0.5 [- 6.2, 7.1]; p=0.889), while fatigue was significantly better
in ePROm (-8.4 [-16.1, -0.6]; p=0.034). Median time to first deterioration in Global QoL score
was 3.9months (95%CI 2.5, 13.9) in ePROmand 3.0months (95%CI 1.6, 6.7) inUC (hazard ratio
0.73 [95% CI 0.45, 1.17]; p=0.159). Conclusions: ePROm systems, especially for symptom and
SpO2 tracking in HER2-positive MBC patients treated with T-DXd, are promising to enhance
patient QoL. Clinical trial information: jRCTs031200387. Research Sponsor: Daiichi Sankyo.
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Evaluation of a complex survivorship intervention incorporating electronic patient-
reported outcomes in early stage breast and gynecologic cancer: Results from the
Linking You to Support and Advice (LYSA) randomized controlled trial.

Kate O’Connell, Laia Aran Raigal, Katie E Johnston, Samantha Cushen, Naoimh Marie Flynn, Seamus O’Reilly, Dearbhaile Catherine Collins, Sinead Noonan, Vicki Cleary,
Noreen Kearns, Katarina Medved, Andrea Davis, Fiona Byrne, Darren L Dahly, Brendan Anthony Palmer, Aileen Murphy, Veronica Bridget McInerney, Aoife J Lowery,
Josephine Hegarty, Roisin M. Connolly; Cork University Hospital, Cork, Ireland; Cancer Research @UCC, College of Medicine and Health, University College Cork, Cork,
Ireland; University College Cork, Cork, Ireland; CUH/UCC Cancer Centre, Cork University Hospital, Cork, Ireland; CUH/UCC Cancer Centre & Cancer Trials Ireland, Cork
University Hospital, Cork, Ireland; Cork University Hospital Group, Cancer Trials Ireland and University College Cork, Cork, Ireland; Cork University Maternity Hospital, Cork,
Ireland; HRB Clinical Research Facility, University College Cork, Cork, Ireland; HRB Clinical Research Facility at University College Cork & School of Public Health, University
College Cork, Cork, Ireland; HRB Clinical Research Facility, National University of Ireland Galway, Galway, Ireland; Galway University Hospital, Galway, Ireland; Catherine
McAuley School of Nursing and Midwifery, University College Cork, Cork, Ireland; Cancer Research @UCC, Cork, Ireland

Background: Expert consensus supports a multidisciplinary strategy in cancer survivorship
care to enhance patient outcomes and quality of life. We hypothesized that introducing a
women’s survivorship clinic into routine follow up care would be feasible, and associated with
improved symptom management and quality of life (QOL). Methods: LYSA was a multisite
randomized controlled trial with parallel arms (experimental and active comparator), co-
designed with public and patient involvement. Eligibility: early-stage hormone receptor-
positive breast or gynaecologic cancer (GYN) within 12months of completing primary therapy,
and internet access (NCT05035173). Experimental arm attended a nurse-led clinic targeting
symptommanagement, and dietetic consultation. Electronic patient-reported outcome (ePRO)
assessments were undertaken at baseline, and bimonthly to 12 months. An online trigger alert
system facilitated symptommanagement. Active comparator armattended the nurse-led clinic
at baseline and end of study. Primary endpoint (feasibility): Proportions of participants
completing baseline and follow up ePRO surveys, and engaging in healthcare consultations
after ePRO triggers. Pilot efficacy endpoints: changes in cancer-related symptom (PROMIS,
PRO-CTCAE, Fear of Cancer Recurrence), health-related QOL Questionnaires (EORTC-QLQ,
EQ5D5L).Sample size target (n=200) facilitated feasibility outcomes. Between arm differences
were estimated using generalized linear model, adjusted for baseline outcome. Results: 200
womenwere randomized,March 2021-August 2022 across two sites; 84%breast and 16%GYN.
Consent was obtained in clinic (51%), video call (33%) or phone (16%). Median age was 54
(range 23-78). Of the 173 participants completing the study (n = 90 experimental, 83 com-
parator), all completed both baseline and end of study surveys. Following symptom triggers
(experimental arm), there were 322 study nurse visits across 86 participants, and 243 dietician
visits across 73 participants. Engagement with healthcare and other supportive resources was
approximately twice more than comparator arm, due to referral. There were no notable
between-arm differences with respect to EQ5D5L items at study end. However, experimental
arm participants had better EORTC Total scores at study end relative to comparator (difference
in means -3.87 95%CI -6.58 to -1.16, p=0.005). There were also significant (p , 0.05)
differences observed between the arms for 8/12 symptom items reflecting less fatigue, anxiety
and depression in experimental arm at study end. Conclusions: The LYSA trial met its primary
feasibility endpoint, with high rates of ePRO completion. Secondary endpoint analysis is
ongoing including an economic analysis and future studies. Clinical trial information:
NCT05035173. Research Sponsor: Irish Cancer Society and Breakthrough Cancer Research.
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The impact of self-reported social determinants of health (SDOH) on patient en-
gagement and symptom burden across a remote patientmonitoring (RPM) pathway
in 42 European hospitals.

Maria Alice B Franzoi, Mario Di Palma, Joana M. Ribeiro, Thomas Grellety, Eliane Ithurbide-Dachary, Xavier Artignan, Elsa Blanchard, Anne Thirot-Bidault,
Pénélope Lacombe, Joseph Rodriguez, Antoine Lemaire, Laura Polastro, Laurence Caravella, Jessica Grosjean, Arlindo R. Ferreira, Amine Diab, Ethan Basch, Florian Scotte,
Ines Vaz-Luis; Cancer Survivorship Program, INSERMUnit 981, Gustave Roussy, Villejuif, France; Patient Pathway Division, Gustave Roussy, Villejuif, France; Breast Cancer
Unit, Gustave Roussy, Villejuif, France; Centre Hospitalier de la Côte Basque, Bayonne, France; Institut de Cancérologie et Radiothérapie Brétillien, Rennes, France;
Oncology Unit, Private Hospital, Ramsay-Santé, Antony, France; Hôpital privé d’Antony - Ramsay, Antony, France; Centre Hospitalier de Valenciennes, Valenciennes,
France; Institut Jules Bordet, Brussels, Belgium; Center Cancer Les Dentellières – Elsan, Valenciennes, France; Resilience and Católica Medical School, Universidade
Católica Portuguesa, Paris, France; Resilience Care, Paris, France; The University of North Carolina at Chapel Hill, Chapel Hill, NC; Département Interdisciplinaire
d’Organisation des Parcours Patients (DIOPP), Gustave Roussy, Villejuif, France; Cancer Survivorship Program, INSERM 981, Gustave Roussy, Villejuif, France

Background: SDOH are a significant driver of cancer care disparities impacting access to care,
adherence to treatment plans, treatment-related toxicities and quality of life (QoL) across the
cancer care continuum. RPM based on electronic patient-reported outcomes (ePROs) is a
powerful tool to facilitate communication between pts and providers, thereby improving
symptom management, QoL and disease outcomes. Equitable participation in RPM pathways
must be ensured to avoid increase existing disparities. In this study we report the prevalence of
unfavorable SDOH and their impact on engagement with RPM and symptom burden in an RPM
pathway deployed in routine care across 42 hospitals in FR and BE. Methods: Patient-level
SDOH data provided by consented pts enrolled in the RPM pathway between 08-2023 and 12-
2023 was used. Single-item questions were dichotomized from validated ePROs covering
educational level, health literacy (3 subdomains health status, treatment and disease un-
derstanding), digital literacy, employment status, financial and food security, caregiver sup-
port, and access to care. SDOH profiles were defined as unfavorable (impairment at moderate/
elevated level) vs. favorable (absence or impairment at a low level). RPM engagement and
symptom burden were defined respectively as weekly ePRO reporting and number of alerts due
to severe or worsening symptoms. Multivariable backward stepwise regression models (in-
cluding age, gender, stage, health behaviors) assessed associations between SDOH profile and
RPM engagement and symptom burden. Results: 896 (40%) pts provided SDOH data, of which
622 (69%) females withmedian age of 60 (P25-75 50-70). Most common primary tumor were
breast (436, 49%) and gastrointestinal (171, 19%), 488 (55%) were non-metastatic. 653 (73%)
pts reported at least 1 unfavorable SDOH, specifically: 199 (22.2%) on educational level, 134
(15.0%) on health status understanding, 27 (3.0%) on treatment understanding, 84 (9.4%) on
disease understanding, 218 (24.3%) on digital literacy, 63 (7.0%) on employment status, 104
(11.6%) on financial security, 89 (9.9%) on food security, 348 (38.8%) on caregiver support and
56 (6.3%) on access to care. Lower RPM engagement was associated with unfavorable digital
literacy (b -0.05, p,0.001) and treatment understanding (b -0.1, p=0.004). Higher symptom
burden was associated with unfavorable financial security (b 0.066, p=0.020) and disease
understanding (b -0.1077, p=0.001), but favorable employment status (b 0.0497, p=0.025).
Conclusions:RPMwith ePROsoffers anopportunity to screen for SDOH in routine care. The vast
majority of pts enrolled had at least 1 unfavorable SDOH. Specific actionable unfavorable SDOH
were associated with lower engagement and higher symptom burden. Personalizing RPM
pathways according to SDOH may foster equitable care. Research Sponsor: Conquer Cancer
and Breast Cancer Research Foundation.
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Associations of social determinants of health with avoidance of information,
treatment receipt, and physician mistrust for women with breast cancer.

Olga Kantor, Ruth Lederman, Naomi Ko, Haley Gagnon, Tsion Fikre, Daniel A. Gundersen, Anna C. Revette, Ashley Odai-Afotey, Dawn L. Hershman, Katherine D. Crew,
Nancy Lynn Keating, Rachel A. Freedman; Dana-Farber Brigham Cancer Center, Boston, MA; Dana-Farber Cancer Institute, Boston, MA; BostonMedical Center, Boston, MA;
Boston University, Boston, MA; Survey and Data Management Core, Dana-Farber Cancer Institute, Boston, MA; Brigham and Women’s Hospital, Boston, MA; Herbert Irving
Comprehensive Cancer Center, Columbia University Medical Center, New York, NY; Harvard Medical School, Boston, MA

Background: Social determinants of health (SDoH) are key factors contributing to breast cancer
disparities but are difficult tomeasure. We surveyed a diverse population of womenwith breast
cancer to identify SDoH and demographic measures associated with avoiding information,
treatment receipt, and physician mistrust. Methods: During 2018-2020, we interviewed 297
women (60% White, 25% Black, 15% Hispanic) with a history of breast cancer treated at three
academic institutions. We used multivariable regression to assess the associations of SDoH,
demographics, and related factors (social support, discrimination in daily life and within
healthcare, education, financial strain, faith, age, birth country, race and ethnicity, marital
status) with three outcomes: (1) avoiding information about cancer, (2) lack of initiation of
recommended treatments, and (3) physician mistrust. For each model, we included factors
statistically significant (p,0.05) in unadjusted analyses. Results: Overall, 79 participants
(26.6%) reported avoiding information about cancer. Age ,40, discrimination (treated with
less courtesy or as if dishonest), and financial strain (worry about medical bills, uninsured
status) were all significantly associated with avoiding information (p,0.05 for all). In multi-
variable analyses, discrimination in daily life (OR 3.37, 95% CI 1.40-8.10 for being treated as if
dishonest) and age (OR 3.36 for age ,40 compared to .60) were associated with avoiding
information. Twenty-twoparticipants (7.4%) reportednot initiating at least one recommended
treatment. Discrimination in daily life and in healthcarewere both significantly associatedwith
treatment receipt, aswas financial strain (all p,0.01). Inmultivariable analyses, discrimination
(OR 3.51, 95% CI 1.05-11.76 for being treated as if dishonest) and worrying about medical bills
(OR 3.53, 95% CI 1.40-8.93) were associated with lack of treatment initiation. Twelve partic-
ipants (4.0%) reported not trusting physician’s judgements aboutmedical care. Discrimination
in daily life and in health care and insurance status were significantly associatedwith physician
mistrust (both p,0.05). Multivariable analysis found that discrimination in both daily life and
inhealth care (OR5.95, 95%CI 1.40-25.3 for being treatedwith less courtesy in daily life, andOR
12.79, 95% CI 2.49-65.6 for reporting being treated as dishonest in health care setting) were
associated with mistrust. Race and ethnicity were not significantly associated with any of the
outcome measures in unadjusted or adjusted analyses (all p.0.05). Conclusions: SDoH mea-
sures and not race were associated with lack of engagement and trust within the health care
system, with experiences of discrimination and financial strain associated with avoiding in-
formation, not initiating treatments, and physician mistrust. Research Sponsor: American
Cancer Society.
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Social vulnerability and clinical trial enrollment: The next frontier of health equity.

Shruthi Reddy Perati, Sana M. Mohayya, Ernie Shippey, Howard S. Hochster, Coral Oghenerukevwe Omene, Henry A. Pitt, Mariam F. Eskander; Rutgers Robert Wood
Johnson Medical School, New Brunswick, NJ; Rutgers Cancer Institute of New Jersey, New Brunswick, NJ; Vizient Clinical Database Inc, Irving, TX

Background: Clinical trials are the basis for novel therapies but may not be representative of
disadvantaged groups, particularly low-income individuals. This study assesses how social
vulnerability impacts enrollment and explores the interaction between race and social vulner-
ability among patients with the top five leading causes of cancer death. Methods: The national
Vizient Clinical Database was queried for outpatients with lung, breast, prostate, colorectal or
pancreas cancer from2022-2023. This includes data from98%of academicmedical centers and
more than 110 cancer hospitals. The exposures of interest were Medicaid insurance and social
vulnerability as measured by the Vizient Vulnerability Index (VVI), a novel marker of social
drivers of health at the census tract level. Participation in a clinical trial was the primary
outcome. A multivariable analysis was performed evaluating the association of social vulner-
ability quartiles with clinical trial participation. Interaction tests were performed for race and
VVI. Results: 2,660,566 patients were identified. Of these, 36,456 (1.4%) enrolled in a clinical
trial: 28.6% with breast cancer, 26.3% prostate, 22.8% lung, 12.8% colorectal and 9.5%
pancreas. Trial participants were more likely to be young, White, privately insured, have
metastatic disease, and live in a less vulnerable census tract.5.3% of trial participants were
insured byMedicaid (12.2%of Black participants, 8.5%of Asian participants, and 3.5%ofWhite
participants), compared to 6.2% of non-participants (p,0.0001).22.6% of participants lived in
highly vulnerable neighborhoods (53.5%ofBlack participants, 19.7%ofWhite participants, and
5.6% of Asian participants), compared to 25.0% of non-participants (p,0.0001). Living in the
most vulnerable VVI quartilewas associatedwith decreased odds of clinical trial enrollment (OR
0.86; 95%CI 0.82-0.91, p=0.0442), as was havingMedicaid insurance vs. private insurance (OR
0.76; 95% CI 0.73-0.80, p,0.0001). The highest social vulnerability quartiles in the VVI
domains for education, neighborhood resources and transportation were associated with
decreased enrollment (Table). High social vulnerability decreased the odds of enrollment for
Black patients (OR 0.80; 95%CI 0.68-0.88, p,0.0001)more thanWhite patients (OR 0.88; 95%
CI 0.89-0.96, p=0.0028); p=0.0054 for interaction. Conclusions: 1.4% of patients in this
contemporary, cross-sectional cohort enrolled in a clinical trial. Patients with Medicaid
have a 24% lower odds of enrollment than privately insured patients. Neighborhood social
vulnerability is also barrier to enrollment, evenmore so among Black patients. Interventions to
address social determinants of health may increase racial diversity in clinical trials. Research
Sponsor: None.

aOR 95% CI p-Value

Education 0.82 0.78-0.86 ,0.0001
Neighborhood Resources 0.87 0.83-0.91 ,0.0001
Transportation 0.89 0.85-0.94 ,0.0001
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Cost-utility of geriatric assessment (GA) in older adults with cancer: Amodel-based
economic evaluation of four randomized controlled trials (RCTs).

Selai Akseer, Shant Yeretzian, Yeva Sahakyan, Lusine Abrahamyan, Martine Puts, Shabbir M.H. Alibhai; University of Toronto, Toronto, ON, Canada; University Health
Network, Toronto, ON, Canada; Lawrence S. Bloomberg Faculty of Nursing, University of Toronto, Toronto, ON, Canada; Princess Margaret Cancer Centre, University Health
Network, Toronto, ON, Canada

Background: Geriatric assessment (GA) is a guideline-recommended approach to optimize
cancer management in older adults undergoing chemotherapy. Our recent cost-utility analysis
of the published 5C (Clinical and Cost-effectiveness of a Comprehensive geriatric assessment
andmanagement for Canadian elderswith Cancer) RCT comparing GA andmanagement (GAM)
with usual care in older adults with cancer did not demonstrate cost-effectiveness overall.
However, the trial was limited by ,5% of study participants receiving GA prior to starting
treatment. Three other GAM RCTs (GAIN, GAP-70, and INTEGERATE) have recently been
published with evidence of efficacy on clinically relevant endpoints. Whether these are more
cost effective than 5C is unclear. We evaluated the cost-effectiveness of GAM versus usual care
in older adults with cancer using a decision model under a range of plausible scenarios
representing the 4 trials. Methods: We performed cost-effectiveness analyses using the
healthcare payer perspective and a 12-month time horizon. We incorporated Canadian costs
and utility data from 5C, and used intervention details and effectiveness data from the three
RCTs. We reported healthcare costs per quality-adjusted life year (QALY) and the incremental
net monetary benefit (INMB) using a $50,000 per QALY threshold. In scenario analyses we
examined the main cost drivers. Results: Across trials, the average QALY per patient ranged
0.577–0.662 for GA and 0.606–0.665 for UC, and the average total costs $31,234–$39,432 for
GA and $29,261–$41,756 for UC. Chemotherapy expenses accounted for 46%-66% of total
costs across trials. The INTEGERATE trial had a positive INMBof $6,074. TheGAIN andGAP-70
trials had negative INMB value of -$2,123 and -$1,172, respectively. In comparison, in 5C, the
total costs were $39,812 and $37,450 for GAM and UC, respectively, and QALYs were 0.728 and
0.751, respectively; the INMB was $-2,713. Conclusions: Trial results and the associated model
of care from INTEGERATE suggested a positive net monetary benefit, primarily driven by
reduced hospitalization. Evaluation of cost-effectiveness under a range of plausible scenarios
from RCTs can provide important insights about GAM. Our results add to the growing data
supporting the need to implement GAM in older adults with cancer starting chemotherapy and
argue for its cost effectiveness under specific scenarios. Future trials should include hospi-
talization outcomes. Future economic analyses need to accurately capture chemotherapy costs.
Research Sponsor: Canadian Cancer Society.
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Geriatric assessment-directed supportive care intervention (GAIN-S)-
implementation via telehealth in a lower-resourced community.

Tanyanika Phillips, Can-Lan Sun, Leana Cabrera Chien, Heeyoung Kim, Ashley Celis, Ty Lee, Africa Robison, Boryana Eastman, Amartej Merla, Heather Player, Ji-Hyun Kim,
Hannah Asghari, Claudia Cuevas, Sherry Hite, KaylaWei, Vani Katheria, William Dale; City of Hope, Duarte, CA; City of Hope National Medical Center, Duarte, CA; City of Hope
National Comprehensive Cancer Center, Duarte, CA; City of Hope Comprehensive Cancer Center, Duarte, CA

Background: Based on randomized controlled trials,ASCO guidelines recommend use of ge-
riatric assessment (GA)-directed interventions for older adults with cancer. The translation of
these models to lower resourced settings has been limited. We assessed the feasibility of
implementing GA-directed supportive care (GAIN-S) via telehealth in a lower resourced
community setting. Methods: A quality improvement study was conducted in a high poverty,
limited access, and low resourced community oncology practice (City of Hope - Antelope Valley
[COH-AV]). Eligible participants were 65+ years with a new diagnosis of amalignant neoplasm
under evaluation for cancer therapy. Before starting therapy, patients completed: baseline GA,
SupportScreen, and the Fulmer SPICES assessment. A geriatric nurse practitioner (GNP)
reviewed GA results and implemented multidisciplinary supportive care interventions
(GAIN-S) via telehealth between April 2020 and January 2023. Key evaluation measures in-
cluded: number of patients who completed GAIN-S; number of referrals to multidisciplinary
supportive care services and completion rate; advance directives (ADs); and patient satisfaction
with telehealth visits. Participants’ demographics, including distance traveled for care, type of
cancer, stage, treatment, and telehealth satisfaction items, were summarized using descriptive
statistics. To analyze and visualize the implementation process, run charts were utilized.
Results: 251 patients (mean age 74, 62% Non-Hispanic White, 22% live 60+ miles from
COH-AV, 56% stage II or less, 30% received chemotherapy) completed baseline assessments.
242 had initial visits with GNP, 197 via televideo and 45 via telephone. GNP reviewed vulner-
abilitieswith 209 patients and generated 460 referrals for supportive care services, with 85%of
services implemented. Highest numbers of referrals were to pharmacy (177), social work (142),
occupational therapy (76), and physical therapy (48). GNPdiscussedGA-guided care planswith
all patients and 43 patients completed AD after discussionwith GNP. Over 92%of patients were
satisfied with telehealth-based GAIN-S in terms of both ease of visit and access to care with
their provider and with telehealth. Conclusions: Telehealth-based GAIN-S has proven to be
feasible in providing accessible healthcare to older patients with cancer in a lower resourced
community setting. This approach, well-received by most patients, highlights the potential of
telehealth in delivering GAIN-S effectively in such settings. Research Sponsor: UniHealth
Foundation.
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Geriatric assessment and management with question prompt list using a web-
based application for elderly patients with cancer to communicate aging-related
concerns: A randomized clinical trial (J-SUPPORT 2101 study).

Ayumu Matsuoka, Maiko Fujimori, Narikazu Boku, Atsuo Takashima, Takuji Okusaka, Ken Kato, Yuta Maruki, Akihiro Ohba, Hidekazu Hirano, Keita Mori, Tatsuo Akechi,
Yukari Tsubata, Tomohiro F. Nishijima, Taichi Shimazu, Tempei Miyaji, Yoshiyuki Majima, Takayo Sakiyama, Kyoko Obama, Fumio Nagashima, Yosuke Uchitomi; Division of
Survivorship Research, National Cancer Center Institute for Cancer Control, National Cancer Center, Tokyo, Japan; Department of Oncology and General Medicine, IMSUT
Hospital, Institute of Medical Science, University of Tokyo, Tokyo, Japan; Department of Gastrointestinal Medical Oncology, National Cancer Center Hospital, Tokyo, Japan;
Department of Hepatobiliary and Pancreatic Oncology, National Cancer Center Hospital, Tokyo, Japan; Department of Head and Neck, Esophageal Medical Oncology,
National Cancer Center Hospital, Tokyo, Japan; Clinical Trial Coordination Office, Shizuoka Cancer Center, Shizuoka, Japan; Department of Psychiatry and Cognitive-
Behavioral Medicine, Nagoya City University Graduate School of Medical Sciences, Nagoya, Japan; Department of Internal Medicine, Division of Medical Oncology &
Respiratory Medicine, Shimane University Faculty of Medicine, Izumo, Japan; Geriatric Oncology Service, NHO Kyushu Cancer Center, Fukuoka, Japan; Division of
Behavioral Sciences, National Cancer Center Institute for Cancer Control, National Cancer Center, Tokyo, Japan; NPO Pancreatic Cancer Action Network Japan, Sodegaura,
Japan; Department of Medical Oncology, Kyorin University Faculty of Medicine, Tokyo, Japan

Background: Older adults with cancer have aging-related physical and psychosocial problems
that should be fully shared with their oncologists. Geriatric assessment (GA) can assess these
aging-related problems and guide management. Communication support might also facilitate
implementation of GA-guided management (GAM). We conducted this single-blind, parallel-
group,multicenter, randomized controlled trial to evaluate the efficacy of a program providing
GAM recommendation and communication support between older Japanese patients with
cancer and their oncologists. Methods: Eligibility criteria were age$70 years, advanced or
recurrent cancers of gastrointestinal origin, referral to one of the two institutions for first- or
second-line systemic therapy, and impairment in at least one GA domain as assessed using a
web-based application at baseline. In the intervention group, GAM recommendations and
question prompt list (QPL) were provided to patients by trained intervention providers to be
shared with their oncologists at the first outpatient visit after randomization. Over 5 months
after the initial intervention, implementation of GAM recommendationswas reviewedmonthly
by the intervention providers with the patients and their oncologists. Patients in the control
group received usual care. The primary endpointwas the number of conversations about aging-
related concerns at the first visit. The quality of conversations was assessed in terms of the
number of conversations in which stated concerns were acknowledged and considered further
by the oncologist and the number of conversations in which acknowledged concernsmotivated
implementation of GAM recommendations. Results: A total of 215 patients (99 women, 116
men; median age 75 [range 70-88] years) were randomized (n=108/107 in the intervention/
control group) between September 2021 and September 2023. There were no differences
between two groups in patient background characteristics including the prevalence of GA
impairments. The number of conversations about aging-related concerns was significantly
higher in the intervention group than in the control group (mean [SD] 2.95 [1.53] vs. 1.90 [1.49],
p,0.0001). Thenumber of high-quality conversations andnumber of conversations aboutGAM
recommendations were also significantly higher in the intervention group than in the control
group (1.73 [1.40] vs. 1.12 [1.16], p=0.001; 0.57 [0.74] vs. 0.28 [0.47], p=0.001, respectively).
Conclusions: Our program providing GAM recommendations and communication support
successfully facilitated aging-related communications between patients and their oncologists.
We will further examine whether facilitated communication leads to actual implementation of
GAM and improved patient health outcomes in a follow-up study. Clinical trial information:
UMIN000045428. Research Sponsor: Japan Agency for Medical Research and Development.
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Primary treatment modification strategies among older adults with advanced
cancer.

Mostafa Refaat Mohamed, David Rich, Jennifer Leigh Lund, Christopher Seplaki, Marie Anne Flannery, Kah Poh Loh, Eva Culakova, Rachael Tylock, Allison Magnuson,
Richard Francis Dunne, Erika E. Ramsdale, Supriya Gupta Mohile; University of Rochester Medical Center, Rochester, NY; University of Rochester, Rochester, NY; The
University of North Carolina at Chapel Hill, Chapel Hill, NC; University of Rochester School of Medicine and Dentistry, Rochester, NY; James P. Wilmot Cancer Center,
University of Rochester Medical Center, Rochester, NY

Background: Primary treatment modification (PTM; any change in dose or agents of the
planned chemotherapy regimen from the standard guidelines) is a common therapeutic
approach among older adults with advanced cancer due to their geriatric vulnerabilities.
However, strategies to employ these modifications are understudied. This study compares a
PTM strategy based on Geriatric Assessment (PTM-GA) intervention vs. usual care strategy
based on oncologist’s impression (PTM-UC) on treatment tolerability in older adults with
advanced cancer starting new chemotherapy regimens. Methods: In this subgroup analysis of
the GAP 70+ study (NCT02054741; PI: Mohile), we included patients aged $ 70 with incurable
solid tumors who initiated a chemotherapy course with PTM (n=298). For the first (PTM-GA)
group, PTM was guided by GA results and recommendations while for the second (PTM-UC)
group, PTM was guided by the treating oncologist’s estimate only. Tolerability outcomes were
assessed within 3 months of treatment and included: 1) any grade 3-5 clinician-rated toxicity
according to National Cancer Institute Common Toxicity Criteria; 2) subsequent dose re-
duction; 3) Activity of Daily Living (ADL) decline; 4) unplanned hospitalization. We used
multivariable, cluster-weighted generalized estimating equations models to examine the
association of PTM-GA vs. PTM-UC and outcomes adjusting for confounders. Results: Mean
age was 77 years. Themost common cancer types were gastrointestinal (37%) followed by lung
cancer (26%). PTM-GA versus PTM-UC was associated with reduced risk of grade 3-5 toxicity
(relative risk (RR)= 0.77, 95%CI, 0.61- 0.90) and subsequent dose reduction (RR, 0.46; 95%CI,
0.29-0.73). Point estimates suggest that patients with PTM-GA may have a lower risk of
unplanned hospitalization but results did not reach statistical significance (RR, 0.69; 95%
CI, 0.46–1.02). PTM-GA vs. PTM-UC was not associated with ADL decline (RR, 1.05; 95% CI,
0.74–1.49). Conclusions: Older patients with advanced cancer who had PTM guided by GA
recommendations had improved treatment tolerability compared to those who PTM based on
oncologist’s estimate only. Integrating GA into treatment dosing decisions may lead to im-
proved outcomes in this vulnerable population. Research Sponsor: None.
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Effect of war on radiotherapy in Ukraine and how to help.

Nataliya Kovalchuk, Ruslan Zelinskyi, Natalka Suchowerska, Yuliia Lozko, Serhii Brovchuk, Zoia Shepil, Nelya Melnitchouk, Viktor Iakovenko, Andriy Beznosenko; Stanford
University, Stanford, CA; Spizhenko Clinic, Kyiv, Ukraine; The University of Sydney, Sydney, VIC, Australia; National Cancer Institute, Kyiv, Ukraine; LISOD Clinic, Kyiv,
Ukraine; Kyiv Regional Oncology Center, Kyiv, Ukraine; Brigham and Women’s Hospital, Boston, MA; UT Southwestern Medical Center, Dallas, TX

Background: The full-scale Russian invasion of Ukraine on February 24th, 2022 brought the
largest humanitarian disaster to the heart of Europe since the World War II. In this work, we
describe the impact of the full-scale Russian invasion on the radiation therapy (RT) services in
Ukraine and suggest how to help. Methods: We collected the information on operation of RT
centers in Ukraine during the war. In addition, in 2023 an annual survey was conducted by
Grigoriev Institute for Medical Radiology in Kharkiv for the IAEA DIRAC database. The survey
was sent to 41RT centers inUkraine requesting informationon equipment, staffing, andpatient
volume. Due to the war conditions the data provided in the survey is limited to the un-occupied
territories. Results: After the initial Russian invasion of Ukraine in 2014 and occupation of
Crimea and parts of Donbas, Ukraine lost access to 7 RT centers with 18 external beam
radiotherapy (EBRT) machines (17% of total). Just before the full-scale invasion in 2022, there
were a total of 44 Co-60 machines (57%) and 33 linear accelerators (43%) in the unoccupied
territories. As a result of the full-scale invasion of Ukraine in 2022, almost all RT centers
suspended operation in the first weeks of war. The most challenging period for RT in Ukraine
was inMarchwhen Kyiv (where 20 EBRTmachines are located) was partially surrounded by the
occupiers. Based on the DIRAC survey, compared to 2021 data, in 2022 the number of radiation
oncologists decreased on average by 2.9%, medical physicists by 6.7%, and therapists by 6.5%
but there was a large variation in staffing levels depending on the region and its proximity to
war. Theworkload in theRT centers close to the combat zone almost halved,while increasing by
10 - 60% in the western and central Ukraine. The total number of patients treated with EBRT
decreased by 11% and brachytherapy by 21%. Brachytherapy services sustained the most
interruption (47% decrease in LDR and 18% decrease in HDR patient volume) due to inability
to perform source exchanges. Overall, approximately 5,500 less patients were treated in 2022
compared to 2021. Despite the ongoing war, Ukrainian cancer centers installed 8 new linear
accelerators, with 5 linear accelerators pending installation. In addition, the Ministry of Heath
of Ukraine has recently purchased 15 linear accelerators to replace the aging Co-60 machine
fleet as the future source exchanges might not be possible. There is an acute need in helping
Ukraine transition from Co-60 to modern IMRT/VMAT linear accelerators. Conclusions:
Radiotherapy in Ukraine sustained significant damages since the 2014 Russian invasion, which
was exacerbated further by the full-scale invasion in 2022. To support the vitality and
absorptive capacity of RT services in Ukraine, the democratic world can help by donating
equipment, hardware, software, and participating in training of Ukrainian RT professionals as
they transition to modern and high-quality RT care for Ukrainian cancer patients. Research
Sponsor: None.
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Quality of life for older patients with metastatic cancer in Brazil: A telehealth-based
geriatric assessment and supportive care intervention (GAIN-S).

Cristiane Decat Bergerot, Paulo Gustavo Bergerot, Marianne Razavi, Jonas Ribeiro Gomes Silva, Jose Adolfo Cerveira, Marcos V S Franca, William Hiromi Fuzita,
Vitor Fiorin de Vasconcellos, Joao Nunes Matos Neto, Carolina Bezerra Patriota, Aline Lury Hada, Gabriel dos Anjos, Murilo Buso, Mariana Laloni, Carlos G. M. Ferreira,
Ryan David Nipp, Areej El-Jawahri, Enrique Soto Pérez de Celis, William Dale; Oncoclinicas & Co - Medica Scientia Innovation Research (MEDSIR), S~ao Paulo, Brazil; City of
Hope Comprehensive Cancer Center, Duarte, CA; University of Oklahoma, Oklahoma City, OK; Massachusetts General Hospital, Boston, MA; National Institute of Medical
Sciences and Nutrition Salvador Zubirán, Mexico City, Mexico; City of Hope National Medical Center, Duarte, CA

Background:Older adults with cancer often present unique geriatric and supportive care needs.
We sought to evaluate the impact of a telehealth-basedmultimodal geriatric assessment (GA)-
guided supportive care interventions (GAIN-S) program among older patients with metastatic
cancer in a Brazilian cancer center.Methods:This is a randomized trial. Patients aged 65+ years
with metastatic cancer, undergoing treatment, regardless of ECOG status, were enrolled.
Following the baseline assessment, patients were randomized 1:1 to receive usual care or
GAIN-S. The GAIN-S intervention provided remote, telehealth-based consultations with a
nutritionist, psychologist, psychiatrist, and certified fitness trainer. At baseline and 3-months,
patients were assessed for emotional symptoms (Geriatric Depression Scale), functional status
(Instrumental Activities of Daily Living), coping (BriefCope), and quality of life (Functional
Assessment of Cancer Therapy-General). Independent t-tests and linear mixed model were
used. Results: Out of 86 approached patients, 80 were enrolled (40 per arm), with 3 deceased
during treatment (usual care: 2, GAIN-S: 1). Most patients were female (56%), with a median
age of 73 years (range, 65-68). Most common cancers were genitourinary (28%) and breast
(23%). At baseline, therewere no differences in the outcomemeasures between arms. However,
from baseline to 3-months, patients assigned to GAIN-S had improvements in emotional
symptoms, functional status, and quality of life compared to usual care (Table). Additionally,
those assigned to GAIN-S reported increased utilization of active coping, acceptance, and
positive reframing at 3-months. Conclusions: GAIN-S demonstrated significant improve-
ments in emotional well-being, functional status, and quality of life among older patients
with metastatic cancer. These findings underscore the potential of such telehealth-driven
approaches to enhance the supportive care experience in diverse healthcare settings. Research
Sponsor: None.

Variable

Time 1 Time 2 T2T1 Difference

Arm1 Arm2
P

(t-test)

Arm1 Arm2
P

(t-test)

Arm1 Arm2 Mean
Difference

(SE) P*
Mean
(SD)

Mean
(SD)

Mean
(SD)

Mean
(SD)

Mean
(SD)

Mean
(SD)

GDS 3.3 (3.3) 4.1 (3.3) 0.278 4.2 (3.5) 2.3 (2.4) 0.010 0.8 (1.6) -1.7 (3.1) -2.6(0.5)
,0.001

FACTG 85.7
(12.2)

82.9
(13.3)

0.338 83.0
(13.4)

93.4
(10.2)

,0.001 -2.6 (4.3) 10.5 (9.7) 13.2 (1.7) ,0.001

IADL ratio 0.6 (0.3) 0.6 (0.2) 0.868 0.6 (0.3) 0.8 (0.2) ,0.001 -0.1 (0.1) 0.1 (0.2) 0.21 (0.0)
,0.001

IADL total score 4.8 (2.3)
4.8 (2.1)

0.994 4.3 (2.3) 6.2 (1.5) ,0.001 -0.4 (0.8) 1.3 (1.6) 1.8 (0.2) ,0.001

Active coping 5.6 (1.5) 5.4 (1.7) 0.553 5.5 (1.6) 6.0 (1.2) 0.177 -0.1 (0.7) 0.5 (1.4) 0.6 (0.2) 0.0145
Acceptance 6.3 (1.4) 6.5 (1.7) 0.599 6.2 (1.5) 6.8 (1.4) 0.071 -0.1 (0.6) 0.2 (0.6) 0.4 (0.1) 0.009
Positive
Reframing

5.7 (1.7) 5.6 (1.9) 0.821 5.6 (1.7) 5.9 (1.6) 0.407 -0.1 (0.6) 0.3 (1.0) 0.4 (0.1) 0.035
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Accuracy of a mobile sensor-based system for the detection of chemotherapy
toxicity in older adults with cancer.

Enrique Soto Pérez de Celis, Eshetu Atenafu, Ana Cristina Torres, Andrea de la O Murillo, Andrea Morales Alfaro, Marı́a Reneé Jiménez Sotomayor,
Celia Gabriela Hernandez Favela, Javier Monroy Chargoy, Jose Aguilar-Velazco, Mildred Medina, Marı́a Luisa Moreno-Garcı́a, Maria de la Concepción Pérez de Celis,
Sergio Contreras, Tania Chávez, Paula Cardenas-Reyes, Shabbir M.H. Alibhai; Instituto Nacional de Ciencias Médicas y Nutrición Salvador Zubirán, Mexico City, Mexico;
University Health Network, Toronto, ON, Canada; Instituto Nacional de Ciencias Médicas y Nutrición Salvador Zubirán, Mexico City, DF, Mexico; Benemerita Universidad
Autónoma de Puebla, Puebla, Mexico; Princess Margaret Cancer Centre, University Health Network, Toronto, ON, Canada

Background:Older adults receiving chemotherapy (CT) are at a high risk of toxicity (Tox) and of
functional decline. Promptly acting upon CT Tox in older adults is difficult, particularly in
developing countries where triage systems and personnel are limited. We previously showed
that monitoring older patients using an accelerometer-equipped smartphone is feasible, and
that a decline in the number of steps/day may represent a marker of Tox. We aimed to evaluate
the diagnostic accuracy of an objective patient-centered measure of physical function (steps/
day) for the remote detection of Tox in older adults receiving CT. Methods: We included
consecutive patients aged $65 years starting first line CT for solid tumors at a single center
in Mexico City. Patients underwent a geriatric assessment and were provided with an
accelerometer-equipped smartphone. Daily steps were recorded for$7 days pre-CT initiation,
and median number of pre-CT steps/day was calculated. Patients with #600 median pre-CT
steps/day, and those using walking aids, were excluded (16% of recruited patients). Steps were
monitored daily, compared with median pre-CT steps/day, and % decline was calculated.
Patients were called daily, and Tox was assessed using PRO-CTCAE questionnaires. The %
decline in steps/day from pre-CT was considered as the index test for Tox, while patient report
was considered the reference standard. The association between% step decline andmoderate/
severe Tox was examined using generalized linear-mixed models. AUC was calculated and
Youden’s index used to choose cutoff points for Tox detection. Results: 116 patients were
included (96 development cohort, 20 validation cohort). Median age was 73y (range 65-91),
55%were female, and 65% had#high school education. Themost common tumors were colon
(21.5%), pancreas (17.5%), andgastric (12%). 28%ofparticipants hadnever used a smartphone.
Themedian number of pre-CT steps/day was 2979. Patients were followed for 6764 days, with
Tox detected on 64.4% of days. Moderate/severe self-reported toxicity was detected on
1245 days (22.1%), while mild/no toxicity was detected on 4378 days (77.9%). AUC analysis
for the development cohort demonstrated that a 32% decrease in steps/day from pre-CT
median showed a sensitivity of 77.6% and a specificity of 67.3% for detecting moderate/
severe Tox. Sensitivity and specificity of the cutoff in the validation cohort were 75.8% and
69.6%, respectively. Tox associated with a decline in steps/day included fatigue, pain, and
nausea. Conclusions: A decline in the number of steps/day measured using an accelerometer-
equipped smartphone was useful for the remote detection of moderate/severe Tox in older
adults with cancer receiving CT, with a high sensitivity and specificity. This patient-centric
measure could be used in clinical practice and research to detect and act promptly on Tox and,
potentially, improve outcomes. Research Sponsor: Conquer Cancer, the ASCO Foundation.
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Disparities uncovered: LGBTQ+ patients report on their cancer care journey.

Shail Maingi, Matthew B. Schabath, Ilona Dewald, Janet Storey, Samuel Dooyema, Jeffrey D. Carter, Cherilyn Heggen, Kelly E. McKinnon; Dana-Farber Cancer Institute,
South Weymouth, MA; H. Lee Moffitt Cancer Center and Research Institute, Tampa, FL; PRIME Education, LLC, New York, NY; Prime Education, Inc., New York, NY

Background:In the U.S, LGBTQ+ people face higher cancer rates and worse outcomes than the
general population. Few studies have described the experiences of LGBTQ+ people and their
caregivers during treatment. As part of an implementation science initiative aimed at improv-
ing care for LGBTQ+ patients, we conducted a large survey (n=817) to understand treatment
experiences of this population. Here we report our findings which provide insight into how
stigma and incorrect assumptions may contribute to medical mistrust and worse experiences.
Methods: In 2023, 817 diverse LGBTQ+ cancer patients from academic and community-based
settings, as well as patient advocacy groups, completed web-based surveys evaluating their
care experiences during cancer treatment. Participants included patients with gastric (n=165),
breast (n=238), ovarian (n=218), prostate (n=56), and colorectal cancers (n=140), including 83
gender non-conforming patients.Results:Most LGBTQ+patients (80%) reported not receiving
appropriate preventative cancer screening, with top barriers including provider did not mention
cancer screening tests (40%) and did not have a healthcare provider(28%). Additionally, only 24%
felt at least moderately comfortable disclosing their LGBTQ+ status. Inclusive measures that
helped patients feel most comfortable included care teams sharing/displaying their own pro-
nouns (39%),makingpublic statements of support (43%), orwearingpersonal items indicating
acceptance (39%). Of those who did disclose their identity, only 50% of gender-expansive
patients reported consistently being referred to by the correct names and pronouns. Impor-
tantly, patients reported that only 34% of their partners/caregivers felt welcome at appoint-
ments, and only 4% felt respected by the care team. Few patients reported receiving key
supportive care services, including counseling/support groups (23%), quality-of-life related
care, such as sexual function counseling (23%), and LGBTQ-specific resources/education
(19%). Furthermore, less than half of LGBTQ+ patients discussed with HCPs how cancer
treatment affects fertility (41%), fertility preferences (26%), or fertility preservation (14%),
even though only 22%of patients reported not being eligible for fertility services. Interestingly,
many of these gaps in care differed based on cancer type. For example, prostate, colorectal, and
gastric patientsweremore likely to report not feeling safe disclosing their LGBTQ+status (80%,
69%, and 54% respectively), while breast cancer patients were more likely to report having
discussed fertility prior to starting treatment (64%). Conclusions: This study offers insights
into experiences of LGBTQ+ patients and confirms disparities in care are real and pervasive.
Ongoing education and inclusion efforts can help create a safe and welcoming environment,
enabling equitable care and improved outcomes. Research Sponsor: Bristol Myers Squibb;
Gilead Sciences, Inc; Lilly USA LLC; Merck Sharp & Dohme LLC; Pfizer Inc; Eisai Inc.; Novartis
Pharmaceuticals Corporation.
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Discrimination and disparities experienced among LGBTQ+ young adult cancer
survivors (22-39) and adult cancer survivors (40+): A mixed-method study.

Viktor Clark, Richard F. Brown, Michelle Christine Janelsins, Lindsey Jean Mattick, Sule Yilmaz, Katherine Rieth, Sindhuja G Kadambi, Charles Stewart Kamen; James P.
Wilmot Cancer Center, University of Rochester Medical Center, Rochester, NY; Virginia Commonwealth University, Richmond, VA; University of Rochester, Rochester, NY;
University of Rochester Medical Center, Rochester, NY

Background: Americans who identify as lesbian, gay, bisexual, transgender, or other sexual
and/or gender expansive identities (LGBTQ+) represent approximately 24.2 million (7.2%)
people, living in the United States. Those who identify as LGBTQ+ face distinct barriers to
preventing and treating cancer. In a recently convened ASCO steering committee meeting,
reducing LGBTQ+ discrimination both within and outside the healthcare setting was discussed
as ahighpriority area. Across generations, adultswhoopenly identify as LGBTQ+has increased,
with nearly 20% of younger generations identifying as LGBTQ+. This shift in willingness to
openly identify as LGBTQ+ may result from decreased discrimination felt by younger gener-
ations. Decreasing discrimination may ultimately help improve cancer-care engagement
among people who identify as LGBTQ+. Methods: Utilizing a mixed method sequential ap-
proach, we examined a national sample of 60 LGBTQ+ cancer survivors’ online quantitative
survey data including experiences of discrimination. We performed a t-test to compare young
adults (22-39 years old) to adults (40+ years old). Next, we conducted in-depth interviews with
ten individuals from as a subset of the 60 cancer survivors. The transcribed data was analyzed
using constant comparative methods and sorted into themes. Results: Among the 60 survey
respondents, 31 (51.7%)were 40+ years old.Majority of the survey respondents wereWhite (n =
55, 88.3%), ciswomen (n = 40, 66.7%), and identified as bisexual (n = 20, 33.3%). The subset of
in-depth interview participants shared similar demographics. Quantitative: The adult cancer
survivors reported experiencing higher levels of discrimination than younger adult cancer
survivors (Mean Difference = 5.82, 95% CI [1.11, 10.54]). Qualitative: Among the adult cancer
survivors (k = 8), three endorsed the theme of “discrimination”. While one of the young adult
cancer survivors (k = 2), endorsed the theme of “identity pride” defined as satisfaction from
and immersionwithin their LGBTQ+ identity.MixedMethods: Both quantitative andqualitative
data confirmed that adult cancer survivors experienced significant differences in discrimina-
tion compared to the younger adult cancer survivors. Within the adult cancer survivor in-
terviews, historical experiences such as the AIDS epidemic led to discriminatory experiences
and ongoing medical mistrust. Among younger adult cancer survivors, openly embracing their
identities and engaging with the healthcare system was described. These disparities may
explain the variation in levels of reported discrimination. Conclusions: Research shows dis-
crimination has a profound impact on whether a person identifying as LGBTQ+ will seek out
cancer-related care. Therefore, reducing discrimination for people who identify as LGBTQ+ is
crucial to reducing cancer disparities. Research Sponsor: Crowd Funding.
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Fertility among young breast cancer survivors attempting pregnancy: A prospective,
multicentre cohort study.

Kimia Sorouri, Yue Zheng, Samuel M. Niman, Kate Dibble, Shoshana M. Rosenberg, Gregory J. Kirkner, Kathryn Jean Ruddy, Shari I. Gelber, Rulla M. Tamimi,
Jeffrey M. Peppercorn, Lidia Schapira, Virginia F. Borges, Steven E. Come, Ellen Warner, Matteo Lambertini, Elizabeth S. Ginsburg, Ann H. Partridge; Dana-Farber Cancer
Institute, Boston, MA; Weill Cornell Medicine, New York, NY; Mayo Clinic, Rochester, MN; Massachusetts General Hospital, Boston, MA; Stanford Comprehensive Cancer
Institute, Palo Alto, CA; University of Colorado Cancer Center, Aurora, CO; Beth Israel Deaconess Medical Center, Boston, MA; Odette Cancer Centre, Sunnybrook Health
Sciences Centre, Toronto, ON, Canada; Department of Internal Medicine and Medical Specialties (DIMI), School of Medicine, University of Genova and Medical Oncology
Department, U.O.C. Clinica di Oncologia Medica, IRCCS Ospedale Policlinico San Martino, Genova, Italy; Brigham and Women’s Hospital, Boston, MA

Background: Despite high interest among young women diagnosed with breast cancer (BC) in
future fertility, prior research has been hampered by short follow-up and lack of prospective
assessment of pregnancy attempts. We sought to describe fertility outcomes among young
women participating in a prospective cohort who reported pregnancy attempt post-BC di-
agnosis. Methods: Women with stage 0-III BC in the Young Women’s Breast Cancer Study
(YWS, NCT01468246), a multicenter, prospective cohort of women diagnosed at age#40 from
2006-2016 who reported attempting pregnancy post-diagnosis were included. Those with
prior hysterectomy, bilateral oophorectomy, or metastatic disease at diagnosis were excluded.
Data on attempting pregnancy and fertility outcomes were obtained from serial surveys.
Multivariable logistic regression with stepwise model selection was used to identify factors
associated with pregnancy and live birth. Results: Among 1213 eligible participants, 197
reported any attempt of pregnancy (16%) over a median follow-up of 11 years (range: 3-17).
Among attempters, median age at diagnosis was 32 years (range: 17-40); 74% were non-
HispanicWhite; 41%had stage I, 35% stage II, 10% stage III, and 14% stage 0 BC; 76%hadHR+
disease; 68% received chemotherapy; 57% received endocrine therapy within one year post-
diagnosis; 13% were BRCA1/2 pathogenic variant (PV) carriers; 51% reported financial comfort
at baseline; 51% were nulligravida and 72% nulliparous at diagnosis; 28% had undergone
fertility preservation consisting of egg/embryo freezing at diagnosis; 15% reported a history of
infertility before BC diagnosis. Most (73%) reported $1 pregnancy after diagnosis and 65%
reported$1 live birth.Median time fromdiagnosis to first pregnancywas 48months (range: 6-
125). In themultivariablemodel, greater age at diagnosis (odds ratio [OR]0.82per year increase,
95% CI 0.74-0.90, P,0.0001) was negatively associated with pregnancy, while financial
comfort at baseline (OR 2.04, 95% CI 1.01-4.12, P=0.047) was predictive of pregnancy. For live
births, greater age at diagnosis was negatively associated (OR 0.82 per year increase, CI 95%
0.76-0.90, P,0.0001)while having undergone fertility preservation at diagnosiswas predictive
(OR 2.78, 95% CI 1.29-6.00, P=0.009). History of infertility, nulliparity at diagnosis, tumor
characteristics, cancer treatment, race, ethnicity, and BRCA1/2 PV status were not associated
with either outcome. Conclusions: This is the first prospective study with greater than 10 years
of follow-up to report fertility outcomes in young BC survivors accounting for attempting
pregnancy. The majority achieved a pregnancy andmost reported a live birth. Our findings can
be incorporated into the counseling of young BC patients and survivors, and highlight the need
for accessibility of fertility preservation services for this population. Clinical trial information:
NCT01468246. Research Sponsor: Breast Cancer Research Foundation; BCRF-21-124; Susan G.
Komen; SAC100008.
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SNF-CLIMEDIN: A prospective randomized trial of digital intervention in patients
with advanced NSCLC—A HeCOG study.

Paris A. Kosmidis, Thanos Kosmidis, Kyriaki Papadopoulou, Nikolaos Korfiatis, Athanassios Vozikis, Sofia Lampaki, Amanda Psyrri, Elena Fountzilas, Athina Christopoulou,
Epaminondas Samantas, Anastasios Vagionas, Giannis Socrates Mountzios, Georgios Gkoumas, Nikolaos Tsoukalas, Ilias Athanasiadis, Dimitris Bafaloukos,
Chris G. Panopoulos, Margarita Ioanna Koufaki, George Fountzilas, Helena Linardou; Department of Medical Oncology, Hygeia Hospital, Athens, Greece; Care Across,
London, United Kingdom; Molecular Oncology Laboratory, Hellenic Foundation for Cancer Research, Thessaloniki, Greece; Faculty of Social Sciences, University of East
Anglia, Norwich, United Kingdom; Laboratory of Health Economics and management (LabHEM) Economics Department, University of Piraeus, Piraeus, Greece; Pulmonary
Department, Lung Cancer Oncology Unit, Aristotle University of Thessaloniki, G. Papanicolaou Hospital, Thessaloniki, Greece; Section of Medical Oncology, Department of
Internal Medicine, Attikon University Hospital, Faculty of Medicine, National and Kapodistrian University of Athens, School of Medicine, Athens, Greece; St. Luke’s Clinic,
Thessaloniki, Greece; Oncology Unit, General Hospital of Patras St. Andrews, Patras, Greece; Second Oncology Department, Metropolitan Hospital, Piraeus, Greece;
Oncology Department, General Hospital of Kavala, Kavala, Greece; Fourth Department of Medical Oncology and clinical trial unit, Henry Dunant Hospital, Athens, Greece;
Department of Medical Oncology, Agioi Anargyri Cancer Hospital, Athens, Greece; 401 General Military Hospital of Athens, Oncology Department, Athens, Greece;
Department of Medical Oncology, Mitera Hospital, Athens, Greece; First Oncology Department, Metropolitan Hospital, Piraeus, Greece; Department of Medical Oncology,
Euroclinic Hospital, Athens, Greece; Laboratory of Health Economics and management (LabHEM) Economics Department, University of Piraeus & Laboratory of
Pharmacogenomics and individualized therapy of Health Sciences, Piraeus, Greece; Department of Medical Oncology, German Oncology Center, Limassol, Cyprus; Fourth
Oncology Department and Comprehensive Clinical Trials Center, Metropolitan Hospital, Piraeus, Greece

Background: The purpose of this trial is to investigate the effectiveness of online digital
intervention to NSCLC patients in terms of quality of life (QoL), cost and the interrelation
with clinical and molecular characteristics. Methods: This prospective randomized trial
recruited 200 advanced NSCLC patients (3/22-10/23). All had NGS tissue analysis for 161 genes
and received standard treatment (predominantly immuno-chemotherapy). Through the
CareAcross online platform they received information about their disease and treatment,
and periodically reported any of 22 preplanned adverse events (AEs). Patients were randomized
1:1 in the intervention (A) and control (B) arm; patients in armA received digitally, additionally,
evidence-based guidance for the reported AEs. The study was designed to assess QoL improve-
ment (measured per patient as reduction of the number of AEs reported at last contact,
compared to those previously reported). EQ5D-5L scores were collected. Patient-case level
hospitalizations data were collected and costs were estimated based on reimbursed costs as
defined by theMinistry of Health. Results were correlated with patients’ clinical andmolecular
characteristics. Results: Clinical and molecular characteristics will be presented during ASCO
Congress. For all patients, responses were: CR: 2%, PR: 35.5%, SD: 35%, PD: 10.5%.Median PFS
was 7.0 months (95%CI: 5-8), 1-year 18% (38%-55%). Median OS: 12 months (11-14), 1-year
47% (38%-55%). No difference was found between the two arms in any of the above, nor in OS
in relation to clinical and molecular characteristics. The most common AEs that patients
reported were fatigue, cough, anorexia, nausea. More patients submitted AE reports online
than their clinicians (89%vs68%ofpatients, p,0.01);moreAEswere reported per submission,
compared to their clinicians. Patients in arm A reported marginally higher improvement
compared to B (77.2% vs 75.7%); 15 of 22 AEs were associated with higher (14) or same (1)
improvement in arm A vs B (not statistically significant); of the most common: fatigue (61.3%
vs 48.6%), anorexia (86.5% vs 70.2%; p,0.05) and nausea (93.0% vs 87.2%). Baseline EQ5D
was similar in both arms; comparing post-treatment (6th cycle) results shows higher im-
provement in all 5 dimensions in arm A vs B, especially in Anxiety/Depression (final values: 1.9
vs 2.2). The mean AE-related costs in Euros in arm A vs B were: hospitalization: 455.4 (95%CI:
91.9-941.5) vs 779.5 (346.6-1328.5) (p,0.001); diagnostics: 20.3 (0.5-50.8) vs 73.3 (1.3-186.1)
(p,0.001). Follow up is ongoing. Conclusions: Digital oncology is feasible, cost-effective by
reducing hospitalizations, improves certain AEs and tends to improve QoL of NSCLC patients
regardless of clinical and molecular status. Patients report digitally more informative AEs for
clinical and research analysis. Online platforms can complement the Oncology team. Clinical
trial information: NCT05372081. Research Sponsor: Stavros Niarchos Foundation.
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A United Kingdom prospective, multicentre, observational cohort study in-
vestigating tolerance of anti-cancer systemic therapy in the elderly: The TOASTIE
study.

