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Despite making great progress in caring for 
people with cancer, the oncology commu-
nity has often neglected to capitalize on a 

highly feasible, readily available, and cost-effective 

strategy for increasing the suc-
cess of cancer treatment and 
rates of recovery — smoking ces-
sation. Effective smoking-cessation 
treatments can double or triple a 
smoker’s chances of quitting suc-
cessfully, and new treatment in-
novations that further boost quit 
rates continue to emerge. But such 
treatments are infrequently pro-
vided to patients as part of their 
cancer care.

Our failure to effectively ad-
dress smoking in patients with 
cancer exacts steep costs. Evidence 
shows that continued smoking 
after a cancer diagnosis increases 
post-treatment mortality as well 
as the risk of a new primary can-
cer, the risk of cancer recurrence, 
and rates of adverse side effects 
from cancer treatment.1,2 Con-

versely, quitting smoking after a 
cancer diagnosis is associated with 
longer survival and a reduced risk 
of new cancers.1 The evidence is 
clear: for the approximately half 
of cancer patients who smoke at 
the time of their diagnosis, a can-
cer diagnosis signals an impor-
tant and highly feasible opportu-
nity to improve the effectiveness 
of cancer treatment and avert fu-
ture cancers.

Despite recommendations (e.g., 
from the National Comprehen-
sive Cancer Network) that all pa-
tients with cancer be offered ef-
fective treatment to help them quit 
smoking, such treatment is an 
often-neglected element of cancer 
care. For example, a 2009 survey 
of 58 National Cancer Institute 
(NCI)–designated clinical and 

comprehensive cancer centers in 
the United States revealed that 
21% offered no tobacco-use treat-
ment services, only 62% routinely 
provided tobacco-education ma-
terials to patients, half reported 
having systems in place to iden-
tify which of their patients use 
tobacco, and less than half re-
ported having a staff person ded-
icated to providing tobacco-treat-
ment services or a commitment 
from center leadership to provide 
such services.3 Such inattention 
has had a predictable effect on 
the delivery of smoking-cessation 
interventions. Data show that just 
under half of cancer care provid-
ers consistently discuss cessation-
medication options with their pa-
tients who smoke, and a similar 
proportion consistently treat their 
patients with cessation medica-
tions or refer them for treat-
ment.4 Among people who have 
had cancer but continue to smoke, 
only about half report having re-
ceived counseling or support to 
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quit in the past year.5 Therefore, 
elevated rates of smoking among 
people with cancer as compared 
with the general population prob-
ably reflect a failure to reliably 
deliver effective smoking-cessation 
treatments in oncology settings 
in addition to the higher preva-
lence of cancer among smokers 
as compared with nonsmokers.

Several factors contribute to 
this important gap in cancer care. 
Clinicians are understandably of-
ten focused on the exigent need 
to treat the patient’s cancer, so 
tobacco treatment often becomes 
an afterthought. Although smok-
ing directly causes 30% of all can-
cer deaths,1 clinicians may not 
appreciate the harms caused by 
continued smoking among pa-
tients with cancer. Furthermore, 
some clinicians believe that they 
are inadequately trained to deliver 
effective treatment for tobacco use 
and that their patients will resist 
such treatment or that it will not 
be effective.4 Some clinicians may 
also fear that focusing attention 
on smoking will exacerbate the 
guilt and shame that smokers of-
ten feel after the development of 
cancer. Such factors, along with 
resource limitations, have hin-
dered the delivery of effective 
smoking-cessation treatments in 
cancer patients for too many 
years.3 We believe that a strong 
and strategically engineered pro-
gram is needed to support and 
organize resources to overcome 
these obstacles.

To address this need, the NCI 
(where two of us work), launched 
a nationwide effort as part of the 
Cancer Moonshot to help people 
who are undergoing treatment for 
cancer to quit smoking. The Can-
cer Center Cessation Initiative (C3I) 
is designed to use implementation 
science to jump-start smoking-
cessation treatment at NCI-desig-

nated cancer centers (https://youtu 
. be/  mH_Lot3PjR0). In late 2017, 
some 22 cancer centers received 
2 years of funding ($250,000 per 
year) to begin or expand smoking-
cessation treatment programs (see 
map). In 2018, an additional 20 
centers received funding at the 
same level. The University of Wis-
consin (where one of us works) 
serves as the coordinating center 
for C3I. Findings from the initia-
tive regarding effective smoking-
cessation interventions in this 
population and best practices for 
implementing and delivering them 
will be synthesized and shared 
with clinical cancer facilities na-
tionwide. The ultimate goal is to 
ensure that all patients with can-
cer who smoke are provided with 
cessation support and assistance 
such as counseling and medica-
tion in conjunction with their can-
cer care.

