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Statement of the Secretary General

Tobacco Control, reduction of smoking prevalence
and smoking cessation are one of the most important
health programs. Due to the high risk of smoking on the
individual and the community, tobacco control has been
considered as one of the priorities of the Ministry of Health
regarding the preventive and therapeutic measurements.
The MOH represented by the National Committee for
Tobacco Control has developed this version of the Saudi
Guideline to improve the smoking cessation services. It
was built on updated evidence based guidelines and
reviewed by a scientific committee of different specialists
of multiple medical fields from inside and outside MOH.

The upgrading of the Saudi Guidelines for Tobacco
Cessation Services is matched with principles of the
agreement of WHO Frame Work Convention of Tobacco
Control (FCTC) which has been signed by Saudi Arabia on
2/3/1425 H. This agreement is insisting for offering a
demand reduction measures concerning tobacco depen-
dence and cessation (Article 14). It is crucial to mention
that MOH has established 262 specialized clinics since
1432 H up until now to offer smoking cessation services in
parallel with the training of many medical staff from differ-
ent areas of Saudi Arabia for introducing treatment
program with its behavioral and therapeutic components.

Lastly, | hope this Guideline will be a helpful reference
for medical staff working at quit clinics for continuous
improvement aiming to offer the best available medical
care for the citizens of this country.

Secretary General of the National
Committee for Tobacco Control
Ali Mohammed Alwadey
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Introduction

Tobaccouseisoneofthemainpreventablerisk factortohuman
health and also a main cause of premature death worldwide. Around 7
million people annually die from tobacco use and exposure to tobacco
smoke. Itis the second leading cause of death. Approximately 63%
of all deaths are caused by non-communicable diseases for which
tobacco use is one of the greatest risk factors.

The prevalence of tobacco smoking among male persons aged
15yearsandolderis 27.9% has been recorded in WHO international
prevalence charts.
(http://gamapserver.who.int/gho/interactive_charts/tobacco/use/atlas.
html)

The last Saudi Arabian GYTS addressed on 2010 has revealed that
14.9% of students currently use various forms of tobacco; 8.9% cur-
rently smoke cigarettes; 9.5% currently smoke shisha; 11.0% currently
use some other forms of tobacco.

Tobacco use presents a rare confluence of circumstance:

(1) A highly significant health threat
(2) The lack of consistent intervention by clinicians
(3) The presence of effective interventions.

Tobacco use intervention, if delivered in a timely and effective
manner, can rapidly reduce the risk of suffering from smoking-related
disease.Indeed, itisdifficulttoidentify any otherconditionthat pres-
entssuchamixoflethality, prevalence, and neglect, despite effective
and readily available interventions.

Significant barriers interfere with clinicians’ assessment and treat-
mentofsmokers. Many clinicianslack knowledge about how to
identify smokers quickly and easily, which treatments are effective,



how suchtreatmentscanbedelivered, andtherelative effectiveness
of different treatments.

Additionally, physicians may fail to intervene because of inadequate
clinicorinstitutional supportfor routine assessmentand treatment of
tobacco use and for other reasons such as time constraints, limited
training in tobacco cessation interventions and the lack of insurance
coverage fortobacco use treatment. The most effective way to move
clinicianstointerveneisto provide them with information regarding
multiple effectivetreatmentoptionsandto ensurethatthey haveam-
ple institutional support to use these options.

Alltobacco products-notjustcigarettes - exactdevastating
costs on the Nation’s health and welfare; for most users, tobacco
use resultsin true drug dependence; both chronic tobacco use and
dependencewarrantclinicalinterventionand, aswith otherchronic
disorders, these interventions may needto be repeated overtime.

Mosttobaccousersin SaudiArabiaarecigarettesmokers.Asa
result, the majority of clinician attention has focused on the treatment
and assessment of smoking. Clinicians, however, should intervene
withalltobaccousers, notjustwiththose whosmokecigarettes.
Every efforthasbeen madetodescribeinterventionssothattheyare
relevant to all forms of tobacco us

Finally,thereisanincreasingevidencethatthesuccessofany
tobacco dependence treatment strategy can’t be divorced from the
healthcaresysteminwhichitisembedded. Healthcare policy sig-
nificantly affectsthelikelihoodthatthe smokerswill receive effective
tobacco dependence treatment and successfully stop tobacco use.
Forinstance, making tobacco dependence treatment a covered ben-
efitofinsurance plansincreasesthe likelihood thata tobacco user will
receive treatment and quit successfully.
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Ten Keys Guideline Recommendations

Thegeneral goal ofthese recommendationsisthatphysiciansstrongly
recommend the use of effective tobacco dependence counseling and
medication treatments to their patients who use tobacco, and those
healthsystems, insurershelpcliniciansinmaking such effectivetreat-
ments available.

1. Tobacco dependenceis a chronic disease that require repeated
interventions and many tries to quit.

2. Itismandatorythatphysiciansandhealth care providersinvariably
identify and documenttobacco use statusand provide treatment for
every tobacco user seen in a health care setting.

3. Tobacco dependence treatments are effective. Physicians should
motivate every patientwhoiswillingto quittoapply the counseling
treatmentsand medicationsrecommendedinthis Guideline.

. Transienttobacco dependencetreatmentiseffective. Physicianshave

toofferevery tobacco useratleastthetransienttreatments provento
be effective in this Guideline.

. Single (Individual), group, and telephone counseling are effective, and

their successfulness rises with treatment potency. Two components
of counseling are especially effective, and physicians have to usethese
when counseling tobacco users making a quit attempt:

e Practical counseling (problem solving/skills training)
e Social support delivered as part of treatment

6. A lot of effective medications are available for tobacco dependence,

and physicians have to encourage their use for those who are
attemptingtoquitsmoking—exceptiftheyarecontraindicated orwith



specific populationsifthereisno evidence of effective use. (i.e., pregnant
women, smokelesstobaccousers, lightsmokers, andadolescents).

e There are seven first-line medications (5 Nicotinic and 2 Non-Nicotinic)
reliably induce long-term smoking abstinence rates:

- Bupropion SR*

- Nicotine gum

- Nicotine inhaler

- Nicotine lozenge*

- Varenicline*

- Nicotine nasal spray
- Nicotine patch*

e Physicians also have to consider the use of some combinations therapy
shown as effective in this Guideline.

7. Counseling and medication are enough when used alone each for
treating tobacco dependence. The combination of counseling and
medication together, however, has far better results.

Thus, physicians should advise all users who attempt quitting to use
both counseling and medication.

8. Telephone quit-line counseling is also effective with broad populations.
Therefore, both physician and health care systems have to ensure the
user access to a quit-line and support its use.

9. Ifatobacco patientcurrentlyisunwillingtomakeaquitattempt,
clinicians should use the motivational tools showninthis Guideline to
be effective in increasing future quit attempts.

10. Tobacco dependence treatments are both clinically effective and
cost-effectiveinrelationto otherinterventionsforotherdisorders.
Delivering coverage for these treatments raises quit rates. Insurance
must confirm that all plansinclude the counseling and medication
indicated as effective in this Guideline as covered benefits.

*Medications which are available in KSA



Summary of strength of evidence for
recommendations

Strength-qf- | Criteria
classification

Strength of Evidence = A Multiple well-designed randomized
clinical trials, directly relevant to the
recommendation, yielded a consistent
pattern of findings (The recommendation
is supported by good [strong] evidence).

Strength of Evidence = B Some evidence from randomized clinical
trials supported the recommendation,
but the scientific support was not
optimal. Forinstance, few randomized
trials existed, thetrials that did exist
were somewhat inconsistent, or the
trialswerenotdirectlyrelevanttothe
recommendation (the recommendation is
supported by fair [reasonable] evidence
but there may be minimal inconsistency
or uncertainty).

Strength of Evidence = C Reserved for important clinical situations
in which the Panel achieved consensus
on the recommendation in the absence
of relevant randomized controlled trials
(The recommendation is supported by
expert [published] opinion only)




Health Consequences of
Smoking

Cancers
Bladder/Kidney/Ureter

Blood (Acute Myeloid Leukemia)
Cervix

Colon/Rectum
Esophagus/Stomach

Liver

Lung

Oropharynx/Larynx

Pancreatic

Pulmonary Diseases
Asthma

COPD
Pneumonia/Tuberculosis
Chronic Respiratory Symptoms

Cardiovascular Diseases
Aortic Aneurysm

Coronary Heart Disease
Cerebrovascular Disease
Peripheral Vascular Disease

Reproductive Effects

e Reduced fertility in women

e Poorpregnancy outcomes (e.g., congenital de fects, low
birth weight, preterm delivery)

o Infant mortality

Other: Cataract, Diabetes (type 2), Erectile Dysfunction,
Impaired immune function, Osteoporosis, Periodontitis,
Postoperativecomplications, Rheumatoid Arthritis






Clinical Intervention for Tobacco Use

and Dependence

Tobacco Dependence as a Chronic Disease

Tabacco dependence shows a lot of features of a chronic disease. A
chronic disease model identifies the long-term nature of the disorder
along with the prediction that patients may also have periods of relapse
and remission (relapsing nature) and the need for continuous, rather than
just acute care ( Repeated intervention ,and frequent attempts ).

Screening for a current or past tobacco use will cause 4 possible reac-
tions (Figure 1):

(A) Current tobacco users who are willing to try a quit now.

(B) Currenttobacco userswho are not willing to make a quit attempt at
this time (strategy B1 and B2); and

(C) Formertobacco userswho have recently quit (strategy C1and C2).
(D) Patientswhodidn'tusetobaccoorwho have beenabstinentfora
long period have to be praised about their status and supported to keep
the tobacco-free lifestyle.

Thefivemajorparts(the"5A’s”)ofabriefintervention (< 3minutes)inthe
primary health care settingarelistedin Table 1. Itis very importantfora
physiciantoAsk the patientif he\she usestobacco (Strategy A1), Advise
him\hertoquit(StrategyA2),andAssesswillingnesstotryaquitattempt
(Strategy A3). Strategies Al to A3 have to be applied to each tobacco
patient, regardless of his\her desire to quit.

Ifthe tobacco useris willing to quit, the physician have to Assist him\her
inmakinga quitdecision by offeringmedicationandprovidingorreferring
for counseling or extra treatment (Strategy A4), and Arrange for follow-up
contacts for relapse prevention. (Strategy A5).



Figure 1. The “5 A’s”: Treating Tobacco De-
pendence as a Chronic Disease

ASK

Do you currently use tobacco ?

ADVISE ASK
to quit Have you ever
used tobacco?

ASSESS ASSESS
Have you recently quit? Have you recently quit?
Any challenges? Any challenges?

ASSIST ASSIST ASSIST ASSIST

Provide appropriate Encourage Provide Encourage
tobacco continued relapse prevention continued

dependence abstinence abstinence
treatments

ARRANGE FOLLOWUP



Table 1 the “5 A’s” model for treating tobacco
use and dependence

Ask about tobacco use.

Advisetoquit.

Assess willingness to make a quit
attempt.

Assist in quit attempt.

Arrange follow-up.

Identify and document tobacco use status for
every patient atevery visit. (Strategy A1)

Inaclear, strong, and personalized manner,
urgeeverytobacco usertoquit. (Strategy A2)

Isthe tobacco user willing to make a quit
attemptatthistime? (Strategy A3)

Forthe patient willingto make a quitattempt,
offer medication and provide or refer for
counselingoradditionaltreatmenttohelpthe
patient quit. (Strategy A4)

For patients unwilling to quit at the time, pro-
vide interventions designed to increase future
quitattempts. (StrategiesB1and B2)

Forthe patient willingto make a quitattempt,
arrange forfollow-up contacts, beginning
within the first week after the quit date.
(Strategy A5)

Forpatients unwillingto make aquitattempt
atthetime, addresstobaccodependence
andwillingnesstoquitatnextclinicvisit.




For the Patient Willing To Quit

Strategy A1. Ask—systematically identify all tobacco

users at every visit

Expand the vital signs to include tobacco
use, or use an alternative universal identifi-
cation system.

VITAL SIGNS

Respiratory Rate: ...

Tobacco Use (circle one):

Current Former (ex-smoker)

e Currentsmoker : complete 5A’s
e Ex-smoker :

- Declare decision to quit and record smoking status (ex-smoker)
- Givethe patientarelapse prevention adviceif he quit <1 yearago.
- Ongoing support at least up 5 years quitting.

o Never smoke again: Affirm choice not to smoke and write down a
smoking status.

Recommendation: Patients have to be asked if they use tobacco and
also have their tobacco use condition documented regularly. Evidence
hasshownthatclinicscreening systems, suchasexpandingthevital
signs to include tobacco use status or the use of other reminder systems
such as chart stickers or computer prompts, significantly increase rates
of clinician intervention. (Strength of Evidence = A)



Strategy A2. Advise—strongly urge all tobacco users to
quit

In a clear, strong, and per- Advice should be:
sonalized manner, urge every eClear—"Itisimportantthatyouquitsmok-
tobacco user to quit. ing (orusingchewingtobacco) now, and
I can help you.”"Cutting down while you
areillisnotenough.”"Occasional or light
smoking is stilldangerous.”

eStrong—"Asyourclinician, I need you to know that quitting smokingisthe mostimportant

thing you cando to protect your health now and in the future. The clinic staff and I will help
you.”

sPersonalized—Tie tobacco use to current symptoms and health concerns, and/or its social
and economic costs, and/ or the impact of tobacco use on children and others in the house-
hold."Continuing tosmoke makes yourasthmaworse, and quittingmay dramaticallyimprove
your health.”"Quitting smoking may reduce the number of ear infections your child has.”

Recommendation: All doctors havetoadvise each patientwhosmokes
tostopsmoking becauseevidenceshowsthatthephysicianadviceto
quitenhances abstinence rates. (Strength of Evidence = A)

o Advice should be given to all smokers' respects if whether they want to
stop smoking ornot.

o Briefadvice would work by triggering a quit trial rather than by raising
the chances of success of a quit attempt. It also seems to have its best
effect on less dependent smokers. For more dependent smokers, itis
critical that brief advice is combined with an offer to use medications
and referral to a smoking cessation service.

e Thereisno evidence thatadding self-help written materials to brief
advice gives any additional benefits, but providing written materials to
support the advice thatis given may strengthen the importance of
quitting and give information about cessation support.

e The evidence for the efficacy of brief advice provided by health care
employeesotherthan doctorsisless clear. However, clearadvice from
nurses, dentist, dental hygienists, pharmacists and all health care
workers is likely beneficial.



Strategy A3. Assess—Determine willingness to make a
quit

Assesspatient’swillingnesstoquit: “Areyou
willing to give quitting a try?”
oIfthe patientis willing to make aquit at-
temptatthetime, provideassistance.

