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COPYRIGHT

The copyright owner of this publication is the Akademi Profesor Malaysia. Content
may be reproduced in any number of copies and in any format or medium provided
that a copyright acknowledgement to Akademi Profesor Malaysia is included and
the content is not changed, not sold, nor used to promote or endorse any product
or service, and not used in an inappropriate or misleading context.

STATEMENT OF INTENT

This CPG is an update of the CPG on Clinical Practice Guidelines on Treatment of
Tobacco Use Disorder 2016. In this update, the CPG has been renamed as
Treatment of Nicotine Dependence and Tobacco Use Disorder. This update is
meant to be as guidelines for clinical practice, based on the best available evidence
at the time of development. Adherence to these guidelines may not necessarily
guarantee the best clinical outcome in every case. This CPG is not meant as a
substitute for clinical judgement and clinicians are recommended to individualize
the treatment strategy for every smoker. Every healthcare provider is responsible
for the management of his/her unique patient based on the clinical picture such as
nicotine addiction level, presented by the patient and the management options
available locally.

This CPG will be reviewed every four years or sooner and updated with the most
recent development as the need arises. Upon the time for next review, the CPG
Secretariat will inform the Chairperson of the CPG Committee Members, who will
initiate discussion on revision of the CPG. A multidisciplinary team will be formed
and the latest systematic review methodology will be employed.

Every care is taken to ensure that this publication is correct in every detail at the
time of publication. However, in the event of errors or omissions, corrections will be
published in the web version of this document, which is always the definitive
version. This version can be found on the Akademi Profesor Malaysia website:
https://www.akademiprofesor.org.my/.
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GUIDELINE DEVELOPMENT AND OBJECTIVES

This guideline is based on a combination of two methods; firstly, clinical practice
guidelines (CPGs) and report as mentioned below were used as main references
and secondly, an updated literature review was incorporated in the development
of this guideline.

The main references were from:

A. WHO Clinical treatment guideline for tobacco cessation in adults (2024)

B. Supporting smoking cessation: A guide for health professionals (2024)

C. U.S. Department of Health and Human Services. Smoking Cessation. A
Report of the Surgeon General. Atlanta, GA: U.S. Department of Health
and Human Services, Centers for Disease Control and Prevention,
National Center for Chronic Disease Prevention and Health Promotion,
Office on Smoking and Health (2020).

GUIDELINES DEVELOPMENT

The members of the Development Group (DG) for these CPG were from the
Ministry of Health (MoH), Ministry of Higher Education, and other stakeholders
from industry i.e. private medical hospitals and non-governmental organisations.
There was active involvement of a multidisciplinary Review Committee (RC)
during the process of the CPG development.

A literature search was carried out using the following electronic databases:
Guidelines International Network (G-I-N); Medline via Ovid, PubMed and
Cochrane Database of Systemic Reviews (CDSR) (refer to Appendix 1 for
Example of Search Strategy). The inclusion criteria are all literature on treatment
on tobacco use disorder regardless of study designs. The search was limited to
literature published in the last 15 years, humans and English. In addition, the
reference lists of all retrieved literature and guidelines were searched to further
identify relevant studies. Experts in the field were also contacted to identify
relevant studies. In certain situations, pivotal papers beyond the scope of search
were used in the CPG. All searches were conducted from 30th July 2016 to 8th
September 2023. Literature searches were repeated for all clinical questions at
the end of the CPG development process allowing any relevant papers published
before 2nd August 2024 to be included. Future CPG updates will consider
evidence published after this cut-off date. The details of the search strategy can
be obtained upon request from the CPG Secretariat.



Reference was also made to other CPG on treatment of Tobacco use disorder
such as the World Health Organization (WHO), National Institute for Health and
Care Excellence (NICE) and European Psychiatric Association (EPA). The CPG
was evaluated using the Appraisal of Guidelines for Research and Evaluation
(AGREE) Il prior to them being used as references.

A total of 22 clinical questions were developed under six (6) different sections.
Members of the DG were assigned individual questions within these sections.
(Refer to Appendix 2 for Clinical Questions).

The CPG committee members met 4 times throughout the development of these
guidelines. The literature retrieved was appraised by at least two DG members
using Critical Appraisal Skill Programme checklist, presented in evidence tables
and further discussed in each DG meetings. All statements and recommendations
formulated after that were agreed upon by the DG. Where evidence was
insufficient, the recommendations were made by consensus of the DG. Any
differences in opinion were resolved consensually. The CPG was based largely
on the findings of systematic reviews, meta-analyses and clinical trials, with local
practices taken into consideration.

On completion, the draft of the CPG was reviewed by external reviewers. This
CPG has been developed to serve as a useful tool for doctors and other health
professionals and students in Malaysia to treat tobacco use in various settings,
including hospitals, clinics or pharmacies.



LEVELS OF EVIDENCE SCALE AND GRADES OF RECOMMENDATION

The literature used in these guidelines was graded using the US/Canadian
Preventive Services Task Force Level of Evidence (2001), while the grading of
recommendation was based on the US Government Agency for HealthCare Policy
and Research (AHCPR) ABC Grade of Recommendation. In formulating the
recommendations, overall balances of the following aspects are considered in
determining the strengths of the recommendations:-

Overall quality of evidence

Balance of benefits versus harms and side effects
Values and preferences

Resource implications

Equity, feasibility and acceptability

LEVELS OF EVIDENCE SCALE

Level Study Design

\

-1

11-2

11-3

Evidence obtained from at least one properly randomised controlled
trial.

Evidence obtained from well-designed controlled
trials without randomization.

Evidence obtained from well-designed cohort or case-control analytic
studies, preferably from more than one research group.

Evidence obtained from multiple time series with or without the
intervention. Dramatic results in uncontrolled experiments.

Opinions of respected authorities, based on clinical
experience; descriptive studies and case reports; or reports of expert
committees.

Adapted from the US / Canadian Preventive Services Task Force 2001

GRADES OF RECOMMENDATION

A | Data derived from multiple randomized clinical trials or meta analyses

B Data derived from a single randomized clinical trial or large non-
randomized studies

C | Only consensus of opinions of experts, case studies or standard of care

Adapted from the US Government Agency for Health Care Policy and Research



(AHCPR)

KEY RECOMMENDATIONS

The following recommendations were highlighted by the CPG Development
Group as the key clinical recommendations that should be prioritised for
implementation.



OBJECTIVE

The objective of the CPG is to provide evidence-based recommendations to assist
healthcare providers in the identification, assessment and management of
nicotine dependant and tobacco use disorder in general and specific population
to optimise cessation rate.

However, this CPG is not meant as a substitute for clinical judgement and
clinicians are recommended to individualize their treatment strategies.

TARGET POPULATION

a. Inclusion criteria: Individuals with nicotine dependence and tobacco use disorder.
b. Exclusion criteria: Individuals with other substance disorders.

TARGET USERS

This CPG has been developed to serve as a useful tool for doctors and other
health professionals and students in Malaysia, to treat nicotine dependent and
tobacco use disorder in various settings, including hospitals, clinics, pharmacies
or community settings.

MONITORING FOR TREATMENT OF TOBACCO USE DEPENDENCE

Definition of a quitter - A smoker is considered to have successfully quit smoking
if he has been abstinent without even a single puff of cigarette for at least six
months from the last cigarette (also quit date).

Six months is a typical period for measuring successful smoking cessation. A ‘Quit
Rate’ for any treatment centre is defined as the proportion of tobacco users who
managed abstinent from smoking for at least 6 months, among those who
attempted to quit smoking.

A typical six-month quit rate for an institution is calculated using the following
formula:

Number of successful quitters in the current six months (e.g.Jan — June) x 100%

"~ Number of smokers who have set their quit dates in previous six months (e. g.Jul — Dec)
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1.0 INTRODUCTION

Tobacco use is the single greatest preventable cause of death in the world today
and the World Health Organization has demonstrated that tobacco use is a
contributing risk factor for 6 of the 8 leading causes of death, worldwide® -eve! !l
Tobacco products are responsible for the deaths of over 8 million people worldwide.
More than 7 million of these deaths were caused by direct tobacco use.
Furthermore, our country has been dealing with an issue with electronic cigarette
use since 2013 and the problem became more visible in 2016. In 2018, the use of
electronic cigarettes has risen alarmingly among teenagers and young children due
to the evolution of their shape, which now includes a variety of flavours.

Malaysia is a party to the WHO Framework Convention on Tobacco Control (WHO
FCTC) since its enforcement in September 2005. Article 14 of the WHO FCTC
demands that “each Party shall develop and disseminate appropriate,
comprehensive and integrated guidelines based on scientific evidence and best
practices, taking into account national circumstances and priorities, and shall take
effective measures to promote cessation of tobacco use and adequate treatment
for tobacco dependence”. Strengthening tobacco cessation is core to the ‘O - Offer
help to quit tobacco use’ component of the MPOWER strategy of the WHO FCTC 2
Level |

Malaysia is committed to achieve its WHO Global NCD Target 2025, which is to
reduce national smoking prevalence by 15% by 2025. There are two main strategies
to achieve this, which are to reduce smoking initiation among youths and to help
existing smokers to beat their nicotine addiction.

A National Strategic Plan on Tobacco Control has been developed by the Ministry
of Health in 2021, incorporating the MPOWER strategy for co-ordinating tobacco in
Malaysia® “ve Il Strengthening tobacco cessation services is given priority, with
development of a standardised services across the public and private practices —
‘the mQuit Services’ as one the activities. This Clinical Practice Guideline is
essential for delivery of uniformed tobacco cessation services through the mQuit
Services.

Nicotine is highly addictive and some researchers have placed nicotine dependence
as comparable to the dependence caused by opiates, cocaine, or other illicit drugs*
Level | " Effective pharmacologic and counselling strategies are now the pillars of
tobacco cessation programmes, and taken in combination can achieve the highest
rates of smoking cessation> “¢¥e!' !l Pharmacotherapy for smoking cessation aims
primarily to reduce the intensity of urges to smoke and/or ameliorate the aversive
symptoms while counselling or behavioural support aims to boost or support
motivation to resist the urge to smoke and develop people’s capacity to implement
their plans to avoid smoking® -eve!!ll



Most smokers believe that stopping smoking is purely a matter of willpower and
remain unaware of effective treatments to promote quitting. It is important that
health care providers whom often treat smokers to be familiar with available
therapies to educate patients of their options for smoking cessation.

2.0 EPIDEMIOLOGY OF TOBACCO USE IN MALAYSIA

Tobacco use is still widespread in Malaysia. The prevalence of current smokers may
have reduced from 23.1% in 2011 to 19.0% in 2023, nonetheless, the number of
smokers has increased slightly from 4.7 million to 4.8 million smokers’2 (Figure 1).
In addition to that, the prevalence of e-cigarette / vape use has increased 600% from
0.8% in 2011 to 5.8% in 2023. There is an estimate of 1.4 million e-cigarette/vape
users in Malaysia in 2023.

The GATS 2023 survey found that a mere 9.0% of current tobacco smokers planned

to quit in the next month, while 13.3% were thinking about quitting in the next 12
months®. Two-thirds (66.6%) of current smokers who had visited a healthcare
provider had received advice or reminders to quit smoking.
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Figure 1 Trend of current smokers and e-cigarette / vape users among Malaysians aged
15 and above, from 2011 to 2023. Data is displayed as prevalence (%) and estimated
population count.

Data from the Global School-based Student Health Survey (GSHS) series from 2012 to
2023 demonstrated that there is a decline in the prevalence of cigarette smoking among



Malaysian youths (Figure 2)%'0. Even though the prevalence of cigarette smoking has
reduced from 11.5% to 6.2%, there is sharp rise of e-cigarette / vape use from 9.8% to
14.9% within 5 years. This ‘switching’ phenomenon was also previously seen among
adolescents in the United States with the rapid surge of vaping popularity'*. Alarmingly,
vaping rates among Malaysian adolescents are high, with almost a quarter (23.5%) of
boys and 6.2% of girls engaging in the habit.

238,000
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Figure 2 Trend of cigarette smoking and e-cigarette / vape use among Malaysian youths
aged 13 to 17, from 2012 to 2022. Data displayed in prevalence (%) and estimated
population count.

The statistics underscore Malaysia’s double burden of nicotine use disorder: cigarette
smoking and e-cigarette use. To effectively combat this crisis, comprehensive strategies
are needed to deter initiation and promote cessation. Cessation services must be
engaging and supportive, guiding users toward successful quitting. Enhancement of
professional cessation services through evidence-based innovation and service delivery
optimization is imperative to improve treatment reach, engagement, and cessation
outcomes. This is particularly urgent given the increasing prevalence of nicotine
dependence driven by electronic nicotine delivery systems (ENDS).

ASSESSMENT OF NICOTINE DEPENDENCE AND TOBACCO SMOKING

The first step in treating nicotine dependence and tobacco use disorder is to identify
users. The identification of users in and of itself increases the likelihood of receiving
clinician intervention. Effective identification of tobacco use status not only opens the



door for successful interventions (e.g., clinician advice and treatment) but also guides
clinicians to identify appropriate interventions based on patients’ tobacco use status and
willingness to quit. This Guideline recommends that all healthcare providers use the
opportunity at every encounter to assess and intervene all patients.

The assessments are to look for:

1. Level of nicotine dependence
2. Readiness to quit

Level of nicotine dependence for cigarette smokers can be assessed using the Modified
Fagerstrom Test for Cigarette Dependence Questionnaire (See Appendix 3).
Furthermore, smoking status can be verified with carbon monoxide (CO) in expired
breath air. Exhaled CO level remains a useful parameter in predicting nicotine
dependence, verification of smoking status and to motivate smokers to quit'> -eve!l,

The Use of Spirometer

Simple dynamic spirometry is a useful healthcare tool to measure pulmonary function in
smokers and help motivate them to quit smoking. Feedback on smoking-related harm,
including nine studies testing spirometry with or without feedback on lung age and two
studies on feedback on carotid ultrasound, also did not show a benefit (RR 1.26, 95% CI
0.99 to 1.61; 12 = 34%; n = 3314)'% Levell However, a recent randomized clinical trial
suggested that regular and detailed feedback of spirometry results with smokers
increases smoking cessation. Specifically, the likelihood of quitting smoking in the
intervention group is 1.42 times higher than in the control group (p = 0.018) 6. Level 1,

There is no evidence or study showing the use of spirometry to assess smoking status
in the literature. However, feedback on the spirometry results could be used as
motivation to assist smokers quitting smoking.

Screening for current or past tobacco use will result in four possible responses:

A The patient uses tobacco and is now willing to make a quit attempt;

B The patient uses tobacco but is now not willing to make a quit attempt;
C. The patient once used tobacco but has since quit;

D The patient never regularly used tobacco.

Assessment tools to measure electronic cigarette dependence

One of the primary tools for assessing dependence on electronic cigarettes is the Penn
State Electronic Cigarette Dependence Index (PS-ECDI), developed by Foulds and
colleagues (2015) (refer to Appendix 4). The PS-ECDI was adapted from the Penn State
Nicotine Dependence Index'” and consists of a 10-item scale designed to evaluate key
dimensions of nicotine dependence as outlined in the DSM-V. These dimensions include



frequency of use, motivation, withdrawal symptoms, difficulty in cessation, and craving.
The instrument incorporates elements from well-established nicotine dependence
measures, including the Fagerstrom Test for Nicotine Dependence (FTND), the
Heaviness of Smoking Index (HSI), and the Hooked on Nicotine Checklist (HONC). In
addition, it includes specific items assessing nocturnal awakenings to vape and subjective
cravings 7. A PS-ECDI score of 13 or higher is indicative of a high level of dependence®.

The e-cigarette Fagerstrom Test of Cigarette Dependence (e-FTCD) is an adaptation of
the well-established and validated Fagerstrom Test of Cigarette Dependence (FTCD). In
this adaptation, all references to “cigarettes” have been replaced with “e-cigarettes,” and
all mentions of “smoking” have been substituted with “vaping.” This modification allows
for the assessment of nicotine dependence specifically in the context of e-cigarette use.
The scoring of the e-FTCD follows the same methodology as the original FTCD, where
the total score is derived by summing the individual item responses. Higher scores on the
e-FTCD correspond to greater levels of dependence on e-cigarettes'®.

The E-cigarette Dependence Scale (EDS) is adapted from the Patient-Reported Outcome
Measurement Information System (PROMIS) Tobacco Dependence Bank (See Appendix
6). This scale is available in 22-item, 8-item, and 4-item versions, all of which have been
validated as effective tools for assessing e-cigarette nicotine dependence in both adults
and youth?%2'_ Higher scores on the EDS indicate a greater level of nicotine dependence.

This ten-item screening scale, the HONC is designed to identify the point at which an
individual has lost full autonomy over their nicotine use and to assess the onset and
severity of nicotine dependence. The scale evaluates the lifetime occurrence of cravings,
withdrawal symptoms, and difficulties with cessation. It is applicable for use with
individuals aged 12 and older???® (See Appendix 7).



| 4.0 CLINICAL INTERVENTIONS FOR TOBACCO USE DISORDER

There are two types of clinical intervention depending on the intensity of intervention
and level of service provided. They are:

1. Very brief intervention
2. Brief intervention
3. Intensive intervention

41 Very Brief Intervention for Tobacco Use Disorder

Very brief advice (VBA) refers to advice on quitting smoking delivered within 30
seconds to < 3 minutes, usually in primary healthcare settings. Examples of VBA
interventions are the ABC (Ask about smoking, give Briefadvice to quit, and offer

Cessation assistance)?? and the AAR (Ask, Advise, Refer)?3.

Results of thirteen randomized controlled trials (n = 26,437) indicated moderate-
certainty evidence that VBA significantly increased self-reported tobacco
abstinence at > 6 months in the adjusted model (adjusted risk ratio ARR 1.17,
95% CI: 1.07-1.27) compared with controls. The sensitivity analysis showed
similar results when abstinence was verified by biochemical validation (n = 6
studies, RR 1.53,95% CI10.98-2.40). There was high-certainty evidence that VBA
significantly increased abstinence at < 6 months (ARR 1.22,95% CIL: 1.01-1.47).
However, evidence ofeffect on quit attempts (ARR 1.03, 95% CI10.97-1.08) was
of very low certainty?4. The WHO recommends that very brief advice should be
routinely delivered to every tobacco user who accesses healthcare settings as a

feasible, equitable, acceptable, and low-cost intervention?23.

4.2 Brief Intervention for Tobacco Use Disorder

4.2.1 For All Smokers

Brief intervention (Bl) is an evidence-based intervention for smoking cessation
aimed at identifying smokers and subsequently providing advice and assistance to
quit smoking?®. It is vital to change clinical culture and practice patterns to ensure
that every patient who uses tobacco is identified and offered treatment.

The WHO recommends a form of Bl for smoking cessation through the 5As (Ask,
Advise, Assess, Assist, Arrange follow-up) and 5Rs (Relevance, Risk, Rewards,



Roadblocks, Repetition) model?5. The five major steps (5 As) for intervention are

described as follows and summarised in Table 1. The strategies are designed to
be brief and minimal health care provider’s time is required.

These brief opportunistic advice typically involve asking patients about their current
smoking status, advising them to stop, offering assistance either by providing further
advice, a referral to a specialist service or recommendation of or a prescription for
pharmacotherapy or arranging a follow up wherever it is appropriate. The focus of
this opportunistic advice is to increase smokers’ motivation to quit in improving the
success rate of quitting'®. This brief intervention has been shown to increase overall
tobacco abstinence rates regardless of whether he or she is subsequently referred
to an intensive 19,20 Level 1,21 Level III'

The steps involved in the delivery of brief intervention include:
Step 1: Ask about tobacco smoking

ALL patients should be asked about their smoking status and the findings should
be documented in the patient’s notes. This should be delivered opportunistically
during routine consultations to all smokers regardless whether they are seeking help
to stop smoking. For people who smoke or have recently stopped smoking, the
smoking status should be checked and updated at every visit to prevent relapse.
Systems should be in place in all health care settings to ensure that smoking status
is accurately documented at every visit (2% Levell: 6, Levell

Step 2: Advice to quit

Advice to quit should be given clearly to all patients found to be smoking. Studies
have shown that advice by health care providers (medical, dental, pharmacist,
nurses, etc.) increases rates of abstinence. There is a strong dose-response
relationship between the session length of person-to-person contact and successful
treatment outcomes?®: Level !,

Multiple efforts by health care providers can increase these rates further. Every
tobacco user should be offered at least a brief intervention which consists of brief
cessation advice from the health care providers. However, intensive interventions
are more effective than brief interventions and should be used whenever possible
as smokers’ motivation, beliefs and feelings about smoking and quitting may be
conflicting18, Level lll. Face - to - face treatment delivered for five or more sessions,
lasting for at least 10 minutes per session, appears especially effective in increasing
abstinence rates (WHO, 2024). Therefore, if feasible, treatment providers should
strive to meet five or more times with individuals quitting tobacco use.

Health care workers should be provided with appropriate training to enable them to
provide brief advice. This training should include providing the health care worker
with information on available evidence-based smoking cessation treatments’®. The



WHO offers a free e-learning course to train primary care providers to learn brief
interventions delivery (https://campus.paho.org/en/node/30781).

Step 3: Assess readiness to make a quit attempt

Health care providers involved with tobacco treatment should assess the readiness
to begin treatment to quit.

Though there is a lack of evidence for greater effectiveness of stage based
approaches 2723 Levell ‘stages of change model provides a useful framework to help
health care providers to identify smokers and assist smokers in quitting®* -eve!!ll

There is some evidence that the likelihood of success in an attempt to quit is
unrelated to the smoker’s expressed interest in quitting in the period leading up to
the attempt — unplanned attempts to quit are as likely (or even more likely) to be as
successful as planned attempts?® Level Il 26, Level Il - Thyg there is benefit in

encouraging all smokers to consider quitting whenever the opportunity arises?®: -eve!

I
Step 4: Assist in quit attempt

All patients should be assisted to quit. Brief advice as short as 30 seconds and self-
help material have been shown to help (Cheng et al., 2024)'4 Leveé!! Brief advice (3-
5 minutes) is effective and there is a dose response in treatment provision.

Setting a quit date has been shown to be effective. Ideally the quit date should be
within 2 weeks on assessment to quit.

Step 5: Arrange follow up

Health care providers wanting to do more intensive counselling will require further
appropriate training. Health care providers who are not confident in providing
counselling interventions can still assist patients wanting to quit by arranging
referrals to services that can assist.

Patients who are attempting to quit are at high risk of relapsing. Continuous
abstinence is achieved when the patient has not smoked for at least 6 months. The
highest risk of relapse is within the first 8 days of quitting. Hence the support has to
be given the utmost importance in the first week of quitting cigarette smoking.
Evidence has shown that abstinence of 12 months follow up is a good indicator for
long term abstinence?’.



The evidence suggests that multiple treatment sessions increase smoking
abstinence rate and its effectiveness. More intensive interventions (more than eight
sessions in six months) may produce enhanced abstinence rate. However, these
interventions may have limited reach (affect fewer smokers) and may not be feasible
in some primary care settings?® -eve!!,

The steps recommended by the NCSCT for evidence-based behaviour change
techniques to assist health care providers in managing smokers who seek clinic
help to quit smoking are3? Levell.

Session 1: Pre-quit Assessment (1 or 2 weeks prior to Quit Date)
Session 2: Quit Date

Session 3: 1 week post Quit Date

Session 4: 2 weeks post Quit Date

Session 5: 3 weeks post Quit Date

Session 6: 4 weeks post Quit Date

(See Appendix 4 for details)

Table 2: The “5 A’s” for brief intervention

1. Ask about tobacco use:

e Identify and document tobacco use status for every patient at every visit,
including the adolescents.

e \Where appropriate, ask the individual accompanying the patient about
tobacco use or exposure to tobacco smoke.

What needs to be done?

Expand the vital signs to include tobacco use or use an alternative universal
identification system (e.g. stickers on patient charts).
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2.

Advise to quit:

In a clear, strong and personalized manner, urge every tobacco user to quit.

Advice should be:

e Clear—"1 think it is important for you to quit smoking now and | can help

you." "Cutting down while you are ill is not enough."

Strong—"As your clinician, | need you to know that quitting smoking is the
most important thing you can do to protect your health now and in the
future. The clinic staff and | will help you."

Personalised —Tie tobacco use to current health/iliness, and/or its social
and economic costs, motivation level/readiness to quit, and/or the impact

of tobacco use on children and others in the household.

3.

Assess readiness to make a quit attempt:

Is the tobacco user ready to make a quit attempt at this time?

If the patient is ready to make a quit attempt at this time, provide
assistance.

If the patient will participate in an intensive treatment, deliver such a
treatment or refer to an intensive intervention.

If the patient clearly states he or she is not ready to make a quit attempt
at this time, provide a motivational intervention built around the “5 R’s”:
relevance, risks, rewards, roadblocks, and repetition. (Refer to section

Smokers not ready to quit, page 32)

If the patient is a member of a special population (e.g., adolescent,
pregnant smoker), consider providing additional information (refer to
section Special Population, page 39).
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4. Assist in quit attempt:

e For the patient ready to make a quit attempt, use counselling with
pharmacotherapy (when indicated) to help him or her quit.

Preparations for quitting: (STAR)

e Set a quit date. Ideally, the quit date should be within 2 weeks. Reduce
the number of cigarettes gradually before the set date.

e Tell family, friends, and co-workers about quitting and request
understanding and support. Also, help patients obtain extra-treatment
social support from self-help groups. Other smokers in the household.
Patients should encourage household members to quit with them or not
smoke in their presence to minimize risk of treatment failure and exposure
to second-hand smoking.

e Anticipate challenges to planned quit attempts, particularly during the
critical first few weeks. These include nicotine withdrawal symptoms.
Discuss challenges/triggers and how patients will successfully overcome
them. Provide patients with problem solving/skills training.

e Remove tobacco products from his or her environment. Prior to quitting,
avoid smoking in places where a lot of patient’s time is spent (e.g., work,
home, car).

e Provide a supportive healthcare environment while encouraging the
patient in his or her quit attempt.

e Abstinence. Total abstinence is essential. Not even a single puff after the
quit date.

e Past quit experience. Identify what helped and what hurt in previous quit
attempts.

e Alcohol. Since alcohol can cause relapse, the patient should consider
limiting/abstaining from alcohol while quitting.

e Recommend the use of approved pharmacotherapies, if indicated.
Explain how these medications increase smoking cessation success and
reduce withdrawal symptoms.

e Provide supplementary materials.
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5. Arrange follow-up:

month, and monthly after that up to 6 months.

via telephone. Actions during follow-up:
o Congratulate success

commitment to total abstinence.

Schedule follow-up, preferably within the first week after the quit date.

e Timing. Follow-up should occur soon after the quit date, preferably
during the first week. Subsequent follow-ups are recommended weekly
within the first month, and then every two weeks for the 2nd and 3rd

e For those who successfully quit, schedule follow-up, either in person or

o If tobacco use has occurred, review circumstances and elicit

o Remind patients that a lapse can be used as a learning
experience. Identify problems already encountered and
anticipate challenges in the immediate future.

o Assess pharmacotherapy use and problems. Consider using
more intensive treatment, if not available, referral is indicated.

Adapted from Fiore et al. 2008%% -eve! !,

sessions for smoking cessation interventions in six months.

Grade of
Recommendation 1 Recommendati
on
Ask and document smoking status for all patients.
Provide brief advice on quitting smoking at every visit to all C
smokers.
Use individual, group and telephone counselling A
approaches, or in combination for smoking cessation
interventions.
Arrange a minimum of six to eight face to face follow-up A
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4.2.2 ABC of Smoking Cessation

Alternatively, another approach is the ABC approach to help smokers to quit
smoking (see Appendix 5). The ABC approach has been shown to be as effective
as the 5As approach in encouraging quit attempts and abstinence in a randomized
controlled trial (Kastaun et al., 2021, Level I).

The steps are as follows:

A. Ask all people about their smoking status and document this.

B. Provide Brief advice to stop smoking to all people who smoke,
regardless of their desire or motivation to quit.

C. Make an offer of, and refer to or provide, evidence-based
Cessation treatment.

Implementing the ABC Approach for Smoking Cessation Framework and work
programme'®

Physicians may be more effective in promoting attempts to stop smoking by offering
assistance to all smokers than by advising smokers to quit and offering assistance
only to those who express an interest in doing so®. Some facilitators that could aid
a health professional to consistently carry out the ABC approach are training
provision, system prompts, audits and feedback on the health professional's
performance, and leadership assumption in advocating for systems-wide smoking
cessation efforts (New Zealand Ministry of Health, 2021).

4.3 Intensive Interventions for Nicotine Dependence and Tobacco Use
Disorders

Intensive interventions for nicotine cessation and tobacco use disorders include
individual counselling, group counselling, and telephone counselling. Evidence
shows that intensive tobacco dependence treatment is more effective than brief
treatment (Lancaster & Stead, 2017, Level 1). This could be achieved by increasing
the length of individual treatment sessions, the number of treatment sessions and
specialized behavioural therapies. Intensive interventions could be provided by any
suitably trained doctors and other health care providers who have the resources
available to give intensive interventions and are appropriate for any tobacco user
willing to participate in them 20 Level |,

Individual counselling is delivered by trained therapists in one-to-one sessions,
typically involving an assessment of smoking history, identification of high-risk
situations, and problem-solving strategies to minimise use and relapse (Hartmann-
Boyce et al., 2022, Level 1). In a review of 33 trials (N = 13,762), high-certainty
evidence of benefit for the provision of individual counselling compared to minimal
support was found (1.48 (95% confidence interval (Cl) 1.34 to 1.64, n = 13,762)
(Lancaster & Stead, 2017, Level 1). Studies in Lower- and Middle-Income Countries
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(LMICs) found that behavioural counselling was more effective than minimal
interventions (OR = 6.87, 95% CI = 4.18-11.29, P < 0.001) (Akanbi et al., 2019,
Level 1).

With regards to group counselling, thirteen trials compared a group programme with
a self-help programme; there was an increase in cessation with the use of a group
programme (N = 4,395, risk ratio (RR) 1.88, 95% confidence interval (Cl) 1.52 to
2.33). Group therapy is better for helping people stop smoking than self-help, and
other less intensive interventions. There is not enough evidence to evaluate
whether groups are more effective, or cost-effective, than intensive individual
counselling. Findings showed that individual delivery was less effective than
delivery as part of a group (OR 0.78, 95% Crl 0.64—-0.95) (Hartmann-Boyce et al.,
2022).

Table 3: Components of an intensive nicotine dependence and tobacco use
disorder intervention

Assessment e Assessments should determine whether tobacco
users are ready to make a quit attempt using an
intensive treatment programme.

e Other assessments can provide information useful in
counselling (e.g., stress level).

Programme e Multiple types of clinicians are effective and should be
clinicians used.

e One counselling strategy would be to have a
medical/health care clinician deliver a strong
message to quit and information about health risks
and benefits and recommend and prescribe
medications recommended in this Guideline update.

e Nonmedical clinicians could then deliver additional
counselling interventions.

Programme There is evidence of a strong dose-response relation;
intensity therefore, when possible, the intensity of the programme
should be:

e Session length — longer than 10 minutes for session
or more
e Number of sessions — 5 or more
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Programme format

Either individual or group counselling may be used.

Telephone counselling also is effective and can
supplement treatments provided in the clinical
setting.

Use of self-help materials and cessation Web sites is
optional.

Follow up interventions should be scheduled.

Type of
counselling and
behavioural
therapies

Counselling should include practical counselling
(problem solving/skills training) and intra-treatment social
support.

