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Background 

• Although cancer patients face greater symptom burden, they continue to 

engage in poor health behaviours at rates similar to those of general 

population 

 

• Carcinogens in cigarette smoke may not only act as genetic inducers but also 

act to promote the progression of the disease (Hecht 1999, Yoshino & 

Maehara 2007) 

• Although the effect of continued smoking has not been evaluated with every 

cancer, quitting is a way to raise the survival rate. 

• As well as reducing the risk of cancer related morbidity and mortality, quitting 

smoking can also reduce other risk factors such as cardiovascular and lung 

disease 

 

• For some cancers, quitting can significantly improve survival rates 

• Head and neck cancer, those who quit before radiation treatment commenced, 

had a 5-year survival rate of 55% vs. 23% (p<0.05) in those who continued to 

smoke (Chen et al. 2011) 

• Early stage non-small cell lung cancer, those who quit smoking, 5-year survival 

(in 65 year old patients) of 70% vs. 33% (Parsons et al. 2010) 
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Smoking and cancer treatment  

• Increased adverse effects from treatment 

• Smoking can exacerbate adverse effects from chemotherapy and radiation, 

and prolong their duration (Peppone et al. 2011) 

•  Reduction in treatment effectiveness 

• Outcomes from chemotherapy and radiation poorer in those who smoke 

• Pharmacokinetic and pharmacodynamics interactions between smoking and 

chemotherapy agents may significantly impact drug clearance, delivery, toxicity 

and efficacy (O’Malley et al. 2014) 

• Increased risk of cancer recurrence (or second cancer) (Khuri et al. 2001, 

2006) 

 

• Increased risk of surgery 

• Higher opioid requirements after surgery, and more post-op pain (Shi et al. 

2010) 

• Increased mortality, use of intensive care resources, higher rates of wound 

infection (Warner 2005, Myles et al. 2002) 

• Reduction in quality of life 

• Patients who smoke report lower QOL (Duffy et al. 2007, Gritz et al. 1999) 
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Nicotine Dependence 

• Chronic medical condition with multiple cycles of relapse and remission 

• Relapsed smokers need to be re-engaged and assisted through repeated quit 

attempts 

• Under recognised by health professionals 

 

• Assessment is important 

 

• Time to first cigarette a reliable indicator 

 



Nicotine- Elimination 

• Half-life- around 2 hours (can be 20-40mins in some individuals) 

 

• Affects the rate at which a ‘smoker’ must replenish or ‘top up’ their nicotine 

 

• Nicotine is rapidly and extensively metabolised (90%) by the liver 

• Primarily CYP2A6 to cotinine 

• Also glucoronidation UGT1A4 

• Rate of nicotine metabolism is faster in women than men 

• Rate of nicotine metabolism is faster in women taking OCP and even faster in 

pregnancy 

• Slow metabolisers have lower nicotine dependence, smoke fewer cigarettes, 

respond better to NRT and are able to quit more easily 

• Considerable genetic polymorphism in CYP and UGT activity 

• CYP2A6 gene variations can vary by four fold 

• Wide individual variability in rate of metabolism 



Nicotine withdrawal syndrome 

• Symptoms begin within hours of quitting 

• Dizziness, insomnia, restlessness, difficulty concentrating, irritability, increase 

appetite, mood changes 

 

• Duration and severity of symptoms are highly variable among individuals 

• Generally worst in first 24-48 hours 

• Nicotine withdrawal symptoms are usually alleviated in 2-4 weeks 

 



Other mechanisms underlying smoking 

• Behavioural connections 

• Behaviours closely linked to smoking 

• Connections tend to be strong and have built up over many years 

• E.g. drinking caffeinated or alcoholic beverages, taking a break at home or 

work, watching television, finishing a meal, talking on the phone 

 

• Psychological connections 

• Smoking is related to how they feel, their moods and emotions 

• Commonly draw a connection between smoking and stress relief 

 

 



Best practice for smoking cessation 

 

•Interventions that combine pharmacotherapy and behavioural support increase 

smoking cessation success in a wide range of settings and populations 

 

•Need to encourage people who smoke to use both pharmacotherapy and 

behavioural support 

 



Support for inpatients 



Stop Before the Op 



Smokefree outpatient clinic 



Okay so what can we do? 



Importance of brief intervention 

 Brief advice from a health professional prompts 

people to quit 

 

 NNT 1 in 33 

 

 Increases long-term abstinence rates by 1-3 

percentage points (above unassisted quit rates, 

which are around 2-3%) 

Stead et al. 2013 



Health professional advice is the greatest external trigger 
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Stage of change does not matter 
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And it’s the offer of support that’s important 

Source: www.rjwest.co.uk- Smoking Toolkit Study 

http://www.rjwest.co.uk-/
http://www.rjwest.co.uk-/


Not advising may be worse than useless 
 

Source: www.rjwest.co.uk- Smoking Toolkit Study 

http://www.rjwest.co.uk-/
http://www.rjwest.co.uk-/


Nicotine replacement therapy 

• Reduces motivation to smoke and the severity of withdrawal symptoms 

 

• Six forms of NRT available in Australia 

• Transdermal- patches 

• Intermittent- gum, lozenge, mini-lozenge, mouthspray, inhalator 

• Efficacy profile 

• Increases quit rates by 50-70% compared to unassisted quitting (Stead et al. 

