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Cultural Linguistic Competency (CLC) & Implicit Bias (IB)

STATE LAW:

The California legislature has passed Assembly Bill (AB) 1195, which states that as of July 1, 2006, all Category 1 CME activities that relate to patient care
must include a cultural diversity/linguistics component. It has also passed AB 241, which states that as of January 1, 2022, all continuing education courses
for a physician and surgeon must contain curriculum that includes specified instruction in the understanding of implicit bias in medical treatment.

The cultural and linguistic competency (CLC) and implicit bias (IB) definitions reiterate how patients’ diverse backgrounds may impact their access to care.

EXEMPTION:

Business and Professions Code 2190.1 exempts activities which are dedicated solely to research or other issues that do not contain a direct patient care
component.

This presentation is dedicated solely to research or other issues that do not contain a direct patient care component.


https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241

Objective

Learn about updated evidence to support
smoking cessation in cancer care and about
Initiatives to sustain smoking cessation in
cancer care programs



Problem: We don’t view Smoking
In the Continuum of Cancer

The Established Carcinogenesis Model
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The 2014 SGR: Magnitude Estimates

Effect Studies Associations | RR Magnitude
(Significant) (median)

Overall Mortality 159 87% (62%) | Current: 1.51
Former: 1.22

Overall Survival 62 77% (42%)

Cancer Related Mortality 58 79% (59%) | Current: 1.61
Former: 1.03

Second Primary 26 100% (100%))

Recurrence 51 82% (53%) | Current:1.42
Former:1.15

Response 16 12%

Toxicity 82 94% (80%)

U.S. Department of Health and Human Services. The Health Consequences of Smoking—50 Years of
Progress: A Report of the Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health

Promotion, Office on Smoking and Health, 2014.




Breadth of Association across Cancer
(one or more negative association)

m Significant Non-significant

Hematologic (n=17)

Breast (n=31)

Gynecologic (n=21)

Genitourinary non-prostate (n=23)
Prostate (n=17)

Gastrointestinal (n=37)

Lung (n=157)

Head/Neck (n=60)

Multiple (n=10)

0% 20% 40% 60% 80% 100%

U.S. Department of Health and Human Services. The Health Consequences of Smoking—50 Years of
Progress: A Report of the Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion, Office on Smoking and Health, 2014.



Effect of Smoking on Lung Cancer Staging

ORIGINAL ARTICLE

The International Association for the Study of Lung
Cancer Staging Project: The Impact of Smoking
Status on Lung Cancer Staging in the Ninth Edition
of the TNM Classification

Lawson Eng, MD, SM, FRCPC,** William K. Evans, MD, FRCPC,” Megan Eisele, MS,°
Katherine K. Mishimura, PhD, MPH," Stephanie R. Land, PhD,”

Ramon Rami-Porta, MD," Carolyn M. Dresler, MD, MPA,' Hisao Asamura, MD,"
Joelle T. Fathi, DNP,"" Kendra Lechtenberg, PhD,’ Valerie Rusch, MD, FACS,”
Mahdi Sheikh, MD, PhD," Murry W. Wynes, PhD,’ Keelan Zius, PhD,’

Raymond U. Osarogiagbon, M.B.B.S., FACP," Graham W. Warren, MD, PhD," and the
Members of the |IASLC Staging and Prognostic Factors Group and of the Advisory
Boards, and Participating Institutions and the IASLC Tobacco Control and Smoking
Cessation Committee™

Eng et al. J Thorac Oncol 2025



Smoking Affects Survival Comparable to
Nodal Staging
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Figure 3. Recursive partitioning analysis survdval tree. This figure summarizes the results from our recursive partitioning
analysis evaluating the importance of smoking status on survival in comparnson to other anatomical descriptors of disease for
patients with non-metastatic disease. pvalues at branch points represent significance testing for the factor used for splitting
where yellow boxes represent statistically significant splitting at that node (p < 0.05), while red boxes represent non-
significant splitting. Smoking status variables are highlighted in green and blue boses for never and ever smoking, respec-
tively and red and purple for current and former smoking, respectively throughout the tree. The aggregate stage group based
an Tand M status for each branch s listed at each node alongside smoking status with each aggregate stage group highlighted
as a different color