Medication

Every smoker should be offered medications
endorsed in this Guideline, except when
contraindicated or for specific populations for which
there is insufficient evidence of effectiveness (i.e.,
pregnant women, smokeless tobacco users, light
smokers, and adolescents).

The clinician should explain how medications
increase smoking cessation success and reduce
withdrawal symptoms.

Combination of certain cessation medications
increases success rate compared to monotherapy.

Combining counselling and medication increases
abstinence rates higher than either individual
intervention.

Population

Intensive intervention programmes may be used with all
tobacco users ready to participate in such efforts.

Adapted from Fiore et al. 2008 (Level ).

Another promising behavioural intervention is offering financial incentives are rewards
in the form of vouchers or cash given to smokers if they said they quit smoking.
incentives, in particular, had high-certainty evidence of
effectiveness even six months beyond the intervention duration (OR 1.46, 95% Crl 1.15
to 1.85, 19 studies, n = 8877), and there was no significant difference between lower
and higher amounts of incentivisation. Financial incentives delivered via SMS, with
tailoring and a focus on how to quit, had an estimated OR of 2.94 (95% Crl 1.91-4.52)

Guaranteed financial

(Notley et al., 2019).
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4.4 Pharmacological Intervention

All smokers attempting to quit should be offered pharmacotherapy unless
contraindicated?!- teve!l,

Agents recommended for pharmacotherapy are divided into:

1. Nicotine based — e.g. nicotine replacement therapies (NRT), e.g., gum, patch,
lozenge, oral mouth spray and inhaler.

2. Non-nicotine based — e.g. varenicline, sustained release (SR) bupropion,
cytisine and nortriptyline.

Choice of a specific first-line pharmacotherapy should be guided by four main
factors; efficacy, safety, suitability and cost.

Nicotine replacement therapy

NRT helps to reduce withdrawal symptoms associated with stopping smoking by
replacing the nicotine from tobacco products. NRT is available as skin patches that
deliver nicotine slowly, and chewing gum, inhalers/inhalators, oral mouth sprays,
microtabs, nasal sprays and lozenges, all of which deliver nicotine to the brain more
quickly than from skin patches, but less rapidly than from smoking cigarettes or e-
cigarettes.

Evidence shows that all forms of NRT made it more likely for a person's quit attempt
to succeed. The chances of stopping smoking were increased by 50 to 60%. The
evidence suggests no overall difference in effectiveness between different forms of
NRT.ZS’ Level |

NRT products work with or without additional counselling. NRT products in Malaysia
do not require a doctor’s prescription as they are Group C or over-the-counter (OTC)
medications. Heavier smokers usually need higher doses of NRT. People who use
NRT during a quit attempt are likely to further increase their chances of success by
using a combination of two NRT products. Combination NRT, compared to single-
form NRT, as well as the use of 4 mg versus 2 mg nicotine gum, has been shown
to enhance the likelihood of successful smoking cessation?®t¢é!!. There was high-
certainty evidence that combination NRT (a short-acting form plus a patch) results
in higher long-term quit rates (17% to 37%) than single-form NRT (RR: 1.27; 95%
Cl: 1.17-1.37; 16 studies; 12,169 participants) 2>teve! I Nicotine patch with short-
acting nicotine- replacement therapy (e.g., NRT gum) appears safe and increases
abstinence versus nicotine-replacement monotherapy (OR=1.63, 95% CI 1.06 to
3_03)_ 31,Level |
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Data suggest that starting to use NRT patches shortly before the planned quit date
may increase the chance of success 32'¢v¢!!. There is moderate-certainty evidence
that neither reduction-to-quit nor abrupt quitting interventions result in superior long-
term quit rates when compared with one another. Evidence comparing the efficacy
of reduction-to-quit interventions with no treatment was inconclusive and of low
certainty. There is also low-certainty evidence to suggest that reduction-to-quit
interventions may be more effective when pharmacotherapy is used as an aid,
particularly fast-acting NRT (such as gum or lozenge) or varenicline (moderate-
certainty evidence).30.Level!

Adverse effects from using NRT are related to the type of product and include skin
irritation from patches and irritation to the inside of the mouth from gum and lozenge.
There is no evidence that NRT increases the risk of heart attacks.?8: Leve!!

NRT provides some of the nicotine that a person would have otherwise
received from tobacco, and in doing so reduces the person’s urge to smoke.

All NRT products roughly double a person’s chance of stopping
compared with a placebo.

People should use NRT for at least eight to twelve weeks.

Using two NRT products (for example, patches and gum) is more
effective than using one.

People who need NRT for longer than 12 weeks can continue to use it.

If the person is not ready to stop smoking straight away, NRT can be
used to help reduce their smoking before they stop.

There are different NRT products available in Malaysia, including the
patch, gum and oral spray.

Varenicline

Varenicline, a specific nicotine receptor partial agonist, may help people stop
smoking by a combination of maintaining moderate levels of dopamine to counteract
withdrawal symptoms (acting as an agonist) and reducing smoking satisfaction
(acting as an antagonist). The odds of quitting were between two and three times
higher with varenicline than that with placebo. Varenicline was about 50% more
effective than any single formulation of NRT (patches, gum, lozenges, and inhalers),
but similar in efficacy to combining two types of NRT. 33.Levell

There is high-certainty evidence that varenicline helps more people to quit than
placebo (RR 2.32, 95% Cl 2.15 to 2.51, 41 studies, 17,395 participants). Varenicline
at lower or variable doses was also shown to be effective, with an RR of 2.08 (95%
Cl 1.56 to 2.78).35 Levell

There is high-certainty evidence that varenicline helps more people to quit than
bupropion (RR 1.36, 95% CI 1.25 to 1.49, 9 studies, 7560 participants), or a single
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form of NRT (RR 1.25, 95% CI 1.14 to 1.37, 11 studies, 7572 participants). Quit
rates of using varenicline might be similar to using more than one type of NRT at
the same time (e.g., patches and gum together) (RR 1.02, 95% CI 0.87 to 1.20, 5
studies, 2344 participants). 33.Levell

Trials which tested the use of varenicline beyond the 12-week standard regimen
found the drug to be well-tolerated during long-term use. The number needed to
treat with varenicline for an additional beneficial outcome, based on the weighted
mean control rate, is 11 (95% CI 9 to 13).3% Levell varenicline is indicated beyond
three months treatment for relapse prevention.

The most reported adverse effect of varenicline was nausea, which was mostly at
mild to moderate levels and usually subsided over time. Serious adverse events
(SAE) such as neuropsychiatric occurring during or after active treatment suggests
there may be a 23 % increase in the chance of SAEs among people using
varenicline (RR 1.23; 95% CI 1.01 to 1.48, 26 studies, 14,356 participants). 33.Levell
There is no clear evidence of difference between varenicline and bupropion in rates
of SAEs, neuropsychiatric, or cardiac SAEs.

However, subsequent observational cohort studies and meta-analyses have not
confirmed these fears. The findings of the largest trial to date on varenicline and
bupropion in comparison with NRT and placebo in subjects with and without
psychiatric disorders do not support a causal link between varenicline and
neuropsychiatric disorders, including suicidal ideation and suicidal behaviour. %,
Level 1 Concerns have also been raised that varenicline may slightly increase
cardiovascular events in people already at increased risk of those illnesses. Current
evidence neither supports nor refutes such an association.3% Leve!!

Varenicline reduces a person’s urge to smoke, as well as the ‘reward’
they get from smoking, and at least doubles a person’s chance of stopping
smoking.

Before prescribing or recommending varenicline, check the
contraindications and cautions that apply.

Pregnant or breastfeeding women and people under the age of 18
cannot use varenicline.

Patients should use it for 12 weeks.

Common adverse effects include nausea, abnormal dreams and sleep
disturbance. More serious adverse events — such as cardiovascular events,
depression, suicidal ideation and suicide — have been reported, although
these are uncommon.

If someone using varenicline experiences changes in mood or
behaviour, advise them to stop taking varenicline and contact a health care
provider immediately.
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Cytisine

Cytisine increases the chances of successful smoking cessation by more than
twofold compared with placebo and has no evidence of serious safety concerns.
Cytisine can help people to stop smoking for at least 6 months (RR: 2.61; 95% CI:
1.50-4.67; 6 trials; 5194 participants). Studies showed that participants on cytisine
were significantly more likely to have higher long-term abstinence rates than those
who received NRT (RR: 1.36; 95% CI: 1.06-1.73; 2 trials; 1511 participants). There
was no significant difference in the likelihood of quitting tobacco use between
participants taking cytisine and varenicline (RR: 0.96; 95% CI: 0.63—1.45; 3 trials;
2127 participants). There is moderate-certainty evidence that it may work as well as
varenicline (RR 0.83, 95% CI 0.66 to 1.05, 2 studies, 2131 participants).33 Levell

Antidepressants

Bupropion and nortriptyline also aid long-term smoking cessation. There is high-
certainty evidence that bupropion helps people to quit smoking for at least 6 months
(RR 1.60, 95%CI 1.49 to 1.72, 50 RCTs, 18,577 participants). The odds of quitting
were about 60% higher with bupropion than placebo. Evidence suggests that the
mode of action of bupropion and nortriptyline is independent of their antidepressant
effect and that they are of similar efficacy to nicotine replacement. Nortriptyline was
more effective than placebo but did not offer any additional improvement when
combined with NRT. Evidence suggests that neither selective serotonin reuptake
inhibitors (e.g. fluoxetine) nor monoamine oxidase inhibitors aid cessation.34Leve!!

People are 17% more likely to experience SAEs that could result in people stopping
taking it or having to go to the hospital when taking bupropion. Nortriptyline appears
to help people to quit smoking, but bupropion may be more effective. Bupropion
may be as helpful as a single form of NRT in helping people to quit smoking, but
less than combination NRT (a patch plus another form) and varenicline. 3+-eve!!



20

The side effects of bupropion include insomnia, dry mouth and nausea and rarely
(1:1000) seizures and perhaps psychiatric problems, but the last is unclear. There
is also moderate quality evidence, limited by a relatively small number of included
studies and participants, that the antidepressant nortriptyline increases quit rates
(six trials, 975 participants). The side effects of nortriptyline include dry mouth,
constipation, nausea, and sedation, and it can be dangerous in overdose.?”- Leve!!

Bupropion is an atypical antidepressant that reduces the severity of
tobacco withdrawal and approximately doubles a person’s chance of stopping
smoking.

People should start bupropion at least one week before their quit date
and use it for at least seven weeks.

Before prescribing or recommending bupropion, check the
contraindications and cautions that apply.

Pregnant or breastfeeding women and people under the age of 18
cannot use bupropion.

Common adverse effects include dry mouth, insomnia and headache.
Seizure has been rarely reported and depression has been reported in some
people.

Nortriptyline is an antidepressant medicine that also helps people stop
smoking.

Nortriptyline reduces the severity of tobacco withdrawal symptoms and
roughly doubles a person’s chance of stopping smoking long term.

People should start nortriptyline at least one week before their quit date
and use it for 12 weeks. The dose should be tapered at the end of treatment
to avoid withdrawal symptoms that may occur.

Before prescribing or recommending nortriptyline, check the
contraindications and cautions that apply.

Pregnant or breastfeeding women and people under the age of 18
cannot use nortriptyline.

Common adverse effects include drowsiness and dry mouth.

There are no fixed algorithms to guide optimal selection among these first-line
medications. Cost may become the predominant factor when the smoker is paying
out-of-pocket, as in buying the medication from a community pharmacist or private
quit smoking cessation service. Suitability factors (e.g. nature of job, preference,
etc.) should be considered to fit the medication to the lifestyle of the smoker. For
instance, the NRT patch is the most discreet among the NRT products since it can
be worn under the clothing. Conversely, some smokers prefer an oral form of the
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NRT products (e.g., gum, lozenge or inhaler) since it addresses the hand and/or
mouth fixation, to a certain extent, associated with smoking. Others prefer the
simplicity of taking a tablet, as in the case of varenicline or bupropion.

Healthcare providers should discuss the pertinent details of the available
medications with each smoker (Refer Appendix 6). Some smokers may prefer to
sample a few preparations before finding the one most suitable for them. NRT
preferences based on explanations have been shown to change after sampling.
NRT sampling may also lead to better choice and treatment compliance.38 Level ll-2

Prior successful experience (sustained abstinence with the medication) suggests
that the medication may be helpful to the patient in a subsequent quit attempt,
especially if the patient finds the medication to be tolerable and/or easy to use.
However, some evidence suggests that retreatment of relapsed smokers with the
same medication produces small or no benefit, while other evidence suggest that it
may be of substantial benefit.20: Leve!!

The recommended duration of treatment is 12 weeks. The use of NRT for less than
4 weeks was associated with reduced likelihood of cessation. NRT use for longer
periods of time has been associated with a higher likelihood of cessation. However,
data suggest no overall benefit for using patches beyond eight weeks 39 Level Il-2

Grade of
Recommendation

Recommendation 2

All smokers who are attempting to quit should be offered
pharmacotherapy, unless contraindicated. A
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4.4.1 Combination of pharmacological agents

Monotherapy of NRT provides lower levels of plasma nicotine as compared to that
produced by cigarette smoking (Fig 1.) While monotherapy has been shown to be
effective in most smokers, others, especially those who are hard-to-treat, may
require combination strategy.

254
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Figure 1. Plasma nicotine concentration for various nicotine containing products.
Data from Fant et al. 1999*°; Choi et al. 2003; Schneider et al. 20014'. (From Rx for
Change: Clinician-Assisted Tobacco Cessation. The Regents of the University of
California, University of Southern California and Western University of Health
Sciences © 1999-2005: with permission)

Certain combinations of first-line medications have been shown to be effective
smoking cessation treatment. Therefore, clinicians should consider using these
combinations of medications in their patients who are willing to quit. Effective
combination medications are?% -evel!:

(1)  Long-term (>14 weeks) nicotine patch + other NRT (gum and spray)
(2) Nicotine patch + nicotine inhaler
(3) Nicotine patch + bupropion SR

Strategies of combining agents available (e.g., two NRTs, a non-NRT, e.g.
bupropion with an NRT) may be more efficacious. For example, combining the
nicotine patch with a self - administered form of nicotine replacement therapy (either
the nicotine gum or nicotine inhaler) is more efficacious than a single form of nicotine
replacement, and patients should be encouraged to use such combined
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treatments if they are unable to quit using a single type of first-line
pharmacotherapy?? -eve! | 43; 44

Current literature indicates that combination therapy is statistically better than
monotherapy in smoking cessation treatment. Adverse effects and adherence to
combination therapy are similar to monotherapy and placebo®.

Combination therapy may be most useful for those smokers at highest risk of
relapse, e.g. heavy smokers, smokers who have relapsed multiple times, or
smokers with psychiatric co-morbidities. However, cost is an important
consideration 6.

Combining varenicline with NRT agents has been associated with higher rates of
side effects (eg nausea, headache)?% Level !,



Algorithm of NRT use based on New Zealand 2021 CPG

Step 1: Explain how NRT words
and the produets available

Step 2: Assesc the time when
the first cigarette is smoked
(see note 1)

Step 3: Assess how many
cigarettes are smoked
(see note 2)

Step 4: Recommend which
product and dose to use and
explain how to use the product
(see below)

NET provides some of the nicotine that a person gets from smoking.
Nicotineisthe addictive part of cigarettes but does not causethe harm assocsted with smoking.
NET works toreducecraving and other withdrawal symptoms assodated with stopping smoking.

Smokes after ona
hour of waking
Smokes fewer Smokes 10 or
than 1oaday moreaday
2 mggum or 21 mgpatch with
imglozengeor either 2 mg gum
14 mgpatch or 1 mglozenge

Algorithm of NRT initial dosing

Smokes within one
hour of waking
Smokes fewer Smokes 10 or
than 10aday moreaday
21 mgpatch with 21 mgpatch with
either 2 mg gum either 4 mg gum
or 1mglozenge or 2mg lozenge

Adapted from RACGP 2024 Supporting smoking cessation: A guide for health professionals
(https://www.racgp.org.au/clinical-resources/clinical-quidelines/key-racgp-guidelines/view-all-racgp-

guidelines/supporting-smoking-cessation/pharmacotherapy-for-smoking-cessation). [Accessed 9 November

2025].
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Assess need for pharmacotherapy

Assess nicotine dependence by asking:

* minutes after waking to first cigarette
* number of cigarettes per day

* cravings or withdrawal symptoms in previous quit attempts o Non-pharmacological support
Nicotine dependence indicated if: Not nicotine ; ;
' - ] ' dependent Support quit attempts with

* smoking within 30 minutes of waking non-pharmacological strategies

* smoking more than 10 cigarettes per day * Counselling

* history of withdrawal symptoms in previous quit attempts * Cognitive and behavioural coping

Consider patient’s prior experience and views on strategies — delay, deep breathe, drink

pharmacotherapy water, do something else
Not willing to use ¢ Offer written information

¢ pharmacotherapy ¢ Offer Quitline referral or other assistance

_— * Arrange follow-up visit, if appropriate

Nicotine dependent: Pharmacotherapy

* Recommend use of pharmacotherapy
e Explain options for pharmacotherapy

— NRT, varenicline, buproprion Bupropion sustained release
* Specify therapy based on effectiveness, clinical suitability Clinical suitability
and patient preference * Absence of contraindications such as
¢ Explain that medicines can reduce urge to smoke, current or past seizures, concurrent
but not eliminate them monoamine oxidase inhibitors, pregnancy
* Provide counselling in combination with pharmacotherapy ¢ Caution with other conditions or drugs
Not suitable for that lower seizure threshold — check Pl

NRT or varenicline Patient preferences

Most effective pharmacotherapy > « PBS subsidy
l * QOral non-nicotine preparation
* Evidence of benefit in chronic disease

NRT Varenicline and depression
Clinical suitability Clinical suitability ¢
* Suitable for many smokers, including * Not recommended in

adolescents pregnancy, childhood Follow up and monitor
* Combination NRT patch plus oral preferred * Nausea in 30% of patients * Give initial two-week script
e Caution in patients with recent * Reduce dose in severe e Arrange for second script

cardiovascular event — check Pl renal impairment — ¢ At follow up, review progress, and
* May be suitable as a last resort in check Pl adverse effects

pregnant women ¢ Consider using in » Monitor allergy problems (eg skin rash)

combination with NRT and insomnia

Patient preferences
P * Monitor for neuropsychiatric symptoms

* OTC availability (all forms) and PBS Patient preferences
subsidy (patch, gum, lozenge) * On current evidence, Encourage and support
* Concerns about side effects of varenicline varenicline is the most » Encourage use of support services
and bupropion effective single form of e Encourage completion of at least seven
* Variety of forms available pharmacotherapy weeks of therapy
* Possible option in pregnancy under * PBS subsidy e Consider a follow-up visit if patient
medical supervision s | ack of drug interations needs extra support
Follow up and monitor Follow up and monitor
* Discuss benefit of follow-up GP visits, ¢ Give initial four-week script; arrange for return for
especially if there is concern about medications, second script and discussion of progress
common adverse effects such as skin irritation, ¢ At follow up, review progress and problems — common
sleep disturbance adverse effects are nausea and abnormal dreams
* Monitor for neuropsychiatric symptoms if high risk * Monitor for neuropsychiatric symptoms if high risk
Support and review Encourage and support
* Encourage use of support services * Encourage use of support services
* Encourage completion of at least 10 weeks of therapy * Encourage completion of 12 weeks of therapy —
* Consider an additional course and further follow-up consider further 12 weeks to reduce relapse
visit if patient needs extra support * Follow-up visit if support needed

Source: Supporting smoking cessation: A guide for health professionals (RACGP, 2024)
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4.4.3 Combination of pharmacological agents with behavioural intervention

There is high quality evidence that using a combination of behavioural support and
pharmacotherapy increases the chances of successfully quitting (RR 1.15, 95% CI
1.08 to 1.22). There is high-certainty evidence that providing behavioural support in
person or via telephone for people using pharmacotherapy to stop smoking
increases quit rates. Increasing the amount of behavioural support is likely to
increase the chance of success by about 10% to 20%, based on a pooled estimate
from 65 trials*8. Leve!!

4.5 Traditional, complementary and alternative therapies
4.5.1 Digital smoking cessation interventions

Two studies have found that text message mobile phone support programmes are
effective in the short term (6 weeks) and long term 55 Level I 56, Level | - Combined
internet/ mobile telephone programmes can be effective for up to 12 months for
assisting smokers to quit 57, Level ; 58, Level |

Digital smoking cessation interventions are low cost and have the potential to reach
a large number of smokers 59 Levell:60, Levell \\jeh based programmes are a promising
delivery system for assisting smokers to quit, but further research is needed to
identify their most effective use.

There are many other treatments and interventions that people may ask about or
want to use, such as hypnosis and acupuncture. However, there is evidence that
some of these interventions do not help people to stop smoking, and for other
interventions, there is insufficient evidence as to their effectiveness

4.5.2 Hypnotherapy

There is not enough evidence to conclude whether hypnotherapy is more effective
for smoking cessation compared to pharmacotherapies, other types of behavioral
support, or quitting without assistance. In a meta-analysis of 14 studies, only one
study was judged to be of low risk of bias, and most studies did not report significant
results in favour of quitting smoking at six-month follow-up or longer (Barnes et al.,
2019, Level |, Class A).

4.5.3 Exercise

Aerobic exercise has been found useful in aiding smoking cessation (associated
with behavioural support and drug therapy) during the first 3 months of cessation
(11 trials, risk ratio 0.79; 95% confidence interval, 0.66—0.94). However, there were
no differences in aerobic exercises compared with usual care at medium- and long-
term follow-ups. It should be noted that there was variability across included studies
related to the intensity, duration, and frequency of exercise in the systematic review
and analysis from which this recommendation derives3>t¢ve' | Future programs
should look to combining aerobic exercise and administering it in tandem with
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behaviour change techniques to maintain abstinence.

4.5.4 Acupuncture

The recent updated meta-analysis found low certainty evidence that body filiform
needle acupuncture, auricular acupressure, and acupoint catgut embedding appear
to be safe and effective in achieving short-term smoking cessation. Traditional
filiform needle acupuncture was more effective than sham acupuncture in achieving
short-term smoking cessation (RR 1.44; 95% CI: 1.02—-2.02; low certainty; n=1358);
auricular acupressure was superior to both sham acupressure (RR=2.44; 95% CI:
1.13— 5.25; low certainty; n=210) and conventional therapy (RR=1.46; 95% CI:
1.14-1.87; low certainty; n=595); laser acupuncture appeared to be more effective
than sham acupuncture (RR=2.25; 95% CI: 1.23—4.11; moderate certainty; n=160)
and acupoint catgut embedding was comparable to bupropion or varenicline in
improving short-term abstinence rate (RR=0.99; 95% CI: 0.70-1.40; low certainty;
n=1 77)36, Level 1.

However, evidence shows that body filiform needle acupuncture did not show effect
on long-term smoking cessation. Compared with NRT, filiform needle acupuncture
was less effective than NRT in achieving short-term smoking cessation. However,
low certainty evidence suggested that body filiform needle acupuncture combined
with auricular acupressure may be comparable to NRT patches in achieving short-
term smoking cessation. More rigorously designed RCTs with larger sample size,
biologically validated abstinence rate, and long-term follow-up data are warranted
to further verify these effects.

4.5.5 Non-invasive brain stimulation

Non-invasive brain stimulation (NIBS), including transcranial magnetic stimulation
(TMS) and transcranial direct current stimulation (tDCS), has gained interest as a
therapeutic tool for various conditions such as chronic pain, obesity, alcohol use
disorder, and depression. TMS uses magnetic pulses to stimulate brain regions,
while tDCS delivers a low-intensity electrical current via scalp electrodes to
modulate neuronal excitability. These techniques influence neural circuits related to
cognitive and behavioural regulation.

In the context of smoking cessation, a systematic review and meta-analysis 37.teve! 1
assessed 20 randomised controlled trials with a total of 899 participants. Most
studies focused on stimulating the dorsolateral prefrontal cortex (DLPFC), a region
involved in self-control and craving regulation. The results showed that NIBS
produced a moderate reduction in daily cigarette use and a small-to-moderate
reduction in cue-induced craving, with slightly stronger evidence for tDCS over TMS.
While the impact on smoking frequency is less clear, tDCS is non-invasive,
affordable, and generally well tolerated.
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Although encouraging, the review noted limitations including inconsistent results for
persistent craving and biological measures like carbon monoxide levels.
Considerable variability across studies, small sample sizes, and potential
publication bias were also highlighted. Despite these issues, NIBS—especially
when combined with behavioural therapies—shows promise as a supportive
approach to aid smoking cessation. It is recommended to standardising intervention
protocols and conducting studies with longer follow-up durations. Further research
in Malaysia should aim to refine stimulation protocols and examine the integration
of tDCS with existing treatments to improve long-term outcomes for smokers,
particularly those who have not succeeded with conventional methods.

Hypnosis, acupuncture, acupressure, laser therapy and electrostimulation do
not improve the long-term abstinence rate in smoking cessation. More
evidence is needed for non-invasive brain stimulation strategy.

4.5.6 Quitlines

Quitlines or helplines are often set up as telephone services that provide information
and support for smokers to achieve nicotine abstinence. A 2019 Cochrane review of
104 trials concluded that there is moderate-certainty evidence that proactive
telephone counselling aids smokers who seek help from quitlines, and moderate-
certainty evidence that proactive telephone counselling increases quit rates in
smokers in other settings®® Levé!l Telephone counselling was associated with greater
effectiveness when provided as an adjunct to self-help written support (p < 0.01), or
to a brief intervention from a health professional (p = 0.02). However, telephone
counselling was less effective when provided as an adjunct to more intensive
counselling. Quitline was more effective for people who were motivated to try to quit
smoking (p = 0.02). Quit rates were higher for smokers receiving multiple sessions of
proactive telephone counselling (RR = 1.38, 95% CI 1.19 to 1.61) compared with a
control condition providing self-help materials or brief counselling in a single call.

A systematic review found that the evidence supporting telephone counselling for
cessation is less clear when applied to smokers from the lower socioeconomic
groupsSg, Level I-

Another review assessed the effectiveness of quitline for people who were addicted
to smokeless tobacco such chewing tobacco, snus or snuff4%-tevell Authors concluded
that there are some probability for smokeless tobacco cessation through telephone
quitline, but no proper evidence was found.

Despite their potential benefits, quitlines remain a largely untapped resource for
smokers looking to quit. A review of GATS data from 31 countries has identified that
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the majority of quit attempts were done without assistance, hence, very few reported
using quitlines, partly because of the lack of quitlines in some countries*? Leve! !l-2,

These analyses suggest a robust effect of quitline counselling and are consistent with
the guideline released by Centres for Disease Control and Prevention’s: Guide to
Community Preventive Services (CDC 2004).

4.5.7 Electronic cigarette / Vape

Electronic cigarette (EC) use for combustible tobacco smoking still generates
considerable global debate. Since ECs appeared in the Malaysian market in 2006
smokers report using ECs to reduce risks of smoking and for quitting, but some
healthcare organizations, tobacco control advocacy groups and policy makers have
been reluctant to encourage smokers to switch to ECs, citing lack of evidence of
efficacy and safety.

There is evidence that e-cigarette are effective cessation aids and more effective
than NRT.28Level 1 |n the most recent evidence, nicotine e-cigarettes are more
effective for smoking cessation compared to nicotine replacement therapy (NRT)
and non-nicotine e-cigarettes. High-certainty evidence indicates that individuals
using nicotine e-cigarettes are 59% more likely to quit smoking for at least six months
compared to those using NRT (RR 1.59, 95% CI 1.29 to 1.93; 7 studies, 2544
participants). Moderate-certainty evidence shows a 46% increase in quit rates with
nicotine e-cigarettes compared to non-nicotine e-cigarettes (RR 1.46, 95% CI 1.09
to 1.96; 6 studies, 1613 participants). Nicotine e-cigarettes may provide greater
benefit for smoking cessation than no support or behavioral support alone.50.Leve! 1

While evidence suggests a benefit (RR 1.88, 95% CI 1.56 to 2.25; 9 studies, 5024
participants), this conclusion is less certain due to potential bias in the study design.
Adverse events (AEs) reported include throat/mouth irritation, headache, cough, and
nausea, typically resolving with continued use of e-cigarettes. There is no significant
difference in the incidence of AEs between nicotine and non-nicotine e-cigarettes or
between nicotine e-cigarettes and NRT. The overall incidence of serious adverse
events (SAEs) was low across all study arms. No evidence of serious harm from
nicotine e-cigarettes was detected, though the studies had a maximum follow-up of
two years and a limited sample size.%0tevel 1

45.7.1 Evidence of e-cigarettes for harm reduction

E-cigarettes generally exhibit reduced toxicity compared to traditional cigarettes,
with lower levels of harmful chemicals due to the absence of combustion. 424344
They are associated with reduced exposure to carcinogens and lower risks of
severe health issues for smokers who switch from traditional cigarettes.*546
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Despite reduced toxicity, e-cigarettes are not without risks. They can cause
significant cardiopulmonary alterations, including increased inflammatory
responses, oxidative stress, and endothelial dysfunction.#24> Adverse events such
as mouth or throat irritation, anxiety, and nausea are common.*’

Meta-analyses show mixed results regarding the effectiveness of e-cigarettes for
smoking cessation. Some studies report moderate benefits in smoking reduction
and cessation, while others find no significant advantage over nicotine replacement
therapy (NRT)#6:474849 The pooled efficacy rates for smoking reduction range from
48.3% to 58.7%, and for smoking cessation from 13.2% to 22.9%.4"

4.5.7.2 Adverse effects of e-cigarettes use

E-cigarette use is associated with multiple adverse health effects. While exposure
to combustion-related toxicants is generally lower than with conventional cigarettes,
e-cigarettes are not without clinically relevant risks, and their long-term safety profile
remains uncertain.

Respiratory effects have been documented in observational studies and clinical
reports. Meta-analytic evidence indicates an increased likelihood of asthma (aOR
~1.39) and COPD (aOR ~1.49) among e-cigarette users compared with non-users.®'
Short-term e-cigarette use may cause airway irritation and has been associated with
acute increases in diastolic blood pressure.5? In addition, clinical case reports
describe instances of acute lung injury linked to specific e-liquid constituents or
contaminants.57-58

Commonly reported cardiovascular and neurological symptoms include mouth and
throat irritation, nausea, headache, and dry cough®34’. Experimental findings also
indicate that e-cigarette aerosol exposure may promote oxidative stress and
potential DNA damage, which could contribute to longer-term cardiovascular and
malignant risk, although current epidemiological evidence remains insufficient to
confirm these outcomes.>

Nicotine toxicity remains a concern due to variability in product content. Systematic
review findings show frequent mislabeling of nicotine concentration, with measured
levels differing from stated labels by more than 10% in a substantial proportion of e-
liquids®. Cases of acute intoxication and poisoning, including seizures and other
severe systemic manifestations, have been reported in association with both
intentional and accidental exposure.56:57

Device-related injuries have also been documented. Battery malfunction and
thermal runaway can result in burns, soft tissue injury, and trauma to the oral and
maxillofacial region. A review of clinical cases identified device explosions or self-
combustion in approximately 53% of reported traumatic injury incidents.%®

An emerging concern is the adulteration of e-liquids with psychoactive substances.
Recent analyses report increasing detection of stimulant and opioid compounds in
certain products, which introduces additional and unpredictable toxicological risks.8
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Such adulteration may present clinically with tachycardia, agitation, altered mental
status, and cardiovascular instability, and requires prompt medical evaluation.
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| 5.0 FOR PATIENTS WHO ARE NOT READY TO QUIT

The 5 R’s model (Relevance, Risks, Rewards, Roadblocks and Repetition) is a
motivational strategy recommended in clinical guidelines for individuals not ready to quit
smoking. It aims to enhance engagement and gradually build readiness to quit,
especially in primary care settings. While the 5 R’s are commonly used in behavioural
support within clinical trials, they have not yet been formally evaluated in randomized
controlled trials, highlighting the need for more robust evidence on their effectiveness®®.
(Appendix 10)

Grades of

Recommendations 3 .
Recommendations

5R technique (Relevance, Risks, Rewards, Roadblocks
& Repetition) should be used for patients who are
unwilling to make a quit attempt.

