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he advent of nursing by religious
orders, later followed by members of the upper class, in the
17th and 18th centuries was often associated with care to the
wounded on battlefields
and care of the poor. It involved hands-on care with
few technological tasks.
The “technology” of the
time was for the exclusive
use of physicians. It was
never imagined then what
nursing would become.
Today, we still act as patient advocates, translators
of medical jargon, teachers, and coordinators of
care. We still assess, support, and communicate;
keeping communication
pathways open between
patient and the healthcare
team. Most importantly,
we still are involved in
hands-on care.
Much of what we do
as nurses happens in the
same way as it happened when the
foundations of modern nursing were
formed. With the maturation of nursing,
nurses have found themselves expanding into roles dictated by technology. Procedures once performed by
physicians only have shifted into the

realm of nursing. Nurses need to have
knowledge not only of the classic nursing skills, but also skills in computer
science, electronic mechanisms that aid
our practice, and various other bits of
hardware that the pioneers in nursing

couldn’t have imagined. We see the
need for an intimate knowledge of the
rapidly expanding role of technology as
we take a larger role in its application to
patient care.
Oncology nurses care for patients
with complicated treatment plans
that require a working knowledge of a
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plethora of “hardware” that eclipses the
mundane needles and syringes usually
associated with nurses. We are introduced to new modalities of treatment
and new ways of addressing the problems related to treatment of cancer.
One of the fundamental challenges in
oncology is finding methods of treating solid tumors that target the cancer
without damaging healthy tissue. Most
traditional approaches for delivery of
cytotoxic agents, targeted therapy, or
immunotherapy have been systemic,
through intravenous or oral administration. These approaches can be
effective but may lead to unacceptable
toxicities, thus limiting the efficacy of
the treatment and adversely affecting
the patient’s quality of life. The goal of
cancer research is to design treatments
that are effective with the least impact
on the patient.
A new approach for treatment of
solid tumors is currently being tested
in a clinical trial. The trial is looking at
the effectiveness of sensitizing the host
immune system against cancer
by delivery of a cytokine,
interleukin-12, to the tumor
directly.
Interleukin-12 is a cytokine
protein whose anti-tumor efficacy has been demonstrated
in preclinical models and
clinical trials.3, 6 It promotes
development of a helper
T-cell I response, inducing
production of interferon and
proliferation and cytotoxicity of natural
killer cells and T-cells.1 It also has been
shown to up-regulate expression of
human leukocyte antigen (HLA) class I
and class II and Inter-Cellular Adhesion
Molecule 1 (ICAM-1) on human cancer
cells (melanoma), which may increase
Continued on page 3

President’s Message

PSONS Nurses are Amazing!
Cherie Tofthagen RN, MEd, BSN, OCN
PSONS President

O

ne of my favorite quotes, one
that I have on my desk at home
is,“There’s no limit to what a
man can do or where he can go if he
doesn’t mind who gets the credit.” It is
so true, when we all work together for a
common cause or good, it really doesn’t
matter who does what, what matters is
how we get there and whether our goal
has been reached.
This will be my last message to you
as President of PSONS, so you know
where this is going. It has been a great
experience for me both professionally
and personally. I’ve been able to meet
such great oncology nurses from all
over but what has meant the most to
me is getting the opportunity to meet
more of our own membership. The
amazing work that oncology nurses do
every day never ceases to amaze me. It
is really true that it is all about the pa-

tient. Oncology nurses make sacrifices
every day to better meet the needs of
our patients and families. Whether it’s
skipping a break to sit and speak with
a patient or caregiver or staying late to
finish up a chemo on someone, you are
all amazing individuals. Collectively, you
make up a pretty awesome group of
people. There’s no news crew following
you to document what you do and put
it on the news, but your actions speak
volumes to those around you.
I also feel that you are only as good as
those around you. I have worked with
some amazing individuals over the past
two years, people you may only know
by name alone. Collectively the PSONS
board is constantly in motion. Whether
its’ elections, membership, community
service, education, the list goes on and
on, the folks behind the scene make it
all happen. They make decisions and focus strategies to make PSONS a success
each and every day. Many times there
is no one there to witness their work; I

Cherie Tofthagen
want them all to know it doesn’t go unnoticed. I admire their dedication and
commitment to this organization. I have
learned that there are lots of pieces
that need to run fairly smoothly for this
organization to continue, and these are
the people that make this happen.
So if I had a crystal ball, what would
I see for the future of PSONS? First,
you will be in great hands with your
Continued on page 4

Editor’s Notes
Three New Authors in the Quarterly’s Spring Issue
Judy Petersen RN, MN, AOCN

S

pring brings more daylight and
new growth. For our spring issue that new growth comes in
the form of three new authors for the
Quarterly.
Our feature article is by Jon Smith a
Clinical Nurse Coordinator in the Renal
Cell/Melanoma Service at the Seattle
Cancer Care Alliance. Jon works daily
with patients participating in clinical
trials, some of them very early phase trials. I had never heard of electroporation
before reading Jon’s article.
Rachael Crickman’s article provides a
thorough review of the state of science
and standards of care related to antibiotic lock therapy. Rachael is Oncology
Clinical Nurse Specialist at Virginia
Mason Medical Center.