Helen Clare Dearden, Michael Rowe, Adam Peters, Maria Rohan, Alexandra Marsh, Abigail Louise Gee, Kieran Zucker, Gemma Quesne, Jonathan Heseltine, Rachel Prichard,
Deborah Scott, Conor ONeill, Clair Brunner, Joni Howells, Veronica Conteh, Avinash Aujayeb, Xiangfei Yan, Lisa Jane Rodgers, Sally Martin, Mark Baxter; Leeds Teaching
Hospitals NHS Trust, Leeds, United Kingdom; Royal Cornwall Hospital, Truro, United Kingdom; The Beatson West of Scotland Cancer Centre, Glasgow, United Kingdom;
Gloucestershire Hospitals NHS Foundation Trust, Gloucester, United Kingdom; University Hospitals Bristol and Weston NHS Foundation Trust, Bristol, United Kingdom;
Clatterbridge Cancer Centre, Wirral, United Kingdom; Freeman Hospital, NHS, Newcastle upon Tyne, United Kingdom; University Hospital Southampton, Southampton,
United Kingdom; Northern Ireland Cancer Centre, Belfast, United Kingdom; Swansea Bay University Health Board, Swansea, United Kingdom; Singleton Hospital, Swansea,
United Kingdom; Royal Free London NHS Foundation Trust, London, United Kingdom; Respiratory Department, Northumbria Healthcare NHS Foundation Trust, North
Shields, United Kingdom; Edinburgh Cancer Centre, Western General Hospital, Edinburgh, United Kingdom; The Beatson Cancer Centre, Glasgow, United Kingdom;
University of Dundee, Dundee, United Kingdom

Background:Older adults have a higher risk of developing chemotherapy (CTx) related toxicity.
The Cancer Aging Research Group (CARG) score was developed and validated in the USA to
predict risk of severe CTx induced toxicity in older adults; subsequent validation studies have
had varying results. The TOASTIE study sought to evaluate the CARG score prospectively in a
United Kingdom (UK) population.Methods: Thismulticentre, prospective, observational study
recruited patients aged $65 years commencing first-line neo-adjuvant, adjuvant or palliative
CTx for any solid organ malignancy. Those receiving non-CTx agents were excluded. Baseline
demographics and established frailty measures were recorded, including Eastern Cooperative
Oncology Group performance status (ECOG PS), Rockwood Clinical Frailty Scale (CFS),
Geriatric-8 (G8) score and Charlson Co-morbidity Index (CCI). CARG score was calculated
after initial Oncology consultation. Follow-up data including CTCAEv5 toxicity and hospital
admissions were collected retrospectively. Results: 19 centres recruited 330 patients between
Nov 2019 -Dec 2022.Median agewas 73 years (range 65-92) and 51.9%weremale. 54.9%had a
primary tumour of gastrointestinal origin, 48.7% received CTxwith palliative intent and 70.8%
received doublet therapy. At baseline, 85% patients had an ECOG PS 0 or 1, with median CFS 3
(range 0-8), G8 score 12 (range 6-16) and CCI 6 (range 2-12). Follow-up data was available for
314 (92.6%) patients; the median CTx cycles received was 4 (range 1-16) with 124 (39%)
patients dose reduced at cycle one. Treatment delays occurred in 83 (26.4%) patients and 123
(39.2%) stopped treatment early, with 60 (48.8%) cases due to treatment-related toxicity.
69(22.3%) patients experienced a CTCAE grade $3 toxicity and 84 (27%) requiring hospital
admission. CARG scorewas available for 313 patients; 107 (34.2%) low risk, 167 (53.4%)medium
risk and 39 (12.5%) high risk. Increasing CARG risk groups had increased toxicity rates (low
19.6%, medium 22.2%, high 28.2%) however this was non-significant with no evidence of
robust predictive performance (Table). The performance of CFS and ECOG PS was superior to
CARG. Conclusions: In this UK older patient population, baseline frailty was prevalent. CARG
score was unable to robustly discriminate or predict risk of high-grade toxicity. ECOG showed
superior, albeit limited, ability to predict and discriminate toxicity risk. This study highlights
the need for development of further tools predictive of toxicity in this population. Research
Sponsor: None.

Grade 0-2 (%) Grade 3+ (%) p-Value AUC

CARG (n=312)
Low (n=107)
Moderate (n=166)
High (n=39)

80.4
77.7
71.8

19.6
22.3
28.2

0.75 0.57
(0.49-0.65)

ECOG PS (n=306)
0 (n=109)
1 (n=158)
2+ (n=39)

84.4
75.3
64.1

15.6
24.7
35.9

0.06 0.62
(0.53-0.70)

CFS (n=293)
1-3 (n=223)
4+ (n=66)

80.3
63.6

19.7
36.4

0.02 0.61
(0.53-0.69)
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Assessing the environmental and downstream human health impacts of decen-
tralizing cancer care.

Andrew Hantel, Colin Cernik, Thomas Walsh, Hajime Uno, Dalia Larios, Jonathan Slutzman, Gregory A. Abel; Dana-Farber Cancer Institute, Boston, MA; Massachusetts
General Hospital, Boston, MA

Background:Greenhouse gas emissions fromhealthcare are substantial andharmpersonswith
cancer. Emissions from outpatient cancer care visits are not well described, nor are the
downstream reduction inhumanharms that could be obtained through visit“decentralization”
(telemedicine and local care when possible).Methods: This life-cycle assessment (LCA)-based
study evaluated changes in emissions and downstream health harms associated with (1)
telemedicine visits using retrospective observational analysis and (2) fully decentralized visits
using counterfactual modeling. The retrospective observational cohort included persons re-
ceiving cancer care at Dana-Farber Cancer Institute (DFCI) and 20 affiliated facilities between
5/2015-12/2020. The main outcome was the adjusted per visit-day difference in emissions (in
kilograms carbon dioxide equivalents: kgCO2e) between two periods: an in-person care period
(5/2015-2/2020; “Pre”) and a telemedicine period (3/2020-12/2020; “Post”). Mixed effects
log-linear model assessed emissions changes adjusted for age, sex, race, ethnicity, and cancer
type, with random effects on person. The counterfactual model assessed emissions changes
between actual in-person visits during the Pre period and a counterfactual with maximal
decentralization. Visit-day eligibility for decentralization was obtained by categorizing ap-
pointments (e.g., clinician visit, infusion) as DFCI required, local care possible, or telemedicine
possible. This cohortwasmatched to anational populationdiagnosedwith cancer over the same
period (Cancer in North America [CiNA] dataset) usingmixed-effects linearmodeling, through
which annual changes in disability-adjusted life-years (DALY) from clinician visit decentral-
ization were estimated using Eckelman’s mortality cost of carbon conversion. Results: There
were123,890 unique patients in the DFCI cohort seen over 1.6million visit-days (PreN=110,180,
Post N=61,691) at a median of 6 visit-days per patient (IQR 2, 15). An estimated
72,554,006 kgCO2e were within scope of the LCA emitted during the study period. In
mixed-effects log-linear regression, the adjusted mean absolute reduction in per visit-day
emissions between Pre and Post periods was 36.4 kgCO2e (95%CI 36.2,36.6), or a reduction of
81.3% (95%CI 80.8,81.7) compared to the baseline model. In the counterfactual decentralized
care model of the Pre period, there was a relative emissions reduction of 33.1% (95%CI
32.9,33.3). When demographically matched to 10.3 million persons in the CiNA dataset, decen-
tralized care would have reduced national emissions by 75.3 million kgCO2e annually; this
corresponds to an estimated annual reduction of 15.0-47.7 DALYs. Conclusions: Employing
decentralization through telemedicine and local care can substantially reduce emissions during
cancer care delivery; this corresponds to a small reduction in human mortality. Research
Sponsor: U.S. National Institutes of Health; 3P30CA006516-57S2; Greenwall Foundation.
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AI-assisted clinical summary and treatment planning for cancer care: A comparative
study of human vs. AI-based approaches.

Po-Hsuan Cameron Cameron Chen, Ji-Jung Jung, Yoona Kim, Minjung Lee, Rodrigo Sanchez-Bayona, Paul J Bröckelmann, Robert Anton Olson, Denise Bernhardt,
Christopher Goodman, Matthew Cecchini, Michael Yan, Houda Bahig, Sherman Lin, Joseph Y. Cheng, Petros Giannikopoulos, William R. Polkinghorn, David A Palma,
Han-Byoel Lee; Need Inc., Santa Monica, CA; Department of Surgery, Seoul National University Hospital, Seoul National University College of Medicine, Seoul, South Korea;
SOLTI Cancer Research Group, Hospital 12 de Octubre, Madrid, Spain; University Hospital of Cologne, Cologne, Germany; British Columbia Cancer Agency, Prince George,
BC, Canada; Department of Radiation Oncology, Klinikum Rechts der Isar, Technical University of Munich (TUM), Munich, Germany; London Health Sciences Centre,
London, ON, Canada; Department of Pathology and Laboratory Medicine, London Health Sciences Centre, Schulich School of Medicine and Dentistry, Western University,
London, ON, Canada; Department of Radiation Oncology, University of Toronto, Toronto, ON, Canada; Centre Hospitalier de l’Université de Montréal, Montreal, QC, Canada;
University of California, Berkeley, Berkeley, CA; Department of Radiation Oncology, London Regional Cancer Center, London, ON, Canada

Background: Understanding a patient’s clinical narrative, timeline, and history is critical for
accurate treatment decision-making. However, reviewing and summarizing complex records is
time-consuming and error-prone. Recent advancements in artificial intelligence (AI), specif-
ically large language models (LLM), offer paths to improve quality and efficiency. Methods: A
study was conducted on 50 breast cancer cases from an academic medical institution, utilizing
all medical records—clinic, pathology, and radiology reports—up until the point of the initial
treatment decision. All cases were processed using three different approaches: AI-assisted;
full-AI; and human-only. In the AI-assisted method, two oncology physician assistants (PAs)
revised AI-generated summaries to create clinical summaries. The full-AI method had AI
independently produce clinical summaries, while the human-onlymethod had the PAs compile
summaries without AI. Eight board-certified international oncology specialists blindly eval-
uated summaries for faithfulness, completeness, and succinctness using a 3-point scale,
ranked their preferences, and tried to predict which summaries were full-AI. Rankings were
assessed using a Friedman test followed by aWilcoxon signed-rank test, and full-AI prediction
was assessed using a two-sided one-sample binomial test. After summarization, a distinct AI
system with access to clinical guidelines provided treatment plans. These plans were then
evaluated by a board-certified oncologist with access to the original treatment decision.
Results: The study found specialists favored AI-assisted, followed by full-AI, and then
human-only summaries, with average ranks of 1.73, 1.93, 2.34 respectively (lower is better,
p,0.001). The difference between full-AI and AI-assisted was not significant (p=0.11). Eval-
uation scores (mean695%CI, higher is better) showed AI-assisted, full-AI, and human-only
scored 2.3560.13, 2.1460.14, 2.1760.14 for faithfulness; 2.2860.12, 2.0160.12, 1.9360.14 for
completeness; and 2.3360.12, 2.2160.12, 1.9960.13 for succinctness. The average summariza-
tion time was 19.71, 1.17, 26.03 minutes. Full-AI identification accuracy was 0.28 (not different
from chance 0.33, p=0.46). With AI-assisted summaries, the treatment plans were accurate in
45 cases (90%) and partially accurate in 5 cases (10%). In the 5 partially accurate cases, the
system was accurate with the provided input data, but there were inaccuracies with the input
data, including incorrect formats or missing data. Conclusions: Incorporating LLMs into the
creation of medical summaries has shown improvements in both quality and efficiency,
achieving up to 22.2x speed up with full-AI, indicating that AI-assisted summarization tools
can potentially enhance care quality. AI-assisted summaries yield accurate treatment plans
when the input data is accurate. Research Sponsor: None.
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Human-AI teams to improve accuracy and timeliness of oncology trial prescreening:
Preplanned interim analysis of a randomized trial.

Ravi Bharat Parikh, Matthew Guido, Anthony Girard, Yang Li, Likhitha Kolla, Jinbo Chen, Ezekiel J. Emanuel; Perelman School of Medicine, University of Pennsylvania,
Philadelphia, PA; Perelman School of Medicine at the University of Pennsylvania, Philadelphia, PA; University of Pennsylvania Perelman School of Medicine, Philadelphia,
PA; University of Pennsylvania, Philadelphia, PA

Background: Identifying eligible patients for oncology clinical trials (“prescreening”) relies on
manual chart review by clinical research coordinators (CRCs), which is time-consuming and
often inaccurate. Consequently, 70% of patients with cancer who meet trial eligibility criteria
are not offered participation. Natural language processing (NLP)may improve the accuracy and
timeliness of prescreening.Methods:Thiswas a preplanned interimanalysis of a paired-design
noninferiority trial, powered to assess timeliness. We adapted NLP algorithms to identify 13
common eligibility criteria related to cancer type/stage, prior systemic therapy, actionable
biomarkers, and response criteria. NLP systemsperformed optical character recognition, entity
and relationship extraction, and natural language inference through deep learning and sym-
bolic AI techniques. Deidentified unstructured electronic health records (EHRs) from real-
world patients with non-small cell lung (NSCLC) or colorectal (CrCa) cancer were presented to
CRCs via a secure platform. Two CRCswere randomized 1:1 to view blocks of 20 charts eachwith
(Human+AI) or without (Human-alone) NLP annotations. In pre-trial assessment, the CRCs
had 86% inter-rater agreement. The primary outcome was overall chart-level accuracy, de-
fined as percent of the 13 CRC-coded eligibility itemsmatching a gold standard set, determined
by 2-3 clinicians blinded to experimental arms. Paired t-tests compared overall accuracy
(noninferiority margin 5%) and criteria-specific accuracy. Significant differences were
assessed for superiority using two-sided paired t-tests. Mann-Whitney tests compared the
secondary outcome of timeliness (time per chart review). Results: Among 74 (40 NSCLC; 34
CrCa) of a planned 400 patients, overall accuracy for Human+AI was noninferior to Human-
alone (78.7%vs. 76.7%,meandifference 2.0%, p,0.001 rejecting inferiority); bothwere greater
than AI-alone (63.5%). Superiority for Human+AI was demonstrated for RECIST response, but
not for overall nor other criteria-specific accuracy (Table). Median time per review was lower
forHuman+AI thanHuman-alone (34.1 vs 43.9min, adjusted p=0.05).Conclusions:Human+AI
teams can improve timeliness of trial prescreening with noninferior accuracy. This platform is
being used for eligibility assessment in an ongoing clinical trial. Research Sponsor: Mendel AI.

Accuracy

Criteria Human-alone Human+AI
Biomarker data
Biomarker name 93.8% 94.8%
Result 88.5% 90.6%
Interpretation 89.7% 92.3%
Performance status 82.5% 75.0%
Prior systemic therapy 90.3% 85.8%
Cancer data
Site 87.5% 90.6%
Type 87.8% 86.5%
Group stage 74.1% 74.1%
M Stage 46.9% 49.0%
N Stage 50.0% 63.2%
T Stage 56.4% 69.2%
Outcome (Death, Progression) 19.5% 29.3%
RECIST response** 45.7% 61.4%

**Significant for superiority of Human+AI over Human-alone after adjustment for multiple comparisons.
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Geographic and racial disparities in bi-specific antibodies trials access for diffuse
large B-cell lymphoma.

Moazzam Shahzad, Muhammad Fareed Khalid, Robin Park, Muhammad Kashif Amin, Iqra Anwar, Michael Vishal Jaglal; H. Lee Moffitt Cancer Center and Research
Institute, University of South Florida, Tampa, FL; Danbury Hospital, Danbury, CT; H. Lee Moffitt Cancer Center and Research Institute, Tampa, FL; Division of Hematologic
Malignancies and Cellular Therapeutics, University of Kansas Medical Center, Kansas City, KS

Background: The trials of bispecific antibodies to treat diffuse large B-cell lymphoma (DLBCL)
have increased exponentially. However, there is a geographic limitation to offering these trials
and universal access appears to be limited. Here, we investigate the geographical and racial
disparities in accessing bispecific antibodies trials for DLBCL. Methods: We searched Clinical-
Trials.gov using the terms for DLBCL and bispecific antibodies. A total of 13 out of 51 clinical
trials with one or more open sites in the United States (US) were included in this systematic
review. 2020 US Census Bureau data was used to obtain data on race and ethnicity. Analysis for
this study was performed using SPSS version 26. Results: The majority of the included trials
were Phase I (62%) followed by Phase II (23%), and Phase I/II (15%). A total of 885 participants
were either enrolled or expected to enroll in these clinical trials. Nine (69%) clinical trials were
only open in the US while 4 (31%) clinical trials were open in the US and other countries. The
majority of the trials were funded by the pharmaceutical industry 62%. There were 50 unique
study sites distributed over 24 states with a 2.4 (1-10) mean number of trials per state and 9.9
(1-39) mean number of sites per trial. Study sites were distributed in 24 different states.
Midwestern states had the highest number of trials 28%, followed by Southern 26%, North-
eastern 24%, and Western 22%. The highest number of study locations (10) and the highest
number of open studies (10) were in California. Twenty-seven states had no open bispecific
antibodies trials including three in the Northeast (Maine, Rhode Island, and Vermont), five in
the Midwest (Illinois, Indiana, Nebraska, North and South Dakota), eight in the South (Del-
aware, Virginia, District of Columbia, West Virginia, Mississippi, Arkansas, Louisiana, and
Oklahoma), and eleven in the West (Arizona, Colorado, Idaho, New Mexico, Montana, Nevada,
Wyoming, Alaska,Hawaii, Oregon, andWashington). UsingUSCensusBureau data, only 20%of
African Americans (AA) (8 349 699 of 41 104 200) lived in a county with a bispecific antibodies
trial. Therewere only five states (21%)with 50%ormore of the AA population living in a county
with an open bispecific antibodies trial and seven states (29%) with 30-49.9% of their AA
county residents. Five states (21%) had less than 10% of the AA population living in a county
with anopenbispecific antibodies trial. Nine (90%)out of ten stateswith thehighest proportion
of AA residents (18.6%-41.4%) have no (five states) or only one clinical trial site (four states).
Conclusions: There is significant geographic and racial disparity in accessing bispecific anti-
bodies trials for DLBCL. Strategies should be framed to address the causes of the observed
disparities and to improve access to these trials. Research Sponsor: None.
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Medicaid expansion and cancer stage at diagnoses during the COVID-19 pandemic
in the United States.

Xuesong Han, Nuo Nova Yang, Qinjin Fan, Leticia M Nogueira, Robin Yabroff; American Cancer Society, Atlanta, GA; Department of Surveillance and Health Equity Science,
American Cancer Society, Kennesaw, GA

Background: Substantial cancer underdiagnosis, especially for early-stage diseases, occurred
during the COVID-19pandemic in theUS in 2020. TheAffordable Care Act expandedMedicaid to
nonelderly adults with income up to 138% Federal Poverty Level in states that opted in,
potentially facilitating residents’ access to care during pandemic-related financial and em-
ployment instability, thus aiding in timely detection of cancer. This study examines the
association of Medicaid expansion with changes in cancer stage at diagnosis during the
COVID-19 pandemic. Methods: Adults aged 18-64 years newly diagnosed with cancer in
2019 and 2021 were identified from the National Cancer Database. Year 2020 was excluded
to avoid confounding from distinct geographic patterns of COVID-19 infections. A difference-
in-differences (DD) approach was used to compare the changes in proportions of patients
diagnosed at stage I/II in 2021 vs 2019 between Medicaid expansion states and non-expansion
states. Adjusted DD estimates were calculated with linear probability models and stratified by
key sociodemographic factors and cancer type. Results: A total of 427,368 adults newly di-
agnosed with cancer in 2019 and 393,961 in 2021 were identified. Patients diagnosed with stage
I/II decreased nationwide, however, decreases were larger in non-expansion states (from
58.3% in 2019 to 56.9% in 2021) compared to expansion states (61.4% in 2019 to 60.7% in
2021), leading to a DD of 0.92 percentage points in early-stage cancer diagnosis associatedwith
Medicaid expansion (95% CI =0.46-1.38). The association was strongest among individuals
aged 18-44 years (DD=1.46, 95% CI=0.42-2.49), men (DD=1.46, 95% CI=0.73-2.19), those
living in most socioeconomically deprived areas (DD=1.40, 95% CI=0.41-2.40) and nonmet-
ropolitan areas (DD=1.82, 95% CI=0.56-3.09). When stratified by cancer type, the largest
associations were seen for esophageal cancer (DD=3.86, 95% CI=0.26-7.45) and prostate
cancer (DD=2.81, 95% CI=1.43-4.18). Conclusions: Substantial cancer underdiagnosis and
declines in proportion of early-stage diagnoses continued nationwide in 2021, the second year
of the COVID-19 pandemic. However, the pattern was worse in non-expansion states,
suggesting a protective effect of Medicaid expansion on cancer early diagnosis during the
public health emergency. Findingsmay informpolicymakers and the public in the 10 states that
have yet to expand Medicaid eligibility. Research Sponsor: None.
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Importance of information-seeking styles among patients with cancer pre- and
post-treatment: A URCC NCORP Research Base study.

Sule Yilmaz, Supriya Gupta Mohile, David Adler, Ronald M. Epstein, Kah Poh Loh, Annette Medina-Walpole, Aanand Naik, Corita Grudzen, Eva Culakova, Hongying Sun,
Gary R. Morrow, Jeremy McGuire, Lindsey Jean Mattick, Katherine Rieth, Sindhuja G Kadambi, Viktor Clark, Michelle Kinney, Adedayo A. Onitilo, James L Wade III,
Luke Joseph Peppone; University of Rocheser Medical Center, Rochester, NY; James P. Wilmot Cancer Center, University of Rochester Medical Center, Rochester, NY;
University of Rochester, Rochester, NY; University of Rochester Medical Center, Rochester, NY; Department of Management, Policy and Community Health, UT School of
Public Health; and UTHealth Consortium on Aging; The University of Texas Health Science Center, Houston, TX; Memorial Sloan Kettering Cancer Center, New York, NY;
NCORP DAYTON, Dayton, OH; Wisconsin NCORP, Marshfield, WI; Heartland NCORP, Decatur, IL

Background: Understanding of information needs and information-seeking styles of patients
with cancer is critical for shared decision-making and high quality care. Most patients with
cancer want to be involved in the decision-making process but have unmet information needs
regarding their disease and its treatment. The goal of this study is to 1) identify information
needs and 2) investigate factors associated with information-seeking styles pre-and-post
treatment among patients with cancer. Methods: This is a secondary data analysis of a
longitudinal study of 1003 patients from nine community oncology practices across the United
States that assessed information needs of patients with cancer. We recruited patients aged$18
yearswith a newly diagnosed cancer. Patients supplied demographic and clinical information at
enrollment; information needs assessment including concerns (score ranging, 0-100) and
anticipated side effects (0-60), questions on information-seeking styles (1-item), decision-
making preferences (1-item), and resource usage (5-items) were obtained within two weeks
pre-and-post treatment. We performed multinomial logistic regression to evaluate the asso-
ciation of information needs including concerns, anticipated side effects, and decision-making
preferences with information-seeking styles (active vs. passive) at pre-and-post treatment.
The analysis was adjusted for age, gender, race, marital status, education, overall health, and
cancer and treatment types. Results: Mean age was 60.5 (SD=13.0) years. Most were White
(93.0%), female (64.0%), had some college (54.3%), and were diagnosed with breast cancer
(47.0%). The sources of health information included friends (52.7%), pamphlets (60.2%), and
experts (75.6%). Of the total, 43.8% reported that they preferred shared decision making but
had concerns about understanding the diagnosis (70.2%) and treatment plan (70.7%). On
logistic regression, preference for shared decision making (vs. doctor making all decisions;
Odds Ratio (OR) pre-treatment=1.87, p=.01; OR post-treatment =2.3, p,.001), taking notes while
meeting with doctor (vs. not taking notes; OR pre-treatment =2.2, p,0.001; OR post-treatment

=1.8, p=0.01), and information sought that could be useful later (vs. not useful; OR pre-treatment

= 1.9, p=.03; OR
post-treatment

=1.3, p=0.38) were associated with greater odds of active information
seeking. Education and cancer type (pre-treatment) and age, cancer, and treatment types
(post-treatment) were significantly associated with active information seeking. Conclusions:
Shared decisionmaking and taking notes during doctor visits are crucial factors associatedwith
active information seeking. Interventions tailored to meet information needs of these patients
may help increase patient participation in healthcare decision making. Research Sponsor: U.S.
National Institutes of Health; T32CA102618.
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Identifying states for targeted alloHCT access initiatives using social vulnerability,
physician density, and unmet need.

Samantha Watters, Christa Meyer, Jaime Preussler, Mary Senneka; University of Maryland School of Public Health, College Park, MD; NMDP, Minneapolis, MN

Background: Access to allogeneic hematopoietic cell transplantation (alloHCT) is limited by
many factors, with only 1 in 3 patients who may need a transplant receiving one. This study
examined associations between social vulnerability index (SVI), physician density (PD), and
alloHCT unmet need across the United States (U.S.) to identify geographic areas that may be
most at-risk of access challenges. Methods: A retrospective analysis aggregated public data
across 3,141 U.S. counties, including: SVI [Centers for Disease Control and Prevention/Agency
for Toxic Substances and Disease Registry]; National Provider Identifier [Center for Medicare
and Medicaid Services] data for all registered hematology-oncology and HCT physicians; and
2017 – 2021 alloHCT unmet need [Center for International Blood and Marrow Transplant
Research (CIBMTR), NMDP]. PD was defined as providers per 10,000 population. All variables
were collapsed into ordinal categories (very low, low, moderate, high) based on quartiles.
Counties withmoderate/high SVI and unmet need and low/very low PDwere defined as at-risk.
By state, linear regression and mediation analysis assessed exploratory relationships. Results:
Among 396 counties defined as at-risk, top states are shown (Table). State (n=51) percent
unmet needwas correlatedwith SVI (r=0.494, p,0.001) and PD (r=-0.295, p=0.036). Univariate
analysis revealed SVI (b=-0.223, p,0.001) and PD (b=-0.187, p=0.036) as predictors of unmet
need. However, multivariate regression showed only SVI as significant when included with PD.
Race/ethnicity as 1 of 4 SVI subthemes (socioeconomic status [SES], household characteristics
[including age], race/ethnicity, and housing/transportation)was not correlatedwith PD, but all
other themes were. SES and household characteristics were found to fully mediate the re-
lationship between PD and unmet need. Conclusions: This study can help prioritize targeted
initiatives through a better understanding of how SVI, PD, and unmet need relate to alloHCT
access. This study cannot draw causal conclusions and uses multiple population-level data
sources. However, data can examine trends on a regional level within at-risk states to allocate
resources to overcome barriers to alloHCT, with special attention on SES and household factors
like age. Relationships between variables should be further examined. Research Sponsor: None.

State-level statistics for states with the most population in counties identified as at-risk for alloHCT
access challenges.

State Total Population in At-Risk Counties (Million) Total At-Risk Counties PD SVI % Unmet Need

TX 12.24 55 0.28* 0.71** 63*
NY 7.48 11 0.50 0.46* 51
NC 4.13 38 0.42 0.69** 67*
FL 3.53 17 0.42 0.71** 60*
NV 3.02 7 0.23** 0.59* 73**
GA 2.85 24 0.31* 0.72** 62*
PA 1.94 7 0.48 0.37 55
SC 1.54 18 0.35* 0.78** 68**
LA 1.47 22 0.35* 0.76** 74**

*Defined as at-risk.
**.1 standard deviation from state-level mean.
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Cancer clinical trial participation in socioeconomically vulnerable patients: A risk
model to aid in targeted interventions.

Katherine Szarama, Joseph M. Unger; Arnold Ventures, Washington, DC; SWOG Statistics and Data Management Center/Fred Hutchinson Cancer Research Center, Seattle,
WA

Background: In patients with cancer, thosewith lower income are 30% less likely to participate
in clinical trials. Lower income individuals face direct and indirect costs that can make
participation in a clinical trial prohibitive. However, a broader evaluation of specific behavioral,
information, insurance, and area-level variables that could contribute to this disparity has not
been conducted. We aimed to develop and validate a model to identify socioeconomically
vulnerable patients at high risk of non-participation in clinical trials. Methods: We used data
from the Health Information National Trends Survey (HINTS), a national cross-sectional
survey about knowledge of, attitudes toward, and use of health-related information. We
analyzed HINTS survey databases that included questions about whether patients with cancer
participated in a clinical trial (survey years 2014, 2017, and 2020). We examined 21 different
demographic, socioeconomic, behavioral, geographic, and health information questions. We
derived a riskmodel to predict clinical trial participation in a random set of 60% of participants
using best subset selection with k-fold cross validation. The derivedmodel was validated in the
remaining 40% of participants. Logistic regression was used. Results: We examined N=1,023
participants with household income ,$75,000, the current median in the U.S. In the training
dataset of n=614 participants, a model with 5 variables was identified. Non-Hispanic White
patients and patients without a college education, with high levels of distrust, with high levels
of anxiety or depression, and from non-urban areas were all at lower risk of trial participation.
We summed the adverse risk factors for all individuals; a risk scorewith4 levelswas constructed
based on distribution quartiles. In the independent validation cohort (n=409), each increase in
level of adverse risk factors was associated with a 42% reduction in the odds of trial partic-
ipation (OR=0.58, 95%-CI, 0.40-0.84, p=.004), indicating successful model validation. Among
all individuals, trial participation rates decreased from 18.6% to 7.5% to 4.6% to 2.8%,
respectively, as the number of adverse risk factors increased (in quartiles) from 0-1 to 2 to
3 to 4-5. Individuals with 4 or 5 risk factors (vs. those with 0-1 factors) were 87% less likely to
participate (OR=0.13, 95% CI, 0.05-0.31, p,.0001). Conclusions: We developed and validated a
5-variable riskmodel that identified a large set of lower income individuals at lower risk of trial
participation. In a first-time observation, psychosocial variables were shown to be meaningful
predictors of lower trial participation. These findings could aide in the early identification of
patients who may benefit from additional support to navigate the treatment trial decision
making process, in the name of more equitable participation in trials for all patients. Research
Sponsor: Arnold Ventures.
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Identifying modifiable risk factors to improve immigrant breast cancer screening in
the United States.

Patricia Mae Garcia Santos, Justin Michael Barnes, Lillian A Boe, Kanan Shah, Robin Yabroff, Fumiko Chino; Department of Radiation Oncology, Memorial Sloan Kettering
Cancer Center, New York, NY; Department of Radiation Oncology, Washington University School of Medicine in St. Louis, St. Louis, MO; Department of Epidemiology and
Biostatistics, Memorial Sloan Kettering Cancer Center, New York, NY; Department of Internal Medicine, NYU Grossman School of Medicine, New York, NY; Department of
Surveillance and Health Equity Science, American Cancer Society, Kennesaw, GA

Background: Despite marked reductions in breast cancer mortality since 1990, recent data
suggest that progress has slowed—owing in part to plateaus in breast cancer screening in
underserved populations. Historically low rates of screening coupled with rising breast cancer
incidence make immigrants an important population for targeted intervention. Herein, we (1)
compare contemporary rates of breast cancer screening among immigrants versus US natives;
and (2) identify modifiable risk factors to inform the development of interventions to improve
screening among immigrants in the United States.Methods:Using data from the 2019 and 2021
National Health Interview Surveys, screening eligible female participants (ages 40-79 years
old) were identified, then classified by immigrant status as defined by nativity (US native vs.
foreign-born). Primary outcome was receipt of screening mammogram in the last two years.
Logistic regression models examined associations between immigrant status and mammog-
raphy,with andwithout adjustments for age,metropolitan residence, overall health status, and
survey year. Sequential analysis was then used to assess the degree to which modifiable social
risk factors influence the magnitude of the association between immigrant status and mam-
mography.Results:Of 20,090 female participants included in the study, 20%were immigrants.
Compared to US natives, immigrants were less likely to have received amammogram in the last
two years (67% vs. 72%, aOR [95%CI], 0.87 [0.78-0.96], p=0.006)—an effect that was most
pronounced among immigrant noncitizens (57%; 0.55 [0.47-0.64], p,0.001) but reversed
among immigrants with US citizenship (74%; 1.14 [1.01-1.29], p=0.03). Of the factors assessed,
having a usual source of care (5.73 [4.77-6.87]) or insurance (4.60 [3.74-5.67]) was associated
with the greatest odds of biennial mammography, followed by educational attainment (1.38
[1.19-1.60]) and employment (1.19 [1.09-1.30]; all p,0.001). While having a usual source of care
or employment attenuated—but did not eliminate—the association between immigrant status
and mammography (0.87 [0.78-0.96], p=0.01 and 0.89 [0.80-0.99], p=0.03, respectively), this
finding was not observed upon inclusion of insurance status or education in sequential models
(0.97 [0.87-1.09], p=0.6 and 1.09 [0.96-1.21], p=0.13, respectively). With respect to insurance
type, Medicare Advantage (4.60 [3.74-5.67]) conferred the largest benefit, followed by private
insurance (4.54 [4.00-5.26]), Medicaid (2.63 [2.20-3.14]), and Medicare (4.39 [3.53-5.46]; all
p,0.001). Conclusions: Breast cancer screening remains low in noncitizen immigrant pop-
ulations. Targeted interventions to improve access to health insurance coverage and primary
care for noncitizens may be most effective for improving rates of screening mammography
among immigrants and thuswarrant further investigation. Research Sponsor: Conquer Cancer,
the ASCO Foundation; The Commonwealth Fund.
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Patterns of screening and access to care in women diagnosed with breast cancer
in a safety-net system.

Shifa Kanjwal, Malcolm Su, Madeleine Hopson, Sarah Kashanian, Chul Ahn, Samira K. Syed, Glenda Maria Delgado Ramos, Nisha Unni, Navid Sadeghi; UT Southwestern
Medical Center, Dallas, TX; UT Southwestern, Dallas, TX; University of Texas, Dallas, TX

Background: Screening mammography reduces breast cancer specific mortality by allowing
diagnosis at an earlier stage. Inconsistent guidelines and limitations in access to primary care
are among factors that affect screening uptake. In this study, we reviewed patient character-
istics, access to care, and uptake of screening mammogram (SMMG) prior to a breast cancer
diagnosis at a safety-net system. Methods: Parkland Health (PH) is the safety-net system for
Dallas County and is affiliated with the University of Texas Southwestern Simmons Compre-
hensive Cancer Center. Electronicmedical records of patients with a new invasive breast cancer
diagnosis between 2018 and 2019 at PH were reviewed and data on demographics and clinical
presentation were collected. Patients were categorized based on SMMG uptake prior to their
cancer diagnosis: never-screened, ever-screened (SMMG . 2 years prior to diagnosis) and
recent-screened (SMMGwithin 2 years of diagnosis). Results: A total of 468 new breast cancer
caseswere identified (48.7%Hispanic; 32.9%Black). Of these, 12.2%were younger than 40 and
27.8%were 40-49. Payermix included 64.7%uninsured and 34.8%Medicare/Medicaid. Half of
the patients (50.6%) never had SMMG. Never-screened rate was higher among younger
patients (98.2% in , 40; 53.8% in 40-49; and 39.4% in .50; p , 0.0001). Only 25.2% (118/
468) of the patients had a SMMG within 2 years prior to their diagnosis. Among patients
aged .40, 44.0% (181/411) were never-screened and 28.7% (118/411) were recent-screened.
Screen-detection rate among patients.40 was 40.1% (165/411), of whom 22 (13.3% of screen-
detects)were diagnosedwith cancer on their first ever SMMG. Race/ethnicity, insurance status,
and positive family history of cancer were not significantly different between never, ever, and
recent-screened patients. Screening uptake correlated with nodal status, tumor size and stage
at diagnosis. Patients who had a prior encounter at Parkland were more likely to have a SMMG.
Patients established with Parkland primary care at diagnosis were more likely to have early-
stage disease. In patients , 40, 24.6% presented with stage IV disease at diagnosis and 57.9%
did not have a primary care provider. A positive family history of breast/ovarian cancer or any
cancer was noted in 38.6% and 57.9% of patients, 40, respectively. Conclusions: In the cohort
presented here, 27.8%of patients were between age 40-49, reflecting the impact of a gap in the
guideline, which is now addressed in the most recent iteration of USPSTF guidelines. Con-
nectingEDusers to primary care, identifyinghigher risk individuals through familyhistory, and
increasing SMMG rate in the primary care setting are among strategies to reduce the rate of
late-stage diagnosis of breast cancer, particularly among vulnerable patient populations.
Research Sponsor: None.
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Unveiling the cost-effectiveness of CDK4/6 inhibitors in treating patients with HR+/
HER2- metastatic breast cancer: A closer look at nonmedication expenses.

Asal Pilehvari, Wen You, Gretchen Genevieve Kimmick, Gloribel Bonilla, Roger Anderson; UVA Comprehensive Cancer Center, Charlottesville, VA; University of Virginia,
Charlottesville, VA; Duke University Medical Center/Duke Cancer Institute, Durham, NC

Background: Cyclin-dependent kinase (CDK)4/6 inhibitors have significantly enhanced sur-
vival outcomes in postmenopausal patients diagnosed with HR+ MBC. Their integration with
endocrine therapy (ET) has become the standard of care in MBC treatment lines. There are
limited economic evaluations of these innovative, yet costly, therapies. This study assesses the
cost-effectiveness of these drugs using EHR derived data and administrative claims to estimate
cost. Methods: We used the nationwide EHR-derived Flatiron Health (FH) de-identified
database to identify 3,879patients receiving 1st line (1L) treatment forHR+MBC (2,137 received
CDK4/6i+ET and 1,742 received ET alone) between Feb 2015 and Nov 2021. SEER-Medicare
claims data was used to supplement the missing cost info in the FH database to quantify
monthly medication costs, drawing data from Medicare patients continuously enrolled in
PARTs A, B, and D between 2015 to 2021 for at least 24 months and specific to therapeutic
approaches for MBC and overall healthcare costs. The costs were adjusted by the patient
characteristic: age, race, specific ET or CDK4/6i drug, and Medicare dual eligibility. The
effectiveness was measured as progression-free duration in months. All costs were adjusted
for inflation. The Incremental Cost Effectiveness Ratio (ICER) analysis was conducted to
examine the cost-effectiveness of CDK4/6i as compared with ET alone. Results: Average
estimated monthly medication costs were $12,524 and $322 for CDK4/6i+ET and ET alone,
respectively. On average, CDK4/6i+ET increased the estimated medication costs by $235,564
over the time to first progression and was associated with a gain of 3.2 months of progression-
free survival as compared to ET alone, resulting in an ICER of $73,098 per month without
progression. At a willingness-to-pay of $65,000 per month without progression, both groups
have 50% probability of being considered cost-effective. Notably, the average estimated
monthly non-medication costs (total costs-medication costs) for the CDK4/6i+ET group were
$2,278 compared to $4,265 for the ET alone group (p,0.001). On average, CDK4/6i+ET de-
creased the estimated non-medication costs by $ 22,427. For non-medication costs, the ICER
drops to $7,178 per month without progression making the CDK4/6i+ET the dominant cost-
effective choice over ET alone. Conclusions: Cost-effectiveness of treatingHR+MBCpatients is
primarily driven by the cost of CDK4/6i drug prices. However, findings highlight significantly
lower overall non-medication healthcare costs using CDK4/6i+ET compared to ET alone in 1L
treatment. These cost savings, however, are offset by the high medication costs of CDK4/6i.
Thus, lowering the market cost of CDK4/6i drugs or targeting those who can benefit the most
could shift the balance in favor of a cost-effective benefit fromMedicare perspective. Research
Sponsor: American Cancer Society; RWIA-21-123-01-RWIA.
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The positive impact of Medicaid expansion on melanoma stage at presentation.

ShweWin, Arya Amini, Badri Modi, Edward Wenge Wang, Miguel Angel Villalona-Calero, Ravi Salgia, Ramya Muddasani, Aaron Chan, Yan Xing; City of Hope Comprehensive
Cancer Center, Duarte, CA; City of HopeMedical Center, Duarte, CA; City of Hope National Comprehensive Cancer Center, Duarte, CA; City of Hope Cancer Center, Duarte, CA;
City of Hope, Duarte, CA; City of Hope Comprehensive Cancer Center Department of Medical Oncology and Therapeutics Research, Duarte, CA

Background: This study aims to evaluate the impact of the Affordable Care Act Medicaid
expansion on melanoma stage at presentation. Methods: 12,667 non-elderly patients (age
40-64) whowere newly diagnosed withmelanoma and knownMedicaid expansion status were
identified from The National Cancer Database. We excluded patients with private insurance,
Medicare, or other government or unknown insurance. The time period for the cohort spanned
from 2010 to 2020 which includes pre-expansion (2010-2013) and post-expansion periods
(2014-2020). Year-to-year trend analysis and difference-in-difference (DID) analysis was
performed to analyze tumor staging between states with Medicaid expansion (MES) and
without Medicaid expansion (non-MES) before and after the expansion. Results: Out of the
12,667 melanoma patients (56% male, 95% white), 41% of patients were uninsured and 59%
had Medicaid during 2010 to 2020. The percentage of patients without insurance decreased
significantly from 51% in 2010 to 16% in 2020. There were 21% of patients with stage III and
18% with stage IV melanoma. The trend of melanoma stage at presentation over the study
periodwas shown (Table). Notably, the stage IVmelanoma at presentation decreased from 21%
to 17% from 2010 to 2020 in MES. In contrast, stage IV melanoma at presentation increased
from 20% to 23% over the same period of time in non-MES. After adjusting for confounders,
DID analysis revealed a statistically significant decrease in stage IV melanoma at presentation
(DID -0.04, p , 0.001) as well as a statistically significant decrease in 3 year mortality (DID
-0.05, p, 0.001) betweenMES and non-MES before and afterMedicaid expansion. In addition,
theuse of immunotherapy in stage IVmelanoma inMESwas significantly higher thannon-MES
(47% vs 41%, p , 0.001). Conclusions: The findings reveal the positive impact of Medicaid
expansion on melanoma stage at presentation and suggest that improved access to healthcare
services can facilitate diagnosing early-stagemelanoma and decreasingmortality rate. Despite
these findings, there are still 16% of patients who still do not have insurance in 2020 which
indicates that continued effort is needed to improve the outcomes of these uninsured patients.
Research Sponsor: None.

Year-to-year trend analysis on stage at presentation (%) stratified by Medicaid access (n=12,667).

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

Non-MES Stage I 41 39 38 36 37 39 34 39 34 38 34
Stage II 20 20 25 23 22 19 22 17 18 19 21
Stage III 20 24 21 21 19 22 25 21 24 21 22
Stage IV 20 16 15 20 21 20 19 23 24 22 23

MES Stage I 39 43 41 41 48 49 50 49 49 44 46
Stage II 20 19 19 19 17 16 19 18 16 18 17
Stage III 20 18 21 23 21 21 18 19 21 22 20
Stage IV 21 20 18 18 14 14 13 14 15 17 17

Difference in
stage IV presentation

1 4 3 -2 -7 -6 -6 -9 -9 -5 -6
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Impact of age on clinical trial availability for AYAs with cancer: A time-trend
analysis.

Jessica Sheth Bhutada, Nupur Mittal, David R. Freyer, Michael Roth; Cancer and Blood Disease Institute, Children’s Hospital Los Angeles, Los Angeles, CA; Rush University
Medical Center, Chicago, IL; The University of Texas MD Anderson Cancer Center, Houston, TX

Background: Low participation of adolescents and young adults (AYAs, age 15-39 yrs at
diagnosis) in cancer clinical trials (CCT) limits their access to novel therapies and hinders
the ability to study disease biology and age-specific toxicities. Patient agemay be an important
barrier as younger and older AYAs may be excluded depending on the trial’s focus. In 2017, the
American Society of Clinical Oncology and Friends of Cancer Research issued a joint statement
encouraging removal of age as a CCT eligibility criterion unless there is specific biological
rationale. To evaluate the impact of this statement, we undertook this analysis of CCT
availability for AYAs. Our primary objective was to compare the number of CCT available for
AYAs, overall and by tumor types, from 2019-2023 vs previously published data from 2007-
2018. The availability of early phase trials and study sponsor was also assessed. Methods: We
identified CCT registered onClinicalTrials.gov from January 2019 to July 2023 enrolling patients
with 10 malignancies relevant for AYAs (Hodgkin lymphoma, anaplastic large cell lymphoma,
melanoma, extracranial germ cell tumors [GCT], medulloblastoma, thyroid cancer, Ewing
sarcoma, osteosarcoma, rhabdomyosarcoma [RMS], and synovial sarcoma). Trials were cat-
egorized as adult ($18 yrs), transitional (patients , or $18 yrs), or pediatric (,18 yrs).
Transitional trials with an age range 12-18 to ,40 yrs were defined as AYA specific trials. Early
phase included phase 1 and 1/2 trials; late phase included phase 2/3 and 3 trials. Trial availability
from 2007-2018 was identified from a prior analysis by deRojas et al in 2019 (PMID:32337483).
The proportion of trials in each category was compared between 2007-2018 and 2019-2023
using z-tests.Results:Therewere 1071 eligible trials registered onClinicaltrials.gov: 840 (78%)
adult, 226 (21%) transitional, and 5 (0.5%) pediatric. Four trials were AYA-specific. Compared
to the prior 10 years, the proportion of transitional trials did not change overall (19% vs 21%,
p=0.24) or within any disease. Whereas the proportion of trials available at age 17 has not
significantly changed overall (20% vs 21%; p=0.48) or within any disease, the proportion of
trials available at age 18 significantly increased (95% vs 98%; p,0.001) in aggregate and
specifically for Ewing sarcoma (93% vs 100%; p=0.003), GCT (96% vs 99%; p=0.002), me-
dulloblastoma (86% vs 98%; p=0.006), RMS (87% vs 98%; p=0.007) and thyroid cancer (92%
vs 98%; p=0.01). Time trends for transitional trials by phase and sponsor are summarized
(Table). Conclusions: Availability of transitional trials for AYAs has not increased, particularly
for those ,18 yrs. The 18-yr-old age limit continues to be an obstacle in CCT availability and
enrollment. Research Sponsor: None.

Transitional Trials
2007-2018

N (%)
2019-2023

N (%) p

Early phase 190 (45) 113 (50) 0.24
Phase 2 189 (45) 83 (37) 0.04
Late phase 42 (10) 30 (13) 0.22
Industry sponsor 132 (31) 107 (47) ,0.001
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A unique model: Partnership between community oncology and pharma for clinical
trial enrichment.

Shikha Prakash, Karla Polk, Laura Ensley, Justin Adams, Monica Lisi, Karen Poe, Lorraine Brisbin, Kartik Konduri, Andrew Scott Paulson; Texas Oncology, Paris, TX; Mirati,
San Diego, CA; Texas Oncology PA, Dallas, TX; Texas Oncology, Dallas, TX; Texas Oncology Tyler, Tyler, TX; Texas Oncology PA, The Hills, TX; Texas Oncology - Baylor
Charles A. Sammons Cancer Center, Dallas, TX

Background:Clinical trials are the foundation of oncologic drugdevelopment.Historically, only
23% of oncology trials are conducted in the community despite.70% of patients being treated
this setting, leading to a disconnect between the therapy being tested and target population.
Also, patients are hesitant to enroll in trials- in 2020, only 49%werewilling, down from85% in
2019. One way to improve this is participation by community oncologists, allowing patients to
stay close to home. Targeted therapies are increasingly being approved by the FDA, with 89
small molecule drugs approved by 2020. Given the above landscape, Precision Health In-
formatics (PHI) collaborated with Mirati Therapeutics to pilot a clinical trial enrichment
program focused on increasing enrollment of patients in the community related to efficacy
and outcomes of adagrasib (KRAS G12C inhibitor) for NSCLC and CRC. Methods: This pilot was
launched in 2021, with a prescreening study (DetECT) to find eligible patients with KRASG12C
mutations. The pilot was then expanded across Mirati ‘Krystal’ studies in 2022 and to “1719”
studies in 2023. These studies were available to all investigators throughout Texas Oncology
(TxO) via STARmodel (clinical trial access to all TxO investigators/sites through a regulated but
rapid approval process). Eligible patientswere identified fromPHI’s proprietarymolecular data
warehouse (that stores molecular results for.400,000 patients treated at TxO). A data analyst
identified patients with KRAS G12C mutation from the warehouse, and then cross-referenced
patient-centric data in EMR to assess eligibility. The treating physicianwas then alerted of their
patient’s eligibility. Patient demographic information was also collected from the EMR.
Results: This collaboration resulted in accrual of 118 patients, engagement of 40 different
PIs, across 8 different trials. 6 studies remain open across the practice. 21 patientswere enrolled
on Krystal-001, 7 on Krystal-007, 10 on Krystal-010 and 56 on DetECT. Enrollment was
inclusive of patients from urban areas of DFW as well as rural populations in NE Texas, South
and West Texas. In DetECT, TxO provided 84% of the total US enrollment, with a diverse
population– 54%white, 23%Hispanic, 12%black, 9%Asian. Texas Oncology is the 2nd highest
screening and enrolling site on Krystal studies. Conclusions: This pilot successfully demon-
strates that community oncology can lead the way in clinical trial enrollment, even in early
phase targeted therapy studies. Community physicians can be engaged so patients can benefit
from research participation close to home. This model shows that a diverse population was
accrued and may serve as a blueprint to help Pharma satisfy the diversity requirements for
clinical trials. PHI, with its molecular database, may partner with Pharma to identify targetable
mutations and drive rapid trial enrollment for targeted therapies. Research Sponsor: None.
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Unveiling the interplay of social factors in cancer survivorship: A comprehensive
social determinants of health (SDOH) profile analysis.

Fangyuan (Chelsea) Chen, Ryan David Nipp, Xuesong Han, Samuel L. Washington III, Robin Yabroff, Changchuan Jiang; Tsinghua University, Beijing, China; University of
Oklahoma, Oklahoma City, OK; American Cancer Society, Atlanta, GA; University of California, San Francisco, San Francisco, CA; Department of Surveillance and Health
Equity Science, American Cancer Society, Kennesaw, GA; Division of Hematology and Oncology, Department of Internal Medicine, University of Texas Southwestern, Dallas,
TX

Background: SDOHs contribute to patients’ cancer survivorship outcomes. While studies tend
to focus on individual SDOH, understanding the interplay and collective impact of multiple
SDOHs is vital for improving patient outcomes and access to care. Our study aims to understand
SDOH profiles in cancer survivors and stratify social risks by analyzing relationships between
SDOH profiles and health outcomes using a nationally representative dataset. Methods: We
conducted an unsupervised clustering analysis using 2013-2018 National Health Interview
Survey data, linked to NHIS Mortality Files, to examine 12 social determinants of health
(SDOHs) in the general population. 12 SDOH included unmarried status, unemployment, less
than high school education, material/psychological/behavioral financial hardship,
transportation/food/housing insecurity, delayed care due to other reasons, and low income(-
less than federal poverty line), and lowneighborhood cohesion. K-Modes clusteringwasused to
identify optimal number of cluster. We estimated each cluster’s prevalence in younger (18-64
years) and older (65-79 years) cancer survivors, then used weighted Cox regression to assess
the risk of overall (OS)in both age groups, adjusting for demographics. Results:We identified 5
distinct groups based their SDOHprofiles, including groupA (fewSDOHbarriers), B (unmarried
but no other SDOH barriers), C (unemployed but no other SDOH barriers), D (unmarried,
unemployed, occasionally having other SDOH barriers) and E (the highest rate of financial
hardship/transportation/food/housing insecurity/low neighborhood cohesion/low income).
Notably, group E, compared to all other groups, had the highest rate of racial minorities in
both younger and older groups in both younger (71% vs 5-14%) and older populations (74% vs
1-8%). Older survivors in Group C (HR 2.48, 95% CI: 1.02-6.03), Group D (HR 4.09, 95% CI:
1.65-10.14), and Group E (HR 3.88, 95% CI: 1.44-10.46) had significantly lower OS rates
compared to those in Group A. For younger survivors, Group D (HR 1.96, 95% CI: 0.97-
3.96) andGroup E (HR 1.40, 95%CI: 0.67-2.95) were associatedwith nonsignificant reductions
in OS, possibly due to limited sample sizes. Conclusions: SDOHs form distinct clusters, each
with profound on cancer survivorship especially among older survivors facing complex social
challenges. This necessitates customized health interventions focused on these SDOH profiles,
crucial for improving patient outcomes and addressing health disparities. Research Sponsor:
University of Texas Southwestern Medical Center.
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Navigating disparities: Insights from a colorectal cancer screening program in
federally qualified community healthcare centers.

Robby Amin, Christopher Turner, Brenda Santellano, Lorriane A. Odhiambo, Sable Fleming, Samah Ibrahim, Katreena Mitchell, Cynthia Merchant, Douglas Patten,
Koosh Desai, James Hotz, Lynn M. Durham, Sheryl G. A. Gabram, Jorge E. Cortes, KM Monirul Islam; Horizons: South Georgia’s Cancer Coalition, Albany, GA; Augusta
University, Augusta, GA; Georgia Cancer Center, Augusta University, Augusta, GA; East Georgia Healthcare Center, Albany, GA; Georgia Center for Oncology Research and
Education, Atlanta, GA; Albany Area Primary Health Care, Albany, GA

Background: Colorectal cancer (CRC) is the second leading cause of cancer deaths in Georgia.
Despite evidence for the effectiveness of CRC screening, disparities in access are prevalent in
underserved populations. Georgia’s Federally Qualified Health Centers (FQHCs) struggle with
low screening rates (42.8%), partly due to Georgia’s lack ofMedicaid expansion, poor access to
health services in rural areas, and deficiencies in coordinated strategies. The Georgia Colorectal
Cancer Control Program (GCRCCP) was funded by the Centers for Disease Control and Pre-
vention to implement evidence-based interventions (EBIs) in qualifying FQHCs across South
Georgia. Here, we assess the program’s impact on clinic-level screening rates (SR). Methods:
Fourteen clinicswith 12,159CRC-eligible patients (ages 50-75)were enrolled fromEastGeorgia
Healthcare Center (EGHC) andAlbanyArea PrimaryHealth Center (AAPHC). FQHC clinics had to
have a SRbelow60%toparticipate in the program. In addition to the EBIs (provider assessment
and feedback, provider reminders, patient reminders, reducing structural barriers), the
GCRCCP integrated provider education using the ECHO Model and navigation through a
nationally recognized, evidence-based patient navigation program. We compared baseline
(2020 and 2021) and follow-up data (2022) to determine the average change in SR over time,
overall, and by demographic sub-groups.Results:Theoverall change in SR for the 14 clinicswas
+6.7%, from a baseline average of 45.3% to 52% in 2022. The average change in SR for EGHC
clinics (n=9) was +11.5% (from 32.2 to 43.7%). Women had a higher SR (44.9%) than men
(41.8%), but both realized an increase in SR, +10.5%and+9.1%. Non-Hispanic Black Americans
(NHBA) experienced a higher increase in SR, +13.7% (from 37.2 to 50.9%) than their Non-
Hispanic White (NHW) counterparts (+7.5% (from 29.8 to 37.3%)). The uninsured vs. insured
followed a similar pattern (+15.3%(from17.8 to 33.1%)) vs. +2.1 (from45.9 to48%). The average
change in SR for AAPHC clinics (n=5)was +1.8% (from 58.4 to 60.2%). Therewas a decline in SR
for men, -8.6% (from 64 to 55.4%), and an increase for women, +3.8% (from 58.2 to 62%).
NHBAhad a decrease in SR, -0.8% (from61.2 to 61%), while NHWAmericans had an increase in
SR, +0.2% (from 53.8 to 54.2%). The uninsured and insured groups realized minimal increases
of +0.6% (from 46 to 46.6%) and +0.8% (from 62 to 62.8%), respectively. Conclusions: The
implementation of EBIs and patient navigation show varied potential to reduce disparities in
accessing CRC screening in underserved populations. FQHC clinics that sustain implementation
activities and workflow processes can benefit communities long-term and improve health
equity. Research Sponsor: The Centers for Disease Control and Prevention.
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Trends in the providers’ uptake of advance care planning from 2016 to 2021.

Nan Wang, Changchuan Jiang, Xin Hu; University of California Davis, Davis, CA; UT Southwestern Medical Center, Dallas, TX; University of Virginia School of Medicine,
Charlottesville, VA

Background: Advance care planning (ACP) facilitates meaningful discussions and preparation
for future medical decisions. This person-centered approach has been recognized for its
potential to improve care quality and reduce unnecessary aggressive care at the end of life,
especially among cancer patients. We examined the trends in ACP visits across specialty groups
that may involve cancer care and between rural and urban areas. Methods: We used publicly
available data from the Centers for Medicare & Medicaid Services, the Provider Utilization and
Payment Data Physician and Other Practitioners Dataset– By Provider and Service files (2016-
2021). We included providers in 3 specialty groups that may encounter cancer patients needing
ACP: Cancer-Related Specialties, Hospice and Palliative Medicine (HPM), and Midlevel Pro-
viders. The primary outcome was billing for any ACP services each year, identified through
Healthcare Common Procedure Coding System codes (99497 and 99498). Geographical areas
were classified using Rural-Urban Commuting Area codes into metropolitan and non-
metropolitan areas. Trends in the percent of providers billing any ACP and average ACP service
volumes were described, with Wilcoxon tests used for statistical comparisons. Results: The
primary analytic sample consists of 1,280,656 provider-years from 2016 to 2021 (Cancer-
Related Specialties: 113,012, HPM: 7,320, andMidlevel: 1,160,324). The percentage of providers
billing ACP visits tripled from 1.0% in 2016 to 3.3% in 2021. The highest uptakewas amongHPM
physicians (12.8% to 36.9%) compared to cancer-related specialists and midlevel providers
(Table). Average ACP service volume was higher in non-metropolitan areas among Cancer-
Related Specialties (53.6 vs. 142.9). However, the average ACP service volume by metropolitan
status was similar among HPM (75.0 vs. 66.7, P=0.65) and higher inmetropolitan areas among
Midlevel providers (70.2 vs. 54.8, P,.001). Conclusions: The proportion of physicians billing
ACP codes increased including those in HPM and cancer-related specialties, but adoption
remained low. Rural-urban disparities in average ACP service volume among cancer-related
specialties might reflect a shortage of specialty-trained HPM physicians to provide ACP ser-
vices. Particularly noteworthy is the absence of HPM specialty in non-metropolitan areas. A
comprehensive strategy involving education, awareness, enhanced training capacity, innova-
tive care models for advanced practice nurses, and increased resources, is needed to promote
APC use and patient-centeredness in cancer care. Research Sponsor: None.

Trends in percentage of advance care planning by specialty, 2016-2021.

2016 2017 2018 2019 2020 2021

Cancer-Related Specialties 0.6 1.0 0.9 0.9 1.0 1.1
Hospice and Palliative Medicine 12.8 22.2 26.7 33.6 36.2 36.9
Midlevel 1.0 1.6 2.2 2.7 3.1 3.3
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The influence of access to care on radiation therapy utilization among older women
with breast cancer.

