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Molly Kessner:
At this time we are at the top of the hour. I would like to take just a moment to introduce our speaker today. We are lucky to have Dr. Paul Krebs, presenting for us. He is a clinical psychologist and health services researcher at the VA New York Harbor Healthcare System. He is also an assistant professor in the Department of Population Health at New York University. I know I am going to butcher this – Langone Medical Center and NYU Cancer Institute. Without further ado, Dr. Krebs, I will turn it over to you now.

Paul Krebs:
Okay. Can you hear me?

Molly Kessner:
Yeah. You are coming through just great, thanks.

Paul Krebs:
Okay, welcome everybody. I am happy to talk a little bit about the work I have been doing at the intersection of cancer care and tobacco use. The title is a little bit of a mouthful. But we will get into it and simplify it here a little bit. Feel free to think of some questions and write them down as you go along. That will help us have a good discussion at the end. Can I move it forward there? 

There we go, okay. Just a little bit about what we are going to today. Just a quick overview of health factors related to cancer care. We will talk about the design of this study that is ongoing and some of the preliminary findings. Just to get a sense of who is out there today. If we could do a poll.

Molly Kessner:
Excellent, thank you. I will go ahead and launch that poll now. For our attendees, you can see the poll on your screen. We are trying to get a feel for who is in our audience. We know that many of you wear many different hats. But if you can choose your primary role, that would be helpful. The answer options are tobacco researcher, health services researcher, clinician, or student trainee. If you do not fall into one of these categories, please note that at the end of the presentation, during the hour, during the feedback survey there will be a more extensive list of job titles. You might find yours there. 

Okay, it looks like we have already had three quarters of our audience vote. At this time I will close it down and share those results. It looks like we have 18 percent respondents saying tobacco researcher. Just over half at 55 percent say health services researcher, 18 percent clinician, and nine percent student trainees. Thank you to our respondents. I will turn it back over to you, Paul.

Paul Krebs:
Okay. We have a lot of researchers out there, and tobacco researchers who have not _____ [00:02:55] mutually exclusive categories necessarily. But I just wanted to get a sense of how many tobacco kind of folks we have, and a couple of clinicians, too. I was then a clinician, so I am very oriented to the patient experience and looking into that a little bit. Just a quick background, we all kind of agree that kind of smoking is bad. It is especially an issue for us at VA as the rates are generally higher than the population of the U.S. It is just declining like 17 or 18 percent. 

But more and more Veterans than that smoke actually. Kind of most of them have some sort of lifetime history of smoking. Why talk about tobacco and cancer? It would seem obvious, right. You get cancer. You should probably stop smoking. But it is actually not something that people generally do for a number of reasons. A lot of them do quit. But a lot of them do not necessarily associate cancer that they have with tobacco. I have prostate cancer. That has nothing to do with my smoking. The lack of the information based on the patient's side and also the provider's side. A lot of the information has not been really disseminated that well yet regarding how tobacco. It is really just another cancer. 

Other than lung, everyone knows about lung cancer. But even if people do quit, a lot of them relapse in a couple of months. That is a problem, too. Most smokers do have to make that couple of quit attempts to really get there. They get discouraged along the way, most of them as well. We would like to think that tobacco is a chronically relapsing condition. Everybody has a role in helping. Every time you are getting a mental health provider or your oncologist, or your nurse, or whoever. 

Everyone should be playing a part in continually assessing tobacco use. Because you may be that person that gets through and when they are ready. We like to think of it as everybody's responsibility and not just primary care. They have enough to do. It is a particular problem for cancer patients who continue smoking. Because it creates a surgical complication. It decreases wound healing. It obviously increases risk of recurrence, and not just for lung cancer but other cancers. 

Evidence shows it decreases the effectiveness of the treatment. It severely decreases survival. There was a large population case study that showed it produced significant decrease in overall mortality for those who continued smoking at diagnosis. Generally, it just sort of decreases the health related quality of life, and the ability just to do normal things; walk up the steps and put your shoes on, those kind of quality of life issues. There is not a whole lot of studies been done actually in cancer systems, a couple but not as many as sort of other cardiovascular, et cetera? 