2

In Lenise Taylor’s article, she shares
her trials and tribulations as well as
rewards juggling research and other job
responsibilities in a busy clinical setting.
This research, testing the accuracy of
the Temporal Artery Thermometer in oncology patients is still underway and Lenise will need to report back to us her
results. Lenise is Hematological Malignancies/BMT Clinical Nurse Specialist at
Seattle Cancer Care Alliance/University
of Washington Medical Center. In results
of the membership survey last summer,
many of you indicated an interest in
articles on emerging therapies; I hope
these articles support that interest.
The 33rd annual PSONS Symposium
“Preparing for the Future, Nurturing Our Presence” is just around the
corner, April 1st & 2nd at the Lynnwood
Convention Center.This year’s McCorkle
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Lectureship will be presented by Linda
Cuaron RN, MN, AOCN.This luncheon
and lecture takes place on the Saturday
of the symposium.The symposium is
always a great opportunity to network,
catch up with old friends, and meet new
oncology colleagues. I hope to see you
there. For more information and registration visit our website, www.PSONS.org.
Please enjoy this issue. I welcome
any feedback and of course, future
contributions! My thanks go to Sharon
Rockwell for her assistance and support
in planning this issue. Sharon is part of
the newsletter committee I’m trying to
grow. Won’t you join us? Please contact
us to discuss your ideas.You can contact
me at judyp_73@msn.com or psonscommunications@gmail.com.
Happy Spring!
n

Electroporation: Electric Pulse Allows Molecules to Pass Into Cells
Continued from page 1

immunogenicity.2 It also may result in
anti-angiogenesis, though this mechanism is not well understood.
When given systemically, IL-12 is associated with multiple, and sometimes
serious, toxicities and high doses are
also linked with temporary immune
suppression, 7, 8 a trait also seen with
patients receiving multiple treatments,
with interleukin-2. Immune suppression
is obviously not desirable in an immunotherapy treatment model.
The high rate of toxicities with systemic use of IL-12 has lead to experimentation using intra-tumoral injection.
Injection of recombinant IL-12 was
shown to be effective but still resulted
in toxicity.11 Local delivery of cytokines
in the form of DNA was also studied
using different techniques.2,4-6, 11-14 The
delivery systems used could be divided
into two general categories; viral mediated and non-viral methods. Introduction of DNA into cells (transfection)
using non-viral means was found to be
less efficient and more difficult if given
systemically. Viral methods can also result in unwanted immune effects. 14, 15
Electroporation (EP) is a method of
delivery of high molecular weight substances into cells in-vivo. Early research
showed that EP could transfect cells
with plasmid DNA. 17 It has also been
used to effectively deliver chemotherapeutic agents to tumors. 4-5, 18-20 EP can
also be used to deliver plasmid DNA in
multiple treatments without adverse
effects.
Comparison of EP delivery of a DNA
plasmid coding for IL-12 (pIL-12), with
adenoviral delivery, has shown that EP
was effective in placing the DNA without the associated toxicities inherent
in the viral delivery. 21 A recent phase
I trial of pIL-12 using EP placement, in
melanoma, was found to be safe and tolerated with minimal systemic toxicity;
transient pain associated with EP was
the primary adverse reaction. 39

What is EP?
Electroporation is a mechanical method used to introduce polar molecules
into a host cell through the cell membrane. In this procedure, a large electric
pulse temporarily disturbs the phospholipid bilayer, allowing molecules like

DNA to pass into the cell. 41
The hardware used for this trial is
a MEDPULSAR DNA Electroporation
therapy system designed for local treatment of solid tumors using therapeutic
agents. It consists of an applicator with
six needle electrodes measuring either
1 cm or 1.5cm in length. This is connected to an electric pulse device. Fol-

lowing injection of the pDNA, the probe
is inserted and six pulses of 1300V/cm
and pulse width of 100 micro-seconds
at one second intervals are administered
per treatment cycle.
By injecting a DNA plasmid substance
into the tumor, followed by EP, the DNA
is readily incorporated into the cell.
The current clinical trial is looking at
the efficacy of the use of plasmid DNA
intra-tumoral injection followed by EP.
The tumor type in this study is Merkel
cell carcinoma (MCC).
MCC is a rare, cutaneous neuroendocrine carcinoma. It is an aggressive
cancer of the skin, associated with ultraviolet exposure. Although the cause
of MCC remains largely unknown, UV
radiation and immune suppression are
likely significant factors.There are 1500
cases of MCC in the US each year and
it is one of the most lethal skin cancers,
with a 33% mortality rate (melanoma
has a 15% mortality rate). 40 It has a nonspecific clinical presentation consisting
of a rapid growth of a firm red, non-tender nodule. Diagnosis is made by biopsy
with aid of immunohistochemistry. The
majority of patients present with clinically localized disease, which can spread
rapidly to regional and distant sites.
Standard treatment for MCC is surgical excision or radiotherapy if the

patient is a poor surgical risk. Surgery
followed by adjuvant radiotherapy is
also considered. In metastatic disease,
chemotherapy regimens like those used
for small-cell lung cancer are used, but
do not generally offer durable responses.
There is an MCC associated immune
dysfunction in the tumor micro-environment. Consideration of therapeutic immune modulation of the tumor
micro-environment may overcome the
immuno-dysfunction and lead to better
outcomes.
Treatments such as electroporation
offer new and novel challenges for the
nurse. In the research environment,
the nurse may be called upon to assist
in the administration of the treatment,
learning to utilize “hardware” that is unfamiliar in the routine day-to-day role of
care giving.Treatments of this sort offer
new challenges to nurses in helping and
supporting patients to understand and
cope with new modalities of treatment.
This help and support reflects a trend
that began in the 17th century and continues today.
Expect more “hardware”; more
technology. But also expect that nursing will continue to meet the needs
of patients and not loose sight of why
we act as patient advocates, teachers,
and coordinators of care, despite what
technology may demand in our nursing
practice. We find ourselves in a rapidly
changing world of patient treatment
and our role in that world in meeting
patient’s needs.
Jon Smith RN is a Clinical Nurse Coordinator in the Renal Cell/Melanoma Service
at the Seattle Cancer Care Alliance.
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A Comparison of Standard
Temperature Measurement
in Oncology Patients
(And What I Wish I Knew Before
Starting a Research Protocol)
Lenise Taylor, MN, RN, AOCNS
Hematologic Malignancies/BMT Clinical
Nurse Specialist, Seattle Cancer Care Alliance/
University of Washington Medical Center

