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Presentation Overview:
Learning Objectives
Brief review of clinical rationale for treating
tobacco dependence in cancer care

. Best practices in promoting tobacco cessation
among cancer patients and survivors

. Current gaps in promoting tobacco cessation
among cancer patients and survivors

. Integration of tobacco cessation services across
models of oncology care

Resources available for achieving tobacco
cessation among cancer patients and survivors.

. Opportunities to address barriers and promote
strategies to increase implementation of tobacco
treatment




Smoking and Adverse Outcomes for
Cancer Patients/Survivors

 Increased overall and cancer specific mortality
 Increased risk of disease recurrence
 Increased risk of second primary cancers
 Increased risk of treatment complications

e Increased risk of other tobacco-related

comorbid conditions (CVD, COPD) The Hesis Comeqencs

of Smoking—50 Years of Progress

A Report of the Surgeon General

 Poor quality of life

SGR, 2014; Warren, Sobus & Gritz, 2014




Prevalence of smoking among adult survivors with
tobacco-related cancers (TRCS), non-tobacco-related
cancers and no cancer: BRFSS (2009)*

Tobacco TRCS SE Non- SE No SE
Use TRCS Cancer

Current 3% 0.004 39§ | 0.002 | 49 0.001 | <0.001
Smokeless

33% 26% 24%

Underwood et al, 2012, *Adjusted for race, ethnicity, sex, age, employment and insurance
TRCS= bladder, cervical, esophageal, kidney, leukemia, lung, oral, pharyngeal, pancreatic, stomach

MEMORIAL SLOAN KETTERING



Prevalence of Smoking Following
Diagnosis of Lung, Head/Neck Cancers

m Full Sample # Current Smokers at Cancer Diagnosis

100 -

90 -

81.7

63.7

52.1

Prevalence (Mean)

38.1

Before Treatment During Treatment After Treatment
(n=30/5 studies) (n=21/7 studies) (n=26/7 studies)

Treatment Phase

Burris, Studts, DeRosa & Ostroff, SBM 2015; accepted for publication, CEBP

Mixed
(n=33/15 studies)
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National Calls for Action:
Tobacco Use Assessment and Treatment
in Cancer Care

National Cancer Institute
American Society for Clinical Oncology
o Quality (QOPI) measures
AACR Policy Statement
Oncology Nursing Society
Comprehensive Cancer Control National Partnership
“Meaningful Use” criteria for EHRs
Joint Commission/Medicare adopted National Hospital Quality Measures

ASC@ JFONS AR
5 m i lenes

W The Joint

Comprehenswe Commission

Cancer Control




v Tobacco Cessation and

Quality Cancer Care

 Itis “incumbent on the cancer care community to
incorporate effective tobacco cessation as an
integral component of quality cancer care”

« Smoking status recommended as core clinical
and research data element

 Tobacco cessation treatment recommended as
standard of quality care

ASCO, 2009



Original Contribution

National Cancer Institute Conference on Treating Tobacco
Dependence at Cancer Centers

By Glen Morgan, PhD, Robert A. Schnoll, PhD, Catherine M. Alfano, PhD, Sarah E. Evans, PhD,
Adam Goldstein, MD, MPH, Jamie Ostroff; PhD, Elyse Richelle Park, PhD, Linda Sarna, DNSc, RN,
and Lisa Sanderson Cox, PhD

 Recommend that Cancer Centers integrate
assessment and treatment of tobacco use into
routine clinical care

« Call for more research on developing and
evaluating cost-effective cessation treatment
delivery models in cancer care

Morgan, et al 2011
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Surveys of Oncologists’ Perceptions and
Practice Patterns about Tobacco Treatment

Perceptions TASLC ASCO
N=1507 N=1197

Tobacco affects clinical 91.7% 87.0%

outcomes

Advising cessation should be 90.2% 85.8%

standard of cancer care

% Agree/Strongly Agree

Warren et al, 2013, J of Thoracic Oncology; Warren et al 2013, J Oncol Practice



Tobacco Practice Patterns at
Initial Oncology Visit

Practice Pattern TASLC ASCO
Ask about tobacco use 90.2% 89.5%
Assess readiness to quit 78.9% 80.2%
Advise to quit 80.6% 82.4%
Discuss medications 40.2% 44.3%
Actively treat or refer 38.8% 38.6%

% Always/Most of the Time

“Lower rates reported during follow-up visits

Warren et al. J Thorac Oncol, 2013, Warren et al. J Oncol Pract, 2013



Tobacco Use Treatment at the U.S.
National Cancer Institute’s Designated
Cancer Centers

Adam O. Goldstein, M.D., M.P.H.,! Carol E. Ripley-Moffitt, M.Div., C.T.T.S.,' Donald E. Pathman, M.D., M.P.H.,"* &
Katharine M. Patsakham, M.P.H., C.T.T.S."

