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● Describe the demographics of tobacco
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● Discuss reasons why pharmacists are in
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● List common resources in the communi-
ty for tobacco cessation referral

● Describe common evidence-based treat-
ment strategies for tobacco cessation
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ABSTRACT: Tobacco smoke is the number one preventable cause of death in
the United States. Community pharmacists’ accessibility provides opportunities
to expand team-based care into the community to improve population access to
preventive services, particularly in hard-to-reach populations. Tobacco cessation
is one of the most cost-effective preventive care services and has become an im-
portant quality of care metric tied to reimbursement. Strategies for helping
smokers quit include behavioral counseling to enhance motivation and to sup-
port attempts to quit, and pharmacological intervention to reduce nicotine rein-
forcement and withdrawal symptoms related to tobacco cessation. In 2015, 68%
of adult smokers wanted to stop smoking but only 31% of smokers sought cessa-
tion counseling or took any of the seven U.S. FDA-approved medications to
boost their chances for success. Combined behavioral and pharmacotherapy in-
terventions increases tobacco cessation by 82%, compared with minimal inter-
vention or usual care. Pharmacists may be the only health professionals to come
into contact with many tobacco users prior to or during their quit attempts. Ad-
ditionally, three nicotine replacement products are available over-the-counter,
making them particularly well suited for expanded use in people trying to quit
smoking. Pharmacist-led interventions can significantly improve abstinence rates
in smokers resulting in quitting success rates similar to other health care profes-
sionals. However, many studies have found that pharmacists do not discuss to-
bacco use routinely with their patients. This activity provides an overview of
information and strategies used to support pharmacists' extended role in provid-
ing tobacco cessation support in the community.
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Pause and Ponder:
Why is tobacco cessation a particularly appropriate
role for the community pharmacist?

18 has fallen, the use of new tobacco products, such as non-
combustible products, and electronic nicotine delivery systems
(ENDS) or e-cigarettes has increased.11

In 2016, the FDA extended its authority to regulate all tobacco
products, including e-cigarettes, cigars, hookahs (waterpipes),
and pipe tobacco.12 The federal government introduced the first
Tobacco 21 legislation, in an effort to further restrict young peo-
ple’s access to cigarettes and e-cigarettes in 2015. The FDA had
strong public support to raise the minimum purchase age of to-
bacco products to 21 years.13 States and localities that adopt this
new law may expect to benefit from a 47% reduction in the
smoking rate among high school students, along with a decline
in area retail tobacco purchases.14 In 2014, several states imple-
mented or were evaluating state-wide prohibitions to ban tobac-
co sales in pharmacies lead by a landmark decision made by CVS
Caremark to voluntarily withdraw the sale of tobacco products in
its stores.15

SMOKING'S HEALTH CONSEQUENCES
Tobacco products come with inherent risks. Nicotine is addictive.
It presents alongside more than 7000 other chemicals (from
combusted tobacco products) that are responsible for a wide
range of diseases and premature death.1 Among behavioral risk
factors for adverse health outcomes, smoking stands alone in its
public health impact. It accounts for nearly 500,000 (or 1 in 5)
deaths each year, including nearly 42,000 deaths from second-
hand smoke exposure.1,5 All-cause mortality is three to five times
greater in smokers than in non-smokers.16 Nearly 80% of smok-
ing-related morbidity and mortality are accounted for by three
conditions17:

1) cardiovascular disease (CVD), which is responsible for
40% of all smoking-related deaths
2) lung cancer, which accounts for 20% of all smoking-
related deaths
3) chronic obstructive pulmonary disease (COPD), which
accounts for another 20% of all smoking-related deaths

Smoking has also been implicated as a major cause of stroke, pe-
ripheral vascular disease, multiple cancers, type 2 diabetes (the
risk of developing diabetes is 30% to 40% higher for active smok-
ers than nonsmokers), impaired immune function; age-related
macular degeneration; erectile dysfunction; osteoporosis (in
postmenopausal women); and in pregnant women, an increased
risk of congenital anomalies and perinatal complications.1,5 Not
surprisingly, smokers' life expectancy is 10 years shorter than
nonsmokers'.18