-If the patient will participate in an
intensive treatment, deliver such

Assess every tobacco user’s willing-
ness to make a quit attempt at the
time

a treatment or link/refer to an intensive intervention.

-Ifthe patientisa memberofaspecial population (e.g., adolescent, pregnant smoker,
racial/ethnic minority), consider providing additional information.
oIfthe patient clearly states that he orsheis unwilling to make a quitattempt atthe time, pro-
vide anintervention shown to increase future quit attempts (Motivational interviewing).

Specialized Assessment

Itmay be donetomakeinformation available fortailoring treatmentand
predictaquitting success. It referstothe use of formalinstruments (e.g.,
questionnaires, clinicalinterviews, or physiologicindices such as carbon
monoxide, serum nicotine/cotinine levels) that may be corresponding with
cessation result. Some of the variables targeted by specialized assess-
ments that predict quitting success are listed in Table 2.



Variables associated with higher abstinence rates

e

High motivation Tobacco userreports a strong motivation
to quit.

Ready to change Tobaccouserisreadytoquitwithina
1-month period.

Moderate to high self-efficacy Tobacco user is confidentin his or her ability
to quit.

Supportive social network Asmoke-free workplace and home; friends
who do notsmoke in the quitter’s presence.

Variables associated with lower abstinence rates
e

High nicotine dependence. Tobaccousersmokesheavily (=20 ciga-
rettes /day), and/or has first cigarette of the
daywithin30 minutesafterwakinginthe
morning

Psychiatric comorbidity and substance use Tobaccousercurrently haselevatedde-
pressivesymptoms, active alcohol abuse, or

High stresslevel schizophrenia.
Stressful life circumstances and/or recent or
anticipated major life changes (e.g., divorce,
Exposure to other smokers job change).
Other smokers in the household.

Evidence suggeststhat treatment can be great even if the of risk factors
forrelapseare present(e.g., highnicotine dependence, other smokers

inthe home), but abstinence ratesintobacco users with these features
tend to be lower than rates in those without them.



Assessment of readiness to quit

Smokersgothrough multiple of stagesfrom pre-contemplationtomain-
tenance (see thediagram).

*Pre-contemplation: notthinking about quitting in next six months.
» Contemplation: thinking about quitting in next six months.

e Preparation: preparingtoquitin nextmonthand havetried to quitin
the pastyear.

e Action: successfully quit for up to six-month period.
e Maintenance: continue to remain smoke free for more than six months.

-Stage specific advice increases short-term movement through the
stages of change.

-Mostsmokersare probably notintheactionstage. Itisestimatedthat:
*50%-60% are in the pre-contemplation stage.

*30%-40% are in the contemplation stage.
*10%-15% are in the preparation stage.

-Smokers have an average of 3to 4 quit attemptsover7to 10 years
before they achieve long-term maintenance.

Readiness to Quit: A review

—— Action —
Quit
date
Pre-contemplation Contemplatio jJecldNsEWS +6months
S
Enhance motivation | Behavioral Behavioral
The 5R's c Counseling Counseling
S
® Pharmacotherapy Relapse
s Prevention
b Relapse
Prevention

Ready to quit
Behavioral counseling
Pharmacotherapy



The 5 A’s



Assessment of nicotine dependence
DSM5 diagnostic criteria of Nicotine dependence

» Nicotine is a high addictive and psychoactive substance that

has a strong reinforcing effects, demonstrates the development

of short and long-term tolerance, and is associated with with

drawal symptoms upon sudden reduction or discontinuation of use.
e Nicotine Dependence is a collection of cognitive, behavioral and

physiological symptomsshowingthattheindividual continuesuseofthe
substance in spite of substance-related problems.

2 or more of the following in a 12-month period

@ Tobaccois mostly takenin largeramounts or over alonger period than was
intended.

@ Persistent desire or unsuccessful efforts to cutdown or control tobacco use.
® Excessivetime spentobtainingand use.
® Craving or strong desire to use tobacco.

e [tsuseisresultinginfailuretofulfillmajorrole obligationsatwork, schoolor
home.

@ Continuous usein spite of persistent orrecurrent social orinterpersonal
problems caused by or exacerbated by tobacco use.

e [mportant social, occupational, or recreational activities are given up reduced
of tobacco use.

@ Recurrent tobacco use in situations where itis physically dangerous
® Continued use despite persistent, related psychological or physical problems.
®Tolerance.

e Withdrawal manifestations.



Diagnostic criteria
Coding based on severity

@ Mild : 2-3 symptoms

® Moderate, 4-5symptoms.

e Sever, 6+ symptoms.

-Most tobacco users are nicotine-dependent.

-Dependence can happen quickly and, in some cases, even after a few
cigarettes. As nicotine addiction is under-recognized by physicians, rou-
tine assessment of nicotine dependence can help predict the severity
of withdrawal symptomsthatthey may experienceand canindicate the
most appropriate type of medication and level of behavioral support
required.

Nicotine withdrawal symptoms are abrupt cessation of tobacco use, or
reduction in the amount of tobacco used, followed within 24 hours by

e [rritability, frustration, anger.
® Anxiety

@ Difficulty in concentration

Most symptoms manifest

@ Increased appetite / weight gain withinthefirst1-2days,
. . peak withinthefirstweek,
*Restlessness / impatience and subside within 2-4

WEELS

@ Depressed mood /depression
®Insomnia

e Impaired performance

Assessing a user’s dependence on nicotine could help predict whether a
heislikely toexperience nicotine withdrawal upon quitting, andtheinten-



sity and type of support that may be required to assist quitting.



A. Quantitative approach

Cigarette smoking alone is not a valid indicator of dependence, as it does
not take into account the different ways in which and the intensity with
people smoke their cigarettes. For example, smokers who cut down the
number they smoke often continue to get the same amount of nicotine
by taking deeper and multiple puffs, smoking more of each cigarette or
blocking the vent holes. Thisis often referred to as compensatory smok-
ing. The Fagerstraom test for cigarette dependence (FTCD) provides a
quantitative measureandisthe most widely used. It consists of six ques-
tions. Scoresofeachanswerareinbrackets, andthehigherthescore
the more nicotine dependent clients are.

The Fagerstrom test for cigarette dependence

1. How soon after you wake up do you smoke your first cigarette?
After 60 minutes. ()]
31to60 minutes. (1)
6to 30 minutes. (2)
Within 5 minutes. (3)
2. How many cigarettes per day do you smoke?
10orless. (0))
11 to 20. (1)
21 to 30 (2)
31 ormore (3)
3. Doyoufinditdifficulttorefrainfrom smokingin places whereitis forbidden?
No. (0)
Yes. (1)
4. Which cigarette would you hate most to give up?
Thefirstinthe morning. (0)
Any other. (1)
5. Doyousmokemorefrequently duringthefirsthoursafterawakeningthan
during the restof
the day?
No. (0)
Yes. (1)
6. Doyousmokeevenifyouaresoillthatyouareinbed mostoftheday?
\[o} (0))
Yes. (1)

Heaviness of smoking index

The two mostimportantindicators of dependence, however, are consid-
ered to be: *How soon after you wake do you smoke your first cigarette?’
and‘How many cigarettes per day do you smoke?'Itis therefore accept-



able to use just these two questions alone as a shortened version of the
FTCD, called the Heaviness of Smoking Index. As with the full FTCD, the
higherthe score the greater the level of nicotine dependency.

High Nicotine dependence: meanssmoking =20 cigarettes perday, and
orsmoking of first cigarette of the day within 30 minutes afterwakingin
the morning.

B- Objective approach
1. Carbon monoxide.

It'sunreliabletotakeintoaccountaself-reported smoking status, there-
fore CO-verificationrateisaveryimportantmarkerof quality thesedays.
COtestinghavetobedoneonalladultsmokerstoprovide, asamin-
imum, bothabaseline (per-quit) leveland afour-week validation (post-
quit) level. CO testing is fast to carry out, non-invasive and cost-effective.
Itvalidates the smoking status of significant number of patients.

-ACOreadingoforbelow 10ppmiscounted asthatofanon-smoker
(For pregnant women it should be 6 ppm).

-COmonitoring can be used for behavioral supporttechnique, itis
evidence-basedand can be highly motivating for patients. Toachievean
accurate reading, patients are asked to hold their breath for 15 seconds
(10 seconds minimum) before blowing into the CO monitor.

2. Cotinine

Cotinineisametabolite of nicotine produced whennicotineisbroken
down inside the body and it can be found in blood, urine or saliva. Whilst
CO monitoringis currently the most cost-effective method of confirming
four-week quits, but specific projects or groups may need more specific
monitoring by usingeitherurinary orsalivary cotininesamples. However,
unfortunately cotinine testing does notallow instantfeedback for patient
causethesamples needto betested atlabs, soitcannotbeusedasa
motivational (persuading) tool. Furthermore, the test cannot differentiate
between nicotine from tobacco and nicotine from NRT and can therefore
be unreliable as a marker of smoker-free status where NRT is being used.



Recommendation:

1. The physician should assess the patient’s willingness after a tobacco
userisidentified and advised to quit, (as a part of specialized
assessments) to quitatthistime. (Strength of Evidence = C)

-Ifthetobaccouseriswillingtoquitatthistime, interventionsidentified
aseffectivein this Guideline should be provided (Behavioral support/
counselling and mediation)

-If the tobacco user is unwilling to quit at this time, an intervention de-
signed to raise future quit attempts should be elaborated. (Motivational
Interviewing)

2. Tobacco dependence treatmentis effective and should be delivered
re gardless the specialized assessments are not used or available.
(Strength of Evidence = A)

Strategy A4. Assist—Aid the patient in quitting (provide
counseling and medication)

Strategies for implementation

Help the patient A patient’s preparations for quitting:

with a quit plan -Setaquitdate. Ideally, the quit date should be within 2
weeks.

(STAR) - Tellfamily, friends, and coworkers aboutquitting, and re-
quest understanding and support.
- Anticipate challenges to the upcoming quit attempt, partic-
ularlyduringthecriticalfirstfew weeks. Theseinclude nicotine
withdrawal symptoms.
-Remove tobacco products from yourenvironment. Prior to
quitting, avoidsmokingin placeswhereyouspendalot of
time (e.g., work, home, car). Make your home smoke-free.

Recommend the use Recommendthe use of medicationsfoundtobe effectivein
ofapproved medi- this Guideline. Explain how these medications increase quitting
cation, except when success and reduce withdrawal symptoms. The first-line
contraindicated or medications include: bupropion SR, nicotine gum, nicotine
with specific popula- inhaler, nicotine lozenge, nicotine nasal spray, nicotine patch,
tions for which there and varenicline; second-line medications include: clonidine
is insufficient Evidence and nortriptyline. . There is insufficient evidence to recommend
of effectiveness (i.e., medications for certain populations (e.g., pregnant women,
pregnant women, smokeless tobacco users, light smokers, adolescents).
smokeless tobacco
users, lightsmokers,
andadolescents).




m Strategies for implementation

Provide a supportive clinical environment while encouraging
thepatientinhisorherquitattempt.“Myofficestaffandlare
available to assist you.” “I'm recommending treatment that can
provide ongoing support.”

Forfurtherdescription of intra-treatmentsocial support, see
Table 4

Provideself-helpinterventions (e.g. pamphlets / booklets/
manuals, videotapesand audiotapes/computer programs/
internet). These self-help materials appear to increase absti-
nenceratesrelativetonointervention However, the effect of
self-help isweak.

Promoting the motivation toquit (Motivational Interviewing).

Table 3: Common elements of practical counseling
(problem-solving/skills training)

*Negative affect and stress

eBeing around other tobacco users
eExperiencing urges

*Smoking cues and availability of cigarettes

eLearningtoanticipateandavoidtemptationandtriggersituations

eLearning cognitive strategies that will reduce negative moods

eAccomplishing lifestyle changes that reduce stress, improve quality of
life, and reduce exposure to smoking cues

sLearning cognitiveand behavioral activities tocope withsmokingurges
(e.g., distracting attention; changing routines)




eThefactthatany smoking (evenasingle puff)increases thelikelihood of
ERUINCIE] S

sWithdrawal symptoms typically peak within 1-2 weeks after quitting but
may persist for months. These symptomsinclude negative mood, urges to
smoke, and difficulty concentrating.

sTheaddictive nature of smoking

Table 4: Common elements of intra-treatment supportive
interventions

-Note that effective tobacco dependence treatments
are now available.

-Note that one-half of all people who have ever
smoked have now quit.

-Communicate belief in patient’s ability to quit.

-Ask how patient feels about quitting.

-Directly express concern and willingness to help as often as

needed.
-Askaboutthe patient’sfearsandambivalenceregarding
quitting.

Askabout:
-Reasonsthe patient wantstoquit.
-Concerns or worries about quitting.
-Successthepatienthasachieved.
-Difficulties encountered while quitting

Recommendation: See Behavioral Support



Strategy A5. Arrange—Ensure follow-up contact

Strategies for implementation

Timing: Follow-up contact should begin soon after the quitdate,
preferably during the first week. A second follow-up contactis
recommended within the first month. Schedule further follow-up
contacts asindicated.

Actions during follow-up contact: For all patients, identify problems
already encountered and anticipate challenges in theimmediate
future. Assess medication use and problems. Remind patients of
quit-line support. Address tobacco use at next clinical visit (treat
tobacco use as a chronic disease).

For patients who are abstinent, congratulate them ontheirsuc-
cess.

Iftobacco use has occurred, review circumstances and elicit
recommitmentto total abstinence. Consider use of or link to more
intensive treatment.

Promoting the motivation to quit (Motivational Interviewing).

Recommendation:

The assessment of abstinence for every patient at the end of treatment
should be done. (1) Abstinent patients should have their quitting suc-
cess praised, and the physician have to assist the patient with problems
with his current quitting attempt (see page 33, For the Patient Who Has
Recently Quit). (2) Inrelapsed patients, assessmenthastobedonetode-
termine if they are willing to quit again.

(Strength of Evidence = C).

If the patient is willing to make another try, offer additional treatment (Be-
havioral support and medications).

Ifthe patientisnotwillingtoquitatall, deliveraninterventionspecialized
to raise the likelihood of future quit attempts (Motivational Intervention -
MI).



B. For the Patient Unwilling ToQuit

Promoting the Motivation to Quit (Motivational Interviewing / Ml)

Patients unwilling to make a quit attempt during a visit may:

e Lackinformation about the harmful effects of tobacco use and the benefits
of quitting.

e Lack the required financial resources.

e Have fears or concerns about quitting.

*Be depressed because of previous relapses.