6.0 RELAPSE PREVENTION INTERVENTION

There is evidence for the use of a combined approach (pharmacotherapy and
behavioural). The Cochrane review by Livingstone-Banks et al.6%evell syggests that
combining drug and behavioural therapy for relapse prevention in smoking
cessation is viable.

Comparative assessments of various interventional methods, encompassing
general and motivational counselling, and carbon monoxide monitoring 8'.teve! !
highlight the importance of combining behavioral interventions such as general and
motivational counseling with biochemical verification methods like carbon monoxide
monitoring. While counseling enhances motivation and addresses psychological
triggers, CO monitoring provides an objective measure of abstinence, together
offering a comprehensive approach to sustaining cessation and preventing relapse.

There is also evidence to support the use of mindfulness training with realistic goal-
setting, which demonstrates potential impact.62Leve! !l Davis et al. recommends the
Exposure to Tips from Former Smokers campaign for its association with lower odds
of cigarette smoking relapse. 83tevel Il-2

Overall, there is insufficient evidence to recommend the use of behavioural
interventions alone to help smokers avoid relapse.t

For smokers who have recently quit, relapse prevention intervention may focus on
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identifying and resolving tempting situations or smoking cues.®* Level! Most
interventions have tried a skills-based approach, where recent quitters are taught to
recognise high-risk situations and acquire the skills to withstand the temptation to
smoke. However, trained health care providers should provide targeted and effective

relapse prevention interventions due to the chronic relapsing nature of tobacco
dependence 65, Level lll; 66, Level IIl; 67,Level Il

When clinicians encounter a patient who has quit tobacco use recently, they should:

a. Reinforce the patient’s decision to quit
b. Review with patient the benefits of quitting

c. Assist the patient in resolving any residual problems arising from quitting.

Almost all lapses occur during the first 3 months after treatment and half of those who
have their first lapse smoke their second cigarette within 24 hours of the first cigarette
or immediately following treatment®®. Leve!l. The annual incidence of relapse was around
20% to 25%°59 Levell,

Relapse prevention interventions can be delivered by means of scheduled clinic visits,
telephone calls, use of quitline or any time the clinician encounters an ex- tobacco
user. There are two practices of relapse prevention, either minimal or intensive.

Relapse prevention for most recent quitters can be addressed briefly during a
coincident clinic visit or a scheduled follow-up visit. Similarly, the “5 R’s” strategy
should be used to prevent relapse. Patients should be encouraged to report difficulties
promptly (e.g. lapses, depression, medication side-effects) while continuing efforts to
remain abstinent. The simple D.E.A.D. pointer technique can be applied to refrain

oneself from smoking:

Delay - Deliberately delay the act of lighting up cigarette by doing something else
Escape — Escape any situation / environment that induce smoking

Avoid - Plan to avoid situation / environment that induce smoking

Distract — Distract the intention to smoke by doing relaxation techniques, housework,
spending time with family, etc.

Intensive relapse prevention components are individualized based on information
obtained on what causes relapse and problems encountered by patients in maintaining
abstinence. This intervention has place important in behaviour modification through
imparting skills in counselling and monitoring”® teve! ) These interventions may be
delivered during a dedicated follow-up contact (in-person or by telephone) or through
a specialized clinic or programme. Specific interventions recommended for problems
related to maintaining smoking cessation are listed in the strategy table below. Long-
term smoking cessation pharmacotherapy should be considered as a strategy to
reduce the likelihood of relapse.

Relapse prevention strategies in smoking cessation may encompass behavioral
support, extended use of smoking cessation medications, or a combination of both



approaches. According to the Cochrane review conducted by Livingstone-Banks et al.
60,Levell, Grade A the integration of pharmacotherapy with behavioral therapy is a feasible
strategy for relapse prevention in smoking cessation. The review highlights that among
individuals who have achieved smoking cessation through pharmacotherapy, the
efficacy of extending pharmacotherapy beyond the standard duration yields variable
outcomes. Specifically, extended treatment with varenicline has been shown to be
effective in mitigating relapse, while extended treatment with bupropion and nicotine
replacement therapy (NRT) did not demonstrate significant benefits in preventing
relapse among individuals who had already achieved abstinence. Livingstone-Banks
et al.80Levell, Grade A in the Cochrane review indicated that varenicline shows a significant
benefit of extended varenicline with some heterogeneity with RR 1.23 (95% CI1 1.08 to
1.41). Extended use beyond 12 weeks may further enhance its efficacy in preventing
relapse with recommended maintenance dose for relapse prevention is 1 mg twice
daily for an additional 12 weeks after achieving initial abstinence.6%evel 1 Grade B

A randomized clinical trial found that long-term NRT did not significantly reduce the
risk of relapse compared to shorter-term NRT. The benefits of extending NRT were
not substantiated by the trial results, suggesting limited additional benefit in preventing
relapse beyond the standard treatment period. While extended NRT might alleviate
cravings, the RCT concluded that it did not provide a significant advantage in
preventing relapse compared to the standard duration of NRT®6:Level 1, Grade B

Grades of
Recommendations

Recommendation 4

Effective relapse prevention interventions should be provided
to all smokers who have recently quit. A

A combined approach should be considered the first line in
relapse prevention of tobacco use. B

7.0

SPECIFIC POPULATIONS

71

The 5A’s approach is still applicable for e-cigarette treatment. However, currently no medication
is approved for the indication of e-cigarette cessation in Malaysia®”-teve! !l Medications
approved for conventional cigarette smoking cessation may later be used to address e-

E-Cigarette/Vape Users Cessations

cigarettes, once more evidence is available.

Assessment of nicotine dependence among single e-cigarette users can utilize the Modified
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Fagerstrom Test for Nicotine Dependence (mFTND). The mFTND is a useful tool for assessing
nicotine dependence in e-cigarette users, with lower baseline scores linked to a higher
likelihood of cessation over time.68Levellll Other instruments that can be used to measure e-
cigarette dependence include Penn State Electronic Cigarette Dependence Index (PS-ECDI)
and E-cigarette Wisconsin Inventory of Smoking Dependence Motives (e- WISDM).%° (Refer
Appendix 12)

7.1.1 Assist quitting among e-cigarette users

A pilot study used NRT to treat e-cigarette users using mFTND as a guide’®. The results show
that 3 out of 7 participants (42.9%) self-reported as having complete abstinence from nicotine.
However, e-cigarette users may expose themselves to higher nicotine doses compared to
conventional cigarette users, therefore a higher dose of NRT may be needed.”’

In the United Kingdom, nicotine oral spray 1mg/spray has been registered for vaping
cessation’2. The spray is a short-acting NRT that is used when craving occur, up to two sprays
every 30 minutes, with a maximum of 64 sprays per day or 2 sprays every half an hour over 16
hours. However, this indication is not yet registered in Malaysia.

Suggested treatment algorithm for e-cigarette cessation using NRT among adult single users
and adolescents are available.”® (Appendix 13)

A pilot study using vape-taper method has found that efficacy of the vape-taper method is
comparable to NRT”? (Appendix 14). However, the problem with vape-taper method is that
some types of vapes are hard to taper as there are limited types of nicotine concentrations’.
Another problem is that there are cases where the claimed concentration of nicotine on the
label is not the same as its actual concentration. To circumvent these problems, the users
can limit the usage by limiting the places where they vape by decreasing the number of
sessions or reducing the amount of vape inhaled.”

According to a protocol drawn up for clinical trials involving varenicline for e-cigarette cessation,
varenicline could be used similar to conventional smoking cessation — with one 0.5mg tablet
for the first three days, followed by two 0.5mg tablets per day, one every 12 hours for 4 days,
and four 0.5mg tablets, two every 12 hours for 12 weeks.”® The doses should be given 7 days
before the quit date, and behavioural support should be given. Subsequent visits should be at
Week 1, 2, 4, 6, 8, 12 — where Week 1 is the week after the quit date. On every week including
those without the visits, behavioural support should be given either face-to-face on weeks with
visits, or telephone contact on weeks without visits.
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7.1.2 Dual users (Conventional Cigarette + E-Cigarette/Vape)

Dual use of conventional cigarettes and e-cigarettes, often referred to as "dual users,"
is a growing phenomenon among smokers. This behaviour involves the concurrent use
of both traditional tobacco products and electronic nicotine delivery systems.
Understanding the implications of dual use is crucial for public health, as it may
influence nicotine intake, health risks, and smoking cessation efforts.

Dual users tend to have a higher overall nicotine intake compared to exclusive e-
cigarette users. This is due to the combined nicotine consumption from both e-cigarettes
and conventional cigarettes, although they may consume less nicotine from e-cigarettes
alone compared to exclusive e-cigarette users.”® The intensity of use varies, with some
dual users primarily smoking cigarettes, while others predominantly use e-cigarettes.””

Dual use is associated with increased health risks compared to exclusive use of either
product. Studies indicate that dual users have a higher prevalence of non-communicable
diseases (NCDs) such as liver failure, diabetes, hypertension, and gum diseases
compared to single users of either product.”® Cardiopulmonary symptoms and
conditions, including arrhythmia and breathing difficulties, are also more prevalent
among dual users”. Additionally, dual use is linked to higher cardiovascular risk factors,
including metabolic syndrome, compared to cigarette-only smokers and never
smokers.83

Dual use may serve as a transitional phase towards smoking cessation for some
individuals. However, maintaining dual use can perpetuate smoking behaviors and
associated health risks. Factors that positively influence cessation among dual users
include employment status, previous quit attempts, low nicotine dependence, high
motivation to quit, and receiving follow-up consultations®'. Despite these challenges,
dual users seeking cessation support can achieve abstinence rates similar to exclusive
smokers.?

Dual use is associated with increased sleep latency and poorer sleep quality compared
to non-smokers and non-vapers. This may be attributed to nicotine's stimulating effects,
which can disrupt sleep patterns. Dual users also report higher incidences of cough and
increased use of substances like marijuana and cocaine.

Suggested treatment algorithm for dual users is available. (Appendix 15)

7.3 Economically Disadvantaged Smokers

Economically disadvantaged smokers experience higher rates of smoking compared
to their economically privileged counterparts, highlighting the need to address this
disparity through targeted interventions.

A Cochrane review found that financial incentives have shown promise in boosting
engagement with quitline services among economically disadvantaged
smokers.8*Level Higher incentive amounts, of up to $40, increased re-engagement
rates within 90 days. led to increased re-engagement within 90 days, and mailed
invitation letters proved more effective than automated calls. Smokers from
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backgrounds of economic privilege who received financial incentives had notably
higher quit rates compared to those exposed only to smoking cessation
campaigns.8Level IHowever, the impact on economically disadvantaged smokers
was less pronounced.

Behavioural interventions, particularly when combined with pharmacotherapy
approaches have proven highly effective in smoking cessation efforts among women
from economically disadvantaged backgrounds®:tevel I3 with intervention groups
being 1.68 times more likely to quit compared to control groups.

Integrating social needs navigation into Quitline services resulted in quit rates similar
to standard Quitline services for economically disadvantaged daily smokers8:evel |,
Nevertheless, it is worth noting that the standard Quitline plus social needs
navigation showed lower quit rates compared to Quitline alone. Financial coaching
and social services referrals for economically disadvantaged smokers led to a
notable decrease in smoking rates and a significant reduction in economic stress.8
Level | It similarly targeted economically disadvantaged residents of New York City,
combining smoking cessation coaching, nicotine replacement therapy, money
management coaching, and referral to financial benefits and empowerment
services® 9 Level IThis intervention led to a substantial increase in abstinence rates
and a reduction in financial stress among participants.

Boland (2019)%: Levell explored factors influencing Quitline and pharmacotherapy use
among economically disadvantaged smokers, finding that self-efficacy and mental
health conditions influenced Quitline utilization, while mental health conditions and
alcohol consumption affected recent use of nicotine replacement therapy.
Additionally, the study assessed the effectiveness of vaporized nicotine products
compared to nicotine replacement therapy for daily smokers receiving government
pensions or allowances, focusing on the impact on cessation rates, adherence,
safety, and cost-effectivenes.?'. Levéll The study also highlighted how negative mood,
motivation, and self-efficacy, with gender-specific variations, affect daily
commitment to nicotine replacement therapy among economically disadvantaged
smokers.gz' Level |

Grades of
Recommendations

Recommendation

The offer of financial incentives should be considered in
programs to boost and maintain quit rates among
economically disadvantaged smokers. A

7.4 Female Smoker

Smoking cessation clinical trials reveal that the same treatments benefit both men
and women.”" Levelll-2,72, Level I-2 Ho\wever, research suggests that some treatments
are less efficacious in women than in men (e.g., NRTs)"> t¢¢l | due to lack of
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documented data on smoking status among women and lack of intervention’4 Level
'as well as different brain system modulated by noradrenergic activity in women.”
Level I-22\\omen found to be less likely to stop”® ¢V 3 may have more difficulty to
quit smoking’”-¢¥¢'! and less likely to be abstinent compared to men.’8 Levell

Although research shows that women benefit from the same interventions as men,
women may face different stressors and barriers to quitting that should be
addressed in treatment. These stressors and barriers include greater weight control
concerns’® Level -2 ‘hormonal cycles®® -eve! -2 and stress smoking.””- ¢¥¢' ' \WWomen
who are considering pregnancy may be especially receptive to tobacco cessation.

Other documented evidence which improved female smokers to quit are social
support®?: Level | “physical activity®? Leve! I1-2 83, Level 113 g g customised intervention
programme for women especially pregnant smokers who are coming for antenatal

follow up.3% teve!!

Grades of
Recommendations

Recommendation

Given the distinct psychosocial stressors that women often
encounter, smoking cessation efforts should incorporate
heightened attention and support. The development and A
implementation of tailored, gender-responsive interventions
are strongly recommended for female smokers.

7.5 Pregnant and Lactating Women

Maternal smoking during pregnancy is an important and preventable major risk
factor of adverse obstetrical and neonatal outcomes including placental abruption,
miscarriage, stillbirth, preterm birth, and low birthweight.®

Meta-analysis of two studies established that the odds of discontinuation of any
breastfeeding before six months were significantly increased in the second-hand
smoke exposed women (pooled odds=1.07 [95%CI=1.01, 1.14], two studies, 1382
women). Therefore, second-hand smoke might be associated with discontinuing any
breastfeeding before six months.%8Levell

Research indicates that a significant majority of women (96%) believe that they
should be asked about each of the risk factors at least once (i.e. at first visit). The
assessment should be included in the screening of risk factors during
pregnancy_101,Level 1]
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Healthcare professionals should ask at least once the smoking status of a pregnant
mother and provide recommendations for smoking cessation interventions. When
asking about smoking, questions on exposure to environmental smoke should be
included as mothers who smoke are more likely to be exposed to environmental
smoke. Pregnant women have expressed a preference for smoking cessation
interventions delivered by healthcare professionals, with 29.1% favoring daily
interventions and 59.8% preferring weekly sessions, implemented by health
professionals such as doctors, nurses, or psychologists are the ones perceived as
the most useful. 85.8% of pregnant mothers considered that the development of
smoking cessation programs during pregnancy is important.102 Level lll

A systematic review found that the majority of healthcare professionals ask about
smoking and give advice to quit. However, less assess motivation and/ or
dependence on smoking. The pooled percentages of studies reporting practices
‘often/always’ were: ‘Ask’ 91.6% (95% CI 88.2% to 95%); ‘Advise’ 90% (95% CI
72.5% to 99.3%), ‘Assess’ 79.2% (95% CI 76.5% to 81.8%), ‘Assist (cessation
support) 59.1% (95% Cl 56% to 62.2%), ‘Arrange (referral) 33.3% (95% CI 20.4%
to 46.2%) and ‘prescribing NRT’ 25.4% (95% Cl 12.8% to 38%).104Levell

Healthcare professionals should encourage readiness to quit through identifying
individual context, personalised support, and educational risk perception, and,
supporting the process of quitting, and offering a range of options, underpinned by
a personalised, non-judgemental approach'0 tevel l - On the whole healthcare
professional knowledge may be insufficient about nicotine replacement therapy
leading to hesitancy in providing smoking cessation advice. Poor understanding
about the safety or efficacy of NRT in pregnancy compared with continued smoking
may lead to underprescribing of NRT as a stop smoking aid.04 Level

7.5.1 Psychosocial intervention

A Cochrane review concluded that psychosocial interventions increased the
proportion of women who had stopped smoking in late pregnancy (by 35%) and
mean infant birthweight (by 56 g), and reduced the number of babies born with low
birthweight (by 17%) and admitted to neonatal intensive care immediately after birth
(by 22%).%+ Level I The level of evidence is considered moderate- to-high quality
evidence.

Another meta-analysis of 63 RCTs (n = 19849 women) found that effective
interventions pregnant smokers were: financial incentives (RR:1.77; 95%CI:1.21—
2.58), counselling (RR:1.27; 95%CI:1.13—-1.43) and long-term nicotine replacement
therapy (NRT) (RR:1.53; 95%CI:1.16-2.01). Short-term NRT, bupropion, digital

interventions, feedback, social support, and exercise showed no effectiveness.
100,Level |
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A meta-analysis including 12 trial arms from 12 studies was performed (n = 2306).
The sample-weighted OR indicated that digital interventions significantly increased
the odds of quitting smoking during pregnancy compared to control groups (OR =
1.44, 95% CI 1.04-2.00, p = 0.03).97tevel | Djgital interventions include computer
based applications and text messaging.

Effective psychosocial interventions for pregnant patients

Physician advice regarding smoking-related risks (2—3 minutes); video messages
with information on risks, barriers, and tips for quitting; midwife counselling in one
10-minute session; self-help manual; and follow up letters.

Pregnancy-specific self-help materials (Pregnant Woman’s Self-Help Guide to Quit
Smoking) and one 10-minute counselling session with a health educator.

Counsellor provided one 90-minute counselling session plus bimonthly telephone
follow up calls during pregnancy and monthly telephone calls after delivery.

Adapted from Fiore et al. 2008 2°: Leve!|

A more recent meta-analysis found that digital health interventions had moderate
certainty evidence to achieve continuous abstinence at late pregnancy (4 studies;
2049 women; RR=1.98, 95% CI 1.08 to 3.64, p=0.03) and low certainty evidence to
achieve point prevalence abstinence postpartum (5 studies; 2238 women; RR=1.46,
95% Cl 1.05 to 2.02, p=0.02).99. Level|

Smoking interventions utilizing long-term breastfeeding as a motivating factor may
be successful in increasing smoking abstinence rates at least until the time of
complete breastfeeding cessation.105 Levellll

7.5.2 Use of NRT in pregnancy

Majority of pregnant smokers need assistance to stop smoking. Nicotine
replacement therapy (NRT) has been demonstrated to help non-pregnant smokers
to stop. NRT used for smoking cessation in pregnancy may increase smoking
cessation rates in late pregnancy. However, this evidence is of low certainty, as the
effect was not evident when potentially biased, non-placebo-controlled RCTs were
excluded from the analysis (Claire et al., 2020). Leve!!

NRT prescription seems to be associated with higher risk of infantile colic at 6
months as in case of smoking during pregnancy (aOR, 1.6, 95 CI 1.0-2.5), and with
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risk of attention-deficit/hyperactivity disorder.93 Levél! No association between NRT
during pregnancy and other infant health disorders or major congenital anomalies
has been reported. Health professionals should take note of FDA Pregnancy Class
of NRT products. (Appendix 7)

7.5.3 Breastfeeding Pharmacology intervention

Due to the lack of safety and efficacy research among pregnant women, neither
varenicline nor bupropion is recommended for use during pregnancy or while
breastfeeding.’® Level Il Healthcare professionals should be aware of these
limitations and explore alternative smoking cessation methods.

Other forms of NRT, such as gum and lozenge are recommended to deliver a lower
total daily nicotine dose. For lactating woman, using intermittent, short-acting forms
of NRT are preferable and the woman should be advised to avoid using the products
for at least one hour before breastfeeding.% Leve!!

Grades of
Recommendations

Recommendation 5

Offer multi-sessions behavioural smoking cessation
interventions to all pregnant and breastfeeding women
who smoke.

7.6 Hospitalised Smokers

Hospitalisation provides a powerful opportunity to quit smoking. It is vital that they
attempt to quit smoking, as smoking may interfere with their recovery. Augmented
smoking cessation treatments e.g. self-help via brochure or audio/videotape, chart,
prompt reminding physician to advise smoking cessation, pharmacotherapy,
hospital counselling, and post-discharge counselling telephone calls have been
shown to be effective. Among cardiac patients, second heart attacks are more
common in those who continue to smoke®. Lung, head, and neck cancer patients
who are successfully treated, but who continue to smoke, are at higher risk for a
second cancer.%’ Level I; 97, Level 1I-3; 98, Level I; 99, Level |; 100; 99, Level 'Additionally, Smoking

delays bone and wound healing."0": 102103

Hospitalised patients may be particularly motivated to make a quit attempt for two
reasons. Firstly, the illness causing the hospitalisation may have been due to or
exacerbated by smoking, highlighting the patient’s personal vulnerability to the
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health risks of smoking.'* 195 Secondly, all hospitals in Malaysia are designated
smoke-free areas.'%® Patients in long-term care facilities such as mental health
institution, old folks’ home, rehabilitation centres should also receive tobacco
cessation interventions.

Suggested interventions for hospitalised patients include:

a.

Ask each patient on admission if he or she uses tobacco and document
tobacco use status.

For current tobacco users, record tobacco use status on the admission
problem list and as a discharge diagnosis.

Use counselling and pharmacotherapy to assist all tobacco users to
maintain abstinence and to treat withdrawal symptoms accordingly.
Provide advice and assistance on how to quit during hospitalisation and
remain abstinent after discharge.
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Grades of
Recommendations

Recommendation

7.7  Psychiatric Patients

It is estimated that 11.2% of Malaysians have some form of mental iliness'%”: eve! Il
3). Studies have shown that the prevalence of smoking amongst psychiatric patients
can be as high as two to three times that of the general population’0® Level Il-3; 109,
Levelll-1 "Often, these same smokers smoke at higher rates, on average 25 cigarettes
per day'10. Levell-1- are highly addicted and it is estimated that they consume 43.9%
of all cigarettes sold in the US'"": Level -2 These same patients have higher health
morbidity and mortality, dying 25 years earlier compared to the persons who do not

smoke. 112, Level 1I-2

Despite these startling numbers, psychiatric patients often do not receive advice or
treatment to quit smoking'® “¢¥¢'-3 |n a study, a total of 105 psychiatric patients
who were identified as current smokers, only 1 patient was encouraged to quit
smoking, referred for cessation treatment, and provided with nicotine replacement
therapy on discharge.'!3 Levelll-2

Studies have shown that psychiatric patients can quit and want to quit 14 115, Level i
3 and those who do quit often receive similar health benefits as those without
psychiatric illness. The American Psychiatry Association (APA) also recommends
that psychiatrists assess the smoking status of all patients, including readiness to
quit, previous quitting history and level of nicotine dependence.’16:Level!-2 Therefore,
it is important that ALL patients be asked to quit when seen in psychiatric services.

Despite the very good and extensive database on the safety and efficacy of
pharmacological treatment of tobacco dependence, only a few studies have
examined their use in mentally ill patients. Depression and schizophrenia have been
the most studied amongst the various mental illnesses. The combination of
pharmacological and behavioural measure is deemed to be the gold standard in the
treatment of tobacco dependence.

A recent recommendation from the European Psychiatric Association (EPA),'!7. Level
I for all patients with mental illness who smoke, include:
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1. Record the smoking status:
Smoking status should be evaluated and documented for every psychiatric
patient and the degree of dependence should be documented (preferentially
with the FTND).

2. Set the time of the intervention
The best time for cessation would be when the patient is in a stable phase,
with no recent or planned changes in medications and no urgent problems
take precedence

3. Give counselling
‘5 A’s Intervention’ is recommended for the short-term intervention by
physicians. To increase the quit rate, established programmes (individual
therapy, group therapy, telephone coaching) should be employed wherever
available

4. Offer drug treatment with a first-line product
NRT, varenicline, bupropion should be given for even a mild degree of
tobacco dependence. Attention must be paid on the severity of tobacco
dependence, possible psychiatric side effects, drug-drug interactions and
contraindications.

5. Contact within first days after quit day
6. Perform follow-up visits

7. Relapse prevention and management
The patient should be made aware that lapses and relapses are fine and a
new attempt with different procedures (e.g. psychotherapy, medication)
should be discussed with the patient.

7.7.1 Schizophrenia

There are limited smoking cessation pharmacological clinical trials conducted on
persons suffering from schizophrenia. The most investigated smoking cessation
pharmacological treatments are nicotine replacement therapy (NRT), sustained
release bupropion (bupropion SR) and varenicline.

The effectiveness of NRT in this group of patients is unclear owing to the few trials
with small sample size. One trial compared the use of high dose transdermal
nicotine patch (42 mg) with regular dose transdermal nicotine patch (21 mg) in 51
patients with schizophrenia who wanted to quit smoking. In this trial, seven-day point
prevalence abstinence rates at eight weeks were not significantly different between
the high dose group (32%) and the regular dose group (23%).118 - Level -1
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Bupropion has been found to be effective for smoking cessation in schizophrenia
patients. A meta-analyses''® ¢¢' | reported that the cessation rates after using
bupropion was significantly higher than placebo at the end of treatment (seven trials,
N = 340; RR=3.03; 95% CI 1.69 to 5.42) and after six months (five trials, N = 214,
RR=2.78; 95% CI 1.02 to 7.58). At the end of treatment, smokers with schizophrenia
who received bupropion smoked about 11 fewer cigarettes per day than those who
took placebo. There were no significant differences in positive, negative and
depressive symptoms between bupropion and placebo groups. There were no
reports of major adverse events such as seizures with bupropion.

The effectiveness of combination of different smoking cessation treatments is
unclear in treating schizophrenia. Nevertheless, a 10-week, double-blind, placebo-
controlled trial of bupropion (300 mg/day) in combination with transdermal nicotine
patch (21 mg/24h) for 58 outpatient smokers with schizophrenia found that the
combination of bupropion and transdermal nicotine patch was well-tolerated and
significantly improved short-term smoking abstinence in this group of patients.'?%:
Level 2Another small randomized controlled trial found that patients taking
bupropion and NRT had a significant increase in smoking reduction at 3 and 6
months (60% vs. 31%; P = 0.036), and a greater continuous abstinence rate at week
8, (52% vs. 19%; P = 0.014) over patients taking placebo and NRT. 121 Level -1

For varenicline, the information that varenicline increased smoking cessation rates
higher than placebo in individuals with schizophrenia was based on two studies.
These studies found that smokers with schizophrenia were nearly 5 times more
likely to quit compared to placebo at the end of the treatment (N = 137; RR=4.74,
95% Cl 1.34 to 16.71).'"% Level | Thjs information, however, need to take into
consideration that it was based on only two studies. There is no sufficient direct
evidence presently to know whether the benefit of varenicline is maintained for six
months or more. Nevertheless, there were no significant differences in reported
psychiatric symptoms between the varenicline and placebo groups.'?? Levell

7.7.2 Depression

Depression is one of the commonest mental health conditions worldwide and is
estimated to be the second leading cause of health morbidity by 202023 Level II-3,
Smoking and smoking cessation has been linked to both depressed mood and
depression, however, the relationship is unclear.

A review looking at smoking cessation interventions for patients with depression
identified only 3 RCT’s out of the 16 studies reviewed which included patients with
current depression. This review found small, but positive findings for the use of
antidepressant (RR=1.31; 95% CI 0.73 to 2.34), NRT and addition of behavioural
mood management (RR=1.41; 95% Cl 1.01 to 1.96).124 Levell
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The Cochrane group reviewed the use of antidepressants and smoking cessation
and found positive results for both bupropion (44 trials and almost 13,000
participants, RR=1.62, 95% CIl 1.49 to 1.76) and nortriptyline (9 trials, 975
participants, RR=2.03, 95% Cl 1.48 to 2.79).3"- Levell Both medications increase the
likelihood to quit, however, for bupropion this is seen for at least six weeks. This
review did not find any added advantage of the serotonin selective reuptake
inhibitors (SSRIs) as a quit smoking agent (RR = 0.93, 95% CI 0.71 to 1.22).
International guidelines have suggested that individuals with depression and
wanting to quit smoking can be started on these two treatments.

Varenicline has been found to be the most effective agent for smoking cessation
(RR=2.31) and probably equally effective for both individuals with and without
depression. Risk of suicidal behaviour has not been found to be true in the
community.3” Lve! | However, caution is still recommended as a result of previous
concerns.

Anxiolytics have not been found to be useful for smoking cessation.
7.7.3 Bipolar Disorder

There are only four published controlled smoking cessation treatment studies in
smokers with bipolar disorder using pharmacological agents such as nicotine
replacement therapy, bupropion, and varenicline.

An open-label, pilot study suggested that NRT (nicotine patch) may be an effective
treatment for tobacco dependence in bipolar smokers. 2% Level I3

One small study on smoking cessation using sustained-release bupropion involved
only five patients. In this randomized, double-blind, placebo-controlled trial study,
two smokers in the bupropion group either quit or reduced their smoking compared
to placebo treatment which was associated with early dropout from the study and
occurrence of symptoms of hypomania.'26. Level|

In a recent randomized, double-blind, placebo-controlled, parallel-group, relapse-
prevention clinical trial conducted in 10 community mental-health centres, 247
smokers with schizophrenia or bipolar disorder were enrolled. Two hundred and
three received 12-week treatment with varenicline and cognitive behavioural
therapy or cognitive behavioural therapy alone. After a period of a year, the point-
prevalence abstinence rate was 60% with varenicline treatment and 19% with
placebo (OR =6.2; 95% Cl 2.2 to 19.2). Varenicline was also found to be efficacious
for maintenance treatment in the study and furthermore there was no impact on
psychiatric symptoms reported.1?7- Levell
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In another study by Chengappa et al. (2014) varenicline added to CBT, tripled 4-
week continuous abstinence rates at the end of a standard 12-week course of
treatment in smokers with bipolar disorder. 128 Vel There were significantly more
subjects with bipolar who quit smoking with varenicline (n/n = 15/31, 48.4%)
compared to placebo (n/n = 3/29, 10.3%) (OR=8.1; 95% CI 2.03 to 32.5) at 3
months. At 6 months, 6 of 31 varenicline-treated subjects (19.4%) remained
abstinent compared to 2 of 29 (6.90%) assigned to placebo (OR=3.2; 95%CI 0.60
to 17.6). Psychopathology scores remained stable throughout the study. Ten
serious adverse events occurred (N = 6, varenicline; n = 4, placebo) with the most
common reported as abnormal dreams occurred significantly more often in
varenicline- treated subjects (n/n = 18/31, 61.3%) than in those receiving placebo
(n/n = 9/29, 31%; P = .04). Eight people treated with varenicline and 5 placebo-
assigned subjects expressed fleeting suicidal ideation, a non-significant difference.