V

ital signs are an important assessment tool and body temperature
in particular can be measured by
a variety of methods. The usual methods in oncology patients have been by
either the oral or axillary route. Potentials for error in the oral method can
be due to mucositis, mouth breathing
or recent liquid intake. In the axillary
method errors can occur in patient who
are either cachectic or obese or from
imprecise placement in the axilla. An-

other method available is the tympanic
method which measures body temperature via the tympanic membrane. This
method can be inaccurate due to user
error.
The Temporal Artery Thermometer
(TAT) is a newer method of temperature measurement available since about
2000. A reading is taken with this
thermometer by sweeping it across the
forehead, over the temporal artery, then
placing it on the surface behind the ear,
obtaining a confirmatory temperature
which accounts for any perspiration or
heat loss on the forehead. This method
can more easily obtain temperatures
in a less invasive method. In 2005, the

ICU at our institution completed a study
in 60 patients, comparing oral, axillary,
tympanic (ear) and pulmonary artery
(core body) temperature to the TAT. It
was determined that oral and temporal
artery temperatures most closely agreed
with pulmonary artery temperature.
Based on this and other studies, the
decision was made to use the TAT as the
primary method of obtaining temperatures at our institution.
The medical providers for the blood
and marrow transplant (BMT) and leukemia patients were hesitant to endorse
the use of the TAT as most studies were
done in normothermic patients with no
skin integrity issues. There was concern that fevers may not be accurately
measured and that rashes, flushing and
diaphoresis may interfere with accurate
measurement. This created an opportunity for graduate student research.
As part of a Master’s degree project,
the study was initiated with a literature
review, development of study design
and IRB approval. Unfortunately, prior
to implementation of the research, the
student graduated and accepted a position outside of the institution and was
unable to continue. In 2009, I agreed
to become Principal Investigator (PI) of
the research.
In this study oral, axillary and TAT
Continued on page 8

President’s Message: Critical Need for Volunteers to Participate
Continued from page 2

new president, Juanita Madison. I have
known Juanita my entire nursing career.
She’s someone who is an amazing
clinician and role model for all oncology nurses. We will have some new
officers and a few committee members
will continue on for another two years.
There are many spots still open for folks
to volunteer.
What concerns me most is how can
we get more of our membership to
participate? Folks, it really has reached
a critical point. Many of the board
members and committee members are
doing two and three “jobs” for lack of
help. Our symposia, the 33rd this year,
just about didn’t happen. In December
we had to make a go or no-go decision to either postpone or cancel this
4

year’s symposium. If it weren’t for a key
group of officers, board members and a
determined symposia committee (6 people), it would not have happened. Let
me tell you, it would have been much
easier for all to cancel or postpone.
These folks stepped up to the plate at a
critical time.
Grab a friend, co-worker, or buddy and
do something together. There are lots of
opportunities and ways to make it work.
I know I sound like a broken record
here but this is what keeps me awake
at night. I have benefited so much from
this organization in my 24 years as an
oncology nurse. I would hate to see
things like our symposia, educational
meetings, and our other valuable services be scaled back because of lack of
participation.
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So with that...it has been a pleasure
and honor serving as PSONS president.
I’ve had a lot of fun, a lot of laughs, and
have had great people to share it all
with. I want to thank my wonderful
husband, Brad and my boys, Cooper
and Tanner, for their understanding and
support these past two years. They’ve
picked up the slack at home many
times. I’m grateful that they appreciate
the importance of volunteerism and
service. So as I step down as president,
I’m not going away! I’ll serve a one
year term as immediate past president,
continue working on the new website,
and continue to serve as Finance Chair
of the Fundamentals group. I look forward to continuing to serve such a great
organization as PSONS.
n

PSONS Legislative and Health Policy Committee Recommends

Advocacy 201: Taking It to the Next Level Webcourse
What: A terrific opportunity awaits
you...free webcourse with 6 Contact
hours.

When: Courses start April 6th, June
15th, August 17th, September 28th &
November 16th.

Who: Nurses with a basic knowledge of the legislative process and
health policy advocacy who would
like to learn ways to become actively
involved in changing health policy.

Details:The Advocacy 201: Taking
it to the Next Level webcourse is for
nurses who have a basic understanding of health policy advocacy and
want to become more deeply involved.
A series of lessons, hands on activities
and written assignments will help you

