ITY OF .

EMTUCKY %
UK I _‘ d University of Kentucky
bk I'IOW € ge UKnowledge

Theses and Dissertations—-Psychology Psychology

2023

Understanding cancer patients' desire to quit tobacco without
assistance: A mixed-methods, longitudinal study

Tia Borger

University of Kentucky, tnbo225@uky.edu
Digital Object Identifier: https://doi.org/10.13023/etd.2023.181

Right click to open a feedback form in a new tab to let us know how this document benefits you.

Recommended Citation

Borger, Tia, "Understanding cancer patients' desire to quit tobacco without assistance: A mixed-methods,
longitudinal study" (2023). Theses and Dissertations--Psychology. 236.
https://uknowledge.uky.edu/psychology_etds/236

This Doctoral Dissertation is brought to you for free and open access by the Psychology at UKnowledge. It has
been accepted for inclusion in Theses and Dissertations—-Psychology by an authorized administrator of
UKnowledge. For more information, please contact UKnowledge@lsv.uky.edu.


http://uknowledge.uky.edu/
http://uknowledge.uky.edu/
https://uknowledge.uky.edu/
https://uknowledge.uky.edu/psychology_etds
https://uknowledge.uky.edu/psychology
https://uky.az1.qualtrics.com/jfe/form/SV_0lgcRp2YIfAbzvw
mailto:UKnowledge@lsv.uky.edu

STUDENT AGREEMENT:

| represent that my thesis or dissertation and abstract are my original work. Proper attribution
has been given to all outside sources. | understand that | am solely responsible for obtaining
any needed copyright permissions. | have obtained needed written permission statement(s)
from the owner(s) of each third-party copyrighted matter to be included in my work, allowing
electronic distribution (if such use is not permitted by the fair use doctrine) which will be
submitted to UKnowledge as Additional File.

| hereby grant to The University of Kentucky and its agents the irrevocable, non-exclusive, and
royalty-free license to archive and make accessible my work in whole or in part in all forms of
media, now or hereafter known. | agree that the document mentioned above may be made
available immediately for worldwide access unless an embargo applies.

| retain all other ownership rights to the copyright of my work. | also retain the right to use in
future works (such as articles or books) all or part of my work. | understand that | am free to
register the copyright to my work.

REVIEW, APPROVAL AND ACCEPTANCE

The document mentioned above has been reviewed and accepted by the student’s advisor, on
behalf of the advisory committee, and by the Director of Graduate Studies (DGS), on behalf of
the program; we verify that this is the final, approved version of the student’s thesis including all
changes required by the advisory committee. The undersigned agree to abide by the statements
above.

Tia Borger, Student
Dr. Jessica L. Burris, Major Professor

Dr. Mike Bardo, Director of Graduate Studies



Understanding cancer patients’ desire to quit tobacco without assistance: A mixed-
methods, longitudinal study

DISSERTATION

A dissertation submitted in partial fulfillment of the
requirements for the degree of Doctor of Philosophy in the
College of Artis and Sciences
at the University of Kentucky

By
Tia Borger
Lexington, Kentucky
Director: Dr. Jessica L. Burris Professor of Psychology

Lexington, Kentucky
2023

Copyright © Tia Borger 2023
orcid.org/0000-0001-5076-4293



ABSTRACT OF DISSERTATION

Understanding cancer patients’ desire to quit tobacco without assistance: A mixed-
methods, longitudinal study

Introduction: Unassisted attempts to quit tobacco are a well-established reason for quit
failure. Nonetheless, many cancer patients prefer to make a quit attempt without using
evidence-based tobacco treatment. This study aimed to understand the rationale that
underlies cancer patients’ desire to quit tobacco without assistance and to track
longitudinally the smoking cessation outcomes of patients with this preference. Method:
In a mixed-methods, longitudinal study, 35 cancer patients who were current tobacco
users and declined tobacco treatment because of the desire to quit on their own provided
data via three questionnaires and 1-2 semi-structured interviews across 60 days.
Participants were recruited from outpatient cancer clinics. Results: The sample was
predominately White, non-Hispanic (85.71%), female (68.57%), unemployed due to
disability (57.14%), and rural (54.29%). Key themes that emerged from the qualitative
interviews were: self-reliance, willpower, perceived shame, social norms around
unassisted quitting, and negative attitudes towards tobacco treatment. The most
frequently endorsed barrier to tobacco treatment was “I know others who have quit
without tobacco treatment” (82.86%, n = 29). During the study, participants reported
smoking 12.20 + 7.78 cigarettes per day on smoking days. Fourteen (43.67%)
participants reported achieving 50% smoking reduction and 21.88% of participants
achieved 3-day floating abstinence; none of these participants used treatment. Discussion:
This study with cancer patients who use tobacco identified affective, cognitive, and
personality factors related to quitting on one’s own, and social and systemic barriers to
tobacco treatment use. Future interventions must address these factors to increase uptake
of tobacco treatment in this population.

KEYWORDS: Cancer patients, tobacco use, tobacco treatment, tobacco cessation
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CHAPTER 1. INTRODUCTION

1.1  Overview of Cancer Survivorship

Even with major advances in population-based prevention (e.g., national
decline in smoking rates, large campaigns around sun protection, radon
mitigation, and HPV vaccination), early detection of cancer, and personalized
medicine, cancer remains one of the biggest threats to the health and longevity of
U.S. adults. For U.S. men and women alike, the lifetime risk of developing cancer
is currently one in three, and the risk of dying from cancer is currently one in five
(American Cancer Society, 2023). Cancer is the second leading cause of death in
the U.S. and is among the top five reasons for premature mortality, with an
expected 600,000 deaths in 2023 (American Cancer Society, 2023; Weir et al.,
2016). Encouragingly, over the past few decades, cancer mortality has dropped by
more than 25%, leading to a rise in the number of people living with and beyond
cancer. The prevalence of these “cancer survivors” is currently estimated at nearly
18 million and is expected to reach 21 million by 2029 (American Cancer Society,

2023; Bluethmann et al., 2016; Marzorati et al., 2017).

The American Cancer Society (ACS) has guidelines for the health
behaviors of cancer survivors, as well as some other organizations, including the
Centers for Disease Control (Centers for Disease Control and Prevention, 2004)
and the European Cancer Patient Coalition (Mitsimponas & Rauh, 2017). The
ACS guidelines make specific recommendations in the areas of physical activity,
diet/nutrition, alcohol consumption, cancer surveillance, and tobacco use (Doyle

et al., 2009; Smith et al., 2017). Adherence to the ACS guidelines can improve



cancer survivors’ quality of life, decrease the frequency and/or severity of
common physical problems (e.g., fatigue, pain), reduce the incidence of several
chronic diseases, reduce the likelihood of recurrence, and even promote survival
from cancer (Blanchard et al., 2003; Feuerstein, 2006; Heitz et al., 2018;
Meyerhardt et al., 2006; Song & Giovannucci, 2016). Yet, adherence to these
guidelines tends to be the exception and not the rule (Blanchard et al., 2003;
Vijayvergia & Denlinger, 2015; Warner et al., 2016). For example, studies with
heterogeneous samples of cancer survivors showed that cancer survivors were less
likely than non-cancer controls to engage in health-promoting behaviors
(Blanchard et al., 2003; Warner et al., 2016). As is, intervention efforts are greatly
needed to support cancer survivors in the adoption and maintenance of a health

promoting behaviors.

