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Introduction

Cigarette smoking is responsible for one in every five 
deaths and is the single greatest preventable cause of 
disease worldwide (1). Cigarette smoking is associated 
with several genitourinary disease processes, but is most 
causally linked with bladder cancer. Current smokers have 
a threefold increased risk of bladder cancer compared with 
nonsmokers and an almost twofold greater risk than among 
former smokers (2). Smokers also have an estimated 40% 
higher risk of developing renal cell carcinoma, higher rates 
of infertility and erectile dysfunction, and worse outcomes 
when treated for prostate cancer (3-9).

Considerable progress has been made at the population-
level to help people either avoid or quit smoking. Several 
recent studies, including one by the United States Surgeon 
General, have reaffirmed the benefits and reinforced the 
need for more widespread delivery of smoking cessation 
treatment by frontline clinicians who manage smoking-
related diseases. Urologists have the most leverage 
in helping bladder cancer patients stop smoking but 
infrequently deliver guideline concordant smoking cessation 
treatment (10,11). Therefore, we must understand the 
barriers to the routine provision of smoking cessation 
counseling by urologists. 

It is time for urologists to leverage the momentum 
generated by public policy success and treatment advances 

to help patients quit smoking. In this commentary, we aim 
to review some recently published data on the relationship 
between smoking and bladder cancer outcomes then outline 
a path for the urologic community to provide routine 
smoking cessation counseling. It is our goal is to use 
implementation and dissemination science to help others 
begin the process of studying and “bridging the chasm” 
between evidence-based smoking cessation treatment 
strategies and urologists delivering this care. 

Smoking after the diagnosis of bladder cancer

Smoking affects patients with bladder cancer far past 
their initial diagnosis. A recent prospective, multicenter 
cohort study evaluated the impact of smoking on 
pathological response to neoadjuvant chemotherapy 
in patients undergoing radical cystectomy for bladder 
cancer (12). The association of smoking status at the time 
of treatment with pathological outcomes demonstrated 
that former and current smokers were significantly less 
likely to achieve a complete pathological response [odds 
ratio (OR) 0.37 and 0.34, respectively], while current 
smoking status was significantly associated with a greater 
likelihood of no pathological response (OR 2.5). This adds 
to data from several past systematic reviews as well as a 
recently published meta-analysis that have demonstrated 
the deleterious effect continued smoking has on nearly 
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all aspects of bladder cancer treatment: surgery, systemic 
chemotherapy, and radiation (13-15). As we continue 
to investigate possible molecular drivers that may, in 
part, explain the poor pathological outcomes observed 
among smokers, clinicians need to do their part to assure 
that smoking cessation treatment is provided as part of 
comprehensive bladder cancer care. 

Where is the gap in providing smoking cessation 
care?

The recent Surgeon General’s report details the impressive 
progress made toward reducing tobacco use and the burden 
of tobacco-related disease through population-level policies 
and impactful treatment discoveries (16,17). However, despite 
these improvements, over 30 million Americans continue to 
smoke. The majority of smokers want to quit but very few 
are able. Smokers with bladder cancer principally rely on 
their urologists for medical information and guidance—more 
than their primary care physicians (11,18). Counseling from 
a urologist was cited as the leading motivator in cessation 
attempts (19) and smokers who were advised to quit by their 
urologist were more than four times more likely to quit than 
if they were not counseled (20). However, only one fifth of 
urologists offer any smoking cessation treatment to their 
patients with bladder cancer (10,21). 

The lack of smoking cessation treatment delivered by 
clinicians very likely has downstream consequences which 
contribute to high rates of continued smoking among 
cancer survivors. A recent study in JAMA demonstrated 
that the prevalence of adults who currently smoke is highest 
among tobacco-related cancer survivors (which include 
kidney and bladder cancer) and that these survivors had a 
significantly higher odds of continued smoking compared 
to survivors of non-tobacco related cancers (22). The 
persistence of smoking, even in the face of a tobacco-
related cancer diagnosis, represents a failed opportunity to 
effectively intervene with evidence-based smoking cessation 
treatment. Calls to action for urologic cancer providers 
to support, encourage, and counsel our patients to quit 
smoking are common (23) but a gap in care remains. In 
the last decade, only one study has been published that 
prospectively reported the implementation and effectiveness 
of a smoking cessation program in the urology clinic (20).

