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MEDICATIONS FOR NICOTINE USE DISORDERS TREATMENT GUIDELINE

SCOPE: This Medications for Nicotine Use Disorders (MNUD) Treatment Guideline is intended to offer
information for providers, clients and the interested public to increase the utilization and effectiveness of
MNUD. It is not intended to be comprehensive in scope. These recommendations are not a substitute for
clinical judgment, and decisions about care must carefully consider and incorporate the clinical
characteristics and circumstances of each individual client.

INTRODUCTION: NUD are chronic, remitting and relapsing diseases characterized by the compulsive
use of tobacco and/or other nicotine products despite known negative health and psychosocial
consequences. As with many substances with misuse potential, the DSM-5-TR details diagnostic criteria
for Tobacco Use Disorder (TUD; specifiers: in early remission, in sustained remission, on maintenance
therapy, in a controlled environment, mild, moderate, severe) in addition to Tobacco Withdrawal, and
Unspecified Tobacco-Related Disorder. To meet criteria for TUD, clients must exhibit at least 2 out of 11
DSM-5-TR criteria over a 12-month period leading to clinically significant impairment and/or distress.
The severity of the use disorder is based on the number of criteria met with mild use disorder associated
with 2-3, moderate use disorder associated with 4-5, and severe use disorder associated with 6 or more
criteria met. Frequency of nicotine use as well as earlier age of use onset are associated with higher
severity NUD. While the broader term NUD is not used in the DSM5-TR, we are employing it here to
acknowledge the increasing importance of also treating non-tobacco-related nicotine use (e.g. electronic
cigarettes [e-cigarettes]).

The disease burden from nicotine products can arguably be conceptualized on a relative risk scale.
Combustible tobacco products (e.g. cigarettes, cut tobacco, bidis, cigarillos, water pipe tobacco, western
pipe tobacco, smokeless tobacco, and cigars) occupy the highest risk category. Orally delivered tobacco
products (e.g. chewing tobacco, dip tobacco, snus) are in a moderately lower risk category. E-cigarettes
and heat-not-burn devices occupy a mildly lower risk category. Finally, traditional NRT (e.g. nicotine
gums, lozenges, patches) is the second lowest risk category next to not using nicotine at all. From a harm
reduction perspective, one goal may be to help those with NUD move from higher risk category use to
lower risk category use and ideally abstinence. Clinical professional organizations’ expert opinions,
recommendations, and guidelines will likely be changing in the face of increasing publications of
randomized control trials (RTCs) on non-combustible NUD treatments.

In the past 60 years smoking rates have significantly declined from approximately 40% prevalence in
1965 to 11.6% in 2022. The use of e-cigarettes and other electronic nicotine delivery systems has
remained somewhat stable in adults over the last 20 years with a recent increase from 4.5% in 2021 to 6%
in 2022. Rates of e-cigarette use in middle and high schoolers increased steadily from 2011 to a peak in
2019 of 27.5% and decreased to 5.9% in 2024. Smoking rates have also decreased in people with mental
health (MH) and/or substance use disorders (SUD) and these populations still experience double the rates
of NUD. Nearly half of all deaths occurring in those being treated for SUD and/or severe MH disorders
are due to tobacco-related illnesses and tobacco-related deaths occur decades earlier than in the general
population. Most people with SUD and MH disorders want to quit using nicotine products and want
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information and resources to aid in so doing and are in many cases willing and ready to attempt to quit
using nicotine products.

Challenges to NUD treatment in the SUD and MH populations include a history of tobacco used as a
therapeutic tool in treatment facility settings, lack of adequate staff training, lack of knowledge about
treatment resources, and time constraints. Providers and clients alike may share concerns about MH or
SUD symptom relapse/exacerbation. On the contrary, persons who abstain from tobacco use during SUD
treatment are less likely to relapse to other drugs or alcohol. Although it is not uncommon for people to
believe that nicotine helps improve or control MH symptoms, research suggests that nicotine use is
associated with greater depressive symptoms, anxiety and an increase in suicidal behavior. People with
depression, schizophrenia and post-traumatic stress disorder can quit without impairing their mental
health recovery. Having a psychiatric disorder can make this population more susceptible to relapses
related to stress and other emotional drivers. In fact, a psychiatric diagnosis is a risk factor for relapse
even for those who have not smoked in more than one year. Clients and providers may expect failure to
quit as the rule, not the exception. Despite this misconception, this population can stop smoking at rates
comparable to those in the general population. Nicotine use should be routinely and aggressively treated
within behavioral health systems. To this end, DHCS and SFDPH BHS Pharmacy reimburse for and
cover MNUD. Treatment should include both counseling and medication interventions as well as relapse
support offered well past the point of cessation.

ASSESSMENT AND INTERVENTION PLANNING: A comprehensive approach to addressing
quitting is summarized in Table 1. See Appendix 1 for resources available to clients and providers.

Table 1: “5 A’s” Aliorithm

Ask about nicotine use at every Identify all nicotine users and determine nicotine product
encounter used, quantity and current tobacco use status

Suggested Dialogue:

“Lisinopril is used to treat hypertension which is often made
worse by nicotine products. Do you, or does someone in your
household smoke or use nicotine?”’

“Anxiety is made worse by nicotine. Do you, or does
someone in your household smoke or use nicotine?”

In a clear, personalized, non- Suggested Dialogue:
judgmental message advise every “As your medical provider I want to encourage you to
nicotine user to quit consider cutting down or quitting smoking/nicotine use.”

“I’m concerned about your smoking/nicotine use and how
that is affecting your goal to stop drinking alcohol. Did you
know that some research has shown when you stop drinking
and using nicotine products at the same time you can improve
your chances of successfully quitting both?”