1.2 Smoking Persistence versus Smoking Cessation

While it is true that cancer survivors’ adherence to the ACS or similar
guidelines on physical activity, diet/nutrition, alcohol consumption, and cancer
surveillance can have a meaningful impact on their health and well-being, perhaps
no health behavior is more important than tobacco abstinence. The 2014 U.S.
Surgeon General’s Report on Smoking (US Department of Health and Human
Services, 2014) was the first of its kind to clearly articulate that cancer survivors’
persistent smoking plays a causal role in numerous adverse health outcomes. This
report demonstrated that smoking after a cancer diagnosis is causally associated
with higher rates of all-cause mortality, cancer-specific mortality, and second

primary cancer and is a major risk for cancer recurrence, poor treatment response,



and severe treatment related toxicity. Additionally, cancer patients who smoke are
significantly more likely than non-smokers to have post-surgical complications
(e.g., surgical site infection, reintubation, failure to wean from the ventilator),
longer hospital stays, and a requisite return to the operating room (Gajdos et al.,
2012; Hatcher et al., 2017; Sterba et al., 2017). In addition to these clinical
outcomes, there is evidence that cancer patients who smoke report worse quality
of life (e.g., greater psychological distress, less physical function) when compared
to former and never smokers (Aigner et al., 2016; Garces et al., 2004). It sum, it is
undeniable that smoking undermines the health of cancer survivors and places

them at risk for a host of negative outcomes.

Importantly, evidence also shows that quitting after a cancer diagnosis is
associated with many positive outcomes. To illustrate, in a study with early-stage
lung cancer patients (N = 517), smoking cessation after diagnosis was associated
with decreased risk of overall mortality, cancer-specific mortality, and disease
progression (Sheikh et al., 2021). Another example comes from a prospective
cohort study with newly diagnosed lung cancer patients (N = 1,124), where
smoking cessation post-diagnosis was associated with a 25% reduction in risk of
mortality (Gemine et al., 2019). Similarly, a longitudinal study that followed head
and neck cancer patients (N = 590) for eight years found a reduced risk of all-
cause and cancer-specific mortality for smokers who quit after diagnosis (Choi et
al., 2016). Smoking cessation is imperative to the health and wellbeing of cancer
patients, and tobacco treatment is therefore a necessary part of cancer treatment

and should be integrated as standard of care.



1.3 Tobacco Treatment Use Among Cancer Patients

Despite the empirical support for smoking abstinence, an alarming number
of cancer survivors smoke cigarettes and use other tobacco products after their
cancer diagnosis. Prevalence rates of smoking vary widely across studies, but in
all cases the number clearly exceeds the target of zero percent, and it is often
reported that 20-30% of all cancer survivors are current smokers (Gallaway et al.,
2019; Swoboda et al., 2019; Westmaas et al., 2014). For many smokers,
motivation for and interest in smoking cessation increases after a cancer diagnosis
and serious quit attempts may follow (Rzepakowska et al., 2021; Talluri et al.,
2020). This is suggestive of cancer diagnosis functioning as a “teachable
moment” for smoking cessation (McBride et al., 2003; McBride & Ostroft, 2003;
Puleo et al., 2021). However, many of these quit attempts can be described as
unaided or unassisted, such that evidence-based tobacco treatment (i.e., FDA-
approved pharmacotherapy and advice, counseling, or other assistance from a
professional) is not used. The desire to quit tobacco without assistance is
problematic as little to no use of evidence-based tobacco treatment is a well-
recognized reason for quit failure (Babb et al., 2020). Evidence shows that less
than 10% of smokers in the general population successfully quit smoking without
using pharmacotherapy and/or behavioral treatment (Babb et al., 2020). There are
a variety of reasons why cancer patients may make quit attempts without using
evidence-based treatment. Drawing from research with the general population of
smokers, potential internal barriers include: the belief that perseverance and
motivation alone are sufficient to combat nicotine dependence; prioritization of

lay knowledge over professional knowledge; the belief that quitting is a smoker’s



personal responsibility; or the belief that quitting alone is the “better” choice in
terms of self-identity (Cheesmond et al., 2019; Farley et al., 2016; Morphett et al.,
2015; Twyman et al., 2014; Wells et al., 2017). External barriers found in the
general population of smokers include lack of proper advice, assistance, and
follow-up from healthcare professionals; inadequate social support; lack of
community-based resources; and concerns about the affordability of treatment
(Farley et al., 2016; Price et al., 2018; Twyman et al., 2014; Warren et al., 2013).
As past research focuses on non-cancer patient populations, little is known about
why cancer patients may prefer to make unassisted quit attempts and given the
urgency and significance of smoking cessation after a cancer diagnosis it is

important to understand what drives this preference in cancer patients specifically.

It is important to understand and address the external and system-level
barriers that cancer patients face in utilizing evidence-based tobacco treatment,
but the importance of personal factors should not be ignored. This is because
some evidence shows that only a small number of cancer patients accept treatment
when it is offered. Cancer patients’ rates for enrollment into smoking cessation
clinical trials range from 17% to 84%, with most falling on the lower end of the
range (Dahm et al., 2019; Duffy et al., 2010; Martinez et al., 2019; Ostroff et al.,
2014). Similarly, rates of treatment acceptance into cancer center-integrated
treatment programs range from 17% to 38% (Amato et al., 2018; Davis et al.,
2020; Japuntich et al., 2016). Of direct relevance here is a recent population-based
study that found only 17% of cancer patients who were tobacco users accepted

referral to an in-house tobacco treatment program where free services could be



delivered individually either over the phone or in clinic. That study asked cancer
patients who declined treatment why they were not interested in receiving help,
and one-quarter responded that they would like to quit “on their own” without
assistance (Burris et al., 2021). Together, these findings underscore the need to
better understand personal barriers and facilitators that are associated with cancer
patients’ desire to quit smoking without assistance, especially since treatment use

offers a much better chance of quit success.

1.4 Current Study

The current study fills a gap in the literature regarding cancer patients’
desire to quit tobacco without assistance. The study examines, in a longitudinal
mixed-methods design, the desire to quit on one’s own and the barriers and
facilitators of this approach to smoking cessation. It also examines how this
preference and approach is associated with key smoking cessation outcomes. The
aims of this observational study are to 1) uncover the rationale that underlies a
cancer patient’s stated desire to quit tobacco without assistance and 2) track the
smoking cessation outcomes and tobacco treatment use of cancer patients who
initially state a desire to quit smoking without assistance. In this study, the
quantitative data were used to supplement the qualitative data, which was of

primary interest.