Eng et al. J Thorac Oncol 2025



Cost of Failure due to Smoking

US Estimates (2019): $3.4 Billion Annually

Pan-Canadian Estimates (2019): $239 Million Annually

Warren et al., JAMA Network Open, 2019
Irragori et al. Curr Oncol 2021
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Cessation after Diagnosis:
A New Gold Standard

JAMA Oncology | Original Investigation

Survival Outcomes of an Early Smoking Cessation

Treatment After a Cancer Diagnosis
October 31, 2024

Paul M. Cinciripini, George Kypriotakis, Janice A. Blalock, Maher
Karam-Hage, Diane M. Beneventi, Jason D. Robinson, Jennifer A.
Minnix, Graham W. Warren

Question: Does the timing of entry into a smoking
cessation program after a cancer diagnosis
influence overall survival?

JAMA Oncol. 2024;10(12):1689-1696. doi:10.1001/jamaoncol.2024.4890



Get Patients into Tobacco Treatment ASAP

after a Cancer Diagnosis (or during workup!)
TRTP within 6 months of dx adds 1.8+ years of life!!!
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1.8 Years May Be Conservative...
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JAMA Oncol. 2024;10(12):1689-1696. doi:10.1001/jamaoncol.2024.4890



Survival Benefit vs. Time to Cessation Entry

5+ Years

| 6 months - 5 Years

Effects on predicted hazard ratio

| < 6 months |

6 7 8 9 0 11 12 13 14 15
Time from Dx to TRTP (yrs)

8 T S

JAMA Oncol. 2024;10(12):1689-1696. doi:10.1001/jamaoncol.2024.4890



How Does Cessation Compare with
Revolutions in Lung Cancer Care?

HR 0.55

HR 0.68
HR 0.56



Tobacco Assessment by Oncologists
(Always/Most of the time)

Parameter IASLC ASCO NDCC
(n=1507) (n=1197) | (n=887)

Ask If use tobacco 90.2% 89.5% 90.2%
Advise to quit 80.6% 82.4% 83.3%
Actively treat 38.8% 38.6% | 35.1%

* Predictive barriers by oncologists

Lack of education and experience in cessation

Lack of time
Lack of resources

Warren GW et al. J Thorac Oncol 2013
Warren GW et al. J Oncol Pract 2013

Pommerenke et al. AACR 2014 Annual Meeting

Warren et al. J Thorac Oncol 2015




Assessing Tobacco in Cooperative Groups

Current Cigarette
Use (21.9%)

Current Other
Tobacco Use
(12.2%)

Former Cigarette
Use (21.3%)

Former Other
Tobacco Use
(12.2%)

Secondhand
Smoke (2.6%)

Any Tobacco
Assessment at
Follow Up (4.5%)

Total Trials

Any Assessment of Tobacco (29%)

/

No Assessment of Tobacco (71%)

Peters EA et al. J Clin Oncol,
2012 30(23):2869-75

80 120 160



Who Should Provide Support?

(NCI survey)

What provider do you prefer to provide cessation assistance?

I prefer to treat the
patient myself (1%)

Primary Care
physician (16%)

MD/DO level
provider (4%)
Any other

clinical staff
(50%)

Mid level provider
(NP/PA) 19%

Other clinical
_ support (nurse,
social work) (9%)

10% of respondents felt adequately trained
55% of respondents said train someone else in my clinic

Pommerenke et al. AACR 2014 Annual Meeting



81.3%
Contact Rate

Opt-Out Cessation Contact

2765 patients referred to

cessation program

1384 patients with at least

1381 receive mailing on
cessation support

5 cessation contact
attempts

<~

/—_\

o N
1126 patients contacted by

N

258 patients not
reached within &
attempts

cessation service P

\-/

1075 appropriate referrals
contacted by cessation
service

1010 receptive to

cessation assistance

51 Inappropriate
referrals’

35 unable to participate®

30 refused participa)e

1. Includes 12 never smokers and 39 former smokers with
no tobacco use in the past 30 days

2. Includes 12 patients in end-of-life situation and 23 patients
in assisted living arrangement with contact by proxy

Warren GW et al., Cancer 2014

1.2% (16 patients)

—>» contacted

cessation program

2.8%
Refused
Participation



New Patient Screen Yield

98.8% of patients captured with 3 questions

Referral Question

% of Total
Referrals for
Current Users

% of Total
Referrals for
Former Users

% of Total
Referrals

Do you now smoke cigarettes everyday, some days, or
not at all?