With only two published RCT adequately powered to detect treatment efficacy in
this population, the data is currently inadequate to form a consensus guideline for
treating nicotine dependence in people with bipolar disorder. However, as currently
available treatments have been reported to be safe, all patients with bipolar should
be given pharmacological aid should they want to quit smoking.
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7.7.4 Substance use disorder

7.7.4.1 Alcohol use disorder

In an open trial of the transdermal nicotine replacement therapies for smoking
cessation on 49 alcohol and drug-dependent patients (39/49 were alcohol
dependent) who entered inpatient treatment, seven subjects (14.3%) self-reported
tobacco abstinence at 21 days, and 5 (10.2%) self-reported abstinence as
outpatients at 6 weeks.12% Levelll-2

There was evidence that bupropion — sustained release (bupropion-SR) is effective
in helping alcohol dependent smokers to quit smoking. In an open-label, naturalistic
study among alcohol dependent smokers, participants who received bupropion-SR
were more likely to abstain from smoking than controls at any of the follow-up time
points, reduced their smoking and smoked less cigarettes per day (CPD) at
baseline, 30 days and 180 days post-baseline, compared to controls.30 Leve!!

A double-blind, placebo-controlled smoking cessation study involving heavy-
drinkers found that varenicline produced a sustained decrease in alcohol
consumption in addition to a significant decrease in the number of cigarettes
smoked.m' Level |

An open-label, pilot study suggested that varenicline may be an effective treatment
for tobacco dependence in recovering alcohol-dependent smokers. 32 Level II-1

The combination of two smoking cessation treatments had no added benefit in
smokers with a dependence to alcohol based on current evidence. In a double-blind
placebo-controlled study of sustained-release bupropion with NRT as a smoking
cessation aid in 58 alcohol dependent smokers, it was found that the addition of
bupropion to NRT (nicotine patch) did not improve smoking outcomes. One third of
participants on bupropion reported discontinuing the drug during weeks 1 to 4. All
study participants however, significantly reduced cigarette use.'33 Levell

7.7.4.2 Cannabis use disorder

The co-occurrence of tobacco and cannabis use is high, however, treatments of
tobacco use in this population is lacking.'3* -¥e!l A case series reported the use of
a 12-week, 9 session computer-assisted version of Motivational Enhancement
Therapy (MET), Cognitive Behavioral Therapy (CBT), and Contingency
Management (CM), i.e., abstinence-based incentives aimed at both tobacco and
cannabis use in those with cannabis use disorder. This programme included an
optional tobacco intervention that comprised of five computer modules in a
tailormade programme and NRT. All participants initiated the tobacco intervention
but 50% opted to use NRT. Five out of six participants made self-reported reduction
attempts during treatment (i.e., reduced cigarette use lasting at least 24 h in
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duration), with a mean of 4.8 attempts (range 1-8), and cigarettes per day
decreased from intake to end of treatment. 3% Level Il-3

Studies on co-occurring drug use and tobacco use, however, did not report
worsening of symptoms when using NRTs, bupropion or varenicline and therefore
all available treatments can be used.?0: Level!

7.7.4.3 Opioid use disorder in methadone maintenance treatment

In general, smoking cessation rates in methadone-maintained smokers is low. To
date, only two RCTs have been conducted on this group of patients. This study used
a three-group randomized design, whereby it attempted to study the efficacy of
varenicline versus placebo, in comparison with nicotine replacement therapy (NRT),
in 315 persons methadone-maintained smokers (varenicline =137, placebo=45 and
combination nicotine replacement =133). This study found that the 7-day abstinence
at 6-months was 5.4% overall, with varenicline 3.7% compared to placebo 2.2%,
and NRT 8.3% (p> .05). Between baseline and 6-months there was an overall self-
reported mean reduction of 8.3 cigarettes/day. This study reported that quitting
using NRTs to be comparable to other studies and the use of varenicline did not
increase quit rates in this population.’36: Levell

In another study, 383 methadone-maintained smokers were assigned randomly to
nicotine patch (8— 12 weeks) plus either (1) a baseline tailored brief motivational
intervention, a quit date behavioural skills counselling session and a relapse
prevention follow-up session or (2) brief advice using the National Cancer Institute’s
4 As model. In this study, a tailored behavioural intervention did not increase quit
rates over NRT and National Cancer Institute’s 4 As model treatment.'37- Levell
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Recommendation 6

Grade

For psychiatric and substance abuse disorder patients:

Record the smoking status of ALL patients (preferable with the
Fagerstrom Test for Nicotine Dependence or carbon monoxide
smokerlyzer)

Set the time of intervention (quit date) when the patient’s mental
status is stable

Provide “5 A’s intervention” by trained health care providers
Offer pharmacotherapy to ALL smokers with psychiatric condition
o Caution should be taken when using varenicline and

bupropion—NRT, bupropion, nortriptyline or varenicline

Behavioural support should be provided where applicable and
available

A-B
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Children and Adolescents

Although most smoking-related disease burden is in adults, youth-focused cessation
is crucial: ~70% of Malaysian smokers start before 18, and earlier quitting limits life-
expectancy loss.'?4 Level I3 Egrly initiation accelerates disease and dependence,
making unassisted quitting harder''? tevel 8" gnd many youths want to quit
smoking/vaping but are unsuccessful'?3 Leveéll 'Youth vaping in Malaysia is rising, with
concerns about illicit drug delivery''4 Ltevel lll “|ocal data show high psilocybin-via-
vaping exposure among ATS users '16. Levelll-2 gnd adolescent vaping increases later
drug use risk such as marijuana’> tevel Il Trials in adolescents emphasize
prevention/education; effective quit supports include group counselling, mixed-
delivery, and computer/messaging interventions, while pharmacotherapy shows no
clear benefit and only mild adverse effects''! Levell and no cessation medications
are FDA-approved for this group.123. Levell

For ages 18-24, effective options include text messaging, quit-and-win contests, and
multicomponent behavioural programs'26. Level |- tailored primary-care education from
early childhood through adolescence is also effective beyond school settings'!? Level
2 Interpersonal discussions and tech-based tools should be leveraged''% teve!! and
booklets with booster calls and in-person counselling aid quitting'?% Leve!! Parental
cessation lowers youths’ smoking risk'?> tevel | and embedding cessation in
respiratory/paediatric follow-ups reduces cigarettes smoked using simple screening
and motivational interviewing'®- Level -2 Clinician advice prompts quit attempts even
in pre-contemplative users.!%7. Levelll-2

Despite limited pharmacologic evidence overall, the American Academy of Pediatrics
allows consideration of off-label NRT for moderate/severe dependence108, Level lli
and promotes the repeat-visit ACT model—Ask, Counsel, Treat121, Level llI,
aligning with NSW guidance to Ask, Advise, and Help with tailored plans, behavioural
strategies, pharmacotherapy when indicated, and follow-up113, Level Ill. Nicotine
replacement therapy delivers measured nicotine to reduce withdrawal and cravings
without exposure to other harmful smoke/vape constituents and is safe for those =212
years where no contraindications exist109, Level Ill, 113, Level lll. NRT should be
considered for adolescents 212 with daily smoking, withdrawal, cravings, or TTFV
within 30 minutes of waking, following assessment by healthcare professionals and

paired with behavioural support and a sustainable quitting plan.

Assessment of nicotine dependency for vapers can be done utilizing both short and
long form of evaluation.'® level ll (Appendix 16). Behavioural strategies to support
adolescents to quit smoking are available-¢v®'"' (Appendix 17)
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Strategy 1
Alternative dopamine reward

This strategy uses dopamine release as
a reward. Dopamine is a 'feel-good'
chemical released in the brain.
Research has shown that nicotine
increases the level of dopamine in the
brain.

Suggest: Instead of using an e-cigarette,
the young person should carry a snack.
(nuts, flavoured sugar-free gum) for a
dopamine release.

Strategy 2
Think of yourself as someone who does
not use e-cigarettes

This strategy is based on motivational
interviewing so the young person can
imagine themselves as someone who
does not use e-cigarettes.

To exercise this strategy, the young
person can say to themselves:

“l am not a vaper”
“l don’t vape/smoke”

This can include asking the young
person to imagine an example of being
offered an e-cigarette and role-playing
their response.

Strategy 3
Use the “stray cat™ metaphor.

This strategy uses the metaphor that the
craving is like a stray cat. If you feed the
cat, it will keep coming back, but if you
don't, the cat will eventually go away.

Practise: ask the young person to
rehearse the metaphor when they have
no cravings mindfully. Use the image of
the cat when the craving begins.

Strategy 4
Distraction

Suggest the young person distract
themselves by doing something else
e.g., Playing a video game, going for a
walk, looking at Instagram / Snapchat (if
all dealers/vape material has been
deleted or blocked), listen to music.

Advanced technique: distraction with
imagery. When experiencing a craving,
the young person learns to visualize
something completely different, like
being on a beach or cows grazing in a
paddock. If stuck, it may help them to
focus on an aversive image, e.g.,
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vomiting.

Practise: Mindfully rehearse a simple
distracting visualization when there is no
craving.

Strategy 5
Rewards or incentives
(contingency management)

Suggest the young person set
measurable goals to reduce or cease
their e-cigarette use, including positive
reinforcement (rewards or incentives) for
periods of abstinence.

Strategy 6

Making a promise (either committing to
one or more of the above behavioural
strategies or to not using e-cigarettes)

Studies have shown that people are
more likely to comply when they
promise to do something.

Example 1: Ask the young person to
promise to commit to using one or more
of the behavioural strategies in this
guide.

This can also be used when the health
professional or worker asks the young
person to promise not to use e-
cigarettes for a specific time or number
of days.

Example 2: Do you promise me that you
won’t use e-cigarettes (vape) during
school hours?

The young person may agree with a
handshake (if appropriate).




Recommendation

Grade

For adolescents and children:

e Use early screening, motivational interviewing, and digital tools like
text messaging, following the 2A+H model—Ask, Advise, and Help

e Assess nicotine dependence with short-form tools like Time to First
Vape (TTFV) and long-form tools like the Modified Hooked on
Nicotine Checklist (M-HONC), Penn State E-Cigarette
Dependence Index, and the E-cigarette Dependency Scale (EDS).

e Consider NRT for adolescents 12 and above with high nicotine
dependency, combined with behavioural support, while carefully
assessing the benefits and risks.

e Implement school-based and primary care educational initiatives,
focusing on early prevention and repeated engagement across
various stages of childhood and adolescence.

55
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7.9  Elderly

A randomised control trial among older adults living in rural area found that both
text-based schedule gradual reduction (SGR) intervention plus support
messages and text-based support messages only were useful in for quitting
smoking (SGR = 57%, Control = 63%). Although not statistically significant, the
SGR group had a higher rate of biochemically validated cessation (SGR = 15%,
Control = 5%, Cohen d = 0.67).127, Levell

A Cochrane review found inconclusive evidence that using e-Health nutritional
interventions which provided multicomponent health interventions, which aimed
to improve nutrition and other health behaviors (eg, exercise, smoking cessation,
medication adherence) to be useful for smoking cessation. 28 Level

Grades of
Recommendations

Recommendation

Text-based schedule gradual reduction (SGR) intervention A

Counselling interventions, physician advice, buddy support
programmes, age-tailored self-help materials, telephone
counselling, and the nicotine patch

7.10 Incarcerated People

Individuals released from prison or discharged from mental health and substance
use treatment facilities often relapse to smoking shortly after their release. A
systematic review found that while smoking bans alone do not effectively
encourage cessation. A multi-component intervention combined is
recommended to enhance cessation rates after release, provided that

participants receive adequate support during this transition period?3". tevel !l

A multi-component tobacco control intervention which included prisoners and
prison staff showed a reduction and cessation in smoking. This multicomponent
intervention resulted in high abstinence rates, had high acceptability among both
staff and prisoners, and was associated with wider health benefits across the
prison settin.129 Level Il

An RCT of people released from smoke free prison randomised to a single

session of motivational interview or usual care. There was no significant
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between-group difference in continuous abstinence between Ml (8.6%) versus
usual care (7.4%) with risk ratio = 1.16, 95%CI 0.67(12.0330. Level |

Recommendation: A multicomponent tobacco control intervention is
recommended for incarcerated people in smoking cessation.

Grades of
Recommendations

Recommendation

A multicomponent tobacco control intervention A

Single session of motivational interview

8.0 MANAGEMENT OF WEIGHT GAIN / OBESE SMOKERS

Concerns about weight gain after stopping smoking are a commonly cited barrier to
stopping smoking. For smokers who are greatly concerned about weight gain, it may

be most appropriate to prescribe or recommend bupropion SR (MD -1.01 kg, 95%
Cl-1.35 t0-0.67; 10 studies, 1098 participants; 12 =3%) or NRT MD —0.52 kg, 95%

CI-0.99 to —0.05; 21 studies, 2784 participants; 2 = 81%), in particular nicotine
patch or gum, which have been shown to delay weight gain after quitting'#®: 150 Level
|

Quitting smoking is often followed by weight gain hence, health professionals
involved should:

i. Note that the health risks of weight gain are small when compared to the
risks of continued smoking

ii. Recommend physical activities and a balanced, healthy diet to control
weight

iii. Recommend that patients should concentrate primarily on smoking
cessation, not weight control, until ex-smokers are confident that they will
not return to smoking.

A majority of smokers gain weight after they quit smoking. In a meta-analysis
including 35 cohorts, the subjects who stopped smoking gained 4.10 kg (95% CI,
2.69-3.60) on average.'32 Leve!! |t has been reported that about 10% of quitters gain
up to 15 kilograms.™% Levell However, weight gain that follows smoking cessation is
a negligible health threat compared with the risks of continued smoking.'"- Level!

Weight gain that follows smoking cessation is a negligible health threat compared
with the risks of continue smoking. Post-cessation weight gain appears to be caused
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both by increased intake and by metabolic adjustments. The involvement of
metabolic mechanisms suggests that even if smokers do not increase their caloric

intake upon quitting, they will, on average, gain some weight.'% Level Il-1:153, Level ll-2;
154, Level II-1

Some smoking cessation pharmacological treatments may also have limited weight
gain. Bupropion, fluoxetine, NRT and varenicline all limit weight gain during
treatment however, the effects on weight gain reduction were smaller after the
treatment had stopped and there was insufficient evidence to be sure that these

effects persisted in the long-term.
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9.0 IMPLEMENTING THE GUIDELINES

It is essential to manage the treatment of nicotine dependant and tobacco use
disorder at all healthcare levels in Malaysia by using an evidence-based CPG. This
aims to increase the success rate for nicotine dependant and tobacco users to beat
their nicotine addiction.

9.1

Facilitating and Limiting Factors

EX|st|ng facilitators for application of the recommendations in the CPG include:-

wide dissemination of the CPG to healthcare providers (hardcopies and
softcopies

training and regular update for healthcare providers

public awareness campaigns related to nicotine dependant especially using
electronic e-cigarette

EX|st|ng barriers for application of the recommendations of the CPG are:-

9.2

inadequate understanding of evidence-based treatment of nicotine
dependant and Tobacco Use Disorder

insufficient resources especially trained personnel, pharmacotherapy and
infrastructure

variation in treatment practice and preferences

lack of awareness among patients, families/carers and community to handling
nicotine dependants and tobacco users among youngster

Potential Resource Implications

To implement the CPG, there must be strong commitment to:-

iv.

ensure widespread distribution of the CPG to healthcare providers

initiate training (with adequate funding) of healthcare providers ensuring
information is up-to-date

ensure availability of dedicated management team and trained including
multidisciplinary team at different levels of healthcare where appropriate
ensure widespread distribution of updated patient education materials

Implementation strategies such as Quick Reference and Training Module will be
developed following the approval of the CPG by MoH.



60

REFERENCES

10.

11.

12.

13.

14.

15.

WHO. Tobacco Fact Sheet. Geneva; 2009.
http://www.who.int/nmh/publications/fact sheet tobacco en.pdf.

WHO. WHO Report on the GlobalTobacco Epidemic. Geneva; 2008.
www.who.int/tobacco/mpower/en/.

Ministry of Health Malaysia. Pelan Strategik Kebangsaan Bagi Kawalan Tembakau 2015-
2020. Putrajaya: Ministry of Health Malaysia; 2015.

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders,
4th Edition, Text Revision (DSM-IV-TR). 4th Editio. Washington (DC): American Psychiatric
Association; 2000.

Black JH. Evidence base and strategies for successful smoking cessation. J Vasc Surg.
2010;51(6):1529-1537. doi:10.1016/j.jvs.2009.10.124.

Aveyard P, Raw M. Improving smoking cessation approaches at the individual level. Tob
Control. 2012;21(2):252-257. doi:10.1136/tobaccocontrol-2011- 050348.

Institute for Public Health (IPH). Report of the Global Adult Tobacco Survey (GATS)
Malaysia, 2011. https://iku.gov.my/images/teknikal-report/gats-2011.pdf (2012).

Institute for Public Health (IPH). Global Adult Tobacco Survey (GATS): Executive Summary
2023. https://iku.nih.gov.my/images/gats2023/gats-executive-summary.pdf (2024).

(IPH), I. for P. H. The Second Malaysian Burden of Disease and Injury Study. (Institute for
Public Health (IPH), 2012).

Institute for Public Health (IPH). Technical Report National Health and Morbidity Survey
(NHMS) 2022: Adolescent Health Survey, Malaysia. https://iku.gov.my/images/nhms-
2022/Report_Malaysia_nhms_ahs_2022.pdf (2022).

Pierce, J. P. et al. Declines in cigarette smoking among US adolescents and young adults:
indications of independence from e-cigarette vaping surge. Tob. Control tc-2022-057907
(2023) doi:10.1136/tc-2022-057907.

Wee LH, West R, Mariapun J, et al. Should the threshold for expired-air carbon monoxide
concentration as a means of verifying self-reported smoking abstinence be reduced in
clinical treatment programmes? Evidence from a Malaysian smokers’ clinic. Addict Behav.
2015;47:74-79. doi:10.1016/j.addbeh.2015.03.021.

Stead L, Buitrago D, Preciado N, Sanchez G, Hartmann-Boyce J, Lancaster T. Physician
Advice for Smoking Cessation. Cochrane Collab. 2008;(5):1-73.
doi:10.1002/14651858.CD000165.pub4.Copyright.

TJ G, MW M. How to Help Your Patients Stop Smoking: A National Cancer Institute Manual
for Physicians. NIH Publication; 1989.

Clair, C.; Mueller, Y.; Livingstone-Banks, J.; Burnand, B.; Camain, J.Y.; Cornuz, J.; Rége-
Walther, M.; Selby, K.; Bize, R. Biomedical risk assessment as an aid for smoking
cessation. Cochrane Database Syst. Rev. 2019, 3, CD004705


http://www.who.int/nmh/publications/fact_sheet_tobacco_en.pdf
http://www.who.int/tobacco/mpower/en/

61

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Rodriguez-Alvarez, M. D. M., Roca-Antonio, J., Martinez-Gonzalez, S., Vila-Palau, V.,
Chacén, C., Ortega-Roca, A, ... & Toran-Monserrat, P. (2022). Spirometry and smoking
cessation in primary care: the ESPIROTAB study, a randomized clinical trial. International
Journal of Environmental Research and Public Health, 19(21), 14557.

Foulds, J., Veldheer, S., Yingst, J., Hrabovksy, S., Wilson, S.J., et. al, (2015). Development
of a questionnaire for assessing dependence on electronic cigarettes among a large sample
of ex-smoking e-cigarette users. Nicotine & Tobacco Research, 17(2), 186-192.

Vogel, E. A., Prochaska, J. J., & Rubinstein, M. L. (2020). Measuring e-cigarette
addictionamong adolescents. Tobacco Control, 29(3), 258-262.

Piper, M.E., Baker, T.B., Benowitz, N.L., Smith, S.S., & Jorenby, D.E. (2020). E-
cigarettedependence measures in dual users: reliability and relations with dependence
criteria ande-cigarette cessation. Nicotine and Tobacco Research, 22(5), 756-763.

Morean, M.E., Krishnan-Sarin, S., & O’Malley, S.S. (2018). Assessing nicotine dependence
in adolescent e-cigarette users: the 4-item Patient-Reported Outcomes Measurement
Information System (PROMIS) nicotine dependence item bank for electronic
cigarettes. Drug and Alcohol Dependence, 188, 60-63.

Morean, M.E., Krishnan-Sarin, S., Sussman, S., Foulds, J., Fishbein, H., Grana, R., &
O’Malley, S.S. (2019). Psychometric Evaluation of the E-cigarette Dependence
Scale. Nicotine and Tobacco Research, 21(11), 1556-1564.

Papadakis, S., Anastasaki, M., Papadakaki, M. et al. ‘Very brief advice’ (VBA) on smoking in
family practice: a qualitative evaluation of the tobacco user’s perspective. BMC Fam Pract 21,
121 (2020).

Patwardhan PD, Chewning BA. Ask, advise and refer: hypothesis generation to promote a
brief tobacco-cessation intervention in community pharmacies. Int J Pharm Pract. 2009
Aug;17(4):221-9. doi: 10.1211/ijpp/17.04.0005. PMID: 20161528; PMCID: PMC2801921.
Cheng, C.C.W., He, W.J.A., Gouda, H. et al. Effectiveness of Very Brief Advice on Tobacco
Cessation: A Systematic Review and Meta-Analysis. J GEN INTERN MED 39, 1721-1734
(2024).

WHO clinical treatment guideline for tobacco cessation in adults [Internet]. Geneva: World
Health Organization; 2024. 3, Recommendations. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK604665/

Kock, L., Shahab, L., Garnett, C. et al. Brief interventions for smoking and alcohol associated
with the COVID-19 pandemic: a population survey in England. BMC Public Health 24, 76
(2024).

Lindson, N., Thompson, T. P., Ferrey, A., Lambert, J. D., & Aveyard, P. (2019). Motivational
interviewing for smoking cessation. Cochrane Database of Systematic Reviews, (7).

Hartmann-Boyce, J., Chepkin, S. C., Ye, W., Bullen, C., & Lancaster, T. (2018). Nicotine
replacement therapy versus control for smoking cessation. Cochrane Database of
Systematic Reviews, 2018(5).

Theodoulou A, Chepkin SC, Ye W, Fanshawe TR, Bullen C, Hartmann-Boyce J, Livingstone-
Banks J, Hajizadeh A, Lindson N. Different doses, durations and modes of delivery of nicotine
replacement therapy for smoking cessation. Cochrane Database of Systematic Reviews.
2023(6).

Lindson, N., Klemperer, E., Hong, B., Ordéfiez-Mena, J. M., & Aveyard, P. (2019). Smoking
reduction interventions for smoking cessation. Cochrane Database of Systematic Reviews,
2019(9).


https://www.ncbi.nlm.nih.gov/books/NBK604665/

62

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

Windle SB, Filion KB, Mancini JG, Adye-White L, Joseph L, Gore GC, Habib B, Grad R,
Pilote L, Eisenberg MJ. Combination Therapies for Smoking Cessation: A Hierarchical
Bayesian Meta-Analysis. Am J Prev Med. 2016 Dec;51(6):1060-1071. doi:
10.1016/j.amepre.2016.07.011. Epub 2016 Sep 9. PMID: 27617367

Stead, L. F., Koilpillai, P., Fanshawe, T. R., & Lancaster, T. (2016). Combined
pharmacotherapy and behavioural interventions for smoking cessation. Cochrane Database
of Systematic Reviews, 2016(3).

Livingstone-Banks J, Fanshawe TR, Thomas KH, Theodoulou A, Hajizadeh A, Hartman L,
Lindson N. Nicotine receptor partial agonists for smoking cessation. Cochrane Database of
Systematic Reviews 2023, Issue 5. Art. No.: CD006103.

Hajizadeh A, Howes S, Theodoulou A, Klemperer E, Hartmann-Boyce J, Livingstone-
Banks J, Lindson N. Antidepressants for smoking cessation. Cochrane Database of
Systematic Reviews 2023, Issue 5. Art. No.: CD000031.

Santos CP, Proenca M, dos Santos Gouveia T, de Oliveira CB, Tacao GY, Trevisan IB,
Ramos EM, Ramos D. Effectiveness of aerobic exercise on smoking cessation in adults: a
systematic review and meta-analysis. Journal of Physical Activity and Health. 2021 Jan
12;18(2):230-42

Zhang YY, Su YZ, Tian ZY, Liang SB, Liu YJ, Li YF, Qiao HF, Robinson N, Liu JP.
Acupuncture and related acupoint therapies for smoking cessation: An umbrella review and
updated meta-analysis. Tob Induc Dis. 2024 Apr 18;22. doi: 10.18332/tid/186147. PMID:
38638420; PMCID: PMC11025526.

Petit, B., Dornier, A., Meille, V., Demina, A., & Trojak, B. (2022). Non-invasive brain
stimulation for smoking cessation: a systematic review and meta-analysis. Addiction, 117(11),
2768-2779.

Matkin W, Ordoénez-Mena JM, Hartmann-Boyce J. Telephone counselling for smoking
cessation. Cochrane Database Syst Rev. 2019;2019(5).

Garg R, McQueen A, Evbuoma-Fike El, Kreuter MW. Re-examining phone counseling for
smoking cessation: Does the evidence apply to low-SES smokers? Patient Educ Couns.
2022;105(7):1783-1792.

Singh A, Budukh A, Chaturvedi P, Dikshit R. Systematic review on telephonic Quitline and its
effects on smokeless tobacco. Int J Noncommunicable Dis. 2019;4(3):65.

Ahluwalia 1B, Tripp AL, Dean AK, et al. Tobacco Smoking Cessation and Quitline Use Among

Adults Aged =15 Years in 31 Countries: Findings From the Global Adult Tobacco Amrvey.

J Prev Med

Sgai MG, Robleto E, Shafazand S, Jackson RM, Shehadeh LA. The impact of e-cigarettes
versus traditional cigarettes on long-term cardiopulmonary outcomes. Am J Physiol Heart
Circ Physiol. 2025 Aug 1;329(2):H554-H571.

Foster JA. Consideration of vaping products as an alternative to adult smoking: a narrative
review. Subst Abuse Treat Prev Policy. 2023 Nov 16;18(1):67

Yayan J, Franke KJ, Biancosino C, Rasche K. Comparative systematic review on the safety
of e-cigarettes and conventional cigarettes. Food Chem Toxicol. 2024 Mar;185:114507.
Izquierdo-Condoy JS, Naranjo-Lara P, Morales-Lapo E, Hidalgo MR, Tello-De-la-Torre A,
Vasconez-Gonzales E, Salazar-Santoliva C, Loaiza-Guevara V, Rincon Hernandez W,
Becerra DA, Gonzalez MBD, Lépez-Cortés A, Ortiz-Prado E. Direct health implications of e-
cigarette use: a systematic scoping review with evidence assessment. Front Public Health.
2024 Jul 29;12:1427752.



63

46.

47.

48.

49.

50.

51.

52.

53.

54.

59.

56.

57.

58.

59.

60.

Vyas N, Bennett A, Hamel C, Beck A, Thuku M, Hersi M, Shaver N, Skidmore B, Hutton B,
Manuel D, Morrow M, Pakhale S, Presseau J, Shea BJ, Little J, Moher D, Stevens A.
Effectiveness of e-cigarettes as a stop smoking intervention in adults: a systematic review.
Syst Rev. 2024 Jun 29;13(1):168.

Liu X, Lu W, Liao S, Deng Z, Zhang Z, Liu Y, Lu W. Efficiency and adverse events of
electronic cigarettes: A systematic review and meta-analysis (PRISMA-compliant article).
Medicine (Baltimore). 2018 May;97(19):e0324.

Zakiyah N, Purwadi FV, Insani WN, Abdulah R, Puspitasari IM, Barliana MI, Lesmana R,
Amaliya A, Suwantika AA. Effectiveness and Safety Profile of Alternative Tobacco and
Nicotine Products for Smoking Reduction and Cessation: A Systematic Review. J

Multidiscip Healthc. 2021 Jul 23;14:1955-1975.

Waghel RC, Battise DM, Ducker ML. Effectiveness of Electronic Cigarettes as a Tool for
Smoking Cessation or Reduction. J Pharm Technol. 2015 Feb;31(1):8-12.

Lindson N, Butler AR, McRobbie H, Bullen C, Hajek P, Begh R, Theodoulou A, Notley C,
Rigotti NA, Turner T, Livingstone-Banks J, Morris T, Hartmann-Boyce J. Electronic
cigarettes for smoking cessation. Cochrane Database of Systematic Reviews 2024, Issue 1.
Art. No.: CD010216.

Wills TA, Soneji SS, Choi K, Jaspers |, Tam EK. E-cigarette use and respiratory disorders: an
integrative review of converging evidence from epidemiological and laboratory studies. Eur
Respir J. 2021 Jan 21;57(1):1901815.s

Kundu A, Feore A, Sanchez S, Abu-Zarour N, Sutton M, Sachdeva K, Seth S, Schwartz R,
Chaiton M. Cardiovascular health effects of vaping e-cigarettes: a systematic review and
meta-analysis. Heart. 2025 Jun 13;111(13):599-608.

Gualano MR, Passi S, Bert F, La Torre G, Scaioli G, Siliquini R. Electronic cigarettes:
assessing the efficacy and the adverse effects through a systematic review of published
studies. J Public Health (Oxf). 2015 Sep;37(3):488-97.

Flach S, Maniam P, Manickavasagam J. E-cigarettes and head and neck cancers: A
systematic review of the current literature. Clin Otolaryngol. 2019 Sep;44(5):749-756.

Miller DR, Buettner-Schmidt K, Orr M, Rykal K, Niewojna E. A systematic review of refillable
e-liquid nicotine content accuracy. J Am Pharm Assoc (2003). 2021 Jan-Feb;61(1):20-26.
Tzortzi A, Kapetanstrataki M, Evangelopoulou V, Beghrakis P. A Systematic Literature
Review of E-Cigarette-Related lliness and Injury: Not Just for the Respirologist. Int J Environ
Res Public Health. 2020 Mar 27;17(7):2248.

Banks E, Yazidjoglou A, Brown S, Nguyen M, Martin M, Beckwith K, Daluwatta A, Campbell
S, Joshy G. Electronic cigarettes and health outcomes: umbrella and systematic review of the
global evidence. Med J Aust. 2023 Apr 3;218(6):267-275.

Hashim, Syaza Ahmad and Shameli, Kamyar and Md Akhir, Fazreena Nadia and Salleh,
Madihah Md and Ismail, Norliana and Hassan, Noraryana and Hara, Hirofumi and Mohamad,
Edzrol Niza and Mohamad, Shaza Eva (2022) Identification of flavour chemicals and
potentially harmful compounds in refill e-liquids sold in Malaysia. Journal of Advanced
Research in Applied Sciences and Engineering Technology, 26 (1). 15 -22.

Klemperer EM, Streck JM, Lindson N, West JC, Su A, Hughes JR, Carpenter MJ. A systematic
review and meta-analysis of interventions to induce attempts to quit tobacco among adults
not ready to quit. Exp Clin Psychopharmacol. 2023 Apr;31(2):541-559.

Livingstone-Banks, J., Norris, E., Hartmann-Boyce, J., West, R., Jarvis, M., & Hajek, P.
(2019). Relapse prevention interventions for smoking cessation. The Cochrane database of
systematic reviews, 2(2), CD003999.