CHAPTER 2. METHODS

2.1 Participants

Participants were 35 adult cancer patients who were current (i.e., past month)
tobacco users. In addition to an electronic health record (EHR)-documented cancer
diagnosis, participants must have answered “no” when asked if they would like help with
quitting tobacco, specifically because they want to quit tobacco without assistance. Other
inclusion criteria included: 1) reliable phone access, 2) ability to read, write, and
understand English, and 3) ability to answer questions about daily life, all of which were

based on self-report.

2.2 Procedures

Participants were recruited through a National Cancer Institute-designated cancer
center’s outpatient clinics. As part of routine clinical protocol at this cancer center, all
adults who present for an outpatient visit are asked a series of questions about their
tobacco use, with the number and nature of questions dependent upon a patient’s
response at a given visit. The questions asked of each patient allow for their classification
as a never, former, or current tobacco user. If a patient is identified as a current tobacco
user, they are asked if they would or would not like assistance with tobacco cessation.
Finally, if a patient declines, they are asked to provide a rationale within a fixed set of
response options. The data collected as part of this protocol are entered in real time into
the EHR. To aid recruitment, a report of current tobacco users who declined referral to
the cancer center’s tobacco treatment program because they wanted to quit without

assistance was generated. Patients identified in this report were contacted by phone,



informed about study aims and procedures, and screened for eligibility. Eligible and
interested patients completed written informed consent and HIPAA authorization either
via mail-based or secure internet forms. Accrual began in August 2022 and ended in
November 2022, with all data collected between August 2022 and January 2023. In total,
35 cancer patients participated in this study. The number of participants recruited for this
study was based on prior literature regarding theoretical saturation and sample size,
combined with concerns about attrition (Vasileiou et al., 2018). Following study
completion, all participants were mailed an informational brochure about tobacco
treatment services available to them through the cancer center. Clinical information such
as time since cancer diagnosis, cancer site(s), cancer stage, and types of cancer treatment
received was assessed via an EHR review. All procedures were approved by the
Institutional Review Board at the University of Kentucky (IRB# 78001) and conform to

the ethical standards to of the US Federal Policy for the Protection of Human Subjects.

2.3 Assessment Schedule

2.3.1 Baseline

Participants completed a survey and semi-structured interview at baseline (i.e.,
Day 0). The survey was completed either via phone interview or by mail, and the
interview was completed by phone and audio recorded so participants’ responses could

be transcribed verbatim.

2.3.2 Follow-up

All participants were asked to complete a follow-up survey 30 and 60 days after

the baseline (i.e., Day 30 and Day 60). The options to complete these surveys were the



same as the baseline survey. Some participants were purposively sampled to also
complete a second interview. The selection of whom to interview at Day 60 was based on
two datapoints at the Day 30 survey, specifically the presence or absence of 50%
smoking reduction since baseline and the presence or absence of any tobacco treatment
use since baseline. Roughly half (42.86%) of participants were selected to complete the
second interview, with an attempt to enroll participants in each of the four possible
groups. However, no participants fell into the category of both 50% smoking reduction
and tobacco treatment use, so five participants from the three other groups were selected

to complete the second interview.

2.4 Measures

24.1 Interview

A standardized interview guide was used, with the exact number and nature of
follow-up questions tailored to each participant’s response to a core set of prompts and
open-ended questions. The questions assessed participant’s knowledge, attitudes, and
experiences regarding evidence-based tobacco treatment. Example questions include:
“What does quitting tobacco on your own mean to you?”, “What is your experience with
quit-tobacco medications?”, and “When others you know have tried to quit tobacco, what

things have they tried?”
242 Survey
Past month cigarette smoking was assessed at all three timepoints while tobacco

treatment barriers, self-reliance, and demographic questionnaires were administered only

at baseline.



2.4.2.1 Tobacco Use

A tobacco use questionnaire (TUQ) asked participants about their tobacco use and quit
attempt history. The specific questions were consistent with what is commonly used in
research with cancer patients (Land et al., 2016). The questionnaire assessed these
variables: time to first cigarette; number of people in the home and friend group who use
tobacco; cigarettes per day (using a timeline follow-back approach) in the past week;
number of smoking days in the past month; occurrence and number of quit attempts (with
differentiation between quit attempts that did and did not yield at least 24 hours of
abstinence) in the past year and month; occurrence of 3- and 7-day floating abstinence
(i.e., 3 or 7 days in a row of abstinence from cigarette smoking) in the past year and past
month; and type of tobacco treatment use in the past month. Motivation and confidence
to abstain from tobacco use in the next 30 days were measured via Contemplation
Ladders (Biener & Abrams, 1991). Participants rated their motivation and confidence to
abstain from tobacco on a scale from 0 = very definitely no/not at all confident to 10 =

very definitely yes/extremely confident, respectively.

2.4.2.2 Tobacco Treatment Barriers

Participants were asked to respond to 20 statements regarding barriers to
using tobacco treatment. Examples include: “I did not want to admit to myself that 1
needed tobacco treatment” and “I believe that nothing would help me in my attempt to
give up or reduce tobacco.” The response options for each question ranges from 1 = not
at all true to 5 = very true, with higher total scores (range = 20 to 100) indicating more

barriers to tobacco treatment (Gross et al., 2008). Four items were added to reflect



additional barriers to tobacco treatment use that may apply to cancer patients. An
example includes: “Due to other medical appointments, I do not have time to meet with a

specialist about quitting.” Cronbach’s alpha was found to be .70.

2.4.2.3 Self-Reliance

To assess self-reliance, participants responded to five questions about
individualism (Singelis et al., 1995). Examples include: “I’d rather depend on myself
than others” and “When I succeed, it is usually because of my abilities.” Response
options included a Likert scale that ranged from 1 = strongly disagree to 5 = strongly
agree, with higher total scores (range = 5 to 25) indicating higher reports of self-reliance.

Cronbach’s alpha was found to be .86.

2.4.2.4 Demographics

Participants responded to demographic questions (e.g., race, ethnicity,
gender, age, marital status, employment status, income, education level, rural status, etc.)
from a Behavioral Risk Factors Surveillance System survey (Centers for Disease Control

and Prevention, 2021).

2.5 Compensation

Participants received a $15 check for each interview and $10 for each survey they

completed. The maximum amount of compensation for time and effort was $60.
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2.6 Data Analysis

2.6.1 Qualitative

The analysis of interview responses involved directed content analysis (Hsieh &
Shannon, 2005), where prior pertinent research helped guide analysis of the current data.
A rigorous and iterative approach to qualitative data analysis occurred. This involved
many steps: 1) reading, re-reading, and discussing four randomly selected interviews, 2)
identifying key concepts or variables as initial codes, 3) organizing initial codes into a
draft codebook and creating operational definitions for each code, 4) double-coding the
aforementioned interviews via line-by-line coding (i.e., independent coding by TNB and
one other research assistant, with discrepancies discussed and rectified to achieve a final
set of agreed upon codes for each interview), 5) finalizing the codebook, which involved
hierarchical organization with “lumping” or “splitting” some of the initial codes and
adding new codes, 6) revising the four previously coded interviews to reflect the final
codebook, 7) double-coding all remaining interviews consistent with the final codebook,
and 8) analyzing all coded interviews in NVivo. The process was carried out for the Day
0 interview (N = 35), with revisions to the codebook made as necessary when coding the

Day 60 interviews (n = 15).