Quit rates have been in line with other diseases. I kind of went back to all of the theories. I grew up so to say in graduate school in the _____ [00:06:30] or radical model world up in Rhode Island. Theory has always been a big part of my life. But in kind of coming up with an idea for a career award, I wanted to go back to this drawing board so to say, and say what is maybe been missing across all of these theories? What else could we maybe do; social cognitive, health beliefs, social determination, and all of the other ones as well? I kind of went back to the drawing board and said well, what else is missing? 

One thing they have mostly messaged is the idea of risk protection. They are talking about self-efficacy and motivation. But risk and the emotional aspect of that have not been minded much in terms of intervention. I do not really know why. But maybe people are afraid to say it. Or, fear of offending the patients, or whatever; but it is one thing that really has not been tested as much. I said well, let us see what is out there. 

I found this model. It is called the EPPM, Extended Parallel Process Model. It is actually – it specifically models the role that grant plays in making a decision about a health behavior. We could see on the left here. We have the susceptibility and the severity, which really had not been in other health behavior change series. It sort of shows if you have a perceived threat, we can do a couple of things with that perceived threat. We can engage in protection motivation; and we probably should do something about this. Or, if we get afraid, then we sort of engage in defensive motivation. Probably nothing I can do, let us just ignore them. That occurs if you do not have self-efficacy to change it. Self-efficacy is just still play a role as well as response efficacy. I can do this. I have a plant that is effective; so two components. We have to think there is an out. If you do not have an out, then you shut down and engage in _____ [00:08:53] control. 

This kind of suggests an intervention. I wanted to sort of see if anybody has heard of this. It maybe – or have you _____ [00:09:07]. Let us take a poll.

Molly Kessner:
Thank you. Alright, so for our audience, the second poll is up on your screen now. Have you never heard of the EPPM? I have heard of it somewhere. Or, I have used it to guide an intervention. We have got a nice responsive audience. Those answers are coming in quickly. We will give people a little bit more time. Okay, it looks like we are right at about three quarter’s response rate again. I will go ahead and close the poll, and share those results. It looks like just about two-thirds of our audience have never heard of it. Almost one-third have heard of it somewhere; and six percent have used it to guide an intervention. Thank you, to those who responded.

Paul Krebs:
Yeah, I love these polls. If we cannot see you, at least we get to get a sense of the raised hands, so to say. I had never heard of it either for some reason until a couple of years ago. We are actually finding it very useful. Because it is giving us another way to intervene and the ways to communicate with populations who are actually trying to use it now. They are texting intervention, and the public hospital systems to guide the messages we want to send out, kind of proactively. 

We are testing those messages with focus groups right now to guide more intervention. I said well, I know this idea. What are we going to do? No one has really necessarily used it. How would people respond to it? We had two aims to this grant. It was like CDA. We developed a communication tool around smoking and cancer. Test it; and put it in front of people to see what they think about it. Then after we sort of developed it carefully, do a pilot test to see if it is more effective than sort of best practices. Here was our sort of overall process. We did some cognitive interviews when we first developed it. We worked with the graphic designers to make it very clear, and lots of white space. We made it four pages for sure. 

Then we found a couple of patients with various cancers who had a history of smoking. We put it in front of them. I did a couple of round so that. Then we are going to – we just started the clinical trial piece of it. We are going to randomize them to best practices, and then best practices plus this targeted communication; and then follow up with it up to six months. What are they getting specifically? I like this little graph here. The control group is getting tobacco tactics with _____ [00:12:03] figured on here developed, and which is an amazing program. It is bound to be very effective actually in the recent studies. 

Then in the intervention group, we are adding on to that this brochure and a discussion of risks, as well as the self-efficacy component, and response to efficacy component, and the benefits of treatment. You can see on the right here, most interventions are advertising knowledge, motivation, and benefits, self-efficacy, and goal setting, and social support. We are adding and going back to the EPPS, to theory and susceptibility, as well as that response efficacy. We are seeing if those had an additive effect on the intervention's effectiveness. 