Assess willingness to make a quit Preparation: Ready to make a quit attempt in the next 30
attempt in the next month days = Proceed to Assist

Pre-Contemplative: Not ready to quit in the next 6 months
Discuss client specific benefits - Offer empathy and autonomy support. Offer to set a date

in the future to check-in and provide motivational
Identify client’s position on readiness | intervention.
to change model
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Contemplative: Ready to quit in the next 6 months =
Schedule a follow up “what is getting in the way of you
quitting now?”

Maintenance: Quit for longer than 6 months - Relapse

prevention
Aid client in quitting See Appendix 2 Nicotine Cessation Client Interview

1) Assess nicotine use history
2) Set a quit date “have you thought about a quit date?”
a. Alternative: recommended practicing not

smoking for 24 hours and seeing how it goes—>
then setting a quit date

3) Develop a quit plan which may include:

Referral to resources (see Appendix 1)

Identifying social support/resources

Identifying pattern of use/triggers

Planning coping skills and routine changes

Exploring past attempts and identifying what

worked well and what didn’t work well

Determining preferred method of cessation

(medication-assisted, cold turkey, reduction)

oo os

=

Schedule follow-up contact The highest risk of drop-out is within the first 7 days. Some
evidence suggests more contact with mental health clients
leads to more success.

Actions during follow-up:

1) Congratulate any successes

2) Review wins and challenges
3) Assess pharmacotherapy

Minimum follow-up frequency:
1) First contact within the first week after the quit date

2) Second contact within the first month after quit date
3) Further contact as needed

NICOTINE WITHDRAWAL: Nicotine causes physical dependence and tolerance to the user. When
quitting, nicotine withdrawal symptoms can peak in the first three days. Symptoms typically subside over
the next three weeks but may continue for months. Symptoms include negative mood, urges to use,
difficulty concentrating, increased appetite/weight gain, insomnia, irritability, anxiety, and restlessness.
About half of nicotine users experience at least four of these symptoms when they quit. Any of the first-
line pharmacologic agents described below are efficacious in reducing withdrawal symptoms. Clients that
report prolonged cravings and withdrawal may be candidates for extended treatment or a combination of
pharmacotherapy agents to target symptoms. See Appendix I for client resources regarding nicotine
withdrawal and behavioral strategies to treat nicotine withdrawal symptoms and cravings.

NICOTINE USE DISORDER PHARMACOTHERAPY: The use of pharmacotherapy doubles the rate
of abstinence from smoking compared to “cold-turkey” approaches. Three pharmacologic modalities are
approved by the US Food and Drug Administration (FDA) for the treatment of tobacco-related NUD and
include: nicotine replacement therapy (NRT), varenicline, and bupropion. These agents have different
mechanisms of action and should be used with the consideration of client specific factors and preferences.
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The goal of treatment is complete abstinence from smoking. Clients who fail to quit, but reduce the
number of cigarettes per day, still incur the negative health risks associated with smoking. The health
benefits of smoking reduction are not well studied, however clients that are able to reduce their smoking
are more likely to quit in the future. Pharmacotherapy can even increase quit rates in light smokers (<5
cigarettes/day). Best outcomes are obtained when pharmacotherapy is used with behavioral counseling.
See Appendix 3 for a summary of pharmacotherapy options available, common side effects, and dosing
recommendations.

Recent RTCs and meta-analytic reviews suggest that e-cigarettes can help smokers quit at rates equivalent
or higher than FDA approved MNUD. This option may be a viable harm reduction approach for some
clients who can completely stop smoking with the use of e-cigarettes. Given the known short-term risks
and the unknown long-term effects of e-cigarette use, no professional organizations currently endorse
encouraging clients to adopt this approach to smoking cessation.

MNUD for e-cigarette use is an active area of research. RTCs and meta-analytic reviews indicate that
varenicline may help people quit e-cigarettes while combination NRT or bupropion for this indication are
inconclusive currently. Depending on the amount of nicotine consumed, some e-cigarette users may
require higher than usual doses of NRT given some e-cigarettes can contain very high concentrations of
nicotine and this is an active area of research. Please see this link for an example of an e-cigarette
cessation MNUD guideline for adults:
https://www.cdph.ca.gov/Programs/CCDPHP/DCDIC/CTCB/CDPH%20Document%20Library/Commun
ity/CessationServicesandResources/VapingCessationGuideforPharmacists2019TRC.pdf

NRT: NRT relieves nicotine withdrawal symptoms and is used to treat nicotine cravings. The
combination NRT, using long-acting nicotine (transdermal patch) plus short-acting nicotine as needed
(e.g. gum or lozenge) is more effective than either alone, however the choice is based largely on client
preference. Additionally, NRT can safely be added to varenicline or bupropion to improve abstinence
rates.

Side effects: Treatment side effects differ depending on route of administration. Thorough education of
how to use each product is necessary to maximize benefit and limit side effects. For clients that
experience vivid dreams with the nicotine transdermal patch, it is suggested to remove the patch at
bedtime. Clients that complain of gastrointestinal symptoms with nicotine gum products should be
educated on proper gum chewing technique to minimize oral ingestion of nicotine. Those with
temporomandibular joint disease, poor dentition, or dental appliances may find nicotine lozenges easier to
use compared to the gum.

Drug interactions: There are no clinically meaningful drug interactions with nicotine in any of the routes
of administration described. Some clients may experience increased side effects (i.e. nausea, headache,
indigestion) to NRT when used in combination with varenicline, however the mechanism to this
interaction is unknown.