INTRODUCTION
Fifty years ago, Americans received the first Surgeon General’s
report. Today, smoking and secondhand smoke remain the
leading causes of preventable disease, disability, and prema-
ture death in the United States,1 despite declines in the preva-
lence of adult cigarette smoking by more than one half (from
42% in 1965 to 15% by 2015).2 This positive trend indicates
progress toward achieving the Healthy People 2020 goal of re-
ducing cigarette smoking's prevalence to 12% or less.3 Howev-
er, more than 28 million Americans continue to smoke
cigarettes (the most commonly used tobacco product) and cig-
arette smoking continues to be a major contributor to annual
healthcare spending.4 Disparities in tobacco use continue to
persist with slower declines seen across defined groups.2

Groups at high risk for smoking include adults who are male;
younger (25-44 years of age); American Indian/Alaska Natives;
have less education; live below the federal poverty level; live in
the Midwest or South; are insured through Medicaid or are un-
insured; have a disability/limitation; are lesbian, gay, or bisexu-
al; or have serious psychological distress, mental health
conditions, alcohol dependence, or a substance use disorder.2,5-

7 These disparities underscore the importance of effective pop-
ulation-based interventions to reduce tobacco use in popula-
tions with high smoking prevalence.2

Tobacco-control interventions that result in real progress occur
at the federal, state, or local levels. Effective interventions
include2,8,9,10:

● Implementing the Affordable Care Act (ACA) in 2010. It
mandated insurance coverage of evidence–based to-
bacco interventions that received a grade of A or B
from the U.S. Preventative Services Task Force (USP-
STF) without barriers or copayments. It also expanded
Medicare and Medicaid coverage for cessation treat-
ments

● Increasing tobacco taxation and prices
● Implementing and enforcing comprehensive tobacco-

control laws that restrict smoking in public housing
and public places, specifically restaurants, bars, and
workplaces

● Mounting aggressive media campaigns warning about
tobacco's dangers

● Mandating the inclusion of graphic warning labels on
all tobacco products

● Increasing access to smoking cessation services
through state telephone quitlines, in conjunction with
Food and Drug Administration (FDA) regulation of to-
bacco products

The vast majority of smokers begin smoking during adoles-
cence (87% by age 18).1 In 2009, the U.S. FDA started regulat-
ing the manufacture, distribution, and restricted sale of
cigarettes and smokeless tobacco products to minors under the
age of 18. However, as cigarette smoking among those under



Benefits of Quitting
 Quitting smoking before age 40 reduces risk of smoking-associ-
ated death by about 90%.18 Even people who quit in their 60s
lower their risk of death by 23%.19 Cancer patients who contin-
ue to smoke reduce their risk of dying by 30% to 40% by quit-
ting at the time of diagnosis.20

After 10 years of tobacco cessation, former smokers' risk for
lung cancer is reduced by 50%.1 By 1 year, the risk of coronary
heart disease decreases to one half that of a continuing smok-
er. By 15 years the risk is at the level of never-smokers.17 After
5 years, stroke risk is reduced to that of a nonsmoker.17

More immediate benefits after cessation include improved cir-
culation, a drop in blood pressure, and reduced damaging ef-
fects on skin, teeth, gums, breath, smell, and taste.1 Reducing
the number of cigarettes smoked per day is much less effective
than quitting entirely to avoid smoking-related health conse-
quences and premature death.1

NICOTINE ADDICTION
Cigarettes and other forms of tobacco are addictive and nico-
tine causes this addiction.21,22 Research suggests that nicotine
may be as addictive as heroin, cocaine, or alcohol.1 Abstinence
from nicotine use will lead to withdrawal symptoms which peak
within 24 to 48 hours and usually subside within two to four
weeks.3 Symptoms include depression, anxiety, irritability, frus-
tration, restlessness, anger, difficulty concentrating, insomnia
(but sometimes increased drowsiness), increased appetite,
weight gain, and cravings.3 Therefore, people who stop tobacco
may require several quit attempts before successfully quitting.3