C3I is strategically designed to 
have a broad clinical impact and 
includes several innovative fea-
tures. As part of the initiative, 
every patient with cancer who 
smokes and presents to a funded 
center should be identified, urged 
to quit, offered evidence-based 
cessation treatment, and tracked 
in order to assess treatment out-
comes. Centers must also take a 
systems-based approach, integrat-
ing evidence-based tobacco-depen-
dence treatment into cancer care 
workflows and using electronic 
health record (EHR) technology 
to facilitate such integration. Fi-
nally, each center is required to 
have a plan to support its pro-
gram after NCI funding ends to 
ensure that programs are sus-
tainable.

C3I targets cancer centers 
that have had clear gaps in their 
tobacco-treatment programs but 
have developed innovative and 
highly feasible plans to address 

these gaps. Oncology settings are 
not unique, however, in failing to 
address the treatment needs of 
patients who smoke. One possi-
ble collateral benefit of C3I is 
that the findings from this effort 
may be used to enhance smoking-
cessation treatment in other med-
ical specialties and patient pop-
ulations, such as people with 
diabetes, cardiovascular disease, 
or chronic obstructive pulmonary 
disease.

As an implementation-science 
effort, C3I is focused not only on 
what to implement, but also on 
how to implement it. The partici-
pating cancer centers vary greatly 
in organizational context and ap-
proaches to treatment for tobacco 
use. This variation affords a criti-
cal opportunity to determine how 
evidence-based tobacco interven-
tions can be most effectively 
translated into day-to-day clinical 
practice in cancer care. Because 
successful adaptation within in-
dividual centers is expected to 
depend in part on modifications 
to the EHR, consulting resources 
for EHRs are provided to all par-
ticipating centers.

Each center in the first C3I co-
hort has identified ways to lev-
erage opportunities to improve 
smoking-cessation treatment in 
its clinical care programs or to 
address program limitations. 
These strategies include making 
enhancements to the EHR to fa-
cilitate the key steps in the pro-
vision of such treatment: identify-
ing patients who smoke, offering 
evidence-based smoking-cessation 
treatment, delivering treatment, 
and providing follow-up support. 
In addition, some centers are us-
ing C3I support to fund new po-
sitions, improve program work-
flows to reduce clinician burden, 
and develop new billing and re-
imbursement strategies to help 
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sustain their programs after NCI 
funding has ended.

Established by Congress in 
2016 as part of the 21st Century 
Cures Act, the Cancer Moonshot 
is designed “to accelerate cancer 
research to make more therapies 
available to more patients, while 
also improving our ability to pre-
vent cancer and detect it in an 
early stage.” C3I is designed to 
help meet these goals by increas-
ing the participation of patients 
with cancer in smoking-cessation 
treatment, improving the effec-
tiveness of cancer treatment, and 
preventing cancer recurrence. The 
initiative has the potential to trans-

form clinical cancer care so that 
evidence-based smoking-cessation 
treatment is an integral compo-
nent of care for every person 
with cancer who smokes.
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NCI-Designated Cancer Centers Selected as Part of the Cancer Center Cessation Initiative (C3I).
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Cohort 1 (2017–2019)

1. Baylor College of Medicine
2. Case Western Reserve University
3. Duke University
4. Georgetown University
5. Indiana University
6. Medical University

of South Carolina
7. New York University
8. University of California, Davis
9. University of Chicago

10. University of Colorado
11. University of Iowa

12. University of Kansas
13. University of Kentucky
14. University of Minnesota
15. University of New Mexico
16. University of North Carolina

at Chapel Hill
17. University of Pennsylvania
18. University of Utah
19. University of Virginia
20. Vanderbilt University
21. Washington University
22. Yale University

Cohort 2 (2018–2020)

1. Columbia University
2. Dana–Farber/Harvard

Cancer Center
3. Dartmouth College
4. Emory University
5. Mayo Clinic
6. Memorial Sloan Kettering
7. Moffitt
8. Mount Sinai
9. Northwestern University

10. Oregon Health and Science
University

11. Roswell Park
12. Stanford University
13. University of Arizona
14. University of California,

San Francisco
15. University of Michigan
16. University of Texas Southwestern
17. University of Pittsburgh

Medical Center Hillman
18. Virginia Commonwealth

University
19. Wake Forest University
20. Wayne State University

Carbone Cancer Center,
University of Wisconsin
School of Medicine and
Public Health (coordinating center) 