' Department of Family Medicine, UNC School of Medicine, University of North Carolina, Chapel Hill, NC
* Cecil G. Sheps Center for Health Services Research, University of North Carolina, Chapel Hill, NC

Corresponding Author: Adam O. Goldstein, M.D., M.P.H., Department of Family Medicine, UNC School of Medicine, University of
North Carolina, CB 7595, Chapel Hill, NC 27595, USA. Telephone: 919-966-4090; Fax: 919-966-6125; E-mail: aog@med.unc.edu



Current Tobacco Treatment Practices at
Comprehensive Cancer Centers

100% smoke-free grounds
Tobacco research program
TUT program for employees
Champion for TUT
Designated TUT provider
Designated TUT coordinator

Tobacco use vital sign

(n=58)

[N 38 Percent of respondents

Tobacco quality improvement measures — 28

Goldstein, et al., 2012
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Implementation strategies at
Comprehensive Cancer Centers (n = 58)

Routine provision of patient education materials — 62

Effective identification of outpatient tobacco use
Good communication to staff
Effective identification of inpatient tobacco use
Clear commitment from leadership
Adequate provider training
Active tx promotion to family members
Active promotion of fax referral

Regular feedback to clinicians

Goldstein, et al., 2012

[ 28
e 22 Percent of respondents
9
0 10 20 30 40 50 60 J0 80 90

100



Factors perceived “likely” or “very likely”
to improve TUT at Cancer Centers (n = 58)

stable funcing I =

Tobacco treatment specialists [ 68
space [ 6
Training for staff | 58
Clinician champion [ 57
Technical assistance for system enhancements [ 54
Support from physicians | 54
Links to resources (I, 54

Support from administration -\ <

0 10 20 30 40 50 60 70 80 90 100

Percent of respondents

Goldstein, et al., 2012
MEMORIAL SLOAN KETTERING



Assessment of Tobacco Use in
NCI Cancer Cooperative Group Trials

Current Cigarette _
Use (21.9%)

Current Other
Tobacco Use
(12.2%)

N Any Assessment of Topacco (29%)
F Ci tt
s .
Former Other -

Tobacco Use
(12.2%)

Secondhand

Smoke (2.6%) No Assessment of Tobacco (71%)

Any Tobacco
Assessment at
Follow Up (4.5%)

Total Trials

0 40 80 120 160
Peters et al, 2012; Gritz, Dresler & Sarna, 2005



Barriers to Addressing Tobacco Use
Among Cancer Patients

- Patient Barriers * Provider barriers
> Stigma deters help-seeking - Competing priorities
> Distress o Lack of time
- Low quitting self efficacy - Perceived patient resistance
o Nicotine o Discomfort/Avoidance:
addiction/withdrawal Don’t want to worsen
symptoms distress/upset the patient
 Systems barriers - Lack of knowledge, training

- Absence of standardized
tobacco use assessment

- Lack of available resources
o Lack of referral options

- Lack of clinical workflow

- Reimbursement

and confidence in how to
help patients quit

Warren et al, 2013; Warren et al, 2013; Sarna et al, 2000



Bottom Line... Missed Opportunities

.- Tobacco use assessment and treatment is not yet
standard of care:

o <30% of NCI-funded clinical trials assess smoking
status

> Only 60% of Comprehensive Cancer Centers offer
some form of tobacco treatment

> <50% of oncology providers routinely provide tobacco
treatment assistance

. Patient, Provider and Systems-level barriers exist
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United States PHS Guidelines:

Treating Tobacco Use and Dependence

.