Such patients may respond to brief motivational interventions that are based
on principles of Motivational Interviewing (MI), a directive, patient-cen-
tered counseling intervention. There is evidence that MI is effective in in-
creasing future quit attempts. However, it is unclear that MI is success-
ful in boosting abstinence among individuals motivated to quit smoking.

Motivational interviewing (MI) is a specific counseling strategy that is intend-
edtoincrease a person’s motivation for behavior change. MI comprises a va-
riety of strategies that are designed to help individuals resolve ambivalence
about such change. The technique has been used successfully to help in-
dividuals attempt and achieve many types of behavior change, including re-
duced drinking and illicit drug use, and reduction of HIV risk behaviors.

The spirit of MI (a way of being with people) is collaboration not confron-
tation, Evocation not education / advice and autonomy not authority.
Patient’'s motivations mean importance of change, confi-
dence in one's abilty to change and readiness to change.

The techniques (Methods of communication) used in MI are:
- Open-ended questions.

- Affirm.

- Reflective listening.

- Summary.

Forthosewhoareless motivatedtoquit, it'smandatorytoexploretheissues
behindtheirdisinterestor hesitance. Patient-centered counseling can decrease
their defensiveness. MI techniques have to focus on exploring a tobacco user’s
feelings, beliefs, ideas, and values regarding tobacco usein an effort to uncover
any hidden agenda about tobacco use. Once the agenda is uncovered, the phy-
sicianspecifically elicits, supports, and enforces the patient’s“changetalk”(e.g.,
desire, ability, reasons, needs and commitment) and “commitmentlanguage”.



The 4 general principles that underlie MI are:
(1) Express empathy.
(2) Develop discrepancy
(3) Roll with resistance
(4) Support self-efficacy.

Specific MI counseling strategies thatare based on these principles
are listed in Strategy B1.

Strategy B1. Motivational interviewing strategies

¢ Use open-ended questions to explore:

- Theimportance of addressing smoking or other
tobacco use (e.g., “Howimportant do you thinkitis for
you to quitsmoking?”

- Concernsandbenefits of quitting (e.g., "What might

happen if youquit?”)
o Use reflective listening to seek shared understanding:

- Reflect words or meaning (e.g., “Soyouthink
smokinghelpsyoutomaintainyourweight.”).

- Summarize (e.g., "What I have heard so faristhat
smokingissomething you enjoy. Onthe otherhand,
your wife hates your smoking, and you are worried

you might develop a serious disease.”).
» Normalizefeelingsandconcerns (e.g.,"Many people
worry about managing withoutcigarettes.”).
o Supportthe patient’s autonomy and right to choose or
rejectchange (e.g., "I hearyou saying you are not
ready to quit smoking right now. I'm here to help you
when you areready.”).

¢ Highlightthediscrepancy betweenthe patient’s present

behaviorand expressed priorities, values, andgoals (e.g.,

“Itsounds like you are very devoted to your family. How do

you think yoursmokingis affecting yourchildren?”).

¢ Reinforceandsupport®changetalk”and“commitment
language:

- “So, yourealize how smokingis affecting yourbreath-
ing and making it hard to keep up with your kids.”

- “It'sgreatthat you are going to quit when you get

through this busy time at work.”
¢ Build and deepen commitment to change:

- “There are effective treatments that will ease the pain
of quitting, including counseling and many medication
options.”

- “We would like to help you avoid a stroke like the one

your fatherhad.”




Roll with ¢ Backoffand usereflection whenthe patientexpressesresistance:
resistance - "Sounds Ilkg you"are feeling pressured about
your smoking.
e Express empathy:
-"You are worried about how you would manage with
drawal symptoms.”
* Ask permission to provide information:
-"Would youlike to hearabout some strategies that can
help youaddressthatconcern whenyou quit?”

Support ¢ Help the patient to identify and build on past successes:
self-effica- - "Soyou were fairly successful the last time you tried to
uit.”
cy- D Offgroptions forachievable small stepstoward change:
-Call the quit-line for advice and information.
-Read about quitting benefits and strategies.
-Change smoking patterns (e.g., nosmokinginthe
home).
-Ask the patientto share his or herideas about quitting
strategies.

The contentareasthat should be addressed ina motivational counseling
intervention can be captured by the "5 R’s”: relevance, risks, rewards,
roadblocks, andrepetition (Strategy B2). Research suggeststhatthe™5
R’s” enhance future quit attempts.

Strategy B2. Enhancing motivation to quit tobacco—the “5 R’s”

Encourage the patient to indicate why quitting is personally relevant,
being as specific as possible. Motivational information has the greatest
impactifitisrelevantto a patient’s disease status or risk, family or social
situation (e.g., having children in the home), health concerns, age, gender,
and other important patient characteristics (e.g., prior quitting experience,
personal barriers tocessation).

Theclinicianshould ask the patienttoidentify potential negative conse-
quences of tobacco use. The clinician may suggest and highlight those
thatseem mostrelevanttothe patient. Theclinician should emphasize
that smoking low-tar/low-nicotine cigarettes or use of other forms of
tobacco (e.g., Smokeless tobacco, Hookah, and E-cigarette) will not
eliminate these risks. Examples of risks are:

o Acute risks: Shortness of breath, exacerbation of asthma, increased risk of respiratory
infections, harm to pregnancy, impotence and infertility.

e Long-term risks: Heart attacks and strokes, lung and other cancers (e.g., larynx, oral cavity,
pharynx, esophagus, pancreas, stomach, kidney, bladder, cervix, and acute myelocytic
leukemia), chronic obstructive pulmonary diseases (chronic bronchitis and emphysema),
osteoporosis, long-term disability, and need for extended care.

¢ Environmentalrisks: Increasedrisk of lung cancerand heartdiseaseinspouses; increased
risk for low birth-weight, sudden infant death syndrome (SIDS), asthma, middle ear disease,
and respiratory infections in children of smokers.




Rewards Theclinicianshould ask the patienttoidentify potential benefits
ofstoppingtobaccouse.Theclinicianmaysuggestandhigh-
lightthosethatseem most relevantto the patient. Examples of
rewards follow:

¢ Improvedhealth ¢ Having healthier babies and
¢ Foodwilltastebetter children

¢ Improvedsenseofsmell ¢ Feeling better physically

¢ Savingmoney ¢ Performing betterin physical
¢ Feelingbetteraboutoneself activities

* Home, car, clothing, breathwill oImproved appearance, including
smell better reduced wrinkling/aging of skin
» Settingagoodexamplefor and whiter teeth

children and decreasing the likeli-

hood that they will smoke

Road- Theclinicianshould ask the patient toidentify barriers orimpediments to
blocks quitting and provide treatment (problem-solving counseling, medication)
thatcould address barriers. Typicalbarriers mightinclude:

* Withdrawalsymptoms * Depression

e Fearoffailure * Enjoyment of tobacco

* Weightgain eBeingaroundothertobaccusers

* Lackofsupport o Limited knowledge of effective
treatment options

Repetition Themotivationalinterventionshouldberepeatedeverytimeanunmo-
tivated patient visits the clinic setting. Tobacco users who have failed in
previous quit attempts should be told that most people make repeated
quit attempts before they are successful.

Recommendation

Motivationalintervention techniques have shown to be to bereliable in enhanc-
ing a patient’s probability of making afuture quit attempt. Therefore, physicians
have to use motivational methods to encourage smokers who are not willing to
quitatthistimetoconsidermakingaquitattemptlaterinthefuture. (Strength of
Evidence =B)

C. For the Patient Who Has Recently Quit

Treatments for the Recent Quitter (Relapse prevention Intervention)
Tobacco users who did quit recently face a high risk of relapse. Although most
relapse happens early while in the quitting process, some relapses happens
months oreven years after the quit date. Thatiswhy relapse prevention inter-
vention methods have to be added in the initial treatment plan in addition to
follow-up sessions.

The best strategy for establishing a high long-term abstinence rates appears to
be use ofthe most effective cessation treatments available; thatis, the use of ev-
idence-based cessation medicationduringthe quitattemptandrelatively potent
cessation counseling (e.g., four or more sessions that are 10 minutes ormorein
length).



Strategy C1. Intervening with the patient who has recently
quit

The former tobacco user have to get acknowledged on any success
and encouraged strongly to keep him abstinent.

When encountering a recent quitter, use open-ended questions relevant
tothesubjectsbelowtouncoverifthe patient wishestoanydiscuss
problems related toquitting:

= The benefits, including potential health benefits, the patient may derive
from cessation.

e Any success the patienthad in quitting (duration of abstinence,
reduction in withdrawal, etc.).

«The problemsencountered oranticipated threats to maintaining
abstinence(e.g., depression, weightgain, alcohol, othertobacco
users in the household, significant stressors).

« Amedication check-in, including effectiveness and side effects if the
patient is still taking medication.

Strategy C2. Addressing problems encountered by former
smokers

Apatientwho previously smoked mightidentify a problemthat negatively affects
health orquality of life. Specific problems likely to be reported by former smokers
and potential responses as follow:

Lack of ¢ Schedule follow-up visits or telephone calls with the patient.
support ¢ Urge the patient to call the quit-line.
for cessa- ¢ Help the patientidentify sources of support within hisor her
tion environment.
o Refer the patient to an appropriate organization that offers
counseling or support.

If significant, provide counseling, prescribe appropriate medication, or

Negative refer the patient to a specialist.

mood or
depression

o If the patient reports prolonged craving or other withdrawal symptoms,
consider extending the use of an approved medication or
adding/combining medications to reduce strong withdrawal
symptoms.

Strong or
prolonged
withdrawal
symptoms




¢ Recommend startingorincreasing physical activity.
¢ Reassurethe patientthatsome weightgainafterquitting is
common and usually is self-limiting.
* Emphasize the health benefits of quitting relative to the health
risks
of modest weight gain.
¢ Emphasize theimportance of a healthy dietand active life-
style.
¢ Suggest low-calorie substitutes such as sugarless chewing
gum,
vegetables, or mints.
¢ Maintainthe patienton medication known todelay weightgain
(e.g.,bupropion SR, NRTs—particularly 4-mgnicotine gum—
and
lozenge.
» Referthe patienttoanutritional counselororprogram.

¢ Suggest continued use of medications, which can reduce the
likelihood that a lapse will lead to a full relapse.

¢ Encourageanotherquitattemptorarecommitmenttototal
abstinence.

¢ Reassurethatquitting may take multiple attempts, and usethe

lapse
as a learning experience.

¢ Provide or refer for intensive counseling.

* Lapse: means isolated or single use of tobacco, a “slip”.
(Relapse: meansreturnto regularuse of tobacco, aftera period of
abstinence).

Follow-Chart of a Smokerin a Cessation Clinic

+

First step: Receptionist

( welcoming - fill the vital data & smoking status forms )

Second step: Nurse

Fill the fagerstrom questionnaire

CO Monitoring

| Third step: Health Provider |
willing to quitr ecently quit unwilling to quit
cognitive behavioral relapse prevention intervention motivation interviewing
counseling + follow up weekly 4 weeks next visit when he is ready
pharmacotherapy + to quit
follow-up weekly for
4 weeks




Stop Smoking Interventions

Evidence has provedthatacombination of behavioral therapy (counseling) fromatrained smoking
cessation practitioner and approved pharmacotherapy can greatly enhance a smoker’s chances to
quit.

Allinterventions have in common properties (such as the provision of behavioral support, a struc-
tured approach and the offer of licensed pharmacotherapy) and they all contain multiple sessions.
Stop smoking intervention can be provided in a number of ways, anditisimportant that the range of
supportoptionsisreadytoallow peopleto pick thetype of intervention thatis best forthem.
More dependent (addicted) smokers willbeinthe need for higher levels of behavioral supportand a
extra dose of orextended medication. They may also require to make multiple quit trials.

The best and most consistent evidence for the efficacy and of stop smoking interventions is for
those thatdecided an*abrupt’ quittrial (choosing a quit date and aiming to maintain acomplete
abstinence after that day by applying the ‘not-to-puff’ rule).

TOBACCO DEPENDENCE: A 2-PARTs PROBLEM

Tobacco Dependence

)

The addiction to nicotine The habit of using Tobacco
Treatment Treatment

Medications for cessation Behavior change program

Methods of stopping

When attempting to stop smoking there are anumber of methods that smokers commonly
use, including

= Unassisted (‘cold turkey”’)

«Using nicotine replacement therapy bought over the counter (OTC).

«Using a stop smoking medicine provided on prescription.

«Using a stop smoking services (behavioral support + Access to stop smoking medicine).

Figure 2: Methods of stopping smoking and their success rates.

555 suport and medication

Medication on prescription

|

NRT over-the-counter

Mo medication or support (reference)

o 0.5 i 15 2 25 3 3.5

M odds ratio (relative to no medication or support)

This figure shows that OTC medication has no greater effect on smoking cessation rates than
quitting unassisted.



Treatment program content
The treatment program should, as minimum, include:

«Building rapport and boosting motivation throughout.

= Assessing and confirming current readiness and ability to quit.

= Informing clients about the treatment program.

= Assessing current smokingbehavior.

= Assessing past history of quit attempts.

= Explaining how tobacco dependence develops and assessing level of nicotine dependence (using
diagnosticcriteriasuchasthe Heaviness of Smoking Index (HSI) orthe Fagerstrom Testfor
Cigarette Dependence (FTCD).

*Measuring carbon monoxide (CO).

= Explaining the importance of abrupt cessation and the ‘not-a-puff’ rule.

»Discussing withdrawal symptoms and craving / urges to smoke and how to deal with them.

= Discussing stop smoking medications; confirming choice, correct usage and sufficient supply.

= Discussing the client’s smoking contacts and how the client can get support to quit.

»Setting quit date.

«Discussing any potential high-risk situations in the coming week.

= Advising on changingroutine.

= Prompting commitment from clients (confirm the importance of the ‘not-a-puff'rule).

«Discussing future preparations and plans.

*Relapse prevention.

*Providing a summary to the client.

Cost-Effectiveness of Tobacco Dependence Interventions

Recommendation: The tobacco dependence treatments shown to be effective in this Guideline
(both counseling and medication) are highly cost-effective relative to other reimbursed treatments and
should be provided to all smokers. (Strength of Evidence = A)

Providing Treatment for Tobacco Use and Dependence as a
Covered Benefit

Recommendation: Providing tobacco dependence treatments (both medication and counseling) as
a paid or covered benefit by health insurance plans has shown to increase the number of smokers
who use cessation treatment, attempt to quit, and successfully quit.

Therefore, treatments shown to be effectiveinthe Guideline should be included as covered services
in public and private health benefit plans.