All patients diagnosed with bladder cancer will see 
their urologist at least once each year and each visit can be 
viewed as a teachable moment to encourage patients toward 
smoking cessation. In the last 10 years, there have been 93 

Cochrane Systematic Reviews published that describe the 
evidence for various techniques and strategies for smoking 
cessation treatment, such as behavioral counseling or 
FDA-approved pharmacotherapy. Despite the availability 
of these evidence-based techniques and strategies, only 
30% of adult smokers use evidence-based approaches to 
support their quit efforts (17). While the efficacy of these 
smoking cessation strategies and their intended settings 
vary, none of their purported benefits can be realized if the 
interventions are not employed in routine clinical practice. 
Physician recommendation is one of the single biggest 
predictors of attempts to quit and suboptimal delivery of 
effective treatments may contribute to low quit rates (11). 
Additionally, the slow passive diffusion of evidence-based 
interventions (EBIs) from research studies to clinical use is 
estimated to be roughly 17 years (24) and only about 50% 
of EBIs ever actually reach the clinic (25). This gap between 
research and practice limits the public health impact of 
expensive trials and reduces the return on investment of the 
public’s research dollars. 

Bridging the gap between evidence and clinical 
practice

The field of dissemination and implementation science is a 
means of studying, approaching, and promoting the uptake 
of EBIs into routine clinical use (26). It is a transdisciplinary 
research field that considers the multi-level (patient, 
provider, organization, policy) barriers and facilitators of 
EBIs and leverages theory-based approaches that overcome 
or leverage these determinants. As mentioned, passive 
diffusion (e.g., provider-to-provider recommendation) or 
even active dissemination (e.g., clinical guidelines) of EBIs 
is unlikely to change clinical behavior. Efforts to facilitate 
implementation are essential to promote guideline adherence 
in clinical practice and requires buy-in from diverse 
stakeholders, including primary care providers, specialists, 
and patients as well has health plans and health care systems. 
However, each stakeholder faces unique barriers to broader 
smoking cessation activities, mandating a flexible approach. 

Integrating smoking cessation into comprehensive 
specialty care treatment can help patients in many ways, as 
these physicians are usually trusted, long-term providers 
of care. Urologic and cancer society practice guidelines 
emphasize the importance of using evidence-based 
smoking cessation treatments for smokers with cancer. 
However, most guidelines are not accompanied by any 
implementation tool to help actually deliver this care (27).  
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This is an issue because physicians frequently cite several 
barriers to providing smoking cessation care that are 
not considered by guideline recommendations (10).  
For example, despite the recommendation to engage in 
counseling, urologists often believe that this is outside 
the scope of the specialist and therefore infrequently 
offered (10). Lack of visit time and insufficient insurance 
reimbursement are frequently mentioned as another 
difficulty to providing preventive services such as smoking 
cessation treatment (28). Health systems that offer coverage 
of tobacco-dependence treatment result in increased self-
reported sustained abstinence rates at relatively low costs 
since nearly all smoking cessation interventions are cost-
effective (29). Enabling physicians to deliver smoking 
cessation treatment requires an approach addresses these 
purported barriers. However, many of these barriers are not 
well studied, effectively limiting delivery.   