2012) 

• Safety profile 

• Minimal addictive potential (Zwar et al. 2006) 

• No serious side effects, usually minor and formulation related 

• Does not produce dramatic surges in blood levels 

• Best result = NRT (minimum 8/52) + behavioural support (Stead et al. 2012) 

 

• There are few contraindications associated with NRT use 

 

• No evidence for weaning/tapering dose (Stead et al. 2012) 
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Combination Therapy 

Patch + Intermittent 
 
Patch: Steady protection (long acting and slow onset) to control baseline cravings 
 
Intermittent: Quicker and more flexible relief 
If possible use in anticipation of smoking trigger 

 

• Adverse effect profile similar to mono-therapy 

 

 

 



Combination Therapy 

• Combining the nicotine transdermal patch with an intermittent form of NRT 

has been shown to increase quit rates by 34-54% compared to patch alone 

(Stead et al. 2012) 

 

• Shah et al. 2008- systematic review- five clinical trials of various smoking 

cessation regimens  

• Combination therapy was significantly more effective than monotherapy in all 

pooled comparisons- the aggregated relative risk of abstinence was 1.42 (95% 

CI 1.21–1.67), 1.54 (95% CI 1.19–2.00), and 1.58 (95% CI 1.25–1.99) at 3, 6, 

and 12 months, respectively 

• Included people who smoke < one pack/day- able to tolerate combination 

therapy without significant adverse effects 
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Higher doses 

• Adding a second patch produce modest increase in quit rate, 14% (Stead et al. 

2012) 

 

• Carpenter et al. 2013 showed mixed evidence of higher doses of patch (up to 

44mg) being superior (however these studies included smokers with higher 

dependence, perhaps diminishing the cessation outcomes) 
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Longer durations 

• Schnoll et al. 2010- nicotine patches for 30 weeks (extended) compared to 

standard 8 weeks 

• Week 24- point prevalence abstinence was two times greater for extended vs. 

standard  

• Week 52- prolonged abstinence 29.1% vs 21.3% p=0.027 

• Rate of relapse also longer in extended treatment arm 

• Schnoll et al. 2015- nicotine patches for 52 weeks (extended), 24 weeks 

(maintenance), 8 weeks (standard) 

• Significantly greater abstinence at 24 weeks compared to standard treatment 

(OR 1.70 p=0.04) 

• Longer duration of abstinence to relapse (mean 72 days vs 89 p<0.001), 

• Reported smoking fewer cigarettes per day if not abstinent (mean 5.8 vs 6.4 

p=0.02) 

• Reported more abstinent days (mean 80.5 vs 68.2 days p=0.02) 
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Using NRT to reduce cigarette consumption 

 

•Bollinger et al. 2000 & 2002- randomised smokers to nicotine 10mg inhaler or 

placebo for up to 18months 

• Effectively and safely achieved sustained reduction in smoking over 24 months 

(reduced CO) 

• Reduction by 50% positive influence on cardiovascular risk markers and QOL 

•Well tolerated, mild adverse effects (Batra et al. 2005) 

 

•Opportunity to engage a broader population of people who smoke 

 

•Positive influence on development of motivation to quit 
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NRT use prior to quit date 

• Shown to increase quit rates over and above the traditional quit date 

application by 35% (Stead et al. 2012) 

 

• Self-efficacy is increased as increases confidence that NRT can assist in 

minimising withdrawal symptoms 
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Barriers to effective use of NRT in clinical practice 

• Misguided concerns about safety and efficacy undermine the use of NRT 

• Both health professionals and consumers 

• Need to be addressed proactively with accurate information 

• Evidence that NRT products are frequently used incorrectly, sub-optimally, or 

not al all (Shiffman et al. 2008) 

• Consumer medication information leaflets 

• Incorrect or no health professional advice 

• Compliance is poor, especially in pregnancy (Coleman et al. 2011) 

• Dose 

• Duration of treatment 

 

 

 

If smokers are addressed with scientific information, approximately half of 

misinformed smokers say they would be more likely to use NRT as part of a 

quit attempt (Ferguson et al 2011). 



Many interactions identified; varying clinical significance 

 

Chemicals in tobacco smoke can interact by two mechanisms 

 

Pharmacokinetic- usually polycyclic aromatic hydrocarbons; not nicotine 

•stimulation of hepatic enzymes cytochrome CYP450 isoenzymes 

•people who smoke need higher doses to reach equivalent systemic exposure 

•e.g.  erlotinib, irinotecan 

 

Pharmacodynamic- largely due to nicotine 

•alter the expected response or actions of other drugs 

•people who smoke may need higher doses 

•e.g. beta-blockers, benzodiazepines 

 

Dose adjustments may be required and based on clinical presentation and according to 

medical review 

 

 

Drug Interactions 
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