(Strength of Evidence = A)

Behavioral support (counseling)

Behavioral support involves delivering evidence-based behavior change techniques, most commonly
provided face to face (individually or groups). It increases quitting success rates by:

@ Aiding patient to avoid, escape from or copy with urges to smoke and to manage
withdrawal symptoms.

Maximizing the motivation to remain abstinentand scoring the goal of a life lasting cessation.
Self-confidence boosting.

Sharply increasing self-control.

Optimizing the use of medications.



FACTORS CONTRIBUTING to TOBACCO USE

TOBACCO
USE

- Conditioned stimuli: All drug-taking behavior is learnt, a result of conditioning.
Drug-taking behavior is strengthened by the consequences of the pharmaco
logic effects of the medication. Atthe same time, smokers begin to relate spe
cific moods, situations, or environmental factors with nicotine’s reward effects.
Therelationbetweenthem and anticipated drug effectsand theresultingurge
tousetobaccoisanothertypeofconditioningbetweentheuseandthese
otherevents, many times repeated, causes the environmental situations to
become powerful cues for the urge to use.

e Conditioningisamajorrisk factorthatleadstorelapse. Assuch, itmustbe
addressedasanimportant partofthe behavioral therapy fornicotine addiction.

Behavioral support sessions (minimum support for the first
six weeks)

eSession 1:pre-quit. eSession 4: 2 weeks post-quit.
eSession 2: quit date. e Session 5: 3 weeks post-quit.
e Session 3: 1 week post-quit. e Session 6: 4 weeks post-quit.

Intensity of Clinical Interventions
Recommendation:

= Minimal interventions of less than 3 minutes enhance overall tobacco
abstinence rates. Every tobacco user have to be offered atleast a minimal
intervention, whether or not he or she is referred to an intensive intervention.
(Strength of Evidence =A)



eThereisastrongdose-responserelation between the session length of
person-to-person contact and successful treatment outcomes. Intensive i
nterventions are more effective than less intensive interventions and should be
used whenever possible. (Strength of Evidence = A)

e Person-to-person treatment delivered for four or more sessions appears
especially effectiveinincreasing abstinence rates. Therefore, if feasible,
clinicians should strive to meet four or more times with individuals quitting
tobacco use. (Strength of Evidence = A)

-Intensity of person-to-person (one to one) clinical contact :

= Minimal counseling brief intervention
(Longest session < 3 minutes in duration)

eLow intensity counseling
(Longest session > 3 minutes and < 10 minutes in duration)

= Higherintensity counseling Intensive Intervention
(Longest session > 10 minutes)
-closed supportive group therapy:
It should be atleast an hourin length weekly over a 6-weeks treatment period.

Type of Clinician

Recommendation:
= Treatment given by a variety of clinician types, increases abstinence rates. Therefore, all
cliniciansshould provide smoking cessationinterventions. (Strength of Evidence = A)

*Treatmentsdelivered by multipletypesofcliniciansare more effective thaninterventions
delivered by a single type of clinician. Therefore, the delivery of interventions by more than
one type of clinician is encouraged. (Strength of Evidence = C)

Formats of Psychosocial Treatments

Recommendation:

*Proactive telephone counseling, group counseling, and individual counseling formats are
effective and should be used in smoking cessation interventions.
(Strength of Evidence = A)

«Smoking cessation interventions that are delivered in multiple formats increase abstinence
rates and should be encouraged. (Strength of Evidence = A)

» Tailored materials, both printand Web-based, appearto be effectivein helping people
quit. Therefore, clinicians may choose to provide tailored self-help materials to their
patients who want to quit. (Strength of Evidence = B)



Formats of psychological intervention (Intervention type)

Ewd.ence Definition

rating
Anintervention between asingle stop smoking prac-
titioner and a single smoker, at a specified time and
place. Itis usually delivered face to face, although
advances in communication technology have made
remote appointments possible.

A face-to-face intervention facilitated by one or more
stop smoking practitioners with a number of smok-
ers at a specific time and place.

Itshould be atleastan hourinlength, therefore offering a minimum total of six hours’ contact
time with group members over a six-week treatment period.

Toaccountfordiminishing client returns, a minimum of eight members isrecommended to
start a closed-group.

Anintervention delivered by a stop smoking
practitioneroverthephonethatfollowsthesame
specification as one-to-one support.

There should be local pathway in place to ensure

that CO monitoring canstillbe carried outandac-
cess to stop smoking pharmacotherapy on prescrip-
tionisavailable throughout the treatment episode.

Support provided via text.

Ongoing behavioral support provided over the
phone, eitherin between treatment sessions or
afterthebehavioral supportprogram hasended,
inresponsetocallsfromclients. Only trainedstop
smoking practitioners should deliver this intervention.

» Behavioral support provided over the internet.
* Anew area of intervention is stop smoking

applications (apps) available online and via
mobile devices.




Telephone support

Telephone supportis a great method for encouraging smokers to stop. It can be
reactive (wherethesmoker calls ahelplineforinformationandadvice) or proac-
tive (wherethe smoker receives calls from atelephone counsellor at set times).
The strongest evidence for efficacy exists for the proactive form of telephone
support. In part because most smokers do not make the call to quit-line after
enough to getthe full benefit, they ready accept and appreciate proactive calls.
Telephone cessation services are cost effective and have a very wide reach (that
is, therecanbedeliveredtomany peopleoveralarge geographical area).

Key Points

Proactivetelephonesupportforsmoking cessation enhanceslong-termabsti-
nence rates.

Thereisevidence thatadding telephone support to medicationincreases short
and long-term abstinence rates more than that of medications alone.
Thereisnoadvantageinaddingtelephonesupporttoface-to-facesupport.
However, when theintensity of face-to-face counsellingislow, such as providing
asingle counselling session for hospital in-patients, additional follow-up with
telephone counselling has been shown to have a positive effect.

Also, thereisnoevidencethattelephonefollow-up afterintensive supportreduc-
es relapse rates.

Self-help Materials

Self-help materials, such as in written (leaflets and books and booklets) or
electronic (CDs, online), are an inexpensive means of communicating cessation
advice to a potentially big number of tobacco users. However, the content of
these materials is of variable quality.

Key Points

= Self-help materials have only a small effect on long-term cessation ratesin
comparison with no intervention (that is, to assist ‘cold turkey’ quit attempts).

e Approximately 1 out of 100 people who would not otherwise have stopped
smoking will do so for at least 6 months after receiving written self-help
materials (and no other form of assistance).

« Adding self-help materials to other effective interventions, such as brief advice,
face-to-face ortelephone supportand medications, does notappearto
increase the effectiveness of those interventions.



« Self-help materials that are tailored to the individual are likely to be more
effective than non-tailored materials.

eThere are 15 studies have found evidence of effectiveness of text message
mobile phone support programs both in the shortand long-term. Combined
internet/mobile telephone programs together can be effective forupto 12
months for assisting tobacco users to quit.

«Onlinesmoking cessation interventions are low costand have the potential to
reach a large number of smokers. An important advantage of the internet
over printed materials is that of its interactivity and the ability to tailor informa
tiontoindividualneeds. Web-based programsareapromisingdelivery system
forassistingtobaccouserstoquitespeciallyifitisinteractive, butfurther
research is needed to identify their most effective use.

Hypnotherapy (without counseling)

Hypnotherapy is widely promoted as an innovative way to stop smoking. Itis
said to assist smoking cessation by weakling the desire to smoke, or enforcing
thewilltostop. Inspiteofbeinginuseforsomedecades, thereareonlyafew
well-designed studies to evaluate its use. A Cochrane meta-analysis was not
abletoshow thathypnotherapy was betterthan no treatmentandthereisinsuf-
ficientevidencetocompare hypnotherapy with alternative treatments.

Acupuncture

Sometimespeoplehaveacupuncturefortobacco cessationwith theaim of
decreasing withdrawal symptoms. Related therapies include acupressure, laser
therapy and electrical stimulation. At present, thereis no consistent evidence
thatacupuncture, orany related therapy, is better than doing nothing.

The acupuncture meta-analysis comparing “active” acupuncture with “control”
acupuncturerevealed nodifferencein results between the two types of proce-
dures. These outcomes suggest that any effect of acupuncture might be pro-
duced by other factors such as positive expectations about the procedure.

Types of Counseling and Behavioral Therapies

Recommendation: Two types of counseling and behavioral therapies result in
higher abstinence rates: (1) providing smokers with practical counseling (prob-
lem-solving skills/skills training), and (2) providing support and encouragement
as part of treatment. These types of counseling elements should be included in
smoking cessation interventions. (Strength of Evidence = B)

Combining Counseling and Medication

Recommendation:
*The combination of counseling and medication is more effective for smok
ing cessation than either medication or counseling alone. Therefore, whenever



feasible and appropriate, both counselingand medication should be provided to

patients trying to quit smoking. (Strength of Evidence = A)

eThereisastrongrelation between the number of sessions of counseling, when
itiscombined with medication, and thelikelihood of successful smoking
cessation. Therefore, tothe extent possible, clinicians should provide multiple
counseling sessions, inaddition to medication, to their patientswho are trying
to quit smoking. (Strength of Evidence = A)

Self-Management

e [tinvolves cognitive-behavioral strategies that

. . “ A vicious Cycle “
rearrange environmental cues or triggers

- Trigger — situation, behavior, thought or Situation
mood related with smoking or dipping I

= Goal of self-management: For patients to train Thoughts
systematically using coping strategies to not v N
smoke or dip in trigger situations. Behaviors €  Emotions

Self-Management Process

1- Think ahead : patients use information from self-monitoring to develop list of
triggers / high risk situation

2- Preparefortheurge : how will smokers actually handle the situation

3- Cope with the urge : coping skills are :

= Cognitive coping.
e Behavioral coping When you have an urge to smoke

Cognitive coping skills:
Things you can think about

Psychoeducation:

«Urges are time-limited, not continuous urge
«Urges are stronger and more frequent upon initial quitting, but gradually diminish in intensity

For example:

Tell yourself * smoking isn't an option”

Remind yourself of the reasons (Why?) you wanted to quit
Think of how long you have been tobacco-free

Think of how you got through this situation in the past



Behavioral copingskills:
Actions that you can take

e Patients intervene to break up behavior chain

(Situation #rge Smoke) using one (or more) of 3 general strategies:

e Avoid the triggersituation

e Alter or change the trigger situation

e Useanalternativeorsubstituteinplaceofthecigarette orsmokelesstobacco:

- Drink water.

- Delay the desire.

- Deep breathing.

- Do something else.

- Make your mouth and hand busy as much as you can.

Stress and smoking

What causes stress?
Major life events and daily hassles can cause stress

Major life events Daily hassles
- Death of family member - Minor money problems
- Fired from a job - Car trouble
- Divorce - Rude people
- Serious illness -Fights with partner
- Child leavehome - Traffic jams
- Move to a new place - Bad weather
- Pregnancy - Home repairs
- Birth of achild - Arranging child care
- Marriage - Housework
- retirement - Loud children

e Stressis often stated as the main reason for smoking. What types of triggers
or situations provoke stress-related tobacco use?

e Smokers occasionally confuse the relief of their nicotine withdrawal with the
feeling of relaxation. The main goalis to help patients to realize thattobacco is
the problem, not the solution.

Inthelongrun, thedaily hassles causes more stress than the major life events
do. Possible ways to live with stress and bad mood include:



- Deal with the problem directly (problem solving).

- Dootherstress-relieving activities (reading, sports, family gatherings).
- Talk to someone to help solve the problem (support).

- Accept temporary stress (stress management).

- Decision making.

- Assertiveness.

Deep breathing

Itisavery great way to deal with a stressful situation. You can breathe deeply
whilesitting, standing or lyingdown - even while working, sittingaround ata
game or waiting for something.

Pharmacotherapy

Nicotine addiction

1. Nicotine is the main substance in tobacco that results in addiction, but itis not
responsible forthe harmful effects of smoking, which are caused mainly by tar,
oxidizing chemicals, carbon monoxide, polycyclicaromatichydrocarbonsand
other contents of tobacco smoke.

2. Dependence on nicotine develops fast. Studies have shown that non-daily
tobacco use triggers emergentnicotine dependence - inthe Second
Development and Assessment of Nicotine Dependence in Youth study the
source, where subjects had smoked at least one cigarette, 62% smoked at
least once per month, 53% experienced withdrawal symptoms and 40%
experienced the need for daily smoking.

3. Dependence on smoking is a complex process. It requires a close link in time
between the context, in which smoking occurs, its rituals, the sensory stimuli
of touch, taste and smell, and the extremely rapid delivery of nicotine to the
brain that occurs when smoking a modern cigarette. Evidence suggests that
psychosocial, biological and genetic factors all play arole in nicotine addiction.

4. When cigarette smokeisinhaled, the large surface area of the lungs means
that nicotineis rapidly absorbed into the pulmonary venous circulation and
travelsquicklytothebrainthroughthebloodstream. Nicotineintobacco
smoke reaches the brain reward system within seconds of inhalation. This
nicotine targets multiple nicotine receptors in the brain including, but not
confined to, the a4B2 nicotinic acetylcholine receptor. Activation of this and
other receptors triggers the release of dopamine and other neurotransmitters.
This reward system is the common pathway for the experience of pleasure
from many different social, physical and chemical stimulants.



Recommendation:

Physicians have to advise all patients attempting to quit to use effective medi-
cations fortobacco dependence treatment, except where contraindicated orfor
specific populations for which there is insufficient evidence of effectiveness (i.e.,
pregnant women, smokeless tobacco users, light smokers, and adolescents).
(Strength of Evidence = A)

As with other chronic diseases, the most effective treatment of tobacco depen-
dencerequirestheuse of multiple clinical modalities. Medications are a vital ele-
ment of amulticomponentapproach. Theclinician should encourage all patients
initiating a quit attempt to use one or a combination of effective medications,
although medication use may not be appropriate with some patient groups (see
the pervious recommendations).

First-line (FDA-approved) medications:

= Nicotine Replacement Therapy (NRT) (nicotine patch*, nicotine lozenge¥*,
nico tine gum, nicotine nasal spray, and nicotine inhaler).

e Bupropion SR ((Zyban / Wellbutrin)

e Varenicline* (Champix)

Second-line (non-FDA-approved):
e Clonidine
e Nortriptyline.

Each hasbeendocumented toincrease significantly rates of long-term smoking
abstinence.

First-Line Medications

First-line medications are safe and effective for tobacco dependence treatment
and have been approved by the FDAfor this use, exceptinthe presence of
contraindications or with specific populations for which thereisinsufficient evi-
dence of effectiveness. These first-line medications have an established empirical
record of successfulness, and physicians have to consider them firstin choosing
a medication.