Jane MeLampy, Mu-Hsun Chen, Madhu Mazumdar, Paula Klein, Andrea Marcadis, Jennifer L Marti; Icahn School of Medicine at Mount Sinai, New York, NY; Institute for
Healthcare Delivery Science, Tisch Cancer Institute, Department of Population Health Science and Policy, Icahn School of Medicine at Mount Sinai, New York, NY; Memorial
Sloan Kettering Cancer Center, New York, NY

Background: In 2004, the Cancer and Leukemia Group B (CALGB) C9343 trial compared
outcomes among women aged $ 70 who had stage I, estrogen-receptor positive (ER+) breast
cancer (BC) who received a lumpectomy and hormonal therapy, treated with and without
radiation therapy (RT). While the trial found that overall survival was not different between
groups, RT use did not significantly decline after its publication. We investigated regional
variation in RT utilization in the United States (US) and its association to access to healthcare
among women aged $ 70 diagnosed with localized ER+ BC after partial mastectomy (PM)
between 2004–2020. We hypothesize that women with greater access to health care will more
often receive RT. Methods: To examine regional variation in the use of RT and its association
with access to healthcare, we extracted data from the Surveillance, Epidemiology, and End
Results 17 registry. From 2004 – 2020, 105,694 women aged$ 70 years who received a PM for
localized ER+ BC across 199 US counties with a population . 50,000 were identified. Access to
healthcare was measured using six socioeconomic (SES) variables: median household income,
% with high school education, % of families above poverty line, % with bachelor’s degree, %
speaking English, and % employed, measured from 2015-2019. A multivariable linear re-
gressionmodel tested for association between each variable and RT use. A composite SES score
was calculated as the sum of z-scores across all six variables and we identified the top 20 and
bottom 20 scoring counties. SES score was used as a surrogate for access to healthcare and was
correlated to RT use using a linear regressionmodel. Results: The percentage of women aged$

70 receiving RT after PM for localized ER+ BC varied across counties from 19.0% to 84.6%. In
2004, receipt of RT was similar between the top 20 and bottom 20 counties (67.8% vs 65.2%,
respectively). This decreased after publication of CALGB C9343; by 2020 receipt of RT was
58.7% for the top 20 and 49.2% for the bottom 20 SES counties (Table). In linear regression
analysis, SES was significantly associated with RT use (p,0.0001). In multivariable linear
regression analysis, only % above high school education was significantly associated with
RT use (p=0.0205). Conclusions: Among women aged $ 70 with localized ER+ BC who un-
derwentPMandwhowere candidates for omissionofRT, thosewho lived inhigher SES counties
were more likely to receive RT from 2004 – 2020. Since the CALGB C9343 trial in 2004, RT use
has declined; however, the decline was less among those with higher SES and therefore likely
less among those with greater access to healthcare. These women may experience over
treatment, which may result in personal or system wide harms. Research Sponsor: None.

Year of Diagnosis
% Receiving RT in
Top 20 Counties

% Receiving RT in
Bottom 20 Counties

% Receiving RT in
Top 20 – Bottom 20 Counties

2004 67.8 65.2 2.6
2008 66.5 60.8 5.7
2012 65.1 64.6 0.5
2016 63.8 50.7 13.1
2020 58.7 49.2 9.5
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Time to treatment initiation of lung cancer and contributing factors from 2015-2020
utilizing Surveillance, Epidemiology and End Results program database.

Mariela Di Vanna, Saria Qaiser, Shreya Shambhavi, Sheilabi Seeburun, YUSRA B. MEDIK, Jose Iglesias; RWJBH Rutgers Health Community Medical Center, Toms River, NJ

Background: Time from diagnosis of cancer to definitive therapy, or time to treatment
initiation (TTI), has significant impact on prognosis. Kohorana et al performed an observa-
tional study in 2019 that found that TTI has increased in the United States with an absolute
increased risk of mortality ranging from 1.2-3.2% per week in early-stage breast, lung, renal
and pancreatic cancers. This study aims at identifying contributing factors and trends that can
assist in shortening TTI of lung cancer.Methods:This is a retrospective cohort study conducted
by review of Surveillance, Epidemiology and End Results Program database. Participants in-
cluded212,607 adults ages 18 andolder diagnosedwith lung cancer during2015-2020. Variables
contributing to TTI were studied like age, sex, race, marital status, geographic location,
household income, stage and grade. TTI was measured as less than 30 days and greater than
30days. ANOVAanalysiswas performedwithSPSS andBlueSky Statistics,withp-value of,0.05
as significant. Results: TTI was 1.30 months in males and 1.31 months in females (p=0.038). In
patients less than 65 years, TTI was 1.14 months, while those greater than 65 had a delay of
1.38 months (p,0.001). White patients had TTI of 1.26 months versus non-white patients,
1.44months (p,0.001).Married patients hadTTI of 1.24months versus 1.44months inwidowed
patients (P,0.001). Income less than $35,000 had less TTI (1.22 months) than income greater
than $75,000 (1.33 months) (p,0.001), but the population earning ,$35,000 was smaller
(n=3,082) compared to .$75,000 (n=209,525), therefore not representative of the total
population. Metropolitan had longer TTI than nonmetropolitan at 1.34 months versus
1.24 months, p,0.001. Grade IV had shorter TTI at 0.94 months with grades I and II having
TTI of 1.42 and 1.46 months, respectively (p,0.001). Localized cancers had the longest TTI at
1.71 months versus distant at 1.01 months (p,0.001). More aggressive cancers had shorter TTI
such as grade IV + distant at 0.76months versus grade I + localized at 1.42 months. Association
between grade and stage and impact onTTIwas significant at p,0.001.Conclusions:This study
revealed significant factors influencing the duration fromcancer diagnosis to treatment among
adult patients greater than 18 years old diagnosedwith lung cancers. Shorter TTI intervals were
observed for females, younger individuals (,65 years-old), white patients, married and those
with higher tumor grades and distant cancer. Addressing these disparities requires targeted
interventions that consider socioeconomic status, geographic location and cancer character-
istics to ensure equitable access to timely and high-quality cancer care. Further investigation is
warranted to fully understand the impact of factors such as household income and regional
variations on treatment delays. Research Sponsor: None.
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Remote delivery of cancer genetic testing in veterans with metastatic prostate
cancer: A Million Veteran Program study.

Robert Bruce Montgomery, Julie Ann Lynch, Jessica Brown, Kara Noelle Maxwell, Nismeta Kabilovic, Katie Stoll, Julie Simon, Maria Kogan, Stacey B. Whitbourne,
Sumitra Muralidhar, Rachel Ramoni, J. Michael Gaziano, Heather H. Cheng, Ruth Douglas Etzioni, Colin C. Pritchard; VA Puget Sound Health Care System, Seattle, WA;
Veterans Healthcare Administration, Bedford, MA; Corporal Michael Crescenz VA Medical Center, Philadelphia, PA; Genetic Support Foundation, Olympia, WA; VA Million
Veteran Program, Boston, MA; Department of Veterans Affairs, Washington, DC; VA Boston Healthcare System, Massachusetts Veterans Epidemiology Research and
Information Center, Roxbury Crossing, MA; Division of Hematology & Oncology, University of Washington & Fred Hutchinson Cancer Center, Seattle, WA; Fred Hutchinson
Cancer Research Center, Seattle, WA; Department of Laboratory Medicine and Pathology, University of Washington, Seattle, WA

Background: Germline pathogenic alterations are found in approximately 10% of men with
metastatic prostate cancer (mPC) and can inform precision therapy, surveillance, and cancer
prevention for family. National guidelines recommend germline genetic testing be offered to all
menwithmPC, yet uptake of testing in the community has been documented to be 10-12%with
many barriers to testing. We conducted a study to determine uptake of testing using remote
consenting and testing for veterans with mPC who had participated in the Department of
Veteran’s Affairs (VA) Million Veteran Program (MVP). We wanted to know if remote testing
could augment point-of-care counseling and ordering to increase uptake of germline testing.
Methods: This prospective study enrolled veterans who participated in MVP study with a
diagnosis of mPC. Veterans were contacted bymail with an option to opt-out of future contact.
Those who did not opt-out were mailed information about the study and received a follow-up
call to establish interest in germline testing with a CLIA-level germline test. Those expressing
interest provided verbal informed consent and were mailed a saliva collection kit for a multi-
gene cancer predisposition gene panel test. Results were disclosed by phone and mailed to the
patientwith genetic counseling support andwere sent to the oncology provider by email, phone
or both. Two research coordinators and two part-time genetic counselors provided consenting,
counseling and return of results. A study evaluating facilitated communication of results to first
degree relatives (FDR) and germline testing of FDR was a component of study. Results: As of 2/
6/2024, 1952 veterans who were alive with an incident diagnosis of mPC were identified
through MVP and did not opt out. Informational letters were sent to the home address of all
eligible participants. 683 (35%) of veterans completed informed consent and 457 (23% of total
original cohort) completed testing. Among the participants, 70% were White, 21% were Black,
0.5% Asian and 8% unknown, 13% had a germline pathogenic variant. Documentation of
positive germline results from study in the chart reports was 58%. Of 30 results relevant for
targeted therapy, 16 have received that therapy, 11 were not yet appropriate and 3 patients did
not receive targeted therapy. Twenty-nine FDR were contacted and tested through the pilot
study of facilitated contact and testing. Conclusions: We evaluated uptake of germline testing
using a remote, VA system-wide approach to identify andoffer genetic testing for veteranswith
mPC with access and cost issues removed. We completed germline testing at rates higher than
those reported in the community withmodest personnel requirements, in a diverse population
of patients. Documentation of results in the electronicmedical record can be improved. Remote
genetic testing can augment uptake of testing in large integrated health care systems. Research
Sponsor: Veterans Affairs; Prostate Cancer Foundation.
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Symptoms reported by patients using an ePRO compared with those reported to
nurses via telephone triage.

Michael A. Kolodziej, Mustafa S. Ascha, Andrew Frank, Chantel Hopper, Sibel Blau, Eric S. Schaefer, Bijoy Telivala, Lavi Kwiatkowsky; ADVI, Washington, DC; Canopy Care,
New York, NY; Northwest Medical Specialties, Puyallup, WA; Highlands Oncology Group, Fayetteville, AR; Cancer Specialists of North Florida, Jacksonville, FL

Background: It is unclear how symptoms reported by an electronic patient-reported outcomes
(ePRO) tool compare to symptoms reported to triage nurses by patient-initiated telephone
calls. This work describes symptoms reported using each of these methods, and the percent of
patients requiring an acute office visit triggered by these symptom reports. Methods: Among
patients diagnosed with breast, lung, or colon cancer at three community oncology practices
from 2020 to 2023, we examined ePRO symptom reports and compared these with symptoms
reported via telephone triage to nurses by patients not using the ePRO tool. Results: 3,509
patients reported symptoms by ePROs, and 9,071 patients only reported by phone. Among
patients reporting by ePRO, 2,162 submitted both ePROs andused telephone triage services. The
most common symptoms that patients reported by ePRO reports (47,284 reports) were
weakness / fatigue (72.9% of patients), pain (62.0%), nausea (39.2%), and headache
(33.1%). Themost common symptoms that patients reported by phone reports (19,344 reports)
were pain (32.9%), weakness / fatigue (13.4%), swelling (11.1%), cough (10.3%), and diarrhea
(9.4%). Themedian number of reports in the ePRO groupwas 6.0 (mean 13.5, IQR: 2.0, 15.0) per
patient and themedian number of reports in the phone triage groupwas 1.0 (mean 2.1, IQR: 1.0,
2.0) per patient. The most common high-urgency symptoms in the ePRO group (defined by
practice defined symptom threshold) were weakness / fatigue (67.2% of patients), pain
(55.7%), headache (40.2%), nausea (32.0%), and difficulty breathing (29.2%), while the most
common high-urgency symptoms (as determined by the triage nurse) in the phone triage
groupwere pain (32.4%),weakness / fatigue (11.8%), swelling (11.4%), fever/chills (10.1%), and
cough (9.7%). More patients reported high-urgency symptoms by ePRO (n = 1,873, 53.4%)
compared to those reported by phone triage (n = 2,448, 27.0%). Of patients in the ePRO group
with a severe symptomwhovisited a sitewith acute care visits data, 330patients (45.4%)had an
acute care visit within 72 hours of a symptom report compared to 745 patients (47.5%) in the
telephone triage group. Conclusions: Patients using ePROs reported more symptoms than
patients reporting by phone, possibly because electronic reporting allows patients to easily
communicate symptoms to care providers and receive prompt attention. Pain and weakness/
fatigue were the most common urgent symptoms in both groups. The need for an acute care
visit was the same in both groups. Further refinement of the ePRO tool including standard-
ization of symptom thresholds, more uniform implementation in practices, and patient
education with respect to optimal use of the ePRO may enable practices to replace telephone
triage with ePROs. Research Sponsor: None.
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Trend and burden of cancer related hospitalizations in the US: Insights from a
National Inpatient Sample Database analysis.

Rohit Singh, Karan Jatwani, Akshit Chitkara, Akshee Batra, Nitya Batra, Muni Rubens, Venkataraghavan Ramamoorthy, Veda Rabishanker, Anshul Saxena,
Atulya Aman Khosla; University of Vermont Medical Center, Burlington, VT; Roswell Park Comprehensive Cancer Center, Buffalo, NY; University of California, Riverside,
Riverside, CA; University of Vermont, Burlington, VT; Corewell Health William Beaumont University Hospital, Royal Oak, MI; Miami Cancer Institute, Baptist Health South
Florida, Miami, FL; University of Central Missouri, Warrensburg, MO; McNeil High School, Austin, TX

Background: Cancer-related hospitalizations constitute one of the primary drivers of cancer-
related healthcare expenses. Understanding the burden and characteristics of these hospital-
izations is essential to appropriately direct resources, improve outcomes, and avoid unnec-
essary hospitalizations. Our study sought to evaluate the national trends, reasons, disposition
status, length of stay, and associated costs for cancer-related hospitalizations. Methods: We
conducted a retrospective analysis of cancer hospitalizations using the 2008-2019 National
Inpatient Sample. Cancer-related hospitalizations were identified using validated Clinical
Classification Software (CCS) codes 11 to 45. Trends in hospitalization volume, mortality,
length of stay, disposition status, and costs were analyzed overall and by cancer type, adjusted
according to the US Consumer Price Index. Results: There were 371 million weighted hospi-
talizations from 2008 to 2019, of which 15.1% (56 million) were cancer related. The most
reported cancer typeswere breast cancer (11.9%), secondarymalignancies (11.2%), andprostate
cancer (10.3%). Themost common reasons for cancer-related hospitalizationswere septicemia
(4.8%), pneumonia (4.7%), and complications of surgical procedures or medical care (3.1%).
Trend analysis showed that the total number of cancer-related hospitalizationsincreased from
12,963 to 16,500 per 100,000 hospitalizations during the study period (relative increase,
27.3%). Mortality rates decreased from 5.1% to 4.0% (relative decrease, 21.6%), while the
length of stay decreased from 3.5 to 3.2 days (relative decrease, 8.6%) during the study period.
Disposition to home or short-term facilities decreased (relative decrease, 3.1%), while to long-
term facilities increased (relative increase, 20.6%) during the same period. Total hospitaliza-
tion cost increased from $55.5 billion in 2008 to $76.4 billion in 2019 (a relative increase of
37.7%). Conclusions: Our analysis shows that while cancer-related hospitalizations and as-
sociated costs increased substantially, mortality rates, and length of stay decreased. These
trends reflect rising cancer burden but improvements in hospital cancer care quality and
efficiency. Ongoing efforts to optimize cancer treatment, minimize unnecessary hospitaliza-
tions, reduce length of stay, and facilitate safe discharges are needed to improve patient
outcomes and control costs further. Continued surveillance and health policies should address
the rising demand for high-value cancer care. Research Sponsor: None.

Trends in key cancer hospitalization metrics, 2008-2019.

Metric 2008 2019 % Change

Hospitalizations per 100,000 12,963 16,500 +27.3%
In-hospital mortality 5.1% 4.0% -21.6%
Length of stay (days) 3.5 3.2 -8.6%
Total hospitalization cost (billions) $55.5 $76.4 +37.7%
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Food for cancer health equity: The impact of a culturally tailored food voucher
intervention on food insecurity among Latinx patients with cancer.

Maria T. Hanna, Emily Hayes Wood, Gerardo Villicana, Lesly Lopez Guzman, Kasandra Escobar, Jajaira Reynaga, Chardria Trotter, Zachary M. Koontz, Hilary K. Seligman,
Manali I. Patel; Division of Oncology, Stanford University School of Medicine, Stanford, CA; Pacific Cancer Care, Monterey, CA; University of California San Francisco School
of Medicine, San Francisco, CA

Background: Food insecurity disproportionately impacts immigrant, low-income, and racial
and ethnicminoritieswith cancer. In our prior qualitativework, Latinx andmultiethnic patients
with food insecurity emphasized the importance of culturally tailored food assistance in-
terventions that could minimize stigma and maintain self-efficacy and autonomy. In collab-
oration with Latinx patients and community partners in Monterey County, California, we co-
developed a culturally tailored food voucher intervention. In this study, we conducted a pilot of
the intervention among multiethnic and Latinx patients with cancer and tested the impact on
food insecurity and health-related quality of life. Methods: We recruited low-income, racial
and ethnic minority adults.18 years of age who screened positive for food insecurity using the
2-item Hunger Vital Sign while receiving cancer treatment in a clinic in Monterey County, CA
between July 2023 until August 2023. All participants who consented to participate received
$40 monthly grocery store gift cards redeemable at a variety of local retailers for 6 months in
addition to usual care provided by trained community health workers who assisted with other
health-related social needs. We conducted validated surveys at baseline (time of enrollment)
and 6-month follow-up (post-intervention) assessing demographics, food behaviors, food
insecurity, and health-related quality of life. We compared pre- and post-intervention pro-
portionswith food insecurity usingMcNemar’s tests and change inhealth-related quality of life
using paired t-tests. Results: Of the 30 study participants enrolled, 27 (90%) were Latinx; 24
(80%) spoke Spanish as their preferred language; 16 (53%) had advanced (stage 3 or 4) cancer;
12 (40%) were retired or unemployed; 10 (33%) were disabled; 20 (67%) reported a household
income,$35,000USD.Of the 26 (87%)participantswho completedpost-intervention surveys,
the proportion with food insecurity decreased from 100% to 65% (95% CI 0.60-0.77; p=0.01);
100% adhered to recommended treatment; and health-related quality of life scores increased
by 8 points from 71.9 +/-16.1 to 79.5+/- 10.5 (p=0.02) from baseline. Conclusions: This
culturally tailored food voucher intervention was associated with reductions in food insecurity
and improvements in health-related quality of life among low-income Latinx patients with
cancer. This intervention may represent an effective approach to overcome food insecurity in
Latinx and multiethnic patients with cancer. Research Sponsor: None.
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Clinical impact and financial feasibility of remote oncology pharmacists’ roles in
community oncology practices.

Andrea Roman, Judy Cho, Juna Jovani, Caroline Farag, Melissa Carroll, Hilary Conkling, Natalie Greisl, Brittney Hale, Daniel Kendzierski, Meredith Keisler, Beth Koselke,
Shannon Hough; McKesson, The US Oncology Network, The Woodlands, TX

Background: The clinical and financial impact of oncology-trained pharmacists in the com-
munity oncology setting has not been well documented. The US Oncology Network has
introduced a novel remote oncology pharmacist model which provides clinical services to
oncology community practices to alleviate the burden ononcologists, enhance patient care, and
improve workflows. Methods: Oncology-trained pharmacists remotely reviewed chemother-
apy regimens across 12 community oncology practices. Pharmacists identified opportunities to
modify therapy based on clinical criteria, waste reduction, and/or financial stewardship. These
modifications were discussed with the treatment team or implemented in accordance with
practice-approved policies. Clinical and financial metrics were tracked to assess the overall
impact of the pharmacist interventions and provider time saved.Results: From January 1, 2023,
throughDecember 31, 2023, 27,938 reviewswere documented for 19,962 patients. Among these
reviews, themajority (14,572, 73%) requiredmodification by the pharmacist, andmany (3,005,
21%) were deemed clinically significant by the intervening pharmacist. The most common
clinically significant interventions included changes to anticancer drug doses (1155, 38%),
modifications to supportive care (742, 25%) and recommendations for additional monitoring
(426, 14%). Across 12 practices, 63 drug-related workflow policies were implemented allowing
pharmacists to autonomously auto-substitute products, order laboratory tests and adjust
chemotherapy doses. These policies saved over 600 hours of physician time. Pharmacist
involvement resulted in medication-related margin improvements totaling $9.3M. Practices
also experienced a $4.3M reduction in the total cost of care inmedication expenses. The cost of
the pharmacists during this period was $1.4M, equating to a 560% return on investment
compared to margin improvement. Conclusions: Community oncology practices operate
within a resource-constrained model with limited access to oncology pharmacists. As invalu-
able members of the care team, pharmacists identified opportunities to significantly enhance
clinical care by focusing on medication safety, dosing, and regimen optimization, while
demonstrating a tremendous financial impact on small-scale budgets. Oncology-trained
pharmacists play a vital role in alleviating care burden of the clinical team by collaboratively
developing practice-approved policies and reviewing clinical orders in a high-risk patient
population. Research Sponsor: None.
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The future is now: Implementation of standard of care, preemptive pharmacoge-
nomic testing in patients with gastrointestinal cancers.

Emily C Hearst, James L Martin, Kristy R Crooks, Casey S Greene, Kaitlyn W Hess, Natalie Johnson, David P Kao, Nicholas Rafaels, Katelyn Carson, Cheryl L Meguid,
Kate Taucher, S. Lindsey Davis, Christopher Hanyoung Lieu, Christina L Aquilante; UCHealth, Aurora, CO; University of Colorado Anschutz Medical Campus, Aurora, CO;
University of Colorado School of Medicine, Aurora, CO; University of Colorado Cancer Center, Aurora, CO; Division of Medical Oncology, Department of Medicine, University
of Colorado Anschutz Medical Campus, Aurora, CO

Background: Preemptive germline pharmacogenomic (PGx) testing provides insight into the
safety of high-risk chemotherapy and effective use of supportive care medications in gastro-
intestinal (GI) cancers. Advances in clinical practice guidelines and clinician support have
accelerated the appetite for PGx testing, particularly for drugs with severe adverse reactions.
The objective of this study was to assess operational outcomes associated with end-to-end
electronic health record (EHR) integration of standard of care, preemptive multigene PGx
testing in patients with GI cancers.Methods: Patients in two UCHealth GI oncology clinics were
tested for five PGx genes related to 5-fluorouracil (5-FU, DPYD), irinotecan (UGT1A1), and
supportive care therapies (CYP2C19, CYP2D6, CYP2C9). The PGx test order was embedded in all
GI oncology treatment plans. Patient sampleswere genotyped, andPGx resultswere returned as
discrete data to the EHR. Automated clinical decision support (CDS) tools provided PGx-guided
recommendations at the point of prescribing. We leveraged the EPIS process framework and
evaluated operational outcomes such as number of patients tested, lab turnaround time,
patients with actionable phenotypes, and number of CDS alerts and clinical actions. Results:
The analysis included 89 patients who received results for DPYD/UGT1A1 and 83 patients who
received results for supportive care genes. Among samples tested,DPYD/UGT1A1 and supportive
care gene results were returned to the EHR in an average of 4.7 6 2 days (range 1-8) and 17.3 6

3 days (range 9-24), respectively. The number of patients with abnormal phenotypes, defined
as poor metabolizers for UGT1A1 and any non-normal phenotypes for the other genes, were
UGT1A1, n=10 (11.2%); DPYD, n=4 (4.5%); CYP2C19, n=43 (51.8%); CYP2D6, n=31 (41.3%; 8
uninterpretable results); and CYP2C9, n=19 (22.9%). This equated to 14/89 (15.7%) and 68/83
(81.9%) patients having an abnormal result for DPYD/UGT1A1 and at least one supportive care
gene, respectively. CDS alerts fired for 32 drug-gene interactions for 25 distinct patients. Of the
alerts, 7 (21.9%) were for 5-FU or irinotecan, which showed for 7/89 patients (7.9%); 25
(78.1%) were for supportive care medications, which showed for 23/83 patients (27.7%). There
were 9 clinical actions taken in response to the PGx alerts, 7 (77.8%) for 5-FU or irinotecan and
2 (22.2%) for supportive care drugs. Appropriate clinical actionswere taken for 100%ofpatients
with 5-FU or irinotecan drug-gene interactions. Conclusions: End-to-end EHR integration of
PGx testing and prescribing guidance facilitated clinician adoption of preemptive, standard of
care multigene PGx testing, with test results driving important medication changes. Future
studies will evaluate the impact of PGx testing on clinical outcomes and cost effectiveness
metrics in this population. Research Sponsor: None.
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Activating HR+/HER2- and triple-negative breast cancer care teams and their
patients in shared decision-making.

Kelly E. McKinnon, Ilona Dewald, Janet Storey, Samuel Dooyema, Jeffrey D. Carter, Cherilyn Heggen, Reshma L. Mahtani; PRIME Education, LLC, New York, NY; Miami
Cancer Institute, Baptist Health South Florida, Miami, FL

Background: In the rapidly evolving treatment landscape of metastatic breast cancer (MBC),
shared decision-making (SDM) is critical to individualize care and improve patient outcomes.
To help facilitate improved SDM, we developed an educational toolkit for health care providers
(HCPs) to use with HR+/HER2- and triple negative breast cancer (TNBC) patients (pts) and
evaluated the implementation of this toolkit at 5 community oncology clinics. Methods: In
May-June 2022, pts (N=94) and HCPs (N=18) completed surveys assessing attitudes, confi-
dence, goals, and barriers to SDM in MBC care. HCPs then led collaborative learning sessions
with their pts using the SDM toolkit to provide education regarding treatment options and side
effects, and to better alignon sharedgoals and treatment plans.Results: In surveys, only 50%of
pts reported that they decide on a treatment plan together with their HCPs, 38% reported being
asked about treatment preferences, and 34% reported discussing supportive care, such as
mental health care or pain relief. Additionally, very few pts reported high knowledge of BC
treatments and side effects. HCPs and ptsweremisaligned onpatient goals and barriers to SDM.
For example, 56% of HCPs thought pts were too overwhelmed/anxious/fatigued to make
treatment decisions, but only 21% of pts agreed that was a top challenge. While pts and HCPs
were aligned on top treatment decision factors of effectiveness and quality-of-life, HCPs
underestimated the importance of concerns about side effects (HCPs 11% vs pts 32%), and
the cost and duration of treatment (17% vs 30%, and 22% vs 30%, respectively). HCPs correctly
identified survival (56%) as a top goal for pts but were less likely to identify progression/
recurrence as important to pts (39%). Additionally, 28%of pts reported their top challengewas
worrying about being unable to work or meet responsibilities at home; however, only 19% of
HCPs recognized this as a top challenge. Followingpt-HCPs collaborative education sessions, in
which HCPs used the SDM toolkit to facilitate pt education and SDM, HCPs and pts reported
improved confidence in pt-HCP communication. Additionally, 46% of pts reported discussing
treatment goals with their HCPs and 46% reported taking a more active role in their care
following the learning session. Conclusions: These findings reveal misalignments between
HCPs and patients with BC regarding treatment decision-making. The gaps identified are
critical to address as they are pre-requisites for SDM. The downloadable shared decision-
making toolkit developed as part of this implementation science initiative can be adopted by
breast cancer clinical teams to help facilitate patient education and SDM, empowering patients
to be active participants in their care. Research Sponsor: Gilead.
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The acceptability of hospital-at-home for persons living with cancer and their
caregivers.

Daniel E Lage, Afshana Hoque, Charlie White, Raymond E Baser, Katherine Panageas, Deb Schrag, Corita Grudzen; Massachusetts General Hospital, Boston, MA; Memorial
Sloan Kettering Cancer Center, New York, NY

Background: Hospital at Home (HaH) is part of a comprehensive patient-centered model that
deliversmultidisciplinary acutemedical care in the home. While HaH hasmainly been tested in
generalmedical patients, uncertainties persist regarding the feasibility and acceptability of this
model within oncology populations. This study assessed patient and caregiver characteristics
associated with acceptability of a hypothetical HaH program in persons hospitalized with
cancer and described patient medical needs. Methods: A cross-sectional survey assessing
acceptability of a hypothetical HaH program, home characteristics, and demographics was
completed by 250 patients and 33 caregivers. Eligible patients were English-speaking adults
(18+ years) admitted to the medicine service at a cancer hospital. Acceptability was measured
on a 5-point Likert scale and defined as responses of “strongly agree” or “agree” to the
statement,“Iwould consent to the use ofmyhome formyhospital care” if such a programwere
available. Surveys were conducted in person or via telephone during the index hospitalization.
Unpaid adult caregivers were surveyed in person and acceptability of the hypothetical HaH
program was similarly assessed. Characteristics of the hospitalization were assessed via the
electronic health record. Continuous variables were compared between acceptability groups
using Wilcoxon rank sum test; categorical variables were compared using Fisher’s exact test
and Pearson’s chi-squared test. Results:Median patient age was 63, 134 (54%)were female, 38
(16%) identified as Black and 21 (8.8%) as Hispanic, and 171 (72%) completed some college
education ormore. 208patients (83%) rated participation inHaHas acceptable, as did 28 (85%)
caregivers. Patients living with metastatic disease were more likely to accept HaH (p,0.05).
Acceptability differed by race (p,.05) and was lowest among Black patients (74%) and those
who preferred not to provide their race (70%). Of those who rated HaH acceptable, 137 (66%)
had advanced imaging or a surgical procedure after the first day of admission and 21 (10%) had
an absolute contraindication to being hospitalized at home such as a homemember using illicit
drugs at home (15, 7%). Conclusions: Over 80% of persons hospitalized with cancer and their
caregivers would agree to HaH. Those with advanced disease were more likely to agree to home
hospitalization compared to curative-intent patients, but Black patients were less likely to
agree to be hospitalized at home compared towhite patients.Many patients had hospitalization
characteristics (e.g., imaging) that may be challenging to coordinate from home, but few
patients had safety-related contraindications to HaH. These findings will inform future efforts
to evaluate and target HaH programs in oncology to patients most likely to agree to and benefit
from them, and address barriers to uptake in certain raciallyminoritized populations. Research
Sponsor: None.
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Feasibility and satisfaction level of caregivers with telemedicine in childhood
cancer: A mixed-methods study.

Sameer Bakhshi, Shuvadeep Ganguly, Manraj Singh Sra, Archana Sasi, Shubhangi Sharma, Swetambri Sharma; All India Institute of Medical Sciences (AIIMS), New Delhi,
India; All India Institute of Medical Sciences (AIIMS), New Delhi, New Delhi, India; All India Institute of Medical Science, New Delhi, India

Background: Telemedicine has emerged as a crucial solution to addressing health care dis-
parities, especially in countries like India where healthcare disparities are pronounced and
specialist care is concentrated in urban areas.Methods:We conducted amixed-methods study
among caregivers of children with cancer who had utilised telemedicine in the past 6 months.
Telephonic quantitative interviews collected information on diagnosis, current treatment
status, residence and socio-economic parameters. A logistic regression model was created
to assess patient and caregiver related factors associated with satisfaction with telemedicine.
In-depths interviewswere conducted in a sub-set of participants followedby thematic analysis.
Results: Caregiver of 465 patients [median (range) age: 8 (0.1-18) years; 70.04%male; 82.54%
with haematological malignancy] participated in this study. Patients had amedian (range) of 2
(1-30) telemedicine in the past year, with parents being the most common care giver being
involved [n=326 (70.10%)]. Telemedicine was reported to be more convenient than in-person
visits and helpful in saving time and money by 90.54% (n=421) patients and 88.6% (n=421)
patients reported easier follow up and access to care using telemedicine. Difficulty in explaining
issues over telephones or emails was the reason for dissatisfaction for 47.53% (n=221) patients,
additionally 22.37% (n=104) patients felt they received inadequate attention during telemed-
icine. Majority of the patients (85.38%, n=397) planned to continue teleconsultation and
88.39% (n=411) would recommend teleconsultation to others. Socioeconomic status of upper
and upper-middle class upper and upper-middle socioeconomic status [OR (95%CI): 2.14
(1.38-3.32), p: ,0.001; aOR (95%CI): 2.11 (1.35 - 3.31), p: 0.001] was significantly associated
with caregiver satisfaction with telemedicine. Qualitative interview showed themes of mon-
etary and time savings with telemedicine, ease of consultations for minor complaints, delay in
responsiveness of doctors, language barriers and difficulty in using telemedicine platforms due
to low literacy levels. Conclusions: Telemedicine has emerged as a valuable tool for paediatric
cancer care offering convenience and accessibility. While most caregivers expressed satisfac-
tion, challenges remain in communication and limited access among caregiver of lower socio-
economic strata. Further studies should aim at developing more patient friendly telemedicine
platforms. Research Sponsor: None.
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The impact of admitting ward on resource utilization and outcomes among hos-
pitalized cancer survivors.

Lawson Eng, Amol A Verma, Xin You, Afsaneh Raissi, Deva Thiruchelvam, Alejandro Berlin, Christine Brezden-Masley, Kelvin K. Chan, Katherine Enright,
Genevieve Bouchard-Fortier, Lauren Linett, Melanie Lynn Powis, Haider Samawi, Geoffrey Liu, Fahad Razak, Monika K. Krzyzanowska; Princess Margaret Cancer Centre,
University of Toronto, Toronto, ON, Canada; Division of General Internal Medicine, St Michael’s Hospital, University of Toronto, Toronto, ON, Canada; Unity Health - St
Michael’s Hospital, Toronto, ON, Canada; St. Michael’s Hospital and University of Toronto, Toronto, ON, Canada; Institute of Clinical Evaluative Sciences, Toronto, ON,
Canada; Princess Margaret Cancer Centre, University Health Network, Toronto, ON, Canada; Sinai Health System, Mountain Sinai Hospital, University of Toronto, Toronto,
ON, Canada; Odette Cancer Centre, Sunnybrook Health Sciences Centre, Toronto, ON, Canada; Trillium Health Partners - Credit Valley Hospital, Mississauga, ON, Canada;
University Health Network, Toronto, ON, Canada; University Health Network, Princess Margaret Cancer Center, Toronto, ON, Canada; Princess Margaret, University Health
Network, Toronto, ON, Canada; Juravinski Hospital and Cancer Centre, Hamilton, ON, Canada; Department of Medical Oncology and Hematology, University Health Network,
Princess Margaret Cancer Centre, Toronto, ON, Canada; Princess Margaret Cancer Centre, Toronto, ON, Canada

Background: With improvements in the early detection and treatment of cancer, there is a
growing population of cancer survivors; with a corresponding increase in acute care use among
cancer survivors. However,models of inpatient care delivery for cancer survivors differ between
hospitals and regions, which may impact resource use and outcomes. Understanding how
differentmodels influence outcomesmayhelp define optimalmodels for inpatient care delivery
for this population.Methods:We created amulticenter cohort of all cancer patients admitted to
medical wards across 26 hospitals in Ontario, Canada from 2015 to 2022, and deterministically
linked population-level administrative data including ambulatory oncology data, with each
hospital’s patient-level electronic information (pharmacy, orders, notes, laboratory/imaging
and results). Multivariable regressionmodels compared characteristics and outcomes between
patients admitted on oncology wards vs non-oncology wards adjusting for age, sex and co-
morbidity scores. Results: In total, there were 370,118 hospitalizations from 191,990 unique
patients. Among thesehospitalizations, 38,075 episodes (10.3%)were onanoncologyward. The
median time from cancer diagnosis to hospitalization was 4 years. The most common disease
siteswere genitourinary (21%), gastrointestinal (20%), breast (12%), and lung (10%). Themost
discharge diagnoses from oncology wards were inpatient chemotherapy (9%), febrile neu-
tropenia (7%), non-Hodgkin’s lymphoma (4%), acutemyeloid leukemia (4%),myeloma (3%);
while for non-oncology wards were heart failure (5%), palliative care (4%), UTI (2%),
pneumonia (2%), acute renal failure (2%). In general, cancer patients admitted on oncology
wards were younger (64 vs 76), had shorter length of stay (LOS; 9.6 vs 10.1 days), less in-
hospital mortality (7.5% vs 11.4%), greater 30-day re-admission rates (29% vs 14%) and were
alsomore likely to undergo CTs (28%vs 21%),MRIs (11% vs 9%) and interventional procedures
(8% vs 6%) (all comparisons, p,0.001). Subgroup analysis focusing on the top 5 discharge
diagnoses from non-oncology wards, showed that despite higher in-hospital mortality rates
(aOR 1.27 95% CI [1.15-1.40] p,0.001), admission to a non-oncology ward for those diagnoses
was associatedwith a shorter LOS (aOR0.96 [0.92-1.00] p=0.03), reduced 30-day re-admission
rates (aOR 0.77 [0.69-0.87] p,0.001), and reduced use of CTs (aOR 0.74 [0.68-0.82] p,0.001),
MRIs (aOR 0.80 [0.68-0.95] p=0.01), and interventional procedures (aOR 0.84 [0.69-1.01]
p=0.07). Conclusions: There are differences in both resource use and outcomes for cancer
survivors hospitalized on oncology versus non-oncology wards, including for patients with the
same discharge diagnosis. To optimize inpatient cancer care delivery for hospitalized cancer
survivors, further exploration is needed. Research Sponsor: Conquer Cancer, the ASCO Foun-
dation; Hold’Em For Life; Canadian Institute of Health Research; University of Toronto;
CanadianCancer SocietyResearch Institute;Hold’EmForLife; StMichael’sHospital; University
of Toronto; St Michael’s Hospital.
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Clinical utility and accessibility of functional precision medicine for relapsed/
refractory pediatric and adult cancers.

Noah Berlow, Arlet M Acanda de la Rocha, Jorge Manrique-Succar, Ebony Coats, Cima Saghira, Paula Espinal, Jeanette Galano, Ziad Khatib, Haneen Abdella,
Ossama Maher, Cristina Andrade-Feraud, Baylee Holcomb, Yasmin Ghurani, Lilliam Rimblas, Tomas Guilarte, Nan Hu, Daria Salyakina, Diana Azzam; First Ascent
Biomedical, Miami, FL; Florida International University, Miami, FL; Cleveland Clinic Florida, Weston, FL; University of Miami, Miami, FL; Nicklaus Children’s Hospital, Miami,
FL; Nicklaus Children’s Hospital, Miami, FL

Background: Pediatric and adult patients with rare, relapsed, or refractory cancers often have
few treatment options. Precision medicine approaches are often the first strategy used to
identify salvage therapy options when standard treatments fail. Despite the significant clinical
benefit to advanced cancer patients, multiple genomics precisionmedicine trials have revealed
important constraints for patients that lack treatments matched to mutations or biomarkers
and have highlighted challenges in drug accessibility associated with novel targeted therapies
identified through genomics precision medicine. Current clinical findings from large-scale
studies demonstrate ~10% of cancer patients receive clinical benefit from genomics-guided
therapies - in part due to limited insight into the complex relationship between tumor
molecular characteristics and patient response. Methods: We implemented a functional pre-
cision medicine (FPM) approach combining genomic tumor profiling with high-throughput
drug sensitivity testing (DST) of FDA-approved agents on patient-derived tumor cells to
identify treatment options when standard-of-care is exhausted. Clinical utility and benefit
of this program was investigated via a clinical trial (NCT03860376) at Nicklaus Children’s
Hospital in Miami, FL. Results: We were returned DST data on 21 of 24 patients DST (median =
102 agents per sample) and genomic profiling on 20 of 24 patients. DST turnaround time was
significantly below the 14 days required for clinical use (median = 10 days, p = 0.0012). FPM
recommendations were returned to 19 (76%) patients, of which 14 patients underwent ther-
apeutic intervention. Six patients received FPM-guided treatments, and five (83%) patients
experienced a .1.3-fold improved progression-free survival over their previous therapy,
significantly above the rate from physician’s choice (p = 0.0104). We subsequently opened
pan-cancer FPMclinical studies for adults (n = 36 patients) and children (n = 65 patients). A key
objective in these trials is optimizing our DST protocol for tissue samples of various sizes. Here,
we report preliminary efforts to optimize our DST approach for tissue samples from resections,
core biopsies, and fine-needle biopsies from primary andmetastatic lesions. Conclusions: The
findings from our feasibility study illustrate the potential for FPM to positively impact clinical
care for pediatric/adolescent patients with relapsed/refractory cancers, and have supported
initiation of currently enrolling clinical studies. An NIMHD-funded expansion cohort now
enrolling at Nicklaus Children’s Hospital (NCT05857969, n = 65 patients), and a rare/relapsed/
refractory adult patient cohort at Cleveland Clinic Florida (NCT06024603, n = 36 patients).
These studies aim to further investigate the impact on clinical outcomes through theuse of FPM
to recommend treatment options. Clinical trial information: NCT06024603, NCT05857969,
NCT04956198, NCT03860376. Research Sponsor: None.
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Using machine learning for targeted advance care planning (ACP) conversations in
patients with cancer: A quality improvement initiative.

Mihir Patel, Alexandria Mara, Yvonne Acker, Jamie Gollon, Steven Wolf, Yousuf Zafar, Thomas William LeBlanc, Jessica Ma; Duke University School of Medicine, Durham,
NC; Atrium Health Levine Cancer Institute, Concord, NC; Patient Safety and Quality, Duke University Health System, Durham, NC; Business Transformation, Duke University
Health System, Durham, NC; Department of Biostatistics and Bioinformatics, Duke University School of Medicine, Durham, NC; Department of Medicine, Duke University
Medical Center, Durham, NC; Division of Hematologic Malignancies and Cellular Therapy, Department of Medicine, Duke University Medical Center, Durham, NC; Division of
General Internal Medicine, Department of Medicine, Duke University Medical Center, Durham, NC

Background: Despite improvements, patients with advanced cancer often do not receive goal-
concordant care at the end of life (EOL). Challenges with prognostication contribute to delays
ACP conversations and result in more aggressive care, gaps in symptom management, and
hospice underuse. Early identification of patients at high risk for mortality provides an avenue
to implement targeted ACP conversations. Methods: We used a validated machine learning
model that integrates demographics, lab values, vital signs, and medications to predict in-
hospital, 30-day, and 6-month mortality risk for patients with a solid malignancy admitted
from the emergency department (ED) to a dedicated solid malignancy oncology unit at Duke
University Hospital. This unit includes one oncology and one palliative care attending physi-
cian, advance practice providers, and nurse coordinators. Providers received an email when a
patient was identified as high risk for mortality. A pre-post study design compared ACP
documentation and other EOL healthcare utilization before and after the notification inter-
vention. The pre-intervention cohort included patients hospitalized from 1/7/2019 to 10/25/
2019 and the post-intervention cohort from 9/19/2020 to 8/31/2021. We excluded patients
admitted to the intensive care unit in the first 24 hours. We used chi-square or Fisher’s exact
tests for categorical variables and Kruskal-Wallis tests for continuous variables; we stratified
comparisons of categorical variables by physician division using Cochran-Mantel-Haenszel
tests. Results: The pre-intervention cohort comprised 105 hospitalizations and 88 unique
patients. Mean (SD) age was 64.9 (11.4); 60.0% (n=63) were White, 3.8% (4) Hispanic/
Latino, and 65.7% (69) married. The post-intervention cohort comprised 84 hospitalizations
and 77 patients. Mean (SD) age was 66.0 (12.2); 52.4% (44) were White, 2.4% (2) Hispanic/
Latino, and60.7%(51)married. Considering indexhospitalizations, anACPnotewaswritten for
2.3% (2) of hospitalizations pre-intervention vs. 80.5% (62) post-intervention (p ,0.0001).
This relationship held even if the physician was in palliative care (4.1% [2] vs. 84.6% [33]) or
oncology (0% [0] vs. 76.3% [29]) (p ,0.0001). Inpatient length of stay (LOS), hospice referral,
code status change, ICU admission rate or LOS, 30-day readmissions, 30-day ED visits, and
inpatient and 30-day deaths did not differ significantly between groups. Conclusions: Iden-
tification of hospitalized cancer patients with high mortality risk via machine learning led to a
substantial increase in documented ACP conversations but did not impact EOL healthcare
utilization. Further integration of the model in clinical practice is ongoing. Our intervention
showed promise in changing clinician behavior, and additional work is needed to evaluate
downstream impacts. Research Sponsor: None.
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TriHealth Cancer Institute’s collaboration with the Tempus AI TIME program impact
on clinical trial operations and enrollment.

James F. Maher, Samantha Mallahan, Jason Joseph Claes, Wayne Thompson, Benjamin Kuritzky, Robert Neff, Seerin Viviane Shatavi, Courtney Rice, Karen M. Huelsman,
Leanne S. Budde, Faisal Adhami, Megan Shulman, Meghan Degele, Blathnaid Donovan, Danielle Skelly, Emily Patnaude, Christian Clifford, Annie Darmofal,
Chelsea Kendall Osterman, Matthew M. Cooney; TriHealth Cancer Institute, Cincinnati, OH; Tempus AI, Chicago, IL

Background:TriHealth Cancer Institute has the largest personalizedmedicine program serving
Cincinnati. TriHealth’s EMR integration with Tempus AI TIME allows for patient screening
using an AI powered software TApp that matches to a broad clinical trial portfolio. Each patient
is followed using LINK portal and trials can be activated rapidly via TIME’s operational model.
The goal of this collaboration is to increase TriHealth’s patients’ access for clinical trials.
Methods: The TApp is software utilizing subject data, trial eligibility criteria, and NLP models
for AI matching to TIME studies. Unique TApp searches occur whenever there is new patient
data or changes to eligibility criteria. All TApp matches are reviewed by Tempus AI nurses
followed by confirmatory screening by TriHealth’s staff. Trials were activated using the TIME
program’s standardized operational methods including a pre-negotiated rate card, trials
agreement, and a central IRB. Data included number of patients screened, unique TApp
searches, trial activations, consents, operational metrics, and financial impact. Results: From
January 2022 - March 2023, TApp performed 8,653,397 unique searches for 135 TIME trials on
TriHealth’s population of 18,823 patients. During this period, 985 trial eligibility criteria were
modified and 200,776 patient clinical updates occurred. There were 2,032 potential matches
(1,944 interventional, 88 observational) for 45 different trials. Tempus AI nurses spent 389
hours reviewing all 1,944 interventional matches and of these sent 284 to TriHealth for
evaluation. For TIME studies, 28 patients consented (18 interventional, 10 observational)
and 7 trials were activated (4 interventional, 3 observational). Total trial billable revenue for
TIME studies was approximately $241,500 ($34,500 average per trial). Regarding non-TIME
trials, 3 patients consented on 3 interventional studies. Activation time for non-TIME trials
compared to TIME trials was 186 days versus 37 days. Conclusions: TriHealth’s partnership
withTIMEevaluated 18,800+patients for 135 trials. Over 8.6MuniqueTApp searches resulted in
2,000+ patients screened by nurses. Operationally, TIME trials resulted in a 2.3X increase in the
number of trial activations, an 80% reduction in days to activation, and 9.3 fold increase in
enrollment compared to non-TIME studies. The use of AI enabled patient screening, combined
with a structured trial activation process, improved patient enrollment at a community health
system. Research Sponsor: None.

Quarter TApp Searches Tempus RN Review Passed RN Review Consents
Trial

Activations

Q1 2022 427,381 74 27 0 0
Q2 2022 521,772 144 75 2 4
Q3 2022 1,416,863 200 78 10 1
Q4 2022 2,637,428 249 57 10 1
Q1 2023 3,649,953 1,277 47 6 1
Total 8,653,397 1,944 284 28 7
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Amachine learning algorithm based onmulti-omics biomarkers for the detection of
tumor microsatellite instability.

Kyle C Strickland, Sarabjot Pabla, Zachary D Wallen, Mary K Nesline, Heidi Chwan Ko, Rebecca A. Previs, Jeffrey M Conroy, Pratheesh Sathyan, Kamal S. Saini,
Taylor J. Jensen, Brian Caveney, Marcia Eisenberg, Shakti H Ramkissoon, Eric A Severson; Labcorp Oncology, Duke University Medical Center, Duke Cancer Institute,
Department of Pathology, Durham, NC; Labcorp Oncology, Buffalo, NY; Labcorp Oncology, Durham, NC; Labcorp Oncology, Duke University Medical Center, Duke Cancer
Institute, Department of Obstetrics & Gynecology, Division of Gynecologic Oncology, Durham, NC; Illumina Inc., San Diego, CA; Fortrea Inc., Durham, NC; Labcorp,
Burlington, NC; Labcorp Oncology, Wake Forest Comprehensive Cancer Center and Department of Pathology, Wake Forest School of Medicine, Durham, NC

Background: Microsatellite instability (MSI) occurs via defects in mismatch repair (MMR) and
is characterized by high tumor mutational burden (TMB) and a robust inflammatory response.
Accurate MSI-high classification of immune-evasive tumors is vital due to the effectiveness of
immune checkpoint inhibitor (ICI) therapy, such as pembrolizumab, which is FDA approved for
all MSI-high tumors irrespective of anatomic origin. Detection methods of MSI-status vary
widely, including immunohistochemistry (IHC), polymerase chain reaction (PCR), and next-
generation sequencing (NGS). We developed a machine learning (ML) model to predict MSI
status in patients with solid tumors using comprehensive genomic and immune profiling
(CGIP), independent of direct sequencing data frommicrosatellite sites.Methods:We analyzed
samples from 1,838 patients with colorectal cancer (CRC) by CGIP, which included DNA panel
testing (523 genes) for pathogenic single nucleotide variants (pSNV) and determination of TMB
(mut/Mb), and RNA sequencing (397 genes) for gene expression (GEX). The Boruta algorithm
was used to select key genomic and GEX changes associated with MSI status. A distributed
gradient boosting algorithm created a predictive model that was trained on 70% of the cohort.
The model was tested on the remaining CRC cohort (Test), and in the PanCancer Atlas CRCs
(TCGA), endometrial adenocarcinomas (EMCA), and CRC with indeterminate MSI testing by
CGIP. Performance of the trainedmodel was assessed using sensitivity, specificity, and positive
(PPV) and negative (NPV) predictive value. Results: Feature selection identified 79 genes with
pSNVs, 63 GEX changes, and TMB as informative for MSI prediction. The model showed high
predictive accuracy in differentiatingMSI-H tumors. Of the 39 cases that failedMSI component
of CGIP (Indeterminate), 17 had MMR IHC results available, of which 1 demonstrated loss of
MLH1/PMS2 and the other 16 showed intact (normal) expression. Testing of this cohort
identified 3 cases as MSI-high, at least one of which was confirmed by IHC. No cases with
intact MMR protein IHC were identified as MSI-high by the algorithm. Conclusions: Our ML-
driven approach accurately assessed MSI status of CRC and EMCA using CGIP data. This
approach also identified potential cases with MSI-high status where direct sequencing of
microsatellites failed. This study highlights a method to identify patients with potential
MSI-high status for orthogonal screening with the MSI component of a test fails. Research
Sponsor: None.

Cohort
Sample
Size

Median Age
(y)

%
Female

% MSI-High by
CGIP Sensitivity Specificity PPV NPV

Training 1286 65 44% 6.5% n/a n/a n/a n/a
Test 552 64.9 46% 7.6% 95.2 99.6 95.2 99.6
TCGA 367 68 47% 13.3% 98.1 92 92 98.1
EMCA 394 68.25 100% 15.9% 95.8 93.7 80.8 98.8
Indeterminate 39 65 60% n/a n/a n/a n/a n/a
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Multimodal fully automated predictive model for therapeutic efficacy of first-line
cancer immunotherapy based on clinical information and imaging modalities in-
cluding brain MRI and chest CT images in advanced non-small cell lung cancer.

Taichi Miyawaki, Takehito Shukuya, Kazuhiro Suzuki, Shiting Xu, Yusuke Nakamura, Isana Katayama, Yukina Shirai, Hironari Matsuda, Masahiro Fujioka, Yosuke Miyashita,
Yoshika Koinuma, Tetsuhiko Asao, Ryota Kanemaru, Shoko Shimamura, Yoichiro Mitsuishi, Rina Shibayama, Ken Tajima, Naoko Shimada, Yujiro Otsuka,
Kazuhisa Takahashi; Department of Respiratory Medicine, Juntendo University Graduate School of Medicine, Tokyo, Japan; Department of Radiology, Juntendo University
Faculty of Medicine and Graduate School of Medicine, Tokyo, Japan; Department of Respiratory Medicine, Juntendo University Faculty of Medicine and Graduate School of
Medicine, Tokyo, Japan; Plusman LLC, Tokyo, Japan; Department of Respiratory Medicine, Juntendo University Hospital, Tokyo, Japan

Background: The integration of imaging and clinical data through artificial intelligence (AI)
holds promise for more accurately predicting the therapeutic efficacy of immune checkpoint
inhibitors (ICI) 6 platinum-based chemotherapy in individual patients with advanced non-
small cell lung cancer (NSCLC). However, tumor segmentation still relies entirely on radiologist
evaluation and has not yet achieved fully automated tumor evaluation for image analysis.
Furthermore, while central nervous system (CNS) metastasis is a critical prognostic factor in
patients with advanced NSCLC, radiomics has primarily focused on chest imaging, with few
studies incorporating brainMRI analysis.Methods:This study included patients with advanced
NSCLC treatedwith ICI6 platinum-based chemotherapy as first-line therapy fromMarch 2017
to August 2023. We developed an ensemble model combining a logistic regression model that
analyzes clinical information with a deep learning model that extracts image features. Each
sub-model was independent, allowing for individual adjustments and the ability to be attached
or detached. Bothmodelswere trained topredict response, 12-monthprogression-free survival
(PFS), and 12-month overall survival (OS) using cross-entropy loss. The dataset was randomly
divided into training, validation, and test sets in a 5:3:2 ratio. This random assignment was
repeated four times, and the average area under the curve (AUC) was calculated. The test sets
were further classified into high- and low-risk groups based on the predicted results, and log-
rank tests were performed on their survival curves. Results: The study included 232 patients,
with 89 (38%) receiving ICI alone and 143 (62%) receiving ICI + platinum-based chemotherapy.
In the entire population, the overall response rate (ORR) for ICI 6 platinum-based chemo-
therapy was 49.5%, with a median PFS of 7.1 months (95% confidence interval [CI]: 5.8-9.1)
and a median OS of 24.5 months (95% CI: 21.2-30.3). The model achieved an AUC of 0.70 (95%
CI: 0.65- 0.76) for predicting response, 0.65 (95% CI: 0.59-0.71) for 12-month PFS, and 0.69
(95%CI: 0.48-0.90) for 12-monthOS. Test setswere classified into high-risk (N= 55) and low-
risk (N = 60) groups. Themedian PFSwas 6.8months in the high-risk group and 14.7months in
the low-risk group (p , 0.05). The median OS was 21.5 months in the high-risk group and
34.3 months in the low-risk group (p , 0.05). Conclusions: We have demonstrated that a
multimodal, fully automated ensemble model has significant predictive accuracy for the
efficacy and survival outcomes of ICI 6 platinum-based chemotherapy in patients with
advanced NSCLC. Research Sponsor: None.
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Deep learning vs traditional breast cancer risk assessment models: Are we offering
supplemental services to those who benefit the most?

Leslie R. Lamb, Heba Albasha, Sarah Mercaldo, Andrew Carney, Constance D Lehman; Massachusetts General Hospital, Boston, MA

Background: Mammography-based deep learning (DL) risk stratification models improve
discriminatory accuracy in predicting future breast cancer compared to traditional riskmodels;
however, decisions for and insurance payment of supplemental services such asMRI are driven
by traditional scores. The purpose of this studywas to compare risk scores and cancer detection
rates in patients identified as increased risk by DL vs traditional models in a large screening
mammography cohort. Methods: This multisite study included consecutive patients $40y
undergoing routine bilateral screening mammography from 9/2017 to 1/2022 at five facilities.
Tyrer-Cuzick version 8 (TC) and National Cancer Institute Breast Cancer Risk Assessment Tool
(BCRAT) 5-year and lifetime models and a DL 5-year model were used to assess risk. The
following thresholds were used to define intermediate risk: $1.67% for TC and BCRAT 5-year,
2.2 for DL model and high risk: $20% for TC and BCRAT lifetime, $6.0 for DL model. Patients
were included if all risk scores were available. Patient demographics were retrieved from
electronic medical records and cancer outcomes through regional tumor registry linkage.
The proportion of increased-risk patients and cancer detection rates (CDR [cancers per 1000
women screened]) across models were compared using Pearson’s Chi-square test. Results:
148476 exams in 69464 patients (mean age 58.0y [IQR: 50.0-67.0]) were performed. 81.7%
(119386/146075) of exams were in White patients and 18.3% (26689/146075) in races other
than White. CDR of those classified as intermediate risk by DL was 7.1 (450/63109) vs 4.7 (320/
68545; P,0.001) by TC and 4.2 (300/70831; P,0.001) by BCRAT, and as high risk was 20.6 (305/
14772) by DL vs 3.9 (64/16442; P,0.001) by TC and 5.0 (29/5782; P,0.001) by BCRAT. 13.0%
(19248/148476)were classified as intermediate risk byDLbut not byTCorBCRAT,with aCDRof
6.0 in this cohort. 32.0% (47435/148476) were classified as intermediate risk by TC or BCRAT
but not byDLwith aCDRof 1.1. 8.5% (12577/148476)were classified as high risk byDLbut not by
TC or BCRAT with a CDR of 20.8. 11.1% (16451/148476) were classified as high risk by TC or
BCRAT but not by DL with a CDR of 1.9. Conclusions: A significant proportion of patients
identified as increased risk by DL model are not assessed as increased risk by commonly used
risk models, effectively excluding them from accessing potentially life-saving supplemental
services. DL scores met the American College of Radiology’s acceptable CDR on screening
mammography ($2.5) regardless of traditional scores, however, elevated traditional scores in
the absence of elevated DL scores did not meet acceptable standards. Risk assessment guide-
lines incorporatingDLmodels are necessary to capture patientswho benefit themost. Research
Sponsor: Radiological Society of North America.
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Impact of artificial intelligence (AI) decision support on clinical trial participation: A
before-after implementation study on a nationwide molecular tumor board.