Here is an example of just some screenshots of our decision aids. We have tried to make some very patient friendly. They contain a couple of components, pictorials to, I think support that sort of identification and then some quotes; again to _____ [00:13:21] identification with patients like me as well as social support kind of modeling, et cetera. I will tell you in a little bit. Patients just really like that a lot. A lot of white space and a lot of sort of question and answer kind of things. Because people do not necessarily like to read. We found out in our interviews that a lot of our patients here at least in New York have a hard time reading. They really have to be very simple. 

Here is an example of the information and how we displayed it. This is work based on the folks out in Ann Arbor. We kind of went and used their model for how to display risk information to patients. Out of 100 people treated for head and neck cancer, 59 percent who kept smoking would have cancer come back; and 47 who quit would have cancer, come back; which lowers your chance of it coming back by 20 percent. As another example in prostate cancer, 39 percent who kept smoking would have cancer come back; 19 who quit would have cancer come back. It is just sort of the way of explaining these numbers in the best way we know how at this point to the patients using absolute risk value and sources and sort of relative values.

Let us go back a second. What we did is we put this in front of people and sort of really questioned do you understand this in a very open ended way without any prompting to see if they could explain it in their own words, sort of the cognitive testing protocol. Just to go back to sort of our building on tobacco tactics intervention; which was found to be really effective. As I mentioned before, I just wanted to do a shout out of the actual numbers of the very effective and helpful intervention in the cancer care world; and sort of getting us the patients and the control group in this role, the intervention group. 

We are adding the decision in. Now, what we did here for our pilot work. We did two rounds of interviews. We did people each. We did the semi-structured interview. We have got comprehension. Do you understand this? Or, is what we are trying to say in line with what you are actually understanding from it? Do you think it is relevant to do? Is it too long? Do you like the style of it in general? If it looks interesting to you, would you pick it up? Those are all really important pieces. You just do not want to create a boring brochure that someone is going to throw in the trash. Because who was our sample? It was male. A little bit of a good racial diversity. A lot of our population was actually disabled. Most of them smoke still every day. 

Surprisingly, 40 percent really had never even tried to quit smoking. Most of them were prostate cancer patients. They are smoking about 11 cigarettes a day and have been smoking for 44 years. That is a long pack history. Overall, this is combining both rounds. They found them really easy to read; and 90 percent said they were very easy to read. They kept their attention very much or somewhat. They generally would like the look of them. They thought they were pretty relevant to them. It was very or moderately so. The people who did not find them relevant were the people who had already quit. 

Very importantly here with regards to the model and the construct we are emphasizing, nobody really saw anything offensive or problematic. They did not make them uncomfortable, which was really important to assess prior to sort of putting out this into the field. Then in terms of their response efficacy, we really wanted to leave them with the sense that if they did something about their smoking, it would be effective. They had enough information to do it. They felt that it gave them enough information to do something if they wanted to. I mean, that, it really was not the goal. We really were trying to push them towards the VA front line and not give them everything they needed to have a quit. But they thought it was pretty comprehensive. 

Most of them would recommend it and _____ [00:18:22] if we got the length about right. Again, it was _____ [00:18:26] a lot of white space and sort of big fonts, et cetera. Interestingly, most of them felt that their primary care provider would be the one they would want to give it them. That is not what we have planned. But probably because they feel comfortable with that person and had a longstanding relationship with them. Other than that, the oncologist was second best. That is whoever is actually going to actually do the intervention in the oncology setting. 

I always liked what people say. I find that most interesting in addition to sort of the quantitative ways. What do they say about those risk graphs? To do some representative votes; we see that there is a good possibility that the cancer would return, which I am very surprised by. A couple of people said that, which is surprising to me. Some of our patients did not understand that was even something that could happen. They really were not thinking that way of what they could do in terms of taking charge of their own health and in terms of patient activation, et cetera. Then kind of getting them to say it in their own words. 

 It shows that over here, there are certain people that are more successful. If they use nicotine patch or zyban as opposed to the people who just stop cold turkey. That was them interpreting the efficacy of using evidenced based cessation. We have a similar graph for that as well to promote that response efficacy. They have a really understanding. We always say use this treatment, and use this treatment, right. Well, if you show it in a picture, the efficacy of how many people quit. If you use evidenced based treatment versus how many quit. If you do not, it is very clear versus just trying to convince somebody. Hey, you should use this. Well, why? We really want to build on patient activation and decision making. Tell them what? Show them what. In terms of patient targeting and the modeling, what made it most interesting to me was that on the first page, this guy is my age with prostate cancer like I have. That automatically drew me into it. "My doctors told me that I should not smoke during treatment, but this is the first time that I’ve read it like this." That was a really encouraging quote. 