*Ask
*Advise
*Assess
e Assist

*Arrange

jreating
Teoeciece) 3
Arlel

Daogriderics

IIIIIIIIIIIIIIIIIIIIIII

Public Health Service




Smoking Cessation Pharmacotherapy Guidelines

treatm et

Pharmacotherapy Ciosage Durstion Availability Pracautions/Contraindications Adverse Effects Fatient Education
# Micotine Patch i smoking 11cig/d or =: # Orver the Courter | # Uncontrolled Hypertension # Skin irritation # Instruct patiert to rotate
MicoDerm CO# # 21mo24 hr * 6 weaks [OTC) Redness patch site daily
Habitrol® # 14 mgi2d hr * 2 weaks # Medicaid Swelling
# 7 mg/24 hr * 2 wesks reimbursement by ftchimg # Instruct patiert to remowve patch prior
I smoking 10 eig/d or <: prescription onhy to badtime if alesp iz dizupted and
# 14 mgi24 hr * & wesks # Dizruption in Sleep bothersome.
# 7 mg/24 hr * 2 wesks Nightrmares
Wivid dreams
# Nicotine Polacrilex # 2mg if amoking 24 or < cigfd * Lp to # Crvarthe Courter | # Poor dentition # Hicoups # Chew gurmn on a fixed schedule
Gum # 4 mg if smoking 25 or = cig/d 12 wizeks [(OTC) # Xerostomia # Upzet stomach # "Chew & Park” each piece
Micorette Gum® # Do not exceed 24 pisces of # Medicaid # Jaw ache of gum far 30 minutes
gqum/24 hr reimbursement by # Avoid eating/drinking armything except
prescription anby water 16 minutes before & during chewing
# MNicotine Lozenge # 2mg if smoking the first * Lp to # Cwverthe Counter | # Xerostomia # Local iritation to | # Avoid eating/drinking anything sxcept
Commit® cigarstte more tham 30 minutss 12 wizeks [OTC) rmouth & throat water 16 minutss before B during whean
after waking up # Medicaid uzing & lozenge
# 4 mg if smoking the first reimbursement by # Upset stomach # Each lozenge will take
cigarette within 30 minutes prescription onhy 20 - 30 minutes to dissolve
after waking up
# Do not use mors than 20
lozenaes/day
# Nicotine Inhalation # & - 16 cartridges/day # Up to # Prescription Cnly # Local iritation to | # Each cartridges will take 80 - 100
Syetem & manths mouth & throat inhalationz over 20 minutes
Micotrol Inhaler® # Upzet stomach # Instruct patient to puff on inhalsrs like a
cigar. Absarption is in the buccal mucoza,
# Nicotine Masal Spray | 4 0.5mg/inhalation/nostril * Lp to # Prescription Cnly | # Sinus infections # Moss/eyeiupper
Micotrol N5® 1-2 times/'hr or PRM dosing 12 wiseks respiratory irrtation
# Bupropion # 160 mg daily x 3 days # 12 weeks | # Prescription Cnly | # History of seizures # [nsomnia # Overlap with smoking for 1-2 weeks
Zyhan® THEM # History of eating disorders # Dry mouth # D=z not need to be tapered off
Wellbutrin SR® # 150 rmg BID Bulimia # Rzstlessnsss
Anoraxia # Dizziness
# Varenicline # Days 1-3: 0.6mg po daily THEM| # 12 weeks | # Prescription Cnly | # Kidney problems or # Mild naus=a # Taks medication with a full glass of
Chantix® # Dayz 4-7: 0.6mg po BID THEM | # Ifthe undergoing dialysis # Sle=p problems water after you eat a meal.
# Days 8-End of treatment: patient # Pregnant or planning of # Headaches # Allows 8 hours between each dose
1mg po BID has quit getting pregnant # Tak= this medication a few hours befors
smoking, # Breast feeding bedtime to avoid restlesansss
may b= # Overlap with smoking for 1-2 weeks
given Dioes not need to be tapered off
anather 12
wesks of




US Clinical Guideline Recommendations

Product Odds Ratio
Nicotine Gum 1.5-2.2
Nicotine Patch 1.0-2.3
Nicotine Inhaler 2.1
Nicotine Nasal Spray 2.3
Nicotine Lozenges 1.95
Varenicline (Chantix) 3.1
Bupropion (Zyban) 2.0

Fiore et al. Clinical Practice Guidelines, 2008
Several cessation medication combinations have superior outcomes
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Nartional

Comprehensive . NCCN Guidelines Version 1.2015

INO@IN Cancer

Network®

Smoking Cessation

NCCN Guidelines Index
Smoking Cessation TOC
Discussion

EVALUATION AND ASSESSMENT OF PATIENT SMOKING®

INITIAL EVALUATIONP

Assess current cigarette smoking status of

all patients with cancer:P.cd

» Have you ever smoked cigarettes?

* Do you currently smoke cigarettes or
have you smoked in the last 30 days?

STATUS

Current smoker and/or those who

have smoked within the last 30 days

Former smoker or recently quit
(30 days since patient last smoked)

Never smoked or long-

— See Assessment of Current Smokers (SC-2)

— See Assessment of Former Smokers (SC-3)

term former smoker

aFor the purposes of this guideline, "smoking" refers to cigarette use.
bnitial evaluation and assessment of patient smoking may be completed by any member of the health care team, including physicians, nurses, medical assistants,

health educators, or other dedicated staff.

= Encourage patient to remain smoke-free

tSmoking status should be documented in the patient health record and assessment should be repeated at every visit (less often for patients with remote smoking

histories).

dSmoking cessation should be offered to all smokers with cancer regardiess of cancer prognosis. See Smoking-Associated Risks for Patients With Cancer (SC-A).

Mote: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCH believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.

Vaeralon 1.2015, 0300515 @ Natlonal Comprehenselve Cancer Network, Inc. 2015, All rights reserved. The NCCGH Guldelines® and this lluatration may not be reproduced In any form without the sxpress written parmission of NCCH®. 5C-1



National
Comprehensive

WSO Cancer

NCCN Guidelines Version 1.2015

NCCHN Guidelines Index

Smoking Cessation TOC

Smoking Cessation Discussion
Network
CURRENT SMOKERS (Smoked Within Last 30 Days)
EVALUATION AND ASSESSMENT
EVALUATION MANAGEMENT
» Assess nicotine dependency and document in patient health record:| | : . :
» How much do you smoke per day? Ef::bt:?: Edpenr:?nallzed quit
» How soon do you smoke after you wake up in the morning? pian | - O
» Do you use any other type(s) of tobacco/nicotine products and if » Patient nicotine )
so, how much? (eg, pipes, cigars, snuff, and/or e-cigarettes) dependency and prior quit
« Document history of quit attempts in patient health record: X g‘:;“:ﬂ:s cessation
» What is the longest period you have gone without smoking? g ce: ) )
» When was your last quit attempt? therapy options (see SC-4))  |Begin smoking
Ready » Did you use anything to help you quit in the past? If so, what? * Set quit date, preferably cessation
to quit # Unaided within 2 weeks. treatment
0 Medications (eg, varenicline, bupropion, NRT) » Advise patients to set See SC-4

Assess readiness

to quit:®

« Are you willing
to make a quit
attempt in the
next 30 days?