Frank Po-Yen Lin, John P. Grady, Christine E Napier, Matt Callow, Subotheni Thavaneswaran, Min Li Huang, Milita Zaheed, Maya Kansara, Lucille Sebastian,
Mandy L. Ballinger, John Simes, David Morgan Thomas; NHMRC Clinical Trials Centre, The University of Sydney, Sydney, NSW, Australia; Garvan Institute of Medical
Research, Sydney, NSW, Australia; Prince of Wales Hospital, Sydney, NSW, Australia; The NHMRC Clinical Trials Centre, The University of Sydney, Camperdown, NSW,
Australia; Centre for Molecular Oncology, University of New South Wales, Sydney, NSW, Australia; NHMRC Clinical Trials Centre, The University of Sydney, Camperdown,
NSW, Australia

Background:Molecular Tumor Boards (MTB) have become the standard for deriving consensus
therapy (Rx) recommendations (rec) for patients (pts) with advanced cancer undergoing
comprehensive genomic profiling (CGP). However, finding matched Rx and trial options re-
mains laborious, needing informatics strategies. Methods: We examined the outcomes before
and after implementation of a decision support system (DSS) at the MTB of the Australian
Molecular Screening & Therapeutics program (MoST, ACTRN12616000908437), enrolling pts
with refractory solid tumors and linking CGP results to Rx and trials through rec on clinical
reports. The DSS comprises a variant interpretation pipeline, a symbolic AI system integrating
the TOPOGRAPHdatabase and an annotated trials registry, and aweb platformused by theMTB
for producing reports shortlisting matching Rx and therapeutic trials. The primary endpoint is
the cumulative participation rate (CPR) in genomic matched trials (excluding MoST-related
trials) in pts who received Rx after CGP. The secondary endpoints are the CPR in any trial, and
overall survival (OS) fromMTB. The Fine-Graymodel was used to estimate the subdistribution
hazard ratios (sHR) for between-group differences in participation. Kaplan-Meier and Cox
regression were used for OS analysis. The time-to-event analyses were adjusted for age, ECOG,
cancer type, lines of prior rx, and lead-time bias (OS only). Results: In 2203 of 5186 pts (42.5%)
received $ 1 Rx after CGP, 971 pts were reviewed at MTB before and 1272 after DSS imple-
mentation in Sep 2020. At 3, 6 and 12 months (m) after enrolment, CPR in matched trials were
3.2%, 5.0%, and 6.8% before implementation and 3.6%, 5.8%, and 8.9% afterwards (sHR 1.19,
95% CI 0.90–1.57, p=0.23). Pts who received an MTB rec were more likely to participate in a
matched trial (sHR 4.75, 3.13–7.23, p,0.001). Notably, DSS specifically increased the likelihood
of trial participation following MTB rec (interaction sHR 2.69, 1.02–7.07, p=0.045), with 12m
CPR increasing from 10.0% to 12.2% after implementation of the DSS in pts with a MTB rec,
whilst for pts without a MTB rec, the CPR fell from 3.1% to 1.6% after implementation. No
association was seen between participation in any trials and MTB recs (sHR 1.12, 0.95–1.32) or
implementation (sHR0.95, 0.81–1.11; CPR pre 21.6%v post 23.7% at 12m). NoOS differencewas
seen comparing beforewith after implementation of the DSS (median 16.7 v 15.3m, adjusted HR
0.97, 0.87–1.08). However, pts receiving genomic matched Rx had a longer OS (median 20.1 v
15.0m unmatched, HR 0.76, p=0.002). Conclusions: The observed interaction between the
implementation of DSS andMTB rec suggests there is effect modification in participation rates
of pts in genomic matched trials, warranting exploration into how AI might enhance trial
participation among pts with incurable cancers undergoing CGP. Research Sponsor: None.
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Efficient site selection for clinical trials using simulated annealing.

Ian Ruchlin, Vibhor Govil, Deepak Samar, Jitesh Chawla, Pyeush Gurha; ConcertAI, Cambridge, MA

Background: Identifying sites with eligible patients for multi-site oncology clinical trials is
challenging given increasingly complex inclusion/exclusion criteria, limited site resources, and
the need to ensure diversity in trials. This is a complex systems problemwithmany factors that
present nonlinear behaviors. Given manifold combinations of sites, research capabilities, and
study characteristics, artificial intelligence solutions may help research sites and sponsors
optimize site selection to achieve enrollment, speed, and diversity of goals. We report on one of
the first deployments of a multi-AI model solution to optimize site selection for an ongoing
clinical trial. Methods: The clinical trials were translated into a standardized digital form
expressed as rules fully encompassing the inclusion and exclusion criteria. A patient cohortwas
created from the criteria using the ConcertAI oncology research database, including site
affiliations. The sites had numerical features specific to the protocol indication, such as
physician count and projected patient count. Each site was scored by its features with the
Technique for Order of Preference by Similarity to Ideal Solution (TOPSIS) to create higher
alignment to the best matched sites. Feature weights allowed TOPSIS to emphasize desirable
attributes in an interpretable way. A simulated annealing algorithm, adept with nonlinear
objectives, explored site combinations, yielding a high-scoring, constraint satisfying solution.
Independent simulations measured convergence and provided a distribution of solutions.
Shapley analysis clarified site contributions to score and constraints. The implementation
was compiled and parallelized.Results:Utilizing aMultipleMyeloma clinical trial protocol with
7 criteria, we formed a cohort of 15,881 patients across 1,246 US clinical trial sites. Each site had
12 features. The weights optimized patient diversity while enrolling at least 10 patients per
month across all sites to achieve the targeted study accrual timeline. The result was a set of 3
sites enrolling 12patients permonthwith 51%diversity, in agreementwith theoptimal solution
obtained through detailed, multi-week, manual analysis. As constraints increased, and exact
verification became impractical, convergence was gauged by decreasing variance in indepen-
dent solutions. Conclusions: Our study introduced a robust, efficient, and interpretable ap-
proach to clinical trial site selection. It addressed the challenges posed by increasingly
complicated protocols, requirements for study participant diversity, and heterogeneous site
features. Themulti-AImodel scalability underscored its practical utility in streamlining the site
selection process for clinical research networks, academic centers, industry sponsored trials,
cooperative group studies, and investigator-initiated studies. Research Sponsor: ConcertAI.
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Performance of an artificial intelligence/machine learning model designed to
identify hospitalized patients with cancer who could benefit from timely specialized
palliative care delivery.

Jacob J. Strand, Alisha A Morgan, Deirdre R. Pachman, Curt B Storlie, Patrick M Wilson; Mayo Clinic, Rochester, MN; University of Michigan Medical School, Ann Arbor, MI

Background: Timely access to specialty Palliative Care (SPC) services provides significant
benefits to hospitalized patients with cancer, including improvements in quality of life.
However, many patients with cancer who could benefit from SPC suffer from lack of timely
referral or do not receive SPC services. A previously published trial of an artificial intelligence/
machine learning (AI/ML) model to predict need for SPC at Mayo Clinic increased timely SPC
consultation of hospitalized patients overall. We sought to review the performance of this
algorithm in patients with cancer across an expanded hospitalized population. Methods: The
study population consisted of all patients admitted into a Mayo Clinic hospital in Minnesota,
Wisconsin, Arizona and Florida between January 2020 and September 2023. Due to the size of
the cohort a case-control sample of three controls for every case was created. Patients were
considered to be a patient with cancer if they had at least one billing diagnosis up to 1 year prior
to their index hospitalization from any of the 5 HCC categories denoting cancer: Metastatic
Cancer and Acute Leukemia (HCC 8); Lung and Other Severe Cancers (HCC 9); Lymphoma and
Other Cancers (HCC 10); Colorectal, Bladder, and Other Cancers (HCC 11); and Breast, Prostate,
and Other Cancers and Tumors (HCC 12). The training data set consisted of 107,076 patient
encounters with a total of 8,355,090 time periods of constant risk. An AI/ML model using
gradient boosting methods which contained 269 variables (both static and time-varying) of
various classeswith SPC consultation treated as a time-to-event outcomewas trained.Results:
Due to the longitudinal nature of the prediction, performancewas assessed using themax score
AUC (using the max score a patient received during a given encounter prior to an event or
discharge) to produce the AUC. Themodel had an overall AUC of 0.932 (0.929, 0.935– 95% CI).
We saw a decrease in performance of the AI/ML model in the Oncology population with an
overall performance of 0.818 (0.806, 0.83). Some of themost influential variableswere previous
SPC visit, age, metastatic disease, acute leukemia diagnosis, and pain scores. Conclusions: An
AI/ML model can effectively predict the need for an inpatient PC consult in a population of
hospitalized patients with cancer. Research Sponsor: None.

Performance for All Hospitalized
Patients by Site (AUC 95% CI)

Performance for Hospitalized “Oncology”
Patients by Site (AUC 95% CI)

Overall 0.932 (0.929, 0.935) Overall 0.818 (0.806, 0.830)
ARZ 0.925 (0.915, 0.935) ARZ 0.829 (0.801, 0.857)
FLA 0.899 (0.887, 0.911) FLA 0.835 (0.806, 0.863)
MCHS 0.950 (0.946, 0.954) MCHS 0.817 (0.794, 0.839)
RST 0.919 (0.913, 0.926) RST 0.816 (0.795, 0.834)
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Using an artificial intelligence platform to enhance cancer detection rates in primary
care.

Bea Bakshi, Seema Dadhania, Peter Holloway, Claire Corbett, Miles Payling; C the Signs, Cambridge, MA; Imperial College, London, London, United Kingdom; NHS Suffolk
and North East Essex Integrated Care System, Suffolk, United Kingdom; NHS Suffolk and North East Essex Integrated Care Board, Suffolk, United Kingdom

Background: Patients with cancer who are diagnosed in a primary care setting have the best
survival outcomes compared to any other route (e.g. Emergency department, routine referrals,
incidental findings etc). This is primarily attributed to detection of cancer at an early stage. In
the UK, the Cancer Detection Rate (CDR) metric serves as a measure of this, representing the
percentage of cancer diagnoses originating from primary care referral routes. However,
detecting cancer presents significant challenges, primarily due to the non-specific nature of
cancer presentations, their tendency to overlap with symptoms of other conditions, and their
relatively low prevalence. Artificial intelligence (AI) platforms may be able to support this
endeavor but are yet to be established. C the Signs is anAI-enabled clinical decision support tool
integrated into primary care practices to help clinicians stratify the risk of cancer and advise on
which cancer pathway is most appropriate (if at all) for the patient’s presentation and history.
Methods: An observational cohort study was undertaken between 1st May 2021 and 31st March
2022where 35 practices (covering a population of almost 420,000) within the same geographic
region in the East of Englandwere offered the use of C the Signs,with the practices opting out as
controls. All practices had the sameaccess to referral and cancer diagnostic pathwayswithin the
region. The primary end point was to identify if C the Signs had a statistical impact on cancer
detection rates in primary care through nationally linked data via Public Health England.
Results: In practices utilizing C the Signs the CDR significantly increased from 58.7% in
2020-21 (prior to the implementation of C the Signs) to 66.0% in 2021-22, reflecting a
significant increase of 12.3% (p ,0.05). In contrast, practices not using C the Signs
maintained a stable CDR of 58.4% in both years. There was no statistically significant variance
observed in the referral rate between the two groups, indicating no notable increase in di-
agnostic or referral activities. Conclusions: These findings underscore the importance of
integrating cutting-edge technologies into primary care to improve cancer detection rates
and facilitate early-stage diagnosis. Implementation of such advancements holds promise for
reducing cancer-related mortality rates and enhancing overall patient outcomes. Research
Sponsor: None.
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Large language models to evaluate racial discrepancies in performance status
assignment.

Arda Demirci, Julian C. Hong, Travis Zack; University of California, San Francisco, San Francisco, CA; University of California, San Francisco Medical Center, San Francisco,
CA

Background: Oncologic treatment eligibility relies heavily on “Performance Status” (PS), a
subjective gauge of a patient’s overall health. Despite frameworks aimed at quantifying PS,
these assessments remain prone to potential bias. A systematic evaluation of discrepancies in
language between ECOG PS and race has yet to be conducted. Large language models (LLMs)
have the ability to synthesize text and may enable an assessment of the relationship between
race, note text, and physician-documented PS. We hypothesize that LLMs can quantify these
relationships to understand potential inconsistencies in ECOG PS. Methods: In our single-
institution cohort study, we examined patients from medical or radiation oncology clinics
between January 2012 to December 2023 with documented ECOG PS. PS was extracted from
clinical notes and redacted from downstream analyses. Notes were categorized by patient-
reported race (Asian, Black, White, Other). 1,500 matched subjective assessments (from
oncologist clinical notes) and PS were randomly sampled for each race, except for Black
patients, where only 640 entries were available. We divided training and test sets using an
80-20 ratio across each race. Using the training cohort, we trained race-specific models to
assign ECOG PS based on subjective assessment, using two LLMs: UCSFBERT (BERT pretrained
on UCSF data) and RoBERTa. In the hold-out test sets, we applied eachmodel across all races to
assign ECOG PS based on subjective assessments. These were evaluated by micro-F1 (model
accuracy) andMultiway ANOVA to computemodel-specific p-values.Results: 13.6%of patients
had a documented ECOG 2+, with variation across races (Asian: 16.1%, Black: 17.7%, White:
7.7%, Other: 15.3%). Models tended to assign Black patients with ECOG 0-1 with worse
performance status (ECOG 2+). Other than RoBERTa models trained on Asian and White
cohorts, all models trained on a specific race showed disparate classification results when
applied to other races (out-of-domain), highlighting potential biases in LLM models trained
where a specific race predominates (Table; ANOVA). Conclusions: This study demonstrates a
novel way to use LLM to assess discordance within physician documentation and performance
status assignment. It underscores the need for incorporating diverse demographic data when
using LLM in medical contexts. This research has potential to dissect how bias may be
propagated within physician practice and provide insight into known disparities in clinical
trial enrollment and standard of care implementation. Research Sponsor: UCSF; Conquer
Cancer, the ASCO Foundation.

Micro F1 scores.

Test Race Asian White Black Other ANOVA p-Value

Model Train Race

UCSFBERT

Asian 0.427 0.465 0.360 0.405 0.006
Black 0.376 0.368 0.258 0.377 0.005
White 0.419 0.500 0.380 0.390 0.004
Other 0.406 0.469 0.388 0.383 ,0.001

RoBERTa

Asian 0.443 0.461 0.414 0.402 0.367
Black 0.429 0.487 0.375 0.458 0.005
White 0.413 0.483 0.398 0.424 N/A
Other 0.436 0.505 0.392 0.433 0.005
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Clinical and sociodemographic factors associated with digital health literacy in
patients with non-Hodgkin lymphoma or colorectal carcinoma.

Thomas S Gunning, Amanda Khoudary, Osairys Billini, Andrew Ip, Lia Sorgen, Arnold Potosky, Marc Schwartz, Claire C Conley, Heather Derry-Vick; Hackensack Meridian
School of Medicine, Nutley, NJ; Center for Discovery & Innovation, Hackensack Meridian Health, Nutley, NJ; John Theurer Cancer Center, Hackensack University Medical
Center, Hackensack, NJ; Georgetown University Lombardi Comprehensive Cancer Center, Washington, DC

Background: Digital health literacy (DHL), the capacity to find and understand health in-
formation using electronic media, is an emerging social determinant of health. Because DHL
may impact patients’ ability to benefit from digital health tools and technology-based models
of care, it is important to understand how DHL varies in people with cancer.Methods: Patients
(N=105) who received systemic treatment for non-Hodgkin lymphoma (NHL) or colorectal
carcinoma (CRC) in thepast yearwere recruited from3 cancer clinics. Participants self-reported
DHL (on the electronic Health Literacy Scale, eHEALS), general health literacy (3-item Health
Literacy Screening questionnaire), sociodemographic characteristics, and clinical trial enroll-
ment. Independent-samples t-tests (two-tailed; a level of 0.05) and correlations were used to
test binary associations between sociodemographic and clinical factors with DHL. Linear
regression models were used to test whether associations between clinical factors and DHL
remained when adjusting for covariates (based on potential relationships with DHL, p,0.25).
Results: Of the 105 participants, 50 (48%) had NHL and 55 (52%) had CRC. Participants were
primarily middle-aged to older adults (median age 63, IQR 53-69.5), male (54%), and white/
Caucasian (62%), with a college-level education or higher (54%). Themean eHEALS score was
26.9 (SD=8.24, range: 8-40). Higher DHL was related to higher education level (rs=0.29,
p=0.004) and better general health literacy (r=0.25, p=0.009). Older participants tended to
have lower DHL, though this pattern was not statistically significant (r=-0.12, p=0.21). DHL did
not vary significantly by gender, race/ethnicity, or household income in this sample (all
ps.0.46). Patients with NHL (mean=24.6, SD=8.10) reported lower DHL than patients with
CRC (mean=28.9, SD=7.91; t(103)=2.72, p=0.008); this pattern was similar when controlling for
age, education, and general health literacy (unstandardized b=3.07, SE=1.65, p=0.07). Inter-
estingly, the small subset of patients who reported participating in a clinical trial (N=10)
reported lower DHL than patients who had not (t(100)=3.08, p=0.003). In the adjusted model,
patients reporting trial enrollment still showed lower DHL above and beyond the effects of age,
education, general health literacy, and disease type (b=-10.45, SE=3.20, p=0.002). Conclusions:
In this convenience sample, DHL varied by cancer type, general health literacy, and education
level, suggesting interventions to increase DHL may be well-suited for those with NHL and/or
lower education level. Further, these factors may affect technology-based care, an important
consideration in eHealth intervention development. This study also indicated a possible link
between clinical trial enrollment and lower DHL that should be explored in future studies with
larger samples. Research Sponsor: None.
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Adaptively learning visual model of surgical resection images via coarse-to-
fine–grained strategy for pathological invasiveness prediction in indeterminate
stage IA lung adenocarcinoma.

Lintong Yao, HaiYu Zhou, Linghan Cai, Qiaxuan Li, Daipeng Xie, Hongwei Lin; Department of Thoracic Surgery, Guangdong Provincial People’s Hospital (Guangdong
Academy of Medical Sciences), Southern Medical University, Guangzhou, China; The School of Computer Science and Technology, Harbin Institute of Technology,
Shenzhen, China; Guangdong Provincial People’s Hospital (Guangdong Academy of Medical Sciences), Southern Medical University, Guangzhou, China; Guangdong
Provincial People’s Hospital, Guangzhou, China; The First Clinical Medical College, Guangdong Medical University, Zhanjiang, China

Background: Indeterminate nodules with high risk of malignancy are suggested to receive
video-assisted thoracoscopy biopsy. Frozen section assists surgeons to decide surgical strat-
egies for stage IA lung adenocarcinoma (LUAD) intraoperatively, which is time-consuming and
may misdiagnosis due to limited sampling and poor tissue quality. Methods: We prospectively
enrolled stage IA LUAD patients underwent complete resection between June 2020 and Sep-
tember 2023 in Guangdong Provincial People’s Hospital (GDPH), Affiliated Hospital of Guang-
dongMedical University, Meizhou People’s Hospital. All the resected lung nodules were finally
diagnosed as pre-invasive lesion (PIL), minimally invasive adenocarcinoma (MIA) or invasive
lung adenocarcinoma (IAC) by FFPE pathological diagnosis. Images of the whole section of the
lung noduleswere taken by smartphones under natural lighting condition in operating theaters
without shadowless surgical lights. Patients received preoperative anti-cancer therapy and
with low-quality tumor section images were excluded. Images of nodules section, FS reports,
FFPE diagnosis and clinical information were prospectively collected. Predictive artificial in-
telligence (AI) model was developed by a three-step process, which first predict the IAC and
non-IAC region at coarse level, and identify fine level features through the high-risk region.
The coarse and fine labels were then coordinated through risk ranking loss to reach a final
predictive result. Results:We prospectively enrolled 1516 patients with 1638 indetermined lung
nodules from preoperative chest CT following the inclusion and exclusion criteria, with 2438
images acquired from intraoperative nodule sections. The included patients havemedian age of
57 years old and 38.6%male patients. The pathological diagnosis for included lung nodules are
122 PIL nodules, 502 MIA nodules and 1014 stage IA LUAD. A multi-task artificial intelligence
based on Coarse-to-Fine-Grained Strategy has been established to classify the indetermined
lung nodules during the surgery. For binary classification, AI model reach an AUC of 0.86 in
differentiation between IAC or non-IAC. For 3-classification level, AI model reach an AUC of
0.87 in differentiation between PIL, MIA or IAC. We further defined the IAC nodules into G1, G2
and G3 according to IASLC lung adenocarcinoma grading system. For 5-classification level, AI
model reach an AUC of 0.86 in differentiation between PIL, MIA, IAC-G1, IAC-G2 and IAC-G3.
Conclusions: Our AI models based on images of intraoperative surgical resection could effec-
tively classify indetermined lung nodules, which can assist thoracic surgeons diagnose the
nodules rapidly during the surging and decide the following surgical strategies. Clinical trial
information: ChiCTR2300075999. Research Sponsor: None.
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Integrating 4 Methods (In4M) to evaluate physical function in patients with cancer:
Results of a comprehensive digital health study.

Gita Thanarajasingam, Amylou C. Dueck, Vishal Bhatnagar, Abbie Brown, Elizabeth Jane Cathcart-Rake, Matthew Diamond, Louis Faust, Mallorie Fiero, Scott F. Huntington,
Molly Jeffery, Lee Jones, Jonas Paludo, Bradford Power, Joseph S. Ross, Kathryn Jean Ruddy, Sarah Schellhorn, Michelle Tarver, William Allen Wood, Cary Philip Gross,
Paul Gustav Kluetz; Mayo Clinic, Rochester, MN; Department of Quantitative Health Sciences, Mayo Clinic, Phoenix, AZ; U.S. Food and Drug Administration, Silver Spring,
MD; Health Education and Content Services, Mayo Clinic, Rochester, MN; Department of Medical Oncology, Mayo Clinic, Rochester, MN; Division of Health Care Delivery
Research, Kern Center for the Science of Health Care Delivery, Mayo Clinic, Rochester, MN; Office of Biostatistics, Center for Drug Evaluation and Research, U.S. Food and
Drug Administration, Silver Spring, MD; Yale University, New Haven, CT; Fight Colorectal Cancer, Arlington, VA; Division of Hematology, Mayo Clinic, Rochester, MN;
CancerHacker Lab, Boston, MA; Yale Cancer Center, New Haven, CT; Lineberger Comprehensive Cancer Center, The University of North Carolina at Chapel Hill, Chapel Hill,
NC; Yale School of Medicine, New Haven, CT; Oncology Center of Excellence, U.S. Food and Drug Administration, Silver Spring, MD

Background: Physical function (PF) is a core outcome in cancer trials that can inform treatment
tolerability. PF can be assessed across modalities including by patient (pt) report, clinician
(clin) report, performance tests and digital sensors. The optimal approach for PFmeasurement
has not been defined. Methods: In4M is a prospective observational study evaluating PF in pts
initiating chemotherapy for breast cancer or lymphoma followed over 9 months. We used an
electronic platform (Hugo) to aggregate serially assessedpt-reported PF, clin- andpt-reported
ECOG performance status (PS), 6-minute walk test (6MWT) and wearable (Fitbit) data. We
evaluated feasibility in all pts; associations among PF measures and the ability of PF measures
to detect changewere evaluated in pts with both baseline (BL) and 3-month (3M) data.We used
Pearson correlations to assess the relationship of average daily steps with measures of PF. To
assess change, we compared each PF measure from BL to 3M using a 2-sided a=.05 paired t-
test. Results: Of the208 pts enrolled, 193 (93%) and 159 (76%) completed surveys, and 121
(58%) and 124 (60%) provided wearable data (evaluable: $1 day data) at BL and 3M, re-
spectively. When requiring a stringent BL with 4+ days of data with $1 weekend day to be
evaluable, 88 (42%) and 120 (58%)providedwearable data at BL and 3M.At bothBL and 3M, pt-
reported PF was generally more highly correlated with wearable-derived daily steps than clin-
reported PF and 6MWTwere (Table). Significant declines in PF were observed for pt- and clin-
reported PF (all p,0.05), but not other modalities. Conclusions: Longitudinalassessment of
multi-modal PF data including pragmatic wearable data collection was feasible in pts receiving
chemotherapy. Pt-reported PF was the only modality that was both correlated with step count
and able to detect change. Additional wearable metrics, correlations among PF measurements
and outcomes, and clinically meaningful change scores will be reported. Optimal PF measure-
ment may improve future reporting of treatment tolerability. Clinical trial information:
NCT05214144. Research Sponsor: FD005938 Yale University-Mayo Clinic Center of Excellence
in Regulatory Science and Innovation (CERSI).

Modality Measure Scale Range N

BL
Mean
(SD)

BL Corr (P)
w/Steps

3M
Mean
(SD)

3M Corr (P)
w/Steps

Change Mean
(SD, P)

Pt-report PROMIS Short
Form v2.0 PF 8c

T-score (mean 0, SD
50), higher better

149 53 (9) 0.17 (0.09) 46 (8) 0.34
(,0.001)

-7.1
(8.5, ,0.001)

Pt-report EORTC QLQ-F17
PF Scale

0-100, higher better 148 91 (14) 0.19 (0.05) 76 (20) 0.48
(,0.001)

-15
(16, ,0.001)

Pt-report Pt-reported ECOG
PS

0-4, higher worse 148 0.57
(0.74)

-0.07 (0.49) 1.24
(0.83)

-0.40
(,0.001)

0.68
(0.83, ,0.001)

Clin-report Clin-reported
ECOG PS

0-5, higher worse 145 0.12
(0.32)

0.00 (0.97) 0.28
(0.50)

-0.06 (0.50) 0.17
(0.51, ,0.001)

Performance
test

6-minute Walk
Test

Distance in meters,
higher better

113 1461
(243)

0.18 (0.08) 1445
(217)

0.20 (0.06) -16 (148, 0.25)

Sensor Fitbit Average daily steps,
higher better

103 6570
(3441)

– 6013
(3081)

– -557 (2976,
0.06)
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Artificial intelligence (AI) content detection in ASCO scientific abstracts from 2021
to 2023.

Frederick Matthew Howard, Anran Li, Mark Riffon, Elizabeth Garrett-Mayer, Alexander T. Pearson; University of Chicago, Chicago, IL; ASCO, Alexandria, VA

Background: Generative AI models such as OpenAI’s ChatGPT have been broadly utilized
throughout the medical literature. Previous studies have found that AI can generate scientific
abstracts which can be difficult to distinguish from the work of human authors. There is a
pressing need to characterize utilization of AI in scientific writing to guide policy. Methods: In
collaboration with ASCO’s Center for Research and Analytics, we extracted text from all
scientific abstracts submitted to ASCO 2021 – 2023 Annual Meetings. Likelihood of AI content
was evaluated by four AI detectors: GPTZero, Originality.ai (OGAI), Sapling, and Kashyap’s AI
ContentDetector (AICD). Eachdetector produces anumeric likelihood of AI content. Predictions
were dichotomized for uniform analysis across detectors: those in the top 5% for a given
detector were considered as having high likelihood of AI content. Logistic regression was used
to compute odds ratio (OR) for AI-generated content with respect to submission year and
abstract characteristics. Predictions were also assessed for 10 human-written abstracts as
negative controls, and 10 produced by OpenAI’s GPT-3 and GPT-4models as positive controls.
Results: 15,553 abstracts met inclusion criteria. 5,179 (33%) were published online only, and
5,327 (34%) referenced registered clinical trials. Across all detectors, abstracts submitted in
2023were significantlymore likely to contain AI content than those in 2021 (OR range 1.3 - 1.7).
In abstracts from 2023, AI content score was associated with online only publication, lack of
clinical trial number, and abstract track (Table). None of the 10 negative control humanwritten
abstracts were identified as AI generated, whereas 100%, 95%, 90%, and 30% of the GPT-3/4
generated abstracts were classified as AI generated by Sapling, GPTZero, OGAI, and AICD
respectively using the 5% threshold. Additional results will be presented. Conclusions: AI
content detectors uniformly suggest a higher likelihood of AI content generation for abstracts
submitted in 2023. Predicted AI content is associated with triage of abstracts to online only
presentation, suggesting predicted AI content is associated with lower perceived abstract
quality. Further work is needed to understand the accuracy of AI detectors and utility in the
abstract review process. Research Sponsor: National Cancer Institute; K08CA283261.

Variable
Sapling OR
(95% CI)

AICD OR
(95% CI)

GPTZero OR
(95% CI)

OGAI OR
(95% CI)

Track (Ref – Cancer Specific Track)
Care Delivery, Quality, and
Health Services

2.3 (1.7, 2.9)** 1.2 (0.8, 1.6) 1.4 (1.0, 1.9)* 0.9 (0.6, 1.2)

Medical Education and
Professional Development

3.8 (1.7, 7.6)** 1.3 (0.4, 3.3) 1.9 (0.7, 4.5) 0.3 (0, 1.2)

Prevention, Risk Reduction,
and Genetics

1.9 (1.1, 3.1)* 2.2 (1.3, 3.4)* 2.9 (1.8, 4.4)** 1.6 (1.0, 2.6)

Clinical Trial ID Present 0.3 (0.2, 0.4)** 0.5 (0.4, 0.7)** 0.1 (,0.1, 0.2)** 0.4 (0.3, 0.5)**
Online Only 1.6 (1.3, 2.0)** 2.1 (1.7, 2.7)** 3.0 (2.3, 3.8)** 3.9 (3.1, 5.0)**

*p , .05.
**p , .001.
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Effect of a learning-based approach using the echo-signals obtained by a single-
unit transducer on detection of breast tumors.

Hyeong-GonMoon, Jinyoung Byeon, Yunna Lee, Jong-Ho Cheun, Young-Gon Kim, KyoungMin Kim; L’imagin Inc, Seoul, South Korea; Department of Surgery, Seoul National
University Hospital, Seoul National University College of Medicine, Seoul, South Korea; Department of Transdisciplinary Medicine, Seoul National University Hospital, Seoul,
South Korea; Department of Surgery, Seoul Metropolitan Government Seoul National University, Boramae Medical Center, Seoul, South Korea; L’imagin Inc, Seoul, South
Korea

Background: Breast cancermortalities in the less developed countries are predicted to increase
over the next decades mainly due to the low utilization rates of breast cancer screening
programs. Additionally, studies have shown that the sensitivity and accuracy of breast self-
examination in women are suboptimal. Therefore, it is important to develop a novel and
affordable technology that can accurately detect small breast tumors in women. We have
developed a deep learning-based echo- signal processing system that can detect breast tumors
with high sensitivity and accuracy by merely obtaining ego-motion estimated echo-signals
generated by a single-unit piezoelectric transducer system. Methods: We have prospectively
collected echo-signals using a single-unit piezoelectric transducer system in 200 patients with
breast tumors who underwent curative surgery at the Seoul National University Hospital and
SMG-SNU BoramaeMedical Center between Oct 2022 and Feb 2024. The data from the first 131
cases was used for the training and testing of the deep learningmodel with the ratio of 8:2, and
the subsequent data from69 caseswas used for the external validation.We used ImageNet pre-
trained ResNet50 model to train the deep learning model and adopted various data augmen-
tation methods for model robustness. Five nested cross-validation was used to ensure the
generalization performance. Results: Themedian age of the enrolled patients was 55 (IOR, 47-
63) and 65 patients (32.5%) had non-palpable breast tumors. Nearly half of the patients (n=93,
46.5%) had tumors smaller than 2.0 cm in the largest dimension. Our deep learning algorithm
showed outstanding performance with the area under the curve (AUC) of 0.91460.022 and
0.96460.011 for the image- and region-level, respectively, in the training and testing set
(n=131). In the external validation set (n=69), the model demonstrated an AUC of 0.84660.012
and 0.93260.009 for the image- and region-level, respectively. As shown (Table), the accuracy,
sensitivity, and specificity were substantially improved for the region-level analysis when
compared with those of the image-level analysis. Conclusions: Using a prospectively collected
data from 200 patients, we developed a highly accurate and robust deep learning model to
detect breast tumors in women by processing echo-signals obtained by a single-unit piezo-
electric transducer system. Our data indicate that deep learning approach based on low-volume
echo signal can lead to a novel and affordable breast tumor screening strategy that can improve
early breast cancer detection. Research Sponsor: L’imagin Inc.

Overall performance of the deep learning model.

Training and Test Set External Validation Set

Image-level Region-level Image-level Region-level

Accuracy 82.9 % 89.7 % 76.4 % 86.7 %
Sensitivity 84.7 % 90.8 % 80.1 % 89.3 %
Specificity 81.1 % 88.5 % 73.1 % 84.1 %
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Association of symptom severity, anxiety, and health literacy with portal usage
among patients with cancer.

Betina Yanez, Nicola Lancki, Sofia F. Garcia, Ann Marie Flores, Yingbao Wang, Kimberly Richardson, Patricia D. Franklin, Sheetal Mehta Kircher, Roxanne E. Jensen,
David Cella; Robert H. Lurie Comprehensive Cancer Center, Northwestern University, Chicago, IL; Department of Preventive Medicine, Northwestern University Feinberg
School of Medicine, Chicago, IL; Department of Medical Social Sciences, Northwestern University Feinberg School of Medicine, Chicago, IL; Northwestern Medicine,
Chicago, IL; Black Cancer Collaborative, Chicago, IL; Northwestern University, Chicago, IL; National Cancer Institute, Bethesda, MD

Background: Patient portals within electronic health records (EHR) have become increasingly
essential in promoting patient-centered oncology care. They offer opportunities for complet-
ing symptom surveys that can aid in symptom management, facilitate patient-clinician
communication, and enable health monitoring. As part of the Northwestern University Im-
proving the Management of Symptoms During and Following Cancer Treatment (NU IMPACT)
study, we examined the relationship between symptom severity, anxiety, health literacy, and
shared decision-making with usage of three common features in the patient portal (portal).
Methods: This study included adults diagnosed with cancer in the NU IMPACT study. Partic-
ipants completed baseline surveys on socio-demographics, health literacy (Single Item Lit-
eracy Screener), anxiety (Patient-Reported Outcomes Measurement Information System;
PROMIS), with high anxiety scored as $60 vs ,60, shared decision-making (CollaboRATE),
and symptom severity (Patient-Reported Outcome version of the Common Terminology
Criteria for Adverse Events; PRO-CTCAE). Portal activities one year following enrollment were
extracted from EHRs. Portal usage patterns of patient-initiated messages, portal lab and
clinical note views were counted as number of days the activity was used over the year and
categorized as tertiles. Multivariable ordinal logistic regression models were used to examine
associations between survey measures and ordered tertiles of patient portal activities. Results:
Participants (N=3,464)weremostly female (66%),White (85%),with amean (SD) age of 61(13)
years old. The frequency ranges of patient-initiatedmessages over a year were 0-163 days, labs
viewed were 0-350 days, and clinical notes viewed were 0-103 days. Participants with at least
one severe or very severe symptom on the PRO-CTCAE were more likely to be in higher tertiles
of patient-initiated portal messages (OR: 1.37, 95% CI: 1.17-1.61), lab views (OR: 1.48, 95% CI:
1.26-1.74), and clinical note views (OR: 1.19, 95% CI: 1.01-1.40). Participants with higher levels
of anxiety were more likely to be in higher tertiles of patient-initiated portal messages (OR:
1.54, 95% CI: 1.28-1.85), lab views (OR: 1.22, 95% CI: 1.01-1.46), and clinical note views (1.42,
95% CI: 1.18-1.71). Participants with higher health literacy were more likely to be in higher
tertiles of patient-initiated portal messages (OR: 1.38, 95% CI: 1.09-1.74) and lab views (OR:
1.34, 95% CI: 1.06-1.69), but not note views (OR: 1.03, 95% CI: 0.82-1.30). Shared decision
making was not associated with portal usage. Conclusions: Patients with greater symptom
severity and anxiety may turn to the portal for symptommanagement. Certain features within
the portal may demand a higher level of health literacy for engagement. Understanding the
factors that promote and impede portal usage can help optimize cancer care delivery. Research
Sponsor: National Cancer Institute.
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Continuous remote monitoring of performance status in patients with NSCLC
through fitness tracker–derived life-log data.

Yeong Hak Bang, Suyeon Lee, Taehee Kim, Hongyiel Suh, Mansu Kim, Sehhoon Park; Division of Hematology-Oncology, Department of Medicine, Samsung Medical Center,
Sungkyunkwan University School of Medicine, Seoul, South Korea; AI Graduate School, Gwangju Institute of Science and Technology, Gwangju, South Korea

Background:Traditionalmethods for assessing the performance status of cancer patients often
rely on clinical evaluations and patient-reported histories. This study utilizes life-log data
derived from fitness trackers (FTs) in patients with non-small cell lung cancer (NSCLC) to
offer a comprehensive and dynamic perspective on performance status throughout their
treatment. Methods: Patients with NSCLC scheduled for a minimum of 12 weeks of treatment
were enrolled. Custom software facilitated the remote collection of life-log data from partic-
ipants’ FTs (Fitbit Inspire 3), encompassing step count, calories burned, heart rate, sleep
patterns, etc. Quality of life surveys assessing patient-reported outcomes (PROs) were com-
pleted during regular visits (every 3 weeks) and unscheduled visits (USV), in addition to
collecting clinical data such as laboratory parameters and body composition metrics. An
end-of-monitoring survey assessed participants’ familiarity with this monitoring approach.
The study aimed to correlate FT datawith clinical parameters and identify patterns predictive of
treatment relatedUSVs.Results:Of the 98 enrolled patients, 69 patients (70.4%) completed the
12-week follow-up. The cohort predominantly consisted of older adults ($65 years) (55.1%)
and patients in palliative care (75.5%), withmost undergoing cytotoxic chemotherapy (66.3%)
and some receiving oral agents (20%). FT-based remote monitoring revealed that older
patients had a comparable 12-week completion rate to younger patients. (69.2% vs. 76.2%,
P=0.604). Analysis of life-log data from three days before a visit (D-3) to the visit day (D0)
showed significant reductions in average step counts (P=0.022) andwalking distance (P=0.021)
for USVs compared to regular visits, while resting heart rate (HR) showed a significant increase
for USVs (P=0.049). PRO-based PROMIS physical function scores and EQ-5D-3L scores
showed a significant correlation with both D-3 to D0 acquired resting HR (P,0.001,
P=0.002) and average step counts (P=0.011, P=0.013), respectively. End of monitoring survey
was done from 72 participants indicating high satisfaction and familiarity with the FT-based
remote monitoring system, median score of 90 out of 100. Conclusions: FT-derived life-log
data effectively captured dynamic performance status in NSCLC patients, correlating with
clinical outcomes and PRO. These findings support further research into FT data’s predictive
value for clinical interventions, underscoring its potential in personalized remote patient
management. Research Sponsor: None.
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AI-enabled digital test to predict disease recurrence for patients with early-stage
invasive breast cancer and performance in a MammaPrint low-risk cohort from the
Netherlands with a median 6-year follow-up.

Michael J. Donovan, Claudia Meurs, Gerardo Fernandez, Abishek Sainath Madduri, Aaron Feliz, Jack Zeineh, Rebecca DeAngel, Pieter Westenend; IcahnMount Sinai School
of Medicine, Miami, FL; Laboratory of Pathology, Dordrecht, Netherlands; PreciseDx, New York City, NY; PreciseDx, NY, NY

Background:Traditional invasive breast cancer (IBC) grading, althoughuseful, remains limited
due to diagnostic subjectivity and absence of phenotypic diversity including the recently
observed importance of tumor epithelial – stromal interactions and lymphocyte content-
distribution. We developed and validated a clinical grade digital test (PreciseDx Breast, PDxBr)
which combines image-derived Artificial Intelligent (AI)-grading features and clinical data (i.e.
age, stage, tumor size, LN status) to predict recurrence in early-stage IBC and sought to
understandperformance in aMammaPrint cohortwith outcomedata.Methods:AMammaPrint
cohortwithmedian 6-year follow-upwas identified at the Laboratory of Pathology, Dordrecht,
theNetherlands (NTH).H&E stained images (digitized at Philips, Eindhoven,NTH)with clinical
data (from the pathology and Dutch cancer registries) including demographics, pathology
results, MammaPrint risk classification, treatment type and recurrence events were obtained.
Performance of the PDxBr validatedmodel (AI-grade + clinical) on theMammaPrint cohortwas
evaluated using the AUC/concordance index, along with NPV, PPV, Hazards ratio (HR), sen-
sitivity, and specificity. Results: 250 patients, median age 57 years, majority stage 1-IIIa, 100%
HR+ve, Her2-ve, 84% LN-ve, 67% grade 2 and 66% MammaPrint low risk. There were 15
events (6%: 7 deaths, 3 second primaries,4 metastases and 1 local regional). PDxBR model
classified 134 patients as high risk and 116 as low with 10 of 15 (67%) events identified as high
risk. The NPV for PDxBr was 96%with aHR 1.63, Se 70%, Sp 46%vs.MammaPrint with anNPV
of 94%,HRof 0.96, Se 40%, Sp66%; identifying only 5 of the 15 events (33%) as high riskwhile
missing 10. Of note, the AI- grade/imaging model (without clinical features) yielded an NPV of
95%with aHRof 1.46, Se 70%, Sp42%and correctly identified 10of 15 events.Conclusions:The
results from this observational study suggest that triaging patients with the PDxBr test could
potentially be adjunctive to the management decision process of patients with early-stage IBC
including the use and subsequent interpretation of genomic tests such as MammaPrint.
Additional studies are underway to confirm these initial findings. Research Sponsor: None.
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Digital health program for patients with cancer to support self-management: A
retrospective real-world analysis.

Olof K. Bjarnadottir, Bartosz Dobies, Ari Páll Ísberg, Alice Jean White, Sigrı́ður Svala Jónasdóttir, Saemundur Oddsson; Landspitali - The National University Hospital of
Iceland, Reykjavik, Iceland; Sidekick Health, Berlin, Germany; Sidekick Health, Kopavogur, Iceland

Background:SidekickHealth’s 13-weekdigital healthprogramwasbuilt to support cancer self-
management. It was available free of charge to US-based cancer patients through commercial
health insurance. The program includes disease education,mindfulness,medication adherence
support, and asynchronous messaging with a care manager. We hypothesized that highly
engaged users had reduced symptom frequency and severity, and improved quality of life (QoL)
outcomes. Methods: In-app data were analyzed for registrations Aug 2021-Jan 2024: n(reg-
istered)=1286; n(retained $7 days)=795; n(QoL/symptoms)=284. QoL was defined as self-
reported sleep quality, energy and stress (10-point scale,#4x/week). Symptomswere also self-
reported (10-point scale, #7x/week). Generalized linear mixed models for repeated measures
were used to investigate QoL, symptom frequency and severity changes over the program.
Subgroup analysis: weekly iterative k-means clustering into highly- and less-engaged (based
on total active days) tomitigate survival bias.Results:Diverse patients from 37 states engaged:
mean age 58.0 years (SD=10.5), 71% female; 49% diagnosed,6months ago, 36%$12 months
ago; 23% early-stage disease, 26% stable disease, 6% in remission and 2% terminal; 60%
received chemotherapy, 24% radiation therapy, and 21% immunotherapy. Most (61%) regis-
tered users were active after 7 days and 29% after 90 days. Less-engaged users reported higher
mean baseline weight (85.3kg (SD=26.7)) vs highly engaged (76.9kg (SD=18.3); p=0.010) but
were otherwise similar (age, gender, height, time since diagnosis and treatment: p.0.05). For
QoL, highly engaged users had improved energy (p=0.013) and sleep (p=0.002), but not stress
(p=0.164) vs less engaged. A significant time-group interaction for sleep (p,0.001) showed
highly engaged users had better sleep, and larger improvements over time vs less-engaged.
Overall, users reported fewer symptoms over the program (IRR (95%CI)=0.965 (0.953, 0.978),
p,0.001). Symptom frequency decreased significantly for stress (p=0.034) and nausea
(p=0.003), but not numbness (p=0.320) or fatigue (p=0.530). Highly engaged users’ symptom
severity had a downward trajectory, compared with less-engaged, for fatigue (p=0.044) and
nausea (p=0.001), but not stress (p=0.234) or numbness (p=0.680). Conclusions: Theprogram
was accessed by a broad patient group and retention was high. Highly engaged users reported
improved QoL (energy, sleep) and reduced symptom severity (fatigue, nausea). Total symptom
frequency was reduced over the program, as well as for stress and nausea specifically. These
findings indicate digital self-management is not only achievable for patients with cancer, but
that higher engagement may improve patient-reported outcomes. Research Sponsor: Sidekick
Health.
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Outcomes of very youngwomen and adolescent (VYWAA)with breast cancer (BC) in
rural and urban Saskatchewan: A population-based cohort study.

Erika Arnold, Devin Laubscher, Huzaifa Saeed, Osama Ahmed, Ayesha Bashir, Haji I. Chalchal, Raymond Gilbert Deobald, Ali Abdel Halim El-Gayed, Gary Groot,
Kamal Haider, Nayyer Iqbal Medical Prof. Iqbal, Kate Johnson, Duc M Le, Shazia Mahmood, Madhumita Manna, Pamela Meiers, Prosanta Mondal, Amer Sami, Philip Wright,
Shahid Ahmed; McGill University, Montreal, QC, Canada; University of Saskatchewan, Saskatoon, SK, Canada; Saskatoon Cancer Centre, Saskatoon, SK, Canada;
Saskatchewan Cancer Agency, Regina, SK, Canada; Allan Blair Cancer Center, Regina, SK, Canada; Saskatoon Cancer Centre, University of Saskatchewan, Saskatoon, SK,
Canada; Saskatoon Cancer Center, Saskatoon, SK, Canada; Saskatchewan Cancer Agency, University of Saskatchewan, Regina, SK, Canada; Saskatchewan Cancer Agency,
Saskatoon, SK, Canada; Saskatoon Cancer Centre, Saskatchewan Cancer Agency, University of Saskatchewan, Saskatoon, SK, Canada

Background: BC is uncommon in VYWAA (# 35 years) and accounts for about 1.8% of all BC. As
BC screening is typically recommended for women aged 50-74 years there is a risk of delayed
diagnosis of BC inVYWAAespecially thosewith rural residence. The current study aims to assess
outcomes of a cohort of VYWAAwith BC in relation to their place of residence in the province of
Saskatchewan over a period of 20 years. Methods: In this population-based retrospective
cohort study all women # 35 years with histologically documented epithelial BC during
2000-2019 were evaluated. Survival of the entire cohort and its subgroups was estimated using
the Kaplan2Meier method, and the survival distribution of different groups was compared by
the log rank test. Amultivariate Cox proportional hazardmodel was performed. Various clinical
and demographic variables were examined for their prognostic importance of overall survival
(OS) for all stages and disease-free survival (DFS) for early-stage BC. Results: 248 eligible
womenwith amedian age of 32 yearswere identified, 24%were,30 years of age. Of all patients,
51% had node positive disease, 7% had DCIS, 15% stage I, 42% stage II, 22% stage III and 11%
had stage IVdisease at initial presentation. Among them42%hadhormone receptor +, 28%had
HER2 + and 23% had triple negative BC (TNBC).16% developed BC within 1-year of pregnancy.
53% were rural resident and 47% were urban resident. Significant differences were noted
between the two groups regarding smoking history (42 vs. 25%), HER2+BC (35% vs. 20%) and
mean platelet count (285 vs. 258). Median follow up for all women was 91 months with a total
follow up period of 294 months. Median DFS of VYWAA with stage I to III disease has not
reached. 10-year estimated DFS of all women was 66%. 10-year DFS for stage I and II was 73%
and 75%, respectively, vs. 43% for stage III (p,0.001). Median OS of entire cohort with stage 0-
IV BC has not reached. 10-year OS of all VYWAAwas 69%. 10 years OS of urbanwomenwas 79%
compared to 65% for rural resident (p=0.041). 10-year OS of women age .30 years was 74%
compared to 62% for age 26-30 years and 55% for age,26 (p=0.35).10 years OS of VYWAAwith
non-TNBC was 73% compared to 63% for with TNBC (p=0.028). On multivariate analysis for
women with early-stage disease, stage III BC, HR, 3.0 (1.80-4.92) and grade III BC were
significantly correlated with inferior DFS. On a multivariate analysis for OS of all VYWAA with
stage 0 to IV disease, rural residence, HR, 1.75 (1.08-2.81); TNBC,HR, 2.25 (1.34-3.80), and stage
IV disease, HR, 8.1 (4.72-13.94) were correlated with inferior OS. Conclusions: Very young
women and adolescent with BC have a high incidence of node-positive disease and HER2+ and
TNBC subtypes. TNBC and grade III disease were associated with inferior DFS in stage I-III
disease whereas stage IV BC, TNBC and rural residence were correlated with inferior survival in
women with stage 0-IV disease. Research Sponsor: The Mach-Gaensslen Foundation of
Canada.
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Real world study of racial disparities associated with toxicities of sacituzumab
govitecan.

Shista Priyadarshini, Justin Petucci, Avnish Katoch, Vasant Honavar, Monali K. Vasekar; Penn State Cancer Institute, Hershey, PA; Institute for Computational and Data
Sciences, University Park, PA; Clinical and Translational Sciences Institute, University Park, PA; Penn State Milton S. Hershey Medical Center, Hershey, PA

Background: Sacituzumab govitecan (SG) is approved in the treatment of metastatic hormone
receptor positive and triple negative breast cancer (BC). The efficacy of SG across racial
subgroups is known but no real-world data compares the racial differences in toxicities. We
aim to expand knowledge about racial disparities regarding SG toxicities and any ineffective
treatment or drug failure. Methods: We utilized TriNetX, a multi-health care organization
electronic health record database, to identify African American (AA) and Caucasian (C) cohort
for outcome comparison. Inclusion criteria required a C50 ICD-10-CM diagnosis code and at
least one SG treatment. Age, gender, and race-controlled Cox proportional-hazard (CPH)
model was used to analyze the time until the first pause or cessation of SG (defined as first
deviation from the approved 21-day SG cycle). Several measures of deviation were noted 0, 61
and63days. Association between race and toxicity outcomes (controlled for age andgender) for
anemia, neutropenia, thrombocytopenia, nausea and inpatient encounters were evaluated
using multiple logistic regression (MLR). The odds (OR) and hazard (HR) ratios with corrected
p-values are reported as an effect size and significance estimation. Results: 823 patients met
the inclusion criteria (545 C, 116 AA& 162 unknown). Themean age (in years) at the initiation of
1st SG treatment was 58.22 6 12.7 for C and 58.19 6 12.18 for AA. AA had a 1.26 times higher
hazard of SG treatment pause/cessation as compared to C. Blacks experienced an 88% increase
in the odds of having a delay longer than 7-days between 2 doses of 1st cycle SG. Males were
found to have an 80% increase in the pause/cessation rate as compared to females. Themedian
number of SG treatments was 6 (3 cycles) for both AA and C. SG was noted as 4th chemo line
(median) among all races. When compared to C, AA had decreased odds for neutropenia,
increased odds for anemia and increased odds for hospitalization. Hazard Ratio and corrected
p-values for outcomes comparing the AA and C cohorts. Conclusions: Survival analysis in-
dicates that AA and male patients have an increased SG treatment pause/cessation rate. While
the result is sensitive to specific conditions used to calculate the deviation, an increased odds of
delay in treatment is also found using logistic regressionmodeling. Additionally, AA experience
increased odds for anemia and late-stage hospitalization. These findings highlight the impact
of race on BC outcomes, treatment toxicities and the need for further research to enhance
treatment outcomes in diverse populations. Research Sponsor: None.

Model and Time Window
Treatment
Cessation Anemia Neutropenia Hospitalization

CPH:
Strict (6 0 Days)

Race - 1.26 (0.025)
Gender - 0.55 (0.044)

- - -

MLR: Last and Missed SG - 1.14 (0.592) 0.51 (0.025) 1.14 (0.592)
MLR: Within 10 days of 1st SG 1.88 (0.003) 2.25 (0.032) 0.64 (0.139) 1.23 (0.453)
MLR: SG Cycle 10 &11 - 2.03 (0.315) 0.22 (0.046) 2.58 (0.035)
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National and state models for relationships between social vulnerability and
mammography rates.

Ismail Aijazuddin, Abdurahman Alloghbi, Ammar Sukari; Wayne State University School of Medicine, Detroit, MI; Department of Oncology, College of Medicine, King Khalid
University, Abha, Saudi Arabia; Barbara Ann Karmanos Cancer Institute, Wayne State University, Detroit, MI

Background: Health disparities arise from the confluence of medical and non-medical factors
that affectmeasures of prevention, treatment, and outcomes. One crucial preventativemeasure
is mammography rate. Neighborhood-level analysis using tools such as the CDC’s Social
Vulnerability Index (SVI) may identify correlates of disparity in mammography access and
utilization. Such investigation may reveal drivers of disparity in communities with lower
screening. Methods: Self-reported mammography rates among women aged 50-74 were
obtained from the CDC’s 2018 PLACES dataset at the Census Tract level and merged with
the CDC’s 2018 SVI release. Data were available for 72,075 Census Tracts across all states and
Washington, D.C. National univariate and multivariate regressions were performed between
mammography rates and percentiles for SVI percentiles. State-specific multivariate regres-
sions were performed for each state’s Census Tracts. Results: In the national analysis, signif-
icant correlations with non-negligible effect size (correlation coefficient . 0.20 or , -0.20)
were found betweenmammography rate and the following: Theme 2 -Household Composition
& Disability (R = -0.22, p , 0.0001), Mobile Homes (R = -0.36, p , 0.0001), Civilians with a
Disability (R = -0.24, p , 0.0001), and Minority Status (R = 0.25, p , 0.0001). The national
multivariate model achieved Multiple R of 0.54 and Significance F , 0.001. The variables with
the most negative associations (lower mammography rates with increased vulnerability) were
Income (coefficient = -4.05, p , 0.001) and Speaks English Less than Well (coefficient = -2.33,
p, 0.001). Across the statemultivariatemodels, meanMultiple R was 0.70 (95%CI 0.67-0.73),
with Significance F , 0.05 in all states (Table). The variables with the most negative mean
coefficients acrossmodels were Income (-3.20) and NoHigh School Diploma (-2.98); themost
positive was Minority status (6.11). Conclusions: Neighborhood-level social determinants
correlate meaningfully with mammography rates. Although lower income, limited English
proficiency, and lower educational attainment are most strongly associated with lower mam-
mography, the effect sizes vary across geographies, and additional factors have meaningful
influence in certain states. The stronger performance of most state-specific models than the
nationalmodel reinforces this finding. It demonstrates the need for further analysis at the level
of state and within narrower geographies. Ultimately, targeted interventions should address
those disparities that are most relevant to specific neighborhoods. Research Sponsor: Wayne
State University School of Medicine.

Performance of state multivariate regressions of svi correlation with mammography rates.

# Of Regression Models (n) 51

Mean multiple R (95% CI) 0.70 (0.67 to 0.73)
# of states with strong correlation (R > 0.6) (%) 44 (86%)
Mean adjusted R2 (95% CI) 0.48 (0.44 to 0.52)
States with significance of F < 0.05 51 (100%)
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Inequities in timely treatment (Tx) initiation for patients (pts) with acute myeloid
leukemia (AML) treated in a predominantly community setting in the United States
(US).

Esprit Ma, Ann-Kathrin Eisfeld, Olatoyosi Odenike, Achal Patel, Rongrong Wang, Archibong Yellow-Duke, Melissa Montez, Yanqing Xu, Kaylee Miu, Andrew Hantel;
Genentech, Inc., South San Francisco, CA; The James, The Ohio State University Comprehensive Cancer Center, Columbus, OH; University of Chicago, Chicago, IL; AbbVie
Inc., North Chicago, IL; Dana-Farber Cancer Institute, Boston, MA

Background: AML is a highly morbid but treatable cancer with several novel Tx available. This
study evaluates associations between race/ethnicity and socioeconomic status (SES) on timely
Tx initiation in pts with newly diagnosed (ND) AML in a routine clinical setting.Methods: This
retrospective cohort study uses the Flatiron Health electronic health record-derived, US
nationwide, de-identified database. Pts aged $18 years, with AML diagnosis (Dx) Jan 2014–
Dec 2022, had$2 visits recorded#3 months after Dx, and who received first line (1L) active Tx
were included. 1L Tx was categorized as intensive chemotherapy (IC) or non-IC. Timely Tx was
defined as initiation #14 days after Dx. Race/ethnicity was defined as White or People of Color
(POC; including Black, Latinx, Asian, or Other). Logistic regression assessed associations
between race/ethnicity and Yost Index-based SES on timely Tx initiation (adjusted for age
at Dx, sex, practice type, hydroxyurea as part of 1L Tx [proxy of disease burden], European
LeukemiaNet 2017 risk, and secondary AML),with adjusted odds ratios (aOR) reported.Results:
Overall, 5981 pts with ND AML were included; 58% received non-IC and 42% received IC.
Median ages were 76 and 60 years; 80% and 66% were treated in community settings; and
median time from Dx to 1L initiation was 11 and 4 days. In the IC cohort, POC vs White pts had
similar delays in Tx initiation (13.3% vs 13.8%, aOR 1.22, p=.2); significantly fewer POC vsWhite
pts underwent stem cell transplant (SCT) post-remission (30.8% vs 47.7%, aOR 0.44,
p,.001).In the non-IC cohort, numerically more POC had delayed Tx initiation vs White pts
(40.6% vs 36.2%, aOR 1.19, p=.074). This disparity was larger in pts of low SES (POC vs White
pts: 42.5% vs 34.4%, aOR 1.35, p=.077) vs high SES (38.7% vs 35.6%, aOR 1.16, p=.4) (Table).
Conclusions: In a predominantly US community setting, numerical but non-significant race/
ethnic disparities in timely 1L Tx initiation were observed for pts with ND AML. Fewer POC vs
White pts receiving IC underwent SCT post-remission. Analyses are ongoing to assess medi-
ators and impact on survival. Research Sponsor: None.

IC, n

IC, aOR
(95% CI) On
Delayed† Tx
Initiation P-Value Non-IC, n

Non-IC,
aOR (95% CI)
On Delayed† Tx

Initiation
P-

Value

IC
Achieved

Remission, n

IC, aOR
(95% CI) Undergo

SCT Post-
Remission

P-
Value

POC vs White 472 vs 1438 1.22
(0.88, 1.67)

.2 579 vs 2071 1.19
(0.98, 1.45)

.074 364 vs 1109 0.44
(0.33, 0.57)

,.001*

Low vs high SES 764 vs 1026 0.93
(0.68, 1.25)

.6 972 vs 1468 1.05
(0.88, 1.25)

.6 591 vs 801 0.45
(0.36, 0.57)

,.001*

Low SES:
POC vs White

199 vs 354 1.30
(0.74, 2.26)

.4 221 vs 532 1.35
(0.97, 1.89)

.077 155 vs 277 0.35
(0.21, 0.56)

,.001*

High SES:
POC vs White

146 vs 651 1.06
(0.58, 1.83)

.8 177 vs 948 1.16
(0.82, 1.63)

.4 117 vs 506 0.65
(0.42, 1.02)

.064

*Statistically significant (p,.05).
†Delayed defined as Tx initiation .14 days after Dx.
CI, confidence interval.
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Dissecting racial/ethnic disparities in non-small cell lung cancer staging at di-
agnosis: Intra-ethnic and geographic differences.