An inability to maintain abstinence is a key indicator of tobacco
dependence. In a clinic-office setting, the most widely used
measure of nicotine dependence is the Fagerstrom Test for Nic-
otine Dependence (FTND) questionnaire.23 The test (available at
https://cde.drugabuse.gov/instrument/d7c0b0f5-b865-e4de-
e040-bb89ad43202b) consists of six questions, with an overall
score of 0 to10 to gauge the level of nicotine dependence. The
single item in the FTND that predicts relapse strongly and con-
sistently is the time to first cigarette (TTFC) after waking.24 TTFC
can also be used as a baseline screening tool to target smokers
beginning treatment, for instance, to assign a dose of nicotine
lozenge therapy.25

Disparities in Tobacco Use
Medicaid enrollees have a cigarette smoking prevalence 27.8%,
or more than double that of privately insured Americans
(11.1%).2 In patients seen at federally qualified health centers
(which provide comprehensive health services to economically
disadvantaged populations in rural and urban communities), to-
bacco use is higher than in the general US population.26 The ACA
increased the number of insured adults and improved cessation
coverage from Medicaid. However, evidence indicates that only
approximately 10% of Medicaid smokers receive smoking cessa-
tion medications, and use varies widely by state.27 Fewer than
half of smokers in Medicaid-managed care plans reported that
their physicians offered assistance, such as medications or coun-
seling, to quit.

Clinicians were also less likely to screen black and Hispanic
smokers than whites for tobacco use and provide interventions,
even after controlling for socioeconomic and healthcare
factors.28,29 Smokers from lower socioeconomic groups are also
less likely to stop smoking than more affluent smokers, even
when they access smoking cessation services.30

Smoking-related medical costs are responsible for 10% of Med-
icaid expenditures.4 Providing barrier-free access to cessation
treatments (such as removing copayments and prior authoriza-
tion for treatment) and promoting their use, can reduce smok-
ing and smoking-related disease, death, and health care costs.31

Medicaid smoking cessation initiatives lower smoking rates, re-
duce hospital admissions, are cost-effective, and generate a pos-
itive return on investment.32

Why Treat?
Tobacco dependence is increasingly recognized as a chronic, re-
lapsing, and dynamic process that requires repeated interven-
tions and multiple attempts before succeeding.3 Among current
U.S. adult cigarette smokers, nearly seven of ten (68%) reported
that they wanted to quit completely in 2015. More than half
(55%) of smokers made a quit attempt in the preceding year,
but only 7% who tried to quit succeeded.33 Advice from clini-
cians to quit also increased. Fifty seven percent recommended
that patients stop smoking; however, only 31% of smokers
sought cessation counseling or took any of the seven U.S. FDA-
approved medications to boost their chances for success.
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Pause and Ponder:
What are the barriers to delivering tobacco
cessation support?
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Among smokers who tried to quit, about 7% used counseling,
29% took medication, and 5% used both.33 It is well established
that use of cessation counseling and medication increases quit
rates, especially when they are combined.3,34,35 Combined be-
havioral and pharmacotherapy interventions increase cessation
by 82%, compared with minimal intervention or usual care.9

Tobacco cessation is one of the most cost-effective preventive
care services. It has become an important metric for determin-
ing quality of care assessments tied to reimbursement mecha-
nisms for many stakeholders.3 The USPSTF has given tobacco
screening and delivery of cessation interventions an “A” grade
recommendation.5 The Joint Commission, which accredits more
than 15,000 hospitals and healthcare systems, instituted an ac-
creditation requirement for tobacco cessation performance
measures for all admitted patients in 2012.36 The Centers for
Medicare and Medicaid (CMS) has implemented quality mea-
sures for tobacco cessation counseling and treatment in the
hospital setting for patients having diseases or adverse health
effects linked to tobacco use as described by the U.S. Surgeon
General.37 In 2013, USPSTF recommended annual lung cancer
screening using low-dose CT for smokers, ages 55 to 77 with
smoking histories exceeding 30 pack-years or former smokers
who quit within the last 15 years. (A pack year is defined as
twenty cigarettes smoked everyday for one year.) In an effort
to maximize the health benefit from screening, CMS mandates
that all Medicare beneficiaries undergo screening; for institu-
tions to be reimbursed for this service, patients must also re-
ceive smoking cessation assistance.38