Notready
to quit

=Physicians and members of the health care team should discuss potential risks and benefits of
quitting with each patient. Readiness to quit is to be determined by both physician and patient.

Document type and dose of medications used during previous quit attempts.

9There is currently insufficient evidence to support the use of electronic nicotine delivery
systems (e-cigarettes) in smoking cessation for patients with cancer.

hadjustments to therapy length, intensity, and surveillance may be considered, as clinically
indicated, for patients with high nicotine dependency and/or prior unsuccessful quit attempts.

? Support group
¢ Behavior therapy
¢ Quitlines, websites, smart phone applications, or other media
& E-cigarettesd
¢ Other

» Why were previous quit attempts unsuccessful? (eg, side effects,
cost, continued cravings, did not work)

* Engage patients in a motivational dialog about smoking cessation.
» Review risks of smoking and benefits of quitting. (See SC-A)
» Provide patient education resources. (See SC-B)

* Assess and address barriers and concerns of patient.

+ Set a future quit date.

* Consider reducing cigarettes per day .l.ksing NRT or varenicling with
a goal of cessation in the near future

quit date 2 or more
weeks prior to planned
surgery as continued
smoking increases risk of
complications. .

» Discuss risk of relapse.!

Reassess readiness to
quit at each visit

'Providers should discuss risk of relapse and smoking slips and
provide guidance and suppert to encourage continued smoking
~ cessation attempts.
IMaking an immediate quit attempt is preferred but smoking
reduction may be considered with a goal of cessation. Setting a
future quit date is preferred (ie. 1-3 mo).
kSee Principles of Smoking Cessation Pharmacotherapy (SC-C)

Mote: All recommendations are category 2A unless otherwise indicated.
Clinical Trialz: NCCH believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.

‘Warslon 1.2015, 03M05M5 © Natlonal Comprehensive Cancer Nefwork, Inc. 2015, All dghts regerved. The MCCN Guidslines® and this Nustration may not be reproduced In any form withowt the ezpress writhen permizsion of HCCH®.

sC-2



National

Comprehensive  NCCN Guidelines Version 1.2015 NCCN Guidelines Index
IO Cancer . . Smoking Cessation TOC
Network® Smoking Cessation Discussion
FORMER SMOKERS AND RECENT QUITTERS (>30 Days Since Last Smoked)
EVALUATION AND ASSESSMENT
EVALUATION STATUS MANAGEMENT RE-EVALUATION

» Evaluate patient for risk of smoking
relapse. Patients meeting 1 or more
of the fellowing criteria may be
considered high risk for relapse:

» Frequent/intense cravings

» Elevated stress!depression'

b Living/working with smokers

» Time since quitting (<1 year)

¥ Currently using a smoking cessation

treatment (ie, pharmacotherapy, NRT)

» Drug usefabuse (ie, marijuana,
narcotics, stimulants)
* Document responses to assessment
questions in patient health record.

» For patients concerned about
ability to maintain abstinence,
suggest pharmacotherapy (ie,

short-acting NRT}"‘ and behavior If relapse:
therapy™ Regularly * See Assessment
* Review smoking-associated re-evaluate of Current
risks and benefits of remaining smoking M[SC-ZJ
High risk abstinent from smoking (See SC-A -
for n=.~|a|::osei ™. Brief counseling for relgipse risk ] - s.tatus and — | Refer fF” smoking
factors and preventing relapse! risk of relapse cessation K
 Offer patient support resources In person or pharmacotherapy
(See SC-B) by phone and counseling™
+ Refer for behavior support™ (See SC-4)
* Document management and
counseling plans in patient health
record.
Low risk for * Reinforce success and importance of remaining abstinent
relapse’ » Reevaluate risk of relapse at each visit

iProviders should discuss risk of relapse and smoking slips and provide guidance and support to encourage continued smoking cessation attempts.
kSee Principles of Smoking Cessation Pharmacotherapy (SC-C).

IEvaluate patient for psychiatric comorbities and refer to specialist if indicated.

mSee Principles of Behavior Therapy (SC-D).