Qinran Liu, Tulay Koru-Sengul, Gilberto Lopes, Paulo S. Pinheiro; Division of Epidemiology & Population Health Sciences, Department of Public Health Sciences, University
of Miami School of Medicine, Miami, FL; Department of Public Health Sciences, Sylvester Comprehensive Cancer Center, University of Miami School of Medicine, Miami, FL;
Sylvester Comprehensive Cancer Center, University of Miami, Miami, FL

Background: Lung cancer outcomes significantly rely on accurate and early detection. This
population-based study aims to identify factors contributing to disparities in the stage of non-
small cell lung cancer (NSCLC) diagnoses, focusing on Hispanic ethnic subgroups. Methods:
Incident cases diagnosed from 2005–2018 were extracted from the Florida State Cancer
Registry. Stage was categorized as resectable (Stage I-IIIA) or nonresectable (Stage IIIB/
IIIC/IV) NSCLC. Multivariable logistic regression models were used to assess the association
between race/ethnicity and stage at diagnosis, adjusted for socioeconomic, smoking status, and
clinical factors. Regional stratification involved separate analyses for heavily Hispanic South
Florida and the rest of Florida. Results: Among 157,034 NSCLC patients, with a racial distri-
bution of 81.0% White, 8.3% Black, and 9.2% Hispanic, 43.2% were diagnosed at a resectable
stage. Age-adjustedmodels showed Black patients had 22%higher odds (odds ratio [OR]=1.22;
95% CI: 1.21-1.23) and Hispanic patients had 11% higher odds (OR=1.11; 95% CI: 1.10-1.12) of
non-resectable stage across all subgroups diagnoses compared to White patients. However,
after further adjustment, higher odds were significant only for NHB (ORadj=1.12; 95% CI: 1.11-
1.14) and Central AmericanHispanics (ORadj=1.41; 95%CI: 1.35-1.47). Regional differences were
significant, with Hispanic patients in South Florida showing more favorable staging outcomes
than Whites (ORadj=0.95; 95% CI: 0.94-0.97), while in the rest of Florida, Hispanic patients
were at a disadvantage (ORadj=1.09; 95% CI: 1.07-1.10). Conclusions: Pronounced NSCLC
staging disparities are manifest in Black and Hispanic populations, coupled with striking
regional variations among Florida’s Hispanic groups which underscores the necessity for
targeted research to dissect and address the underlying causes of these inequities in the cancer
care continuum. Research Sponsor: The Bankhead Coley Research Program of the State of
Florida
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Lessons learned from a genetic counseling randomized clinical trial: Implications
for recruiting individuals identifying as Asians in research.

Constance Wu, Janice Y. Tsoh, Rena Pasick, Claudia Guerra, Karla Kerlikowske, Niharika Dixit; University of California, San Francisco, Department of Medicine, School of
Medicine, San Francisco, CA; University of California, San Francisco, Department of Psychiatry, School of Medicine, San Francisco, CA; University of California, San
Francisco, Departments of Medicine and Epidemiology and Biostatistics, San Francisco, CA; Division of Hematology Oncology, Department of Medicine, University of
California-San Francisco, Zuckerberg San Francisco General Hospital, San Francisco, CA

Background: Despite the clinical importance of genetic testing and counseling for cancer risk
reduction and treatment, minority populations are less likely to receive genetic testing and
counseling or participate in genetics research, contributing to health disparities. In a random-
ized study of three modes of genetic counseling (GC3) conducted in three safety net hospitals,
we noted a lower accrual of participants identifying as Chinese despite the availability of
language-concordant study documents and bilingual staff. To understand barriers to recruit-
ment, we conducted a mixed methods study using responses to the San Francisco Mammog-
raphy Registry (SFMR) Breast Health History questionnaire (used for recruitment for GC3) and
qualitative interviews with seven participants of the genetic counseling study. Methods: We
extracted data from the SFMR from 2014-2018 for patients self-identifying as Asian and a
control group of patients self-identifying asWhite. The primary outcomewas the proportion of
patients who agreed to be contacted for future breast health research. Survey data included
information for personal history of breast cancer, history of biopsy, first-degree relative with
cancer, age, and level of education. Z-tests were conducted for comparisons between groups.
For qualitative analysis, seven Chinese-identifying participants were interviewed to under-
stand why they chose to participate in the genetic counseling study and identify potential
barriers and facilitators.Results:We included 121,415 patients (n=38,483 Asian). Asian patients
had significantly lower rates of accepting future contact for breast health research studies
(25.4% for Asians vs. 48.3% for White, p,0.0001). Lower rates were observed across Chinese
(23.3%), Filipina (30.2%), Japanese (27.8%), and Vietnamese (23.3%) subgroups (p,0.0001 for
all). A history of breast cancer (personal or family) or biopsywas associatedwith higher rates of
acceptance within both Asian and White groups (p,0.001 for all comparisons). Education did
not change participation rates as much in Asian patients as in White patients. The qualitative
study found barriers across three domains: awareness, opportunity, and acceptance, with a
referral from the participant’smedical team identified as a facilitator. Conclusions: Individuals
identifying asAsian in the SFMRwere less likely to agree to be contacted for future breast health
research. We identified multilevel barriers through qualitative interviews. This has important
implications for designing recruitment strategies for Asian populations. Research Sponsor:
None.
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Geographic disparities in brachytherapy accessibility for cervical cancer.

Misuk Lee, Hyo Chun Lee; The Catholic University of Korea, Seoul, Seoul, South Korea

Background: While brachytherapy stands as a crucial component of the treatment for locally
advanced cervical cancer, the issue of geographic disparities in brachytherapy accessibility has
become a noteworthy public health concern in South Korea. Moreover, the specific factors
contributing to these disparities have not been clearly elucidated. In light of this, we
conducted a nationwide ecologic study to comprehensively investigate the socioeconomic
factors associated with brachytherapy accessibility. Methods: A total of 2,998 patients newly
diagnosed with cervical cancer in 2020 were identified through the Korea Central Cancer
Registry (KCCR). Across 17 administrative districts in South Korea, 32 brachytherapy facilities
were available. To capture unique socioeconomic factors for each region, including the number
of KoreanMedicaid (K-Medicaid),Medicare (K-Medicare) beneficiaries,marriage immigrants,
registered foreigners, and total residents, data were obtained from the Korean Statistical
Information Service (KOSIS). Notably, K-Medicaid and K-Medicare represent governmental
medical insurance assistance for patients in poverty and those aged over 65, respectively. The
brachytherapy accessibility rate (BAR) was defined as the number of brachytherapy procedures
divided by new cervical cancer cases. Additionally, each district’s socioeconomic factor was
normalized by the number of residents. Univariate andmultivariate logistic regression analyses
were conducted to explore the relationships between BAR and socioeconomic factors. Results:
The capital city and its adjoining metropolitan area accounted for 46.9% of the total brachy-
therapy facilities, with Seoul having 25% (8 out of 32) and Gyeonggi having 21.9% (7 out of 32).
Conversely, three non-metropolitan regions had no brachytherapy facilities. In the multivar-
iate logistic regression analysis, the brachytherapy accessibility rate (BAR) demonstrated an
inverse association with both the number of K-Medicare beneficiaries and the total immigrant
population (Odds ratios of 0.66 and -2.85, respectively). Conclusions: To the best of our
knowledge, this is the inaugural study highlighting the robust associations between older
age and foreign residency status with reduced accessibility to brachytherapy. The observed
inaccessibility to brachytherapy has the potential to impede the delivery of standard care,
consequently leading to a poorer prognosis for vulnerable populations. Future research en-
deavors and targeted social interventions will be imperative to rectify geographic disparities in
brachytherapy accessibility and ensure equitable healthcare outcomes. Research Sponsor:
None.

CARE DELIVERY/MODELS OF CARE



1579 Poster Session

Racial disparities in the immunotherapeutic outcomes of patients with non-small
cell lung cancer (NSCLC): An in-depth systematic review and meta-analysis.

Chalothorn Wannaphut, Sakditad Saowapa, Natchaya Polpichai, Phuuwadith Wattanachayakul, Pakin Lalitnithi, Manasawee Tanariyakul, Pharit Siladech; University of
Hawaii Internal Medicine Residency Program, Honolulu, HI; Texas Tech University Health Sciences Center, Lubbock, TX; Department of Medicine, Weiss Memorial Hospital,
Chicago, IL; Department of Medicine, Albert Einstein Healthcare Network, Philadelphia, PA; Department of Internal Medicine, St. Elizabeth’s Medical Center, Boston, MA;
Department of Medicine, John A. Burns School of Medicine, University of Hawaii, Honolulu, HI; Faculty of Medicine, Ramathibodi Hospital, Mahidol University, Bangkok,
Thailand

Background: The utilization of immunotherapy has become prevalent in the therapeutic
approach to non-small cell lung cancer (NSCLC), owing to its association with enhanced
survival outcomes. Nevertheless, a notable gap exists in the available information regarding
potential variations in the survival benefits of immunotherapy based on the racial demograph-
ics of NSCLC patients. Methods: A systematic search for articles published until January 2023
was performed on PubMed, EMBASE, and Google Scholar databases. Articles that aligned with
the research objective were included, while non-English articles, case reports, conference
abstracts, studies combining immunotherapy with other cancer therapies, and studies on
small-cell lung cancer were excluded. Data required for review and analysis was independently
abstracted into separate Excel files by two reviewers. Furthermore, Statistical analyses were
performed using the ReviewManager software, and themethodological quality evaluation was
done using the Newcastle Ottawa Scale. Results: Seven cohort studies were used for review and
analysis. A subgroup analysis of data from these studies showed that Black/African American
and Asian NSCLC patients receiving immunotherapy had improved overall survival (OS) than
White patients (HR: 0.84; 95% CI: 0.75– 0.95; p = 0.006 and HR: 0.53; 95% CI: 0.30– 0.93; p =
0.03, respectively). However, the difference in OS is statistically insignificant when Hispanic
patients are compared with white patients (HR: 0.68; 95% CI: 0.46 – 1.00; p = 0.05). On the
other hand, the subgroup analyses did not demonstrate any significant difference in
progression-free survival (PFS) when comparing Black/African American, Asian or Hispanic
patients toWhite patients (HR: 0.93; 95%CI: 0.79– 1.09; p = 0.35,HR: 0.89; 95%CI: 0.51– 1.55;
p = 0.69, and HR: 1.01; 95% CI: 0.82 – 1.23; p = 0.96, respectively). Conclusions: Among non-
small cell lung cancer (NSCLC) patients undergoing immunotherapeutic interventions, it is
discerned that Black/African American and Asian individuals exhibit superior overall survival
(OS) outcomes compared to their White counterparts. However, it is noteworthy that the
observed racial disparity does not appear to exert a discernible influence on the
progression-free survival (PFS) of NSCLC patients subjected to immunotherapy. Research
Sponsor: None.
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Association of immune checkpoint inhibitor introduction and changes in survival
disparities by health insurance coverage among individuals newly diagnosed with
advanced cancers in the US.

Jingxuan Zhao, Ilana Graetz, David Howard, Robin Yabroff, Joseph Lipscomb; American Cancer Society, Atlanta, GA; Emory University School of Public Health, Atlanta, GA;
Department of Surveillance and Health Equity Science, American Cancer Society, Kennesaw, GA; Emory University, Rollins School of Public Health, Atlanta, GA

Background: First approved by the US Food and Drug Administration (FDA) in 2011, immune
checkpoint inhibitors (ICIs) have transformed treatment options for many cancers. Unfortu-
nately, due to their high cost, individuals without health insurance coveragemay not be able to
afford them. Therefore, the introduction of ICIs may lead to greater disparities in cancer
survival between patients with and without health insurance. This study examined the asso-
ciation of health insurancewith changes in survival disparities associatedwith the introduction
of ICIs.Methods:We identified individuals newly diagnosed at age 18-64 years at stage IV with
any one of the following cancers with FDA approval for ICI treatment, including melanoma
(first approved 03/25/2011, n=9992); HR+ HER- female breast cancer (02/03/2015, n=13632);
non-small cell lung cancer (NSCLC; 03/04/2015, n=113866); and renal cell carcinoma (RCC; 11/
23/2015, n=15403) from the National Cancer Database. Individuals with private health in-
surance or who were uninsured at the time of the cancer diagnosis were included. For each
cancer, we applied a difference-in-differences (DD) approach to examine the changes in two-
year overall survival before and after the ICI FDA approval date among individuals without
health insurance compared to those with private health insurance, using flexible parametric
survival models and controlling for key sociodemographic factors. Results: As shown (Table),
among patients diagnosed withmelanoma, 2-year survival rate increased from 16.33% pre-ICI
approval to 27.04% after ICI approval among patients who were uninsured and increased from
28.22% to 45.45% among patients with private health insurance, with the disparity by health
insurance status widened by 4.58 (95% confidence interval [CI] = 0.02 to 9.14) percentage
points (ppt) after adjusting for sociodemographic factors. For patients diagnosed with stage IV
NSCLC, the disparity by health insurance widened by 1.58 (95% CI = 0.52 to 2.64) ppt.
Conclusions: The introduction of ICIs increased disparities in survival by health insurance
status. Policies to improve health insurance coverage options or make new treatments more
affordable to uninsured patients are needed. Research Sponsor: None.

Introduction of FDA approved ICI and disparities in survival by health insurance coverage type following
diagnosis with stage IV cancers.

Uninsured
Private Health
Insurance

Pre-
ICI ICI Difference

Pre-
ICI ICI Difference DD Adjusted DD

Melanoma 16.33 27.04 10.7 28.22 45.45 17.23 -6.53 (-11.2 to-1.86) -4.58 (-9.14 to-0.02)
Breast
cancer

57.28 60.22 2.94 74.05 78.34 4.29 -1.35 (-7.21 to4.5) -5.28 (-10.9 to0.35)

NSCLC 10.78 14.29 3.51 19.62 27.00 7.38 -3.87 (-4.98 to-2.75) -1.58 (-2.64 to-0.52)
RCC 24.13 31.89 7.75 35.45 46.86 11.41 -3.66 (-8.7 to1.38) -3.37 (-8.31 to1.57)
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Pharmacokinetics (PK) and pharmacogenomics (PGx) of ribociclib (ribo) in Black
patients with metastatic breast cancer (mBC): The LEANORA study.

Donald Smith, Ilana Schlam, Cody Peer, Tristan Sissung, Keith Thomas Schmidt, Ming Tony Tan, Ami Chitalia, Nanette H. Bishopric, Seth M. Steinberg, Hyoyoung Choo-
Wosoba, Christopher Gallagher, Nadia Ashai, Kristen Danielle Whitaker, Candace Bavette Mainor, Shruti Rakesh Tiwari, Nicole Swanson, Stacy K Malloy, Claudine Isaacs,
William Douglas Figg, Sandra M. Swain; Georgetown University Medical Center, Washington, DC; Tufts Medical Center, Boston, MA; National Cancer Institute, Bethesda,
MD; CCR, National Cancer Institute, Bethesda, MD; Department of Biostatistics, Bioinformatics and Biomathematics, Georgetown University, Washington, DC; MedStar
Washington Hospital Center, Washington, DC; Epidemiology and Biostatistics, National Cancer Institute, Bethesda, MD; Georgetown University, Washington, DC; MedStar
Georgetown Cancer Institute, Washington, DC; Virginia Cancer Specialists, Fairfax, VA; Georgetown - Lombardi Comprehensive Cancer Center, Washington, DC; Lombardi
Cancer Center, Georgetown University, Washington, DC

Background: Ribo is metabolized by CYP3A and used for the treatment of patients with
hormone receptor-positive (HR+)/HER2- mBC. FDA recommends dose reduction if used with
CYP3A inhibitors due to a 3.2x increase ribo area-under-the-curve (AUC). It is unknown if
modifications are needed in patients who lack enzyme activity (e.g., genetic CYP3A5 poor
metabolizers (PM)). CYP3A5varies by genetic ancestry, is known to affect dosing for other drugs
(e.g., tacrolimus). CYP3A5, ~85% of people of European ancestry are PM, ~85% of African
ancestry are normal or intermediate metabolizers (NM, IM), which may impact ribo exposure
and response. 2 percent (41/2066) enrolled in MONALEESA 2, 3, and 7 were Black. Methods:
This prospective, multicenter cohort study (NCT04657679) assessed the PK and PGx of ribo
(600 mg daily + letrozole/fulvestrant) in self-identified Black women with HR+/HER2- mBC.
PK (0.5, 1, 2, 4, and 6 hours after ribo) and PGx studies were performed during cycle 1 via liquid
chromatography with tandem mass spectrometry and PharmacoScan (ThermoFisher) micro-
array, which tests 1,191 genes. Including variants inCYP3A5*3, *6,and *7. Phenotypes assigned:
PM (2 variant alleles), intermediate metabolism (IM; 1 variant allele), NM (0 variant alleles).
The area under the curve (AUCtau) was compared with the exact Wilcoxon rank-sum test;
Fisher’s exact test assessed the AEs and grade 3+ AEs to day 28. Results: 14 completed the trial.
CYP3A5 phenotypeswere PM (7), IM (6), andNM(1). The primary endpoint, AUCtau, was similar
between CYP3A5 PM (39,230 hr*ng/mL; interquartile range [IQR]: 18,745 to 57,566 hr*ng/mL)
vs. IM/NM (43,546 hr*ng/mL; IQR: 35,298 to 46,647 hr*ng/mL; p = 0.38). Other PK properties
were similar between groups (table). Therewas a non-statistically significant higher number of
AEs and grade 3+ AEs in PMs, when compared to NM/IMs. Study was not powered to assess
differences in AEs. Conclusions: This cohort study detected no association between CYP3A5
genotype and ribo exposure. However, PMs may have more AEs relative to IMs/NMs. Future
steps include exploring the impact of rare variants, including ~70 variants in CYP3A 4 and 5, on
ribo exposure in this population. We will explore the role of clinical and genetic factors on the
interindividual variability of ribo. Diverse patient representation in clinical trials is critical to
ensure research findings are applicable to all patients. Clinical trial information: NCT04657679.
Research Sponsor: Conquer Cancer, the ASCO Foundation; BCRF; BCRF-20-156; Georgetown
University; P30CA051008; Goverment Agency.

CYP3A5 IM/NM
n=7

CYP3A5 PM
n=7 P-value

AUCtau (hr*ng/mL) 43546 (35298, 46647) 39230 (18745, 57566) 0.38
AUC0-6hr (hr*ng/mL) 14,907 (8254, 15245) 11,102 (6143, 13651) 0.26
Maximum concentration (ng/mL) 3140 (1980, 3540) 3020 (1300, 3470) 0.46
Time to reach maximum
concentration (hr)

2.0 (2.0, 4.0) 3.8 (2.0, 5.9) 0.48

Toxicity (any grade) 2 of 7 [29%] 6 of 7 [86%] 0.10
Toxicity (grade 3+) 0 of 7 [0%] 4 of 7 [57%] 0.07

Median (IQR1, IQR3).
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Examining disparities in the receipt of curative treatment for hepatocellular cancer
(HCC): A multicenter retrospective study from 2016-2023.

Kim Abbegail Tan Aldecoa, Chef Stan LucenaMacaraeg, Nikhil Vojjala, Garrett Cherry, Ryan Clark, Dana Deeb, Grey Dietz, Annelise Fernandez, Alpa Khullar, Landon Lawson,
Coralys rodriguez Juarbe, Aparna Sharma, Dcota Sims, Geetha Krishnamoorthy, Ibrahim Azar, Judie R. Goodman, Camelia Arsene; Trinity Health Oakland Hospital/Wayne
State University, Pontiac, MI; University of Connecticut, Farmington, CT; Trinity Health Oakland Hospital/Wayne State University School of Medicine, Pontiac, MI; Ross
University School of Medicine, Bridgetown, Barbados

Background: Prior studies suggested disparities in hepatocellular cancer (HCC) treatment and
outcomes based on region, race, and socioeconomic status. After the implementation of the
Affordable Care Act, including Michigan’s Medicaid Expansion in 2014, there’s increased
interest in how these changes affect HCC care. The study examines factors influencing curative
treatment receipt and existing disparities, as a step toward intervention strategies. Methods:
This is a retrospective study of HCC patients at 6 community-based (4 university-affiliated)
hospitals, in Michigan from Jan 2016-Sep 2023. Patients without imaging or histologic con-
firmationwere excluded. Factors associatedwith receiving curative treatmentwere determined
using both univariate and multivariable logistic regressions. Analysis was done using SPSS 28,
with a p-value,0.05 indicating statistical significance. Results: Of 680 HCC patients screened,
347 were analyzed. The mean age was 70 years, and 71% were male. 78.3% were White and
16.9% Black. 53.9% had private insurance and 35% had government insurance. Primary HCC
etiologies were alcohol and hepatitis C virus (HCV) infection; 74.4% had cirrhosis. Barcelona
Clinic Liver Cancer (BCLC) stages varied: A (10.6%), B (28.2%), C (36.4%), andD (24.8%). 59.4%
underwent curative treatment (4.6% resection, 30.3% liver-directed, 13.3% systemic, 10.1%
combination), while 38.3% had best supportive care. Univariate analysis identified many
factors associated with receipt of curative treatment, including race (White.Black), insurance
(private.government), earlier BCLC stages, ECOG 0/1/2, Child-Pugh A, lower MELD-Na score
(mean=12), ,400 alpha-fetoprotein levels, and better liver function (Bilirubin, INR, albumin).
Tumor characteristics, such as smaller size, absence of metastasis, and absence of portal vein
thrombosis, were also associated with receipt of curative treatment. Overall, the one-year
survival rate was 64% for those who had curative treatment and 35% for best supportive care.
All with p-value,0.05. Multivariable analysis showed Black patients (OR: 0.21, CI: 0.051-0.881)
with larger tumors (OR:0.89, CI: 0.783-1.00) and lower albumin levels (OR:3.81, CI: 1.649-
8.805) at presentation were less likely to receive curative treatment than White. Black patients
were also diagnosed at a younger age (66.7 vs. 71.0 years, p=0.01), more advanced BCLC stages
C/D (74% vs. 57%, p=0.04) on presentation, and HCV coinfection (58% vs. 32%, p,0.001) than
White. Median survival for Black and White were 757 days and 823 days, respectively (p=0.89).
Conclusions: Black patients with larger tumors and low albumin are less likely to receive
curative treatment than White. HCV coinfection in the Black population suggests a focus area
for early intervention. Further investigation of HCC disparities across various settings is
warranted. Research Sponsor: None.
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Association between social determinants of health and time to treatment for newly
diagnosed multiple myeloma.

Hamlet Gasoyan, Faiz Anwer, Jeffrey D. Kovach, Nicholas J. Casacchia, Ming Wang, Michael B. Rothberg; Cleveland Clinic, Cleveland, OH; Cleveland Clinic Taussig Cancer
Institute, Cleveland, OH; Case Western Reserve University, Cleveland, OH

Background: Delayed access to costly anti-myeloma agents due to insurance precertification
process or out-of-pocket costs results in treatment initiation with less-costly corticosteroids
in some patients with newly diagnosed multiple myeloma (NDMM). Less is known about the
scope of the delay and the factors associated with it. Methods: This retrospective cohort study
used Taussig Cancer Center’sMyeloma Patient Registry to identify adults with NDMMbetween
January 1, 2017 and December 31, 2021. Electronic health records data captured (1) time from
initial diagnosis to receipt of FDA-approved anti-myeloma agent including vs. excluding
corticosteroids, (2) time to initial prescription fill for FDA-approved anti-myeloma drug
excluding corticosteroids, and (3) association of race, sex, primary insurance type, area
deprivation index (ADI), urbanicity, and time to initial fill for anti-myeloma drug excluding
corticosteroids. The latter was examined via cumulative incidence at 30 days since initial
diagnosis using the log-rank test and multivariable Cox regression model. Results: We iden-
tified 723 patients with a mean age at diagnosis of 67 years 611; 55% were male, 77% White,
22% Black, and 1% other races, covered by private insurance (36%), traditional Medicare
(28%), Medicare Advantage (25%), Medicaid (8.4%), and self-pay/other (1.8%); and median
follow-up of 784 days (interquartile range [IQR], 415, 1313). Over a third of patients (37%)
resided in an area in themost disadvantaged quartile of the ADI; 83% resided in ametropolitan
area. Median time to receipt of anti-myeloma treatment was 10 days (IQR, 2, 24) including
corticosteroids vs. 18 days (IQR, 8, 37) excluding corticosteroids. Median time to initial pre-
scription fill for an anti-myeloma drug excluding corticosteroids was 31 days (IQR, 16, 75). The
cumulative incidence of prescription fill for anti-myeloma drug excluding corticosteroids at
30 days was 40% (95% CI, 36%, 44%) in White individuals, 28% (95% CI, 21%, 36%) in Black
patients, and 17%(95%CI, 0.42%, 64%) in other races (P=.009) [adjustedHR for Black patients
(v. White), 0.63, 95% CI, 0.44, 0.90]; 31% (95% CI, 25%, 38%) in patients with traditional
Medicare, 37% (95% CI, 30%, 44%) with Medicare Advantage, 44% (95% CI, 38%, 50%) with
Private Insurance, 34% (95%CI, 23%, 48%)withMedicaid, and 31% (95%CI, 9.1%, 61%) self-
paying/with other insurance (P=.07) [adjusted HR for private insurance (v. traditional Medi-
care), 1.41, 95% CI, 1.04, 1.93]; 40% (95% CI, 36%, 44%) treated in Taussig Cancer Center and
25% (95% CI, 17%, 34%) in regional hospitals (P=.003) [adjusted HR for regional hospitals,
0.59, 95%CI, 0.40, 0.89]. Conclusions:Disparities in time to prescription fill for anti-myeloma
drugs exist based on socio-demographic factors. Future research should examine the role of
precertification criteria and out-of-pocket costs in delays with recommended care. Research
Sponsor: National Cancer Institute.
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Improving lung cancer health equity by applying deep learning to low dose CT
screening of minority and disadvantaged patients.

Abdul Zakkar, Alexander Krule, Mehak Miglani, VK Gadi, Kevin Kovitz, Mary Pasquinelli, Frank Weinberg, Yamile Molina, Sage J Kim, Aly Khan, Ryan Huu-Tuan Nguyen,
Ameen Abdulla Salahudeen; University of Illinois at Chicago Cancer Center, Chicago, IL; University of Illinois at Chicago, Chicago, IL; University of Illinois at Chicago College
of Medicine, Division of Medical Oncology, Chicago, IL; University of Illinois Hospital and Health Sciences System, Chicago, IL; University of Illinois College of Medicine,
Chicago, IL

Background: In the US, disparities in lung cancer mortality exist for African American,
Hispanic, and other minorities. Standard of care low dose CT screening (LDCT) detects
early-stage disease and improves mortality, yet disparities are perpetuated in screening by
eligibility criteria derived from cohorts underrepresenting theseminorities. One such cohort is
theNational Lung Screening Trial (NLST) cohort which is 92%White. Consequently, guidelines
for lung cancer screening may be insufficient to address the unique needs of diverse popula-
tions. We hypothesize that Artificial Intelligence prediction of future lung cancer risk from an
individual’s LDCT canpartiallymitigate racial and ethnic disparities and improve health system
practice guidelines by individualizing screening risk as compared to current general guidelines.
Here, we benchmark a Resnet18 3D neural network trained on NLST LDCT images, Sybil, on the
diverse patient population of the University of Illinois Health system (UIH) which is 20%White
and 60% African American. Methods: A real-world cohort from UIH consisting of 1,450 CT
studies was evaluated alongside 60,378 CT studies from the NLST cohort. All CT studies
evaluated by themodel were not used inmodel training. Using Youden’s J index as a probability
cutoff, sensitivity, specificity, positive predictive value, negative predictive value, and accuracy
were evaluated. Receiver operating characteristic (ROC) and precision-recall (PR) curves were
generated to assess model performance between cohorts. NLST data were truncated to achieve
equivalent incidence of lung cancer with UIH when generated PR curves. Results: Multi-year
prediction performance (ROC-AUC and PR-AUC) between cohorts are summarized (Table). For
prediction of lung cancer within 1-year of LDCT in the UIH cohort, the model respectively
demonstrated sensitivity, specificity, positive predictive value, and negative predictive value
among White (0.80, 0.77, 0.54, 0.92), African American (0.84, 0.78, 0.39, 0.97) races and
Hispanic (0.75, 0.73, 0.60, 0.84) and non-Hispanic (0.87, 0.77, 0.42, 0.97) ethnicities.
Conclusions: Model performance was similar between the NLST (92% White) and a diverse,
real-world cohort at UIH (20% White) though decreases in ROC-AUC performance in year 1
predictions andmaybe due to insufficient representation ofminority populations duringmodel
training. Prospective studies involving larger and more representative patient populations
should be conducted to further optimize the model and evaluate its clinical utility to improve
lung cancer health equity in minority populations. Research Sponsor: None.

Model performance in NLST versus UIH cohorts.

Year
diagnosed

NLST
ROC-AUC

UIH
ROC-AUC

NLST
PR-AUC

UIH
PR-AUC

Year 1 0.94 0.87 0.59 0.62
Year 2 0.86 0.85 0.53 0.68
Year 3 0.82 0.85 0.54 0.69
Year 4 0.79 0.84 0.57 0.70
Year 5 0.78 0.84 0.61 0.70
Year 6 0.77 0.83 0.63 0.70
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Demographics of cancer screening in Providence’s homeless population.

Boris Martinez, Pamela Jennings, Matthew Strick, Kevin Simon, Kerri Wolfe, Sharmi Patel, Howard Safran; Rhode Island Hospital, Legorreta Cancer Center, Brown
University, Providence, RI; Brown Physicians Inc, Providence, RI; Mathewson Street Church, Providence, RI; Genentech Inc, South San Francisco, CA; Brown University,
Lifespan Cancer Institute, Legorreta Cancer Center, Providence, RI

Background: Adults experiencing homelessness have a higher incidence and mortality from
cancer. It is estimated that almost 60% of homeless people in the US are from racial and ethnic
minorities. Therefore, cancer mortality among the homeless may be an important disparity. In
recent years homelessness has increased in Providence RI due to high rents and end of covid
subsidies. The objective of this project was to learn about the demographics of the homeless
population in Providence, focusing on risk factors for cancer and barriers to screening, to
acquire the necessary information to develop interventions to improve cancer screening in the
unhousedpopulation.Methods:Weconducted a cross-sectional survey of homeless individuals
in Providence, RI. Survey datawas obtained at homeless shelters, on the street, at soup kitchens
and at other community events supporting the homeless. The largest single source of partic-
ipants was those attending the Matthewson Street Church Friendship Breakfast on Sunday
mornings. Results: Data was obtained from 278 homeless individuals from September 2023 to
December 2023. 70% were male, 30% female. Age ranges included 28 (10%) , 40 years, 78
(28%) 40-49 years, 88 (32%) 50-59 years, 74 (27%) 60-69 years and 10 (4%). 70 years. Race/
ethnicity included 56% White, 18% Black, 13% Hispanic/Latino, 2% Native American, 9%
multiracial and 2% other. 51% were sleeping in a shelter, 29% were unsheltered (including
outside, car or tent), 12% “couch surfing”, and 7% were recently housed. Most participants
(92%) had health insurance, the majority being state Medicaid, and had PCP visits (59%),
mostly to community health centers, within the last 12months. 72%of individualswere current
cigarette smokers and 45% currently used alcohol. Among women, only 32%were on schedule
for mammogram and 61% were on schedule for cervical cancer screening. Colon cancer
screening rate for individuals . 45 years was 32%. Only 32% of males over 50 had prostate
cancer screening. Barriers identified included needing to have other needsmet such as food and
housing, lack of transportation to healthcare facilities, and lack of awareness about the need to
undergo screening. Conclusions: Themost common age range of homelessness in Providence,
ages 50-59, is when cancer screening should be ongoing. There is a higher incidence of
homelessness among minorities. The homeless population have high risk factors for cancer
but screening rates for breast, cervical, lung, prostate and colon cancer are well below national
guidelines. This represents a health disparity. Given the proportion of participants with a PCP
and health insurance, interventions to improve cancer screening in this population may be
feasible. We plan to develop educational partnerships with community health centers during
the next phase of this initiative to increase awareness and uptake of screening recommenda-
tions. Research Sponsor: Genentech.
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Post mastectomy reconstruction choice: Do race and ethnicity play a role?

Catherine Chappuis, Stephanie Bernik, Borna Mohabbatizadeh, Lillian Huang, Mu-Hsun Chen, Elle Billman, Reanna Shah, Jacquelyn Amenta, Madhu Mazumdar,
Elisa R. Port, Tara Balija; Mount Sinai West, New York, NY; The Mount Sinai Hospital, New York, NY; Icahn School of Medicine at Mount Sinai, New York, NY; Icahn School of
Medicine, New York, NY; Mount Sinai Medical Center, New York, NY

Background: The choice regarding reconstruction after mastectomy is based on multiple
factors. We hypothesized that race and ethnicity are associatedwith decisionmaking regarding
reconstruction and choice for bilateral mastectomy among a diverse patient population with
equal access to reconstructive options.Methods:A retrospective cohort studywas performed of
patients who underwent mastectomy with or without reconstruction for cancer or prophylaxis
from 1/1/2019-12/31/2020within a single health care system. Clinical and demographicfeatures
were recorded. Study endpoints included reconstruction and contralateral prophylactic mas-
tectomy (CPM) choice. Chi square and logistic regression analyses were performed with
hypotheses tested at 5% significance level. Results: A total of 663 patients underwent mas-
tectomy for cancer or prevention. Mean age was 54 (range: 24-93) andmedian BMI 25 (15-58).
The majority of women included identified as Non-Hispanic White (NHW) (52%), with other
women identifying asHispanic, Asian, Non-Hispanic Black (NHB), or Other (Table). Of the total
cohort, 647 (98%) patients had surgery for cancer, while 16 (2%) had surgery for prophylaxis.
Among those with unilateral cancer (N=602, 91%), NHW women were more likely to get CPM
(OR2.12, p,.001), whileNHB (OR0.58, p=.02) andAsianwomen (OR0.47, p=.01)were less likely
to choose CPM.Asianwomenwere less likely to undergo reconstruction compared tonon-Asian
women (OR=0.42, p=.01), while Hispanic women were almost twice as likely to undergo
reconstruction compared to non-Hispanic women (OR 1.93, p=.016). Hispanic women were
more likely to undergo a DIEP flap (OR 2.77, p ,.001), while NHW women were more likely to
choose implant reconstruction (OR 2.35, p,.001). Conclusions: In our hospital system, choice
for reconstruction or CPM was found to differ based on race and ethnicity. NHW women were
more likely to choose CPM and undergo implant-based reconstruction, Asian women were
more likely to forgo reconstruction, and Hispanics were more likely to undergo DIEP flaps.
Future analysis in this cohort will include other factors such as BMI, insurance status, religion,
marital status, and employment status. Research Sponsor: None.

Reconstruction choice by race and ethnicity.

Asian
(N=76, 12%)

Hispanic
(N=110, 17%)

NH White
(N=340, 52%)

NH Black
(N=98, 15%)

NH Other
(N=35, 5%)

N (%) OR n (%) OR N (%) OR N (%) OR N (%) OR

Implant 20
(26.3)

0.42*
(0.24,0.70)

37
(33.6)

0.59*
(0.38,0.91)

184
(54.1)

2.35*
(1.72,3.24)

33
(33.7)

0.60*
(0.38,0.94)

16
(47.1)

1.14
(0.56,2.28)

DIEP 24
(31.6)

1.03
(0.60,1.70)

56
(50.9)

2.77*
(1.82,4.22)

78
(22.9)

0.45*
(0.32,0.63)

37
(37.8)

1.42
(0.90,2.21)

10
(29.4)

0.93
(0.41,1.93)

No reconstruction 31
(40.8)

2.39*
(1.44,3.93)

17
(15.5)

0.52*
(0.29, 0.88)

77
(22.6)

0.82
(0.57,1.17)

28
(28.6)

1.29
(0.79,2.06)

8
(23.5)

0.96
(0.40,2.09)

NH=Non-Hispanic; OR=odds ratio
(with 95% C.I.); *=statistically significant.
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Rapid survey assessment: Barriers and facilitators to mammogram completion in
English and Spanish-speaking patients in a federally qualified health center (FQHC)
setting.

Daniela Anderson, Jamie Ellingwood, Allison Halvorsen, Anne Tarricone, Helen Lam, Nita Karnik Lee; University of Chicago, Chicago, IL; Tapestery 360, Chicago, IL;
University of Chicago Medical Center, Chicago, IL

Background:Mammography has decreased breast cancer mortality in the US by 40% since the
1980s; yet disparities in screening and outcomes persist in underserved populations. Many
studies note language as a barrier to screening with lower mammogram completion amongst
Spanish-speaking patients versus those with English language proficiency. At our health
center, Spanish-speaking patients were more likely to complete screening mammography
compared topatientswithEnglish proficiency (53%vs 31% in 2022). Tounderstand this pattern
and barriers and facilitators to breast cancer screening, we conducted a mixed methods rapid
assessment survey as part of a quality improvement initiative.Methods:Wedeveloped a patient
bilingual surveymeasuring knowledge, attitudes, and behaviors about breast cancer prevention
and screening. We identified consecutive female patients (age 40-75 years) and extracted
baseline demographic data from the electronicmedical record. Surveys were distributed via our
health center’s patient messaging service and responses stored on a secure platform. Data
analysis included descriptive statistics, chi-squared testing between groups and qualitative
analysis to identify common themes from free-text answers.Results:The overall response rate
was 14% (N=732/5,332) in 30 days. Of the surveys completed, 37% were in Spanish. Spanish-
speaking patients more strongly regarded mammography as safe and effective compared to
English-speaking patients (p,0.001). Spanish-speaking patients were more likely to view
getting a mammogram as a priority (79% vs 65% p,0.001) and noted speaking about breast
cancer prevention in their communitiesmore often (p,0.006) as an important factor. Spanish-
speaking patients primarily cited cost, scheduling, and language (p,0.05) as barriers to
mammogram completion, while English-speaking patients cited time constraints, transpor-
tation, and discomfort (p,0.05) more frequently. Spanish-speaking patients were more likely
to prefer speaking with a trusted community member or attending health fairs than English-
speaking patients (P,0.05). Conclusions: Our study demonstrates differences in attitudes,
behaviors, and perceived barriers to mammography in English vs Spanish-speaking patients.
The increased mammogram completion rate in Spanish-speaking patients may reflect more
positive attitudes about screening and more discussion in the community amongst Spanish-
speaking patients queried. Reported barriers to screening differed and will guide targeted QI
interventions. We demonstrated feasibility and patient engagement in a diverse population
using a message system built into our EHR in an FQHC setting. This survey study allows us to
elevate patient voices, better understand gaps and preferences, and better tailor future in-
terventions for cancer screening. Research Sponsor: HRSA.
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Identifying eligibility criteria that perpetuate race/ethnic disparities in acutemyeloid
leukemia (AML) clinical trial participation.

Andrew Hantel, Yating Wang, Ivy Abraham, Anand Ashwin Patel, Sarah Elizabeth Monick, Garth H Rauscher, Ana Maria Avila Rodriguez, Carlos Galvez, Peter Doukas,
Jessica K. Altman, Madelyn Burkart, Amani Erra, Maryam Zia, Melissa L. Larson, Ami Atulkumar Dave, Stephanie Tsai, Ahmed Aleem, Nepheli Raptis, Irum Khan,
Gregory A. Abel; Dana-Farber Cancer Institute, Boston, MA; University of Chicago Medicine, Chicago, IL; University of Chicago Medical Center, Chicago, IL; University of
Chicago, Chicago, IL; University of Illinois, Chicago, IL; University of Illinois at Chicago, Chicago, IL; Northwestern Memorial Hospital, Chicago, IL; Robert H. Lurie
Comprehensive Cancer Center of Northwestern University, Chicago, IL; Atrium Health Wake Forest Baptist Comprehensive Cancer Center, Winston-Salem, NC; John H.
Stroger, Jr. Hospital of Cook County, Chicago, IL; Rush University Medical Center, Chicago, IL; Loyola University Medical Center, Maywood, IL; Loyola University Chicago,
Maywood, IL; Loyola University Chicago Stritch School of Medicine, Forest Park, IL; Northwestern University, Chicago, IL

Background: The extent to which eligibility criteria perpetuate race/ethnic disparities in adult
AML clinical trial participation is unknown. Methods: This multicenter cohort study counter-
factually assessed race/ethnic disparities in trial eligibility between Non-Hispanic Whites
(NHW) and Minoritized Individuals (MI: Hispanic, Black, Asian, and/or Other) diagnosed with
AML between 2010-2022 at six hospitals in Chicago, IL and one in Boston, MA. All newly
diagnosed patientswere catalogued; thosewith complete datawere analyzed. Eligibility criteria
were obtained from190 front-linephase II/III therapeutic studies active during the sameperiod
(1). Common sets of criteria for intensive and non-intensive trials were generated based on
prevalent criteria and medians of any associated limits (e.g., QTc #480 ms). Proportions of MI
and NHW that would have been eligible based on these common criteria sets were assessed
using X2 tests with odds ratios (OR). Mann-Whitney U tests assessed differences in the median
number of trials forwhich eachMI andNHWpatientwould have been eligible. AnalyseswithMI
groups disaggregated were also performed. Results: There were 1283 patients (405 MI, 878
NHW)with amedian age of 60 years (57MI, 61 NHW; p,0.001); 44%were female. According to
the common set of 23 intensive trial criteria that was generated, similar proportions of MI and
NHW were eligible (24.7% and 24.5%, OR 1.01, 95% CI [0.77,1.33]). With the age limit criterion
removed, fewerMI thanNHWwere eligible (42.7% and 36.0%, OR 0.76, 95%CI [0.59,0.96]). In
this set of criteria, prior malignancy (excluding 22.5% and 17.5%, p=0.04), prolonged QTc
(17.0% and 8.7%, p,0.001), and coronary artery disease (CAD; 8.6% and 4.1%, p=0.002)
generated the largest disparity individually. According to the non-intensive set (14 criteria),
fewerMIwere eligible thanNHW (42.2%and 54.4%, OR 0.61, 95%CI [0.48,0.78]); therewas no
age criterion in this set. Prior malignancy (22.5% and 17.5%, p=0.04), prolonged QTc (20.5%
and 12.8%, p,0.001), and hepatitis B infection (4.0% and 1.0%, p=0.001) generated the largest
disparities in this set. Overall, individuals were eligible for a mean of 51.6% of the 190 trials
(median: 98 trials, IQR [59,115]). MI were eligible for 6.8% fewer trials than NHW (median
difference: 13 trials [88 and 101], p,0.001). Asian, Black, and Otherwere eligible for 7.7%, 4.8%,
and 16.9% less trials than NHW, respectively (all p,0.05). Criteria with the largest individual
disparities in median eligibility were lower age limits, hepatitis B, and CAD (all p,0.01).
Conclusions: Eligibility criteria disparately exclude minoritized individuals from AML clinical
trial participation. BasedonASCO recommendations (2), several of the criteria drivingdisparate
eligibility (hepatitis, prior malignancy) are modifiable or removable. 1. Hantel, Haematologica,
2023. 2. ASCO, Clin Cancer Res, 2021. Research Sponsor: U.S. National Institutes of Health; K08
CA273043; Conquer Cancer, the ASCO Foundation.
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Use of surgery for de novo metastatic breast cancer (mBC).

James Dickerson, Hao Tang, Candice Thompson, Scarlett L. Gomez, Mina Satoyoshi, Allison W. Kurian, Jennifer Lee Caswell-Jin; Stanford Hospital and Clinics, Stanford,
CA; Stanford University, Stanford, CA; Department of Epidemiology and Biostatistics, University of California, San Francisco, San Francisco, CA; Stanford University School
of Medicine, Stanford, CA

Background: In the U.S., locoregional surgery for de novo mBC was common in the 1990s and
2000s, but subsequent prospective data did not show a survival advantage. Current guidelines
recommend surgery only for symptom control. We investigated trends in the use of surgery
(lumpectomy or mastectomy) for mBC from 2010 to 2019 using SEER and institutional data,
aiming to identify factors that correlatewith variability in surgery use.Methods:We included all
de novo mBC diagnoses from SEER-17 from 2010-2019. The primary outcome was receipt of
surgery, and we included year of diagnosis, demographic (race/ethnicity, age, marital status,
median household income in the patient’s county, and urban/rural residence), and disease
factors (estrogen receptor (ER) and HER2 status, tumor size, and presence of visceral metas-
tases) in themultivariable logistic regression.We similarly identified all de novomBCdiagnoses
from Oncoshare, which merges EMR and California Cancer Registry (CCR) data for patients
treated in the Stanford Health Care Alliance. For Oncoshare inclusion a patient must have an
encounter with Stanford and be in CCR; however, a patient does not have to receive all cancer
care at Stanford. In this analysis, we included distance to the cancer center and insurance status.
Results are presented as unadjusted percentages or odds ratios with 95% confidence intervals.
Results: In SEER (n = 24,146), the use of surgery for mBC declined from 41% in 2010 to 22% in
2019, a trend also observed in the institutional data (n = 785). Surgery rates were highest in
younger patients and declined with each decade of life (44% for those in their 30s vs 19% for
those. 80). Surgery wasmore common in tumors. 2 cm, ER-negative disease, and in patients
without visceral metastases. In SEER, patients from counties with median incomes , $50,000
were more likely to have surgery than those from counties with incomes . $75,000 (36% vs
27%; OR: 1.3 [1.2-1.5]). Rural patients were more likely to have surgery than urban patients
(34% vs 30%; OR: 1.1 [1.0-1.3]). Unmarried persons had lower odds of surgery than married
persons (OR: 0.8 [0.7-0.9]). The institutional data reproduced the findings of the SEER analysis,
except that a relationship between surgery andmarital status and income was not observed. In
the institutional data, patients living farther from the Stanford Cancer Center (. 100 km) were
more likely to have surgery (40% vs 32%; OR 2.1 [1.2-3.8]). Conclusions: The use of surgery for
de novomBC decreased dramatically in the 2010s from 41% to 22%. All demographics saw a
reduction; however, younger, andmarried patients underwent surgery at higher rates. Patients
from lower-income and rural counties—areas typically with less access to care—were also
more likely to have surgery. The institutional analysis showed that a greater distance from an
urban hospital network correlated with increased odds of surgery. These patterns suggest
differential care provision in rural areas for patients with mBC. Research Sponsor: AHRQ;
5T32HS026128;Mikitani CancerResearch Fund; Breast Cancer ResearchFoundation; Susan and
Richard Levy Gift Fund; Suzanne Pride Bryan Fund for Breast Cancer Research; Regents of the
University of California’s California Breast Cancer Research Program; 16OB-0149; BRCA Foun-
dation; G. Willard Miller Foundation.
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Trends in location of death for individuals with pediatric cancer in the United States.

Urvish Jain, Angelin Mathew, Bhav Jain, Erin Jay Garbes Feliciano, Edward Christopher Christopher Dee, Suzanne L. Wolden; University of Pittsburgh, Pittsburgh, PA; Yale
College, NewHaven, CT; Stanford School of Medicine, Cambridge, MA; Department of Medicine, NYC Health + Hospitals/Elmhurst, Icahn School of Medicine at Mount Sinai,
Queens, NY; Memorial Sloan Kettering Cancer Center, New York, NY

Background:Children and adolescentswith cancer face unique symptomatic, psychosocial, and
existential challenges at the end of life (EOL). Premature death alongside severe pain and
complex symptoms is distressing for the patients and families. Location of death is an
important clinical and psychosocial decision for many patients. Therefore, we explored dif-
ferences in location of death amongst pediatric patients with cancer using a large, national US
database. Methods: We performed multinomial logistic regressions and analyzed trends in
place of death for children and adolescents (ages 0 to 19) diagnosed with cancer from 2003-
2019 using the Centers for Disease Control and Prevention Wide-Range Online Data for
Epidemiologic Research database (CDC WONDER). We studied associations in place of death
with essential decedent characteristics (age, sex, and race) for ICD10 codes C00-C96 and D00-
D49, which encompass the most common causes of cancer death in children and adolescents.
Results: Of 1,910 pediatric oncology decedents, 910 died in a hospital, 794 died at home, 12 died
in nursing facilities, 59 in hospice, and 135 in outpatient facilities. Over time, death at home
decreased by 50%. Death in the hospital increased by 64% and death in hospice increased by
200%. Children 10-19 years-of-age were more likely to die in hospice than children younger
than 4 and children between 5-9 years-of-age. Additionally, they were less likely to die in
outpatient medical facilities and ED. 1,388 decedents were White, 411 were Black, 18 were
American Indian, and 93 were Asian. Children of racial and ethnic minorities were significantly
more likely to die in hospitals than White children with cancer (Black: 1.81 [1.44-2.28], Asian:
1.57 [1.03-2.41], and Hispanic: 1.60 [1.26-2.04]). Black children with cancer were also more
likely (1.67 [1.11-2.53]) to die in outpatient facilities compared toWhite children. Asian children
& Black children were less likely to die at home (0.48[0.38-0.61] and 0.55 [0.35-0.86] re-
spectively). Conclusions: In contrast to the adult population that has demonstrated steady
increases in deaths at home, for children with cancer, relative rates of death at home decreased
while death in the hospital increased, with distinct differences among race/ethnic groups.
Adequate education and support areneeded to facilitate both autonomyand symptompalliation
at EOL. Future work must explore underlying reasons for differences in place of death across
time and demographic groups, so as to identify and alleviate any potential barriers, and to
promote equitable access to a good death for each individual. Research Sponsor: None.
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Association of food insecurity with reduced cancer screening rates.

Mohammed Masoom Shah, Shahidul Islam, Marc Justin Braunstein; NYU Long Island School of Medicine, Mineola, NY; Department of Medicine, Division of Oncology-
Hematology, NYU Long Island School of Medicine, Perlmutter Cancer Center, NYU Langone Hospital, Long Island, Mineola, NY

Background: Social determinants of health, including access to adequate food and nutrition,
influence many aspects of health, including cancer screening. This study explored the asso-
ciations between food insecurity and cancer screening. Methods: A retrospective analysis was
conducted using theNationalHealth InterviewSeries from2018-2022 to capture contemporary
screening events. Based on scaled questionnaires, food security was stratified into either food
secure or insecure, and then subgrouped into high,marginal, or low security. Associationswere
madewith rates of undergoing at least one screening test. Relationships between variableswere
evaluated using Chi-Square and Cochran-Armitage trend tests. Logistic regression models
were applied to find factors associated with cancer screening. Results: Patients included in
analyses included: 51,957 for colon, 40,103 for breast, 45,983 for cervical, and 25,781 for
prostate cancer screening. Between 2018-2022, those with food insecurity had significantly
lower rates of cancer screening than those with food security across all four cancer screens,
including colon (68.1% vs. 76.1%, p , 0.0001), cervical (83.3% vs. 87.5%, p , 0.0001), breast
(73.3% vs. 79.5%, p , 0.0001) and prostate (41.3% vs. 54.0%, p , 0.0001) (Table). This was
similar when comparing low, marginal, and high food security, respectively, for colon (68.1%
vs. 68.2%vs. 76.1%, p,0.0001), cervical (82.8%vs. 84.1%vs. 87.5%; p,0.0001), breast (72.7%
vs. 74.1% vs. 79.5%, p , 0.0001), and PSA screening (40.7% vs. 42.2% vs. 54.0%; p , 0.0001).
Other variables were also analyzed, including insurance type, age, race, BMI, and health status.
Those with public health insurance had lower screening rates for cervical cancer compared to
those with private insurance (p , 0.0001). Individuals with food insecurity reported worse
health than those who were food secure (p , 0.0001). Lower food security disproportionately
affectedBlack patients (p,0.001), andwas associatedwith younger age (p,0.0001) andhigher
rates of obesity (p , 0.0001). Conclusions: Individuals with self-reported food insecurity were
found to have lower cancer screening rates than those who were food secure. Further analyses
revealed associations between low food security status and obesity, public health insurance,
younger age, and Black race. These data suggest that addressing food insecurity should be a
priority, as these populations appear most vulnerable to lacking appropriate cancer screening.
Research Sponsor: None.

High Food Security
Marginal Food

Security Low Food Security P-value
Screening Total Screened Total Screened Total Screened

Colon cancer 46,263 35,182 (76.1%) 2,339 1,594 (68.2%) 3,355 2,283 (68.1%) , 0.001
Cervical cancer 39,478 34,554 (87.5%) 2,758 2,318 (84.1%) 3,747 3,101 (82.8%) , 0.001
Prostate cancer 23,273 12,566 (54.0%) 1,018 430 (42.2%) 1,490 606 (40.7% , 0.001
Breast cancer 34,672 27,554 (79.5%) 2,258 1,672 (74.1%) 3,173 2,306 (72.7%) , 0.001
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Disparities in the initial presentation of melanoma across two socioeconomically
diverse New York City neighborhoods.

Alyssa Swearingen, Mary Gao, Pearl Ugwu-Dike, Avani Kolla Patel, Jenne P. Ingrassia, Suzanne Vang, Prince Adotama, Jennifer A. Stein, Soutrik Mandal, David Polsky, NYU
Langone; Rutgers NJMS, Newark, NJ; NYU Langone Health, New York, NY; New York Medical College, Valhalla, NY

Background: Disparities in stage at diagnosis among melanoma patients are often seen
between urban and rural communities, with patients in rural areas being diagnosed with more
advanced tumors. Factors contributing to the disparities include decreased access to derma-
tologists in rural areas, and lower socioeconomic status (SES). We investigated urban dispar-
ities in melanoma T stage at diagnosis among patients residing in 2 New York City (NYC)
neighborhoods of differing SES and receiving care within the NYU Langone Health System. The
neighborhoods were: Upper East Side (UES) and Brighton Beach/Coney Island (BB/CI).
Methods:Weconducted a retrospective chart review (NYU IRB23-01020) ofmelanomapatients
(N=243) diagnosed from 2018-2022 using ICD-10-CM codes: C43 (malignant melanoma of
skin); D03 (melanoma in situ); and Z85.820 (personal history of malignant melanoma of skin).
For community-level data we used the American Academy of Dermatology’s “Find a Derma-
tologist” search function to locate member-dermatologists; New York State Cancer Registry
data (2016-2020) to determine annual melanoma incidence; and the United States Census
Bureau Public Use Microdata Areas to determine the proportion of Non-Hispanic Whites
(NHW), income levels, and educational attainment. The distribution of T stages was compared
using a chi-square test. A two-sample test was used to assess equality of proportions. Results:
InUES, the annualmelanoma incidencewas 30.2/100,000 (95%CI: 27.4-33.2); NHWcomprised
74.6% of the population; the median household income was $135,820; 78% attained education
higher thanhigh school; and there are 190 dermatologistswithin a 0.5-mile radius. In BB/CI the
annual melanoma incidence was 14/100,000 (95% CI: 11.6-16.9); NHW comprised 55.1% of the
population; the median household income was $43,118; 46% attained education higher than
high school; and there is 1 dermatologist within a 0.5-mile radius. There are 15 dermatologists
within a 3.0-mile radius. 155 and 88 patients met inclusion criteria in UES and BB/CI re-
spectively. The distribution of T stages (i.e. Tis to T4) was significantly different between UES
and BB/CI with higher proportions of advanced stage tumors in BB/CI (p=0.0002). Specifically,
the proportion of (T2+T3+T4) tumors/total melanomas was 35/155 (23%) in UES; and 41/
88(47%) in BB/CI (p,0.0001). For reference, the proportion of T2+T3+T4 melanomas in the
United States is 30%. Conclusions: We identified substantial disparities in the initial pre-
sentation of melanoma in 2 NYC neighborhoods, with proportionately more advanced stage
tumors in the community of low educational attainment, less access to dermatologic services,
and lesser household income. Neighborhood-based approaches to uncover melanoma dispar-
ities can identify areas for community outreach and engagement efforts to improve melanoma
awareness and access to dermatologic care. Research Sponsor: None.
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Racial disparities and survival outcome of patients with locally advanced cervix
cancer in the international randomised phase 3 OUTBACK trial (ANZGOG 0902,
RTOG 1174, NRG 0274).