93.7%

83.1%

Do you currently use any other tobacco products such as
cigars, pipes, chewing tobacco, snuff, dip, SNUS, clove
cigarettes, kreteks, or bidis?

6.3%

About how long has it been since you last smoked a
cigarette, even a puff?

About how long has it been since you last smoked/used
other tobacco products such as cigars, cigarillos, little
cigars, pipe tobacco, or used chewing tobacco, snuff, dip,
or SNUS even once?

Are you currently using any of the following methods or
strategies to try to quit?

Are you interested in stopping tobacco use or speaking
with our tobacco cessation specialist?

5.6%

10.1%

0.2%

0.3%

0.8%

Extending assessment to every month delayed
referral in only 3 of 428 cessation referrals (0.7%)

Warren GW et al., Cancer 2014




Opt-Out Cessation and Mortality

Continuous Variables N Mean Hazard Ratio 95% Cl1 4
Age at diagnosis (years) 224 61.9 1.04 1.02-1.06 0.001
Pack-years 224 59.7 1.00 0.99-1.01 0.495
Days between diagnosis and last contact 224 100.9 0.999 0.998-1.001 0.227
Categorical Variables N % Hazard Ratio 95% CI p
Sex
Female 134 59.8 1.00 Ref. 0.051
Male 90 402 1.45 1.01-2.14
Clinical stage
Stage /11 81 36.2 1.00 Ref. <0.0017F
Stage 111 65 29.0 2.53 41 5‘19_-14;64'0
Stage 1V 78 34.8 8.72 R
ECOG status
0 127 56.7 1.00 Ref. 0.265
>l 97 433 1.26 0.84-1.89
Tumor histology
NSCLC 197 87.9 1.00 Ref. 0.626
Other lung cancer 27 12.1 0.87 0.50-1.52
Quit status at referral
Quit 48 214 1.00 Ref. 0.393
Current 176 78.6 0.80 0.48-1.34
Quit status at last contact
Quit 95 424 Ref. 0.012%
Current 129 57.6 1.14-2.82
115 of 224 patients (51.3%) were deceased by the end of the follow-up period. The model is adjusted for all varid his table basedsmana Cas tianal b 4 dal

*N =224 of 250 due to 22 records missing clinical stage, two missing pack-years, and two missing both clinical stage and pa®
Bold indicates statistically significant at p < 0.05.

0 d I
Cl, confidence interval; ECOG, Eastern Cooperative Oncology Group; NSCLC, non—small-cell lung cancer. 44 A) r u C t I O n
Dobson-Amato et al., J Thorac Oncol 2015 IN mortali ty

GW Warren, C3l, April 21, 2021




Resources: NCCN Guidelines

National

Comprehensive
Cancer

Network®

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®)

Smoking Cessation

Version 1.2015

NCCN.org

Verslon 1.2016, 03/08/14 & Natlonal Comprehensive Cancer Netwerk, ing. 2016, All rights reserved. The NCTN and this not be In any torm wiivowt the sxpress writien permission of MCCH®.

www.ncen.org (vl, 2015)



http://www.nccn.org/

NCI/AACR Structured Questions

Land et al. Clin Cancer Res 2016
Land et al. Cancer 2016



Core Items

Land et al. Clin Cancer Res 2016




Standardized Metrics

Figure 1. Process flow of tobacco use treatment program (TTP) and recommended metrics. Patients from a chosen target
population. Depending on the institution or setting, this may include all patients at a particular institution, all cancer
patients with a targeted disease to be evaluated, etc. Tobacco use treatment may include an institutional tobacco treat-
ment program, an external program to which a patient is referred, or a Quitline. In the case of Quitline with a non-closed
referral system, reporting on reach, enrollment, and ergagement is not possible.