To enhance cessation rates, it is critical for clinicians to identify
smokers consistently, advise them to quit, and offer evidence-
based cessation treatments.33 Approximately 70% of smokers
see physicians annually, and even brief physician advice to quit
increases quit rates.3 Treatment delivered by a variety of
healthcare providers increases abstinence rates,3 and involve-
ment of multiple professionals has the potential to substantially
increase quitting and readiness to quit.39 Therefore, all profes-
sionals should provide smoking cessation interventions.3

PHARMACIES: GREAT PLACES TO ENGAGE
The community pharmacist is one of the only healthcare pro-
fessionals who has regular interactions with large numbers of
people “in health” and “in sickness.”40,41 This creates opportuni-
ties for partnerships with other health professionals to expand
team-based care into the community. It also improves popula-
tion access to health promotion and disease prevention servic-
es, particularly in hard-to-reach populations.41,42 The Centers
for Disease Control (CDC) supports the role of pharmacists as
health care extenders.43 Smoking cessation is a particularly ap-
propriate role for community pharmacists because three of the
nicotine replacement therapies (NRT; skin patch, gum, lozenge)
are available without a prescription. CDC encourages pharma-
cists to advise on the correct use of these products and to pro-
vide behavioral support or counseling.41 Community

pharmacies are also convenient locations for cessation services.
Pharmacists and pharmacy staff are particularly well suited to
play a more active role either through direct delivery of services
or by providing brief education and referrals for people trying to
quit smoking.41 Trained community pharmacy personnel may af-
fect smoking cessation rates positively.41

Pharmacies are retooling to become an integral part of the
health care system and moving into the treatment arena with
the advent of retail health clinics.15 Community pharmacy per-
sonnel, therefore, have the potential to close gaps of care. They
are particularly well positioned to assist patients in tobacco ces-
sation using a community-wide approach. It includes increasing
tobacco screening, delivering brief interventions for tobacco ces-
sation, and referral to local resources for quitting or to state to-
bacco quitlines. Resources include a national network at
1-800-QUIT-NOW for free telephone support service and inten-
sive specialist-delivered interventions.42,44,45

The pharmacist’s role in counseling patients for tobacco cessa-
tion is not new.41,46-54 Pharmacist-led interventions can signifi-
cantly impact abstinence rates in smokers, 41,47,50,53,55-57 and are
cost-effective.1,32,58-61 Having community pharmacists provide to-
bacco cessation interventions resulted in quitting success rates
similar to other health care professionals, which ranged from
9.9% to 26%.56 Pharmacists trained in tobacco cessation support
are more likely to deliver it, spend more time on it, and adhere
to evidence-based standards than those who receive no
training.49

Delivering a Brief Intervention
Frameworks such as the 5 A’s (Ask, Advise, Assess, Assist, Ar-
range), from the U.S. Public Health Service Clinical Practice
Guideline, provide a feasible framework to deliver a brief tobacco
cessation intervention.3,5 However, community pharmacists do
not routinely integrate tobacco cessation screening and counsel-
ing activities into their daily pharmacy workflow.46 Common per-
ceived barriers include time limitations, lack of knowledge and
skills, lack of training in effective counseling techniques, percep-
tion that behavioral counseling is beyond their role, lack of
space, difficulty in identifying smokers at point of care, low pa-
tient demand, lack of opportunity to network with other primary
care professionals, and lack of financial incentives for counseling
smokers.41,46,48,49,62

An alternative approach to the 5As involves an abbreviated three
step process–“Ask, Advise, and Refer” (AAR). AAR offers a feasi-
ble means for busy practice settings to deliver brief tobacco in-
terventions and addresses time barrier issues.3 It requires less
than five minutes and allows pharmacy technicians to help.42 This
three stage approach has been shown to be an effective model
for community pharmacies to “ask about tobacco use,” and “ad-
vise tobacco users to quit.” They “refer tobacco users” who want
to quit to an intensive, specialist-delivered intervention (e.g.
state telephone quitlines or local resources).44,45,62-67 Pharmacy
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technicians can participate in the Ask, prepare enrollment
forms, and fax referrals to state quitlines.42