Yeh Chen Lee, Tara Castellano, Tashanna K. N. Myers, Elizabeth H Barnes, Dana Meredith Chase, Colleen McCormick, Katrina Diamante, Catherine M. Shannon,
Warner King Huh, Jayanthi Sivasothy Lea, Joan L. Walker, William Small Jr., Katherine Miller, Geetha Govindarajulu, Bradley J. Monk, Martin R Stockler, Kathleen N. Moore,
Linda R. Mileshkin, Victoria Lin Bae-Jump; NHMRC Clinical Trials Centre, The University of Sydney, Sydney, NSW, Australia; Louisiana State University, Department of
Gynecologic Oncology, New Orleans, LA; Baystate Medical Center, Springfield, MA; Department of Obstetrics and Gynecology, Division of Gynecologic Oncology, University
of California, Los Angeles, Los Angeles, CA; University of New Mexico Cancer Center, Albuquerque, NM; NHMRC Clinical Trials Centre, The University of Sydney,
Camperdown, NSW, Australia; Mater Cancer Care Centre, South Brisbane, Australia; University of Alabama at Birmingham, Birmingham, AL; University of Texas
Southwestern Medical Center, Dallas, TX; The University of Oklahoma Health Sciences Center, Oklahoma City, OK; Loyola University Medical Center, Maywood, IL; Women
and Infants Hospital of Rhode Island, Providence, RI; Calvary Mater Newcastle, Newcastle, NSW, Australia; Division of Gynecological Oncology, HonorHealth Research
Institute, University of Arizona College of Medicine, Phoenix and Creighton University School of Medicine, Phoenix, AZ; The University of Sydney, Camperdown, NSW,
Australia; Stephenson Cancer Center, Oklahoma University Health, Oklahoma City, OK; Department of Medical Oncology and the Sir Peter MacCallum Department of
Oncology, Peter MacCallum Cancer Centre and the University of Melbourne, Melbourne, VIC, Australia; The University of North Carolina at Chapel Hill, Chapel Hill, NC

Background: OUTBACK was an international multi-center phase 3 trial investigating adjuvant
chemotherapy following definitive chemoradiation in locally advanced cervix cancer. We
analysed if baseline characteristics were associated with survival outcome. More specifically,
we determinedwhether race held prognostic significance relative to established clinical factors.
Methods:Wecomparedbaseline characteristics (encompassing demographics, biomarkers and
participants’ self-ratings of EORTC QLQ-C30 scores) between racial groups using chi-squared
tests. We then explored relationships between baseline characteristics and survival outcomes
using univariable andmultivariable Cox proportional hazards regressionmodels with stepwise
selection. Results: Black or African American participants accounted for 13% (n=121/919) of the
OUTBACK study population. There were no evident differences in the proportion of Black or
African American participants, as compared to other racial groups, across most baseline
characteristics, except for country of residence (USA vs non-USA, p,0.01). When examining
the impact of race (Black or African American vs other racial groups) on survival outcomes in
locally advanced cervix cancer, we found no evident associations with overall survival (HR 1.2;
95%CI,0.84 – 1.72; p=0.32) or progression free survival (HR 1.29; 95%CI, 0.95 – 1.75; p=0.10).
Multivariable analysis identified several independent prognostic factors for overall survival,
including performance status (HR 1.43; 95%CI, 1.04-1.95; p=0.03), FIGO stage (HR2.02; 95%CI,
1.48-2.75; p,0.01), nodal involvement (HR 1.59; 95%CI, 1.18-2.14; p,0.01), and elevated white
cell count (HR 1.68; 95%CI, 1.21-2.33; p,0.01). Role function, social function, financial diffi-
culties and eGFR showed significance in univariable analysis for overall survival but did not
retain significance in multivariable analysis. These findings were consistent when examining
progression-free survival. Conclusions: No discernible disparities in survival outcomes were
observed between Black or African American participants and other racial groups undergoing
primary treatment for locally advanced cervix cancer. The primary prognostic determinants for
this disease continue to be cancer staging and clinical performance status. Enrolment into a
clinical trial may have abrogated the historical disparities seen among ethnic and racial groups.
Clinical trial information: 12610000732088. Research Sponsor: None.
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Occurrence of cancer in people with intellectual disabilities in Germany.

Tanja Sappok, Marie-Luise Rosenbusch, Ramona Hering, Mandy Schulz, Christoph Kowalski, Nora Tabea Sibert, Thomas Seufferlein, Andreas Berger; University of
Bielefeld, Bielefeld, Germany; Central Research Institute for Ambulatory Health Care in Germany, Berlin, Germany; German Cancer Society, Berlin, Germany; Ulm University
Hospital, Department of Internal Medicine I, Ulm, Germany; Evangelisches Krankenhaus Königin Elisabeth Herzberge gGmbH, Berlin, Germany

Background: Intellectual disability (ID) affects about 1% of the general population, involving
approximately 1million people in Germany. People with ID experience shorter life expectancies
and one of the most common causes of death include malignancies (20%). In addition to life-
style factors, possibly genetic mutations causing ID may contribute to oncogenesis. Whether
individuals with ID have a higher-than-expected risk of cancer in Germany remains unknown.
Methods:A cross-sectional studywas conducted using nationwide outpatient health insurance
data in Germany from2019. The data set included 438 028 people with ID and 65 762 146 people
without ID (0-107 years,male/female). Aftermatching for age, sex, and district code, data from
437 802 peoplewith ID (4.23%with cancer) and 4 378 020without ID (5.06%with cancer) aged
0-95 years were analyzed. Univariate odds ratios estimated the association between ID and
cancer occurrence for various cancer diagnoses (ICD-10: C00-C97). The study was approved by
the ethics committee of the Berlin Medical Association (Eth-11/23). Results: Across all cancer
types, people with ID showed lower risks for a cancer diagnosis than those without ID (Odds
Ratio [OR] 0.83; 95% Confidence Interval [95% CI] 0.82-0.84); p , .0001 for all data. Certain
cancer types occurredmore often, such asmalignant neoplasms of the brain (C71; OR 2.80; 95%
CI 2.58-3.03), other parts of the central nervous system (C72; OR 2.45; 95% CI 1.76-3.34), the
testicles (C62; OR 1.80; 95% CI 1.68-1.93), the ovary (C56; OR 1.26; 95% CI 1.13-1.4), the corpus
uteri (C54; OR 2.02; 95% CI 1.86-2.19), leukemia of unspecified cell type (C95; OR 1.86; 95% CI
1.67-2.06) and other leukemia of specified cell type (C94; OR 1.81; 95% CI 1.43-2.25). However,
other entities such asmalignant melanomas (C43; OR 0.55; 95% CI 0.51-0.59), prostate cancer
(C61; OR 0.59; 95% CI 0.56-0.62), tumors in the respiratory system (C30-39; OR 0.69; 95% CI
0.64-0.74) and the breast (C50; OR 0.82; 95% CI 0.79-0.85) occurred less often. Conclusions:
People with ID showed a decreased risk for being diagnosed with cancer. This may be caused by
lower exposition to certain risk factors in some cancer types such as skin or lung cancers.
Difficulties in accessing the health care system and lower cancer screening rates leading to
fewer diagnoses may partly explain the results. Later recognition of cancer in a more advanced
stage of thediseasemaybe associatedwithpremature deaths and lead to lower prevalence rates.
Certain oncological diseases such as malignant neoplasms of the central nervous system,
urogenital tumors and hematological neoplasms require a special focus in prevention and
therapy.Medical services, screening programs and patient education for people with ID need to
be established, adapted and expanded to meet the needs of people with ID and to reach this
highly vulnerable population group for guideline-based oncological screening and treatment.
Research Sponsor: None.
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Racial disparities in presentation and survival for lobular breast cancer.

Simran Sandhu, David Wai Lim, Vasily Giannakeas; University of Galway, Galway, Ireland; Womens College Hospital, Toronto, ON, Canada; Women’s College Hospital,
Toronto, ON, Canada

Background: We characterized differences in presentation and survival, and identified pre-
dictors of survival, amongwomen of varying racewith lobular breast cancer.We also assessed if
these trends were unique to ILC by comparing with invasive ductal carcinoma (IDC) and mixed
invasive ductal-lobular carcinoma (IDLC).Methods: Using the SEER database, we performed a
population-based retrospective cohort study of women diagnosed with ILC, IDC, and IDLC
between 1998 and 2019. We collected race, age, marital status, and income. Clinical data
included grade, size, laterality, clinical stage, receptor status, surgery type, chemotherapy,
radiation, and breast-cancer-specific survival (BCSS). Differences between racial groups were
assessed using Chi-square tests or one-way ANOVA. To identify predictors of survival, Cox-
proportional hazard models were constructed. Statistical analyses were performed using SAS
and P values , 0.05 were considered significant. Results: 38,769 women with ILC were
identified, including 32,857 White, 2398 Black, 2352 Asian, and 1162 women of other race.
Black women presented with higher-grade, advanced clinical stage, ER+ disease, N2-3 stage,
and lower rates of unilateral/bilateralmastectomy thanWhitewomen. Blackwomenweremore
likely to not undergo surgery (7.13%), comparedwithWhite (4.25%) andAsian (4.04%)women
(P = .0001). Asian women were younger, had more ER-/PR- ILC, and received more chemo-
therapy. The five-year BCSS rates in Black, White, Asian, and women of other race were 91.5%,
94.2%, 93.7%, and 95.7%, respectively (P, .0001). Predictors of worse survival include Black
race (HR 1.32, P , .0001), ER-/PR- (HR 2.18, P, .0001), ER+/PR- (HR 1.52, P, .0001), and no
surgery (HR 4.19, P, .0001). Radiotherapywas associatedwith improved survival (HR 0.82, P,

.0001), while chemotherapy did not affect survival (HR 1.1, P= 0.0504). In comparing across
breast cancer subtypes, Black women similarly present with higher grade tumors, advanced
clinical stage, ER+ disease, and had higher rates of surgery omission in IDC and IDLC. However,
ER-/PR- subtype was notably higher in ILC among Asian women compared with IDC, whereas
Blackwomenhave higher rates of ER+/PR+ andER-/PR- ILC. Blackwomenhad the lowest five-
year BCSS rates across all breast cancer subtypes. Predictors of worse survival in IDC and IDLC
include Black race and negative hormone receptor status, while radiation therapy was asso-
ciated with improved survival. Conclusions: There are differences in clinical presentation of
invasive lobular breast cancer according to race.Blackwomenhadmore advanced disease,while
Asianwomenwere younger. Across all subtypes, overall survival for Blackwomen at 5 yearswas
worse compared to other racial groups. Our data provides insight into the complex interactions
of race, clinical characteristics, and survival outcomes in lobular breast cancer, with implica-
tions for screening considerations. Research Sponsor: None.
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Long term impact of COVID-19 pandemic on mammographic breast cancer
screening.

Dhauna Karam Prasad, Alyssa McGary, Heidi E. Kosiorek, Joshua Pritchett, Richard Ellis, Kathryn Jean Ruddy, Tufia C. Haddad, Mohammed Yousufuddin; Mayo Clinic,
Rochester, MN; Department of Quantitative Health Sciences, Mayo Clinic Arizona, Phoenix, AZ; Department of Statistics, Mayo Clinic, Scottsdale, AZ; Mayo Clinic School of
Graduate Medical Education, Mayo Clinic, Rochester, MN; Mayo Clinic Comprehensive Cancer Center, Rochester, MN; Mayo Clinic Health System, Austin, MN

Background:The impact of COVID19pandemic onpatient health beliefs andhealthcare systems
has adversely affectedmammographic breast cancer screening (MBCS) during the initial stages
of the pandemic. The aims of our study were to determine whether the initial decrease inMBCS
rates persisted or if there was a rebound in later stages and to quantify the impact on urban and
rural populations. Methods: This retrospective observational study analyzed data from March
2017 to March 2023 to assess whether eligible women received annual MBCS during this
timeframe. We included women aged 40-75 years, drawn from the integrated Mayo Clinic
system, encompassing nearly 60 primary care practices in Arizona, Florida, Iowa, Minnesota,
and Wisconsin, representing a broad cross-section of the United States (US) population. US
census datawas utilized to classify a county as urban or rural.We divided the study period into 4
categories:1) pre-COVID-19 pandemic (March 1, 2017-March 10, 2020), 2) early pandemic
(March 11, 2020-March 10, 2021; pre-vaccination period), 3) mid- pandemic (March 11, 2021-
March 10, 2022; delta and omicron variant dominant period), and 4) late pandemic (March 11,
2022-March 1, 2023; recovery period). Utilizing thePoisson regressionmodel,we compared the
incidence rate ratio (IRR) for rates of MBCS across the 4 predefined time periods. Multivariable
modeling was performed to assess the significance of MBCS rates with urbanicity while
controlling for the year (2017-2022) and age. Results: By race and ethnicity, the women in
this cohort were White (92%), Black (3.1%), Asian (3%) and other (1.9%). The median age was
57 years and the cohort included 239, 804 women aged 40-75 years. MBCS rates was 49.2% in
2017, 47.1% in 2018, 46.4% in 2019, and decreased to 42.1% in 2020 and improved to 44.7% in
2021 and 43.8% in 2022. Compared with the pre-COVID-19 pandemic period, there was a
significant decrease in MBCS rate in the early pandemic (IRR= 0.886, 95% CI 0.879, 0.892,
p,0.001). Though theMBCS rate improved in themid-pandemic period, it remained below the
pre-pandemic level (IRR=0.941, 95%CI 0.934, 0.948, p,0.001). Similarly, during the late stage
of the pandemic, theMBCS rate remained lower than the pre-pandemic level (IRR=0.922, 95%
CI 0.915, 0.928, p,0.001). Rural counties had a lower MBCS rate compared with urban counties
(IRR = 0.936, 95% CI 0.931, 0.941, p,0.001). Conclusions: This study confirms the negative
impact of the early COVID-19 pandemic on MBCS, and it revealed its persistent effect, as the
current MBCS rate remains below the pre-pandemic rate. These findings were more evident in
rural counties. Factors contributing to the long-lasting impact are being analyzed with the
intent to develop and implement targeted solutions to improve the MBCS rate. Research
Sponsor: Mayo Clinic Health System.
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Persistent poverty impacts survival and National Comprehensive Cancer Network
guideline-concordant care for patients with melanoma.

Hayley Marie Dunlop, Robert Connor Chick, Carson Karakis, Sabrina Catalano, Samilia Obeng-Gyasi, Carlo M. Contreras, Susan Tsai, Timothy M. Pawlik, Joal D. Beane; The
Ohio State University College of Medicine, Columbus, OH; The Ohio State University Wexner Medical Center, Columbus, OH; The Ohio State University, Columbus, OH

Background: Based on guidelines from the National Comprehensive Cancer Network (NCCN),
sentinel lymph node biopsy (SLNB) should be offered to patients with high-risk stage IB or
stage II melanoma and adjuvant systemic therapy is recommended for patients with stage III
disease. Persistent poverty census tracts are defined as areas where at least20% of residents
were poor as measured by each of the 1980, 1990, 2000 censuses and 2007 American Com-
munity Survey 5-year average. The aim of this study was to describe the association between
persistent poverty and adherence to NCCN guidelines and cancer-specific survival in patients
with cutaneousmelanoma.Methods:Patients diagnosedwithmelanoma from2006-2018were
identified in Survival, Epidemiology, and End Results (SEER) Program registries. The analytic
cohort was restricted to patients with superficial spreading melanoma, nodular melanoma,
malignant melanoma with regression, lentigo malignant melanoma, and acral lentiginous
melanoma. Patient demographics such as age, race, and ethnicity and tumor characteristics
associated with stage at diagnosis were analyzed using adjusted regression analyses for
patients of all melanoma stages. Demographics and tumor characteristics associated with
receipt of SLNB were analyzed amongst pathologic stage IB and II cases, and demographics
and tumor characteristics associated with receipt of adjuvant systemic therapy were analyzed
amongst stage III cases. Kaplan-Meier curves and adjusted accelerated failure time models
were used to examine disparities in cancer-specific survival. Results: Of 127,308 total patients,
3.13% (n=3994) lived in census tracts with persistent poverty. In adjusted analyses, persistent
poverty was an independent predictor of later pathologic stage at diagnosis (OR 1.32 [95% CI
1.21-1.44] p,0.001). Persistent poverty was also associated with lower likelihood of receiving
SLNB according to NCCN guidelines (OR 0.717 [SE 0.072] p,0.01) and with worse cancer-
specific survival (HR 1.25 [1.06-1.47], p=0.008) when controlling for age, race, ethnicity,
pathologic stage at diagnosis, and histology. In univariable models persistent poverty was
associated with increased odds of receiving systemic therapy, but this relationship was not
significant onmultivariable analysis. Conclusions: Patients from areas with persistent poverty
had a later pathologic stage at diagnosis, were less likely to receive a SLNB according to NCCN
guidelines, and had worse cancer-specific survival. Efforts to better define and resolve dis-
parities in the treatment and survival of patients with melanoma are warranted. Research
Sponsor: None.
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Disparity in oncology therapy access and differences in clinical pathological fea-
tures and outcomes in indigenous population lung cancer (LC): A retrospective
study from Martinique.

Marlyne Moranton, Emeline Colomba, Mounir Serag, Adel Zouzou, Nassim Boukadoum, Lauriane Noly, Amina Lekhal-Bouamama, Heriniaina Daddy Randriamiarisoa,
Jean-Marc Rakotonarivo, Stefanos Bougas, Karim Fard, Soizic Masson, Moustapha Drame, Régine Marlin, Romain Hustache-Castaing, Mihaela Aldea, Moustapha Agossou;
CHU Martinique, Fort-De-France, Martinique; Gustave Roussy, Department of Medical Oncology, Paris Saclay University, Villejuif, France

Background: The epidemiology of cancers in terms of incidence and mortality are different in
the French overseas compared to mainland France (FRANCIM 2019 data). Indigenous pop-
ulation are under-represented in clinical trials. Little is known about clinic-pathological
features and outcomes from Caribbean islands. We report clinico-pathological features and
survival in populations of patients with lung cancer (LC) and delays in access to therapy in
Martinique. Methods: We conducted an academic retrospective study on patients with lung
cancer (LC), treated at the University Hospital in Martinique between 2020-2022. The hospital
in Martinique centralized all cancer patients in the territory for treatment. Demographic, risk
factors, disease features, and treatment outcomes were collected from medical records. The
molecular profile was determined using next-generation sequencing with the Archer FUSION-
Plex Lung v2 panel, evaluating at least EGFR, ALK, KRAS, ERBB2,MET, ROS1, BRAF, RET, NUTM1,
PIK3CA, FGFR1, FGFR2, FGFR3, NRG1, NTRK1, NTRK2, NTRK3. We assessed time from symptoms
to diagnosis and treatment, and overall survival (OS). Results: Overall, 268 patients (pts) were
included. Pts were male in 51% cases (N=136), had a smoking history in 57% (N=139/243),
with a median pack-years of 40 [IQR 22-50]. Median age was 67 years-old [IQR 58-78].
Histologywas adenocarcinoma in78%(N=208), squamous cell in 13%(N=34), neuroendocrine
tumors in 8% (N=21), and others in 2% (N=5). No small cell carcinoma diagnosed. Tumors had
high PD-L1 expression ($50%) in 18% (N=41/227) of cases. An oncogenic addiction was
reported in 58% (N =105/181) of non-small cell and non-squamous lung carcinoma: EGFR36%
(N=65), ALK3.3% (N=6), BRAF1.1% (N=2), KRAS13.3% (N=24). Pts had an ECOG performance
status of 0-1 at diagnosis in 66% (N =162/244). LC wasmetastatic from diagnosis in 65% cases
(N=175), with 18%having brainmetastases (N=48).Median time between symptomoccurrence
and diagnosis was 66 days [IQR 21-171] and time between biopsy and treatment start was
56 days [IQR 31-77]. In pts with stage IV disease, 33% (N=59/175) never received a systemic
treatment. In patients with at least 6 months of follow-up in the absence of death, median OS
was 12.4months (95% CI 8.6– 17.1) overall and 8.6months (95% CI 5.3– 13.3) in patients with
initial metastases. Conclusions: The lower overall survival rate than expected in this cancer
context address the question of disparity population. One-third of LC metastatic patients did
not receive systemic therapy. The local inadequacy of care pathways, leading to disparities in
access to imaging, may explain the delays and poorer prognosis. A new initiative from a
collaborative group with health authorities, caregivers, politicians and patient’s advocacy is
actively working to improve cancer patient’s outcomes. Research Sponsor: None.
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Racial, ethnic, and regional influences on national patterns of mammographic
screening for breast cancer.

Thomas A. Buchholz, Emily C. Soriano, ShaneMesko, Marin Feldman Xavier, Adelaide L Fortmann, Athena Philis-Tsimikas, Samantha R. Bagsic; Scripps Cancer Center, San
Diego, CA

Background: Racial, ethnic, and geographic factors can affect disparities in medical care.
Mammographic screening has been demonstrated to reduce the risk of breast cancer death
for appropriate subsets of women and accordingly is an accepted standard recommendation.
Herein, we studied the utilization in screening mammography in patients who have access to
primary care physicians according to race, ethnicity, and United States geographic region.
Methods:Wequeried theCosmosEpic national database to ascertainmammographic screening
rates for women aged 50 to 65 who had 1 or more encounters with a primary care physician.
Patients with a previous breast cancer and/or ductal carcinoma in situ history and those with
missing race or ethnicity datawere excluded.Results:TheCOSMOSdatabasewasqueried for the
period of 11/9/2020 – 11/8/2023. A total of 7,837,164 individuals met our study criteria. The
overall rate of positive mammographic screening was 63.8%. Because of the large sample size,
small differences in screening rates according to analyzed variables reached statistically
significant differences. Accordingly, we defined a clinically relevant low rate of mammography
screening for a specific variable as a utilization rate of less than 60%. Using this methodology,
there were no differences noted according to race. Both Black/African American and Asian
groups had a slightly higher screening rates thanWhites. However, the data indicate that rates
varied according to ethnicity. Mammographic screening was less frequent in Hispanic/Latino
versus not Hispanic (58.9% vs. 64.3%). In addition, rates varied according to census US regions
with the lowest rates in theWest region (55.5%). Rates ofmammographic screening for Blacks/
African American and Whites were within 5% of one another in all four of the geographic
regions. With respect to ethnicity, the South region had the only difference exceeding 5%, with
respective rates of 61.8% for Not Hispanic/Latino versus 55.7% for Hispanic Latino.
Conclusions: Many patients receiving health care in the United States do not undergo recom-
mended mammogram screening. We found no clinically significant difference in screening
rates according to race but identified a lower rate inHispanic/Latino populations, particularly in
the South. Targeted educational efforts and community outreach efforts in this region are
warranted. Research Sponsor: Kreuger vs. Wyeth settlement.
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Racial/ethnic representation and disparities in preclinical cancer models.

Jonathan M. Loree, Arvind Dasari, Jason Willis, Himanish Gothwal, Mena Shaheed, Kulwinder Singh, Hewad Shaheed, Riya Mangal, Shivek Gothwal, Anya Pant,
Michael J. Overman, Scott Kopetz, Kanwal Pratap Singh Raghav; BC Cancer - Vancouver, Vancouver, BC, Canada; The University of Texas MD Anderson Cancer Center,
Houston, TX; Adesh Institute of Medical Science and Research, Bathinda, India; McMaster University, Hamilton, ON, Canada; Government Medical College, Patiala, India;
The University at Buffalo, Buffalo, NY; Texas A&M University, College Station, TX; Episcopal High School, Sugar Land, TX

Background: Patient-derived xenograft models (PDXs) recapitulate tumor characteristics
credibly and have become a standard for preclinical inquiries that form the basis of clinical
trials of novel therapies in oncology. While ample evidence reveals racial/ethnic disparities in
cancer care delivery and clinical research, limited data exists regarding racial composition of
available PDXs. We sought to define the extent of racial/ethnic representation and disparities
among existing PDXs.Methods: Data regarding available PDXs was gathered from the publicly
accessible CancerModels.org website (https://www.cancermodels.org/overview). Seven mem-
bers of the research team were involved in data extraction. Information on race/ethnicity
(White, Black, Hispanic, Asian), sex, age, and cancer type were recorded. The primary objective
was to determine the racial/ethnic composition of PDX models and compare this to racial/
ethnic demographics of cancer patients, for which we used US population-based cancer
estimates calculated using National Cancer Institute’s Surveillance, Epidemiology, and End
Results (SEER Incidence Data, 11/2022 Submission (1975 - 2020), SEER 22 registries). De-
scriptive statistics were used. Proportions were compared using Fischer’s exact test or Chi-
squared tests with Yates’ correction (odds-ratio [OR] and 95% confidence intervals [95%CI] or
Woolf logit interval) were reported. Results: We reviewed 4597 unique PDXs across 33 SEER
cancer sites spanning 11 oncology sub-specialties. Of these, 55% models were derived from
males and age groupswere (years):, 20: 6%; 20-70: 69%and$ 70: 25%.Most commoncancer
sites represented were colorectal (26%), lung (12%), breast (9%), melanoma (9%) and
leukemia (7%). Race/ethnicity was not reported in 3395 (73.9%) cases. Racial/ethnic compo-
sition of the remaining models was Whites (80.9%), Blacks (7.3%), Hispanics (6.4%) and
Asians (5.4%). Compared with their respective proportion of US cancer incidence (69.9%,
10.9%, 13.2% and 5.9%, respectively), these models were over-representative for Whites (OR:
1.82, 95%CI: 1.6-2.1, P , 0.001) and under-represented Blacks (OR: 0.64, 95%CI: 0.5-0.8, P ,

0.001) and Hispanics (OR: 0.45, 95%CI: 0.4-0.6, P , 0.001) but not Asians (OR: 0.89, 95%CI:
0.7-1.2, P = 0.43). Similar trends were seen in subgroups focused by cancer site. Among
colorectal (N = 1201) models, race/ethnicity was reported for 17.2% of cases and Blacks (OR:
0.52; 55.7% of expected; P = 0.014) andHispanics (OR: 0.57; 60.8% of expected; P = 0.015) were
underrepresented compared to Whites (OR: 1.82; 116% of expected; P , 0.001). Conclusions:
Race/ethnicity are infrequently reported for PDXmodels.Minority races/ethnicities (Blacks and
Hispanics) are underrepresented in preclinical models compared to their burden of cancer
incidence. There is a need to develop a diverse repertoire of preclinical models to ensure
inclusivity and guide equitable research. Research Sponsor: None.
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Racial/ethnic inequities in care for patients with advanced endometrial cancer:
What’s structural racism and social determinants of health got to do with it?

Cleo A. Ryals, Gene G. Ho, Khilna Patel, Amy Pierre, Mustafa S. Ascha, Taavy A. Miller, Olive M Mbah; Flatiron Health, New York, NY

Background: Structural racism and social determinants of health (SDOH) have been linked to
inequities in cancer care and outcomes. However, little is known about the contribution of such
factors to care inequities among patients with endometrial cancer, where Black women
experience a nearly two-fold increased risk of death relative to their White counterparts. We
examined the role of structural racism and SDOH in explaining racial/ethnic inequities in care
for patients with advanced endometrial cancer (aEC). Methods: This retrospective study used
the nationwide Flatiron Health electronic health record (EHR)-derived de-identified database,
focusing on patients diagnosed with aEC from January 2013 to September 2023 (follow-up
through December 2023). Outcomes included time-to-treatment initiation, use of immuno-
therapy or targeted therapy, biomarker testing, and clinical trial participation. We estimated a
series of multivariable Cox proportional hazards models assessing racial/ethnic inequities in
outcomes, sequentially adjusting for clinical factors (e.g., age, stage at diagnosis) followed by
structural racism (residential segregation) and SDOH factors (e.g., insurance, practice setting,
area-level vehicle ownership). Results: The cohort included 5,496 patients (2.2% Asian, 14.8%
Black, 5.2% Latinx, 61.4% White, and 16.0% Other/Unknown). Although diagnosed with more
aggressive disease (37% vs. 21% serous carcinoma), Black patients were less likely than White
patients to initiate treatment during follow-up (hazard ratio [HR]=0.91 [95% CI: 0.83-0.99]),
participate in a clinical trial (HR=0.56 [95% CI: 0.38-0.84]), and receive biomarker testing
(HR=0.88 [95% CI: 0.81-0.97]). Compared with their White counterparts, Latinx patients were
less likely to participate in a clinical trial (HR=0.41 [95%CI: 0.19-0.87]). Black-White (HR=0.80
[95%CI: 0.47-1.38]) and Latinx-White (HR=0.71 [95%CI: 0.31-1.60]) inequities in clinical trial
participation were partly explained by structural racism and SDOH factors, while Black-White
inequities in treatment and biomarker testing remained largely unchanged following structural
and social determinants adjustment. We saw no racial/ethnic differences in use of immuno-
therapy or targeted therapy. Conclusions: We observed racial/ethnic inequities in treatment
initiation, biomarker testing, and clinical trial participation among patients with aEC, with
structural racism and SDOH substantially accounting for inequities in trial participation. Thus,
findings from this study suggest that efforts aimed at improving diversity in endometrial
cancer trials, and overall equity in endometrial cancer outcomes, should prioritize mitigating
the structural and social barriers to clinical trial participation. Research Sponsor: Flatiron
Health.
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Exploring health disparities in prostate cancer through circulating tumor DNA
analysis.

Samaneh Maleknia, Sanam Rezaei Benam, Rebecca Hassoun, Nabil Adra, Reza Shahbazi; Indiana University School of Medicine, Indianapolis, IN; Indiana University Simon
Comprehensive Cancer Center, Indianapolis, IN

Background: African American men (AAM) suffer from the highest rates of prostate cancer in
the world. In addition, AAM experience the highest rates of aggressive prostate cancer and
prostate cancer-specific mortality of any ethnic group in the United States [1, 2]. The reasons
behind the increased burden of prostate cancer poor outcomes in AAM remain unresolved. A
large proportion of variation in prostate cancer mortality remains unexplained solely by
epidemiologic risk factors. We investigated genomic differences between AAM and Caucasian
men with metastatic castration resistant prostate cancer (mCRPC) utilizing circulating tumor
DNA (ctDNA) analysis. Methods: AAM and Caucasian men with mCRPC were enrolled in this
study. We collected and analyzed 88 plasma samples, including 66 from Caucasian and 22 from
African American patients, with no significant age difference between the groups. The targeted
sequencing libraries were prepared following the Agilent SureSelect XT HS2 target enrichment
workflow coupled with the SureSelect custom prostate cancer panel (Agilent, Inc.). The final
libraries were sequenced on an Illumina NextSeq 2000 to generate 150 bp paired-end reads.
Results: A total of 88 men with mCRPC were enrolled. About 60% of African American patients
exhibited organ metastasis at the time of diagnosis, while this proportion was 36% for
Caucasian patients and they primarily reported metastasis during relapse. Analyzing 1824
variants in 138 genes meeting inclusion criteria, 281 significant mutations across 88 genes
revealed racial differences. Notably, 29% of these variants were somatic. Approximately 60
cancer-related pathways, tissues, and diseases were identified from these datasets, encom-
passing 59 of our significant genes. Among these associated genes, the prevalence of significant
variants, higher in AAM, exceeds that in Caucasians in 76% of cases. The top genes that have
more contribution in considering pathways are shown (Table). Conclusions: Genomic varia-
tions were observed in ctDNA analysis between African American and Caucasian patients
diagnosed with metastatic castration-resistant prostate cancer. Our findings highlight the
potential inclusion of ctDNA analysis in the clinical assessment of these patients, offering
valuable insights for informed therapeutic decision-making. The top genes with the most
contribution to prostate-related pathways. Research Sponsor: The 100 Voices of Hope;
Showalter Trust; Indiana University Melvin and Bren Simon Comprehensive Cancer Center;
Brown Center for Immunotherapy; Heroes Foundation.

No. Gene

Frequency In
Prostate-Related

Pathways

Number Of Significant
Variants Which are
Higher In AAM

Number Of Significant
Variants Which are Higher

In Caucasian

1 AR 49 1 0
2 KLK3 35 1 0
3 TP53 31 0 2
4 PTEN 30 1 0
5 AKT1 27 5 0
6 CCND1 22 2 0
7 TMPRSS2 22 7 1
8 CTNNB1 21 1 0
9 ERG 20 0 2
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Improving ethnic and racial diversity in biomarker-driven clinical trials: A proof of
conceptwith the BASECAMP-1master prescreening study of patientswith high-risk
solid tumors with human leukocyte antigen-A*02 (HLA-A*02) loss of heterozy-
gosity (LOH).

Caleb Joshua Smith, Diane M. Simeone, Patrick Grierson, Kedar Kirtane, Maria Pia Morelli, Sandip Pravin Patel, Matthew L. Ulrickson, Saurabh Dahiya, Jong Chul Park,
Jennifer M. Specht, Marwan Fakih, Kirstin B. Liechty, Jessica Tebbets, John Sutton Welch, William Y. Go, David G. Maloney, Marcela Valderrama Maus, Eric Wai-Choi Ng,
J. Randolph Hecht; Mayo Clinic, Rochester, MN; NYU Langone Health, New York, NY; Washington University in St. Louis, St. Louis, MO; H. Lee Moffitt Cancer Center and
Research Institute, Tampa, FL; The University of Texas MD Anderson Cancer Center, Houston, TX; University of California, San Diego, San Diego, CA; Banner MD Anderson
Cancer Center, Gilbert, AZ; Stanford University, Stanford, CA; Massachusetts General Hospital, Harvard Medical School, Boston, MA; Fred Hutchinson Cancer Center,
Seattle, WA; City of Hope, Duarte, CA; A2 Biotherapeutics, Inc., Agoura Hills, CA; Massachusetts General Hospital, Boston, MA; David Geffen School of Medicine at
University of California, Los Angeles, Los Angeles, CA

Background:Diversity in clinical studies is essential to address health disparities, but racial and
ethnic minorities are often underrepresented in clinical studies, especially in precision med-
icine studies using genetic data (1). BASECAMP-1 (NCT04981119) is an ongoing prescreening
study to identify patients with unresectable advanced or metastatic solid tumors and tumor-
associated HLA-A*02 LOH for the EVEREST-1 and -2 Tmod chimeric antigen receptor T-cell
therapy trials. When enrollment began in 2021, eligibility for Part 1 was restricted to patients
with germline HLA-A*02:01 based on preclinical data. Additional analysis revealed the blocker
in the Tmod construct had activity across HLA-A*02 subtypes (Mock, et al. Mol Ther Onco-
lytics.2022). Eligibility for Part 1 was then expanded to all HLA-A*02 subtypes, allowing
enrollment of more diverse patient populations. HLA-A*02 allele subtypes vary by ethnicity
and race; the frequency of HLA-A*02:01 is 96% in non-Hispanic Whites, but ranges from 53%
to 73% in other ethnicities and races. The frequency of all other HLA-A*02 allele subtypes
(HLA-A*02:XX) is ,5% in non-Hispanic Whites but up to 66% in other ethnicities and races
(2,3). Methods: Patients eligible for BASECAMP-1 were identified at United States study sites.
All patients screened before January 16, 2024, for Part 1 were included for demographic and
central lab HLA-A typing. The % increase in eligibility and % of heterozygous HLA-A*02
patients with HLA-A*02:XX were calculated by ethnicity and race. Results: A total of 1124
patients were screened for germline HLA-A*02 typing; 431 patients were HLA-A*02:01 het-
erozygous, of whom 37 (9%)were Hispanic, 14 (3%) African American (AA), 2 (,1%) American
Indian or Alaska Native, 17 (4%) Asian or Pacific Islander (API), and 324 (75%) non-Hispanic
White (Table). The eligibility expansion identified 62 patients with HLA-A*02:XX heterozy-
gosity, of whom 6 (10%) were Hispanic, 6 (10%) AA, 19 (31%) API, and 25 (40%) non-Hispanic
White. Conclusions: By expanding enrollment to include HLA-A*02:XX, 16% more Hispanic,
43%more AA, and 112%more API patients were identified, improving the diversity in this trial
comparedwith that of initial enrollment. 1. Aldrighetti, et al. JAMANetwOpen 2021. 2. Ellis, et al.
Human Immunol. 2000. 3. Gragert, et al. Human Immunol.2013. Clinical trial information:
NCT04981119. Research Sponsor: A2 Biotherapeutics, Inc.

BASECAMP-1 Patients screened by ethnicity, race, and heterozygous HLA-A*02 subtype.

Hispanic/
Latino

Race

African
American

American
Indian/ Alaska

Native

Asian/
Pacific
Islander

Non-
Hispanic
White

Unknown/
Other/Not
Specified

Total patients screened, n 96 51 3 85 724 98
HLA-A*02 Type, n 43 20 2 36 349 45
A*02:01 37 14 2 17 324 36
A*02:XX 6 6 0 19 25 9
No HLA-A*02 Type, n 53 31 1 49 375 53
Eligibility increase, % 16 43 0 112 8 25
A*02:XX of total A*02, % 14 30 0 53 7 20
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Unveiling inequities in representation: Racial disparities in supportive care breast
cancer clinical trial enrollment.

Kevin R Reyes, Bryan Hill-Fung Lau, Felicia Tang, Bianca Gardner, Kathleen Cui, Evelin Trejo, Ana I. Velazquez Manana; University of California, San Francisco, San
Francisco, CA

Background: Supportive care is an integral part of breast cancer survivorship care. However,
not much is known if there is adequate representation of racial minorities in supportive care
breast cancer (BC) clinical trials (CTs). Methods: We conducted a systematic review of sup-
portive care CTs for patients with BC using Covidence. A search of clinicaltrials.gov identified
2695 CTs, of which 173 met inclusion criteria. The SEER database was used as a racial
distribution data reference for patients with BC. One-sample proportion tests were performed
to assess adequacy in racial representation among supportive care CTs andby intervention type.
Results:Of 173 supportive care CTs, 133 (77%) trials reported race-specific data. Characteristics
of supportive care CTs based on intervention type and race are shown (Table). Although no
statistically significant differences in frequencies of Black participants in supportive BC CTs
overall were observed compared to the US population (11% vs 12%, p= 0.40), they were
underrepresented in symptom management CTs specifically (8% vs 12%, p= 0.004). When
stratified based on diet/physical activity CTs, Black participants were overrepresented in the
study population (18% vs 11%, p= ,0.001). Asian participants were underrepresented in the
overall study population compared to the US population (5% vs 7%, p= 0.01). However, within
psycho-oncology CTs, there was an overrepresentation of Asian participants in the study
population (21% vs 7%, p = ,0.001). No significant differences in enrollment frequencies of
Black and Asian participants were found in cognitive health, complementary and alternative
medicine, education/communication, and sexual health interventional CTs. Conclusions: Our
findings highlight inadequate representation of Asian participants in supportive care BC CTs
and Black participants in symptommanagement CTs. This study is limited in that ethnicity was
not included in this analysis. Strategies are needed to promote recruitment of diverse in-
dividuals in these settings so that we can more accurately generalize findings from supportive
care BC CTs. Research Sponsor: None.

All Participants

Black
Participants

N(%)
P-Value
(95% C.I.)

Asian
Participants

N(%)
P-Value
(95% C.I.)

Overall 17,496 1,929 (11%) 0.40
(0.10, 0.12)

960 (5%) 0.01
(0.04, 0.06)

Diet/physical activity 3,590 635 (18%) <0.001
(0.15, 0.21)

41 (1%) 0.13
(-0.02, 0.04)

Cognitive health 165 17 (10%) 0.84
(-0.04, 0.24)

9 (5%) 0.80
(-0.09, 0.19)

Symptom management 7,730 649 (8%) 0.004
(0.06, 0.10)

527 (7%) 0.90
(0.05, 0.09)

Psycho-oncology 1,105 65 (6%) 0.16
(0.002, 0.12)

231 (21%) <0.001
(0.16, 0.26)

Complementary and
alternative medicine

1,147 137 (12%) 0.89
(0.07, 0.17)

46 (4%) 0.41
(-0.02, 0.10)

Education / Communication 3,174 373 (12%) 0.82
(0.09, 0.15)

79 (2%) 0.07
(-0.01, 0.05)

Sexual Health 585 53 (9%) 0.55
(0.01, 0.17)

27 (5%) 0.67
(-0.03, 0.13)

SEER NA (12%) NA (7%) NA
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Global disparities in immunotherapy clinical trials: A comprehensive analysis of
low- and middle-income countries over the past decade.

Elen Baloyan, Armen Arzumanyan, Hayk Avagyan, Amalya Sargsyan, Shushan Hovsepyan, Ruzanna Papyan, Mariam Mailyan, Martin Harutyunyan, Liana Safaryan,
Davit Zohrabyan, Hayk Grigoryan, Lilit Harutyunyan, Armen Avagyan, Narek Manukyan, Jemma Arakelyan, Karen Bedirian, Gevorg Tamamyan, Samvel Bardakhchyan;
Immune Oncology Research Institute, Yerevan, Armenia; Yerevan State Medical University, Yerevan, Armenia; Yerevan State Medical University after M. Heratsi, Yerevan,
Armenia; Immune Oncology Research Center, Yerevan, Armenia; Yeolyan Hematology and Oncology Center, Yerevan, Armenia; Nersisyan 7 str., Yerevan, Armenia;
Hematology Center after R. Yeolyan, Yerevan, Armenia; Mikaelyan Institute of Surgery, Yerevan, Armenia; National Center of Oncology, Yerevan, Armenia; City University of
Hong Kong, Hong Kong, China

Background: Immunotherapy (IO) has largely impacted cancer treatment over the last decade,
yet its accessibility and representation in clinical trials remain severely limited in low- and
middle- income countries. We investigated the involvement of these countries in IO cancer
trials, analyzing country-specific rates and influencing factors. Methods: Data was obtained
from clinicaltrials.gov. Advanced search focused on cancer interventional studies from 12/31/
2013 to 01/01/2024 with specific IO treatments. Only completed trials were included. Studies
unrelated to immunotherapy or cancer were excluded. Country trial rates were calculated per
100k population. Statistical analysis used Chi-square test for nominal data. Results: Of 1593
trials, 1282 were included in the final analysis. Of world’s 217 countries and regions (World
Bank) 72 (33.2%) participated in IO cancer trials in the last decade. Zero country from low-
income group was involved in the trials. Only 2.4% (31) of all trials, included lower-middle-
income countries (LMICs). Out of 54 LMICs, only 8 were represented: Ukraine, Philippines,
India, Guatemala, Egypt, Vietnam, Morocco, and Eswatini (Swaziland). Ukraine led this group
with 16 trials, while the remaining 7 were included in less than 10 trials each. Upper-middle-
income countries (UMICs) were included in 21.3% (273) of trials. Out of 54 UMICs, 22 were
involved in the trials; China led this group (174), followed by Russia (69), Brazil (52), Mexico
and Turkey (41 each). Among the top 30 countries with the highest trial participation, none
included LMICs, and only 5 were UMICs. Of 81 high-income countries (HICs) 42 participated in
IO trials. USAwas involved in over 65%of all trials (840), followed by Spain (222), France (193),
and Canada (180). However, population-adjusted rates varied, with European HICs like Latvia
(2.16), Belgium (1.09), Norway (0.87) among 25 other countries, showing higher rates thanUSA
(0.25).Majority of trials done solely in one countrywere also fromUSA (65%), andChina (79%).
A significant link was found between the economic status of participating countries and the
funding source of trials (p,0.00001). Industry funded 28 of 31 (90%) trials in LMICs,
indicating a reliance on industry funding in these regions. Industry favored adult-only over
pediatric-inclusive trials (p,0.0001). Out of 80 trials (6.24%) including children, 22 were
industry-funded. Exclusively pediatric IO trials were only 4 (0.3%) of all IO trials. LMICs
participated in 3.75% (3) of all pediatric-inclusive trials. Conclusions: Countries with low
economic status and children with cancer from both low- and high-income areas are largely
underrepresented in IO cancer trials globally. More inclusive IO trials across age groups and
LMICs are vital to implement trial results in real-world settings and close the care gap. Research
Sponsor: None.
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Decentralized trial recruitment methods to facilitate broad coverage across urban
and rural counties for a blood-based test in early colorectal cancer detection.

Jonathan Cotliar, Gordon Cummins, Muhammad Shaalan Beg, Karolina Kutnik, Yontao Lu, Chuanbo Xu, Lilian C. Lee, Lance Baldo, Aasma Shaukat, Theodore R. Levin;
Science 37, Culver City, CA; Freenome Holdings Inc., South San Francisco, CA; New York University, New York, NY; Kaiser Permanente, Oakland, CA

Background: Based on the 2022 census, 20% of the U.S. population lives in rural areas. Recent
literature suggests that individuals in these areasmay encounter health disparities, potentially
leading to higher mortality from colorectal cancer (CRC) when compared to their urban
counterparts. The PREEMPT CRC is a prospective, multicenter clinical study designed to
validate an investigational blood test (MyTectCRC) intended to provide a convenient and
accessible option for CRC screening. PREEMPT CRC included a decentralized clinical trial
(DCT) site to broaden enrollment from a wider range of geographical areas, including tradi-
tionally underrepresented rural regions. This analysis evaluates demographic characteristics of
participants from rural and urban areas enrolled in two distinct strategies within the DCT sites.
Methods: Eligibility criteria for PREEMPTCRChave been previously described (NCT04369053).
All DCT activities occurred under one clinical study ‘Metasite’, enabled by a multichannel
recruitment strategy that included 1) Direct-to-Participant (DTP) via digital enrollment and 2)
Site-Based (SB) partners who supported the principal investigator by identifying participants
scheduled to receive a screening colonoscopy. Participant zip codes were mapped to local
counties and aligned with either 1) Metropolitan (Urban) or 2) non-Metropolitan (Rural)
counties. Enrolled participants were analyzed for demographics and lifestyle behaviors such
as tobacco, alcohol, and drug use. Results: The DCT site enrolled 12,137 participants, where
7,634 used DTP and 4,503 used SB. Of all DCT participants, 24.4% resided in rural areas. DTP’s
rural population recruitment (27.8%) was double that of the SB (13.5%). The female and male
distribution was similar across the groups. A larger percentage of participants from under-
represented races overall were enrolled fromurban areas; however, therewere some noticeable
trends in the rural population. For participants who resided in rural areas and reported their
race, 12.5% of DTP participants were Black and 1.2% were Asian, compared to 9.6% and 1.2%,
respectively, in SB. For participants in rural areas who reported ethnicity, within DTP, 5.1%
identified as Hispanic/Latinx, compared to 14.3% Hispanic/Latinx in SB. Lifestyle behavior
factors were similar between DTP and SB participants who resided in rural and urban areas.
Conclusions: Through the use of a DCT, the PREEMPT CRC study reached rural areas especially
through DTP methodology. Furthermore, the use of SB versus DTP showed certain shifts in
demographics, these differences highlight the effectiveness of targeted outreach strategies and
reflect the importance for integration of multiple methods and tools to enhance essential
population characteristics across geographical locations. Clinical trial information:
NCT04369053. Research Sponsor: Freenome.
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Assessing survival effects of persistent poverty and payer status in non-elderly
adults with lung or breast cancer.

Kirsten Yuna Eom, Amy J. Davidoff; National Cancer Institute, Rockville, MD

Background: Persistent poverty (PP), defined as area poverty $20% over 30 years has been
associated with increased cancer incidence and worse survival. We examined 1) whether re-
siding in a PP area has larger survival effects than areas with similar contemporary poverty
rates; 2) whether adjusting for sociodemographics and payer status reduces PP effects; and 3)
whether effects differ for relatively poor (lung and bronchus, LCa) vs good prognosis (female
breast; BrCa) cancers. Methods: We used Surveillance, Epidemiology, and End Results (SEER)
data linked to Medicaid and Medicare enrollment records (2007-2013), with census-tract level
indicators for PP and current poverty (CP) as of 2010.We selected adults aged 19-64, diagnosed
with LCa or BrCa. We created a hierarchical poverty status measure (PP, CP.20%, CP 10-20%,
CP ,10%). Primary payer at diagnosis (SEER) was edited using Medicaid and Medicare en-
rollment records. Covariates include patient sociodemographics (including age, race, sex (LCa
only),marital status), rurality, and region.WeusedCoxproportional hazardmodels to estimate
effects of poverty status and payer on survival, starting with a limited Model I (poverty status,
rurality, and cancer stage), adding sociodemographics, region, and diagnosis year (Model II),
plus primary payer (Model III). Results: Among LCa (BrCa) 8.8% (5.3%) of 70,964 (246,405)
patients lived in PP areas, with 19.1% (13.7%) in areas with CP .20%; primary payers included
51.9% (75.0%) private, 28.7% (16.9%) Medicaid, and 3.1% (1.1%) uninsured. For both cancers,
adjusted hazard of death increased with increasing poverty levels; PP areas showed the highest
risk (table). The magnitude of the poverty gradient was smaller for LCa vs BrCa. Adjusting for
sociodemographic measures and primary payer reduced the magnitude of poverty status
effects, particularly for BrCa. Conclusions: We observed significant but distinct associations
of poverty status, including PP, with survival for non-elderly adults with LCa and BrCa. With
better prognosis, BrCa patients have longer exposure to PP, which may increase the impact on
outcomes. Person-level characteristics and health insurance are also key factors affecting care
access and survival. These results highlight the need to consider both area context and personal
socioeconomic characteristicswhen targeting and evaluating interventions to enhance survival
outcomes. Research Sponsor: None.

Adjusted HR, cancer-related deaths, cancers of lung and bronchus, female breast.

LCa Model
I

LCa Model
II

LCa Model
III

BrCa Model
I

BrCa Model
II

BrCa Model
III

Poverty, CP <10% (ref) - - - - - -
CP 10-20% 1.16* 1.12* 1.09* 1.28* 1.19* 1.12*
CP >20% 1.26* 1.22* 1.16* 1.57* 1.34* 1.19*
PP 1.29* 1.25* 1.18* 1.73* 1.44* 1.25*
Private Payer, Private
(ref)

- -

Medicaid 0.99 1.44*
Medicare-Dual 1.06# 2.13*
Uninsured 0.91 0.84^

*p,0.001 #p,0.01 ^p,0.05.
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The effect of a multilevel community health worker-led intervention on patient
knowledge and receipt of precision medicine: Updated findings from a randomized
clinical trial.

Emily Hayes Wood, Gladys M. Rodriguez, Gerardo Villicana, Lesly Lopez Guzman, Jajaira Reynaga, Cynthia C Perez, Chardria Trotter, Zachary M. Koontz, Manali I. Patel;
Division of Oncology, Stanford University School of Medicine, Stanford, CA; Northwestern, Chicago, IL; Pacific Cancer Care, Monterey, CA; Ravenswood Family Health
Center, Palo Alto, CA; Stanford University - School of Medicine, Palo Alto, CA

Background: Inequitable access to precision medicine limits its impact. To address disparities,
we co-developed a 2-part multi-level intervention with community stakeholders, called the
Addressing Latinx CANcer Care Equity Study (NCT04843332). The intervention was designed
for low-income and Latinx adults with cancer in rural Monterey County, California. We pro-
vided annual training for clinicians about testing guidelines and precisionmedicine disparities.
Trained community health workers educated patients about precision medicine and encour-
aged them to raise the topicwith their oncologist.We testedwhether the intervention improved
patient knowledge and receipt of precision medicine. Methods: Patients with newly diagnosed
or recurrent cancer, age $ 18 years, able to consent in English or Spanish, and who self-
identified as a racial and ethnic minority OR low-income status OR were insured by public or
agricultural company insuranceORuninsured and receiving cancer care at Pacific Cancer Care, a
rural community oncology practice in Monterey County, were randomized 1:1 to usual care
(control group) or usual care augmented with the multi-level intervention for 12 months
(intervention group). The primary outcome was whether the multilevel intervention could
increase patient knowledge of precisionmedicine using a validated 6-question survey from the
time of enrollment (baseline) to 6 months post-enrollment between groups. A secondary
outcome was the receipt of precision medicine. Patients were followed for 12 months. Results:
110 participants were randomized; 70% (n = 67) reported Spanish as their primary language;
81% (n = 89) identified as Hispanic. The median age was 55 years (55.46 14.3, mean6 SD); the
majority had annual household incomes (USD) # $34,999 (59.0%, n = 46); the majority
obtained a high school diploma/GED or less (67.3%, n = 74). Most had gastrointestinal
(35.5%, n = 39) and breast (24.5%, n = 27) cancers and were diagnosed with stage 3 or 4
(64.5%, n = 71) disease. Precision medicine knowledge was low at baseline across both the
control and intervention groups (23.5 6 19.3 versus 23.0 6 17.7, respectively). Intervention
group participants had greater precision medicine knowledge at 6 months (39.2 6 23.0) than
control group participants (24.2 6 20.0) with a greater increase in knowledge over time than
control group participants (p , 0.001).More intervention group participants (n=46, 79.3%)
received precisionmedicine testing than control (n=34, 60.7%). Across bothgroups, 26of those
tested had an actionablemutation. Of those 26, 66.7% (n=6of 9) in the control group and94.1%
(n=16 of 17) in the intervention group received targeted therapy (p=0.065). Conclusions: CHW-
facilitated interventions may reduce disparities in precision medicine cancer care. Clinical trial
information: NCT04843332. Research Sponsor: None.

CARE DELIVERY/MODELS OF CARE

http://www.clinicaltrials.gov/ct2/show/NCT04843332


1610 Poster Session

Role of social determinants burden on outcomes and survival for AYAs with cancer.

Michael Daunov, Jamie Abraham Perez, Jennifer Cullen, Rachel A. Egler, Kate Daunov; University Hospitals Cleveland Medical Center, Cleveland, OH; University Hospitals
Center for Clinical Research, Cleveland, OH; Case Western Reserve University School of Medicine, Cleveland, OH; Angie Fowler Chair in Adolescent & Young Adult Cancer
Research, Angie Fowler AYA Cancer Institute, UH Rainbow Babies & Children’s Hospital, Cleveland, OH; University Hospitals, Cleveland, OH

Background: Health care utilization and survival are correlated with social determinants of
health (SDoH). Minimal data exists on the impact of SDoH within AYA Oncology. Methods:
TriNetX, a de-identified healthcare research database retrospectively examined presence of
SDoH billing codes among AYA cancer patients at various time points. Three cohorts were
evaluated: ages ,15, 15-39, .39. Cox proportional hazards regression was used to assess
predictors of SDoH burden and survival in AYAs. Results: Baseline demographics were similar
across cohorts. AYAs had higher baseline SDoH (25811, 5.2%) compared to ,15 (3913, 2.9%)
and .39 (58237, 1.8%). After diagnosis, AYAs had greater incidence of SDoH burden at 1y (OR
1.86 vs ,15, 2.71 vs .39), 3y (OR 1.79 vs ,15, 2.63 vs .39), and 5y (OR 1.8 vs ,15, 2.5 vs .39).
AYAs with any SDoH had higher occurrences of ED (OR 2.51) and ICU visits (OR 1.94). Within
AYAs, baseline SDoH code was most prevalent in 30-39 age group, males, Hawaiian/Pacific
Islanders, and lung cancers. The most common SDoH code in AYAs at diagnosis was home-
lessness at 57.8%. In a multivariate analysis examining incidence of SDoH in AYAs, positive
associations were age 30-39; 1.95 (1.61-2.37), males; 1.49 (1.36-1.63), American Indian/Alaska
Native; 4.44 (3.12-6.31), and presence of SDoH at diagnosis; 83.0 (71.6-96.3). Mortality in AYAs
was associated with age 30-39; 1.81 (1.72-1.91), males; 1.58 (1.54-1.63), unknown race; 1.53
(1.48-1.58), and CNS tumors; 1.15 (1.06-1.25). Conclusions: AYAs with cancer have a high
prevalence of SDoH burden at diagnosis and acquired. Within AYAs, age 30-39, males, and
minority populations were most likely to acquire a SDoH code and have worse survival. The
strongest association with both incidence of SDoH burden and mortality was a SDoH code at
diagnosis. Research Sponsor: None.

SDoH Outcome Mortality Outcome

Characteristic HR 95% CI p-value HR 95% CI p-value

Age
15-19 — — — —
20-29 1.81 1.48, 2.21 ,0.001 1.24 1.17, 1.31 ,0.001
30-39 1.95 1.61, 2.37 ,0.001 1.81 1.72, 1.91 ,0.001
Sex
F — — — —
M 1.49 1.36, 1.63 ,0.001 1.58 1.54, 1.63 ,0.001
Race
White — — — —
American Indian or
Alaska Native

4.44 3.12, 6.31 ,0.001 1.33 1.07, 1.66 0.011

Asian 0.54 0.40, 0.72 ,0.001 0.53 0.48, 0.58 ,0.001
Black or African American 2.31 2.08, 2.58 ,0.001 1.41 1.35, 1.47 ,0.001
Native Hawaiian or
Other Pacific Islander

2.49 1.71, 3.63 ,0.001 0.9 0.71, 1.14 0.365

Unknown 0.69 0.61, 0.79 ,0.001 1.53 1.48, 1.58 ,0.001
Cancer type
Respiratory — — — —
Bone and Tissue 1.01 0.75, 1.38 0.929 0.93 0.85, 1.02 0.12
Breast 0.77 0.57, 1.04 0.088 0.5 0.45, 0.55 ,0.001
CNS 0.85 0.63, 1.13 0.262 1.15 1.06, 1.25 ,0.001
GI 1.28 0.97, 1.68 0.083 1.08 0.99, 1.17 0.068
GU 0.83 0.64, 1.09 0.181 0.37 0.34, 0.40 ,0.001
Head and Neck 0.51 0.38, 0.68 ,0.001 0.16 0.14, 0.18 ,0.001
Lymphoid 1.04 0.80, 1.35 0.795 1.03 0.96, 1.12 0.388
Skin 0.45 0.34, 0.61 ,0.001 0.16 0.14, 0.18 ,0.001
Undefined 1.02 0.76, 1.39 0.875 0.73 0.67, 0.81 ,0.001
Prior SDoH 83.0 71.6, 96.3 ,0.001 1.91 1.51, 2.43 ,0.001
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Colorectal cancer and the heart: Uncovering the beat of racial disparities in MACCE.

Kanishka Uttam Chandani, Siddharth Pravin Agrawal, Maharshi Raval, Sajid Siddiq, Ahmed Nadeem, Ashish V. Chintakuntlawar; Landmark Medical Center, Woonsocket, RI;
New York Medical College, Valhalla, NY; Department of Oncology, Mayo Clinic, Rochester, MN

Background:Due to its highprevalence, colorectal cancer (CRC) forms a considerable burdenon
the healthcare system. Advancements in treatment modalities like immunotherapy have led to
significant improvement in the 5-year survival. This, along with the cardiotoxic therapy
regimens results in a remarkable incidence ofmajor cardiovascular and cerebrovascular events
(MACCE). Thus, it becomes imperative to address the intricacies of factors including racial
disparities in MACCE, as these aid with facilitating equitable management of all CRC patients.
Methods: Using ICD-10 codes, patients with CRC were identified from National Inpatient
Sample 2019 database. We included all-cause in-hospital mortality (ACIHM), acutemyocardial
infarction (AMI), atrial fibrillation (AF), cerebrovascular accident (CVA), and sudden cardiac
death (SCD) as MACCE for the outcomes. Baseline characteristics including demographics,
comorbidities; and MACCE outcomes were studied using chi-square for categorical or ANOVA
for continuous data (statistical significance determined as p-value , 0.05) and results were
stratified based on patient’s races. Results: A total sample patient population of 171,695
patients with a diagnosis of CRC were identified of which 70.71% (121,410) were White,
13.85% (23,790) were Black, 9.15% (15,720) were Hispanic, 3.23% (5,555) were Asian/Pacific
Islander, 0.5% (840) were Native American, and 2.55% (4380) belonged to Other races. Sub-
stantial differences in the prevalence of comorbidities were noted with hypertension (46.32%)
and renal failure (24.74%) being more common in Black patients, diabetes mellitus (37.5%) in
Native American patients, and dyslipidemia (37.89%) inWhite patients. Upon comparisonwith
White patients, the ACIHM was higher in Black patients with adjusted odds ratio (aOR) of 1.23
(95% CI 1.057-1.432, p = 0.007) and Asian/Pacific Islander patients with aOR of 1.359 (1.014-
1.823, p = 0.04).While AMIwas found to be lower in all races, as compared toWhite patients, AF
was remarkably higher in all races. CVA was higher in Black patients as compared to White
patients with aOR of 1.626 (95% CI 1.401-1.886, p , 0.001). SCD was substantially higher in
Black patients with aOR 2.059 (95% CI 1.478-2.869, p , 0.001), and in Hispanic patients with
aOR 1.743 (95% CI 1.1-2.761, p = 0.018), when compared to White patients. Conclusions: The
study noted higher prevalence of MACCE across the board with poorer outcomes in non-White
populations, which highlights the urgent need for resource allocation to improve outcomes.
This has to be done in pre and post cancer treatment patients, especially in high risk pop-
ulations. Additionally, the role of cardio-oncology service at every stage ofmanagement of CRC
appears to be crucial. Research Sponsor: None.
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Association of socioeconomic status with aggressive end-of-life care in patients
with cancer before and during the COVID-19 pandemic.