2.6.2 Quantitative

Descriptive statistics (e.g., frequencies, means) were used to describe the sample
on all variables assessed by survey (e.g., cigarettes per day, self-reliance) as well as the
clinical information gathered by chart review. No inferential statistics were used for data

analysis due to the study objectives.



CHAPTER 3. RESULTS

3.1 Sample Characteristics

Table 1 details the sample’s (N = 35) demographic characteristics. On average,
participants were 54.43 + 10.86 years old (range = 32 to 83). Most of the sample was
female (68.57%, n = 24), with one participant identifying as a transfemale (2.85%).
Participants identified as White, non-Hispanic (85.71%, n = 30), Black/African American
(11.43%, n = 4), or White, Hispanic (2.86%, n = 1). Over half of the sample resided in a
rural county (54.29%, n = 19). Over half of the sample had an annual household income
of $20,000 or less (54.29%, n = 19). Just over one-third of participants had completed
some college (37.14%, n = 13). Most participants were unemployed due to disability
(57.14%, n = 20), with about one-quarter being employed (25.71%, n = 9). Over half of
the sample was separated, divorced, or widowed (54.29%, n = 19). Medicaid was the

primary type of insurance coverage (54.29%, n = 19).

3.2 Clinical Information

See Table 2 for full clinical information. The most common cancer sites were
gynecological (28.57%, n = 10), lung (21.26%, n = 8), and head/neck (14.29%, n = 5).
Six participants received a diagnosis of stage IV or metastatic cancer (16.22%), and one-
quarter of the sample received a diagnosis of stage III cancer (24.32%, n =9). On
average, participants were diagnosed 7.46 + 4.94 months prior to enrollment, with a
range from 2 to 18 months. Most of the sample received multiple cancer treatment
modalities (e.g., radiation and chemotherapy; 60.00%, n = 21). Participants began

treatment 6.21 &+ 4.66 months prior to enrollment, on average (range = 1 to 17). Almost
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one-third of the sample has a history of at least one prior cancer diagnosis (30.30%, n =

10).

3.3 Baseline Cigarette Smoking and Tobacco Treatment Use

3.3.1 Past Year

Over half of the sample reported making at least one quit attempt in the past
year (54.05%, n = 20), with fewer achieving at least one 24 hour quit attempt (48.65%, n
= 18). Participants reported making an average of 10.03 + 4.27 total quit attempts (range
=0 to 30), with an average of only 1.57 & 2.43 lasting at least 24 hours (range = 0 to 12).
Most of the sample reported using evidence-based tobacco treatment in the past year
(62.86%, n =22), with 60.00% (n = 21) using medication (e.g., nicotine replacement
therapy, Chantix) and 8.57% (n = 3) using behavioral treatment (e.g., Quitline,
counseling). Over half of the sample (54.29%, n = 19) reported receiving brief advice
from an oncologist and/or another healthcare provider in the past year. On average,
participants first used tobacco at 15.17 + 4.35 years old (range = 6 to 25). Fifteen
participants (42.85%) reported that there are other people in their home who smoke and
all but a few participants (n = 28, 80.00%) reported that others in their friend group

smoke.

3.3.2 Past Month

Intention and confidence to abstain from tobacco use for the next month were in
the moderate-to-low range (4.76 + 3.68, range = 0 to 10 and 3.32 + 3.90, range = 0 to 10),
respectively. Participants reported smoking on 25.37 &+ 10.21 days within the past month

(range = 1 to 30), and they reported smoking an average of 13.60 & 10.72 cigarettes per



day (range = 1 to 40) on smoking days. In the past month, only eight participants
(21.62%) made at least one quit attempt and six (16.22%) made at least one quit attempt
that lasted at least 24 hours. Participants reported making an average of 1.23 + 5.37 quit
attempts (range = 0 to 30), with an average of 0.33 & 5.37 24-hour quit attempts (range =
0 to 3). A few participants achieved 3-day floating abstinence (8.57% n = 3) and 7-day
floating abstinence (8.57%, n = 3) in the past month. Five participants reported using
evidence-based tobacco treatment in the past month (15.15%), with those five (15.15%)
only using medication and none using behavioral treatment. Some participants (20.59%,
n =7) also reported receiving brief advice from an oncologist and/or another healthcare

provider in the month.

3.4 Baseline Interview and Survey Findings

See Table 4 for the final codebook, which contains info about all themes that

arose from the interviews.

34.1 What it Means to Quit and to Quit on One’s Own

Quitting without assistance was commonly described as the most preferred and
most effective way to quit tobacco. The single most important variable that seemed to
explain this cessation-related preference and perception was self-reliance. Many
participants discussed a strong value of self-reliance and related this to their preference to

quit tobacco on their own.

“I’ve been able to do everything in my life by- by
myself. You know, businesses, everything, and uh,
started from nothing an- and build ‘em. And uh, you
know, so that uh gives you a good feelin’ to know
that you-you can do that and have done that. It
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would make me feel good if I could do it on my
own.” (101)

“When you gotta get somethin’ done, you know,
you do it yourself. That’s what I always- I've
always done anyway, so. I’ve never asked for help
much, not that I didn’t, you know, want it, but I
wanted to do things myself.” (130)

On the survey, participants reported high rates of self-reliance (20.56 +£4.11, range = 5 to

25), which is consistent with the findings from the interview.

Being able to quit tobacco successfully (with or without tobacco treatment) was
also linked to willpower and perceived shame. Participants who were not ready to quit or
had made an unsuccessful quit attempt often related these difficulties to a lack of

willpower.

“It’s a willpower thing for me. And I wasn’t ready
to quit, and I didn’t want to try the patches knowin’
that [ wasn’t ready, so.” (124)

“I wish I could do- have that mindset, that
willpower, but I-1, um, tried that. I tried it. I took
‘em and threw them away and two hours later, 'm
at the store buyin’ another pack.” (115)

Finally, much of the sample talked about others in their social network being

disappointed or ashamed if the participant tried to quit tobacco but ultimately failed.

“Uh, they’d be a little disappointed, you know, what
I’'m saying’ cause it’s a real bad habit, it really is.
Not good for your health. My kids would probably
be a little disappointed, you know...” (102)



3.4.2 Personal Experience and Social Norms about Quitting on One’s Own

Almost all participants discussed having made at least one unassisted quit attempt
in the past, so they could draw on past experiences with this quit strategy: “I’ve been able
to quit on my own before. I can do it again.” (136). Even though this was the preferred
quit strategy, many talked about the difficulty of trying to quit without tobacco treatment.
The two most common quit strategies that participants used while trying to quit on their
own were 1) slowly reducing the number of cigarettes they were smoking each day (e.g.,
“Quitting on my own, I guess, would be gradually going down to eventually completely
stopping” (120)) and 2) “cold turkey” (e.g., “If I ever really said I’'m gonna stop smokin’,

I would probably just lay ‘em down and say ‘forget it.””” (108)).