Keys to maintaining vigorous tobacco-cessation programs in
pharmacies include strong staff training, incorporation of tobac-
co screening and brief intervention into  pharmacy work-flow,
documentation of process and clinical outcomes, and continu-
ous feedback from staff and patients.68 Safeway was the first
community pharmacy chain to incorporate an organization-wide
initiative to implement brief smoking cessation interventions. It
uses AAR as a routine component of patient care and promotes
referrals to state quitlines in partnership with state public health
departments.69 Another large pharmacy chain, CVS, claims its
pharmacists have counseled more than 260,000 patients and
filled nearly 600,000 NRT prescriptions since banning sale of to-
bacco products in 2014.70

Members of the public who are counseled by a trained pharma-
cist about smoking cessation are more likely to value the inter-
vention, to find it helpful, and to consider pharmacist
intervention appropriate.49 Despite this, pharmacy-based quit
programs are not widely used. Evidence suggests the public may
be unaware of the extended services provided by pharmacists;
some may lack confidence in the pharmacist’s non-dispensing
role and have concerns about privacy in pharmacy outlets.49

Pharmacists believe that endorsement of an extended role by
national directives and/or a professional body will help them to
better deliver tobacco cessation support to the public. Integrat-
ing an academic detailer or “facilitator” who would help  deliver
tobacco cessation counseling can be helpful. Introduction of
new pharmacy roles, especially the certified pharmacy techni-
cian, can help with ever increasing dispensing workloads.49

COMMON EVIDENCE-BASED TREATMENT
STRATEGIES
Evidence-based effective treatments (individual, group, and
telephone cessation counseling) and seven FDA–approved medi-
cations help tobacco users quit.3 Counseling and medication are
effective when used alone for treating tobacco dependence. The
combination of counseling and medication is more effective
than either alone,33 typically producing long-term abstinence
rates of 25% to 30% after any single quit attempt.71

Non-Pharmacologic Treatment
Brief clinical approaches for patients willing and unwilling to quit
are described in the 2008 practice guidelines. Strategies include
brief clinical interventions using the 5A or AAR approaches.3

Even brief low-intensity counseling, including those lasting only
three minutes or fewer, increase long-term quit rates. A strong
dose-response relationship exists between the intensity of
counseling and cessation rates (that is, more or longer sessions
improve cessation rates).3,5 Direct comparisons between inten-
sive and minimal advice suggest that more intensive advice

offered a significant advantage.9  Behavioral therapy alone in-
creases quit rates by 1.5 to 2.1.3 Table 1 describes effective com-
ponents of behavioral counseling.

Pharmacotherapy
All pharmacotherapy aids for tobacco cessation relieve nicotine
withdrawal symptoms. Clinical guidelines consider seven first-line
agents for tobacco cessation that reliably increase abstinence
rates relative to placebo control. These agents include nicotine
replacement therapy (NRT; skin patch, gum, lozenge, inhaler, na-
sal spray), bupropion, and varenicline.3,5 Healthcare providers
should encourage all smokers—with the exception of women
who are pregnant or breast-feeding, adolescents, and those with
medical contraindications—to use pharmacotherapy. Clinicians
should recommend behavioral therapy alone to patients who
cannot use pharmacotherapy.3

In an updated comparative review that included 267 studies (in-
volving 101,804 participants),72 all three treatments (NRT, bupro-
pion, varenicline), were associated with higher rates of tobacco
cessation compared with placebo. Direct comparisons between
NRT and bupropion showed no difference in efficacy. Varenicline
was shown to be superior to any single type of NRT (OR, 1.57 [CI,
1.29-1.91]) and to bupropion (OR, 1.59 [CI, 1.29-1.96]). However,
it was not more effective than combination NRT.72 Combining
two types of NRT (discussed below) was found superior to a sin-
gle form.9,72 In summary, varenicline (27.6%) and combination
NRT (31.5%) were most effective for achieving tobacco cessation.
None of the therapies were associated with an increased rate of
serious adverse events (see Figure 1). 73

Product-specific information are provided in Table 2 (Pages 9-10)

Nicotine Replacement Therapies
NRT reduces withdrawal symptom severity and cravings. It also
reduces the reinforcing effects of nicotine delivered via tobacco
while providing an alternative source of nicotine.74 Currently, five
NRT products are sold in the U.S.: three nonprescription products
(skin patch, gum, and lozenge) and two prescription-only prod-
ucts (oral inhaler and nasal spray).75 Different forms of NRT are
equally effective and increase quit rates by 50% to 70% at six
months.72,74

Table 1. Components of Behavioral Counseling3

Training smokers in problem solving skills (i.e. 1. recognizing
danger situations e.g. being around smokers, cues, and urges; 2.
developing coping skills e.g. anticipate and avoid triggers, devel-
oping cognitive strategies to reduce negative moods and stress,
and 3. altering routines)

Providing basic information (e.g. health consequences of contin-
ued smoking, benefits of quitting, nicotine withdrawal symptoms)
Providing social support (i.e. helping smokers identify strategies
to build social networks [identifying a buddy] can sustain motiva-
tion to quit or sustain a tobacco-free life).