Javaid Iqbal, Rahim Moineddin, Robert A Fowler, Christopher M. Booth, James Downar, Jenny Lau, Lisa Le, Gary Rodin, Hsien Seow, Peter Tanuseputro, Craig Earle,
Kieran L Quinn, Monika K. Krzyzanowska, Breffni Hannon, Camilla Zimmermann; University Health Network (UHN), Toronto, ON, Canada; University of Toronto, Toronto, ON,
Canada; Queen’s University, Kingston, ON, Canada; Division of Palliative Care, Department of Medicine, University of Ottawa, Ottawa, ON, Canada; Princess Margaret Cancer
Centre, Toronto, ON, Canada; Department of Biostatistics, University Health Network, Toronto, ON, Canada; McMaster University, Department of Oncology, Hamilton, ON,
Canada; Department of Medicine, University of Ottawa, Ottawa, ON, Canada; Odette Cancer Centre, Sunnybrook Health Sciences Centre, Toronto, ON, Canada; Mount Sinai
Hospital, Toronto, ON, Canada; Division of Medical Oncology & Haematology, Princess Margaret Cancer Centre, UHN, Toronto, ON, Canada

Background: Aggressive care near the end-of-life (EOL) reflects poor quality of cancer care.We
examined the association between trends in aggressive EOL cancer care and socioeconomic
status (SES) before and during the COVID-19 pandemic.Methods:We conducted a population-
based cohort study of adults diagnosed with cancer who died from 03/16/2015 to 03/15/2020
(pre-COVID-19 period) and from 03/16/2020 to 03/15/2021 (COVID-19 period). Aggressive EOL
care was defined as a composite outcome of percentage (%) of patients with systemic anti-
cancer therapy (SACT) use, .1 ED visit, .1 hospitalization, or $1 ICU admission in the last
30 days of life. We conducted an interrupted time series analysis using segmented linear
regression, estimating monthly trends before, at the start of, and during the first year of
the pandemic. Analyses were stratified by SES, based on area-level material deprivation
quintiles (Q1, least; Q3, intermediate; Q5, most deprived). Results: Of 173,915 decedents with
cancer (mean [SD] age 72.1 [12.5] years; females 45.9%), 59,613 (34.3% [95% CI, 34.1-34.5])
had aggressive EOL care; 10.3% (10.2-10.5) received SACT, 14.0% (13.8-14.2) had .1 ED visit,
10.3% (10.2-10.5) .1 hospitalization, and 13.4% (13.2-13.5)$1 ICU admission within 30 days of
death. During the course of the pre-COVID-19 period, patients in Q1 (33.5% [33.0-34.1]) were
less likely to receive aggressive care at the EOL than those in Q3 (34.1% [33.5-34.6]) or Q5
(34.8%, 95% CI, 34.3-35.3). Specifically, patients in Q1 were less likely to have ED visits (Q1,
12.9% vs Q3, 14.2% vs Q5, 14.9%), and hospitalizations (9.7% vs 10.3% vs 10.6%) than Q3 and
Q5, and less likely to have ICU admissions than Q5 (13.1 vs 13.0% vs 14.4%); however, they were
more likely to receive SACT at EOL (11.1% vs 9.9% vs 9.1%). During the pre-COVID-19 period,
aggressive care increased by 0.032% (95% CI, 0.026-0.038, P, 0.0001) monthly; this increase
was significant in Q1 (P = 0.002)but not in Q3 (P = 0.31) or Q5 (P = 0.21). Within Q1, there was a
pre-COVID-19 increase in EOL SACT use (P , 0.0001)and ED visits (P = 0.04) but not inhos-
pitalizations and ICU admissions. In March 2020, aggressiveness of care decreased by 2.37%
(95%CI, -2.98 to -1.76, P = 0.0002), whichwas significant in Q5 (P = 0.04), but not Q1 (P = 0.07)
or Q3 (P = 0.81). Within Q5, there was a decrease in EOL ED visits (P = 0.0008) but not in SACT
use, hospitalizations, or ICU admissions. Conclusions: More than one third of adults with
advanced cancer received aggressive EOL care, which increased in the 5 years prior to COVID-19
pandemic and was attenuated at its onset. Indicators of aggressive care differed by SES, with
greatest SACT use in those with highest SES and greatest hospital services use in those with
lowest SES. Measures to reduce aggressiveness of care should take into account disparities
related to SES. Research Sponsor: Canadian Institutes of Health Research; Canada Graduate
Scholarship (Doctoral); Peterborough KM Hunter Charitable Foundation.
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The impacts of area-level social deprivation on overall survival in patients receiving
immune-checkpoint inhibitors (ICI) treatments: A retrospective cohort study.

Mohamed I. Elsaid, Alexa Simon Meara, Dwight Hall Owen, Aditi Shendre, Lang Li, Chyke Doubeni, Electra D. Paskett; The Ohio State University Wexner Medical Center and
Comprehensive Cancer Center, Columbus, OH; The Ohio State University Comprehensive Cancer Center, Columbus, OH; Department of Biomedical Informatics, The Ohio
State University, Columbus, OH; Department of Biomedical Informatics, The Ohio State University College of Medicine, Columbus, OH; The Ohio State University College of
Medicine, Columbus, OH

Background: Despite recent advancements in ICI therapy, disparities in treatment outcomes
persist, potentially influenced by social factors. We investigated the association between Area-
level social deprivation (ALSD) and overall survival in patients treated with ICIs, aiming to
uncover the potential socioeconomic barriers to effective cancer care. Methods: The study
included newly diagnosed solid or liquid tumor patients treated with ICIs between 2012 and
2020 at the Ohio State University Comprehensive Cancer Center. Socioeconomic deprivation
was defined using the Social Deprivation Index (SDI), a validated measure of disadvantage
across small areas using seven components related to demographic and household character-
istics. A high ALSD was defined as an SDI score above the sample’s third quartile. Crude and
Adjusted Cox proportional models with robust variance to account for group clustering were
used to examine the association between overall survival and ALSD. We also examined the
relationship between all-causemortality and each of the seven components of ALSD.Results:A
total of 3,317 patientswere included in the studywith amedian age of 62 years, 59.1%males and
89%White non-Hispanics. An estimated 30.7% of patients had lung cancer, 16.3%melanoma,
and 10.8% head and neck cancer. Type of cancer was significantly associated with deprivation
states (P ,0.001). The median (interquartile range) survival time for all participants was 10.3
(3.7–22.3) months. The high ALSD group had 440/800 (55.0%) deaths over 10,999.0 person-
years reported, while the low ALSD group had 1275/2517 (50.7%) deaths over 40,994.8 person-
years reported – risk ratio of 1.29 (95% CI: 1.15–1.43). High ALSD was significantly associated
with a higher risk of all-cause: the crude risk of all-causemortality was 21%higher for patients
in the high vs. low ALSD groups [HR: 1.21; 95%CI: 1.08–1.36]. In the fully adjustedmodels, high
ALSDwas associated with an 18% higher risk of all-cause mortality [adjusted HR: 1.18; 95% CI:
1.06–1.33] compared to low ALSD. In a sub-analysis, we limited our cohort to patients un-
dergoing immunotherapy as first-line treatment, and low ALSD remained a significant pre-
dictor of increased risk of all-cause mortality. Area-level poverty and residing in areas with
higher percentages of rented housing were the main drivers of the increased risk of all-cause
mortality in patients residing in high ALSD areas. Conclusions: Patients from areas with higher
levels of social deprivation had a significantly higher risk of all-causemortality compared with
their counterparts in less deprived areas. Addressing adverse social factors could expand the
benefits of ICIs for everyone and help reduce disparities in cancer care. Future strategies should
consider social interventions to advance equitable healthcare outcomes for all cancer patients.
Research Sponsor: None.
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Predicting therapeutic clinical trial enrollment for underrepresented patients in
neuro-oncology using supervised machine learning.

Mulki Mehari, Gayathri Warrier, Abraham Dada, Aymen Kabir, Ugonma Nnenna Chukwueke, Alyx B. Porter, Shawn L. Hervey-Jumper; University of California, San Francisco,
San Francisco, CA; University of California, San Francisco, School of Medicine, San Francisco, CA; Dana-Farber Cancer Institute, Boston, MA; Mayo Clinic, Phoenix, AZ

Background: Despite the unique ability of machine learning (ML) techniques to uncover
complex interactive effects in datasets, studies exploring predictors of clinical trial enrollment
have largely used standard statisticalmethods to discern associations. Furthermore, there have
been limited applications of ML to close existing disparities in clinical trial enrollment of
underrepresented patients in neuro-oncology. This study aims to use supervised machine
learning to define and validate primary contributors of therapeutic clinical trial enrollment for
a) all patients, b) women and c) NIH-designated minority patients with low- and high-grade
glioma. Methods: Adult glioma patients who received care from the UCSF Brain Tumor Center
between 1997- 2017 were identified in a prospective registry. Bootstrap forest (BF) and Re-
cursive Partitioning (RP) models were created by randomly dividing patients in a 70/30 split
into development (DEV) and validation (VAL) cohorts among all patients, women, and NIH-
designated minority patients, separately. Model performance was assessed using the area
under the curve (AUC) in the DEV and VAL cohorts. Results: Among 1042 patients, 350 patients
(33.6%) enrolled in a therapeutic clinical trial. There were 445 women (42.7%), of which 144
(32.4%) enrolled, and 141 minority patients (13.5%), of which 39 (27.7%) enrolled. For all
patients, in order of decreasing influence, the BF model selected median neighborhood
household income, age, neighborhood poverty level, distance from hospital, tumor location,
tumor volume, treatment with chemotherapy, occupation, KPS, insurance status, employment
status, seizure at presentation, and volumetric extent of resection (EOR) to predict trial
enrollment (DEV AUC: 0.984; VAL AUC: 0.746). For women, the BF model selected distance
from hospital, age, household income, neighborhood poverty level, tumor location, treatment
with chemotherapy, andKPS for trial prediction (DEVAUC: 0.972; VALAUC: 0.746), whereas for
minority patients, the BFmodel selected neighborhood poverty level, age, occupation, distance
from hospital, tumor volume, insurance status, employment status, and EOR to predict trial
enrollment (DEV AUC: 0.9830; VAL AUC: 0.769). The RP model for women designated those
with non-White race as less likely to enroll (DEV AUC: 0.735; VAL AUC: 0.665) while the RP
model for minority patients characterized those who preferred a non-English language or who
were divorced or widowed as less likely to enroll (DEV AUC: 0.775; VAL AUC: 0.601).
Conclusions: Supervised machine learning models achieved similar predictive performance
among patient subgroups, while uncovering interactions between gender identity, minority
status, and sociodemographic variables. These findings can guide targeted recruiting efforts to
advance equitable trial enrollment for women and minorities. Research Sponsor: None.
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Disparities in breast cancer prevention initiatives at a comprehensive cancer center:
Who are we serving?

Savannah Phipps, Manjari Lokender, Kali Konstantinopoulos, Bailey Johnson, Jane Ambro, Sandra K. Althouse, Tarah Jean Ballinger; Indiana University School of Medicine,
Indianapolis, IN; Indiana University Health, Indianapolis, IN; Indiana University Simon Comprehensive Cancer Center, Indianapolis, IN

Background: Despite advances in personalized breast cancer risk assessment and screening,
populations at highest risk for cancer-related mortality are often excluded. At the IU Simon
Comprehensive Cancer Center, a high-risk screening program (HRSP) identifies and serves
women at increased risk of breast cancer. Risk assessment using Tyrer Cuzick v.8 and Gail
models is performed in mammography; women at increased risk are navigated to a clinic
appointment to discuss individualized screening and prevention services including MRI,
chemoprevention, and/or genetic testing. We hypothesize gaps in the demographic and
socioeconomic (SES) characteristics of women seen for a HRSP appointment, compared to
women receiving a cancer diagnosis at the same mammography sites. Methods: Retrospective
reviewwas performed of womenwhomet criteria for the HRSP (age#65 and Gail 5 yr risk$3%
or TC v.8 10-yr risk $8%, or recommended by the radiologist) and subsequently accepted,
scheduled, and attended an appointment from 6/2020 to 6/2022 (n=233). This population was
compared to women who were diagnosed with breast cancer at the same clinical sites over the
same dates, without history of being evaluated in the HRSP. Age was restricted to#65 tomatch
the HRSP population (n=685). Zip codes were used to calculate area-based SES by median
household income and percent poverty. CDC social vulnerability index (SVI) was evaluated
using the U.S. Census Bureau and American Community Survey (0=least vulnerable, 1=most
vulnerable). Comparisons across groups by age, race, insurance status, area SES and SVI were
made using theWilcoxon or Chi-square test.Results:Cancer caseswere significantly older than
those attending the HRSP (median age 54 vs 49 p, 0.001). Black patients represented 19.4% of
participants diagnosed with cancer, versus 10.8% of participants attending the HRSP
(p=0.0032). There was also a disparity in insurance coverage, with 83.8% of women seen in
the HRSP being privately insured, versus 75.6% of women diagnosed with cancer (p=0.011).
There was no statistical difference in SVI (0.64 vs 0.66 p=0.11) or area poverty rate (11.2 vs 12.0
p=0.26) between the groups; cancer cases came from areas with lower household income
(69,611 vs 73,165 p=0.04). Conclusions: Women seen in the HRSP were more likely to be
younger, White, privately insured, and from an area with higher household income, compared
to women diagnosed with cancer in the same health system at the same mammography sites.
This highlights disparities in access to individualized breast cancer interception such as
chemoprevention, high-risk screening, and genetic testing, which may further existing dis-
parities in breast cancer-related mortality based on race and SES. Further studies will in-
vestigate barriers andmotivators to personalized breast cancer prevention in high-risk groups,
and utilize community partnerships to develop equitable interventions. Research Sponsor:
Catherine Peachey Fund.
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Exploring disparities in palliative care utilization among hospitalized patients with
hepatocellular carcinoma: A retrospective cohort study.

Rahman Adesoji Olusoji, Enoch Abbey, Meena Ahluwalia; Harlem Hospital Center, New York, NY

Background: Hepatocellular carcinoma is one of the common gastrointestinal cancers, and its
advanced stage requires palliative care due to its inferior prognosis andmortality. Palliative care
significantly improves the burden of HCC on patients and the healthcare system. Despite the
evidence of its use, reported utilization could have been better. This study aims to investigate
the disparities in utilization of palliative care in hospitalized patients with HCC and examine
related factors. Methods: This retrospective cohort study used data from the 2018-2020
National Inpatient Sample (NIS) database. Patients aged 18 or above with hepatocellular
carcinoma were studied to determine how their utilization of palliative care varied based on
their race and other identifiable risk factors. Palliative care utilization encompasses palliative
care/ comfort care or under the care of a palliative care physician or referral.We examined these
patients’ demographics, All Patient Refined Diagnosis Related Group (APR-DRG) risk of
mortality, and their relationship with palliative care utilization. Results: This study identified
128,140 patients with hepatocellular carcinoma (HCC), of whom 26,730 (20.9%) had utilized
palliative care. The majority of study participants were White and male. The palliative care
utilization (PCU) group comprised mainly White patients, with 50% of the group having
extreme APR-DRG risk of mortality. Compared to Whites, Blacks had increased odds of
palliative care utilization in both unadjusted (OR=1.08; 95%CI: 0.99-1.18) and adjustedmodels
(aOR=1.11; 95%CI: 1.01-1.22).Hispanics had reduced odds in bothunadjusted (OR=0.83; 95%CI:
0.75-0.91) and adjusted models (aOR=0.84; 95% CI: 0.76-0.93). Moreover, over 50% of study
participants were in large, bed-sized hospitals and on Medicare insurance. Conclusions: Our
study showed significant disparities in palliative care utilization among hospitalized patients
with hepatocellular carcinoma. While the majority of patients were White and male, Black
patients had increased odds of palliative care utilization, and Hispanics had reduced odds.
Additionally, patients in large, bed-sized hospitals and on Medicare insurance comprised over
50%of the study population. The racial disparities in utilizationmight stem fromdifferences in
socio-cultural beliefs and practices alongside other factors. Efforts are needed to address these
disparities and ensure equitable care for all patients, particularly vulnerable populations.
Further research and quality improvement initiatives are essential to explore and address
these disparities and contributing factors, enhancing outcomes for patientswithHCC. Research
Sponsor: None.
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Association of single nucleotide polymorphisms (SNPs) in inflammatory pathways
with breast cancer (BC) risk: A multi-ethnic scoping review.

Erina Quinn, Ruth C. Carlos; Massachusetts General Hospital, Boston, MA; University of Michigan, Ann Arbor, MI

Background: Breast cancer is themost prevalent cancer affecting women of every ethnic group
in the United States. This is a scoping review assessing SNPs in inflammatory pathways posited
to modify BC risk by ethnicity. Methods: We followed PRISMA guidelines for scoping reviews.
PubMed, Medline, and OVID databases were interrogated for publications between 1/2000-12/
2023 using search terms “breast cancer” AND [BMI OR “bodymass index”OR elevated BMI OR
obesity] AND [SNPOR“single nucleotide polymorphism”ORpolymorphismORmutation] AND
[inflammation OR cytokines OR IL-1 OR IL-2 OR IL-4 OR IL-6 OR IL-8 OR IL-10 OR IL-12 OR
TNF-A or TGFB OR CRP] AND [Asian, Black or Hispanic]. A single reviewer assessed 72 unique
publications and determined that 42 met inclusion criteria. Two reviewers extracted the
following data: demographics, SNP, number of cases and controls by ethnicity. Disagreements
were resolved by consensus with a third reviewer. Results: Data were extractable from 42
studies, all case controls. In analyses stratified by ethnicity, we detected effects of SNPs on BC
risk (Table). IL-1b rs1143634 and IL-10 (1082 A/G) had a significantly increased BC risk in Asian
populations but insignificant in white populations. There were minimal publications for Black
and Hispanic populations. Conclusions: The association of inflammatory SNPs and BC risk is
complex and can be both protective and predisposing to BC, with ethnicity modifying SNP risk.
Future research can be directed at assessment of SNPs and BC risk in diverse populations.
Research Sponsor: None.

Author Year Country Ethnicity Gene SNP
Normal
Allele

Abnormal
Allele

Odds
Ratio

Confidence
Interval P Value

Lee et al. 2006 Korea Asian IL-
1b-
31C/
T

TC CC -0.305 (-0.603–
0.006)

Pooja 2012 India Asian IL-1b rs1143634 TC CC 0.901 (0.292-
1.509)

AL-Eitan et al. 2020 Jordan Asian IL-1b rs1143634 TC CC 1.531 (0.858-
2.203)

0.00001

Hefler et al. 2005 Germany White IL-1b rs1143634 TC CC 0.039 (-0.441 -
0.519)

Kaarvatn et al. 2012 Croatia White IL-1b rs1143634 TC CC -0.363 (-0.733 -
0.007)

0.1938

Scola 2006 Italy White IL10 1082 A/G AC AA 0.239 (-0.405-
0.883)

Smith et al. 2004 UK White IL10 1082 A/G AC AA -0.364 (-0.914-
0.185)

Balasubramanian 2006 UK White IL10 1082 A/G AC AA -0.044 (-0.349-
0.261)

Gonullu 2007 Turkey White IL10 1082 A/G AC AA 1.353 (0.231-
2.475)

Onay et al. 2006 Canada White IL10 1082 A/G AC AA 0.228 (-0.114-
0.570)

Guzowski 2005 USA White IL10 1082 A/G AC AA 0.742 (-0.384-
1.868)

0.066

Tian 2017 China Asian IL10 1082 A/G AC AA -0.079 (-1.311–
0.269)

Li et al. 2014 China Asian IL10 1082 A/G AC AA 1.235 (0.132-
2.337)

Pooja 2012 India Asian IL10 1082 A/G AC AA 0.276 (-0.167-
0.719)

Kong 2010 China Asian IL10 1082 A/G AC AA -0.188 (-0.707-
0.331)

Abdolrahim-
Zadeh

2005 Iran Asian IL10 1082 A/G AC AA 0.13 (-0.220-
0.480)

Atoum 2016 Jordan Asian IL10 1082 A/G AC AA -0.409 (-0.933-
0.114)

Vinod et al 2015 India Asian IL10 1082 A/G AC AA -1.049 (-1.579
–0.519)

0.000001
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1618 Poster Session

A nationwide analysis of demographic and treatment patterns in admissions for
malignant pleural effusions from 2016-2020.

Lina James George, Ekrem Turk, Youjin Oh, Alejandro Vallejo, Angelo Caputi, Shweta Gupta; John H. Stroger, Jr. Hospital of Cook County, Chicago, IL; John H. Stroger Jr.
Hospital of Cook County, Chicago, IL; John H Stroger, Jr. Hospital of Cook County, Chicago, IL

Background:Malignant pleural effusions are an indicator of metastatic malignancy, with poor
survival andneed for palliative procedures to alleviate symptoms. Our study aims to identify the
disparities in the utilization of these procedures and their effects on hospitalization outcomes.
Methods:TheNationwide Inpatient Sample (NIS)was used to identify all adult hospitalizations
with malignant pleural effusion (MPL) between the years 2016-2020. We studied patient
demographics and treatment modalities during admission. The study’s primary outcome
measure was to identify the difference in the total length of stay (LOS) and total healthcare
cost (THC)incurred during admission. The secondary outcome was mortality rates among
patients undergoing these procedures. Statistical analysis was done using multivariate linear
and logistic regressionmodels. Results: A total of 439,245 admissions for MPL were identified,
constituting 0.2% of all U.S. admissions. Among these, 59.6% were females and mean age was
67.3 years. There were 68%Whites, 15% Blacks, 8%Hispanics, 4% Asians or Pacific Islanders,
0.4% Native Americans, and 2.9% others. About 61% had Medicare, 11.2% Medicaid, 25.7%
Private insurance, and 1.9% Self-pay. Most admissions occurred in teaching hospitals (76.3%),
urban settings (94.5%), and hospitals with larger bed strength (56.1%). The most common
primary admission diagnosis was sepsis (8.3%). Themost common primarymalignancies were
Lung (39.9%), breast (27.9%), gastrointestinal (9%), and hematopoietic malignancies (7.1%).
We studied rates of thoracocentesis, Pleurodesis, Decortication, and intrapleural chemother-
apy. The mean LOS and THC increased in admissions where procedures were performed,
highest for decortication (12.1 days, p,0.01). However, the odds of death in hospitals signif-
icantly reduced. When compared to primary lung cancer causing malignant effusions, primary
G.I., renal, urinary, and upper aerodigestive malignancies with MPL had significantly higher
mortality rates (p,0.05). Disparities were observed in procedures performed, with women
having 29% lower odds of undergoing decortication (p,0.001). African Americans had lower
odds of undergoing any procedures for MPL when adjusted for age, sex insurance status,
compared to whites. Teaching hospitals had 10.9 times higher odds of performing thoraco-
centesis but lower odds of performing pleurodesis and decortication (p,0.05). Conclusions:
This investigation provides insights into the favorable impact of invasive procedures on in-
hospital mortality for malignant pleural effusions, suggesting a possibility that patients with
better performance status underwent such interventions. We also noted racial and sex-based
disparities in the performance of these procedures. Further studies are essential to identify the
reasons for this disparity to help promote equitable care. Research Sponsor: None.
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Challenges and solutions to recruiting diverse populations to oncology clinical
trials: A mixed-methods study of clinical research coordinators.

Ana I. Velazquez Manana, Evelin Trejo, Sorbarikor Piawah, Celia Kaplan; University of California, San Francisco, San Francisco, CA

Background: Multiple barriers limit the enrollment of diverse populations in oncology clinical
trials (CTs). A review of our institutional CTs recruitment dashboard identified underrepre-
sentation of Black and Latinx adults among thoracic and gastrointestinal (GI) oncology CTs
participants compared to demographics of our catchment area and patient population. We
conducted amixed-methods study to identify barriers andpotential solutions to the enrollment
of diverse populations in oncology CTs in our institution. Methods: We conducted a mixed
methods study enrolling clinical investigators and clinical research coordinators’ (CRCs) at an
NCI-designated CCC in Northern California. Data from CRCs is presented. All CRCs supporting
CTs in the thoracic and GI medical oncology were invited to participate in qualitative, one-on-
one, semi-structured interviews. Participants completed 60-90minutes interview and a short
survey. Data were analyzed using a thematic inductive approach. Results: Of 14 CRCs, the
majoritywere female (78.6%),with primary focus on thoracic (50.0%) andGI (35.7%) oncology
CTs. 64.3% of CRCs reported .80% of their work was dedicated to coordinating andmanaging
therapeutic cancer CTs. In survey responses CRCs identified inability to take time away from
work/family (64.3%), inadequate insurance coverage (42.9%), lack of transportation (35.7%),
and language barriers (35.7%) as major barriers to enrollment of diverse patients in CTs. In
qualitative interviewsCRCs expressed theneedof culturally and language appropriatematerials
for CT recruitment, establishing a sense of connection between clinical research staff/PI and
patients, accommodating socioeconomic concerns, and resources to respond to potential
participants’ mistrust of medical research. Main obstacles faced by CRCs during patient
enrollment in CTs included lack of time, low patient awareness, resistance from colleagues,
lack of multilingual staff, and inadequate logistical support. CRCs identified in-person in-
terpretation as beneficial and identified a strong rapport between the clinical provider and the
potential participant as the most important component to boost recruitment of minorities.
Lastly, CRCs highlighted that institutional efforts are needed to increase CT participation
among all populations. Conclusions: Lack of representation of diverse populations in CTs
remains a complex challenge. Our study of CRCs’ perceptions highlights access to in-person
translators, culturally and language concordant materials, education resources, and increased
rapport as key areas for intervention to facilitate patient enrollment of diverse populations.
Analysis into practice-specific patterns within our cancer centers can help identify areas for
interventions to support the recruitment and enrollment of diverse populations in oncology
CTs. Research Sponsor: None.
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Potentially inappropriate medications and their association with frailty, unplanned
hospitalizations, and mortality in patients with cancer treated in the national U.S.
Veterans Affairs Healthcare System.

Jennifer La, Tammy Hshieh, Anahid Hamparsumian, Robert Zwolinski, Jameson Wood, Mayuri Dharne, J. Michael Gaziano, Mary T. Brophy, Nhan Do, Nikhil C. Munshi,
Jane A. Driver, Gregory A. Abel, Nathanael Fillmore, Clark DuMontier; VA Boston Healthcare System, Boston, MA; Brigham and Women’s Hospital, Boston, MA; VA Greater
Los Angeles Healthcare System, Los Angeles, CA; VA Boston Healthcare System, Boston, MD; VA Boston Healthcare System, Massachusetts Veterans Epidemiology
Research and Information Center, Boston, MA; VA Boston Healthcare System and Boston University School of Medicine, Boston, MA; Dana-Farber Cancer Institute, Harvard
Medical School, Boston, MA; Dana-Farber Cancer Institute, Boston, MA; VA Boston Healthcare System and Harvard Medical School, Boston, MA; VA Boston Healthcare
System and Brigham and Women’s Hospital, Boston, MA

Background: We previously operationalized the NCCN list of high-risk medications in older
adults into ameasurable scale—Geriatric OncologyPotentially InappropriateMedications (GO-
PIMs)—to aid oncology teams in identifying PIMs and understand their impact (1). This scale
revealed that PIMs were prevalent and associated with frailty in older patients with blood
cancers. The current study aims to evaluate the ability of GO-PIMs to identify high-risk
medications and their impact in patients with both solid and liquid tumors managed in a large
national healthcare system. Methods: We performed a retrospective cohort study using data
from the national Veterans Affairs (VA) Cancer Registry and electronic health record, including
all veterans newly diagnosed with a solid or liquid malignancy in the years 2000-2023.The
number of GO-PIMs for each patient weremeasured among outpatient pharmacy prescriptions
in the 90days preceding the initial diagnosis date (the index date).We evaluated the association
of PIMswith baseline frailty (the electronic Veterans Affairs-Frailty Index [VA-FI], categorized
as nonfrail [0-0.2], mildly frail [.0.2-0.3], and moderate-to-severely frail [.0.3]), time to
unplanned hospitalization, and mortality in multivariable models adjusting for age, gender,
cancer type and stage, Charlson comorbidity index, and socioeconomic factors (rurality, area
deprivation index, and history of homelessness). Results: Among 307,487 newly diagnosed
patients (median age 68.5, IQR 62.1-75.8; most common cancers: prostate [20.5%], lung
[23.1%], GI [21.3%]), GO-PIMs were prevalent (39% patients with $1 GO-PIM). The most
common classes of PIMs were SSRIs (12.4%); opioids (10.7%); benzodiazepines (9.5%), and
corticosteroids (9.5%). Each additional PIM increased the odds of being mild or moderate-to-
severely frail at diagnosis by 65%, controlling for all covariates (ordinal regression adjusted OR
[aOR] 1.65, 95% CI 1.63-1.66). Increasing number of PIMs was also associated with a higher
hazard of unplanned hospitalization (Cox regression aHR 1.04, 95% CI 1.04-1.05) and death
(Cox regression aHR 1.05, 95% CI 1.05-1.06), controlling for frailty and all covariates.
Conclusions: Independently of cancer type and stage, comorbidity, and other covariates,
increasing PIMs identified by the GO-PIMs scale was associated with an increased risk of
frailty at diagnosis, unplanned hospitalization in follow-up, and death. We are implementing
the GO-PIMs scale in a clinician-facing application that will automate real-time detection of
PIMs and recommendations for oncology teams in routine clinical practice. 1. Hshieh and
DuMontier et al., J Natl Compr Canc Netw, 2022. Research Sponsor: U.S. Department of Veterans
Affairs, Cooperative Studies Program; National Institute on Aging; NIAR33-AG057806; U.S.
Department of Veterans Affairs; IK2CX002218; U.S. Department of Veterans Affairs;
1I01BX001584;National Institutes ofHealth; P01-155258-07;U.S.National Institutes ofHealth;
P50-100707; American Heart Association; 857078.
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Current trends of clinical trials for older patients with cancer: A systematic review.

Roberta Fazio, Alessandro Audisio, Everardo D. Saad, Giacomo Bregni, Daniel Genel Sur, Valentina Daprà, Chiara Conti, Fatima-Zahra Abbassi, Nada Benhima,
Irene Georges Assaf, Alain Hendlisz, Jean-Luc Van Laethem, Marc E. Buyse, Francesco Sclafani; Université libre de Bruxelles (ULB), Hôpital Universitaire de Bruxelles
(HUB), Institut Jules Bordet, Bruxelles, Belgium; International Drug Development Institute, Louvain-La-Neuve, Belgium; University of Medicine "I. Hatieganu" Cluj Napoca,
Cluj-Napoca, Romania; Department of Biomedical Sciences, Humanitas University, Pieve Emanuele, Italy; Erasme University Hospital, Brussels, Belgium

Background: While accounting for 40% of the cancer population, older adults are underrep-
resented in clinical trials. Older-age-selected studies are desirable, but their characteristics and
overall performance are unknown. This systematic review assessed design and outcomes of
trials focused on this patient population. Methods: We searched Embase and PubMed with the
keywords “older adults”, “cancer” and “clinical trials”, from inception to March 1, 2023. We
included phase (Ph) I, II and III trials testing systemic therapies in solid cancer patients (pts)
aged$70 yrs. For each of the selected trials, we carried out an ad-hoc search for age-unselected
trials testing the same interventions in the samesetting.We followed thePRISMAguidelines for
systematic reviews and registered the study on the PROSPERO database (CRD42023465089).
Results: We screened 25,868 records and included 313 studies. 48 (15.4%) were Ph I-I/II, 232
(74.1%)Ph II, and 33 (10.5%)Ph III. Theminimum-age threshold used to define ‘old’was 70-74
yrs in 79.9%, 75-79 in 19.8%, and 80 in 0.3% of cases. Most trials (76.7%) were run in the
palliative setting. Common tumors included lung (60.4%) and colorectal cancer (15%), while
chemotherapy (88.5%) and targeted therapy (23.6%) were the most frequently tested treat-
ments. Non-conventional primary endpoints (e.g., toxicity, feasibility, functional status,
quality of life [QoL]) were used in 8.3% of Ph II-III trials. 24 studies were published in
1990-2000, 126 in 2001-2011, and 163 in 2012-2023. The median accrual time was 32 (IQR
21.5-44.5), 30 (IQR 20-43) and 43months (IQR 36-65) for Ph I, I/II-II, and III, respectively. Of
234 trials reporting the pre-planned target accrual, 77.8% enrolled $90% of the required pts.
Premature study discontinuation occurred in 50 studies (5.9%of Ph I, 14.2% of Ph II and 39.4%
of Ph III), themajor reason being slow accrual, while only 9 and6 closed due to futility and overt
efficacy, respectively. Among the 233 trials with a pre-defined statistical hypothesis, 60%met
the primary endpoint, including 63.7% Ph I/II-II and 35.5% Ph III trials. Geriatric assessments
(GA) and QoL analyses were carried out in 88 (28.1%) and 72 (23%) trials, respectively. Only 18
(5.8%) studies were dedicated to frail pts. Corresponding age-unselected trials were available
for 154 older-patient studies. Compared with those, a higher proportion of age-unselected
studies enrolled $90% of the required pts (95% vs 83.5%, p=0.03) and met the primary
endpoint (80.3% vs 63.9%, p=0.03). Conclusions: The interest in clinical trials of solid tumors
in older patients has increased over time. While Ph I and II trials are feasible, still a substantial
proportion of Ph III trials suffer from slow accrual and premature discontinuation. Interven-
tions to tackle barriers to recruitment should be implemented. Efforts should be made to
systematically include GA andQoL analyses, which are key for this patient population. Research
Sponsor: None.
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Diagnostic test use and time to cancer diagnosis in Medicare recipients.

Karen Chung, Andrew J. Epstein, Michelle K. Kim, Jordan J. Karlitz; GRAIL, LLC, Menlo Park, CA; Medicus Economics, LLC, Milton, MA; Cleveland Clinic, Cleveland, OH

Background: In the Medicare-aged population, liver, ovarian and pancreatic cancers have an
incidence of 34–73/100,000, are associatedwithhighmortality, can often be associatedwith no
or vague symptoms, and rely on multiple tests for diagnosis (dx). Our objective is to quantitate
dx testing and time to a cancer dx in Medicare recipients. Methods: Pts with newly dx’d liver,
ovarian or pancreatic cancers were identified in 100% fee-for-service (FFS) Medicare enroll-
ment and claims data from 1 Oct 2017 - 31 Dec 2022. Dx test usewas tracked for up to 24months
prior to dx; pts had to have$1 dx testwithin 60 days before the cancer dx date. Inclusion criteria
also included $24 months of continuous enrollment in FFS Medicare prior to dx and quali-
fication based on age$65. Exclusion criteria included prior cancer dx and Medicare Advantage
enrollment. The start of dx workup was identified by looking back in time at the sequence of dx
tests occurring before the cancer dx date and were separated by#60 days between consecutive
tests. The earliest test in the sequence was deemed the first dx test. Index date was defined as
the latest office visit date before the first dx test or date of the first dx test if no office visit met
criteria. Dx tests (ie, biopsies, endoscopies, imaging, lab tests) were identified by billing/CPT
codes. Dx workup duration from index to dx date and dx test types received were tracked.
Results:Among 59,490Medicare beneficiaries analyzed,mean agewas 77.0 (SD 7.3), 60%were
female, and 80%were non-HispanicWhite.Median (25th, 75th percentile) days from index date
to cancer dx was 56 (24, 109) for liver, 47 (20, 91) for ovary, and 43 (16, 89) for pancreas. Dx
testing modalities utilized for each cancer type (Table) demonstrate high variability. The
percentage of pts who underwent both CT and MRI to help establish a liver, ovarian and
pancreatic cancer dxwas 38.6%, 14.1% and 32.3%, respectively. While overall imaging use prior
to dx was high, PET and PET-CT use was low (,1% PET; 1.7%–2.2% PET-CT). Conclusions:
Multiple tests are utilized to establish a cancer dx in Medicare beneficiaries, including use of
multiple imaging modalities in the same patient. 25% of pts required more than 89-109 days,
depending on cancer type, to establish a dx. There may be opportunities to increase diagnostic
efficiency and shorten time to cancer diagnosis in older individuals. Research Sponsor: GRAIL,
LLC.

Dx Test (%)
Liver

(N=16,022)
Ovary

(N=10,590)
Pancreas
(N=32,878)

Total
(N=59,490)

Any biopsy* 48 50 53 51
Any endoscopy (eg, GI endoscopy, bronchoscopy,
laparoscopy; all considered endoscopy per CPT
codes)

24 20 51 38

Any CT 81 81 91 86
Any MRI 52 18 37 37
Any nuclear medicine imaging 10 7 8 8
Any x-ray 62 67 59 61
Any ultrasound 62 53 44 51
Any general urine and serum lab test 91 91 90 90
Any genetic lab test/non-genetic CA-specific lab test 5 / 54 13 / 53 4 / 39 6 / 46

*Potential explanations for biopsies not being available in all pts include pts being labeled as having CA
by radiology findings alone and lag times in claims data.
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Effect of a 12-week remote exercising program (ExIOnc) on quality of life and
symptoms of older patients with cancer in Brazil.

Paulo Gustavo Bergerot, Cristiane Decat Bergerot, Jonas Ribeiro Gomes Silva, Marcos V S Franca, Dr. Paulo Sergio Lages, Daniel Vargas Pivato de Almeida,
Marcio Almeida Paes, William Hiromi Fuzita, Daniel Sobreira de Oliveira Buso, Andressa Cardoso Azeredo, Cristiano Menezes Fernandes, Joao Nunes Matos Neto,
Murilo Buso, Murilo Buso, William Dale, Kathryn Schmitz, Narjust Florez, Enrique Soto Pérez de Celis; Oncoclinicas & Co - Medica Scientia Innovation Research (MEDSIR),
S~ao Paulo, Brazil; Oncoclinicas & Co - Medica Scientia Innovation Research (MEDSIR), Brası́lia, Brazil; Oncoclinicas & Co - Medica Scientia Innovation Research (MEDSIR),
Porto Alegre, Brazil; City of Hope National Medical Center, Duarte, CA; UPMC Hillman Cancer Center, Pittsburgh, PA; Dana-Farber Cancer Institute, Boston, MA; National
Institute of Medical Sciences and Nutrition Salvador Zubirán, Mexico City, Mexico

Background: Leading organizations, including ASCO, recommend physical activity for patients
with cancer. However, numerous barriers hinder patients from maintaining regular physical
activity, particularly among older adults, who have lower participation in exercise programs.
This study aims to evaluate the effects of a 12-week supervised remote exercise programon the
health-related quality of life (HRQOL) of older patients with cancer (aged $65) undergoing
treatment in Brazil. Methods: This was a single-arm pilot study evaluating a remote physical
activity program which combined supervised and remote exercise. Eligible patients were
contacted through WhatsApp for the initial assessment and received guidance on weekly
exercises. The Vedius platformwas employed to demonstrate proper home exercise techniques.
The prescribed regimen consisted of 3-5 hours perweek (4-6 days aweek), encompassing both
resistance and aerobic exercise. Outcomemeasures included overall HRQOL (FACT-G, scale 0-
108) and symptom assessment (ESAS). Assessments were conducted at baseline and after
12 weeks. Descriptive statistics were calculated, and linear mixed models were employed to
analyze changes from before to after the intervention. Results: Out of 46 approached patients,
41 patients were enrolled, with a median age of 70 years (range 65-88). Of the participants,
56.1% were female, 70.7% were white, and 58.2% were married, with 53.5% holding a college
degree. The most common cancer types were breast (26.8%), genitourinary (22.0%), and lung
(17.1%), all diagnosed at advanced stages. A significant improvement was observed in overall
HRQOL (MT1=83.2 to MT2=94.4, P=0.001). Improvements were also seen in the severity of
various symptoms, including pain (MT1=1.6 to MT2=0.7, P=0.001), fatigue (MT1=3.8 to MT2=1.3,
P=0.001), nausea (MT1=0.8 to MT2=0.2, P=0.01), depression (MT1=2.6 to MT2=0.8, P=0.001),
anxiety (MT1=3.2 to MT2=1.2, P=0.001), drowsiness (MT1=1.8 toMT2=0.4, P=0.001), and appetite
(MT1=2.2 toMT2=0.6, P=0.001).Conclusions:This study demonstrates a positive impact of a 12-
week remote physical activity programonHRQOLand symptommanagement for older patients
with cancer, and set the stage for future randomized trials. Despite the challenges posed by
cancer treatment, incorporating such programs into patient care could be an effective strategy
to enhance overall well-being and mitigate treatment-related symptoms. Research Sponsor:
None.
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Accelerated epigenetic aging and risk of chemotoxicity in older adults with early
breast cancer.

Jingran Ji, Can-Lan Sun, Alexis Ann LeVee, Mina S. Sedrak; City of Hope, Duarte, CA; City of Hope National Medical Center, Duarte, CA; City of Hope Comprehensive Cancer
Center, Duarte, CA; UCLA Health Jonsson Comprehensive Cancer Center, Los Angeles, CA

Background: Older adults with breast cancer have considerable heterogeneity in their risk of
chemotoxicity; two people with the same chronological age have different risks of chemo-
toxicity. This heterogeneity in chemotoxicitymay be due to older adults having variable rates of
biological aging. Some older adults age faster biologically compared with their chronological
age (i.e., accelerated epigenetic aging [AEA]), while others do not. AEA is a blood biomarker of
aging, but its utility as a biomarker of chemotoxicity is unknown. Here, we evaluated the
association between AEA and risk of chemotoxicity in older adults with early breast cancer.
Methods: In a prospective multicenter study of 397 women age .65 with stage I-III breast
cancer treatedwith neo/adjuvant chemo,we extracted genomicDNA fromblood to estimate the
participant’s rate of biological aging at baseline (prior to chemotherapy). Using two established
epigenetic clocks (AgeAccelGrim and DunedinPACE), we classified individuals as either having
AEA or not (dichotomized as a yes/no variable) for each clock. Our primary endpoint was grade
3+ chemotoxicity (yes/no, yes defined as any grade 3+ toxicity attributed to chemo). Using
multivariable logistic regression, we examined the association between AEA and grade 3+
chemotoxicity, adjusting for sociodemographic, geriatric, and clinical covariates. Results: The
median (range) pretreatment chronological age was 70 (65-85), AgeAccelGrim was -0.88
(-10.4-15.7), and DunedinPACE was 1.03 (0.69-1.45). Of the 397 women, 31 (8%) had AEA
per AgeAccelGrim, 63 (16%) had AEA per DunedinPACE, and 184 (46%) experienced grade 3+
chemotoxicity. Women who had evidence of AEA as measured by AgeAccelGrim ($6.83 years,
adjusted OR = 2.73, 95% CI 1.17-6.41, p = 0.02) or DunedinPACE ($1.17 biological years per
chronological year, adjusted OR = 2.20, 95% CI 1.18-4.10, p = 0.01) had greater odds of having
grade 3+ chemotoxicity compared to women without AEA (AgeAccelGrim ,6.83 or
DunedinPACE,1.17, respectively). Conclusions: In this cohort of olderwomenwith early breast
cancer, those with pre-chemo AEA had increased odds of chemotoxicity compared to women
without any evidence of AEA. Future research is needed to examine whether measures of
biological age can be translated to the clinical care of older patients with breast cancer. Clinical
trial information: NCT01472094. Research Sponsor: Conquer Cancer, the ASCO Foundation;
2023YIA-3100001264; National Institute of Aging; AG074918; National Cancer Institute;
CA277660.

Grade 3+ Chemotoxicity Multivariable Analysis*

Yes No Total OR (95% CI) p-value
n=184 n=213 N=397

AEA by AgeAccelGrim (years)
<6.83 163 (45%) 203 (56%) 366 1.00
‡6.83 21 (68%) 10 (32%) 31 2.73 (1.17-6.41) 0.021
AEA by DunedinPACE (biological
years per chronological year)

<1.17 145 (43%) 189 (57%) 334 1.00
‡1.17 39 (62%) 24 (38%) 63 2.20 (1.18-4.10) 0.013

*Adjusted for age, BMI, race/ethnicity, education, geriatric assessment, and no. of comorbidities.
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Start low, go slow: A systematic review and meta-analysis of upfront tailored
treatment dosing in older adults with advanced cancer.

Gabriel Aleixo, William J. Ferrell, Julianne Ani, Tej A. Patel, Ravi Bharat Parikh, Ramy Sedhom; University of Pennsylvania, Philadelphia, PA; Penn Medicine, Philadelphia,
PA; Perelman School of Medicine, University of Pennsylvania, Philadelphia, PA

Background: Older adults aged $65 with advanced cancer are underrepresented in treatment
trials. This gap limits informed decision-making regarding the dose and tolerability of pro-
posed therapies. Standard chemotherapy is associated with .50% serious adverse event rate
among older adults, with frequent dose reduction and early treatment discontinuation. A "start
low, go slow" (SLGS) approach begins systemic therapy at lower-than-standard doses and
increases the dose if well-tolerated. This alternative dosing strategy has shown value in
minimizing adverse events and functional decline without compromising the overall effec-
tiveness of treatments. We conducted the first systematic review and meta-analysis of SLGS
effectiveness among older adults across advanced cancers. Methods: This review, was regis-
tered with PROSPERO and adhered to PRISMA criteria, covering PubMed, Journal of Geriatric
Oncology and EMBASE from January 2000 until December 15, 2024. Eligible study designs were
randomized controlled trials, retrospective trials, and non-randomized clinical trials with
patients with advanced cancers who underwent systemic therapy. We reported all studies that
studied the SLGS approach. Our studied outcomes were overall survival (OS), progression-free
survival (PFS), treatment discontinuation, and toxicity. Data extraction included author, pa-
tient, cancer type, treatment, and survival outcomes. A meta-analysis using fixed effects and
risk ratios (RR) was performed when sufficient data was available; significant outcomes had
a,0.05. Results: Our search identified 13 studies testing SLGS strategies in oncology, including
3,508 patients, with amedian age 63-78 years. The -represented cancers included colorectal (6
studies, 3059 patients total), lung (2 studies, 113 pts), chronic myeloid leukemia (2 studies, 127
pts), non-Hodgkin lymphoma (1 study, 45 pts), and prostate (2 studies, 164 pts) cancers. Ten
(77%) studies assessed OS and PFS. Five studies (39%) compared SLGS against standard doses,
finding no significant differences in PFS and OS across all trials. Dose escalation rates for SLGS
ranged from5%to60%.The ability to complete planned cycleswashigherwith SLGS compared
to standard dose (1 study, 43% vs 26%, p=0.04). Treatment discontinuation was not different
for SLGL vs. standard dose (5 studies, meta-analysis RR 1.07, 95% CI 0.90-1.27, p=0.42).
Toxicity ranged from 5% to 89% across studies; SLGS had lower grade $3 adverse events
compared to standard dose (4 studies, meta-analysis RR 0.88, 95% CI 0.80-0.94, p , 0.001).
Conclusions: This is the first systematic review and meta-analysis analyzing the SLGS ap-
proach to systemic therapy dosing in older adultswith advanced cancer. Compared to standard-
dose systemic therapy, older adults pursuing aSLGS strategyhadgreater completion of planned
cycles, reduced toxicity, and similar survival. Research Sponsor: National Cancer Institute;
K08CA263541.
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1626 Poster Session

Analyzing correlates for cervical cancer awareness in Mauritania, Madagascar, and
Benin from the Demographic Health Survey (DHS): 2017-2022.

Daniel J Olivieri, McKenna Eastment, Noleb Mugume Mugisha, Leeya Fatima Pinder, Manoj Menon; Fred Hutchinson Cancer Research Center, University of Washington,
Seattle, WA; University of Washington, Seattle, WA; Uganda Cancer Institute, Kampala, Uganda; University of Cincinnati, Cincinnati, OH; Fred Hutchinson Cancer Research
Center, Seattle, WA

Background: Cervical cancer is the leading cause of cancer-related mortality in low- and
middle-income countries (LMICs). Prior studies associate high cervical cancer awareness with
reductions in cervical cancer incidence. Herein we utilize nationally representative Demo-
graphic and Health Surveys Program (DHS) to analyze correlates of cervical cancer awareness
and inform global outreach strategies. Methods: All DHS surveys conducted between 2017-
2022 were queried for questions on cervical cancer awareness. Socio-demographic (e.g., age,
marital status), socioeconomic (e.g., education, wealth, literacy) and variables pertaining to
healthcare decision making, intimate partner violence (IPV), and female genital mutilation/
circumcision (FGC/M)) were extracted. Sample weights were applied, and bivariate logistic
regressions were performed. Variables with p,0.20 were included in multivariate analysis.
Results: Of the DHS surveys, we analyzed data from 25,239 women aged 15-49 years old living
in Mauritania, Madagascar, and Benin - the only three countries which met search criteria.
Cervical cancer awareness varied from 41% in Mauritania (3,283/7,290), 32% in Madagascar
(3,071/9597), and 10% in Benin (783/7,712). Aftermultivariate adjustment, age (OR=1.03 [1.02-
1.04]; OR=1.04 [1.03-1.05]; OR=1.03 [1.01-1.05]), education (OR=1.21 [1.06-1.38]; OR=1.68 [1.48-
1.91]; OR=1.83 [1.51-2.23]), and wealth index (OR=1.18 [1.07-1.30]; OR=1.24 [1.16-1.32]; OR=1.18
[1.07-1.30]) were associated with increased awareness across Mauritania, Madagascar, and
Benin, respectively. Mobile telephone ownership was associated with increased awareness in
Mauritania (OR=1.87 [1.48-2.36]) and Benin (OR=1.66 [1.27-2.19]), and internet usage was
associated with increased awareness in Madagascar (OR=1.75 [1.46-2.10]) and Benin (OR=1.71
[1.33-2.31]). Women who underwent FCG/M (OR=0.81 [0.67-0.98]) were associated with de-
creased awareness in Mauritania. Women who experienced IPV were associated with increased
awareness (OR=1.39 [1.11-1.73]) in Mauritania. Women who independently make healthcare
decisions were associated with decreased awareness in Mauritania (OR=0.88 [0.83-0.95]) but
increased awareness in Madagascar (OR=1.07 [1-1.15]). Rurality was associated with decreased
awareness in Madagascar (OR=0.71 [0.59-0.84]). Last, less than 1% (200/25,239) of all women
were screened for cervical cancer. Conclusions: Age, education, and wealth were associated
with increasing awareness,while rurality andFGM/Cwere associatedwith decreased awareness
in various settings. Given the known association between awareness and screening, targeted
efforts to increase awareness amongwomenwith lower socioeconomic status has the potential
to reduce global cervical cancer disparities. Research Sponsor: None.
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Assessment of endocrine therapy adherence in a nurse-led cancer survivorship
clinic: Results from the Linking You to Support and Advice (LYSA) trial.

Mohammad Javad Ghassemi Rad, Kate O’Connell, Laia Aran Raigal, Katie E Johnston, Naoimh Marie Flynn, Seamus O’Reilly, Sinead Noonan, Katarina Medved,
Veronica B McInerney, Aoife J Lowery, Brendan Anthony Palmer, Darren L Dahly, Josephine Hegarty, Roisin M. Connolly; Cancer Research @UCC, College of Medicine and
Health, University College Cork, Cork, Ireland; CUH/UCC Cancer Centre, Cork University Hospital, Cork, Ireland; CUH/UCC Cancer Centre & Cancer Trials Ireland, Cork
University Hospital, Cork, Ireland; HRB Clinical Research Facility, Galway University Hospital, Galway, Ireland; Galway University Hospital, Galway, Ireland; HRB Clinical
Research Facility at University College Cork & School of Public Health, University College Cork, Cork, Ireland; HRB Clinical Research Facility, University College Cork, Cork,
Ireland; Catherine McAuley School of Nursing and Midwifery, University College Cork, Cork, Ireland; Cancer Research @UCC, Cork, Ireland

Background: The care of those living with and beyond a cancer diagnosis requires dedicated
cancer survivorship services to ensure optimal symptom control and quality of life. Supporting
adherence to adjuvant endocrine therapy is also an essential component of care. We examined
endocrine therapy adherence rates, and factors associated with non-adherence, in patients
with early-stage breast cancer enrolling in a survivorship trial (LYSA). Methods: Women with
early-stage hormone positive breast (n=168) cancers within 12 months of completing primary
therapy, were enrolled in a randomized control trial with parallel arms (PMID 36357934).
Experimental arm had access to nurse-led symptom management, dietetic consultation, and
undertook bimonthly electronic patient reported outcome (ePRO). Active comparator group
had access to conventional care and ePRO was completed at beginning and end of study.
Endocrine therapy adherence was reported as the ability to take medication as prescribed over
prior 4 weeks (Michigan Oncology Quality Consortium Adherence Tool), with response quan-
tified as Excellent (adherence close to 100%), Very Good (80%), Good (60%), Fair (40%) and
Poor (20%). AdherenceObjective (Secondary)was adherence rate at 12months after study entry
in both arms, and factors associated with non-adherence. Results: A total of 148/168 women
with breast cancer who completed the LYSA study reported adjuvant endocrine therapy use (74
experimental arm, 74 active comparator) during study conduct. Therapies included aromatase
inhibitors (53%), tamoxifen (39%) and ovarian suppression combinations (8%). At study
entry $ 80% adherence was reported in 74% of overall cohort (75% experimental, 72%
comparator, p=0.7), with 1.6% reporting not taking any medication. By end of study
(12 months), $ 80% adherence was reported in 74% overall (77% experimental, 71% com-
parator, p=0.4), while non-adherence rates were 2.9%. Among the pre-specified reasons for
non-adherence at study end, “simply missing it” ranked highest (10%), and 5% “experienced
side effects”. Post-menopausal patients were more likely than pre-menopausal to report
excellent (versus sub-excellent) adherence at study end (OR 4.60, 95%CI 1.45 – 16.13, p =
0.012, adjusted for arm, age, and ECOG). Additional exploration of reasons for non-adherence
will be presented. Conclusions: Adjuvant endocrine therapy adherence rates in both arms at
12 months after study entry collected via ePRO were good ($ 90% reporting excellent or very
good adherence). Additional factors potentially associated with non-adherence are being
analyzed including self-care agency, symptom burden and quality of life. Clinical trial in-
formation: NCT05035173. Research Sponsor: Irish Cancer Society and Breakthrough Cancer
Research.
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1628 Poster Session

Multi-cancer early detection (MCED) test performance in cancer survivors.

Catherine Marinac, Elizabeth O’Donnell, Rita Shaknovich, Christina A. Clarke, Guneet Walia, Karen Chung, Jennifer Farese, Margarita Lopatin, Eric T. Fung,
Jeffrey M. Venstrom, Eric A. Klein, Jordan J. Karlitz; Dana-Farber Cancer Institute, Boston, MA; GRAIL, LLC, Menlo Park, CA

Background:Cancer survivors (CS) are at risk for recurrent or newprimary tumors in anyorgan,
but there is lack of clear guidance and options for long-term surveillance. We analyzed the
performance of a blood-basedMCED test that detects cancer-specificmethylation patterns and
predicts cancer signal origin (CSO) in CS in the PATHFINDER study (PF; NCT04241796).
Methods: PF enrolled6662 participants (pts) $50 yr without clinical suspicion of cancer;
6578 samples were analyzed with a refined MCED test. Pts were stratified by CS status (treated
cancer.3 yr prior to study vs no prior cancer); in CS, prior cancer type and time from diagnosis
were recorded. Cancers diagnosed during PF were classified as recurrent or new primaries.
Positive predictive value (PPV), number needed to screen (NNTS), and CSO accuracy were
assessed. Results: CS comprised 25% (1609/6578) of pts analyzed; 73% were female. Median
agewas 66 yr; age at prior diagnosiswas 8%,40, 22%40-49, 70%$50 yr.Most commonprior
cancers were breast (749, 47%), melanoma (163, 10%) and prostate (141, 9%). A higher
proportion of pts with cancer diagnosis was observed in CS vs those with no prior cancer
(Table). Among 20 CS with cancer signal detected, 10 cancers were diagnosed in 9 pts; 5
recurrent (allmetastatic breast) and 5newprimaries (uterine stage 1 [found as incidental lesion
on imaging during MCED-triggered workup for recurrent breast cancer], sarcoma stage 2,
ovarian stage 3, lymphoma and CRC stage 4). During 1-yr follow-up in those with negative
MCED result, new cancer diagnoses in CS included 13 recurrences (all local) and 15 new
primaries. Of the 13 new primaries with known stage, 46% were stage 1 (2 breast, 1 melanoma,
1 thyroid, 1 lymphoma, 1 lung), 31% stage 2 (2 lymphomas, 1melanoma, 1 breast), 15%stage 3 (1
pancreas, 1 pleural mesothelioma), and 7% stage 4 (1 prostate). Yield, PPV, NNTS, and CSO
accuracy were similar in CS and no prior cancer group. Years between MCED cancer detection
and prior cancer in CS was 4-11 for recurrent and 8-15 for new primaries. Most (4/5) new
primaries were cancers with no USPSTF-recommended screenings. Conclusions: The MCED
test detected both cancer recurrences and new primaries in CS for whom multiple years had
elapsed since their original diagnosis, potentially expanding surveillance options for this
patient group. Cancers in CS not detected by MCED were predominantly early stage. Test
performance was similar in those with and without a cancer history. Clinical trial information:
NCT04241796. Research Sponsor: None.