VARENICLINE: Varenicline is an oral, partial agonist of the nicotinic acetylcholine receptor reducing
withdrawal symptoms including cravings and decreasing nicotine’s reinforcing properties. Randomized
controlled trials with varenicline suggest a more robust quit rate in the general population when compared
to other monotherapy treatment modalities. When compared to combination NRT, varenicline did not
show superior efficacy and produced similar quit rates. Varenicline allows for an alternative gradual
approach to quitting for clients who are not able or willing to quit completely. The American Thoracic
Society 2020 Guidelines for Initiating Pharmacologic Treatment in Tobacco-Dependent Adults strongly
recommend varenicline over nicotine patches alone or bupropion alone for initiating treatment in adults
with tobacco dependence. Those guidelines also strongly recommend starting varenicline for adults who
are not ready to discontinue tobacco use rather than waiting until they are ready to stop tobacco use.
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Side effects: Varenicline carried a boxed warning regarding potential neuropsychiatric side effects (e.g.
behavioral changes, hostility, agitation, depressed mood, and suicidal thoughts and attempts) that was
removed in 2016 after more subsequent studies demonstrated no difference in neuropsychiatric side
effects compared with NRT or bupropion in people with NUD with or without psychiatric comorbidities.

Drug interactions: There are no clinically meaningful pharmacokinetic drug interactions with varenicline.
Some clients may experience increased side effects (i.e. nausea, headache, indigestion) to NRT when used
in combination with varenicline, however the mechanism to this interaction is unknown.

BUPROPION: Bupropion is an oral antidepressant medication that enhances norepinephrine and
dopamine release in the brain. Its exact mechanism to aid in smoking cessation is not known. It can be
considered for those with underlying depression but is also effective in those that are not diagnosed with
depression. Bupropion can potentially reduce the amount of weight gain associated with smoking
cessation and can be considered in clients for which this would be a concern. When used as monotherapy
for the treatment of NUD, bupropion demonstrates slightly lower abstinence rates than other first-line
therapies.

Side effects: Bupropion reduces the seizure threshold in a dose-dependent manner and should be avoided
in clients with a known seizure disorder or predisposition to seizure (e.g. alcohol withdrawal, bulimia

nervosa).

Drug Interactions: The major metabolic pathway for bupropion is via CYP2B6 and acts as a moderate
inhibitor of CYP2D6. See Table 2 for more information about drug interactions.

Table 2: Buiroiion Drui Interactions

CYP2D6 substrates Increased concentrations of 2D6 substrates when co-
(ex: fluoxetine, tamoxifen, risperidone, administered with bupropion.
beta-blockers, tramadol)

CYP2B6 inducers Decrease in bupropion exposure when co-administered.
(ex: phenytoin, carbamazepine, rifampin) Efficacy may be reduced.
MAUO inhibitors in preceding 14 days or Increased risk of hypertensive reaction.

concurrent use of reversible MAO Combination is contraindicated.
inhibitors

DURATION OF TREATMENT WITH NUD MAT: All clients who initiate pharmacotherapy should
have initial follow-up via an office visit or phone call within one to two weeks to assess for positive
responses, side effects, and medication optimization. The optimal duration of MNUD has not been
established, even for longer-studied TUD interventions.

NRT manufacturers recommend treatment for two to three months, however BHS recommends
continuing NRT until the client feels they are no longer at risk for relapse as continued pharmacotherapy
can help prevent relapse. When treated with NRT for two months relapse rates are up to 80% during the
first year following NRT cessation. It is estimated that approximately 50% of relapses could be averted
with extended NRT use past the recommended guidelines. Long-term treatment with NRT (> 6 months)
has not been associated with additional major health risks or adverse effects and is preferable in clients
who are at high risk of relapsing to cigarette use. Clients with prolonged use may be at higher risk of
nicotine withdrawal when stopping their NRT and should be tapered using a lower dose patch, gum, or
lozenge. Insurance companies may not cover smoking cessation medications beyond three months and
may require additional authorizations for continued use.

Page 5 of 23
Approved by MUIC July 10, 2025



Clients may benefit from continuing varenicline after the recommended 12 weeks to prevent relapse.
Safety and efficacy have been established up to 6 months of continued use.

The duration of treatment with bupropion may be influenced by other indications outside of NUD (i.e.
depression, ADHD) that would require longer term treatment. The recommended duration of treatment
with bupropion for TUD is 7-12 weeks, however safety and efficacy has been established up to 12 months
of continued use.

SELECTION OF MNUD: Appendix 4 provides decision guidance in selecting pharmacologic therapy.
Recommendations are based on RCTs, availability, and other practical considerations. Client preference
and co-morbid conditions should be considered when choosing an initial agent as the three different
treatment modalities have relatively comparable abstinence rates ranging from 20-35%. Clients with no
response to the initial agent at four weeks should have a re-assessment of their treatment to determine if a
change in medication is indicated. Medication dosing and administration should be reviewed to ensure
adherence and proper use. Those with a partial response to the initial treatment may benefit from the
addition of a second agent based residual symptoms such as ongoing withdrawal or cravings. For clients
who successfully quit then relapse, the medication that previously worked should be considered again.

OFF-LABEL AGENTS WITH INSUFFICIENT EVIDENCE TO RECOMMEND AS FIRST-LINE
THERAPY

Nortriptyline: Nortriptyline is a tricyclic antidepressant medication with modest evidence for use in TUD.
It can be considered for clients who require adjunctive treatment to a first-line therapy. It may be poorly
tolerated in many clients due to sedation, dry mouth, constipation, and dizziness. Nortriptyline should be
avoided in clients at risk of arrhythmias, bipolar disorder, and those at risk of overdose.

Clonidine: Clonidine has limited evidence to support its use in smoking cessation with conflicting
efficacy study results. Side effects such as drowsiness, fatigue, and dry mouth may further limit its use. A
drawback to clonidine is its risk of withdrawal symptoms, including rebound hypertension, diaphoresis,
insomnia, headache and anxiety/agitation. Immediate release oral clonidine products should be slowly
dose reduced over 6-10 days. Use of clonidine oral tablets should be considered carefully with regards to
clients' ability to tolerate a BID or TID regimen and ability to taper off once treatment is complete

CO-OCCURING DISORDERS AND SPECIAL POPULATIONS

Cardiovascular disease: In those with stable cardiovascular disease (CVD) the same treatments can
safely be used as the general population. Caution should be used with NRT in the first two weeks
immediately following a myocardial infarction because of its potential to increase cardiac demand.