The number of aspects of things we tried to integrate into these, the modeling, the identification, and the pictures, the quotes. We are doing their job hopefully. It seems like it – as well as how we explained it in a very respectful, and sort of collegiate way understand that yes, people can take charge and learn about this, if you give them the resources. The next person said it was straight to the point and concise. Then, "You find out things from patients described in the pamphlet. It gives you a better understanding." People go right to the quote versus reading all of the other kind of I would not say boring, but more pedantic kind of saying smoking does this. Smoking does that. I think their eyes were drawn right to those call up boxes with other experiences of people like that. We also have a little information about like I said, cessation options. They were, a lot of them were surprised that the NRTs and medications were not harmful. 

All of you tobacco researchers out there, I am sure you know that the number one thing that folks say is like I do not want to be addicted to anything else. Those things are not _____ [00:22:26], et cetera. We really emphasize that. They seemed, however we put it, they seemed to be getting that. That was really an important way of building that response to efficacy. If they did something about it, it is safe. Then I can – it would work for me. I really want to acknowledge this team that have helped with this. I could not have done it without all of the mentors and building along all of their great work. I would really like to open this up for some discussion and get some feedback from you all; and answer any of your questions. 

Right now, this was our first page. We kind of want to present some of this developmental work. Because I do not think it is done enough. We make something based on _____ [00:23:19] office. We do not really put it in front of patients. We changed a lot based on the feedback we got from them. The things they did not understand. Strange things like we had to put a line around two of the boxes because they were not reading them as the same in concept. Just sort of very visual things like that, we had to change because it was really impacting their comprehension of it. We changed a lot of the graphic design actually based on whether they were comprehending it or not. 

Then this presentation is kind of really a plug for cognitive interviewing and very careful textual as well as graphic design prior to ever going out in the field. Yes, we are out in the field now. We recruited two people in two weeks. I think that is kind of where they want to be. Just starting our two to three year recruitment base right now; so, at least our first one went really well. The second one is scheduled for Friday. We were out there and hopefully more information will be occurring in a year or more. Thank you very much and let us discuss.

Molly Kessner:
Excellent, thank you very much, Dr. Krebs. I know a large portion of our audience has joined us after the top of the hour. I would like to refresh you that to submit your questions or comments, please use the question section. It is on the GoToWebinar dashboard on the right-hand side of your screen. Just click the plus sign next to the word questions; and that will expand the box. 

You can then submit your question or a comment. We will get to those in the order that they are received. Let us see. The first question in your decision aide, regarding the risk of cancer recurrence with and without smoking, assuming they are not from RCTs, how did you determine these numbers? How did you convey to patients that these were your best guesses?

Paul Krebs:
There were a couple of ways. We did not…. I saw at the SMDM last year, there were a couple of people presenting on how to present the confidence intervals kind of for around these evidences. None of them were really particularly good. We put references on the decision aids, and actually patients liked that. This is not written at RCTs. It is just sort of an epidemiological kind of studies. You cannot really do an RCT on you should stop smoking. You should not stop smoking after your diagnosis. But a lot of chart reviews, studies, and those kind of studies have been done for each of these cancers. 

We went back to those data and presented that with the reference for each one. The patients actually were kind of into that. They wanted to see it. They were interested in that. We chose not to necessarily confuse them with the sort of confidence intervals, as they say based on some of the work that other people are doing with these kind of graphs as well. This is really what _____ [00:26:46] an easy way to do that and have people easily comprehend that. 

Molly Kessner:
Thank you for that reply. The next question, this is health education at its best presenting the right information at the right time and at the right level. Does it help patients quit smoking?

Paul Krebs:
We do not know. We do not always _____ [00:27:15] unless you that the results of this particular study. But the ones it has been built on, there is evidence that this critical or teachable moment is effective. A couple of studies have shown that if you intervene within three months of diagnosis, the quit rates are much higher than if you wait six months. That is what we are trying to capitalize on. This kind of time, or are people trying to figure out what they should do? 