Most participants also said they knew of others (e.g., friends, family) who had
tried to quit tobacco on their own. Many talked about how quitting unassisted was the
preferred strategy in their social network, and they knew many people who had

successfully quit tobacco in this way.

“Most people I know that quit that seem to stay with
it do quit cold turkey. I know that makes the

tobacco leave their body faster, physically, I guess.”
(127)

“My wife used to and she’s humble as can be. She
laid those things down cold turkey and never picked
them back up again.” (115)

343 Attitudes Toward Tobacco Treatment

Almost all participants talked about their attitudes towards and barriers to using

tobacco treatment. Some participants reported trying medications (e.g., nicotine
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replacement therapy, Chantix) in the past, but reported that they were not helpful in their
quit attempts and/or the participant discussed experiencing significant side effects and
discontinuing the medication. Additionally, both participants who had and had not tried

medications in the past had negative attitudes about trying medications in the future.

“Um, I had a couple of doctors offer me Chantix,
but, um, you know, I’ve heard so many stories, and,
you know, read research and stuff, you know, about

there being a side effect and it’s the psychological

kind, I’ll be honest, I’ve been scared of trying that
route.” (131)

“And instead of me taking medication I- I- it would
probably be best for me to try it on my own because
I’ve tried several and they still haven’t worked. I’'m
still smokin’ the same cigarettes, six cigarettes a
day.” (129)

“The medications have side effects I can’t tolerate.
I’m already taking other medicines to avoid
headaches. I think I take enough pills. I like my
personality the way it- it is. I have seen what those
pills do to people. Every time I talk to a doctor, they
want to stick a patch on me or give me a pill.” (126)

However, a small number of participants stated that they had previous success
with medications, and that they would be willing to try that medication again in the future
to aid in a quit attempt: “Yeah, but I had, uh, nicotine patches on and used those to get rid

of the cravin’. They helped out quite a bit.” (123).

In contrast to medication, most participants reported they had never tried

behaviorally based tobacco treatment (e.g., counseling, Quitline). Again, both



participants who had and had not tried behavioral treatment in the past said that they

would be unwilling to try behavioral treatment in the future.

“I want to do everything that I can to help UK. They
saved my life, but I won’t do the counseling. It
would be a waste of my time and there’s. It’s
basically in one ear and out the other. Uh, smoking
is a physical thing, not a mental thing...” (119)

“Uh, I can’t say I- I’ve tried it, the counseling, as far
as to stop smoking. I just don’t want somebody in
my ear, you know, ‘you gotta quit, gotta quit, gotta
quit, gotta quit.”” (133)

Of those participants who had tried counseling in the past, many talked about a
bad experience with behavioral treatment or said that treatment was unhelpful: “No, I
went to counseling. [ mean and that...does what it can do, and it was all nasty, it was
gross. Like what your lungs look like and all that. I went and I listened. But as soon as I

got outta there, I lit a cigarette.” (114).

Many participants discussed hearing about others’ past experiences with
medications or behavioral treatment, most of which were negative: “It’s not, like they’ve,
uh, been real successful with it. I think it’s that- I don’t think that those patches are a

much of a- a means to quitting as a means of cutting back.” (130).

Finally, some participants discussed external barriers to receiving tobacco
treatment, such as cost of treatment, transportation concerns, or not knowing what

treatment would entail.

“Thought it could help, but I live in- I pretty much
live in the woods. Ev- everything is so far away...
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everything is so far away. Yeah. It would be pretty
hard, uh, I don’t really drive that much anymore,
you know, and my wife doesn’t drive at night, so.”
(140)

“I have no clue what it would involve. Other than
probably somebody tellin’ me ‘you really need to
quit’ I really don’t know how that would help.”
(126)

In terms of the survey, the most commonly endorsed (i.e., rated as very applicable
or somewhat applicable) tobacco treatment barriers (of the 20 listed on the measure)
were: “I know others who have quit without tobacco treatment” (82.86%, n = 29), “I will
be able to quit or reduce tobacco use on my own” (78.13%, n = 25), “I do not want to
take any more medications” (68.57%, n = 24), “I do not want to admit to myself that |
need tobacco treatment” (54.29%, n = 19), “I do not know what tobacco treatment
involves” (54.29%, n = 19), and “I do not need tobacco treatment” (48.57%, n = 17).

These findings seem to converge with interview findings.

3.5 Follow-Up Interview and Survey Findings

Participants who had originally planned on not using tobacco treatment, but
ultimately changed their minds talked about treatment as a back-up plan to quitting on
their own. When asked if they would be interested in trying treatment in the future, they
said: “I don’t know, I may if I kept with it or if I can’t find other means of quitting.”
(104) Most participants who used medications to aid in a quit attempt found them to be

helpful and described some success:



“Because honestly, if it hadn’t of been for the
Chantix, I don’t think that I could of got rid of the
last couple of cigarettes.” (111)

“And that’s when I could tell that they really do
work. Uh- I guess just the nicotine it’s- in- in ‘em. It
keeps me calm.” (118)

However, a few participants who used tobacco treatment did not find them to be
helpful and said they would be unlikely to try these medications again. For example,
when one participant was asked if they would use nicotine lozenges again, they said:
“Maybe not again because I’ve used it twice, and- and it just hasn’t affected me.” (109)
Notably, a few participants who used tobacco treatment did so because they were in the
hospital and could not smoke, not because they were intentional about quitting for good:
“That’s uh- the patches when I was in the hospital and stuff and couldn’t smoke, they
give you the patches and that’s how I was introduced to them, and they helped during that

time.” (123)

In contrast, other participants did not use tobacco treatment throughout the course
of the study and maintained their commitment to not using tobacco treatment in the
future. Some participants attributed this to not wanting to see another doctor while others

discussed a sense of pride from not using tobacco treatment to quit.