Prior Cancer
N = 1609

No Prior Cancer
N = 4969

Total
N = 6578

PF pts diagnosed with cancer, n (%) 37 (2.3) 83 (1.7) 120 (1.8)
MCED+, n (%) 20 (1.2) 38 (0.8) 58 (0.9)
NNTS, n (range) 179 (101, 406) 311 (207, 552) 263 (188, 411)
Yield Rate, % (95% CI) 0.56 (0.25, 0.99) 0.32 (0.18, 0.48) 0.38 (0.24, 0.53)
PPV, % (95% CI) 45.0 (25.8, 65.8) 42.1 (27.9, 57.8) 43.1 (31.2, 55.9)
Specificity, % (95% CI) 99.3 (98.7, 99.6) 99.5 (99.3, 99.7) 99.5 (99.3, 99.6)
CSO accuracy, % (95% CI) 88.9 (56.5, 99.4) 81.2 (57.0, 93.4) 84.0 (65.3, 93.6)
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1629 Poster Session

Evaluating the utility of routine survivorship exams in breast cancer: Modality of
detection of recurrence in a prospective cohort study.

Ali Duffens, Cecile Laurent, Janise M. Roh, Lawrence H. Kushi, Raymond Liu; San Francisco Medical Center, Kaiser Permanente Northern California, San Francisco, CA;
Division of Research, Kaiser Permanente Northern California, Oakland, CA; Department of Hematology Oncology, Kaiser Permanente, San Francisco, CA

Background: National Comprehensive Cancer Network surveillance guidelines for invasive
breast cancer recommend a history and physical exam every 3-12 months for the first 5 years,
followed by annually, and mammography every 12 months. However, frequent in-office visits
create time toxicity for breast cancer survivors, may have low utility in recurrence detection,
and can create false reassurance. This study evaluates the modality of breast cancer recurrence
in an integrated health system with access to primary and specialty care. Methods: We in-
vestigated mode of detection of recurrent breast cancer in the Pathways Study, a prospective
cohort study of adult women diagnosed with and treated for invasive breast cancer in Kaiser
Permanente Northern California, with enrollment from 2006 to 2013, and follow-up through
December 2021. In this analysis, we included 4,431 women diagnosed at Stages I-III. Cohort
members were followed for recurrences, deaths, and other outcomes. Of primary interest was
modality of detection of recurrence, categorized as patient-driven symptoms, surveillance
mammogram, diagnostic testing (i.e., other surveillance imaging for recurrence such as PETCT
or MRI), routine clinical breast exam, or incidental finding. Results: A total of 617 (13.9%)
women were identified as having breast cancer recurrence. Patients with recurrence shared
similar demographic characteristics to those without recurrence. The recurrence population
had median age of 59.2 years, BMI of 28.2 kg/m2, and racial/ethnic composition of 63%
white,13% Hispanic,12% Asian, and 10% black. The median time from diagnosis to recurrence
was 4 years. Seventy percent of recurrences were found to have distant metastatic disease, of
which only 6.7% had concurrent local nodal and/or breast involvement. For those without
metastases, 17.7%had recurrence localized in the ipsilateral breast, 2.8% in both the breast and
locoregional nodes, and 9.3% only in locoregional nodes. Most recurrences were detected by
patient driven symptoms (69.4%). Among the total cases, 8.1% of patients were diagnosed by
routine mammogram, 10.9% with diagnostic testing and 4.5% by incidental finding. Recur-
rences in 6.8% of patients were detected by routine physician exam. Overall survival for those
with recurrence was 31.1% and most deaths were attributed to breast cancer (89%).
Conclusions: Our study, the largest investigation of breast cancer recurrence modality of
detection in a US community oncology setting with comprehensive care, revealed the majority
of recurrences were identified through patient self-detection with only 6.8% detected by
physician exam.Most recurrenceswere distant, underscoring theneed for alternative screening
modalities to detect metastatic recurrences earlier, especially in the context of emerging
treatments and improved survival rates for oligometastatic disease. Research Sponsor: None.

CARE DELIVERY/MODELS OF CARE



1630 Poster Session

Facilitating adaptive coping with fear of recurrence among breast cancer survivors:
Feasibility and acceptability outcomes from a three-arm randomized controlled
trial.

Shelley A. Johns, Yang Li, Matthew E. Hays, Jonathan B. Bricker, Kathy Miller; Indiana University School of Medicine, Indianapolis, IN; Indiana University School of
Medicine, Department of Biostatistics and Health Data Science, Indianapolis, IN; Fred Hutchinson Cancer Center, Seattle, WA; Indiana University Melvin and Bren Simon
Comprehensive Cancer Center, Indianapolis, IN

Background: Fear of cancer recurrence (FCR) is one of the most prevalent and disruptive
problems for breast cancer survivors (BCS). Acceptance and commitment therapy (ACT) and
cognitive behavioral therapy (CBT) have shown promising effects for FCR in a recent meta-
analysis, yet head-to-head comparisons of these interventions are rare. We present feasibility
and acceptability outcomes from a randomized controlled trial comparing ACT to CBT and
enhanced usual care (EUC) for BCS with clinically significant FCR. Methods: Eligible women
were $18 years old, diagnosed with stage I-IIIA breast cancer, within 5 years of completing
cancer treatment (ongoing endocrine therapy was allowed), and reported clinical FCR at
enrollment. Participants were randomly assigned to group-based ACT, CBT, or EUC, all de-
livered via videoconference. ACT and CBT consisted of 6 weekly 1.5-hour sessions; EUC was a
single 1.5-hour survivorship coaching session. Outcomes included accrual, session attendance
and engagement, intervention helpfulness, and retention. Variables were summarized bymean
(SD) if numerical or relative frequency if categorical. At significance level a = 0.05, the Kruskal-
Wallis test was used to compare overall differences between the three groups, and two-sample
T-tests with unequal variances were used for pairwise comparisons between the groups with
Bonferroni multiple-comparison adjustment. Results: Of 446 BCS who screened eligible, 390
(87.4%) enrolled. Most participants were white (81.8%), not Hispanic (98.4%), partnered
(68.4%), and college-educated (71.3%). Most were within 2 years of completing cancer
treatment (55.7%), and mean age was 55.8 (SD = 12.0) years. Among those assigned to a 6-
session intervention, participants attended a mean of 5.0 (ACT) and 5.2 (CBT) sessions; 96.1%
of EUC participants attended the single session. Mean session engagement (rated per partic-
ipant per session by interventionists on a 0-10 scale)was significantly different across the three
groups (p , .0001), with mean (SD) of 9.3 (0.8) for ACT, 9.5 (1.0) for CBT, and 7.9 (1.3) for EUC.
Pairwise comparisons showed higher engagement ratings in ACT (p , .0001) and CBT (p ,

.0001) over EUC, with no significant difference between ACT and CBT (p = .14). At post-
intervention, participants rated mean (SD) helpfulness on a 0-10 scale as 7.2 (2.6) for ACT,
7.9 (2.0) for CBT, and 5.5 (2.7) for EUC. Overall, mean helpfulness was significantly different
across the groups (p , .0001) and favored CBT over ACT (p = .0109) and EUC (p , .001) and
favored ACT over EUC (p , 0.001). Outcome data retention was 93.8% through the 6-month
follow-up. Conclusions: High accrual and attendance rates suggest that BCS are receptive to
FCR interventions andmay find ACT or CBTmore engaging and helpful than a single session of
survivorship coaching. Clinical trial information: NCT05364450. Research Sponsor: National
Cancer Institute; 5R01CA255480; Walther Cancer Foundation.
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1631 Poster Session

The use of telehealth in a large community oncology practice prior to and during the
COVID-19 pandemic.

Dana Nickleach, Priya Saravanan, Gary Meyer, Kiana Mehring, Ganiat Mumuney, Lucio N. Gordan; IntrinsiQ Specialty Solutions, Carroltton, TX; Intrinsiq Specialty Solutions,
Carroltton, TX; Florida Cancer Specialists and Research Institute, Fort Myers, FL; Amerisource Bergen, Carrollton, TX; Florida Cancer Specialists and Research Institute,
Gainesville, FL

Background:The COVID-19 pandemic prompted implementation of telehealth services in
oncology following CMS approval for reimbursement. Using data from a single large US-
based community oncology practice, we characterized the adoption of telehealth, evaluated
telehealth’s impact on patient transit to the site of care, and the frequency of ER visits and
hospitalizations. Methods: A retrospective cohort analysis was conducted using data from
January 2019 through June 2022 from the FCS EMR database, IQSS’s RefineIQ database, which
captures and standardizes patient treatments for consistent analysis, InfoDive, a reimburse-
ment platform with data on clinic visits, and Oncology Care Model data. The target population
included all patients with cancer aged 18 or older under active management at FCS during the
study window with at least 60 days of follow-up. Patient disease and demographic charac-
teristics and ER/hospital care visits were compared between telehealth groups, as well as
impact of telehealth use on transit time and distance traveled for patients was summarized
using descriptive statistics. Results:178,531 patients were analyzed. Median age was 68, with
64% female and 47% white. 97% of patients lived in a metropolitan area, 97% in Florida, and
77% in areaswith less than$78,000median income.Medianduration of diseasewas41months,
24% of patients were stage IV and 93% ECOG 0-1. 20% of patients used telehealth, with 81%
having only one telehealth use per year. Patients using telehealth, compared to those that did
not, weremore likely to bewhite (50% vs 46%), have commercial insurance (30% vs 27%), live
in areas where annual median income was . $78,000 (25% vs 22%) and $95% of the
population graduated high school (31% vs 26%). Telehealth saved a median of 5 miles driven
per user annually. Users tended to have more advanced disease than non-users, with a higher
proportion of metastatic disease (27% vs 23%), high CMS risk score (16% vs 15%), and line of
therapy 2 or greater (10% vs 7%). Users had higher median annual oncology clinic visits both
pre- (5 vs 3) and post-telehealth approval (6 vs 5). Hospital admissions after ER visits were
more frequent among users both pre- (14% vs 13%) and post-telehealth approval (29% vs
25%). Conclusions: Telehealth was somewhat more likely to be used by patients with cancer in
more affluent communities, white patients, patients who hadmore advanced disease andmore
frequent clinic and hospital visits. Most patients who used telehealth used it only once, and the
low utilization of telehealth had limited impact on patient transit effort to the clinic. This study
is limited by its concentration at a single large practice in Florida, the relatively low use of
telehealth, retrospective design, and selection bias, as the telehealth population had more
advanced disease and likely needed more frequent intervention. Research Sponsor: Seattle
Genetics.
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Patient satisfaction with cancer care delivery through telemedicine at a compre-
hensive cancer center across three years during and after the COVID-19 pandemic.

Sahil D Doshi, Yasin Khadem Charvadeh, Kenneth Seier, Erin Mary Bange, Robert Michael Daly, Fernanda C. G. Polubriaginof, Michael T. Buckley, Gilad Kuperman,
Peter D. Stetson, Deb Schrag, Michael J. Morris, Katherine Panageas; Memorial Sloan Kettering Cancer Center, New York, NY

Background: Telemedicine, once sparingly utilized, surged during the COVID-19 pandemic to
enhance care accessibility and safety concerns. Despite initial satisfaction, its usage remains
highly variable across institutions. We sought to explore patient satisfaction at a comprehen-
sive cancer center, associations with demographic characteristics, and change over time.
Methods: A survey was sent to all first-time telemedicine users at Memorial Sloan Kettering
Cancer Center from September 2021 to October 2023. Adult patients who had their initial
telemedicine visit, regardless of specialty, received the questionnaire. It comprised 10 general
questions about the telemedicine experience and 11 questions regarding clinical trial education
and informed consent. To analyze the unstructured free text responses, we employed
BERTopic, a topic modeling algorithm that leverages transformer-based embeddings to facil-
itate the creation of easily interpretable topics within a collection of text documents. Through
topicmodelingwith BERT embeddings, we captured subtle nuances and semantic relationships
in language to identify topics more effectively. Results: A total of 15,111 patients completed
15,251 questionnaires; 140 patients completing two surveys. Patient demographics are sum-
marized in Table 1; the median age at encounter was 66 years and 98% of patients preferred
English. Satisfaction levels were high, with 92% expressingwillingness for future telemedicine
visits and 90% recommending it to other patients. Notably, 21% found telemedicine superior to
in-person visits, while 53% considered them equal. Further, satisfaction remained consistent
across six-month intervals from 2021-2023. In 1606 (11%) surveys, patients noted discussing
clinical trials; 17% preferred in-person discussions for the informed consent process while
most either preferred telemedicine or had no preference. Topic modeling revealed 18 topics
within the unstructured dataset; key topics included comments on video & audio quality,
connectivity and technology issues, convenience for patients who live outside of the city
and those with physical limitations, and long wait time to see a doctor. Conclusions: Our
analysis confirms high patient satisfaction with telemedicine, including discussions on clinical
trial enrollment, that has remained consistent in the years following the COVID-19 pandemic.
Given variability in use, it is important to identify how to better deliver telemedicine to those
patients who prefer it. Research Sponsor: National Institutes of Health and National Cancer
Institute Cancer Center Support Grant P30 CA008748; National Cancer InstituteMATCHES P50
CA271357; National Cancer Institute T32 CA275764.

Patient characteristics.

Characteristic N = 15,111

Age – median (IQR) 66 (57,73)
Female Sex, N (%) 7,953 (53%)
Race, N (%)
White 12,705 (87%)
Black 656 (4.5%)
Asian 879 (6.0%)
Ethnicity, N (%)
Hispanic or Latino 744 (5.2%)
Not Hispanic or Latino 13,510 (95%)
Preferred Language, N (%)
English 14,796 (98%)
Other 315 (2.1%)
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Quality of telehealth-provided cancer care in VA.

Leah L. Zullig, Amy Jeffreys, Whitney Raska, Gina McWhirter, Michael J. Kelley; Duke University Medical Center, Durham, NC; Durham VA Medical Center, Durham, NC;
Michigan State University College of Human Medicine, East Lansing, MI; VA National TeleOncology, VA National Oncology Program Office, Durham, NC; National Oncology
Program, Department of Veterans Affairs, Washington DC, DC

Background: As the largest integrated health care system in the United States, the Veterans
Health Administration (VA) has extensive experience in utilizing telehealth-(TH) to deliver
care to the 10 million enrolled Veterans, including the~50,000 patients newly diagnosed with
cancer annually and ~500,000 cancer survivors. The VA National TeleOncology (NTO) service
was established in 2020 to provide specialized treatment regardless of geographical location.
We sought to compare quality in TH-delivered care compared to traditional (TR) in-person VA
care.Methods:Using the VA EHR, we identified patients who had an ICD-10 diagnostic code for
an incidentmalignancy fromDec2016 toMarch2021 at threemedical centers providing bothTR
and TH care.We used EHR review to classify patients as THusers, if they received TH services at
least once for their cancer care, or TR care if no telehealth was used. Using both structured EHR
data and manual review by two trained abstractors, we gathered demographic, clinical, and
treatment characteristics to calculate 25 Quality Oncology Practice Initiative (QOPI) measures
in the domains of symptoms and toxicity management (2), end of life and palliative care (10),
and core measures (13). We report QOPI measures descriptively; and used chi-squared tests
with alpha = 0.05 to compare TH and TR. Results: We identified 972 patients with lymphoma,
prostate, lung or colorectal cancer. 427 (44%) were TH users and 545 (56%) were TR, and they
were predominately white (n=819, 84.3%) men (n=930, 95.7%). TH users had better (n=13),
worse (n=9), same (n=2) and unevaluable (n=1) descriptive performance on measures. For
example, TH and TR were similar in administration of appropriate antiemetic therapy for high
and moderate-risk antineoplastic agents (44.8% vs 42.4%). TH performed better than TR for
chemotherapy summarybeing completedwithin threemonthsof chemotherapy ending (83.4%
vs 75.6%) and for emotional well-being being assessed by the second office visit (92.3% vs
89.9%). Appropriate tobacco use cessation administration within the previous year was
statistically higher in TH (85.3% vs 76.2% p=0.0021). No differences were statistically signif-
icant for any other QOPImeasures.Conclusions:VA is a leader inTH cancer care because of both
its volume and quality. VA-provided THcancer care quality is similar to or better than that of TR
in-person care. NTO specifically, and VA teleoncology broadly, provides another option to
Veterans for cancer care. Research Sponsor: VA National Medical Oncology Program.

CARE DELIVERY/MODELS OF CARE



1634 Poster Session

Mobile health–supported comprehensive intervention model (CIMmH) improved
physical fitness of patients with esophageal cancer after esophagectomy: Pro-
spective randomized controlled trial.

Weixiong Yang, Yan Guo, Chuanbao Deng, Shuyu Zhuo, Qi Liang, Zihao Huang, Nanxiang Zhang, Xiaotong Lin, Yingqi Li, Chuanchuan Yu, He Xu, Yiran Li, Ziyue Tang, Yao Liu,
Zengli Fang, Wenfang Chen, Shuishen Zhang, Bo Zeng, Saiching Jim Yeung, Chao Cheng; Department of Thoracic Surgery, The First Affiliated Hospital of Sun Yat-sen
University, Guangzhou, China; Graduate School of Public Health and Health Policy, City University of New York, New York, NY; Department of Radiological diagnosis, The
First Affiliated Hospital of Sun Yat-sen University, Guangzhou, China; Department of Clinical Nutrition, The First Affiliated Hospital of Sun Yat-sen University, Guangzhou,
China; Department of Rehabilitation Medicine, The First Affiliated Hospital, Sun Yat-sen University, Guangzhou, China; Department of Medical Statistics, School of Public
Health, Sun Yat-sen University, Guangzhou, China; The Third Affiliated Hospital, Sun Yat-sen University, Guangzhou, China; University of Groningen, University Medical
Center Groningen, Interdisciplinary Center Psychopathology and Emotion Regulation, Department of Psychiatry, Groningen, Netherlands; Department of Pathology, The
First Affiliated Hospital, Sun Yat-sen University, Guangzhou, China; Department of Emergency Medicine, Division of Internal Medicine, The University of Texas MD
Anderson Cancer Center, Houston, TX

Background: Esophageal cancer (EC) significantly impacts patients’ quality of life (QOL) post-
esophagectomy, with malnutrition, reduced physical activity, and psychological distress being
common. Our preliminary study indicated that a Mobile Health-Supported Comprehensive
Intervention Model (CIMmH) is safe, feasible, and efficacious in improving QOL and physical
fitness for EC patients. This randomized controlled trial (RCT) evaluates the effectiveness of
CIMmH in promoting post-surgery recovery for EC patients.Methods: EC patients undergoing
modified McKeown esophagectomy were randomly allocated to either the intervention group,
receiving the CIMmH protocol (nutrition, exercise, psychological support), or the control
group, receiving standard postoperative care. Outcomes were assessed at baseline, 1 month,
and 3 months post-surgery. Key metrics included sarcopenia (assessed via skeletal muscle
index and psoas muscle thickness on CT scans), quality of survival (EORTC-QLQ-C30 and
EORTC-QLQ-QES-18), physical fitness (six-minute walk distance, SMWD), and nutritional
status (bodyweight).Results:Of 111 screened patients, 80were enrolled (40 per group). Follow-
up assessments were completed by 76 patients at 1 month and 69 at 3 months. At 1 month, the
intervention group showed a significant improvement in SMWD compared to the control group
(P=0.020), though no difference was observed at 3 months (P=0.835). The intervention group
also demonstrated a significant increase in the skeletal muscle index at 3 months (P=0.039),
alongside notable improvements in the 30-second arm curl test and cough symptom relief
(P=0.027 and P=0.045, respectively). No significant differences in QOL scores or body weight
were observed between groups at any time point. Conclusions: CIMmH significantly enhances
short-term physical fitness in EC patients post-esophagectomy. These findings suggest the
need for further refinement and optimization of the intervention to maximize its long-term
effectiveness and impact on QOL. Clinical trial information: ChiCTR2000041007. Research
Sponsor: Ethicon Excellence in Surgery Grant.
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Telehealth consultations and recruitment trends in clinical trials: A retrospective
analysis at investigational cancer therapeutics, a dedicated phase I department at
The University of Texas MD Anderson Cancer Center.

Carlos Torrado, Amanda Brink, Mohamed Alaa Gouda, Lei Kang, Jessica Osburn, Clover J Patterson, Sheena Charles, Anna Poullard, Gabriele E Urschel,
Ecaterina Elena Dumbrava, Daniel D. Karp, Aung Naing, Sarina A. Piha-Paul, Paula R Pohlmann, Jordi Rodon Ahnert, Apostolia Maria Tsimberidou, Timothy A. Yap,
David S. Hong, Funda Meric-Bernstam, Siqing Fu; Department of Investigational Cancer Therapeutics, The University of Texas MD Anderson Cancer Center, Houston, TX;
Investigational Cancer Therapeutics Department, The University of Texas MD Anderson Cancer Center, Houston, TX; The University of Texas MD Anderson Cancer Center,
Houston, TX

Background: Recruitment to phase I/II clinical trials have been reported to vary between 30%
and 55% across centers, primarily relying on in-person visits. However, with the onset of the
COVID-19 pandemic, there has been a noticeable surge in telehealth consultations. Conse-
quently, there is currently a dearth of data available regarding this approach within the context
of early phase-clinical trials. Methods: Data on patient’s first visits to the Investigational
Cancer Therapeutics (ICT), a dedicated Phase I department at The University of Texas MD
Anderson Cancer Center (MDACC), were retrieved from the institution’s electronic platform.
The ICT department offers phase I-II clinical trials for patients with advanced cancer. We
included first visits between January 2020 and December 2023. Initial telehealth visits were
conducted via video or telephone, with patients from either Texas or other states in the United
States. Visits were classified into two groups: internal referrals, originating from other de-
partments within MDACC, and new patient visits, including patients who had not been seen at
MDACC prior to the ICT visit. Recruitment was defined as the percentage of patients who
consented to participate in a clinical trial. Statistical analysis was performed using Statistical
Package for Social Sciences (SPSS). Results: A total of 6,965 patients had a first visit in the
Investigational Cancer Therapeutics Department between January 2020 and December 2023. Of
these, 4,321 patients (62%) had their initial in-person visit, while 2,644 patients (38%) opted
for telehealth consultations. Internal referrals accounted for 6,304 patients (90.5%), while new
patient visits comprised 661 patients (9.5%). Among the entire cohort, recruitment rate for
phase I-II clinical trials was 53.2% (n= 3,702). Patients with initial telehealth consultations
had a recruitment rate of 55.1%, compared to 52.0% among thosewith in-person consultations
(x2=6.538, p,0.011). Recruitment was higher among internal referrals at 53.7% compared to
47.5% for external referrals (x2= 9.355, p=0.002). Notably, recruitment was statistically higher
in internal consults that underwent telehealth versus in-person visits (55.4% versus 52.6%,
p=0.027), while there were no statistical differences in new patient visits (47.4% vs. 47.8%,
p=0.939). Conclusions: Telemedicine consultations emerge as a valuable alternative for eval-
uating and discussing treatment options for patients with advanced solid tumors, thereby
enhancing accessibility to early-phase clinical trials. The flexibility of conducting initial visits
remotelymaymitigate geographical and logistical challenges andallow for amore inclusive and
diverse participant pool, fostering broader representation in clinical trial research. Research
Sponsor: None.
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Chemotherapy Care Companion: Enhancing cancer care through digital remote
monitoring.

Erin Pierce, Zoe L. Larned, Adam Salup, Katie Slaughter, Peggy-Jo Jones Alker; Ochsner Health System, New Orleans, LA; Oschner Health System, New Orleans, LA; Ochsner
Health Center, New Orleans, LA; Ochsner Medical Center, New Orleans, LA

Background: Oncology patients often encounter preventable acute issues prompting the need
for proactive monitoring and management. To manage disease and therapy complications,
Ochsner Health developed Chemotherapy Care Companion (CCC) for remote monitoring of
treatment patients. This abstract highlights the feasibility of digital remote monitoring (DRM)
in managing oncologic patient care, while increasing patient satisfaction and reducing patient
events and healthcare costs. Methods: Starting in January 2021, patients initiating an oral or
intravenous cancer treatment with an active Ochsner portal account and smartphone became
eligible. Providers can manually enroll patients via an order set and receive enrollment re-
minders within the Epic electronic medical record (EMR). Patients receive a digital WiFi-
enabled monitoring scale, blood pressure cuff, and ear thermometer, at no cost. Patients are
reminded via phone alerts to take vitals at 9am and 3pm, along with a daily questionnaire. The
data is transmitted wirelessly to the EMR, where abnormal vital signs or questionnaire re-
sponses trigger escalations sent to an Epic in-basket pool. During clinic hours, advanced
practice providers (APPs) review and intervene, utilizing embedded urgent care slots for
same-day access. In August 2022, a patient satisfaction survey comprising of nine questions
was distributed to all enrolled patients. Results: A retrospective analysis was conducted from
September 2022 to August 2023 including 722 participants, 7,360 escalations and 668 in-
terventions. Patient compliance reached 62%, defined as submitting at least 50%of daily vitals.
The most common interventions were related to hypertension, hypotension, weight changes,
and questionnaire responses. Regarding questionnaire responses, diarrhea, pain, fever, and
dizziness were the mostly frequently triaged. Data analytics revealed that CCC led to a 5.9%
decrease in emergency room visits, a 41.7% decrease in the rate of inpatient hospital admis-
sions, and a 32.3% improvement in the inpatient length of stay compared to non-enrolled
patients. Extrapolating this data across 5,500 oncology patients within our hospital system,
CCC could prevent 172 ER visits, 914 inpatient hospital admissions and 2,006 hospital days. The
survey (131 responses) revealed high satisfaction with CCC: over 80% felt a sense of security,
90%were overall satisfied, andmore than 90%would recommend CCC. Conclusions: Findings
highlight the value of integrating DRM in cancer care, showcasing its ability to reduce health-
care costs and optimize resource utilization while enhancing patient care and satisfaction.
Moreover, the study underscores the high patient satisfaction and engagement with DRM,
bolstering its feasibility and acceptance in oncology care. Further investigation is warranted to
explore the financial benefits for hospitals, insurance companies, and pharmaceutical com-
panies. Research Sponsor: Ochsner Health.
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Patient-reported experience with an immunotherapy telehealth platform.

Robert Michael Daly, Erin Mary Bange, Sahil D Doshi, Bob T. Li, Neil J. Shah, David H Aggen, Ritesh R Kotecha, Juliana Eng, Kenneth K. Ng, Fernanda C. G. Polubriaginof,
Gilad Kuperman, Allison Lipitz-Snyderman, Peter D. Stetson, Deb Schrag, Katherine Panageas, Michael J. Morris; Memorial Sloan Kettering Cancer Center, New York, NY;
Genitourinary Oncology, Memorial Sloan Kettering Cancer Center; Weill Cornell Medical College, New York, NY; Memorial Sloan Kettering Cancer Center, Rockville Centre,
NY

Background: The Making Telehealth Delivery of Cancer Care at Home Effective and Safe for
Immunotherapy (MATCHES-IO) intervention seeks to improve the efficiency and patient
experience for those treated with single agent pembrolizumab. Because pembrolizumab is
administered as an outpatient infusion every 3-weeks, patients require up to 18 clinic visits per
year to receive treatment, which is arduous. During the COVID-19 pandemic, the FDA granted
accelerated approval for an extended interval dosing administered every 6 weeks, but despite
this approval every 3-week dosing remains the standard (65% of prescriptions) as clinicians
perceive this schedule enables them to identify and manage toxicity early. Telehealth may be
the impetus to change the standard to the more convenient 6-week in person schedule, but
evidence is needed. Methods: We conducted a single arm pragmatic trial to evaluate the
efficiency and patient experience of a telehealth immunotherapy platform (MATCHES-IO)
in patients with non-small cell lung, genitourinary, or melanoma cancers receiving single
agent pembrolizumab. MATCHES-IO evaluates whether in-person visits for pembrolizumab
therapy q6wk (rather than q3wk), with interim telehealth toxicity checks between in-person
treatments, is more efficient and enhances patient experience relative to the standard q3wk
infusion visits. The components of the platform include clinician-patient virtual visits, labs at
home, biometric devices at home for vital sign monitoring, and electronic patient-reported
outcomes to monitor for common IO-related toxicities. Patient experience was assessed after
each MATCHES-IO televisit for up to two televisits. We measured experience with a patient
experience survey that included the net promoter score, of how likely are they to recommend
this intervention to similar patients (scale 0-10, higher score is desirable). A score of 9 or
greater is considered excellent.Results:Between July 2023 and February 2024, 27 patients were
enrolled, median age 68 (range 45–85), 74% white, 11% black, 11% Asian, and 41% female.
Cancer types included thoracic (59%of patients), genitourinary (33%), andmelanoma (7%). 19
patients (70.4%) have completed a MATCHES-IO televisit and completed the patient experi-
ence survey. The median net promoter score was 9 (range 2-10). 94% patients perceived a
benefit to the MATCH-IO televisit including saved time (83% of respondents), patient con-
venience (83%), convenience for caregiver/family (44%), saved money (44%), and better
monitoring of cancer and treatment (39%). 78% of patients found the at home visit less
stressful than the in-person visit.Conclusions: Patients endorsed an enhanced experiencewith
an immunotherapy telehealth platform for extendeddosing of pembrolizumab. Further follow-
up is needed to confirm these experience findings and determine whether this platform
improved efficiency through fewer in-person visits. Research Sponsor: National Cancer In-
stitute/U.S. National Institutes of Health.
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Establishing a protocol to increase racial/ethnic minority enrollment on an active
radiation oncology randomized clinical trial.

Ulysses Grant Gardner Jr., Otis W. Brawley, Elizabeth E Obi, Kristin Janson Redmond, Shearwood McClelland III; Johns Hopkins University School of Medicine, Baltimore,
MD; Johns Hopkins Bloomberg School of Public Health and School of Medicine, Baltimore, MD; Department of Radiation Oncology, Taussig Cancer Institute, Cleveland
Clinic Foundation, Cleveland, OH; Johns Hopkins Hospital, Baltimore, MD; University Hospitals Seidman Cancer Center, Department of Radiation Oncology, Case Western
Reserve University School of Medicine, Cleveland, OH

Background: In the United States (US), underrepresented racial/ethnic groups lack ample
enrollment in clinical trials, yielding ungeneralizable trial results. Barriers to increasing
minority enrollment include decreased awareness of clinical trials, lack of access, financial
burden and toxicity,medical systemmistrust, anddiscordant physician-patient demographics.
The ongoing Spine Patient Optimal Radiosurgery Treatment for Symptomatic Metastatic
Neoplasms (SPORTSMEN) clinical trial (NCT05617716) has a study design to actively accrue
minority patients. We present our protocol addressing key targets to increase minority en-
rollment on this randomized, phase II clinical trial. Methods: Adults with evidence of symp-
tomatic spine metastases are eligible. Baseline demographics (including race/ethnicity) are
reported for statistical analysis. Our protocol seeks tominimize barriers tominority enrollment
and targets four key areas. Access to care: SPORTSMEN involves institutions located in zip codes
with diverse ethnic populations, presently located in regions 46% and 70% African American.
Clinical trial design: SPORTSMEN has a prespecified goal of accruing patients to mirror US
census representation. The rate of minority enrollment will be reviewed periodically at the
discretion of theData Safety andMonitoring Board. Community outreach and engagement: The
trial team will engage with local health care systems to create an alliance within different
oncology specialties to provide the basis and benefit for SPORTSMEN and patient-centered
education on eligibility criteria, rationale, and intended outcomes. Our principal focus will be
providers in prostate, breast, and lung cancers as minorities with these primary site malig-
nancies have a higher propensity to be trial-eligible. Furthermore, we understand the historical
mistrust of minorities for the medical community. Therefore, we will engage local grassroot
organizations such as churches, community outreach centers, and social clubs to increase
awareness of clinical trials and to help foster trust. Financial burden and toxicity: SPORTSMEN
does not have direct enrollment costs. A short-course treatment regimen is used to minimize
the number of treatment visits required allowing for decreased resources for travel, time lost at
work, and additional childcare or eldercare needs. Financial toxicity will be objectively quan-
tified using the validated COST-Functional Assessment of Chronic Illness Therapy survey.
Increasing clinical trial diversity is a challenge that must be addressed with meaningful intent
to present robust Level 1 data that broadens the understanding of treatment response in all
demographics. Our protocol takes a patient-centered approach to achieve the objective of
concordant racial/ethnic representation in a randomized clinical trial. Clinical trial informa-
tion: NCT05617716. Research Sponsor: Bristol Myers Squibb Foundation.
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Breaking barriers for cancer clinical trials: A multi-tiered interventional approach to
boost racial and ethnic minority participation in early-phase studies.

Hadi Erfani, Jacob Stephen Thomas, Diana L. Hanna, Anastasia Martynova, Lydia D. Chow, Jorge J. Nieva, Stephanie Kim, Rebecca Umayam, Jessica Levano,
Lourdes Baezconde-Garbanati, Jennifer Tsui, Chanita Hughes Halbert, Anthony B. El-Khoueiry; Norris Comprehensive Cancer Center, University of Southern California, Los
Angeles, CA; Norris Comprehensive Cancer Center, Keck School of Medicine, University of Southern California, Los Angeles, CA; University of Southern California, Los
Angeles, CA

Background: Racial and ethnic minority populations are underrepresented in cancer clinical
trials. The USC Norris Comprehensive Cancer Center (USC NCCC) has multiple clinical trial
recruitment sites, including the Los Angeles General Medical Center (LAG), the largest safety-
net hospital in the western USA. LAG partners with USC to provide cancer care to the un-
derservedminority population of LAC, including clinical trials. As a result, between 2015-2022 a
total of 120 LAG patients were accrued to phase I clinical trials; enrolled subjects were 66%
Hispanic, 21% Asian, 4% Black, and 9% other. An interventional study was designed to further
enhance the referral and participation of racial and ethnic minority patients from other Los
Angeles County (LAC) safety-net facilities. The study is funded by the Stand up to Cancer
Diversity in Early Development Clinical Trials Research Grants Program. Methods: This inter-
ventional study has 3 specific aims. First, to identify barriers to referral for minority and
underserved patients: Qualitative interviewswill be conductedwith key stakeholders in the LAC
safety net systemwhichwill uncover barriers to referringminority and underserved patients. A
screening tool developed by the NCI to characterize barriers will be used. Second, to
implement a multi-component program to enhance the referral of patients to early-phase
clinical trials. The intervention addresses system-level, provider-level, and patient-level
factors to improve the process, with a demonstration site compared to a non-
demonstration site. Key features include a streamlined referral process for healthcare pro-
fessionals with a singular centrally operated email managed by a specialized facilitator, weekly
meetings to assign trials to prospective patients, and facilitation of approval and scheduling for
referrals. We will educate providers regarding trials and exchange feedback on the referral
process. We will extend resources to patients to assist with financial and transportation
limitations. We will compare change in referral and enrollment rates at baseline and after
the intervention for both the demonstration site and non-demonstration site. Third, to explore
the impact of remotely conducted clinical trials: A clinical trial (NCT05340309) administers
study drug subcutaneously and uses telemedicine visits, wearable sensors, and a smartphone
app formonitoring. This pilot trial will be analyzed to determine themodel’s impact on barriers
to enrollment. The above interventions may provide a model that can be adapted in other
healthcare delivery settings to optimize referral and enrollment of racial and ethnicminorities.
Research Sponsor: Stand Up 2 Cancer.
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A new model to enhance enrollment of diverse participants to therapeutic clinical
trials.

Patricia Y. Ryan, Julia M. Brain, Sara I. Pai, H. Kim Lyerly, Jennifer Lynn Harris; Golgi, Inc, Lexington, KY; Golgi, Inc, Boston, MA; Yale Cancer Center, Yale School of Medicine,
New Haven, CT; Duke University School of Medicine, Durham, NC; Golgi, Inc, Chapel Hill, NC

Background: Disparities in United States clinical trial participation are well described, with the
inclusion of only 8% Black, 6% Asian, and 1%Hispanic participants in phase III oncology trials
supporting US FDA filings in 2020. The FDA, Cancer Moonshot, and ASCO-ACCC have issued
guidance, sponsored initiatives, and developed strategies to raise awareness around the
importance of equality, diversity, and inclusion at centers with current clinical research
capabilities. Centers with ongoing research capability are typically large academic or private
practice sites located in urban areas. There is an urgent need to expand clinical trial offerings to
rural communities as geographic constraints disproportionally limit people of color and people
of low socioeconomic status from accessing innovative drugs offered only through clinical
trials. An additional contributing factor to low enrollment of diverse participants is a lack of
racial, ethnic, gender, and geographic diversity amongst clinical trial investigators, whomay be
more relatable and, thus, effective at recruiting underrepresented patients to clinical trials.
Lastly, to provide high quality care for their patients, clinical investigators must have ability to
identify and select trials which address the specific needs of the patients within their practice.
We hypothesize that a tool which improves identification and inclusion of an expanded
investigator pool will result in improved diversity of clinical trial participation. Methods: We
have developed a bi-directionalmatching software program that allows healthcare providers to
define their areas of interest andmatch them to available pharmaceutical company clinical trial
opportunities. The software, Golgi-CONNECT, will be piloted with up to 500 oncology-focused
healthcare providers across a diverse geographic landscape and up to 6 pharmaceutical
companies of varying sizes to evaluate the functionality and usability of the application.
Additionally, HCP-reported barriers to clinical trial conduct, inclusive of financial, infrastruc-
ture, training, mentoring and lack of support staff will be collected. Research Sponsor: Golgi,
Inc
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Developing behavioral intervention to support molecular testing of patients with
biliary tract cancer.

Garrett Bowman, Mahmoud Ouf, Lin Zhu, Heather Derry-Vick, Chiranjeev Dash, Judy Huei-yu Wang, Monika Kulasekaran, James O’Bryan, Christopher Loffredo,
Aiwu Ruth He; Georgetown University, Washington, DC; Lombardi Comprehensive Cancer Center, Georgetown University, Washington, DC; Lewis Katz School of Medicine,
Temple University, Philadelphia, PA; Center for Discovery & Innovation, Hackensack Meridian Health, Nutley, NJ; MedStar Harbor Hospital, Baltimore, MD; MedStar
Georgetown University Hospital, Washington, DC; Georgetown University Medical Center, Washington, DC; Ruesch Center for the Cure of Gastrointestinal Cancers,
Lombardi Comprehensive Cancer Center, Georgetown University, Washington, DC

Background: Biliary tract cancer (BTC) represents 7% of gastrointestinal malignancies in the
United States, with an incidence of 0.5 to 2.0 cases per 100,000 individuals. Standard care
involves systemic chemotherapy, predominantly gemcitabine and cisplatin. Recent advance-
ments in immunotherapy, as evidenced by the TOPAZ-1 trial and KN966, support the use of
durvalumab, and pembrolizumab as treatment options. Genetic tumor testing identifies up to
40% of BTC patients with targetable mutations, leading to recent FDA approvals for FGFR2
inhibitors - pemigatinib, infigratinib, futibatinib, and IDH1 inhibitor ivosidenib. The emerging
data on inhibitors targeting the BRAFmutation, together with HER2 amplification, underscore
the importance of understanding the tumor’s molecular profile. Navigating this evolving
treatment landscape emphasizes an unmet need for patients to comprehend the pivotal
significance of tumor molecular profiling in formulating effective and personalized treatment
plans. Identifying knowledge gaps among BTC patients concerning tumor genetic testing and
precision medicine, along with strategies to address these gaps, holds promise for improving
the management and the outcome of patients with BTC. Methods: This is a behavioral in-
tervention study where participants will undergo two in-person survey interviews before and
after an educational intervention. The initial survey aims to establish baseline knowledge about
the BTC diagnosis and treatment and ascertain preferences for various educational interven-
tions. Patients’ knowledge gap will be determined by comparing their responses to the initial
survey andmedical history documented by their treating physicians. Theywill then be provided
with a 10-minute educational video. Participants will have the flexibility to access the video
multiple times. Within 6 weeks from enrollment, they will have a post-education survey to
determine the effectiveness of the education intervention. Following completion of baseline
surveys, collaboration with key stakeholders including medical oncology and community
perspectives will be initiated to identify knowledge gaps and inform the design of an educa-
tional intervention. The study enrollment will be targeted at BTC patients receiving systemic
therapy atGeorgetownUniversityHospital, FoxChase Cancer Center, andHackensackMeridian
Health. Ten participants are enrolled and have completed the first survey and intervention. This
study is currently enrolling participants: GUIRB: STUDY00007119. Research Sponsor: The
Ruesch Center for the Cure of Gastrointestinal Cancers.
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A phase IV study of ApricityCARE program for cancer adverse events rapid eval-
uation to improve treatment outcomes of ethnic/racial minority patients with non-
small cell lung cancer (NSCLC) receiving immune checkpoint inhibitors (ICI).

Brian S. Henick, Rajwanth Veluswamy, Balazs Halmos, Kristen Labbe, Naomi Sender, Sarah Sta Ana, Lanyi Nora Chen, Salman Rafi Punekar, Jasleena Singh, Matthew Lee,
Catherine A. Shu, Benjamin Herzberg, Lynda Chin, Vamsidhar Velcheti; Columbia University Irving Medical Center, New York, NY; Icahn School of Medicine at Mount Sinai,
New York, NY; Montefiore Einstein Comprehensive Cancer Center, Bronx, NY; Perlmutter Cancer Center, NYU Langone Health, New York, NY; NYU Langone Health, New
York, NY; Montefiore-Einstein Comprehensive Cancer Center, The Bronx, NY; Columbia University Medical Center, New York, NY; Apricity Health LLC, Houston, TX; NYU
Perlmutter Cancer Center, New York, NY

Background: ICI have changed the treatment landscape of NSCLC, with many now FDA
approved in not just advanced, but even early-stage disease. With the increase in ICI use,
the incidence of immune-related adverse effects (irAEs) has also risen, occurring in up to 16%
of ICI-treated patients. Prompt recognition and timely management are necessary to avert
potential poor outcomes from direct toxicity and/or early treatment discontinuation. However,
existing barriers to access care that disproportionately impact racial and ethnic minority
patients may amplify challenges in early, effective management of irAEs. Using technology-
enabled health interventions in a culturally competent manner can improve access to health
care resources and reduce health disparities. These platforms need to be optimized at the
technology and health literacy level of underservedminority communities and adapted tomeet
the community’s needs.Methods: We have designed a multi-center phase IV clinical trial to 1)
assess factors related to suboptimal and optimal use of the ApricityCARE, a virtual first-
response clinical support (or coverage) to provide 24/7 symptom monitoring and side effect
management and 2) determine the impact of the program on ICI toxicity management for
NSCLC patients receiving ICIs in a highly diverse community. Eligible patients are those with a
confirmed diagnosis of NSCLC who self-identify as a member of an ethnic minority or un-
derserved population, prescribed for any treatment regimen that includes an ICI. The study
entails a 50-patient run-in phase with two focus group discussions, stratified on a Likert-type
scale based on the frequency of utilization, to determine factors impacting usability of the
ApricityCare program. This data will inform optimal implementation of ApricityCare for the
randomized phase of the study, where 230 patients will be assigned 1:1 to use of ApricityCare
versus standard of care. The run-in phase of the study is currently accruing at Columbia
University, and is planned to open at NYU, Mount Sinai, and Montefiore (NCT05812274).
Clinical trial information: NCT05812274. Research Sponsor: Stand Up to Cancer.
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GUIAR: Promoting lung cancer screening in Hispanic head and neck cancer
survivors.

Coral Olazagasti, Tracy E Crane, Estelamari Rodriguez, Miki Horiguchi, Frank J. Penedo, Narjust Florez, Erin N. Kobetz, Gilberto Lopes; University of Miami Sylvester
Comprehensive Cancer Center, Miami, FL; Dana-Farber Cancer Institute, Boston, MA; University of Miami, Miami, FL

Background: Hispanics are the leading racial/ethnic group in Miami Dade. Miami has the
highest number of Hispanics diagnosed with lung cancer (LC) in the U.S. Hispanics have worse
LC mortality than Non-Hispanic Whites, partly due to lower rates of LC screening (LCS) and
exclusionary eligibility leading to advanced LC diagnoses. Even with more liberalized criteria,
the rates of LCS uptake in eligible participants was 5.8% in 2022. This number is expected to be
even lower for Hispanics, though quantifiable data to assess the trends in this population does
not exist. Besides tobacco use, a previous cancer poses a risk for LC. The incidence of LC in head
and neck cancer (HNC) survivors is almost double than the average population. However, no
prospective studies have been conducted in this space. In this clinical trial, we aim to create the
first LCS program tailored to Hispanic HNC survivors. Methods: Our study received IRB
approval by University of Miami (UM) [NCT06124508]. We will pre-screen all subjects with
HNC treated from 2012-2017 to determine their eligibility. We will enroll 125 participants who
will complete a survey to assess awareness and disposition to LCS. All will be referred to UM’s
LCS program. A total of 62 Participants will undergo 1:1 randomization to a tailored educational
intervention vs standard of care. The intervention consists of annual 60-minute visits with a
nurse navigator with tailored education in the participant’s native language about LC risk
factors, LCS eligibility, and LCS process. Subjects in the intervention arm will also complete a
semi-structured interview to explore cultural beliefs and barriers to LCS. For Hispanic HNC
survivors, our primary aim is to assess awareness and disposition to LCS. Secondary aims
include: To learn barriers toLCS; To create and test a tailored aLCSprogram; and to compare the
rates of LCS uptake between arms at baseline and year 1. Data analysis for the baseline survey:
Descriptive statistics will be used to summarize the demographic, clinical characteristics, and
responses. The outcomes of interest are the proportion of patients who are aware of LCS
recommendations and willing to pursue LCS and identifying demographic and clinical char-
acteristics that are related to awareness of the recommendations. Data analysis for the
qualitative interview: We will use a modified form of grounded theory46 to analyze the
interview transcripts. Qualitative data will be analyzed using a constant comparative method
to develop themes from the data by coding and analyzing at the same time using NVivo10
Software. Data analysis for the randomized study: All randomized patients who complete the
Year1 survey will be included in the analysis. We will compare the uptake rates of LCS between
baseline and year-1 in each arm using McNemar’s test. Fisher’s exact test will be used for
comparing the rates between the arms. The same analyses will be performed for the awareness
rate. Clinical trial information: 20220746. Research Sponsor: LUNgevity; U.S. National In-
stitutes of Health; University of Miami.
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Serial testing to assess cognitive function in patients with cancer being treated with
immunotherapy.

Shobha Shahani, Ali Ajrouch, Nasser H. Hanna; Indiana University School of Medicine, Indianapolis, IN; Indiana University Melvin and Simon Comprehensive Cancer Center,
Indianapolis, IN

Background: The advent of immunotherapy (IT) has revolutionized lung cancer treatment,
becoming a primary modality from Stages Ib to IV. While the short-term side effects of IT are
well documented, its long-term impact on cognitive function are under explored. This is a
crucial area of investigation given the significant impact of cognitive health on the quality of life
in cancer survivors. Preclinical investigations suggest neurocognitive alterations in IT-treated
patients, evidenced by increased microglial activation and cytokine release, contributing to
observed cognitive deficits such as impaired cued fear memory and object recognition. This
study leverages the Montreal Cognitive Assessment (MoCA) to investigate these potential
cognitive changes in a clinical setting, aiming to provide crucial insights into the long-term
effects of IT.Methods: This single-center, open-label pilot study enrolls patients with various
cancer types and stages undergoing IT. Exclusion criteria include prior history of underlying
cognitive dysfunction, dementia, depression or psychiatric illness, history of brain metastasis
or radiation. The study compromises three cohorts: those receiving IT alone, those undergoing
chemo-immunotherapy, and a control group with no active treatment (in remission with prior
history of cancer and have received IT in the past). Each of the IT and chemo-immunotherapy
groups will include 72 patients, while the control group will consist of 40 participants. Baseline
cognitive function is assessed using the MoCA scale, with follow-up assessments at 3 and
6months from baseline. Patient enrollment commenced in April 2022, with 4 patients enrolled
in the IT group, 16 in the chemo-IT group, and 32 in the control group. The primary objective is
to assess the Cognitive function change in each individual group of patients. The secondary
objective is to assess change of MoCA scores after 3months and 6months in patients receiving
immunotherapy alone in lung cancer patients. The changes in MoCA scores will be plotted and
summarized with mean change, standard deviation of change and standard errors of mean
change. MoCA scores at baseline and at 6 months will be compared using paired t-tests. The
studywill analyze the rate of change inMoCA scores over time, comparing outcomes across the
treatment cohorts. Clinical trial information: NCT06160700. Research Sponsor: None.

CARE DELIVERY/MODELS OF CARE

http://www.clinicaltrials.gov/ct2/show/NCT06160700


TPS1645 Poster Session

A phase II randomized double-blind placebo-controlled study of fisetin to improve
physical function in frail older breast cancer survivors (TROFFi).

Jingran Ji, Marie Bae, Florence Lennie Wong, Catherine M Crespi, Lisa D Yee, Mina S. Sedrak; City of Hope, Duarte, CA; City of Hope National Medical Center, Duarte, CA; City
of Hope National Comprehensive Cancer Center, Duarte, CA; University of California, Los Angeles, Los Angeles, CA; UCLA Health Jonsson Comprehensive Cancer Center,
Los Angeles, CA

Background:Amongpostmenopausal breast cancer survivors treatedwith chemotherapy, one-
third experience a persistent decline in physical function even 12 months after completing
treatment. This decline has been associated with loss of independence, disability, and death.
One mechanism that is thought to drive chemotherapy-related decline in physical function is
cellular senescence, a state of terminal growth arrest. Chemotherapy increases the burden of
senescent cells (Sncs),whichdevelop a senescence-associated secretory phenotype (SASP) that
over time leads to functional decline. Preclinical mouse studies have demonstrated that
eliminating chemotherapy-induced Sncs in mice led to reductions in SASP and improved
physical activity. In patients with stage I-III breast cancer treated with chemotherapy, ex-
pression of p16INK4a (p16), a known Snc marker, rapidly increased after chemotherapy and
persisted over time. Higher levels of pretreatment p16 have also been associatedwith increased
frailty in older breast cancer survivors. Novel senolytic agents have been developed to eliminate
Sncs. Among existing senolytics, fisetin is a natural dietary supplement with a favorable safety
profile and preclinical efficacy to reduce Snc burden and alleviate frailty in mice. There are
multiple ongoing studies of this plant flavonoid in humans, but few are studying the effects of
fisetin on chemotherapy-related functional decline in breast cancer survivors. Therefore, we
hypothesize that targeting Sncswith fisetin after chemotherapywill improve physical function
in frail older breast cancer survivors by reducing systemic Snc burden. Methods: This phase II
randomized, placebo-controlled study will enroll 88 postmenopausal women with stage I-III
breast cancer who experience physical functional decline after completing neo/adjuvant che-
motherapy. Key eligibility criteria include being postmenopausal and within 12 months of
completing neo/adjuvant chemotherapy at the time of enrollment. All participants must have
evidence of physical functional decline, as measured by a 6-minute walk distance
(6MWD),400meters, prior to enrollment. Participantswill be randomized 1:1 to either placebo
or oral fisetin (20mg/kg) on days 1-3 of 14-day cycles for a total of 4 cycles. The primary
objective is to determine the effect of fisetin on physical function, as assessed by the change in
6MWD from baseline to end of treatment. Secondary objectives include studying the effect of
fisetin on quality of life and additional measures of function including fatigue, cognition, and
neuropathy. We will also determine the effect of fisetin on biomarkers of aging, including
circulating markers of senescence, as well as the safety of and adherence to fisetin. Enrolment
on this study began March 2023 and is currently ongoing. Clinical trial information:
NCT05595499. Research Sponsor: Conquer Cancer, the ASCO Foundation; 2023YIA-
3100001264; National Institute of Aging; AG074918; National Cancer Institute; CA277660.
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TPS1646 Poster Session

Linking in with advice and supports for men impacted by metastatic cancer: The
LIAM Mc trial (NCT05946993).

Jack Gleeson, Anita Cahill, Katie E Johnston, Stephanie Corkery, Katarina Medved, Anne Marie Cusack, Laia Aran Raigal, Josephine Hegarty, Roisin M. Connolly,
Mohamad M. Saab, Richard Martin Bambury, Brendan Noonan; Cancer Research @UCC, College of Medicine and Health, University College Cork, Cork, Ireland; Cork
University Hospital, Cork, Ireland; Catherine McAuley School of Nursing and Midwifery, University College Cork, Cork, Ireland; Cancer Research @UCC, Cork, Ireland;
Catherine MacAuley School of Nursing and Midwifery, University College Cork, Cork, Ireland; Department of Medical Oncology, Cork University Hospital, Cork, Ireland

Background: Multidisciplinary supportive care interventions are key to preventing and man-
aging adverse effects of cancer and its treatment for patients, reducing symptom and psy-
chological burdens and enhancing quality of life (QoL). However, the optimal composition of
these interventions for men with genitourinary (GU) cancers is poorly understood. The LIAM
Mc Trial is an enhanced supportive care programme, funded by the Irish Cancer Society and
designed with the input of patient representatives who highlighted the unmet needs of cancer
survivors. An important aspect of the trial is to demonstrate how to improve the survivorship
supports and services for underserved communities of men who experience disparities in
cancer incidence, prognosis, outcomeandQoL, andhavenot traditionally been the focus of such
initiatives. Methods: Using an embedded mixed-method process evaluation this prospective
trial aims to assess the feasibility and impact of a holistic 12-week survivorship programme
amongst men with advanced GU cancers at an Irish Cancer Centre. The programme involves
twice-weekly sessions with input from a dedicated physiotherapist, dietitian, and nurse
specialist, along with education sessions from medical social worker and psycho-oncology
specialists, andprogrammeoversight provided bymedical oncologists. Outcomes aremeasured
at three timepoints; pre-intervention, immediately post-intervention and at 6 months post
intervention, and will include EORTC QoL; muscle strength; body composition through bio-
electrical impedance analysis and ultrasound; diet quality; cancer related symptom control;
cancer related fatigue scores; feasibility outcomes, qualitative interviews and a process eval-
uation. Anyman with a locally advanced or metastatic GU cancer who has recently completed a
course of treatment or is stable on active anti-cancer treatment is eligible for the programme.
Over the two-year study period the sample size target is 72 participants. The primary endpoint
of the study is to evaluate the feasibility of introducing anenhanced supportive care programme
as part of routine management for male cancer patients with metastatic disease. Acceptability,
satisfaction with the programme and QoL changes are key secondary endpoints. Barriers to
participation are also a key outcome under investigation. The study was activated in May 2023
with the first participants enrolled in June 2023. To date 17 men have enrolled with accrual
completion anticipated in June 2025. Clinical trial information: NCT05946993. Research
Sponsor: Irish Cancer Society; MHI22BAM.
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Neuro-oncology anywhere: A decentralized approach to clinical trials in brain tu-
mors and beyond.

Bryan Neth, Mason Webb, Taylor Galloway, Lynn M Flickinger, Katrina Chan, Sue Steinmetz, William Breen, Sani Haider Kizilbash, Jian Li Campian, Joon H. Uhm,
Michael W. Ruff, Stacy D. D’Andre, Terry C. Burns, John L Stricker, Susan Michelle Geyer, Eva Alden, Nikki Stricker, Ugur Sener; Mayo Clinic, Rochester, MN

Background: The majority of patients with primary and secondary central nervous system
(CNS) malignancy develop cognitive impairment, fatigue, and mood-related symptoms. Ra-
diotherapy has been shown to contribute to symptom burden often limiting quality of life and
functional status. The development of interventions mitigating neurocognitive toxicity re-
quires an accurate assessment of function and symptom burden. Formal neuropsychological
evaluation is resource and time intensive, and often challenging to incorporate in routine
clinical practice. There is a critical need to accurately assess cognition without causing undue
burden to cancer patients while evaluating the efficacy of interventions that can be scaled and
implemented at a population level.Methods: To adequately assess the neurocognitive function
and related symptoms in patients with CNS malignancy we have designed an open-label
decentralized clinical trial that will randomize patients who received intracranial radiation
for primary or metastatic brain tumors in a 1:1 allocation to a therapy targeting radiation-
related toxicity (metformin shipped to patient home) plus health promotion with a wearable
device vs. health promotionwith awearable device alone. Participantswill be stratified based on
tumor type (glioblastoma vs. other glioma vs. brain metastases vs. meningioma) and age (,70
vs. 70+ years). Participants will be provided a wearable device for monitoring health status.
Participantswill undergo serial remote cognitive assessmentswith theMayoTestDevelopment
Through Rapid Iteration, Validation and Expansion platform (Mayo Test Drive). Remote
reported symptom collection via patient surveys and remote neurologic examination by tele-
health will also be incorporated. Cognitive assessments and symptom surveys will be designed
for completion on a smartphone, tablet, or computer device. Health data will be collected from
the wearable device, including the number of steps per day and sleep quality/duration. Par-
ticipants receiving metformin will utilize device apps to report medication adherence and
adverse events. Study-related laboratory assessments will be completed remotely and trans-
mitted electronically. This decentralized clinical trial will provide real-world cognitive and
quality-of-life data for patients with primary and metastatic brain tumors while providing
preliminary data on the effectiveness of device-based health promotion with or without
metformin for treating radiation-related cognitive decline. Results gained from this study will
guide future trials in neuro-oncology and other fields. This study is expected to open in March
2024. Research Sponsor: Mayo Clinic; National Center for Advancing Translational Sciences
(NCATS); UL1 TR002377.
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