Shoenbill et al. J Thorac Oncol 2025






CPAC: Implementation
Checklist

* Understand the Importance
of Smoking Cessation as a
Core Component of Cancer
Care

« |dentify Patients Who Need
Assistance

« Determine What Resources
Are Avalilable to Assist
Patients to Quit Smoking

e Choose an Assist Pathway
that will work for your
Program

Warren et al. J Thorac Oncol 2026



CPAC: Knowledge Products

Date Title

2015 Economic evaluation of smoking cessation programs in the oncology setting: rapid
literature review

2017 Cessation aids and coverage in Canada (refreshed periodically through 2021)

2017 Integrating smoking cessation and relapse prevention to improve quality of cancer care

2017 Key cost estimates on cancer treatment and smoking cessation in Canada

2017 Key evidence from peer-reviewed and grey literature on smoking cessation for cancer
patients

2017 Quotes from cancer patients who quit smoking

2017 Leading practices in smoking cessation for persons living with mental illnesses and/or
addictions

2018 Leading practices in smoking cessation for cancer patients

2019 Quitting smoking can improve cancer treatment

2019 Leading practices in First Nations, Inuit, and/or Metis smoking cessation

2019 Leading practices in smoking cessation for persons living with mental illness and/or
addictions

2019 Commercial tobacco policy pack: local and provincial/territorial governments

2019 Smoking cessation and cancer care action framework

2020 Leading practices in clinical smoking cessation

2021 Smoking cessation in cancer care across Canada, 2020

2021 Business case to improve access to smoking cessation medications in Canada

2021 Financial coverage of smoking cessation medications in Canada, 2021

Warren et al. J Thorac Oncol 2026




CPAC: Infrastructure Outcomes
Access increased from 26% in 2016/17 to 95% in 2022

Warren et al. J Thorac Oncol 2026



CPAC: Reach Outcomes

Jurisdiction Patients Current Referrals Referrals
screened Smoking Provided Accepted
A 5,212/5,485 924/5,485 281/924 209/281
(95%) (17%) (30%) (74%)
B 194/1,936 36/194 16/36 n/a
(10%) (21%) (44%)
C 721/721 178/721 138/178 66/138
(100%) (25%) (78%) (48%)
D 74,964/127,804 | 11,658/127,804 7,503/11,658 3,605/7,503
(59%) (9%) (64%) (48%)
E 40,712/45,085 3,155/41,583 93/1,255 n/a
(90%) (8%) (7%)
F 35,696/59,701 9,631/59,701 n/a 69/186
(60%) (16%) (37%)
G 61/80 18/80 16/18
(76%) (23%) (89%)
H 4,486/4,633 930/4,633 724/930 310/724
(97%) (20%) (78%) (43%)
I 11,827/45,348 6,987/45,348 1,974/6,987 580/1,974
(26%) (15%) (28%) (29%)
J 4,364/5,742 566/5,742 384/566 n/a
(76%) (10%) (68%)
Median 76% 16% 64% 48%

Warren et al. J Thorac Oncol 2026




ACOS Commission on Cancer

Access to ~1,500 cancer centers, ~70% of cancer patients
Just ASK (776 programs) and Beyond ASK (>300 programs)

= C @ QO B https://www.facs.org/quality-programs/cancer/coc/pdsa-just-ask B % O

JACS ‘Jobs | Events | Find a Surgeon ‘ Patients and Family Contact My Profile |Shop |

ate

Become a Member > Member Login >

AMERICAN COLLEGE OF SURGEONS

Inspiring Quality: Highest Standards, Better Outcomes Search Options v | Enter Keyword Q

years

COVID-19 Member Services uality Programs Education Advocacy Publications About ACS

American College of Surgeons > Quality Programs > ...

> Commission on Cancer > Just ASK Quality Improvement Project & Clinical Study

. Commission Just ASK Quality Improvement Project & Clinical Study
on Cancer®
The 2022 CoC and NAPBC Assessment of Smoking in New Cancer Patients PDSA Quality Improvement Project and
Clinical Study: Just ASK is an elective quality improvement project focused on strengthening evidence-based care across
participating programs by leveraging existing resources to address smoking by ASKing all newly diagnosed cancer patients
Commission on Cancer about their smoking status.