“I don’t want to go that way. I got enough doctors. I don’t
want to go where I gotta go somewhere to stop smoking. I
don’t want to do that.” (108)

“...it got harder and harder to quit, so I’'m really proud of
myself to be able to quit on my own without any kind of,
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you know, patches or Chantix or whatever that stuff is.”
(124)

Additionally, participants who did not use tobacco treatment talked again about
the value of self-reliance: “I mean, I would like to quit on my own ‘cause I mean...uhm,
taking stuff to, like, stop other stuff it- it- it’s never worked out for me. I really had to do
it on my own.” (137). Similarly, some discussed needing willpower to quit tobacco:
“Well like I said, you know, you just gotta have the willpower that you want to do it and
do it, just keep after it. That’s what I didn’t do.” (114) When asked if they would be
interested in trying behavioral treatment in the future, all participants who completed the
second interview said they were not interested: “I don’t think so. I don’t feel like it would

be helpful for me.” (132)

3.5.1 Day 30 Cigarette Smoking and Tobacco Treatment Use

All but one participant completed the Day 30 questionnaire (97.14% retention
rate). Intention and confidence to abstain from tobacco use for the next month were both
in the moderate range (5.74 +2.95, range = 0 to 10 and 5.18 + 3.24, range = 0 to 10,
respectively). Participants reported smoking an average of 12.77 + 8.42 (range = 1 to 40)
cigarettes per day on smoking days, with 23.53% (n = 8) achieving 50% smoking
reduction from baseline. Participants reported smoking on 25.71 + 9.37 days within the
past month (range = 0 to 30). In the past month, only three participants (8.82%) made a
quit attempt, with two participants (5.88%) achieving a 24-hour quit attempt. Participants
made an average of 1.65 + 6.37 (range = 0 to 30) quit attempts and 1.50 = 5.53 (range = 0
to 30) 24-hour quit attempts. A few participants achieved 3-day floating abstinence

(11.76% n = 4) and 7-day floating abstinence (8.82%, n = 3) in the past month. Seven



participants reported using evidence-based tobacco treatment in the past month (20.59%),
with 17.65% (n = 6) using medication and 2.94% (n = 1) using behavioral treatment. No
participants reported using both medications and behavioral treatment in the past month.
Some participants (41.18%, n = 14) reported receiving brief advice from an oncologist or

another healthcare provider in the past month.

3.5.2 Day 60 Cigarette Smoking and Tobacco Treatment Use

All but three participants completed the Day 60 questionnaire (91.43% retention
rate). Intention and confidence to abstain from tobacco use for the next month were in the
low-to-moderate range (5.12 = 3.97, range = 0 to 10 and 4.19 & 3.51, range = 0 to 10),
respectively. Participants reported smoking an average of 11.53 + 8.49 cigarettes per day
on smoking days (range = 1 to 40), with 31.25% (n = 10) achieving 50% smoking
reduction from Day 30. In the past month, nine participants (28.13%) reported making at
least one quit attempt, and five participants (15.63%) reported making a quit attempt that
lasted at least 24 hours. Participants reported smoking on 23.41 + 11.42 days within the
past month (range = 0 to 30). Participants made an average of 3.91 + 10.03 quit attempts
(range = 0 to 30) and 1.34 + 5.52 24-hour quit attempts (range = 0 to 30). A few
participants achieved 3-day floating abstinence (21.88% n = 7) and 7-day floating
abstinence (18.75%, n = 6) in the past month. Seven participants reported using any
evidence-based tobacco treatment in the past month (21.88%), with 21.88% (n = 7) using
medication and no participants using behavioral treatment. Some participants (21.88%, n
= 7) reported receiving brief advice from an oncologist or another healthcare provider in

the past month.
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3.53 Cigarette Smoking and Tobacco Treatment Use from Day 0 to 60

Participants reported smoking an average of 12.20 + 7.78 (range = 1 to 40)
cigarettes on smoking days. Just under half (43.76%, n = 14) of the sample achieved 50%
reduction in smoking. Ten participants (31.25%) reported making a quit attempt and six
(18.75%) reported making a quit attempt that lasted at least 24 hours. Participants
reported smoking on 48.84 + 19.44 days (range = 0 to 60) and making an average of 5.65
+ 15.23 quit attempts (range = 0 to 60) and 2.94 £ 9.79 24-hour quit attempts (range = 0
to 40). In total, 7 (21.88%) participants achieved 3-day floating abstinence and 6
participants (18.75%) achieved 7-day floating abstinence across the 60 days. Nine
participants (25.00%) reported using any evidence-based tobacco treatment, with eight
participants (25.00%) using medications and one participant (3.13%) using behavioral
treatment. Sixteen (50.00%) participants reported receiving brief advice from an

oncologist and/or another healthcare provider.



CHAPTER 4. DISCUSSION

Due to numerous negative health consequences of persistent cigarette smoking
after a cancer diagnosis, cancer represents an objective reason to quit smoking (US
Department of Health and Human Services, 2014, 2020). Recently, there has been a
major push to integrate tobacco treatment into cancer care systems and to proactively
encourage cancer patients in efforts to quit for good (D’Angelo et al., 2019, 2021;
Jenssen et al., 2019). The gold standard for evidence-based tobacco treatment includes a
combination of pharmacotherapy and behavioral treatment. The National Comprehensive
Cancer Network (NCCN) Clinical Practice Guidelines state that pharmacotherapy should
include at least 14 weeks of combination pharmacotherapy (e.g., nicotine patch and short-
acting NRT, nicotine patch and Bupropion), or Chantix alone (Shields et al., 2021).
Additionally, studies show that pre-cessation use of NRT increases likelihood of quit
success (Rose et al., 2006). In terms of behavioral treatment, research demonstrates that
four or more counseling sessions with state Quitlines or individual or group counseling
provided alongside pharmacotherapy can increase abstinence rates. Further, the most
effective behavioral treatments include both problem-solving/skills training and support
throughout the quit process (Shields et al., 2021). Despite this, most cancer patients who
smoke (like adults in the general population) either decline tobacco treatment altogether
or fail to use tobacco treatment at a dose or duration that would be effective (Borger et
al., 2022; Burris et al., 2022; Gravely et al., 2021). Against this backdrop, the current
study was done in a sample of cancer patients, many of whom were undergoing active
cancer treatment, received brief advice to quit, and had tobacco cessation support

available as part of their cancer care. Here, the goal was to understand cancer patients’
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desire to quit tobacco without assistance and track their smoking cessation outcomes over

time.

This study yielded three major study findings. First, participants viewed quitting
on one’s own as either a gradual reduction in the number of cigarettes smoked or
stopping all at once (i.e., “cold turkey”’) without pharmacotherapy or behavioral
treatment. Past research in the general population suggests that gradual reduction may
delay quit dates and does not produce higher quit rates than abrupt cessation (Hughes et
al., 2010; Lindson-Hawley et al., 2013, 2016), but participants seem unaware of these
nuances. Perhaps more important than shedding light on Zow cancer patients quit on their
own, this study highlighted factors that may explain why cancer patients might decide to
quit without assistance. According to interview findings, participants strongly value self-
reliance (Singelis et al., 1995), and many viewed it as integral to the decision to quit
without assistance. Perhaps not surprisingly, on a self-report measure of self-reliance,
many participants scored at or near the higher end of the scale. Participants also indicated
that willpower, described as a cognitive or mental aspect of quitting, is necessary for quit
success. In fact, many participants discussed their persistent smoking or past quit attempt
failures in terms of a lack of willpower. To mirror this, survey findings suggested that
both motivation and confidence to quit tobacco were low-to-moderate (at all timepoints)
among participants and success with smoking cessation was fleeting for most.
Additionally, many participants discussed feelings of perceived shame or disappointment
from others after a failed quit attempt, regardless of whether quit attempts were assisted.
Finally, for some participants, treatment was viewed only as a back-up plan to quitting

unassisted. Altogether, this suggests that cancer patients might view successfully quitting



tobacco without assistance as an ultimate demonstration of self-reliance and willpower
and therefore a source of pride. Underscoring the results of this study, qualitative studies
with cigarette smokers in the general population identified similar themes (i.e., unassisted
quitting as the best method for quit success, self-reliance, self-control, and perceived
shame from others after a failed attempt to quit (Morphett et al., 2015; Smith et al.,
2015)), which suggests the desire to quit tobacco unassisted is not unique to cancer
patients. Thus, personality, cognitive, and emotional factors such as self-reliance,
willpower, and perceived shame from others seem to outweigh the potential objective

benefits of making an assisted quit attempt.