Pregnancy: Smoking during pregnancy is the most important modifiable risk factor associated with
adverse pregnancy outcomes. Smoking cessation before pregnancy is most beneficial or early in
pregnancy is more beneficial for the mother and fetus, however quitting at any time in pregnancy can
provide benefit. The U.S. Clinical Practice Guideline and American College of Obstetrics and
Gynecology state that pregnant smokers or nicotine users should be encouraged to quit without
medication based on insufficient evidence of effectiveness and theoretical concerns with safety. It is
reasonable to consider pharmacotherapy in women who are unable to quit and are at high risk for
continued smoking throughout pregnancy. In pregnancy, NRT should be used with the clear goal of the
client to quit smoking and with close supervision after discussing the risks of continued smoking against
possible risks of NRT. There is no strong evidence that pregnant smokers who use NRT are at higher risk
of adverse events than pregnant smokers not using NRT. Bupropion can also be considered in this
population after discussing the risks and benefits of treatment. Bupropion is known to cross the placenta
and is associated with a low risk of teratogenicity. Varenicline is not recommended for use in pregnancy
due to limited safety information.

Page 6 of 23
Approved by MUIC July 10, 2025



Lactation: The Committee on Drugs of the American Academy of Pediatrics recommends NRT as the
preferred pharmacotherapy in breastfeeding women. Although nicotine passes into breast milk, the risks
associated with smoking are deemed to be of greater harm. Nicotine may have adverse effects on the
infant, such as interfering with lung development and increasing the risk of sudden infant death

syndrome. Bupropion and its active metabolites are present at low concentrations in breast milk. It may be
used in breastfeeding women after discussion of the potential risks of exposure that include vomiting,
jitteriness, sedation, and potential seizures. Data on varenicline in humans is not available and thus should
be avoided in breastfeeding women.

Co-occurring mental illness: Those with mental illness are often more nicotine dependent than the
general population and may need higher doses, longer duration of treatment, and combined medications to
optimize therapy. Clients on medications for the treatment of their mental illness may incur changes in
medication blood levels depending on their smoking status. This drug interaction is due to the induction
of CYP 1A2 secondary to the hydrocarbons found in smoke that are inhaled from cigarettes; therefore,
nicotine replacement therapy would not have the same effect. See Appendix 5 for a summary of
psychotropic medications susceptible to this interaction. Monitoring medication side effects and
symptoms of illness are necessary as a client quits smoking or relapses to determine if a dose change is
required.

Depression: Consider using bupropion for clients with a diagnosis of depression although bupropion’s
efficacy has been shown independent of depressive symptoms. The largest smoking cessation study in
adults did not demonstrate differences in neuropsychiatric adverse events in those with or without
depression between those treated with varenicline or bupropion or NRT plus placebo and varenicline
demonstrated higher efficacy compared to bupropion or NRT.

Schizophrenia: For individuals with NUD and comorbid schizophrenia, varenicline or bupropion, with or
without NRT, are recommended first line agents. Bupropion should be used with caution and close
monitoring in these situations since it can worsen positive psychotic symptoms.

Bipolar disorder: For individuals with bipolar disorders and NUD, NRT, bupropion, and varenicline are
effective and well tolerated pharmacotherapies when paired with behavioral support. Caution with the use
of bupropion in this population may be warranted given the theoretical potential of switching to
manic/hypomanic episodes although this has not been found in larger studies.

Anxiety disorders: Varenicline showed higher efficacy with greater abstinence rates compared to
bupropion or NRT, although each was also effective, and did not increase anxiety.

Substance use disorders. Clients with a co-occurring substance use disorder have the highest prevalence
of smoking among people with mental illness reaching as high as 98%. Some evidence supports treating
NUD improves treatment of other substance use disorders. Clients with comorbid substance use disorders
have a lower abstinence rate than the general population and may benefit from more intensive behavioral
interventions. Active substance abuse precludes clients from enrollment into most prospective studies,
therefore other patient factors, like comorbidities, should be considered in treatment selection.

Adolescents: Initially, the focus in this group had been primary prevention strategies through public
health education and regulatory legislative actions. However, psychosocial and pharmacological
interventions are also used to treat NUD in adolescents. The American Academy of Pediatrics (AAP)
recommends NRT for NUD in youth despite a lack of FDA approvals citing the effectiveness of NRT in
adults and the severe negative health consequences of tobacco and e-cigarette use as the rationale for
advocating NRT for minors. In limited studies, the effectiveness of NRT in youth is more modest than in
adults and there is no evidence of serious harm from NRT in adolescents. As with adults, the only
absolute contraindication for NRT in youth is hypersensitivity. Other relative contraindications like
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cardiovascular disease, diabetes, and hyperthyroidism should be considered in minors as well but in
general the risks of continued tobacco or e-cigarette use far outweigh the potential risks of NRT. Lower
doses of nicotine patches and gum should be used in those with body weight less than 45 kilograms.
Youth require a prescription from a healthcare provider to access all forms of NRT since OTC NRT is
only available to those 18 years and older. Varenicline and bupropion should be used at the discretion of
the clinician in collaboration with the minor and guardian(s) as evidence in this age group is limited.
Prescribed MNUD for minors is covered by Medi-Cal. Minors 12-17 years old can consent to MNUD
treatment and parental consent is also encouraged. Given known short-term and unknown long-term risks
of e-cigarette use, their use in harm reduction approaches to minor tobacco smokers is not advisable.
Furthermore, e-cigarettes are not legal to purchase for those under 21 years old and there are no
prescribable e-cigarettes, their use in this population is not possible. The AAP strongly advises against the
use of e-cigarettes in smoking cessation for minors.