Mote: All recommendations are category 2A unless otherwise indicated.
Clinmical Trials: NCCHN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.

waralon 1.2015, 03/03/15 © Natlonal Comprehenalve Cancer Metwork, Inc. 2015, &Il ights reserved. The MCCH Guldelines® and this lluairation may not be reproduced In any form without the sxpress written parmission of HCCNE. SC-3



National

NGO Cancer

Network®

Comprehensive

NCCN Guidelines Version 1.2015
Smoking Cessation

NCCHN Guidelines Index
Smoking Cessation TOC
Discussion

FIRST-LINE THERAPY":P

Fharmacotherapyk
+ Behavior Therapy™

» Combination NRTK.4 (12 wk)
+ individualigroup therapy
{4 or more sessions)™
or

» Varenicline®:"S (12 wk) +
individual/group therapy
{4 or more sessions)™

GENERAL APPROACH TO SMOKING CESSATION DURING CANCER TREATMENT

FOLLOW-UP

« Follow-up in person or by
phone within 2 weeks to
assess efficacy and toxicity
of pharmacotherapy.

» May be done during
individual/group therapy

* Assess risk for relapse
of recent quitters and
consider adjustments
to dose and/or type of
pharmacotherapy.

* Encourage continued
therapy and provide
support for brief slips;
adjusting therapy may or
may not be needed.

* Additional/close follow-up
during remaining therapy.

kSee Principles of Smoking Cessation Pharmacotherapy (SC-C).

MSee Principles of Behavior Therapy (SC-D).

SURVEILLANCE

Assess smoking
status in person
or by phone at

12 weeks, and

at the end of
pharmacotherapy
if longer than 12
weeks kP

nEfficacy data are lacking for the use of e-cigarettes and alternative therapies (eg,
hypnosis, acupuncture, nutritional supplements). Patients should be encouraged to use
evidence-based cessation methods to avoid delay in achieving smoking abstinence.

See SC-C (2 of 2).

°The use of marijuana, or other substances associated with smoking relapse, is
discouraged for those attempting to guit smoking.

Smoke-free

Relapse —»

+ Second-line therapy:¥
» Varenicline™s +
combination NRTY
or
» Bupropion® +
combination NRTY
* Continue individual/
group therapy™

ADDITIONAL THERAPY AND/OR FOLLOW-UP

Additional follow-up in
person or by phone at 6
and 12 months

* As clinically indicated,
consider:

+ Extended use of
pharmacotherapy for
more than 12 weeksP

» Third-line therapy®

v Addition of more
intensive or extended
behavieor therapy™

» Assess smoking status in
person or by phone at the
end of pharmacotherapy

+ Additional follow-up at &
and 12 months

PTherapy may be extended to promote continued cessation (ie, & mo—1 yr)
while attempting to avoid extended therapy if possible.
aCombination NRT is defined as the use of nicotine patch + short-acting

NRT (gum/lozenge/inhaler/nasal spray).

"Nausea is a commaon side effect of varenicline and may need to be
managed for patients with cancer, especially during chemotherapy.
SIf prescribing varenicline or bupropion, document patient’s history of

mental illness or suicidal ideation.

Mote: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCHN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials iz especially encouraged.

werslon 1.2015, 03003/ 5 @ Natlonal Comprahenalve Cancer Nabwork, Inc. 2015, Al rights reserved. The HCCH Guldselinas® and this Nustration may not be reproduced In any form without the axpress written parmission of NCCON®

SC-4



Models of Tobacco Treatment

’ Ask about current tobacco use l

[ Adpvise all current smokers to quit l

|

Oncology care team selects model of
tobacco treatment delivery

Provides cessation
counseling and prescribes
cessation medications

Referral to Integrated
Tobacco Treatment
Program

Referral to community-
based cessation support
services (quitline;
Smokefree.gov; groups)
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Oncologists’ Preferences for
Tobacco Treatment Delivery

What type of dedicated cessation service do you prefer?

I prefer to treat the _
patient myself (1%)

Trained clinicians
inside or outside my
institution (38%)

Trained clinicians
— inside my
institution (58%)

Trained clinicians
outside my institution
(3%)

Pommerenke et al. AACR 2014 Annual Meeting
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ASK: Tobacco Use Screener

 In the past 30 days, have you smoked
cigarettes or used any other forms of

tobacco (cigars, pipe, smokeless tobacco)?
- Every day*

- Some days*

> Not at all

*Tobacco use screening is routinely assessed on Ambulatory and
Inpatient Adult Health Screening Forms

Source: Modified BRFSS, MU “compliant” screener for current tobacco use



Advise

* Provide patient with specific education about
risks of persistent smoking and the
benetfits of quitting

» Ofter advice on the safety and efficacy of
cessation medications as well the benefits
of seeking behavioral counseling



Refer/Prescribe

 Refer smokers to Tobacco Treatment
Specialist (TTS) for cessation counseling

* Use of cessation medication reduces acute
nicotine withdrawal (e.g., restlessness,
irritability, cravings, difficulty
concentrating).

e Use of cessation medication also increases
the likelihood of cessation.