64

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

Das D, Menon |, Gupta R, Sharma A, Ahsan |, Ashraf A. Comparison of Interventional
Methods to Motivate and Change the Behavioural Stage of Smokers to Quit Smoking- A
Hospital Based Randomised Controlled Trial. Asian Pac J Cancer Prev. 2021 Mar
1;22(3):711-717.

Tsourtos, G., Foley, K., Ward, P., Miller, E., Wilson, C., Barton, C., & Lawn, S. (2019). Using
a nominal group technique to approach consensus on a resilience intervention for smoking
cessation in a lower socioeconomic population. BMC public health, 19(1), 1577.

Davis K, Murphy-Hoefer R, Dutra L, King B, Bradfield B, Rodes R, Beistle D. The Impact of
the Tips from Former Smokers® Campaign on Reducing Cigarette Smoking Relapse. J Smok
Cessat. 2022 Nov 22;2022:3435462.

Lindson, N., Pritchard, G., Hong, B., Fanshawe, T. R., Pipe, A., & Papadakis, S. (2021).
Strategies to improve smoking cessation rates in primary care. The Cochrane database of
systematic reviews, 9(9), CD011556.

Evins, A. E., Cather, C., Pratt, S. A., Pachas, G. N., Hoeppner, S. S., Goff, D. C., Achtyes, E.
D., Ayer, D., & Schoenfeld, D. A. (2014). Maintenance treatment with varenicline for smoking
cessation in patients with schizophrenia and bipolar disorder: a randomized clinical
trial. JAMA, 311(2), 145-154.

Schnoll RA, Goelz PM, Veluz-Wilkins A, Blazekovic S, Powers L, Leone FT, Gariti P, Wileyto
EP, Hitsman B. Long-term nicotine replacement therapy: a randomized clinical trial. JAMA
Intern Med. 2015 Apr;175(4):504-11.

Teriba, Aminat, Uchenna Mbama, Shivanna Sharma, Ariam Abraham, and Uche Anadu

Ndefo. “Evidence against E-Cigarettes for Smoking Cessation.” Journal of the American
Pharmacists Association 61, no. 5 (2021): e55-58.

Rahman, AzizUr, MohamadHaniki Nik Mohamed, Shazia Jamshed, Syed Mahmood, and
MuhammadAhsan Iftikhar Baig. “The Development and Assessment of Modified Fagerstrom
Test for Nicotine Dependence Scale among Malaysian Single Electronic Cigarette Users.”
Journal of Pharmacy And Bioallied Sciences 12, no. 6 (2020): S671-75.

Park, E., Kwon, M., Chacko, T. et al. Instruments to measure e-cigarette related constructs:
a systematic review. BMC Public Health 22, 1135 (2022).

Sahr, M., Kelsh, S., Blower, N., & Sohn, M. (2021). Pilot Study of Electronic Nicotine Delivery
Systems (ENDS) Cessation Methods. Pharmacy, 9(1), 21.

St Helen G, Nardone N, Addo N, Dempsey D, Havel C, Jacob P 3rd, Benowitz NL. Differences
in nicotine intake and effects from electronic and combustible cigarettes among dual users.
Addiction. 2020 Apr;115(4):757-767.

Nicorette Quickmist 1 Mg / Spray Mouthspray, Nicorette Quickmist Smarttrack 1 Mg / Spray -
Summary of medicine characteristics | Patient info. patient-info.co.uk. Published 2025. Accessed
November 28, 2025. https://patient-info.co.uk/nicorette-quickmist-1-mg-spray-mouthspray-
nicorette-quickmist-smarttrack-1-mg-spray-87803/summary-of-medicine-characteristics

Bittoun, Renee. “Managing Vaping Cessation: A Monograph for Counselling Adult Managing

Vaping Cessation: A Monograph for Counselling Adult and Adolescent Vapers and
Adolescent Vapers,” 2021. https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-

Vaping-Counselling-Adult-and-Adolescent.pdf.

Ross, R. (2022). Examining tobacco use, policy awareness, and policy support at the
intersection of gender and race: A cross-sectional study of students at the University of
Washington. University of Washington.


https://doi.org/10.1016/j.japh.2021.05.001
https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-Vaping-Counselling-Adult-and-Adolescent.pdf
https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-Vaping-Counselling-Adult-and-Adolescent.pdf
https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-Vaping-Counselling-Adult-and-Adolescent.pdf

65

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

Caponnetto, P., Maglia, M., & Polosa, R. (2019). Efficacy of smoking cessation with
varenicline plus counselling for e-cigarettes users (VAREVAPE): a protocol for a randomized
controlled trial. Contemporary Clinical Trials Communications, 15, 100412.

Berlin, I., Nalpas, B., Targhetta, R., & Perney, P. (2019). Comparison of e-cigarette use
characteristics between exclusive e-cigarette users and dual e-cigarette and conventional
cigarette users: an online survey in France.. Addiction.

Lee, S., Han, D., & Seo, D. (2022). Toward a better understanding of adult dual use of
cigarettes and e-cigarettes based on use intensity and reasons for dual use.. Addictive
behaviors, 137, 107517.

Moeis, F., Hartono, R., Nurhasana, R., Satrya, A., & Dartanto, T. (2024). Relieving or
aggravating the burden: Non-communicable diseases of dual users of electronic and
conventional cigarette in Indonesia. Tobacco Induced Diseases, 22.

Wang, J., Olgin, J., Nah, G., Vittinghoff, E., Cataldo, J., Pletcher, M., & Marcus, G. (2018).
Cigarette and e-cigarette dual use and risk of cardiopulmonary symptoms in the Health eHeart
Study. PLoS ONE, 13.

Czoli, C., Fong, G., Goniewicz, M., & Hammond, D. (2018). Biomarkers of exposure among
"dual users" of tobacco cigarettes and electronic cigarettes in Canada.. Nicotine & tobacco
research : official journal of the Society for Research on Nicotine and Tobacco.

Valter, R., Guyonvarch, O., Allagbé, |., & Faou, L. (2023). Factors associated with smoking
cessation in exclusive smokers and dual users of e-cigarette and conventional cigarettes from
CDTnet registry.. Preventive medicine, 107585.

Advani, I., Gunge, D., Boddu, S., Mehta, S., Park, K., Perera, S., Pham, J., Nilaad, S., Olay,
J.,, L., Masso-Silva, J., Sun, X,, Jain, S., Malhotra, A., & Alexander, L. (2021). Dual use of e-
cigarettes with conventional tobacco is associated with increased sleep latency in cross-
sectional Study. Scientific Reports, 12.

Kim, C., Paek, Y., Seo, H., Cheong, Y., Lee, C., Park, S., Park, D., & Lee, K. (2020). Dual use
of electronic and conventional cigarettes is associated with higher cardiovascular risk factors
in Korean men. Scientific Reports, 10.

Boland, V. C., Mattick, R. P., Siahpush, M., Barker, D., Doran, C. M., Martire, K. A., Bonevski,
B., McRobbie, H., Borland, R., Farrell, M., West, R., & Courtney, R. J. (2019). Factors
associated with Quitline and pharmacotherapy utilisation among low-socioeconomic status
smokers. Addictive behaviors, 89, 113—-120.

Cummins, S. E., Kirby, C. A., Wong, S., Anderson, C. M., & Zhu, S. H. (2023). Re-engagement
of Low-Income Smokers in Quitline Services: Effects of Incentives and Method of Contact.
Nicotine & tobacco research : official journal of the Society for Research on Nicotine and
Tobacco, 25(4), 796-802.

Gajos, J. M., Hawes, E. S., Chana, S. M., Mrug, S., Wolford-Clevenger, C., Businelle, M. S.,
Carpenter, M. J., & Cropsey, K. L. (2023). Daily adherence to nicotine replacement therapy
in low-income smokers: The role of gender, negative mood, motivation, and self-efficacy.
Addictive behaviors, 138, 107543.

Howard, B. C., McRobbie, H., Petrie, D., Barker, D., Mendelsohn, C., Anderson, J., Borland,
R., Naughton, F., Tutka, P., Zwar, N., Boland, V. C., Aiken, A., Shakeshaft, A., Gartner, C.,
Richmond, R. L., Hall, W., Mattick, R. P., Farrell, M., & Courtney, R. J. (2022). Effectiveness,
safety and cost-effectiveness of vaporized nicotine products versus nicotine replacement
therapy for tobacco smoking cessation in a low-socioeconomic status Australian population:
a study protocol for a randomized controlled trial. Trials, 23(1), 777.

Kreuter, M. W., Garg, R., Fu, Q., Caburnay, C., Thompson, T., Roberts, C., Sandheinrich, D.,
Javed, |., Wolff, J. M., Butler, T., Grimes, L. M., Carpenter, K. M., Pokojski, R., Engelbrecht,


https://doi.org/10.1016/j.addbeh.2018.09.029
https://doi.org/10.1093/ntr/ntac246
https://doi.org/10.1016/j.addbeh.2022.107543
https://doi.org/10.1186/s13063-022-06644-8

66

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

K., Howard, V., & McQueen, A. (2023). Helping low-income smokers quit: findings from a
randomized controlled trial comparing specialized quitline services with and without social
needs navigation. The Lancet Regional Health - Americas, 23, 100529.

O'Connell, N., Burke, E., Dobbie, F., Dougall, N., Mockler, D., Darker, C., Vance, J., Bernstein,
S., Gilbert, H., Bauld, L., & Hayes, C. B. (2022). The effectiveness of smoking cessation
interventions for socio-economically disadvantaged women: a systematic review and meta-
analysis. Systematic reviews, 11(1), 111.

Pisinger, C., Toxveerd, C. G., & Rasmussen, M. (2022). Smoking Cessation Programs Are
Less Effective in Smokers with Low Socioeconomic Status Even When Financial Incentives
for Quitting Smoking Are Offered-A Community-Randomized Smoking Cessation Trial in
Denmark. International journal of environmental research and public health, 19(17), 10879.
Rogers, E. S., Rosen, M. I., Elbel, B., Wang, B., Kyanko, K., Vargas, E., Wysota, C. N., &
Sherman, S. E. (2022). Integrating Financial Coaching and Referrals into a Smoking
Cessation Program for Low-income Smokers: a Randomized Waitlist Control Trial. Journal of
general internal medicine, 37(12), 2973-2981.

Tempchin, J., Vargas, E., Sherman, S., & Rogers, E. (2023). Predictors of Counseling
Participation Among Low-Income People Offered an Integrated Intervention Targeting
Financial Distress and Tobacco Use. Prevention science : the official journal of the Society
for Prevention Research, 24(3), 525-534.

Blanc, J. et al. (2021) ‘Nicotine Replacement Therapy during Pregnancy and Child Health
Outcomes: A Systematic Review’, International Journal of Environmental Research and
Public Health, 18(8), p. 4004.

Chamberlain, C. et al. (2017) ‘Psychosocial interventions for supporting women to stop
smoking in pregnancy’, Cochrane Database of Systematic Reviews, 2020(3).

Claire, R. et al. (2020) ‘Pharmacological interventions for promoting smoking cessation
during pregnancy’, Cochrane Database of Systematic Reviews, 2020(3).

Diguisto, C. and Dochez, V. (2020) ‘Conséquences du tabagisme actif chez la femme
enceinte — Rapport d’experts et recommandations CNGOF-SFT sur la prise en charge

du tabagisme en cours de grossesse’, Gynécologie Obstétrique Fertilité & Sénologie,
48(7-8), pp. 559-566.

Griffiths, S. E. et al. (2018) ‘Are digital interventions for smoking cessation in pregnancy
effective? A systematic review and meta-analysis’, Health Psychology Review, 12(4), pp.
333-356.

Suzuki, D. et al. (2019) ‘Secondhand Smoke Exposure During Pregnancy and Mothers’
Subsequent Breastfeeding Outcomes: A Systematic Review and Meta-Analysis’,
Scientific Reports, 9(1), p. 8535.

Tahan, C. et al. (2023) ‘Effect of digital health, biomarker feedback and nurse or midwife-

led counselling interventions to assist pregnant smokers quit: a systematic review and
meta-analysis’, BMJ Open, 13(3), p. e060549.

Vila-Farinas, A. et al. (2024) ‘Effectiveness of smoking cessation interventions among
pregnant women: An updated systematic review and meta-analysis’, Addictive Behaviors,
148, p. 107854.

Waller, A., Bryant, J., Cameron, E., Galal, M., Symonds, |., & Sanson-Fisher, R. (2018).
Screening for recommended antenatal risk factors: How long does it take?. Women and
Birth, 31(6), 489-495.

Almeida, R., Barbosa, C., Pereira, B., Diniz, M., Baena, A., & Conde, A. (2022). Tobacco
smoking during pregnancy: Women’s perception about the usefulness of smoking


https://doi-org.eresourcesptsl.ukm.remotexs.co/10.1016/j.lana.2023.100529
https://doi.org/10.1186/s13643-022-01922-7
https://doi.org/10.3390/ijerph191710879
https://doi.org/10.1007/s11606-021-07209-2
https://doi.org/10.1007/s11121-022-01416-x

67

103.

104.

105.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

cessation interventions. International journal of environmental research and public health,
19(11), 6595.

Stacey, T., Samples, J., Leadley, C., Akester, L., & Jenney, A. (2022). ‘1 don’t need you
to criticise me, | need you to support me’. A qualitative study of women’s experiences of
and attitudes to smoking cessation during pregnancy. Women and Birth, 35(6), €549-
e555.

Gould, G. S., Twyman, L., Stevenson, L., Gribbin, G. R., Bonevski, B., Palazzi, K., & Zeev,
Y. B. (2019). What components of smoking cessation care during pregnancy are
implemented by health providers? A systematic review and meta-analysis. BMJ open,
9(8), e026037.

Logan, C. A., Rothenbacher, D., & Genuneit, J. (2017). Postpartum smoking relapse and
breastfeeding: defining the window of opportunity for intervention. Nicotine & Tobacco
Research, 19(3), 367-372.

Diamanti, A., Papadakis, S., Schoretsaniti, S., Rovina, N., Vivilaki, V., Gratziou, C., &
Katsaounou, P. A. (2019). Smoking cessation in pregnancy: An update for maternity care
practitioners. Tobacco induced diseases, 17.

Ahuja, N. A, Kedia, S. K., Jiang, Y., Ward, K. D., Pichon, L. C., Dillon, P. J., . . . Xie, L.
(2022). Factors associated with e-cigarette quit intention among adolescents in the United
States. Substance Use & Misuse, 57(14), 2074-2084.

Control, S. o. T., Groner, J. A., Nelson, K. E., Etzel, R. A., Wilson, K. M., Farber, H. J., . ..
Moore, J. E. (2015). Clinical practice policy to protect children from tobacco, nicotine, and
tobacco smoke. Pediatrics, 136(5), 1008-1017.

Devi, R. E., Barman, D., Sinha, S., Hazarika, S. J., & Das, S. (2020). Nicotine replacement
therapy: A friend or foe. Journal of Family Medicine and Primary Care, 9(6), 2615-2620.
Duncan, L. R., Pearson, E. S., & Maddison, R. (2018). Smoking prevention in children and
adolescents: A systematic review of individualized interventions. Patient education and
counseling, 101(3), 375-388.

Fanshawe, T. R., Halliwell, W., Lindson, N., Aveyard, P., Livingstone-Banks, J., &
Hartmann-Boyce, J. (2017). Tobacco cessation interventions for young people. Cochrane
Database Syst Rev, 11(11), Cd003289.

Hamzeh, B., Farnia, V., Moradinazar, M., Pasdar, Y., Shakiba, E., Najafi, F., & Alikhani, M.
(2020). Pattern of cigarette smoking: intensity, cessation, and age of beginning: evidence
from a cohort study in West of Iran. Substance abuse treatment, prevention, and policy, 15,
1-9.

Health, C. f. P. (2024). Guide to Support Young People to Quit E-Cigarettes. In N. M. o.
Health (Ed.), (pp. 29). Retrieved from https://www.health.nsw.gov.au/tobacco/Pages/e-
cigarette-young-people-guide.aspx

Institute of Public Health, N. I. 0. H., Ministry of Health, Kuala Lumpur. (2022). Adolescent
Health Survey 2022. National Health and Morbidity Survey 2022. In N. A. A. Lim Kuang
Kuay (Ed.).

Jones, K., & Salzman, G. A. (2020). The vaping epidemic in adolescents. Missouri
medicine, 117(1), 56.

Mamat, R., Rashid, R. A., Shin, S. M., Ibrahim, B., Wahab, S., & Ahmad, A. (2023).
Prevalence of psilocybin use in vaping and associated factors: a study among
amphetamine-type stimulants (ATS) use disorder in Malaysia. Journal of addictive diseases,
1-13.


https://www.health.nsw.gov.au/tobacco/Pages/e-cigarette-young-people-guide.aspx
https://www.health.nsw.gov.au/tobacco/Pages/e-cigarette-young-people-guide.aspx

68

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

Mertens, A. E., Kunst, A. E., Lorant, V., Alves, J., Rimpela, A., Clancy, L., & Kuipers, M. A.
(2021). Smoking cessation among adolescents in Europe: The role of school policy and
programmes. Drug and alcohol dependence, 227, 108945.

Morean, M. E., Krishnan-Sarin, S., Sussman, S., Foulds, J., Fishbein, H., Grana, R., &
O’Malley, S. S. (2019). Psychometric evaluation of the e-cigarette dependence scale.
Nicotine and Tobacco Research, 21(11), 1556-1564.

Osinibi, M., Lawton, A., Bossley, C., & Gupta, A. (2022). Promoting smoking cessation in
the paediatric respiratory clinic. European Journal of Pediatrics, 181(7), 2863-2865.
Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9192386/pdf/431_2022 Article_4453.pdf
Park, E., Zhou, Y., Chen, C., Chacko, T., Mahoney, M., & Chang, Y.-P. (2023). Systematic
review: interventions to quit tobacco products for young adults. BMC Public Health, 23(1),
1233. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10294369/pdf/12889_2023_Article_15900.pd
f

Pediatrics, A. A. 0. (2024). Youth Tobacco Cessation: Considerations for Clinicians.
Retrieved from https://www.aap.org/en/patient-care/tobacco-control-and-prevention/youth-
tobacco-cessation/tobacco-use-considerations-for-
clinicians/?srsltid=AfmBOorl5bweBQyl9yhKdXsAVTV96s8iyBhiSxYpEzHEd-aKkXw5r8UR
Scheffers-van Schayck, T., Mujcic, A., Otten, R., Engels, R., & Kleinjan, M. (2021). The
effectiveness of smoking cessation interventions tailored to smoking parents of children
aged 0-18 years: A meta-analysis. In (Vol. 27, pp. 278-293): S. Karger AG Basel,
Switzerland.

Selph, S., Patnode, C., Bailey, S. R., Pappas, M., Stoner, R., & Chou, R. (2020). Primary
care—relevant interventions for tobacco and nicotine use prevention and cessation in
children and adolescents: updated evidence report and systematic review for the US
preventive services task force. Jama, 323(16), 1599-1608. Retrieved from
https://jamanetwork.com/journals/jama/fullarticle/2765008

Sun, Q,, Yu, D, Fan, J., Yu, C., Guo, Y., Pei, P., ... Yang, X. (2022). Healthy lifestyle and
life expectancy at age 30 years in the Chinese population: an observational study. The
Lancet Public Health, 7(12), €994-e1004. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7615002/pdf/EMS 18504 3. pdf

Tildy, B. E., McNeill, A., Perman-Howe, P. R., & Brose, L. S. (2023). Implementation
strategies to increase smoking cessation treatment provision in primary care: a systematic
review of observational studies. BMC Primary Care, 24(1), 32.

Villanti, A. C., West, J. C., Klemperer, E. M., Graham, A. L., Mays, D., Mermelstein, R. J., &
Higgins, S. T. (2020). Smoking-cessation interventions for US young adults: updated
systematic review. American journal of preventive medicine, 59(1), 123-136. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7453837/pdf/nihms-1596661.pdf

Noonan, D., Silva, S., Njuru, J., Bishop, T., Fish, L. J., Simmons, L. A., ... & Pollak, K. I.
(2018). Feasibility of a text-based smoking cessation intervention in rural older adults.
Health Education Research, 33(1), 81-88.

Robert, C., Erdt, M., Lee, J., Cao, Y., Naharudin, N. B., & Theng, Y. L. (2021).
Effectiveness of eHealth nutritional interventions for middle-aged and older adults:
systematic review and meta-analysis. Journal of medical Internet research, 23(5), €15649.
Bowe, A., Marron, L., Devlin, J., & Kavanagh, P. (2021). An evaluation of the impact of a
multicomponent stop smoking intervention in an Irish prison. International Journal of
Environmental Research and Public Health, 18(22), 11981.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9192386/pdf/431_2022_Article_4453.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10294369/pdf/12889_2023_Article_15900.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10294369/pdf/12889_2023_Article_15900.pdf
https://www.aap.org/en/patient-care/tobacco-control-and-prevention/youth-tobacco-cessation/tobacco-use-considerations-for-clinicians/?srsltid=AfmBOorl5bweBQyl9yhKdXsAVTV96s8iyBhiSxYpEzHEd-aKkXw5r8UR
https://www.aap.org/en/patient-care/tobacco-control-and-prevention/youth-tobacco-cessation/tobacco-use-considerations-for-clinicians/?srsltid=AfmBOorl5bweBQyl9yhKdXsAVTV96s8iyBhiSxYpEzHEd-aKkXw5r8UR
https://www.aap.org/en/patient-care/tobacco-control-and-prevention/youth-tobacco-cessation/tobacco-use-considerations-for-clinicians/?srsltid=AfmBOorl5bweBQyl9yhKdXsAVTV96s8iyBhiSxYpEzHEd-aKkXw5r8UR
https://jamanetwork.com/journals/jama/fullarticle/2765008
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7615002/pdf/EMS185043.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7453837/pdf/nihms-1596661.pdf

69

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

143.

144.

Jin, X, Kinner, S. A., Hopkins, R., Stockings, E., Courtney, R. J., Shakeshaft, A., ... &
Dolan, K. (2021). A randomised controlled trial of motivational interview for relapse
prevention after release from smoke-free prisons in Australia. International Journal of
Prisoner Health, 17(4), 462-476.

Sourry, R. J., Hyslop, F., Butler, T. G., & Richmond, R. L. (2022). Impact of smoking bans
and other smoking cessation interventions in prisons, mental health and substance use
treatment settings: A systematic review of the evidence. Drug and Alcohol Review, 41(7),
1528-1542.

Tian J, Venn A, Otahal P, Gall S. The association between quitting smoking and weight gain:
a systematic review and meta-analysis of prospective cohort studies. Obes Rev. 2015; 16(10):
883-901

McKelvey, K., Baiocchi, M., & Halpern-Felsher, B. (2018). Adolescents’ and young adults’ use
and perceptions of pod-based electronic cigarettes. JAMA Network Open, 1(6), €183535-
e183535

Boykan, R., Goniewicz, M.L., & Messina, C.R. (2019). Evidence of nicotine dependence in
adolescents who use Juul and similar pod devices. International Journal of Environmental
Research and Public Health, 16(12), 2135.

Center for Research on Tobacco and Health. (2021). Penn State Nicotine Dependence Index.
Hershey, PA: Penn State College of Medicine. Retrieved from:
https://research.med.psu.edu/smoking/dependence-index/#reference1

TJ G, MW M, TF P. Physician-initiated smoking cessation program: the National Cancer
Institute trials. Prog Clin Biol Res. 1990;339:11-25.

Coleman T. Use of simple advice and behavioural support Who should deliver these Written
self help materials and. 2004;(September 2007):397-399. doi:10.1136/bm;j.328.7436.397.

Wee LH, West R, Bulgiba A, Shahab L. Predictors of 3-month abstinence in smokers
attending stop-smoking clinics in Malaysia. Nicotine Tob Res. 2010;13(2):151-156.
doi:10.1093/ntr/ntq221.

Ministry of Health New Zealand. New Zealand Smoking Cessation Guidelines. Vol 121.;
2014.

Fiore MC, Jaén CR, Baker TB, et al. A Clinical Practice Guideline for Treating Tobacco Use
and Dependence: 2008 Update. Am J Prev Med. 2008;35(May):158-176.

CAN-ADAPTT. CANADIAN SMOKING CESSATION GUIDELINE CAN- ADAPTT:
Practice-Informed and Evidence-Based Smoking Cessation Guideline. Toronto, Canada:
The Canadian Action Network for the Advancement, Disemination and Adoption of
Practiced-informed Tobacco Treatment, Centre for Addiction and Mental Health; 2011.

Stead LF, Lancaster T. Combined pharmacotherapy and behavioural interventions for
smoking cessation. Cochrane Database Syst Rev. 2012;10(10):CD008286.
doi:10.1002/14651858.CD008286.pub2.

Cahill K, Lancaster T, Green N. Stage-based interventions for smoking cessation. Cochrane
Database Syst Rev. 2010;(11). doi:10.1002/14651858.CD004492.pub4.

Prochaska JO, Velicer WF, Redding C, et al. Stage-based expert systems to guide a
population of primary care patients to quit smoking, eat healthier, prevent skin cancer, and



70

145.

146.

147.

148.

149.

150.

151.

152.

153.

154.
155.

156.

157.

receive regular mammograms. Prev Med (Baltim). 2005;41(2):406-416.
doi:10.1016/j.ypmed.2004.09.050.

Murray RL, McNeill A, Lewis S, Britton J, Coleman T. Unplanned attempts to quit smoking:
A qualitative exploration. Addiction. 2010;105(7):1299-1302. doi:10.1111/j.1360-
0443.2010.02980.x.

Ferguson SG, Shiffman S, Gitchell JG, Sembower MA, West R. Unplanned quit attempts--
Results from a U.S. sample of smokers and ex-smokers. Nicotine Tob Res. 2009;11(7):827-
832. doi:10.1093/ntr/ntp072.

Chen J, Chen Y, Chen P, Liu Z, Luo H, Cai S. Effectiveness of individual counseling for
smoking cessation in smokers with chronic obstructive pulmonary disease and
asymptomatic smokers. Exp Ther Med. 2014;7(3):716- 720. doi:10.3892/etm.2013.1463.

Lf S, Perera R, Lancaster T. Telephone counselling for smoking cessation ( Review )
SUMMARY OF FINDINGS FOR THE MAIN COMPARISON. 2013;(8).
doi:10.1002/14651858.CD002850.pub3.

Wu L, Sun S, He Y, Zeng J. Effect of smoking reduction therapy on smoking cessation for
smokers without an intention to quit: An updated systematic review and meta-analysis of
randomized controlled trials. Int J Environ Res Public Health. 2015;12(9):10235-10253.
doi:10.3390/ijerph120910235.

Miller NH, Smith PM, DeBusk RF, Sobel DS, Taylor CB. Smoking cessation in hospitalized
patients. Results of a randomized trial. Arch Intern Med. 1997;157(4):409-415.
http://www.ncbi.nlm.nih.gov/pubmed/9046892.

Nohlert E, Ohrvik J, Tegelberg A, Tillgren P, Helgason AR. Long-term follow- up of a high-
and a low-intensity smoking cessation intervention in a dental setting— a randomized trial.
BMC Public Health. 2013;13(1):592. doi:10.1186/1471-2458-13-592.

McEwen A. NCSCT Standard Treatment Programme: One-to-One Smoking Cessation
Support. London: NHS Centre for Smoking Cessation and Training. 2nd Editio. National
Centre for Smoking Cessation and Training; 2012.

Cahill K, Stead LF, Lancaster T. Nicotine receptor partial agonists for smoking cessation. In:
Cahill K, ed. Cochrane Database of Systematic Reviews.

Chichester, UK: John Wiley & Sons, Ltd; 2012. doi:10.1002/14651858.CD006103.pub6.

Windle SB, Filion KB, Mancini JG, et al. Combination Therapies for Smoking Cessation. Am
J Prev Med. 2016;51(6):1060-1071. doi:10.1016/j.amepre.2016.07.011.

Cahill K, Lindson-Hawley N, Thomas KH, Fanshawe TR, Lancaster T. Nicotine receptor
partial agonists for smoking cessation. In: Lindson-Hawley N, ed. Cochrane Database of
Systematic Reviews. Chichester, UK: John Wiley & Sons, Ltd; 2016.
doi:10.1002/14651858.CD006103.pub?.

Anthenelli RM, Benowitz NL, West R, et al. Neuropsychiatric safety and efficacy of
varenicline, bupropion, and nicotine patch in smokers with and without psychiatric disorders
(EAGLES): a double-blind, randomised, placebo- controlled clinical trial. Lancet.
2016;387(10037):2507-2520. doi:10.1016/S0140-6736(16)30272-0.


http://www.ncbi.nlm.nih.gov/pubmed/9046892

7

158.

159.

160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

171.

Hughes JR, Stead LF, Hartmann-Boyce J, Cahill K, Lancaster T. Antidepressants for
smoking cessation. Cochrane database Syst Rev. 2014;(1):CD000031.
doi:10.1002/14651858.CD000031.pub4.

Schneider N, Cortner C, Justice M, et al. Preferences among five nicotine treatments based
on information versus sampling. Nicotine Tob Res. 2008;10(1):179-186.
doi:10.1080/14622200701767837.

Zhang B, Cohen JE, Bondy SJ, Selby P. Duration of nicotine replacement therapy use and
smoking cessation: a population-based longitudinal study. Am J Epidemiol.
2015;181(7):513-520. doi:10.1093/aje/kwu292.

Fant RV, Owen LL, Henningfield JE. Nicotine replacement therapy. Prim Care.
1999;26(3):633-652. http://www.ncbi.nlm.nih.gov/pubmed/10436291.

Schneider NG, Olmstead RE, Franzon MA, Lunell E. The Nicotine Inhaler. Clin
Pharmacokinet. 2001;40(9):661-684. doi:10.2165/00003088-200140090- 00003.

Silagy C, Lancaster T, Stead L, Mant D, Fowler G. Nicotine replacement therapy for
smoking cessation. Cochrane Database Syst Rev. October 2002.
doi:10.1002/14651858.CD000146.

Covey LS, Glassman AH, Stetner F, Rivelli S, Stage K. A Randomized Trial of Sertraline as
a Cessation Aid for Smokers With a History of Major Depression. Am J Psychiatry.
2002;159(10):1731-1737. doi:10.1176/appi.ajp.159.10.1731.

Hughes JR. Recent Advances in the Pharmacotherapy of Smoking. JAMA. 1999;281(1):72.
doi:10.1001/jama.281.1.72.

Shah sima D, Wilken LA, Winkler SR, Lin S-J. Systematic review and meta- analysis of
combination therapy for smoking cessation. J Am Pharm Assoc. 2008;48(5):659-664.
doi:10.1331/JAPhA.2008.07063.

Ebbert JO, Hays JT, Hurt RD. Combination pharmacotherapy for stopping smoking: What
advantages does it offer? Drugs. 2010;70(6):643-650. doi:10.2165/11536100-000000000-
00000.

Hartmann-Boyce, J., Hong, B., Livingstone-Banks, J., Wheat, H., & Fanshawe, T. R. (2019).
Additional behavioural support as an adjunct to pharmacotherapy for smoking cessation.
Cochrane Database of Systematic Reviews, (6)

Barnes J, Dong CY, McRobbie H, Walker N, Mehta M, Stead LF. Hypnotherapy for smoking
cessation. Cochrane Database Syst Rev.2010;(10):CD001008.
doi:10.1002/14651858.CD001008.pub2.

White AR, Rampes H, Campbell J. Acupuncture and related interventions for smoking
cessation. White AR, ed. Cochrane Database Syst Rev. January 2006.
doi:10.1002/14651858.CD000009.pub2.