Although adolescents’ use of e-cigarettes is very likely less harmful than combustible tobacco, clear
evidence exists that this use is associated with medical and mental health symptoms including anxiety,
depression, and suicidal ideation and behavior. No current consensus on MNUD for e-cigarette-using
youth is available but the AAP position advocates NRT for this population since it is less risky than
continued e-cigarette use. Depending on the amount of nicotine consumed, some e-cigarette users may
require higher than usual doses of NRT given some e-cigarettes can contain very high concentrations of
nicotine and this is an active area of research. Varenicline also helped adolescents quit using e-cigarettes
in a recent RCT. Please see this link for an example of an e-cigarette cessation guideline for adults that
may assist in treating e-cigarette use in adolescents:
https://www.cdph.ca.gov/Programs/CCDPHP/DCDIC/CTCB/CDPH%20Document%?20Library/Commun
ity/CessationServicesandResources/VapingCessationGuideforPharmacists2019TRC.pdf

Older adults: There are no meaningful differences in safety or efficacy in older adults.

Hepatic impairment. NRT can safely be used in hepatic impairment although clearance may be reduced.
Bupropion should be used with caution in clients with hepatic impairment and dose reductions are
recommended for those with moderate-severe impairment. No dosage adjustment is necessary for
varenicline.

Renal impairment. No dosage adjustment is necessary for NRT. Bupropion side effects should be
monitored in those with reduced renal clearance. Varenicline requires dose reduction for clients with
creatinine clearance less than 30 ml/min. See Appendix 3 for recommendations.
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APPENDIX 1: LOCAL RESOURCES

Free Smoking Cessation Groups

San Francisco Tobacco Free —Project (TFP)
https://www.sf.gov/san-francisco-tobacco-free-project
25 Van Ness, Avenue, 51 floor San Francisco, CA
04102

Phone: (628) 206-7668

Email: tfp-chep@sfdph.org

This program provides free cessation support through
quit-smoking classes, coaching, and “SF Quit! Kits”
with helpful tools and resources. TFP also leads
public health advocacy, including successful efforts
to ban flavored tobacco and limit retail sales near
schools.

'We Breathe
https://californialgbtghealth.org/about-us/we-breathe/
1127 11 Street, Suite 925

Sacramento, CA 95814

Email: info@californialgbtqhealth.local

Phone: 916-497-0923

'We Breathe provides expertise on working with
LGBTQ communities, preventing and reducing
tobacco use among LGBTQ Californians, and
addressing tobacco-related health disparities within
LGBTQ communities by fostering culturally
competent strategies and policies.

Northern California Intergroup of Nicotine
/Anonymous

https://www.nica-norcal.org/

2261 Market Street, #229-A San Francisco, CA 94114

IA 12-step help program.

Free Phone and Online Programs

Kick It California (KIC)
https://kickitca.org/

English: 1-800-300-8086

Spanish: 1-800-600-8191

Mandarin & Cantonese: 1-800-838-8917
Vietnamese: 1-800-778-8440

Korean: 1-800-556-5564

Deaf/Hearing Impaired: 1-800-933-4TDD
Text Program:

“quit smoking” to 66819

“quit vaping” to 668919

KIC offers free quit support via multiple channels
such as phone, text messaging, mobile apps, and
online chat plus self-help materials. Online help is
available in six languages to help clients quit
smoking.

quitSTART smartphone app
https://www.cdc.gov/tobacco/campaign/tips/quit-
smoking/quitstart-app/

A free smartphone app is a product of
Smokefree.gov, a smoking cessation resource created
by the Tobacco Control Research Branch at the
[National Cancer Institute in collaboration with the
FDA. The app takes personal information about a
person’s smoking history and gives tips, inspiration,
and challenges to assist in becoming smokefree.

Smokefree.gov
https://smokefree.gov/

Text Program:
“quit” to 47848

An online website created by the Tobacco Control
Research Branch at the National Cancer Institute that
provides free, accurate, evidence-based information
and professional assistance to help support the
immediate and long-term needs of people trying to
quit smoking. Smokefree.gov offers free text
messaging 6-8 weeks program that give 24/7
encouragement, advice, and tips for becoming
smokefree. It also provides specialized resources for
'women, veterans, and teens.

Resources for Providers
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Rx for Change
http://rxforchange.ucsf.edu/

Clinician-Assisted Tobacco Cessation is a
comprehensive tobacco cessation training program
that equips health professional students and practicing
clinicians, of all disciplines, with evidence-based
knowledge and skills for assisting clients with
quitting.

UCSF and the Purdue University College of
Pharmacy openly shares the Rx for Change materials
with others at no cost; however, all persons who
receive any component of the Rx for Change program
must complete an online registration process. Rx for
Change can be used only for non-commercial
teaching and research purposes and cannot be used
for profit.

Smoking Cessation Leadership Center
https://smokingcessationleadership.ucsf.edu/

IA national program office of the Robert Wood
Johnson Foundation at the University of California,
San Francisco reduces disparities in tobacco use and
increases cessation through community partnership.
Their goal is to drive health systems change by
eliminating barriers to access to tobacco treatment,
[promoting tobacco policy that supports cessation, and
roviding education and training.

Kick It California (KIC)
1800-300-8086
https://kickitca.org/education-training

e-Referral link:
https://kickitca.org/patient-referral

Kick It California (KIC) provides training for the
California Smokers’ Helpline. KIC helps
organizations with professional training, structure and
provides the following free services:

e Providers can refer tobacco users to KIC to
get a free, personal quit plan from trained
coaches via the e-referral link.

e Free training and technical assistance such as
webinars, continuing education
opportunities, and training for integrating
cessation services into practice.

e Provider Toolkits complete with webinars
and client educational materials (digital and
print materials).
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APPENDIX 2:
NICOTINE CESSATION CLIENT INTERVIEW FORM

Date: Time: Provider’'s name:

Section 1: Patient information
Name (Last, First): Date of birth: Gender:
Primary phone number: Home address:

Insurance provider:
BIN PCN Cardholder ID Group number

PCP name: PCP phone number:

Section 2: Medical conditions

Current medical conditions: Past medical conditions:
1 1
2 2
3 3
4 4
5 5

Section 3: High-risk screening

1 Pregnant or planning to become pregnant in the next 6 months? No Yes
2 Heart attack in past 2 weeks? No Yes
IF YES to any,
3 History of arrhythmias or irregular heartbeat? No Yes consult with or
' o o refer patient to
4 Unstable angina or chest pain with strenuous activity? No Yes PCP.