It kind of makes them think again about their health. There is some evidence that there is this special time, so to say. That is why we do really want to integrate into the care continuum around diagnosis and treatment. For our study, the RCT part of it, we are doing the intervention at the treatment planning discussion, and not the diagnostic discussion. That is too much going on. But sort of like the second one where they are doing treatment planning and triage. 

Molly Kessner:
Thank you. The next person writes in. Is this brochure, this handout that you have developed available nationwide and for other people to use?

Paul Krebs:
Not yet because we have not tested it. It would be not necessarily ethical because we want to see if it is effective first before we would rule something like that out. At the HSR&D conference actually, one of the radiologists _____ [00:29:00]. He was like, I want to give these out now. Because this is great. He is like people would understand this. We will see. If there is a _____ [00:29:12] in foot race, then it would be something that would very easily be disseminated. That is why I did it on paper actually. You could put it in your desk drawer and give it to patients rather than having something sort of texted to you, online, or whatever. We wanted something that a nurse or a doctor could kind of just have and pull out, and kind of discuss at once. That is the long-term goal.

Molly Kessner:
Thank you for that reply. Real quick, can I get you to advance to the slide with your contact information on there?

Paul Krebs:
Yes.

Molly Kessner:
Excellent, thank you. We do have a number of people writing in saying thank you. This is an excellent preliminary look at this intervention. Hopefully we will hear more from you soon. While we wait for any more questions to come in, I just want to take a moment and turn it over to Barb _____ [00:30:07] who is part of the CDAei program and helps organize this series. Barb, you had mentioned a conference coming up that you wanted to talk to the attendees about?

Barb Aylsfas:
Great. Hi there, can you hear me?

Molly Kessner:
Yes, we can.

Barb Aylsfas:
Perfect, okay. I believe that the meeting that is coming up will be held in Chicago. The Society for Research on Nicotine and Tobacco, I believe it is called. It ping-pongs between the U.S. and Europe. I do not know. I know that travel is very difficult in the VA system. But the next meeting for SRNT will be March 2nd through 5th in Chicago at the Sheraton. It will not be at a huge convention center. I believe the year after it is going to be in Italy, then somewhere else, then in San Francisco. But for those involved in Tobacco and able to get to Chicago, please think of putting that March 2-5 date on your calendar for 2016. Thank you.

Paul Krebs:
Yeah. It is an excellent meeting and always worthwhile. I cannot be there because I cannot travel. But I went last year when it was close by New York and a couple of other times too. It has been on the East Coast. It is always very well worth it, if anyone is interested in tobacco research.

Molly Kessner:
Excellent, thank you. Dr. Krebs or anyone on the call, if you find a way to get travel approved for the one in Italy next year, please do, and notify Molly Kessner at CIDER. That does seem to be our last pending question at this time. Do you have any concluding remarks, you would like to make Paul?

Paul Krebs:
Yeah, actually we are doing more research as well. It is sort of said on using this model. We are sending out text messages to a sample of patients in our public hospital system when we are including components of the ECBM. Those are risk messages. Some people we are not sending the risk messages. Then we are kind of measuring uptake of the telephone and tobacco treatment. More information will be coming out as well. It is sort of another intervention where we will be using this model as well. But _____ [00:32:26] had some experience kind of using it and framing messages that way. But it is something to, I think about. Feel free to contact us here if you have any questions about that or have any ideas. 

Molly Kessner:
Great, well thank you so much. We really appreciate you lending your expertise to the field and doing this presentation. Of course, I want to thank Barb for her help organizing this monthly series; which does take place every second Tuesday of the month at 1:00 p.m. Eastern. Please keep your eyes peeled for the next CDA Cyberseminar marketing announcement. 

I would like to thank our attendees as well for joining us today. In just a moment, I am going to close out the meeting and a feedback survey will populate on your screen. Please take just a moment to fill out those questions. We do look very closely at your responses. It helps us improve presentations we have already given as well as ideas for future sessions to support. Once again, thank you Paul, and Barb, and our attendees. Everybody have a wonderful rest of the day.

Paul Krebs:
Thank you all.

[END OF TAPE]  
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