Clinical assessment, context and patient preference, the potential for adverse ef-
fects, possible drug interactions, experience with pharmacotherapy convenience
and cost are important in choosing the medication.

*Medications available in Ksa



1. Nicotine replacement therapy (NRT)

Nicotine replacement therapy has been shown to help people stop smoking. Itis
extremely safe and highly cost effective. Its main way of action isto decrease the
severity of withdrawal symptoms associated with smoking cessation by some of
the nicotine that would normally be obtained from cigarettes, without providing
the harmful substances of tobacco. Although NRT does not relieve the withdraw-
alsymptoms completely, it makes the experience of stopping way easier.

Evidence has shown that NRT is mainly effective in users who smoke 10 or more
cigarettes perday. However, itis the person’s anticipated difficulty in stopping
smoking based on their degree of nicotine dependence rather than the number
of cigarettestheysmoke. Thatshouldbeusedtodeterminewhetherto offer
NRT or not.

Key points

e Smoking cessationusing NRTto quitisalways saferthan continuingtosmoke.

e All forms of NRT (at equivalent doses) are similarly effective in aiding
long-term cessation.

= Allforms of NRT monotherapy canincrease the rate of quitting by 50-70%.

e Higherdose forms (Lozenges) of NRT (4 mg) are more effective than
lower dose forms (2 mg) for more addicted smokers.

*NRTshouldbeusedfor8to 12 weeks, butasmallnumber of smokers
may need to use it forlonger (5% may continue to use it for up to a year).
There are no safety concerns with long-term NRT use.

e More than one form of NRT can be used concurrently with increased success
rates and no safety risks.

= Nicotine patches can be given several weeks prior to smoking cessation to
help smokers prepare for quitting. (Pre-loading the ‘cut down then quit’
approach).

«NRT can be used by people with cardiovascular disease. Caution is advised for
peopleinhospital foracute cardiovascularevents, butifthe alternativeisactive
smoking, NRT can be used under medical supervision.

= NRT can be used by smokers aged 12-17 years.

«NRT may be appropriate in pregnant smokersifthey have been unsuccessful
in stopping smoking without NRT.

e Intermittent, short-acting dosage forms (oral) are preferred in pregnancy to
long-acting dosage forms (patches).



Extended Use of Medications

Some groups of smokers may benefit from long-term medication use. Although
weaning should be encouraged for all patients using medications, continued
use of such medication clearly is preferable to a return to smoking with respect
to health consequences. This is because, unlike smoking, these medications
donot (a) containnon-nicotine toxicsubstances (e.g., “tar,” carbon monoxide,
formaldehyde, benzene); (b) produce sharp surges in blood nicotine levels; and/
or (c) produce strong dependence. Finally, it has to be noted that the medica-
tion treatment that produced the largest effects on abstinence rates, of those
analyzed, involved the use of combination long-term nicotine patch therapy +
intermittent NRT (e.g.lozenge)

Clinical use of the nicotine patch (FDA approved

Appropriate as a first-line medication for treating tobacco use

- Pregnancy - Pregnant smokers should be encouraged to quit
without medication. (The nicotine patch is an FDA pregnancy Class D
agent).

- Cardiovascular diseases - NRT is not an independent risk

factorforacute myocardial events. NRT should be used with caution among particular cardiovas-
cularpatientgroups: thoseintheimmediate (within 2 weeks) post-myocardial infarction period,
those with serious arrhythmias, and those with unstable angina pectoris.

- Skinreactions - Upto 50% of patients using the nicotine patch will experience a local skin
reaction. Skinreactionsusually are mild and self-limiting, butoccasionally worsenoverthe course
oftherapy. Local treatment with hydrocortisone cream (1%) ortriamcinolone cream (0.5%) and
rotating patch sites may ameliorate such local reactions. Infewerthan 5% of patients, such reac-
tions require the discontinuation of nicotine patch treatment.

- Other side effects - insomnia and/or vivid dreams

Treatmentof 8 weeksorlesshas been shown to be as efficacious
as longer treatment periods. Patches of different doses sometimes
are available as well as different recommended dosing regimens.
The dose and duration recommendations in this table are examples.
Clinicians should consider individualizing treatment based on specific
patient characteristics, such as previous experience with the patch,
amount smoked, degree of dependence, etc.

OTC or prescription




4 weeks 21mg/24 hours
then 2 weeks 14mg/24 hours
then 2 weeks 7mg/24 hours

- Location -Atthestartofeach day, the patientshould placeanew
patchonarelatively hairlesslocation, typically betweenthe neckand
waist, rotating the site to reduce local skiniirritation.

- Activities — No restrictions while using the patch

- Dosinginformation - Patches should be appliedassoonasthe
patient wakes on the quit day. With patients who experience sleep
disruption, have the patient remove the 24-hour patch priorto bed-
time, or use the 16-hour patch (designed for use while the patientis
awake).

Clinical use of the nicotine patch (FDA approved

Appropriate as a first-line medication for treating tobacco use

Pregnancy - Pregnant smokers should be encouraged to quit without medi-
cation.

Cardiovascular diseases — (the same like Nicotine Patches).

Side effects - The most common side effects of the nicotine lozenge are
nausea, hiccups, and heartburn. Individuals on the 4-mglozenge also had
increased rates of headache and coughing (less than 10% of participants).

Nicotine lozenges are availablein 2-mg and 4-mg (per piece) doses. The 2-mg
lozengeisrecommended for patients who smoketheir first cigarette morethan
30 minutes after waking, and the 4-mglozenge is recommended for patients
who smoke their first cigarette within 30 minutes of waking. Generally, smokers
should use atleast ninelozenges perdayinthefirst 6 weeks; thelozenge
shouldbeusedforupto 12 weeks, withnomorethan 20lozengestobe used
per day.




Lozenge use - The lozenge should be allowed to dissolve in the mouth (move
and park) rather than chewing or swallowing it.

Absorption - Acidicbeverages (e.g., coffee, juices, soft drinks) interfere with
the buccalabsorption of nicotine, so eating and drinking anything except water
should be avoided for 15 minutes before or during use of the nicotine lozenge.
Dosinginformation - Patients often do not use enough intermitted NRT medi-
cinesto obtain optimalclinical effects. Generally, patients should use 1 lozenge
every 1-2hoursduringthefirsté weeksoftreatment, usingaminimumof9
lozenges/day, Then decrease lozenge useto 1 lozenge every 2-4 hours during
weeks 7-9,andthendecreaseto 1lozenge every 4-8hours during weeks
10-12.

Combination Medications

Recommendation:

Certain combinations of first-line medications have been shown to be effective
smoking cessation treatments. Therefore, physicians have to considerusing
these combinations of medications with their patients who are willing to quit.
Effective combination medications are:

e Long-term (> 14 weeks) nicotine patch + other intermitted NRT (gum,
lozenge and spray).

The use of combination of NRT products (combination therapy) has shown an
advantage overusing just one medication alone, enhancing the chances of quit-
ting by up to 34%. Itis also considered cost-effective and should be available as
a part of standard treatment.

Itis recommended that a nicotine patch is used to help with *background’ urges
tosmoke, combined with afaster-acting product (e.g. the mouth spray, lozenge)
tooutplay the dose of nicotine and to assist with *breakthrough’ urges to smoke.

e The nicotine patch + bupropion SR (Strength of Evidence = A)
Both patch and bupropion SR can be used at standard duration and doses.

Pre-cessation nicotine patch (preloading NRT)

Thereisevidencetosupportuseofthenicotine patch priortosmoking ces-
sation. Ameta-analysisfoundthatthenicotine patch used priortoquitday
increased success rates compared to standard therapy. Using a 21 mg/24 hour
patch for 2 weeks before quitting has been approved, then continuing to use
nicotine patch in the usual way for the quit trial and adding oral NRT if needed



2. Bupropion SR 150 mgs (Zyban /Wellbutrin)

Originallydevelopedasanantidepressant, bupropionisanon-nicotine oralther-
apy that decreases the urge to smoke and reduces withdrawal symptoms from
nicotine.

Key points:

e [tispossible mechanisms of action include blockage of neuronal re-uptake of
dopamine and norepinephrine and blockade of nicotine acetylcholinergic
receptors.

[t significantly increases cessation rates compared with placebo.

e Ithasbeen shown to be effective for smokers with depression, cardiac disease
and respiratory diseases, including COPD.

e Ithasbeenshowntoimprove short-term abstinence rates for people with
schizophrenia.

e Bupropion has been shown to be less effective than varenicline for smoking
cessation.

e Bupropion SRis available exclusively as a prescription medication and can be
used in combination with nicotine replacement therapies.

Clinical use of the nicotine patch (FDA approved

Appropriate as a first-line medication for treating tobacco

Pregnancy - Pregnant smokers should be encouraged to
quit without medication. Bupropion has not been shown
to be effective for tobacco dependence treatment in preg-
nantsmokers. (Bupropionisan FDApregnancy ClassC
agent.) Bupropion has not been evaluated in breastfeeding
patients.

Cardiovascular diseases - Generally well-tolerated; occa-
sional reports of hypertension.

Side effects - The most common reported side effects
wereinsomnia (35-40%)and dry mouth (10%).
Contraindications - Bupropion SR is contraindicated in
individuals who havea history of seizures oreating disor-
ders, who are taking another form of bupropion, or who
have used an MAQ inhibitorin the past 14 days.

Patients should begin bupropion SR treatment 1-2 weeks
beforethey quitsmoking. Patientsshouldbeginwitha
dose of 150 mg every morning for 3 days, then increase
to 150 mg twice daily. Dosage should not exceed 300 mg
perday. Dosing at 150 mg twice daily should continue for
7-12 weeks. Forlong-termtherapy, consideruse of bupro-
pion SR 150 mg for up to 6 months post-quit.




Prescription only

Stoppingsmokingpriortoquitdate-Recognizethat
some patients may lose theirdesire to smoke prior to their
quitdateorwillspontaneouslyreducetheamountthey

smoke.

Dosinginformation - Ifinsomniais marked, taking the PM
doseearlier (intheafternoon, atleast8 hoursafterthefirst
dose) may provide some relief.

3. Varenicline

Varenicline was developed specifically for smoking cessation. It acts at the nic-
otinicacetylcholine (ACh) receptorinthe reward centerinthebrain. Varenicline
binds with high affinity at the a482 nicotinic ACh receptor (and other receptors),
whereitacts asa partial agonist to reduce symptoms of craving and withdrawal.
Atthe sametime, if a cigarette is smoked, the drug preventsinhaled nicotine
from activating the a4B2 receptor sufficiently to cause the pleasure and reward
response. This mechanism may explain why quitting can occur laterin a course
of treatment with varenicline.

Key points

eIt canincrease the chances of long-term quitting more than double.

eInanetwork meta-analysisitwasfound to be more effective than bupropion,
more effective than NRT monotherapy and similarin effect to combination
NRT.

e Smokers using varenicline should be advised to report unusual mood changes,
depression, behavior disturbance and suicidal thoughts and if these occur to
stop using the medicine.

eThetarget quitdayisin the second week of treatment. Patients who are not
ready to quitatthattime should continue to use varenicline for several more
weeks as the rate of successful cessation rises during the standard 12-week
treatment period.

eLonger term use (asecond 12-week course) reduces relapse for up to one
year in people who have successfully quit at the end of week 12.



Clinical use of varenicline (FDA approved)

Appropriate as afirst-line medication for treating toba

Pregnancy - Pregnant smokers should be encouraged to
quitwithout medication. Varenicline hasnotbeenshownto
be effective for treating tobacco dependence in pregnant
smokers.

(Varenicline is an FDA pregnancy Class C agent.) Varenicline
has not been evaluated in breastfeeding patients.
Cardiovascular diseases - Not contraindicated

Precautions — Use with caution in patients with significant kidney disease (cre-
atinineclearance < 30mL/min) or who are on dialysis. Dose should be re-
duced with these patients. Patients taking varenicline may experience impairment
of the ability to drive or operate heavy machinery.

Varenicline (Chantix)

FDA Boxed Warning
Neuropsychiatric events :
Depression, suicidality, Changes in behavior, hostility, agitation.
With and without pre-existing psychiliness.

During Driving or Operating Machinery.

Vivid Dreams :

During Driving or Operating Machinery.

Hypersensitivity reactions :
angioedema (can be life threatening)

Skin reactions:
Stevens-Johnson Syndrome, Erythema Multiform.

September 2014 changes

Datafrom a meta-analysis of 5 clinical trials show no increased risk in the inci-
dence of suicidal ideation and/or behavior.

Cautionin patients with a history of seizures or other factors that canlower seizure
threshold; particularly in first month after starting Chantix

Side effects - Nausea, trouble sleeping, abnormal/vivid/strange dreams

Startvarenicline 1 week beforethe quitdateat 0.5 mg
oncedailyfor3days, followed by 0.5 mgtwice daily for4
days, followed by 1 mgtwicedaily for 3months. Vareni-
clineisapprovedforamaintenanceindicationforupto6
months. Note: Patient should be instructed to quitsmoking
onday 8, when dosageis increasedto 1 mg twice daily.

Prescription only




Preppitgismoking prior to quit date - Recognize that some
patientsmaylosetheirdesiretosmokepriortotheirquit
date orwill spontaneously reduce the amount they smoke.

Dosinginformation -Toreduce nausea, take on a full stom-
ach. Toreduce insomnia, take second pill at supper rather
than bedtime.

Interactions of First-Line Tobacco Use Medications with
Other Drugs

Themain goal oftreating tobacco useand dependenceisabstinence from
tobacco products completely. In achieving this goal, the metabolic effects of
tobacco abstinence must be understood with respect to potential changes in
homeostasis that occur in response to quitting and, eventually, the elimination of
nicotine fromthe body. Thisis particularly important for smokers who use other
medicationsforchronicdisease state managementbecausethey essentially are
in a homeostatic metabolic condition and the titration of their chronic disease
medications may have been influenced by their smoking status.

The polycyclicaromatic hydrocarbons in tobacco smoke are metabolicinducers
of someisoformsofthe hepaticcytochrome P450. Thus, when smokers quit
and the P450 system returns to its basal level of functioning, the concentration
of drugs metabolized by these particular CYP isoforms may increase. As a result,
smokerswho quitcan experienceside effectsfrom supra-therapeuticdruglevels
of caffeine, theophylline, fluvoxamine, olanzapine, and clozapine (antipsychotic
medications/antidepressant). Thiscan have serious consequences for selective
drugs such as clozapine, with its associated Agranulocytosis.

Although nicotine is metabolized by CYP2A6, it does not appear to induce CYP
enzymes. So, when a smoker is switched from cigarettes to a nicotine replace-
mentproduct, changesindrug metabolismaresimilartothose seenwhen
quitting without NRT.