MSK Cessation Pharmacotherapy
ecision Trees: NRT Gum

CLINICAL ASSESSMENT
START
Have you ever
Yes < used the

Nicotine Gum?

Did you experience any side
effects/adverse reactions?

Doiyou Do you have a
Are you currently have 4 Y
Do you currently * Do you have a surgical procedure
currently plastic
have dentures or

s scheduilad rishe R ctive surgical procedurg schequled that will Are you
problems with for RT to surgery scheduled that will require you NOT pregnant/
teeth/gums that any part of scheduled’as involve a resection eat orAdrinkAfor a bregst
- prevenlt you fro?m the motth:oF part of your of any part of th;e §pec1ﬁed l_lme feeding?
Please §Fscrlbe; chewing gum? throat? P mouth or throat? period followmg the

il e

Hiccups: Yes — No
Dizziness/Weakness: Yes — No

Palpitations/Irregular Heartbeat: Yes — No

(6] 1 R Y L R PPy R @
If yes, was side effect “Yes
When?

acceptable/tolerable?

Y

Please list procedure
and scheduled date

<

°Less than 4 More than
weeks 4 weeks

Patient may

NRT Gum may be

How many cigarettes
contraindicated

do you smoke/day?

DECISION AID

? Nicotine gum is contraindicated for 1 week prior to plastic surgery and 4 weeks following plastic surgery

Dosing Notes
" Patient may find it uncomfortable to use nicotine gum until oral surgical wounds are completely healed e 2mg if smoking 24 or < cig/d
¢ 4mg if smoking 25 or > cig/d
(Up to 12 weeks)
9 Patient will not be able to use nicotine gum while on “no food or drink” precautions

Do not exceed 24 pieces of gum/24hr

© Patient will not be able to use nicotine gum while on “no food or drink” precautions



Models of Tobacco Treatment

Ask about current tobacco use

| Adpvise all current smokers to quit \

Oncology care team selects model of
tobacco treatment delivery

Provides cessation
counseling and prescribes
cessation medications

Referral to Integrated
Tobacco Treatment
Program

—

—

Referral to community-
based cessation support
services (quitline;
Smokefree.gov;
groups)

N




Community-based Cessation Resources
and Referrals

e\a new way to think about quitting smoking
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Examples of Tobacco Treatment Models
at Cancer Centers

Program Massachusetts Memorial Sloan MD Anderson
Characteristics General Hospital Kettering Cancer
Center
Identification of Electronic assessment at Inpatient and Referral by health care Comprehensive
tobacco users admission, computerized ambulatory nursing provider, self referral, admission
order entry, electronic assessment, electronic referral at follow-  assessment
referral automated referral up appointments interview (EMR)
Eligibility Current smokers, recent Current smokers, Current smokers, recent Current smokers,
quitters (past 12 mo) recent quitters quitters (past 12 mo) recent quitters
(past 30 d) (past 9o d)
Treatment Level 4 Level 4 Level 4 Level 3
Intensity
Treatment Individual counseling at Individual face-to-face = Individual face-to-face Cessation classes
Modality bedside, referral to quit counseling, telephone counseling, telephone and
line or internal automated  counseling with in Webcam counseling
phone reminder system house Tobacco
with call-back option, self- Treatment Specialists
help guide
Funding Hospital operating Hospital operating State tobacco settlement Hospital operating
source(s) budget/clinical revenue budget/clinical funds budget
revenue
NOTE: Level 1: hospital contact for < 15 minutes and no discharge support; level 2: hospital contact for > 15 minutes and no discharge
support; level 3: any hospital contact and post-discharge lasting 1 month or less; level 4: any hospital contact and post-discharge
support lasting more than 1 month

Morgan, et al., 2011




Automated Screening and Treatment:
Roswell Park Cancer Center

| AllNew Patients |

I

i Negative Screen for
[New Patlent Screen]——{ Toba cco Use }\
S S f Establlshed Standard
[ Osi;'tl\ée cr%en or Patient Clinical
0 acco Se Screen Cancer Care
Automated Referral Refuse Enrollment /
to Cessatlon Serwce

Individualized Tobacco
[Accept Enrollment . :
Cessation Intervention

Warren GW et al., Cancer 2014
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Memorial Sloan-Kettering S5l - =%
isaTobacco-Free =5
Institution.

This applies to any campus including
sidewalks of every site owned or
operated by MSKCC, including all
research facilities and regional
network sites.

Help us protect everyone’s health.