White AR, Rampes H, Liu JP, Stead LF, Campbell J. Acupuncture and related interventions
for smoking cessation. In: White AR, ed. Cochrane Database of Systematic Reviews.
Chichester, UK: John Wiley & Sons, Ltd; 2014. doi:10.1002/14651858.CD000009.pub4.


http://www.ncbi.nlm.nih.gov/pubmed/10436291

72

172.

173.

174.

175.

176.

177.

178.

179.

180.

181.

182.

183.

184.

Stead LF, Perera R, Lancaster T. Telephone counselling for smoking cessation. In: Stead
LF, ed. Cochrane Database of Systematic Reviews. Chichester, UK: John Wiley & Sons,
Ltd; 2006:CD002850. doi:10.1002/14651858.CD002850.pub2.

Hartmann-Boyce J, McRobbie H, Bullen C, Begh R, Stead LF, Hajek P. Electronic cigarettes
for smoking cessation. In: Hartmann-Boyce J, ed. Cochrane Database of Systematic
Reviews. Vol CD010216. Chichester, UK: John Wiley & Sons, Ltd; 2016.
doi:10.1002/14651858.CD010216.pub3.

Kalkhoran S, Glantz SA. E-cigarettes and smoking cessation in real-world and clinical
settings : a systematic review and meta-analysis. Lancet Respir. 2016;2600(15):1-13.
doi:10.1016/S2213-2600(15)00521-4.

Rodgers AA, Corbett T, Bramley D, et al. Do u smoke after txt ? Results of a randomised
trial of smoking cessation using mobile phone text messaging. Tob Control. 2005;14(4):255-
261. doi:10.1136/tc.2005.0.

Free C, Knight R, Robertson S, et al. Smoking cessation support delivered via mobile phone
text messaging (txt2stop): a single-blind, randomised trial. Lancet. 2011;378(9785):49-55.
doi:10.1016/S0140-6736(11)60701-0.

Whittaker R, McRobbie H, Bullen C, Borland R, Rodgers A, Gu Y. Mobile phone-based
interventions for smoking cessation. In: Whittaker R, ed. Cochrane Database of Systematic
Reviews. Chichester, UK: John Wiley & Sons, Ltd; 2012:1-24.
doi:10.1002/14651858.CD006611.pub3.

Civljak M, Sheikh A, Stead LF, Car J. Internet-based interventions for smoking cessation. In:
Car J, ed. Cochrane Database of Systematic Reviews. Chichester, UK: John Wiley & Sons,
Ltd; 2010:CD007078. doi:10.1002/14651858.CD007078.pub3.

Walters ST, Wright JA, Shegog R. A review of computer and Internet-based interventions
for smoking behavior. Addict Behav. 2006;31(2):264-277.
doi:10.1016/j.addbeh.2005.05.002.

Lenert L, Mufioz RF, Perez JE, Bansod A. Automated e-mail messaging as a tool for
improving quit rates in an internet smoking cessation intervention. J Am Med Inform Assoc.
2004;11(4):235-240. doi:10.1197/jamia.M1464.

Hajek P, Stead LF. Aversive smoking for smoking cessation. Hajek P, ed. Cochrane
database Syst Rev. 2004;(3):CD000546. doi:10.1002/14651858.CD000546.pub2.

Miller WR, Rollnick S. Motivational Interviewing: Preparing People to Change Addictive
Behavior. 3rd ed. New York: Guilford Press; 2013.

Hettema J, Steele J, Miller WR. Motivational Interviewing. Annu Rev Clin Psychol.
2005;1(1):91-111. doi:10.1146/annurev.clinpsy.1.102803.143833.

Hajek P, Stead LF, West R, Jarvis M, Hartmann-Boyce J, Lancaster T. Relapse prevention
interventions for smoking cessation. In: Stead LF, ed. Cochrane Database of Systematic
Reviews. Chichester, UK: John Wiley & Sons, Ltd; 2013.
doi:10.1002/14651858.CD003999.pub4.



73

185.

186.

187.

188.
189.

190.

191.

192.

193.

194.

195.

196.

197.

198.

Agboola S, McNeill A, Coleman T, Leonardi Bee J. A systematic review of the effectiveness
of smoking relapse prevention interventions for abstinent smokers. Addiction.
2010;105(8):1362-1380. doi:10.1111/j.1360- 0443.2010.02996.x.

Stapleton J, West R, Hajek P, et al. Randomized trial of nicotine replacement therapy
(NRT), bupropion and NRT plus bupropion for smoking cessation: effectiveness in clinical
practice. Addiction. 2013;108(12):2193-2201. doi:10.1111/add.12304.

Patnode CD, Henderson JT, Thompson JH, Senger CA, Fortmann SP, Whitlock EP.
Behavioral Counseling and Pharmacotherapy Interventions for Tobacco Cessation in Adults,
Including Pregnant Women: A Review of Reviews for the U.S. Preventive Services Task
Force. Ann Intern Med. 2015;163(8):608. doi:10.7326/M15-0171.

West R, Brown J. Theory of Addiction. London: Wiley-Blackwell; 2013.

Hughes JR, Peters EN, Naud S. Relapse to smoking after 1 year of abstinence: a meta-
analysis. Addict Behav. 2008;33(12):1516-1520. doi:10.1016/j.addbeh.2008.05.012.

Wee LH, Ithnin AA, West R, Mohammad N, Chan CMH, Hasan Nudin SS. Rationalizations
and identity conflict following smoking relapse: a thematic analysis. J Subst Use.
2016;22(1):1-6. doi:10.3109/14659891.2016.1143045.

Bjornson W, Rand C, Connett JE, et al. Gender differences in smoking cessation after 3
years in the Lung Health Study. Am J Public Health. 1995;85:223-230.

Gritz ER, Thompson B, Emmons K, Ockene JK, McLerran DF, Nielsen IR. Gender
Differences among Smokers and Quitters in the Working Well Trial. Prev Med (Baltim).
1998;27(4):553-561. doi:10.1006/pmed.1998.0325.

Wetter DW, Kenford SL, Smith SS, Fiore MC, Jorenby DE, Baker TB. Gender differences in
smoking cessation. J Consult Clin Psychol. 1999;67(4):555-562.
http://www.ncbi.nlm.nih.gov/pubmed/10450626.

Silfen SL, Cha J, Wang JJ, Land TG, Shih SC. Patient Characteristics Associated With
Smoking Cessation Interventions and Quit Attempt Rates Across 10 Community Health
Centers With Electronic Health Records. Am J Public Health. 2015;105(10):2143-2149.
doi:10.2105/AJPH.2014.302444.

Verplaetse TL, Weinberger AH, Smith PH, et al. Targeting the noradrenergic system for
gender-sensitive medication development for tobacco dependence. Nicotine Tob Res.
2015;17(4):486-495. doi:10.1093/ntr/ntu280.

Ghani WMN, Razak IA, Yang YH, et al. Factors affecting commencement and cessation of
smoking behaviour in Malaysian adults. BMC Public Health. 2012;12(1):207.
doi:10.1186/1471-2458-12-207.

Smith PH, Kasza KA, Hyland A, et al. Gender Differences in Medication Use and Cigarette
Smoking Cessation: Results From the International Tobacco Control Four Country Survey.
Nicotine Tob Res. 2015;17(4):463-472. doi:10.1093/ntr/ntu212.

Wu P-C, Hsueh K-C, Mar G-Y, et al. Gender Differences in Outcome of an Attempt to Stop
Smoking Among Smokers Attending a Smoking Cessation Clinic in Taiwan: 3-Year Follow-
Up Study. Eval Health Prof. 2016;39(3):317- 325. doi:10.1177/0163278715616439.


http://www.ncbi.nlm.nih.gov/pubmed/10450626

74

199.

200.

201.

202.

203.

204.

205.

206.

207.

208.

209.

210.

211.

Beebe LA, Bush T. Post-cessation weight concerns among women calling a state tobacco
quitline. Am J Prev Med. 2015;48(1 Suppl 1):S61-4. doi:10.1016/j.amepre.2014.09.004.

Cosgrove KP. Sex Differences in Availability of B 2 *-Nicotinic Acetylcholine Receptors in
Recently Abstinent Tobacco Smokers. Arch Gen Psychiatry. 2012;69(4):418.
doi:10.1001/archgenpsychiatry.2011.1465.

Hemsing N, Greaves L, O’Leary R, Chan K, Okoli C. Partner support for smoking cessation
during pregnancy: a systematic review. Nicotine Tob Res. 2012;14(7):767-776.
doi:10.1093/ntr/ntr278.

Polanska K, Muszyniski P, Sobala W, Dziewirska E, Merecz-Kot D, Hanke W. Maternal
lifestyle during pregnancy and child psychomotor development - Polish Mother and Child
Cohort study. Early Hum Dev. 2015;91(5):317-325. doi:10.1016/j.earlhumdev.2015.03.002.

Szmyt G, Podgorski T, Szmyt A, Gronek J, Celka R, Jakubowski K. Can dance and health-
related training be effective in helping women quit smoking? Trends Sport Sci.
2015;4(22):169-177.

Li HCW, Chan SSC, Wan ZSF, Wang MP, Lam TH. An evaluation study of a gender-
specific smoking cessation program to help Hong Kong Chinese women quit smoking. BMC
Public Health. 2015;15(1):986. doi:10.1186/s12889-015-2326-9.

Moore E, Blatt K, Chen A, Van Hook J, DeFranco EA. Relationship of trimester-specific
smoking patterns and risk of preterm birth. Am J Obstet Gynecol. 2016;215(1):109.e1-6.
doi:10.1016/j.ajog.2016.01.167.

U.S. Department of Health and Human Services. The Health Consequences of Involuntary
Exposure to Tobacco Smoke: A Report of the Surgeon General. Atlanta (GA): : Centers for
Disease Control and Prevention (US); 2006.
http://www.ncbi.nIm.nih.gov/pubmed/20669524.

Melchior M, Hersi R, van der Waerden J, et al. Maternal tobacco smoking in pregnancy and
children’s socio-emotional development at age 5: The EDEN mother-child birth cohort study.
Eur Psychiatry. 2015;30(5):562-568. doi:10.1016/j.eurpsy.2015.03.005.

American College of Obstetricians and Gynecologists. Smoking cessation during
pregnancy. Obstet Gynaecol. 2005;(106):883—-888.

Doll R, Peto R, Boreham J, Sutherland |. Mortality in relation to smoking: 50 years’
observations on male British doctors. BMJ. 2004;328(7455):1519.
doi:10.1136/bm|.38142.554479.AE.

Lumley J, Chamberlain C, Dowswell T, Oliver S, Oakley L, Watson L. Interventions for
promoting smoking cessation during pregnancy. Cochrane database Syst Rev.
2009;(3):CD001055. doi:10.1002/14651858.CD001055.pub3.

Chamberlain C, O’'Mara-Eves A, Oliver S, et al. Psychosocial interventions for supporting
women to stop smoking in pregnancy. In: Chamberlain C, ed. Cochrane Database of
Systematic Reviews. Chichester, UK: John Wiley & Sons, Ltd; 2013.
doi:10.1002/14651858.CD001055.pub4.


http://www.ncbi.nlm.nih.gov/pubmed/20669524

75

212.

213.

214.

215.

216.

217.

218.

219.

220.

221.

222.

223.

224.

225.

Coleman T, Chamberlain C, Davey M-A, Cooper SE, Leonardi-Bee J. Pharmacological
interventions for promoting smoking cessation during pregnancy. Cochrane Database Syst
Rev. 2015;(12):CD010078. doi:10.1002/14651858.CD010078.pub2.

RACGP. Supporting Smoking Cessation: A Guide for Health Professionals. Melbourne: The
Royal Australian College of General Practitioners; 2011.

NICE. NICE Public Health Guidance: Smoking: Stopping in Pregnancy and after Childbirth.
London: The National Institute for Health and Care Excellence; 2010.
https://www.nice.org.uk/quidance/ph26/resources/smoking-stopping-in- pregnancy-and-
after-childbirth-1996240366789.

Lightwood JM, Glantz SA. Short-term Economic and Health Benefits of Smoking Cessation :
Myocardial Infarction and Stroke. Circulation.1997;96(4):1089-1096.
doi:10.1161/01.CIR.96.4.1089.

Parsons A, Daley A, Begh R, Aveyard P. Influence of smoking cessation after diagnosis of
early stage lung cancer on prognosis: systematic review of observational studies with meta-
analysis. BMJ. 2010;340(jan21 1):b5569- b5569. doi:10.1136/bm;.b5569.

Kawahara M, Ushijima S, Kamimori T, et al. Second primary tumours in more than 2-year
disease-free survivors of small-cell lung cancer in Japan: the role of smoking cessation.
BrJCancer. 1998;78(3):409-412.
http://www.ncbi.nlm.nih.gov/pubmed/9703291%5Cnfile:///S:/Kahalley
Studies/RefMan/Attachments/survivors total updated/HHAdditions/Kawahara

Johnson BE. Second Lung Cancers in Patients After Treatment for an Initial Lung Cancer.
JNCI J Natl Cancer Inst. 1998;90(18):1335-1345. doi:10.1093/jnci/90.18.1335.

Gritz ER, Toll BA, Warren GW. Tobacco Use in the Oncology Setting: Advancing Clinical
Practice and Research. Cancer Epidemiol Biomarkers Prev. 2014;23(1):3-9.
doi:10.1158/1055-9965.EPI-13-0896.

Do K-A, Johnson MM, Doherty DA, et al. Second primary tumors in patients with upper
aerodigestive tract cancers: joint effects of smoking and alcohol (United States). Cancer
Causes Control. 2003;14(2):131-138. http://www.ncbi.nlm.nih.gov/pubmed/12749718.

Jones RM. Smoking before surgery: the case for stopping. Br Med J (Clin Res Ed).
1985;290(6484):1763-1764. http://www.ncbi.nim.nih.gov/pubmed/3924243.

Grossi SG, Genco RJ, Machtei EE, et al. Assessment of risk for periodontal disease. Il. Risk
indicators for alveolar bone loss. J Periodontol. 1995;66(1):23-29.
doi:10.1902/jop.1995.66.1.23.

Patel RA, Wilson RF, Patel PA, Palmer RM. The effect of smoking on bone healing: A
systematic review. Bone Jt Res. 2013;2(6):102-111. doi:10.1302/2046-3758.26.2000142.

Hurt RD, Lauger GG, Offord KP, et al. An integrated approach to the treatment of nicotine
dependence in a medical center setting. J Gen Intern Med. 1992;7(1):114-116.
doi:10.1007/BF02599113.

Rigotti NA, Munafo MR, Stead LF. Smoking Cessation Interventions for Hospitalized
Smokers. Arch Intern Med. 2008;168(18):1950. doi:10.1001/archinte.168.18.1950.


http://www.nice.org.uk/guidance/ph26/resources/smoking-stopping-in-
http://www.ncbi.nlm.nih.gov/pubmed/12749718
http://www.ncbi.nlm.nih.gov/pubmed/3924243

76

226.

227.

228.

229.

230.

231.

232.

233.

234.

235.

236.

237.

238.

239.

CTPR. Control of Tobacco Product Regulations 2004. In: Food Act 1983 (Act 281) &
Regulations. Kuala Lumpur: International Law Book Services; 2015.

Weich S, Lewis G. Poverty, unemployment, and common mental disorders: population
based cohort study. BMJ. 1998;317(7151):115-119.
http://www.ncbi.nlm.nih.gov/pubmed/9657786.

Yee A, Nek Mohamed NN, Hashim AH, et al. The Effect of Nicotine Dependence on
Psychopathology in Patients with Schizophrenia. Biomed Res Int. 2015;2015:1-6.
doi:10.1155/2015/730291.

Ziedonis D, Hitsman B, Beckham JC, et al. Tobacco use and cessation in psychiatric
disorders: National Institute of Mental Health report. Nicotine Tob Res. 2008;10(12):1691-
1715. doi:10.1080/14622200802443569.

Olincy A, Young DA, Freedman R. Increased levels of the nicotine metabolite cotinine in
schizophrenic smokers compared to other smokers. Biol Psychiatry.1997;42(1):1-5.
doi:10.1016/S0006-3223(96)00302-2.

Lasser K, Boyd JW, Woolhandler S, Himmelstein DU, McCormick D, Bor DH. Smoking and
mental iliness: A population-based prevalence study. JAMA. 284(20):2606-2610.
http://www.ncbi.nlm.nih.gov/pubmed/11086367.

Prochaska JJ. Smoking and mental illness--breaking the link. N Engl J Med.
2011;365(3):196-198. doi:10.1056/NEJMp1105248.

Prochaska JJ, Gill P, Hall SM. Treatment of tobacco use in an inpatient psychiatric setting.
Psychiatr Serv. 2004;55(11):1265-1270. doi:10.1176/appi.ps.55.11.1265.

Carosella AM, Ossip-Klein DJ, Owens CA. Smoking attitudes, beliefs, and readiness to
change among acute and long term care inpatients with psychiatric diagnoses. Addict
Behav. 24(3):331-344. http://www.ncbi.nlm.nih.gov/pubmed/10400273.

Amer Siddig AN, Sellman JD, Adamson SJ. the Role of Psychiatrists in Tobacco
Dependence Treatment. 2015;16(February 2005).

Kleber HD, Weiss RD, Anton RF, et al. Treatment of patients with substance use disorders,
second edition. American Psychiatric Association. Am J Psychiatry. 2007;164(4 Suppl):5-
123. http://www.ncbi.nlm.nih.gov/pubmed/17569411.

Ruther T, Bobes J, De Hert M, et al. EPA guidance on tobacco dependence and strategies
for smoking cessation in people with mental iliness. Eur Psychiatry. 2014;29(2):65-82.
doi:10.1016/j.eurpsy.2013.11.002.

Williams J, Gandhi K, Foulds J, Steinberg M, Lu S-E, Masumova F. No advantage for high
dose compared to regular dose nicotine patch on short- term abstinence rates in
schizophrenia. In: 13th Annual Meeting of the Society for Research on Nicotine and
Tobacco (SRNT). Austin, Texas; 2007.

Tsoi DT, Porwal M, Webster AC. Interventions for smoking cessation and reduction in
individuals with schizophrenia. In: Tsoi DT, ed. Cochrane Database of Systematic Reviews.
Chichester, UK: John Wiley & Sons, Ltd; 2013. doi:10.1002/14651858.CD007253.pub3.


http://www.ncbi.nlm.nih.gov/pubmed/9657786
http://www.ncbi.nlm.nih.gov/pubmed/11086367
http://www.ncbi.nlm.nih.gov/pubmed/10400273
http://www.ncbi.nlm.nih.gov/pubmed/17569411

7

240.

241.

242.

243.

244.

245.

246.

247.

248.

249.

250.

251.

252.

George TP, Vessicchio JC, Sacco KA, et al. A placebo-controlled trial of bupropion
combined with nicotine patch for smoking cessation in schizophrenia. Biol Psychiatry.
2008;63(11):1092-1096. doi:10.1016/j.biopsych.2007.11.002.

Evins AE, Cather C, Deckersbach T, et al. A double-blind placebo-controlled trial of
bupropion sustained-release for smoking cessation in schizophrenia. J Clin
Psychopharmacol. 2005;25(3):218-225. http://www.ncbi.nIm.nih.gov/pubmed/15876899.

Williams JM, Anthenelli RM, Morris CD, et al. A randomized, double-blind, placebo-
controlled study evaluating the safety and efficacy of varenicline for smoking cessation in
patients with schizophrenia or schizoaffective disorder. J Clin Psychiatry. 2012;73(5):654-
660. doi:10.4088/JCP.11m07522.

Murray CJ, Lopez AD. Alternative projections of mortality and disability by cause 1990-2020:
Global Burden of Disease Study. Lancet (London, England). 1997;349(9064):1498-1504.
doi:10.1016/S0140-6736(96)07492-2.

Gierisch JM, Bastian LA, Calhoun PS, McDuffie JR, Williams JW. Smoking cessation
interventions for patients with depression: a systematic review and meta-analysis. J Gen
Intern Med. 2012;27(3):351-360. doi:10.1007/s11606- 011-1915-2.

Heffner JL, Anthenelli RM, DelBello MP, Stahl L, Strakowski SM. Mood management and
nicotine patch for smoking cessation in adults with bipolar disorder. Nicotine Tob Res.
2013;15(11):1805-1806. doi:10.1093/ntr/ntt076.

Weinberger AH, Vessicchio JC, Sacco KA, Creeden CL, Chengappa KNR, George TP. A
preliminary study of sustained-release bupropion for smoking cessation in bipolar disorder. J
Clin Psychopharmacol. 2008;28(5):584-587. doi:10.1097/JCP.0b013e318184ba3c.

Evins AE, Cather C, Pratt SA, et al. Maintenance Treatment With Varenicline for Smoking
Cessation in Patients With Schizophrenia and Bipolar Disorder. JAMA. 2014;311(2):145.
doi:10.1001/jama.2013.285113.

Chengappa KNR, Perkins KA, Brar JS, et al. Varenicline for smoking cessation in bipolar
disorder: a randomized, double-blind, placebo-controlled study. J Clin Psychiatry.
2014;75(7):765-772. doi:10.4088/JCP.13m08756.

Saxon AJ, McGuffin R, Dale Walker R. An open trial of transdermal nicotine replacement
therapy for smoking cessation among alcohol- and drug- dependent inpatients. J Subst
Abuse Treat. 1997;14(4):333-337. doi:10.1016/S0740-5472(97)00031-7.

Karam-Hage M, Robinson JD, Lodhi A, Brower KJ. Bupropion-SR for smoking reduction and
cessation in alcohol-dependent outpatients: a naturalistic, open- label study. Curr Clin
Pharmacol. 2014;9(2):123-129. http://www.ncbi.nlm.nih.gov/pubmed/24218993.

Mitchell JM, Teague CH, Kayser AS, Bartlett SE, Fields HL. Varenicline decreases alcohol
consumption in heavy-drinking smokers. Psychopharmacology (Berl). 2012;223(3):299-306.
doi:10.1007/s00213-012- 2717-x.

Hays JT, Croghan IT, Schroeder DR, Ebbert JO, Hurt RD. Varenicline for tobacco
dependence treatment in recovering alcohol-dependent smokers: An open-label pilot study.
J Subst Abuse Treat. 2011;40(1):102-107. doi:10.1016/j.jsat.2010.08.009.


http://www.ncbi.nlm.nih.gov/pubmed/15876899
http://www.ncbi.nlm.nih.gov/pubmed/24218993

78

253.

254.

255.

256.

257.

258.

259.

260.

261.

262.

263.

264.

265.

266.

Grant KM, Kelley SS, Smith LM, Agrawal S, Meyer JR, Romberger DJ. Bupropion and
nicotine patch as smoking cessation aids in alcoholics. Alcohol. 2007;41(5):381-391.
doi:10.1016/j.alcohol.2007.03.011.

Agrawal A, Budney AJ, Lynskey MT. The co-occurring use and misuse of cannabis and
tobacco: a review. Addiction. 2012;107(7):1221-1233. doi:10.1111/j.1360-
0443.2012.03837 .x.

Lee DC, Budney AJ, Brunette MF, Hughes JR, Etter J-F, Stanger C. Treatment models for
targeting tobacco use during treatment for cannabis use disorder: case series. Addict
Behav. 2014;39(8):1224-1230. doi:10.1016/j.addbeh.2014.04.010.

Stein MD, Caviness CM, Kurth ME, Audet D, Olson J, Anderson BJ. Varenicline for smoking
cessation among methadone-maintained smokers: a randomized clinical trial. Drug Alcohol
Depend. 2013;133(2):486-493. doi:10.1016/j.drugalcdep.2013.07.005.

Stein MD, Weinstock MC, Herman DS, Anderson BJ, Anthony JL, Niaura R. A smoking
cessation intervention for the methadone-maintained. Addiction. 2006;101(4):599-607.
doi:10.1111/j.1360-0443.2006.01406.x.

Colby SM, Monti PM, O’Leary Tevyaw T, et al. Brief motivational intervention for adolescent
smokers in medical settings. Addict Behav. 2005;30(5):865- 874.
doi:10.1016/j.addbeh.2004.10.001.

Lawendowski LA. A motivational intervention for adolescent smokers. Prev Med (Baltim).
27(5 Pt 3):A39-46. http://www.ncbi.nlm.nih.gov/pubmed/9808816.

Karpinski JP, Timpe EM, Lubsch L. Smoking cessation treatment for adolescents. J Pediatr
Pharmacol Ther. 2010;15(4):249-263.
http://www.sciencedirect.com/science/article/pii/S1359644611004764.

Institute for Public Health (IPH). The National Health and Morbidity Survey: Malaysia Global
School-Based Student Health Survey 2012. (Tahir A, Noor Ani A, Yaw SL, Nurrul Ashikin A,
eds.). Kuala Lumpur: Ministry of Health Malaysia; 2012.

Riley WT, Kaugars GE, Grisius TM, Page DG, Burns JC, Svirsky JA. Adult smokeless
tobacco use and age of onset. Addict Behav. 21(1):135-138.
http://www.ncbi.nim.nih.gov/pubmed/8729715.

Flay BR, Hu FB, Siddiqui O, et al. Differential influence of parental smoking and friends’
smoking on adolescent initiation and escalation of smoking. J Health Soc Behav.
1994;35(3):248-265. http://www.ncbi.nlm.nih.gov/pubmed/7983337.

Tee GH, Kaur G. Correlates of current smoking among Malaysian secondary school
children. Asia-Pacific J public Heal. 2014;26(5 Suppl):70S-80S.
doi:10.1177/1010539514540468.

Mons U, Miezzinler A, Gellert C, et al. Impact of smoking and smoking cessation on
cardiovascular events and mortality among older adults: meta- analysis of individual
participant data from prospective cohort studies of the CHANCES consortium. BMJ.
2015;350:h1551. http://www.ncbi.nim.nih.gov/pubmed/25896935.

Jeremias E, Chatkin JM, Chatkin G, Seibert J, Martins M, Wagner M. Smoking cessation in
older adults. Int J Tuberc Lung Dis. 2012;16(2):273-278. doi:10.5588/ijtld.11.0312.


http://www.ncbi.nlm.nih.gov/pubmed/9808816
http://www.sciencedirect.com/science/article/pii/S1359644611004764
http://www.ncbi.nlm.nih.gov/pubmed/8729715
http://www.ncbi.nlm.nih.gov/pubmed/7983337
http://www.ncbi.nlm.nih.gov/pubmed/25896935

79

267.

268.

269.

270.

271.

272.

273.

274.

275.

Abdullah ASM, Ho L-M, Kwan YH, Cheung WL, McGhee SM, Chan WH. Promoting
smoking cessation among the elderly: what are the predictors of intention to quit and
successful quitting? J Aging Health. 2006;18(4):552-564. doi:10.1177/0898264305281104.

Sachs-Ericsson N, Schmidt NB, Zvolensky MJ, Mitchell M, Collins N, Blazer DG. Smoking
cessation behavior in older adults by race and gender: the role of health problems and
psychological distress. Nicotine Tob Res. 2009;11(4):433-443. doi:10.1093/ntr/ntp002.

Aubin H-J, Farley A, Lycett D, Lahmek P, Aveyard P. Weight gain in smokers after quitting
cigarettes: meta-analysis. BMJ. 2012;345:e4439.
http://www.ncbi.nIm.nih.gov/pubmed/22782848.

Hartmann-Boyce, J., Theodoulou, A., Farley, A., Hajek, P., Lycett, D., Jones, L. L., ... &
Aveyard, P. (2021). Interventions for preventing weight gain after smoking cessation. The
Cochrane Database of Systematic Reviews, 2021(10)

Hsieh, M. T., Tseng, P. T., Wu, Y. C., Tu, Y. K, Wu, H. C., Hsu, C. W., ... & Li, D. J. (2019).
Effects of different pharmacologic smoking cessation treatments on body weight changes
and success rates in patients with nicotine dependence: A network meta-analysis. Obesity
Reviews, 20(6), 895-905.

Hatsukami D, LaBounty L, Hughes J, Laine D. Effects of tobacco abstinence on food intake
among cigarette smokers. Health Psychol. 1993;12(6):499-502.
http://www.ncbi.nlm.nih.gov/pubmed/8293734.

Gray CL, Cinciripini PM, Cinciripini LG. The relationship of gender, diet patterns, and body
type to weight change following smoking reduction: a multivariate approach. J Subst Abuse.
1995;7(4):405-423. http://www.ncbi.nim.nih.gov/pubmed/8838624.

Hofstetter A, Schutz Y, Jéquier E, Wahren J. Increased 24-hour energy expenditure in
cigarette smokers. N Engl J Med. 1986;314(2):79-82. doi:10.1056/NEJM198601093140204.

Aveyard P, Lycett D, Farley A. Managing smoking cessation-related weight gain. Pol Arch
Med Wewn. 2012;122(10):494-498. http://www.ncbi.nIm.nih.gov/pubmed/23123526.



http://www.ncbi.nlm.nih.gov/pubmed/22782848
http://www.ncbi.nlm.nih.gov/pubmed/8293734
http://www.ncbi.nlm.nih.gov/pubmed/8838624
http://www.ncbi.nlm.nih.gov/pubmed/23123526

80



81

GLOSSARY - Secretariat

Abstinence. Smokers who remain smoking free at follow-up of at least 6 months after
quitting date.

Bupropion SR (bupropion sustained-release). A non-nicotine aid to smoking
cessation originally developed and marketed as an antidepressant. It is chemically
unrelated to tricyclics, tetracyclics, selective serotonin re-uptake inhibitors, or other
known antidepressant medications. Its mechanism of action is presumed to be
mediated through its capacity to block the re-uptake of dopamine and norepinephrine
centrally.

Clinician. A professional directly providing health care services.

Extra-treatment social support component. Interventions or elements of an
intervention wherein patients are provided with tools or assistance in obtaining social
support outside of treatment. This category is distinct from intra-treatment social
support, in which social support is delivered directly by treatment staff.

First-line pharmacotherapy for tobacco dependence. First-line
pharmacotherapies have been found to be safe and effective for tobacco dependence
treatment and have been approved by the FDA for this use. First-line medications
have established empirical record of efficacy, and should be considered first as part
of tobacco dependence treatment except in cases of contraindications.

Intensive Clinical Intervention. Refers to interventions that involve extended contact
between clinicians and patients. It was coded based on the length of contact between
clinicians and patients (greater than 10 minutes). If that information was unavailable,
it was coded based on the content of the contact between clinicians and patients.

Intra-treatment social support. Refers to an intervention component that is intended
to provide encouragement, a sense of concern, and interested empathic listening as
part of the treatment.

Low-intensity counselling. Low-intensity counselling refers to interventions that
involve contact between clinicians and patients and that last between 3 and 10
minutes. If the information on length of contact was unavailable, it was coded based
on the description of content of the clinical intervention.

Brief Clinical Intervention. Brief clinical intervention refers to interventions that
involve very brief contact between clinicians and patients. It was coded based on the
length of contact between clinicians and patients (3 minutes or less). If that information
was unavailable, it was coded based on the content of the clinical intervention.
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Motivation. A type of intervention designed to bolster patients’ resolve to quit through
manipulations such as setting a quit date, use of a contract with a specified quit date,
reinforcing correspondence (letters mailed from clinical/study staff congratulating the
patient on his or her decision to quit or on early success), providing information about
the health risks of smoking, and so on.