Nicotine produces sympatheticactivationthatmay decreasethe sedative effects
of benzodiazepines, and the vasoconstrictive effects of nicotine may decrease
subcutaneous absorption of insulin. Nicotine also may decrease the ability of
beta-blockerstolowerbloodpressureandheartrateand maylessenopioid
analgesiceffect. When nicotinereplacementproducts are stopped, adjustments
in these types of medications may be necessary.



Pharmacodynamic Drug Interactions of contraceptive pills
with Smoking

Smokers who use combined hormonal contraceptives have anincreased risk of
serious cardiovascular side effects:

- Stroke.
- Myocardial infarction.
- Thromboembolism

Thisinteraction does notreduce the efficacy of hormonal contraceptive.
Women who are 35 years of age or older AND smoke at least 15 cigarettes per
day are at significantly higher risk.

= The use of combined hormonal contraceptives must be strongly discouraged
inwomenwhosmokeregularly. Considerable epidemiologicevidenceindicates
that cigarette smoking substantially increases the risk of adverse cardiovas
cular events (mainly stroke and myocardial infarction [MI]) in women using oral
contraceptive pills this risk is age-related.

e Accordingly, experts said that combined hormonal contraceptive useis contra
indicated (i.e., method should not be used) in women who are 35 years of age
orolder AND heavy smokers (at least 15 cigarettes/day).

«Women should be advised to consult with their physician/provider about
alternative birth control methods (i.e., non-hormonal method, such as IUD, or
progestin-only contraceptive).

Benefits of stopping smoking

QUITTING: HEALTH BENEFITS

Circulation improves, Lung cilia regain normalfunction
walkingbecomeseasier Abilitytoclearlungsof mucus

Lungfunctionincreases 3 months increase

Coughing, fatigue, shortness of
breath decrease
months
Excess risk of CHD
Decreases to half that of a continu- 1
ing smoker Year
5 Riskofstrokeisreducestothatof
Years peoplewhohaveneversmoked
Lung cancer death rate drops to

halfthat of acontinuing smoker

Riskofcancerofmouth, throat, : o
esophagus, bladder, kidney, pan- 2 After Risk of CHDissimilartothatof
creas decrease 15years people who have never smoked




Smoking cessation is the ultimate thing that a person can do toimprove
their current and future health. The earlier the better. However, it is never
too late to stop. People who stop smoking have:

» A reduced risk of dying early.

» A reduced risk of developing lung cancer.

e Areduced risk of coronary heart disease and stroke.

» Areduced risk of dying from chronic bronchitis and emphysema.

e Improvementinrespiratory symptoms, suchascoughandshortness
of breath.

» Reducedrisks of other cancersrelated to smoking (forexample, upper
respiratory tract, esophagus, bladder and pancreas).

» Reducedrisks of complicationsin pregnancy and childbirth (forexam
ple, placenta previa and placental abruption).

e Improvement in some mental health symptoms

e Fewer sick days off work.

e Faster improvement in recovery from surgery and reduced perioperative
risk.

» Areversal of the risks of smoking if cessation is reached by the age
of 35.
Stopping smoking willalso:

e Setagood example forchildren and young people (children of
non-smokersarelesslikelytobecomeregularsmokers).

« Improvethe health of young children of parents who have stopped
smoking.

e Save a whole lot of money.

SMOKING CESSATION:
REDUCED RISK of DEATH

» Prospective study of 34,439 male British doctors
» Mortality was monitored for 50 years (1951-2001)
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Smoking Reduction (Harm Reduction)

Rather Than Smoking Cessation

1- Thereisalsoevidencefortheuseof NRTtohelptobaccouserswho
are not willing to quitimmediately to decrease theirtobacco (patch
—-gum-inhaler), andthen progress to quitting. (Cut down then stop or
reduce to quit) approach has been approved for smokers using NRT to
reduce the number of cigarettes they smoke before stopping
completely within 6 months.

2- Ameta-analysisfoundthatreducing cigarettes smoked before quitday
versus quitting abruptly, with reduction before, produced comparable
quit rates that favors reduction.

3- The user should aim to reduce consumption by at least 50% in the
first 6 weeks, and then over the next 18 weeks, this reduction can
either be maintained, the person can continue to reduce orthey can
quitcompletely. The person should try to stop smoking completely
within 6 months. If a reduction of at least 50% is not reached in the
first 6 weeks, thenthis methodisfutileand he should stop from
continuing this treatment strategy.

4- NRT should be used as normal once the quit trial has started.

5-There are no safety concerns when using this strategy in the
general population of people who smoke. However, there is no
evidence to recommend its use by those with unstable cardiovascular
diseaseorbythosewhohavesufferedarecentcardiaceventorby
pregnant women whosmoke.

Weight Gain after Stopping Smoking

* Most tobacco users who quit gain weight. The majority will gain
between 4 and 5 kg on average in the first year of abstinence.

«Women tend to gain slightly more weight than men do.

eForsomesmokers, womeninparticular, fearsandconcernsabout
weightgainare motivatorsto startsmoking orcontinuesmoking. That




is why concerns about weight gain can be barriers to quit smoking.

e Post-cessation weight gain is caused both by increased intake and by
decreased metabolism.

eTheinvolvement of metabolic mechanisms evenif smokers do not
increasetheircaloricintake upon quitting, they willsomehow gain
some weight.

Recommendations to Clinicians When Addressing Weight Gain

How should the clinician deal with concerns about weight gain? First,
the clinician have to be sincere about the likelihood of weight gain and
shouldnt minimize its significance to the patient. Rather, the clinician
should inform him about it and prepare forits occurrence. Theclinician
alsoshould counterexaggerated fearsabout weightgaingiventherela-
tively moderate weight gain that typically occurs. Clinicians should tell the
patientthat smoking presentsamuch higherhealthriskthanthe negligi-
ble health risk involved in the modest weight gain that accompany with
smoking cessation.

Dieting at the same time as stopping smoking may increase the
risk of relapse, therefore people should concentrate onreaching the
goal ofabstinenceand maintainit. Andthenthinkaboutasolutionfor
weight gain. However, people with other conditions such as diabetes and
morbid obesity may need special attention regarding weight gain during
their quit attempt. Medications such as NRT (In particular nicotine loz-
enge) and/or bupropion SR, can reduce weight gain, thus allowing peo-
pletodeal with quitting first. Increasing physical activity isalso a helpful
way of controlling weight gain.

Second, duringthequitattempt, theclinicianshould offertohelpthe
patientaddress weight gain (either personally or via referral) once the
patient has successfully quit smoking. The patient should be encouraged
tomaintain oradopt a healthy lifestyle, including engaging in moderate
exercise, eating plenty of fruits and vegetables.



Available research does not show that interventions to increase
exercise reliably boost smoking abstinence rates. One recent
study, however, showed that an exercise program occurring in three
45-minutesessions perweekincreaseslong-termsmokingabstinencein
women and delays weight gain when it is combined with a cognitive-be-
havioralsmoking cessation program. Aswasthecaseforweightloss
interventions, there is no evidence that exercise interventions undermine
successinstoppingsmoking. Some evidence suggests that weight
gainisreducedifsmokingabstinenceisaccompaniedbyamoderate
increase in physical activity. Vigorous exercise programs should not be
applied without consultinga physician. Althoughit may bedifficult toget
smokers to adhere to a vigorous exercise program, smokers should be
encouragedtoengagein moderate exercise and physical activity as part
of a healthy lifestyle.

Other Specific Populations and Topics

Recommendation:

Theinterventionsfoundto be effective in this Guideline have been shown
tobeeffectiveinavariety of populations. Inaddition, many of the studies
supporting these interventions comprised diverse samples of tobacco
users. Therefore, interventions identified as effective in this Guideline are
recommended for all individuals who use tobacco, except when medical-
ly contraindicated or with specific populations in which medication has
not been shown to be effective (pregnant women, smokeless tobacco
users, lightsmokers, andadolescents). (Strength of Evidence = B)

Children and Adolescents

Recommendation:

« Clinicians should ask pediatricand adolescent patients about tobacco
use and provide a strong message regarding the importance of totally
abstaining from tobacco use. (Strength of Evidence = C)

«Counseling has been shown to be effective in treatment of adolescent
smokers. Therefore, adolescent smokers should be provided with
counselinginterventionstoaidtheminquittingsmoking. (Strength of
Evidence = B).

e Secondhand smokeis harmfulto children. Cessation counseling de-



liveredin pediatricsettingshasbeen shownto be effectiveinincreasing
abstinence among parents who smoke. Therefore, to protect children
from secondhand smoke, clinicians should ask parents about tobacco
use and offer them cessation advice and assistance. (Strength of Evi-
dence =B)

1. Itisestimated that more than 80% of smokers become nicotine
dependent asteenagers.

2. Young people experiment with or begin regular use of tobacco for
avariety of reasons, including social and parental norms, advertising,
moviesand popular media, peerinfluence, parental smoking, weight
control, and stress curiosity. Because tobacco use often begins during
preadolescence, clinicians should routinely assessandintervene with
this population.

3. Young people underestimate the addictive potential of nicotine.
Adolescent smokers, both occasional and daily smokers, are more
likelythannonsmokerstothinktheycanquitatanytime. However,
onlyabout4 percentofsmokersaged 12 to 19 successfully quit
smoking each year, and the rate of failed adolescent quit attempts
exceeds that of adult smokers.

4. Adolescents are very interested in quitting; 82 percentof 11-to
19-year-olds who smoke are thinking about quitting, and 77 percent
have madeaserious quitattemptinthe pastyear.Adolescentquit
attempts are rarely planned, and adolescents tend to choose
unassistedratherthanassisted quitmethods, eventhoughyoung
people who enrollin a tobacco cessation program are twice as likely to
succeed in their quit attempt.

Tobacco Use Treatments in Children and Adolescents

Counseling:

Theuseofcounselingapproximately doubleslong-termabstinencerates
whencomparedtousual careornotreatment. Inthesestudiesusual
caremay haveincludedbriefadvice, self-help pamphlets, reading mate-
rials, ora referral. Note thatalthough counseling does boost abstinence
rates, absolute abstinence rates were quite low.

Onerecent meta-analysis found significant effects for studies that em-
ployed cognitive behavioral strategies (self-monitoring and coping skills),
social influence strategies (addressing social influences that serve to



promote or maintain smoking), and motivational strategies (techniques to
clarify desire forchange and reduce ambivalencetoward change).

»Physicians have to assess adolescent tobacco use, offer counseling,
andfollow up withthese patients. Asking abouttobacco use andad
vising adolescents to quit are the first goal for an effective interventions.
Physicians may use motivational interventions which can be adapted
foruse with adolescents. Itisimportant for cliniciansto intervene with
adolescentsinamannerthatrespects confidentiality and privacy
(e.g., interviewing adolescents without parents present).

- Recentresearch suggeststhattobaccouseinterventions providedto
parentsin pediatric clinics or during child hospitalizations increase
parents’ interest in stopping smoking, parents’ quit attempts and
parents’ quit rates.

e Childrenandadolescentsalsobenefitif parentsaregiveninformation
on secondhand smoke exposure. The information on the harms of
secondhand smoke reduces childhood exposure to such smoke and
may decrease parental smoking rates.

Tobacco Use Medications
Althoughnicotinereplacementhasbeenshowntobesafeinadoles-
cents, thereislittle evidence thatthese medications are effectivein pro-
motinglong-term smoking abstinence amongadolescentsmokers. Asa
result, they are not recommended as a component of pediatric tobacco
use interventions.

Recommended smoking cessation treatment

»Counselling is considered to be vital in this age group.

e Health professionals should ask about smoking and provide a strong

anti-smoking advices.

«NRTis recommended to adolescents only with precautions. The health
professional havetoassessthe nicotine dependence, motivation toquit
and willingness to accept counselling before recommending NRT
(NRT is less harmful than smoking).

Bupropion and varenicline are notapproved for use by smokers under 18
years of age.



Pregnant and breastfeeding Smokers

Recommendation:

e Because of the serious risks of smoking to the pregnant smoker and
the fetus, whenever possible pregnant smokers should be offered
person-to-person psychosocial interventions that exceed minimal
advice to quit. (Strength of Evidence = A)

e Although abstinence early in pregnancy will produce the greatest
benefits to the fetus and expectant mother, quitting atany pointin
pregnancy canyieldbenefits. Therefore, cliniciansshould offer
effectivetobaccodependenceinterventionsto pregnantsmokersat
thefirst prenatal visitas wellasthroughout the course of pregnancy.

(Strength of Evidence = B)
= Although 20-30% of women quit whenthey become pregnant, about

70% of these women relapse either during pregnancy or afterthe baby
is born. The only safe level of smoking in pregnancy is not smoking at
all because:

- Any level of nicotine or tobacco smoke exposure increases the risk of
adverse effects.

- Thegreatestgainin health benefitscomesfrom quitting ratherthan
cutting down.

Smoking in pregnancy have risks to both the woman and the fetus. Cig-
arettesmokingby pregnantcauseadversefetal outcomes, includingstill-
births, spontaneous abortions, decreased fetal growth, premature births,
low birth-weight, placental abruption, and sudden infant death syndrome
(SIDS); and has been linked to cognitive, emotional, and behavioral prob-
lemsin children. Many women are motivated to quit during pregnancy,
and health care professionals can take advantage of this motivation by
reinforcingthe knowledge that cessationwillreduce health risksto the fe-
tusand thatthere are postpartum benefits for both the mother and child.



Psychosocial intervention

=A“usual care”intervention with pregnantsmokers consistsofa
recommendationtostopsmoking, often supplemented by provision of
self-help material or referralto astop-smoking programor brief
counseling.

e Person-to-person psychosocial interventions typically involved these
treatmentcomponentsaswellasmoreintensive counselingthanjust
minimal advice.

e Psychosocial interventions are so effective than usual carein getting
pregnantwomen to quitwhilethey are pregnant, andis with a positive
effect of counseling on postpartum quitting.

Clinical practice suggestions for assisting a pregnant pa-
tient in stopping smoking

Assess pregnant
woman’s tobacco
use status using

a multiple-choice
question to improve
disclosure.

Congratulate
those smokers
whohavequiton

their own.

Motivate quit
attempts by pro-
viding educational
messages about
the impact of
smoking on both
maternal and fetal
health.

Give clear, strong
advice to quit as
soon as possible.

Many pregnantwomendeny smoking, and the multi-
ple-choice questionformatimprovesdisclosure.

For example:

Which of the following statements best describes your
cigarette smoking?

¢ Ismokeregularly now; aboutthe same asbeforefinding
out I was pregnant.