MSKCC Tobacco Cessation Program
Stepped-Care Model (est 1999)

STEP 2: MODERATE INTENSITY

« First-line pharmacotherapy
« Brief motivational and cessation counseling
 Arrange referral and/or follow-up

STEP 1: MINIMUM INTENSITY

« Identify all current smokers
 Personalized advice
« Self-help materials

MEMORIAL SLOAN KETTERING




Recommended ingredients of
Tobacco Treatment Models

Multidisciplinary team for establishing policies and practices

Staff and patient education about the benefits of cessation and risks of
continued smoking for cancer patients

Standardized screening method to identify all smokers at intake and
throughout continuum of cancer care

Embed clinical staff with expertise in evidence-based tobacco treatment
(Tobacco Treatment Specialists)

Patient-centered tobacco treatment plan that build and maintains
quitting motivation and strengthen skills in coping with smoking urges

Liaison with oncology care team re cessation medications

Tobacco cessation research programs that complement and benefit from
clinical service

Collection and monitoring of cessation outcomes, cost and quality of care
performance data



Presentation Overview:
Learning Objectives

Brief review of clinical rationale for treating
tobacco dependence in cancer care

. Best practices in promoting tobacco cessation
among cancer patients and survivors

. Current gaps in promoting tobacco cessation
among cancer patients and survivors

. Integration of tobacco cessation services across
models of oncology care

Resources available for achieving tobacco
cessation among cancer patients and survivors

. Opportunities and strategies to increase
implementation of tobacco cessation best
practices and address gaps




ASCO Tobacco Cessation Toolkits

ASC®

Arncrican Sockey of Clinkes) Oocolony
Mahing a woyld of difference Fn cancer care

ASC®
el Stopping Tobacco Use

Making a world of difference in cancer care
After a Cancer Diagnosis
To bacc o Resources and Guidance for Patients and Famlilies

Cessation Guide

For Oncology Providers

Cancer.Net &

(A S g B L |

MEMORIAL SLOAN KETTERING



Tobacco Treatment Resources for Cancer
Patients and Providers

ASCO Tobacco Cessation Guide for Oncology Providers

http://www.asco.org/sites/default/files/tobacco cessation guide.pdf

Toolkit intended to help oncology providers integrate tobacco cessation strategies into their patient care.
NCCN Clinical Practice Guidelines in Oncology for Smoking Cessation
http://www.jncen.org/content/13/5S/643.full.pdf+html

AACR-ASCO Policy on Electronic Nicotine Delivery Systems (ENDs)
http://www.asco.org/sites/www.asco.org/files/e-cig january 2015.pdf

ASCO University Bookstore htip://store2.asco.org/Asco-Cancer-Prevention-Curriculum-
CD/dp/Bo072H6ZG2

Cancer prevention curriculum with information on smoking cessation

Surgeon General’s Report hitp://www.surgeongeneral.gov/library/tobaccosmoke/report/index.html
Chapter 5 of the report is focused on cancer and tobacco use
http://www.surgeongeneral.gov/library/tobaccosmoke/report/chapters.pdf

ASCO Tobacco Control Policy hitp://jco.ascopubs.org/content/early/2013/07/29/JC0O.2013.48.8932.full.pdf
ASCO’s tobacco cessation policy statement, 2012 update

American Association for Cancer Research: Assessing Tobacco Use by Cancer Patients and Facilitating
Cessation

http://www.aacr.org/AdvocacyPolicy/GovernmentAffairs/Documents/AACRStatement TobaccoUseCancerP
atients 2013 CCR faf578.pdf

Oncology Nursing Society https://www.ons.org/advocacy-policy/positions/policy/tobacco

Nursing Leadership in Global and Domestic Tobacco Control statement, 2008 update

SmokeFree.gov Resources for Healthcare Professionals hitp://smokefree.gov/health-care-professionals

See handout for additional information


http://www.asco.org/sites/default/files/tobacco_cessation_guide.pdf
http://www.jnccn.org/content/13/5S/643.full.pdf+html
http://www.asco.org/sites/www.asco.org/files/e-cig_january_2015.pdf
http://www.asco.org/sites/www.asco.org/files/e-cig_january_2015.pdf
http://www.asco.org/sites/www.asco.org/files/e-cig_january_2015.pdf
http://store2.asco.org/Asco-Cancer-Prevention-Curriculum-CD/dp/B0072H6ZG2
http://store2.asco.org/Asco-Cancer-Prevention-Curriculum-CD/dp/B0072H6ZG2
http://store2.asco.org/Asco-Cancer-Prevention-Curriculum-CD/dp/B0072H6ZG2
http://store2.asco.org/Asco-Cancer-Prevention-Curriculum-CD/dp/B0072H6ZG2
http://store2.asco.org/Asco-Cancer-Prevention-Curriculum-CD/dp/B0072H6ZG2
http://store2.asco.org/Asco-Cancer-Prevention-Curriculum-CD/dp/B0072H6ZG2
http://store2.asco.org/Asco-Cancer-Prevention-Curriculum-CD/dp/B0072H6ZG2
http://store2.asco.org/Asco-Cancer-Prevention-Curriculum-CD/dp/B0072H6ZG2
http://store2.asco.org/Asco-Cancer-Prevention-Curriculum-CD/dp/B0072H6ZG2
http://www.surgeongeneral.gov/library/tobaccosmoke/report/index.html
http://www.surgeongeneral.gov/library/tobaccosmoke/report/chapter5.pdf
http://jco.ascopubs.org/content/early/2013/07/29/JCO.2013.48.8932.full.pdf
http://www.aacr.org/AdvocacyPolicy/GovernmentAffairs/Documents/AACRStatement_TobaccoUseCancerPatients_2013_CCR___f3f578.pdf
http://www.aacr.org/AdvocacyPolicy/GovernmentAffairs/Documents/AACRStatement_TobaccoUseCancerPatients_2013_CCR___f3f578.pdf
https://www.ons.org/advocacy-policy/positions/policy/tobacco
https://www.ons.org/advocacy-policy/positions/policy/tobacco
https://www.ons.org/advocacy-policy/positions/policy/tobacco
http://smokefree.gov/health-care-professionals
http://smokefree.gov/health-care-professionals
http://smokefree.gov/health-care-professionals
http://smokefree.gov/health-care-professionals
http://smokefree.gov/health-care-professionals