Section 4: Other history
1 Family history of nicotine use or nicotine-related diseases?
2 Other medical conditions? (e.g. Do you have serious dental problems or
have you been diagnosed with TMJ [pain or popping of the jaw]? If yes,
avoid gum. Do you have a history of severe acid reflux or stomach

upset? If yes, monitor for exacerbation from gum or lozenges.)
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Section 5: Medications and allergies/hypersensitivities
Current medications:

Allergies/Hypersensitivities:

Section 6: Assess Tobacco Use History

ASK: What types of nicotine do you use?

Type How much and how often (e.g. # cigarettes, # mg
nicotine per day)?

How long used?

Cigarettes

E-cigarettes/JUUL/vaping

Smokeless tobacco (dip, chew)

Cigars or cigarillos

Other:

ASK:  How many minutes after you wake up do you have your first cigarette/tobacco/nicotine?

ASK:  Any recent changes in your tobacco/nicotine use?

ASK:  Have you tried to quit before? Y N

e If YES: How many times? When was last quit attempt?  Longest quit attempt?

ASK:  Did you call the tobacco quit line or participate in any other form of counseling? Y N

e If YES: What did you like, or not like, about it?

ASK:  What quitting medicines have you tried in the past? Discuss effectiveness, withdrawal symptoms, how
med was taken (daily and duration), overall experience (does it make sense to try it again?).

ASK:  Main reasons for returning smoking/tobacco/nicotine use? Anticipated challenges this/next time?

e What would you say are the good things about nicotine? What do you like about nicotine?

e What are the not so good things about nicotine? What are your main reasons to quit?
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ASK: Are you ready to set a quit date? Y N (if yes, record quit date below under “Documentation”)

e Onascale from 0—-10, (where “0” is not ready to quit smoking and “10” is ready to quit smoking), what score would
you give yourself right now?

e Ifnot 0, you gave yourself ascore of . Why do you think __ and not a lower number?

e If 0, is there anything that would help raise your score toa 1 or 2?

DOCUMENTATION

IF READY TO SET QUIT DATE, complete the following and initial to the left of each requirement.
____ Discuss medication options and select treatment
____Ask patient to choose a quit date (if using bupropion SR or varenicline, consider medication start date)

Patient’s planned quit date is:

____ Refer patient to Tobacco Quitline (1-800-QUIT NOW) or other program:
____ Document treatment plan
____Schedule follow-up appointment within 2 weeks of quit date:

Date and time:

Circle one: In-person or Telephone ASK: Confirm preferred contact #

___Advise patient to follow-up with PCP
____ Contact patient’s PCP within 3 business days
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APPENDIX 3: FDA-APPROVED MEDICATIONS FOR TOBACCO USE DISORDER

Short-Acting Products

Nicotine Gum
2 mg, 4 mg

For the following weeks, use
gum as needed for cravings or
urges to smoke:

Wks 1-6 every 1-2 hrs

Wks 7-9 every 2-4 hrs

Wks 10-21 every 4-8 hrs

If I¥' cig within 30 min of
waking: use 4mg

If I* cig after 30 min of
waking: use 2mg

Use at least 9/day for first 6
weeks if using as monotherapy

NTE: 24 pcs/day

*for combination NRT, start
with 2 mg dose

Mouth/jaw
soreness,
indigestion,
hiccups

Dizziness/
lightheadedness
N/V, with
incorrect
technique

Prescription e  Chew each piece slowly

and OTC e  Park between cheek and
gum when peppery or
tingling sensation appears
(~15-30 chews)

e  Resume chewing when
tingle fades

e  Repeat chew/park steps
until most of the nicotine is
gone (tingle does not
return, generally 30 min)

e  Park in different areas of
mouth
No food or beverages 15
minutes before or during
use

Might serve as an oral
substitute for tobacco
Can be titrated to
manage withdrawal
symptoms

Can be used in
combination with other
agents to manage
situational urges
Relatively inexpensive