¢ Ismoke regularly now, butI've cut downsinceIfound
out I was pregnant.

¢ I smoke every once in a while.

¢ T have quit smoking since finding out I was pregnant.
o] wasn't smoking around the time I found out I was preg-

Toencourage continued abstinence.

These are associated with higher quitrates.

Quitting early in pregnancy provides the greatest
benefit to thefetus.




Use problem-solving Reinforces pregnancy-specific benefits and

el I LU OB LD increases cessation rates.
provide social support

and pregnancy-specific
self-help materials.

Arrangeforfollow-up The woman and her fetus will benefit even when

assessments throughout [T :

uitting occurs late in pregnancy.
pregnancy, including a 9 preg Y
further encouragement
of cessation.

In the early postpar- Postpartum relapse rates are high, even if
Ll L b s a woman maintains abstinence throughout

relapse and be prepared
to continue or reapply
tobacco cessation in-
terventions, recognizing
that patients may mini-
mize or deny smoking.

pregnancy.

« Quitting smoking prior to conception or early in the pregnancy is most
beneficial as smoking may decrease fertility and some adverse effects
occurearlyinthepregnancy, buthealth benefitsresultfromabstinence
at any time.

«Even women who have ceased completely from tobacco for 6 or more
monthsduring pregnancy have ahigh rate of relapseinthe postpartum
period. Postpartum relapse may be decreased by continued emphasis
on the relationship between maternal smoking and poor health
outcomesininfantsand children (e.g., SIDS, respiratory infections,
asthma, and middle ear disease).

e Meta-analytic results support the effectiveness of self-help materials
compared to either basicinformation sheets or nointerventionin
assisting women to quit during pregnancy.

Tobacco use medication and pregnant smokers

Effectiveness

There is limited evidence of the effectiveness of NRT in helping preg-
nant women stop smoking. The main benefits of using NRT are the
removal of the other harmful substances contained in tobacco smoke
and the lower dose of nicotine delivered by NRT than tobacco smoke.
NRT can be used by pregnant and breastfeeding mothers, but the



risks and benefits should be explained carefully to the woman by a
suitably qualified health professional and the clinician supervising the
pregnancy have to be consulted.

Safety

Cigarette smoke consists of thousands of chemicals, many of which may

contributetoreproductivetoxicity. Of particularconcernare carbon mon-

oxide, nicotine, and oxidizing chemicals.

e High levels of carbon monoxide exert neuro-teratogenic effects.

» Oxidizingchemicals arelikely toresultinanincreased risk ofthrombotic
complications and, by reducing nitricoxide availability, contribute to
placental vasoconstriction and premature labor.

» Nicotinemay contributetoadverse effects of cigarette smoking during
pregnancy andresultininjury tothe fetus. Nicotine has been postulat
ed to cause utero-placental insufficiency via vasoconstriction, to pro
ducefetal neurotoxicity resultingindelayed orimpaired braindevelop
ment, toinhibit the maturation of pulmonary cellsandto increase the
risk of SIDS. These concerns are based primarily on animal studies.

e Expertshave concluded thatthevarioustoxinsincigarette smoke (as
opposed to the nicotine itself) are most likely to be responsible for
the harm associated with smoking in pregnancy. Even if nicotine is
associatedwithharminpregnancy, therearesomedifferences between
NRT and smoking. Forexample, blood nicotine levels are typically lower
when using NRT, and NRT delivers nicotine more slowly compared with
smoking. Of course, NRT delivers only nicotine, without the many other
harmfulsubstancescontainedintobaccosmoke.However,women
who were treated with NRT had significantly higher quit rates during
pregnancy than did women receiving cognitive behavioral treatment
(CBT) alone.

eIngeneral,intermittent (oral) NRT havetobeused during pregnancy to
deliver alowertotal daily nicotine dose. However, larger doses or even
combination therapy may be required to relieve cravings and withdrawal
symptomsin pregnancy duetothe fasterclearance of nicotine. If
patches are used by pregnant women, they should be removed before
going to bed or the mother could use a special 16 hours patches
designed forthis matter to protect the fetus from continuous exposure
to nicotine. While nicotine passes from mother to child in breast milk, it
is not likely to be dangerous.

» Neither of the two prescription medicines for smoking cessation, vareni-



cline and bupropion, has been shown to be effective or safe for smoking

cessationtreatmentin pregnantandbreastfeedingsmokersandtheyare

not recommended.

- Safety is not categorical. A designation of “safe” reflects a conclusion
thata drug’s benefits outweigh its risks. Nicotine most likely does have
adverse effects on the fetus during pregnancy. Although the use of NRT
exposes pregnant women to nicotine, smoking exposes them to nico
tine plusnumerous other chemicalsthatareinjurioustothewomanand
fetus. These concerns mustbe consideredin the context ofincon
clusive evidence that cessation medications boost abstinence ratesin
pregnant smokers.

e Regarding breastfeeding and NRT use, nicotine freely passesinand out
of breast milk, depending on the concentration of nicotine in the mater
nalblood (whichisinturnaffected by cigarette consumption, frequency
of breastfeeding and the time between smoking and breastfeeding).
Due to the relatively low oral availability of nicotine. It is unlikely that this
verylowlevelof exposureisharmfultotheinfant. Theimportance
of continuing to breastfeed, regardless of smoking status, should be
stressed.

Summary of tobacco use Medications and pregnant and breastfeed-
ing smokers

»The Medicines and Healthcare products Regulatory Agency (MHRA
- UK) recommends that pregnant women should try to stop smoking
withoutusing NRT. Ifthisis not possible then NRT may be recom
mended as the risk to the fetus of continued smoking by the mother
far outweighs any potential side effects of NRT.

eTimeis of particularimportance, so, women should not need to fail
to quit before being offered access to stop smoking medications. NRT
shouldbe madeavailableinthefirstinstance, anditisadvisedthat
theshorter-actingoral products, ratherthannicotine patches, are used
initially.

»NICErecommendedthatNRT canbeusedbypregnantwomenas
long as stop smoking practitioners discuss the risks and benefits of
NRTwiththeclient, usingtheir professional judgment when deciding
whetherto offerprescriptiontothosewhoexpressaclearwishto
receive NRT.An analysis of the risks and benefits of smoking versus
using NRT overwhelmingly supports the use of NRT.



People with Psychiatric/Mental Disorders (MD)

1- Psychiatric disorders are more common among smokersthaninthe
general population. Forinstance, as many as 30 to 60% of patients
seeking tobacco dependence treatment may have a past history of
depression (USA).

2- Thesmoking rate people witha mental health problemare about
32%. In some cases, such as for people with schizophrenia, therate s
up to 66%. (Australia).

3- Those with a mental disorder are responsible for 42% of tobacco
consumptionin England, with 31% of all tobacco consumption by
those with a common mental disorder.

4- Thereisevidencethat people with mentalillness are just as motivated
to quit as the general population. Tobacco smoking can also interfere
with the medications taken forschizophrenia and depression, and the
doses of some psychotropic medications may need to be decreased.

5- Smokingisresponsible forthelargest proportion ofthe excess
mortality of people with amental disorder. Menand women with

schizophrenia in the community have, respectively, a 20 -and 16-year
reduced life expectancy with, forexample, the death rate from
respiratory diseases amongst people with schizophrenia beingthree
times higher thanaverage.

6- Treatingtobaccodependenceisaworthwhileinterventionforpeople
withsevere mentalillnessand may bejustaseffectiveasforthe
generalpopulation. However, theclinician maywishto offerthe
tobacco dependence treatment when psychiatricsymptoms are not
severe.

7- Smokers currently experiencing a psychiatric disorder are at
heightenedrisk for relapse tosmoking afteracessationattemptdue
tophysical, financialandsocialdisorderbecause oftheirillness.

8- Although patientsininpatientpsychiatricunitsareabletostop
smoking with few adverse effects (e.qg., little increase in aggression),
stopping smoking ornicotine withdrawal may exacerbate a patient’s
comorbid condition (depression).

9- Infact, smoking cessationis associated with reduced depression,
anxiety and stress together with improved mood.

Mentalillnessisnotacontraindicationtostoppingsmokingbutthe

illnessanditstreatmentneedtobe monitored carefully duringsmoking

cessation.



Recommended smoking cessation treatment

e Intensivesmoking cessationcounsellingandclosefollow-upare
important in thisgroup.

«NRT is safe and effective for people with a mental iliness.

e Consultation with a psychiatrist may be considered for advice on use of
medicinesforsmoking cessationin people with significant mental

illness.
e Bupropion may notbe suitable for people with a history of seizures,

peoplewitha history of anorexia or bulimia and people using otheranti
depressants. Caution is needed if there is concomitant use of bupro
pion with drugs such as tricyclic antidepressants and selective sero
tonin reuptakeinhibitors. These drugs should be initiated at the lower
endofthedosagerange whileasmokeristakingbupropion.Inthe
more common situation thatbupropionisinitiatedfora personalready
takingsuch antidepressantsthenthedoseoftricyclic, orselective
serotonin reuptake inhibitor, may need to be decreased. Bupropion
should not be used in patients taking monoamine oxidase inhibitors
(MAOIs) including moclobemide. A 14-day washout is recommended
between completing MAOIs and starting bupropion. Consultation with
a psychiatrist may be considered for advice on co-prescribing bupropi
on with otherantidepressants.

eThereisincreasingevidence of the safety and efficacy of vareniclinein
peoplewithsignificant psychiatricillness. Varenicline helps with with
drawal symptoms and takes away the pleasure of smoking. There
have been reports of depressed mood, suicidal ideation and changesin
emotion and behavior using this product, though a meta-analysis of
data from 17 clinical trials found no association. Several randomized
trials have shown varenicline to be safe and effective in depression and
schizophrenia. Therefore varenicline can be used in this population but
prescribers should ask patients to report any mood or behavior chang
es. Patients should be advised to stop taking varenicline at the first sign
of any of these symptoms.

People with substance use Disorders (SUD)

1- Tobaccosmokingiscommonin people withotherdruguse suchas
alcohol, cannabis and opiate dependence. Cannabis and tobacco are
often used together as a way of smoking cannabis.

2- Smoking cessation hasnotbeenamajor partof clinical interventions
with these people as the attention is usually focused on the alcohol
orillicitdruguse. Thereis good evidence that smoking cessation can



enhance short-term abstinence, rather than compromise the outcome
of drug and alcohol treatments.

3- Stoppingsmokingdoesnotseemto makeitmoredifficulttostop
drinking, although the evidence is not consistent and further research
is required.

4- People with alcohol dependence typically have lower success rates
in smoking cessation compared to the general population. There is
alsoevidencethatcontinued smokingadversely affectstreatmentfor
cannabis dependence. Success in smoking cessation for people with
opiate dependence is lower than the general population.

5- Recentevidence suggests that some smokers who useiillicitdrugs are
less likely to quitasthey perceive that this may have an adverse effect
ontheirdruguse, i.e. they think that they will need more of theillicit
drugs as a consequence of quitting.

Recommended smoking cessation treatment

e Health professionals should offer encouragement, motivation, advice
and counselling to these people.

«NRT is effective for quit attempts.

* Bupropionshouldbe monitored carefully when used concurrently with
alcohol use.

«Varenicline can be used. Prescribers should ask patientsto reportany
mood or behaviorchanges.

Hospitalized Smokers

Itisvital that hospitalized patients (included patientsinlong term care
facilities) attemptto quitusingtobacco because tobaccouse mayin-
terfere with their recovery and overall health. Among cardiac patients,
second heart attacks are more common in those who continue to smoke.
Lung, head,andneckcancerpatientswhoaresuccessfully treated for
their cancer but who continue to smoke are at elevated risk for a second
cancer. Additionally, smoking negatively affects COPD as well as bone
and wound healing.

Pre-operative smoking cessation can significantly reduce the risk of
post-operative cardiacand pulmonary complicationsandtheduration of
the hospital stay, as well as decrease the risk of wounds infection and de-
layedwounds healing. Inaddition, long-term abstinence reduces therisk



of developing new diseases and has been associated with a decreased
risk of diseasesprogression.

Hospitalized patients may be particularly motivated to make a quit at-
temptfortworeasons: First, theillness resulting in hospitalization may
have been caused orexacerbated by tobacco use, highlighting the
patient’s perceived vulnerability to the health risks of smoking and making
the hospitalization a “teachable moment.” Second, every hospital must
now be smoke-freeifitisto be accredited. Asaresult, every hospitalized
smokeristemporarily housedinasmoke-free environment. Inaddition,
more hospitals are adopting policies establishing tobacco-free campus-
es, thusextendingsmoke-free spacefromindoorfacilitiestosurrounding
outdoorenvironments. Forthese reasons, clinicians should use hospital-
ization as an opportunity to promote smoking cessation. This alsoisan
opportunity for clinicians to prescribe medications to alleviate withdrawal
symptoms.

Unlike many other tobacco smoke components, such as carbon monox-
ide, nicotine is not a significant risk factor for cardiovascular diseases or
foracute cardiacevents. NRT provides less nicotine less rapidly than cig-
arettesmokingandcanbesafely used by almostall patients. NRTcan
be provided to people with cardiovascular disease. However, for those
who have suffered a cardiovascular event (for example, a myocardial
infarction ora stroke) inthe past 2 weeks or who have a poorly controlled
disease, treatment should be discussed with a physician.

Inthese cases, oral NRT products rather than patches are recommended
as the preferredoption.

ArecentCochranereview reportedthatdelivering stopsmoking services
to inpatients has a positive impact. Trials found that programs begun
during a hospital stay, and which included follow-up support for at least
onemonth afterdischarge, areeffectivein helping patientsto quit.



Suggested interventions for hospitalized patients

Forevery hospitalized patient, thefollowing steps should betaken:

= Askeach patientonadmissionifheorsheusestobacco
and document tobacco usestatus.

= For current tobacco users, list tobacco use status on the
admission problemlistand asadischarge diagnosis.

= Use counseling and medications to help all tobacco users
maintain abstinence and to treat withdrawal symptoms.

- Provide advice and assistance on how to quit during
hospitalization and remain abstinent after discharge.

= Arrange for follow-up regarding smoking status. Supportive
contact should be provided for at least a month after discharge.