The second major study finding relates to multi-level barriers to using tobacco
treatment. In terms of personal barriers, many participants described past experiences
with quitting on their own and reflected on these experiences as their preferred quit
strategy, even when unsuccessful. Additionally, people who smoke cigarettes often try
the same quit approach repeatedly, even when it is ineffective (Heckman et al., 2017).
Interview and survey findings converge on the most common barriers to using tobacco
treatment: self-reliance, willpower, social norms, and negative attitudes about tobacco
treatment. Second, cancer patients in this study expressed strong social norms around
self-reliance and quitting without assistance. Almost all participants talked about others
trying to quit “cold turkey,” and suggested that those who succeeded also possessed the
willpower to do so. Third, misperceptions about tobacco treatment were profound. These
included lack of knowledge about effective treatment length and dosage of
pharmacotherapy, side effects of pharmacotherapy, the belief that “nothing works,” and

the view that counseling is “just being told to quit” or synonymous with health education.
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These misperceptions were held by both participants who had tried tobacco treatment and
those who had not. In fact, a minority of participants endorsed positive attitudes towards
tobacco treatment or motivation to use treatment in the future. Those participants
discussed how medications helped them to achieve some success in the smoking
cessation process, while others reported that medications reduced withdrawal symptoms
when they were hospitalized. Even when participants perceived pharmacotherapies as
effective, the potential for side effects outweighed the benefits of possible quit success.
Past research corroborates these findings by demonstrating that unassisted quitting
remains the most common quit preference, even if unhelpful in the long-term (Edwards et
al., 2014; Soulakova & Crockett, 2018). In terms of systemic barriers, this study found
that only half of the sample received brief advice to quit from an oncologist and/or
another healthcare provider throughout the course of the study. The NCCN Clinical
Practice Guidelines mandate that every cancer patient at every visit should be asked
about their tobacco use, with current tobacco users advised to quit, assessed for
willingness to quit, and provided or referred to tobacco treatment (Shields et al., 2021).
While this specific group of cancer patients initially declined a referral to tobacco
treatment, it is still recommended that providers follow-up with patients about their
tobacco use at each visit, as motivation to quit can change day-to-day (Borger et al.,
2022; Burris et al., 2022; Hughes et al., 2005). Beyond the cancer center or larger
healthcare system, the social disadvantage (e.g., low income, reliance on government-
funded insurance, rural residence) that was evident for many cancer patients in this
sample could have led participants to believe they could not afford or reasonably gain

access to tobacco treatment. In fact, a few participants discussed not having adequate



transportation or financial means to access tobacco treatment, and it is possible that these
external barriers were eventually internalized and contributed to a perception to “go it
alone”. These findings suggest the need to address the numerous multi-level barriers to
using tobacco treatment that exist for cancer patients with this tobacco cessation

preference.

The third study finding relates to the natural course of smoking cessation
outcomes over time in this group of cancer patients. At baseline, participants smoked
over a half of a pack of cigarettes per day (12.20 + 7.78) on average. Roughly two
months later, almost half of participants (43.75%) were able to reduce the number of
cigarettes smoked per day by half. Gradual reduction in cigarettes smoked was discussed
by many participants in the interview portion of the study. Again, research in the general
population suggests that this cessation strategy is often an inferior strategy to abrupt,
assisted cessation (Lindson-Hawley et al., 2013, 2016). Plus, the health risks of persistent
smoking after cancer diagnosis are high, and smoking reduction does not eliminate these
dangers. Few participants (21.88%) achieved 3-day floating abstinence, with even fewer
achieving 7-day floating abstinence (18.75%), and fewer still achieving 30-day point
prevalence abstinence (12.50%). This is almost certainly tied to participants use (or lack
thereof) of tobacco treatment. Unsurprisingly, very few participants used tobacco
treatment over the course of the study. Only one-quarter of participants (25.00%) opted
for pharmacotherapy use and only one participant (3.13%) engaged in behavioral
treatment. Among those who opted for pharmacotherapy use, many described using
either a low dose or discontinuing use after a few days, which is not the gold standard for

medication use. Compared to past observational studies of cancer patients who smoke,
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this study found lower rates of tobacco treatment use, quit attempts, 50% smoking
reduction, and 7-day floating abstinence, and higher numbers of cigarettes smoked on
smoking days (Aigner et al., 2016; Borger, Puleo, et al., 2022; Borger, Shelton, et al.,
2022; Gallaway et al., 2019). These findings are expected given the sparse tobacco
treatment use of cancer patients who participated in this study. The importance of
educating cancer patients who use tobacco about the benefits of evidence-based tobacco
treatment and employing motivational interviewing or other techniques to encourage its

use cannot be understated.

This study is unique in its attempt to understand the rationale that underlies cancer
patients’ desire to quit tobacco without assistance. Strengths aside, there are study
limitations that must be considered. First, the sample size was insufficient to power
inferential statistics or reliably estimate change in smoking cessation outcomes over time.
However, study retention was very high (91.43%) for an observational study that for
many participants coincided with the receipt of cancer treatment. Second, there were a
smaller number of men than would be expected in a study of cancer patients who do not
want assistance with quitting since national U.S. data shows that men are less likely than
women to accept tobacco treatment (Tibuakuu et al., 2019). Third, even though this study
focused on cancer patients who wanted to quit smoking on their own, it still would have
been advantageous to collect greater detail about participants’ tobacco treatment use (e.g.,
number of days of use, exact dose of any pharmacotherapies). Finally, this study was
conducted at a single cancer center in the southeast U.S. Social norms surrounding

tobacco cessation preferences and attitudes towards tobacco treatment may or may not



apply to other areas of the country, though the themes that arose from the interview do

appear to align with prior studies.