The goal of this PDSA to increase and improve the integration of smoking assessment as a standard of care. Participation
will require completion of three questionnaires to track progress during the project. This opportunity is being provided to all
currently accredited Commission on Cancer (CoC) and National Accreditation Program for Breast Centers (NAPBC)
programs, as well as those that have applied for CoC or NAPBC accreditation.

About the Commission on Cancer

CoC Standards and Resources

Apply for Accreditation Please submit questions to acscancerprograms@facs.org.

Just ASK Project and Clinical Study &
Accreditation Information
Just ASK Frequently Asked Questions &

Find a CoC-Accredited Center Compliance Checklist &

Site Visit Reviewer Profiles Access REDCap Questionnaire

Project Overview and Deadlines

o


https://www.facs.org/quality-programs/cancer/coc/pdsa-just-ask
https://www.facs.org/quality-programs/cancer/coc/pdsa-just-ask
https://www.facs.org/quality-programs/cancer/coc/pdsa-just-ask
https://www.facs.org/quality-programs/cancer/coc/pdsa-just-ask
https://www.facs.org/quality-programs/cancer/coc/pdsa-just-ask
https://www.facs.org/quality-programs/cancer/coc/pdsa-just-ask
https://www.facs.org/quality-programs/cancer/coc/pdsa-just-ask

CoC: Just ASK Results

Assessment and Treatment Practices
(Always or Usually)

Ask patients about smoking

Advise patients to quit smoking

Assist patients in quitting

Provide self-help information

Refer patients to Quitline

Refer patients to specialist in cancer program
Provide individual counseling in person
Prescribe FDA approved cessation medications

0% 20% 40% 60% 80% 100%
m Baseline (n=776 sites)  ®m12-Month (n=703 sites)

Warren et al., ASCO 2023 Annual Meeting
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CoC: Beyond ASK Results

National Quality Improvement Initiative to Increase Smoking
Cessation Assistance in Commission on Cancer Programs
and National Accreditation Program for Breast Centers

Traoey Pu, MD' 3, Jessica L Burris, PhCE (5, Richard & Matulewicz, MD, MECI, M5 3, Dansele E. McCanmby, PhD, Jamie & Osirofi, PRI 5 ;
Edeen M, Reilly, MSW® (3, Rachel G, Shelton, Sc, MPHT; Graham W, Warren, ME, FhD® Ranald J, Weigel, M0, Phi, MBA®,
Turmathy W. bullest, MO, BBA™ (5. and the Beyand ASK Quality Impraverment Task Force
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CoC: Beyond ASK Results

Types of Ascistance CHfernd
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Cancer Center Cessation Initiative (C3l) Funded Centers
Cohort 1, Cohort 2, and Cohort 3
Impact: over 95,000 patients between 2018-22
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Cohort 1 (2017_2019) 2. Fox Chase Cancer Center
o 3. Rutgers Cancer Institute of New Jersey
1. Baylor College of Medicine 12. University of Kansas o 4. Thomas Jefferson University
2. Case Western Reserve University 13. University of Kentucky o 5. University of Alabama at Birmingham
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11. University of lowa 22. Yale University 1. Columbia University 13. University of Arizona
2. Dana-Farber/Harvard Cancer Center 14. University of California San Francisco
3. Dartmouth College 15. University of Michigan
4. Emory University 16. University of Texas Southwestern
5. Mayo Clinic 17. UPMC Hillman
6. Memorial Sloan Kettering 18. Virginia Commonwealth University
7. Mofhtt 19. Wake Forest University
8. Mount Sinai 20. Wayne State University
2. Northwestern University
10. Oregon Health and Sciences University



Sustainment of Tobacco Use Treatment Programs Across
National Cancer Institute-Designated Cancer Centers
Ramzi G. Salloum™* | Magda Montague' & | Mara Minion® | Jennifer H. LeLaurin®® | Ji-Hyun Lee® | Edmond Ramly?® |
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CoC Accreditation Standard 5.9
Smoking Cessation for Cancer Patients

C Commission on Cancer
ﬂ American College of Surgeons

Implementation Date: January 1, 2026

Standard 5.9: Smoking Cessation for Patients with Cancer

Definitions and Requirements
Cigarette smoking by patients with cancer and survivors causes adverse health outcomes. Smoking
cessation at or following a cancer diagnosis improves cancer outcomes and enhances quality of life.