Where: http://www.ons.org/
CourseDetail.aspx?course_id=91
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(e.g. Hickman, Broviac, apheresis catheters, and implanted ports) is much
more difficult. Stable patients with
long-term catheters who are responding
to systemic antibiotics for CRBSI may
be appropriate candidates for antibiotic
lock therapy. Antibiotic lock therapy is
a controversial method to both prevent
and/or treat CRBSI. Although some studlayer
on
the
external
(or
internal)
surBy Rachael Crickman,
ies have found antibiotic lock therapy to
face
of
the
catheter.
MN, RN, AOCNS
be an effective prevention technique, its
Imagine biofilm as a sticky substance
use is outside the scope of this review
entral venous catheters (CVCs)
which allows microorganisms to bind
article.
are frequently utilized in the
and reproduce on catheter surfaces
An antibiotic lock involves the installaoncology population and are
(Cowan, 1992). Systemic antibiotics
tion of highly concentrated antibiotic(s)
crucial for the delivery of multiple treat- used to treat bacteremia do not peninto a catheter, in a volume that will
ments and medications.
etrate the catheter wall, and therefore
fill the lumen (and remain “locked”
Although CVCs provide quick access
cannot completely eradicate intralumiwithin the lumen), but not enough to
for laboratory blood samples, blood
nal biofilm (Nori, et. al. 2006). Microdeliver systemically to
product administration, chemotherapy
Central Venous Catheter
the bloodstream (Bagnaldelivery, and other treatments, they
Reeb, 2004). Antibiotic
also pose their own risk to patients. In
locks may or may not be
addition to an increased risk for deep
Catheter
combined with heparin
venous thrombosis, catheter-related
Collarbone (Clavicle)
or other anticoagulants.
bloodstream infections
Dwell time of the antibi(CRBSI) are a signifiEntrance Site
otic lock varies (apcant concern for both
proximately 6-12 hours)
patients and providers
and is typically aspirated
Subclavian
alike.
or removed prior to use
It is estimated that
Vein
of the vascular access
CRBSI occur in 5-40% of
device. Example of conpatients with indwelling
Subcutaneous
centrations for antibiotic
catheters, with estimates
Tunnel
lock therapy includes:
of over 200,000 cases
vancomycin 5mg/mL or
occurring annually in
daptomycin 1mg/mL.
the United States (BookHeart
The most widely utistaver, et. al. 2009).The
Exit Site
lized or studied antibiestimated cost for each
otic lock agents include:
episode of a CRBSI is bevancomycin, teicoplanin,
tween $10,000-$28,690 (Bookstaver, et.
minocycline, gentamicin,
al. 2009). Sources of infection include:
and amikacin (Bagnallendogenous skin flora, practitioners’
Reeb, 2004; Del Pozo,
hands, colonization from the insertion
Clamp
2009). Recent studies
site, contaminated catheter hub or inLeur-Lock End
suggest that vancomycin
fusate, and hematogenous seeding from
may have limited activity
a secondary site, e.g. abscess (Bagnallagainst pathogens in a
Reeb, 2004).
biofilm (Bookstaver, et.al. 2009). AddiPatients are diagnosed with a CRBSI
organisms embedded in biofilm are a
tional research may examine the use of
when positive quantitative blood culdifferent type of “monster.”This biofilm
daptomycin reconstituted in Lactated
tures have a concentration of microorembedment results in an increased reRinger’s solution, due to its apparent
ganisms in the culture from the central
sistance to antibiotics (Del Pozo, 2009),
potency against gram-positive organisms
catheter that is 3-5 fold greater than in
and helps explain why systemic treat(Bookstaver, et.al. 2009).
the simultaneously drawn peripheral
ment may result in failure.
The type of antibiotic utilized will of
culture – or, more than 100 colonyRemoval of an infected CVC, when
course depend on its potency relative
forming units/mL in the blood obtained
feasible, is the standard of care (Bookto the identification of the cultured
through the central catheter (Del
staver, et. al. 2009).Treatment for a
pathogen. Gram-positive organisms,
Pozo, 2009). CRBSI are difficult to treat
CRBSI in non-tunneled catheters typipredominately Staphylococcus aureus
because they are caused by microorgan- cally includes removal of the line.The
Continued on next page
isms that embed themselves in a biofilm decision to remove tunneled catheters

Antibiotic Lock Therapy

C

6

Puget Sound Quarterly Vol. 34, No. 1
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and coagulase-negative staphylococci,
are the most common pathogen associated with CRBSI (Bagnall-Reeb,
2004; Bookstaver, et. al. 2009).Typically,
antibiotic lock therapy is not considered
appropriate for fungal infections, port
pocket infections, or for patients with
prosthetic heart valves (Bagnall-Reeb,
2004). Again, antibiotic lock therapy
can be appropriate for “the right patient,
with the right bug.” Stable patients with
long-term central venous catheters,
including dialysis patients, may be good
candidates. If fever persists beyond 72
hours of treatment with antibiotic lock
therapy, removal of the CVC is highly
indicated. Similarly, recurrent bacteremia within 12 weeks of antibiotic lock
therapy should be considered “failure.”
Unfortunately, direct comparisons
through randomized-controlled trials
have not occurred between systemic
antibiotic therapy alone, antibiotic
locks, or systemic therapy plus antibiotic locks.The most effective way
to eliminate a CRBSI is removal of the
catheter (Del Pozo, 2009).The potential
advantages of antibiotic lock therapy
includes delivery of high concentrations of antibiotic directly to the site
of infection, the avoidance of potential
side effects from systemic antibiotics,
cost reduction, improved access to care
with outpatient delivery, and salvage
of the vascular access device (BagnallReeb, 2004; Del Pozo, 2009). Clearly,
the patient benefits from avoiding line
removal and replacement. As the number of patients who require long-term
access increases, maximum longevity
of the central line is ideal.The concern
for antibiotic resistance with antibiotic
lock therapy exists, however, as it could
potentially lead to catheter flushing or
leakage of the solution into the circulation at low concentrations.
In summary, the practice of antibiotic
lock therapy varies by institution in
the type of antimicrobial agents utilized, the addition of heparin or other
anticoagulants, and the dwell duration
and volume. Ultimately, practice will
change as more evidence accumulates
regarding the best treatment for CRBSI.
Most importantly, prevention of CRBSI
is essential.The Institute for Healthcare
Improvement’s Central Line Bundle
Continued on page 10

