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Historical evolution
of tobacco use In

Per capita consumption of different forms of tobacco in the United States, 1880-1995
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Tobacco and
Cancer

https://www.cdc.gov/cancer/risk-factors/tobacco.html

Tobacco use” causes cancer throughout the body.
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* Tobacco use includes smoked (cigarettes and cigars) and smokeless {snuff and chewing tobacco) tobaceo products that,

to date, have been shown to cause cancer.
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Trends in lung
cancer by

gender
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Lung cancer incidence
declined over the past
decade (2012-2021) by
3% per year in men
and 1.4% per year in
women

The downturn began in
women in 2010 and in
men in 1995

Women took up
cigarette smoking in
large numbers later
and also slower to quit™=
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Current LDCT

screening

guideline

NLST and NELSON trials not effective for early detection of SCLC

A Lung Cancer
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High proportion of
cancer deaths not

addressed by current
cancer screening
efforts in the US

1,198,854

[Total cancer deaths in US, 20182919:}

Addressed by recommended screening?.
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I I
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Colorectal:
104,059 (8.7%)

¥

Cervical:
8,290 (0.7%)

Breast (female):
84,745 (7.1%)

&%

Lung:
281,681 (23.5%)

Eligible for recom-
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based on smoking? No
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lung (63.7% of

lung?):
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colorectal®; breast*: cervical; smoking-
71,072 (68.3%) 64,576 (76.2%) 6,334 (76.4%) eligible lung):
11,842 (1.0%)
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Excluded lung?

Ofman JJ et al. Cancer Biomarkers Vol. 42(1): 1-7 2025

Unaddressed by
recommended
screening
720,079 (60.1%)

Including
ineligible for

screening for
lung cancer®):
822,329 (68.6%)

Including non-
receipt of
recommended
screening:
1,045,030 (87.2%)

39.9% of all cancer deaths
attributable to cancer types
covered by current USPSTF
screening recommendations.

63.7% of US lung cancer cases
meet current USPSTF smoking-
based eligibility criteria for
LDCT screening

Proportion of cancer deaths
addressed by screening
recommendations decreased to
31.4%

University of Maryland Greenebaum Comprehensive Cancer Center
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Lung Cancer
screening: State of

Maryland in 2024

State Ranking by High-Risk Screening Rate
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https://www.lung.org/research/state-of-lung-cancer/states/maryland ~~
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Maryland compared
to national metrics in
key attributes for

lung cancer unmet
needs

Garrett
National
Descriptions Average State Average
State Maryland
State Rank 22

Total Annual Incidence Count

Average Incidence per 100,000

Total Annual Mortality Count

Average Mortality per 100,000

5634] 5949
3785 3178

Average Mortality per Incidence count 0.55
Average Positivity Rate 4.02
Average Percent Current Smoking 24.78 21.40
Average Percent People Below Poverty 13.08 9.70
Average Percent People Age 65 over 18.79 17.27
Total High Risk Population 931,657
Total Population 6,018,848
Above National Average
+10% National Average
Below National Average
. Too 100

Washingten
Prj

University of Maryland Greenebaum Comprehensive Cancer Center
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Molecular subtypes
of lung cancer and

novel therapies

a Early stage
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Data from TCGA (Sanchez-Vega et al.'"®, Ellrott et al."*and
Hoadley et al.'"™), Imielinski et al.*’ and Kadara et al.'"’ (n = 741)

Ferdinandos Skoulidis & John V. Heymach Nature Reviews Cancer volume 19, pages495-509 (2019)



FDA approved
drugs for lung

cancer treatment
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Improved survival
for US lung cancer

patients following
Introduction of
targeted therapy
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Improved survival
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Trends In tobacco
use and inequity in

consumption in the
US by states
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Like filtered
cigarette, like

vaping!

To All Smokers of Filfer Tips...
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| “ FILTER TIP CIGARETTES
Light and Mild

Youll feel better aboul smoking
with the taste of Kent!

KENT with the ™ Mucwvmite” Filles
REFINES wwuy harshi Mavcer REFINES uiy Dol liaste

Wh do these sftains mean so much to
1 out of every3 smokers ?