Fortunately, well designed and validated process models 
and conceptual frameworks, such as the VA Quality 
Enhancement Research Initiative (QUERI), Consolidated 
Framework for Implementation Research (CFIR), and 
Theoretical Domains Framework (TDF) are available to 
help bridge the gap between evidence and clinical practice 
(30-32). These models are actionable and provide theory-
based support for implementation and help provide 
a more standardized approach and understanding of 
implementation challenges. Using these frameworks also 
provides shared language and organization to grow the field 
and maximize transferrable knowledge. For example, the 
successful implementation of EBIs for smoking cessation 
care depends on factors at the level of the health care 
provider (e.g., knowledge, skills, outcome expectancies), 

the environment (e.g., availability of time, resources), and 
the patient (e.g., quit motivation). The National Cancer 
Institute (NCI) has reinforced the importance of using these 
strategies as essential research priorities with its Cancer 
Center Cessation Initiative (C3I) program (33). Notably, 
successful implementation depends on alignment among 
the EBI, the context into which it needs to be implemented, 
and the strategies used to implement it. Additional 
implementation science approaches, such as adaptation, can 
help to align EBIs, contexts, and implementation strategies, 
and scale efforts to diverse practice settings (34,35). 

Looking forward

As the field of implementation science grows and more 
urologists are trained in its methods, we will learn more 
about the determinants of smoking cessation care delivery. 
Opportunities through National Institutes of Health such 
as Training Institute for Dissemination and Implementation 
Research in Cancer (TIDIRC) can provide either formal or 
self-directed learning in these methods. Additionally, engaging 
in partnerships with implementation scientists, similar to 
biostatisticians or other content experts, during research 
design is essential to maximize the reach of findings. For an 
immediate start on implementing evidence-based smoking 
cessation strategies into daily practice, we have compiled some 
publically available resources that can help (Table 1). 

The field of urology can and should be instrumental to 
smoking cessation progress at the physician-level. It will be 
essential to explore and better understand factors related 
to individual urologists’ beliefs, behaviors and practices, 
health systems resources, clinic environments and support, 

Table 1 Patient and physician/hospital system smoking cessation resources

Patients

1-800-QUIT-NOW

Smokefree.gov 

CDC “How to quit Smoking”—https://www.cdc.gov/tobacco/campaign/tips/quit-smoking/index.html

Physicians

AHRQ Systems Change Strategies—https://www.ahrq.gov/prevention/guidelines/tobacco/decisionmakers/systems/index.html 

NCI Cancer Center Cessation Initiative (C3I) Information and Funding opportunities—https://cancercontrol.cancer.gov/brp/tcrb/cessa-
tion-initiative.html

Guide to build electronic health record (EHR) functionalities: EPIC—https://cancercontrol.cancer.gov/brp/docs/C3I-Epic-EHR-Build-Guide.
pdf; Cerner—https://cancercontrol.cancer.gov/brp/docs/C3I-Cerner-EHR-Build-Guide.pdf

Treating Tobacco Use and Dependence (free eBook)—https://www.ncbi.nlm.nih.gov/books/NBK63952/ 

https://www.cdc.gov/tobacco/campaign/tips/quit-smoking/index.html
https://www.ahrq.gov/prevention/guidelines/tobacco/decisionmakers/systems/index.html
https://cancercontrol.cancer.gov/brp/tcrb/cessation-initiative.html
https://cancercontrol.cancer.gov/brp/tcrb/cessation-initiative.html
https://cancercontrol.cancer.gov/brp/docs/C3I-Epic-EHR-Build-Guide.pdf
https://cancercontrol.cancer.gov/brp/docs/C3I-Epic-EHR-Build-Guide.pdf
https://cancercontrol.cancer.gov/brp/docs/C3I-Cerner-EHR-Build-Guide.pdf
https://www.ncbi.nlm.nih.gov/books/NBK63952/
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as well as patient preferences. However, there are several 
fundamental implementation science questions that must 
first be answered: What is the true prevalence of smoking 
cessation treatment in urology clinics? How concordant 
with guideline recommendations (behavioral counseling 
and pharmacotherapy) is this care? What is the variation in 
smoking cessation care delivered by urologists and what are 
factors associated with it? What are common barriers at the 
physician-level and how can they be overcome? In order to 
address these questions, our collaborative group is exploring 
factors at the population, health system, and individual 
provider-levels to better understand how urologists currently 
treat smokers and how we can better do so. Greater research 
funding and focus on developing strategies and interventions 
to overcome barriers and leverage facilitators to smoking 
cessation treatment will be important to improve urological 
care and help our patients quit smoking. 
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