PSONS December Service
Project Was the Biggest Yet!
providing services to deal with why
their clients ended up on the street
and help get them permanently off the
PSONS assembled our holiday packstreet. Dr Dale said he felt that a lot of
ages for residents of the Downtown
the success of DESC was attributed to
Emergency Service Center (DESC) in
the executive director, Bill Hobson who
December. It was the biggest service
is a very charismatic advocate for the
project yet! We had more elves to help
homeless. So far, DESC has not been a
us assemble, and WAY more goodies
victim of major funding cuts from the
to put in the bags! All of the bags
state and county.This is because studincluded household items, clothing
ies have shown that it actually saves
items, toiletries, snacks and fast food
government money to provide services
gift cards. They
through DESC
barely zipped
rather than to pay
they were so full!
for emergency
We had extra
care, jail time, etc
donations of
for homeless peosupplies which
ple who remain
we donated in
on the street.
big boxes to the
Grant money
DESC. A few days
keeps the heat on
after delivery,
in the buildings
DESC contacted
but doesn’t prome on Christmas
vide any “extras”.
week and said
This is where the
they hadn’t yet
holiday gift drive
received enough
comes in! Dr
packages for all
Dale noted that
1200 of their
the DESC staff are
residents. They
poorly paid and
were SO grateful
work very hard.
for all our extra
Most of them do
donations so
it because they
they could make
believe in the
up make more
work, not for
bags for other
the money. In
residents. Guess
response, I gave
what that means Nancy Thompson and the PSONS holiday 2 big jars of
for next year?!
extra wrapped
packages.
DESC has sent
chocolates to
out a broadcast note as follows:
the staff and the manager called me
“Thank you to everyone who parand thanked me for thinking of them.
ticipated in the holiday gift drive or
Dr Dale answered questions and even
brought in warm clothing and socks for helped load up one of the bags!
those in need this holiday season! All is
I continue to be overwhelmed by
very much appreciated. We distributed
the generosity of my oncology nursing
over 1,200 holiday gifts...”
colleagues. With such a poor economy
At the PSONS assembling party, Dr
in 2010, the demand for DESC services
Mark Dale, a Swedish pediatric surwere great and the donations were
geon and DESC board member, talked
down overall. Clearly, helped PSONS
about how he got involved in DESC
made up for the slack! Thank you
because he believed they were a value
doesn’t seem adequate but it’s all I can
added organization - not just providsay.
n
ing temporary housing but actually
By Nancy Thompson
RN, MS, AOCNS
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Temperature: Practical Lessons Learned in Conducting Research
Continued from page 4

measurements are taken and compared
at three time points; enrollment, upon
temperature spike > 38.3 and again
4 hours later. 30 sets of readings will
be collected. Any patient admitted to
the designated unit for the study with
leukemia, high grade lymphoma or BMT
is eligible for the study. A dedicated
Exergen™ TAT is used for all temporal
artery temperature measurements. Oral
and axillary temperatures are obtained
using hospital issue single-patient-use
digital thermometers, identical to those
already in use on this unit.
Twelve data collectors were trained
on the use of the TAT and interrater
reliability tested on the TAT, oral and
axillary method monthly. Patients were
identified through
chart review. The PI
then approached the
nurse caring for the
patient, and requesting they describe the
study to the patient. If
the patient is willing,
the PI then speaks
with the patient and
provides informed
consent, and obtains
baseline temperature
measurements at that
time. Alerts are placed
for staff awareness of
patient involvement in
the study. At the time of measurements
with febrile episodes, notations are
made if the patient is diaphoretic, flushing, has mucositis, or receiving oxygen
therapy.
To date, 23 patients have been enrolled in this study, with complete data
collection (3 sets of readings) obtained
on 11. Table 1 shows data of measurements obtained at all time points with
all methods. Mean offset of TAT measurements from oral measurements at
baseline were -0.75°C with confidence
limits (CL) -1.92°C to 0.42°C. At febrile
time points, these increased with a
mean of -0.91°C and CL -2.4°C to 0.59°C
at first febrile episode and -0.90°C and
CL -2.83°C to 1.03°C at the second timepoint four hours later.This data shows
a wide variability in readings. Minimal
8
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data has been collected regarding skin
integrity issues, diaphoresis and flushing.
Data collection is ongoing at this point.
It is recognized that the TAT is being compared to an oral temperature,
which is not the gold standard, but we
are unlikely to obtain pulmonary artery
measurements in this population.
At the outset, this appeared to be a
simple research study. The role of the
PI was to evaluate patients for eligibility, contact nurses to approach patients,
enroll patients, notify staff of enrollment and track data collected. This is a
laundry list of items, certainly, but not
difficult. What I didn’t know made this
study move from a planned 6 month
accrual of patients to now a 2 + year
accrual.