The cancer committee must implement a process for patients with newly diagnosed cancer to be
screened for current smoking. Patients who report current smoking must receive or be referred for
smoking cessation treatment consistent with evidence-based guidelines. Services to deliver evidence-
based smoking cessation treatment must be available on site or by referral {for example to the state
quitline).

For purposes of this standard, current smoking is limited to cigarette smoking.

https://accreditation.facs.org/accreditationdocuments/CoC/Resources/SmokingCessation/Standard5.9.pdf



CoC Accreditation Standard 5.9

Auditing Smoking Cessation Process
Each calendar year, the cancer committee must conduct an internal audit of a minimum of 20 patients
with newly diagnosed cancer to determine:
¢« The number of patients with newly diagnosed cancer screened
* The number of patients with newly diagnosed cancer who reported current smoking
* The number of patients with newly diagnosed cancer who reported current smoking whao
received or were referred to smoking cessation treatment

The internal audit must incdude, at a minimum, 10 patients who currently smoke to determine whether
they were referred. If the initial 20 medical records reviewed do not include 10 patients who currenthy

smoke, additional medical records must be reviewed until at least 10 patients who currently smoke and
their referral status are identified.

A refusal of a referral by the patient counts as a referral for purposes of the internal audit.

An action plan must be documented in the cancer committee meeting minutes if:
¢ Less than 90% of patients with newly diagnosed cancer received current smoking status
screening, andfor
e Less than B0% of patients with newly diagnosed cancer were treated or referred to smoking
cessation treatment

https://accreditation.facs.org/accreditationdocuments/CoC/Resources/SmokingCessation/Standard5.9.pdf



Sustainabllity?

How can we sustain clinical practice?
Research Initiative? - FAIL
Voluntary compliance? — FAIL
Billing? — FAIL
Let patients deal with it themselves - FAIL
National prioritization? — Success?
Accreditation? — Success?




What if We Made This Happen...

Survival and Economic Benefits of Implementing Evidence-Based Tobacco

Treatment Across US Cancer Care

Comprehensive cessation programs can save lives and reduce health care costs nationwide.

Lives 66,462 287,446 @ $12.32B
v saved
lives saved life-years gained health care
cost savings
¥ s
s Comas Cost
Patients with cessation program TN SR
cancer who smoke . g
50% reach + 45% abstinence L s
80K 66,462 160K 114K 142K Total savings Ongoing health
41,136 care savings
10K 80K 66K $12328 $8.7B
9,011 End-of-life
savings
0 0 $3.6B
1 5 10 Comprehenslve Increased Increased Aggressive
Years So/a5 6050 o 8060

) . ) . - ) Impact depends on:
Benefits accrue rapidly: Savings remain positive Greater reach and quit success P P
9,011 deaths averted in year 1. even at substantial program costs. produce even larger national gains. - Reach @ Abstinence nReIapse

Embedding comprehensive tobacco treatment in oncology care is a high-value national strategy.

JCO® Oncology Practice

Kypriotakis et al. (2026), JCO Oncology Practice, DOI: pending An American Society of Clinical Oncology Journal

Kypriotakis et al., In Press, J Oncol Practice
(Graphical Abstract)



A Final Question, and Suggestion...
(from prior talks)

Is It malpractice to omit smoking from cancer
care, and is it scientifically ethical to omit
smoking from research?

Addressing tobacco In cancer care may be
the EASIEST, CHEAPEST, and LOWEST
TOXICITY approach to significantly improve
patient outcomes




Advancing Suggestions?

I'T IS malpractice to omit smoking from cancer
care, and IT IS NOT scientifically ethical to omit
smoking from research?

Addressing tobacco In cancer care probably
s the EASIEST, CHEAPEST, and LOWEST
TOXICITY approach to significantly improve
patient outcomes
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