The patch has a slow onset, but produces steady nicotine levels
for 16 or 24 hours (depending on the specific product). It offers
prolonged withdrawal relief without requiring frequent admin-
istration, is easy to use, and promotes the best adherence.75

However, once applied, it is difficult to titrate the dose to con-
trol “breakthrough cravings” or withdrawal symptoms.

The other four NRT formulations (nicotine gum, lozenge, inhal-
er, and nasal spray) have more rapid onsets and shorter dura-
tions of action. Subsequently, patients need repeated
administration on a fixed schedule that is tapered appropriately
to maintain stable nicotine blood levels if used alone. Their ma-
jor advantage is ad-libitum (meaning as desired or at the pa-
tient's discretion) dosing to cope with situationally-induced
breakthrough cravings or withdrawal symptoms when used to-
gether with a long-acting medication (such as nicotine patches,
bupropion, or varenicline).75 Evidence indicates that combining
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the patch with the shorter-acting NRT products is safe and
more effective than any single NRT, and as effective as
varenicline.72

Patients typically start NRT products on the first day of quitting
smoking (quit day) for 8 to 12 weeks (or up to 6 months for in-
haler and nasal spray).3 Current evidence is limited or conflict-
ing for using pre-quit NRT (i.e. use for several weeks prior to
tobacco cessation),76,77 extended duration NRT,78 higher dose,79

or relapse prevention,80 and in cessation induction among
smokers who are not yet ready to quit.81,82

Figure 1. Effectiveness of Various Pharmacotherapies for Smoking Abstinence of 6 Months or More

SOURCE: Cahill K, Stevens S, Perera R, Lancaster T. Pharmacological interventions for smoking cessation: an overview and network meta-analysis (Review). Cochrane

Database of Systematic Reviews. 2013;5.No.:CD009329. DOI:10.10002/14651858.CD009329.pub2. Reprinted with Permission.

PAUSE AND PONDER:
How do patients and the public perceive
pharmacist-based tobacco cessation support
and other non-dispensing pharmacist roles?
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NON-NICOTINE MEDICATIONS
The FDA has approved two non-nicotene medications for to-
bacco cessation, bupropion SR and varenicline.

Bupropion SR
The FDA initially approved bupropion as an atypical antidepres-
sant, Later, the FDA approved a 150-mg sustained-release (SR)
tablet for tobacco cessation to be taken in two daily doses at
least eight hours apart. Bupropion is equally effective in smok-
ers with and without histories of depression.83 Dosing for one
week before quitting is recommended to achieve steady-state
blood levels and patients should set a target quit date within
the first two weeks of treatment.3 Bupropion's mode of action
is not completely understood, but it is likely that blocking neu-
ronal dopamine reuptake reduces the severity of nicotine crav-
ings and withdrawal symptoms.3 Its most common adverse
effects are insomnia (30% to 40% of patients) and dry mouth
(approximately 10%).83 Bupropion increases seizure risk in 0.1%
of smokers and is therefore contraindicated in smokers with
seizure or eating disorder histories (see Table 2 for
contraindications).3 As an aid to smoking cessation treatment,
it is typically prescribed for seven to 12 weeks, and FDA ap-
proved for long-term maintenance of smoking cessation for up
to six months.3

Varenicline
Varenicline has dual effects. It is a partial agonist at the alpha-
4-beta-2 (α4β2) nicotinic receptor subtype in the brain that me-
diates nicotine dependence.84,85 As a partial agonist, it relieves
nicotine withdrawal symptoms while blocking the reinforce-
ment of smoking by preventing nicotine from binding to the
α4β2 receptor (antagonist action). Varenicline at standard dose
increases the odds of long-term abstinence between two-and
three-fold compared with pharmacologically unassisted quit
attempts.86 Patients typically start varenicline one week before
quitting and continue for a total of 12 weeks.84,85