Point #1: Evaluating patients for eligibility, asking to approach the patient
and consenting patients takes more
than one day. Direct care providers
have many tasks to perform throughout
the day and may not be able to accomplish this on a given day. Once you do
have the OK to approach the patient,
they may be unavailable due to their
current condition or procedures. Lesson learned: Enrolling a single patient
often will take more than one day and
it takes more time than the defined
amount of time to explain the study and
Allowances should be made for repeat
attempts to speak with the patient.This
study had a single enroller; it would be
advisable to have more than one person
consenting and enrolling.
Point #2: Expecting that once a pa-
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tient has been deemed eligible, all staff
will always be aware of the patient’s enrollment in the study is unrealistic. Even
in a research institution, direct patient
care is always priority. Research will be
a secondary task for the staff. Lessons
learned: Once a patient is enrolled,
research staff must continue to follow
the patient and alert staff for opportunities for data collection. This must be
done on a regular basis and should be
scheduled into the researcher’s day.
Point #3: The time needed to revalidate data collector’s skills is significant.
This study necessitated validating skills
monthly. With variable work schedules, it may take upwards of 2 weeks
to connect with each collector. Lesson
learned: Schedule regular meetings to
validate skills and to
update each data collector on progress of
the study.
Point #4: Once
the IRB application
is complete, the IRB
process is not done.
IRB boards require
regular updates on
progress of the study.
In addition to this, IRB
applications require
re-approval on a regular basis.You will be
notified that updates
are due, but usually
this is shortly prior to the due date. Lesson learned: IRB updates are simple to
complete. In order to avoid delays and
stress, a calendar of when updates are
due is necessary to ensure it is not a last
minute task.
Point #5: Never underestimate the
time it takes to shepherd a study from
inception to completion, regardless of
how simple it seems. Ongoing maintenance issues such as device validation,
supplies, and identification of patients
on study can take a significant amount
of time. In addition, updating staff on
the status of the study can increase
staff participation but increases PI time.
Lesson learned: Nothing is as easy as it
seems. Regular time should be scheduled into each week to work on the
Continued on page 10

PSONS Profile

Barry Boatman,

RN, MA, OCN, CCRA, CIM
Clinical Research Lead, Swedish Cancer Institute
By Jody Stroh, MBA

W

hen Barry agreed by email to
be profiled for the newsletter,
I was met with total delight
and a good dose of humor which I’m
sure anyone who gets to work with
Barry is treated to on a daily basis. Over
our lunchtime interview, Barry’s southern charm and quick wit were all too
evident.
Born in Fort Brag, North Carolina to
parents who after frequent uprooting
for the military decided that it was just
a great adventure to move around a lot,
Barry grew up having lived in almost
every state in the south. Atlanta however got the lion’s share of Barry’s time.
Barry earned a BA from University of
South Carolina followed by a Masters
from University of Kentucky in 1985.
With his new credentials in English literature, Barry headed to the University
of Tampa where he taught English lit for
two years. While his love of English lit
remained strong, that could not be said
for the freshman and sophomores who
were simply checking off required entry
level courses. Barry thought “if I could
just reach them [the students] sooner
and make literature more interesting,
maybe we’d both be happier”. So with
that, Barry added high school teaching
to his repertoire. Teaching high school
courses during the day (like drama and
literature) and college classes in the
evenings kept Barry busy over the next
couple of years.
But never one to rest on his laurels,
Barry decided to see if he could realize something he’d always wanted to
try – farming! Barry and his partner
purchased a 12 acre farm in Kentucky
where they raised organic vegetables,
chickens and goats. Fun yes, but way
too much work. Sometime before this
farming stent Barry was helping care for
his grandfather who lived in Tennessee

and was dying of lung cancer.
Reflecting on this and his exposure to Hospice and oncology
nurses he decided to give up
farming and go into nursing.
And so with that same eye for
adventure that got Barry into
farming, he thought “wouldn’t it
be interesting to explore nursing and not just nursing but the
Barry Boatman
research end of nursing”.
In 1991, Barry completed
became the director of a very robust
his BA in nursing at West Kentucky
clinical research program with responUniversity. “It was an amazing program
sibilities in budgeting and HR. But like
because we were doing clinical the first
many in management, he missed the joy
week of school!” says Barry with quite
of working with patients directly. Barry
a bit of zest. “The summer of my junior
could not escape his reputation in Atyear, I got to work in the Phase I Clinical lanta as a clinical research director so he
Trials unit at Emory in Alabama”. This
took his job search national considering
is where Barry met one of his first and
Boston, San Diego and Seattle.
most influential mentors in nursing,
In the end, Barry chose a position at
Mary Gulatte, RN. (Mary incidentally is
Swedish Cancer Institute that would
currently running for president of ONS.) allow him to work in clinical research
Mary was aware of Barry’s strong interwith patients across a broad spectrum
est in clinical trials research and advised of tumor types. What does he love
him to “go get ICU experience if you
about his current role? “At Swedish, the
really want to go into clinical research”.
doctors and nurses work really close
So for the next three years Barry
together which is quite different that in
worked in the ICU at Emory. It was also Atlanta where there was a real hierarchy
in 1993 that Barry first joined ONS and
of roles. It’s all first names here and
his local chapter.
you know all the people in the differLater, Barry would work at Northside
ent clinics. And we (research nurses)
Hospital in Atlanta where he would
can follow our patients if we like, even
meet Patti Owen, RN, Director of Oncol- administering the initial infusions.”
ogy Nursing and an active member of
Barry has been very active in ONS
ONS. Incidentally, Northside delivers
starting as Treasurer and then becomthe most babies in the country. As a
ing President of his local chapter in
consequence of the high volume of
Atlanta. Here in Seattle, Barry is our
female patients, there were a large
current Co-Chair with Ryan Iwamoto,
number of female cancers diagnosed
of the Education Committee. Barry has
there. At the time, there was no clinical
also taken advantage of the scholarships
research program. Patti gave Barry carte available to ONS members and attended
blanche to create a clinical research pro- the 2010 IOL in Seattle on full scholargram from the ground up. Among other ship. (As an aside, Barry has managed to
things, Barry focused on cardiology, Lafund his entire academic experience on
bor and Delivery, IRB by-laws, oncology
scholarships!)
industry trials and Community Clinical
The best work advice Barry ever got
Continued on page 10
Oncology Program (CCOP). Soon Barry
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Upcoming 2011 PSONS Education Meetings
Please note: There will be no meetings in May (due to the ONS Congress) and August
Date

Topic

Location

April 20
June 15
July 20

Prostate Cancer
ONS Re-cap
4 Pillars - Traditions of Care

Swedish Cancer Institute
TBD
Cancer Lifeline

For the latest information on upcoming educational programs visit www.psons.org under the Committee tab for Education.