e Frequent dosing
can be
problematic with
significant dental
work

e  Proper chewing
technique is
required for
effectiveness

PRECAUTIONS

e Avoid use with
™J

e Recent(</=2
weeks)
myocardial
infarction

e  Serious
underlying
arrhythmias

e  Serious
worsening
angina pectoris

"NRT dosing is based on recommendations from package inserts. Clients can safely smoke and continue to use NRT beyond package instructions. We recommend using NRT until
the client feels ready to step down therapy or stop treatment with minimal risk for relapse.
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Nicotine For the following weeks, take Mouth and Prescription e Allow to dissolve slowly Might serve as an oral e Frequent dosing
Lozenge one lozenge* as needed for throat soreness, | and OTC (20-30 minutes for substitute for tobacco e  Gastrointestinal
2 mg, 4 mg cravings or urges to smoke: indigestion, standard; 10 minutes for Can be titrated to side effects can
Wks 1-6 every 1-2 hrs hiccups - . .
Wks 7-9 every 2-4 hrs m.1n1 l.ozenge) manage withdrawal compromise use
Wks 10-21 every 4-8 hrs e Nicotine release may cause symptoms of lozenge
a warm, tingling sensation Can be used in
NTE: 20 pcs/day e Do not chew or swallow combination with other PRECAUTIONS
e  Occasionally rotate to agents to manage e Recent (</=2
If I* cig within 30 mins of different areas of the situational urges weeks)
W“"f”é_’ rusedmg mouth Relatively inexpensive myocardial
If]s. cig afier 30 mins of ¢ No food or beverages 15 infarction
waking: use 2 mg ) ) )
minutes before or during e Serious
*for combination NRT, start use underlying
with 2 mg dose arrhythmias
e  Serious
Use at least 9/day for first 6 worsening
weeks if using as monotherapy angina pectoris
e Avoid in soy
allergy
Short Acting Products
Nicotine Spray 1-2 sprays in each nostril | Nasal irritation, | Prescription ¢  Avoid with underlying Can be titrated to e Frequent dosing
Nasal Spray every hour as needed for change in sense | Only chronic nasal disorders rapidly manage ¢ Nasal irritation
10 mg/ml nicotine cravings. of smell/tas.te, (thinitis, nasal polyps, withdrawal can be
metered spray cough, tearing, S . . .
One dose= 1 spray in each headache s1.nu51t1s). or severe reactive Can b.e us.ed 1n’ problf:matlc
nostril, each spray delivers 0.5 airway disease combination with other | ¢ Relatively
mg. e Do not sniff or inhale the agents to manage expensive
spray when administering situational urges
NTE: 5 doses/hr or 40 Shown to be more PRECAUTIONS
doses/day efficacious than other e Avoid with
short-acting NRT underlying
Use at least 8 doses for 6-8 chronic nasal
weeks (for monotherapy) disorders
e Recent(</=2
weeks)

"NRT dosing is based on recommendations from package inserts. Clients can safely smoke and continue to use NRT beyond package instructions. We recommend using NRT until
the client feels ready to step down therapy or stop treatment with minimal risk for relapse.
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myocardial
infarction

e Serious
underlying
arrhythmias
Serious of
worsening
angina pectoris

Long-Acting Products

Nicotine Place one patch on dry skin Local skin Prescription ¢ Rotate patch application ¢  Once-daily dosing e  When used as
Transdermal | every 24 hours as directed*: ?eactior}, o and OTC site daily; do not apply a  Discreet appearance monotherapy,
Patch 21 mg/24 hrs x 4 wks, insomnia, vivid new patch to the same skin | ¢  Can be used in cannot be titrated
7 mg, 14 mg, 14 mg/24 hrs x 2 wks, dreams . . .
site for at least one week combination with other to acutely
21 mg (24-hr 7 mg/24 hrs x 2 wks
release) e May wear patch for 16 agents manage
patches Start with 21 mg patch if hours if client experiences | ¢  Delivers consistent withdrawal
smoking > 10 cigs/day and 14 sleep disturbances (remove nicotine levels over 24 symptoms
mg patch is < 10 cigs at bedtime) hours
e Notrecommended foruse | e Relatively inexpensive | PRECAUTIONS
I‘I]{T_E};Zl dmg/ day . by clients with «  Avoid with
(Higher doses may be dermatologic conditions chronic
considered on an individual ] oo 4 logi
basis for those that smoke >20 (i.e. psoriasis, eczema, errcril'a tologie
cigs or continue to smoke while atopic dermatitis) conditions
using the patch) (psoriasis, .
Eczema, atopic
dermatitis)

e Recent (</=2
weeks)
myocardial
infarction

e  Serious
underlying
arrhytmias
Serious of

"NRT dosing is based on recommendations from package inserts. Clients can safely smoke and continue to use NRT beyond package instructions. We recommend using NRT until
the client feels ready to step down therapy or stop treatment with minimal risk for relapse.
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worsening
angina pectoris

Oral Medications

for clients with severe renal
impairment (< 30 ml/min) to a
maximum of 0.5 mg BID

e Avoid alcohol while taking

e  Gradual approach with no
defined quit date or if
clients continue to smoke

population compared to
other monotherapy

Can be used in
combination with NRT

Bupropion Begin therapy 1-2 weeks prior | Insomnia, dry Prescription o Allow at least 8 hours May reduce weight Seizure risk is
Sustained to quit date: mouth, | Only between doses gain associated with increased
Release (Slll) Take 150 mg PO gAM x 3 If}ervlousness/ dif e Avoid bedtime dosing to quitting Several
150 mg tablet | gays, then 150 mg PO BID clc():llllcte};tra tin minimize insomnia May be beneficial in contraindication
& e Use with caution in clients clients with co-morbid and precautions
Contraindications: nhausea, i . h 4 . lud :
e Seizure disorder dizziness, with concomitant therapy epression preclude use in
. . constipation with Once daily bupropion some clients (see
e  Current or prior diagnosis . ’ — .
. . seizures medications/conditions extended-release (XL) below)
of bulimia or anorexia ) .
known to lower the seizure may be used in place of No emergent
nervosa . .
. threshold the SR formulation to relief
e  Simultaneous abrupt
. . . enhance adherence
discontinuation of alcohol i
or Can be used in
. . . combination with NRT
sedatives/benzodiazepines Dose tapering is not
«  MAO inhibitors in perng !
. necessa
preceding 14 days; Y
concurrent use of
reversible MAO inhibitors
Varenicline Start 1 week before quit date: Nausea, Prescription e Take dose after eating and Offers a different Cost of treatment
0.5 mg, 1 mg On days 1-3, take 0.5 mg PO vgmiting, sleep | Only with a full glass of water mechanism of action No emergent
tablets qAM . disturbances e Clients that incur sleep for clients who failed relief
g;lDdays 4-7, take 0.5 mg PO S;lr?grr?l?a:{a/’vivi d disturbances can be other agents Clients should be
On weeks 2-12, take 1 mg PO dreams), instrl'lcted to take .the’ Dose tapering is not monit(')red for
BID constipation, evening dose earlier in the necessary potential
flatulence, day or may require May provide greater neuropsychiatric
Dosing adjustment is necessary | taste alteration skipping the evening dose efficacy in the general symptoms