Light Smokers

Recommendation:

Lightsmokers should be identified, strongly urged to quit, and provided
counseling cessationinterventions. (Strength of Evidence = B)

e Alight smokeris anyone who smokes fewer than 10 cigarettes per day.
Thisdefinitionincludesindividuals who may notsmokedaily. Light
smoking does not refer to smoking low-tar/low-nicotine cigarettes.

e Despitelowerconsumptionlevels, lightsmokersareatrisk fordevel
oping smoking-related diseases. Alarge, longitudinal study in Nor
way (N=42,722)foundanincreaseinrisk of deathfromischemicheart
diseaseandothertobacco-related causesforbothmenandwomen
who smoked one to four cigarettes per day. Similar results were found
ina Finnish cohort, in which menwho reported being“occasional
smokers” demonstrated increased cardiovascular morbidity and
mortality.



e Light smoking is becoming more common, perhaps due to smoking
restrictions and increases in the price of cigarettes.

e Many lightsmokerswantto quitbut havedifficulty doing so. Thisis
consistentwithevidence that many light smokersare dependent, even
thoughtheysmokerelatively few cigarettes. Lightsmokersalsoareless
likely to receive treatment than are heavier smokers.

e Lightsmokersshould be provided counselingtreatmentsidentified as
effective in thisGuideline.

Tobacco Use Medications

Onestudy foundthat use of the nicotinelozenge significantly increased
12-monthabstinence ratesamonglight smokers (< 15 cigarettes per
day) compared toplacebo.

People in prison

= The prevalence of smoking in the prison populationis far higherthan
amongthegeneral population,andtobaccouseisaccepted asthe
normin prison life (around 80% of the prison population smoke - UK).

eThereis a strong association between smoking tobacco and social
disadvantage and those from low socioeconomic groups who are
over-represented in the prison system, for example, Indigenous people,
drugusers, thelesseducated and those suffering mentalillness.
Each of these factors predicts higher smoking rates.

eIncorrectional settingswherelongintervalsmayexistsbetween
opportunitiestosmoke, dependentsmokersmay experiencerepeated
periods of withdrawal. This causes considerable distressandisa
strongargumentinfavorofsupported cessation asthe optimum
means to address nicotine addiction in this setting.

e Motivation to quit smoking is high in the prison population.

e« Smokingcessationprograms conductedinprisonsshouldaddress
prison-specificdifficulties by including items such as a stressor pack to
assist prisoners during transfer to other prisons and court appearanc
es. Support programs should also discuss how to prevent relapse on
release from prison.



Recommended smoking cessation treatment

e Health professionals should take every opportunity to offer advice
to quit.

e Provide pharmacotherapy (NRT, bupropion, varenicline).

e Provide proactive telephone counselling.

e Follow-up closely.

Older Smokers

Smokers over the age of 65 can benefit greatly from abstinence. Older
smokerswhoquitcanreducetheirrisk ofdeathfromcoronary heart
disease, COPD, and lung cancer and decrease their risk of osteoporosis.
Moreover, abstinence can promote more rapid recovery fromillnesses
thatareexacerbated by smokingandcanimprove cerebralcirculation.In
fact, age does not appear to diminish the desire to quit or the benefits of
quitting smoking, and treatments shown to be effective inthis Guideline
have been shown to be effective in older smokers. However, smokers
overthe age of 65 may be less likely to receive smoking cessation med-
icationsidentified as effective in this Guideline. Issues particularto this
population (e.g., mobility, medications) make the use of proactive tele-
phone counseling appear particularly promising.

Data suggestthatwomen are more likely to seek assistancein their quit
attemptsthan men. It has been suggested that women benefit fromthe
sameinterventionsas domen, although the data are mixed onwhether
they benefit as much as men. Women may face different stressors and
barriersto quitting that may be addressed in treatment. These include
greaterlikelihood of depression, greater weight control concerns, hor-
monal cycles, greater non-pharmacologic motives for smoking (e.g., for
socialization), educational differences, and others.

Women have afaster clearance of nicotine (by 15%), who used contra-
ception (by40%), and who are pregnant (by 60%). So, larger dose of
NRTmayberequiredtorelievecravingandwithdrawalsymptoms.
Itisimportanttoimpactthegender-specificmotivationthatmayincrease
quit attempts and success (e.g., quitting to improve fertility and reproduc-
tive health, pregnancy outcomes, physical appearance, and osteoporo-
Sis).



Medical Comorbid Conditions, Including

Cancer, Cardiac Disease, COPD, Diabetes, and Asthma

Smokers with comorbid medical conditions such as cancer, cardiac dis-
ease, COPD, diabetes, and asthma are important to target for tobacco
usetreatments, giventherole that smoking playsin exacerbating these
conditions. Clinicianstreatingsmokerswiththese conditionshaveanide-
al“teachable moment”inthatthey aretreating a disease that may have
beencausedorexacerbatedbysmokingandthatcanbeameliorated
by quitting but not by cutting down. Using chronic disease management
programsto integrate tobacco dependence interventionsinto treatment
may be an effective and efficient way todelivertobacco useinterventions
to these populations.

Non-cigarette Tobacco Users (Non-cigarette Tobacco

Products)

Recommendation:

* Smokeless tobacco users should be identified, strongly urged to quit,
and provided counseling cessation interventions. (Strength of Evidence

e Cliniciansdeliveringdentalhealthservicesshould provide brief
counseling interventions to all smokeless tobacco users. (Strength of
Evidence = A)

« Users of cigars, pipes, and other non-cigarette forms of smoking
tobacco should be identified, strongly urged to quit, and offered the
same counseling interventions recommended for cigarette smokers.
(Strength of Evidence = C)

Smokeless Tobacco (ST) Products

Smokeless tobacco causessignificant healthrisksandis nota safe
alternative to smoking cigarettes. It contains the same addictive chemical
(nicotine)thatisincigarette, which canleadtoaddictionanddepen-
dence. The amount of nicotine absorbed from smokeless tobacco is 3 to
4 times the amount delivered by a cigarette.



Key Facts about Smokeless Tobacco use

* Smokelesstobacco contains 28 cancer-causingagents(carcinogens)
orknown causes of human cancer. It also increases the risk of
developing cancer of the oral cavity and pancreas.

»There are two main types of smokeless tobacco, chewing tobacco and
snuff. Chewing tobacco comesin loose leaf, plug and twist form. Snuff
is finely ground tobacco that can be dry, moist, orin bug-like pouches.
Most smokeless tobacco users place the product in the cheek
between theirgum and cheek, suck onthetobacco and spitoutor
swallow the juices, which is why smokeless tobacco is often referred
as spitted tobacco.

e However, several tobacco companies have started to develop and test
market new smokeless tobacco products such assnus, a product
thatdoes notrequire the userto spit and tobacco products that
dissolve when put into mouth.

e Health risks from these products include abrasion of teeth, gingival
recession, periodontalboneloss, leukoplakia, and oral and pancreatic
cancer. Thus, the use of smokeless tobacco is not a safe alternative
tosmoking, noristhere evidence tosuggestthatitis effectivein
helping smokers quit.

» Evidence shows that counseling treatments are effective intreating
smokeless tobacco users. Therefore, clinicians should offer quitting
advice and assistance to their patients who use tobacco, regardless of
the formulation of the tobacco product.

e Someinformation maybeparticularly relevantinthetreatmentof
smokeless tobacco use. Forinstance, a large majority of moist snuff
users haveidentifiable orallesions, and emphasizing thisinformation
duringanoralexam may be usefulin motivating a quit attempt. Aclose
review of the literature showed that dental health clinicians (e.g., dental
hygienists) delivering brief advice to quit using smokeless tobacco, in
the context of oral hygiene feedback, canincrease abstinence rates.

Recommended smoking cessation treatment for ST

= Daily use of ST Nicotine Patches - Varenicline — Bupropion
e Intermitted use of ST Nicotine Lozenges
e Replacement Products such as mint snuff found to be helpful



Nicotine Patch Dosing Algorithm for ST Users

Peak serum nicotine Cans or pouches Patch
concentrations (ng/ml) per week dose
Low 0-10 <2 14 mg/d
Intermediate 11-20 2-3 21 mg/d
High > 20 >3 42 mg/d

Nicotine Lozenge: Dosing

»Not to be chewed or swallowed whole.
* Avoid eating or drinking food during and 15 minutes prior to use.
e Monotherapy

e2 mg

« First dip = 30 min

- < 3 cans/ week

4 mg

e First dip < 30 min

o> 3 cans / week

e Combination may beoptimal

«1-2 lozenges every 1-2 hours.

e Minimum of 9/day

eTaper over 12 weeks

Water-pipe WP (Hookah - Shisha)

« [tisthe most common form of tobacco use after cigarette among youth
and young adult.

e [tistypically consumedsocially with friendsand family.Itssmokehas
been described as smoother and more flavor.

[t is often misperceived less addictive and healthier alternative due to
water filtration, cooler mouth feel, and reduced irritation.
typesofwater-pipetobacco (Moistrequirescharcoaltokeepburning):

- Ma’asel: combination of tobacco and molasses, honey or fruit.

eTumbak (Ajami): dark tobacco paste.

e Jurak: combination of tobacco and fruit, oils, honey or molasses. It
might be flavored or flavorless.

e 1-Havesessioninvolves 100-200 times volume of smoke froma single
cigarette which contains CO, heavy metals and carcinogens.

e Theuse of shared mouth pipes during smoking sessions can spread



infectious diseases such as tuberculosis, herpes, influenza, and hepatitis.
e Water-pipe vs. cigarette (session of 45 minutes vs. 1 cigarette) :

WP 1 cigarette

Carbon monoxide (CO) 23.9 ppm
Carboxyhemoglobin 3.9 %

COHB

Puff volume 48.8 L
Peak nicotine level 1.7 times
Carcinogens 50 times

e Asregard nicotine exposure, daily smoking is equivalent to smoking 10
cigarettes while non-daily smoking is equivalent to smoking 2 cigarettes.

Cigar and pipe

Definition of cigar: aroll oftobacco rappedintobaccoleaforany sub-
stance contains tobacco (vs. cigarette: aroll of tobacco rapped in paper
orin any substance does not contain tobacco).

Cigarand pipe smokers are atincreasedrisk for coronary heart disease;
COPD; periodontitis; and oral, esophageal, laryngeal, lung, and other
cancers; with evidence of dose-response effects. Cigar smokers are
known to discount the health effects of cigar smoking, believingitto be
less detrimental thancigarettes.
Tarofcigarismorecarcinogenicthan cigarettesmoketarandits mor-
bidity and mortality correlates with £ inhalation and numbers of cigar they
smoke.

Cigarsmoking has an increased risk for pancreatic cancer compares to
cigarette - onlysmokers.

NCTP Bioavailability of Nicotine
Type Nicotine (mg)

Cigarette (filter)
Pipe

Smokeless tobacco
Chewing tobacco
Moist snuff

Cigar

Little cigar
Premium

4 mg nicotine gum




Electronic cigarettes (Electronic Nicotine Delivery

Systems —ENDS)

. E-cigarettes are battery-powered devices that delivers nicotine in

a vapor without tobacco or smoke. Before these products can be
recommended for consumers, further research must be conducted on
the safety and efficacy for smoking cessation.

. Currently there are no licensed E-cigarette and thus these products
cannot be prescribed or provided by stop smoking services, nor can
they be recommended as a replacement for licensed medications.

. A new Tobacco Products Directive (TPD) was endorsed by the
EuropeanParliamentinFebruary 2014 andwillbeimplementedfrom
2016. ThisrequiresE-cigarette containingover20 mg/mlof nicotine
should be licensed as medicines but allows others to continue to be
sold as consumer products but with some controls similar to those
applied to tobaccoproducts.

. Lowlevelsoftoxicantsand carcinogens have beendetectedin
electroniccigaretteliquidandvaporalthoughtheseare muchlower
thanthosefoundinconventional cigarette smokeandarenot
considered to pose any positive inhalation risk.

. the NICE tobacco harm reduction guidance makes it clear that the
use of nicotine vaporizersislikely to be considerably less hazardous
than tobacco smoking

. Consumers may assumethate-cigarettesare safeand effective for
smoking cessation, but neither has been proven.

. Concerns about e-cigarettesinclude alack of evidence for short-term
efficacy and short-and long-term safety, particularly in patients with
current chronicdisease. Rather than cessation, concurrent use with
smokingmay continue. Therearealsoconcernsthate-cigarettes may
potentially act as a gateway to smoking. However itis reasonable to
conclude thatif used as a substitute rather than an addition,
e-cigarettes are much less harmful than continuing to smoke.



Secondhand smoke (SHS)

Secondhand smoke, or passive smoking, can affect the health of
non-smokers. Thereisevidence ofthe harms of exposuretoenvironmen-
taltobacco smoke in pregnancy, to children (higher rates of respiratory
and middle ear infections, meningococcal infections and asthma) and
adults (increasedrisk of lung cancer, coronary heart disease and stroke).
Theevidenceforthe health effects of sscondhand smoking hasbeen
summarized by a number of health authorities including the National
Health and Medical Research Council. The US Department of Health
and Human Services has stated that there is no safe level of exposure to
tobacco smoke. Any exposure to tobacco smoke - even an occasional
cigarette or exposure to secondhand smoke - is harmful, especially to
children.

2006 REPORT of the SURGEON GENERAL.:
INVOLUNTARY EXPOSURE to TOBACCO SMOKE

- Second-hand smoke causes premature death and disease innonsmokers
(children and adults)

< Children:
- Increased risk for sudden infant death syndrome (SIDS), acute respiratory
infections, ear problems, and more severe asthma.
- m Respiratory symptoms and slowed lung growth if parents smoke
- Adults:
- Immediate adverse effects on cardiovascular system
- Increased risk for coronary heart disease and lung cancer
- Separatingsmokingareas, cleaningthe air,and ventilation are ineffective

There is no
safe level

of second-
hand

- Inthe2014 Surgeon General’'sReportonthehealthconsequences
of smoking, one of the major conclusions was stated as: “Exposure to
secondhand tobacco smoke has been causally linked to cancer, respi
ratory,andcardiovasculardiseases, andtoadverseeffectsonthe
health of infants and children”.

« A comprehensive lite rature review concluded that the cardiovascular
effects of second-hand smoke are substantial and rapid.



- The effectsof even brief exposure (minutes to hours) to second-hand
smoke are often nearly as large (averaging 80-90%) as chronic active
smoking.

- People’s knowledge that breathing SHS causes cardiovascular
diseases is almost low compared to their knowledge that SHS causes
lung cancer

Thereisalack of evidence on the effectiveness of counselling non-smok-
ersto limit exposure to tobacco smoke. Thereis evidence that providing
informationtoparentsontheharmsofexposing childrentoenviron-
mental tobacco smoke can reduce their exposure. Due to the evidence of
harmsfromexposure,nonsmokers, especially parentsofbabiesand
young children and pregnant women, should be strongly advised to limit
exposure to tobacco smoke. Smoking parents should be encouraged not
tosmokeinthehouseorinaconfinedspacesuchasamotorvehicleat
any time.
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