Temperature

Antibiotic Lock Therapy
Continued from page 7

Nursing, 15(5), 283-287.
Del Pozo, J. (2009). Role of antibiotic
lock therapy for the treatment of
catheter-related bloodstream infections. The International Journal of
Artificial Organs, 32(9), 678-688.

supports this; however, the Bundle
primarily focuses on placement of the
line and daily assessment of whether
a continued need for the line exists.
Daily central line care
uniquely rests within
the realm of nursing to
The Institute for Healthcare
impact. Hand-washing,
Improvement Central Line Bundle:
frequent site assessment,
dressing changes,“scrub• Hand Hygiene
bing the hub” with alco• Maximal Barrier Precautions Upon Insertion
hol prior to access, proper
• Chlorhexidine Skin Antisepsis
flushing, and scheduled
• Optimal Catheter Site Selection, with
changes of intravenous
Avoidance of the Femoral Vein for Central
tubing are important measures that nurses can take
Venous Access in Adult Patients
to improve CRBSI rates.
• Daily Review of Line Necessity with Prompt
Removal of Unnecessary Lines
References
Bagnall-Reeb, H. (2004).
Evidence for the use of
the antibiotic lock technique. Journal
of Infusion Nursing, 27(2), 118-122.
Bookstaver, P., et. al. (2009). Activity
of Novel Antibiotic Lock Solution in
a Model Against Isolates of CatheterRelated Bloodstream Infections. The
Annals of Pharmacotherapy, 43,
210-219.

Nori, U. et. al. (2006). Comparison of
Low-Dose Gentamicin with Minocycline as Catheter Lock Solutions in the
Prevention of Catheter-Related Bacteremia. American Journal of Kidney
Diseases, 48(4), 596-605.
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Cowan, E. (1992). Antibiotic Lock
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Barry Boatman
Continued from page 9
was from Mary Gulatte, who encouraged him to develop an interest outside
of cancer. Barry’s diversion? – pottery!
10

n

Many may not know that Barry is a
very accomplished potter with many of
his wares in his own kitchen. What is
Barry’s advice to oncology nurses? – set
a goal for your career and take chances.
Barry has more successful stories on
taking chances that I can relay in this
short space so you’ll have to ask him

Puget Sound Quarterly Vol. 34, No. 1

Continued from page 8

study. If no maintenance is needed and
things are running smoothly, review of
recently published literature on the subject can provide insights into completing
the research or methods to consider for
completion.
The thought of participating in research
can be overwhelming. Many graduate
students, myself included, choose to work
on a project rather than actual research
because of this. However, in this time of
Evidence Based Practice and questioning
the “way we have always done this”, research at the bedside is even more important. The keys to conducting this research
lie in careful planning and accessing the
expert resources around us; faculty at
the Schools of Nursing, Clinical Nurse
Specialists and Staff Development staff,
research staff in your organization and
those within our professional organization
who participate in research regularly. The
best research is conducted by a team and
starts with the question,“Why?”
My thanks to Reiko Torgeson, MN, RN
for beginning this research and to Elizabeth Bridges, PhD, RN, CCNS, Nurse Research at UWMC and Associate Professor
at University of Washington BioBehavioral School of Nursing for assisting me
in understanding the research process.
n

about that when you see him.
Barry’s second favorite hobby is likely
cooking and entertaining. Maybe if we
are lucky, Barry will host a membership
meeting at his home and serve us dinner like he used to do in Atlanta for the
Metro Atlanta ONS chapter…
n

PSONS Chapter News
Scholarships
PSONS is offering several scholarships to support professional nurses interested
in improving cancer care through developing their oncology nursing career by attending the PSONS annual symposium, ONS Congress or the Institutes of Learning/
Advanced Practice Nursing Conference. (The deadline was March 1st for the PSONS
annual symposium and ONS Congress.)
The Scholarship applicant may be nominated by any PSONS member or be selfnominated.The 2011 scholarships will be awarded to PSONS members for registration fees for:
• Five Symposium scholarships for registration to the PSONS 33rd Annual
		 Oncology Nursing Symposium, April 1-2, 2011 (registration $260.00).These
		 include 2 Rose Preston Symposium scholarships and 3 PSONS Symposium
		 scholarships.
• Two ONS Congress scholarships for early bird registration to the 36th ONS
		 Congress April 28–May 1, 2011, Boston, MA (early bird registration $450.00).
• Two ONS 11th Annual Institutes of Learning (IOL)or Advanced Practice Nursing
		 Conference, November 12-14, 2011, Orlando, Florida (early bird registration)
For further details, deadlines and application visit www.psons.org chapter news
tab and click on scholarships.

Puget Sound Chapter of the
Oncology Nursing Society
Contact Information for
PSONS Board and Committees
Please utilize the following email addresses to contact
board members. We definitely want your input and
would love to hear from you! All board meetings are
open to the membership.