Nicotine replacement therapy (NRT). Refers to a medication containing nicotine that
is intended to promote smoking cessation. There are a few nicotine replacement
therapy delivery systems currently approved for use in Malaysia. These include
nicotine chewing gum, nicotine inhaler and nicotine patch, nicotine nasal spray.

Person-to-person intervention. In-person, or face -to-face, contact between a
clinician and a patient(s) for the purpose of tobacco use intervention or assessment.

Practical counselling (problem solving/skills training). Refers to a tobacco use
treatment in which tobacco users are trained to identify and cope with events or
problems that increase the likelihood of their tobacco use. For example, quitters might
be trained to anticipate stressful events and to use coping skills such as distraction or
deep breathing to cope with an urge to smoke. Related and similar interventions are
coping skill training, relapse prevention, and stress management.

Primary care clinician. A clinician (e.g., in medicine, nursing, psychology,
pharmacology, dentistry/oral health, physical, occupational, and respiratory therapy)
who provides basic health care services for problems other than tobacco use per se.
Primary care providers are encouraged to identify tobacco users and to intervene,
regardless of whether tobacco use is the patient’s presenting problem.

Proactive telephone counselling. Treatment initiated by a clinician who telephones
and counsels the patient over the telephone.

Psychosocial interventions. Refers to intervention strategies that are designed to
increase tobacco abstinence rates due to psychological or social support
mechanisms. These interventions comprise such treatment strategies as counselling,
self-help, and behavioural treatment like rapid smoking and contingency contracting.

Quit date. The date of a given cessation attempt during which a patient tries to abstain
totally from tobacco use. Also, refers to a motivational intervention, whereby a patient
commits to quit tobacco use on a specified day.

Randomised controlled trial. For the purposes of this guideline, a study in which
subjects are assigned to conditions on the basis of chance, and where at least one of
the conditions is a control or comparison condition.
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Second-hand smoke is a combination of side-stream cigarette smoke and the
exhaled main-stream smoke. Those who are exposed to second hand smoke for 15
minutes in two days within a week is defined as second-hand smokers.

Second-line pharmacotherapy for tobacco dependence. Second-line medications
are pharmacotherapies for which there is evidence of efficacy for treating tobacco
dependence, but they have a more limited role than first-line medications because: (1)
the FDA has not approved them for a tobacco dependence treatment indication, and
(2) there are more concerns about potential side effects than exist with first-line
medications. Second-line treatments should be considered for use on a case-by-case
basis after first-line treatments have been used or considered.

Self-help. An intervention strategy in which the patient uses a non-pharmacologic
physical aid to achieve abstinence from tobacco. Self -help strategies typically involve
little contact with a clinician, although some strategies (e.g., hotline/helpline) involve
patient-initiated contact. Examples of types of self-help materials include: pamphlets /
booklets / mailings / manuals; videos; audios; referrals to 12-step programmes; mass
media community-level interventions; lists of community programmes; reactive
telephone hotlines/helplines; and computer programmes/Internet.

Smokeless tobacco. Any used form of unburned tobacco, including chewing
tobacco, snuff and also electronic cigarette.

Specialized assessments. Refers to assessment of patient characteristics, such as
nicotine dependence and motivation for quitting, that may allow clinicians to tailor
interventions to the needs of the individual patient.

Weight/diet/nutrition component. An intervention strategy designed to address
weight gain or concerns about weight gain. Interventions that teach diet/weight
management strategies, incorporate weekly weight monitoring (for reasons other than
routine data collection), require or suggest energy intake maintenance/reduction,
and/or convey nutritional information/counselling.



Appendix 1
EXAMPLE OF SEARCH STRATEGY

The following MeSH terms or free text terms were used either singly or in
combination, search was limit to English and human:

Pubmed:

(((((((((((nicotine) OR tobacco) AND nicotine replacement) OR varenicline) OR
Nortriptyline) OR bupropion) OR brief advice) OR motivational interviewing) AND
smoking cessation) AND ( ( Clinical Trial[ptyp] OR Review[ptyp] ) AND
Humans[Mesh]))) AND brief intervention

Ovid:

1 nicotine.tw.

2 tobacco.tw.

3 nicotine replacement.tw.

4 varenicline.tw.

5 bupropion.tw.

6 Nortriptyline.tw.

7 brief advice.tw.

8 motivational interviewing.tw.
9 brief intervention.tw.

10 smoking cessation.tw.

11 1or2

12 3or4ord5or6or7or8or9
13 10 and 11 and 12

14 limit 13 to English

15 limit 13 to human

Cochrane Database of Systemic Reviews (CDSR):
#1 MeSH descriptor: [Nicotine] explode all trees

#2 MeSH descriptor: [Tobacco] explode all trees

84
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Appendix 2

CLINICAL QUESTIONS

Population level interventions

10.

11.

12.

13.

14.

15.

16.

Are any current interventions aimed at the general population effective in reducing the
number of people who smoke and the harms linked to tobacco use? If so, which ones?

Which pharmacological intervention provides effective and cost-effective cessation?

Which behavioural intervention provides effective and cost-effective cessation?

Do interventions which aim to change tobacco related social norms reduce the demand for
tobacco?

What are the most effective stop smoking interventions for smokers who are part of a hard-to-
reach group?

Which interventions reduce the difference in the number of smokers in low socioeconomic
compared with high socioeconomic groups most effectively?

Which interventions are the most effective to help people stop smoking in communities where
smoking as a group has cultural and social value?

What are the most effective strategies for relapse prevention?

What is the evidence on effectiveness of digital technology in tobacco use cessation?

Electronic cigarettes

How effective and safe are e-cigarettes, and are they as effective and safe as other cessation
products?

How can we educate people effectively about the risks and benefits of using e-cigarettes?
Are e-cigarettes an effective and cost-effective aid to help people to stop smoking, and are
they as effective as other products?

Pregnancy

How safe are e-cigarettes when used during pregnancy, and are they as safe as other products?
What are the most effective and cost-effective methods pregnant smokers can use to give up
smoking?

Are e-cigarettes an effective and cost-effective aid to help people to stop smoking during
pregnancy, and do they have cultural and social value?

Mental health and substance abuse

How can we encourage and help mental health workers to offer stop smoking services to their
patients with mental illness?

What is the most effective and cost-effective way to help people with mental health problems
to quit smoking inside and outside of mental health treatment settings?

What is the most effective and cost-effective way to help people who also have drug and
alcohol problems to quit smoking?

Can include treatment patient with autism or ADHD?
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17.

18.

19.

20.

21.

22.

Young people

What is the most effective and cost effective way to stop young people from starting to smoke,
in particular those in hard-to-reach groups?

Are there effective interventions to stop early trials of smoking from turning into tobacco use
disorder?

How can we stop the children of smokers from starting to smoke themselves?

Treatment delivery

How can we ensure all healthcare providers provide cessation treatment that has been found
to be effective, safe & cost-effective?

What type of health providers provide the most effective support to help people to quit
smoking, and how much training do they need to be most effective?

What are the most effective interventions that can be used in primary care (e.g. doctors’ and
dentists’ surgeries, pharmacies) to encourage more people to use stop smoking services and to
give up smoking?
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Appendix 3

Modified Fagerstrom Test for Cigarette Dependence (English version)

1. How soon after you wake up do you smoke your first cigarette?
Within 5 minutes (3 points)
5 to 30 minutes (2 points)
31 to 60 minutes (1 point)
After 60 minutes (0 points)
2. Do you find it difficult not to smoke in places where you shouldn’t, such as in church
or school, in a movie, at the library, on a bus, in court or in a hospital?
o Yes (1 point)
o No (0 points)
3. Which cigarette would you most hate to give up;which cigarette do you treasure the
most?
O The first one in the morning (1 point)
o Any other one (O points)
4, How many cigarettes do you smoke each day?
10 or fewer (O points)
11 t0 20 (1 point)
21to 30 (2 points)
31 or more (3 points)
5. Do you smoke more during the first few hours after waking up than during the rest
of the day?
o Yes (1 point)
o No (O points)
6. Do you still smoke if you are so sick that you are in bed most of the day, or if you
have a cold or the flu and have trouble breathing?
O Yes (1 point)
o No (0 points)

Scoring: 7 to 10 points = highly dependent; 4 to 6 points = moderately dependent; less than 4
points =minimally dependent.

Modified Fagerstrom test for evaluating intensity of physical dependence on nicotine. Adapted
with permission from Heatherton TF, Kozlowski LT, Frecker RC, Fagerstrom KO. The
Fagerstréom test for nicotine dependence: a revision of the Fagerstrdm Tolerance Questionnaire.
Br J Addict 1991;86:1119-27.
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Versi Bahasa Malaysia
Ujian Fagerstrom Untuk Ketagihan Nikotin

Adakah merokok “hanya satu tabiat” atau “adakah anda ketagih?” Sila jalani ujian ini untuk
mengetahui tahap ketagihan nikotin anda.

1. Selepas bangun dari tidur, bilakah anda menghisap rokok pertama anda?
[ ] Dalam masa 5 minit (3 mata)
[] 6-30 minit (2 mata)
] 31—60 minit (1 mata)
] Selepas 60 minit (0 mata)
2. Adakah anda berasa sukar untuk menahan diri dari merokok di kawasan larangan
merokok?
o Ya (1 mata)
o Tidak (0 mata)
3. Waktu merokok yang mana satu paling sukar untuk dielakkan ?
O Yang pertama pada waktu pagi (1 mata)
O Yang lain (0 mata)
4, Berapa batang rokok yang anda hisap dalam sehari?
[ 10 atau kurang (0 mata)
[]11-20 (1 mata)
[ ] 21-30 (2 mata)
[ ] 31 atau lebih (3 mata)
5. Adakah anda merokok lebih kerap semasa beberapa jam pertama selepas bangun
dari tidur berbanding pada waktu lain?
O Ya (1 mata)
o Tidak (0 mata)
6. Adakah anda merokok meskipun ketika anda sakit dan terlantar di katil sepanjang
hari
O Ya (1 mata)
o Tidak (0 mata)

Tandakan markah dan jumlahkan kesemuanya
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Markah kurang daripada 5:
“Tahap ketagihan nikotin anda masih rendah. Anda perlu bertindak sekarang sebelum tahap
ketagihan meningkat.”

Markah ialah 5:

“Tahap ketagihan nikotin anda adalah sederhana. Jika anda tidak berhenti segara, tahap
ketagihan nikotin anda akan meningkat sehingga anda mungkin mengalami ketagihan yang
serius. Bertindak sekarang untuk menghentikan ketagihan nikotin anda.”

Markah lebih daripada 7:

“ Tahap ketagihan anda adalah tinggi. Anda tidak dapat mengawal tabiat merokok anda-
sebaliknya ia mengawal anda! Apabila anda membuat keputusan untuk berhenti, mungkin anda
mahu bertanya kepada doktor anda mengenai terapi penggantian nikotin atau ubat-ubatan lain
untuk membantu anda mengatasi ketagihan anda.”

Adapted with permission from: Anne Yee HA, Ng CG, Rusdi AR. 2011. Validation of the Malay
version of Fagerstrom test for nicotine dependence (FTND-M) among a group of male staffs in a
University Hospital. Malaysian Journal of Psychiatry 20(1).
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Appendix 4
NCSCT CLINICAL CHECKLISTS
Introduction
The National Centre for Smoking Cessation and Training (NCSCT) has identified the
knowledge and skills that smoking cessation practitioners need for effective
behavioural support during individual face-to-face smoking cessation interventions.
Using the clinical checklists
The NCSCT clinical checklists have been divided into sections, which correspond to
the sessions outlined in the Standard Treatment Programme. They are designed to
allow practitioners to ‘build’ their portfolio of skills, and can be used as a memory aid
when seeing smokers or as a learning tool when observing other practitioners.

Standard Treatment Programme

Clinical Checklist: Pre-quit Assessment (Session 1)

Assess current readiness and ability to quit

Inform the client about the treatment programme

Assess current smoking

Assess past quit attempt

Explain how tobacco dependence develops and assess nicotine dependence
Explain and conduct carbon monoxide (CO) monitoring

Explain the importance of abrupt cessation and the ‘not a puff’ rule
Inform the client about withdrawal symptoms

Discuss stop smoking medication

Set the Quit Date

Prompt a commitment from the client

Discuss preparations and provide a summary

Communication skills used throughout this session:

Boost motivation and self-efficacy
Build rapport

Use reflective listening

Provide reassurance

This session also covers general preparations for quitting and it should aim to enhance
motivation and boost self-confidence throughout.
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Clinical Checklist: Quit Date

Confirm readiness and ability to quit

Confirm that the client has sufficient supply of medication and discuss
expectations of medication

Discuss withdrawal symptoms and cravings / urges to smoke and how to deal
with them

Advise on changing routine

Discuss how to address the issue of the client's smoking contacts and how the
client can get support during their quit attempt

Address any potential high risk situations in the coming week

Conduct carbon monoxide (CO) monitoring
Confirm the importance of abrupt cessation
Prompt a commitment from the client
Discuss plans and provide a summary
Boost motivation and self-efficacy

Build rapport

Use reflective listening

Provide reassurance

Communication skills used throughout this session:

This session also covers strategies for avoiding smoking and should aim to enhance
motivation and boost self-confidence throughout.

Clinical Checklist: 1, 2, 3 weeks’ post Quit Date

Check on client’s progress

Measure carbon monoxide (CO)

Enquire about medication use and ensure that the client has a sufficient supply
Discuss any withdrawal symptoms and cravings / urges to smoke that the client
has experienced and how they dealt with them

Discuss any difficult situations experienced and methods of coping

Addressing any potential high risk situations in the coming week

Confirm the importance of the ‘not a puff rule and prompt a commitment from the
client

Provide a summary

Boost motivation and self-efficacy
Build rapport

Use reflective listening

Provide reassurance
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Communication skills used throughout this session:

This session also covers strategies for avoiding smoking and it should aim to enhance
motivation and boost self-confidence throughout.

Clinical Checklist: 4 weeks’ post Quit Date

m Check on client’s progress

m Measure carbon monoxide (CO)

m Advise about continued medication use and ensuring that the client knows where
to obtain further supplies

m Discuss any withdrawal symptoms and cravings / urges to smoke that the
client has experienced and how they dealt with them

m Discuss any difficult situations experienced and methods of coping and
address any potential high risk situations in the future (i.e. stressful situations
that they have not experienced over the past four weeks)

m Confirm the importance of the ‘not a puff’ rule and prompt a commitment from
the client

m Advise about how to access additional support if needed

m Advise about what to do if the client lapses (i.e. before relapsing)

m Provide a summary

Communication skills used throughout this session:

Boost motivation and self-efficacy
Build rapport

Use reflective listening

Provide reassurance

This session also covers strategies for avoiding smoking in the long term and it should
aim to enhance motivation, boost self-confidence and promote the ex-smoker identity
throughout (McEwen, A. 2012).



Appendix 5

ABC for Smoking Cessation

Ask about and document smoking status for all people (for those who
smoke or have recently stopped smoking, smoking status should be

Ask checked and updated on a regular basis). For example, you could

ask: ‘Do you currently smoke cigarettes?’

1. Provide advice to all people who smoke. For example, you could
say: ‘You may know the risks involved with smoking, but do you
realise how harmful it is? | cannot stress enough how important
it is to stop smoking. Stopping is the best thing that you can do
to improve your health. | understand that it can be hard to stop
smoking, but if you want to, | can help you.’

Brief Advi 2. Personalise the advice (for example, if relevant explain how smoking
rie vice is related to existing health problems and how stopping smoking
might help). Highlight the benefits of quitting.

3. Acknowledge that some people make several attempts to quit before

stopping for good.

4. Document that advice was given.

There are two options for providing cessation support.

1. Refer: Health care workers without the expertise or time to help

people to stop smoking should refer smokers to smoking
. cessation services.
Cessation
Support 2. Provide support: Health care workers who are able to provide

support should do so. Support can include setting a quit date;
advising the smoker that complete abstinence from smoking is
best; arranging medication to aid the quit attempt and arranging for
a follow-up

consultation within a week. Assessment of the degree of

nicotine dependence helps guide treatment.

Adapted from: New Zealand Smoking Cessation Guidelines 2007
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Appendix 6

Clinical Use of Pharmacotherapy in Treatment of Tobacco Use Disorder

Table 6: Clinical Use of Nicotine Gum

Patient selection

Appropriate as a first-line pharmacotherapy for smoking
cessation.

Precautions

Pregnancy: Pregnant smokers should be encouraged to quit
first without pharmacologic treatment. Nicotine gum should
be used during pregnancy only if the increased likelihood of
smoking abstinence, with its potential benefits, outweighs the
risk of nicotine replacement and potential concomitant
smoking. Similar factors should be considered in lactating
women (FDA Class D) — see Appendix 7.

Cardiovascular diseases: NRT is not an independent risk
factor for acute myocardial events, but it should be used with
caution among certain cardiovascular patient groups: those
in the immediate (within 1 to 2 weeks) post myocardial
infarction period, those with serious arrhythmias, and those
with serious or worsening angina pectoris.

Side effects.

Common side effects of nicotine chewing gum include mouth
soreness, hiccups, dyspepsia, and jaw ache. These effects
are generally mild and transient, and often can be alleviated
by correcting the patient's chewing technique (see
prescribing instructions below).

Dosage

Nicotine gum is available in 2 mg and 4 mg (per piece)
doses. The 2 mg gum is recommended for patients smoking
less than 20 cigarettes per day, while the 4 mg gum is
recommended for patients smoking 20 or more cigarettes
per day. Generally, the gum should be used for up to 12
weeks with no more than 24 pieces/day. Clinicians should
tailor the dosage and duration of therapy to fit the needs of
each patient.

Availability

Nicorette 2 and 4 mg
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Prescribing Chewing technique: Gum should be chewed slowly until a
instructions peppery or minty taste emerges, then parked between cheek
and gum to facilitate nicotine absorption through the oral
mucosa. Gum should be slowly and intermittently chewed
and parked for about 30 minutes or until the taste dissipates.
— see Appendix 8.

Absorption: Eating and drinking anything except water
should be avoided for 15 minutes before and during chewing
as acidic beverages (e.g., coffee, juices, and soft drinks)
interfere with the buccal absorption of nicotine. Scheduling of
dose: Patients often do not use enough gum to get the
maximum benefit: they chew too few pieces per day and they
do not use the gum for a sufficient number of weeks. Do not
eat or drink while gum is in the mouth.

Instructions to chew the gum on a fixed schedule (at least
one piece every 1-2 hours during waking hours) for at least
1-3 months may be more beneficial than when necessary.

Table 7: Clinical Use of Nicotine Patch

Patient selection Appropriate as a first-line pharmacotherapy for smoking
cessation.
Precautions Pregnancy: Pregnant smokers should be encouraged to

quit first without pharmacological treatment. The nicotine
patch should be used during pregnancy only if the increased
likelihood of smoking abstinence, with its potential benefits,
outweighs the risk of nicotine replacement and potential
concomitant smoking. Similar factors should be considered
in lactating women. (FDA Class D) Cardiovascular
diseases. As per gum

Side effects Skin reactions. Up to 50% of patients using the nicotine
patch will have a local skin reaction. Skin reactions are
usually mild and self-limiting, but may worsen over the
course of therapy. Local treatment with hydrocortisone
cream (1%) or triamcinolone cream (0.5%) and rotating
patch sites may reduce such local reactions. In less than
5% of patients, such reactions require the discontinuation
of nicotine patch treatment.

Other side effect: Insomnia.




96

Dosage

Treatmentofatle ast8 weeks has been shown to be as
efficacious as longer treatmentperiods . 16- and 24-
hour patches are of comparable efficacy. Clinicians
should consider individualizing treatment based on specific
patient characteristics such as previous experience with
the patch, amount smoked, degree of addictiveness, etc.
Finally, clinicians should consider starting treatment on a
lower patch dose in patients smoking 10 or fewer cigarettes
per day.

Availability

Niquitin (21, 14 and 7 mg, respectively), Nicorette 25,15
and 10 mg
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Niquitin®

If smoking 10 cigarettes or more a day, start with Step 1 (21
mg) and gradually move to step 2 (14 mg) after 6 weeks and
then step 3 (7 mg) for 2 weeks, as directed on pack over 10
weeks. If smoking less than 10 cigarettes a day, start at
Step 2 and follow the 8 week programme described on the
pack.

Nicorette® 15 mg x 8 weeks, then 10 mg x 2 weeks and finally 5 mg

x 2 weeks
Prescribing Location. The patient should place a new patch on a
instructions relatively hairless location, typically between the neck and

waist, usually upper arm or shoulder. Rotate and avoid
using the same site of application for about 1 week (see
Appendix 9).

Activities : No restriction while using the patch

Time: Patches may be applied as soon as the patient
wakes up. In patients who experience sleep disruption,
advise the patient to remove the 24- hour patch prior to
bedtime or use the 16-hour patch. Smokers with time-to-
first cigarette (TTFC) of 30 minutes or less may benefit from
putting the patch immediately before sleeping, so that the
plasma nicotine level is highest upon waking up 6 to 8
hours post application of the patch. Remove the patch after
16 or 24 hours.

Table 8: Clinical Use of Nicotine Inhaler

Patient selection

Appropriate as a first-line pharmacotherapy for smoking
cessation.

Precautions Pregnancy and cardiovascular diseases. As for nicotine
gum.
Side effects Local irritation reactions: Local irritation in the mouth and

throat was observed in 40% of patients using the nicotine
inhaler. Coughing and rhinitis occur in 32% and 23%,
respectively. Severity was generally rated as mild, and the
frequency of such symptoms declined with continued use.
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Dosage

A dose from the nicotine inhaler consists of a puff or
inhalation.

Each cartridge delivers 4 mg of nicotine over 80 inhalations.
Recommended dosage is 6-16  cartridges/day.
Recommended duration of therapy is up to 6 months.

Instruct patient to taper dosage during the final 3 months of
treatment.
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Availability

4 mg/cartridge

Prescribing

Ambient temperature: The inhaler and cartridges should be
kept at room temperature.

Duration: Use is recommended for up to 6 months with
gradual reduction in frequency of use over the last 6-12
weeks of treatment.

Absorption: Acidic beverages (e.g., coffee, juices, and soft
drinks) interfere with the buccal absorption of nicotine, so
eating and drinking anything except water should be avoided
for 15 minutes before and during inhalation.

Best effects: Best effects are achieved by frequent puffing.

Table 9: Clinical Use of Nicotine Lozenge

Patient selection

Appropriate as a first-line pharmacotherapy for smoking
cessation. As an aid to smoking cessation, by treatment of
tobacco dependence through the relief of nicotine withdrawal
symptoms, including cravings.

Precautions DM, MI, severe dysrhythmia or CVA. Active oesophagitis,
oral or pharyngeal inflammation, gastritis, gastric or peptic
ulcer. Moderate to severe renal/hepatic impairment. Children
<18 yr. Pregnancy

Side effects Nausea, vomiting, dyspepsia, upper abdominal pain,

diarrhoea, dry mouth, constipation, hiccups, stomatitis,
flatulence, oral discomfort; headache, dizziness, tremor;
sleep disorders eg insomnia & abnormal dreams,
nervousness; palpitations; pharyngitis, cough,
pharyngolaryngeal pain, dyspnoea; increased sweating;
arthralgia, myalgia; application site reactions, chest pain,
pain in limb, asthenia, fatigue.

Dosage

2 mg and 4 mg
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Prescribing
instruction

Up to 2 mg (smoker of <20 cigarettes/day) or 4 mg (smoker
of =20 cigarettes/day).

Stepwise treatment for abrupt cessation: Week 1-6: 1
lozenge 1-2 hourly. Min: 9 lozenge/day. Week 7-9: 1
lozenge

2-4 hourly. Week 10-12: 1 lozenge 4-8 hourly. Max: 15
lozenge/day. Max duration: 24 wk.
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Gradual cessation: Use a lozenge when there is a strong
urge to smoke. Max: 15 lozenge/day. Lozenge should not be
chewed or swallowed. Do not eat or drink while lozenge is in
the mouth.

Table 10: Clinical Use of Nicotine
Oral Spray

Patient selection

Appropriate as a first-line pharmacotherapy for smoking
cessation. As an aid to smoking cessation, by treatment of
tobacco dependence through the relief of nicotine withdrawal
symptoms, including cravings.

Do not use this product if patients have serious heart disease,

P ti :
recautions are pregnant or breastfeeding. Not to be used by non-
smokers.

Side effects Headache, hiccups, throat irritation, nausea, dysgeusia,
cough, abdominal pain, dry mouth, diarrhoea, dyspepsia,
stomatitis, vomiting, burning sensation.

Dosage 1 mg/spray x 150 sprays

Prescribing At. the beginning of treatment, device sh(?uld be |

instruction primed/loaded properly to be used effectively. Prime the

spray pump if it has not been used for 2 days. To do this,
point the spray safely away and press firmly the top of the
dispenser with index finger 3 times until a fine spray appears.
Users should use one or two sprays whenever they would
normally smoke a cigarette, or whenever they experience
cravings. Up to 4 sprays per hr/ 64 sprays in any a day.

If cravings do not disappear within a few minutes of using a
single spray, a second spray may be used. Some subjects
may consistently need to use two consecutive sprays for
optimal control of cravings. Up to 3 sprays/hr or 48
sprays/day.

Acidic beverages (e.g., coffee, juices, and soft drinks)
interfere with the buccal absorption of nicotine, so eating and
drinking anything except water should be avoided for 15
minutes before and during administration.

Note: It contains a small amount of ethanol, at (9.7% w/v) and




102

7.1mg per dose.

Table 11: Clinical Use of Varenicline

Patient selection

Appropriate as a first-line pharmacotherapy for smoking
cessation.

Use in pregnancy: There are no adequate data from the use
of varenicline in pregnant women. Studies in animals have
shown reproductive toxicity. The potential risk for humans is
unknown. Varenicline should not be used during pregnancy
(FDA Category C)
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Precautions

Effect of Smoking Cessation: Physiological changes
resulting from smoking cessation, with or without treatment
with varenicline, may alter the pharmacokinetics or
pharmacodynamics of some medicinal products, for which
dosage adjustment may be necessary (examples include
theophylline, warfarin and insulin). As smoking induces
CYP1A2, smoking cessation may result in an increase of
plasma levels of CYP1A2 substrates.

Smoking cessation, with or without pharmacotherapy, has
been associated with the exacerbation of underlying
psychiatric illness (e.g. depression). Care should be taken
with patients with a history of psychiatric illness and patients
should be advised accordingly.

There is no clinical experience with varenicline in patients
with epilepsy.

At the end of treatment, discontinuation of varenicline was
associated with an increase in irritability, urge to smoke,
depression, and/or insomnia in up to 3% of patients. The
prescriber should inform the patient accordingly and discuss
or consider the need for dose tapering.

Depressed mood may be a symptom of nicotine withdrawal.
Depression, rarely including suicidal ideation and suicide
attempt, has been reported in patients undergoing a smoking
cessation attempt. These symptoms have also been
reported while attempting to quit smoking with varenicline.
Clinicians should be aware of the possible emergence of
significant depressive  symptomatology in patients
undergoing a smoking cessation attempt, and should advise
patients accordingly.

Effects on the Ability to Drive or Operate Machinery:
Varenicline may have minor or moderate influence on the
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ability to drive and use machines. Varenicline may cause
dizziness and somnolence and therefore may influence the
ability to drive and use machines. Patients are advised not
to drive, operate complex machinery or engage in other
potentially hazardous activities until it is known whether
varenicline affects their ability to perform these activities.

Use in lactation: It is unknown whether varenicline is
excreted in human breast milk. Animal studies suggest that
varenicline is excreted in breast milk. A decision on whether
to continue / discontinue breastfeeding or to continue /
discontinue therapy with varenicline should be made taking
into account the benefit of breastfeeding to the child and the
benefit of varenicline therapy to the woman.
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Side effects

In general, when adverse reactions occurred, onset was in
the 1st week of therapy; severity was generally mild to
moderate and there were no differences by age, race or
gender with regard to the incidence of adverse reactions.

In patients treated with the recommended dose of 1 mg twice
daily following an initial titration period, the adverse event
most commonly reported was nausea (28.6%). In the
majority of cases, nausea occurred early in the treatment
period which was mild to moderate in severity and seldom
resulted in discontinuation. The treatment discontinuation
rate due to adverse events was 11.4% for varenicline
compared with 9.7% for placebo. In this group, the
discontinuation rates for the most common adverse events
in varenicline-treated patients were as follows: Nausea
(2.7% vs 0.6% for placebo), headache (0.6% vs 1% for
placebo), insomnia (1.3% vs 1.2% for placebo) and
abnormal dreams (0.2% vs 0.2% for placebo).

In the following text, all adverse reactions, which occurred at
an incidence greater than placebo are listed by system orgar
class and frequency [very common (=1/10), common

(>1/100 to <1/10), uncommon (>1/1000 to <1/100) and rare
(>1/10,000 to <1/1000)]. Within each frequency grouping,
undesirable effects are presented in order of decreasing

seriousness.

Infections and Infestations: Uncommon: Bronchitis,
nasopharyngitis, sinusitis, fungal infection, viral infection.

Metabolism and Nutrition Disorders: Common: Increased
appetite. Uncommon: Anorexia, decreased appetite,
polydipsia.

Psychiatric Disorders: Very Common: Abnormal dreams,
insomnia. Uncommon: Panic reaction, bradyphrenia,
abnormal thinking, mood swings.

Nervous System Disorders: Very Common: Headache.
Common: Somnolence, dizziness, dysgeusia. Uncommon:
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Tremor, abnormal coordination, dysarthria, hypertonia,
restlessness, dysphoria, hypoaesthesia, hypogeusia,
lethargy, increased or decreased libido.

Cardiac  Disorders: Uncommon:  Atrial fibrillation,
palpitations.

Eye Disorders: Uncommon: Scotoma, scleral discolouration,
eye pain, mydriasis, photophobia, myopia, increased
lacrimation.

Ear and Labyrinth Disorders: Uncommon: Tinnitus.

Respiratory, Thoracic and Mediastinal Disorders:
Uncommon: Dyspnoea, cough, hoarseness,
pharyngolaryngeal pain, throat irritation, respiratory tract
congestion, sinus congestion, postnasal drip, rhinorrhoea,
snoring.

Gastrointestinal Disorders: Very Common: Nausea.
Common: Vomiting, constipation, diarrhoea, abdominal
distension, stomach discomfort, dyspepsia, flatulence, dry
mouth. Uncommon: Haematemesis, haematochezia,
gastritis, gastroesophageal reflux disease, abdominal pain,
change in bowel habit, abnormal faeces, eructation,
aphthous stomatitis, gingival pain, coated tongue.

Skin and Subcutaneous Tissue Disorders: Uncommon:
Generalised rash, erythema, pruritus, acne, hyperhidrosis,
night sweats.

Musculoskeletal and Connective Tissue Disorders:
Uncommon: Joint stiffness, muscle spasms, chest wall pain,
and costochondritis.

Renal and Urinary Disorders: Uncommon: Glycosuria,
nocturia, polyuria.

Reproductive System and Breast Disorders: Uncommon:
Menorrhagia, vaginal discharge, sexual dysfunction.

General Disorders and Administration Site Conditions:
Common: Fatigue. Uncommon: Chest discomfort, chest
pain, pyrexia, feeling cold, asthenia, circadian rhythm sleep
disorder, malaise, cyst.

Investigations: Uncommon: Increased blood pressure,
electrocardiogram ST-segment depression, decreased
electrocardiogram T-wave amplitude, increased heart rate,
abnormal liver function test, decreased platelet count,
increased weight, abnormal semen, increased C-reactive
protein, decreased blood calcium.