"NRT dosing is based on recommendations from package inserts. Clients can safely smoke and continue to use NRT beyond package instructions. We recommend using NRT until
the client feels ready to step down therapy or stop treatment with minimal risk for relapse.
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past quit date: Titrate dose agents
as above to 1 mg PO BID.
Clients should reduce
smoking by 50% in first 4
weeks, then additional
50% in following 4 weeks,
continued until abstinence
in 12-24 weeks
Off-Label Agents
Nortriptyline | Take 25 mg PO at bedtime. Dry mouth, Prescription e  Begin therapy 4 weeks May be beneficial in High side effect
10 mg, 25 mg, | Increase dose as tolerated by 25 | orthostatic Only prior to quit date clients with co-morbid burden
50 mg, 75 mg | mg/week up to 75-125 mg hypqtension, e Take at bedtime to avoid depression, anxiety, Dangerous in
capsules cardiac daytime sedation insomnia, or chronic overdose
Contraindications arrhythmia, Y . . ’ .
MAUO inhibitors in preceding constipation, *  Should be used with pain May require
14 days; concurrent use of urinary caution in clients with a Relatively inexpensive blood level
reversible MAO inhibitors retention, history of cardiovascular Can be used in monitoring
sexual disease combination with NRT
dysfunction, e Should be tapered off
sedation
Clonidine Oral: Can be started at 0.1 mg | Decreased heart | Prescription e  Begin therapy 48-72 hours May be beneficial in Can be poorly
0.1 mg, 0.2 PO BID and titrated to 0.4 mg | rate, sedation, Only before quit attempt clients with co-morbid tolerated due to
mg, 0.3 mg divided TID orthostatic e Do not discontinue ADHD or insomnia side effects
tablets Patch: Apply 0.1 mg/24 hr gifzpz?;?;ssto(?;y abruptly, dose must be Weekly patch may Drug .interaction
0.1 mg/24hr, patch to dry skin every 7 days. | mouth, gradually reduced improve adherence and disease
0.2 mg/24 hr, Can be titrate based on effect constipation e  Start medication at Relatively expensive states may limit
0.3 mg/24 hr and tolerability. bedtime as it can cause use
patches drowsiness and dizziness

"NRT dosing is based on recommendations from package inserts. Clients can safely smoke and continue to use NRT beyond package instructions. We recommend using NRT until
the client feels ready to step down therapy or stop treatment with minimal risk for relapse.
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APPENDIX 4: TOBACCO USE DISORDER MEDICATION PHARMACOTHERAPY
SELECTION

Strongest Varenicline 1) Shown to be most efficacious in general and MH
populations compared to other monotherapy
pharmacologic treatments

NRT 2) Cost-effective
combination: 3) Has history of demonstrating superior efficacy over
nicotine patch + other monotherapy pharmacologic treatments

gum or lozenge | 4) Produces relatively constant levels of nicotine and
allows for acute dose titration as needed

Moderate NRT 5) NRT monotherapy results in significantly lower quit
monotherapy: rates than combination NRT
nicotine patch, 6) If asingle NRT agent is preferred, the patch has been
gum, or lozenge shown to be most efficacious.
Bupropion 7) Least robust effects compared to other pharmacologic
treatments

8) Treatment for co-morbid depression

9) Drug interactions, precautions, and contraindications
may preclude use in clients with mental health
disorders

Lowest Nortriptyline 10) Moderate efficacy in clients who cannot use a first-
line agent or who need an adjunct to first-line therapy

11) Treatment of co-morbid depression, chronic pain,
insomnia, and anxiety

12) High side effect burden

13) Dangerous in overdose

Clonidine 14) Treatment of comorbid ADHD

15) Limited evidence of benefit over placebo
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APPENDIX 5: NOTABLE DRUG INTERACTIONS OF PSYCHIATRIC MEDICATIONS WITH
HYDROCARBONS FROM TOBACCO SMOKE

Alprazolam Conflicting data on significance, but possible ¥ plasma concentrations (up to 50%);
{ half-life (35%).
Caffeine Metabolism (induction of CYP1A2); T clearance (56%). Caffeine levels likely T

after cessation

Chlorpromazine 1 AUC (36%) and serum concentrations (24%).

{ Sedation and hypotension possible in smokers; smokers may require T dosages.
Clozapine T Metabolism (induction of CYP1A2);  plasma concentrations (by 18%).

T Levels upon cessation may occur; closely monitor drug levels and reduce dose as
required to avoid toxicity.

Fluvoxamine T Metabolism (induction of CYP1A2); T clearance (24%); + AUC (31%); 4 Cmax
(32%) and Css (39%).
Dosage modifications not routinely recommended but smokers may need T
dosages.

Haloperidol T Clearance (44%); 4 serum concentrations (70%); data are inconsistent therefore
clinical significance is not established

Methadone Possible T metabolism (induction of CYP1A2, a minor pathway for methadone).
Carefully monitor response upon cessation.

Olanzapine T Metabolism (induction of CYP1A2); T clearance (98%); { serum concentrations
(2%).
Dosage modifications not routinely recommended but smokers may need T
dosages.

Propranolol T Clearance (77%; via side-chain oxidation and glucuronidation).

Ropinirole ! Cmax (30%) and AUC (38%) in study with clients with restless legs syndrome.
Smokers may need T dosages.

Tizanidine 1 AUC (30-40%) and  half-life (10%) observed in male smokers.

Tricyclic Possible interaction with tricyclic antidepressants in the direction of { blood levels,

antidepressants but the clinical significance is not established.

(e.g. imipramine,

nortriptyline)

Not a comprehensive list, for additional interactions see:
https://smokingcessationleadership.ucsf.edu/sites/smokingcessationleadership.ucsf.edu/files/A4%20DI1%2

OTABLE.pdf
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