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1. Where do efforts to curb tobacco use fit 
in the war on cancer?

2. Do cancer care organizations see 
themselves as having a stake in tobacco 
control?  If so, how?

3. What could cancer care organizations 
be doing more of to advance tobacco 
control?

Outline for my talk



President Richard Nixon signs the National Cancer Act in 1971

….41 years later, the annual death toll from cancer is still >1/2 million per year



progress is being made

…since the early 1990s death rates have dropped 22% for men and 14% for women



Why Tobacco?



1 out of 3 
cancer deaths 

due to smoking





43.5 million 
people in the U.S. 

still smoke 
cigarettes





What can we do to 
accelerate a more 
rapid reduction in 

cigarette use?



Call for research to find ways to speed up population level changes in tobacco 

use behaviors to minimize tobacco related deaths



All of these reports note the 

importance of strong government 

action in order to make a difference 

in reducing cigarette consumption
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California Anti-Smoking Campaign Has Worked 
Adult per capita cigarette pack consumption, 1981-1982 to 2008-2009

$0.25 tax on a pack of 
cigarettes

Prop 99

Source:  California State Board of Equalization (packs sold) and US Census (population).
Note that data is by fiscal year (July 1-June 30).
Prepared by:  California Department of Public Health, California Tobacco Control Program, October 2009.

$0.50 tax on a pack of 
cigarettes

Prop 10

Projected trend if California 
had followed national trend

California

US minus California
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Lung and bronchus age-adjusted cancer 
incidence rates, 1988-2005

Annual change =  -0.5%*

Annual change=  -1.6%*

Rates are per 100,000 and age-adjusted to the 2000 U.S. standard (19 age groups).
*  The annual percent change is significantly different from zero (p<0.05).
Source: Cancer Surveillance Section.  Prepared by: California Department of Public Health, California Tobacco Control Program, 2008.



What are the 
organizations 

focused on cancer 
control doing about 

tobacco?



Who are the main players

• Government
– NCI and NCI designated cancer centers

– DHHS

• CDC

• AHRQ – practice guidelines

– State governments

• Voluntary agencies
– ACS

– ASCO

– AACR

– NCCN

– Armstrong Foundation



68 NCI designated cancer centers, help set the standards for cancer care



NCI’s Commitment to 
Tobacco Control Research

n Long term commitment to tobacco control research…but today 
with 30% of cancer deaths due to tobacco, fewer than 4% of NCI 
grants are on tobacco

n Tobacco control is not meaningfully integrated into NCI’s 
designated cancer centers
n Limited cessation services for patients even though the evidence is strong that 

continued tobacco use adversely impacts treatment outcomes

n < 1/3rd of NCI clinical trials even ask about tobacco use

n Cancer Centers have very little stake in tobacco control beyond cessation and 
some limited research

n No standards for delivery of tobacco control programming

n Lung cancer spore grants focus on treatment of disease rather 
than tobacco control

n Tobacco control research may be shifted away from NCI to a 
newly created Addiction Institute within NIH, with unclear 
consequences



DHHS Commitment to 
Tobacco Control

n Only 1% of CDC budget goes to Office on 
Smoking & Health (<$100 million) and this 
number is declining

n Tobacco control “best practices” guidelines have 
been advanced by CDC , but few states adhere 
to the standards and there are no consequences 
to noncompliance

n AHRQ published practice guidelines for treating 
tobacco use and dependence. However, there is 
nothing specific for cancer patients and limited 
incentives for adherence to the guidelines 







Voluntary Agencies Commitment 
to Tobacco Control

n ACS - supported CPS I & CPS II; major 
focus on advocacy for tobacco control 
policies

n AACR/ASCO – committee on tobacco 
control formed but otherwise, limited 
focus on tobacco control at annual 
meetings and in dissemination efforts

n NCCN – nothing on tobacco control

n Armstrong Foundation – advocacy for 
tobacco control



What are cancer 
centers doing?







What could cancer care 
organizations be doing 

more of to advance 
tobacco control?



JOP, 2011

THE PROBLEM
Fewer than ½ of the cancer centers have designated personnel to offer 

tobacco use treatment.  The availability of tobacco use programs at cancer 

centers lags behind that of other models of care (e.g., nutrition support) 



4 possible game changers

• All clinical studies of cancer treatments 

(whether chemo or radiation or newer 

emerging genetic therapies) MUST

include objective measures of tobacco 

exposure (i.e., cotinine), both active and 

passive. 



• NCI and other accrediting organizations 

should make the presence of an active 

tobacco use treatment program for 

cancer patients a standard of care, with  

quality indicators to document delivery 

of services to cancer patients (i.e., % of 

tobacco users enrolled in cessation treatment services, 

appropriate follow-up to address relapse, cessation rates)



• NCI and other accrediting organizations 

should make the presence of a lung cancer 

screening program for high risk current and 

former smokers a standard of care for 

designated cancer centers, with quality 

indicators for delivery of screening services to 

the target population (i.e., % of target population 

screened, appropriate follow-up of those with positive 

lesions, etc.).



• NCI and other accrediting organizations 

should require designated cancer centers 

to implement interventions to reduce 

tobacco use in their catchment areas 

with quality indicators  that demonstrate 

that these efforts are lowering tobacco 

use rates (i.e., evidence of programming and advocacy 

for tobacco control, monitoring of tobacco use rates in the 

community)  



Perhaps some day soon…



Cancer doctors refuse to send 
patients to pharmacies that continue 

to sell tobacco products



Ü Accountability: Cancer care agencies committed to the 

goal of reducing smoking prevalence.



Reduce cigarette

smoking prevalence 

rates by at least 1 

percentage point 

every year among 

children and adults

Ü We need an agreed upon measurable goal

Resulting in a gradual 
phasing out of cigarette use 
by children by 2020 and by 

adults by 2030



Contraband  Tobacco

How about some new ideas???

Cancer care groups advise the 
government to establish a national tax 
collection system on tobacco products to curb 
illicit trade linked to global terrorisms



Cancer care agencies advocate for earmarked 

tobacco taxes to pay for cancer research



We’re making progress, but we’re seem to be lacking an 

urgency to address the problem

2030



Questions