Nends the hest... fow the flavor gon like!

KENT FILTER®A

The difference between stains is the difference between filters!

Only Viceroy gives you

20000 FILTER TRAPS
FOR THAT SMOOTHER TASTE

b
w
Ke n'I' with exclusive MICRONITE filter &

University of Maryland Greenebaum Comprehensive Cancer Center

)

(=

16



Like filtered
cigarette, like

vaping!
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Chang JT et al. J Glob Oncol. 2018 Sep 7;4:JG0.18.00013

Status OR (95% CIy-
Vaping & Cigarette Smoking 57.8 (47.4-70.5)
Cigarette Smoking 13.9 (12.7-15.3)
Nonsmoking 1

Bittoni MA et al. Vaping, Smoking and Lung Cancer Risk. J Oncol Res Ther. 2024;9(3):10229
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https://pmc.ncbi.nlm.nih.gov/articles/PMC11361252/#TFN2

UMGCCC & Astra Zeneca
Partnership in Cancer

Screening

=~
UNIVERSITY of MARYLAND AstraZeneca
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Our Mission

Undertake innovative basic, clinical,
population and prevention research
that will impact the understanding and
treatment of cancer around the world and
to provide state-of-the-art clinical care
to cancer patients in Maryland and
beyond

g
| UNIVERSITY of MARYLAND

MARLENE AND STEWART GREENEBAUM
\ COMPREHENSIVE CANCER CENTER
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Lung Cancer Early
Detection Cancer
Screening Initiative

Innovation
Evaluate alternative
cancer screening
tech e.g. MCED,
Genomics and
Radiomics

Expansion

Lung Cancer
Screening across
MD

UMGCCC-
AstraZeneca

Partnership

Dissemination

Sharing of lessons
learned and
successes to scale
up to other
cancer types and
states

Equity/Access

Disparity Research

Learning Health
System leveraging
IHC and CRISP

University of Maryland Greenebaum Comprehensive Cancer Center
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LCS Partnership Framework

We are here

Governance

DETE:]
Monitoring
&
Evaluation

Partnership
in Cancer

Screening
UMGCCC-

LDCT = Workplace

Screening and
Delivery Technical
Capacity

Eligibility &
Recruitment

=
"l UNIVERSITYof MARYLAND

MARLENE AND STEWART GREENEBAUM
\ COMPREHENSIVE CANCER CENTER

Adapted from : Lung Cancer Policy Network. 2023. A framework to support the
implementation of LDCT lung cancer screening. London: The Health Policy

. reenebaum Comprehensive Cancer Center
Partnership.
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Organizational Chart
Partnership in Cancer Screening UMGCCC & Astra Zeneca
|

Steering Committee — Meets 1 time/year
Taofeek Owonikoko Monhan Suntha
Bert O’Malley Mark Gladwin
Lecia Sequist Ray Osarogiagbon
Nasser Hanna Jacob Sands
Ella Kazerooni John Doty

Shana Ntiri

Leadership UMGCCC
Taofeek Owonikoko - Executive Director
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Jennifer Garms - Senior Manager
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Characterizing Lung Cancer
Patterns and Screening in
Maryland

0 Researchers:

Clement Adebamowo
Warren D'Souza
Afsaneh Bahrami
Pratima Kshetry

Jay Rolla

Colleen Reilly



https://gamma.app/?utm_source=made-with-gamma

UMGCCC Lung
Cancer Early
Detection Program

)

(=



» Tobacco use is a driver of major morbidities and mortality including lung
cancer

A significant decline in cigarette consumption has led to reduced incidence
of lung cancer in the US especially in men; but tobacco smoke exposure
remains the most important risk factor for lung cancer

« Tobacco use prevention efforts confer greater benefits at the population
level than early detection of lung cancer or therapeutic strategies for
advanced stage lung cancer

* Newer methods of inhaled carcinogens in the form or vaping and other
delivery tools deserves great attention and systematic studies to avoid
repeating the mistakes of the past
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Questions and
comments?

Thank youl!
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