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Figure that appears in a 2017 review article in Precision Oncology magazine



APE1 function:
endonuclease

Ref-1 function:
reduction-oxidation

After a glycosylase removes the 
damaged base, APE1 nicks the 
abasic site to prep it for repair.

TF

The TF triggers DNA 
synthesis of proteins that 
affect growth, inflammation, 
angiogenesis. In doing so, 
the TF is oxidized. 

In a thiol/sulfide exchange on its 
cysteine residue, Ref-1 reduces a 
transcription factor to its active form. 
Ref-1 becomes oxidized in the process.

TF

TF

Ref-1

Ref-1

The reduced 
transcription factor 
(TF) can bind to DNA.
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Figure that appears in Chapter 1 of the 2nd edition of "DNA Repair in Cancer Therapy"(published in 2017 by Elsevier)
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Two pages from a quick reference guide(flipbook) that differentiates anxiety from depression; designed for nursing staff in long-term care facilities



Depression and anxiety are prevalent  
but under-recognized in residents1

Depression
•   Depression is 3.5 times more prevalent in 

long-term care settings than in the general 
population.2

•   In one survey, 45% of residents with symptoms 
of depression had no treatment history for this 
condition.3

Anxiety
•   Generalized anxiety disorder (GAD) and 

phobias are the most common anxiety 
disorders in older adults.4

•   Almost 40% of residents have symptoms of 
anxiety.5

•  60 to 90% of older adults with GAD have 
concurrent case-level depression.4

“[An] untreated mental disorder 
can lead to a more severe, 
more difficult-to-treat illness, 
and to the development of co-
occurring mental illnesses.”
— National Institute of Mental Health, National 

Comorbidity Survey Replication Study7

  ConDition in general population in long-term care

  Depression2 15% 56%

  Anxiety6  16% 11%*

prevAlenCe

*Currently reported



POWER TO ENJOY LIFE™

9 Challenges in recognizing depression or anxiety in 
residents
•   The elderly may have symptoms that are not 

typical of adult-onset depression.4

•   Residents may complain of anxiety or “nerves” 
when, actually, they are depressed.4

•   Residents rarely will use a term like “depressed” 
to describe symptoms. Instead, they may feel 
“low,” “empty,” “lazy”—or they may not use any 
affective terms.4

•   Many symptoms of depression and anxiety overlap.4

             Depression 

Anhedonia

Weight/appetite  
change

Excessive guilt  
or feelings of  
worthlessness

Suicidality

Irritability

Fatigue

Sleep  
disturbance

Concentration  
problems

   Anxiety 

        Restlessness

        Muscle tension
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Two slides that were in a 4-part CME series on the results of the STAR*D study (a 5-year NIMH study on treatments for depression)
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STAR*D Defining Evidence for 
Protocols: Level II

SWITCH OPTIONS
Randomized

AUGMENT OPTIONS
Randomized

COG
n = 204

CIT + BUS
n = 354

CIT + BUP
n = 354

CIT + COG
n = 334

SERT
n = 194

BUP-SR
n = 189

VEN-XR
n = 200

Randomized to 
BUP-SR or VEN-XR

Nonremitters
treated w/ citalopram

If  inadequate  response  to  COG,  then:
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Clinical Recommendations

 Measure symptoms/side effects at each visit.
 Use evidence-based medicine to guide 

decisions.
 Adjust dosing as needed to achieve 

remission.
 Results may take > 8 – 12 weeks to see.
 Educate patients to make them more active 

participants in their care.
 Don’t give up!
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One slide with speaker's notes from a presentation to hospital executives on creating an in-house smoking cessation program; was part of the Chantix rollout.



A Suggested Stepwise Progression to Implementation

■ Current guidelines requirement ■ PHS recommendation ■ Options with literature precedence

Fiore MC et al. Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline. Rockville, MD: USDHHS. May 2008.
Case Study: Achieving High-Quality Care at Reid Hospital & Health Care Services. http://www.commonwealthfund.org/innovations/
innovations_show.htm?doc_id=342968. Accessed July 25, 2008.
CDC. A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment. Atlanta, GA: US DHHS; 2006.

Action Item Protocol Partial Program Full Program

Implement hospital-wide no smoking policy ■ ■ ■

ID smoking status, willingness to quit, and medication needs at initial 
presentation ■ ■ ■

Provide cessation advice/counseling ■ ■ ■

Provide medication during hospitalization ■ ■ ■

Expand formulary to include all FDA-approved medications ■ ■ ■

Provide treatment plan for cessation ■ ■ ■

Arrange for postdischarge follow-up counseling ■ ■ ■

Train hospital staff to better ID and counsel patients ■ ■

Adopt motivational intervention counseling techniques ■ ■

Track outcomes and sustained quits ■ ■

Adopt program to other patients (eg, ER visits, pre-surgery) ■

Upgrade IT (standardized forms, electronic reporting & tracking) ■

Involve community in program (eg, through outpatient services) ■

1



Background 
A smoking cessation protocol can develop incrementally. Presented here is a suggestion for how that might work. 

Key Points 
The “Protocol” column combines what is minimally required to meet current guidelines for reporting on core measure performance, with 
some fundamental PHS recommendations, e.g., expanding formularies to include all US Food and Drug Administration (FDA)-approved 
medications to aid in smoking cessation, providing patients with a post-discharge treatment plan for smoking cessation, and arranging for 
follow-up counseling after patient discharge.1 

The “Partial Program” column takes the protocol a step further, with program elements involving specific training that dedicates hospital 
staff to specific roles of program champion, tobacco treatment specialist, and so on. The partial program also utilizes motivational 
intervention counseling for those patients unwilling to quit, and systems to track patient outcomes post-discharge for sustained 
abstinence.1 

Adopting the program to smokers with comorbid medical conditions1 and patient populations beyond those delineated by the core 
measures, (e.g., ER visitors, patients electing surgery), might be one element of a “Full Program.” Other elements could include an 
upgrade of IT systems to better support information flow, such as utilizing standardized forms and integrated electronic tracking and 
reporting tools).2 Community involvement through outpatient services could also become part of a hospital’s full program for smoking 
cessation3,4 

References 
1. Fiore MC, Jaén CR, Baker TB, et al. Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline. Rockville, 

MD: US Department of Health and Human Services. Public Health Service. May 2008. 

2. Case Study: Achieving high-quality care at Reid Hospital & Health Care Services. January 24, 2006. 
http://www.commonwealthfund.org/innovations/innovations_show.htm?doc_id=342968.  
Accessed July 25, 2008. 

3. Centers for Disease Control and Prevention. A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment. 
Atlanta, GA: US 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; 2006. 

4. Silverman RA, Boudreaux ER, Woodruff PG, et al; on behalf of the Multicenter Airway Research Collaboration Investigators. Cigarette 
smoking among asthmatic adults presenting to 64 emergency rooms. Chest. 2003;123(5):1472-1479. 
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Also related to the Chantix rollout: a slide for a patient presentation.



Why Quit Smoking

Up to half try to quit 
each year.

Almost 46 million people smoke today.

Smoking is the leading preventable cause 
of disease and deaths in the U.S.

1. Centers for Medicare and Medicaid. Press release March 22, 2005. 
2. American Heart Association Web site. Accessed June 25, 2008.
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