Alternatively, newer dosing strategies employ more flexible
schedules to allow a longer pre-treatment period up to 35 days
before the quit date and a more gradual quit approach (for indi-
viduals unwilling or unable to quit within the next month but
willing to reduce smoking and make a quit attempt at three
months). Alternative schedules significantly improved the rates
of achieving higher continuous abstinence compared to place-
bo of 31% vs. 8% (week 1 after target quit date through the end
of treatment) and 24% vs. 6% (from weeks 15 through 52),
respectively.87,88

Furthermore, varenicline maintenance therapy for up to six
months yielded 44% continuous abstinence compared with
37% for placebo. Maintenance therapy is FDA-approved for ex-
tended treatment, with safety established for up to one year.89

Based on the evidence so far, varenicline delivers one extra suc-
cessful quitter for every 11 people treated, compared with

smokers trying to quit without varenicline.86 The most common
dose-dependent adverse effect is nausea, occurring in 30% of
users. Nausea can be mitigated by taking varenicline with food
and adequate water or reducing the dose.84-86 Additional infor-
mation is provided in Table 2.

Combination Pharmacotherapy
Combination pharmacotherapy may increase abstinence. The
guidelines endorse combination pharmacotherapy for treating
tobacco dependence in patients who fail monotherapy; have
breakthrough cravings; are highly dependent smokers; or in
managing nicotine withdrawal symptoms. 3,5,93 Using two or
more forms of NRT has the strongest evidence base and in-
cludes the use of a long-acting nicotine patch plus ad lib short-
acting NRT (gum, lozenge, or nasal spray) to deal with acute
cravings and withdrawal symptoms.3,94 Bupropion plus NRT is an
FDA–-approved combination commonly used in practice. How-
ever, there is inconclusive evidence that this combination in-
creases long-term abstinence rates (lasting six or more months)
compared with NRT alone.3,83 Data are limited concerning other
pharmacotherapy combinations; studies have examined vareni-
cline and bupropion in combination 95 and varenicline and NRT
in combination.96

Update: Neuropsychiatric Adverse Effects
In 2009, the FDA reviewed case reports for all smoking cessa-
tion drugs and reported that varenicline and bupropion, but
not NRT, were “associated with reports of changes in behavior
such as hostility, agitation, depressed mood, and suicidal
thoughts or actions.” It mandated a Boxed Warning on prod-
uct labeling.90 However, researchers collected subsequent da-
ta from a large comparative trial of the three first-line smoking
cessation drugs in more than 8000 adult smokers with and
without psychiatric disorder. The data did not support an in-
crease in adverse neuropsychiatric events.91 The FDA removed
the Boxed Warning for both drugs at the end of 2016.92
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ENDS: Unapproved as a Smoking Cessation Aid
The FDA has not approved any specific electronic nicotine deliv-
ery systems as cessation interventions.9 Limited data demon-
strates efficacy on cessation rates at 6 months or more among
smokers intending to quit, and the evidence regarding these
devices' safety for smoking cessation is inconclusive.5,9 Health-
care providers should not recommend ENDS as aids to tobacco
cessation.

CONCLUSION
Community pharmacies are convenient locations for cessation
services. Pharmacists and pharmacy staff are particularly well
suited to play a more active role as information sources and
support providers for people trying to quit smoking. Extending
pharmacy-based tobacco cessation services in the community
as a public health initiative could reach vulnerable populations
at high risk for tobacco use. Trained, credentialed pharmacy
personnel are more likely to deliver tobacco cessation support
to members of the public.

Common Resources for Tobacco Cessation
Pharmacists: Help Your Patients to Quit Smoking
https://www.cdc.gov/tobacco/campaign/tips/partners/health
/pharmacist/index.html

Direct smokers to state tobacco quit lines
Available through a national network at
1-800-QUIT-NOW (1-800-784-8669)
CDC.gov/tips

Tobacco Use Counseling
Fact sheets and resources; AHRQ website: www.ahrq.gov

© Can Stock Photo / jannoon028
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