Chapter Board of Directors
President: Cherie Tofthagen
E-mail: psonspresident@gmail.com
President-Elect: Juanita Madison
E-mail: jmadison@seattlecca.org
Past President: Renita Vance
E-mail: vance.renita@gene.com
Secretary: Nancy Thompson
E-mail: psonssecretary@gmail.com
Treasurer: Bonne Childs
E-mail: psonstreasurer@gmail.com

Chapter Committees

Treasurer’s Report
Year 2010
Quarter One
QuarterTwo Quarter Three
Quarter Four
A. Beginning Balance
91,413.27
128,941.70
116,956.78
121,710.14
Ads
140.00
150.00
150.00
710.00
Donations/Grants				
Dues
3,596.26
2,026.50
1,957.50
845.00
Exhibit Fees				
Fundraising
25.00		
275.00
353.07
Interest
Miscellaneous
Program Fees
45,185.00
23,525.00
12,950.00
10,295.00
B. Total Revenue
48,946.26
25,701.50
15,332.50
12,203.07
Expenses
Bank Charges		
104.97
104.85
199.85
Books/Subscriptions 			
420.00		
Chapter Fees			
558.00
CE Credits		
220.00
199.00		
Donations
Equipment/Facilities/Catering
1,302.00
25,022.01
4,717.98
17,318.67
Fundraiser			
Gifts
50.00
420.99		
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1,150.00
425.00		
Honorarium/Speakers		
4,000.00			
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Meetings			
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(5,000.00)
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164.09
704.81
Survey			
39.90		
Supplies		
1,163.39		
108.08
Telephone/Teleconference
89.97
91.85
89.97
69.97
Travel
993.45
2,079.57		
336.00
Website
119.40			
632.00
C. Total Expenses
11,454.33
38,066.42
10,579.14
21,176.13
D. Ending Balance This Period
128,941.70
116,576.78
121,710.14
112,737.08
Outstanding Checks
36.50
380.00			
TOTAL (Outstanding Deposits/Checks)
128,941.70
116,956.78
121,710.14
112,737.08
Checking
128,941.70
116,956.78
121,710.14
112,737.08
Savings
1,198.39
1,198.79
1,199.00
1,199.30
Money Market/Certificates
37,058.15
34,873.35
37,098.81
40,114.96
TOTAL
167,198.24
153,028.92
160,007.95
154,051.34

Annual
91,413.27
1,150.00
8,425.26
653.07
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Government Relations: Ellen Nason
E-mail: psonshealthpolicy@gmail.com
Nominating: Lois Williams
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Membership: Karen Brandstrom		
E-mail: psonsmembership@gmail.com
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Electroporation and IL-12
for Merkel Cell Carcinoma
By Jon Smith, RN

T

32nd Annual PSONS Symposium

Preparing for the Future,
Nurturing Our Presence
April 1 & 2, 2011
Lynnwood Convention Center
3711 196th Street SW
Lynnwood, WA 98036
Honoring Linda Cuaron RN, MN, AOCN
as McCorkle Lecturer
Rose Preston Memorial Scholarship
is available for PSONS members
You may register online or by mail. Go to the PSONS website (www.psons.org) for brochure and online
registration. Mail-in registrations need to be postmarked by March 23, online registration payments need
to be received by March 25. For questions about the symposium, please email psonssymposium@gmail.com

he advent of nursing by religious
orders, later followed by members of the upper class, in the
17th and 18th centuries was often associated with care to the
wounded on battlefields
and care of the poor. It involved hands-on care with
few technological tasks.
The “technology” of the
time was for the exclusive
use of physicians. It was
never imagined then what
nursing would become.
Today, we still act as patient advocates, translators
of medical jargon, teachers, and coordinators of
care. We still assess, support, and communicate;
keeping communication
pathways open between
patient and the healthcare
team. Most importantly,
we still are involved in
hands-on care.
Much of what we do
as nurses happens in the
same way as it happened when the
foundations of modern nursing were
formed. With the maturation of nursing,
nurses have found themselves expanding into roles dictated by technology. Procedures once performed by
physicians only have shifted into the

realm of nursing. Nurses need to have
knowledge not only of the classic nursing skills, but also skills in computer
science, electronic mechanisms that aid
our practice, and various other bits of
hardware that the pioneers in nursing

couldn’t have imagined. We see the
need for an intimate knowledge of the
rapidly expanding role of technology as
we take a larger role in its application to
patient care.
Oncology nurses care for patients
with complicated treatment plans
that require a working knowledge of a

9

Educational Meetings

Spring 2011

plethora of “hardware” that eclipses the
mundane needles and syringes usually
associated with nurses. We are introduced to new modalities of treatment
and new ways of addressing the problems related to treatment of cancer.
One of the fundamental challenges in
oncology is finding methods of treating solid tumors that target the cancer
without damaging healthy tissue. Most
traditional approaches for delivery of
cytotoxic agents, targeted therapy, or
immunotherapy have been systemic,
through intravenous or oral administration. These approaches can be
effective but may lead to unacceptable
toxicities, thus limiting the efficacy of
the treatment and adversely affecting
the patient’s quality of life. The goal of
cancer research is to design treatments
that are effective with the least impact
on the patient.
A new approach for treatment of
solid tumors is currently being tested
in a clinical trial. The trial is looking at
the effectiveness of sensitizing the host
immune system against cancer
by delivery of a cytokine,
interleukin-12, to the tumor
directly.
Interleukin-12 is a cytokine
protein whose anti-tumor efficacy has been demonstrated
in preclinical models and
clinical trials.3, 6 It promotes
development of a helper
T-cell I response, inducing
production of interferon and
proliferation and cytotoxicity of natural
killer cells and T-cells.1 It also has been
shown to up-regulate expression of
human leukocyte antigen (HLA) class I
and class II and Inter-Cellular Adhesion
Molecule 1 (ICAM-1) on human cancer
cells (melanoma), which may increase
Continued on page 3