Presentation Overview:
Learning Objectives
Brief review of clinical rationale for treating
tobacco dependence in cancer care

. Best practices in promoting tobacco cessation
among cancer patients and survivors

. Current gaps in promoting tobacco cessation
among cancer patients and survivors

. Integration of tobacco cessation services across
models of oncology care

Resources available for achieving tobacco
cessation among cancer patients and survivors

. Opportunities to address barriers and promote
strategies to increase implementation of tobacco
treatment




Future Directions and Action Steps

 Identify and address patient, provider and systems level
barriers

 Create opportunities for tobacco treatment training and
practice facilitation

 Establish, monitor and provide performance feedback on
quality of tobacco treatment metrics



Addressing Provider Barriers

Barriers/Challenges

Strategies

Lack of awareness of risks of persistent tobacco use

Provide continuing education programs for oncology professionals

Limited knowledge of evidence-based tobacco dependence
treatments

Include tobacco control in fellowship/graduate programs/certification examinations in
oncology

Lack of awareness of available cessation resources

Media campaign

Limited leadership

Negative attitudes, including perceived patient resistance to
quitting and frustration when smokers relapse

Lack of time or competing priorities

Identify and cultivate oncology champions to spearhead advocacy and implementation
efforts

Recruit leaders across professional groups and consider strategic alliances with
community-based tobacco control groups

Emphasize motivational interviewing strategies in educational programs

Dispel myths and misconceptions about tobacco dependence treatment and provide a
foundation for understanding nicotine addiction

Brief interventions are effective.

Consider embedding a designated tobacco treatment specialist for those who need more
intensive treatment.

Consider telephone quitline referral for support and follow-up.

Smoking among health care professionals

Develop/expand tobacco dependence treatment for all employees

Morgan, et al., 2011



Addressing Institutional/Systems Barriers

Low institutional priority

Identify clinical and administrative champions/stakeholders

Establish tobacco treatment as an integral part of active and post-treatment
quality care

Tobacco —free hospital policies

Include tobacco treatment as quality cancer care metric (See ASCO QOPI,
Joint Commission)

Lack of standardized method for tobacco use screening
comprehensive tobacco assessment

Develop and maintain an automated system for identifying all current
smokers

See GEM website for AACR-NCI Taskforce Recommendations

Assess exposure to other tobacco products and secondhand (household)
smoke exposure .

Lack of clinical protocol

Embed in-house tobacco treatment specialist
Follow Clinical Guidelines (NCCN) for best practices

Document tobacco use status in EHR; advice to quit and treatment delivery

Limited patient/family awareness of the importance of quitting
tobacco use and decreasing exposure to second-hand smoke

Disseminate cancer-specific education materials about benefits of quitting for
cancer patients and survivors

Low patient utilization and program reach

Monitor provider referrals

Address stigma and train oncology providers to provide empathic counseling
and quitting support

Lack of reimbursement

Develop a billing system to support insurance coverage (ICD, CPT Codes)

Lack of provider adherence to clinical practice guidelines and lack
of awareness of cessation outcomes

Develop a quality improvement mechanism for ongoing assessment and
feedback on adherence to tobacco treatment guidelines

Provide data about the effectiveness of tobacco dependence treatment




Take Home Messages

Despite risks of persistent smoking, a substantial
proportion of cancer patients/survivors are current
smokers

Oncology providers view tobacco cessation as a priority
for their patients who smoke

In most settings, tobacco dependence treatment has not
yet been integrated as standard of cancer care

Systems changes involving staff training, practice
facilitation, quality of care metrics, performance feedback
can improve quality of care



THE END!
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Thank you!

Questions for Dr. Ostroff?

Stay updated and connect with us:

Visit our website: www.cancercontroltap.org

Subscribe to our monthly TA e-Newsletter
via our website

Follow us on Twitter: @GWCancerlnst

Send us a message at G copheneive
Cancer Control
ca n ce rco nt ro I @gw u ° e d u Collaborating to Conquer Cancer

GW Cancer Institute

CANCER CONTROL TAP

Tap into resources to control cancer


http://www.cancercontroltap.org/
https://twitter.com/gwcancerinst
https://twitter.com/gwcancerinst
mailto:cancercontrol@gwu.edu