Post-marketing cases of myocardial infarction, depression
and suicidal ideation have been reported in patients taking
varenicline.
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Dosage

The recommended dose is 1 mg varenicline twice daily
following a 1-week titration as follows: Days 1-3: 0.5 mg once
daily; Days 4-7: 0.5 mg twice daily; Day 8-end of treatment:
1 mg twice daily.

Patients who cannot tolerate adverse effects of varenicline
may have the dose temporarily or permanently lowered to
0.5 mg twice daily.

Patients with Renal Insufficiency: No dosage adjustment is
necessary for patients with mild (estimated creatinine
clearance >50 mL/min and <80 mL/min) to moderate
(estimated creatinine clearance >30 mL/min and <50

mL/min) renal impairment.

For patients with moderate renal impairment who experience
adverse events that are not tolerable, dosing may be
reduced to 1 mg once daily.

For patients with severe renal impairment (estimated
creatinine clearance <30 mL/min), the recommended dose
is 1 mg once daily. Dosing should begin at 0.5 mg once daily
for the first 3 days then increased to 1 mg once daily. Based
on insufficient clinical experience in patients with end-stage
renal disease, treatment is not recommended in this patient
population.

Patients with Hepatic Impairment: No dosage adjustment is
necessary for patients with hepatic impairment.

Elderly: No dosage adjustment is necessary for elderly
patients. However, since elderly patients are more likely to
have decreased renal function, prescribers should consider
the renal status of an elderly patient.

Children: varenicline is not recommended for use in children
or adolescents <18 years due to insufficient data on safety
and efficacy.
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Prescribing
instruction

The patient should set a date to stop smoking. Dosing should
start 1-2 weeks before this date. Tablets should be
swallowed whole with water, can be taken with or without
food, but incidence of nausea increases when taken on an
empty stomach.

Patients should be treated for 12 weeks.

For patients who have successfully stopped smoking at the
end of 12 weeks, an additional course of 12 weeks treatment
with 1 mg twice daily may be considered.

No data are available on the efficacy of an additional 12
weeks course of treatment for patients who do not succeed
in stopping smoking during initial therapy or who relapse
after treatment.
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In smoking cessation therapy, risk for relapse to smoking is
elevated in the period immediately following the end of
treatment. In patients with a high risk of relapse, dose
tapering may be considered.

When varenicline and transdermal NRT were co-
administered to smokers for 12 days, there was a statistically
significant decrease in average systolic blood pressure
(mean 2.6 mmHg) measured on the final day of the study. In
this study, the incidence of nausea, headache, vomiting,
dizziness, dyspepsia, and fatigue was greater for the
combination than for NRT alone.
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Table 12: Clinical Use of Cytisine

Patient selection

Appropriate as a first-line pharmacotherapy for smoking
cessation.

Precautions Hypersensitivity to the active substance or to any of the

excipients. Others:

Unstable angina,

A history of recent myocardial infarction,

Clinically significant arrhythmias,

A history of recent stroke,

Pregnancy and breastfeeding.

A lack of clinical experience or safety data means that

cytisine is not recommended for patients:

m with renal impairment

m with hepatic impairment

m over 65 years of age

m under 18 years of age

Cytisine should not be used with anti-tuberculosis drugs.
Side effects Very common: dry mouth, diarrhea, nausea, changes

flavour, heartburn, constipation, vomiting, abdominal pain
(especially in the upper abdomen). Others: sleep
disorders (insomnia, drowsiness, lethargy, abnormal
dreams, nightmares), headaches, dry mouth and fatigue.

Dosage

1.5mg per tablet.
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Prescribing
instruction

Each tablet contains 1.5mg of cytisine. One pack of Cytisine contains
100 tablets which is a complete treatment course (25 days).

Cytisine should be taken with water according to the following schedule
with the quit date no later than the fifth day of treatment:

Days of treatment Recommended Maximum
dosing daily dose
From the 1st to the 3rd day 1tablet every 2 hours 6 tablets
From the 4th to the 12th day 1tablet every 2.5 hours 5 tablets
From the 13th to the 16th day 1tablet every 3 hours 4 tablets
From the 17th to the 20th day 1tablet every 5 hours 3 tablets

From the 21st to the 25th day 1-2 tablets a day 2 tablets
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Table 13: Clinical Use of Bupropion

Patient selection

Appropriate as a first-line pharmacotherapy for smoking
cessation.

Precautions

Pregnant smokers should be encouraged to quit first
without pharmacologic treatment. Bupropion SR should be
used during pregnancy only if the increased likelihood of
smoking abstinence, with its potential benefits, outweighs
the risk of bupropion SR treatment and potential
concomitant smoking (FDA Category C).

Similar factors should be considered in lactating women
(FDA Class B).

Cardiovascular diseases: Generally well tolerated;
infrequent reports of hypertension.

Side effects: The most common side effects reported by
bupropion SR users were insomnia (35-40%) and dry
mouth (10%).

Contraindications: Bupropion SR is contraindicated in
individuals with a history of seizure disorder, a history of
an eating disorder, who are using another form of
bupropion (Wellbutrin SR) or who have used an MAO
inhibitor in the past 14 days.

Close monitoring of patients for clinical worsening,
emergence of suicidality, agitation, irritability & unusual
changes in behaviour. Patient with history of seizure,
cranial trauma or other predisposition toward seizure, or
patients taking seizure threshold-lowering agents.




113

Excessive use or abrupt discontinuation of alcohol or
sedatives. Renal or hepatic impairment including mild to
moderate & severe liver cirrhosis. Patients w/ a recent
history of Ml or unstable heart disease. False +ve urine
immunoassay screening tests for amphetamines. May
affect ability to drive or operate machinery.

Dosage

Patients should begin with a dose of 150 mg q AM for 3
days, then increase to 150 mg b.i.d. Dosing at 150 mg
b.i.d. should continue for 7-12 weeks following the quit
date. Unlike nicotine replacement products, patients
should begin bupropion SR treatment 1-2 weeks before
they quit smoking.

For maintenance therapy, consider bupropion SR 150 mg
b.i.d. for up to 6 months.

Prescribing
instructions

Scheduling of dose: if insomnia is marked, take the PM
dose earlier (in the afternoon, at least 8 hours after the first
dose) may provide some relief.
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Appendix 7

FDA Pregnancy Class

Category

Description

A

Medicines are considered safe to be used throughout pregnancy.
Medicines have been taken by a large number of pregnant women and
women of childbearing age without any proven increase in the frequency
of malformations or other direct or indirect harmful effects on the foetus.

Medicines which have been taken by only a limited number of pregnant
women and women of childbearing age, without an increase in the
frequency of malformation or other direct or indirect harmful effects on
the human foetus. Studies in animals have not shown evidence of an
increased occurrence of foetal damage, or are inadequate or may be
lacking, but available data show no evidence of an increased occurrence
of foetal damage, or there are evidence of an increased occurrence of
foetal damage, but the significance of which is considered uncertain in
humans.

Medicines which have caused or may be suspected of causing harmful
effects on the human foetus or newborn infant without causing
malformations. These effects may be reversible. Medicines must only be
given only if the potential benefits justify the potential risk to the foetus.

Medicines that have caused, are suspected to have caused or may be
expected to cause an increased incidence of human foetal
malformations or irreversible damage. The use is warranted only in life-
threatening situation or for a serious disease for which safer medicines
cannot be used or ineffective.

Medicines which have such a high risk of causing permanent damage to
the foetus that they should not be used in pregnancy or when there is a
possibility of pregnancy.
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Appendix 8
NICOTINE GUM CHEWING TECHNIQUE

CORRECT WAY TO USE THE GUM

CHEW
Chew the gum slowly until peppery/minty taste becomes strong after
about 10 chews

REST
Rest the gum between your gum and cheek

CHEW
Start chewing again when taste has faded

After about 30 minutes discard it properly

Adapted with permission from Johnson & Johnson Sdn. Bhd.
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@

HOW TO USE THE NICOTINE PATCH

/

1. Remove seal at the back of the 2. Put the patch on your arm or hip
nicotine patch (non-hairy area). Rotate and

avoid using the same site of
application for at least 1 week

= i

3. Leave it on for about 16 hours 4. Peel off the patch

(during waking hours)

2

6. Fold it before discarding it safely 5. Next day, put the patch on a

different side (DO NOT use the
same side for at least 1 week)

117
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Appendix 10: Enhancing motivation to quit tobacco—the “5 R’s”

Relevance e Encourage the patient to indicate why quitting is personally
relevant, being as specific as possible.

e Motivational information has the greatest impact if it is relevant

to 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 to cessation).

Risks The clinician should ask the patient to identify potential negative

consequences of tobacco use. The clinician may suggest and
highlight those that seem most relevant to the patient. The clinician
should emphasize that smoking low-tar/low-nicotine cigarettes or
use of other forms of tobacco (e.g., smokeless tobacco, cigars, and
pipes) will not eliminate these risks. Examples of risks are:

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

Long-term risks: Heart attacks and strokes, lung and other cancers
(e.g., larynx, oral cavity, pharynx, oesophagus, 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.

Environmental risks: Increased risk of lung cancer and heart
disease in spouses; increased risk for low birth-weight, sudden
infant death syndrome (SIDS), asthma, middle ear disease, and
respiratory infections in children of smokers.
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Rewards

The clinician should ask the patient to identify potential benefits of

stopping tobacco use. The clinician may suggest and highlight those

that seem most relevant to the patient. Examples of rewards follow:

* Improved health

* Food will taste better

* Improved sense of smell

+ Saving money

* Feeling better about oneself

* Home, car, clothing, breath will smell better

» Setting a good example for children and decreasing the
likelihood that they will smoke

« Having healthier babies and children

* Feeling better physically

+ Performing better in physical activities

» Improved appearance, including reduced wrinkling/aging of skin
and whiter teeth

Road-blocks | The clinician should ask the patient to identify barriers or
impediments to quitting and provide treatment (problem solving
counselling, medication) that could address barriers. Typical barriers
might include:

*  Withdrawal symptoms
* Fear of failure
*  Weight gain
* Lack of support
* Depression
* Enjoyment of tobacco
+ Being around other tobacco users
Limited knowledge of effective treatment options
Repetition The motivational intervention should be repeated every time an

unmotivated 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.

Adapted from Fiore et al. 200820 Level | 1. Grade B,
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HOW TO USE THE NICOTINE OROSPRAY

Appendix 11

- wr [ -

TO UNLOCK NOZZLE

1.Use your thumb to slide down the
button (a) until it can be pushed lightly
inwards (b). Do not push too hard.

2.While pushing in, slide upwards (c) to
unlock the top of the dispenser. Then
release the button.
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3.Point the spray nozzle towards your
open mouth and hold it as close to
your mouth as possible.

4.Press the top of the dispenser to
release one spray into your mouth. Do
not inhale while spraying to avoid
getting spray down your throat. For
best results, do not swallow for a few
seconds after spraying.

TO LOCK NOZZLE
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Strategy: Addressing problems encountered by former smokers

A patient who previously smoked might identify a problem that negatively affects
health or quality of life. Specific problems likely to be reported by former smokers
and potential responses follow:

Problems

Responses

Lack of support
for cessation

e Schedule follow-up visits or telephone calls with the
patient.

e Help the patient identify sources of support within his or
her environment.

e Refer the patient to an appropriate organization that
offers counselling or support.

Negative mood
or depression

e |[f significant, provide counselling, prescribe appropriate
medication, or refer the patient to a specialist.

Strong or

prolonged
withdrawal
symptoms

e 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.




Weight gain

Recommend starting or increasing physical activity.
Reassure the patient that some weight gain after quitting
is common and usually is self-limiting.

Emphasize the health benefits of quitting relative to the
health risks of modest weight gain.

Emphasize the importance of a healthy diet and active
lifestyle.

Suggest low-calorie substitutes such as sugarless
chewing gum, vegetables, or mints.

Refer the patient to a nutritional counsellor or programme.

Smoking lapses

Suggest continued use of medications, which can reduce
the likelihood that a lapse will lead to a full relapse.
Encourage another quit attempt or a commitment to total
abstinence.

Reassure that quitting may take multiple attempts, and
use the lapse as a learning experience.

Provide or refer for intensive counselling.

Adapted from Fiore et al. 200820 -eve!l
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Modified Fagerstrom Test for Nicotine Dependence (mFTND) is used in the Malaysian Clinical Practice

Guideline for EVALI (Ministry of Health Malaysia, 2021a).

Nicotine dependence characteristics

Score

1. How soon after waking do you vape your electronic cigarette.

[

. Do you find difficulty to refrain from vaping in places where it is
forbidden such as mosque, church, library?
3. Which vaping would you hate to give up?

4. How many times a day do you vape?

5. Do you vape more frequently in the morning?
6. Do you vape even if you are sick in bed most of the day?

Total

Within 5min = 3

5-30min =2
31-60min = |
After 60min =0
Yes = |

NO=0

The first in the Morning = |
Any other =0
10 or less =0
11-20=1
21-30=2

31 or above =3
Yes =1

NO=0

Yes = 1

NO=0

OO0O0OoO0O0O0oOoOooOoOoooon

Score: 1-3 = low dependence, 4-6 = moderate dependence, 7-10 = high dependence

Figure 5.4 shows the mFTND that has been developed and tested for use in Malaysia (Rahman et al.,

2020).

Guideline for EVALI (Ministry of Health Malaysia, 2021)
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1. Adult single user

1 x 21 mg nicotine transdermal patch*
Baseline CO reading, Cotinine and TTFV ** (apply patch just before sleep, change each
nlgh:‘tll
If within 4 days this...

| |

A B C D
Eliminates both vaping Reduces vaping puffs/day Reduces vaping, but frequent Eliminates vaping, however
and urges to vape later TTFV puffs/day urges/symptoms of
completely + later TTFV withdrawal persists. Treat
Add either 4 mg nicotine gum / 4 behaviour cues or go to B
I /[ inhaler / tablet " Add a second 21 mg patch for daytime

T oral spray for “breakout” vaping L] only (i.e. one patch at night, two in
daytime) 11 or more patches if
requiredt Tt

& If vaping persists goto B

| |

Continue for 2 weeks then reduce added “breakout” NRT

!

Continue 1 x 21mg nicotine patch for a minimum of 7-8 weeks, then either spontaneously stop or alternate patch wearing days (i.e. one day on, one
day off) for a further week, then off. t11

- If vaping & urges to vape
eliminated (if not go to C)

*CONTRAINDICATION: RECENT CARDIOVASCULAR EVENT (within 48 hours)
**TTFV—Time Ta First Vape
*** Applying patch last thing before sleep allows the slow rise of nicotine overnight — the likelihood of first vape of the day ‘urge’ is strongly diminished.
t Either 4 mg nicotine gum or lozenge depending on patient choice. An inhaler, oral spray or sublingual tablet is recommended as best choice if patient needs faster reinforcement.
*t No evidence in the literature or in our experience of toxicity. Consider reducing concentrations if nausea occurs.
+11 (Przulj et al, 2019)
ttt1There is no evidence in the literature for weaning (or reduction) of patch strengths.
(Based on: “A Combination Nicotine Replacement Therapy (NRT) Algorithm for Hard-to-Treat Smokers®, Bittoun, 2008)
@ R. Bittoun



2. Adolescents

Chose any form of quick delivery of Nicatine (gums, lozenges, inhalators, oral sprays)

- encourage liberal use
Baseline CO reading, cotinine and TTFV*
If within 4 days this...
A B Cc D
Eliminates both vape and Reduces vaping puffs/day Reduces vaping puffs/day Eliminates vaping, however
urges to smoke Later TTFV Later TTFV urges/symptoms of
completely + 4 withdrawal persists. Either
Encourage more 4 mg nicotine gum / Add a 21 mg patch for daytime only** treat behaviour cues or go
I / inhaler / sublingual tablet / toB

A If vaping persists go to B

t oral spray for “breakout” vaping (i.e. additional oral NRT)

- If vaping & urges to vape
eliminated (if not go to C)

| !

Continue for 2 weeks then reduce added “breakout” NRT

Continue use as desired, then either spontaneously stop or wean down

*TTFV - Time To First Vape
** Consider adding 14 to 21mg patch depending on child’s weight
+ Either 4 mg nicotine gum or lozenge depending on patient choice. An inhaler or sublingual tablet is recommended as best choice if patient needs faster
reinforcement.

(Based on: “A Combination Nicotine Replacement Therapy (NRT) Algorithm for Hard-to-Treat Smaokers”, Bittoun, 2006)
© R. Bittoun

Bittoun, Renee. “Managing Vaping Cessation: A Monograph for Counselling Adult Managing
Vaping Cessation: A Monograph for Counselling Adult and Adolescent Vapers and
Adolescent Vapers,” 2021. https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-

Vaping-Counselling-Adult-and-Adolescent.pdf.



https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-Vaping-Counselling-Adult-and-Adolescent.pdf
https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-Vaping-Counselling-Adult-and-Adolescent.pdf
https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-Vaping-Counselling-Adult-and-Adolescent.pdf
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Continue
concentration and

Continue
concentration and

12.1-18 mg/mL

concentration and
decrease daily vape

6.1-12 mg/mL

424.1 mg/ml. decrease daily vape 18.3-24 mg/mL decrease daily vape
session session
|
Continue Continue

concentration and
decrease daily vape

session session
Continue Continue

concentration and

concentration and

0 mg/mL

concentration and
decrease daily vape
session

Sahr et al., 2019
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i o decrease daily vape 030 sl decrease daily vape
session session
|
Continue




1 x 21 mg nicotine transdermal patch*

Baseline CO reading and TTFV** (apply patch just before sleep, change each night***)
If within 4 days this... ’

A B E D
Eliminates both smoki >5 but <10 /day Reduces smoking, but to >10 /day Eliminates vaping or smoking,
3 3 €O reading reduced <1/2 o later TTFV
and vaping or urges to CO reading reduced >1/2 or later TTFV i however urges/symptoms of
smoke or vape completely + Reduces vaping, but frequent puffs/day withdrawal persists. Either
€O reading 0 -5 ppm Add either 4 mg nicotine gum / later TTFV treat behaviour cuesorgoto B
[ ge / inhaler / sublingual tablet / 4 €O reading 0 - 5 ppm
t oral spray for “breakout” smoking Add a second 21 mg patch for daytime only
4= (i.e. one patch at night, two in daytime) 1 or
4 If smoking or vaping & urges to more patches if required 1

W If smoking or vaping persists go to B
(i.e. 2 patches + B)

| |

Continue for 2 weeks then reduce added “breakout” NRT CO reading

|

C 1 x 21mg nicotine patch for a of 7-8 weeks, then either spontaneously stop or alternate patch wearing days (i.e. one day on, one
day off) for a further week, then off. tt1t  COreading

smoke eliminated (if not go to C)

*CONTRAINDICATION: RECENT CARDIOVASCULAR EVENT (within 48 hours)
**TTFC - Time To First Cigarette/or TTFV
*** aApplying patch last thing before sleep allows the slow rise of nicotine overnight — the likelihood of first cigarette of the day ‘urge’ is strongly diminished
t Either 4 mg nicotine gum or lozenge depending on patient choice. An inhaler or sublingual tablet is recommended as best choice if patient needs faster reinforcement.
t1 No evidence in the literature or in our experience of toxicity, Consider reducing concentrations if nausea occurs.
t++ (Pruzulj et al., 2019)
t111 There is no evidence in the literature for weaning (or reduction) of patch strengths.
(Based on: “A Combination Nicotine Replacement Therapy (NRT) Algorithm for Hard-to-Treat Smokers”, Bittoun, 2006)
@ R. Bittoun

Bittoun, Renee. “Managing Vaping Cessation: A Monograph for Counselling Adult Managing
Vaping Cessation: A Monograph for Counselling Adult and Adolescent Vapers and
Adolescent Vapers,” 2021. https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-

Vaping-Counselling-Adult-and-Adolescent.pdf.
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Short form: Time to First Vape (TTFV)
1. Ask "How long after waking do you first vape™
2. Vape usage within 30 minutes of waking up and, presence of cravings or withdrawals
are associated with high nicotine dependency.

Long form:
1. Modified-Hooked on Nicotine (M-HONC) checklist
2. Penn State E-Cigarette Dependence Index
3. E-cigarette Dependency Scale (EDS) (Morean et al., 2019)
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https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-Vaping-Counselling-Adult-and-Adolescent.pdf
https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-Vaping-Counselling-Adult-and-Adolescent.pdf
https://nwmphn.org.au/wp-content/uploads/2023/07/Managing-Vaping-Counselling-Adult-and-Adolescent.pdf

Strategy 1
Alternative dopamine reward

This strategy uses dopamine release as
a reward. Dopamine is a 'feel-good'
chemical released in the brain.
Research has shown that nicotine
increases the level of dopamine in the
brain.

Suggest: Instead of using an e-cigarette,
the young person should carry a snack.
(nuts, flavoured sugar-free gum) for a
dopamine release.

Strategy 2
Think of yourself as someone who does
not use e-cigarettes

This strategy is based on motivational
interviewing so the young person can
imagine themselves as someone who
does not use e-cigarettes.

To exercise this strategy, the young
person can say to themselves:

“l am not a vaper”
“l don’t vape/smoke”

This can include asking the young
person to imagine an example of being
offered an e-cigarette and role-playing
their response.

Strategy 3
Use the “stray cat™ metaphor.

This strategy uses the metaphor that the
craving is like a stray cat. If you feed the
cat, it will keep coming back, but if you
don't, the cat will eventually go away.

Practise: ask the young person to
rehearse the metaphor when they have
no cravings mindfully. Use the image of
the cat when the craving begins.

Strategy 4
Distraction

Suggest the young person distract
themselves by doing something else
e.g., Playing a video game, going for a
walk, looking at Instagram / Snapchat (if
all dealers/vape material has been
deleted or blocked), listen to music.

Advanced technique: distraction with
imagery. When experiencing a craving,
the young person learns to visualize
something completely different, like
being on a beach or cows grazing in a
paddock. If stuck, it may help them to
focus on an aversive image, e.g.,
vomiting.




Practise: Mindfully rehearse a simple
distracting visualization when there is no

craving.
Strategy 5 Suggest the young person set
Rewards or incentives measurable goals to reduce or cease
(contingency management) their e-cigarette use, including positive

reinforcement (rewards or incentives) for
periods of abstinence.

Strategy 6 Studies have shown that people are
Making a promise (either committing to [ more likely to comply when they
one or more of the above behavioural promise to do something.

strategies or to not using e-cigarettes)
Example 1: Ask the young person to
promise to commit to using one or more
of the behavioural strategies in this
guide.

This can also be used when the health
professional or worker asks the young
person to promise not to use e-
cigarettes for a specific time or number
of days.

Example 2: Do you promise me that you
won’t use e-cigarettes (vape) during
school hours?

The young person may agree with a
handshake (if appropriate).

Health, C. f. P. (2024). Guide to Support Young People to Quit E-Cigarettes. In N. M. o.
Health (Ed.), (pp. 29). Retrieved from https://www.health.nsw.gov.au/tobacco/Pages/e-
cigarette-young-people-guide.aspx


https://www.health.nsw.gov.au/tobacco/Pages/e-cigarette-young-people-guide.aspx
https://www.health.nsw.gov.au/tobacco/Pages/e-cigarette-young-people-guide.aspx

Appendix 13
The Penn State Electronic Cigarette Dependence Index

Taken from: Foulds, J., Veldheer, S., Yingst, J., Hrabovksy, S., Wilson, S.J., et. al, (2015). Development of a questionnaire
for assessing dependence on electronic cigarettes among a large sample of ex-smoking e-cigarette users. Nicotine &
Tobacco Research, 17(2), 186-192.

How many times per day do you usually use your electronic cigarette?
(Assume that one “time” consists of around 15 puffs or lasts around 10
minutes.)

O 0-4 times/day (0)
059 (1)

0 10-14 (2)

0 15-19 (3)

0 20-29 (4)

O 30+ (5)

On days that you can use your electronic cigarette freely, how soon after you
wake up do you first use your electronic cigarette?

0O 0-5 mins (5)
0 6-15 (4)

0 16-30 (3)

0 31-60 (2)

0 61-120 (1)
0 121+ (0)

Do you sometimes awaken at night to use your electronic

cigarette?

O Yes (1)
O No (0)

If yes, how many nights per week do you typically awaken to use your
electronic cigarette?

O 0-1 nights (0)
0O 2-3 nights (1)
O 4+ nights (2)

Do you use an electronic cigarette now because it is really O Yes (1)
hard to quit? O No (0)
Do you ever have strong cravings to use an electronic O Yes (1)
cigarette? O No (0)

Over the past week, how strong have the urges to use an electronic cigarette
been?

O None/Slight (0)
O Moderate/Strong (1) O
Extremely Strong (2)

Is it hard to keep from using an electronic cigarette in

O Yes (1)

places where you are not supposed to? O No (0)
Did you feel more irritable because you couldn’t use an O Yes (1)
electronic cigarette? O No (0)
Did you feel nervous, restless, or anxious because you O Yes (1)
couldn’t use an electronic cigarette? O No (0)

PS-ECDI Scoring: Sum the items. Total scoring: 0-3= not dependent, 4-8 low dependence, 9-12 medium dependence, 13+
= high dependence.




Appendix 14
The E-cigarette Fagerstrom Test of Cigarette Dependence

Tool taken from: Piper, M.E., Baker, T.B., Benowitz, N.L., Smith, S.S., & Jorenby, D.E. (2020). E-cigarette dependence measures in
dual users: reliability and relations with dependence criteria and e-cigarette cessation. Nicotine and Tobacco Research, 22(5), 756-
763.

Scoring taken from: Johnson, J. M., Muilenburg, J. L., Rathbun, S. L., Yu, X., Naeher, L. P., & Wang, J. S. (2018). Elevated
Nicotine Dependence Scores among Electronic Cigarette Users at an Electronic Cigarette Convention. Journal of community
health, 43(1), 164—174. https://doi-org.myaccess.library.utoronto.ca/10.1007/s10900-017-0399-3

1 How many times per day do you usually use your electronic cigarette? O 0-4 times/day (0)
(Assume that one “time” consists of around 15 puffs or lasts around 10 05-9 (0)
minutes.)
O 10-14 (1)
0 15-19 (1)
0 20-29 (2)
O 30+ (3)
2| Do you find it difficult to refrain from vaping in places where it is forbidden (e.g. | O Yes (1)
in church, at the 0 No (0)
library, in the cinema)?
3 | When would you hate most to give up e-cigarette use? O In the morning (1)

O During or after meals (0) O During
or after stressful situations (0)
O None of the above (0)

4 | On days that you can use your electronic cigarette freely, how soon after you O 0-5 mins (3)
wake up do you first use your electronic cigarette? 06-15 (2)
0 16-30 (2)
0 31-60 (1)
0 61-120 (0)
0 121+ (0)
5| Do you use your e-cigarette more frequently O Yes (1)
during the first two hours of the day than during the rest of the day? 0 No (0)

6 | Do you use your e-cigarette when you are so ill that you are in bed most of the | O Yes (1)
day? O No (0)

Scoring eFTND: Sum the items. Total score: 0-2 = low dependence, 3-4 = low to moderate dependence, 5-7 = moderate
dependence, 8+ = high dependence


https://doi-org.myaccess.library.utoronto.ca/10.1007/s10900-017-0399-3
https://doi-org.myaccess.library.utoronto.ca/10.1007/s10900-017-0399-3
https://doi-org.myaccess.library.utoronto.ca/10.1007/s10900-017-0399-3
https://doi-org.myaccess.library.utoronto.ca/10.1007/s10900-017-0399-3

E-cigarette Dependence Scale

Taken from: Morean, M.E., Krishnan-Sarin, S., Sussman, S., Foulds, J., Fishbein, H., Grana, R., & O’Malley, S.S. (2019).
Psychometric Evaluation of the E-cigarette Dependence Scale. Nicotine and Tobacco Research, 21(11), 1556-1564.

Appendix 15

4-item EDS = ltems 1 -4

8-item EDS =Items 1 -8

22-item EDS = Items 1 — 22

Item

Instructions. Please

respond to each question
marking one box per row.

Never

(0)

Rarely
(1)

Sometimes

()

Often
(3)

Almost
Always

(4)

| find myself reaching for my
e-cigarette without thinking
about it.

| drop everything to go out
and buy e-cigarettes or e- juice.

| vape more before going
into a situation where vaping is
not allowed.

When | haven’t been able to
vape for a few hours, the
craving gets intolerable.

When I’'m really craving an e-
cigarette, it feels like I’'m in the
grip of some unknown

force that | cannot control.

| crave vaping at certain

times of day.

My urges to vape keep getting
stronger if | don’t
vape.

After not vaping for a while, |
need to vape in order to avoid
feeling any discomfort.

My desire to vape seems

overpowering.

10

Cravings for an e-cigarette

make it difficult for me to

quit.

11

It is hard to ignore urges to

vape.

12

When | go without vaping for a
few hours, | experience
cravings.

13

| frequently crave e-




cigarettes/vaping.

14 The idea of not vaping

causes me stress.

15 When | run out of e-
cigarettes or e-juice, | find it
almost unbearable.

16 | get a real gnawing hunger
for an e-cigarette when | haven’t
vaped in a while.

17 | vape even when | am so ill that
| am in bed most of the
day.

18 When | go too long without

vaping | feel impatient.

19 It is hard for me to go without
vaping for a whole
day.

20 When | go too long without
vaping, | get strong urges that
are hard to get rid of.

21 Vaping is a large part of my
daily life.

22 | am tempted to vape when |
realize | haven’t vaped for a
while.

Scoring : Sum the items. Greater scores signify greater dependence.

Appendix 16
The Hooked on Nicotine Checklist
Taken from:

American Academy of Pediatrics. (2019). Assessing nicotine dependence in adolescents [PowerPoint slides]. Retrieved from E-
cigarette Curriculum: https://downloads.aap.org/AAP/PDF/2D Assessing Nicotine Dependence in_Adolescents.p df

Carroll, D.M, Wagener, T.L, Thompson, D.M, Stephens, L.D, Peck, J.D, Campbell, J.E, et al. (2017). Electronic nicotine delivery
system use behaviour and loss of autonomy among American Indians: results from an observational study. BMJ Open, 7(12):
e018469.

Yes NO

Have you ever tried to stop vaping, but couldn’t?

Do you vape now because it is really hard to quit?

Have you ever felt like you were addicted to vaping?

Do you ever have strong cravings to vape?

Have you ever felt like you really needed to vape?

O~ WIN| -

Is it hard to keep from vaping in places where you are not
supposed to, like school?

When you tried to stop vaping (or, when you haven’t vaped for a while...)


https://downloads.aap.org/AAP/PDF/2D_Assessing_Nicotine_Dependence_in_Adolescents.pdf
https://downloads.aap.org/AAP/PDF/2D_Assessing_Nicotine_Dependence_in_Adolescents.pdf
https://downloads.aap.org/AAP/PDF/2D_Assessing_Nicotine_Dependence_in_Adolescents.pdf
https://downloads.aap.org/AAP/PDF/2D_Assessing_Nicotine_Dependence_in_Adolescents.pdf

7 | Did you find it hard to concentrate because you couldn't
vape?

8 | Did you feel more irritable because you couldn’t vape?
9 | Did you feel a strong need or urge to vape?
1 Did you feel nervous, restless or anxious because you
0 | couldn’t

vape?

HONC Scoring: Sum the number of ‘yes’ responses. Any score greater than zero indicates that the client has lost some degree of
autonomy over their vaping.
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