In conclusion, clinical implications that arise from this study include continued
training for healthcare providers on the 5 A’s model of tobacco treatment (Shields et al.,
2021) as it is necessary to engage patients throughout the tobacco cessation process and
to ensure that patients receive multiple offers of quit assistance. In addition, potentially
high endorsement of self-reliance should be considered when making an offer for tobacco
treatment. Perhaps reducing all external barriers and keeping treatment time-limited
would increase feelings of autonomy while engaging with evidence-based tobacco
treatment. Future research directions include understanding why cancer patients are more
interested in using medications to quit instead of behavioral treatment, as this could
further explain the high rates of declining tobacco treatment. Additionally, it is important
to discern what role psychological distress plays in this cessation preference and smoking
cessation outcomes. Demystifying what evidence-based tobacco treatment entails is
crucial to dispelling myths and misperceptions in cancer patients, and the general
population of people of smoke. Finally, multi-level interventions are needed to increase
uptake of tobacco treatment among cancer patients who desire to quit tobacco unassisted.
These interventions could include testimonials from other cancer patients who have used
tobacco treatment to quit or the provision of “counseling sampling” where patients could

try counseling without committing to long-term or high intensity treatments.
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Table 1. Sociodemographic Information at Baseline (N = 35)

Characteristic

Value

Race
Black/African American
White, non-Hispanic
White, Hispanic
Gender
Female
Male
Transfemale
Sexual Orientation
Heterosexual
Bisexual
Missing
Education
Less than high school
High school graduate
Some college
College graduate/advanced degree
Relationship status
Married or partnered
Separated or divorced
Single, never married
Rural status
Rural
Nonrural
Employment status
Employed
Out of work
Retired
Disabled
Insurance type
Medicaid
Medicare
Managed care organization
TRICARE or other
No coverage
Missing
Household income
Less than $20,000
$20,000 to $49,999
$50,000 or more
Age, years

4 (11.43%)
30 (85.71%)
1 (2.86%)

24 (68.57%)
10 (28.57%)
1 (2.85%)

33 (94.29%)
1 (2.86%)
1 (2.86%)

10 (28.57%)
8 (22.86%)
13 (37.14%)
4 (11.43%)

19 (54.29%)
14 (40.00%)
2 (5.71%)

19 (54.29%)
16 (45.71%)

9 (25.71%)
1 (2.86%)

5 (14.29%)
20 (57.14%)

19 (54.29%)
6 (17.14%)
5 (14.29%)
3 (8.57%)

1 (2.86%)

1 (2.86%)

19 (54.29%)
12 (34.29%)
4 (11.43%)
54.43 +10.86




Table 2. Clinical Information (N = 35)

Characteristic

Value

Time since diagnosis *
Site of primary cancer diagnosis
Gynecological
Lung
Head/neck
Colorectal
Breast
Prostate
Thyroid
Other
Stage at diagnosis
I
II
M1
v
Missing
Type of cancer treatment
Chemotherapy
Radiation
Surgery
Multiple
Missing
Time since cancer treatment began ?
Diagnosed with multiple cancers

7.46 +4.94

10 (28.57%)
8 (22.86%)
5 (14.29%)
3 (8.57%)

2 (5.71%)

1 (2.86%)

1 (2.86%)

5 (14.29%)

13 (35.14%)
5(13.51%)
9 (24.32%)
6 (16.22%)
2 (5.71%)

2 (5.41%)

4 (10.81%)
8 (21.62%)
19 (54.29%)
2 (5.71%)
6.21 £4.66
10 (30.30%)

2Time in months
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Table 3. Participants' Cigarette Smoking and Tobacco Treatment Use at Baseline

Characteristic Past Month
Number of smoking days 25.37+£10.21
Cigarettes per day on smoking days 13.60 = 10.72
Number of quit attempts 1.23 +£5.37
Number of 24-hour quit attempts 0.33 +£5.37
Occurrence of at least one quit attempt 8 (22.86%)
Occurrence of at least one 24-hour quit attempt 6 (17.14%)
Occurrence of 3-day floating abstinence 3 (8.57%)
Occurrence of 7-day floating abstinence 3 (8.57%)
Occurrence of tobacco treatment use 5(15.15%)
Medication use 5(15.15%)
Nicotine patch 1(2.70%)
Nicotine gum or lozenge 1(2.70%)
Nicotine nasal spray 1 (2.70%)
Bupropion 0 (0.00%)
Chantix 2 (51.41%)
Behavioral treatment use 0 (0.00%)

Brief advice 7 (20.59%)




Table 4. Semi-Structured Interview Codebook

Theme Codes

Illustrative Quotes ?

Knowledge and attitudes about tobacco treatment

Medications knowledge and
attitudes: Participants’
knowledge and attitudes
towards stop-smoking
medications

Counseling knowledge and
attitudes: Participants’
knowledge and attitudes
towards stop-smoking
counseling

c¢

“Well, uh, I went on Chantix to, uh, to try it and was going good, until I started
havin’ the bad dreams. Uh, with Chantix and I just had to quit. I had a recurring
nightmare that I had every night and, you know, it-it all started right when the
cigarettes started tasting really bad so I didn’t want ‘em anymore. Then the
dreams hit, and it was all over.” (112)

“Uh, that’s not really helpful either. Um, talkin’ about it really, it’s not gonna
help you. My, in my opinion, you talk about somethin’, it makes you want to do
it.” (137)

Personal experiences and social norms around unassisted quitting

Quit on my own in the past:
Past history of trying to quit
without assistance

Others quit on their own:
Others have tried to quit on
their own in the past

Social experiences with smoking

Constraint: Negative
interactions with others
about quit attempts or
smoking behavior

“I have quit on my own before and I know it’s doable.” (107)

“Well, I used to work for a gentleman that, uh, he would just give, uh, he- he
just laid ‘em down. I said ‘what you- how’d you quit?’ He said, uh, ‘I just laid
‘em down.”” (119)

“And you know, really am one of those that-that have somebody in my ear
constantly sayin” well you need this and you’d feel better if you did this and
that doesn’t really work for me.” (117)



Table 4, continued.

What is means to “quit on my own”

Treatment as back-up plan:
Treatment is not primary
strategy for quit attempts or
is the worst-case scenario

Willpower: Willpower,
moral, determination,
perseverance, mentality

Self-reliance: Personality
trait related to a strong
desire to do things on one’s
own

How I “quit on my own”

Reduce to quit: Quitting on
their own by cutting down
on the number of cigarettes
smoked

Cold turkey: Quitting on
their own- all at once-
without using any
medication, counseling, or
behavioral strategies

“Just try. Just try to quit on your own, if you can’t, then definitely get help the
moment you know you can’t do it on your own.” (111)

“In order to do it yourself, I mean yo- you gotta have your mindset right. Cause
if you don’t, they’re not gonna be able to do it.” (113)

“When you gotta get somethin’ done, you know, you do it yourself. That’s what
I always- I've always done anyway, so. I’ve never asked for help much, not that
I didn’t, you know, want it, but I wanted to do things myself. If that makes
sense.” (130)

“Um, the- the, you know, to me it’s just a matter of puttin’ ‘em down and
fightin’ through it. (138)”

“Um, I thought the right idea would have been to go completely cold turkey.”
(131)

2 In parentheses is the participant’s identification number.



Figure 1.1. Tobacco Treatment Barriers at Baseline and Tobacco Treatment Use
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Figure 2. Participants' Smoking Cessation Outcomes over 60 Days
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Figure 3. Participants' Tobacco Treatment Use Over 60 Days
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